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New  Chemotherapy  of 

RHEUMATOID  ARTHRITIS 


Long-term  studies  in  this  country  and 
abroad  have  shown  that  the  antimalarial 
ARALEN  phosphate  produced  major  im- 
provement in  72%  of  294  cases  of  rheuma- 
toid arthritis.  Aralen  was  often  successful 
where  other  agents  failed.  Remissions 
often  persisted  for  many  months  after 
therapy  had  been  discontinued. 


Pain  and  tenderness  relieved.  Mobility  in- 
creased. Swellings  diminished  or  disappeared. 
Muscle  strength  improved.  Rheumatic  nodules 
often  disappeared.  Even  severe  or  advanced 
deformity  improved.  Active  inflammatory 
process  usually  subsided  and  joint  effusion 
diminished. 


GENERAL  EFFECTS: 


Patients  felt  and  looked  better.  Exercise  toler- 
ance increased.  Walking  speed  and  hand  grip 
improved. 


LABORATORY  EFFECTS: 


E.  S.  R.  often  fell  slowly  and  hemoglobin  level 
rose  gradually. 


ANALGESICS  AND  STEROIDS: 


Requirements  usually  reduced  or  eliminated. 

Dosage:  Aralen  is  cumulative  in  action  and 
requires  four  to  twelve  weeks  of  adminis- 
tration before  therapeutic  effects  become 
apparent.  The  usual  adult  dose  is  250  mg. 
daily.  If  side  effects  appear  withdraw 
Aralen  for  several  days  until  they  subside. 
Reinstate  treatment  with  125.  mg.  daily 
and,  if  well  tolerated,  increase  to  250  mg. 

If  medication  is  withdrawn,  a relapse,  if  it 
occurs,  will  usually  be  manifest  within  3 to  12 
months.  Resumption  of  therapy,  as  above,  is 
generally  again  effective. 

Supplied:  Aralen  phosphate:  250  mg.  tablets 
in  bottles  of  100  and  1000 ; 125  mg.  tablets  in 
bottles  of  100. 


JOINT  EFFECTS: 


\l\lhlto  f°r  booklet  discussing  clinical  experience , tolerance , 
V \llvMsy  precautions,  etc.,  in  detail. 


PHOSPHATE 


XH 


7 19; 


fl  i It »r^!Lh 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes* 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO-  (U.S.A.)  INC.,  Tuckaho®,  N.  Y* 


2 


"care  of 
the  man 
rather  than  merely 
his  stomach" 


Milpath 

Miltown®  & anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown®  reduces  anxiety  and  tension.1- 3,6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5, 7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2,4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


each' Milpath  tablet  contains: 

Miltown.® (meprobamate  WALLACE) 400  mg. 

(2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamino-l-cyclohexyl-l-phenyl-l-propanol-ethiodide) 


dosage:  1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available : bottles  of  50  scored  tablets. 


references:  l.  Altschul,  A.  and  Billow,  B : The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med.  57:  2361, 
July  15,  1957.  2.  Atwater,  J.  S. : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  45:421,  Oct.  1956. 
3.  Borrus.  J.  C.:  Study  of  effect  of  Miltown  (2-methyl-2-n-propyl-l. 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  157: 1596.  April  30,  1955.  4.  Gayer,  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer.  Am.  J.  Digest.  Dis. 
7:301,  July  1956.  5.  Marquis.  D.  G.,  Kelly,  E.  L.,  Miller.  J G..  Gerard.  R.  W.  and  Rapoport.  A.:  Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects.  Ann.  New  York  Acad.  Sc.  67: 701.  May  9.  1957.  6.  Phillips.  R.  E.: 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders.  Am.  Pract.  & Digest  Treat.  7:1573,  Oct.  1956. 

7.  Selling.  L.  S.:  A clinical  study  of  Miltown®.  a new  tranquilizing  agent.  J.  Clin.  & Exper.  Psychopath.  17:7,  March  1956. 

8.  Wolf.  S.  and  Wolff.  H.  G.-  Human  Gastric  Function.  Oxford  University  Press,  New  York,  1947. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J, 
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The  Value  of  Blood  Cholesterol  Regulation 


Studies1'4  indicate  that  atherosclerosis  is  the 
underlying  disease  process  in  80-90%  of 
Americans  who  had  myocardial  infarction 
or  angina  with  abnormal  EKG  patterns.  It 
is  also  known  that  patients  with  coronary 
disease  frequently  have  elevated  blood 
cholesterol  levels. 

In  these  studies1*4  patients  with  coronary 
occlusion  “felt  better”  when  their  blood 
cholesterol  was  reduced  by  diet  and  a special 
cholesterol  lowering  formula.  Anginal  symp- 
toms abated  and  none  had  a new  coronary 
occlusion  while  on  this  therapy. 

Patients  with  anginal  attacks  treated  by 
Schroeder5  with  a high  essential  fatty  acid 
and  B6  diet  noted  considerable  lessening  of 
anginal  attacks. 

Van  Gasse  and  Miller6  report  marked  pain 
relief  by  angina  patients  while  on  linoleic 
acid  and  B6  medication.  They  recommend 
this  formula  for  patients  with  high  choles- 
terol levels,  coronary  thrombosis  or  angina. 

a)  Lobecki,  T.  D.:  Am.  J.  Clin.  Nutrition  3:  132,  1955. 

(2)  Gertler,  M.  M.,  et  al.:  Circulation  2:  696,  1950. 

(3)  Gofman,  J.  W.,  et  al.:  Mod.  Med.  21:  119,  1953. 

(4)  Barr,  D.  P„  et  al.:  Am.  J.  Med.  11:  480,  1951. 

(5)  Schroeder,  H.  A.:  J.  Chronic  Dis.  2:  28,  1955. 

(6)  Van  Gasse,  J.  J.,  and  Miller,  R.  F.:  A.M.A.  Meeting, 
New  York,  June  3-7,  1957. 


The  preponderance  of  evidence  indicates 
that  all  persons  who  have  elevated  blood 
cholesterol  (with  or  without  clinical  evidence 
of  disease)  . . . and  all  persons  with  a con- 
dition associated  with  atherosclerosis  (even 
though  blood  cholesterol  is  normal)  are  candi- 
dates for  a cholesterol  regulation  program. 

ARC  OF  AC  (Armour  Cholesterol  Lowering 
Factor)  was  specifically  formulated  to  lower 
blood  cholesterol  with  as  little  as  1 dose  a 
day  . . . and  at  the  same  time  allow  the 
patient  to  eat  a palatable,  balanced  and 
nutritious  diet.  ARCOFAC  is  the  first  truly 
practical  and  effective  method  for  lowering 
blood  cholesterol  levels. 

Each  tablespoonful  of  ARCOFAC  emulsion 
contains: 

Linoleic  acid 6.8  Gm. 

Vitamin  B6 0.6  mg. 

Mixed  tocopherols  (vitamin  E) . . .11.5  mg. 

Bottles  of  12  fluid  ounces. 

Arcofac 

Armour  Cholesterol  Lowering  Factor 


THE  ARMOUR  LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 


KANKAKEE,  ILLINOIS 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 

PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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xiatett 

addition  to  t6e 


lyophilized 

SUCCINYLCHOLINE  CHLORIDE 

SUX-CERT,  the  newest  product  in  the  INCERT®  family  of  addi- 
tives features  the  pump-type  vial  and  offers  these  advantages: 

• Needs  no  refrigeration  or  expiration  dating 

• Retains  high  potency  in  storage  at  room  temperature 

• Requires  no  needles,  no  syringes 

• Instantly  reconstituted  in  bulk  parenteral  solutions 

Supplied  in  sterile  additive  vials  containing  500  mg.  and 
1000  mg.  expressed  as  anhydrous  succinylcholine  chloride. 

ALSO  AVAILABLE  IN  INCERT 

VI-CERT  (lyophilized  B Vitamins  with  Vitamin  O— five  essential  B vitamins  and  vitamin  C. 
INCERT  T41— ‘Thiamine  HCI  25  mg.,  Riboflavin  10  mg.,  Niacinamide  100  mg.,  Sodium 
Pantothenate  20  mg.,  Pyridoxine  HCI  20  mg.,  Ascorbic  Acid  500  mg. 

POTASSIUM  CHLORIDE  SOLUTION  INCERT  T2010-20  mEq.  K+  and  Cl“  in  10  cc.  sterile 
solution  (2  mEq/cc.).  INCERT  T2020-40  mEq.  K+  and  Cl-  in  12.5  cc.  sterile  solution 
(3.2  mEq/cc.). 

POTASSIUM  PHOSPHATE  SOLUTION  INCERT  T31  - Potassium  Phosphate  (1.579  gm. 
K2HP04  and  1.639  gm.  KH2P04  per  10  cc.).  Contains  30  mEq.  K+  and  HP04-  in  10  cc. 
sterile  solution. 

CALCIUM  LEVULINATE  SOLUTION  INCERT  T51— Calcium  Levulinate,  10%  solution,  1.0 
gm.  (6.5  mEq.  of  Calcium)  in  10  cc.  sterile  solution. 

■«!■  30%  IN  PREPARATION  COST 

SAVr  600%  IN  PROCESSING  TIME 

W Wm  WITH  INCERT  SYSTEM 


TRAVEMOL  LABORATORIES,  INC. 
pharmaceutical  products  division  of 

BAXTER  LABORATORIES,  INC. 

MORTON  GROVE,  ILLINOIS 

*Bogash,  R.  C.,  Director  Pharmacy  Dept.,  Lenox  Hill  Hospital:  personal  communication. 
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for  the  depressed  and  regressed 


selective  increase  in  psychic  energy 


MARSILID 


In  both  mild  and  severe  depression,  Marsilid  can  restore  a sense  of 
healthy  well-being,  with  renewed  vigor,  activity  and  interests.  Patients 
with  acute  depression  refractory  to  shock  treatment  have  shown  a 
heartening  response  to  Marsilid.  Even  “burned  out”  psychotics,  un- 
touched by  any  other  therapy,  have  become  more  alert,  responsive 
and  sociable. 

As  a psychic  energizer,  Marsilid  is  truly  unique.  It  provides  continuous 
mood  improvement  with  gradually  reduced  dosage.  Patients  do  not 
develop  resistance  to  its  normalizing  effect;  there  is  no  tachyphylaxis. 
Marsilid  does  not  elevate  blood  pressure  . . . does  not  decrease  but 
usually  stimulates  appetite. 

In  mild  depression,  improvement  with  Marsilid  is  usually  evident 
within  a week  or  two.  In  severe  depressive  states  of  hospitalized 
psychotics,  a month  or  more  may  be  required  for  apparent  response 
. . . but  Marsilid  often  leads  to  complete  remission,  obviating  the  need 
for  shock  therapy. 

Note: Marsilid  is  contraindicated  in  patients  who  are  agitated,  overactive 
or  overstimulated,  or  in  those  with  a history  of  renal  or  hepatic  disease. 

For  complete  references  and  information  concerning  dosage , indications  and  contraindications , 
write  V.  D.  Mattia,  Jr.,  M.  D.,  Director  of  Medical  Information , Roche  Laboratories , 
Division  of  Hojfmann-La  Roche  Inc,  Nutley  10,  N.  J. 

MARSILID®  PHOSPHATE— brand  of  iproniazid  phosphate 
Supplied  in  scored  tablets  of  50  mg  (yellow),  25  mg  (orange),  and  10  mg  (pink) 


(iproniazid) 


Roche 
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fracture  of  forearm 


ankle  sprain 


bursitis  of  elbow 


INTRAMUSCULARLY 


INJECTED 


Chj 


mar 


CHYMAR,  a suspension  of 
chymotrypsin  in  oil,  is  preventive  as  well  as 
therapeutic.  Reduces  and  Prevents  inflam- 
mation from  any  cause,  traumatic  and  infec- 
tious edema,  pain  from  inflammation  and 
swelling  . . . Hastens  absorption  of  blood  and 
lymph  effusions  . . . Restores  circulation  . . . 
Promotes  healing  . . . Augments  action  of 
antibiotics . . . Has  no  known  contraindications 
or  incompatibilities. 


Dosage:  Inject  0.5  cc.  to  1.0  cc.  of  Chymar  intramuscularly  1 to  3 
times  daily  until  clinical  improvement  is  obtained.  Supplied  in  5 
cc.  vials.  Each  cc.  contains  5000  units  of  proteolytic  activity. 


THE  ARMOUR  LABORATORIES  a division  of  armour  and  company  • kankakee.  Illinois 
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symptoms  controlled . 


in  the  more  severe  inflammatory  eye  diseases 


METICORTEN 

prednisone 


benefits  confirmed  by  mounting  evidence16 

One  report  after  another  attests  to  the  potent  anti-inflammatory  action  of  Meticorten 
in  severe  inflammations  of  the  anterior  ocular  segment,  involvements  of  the  posterior 
segment,  and  diffuse  uveitis.  Many  cases  failing  to  respond  to  older  steroids  have 
shown  rapid  improvement  with  Meticorten.4 


toxic  effects  minimized 

Unlike  therapy  with  older  steroids,  which  must  often  be  withdrawn  short  of  full  remis- 
sion because  of  certain  side  effects,  Meticorten  in  average  dosage  usually  does  not 
disturb  electrolyte  balance— can  be  used  in  more  patients  and  for  longer  periods.  After 
initial  control  is  achieved  with  20  to  40  mg.  daily  in  divided  doses  many  patients  can 
be  maintained  on  a dosage  as  low  as  2.5  to  5 mg.  daily. 

(1)  Leopold,  l.  H.:  New  York  J.  Med.  56:2803,  1956.  (2)  King,  J.  H.,  Jr.,  and  Weimer,  J.  R.:  A.M.A.  Arch. 
Ophth.  54:46,  1955.  (3)  Gordon,  D.  M.:  Am.  J.  Ophth.  47:593,  1956.  (4)  King,  J.  H„  Jr.;  Passmore,  J.  W.; 
Skeehan,  R.  A.,  Jr.,  and  Weimer,  J.  R.:  Tr.  Am.  Acad.  Ophth.  59:759,  1955.  (5)  O’Rourke,  J.  F.;  Iser,  G.f 
and  Ryan,  R.  W.:  A.M.A.  Arch.  Ophth.  55:323,  1956.  (6)  Mosquera,  J.  M.:  Dfa  med.  25:38,  1956. 

Meticorten®— 1,  2.5,  and  5 mg.  white  tablets. 

“Meti”* steroids  mean  minimal  maintenance  dosage. 


MC-J-897 


*T.M, 


Alseroxylon  less  toxic  than  reserpine 
“...alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid ® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


m ffiffi 


i more  potent  drugs  are  needed,  prescribe 


Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose  1 tablet  t.i.d.,  p.c. 


(feteF) 


ANGELES 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  V%  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 


as 
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FOR  PERSISTENT  INFECTIONS 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


♦This  graph  is  adapted  from  Waisbren,  B.  A.,  & Strelitzer,  C.  L.  Arch.  Int.  Med.  99:744,  1957.  It  represents  in  vitro  data  obtained  with 
strains  isolated  from  patients  between  the  years  1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected 
on  the  basis  of  visual  clinical  sensitivity. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately or  for  minor  infections  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

PARKE,  DAVIS  & COMPANY  - DETROIT  32,  MICHIGAN  ; 


*01(8 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural,  oral 

estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


INDEX  TO  ADVERTISERS 


American  Felsol  Company 129 

American  Meat  Institute | 30 

Ames  Company,  Inc 34 

Ami,  Inc ' | 27 

Armour  Laboratories 5t  1 1 

Ayerst  Laboratories ’ 16 

Baxter  Laboratories 7 

Brigham  Hall  Hospital 131 

Burroughs  Wellcome  & Co.  Inc 2 

California  State  Board 135 

Center  Laboratories,  Inc 18 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover 

Dome  Chemicals,  Inc 129 

Eastern  School  for  Physicians  Aides 131 

Eaton  Laboratories 19 

Endo  Laboratories 33 

Geigy  Pharmaceutical  Co 35 

Hall-Brooke 131 

Holbrook  Manor 131 

Knoll  Pharmaceutical  Company 135 

Lakeside  Laboratories 32 

Lederle  Laboratories,  Div.  American  Cyanamid  Co..  . . 

6,  18,  21,  23,  26,  29,  31 

Eli  Lilly  & Company 38 

Louden-Knickerbocker  Hall 131 

Mead  Johnson  & Company 4th  cover 

Montreal  General  Hospital 129 

Parke,  Davis  & Co 15 

Pfizer  Laboratories 37 

Pine  wood 131 

Pitman-Moore  Company 3rd  cover,  125,  126,  127,  128 

Riker  Laboratories 14,  25 

A.  H.  Robins  & Co 22 

Roche  Laboratories,  Div.  Hoffmann-La  Roche  Inc..  . . 

9,  Between  32-33 

J.  B.  Roerig  & Co 17 

Schering  Corporation 13 

G.  D.  Searle  & Co 47 

Smith  Dorsey Between  16-17 

Smith,  Kline  & French  Labs 136 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co.  20 

Twin  Elms 131 

Upjohn  Company 24 

Wallace  Laboratories 3,  Between  24-25 

Warner-Chilcott  Co 48 

Westwood  Pharmaceuticals 36 

West  Hill 131 

Winthrop  Laboratories 1 

Yale  Registry  for  Nurses 131 


ATARAX 

in  any 

hyperemotive  state 

for  childhood  behavior  disorders 
10  mg.  tablets— 3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup-3-6  years,  one  tsp. 
t.i.d.;  over  6 years,  two  tsp.  t.i.d. 
for  adult  tension  and  anxiety 

25  mg,  tablets -one  tablet  q.i.d. 
Syrup -one  tbsp.  q.i.d. 
for  severe  emotional  disturbances 
100  mg.  tablets -one  tablet  t.i.d. 
for  adult  psychiatric  and 
emotional  emergencies 

Parenteral  Solution -25-50  mg. 
(1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals,. 
Dosage  for  children  under  12  not 
established. 

Supplied:  Tablets,  bottles  of  100. 
Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


what  are  the 
differences 


among 

tranquilizers 


Reviews  of  ataraxic  therapy  commonly  divide  the  available  tranquilizers  into 
three  main  categories:  the  rauwolfia  derivatives;  the  phenothiazine  com- 
pounds; and  a smaller  group  of  agents  which  are  lumped  together  for  the 
sake  of  convenience  rather  than  because  of  any  common  characteristic. 

As  a result,  one  significant  fact  is  often  overlooked:  ATARAX  (hydroxyzine) 
does  not  fit  into  any  of  these  three  categories.  Indeed,  by  any  logical  criterion, 
it  belongs  in  a class  by  itself. 

1.  ATARAX  is  chemically  unique.  It  differs  from  any  other  tranquilizer  now 
available,  not  in  minor  molecular  rearrangements  but  in  basic  structure. 

2.  ATARAX  is  therapeutically  different.  ATARAX  is  characterized  by  unique 
cerebral  specificity.  On  ATARAX,  the  patient  retains  full  consciousness  of 
incoming  stimuli— their  nature  and  their  intensity— but  his  reactions  are  those 
of  a well-adjusted  person.  He  is  neither  depressed  nor  torpid,  and  his  reflexes 
remain  normal,  as  does  cortical  function.  Thus  ATARAX  induces  a calming 
peace-of-mind  effect  without  disturbing  mental  alertness. 

3.  ATARAX  is,  perhaps,  the  safest  ataraxic  known.  It  is  outstandingly  well  tol- 
erated. Every  clinical  report  confirms  this  fact.*  After  more  than  150  million 
doses,  there  has  not  been  a single  report  of  toxicity,  blood  dyscrasia,  parkin- 
sonian effect,  liver  damage,  or  habituation. 

4.  ATARAX  is  unusually  flexible.  This  lack  of  toxicity  makes  it  possible  to 
adjust  ATARAX  dosage  to  virtually  any  patient  need.  In  the  lowest  range,  chil- 
dren respond  well  to  10  mg.  or  one  teaspoonful  of  syrup  t.i.d.,  while  anxious 
adults  usually  are  treated  with  25  mg.  q.i.d.  Yet,  if  needed,  the  dosage  can 
safely  be  raised:  in  more  severe  disturbances,  dosages  up  to  1,000  mg.  daily 
have  been  administered  without  adverse  reactions. 

In  reviewing  your  own  experience  with  tranquilizers,  remember  that  ATARAX 
is  in  a class  by  itself;  that  you  cannot  judge  it  by  your  results  with  any  other 
drug.  To  get  to  know  ATARAX  at  first  hand,  prescribe  it  for  the  next  four  weeks 
whenever  a tranquilizer  is  indicated.  See  for  yourself  how  it  compares. 
♦Documentation  on  request 


pe^ce  OF  MIND  ATARAX* 


(brand  of  hydroxyzine) 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


A 


DIAGNOSIS  * THERAPY 


*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  6:  86;  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  ]2:  164:  March  1954 
Rosen.  F.  L.,  J.  Med.  Soc.  N.  J.;  51:  110:  March  1954 
Mueller,  H.  L.,  &.  Hill.  L.  W.:  N.  E.  J.  of  Med;  249:  726.  1953 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract,  e 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederte 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  of 
habituation  . . . with  PATH  I LON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAM1D  COMPANY,  PEARL  RIVER,  NEW  YORK 
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pyelonephritis 
delay  is  ' 
dangerous...  5 


hrs. 

turbid  urine  frequently  clear 


days 

most  patients 
symptom-free 


for  rapid  eradication  of  infection 


In  the  majority  of  112  cases  of  acute,  per- 
sistent or  relapsing  urinary  tract  infections 
“nitrofurantoin  [Furadantin]  was  effective 
clinically,  with  a pronounced  improvement, 
indicated  by  the  appearance  of  the  urine  as 
well  as  by  verbal  commendation  by  the  pa- 
tient, within  24  to  36  hours  . . . Some  of  these 
patients  with  seemingly  impossible  cases  were 
cured  of  their  infection.”* 

Furadantin  first  because  of  these  advantages: 
a specific  for  urinary  tract  infections  • rapid 
bactericidal  action  • negligible  development 
of  bacterial  resistance  • nontoxic  to  kidneys, 
liver  and  blood-forming  organs. 


AVERAGE  dosage:  ad t/LTS— four  100  mg.  tab- 
lets daily;  1 tablet  during  each  meal  and  1 on 
retiring,  with  food  or  milk.  In  acute,  uncom- 
plicated infections,  50  mg.  q.i.d.  may  be  pre- 
scribed. If  patient  is  unresponsive  after  2 to 
3 days,  increase  dose  to  100  mg.  q.i.d. 
CHILDREN— 5 to  7 mg.  per  Kg.  (2.2  to  3.1  mg. 
per  lb.)  per  24  hours. 

supplied:  Tablets,  50  and  100  mg.  Oral  Sus- 
pension (25  mg.  per  5 cc.  tsp.). 

*Stewart,  B.  L.,  and  Rowe,  H.  J.:  J.  Am.  M.  Ass.  160:1221,  1956. 

EATON  LABORATORIES,  NORWICH,  NEW  YORK 


NItrofurans-  a new  class  of  antimicrobials  — neither  antibiotics  nor  sulfonamides 
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THERAGRAN 


expanded  to  include  certain  essential  vitamins 
extra  value . . . 

at  no  extra  cost  to  your  patients 


Theragran— 1 
therapeutic  i 
to  provide  a< 
adult  patient 
vestigators, 
d-calcium  pi 
formula,  anc 
creased.  The: 
mula  provid< 
additional  c< 


Each  new,  improved  Theragran  capsule  supplies 


Vitamin  A 

Vitamin  D 

Thiamine  Mononi 

Riboflavin  

Niacinamide  

Ascorbic  Acid  .... 
Pyridoxine  Hydroi 
d-Calcium  Pantot 
Vitamin  BJ2  activ 


1 or  more  capsules 
Family  Pack  of  180. 

ALSO  AVAILAB 

new!  y 

formulated  for  v 


THERAGRAN  JUNIOR 


THERAGRAN  LIQUID 


Squibb 


THERAGRAN-M 


Squibb  Quality - 
the  Priceless 
Ingredient 
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Albutest  (Ames  Co.,  Inc.) 35 

Allergenic  Extracts  (Center  Laboratories,  Inc.) 18 

Aralen  (Winthrop  Laboratories) 1 

Arcofac  (The  Armour  Laboratories) 5 

Atarax  (J.  B.  Roerig  & Company) 17 

Azo  Gantrisin  (Roche  Labs.,  Div.  of  Hoffman-La  Roche 

Inc.) Between  32-33 

Chloromycetin  (Parke,  Davis  Company) 15 

Chymar  (The  Armour  Laboratories) 11 

Cor-Tar-Quin  (Dome  Chemicals  Inc.) 129 

Dartal  (G.  D.  Searle  & Co.) 47 

Dilaudid  (Knoll  Pharmaceutical  Co.) 135 

Felsol  (American  Felsol  Company) 129 

Fostex  (Westwood  Pharmaceuticals) 36 

Furadantin  (Eaton  Laboratories) 19 

Gevral-T  (Lederle  Laboratories,  Div.  American  Cyana- 

mid  Co.) 29 

Hycodan  (Endo  Laboratories) 33 

Incert  (Baxter  Labs.,  Inc.) 7 

Lipo-Gantrisin  (Roche  Laboratories,  Div.  Hoffman- 

La  Roche  Inc.) Between  32-33 

Marsilid  (Roche,  Div.  Hoffmann-La  Roche  Inc.) 9 

Medihaler-Phen  (Riker  Laboratories) 25 

Medrol  (Upjohn  Company) 24 

Meticorten  (Schering  Corporation) 13 

Milpath  (Wallace  Laboratories) 3 

Miltown  (Wallace  Laboratories) Between  24-25 

Novahistine  with  Penicillin  (Pitman-Moore  Company) . 125 


Novahistine  LP  (Pitman-Moore  Company 126-127 

Novahistine  DH  (Pitman-Moore  Company) 128 

Pathibamate  (Lederle  Laboratories,  Div.,  American 

Cyanamid  Co.) 6,  18,  21,  23,  34 

Peritrate  (Warner  Chilcott  Co.) 48 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 2 

Preludin  (Geigy  & Company) 35 

Premarin  (Ayerst  Laboratories) 16 

Pyribenzamine  Expectorant  (Ciba  Pharmaceutical 

Company,  Inc.) 2nd  cover 

Rauwiloid  -j-  Veriloid  (Riker  Laboratories) 14 

Robitussin  or  Robitussin  AC  (A.  H.  Robins  Company) . 22 

Sux-Cert  (Travenol  Laboratories,  Inc.) 7 

Tempra  (Mead  Johnson  & Company) 4th  cover 

Tetracyn-V  (Pfizer  Laboratories,  Div.  Chas.  Pfixer  & 

Co.) 37 

Theragran  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 20 

Thorazine  Spansule  (Smith  Kline  and  French  Lab.). . . 136 

Triaminic  (Smith  Dorsey) Between  16-17 

Tridal  (Lakeside  Laboratories) 32 

Veralba-R  (Pitman-Moore  Co.) 3rd  cover 

V-Cillin  K (Eli  Lilly  & Company) 38 

Dietary  Foods 

Meat  (American  Meat  Institute) 30 

Miscellaneous 

High  Fidelity  (Ami,  Inc.) 27 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE 

Meprobamate  with  PATH  I LON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay’*  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  © Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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ijjisss® 


Robitussin : 

Glyceryl  guaiacolate  . 
Desoxyephedrine  HC1 
Robitussin  A-C: 

Glyceryl  guaiacolate . 
Desoxyephedrine  HC1 


Codeine  phosphate 


& Dig.  Treat.  2:844,  1951 


Richmond  20,  Virginia 


Robitussin  ■ I 
or  Robitussin  A-C 


RnhituRsin  with  Antihistamine  and  Codeine 


REGISTRATION 

AT 

Annual  Convention 

May  12-16,  1958 


It  is  imperative  that  each  physician  identify  himself  as  such  at  the  registra- 
tion desk  in  the  Hotel  Statler  before  a badge  may  be  issued  to  him.  Badges 
act  as  passes  of  admittance  to  the  many  features  of  the  convention. 

We  ask  that  doctors  please  wear  their  badges  at  all  times  while  in  the  meeting 
and  exhibit  areas.  These  measures  are  taken  to  ensure  that  your  convention 
will  be  a doctors'  meeting  and  not  available  to  anyone  who  may  walk  in  from 
the  street. 

There  is  no  registration  fee  for  the  conventions  of  the  Medical  Society  of  the  State 
of  New  York  but  we  do  ask  that  you  cooperate  with  your  society  in  acceding  to 
the  above  requests. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

in  spastic 
and  irritable  colon 


PATH  I BAM  ATE 


Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg .)  the  most  widely  prescribed  tranquilizer. . . helps  control  the 
^emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .With  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000, 


•Trademark  ~ ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 

Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30,  100  and  500. 

•TRADEMARK  FOR  METHYLPREDN  ISOLON  E,  UPJOHN 


Lower  dosage 

[Vs  lower  dosage 
than 

prednisolone) 

Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 

For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department, 

The  Upjohn  Company, 

Kalamazoo,  Michigan. 

Upjohn 
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SINUSITIS 

NASOPHARYNGITIS 

RHINITIS 

due  to  common  cold , infections , allergies 


Strictly 


i VJO*1' 


Effective,  Multiple  Approach  to 
Nasopharyngeal  Affections 


The  Medihaler  Principle 
Automatically  measured-dose 
aerosol  medications.  In  spill- 
proof,  leakproof,  shatterproof, 
stainless  steel,  vest-pocket 
size  dispensers  with  steriliz- 
able  plastic  adapters.  Also 
available  in  Medihaler-Epi® 
(epinephrine  bitartrate)  and 
Medihaler-lso®  (isoproterenol 
sulfate)  forthe  relief  of  asthma 
and  other  allergies. 


Controlled  Dosage 

Medihaler-Phen  is  designed  to  give  the  physician  closer  manage- 
ment supervision  over  the  patient.  It  governs  self-medication — 
makes  squeeze  bottles  and  droppers  obsolete.  An  accurately 
measured  nebular  cloud  is  gently  ejected— not  an  irritating, 
powerful  jet — no  drops  of  liquid— prevents  haphazard  dosage. 

More  than  Merely  Vasoconstriction 

In  addition  to  its  efficient  but  nonirritating  vasoconstrictive 
action  Medihaler-Phen  counteracts  secondary  invading  organ- 
isms and  maintains  total  area  decongestion  with  tissue-com- 
patible effectiveness.  Safe  for  children  too. 

To  Prevent  Post-Cory zal  Complications 

Medihaler-Phen  affords  immediate  relief  of  congestion  during 
the  acute  stages  of  coryza,  keeps  open  the  ostia  of  the  paranasal 
sinuses ...  aids  in  the  prevention  of  complications  which  may 
follow  blockage  by  thick  secretions. 


Four  Important  Actions 

An  effective,  safe,  4-pronged  attack  (vasoconstrictive,  decon- 
ges tive,  anti-inflammatory,  antibacterial)  is  the  result  of  the 
blended  formula.  Each  cc.  of  Medihaler-Phen  contains  phenyl- 
ephrine HC1  3.6  mg.,  phenylpropanolamine  HC1  7.0  mg., 
neomycin  sulfate  1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin 
base),  and  hydrocortisone  0.6  mg., 
suspended  in  an  inert,  nontoxic 

aerosol  vehicle.  - los angeles 
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symptomatic  relief. ..plus! 


achrocidin  is  a well-balanced,  comprehensive  formula 
for  treating  acute  upper  respiratory  infections. 

Debilitating  symptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 


tablets 

ACHROMYCIN  ® Tetracycline  125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  gm. 

Chlorothen  Citrate 25  mg. 


Bottle  of  24  tablets 


Early,  potent  therapy  is  offered  against  disabling  com- 
plications to  which  the  patient  may  be  highly  vulnerable, 
particularly  during  febrile  respiratory  epidemics  or  when 
questionable  middle  ear,  pulmonary,  nephritic,  or  rheu- 
matic signs  are  present. 

achrocidin  is  convenient  for  you  to  prescribe — easy  for 
the  patient  to  take.  Average  adult  dose:  two  tablets,  or 
teaspoonfuls  of  syrup,  three  or  four  times  daily. 


syrup 

Each  teaspoonful  (5  cc.)  contains: 
ACHROMYCIN  ® Tetracycline 
equivalent  to  tetracycline  HC1  125  mg 


Phenacetin 120  mg 

Salicylamide 150  mg 

Ascorbic  Acid  (C) 25  mg 

Pyrilamine  Maleate 15  mg 

Methylparaben 4 mg 

Propylparaben 1 mg 


Available  on  prescription  only 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

*Refl.  U.S.  Pat.  Off. 
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There’s  a new  level  of  excitement  when  you  hear  the  AMI  precision 
high  fidelity  instrument  for  the  first  time.  There’s  a great,  glowing  surge  of 
pleasure  that  is  almost  shock  when  the  music  fills  every  corner  of  the  room. 
This  is  the  new  sound,  the  golden  sound — full-throated  fortissimos,  delicate,  lyric 
pianissimos  that  reproduce  every  nuance  of  a masterful  performance.  It  is 
music  at  its  finest  as  only  the  perfectly  engineered  AMI  integrated  components 
system  can  recreate  it.  AMI — one  of  the  world’s  great  sound  systems. 


For  name  of  your  dealer  and  literature  please  write  AMI  Incorporated,  1500  Union  Avenue,  S.E., 
Grand  Rapids  2,  Michigan.  Chicago.  Zurich. 
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Did  you  know  that  your  MEDICAL  DIREC- 
TORY OF  NEW  YORK  STATE  contains  a 
list  of  pharmaceutical  laboratories  and  supply 
houses  throughout  the  country  with  the  names 
of  their  local  representatives  included?  If  you 
have  questions  concerning  new  drugs  and  other 
items  used  in  your  practice  you  may  contact 
firm  representatives  by  going  to  this  list  for 
their  names,  addresses,  and  telephone  numbers. 
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CAPSULES 


NEW 
MULTIPLE 
FORMULA  FOR 

"TOTAL  EFFECT” 

NUTRITIONAL 

SUPPORT 

GEVRAt-T 


“Total  effect”  nutritional  support  with  new 
Gevral  T frequently  produces  a dramatic 
total  response  in  the  debilitated  patient.  A 
unique,  six-formula  supplement  providing  nu- 
tritional reinforcement  for  the  entire  system, 
Gevral  T supplies  in  each  high  potency 
capsule  — 

ALL  THE  FAT-SOLUBLE  VITAMINS  including  K 
A COMPLETE,  HIGH  B-COMPLEX  COMPONENT 
A COMPLETE,  HEMATINIC  SUPPLEMENT 
including  non-inhibitory  intrinsic  factor 
AMINO  ACID  SUPPLEMENT,  1-lysine 
LIPOTROPIC  FACTORS,  CHOLINE  & INOSITOL 
12  IMPORTANT  MINERALS  &TRACE  ELEMENTS 

Your  patients  get  even  more  nutritional  support  for 
their  money  with  economical  Gevral  T.  . . supplied 
in  an  attractive,  on-the-table  jar. 


Each  capsule  contains: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Vitamin  B12  5 mcgm. 

Thiamine  Mononitrate  (Bi)  10  mg. 

Riboflavin  (B2)  10  mg. 

Pyridoxine  HC1  (Be)  2 mg. 

Vitamin  E (as  tocopheryl  acetates)  5 I.  U. 

Vitamin  K (Menadione)  2 mg. 

Ascorbic  Acid  (C)  150  mg. 

Calcium  Pantothenate  5 mg. 

Niacinamide  100  mg. 

Folic  Acid  1 mg. 

Calcium  (as  CaHP(>4)  107  mg. 

Phosphorus  (as  CaHPC>4)  82  mg. 

Iron  (as  FeSC>4)  15  mg. 

Magnesium  (as  MgO)  6 mg. 

Potassium  (as  K2SO4)  5 mg. 

Iodine  (as  KI)  0.15  mg. 

Boron  (as  Na2B4C>7*10H2O)  0.1  mg. 

Copper  (as  CuO)  1 mg. 

Manganese  (as  MnC>2)  1 mg. 

Fluorine  (as  CaF2)  0.1  mg. 

Zinc  (as  ZnO) 1.5  mg. 

Molybdenum  (as  Na2Mo04«2H20)  0.2  mg. 

Choline  Bitartrate  25  mg. 

Inositol  25  mg. 

1-Lysine  Monohydrochloride  25  mg. 

Rutin  25  mg. 

Purified  Intrinsic  Factor  Concentrate  0.5  mg. 


DOS  AG  E : 1 capsule  daily  for  the  treatment  of  vita- 
min and  mineral  deficiencies,  or  more  as  indicated. 
SUPPLIED:  Bottles  of  100  capsules. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COM 


PANY.  PEARL  RIVER.  N.  Y. 
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For  Speedier  Return  To  Normal  Nutrition 


oo 

and  the  Protein  Need 
in  Renal  Disease 


Prevailing  opinion  holds  that  during  the  nephrotic 
state— provided  the  kidneys  are  capable  of  excreting 
nitrogen  in  a normal  manner — the  patient  should  be 
given  a diet  high  in  protein  (1.5  to  2 grams  per  kilogram 
of  body  weight  daily) . The  purpose  of  such  a diet  is  to 
replace  depleted  plasma  protein  and  to  increase  the 
colloidal  osmotic  pressure  of  the  blood. 

Sharp  restriction  of  dietary  salt  appears  indicated 
only  in  the  presence  of  edema,  but  moderate  restriction 
is  usually  recommended. 

Lean  meat  is  admirably  suited  for  the  diets  pre- 
scribed in  most  forms  of  renal  disease.  It  supplies  rela- 
tively large  amounts  of  high  quality  protein  and  only 
small  amounts  of  sodium  and  chloride.  Each  100  Gm. 
of  unsalted  cooked  lean  meat  (except  brined  or  smoked 
types)  provides  approximately  30  Gm.  of  protein,  and 
only  about  100  mg.  of  sodium  and  75  mg.  of  chloride. 


In  addition  to  its  nutritional  contributions  meat 
fulfills  another  advantageous  purpose:  It  helps  make 
meals  attractive  and  tasty  for  the  patient  who  must 
rigidly  adhere  to  a restricted  dietary  regimen. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 
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American  Meat  Institute 

Main  Office,  Chicago . . . Members  Throughout  the  United  States 


SUSPENSION  1% 


no  sting 
no  smear 


...Just  drop  on  eye  ...  spreads  in  a wink!  Pro- 
vides unsurpassed  antibiotic  efficacy  in  a wide 
range  of  common  eye  infections  . . . dependable 
prophylaxis  following  removal  of  foreign  bodies 
and  treatment  of  minor  eye  injuries. 


no  cross 
contamination 


SUPPLIED : 4 cc.  plastic  squeeze,  dropper  bottle 
containing  Achromycin  Tetracycline  HCI  (1%) 
10.0  mg.,  per  cc.,  suspended  in  sesame  oil ...  retains 
full  potency  for  2 years  without  refrigeration. 

* R EG.  U.S.  PAT.  OFF. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


Tridal* 


(DACTIL®  + PIPTAL®  — in  one  tablet) 


rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 

One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  tridal  tablet 
contains  50  mg.  of  Dactil,  the  only  brand  of  N-ethyl-3-piperidyl 
LAKESIDE  diphenyl  acetate  hydrochloride,  and  5 mg.  of  Piptal,  the  only  brand 

l4357  of  N-ethyl-3-piperidyl-benzilate  methobromide. 
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who  coughed? 


whenever 

cough  therapy 
is  indicated 


Relieves  cough  quickly  and 

thoroughly 

Effect  lasts  up  to  six  hours  per- 
mitting a comfortable  night’s  sleep 

Controls  useless  cough  without 
impairing  expectoration 

Rarely  causes  constipation 


Syrup  and  oral  tablets 

Each  teaspoonful  or  tablet  of  HYCODAN* 
contains  5 mg.  dihydrocodeinone  bitartrate 
and  1.6  mg.  Mesopin  (homatropine  methyl- 
bromide).  Average  adult  dose:  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Available  on 
your  prescription. 

Literature ? Write 


ENDO  LABORATORIES,  Richmond  Hill18,NewYork 


*U.S.  Pat.  2,630,400 


does  proteinuria  occur  more  frequently  in  any  type 
of  heart  failure— myocardial  hypertrophy,  mitral  valve, 
coronary  artery,  aortic  valve  or  hypertensive  heart  disease? 

No.  The  incidence  of  proteinuria  is  about  equal  among  the  various 
types  of  cardiac  patients  in  failure. 

Source— Race,  G.  A.;  Scheifley,  C.  Hv  and  Edwards,  J.  E.:  Circulation  13: 329,  1956. 


first  colorimetric  test  for  proteinuria 


ALBUSTIX 


Reagent  Strips.  Bottles  of  120. 


TRADEMARK 


also  available  as 


ALBUTEST 


Reagent  Tablets.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  assss 
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an  oxazine . . . not  an  amphetamine 
appetite  curbed . . . 
sleep  undisturbed 


(brand  of  phenmetrazine  hydrochloride) 


Chemically  different  from  the  amphetamines, 

Preludin  provides  potent  appetite  suppression  with  little 
or  no  central  stimulation. 

rarely  causes  loss  of  sleep1— may  be  given  late  enough 
in  the  day  to  curtail  after-dinner  "nibbling/7  yet  not  hinder  sleep, 

avoids  nervous  tension  and  "jitters772— simultaneous 
sedation  is  not  required.3 

7/...in  clinical  use  the  side-effects  of  nervousness, 
hyperexcitability,  euphoria,  and  insomnia  are  much  less  than 
with  the  amphetamine  compounds  and  rarely  cause  difficulty.774 

References:  (1)  Gelvin,  E.  R;  McGavack,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest. 
Dis.  7:155,  1956.  (2)  Holt,  J.  O.  S„  Jr.:  Dallas  M.  J.  42:497,  1956. 

(3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956.  (4)  Council  on 
Pharmacy  and  Chemistry,  New  and  Nonofficial  Remedies:  J.A.M.A. 

763:356  (Feb.  2)  1957. 

PRELUDIN®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square,  pink 
tablets  of  25  mg.  Under  license  from  C.  H.  Boehringer  Sohn,  Ingelheim. 


Ardsley,  New  York 


87057 


IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 


Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated . . . assures  patient  acceptance 
and  cooperation. 

FOSTEX  CREAM  for  thera- 
peutic washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired.  in 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 


in  bar  form 


WESTWOOD  PHARMACEUTICALS 

Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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TETRACYNV 

POTENTIATED  TETRACYCLINE  CAPSULES 


oral  tetracycline  now 
potentiated  for  higher,  faster 
blood  levels  — in 
convenient  capsule  form 

Bottles  of  16  and  100,  each  capsule 
containing  potentiated  tetracycline 
equivalent  to  250  mg.  of  tetracycline 
hydrochloride 

For  patients  with  influenza  and 
those  with  minor  respiratory 
infections,  TETRACYDIN®  Tablets 
( tetracycline-  analgesic-anti- 
histamine) provide  support  on 
two  levels:  1)  prompt  sympto- 
matic relief ; and  2 ) prophylaxis 
of  secondary  complications 
such  as  infections  due  to 
pneumococci,  streptococci  and 
staphylococci. 


In  a series 

of  respiratory  infections 


consisting  of  cases  of  acute 
bacterial  pharyngitis  — includ 
ing  scarlet  fever  — acute 
sinusitis,  laryngotracheobron- 
chitis,  pneumonia 

. . excellent  results  [were 
obtained]  with  tetracycline  in 
the  treatment  of  pneumococcic 
and  hemolytic  streptococcic 

infections Adverse  symptoms 

mainly  gastrointestinal,  due  to 
the  administration  of  tetracy- 
cline, were  minimal.”1 

1.  Wood,  W.  S.;  Kipnis,  G.  P.;  Spies, 

H.  W.;  Dowling,  H.  F.;  Lepper,  M.  H., 
and  Jackson,  G.  F.:  A.M.A.  Arch.  Int. 
Med.  94:351  (Sept.)  1954. 


TETRABON  V 


POTENTIATED  TETRACYCLINE  HOMOGENIZED 
SYRUP 


oral  tetracycline 
now  potentiated  for  higher, 
faster  blood  levels  — 
in  a delightful,  orange-flavored, 
orange-colored  liquid 
especially  for  pediatric 
patients  and  older  patients  who 
prefer  liquid  medication 

Bottles  of  2 oz.  and  1 pint,  each  5 cc. 
teaspoonful  containing  potentiated 
tetracycline  equivalent  to  125  mg. 
of  tetracycline  hydrochloride 


Pfizer  Laboratories,  Division , Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N. 
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(Penicillin  V Potassium,  Lilly) 


—twice  as  much  absorption  of  penicillin  as  from  buff- 
ered potassium  penicillin  G given  orally. 

Greater  total  penicillemia  is  produced  by  250  mg. 
‘V-Cillin  K’  t.i.d.  than  by  600,000  units  daily  of  intra- 
muscular procaine  penicillin  G.  Also,  high  serum 
levels  are  attained  more  quickly  with  this  new  oral 
penicillin. 

These  unique  advantages  of  ‘V-Cillin  K’  assure  maxi- 
mum penicillin  effectiveness,  and  dependable  therapy, 
for  penicillin-sensitive  infections. 

Scored  tablets  of  125  and  250  mg.  (200,000  and  400,000 
units). 


ELI  LILLY  AND  COMPANY 
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The  New  Year,  1958 


May  the  New  Year  be  a happy  one  for  all 
who  read  these  greetings!  Since  1807  the 
Medical  Society  of  the  State  of  New  York 
has  seen  the  new  years  come,  run  their 
course,  and  retreat  into  the  pages  of  history. 
Each  year  has  had  its  triumphs  for  medicine 
and  through  medicine  afforded  more  oppor- 
tunity for  the  pursuit  of  happiness  for  the 
peoples  of  the  world  over  a longer  life  span. 

Now  in  this  International  Geophysical 
Year  we  see  the  beginnings  at  least  of  the 
conquest  of  the  regions  beyond  the  earth’s 
atmosphere.  The  engineers  and  physicists 
have  led  the  way  and  have  proved  the 
validity  of  their  theoretic  calculations. 
What  may  come  of  the  successful  satellite 
experiments  for  better  or  worse  no  man  may 
yet  say.  But  it  seems  certain  that  what  one 
can  do,  another  can  do  also,  and  that 
before  long  we  may  expect  a plethora  of 
earth  satellites  and  moon  rockets  trans- 
mitting data  from  outer  space. 

Next  will  come  the  manned  satellites, 
thus  bringing  the  science  of  medicine  into 
the  picture  to  answer  whether  man  can 
endure  such  acceleration  and  maintain 
life  at  such  altitudes  and  temperatures 
without  carbon  dioxide  suffocation,  and  the 
even  more  compelling  question  of  decelera- 
tion. It  seems  probable  that  the  answers 
may  come  more  rapidly  than  has  been 
anticipated.  The  prospect  is  a challenging 
one.  And  if  the  challenge  be  met,  then 
what?  Will  greater  resulting  knowledge 
increase  man’s  wisdom?  Improve  his  ethics? 
Or  merely  inflate  his  ego  already  swollen  to 
somewhat  dangerous  proportions? 


At  the  level  of  the  earth’s  surface  the 
prospects  seem  good  for  a further  reduction 
in  paralytic  poliomyelitis  and  possibly  for 
influenza,  for  still  further  elimination  of 
blindness  due  to  retrolental  fibroplasia,  and 
for  better  understanding  of  the  degenerative 
diseases  to  name  only  a few  of  the  possible 
areas  where  productive  research  is  paying 
off.  Can  the  same  progress  be  noted  in  the 
area  of  human  political  and  social  relations? 
Is  the  penetration  of  space  now  so  freneti- 
cally attempted  and  accomplished  merely  a 
vast  escape  mechanism?  A flight  from  un- 
solved and  vexing  terrestrial  problems? 
A confession  of  error  and  defeat?  An 
admission  that  risks  and  dangers  of  inter- 
planetary space  travel  are  not  so  terrible  or 
great  as  the  terrestrial  horrors  of  man’s 
inhumanity  to  man? 

The  earth  satellites  of  1957  have  been  a 
needed  stimulus  for  a new  look  at  our  ideals, 
our  educational  methods,  our  attitude  toward 
pure  research  in  the  scientific  field,  our 
teaching  incentives,  and  the  state  of  our 
economy  and  morals.  We  seem  to  have 
made  the  elementary  tactical  error  of 
underestimating  the  strength  and  ability 
of  our  adversaries.  This  is  humiliating  and 
could  well  be  fatal  in  an  atomic  age.  It 
appears  we  must  learn  the  hard  way.  The 
new  year,  1958,  may  necessarily  be  one  of 
agonizing  reappraisal  which  if  relentlessly 
pursued  may — indeed  must— place  us 
again  in  the  position  of  world  leadership, 
or  else.  . . There  is  no  easy  road  ahead  to 
that  goal.  We  must  either  put  up  or  shut 
up,  and  that  quickly. 


The  New  Blue  Shield  Contract 

The  State  Civil  Service  Contract  went  December.  This  means  that  the  doctors  will 
into  effect  shortly  after  the  first  part  of  be  seeing  many  of  these  new  Civil  Service- 
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Blue  Shield  members. 

Inasmuch  as  they  will  be  subscribing  to  a 
special  Blue  Shield  contract,  you  will  be 
interested  in  knowing  the  extent  of  coverage 
these  new  Blue  Shield  members  will  have. 

Of  particular  help  to  you  will  be  the  iden- 
tification cards  that  the  State  government 
will  issue  to  all  its  employes.  These  cards 
will  list  the  State  employe’s  family  income 
and  also  the  benefits  for  which  he  and  his 
dependents  are  eligible. 

Here,  in  brief,  are  the  benefits  the  State 
Contract  will  provide : 

1.  Surgical  Care. — This  comprises  op- 
erative procedures,  care  of  fractures  and 
dislocation  of  bones,  and  the  care  custom- 
arily associated  herewith. 

2.  Maternity  Care (For  the  wife 

included  in  a family  group  which  is  covered 
by  the  contract.)  This  includes  customary 
prenatal  and  postnatal  care  for  any  condi- 
tion arising  out  of  and  during  pregnancy. 

3.  In-Hospital  Medical  Care. — Med- 
ical care  rendered  by  the  attending  physician 
if  such  care  is  rendered  after  the  member  has 
been  admitted  as  a hospital  inpatient. 

4.  Radiation  Therapy. — For  benign 
and  malignant  conditions. 

5.  Anesthesiology. — (For  surgical  care 
not  related  to  maternity  care.)  Comprises 
administration  of  general  anesthesia  by  a 
physician  other  than  the  operating  surgeon 
or  his  assistant. 

With  special  reference  to  the  New  York 
Metropolitan  area,  the  United  Medical 
Service1  has  made  certain  new  arrangements. 

Benefits  for  electroshock  therapy  and 
consultation  care,  ordinarily  provided  under 
other  U.M.S.  contracts,  will  be  furnished 
through  a separate  contract  providing  cov- 
erage for  major  medical  expenses.  Metro- 
politan Life  Insurance  Company  is  to  pro- 
vide this  coverage  on  an  indemnity  basis. 
As  previously  noted,  Blue  Cross  is  to  pro- 
vide benefits  for  hospital  expenses. 

Blue  Shield  benefits  will  be  administered 
on  a local  basis  by  the  plan  operating  in  each 

i U.M.S.  Newsletter,  Sept.,  1957,  vol.  3,  no.  3. 


area  with  slight  variations  according  to  local 
plan  practice. 

There  will  be  two  Service  Benefits  income 
ceilings  for  members  residing  in  the  17- 
county  U.M.S.  area — a $2,500  or  $4,000 
income  ceiling  for  individuals  and  a $4,000 
or  $6,000  income  ceiling  for  families.  The 
aggregate  income  of  the  worker  (and  his 
family,  if  any)  will  determine  whether  he 
will  be  enrolled  under  a contract  with  the 
lower  income  ceiling  or  a contract  with  the 
higher  ceiling. 

You  will,  as  always,  send  in  Medical 
Report  Forms  to  U.M.S.  whenever  you 
render  care  to  a State  employe  or  a member 
of  his  family. 

To  the  Civil  Service  workers  service  bene- 
fits are  the  most  important  feature  of  their 
new  Blue  Shield  coverage.  Since  it  is  the 
medical  profession  itself  which  originated 
the  service  benefits  idea  and  continues  to 
make  it  possible,  credit  must  go  to  physi- 
cians all  over  the  State  for  the  awarding  of 
the  contract  to  the  Blue  Shield  Plans.  A 
fine  example  has  been  set  for  other  state 
governments  and  for  the  Federal  Govern- 
ment in  Washington.  A splendid  oppor- 
tunity, indeed  a challenge,  lies  ahead.  Much 
will  depend  on  the  success  of  this  first  State- 
wide Blue  Shield  contract  in  New  York. 

As  in  any  pioneering  enterprise  it  is  one 
thing  to  initiate  it,  another  thing  to  make  it 
work.  The  implementation  of  the  service 
benefits  can  be  done  only  by  the  sincere, 
wholehearted  efforts  of  the  physicians  of  the 
State.  It  should  be  a matter  of  pride  in 
their  own  Blue  Shield  plans  for  the  doctors 
to  bend  every  effort  to  provide  the  best  of 
medical  care  under  the  service  benefits 
provision  of  the  new  contracts.  As  Dr. 
Thurman  Givan,  President  of  the  Medical 
Society  of  the  State  of  New  York,  says: 

I am  happy  to  note  that  Blue  Shield  is  to 
provide  basic  medical  coverage  for  the  State 
Civil  Service  employes. 

You  will  recall  that  the  State  Medical  Society 
gave  its  support  to  Blue  Shield  through  a 
resolution  to  the  Temporary  Health  Insurance 
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Board  of  New  York  at  the  time  the  State- 
wide health  insurance  program  was  under 
consideration. 

Congratulations  are  very  much  in  order 


not  only  to  the  Blue  Shield  Plans  but  to  the 
medical  profession  which,  in  the  final  analysis, 
is  the  sinew  and  lifeblood  of  these  prepaid 
medical  care  organizations. 


National  Fund  for  Medical  Education 


President  Eisenhower,  in  his  recent  speech  in 
New  York  City,  put  the  issue  squarely 
before  business  and  industry:  either  support 
medical  education  voluntarily  through  con- 
tributions or  involuntarily  through  taxes. 

He  left  no  doubt  that  he  preferred  the 
voluntary  method.  He  warned  against  the 
increasing  tendency  to  lean  on  Government 
for  the  solution  of  educational  and  other 
problems. 

“The  support  of  medical  education,”  he 
said,  “is  a mission  demanding  broad  private 
effort.” 

He  called  on  corporations  to  support  the 
National  Fund  for  Medical  Education,  a 
plea  to  which  we  give  our  unqualified  en- 
dorsement. 

As  the  President  pointed  out,  the  con- 
stantly widening  scope  and  complexity  of 
medical  education  has,  within  a space  of  a 
few  decades,  quadrupled  the  cost  of  produc- 
ing a qualified  doctor.  Tuition  now  pays 
but  one  fifth  of  the  student’s  total  education 
cost.  President  Eisenhower  explained  why  : 

“The  rapid  accumulation  of  new  medical 
knowledge  is  flooding  in  like  a tide  in  the 
Bay  of  Fundy.  There  is  on  all  sides  a 
mounting  demand  for  health  services  by  our 
communities. 

“Under  these  demands  the  medical  schools 
in  America  today  face  inherited  responsibil- 
ities beyond  what  they  are  financially  able 
to  meet. 

“The  medical  progress  of  which  we  are  so 
justly  proud  has  involved  them  in  a struggle 
for  solvency  and  survival.” 

The  National  Fund  for  Medical  Education 
which  President  Eisenhower  was  instru- 
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mental  in  starting  when  he  was  president  of 
Columbia  University,  has  just  started  its 
appeal  to  America’s  corporations. 

It  is  seeking  ten  million  dollars  in  addi- 
tional annual  income  for  the  nation’s  82 
medical  schools.  A contribution  to  medical 
education,  the  Fund  points  out,  helps  to 
fortify  a corporation’s  local  health  dollar 
because  it  strengthens  the  foundation  on 
which  all  health  services  rest. 

The  quality  of  teaching  determines  the 
quality  of  hospital  and  medical  care  and  the 
health  protection  available  in  our  com- 
munities. 

This  year  there  is  an  added  incentive. 
Through  an  arrangement  with  the  Ford 
Foundation,  all  Fund  receipts  this  year, 
up  to  last  year’s  total,  will  be  matched  60 
per  cent,  and  everything  over  last  year’s 
total  will  be  matched  100  per  cent. 

By  strengthening  basic  medical  education 
corporations  are  helping  to  insure  rising 
health  and  living  standards,  thereby  paving 
the  way  for  greater  national  productivity 
and  security. 

While  this  support  for  medical  education 
by  business  and  industry  is  of  first 
importance,  let  physicians  not  forget  that 
their  contributions  to  the  A.M.E.F.,  while 
necessarily  somewhat  smaller  in  amount, 
are  perhaps  of  greater  significance,  since 
these  contributions  assist  in  the  support  of 
the  very  source  of  their  inspiration,  their 
professional  training,  and  their  earning 
ability. 

At  whatever  cost  the  schools  must  be 
supported.  Let  no  one  shirk  his  or  hei 
obligation. 

New  York  State  J.  Med  ^ 
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Editorial  Comment 


Socialized  Medicine  in  Arkansas?  We 

republish  from  the  J.A.M.A.1  an  editorial 
from  the  Texarkana  Gazette  of  July  19,  1957, 
for  the  information  of  our  membership. 
Says  the  Gazette: 

We  have  watched  with  interest  the  fight 
which  has  been  going  on  during  the  past 
weeks  between  Governor  Orval  Faubus  and  a 
large  number  of  physicians  all  over  the  state. 
Governor  Faubus  vetoed  part  of  a bill  passed 
by  the  General  Assembly’s  1957  session  which 
would  have  supplied  $58,000  for  the  operation 
of  the  Arkansas  Cancer  Commission’s  tumor 
clinic  program. 

The  effect  of  this  veto  is  twofold:  it  trans- 
fers control  of  hospitalization  of  indigent 
cancer  patients  from  the  individual  doctors 
who  have  been  running  the  clinics  to  the 
State  Welfare  Department,  and  it  makes  the 
state’s  seven  tumor  clinics  eligible  for  Federal 
matching  funds. 

The  doctors  oppose  the  veto  principally  on 
the  ground  that  it  is  “a  step  towards  socialized 
medicine.”  Supporters  of  Governor  Faubus, 
notably  State  Senator  Jack  Clark  of  Texarkana, 
defend  the  action  as  necessary  to  secure  more 
money  for  the  tumor  clinics. 

We  think  the  doctors’  points  are  well  taken. 
This  attempt  of  the  Governor  to  take  ad- 
vantage of  Uncle  Sam’s  bounty  is  just  one 
more  link  in  the  eternal  chain  of  government 
expansion.  It  is  nothing  more  or  less  than 
interference  of  the  Government  in  affairs  which 
are  not  its  concern.  The  facts  are  that  under 
the  direction  of  the  Arkansas  Cancer  Commis- 
sion and  the  individual  physicians  who  volun- 
tarily gave  their  time  to  the  treatment  of  in- 
digent cancer  patients,  the  tumor  clinics  have 
been  operated  efficiently  and  more  economi- 
cally. More  important,  they  have  been  meet- 
ing the  need  for  treatment  of  patients  who 
cannot  provide  for  themselves  .... 

We  see  no  reason  to  change  a system  which 
has  worked  admirably  in  the  past,  particularly 
when  the  change  would  result  not  only  in  in- 
efficiency but  in  expansion  of  the  Federal 
government’s  already  swollen  powers. 

Senator  Clark  has  presented  three  argu- 


1  J.A.M.A.  165:  48  (Sept.  28)  1957. 
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ments  in  favor  of  Governor  Faubus’  decision 
to  seek  Federal  aid:  first,  that  the  state  needs 
the  money;  second,  that  Texas  has  been  re- 
ceiving Federal  aid  for  cancer  clinics,  and  third, 
that  the  Texarkana  cancer  clinic  is  the  only 
one  whose  officers  have  protested  the  Gov- 
ernor’s veto. 

To  these  arguments  we  would  simply  reply, 
first,  that  the  state  has  been  able  to  take  care 
of  its  own  without  any  difficulty  in  the  past 
and  does  not  need  to  use  Washington  as  a 
crutch;  second,  that  the  fact  that  Texas  has 
succumbed  to  the  lure  of  Federal  aid  is  no 
reason  Arkansas  should  make  the  same  mis- 
take; and  third,  that  although  there  may 
have  been  no  protests  directly  from  any  cancer 
clinic  except  Texarkana’s,  the  president  of 
the  Arkansas  State  Medical  Society  himself, 
representing  all  the  doctors  in  the  state,  has 
strenuously  objected  to  the  Governor’s  plan. 

Let  the  supporters  of  this  scheme  come  out 
and  say  that  they  are  for  socialized  medicine 
if  that  is  what  they  want.  Because  as  surely 
as  night  follows  day,  if  the  trend  of  which 
Governor  Faubus’ s veto  is  symptomatic  is 
allowed  to  continue,  socialized  medicine  is 
exactly  what  they,  and  we,  are  going  to  get. 

We  submit  that  a principal  safeguard  of 
our  liberties  and  way  of  life  is  an  alert  and 
free  press.  And  we  are  happy  for  the  doctors 
of  Arkansas  in  their  fight  against  socialized 
medicine  that  they  have  the  assistance  of 
the  Gazette  in  presenting  their  arguments 
to  the  public  so  factually  and  forcefully. 

The  temptation  to  seek  Federal  aid  is  an 
insidious  one.  The  results  are  reflected  in 
our  tax  bills  in  an  increasingly  painful 
manner,  but  the  quality  of  services  is  not 
proportionately  improved  though  the  quan- 
tity may  be  extended.  The  physicians 
of  the  nation  have  reason  to  be  thankful 
for  the  quality  of  the  support  they  receive 
from  the  free  and  independent  press  in  pre- 
senting to  the  public  the  bunco  game  of 
socialization  of  medicine. 

Unsolved  Problems.  Speaking  before  the 
Seventh  and  Eighth  District  Branches  at 
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Buffalo  and  Rochester  respectively  on 
September  18  and  19,  1957,  Dr.  Leo  E.  Gib- 
son, president-elect  of  the  Medical  Society 
of  the  State  of  New  York,  touched  on  the 
numerous  unresolved  questions  that  face  the 
medical  profession.  Quoting  Dr.  Henry  J. 
Bigelow,  who  in  1878  was  Professor  of 
Surgery  at  Harvard  University  and  Surgeon 
to  the  Massachusetts  General  Hospital,  he 
said  in  part:  “When  Sydney  Smith  asked, 
‘What  human  plan,  device,  or  invention, 
hundreds  of  years  old,  does  not  require  re- 
consideration/ he  would  no  doubt  have  re- 
garded with  favor  an  occasional  recon- 
sideration of  the  theory  of  the  practice  of 
medicine  and  surgery,  especially  in  view  of 
the  current  belief  that  their  traditions  have 
been  kept  alive  and  their  rule  prescribed, 
in  part,  by  authority.” 

In  the  total  drift  of  our  times  away  from 
the  days  of  rugged  individualism  toward 
centralization  and  government  control  and 
activity  for  the  masses  rather  than  for  the 
individual,  there  is  not  much  doubt  that  far- 
reaching  changes  are  taking  place.  Do 
these  changes  indicate  a reconsideration  of 
our  policies,  especially  since  at  the  present 
time  we  are  faced  with  so  many  problems 
of  increasing  importance  to  the  doctors’ 
work? 

Over  the  past  ten  years  that  I have  been 
associated  with  organized  medicine  through 
the  Medical  Society  of  the  State  of  New 
York  I have  met  many  men  of  different 
minds,  but  certain  definite  impressions  I 
have  gained  stand  out  above  all  others.  All 
these  men  are  policy  makers  trying  to  find 
the  best  solutions  to  our  many  problems. 
Of  great  importance  among  these  are  medi- 
cal malpractice  insurance  and  defense,  the 
passage  of  necessary  and  expedient  legisla- 
tion, hospital  and  physician  relations,  fi- 
nancing of  medical  and  hospital  care,  the 
impact  of  the  Veterans  Administration  and 
Veterans  Hospital  on  the  practice  of  medi- 
cine, Social  Security  for  doctors,  free  choice 
of  physicians,  and  the  encroachment  of  or- 
ganized labor  into  medical  care.  . . . 

The  medical  profession  cannot  withdraw 


from  the  problem  of  professional  liability. 
Medical  malpractice  is  a problem  of  medi- 
cine. It  demands  the  study  and  effective, 
intelligent  action  of  every  medical  organiza- 
tion. It  is  not  something  the  profession 
can  leave  to  insurance  companies.  Of  the 
24  thousand-odd  members  of  the  State 
Society  only  11  thousand  are  carrying  in- 
surance under  the  group  plan.  Malpractice 
suits  are  increasing  in  frequency;  the  public 
is  becoming  more  claims  conscious.  Courts 
are  more  liberal  in  rendering  judgments  in 
favor  of  the  plaintiff.  Protection  against 
these  liabilities  is  becoming  more  difficult 
to  obtain  and  frequently  only  inadequate 
limits  are  available.  We  are  told  that  a 
larger  number  must  participate  in  the  group 
plan  or  we  will  lose  our  carrier.  The  insurer 
can  desert  the  field  of  malpractice,  but  the 
profession  has  to  live  with  it. 

In  May  of  1956  the  House  of  Delegates 
instructed  the  council  committee  on  legis- 
lation to  sponsor  the  following  legislation: 

1.  A strong  injunction  bill. 

2.  A bill  to  prevent  hospitals  from  prac- 
ticing medicine. 

3.  A bill  to  protect  physicians  in  cases 
where  they  take  blood  for  alcoholic  testing. 

4.  Changes  in  Workmen’s  Compensation 
Law. 

5.  Revision  of  the  autopsy  law. 

6.  Bills  to  amend  the  disability  benefits 
law. 

7.  A free  choice  of  medical  plan  bill. 

Not  one  of  these  bills  was  enacted  into 

law  by  the  legislature  despite  the  deter- 
mined efforts  of  the  chairman  of  the  legisla- 
tive committee. 

The  Planning  Committee  for  Medical 
Policies  has  actively  and  diligently  studied 
the  following  matters:  size  of  the  Council 
and  size  of  the  Board  of  Trustees;  a recom- 
mendation that  the  Bureau  of  Medical  Care 
Insurance  be  abolished;  an  impartial  fact- 
finding study  of  the  Public  Relations  Bureau 
and  Public  Relations  Committee  and  the 
Legislation  Committee  and  Bureau.  A 
study  of  the  set-up  of  the  Public  Health  and 
Education  Committee  and  its  subcom- 
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mittees  is  being  carried  out. 

There  has  been  opposition  to  the  con- 
tinuation of  the  blood  program.  Perhaps 
it  was  too  big  for  doctors  to  attempt,  yet  a 
conscientious  effort  has  been  made  to 
correct  any  mistakes  which  have  been 
made. 

The  activities  of  the  district  branches 
vary.  Some  meet  only  through  the  execu- 
tive committee.  A majority  had  successful 
annual  meetings  with  good  programs  al- 
though small  attendance.  On  the  other 
hand,  the  Fifth  District  Branch  could 
i not  transact  business  through  its  executive 
committee  because  of  lack  of  a quorum. 
This  mediocre  activity  shows  lack  of  in- 
terest among  the  members  of  the  district 
branches.  It  is  important  to  meet  our 
colleagues  throughout  the  State  in  order  to 
improve  the  liaison  between  them  and  the 
, administrative  body  of  the  State  Society. 
The  district  branches  should  afford  this 
opportunity. 

1 Reports  from  reliable  sources  indicate 
that  our  young  doctors  coming  out  of  hos- 
pital training  and  the  various  branches  of 
I the  armed  services  are  seeking  salaried  posi- 
tions in  State  or  private  institutions.  These 
; young  doctors  feel  insecure  in  these  days, 
and  it  may  well  be  that  the  prospect  of 
modest  security  with  an  assured  income  is 
i more  attractive  than  the  risk  of  private 
practice.  Secure  in  salaried  positions,  will 
these  young  doctors  be  interested  in  the 
i problems  of  the  State  Society,  such  as  mal- 
practice insurance,  public  relations,  legis- 
lation, rural  health,  hospital  and  doctor 
i relations,  and  organized  medicine  as  we 
| know  it?  I have  been  told  that  a prominent 
clinician  has  said  that  we  would  be  better 
i off  without  the  State  Society.  Who  ever 
heard  a member  of  a labor  union  utter 
such  a remark  about  organized  labor? 

The  comments  of  the  press  on  the  resig- 
nation of  David  Lilienthal  from  the  Atomic 
i Energy  Commission  attempt  to  describe  the 
pattern  of  American  life  today: 

“When  Mr.  Lilienthal  entered  on  the 
public  stage,  the  United  States  was  a 


capitalist  country.  What  its  system  is 
today  is  a matter  of  definition,  and  there 
are  many.  Some  call  it  a welfare  state. 
Others  say  we  have  a mixed  economy. 

“Others  call  it  limited  risk  capitalism. 
Some  say  we  are  in  a state  of  socialism. 
But  all  agree  that  what  we  have  is  no 
longer  capitalism  in  its  original  dominant 
form. 

“Recently  a responsible  government  offi- 
cial declared  privately  that  the  life  of  free 
enterprise  in  the  United  States  is  ten  years. 
Stripped  of  its  context,  it  is  startling.  It 
suggests  that  the  United  States  is  going  the 
way  of  Great  Britain,  down  the  road  to  so- 
cialism. The  term  is  frightening  to  the 
majority  of  Americans,  particularly  so  to  a 
large  conservative  group  which  regards 
socialism  as  interchangeable  with  com- 
munism.” 

The  American  Medical  Association  has 
employed  business  or  industrial  experts 
to  study  its  organization  and  management 
and  recommend  changes  toward  a more 
perfect  liaison  with  its  component  mem- 
bers. Perhaps  it  is  time  the  Medical 
Society  of  the  State  of  New  York  did  just 
that.  It  may  be  that  our  problems  are 
medical  in  nature  and  consequently  demand 
a medically-trained  mind  to  solve  them. 
However,  the  greatest  changes  which  are 
causing  concern  in  the  practice  of  medicine 
today  are  not  scientific,  but  economic. 
The  costs  of  hospitalization,  drugs,  and  all 
the  items  connected  with  medical  care  are 
now  at  an  all-time  high,  and  there  is  every 
evidence  that  they  will  increase.  The  prin- 
ciple of  insurance,  which  spreads  risks  and 
costs  on  large  groups  of  people,  has  been 
successfully  advocated.  It  must  be  ex- 
tended. Some  way  should  be  found  to  ob- 
tain full  utilization  of  this  facility.  We 
must  stop  arguing  over  whether  we  have  a 
service  plan  or  some  other  plan.  That 
only  promotes  procrastination  in  utilizing 
an  effective  and  necessary  program.  The 
only  effective  method  to  overcome  this 
inertia  surrounding  the  insurance  program 
is  intensive  and  proper  public  education. 
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The  public  must  be  induced  to  seek  out  medi- 
cal care  and  a way  to  pay  for  it  in  order  to 
preserve  their  own  health.  If  we  as  busy 
doctors  are  failing  to  do  this,  we  had  better 
find  out  where  our  faults  lie  so  we  can  mend 
them.  You  members  of  the  district  branches 


representing  component  units  of  the  State 
Society  must  decide  by  your  voice  in  the 
House  of  Delegates  whether  we  are  meeting 
the  demands  of  this  new  epoch  or  not. 

Progress  always  involves  risks.  You  can’t 
steal  second  base  and  keep  one  foot  on  first,  ; 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1958  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Scientific  Exhibits  Subcommittee  of  the  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  12  to  16,  1958,  at  the  Hotel  Statler,  New 
York  City. 

No  applications  can  be  considered  after  January  15,  1958. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 
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awrtwmc&o-.- 


a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research , 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  serious  toxic  reactions.  Drowsiness  and 
dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients,  but  in 
almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity  in  diseases  with  strong  psychic  overtones  such  as  ulcerative 
colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 


47 


anginaphobia 

when  the  temperature  falls,  fear  needn’t  rise! 


The  agonizing  dread  of  angina  pectoris  leads 
the  patient  to  fear  an  attack  whenever  he  must 
step  out  into  bitter  cold.  Inevitably,  anticipa- 
tion rivals  exposure  as  the  precipitating  factor. 

Remove  the  fear  factor:  Peritrate  assures  pro- 
longed coronary  vasodilatation,  helps  prevent 
attacks  of  angina,  and  automatically  reduces 
the  ever-present  fear  of  attacks.  Even  though 
the  patient  cannot  ignore  previous  restrictions, 


routine  use  of  Peritrate  helps  to 

■ reduce  the  number  and  severity  of  attacks 

■ decrease  nitroglycerin  dependence 

■ increase  exercise  tolerance 

■ improve  abnormal  EKG  patterns 

Fear  in  the  foreground?  For  the  unduly  fear- 
ful patient,  Peritrate  with  Phenobarbital  creates 
a more  favorable  clinical  climate  for  long-range 
Peritrate  prophylaxis. 


Usual  dosage:  20  mg.  of  Peritrate  before  meals  and  at  bedtime 


and  new  Peritrate  20  mg.  with  Phenobarbital 
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SCIENTIFIC  ARTICLES 


Emotional  Problems  of  the  Child  and  Adolescent 


C.  DOUGLAS  DARLING,  M.D.,  ITHACA,  NEW  YORK 


( From,  the  Department  of  Clinical  and  Preventive  Medicine , Mental  Health  Division , Cornell  University) 


IN  preparing  this  paper  I have  tried  to  select 
things  that  would  be  of  value  to  the  physician 
when  he  is  consulted  by  parents  or  by  adoles- 
cents themselves  about  personal  problems. 
Adolescent  problem  behavior  always  involves  the 
parent-adolescent  relationship.  If  this  relation- 
ship is  understood,  the  physician  often  can  make 
helpful  suggestions  to  the  family. 

We  were  recently  consulted  by  a student  who 
complained  of  loss  of  interest  in  his  work,  in- 
ability to  concentrate,  inability  to  turn  in 
written  work,  etc.  He  had  no  psychosis  or 
clear-cut  psychoneurosis.  He  was  not  lazy. 
He  was  concerned  about  his  situation  but  was 
unable  to  do  anything  about  it.  Intellectually 
he  believed  it  a good  idea  to  have  a college 
degree,  but  he  was  emotionally  blocked  in 
working  for  what  he  thought  might  be  valuable. 
Resolution  of  this  situation  required  a conference 
with  his  parents.  His  parents  had  done  every- 
thing in  the  book  to  force  him  to  study.  We 
explained  to  the  parents  that  the  desire  to 
work  would  have  to  come  from  within  this  boy, 
and  this  would  come  only  after  he  himself  had 
emotionally  accepted  the  value  of  college  work. 
He  would  have  to  convince  himself  that  a college 
degree  was  valuable. 

Our  main  contribution  in  this  situation  was  to 
make  things  clear  to  both  parents  and  patient. 
This  enabled  the  parents  to  give  their  son  some 
freedom  to  work  elsewhere  than  college  for  a 
time  in  order  to  prove  to  himself  the  value  of 
further  study.  Also,  the  patient’s  immediate 
problem  was  solved  by  withdrawal  from  college. 
However,  he  was  charged  for  the  first  time  with 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  as  part 
of  a panel  discussion  on  Psychosomatic  Problems  in  General 
Practice,  May  9.  1956. 


the  responsibility  for  his  own  future,  as  well  as 
the  consequences  for  his  own  actions  and  decisions. 

In  this  case  the  boy  seemed  to  typify  the  state- 
ment made  by  Lillian  Roth  in  her  book  when  she 
said,  “My  life  never  belonged  to  me,  it  was 
charted  before  I was  born.”  This  is  the  way  the 
boy  felt.  We  helped  the  parents  to  accept  a 
new  and  tolerant  attitude  so  that  the  boy  could 
make  a choice  for  himself.  The  physician  can 
often  help  in  interpreting  attitudes. 

In  adolescence,  physical  and  emotional  energy 
is  released  in  a rather  dynamic  and  dramatic  way. 
This  energy  need  not  inevitably  take  the  form  of 
adolescent  rebellion.  It  may  automatically  be 
directed  into  positive  channels.  The  needs  of 
the  adolescent  will  be  met  by  someone,  some- 
where, for  better  or  for  worse.  It  is  our  chief 
task  today  to  investigate  some  of  the  situations 
the  adolescent  faces.  We  also  must  examine 
some  of  the  needs  of  adults  who  still  fancy 
themselves  in  authority.  No  one  has  all  the 
answers.  The  longer  I work  in  this  special 
field  the  more  awestruck  I become  at  the  tremen- 
dous dynamic  forces  which  are  in  ferment  at  this 
age;  forces  which,  I believe,  if  given  proper 
handling  can  lead  to  constructive  action  in 
working  toward  productive  goals. 

Achieving  this  is  really  not  too  difficult  if 
both  adults  and  adolescents  know  what  is  going 
on.  Another  word  for  this  “knowing”  is  “under- 
standing.” The  adolescent  needs  to  understand 
what  is  going  on  within  himself,  and  the  adult 
also  must  understand  these  forces  if  he  is  to 
properly  meet  the  needs.  Understanding  leads 
to  tolerance  and  to  security. 

One  of  the  most  helpful  phrases  I know  is 
Dr.  Lowry’s  descriptive  label  for  adolescence: 
the  “not  quite”  age.  The  adolescent  is  not  quite 
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a child.  He  is  physically  bigger  and  at  least 
feels  competent  to  tackle  adult  jobs  and  adult 
decisions.  On  the  other  hand,  he  is  not  quite 
an  adult  either,  so  that  when  he  tries  to  take  on 
adult  responsibility  he  is  faced  with  varying 
degrees  of  inadequacy,  dependency,  and  failure. 
Problems  and  problem  behavior,  therefore,  are 
at  times  inevitable. 

If  those  in  authority  can  constantly  keep  in 
mind  this  concept  of  the  “not  quite”  age,  much 
of  the  needed  understanding  will  come  auto- 
matically. After  all,  we  must  accept  the 
adolescent  as  he  is  and  not  as  our  preconceived 
dreams  wish  him  to  be.  This  is  not  an  easy  job, 
but  the  problems  it  will  solve  are  many.  Knowl- 
edge of  this  one  fact  on  the  part  of  the  physician 
will  solve  many  problems. 

From  your  studies  of  physiology  and  anatomy 
you  are  already  aware  of  the  physical  changes 
which  occur  in  adolescence,  so  I shall  spend 
very  little  time  discussing  them.  The  emotional 
reactions  caused  by  these  physical  changes  are 
less  well-recognized . Adolescence  extends  roughly 
from  age  twelve,  thirteen,  or  fourteen  to  age 
seventeen,  eighteen,  or  nineteen.  During  this 
time  physical  growth  is  both  rapid  and  dis- 
proportionate. Increased  physical  strength  be- 
comes a trial  as  well  as  a blessing.  Coordina- 
tion of  this  new  strength  is  learned  slowly  and 
painfully.  It  is  learned,  so  to  speak,  in  the 
school  of  “hard  knocks.”  This  often  results 
in  much  noise  and  restlessness.  The  dispropor- 
tionate aspects  of  growth  are  difficult  for  the 
adolescent  to  accept  and  always  lead  to  inner 
suffering  and  embarrassment.  These  feelings 
are  usually  borne  in  silence,  because  they  are 
too  painful  to  share  with  anyone  else.  The 
adult  must  understand  this  implicitly  and  give 
frequent  reassurance  without  being  asked  for  it. 

The  physical  secondary  sexual  characteristics, 
while  eagerly  awaited  by  the  growing  adolescent, 
arrive  without  well-developed  emotional  tech- 
nics for  handling  them.  The  loud  bragging  one 
hears  about  sexual  prowess  of  various  types  is 
merely  a self-defense  mechanism  which  persists 
until  such  time  as  inner  emotional  acceptance  of 
the  new  role  occurs.  This  is  a slow  process,  and 
the  sympathetic  understanding  of  parents  and 
friends  will  aid  emotional  acceptance.  Kidding 
about  the  physical  changes  is  not  only  a trial  to 
the  adolescent  but  hinders  the  adolescent’s 
acceptance  of  his  or  her  new  self. 

Not  only  must  there  be  emotional  self-accept- 


ance during  this  rapid  period  of  pl^sical  growth, 
but  male  and  female  differentiation  and  accept- 
ance takes  place  at  the  same  time.  With  the 
development  of  the  secondary  sex  characteristics 
girls  must  achieve  the  ability  to  emotionally 
accept  the  role  of  the  female,  and  boys  must  be 
able  to  achieve  the  ability  to  accept  the  role  of 
the  male.  The  adolescent  must  find  out  who  he 
is,  or  better,  “Who  I am.”  If  this  can  be  fully 
accomplished  during  adolescence,  much  neurot- 
icism  in  later  life  will  be  prevented.  He  must 
be  given  a chance  to  take  hold  of  himself  and 
express  himself  as  a person  in  his  own  right,  to 
feel  his  own  feelings,  and  to  take  the  conse- 
quences for  this,  whatever  they  may  be. 

One  of  the  aspects  of  this  psychosexual 
maturation  process  that  may  be  painful  is  that 
biologically,  boys  turn  to  each  other  for  strength, 
support,  and  understanding  during  early  ad- 
olescence, and  girls  do  likewise.  This  is  normal 
growth  and  not  true  homosexuality.  There  is 
usually  no  overt  homosexual  experience,  but 
there  is  always  psychic  interdependency  and 
friendship  (crushes),  boys  with  boys  and  girls 
with  girls.  This  is  a phase  in  male  and  female 
role  finding. 

These  biologic  facts  put  demands  on  adults. 
One  of  these  is  that  complete  sexual  information 
and  education  must  be  supplied  to  growing 
young  people  so  that  they  can  have  some  in- 
tellectual tools  with  which  to  cope  with  these 
powerful  emotions.  Also,  adults  themselves 
need  to  know  enough  about  human  growth  and 
development  to  have  a clear  understanding  of 
these  matters  in  order  to  supply  guidance,  help, 
and  reassurance  at  all  times,  even  when  it  is  not 
asked  for.  If  education  about  these  matters  can 
come  to  the  adolescent  from  his  home  and  his 
school,  there  will  be  no  doubt  (except  in  the 
exceptional  case)  that  he  will  profit  from  his 
growth  experiences  and  gradually  take  on  his 
or  her  proper  respective  sexual  role.  The  boy 
needs  to  be  able  to  identify  himself  with  the 
father,  the  girl  with  the  mother.  As  he  or  she 
profits  from  this  leadership  and  guidance,  self- 
acceptance is  assured  and  sound  heterosexual 
attitudes  are  achieved  during  later  adolescence. 

Thus,  we  see  that  the  psyche  and  soma  are 
inevitably  intertwined.  They  can  never  be 
separated,  and  the  adolescent  period  is  no 
exception. 

We  know,  of  course,  that  the  home  is  the 
single  most  important  factor  in  individual 
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personality  formation.  Not  only  are  the  things 
that  are  actually  taught  important,  but  the 
intangibles  are  perhaps  even  more  important. 
The  attitudes  of  the  parents  toward  each  other 
and  toward  their  children,  neighbors,  and  the 
world  at  large  are  all  absorbed  by  young  people. 
The  stability  or  lack  of  stability  of  the  marital 
relationship  is  important.  So  also,  and  this  is 
extremely  important,  is  the  set  of  values  in- 
herently present  in  a home;  values  which  are 
rarely  spelled  out  or  clearly  formulated  but  which 
are  quite  as  obvious  as  the  rug  on  the  floor. 

In  adolescence  these  values  and  the  family 
attitudes,  or  ways  of  reacting,  become  the  arma- 
mentarium of  the  young  adult  as  he  himself 
strives  to  establish  his  own  identity  with  his 
peers.  They  are  the  only  tools  he  has  at  the 
start.  He  uses  them  consciously  and  uncon- 
sciously to  try  to  “aggress  into  his  own”  with  his 
own  group.  If  these  tools  are  forthright  and 
acceptable  in  society,  he  will  establish  himself 
successfully.  The  reverse  is  also  true,  of  course, 
and  if  this  happens,  the  striving  adolescent  will 
suffer  much  pain  from  rejection.  Delinquent 
behavior  may  result. 

Whatever  the  degree  of  success  of  the  adoles- 
cent, the  adult  must  be  prepared  for  a continuous 
series  of  shocks  or  threats  to  his  own  system  of 
values.  This  creates  problems,  and  later  I will 
discuss  the  special  adult  needs  at  this  time  and 
how  they  may  be  met. 

But  why  is  there  inevitably  some  clash  be- 
tween the  adolescent  and  those  in  authority? 
I think  there  are  three  main  reasons,  and  I wall 
discuss  them  briefly. 

First,  the  growing  adolescent  is  “on  his 
own,”  so  to  speak,  and  the  opinion  of  his  peers 
suddenly  assumes  greater  importance  than 
anything  else.  Acceptance  into  the  gang  is  all 
important,  and  indeed,  why  shouldn’t  it  be?  He 
has  now  to  make  his  own  way.  Inevitably 
group  demands  are  going  to  conflict  with  individ- 
ual ideas.  Well-established  “family  traditions” 
are  going  to  be  exposed  to  serious  examination 
and  discussion.  At  this  time  the  adolescent 
should  not  be  rebuffed.  His  opinion  must  at 
least  be  considered  and  explored.  Also,  the 
parent  must  not  feel  rejected,  unloved,  or  un- 
appreciated. This  is  the  place  where  under- 
standing of  psychology  and  of  roles  will  fortify 
inner  security.  To  the  adolescent  most  adult 
ideas  appear  hopelessly  antiquated  and  Victorian, 
no  matter  how  reasonable  they  may  appear  to  the 


family.  The  learning  process  is  slow.  The 
adult  must  be  able  to  bend  with  the  wind  even 
though  his  feet  remain  firmly  rooted  on  facts 
established  by  experience. 

Second,  the  adolescent  often  discovers  in  his 
new  experiences  outside  the  home  some  other 
adult  with  whom  he  may  unconsciously  begin  to 
identify. 

Because  of  this  temporary  excessive  admira- 
tion, the  adolescent  is  often  unduly  swayed  by 
this  person’s  ideas  and  opinions.  Such  an 
idolized  person  may  be  a teacher,  physician, 
pastor,  neighbor,  coach,  or  Dutch  uncle.  We 
know  that  for  a period  of  time  such  figures  have 
great  influence  on  the  thinking  and  acting  of 
young  people.  Again,  questioning  of  traditional 
attitudes  may  occur  in  the  family,  and  the 
tensions  this  may  cause  must  be  met  with 
understanding. 

The  third  main  factor  in  the  clashing  of 
value  systems  develops  out  of  the  growth  process 
itself.  The  adolescent  finds  himself  still  wanting 
childhood  needs  fulfilled  as  they  always  have 
been,  but  he  is  unable  to  keep  using  childhood 
methods  because  he  is  faced  with  the  demands  of 
adulthood.  For  instance,  in  childhood  one  of  the 
greatest  satisfactions  results  from  gaining  the 
approval  of  those  in  authority.  Even  when  the 
child  is  deprived  of  most  other  satisfactions  he 
probably  can  adapt  himself  reasonably  well  if  he 
gains  adult  approval  fairly  regularly.  However, 
in  adulthood  satisfactions  from  gaining  approval 
by  others  must  diminish.  This  is  one  of  the 
laws  of  life.  Adult  satisfactions  must  be  gained 
largely  from  the  joy  of  doing  the  job  itself, 
which  results  in  self-approval.  To  trade  one  for 
the  other  is  difficult  and  slow,  and  in  the  process 
mistakes  will  be  made.  Nevertheless,  self- 
expression  of  the  adolescent  must  be  encouraged. 
He  must  be  allowed  to  make  some  mistakes 
without  feeling  that  he  is  a failure.  The  child- 
hood needs  of  overdependency,  of  constant 
attention,  and  of  immediate  rewards  for  accom- 
plishment must  be  largely  replaced  with  more 
adult  satisfactions.  I will  mention  two  of  these. 

I have  briefly  mentioned  one  of  the  main 
satisfactions,  i.e.,  joy  that  comes  from  doing  a 
job.  Much  tolerance  is  required  on  the  part  of 
parents  and  teachers  as  to  the  quality  of  the 
job  result,  but  adolescents  do  have  great  ability 
to  do  things.  Frequently  they  are  willing  to 
put  more  time  and  effort  into  job  performance  in 
order  to  get  a good  result  than  adults  are.  They 
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must  be  given  responsibility  if  they  are  to  learn 
to  do  things,  and  this  calls  for  not  only  giving 
them  the  opportunity  but  giving  them  the  reins 
and  the  freedom  to  work. 

Another  adult  satisfaction  is  that  which  comes 
in  loving  and  admiring  someone  outside  one’s 
self.  Giving  affection  and  admiration  to  some- 
one outside  the  family  circle  never  replaces  the 
need  for  one’s  family,  it  merely  supplements  this 
relationship.  The  discovery  of  friendship  and 
love  during  adolescence  is  one  of  the  most 
beautiful  things  in  life  and  one  of  the  most 
powerful  motivating  factors  that  exists. 

There  are,  of  course,  many  other  satisfactions 
in  adulthood  that  compensate  for  giving  up  the 
childhood  satisfactions.  We  find  more  and  more 
of  these  as  we  continue  to  mature  throughout 
life. 

But  doesn’t  the  adult  deserve  some  considera- 
tion during  this  adolescent  period?  Of  course  he 
does.  He  certainly  needs  strength.  Criticism 
is  not  easy  for  anyone  to  take,  no  matter  what  the 
age.  The  very  realization  of  this  fact  will  help 
the  adult. 

Also,  adolescence  is  a phase,  and  if  maturity 
can  be  gained  by  the  adolescent  in  going  through 
this  storm,  the  rewards  for  parents  are  tremen- 
dous. The  rewards  are  those  of  individual 
self-direction  in  the  growing  youth,  resulting  in 
work  toward  constructive  goals.  Also,  the 
development  of  self-confidence  in  youth  leads  to 
normal  sharing  of  family  responsibilities  rather 
than  abnormal  overdependency  which  sooner  or 
later  leads  to  nothing  but  grief. 

The  adult  can  avoid  much  conscious  criticism 
as  well  as  much  unconscious  hostility  if  he  can 
avoid  expecting  too  much  of  the  child  and  the 
youth.  Expecting  too  much  inevitably  leads 
to  hostility  from  others  and  from  one’s  self. 

The  matter  of  discipline  is  often  a problem. 
In  fact  I expect  it  could  be  said  that  it  is  always  a 
problem.  There  is  some  confusion  in  differentiat- 
ing discipline  and  punishment.  Punishment  can 
be  fairly  easily  defined  as  chastisement  or  penalty 
for  a fault.  Discipline,  however,  is  more  dynamic. 
Discipline  implies  boundary-making  relative  to 
behavior  as  well  as  learning  from  experience. 
Discipline  must  be  present  during  personality 
formation  in  order  for  normal  growth  to  be 
continuous.  Dr.  Plant  suggested  some  years  ago 
that  it  is  necessary  for  one  to  discipline  oneself  at 
one  level  in  order  to  be  able  to  progress  to  the 
next  level.  For  example,  one  disciplines  one- 


self with  the  multiplication  tables  in  order  to  be 
able  to  solve  arithmetic  problems,  or  with  a 
vocabulary  of  a foreign  language  in  order  to 
enjoy  its  literature,  or  with  the  rowing  machines 
in  order  to  participate  in  crew  races.  Frank- 
wood  Williams  has  said  that  “leadership  is  the 
only  discipline.”  By  this  I think  he  means  that 
setting  an  example  is  more  effective  in  getting 
other  people  to  do  things  than  are  threatening 
remarks;  that  is,  punishment.  Discipline  by  the 
use  of  love,  leadership,  and  example  will  pay  off 
in  the  long  run. 

It  is  well  to  remember  that  the  adolescent 
differs  from  the  child  in  that  he  can  run  away  if 
he  wants  to  do  so.  Many  of  them  do  run  away, 
if  not  physically,  certainly  emotionally  and 
intellectually. 

It  must  be  remembered  that  the  child  and  the 
adolescent  want  very  deeply  to  be  loyal  to  their 
family  group  and  accepted  by  it.  To  be  able  to 
have  these  attitudes  means  that  there  be  a 
family  unit  of  sufficient  dignity  and  worth  and 
tolerance  that  will  attract  and  challenge  youth. 
Delinquency  usually  occurs  when  inherent  loyal- 
ties go  begging. 

Frank  psychotic  conditions  are  not  uncommon 
in  adolescence.  Schizophrenia  is  the  psychosis 
that  occurs  most  frequently.  Signs  and  symptoms 
are  usually  recognized  by  parents  only  when  the 
psychosis  is  well-advanced.  The  family  physician 
often  has  the  opportunity  to  notice  the  first 
changes.  Early  recognition  is  extremely  im- 
portant, because  the  rate  of  recovery  from  this 
illness  is  directly  proportionate  to  early  treat- 
ment. Psychotherapy,  insulin,  and  electro- 
convulsive therapy  are  nearly  always  curative 
in  early  adolescent  cases.  Helping  the  family  to 
accept  the  diagnosis  and  the  treatment  is  one  of 
the  great  contributions  of  the  family  physician. 

Severe  depressions  in  adolescence  can  occur, 
and  if  they  do,  they  must  not  be  treated  lightly. 
Adolescent  loyalties  are  so  strong  that  when 
disappointment  and  frustration  occur,  a severe 
depressive  reaction  may  result.  The  onset  is 
usually  rapid,  and  this  must  be  treated  as  any 
other  medical  emergency. 

Problems  other  than  growth  problems,  i.e., 
frank  delinquency,  need  the  care  of  a mental 
health  clinic.  I have  not  discussed  these  in 
detail,  but  the  function  of  the  family  physician 
in  these  cases  is  to  help  the  family  accept  what- 
ever psychiatric  help  is  available.  Much  can  be 
done  to  help  seriously  disturbed  young  people, 
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and  it  is  our  experience  that  this  help  is  usually 
urgently  sought  when  psychiatric  facilities  are 
carefully  explained  to  families.  This  takes  much 
time,  but  after  families  understand  the  factors 
involved  their  cooperation  is  usually  enthusiastic. 

Sympathetic  listening  and  sincere  interest  are 


in  themselves  reassuring  to  patients.  Reassur- 
ance, when  justified,  is  the  most  effective  medicine 
the  psychiatrist  or  the  general  physician  has  at 
his  disposal.  Taking  time  to  give  this  when  it  is 
justified  will  solve  many  problems. 

Gannett  Medical  Clinic 


ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to 
16,  1958,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted , and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1958 , and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Report  of  a Cancer  Detection  Clinic 


HARRY  TIRSCH,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Cancer  Detection  Clinic , Brooklyn  Jewish  Hospital) 


For  the  past  seventeen  years  cancer  detection 
centers  have  been  developed  throughout 
the  United  States  for  the  purpose  of  detecting 
cancer  in  its  early  stages  in  persons  who  are 
apparently  in  good  health  and  without  com- 
plaints. At  the  same  time  attempts  are  made 
to  uncover  precancerous  lesions.  This  report 
represents  the  results  of  the  findings  of  the 
Cancer  Detection  Clinic  at  the  Brooklyn  Jewish 
Hospital  from  1946  to  1955. 

The  examinations  are  conducted  by  various 
specialists  as  a team,  rather  than  attempting  an 
entire  screening  by  one  examiner.  In  this  way, 
25  to  30  applicants  can  be  processed  in  two  hours. 
Any  conscientious  physician  would  require,  if 
fully  equipped,  from  three  quarters  of  an  hour  to 
one  hour  for  a single  patient.  The  personnel  of 
the  clinic  consists  of  a director,  two  internists, 
two  surgeons,  one  gynecologist,  one  ear,  nose, 
and  throat  specialist,  one  pathologist  and 
laboratory  technician,  one  radiologist,  an  x-ray 
technician,  two  secretaries,  and  four  nurses. 
Since  there  is  no  single  simple  biologic  test  that 
is  a reliable  indicator  of  cancer  per  se,  a high 
index  of  suspicion  should  be  entertained,  par- 
ticularly in  older  patients.  The  physical 
examination  must  therefore  be  a careful  and 
meticulous  one.  The  history  should  stress  along 
with  any  complaints  the  symptoms  pertinent  to 
the  various  systems  of  the  body,  such  as  sores 
that  do  not  heal,  lumps  and  thickening,  bleeding 
or  discharges,  changes  in  warts  or  moles,  per- 
sistent indigestion  or  difficulty  in  swallowing, 
hoarseness  or  coughing,  and  changes  in  the 
normal  bowel  habits. 

Our  experience  involves  a total  of  5,223  persons 
of  whom  about  two-thirds  were  women  and  one- 
third  men,  varying  in  age  from  twenty-one  to<] 
seventy-five  (Table  I).  Of  these  1,670  or  30per 
cent  gave  a family  history  of  cancer.  We  have 
been  able  to  detect  20  proved  cancers  in  persons 
who  had  no  complaints  and  who  were  in  apparent 
excellent  health.  Nine  of  the  cancers,  occurring 
in  five  males  and  four  females  from  forty-six  to 
seventy-five  years  old,  were  located  in  the  rectum 
or  rectosigmoid  within  reach  of  the  finger  or 


TABLE  I.- — Experience  with  Patients  Examined  for 
Cancer 


Condition 

Number 

Per 

Cent 

Proved  cancers 

20 

0.38 

Suspicion  of  cancer 

62 

1.18 

Precancerous  lesions 

693 

13.3 

Benign  tumors 

455 

8.9 

Conditions  unrelated  to 

2,193 

42.0 

cancer  but  requiring 

treatment 

Normal  cases 

1,800 

34.24 

Total 

5,223 

100.00 

sigmoidoscope,  most  of  them  arising  from  polyps. 
Confirmation  came  from  follow-up  reports  of 
biopsy  or  operation.  There  were  four  cases  of 
cancer  of  the  breast  occurring  in  females  from 
thirty- two  to  eighty-two  years  old,  one  with 
metastasis  to  the  axillary  lymph  nodes.  Two  ' 
cases  of  early  cancer  were  found  in  the  cervices 
of  women  forty-seven  and  sixty-two  years  old. 
There  were  no  symptoms  of  bleeding  or  discharge. 
Both  cases  had  positive  Papanicolaou  smears. 
The  other  positive  cases  were  one  basal  cell 
epithelioma  in  a sixty-seven-year-old  male,  one 
carcinoma  of  the  thyroid  in  a man  of  fifty,  one 
bronchogenic  carcinoma  found  by  a follow-up  of 
infiltration  on  the  x-ray  film,  one  carcinoma  of  the 
fundus  of  the  stomach  with  liver  metastasis  in  a 
man  of  fifty-three,  and  one  case  of  leukemia. 

We  encountered  62  persons  whom  we  suspected 
of  having  cancer  until  proved  otherwise  because 
of  the  following  abnormal  findings:  rectal 

bleeding  above  ten  inches,  nodules  in  the  breast 
or  thyroid,  masses  in  the  abdomen,  prostate, 
glands,  or  ovarian  regions,  and  finally,  infiltra- 
tions of  the  lung  as  seen  on  x-ray  film,  ulcer  on 
the  greater  curvature  of  the  pars  media,  and  a 
positive  Papanicolaou  smear. 

We  classified  693  cases  as  precancerous  be- 
cause of  the  following  conditions  found:  leuko- 
plakia of  the  mouth,  vulva,  cervix  or  vagina,  | 
polyps  of  the  rectum,  cervix,  or  vocal  cords, 
melanomas  and  pigmented  moles,  intraductal  | 
papilloma,  chronic  mastitis,  and  chronic  endo- 
cervicitis  and  cervical  erosions,  the  latter  making  ! 
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up  the  largest  percentage.  There  were  455 
benign  tumors  which  included  lipomata,  ade- 
noma of  the  thyroid  or  breast,  myoma  of  the 
uterus,  ovarian  cysts,  chondroma,  and  osteoma. 

Although  the  purpose  of  the  clinic  is  to  detect 
cancer,  other  pathologic  conditions  have  been 
found.  There  were  2,193  conditions  unrelated 
to  cancer  but  requiring  treatment;  notably, 
diabetes,  thyrotoxicosis,  myxedema,  tuberculosis, 
peptic  ulcer,  diaphragmatic  hernia,  and  esopha- 
geal diverticuli.  This  extra  dividend  of  dis- 
covering unsuspected  conditions  is  not  one  of  the 
unimportant  accomplishments  of  a cancer  de- 
tection clinic. 

The  findings  are  furnished  to  the  patient’s 
physician  or  to  a clinic  or  hospital  to  which  the 
patient  is  referred,  and  these  agencies  are  asked 
for  reports  on  the  final  diagnosis,  treatment,  and 
follow-up. 

Comment 

Because  of  its  accessibility,  cancer  of  the  skin 
offers  opportunity  for  early  diagnosis  and  ade- 
quate therapy.  In  no  other  location  is  it  pos- 
sible to  attain  such  satisfactory  results.  The 
same  can  apply  to  the  ear,  nose,  and  throat. 
If  a diagnosis  is  made  early,  the  physician  can 
give  his  patient  the  optimum  chance  for  cure. 
Here  minor  and  simple  complaints  can  be  very 
significant  of  cancer  of  the  nose,  postnasal 
spaces,  and  sinuses.  Such  symptoms  as  epistaxis, 
persistent  unilateral  bloody  discharge,  persistent 
pain  in  the  upper  teeth  in  the  absence  of  acute 
infection,  painless  swelling  of  the  cheek,  pares- 
thesia of  the  cheek,  tinnitus,  or  slight  unilateral 
exophthalmus  can  be  most  revealing.  There  is 
one  area  where  a diagnosis  is  possible  in  all  cases 
and  where  the  best  therapeutic  results  can  be 
obtained,  and  that  is  cancer  of  the  larynx.  Early 
breast  cancer  presents  no  symptoms,  but  there 
are  visible  signs,  such  as  persistent  scaling  or 
ulceration  of  the  nipple,  or  a bloody  or  serous 
discharge  from  the  nipple.  The  palpable  signs 
are  slight  thickening  of  the  breast,  a tiny  lump, 
and  a nontender  axillary  lymph  node  that  is 
larger  than  1 cm.  in  diameter.  It  is  probably 
safe  to  estimate  that  a breast  cancer  has  been 
present  for  several  months  or  possibly  for  several 
years  before  the  appearance  of  the  tumor.  Fre- 
quent palpations  of  the  breast  may  uncover  the 
tumor  mass  months  before  it  has  reached  the 
size  of  the  average  breast  cancer  as  seen  by  the 
doctor  for  the  first  time. 


A routine  sigmoidoscopy  is  performed  on  all 
examinees,  and  an  attempt  is  made  to  introduce 
the  instrument  for  a full  25  cm.  The  palpating 
finger  in  the  rectum  is  able  to  cover  the  area 
where  one  half  of  the  gastrointestinal  lesions 
occur  below  the  stomach  and  where  75  per  cent  of 
cancer  of  the  prostate  occurs.  An  annual 
proctoscopic  examination  will  identify  rectal 
cancer  at  a time  when  most  patients  can  be 
cured.  The  pelvic  examination  is  made  manually 
and  by  a speculum.  A Papanicolaou  smear  is 
obtained  on  all  patients.  A positive  smear 
report  is  not  a final  diagnosis  in  itself  and  should 
not  be  accepted  as  such  without  further  con- 
firmation. It  does  not  eliminate  the  need  for  a 
careful  clinical  work-up  and  a thorough  exami- 
nation of  tissue  sections  by  a qualified  patholo- 
gist. 

We  encounter  the  greatest  difficulty  in  regard 
to  gastric  or  gastrointestinal  malignancy.  Many 
gastric  cancers  develop  almost  silently,  and  no 
amount  of  public  education  or  repeated  examina- 
tions will  aid  these  cases.  No  one  knows  how 
long  it  takes  cancer  of  the  stomach  to  become 
clinically  manifest.  Recent  work  suggests  that 
the  interval  between  the  onset  of  neoplasm  and 
the  first  symptom  may  average  somewhere 
around  two  years  depending  on  the  location  and 
the  biologic  aggressiveness  of  the  particular 
tumor.  A routine  gastrointestinal  series  is  not 
practical  in  the  clinic  because  of  the  high  cost 
and  the  low  yield.  However,  a barium  swallow 
under  the  fluoroscope  is  performed  for  all  those 
persons  over  forty-five  limited  only  because 
we  do  not  wish  to  overexpose  the  radiologist. 
Abnormalities,  such  as  too  rapid  or  too  slow 
emptying  time  or  suspicious  rigidities,  have 
demanded  a further  complete  gastrointestinal 
study.  We  have  been  rewarded  on  many 
occasions  by  the  finding  of  peptic  ulcer,  diaphrag- 
matic hernia,  and  esophageal  diverticuli.  A 
routine  14  by  17  chest  x-ray  as  well  as  a complete 
blood  count  and  urine  specimen  are  taken  in  all 
examinees. 

The  entire  Cancer  Control  program  is  based 
on  the  concept  that  earlier  diagnosis  coupled  with 
prompt,  adequate  treatment  can  bring  an  im- 
provement in  the  over-all  cancer  cure  rates. 
This  theory  has  been  challenged  by  those  who 
contend  that  there  is  little  evidence  to  support 
such  a theory  and  further  contend  that  contrary 
evidence  shows  little  to  no  decline  in  cancer  death 
rates.  There  are  thus  two  opposing  views,  one 
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believing  that  early  treatment  is  valueless  and 
the  other  that  early  diagnosis  can  practically 
solve  the  cancer  problem.  No  valid  evidence 
has  been  presented  that  should  lead  one  to 
accept  either  of  the  two  extremes.  Classifica- 
tion of  tumors  can  be  very  simple  if  they  are 
divided  into  only  two  classes,  those  that  tend  to 
metastasize  and  those  that  do  not.  Then  again, 
they  can  be  divided  into  three  types:  (1)  those 
that  metastasize  when  the  tumor  is  too  small  to 
be  detected  by  the  present  methods,  and  by 
definition  this  type  is  therefore  hopeless,  (2) 
those  that  do  not  metastasize  or  do  so  only  at  a 
late  date  when  the  tumor  is  very  large  and 
obvious.  An  early  diagnosis  here  is  very  desir- 
able but  not  necessary  for  life  or  death  provided 
that  treatment  is  initiated  before  a vital  organ 
has  been  involved  by  direct  extension,  and  (3) 
an  intermediate  type  that  metastasizes  only 
after  it  has  reached  a detectable  size  but  before 
it  is  extremely  large  and  obvious.  Here  an 
early  diagnosis  has  its  greatest  importance  and 
offers  the  only  real  hope  for  cure,  since  it  is  feasi- 
ble to  detect  them  before  they  have  metastasized. 


The  life-saving  importance  of  early  diagnosis 
depends  on  the  proportion  of  types  1,  2,  and  3. 

Conclusions 

1 . The  maj  or  responsibility  for  the  recognition 
of  cancer  while  it  is  curable  still  rests  in  the  hands 
of  the  physicians  in  private  practice  despite  the 
growth  and  expansion  of  cancer  centers  and  de- 
tection clinics. 

2.  The  presence  of  these  centers  has  become  a 
valuable  education  for  both  the  physician  and  the 
public. 

3.  If  we  are  to  pick  up  early  asymptomatic 
lesions,  our  methods  must  become  increasingly 
refined  and  more  meticulous.  It  becomes  more 
time  consuming  and  requires  highly  specialized 
examiners,  such  as  cytologists  and  x-ray  and 
laboratory  technicians. 

4.  A partial  or  incomplete  check-up  can  do 
nothing  but  convey  a false  sense  of  security  to 
some  and  in  the  end  do  more  harm  than  good. 
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The  Prophylactic  Treatment  of  Poison  Ivy 
Dermatitis  with  3-n-Pentadecyl  Catechol 
Using  Ihe  Wheal  Method 

HARRY  KEIL,  M.D.,  NEW  YORK  CITY 


This  communication  records  the  results  of 
making  wheals  in  the  skin  with  small  doses 
of  synthetic  3-n-pentadecyl  catechol  in  the  pro- 
phylaxis of  poison  ivy  dermatitis.  So  far  as  I 
know,  this  is  the  first  attempt  to  use  this  method 
in  an  effort  to  influence  directly  the  “shock 
organ’  ’ (probably  the  basal  layer  in  the  epider- 
mis) in  this  type  of  allergic  contact  dermatitis. 
This  procedure  was  carried  out  in  28  patients  who 
received  in  all  38  full  courses  of  prophylactic 
treatment,  each  course  consisting  of  six  consecu- 
tive wheals  made  at  weekly  intervals.  The 
clinical  results  were  so  interesting  that  publica- 
tion of  the  data  seems  warranted  at  this  time. 

Patch  tests1-3  have  shown  that  patients  sensi- 
tive to  the  poison  ivy  plant  manifest  constant 
group  reactions  to  a proper  concentration  of 
synthetic  3-n-pentadecyl  catechol  (0.1  to  1.0 
per  cent  in  any  suitable  solvent,  for  example, 
isoamyl  acetate).  The  active  ingredients  in  the 
plant  causing  this  dermatitis  form  an  oily  mix- 
ture containing  four  catechol  compounds  with  a 
normal  side  chain  of  15  carbon  atoms  in  the 
three  position,  the  side  chains  having  an  average 
unsaturation  equivalent  to  two  double  bonds. 
The  bulk  of  this  complex  mixture  (about  93  per 
cent)  is  composed  of  three  unsaturated  catechol 
compounds,  the  side  chain  in  the  three  position 
having  from  one  to  three  double  bonds.4-5  It  is 
interesting  to  note  that  this  oily  mixture  (com- 
monly called  poison  ivy  “urushiol”)  contains  in 
the  natural  state  about  3 per  cent  3-n-pentadecyl 
catechol,  the  completely  saturated  analogue. 
For  the  studies  here  recorded  the  synthetically 
pure  3-n-pentadecyl  catechol  was  used.  The  fol- 
lowing formulas  will  illustrate  the  close  relation 
in  chemical  structure  between  the  unsaturated 
catechol  compounds  and  the  saturated  3-n- 
pentadecyl  catechol. 


OH 


Poison  ivy  “urushiol”  (a  complex  mixture  of 
unsaturated  and  saturated  catechol  compounds 
having  an  average  unsaturation  equivalent  to  two 
double  bonds). 

OH 

fVoH 

^/-c15h31 

3-n-pentadecyl  catechol  in  the  synthetic  or 
natural  state  (side  chain  fully  saturated). 

As  stated,  the  active  ingredients  in  the  poison 
ivy  plant  form  what  is  essentially  an  unsaturated 
oil  (poison  ivy  “urushiol”)  which  is  unstable, 
cannot  as  yet  be  standardized  by  chemical 
methods,  and  is  difficult  to  handle.  Contrari- 
wise, 3-n-pentadecyl  catechol  is  available4-5  as  a 
crystalline  synthetic  substance  which  is  a potent 
replacement  of  the  poison  ivy  oil,  can  be  stand- 
ardized quantitatively,  is  stable  in  oil  solution, 
and  is  easily  handled. 

Selection  of  Subjects  for  Study 

The  courses  for  prophylaxis  were  given  to  a 
select  group  of  subjects  who  were,  according  to 
their  histories,  unusually  hypersensitive  to  poison 
ivy  and  who  were  directly  or  indirectly  exposed 
to  the  plant.  These  patients  were  often  the  vic- 
tims of  repeated  severe  attacks  of  poison  ivy 
dermatitis,  and  in  one  case  hospitalization  was 
necessary.  These  patients,  including  children, 
spent  their  summers  in  areas  known  to  be 
heavily  infested  with  the  poison  ivy  plant.  In 
some  instances  poison  ivy  dermatitis  had  occurred 
when  the  patients  were  exposed  to  dogs  while 
in  the  country.  Moreover,  the  results  observed 
in  this  study  substantiated  the  claims  for  expo- 
sure to  the  plant.  Thus,  in  42  per  cent  of  the 
courses  exposure  to  the  plant  could  be  established 
as  beyond  doubt  because  these  patients  actually 
developed  mild  abortive  attacks  of  the  poison 
ivy  dermatitis,  usually  towards  the  end  of  the 
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course  or  after  the  treatment  had  been  com- 
pleted. Two  additional  courses  (5  per  cent), 
interpreted  as  moderate  failure  in  prophylaxis, 
elevated  the  incidence  of  recurrent  poison  ivy 
dermatitis,  abortive  or  average,  to  47  per  cent 
in  all.  In  order  to  evaluate  the  results  as  con- 
servatively as  possible,  two  examples  of  favorable 
results  in  children  were  completely  excluded  from 
statistical  consideration  when  it  was  learned 
that  these  patients  did  not  go  into  the  country 
as  had  been  originally  intended. 

Technic 

The  most  satisfactory  concentration  for  pro- 
phylaxis was  found  to  be  a dilution  of  0.001  per 
cent  3-n-pentadecyl  catechol  dissolved  in  steri- 
lized peanut  oil.  The  optimal  dosage  was  0.2 
cc.,  which  was  injected  as  a wheal,  using  a 25- 
gauge  needle.  Wheals  were  made  at  weekly 
intervals  for  a total  of  six  treatments,  and  this 
constituted  a complete  course  for  the  year.  The 
left  arm  was  injected  when  the  patient  was  right- 
handed,  and  the  right  arm  was  used  in  left- 
handed  people.  The  wheals  were  made  on  dif- 
ferent areas  of  the  limb  used  for  injecting.  The 
series  of  injections  were  started  anywhere  from 
about  the  middle  of  April  to  about  the  latter  part 
of  May,  and  rarely  as  late  as  the  early  part  of 
June.  In  some  cases  the  procedure  could  be 
carried  out  in  the  next  year  or  two,  hence  the 
number  of  courses  exceeded  the  number  of  pa- 
tients treated.  Follow-up  reports  were  obtained 
at  the  end  of  the  summer. 

In  most  instances  the  sites  of  the  wheals,  when 
inspected  a week  after  the  injection,  showed  mild 
redness,  induration,  and  itching.  These  mani- 
festations lasted  as  a rule  for  a few  days  to  about 
a week  or  ten  days  and  were  uncommonly  a 
reason  for  decreasing  the  dosage  to  0.15  or  0.1  cc. 
On  the  other  hand,  some  injection  sites  showed 
mild  redness  with  hardly  any  pruritus,  and  the 
reverse  was  also  encountered.  Occasionally  one 
of  the  six  wheals  might  fail  to  produce  any  ob- 
vious reactions  at  all.  It  is  apparent  that  an 
attempt  was  being  made  to  produce  six  mild  at- 
tacks of  localized  and  controlled  poison  ivy  der- 
matitis by  injecting  small  concentrations  of  3-n- 
pentadecyl  catechol  in  the  form  of  wheals  that 
were  placed  close  to  the  “shock  organ”  of  the 
skin. 

Aside  from  the  mild  manifestations  already 
noted,  no  untoward  effects  were  encountered. 
No  constitutional  reactions  were  seen  in  this 


group  of  persons,  and  the  injections  of  wheals 
were  tolerated  by  all  the  patients,  including 
children.  When  the  patient  developed  an  inter- 
current rhus  dermatitis  towards  the  end  of  the 
course,  the  dosage  was  decreased  to  0.175  or 
0.15  cc.,  depending  on  the  severity  of  the  derma- 
titis. This  reduction  in  dosage  may  have  been 
unnecessary,  especially  when  the  intercurrent 
dermatitis  was  mild  and  abortive.  It  must  be 
stressed  that  the  absence  of  complications  was 
probably  due  to  the  small  concentrations  of  3-n- 
pentadecyl  catechol  used  in  this  study. 

Results 

There  were  28  persons  who  were  treated  pro- 
phylactically  with  one  or  more  full  courses  of 
wheals.  This  group  was  composed  of  11  children 
with  ages  ranging  between  four  and  fifteen  to- 
gether with  17  older  persons  with  ages  ranging 
between  seventeen  and  fifty-nine.  The  total 
group  of  28  persons  received  38  full  courses  (18 
in  the  children  and  20  in  the  older  persons).  It 
is  apparent  from  these  data  that  some  subjects 
were  treated  and  observed  on  two  or  three  suc- 
cessive years.  The  results  obtained  in  this  group 
of  patients  could  be  classified  under  three  cate- 
gories: 

A.  In  20  courses  (53  per  cent)  there  was  com- 
plete freedom  from  clinical  attacks  throughout 
the  period  of  injection  and  the  corresponding 
summer. 

B.  In  16  courses  (42  per  cent)  there  were  mild 
and  transient  attacks  of  poison  ivy  dermatitis, 
and  these  abortive  attacks  were  usually  encoun- 
tered at  the  end  of  the  course  or,  less  often,  during 
the  immediately  succeeding  summer.  In  these 
cases  the  eruption  was  limited  to  a few  lesions  on 
the  upper  limbs  or  the  lower  limbs,  these  dis- 
crete lesions  fading  in  a few  days. 

C.  Two  courses  (5  per  cent)  may  be  regarded 
as  comparative  clinical  failures.  These  patients, 
both  middle-aged  adults,  were  exposed  massively 
to  poison  ivy  which  flourished  on  their  property 
and  about  their  respective  houses.  One  of  these 
patients  tore  out  the  plant  by  the  roots  and  de- 
veloped a moderate  attack  of  the  dermatitis  to- 
wards the  end  of  the  course  of  treatment.  The 
other  patient  had  an  abortive  attack  at  the  com- 
pletion of  the  course  but  about  two  months  later 
came  down  with  an  attack  of  poison  ivy  dermati- 
tis of  average  intensity.  Considering  the  sever- 
ity of  exposure,  these  attacks  of  poison  ivy  der- 
matitis were  probably  less  intense  than  might 
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have  been  expected.  Yet,  in  view  of  the  failure 
to  demonstrate  a definite  degree  of  clinical  hypo- 
sensitization, it  seems  wise  to  classify  these  two 
courses  as  probably  moderate  clinical  failures. 

The  following  extract  was  taken  from  a letter 
written  to  me  at  the  end  of  the  summer  of  1955, 
and  it  illustrates  some  of  the  points  previously 
outlined: 

For  about  six  weeks  following  my  last  injection 
I did  not  get  any  poison  ivy  at  all,  despite  the 
fact  that  I was  in  constant  contact  with  it.  My 
two  dogs  were  in  the  poison  ivy  patches  all 
summer  and  the  rest  of  the  family  had  acute  at- 
tacks almost  every  week ....  Once  in  the  middle 
of  August  I had  my  most  serious  attack  of  the 
summer,  but  even  that  was  nothing  compared  to 
what  I was  used  to  prior  to  the  injections. 

Summary 

1 . A group  of  28  patients  who  were  known  to 
be  intensely  hypersensitive  clinically  to  poison 
ivy  and  to  be  in  direct  or  indirect  contact  with 
the  plant  were  treated  prophylactically  with  38 
courses  of  wiieals  made  with  an  optimal  dosage 
of  0.2  cc.  of  0.001  per  cent  solution  of  synthetic 
3-n-pentadecyl  catechol  in  sterilized  peanut  oil. 
Wheals  were  made  at  weekly  intervals  for  a total 
of  six  treatments,  and  this  series  of  injections 
constituted  a complete  course  for  the  year. 

2.  By  placing  the  solution  very  close  to  the 


“shock  organ”  of  the  skin,  an  attempt  was  made 
to  cause  six  mild  attacks  of  localized  and  con- 
trolled poison  ivy  dermatitis. 

3.  The  clinical  results  observed  with  this  form 
of  treatment  were  as  follows:  Twrenty  courses 
(53  per  cent)  remained  free  of  any  attacks  of 
poison  ivy  dermatitis,  16  courses  (42  per  cent) 
manifested  transient  abortive  attacks  of  poison 
ivy  dermatitis  and  two  courses  (5  per  cent)  were 
regarded  as  moderate  failures. 

4.  The  clinical  evidence,  aside  from  the  two 
examples  interpreted  as  moderate  failures, 
strongly  supports  the  view  that  the  wheal 
method  of  prophylaxis  wdth  synthetic  3-n- 
pentadecyl  catechol  produces  clinical  hyposensi- 
tization. It  is  also  probable  that  this  state  of 
hyposensitization  lasts  generally,  but  not  always, 
for  about  three  to  four  months  followTing  the 
treatment. 
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Rehabilitation  Services  in  the  Municipal  Hospitals 

of  New  York  City 

BRUCE  B.  GRYNBAUM,  M.D.,  AND  IRVING  M.  FRIEDMAN,  M.S.P.H.,  LL.B.,  NEW  YORK  CITY 

( From  the  City  of  New  York  Department  of  Hospitals,  and  the  Department  of  Physical  Medicine  and 
Rehabilitation,  New  York  University  College  of  Medicine) 


The  Physical  Medicine  and  Rehabilitation 
Service  in  the  New  York  City  municipal 
hospital  system  is  to  the  best  of  our  knowledge 
the  largest  non-Federal  service  of  its  kind  in  the 
world. 

The  size  of  the  Department  of  Hospitals  and  its 
various  services  reflects  the  medical  needs  of 
New  York  City’s  8V2  million  citizens,  a popula- 
tion excelled  by  no  other  city  in  the  nation. 
Like  any  large  municipality,  New  York  City  has 
a considerable  number  of  the  medically  indigent. 
The  hospital  care  of  this  group  is  provided  pri- 
marily through  the  32  municipal  hospitals  with 
a combined  bed  capacity  of  20,387. 

The  accomplishments  of  rehabilitation  depart- 
ments in  the  Armed  Forces  and  Veterans  Ad- 
ministration during  and  following  World  War  II 
focused  the  attention  of  civilian  authorities  on 
rehabilitation.  Prior  to  1947  New  York  City 
lacked  an  organized  rehabilitation  program. 
The  acute  need  for  such  services  had  been  demon- 
strated by  the  survey  of  the  Hospital  Council  of 
Greater  New  York.  Following  this,  under  the 
leadership  of  Dr.  Howard  A.  Rusk,  a compre- 
hensive rehabilitation  service  consisting  of  69 
beds  was  inaugurated  at  Bellevue  Hospital.  This 
was  the  first  service  of  this  kind  in  any  general 
hospital  in  the  world. 

As  a result  of  the  successful  experience  at 
Bellevue  Hospital  other  services  were  established 
in  rapid  succession.  Today  there  are  seven  re- 
habilitation centers  totaling  831  beds.  An  addi- 
tional 140  beds  will  be  provided  in  two  hospital 
centers  during  the  current  year.  We  feel  that 
the  unique  size  and  scope  of  this  activity  merit 
attention. 

Each  rehabilitation  department  is  an  inde- 
pendent hospital  service.  It  is  located  within 
the  general  hospital  premises.  This  juxtaposi- 
tion helps  to  make  the  service  an  integral  part  of 
the  hospital  rather  than  an  isolated  service.  On 
the  wards  assigned  to  rehabilitation  the  depart- 
ment is  responsible  for  the  total  medical  care. 


The  service  coordinates  opinions  of  various  con- 
sultants and  controls  admissions  and  discharges. 
As  a result,  the  premature  disposition  of  patients 
“whose  diagnostic  sheen  has  worn  off”  is  pre- 
vented. Early  discharges  often  occur  when  the 
rehabilitation  service  does  not  have  direct  con- 
trol of  patients. 

The  director  of  each  municipal  rehabilitation 
department  is  a member  of  the  medical  board  of 
the  individual  hospital.  In  every  case  he  is  a 
member  of  the  faculty  of  a medical  school.  In 
addition  to  the  clinical  duties,  supervision  of 
personnel  and  other  administrative  duties  make 
the  presence  of  the  director  of  service  absolutely 
necessary.  This  demand  for  a physiatrist’s  time, 
in  addition  to  the  shortage  of  physicians  trained 
in  this  field,  make  the  “traditional”  free  visiting 
services  impractical.  The  attending  physiatrists 
are  compensated. 

All  the  clinical  services  are  obtained  from  the 
existing  hospital  facilities.  Since  20  to  30  per 
cent  of  the  patients  on  rehabilitation  wards  re- 
quire some  form  of  supportive  psychotherapy, 
we  found  it  necessary  to  incorporate  a psychiatrist 
as  an  integral  part  of  the  department. 

In  addition  to  the  visiting  and  house  medical 
staff,  each  department  has  physical  therapists, 
occupational  therapists,  rehabilitation  nurses, 
vocational  counselors,  speech  therapists,  psychol- 
ogists, social  workers,  and  recreational  leaders. 

We  estimate  that  one  physical  therapist  can 
treat  adequately  15  patients  a day.  This  average 
is  given  on  the  assumption  that  a mixed  load  of 
inpatients  and  outpatients  in  various  diagnostic 
categories  is  treated.  A therapist  may  be  able 
to  adequately  handle  20  to  30  patients  receiving 
primary  modalities.  On  the  other  hand,  eight  to 
ten  paraplegics  or  hemiplegics  may  be  a heavy 
load.  One  occupational  therapist  can  handle  a 
similar  number  of  patients.  One  speech  therapist 
has  been  assigned  to  a department  consisting  of 
up  to  80  rehabilitation  beds.  For  a similar 
organization  one  vocational  counselor,  one 
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psychologist,  two  social  service  workers,  and  one 
recreation  leader  are  projected.  One  physical 
therapist  or  occupational  therapist  supervisor 
is  assigned  for  every  three  to  seven  therapists. 

In  the  past,  when  departments  were  started  in 
existing  hospitals,  we  had  to  accept  available 
space.  In  planning  facilities  for  new  depart- 
ments it  is  assumed  that  the  patient  load  will  be 
10  per  cent  of  acute  cases  and  20  per  cent  of 
chronically  ill  patients,  exclusive  of  psychiatric 
and  obstetric  beds.  At  present  an  area  of  about 
30,000  square  feet  is  assigned  for  a department 
in  an  800-bed  institution. 

In  view  of  the  variety  of  treatment  problems 
which  confront  the  service,  certain  hospital  de- 
partments have  been  concentrating  their  activity 
on  special  categories  of  patients.  The  rehabilita- 
tion service  at  Bellevue  Hospital  has  been 
designated  as  a spinal  injury  center.  Through 
such  an  arrangement  the  patients  derive  the 
benefit  of  being  handled  by  a staff  with  experience 
in  special  problems  of  paraplegics  and  quadri- 
plegics. The  consulting  physicians,  especially 
in  the  fields  of  plastic  and  genitourinary  surgery, 
have  gained  specialized  knowledge  not  always 
possessed  by  specialists  who  only  occasionally  are 
faced  with  complications  specific  to  this  group  of 
patients.  The  day  to  day  contact  of  patients 
with  similar  severe  disabilities  and  discussion  of 
their  mutual  problems  is  an  important  con- 
tributing factor  in  the  adjustment  to  disability 
and  rehabilitation. 

Another  center  which  demonstrates  these 
problems  dramatically  is  the  Polio  Respiratory 
Center  at  Goldwater  Memorial  Hospital.  Here 
again  a staff  with  specialized  knowledge  as  well  as 
special  equipment,  e.g.,  emergency  generator, 
special  wiring  to  allow  moving  of  respirators, 
different  types  of  respirators,  and  oscillating  beds 
improves  the  quality  of  patient  care  greatly. 
The  Center  is  an  integral  part  of  the  hospital, 
and  in  this  way  patients  in  need  of  surgery,  x-ray, 
and  other  types  of  treatment  do  not  have  to  be 
transferred. 

Part  of  the  Goldwater  Memorial  and  Bird 
S.  Coler  Services  are  designated  as  geriatric 
rehabilitation  centers.  The  steadily  increasing 
number  of  the  elderly  reflects  the  importance  of 
these  units.  The  Bird  S.  Coler  Hospital  has,  in 
addition  to  the  comprehensive  rehabilitation 
service,  an  expanding  sheltered  workshop  pro- 
gram. At  this  time  almost  100  inpatients 
participate  in  the  activities.  Space  and  pro- 


fessional supervision  are  provided  for  different 
types  of  vocational  activities,  such  as  com- 
mercial sewing,  jewelry  making,  leathercraft,  and 
a variety  of  simple  assembling.  The  extent  of 
patient  participation  is  dictated  by  physical 
capacity  as  prescribed  by  the  medical  staff. 
Most  of  the  work  is  obtained  from  outside  con- 
tractors, while  some  of  it  consists  of  preparation 
of  hospital  surgical  supplies  and  repairs  of  linens 
and  small  equipment.  The  objective  of  the  shop 
is  both  prevocational  and  to  provide  the  dignity 
of  work  for  custodial  patients.  The  patients 
receive  monetary  compensation  for  the  work 
performed. 

The  tuberculous  patients  are  housed  in  separate 
institutions  or  wings.  Rehabilitation  services 
have  been  developed  for  their  vocational  and 
social  needs.  The  physical  medicine  program  is 
oriented  mainly  towards  the  prevention  of  de- 
formities following  chest  surgery. 

All  the  rehabilitation  departments  are  affiliated 
with  medical  schools.  In  this  connection  it  is 
worth  noting  that  out  of  six  medical  schools  in 
New  York  City,  four  have  a department  of  re- 
habilitation, and  one  school  plans  to  establish 
a department  this  year. 

The  facilities  of  municipal  hospitals  have  been 
widely  used  for  the  training  of  undergraduate 
and  postgraduate  medical  and  ancillary  personnel. 
One  medical  school  alone  has  assigned  40  residents 
and  fellows  to  different  municipal  institutions 
this  year.  Many  of  these  doctors  come  from 
foreign  countries  and  on  their  return  will  head 
rehabilitation  programs  in  their  homelands.  The 
hospitals  have  many  affiliations  with  schools 
which  train  paramedical  personnel  in  this  field. 

The  development  of  rehabilitation  programs 
in  municipal  hospitals  has  stimulated  the  creation 
of  rehabilitation  services  in  voluntary  hospitals 
in  the  area  because  of  the  socioeconomic  gains  to 
the  community.  Nursing  homes  and  homes  for 
the  aged  have  recently  realized  the  value  of  such 
services.  An  excellent  discussion  of  the  potential 
financial  saving  to  the  community  was  included 
in  an  address  by  Dr.  Howard  A.  Rusk  to  the 
New  York  City  Board  of  Hospitals.  He  pointed 
out  that  the  cost  of  salaries  for  rehabilitation 
personnel  is  paid  back  to  the  hospital  sj^stem  at 
130  per  cent.  For  example,  in  one  year  of 
operation  of  a 100-bed  rehabilitation  service  at 
Goldwater  Memorial  Hospital,  168  patients  were 
discharged;  91  of  them  returned  home  and  77 
were  transferred  to  custodial  institutions  with 
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lower  per  diem  costs.  From  past  experience  it 
was  estimated  that  the  minimal  length  of  hospital 
stay  of  these  patients  would  have  been  one  year. 

Another  important  economic  consideration 
lies  in  the  fact  that  if  this  turnover  had  not  oc- 
curred, the  city  authorities  would  have  to  provide 
new  hospital  beds  at  a considerable  capital  ex- 
pense. Any  improvements  in  a patient’s  ability 
for  self-care  reduces  the  need  for  critically  short 
nursing  services. 

The  New  York  City  Welfare  Department  has 
been  cooperating  closely  with  the  Department  of 
Hospitals  rehabilitation  program.  As  an  ex- 
ample, an  amputee  welfare  client  will  be  referred 
for  prosthesis  and  training.  Such  a program 
frequently  enables  the  individual  to  return  to 
gainful  employment. 

Many  of  the  community  agencies,  among  them 
the  Polio,  Cerebral  Palsy,  and  Muscular  Dys- 
trophy Associations,  have  cooperated  with  the 
Department  of  Hospitals  in  offering  financial 
assistance  in  the  establishment  of  special  pro- 
grams, such  as  the  Goldwater  respirator  center, 
the  Bird  S.  Coler  cerebral  palsy  program,  and 
others. 

One  of  the  major  difficulties  since  the  develop- 
ment and  expansion  of  the  rehabilitation  field  has 
been  the  shortage  of  trained  personnel.  This  has 
been  especially  marked  in  the  physical  therapy 
and  occupational  therapy  categories.  It  is 


anticipated  that  a recent  increase  in  the  basic 
salary  to  $3,750  per  year  will  help  the  recruitment 
problem. 

A constant  challenge  to  the  medical  social 
workers  assigned  to  the  department  is  the  prob- 
lem of  disposition  of  patients  who  have  reached 
maximum  improvement  from  rehabilitation  and 
have  no  families  to  take  care  of  them.  It  is 
expected  that  in  the  near  future  there  will  be  a 
considerable  expansion  of  institutions  which  house 
patients  who  are  in  no  need  of  constant  medical 
supervision. 

Expansion  of  such  facilities  would  answer  the 
urgent  need  created  by  the  socioeconomic  prob- 
lems involved. 

Municipal  hospitals,  as  many  other  institutions, 
have  been  faced  with  an  increasing  percentage  of 
chronically  ill  and  aged  patients.  In  view  of  this 
inevitable  trend  there  will  be  a need  for  consider- 
able expansion  of  rehabilitation  services  in  the 
future. 

We  have  discussed  many  of  the  problems  which 
have  presented  themselves  in  the  course  of  the 
development  of  our  huge  program.  We  believe 
that  the  methods  we  have  adopted  to  meet  them 
are  applicable  elsewhere.  The  questions  as  to 
the  size  of  the  departments,  relations  with  other 
services,  medical  schools,  and  personnel  problems 
have  been  solved  adequately  in  the  New  York 
City  municipal  hospitals. 
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MICHAEL  A.  BUCCERI,  M.D.,  D.  JEANNE  RICHARDSON,  M.D.,  AND  E.  A.  ROVENSTINE,  M.D. 

( From  the  Anesthesia  Service , Bellevue  Hospital ) 


Since  the  advent  of  chlorpromazine  in  clinical 
medicine,  there  has  been  a continuous  search 
among  phenothiazine  derivatives  for  one  that  is 
less  toxic  but  with  a high  degree  of  therapeutic 
usefulness.  In  1954  Nieschulz  et  at.1  introduced 
Pacatal  which  is  N-methy]  piperidy  1-3-methyl 
phenothiazine.  He  and  others2  have  shown  both 
the  acute  and  chronic  toxicity  of  Pacatal  to  be 
less  than  chlorpromazine.  Many  German  and 
Danish  investigators,  as  well  as  Dechene3  in 
Canada,  have  employed  the  drug  and  considered 
it  a useful  clinical  tool.  The  present  investiga- 
tion was  undertaken  to  gain  first-hand  informa- 
tion of  its  action  and  effects. 

Pacatal  alone  and  in  combination  with  other 
drugs  was  given  to  a total  of  258  carefully  ob- 
served patients.  There  were  103  males  and  155 
females  in  this  group,  and  their  ages  ranged  from 
seventeen  to  eighty-nine  years.  Nine  of  these 
were  in  their  teens,  and  six  were  past  eighty. 
Their  physical  status  was  fair  or  good  in  all  except 
seven  cases.  These  seven  were  classified  as  poor 
risks  but  were  not  considered  moribund.  No 
patient  in  shock  received  Pacatal. 

The  dosage  ranged  from  50  to  350  mg.  given 
either  immediately  before  surgery  or  in  divided 
doses  the  night  before  and  on  the  morning  of 
surgery. 

The  route  of  administration  was  either  oral  or 
intramuscular.  A few  patients  received  the  drug 
by  intravenous  injection.  The  optimum  dose  was 
found  to  be  approximately  one  mg.  per  pound  of 
body  weight.  Allowance  must  be  made  for  obese 
individuals  and  those  whose  physical  status  is 
impaired  by  age  or  disease.  The  majority  of 
patients  received  100  mg.  in  divided  doses  when 
a barbiturate  or  narcotic  was  being  given  and  200 
mg.  in  divided  doses  when  Pacatal  was  given 
without  other  sedative  or  hypnotic  drugs. 
Larger  doses  of  300  or  350  mg.  were  given  to  24 
patients 

Pacatal  alone  was  given  to  67  patients.  It  was 
combined  with  a belladonna  derivative  in  25, 
with  a belladonna  derivative  and  a narcotic  such 
as  meperidine  in  32,  and  with  a belladonna  deriva- 
tive and  a barbiturate  in  134. 


The  anesthetic  agents  and  technics  were  varied. 
Forty-eight  patients  received  spinal  or  regional 
anesthetic  and  the  remainder  general  anesthetic. 
The  general  anesthetic  agents  used  were  cyclo- 
propane, ether,  nitrous  oxide,  intravenous  bar- 
biturates, and  in  a few  cases,  Viadril.  Hypo- 
thermia was  induced  in  two  patients. 

All  types  of  surgical  procedures  were  performed 
on  these  patients  from  curettage  of  the  uterus  to 
mitral  commissurotomy.  There  were  12  intra- 
thoracic  operations  which  included  two  mitral 
commissurotomies,  one  resection  of  a coarctation 
of  the  aorta,  and  one  resection  of  an  aneurysm  of 
the  left  innominate  artery.  The  duration  of 
anesthesia  varied  from  ten  minutes  to  ten  hours. 

Observations 

When  Pacatal  alone  was  used  as  premedica- 
tion, less  than  half  the  patients  were  considered 
to  have  adequate  sedation,  and  some  40  per  cent 
had  moderate  to  marked  oral  and  pharyngeal 
secretions.  One  patient  had  copious  secretions 
and  developed  severe  laryngospasm  during  induc- 
tion causing  the  operation  to  be  canceled.  When 
a belladonna  derivative  in  doses  of  0.2  to  0.3  mg. 
was  administered  in  addition  to  Pacatal,  oro- 
pharyngeal secretions  were  minimal. 

In  the  patients  to  whom  a barbiturate  or 
hypnotic  was  given  also,  there  was  a reduction  in 
the  amount  of  either  of  these  drugs  necessary  to 
produce  adequate  sedation.  Meperidine,  25  to 
50  mg.,  or  50  to  100  mg.  of  either  pentobarbital 
or  secobarbital  given  in  addition  to  the  Pacatal 
and  belladonna  derivative  effected  adequate 
sedation  in  most  instances. 

There  were  four  patients  for  whom  the  sedation 
was  considered  excessive.  One  of  these,  a sixty- 
eight-year-old  female,  received  50  mg.  of  Pacatal 
and  0.4  mg.  of  atropine  one  hour  preoperatively. 
She  remained  unconscious  during  a three-hour 
operation  for  the  insertion  of  a Smith-Petersen 
nail  in  a fractured  femur  during  spinal  anesthesia. 
There  were  no  changes  in  other  vital  signs  during 
the  operation,  and  two  hours  postoperatively  she 
was  alert. 
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The  second  was  an  eighty-six-year-old  female 
who  by  mistake  was  given  25  mg.  of  meperidine, 
60  mg.  of  sodium  phenobarbital,  and  0.4  mg.  of 
atropine  in  addition  to  two  doses  of  50  mg.  of 
Pacatal.  She  was  difficult  to  arouse  when  she 
arrived  in  the  operating  room.  However,  she 
tolerated  a two  and  one-half  hour  operation  for 
the  insertion  of  a Moore  prosthesis  in  her  left  hip 
during  nitrous  oxide-oxygen-thiopental  anes- 
thesia. Two  hours  postopera tively  she  was  still 
very  depressed. 

The  third  patient  was  a sixty-five-year-old 
male  diabetic  who  received  two  doses  of  100  mg. 
of  Pacatal,  100  mg.  of  pentobarbital,  and  0.4 
mg.  of  atropine  as  preoperative  medication.  On 
arriving  in  the  operating  room  his  respirations 
were  irregular,  and  he  was  difficult  to  arouse. 
A supracondylar  amputation  was  performed  during 
nitrous  oxide-oxygen  anesthesia  and  he  reacted 
satisfactorily  within  thirty  minutes. 

The  fourth  patient  was  a forty-two-year-old, 
200-pound  male  who  received  two  doses  of  100 
mg.  of  Pacatal,  75  mg.  of  meperidine,  and  0.4  mg. 
of  atropine  preoperatively.  He  was  extremely 
drowsy  on  arrival  in  the  operating  room  and 
slept  through  a one  and  one-half  hour  hernior- 
rhaphy during  spinal  anesthesia.  His  postopera- 
tive course  was  uneventful. 

There  were  no  significant  changes  in  the  pulse, 
respiratory  rate,  or  body  temperature.  The 
blood  pressure  dropped  10  to  20  mm.  Hg,  at  no 
time  alarming,  in  about  one  third  of  the  patients 
who  received  either  oral  or  intramuscular  Pacatal. 
When  Pacatal  was  given  intravenously  in  12.5  or 
25  mg.  doses,  the  blood  pressure  fell  not  more  than 
30  mm.  Hg  in  any  instance.  The  hypotension 
was  adequately  treated  with  ephedrine. 

In  the  intrathoracic  operations  there  was  no 
difference  in  the  course  of  the  anesthesia  from 
those  cases  in  which  no  Pacatal  had  been  given. 

In  the  two  cases  of  hypothermia,  Pacatal  50 
mg.  (intramuscular)  was  given  the  night  before 
and  repeated  the  morning  of  surgery,  and  25  mg. 
doses  (intravenous)  were  repeated  several  times 
during  the  cooling  phase.  There  was  no  increase 
in  the  rate  of  cooling  above  that  usually  seen 
when  only  the  ice-water  mattress  and  ice  bags 
are  used.  In  addition,  the  rate  of  cooling  was 
slower  than  that  achieved  when  chlorpromazine  is 
used  to  accelerate  the  cooling  process. 

There  seemed  to  be  some  potentiation  of 
anesthetic  drugs  employed  intravenously  or  by 
inhalation,  since  it  was  the  impression  that  a 


smaller  amount  was  required  than  would  have 
been  ordinarily  needed  in  our  experience. 

The  postoperative  course  of  the  patients  in  this 
series  was  generally  much  the  same  as  with  the 
usual  types  of  premedication  except  that  the 
incidence  of  nausea  and  vomiting  seemed  to  be 
reduced.  Only  about  12  per  cent  of  the  patients 
had  any  postoperative  nausea  or  vomiting. 

There  were  two  deaths  in  this  series,  neither 
of  which  can  be  specifically  attributed  to  Pacatal. 
One  occurred  during  a repeat  mitral  commis- 
surotomy in  which  ventricular  fibrillation  began 
during  manipulation  of  the  heart.  Subsequent 
electrical  defibrillation  and  massage  failed  to  re- 
store spontaneous  rhythm.  The  other  death 
occurred  after  premedication  with  Pacatal  had 
been  given  but  before  anesthesia  or  surgery  had 
been  started.  The  patient  was  an  eighty-seven- 
year-old,  200-pound  female  with  an  intratro- 
chanteric  fracture  of  the  femur  who  had  wheezing 
breath  sounds  in  both  lungs  and  was  disoriented. 
Hemoglobin  was  8 Gm.  She  was  on  aminophyl- 
line  medication  and  required  frequent  orotracheal 
suctioning  for  removal  of  secretions.  Pacatal  150 
mg.  was  given  at  bedtime.  Three  hours  later  an 
intramuscular  dose  of  25  mg.  of  chlorpromazine 
was  administered,  because  she  was  very  loud  and 
active.  At  6 : 30  a.m.  1 50  mg.  of  Pacatal  was  given 
orally,  and  at  7:00  a.m.  0.3  mg.  of  atropine. 
When  the  Thomas  splint  was  applied  at  7:00 
a.m.  a slight  amount  of  dyspnea  was  noticed. 
When  the  patient  arrived  in  the  operating  room 
at  7:35  a.m.,  she  was  extremely  dyspneic,  and  a 
blood  pressure  reading  could  not  be  obtained. 
Her  respirations  suddenly  ceased.  An  oro- 
tracheal tube  was  inserted,  and  artificial  respira- 
tion with  oxygen  was  performed.  The  patient 
was  pronounced  dead  at  8:00  a.m. 

Both  these  patients  were  extremely  poor  risks 
and  would  in  all  probability  not  have  survived 
under  any  circumstances.  However,  in  the  mitral 
commissurotomy,  the  Pacatal  certainly  did  not 
protect  against  an  arrhythmia  as  some  other  in- 
vestigators have  claimed.4  In  the  case  of  the 
woman  with  the  fractured  hip,  the  dose  of  Pacatal 
may  have  been  too  great  for  a person  of  her  age 
and  physical  condition  despite  her  weight. 

Conclusions 

Pacatal,  when  given  alone  in  the  doses  used 
here  as  preoperative  medication,  has  an  extremely 
unpredictable  sedative  effect  and  in  40  per  cent 
of  this  series  it  had  no  antisecretory  effect.  In 
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reports  where  larger  doses  have  been  used,  a 
satisfactory  sedative  effect  has  been  observed 
regularly.6 

When  given  in  combination  with  a belladonna 
derivative  and  either  a barbiturate  or  a narcotic, 
it  seems  to  enhance  the  sedative  action  of  the 
other  drugs,  enabling  smaller  doses  to  be  given. 
It  also  seems  to  decrease  the  amount  of  intra- 
venous or  inhalation  anesthetic  agent  necessary 
to  produce  adequate  anesthesia. 

Its  effect  on  the  circulatory  system  is  minimal, 
causing  only  a slight  drop,  if  any,  in  the  blood 
pressure  when  given  by  the  oral  or  intramuscular 
routes.  When  given  intravenously,  it  consist- 
ently causes  a drop  in  blood  pressure  of  from  10 


to  30  mm.  Hg. 

It  causes  no  appreciable  change  in  the  body 
temperature. 

There  seems  to  be  a reduction  in  the  incidence 
of  postoperative  nausea  and  vomiting  when 
Pacatal  has  been  given  preoperatively. 
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Recently  in  literature  we  have  seen  reports 
about  the  use  of  a new  ultrashort  acting 
barbiturate,  methitural  sodium.1  In  administer- 
ing this  drug  to  140  patients  we  have  confirmed 
those  favorable  characteristics,  such  as  rapid 
recovery  time,  less  hangover,  etc.,  reported  by 
others.  At  this  time  we  shall  discuss  two 
urticarial  reactions  following  its  administration.2 

Case  Reports 

Case  1. — A twenty-five-year-old,  white  male  was 
admitted  with  a fracture  of  the  zygoma.  He  had  a 
past  history  of  allergy  to  penicillin.  A Gillies  pro- 
cedure was  done  under  general  anesthesia.  The 
larynx  was  anesthetized  transtracheally  with  5 per 
cent  Cyclaine.  A number  8 Davol  plastic  catheter 
was  passed  nasally  into  the  trachea  after  which  250 
mg.  of  0.5  per  cent  Pentothal  were  given  intrave- 
nously together  with  nitrous  oxide  and  oxj^gen.  At 
this  time  the  infusion  of  Pentothal  was  discontinued 
and  an  infusion  of  0.5  per  cent  methitural  sodium 
substituted.  Shortly  thereafter  an  urticarial  rash 
made  up  of  reddish  wheals  appeared  over  the  face, 
neck,  and  upper  chest.  The  methitural  sodium  was 
immediately  discontinued  and  Pentothal  started 
again.  During  the  next  twenty  minutes  the  rash 
receded,  and  toward  the  end  of  the  procedure  it  dis- 
appeared completely. 

Case  2. — A twenty-nine-year-old,  white  male  was 
scheduled  for  a subtotal  gastrectomy  for  duodenal 
ulcer  under  general  anesthesia.  He  had  a past 
history  of  asthma  and  eczema  at  the  age  of  six  and 
would  break  out  in  a rash  when  a sulphur  ointment 
was  applied  for  treatment  of  the  eczema.  As  an 
adult  he  had  had  hay  fever.  Three  weeks  prior  to 
operation  he  developed  an  urticarial  rash  during  the 
course  of  a blood  transfusion. 

After  the  throat  was  sprayed  with  5 per  cent  Cy- 
claine, the  patient  was  induced  with  0.5  per  cent 
methitural  sodium.  Approximately  100  cc.  of  suc- 
cinylcholine  were  added  to  facilitate  the  intubation, 
and  an  endotracheal  tube  was  inserted  under  direct 
vision.  At  this  time  a punctate  eruption  appeared 
over  the  face,  neck,  and  shoulders  and  rapidly 
changed  into  irregularly  raised  wheals.  The  me- 

* The  methitural  used  is  produced  by  the  Schering  Cor- 
poration, Bloomfield,  New  Jersey,  under  the  trade  name  of 
Neraval  Sodium. 

t Dr.  Spielberger  is  associated  with  the  Beth  David  Hos- 
pital, New  York  City. 


thitural  sodium  was  discontinued,  and  20  mg.  of 
Benadryl  were  given  intravenously.  The  rash  dis- 
appeared in  about  thirty  minutes,  and  no  sign  of  it 
existed  at  the  end  of  the  operation.  The  infusion 
of  succinylcholine  was  resumed  at  the  end  of  the 
operation,  and  the  rash  did  not  reappear. 

Postoperatively  intradermal  skin  tests  with  a 
1 : 10  dilution  of  0.5  per  cent  Neraval  were  done,  and 
each  patient  showed  a 1-plus  reaction.  There  was 
no  reaction  in  either  patient  to  succinylcholine  or 
Cyclaine  administered  intradermally.  The  throat 
of  each  patient  was  sprayed  with  5 per  cent  Cyclaine, 
and  no  reaction  occurred. 

Comment 

In  both  patients  the  significant  feature  was  a 
history  of  allergy.  The  reaction  in  each  case  was 
mild  and  localized  to  the  upper  part  of  the  body, 
and  it  disappeared  when  the  drug  was  dis- 
continued. 

A review  of  the  literature  revealed  no  reports 
of  similar  reactions  to  methitural  sodium. 
There  is  mention  in  the  literature  of  urticaria 
following  the  use  of  thiopental. 2 ~7  These 
reactions  seem  to  be  less  precipitous  in  develop- 
ing and  more  persistent  than  what  we  have  seen 
with  methitural.  With  the  exception  of  the  case 
reported  by  Hayward  and  Keister8  they  all  had 
a benign  course.  The  last  mentioned  case  was 
complicated  bj^  laryngeal  edema  which  required 
energetic  treatment. 

Summary 

If  we  may  draw  conclusions  from  our  two 
cases,  the  incidence  rate  of  urticarial  reactions 
after  using  methitural  may  be  greater  than  that 
from  thiopental  which  has  been  said  to  be 
exceedingly  rare.  It  is  mandatory  to  search 
carefully  for  allergic  history  prior  to  the  ad- 
ministration of  this  drug.  This  ties  in  very  well 
with  the  observation  that  urticarial  reactions  are 
two  and  one-half  times  more  common  in  persons 
with  a history  of  asthma  or  hay  fever.9  The 
possibility  of  more  serious  allergic  complications 
such  as  bronchiolar  spasm  or  angioneurotic  edema 
should  be  borne  in  mind. 

Because  of  the  two  cases  reported  in  this 
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paper  we  no  longer  use  Methitural  Sodium  in 
patients  who  give  a history  suggestive  of  allergy. 
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Acute  Appendicitis  in  Situs  Inversus 

ALBERT  LESSER,  M.D.,  F.A.C.S.,  FOREST  HILLS,  NEW  YORK,  AND  HYMAN  ZUCKERMAN,  M.D., 

F.A.C.C.,  REGO  PARK,  NEW  YORK 

{From  Forest  Hills  General,  Forest  Hills ) 


Any  evaluation  which  will  reduce  the  possi- 
bility of  error  in  diagnosis  of  an  acute 
surgical  condition  within  the  abdomen  is  of 
definite  importance.  The  fact  that  the  incidence 
of  complete  situs  inversus  is  reported  to  be  about 
1:8,000  or  10,000  makes  for  a considerable 
possibility  of  such  error  in  surgical  diagnosis.  In 
a statistical  review  of  76  cases  of  situs  inversus  at 
the  Mayo  Clinic  with  special  reference  to  disease 
of  the  biliary  tract,1  it  was  found  that  47  per 
cent  of  these  76  patients  underwent  surgical 
treatment  at  the  clinic  or  elsewhere.  Since 
any  one  surgeon  will  rarely  have  occasion  to 
observe  more  than  an  occasional  case  in  a life- 
time of  practice,  it  is,  of  course,  important  that 
carefully  detailed  information  as  to  the  precise 
history  and  physical  findings  of  each  such  case 
be  carefully  reported.  Furthermore,  since  there 
is  a relative  scarcity  of  cases  reported  in  the 
literature,  it  certainly  seems  of  value  to  report 
every  such  case  encountered  and  thereby  to 
point  up  the  importance  of  considering  the 
possibility  of  situs  inversus  in  the  examination  of 
all  patients. 

In  the  case  reported  here  there  was  an  oppor- 
tunity to  discover  the  existence  of  this 
condition,  and  with  proper  studies  made  in 
advance  the  correct  surgical  diagnosis  was 
readily  made  when  the  patient  presented  herself 
with  the  clinical  picture  of  an  acute  condition 
within  the  abdomen.  As  revealed  by  a survey 
of  the  cases  previously  reported  in  the  literature, 
this  problem  has  been  concerned  most  often  with 
acute  appendicitis  but  has  also  involved  the 


problem  of  gallbladder  disease,  volvulus,  intes- 
tinal obstruction,  etc. 

Case  Report 

A thirty-seven-year-old,  married  female  was  first 
seen  by  Dr.  Zuckerman  in  May,  1954,  with  a history 
of  having  had  recurring  episodes  of  pain  in  the  right 
upper  quadrant  of  the  abdomen  for  several  months. 
On  each  of  these  occasions  the  physician  who  had 
seen  her  had  made  a tentative  diagnosis  of  acute 
gallbladder  disease,  rendered  symptomatic  treat- 
ment, but  carried  out  no  further  diagnostic  studies. 
At  the  time  of  the  first  routine  physical  examination 
in  May,  1954,  it  was  noted  that  the  maximum  car- 
diac apical  beat  was  not  on  the  left,  and  on  fluoro- 
scopic examination  a dextrocardia  was  discovered. 
An  electrocardiogram  verified  the  finding.  All  other 
physical  findings  were  grossly  negative  at  this  time. 
Two  weeks  later  the  patient  had  a recurrence  of  her 
abdominal  pain,  and  x-ray  studies  were  done.  A 
gallbladder  series  showed  a normal  gallbladder  in  the 
left  upper  quadrant  of  the  abdomen.  Gastro- 
intestinal series  revealed  a complete  situs  inversus, 
and  it  was  noted  that  the  appendix  did  not  visualize. 

After  the  x-ray  studies  the  patient  was  not  seen 
until  August  17,  1954,  when  she  experienced  another 
episode  of  abdominal  pain.  When  the  patient  was 
seen  shortly  after  onset  of  the  pain,  pain  and  local 
findings  were  most  prominent  in  the  right  upper  and 
right  lower  quadrants  of  the  abdomen,  simulating 
the  previous  episodes.  After  a period  of  observa- 
tion, however,  symptoms  and  evidence  of  localized 
tenderness,  and  rebound  and  muscle  guarding  became 
definitely  more  prominent  in  the  left  lower  quadrant 
of  the  abdomen.  There  was  leukocytosis  and 
low-grade  fever.  On  the  basis  of  the  findings  and 
the  known  existence  of  a complete  situs  inversus,  a 
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diagnosis  of  acute  left-sided  appendicitis  was  made. 
Surgical  approach  was  made  through  a left  lower 
quadrant,  oblique,  muscle-splitting  incision.  An 
acute,  suppurative,  nonperf orated  appendix  was 
removed.  The  patient  made  an  uneventful  con- 
valescence. 

Comment 

The  only  available  collected  statistics  in  the 
literature  with  respect  to  appendicitis  in  situs 
inversus  are  those  in  an  article  by  Blegen* 1 2  in 
1949.  The  author  reports  99  patients  operated 
on,  with  appendectomy  in  77  cases,  and  drainage 
of  appendiceal  abscess  in  three.  The  nature  of 
the  procedure  was  not  clear  in  five  of  the  other 
19  cases  and  “the  appendix  was  not  found’  ’ in 
14  cases.  This  review  emphasizes  the  errors 
that  have  been  made  because  the  condition  of 
situs  inversus  was  not  recognized,  with  obvious 
evidence  of  clinical  confusion  in  38  cases  in 
which  the  situs  inversus  was  not  recognized 
prior  to  surgery,  i.e.,  location  of  pain,  placement 
of  incision,  necessity  for  second  incisions,  and  mis- 
interpretation of  signs  and  symptoms.  Further- 
more, it  is  apparent  that  although  the  condition 
can  be  recognized  by  physical  examination  alone, 
statistics  indicate  that  it  is  usually  overlooked 
unless  x-rays  have  been  made  prior  to  or  at  the 
time  of  investigation  of  the  surgical  problem. 

Only  two  additional  reported  cases  were 
found  in  reviewing  the  literature,  one  by  Richard3 
in  1950  and  the  other  by  Winter  and  Dyk4  in 
1953,  bringing  the  total  to  101  cases  prior  to  this 
article. 

The  problem  of  pain  projection  requires  some  ' 
consideration.  Some  patients  complain  of  pain 
on  the  side  of  the  body  opposite  to  that  of  the 
location  of  the  diseased  organ.  In  some  cases 
there  was  discomfort  noted  on  both  sides  of  the 
body.  Although  the  mechanisms  of  visceral  pain 
perception  are  not  absolutely  understood,  the 
evidence  suggests  that  in  situs  inversus,  although 
the  viscera  are  transposed,  the  component  parts 
of  the  nervous  system  are  not  reversed.  Therefore, 
it  is  reasonable  to  assume  that  innervation  will 
remain  the  same  regardless  of  the  position  of  the 
viscera.  It  is  probable  that  the  original  pain 
projection  in  a case  of  appendicitis  will  occur  on 
the  right  side  but  that,  as  the  pathologic  process 
progresses  locally,  the  maximum  tenderness 
and  physical  findings  will  undoubtedly  develop 
directly  over  the  site  of  the  diseased  organ. 


As  reviewed  by  Capone  and  Miller,5  according 
to  various  investigators,  the  cecum,  up  to  the 
third  month  of  intra-uterine  life,  is  located  in  the 
left  iliac  fossa.  Rotation  of  the  cecum  then 
occurs,  and  it  ascends  to  locate  itself  in  the  right 
iliac  fossa.  When  the  phenomenon  is  complete, 
the  right  colon  crosses  the  duodenum  in  the 
upper  abdomen,  and  the  ileum  enters  the  cecum 
from  the  left  side  to  the  right.  If  failure  or 
arresting  of  the  process  occurs  at  any  point,  this 
would  determine  the  position  of  the  appendix. 
The  appendix  itself  frequently  varies  in  location 
despite  an  essentially  normal  position  of  the 
cecum,  as  in  the  case  of  an  abnormally  long 
appendix  which  may  cross  the  pelvis  to  lie  with 
its  tip  on  the  left  side  of  the  abdomen,  or  a 
normally  located  appendix  but  extremely  mobile 
cecum,  whereby  the  appendix  is  diverted  to  the 
left  side. 

It  becomes  fairly  obvious,  therefore,  that  the 
anatomic  causes  of  left-sided  appendicitis  may 
be: 

1.  A transposition  of  viscera  (complete  situs 
inversus) . 

2.  A primary  solitary  transposition  of  the 
cecum. 

3.  An  essentially  normal  anatomic  relation- 
ship altered  by  an  extremely  mobile  cecum 
(appendix  diverted  to  the  left  side) . 

4.  An  excessively  long  appendix  (the  tip 
extending  behind  the  bladder  through  the  pelvis 
and  pointing  to  the  left  side) . 

Acknowledgment.- — -The  authors  would  like  to  acknowl- 
edge the  valuable  assistance  of  Mrs.  Elizabeth  Beazly. 

Summary 

A case  of  acute  appendicitis  in  situs  inversus, 
clinically  recognized  prior  to  surgery,  is  reported 
in  order  to  emphasize  the  necessity  for  an 
awareness  of  the  definite  incidence  of  this  con- 
dition and  its  importance  in  evaluating  an  acute 
surgical  condition  of  the  abdomen.  Obviously, 
the  opportunity  for  recognizing  this  condition 
presents  itself  primarily  to  the  family  ph3'Sician. 
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Abdominal  Aortic  Aneurysms 

The  direct  surgical  approach  to  abdominal 
aortic  aneurysms,  made  possible  by  the  advent  of 
arterial  homografts  and  more  recently  plastic 
prostheses,  has  rendered  the  treatment  of  this 
formerly  highly  lethal  disease  relatively  safe  and 
effective.  Estes,54  in  reviewing  102  cases  of 
abdominal  aortic  aneurysms,  demonstrated  that 
33  per  cent  of  this  group  were  dead  within  one 
year  and  90  per  cent  dead  within  eight  years. 
This  compared  to  a 35  per  cent  mortality  at  the 
end  of  eight  years  in  a similar  age  group  in  the 
normal  population.  He  concluded  that  63.3  per 
cent  of  patients  with  abdominal  aortic  aneurysms 
succumbed  to  the  complications  associated  with 
these  aneurysms.  In  Szilagyi’s55  series  of  38 
cases,  61.6  per  cent  of  the  patients  died  as  a 
direct  result  of  their  aneurysms.  The  latter 
series  demonstrated  a three-fold  increase  in  the 
mortality  of  symptomatic  over  asymptomatic 
aneurysms.  Kampmeier56  concluded  that  the 
majority  of  patients  with  arteriosclerotic  aortic 
aneurysms  were  dead  within  six  months  of  the 
onset  of  symptoms. 

Aneurysms  of  the  aorta  may  be  of  traumatic, 
syphilitic,  mycotic,  or  arteriosclerotic  origin. 


Those  of  the  abdominal  aorta  are  mainly  arterio- 
sclerotic. In  Blakemore  and  Voorhees’57  series 
of  124  abdominal  aneurysms,  114  were  arterio- 
sclerotic and  ten  syphilitic.  Of  Estes’54  102  cases 
of  abdominal  aneurj^sms,  97  were  arteriosclerotic 
and  three  syphilitic.  Mycotic  aneurysms  as  a 
complication  of  subacute  bacterial  endocarditis, 
and  cryptococcosis  have  been  reported.  The 
arteriosclerotic  aneurysms,  unlike  the  syphilitic 
and  mycotic,  are  usually  fusiform  in  shape  and 
very  fortunately  occur  in  the  lower  end  of  the 
abdominal  aorta  below  the  origin  of  the  renal 
vessel.  Szilagyi  et  al.hh  reported  10  to  15  per 
cent  of  all  lesions  encroaching  on  the  renal 
arteries,  and  Crane58  reported  three  of  44  aneu- 
rysms with  involvement  above  the  renal  vessels. 
Because  of  the  fusiform  character  of  the  aneu- 
rysms as  well  as  the  spaciousness  of  the  abdominal 
cavity,  erosion  of  the  lumbar  vertebrae  is  very 
rarely  seen  in  this  disease.  Aortography  usually 
reveals  a near-normal  channel  because  the  wall 
of  the  aneurysm  is  usually  lined  with  laminated 
clot.  The  inadequacy  of  the  clot  as  a re-enforc- 
ing  mechanism  is  attested  to  by  the  high  incidence 
of  rupture. 

In  Blakemore’s  and  Estes’  series  approximately 
one  third  of  the  patients  with  abdominal  aneu- 
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rysms  were  asymptomatic.  The  aneurysms  were 
discovered  during  an  examination  for  other 
causes.  Pain  was  a major  complaint  in  83  of  107 
patients  seen  at  the  New  York  Hospital  over  a 
ten-year  period.59  Bahnson60  reported  pain  in 
seven  of  his  14  patients  treated  surgically,  six  of 
whom  required  narcotics  or  lost  weight.  The  pain 
was  described  as  midabdominal  or  lumbar,  occa- 
sionally radiating  down  the  thighs.  Abdominal 
throbbing  and  a mass  were  noted  in  all  Bahnson’s 
patients. 

The  presence  of  an  expansile,  pulsatile  mass  in 
the  midabdomen  is  pathognomonic  of  aortic 
aneurysm.  Occasionally  retroperitoneal  tumors 
or  sarcomatous  infiltration  of  the  small  bowel 
mesentery  may  present  as  a pulsatile  mass.  A 
flat  film  of  the  abdomen  demonstrating  a rim  of 
calcification  in  the  region  of  the  aorta  confirms 
the  diagnosis.  The  prime  value  of  aortography 
is  in  determining  whether  the  renal  vessels  are 
involved,  since  in  the  presence  of  the  latter,  surgi- 
cal therapy  carries  a much  higher  mortality  rate 
and  may  not  be  indicated  in  the  poor  risk  patient. 

Szilagyi55  reported  an  over-all  mortality  of  20 
per  cent  in  38  patients  and  DeBakey61  reported  a 
16  per  cent  mortality  for  the  group  below  sixty 
years  of  age  and  a 32  per  cent  mortality  for  the 
group  over  sixty  years  of  age.  An  analysis  of  the 
13  deaths  in  the  latter  series  showed  that  seven 
were  due  to  severe  coronary  disease,  four  to  renal 
failure,  one  to  pulmonary  infarct,  and  one  to 
rupture  of  the  graft.  The  association  of  significant 
arteriosclerotic  disease  with  aortic  aneurysm  has 
been  noted  by  many,55-60-61  and  it  is  at  once  appar- 
ent that  the  mortality  in  many  of  the  series  is  due 
to  the  effects  of  arteriosclerosis  elsewhere  in  the 
body.  Careful  case  selection  becomes  manda- 
tory. Patients  in  whom  pain  and  abdominal  dis- 
comfort are  present  are  candidates  for  surgery 
unless  a serious  contraindication  exists.  It  is  in 
this  group  that  the  mortality  from  rupture  is 
highest.  Rupture  of  an  aortic  aneurysm  is  an 
urgent  indication  for  intervention.  It  is  the 
asymptomatic  patient  who  presents  the  most 
difficult  problem.  Surgery  is  usually  indicated 
when  an  aortogram  shows  a thin-walled  aneurysm 
or  a suspected  area  of  weakness. 

Methods  of  management  of  abdominal  aortic 
aneurysms  other  than  excision  and  replacement 
with  homograft  or  prosthesis  are  of  historical 
interest  only.  One  of  the  early  modes  of  therapy 
consisted  of  surrounding  the  aneurysm  with  a 
fibrogenic  or  reinforcing  material.  The  marked 


fibrogenic  qualities  of  cellophane  were  first 
demonstrated  in  1939  by  Page62  who  wrapped 
kidneys  in  cellophane  to  produce  hypertension. 
Yeager  and  Cowley35  later  demonstrated  that  the 
active  ingredient  in  certain  cellophanes  was 
dicetyl  phosphate,  which  latter,  when  sprayed 
around  an  aneurysm,  induced  severe  fibrosis. 
Although  an  occasional  patient  is  reported 
“cured”  after  cellophane  wrapping,63  many  have 
subsequently  died  because  of  rupture  of  their 
aneurysm.  DeBakey  and  Cooley64  resected  five 
aneurysms  which  had  previously  been  wrapped. 
They  noted  that  in  two  patients  in  whom  poly- 
thene film  with  dicetyl  phosphate  had  been  used 
there  was  minimal  evidence  of  fibrosis  at  opera- 
tion. Kirklin  et  «Z.65  reported  18  cases  in  which 
the  aneurysm  was  mobilized  and  surrounded  with 
nonreacting  polyvinyl  sponge,  but  the  operation 
was  difficult  and  the  survival  no  better  than  with- 
out operation. 

Ligation  of  the  aorta  above  the  aneurysm  was 
practiced  by  Bigger,  Matas,  Elkin,  Pratt,  with 
poor  results.  Blalock  reported  30  ligations  of  the 
aorta  below  the  renal  arteries  with  a mortality  of 
83.3  per  cent.  In  many  cases  the  ligatures  cut 
through  the  wall  of  the  aorta  with  subsequent 
massive  intraabdominal  hemorrhage.  Blake- 
more66-67  devised  a method  of  progressive  constric- 
tive occlusion  of  the  aorta  using  an  elastic  band 
placed  over  fibrogenic  polyethylene,  and  he  com- 
bined this  with  wiring  and  electrothermic 
coagulation.  In  32  cases  there  was  an  immediate 
mortality  of  21.8  per  cent  with  three  deaths  due 
to  hemorrhage.67  Six  of  the  25  patients  followed 
died  from  rupture  of  the  aneurysm.  Wiring  of  the 
aneurysm  using  a fine  insulated  coin-silver  wire 
which  was  heated  after  introduction  was  first 
described  by  Blakemore  and  King.32  This 
method  is  now  outmoded  and  has  recently  been 
negated  by  Blakemore.68 

Reconstructive  obliterative  endo-aneurysmor- 
rhaphy  as  described  by  Matas36  ifi  1902  was  an- 
other method  of  historical  interest  but  was  fol- 
lowed by  equally  poor  results. 

The  successful  resection  by  Gross  and  Huf- 
nagel1  of  a coarctation  of  the  aorta  by  bridging 
the  defect  with  an  aortic  homograft  was  the  chief 
impetus  to  the  development  of  the  present-day 
surgery  of  abdominal  aortic  aneurysm.  The  sub- 
sequent development  of  vascular  prostheses  over- 
came the  problem  of  obtaining  and  storing  vascu- 
lar homografts.  It  made  possible  the  perform- 
ance of  this  operation  in  any  hospital  where  the 
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necessary  surgical  skill  existed.  Unlike  syphilitic 
aneurysms  where  tangential  excision  may  suffice, 
arteriosclerotic  aneurysms  necessitate  complete 
excision  of  the  involved  segment  with  subsequent 
bridging  of  the  defect  with  a homograft  or  a pros- 
thesis. Ideally,  the  entire  aneurysmal  wall 
should  be  excised,  but  because  of  the  marked 
adherence  of  the  aneurysm  to  the  inferior  vena 
cava,  it  has  been  recommended  that  the  adherent 
portion  be  left  in  situ.  However,  Bahnson60 
pointed  out  that  portions  of  aortic  wall  left 
behind  are  avascular  and  may  set  up  an  untoward 
foreign  body  reaction.  The  technic  of  dividing 
the  aorta  proximally  and  dissecting  the  adherent 
area  by  progressively  turning  down  the  lower  end 
of  the  aorta  has  rendered  freeing  of  the  aneurysm 
from  the  inferior  vena  cava  simpler  and  safer. 

Since  most  abdominal  aneurysms  start  below 
the  level  of  the  renal  vessels,  aortic  occlusions 
below  this  level  can  be  maintained  for  long 
periods  of  time.  DeBakey  and  Cooley64  reported 
an  average  occlusion  time  of  sixty  minutes,  with 
a range  of  forty-eight  to  one  hundred  and  two 
minutes.  There  were  no  sequelae  due  to  pro- 
longed occlusion.  Bahnson60  reported  an  occlu- 
sion of  one  hundred  and  fifty  minutes  without  any 
subsequent  difficulties.  With  periods  of  lesser 
occlusion  he  noted  three  patients  with  significant 
impairment  of  lower  extremity  circulation  requir- 
ing amputation  for  gangrene  in  two  and  for  pain 
and  atrophy  in  one.  The  development  of  gan- 
grene and  atrophy  are  probably  related  to  the 
development  of  thrombi  in  the  divided  iliac 
vessels.  The  instillation  of  heparin  into  each 
iliac  vessel  prior  to  occlusion  and  division  is  an 
effective  means  of  avoiding  thrombosis  during 
the  period  of  occlusion. 

Abdominal  aneurysms  extending  proximal  to 
the  renal  vessels  with  involvement  of  the  renal 
arteries,  superior  mesenteric,  and  coeliac  axis, 
present  a special  problem  in  management.  In 
order  to  minimize  the  effects  of  prolonged  occlu- 
sion, general  body  hypothermia  has  been 
utilized.  DeBakey  et  ah69  employed  this  method 
in  one  patient  who  necessitated  occlusion  of  both 
renal  arteries  for  one  hundred  and  five  minutes. 
Although  the  patient  survived  the  surgery,  he 
expired  on  the  seventh  postoperative  day,  and 
autopsy  disclosed  severe  renal  damage.  Another 
method  which  has  been  employed  to  decrease  the 
period  of  complete  arterial  occlusion  is  the  use  of 
a vascular  shunt  implanted  into  the  thoracic 
aorta  proximal  to  the  lesion  and  into  the  lower 


end  of  the  aorta  distally.  DeBakey  and  his 
associates69  employed  this  technic  using  a shunt 
of  Ivalon  with  a lumen  of  14  mm.  in  three  suc- 
cessful resections.  With  this  method,  the  period 
of  renal  artery  occlusions  were  from  fifteen  to 
forty-six  minutes,  of  superior  mesenteric  artery 
occlusion  from  thirty-six  to  forty-six  minutes,  of 
coeliac  artery  occlusion  from  forty-four  to  one 
hundred  and  sixteen  minutes,  and  of  mesenteric 
artery  occlusion  from  thirty-six  to  one  hundred 
and  two  minutes.  Recovery  in  all  three  cases 
was  complete,  and  there  was  no  evidence  of  spinal 
cord  damage.  Etheredge  and  his  associates70 
resected  successfully  an  aneurysm  of  the  upper 
abdominal  aorta  using  a polyethylene  shunt  with 
a 5 mm.  inside  diameter.  The  coeliac  and  supe- 
rior mesenteric  artery  were  each  occluded  for 
fifteen  minutes.  Postoperatively  there  was  no 
spinal  cord  damage,  but  a lower  nephron  nephro- 
sis developed  which  responded  to  treatment. 

The  suture  technic  employed  in  anastomosing 
host  to  donor  vessel  is  similar  to  the  technic 
employed  in  all  vascular  anastomoses.  A con- 
tinuous over-and-over  suture  of  4-0  or  5-0 
arterial  silk  is  used.  It  is  of  utmost  importance 
in  suturing  arteriosclerotic  vessels  that  the  needle 
be  passed  from  within  the  vessel  outwards  in 
order  to  avoid  separating  the  intima  from  the 
media.  This  avoids  the  possible  creation  of  a dis- 
secting hematoma  in  the  wall  of  the  vessel.  The 
instillation  of  saline  into  the  donor  vessel  prior  to 
release  of  clamps  may  demonstrate  gross  leaks  at 
the  line  of  the  suture  which  can  be  repaired  with 
interrupted  silk  sutures  prior  to  the  release  of 
the  occluding  clamps.  Minor  bleeding  at  the 
suture  lines  or  through  the  walls  of  the  prostheses 
is  transitory  and  easily  controlled  with  pres- 
sure. 

The  superiority  of  homografts  over  prostheses 
is  debatable.  Time  has  shown  that  the  implanted 
homografts  are  prone  to  degenerative  changes 
such  as  calcification  and  aneurysmal  dilatation. 
Prostheses,  on  the  other  hand,  are  occasionally 
more  difficult  to  handle  and  entail  the  loss  of 
considerable  quantities  of  blood  through  the 
pores.  In  the  experience  of  the  authors  the 
crimped  nylon  prothesis  described  by  Edwards 
and  Tapp71  has  been  used  most  often  and  found 
to  be  effective  and  safe. 

Rupture  of  an  abdominal  aortic  aneurysm  car- 
ries a high  mortality  and  demands  urgent  surgical 
treatment.  The  diagnosis  of  retroperitoneal 
rupture  is  documented  by  a history  of  sudden 
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severe  abdominal  or  flank  pain,  the  finding  of  an 
increasing  pulsatile  abdominal  mass,  and  the 
presence  of  shock  of  varying  degrees.  Flat  plate 
of  the  abdomen  is  confirmatory  if  a rim  of  calcifi- 
cation and  absent  psoas  shadows  are  demon- 
strated. The  duration  of  bleeding  may  vary 
from  several  hours  to  several  days.  Javid  et  al .,72 
in  a report  of  four  ruptured  aneurysms,  noted  the 
duration  of  bleeding  as  sixteen  hours,  thirteen 
days,  and  seven  days.  The  accepted  treatment 
in  these  cases  is  prompt  surgical  exploration, 
proximal  control  of  the  aorta  above  the  hema- 
toma, resection  of  the  ruptured  aneurysm,  and 
restoration  of  continuity  with  homograft  or 
prothesis.  Cooley73  recommends  suture  of  the 
omentum  around  the  graft  because  the  hema- 
tomatous  retroperitoneal  tissue  is  not  a good  sup- 
port for  the  graft.  Javid  reported  a 50  per  cent 
mortality  in  his  18  cases.  Shumacker74  found  a 60 
per  cent  mortality  in  his  five  cases.  In  spite  of 
the  high  mortality  operation  is  indicated,  since 
the  nonoperative  mortality  is  100  per  cent.  The 
hope  for  decreasing  the  surgical  mortality  lies 
primarily  in  the  earlier  diagnosis  of  this  emer- 
gency and  in  the  prompt  institution  of  surgical 
therapy. 

Abdominal  aneurysms  have  ruptured  not  only 
in  the  retroperitoneum  and  general  peritoneal 
cavity,  but  also  into  the  inferior  vena  cava  and 
gastrointestinal  tract.  Cooley73  and  Eiseman75 
reported  cases  wfith  rupture  into  the  inferior 
vena  cava.  The  aneurysms  wrere  resected  and 
the  defect  in  the  inferior  vena  cava  repaired. 
Both  of  these  surviving  patients  presented  the 
classical  findings  of  arterial-venous  fistulae  pre- 
operatively.  Hirst  and  Affeldt76  reported  eight 
cases  of  rupture  of  an  abdominal  aneurysm  into 
the  duodenum  producing  massive  gastrointestinal 
hemorrhage  and  Roll  and  Caudell77  reported  two 
similar  cases.  Pomerantz,78  in  reporting  43  cases 
of  rupture  of  aneu^sms  into  hollow  viscera,  noted 
the  duodenum,  stomach,  jejunum,  and  ileum  to 
be  the  organs  involved  in  that  order.  Although 
many  of  these  cases  will  die  of  exsanguinating 
hemorrhage,  immediate  exploration  and  aortic 
resection  is  indicated  for  those  who  survived  the 
initial  insult. 

Dissecting  Aneurysm 

More  than  a century  ago  the  great  French 
teacher,  Rene  Laennec,  first  used  the  term 
“aneurysme  dissequent”  to  describe  the  dissec- 
tion of  the  intima  of  the  aorta  by  an  enlarging 


hematoma.  Recently  Burchell79  suggested  the 
name,  “dissecting  hematoma.”  The  incidence 
has  been  recorded  by  many  authors  in  autopsy 
studies  as  varying  somewhere  between  1 to  0.1 
per  cent.  However,  the  diagnosis  has  been  made 
more  frequently  during  the  last  few  3rears.  There 
is  no  disagreement  about  the  severity  of  this  dis- 
ease. DeBakejq80  in  an  editorial,  has  un- 
equivocally stated  that  “dissecting  aneurysm  of 
the  aorta  is  associated  with  a grave  prognosis — 
its  course  being  rapidly  fatal  in  over  75  per  cent 
of  the  cases.”  In  the  series  reported  by  Weiss, 
Kinney,  and  Maher81  only  approximately  20  per 
cent  survived  for  a significant  period  of  time. 
Levinson,  Edmeades,  and  Griffith82  felt  that  one 
third  of  their  patients  did  not  survive  the  first 
forty-eight  hours  after  the  onset  of  the  dissec- 
tion and  that  another  one  third  was  dead  within 
one  to  three  weeks.  Approximately  25  per  cent 
of  their  patients  survived  periods  exceeding 
three  months. 

Burchell79  has  pointed  out  that  it  might  be 
proper  to  use  the  word  “always”  in  describing 
the  presence  of  hypertension  in  individuals  who 
eventually  suffer  a dissecting  aneur}'sm.  He 
adds,  however,  that  among  younger  patients 
there  are  some  who  do  not  have  any  evidence  of 
hypertension.  All  of  the  cases  of  Warren,  Beck- 
with, and  Muller83  were  reported  as  being  hj^per- 
tensive. 

Pregnancy  is  not  uncommonly  associated  with 
aortic  dissection  in  females.  Schnitker  and 
Bayer84  found  that  about  50  per  cent  of  their 
cases  of  aortic  dissection  in  females  occurred  in 
pregnant  women.  It  is  not  knowm  what  changes 
occur  in  pregnancy  which  predispose  to  dissecting 
aneurysm. 

It  has  been  pointed  out  that  Marfan’s  syn- 
drome  may  be  associated  with  dissecting  aneu- 
rysm.85 Dissecting  aneurysms  have  been  pro- 
duced experimentally  in  rats  fed  aminonitrites, 
and  in  some  cases  rupture  has  ensued.86-87  Histo- 
logically, medial  degeneration  is  usually  associ- 
ated with  dissecting  aneurysm.  In  the  past 
syphilis  has  been  considered  an  etiologic  factor  in 
the  formation  of  a dissecting  aneur}rsm,  but 
Burchell79  has  pointed  out  that  this  cannot  be 
true,  since  the  lesion  of  chronic  sy^philis  would 
probably  tend  to  prevent  aortic  dissection.  In 
Shennan’s88  excellent  series  of  218  cases,  athero- 
sclerosis was  not  felt  to  be  an  important  etiologic 
factor,  although  in  a small  percentage  (about 
2V2  per  cent)  of  aortas,  the  site  of  rupture  was 
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near  an  atheromatous  plaque. 

Most  frequently  the  rupture  occurs  in  the  arch 
of  the  aorta,  usually  not  far  from  the  aortic 
valve.  Burchell79  felt  that  all  dissecting  hema- 
tomas began  with  hemorrhage  from  the  vasa 
vasorum  and  the  intimal  break  was  secondary. 
He  could  not  exclude,  however,  the  possibility  of 
an  intimal  tear  as  a result  of  a sudden  longitudinal 
or  circular  stretching  of  the  lumen  of  the  vessel. 
The  hypothesis  of  the  rupture  of  the  vasa 
vasorum  is  further  substantiated  by  the  case  re- 
ported by  Johns.89  Microscopic  examination  of 
the  media  of  the  aorta  in  this  case  revealed  exten- 
sive abnormal  vascularization  and  hyalinization 
of  the  media.  Characteristically,  there  is  a his- 
tory of  severe  pain  usually  radiating  posteriorly 
either  in  the  thoracic  region  or  in  the  lumbar 
region.  The  pain  may  proceed  caudad  “march- 
ing” from  one  region  to  another — from  the  thorax 
to  the  back,  to  the  abdomen,  and  finally  to  the 
extremities.  Very  soon  after  the  onset  of  this 
excruciating  pain  syncope  and  shock  may  ensue. 
However,  high  blood  pressures  in  the  region  of 
200  to  250  mm.  systolic  and  150  mm.  diastolic 
are  not  uncommon.  Palpation  of  the  peripheral 
pulses  may  show  a diminution  or  complete  ab- 
sence when  the  origin  of  the  vessel  is  involved  in 
the  site  of  the  aortic  dissection.  If  the  great 
vessels  to  the  head  are  involved,  paraplegia  or 
hemiplegia  may  be  the  result.  Pulsations  in  the 
extremities  may  be  of  unequal  character. 
Hoarseness  and  Horner’s  syndrome  have  been 
associated  with  dissecting  aneurysms  of  the  arch 
of  the  aorta.  Occasionally,  the  patient  will  pre- 
sent large  areas  of  ecchymosis  in  the  upper  part 
of  his  chest  or  neck.  The  onset  of  severe  chest 
pain  radiating  to  the  back  and  perhaps  to  the  arm 
immediately  suggest  the  possibility  of  a myocar- 
dial infarction,  and  this  is  the  diagnosis  which  is 
most  frequently  confused  with  dissecting  aneu- 
rysm. An  electrocardiogram  may  clarify  the 
diagnosis. 

Burchell79  pointed  out  “despite  the  slight 
macabre  aspect  to  the  story,  it  may  be  mentioned 
that  James  Paullin,  a long-time  student  of  the 
problem  of  aortic  dissection,  died  with  this  condi- 
tion, diagnosing  it  with  accuracy,  insisting  he 
could  feel  his  aorta  tearing  and  correctly  pre- 
dicting that  rupture  would  take  place  into  the 
left  pleural  cavity.” 

Davy  and  Gates90  stated  that  usually  the  chest 
plate  will  show  a widening  of  the  shadow  in- 
volving the  thoracic  aorta.  This  becomes  par- 


ticularly obvious  if  compared  with  a chest  plate 
taken  previously.  It  is  not  uncommon  to  find 
dissection  along  one  of  the  major  arteries  origi- 
nating from  the  arch  of  the  aorta.91  Lamino- 
grams  have  been  used  in  substantiating  the  diag- 
nosis. This  was  first  described  by  Scott  and 
Bottom.92  The  most  valuable  diagnostic  tool  is 
the  angiocardiogram  as  described  by  Golden  and 
Weens93  and  Paullin  and  James.94  Here  the  dye 
is  heavily  concentrated  in  the  true  aortic  lumen 
while  the  false  passage  appears  as  a lateral  or 
medial  somewhat  superimposed  channel  of  lesser 
density. 

Until  very  recently  the  treatment  of  this 
deadly  disease  has  been  entirely  symptomatic  and 
for  the  most  part  ineffectual.  In  1935  Gurin, 
Bulmer,  and  Derby95  reported  their  first  attempt 
to  correct  a dissecting  aneurysm  surgically. 
Their  approach  was  abdominal,  exposing  the 
bifurcation  of  the  aorta.  One  of  the  iliac  arteries 
was  opened  revealing  the  double  barrel  lumen  of 
the  vessel  and  a portion  of  the  intima  excised  in 
order  to  make  a re-entrance  site.  The  arteri- 
otomy  was  repaired,  and  the  previously  absent 
pulsations  became  palpable  in  the  dorsal  pedal 
artery  of  the  affected  leg.  Unfortunately,  the 
patient  expired  on  the  sixth  postoperative  day. 
A second  attempt  was  made  by  Johns89  and  was 
reported  in  1953.  His  patient  was  suffering  from 
an  acute  rupture  of  a dissecting  aneurysm,  and 
he  successfully  repaired  the  perforation.  Un- 
fortunately, the  patient  expired  on  the  eighth 
postoperative  day. 

In  1955  DeBakey,  Cooley,  and  Creech96  pre- 
sented their  experiences  with  the  surgical  repair 
of  six  cases  of  dissecting  aneurysms  and  reported 
that  four  of  their  patients  survived.  They  cor- 
rectly pointed  out  that  among  the  patients  who 
survive  the  acute  dissection  there  is  some  point 
of  re-entry  rupture  where  the  false  lumen  again 
communicates  with  the  true  lumen.  This  per- 
mits the  evacuation  of  the  dissecting  hematoma 
back  into  the  lumen  of  the  aorta.  They  ap- 
proached the  problem  in  the  thorax  rather  than 
in  the  abdomen.  After  cross  clamping  the 
thoracic  aorta,  they  transected  it.  Noting  the 
double  lumen  character  of  the  diseased  aorta, 
they  sutured  the  intima  to  the  adventitia  on  the 
distal  portion  by  means  of  a continuous  arterial 
suture.  In  the  proximal  portion  of  the  aorta  the 
intima  was  also  sutured  to  the  adventitia  for 
approximately  half  of  the  circumference  of  the 
lumen.  The  intima  was  then  excised  from  the 
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unsutured  half  of  the  proximal  aorta,  thereby 
creating  a large  re-entrant  passage  from  the  false 
lumen  to  the  true  lumen.  Then  the  two  ends  of 
the  aorta  were  resutured  in  an  end  to  end  fashion, 
re-establishing  continuity  (Fig.  3).  Since  their 
original  report,  DeBakey80  reported  another 
four  cases.  More  recently  Cooley97  reported 
another  four  cases  which  were  successfully 
treated  by  the  same  method.  The  effectiveness 
of  this  procedure  is  attested  to  in  the  recent 
report  of  Warren,  Beckwith,  and  Muller.83  They 
also  suggested  the  possibility  of  creating  a re- 
entry site  by  partially  occluding  the  aorta  by 
means  of  a Satinsky  clamp  and  then  removing  a 
small  portion  of  intima  and  resuturing  the  aorta. 
This  method,  which  they  have  not  used  clinically, 
would  permit  making  the  re-entry  site  on  the 
ascending  aorta,  affording  two  advantages  over 
the  previously  described  operation:  first,  the 

aorta  would  not  have  to  be  occluded  completely, 
and  second,  the  re-entry  site  could  be  made  as 
close  to  the  original  intimal  tear  as  possible. 

Leriche  Syndrome 

Occlusion  of  the  terminal  aorta  is  an  entity 
which  was  described  over  a hundred  years  ago.98 
Leriche99  first  defined  this  syndrome  in  1923  and 
subsequently  proposed  a method  for  its  surgical 
management.100-101  In  1940  he  wrote  that  “the 
ideal  treatment  of  arterial  thrombosis  is  the  re- 
placement of  the  obliterated  segment  with  a vas- 
cular graft,”100  but  he  felt  at  that  time  that  this 
was  not  possible. 

Thrombotic  obliteration  of  the  abdominal 
aorta  is  a comparatively  rare  entity.  Barnett, 
Moorman,  and  Merrick102  reviewed  4,394  autop- 
sies and  were  able  to  find  a total  of  ten  cases 
listed  as  thrombosis  of  the  aorta.  Five  of  these 
were  complete  occlusions,  and  the  remaining  five 
were  partially  obstructing  thrombi  of  the  aorta. 
Gross  and  Philips103  reported  four  cases  in  5,350 
autopsies.  Straus  and  his  associates104  were  able 
to  gather  21  cases  in  reviewing  approximately 
15,000  autopsies.  More  than  90  per  cent  of  all 
of  these  reported  cases  have  been  in  males. 

The  clinical  picture  is  characterized  by  a pro- 
longed, insidious  period  of  development.  The 
gradual  narrowing  of  the  aorta  permits  the 
patient  to  carry  on  for  months  and  often  many 
years  complaining  of  only  mild  symptoms.  The 
outstanding  complaint  is  usually  extreme  fatigue 
of  both  lower  extremities.  Pain  may  be  uni- 


Fig.  3.  Dissecting  aneurysm  of  aorta  showing 
transection  and  creation  of  point  of  re-entry  into  true 
lumen  in  proximal  segment  and  re-establishment  of  con- 
tinuity by  end  to  end  anastomosis.  Courtesy  of  Dr. 
Michael  DeBakey  and  Annals  of  Surgery. 

lateral  or  bilateral  in  the  thigh,  calf,  or  foot,  or  it 
may  involve  the  entire  lower  extremity.  The 
pain  is  usually  described  as  a dull  ache  rather 
than  actual  pain  and  is  always  aggravated  by 
exercise.  Difficulty  with  erection  and  impotence 
are  common  findings.  Characteristically  there 
is  an  absence  of  all  arterial  pulsations  in  both 
legs.  Pallor  exists  in  the  legs  and  is  usually 
noticeable  or  marked  when  the  leg  is  dependent. 
Generalized  wasting  of  the  legs  is  also  usually 
present,  but  this  may  be  difficult  to  notice  be- 
cause of  its  bilaterality.  It  can  be  elicited  on 
careful  questioning  of  the  patient  who  often 
states  that  his  legs  have  become  thinner. 

Hypertension  is  often  present  as  part  of  the 
clinical  syndrome.  In  the  late  stages  of  the 
disease  the  patient  may  suffer  from  severe  and 
often  intractable  pain,  edema,  rubor,  and  finally 
ulceration  and  gangrene.  Beaconsfield  and 
Kunlin105  have  pointed  out  that  although  aortic 
thrombosis  can  be  well-tolerated  for  years  (five 
or  even  more),  it  will,  if  untreated,  always  termi- 
nate in  gangrene. 

By  far  the  most  common  underlying  pathologic 
condition  predisposing  to  thrombosis  of  the 
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abdominal  aorta  is  atherosclerosis.  Occasionally 
syphilis  of  the  aorta  has  been  described  as  a pre- 
disposing factor.  Trauma  to  the  lower  abdomen 
and  neoplasms  of  the  abdominal  viscera  may  be 
etiologic  factors.  Leriche  felt  that  the  throm- 
bosis began  in  the  iliac  artery  and  extended 
proximally  to  obliterate  the  aorta.  Vasculariza- 
tion of  the  intima  and  media  at  the  site  of  an 
atheroma  with  subsequent  hemorrhage  and  rup- 
ture into  the  lumen  has  long  been  recognized  as  a 
cause  of  thrombus  formation.  The  slow  progress 
of  the  occlusion  encourages  the  collateral  blood 
vessels  to  develop,  and  it  is  therefore  not  surpris- 
ing that  early  symptoms  are  mild  and  often  go 
unnoticed. 

In  a patient  presenting  the  picture  of  coldness 
in  the  lower  extremities  associated  with  pain  and 
fatigue  and  the  absence  of  pulsations,  the  diag- 
nosis is  obvious.  Aortography  may  be  a useful 
adjunct  to  delineate  the  precise  degree  of  aortic 
occlusion  and  the  extent  of  the  collateral  supply. 

One  of  the  vexing  problems  in  the  diagnosis  of 
this  condition  is  the  differentiation  of  embolism 
from  the  thrombosis  of  the  aorta.  The  onset  of 
thrombosis  is  usually  insidious  and  subtle  in 
nature,  whereas  in  saddle  embolus  the  onset  of 
symptoms  is  usually  quite  sudden  and  dramatic 
and  the  patient  can  pinpoint  the  time  of  emboli- 
zation quite  accurately.  Commonly,  thrombosis 
presents  symptoms  for  months  or  years;  the 
patient  with  embolism  of  the  aorta  usually 
suffers  only  hours.  There  is  nearly  always  an 
antecedent  history  of  mitral  stenosis  with 
auricular  fibrillation  or  myocardial  infarction 
which  serve  as  the  source  of  the  embolus. 

Prior  to  Leriche’s  report  in  1940  the  treatment 
for  thrombosis  of  the  bifurcation  was  entirely 
expectant.  Leriche  described  the  rationale  for 
doing  bilateral  lumbar  sympathectomy  in  order 
to  improve  the  peripheral  circulation.  The 
sympathectomy  was  followed  with  resection  of 
the  thrombosed  bifurcation  of  the  aorta  or  iliac 
arteries.  This  treatment  appeared  to  be  effective 
in  alleviating  the  symptoms.  Several  groups  of 
workers  including  Beaconsfield  and  Kunlin,105 
Elkin  and  Cooper,106  Giberson,  et  al.,107  Goodwin 
and  Petrie,108  Milanes  et  al.,109  and  Theis110  have 
reported  their  experience  with  the  Leriche  opera- 
tion. That  this  procedure  was  not  entirely  satis- 
factory is  evident  from  their  reports.  In  1952 
Wylie111  described  his  results  with  the  operation 
originally  suggested  by  Dos  Santos,  that  is, 
thrombo-endarterectomy.  By  this  method  it 


was  possible  to  resect  the  diseased  intima  along 
with  the  thrombus  and  re-establish  the  vascular 
continuity  with  some  success.  Unfortunately, 
other  workers  were  not  able  to  reduplicate  the 
success  achieved  by  Wylie.  In  1951  Oudot112-113 
described  a method  of  resection  of  the  thrombosed 
bifurcation  with  re-establishment  of  the  con- 
tinuity with  an  aortic  homograft.  Oudot  and 
Beaconsfield114  reported  the  success  of  aortic 
resection  and  grafting  in  five  cases  in  1953. 
Since  then  several  workers  including  DeBakey, 
Cooley,  and  Creech,115  Julian  et  al .,116  and  Lin- 
ton have  reported  their  experiences  with  this 
mode  of  treatment.  DeBakey  et  al.117  reported  a 
series  of  22  patients  in  whom  resection  of  the 
aorta  and  grafting  with  a homograft  were  done 
specifically  for  thrombo-obliterative  disease.  In 
addition,  homografts  were  placed  in  the  iliac 
bifurcation  in  four  patients,  in  the  external  iliac 
artery  in  three,  in  the  common  femoral  artery  in 
two,  and  in  the  superficial  femoral  artery  in  one 
patient.  There  were  two  deaths  in  his  series. 
Eighteen  of  his  patients  experienced  striking 
improvement  with  complete  restoration  of  pulses 
in  the  lower  extremities.  This  type  of  thrombo- 
obliterative  disease  is  generally  confined  to  the 
terminal  aorta  and  bifurcation  and  is  ideally 
suited  for  resection  with  graft  replacement. 
More  recently  DeBakey,  Linton,  Deterling,  and 
others  have  been  using  prosthetic  grafts  rather 
than  homografts.  Nylon,  orlon,  and  teflon  are 
being  used,  and  the  results  are  very  promising, 
although  the  follow-up  period  is  short.  In  the 
authors’  experience  the  prefabricated  nylon  pros- 
thesis (Tapp-Edwards  graft)  has  been  a highly 
satisfactory  material  for  replacement  of  the  ab- 
dominal aorta. 

Arterial  Emboli 

Lord  and  Burke118  have  pointed  out  that  the 
occurrence  of  a saddle  aortic  embolus  is  a most 
catastrophic  event  and  without  surgical  inter- 
vention carries  an  immediate  mortality  rate  of  at 
least  75  per  cent.  The  most  common  origin  of  a 
saddle  embolus  is  a thrombus  which  has  formed 
in  the  left  auricle  and  has  become  dislodged 
during  auricular  fibrillation.  It  is  not  possible 
to  determine  the  incidence  of  thrombosis  of  the 
auricular  appendage  alone  as  compared  with 
thrombosis  on  the  wall  of  the  auricle  because 
exact  data  are  not  available. 

Evidence  presented  by  Veal  and  Dugan119  and 
Madden120  suggests  that  in  the  majority  of  pa- 


January  1,  1958 


75 


KAN  TROW I TZ,  GREENBERGER,  AND  HURW1TZ 


tients  the  appendage  is  the  chief  site  of  thrombus 
formation.  In  any  given  case  there  is  no  definite 
way  of  establishing  whether  the  auricular  cavity 
contains  thrombotic  material  along  with  that  in 
the  appendage.  Auricular  fibrillation  leading  to 
an  aortic  saddle  embolus  is  most  commonly  as- 
sociated writh  mitral  stenosis  on  the  basis  of  an 
old  rheumatic  infection.  Occasionally,  fibrilla- 
tion is  to  be  found  in  a patient  with  hyperthy- 
roidism, controlled  or  untreated,  and  rarely, 
arteriosclerotic  heart  disease  may  be  the  under- 
lying pathologic  lesion  of  the  heart. 

The  second  relatively  frequent  basis  for  a sad- 
dle embolus  is  a thrombus  located  on  the  wall  of 
the  left  ventricle  subsequent  to  coronary  occlu- 
sion and  myocardial  infarction.  Rarely,  an 
aortic  aneurysm  or  arteriosclerotic  aortic  plaque 
may  lead  to  the  casting  off  of  a sufficiently  large 
embolus  to  block  the  terminal  aorta.118 

The  majority  of  patients  sustaining  a saddle 
aortic  embolus  have  sudden  severe  leg  pain, 
progressing  to  numbness  and  paralysis.  In 
some,  lower  abdominal  and  low  back  pain  de- 
velop. The  classical  physical  signs  are  the  ab- 
sence of  pulses  in  the  femoral  arteries  and  in  the 
dorsal  pedal  arteries,  anesthesia,  coldness  and 
pallor  with  or  without  cyanosis  below  the  knees, 
and  partial  collapse  of  the  superficial  veins  of  the 
legs. 

Embolectomy  should  be  performed  as  quickly 
as  possible,  preferably  within  eight  hours.  After 
this  time  lapse  the  incidence  of  success  following 
surgery  falls  sharply.  As  outlined  by  Veal  and 
Dugan,119  as  soon  as  the  diagnosis  is  established 
methods  to  protect  the  involved  limb  and  restore 
the  blood  flow  are  started.  An  immediate  sym- 
pathetic nerve  block  is  performed.  While  wait- 
ing to  ascertain  the  results  of  the  nerve  block, 
preparations  are  completed  for  surgical  inter- 
vention. By  the  end  of  a thirty  minute  period 
it  is  possible  to  determine  the  full  effect  of  inter- 
rupting the  sympathetic  nerves.  If  it  produces 
adequate  circulation,  the  pain  will  be  relieved, 
the  function  of  the  limb  will  be  restored,  and  the 
skin  will  become  pink  and  warm.  With  such  a 
degree  of  recovery  the  limb  will  survive,  and  an 
embolectomy  will  not  be  necessary.  If  the  block 
should  prove  less  effective,  it  is  generally  felt 
that  a laissez-faire  attitude  should  be  abandoned. 
The  limb  might  survive,  but  the  marked  impair- 
ment of  circulation  would  limit  function  to  a 
degree  that  would  handicap  the  patient.  There- 
fore, if  the  block  fails  to  reveal  adequate  collateral 


circulation,  we  have  proceeded  with  an  attempt 
to  remove  the  obstructing  embolus. 

Spinal  anesthesia  is  usually  employed,  although 
many  of  the  operations  reported  have  been  done 
under  general  anesthesia.  Usually  a left  mid- 
rectus, muscle-splitting  incision  is  employed. 
The  bowel  is  retracted  cephalad  with  the  aid  of 
slight  Trendelenburg  position,  and  the  region  of 
the  bifurcation  is  exposed.  Usually,  the  throm- 
bus sitting  in  the  bifurcation  of  the  aorta  is  easily 
palpable  and  gives  the  aorta  a rubbery  feeling 
which  is  in  sharp  contrast  to  the  pulsating  prox- 
imal aorta  and  the  flaccid  distal  common  iliac 
arteries.  It  has  been  the  authors’  preference, 
after  dissecting  the  bifurcation  of  the  aorta  free 
and  passing  umbilical  tapes  around  the  distal  end 
of  the  aorta  and  the  two  common  iliac  arteries, 
to  occlude  these  three  points  with  a Potts  coarc- 
tation clamp  on  the  aorta  and  bulldog  clamps  on 
the  common  iliac  arteries.  Madden120  has 
pointed  out  that  in  patients  with  evidence  of 
arteriosclerosis  in  these  vessels  there  may  be  some 
danger  in  using  occluding  clamps,  and  he  prefers 
to  occlude  the  vessels  by  compression  with  the 
fingers  of  the  assistant.  In  the  experience  of 
one  of  us  and  other  associates121  dealing  with 
embolectomies  in  both  younger  and  older  pa- 
tients, the  use  of  completely  occluding  clamps 
has  been  satisfactory  and  has  produced  no 
untoward  effects  even  in  arteriosclerotic  vessels. 
An  incision  is  made  in  the  terminal  aorta,  and 
the  thrombus  is  milked  up  through  the  opening. 
The  embolus  is  extracted  by  the  tail.  Vigorous 
bleeding  should  be  obtained  both  distally  and 
.proximally  by  removing  the  clamps.  The  area 
is  then  washed  out  with  heparin  solution  (100 
mg.  of  herparin  in  250  cc.  of  saline)  and  the  wound 
in  the  artery  repaired  with  a continuous  5-0  ar- 
terial suture.  Patency  of  the  peripheral  vessels 
is  achieved  by  multiple  arteriotomies  and  em- 
bolectomies where  necessary. 

The  use  of  anticoagulants  in  the*  postoperative 
period  is  controversial.  Madden120  believes  that 
postoperative  heparin  therapy  is  definitely  con- 
traindicated because  of  two  postoperative  deaths 
due  to  hemorrhage.  Lord  and  Burke,118  on  the 
other  hand,  are  of  the  opinion  that  anticoagu- 
lants are  valuable  in  the  postoperative  period. 

When  emboli  have  lodged  in  smaller  vessels, 
that  is,  in  the  legs  below  the  level  of  the  popliteal 
arteries  and  in  the  arm  below  the  level  'of  the 
brachial  artery,  nonoperative  means — sym- 
pathetic block — have  been  employed  with  good 
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results. 

The  advances  in  surgery  of  aorta  that  have 
been  made  in  the  last  decade  are  nothing  short  of 
breathtaking.  In  the  future  one  would  be  able 
to  prognosticate  that  the  technics  that  have 
proved  so  useful  in  this  large  vessel  will  be  re- 
fined and  applied  to  similiar  problems  in  smaller 
and  smaller  arteries. 
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Legislative  Control  of  Pesticide  Chemicals 


Present  legislation  covering  pesticide  chemicals  is 
adequate  and  effective  in  protecting  consumers,  ac- 
cording to  statements  in  the  ‘‘Fact  Sheet  on  Pesti- 
cide Chemicals,”  published  by  the  National  Agricul- 
tural Chemicals  Association.  Statements  referring 
to  this  problem  are  as  follows: 

Are  pesticide  chemicals  adequately  covered  by 
present  legislation? 

“Yes.  Existing  Federal  legislation  requires  thor- 
ough pretesting  of  pesticide  chemicals  and  approval 
of  the  U.S.  Department  of  Agriculture  and  the  Fed- 
eral Food  and  Drug  Administration  before  they  can 
be  used  in  food  production.  F.D.A.  also  has  author- 
ity to  seize  any  foods  which  bear  unapproved 
amounts  of  pesticide  residue  before  they  reach  the 
marketplace. 

“These  requirements  are  included  in  the  Federal 
Insecticide,  Fungicide,  and  Rodenticide  Act  of  1947 
and  in  the  Miller  Amendment  (1954)  to  the  Federal 
Food,  Drug,  and  Cosmetic  Act.  . . .The  majority  of 
States  also  have  legislation  governing  the  sale  and 


use  of  pesticide  chemicals.”  — L.  S.  Hitchner, 
Executive  Secretary,  National  Agricultural  Chem- 
icals Association. 

Is  this  legislation  effective  in  protecting  con- 
sumers? 

“Pesticides  play  an  important  role  in  providing 
the  nation’s  food  supply  and  protecting  public 
health.  . . .The  Miller  Amendment  requires  the  pre- 
testing of  a pesticide  chemical  for  the  protection  of 
the  consumer.” — Bernard  E.  Conly,  Ph.D.,  Secre- 
tary of  the  Committee  on  Pesticides  of  the  American 
Medical  Association. 

“The  Food  and  Drug  Administration  is  confident 
that  the  pesticide  tolerances  established  under  the 
Miller  Bill  and  the  production  of  food  crops  in  con- 
formity with  them  impose  no  hazard  on  the  public 
health.” 

— Frank  J.  McFarland,  Assistant  to  the  Di- 
rector, Bureau  of  Biological  and  Physical  Sciences, 
Food  and  Drug  Administration,  U.S.  Department  of 
Health,  Education,  and  Welfare. 
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Cornell  Conferences  on  Therapy 

DEPARTMENTS  OF  PHARMACOLOGY  AND  MEDICINE  OF  THE 
CORNELL  UNIVERSITY  MEDICAL  COLLEGE  AND  NEW  YORK  HOSPITAL 

T^hese  are  stenographic  reports,  which  have  been  edited,  of  conferences  by  the  members 
of  the  Departments  of  Pharmacology  and  Medicine  of  Cornell  University  Medical  College 
and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institutions. 
The  questions  and  discussions  involve  participation  by  members  of  the  staff  of  the  college 
and  hospital,  students,  and  visitors. 


The  Management  of  Obesity 


Dr.  George  Reader:  Dr.  Albert  Stunkard, 
who  is  Assistant  Professor  of  Medicine  at  Cornell, 
has  been  working  in  the  field  of  obesity  and  its 
management  and  has  come  to  some  conclusions 
about  why  people  become  obese  and  why  people 
stay  obese.  He  has  even  dared  to  suggest  that 
some  individuals  may  be  better  off  obese  than  not. 

Dr.  Albert  Stunkard  : The  last  fifteen  years 
have  witnessed  a revolution  in  our  attitudes  to- 
wards overweight  and  obesity.  This  is  a revolu- 
tion which  has  had  some  very  respectable  origins 
— the  old  literature  on  the  impaired  health  of 
obese  persons,  as  well  as  newer  suggestions  that 
weight  reduction  may  well  correct  most  if  not  all 
such  impairment.  There  have  no  doubt  been 
many  health  benefits  from  this  change  in  atti- 
tudes. However,  the  current  preoccupation  with 
problems  of  overweight  has  long  since  passed  be- 
yond any  reasonable  concern  with  health  benefits 
to  assume  the  proportions  of  a national  neurosis. 
This  development  has  presented  the  medical 
profession  with  a rather  frightful  dilemma:  the 
pressure  on  obese  persons  to  lose  weight  and  on 
their  physicians  to  collaborate  in  these  attempts 
has  reached  an  unprecedented  intensity,  and 
there  has  been  no  corresponding  increase  in  the 
effectiveness  of  treatment. 

I wonder  if  most  physicians  know  how  inade- 
quate treatment  really  is.  It  can  be  summarized 
impressionistically  but  with  considerable  accu- 
racy as  follows : most  obese  persons  will  not  stay 
in  treatment  for  obesity.  Of  those  who  stay  in 


treatment,  most  will  not  lose  weight,  and  of  those 
who  do  lose  weight,  most  will  regain  it. 

By  way  of  illustration  I should  like  to 
cite  some  of  the  figures  on  the  results  of  treat- 
ment, as  reported  by  our  most  successful 
practitioners.  For  this  purpose  we  need  a yard- 
stick to  measure  successful  treatment,  and  a con- 
venient one  is  to  consider  successful  a regimen 
which  has  resulted  in  a weight  loss  of  20  pounds. 
Now  I think  you  will  agree  that  this  is  a pretty 
modest  measure  of  success,  particularly  when  one 
is  dealing  with  people  weighing  200  pounds  and 
over.  But  even  by  such  lenient  standards  no  one 
to  my  knowledge  has  reported  success  in  more 
than  30  per  cent  of  obese  patients. 

Review  of  the  literature  reveals  another  sur- 
prising finding:  the  results  of  treatment  are 

pretty  much  the  same  regardless  of  the  method 
used.  A wide  variety  of  treatments  by  physi- 
cians of  differing  theoretical  orientations  has  re- 
sulted in  success  by  our  modest  criterion  in  only 
about  25  per  cent  of  patients.  It  almost  ap- 
pears as  if  there  is  some  nonspecific  factor  in 
treatment  which  is  of  greater  importance  than 
any  of  the  specific  measures  in  use  at  the  present 
time.  In  other  conditions  such  nonspecific  ef- 
fects of  treatment  have  been  found  to  derive  from 
the  one  universal  element  of  treatment,  the  doc- 
tor-patient relationship,  and  thus  to  be  essen- 
tially psychotherapeutic  in  character.  I would 
like  to  describe  a study  partly  to  support  this 
view  and  partly  to  dampen  whatever  therapeutic 
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enthusiasm  may  be  left  in  this  audience. 

Some  time  ago  Mrs.  Mavis  Hume,  of  the  Nu- 
trition Clinic  of  the  New  York  Hospital,  and  I be- 
came interested  in  what  was  happening  to  obese 
persons  in  routine  clinic  practice.  Most  of  the  re- 
ports on  treatment  have  come  from  special  clinics 
and  special  projects  with  particular  interest  in  the 
problem,  but  we  wanted  to  know  what  happened 
to  the  average  obese  person  in  the  setting  of  aver- 
age clinic  practice.  We  therefore  interviewed  100 
consecutive  obese  persons  who  had  been  referred 
to  the  Nutrition  Clinic  from  other  departments  of 
the  New  York  Hospital.  A year  later  we  re- 
viewed their  charts  to  see  what  had  happened  to 
them. 

Only  12  of  the  100  patients  had  succeeded  in 
losing  more  than  20  pounds  at  any  time  during 
the  year,  and  at  the  time  their  charts  were  re- 
viewed four  of  these  had  already  regained  most  of 
the  weight  they  had  lost.  Furthermore,  28  pa- 
tients never  returned  for  a second  visit  either  to 
the  Nutrition  Clinic  or  to  the  clinic  from  which 
they  had  been  referred.  This  represents  the  rup- 
ture of  two  therapeutic  relationships,  and  it  oc- 
curred, I want  to  repeat,  in  28  of  100  patients. 

This  is  a disheartening  situation,  and  it  is  not 
the  end  of  this  tale  of  woe.  There  is  growing  evi- 
dence that  the  treatment  of  obese  persons  is  not 
only  fairly  ineffectual  but  that  under  certain  cir- 
cumstances it  is  likely  to  be  dangerous.  For 
some  time  physicians  have  been  aware  that  severe 
emotional  disturbances  may  occur  during  the 
course  of  a weight  reduction  regimen.  Of  the 
first  25  obese  persons  treated  in  the  old  psychoso- 
matic clinic  nine  either  gave  a history  of  such 
episodes  in  the  past  or  developed  them  during 
treatment.  Furthermore,  untoward  reactions  to 
weight  reduction  attempts  are  not  confined  to 
such  specially  selected  populations.  In  the  Nu- 
trition Clinic  survey  I mentioned  a moment  ago 
fully  50  per  cent  of  the  patients  reported  the  pres- 
ence of  symptoms  which  they  attributed  to  their 
dieting.  The  most  common  symptoms  were,  in 
this  order,  nervousness,  anxiety,  restlessness, 
weakness,  and  irritability. 

As  a result  of  experiences  like  these  my  own 
thinking  in  regard  to  the  prescription  of  reducing 
diets  has  undergone  some  rather  dramatic 
changes.  I think  they  might  be  of  interest  to 
you. 

When  I first  began  treating  obese  persons  I 
used  to  prescribe  reducing  diets  routinely  and 
rather  soon  after  we  began  treatment.  After  the 


first  period  of  disillusionment  I began  to  wait  and 
prescribe  a diet  only  if  the  patient  requested  it. 
After  my  first  experience  with  a patient  who  be- 
came psychotic  while  trying  to  reduce  I decided 
to  wait  until  the  patient  was  exerting  tremendous 
pressure  for  a reducing  diet  before  I would  pre- 
scribe it.  In  the  last  few  weeks  (and  I may  take 
this  back  tomorrow)  I have  decided  to  prescribe  a 
diet  only  after  the  patient  has  already  started  one 
on  his  own  and  has  shown  that  there  is  some  possi- 
bility that  he  can  follow  it  without  any  terrible 
consequences.  The  reason  for  prescribing  a diet 
at  this  time  is  not  that  I think  such  a prescription 
has  any  great  therapeutic  value;  rather  it  is  to 
safeguard  the  patient  from  the  nutritional  defi- 
ciences  which  can  result  from  one  of  the  really 
incredible  reducing  diets  obese  persons  try  to 
follow. 

I am  sure  that  in  a few  minutes  we  are  going  to 
be  deep  in  a discussion  of  drug  therapy,  so  1 
would  like  to  speak  for  a few  minutes  on  a topic 
which  has  received  a good  bit  of  attention  re- 
cently. This  is  the  role  of  psychotherapy  in  the 
treatment  of  obese  persons. 

With  recognition  of  the  high  incidence  of  emo- 
tional disturbances  among  obese  persons  it  has 
become  something  of  a cliche  to  prescribe  psycho- 
therapy. Such  a prescription  may  seem  pre- 
sumptuous in  the  absence  of  controlled  studies 
demonstrating  that  psychotherapy  helps.  It 
does  have  a certain  rationale,  however,  in  that 
the  patient’s  motivation  is  crucial  to  the  success 
of  treatment  and  that  this  motivation  is  one  of 
the  few  aspects  of  the  treatment  situation  which 
can  be  modified. 

When  we  consider  what  may  be  meant  by  psy- 
chotherapy, it  becomes  clear  that  such  a prescrip- 
tion, far  from  introducing  a new  and  untested  ele- 
ment, may  simply  acknowledge  an  existing  state 
of  affairs.  For  psychotherapy  can  be  considered 
as  the  influencing  of  the  patient  by  his  physician 
through  psychologic  means.  Thus  defined,  psy- 
chotherapy is  an  operation  which  comprises  a 
major  part  of  every  contact  between  the  physi- 
cian and  his  patient.  There  will  probably  be 
general  agreement  that  such  contact  and  influ- 
ence has  a major  effect  on  the  outcome  of  treat- 
ment. 

What  is  there  in  the  doctor-patient  relationship 
which  allows  the  doctor  to  exert  this  influence  on 
the  patient,  and  how  can  it  be  refin'ed  and 
strengthened?  To  understand  these  matters 
let  us  consider  what  each  of  the  parties  in  the  re- 
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lationship  brings  to  it. 

First,  the  patient.  Because  of  the  need  which 
drives  them,  as  well  as  the  position  of  the  doctor 
in  our  society,  all  patients  bring  into  the  thera- 
peutic situation  attitudes  and  expectations  which 
are  more  appropriate  to  the  significant  people  of 
their  childhood  than  to  those  with  whom  they 
are  currently  dealing.  This  transference  of  atti- 
tudes, which  was  first  described  by  Freud,  finds 
its  expression  in  what  has  been  aptly  called  “par- 
entifying  behavior.”  A patient  manifesting 
such  behavior  reacts  to  his  physician  as  if  the 
latter  possessed  all  of  the  authority  and  power 
the  patient  attributed  to  his  parents  during  his 
childhood.  Thus,  a massively  obese  woman  may 
step  down  from  the  scales,  giggle  in  an  embar- 
rassed way,  and  say,  “I’m  afraid  I’ve  been  a bad 
girl,  doctor.”  It  is  this  transference  which  al- 
lows the  doctor  to  assume  a significance  in  his 
patient’s  life  that  is  out  of  all  proportion  to  his 
qualities  as  a human  being  or  to  the  time  and  in- 
terest he  expends  in  his  patient’s  behalf. 

The  second  factor  in  this  equation,  the  doctor’s 
contribution  to  the  relationship,  involves  I think 
a combination  of  objectivity  and  benevolent  in- 
terest. This  is  not  at  all  the  same  thing  as  the 
idea,  popular  in  some  circles,  that  doing  psycho- 
therapy means  being  nice  to  the  patient.  In  fact, 
if  being  nice  to  patients  were  all  that  is  involved, 
it  is  hard  to  see  how  psychotherapy  could  be  of 
any  help  to  obese  persons,  for  the  great  majority 
are  past  masters  at  getting  people  to  be  nice  to 
them.  They  arrive  at  the  doctor’s  office  fresh 
from  the  encouragement  of  well-meaning  friends 
and  clucking  relatives  and  full  of  presumably 
helpful  advice.  But  very  few  have  had  experi- 
ence with  someone  who  respects  thpm.  When 
they  find  such  a person,  particularly  when  it  is 
someone  to  whom  they  attribute  such  great 
power,  the  experience  can  be  completely  new  and, 
salutary. 

If  the  relationship  develops  in  a satisfactory 
manner  the  patient  should  experience  a decrease 
in  anxiety  and  an  increase  in  inner  security. 
Often  he  will  spontaneously  make  rather  consid- 
erable changes  in  his  way  of  life  and,  with  con- 
tinuing help,  he  can  begin  new  and  potentially 
more  satisfying  activities  and  relationships. 

You  will  note  that  in  this  discussion  of  psycho- 
therapy I have  not  said  anything  about  how  to 
discover  the  patient’s  problems.  There  is  a view 
of  psychotherapy  which  makes  it  synonymous 
with  uncovering  technics.  I believe  that  such  a 

January  1,  1958 


view  does  a disservice  both  to  the  doctors  who  are 
frightened  by  it  and  to  those  who  ought  to  be. 
For  by  its  strangeness  it  has  dissuaded  many  phy- 
sicians from  considering  the  emotional  life  of  their 
patients,  while  in  these  days  of  popularization  of 
psychiatry  it  has  led  to  a growing  number  of 
physicians  into  ill-advised  departures  from  their 
usual  sound  methods  of  dealing  with  patients.  It 
is  true  that  the  physician  who  does  a little  ama- 
teur sleuthing  in  the  unconscious  of  his  obese  pa- 
tients may  come  up  with  some  remarkably  inter- 
esting clues  or  insights.  It  is  unfortunately  just 
as  true  that  these  are  apt  to  be  of  precious  little 
value  in  treatment.  And  some  obese  persons  can 
become  so  delighted  with  this  substitute  for  liv- 
ing that  it  leaves  them  with  interest  and  energy 
for  little  else,  including  weight  reduction. 

It  is  far  more  important  for  the  physician  to 
concern  himself  with  his  major  therapeutic  tool, 
his  relationship  with  his  patient.  And  what  do 
we  know  about  obese  persons  that  will  help? 
Specifically,  what  particular  distortions  do  obese 
patients  bring  to  treatment,  and  how  do  these 
threaten  the  doctor’s  ability  to  approximate  the 
ideals  of  objectivity  and  benevolent  interest? 

First  of  all,  the  misunderstanding  of  the  princi- 
ples of  energy  balance  which  obese  persons  may 
bring  to  treatment  can  be  really  incredible  and  a 
serious  barrier  to  success.  Correction  of  their 
often  remarkable  fantasies  may  have  to  be  the 
first  and  often  a major  therapeutic  goal.  I might 
mention  one  patient,  otherwise  in  excellent  con- 
tact with  reality,  who  for  months  nourished  a 
secret  dream  that  eventually  she  would  be  given 
thyroid.  Then  dieting  would  become  unneces- 
sary because  “the  thyroid  would  pump  around 
inside  my  body  and  wear  away  the  fat  no  matter 
how  much  I ate.  And  then  one  day  I would  end 
up  just  as  slim  and  attractive  as  you  please,  and 
without  any  effort  at  all.”  It  is  my  impression 
such  fantasies  are  not  at  all  uncommon  in  obese 
persons,  and  before  dismissing  the  possibility  it 
might  be  well  for  more  physicians  to  inquire  into 
just  what  expectations  their  obese  patients  do 
have  about  weight  reduction. 

Having  explored  the  patient’s  expectations  and 
prescribed  a diet,  we  have  left  instructions  in  the 
practical  details  to  the  dietician.  It  seems  to  me 
that  this  is  a practice  that  might  profitably  be 
followed,  even  where  dieticians  are  less  available 
than  in  the  New  York  Hospital.  There  are  three 
reasons  for  this.  First,  physicians  are  generally 
unable  to  do  this  job  as  adequately  as  a well- 
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trained  dietician.  Second,  I have  the  feeling 
that  we  can  use  the  very  considerable  time  nec- 
essary for  adequate  dietary  instruction  in  other, 
potentially  more  useful,  contact  with  the  pa- 
tient. Finally,  such  an  arrangement  saves  the 
doctor  from  being  caught  up  in  the  often  fruitless 
battles  over  calories,  which  are  really  reflections 
of  the  patient’s  concern  with  problems  that  can  be 
dealt  with  more  directly. 

Another  practical  problem  in  management 
arises  from  the  attitudes  of  shame  and  dishonesty 
prominent  among  many  obese  persons.  I men- 
tion these  together  for  two  reasons : first,  because 
I think  they  are  related,  with  shame  at  the  root 
of  the  dishonesty,  and  second,  they  are  the  two 
factors  which  probably  cause  the  most  difficulty 
for  the  physician  who  deals  with  obese  persons. 

Although  shame  involves  many  aspects  of  the 
patient’s  living,  it  is  particularly  prominent  in  re- 
lation to  overeating  and  failure  to  lose  weight. 
Lately  we  have  been  trying  to  discover  the  rea- 
sons for  the  premature  termination  of  previous 
treatment  attempts  by  asking  obese  persons, 
when  they  come  in,  why  they  stopped  their  most 
recent  diet.  The  most  common  reason  they  have 
given,  along  with  the  associated  discouragement, 
was  embarrassment  over  facing  the  doctor  after 
having  failed  to  lose  weight.  This  tended  to  be 
most  common  in  those  patients  who  were  initially 
the  most  enthusiastic.  We  have  therefore  felt 
it  to  be  important  to  let  the  patient  know  early  in 
treatment  that  our  interest  was  in  him  and  in  his 
problems,  regardless  of  the  outcome  of  his  dieting. 

Unfortunately  such  benevolent  interest  is  often 
strained  by  the  second  attitude  I mentioned,  the  - 
patient’s  dishonesty.  Most  of  us  are  familiar 
with  the  way  obese  people  underestimate  their 
food  intake.  In  some  of  them  this  dishonesty 
may  spread  beyond  the  matter  of  calories  to  in- 
volve large  areas  of  the  doctor-patient  relation- 
ship, and  any  challenge  to  the  patient  is  met  by 
increased  shame,  hurt,  and  withdrawal.  Physi- 
cians who  set  a high  store  by  integrity  and  truth- 
ful dealings  are  often  shocked  and  repelled  by  this 
behavior,  and  their  resultant  punitive  attitude 
is  readily  conveyed  to  the  sensitive,  shame-ridden 
patient.  This  gives  the  patient  another  excellent 
reason  for  stopping  treatment. 

The  final  problem  I should  like  to  consider  is 
the  management  of  those  few  patients  in  whom 
satisfactory  weight  reduction  has  been  accom- 
plished. As  we  have  seen,  the  most  common 
consequence  of  this  is  a rapid  return  to  their  pre- 


vious weight.  When  people  who  have  lost  and 
regained  weight  several  times  are  asked  the  rea- 
sons for  it,  they  say  such  things  as,  “The  doctor 
seemed  to  lose  interest  after  I lost  weight,”  or 
“It  didn’t  improve  my  life  as  much  as  I had  ex- 
pected, and  I got  disgusted  and  gave  up.” 

It  is  in  such  circumstances  that  the  physician’s 
value  may  be  greatest  to  his  patient.  For  by 
continuing  interest  he  will  serve  to  fill  the 
patient’s  needs  for  a feeling  of  personal  worth,  the 
more  so  because  it  will  be  apparent  that  his  in- 
terest is  in  him  as  a person  rather  than  in  his 
obesity  as  an  object  of  attack. 

It  is  perhaps  fitting  to  end  with  this  apparent 
paradox.  The  treatment  of  obesity  is  likely  to  be- 
come more  successful  the  less  the  physician  con- 
cerns himself  with  obesity  and  the  more  he  concerns 
himself  with  the  obese  person  and  his  problems  in 
living. 

Dr.  Reader:  You  paint  a gloomy  picture  for 
us.  It  sounds  a little  as  if  obesity  were  an  inevi- 
tably progressive  disease,  and  yet  I think  we 
all  know  of  some  spontaneous  remissions.  Cer- 
tainly there  must  be  a number  of  spontaneous 
remissions  that  occur  in  this  progressive  disease, 
if  the  success  of  the  slenderizing  salons  and  the 
influence  of  fashion  editors  is  as  great  as  it  seems 
to  be. 

Dr.  Stunkard:  Well,  you  know,  Dr.  Reader, 
Slenderella  hasn’t  published  any  report  on  the 
results  of  their  treatment.  I think  it  would  be 
pretty  hard  to  say  how  successful  they  really  are. 

Dr.  Reader:  The  fact  that  they  are  so  success- 
ful in  a business  sense  may  only  indicate  that  the 
need  people  have  for  this  kind  of  treatment  is 
profitable.  Now,  what  about  the  people  who 
succeed  by  themselves? 

Dr.  Stunkard:  There  are  a fair  number  of 
people  who  can  and  do  lose  weight  and  don’t  seem 
to  have  any  particular  difficulty  doing  it.  There 
may  in  fact  be  more  than  we  realize,  since,  if  they 
are  successful,  they  have  no  need  to  see  a doctor. 

The  thing  that  has  struck  me  about  most  of 
the  people  I have  seen  who  have  lost  weight  easily 
is  that  they  did  this  pretty  much  without  help. 
It  was  almost  as  if  someone  who  were  going  to 
lose  weight  would  come  in  and  do  it  and  I would 
just  sit  on  the  sidelines  and  cheer.  I have  won- 
dered if  this  doesn’t  indicate  that  there  may  be 
different  kinds  of  obesity,  as  Dr.  Reader  sug- 
gested. Certainly  there  are  a good  many  ways 
of  producing  obesity  in  animals,  and  human  be- 
ings may  be  no  less  variable. 
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This  raises  the  question  of  whether  it  may  not 
be  possible  to  select  beforehand  those  persons 
who  have  the  best  chance  of  losing  weight. 
Lately  we  have  been  trying  to  evaluate  three  cri- 
teria which  may  have  some  predictive  value.  The 
first  of  these  is  simply  whether  the  person  has 
ever  successfully  reduced  before.  Of  course 
there  always  has  to  be  a first  time.  But  by  and 
large,  if  a person  gives  a history  of  a successful 
attempt  at  weight  reductions,  he  seems  to  have  a 
pretty  good  chance  of  being  able  to  lose  weight 
again. 

The  second  criterion  is  how  the  patient  feels 
during  his  first  few  days  on  the  diet.  There  are 
some  obese  people  who  feel  just  wonderful.  They 
say  they  have  never  felt  better,  that  they  are 
light  on  their  feet,  and  so  on.  If  a person  had  this 
kind  of  experience  when  he  starts  a diet,  he  has 
a much  better  than  average  chance  of  succeeding. 

The  third  criterion  is  the  pattern  of  the  pa- 
tient’s eating.  Some  time  ago  we  described  a 
“night-eating  syndrome,”  which  consisted  of 
morning  anorexia,  evening  hyperphagia,  and  in- 
somnia. When  these  symptoms  were  found  to- 
gether, it  seemed  that  the  people  had  a great  deal 
of  difficulty  in  losing  weight.  WTien  they  were 
absent,  the  chances  for  a successful  weight  reduc- 
tion regimen  were  much  better. 

If  all  three  of  these  criteria  are  favorable,  that 
is,  if  the  patient  has  lost  weight  before,  if  he  feels 
well  after  starting  the  diet,  and  if  he  is  not  show- 
ing the  night-eating  syndrome,  his  chances  of 
losing  weight  are  pretty  good.  Conversely,  if  all 
three  of  these  criteria  are  unfavorable,  I think  it 
unlikely  that  he  would  be  able  to  lose  weight. 

Dr.  Reader:  Dr.  Stunkard,  since  you  have 
indicated  that  obesity  is  a difficult  condition  to 
cure,  could  you  tell  us  something  about  the  dan- 
gers inherent  in  it?  We  have  been  told  by  many 
authorities  that  obesity  shortens  the  life  span. 
What  is  the  evidence  for  that? 

Dr.  Stunkard:  Most  of  the  evidence  on  life 
expectancy  comes  from  life  insurance  statistics. 
They  have  shown  quite  clearly  that  obesity  is  as- 
sociated wdth  a decrease  in  life  expectancy. 
There  is  a 10  per  cent  decrease  in  fife  expectancy 
for  every  10  per  cent  increase  over  the  so-called 
ideal  weight.  This  straight  line  relationship 
holds  up  to  about  60  per  cent,  and  then  it  flat- 
tens out.  In  other  words,  you  don’t  drop  dead 
the  moment  you  reach  100  per  cent  overweight. 

Dr.  Solomon  Garb  : That  isn’t  quite  the  same 
thing  as  saying  that  obesity  causes  the  increase  in 

. January  1,  1958 


mortality,  is  it? 

Dr.  Stunkard:  No,  that’s  quite  right. 

Dr.  Garb  : Is  it  possible  that  the  obese  person 
has  some  general  metabolic  condition  which  low- 
ers his  fife  expectancy  and  at  the  same  time  makes 
him  obese?  Do  we  then  increase  his  life  expect- 
ancy by  reducing  his  obesity? 

Dr.  Stunkard:  This  is  the  crux  of  the  prob- 
lem of  treatment:  does  it  really  help?  I think 
the  only  honest  answer  is  that  we  don’t 
know.  However,  a good  bit  of  interest  has 
been  stirred  up  recently  by  a Metropolitan 
Life  Insurance  Company  report.  This  is  the 
very  impressive  study  by  Dublin  on  the  effects 
of  weight  reduction  on  fife  expectancy.  What  he 
did  w^as  to  review  the  records  of  several  hundred 
people  who  had  been  refused  fife  insurance  at 
some  time  in  the  past  because  of  overweight  but 
who  had  then  lost  weight  and  had  then  been 
given  insurance  policies.  These  records  showed 
that  the  fife  expectancy  of  these  people  who  had 
been  obese  but  who  had  lost  weight  was  the  same 
as  that  of  people  wdio  had  never  been  obese. 
Dublin  drew  the  conclusion  from  these  findings 
that  obesity  doesn’t  hurt  you  once  you  reduce. 

But  it  is  probably  not  that  simple.  Statisti- 
cians from  other  fife  insurance  companies  have 
seriously  questioned  this  interpretation  of  the 
data.  In  the  first  place  there  was  very  little  fur- 
ther information  about  the  weights  in  this  group. 
We  don’t  even  know  if  these  people  maintained 
their  weight  loss.  What  we  know  about  obese 
people  would  indicate  that  they  had  not.  All  you 
can  say  is  that  the  ability  to  lose  weight  goes 
along  with  a greater  fife  expectancy.  But  maybe 
people  with  this  ability  would  have  done  just  as 
well  if  they  had  never  actually  lost  the  weight. 
In  other  words,  Dublin’s  study  may  have  done 
no  more  than  pick  out  a subgroup  of  obese  people 
with  a better-than-average  fife  expectancy.  This 
may  be  valuable  information,  but  it  does  not 
prove  that  weight  reduction  increased  their  life 
expectancy. 

Dr.  Garb:  Are  you  saying  that  these  people 
probably  regained  the  lost  weight  after  the  life 
insurance  had  been  issued? 

Dr.  Stunkard  : There  is  no  evidence  that  they 
did  not,  and  our  experience  with  obese  people 
makes  me  think  that  they  probably  did. 

Dr.  Garb:  And  despite  the  regained  weight, 
their  life  expectancy  remained  high? 

Dr.  Stunkard  : So  it  seems. 

Dr.  Garb:  This  may  be  exceedingly  impor- 
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tant.  If  your  suppositions  are  correct,  and  they 
seem  reasonable,  would  it  not  follow  that  in 
terms  of  life  expectancy  patients  who  can  reduce 
do  not  benefit  from  the  weight  loss,  while  pa- 
tients who  might  conceivably  benefit  are  unable 
to  lose  weight  with  any  of  the  therapeutic 
measures  now  available? 

Dr.  Stunkard:  I cannot  disagree  with  that 
reasoning,  but  I’d  prefer  to  put  it  a little  differ- 
ently, that  the  life  insurance  company  statistics 
do  not  conclusively  prove  that  weight  loss  in- 
creases life  expectancy. 

Dr.  Reader:  What  about  the  problem  of  ar- 
teriosclerosis? This  is  more  common  in  obese 
persons,  is  it  not? 

Dr.  Stunkard:  Yes,  at  least  in  this  country. 
There  is  some  recent  work  which  indicates  that 
this  may  not  be  true  in  other  countries  where 
people  have  different  kinds  of  diets.  But  I 
see  that  Dr.  Barr  is  here  and  I wish  he  would 
comment  on  that. 

Dr.  David  Barr:  When  we  discuss  the  rela- 
tion of  obesity  to  arteriosclerosis,  we  must  confine 
our  remarks  to  the  complications  of  atherosclero- 
sis, particularly  to  those  that  involve  the  heart. 
Myocardial  infarction  and  angina  pectoris  ap- 
pear to  be  more  frequent  and  to  occur  earlier  in 
people  who  are  grossly  overweight.  This  does 
not  necessarily  mean  that  subintimal  deposit  of 
lipids  in  arteries  is  greater  because  of  obesity.  It 
is  also  possible  that  earlier  deaths  from  coronary 
heart  disease  are  in  part  attributable  to  causes 
other  than  adding  pounds  to  a human  frame. 

Visitor:  May  I ask  Dr.  Barr  a question?  In 
Italy  and  Spain  a great  many  people  are  obese  be- 
cause they  eat  too  many  starches.  Still  they  have 
much  less  coronary  disease  than  in  the  United 
States.  How  do  you  explain  that? 

Dr.  Barr:  I think  you  refer  to  the  contention 
of  Ancel  Keys  that  the  threat  of  cardiac  compli- 
cations rests  not  solely  on  obesity  but  more  in  the 
manner  by  which  obesity  is  achieved.  Certainly 
there  are  many  fat  Italians  and  Spaniards,  yet  it 
appears  that  the  incidence  of  coronary  disease 
among  them  is  less  than  among  northern  Euro- 
peans. Fat  ingestion  of  Italians  and  Spaniards 
is  less  than  that  of  Scandinavians.  In  South 
Africa  the  study  of  Stewart  and  Keys  reveals 
that  the  incidence  of  coronary  disease  is  low 
among  the  Bantus  who  have  a low  fat  diet,  but 
among  the  whites  in  South  Africa  who  eat  as  we 
do  it  is  quite  as  high  as  in  northern  Europe  and 
the  United  States.  These  authors  assure  us, 


however,  that  there  are  fat  Bantus  who  must  get 
fat  on  a diet  of  carbohydrates,  small  amounts  of 
protein,  and  less  than  15  per  cent  of  fat. 

Dr.  Reader:  Dr.  Barr,  would  you  comment 
on  the  change  in  the  incidence  of  coronary  sclero- 
sis among  the  Scandinavian  people  following  the 
war  when  the  blockade  was  lifted? 

Dr.  Barr:  I think  all  of  you  are  acquainted 
with  the  studies  to  which  Dr.  Reader  has  alluded. 
When  Norwegians  were  forced  to  fast  during  the 
second  World  War,  the  death  rate  from  cardio- 
vascular diseases  was  diminished.  The  trend 
was  apparent  almost  immediately  and  reached 
its  lowest  point  after  only  a few  months.  It 
remained  low  until  the  Norwegians  were  again 
permitted  to  eat  freely,  when  it  rose  again  rapidly 
almost  to  its  previous  level. 

It  was  first  suggested  that  atherosclerosis  was 
diminished  by  the  less  caloric  diet,  although  it 
was  difficult  to  understand  how  this  could  happen 
within  a matter  of  a few  weeks  to  a process  which 
had  taken  years  to  develop. 

One  aspect  of  the  experience  in  Norway  was  not 
immediately  emphasized.  Statistics  disclosed 
also  that  the  incidence  of  thrombosis  and  embo- 
lism following  operation  and  injury  diminished 
almost  as  rapidly  as  the  mortality  rate  from  car- 
diovascular disease.  Surgeons  operating  in  Nor- 
wegian hospitals  did  not  have  to  worry  much 
about  postoperative  vascular  complications. 

There  is  reason  to  think  that  the  reduction  in 
diet,  which  was  largefy  a reduction  in  the  intake 
of  fat,  influenced  the  development  of  thrombotic 
complications,  which  are  the  chief  factor  in  pro- 
duction of  myocardial  infarction  and  the  other 
serious  consequences  of  coronary  heart  disease. 

Although  these  considerations  do  not  answer 
Dr.  Reader’s  question  concerning  the  relation- 
ship of  obesity  to  the  precocity  of  atherosclerotic 
complications,  they  may  illustrate  some  of  the 
complexities  of  the  problem. 

Dr.  Reader:  There  may  also  be  differences 
between  different  kinds  of  fats  as  far  as  athero- 
sclerosis and  thrombosis  are  concerned.  Some 
very  interesting  work  on  this  problem  is  now  in 
progress. 

Dr.  Garb  : I am  struck  by  a similarity  between 
this  discussion  and  one  on  hypertension.  For 
many  decades  the  medical  profession  used  the 
statistics  of  the  life  insurance  companies  to  deter- 
mine the  normal  range  of  blood  pressure.  On  the 
basis  of  those  statistics  a certain  value  was  con- 
sidered the  upper  limit  of  normal  for  a particular 
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sex  and  age  group.  Persons  with  pressures  over 
that  value  were  labelled  hypertensive,  refused 
life  insurance  except  with  increased  premiums, 
and  subjected  to  many  kinds  of  therapy.  We 
are  all  familiar  with  patients,  whose  pressures 
were  slightly  higher  than  the  upper  limit  of  nor- 
mal as  designated  by  the  insurance  companies, 
who  changed  their  whole  outlook  on  life  after  be- 
ing refused  life  insurance.  They  thought  of  them- 
selves as  invalids  and  worried  about  impending 
strokes  and  other  disasters.  Now  several  groups 
of  investigators  have  reinvestigated  the  problem 
and  on  the  basis  of  careful  medical  examinations 
concluded  that,  as  many  of  us  have  long  sus- 
pected, systolic  blood  pressures  from  20  to  30  mm. 
higher  than  the  upper  limits  set  by  the  insurance 
companies  may  be  considered  within  normal 
limits  in  the  older  age  groups. 

I wonder  if  we  are  not  now  repeating  the  same 
thing  with  obesity.  The  basic  evidence  suggest- 
ing that  obesity  is  harmful  comes  from  life  insur- 
ance statistics,  and,  as  has  been  pointed  out, 
these  statistics  do  not  show  that  obesity  causes 
illness  but  only  that  obesity  is  found  together 
with  it.  Are  we  then  justified  in  adding  to  the 
obese  person’s  burden  the  fear  of  disease  and 
death?  After  all,  our  information  may  well  be  in- 
correct, and,  even  if  correct,  we  are  not  really  able 
to  accomplish  much. 

Visitor:  Do  you  believe  that  the  life  insurance 
statistics  are  biased? 

Dr.  Garb:  I don’t  believe  that  they  are  con- 
sciously or  deliberately  biased.  However,  statis- 
tics can  be  misused  for  reasons  other  than  bias. 
Usually  the  defect  is  in  the  original  method  of  col- 
lection of  the  data.  Sometimes  there  is  misin- 
terpretation of  the  meaning  of  the  statistics.  In 
the  case  of  obesity  I believe  that  this  latter  may 
be  the  fault. 

It  is  hard  to  understand  why  the  medical  pro- 
fession has  accepted  life  insurance  statistics  so 
uncritically.  Physicians  are  often  hypercritical 
of  statistics  amassed  by  their  colleagues. 

Dr.  Reader:  Perhaps  it  is  because  the  life  in- 
surance statistics  are  based  on  such  huge  numbers 
of  observations  that  they  seem  impressive. 

Dr.  Garb  : You  are  probably  right. 

Dr.  Reader:  Dr.  Stunkard,  what  about 

drugs?  Do  you  ever  use  drugs? 

Dr.  Stunkard:  I do,  but  sometimes  I find 
it  difficult  to  justify. 

Dr.  Reader:  What  kind  of  drugs  do  you  use? 
Do  you  put  patients  on  tranquilizers  nowr? 


Dr.  Stunkard  : At  limes,  but  only  with  people 
who  show  the  night-eating  syndrome.  Several  of 
them  seem  to  have  derived  a good  deal  of  benefit 
from  a fairly  large  dose  of  chlorpromazine  about 
five  or  six  in  the  evening.  That  is  about  the 
time  their  anxiety  and  overeating  begin.  I’ve 
had  the  impression  that  if  their  anxiety  can  be 
decreased,  they  won’t  eat  as  much.  And  it  has 
usually  been  possible  to  do  this  if  enough  of  the 
drug  has  been  given.  However,  I consider  that 
I am  treating  the  anxiety,  not  the  overeating. 
If  the  patient  also  eats  less,  that’s  good  news. 
But  that’s  not  why  I give  the  drug. 

Dr.  Reader:  What  about  the  appetite-sup- 
pressing drugs,  Dexedrine  and  methylcellulose? 
Do  you  use  them? 

Dr.  Stunkard  : Well,  let’s  take  up  Dexedrine 
first.  There’s  no  question  that  it  can  suppress 
appetite.  You  can  kill  dogs  by  starvation  if  you 
give  them  enough  Dexedrine.  They  won’t  even 
eat  food  that  is  placed  in  their  mouths.  How- 
ever, there  is  the  problem  of  translating  this  sort 
of  information  into  clinical  practice.  Most  of 
the  reports  I have  read  show  that,  although  a lot 
of  the  patients  start  off  enthusiastically,  they  be- 
gin to  taper  off  in  a month  or  two,  and  pretty 
soon  it  is  hard  to  see  any  effect  from  the  medica- 
tion. 

Dr.  Reader:  Is  that  because  they  don’t  take 
it? 

Dr.  Stunkard:  No,  I think  they  do  take  it. 

Dr.  Reader  : The  dogs  that  were  starved  were 
given  enormous  doses. 

Dr.  Stunkard:  That’s  right,  much  larger 

than  the  doses  we  give  patients. 

Dr.  Reader:  You  have  done  some  studies  on 
activity  of  patients  in  relation  to  their  weight. 
Do  you  want  to  say  a word  about  that? 

Dr.  Stunkard:  You  bring  up  a point  which 
hasn’t  been  stressed  enough  in  the  treatment  of 
obesity,  and  that  is  the  matter  of  exercise.  It  is 
generally  assumed  that  exercise  does  no  good  be- 
cause you  have  to  walk  20  blocks  to  use  up  a pea- 
nut’s worth  of  calories,  or  something  like  that. 
Then  if  a person  goes  out  and  walks  those  20 
blocks  or  plays  18  holes  of  golf,  he  is  supposed  to 
come  home  ravenously  hungry  and  eat  more  than 
enough  to  make  up  for  it. 

Now  this  assumes  that  the  energy  regulation  of 
obese  people  is  normal,  that  is,  as  more  calories 
go  out,  more  will  come  in.  But  this  is  a curious 
assumption  to  make  in  dealing  with  obesity,  for 
obesity  results  from  a disturbed  energy  balance. 
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So  there  isn’t  even  a very  respectable  theoretical 
basis  for  this  argument. 

Lately  Jean  Meyer  has  shown  that  in  rats  in- 
creased activity  will  actually  decrease  food  intake 
in  the  so-called  sedentary  range,  a level  of  energy 
expenditure  which  probably  corresponds  to  that 
most  of  the  obese  people  we  see  in  practice. 

In  the  study  Dr.  Reader  mentioned  we  found 
that  a group  of  obese  women  walked  less  than 
half  as  much  as  a nonobese  control  group.  These 
were  direct  measures  of  activity,  by  pedometers. 
It’s  difficult  to  translate  these  results  into  calo- 
ries. An  obese  person  walking  a mile  may  burn  up 
a fantastic  number  of  calories.  Even  so,  if  their 
usual  activity  is  so  restricted,  even  a slight  in- 
crease might  result  in  a substantial  percentage  in- 
crease in  caloric  expenditure.  And  strange  as  it 
seems,  it  might  even  cut  down  their  caloric  in- 
take. 

Dr.  Fred  Lange-Nielson:  Several  years  ago 
Dr.  Larsen  showed  that  fat  people  are  definitely 
less  active  than  average.  Even  their  movements 
at  night  in  bed  are  less  as  measured  by  a seismo- 
graph. 

Incidentally,  there  is  an  observation  which  may 
be  of  interest.  In  this  country  I have  seen  many 
fat  children.  In  the  Scandinavian  countries  a fat 
child  is  pretty  rare.  I think  that  in  America 
mothers  probably  are  much  more  food  conscious 
than  in  Europe. 

Visitor:  Are  there  people  with  hypometabo- 
lism  who  do  not  have  hypothyroidism  and  who 
become  obese?  And  what  is  the  cause  of  the 
hypometabolism  if  the}^  are  not  hypothyroid? 

Dr.  Stunkard:  There  is  some  exciting  work 
going  on  at  the  Rockefeller  Institute  on  this 
problem.  They  have  had  four  patients  who  ap- 
parently go  into  caloric  balance  on  about  800 
calories  a day.  As  far  as  I know,  it  is  a complete 
mystery  as  to  how  they  do  this.  As  you  sug- 
gested, they  don’t  show  any  of  the  usual  signs  of 
hypothyroidism. 

Dr.  Reader:  This  matter  of  inactivity  brings 
to  mind  Dickens’  fat  boy  who  was  always  falling 
asleep.  This  has  been  called  the  Pickwickian 
syndrome.  I wonder  if  we  might  ask  Dr.  Lukas 
how  he  manages  patients  like  this. 

Dr.  Daniel  Lukas:  I think  we  ought  to  clarify 
what  the  Pickwickian  syndrome  is.  This  name 
was  recently  given  to  the  syndrome  by  Dr.  Sidney 
Burwell.  In  the  November,  1956,  issue  of  the 
American  Journal  of  Medicine  he  and  his  associ- 
ates have  presented  in  a very  entertaining  fashion 


the  case  of  a man  with  marked  obesity,  severe 
dyspnea,  somnolence,  hypercapnia,  cyanosis, 
polycythemia,  and  right  ventricular  failure. 
Actually  this  syndrome  had  been  noticed  as  far 
back  as  twenty  years  ago  by  Kerr  and  Lagen,  and 
several  groups  have  reported  isolated  instances 
since  then. 

Physiologically  the  most  consistent  finding 
that  has  cropped  up  in  the  studies  of  pulmonary 
function,  and  they  are  really  very  few,  has  been 
an  underventilation  of  the  lungs.  Why  there 
should  be  an  underventilation  in  obesity  is  not 
clear  at  all.  It  has  been  conjectured  that  the 
breathing  process  in  fat  people  requires  the  ex- 
penditure of  a considerable  amount  of  work  and 
that  the  hypoventilation  is  a compromise  between 
maintaining  a level  of  ventilation  that  will  be 
consistent  with  good  gas  exchange,  that  is,  with 
preservation  of  normal  concentrations  of  oxygen 
and  carbon  dioxide  in  the  alveolar  air,  and  with 
maintaining  a ventilation  consistent  with  the 
comfort  and  economy  of  the  whole  breathing 
process. 

This  is  conjectural.  There  are  no  published 
measurements  of  the  work  of  breathing  in  these 
people.  In  all  the  reported  instances  of  this 
syndrome  many  of  the  defects  and  clinical  findings 
were  reversed  with  weight  reduction,  but  residual 
defects  persisted  in  many.  We  have  seen  four 
such  patients,  but  unfortunately  only  one  of  them 
has  reduced,  and  he  did  have  some  residual  de- 
fects of  pulmonaty  function. 

We  have  been  interested  in  this  problem  and 
have  been  studying  pulmonary  function  in  very 
obese  individuals  who  are  declared  to  be  other- 
wise normal.  We  have  found  impairment  in  their 
ability  to  ventilate  maximally.  The  work  of 
moving  these  very  fat  and  heavy  chest  bellows  is 
considerable.  When  these  persons  are  placed 
in  a body  respirator,  about  two  to  three  times  as 
much  pressure  is  needed  to  move  their  chest  walls 
as  would  be  required  in  a normal  person. 

Dr.  Reader:  Dr.  Lukas,  how  many  of  the 
obese  people  we  see  in  the  clinic  show  this  Pick- 
wickian syndrome? 

Dr.  Lukas:  I don’t  really  know.  Certainly 
most  fat  people  have  evidence  of  pulmonary 
dysfunction  when  you  put  their  function  to  de- 
tailed analysis. 

Dr.  Garb:  Dr.  Stunkard,  is  there  a difference 
between  treating  a person  who  is  simply  obese 
and  one  in  whom  obesity  complicates  the  man- 
agement of  another  more  serious  illness  such  as 
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congestive  failure? 

Dr.  Stunkard:  I’m  not  sure.  I’ve  seen  some 
pretty  miserable  failures  in  weight  reduction  by 
women  who  really  badly  needed  to  lose  the 
weight.  On  the  other  hand  the  fact  that  weight 
reduction  is  difficult  and  sometimes  dangerous 
shouldn’t  make  us  afraid  to  try  it  when  there  are 
good  indications.  It’s  just  a question  of  balanc- 
ing what  can  be  gained  against  what  it  may  cost. 

Dr.  Garb  : You  implied  that  the  serious  emo- 
tional disturbances  you  observed  were  causally 
related  to  the  dieting.  Is  there  evidence  for 
that,  or  might  they  be  merely  coincidental? 
And  do  they  disappear  when  the  dieting  stops? 

Dr.  Stunkard:  The  second  question  is  easier 
to  answer.  No,  the  emotional  disturbance 
doesn’t  disappear  when  the  dieting  stops.  Some- 
times it  goes  on  for  months.  As  to  the  first 
question,  it  gets  us  back  to  statistics.  As  I said, 
there  were  25  patients  in  this  series.  Nine  of 
these  patients  suffered  a total  of  12  severe  emo- 
tional disturbances  while  they  were  dieting. 
There  were  only  six  comparably  severe  illnesses 
during  the  much  longer  period  of  time  that  this 
same  group  of  25  patients  was  not  dieting. 
That  makes  it  look  like  something  more  than 
coincidence. 

Dr.  Reader:  Dr.  Stunkard,  I wonder  if  you 
could  sum  up  the  story  of  obesity  for  the  physi- 
cian who  has  to  deal  with  this  problem.  He  has 
patients  he  feels  must  or  should  reduce.  How 
does  he  proceed? 

Dr.  Stunkard  : First  of  all,  it  is  important  to 
decide  whether  the  patient  would  really  benefit 
from  weight  reduction.  This  decision  has  to  be 
made  in  the  case  of  each  patient.  The  statistical 
evidence  that  weight  reduction  helps  is  just  not 
good  enough  to  warrent  blanket  decisions. 
Then  the  physician  might  well  bear  in  mind  that 
the  results  of  treatment,  even  by  experts,  are 
poor.  That  should  dissuade  him  from  setting 
his  sights  too  high  and  from  putting  unwarranted 
pressures  on  his  patients.  As  to  specific  treat- 
ment measures,  I think  that  attention  to  the  pa- 


tient’s life  situation  offers  the  best  opportunity 
to  help  him  lose  weight  and  to  maintain  this 
weight  reduction. 

Summary 

Dr.  Garb:  The  problem  of  obesity  has  been 
subjected  to  critical  scrutiny  from  several  aspects. 
It  was  pointed  out  that  most  obese  patients  will 
not  remain  in  treatment.  Of  those  who  do  re- 
main in  treatment,  most  will  not  lose  significant 
poundage,  and  of  those  who  do  lose  weight,  most 
will  regain  it  promptly.  In  a careful  follow-up 
study  only  8 per  cent  of  obese  patients  seen  in  a 
nutrition  clinic  actually  maintained  a satisfactory 
weight  loss.  In  addition,  a substantial  propor- 
tion of  obese  persons  following  the  reducing  re- 
gimen developed  serious  psychiatric  symptoms. 
The  possibility  was  raised  that  there  may  be  dif- 
ferent types  of  obesity.  Criteria  were  listed  to 
aid  in  the  selection  of  those  patients  who  might 
respond  to  a reducing  regime.  The  physician 
who  is  not  specially  trained  should  avoid  analy- 
tic technics  in  managing  overweight  patients. 
The  life  insurance  company  statistics  on  the  re- 
lationship of  obesity  to  life  expectancy  were  dis- 
cussed, and  it  was  pointed  out  that  there  is  no 
conclusive  proof  that  losing  excess  weight  in- 
creases life  expectancy.  The  way  fat  is  accumu- 
lated may  be  more  important  than  the  degree  of 
obesity.  People  who  become  fat  on  a high  carbo- 
hydrate, low  fat  diet  are  much  less  prone  to  de- 
velop atherosclerotic  and  thrombotic  complica- 
tions than  those  on  a high  fat  diet.  There  may 
also  be  important  differences  between  various 
fats.  The  Pickwickian  syndrome  and  its  patho- 
logic physiology  were  discussed.  Drugs  designed 
to  reduce  appetite  may  seem  effective  at  first 
but  are  generally  unsuccessful  in  the  long  run. 
Physicians  should  avoid  putting  pressure  on  the 
patient  to  lose  weight.  Attention  to  the  patient’s 
life  situation,  with  respect  for  the  patient  as  a 
person  will  usually  be  more  helpful  than  specific 
measures  of  weight  reduction. 


Deceive  not  thy  physician , confessor , nor  lawyer. — George  Herbert 
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Conducted,  by  Robert  h.  huddle,  m.d.  april  10,  1957 


Discussed  by  Lemuel  bowden,  m.d.,*  new  york  city 


Case  History 

A thirty-year-old,  white,  married  female  of 
Italian  descent  was  admitted  to  this  hospital  after 
vomiting  a small  amount  of  blood. 

The  patient  stated  that  while  working  in  the 
office  of  a local  factory,  she  vomited  not  over  a 
tablespoon  of  bright  red  blood.  She  further 
stated  that  she  was  not  sick  and  would  not  have 
come  to  the  hospital  except  for  the  insistence  of 
the  plant  nurse.  This  was  the  first  episode  of 
hematemesis.  For  two  days  prior  to  admission 
she  had  been  ill  but  continued  to  work.  She  had 
experienced  multiple  muscular  pains  and  inter- 
mittent attacks  of  diarrhea.  She  had  passed 
black  stools  many  times  but  had  been  on  oral  iron 
medication  for  seven  years  prior  to  this  ad  mis-' 
sion. 

Past  history  revealed  that  this  patient  had 
been  under  a physician’s  care  for  the  treatment 
of  an  unexplained  anemia  for  the  past  seven 
years  and  that  she  had  four  previous  hospital 
admissions  during  that  period  of  time. 

First  Admission.- — Seven  years  prior  to  the 
last  admission  this  patient  entered  the  hospital 
because  of  a sudden  onset  of  generalized  weakness 
and  dizziness.  She  was  known  to  have  an  anemia 
at  this  time.  This  anemia  was  first  noted  at  the 
time  of  her  only  pregnancy,  during  which  she  had 
persistent  albuminuria.  Examination  was  unre- 
markable except  for  her  pale  appearance.  Lab- 
oratory data  on  admission  was  as  follows : hemo- 
globin 7.8  Gm.,  red  cell  count  2,600,000,  white  cell 


* Assistant  attending  surgeon,  Gastric  Service,  Memorial 
Hospital,  New  York  City. 


TABLE  I. — Gastric  Analysis  on  Second  Admission 


Time  After  Meals 
(Minutes) 

Free  Hydrochloric 
Acid  (Degrees) 

Total  Acid 
(Degrees) 

Fasting 

0 

25 

15 

0 

18 

30 

18 

34 

45 

20 

42 

60 

12 

35 

count  16,400  with  a normal  differential.  Sedi- 
mentation rate  was  50,  and  nonprotein  nitrogen 
was  28.  A blood  smear  showed  hyperchromia, 
anisocytosis,  and  numerous  macrocytes.  Uri- 
nalysis was  as  follows:  specific  gravity  1.012, 
alkaline  reaction,  trace  of  albumin,  urates  and 
phosphates,  and  numerous  bacteria.  Urine  cul- 
ture was  as  follows:  diphtheroids,  gram-positive 
rods,  and  nonhemolytic  Staphylococcus  aureus. 
Blood  culture  was  negative.  Bone  marrow 
study  was  reported  as  normal. 

A chest  x-ray  was  read  as  negative.  After 
receiving  1,500  cc.  of  type  O,  Rh  positive  blood, 
the  hemoglobin  was  11.9  Gm.  with  a red 
cell  count  of  3,500,000.  She  was  discharged  as 
much  improved  nine  days  after  admission. 

Second  Admission.- — Four  years  prior  to  the 
last  admission  the  patient  entered  the  hospital 
again  because  of  weakness.  Examination  again 
was  unremarkable.  Laboratory  data  revealed  a 
platelet  count  of  290,000  and  a reticulocyte  count 
of  2.6  per  cent.  Urinalysis  was  as  follows:  spe- 
cific gravity  1.006,  acid  reaction,  1 plus  albumin, 
uric  acid  crystals,  and  a few  red  blood  cells  and 
white  blood  cells.  Gastric  analysis  appears  in 
Table  I. 
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Bone  marrow  study  revealed  the  following: 
polymorphonuclear  neutrophils  29.5  per  cent, 
eosinophils  3.5  per  cent,  metamyelocytes  32  per 
cent,  myelocytes  neutrophils  5.0  per  cent,  myelo- 
cytes eosinophils  1.0  per  cent,  myelocytes  early 
2.0  per  cent,  myeloblasts  1.0  per  cent,  lympho- 
cytes 9.5  per  cent,  reticulum  cells  1.5  per  cent, 
normoblasts  11.5  per  cent,  erythroblasts  4.0  per 
cent,  nucleated  cells  27.2  per  cent.  The  hemo- 
globin was  9 Gm.,  and  the  red  cell  count  was 
3,000,000.  After  receiving  1,500  cc.  of  type  O, 
Rh  positive  blood,  the  patient  was  discharged 
five  days  after  admission  as  improved. 

Third  and  Fourth  Admissions.- — On  both  of 
these  occasions  the  patient  came  to  the  hospital 
merely  to  receive  a transfusion  of  500  cc.  of  blood 
and  she  went  home  in  a few  hours.  These 
admissions  were  three  years  and  one  year  prior  to 
her  last  admission. 

Further  past  history  revealed  that  she  never 
had  any  surgery  or  other  significant  illnesses. 
The  family  history  and  system  review  were  non- 
contributory. 

Physical  examination  revealed  a well-devel- 
oped, well-nourished,  white  female  who  did  not 
appear  acutely  ill.  Blood  pressure  was  100/70, 
pulse  88,  respirations  20,  and  temperature  98.6  F. 
Examination  of  the  head  and  neck,  heart  and 
lungs,  abdomen,  pelvis,  and  extremities  were  all 
essentially  normal. 

During  the  four  days  following  admission  the 
patient  passed  several  tarry  stools  (she  was  not 
on  iron  medication  in  the  hospital),  vomited 
varying  amounts  of  blood  on  a few  occasions, 
experienced  episodes  of  weakness  and  faintness, 
and  presented  a rapid  pulse  and  a blood  pressure 
at  shock  levels  during  the  episodes  of  bleeding. 
She  was  given  six  pints  of  blood  during  this  same 
period  of  time.  Other  medication  consisted  of 
vitamin  K,  vitamin  C,  Benadryl,  and  sedation. 

Laboratory  data  was  as  follows:  Urinalysis: 
acid  reaction,  specific  gravity  1.020,  negative  for 
albumin  and  sugar,  microscopic  examination 
negative.  The  hemoglobin  varied  from  14.6  Gm. 
or  94  per  cent  on  admission  to  10.7  Gm.  or  68  per 
cent  on  the  day  of  surgery.  The  hematocrit 
varied  from  a low  of  23  to  a high  of  29  during  this 
same  period  of  time.  Platelet  count  was  200,000. 
Lee  and  White  coagulation  time  was  eight  min- 
utes, five  seconds,  bleeding  time  two  minutes  20 
seconds,  and  prothrombin  time  100  per  cent. 
Nonprotein  nitrogen  was  34  mg.,  serum  sodium 
chloride  531  mg.,  total  protein  5.4  per  cent  with 


the  albumin  3.7  per  cent,  and  globulin  1.7  per 
cent.  The  electrocardiogram  revealed  sinus 
tachycardia. 

On  the  second  hospital  day  the  chest  x-ray  was 
read  as  negative  and  the  upper  gastrointestinal 
series,  which  was  done  with  difficulty,  was  not 
particularly  helpful  as  the  mucosal  pattern  could 
not  be  visualized  fluoroscopically  or  on  the  films. 
No  abnormalities  were  noted  in  the  esophagus. 
Flat  plate  of  the  abdomen  revealed  no  localizing 
intra-abdominal  signs. 

On  the  fifth  hospital  day  the  patient  was  taken 
to  surgery.  The  abdomen  was  thoroughly  ex- 
plored and  the  only  gross  abnormality  noted  was 
that  of  a distended  stomach.  A gastrotomy  was 
done  in  the  midportion  of  the  stomach  on  the 
anterior  wall.  About  1,000  cc.  of  freshly  clotted 
blood  was  evacuated.  The  mucosa  was  noted  to 
be  hyperemic.  Exploration  of  as  much  of  the 
lumen  of  the  stomach  as  could  be  visualized  was 
without  positive  findings.  An  antecolic  Polya 
subtotal  gastrectomy  was  done,  removing  approx- 
imately 60  per  cent  of  the  stomach.  No  lesions 
were  noted  in  the  proximal  duodenum  or  the 
antrum  of  the  stomach.  Before  closing  the 
anterior  mucosa,  the  surgeon  noted  that  fresh 
blood  was  coming  down  from  the  gastric  remnant. 
Still  no  origin  could  be  visualized  or  palpated.  A 
Blakemore-Sengstaken  tube  was  inserted.  The 
patient  received  five  pints  of  blood  during  surgery, 
and  at  the  conclusion  her  blood  pressure  was 
96/64  and  the  pulse  was  160. 

For  the  first  three  postoperative  days  her 
general  condition  was  fairly  good.  The  eso- 
phageal balloon  was  deflated  on  the  third  day. 
The  blood  pressure  remained  at  a normal  level 
although  the  pulse  rate  persisted  between  90  and 
110.  The  temperature  ranged  from  99  to  100  F. 
On  the  fourth  postoperative  day  she  began  vomit- 
ing large  amounts  of  blood  and  passing  tarry 
stools.  She  went  into  shock  rather  rapidly. 
The  esophageal  balloon  was  inflated  again  and 
intravenous  fluids  were  continued.  She  had 
been  on  analgesics  and  on  intramuscular  penicil- 
lin-streptomycin combination  twice  daily  post- 
operatively.  Medical  and  surgical  consultants 
examined  the  patient  and  two  of  them  made  note 
of  a basal  systolic  murmur. 

Laboratory  data  after  surgery  was  as  follows: 
Hemoglobin  varied  from  a low  of  10.7  Gm.  or  68 
per  cent  to  a high  of  14.2  Gm.  or  91  per  cent. 
The  hematocrit  varied  from  28  to  43.  Reticulo- 
cyte count  was  1.4  per  cent.  Coagulation  time 
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was  one  minute,  ten  seconds,  and  bleeding  time 
was  seven  minutes,  three  seconds.  Serum  sodium 
chloride  was  478  and  583  mg.,  icterus  index  5 
units,  Bromsulphalein  retention  25  per  cent,  and 
serum  potassium  4.2  mEq.  A portable  chest 
x-ray  was  read  as  negative.  The  gross  and  micro- 
scopic examination  of  the  surgical  specimen  re- 
vealed interstitial  hemorrhages  in  the  mucosa 
with  atrophy  of  the  mucosal  glands.  No  other 
abnormality  was  noted. 

She  continued  to  have  bouts  of  hematemesis 
accompanied  by  the  passage  of  tarry  stools. 
The  blood  pressure  was  at  shock  levels  on  numer- 
ous occasions,  despite  fluid  therapy  including 
seven  pints  of  blood.  She  became  very  pale, 
weak,  and  confused.  Her  temperature  gradu- 
ally rose  to  108  F.  She  expired  on  the  seventh 
postoperative  day  and  the  eleventh  hospital  day. 

Discussion 

Dr.  Lemuel  Bowden:  We  have  presented 
here  the  story  of  a thirty-year-old,  white  woman 
who,  for  seven  years  prior  to  her  last  and  terminal 
admission  to  the  hospital,  gave  evidence  of  an 
anemia,  which  I think  in  retrospect  we  can  as- 
sume to  have  been  a blood  loss  anemia.  I think 
we  have  to  decide  initially  whether  the  problem 
she  presented  was  one  of  some  generalized  disease 
or  whether  this  was  a localized  process. 

I should  like  to  consider  first  the  generalized 
diseases.  With  a chief  complaint  of  anemia 
several  things  come  to  mind.  First,  let  us  con- 
sider pernicious  anemia.  I am  certain  that  con- 
sideration of  this  disease  led  to  the  marrow 
aspiration  done  at  the  time  of  her  first  admis- 
sion. Pernicious  anemia  is  a relatively  rare  dis- 
ease as  seen  in  contemporary  practice  through- 
out the  country.  Perhaps  this  is  largely  due  to 
the  great  abundance  of  crude  liver  and  vitamin 
B12  that  is  prescribed  almost  at  the  drop  of  a hat. 
I think  this  lady  did  not  have  pernicious  anemia 
because  of  the  marrow  aspiration  findings 
and  because  of  the  presence  of  free  hydro- 
chloric acid  in  the  stomach,  athough  to  be  sure  it 
was  somewhat  low.  I also  might  add  that  per- 
nicious anemia  is  rather  rare  in  patients  of  Italian 
extraction. 

The  racial  background  of  this  patient  immedi- 
ately brings  to  my  mind  Cooley’s  anemia.  This 
disease  is  believed  to  be  limited  to  individuals  of 
Mediterranean  origin.  Cooley’s  anemia  is  usu- 
ally a fulminating  disease  terminating  in  death, 
even  in  childhood  in  many  instances.  A signifi- 


cant factor  about  this  anemia,  however,  is  that 
there  are  certain  characteristic  findings  in  the 
peripheral  blood  as  well  as  in  the  bone  marrow. 
Furthermore,  there  are  usually  characteristic 
x-ray  changes  in  skull  films  and  in  the  films  of 
the  long  bones.  Splenomegaly  is  a rather  con- 
stant physical  finding  in  Cooley’s  anemia,  and  in 
this  patient  we  have  no  evidence  of  an  enlarged 
spleen.  I think,  therefore,  that  it  is  unlikely 
that  this  patient  had  Cooley’s  anemia. 

The  various  types  of  leukemias  and  other 
blood  dyscrasias  can,  I believe,  be  rather  rapidly 
discarded.  I believe  the  seven-year  history  would 
rule  against  any  malignant  process.  One  pos- 
sible exception  would  be  a chronic  leukemia. 
However,  the  marrow  aspiration  and  peripheral 
blood  counts  rule  this  out.  I feel  rather  certain 
that  this  patient  did  not  have  a generalized  dis- 
ease process  to  account  for  her  death. 

We  can  now  turn  to  the  localized  lesions  which 
can  be  broken  down  into  four  general  categories: 
congenital  disease,  infectious  disease,  traumatic 
disorders,  and  degenerative  disease. 

The  only  condition  which  I believe  merits 
attention  in  the  congenital  disease  category  is 
that  of  hiatus  hernia.  Most  individuals  with  a 
hiatus  hernia  have  had  a potential  diaphrag- 
matic weakness  since  birth,  and  later  in  life  the 
herniation  develops.  The  majority  of  these 
patients  are  asymptomatic  or  have  very  minor 
symptoms.  However,  it  is  well  known  that  the 
occasional  case  can  bleed  severely. 

The  symptomatic  hiatal  hernias,  particularly 
the  bleeding  ones,  are  almost  invariably  seen  in 
the  over-fifty  age  group.  Another  point  which 
tends  to  rule  out  hiatal  hernia  is  the  postoperative 
x-ray  showing  the  Blakemore  tube  in  place.  The 
diaphragmatic  shadow  is  perfectly  clear,  and  I 
am  certain  that  if  there  were  any  significant  hiatal 
hernia,  we  could  visualize  the  air  shadow  of  the 
cardia  balloon  pulled  somewhat  above  the  dia- 
phragm. Hence,  I am  excluding  .the  congenital 
disease  category. 

I know  of  no  infectious  disease  that  could 
cause  this  picture.  However,  I suppose  one 
should  mention  the  possibility  of  syphilis,  which 
can  masquerade  as  practically  any  disease  com- 
plex. No  mention  is  made  of  this  patient’s 
serology  in  the  protocol,  but  I see  no  reason  for 
incriminating  syphilis  since  there  is  nothing  to 
support  that  diagnosis. 

Now  I should  like  to  focus  attention  on  trau- 
matic lesions  of  the  lower  esophagus  or  cardia. 


90 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


I Certainly  there  is  no  history  of  acute  or  chronic 
I trauma  in  the  data  submitted.  One  can’t  help 
but  wonder,  however,  about  the  possibility  of  a 
I foreign  body,  for  example,  a fishbone,  which  the 
patient  might  have  swallowed  and  which  might 
have  become  imbedded  in  the  lower  esophagus  or 
i upper  stomach  to  the  point  of  causing  irritation 
and  ulceration  of  the  mucosa  overlying  it  and 
bringing  about  hemorrhage.  However,  it  seems 
quite  unlikely  that  a foreign  body  could  have 
lodged  itself  in  this  particular  anatomic  area  for 
seven  years  giving  rise  to  chronic  symptoms  and 
yet  never  be  recognized  on  the  x-ray  studies. 

A vast  number  of  disease  processes  can  be 
i included  in  the  last  category,  the  degenerative 
I diseases.  This  patient’s  severe  bleeding  could  be 
I readily  explained  on  the  basis  of  ruptured  eso- 
phageal varices.  We  know  that  at  the  time  of 
the  limited  gastrointestinal  series  performed  prior 
to  surgery  the  fluoroscopist  reported  that  the 
esophagus  appeared  normal,  and  I believe,  there- 
fore, that  he  felt  there  was  no  evidence  of  varices. 
I think  all  radiologists  would  agree,  however,  that 
varices  are  not  in  every  instance  readily  identified, 
particularly  if  the  examination  is  performed  under 
adverse  circumstances.  It  is  quite  possible,  I 
think,  with  no  reflection  on  the  radiologist’s 
ability,  that  at  least  one  varix  could  be  present 
which  could  have  ulcerated  and  bled  and  still  not 
be  identified  at  the  time  of  a limited  gastrointes- 
tinal fluoroscopic  examination.  What  would  be 
the  etiology  of  varices  in  this  patient?  In  a 
thirty-year-old  female  I think  it  would  be  that  of 
so-called  Banti’s  syndrome.  Our  standard  text- 
books present  a rather  confusing  picture  of  Banti’s 
disease  or  Banti’s  S3mdrome.  It  is  generally 
agreed,  however,  that  the  syndrome  is  comprised 
of  an  extrahepatic  portal  vein  obstruction, 
splenomegaly,  secondary  portal  hypertension  with 
development  of  varices  at  the  cardioesophageal 
junction.  Could  this  represent  a case  of  Banti’s 
syndrome?  The  negative  report  on  the  upper 
gastrointestinal  series  is  certainly  strong  but  not 
absolute  evidence  against  the  presence  of  varices. 
Even  more  important  is  the  fact  that  spleno- 
megaly was  not  noted  in  the  physical  examination 
nor  on  surgical  exploration. 

Cirrhosis  of  the  liver  could  also  give  rise  to 
portal  hypertension  with  the  development  of 
cardioesophageal  varices.  Once  again  there  are 
several  factors  against  this  diagnosis.  I think  I 
need  mention  only  the  fact  that  at  surgery  the 
fiver  was  apparently  felt  to  be  normal.  There 


are  one  or  two  points  in  the  protocol  which  tend 
to  draw  one’s  attention  to  the  fiver.  During  her 
last  admission  the  laboratory  data  revealed  a 
total  protein  of  only  5.4  per  cent  with  an  albumin 
of  3.7  per  cent  and  a globulin  of  1.7  per  cent. 
This  represents  an  essentially  normal  albumin- 
globulin  ratio  but  a somewhat  depressed  total 
protein.  I believe  these  particular  values  are 
explained  on  the  basis  of  the  chronic  hemorrhage 
this  patient  had  experienced  over  the  course  of  the 
previous  seven  years  and  the  more  acute  hemor- 
rhage prior  to  surgery.  In  the  postoperative 
period  I note  that  a Bromsulphalein  retention  of 
25  per  cent  was  recorded.  In  many  institutions 
when  an  upper  gastrointestinal  bleeder  is  ad- 
mitted, an  emergency  Bromsulphalein  test  is 
done  as  an  aid  in  the  differential  diagnosis  of  the 
etiology  of  the  bleeding.  A retention  of  7 to  10 
per  cent  or  greater  is  considered  sufficient  evi- 
dence for  making  a presumptive  diagnosis  of 
bleeding  esophageal  varices.  In  this  particular 
situation,  although  the  Bromsulphalein  retention 
is  well  above  this  critical  level,  there  are  other 
factors  which  must  be  considered. 

In  1948  there  was  an  interesting  article  in  an 
issue  of  the  New  England  Journal  of  Medicine 1 
concerning  fiver  studies  in  20  consecutive  pa- 
tients who  had  undergone  major  surgery  not 
involving  the  fiver.  The  authors’  intention  was 
to  evaluate  fiver  function  studies  in  the  immediate 
postoperative  period.  Liver  function  studies 
were  as  a whole  not  greatly  deranged  in  the 
immediate  postoperative  period  except  for  the 
Bromsulphalein  test.  From  the  first  postopera- 
tive day  up  to  the  fifth  or  sixth  postoperative  day 
it  was  found  that  retention  went  as  high  as  60 
per  cent  in  a forty-five-minute  sample  in  the 
immediate  postoperative  period.  I believe  that 
the  Bromsulphalein  retention  of  25  per  cent  in 
this  patient  is  secondary  to  the  four-hour  opera- 
tive procedure  and  to  her  shock-like  state  rather 
than  to  fiver  damage  or  cirrhosis.  I am  per- 
fectly willing  to  concede  that  this  patient  may 
have  bled  from  esophageal  varices  but  I don’t 
think  so. 

Let  us  then  proceed  to  another  degenerative 
disease  about  which  I know  nothing  and  have 
been  able  to  find  out  little.  Here  I refer  to 
periarteritis  nodosa  and  other  collagen  diseases. 
I know  of  no  way  of  diagnosing  periarteritis 
nodosa  except  by  biopsy.  Although  I have  seen 
one  patient  who  bled  quite  severely  from  the 
gastrointestinal  tract  and  who  had  proved  peri- 
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arteritis  nodosa,  there  is  nothing  to  support  such 
a diagnosis  in  this  patient. 

We  still  have  not  entertained  the  classic  cause 
of  gastrointestinal  bleeding- — peptic  ulcer.  The 
seven-year  history  in  our  patient  is  certainly  con- 
sistent with  a chronic  ulcer,  but  the  logical  site  of 
the  ulcer  would  be  the  duodenum  rather  than  the 
stomach.  Furthermore,  the  gastric  analysis  per- 
formed at  the  time  of  her  second  admission  re- 
vealed a rather  low  level  of  free  hydrochloric 
acid.  This  is  rather  strong  evidence  against  a 
peptic  ulcer.  Actually  she  must  have  had  an 
ulcerated  lesion,  but  when  I speak  of  ulcer  as  a 
cause  I am  referring  specifically  to  peptic  ulcera- 
tion of  stomach  or  duodenum  or  to  peptic  esoph- 
agitis. Such  lesions  could  persist  for  seven 
years  and  could  eventually  bring  about  massive 
hemorrhage  to  the  point  where  the  patient  could 
bleed  to  death  as  happened  in  this  particular 
case.  It  would  be  unusual,  however,  if  this  were 
the  case,  for  the  patient  to  be  asymptomatic  in 
the  interval  periods.  At  no  time  during  the 
seven  years  prior  to  her  terminal  admission  is  it 
recorded  that  she  complained  of  any  persistent 
abdominal  distress  or  indigestion  or  any  of  the 
usual  symptoms  we  associate  with  peptic  ulcera- 
tion of  the  upper  gastrointestinal  tract.  There 
is  one  other  factor  which  I believe  renders  the 
diagnosis  of  peptic  ulcer  unlikely.  The  patient 
had  a 60  per  cent  resection  of  her  stomach,  thereby 
removing  most  of  the  acid-secreting  area.  In  the 
presence  of  an  ulcer  one  would  expect  postopera- 
tive improvement  rather  than  further  bleeding. 

At  the  start  of  this  discussion  I excluded  a 
malignant  tumor,  and  I adhere  to  that  exclusion 
because  I don’t  believe  a malignant  tumor  could 
have  existed  in  this  location  for  seven  years  with- 
out making  itself  eminently  manifest  to  any  ex- 
aminer at  the  time  of  her  last  admission.  What 
about  benign  tumors?  Of  course,  a benign  tumor 
can  exist  for  years  without  causing  appreciable 
symptoms.  I think  there  are  two  possibilities 
one  must  seriously  consider  at  this  particular 
site.  Conceivably  an  angioma  present  since 
birth  in  the  cardioesophageal  region  could  have 
persisted  to  adult  life  and,  subject  to  the  constant 
trauma  of  food  passing  over  it,  could  have  bled 
from  time  to  time,  giving  rise  to  an  anemia. 
Necrosis  and  ulceration  in  the  angioma  could 
also  have  caused  bleeding  severe  enough  to  result 
in  death.  Such  a benign  tumor  could  easily  re- 
main unrecognized  at  the  time  of  surgical  explora- 
tion because  of  its  consistency  and  small  size. 


The  other  possibility  is  that  of  a small  benign 
polyp  lying  in  the  upper  segment  of  the  stomach. 
Such  a polyp,  smaller  than  2 cm.  in  diameter, 
would  be  most  difficult  to  identify  on  fluoroscopy, 
particularly  since  pressure  films  could  not  be 
made  of  this  area  of  the  stomach.  The  fluoro- 
scopist  was  further  handicapped  by  having  a 
critically  ill  patient  on  whom  he  could  not  do  an 
adequate  examination.  A benign  polyp  is  cer- 
tainly more  consistent  with  the  findings  of  low 
hydrochloric  acid  in  the  gastric  analysis.  It  is 
also  quite  consistent  with  a chronic  blood  loss 
over  the  course  of  years  and  could,  under  some 
unknown  stimulus,  be  the  site  of  massive  bleed- 
ing. Since  it  is  rarely  possible  to  completely 
visualize  the  interior  of  the  stomach  at  opera- 
tion, it  is  easy  to  understand  how  such  a tumor 
could  not  be  seen  or  palpated. 

Hence  I am  going  to  propose  that  this  patient 
was  suffering  from  a benign  lesion  at  the  gastro- 
esophageal junction,  an  angioma  or  a polyp.  I 
will  further  propose  that,  because  of  recurrent 
ulceration  on  the  tumor  surface,  chronic  blood 
loss  occurred  over  a seven-year  period  prior  to 
admission.  Because  of  some  unknown  stimulus 
prior  to  her  last  admission,  surface  ulceration  in 
the  tumor  brought  about  massive  gastrointestinal 
hemorrhage  requiring  surgery  and  eventually  the 
death  of  the  patient  through  uncontrolled  hemor- 
rhage. 

Incidentally,  the  terminal  event  of  a progres- 
sive rise  in  temperature  to  108  F.  can  be  explained 
by  a central  nervous  system  anoxia.  I believe 
this  is  on  the  basis  of  anemia  secondary  to  blood 
loss,  resulting  in  irreversible  damage  to  the 
temperature  regulating  center  and  hence  a ter- 
minal hyperthermia. 

Diagnoses 

Clinical. — Bleeding  esophageal  varices. 

Dr.  Bowden. — Benign  tumor  at  the  cardioeso- 
phageal junction,  possibly  an  angioma  or  polyp. 

Anatomic. — Benign  carcinoid  of  the  stomach. 

Pathologic  Report 

Dr.  James  Mitchell:  At  autopsy  this  was 
the  body  of  a thirty-year-old  white  female 
measuring  5 feet  2 inches  in  height  and  weighing 
approximately  130  pounds.  There  was  marked 
pallor  of  the  skin  and  mucous  membranes.  When 
the  peritoneal  cavity  was  opened,  it  was  found  to 
contain  approximately  1,000  cc.  of  liquid  blood. 
There  was  approximately  300  cc.  of  blood- tinged 
fluid  in  the  left  pleural  cavity.  Both  lower  lobes 
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Fig.  1.  Carcinoid  tumor  in  upper  left  corner  near  cardioesophageal  junction. 


of  the  lungs  were  deep  red  in  color  and  atelectatic. 

The  heart  was  normal  in  size  and  presented  a 
pale,  flabby  myocardium.  The  valves  revealed 
no  abnormalities  grossly. 

The  liver  and  kidneys,  except  for  being  unusu- 
ally pale  in  color,  were  essentially  grossly  normal. 

The  spleen  was  normal  in  size  and  on  section 
presented  a normal  gross  appearance. 

The  esophageal  mucosa  was  smooth.  About  5 
cm.  distal  to  the  cardioesophageal  junction,  on  the 
greater  curvature  of  the  stomach,  there  was  noted 
a circumscribed,  slightly  elevated  mass  in  the  mu- 
cosa which  measured  3.5  cm.  in  diameter  (Fig.  1). 
It  was  covered  by  hemorrhagic  mucosa  except 
for  a small  eroded  area  in  the  lower  part  of  the 
nodule  which  was  about  5 mm.  in  diameter. 
There  was  also  noted  a nodular  projection  oh  the 
serosal  side  of  this  lesion,  although  the  overlying 
serosa  was  smooth.  Section  through  the  nodule 
showed  grayish-yellow  tissue  which  was  rather 
soft  in  consistency.  The  stomach  was  filled  with 
fluid  and  clotted  blood,  and  there  was  dis- 
solution of  the  suture  line  of  the  gastroenteros- 
tomy, which  was  probably  due  to  the  pressure  of 
the  blood  in  the  stomach.  I am  sure  the  blood 
in  the  peritoneal  cavity  came  from  the  stomach. 
The  duodenal  stump  was  intact. 
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The  pancreas  and  pelvic  organs  were  normal. 

From  the  gross  appearance  of  this  lesion  we 
thought  possibly  of  an  angioma,  as  Dr.  Bowden 
mentioned,  or  a leiomyoma.  I thought  car- 
cinoma was  definitely  ruled  out. 

Microscopic  sections  of  the  nodule  in  the 
stomach  revealed  considerable  infiltration  made 
up  of  small  round  and  cuboidal  cells  with  very 
small  round  nuclei.  There  was  no  evidence  of 
mitoses,  anaplasia,  or  hyperchromia.  In  some 
areas  there  were  poorly  formed  acini,  and  in  other 
areas  I noted  a rosette-like  formation  of  cells. 
One  of  the  sections  revealed  a small  piece  of  bone 
in  a large  area  of  necrosis.  I think  the  bone 
formation  proves  that  the  lesion  had  been  present 
for  a long  time.  We  theorized  that  possibly  the 
overlying  mucosa  became  necrotic  and  was  the 
cause  of  the  bleeding.  The  mucosa  in  some  sec- 
tions appeared  necrotic,  and  some  of  the  bleeding 
may  have  come  from  that  site.  The  slides  were 
sent  to  other  pathologists  for  consultation  as  to 
the  definite  histologic  diagnosis,  and  the  majority 
of  the  men  thought  this  was  a carcinoid  of  the 
stomach.  It  is  a rare  place  for  a carcinoid,  and  I 
can  easily  see  why  Dr.  Bowden  didn’t  mention  it. 
In  a recent  article  McDonald  from  Boston  re- 
ported 12  cases  with  an  additional  27  previous 
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cases,  so  that  there  is  a total  of  39  reported  cases 
of  carcinoid  of  the  stomach.  Many  of  these 
cases  presented  prolonged  bleeding  with  no  ade- 
quate explanation  for  the  bleeding. 

The  remainder  of  the  slides  were  essentially 
negative.  I don’t  believe  there  is  any  doubt  that 
she  died  of  shock  secondary  to  postoperative 
hemorrhage. 

Summary 

Dr.  Bowden:  I wish  to  thank  Dr.  Mitchell 
for  being  so  kind  to  me.  I thought  it  was  a 


benign  tumor,  although  I did  not  even  consider 
the  diagnosis  of  carcinoid. 

It  is  an  extremely  rare  tumor  in  this  area  of 
the  stomach.  Benign,  and  occasionally  malig- 
nant, carcinoids  are  more  common  elsewhere 
in  the  gastrointestinal  tract,  particularly  the 
terminal  ileum  and  appendix.  I have  certainly 
learned  something  from  this  case. 

Reference 

1.  Tagnon,  H.  J.,  Robbins,  G.,  and  Nichols,  M.  P. : New 
England  J.  Med.  238:  556  (1948). 


Social  Security  Footnotes 


Points  for  the  argument  that  Social  Security  laws 
pave  the  way  for  a “welfare  state,”  and  particularly 
that  they  are  a serious  threat  of  socialized  medicine 
are  included  in  a series  of  comments  on  Social  Secu- 
rity published  by  the  American  Medical  Association. 
They  are: 

“There  is  not  an  unlimited  number  of  ways  for 
Social  Security  to  expand.  Medical  care  is  one  of 
the  few  areas  not  covered  by  'social  insurance,’  and 
the  present  framework  of  the  Social  Security  Act  is 
adequate  to  cover  socialized  medicine  by  means  of  a 
few  amendments.  The  Disability  Insurance  'Trust’ 
Fund  could  be  changed  into  a Health  Insurance 
‘Trust’  Fund  by  the  stroke  of  a pen.  Taxes  could 
be  increased.  A new  title  could  be  added  to  the 
law  and  the  private  practice  of  medicine  could  be 
virtually  destroyed.” 

“American  medicine  would  do  well  to  studjr  the 
plight  of  physicians  in  Britain  and  France  before 
accepting  financial  arrangements  that  would  make 
them  sitting  ducks  for  capture  by  Government.” 

“Social  Security  says:  ‘It  is  common  knowledge 
that  most  of  us  because  of  living  costs,  social  stand- 
ards, and  economic  misfortunes  do  not  set  aside 
enough  money  or  other  assets  during  our  working 
years  to  provide  adequately  for  disability,  old  age, 
or  death.’ 

“In  other  words:  Social  Security  believes  that 
‘most  of  us’  must  depend  upon  the  government  in  our 
‘hour  of  need.’  ” 

“Long  term  results  of  the  trend  toward  Big  Pen- 


sions and  its  sponsor  Big  Government  are  to  be 
feared.  Rewards  bj’-  government  for  long  life  to  all 
the  people  begins  a leveling  or  averaging  process 
that  destroys  individuality  and  initiative.  It  en- 
courages the  welfare  state  by  placing  responsibility 
for  a great  portion  of  our  people  solely  in  the  hands 
of  government.” 

“Since  Bismarck  introduced  socialized  medicine 
in  Germany  three  quarters  of  a century  ago,  the 
threat  of  socialized  medicine  through  the  extension 
of  so-called  social  insurance  has  been  ever-present 
in  Western  civilization.  One  nation  after  another 
has  succumbed  to  the  drive  to  extend  the  compulsory 
system  of  taxation  called  social  insurance  to  finance 
a vast  program  of  medical  and  hospital  care  for  tax- 
payers and  nontaxpayers.  The  history  of  develop- 
ments in  this  field  in  foreign  countries  should  alert 
the  medical  profession  to  the  usual  consequence  of 
Federal  social  security  programs.” 

“Every  argument  which  has  ever  been  used  to 
support  social  security  can  be  used  with  equal  valid- 
ity to  support  socialized  medicine  by  changing  a 
few  words.  If  you  ask  for  one,  prepare  to  get  both. 
It  is  planned  that  waj'-.” 

“To  support  socialistic  practices  in  regard  to  re- 
tirement funds  requires  that,  for  the  sake  of  consist- 
ency, socialized  medicine  also  be  supported.  If  one 
believes  that  the  Federal  government  should  tax 
everyone  to  provide  an  income  for  each  upon  retire- 
ment or  disability,  one  must  also  believe  that  the 
same  government  should,  with  equal  propriety,  tax 
everyone  to  provide  medical  care  for  all!” 
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Epidermoid  Carcinoma  Arising  in  Dermoid  Cyst  of  Ovary 


JAMES  P.  HENNESSY,  M.D.,  AND  GEORGE  T.  HOFFMANN,  M.D.,  NEW  YORK  CITY 


( From  the  Department  of  Laboratories , St.  Vincent’s  Hospital ) 


T^he  purpose  of  this  paper  is  to  present  a case  of 
epidermoid  carcinoma  arising  in  a dermoid  cyst 
of  the  ovary.  The  occurrence  of  squamous  cell 
(epidermoid)  carcinoma  in  the  lining  of  cystic 
teratoma  or  dermoid  cysts  of  the  ovary,  though  un- 
common, is  not  an  extremely  rare  condition. 

In  a review  of  the  literature  shown  in  Table  l1-36 
approximately  178  cases  have  been  reported.  In 
1914  Lapouge1-2  collected  43  cases  of  malignancy  in 
dermoids  from  the  literature.  Counseller  and  Well- 
brock9  found  the  incidence  to  be  1.7  per  cent  in  408 
cases  of  dermoid  cysts,  while  Allan  and  Hertig25 
found  the  incidence  to  be  1 per  cent  in  316  cases. 
Other  malignancies  arising  in  teratomas,  such  as 
carcinoid  tumor,  leiomyosarcoma,  and  basal  cell 
sarcoma  have  been  reported  by  Burgess32  and  Peter- 
son,34 but  the  most  frequent  type  of  malignant 
transformation  is  squamous  cell  carcinoma  arising 
from  poorly  differentiated  stratified  squamous  epi- 
thelium. Willis24  states  that  most  of  the  malig- 
nancies originating  from  ovarian  dermoids  are  squa- 
mous cell  cancers. 

According  to  Lynch  and  Maxwell36  carcinoma 
found  in  any  ovarian  dermoid  may  originate  in  three 
different  ways:  first,  epithelial  structures  of  the  der- 
moid may  become  malignant;  second,  the  dermoid 
may  be  invaded  by  a cancer  in  its  neighborhood,  or 
it  may  be  the  seat  of  metastases  from  a distant 
malignancy;  and,  third,  a carcinoma  may  develop 
in  the  ovary  proper  and  invade  the  dermoid.  As 
for  our  case,  we  believe  it  arose  from  the  stratified 
squamous  epithelial  cells  of  the  dermoid  cyst. 

Case  Report 

A fifty-one-year-old,  white  female  entered  the 
hospital  two  months  after  the  discovery  of  an 
asymptomatic  mass  during  the  course  of  a diagnostic 
cancer  workup.  For  the  preceding  two  years  the 
menses  had  been  irregular,  but  there  had  been  no 
intermenstrual  bleeding.  She  had  never  been  preg- 
nant. A benign  cyst  of  the  breast  (lipoma)  had 
been  previously  removed.  Her  pelvic  examination 
revealed  a nonparous  pelvic  floor.  The  cervix  was 
normal  in  size  and  clean.  A Papanicolaou  smear 


TABLE  I. — Review  of  Literature  of  Reported  Cases  of 
Epidermoid  Carcinoma  Arising  in  Dermoid  Cyst  of  Ovary 


Author 

Year 

of 

Report 

Number 

of 

Cases 

Lapouge,  C.  V.1’2 

1914 

43 

Weiner,  S.3 

1915 

3 

Rhodenburg,  G.  L.4 

1926 

1 

Masson,  J.  C.,  and  Ochsenhirt,  N.  C.5 

1929 

36 

Deaver,  J.  B.6 

1931 

1 

MacCarty,  W.  C.7 

1933 

7 

Caillot,  J.,  and  Boulez,  N.8 

1934 

2 

Counseller,  V.  S.,  and  Wellbrock,  W.  L.9 

1934 

7 

Meriel,  E.,  and  Dieulafe,  R.10 

1935 

1 

Kent,  C.  F.n 

1936 

4 

Fein,  M.  J.,  and  Hobart,  R.12 

1937 

1 

Bowles,  H.  E.13 

1937 

4 

Breipohl,  C.  W.14 

1937 

3 

Meiklejohn,  R.  B.15 

1938 

1 

Cardwell,  E.  S.,  and  Pund,  E.  R.16 

1938 

1 

Novak,  E.17 

1940 

21 

Brody,  S.18 

1941 

1 

Williams,  C.,  and  Bloom,  N.19 

1942 

1 

Dockerty,  M.  B.20 

1945 

1 

Blackwell,  W.  J.,  et  al.  21 

1946 

2 

Falk,  H.  C.22 

1946 

3 

Montgomery,  J.  B.23 

1948 

2 

Willis,  R.  A.24 

1948 

5 

Allan,  M.  S.,  and  Hertig,  A.  T.25 

1949 

3 

Mitchell,  N.,  and  Diamond,  B.26 

1949 

5 

Silverman,  M.  M.,  and  Alban,  E.  J.27 

1952 

1 

Randall,  C.,  and  Hall,  D.28 

1952 

1 

Ackley,  W.  O.29 

1952 

1 

Silberblatt,  W.  B.,  and  Carrabba,  S.  R.30 

1953 

2 

Alznauer,  R.  L.31 

1953 

3 

Burgess,  G.  F.,  and  Shutter,  H.  W.32 

1954 

1 

Hall,  E.  J.,  Cabaud,  P.  G.,  and  Sullivan,  T. 

33  1 955 

2 

Peterson,  W.  F.,  et  oZ.34 

1956 

11 

Abrams,  J.,  et  al. 35 

1956 

1 

Lynch,  F.  W.,  and  Maxwell,  A.  F.36 

1957 

1 

was  taken  and  was  found  to  be  negative  for  car- 
cinoma. The  uterus  was  normal  in  size,  shape,  and 
contour  and  in  fairly  good  position.  A poorly  de- 
fined mass  was  felt  in  the  right  lower  abdomen; 
otherwise  physical  and  laboratory  findings  were 
normal.  At  operation  a cystic  mass  was  found  in 
the  region  of  the  right  ovary.  The  mass  pushed 
the  fundus  to  the  left  and  was  adherent  to  the  cecum 
and  the  posterior  reflection  of  the  pouch  of  Douglas. 
In  other  respects  the  uterus  and  adnexa  appeared 
normal.  With  some  difficulty  the  mass  was  freed 
by  dividing  the  adhesions  and  was  removed  together 
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Fig.  1.  Lower  power  view  of  the  cyst  wall  showing 
the  markedly  hyperplastic  squamous  epithelial  lining 
thrown  into  papillary  folds.  No  infiltration  is  noted. 


Fig.  3.  Very  low  power  showing  features  of  epider- 
moid cyst.  Skin  with  sebaceous  glands,  mucoserous 
glands,  and  smooth  muscle. 


Fig.  2.  High  power  view  of  a field  from  Fig.  1. 
Shows  loss  of  cellular  orientation,  pleomorphism  of 
cells,  nuclear  hyperchromia  and  prominent  nucleoli. 


Fig.  4. 


A clump  of  carcinoid  cells  between  two  muscle 
bundles  in  the  ovarian  dermoid  cyst. 


] 

< 
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with  the  right  fallopian  tube.  During  this  pro- 
cedure the  cyst  ruptured,  spilling  yellow  cheesy  ma- 
terial and  hair  into  the  peritoneal  cavity.  The 
postoperative  course  was  uneventful. 

The  patient  remained  well  for  two  years  and  then 
developed  constipation  and  crampy  abdominal  pain. 
These  symptoms  progressed,  and  she  was  readmitted 
to  the  hospital  with  small  bowel  obstruction.  A 
laparotomy  was  performed.  There  were  extensive 
implants  of  tumor  over  the  pelvic  peritoneum  and 
omentum.  The  terminal  ileum  and  a segment  of 
sigmoid  were  adherent  to  the  cecum,  which  in  turn 
was  frozen  to  the  lateral  pelvic  wall  in  the  right 
lower  quadrant.  The  involved  segments  of  sigmoid, 
terminal  ileum,  cecum,  and  ascending  colon  were  re- 
sected. One  month  later  the  patient  developed  a 
closed  loop  small  bowel  obstruction  caused  by  ad- 
hesions. On  exploration  there  was  a marked  in- 
crease in  the  size  and  number  of  tumor  implants 
throughout  the  abdomen.  Two  days  later  she  ex- 
pired. Permission  for  autopsy  could  not  be  obtained. 


Comment 

Pathology  of  First  Operation. — Gross  de- 
scription.— The  specimen  consisted  of  a cystic  mass  ^ 
and  attached  tube.  The  cyst  measured  7 cm.  in 
diameter,  and  there  were  many  roughened  areas  on 
its  surface.  When  opened,  a large  amount  of  hair  , 5, 
and  thick  brown  material  was  found.  A single  3 
cm.  daughter  cyst  contained  similar  material.  The  ff 
lining  was  grey  and  wrinkled,  with  a soft,  white,  well-  ; 0 
circumscribed  papillary  area  8 mm.  in  diameter  at- 
tached  at  the  lateral  pole  of  the  cyst  lining.  Thick- 
ness of  the  wall  varied  from  less  than  1 mm.  to  5 ,,f| 

mm.  in  thickness  (Fig.  1). 

Microscopic  Description. — Section  through  a thin-  , 
walled  portion  of  the  cyst  revealed  a lining  of  squa-  , 
mous  epithelium.  Sections  through  the  'papillary  , 
area  revealed  projections  of  loose  stroma  covered 
with  a thick  layer  of  pleomorphic  squamous  cells  i 
typical  of  carcinoma  (Figs.  2 and  3).  There  was  a 
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well-defined  boundary  at  the  deep  margin  of  these 
cells  and  no  evidence  of  invasion.  Another  section 
through  a relatively  thicker  area  of  the  wall  re- 
vealed various  types  of  tissue.  The  lining  was 
composed  of  areas  of  ciliated,  pseudostratified, 
columnar,  respiratory  mucosa  and  underlying  mu- 
cous and  mucoserous  glands  which  alternated  with 
areas  of  thin,  squamous  epithelium  overlaying  seba- 
ceous glands.  Deeper  in  the  wall  were  bands  of 
smooth  muscle  with  intimately  associated  clumps  of 
large  ganglion  cells  resembling  bowel  musculature 
with  myenteric  plexus.  Between  two  muscle 
bundles  were  several  clumps  of  uniform  tumor  cells 
which  contained  argentophilic  granules  (Fig.  4). 

Pathology  of  Second  Operation. — Gross  De- 
scription.— The  specimen  consisted  of  two  separate 
pieces  of  bowel:  a 20  cm.  length  of  sigmoid  colon 
and  terminal  ileum,  cecum,  and  ascending  colon. 
Tumor  implants  involving  serosa  and  muscularis 
were  present  in  the  sigmoid  and  ileum,  the  latter 
being  in  the  form  of  a stenosing  annular  lesion  which 
ulcerated  through  the  mucosa. 

Microscopic  Description. — On  microscopic  exami- 
nation the  serosa  and  muscularis  of  bowel  in  these 
areas  contained  numerous  nodules  of  well-dif- 
ferentiated squamous  cell  carcinoma. 

Gross  examination  of  the  resected  ovarian  cyst 
removed  during  the  first  operation  showed  the  usual 
features  of  a benign  cystic  teratoma  or  dermoid  cyst 
of  the  ovary  except  for  the  small  papillary  growth 
in  the  lining  mucosa.  This  lesion  appeared  to  be  a 
noninfiltrative  squamous  cell  carcinoma.  Figure  2 
shows  a striking  resemblance  to  one  of  Willis’24 
cases.  Serial  sections  were  not  carried  out  since  an 
exhaustive  examination  would  require  sectioning  of 
the  entire  wall  of  the  cyst  for  other  areas  of  micro- 
scopic involvement;  thus,  the  invasiveness  of  the 
tumor  was  not  determined. 

Possible  sources  of  recurrence  and  metastasis  are 
the  points  of  adherence  to  the  cecum  and  broad 
ligament  noted  in  the  first  operative  procedure 
and/or  seeding  through  rupture  of  the  cyst  during 
the  procedure.  The  argentaffin  tumor  apparently 
remained  quiescent. 

Summary 

1.  A general  review  of  the  literature  on  squamous 
cell  carcinoma  arising  in  dermoid  cysts  of  the 
ovaries  is  presented  with  the  report  of  a case  in 
which  one  of  these  tumors  was  found  in  one  ovary. 

2.  The  reported  incidence  is  from  1 to  1.7  per 
cent. 

3.  The  exact  diagnosis  is  rarely  made  before 
operation. 

4.  Of  all  the  possible  types  of  malignancy  that 
may  occur  in  an  ovarian  dermoid,  squamous  cell 


carcinoma  is  the  most  common. 

5.  Prognosis  is  grave  if  the  capsule  has  been 
broken  through  and  peritoneal  invasion  has  oc- 
curred. 
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Systemic  Lupus  Erythematosus  in  Identical  Twins 


CHARLES  O.  WAGENHALS,  M.D.,  AND  PAUL  A.  BURGESON,  M.D.,  F.A.C.P.,  WARSAW, 

NEW  YORK 

( From  the  Wyoming  County  Community  Hospital) 


Qystemic  lupus  erythematosus  is  a much  more 
common  disease  than  was  previously  suspected. 
Recent  work  has  shown  it  to  be  as  common  as 
pernicious  anemia1  and  diagnosed  50  per  cent  as 
frequently  as  rheumatic  fever.2 

We  have  reviewed  all  of  the  literature  available 
to  us  and  have  found  only  one  previous  report  of  a 
similar  occurrence  of  this  disease.  This  was  re- 
ported in  1951  by  Davis  and  Gutridge.3  They 
reported  two  cases,  identical  twin  sisters,  in  whom 
a diagnosis  of  systemic  lupus  erythematosus  was 
made.  Diabetes  melhtus  was  associated  with  one 
of  the  sisters.  Both  expired,  and  an  autopsy  was 
performed  on  the  sister  without  diabetes  mellitus. 
Lupus  erythematosus  cells  were  found  prior  to 
death  in  this  instance.  The  authors  pointed  out 
the  possible  role  of  the  familial  factor  in  the  etiology 
of  systemic  lupus  erythematosus. 

Case  Reports 

Case  1. — A twenty-two-year-old,  white  female 
was  admitted  to  the  Wyoming  County  Community 
Hospital  on  May  20,  1952.  Her  chief  complaints 
were  skin  eruption  on  her  face,  temperature,  cough, 
and  dyspnea. 

A history  of  her  present  illness  revealed  that  the 
patient  had  been  well  until  October,  1951,  when  she 
developed  a rash  involving  the  bridge  of  her  nose 
and  cheeks.  Her  family  physician  described  it  as  a 
typical  butterfly  eruption.  This  progressed  slowly 
in  severity,  but  the  patient  remained  asymptomatic 
until  two  months  prior  to  admission  to  this  hospital. 

At  that  time  lupus  erythematosus  was  suspected, 
and  this  diagnosis  wras  confirmed  by  Dr.  Robert 
Ullman  of  Buffalo.  She  was  hospitalized  at  that 
time  in  the  Buffalo  General  Hospital  and  her  admis- 
sion physical  examination  was  entirely  normal  ex- 
cept for  the  above  mentioned  butterfly  eruption. 
Laboratory  work  was  all  within  normal  limits,  but 
on  March  27,  1952,  lupus  erythematosus  cells  were 
found. 

Prior  to  her  admission  here  she  had  been  treated 
for  an  acute  pulmonary  infection.  She  was  given 
penicillin  and  improved.  She  had  been  confined 
to  bed  for  six  weeks  and  had  been  receiving  Chloro- 
mycetin with  no  change  in  the  pulmonary  picture 
but  with  improvement  of  the  rash.  She  complained 
of  soreness  in  mouth,  dyspnea  at  rest,  nonproductive 
cough,  and  pain  in  anterior  chest  and  upper  quad- 
rants of  the  abdomen. 

Past  history  included  a tonsillectomy  and  ade- 
noidectomy  in  1935.  Family  history  was  negative, 


and  a systemic  review  was  normal  except  for  the 
above  complaints. 

Physical  examination  revealed  a well-developed, 
well-nourished,  critically  ill,  white  female.  There 
was  a generalized  pallor  but  no  jaundice  or  cyanosis. 

There  w'as  pallor  of  the  palpebral  conjunctiva,  a 
definite  pallor  of  the  mucous  membranes  in  the 
mouth  and  throat,  and  diminished  breath  sounds  at 
the  right  base  of  the  chest  and  scattered  coarse 
rales  at  both  lung  bases. 

The  heart  appeared  to  be  enlarged  to  the  left, 
cardiac  tones  were  distant,  there  was  a suggestion 
of  a gallop  rhythm,  and  there  was  also  a to-and-fro 
diastolic  and  systolic  murmur  at  the  apex.  Pul- 
monic second  sound  was  greater  than  aortic  second 
sound. 

There  was  marked  tenderness  of  the  abdomen  in 
both  upper  quadrants.  No  masses  were  palpable, 
but  the  fiver  wras  percussed  approximately  three 
fingerbreadths  below  the  costal  margin. 

Her  temperature  on  admission  was  101  F.  and 
rose  rapidly  to  102  F.  where  it  remained  for  the  next 
six  days.  Admission  laboratory  work  was  as  fol- 
lows: Urinalysis  was  normal,  red  blood  cells 

2,970,000,  hemoglobin  9.1  Gm.,  color  index  1.0, 
white  blood  cells  3,700,  1 stab,  61  segmented,  37 
lymphocytes,  and  1 monocyte.  Sedimentation  rate 
wras  31,  nonprotein  nitrogen  29.5,  blood  glucose  107, 
total  protein  6.2  per  cent  with  an  albumin-globulin 
ratio  3.2: 3.0. 

She  was  given  500  cc.  of  blood  on  the  second  and 
third  hospital  days.  Radiographic  examination  of 
the  chest  showed  increased  bronchial  markings  on 
the  right  side.  Electrocardiogram  showed  a rate 
of  100  wdth  a sinus  rhythm,  and  the  P-R  interval 
was  0.20.  T-wave  was  diphasic  in  lead  CF5  and 
there  w^ere  Q- waves  in  leads  II  and  III.  It  wras 
felt  that  this  was  compatible  with  myocardial  dam- 
age. 

The  patient  was  started  on  chloramphenicol  and 
cortisone.  The  clinical  course  was  one  of  very  slow 
improvement  with  her  temperature  remaining  be- 
tween 100  F.  and  101  F.  until  the  thirty-second 
hospital  day  when  it  finally  subsided  and  stayed 
within  normal  limits. 

In  view  of  the  slow  response  to  medication  we 
changed  from  cortisone  to  ACTH  on  the  thirty- 
sixth  hospital  day,  but  there  wTas  no  pronounced  dif- 
ference in  effect.  Blood  counts  improved  following 
the  transfusions,  and  all  other  laboratory  work  re- 
mained normal. 

The  skin  lesion  improved  slowly,  and  she  was  dis- 
charged, improved,  on  the  fifty-sixth  hospital  day. 


New  York  State  J.  Med. 


SYSTEMIC  LUPUS  ERYTHEMATOSUS  IN  IDENTICAL  TWINS 


At  discharge  she  was  instructed  to  continue  her 
cortisone,  100  mg.  daily. 

On  August  9,  1953,  she  suddenly  felt  faint,  col- 
lapsed, but  did  not  lose  consciousness  completely. 
On  recovery  from  the  faintness,  she  noticed  dif- 
ficulty in  speaking,  numbness  in  the  right  side  of 
the  face,  and  pronounced  weakness  of  the  right  arm. 

She  was  readmitted  to  this  hospital,  and  physical 
examination  showed  a chronically  and  acutely  ill 
white  female.  The  facies  tended  to  be  of  a moon- 
faced type  and  there  was  a typical  butterfly  erup- 
tion over  the  face.  The  mouth  was  slightly  re- 
tracted to  the  left,  and  the  tongue  deviated  to  the 
right.  Speech  was  thick,  and  mucous  membranes 
were  pale.  The  chest  was  clear  to  percussion  and 
auscultation,  and  heart  tones  were  of  good  quality. 
The  heart  appeared  to  be  enlarged  to  the  left.  No 
murmurs  were  audible  on  percussion.  Abdominal 
examination  was  not  remarkable.  Extremities 
showed  a partial  paralysis  at  the  right  arm  and  also 
a moderate  weakness  in  the  right  leg.  Tendon 
reflexes  were  diminished  on  the  right,  and  there  was 
a positive  Babinski  on  the  right. 

Laboratory  work  was  normal  except  for  a sedi- 
mentation rate  of  40,  and  a nonprotein  nitrogen  of 
34. 

Improvement  followed  the  use  of  ACTH  during 
hospitalization.  There  was  good  return  of  function 
in  the  right  leg  and  partial  return  of  function  in  the 
right  arm. 

After  discharge  her  progress  was  satisfactory 
until  March  24,  1954.  At  that  time  she  was  ad- 
mitted to  another  hospital  for  forty-four  days.  A 
diagnosis  of  systemic  lupus  erythematosus  and  pul- 
monary atelectasis  was  made. 

She  was  readmitted  to  that  hospital  four  months 
later.  Her  course  in  the  interim  had  been  unchanged 
and  on  September  13,  the  day  of  admission,  she 
complained  of  dizziness,  a feeling  of  faintness,  and 
convulsed.  She  was  comatose  on  admission  and 
expired  three  hours  later.  Autopsy  consent  was  not 
obtained.  Final  diagnoses  of  hypostatic  pneumonia 
and  lupus  erythematosus  with  secondary  anemia 
were  made. 

Case  2.^ — A twenty-six-year-old  woman  was  ad- 
mitted to  the  Wyoming  County  Community  Hospi- 
tal on  April  14,  1955,  with  the  chief  complaint  of 
dyspnea. 

A history  of  her  present  illness  revealed  that  the 
patient  was  approximately  five  months  pregnant. 
Three  weeks  prior  to  admission  she  had  some  ab- 
dominal cramps  accompanied  by  vomiting  and  fever. 
These  persisted  for  about  two  days,  and  she  thought 
that  she  had  “intestinal  flu.”  She  was  asymptoma- 
tic for  several  days  and  then  noticed  that  the  glands 
in  her  neck  and  elsewhere  became  enlarged.  She 
was  told  that  she  had  “glandular  fever.”  She 
improved  and  appeared  to  have  recovered. 

Four  days  prior  to  admission  to  this  hospital  she 
developed  generalized  aches  and  pains  and  felt 
generally  stiff.  Albumin  was  found  in  the  urine,  and 
the  hemoglobin  was  41  per  cent.  She  became  short 
of  breath  about  two  days  previously,  and  the  night 
prior  to  admission  she  developed  a fever.  She  was 
admitted  primarily  because  of  the  low  blood  count, 


fever,  and  increasing  dyspnea.  A systemic  re- 
view was  not  contributory. 

Physical  examination  revealed  a well-developed, 
well-nourished,  acutely  ill  white  female.  There  was 
slight  dyspnea  at  rest,  but  no  cyanosis.  There  was 
moderate  pallor,  and  the  temperature  was  elevated 
to  103.4  F.  The  respirations  were  increased  in 
frequency,  and  the  patient  coughed  occasionally. 

Physical  examination  revealed  the  following  posi- 
tive findings:  Mucous  membranes  in  the  mouth  ap- 
peared only  slightly  pallid,  there  were  a few  dis- 
crete, pea-sized  lymph  nodes  in  both  posterior 
triangles  of  the  neck,  and  the  heart  was  normal  ex- 
cept for  an  apical  systolic  murmur. 

There  were  small  areas  of  superficial  burns  with 
crusting  in  the  left  lower  quadrant  of  the  abdomen. 
The  fundus  uteri  was  palpable  at  the  approximate 
level  of  the  umbilicus.  There  was  moderate 
tenderness  in  the  upper  part  of  the  abdomen,  par- 
ticularly in  the  left  upper  quadrant  on  deep  palpa- 
tion. There  was  marked  tenderness  in  the  left 
costovertebral  angle  on  palpation  and  on  fist 
percussion.  There  was  no  muscular  spasm.  Liver, 
spleen,  and  kidneys  were  not  palpable. 

Laboratory  findings  on  admission  revealed  the 
following  abnormal  results:  red  blood  cells  2,590,- 
000,  hemoglobin  5.9  Gm.,  color  index  0.76,  white 
blood  cells  10,650,  stabs  13,  segmented  73,  lympho- 
cytes 13,  and  monocytes  1. 

Urinalysis  revealed  a specific  gravity  of  1.014, 
4 plus  albumin,  and  a slight  trace  of  sugar.  Micro- 
scopic examination  showed:  white  blood  cells  3 

plus,  red  blood  cells  negative,  bacteria  2 plus,  and 
casts  negative. 

Cephalin  flocculation  was  4 plus  in  twenty-four 
hours. 

X-ray  of  the  chest  showed  no  evidence  of  pul- 
monary pathology,  and  the  cardiac  outline  at  the 
time  was  normal.  Blood  culture  on  the  second 
hospital  day  showed  a gram  negative  bacillus,  but 
this  was  thought  to  be  a contamination,  and  four 
subsequent  blood  cultures  were  negative. 

Over  a five  day  period  3,000  cc.  of  blood  were 
given,  and  the  blood  count  returned  to  normal. 

Total  protein  was  normal  on  several  occasions, 
but  there  was  a persistant  inversion  of  the  albumin- 
globulin  ratio.  Cephalin  flocculation  remained 
positive. 

Urine  continued  to  show  4 plus  albumin  and  the 
white  blood  cells  increased  to  4 plus  over  a period  of 
two  months.  Casts  were  present  early  but  cleared 
during  the  last  two  months. 

On  the  sixth  hospital  day  the  fetal  heart  rate  was 
not  audible,  and  an  Aschheim-Zondek  test  was 
positive  on  the  sixteenth  hospital  day. 

On  the  ninth  hospital  day  the  patient  developed 
right  chest  pain,  and  the  physical  findings  and  chest 
x-ray  were  compatible  with  a diagnosis  of  pneu- 
monia. Electrocardiogram  at  the  time  showed 
no  evidence  of  pericarditis. 

Two  days  later  a loud  friction  rub  was  heard  over 
the  lower  third  of  the  anterior  portion  of  the  chest. 
The  rub  kept  pace  with  the  respiratory  cycle. 
X-ray  of  the  chest  showed  a progression  of  the  pneu- 
monic process,  and  the  heart  border  remained  ob- 
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Fig.  1.  Lupus  erythematosus  cell  with  a large  amount 
of  intracellular  material. 


scured.  At  this  time  the  patient  began  to  complain 
of  a sore  tongue.  The  following  day  the  sputum 
was  negative  for  acid-fast  but  showed  many  yeast 
cells  and  gram-positive  cocci.  The  tongue  was 
covered  with  punctate  white  areas  that  had  spread 
to  involve  the  buccal  mucosa. 

The  pleural  friction  rub  persisted  and  on  this 
date,  a systolic  apical  murmur  appeared.  Radio- 
graphic  examination  of  the  chest  suggested  some 
over-all  improvement  in  the  pulmonary  pathology. 
Three  days  later  there  was  a definite  increase  in  the 
apical  murmur,  but  the  pleural  friction  rub  had 
disappeared. 

The  physical  findings  changed  daily  for  the  next 
week.  One  day  the  pleural  rub  would  be  most 
pronounced,  and  on  another  day  the  systolic  murmur 
would  be  loud  and  clear.  At  other  times  there  was 
a definite  pericardial  friction  rub. 

On  the  sixteenth  hospital  day  a macular  rash 
appeared  on  the  palmar  surfaces  of  both  hands. 

A very  definite  increase  in  the  cardiac  outline 
was  found  on  the  nineteenth  hospital  day,  and  on 
the  following  day  40  cc.  of  dark,  cloudy,  amber 
fluid  were  aspirated  from  the  pericardial  sac. 
Culture  of  this  fluid  was  sterile. 

The  patient’s  membranes  spontaneously  rup- 
tured during  the  night  of  the  twenty-second  hos- 
pital day,  labor  began,  and  she  delivered  a still- 
born, male  fetus. 

Autopsy  on  the  infant  revealed  no  lupus  erythem- 
atosus cells  in  the  bone  marrow,  and  no  inflammatory 
changes  were  seen  in  any  of  the  parenchymatous 
organs.  Some  clotted  blood  was  found  without 
the  ventricles,  and  hemorrhages  also  were  seen  within 
the  brain  substance. 

On  the  thirty-seventh  hospital  day  a dilatation 
and  currettage  was  required,  and  at  that  time  a 
sternal  marrow  biopsy  was  done.  This  showed  a 
hyperplastic  bone  marrow  with  lupus  erythema- 
tosus cells  in  rosette  formation  (Fig.  1).  Skin  biopsy 
also  was  performed  and  was  taken  from  the  palmar 
surface  of  the  left  hand,  although  the  lesions  on  the 
hands  had  cleared  almost  completely  by  this  time. 

The  pathologic  report  stated,  “the  lesions  de~ 
scribed,  particularly  the  liquefaction  in  the  corium, 
are  seen  in  disseminated  lupus  erythematosus. 
However,  they  are  not  so  characteristic  as  to  be 


diagnostic  for  this  condition.” 

On  the  fifty-fifth  hospital  day  her  temperature 
rose  to  101.2  F.  and  continued  a septic  course  for 
the  next  six  days  when  it  returned  to  normal  and 
remained  there  throughout  hospitalization.  Dur- 
ing the  first  taree  days  of  this  elevated  temperature 
there  was  an  erythematous,  blotchy,  scattered  rash, 
but  this  cleared  rapidly  and  completely. 

She  continued  to  gain  strength,  her  weight  in- 
creased, and  it  was  felt  that  further  convalescence 
should  be  continued  at  home.  She  was  discharged 
on  the  sixty-fourth  hospital  day,  improved,  but 
with  a poor  prognosis. 

The  treatment  in  this  case  included  initial  trans- 
fusions, 500,000  units  daily  of  penicillin,  and  250 
mg.  of  chloramphenicol,  every  four  hours.  On  the 
fifth  hospital  day  she  w’as  started  on  a salt-free  diet. 

In  view  of  the  increased  pathology  in  the  chest 
and  the  involvement  of  the  tongue  and  buccal 
mucosa,  all  antibiotics  were  discontinued  on  the 
eleventh  hospital  day.  This  was  done  because  of 
the  danger  of  upsetting  the  normal  respiratory  and 
intestinal  flora. 

She  received  no  further  specific  therapy  until 
delivery,  after  which  she  had  Ergotrate,  V320  gr., 
for  six  doses  at  four-hour  intervals.  She  also  re- 
ceived stilbestrol,  5 mg.  three  times  daily,  for  the 
next  five  days.  Ilotycin,  300  mg.  every  four  hours, 
was  administered  for  the  four  days  following  the  j 
dilatation  and  curettage. 

On  May  10,  the  twenty-seventh  hospital  day, 
and  three  days  after  delivery,  she  was  given  hydro- 
cortisone, 60  mg.  three  times  daily. 

Follow-up  inquiry  revealed  that  she  had  been 
subsequently  hospitalized  in  another  hospital. 
Her  course  had  been  moderately  satisfactory  until 
early  August,  when  she  developed  pain  in  the  right 
side  and  right  costovertebral  angle. 

Physical  examination  showed  pain  over  the  right 
costovertebral  angle  on  percussion.  Urinalysis 
revealed  3 plus  albumin,  and  the  urine  was  loaded 
with  white  blood  cells.  Numerous  lupus  erythema- 
tosus cells  were  found  in  an  incubated  sample  of 
blood. 

She  was  seen  by  us  on  October  9,  1955.  At  that 
time  her  only  complaint  was  one  of  joint  stiffness 
that  started  daily  about  4:00  p.m.  and  reached  a 
peak  when  she  retired.  Treatment  consisted  of  5 
mg.  of  Meticorten  four  times  a day. 

Physical  examination  showed  that  she  had 
gained  twenty  pounds  in  weight,  her  hair  was  j 
growing  again,  her  face  was  moon-shaped,  and  her 
chest  and  heart  were  normal.  Lower  extremities 
remained  almost  emaciated.  Blood  count  was  ! 
normal. 

Urinalysis  continued  to  show  4 plus  albumin, 
white  blood  cells  in  clumps,  and  frequent  red  blood 
cells. 

The  patient  was  readmitted  to  another  hospital 
on  May  27,  1956.  Her  status  had  been  poor  for 
several  months.  On  the  day  of  admission  she  had 
had  sudden  onset  of  convulsions  followed  by  coma. 
She  expired  shortly  after  admission  to  the  hospital. 
Autopsy  was  not  performed. 
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Summary- 

Two  cases  of  disseminated  lupus  erythematosus 
occurring  in  identical  twins  are  presented.  Diag- 
nosis in  each  was  confirmed  by  demonstration  of 
lupus  erythematosus  cells.  Both  patients  expired. 
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Clinical  Kernicterus  and  Congenilal  Hypothyroidism 

GEORGE  BIALKIN,  M.D.,  NEW  YORK  CITY,  AND  LEONARD  HARRIS,  M.D.,  BRONX,  NEW  YORK 

{From  the  Department  of  Pediatrics,  Bronx  Hospital ) 


prolonged  icterus  neonatorum  associated  with 
cretinism  has  been  recently  reported  by  Aker- 
ren1  and  Christensen.2  The  sequelae  of  prolonged 
icterus  neonatorum  are  most  serious,  since  it  has 
been  associated  with  kernicterus.  Early  diagnosis 
is  important  in  order  to  minimize  or  prevent  injury 
to  the  brain  and  nervous  system,  but  this  is  com- 
plicated by  the  lack  of  prodromal  indices  or  char- 
acteristic signs  for  differential  diagnosis.  The 
finding  of  the  reversal  of  icterus  by  therapeutic 
thyroid  hormone  becomes  particularly  impressive, 
since  high  serum  and  tissue  bilirubin  levels  are  re- 
versed, thereby  minimizing  an  etiologic  factor  of 
kernicterus. 

A case  of  clinical  kernicterus  with  associated 
congenital  hypothyroidism  will  be  described.  The 
kernicterus  was  first  attributed  to  the  presence  of  a 
type  A-type  O incompatibility  but  subsequently 
was  established  to  be  related  to  congenital  cretin- 
ism. The  early  recognition  of  congenital  hypo- 
thyroidism was  concealed  by  the  prolonged  icterus 
and  the  absence  of  the  earfy  stigmata  of  congenital 
cretinism  (the  development  of  a myxedematous 
heart,  pitting  edema,  and  marked  hypoproteine- 
mia).3-5  The  presence  of  marked  hemolytic  anemia 
further  complicated  diagnosis.  This  patient  has 
been  under  our  observation  for  a period  of  five 
years,  affording  the  opportunity  to  study  his  de- 
velopment. 

Case  Report 

The  first-born  son  of  Puerto  Rican-Irish  parents 
weighed  5 pounds,  12  ounces  at  birth.  Delivery  was 
normal.  On  the  third  day  it  was  noted  that  he  was 
slightly  icteric,  fed  poorly,  and  had  a systolic  mur- 
mur at  the  apex.  The  red  blood  count  was  5,440,- 


000,  hemoglobin  16.5  Gm.,  white  blood  count  8,000, 
polymorphonuclear  leukocytes  68  per  cent,  lympho- 
cytes 30  per  cent,  and  the  eosinophils  2 per  cent. 
The  urinalysis  w*as  normal. 

Three  weeks  later  the  infant  was  admitted  to  the 
hospital  with  a deep  jaundice  and  severe  anorexia, 
still  weighing  5 pounds,  12  ounces.  The  skin  was 
dry  and  loose,  the  sagittal  suture  widely  separated, 
anterior  fontanelle  3 by  3 cm.,  and  the  head  circum- 
ference 35  cm.  The  liver  was  palpable  3.5  cm.  be- 
neath the  costal  margin.  A grade  two  systolic 
murmur  was  heard  over  the  precordium. 

Laboratory  Findings. — The  red  blood  count 
was  4,800,000,  hemoglobin  14.5  Gm.,  white  blood 
count  5,000,  polymorphonuclear  leukocytes  32  per 
cent,  lymphocytes  60  per  cent,  eosinophils  4 per 
cent,  and  monocytes  4 per  cent.  The  infant  was 
blood  type  A,  Rh  negative.  The  Coombs’  test  was 
negative.  The  mother  was  type  O,  Rh  negative, 
and  her  anti  A titre  was  1:1,024.  The  father  was 
type  A,  Rh  negative.  The  urinalysis  was  normal, 
the  urobilinogen  negative,  and  the  stool  urobilino- 
gen positive.  Icteric  index  was  30,  blood  urea 
nitrogen  21.3  mg.  per  100  cc.,  total  protein  1.7 
Gm.  per  cent,  alkaline  phosphatase  7.1  units  per  100 
cc.,  cephalin  flocculation  1 plus,  thymol  turbidity 
1.0,  sodium  138  mg.,  and  potassium  5.6  mg.  Blood 
cholesterol  was  97  mg.  per  100  cc.  Lumbar  punc- 
ture, ventricular  puncture,  and  subdural  taps  were 
all  normal. 

Three  days  later  the  red  blood  count  was  down  to 
3,040,000  and  the  hemoglobin  to  11.6  Gm.  Five 
days  later  the  hemoglobin  was  10.8  Gm. 

Roentgenograms  on  admission  showed  a normal 
chest  and  absence  of  distal  femoral  epiphyses.  Six 
weeks  later  the  roentgenogram  showed  an  enlarged 
heart.  Radioactive  iodine  (I131)  uptake  was  8.8  per 
cent  in  twenty-four  hours  (normal  50  per  cent). 
The  electrocardiogram  on  admission  was  normal, 
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but  six  weeks  later  it  showed  evidence  of  myocardial 
damage  with  an  inverted  T in  leads  1 and  2,  and  a 
QRS  interval  of  0.08  seconds.  The  electroen- 
cephalogram was  normal. 

Clinical  Course. — The  child  was  markedly 
lethargic  and  anorexic  with  a persistent  hypothermia 
(temperature  variation  of  95.5  to  99  F.).  He  de- 
veloped a bronchopneumonia  with  several  bouts 
of  cyanosis.  His  skin  became  more  coarse,  dry, 
and  thickened.  A macroglossia,  generalized  pitting 
edema,  and  umbilical  hernia  developed.  The 
hemoglobin  remained  at  8 to  9 Gm.  with  transient 
elevation  after  four  blood  transfusions. 

Six  weeks  after  admission  Vs  gr.  thyroid  extract 
was  started  and  steadily  increased  to  x/%  gr.  Within 
ten  days  of  thyroid  therapy  the  icterus  and  edema 
disappeared,  the  cardiac  shadow  and  the  electro- 
cardiogram were  normal,  the  infant  became  more 
active,  the  temperature  rose  to  between  98.4  and 
100  F.,  and  the  skin  was  warm  and  pink.  The 
phosphatase  rose  to  27.5  units  per  100  cc.,  and  the 
color  index  was  normal. 

The  patient  has  been  maintained  for  three  years 
on  3 to  3V2  gr.  of  thyroid  extract  daily.  At  five 
and  one-half  years  the  child  has  severe  cerebral 
damage  with  marked  mental  retardation  (I.Q.  57). 
There  are  athetotic  movements  of  both  hands  and  a 
moderate  degree  of  spasticity  of  both  lower  limbs. 
No  paralysis  of  upward  gaze  or  deafness  was  found. 
No  audiometric  test  was  done. 

A normal  male  child,  now  two  years  old,  was  born 
in  the  interim. 

Comment 

The  diagnosis  of  type  A-type  B-type  O incom- 
patibility was  based  on  the  criteria  of  Hsia  and 
Gellis.6  A major  blood  group  incompatability 
existed  between  the  mother  and  infant.  The 
Coombs’  test  on  the  infant’s  blood  was  negative. 
An  anti  A titre  of  1 : 1,024  was  found  in  the  mother’s 
serum.  There  have  been  no  previous  reports  of 
type  A-type  B-type  O incompatibility  with  clinical 
kernicterus  and  congenital  hypothyroidism.  Bren- 
neman7  stated  that  in  the  absence  of  a serum  bili- 
rubin a prolonged  jaundice  deeper  than  physiologic 
with  no  anemia  or  slight  anemia  and  an  icteric  index 
of  over  20  is  diagnostic  of  iso-immunization. 

Clinical  kernicterus  as  defined  by  Ford8  depends 
on  the  existence  of  athetoid  movements,  strange 
postures,  and  muscular  rigidity. 

Rosenthal9  asserts  that  ‘fit  is  unlikely  that  kernic- 
terus ever  occurs  without  concomitant  bilirubin 
encephalopathy.”  Thus,  we  may  assume  that 
mental  retardation  could  be  explained  in  this  case. 
Any  injury  to  the  brain  in  the  neonatal  or  prenatal 
period,  such  as  that  associated  with  cretinism,  may 
predispose  to  the  formation  of  kernicterus. 

Ford8  describes  the  mental  and  neurologic  findings 
of  cretinism  as  depending  on  the  degree  of  thyroid 
deficiency  in  intra-uterine  life.  The  I.Q.  is  gener- 
ally low,  with  slow  movements  of  the  body  and 
sluggish  knee  jerks.  Congenital  diplegia,  hyper- 


trophy, or  atrophy  of  muscles,  and  myotonia  are 
found. 

Hypothju-oidism  in  the  infant  may  occur  if  hy- 
pothyroidism has  been  found  in  the  mother.  It  is 
thought  that  some  goitrous  thyroids  in  newborn 
cretins  are  caused  by  a fetal  attempt  to  supply  endog- 
enous thyroid  hormone  to  a hypothyroid  mother. 
Cooke  et  al.10  indicate  that  the  butanol  extractable 
iodine  (B.E.I.)  and  protein  bound  iodine  levels  are 
the  same  in  mother  and  fetus  in  the  last  thirty-two 
weeks  of  pregnancy.  Guinea  pig  studies  showed 
that  the  placenta  is  permeable  to  thyroxin. 

As  a result  of  this  work  Cooke  et  al.10  recommended 
that  evidence  of  hypothyroidism  be  determined  by 
doing  B.E.I.  and  serum  protein  bound  iodine  stud- 
ies on  the  mother’s  serum  early  in  pregnancy  or  on 
the  cord  blood  of  the  newborn  infant.  Thyroid 
should  be  given  to  the  hypothyroid  mother  early  in 
pregnancy  or  to  the  hypothyroid  infant  in  the  neo- 
natal period  in  larger  doses  than  had  previously 
been  prescribed. 

The  prolonged  icterus  and  anemia  was  initially 
thought  to  be  due  to  a type  A-type  O iso-immuniza- 
tion but  was  later  found  to  be  due  to  hypothyroid- 
ism.11 Fifty  per  cent  of  all  newborn  infants  have 
physiologic  icterus  which  normally  has  a duration  of 
forty-eight  hours  to  twelve  days.  The  term  “icterus 
neonatorum  prolongatum”  has  been  devised  for  the 
cases  with  a duration  of  more  than  two  weeks  and 
in  which  nothing  abnormal  can  be  demonstrated. 
Recently  Akerren1  presented  three  cases  of  his  own 
and  seven  seen  by  others,  and  Christensen2  five,  of 
prolonged  jaundice  and  myxedema.  Both  state  that 
thyroid  extract  accelerated  the  disappearance  of 
icterus,  which,  they  state,  is  an  early  sign  of  cre- 
tinism when  prolonged. 

Christensen2  reports  normal  development  in  only 
one  of  his  five  patients.  Akerren1  reports  normal 
development  in  one  of  his  three  patients.  All  the 
others  displayed  cerebral  damage  with  mental  re- 
tardation, severe  strabismus,  and  nystagmus. 

Christensen2  believes  that  the  degree  and  duration 
of  icterus  prolongatum  depends  on  the  immaturity 
of  the  liver  and  renal  function.  He  compares  the 
cretin  with  the  premature  infant  in  this  respect 
and  finds  many  similarities.  In  the  seven  cases 
where  urinalysis  was  available,  the  urine  was  normal 
and  did  not  contain  urobilinogen. 

Some  aspects  of  the  action  of  thj^roid  hormone  is 
indicated  by  Bodansky.12  Thyroid  insufficiency 
causes  a generalized  depression  of  metabolic  activity 
and  anoxia  of  all  tissues.  This  may  affect  the  liver, 
reticuloendothelial  system,  and  kidneys  in  a manner 
conducive  to  prolongation  of  icterus. 

It  has  been  recently  demonstrated  by  Martmer 
et  al.13  that  the  I131  uptake  in  premature  infants  is 
within  the  range  considered  normal  for  older  chil- 
dren and  adults.  Middlesworth14  found  that  the  I131 
uptake  of  normal  newborn  infants  is  in  the  range  of 
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values  in  hyperthyroid  adults.  This  agrees  with 
Danowski  et  al .15  and  Man  and  his  coworkers16 
who  found  that  the  protein  bound  iodine  and  butanol 
extractable  iodine  in  normal  infants  one  to  six  days 
old  were  compatible  with  hyperthyroidism  in  older 
children  and  adults. 

These  results  suggest  that  prolonged  icterus  and 
elevated  serum  Bilirubin  levels  in  premature  infants 
often  may  be  due  to  a relative  “hypometabolism” 
when  compared  to  the  “hypermetabolism”  of  normal 
newborn  babies. 

Since  no  data  revealing  the  relationship  of  thyroid 
hormone  to  prolonged  neonatal  icterus  has  ap- 
parently appeared  in  the  literature,  this  subject  is 
now  under  investigation. 

Summary 

A case  of  cretinism  with  type  A-type  B-type  O 
incompatibility  and  clinical  kernicterus  has  been 
presented.  The  relationship  between  cretinism  and 
prolonged  icterus  has  been  discussed.  Icterus  pro- 
longatum  may  be  the  first  sign  of  congenital  myxe- 
dema. The  response  to  thyroid  hormone  may  be 
used  diagnostically  and  therapeutically  with  benefit. 
The  importance  of  attempting  to  determine  con- 


genital hypothyroidism  prenatally  is  emphasized. 
In  all  instances  the  causes  of  prolonged  icterus 
neonatorum  should  be  thoroughly  investigated. 
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Schools  Offer  Opportunity  for  Health  Education 


A record  school  population  of  40  million  cur- 
rently in  the  United  States — one  third  greater  than 
in  1950 — offers  excellent  opportunities  for  school 
health  education,  the  Metropolitan  Life  Insurance 
Company  reports. 

With  the  death  rate  in  the  5-17  year-old  age  group 
down  to  only  6 per  10,000  in  1956,  largely  because 
of  the  control  of  infections,  the  major  risks  to  life  in 
childhood  are  now  accidents,  cancer,  and  heart  dis- 
ease. 

Health  conditions  cannot  be  measured  by  mortal- 
ity alone,  however,  the  Metropolitan  points  out. 
Even  today  many  school  children  have  physical  or 
emotional  disorders  which,  though  not  a threat  to 
life,  do  affect  their  state  of  health  and  their  daily 
activities,  and  some  of  these  may  become  a source  of 
difficulty  in  later  years. 

Perhaps  as  many  as  one  tenth  of  the  children  have 
emotional  disturbances  of  such  significance  as  to 
constitute  a handicap  not  only  to  their  school 
progress  but  also  to  their  careers  and  adjustment 
in  adult  life.  Obesity  is  one  of  the  most  frequent 
nutritional  problems  in  children  which  may  hamper 
them  as  they  grow  older.  It  reflects  primarily  poor 
food  and  eating  habits,  and  sometimes  emotional 
disturbance.  All  of  these  difficulties  require  early 


detection  and  correction  lest  they  become  deeply 
rooted. 

“The  intrinsic  limitations  of  the  routine  health 
examination  of  school  children  makes  it  desirable  to 
use  the  classroom  more  fully  in  the  detection  of 
school  health  problems,”  the  Metropolitan  indicates. 
“Because  of  their  close  and  continuing  contact  with 
pupils,  teachers  are  in  an  advantageous  position  to 
note  significant  symptoms  or  changes  in  behavior  or 
appearance  of  pupils.  To  make  the  most  of  this 
situation,  teachers  and  school  administrators  should 
be  given  special  education  in  health  observation  of 
children.  Also,  to  make  effective  use  of  teacher  ob- 
servation, a close  working  relationship  should  be  es- 
tablished between  them  and  physicians  and  school 
nurses. 

“The  rapidly  increasing  child  population  makes  it 
necessary  to  intensify  efforts  to  improve  their  health 
through  preventive  and  remedial  measures,”  the 
insurance  company  notes.  “Special  attention 
should  be  directed  to  giving  children  a sound  founda- 
tion to  meet  the  health  problems  of  later  years. 
The  goal  today  is  a high  level  of  health  and  not 
merely  the  prevention  of  disease  and  physical  de- 
fects. In  particular  the  school  can  teach  children 
responsibility  for  their  own  health  and  safety.” 
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Rupture  of  the  Auricle  During  Cardiac  Resuscitation  with 

Complete  Recovery 
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WELDON  BELLYILLE,  M.D.,  NEW  YORK  CITY 

(From  the  Anesthesiology  and  Gastric  Services , Memorial  Center  for  Cancer  and  Allied  Diseases ) 


Successful  resuscitation  of  the  patient  suffering 
from  cardiac  asystole  or  ventricular  fibrillation 
is  the  anticipated  rather  than  the  unusual  result  at 
the  present  time  due  to  the  great  strides  made  in 
the  clinical  application  of  the  methods  developed 
by  Steiner1  in  1871  and  Schiff2  in  1874  for  reinstitu- 
tion of  cardiac  action  after  asystole  in  the  experi- 
mental animal.  Stephenson,  Reid,  and  Hinton,3 
and  Briggs,  Sheldon,  and  Beecher,4  and  others  have 
studied  large  series  of  “cardiac  arrests”  with  a rela- 
tively high  percentage  of  successful  resuscitation. 
Although  cardiac  function  has  been  restored  in  a 
few  patients  under  less  than  ideal  circumstances — 
for  example,  outside  the  operating  room — a review 
of  the  literature  of  the  last  ten  years  has  failed  to 
reveal  any  case  of  successful  reinstitution  of  cardiac 
action  after  accidental  rupture  of  the  auricle  during 
the  process  of  massage.  The  ensuing  report  de- 
scribes such  a case  with  complete  recovery  of  the 
patient. 

Case  Report 

A seventy-one-year-old  female  was  admitted  to 
the  hospital  for  the  fourth  time  with  a diagnosis  of 
recurrent  sarcoma  of  the  uterus  with  invasion  of 
the  bladder.  Three  previous  surgical  procedures,  a 
hysterectomy,  an  exploratory  laparotomy  with  ex- 
cision of  right  obturator  mass,  and  a right  nephrec- 
tomy for  a persistent  uretero-cutaneous  fistula 
following  the  preceding  operation,  were  uneventful. 

On  admission  the  only  pertinent  physical  findings 
were  a blood  pressure  of  166/84  and  a few  fine 
crackling  rales  at  the  left  lung  base  posteriorly. 
She  was  subjected  to  an  anterior  exenteration  with 
uretero sigmoid  anastamosis  and  implantation  of 
radon  seeds.  The  procedure  was  complicated  by 
considerable  bleeding  from  adhesions  necessitating 
the  administration  of  2,500  cc.  of  blood,  500  cc.  of 
plasma  expander,  and  500  cc.  of  5 per  cent  glucose 
in  water  to  counteract  several  episodes  of  hypoten- 
sion. Another  marked  fall  in  blood  pressure  to 
70/30  associated  with  cold,  clammy  skin  and 
dyspnea  occurred  in  the  recovery  room  a few  hours 
after  termination  of  surgery.  A sixth  pint  of  blood 
and  repacking  of  the  operative  site  effected  a satis- 
factory response. 

The  postoperative  course  of  this  patient  was  com- 
plicated by  complete  absence  of  urinary  output  with 
a concomitant  progressive  increase  in  blood  urea 
nitrogen.  Since  five  days  of  conservative  therapy 
failed  to  produce  any  improvement,  it  was  decided 
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Fig.  1.  Record  of  anesthesia. 


to  perform  a nephrostomy  on  the  basis  that  renal 
failure  was  probably  due  to  ureteral  obstruction 
rather  than  lower  nephron  nephrosis. 

Blood  chemistries  the  morning  of  operation 
showed  a blood  urea  nitrogen  of  71.3  mEq.,  chlorine 
78  mEq.,  carbon  dioxide  content  22  mEq.,  sodium 
120  mEq.,  and  potassium  5.9  mEq.  Although 
there  was  no  evidence  of  frank  cardiac  failure,  the 
patient  was  slightly  dyspneic  with  a few  basal  pul- 
monary rhonchi  and  1 plus  edema  of  the  lower  ex- 
tremities. On  the  basis  of  these  physical  and  labo- 
ratory findings,  1.6  mg.  of  lanatoside-C  and  2 Gm. 
of  calcium  gluconate  were  administered  by  the  in- 
travenous route  at  2:25  p.m.,  approximately  one 
hour  prior  to  surgery.  An  electrocardiogram  taken 
twenty-five  minutes  later  showed  a sinus  tachy- 
cardia of  145  beats  per  minute  and  depression  of  the 
T-wave  in  leads  1,2,3,  aVR,  aVL,  aVF,  V4,  and 
V6.  This  was  interpreted  as  suggestive  of  a digitalis 
effect  and  electrolyte  abnormality. 

The  patient  was  first  seen  in  consultation  by  the 
anesthesiologist  at  2:45  p.m.  and  was  premedicated 
with  atropine  sulphate  gr.  1/200.  On  arrival  in 
the  operating  room  she  was  slightly  drowsy  but 
rational  with  a blood  pressure  of  110/70  and  a pulse 
rate  of  120  beats  per  minute.  A number  34  French 
cuffed  oral  endotracheal  tube  was  introduced  with- 
out difficulty  after  the  administration  of  250  mg.  of 
Pentothal  Sodium  and  the  instillation  of  2 cc.  of  5 
per  cent  Cyclaine  through  the  cricothyroid  mem- 
brane. Anesthesia  was  maintained  in  a light  plane 
by  the  technic  of  ether  analgesia  (Fig.  T).  No 
change  in  blood  pressure  or  pulse  rate  was  evident 
until  the  patient  was  placed  in  the  lateral  position 
with  the  kidney  rest  ’ elevated,  at  which  time  the 
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Fig.  2.  Electroencephalographic  tracings  in  immedi- 
ate postoperative  period:  (A)  electroencephalogram 

at  5:12  p.m.  ( B ) electroencephalogram  at  5:22  p.m. 
(C)  electroencephalogram  at  6:15  p.m. 

pressure  fell  to  60/40  without  alteration  in  pulse 
rate.  The  kidney  rest  was  lowered,  and  10  mg.  of 
Vasoxyl  were  administered  intravenously  and  an- 
other 10  mg.  intramuscularly  with  immediate  favor- 
able response  of  the  blood  pressure.  No  additional 
complications  occurred  during  the  course  of  the 
operative  procedure.  The  patient  appeared  to  be 
well  oxygenated  throughout,  moved  her  head,  and 
opened  her  eyes  on  command.  Insertion  of  the 
nephrostomy  tube  produced  a good  flow  of  urine, 
confirming  the  preoperative  supposition  of  ureteral 
obstruction.  A slow  transfusion  was  started  mid- 
way in  the  course  of  the  surgical  procedure. 

The  operation  was  completed  and  anesthesia 
discontinued  at  4:25  p.m.  At  4:30  p.m.  during 
application  of  the  surgical  dressing,  the  blood  pres- 
sure, which  had  stabilized  at  110/70,  fell  within  a 
short  time  to  60/50  and  then  disappeared.  No 
pulse  was  palpable,  and  respiration  ceased.  The 
chest  was  opened  and  cardiac  massage  was  begun 
within  ninety  seconds  of  the  diagnosis  of  failure  of 
the  circulation. 

The  heart,  which  appeared  to  be  in  asystole  when 
the  thorax  was  first  opened,  developed  the  typical 
fibrillary  movements  of  ventricular  fibrillation 
shortly  after  initiation  of  manual  compression. 
Preparations  for  defibrillation  were  started,  but 
before  the  electrodes  could  be  applied  the  heart  re- 
verted to  a normal  rhythm,  the  patient  resumed 
spontaneous  respirations,  opened  her  eyes,  and  at- 
tempted to  cough  out  the  endotracheal  tube.  At 
this  moment  it  became  obvious  that  during  the  proc- 
ess of  massage  the  surgeon  had  inadvertently  pro- 
duced a tear  large  enough  to  require  five  sutures 
through  the  entire  thickness  of  the  right  auricular 
wall.  Hemostasis  was  secured  and  the  ruptured 
auricular  wall  resutured  as  rapidly  as  possible,  but 


Fig.  3.  Electrocardiographic  tracings  in  immediate 
postoperative  period:  (A)  electrocardiogram  at  5:12 

p.m. — Lead  I — initial  tracing.  (B)  electrocardiogram 
at  5:54  p.m. — Lead  II — ventricular  tachycardia.  ( C) 
electrocardiogram  at  5:55  p.m. — ventricular  fibrilla- 
tion. (Z))  electrocardiogram  at  5:55  p.m. — Lead  II — 
reversion  to  ventricular  tachycardia  after  intravenous 
Pronestyl.  ( E ) electrocardiogram  at  7:27  p.m. — Lead 
aVL  after  return  to  recovery  room. 


cardiac  action  again  stopped,  and  the  heart  appeared 
dilated  and  flabby.  When  massage  failed  to  re- 
store a spontaneous  beat,  one  cc.  of  1:1,000  epi- 
nephrine was  in j ected  into  the  right  ventricle.  Shortly 
thereafter,  at  5 : 05  p.m.,  a strong,  spontaneous  myo- 
cardial contraction  was  noted.  Respirations  re- 
turned concomitantly  with  the  heart  beat.  At  6 : 15 
p.m.  the  patient  opened  her  eyes  and  responded  to 
questions. 

Continuous  electrocardiographic  and  electro- 
encephalographic recordings  were  obtained  from 
5:10  p.m.  The  initial  and  subsequent  electro- 
encephalographic tracings  all  revealed  good  cortical 
activity  (Fig.  2).  The  electrocardiographic  tracings, 
which  are  reproduced  in  Fig.  3,  presented  an  inter- 
esting series  of  changes  during  the  period  from  5: 10 
p.m.  to  7:00  p.m.  The  initial  tracing,  taken  im- 
mediately after  the  second  restoration  of  spontane- 
ous cardiac  activity,  revealed  first  degree  heart 
block  and  bundle  branch  block.  Ventricular  irri- 
tability increased  progressively  to  the  point  where 
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Fig.  4.  Electrocardiographic  tracings  on  second 
postoperative  day:  (A)  Lead  1.  ( B ) Lead  II.  (C) 

Lead  III.  (D)  Lead  aVL.  (E)  Lead  aVF. 


ventricular  tachycardia  appeared  at  5:22  p.m. 
The  intravenous  administration  of  100  mg.  of  Pro- 
nestyl  failed  to  revert  the  rhythm  to  normal,  and  at 
5:55  p.m.  a characteristic  tracing  of  ventricular 
fibrillation  appeared  on  the  cardioscope.  A second 
intravenous  dose  of  100  mg.  of  Pronestyl  converted 
the  ventricular  fibrillation  to  ventricular  tachy- 
cardia, but  a third  dose  of  similar  magnitude  was 
required  to  restore  the  rhythm  to  a more  normal 
pattern.  The  blood  pressure  during  the  greater  part 
of  this  period  was  obtainable  as  a single  beat  around 
60  mm.  Hg.  The  patient  was  returned  to  the 
recovery  room  in  a conscious  state  at  7:00  p.m.  with 
a blood  pressure  of  70/50  and  a pulse  rate  of  70 
beats  per  minute.  An  electrocardiogram  taken 
shortly  thereafter  showed  first  degree  heart  block. 
Subsequent  electrocardiograms  on  the  first  and  sec- 
ond postoperative  days  revealed  a normal  rhythm 
with  depression  of  the  S-T  segment  (Fig.  4). 

The  patient’s  course  throughout  her  stay  in  the 
recovery  room  was  relatively  uneventful.  Her 
temperature  never  rose  above  99.8  F.  Urinary 
output  through  the  nephrostomy  tube  remained 


adequate,  and  on  the  second  postoperative  day  uri- 
nary drainage  was  noted  per  rectum,  signalizing  the 
release  of  the  ureteral  obstruction  which  had  pre- 
cipitated the  surgical  intervention. 

A daily  intravenous  dose  of  0/4  mg.  of  lanatoside-C 
was  continued  for  several  days  after  surgery.  Al- 
though maintenance  of  an  adequate  level  of  blood 
pressure  necessitated  the  employment  of  a continu- 
ous norepinephrine  drip  for  the  first  forty-eight 
hours  of  the  postoperative  period  it  was  found 
possible  to  discontinue  this  supportive  therapy  on 
the  evening  of  the  second  day  after  the  administra- 
tion of  500  cc.  of  blood.  The  thoracotomy  tube  was 
removed  and  the  patient  discharged  from  the  re- 
covery room  on  the  fourth  postoperative  day  with  a 
blood  pressure  of  170/80  and  a pulse  rate  of  110 
beats  per  minute.  The  rest  of  her  hospital  stay 
was  uneventful.  At  the  present  time,  approxi- 
mately six  months  after  the  episode  of  cardiac  ar- 
rest, she  is  alive  and  well  without  evidence  of  neuro- 
logic or  circulatory  sequellae. 

Comment 

Although  it  is  rarely  possible  to  pinpoint  the  exact 
etiologic  factor  responsible  for  a cardiac  arrest,  with 
the  exception  of  acute,  severe  hypoxia,  several  con- 
ditions which  might  predispose  to  asystole  or  ventric- 
ular fibrillation  were  present  in  the  case  under  dis- 
cussion. 

Ventricular  tachycardia  and  ventricular  fibrilla- 
tion terminating  in  cessation  of  cardiac  activity 
represent  the  final  manifestations  of  digitalis  in- 
toxication. Master,5  Greene  and  Berkowitz6  and 
others  have  emphasized  the  dangers  inherent  in  the 
intravenous  administration  of  the  full  digitalizing 
dose  of  preparations  such  as  lanatoside-C  at  one 
time  and  have  suggested  a preliminary  dose  of 
one-half  the  digitalizing  dose  at  the  initial  injection, 
followed  at  intervals  by  smaller  doses  until  the  de- 
sired effect  has  been  obtained.  The  onset  of  action 
'of  lanatoside-C  by  the  intravenous  route  occurs 
within  ten  to  thirty  minutes  after  injection,  and  the 
drug  attains  its  maximum  effect  two  to  three  hours 
later.  Cessation  of  cardiac  activity  was  noted  in 
this  patient  approximately  two  hours  after  the  in- 
travenous administration  of  a single  dose  of  1.6 
mg.  of  lanatoside-C.  The  alternating  episodes  of 
ventricular  tachycardia  and  ventricular  fibrillation 
in  the  period  immediately  following  the  second  suc- 
cessful attempt  at  cardiac  resuscitation  afford  addi- 
tional evidence  pointing  to  digitalis  intoxication  as  a 
possible  etiologic  factor. 

The  fact  that  the  patient  received  an  intravenous 
injection  of  2 Gm.  of  calcium  gluconate  within  a few 
minutes  after  the  administration  of  lanatoside-C 
raises  the  possibility  of  the  synergistic  action  of  the 
two  drugs  on  the  heart.  Although  the  cardiac  ef- 
fects of  calcium  in  some  ways  resemble  those  of  the 
digitalis  preparations,  Friedman  and  Bine7  and 
others,  on  the  basis  of  experimental  evidence,  feel 
that  there  is  little  summation  of  action  of  the  two 
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agents.  It  is  doubtful  whether  the  level  of  blood 
calcium  in  the  present  case  was  sufficiently  high  to 
cause  any  deleterious  action  on  the  heart. 

An  etiologic  factor  frequently  mentioned  in  any 
discussion  of  cardiac  arrest  is  the  influence  of  vagal 
activity.  Although  the  results  obtained  in  animal 
investigation  are  not  always  applicable  to  the  human 
counterpart,  Andrus  and  Carter8  and  Campbell9 
present  interesting  evidence  which  may  offer  a pos- 
sible explanation  for  the  occurrence  of  cardiac  ar- 
rest in  the  acidotic  patient.  These  investigators 
found  that  decreased  activity  of  cholinesterase  at  a 
pH  below  7.5  with  subsequent  failure  to  hydrolyze 
acetylcholine  enhanced  vagal  inhibition  of  the  dog 
and  terrapin  heart  in  both  metabolic  and  respiratory 
acidosis.  The  patient  under  discussion  was  in  a 
state  of  metabolic  acidosis,  but  the  gradual  decline 
in  blood  pressure  and  rise  in  pulse  rate  preceding 
cessation  of  cardiac  activity  are  more  suggestive  of 
digitalis  intoxication  than  excess  vagal  stimulation. 
It  is  unfortunate  that  no  electrocardiographic  trac- 
ings were  obtained  prior  to  the  successful  resuscita- 
tion. 

The  lack  of  neurologic  sequellae  in  this  patient 
was  undoubtedly  due  to  prompt  initiation  of  cardiac 
massage  and  adequate  oxygenation.  It  is  of  interest 
that  complete  recovery  occurred  even  after  the 
second  episode  of  cardiac  arrest,  since  manual  com- 
pression of  the  heart  was  impossible  for  the  period  of 
two  or  three  minutes  required  for  surgical  repair  of 
the  auricular  defect.  The  importance  of  the  elec- 
troencephalogram as  a prognostic  tool  in  cardiac 


resuscitation  has  been  shown  by  Bellville  and  How- 
land.10 Continuous  electroencephalographic  evi- 
dence of  good  cortical  activity  stimulated  the  efforts 
of  the  surgical  and  anesthetic  team  in  spite  of  the 
obstacles  presented  by  the  unexpected  rupture  of 
the  auricular  wall  and  the  recurring  episodes  of 
ventricular  fibrillation. 

Summary 

1.  Cardiac  asystole  occurred  in  a seventy-one- 
year-old  female  at  the  conclusion  of  nephrostomy 
for  ureteral  obstruction. 

2.  Resuscitation  was  successfully  accomplished 
in  spite  of  rupture  of  the  auricle  during  the  course  of 
cardiac  massage. 

3.  The  most  probable  etiologic  factor  was  digi- 
talis intoxication  following  a large  intravenous  dose 
of  lanatoside-C. 
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Social  Security  Fallacies 


Some  unfair  practices  and  misleading  aspects  of 
the  Social  Security  laws  are  charged  by  the  American 
Medical  Association  in  a series  of  bulletins  published 
by  the  Association.  Among  the  fallacies  pointed 
out  in  the  bulletins  are : 

“Social  Security  says:  ‘There  is  no  provision  in 
the  law  which  permits  a refund  of  social  security 
taxes  paid  if  you  do  not  have  enough  work  under 
the  law  to  get  social  security  payments.’ 

“In  other  words:  Your  uncollectable  ‘contribu- 
tion’ goes  to  charity,  and  not  ‘insurance.’  ” 

“Those  who  sponsor  social  security  regard  pro- 
fessionals as  a source  of  income  and  admit  that  most 
of  them  will  never  claim  any  benefits.  Professional 


people  are  to  be  the  source  of  funds  to  pay  the 
‘benefits’  of  others.” 

“Social  Security  says:  ‘A  woman  who  becomes  en- 
titled to  benefits  based  on  her  own  earnings  and 
also  the  wife’s  benefits  on  the  earnings  of  her  hus- 
band would  receive  no  more  than  the  larger  of  the 
two  amounts.  A child  who  becomes  entitled  to 
child’s  benefits  based  on  earnings  of  both  his  father 
and  mother  would  not  receive  both  payments.’ 

“In  other  words:  Double  social  security  taxes 

paid  by  one  family  do  not  produce  benefits  for  each 
member  paying  the  taxes.  A part  of  the  taxes  go 
to  ‘charity.’  ” 
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TREATMENT  OF  ALCOHOLISM 


A series  of  articles  dealing  with  addiction  to  alcohol 
prepared  by  the 

Subcommittee  on  Addiction  to  Alcohol  and  Narcotics 
Public  Health  and  Education  Committee 
Medical  Society  of  the  State  of  New  York 

Herbert  berger,  m.d.,  Chairman 


Alcoholics  Anonymous  and  the  Medical  Profession 


Since  its  founding  in  1935,  the  Alcoholics 
Anonymous  program  has  had  the  support 
and  encouragement  of  many  individual  members 
of  the  medical  profession. 

As  A.A.  has  grown,  many  recognized  groups 
comprising  general  practitioners  and  specialists 
have  become  increasingly  interested  in  the  A.A. 
approach  to  the  problem  of  recovery  from  alco- 
holism. 

Doctors  and  Alcoholics  Anonymous 

The  first  doctor  other  than  the  cofounder  to  be 
identified  with  the  fellowship  that  later  came  to 
be  known  as  Alcoholics  Anonymous  was  a short, 
white-haired,  untiring  man  named  William  Dun- 
can Silk  worth,  “the  little  doctor  who  loved 
drunks.’’ 

The  time  was  1934.  The  place  was  a private 
hospital  for  alcoholics  in  a large  eastern  city 
where  he  was  the  resident  specialist.  Five  years 
later  Dr.  Silkworth  recalled  his  part  in  the  birth 
and  early  growth  of  the  young  movement  in  a 
special  prologue  prepared  for  the  book,  Alcoholics 
Anonymous,  from  which  the  society  derived  its 
name  and  in  which  were  recorded  the  principles 
and  practices  through  which  the  early  members 
of  the  society  believed  they  had  recovered  from 
alcoholism.  A part  of  Dr.  Silkworth’s  estimate  of 


A.A.  was  couched  in  the  form  of  a message  “To 
Whom  It  May  Concern”: 

I have  specialized  in  the  treatment  of  alcohol- 
ism for  many  years.  In  late  1934  I attended  a 
patient  who,  though  he  had  been  a competent 
business  man  of  good  earning  capacity,  was  an  al- 
coholic of  a type  I had  come  to  regard  as  hopeless. 

In  the  course  of  his  third  treatment  he  acquired 
certain  ideas  concerning  a possible  means  of  re- 
covery. As  part  of  his  rehabilitation  he  com- 
menced to  present  his  conceptions  to  other 
alcoholics,  impressing  upon  them  that  they  must 
do  likewise  with  still  others.  This  has  become  the 
basis  of  a rapidly  growing  fellowship  of  these  men 
and  their  families.  This  man  and  over  100  others 
appear  to  have  recovered.  I personally  know  of 
scores  of  cases  of  the  type  with  whom  other 
methods  had  failed  completely. 

These  facts  appear  to  be  of  extreme  medical  im- 
portance. Because  of  the  extraordinary  possi- 
bilities of  rapid  growth  inherent  in  this  group, 
they  may  mark  a new  epoch  in  the  annals  of  alco- 
holism. These  men  may  well  have  a remedy  for 
thousands  of  such  situations. 

It  was  perhaps  significant  that  Dr.  Silkworth’s 
enthusiastic  tribute  was  unsigned.  The  A.A. 
approach  was  still  novel  in  1939.  In  many  ways 
it  challenged  medical  experience  and  theory. 
To  a certain  degree  Dr.  Silkworth  and  the  other 
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doctors  who  pioneered  in  working  with  A.A.  risked 
their  professional  reputations  by  endorsing  the 
new  fellowship.  There  appeared  to  be  sound 
reason,  in  those  early  days,  for  medical  men  to  be 
cautious  about  their  support  of  the  new  therapy 
for  alcoholism.  That  condition  no  longer  pre- 
vails. For  many  years  now,  members  of  various 
branches  of  the  medical  profession  have  publicly 
testified  to  the  role  that  A.A.  can  play  in  the  re- 
habilitation of  the  problem  drinker  who  seeks  “a 
way  out.”  The  continuing  interest  and  support  of 
these  men  of  science  have  been  important  factors 
in  the  acceptance  and  growth  of  the  fellowship. 

The  second  doctor  to  be  identified  with  A.A.  in 
a significant  way  was  a surgeon  in  Akron,  Ohio, 
who,  unlike  Dr.  Silkworth,  was  an  alcoholic.  Over 
a period  of  thirty  years  this  doctor’s  drinking  had 
become  progressively  worse.  His  practice  had 
dwindled.  “Dr.  Bob”  was  near  the  end  of  his  re- 
sources in  the  spring  of  1935  when  Bill  W.  (the 
patient  to  whom  Dr.  Silkworth  referred  in  his 
statement)  met  him.  From  the  sharing  of  their 
common  experience  and  hopes  as  alcoholics  came 
the  beginnings  of  the  fellowship  now  known  as 
Alcoholics  Anonymous. 

Years  later,  commenting  on  his  first  meetings 
with  Bill  W.  which  led  to  a sobriety  that  was  to 
last  until  his  death  fifteen  years  later,  Dr.  Bob 
wrote : 

The  question  which  might  naturally  come  into 
your  mind  would  be:  “What  did  the  man  do  or 
say  that  was  different  from  what  others  had  done 
or  said?”  It  must  be  remembered  that  I had  read 
a great  deal  and  talked  to  every  one  who  knew,  or 
thought  they  knew,  anything  about  the  subject  of 
alcoholism.  This  man  was  a man  who  had  ex- 
perienced many  years  of  frightful  drinking,  who 
had  most  all  the  drunkard’s  experiences  known 
to  man,  but  who  had  been  released  from  his  ob- 
session by  the  very  means  I had  been  trying  to 
employ;  that  is  to  say,  the  spiritual  approach. 
He  gave  me  information  about  the  subject  of  al- 
coholism which  was  undoubtedly  helpful.  Of  far 
more  importance  was  the  fact  that  he  was  the 
first  living  human  with  whom  I had  ever  talked 
who  knew  what  he  was  talking  about  in  regard  to 
alcoholism  from  actual  experience.  In  other 
words,  he  talked  my  language.  He  knew  all  the 
answers  and  certainly  not  because  he  had  picked 
them  up  in  his  reading. 

In  his  dual  role  as  a doctor  and  an  alcoholic,  Dr. 
Bob  expressed  and  exposed  the  central  element  in 
the  A.A.  program  that  seems  to  account  for  its 


unique  ability  to  help  problem  drinkers.  The  al- 
coholic who  no  longer  drinks  somehow  seems  to 
have  a special  capacity  for  “making  sense”  to  the 
alcoholic  who  still  drinks. 

From  1935  until  his  death  fifteen  years  later, 
Dr.  Bob  worked  with  thousands  of  alcoholics  at 
St.  Thomas  Hospital  in  Akron,  the  first  “sectar- 
ian” hospital  in  the  world  in  which  a combination 
of  medical  and  A.A.  therapy  was  utilized  in  treat- 
ments for  alcoholism.  As  Bill  W.  pointed  out  in 
a paper  prepared  for  the  Medical  Society  of  the 
State  of  New  York  in  1944,  A.A.’s,  while  drawing 
on  the  resources  of  medicine,  psychiatry,  and  re- 
ligion, “have  tried  hard  to  capitalize  our  one  great 
natural  advantage.” 

That,  of  course,  is  our  personal  experience  as 
drinkers  who  have  recovered.  How  often  do  doc- 
tors and  clergymen  throw  up  their  hands  when 
after  exhaustive  treatment  of  exhortation,  the  al- 
coholic still  insists : “But  you  don’t  understand  me. 
You  never  did  any  serious  drinking  yourself,  so 
how  can  you?” 

Now  when  one  alcoholic  who  has  gotten  well 
talks  to  another  who  hasn’t,  such  objections  sel- 
dom arise,  for  the  new  man  sees  in  a few  minutes 
that  he  is  talking  to  a kindred  spirit,  one  who 
understands.  Neither  can  the  recovered  A.A. 
member  be  deceived,  for  he  knows  every  trick, 
every  rationalization  of  the  drinking  game.  So 
the  usual  barriers  go  down  with  a crash.  Mutual 
confidence,  that  indispensable  of  all  therapy,  fol- 
lows as  surely  as  day  does  night. 

In  two  decades,  Alcoholics  Anonymous,  this 
society  of  “kindred  spirits,”  has  grown  from  two 
members  to  an  estimated  200,000  with  more  than 
7,000  local  groups  throughout  the  world.  It  has 
but  one  purpose,  to  help  other  alcoholics  to  re- 
cover from  their  illness.  It  asks  nothing  of  the 
alcoholic  but  a desire  on  his  part  to  get  well. 
There  are  no  membership  requirements,  no  fees  or 
dues.  No  particular  point  of  view,  medical  or  re- 
ligious, is  advanced  by  the  society.  It  does  not 
seek  to  reform.  A.A.’s  major  contributions  to  the 
programs  of  psychiatry  and  religion  in  the  field  of 
alcoholism  have  been  summarized  as  follows: 

1.  The  ability  of  members,  as  ex-drinkers,  to 
secure  the  confidence  of  the  newcomer  who  seeks 
help — “to  build  a transmission  line  into  him.” 

2.  The  provision  of  an  understanding  fellow- 
ship or  society  of  ex-drinkers  in  which  the  new- 
comer can  successfully  apply  the  principles  of 
medicine  and  religion  to  himself  and  others. 

For  generations,  medicine  and  religion  have 
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relied  on  certain  principles  or  basic  approaches  in 
dealing  with  the  problem  drinker.  There  are  in- 
teresting and  fundamental  similiarities  in  the 
concepts  followed  in  the  two  fields.  For  example: 


Medicine  Says 

1.  The  alcoholic  needs 
a personality  change. 

2.  The  alcoholic 
should  be  analyzed;  there 
should  be  a full  and  honest 
catharsis. 


3.  Serious  personality 
defects  must  be  elimi- 
nated through  accurate 
self-knowledge  and  realis- 
tic adjustment  to  life. 

4.  The  alcoholic  neu- 
rotic retreats  from  life  and 
is  a picture  of  abnormal 
self-concern  and  anxiety. 
He  withdraws  from  his 
fellow  men. 

5.  The  alcoholic  must 
find  “a  new  compelling  in- 
terest in  life”;  he  must 
‘‘get  back  into  the  herd.” 
He  should  find  interests, 
activities,  and  hobbies  to 
take  the  place  of  alcohol. 


Religion  Says 

1.  The  alcoholic  needs 
a change  of  heart,  a 
spiritual  awakening. 

2.  The  alcoholic 
should  look  into  his  con- 
science; he  should  take  a 
‘‘moral  inventory.”  He 
can  be  helped  through 
confession  or  frank  dis- 
cussions. 

3.  Character  defects 
(sins)  can  be  eliminated 
by  acquiring  more  hon- 
esty, humility,  unselfish- 
ness, tolerance,  generos- 
ity, and  love. 

4.  The  alcoholic’s 
basic  trouble  is  self-cen- 
teredness. Fearful  and 
self-seeking,  he  has  for- 
gotten the  “Brotherhood 
of  Man.” 

5.  The  alcoholic 

should  learn  the  “expul- 
sive power  of  a new  affec- 
tion,” love  of  serving 
man,  and  of  serving  God. 
He  must  “lose  his  life  to 
find  it”  and  should  turn 
to  the  church  and  there 
find  self-forgetfulness  in 
service.  For  “faith 

without  works  is  dead.” 


Alcoholics  Anonymous  has  become  a coopera- 
tive meeting  ground  for  both  concepts.  Nothing 
in  the  A. A.  recovery  program  conflicts  basically 
with  the  tenets  of  either  medicine  or  religion.  In 
A. A.,  as  one  of  the  first  members  had  pointed  out, 
the  newcomer  may  try  either  approach.  “He 
sometimes  eliminates  the  so-called  ‘spiritual 
angle’  from  the  program  and  relies  wholly  upon 
the  factors  of  honesty,  tolerance,  and  working 
with  others.  But  it  is  curious  to  note  that  faith 
always  comes  to  those  who  try  this  simple  ap- 
proach with  an  open  mind.  . .and  in  the  meantime 
they  stay  sober.  If,  however,  the  spiritual  con- 
tent of  the  program  is  denied  actively,  the  new- 
comer can  seldom  remain  dry.  That  is  A.A.  ex- 
perience everywhere.  We  stress  the  spiritual 
simpty  because  thousands  of  us  have  found  we 
can’t  do  without  it.” 

The  A.A.  recovery  program  with  which  so 
many  doctors  today  are  familiar  is  contained  in 
“Twelve  Suggested  Steps”  based  on  the  ex- 
perience of  the  early  members  of  the  fellowship. 
Boiled  down,  these  steps  suggest  simply  (1)  ad- 


mission of  alcoholism,  (2)  personality  analysis  and 
catharsis,  (3)  adjustment  of  personal  relations, 
(4)  dependence  on  some  higher  power,  and  (5) 
working  with  other  alcoholics.  The  concept  of 
alcoholism  as  an  illness,  described  by  Dr.  Silk- 
worth  as  “an  obsession  of  the  mind,  plus  an 
allergy  of  the  body”  and  widely  accepted  by  A.  A. 
members,  is  significant  for  both  doctors  and  their 
alcoholic  patients.  Because  it  has  been  successful 
in  a relatively  high  percentage  of  cases,  the  A.A. 
program  has  encouraged  many  medical  men  to  be 
hopeful,  rather  than  pessimistic,  in  working  with 
problem  drinkers.  For  the  alcoholic  who  is  ready 
to  admit  his  condition  and  willing  to  seek  help,  the 
A.A.  approach  means  a common-sense,  unemo- 
tional basis  for  attacking  a serious  personal 
problem. 

No  longer  is  alcoholism  considered  a moral 
weakness.  The  problem  drinker  is  considered  no 
more  deficient  in  will  power  than  the  victim  of 
tuberculosis  or  diabetes.  He  achieves  a new 
understanding  of  the  true  nature  of  his  illness, 
and  he  is  given  a realistic  program  for  rehabilitat- 
ing himself,  a program  whose  reliability  has  been 
tested  in  thousands  of  cases. 

How  Does  a Person  Join  Alcoholics 
Anonymous ? 

No  one  “joins”  A.A.  in  the  usual  sense  of  the 
term.  No  application  for  membership  has  to  be 
filled  out.  (In  fact,  many  groups  do  not  even 
keep  membership  records.)  There  are  no  initia- 
tion fees,  no  dues,  no  assessments  of  any  kind. 

Most  people  become  associated  with  A.A. 
simply  by  attending  the  meetings  of  a particular 
local  group.  Their  introduction  to  A.A.  may 
have  come  about  in  one  of  several  ways.  Having- 
come  to  the  point  in  their  drinking  where  they 
sincerely  wanted  to  stop,  they  may  have  gotten 
in  touch  with  a local  group  voluntarily.  Many 
groups  have  telephone  listings;  the  addresses  of 
others  are  available  by  writing  to  Alcoholics 
Anonymous,  Post  Office  Box  459,  Grand  Central 
Annex,  New  York  17,  New  York. 

Others  may  have  been  guided  to  a local  A.A. 
group  by  a friend,  relative,  doctor,  or  spiritual 
adviser. 

Usually,  a newcomer  to  A.A.  has  an  oppor- 
tunity to  talk  to  one  or  more  local  members  before 
he  attends  his  first  meeting.  He  has  an  oppor- 
tunity to  learn  how  A.A.  has  helped  these  people. 
He  gets  facts  about  alcoholism  and  A.A.  which 
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help  him  determine  whether  or  not  he  is  honestly 
prepared  to  give  up  alcohol.  The  only  require- 
ment for  membership  is  an  honest  desire  to  stop 
drinking. 

There  are  no  membership  drives  in  A. A.  If, 
after  attending  several  meetings,  the  newcomer 
decides  A.A.  is  not  for  him,  no  one  will  urge  him 
to  continue  his  association.  It  may  be  suggested 
that  he  keep  “an  open  mind”  on  the  subject,  but 
no  one  in  A.A.  will  try  to  make  up  his  mind  for 
him.  The  alcoholic  himself  is  the  only  one  who 
can  tell  whether  or  not  he  needs  A.A. 

The  Picture  Today- 

In  this  brief  article  it  has  been  impossible  to  do 
more  than  suggest  the  expanding  interest  in  alco- 
holism on  the  part  of  general  practitioners  and 
specialists.  Certain  phases  of  this  continuing 
activity  are  covered  in  other  material  issued  by 
The  General  Service  Board  of  A.A.  through  its 
publishing  agency,  Alcoholics  Anonymous  Pub- 
lishing, Inc.  Sedatives  and  the  Alcoholic,  for  ex- 
ample, deals  with  a problem  of  special  concern 
to  the  medical  profession  as  well  as  to  alcoholics 
themselves.  The  Alcoholic  Employee  outlines  the 
advances  being  made  in  coping  with  the  problem 
drinker  in  business  and  industry. 

A.A.  is  an  important  ally  of  many  doctors  who 
specialize  in  the  field  of  industrial  medicine.  Re- 
cent calculations  indicate  that  there  are  between 
1,300,000  and  2,000,000  problem  drinkers  in 
American  industry,  about  30  cases  per  1,000 
workers.  The  same  studies  show  that  the  number 
of  days  lost  by  each  problem  drinker  averages 
from  twenty-two  to  twenty-five  per  year.  The 
estimated  monetary  loss  is  approximately  half 
a billion  dollars  per  year. 

The  magnitude  of  the  problem,  fully  docu- 
mented only  in  recent  years,  has  resulted  in  a 
number  of  practical  approaches  in  which  A.A.  is 
a key  element.  Such  firms  as  E.  I.  Du  Pont  de 
Nemours,  The  Eastman  Kodak  Company,  Gen- 
eral Motors  Corporation,  Standard  Oil  of  New 
Jersey,  Consolidated  Edison  of  New  York,  along 
with  many  smaller  companies,  have  established 
programs  which  recognize  that  the  alcoholic  is 
basically  a sick  person.  These  programs  are  de- 
signed to  give  the  worker  a new  awareness  of  his 
problem  and  to  expose  him  to  the  experience  of 
A.A.  members  who  have  coped  successfully  with 


the  same  problem. 

Current  literature  in  the  field  of  industrial 
medicine  testifies  to  the  unusual  effectiveness  of 
these  programs  in  which  local  A.A.  groups  play  a 
cooperative,  but  unaffiliated  part.  Equally  im- 
portant, though  less  well  documented,  has  been 
the  change  of  attitude  toward  alcoholics  on  the 
part  of  employers  in  small  business  establish- 
ments. No  longer  is  the  problem  drinker  fired  as 
a “drunkard,”  with  or  without  previous  warn- 
ings. In  an  increasing  proportion  of  cases  the 
employers’  better  understanding  of  the  nature 
of  alcoholism  has  been  translated  into  a sincere 
desire  to  “salvage”  the  alcoholic  and  to  help  him 
to  help  himself  through  A.A.  or  through  a com- 
bination of  A.A.  and  other  therapies. 

The  doctor  who  today  seeks  further  knowledge 
of  progress  in  treating  alcoholism  will  find  many 
allies  that  were  not  available  to  his  predecessors 
in  the  field  of  medicine  a scant  generation  ago. 
Today  many  communities  have  active  alcoholic 
education  committees.  An  increasing  number  of 
hospitals  have  special  facilities  for  handling  alco- 
holics who  require  emergency  treatment.  Public 
health  departments  are  increasingly  concerned 
with,  and  aware  of,  problems  associated  with  al- 
coholism. Rehabilitation  centers  for  alcoholics 
function  in  many  areas,  frequently  in  association 
with  guidance  centers.  Treatment  of  the  subject 
in  school  programs  is  becoming  increasingly  real- 
istic. 

Finally,  local  groups  of  A.A.  exist  in  or  near 
virtually  every  city  or  town  in  the  United  States 
and  Canada.  Members  of  these  groups  are  men 
and  women  who  learned  about  alcoholism  the 
hard  way,  by  having  recovered  from  the  illness 
themselves.  Their  knowledge  and  experience 
are  available  to  any  one  who  is  concerned  about 
a personal  drinking  problem,  or  that  of  a relative, 
friend  or,  in  the  case  of  doctors,  a patient.  Alco- 
holics Anonymous  has  but  one  primary  purpose, 
to  help  members  preserve  their  own  sobriety  and 
to  share  that  sobriety  with  all  who  may  turn  to  it 
for  help. 

If  there  is  no  local  A.A.  group  in  or  near  your 
community,  or  if  you  wish  answers  to  specific 
questions  about  the  A.A.  program,  simply  ad- 
dress your  inquiries  to  Alcoholics  Anonymous, 
Post  Office  Box  459,  Grand  Central  Annex,  New 
York  17,  New  York. 
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The  following  is  an  abstract  of  the  minutes  of  the  October  10,  1957 , meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,  as  approved  November  14,  1957. 


HPHE  Council  met  October  10,  1957,  from  9:05 
a.m.  to  12:15  p.m.,  at  the  Manhattan  Club,  New 
York  City,  Dr.  Thurman  B.  Givan,  president, 
presiding. 

j Executive  Committee  Report 

Communications. — The  Executive  Committee  met 
November  13,  1957,  and  considered  correspondence 
and  the  secretary’s  report. 

1.  Letter  of  September  17  from  Charles  A. 
Brind,  Jr.,  Esq.,  counsel  to  the  New  York  State 
Department  of  Education,  expressing  the  opinion 
that  “there  is  nothing  improper  when  a hospital 
in  its  own  name  renders  a bill  to  a patient  which 
includes  charges  for  services  of  pathologists,  anes- 
thesiologists, etc.,  employed  by  the  hospital.” 
Mr.  Brind  stated,  “The  Attorney  General  has  also 
rendered  similar  opinions.” 

The  Council  referred  this  letter  to  Mr.  Wm.  F. 
Martin,  counsel,  for  his  opinion. 

2.  Letter  of  September  25  from  Dr.  Frederick 
Schroeder  stating  that  the  medical  members  of  our 
joint  committee  with  the  State  Pharmaceutical 
Association  are  not  in  favor  of  our  Society  helping 
to  form  a New  York  Chapter  of  the  Medical  Service 
Society  of  America,  as  suggested  in  a letter  of 
August  23,  1957  from  Mr.  Noble  S.  Birkett,  presi- 
dent of  that  Society. 

The  Executive  Committee  recommended  that  the  ' 
Council  instruct  the  secretary  to  write  Mr.  Birkett 
that  it  does  not  favor  the  formation  of  such  a 
chapter,  and  the  Council  so  voted. 

3.  The  Council  voted  approval  of  an  affiliate 
group  of  the  American  Diabetes  Association  in  the 
Buffalo  area. 

4.  The  Council  appointed  Mr.  Frank  W.  Apple- 
ton  as  Assistant  Indemnity  Representative  of  this 
society. 

5.  Action  was  deferred  regarding  the  following 
letter: 

Dr.  W.  P.  Anderton,  Secretary, 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue 
New  York  16,  New  York 
Dear  Doctor  Anderton: 

We  have  your  letter  of  June  28th  regarding  a legal 
opinion  to  be  obtained  from  the  Attorney  General 
and  from  our  office  regarding  “the  liability  of  a 
physician  who  reports  to  the  Commissioner  of  Motor 
Vehicles  regarding  the  fitness  of  a person  applying 
for  an  operator’s  license.” 

The  certification  of  the  fitness  of  an  applicant  poses 


two  questions.  These  questions  are: 

(а)  The  relationship  existing  between  the  physi- 
cian and  the  applicant  and  the  legal  obligations 
flowing  therefrom; 

(б)  The  nature  of  the  relationship  between  the 
physician  and  third  persons  who  may  be  injured  by 
the  applicant  while  operating  a motor  vehicle  after 
receiving  his  license. 

A physician  who  undertakes  to  certify  the  fitness 
of  an  applicant  to  operate  an  automobile  necessarily 
undertakes  to  make  a diagnosis.  Consequently  the 
relationship  of  patient  and  physician  would,  in  our 
judgment,  exist  between  the  applicant  and  the 
certifying  physician.  Hence,  liability  of  the  certify- 
ing physician  would  depend,  as  it  would  depend  in 
every  malpractice  case,  on  whether  the  physician  in 
reaching  his  diagnosis  or  determination  employed  the 
customary  methods  which  would  in  general  be  em- 
ployed by  physicians  in  evaluating  the  ability  or 
capacity  of  the  applicant  to  operate  an  automobile. 
If  he  employs  such  methods,  then  it  cannot  be  said 
that  he  was  negligent  in  reaching  his  diagnosis  or 
determination  and  therefore  he  would  not  be  liable 
to  the  applicant  in  the  event  the  applicant  is  injured 
in  an  automobile  accident. 

It  is  obvious  that  the  relationship  of  physician  and 
patient  would  not  exist  between  the  certifying 
physician  and  such  third  parties  who  might  be 
injured  in  an  accident  caused  by  the  unfitness  of  the 
driver.  What  duty  the  general  law  of  tort  liability 
would  impose  upon  the  physician — assuming  that 
the  physician  was  guilty  of  malpractice  in  certifying 
fitness  as  we  have  defined  it  above — seems  to  be 
obscure.  Research  has  disclosed  no  cases  in  point. 

However,  there  is  pending  presently  in  the  lower 
courts  a motion  made  by  our  office  to  dismiss  the 
cause  of  action  against  a physician.  In  this  cause  of 
action  it  is  claimed  that  the  physician  negligently 
failed  to  advise  a father  who  had  active  tuberculosis 
to  take  measures  which  would  minimize  the  com- 
munication of  the  disease  to  other  members  of  his 
family.  It  is  claimed  that,  as  a result  of  such 
failure,  a child  contracted  the  disease.  We  moved 
to  dismiss  the  complaint  upon  the  ground  that  the 
physician  owned  no  duty  to  the  child.  The  plain- 
tiff’s attorney  contends  and  has  cited  one  case 
outside  of  our  jurisdiction,  that  while  the  relationship 
of  physician  and  patient  did  not  exist  between  the 
child  and  the  physician  yet  the  physician,  assuming 
he  was  guilty  of  malpractice  with  respect  to  the 
infant’s  father,  was  liable  to  the  infant  under  the 
general  principles  of  common  law  negligence.  The 
court  has  not  as  yet  ruled  on  this  matter. 

While  this  case  is  not  precisely  in  point,  the 
decision  and  opinion  of  the  Court  may  shed  light 
upon  the  problem  concerning  the  possible  liability 
of  a physician  under  the  general  common  law  theory 
of  negligence  to  third  persons  who  might  be  injured 
if  the  physician  negligently  determined  that  the 


112 


New  York  State  J.  Med. 


MINUTES  OF  THE  COUNCIL 


driver  was  fit  and  capable  of  driving  a car. 

Of  course,  the  underlying  premise  of  both  situa- 
tions which  we  have  discussed  is : 

(a)  A negligent  determination  by  the  physician, 
and 

( b ) That  the  unfitness  was  the  proximate  cause 
of  the  accident  in  which  the  applicant  was  injured; 
and  if  it  should  be  held  that  a certifying  physician 
is  liable  to  third  parties,  it  must  be  established  that 
the  unfitness  was  the  proximate  cause  of  the  accident 
injuring  such  third  persons. 

We  shall  keep  you  advised  of  the  court’s  determina- 
tion of  the  motion  to  dismiss  the  cause  of  action 
mentioned  above. 

Very  truly  yours, 

Martin,  Clearwater  & Bell 

6.  A questionnaire  from  Miss  Jean  E.  Fitz- 
patrick, research  associate  of  a magazine  called 
Medical  Economics , was  discussed,  and  Dr.  Anderton 
was  instructed  to  notify  Miss  Fitzpatrick  that  the 
State  Society,  not  having  been  consulted  officially, 
does  not  wish  to  express  an  opinion. 

7.  As  result  of  a letter  from  Dr.  Peter  M. 
Murray,  the  Council  voted  approval  of  Amendment 
No.  1,  providing  for  a bond  issue  for  the  expansion 
of  the  State  University  of  New  York,  to  be  voted 
on  at  the  November,  1957,  election. 

8.  Approval  was  voted  for  the  President  to 
appoint  “an  advisory  committee”  to  work  with  the 
Bureau  of  Disability  Determinations  of  the  New 
York  State  Social  Welfare  Department  and  Dr. 
Alonzo  S.  Yerby,  Deputy  Commissioner. 

9.  Letter  from  Colonel  W.  E.  Boughton,  of  the 
New  York  State  Headquarters  of  the  Selective 
Service  System,  notifying  Dr.  Anderton  of  the 
appointment  of  Dr.  Leo  T.  Flood  as  a member  of 
the  New  York  State  Selective  Service  Board  of 
Appeals  for  the  Eastern  Federal  Judicial  District. 

Dues  Remissions. — It  was  voted  to  remit  1957 
State  dues  of  three  members  because  of  illness  and 
of  seven  members  because  of  military  service. 
The  Council  also  voted  to  request  remission  of  1957 
A.M.A.  dues  of  five  members. 

Secretary9 s Report 

Dr.  Anderton  reported  actions  of  the  Board  of 
Trustees,  Thursday,  September  12,  1957,  regarding 
recommendations  of  that  morning,  as  follows : 

1.  Appropriation  for  study  of  our  organization 
was  deferred. 

2.  $13,000  additional  loan  was  voted  for  the 
Blood  Banks  Association  of  New  York  State  for  the 
expected  deficit,  until  December  31,  1957. 

3.  The  Trustees  voted  that  $250  requested  for 
meeting  of  the  Liaison  Committee  with  the  U.S. 
Veterans  Administration,  Board  of  Directors  of 
Veterans  Medical  Service  Plan  of  New  York,  Inc., 
and  their  coordinators,  be  taken  from  the  Liaison 
Committee’s  1957  budget. 

4.  The  secretary  was  instructed  to  write  Messrs. 
DeGraff,  Foy,  Conway  and  Holt-Harris  of  their 
appointment  as  legal  adviser  to  the  Executive 
Officer  for  a year,  commencing  October  1,  1957. 

Dr.  Anderton  reported  his  activities  during  the 


preceding  month  and  announced  the  American 
Medical  Association  plans  to  meet  in  New  York 
City,  June  26-30,  1961. 

Dr.  Anderton  supplemented  his  report,  stating 
that  a telegram  of  sympathy  was  sent  to  Dr.  David 
J.  Kaliski  upon  the  tragic  death  of  his  wife,  and 
flowers  were  sent  to  the  funeral. 

The  Annual  Conference  of  County  Medical 
Society  Secretaries  in  New  York  State  would  be 
Thursday,  October  31,  at  the  Syracuse  Corinthian 
Club,  through  the  courtesy  of  Dr.  and  Mrs.  Gibson. 

Also  the  Board  of  Regents  have  requested  the 
State  Society  for  three  nominations  for  a member 
on  the  Committee  on  Medical  Grievances.  Dr. 
Herbert  E.  Wells,  of  Buffalo,  will  probably  be  re- 
appointed. However,  in  compliance  with  the 
Regents’  request,  the  secretary  suggested  that  the 
Council  also  name  Dr.  Walter  Scott  Walls  and 
Dr.  Elmer  T.  McGroder  of  Buffalo.  The  post  calls 
for  a surgeon,  preferably  from  the  western  part  of 
our  State,  in  order  to  preserve  the  committee’s 
balance  in  relation  to  specialties  and  geographic 
distribution  of  members. 

Approval  was  voted. 

The  secretary  also  stated  that  Dr.  Givan  had 
appointed  Dr.  John  W.  Latcher  of  Oneonta  to  be  the 
member  of  the  American  Medical  Education 
Foundation  Committee  from  the  Sixth  District 
Branch. 

After  hearing  announcement  by  President  Givan 
regarding  Governor  Harriman’s  proclamation  about 
October  18  as  Physician’s  Day  and  how  county 
society  presidents  and  others  had  been  exhorted 
to  cooperate,  the  Council  voted  its  approval  and 
instructed  the  secretary  to  write  appropriately  to 
the  Governor. 

Dr.  Anderton  also  stated:  “The  House  of  Dele- 
gates passed  two  resolutions,  one  regarding  treat- 
ment of  postoffice  employes  who  become  ill  or 
injured  on  the  job,  by  physicians  who  were  thought 
to  be  appointed  by  the  local  postmaster.  It  was 
voted  in  that  resolution  that  the  President  of  the 
United  States  and  the  New  York  State  representa- 
tives and  senators  and  every  postmaster  in  New 
York  State  receive  a copy. 

“The  second  is  a similar  resolution  passed  by  our 
House  of  Delegates,  which  was  subsequently 
passed  by  the  House  of  Delegates  of  the  American 
Medical  Association,  to  the  effect  that  we  desired  a 
change  in  the  Federal  law  which  requires  workmen’s 
compensation  cases  in  any  Federal  department  to 
be  treated  either  by  a government  facility  in  the 
neighborhood  or,  if  there  is  none  available,  by  a 
physician  who  is  on  a panel,  a long  list  covering  the 
United  States,  under  the  Workmen’s  Compensation 
Medical  Bureau  of  the  Labor  Department.  That 
would  cover  all  of  the  postal  employes  that  we  spoke 
of.  It  is  hoped  that  the  American  Medical  Associa- 
tion will  try  to  have  that  Federal  law  changed. 
It  has  been  in  effect  for  about  forty  years. 

“We  have  written  President  Eisenhower,  our 
senators,  and  congressmen,  and  of  course  it  is  for 
me  to  send  those  other  2,700  letters  to  postmasters 
unless  this  Council  thinks  it  is  unnecessary  and 


January  1,  1958 


113 


MINUTES  OF  THE  COUNCIL 


advises  the  secretary  to  so  report  to  the  House  of 
Delegates. 

“The  secretary’s  office  is  not  shirking.  We  will  do 
it  if  the  Council  wants,  but  I don’t  see  that  anything 
would  be  accomplished  by  it.” 

After  discussion,  it  was  voted  that  the  Council 
instruct  the  secretary  to  withhold  sending  letters 
to  postmasters  pending  action  on  the  resolution 
of  the  American  Medical  Association. 

The  treasurer’s  report  was  approved. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Leo  E.  Gibson, 
chairman,  reported  in  detail  about  the  Blood  Banks 
Association,  concluding  the  indications  are  that  this 
year  there  would  be  a deficit  of  twenty  to  twenty- 
two  thousand  dollars.  He  said:  “The  questions 
which  are  paramount,  I think,  are  whether  we  will 
continue  to  support  the  Blood  Banks  Association  or 
whether  we  will  direct  our  support  towards  the 
activities  of  the  clearing  house.  It  is  possible  that 
in  a few  years,  or  it  might  be  a few  months,  the 
clearing  house  might  be  self-sustaining.  The 
Blood  Banks  Association  will  not  be  self-sustaining. 
Therefore,  your  Blood  Banks  Commission  recom- 
mends that  a committee  consisting  of  Dr.  Givan, 
Dr.  Rogers,  Mr.  Alexander,  and  Dr.  Moore,  with  the 
advice  of  Mr.  Martin,  be  appointed  to  implement 
the  activities  toward  taking  over  the  Blood  Bank 
program.” 

Mr.  Thomas  Alexander  made  a quick  estimate 
that  the  cost  to  operate  the  North  East  District 
program  under  the  Medical  Society  for  1958  would 
be  about  $3,800.  Traveling  expenses  would  be 
additional. 

After  discussion,  it  was  voted  to  accept  the  report. 

Constitution  and  Bylaws. — Upon  motion  by  Dr. 
Frederick  W.  Williams,  chairman,  the  Council 
approved  proposed  amendments  to  the  constitution 
and  bylaws  of  the  Medical  Society  of  the  County  of  - 
Schenectady. 

Industrial  Health.— Dr.  Peter  J.  Di  Natale, 
chairman,  reported  regarding  proposed  postgraduate 
education  in  occupational  medicine.  He  also 
reported  about  a conference  on  September  12, 
when  a suggestion  was  made  to  have  the  Medical 
Society  of  the  State  of  New  York  award  to  a lay 
group,  such  as  a chamber  of  commerce,  a rotary,  or  a 
union,  a certificate  of  merit  for  its  sponsorship  in 
advancing  the  interests  of  occupational  medicine. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
reported  about  his  committee  meeting  September 
12.  He  discussed  proposed  legislation,  and  Dr. 
Harold  B.  Smith,  Executive  Officer,  stated  he  had 
been  in  conference  with  his  legal  advisers  from 
Messrs.  DeGraff,  Foy,  Conway  and  Holt-Harris. 

Office  Administration. — In  the  absence  of  Dr. 
John  J.  Masterson,  chairman,  Dr.  Anderton  re- 
ported. He  recommended  purchase  of  an  adding 
machine  for  Medicare  project,  and  increases  in  fees 
for  our  auditors  and  stenotypist.  These  items 
were  referred  to  the  trustees. 


Publication. — In  place  of  Dr.  Masterson,  Dr. 
Anderton  reported.  Several  matters  of  editorial 
policy  were  discussed,  and  the  finances  are  healthy. 

Planning  Committee  for  Medical  Policies. — 

Dr.  Frederick  A.  Wurzbach,  Jr.,  chairman,  described 
the  subcommittees  to  which  had  been  allotted  resolu- 
tions from  the  House  of  Delegates. 

Subcommittee  on  Suitable  Headquarters. — At 

the  suggestion  of  Dr.  Wurzbach,  President  Givan 
called  upon  Dr.  Walter  W.  Mott,  who  reported 
that  his  questionnaire  had  revealed  the  majority 
of  officers,  councillors,  and  trustees  favor  renting 
office  space  in  Manhattan. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  outlined  his  own  activities.  He 
reported  that  the  Subcommittee  on  Diabetes  decided 
to  urge  county  medical  society  diabetes  committee 
chairmen  to  institute  a detection  drive  for  “Diabetes 
Week”  November  17  to  23. 

At  the  joint  meeting  of  the  committee  with 
representatives  of  the  State  Health  Department, 
there  were  present  Dr.  Leona  Baumgartner,  Health 
Commissioner  for  the  City  of  New  York,  her  deputy 
commissioner,  Dr.  Roscoe  Kandle  and  the  director 
of  preventive  medicine,  Dr.  Morris  Greenberg. 
There  was  detailed  discussion  of  the  Asian  flu  situa- 
tion and  policies. 

It  was  decided  to  hold  a meeting  of  the  committee 
and  Health  Department  representatives  to  discuss 
fluoridation  of  water  on  the  Thursday  evening 
following  the  American  Medical  Association  In- 
terim Session,  December  5.  The  Council  Com- 
mittee voted  for  a meeting  among  Dr.  Hilleboe, 
commissioner,  Dr.  Frederick  Zeman,  and  Dr.  John 
J.  Bourke,  executive  director  of  the  Joint  Hospital 
Survey  and  Planning  Commission,  to  recommend 
policy  to  the  Ad  Hoc  Committee  Regarding  Licens- 
ing of  Nursing  Homes. 

The  committee  reported  that  the  Health  Depart- 
ment has  amended  the  State  Sanitary  Code,  opera- 
tive December  15,  1957,  to  provide  for  meat  inspec- 
tion under  standards  promulgated  by  the  Public 
Health  Council.  A tightening  of  poultry  inspection 
will  be  effected  under  a recent  Federal  law. 

There  was  discussion  of  physical  examinations  of 
school  children. 

It  was  voted  that  the  actions  of  the  Medical 

Society  relating  to  the  health  of  the  people  of  the 

State  be  transmitted  to  Mr.  Miebach  so  that  he 

may  design  adequate  publicity. 

In  Dr.  Moore’s  absence,  Dr.  James  Greenough, 
past-president,  presented  the  supplementary  report: 

The  West  Point  Conference  took  place  on  Septem- 
ber 30  and  October  1 on  the  public  health  training  of 
general  practitioners. 

Dr.  Moore  also  sent  to  the  Council  an  agreement 
between  the  Lederle  Laboratories  and  the  Medical 
Society  to  publish  What  Goes  On,  a series  of  pam- 
phlets that  tell  of  medical  activities  throughout  the 
State. 

The  agreement  was  handed  to  Mr.  Martin,  and 
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it  was  voted  to  recommend  to  the  Board  of  Trustees 
that  it  be  signed  if  Mr.  Martin  approved. 

Dr.  Greenough  made  an  additional  report  on  the 
Asian  influenza  vaccine. 

It  was  voted  to  approve. 

Dr.  Greenough  also  commented  on  the  Richmond 
| County  Medical  Society  release  to  the  press  of  a 
l complaint  against  the  vaccine  manufacturers. 

It  was  voted  to  approve  the  report  as  a whole. 

At  President  Givan’s  request  Dr.  Anderton 
| stated:  “In  connection  with  publicity,  Dr.  Hilleboe 
has  suggested  that  the  Council  committee  include  a 
! member  from  Rochester,  from  Albany,  and  from 
f Westchester  County  to  have  liaison  with  the  prin- 
L cipal  geographic  locations  of  the  Health  Depart- 
ment in  order  to  obtain  better  publicity  on  the  local 
| level.” 

It  was  voted  that  the  Public  Health  and  Education 
Committee’s  annual  report  to  the  House  of  Dele- 
gates contain  such  recommendation. 

Public  Relations. — Dr.  John  F.  Rogers,  chair- 
i man,  reported  the  activities  of  his  committee  and  of 
the  Public  and  Professional  Relations  Bureau  in 
connection  with  district  branches  and  the  annual 
conference  of  public  relations  county  committee 
chairmen.  Work  with  the  Woman’s  Auxiliary  was 
also  detailed. 

Dr.  Rogers  further  recommended  Oliver  L. 
Austin,  M.D.,  of  Westchester  County,  for  the 
award  of  outstanding  general  practitioner  of  the  year 
in  New  York  State. 

It  was  voted  to  approve  as  the  general  practitioner 
candidate  to  the  American  Medical  Association 
from  New  York  State,  Oliver  L.  Austin  of  Tucka- 
hoe,  Westchester  County. 

Committee  to  Study  Public  and  Professional 
Relations  Bureau — 

After  discussion  it  was  voted  that  the  committee 
proceed  with  this  study. 

Rural  Medical  Service. — Dr.  Leo  E.  Gibson, 
chairman,  asked  that  the  secretary  request  the 
presidents  of  the  Medical  Societies  of  the  Counties 
of  Cortland  and  Oswego  to  cooperate  in  a restudy 
of  the  health  services  and  their  use  in  these  counties. 
Permission  was  voted. 

War  Memorial. — Dr.  Walter  W.  Mott,  chairman, 
stated:  “We  have  11  requests  for  help  this  year; 
six  are  new  applicants.” 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  reported  regarding  matters  referred 
from  the  House  of  Delegates. 

1.  The  secretary  has  notified  the  county  societies 
about  enforcement  of  the  Principles  of  Professional 
Conduct  among  their  members  treating  workmen’s 
compensation  cases. 

Your  committee  recommends  that  each  county 
society  obtain  from  insurance  carriers  and  em- 
ployers specific  evidence  whenever  a physician  who 
is  a member  of  the  county  society  apparently  abuses 
the  privilege  of  practicing  medicine  under  the 


Workmen’s  Compensation  Law.  If  this  evidence  is 
such  as  to  warrant  disciplinary  action  by  the  county 
society,  it  is  strongly  urged  that  it  be  taken.  If  the 
physician  concerned  is  not  a member  of  a county 
society,  the  society  has  every  right  to  request  that 
he  appear  before  the  Compensation  Committee  of 
the  State  Labor  Department  for  possible  disciplinary 
action. 

One  of  the  deterrents  in  the  ordering  of  early 
rehabilitive  treatment  for  individuals  requiring  this 
form  of  treatment  has  been  the  attitude  of  some 
insurance  carriers  in  deducting  from  the  fees  payable 
to  the  attending  physician  fees  for  all  treatment 
rendered  for  rehabilitation  by  another  agent  or 
agencies  during  the  aftercare  period. 

This  should  again  be  brought  to  the  attention  of 
the  chairman  of  the  Workmen’s  Compensation 
Board. 

It  is  recommended  that  pressure  to  abolish  the 
Medical  Practice  Committee  be  held  in  abeyance 
at  this  time. 

2.  It  is  recommended  that  the  State  Society 
urge  the  Compensation  Board  to  further  effect  the 
following: 

(а)  That  attending  physicians  have  the  privilege 
of  ordering  rehabilitative  treatment  and  of  observing 
its  course  without  encroachment  on  their  fee  during 
the  aftercare  period. 

(б)  Enforcement  of  the  provisions  of  Section 
13-d  2(g)  of  the  Workmen’s  Compensation  Law 
which  in  essence  prohibits  a hospital  from  billing  for 
“medical  services  or  surgical  care,  diagnosis  or 
treatment,  or  services  including  x-ray  examination 
and  treatment,  or  in  connection  with.  . .furnishing 
of  clinical  laboratory  services  or  supplies,  x-ray 
laboratory  services  or  supplies,  inhalation  therapy 
service  or  equipment . . . physiotherapy  or  other 
therapeutic  service  or  equipment . . . except  that 
reasonable  payment  not  exceeding  33  XA  percentum 
of  any  fee  received  under  this  chapter  for  x-ray 
examinations,  diagnosis  or  treatment  may  be  made 
by  a physician  duly  authorized. . . .” 

( c ) Modification  of  Rule  19  to  conform  to  the 
law  against  the  practice  of  medicine  by  hospitals, 
Section  13-d  2(g)  which  now  reads  in  part  as  follows: 
“Voluntary  hospitals  may  bill  for  x-ray  services  when 
rendered  by  an  x-ray  laboratory  or  bureau  of  such 
hospital  duly  licensed  by  the  Chairman.  Hos- 
pitals may  bill  for  physiotherapeutic,  anesthetic 
and  pathologic  services  when  rendered  by  or  under 
the  supervision  of  salaried  physicians  on  the  staff.” 

3.  It  was  recommended  to  the  Workmen’s 
Compensation  Committee  that  efforts  be  made  to 
obtain  the  establishment  of  impartial  panels  of 
medical  experts  on  a part-time  basis  to  advise 
referees  in  disputed  cases. 

4.  The  Council  recommended  for  consideration 
by  the  Legislation  Committee  the  introduction  of 
a bill  to  permit  automatic  collection  of  unpaid 
medical  bills  in  compensation  cases  which  are  not 
objected  to  within  thirty  days  of  their  submission. 

5.  The  matter  of  urging  the  New  York  State  De- 
partment of  Education  to  enforce  Section  6514  2f  of 
the  Education  Law  which  prohibits  hospitals  to  bill 
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for  services  rendered  in  medical,  surgical  care,  which 
in  essence  is  a counterpart  of  Section  13-d  2(g)  of  the 
Workmen’s  Compensation  Law,  was  considered.  It 
was  recommended  that  the  Legislation  Committee 
take  this  matter  under  consideration.  The  secretary 
of  the  State  Medical  Society  had  communicated  with 
the  New  York  State  Department  of  Education  and  it 
was  reported  that  the  Education  Department  feels 
that  hospitals  have  the  “right  to  practice  medicine.” 

6.  Although  the  Veterans  Administration  has 
issued  directives  which  deny  admission  to  its  facilities 
of  veterans  who  receive  injuries  that  are  deemed  com- 
pensable, it  is  urged  that  the  county  societies  be  re- 
quested to  submit  to  our  Bureau  of  Industrial  Health 
and  Workmen’s  Compensation  evidence  of  any  in- 
stances where  workmen’s  compensation  cases  are 
being  treated  in  veterans  administration  facilities. 

7.  The  final,  amended,  proposed  fee  schedule 
was  presented  to  the  chairman  of  the  Workmen’s 
Compensation  Board  on  October  1 by  the  President 
of  the  Medical  Society.  The  question  of  biennial 
review  of  the  fee  schedule  was  held  in  abeyance  until 
the  proposed  fee  schedule  is  adopted. 

8.  Your  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation  reports  that  it  received 
replies  for  final  amendments  to  the  proposed 
fee  schedule  from  all  counties  except  Allegany, 
Cortland,  Columbia,  Dutchess,  Essex,  Greene, 
Lewis,  Montgomery,  New  York,  Oswego,  Otsego, 
Rockland,  Saratoga,  Schoharie,  and  Wyoming. 
The  recommendations  of  the  other  counties  have 
been  included  in  the  amended  proposed  fee  schedule. 

The  report  was  adopted. 

Unfinished  Business 

American  Medical  Association  Convention  Local 
Arrangements  Committee,  Surplus. — Dr.  Gerald  D. 
Dorman,  chairman,  stated:  “There  has  been  a 

surplus  of  the  funds  appropriated  for  the  American 
Medical  Association  convention.  I move  that  said 
surplus  be  refunded,  in  proportion  to  their  gifts,  to 
the  county  societies  who  contributed.” 

It  was  so  voted. 

Testimonial  Dinner  to  Dr.  George  G.  Davis. — 

Dr.  Herbert  H.  Bauckus,  trustee,  reported  on  the 
testimonial  dinner  in  honor  of  Dr.  George  G.  Davis 


that  he  had  attended  at  the  request  of  the  president, 
at  Arcade. 

New  Business 

School  Health  Examinations. — Dr.  Anderton 
read  the  following  letter,  of  which  the  president 
requested  approval: 

To  the  Board  of  Regents, 

University  of  the  State  of  New  York 
John  F.  Brosnan,  Chancellor 
Dear  Lady  and  Gentlemen: 

It  has  come  to  the  attention  of  the  Council  (execu- 
tive body)  of  the  Medical  Society  of  the  State  of 
New  York  that  you  have  been  urged  to  add  a podia- 
trist and  an  optometrist  to  your  school  health  service 
council.  This  is  patently  part  of  an  attempt  to 
have  podiatrists  and  optometrists  take  part  in  the 
physical  examinations  of  school  children  in  New 
York  State. 

If  you  add  these  two  paramedical  professions  to 
your  school  health  service  council,  one  would  think 
that  you  ought  to  add  a psychiatrist,  a dentist,  a 
dermatologist,  an  otorhinolaryngologist,  a cardi- 
ologist, and  an  orthopedist,  and  perhaps  others. 

Physical  examinations  by  various  specialists  would 
withdraw  school  children  from  classes  for  several 
hours.  The  employment  of  these  several  specialists 
would  add  to  the  local  school  district  taxes. 

At  present  the  school  physician  refers  abnormali- 
ties to  the  family  physician  and  may  recommend 
study  by  a specialist  when  needed. 

The  school  physicians  in  New  York  State  are 
conscientious  and  careful.  The  Association  of 
New  York  State  School  Physicians  is  an  active  body 
helping  to  maintain  high  standards  of  efficiency  and 
continuing  education  of  its  members. 

The  Medical  Society  of  the  State  of  New  York, 
which  has  voted  through  our  House  of  Delegates  and 
Subcommittee  on  School  Health  in  1955  and  1957 
against  changing  the  existing  system  of  physical 
examinations  for  school  children,  for  the  above 
reasons  respectively  urges  your  august  body  not  to 
change  the  present  system  by  addition  of  a podia- 
trist and  an  optometrist  to  your  school  health  service 
council. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 

It  was  voted  that  the  president  be  authorized  to 
send  the  letter. 
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Oliver  L.  Austin,  M.D.,  of  Tuckahoe,  died  in 
Lawrence  Hospital  on  November  25,  1957,  at  the  age 
of  eighty-six.  Dr.  Austin  graduated  from  Columbia 
College  of  Physicians  and  Surgeons  in  1896.  He  was 
an  attending  surgeon  at  Lawrence  Hospital,  Bronx- 
ville.  He  had  been  a member  of  the  East  Chester 
Town  Health  Board  and  had  perfected  a mosquito- 
control  program  that  eliminated  swampland  and 
controlled  illnesses.  Recently  chosen  the  outstand- 
ing medical  practitioner  of  the  year  by  the  West- 
chester County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York,  Dr.  Austin  was 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Albert  Baum,  M.D.,  of  New  York  City,  died  on 
July  30,  1957,  at  the  age  of  seventy-two.  Dr. 
Baum  received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1912.  He  was  a clinical  assistant 
attending  physician  in  surgery  and  gynecology  at 
Gouverneur  Hospital  Outpatient  Department. 


Maurice  Bruger,  M.D.,  of  New  York  City,  died  on 
November  26,  1957,  at  the  age  of  fifty-three.  Dr. 
Bruger  graduated  from  McGill  University  Faculty 
of  Medicine  in  1929.  He  was  an  attending  physician 
and  director,  Department  of  Clinical  Pathology,  and 
chief  of  the  thyroid  clinic  at  University  Hospital, 
associate  professor  of  medicine  at  New  York  Univer- 
sity Post-Graduate  Medical  School,  and  a visiting 
physician  at  Bellevue  Hospital.  Dr.  Bruger  was  a 
Fellow  of  the  American  College  of  Physicians  and  a 
member  of  the  American  Federation  for  Clinical  Re- 
search, the  Society  for  Experimental  Biology  and 
Medicine,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Samson  Epstein,  M.D.,  of  Brooklyn,  died  on 
November  6,  1957,  at  the  age  of  sixty-one.  Dr. 
Epstein  graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1926.  He  was  an  assistant 
attending  physician  in  obstetrics  and  gynecology  at 
Maimonides  Hospital  and  Maimonides  Hospital 
Outpatient  Department.  Dr.  Epstein  was  a mem- 
ber of  the  Kings  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Alexander  Feher,  M.D.,  of  New  York  City,  died  on 
September  6,  1957,  at  the  age  of  forty-nine.  Dr. 
Feher  received  his  medical  degree  from  the  Univer- 


sity of  Vienna  in  1932.  He  was  an  assistant  attend- 
ing otolaryngologist  at  University  Hospital  and  an 
attending  otolaryngologist  at  Veterans  Administra- 
tion Hospital.  Dr.  Feher  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology . 

Harry  Morton  Harter,  M.D.,  of  Kew  Gardens, 
died  on  September  21,  1957,  at  the  age  of  fifty-eight. 
Dr.  Harter  received  his  medical  degree  from  the 
University  of  Breslau  in  1924.  He  was  an  associate 
attending  neuropsychiatrist  at  Queens  General  and 
Triboro  Hospitals,  an  assistant  attending  neuro- 
psychiatrist at  Jamaica  Hospital,  and  an  adjunct  in 
neurology  at  Hillside  Hospital.  Dr.  Harter  was  a 
member  of  the  Association  for  the  Advancement  of 
Psychotherapy  and  of  the  American  Board  of  Legal 
Medicine,  a Fellow  of  the  American  Psychiatric 
Association,  a member  of  the  American  Academy  of 
Neurology,  the  Association  for  Research  in  Nervous 
and  Mental  Disease,  the  Association  of  Military 
Surgeons  of  the  United  States,  the  New  York 
Society  for  Clinical  Psychiatry,  the  New  York 
Neurological  Society,  the  Brooklyn  Neurological 
Society,  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Jacob  A.  Husik,  M.D.,  of  Brooklyn,  died  on 
August  26,  1957,  at  the  age  of  eighty-one.  Dr. 
Husik  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1904. 


Hugh  McLennan  Kinghom,  M.D.,  of  Saranac 
Lake,  died  on  November  7,  1957,  at  the  Saranac 
Lake  General  Hospital  at  the  age  of  eighty-seven. 
Dr.  Kinghorn  graduated  in  1894  from  McGill 
University  Faculty  of  Medicine.  He  was  an  attend- 
ing physician  at  Saranac  Lake  General  Hospital. 
Dr.  Kinghorn  was  the  first  to  establish  a tuber- 
culosis curing  sanatorium  in  Canada  when  he 
founded  the  sanatorium  at  St.  Agathe  in  1908  and  in 
1898  with  Miss  Mary  R.  Prescott  founded  the  Dis- 
trict Nursing  Association  in  Saranac  Lake.  In 
1907  with  other  interested  persons  he  founded  the 
Saranac  Lake  Society  for  the  Control  of  Tuberculosis. 
Dr.  Kinghorn  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the  American 
Clinical  and  Climatological  Association  of  which 
he  was  vice-president,  the  Franklin  County  Medical 
Society  of  which  he  was  a past-president,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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A.  Lane,  M.D.,  of  New  York  City,  died  on  August 
1,  1957,  at  the  age  of  seventy-one.  Dr.  Lane  grad- 
uated in  1913  from  New  York  University  and  Belle- 
vue Hospital  Medical  College. 

Carmelo  Leto,  M.D.,  of  New  York  City,  died  on 
July  10,  1957,  at  the  age  of  seventy-nine.  Dr. 
Leto  received  his  medical  degree  in  1906  from  the 
University  of  Naples. 

Jerome  Lipson,  M.D.,  of  Washington ville,  died  on 
August  11,  1957,  at  the  age  of  fifty.  Dr.  Lipson  re- 
ceived his  medical  degree  from  the  University  of 
Pisa  in  1937.  He  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sigmund  Nagel,  M.D.,  of  the  Bronx,  died  on 
November  28,  1957,  at  the  age  of  sixty-four.  Dr. 
Nagel  received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1922  and  interned  at  Montefiore 
Hospital.  He  was  an  adjunct  in  anesthesiology  at 
Montefiore  Hospital.  Dr.  Nagel  was  a Fellow  of 
the  American  College  of  Anesthesiologists  and  a 
member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  New  York  State  Society  of  An- 
esthesiologists, the  Bronx  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 

Samuel  Charles  Reisman,  M.D.,  of  New  York 
City,  died  on  September  11,  1957,  at  the  age  of 
eighty.  Dr.  Reisman  graduated  from  Long  Island 
College  Hospital  Medical  School  in  1901.  He  was 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Felix  Resek,  M.D.,  of  Kew  Gardens,  died  on 
October  13,  1957,  at  the  age  of  sixty-four.  Dr. 
Resek  received  his  medical  degree  from  the  Univer- 
sity of  Prague  in  1920.  He  was  a member  of  the 
Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Claude  Bertrand  Rossignol,  M.D.,  of  New  York 
City,  died  on  November  27,  1957,  at  St.  Luke’s 
Hospital  at  the  age  of  thirty-nine.  Dr.  Rossignol 
graduated  in  1943  from  Long  Island  College  of 
Medicine  and  interned  at  Lenox  Hill  Hospital  and 
Veterans  Administration  Hospital,  the  Bronx.  He 
was  an  associate  attending  radiologist  at  St.  Luke’s 
Hospital,  a clinical  assistant  in  radiation  therapy 


at  Bellevue  Hospital,  and  a consultant  in  radiology  at 
Morristown  Memorial  Hospital,  Morristown,  New 
Jersey.  Dr.  Rossignol  was  a Diplomate  of  the 
American  Board  of  Radiology,  a Member  of  the 
American  College  of  Radiology,  as  well  as  a member 
of  the  New  York  Roentgen  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Manfred  Sakel,  M.D.,  of  New  York  City,  died  at 
his  home  on  December  2,  1957,  at  the  age  of  fifty- 
seven.  Dr.  Sakel  received  his  medical  degree  from 
the  University  of  Vienna  in  1925.  Dr.  Sakel,  who 
was  the  originator  of  insulin  shock  therapy  for 
schizophrenia  and  the  founder  of  the  Manfred  Sakel 
Foundation  in  1945,  was  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Peter  Schwartz,  M.D.,  of  New  York  City,  died 
on  November  23,  1957,  at  the  age  of  fifty-one.  Dr. 
Schwartz  graduated  in  1906  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  East  Side  Clinical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  J.  Seidenstein,  M.D.,  of  New  York  City, 
died  on  August  13,  1957,  at  the  age  of  sixty-five. 
Dr.  Seidenstein  graduated  in  1914  from  Long  Island 
College  Hospital  Medical  School. 

Milton  A.  Shlenker,  M.D.,  of  New  York  City,  died 
on  December  2,  1957,  at  the  age  of  eighty-five.  Dr. 

, Shlenker  graduated  from  the  University  of  Virginia 
Department  of  Medicine  in  1897.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lyman  Irving  Thayer,  M.D.,  of  Lake  George,  died 
on  November  9,  1957,  in  Rochester,'  Minnesota,  at 
the  age  of  sixty-four.  Dr.  Thayer  graduated  in  1920 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a former  superintendent  of 
Westmount  Sanatorium  and  assistant  superintend- 
ent of  the  Kentucky  State  Tuberculosis  Hospital, 
Paris,  Kentucky.  Dr.  Thayer  was  a Fellow  of  the 
American  College  of  Chest  Physicians. 


Prejudice  is  the  child  of  ignorance. — William  Hazlitt 
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Mahoney  Training  Center  Dedicated — The  John 
F.  Mahoney  Training  Center  for  the  Venereal 
Diseases  was  formally  dedicated  at  a ceremony  on 
October  11.  The  dedication  was  held  in  the  Bedford 
District  Public  Health  Center,  Brooklyn,  where  the 
training  center  is  housed. 

Principal  speaker  at  the  ceremony  was  Dr. 
Theodore  Rosenthal,  deputy  commissioner  of  health, 
New  York  City.  Dr.  Rosenthal,  a long-time  friend 
and  associate  of  Dr.  Mahoney,  spoke  of  the  latter’s 
accomplishments  in  the  treatment  of  the  venereal 
diseases. 

Essay  Contest — The  Mississippi  Valley  Medical 
Society  has  announced  its  annual  essay  contest. 
Any  subject  of  general  medical  or  surgical  interest 
including  medical  economics  and  education  may  be 
submitted  providing  the  paper  is  unpublished  and 
is  of  interest  and  applicable  value  to  general  practi- 
tioners of  medicine.  Contributions  are  accepted 
only  from  physicians  who  are  members  of  the  A.M.A. 
and  who  are  residents  and  citizens  of  the  United 
States.  Manuscripts  may  not  exceed  5,000  words 
and  must  be  submitted  in  five  complete  copies,  in 
manuscript  style.  Essays  must  be  in  the  office  of 
the  Mississippi  Valley  Medical  Society  Secretary 
not  later  than  May  1,  1958.  Further  details  may  be 
secured  from  Dr.  Harold  Swanberg,  B.S.,  F.A.C.P., 
209-224  W.  C.  U.  Building,  Quincy,  Illinois. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  November, 
1957,  were:  Bay  side:  Dr.  Abraham  Halberstein; 
Bronx:  Drs.  Kurt  Elias,  Joseph  Giuffre,  and  Ira  L. 
Rubin;  Brooklyn:  Dr.  Irving  Tarasuk;  Elmhurst: 
Dr.  James  R.  Lisa;  Great  Neck:  Dr.  Leonard  J. 
Bloome;  Kenmore:  Dr.  Joseph  W.  Hewett;  Long 
Island  City:  Dr.  Wilmer  H.  Randel,  Jr.;  New  York 
City:  Drs.  L.  H.  Bauer,  Bernard  Berglas,  D.  R. 
Jensen,  and  William  Turano,  and  the  Valley 
Foundation,  and  Peekskill:  Dr.  T.  W.  Fox. 

Brooklyn  Urological  Society — The  Nathaniel  P. 
Rathbun  Memorial  Lecture  was  presented  by  the 
Brooklyn  Urological  Society  on  December  10,  1957, 
at  the  Kings  County  Medical  Society. 

Speakers  included  Dr.  Frank  C.  Hamm,  director 
of  urology  at  Brooklyn  Hospital  and  State 
University  Medical  School,  and  Dr.  Henry  C. 
Falk,  director  of  gynecology  at  French  Hospital  and 
Beth  Israel  Hospital,  New  York  City. 

American  College  of  Physicians — The  American 
College  of  Physicians  named  the  following  physicians 


as  Fellows  of  the  College  at  their  November  meeting 
at  Philadelphia:  Beacon:  Dr.  Arthur  Nathan; 

Brooklyn:  Drs.  Norman  Sidney  Blackman,  Aaron 
David  Chaves,  Frank  Kaminsky,  Hyman  Mandel 
Katz,  and  Felix  Abraham  Silver  stone;  Buffalo:  Dr. 
Walter  Thornton  Zimdahl;  Cortland:  Dr.  Edward 
Patrick  Cummins;  Forest  Hills:  Dr.  Robert  Schwin- 
ger; Garden  City:  Dr.  Robert  Wright  Hillman; 
Great  Neck:  Dr.  Harold  Bedell;  Jamaica:  Dr. 
Ernest  Ellsworth  Keet,  Jr.;  New  York  City:  Drs. 
Samuel  Alpert,  Edward  Bader,  Lloyd  Thomas 
Barnes,  Robert  Martin  Clyne,  Michael  Mihaly 
Dacso,  Leonard  Felder,  Edward  Elliot  Fischel, 
Martin  Milton  Fisher,  Gerald  Howard  Flamm, 
Morton  Galdston,  Barnet  Morris  Hershfield,  Ray- 
mond Sidney  Jackson,  Jacob  David  Matis,  George 
A.  Perera,  Charles  Anthony  Ribaudo,  Louis  Elkan 
Schaefer,  M.  Stephen  Schwartz,  Saul  Alvin  Schwartz, 
and  Leon  J.  Warshaw;  Sunmount:  Dr.  Friedrich 
Wilhelm  Klemperer. 

Named  as  Associates  of  the  College  were:  Bing- 
hamton: Dr.  Francis  Xavier  Haines;  Bronx: 

Drs.  Samuel  Nelson  Lipsett  and  Raanan  Smelin; 
Brooklyn:  Drs.  Stanley  August,  Joseph  Florio, 

John  Joseph  Kelly,  Jr.,  Monte  Malach,  Vincent 
Paul  Mazzeo,  Glenn  Montrose  Morris,  Lauchlen 
Secord  Palmer,  Arthur  Myron  Parker,  Benjamin 
Avram  Rosenberg,  Meyer  Harold  Slatkin,  and  Max 
Victor  Weinstein;  Buffalo:  Drs.  Robert  Dempster 
Albee,  William  John  Burke,  and  Charles  Peter 
Voltz,  Jr.;  Far  Rockaway:  Dr.  Morton  Schwartz; 
Freeport:  Dr.  Sanford  Pariser;  Garden  City:  Dr. 
William  Carroll  Hollis;  Great  Neck:  Dr.  Arthur 
Zitrin;  Jamaica:  Drs.  Robert  Nicholas  Monaco 
and  William  Ambrose  O’Connell;  Lackawanna: 
Dr.  Arthur  W.  Michalek;  New  Rochelle:  Dr. 

Julian  Frieden;  New  York  City:  Drs.  Bry  Benjamin, 
Harris  Blinder,  Morton  Connor,  Selvan  Davison, 
Norman  Deane,  Maurice  Goodgold,  Eugene  Leroy 
Horger,  Leslie  Alvin  Kuhn,  Herbert  S.  Kupperman, 
John  James  Mead,  III,  Howard  Leon  Moscovitz, 
Alvin  Mund,  Karl  Robert  Paley,  Stanley  Melvin 
Rapoport,  Martin  Arthur  Rizack,  Leon  I.  Sasson, 
Albert  Schweich,  and  Albert  George  Vitale; 
Norwich:  Dr.  Philip  Roger  Aronson;  Rochester: 
Drs.  Earl  Stanley  Lipman,  George  Robert  Lovell, 
and  James  MacKenzie  Stewart;  Syracuse:  Drs. 
Arthur  Harvey  Dube,  William  Wassell  Faloon, 
Edward  James  Heitzman,  and  Harry  Joseph  Mc- 
Kinnon, Jr.;  Utica:  Dr.  Arthur  Anthony  Petronio; 
White  Plains:  Dr.  Ira  Alvin  Rashkoff. 

Karen  Homey  Clinic— As  part  of  its  therapeutic 
program,  the  Karen  Horney  Clinic  has  initiated  a 
combined  form  of  therapy  for  stuttering  and  allied 
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speech  disorders,  consisting  of  group  therapy  plus 
ji  speech  rehabilitation.  This  particular  unit  is 
being  conducted  by  Dr.  Dominick  A.  Barbara, 
j psychoanalyst,  and  Robert  Rosenbaum,  speech 
j therapist. 


Hill-Burton  Grants — The  Department  of  Health, 
Education,  and  Welfare  reports  that  as  of  October 
31,  1957,  the  status  of  all  Hill-Burton  Grants  for  the 
State  of  New  York  included  St.  Johnsland  Nursing 
Home  at  Kings  Park  at  an  estimated  cost  of  $439,173, 
an  approved  Federal  share  of  $136,618,  and  30 
additional  beds. 

Approved,  but  not  yet  under  construction, 
including  the  above,  were  91  projects  at  a total  cost 
l of  $108,734,442,  including  $28,159,357  Federal 
contribution  and  designed  to  supply  5,594  additional 
[ beds. 

Under  construction  are  26  projects  at  a total 
cost  of  $66,986,104,  including  Federal  contribution 
of  $8,897,909  and  designed  to  supply  1,293  additional 
beds. 

Completed  and  in  operation  are  nine  projects  at  a 
total  cost  of  $12,046,100,  including  Federal  con- 
j tribution  of  $3,972,167  and  supplying  690  ad- 
ditional beds. 


Booklet  on  Health  Care  Field — A report  of  the 
Health  Insurance  Council,  entitled  “Serving  the 
Health  Care  Field,”  has  been  published.  The 
booklet  reviews  ten  years  of  service  to  the  nation’s 
doctors  and  hospitals  on  behalf  of  the  insurance 
business  and  describes  the  nature  and  scope  of  the 
Council’s  information  and  technical  assistance 
program  conducted  since  1946. 

Copies  are  being  distributed  to  insurance  com- 
panies, medical  and  hospital  groups,  and  other 
health  agencies.  Additional  copies  may  be  obtained 
without  charge  from  the  Health  Insurance  Council, 
488  Madison  Avenue,  New  York  22,  New  York,  or 
60  John  Street,  New  York  38,  New  York. 

Resident  Loan  Fund — In  order  to  stimulate 
interest  in  postgraduate  study  of  chest  diseases  and 
to  assist  postgraduate  students  in  the  study  of 
diseases  of  the  chest,  the  American  College  of 
Chest  Physicians  has  established  a loan  fund.  Any 
physician  who  has  completed  an  internship  of  one 
year  or  more  in  an  acceptable  hospital  may  apply 
for  a loan  in  order  to  continue  study  in  this  field. 
For  application  and  further  information  write  to 
the  Executive  Offices,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11, 
Illinois. 


Personalities 


Awarded 

Dr.  Samuel  Rosen,  New  York  City,  the  first 
Pietro  Caliceti  Award  of  the  University  of  Bologna. 
The  award  consists  of  a medal,  a diploma  and 
$1,600,  and  is  given  on  an  international  basis  every 
four  years  for  the  most  significant  and  original 
published  work  on  the  ear,  nose,  and  throat. 

Honored 

Dr.  Andre  Cournand,  Columbia  University  heart 
specialist  and  Nobel  Prize  winner,  with  an  honorary 
degree  from  the  University  of  Strasbourg  on 
November  22. 

Speakers 

Dr.  Olof  H.  Pearson,  New  York  City,  before  the 
Geneva  Academy  of  Medicine  on  Monday,  January 
20,  1958,  on  “Endocrine  Therapy  in  the  Treatment 
of  Cancer”  . . .Dr.  Orren  D.  Chapman,  Syracuse, 


before  the  Medical  Society  of  the  County  of  Herkimer 
on  December  10,  on  “Public  Health”  . . . Dr. 
Earle  B.  Mahoney,  Rochester,  before  the  Wayne 
County  Medical  Society,  December  19,  on  “General 
Aspects  of  Heart  Surgery”  . . . Dr.  Robert  Tarail, 
Buffalo,  before  the  Oklahoma  Colloquy  on  Ad- 
vances in  Medicine,  at  the  University  of  Oklahoma 
on  Februarjr  6 through  8,  1958,  on  “Fluid,  Electro- 
lyte, and  Nutritional  Balance”  . . . Dr.  David  J. 
Impastato,  New  York  City,  before  the  hospital 
staff  on  the  Veterans  Administration  Hospital,  at 
Northport,  New  York  on  November  21,  on  the 
subject  of  Schizophrenia  . . . Dr.  Frederick  Reiss, 
associate  clinical  professor  of  dermatology  at  New 
York  University  Post-Graduate  Medical  School, 
as  a participant  in  the  dermatology  course  given  to 
pediatricians  by  the  Skin  & Cancer  Hospital, 
Temple  University,  Philadelphia,  on  October  18 
on  the  topic  of  “Superficial  Fungus  Infections  in 
Children.” 
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{The  following  books  were  received  during  the  month  of  November,  1957) 


The  Medical  Clinics  of  North  America.  Univer- 
sity of  Pennsylvania  Medical  School  Number. 

November,  1957.  Gastroenterology.  Henry  L. 
Bockus,  M.D.,  Guest  Editor.  Index  1955-1957. 
Octavo,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Published  Bi-Monthly  (six  num- 
bers a year).  Cloth,  $18  net;  Paper,  $15  net. 

The  Commonwealth  Fund  Thirty-Ninth  Annual 
Report  for  the  Year  Ending  June  30,  1957.  Octavo 
of  41  pages.  New  York,  [The  Commonwealth 
Fund],  1957. 

The  Electrophysiology  of  the  Heart.  By  Hans  H. 
Hecht,  M.D.  (Conference  Chairman),  J.  A.  Abild- 
skov,  M.D.,  R.  H.  Bayley,  M.D.,  P.  M.  Berry,  et  al. 
Octavo  of  494  pages,  illustrated.  New  York,  The 
Academy,  1957.  Paper,  $4.50.  ( Annals  of  the 

New  York  Academy  of  Sciences , V.  65,  Art.  6,  pp. 
653-1146). 

Subcellular  Particles  in  the  Neoplastic  Process. 

By  Cornelius  P.  Rhoads,  M.D.  and  Hilary  Koprow- 
ski,  M.D.  (Conference  Co-Chairmen),  H.  B. 
Andervont,  Sc.D.,  J.  W.  Beard,  M.D.,  J.  J.  Bittner, 
Ph.D.,  et  al.  Octavo  of  412  pages,  illustrated. 
New  York,  The  Academy,  1957.  Paper,  $5.00. 
( Annals  of  the  New  York  Academy  of  Sciences , V. 
68,  Art.  2,  pp.  245-656). 

Second  Conference  on  Sulfonamides.  By  Perrin 
H.  Long,  M.D.  (Conference  Chairman),  W.  E. 
Ahrens,  M.D.,  R.  C.  Batterman,  M.D.,  G.  Carroll, 
M.D.,  T.  Chang,  et  al.  Octavo  of  148  pages,  illus- 
trated. New  York,  The  Academy,  1957.  Paper, 
$3.00.  ( Annals  of  the  New  York  Academy  of  Sciences, 
V.  69,  Art.  3,  pp.  377-524). 

Hospital  City.  By  John  Starr.  Octavo  of  282 
pages,  illustrated.  New  York,  Crown  Publishers, 
1957.  Cloth,  $5.00. 

Fear : Contagion  and  Conquest.  By  James  Clark 
Moloney,  M.D.  Octavo  of  140  pages.  New 
York,  Philosophical  Library,  1957.  Cloth,  $3.75. 

Trends  in  Gerontology.  By  Nathan  W.  Shock, 
Ph.D.  Octavo  of  214  pages,  illustrated.  Stanford, 
California,  Stanford  University  Press,  1957.  Cloth, 
$4.50. 

Reason  and  Chance  in  Scientific  Discovery.  By 

R.  Taton.  Translated  by  A.  J.  Pomerans.  Octavo 
of  171  pages,  illustrated.  New  York,  Philosophical 
Library,  1957.  Cloth,  $10. 

A Text-Book  of  X-Ray  Diagnosis.  By  British 


Authors.  In  Four  Volumes.  Edited  by  S. 
Cochrane  Shanks,  M.D.  and  Peter  Kerley,  M.D. 
Third  edition.  Volume  1.  Octavo  of  521  pages, 
533  illustrations.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Cloth,  $18. 

Management  of  Complications  in  Eye  Surgery. 
Avoidance  of  Pitfalls  and  Treatment  of  Difficult 
Situations  in  Ophthalmologic  Operations.  Edited 
by  R.  M.  Fasanella,  M.D.  With  contributions  by 
twenty  authorities.  Quarto  of  422  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1957. 
Cloth,  $16. 

The  Physiologic  Basis  of  Gastrointestinal  Therapy. 
Selected  Topics.  By  Heinrich  Necheles,  M.D.  and 
Martin  M.  Kirshen,  M.D.  Octavo  of  330  pages. 
New  York,  Grune  & Stratton,  1957.  Cloth,  $8.75. 

A System  of  Ophthalmic  Illustration.  By  Peter 
Hansell,  M.R.C.S.  Quarto  of  114  pages,  illustrated. 
Springfield,  Illinois,  Charles  C Thomas,  1957. 
Cloth,  $5.75. 

Bone  Diseases  in  Medical  Practice.  By  I. 

Snapper,  M.D.  Quarto  of  229  pages,  48  plates. 
New  York,  Grune  & Stratton,  1957.  Cloth,  $15. 

Orthopedics  for  the  General  Practitioner.  By 

William  E.  Kenney,  M.D.  and  Carroll  B.  Larson, 
M.D.  Quarto  of  413  pages  with  180  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$11.50. 

Psychological  Implications  of  Current  Pediatric 
Practice.  Report  of  the  Twenty-fourth  Ross 
Pediatric  Research  Conference.  Octavo  of  76 
pages.  Columbus,  Ohio,  Ross  Laboratories,  1957. 

Recovery  from  Schizophrenia.  The  Roland 

Method.  By  John  Eisele  Davis,  Sc.D.  Octavo  of 
162  pages.  Springfield,  111.,  Charles  C Thomas, 
1957.  Cloth,  $4.75. 

Transactions  of  the  International  Society  of 
Plastic  Surgeons.  First  Congress,  Stockholm  and 
Uppsala,  1955.  Edited  by  Tord  Skoog,  M.D.  in 
cooperation  with  Robert  H.  Ivy,  M.D.  and  the 
Editorial  Board  of  Plastic  & Reconstructive  Surgery. 
Translations  of  abstracts  into  French  by  Dr.  Morel- 
Fatio,  Paris,  German  by  Professor  Karl  Schuchardt, 
Hamburg,  and  Spanish  by  Dr.  Mario  Gonzalez  Ulloa, 
Mexico  City.  Quarto  of  568  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1957.  Cloth,  $20. 

The  Pre-School  Years.  By  New  York  State 
Department  of  Health,  Bureau  of  Maternal  and 
Child  Health.  Octavo  of  63  pages,  illustrated. 


122 


New  York  State  J.  Med. 


BOOKS  REVIEWED 


[Albany,  New  York  State  Department  of  Health], 
1957.  Paper.  Gratis  to  residents  of  New  York  State. 

Deafness,  Mutism,  and  Mental  Deficiency  in 
Children.  By  Louis  Minski,  M.D.  Duodecimo  of 
82  pages,  illustrated.  New  York,  Philosophical 
Library,  1957.  Cloth,  $3.75. 

Anales  Cientificos  de  la  Asociacion  Medica  del 
Centro  Gallego  de  Buenos  Aires.  Ntimero  Extra- 
ordinario.  Cincuentenario  del  Centro  Gallego. 
1907-2  de  Mayo-1957.  Ano  V,  No.  5,  1956. 
Quarto  of  227  pages,  illustrated. 

Better  Mental  Health.  Report  of  the  1957  Na- 
tional Health  Forum.  Quarto  of  117  pages,  illus- 
trated. New  York,  National  Health  Council,  1957. 
Paper,  $1.50. 

Clinical  Electrocardiography.  The  Spatial  Vector 
Approach.  By  Robert  P.  Grant,  M.D.  Octavo  of 
225  pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  1957. 
Cloth,  $7.50. 


Human  Histology.  A Textbook  in  Outline  Form. 

By  Leslie  Brainerd  Arey,  Ph.D.  Quarto  of  337 
pages.  Philadelphia,  W.  B.  Saunders  Company, 
1957.  Paper,  $6.50. 

The  Healing  of  Wounds.  A Symposium  on  Re- 
cent Trends  and  Studies.  Edited  by  Martin  B. 
Williamson,  Ph.D.  Octavo  of  202  pages,  illustrated. 
New  York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1957.  Cloth,  $7.00. 

Allergy  in  Pediatric  Practice.  By  William  B. 
Sherman,  M.D.  and  Walter  R.  Kessler,  M.D. 
Quarto  of  296  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1957.  Cloth,  $9.25. 

Practical  Use  of  the  Office  Laboratory  and  X-Ray 
Including  the  Electrocardiograph.  By  Paul  Wil- 
liamson, M.D.  Quarto  of  323  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$10.75. 


Books  for  review  should  he  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue , 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  he  based  on  merit  and  interest  to  our 
readers. 


BOOKS  REVIEWED 


Guide  to  Medical  Writing.  A Practical  Manual 
for  Physicians,  Dentists,  Nurses,  Pharmacists.  By 

Henry  A.  Davidson,  M.D.  Octavo  of  338  pages, 
illustrated.  New  York,  Ronald  Press  Company, 
1957.  Cloth,  $5.00. 

There  are  encouraging  signs,  of  which  this  book  is 
the  latest,  that  American  physicians  are  trying  to 
learn  the  discipline  of  writing  scientific  books  and 
articles  well.  This  means,  of  course,  not  the  ac- 
curacy of  the  material  but  the  lucidity  and  attrac- 
tiveness with  which  it  is  presented  to  the  reader. 
The  latter  should  be  able  to  grasp  the  meaning  of 
the  author  quickly  and  unequivocably,  deriving 
pleasure,  if  he  can,  from  the  author’s  style.  At  least, 
he  should  not  be  forced  to  find  his  way  through  a 
matted  jungle  of  opaque  jargon. 

Davidson’s  Guide  to  Medical  Writing  is  easily  the 
best  of  its  kind.  It  instructs  thoroughly  and  wittily. 
There  are  sections  on  organizing  and  writing  the 


articles,  specific  advice  on  numbers,  nomenclature, 
charts,  case  histories,  summaries,  illustrations, 
graphs,  proofreading,  and  even  on  how  to  select  a 
publisher.  The  amount  of  material  presented  so 
entertainingly  in  only  300-odd  pages  is  enormous. 
The  advice  on  how  to  prepare  an  index  will  save  the 
author  much  anguish  and  money  and  is  alone  worth 
the  very  reasonable  price  of  the  book. — Milton 
Plotz 


How  to  Enjoy  Good  Health.  Edited  by  Cyril 
Solomon,  M.D.,  and  Brooks  Roberts.  Octavo  of 
240  pages.  New  York,  Random  House,  1954, 
1955, 1956.  Cloth,  $3.95. 

The  general  avidity  for  health  information  is 
nearly  matched — if  poorly  met — by  the  plethora  of 
publications  intended  for  popular  consumption.  A 
few  of  these  are  good,  but  to  the  layman  they  are 
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often  qualitatively  indistinguishable  from  the  great 
majority  and  might  better  never  have  been  written — 
and  probably  would  not  have  been  if  education  had 
been  the  principal  reason  for  their  creation. 

This  new  volume,  sponsored  by  the  American 
Medical  Association,  meets  the  need  for  an  authori- 
tative, yet  simple,  text  for  the  nonprofessional  per- 
son and,  to  some  extent,  for  those  engaged  in  para- 
medical activities.  Some  66  chapters  cover  the 
range  of  major  medical  problems  about  which  the 
general  community  is  understandably  concerned, 
and  about  which  there  is  rampant  much  incomplete, 
and  worse  mis-,  information.  Succinct,  well- 
organized,  and  pointed  discussions  are  compiled  into 
basic  sections  for  effective  if  not  wholly  integrated 
presentation.  While  the  quality  of  individual  articles 
is  somewhat  spotty,  able  editing  has  reduced  much 
of  this  unevenness,  if  not  eliminated  contradictions 
which  successive  segments  on  related  subjects  pose 
for  the  thorough  and  literal^  minded  reader.  Most 
of  the  dilemmas  induced  will,  however,  reflect  rather 
a legitimate  scientific  confusion,  honestly  shared  by 
the  authors  with  those  far  less  well  informed  on  these 
complicated  subjects. 

It  is  not  easy  to  present  effectively,  yet  candidly, 
medical  material  to  a nonmedical  audience.  The 
dichotomous  objectives  of  clarity  and  comprehen- 
siveness, reliability  and  reassurance  cannot  always 
be  reconciled,  nor  can  a too  ready  reliance  on  house- 
hold cliches  and  traditional,  occasionally  even  un- 
substantiated, medical  aphorisms  be  easily  dis- 
couraged. Such  shortcomings  have  been  reduced  to 
a commendable  minimum  in  this  book,  which  all 
physicians  should  be  pleased  to  know  and  to  recom- 
mend.— Robert  W.  Hillman 

Clinical  Chemistry.  Principles  and  Procedures. 

By  Joseph  S.  Annino.  Octavo  of  720  pages,  il- 
lustrated. Boston,  Little,  Brown  & Company, 
1956.  Cloth,  $7.50. 

This  is  one  of  the  best  volumes  on  clinical  chemis- 
try which  has  appeared  in  recent  years.  It  should 
prove  of  particular  value  to  the  clinical  chemist  and 
the  technician  in  the  hospital  laboratory. 

Part  I deals  with  basic  principles  used  in  clinical 
chemistry  and  Part  II  is  devoted  to  a detailed  de- 
scription of  methods. — William  S.  Collens 

Diseases  of  the  Nose,  Throat,  and  Ear.  By 

Howard  Charles  Ballenger,  M.D.,  and  John  Jacob 
Ballenger,  M.D.  Tenth  edition.  Octavo  of  968 
pages,  550  illustrations.  Philadelphia,  Lea  & 
Febiger,  1957.  Cloth,  $17.50. 

The  last  edition  of  this  book  was  ten  years  ago 
and,  as  in  previous  copies,  this  specialty  has  been 
brought  up  to  date.  The  authors  enlist  the  help 
of  other  well-known  specialists.  The  material  on 
malignant  diseases  of  the  nose,  throat,  and  ear  has 
been  rewritten.  The  chapters  on  allergy  have  been 
greatly  changed  and  undergone  modernization.  A 
revised  technic  for  arytenoidectomy  is  very  timely. 

The  book  is  useful  to  the  specialist,  the  student, 
and  the  general  practitioner.  It  is  refreshing  to  the 


otolaryngologist  to  have  such  a series  of  books  as 
this,  maintained  at  a high  level  for  the  past  forty- 
nine  years.  It  helps  to  stem  the  tide  of  the  unwilling 
retreat  of  the  otolaryngologist’s  scope  from  the  en- 
croachment of  chest  surgeons,  general  surgeons, 
plastic  surgeons,  brain  surgeons,  and  allergists,  also 
the  sulfonamides,  penicillin,  and  a big  assortment  of 
wonder  drugs. — Gerald  E.  Pauley 

Histological  Technique.  For  Normal  and  Patho- 
logical Tissues  and  the  Identification  of  Parasites. 

By  H.  M.  Carleton.  With  the  Collaboration  of 
R.  A.  B.  Drury.  Third  Edition.  Octavo  of  343 
pages,  illustrated.  London,  Oxford  University 
Press,  1957.  Cloth,  $7.50. 

For  those  whose  task  is  fixing,  embedding  sections, 
cutting  and  staining  of  tissues,  this  volume  will 
greatly  help  as  a constant  reference  book.  It  also 
discusses  the  preparation  of  slides  for  parasites  and 
cells  found  in  the  abnormal  fluids. — Nathan 
Reibstein 


Perinatal  Loss  in  Modern  Obstetrics.  By 

Robert  E.  L.  Nesbitt,  Jr.  Octavo  of  432  pages, 
108  illustrations,  including  10  in  color.  Philadel- 
phia, F.  A.  Davis  Compan}^,  1957.  Cloth,  $12.50. 
(Obstetrics  & Gynecology ...  a Series  of  Mono- 
graphs) . 

Truly  as  Eastman  says  in  his  foreword,  this  is  a 
scholarly  book — a delightfully  written  and  very 
easily  read  summation  of  our  present  knowledge. 
As  far  as  this  reviewer  can  see,  nothing  new  has  been 
added. 

A good  standard  of  prenatal  care  is  still  the  most 
important  factor  in  perinatal  salvage.  Autopsies 
are  important,  but  not  for  their  own  sake.  The 
underlying  problem  of  fetal  anoxia  presses  for  solu- 
tion. This  book  merits  the  attention  of  the  physi- 
ologist and  pathologist  as  well  as  the  obstetrician  and 
pediatrician. — Charles  A.  Gordon 

Principles  of  Urology.  An  Introductory  Text- 
book to  the  Diseases  of  the  Urogenital  Tract.  By 

Meredith  F.  Campbell,  M.D.  Octavo  of  622  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1957.  Cloth,  $9.50. 

This  is  a basic  text  designed  principally  for  the 
medical  student  but  also  can  serve  as  a ready  source 
of  reference  for  the  practicing  physician  desiring  a 
condensed  review  of  a urologic  topic.  The  author  is 
particularly  qualified  to  present  a textbook  on  urol- 
ogy having  written  Pediatric  Urology  as  well  as 
having  edited  a three-volume  encyclopedic  text. 
The  book  discusses  urology  as  general  topics — 
tumors,  injuries,  obstructions,  etc.  This  method 
has  advantages  but  also  disadvantages  as  the  stu- 
dent is  forced  to  refer  back  to  general  discussions  of 
urologic  anatomy  and  physiology  rather  than  having 
access  to  discussions  of  each  organ  as  a unit. 

Two  innovations  which  should  prove  helpful  in 
orienting  students  are  presented.  The  first  is  a 
section  on  semantics  and  word  usage  in  urology. 
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The  second  is  a series  of  comprehensive  questions 
which  encompasses  the  entire  pertinent  subject 
matter  of  urology.  The  illustrative  matter  is  drawn 
mainly  from  the  author’s  previous  works  and  is  of 
excellent  quality. 

The  common  problems  of  gynecology  and  urology 
are  ably  and  completely  presented  in  chapters  on  the 
adrenal  glands  and  on  urology  in  the  female. 

The  only  minor  criticism  which  can  be  applied  to 
this  textbook  is  that  in  some  instances  only  treat- 
ments advocated  by  the  author  are  discussed  with 
an  absence  of  other  equally  accepted  methods. 
Nevertheless  the  book  is  recommended  without 
reservation  as  an  excellent  basic  text  of  urology. — 
Sidney  R.  Weinberg 

Ciba  Foundation  Colloquia  on  Endocrinology. 
Volume  10.  Regulation  and  Mode  of  Action  of 
Thyroid  Hormones.  Editors  for  the  Ciba  Founda- 
tion, G.  E.  W.  Wolstenholme,  M.B.,  and  Elaine  C.  P. 
Millar.  Octavo  of  311  pages,  114  illustrations. 
Boston,  Little,  Brown  and  Company,  1957.  Cloth, 
$8.50. 

The  world’s  outstanding  experimentalists  in  the 
field  of  physiology  and  biochemistry  of  the  thyroid 
hormones  present  their  latest  results  and  conclusions 
concerning:  (1)  the  identity  of  the  compound,  if 

there  is  a single  substance,  which  acts  in  the  body  as 
the  thyroid  hormone;  (2)  the  mechanisms  which 
regulate  the  output  of  this  substance,  and  (3)  the 
precise  mode  of  action  of  the  active  compound  at 
the  cellular  level. 

This  book  is  not  for  the  clinician  seeking  practical 
knowledge.  However,  it  abounds  in  facts  and 
thoughts  concerning  the  newer  thyroid  hormones, 
analogues  of  thyroxine  and  triiodothyronine  which 
point  the  way  for  the  future  clinical  investigations 
of  thyroid  function. — Martin  Perlmutter 

Diseases  of  the  Liver  and  Biliary  System.  By 

Sheila  Sherlock,  M.D.  Octavo  of  720  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas,  1955. 
Cloth,  $10. 

There  has  been  recently  almost  a plethora  of 
books  on  the  liver  and  biliary  system.  None,  in 
this  reviewer’s  opinion,  is  as  successful  as  Dr.  Sher- 
lock’s in  presenting  all  which  is  essential  and  impor- 
tant in  this  field  in  so  interesting,  succinct,  and  in- 
formative a manner.  A profound  review  of  impor- 
tant modern  contributions,  enhanced  by  extensive 
personal  clinical  experience  and  investigation,  is 
distilled,  sharpened,  and  set  down  in  orderly  fashion. 
Functional  pathology  is  appropriately  emphasized 
and  the  essentials  of  clinical  methodology  and  man- 
agement receive  adequate  attention.  The  volume 
is  compact,  the  text  readable,  the  tables  and  illus- 
trations apt.  This  book  is  highly  recommended  for 
reference  as  a study  text  or  for  just  plain  rewarding 
browsing. — Alfred  P.  Ingegno 


when  the  patient's 
cold  or 'flu 
is  complicated 
by  bacterial 
infection 
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• opens  dogged  air  passages 

• combats  secondary 
bacterial  invasion 

Each  Novahistine  with  Penicillin  Capsule  contains: 

Phenylephrine  hydrochloride 10.0  mg. 

Prophenpyridamine  maleate 12.5  mg. 

for  the  "Novahistine  Effect" 

Penicillin  G Potassium 200,000  units 

for  potent  antibiotic  action  when 
penicillin-susceptible  bacteria  are 
secondary  invaders 


PITMAN-MOORE  company 

Division  of  Allied  Laboratories,  Inc. 

Tl  i.j: x. 


January  1,  1958 


125 


Novahistine 


tablets 


pafients  with 
colds,  ••sinusitis 
• • • rhinitis  will 
appreciate  the 
"Novahistine 
LP  Effect” 


/ 

* Trademark 


LONG-ACTING 

PRINCIPLE 


When  a patient  begins  breathing  freely  in  a 
few  minutes  . . . with  all  air  passages  cleared 
. . . and  this  relief  continues  for  as  long  as 
12  hours  after  a single  dose  ...  he  is  experi- 
encing the  “Novahistine  LP  Effect 

This  "Effect”  is  produced  by  phenylephrine 
hydrochloride,  a quick-acting,  orally  effective 
sympathomimetic,  combined  with  chlorpro- 
phenpyridamine  maleate,  a potent  histamine 
antagonist  for  synergistic  decongestive  action 
...  on  all  mucous  membranes  of  the  respir- 
atory tract. 

Each  Novahistine  LP  Tablet  contains: 

Phenylephrine  hydrochloride 20  mg. 

Chlorprophenpyridamine  maleate 4 mg. 

Supplied  in  bottles  of  50  tablets. 


continuous  relief  of 
respiratory  congestion  for 
long  as  hours  with 
a single  dose 

/GX  % 


PROMPT  RELIEF 

Novahistine  LP  Tablets  start  releasing 
medication  almost  as  rapidly  as  a 
solution. 

CONTINUOUS  RELEASE 

Novahistine  LP  releases  its  decongestive 
drugs  at  a constant  rate  in  both  acid  and 
alkaline  media  . . . assuring  patients  con- 
tinuous relief  whether  the  tablet  is  in  the 
stomach  or  intestine. 

SAFE  RELIEF 

With  Novahistine  LP  there  is  no  sudden 
‘‘over-release”  ...  no  uneven,  sporadic 
effects. 

And  easy  to  use,  oral  dosage  eliminates  patient  misuse  of 
nose  drops,  sprays  and  inhalants  ...  is  not  likely  to  pro- 
duce rebound  congestion,  mucosal  damage  and  ciliary 
paralysis,  nor  make  the  patient  “jittery.” 
Administration:  Adults — 2 tablets  twice  daily  will  provide 
an  adequate  therapeutic  effect  in  the  average  patient.  In  resist- 
ant cases,  a third  daily  dose  may  be  indicated  and  can  be 
safely  given.  Children  over  six — one-half  the  adult  dose. 

PITMAN-MOORE  company 

DIVISION  OF  ALLIED  LABORATORIES,  INC.,  INDIANAPOLIS  6,  INDIANA 
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complicated  by 
useless,  exhausting 


Novahistine-DH* 

(fortified  Novahistine  with  dihydrocodeinone) 


When  "head  colds”  become  "chest 
colds”  Novahistine-DH  promptly 
controls  coughs  and  keeps  air  pas- 
sages of  both  head  and  chest  clear 
of  obstruction. 

Each  teaspoonful  (5  cc.)  of  grape-flavored 
Novahistine-DH  contains: 

Phenylephrine  hydrochloride 10  mg. 

Prophenpyridamine  maleata 12.5  mg. 

Dihydrocodeinone  bitartrate 1.66  mg. 

Chloroform  (approx.) 13.5  mg. 

L-Mentho! 1.0  mg. 

Supplied  in  pint  and  gallon  bottles. 

♦Trademark 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES.  INC. 
INDIANAPOLIS  6.  INDIANA 


MEDICAL 

MEETINGS 


Course  in  Management  of  Trauma 

The  University  of  Buffalo  School  of  Medicine 
will  hold  a postgraduate  course  in  Management  of 
Trauma  on  January  8 and  9,  1958.  For  further 
information  and  enrollment  w'rite  to  Dr.  Milton 
Terris,  Assistant  Dean  for  Postgraduate  Education, 
University  of  Buffalo  School  of  Medicine,  3435 
Main  Street,  Buffalo  14,  New'  York. 


Psychoanalysis  Association 

The  Association  for  the  Advancement  of  Psycho- 
analysis will  sponsor  its  regular  meeting  on  January 
22,  1958,  at  the  New'  York  Academy  of  Medicine 
at  8:30  i*.m.  Dr.  Harold  Kelman,  New  York  City, 
will  speak  on  the  topic  “Communing  and  Relating,” 
and  Dr.  Jan  Ehrenw'ald,  New  York  City,  will  be 
the  discussant. 

Kings  County  Radiological  Society 

Dr.  Walter  T.  Murphy,  Director  of  Radiology, 
Rosw'ell  Memorial  Institute,  Buffalo,  New'  York, 
will  be  the  speaker  at  the  January  23  meeting  of  the 
Kings  County  Radiological  Society.  His  topic  will 
be  “Radiation  Hazard  (Natural  background,  Fall- 
out, Medical  Diagnostic,  and  Fluoroscopic)  and 
Radiation  Safety.’  ’ The  meeting  will  be  held  at  the 
Kings  County  Medical  Societj'  Building,  1313 
-Bedford  Avenue,  Brooklyn,  at  9:00  p.m. 


Congress  on  Medical  Education  and  Licensure 

The  54th  Annual  Congress  on  Medical  Education 
and  Licensure  will  be  held  at  the  Palmer  House, 
Chicago,  February  8 through  11,  1958.  For  regis- 
tration and  further  information  w'rite  to  the  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 


Did  you  ever  have  the  measles,  and  if  so, 
how  many ? — “Artemus  Ward” 
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COR-TAR-QUIN 

ACID  MANTLE®  • hydrocortisone  • stainless  tar  • diiodohydroxyquinoline 

In  subacute  and  chronic  dermatoses,  “especially  where  an  inflammatory  re- 
action was  accompanied  by  increased  scaling  and  lichenification  with  second- 
ary infection  such  as  is  seen  in  seborrheic  dermatitis,  atopic  dermatitis, 
contact  dermatitis,  and  neurodermatitis.” 

— Rein,  C.  R.,  and  Fleischmajer,  R.;  Personal  Communication. 
Sig:  Apply  b.  i.  d.  Supply:  Vi  oz.,  1 oz.,  2 oz.,  & 4 oz.  tubes  either  0.5%  or  1.0%  hydrocortisone 

Samples  and  literature  on  request. 

P“"'  DOME  U~  ft*. 109  WEST  64  ST.,  NEW  YORK  23,  N.Y. 

665  N.  Robertson  Blvd.,  Los  Angeles,  Calif.  — In  Canada:  2765  Bates  Rd.,  Montreal,  P.Q. 


*NEW:  FELSOL TABLETS  now  available 

See  Your  Physicians’  Desk  Reference  for  Details 


Have  v 
YOU  £ 

ever  r 
used  ► 


FELSOL  provides  safe  and 
effective  relief  in  asthma,  hay 
fever,  and  related  bronchial 
affections. 


FELSOL  also  relieves  pain 
^ and  fever  in  arthritis,  headaches, 
^ rheumatic  fever,  colds,  and  flu. 

The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a 
single  therapeutic  dose  of  antipyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs.”  (J.  Pharm.  & Exper.  Ther.  98:97,  1950) 

Each  Each 

Ingredients  Powder  T ablet 

Antipyrine 870  mg..  .435  mg. 

Iodopyrine 30  mg. . . 15  mg. 

Citrated  Caffeine.  . 100  mg. . . 50  mg. 

Note:  Each  powder  equals  two 
tablets. 

Try  this  unique  and  superior  product  by  writing 
for  free  professional  samples  and  literature. 

American  Felsol  Co.— P.O.  Box  395— Lorain,  Ohio 


THE  MONTREAL  GENERAL  HOSPITAL 
THE  MONTREAL  CHILDREN’S 
HOSPITAL 


General  Practitioner  Refresher  Course 
March  17th  to  March  22nd,  1958,  inclusive 


The  teaching  staffs  of  The  Montreal  General 
Hospital  and  the  Montreal  Children’s  Hospi- 
tal will  participate  in  a General  Practitioner 
Refresher  Course  covering  those  subjects  in  in- 
ternal medicine,  general  surgery,  paediatrics, 
and  paediatric  surgery  which  are  of  particular 
interest  to  physicians  in  general  practice.  The 
course  will  cover  a review  of  established  pro- 
cedures, treatments  and  recent  advances.  The 
Course  is  approved  for  formal  study  credit  by 
the  College  of  General  Practice  of  Canada  and 
will  be  conducted  in  both  hospitals.  Atten- 
dance will  be  limited. 

Fees: 

The  Montreal  General  The  Montreal  Children’s 
Hospital  Course:  Hospital  Course: 

$75.00  $50.00 

Combined  Fee : 

$100.00 

Further  details,  together  with  application 
forms,  will  be  mailed  on  request  to  the  Registrar 
of  the  Postgraduate  Board,  The  Montreal  Gen- 
eral Hospital  or  the  Montreal  Children’s  Hos- 
pital. Montreal  25,  P.Q. 


* At  local  pharmacies  in  boxes  of  15  and  90 
powders,  or  bottles  of  30  and  180  tablets. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Legislation 


With  the  convening  of  the  State  Legislature  in 
* ’ January,  1958,  interest  again  is  focused  by 
the  medical  profession  on  how  this  session  will 
handle  matters  pertaining  to  medical  legislation. 
From  the  problems  of  the  aging,  mental  health, 
and  bills  that  infringe  on  medicine,  the  members  of 
the  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  stand  back  of  the  Medical 
Society  of  the  State  of  New  York  ready  to  assist 
whenever  called  upon. 

Primarily  the  legislation  committee  of  the  Auxil- 
iary is  organized  to  acquaint  its  own  members,  and 
through  them  the  citizens  of  this  state,  with  the  pro- 
visions of  pending  and  proposed  legislation. 

To  accomplish  this  task,  an  informed  and  well- 
organized  legislation  committee  is  set  up  each  year. 
Mechanically,  this  committee  is  comprised  of  the 
State  chairman  and  a chairman  for  each  of  the  nine 
districts.  The  district  chairman  is  responsible  for 
and  advisor  to  the  county  legislation  chairman  in  her 
district.  In  this  way  the  47  organized  county  aux- 
iliaries are  alerted  quickly  and  efficiently  on  matters 
of  medical  legislation,  whether  it  be  for  routine  let- 
ters or  urgent  appeals  for  action.  It  should  be 
noted  that  no  legislative  activity  is  undertaken  by 
the  Auxiliary  unless  authorized  by  the  county  so- 
ciety advisory  council  and  the  legislative  committee, 
of  the  State  Medical  Society. 

The  following  is  a resume  of  the  Auxiliary’s  legis- 
lative activities  this  past  year.  At  the  Auxiliary’s 
annual  convention  in  New  York  City  in  May,  1957, 
a series  of  roundtable  discussions  were  held  to  ac- 
quaint its  members  with  the  various  interests  of  the 
Auxiliary.  Dr.  Harold  B.  Smith,  Executive  Of- 
ficer, Legislative  Bureau  of  the  Medical  Society  of 
the  State  of  New  York,  spoke  to  the  delegates  on 


‘ ‘Highlights  of  Legislation  in  Medicine.” 

The  fall  conference  was  held  in  Schenectady  in 
October.  This  annual  conference  is  designed  as  a 
workshop  to  furnish  material  for  guidance  of  the 
County  auxiliaries  for  the  current  year.  The  Legis- 
lation committee  felt  very  fortunate  to  obtain  Mr. 
Walter  C.  Shaw,  Secretary  of  the  Assembly’s  Ways 
and  Means  Committee  as  its  guest  speaker. 

With  the  guidance  of  Dr.  Henrjr  Fineberg,  the 
State  Medical  Society  Legislation  chairman,  a list 
of  matters  referred  to  the  Council  Committee  on 
Legislation  by  the  House  of  Delegates  or  Council  was 
sent  to  all  Auxiliary  legislation  chairmen  early  in 
October.  In  this  manner  each  county  society  was 
informed  early  in  the  year  of  the  problems  facing 
the  Medical  Society  of  the  State  of  New  York  under 
the  current  legislation  program.  Definite  plans  for 
Auxiliary  participation  were  formulated  from  further 
conferences  with  the  State  Medical  Society’s  Legis- 
lation Chairman. 

This  is  a rapidly  changing  era  and  the  medical 
profession  is  as  cognizant  of  this  fact  as  any  other 
profession.  The  Medical  Society  or  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York  can  no  longer  afford  to  be  apathetic  regarding 
legislation  as  it  effects  the  economy,  the  future  of  the 
medical  schools,  or  the  health  of  the  nation.  Inter- 
est in  legislation  must  stem  primarily  from  the 
county  societies  and  their  auxiliaries,  otherwise  we 
must  be  prepared  for  the  initiative  in  these  matters 
to  come  from  outside  the  profession. 

Mrs.  James  A.  Moore,  Chairman 

Legislation  Committee 

490  Western  Avenue 
Albany,  New  York 


Medical  Society  of  the  State  of  New  York 
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HOLBROOK  MANORT»g 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  g; iSS^SS?}  *■ 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 

Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


WEST  BELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
(13  day  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“ SPECIALIZING  IN  HOME  NURSING” 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1958—24,583 


Ccurity 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York ... 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond ... 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady.  . 
Schoharie ... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster. . 

Warren 

Washington.  . 

Wayne 

Westchester. 

Wyoming 

Yates 


Albert  Vander  Veer,  2nd. . . .Albany 

Kurt  Zinner Wellsville 

Joseph  P.  Alvich Bronx 

Ralph  J.  McMahon.  . . .Binghamton 

Robert  D.  Kelsey Franklinville 

Roland  J.  Walker Auburn 

Albert  W.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Gene  S.  Rogati Valatie 

Robert  T.  Corey Cortland 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Glovers ville 

Joseph  F.  Krawczyk Batavia 

Curtis  Lacy Catskill 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Michael  J.  Crino Rochester 

May  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson.  . Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald . . . Lockport 

A.  G.  Jaroszewicz Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Wilson Phelps 

Chas.  S.  Me  William Newburgh 

Kenneth  J.  Clark Media 

Harold  J.  LaTulip Oswego 

James  Bordley,  III ....  Cooperstown 

Robert  C.  Eliot Brewster 

Harry  H.. Epstein Jamaica 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

Thomas  S.  Cotton Hornell 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Bartholomew  J.  Dutto. . . . Kingston 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack.  . . .Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

Allen  W.  Holmes Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr.  . .Binghamton 

Robert  D.  Davis Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. . . New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock.  . . .Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. .Niagara  Falls 

Robert  H.  Cross Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best' Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt ' Glens  Falls 

Roy  E.  Borrowman.  . Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick.  . Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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New  York  State  J.  Med. 


CLASSIFIED  ADVERTISING 


OPPORTUNITY  IN  ROCKLAND  COUNTY,  N.  Y. 


West  Nyack — in  New  York’s  fastest-growing  county  25  mi. 
north  of  N.Y.  City — wants  specialists:  allergist,  ENT,  sur- 
geon, psychiatrist,  ob/gyn,  dermatologist.  Unusually  at- 
tractive air-conditioned  prof.  bldg,  at  Historic  Corner. 
Dentist  and  Internist  alreday  established  in  project.  Write 
Riverstrip,  Nyack,  N.  Y.,  or  phone  Nyack  7-0063. 


SPECIALIST  WANTED 


Otolaryngologist,  recent  graduate,  to  associate  with  Ophthal- 
mologist. Excellent  salary  and  opportunity  to  take  over 
practice.  Apply  Dr.  William  T.  Boland,  378  West  Church 
St.,  Elmira,  New  York. 


POSITION  OPEN 


New  York — Excellent  opportunity  for  qualified  ENT-man  on 
growing  suburban  Staten  Island.  Fully  equipped  air-condi- 
tioned office,  choice  location  near  3 hospitals.  Records,  in- 
struments available,  attractive  rental  terms.  Box  685, 
N.  Y.  St.  Jr.  Med. 


PHYSICIANS 


Age  45-55 — Full  or  part-time  work  large  industrial  out-patient 
clinic.  Capable  of  performing  some  administrative  duties. 
Box  689,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Fully  equipped  medical  office,  full  or  part  time  in  air  condi- 
tioned professional  building  in  central  Long  Island.  Call 
ULSTER  5-4463,  Monday,  Friday,  or  Saturday  9:00  A.M.- 
12:00. 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet;  24  hour  telephone 
service  included.  Call  ULSTER  5-3767. 


Deceased  doctor,  well  established,  practice,  office  equipment 
or  house;  sell,  lease  or  option;  terms;  Far  Rockaway,  New 
York.  Call  Templeton  2-9291. 


FOR  RENT 


Doctors  offices,  occupied  by  doctors  for  many  years,  available 
soon.  Also  other  offices  for  allied  professions.  Tel.  Linden- 
hurst 5-0031  or  Lind.  5-3800. 


79th/140  W.  5 rooms.  Dentist’s  office  for  17  years.  Beauti- 
ful Entrance-Modern  Bldg.  Excellent  Block.  LIFETIME 
OPPORTUNITY.  AL  4-0384. 


FOR  RENT 


Doctor’s  Office.  Excellent  location  for  EYE  SPECIALIST 
or  other.  Good  residential  section.  Rent  reasonable.  Build- 
ing presently  shared  by  dentist.  Call  BAldwin  3-1552  or 
come  out  on  Southern  State  Parkway  to  Exit  20.  Address  is 
295  N.  Grand  Ave.,  Baldwin,  L.I.,  N.  Y. 


Equipped  doctor’s  office  for  rent,  excellent  location  for  gen- 
eral practitioner  or  specialist.  Call  Freeport  9-9094  or 
RO.  4-0601. 


TO  SHARE 


Ocean  Avenue  (Cor.  Woodruff)  fully  equipped  air  conditioned 
office.  Excellent  transportation  and  location;  reasonable, 
specialist.  SO.  8-2539,  11-1  and  5-7  p.m. 


Orthopedic  Surgeon  wanted  for  250  bed  hospital  and  diag- 
nostic clinic.  Full  time  position  with  salary  and  retirement 
program.  Applicant  must  be  Board  eligible.  Apply  Dr.  B. 
A.  Watson,  Supt.,  Clifton  Springs  Sanitarium  and  Clinic, 
Clifton  Springs,  New  York. 


PHYSICIAN  WANTED 


To  take  over  new  office  of  deceased  physician,  completely 
equipped  and  in  a prosperous  community  with  excellent 
opportunity  for  medical  practice.  Mrs.  L.  Neimanis,  19 
John  St.,  Saugetus,  N.  Y.  Tel.  CHerry  6-2451. 


General  Practitioner  wanted  as  associate.  N.Y.  License  re- 
quired and  military  service  fulfilled.  Salary  accordingly  to 
training  and  experience.  Opportunity  for  advancement  or 
partnership.  Box  681,  N.  Y.  St.  Jr.  Med. 


WANTED 


Ophthalmologist,  Board  certified  or  qualified,  wanted  at 
once  to  head  department  for  ten  man  group  located  upstate 
New  York.  Will  be  introduced  to  large,  established  prac- 
tice. Hospital  privileges,  salary  and/or  percentage  leading 
to  partnership.  Box  682,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


House  physician  for  very  active  small  hospital.  Northern 
New  Jersey.  Opening  available  immediately.  Salary  good. 
Apply  Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey 


ACTIVE  EENT  PRACTICE  FOR  SALE 


Upstate  N.  Y. — 2 hospitals — 3 story  brick  building — Auto- 
matic heat  equipped  office — all  complete  $10,000 — for  quick 
sale.  Forced  to  retire.  Box  693,  N.  Y.  St.  Jr.  Med. 


Unusual  opportunity.  Very  busy  and  lucrative  General 
Practice  in  a rural  area  in  Upstate  New  York,  Finger  Lakes 
Region.  Grossing  in  excess  of  $50,000.  Will  transfer  prac- 
tice on  reasonable  terms  and  will  introduce.  Real  estate  pur- 
chase optional.  Box  691,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times 90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 
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REACH  FOR  YOUR  DIRECTORY 


it’s  a ready  source  of  valuable  information 
compiled  for  you. 

Your  Medical  Directory  represents  more  than  20,000  man - 
hours  of  concentrated  effort,  employing  the  latest  tabulating 
devices,  to  bring  you  accurate , detailed  data  on  the  more 
than  30,500  physicians  in  New  York  State . 

But  that’s  not  all!  The  Directory  also  provides  complete 
information  for  you  on: 


Medical  Societies  (Local  and  National) 
New  York  State  District  Map 
Equipment  Suppliers 
History  of  the  Directory 
Licensed  Nursing  Homes 
Pharmaceutical  Suppliers 
Hospitals 
Medical  Colleges 

New  York  City  Department  of  Health 

New  York  State 

Department  of  Health 
Department  of  Mental  Hygiene 
Board  of  Medical  Examiners 
Regents 

Workman’s  Compensation  Board  Officers 

Medical  Society  of  the  State  of  New 
York 

Bylaws 

Component  County  Medical  Societies 

Constitution 

District  Branches 

Blood  Banks  Association  of  New  York  State 
Group  Plan,  Malpractice  Insurance  and 
Defense 

Legislative  Bureau 

Bureau  of  Medical  Care  Insurance 

Membership 

Officers 

Principles  of  Professional  Conduct 
Council  Committee  of  Public  Health  & 
Education 

Public  Relations  Bureau 
Veterans  Medical  Service  Plan  of  New  York, 
Inc. 

Workmen’s  Compensation  Bureau 


Orders  are 
now  being 
taken  for 

1957 

EDITION 


No  other  State  Society  provides  such  a wealth  of  information  in  one 
handy  volume  for  its  members.  Use  your  copy  often. . .there  is  no  other 
source  available  for  such  ready  reference. 
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MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


I MEDICAL  OR  DENTAL  OFFICE 

IN  LOWER  WESTCHESTER 
Immediate  Occupancy! 

i Unique  opportunity  for  MD  in  long  established  professional 
: bldg,  centrally  located.  Tele  ans  service  incl. 

WILJON  ASSOC. 

60  E.  Hartsdale  Ave.,  Hartsdale.  WH  9-6929. 


— 

MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00 — 

80  West  Kingsbridge  Rd..  New  York  68.  N.  Y.  CY-8-8267. 


FOR  SALE 


Brooklyn — Ocean  Parkway  one  family  home  and  office  com- 
bination. Fully  equipped  four  room  office  and  beautiful  liv- 
ing quarters;  four  bedrooms,  2JA  baths,  Hollywood  kitchen, 
garage  and  yard.  CLoverdale  2-2779. 


Freeport,  L.  I.,  n.w.,  beautiful  brick,  four  bedroom  home 
| with  attached  three  room  medical  office  together  with  equip 
5 ment.  Situated  in  beautiful  section,  100  X 100  ft.  corner. 
I For  sale  only  due  to  doctor’s  passing  away.  $35,000.  For 
further  information  contact  Mrs.  K.  Tantum,  16  Grace  Ave., 
! Merrick,  L.I. — or  telephone  Freeport  9-9087  after  6 p.m. 


FOR  SALE  IN  MANHATTAN 


Established  office  of  a recently  deceased  internist.  Well 
equipped.  Call  between  5 and  8.  WAdsworth  7-1257. 


Physician  with  $30,000  gross  general  practice  wishes  an  as- 
sociate. Will  give  full  partnership  at  once.  50  miles  from 
N.  Y.  C.  in  New  York  State.  Hospital  privileges  assured. 
Box  688.  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


California  offers 

PSYCHIATRISTS  and  PHYSICIANS 

Attractive  opportunities  in  its  progressive  mental  health  and 
rehabilitation  programs. 

26  State-operated  modern  facilities  in  as  many  locations.  No 
written  examination.  Interviews  frequently  in  San  Francisco 
and  Los  Angeles;  and  in  such  cities  as  Chicago,  Washington, 
New  York,  and  Boston  in  April.  Three  salary  groups:  $950- 
$1050  a month,  $1000-$1100  a month,  $1100-$1200  a month. 
Annual  merit  increases.  . . .Liberal  retirement  plan.  . and  other 
benefits! 

Write  Medical  Recruitment  Unit 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue 
Sacramento,  California 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33Vi  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St..  N.  Y.  C.  EN2-6845  and  HO4-1100. 


WANTED  PRACTICE 


Want  to  buy  general  practice  New  York  City,  suburbs.  Box 
686,  N.  Y.  St.  Jr.  Med. 


ON  THE  JOB! 

Dedicated  to  meeting  present-day  community  needs, 
the  programs  ot  the  American  Red  Cross  Nursing 
Services  include  important  participation  in  the  Blood 
Program,  public  courses  of  instruction  in  home  care 
of  the  sick  and  mother  and  baby  care,  the  training  of 
volunteer  nurse's  aides  and  training  for  disaster  nurs- 
ing. Support  your  Red  Cross.  JOIN  AND  SERVE! 


For  Control  of  Pain  and  Cough 

Sbj&JUUudjud.  hydrochloride 

A powerful  opiate  analgesic  with  several  advantages  over  morphine. 
Dilaudid  acts  quickly  and  is  less  likely  to  produce  undesirable  symptoms. 

Dose  for  pain  l/20  grain,  by  mouth  or  injection;  for  cough  l/64  to 
1/48  grain,  best  given  in  cough  vehicle.  May  be  habit  forming. 

Literature  upon 

request  from  KNOLL  PHARMACEUTICAL  CO.,  Orange,  N.J. 

Dilaudid®,  brand  of  dihydromorphinone  hydrochloride,  E.  Bilhuber,  Inc. 
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Case  report  from  this  patient's  physician: 


patient:  Female  school  teacher,  age  41,  suffering  from 
severe  anxiety.  Often  sought  relief  through 
excessive  drinking.  ‘Thorazine’  tablets  appeared 
to  help,  but  she  often  forgot  to  take  medication. 
Progress  was  extremely  slow. 

medication:  ‘Thorazine’  Spansule  capsules,  75  mg.  b.i.d. 

results:  Marked  improvement  within  a few  days.  Patient 
stopped  drinking  and  slept  better.  Stated  that  she 
really  appreciates  the  convenience  of  the 
‘Spansule’  capsule. 

THORAZINE*  SPANSULEt 

30  mg.  75  mg.  150  mg.  200  mg. 

Smith  Kline  & French  Laboratories , Philadelphia  1 

first  J in  sustained  release  oral  medication 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
tT.M  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 


-breaks  up  cough‘d 


Drawing  shows  how  3 -pronged 
attack  of  Py ribenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  his tamine - induced  congestion  and  irritation 

throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Pyribenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Pyribenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 
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FLEXILON 


Mil  path 

Mil  town®  o anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown® reduces  anxiety  and  tension.1-3-6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.6- 7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2-4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


each ’Milpath"  tablet  contains: 

Miltown.®  (meprobamate  WALLACE ) 400  mg. 

(2-methyl-2-n-propy  1-1 . 3-propanediol  dlcarbamate) 


Tridihexethyl  iodide 

(3-diethylamino-l-cyclohexyl-l-phenyI-l-propanol-ethiodide) 


.25  mg. 


dosage:  1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available : bottles  of  50  scored  tablets. 


references:  l.  Altschul.  A.  and  Billow,  B : The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med.  67:  2361, 
July  15.  1957.  2.  Atwater,  J.  S.:  The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  45:421.  Oct.  1956. 
3.  Borrus,  J.  C.:  Study  of  effect  of  Miltown  (2-methyl-2-n-propyl-l. 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  157: 1596.  April  30,  1955.  4.  Cayer,  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer.  Am.  J.  Digest  Dis. 
7:301,  July  1956.  5.  Marquis.  D.  G.,  Kelly.  E.  L..  Miller,  J.  G . Gerard.  R.  W.  and  Rapoport,  A : Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects.  Ann.  New  York  Acad.  Sc.  57:701,  May  9.  1957.  6 Phillips,  R E.: 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders.  Am.  Pract.  & Digest  Treat.  7T573.  Oct.  1956. 

7.  Selling,  L.  S.:  A clinical  study  of  Miltown®.  a new  tranquilizing  agent.  J.  Clin.  & Exper.  Psychopath.  17: 7.  March  1956. 

8.  Wolf.  S.  and  Wolff.  H.  G.;  Human  Gastric  Function.  Oxford  University  Press,  New  York.  1947. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


“care  of 
the  man 
rather  than  merely 
his  stomach" 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office:  386  Fourth 
Ave.,  New  York  16,  N.  Y.  Publication  Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
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anxiety,  tension  and  muscle  spasm  in  everyday  practice.  ■ Usual 
dosage:  One  or  two  tablets  t.i.d.  «H  99 


w Wallace  laboratories  , New  Brunswick.  N . J. 


Meprotabs 

(2-methyl-2-n -propyl-1, 3-propanediol  dicarbamate) 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  MURRAY  HILL  3-0701 


CON  TENTS 

[Continued  from  page  140] 

Cancer  Alerts 

Diagnosis  of  Bone  Tumors,  Bradley  L.  Coley,  M.D 241 

Case  Reports 

Rapid  Treatment  of  Severe  Diabetic  Ketosis  Associated  with  Severe  Insulin  Allergy,  Harvey 
Poliakoff,  M.D.,  F.A.C.P 243 

Unruptured  Interstitial  Pregnancy  in  Association  with  Multiple  Myomas,  Hugh  Bell , M.D., 
and  Harold  Edgehill,  M.D 245 

Editorials 

Masthead 179 

Today  is  Another  Day 180 

President’s  Page 182 


General 

State  Society  Officers 144,  146,  148 

Month  in  Washington 247 


News  from  the  Medical  Schools 248 

Letters  to  the  Editor 250 

Medical  News 254 

Medical  Meetings 256 

Necrology 257 

Synopsis  of  Council  Minutes 261 

Books  Reviewed 264 

County  Society  Officers 286 


Remember  to  set  aside  a date  in  your  new  '58 
calendar  for  the  annual  Dinner  Dance  of  the  Medical 
Society  of  the  State  of  New  York,  to  be  held  at  the 
Hotel  Statler,  this  May,  as  part  of  the  1958  convention. 

For  a wonderful  time,  join  your  fellow  physicians  and 
their  ladies  at  this  affair. 

Watch  the  JOURNAL  for  further  details. 


142 


H 


5% 


ALEVAIRE®  aerosol  in  the  home 


in  bronchiectasis- 


"Thick,  yellow,  solid  sputum  which  had  been 
f expectorated  with  difficulty  became  thin,  color- 
less and  liquid  sputum  which  was  expectorated 
with  ease  and  gradually  diminished  in  volume. 
Labored  breathing  and  insomnia, . . . soon  were 
replaced  by  easy  respiration  and  ability  to 
enjoy  normal  restful  sleep.”* 


CASE  REPORT  male  with  bronchiectasis 

and  svHh  subsequen  ^ easier  through  the  ^ he  feU  stronger. 

**  * ■**  m0”M 

patient  remained  co  P „m 

expectoration.  , . A„„.  «•*”' 


RLEVniRE 


Alevaire  is  supplied  in  bottles  of  60  cc.  for 
intermittent  therapy  and  in  bottles  of 

500  cc.  for  continuous  inhalation  therapy. 


^ ^ kj  CVii  vab  te  ifi  li  w 


LABORATORIES 


NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


has  been  dramatically  effective  in: 

• neonatal  asphyxia  (due  to  inhalation  of 
amniotic  fluid,  mucus  obstruction,  atelectasis) 

• croup  • laryngitis  • tracheobronchitis 

• pertussis  • pneumonia  • bronchial  asthma 

• emphysema  • bronchiectasis  • lung  abscess 

• pneumoconiosis  • smoke,  kerosene  poisoning 

• poliomyelitis  (respiratory  complications) 

• routine  oxygen  therapy  • tracheotomy 

• prevention  of  postoperative 
pulmonary  complications 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 
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IT  DOESN’T  STOP  THE  PATIENT 


...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps" 


STORCAVITE 

phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

-due  to  calcium-phosphorus  Imbalance 

Hs.  - - ■■■■■A 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.1-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance  ...  [is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  N 
EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 

Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.-. 
Minnesota  Med.  40:99  (Feb.)  1957. 


.BUT 


BONADOXIN’ 

STOPS  MORNING  SICKNESS. 
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“PROOF  IN  PRACTICE 


a study  of  12,880 
hypertensive  patients 


The  tabulations  at  the  left  are  from  the 
recently  completed  study  on  cryptena- 
mine  (Unitensen)  in  which  12,880  patients 
and  1,384  physicians  participated.  Evalu- 
ation of  the  drug  was  based  on  experience 
in  everyday  private  practice. 

A summary  of  the  “ proof  in  practice ” 
study  is  available  upon  request  from  the 
Medical  Director  of  Irwin,  Neisler  & Co. 


UNITENSEN’  UNITENSEN-R’ 

Each  Unitensen  tablet  contains  Each  Unitensen-R  tablet  contains 

cryptenamine  (tannates)  2.0  mg.  cryptenamine  (tannates)  1 .0  mg.,  Reserpine  0.1  mg. 

Clinical  supplies  available  upon  request. 


No.  of  Patients 

Results 

Percent 

3,929 

excellent 

30.5% 

6,393 

good 

49.6% 

1,535 

fair 

11.9% 

596 

unsatisfactory 

4.6% 

427 

side  effects 

3.3%  ; 

Decatur,  Illinois 


TLeIaLet 


Irwin,  Neisler  <&  Co. 
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" Doctors  can’t  help  shingles ?” 


Physicians  who  have  used  Protamide  extensively  deplore  such 
statements  as  unfortunate  when  they  appear  in  the  lay  press.  They 
have  repeatedly  observed  in  their  practice  quick  relief  of  pain, 
even  in  severe  cases,  shortened  duration  of  lesions,  and 
greatly  lowered  incidence  of  postherpetic  neuralgia  when 
Protamide  was  started  promptly.  A folio  of  reprints  is 
available.  These  papers  report  on  zoster  in  the  elderly — 
the  severely  painful  cases — patients  with  extensive 
lesions.  Protamide  users  know  “shingles”  can  be  helped. 

PROTAMIDE® 


Detroit  11,  Michigan 

Available:  Boxes  of  10  ampuls  — prescription  pharmacies. 
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M EDI  HALER* 

automatic  measured-dose  aerosol  medication 


NOTHING  IS  QUICKER  • NOTHING  IS  MORE  EFFECTIVE 


Medihaler-EPI* 

For  quick  relief  of  bronchospasm  of  any  origin.  More 
rapid  than  injected  epinephrine  in  acute  allergic 
attacks. 

Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.15  mg.  actual  epinephrine. 


Medihaler-ISO* 


Medihaler-Phen® 

Automatic  NASAL  aerosol  nebulization 
provides  prompt,  effective,  prolonged, 
and  nonirritating  decongestion  in  head 
colds,  allergic  rhinitis,  sinusitis,  and 
nasopharyngitis.  Vasoconstrictive,  de- 
congestive,  anti-inflammatory,  antibac- 
terial. Combines  actions  of  phenyl- 
ephrine, phenylpropanolamine,  neo- 
mycin, and  hydrocortisone. 


Unsurpassed  for  rapid  relief  of  symptoms  of  asthma 
and  emphysema. 

Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  mjeasured  dose  0.06  mg.  actual  isoproterenol. 


Prescribe  Medihaler  medication  with  Oral  Adapter  on 
first  prescription.  Refills  available  without  Oral  Adapter. 


FOR  KIDDIES  TOO 
Notably  safe  and  effective  for  children. 

Nonbreakable,  spillproof. 


LOS  AHClllS 
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In  urinary  tract  disturbances 

Pyridium  achieves  the  first  objective 

(Brand  of  Phenylazo-diamino-pyridine  HCI) 


relief  of  pain,  urgency,  frequency,  burning 


in  a matter  of  minutes 


With  PYRIDIUM,  irritated  urinary  tissues  are  bathed  in  a continuous  flow  of  analgesic  fluid,  keeping  the 
patient  comfortable  during  diagnostic  procedures  and  while  maintaining  therapy.  The  benefits  of 
therapy  with  PYRIDIUM  include  * gratifying  relief  in  a matter  of  minutes— long  before  specific  therapy, 
if  required,  can  take  effect  • elimination  of  urinary  retention  due  to  pain  spasm  * local  analgesia  only 
• complementary  to  any  antibacterial  of  the  physician’s  choice  — allows  separate  control  of  analgesic 
and  antibacterial  therapy  • simple,  convenient  dosage  — just  2 tablets  before  meals  for  adults. 


WARN  E R-CH1LCOTT 


100  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


93%  EXCELLENT  TO  GOOD  RESULTS 

AQUA  IVY,  AP®— the  poison  ivy  and  poison 
oak  desensitizer  was  developed  by  Strauss 
and  Spain.  It  is  the  whole  pyridine  extract 
of  poison  ivy  leaves  which  is  alum  precipi- 
tated to  form  an  insoluble  complex.  It  is 
readily  suspended  in  normal  saline  for  in- 
jection. This  results  in  immunity  in  93% 
OF  THE  CASES  and  prevents  the  severe  re- 
actions often  seen  from  the  prophylactic 
use  of  ordinary  poison  ivy  extracts. 

AQUA  IVY,  AP®  is  administered  subcutane- 
ously WITH  LITTLE  OR  NO  PAIN,  and  with 
out  the  usual  reaction  at  the  site  of  injec- 
tion. It  is  effective,  non-irritating,  long 
acting.  And  it's  inexpensive  . . . 
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Schieffelin  and  Company 293 

G.  D.  Searle  & Co 183 

Sherman  Laboratories 149 

Smith-Dorsey  Company 268-269 

Smith  Kline  and  French 281,  296 

Spirt  and  Company 293 

Standard  Pharmaceutical  Co.,  Inc 293 
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Traub  Estates 294 
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West  Hill 294 
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Winthrop  Laboratories 143,  153.  288-289 
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INDEX  TO  ADVERTISED  PRODUCTS 


A C K Buffered  (G.  F.  Harvey  Company) 159 

Alevaire  (Winthrop  Laboratories) 143 

Allbee  with  C (A.  H.  Robins  Company,  Inc.) 273 

Aqua  Ivy,  AP  (Allergens,  Div.  Chemical  Specialties 

Co.,  Inc.) 152 

Arobon-Intromycin  (Pitman-Moore  Company) ...  172-173 

Aspirin  (Bayer  Aspirin  Company) 158 

Bellergal  Spacetabs  (Sandoz  Pharmaceuticals) 265 

Bonadoxin  (J.  B.  Roerig  and  Company) 145 

Butazolidin  (Geigy  Pharmaceutical  Company) 168 

Calcidrine  (Abbott  Laboratories) 267 

Co-Deltra,  Co-Hydeltra  (Merck  Sharp  and  Dohme, 

Div.,  Merck  and  Co.,  Inc.) 157 

Cothera  (Ayerst  Laboratories) 282-283 

Compazine  (Smith  Kline  and  French  Labs) 296 

Decholin  (Ames  Company,  Inc.) 3rd  cover 

Delfen  (Ortho  Pharmaceutical  Company) 277 

Desitin  Ointment  (Desitin  Chemical  Company) 287 

Dexamyl  (Smith  Kline  and  French  Labs) 281 

Diamox  (Lederle  Laboratories,  Div.,  American  Cyana- 

k mid  Co.) 279 

Disipal  (Riker  Laboratories) 162 

Diuril  (Merck  Sharp  and  Dohme,  Div.,  Merck  and 

Co.,  Inc.) 175,  176-177 

Dove  Soap  (Lever  Brothers  Company) 271 

Empirin  Compound  (Buroughs  Wellcome  & Co.  Inc.) . 156 

Envoid  (G.  D.  Searle  and  Co.) 183 

Flexilon  (McNeil  Laboratories,  Inc.) 138 

Furacin  (Eaton  Laboratories) 174 

Hydrolamins  (Lewal  Pharmaceutical  Company) 270 

Isuprel-Franol  (Winthrop  Laboratories) 288-289 

Kolantyl  (William  S.  Merrell  Company) 2nd  cover 

Kynex  (Lederle  Laboratories,  Div.  American  Cyanamid 

Company) 166-167 

Lipan  (Spirt  & Co.) 293 

Medihaler-EPI  (Riker  Laboratories) 150 

Meprotabs  (Wallace  Laboratories) 141 

Milpath  (Wallace  Laboratories) 139 

Miltown-Milprem  (Wallace  Laboratories) . Between  152-153 
Mumps  Vaccine  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 285 

Neohydrin  (Lakeside  Laboratories) 184 

Nodular  (Roche,  Div.  Hoffmann-La  Roche  Inc.) 

Between  160-161 


Nucarpon  (Staudard  Pharmaceutical  Co.,  Inc.) 293 

Obedrin  (S.  E.  Massengill  Co.) Between  168-169 

Pabirin  (Smith-Dorsey) 268-269 

Parsidol  (Warner-Chilcott  Labs) 278 

Pentazets  (Merck  Sharp  and  Dohme,  Div.,  Merck  and 

Co.,  Inc.) 170-171 

Pentoxylon  (Riker  Laboratories) 270 

Phenaphen  Plus  (A.  H.  Robins  Company) 285 

pHisoHex  (Winthrop  Laboratories) 153 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.) 293 

Protamide  (Sherman  Laboratories) 149 

Pyribenzamine  Expectorant  (Ciba  Pharm.  Pdts.,  Inc.)  137 

Pyridium  (Warner  Chilcott  Labs) 151 

Romilar-CF  (Roche  Labs,  Div.,  Hoffmann-La  Roche 

Inc.) 290 

Suavitil  (Merck  Sharp  and  Dohme,  Div.  Merck  and 

Co.,  Inc.) 274-275 

Tempra  (Mead  Johnson  and  Company) 4th  cover 

Tetracyn-V  (Pfizer  Laboratories,  Div.,  Charles  Pfizer 

Company) 169 

Tetrex  (Bristol  Laboratories,  Inc.) 154-155 

Tryptar  (Armour  Laboratories) 280 

Unitensen-Unitensen-R  (Irwin  Neisler  and  Company) . 147 

V-Cillin  K (Eli  Lilly  & Co.) 178 


“No  patient  failed  to  improve.”' 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“. . . far  excelled . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.T.:  GP  14:86,  Nov.,  1956. 


Dietary  Foods 


Gelatine  (Knox  Gelatine  Co.) 164-165 

Goat’s  Milk  (Jackson-Mitchell  Pharmaceuticals,  Inc.)  163 
Hi-Pro  (Jackson-Mitchell  Pharmaceuticals,  Inc.) 161 


Junket  (Junket  Brand  Foods) 270,  285,  292 

Miscellaneous 


■ 

Hennessey’s  Cognac  (Schieffelin  and  Company) 293 

Wine  (Wine  Advisory  Board) 160 


pHisoHex 

■ nonalkaline 

antibacterial  (lll’-fLu  L 

detergent-  I'll  JlllMVLOp  laboratories 

nonirritating,  l/V  I New  York  18,  N.  Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 
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4-hour  blood  levels 

on  a SINGLE  intramuscular  dose, 
in  minimal  injection  volume 

This  achievement  is  made  possible  by  the  unique  solubility  of  Tetrex  (tetracycline 
phosphate  complex) , which  permits  more  antibiotic  to  be  incorporated  in  less  volume 
of  diluent.  Clinical  studies  have  shown  that  injections  are  well  tolerated,  with  no  more 
pain  on  injection  than  with  previous,  less  concentrated  formulations. 

Tetrex  Intramuscular  ‘250’  can  be  reconstituted  for  injection  by  adding  1.6  cc.  of 
sterile  distilled  water  or  normal  saline,  to  make  a total  injection  volume  of  2.0  cc. 

When  the  entire  250  mg.  are  to  be  injected,  and  minimal  volume  is  desired,  as  little  as 
1.0  cc.  of  diluent  need  be  used.  (Full  instructions  for  administration  and  dosage  for 
adults  and  children,  accompany  packaged  vial.) 

Each  one-dose  vial  of  TETREX  Intramuscular  ' 250 ' contains: 

TETREX  (tetracycline  phosphate  complex)  (tetracycline  HCI  activity) 250  mg. 

Xylocaine*  hydrochloride 40  mg. 

plus  ascorbic  acid  300  mg.  and  magnesium  chloride  46  mg.  as  buffering  agents. 

*®  of  Astra  Pltarm.  Prod.  Inc.  for  lidocaine 


SUPPLY:  Single-dose  vials  containing  Tetrex  — tetracycline  phosphate  complex  — each 
equivalent  to  250  mg.  tetracycline  HCI  activity.  Also  available  in  100-mg.  single-dose  vials. 


INTRAMUSCULAR  250' 
WITH  XYLOCAINE 

BRISTOL.  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


relieves  the  discomfort  of  colds 


‘TABLOID’ 


‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 

prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckaho*,  n.  y. 
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in  bronchial  asthma  and  respiratory  allergies 


“predni-steroids” 

ize  gastric  distress 


combined  steroid-antacid  therapy . . 


‘Co-Deltra’  or  ‘Co-Hydel-  Multiple 
tra*  provides  all  the  bene- 
fits  of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control-in  bron-  “p™8dn^05ne 
chial  asthma  or  stubborn  prednisoione,  plus 
respiratory  allergies.  300  mg.  of  dried 

supplied:  Multiple  Compressed  hydroxide 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy-  ge,  and  50  mg. 
deltra’  in  bottles  of  30,  100,  and  of  magnesium 
500.  trisilicate. 

•CO-DELTRA’  and  ’CO-HYDELTRA’  are 
registered  trademarks  of  Merck  & Co..  Inc. 


CoDeltra 


(Prednisone  buffered) 


CoDydeltra 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25^  Bottle  of  48  tablets  (134  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  • 1450  Broadway,  New  York  18,  N.Y. 
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HIGH-D0S7IGE  ASPIRIN. ..7ICTH-LIKE  7ICTI0N 

CORTISONE  RESULTS 


Recent  studies1 2 show  that,  in  inflammatory  disease,  high-level 
aspirin  dosage  produces  effective  results  comparable  to  corti- 
sone. BUT  . . . massive  doses  of  aspirin  may  alter  prothrombin 
levels  and,  with  ACTH-like  action,  cause  a depletion  of  Vitamin 
C.3  Link4  was  first  to  demonstrate  that  both  side  actions  of 
aspirin  may  result  in  hemorrhage. 


Adequate  vitamin  C and  vitamin  K should  always  accom- 
pany high-level  aspirin  dosage. 


71-C-K®  BUFFERED  combines  Aspirin  with  Vitamins  C 

and  K to  guard  against  hemorrhagic  tendencies  with  therapeutic 
aspirin  dosage. 


F7ICT: 


Three  to  ten  per  cent  of  the  population  exhibits  gastric  intol- 
erance to  even  ordinary  aspirin  dosage.5,6  Arthritics  may  be 
even  more  prone  to  gastric  upset.7 


Especially  in  therapeutic  dosage,  an  acid-neutralizing  agent 
provides  a safeguard  to  patients  who  tolerate  aspirin  poorly. 


71-C-K  BUFFERED  supplies  Calcium  Carbonate,  a su- 
perior buffering  agent  to  assure  satisfactory  intake. 


Available  in  yellow  and  white  two-layered  tablets,  in  bottles  of  100  and 
1000.  Each  tablet  contains:  Acetylsalicylic  Acid  — 333  mg.  (5  gr.); 
Ascorbic  Acid  — 33.3  mg.  (Vi  gr.);  Menadione  — 0.33  mg.  (1/200  gr.); 
Calcium  Carbonate— 60  mg.  (1  gr.).  A development  of  the  Wisconsin 
Alumni  Research  Foundation. 

Bibliography : 1.  Busse,  Edwin  A.:  Clinical  Medicine  2:1105  (Nov.)  1955.  2.  Brit. 
M.  J.  1:1223  (May)  1954.  3.  Segard,  Christian  P.:  Med.  Times  81:41  (Jan.)  1953. 
4.  Link,  Karl  P.:  Chi.  Med.  Soc.  Bull.  51:23  (July)  1948.  5.  Ind.  Med.  20:480 
(Oct.)  1951.  6.  J.  Am.  Pharm.  Assoc.,  Sc.  Ed.,  39:21  (Jan.)  1950.  7.  Fremont-Smith, 
Paul:  JAMA  158:386  (June)  1955. 


wine 

in  Cardiology? 

T?OR  generations  without  number  wine 
has  been  extolled  as  an  "effective,  stim- 
ulant” and,  therefore,  valuable  aid  to  treat- 
ment in  various  types  of  cardiovascular 
disease.  It  was  this  peculiar  property,  no 
doubt,  which  prompted  the  poet,  Salerno, 
some  800  years  ago  to  write  — "Sound  wine 
revives  in  age  the  heart  of  youth.” 

Now,  as  a result  of  modern  research,  we  are 
obtaining  concrete  evidence  of  the  favor- 
able physiologic  action  of  wine  to  lend  sup- 
port to  the  empiricism  of  ancient  usage. 

Both  brandy  and  wine  in  moderate  quanti- 
ties have  been  found  to  substantially  in- 
crease the  pulse  rate  and  step  up  the  stroke 
volume  of  the  heart. 


relieving  the  pain  of  angina  pectoris  and 
obliterative  vascular  disease. 


Moreover,  aside  from  the  purely  hypoten- 
sive actions  of  wine,  its  unquestionable 
euphoric  effects  help  counter  the  depres- 
sion, apprehension  and  anxiety  so  fre- 
quently present  in  sufferers  from  heart  and 
coronary  disorders. 

The  beneficial  actions  of  wine  appear  to 
transcend  those  of  more  concentrated  alco- 
holic beverages  — valuable  cardiotonic 
properties  having  been  attributed  to  the 
aliphatic  aldehydes  and  other  nonalcoholic 
compounds  recently  isolated  from  certain 
wines  and  grape  varieties. 

It  goes  without  saying  that  the  use  of  alco- 
hol, even  in  the  form  of  wine,  is  contra- 
indicated in  hypertension  accompanied  by 
certain  types  of  renal  disease. 


For  a discussion  of  the  many  modern  Rx  uses  for  wine,  write 
for  the  brochure,  “Uses  of  Wine  in  Medical  Practice " to  Wine 
Advisory  Board,  717  Market  Street,  San  Franciscio  3,  California. 


" I’m  Completely 
Cowed  By  Your 
O^Y  Balance 


r I'm  Assured  of  growth 
And  Digestive  ComTrpl 
WiTH  Mi-Pro'S  Balanced 
L Formula 
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Relieves  Spasm,  Pain,  and  Depression  too 


IN  PARKINSONISM 
Highly  selective  action  ..  .energizing 
against  weakness,  fatigue,  adynamia 
and  akinesia ...  potent  against  sialor- 
rhea, diaphoresis,  oculogyria  and 
blepharospasm ...  lessens  rigidity  and 
tremor . . .alleviates  depression . . .safe 
...even  in  glaucoma. 


Patients  with  muscle  spasm  of  the  usual  types 
demand  relief  first.  Disipal  fills  this  need.  In 
sprains,  strains,  fibrositis,  noninflammatory 
arthritic  states  and  other  musculoskeletal  dis- 
orders, Disipal  not  only  relieves  the  spasm, 
but  alleviates  the  depression  which  so  often 
accompanies  pain  of  any  type. 


•Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.  S., Patent  No.  2,567,351.  Other  patents  pending. 

w ' ' 


Dosage:  1 tablet  (50  mg.)  t.i.d. 
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r it  figures.  . 

And  MeVenBerG  GOaTMilk 
iSNfoTA  milk  Substitute 
...  But M/LK  itself. 


hen  artificial  feeding  is  indicated  and  the  infant  is  allergic  to  cow’s  milk, 
goat  milk  is  the  formula  of  choice.  Goat  milk  is  a time  tested,  readily 
digestible  product . . . rich  in  animal  protein  and  accessory  growth  factors. 
Lactose,  the  natural  carbohydrate  of  goat  milk,  promotes  growth  of  an  intestinal 
flora  similar  to  that  of  the  breast-fed  infant  and  aids  in  the  absorption  of 
calcium  salts. 

Nutritionally  equivalent  to  cows  milk  in  protein,  carbohydrate  and  fat.  goat 
milk  contains  no  crude  fibers  or  other  extraneous  materials 
which  cause  digestive  upset.  Evaporated  in  14  fluid  oz.  cans, 
powdered  in  14  oz.  cans. 

JACKSON-M  ITCH  ELL  Pharmaceuticals,  Inc. 

10401  Virginia  Avenue,  Culver  City,  California 
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TWO  NEW 
CLINICAL 
REPORTS 
REAFFIRM 


THE 

BENEFITS  OF  GELAHNE  FOR 
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Evidence  continues  to  accumulate  verifying  the  effectiveness  of  Gelatine  in  the 
treatment  of  brittle  fingernails.  Investigators  report  that  the  nails  show  objective 
evidence  of  improvement. 1 • 2-3’4  Furthermore,  patients  often  volunteer  that  their  nails 
“feel  stronger,”  “look  smoother,”  and  “I  can  pick  up  things  without  them  hurting.”1 
Evidently  the  subjective  sensations  associated  with  improvement  are  nearly  as  im- 
portant to  some  patients  as  the  positive  physical  change  in  the  nails’  appearance. 

Improvement  Noted  in  81%  of  Patients 

See  the  chart  below  for  a summary  of  the  effect  of  Knox  Gelatine  in  brittle  fingernails 
as  observed  in  all  published  reports.  Photographic  evidence  of  improvement,  much 
of  it  in  color  taken  before  and  during  treatment,  is  available  for  most  of  the 
patients.1’2-3  Please  note,  however,  that  where  Gelatine  was  used  in  the  treatment  of 
pathological  conditions  associated  with  brittle  fingernails  only  in  psoriasis  did  the 
data  show  definite  improvement.1- 3* 4 

Response  to  Gelatine  in  Brittle  Fingernails 


No.  patients 
w/  brittle  No. 


References 

Dosage 

Duration  of 
treatment 

No.  patients  w/ 
brittle  nails 

No.  patients 
improved 

nails  and  other 
pathology 

patients 

improved 

1.  Rosenberg,  S„  Oster,  K.  A., 
Kallos,  A.  and  Burroughs,  W.: 
A.M.A.  Arch.  Dermat.  76:330, 
(September)  1957 

7 Gm ./ 
day 

3 months 

50 

43  (86%) 

32a 

9 

2.  Schwimmer,  M.  and  Mulinos,  M.G.: 
Antibiot.  Med.  & Clin.  Therapy 
4:403,  (July)  1957 

7.5  Gm./ 
day 

11-16  weeks 

18 

15  (83%) 

3.  Rosenberg,  S.  and  Oster,  K.  A.: 
Conn.  State  Med.  J. 

19:171,  (March)  1955 

7 to  21 
Gm./day 

15  weeks 

36 

26b  (72%) 

4.  Tyson,  T.  L.: 

/.  Invest.  Dermat. 
14:323,  (May)  1950 

7 Gm./day 

13  weeks 

12 

10c  (83%) 

Totals 

7-21  Gm. 

11-16  weeks 

116 

94(81%) 

32 

9(28%) 

a.  Gelatine  improved  psoriatic  nails  in  5 out  of  12  cases.  In  onychomycosis  and  other  pathological 
conditions  of  the  nail  it  was  of  no  appreciable  help. 

b.  Of  the  failures,  2 had  congenital  disease  of  the  nails,  3 were  diabetics  and  3 took  the  medication 
for  less  than  one  month. 

c.  One  patient  with  psoriasis  and  arthritis  and  one  patient  with  psoriasiform  nail  changes  showed 
improvement  in  2 and  3 months  respectively. 


BRITTLE  FINGERNAILS 


Important  Note 

The  pharmacodynamic  effects  of  Gelatine  are  manifested  through  its  high  Specific 
Dynamic  Action,  and  therefore,  depend  upon  adequate  and  prolonged  intake.  All 
published  clinical  research  has  been  conducted  using  7 to  21  grams  (1-3  envelopes) 
of  Knox  Gelatine  per  day  for  the  three  to  four  months  that  are  required  for  complete 
regrowth  of  the  nails.  Smaller  dosage  would  induce  a lesser  specific  dynamic  action 
and  thus  prove  ineffectual  in  correcting  the  brittle  nail  defects.  More  detailed  infor- 
mation on  brittle  fingernails  and  reprints  of  the  two  more  recent  clinical  reports  are 
available  on  request.  Please  use  the  attached  coupon. 

r ] 

I Knox  Gelatine  Company 

Professional  Service  Department  NM-28 
I Johnstown,  N.  Y. 

I Please  send  reprints  of  the  following  articles: 

□ Rosenberg,  S.,  Oster,  K.  A.',  Kallos,  A.  and  Burroughs,  W. : A.M.A.  Arch.  Dermat. 

| 76:330,  (Sept.)  1957. 

I Q Schwimmer,  M.  and  Mulinos,  M.G.:  Antibiot.  Med.  & Clin.  Therapy  4:403, 

(July)  1957.  | 

YOUR  NAME  AND  ADDRESS 


L 
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New  authoritative  studies  show  that  Kynex  dosage  can  be  reduced  even  further 
than  that  recommended  earlier.1  Now,  clinical  evidence  has  established  that  a 
single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending  beyond 
24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range  — exceptional  effectiveness  in  urinary  tract  in- 
fections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum 
convenience  and  acceptance  to  patients 

1.  Nichols,  R.  L.  and  Finland,  M.:  /.  Clin.  Med.  49:410,  1957. 
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spoonfuls  of  syrup)  the  first  day,  followed  by  0.5  Gm.  ( 1 tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated, 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage  in 
children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  Va  of  the  adult 
dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm \1V2  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  tablets. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 

*Reg.  U.  S.  Pat.  Off. 
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"early  and  marked  regression"1 


in  acute  superficial  thrombophlebitis 


BUTAZOLIDIN 

(phenylbutazone  geigy) 

nonhormonal  anti-inflammatory  agent 

Relieves  Pain  Rapidly—  Butazolidin  usually  produces  complete  relief  of  pain  within 
24  hours  or  less.1-2 

Resolves  Inflammation  — Fever  subsides  and  local  heat,  tenderness  and  swelling  regress 
quickly.1'3'4  “In  the  majority  of  cases  there  was  complete  resolution  by  the  fourth  day."5 
Permits  Early  Ambulation— "As  a rule  within  24  hours,  most  patients  were  able  to  get 
up  and  walk  about...."1  This  rapid  response  to  Butazolidin  greatly  reduces  disability 
and  economic  loss  for  patients. 

Short  Course  of  Treatment— Most  patients  require  only  from  2 to  7 days'  therapy.1-5 


GEIGY 

Ardsley,  New  York 


Butazolidin®  (phenylbutazone  geigy).  Red  coated  tablets  of  100  mg.  Butazolidin  Alka  Cap- 
sules, each  containing  Butazolidin  100  mg.;  aluminum  hydroxide  100  mg.;  magnesium  trisilicate 
150  mg.;  homatropine  methylbromide  1.25  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  it  are  urged  to  send 
for  literature  before  instituting  therapy. 

References:  (])  Stein,  !.  D.:  Circulation  12:833,  1955.  (2)  Potvin,  L.:  Bull.  Assoc,  med.  lang.  frang.  Canada  85:941, 
1956.  (3)  Sigg,  K.:  Angiology  8:44,  1957.  (4)  Elder,  H.  H.  A.,  and  Armstrong,  J.  B.:  Practitioner  178:479,  1957. 
(5)  Braden,  F.  R.;  Collins,  C.  G.,  and  Sewell,  J.  W.:  J.  Louisiana  M.  Soc.  109:372,  1957. 
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When  oral  tetracycline  was  administered 
to  patients  with  various  respiratory 
infections,  including  bronchial  pneumonia, 
lobar  pneumonia,  acute  and  chronic 
bronchitis,  asthmatic  bronchitis, 

. . antibiotic  effectiveness  could  be  clearly 
demonstrated  from  somewhere  between 
64  per  cent  and  85  per  cent  of  these  cases. 
These  figures  include  10  cases  of  long-term 
therapy,  in  all  of  whom  therapy  was  felt 
to  be  beneficial.  . . . Evidence  of  toxicity, 
side  reactions  and  allergic  responses  were 
gratifyingly  milder  and  less  frequent.  . . «”* 
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TETRACYNV 


• % , 


POTENTIATED  TETRACYCLINE 


oral  tetracycline  now  activated  for 
higher,  faster  blood  levels 


Bottles  of  16  and  100,  each  capsule 
containing  potentiated  tetracycline  equivalent 
to  250  mg.  of  tetracycline  hydrochloride. 


1.  January,  H.  L.  ; White,  C.  S.  ; Stewart.  D.  B.,  and 
Massey,  R.  U. : Antibiotics  Annual  1954-1955,  New  York 
Medical  Encyclopedia,  Inc.,  1955,  p.  625. 
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as  adjunctive  therapy  only 


THE  FIRST  TROCHE  TO  PROVIDE 
THREEFOLD  BENEFITS 


PENTAZETS 

TROCHES 

NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  ‘Pentazets’  provides 
a new  and  extended  therapeutic  advantage 
in  this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  three  fold 
relief  in  a variety  of  throat  irritations. 

And  ‘Pentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS’  contains: 

• Homarylamine— a new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin—a  combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine— a local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Each  ‘PENTAZETS’  troche  contains: 


Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin  50  units 

Tyrothricin  1 mg. 

Neomycin  sulfate  5 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 
Benzocaine 5 mg. 


SUPPLIED:  Vials  of 12. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


now  2 
palatable 
and  effective 
antidiarr  heals 
containing 


Carob  powder  buffers  intestinal 
contents  and  adsorbs  irritant 
secretions,  bacteria,  and  toxins. 

Its  marked  demulcent  properties 
check  hyperperistalsis,  permitting 
fluid  absorption  and  rapidly 
producing  formed  stools.  Carob 
powder  tends  to  prevent  dehydration 
and  loss  of  electrolytes  and  the 
patient  can  usually  be  maintained 
on  adequate  nutritious  diets 
during  treatment. 

The  high  soluble  carbohydrate 
content  (mainly  fructose)  of 
carob  powder  provides  valuable 
nutritional  support  and  tends  to 
counteract  diarrhea-induced  acidosis. 


CAROB  POWDER 


for 

prompt 

symptomatic 

control 


PITMAN- 

MOORE 

COMPANY 


DIVISION  OF 

ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS  6,  INDIANA 


Carob  powder  with  streptomycin /neomycin 

INTROMYCIN" 

Carob  Powder  ...  for  prompt  relief  of  diarrhea  symptoms 

Neomycin/ Streptomycin ...  for  the  prevention  and  treatment  of  bacterial  infections 


your  patients  recover  more 
rapidly  with  intromycin 

because 

• formed  stools  are  produced  5 
times  faster1 

• water  loss  is  better  controlled 

• electrolytes  are  replenished 

• bacterial  pathogens  are  in- 
hibited 

1.  Abella,  P.U.:  J.  Pediat.  41:82,  1952. 
Available  in  75  Gram  (2K  oz.)  bottles. 


Have 

you 

taken 

the 

INTROMYCIN 

taste 
test ? 


Carob  powder  without  antibiotics 

AROBON 


Arobon  alone  controls  most  non- 
specific, uncomplicated  diarrheas  by 
physiologic  means — without  the  use  of 
sedatives  or  narcotics.  In  infectious 
diarrheas,  it  controls  the  distressing 
symptoms  when  used  in  conjunction 
with  appropriate  antibiotic  or  chemo- 
therapeutic treatment. 


Originally  introduced  as  an  outstanding 
antidiarrheal  for  infants  and  children, 
Arobon  has  proved  remarkably  efficacious 
in  the  treatment  of  diarrheas  of  all  age 
groups. 

Distributed  by  Pitman-Moore  Company  under 
the  trade  name  AROBON  through  rights  ac- 
quired from  the  trademark  owner,  the  Nestle 
Company,  Inc. 

Available  in  5 oz.  bottles. 


Skin  graft  donor  site  after  2 weeks * treatment  with... 

petrolatum  gauze-still  I Furacin  gauze- 

largely  granulation  tissue  I completely  epithelialized 


OBJECTIVE  EVIDENCE  OF 
SUPERIOR  WOUND  HEALING 


was  obtained  in  a quantitative  study  of  50  donor 
sites,  each  dressed  half  with  Furacin  gauze, 
half  with  petrolatum  gauze.  Use  of  antibacterial 
Furacin  Soluble  Dressing,  with  its  water-soluble  base, 
resulted  in  more  rapid  and  complete  epithelialization. 
No  tissue  maceration  occurred  in  FuRACiN-treated 
areas.  There  was  no  sensitization. 

Jeffords,  J.  V.,  and  Hagerty,  R.  F.:  Ann.  Surg.  145:169, 1957. 


FURACIN®, 


brand  of  nitrofurazone 


the  broad-range  bactericide  that  is  gentle  to  tissues 


spread  Furacin  Soluble  Dressing:  Furacin  0.2%  in  water- 
soluble  ointment-like  base  of  polyethylene  glycols. 


sprinkle  Furacin  Soluble  Powder:  Furacin  0.2%  in  powder 
base  of  water-soluble  polyethylene  glycols.  Shaker-top  vial. 

spray  Furacin  Solution:  Furacin  0.2%  in  liquid  vehicle  of 

• polyethylene  glycols  65%,  wetting  agent  0.3%  and  water. 

EATON  LABORATORIES,  NORWICH,  N.Y. 

Nitrofurans—a  new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
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a Major  Breakthrough  in 


176 


Edema  and  Hypertension 

EDEMA  HYPERTENSION 


1.  'DIURIL'  is  an  entirely  new,  orally 
effective,  nonmercurial  agent— 

1 Gm.  of  'DIURIL'  orally  being 
approximately  equivalent  to  1 cc. 
of  mercurial  I.M. 

2.  'DIURIL' is  ideal  for  initiating 
diuresis  and  for  prolonged  main- 
tenance of  the  edema-free  state. 

3-  'DIURIL'  promotes  the  balanced 
excretion  of  sodium  and  chloride 
without  producing  acidosis. 

4.  'DIURIL'  offers  a rapid  rising 
response  to  increased  doses  (within 
recommended  dosage  range). 

5.  'DIURIL' is  well  tolerated  even  at 
maximum  therapeutic  doses. 

6.  'DIURIL'  acts  rapidly  (onset  within 

2 hours)  and  its  moderate  duration 
of  action  (6-12  hours)  permits 
uninterrupted  rest  at  night. 

7.  'DIURIL' has  no  known  contra- 
indications. 


1.  'DIURIL'  provides  basic  therapy 
to  improve  and  simplify  the 
management  of  hypertension. 

2.  'DIURIL'  often  reduces  dosage 
requirements  of  antihypertensive 
agents  below  the  level  of  serious 
side  effects. 

3.  'DIURIL',  added  to  the  regimen,  is 
often  effective  in  controlling  the 
blood  pressure  of  even  highly 
resistant  cases  of  hypertension. 

4.  'DIURIL'  maintains  its  effectiveness 
even  during  prolonged  therapy. 

5.  'DIURIL' smooths  out  blood 
pressure  fluctuations. 

6.  'DIURIL' is  orally  administered 
with  simple  dosage  schedules. 

INDICATIONS:  Hypertension  of  all  degrees  of 

severity. 

DOSAGE  RANGE:  one  250  mg.  tablet  'DIURIL' 

two  times  daily  to  one  500  mg.  tablet  'DIURIL' 

three  times  daily. 


any  indication  for  diuresis 
is  an  indication  for  'DIURIL' 

INDICATIONS:  Congestive  heart  failure;  pre- 
menstrual edema;  edema  of  pregnancy;  renal 
edema— nephrosis,  nephritis;  cirrhosis  with  as- 
cites; drug-induced  edema.  May  be  of  value  to 
relieve  fluid  retention  complicating  obesity. 

DOSAGE  RANGE:  one  500  mg.  tablet  'DIURIL'  to 
two  500  mg.  tablets  'DIURIL'  once  or  twice  a day. 


MERCK  SHARP  & D0HME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  of  'DIURIL'  (Chlorothiazide);  bottles  of  100  and  1,000. 


BIBLIOGRAPHY:  Baer,  J.  E.  et  al.:  Fed.  Proc.  16:278,  (March)  1957;  Beyer,  K.  H.  et  al.:  Fed.  Proc.  16:282,  (March)  1957; 
Ford,  R.  V.  et  al.:  M.  Rec.  & Ann.  51:376,  (April)  1957;  Ford,  R.  V.  et  al.:  Arch.  Int.  Med.  100:582,  (October)  1957;  Ford, 
R.  V.  et  al.:  Antibiotic  Med.  & Clin.  Therapy  (in  press);  Moyer,  J.  H.  et  al.:  Proc.  Soc.  Exper.  Biol.  & Med.  95:529, 
(July)  1957;  Novello,  F.  C.  and  Sprague,  J.  M.:  J.  Am.  Chem.  Soc.  79:2028,  (April  20)  1957;  Russo,  H.  F.  et  al.:  Fed.  Proc. 
16:333, (March)  1957;  Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8:69,  (Sept.)  1957;  Freis,  E.  D.  et  al.:  J.A.M.A. 
(in  press);  Finnerty,  F.  A.:  N.  Y.  State  J.  Med.  57:2957,  (Sept.  15)  1957;  Freis,  E.  D.  and  Wilson,  I.  M.:  Med.  Ann.  District 
of  Columbia  26:468,  (Sept.)  1957;  Freis,  E.  D.  et  al.:  CirculationQn  press). 
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833203 


—twice  as  much  absorption  of  penicillin  as  from  buff- 
ered potassium  penicillin  G given  orally. 


Greater  total  penicillemia  is  produced  by  250  mg. 
‘V-Cillin  K'  t.i.d.  than  by  600,000  units  daily  of  intra- 
muscular procaine  penicillin  G.  Also,  high  serum 
levels  are  attained  more  quickly  with  this  new  oral 
penicillin. 


These  unique  advantages  of  ‘V-Cillin  K’  assure  maxi- 
mum penicillin  effectiveness,  and  dependable  therapy, 
for  penicillin-sensitive  infections. 


Scored  tablets  of  125  and  250  mg.  (200,000  and  400,000 
units). 
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EDITORIAL 


Today  Is  Another  Day 


Very  few  doctors  have  failed  to  take  advan- 
tage of  all  the  changes — advances — of  modern 
practice.  Methods  of  treatment,  medica- 
tions, and  technics  of  the  earlier  ages  have 
been  improved  or  discarded.  However, 
judged  from  complaints  of  many  patients, 
too  many  doctors  still  regard  the  economics 
of  their  activities  in  terms  of  a philosophy 
which  was  outdated  nearly  half  a century 
ago. 

The  seniors  of  our  profession  will  recall 
the  days  when  much  of  the  doctor’s  service 
was  performed  with  no  thought  of  gainful 
reward.  When  a patient  had  no  money, 
the  doctor  expected  no  pay.  The  accept- 
ance of  token  payments  was  quite  common. 
A doctor  who  collected  the  “normal  fee  of 
the  time”  from  more  than  a third  of  his 
patients  was  exceptional. 

It  is  different  today.  Save  for  a small 
fraction  of  down-and-outers,  all  others  are 
able  to  pay  for  their  care— some  out  of  their 
own  ample  financial  resources  but  the  vast 
majority  out  of  voluntary  nonprofit  or 
other  indemnity  source. 

The  medical  societies  have  agreed  on  cer- 
tain sums  of  subscriber  income  below  which 
levels  the  patient  should  receive  paid-in-full 
care  from  a doctor  who  has  signed  to  partici- 
pate. Any  doctor  who  is  unwilling  to 
abide  faithfully  by  this  obligation  should 
not  sign  the  participating  membership 
agreement.  A violation  of  such  bargain  is  a 
breach  of  integrity  and  pocket-picking  dis- 
honesty, and  it  reflects  on  the  whole  pro- 
fession. Fortunately,  only  a small  minority 
bring  this  discredit  on  us.  Need  it  be  said 
here,  a small  leak  can  sink  a big  ship? 

The  license  to  engage  in  medical  practice 
does  not  convey  a “vested  ownership.” 
It  can  be  suspended,  conditioned,  or  re- 
voked as  best  suits  the  general  public  wel- 
fare, and  the  legislators  sit  in  authoritative 


judgment  on  what  that  may  be.  Our  con- 
duct must  not  be  provocative.  We  cannot 
afford  to  permit  the  destruction  by  a few 
of  the  reputation  and  good  will  created  by 
us  under  the  compensation  law. 

In  earlier  times  it  was  condoned  conduct 
for  a doctor  to  play  the  role  of  a Robin 
Hood — some  patients  were  charged  high 
fees,  others  less,  and  some  none.  Under 
our  present  community  life  many  are 
charged  fees  which  inflict  hardship,  and 
these  victims  have  no  defense  or  recourse. 
It  is  embarrassing  to  a patient  to  feel  deep 
appreciation  for  what  was  done  and  at  the 
same  time  to  resist  and  resent  “being  done.” 
In  those  days  the  relations  of  the  doctor  with 
his  public  was  blissfully  simple;  he  was 
master  of  his  own  house,  the  “Lord  of  a 
Manor.” 

The  doctor  who  says  “No  one  can  tell 
me  how  much  I can  charge  my  patient” 
is  a misfit  in  our  modern  doctor-patient 
economy.  The  “provider”  of  medical  care 
(the  doctor)  and  the  “buyer”  (the  patient) 
are  living  in  new  social  environments. 
The  “provider”  need  no  longer  collect  and 
distribute  benefits,  and  the  “buyer”  is  no 
longer  without  formidable  defense  resources. 

When  a doctor  who  has  agreed  to  the  paid- 
in-full  provisions  and  who  in  spite  of  them 
lays  an  added  charge  on  a patient  who 
qualifies  for  paid-in-full  care,  three  different 
channels  of  complaints  are  apt  to  flow  from 
his  action.  Officers  of  our  medical  socie- 
ties hear  about  it,  the  administration  of  the 
plan  hears  of  it,  but  of  much  greater  con- 
sequence the  labor  union  leaders  hear  about 
it.  Few  doctors  know  or  stop  to  think  of 
this  third  party.  Forty  million  voters  can 
now  speak  for  the  “buyers”  of  doctor  care 
if  they  have  been  or  think  they  have*  been 
unfairly  treated. 

The  shortest  and  quickest  way  to  bring 
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political  controls  on  the  practice  of  medicine 
is  to  falter  in  the  support  of  our  program  and 
thereby  invite  the  power  of  labor  to  join 
forces  with  the  politician  who  wants  to  bait 
his  hook  with  “medical  care  without  cost  to 
you.”  Anyone  who  thinks  a few  thousand 
doctors  with  divided  ranks  and  opinions 
can  exercise  greater  influence  than  millions 
of  united  voters  needs  the  services  of  a 
psychiatrist. 

The  ears  of  many  of  us  still  ring  with  the 
outbursts  of  oratory  released  by  the  mere 
mention  of  a “fee  schedule”  during  meetings 
of  our  House  of  Delegates.  The  brains  of 
intelligent  men  were  frozen  with  fear  by  the 
prediction  that  any  schedule  would  be  but 
the  prelude  to  socialization  or  compulsory 
health  insurance.  Today  we  hear  the  same 
croaking  because  the  Federal  government 
has  gotten  around  to  payment  of  doctors 
for  the  care  of  military  dependents  under 
Medicare. 

Yet,  in  1935  the  New  York  State  Work- 
mens’ Compensation  Law  was  amended  to 
include  a “minimum  fee  schedule.”  Our 
Society  was  caught  napping — the  Economics 
Committee  had  been  inhibited  from  the 
completion  of  a schedule.  The  orators 
were  silenced,  and  by  dint  of  a very  great 
effort  the  situation  was  salvaged. 

Twenty  years  of  experience  has  demon- 
strated that  free  choice  of  doctor  by  the  in- 
jured— scheduled-fee-for-service  to  the  doc- 
tor— with  the  exercise  of  responsibilities  in 
the  administration  of  the  law  on  the  part  of 


the  county  medical  societies  has  eliminated 
most  if  not  all  of  the  evils  which  had  de- 
veloped under  the  original  compensation 
law,  and  no  doctor  complains  of  being  hurt, 
even  though  the  schedule  provides  full 
payment  regardless  of  the  worker’s  income. 

Abuses  threaten  to  develop  under  the 
voluntary  insurance  law  (Article  IXc), 
and  they  can  be  expected  to  grow  serious  if 
splinter  groups  make  deals  with  doctor 
groups  to  provide  coverage  “just  like  Blue 
Shield’s”  with  nondoctor  controls. 

It  will  be  too  late  to  step  in  after  the 
wrongs  pass  the  limit  of  tolerance.  The 
leadership  of  the  local  societies  had  best 
begin  planning  to  take  their  proper  position 
of  cooperation  and  administrative  responsi- 
bilities in  this  field  of  medical  practice  if  the 
freedom  of  the  patients  and  their  doctors  is 
to  be  preserved.  If  allowed  to  just  drift 
we’ll  be  doomed  to  political  slavery.  This 
is  my  job,  your  job,  our  job — every  doctor’s 
job.  Now  or  never. 


The  guest  author  of  this  editorial  was  a prominent 
advocate  of  the  law  revision  which  brought  about 
correction  of  the  evils  which  had  developed  in  the 
earlier  years  of  the  Workmen’s  Compensation  Law 
(1935).  He  ardently  promoted  the  adoption  of 
Article  IXc  of  the  Insurance  Law  under  which  the 
Blue  Shield  plans  now  function.  He  speaks  right 
from  the  shoulder  in  a manner  calculated  to  arouse 
and  stimulate  thought.  The  Editor  of  the  Journal 
assumes  no  responsibility  for  what  is  said.  Address 
your  comments,  if  any,  to  the  author,  Dr.  F.  E. 
Elliott,  in  care  of  the  New  York  State  Journal  of 
Medicine,  386  Fourth  Avenue,  New  York  16,  New 
York. 
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In  its  supplementary  report  submitted  to  and  approved 
by  the  House  of  Delegates  this  year,  the  Malpractice  In- 
surance and  Defense  Board  outlined  three  definite  require- 
ments that  must  be  met  if  our  Group  Plan  of  professional 
liability  insurance  is  to  continue. 


Thurman  B.  Givan,  M.D. 


The  first  requirement  must  be  met  by  the  Board  itself 
with  assistance  from  the  county  malpractice  advisory  com- 
mittees. This  is  the  unpleasant  duty  of  withdrawing  the 
privilege  of  insurance  from  members  who,  for  one  reason  or 
another,  represent  an  unusual  risk.  These  decisions  do  not 
necessarily  carry  with  them  any  reflection  on  the  profes- 
sional competence  of  the  particular  doctor  involved  and 
should  be  accepted  as  a necessary  concomitant  to  the  exer- 
cise by  the  Society  of  a function  normally  reserved  by  an 
insurance  company. 


The  next  two  requirements  are  the  concern  of  all  members 
of  the  State  Society.  First,  we  must  have  a greater  percentage  of  the  Society  enrolled  in  the 


required.  The  Board  and  the  office  of  the  indemnity  representative  have  already  prepared 


surance.  The  Council  has  set  forth  certain  proposals  for  the  organization  and  function  of 


sentative  and  legal  counsel,  as  well  as  the  offices  of  the  insurance  carrier,  stand  ready  to 
cooperate  with  the  county  officers  to  see  that  these  proposals  are  carried  out. 

Effective  September  1,  1957,  an  improved  classification  system  has  been  introduced,  and 
broader  coverage  has  been  provided  under  the  revised  master  policy. 

Every  relevant  issue  voted  on  by  the  House  of  Delegates  during  the  past  thirty-five 
years  indicates  that  a great  majority  of  our  members  are  in  favor  of  the  Group  Plan.  We 
need  not  just  a majority  vote  but  majority  participation.  This  means  that  members  not 
leave  the  Plan  whenever  cheaper  insurance  is  offered.  It  means  that  they  not  leave  the 
Plan  to  participate  in  untested  programs  sponsored  by  national  specialty  groups.  It  means 
that  they  stop  regarding  the  Group  Plan  as  a refuge  maintained  by  a few  loyal  members  to 
which  they  can  return  at  their  convenience  when  cheaper  insurance  is  no  longer  available  to 


I urge  each  individual  member  to  support  and  participate  in  the  Society’s  Group  Plan. 
I particularly  urge  the  presidents  of  our  county  societies  and  the  officers  of  local  specialty 
societies  to  interest  themselves  in  malpractice  matters  as  they  affect  their  members. 

Those  charged  with  the  management  and  supervision  of  the  Group  Plan  are  your  repre- 
sentatives and  are  responsive  to  your  wishes.  During  the  past  few  years  in  an  atmosphere 
of  increased  losses,  dissatisfaction  with  higher  premiums,  and  competition  both  legal  and 
illegal,  they  have  necessarily  spent  much  of  their  time  on  defensive  measures.  Their  pri- 
mary objective,  however,  is  to  improve  and  strengthen  the  Group  Plan.  To  this  end  your 
support  and  assistance  will  be  most  welcome. 


Group  Plan  and  second,  a more  active  interest  in  malpractice  matters  at  the  county  level  is 


and  published  material  to  acquaint  our  members  with  the  advantages  of  Group  Plan  in- 


county malpractice  advisory  committees  and  the  Board,  the  offices  of  the  indemnity  repre- 


them. 
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Pretreatment  biopsy  from  patient  with  anovulatory  menome- 
trorrhagia. 

Interpretation:  Proliferative  endometrium. 


Post-treatment  biopsy  on  day  25  after  10  mg.  of  Enovid  daily 
from  day  5 to  day  20. 

Interpretation:  Late  secretory  endometrium  with  pseudo- 
decidual  stromal  development. 


Regulates  menstrual  disorders 
through  reliable  endometropic  control 


Enovid  is  Searle’s  new,  orally  effective  agent  designed  to  provide  specific 
control  of  menstrual  disorders. 

Enovid  contains  norethynodrel,  a new  synthetic  steroid  with  strong  pro- 
gestational and  lesser  estrogenic  activity.  The  estrogenic  effect,  enhanced 
by  the  addition  of  ethynylestradiol  3-methyl  ether,  prevents  spotting  or 
breakthrough  bleeding  in  most  patients  in  whom  it  would  otherwise  occur. 

Like  the  normal  endocrine  action  of  the  corpus  luteum,  Enovid  main- 
tains the  integrity  of  the  endometrium  during  administration  of  the  drug. 
Moreover,  as  occurs  on  withdrawal  of  the  natural  hormone,  the  withdrawal 
of  Enovid  results  in  the  flow  characteristic  of  menstruation.  Also,  as  does 
the  natural  hormone,  Enovid  controls  the  gonadotropic  functions  of  the 
anterior  pituitary  glands. 

This  specific  control  of  the  menstrual  cycle  permits  effective  treatment 
of  both  excessive  and  inadequate  endometrial  activity  and  provides  the 
physician  with  a dependable  agent  for  treating  such  disorders  as  amenor- 
rhea, dysmenorrhea,  menorrhagia,  metrorrhagia  and  premenstrual  tension. 


BRAND  OF  NORETHYNODREL  WITH  ETHYNYLESTRADIOL  3-METHYL  ETHER 


Biopsy  photomicrographs  courtesy  of  Anna  L.  Southam,  M.D.,  New  York,  N.Y. 


INDICATIONS  AND  DOSAGE  GUIDE  FOR  ENOVID 

DISORDER 

FIRST  CYCLE 

SECOND  AND  THIRD 
CONSECUTIVE  CYCLES 

Menorrhagia 

One  or  two  10-mg.  tablets  daily  to  day  25  of  the  cycle 

One  10-mg.  tablet  daily  from 
day  5 to  day  25* 

Metrorrhagia 

One  or  two  10-mg.  tablets  daily  to  day  25 
(or  for  10  days  to  establish  cycle) 

same  as  above 

Amenorrhea  (primary 
or  secondary) 

One  10-mg.  tablet  daily  for  20  days  to  establish  cycle 

same  as  above 

Oligomenorrhea 

One  10-mg.  tablet  daily  from  day  5 to  day  25* 

same  as  above 

Premenstrual 

Tension 

One  1 0-mg.  tablet  daily  from  day  5 to  day  25* 

same  as  above 

Dysmenorrhea 

One  10-mg.  tablet  daily  from  day  5 to  day  25 

One  10-mg.  tablet  daily  from 
day  5 to  day  25 

Inadequate 
Luteal  Phase 

One  1 0-mg.  tablet  daily  from  day  1 5 to  day  25 

One  10-mg.  tablet  daily  from 
day  1 5 to  day  25 

*The  administration  of  Enovid  prior  to  day  15  may  interfere  with 
ovulation;  if  anovulatory  cycles  are  not  desired,  one.  10-mg.  tablet  of 
Enovid  should  be  administered  daily  from  day  15  to  day  25. 

SPECIAL  NOTES:  (1)  If  nausea  is  encountered,  the  daily  dose  may 
be  cut  in  half  or  given  in  divided  doses  for  three  days  and  then 
return  to  regular  dose.  (2)  Intermenstrual  spotting  is  usually  evi- 
dence of  inadequate  dosage.  This  type  of  bleeding  is  usually  con- 
trolled by  increasing  the  dosage  one  10-mg.  tablet  daily.  (3)  Follow- 


ing discontinuance  of  treatment,  the  intermenstrual  interval  of  the 
first  untreated  cycle  is  commonly  prolonged  for  approximately 
one  week. 

FORMULA:  Each  10-mg.  tablet  of  Enovid  (available  as  uncoated, 
scored,  coral  tablets)  contains  norethynodrel,  a new  synthetic 
steroid,  with  0.15  mg.  of  ethynylestradiol  3-methyl  ether. 
^Trademark  of  G.  D.  Searle  & Co. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 
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“Since  we  put  him  on  NEOHYDRIN  he's  been 
able  to  stay  on  the  job  without  interruption’.’ 


oral 

organomercurial 

diuretic 


NEOHYDRIN* 

BRAND  OF  CHLORMERODRIN 
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SCIENTIFIC  ARTICLES 


Practical  Aspects  of  Patient  Protection  in 
Diagnostic  Roentgenography 

NATHANIEL  FINBY,  M.D.,  NEW  YORK  CITY 
( From,  the  Department  of  Radiology , New  York  Hospital-Cornell  Medical  Center ) 


Ever  since  life  began  on  the  earth,  living 
matter  has  been  exposed  to  ionizing  radia- 
tion. The  various  stages  of  evolution  of  man 
h^ve  lived  in  an  environment  continuously 
exposed  to  high-energy,  penetrating,  ionizing 
radiation.  This  includes  cosmic  rays  from  outer 
space  and  gamma  rays  from  naturally  occurring 
radioactive  isotopes,  such  as  thorium,  actinium, 
and  uranium.  All  of  us  and  our  forbears  have 
received  this  background  radiation. 

In  1895  Wilhelm  Conrad  Roentgen  discovered 
a method  of  producing  a similar  ionizing  radiation, 
the  x-ray.  His  basic  research  led  to  concen- 
trated study  by  a fascinated  and  dedicated  group 
of  men.  Within  a few  years  the  remarkable 
medical  potentialities  of  this  new  ray  were 
imagined  and  explored.  Mounting  enthusiasm 
and  pioneer  equipment  resulted  in  great  funds  of 
knowledge  and  experience  which  have  benefited 
mankind  in  many  ways.  However,  an  unex- 
pected result  was  suffering  and  tragedy,  as  one 
martyr  after  another  became  aware  of  the 
insidious  development  of  the  effects  of  over- 
exposure to  x-rays. 

These  serious  and  dangerous  effects  had  two 
important  consequences.  First,  the  science  of 
radiology  was  established  as  a medical  instru- 
ment for  the  diagnosis  and  treatment  of  human 
disease  and  as  a source  of  knowledge  and  ex- 
perience for  the  control  of  ionizing  radiation. 
The  goal  of  radiology  has  not  been  limited  to  the 
protection  from  overexposure  but  has  constantly 
and  for  many  years  included  the  responsibility 
of  finding  new  methods  to  reduce  radiation 
exposure  to  patient,  technician,  and  physician 
without  reducing  the  necessary  diagnostic  and 
therapeutic  benefits. 


The  second  consequence  of  the  experience  of 
pioneer  radiologists  has  been  the  statistical 
effect  of  their  overexposure  on  longevity,  leu- 
kemia, and  cancer  among  physicians.1  This  has 
been  widely  misinterpreted  as  an  effect  of  radia- 
tion rather  than  the  effect  of  overexposure  to 
radiation  and  has  engendered  unnecessary  fear. 
The  team  of  radiologist,  radiation  physicist, 
and  x-ray  technician  has  been  successful  in 
limiting  the  hazard  of  overexposure  to  radiation 
in  diagnostic  radiography  for  patient  and 
personnel. 

Thus,  we  see  the  relation  of  man-made  x-rays 
during  the  past  sixty-odd  years  to  the  thousands 
of  years  of  background  radiation.  During 
World  War  II  a new  source  of  radiation  became 
significant  for  all  mankind.  Atomic  warfare 
and  the  beginning  of  the  Atomic  Age,  with  new 
sources  of  ionizing  radiation,  controlled  and  un- 
controlled, added  a new  burden  of  radiation  for 
all  living  things.  Thus,  unavoidable  ionizing 
radiation  is  increased  and  may  yet  become 
greater. 

The  recent  Summary  Reports  of  the  National 
Academy  of  Sciences  on  the  Biological  Effects 
of  Atomic  Radiation2  has  made  the  public 
acutely  aware  of  the  possible  dangers  of  radiation. 
What  are  the  deleterious  effects  of  x-rays,  and 
to  what  extent  does  diagnostic  radiography  en- 
danger the  patient? 

The  ability  of  the  body  tissues  and  organs  to 
withstand  ionizing  radiation  in  terms  of  obvious 
effect,  such  as  destruction  of  tissue  or  impair- 
ment of  function,  varies  with  type  of  tissue, 
susceptibility  of  the  individual,  and  duration  of 
exposure.3  The  less  obvious  effects  of  radiation, 
such  as  the  carcinogenic  and  genetic  effects,  are 
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cumulative  and  are  related  to  total  dosage  re- 
ceived by  the  involved  organ.  The  obvious 
harmful  effects  of  ionizing  radiation  are  seen  with 
dosages  many  times  that  utilized  in  diagnostic 
radiography.  It  is  true  that  skin  reactions  have 
been  produced  by  gastrointestinal  fluoroscopy,4 
but  as  we  shall  see,  this  is  extremely  unlikely 
with  any  diagnostic  examination  performed  by  a 
competent  radiologist  with  proper  equipment. 

Radiologists  have  been  concerned  with  the 
problem  of  protection  for  a long  time.5-7  Care- 
ful study  and  thought  brought  forth,  about  1930, 
the  concept  of  a maximum  permissible  dose  for 
themselves  and  fellow  workers  who  are  daily 
exposed  to  ionizing  radiation  because  of  their 
occupation.  This  maximal  permissible  dose 
has  recently  been  lowered  to  0.1  rem  per  week 
(or  5 rem  per  year),  and  such  exposure  is  well 
below  that  necessary  to  produce  any  demon- 
strable effect  on  the  skin,  blood,  or  fertility  of 
radiation  workers.  Such  effects  as  cataracts, 
erythema,  epilation,  interference  in  growth  of 
children,  aplastic  anemia,  sterility,  or  premature 
aging  are  not  seen  with  ordinary  diagnostic 
radiography  but  rather  are  related  to  high  dosage 
or  prolonged  therapeutic  dosage  to  a particular 
area.  The  usual  diagnostic  radiographic  pro- 
cedures have  not  affected  fertility  or  diminished 
libido. 

Much  attention  has  been  given  to  premature 
aging  seen  with  overdosage  of  radiation.  The 
shorter  life  span  of  radiologists  and  the  results 
of  the  atomic  bomb  in  Japan  indicate  that  these 
effects  require  high  total  dosage.  Radiologists 
are  now  protected  in  a way  to  obviate  these 
changes.  Any  statistics  which  include  the 
radiologists  of  twenty  to  forty  years  ago  include 
those  who  did  not  understand  the  dangers  or 
use  the  safety  procedures  now  available.  Quite 
to  the  contrary,  the  longer  life  of  the  average 
individual  today  is  partially  due  to  the  better 
medical  diagnosis  and  treatment  related  to  radiog- 
raphy. 

The  carcinogenic  effect  of  ionizing  radiation 
has  been  demonstrated  with  large  dosages  or 
smaller  dosages  over  a prolonged  period.  In 
particular,  skin  cancer  was  seen  frequently  in  the 
overexposed  hands  of  the  pioneer  radiologists; 
leukemia  has  also  been  seen  eight  to  ten  times 
more  frequently  in  radiologists  than  in  other 
physicians.  This  of  course  includes  those  who 
did  not  benefit  from  modern  protection  design 
and  knowledge.  There  are  many  different  factors 


and  irritants  related  to  the  cause  of  cancer.  We 
do  not  know  the  exact  relation  of  chronic  radiation 
exposure  to  malignant  neoplastic  change. 


Similarly,  since  the  recent  report  of  the 
National  Academy  of  Sciences,2  we  have  become 
more  acutely  aware  of  the  cumulative  effect  of 
ionizing  radiation  in  the  production  of  mutations 
and  future  harmful  genetic  effects.  This  is  of 
extreme  importance,  and  since  careful  animal 
experimentation  indicates  a direct  relationship 
between  the  amount  of  ionizing  radiation  at  the 
gonad  and  the  number  of  mutations,  it  follows 
that  any  radiation  reaching  the  gonads  in  an 
individual  before  the  conception  of  his  child,  may 
affect  his  progeny.8  All  of  us  receive  some  un- 
avoidable ionizing  radiation  from  background 
sources  and  environmental  (nuclear  energy) 
sources.  We  can  and  must  keep  other  ionizing 
radiation  dosage  to  gonads  of  young  people  to  a 
minimum.  From  the  point  of  view  of  diagnostic 
radiography,  how  can  this  be  accomplished? 


/ 

c 
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Radiologist  and  Patient 

The  trained  radiologist  is  imbued  with  a firm 
respect  for  ionizing  radiation.  He  knows  its 
dangers  and  its  proper  use;  he  has  studied 
methods  of  dosimetry  and  protection.  His 
training  is  deficient  if  he  is  not  constantly  seeking 
to  keep  radiation  exposure  of  his  patient,  his 
assistants,  and  himself  to  a minimum. 

As  a physician,  the  radiologist  functions  as  a 
diagnostic  consultant  and,  aware  of  the  clinical 
problem,  can  best  ascertain  the  need  and  extent 
of  radiographic  examination  in  any  particular 
case.  He  is  part  of  the  radiographic  team, 
consisting  of  radiologist,  radiation  physicist, 
and  x-ray  technician,  which  can  insure  the 
greatest  patient  protection  without  sacrificing 
available  diagnostic  information.  A minimum 
of  radiographic  exposures,  a minimum  of  fluoros- 
copy time,  and  a maximum  of  patient  safety 
depend  on  his  judgment  and  experience.  Pro- 
cedures used  by  nonradiologists  are  in  general 
much  less  precise  and  result  in  higher  gonadal 
and  somatic  doses  to  patients.  Special  training 
should  provide  a margin  of  safety.  Laughlin  and 
Pullman9  have  estimated  that  there  were  54 
million  radiographic  examinations  performed  in 
1955.  Radiologists  performed  41  million  exam- 
inations and  nonradiologists  13  million'  exami- 
nations. Of  more  importance  is  the  fact  that 
more  fluoroscopic  examinations  (7  million)  were 
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i performed  by  nonradiologists  than  by  radiolo- 
gists (6  million).  The  average  gonadal  dose  of 
the  general  population  will  decrease  when  a 
higher  percentage  of  the  radiographic  and  fluoro- 
scopic examinations  are  performed  by  radiolo- 
| gists. 

The  patient  referred  for  examination  is  of 
prime  importance  in  our  discussion.  There  is, 
first  of  all,  the  extremely  important  factor  of 
illness.  We  must  differentiate  the  sick  patient 
from  the  patient  examined  as  part  of  a survey  or 
check-up  study.  A sick  patient  requires  accurate 
diagnosis,  and  all  necessary  radiographic  exami- 
nations should  always  be  available.  As  clearly 
postulated  on  all  x-ray  request  cards,  there  should 
be  a reason  for  the  examination,  and  this  should 
be  stated.  Radiographic  study  is  not  just 
another  laboratory  procedure  to  be  performed  for 
the  sake  of  completeness  in  a routine  manner, 
even  in  a sick  patient.  In  well  patients  careful 
thought  should  be  given  to  the  most  necessary 
and  most  productive  survey  examinations. 
The  radiologist  should  be  consulted  regarding 
the  frequency  and  extent  of  such  survey  radio- 
graphic  studies. 

Second,  the  patient’s  age  is  of  importance. 
Since  the  very  small  doses  received  by  the 
patient  during  radiographic  procedures  may  pro- 
duce their  most  deleterious  effect  in  the  germ  cells, 
radiography  of  the  older  age  group  can  be  less 
restrictive  and  more  complete  without  concern  for 
genetic  damage. 

Third,  the  previous  radiographic  exposure  of 
the  patient  is  important.  This  exposure  is 
usually  related  to  previous  disease.  The  neu- 
rotic patient  or  one  with  a difficult  diagnostic 
problem  may  have  repeated  examinations  during 
a short  period  of  time.  A radiographic  exami- 
nation should  be  as  carefully  considered  as  a 
tissue  biopsy.  It  should  be  wisely  planned, 
properly  executed , and  carefully  reported . When 
films  are  of  good  technical  quality  they  should 
be  available  for  the  patient’s  future  care.  Ex- 
aminations of  poor  diagnostic  quality,  which 
often  are  not  interpreted  or  recorded,  must  be 
condemned. 

Machines  and  Technic 

X-rays  for  diagnostic  use  are  produced  by 
expensive,  intricate  machines  which  have  been 
designed  to  function  efficiently,  dependably,  and 
safely.10  Generalizations  are  not  easily  made, 
but  the  hazards  of  exposure  to  the  patient  will 


vary  directly  with  the  age  and  inversely  with  the 
cost  of  the  equipment.  The  older  and  the  least 
expensive  diagnostic  units  are  least  likely  to  have 
dependable  safety  factors.  The  National  Com- 
mittee on  Radiation  Protection  has  recommended 
safety  codes  for  radiographic  installations.11 
Newer  local  codes  and  laws  are  being  instituted 
throughout  the  country.12  These,  if  enforced, 
can  remove  the  hazards  of  obsolete  machines. 

All  radiographic  machines  should  be  checked 
to  rule  out  errors  of  manufacture  or  installation. 
Shielding  of  the  x-ray  tube,  inherent  tube  filtra- 
tion, correct  distance  factors  of  tube  to  table  top, 
and  proper  alignment  of  tube  and  screen  should 
never  be  accepted  without  question.  All  men  are 
fallible,  including  manufacturers.  The  checking 
of  equipment  and  matters  of  dosimetr}',  filtra- 
tion, and  beam  collimation  are  facilitated  by 
collaboration  with  a radiation  physicist.  Ade- 
quate patient  protection  depends  on  his  partici- 
pation in  the  radiographic  team. 

Filters. — Trout,  Kelley,  and  Cathey13  have 
clearly  shown  that  added  filtration  can  be  used 
to  reduce  the  patient  dose  by  absorbing  much  of 
the  unused  radiation  without  reducing  the  diag- 
nostic quality  of  the  examination.  Table  I 
shows  clearly  the  reduction  in  skin  and  surface 
dose  with  added  filtration.  They  conclude  that 
2 mm.  of  aluminum  should  be  used  at  voltages 
from  50  to  70  kv.  (peak)  and  3 mm.  at  voltages 
above  70  kv.  (peak). 

Kilo  voltage. — In  the  same  way,  higher 
kilovoltage  spares  the  patient  unnecessary 
radiation  without  impairing  diagnostic  quality. 
Trout,  Kelley,  and  Cathey13  advise  using  the 
highest  voltage  consistent  with  the  contrast 
needed  for  diagnosis.  High  voltage  technic 
produces  film  with  less  contrast,  but  diagnostic 
quality  is  excellent. 

Cone. — A leaded  diaphragm  or  preferably  a 
cone  or  cylinder  of  appropriate  size  should  be 
used  to  delimit  and  collimate  the  x-rays.  A 
basic  principle  in  diagnostic  radiography  is  to 
use  the  smallest  possible  field  to  avoid  unneces- 
sary exposure  and  to  limit  scattered  radiation. 
Thus  any  diaphragm  or  cone  which  limits  the 
direct  beam  to  the  size  of  the  film  is  of  value. 
Although  the  simple  cones  are  often  available, 
they  must  be  properly  utilized  for  maximum 
protection.  The  optimum  is  a diaphragm  which 
can  be  easily  changed,  which  absorbs  all  direct 
radiation  outside  the  film  edge,  and  which  out- 
lines the  field  to  be  examined  by  a light  beam  on 
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TABLE  I. — Dose  Factors  for  Pelvis  (Anteroposterior) *t 


Filter 

Milliampere 

Seconds 

Skin  Dose 
(in  Air) 
(Milliroent- 
gens) 

Dose  in 

at 

3 cm. 

Milliroentgens 

at 

9 cm. 

Transmitted 
Dose  in 
Milliroentgens 
Through  Part 

60  kv. (peak) 

None 

141 

2,380 

1,060 

227 

24 

0.5  mm.  A1 

161 

1,830 

989 

220 

25 

1 . 0 mm.  A1 

164 

1,260 

793 

206 

26 

3 . 0 mm.  A1 

214 

464 

401 

114 

25 

85  kv. (peak) 

None 

41 

1,250 

711 

203 

25 

0.5  mm.  A1 

41 

860 

576 

190 

26 

1 . 0 mm.  A1 

46 

680 

537 

183 

27 

3 . 0 mm.  A1 

55 

290 

302 

113 

26 

130  kv.  (peak) 

None 

12 

593 

409 

148 

29 

1 . 0 mm.  A1 

12 

320 

314 

128 

30 

2 . 0 mm.  A1 

12 

227 

254 

109 

29 

3 . 0 mm.  A1 

12 

180 

220 

101 

28 

* Focal-film  distance:  40  inches.  Focal-skin  distance:  30  inches, 
t From  Trout,  Kelley,  and  Cathey.1* 


the  patient  and  cassette.  This  ideal  cone  should 
have  an  inherent  method  of  marking  the  exposed 
film  at  a fixed  point  or  about  the  edge  to  show 
that  proper  coning  has  been  used.  Special 
cones,  such  as  the  one  described  by  Ardran14 
and  the  Adjustable  Iris  Diaphragm,  are  excellent 
beam  collimating  devices. 

If  limiting  the  field  of  exposure  to  the  part 
being  examined  is  not  properly  performed,  the 
result  may  be  total  body  radiation  for  the 
patient.  This  is  particularly  true  for  children. 
If  exposure  is  strictly  and  carefully  limited  to 
small  fields,  especially  above  the  diaphragm  and 
below  the  knees,  gonadal  dose  is  minimized.15 

FluoBoscopy. — The  most  significant  source 
of  radiation  to  the  patient  in  diagnostic  radi- 
ography comes  from  fluoroscopic  examinations. 
In  expert  hands  fluoroscopic  examination  re- 
quires short  total  exposure  to  a very  small  field 
with  well  constructed  radiographic  equipment. 
In  order  to  achieve  this,  excellent  dark  adaptation 
must  be  added  to  experience  and  skill.  Fluor- 
oscopy must  never  be  used  as  a substitute  for 
proper  film  study,  since  diagnostic  information 
is  much  less  apparent  and  increased  dosage  much 
more  likely  with  fluoroscopy.  Fluoroscopic 
study  should  be  limited  by  specific  indications 
and  then  should  supplement  proper  film  exami- 
nation. The  figure  of  7 million  fluoroscopic 
examinations  performed  annually  by  nonradiolo- 
gists9 is  a low  estimate,  since  many  routine 
office  and  hospital  fluoroscopies  are  unrecorded. 
The  danger  from  this  enormous  number  of  exami- 
nations is  heightened  by  the  large  numbers  of 
unsafe  machines  and  unskilled  operators.  Pa- 
tients and  physicians  have  heretofore  placed  un- 


due emphasis  on  fluoroscopy.  Proper  education 
of  physicians  and  patients  may  help  reduce  this 
unnecessary  human  exposure. 

There  are  many  factors  which  will  significantly 
reduce  the  irradiation  of  patients  during  fluoros- 
copy. These  are : 

1.  Special  training  in  fluoroscopic  technic 
to  emphasize  the  value  of  optimal  visual  acuity 
(good  dark  accomodation),  small  fields,  and  quick 
examinations. 

2.  Tube-patient  distance  should  be  greater 
than  12  inches.  The  greater  this  distance,  the 
smaller  is  the  dose  to  the  skin  of  the  patient. 
For  example,  increasing  the  distance  from  the 
tube. to  the  table  top  from  8 to  12  inches  reduces 
skin  dose  33  per  cent  with  no  change  in  r per 
minute  at  the  fluoroscopic  screen. 

3.  Filtration  of  fluoroscopic  tubes  is  just  as 
important  as  with  ordinary  radiographic  tubes. 

4.  Lower  milliamperage  and  higher  voltage 
also  allow  lower  dose  to  the  patient  while  pre- 
serving a diagnostic  image.  The  increase  of 
milliamperage  to  compensate  for  lack  of  dark 
adaptation  must  be  particularly  * condemned, 
since  it  adds  unnecessary  dosage  to  patient  and 
operator. 

Special  Machines 

The  mobile  or  portable  unit  should  be  used 
only  when  absolutely  necessary,  since  it  delivers 
a large  dosage  to  the  patient  because  of  the  short 
tube-skin  distance,  the  low  energies,  and  the 
long  time  of  exposure.  These  units  should  never 
allow  a tube-skin  distance  of  less  than  12  inches 
and  should  be  protected  by  fixed  filters  and  fixed 
cones. 
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PATIENT  PROTECTION  IN  DIAGNOSTIC  ROENTGENOGRAPHY 


Photofluorography  is  widely  used  for  survey 
radiography,  particularly  of  the  chest.  An 
estimated  three  million  examinations  were 
performed  in  1955  in  this  country.9  The  older 
units  deliver  a skin  and  gonad  dose  20  times  as 
great  as  ordinary  chest  radiography.  Full 
advantage  should  be  taken  of  the  newer,  more 
efficient  optical  systems  if  photofluorography  is 
to  be  utilized  for  survey  studies. 

In  regard  to  machines  and  technic,  there  are 
two  other  factors  of  major  importance.  First, 
there  are  new  developments  in  image  intensifi- 
cation, faster  screens,  faster  film,  more  sensitive 
photofluorograms,  and  high  voltage  radiography, 
which  will  decrease  patient  dose,  particularly 
gonad  dose.  Many  of  these  new  developments, 
particularly  in  fluoroscopy,  are  now  available 
and  deserve  wider  utilization. 

On  the  other  hand,  there  is  the  rapid  growth 
and  development  of  many  new  radiographic 
technics  which  add  not  only  to  our  diagnostic 
armamentarium  but  to  patient  dosage.  Angio- 
cardiography, tomography,  nephrotomography, 
and  cineradiography  require  multiple  exposures 
and  should  be  performed  only  when  clinically 
indicated  by  experienced  personnel  with  maxi- 
mum patient  protection. 

Protective  Garments 

The  expected  number  of  mutations  is  directly 
proportional  to  the  dose  received  by  the  gonads. 
Thus,  additional  gonad  protection  by  means  of 
barriers  or  protective  devices  must  be  considered. 
The  dose  to  the  gonad  of  man  or  woman  dur- 
ing proper  chest  radiography  is  extremely  small 
(between  0.05  and  0.3  mr.).16  These  are  indeed 
small  values  which,  when  proper  technic  is  used, 
are  due  to  scattered  radiation  from  the  patient 
and  from  surrounding  objects.  A lead  glass 
fabric  (Archer  cloth)17  apron  has  been  devised 
and  is  being  investigated  as  an  aid  in  diminishing 
gonadal  dose  during  radiographic  procedures. 
The  value  of  this  protection  against  the  direct 
beam  and  external  scatter  during  fluoroscopy 
and  radiography  of  the  chest  and  upper  abdomen 
must  be  evaluated  and  explored.  There  are 
more  than  12  million  chest  examinations  per- 
formed each  year;  the  added  protection  of  a 
lead  glass  apron  may  thus  be  of  statistical  sig- 
nificance genetically.  The  apron  is  an  added 
safety  factor  since  proper  positioning,  use  of 
cones,  localization  of  useful  beam,  and  external 


scatter  will  vary  according  to  the  equipment, 
skill,  and  caution  of  the  radiologist  or  non- 
radiologist. Preliminary  studies  indicate  that 
this  simple,  light,  readily  available,  lead  cloth 
apron  is  of  protective  value.  It  may  also  find 
application  in  the  protection  of  dental  patients 
and  hospital  personnel. 

Local  protective  devices  for  the  protection  of 
the  male  gonad  have  been  used  during  fluoroscopy 
of  the  colon  and  lower  abdomen.18  A similar 
pouch  of  lead  glass  fabric  may  be  advantageous. 
The  Archer  lead  glass  fabric*  is  now  widely  used 
by  radiologists  for  protection  during  fluoroscopy. 
One  thickness  is  equivalent  in  protective  value 
to  0.035  mm.  of  sheet  lead. 

Hadiatioti  Diary 

The  Summary  Reports  of  the  National  Acad- 
emy of  Sciences2  recommended  a national  system 
of  radiation  exposure  record  keeping  to  assist 
in  the  limitation  of  gonadal  exposure  of  our 
general  population  to  an  average  below  10 
roentgens  during  the  first  thirty  years  of  life 
from  controllable  sources  of  radiation.  This  is 
proposed  as  a minimum  for  the  population  as  a 
whole  because  of  long-term  genetic  effects  and 
does  not  imply  strict  limitation  of  exposure  for 
the  individual  sick  patient  when  his  medical 
indications  require  special  procedures  or  treat- 
ment. As  radiologists  we  must  concern  our- 
selves with  the  individual  patient  and  keep  his 
dose  to  an  absolute  minimum. 

A system  of  controlled  record  keeping  is  not 
generally  practicable  at  present,  especially  if 
accurate  gonadal  dose  is  to  be  established. 
Estimates  of  gonadal  dose  depend  on  many 
precisely  known  factors.  For  example,  the 
gonadal  dose  during  an  upper  gastrointestinal 
examination  is  dependent,  among  other  factors, 
on  the  size  of  the  field  and  the  duration  of  fluor- 
oscopy. These  are  not  measured  in  most  instal- 
lations and  vary  with  the  ability  of  the  examiner 
and  difficulty  of  the  clinical  problem. 

However,  it  is  evident  that  every  sensible 
person  should  take  advantage  of  a personal 
diary19  which  can  easily  note  the  date,  type,  and 
place  of  radiation  exposure.  This  can  allow  a 
general  appraisal  of  previous  radiation  exposure. 
The  diary  can  point  out  recent  similar  examina- 
tions and  avoid  unnecessary  repetitions.  Since 

* Supplied  for  study  by  Bar-Ray  Products,  Brooklyn, 
New  York. 
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the  date  and  place  of  examination  are  recorded, 
the  roentgenograms  and  report  can  easily  be 
available  to  physicians  for  the  future  care  of  the 
patient.  Since  many  of  the  routine  studies 
performed  as  a result  of  hospital  admissions  and 
new  physician  contacts  are  repeat  studies 
ordered  without  knowledge  of  previous  examina- 
tions, the  frequent  repetition  of  complicated 
radiographic  procedures,  especially  in  children, 
can  be  more  easily  controlled  if  a radiation  diary 
is  utilized. 

Conclusion 

Diagnostic  radiography  contributes  a small 
accumulated  dose  of  ionizing  radiation  to  our 
general  population.  The  dosage  is  well  below 
the  background  radiation,  which  averages  about 
4.3  r over  a thirty-year  period.  There  is  no 
evidence  of  damage  or  harm  to  the  individual 
patient  from  ordinary  diagnostic  procedures. 
However,  the  atomic  age  has  emphasized  long- 
term genetic  effects  which  may  be  of  great  im- 
portance for  future  generations.  All  agree  that 
gonadal  dose  in  the  reproductive  period  must  be 
kept  to  an  absolute  minimum.  The  present 
statistical  dosage  rates  are  low  but  we  can  im- 
prove them  in  the  following  ways : 

1.  The  specialized  team  of  radiologist,  radia- 
tion physicist,  and  x-ray  technician  can  make 
practical  use  of  the  various  technical  and  mechan- 
ical protective  measures  for  ordinary  diagnostic 
radiography. 

2.  Newer  and  more  sensitive  diagnostic  aids, 
particularly  in  the  fields  of  fluoroscopy  and  film 
manufacture,  will  permit  diagnostic  accuracy 
with  diminished  dosage. 

3.  Added  protection  of  the  gonads  may  be 
achieved  by  shielding  and  by  meticulous  position- 
ing with  strict  limitation  of  the  field  size  in 
every  exposure. 

4.  Special  training  and  good  equipment  are 


necessary  for  maximum  protection.  Chamber- 
lain20  in  1953  said  of  the  nonradiologist:  “Other 
physicians  who  need  to  use  radiation  in  certain 
fields  can  and  should  receive  training  in  the 
special  problems  of  radiation  protection.  To 
omit  this  important  training  for  even  the  use  of 
chest  fluoroscopes  or  occasional  radiography  is 
the  equivalent  of  omitting  the  basic  training 
in  any  of  the  medical  fields  in  preparation 
for  the  use  of  life-giving  but  potentially  dangerous 
agents.” 

5.  The  best  possible  balance  between  radio- 
graphic  exposure  and  diagnostic  information 
will  help  all  patients  and  limit  unnecessary  ra- 
diation. Radiographic  examination  is  not  a 
routine  laboratory  procedure  but  a consulting 
function  of  the  radiologist  to  help  a sick  patient. 
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Orientation  Course  Made  Mandatory  by  Colorado  Doctors 


Recent  action  of  the  Colorado  State  Medical 
Society  has  made  the  attendance  at  a one-day  orien- 
tation course  as  a qualification  of  membership  by  all 
new  physicians  seeking  to  practice  in  the  mile-high 
state. 

The  course  is  given  during  the  first  day  of  the 
society’s  annual  meeting  in  Denver.  Physicians 
outside  the  area  are  required  to  come  to  the  meeting 


at  their  own  expense. 

Subjects  covered  in  the  course  include:  Your 

State  Society:  What  It  Is,  What  It  Does;  Doctor, 
Meet  Your  Public;  Summary  of  Policies;  Profes- 
sional Liability;  Your  Public  Service  (Grievance) 
Committee;  Health  Insurance;  and  Medical 
Ethics. — Newsletter,  California  Medical  Association , 
November,  1957 
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Advances  in  the  Stapes  Mobilization  Operation  for 

Otosclerotic  Deafness 

ALAN  AUSTIN  SCHEER,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Otolaryngology , New  York  U hiversity-Bellevue  Medical  Center) 


The  most  significant  advance  in  mobilization 
surgery  since  its  reintroduction  by  Rosen1  in 
1953  is  unquestionably  the  present  use  of  the 
operating  microscope.  Now  the  element  of 
chance  is  removed  from  this  surgery  which  re- 
establishes normal  air  conduction  of  sound  in  the 
middle  ear  by  removing  the  ankylosis  of  the  stapes 
in  the  oval  window.  The  use  of  this  microscope 
permits  safe  and  accurate  work  on  the  delicate 
anatomy  and  makes  this  a most  precise  and  exact- 
ing operation.  The  footplate  of  the  stapes,  which 
was  never  visualized  in  the  earlier  phase  of  this 
work,  is  seen  clearly  in  its  greater  portion.  Its 
texture  and  delicacy  can  be  realized  as  never  be- 
fore. The  crura  and  their  anatomic  variations 
take  on  new  significance.  The  incudostapedial 
joint  is  seen  in  detail,  which  is  vital  in  mobiliza- 
tion. 

Each  time  the  tympanic  membrane  is  elevated 
it  is  a new  adventure  in  middle  ear  surgery,  since 
each  middle  ear  differs  anatomically.  This  could 
never  be  fully  realized  before  the  use  of  the  operat- 
ing microscope.  With  the  loop  (2V2  times 
magnification)  originally  used,  one  was  not 
always  able  to  visualize  the  anatomic  details,  nor 
could  important  structures  be  seen.  The  use  of 
the  operating  microscope  has  made  possible  a 
new  surgical  technic  which  accounts  for  the  large 
increase  in  the  number  of  successful  cases  (im- 
proved hearing  in  approximately  80  per  cent  of  all 
cases  accepted  for  surgery). 

With  the  microscope  it  is  possible  to  observe 
the  following,  which  had  not  been  seen  with  the 
loop: 

1.  The  footplate  of  the  stapes,  its  clear  corru- 
gated surface,  and  any  blood  vessels  that  traverse 
its  delicate  mucous  membrane  covering. 

2.  The  posterior  crus  and  its  attachment 
to  the  footplate. 

3.  The  attachment  of  the  anterior  crura  to  the 
footplate.  The  proximal  portion  connecting  the 
neck  of  the  stapes  may  not  be  viewed  if  the 
stapes  is  tipped  forward. 

4.  The  actual  elevated  otosclerotic  mass,  if 


present,  is  clearly  visualized.  Its  extent,  at- 
tachments, and  nature  must  be  determined  and 
taken  into  consideration  before  instrumentation 
is  begun. 

5.  The  detailed  relationship  of  the  incudo- 
stapedial joint. 

6.  The  round  window  membrane. 

7.  More  detail  of  the  horizontal  portion  of  the 
facial  nerve  and  the  capillary  vessels  on  its  bony 
eggshell  covering.  It  is  surprising  to  me  that 
more  injuries  to  the  facial  nerve  have  not  occurred 
during  mobilization  before  the  use  of  the  operating 
microscope,  since  the  fallopian  canal  may  be 
draped  down  over  the  oval  window. 

8.  It  is  noted  that  the  crura  do  not  as  a rule 
stand  up  out  of  the  well  equi-distant  of  the 
promontory  and  the  facial  canal.  Instead,  they 
are  often  set  in  a plane  so  that  their  inferior  sur- 
face is  in  contact  with  the  upper  portion  of  the 
promontory  which  goes  into  the  formation  of  the 
inferior  aspect  of  the  well. 

All  of  the  above  observations  of  necessity  alter 
the  surgical  steps  for  the  case  in  question,  and 
it  is  noting  these  variations  and  individualizing 
the  surgery  for  each  case  that  will  make  for  its 
success. 

It  is  no  longer  necessary  to  use  the  binocular 
loop  or  headlight  for  any  portion  of  the  operation. 
The  injection  of  the  local  anesthetic  is  accom- 
plished through  a speculum  using  the  overhead 
operating  light.  As  soon  as  the  injection  is  made 
the  microscope  is  swung  into  place. 

The  six-power  magnification  is  used  for  the 
incision  and  for  elevating  the  flap  and  tympanic 
membrane.  When  the  middle  ear  is  open,  this 
area  is  then  inspected  with  the  use  of  ten  magnifi- 
cation, and  after  this  is  completed,  16  magnifica- 
tion is  used.  Rarely  have  I used  25-power  mag- 
nification and  surely  the  40-power  that  is  avail- 
able with  the  Zeiss  operating  microscope  is  not 
suitable  for  this  work  since  the  field  becomes  too 
narrow.  For  the  actual  instrumentation,  either 
ten  and  preferably  16-power  can  be  used. 

The  round  window  niche  can  be  inspected  in 


January  15,  1958 


191 


ALAN  AUSTIN  SCHEER 


detail  with  the  microscope,  and  in  approximately 
one  third  of  cases  Scarpa’s  membrana  is  visual- 
ized. Pressure  on  the  incus  will  transmit  an 
impulse  visible  at  the  round  window,  thus  assur- 
ing the  surgeon  that  the  perilymph  has  become 
mobile. 

The  microscope  makes  possible  a study  of  the 
intimate  relationship  of  the  incudostapedial  joint. 
This  allows  the  surgeon  to  determine  the  direc- 
tion of  stress  that  is  obtained  through  trans- 
incudal  pressure  which  I use  as  a preliminary  step 
in  all  mobilizations  where  the  anatomic  relation- 
ships permit.  The  variations  in  the  position  of 
the  stapes  will  accordingly  alter  the  position  of 
the  posterior  crura.  The  ideal  situation  exists 
when  transincudal  pressure  transmits  pressure 
through  the  head  of  the  stapes  to  the  posterior 
crus  on  an  almost  straight  line.  This  first  step 
can  be  very  effective  if  the  direction  of  the  force 
and  stress  are  judged  accurately.  Should  the 
head  of  the  stapes  wobble  or  the  force  seem  in  any 
way  uncontrolled,  this  transincudal  pressure  is 
abandoned. 

During  the  entire  time  that  one  is  exerting 
pressure  on  the  incus,  it  is  necessary  to  look 
directly  at  the  footplate  to  observe  any  evidence 
of  mobility.  This  makes  the  transincudal  step 
extremely  well  controlled. 

In  cases  where  transincudal  pressure  is  effec- 
tive in  restoring  hearing,  various  changes  may 
occur  at  the  footplate  of  the  stapes.  The 
majority  of  cases  have  only  a part  of  the  foot- 
plate mobilized,  while  the  remaining  portion  re- 
mains fixed  by  the  otosclerotic  process.  The 
following  situations  may  occur : 

1.  A fracture  line  may  open  up  through  the 
footplate  inside  of  its  peripheral  margin.  The 
fracture  may  run  in  the  long  axis  of  the  footplate 
from  the  anterior  to  the  posterior  pole.  The  thin 
strip  of  footplate  along  the  superior  or  inferior 
border  will  remain  still  fixed  by  the  otosclerotic 
focus,  but  the  larger  mobile  portion  remains  in- 
tact with  both  crura. 

2.  The  fracture  line  may  bisect  the  footplate 
in  the  transverse  direction  in  its  anterior,  middle, 
or  posterior  third.  When  a transverse  fracture 
occurs  in  the  footplate  there  is  always  a con- 
comitant fracture  of  the  anterior  crus.  However, 
the  significant  point  is  that  the  posterior  crus  is 
intact  and  connected  to  a mobile  piece  of  foot- 
plate which  is  sufficient  to  improve  the  trans- 
mission of  sound. 

3.  There  are  other  cases  where  a stellate  type 


of  fracture  occurs,  combining  both  the  transverse 
and  longitudinal  types.  When  the  footplate  be- 
gins to  split,  the  darkness  of  the  vestibule  is  ob- 
served, but  when  the  pressure  is  released,  the 
edges  of  the  footplate  approximate. 

4.  In  approximately  one  out  of  five  cases  the 
entire  footplate  becomes  mobilized  intact.  When 
the  stapes  is  freely  mobile,  one  can  see  the  large 
amplitude  of  swing  that  the  posterior  pole  of  the 
footplate  goes  through  as  compared  to  that 
of  its  anterior  pole. 

With  the  transincudal  approach,  it  is  much 
more  common  for  the  anterior  crura  to  break  than 
the  posterior  crura,  and  it  is  logical  to  under- 
stand now  how  Fowler2  and  his  associates 
developed  the  anterior  crurotomy  technic. 

If  transincudal  pressure  does  not  immediately 
give  results,  it  should  be  discontinued,  and  a 
direct  approach  to  the  footplate  should  be  made. 
I believe  that  this  can  be  done  routinely  in  every 
case  if  mobilization  of  the  footplate  has  not  been 
accomplished.  In  reviewing  some  of  my  earlier 
reports  on  the  subject3-5  it  seems  strange  to  re- 
read what  I had  felt  was  so  earlier  in  the  develop- 
ment of  this  type  of  surgery.  I originally 
thought  footplate  work  was  extremely  dangerous. 
Now  I realize  this  is  not  so.  I thought  that  when 
the  crura  were  fractured,  the  procedure  should  be 
abandoned.  This  I also  know  is  not  so.  If  dur- 
ing the  application  of  transincudal  pressure  the 
crura  of  the  stapes  are  fractured,  one  still  can 
proceed  to  the  footplate  with  confidence.  Earlier 
in  thi's  work,  if  crural  fracture  occurred,  I con- 
tinued pressure  on  the  incus  after  positioning  the 
crura  in  such  a way  that  they  would  press  more 
directly  on  the  footplate.  In  this  way  the  crura 
themselves  often  fractured  the  footplate  and  re- 
tained continuity  with  it.  However,  with  the 
microscope  it  is  wiser  and  more  precise  to  use  the 
very  delicate  picks  that  are  available.  The 
curved  pick  can  be  used  around  the  margins  of  the 
footplate  or  can  be  used  to  cause  the  footplate  to 
fracture  longitudinally  or  transversely. 

The  following  observations  with  footplate  work 
are  important : The  footplate  must  be  approached 
with  extreme  patience,  since  there  is  no  such 
thing  as  rushing  it.  Instrumentation  must  be 
precise  and  delicate. 

1.  Should  the  footplate  be  mobilized  either 
whole  or  in  part  and  there  is  an  associated  frac- 
ture of  the  crura,  there  may  be  no  improvement  in 
hearing  until  frequent  changes  in  the  relationship 
of  the  crura  and  the  footplate  fragments  have 
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been  made  and  they  are  in  contact.  Repeated 
voice  testing  is  necessary  to  determine  the  level 
of  hearing  and  can  be  quickly  determined  with- 
out the  use  of  audiometric  testing. 

2.  Cases  have  been  noted  where  the  stapes 
was  depressed  into  the  oval  window  when  it  be- 
came loosened  through  instrumentation,  but  no 
improvement  in  hearing  occurred  despite  mobility 
until  the  stapes  was  lifted  upwards  to  its  more 
normal  position.  In  these  cases  the  annular 
ligament  has  been  torn. 

The  situation  has  occurred  where  the  hearing 
improved  after  fracture  of  the  footplate  which 
had  resulted  in  its  posterior  half  being  mobile  and 
still  attached  to  the  posterior  crus.  Then  when 
the  posterior  crura  was  fractured  and  that  con- 
tinuity was  lost,  the  hearing  level  dropped.  With 
the  microscope  it  has  been  possible  to  approxi- 
mate the  fractured  ends  of  the  posterior  crura  and 
restore  the  hearing  again.  As  long  as  there  is 
contact  with  continuity,  hearing  can  be  restored 
provided  there  is  a mobile  footplate. 

I have  observed  the  situation  where  a mobile 
footplate  had  a large  opening  in  its  anterior  por- 
tion, but  despite  the  fact  that  perilymph  was  ex- 
posed, hearing  was  not  improved  until  the  frac- 
tured posterior  crural  fragments  were  placed  in 
contact.  This  case  would  suggest  that  in  pro- 
cedures where  the  operating  microscope  was  not 
used  and  blind  fenestration  of  the  footplate  im- 
proved the  hearing,  it  is  probable  that  partial 
mobility  of  the  footplate  was  also  obtained  at  the 
same  instance  in  continuity  with  the  posterior 
crura,  be  it  fractured  or  not.6 

It  is  noteworthy  to  observe  that  the  majority 
of  cases  do  not  have  the  presence  of  a true 
otosclerotic  mass.  Approximately  one  out  of 
every  15  patients  I have  operated  on  has  had 
evidence  of  a large  otosclerotic  lesion  around 
either  the  anterior  or  posterior  crus  at  its  attach- 
ment to  the  footplate.  In  no  instance  have  I 
observed  a large  otosclerotic  mass  along  the  facial 
border  of  the  footplate.  On  occasion  I have 
noted  that  the  crural  connections  to  the  footplate 
were  thickened  with  otosclerotic  disease.  This 
otosclerotic  bone  may  appear  quite  vascular  and 
when  manipulated  with  a sharp  probe  will  bleed 
readily. 

I want  to  mention  something  about  instru- 
mentation in  the  presence  of  a large  otosclerotic 
mass.  By  insertion  of  a pick  directly  into  the 
otosclerotic  mass  one  can  safely  transmit  a good 
deal  more  force  to  the  footplate  than  would 


otherwise  be  possible  if  the  instrument  were 
placed  elsewhere.  In  every  instance  where  there 
was  a single  otosclerotic  mass  at  the  anterior  or 
posterior  crural  attachment,  hearing  was  restored 
in  the  operating  room.  The  otosclerotic  mass 
always  broke  loose  and  remained  connected  to 
the  mobile  portion  of  the  footplate  rather  than 
in  continuity  with  the  surrounding  bone.  Those 
cases  where  the  footplate  is  completely  invaded 
and  diffusely  thickened  with  otosclerosis  have  a 
stony  resistance  to  instrumentation  and  cannot 
be  mobilized. 

Should  the  situation  arise  where  the  footplate 
is  mobile  but  the  crura  are  broken  and  cannot 
be  placed  in  continuity  with  the  footplate,  this 
patient’s  hearing  cannot  be  given  up.  I have 
made  it  a practice  in  these  situations  to  insert 
a small  piece  of  dry  gelfoam  between  the  crura  of 
the  stapes  and  push  it  down  into  the  well  to 
make  contact  with  the  footplate.  The  gelfoam 
begins  to  expand  with  the  serum  or  perilymph. 
In  several  cases  gelfoam  has  been  successfully 
used  as  the  transmitting  mechanism,  but  in  an 
equal  number  of  cases  it  has  failed. 

Blood  which  tends  to  collect  on  the  footplate 
must  be  removed,  because  the  surface  of  the 
footplate  must  be  visible  at  all  times  during  any 
instrumentation  to  free  the  stapes.  A suction 
tip  can  reach  the  footplate  through  the  angle 
formed  by  the  arm  of  the  incus,  the  posterior 
crura,  and  above  by  the  facial  nerve.  Some- 
times this  opening  is  so  extremely  small  that  it  is 
impossible  to  get  the  usual  thin,  blunt,  spinal 
tip  through  without  putting  pressure  on  the  facial 
nerve.  Special  fine  needles  are  used  in  cases  of 
this  type.  In  other  cases  this  angle  is  larger,  and 
it  is  possible  to  go  right  down  to  the  footplate. 
Suction  also  can  be  applied  along  the  inferior 
aspect  of  the  footplate  below  the  crura,  and  the 
actual  suction,  although  not  on  the  footplate,  will 
draw  the  blood  away  from  the  well.  Without  the 
use  of  delicate  suction,  work  around  the  stapes 
cannot  be  completely  controlled.  Should  blood 
collect  over  an  opening  through  the  footplate, 
it  can  be  removed  with  delicate  control  of  the 
suction  without  producing  any  vertigo.  This 
certainly  can  be  accomplished  only  since  the 
introduction  of  the  operating  microscope.  It 
would  be  absolutely  dangerous  to  do  this  under 
any  other  circumstances.  Since  I have  used  the 
operating  microscope,  I have  approached  every 
footplate  with  suction,  and  in  no  instance  has 
there  been  a complication. 
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Branching  capillaries  within  a thin  membrane 
are  visible  on  the  footplate  of  certain  stapes. 
This  mucous  membrane  crosses  the  stapedio- 
vestibular  joint  but  does  not  appear  to  be 
anchored  down  into  the  annular  ligament. 
Other  cases  showed  no  visible  evidence  of  such  a 
membrane  covering.  Very  often  there  are  very 
thin  weblike  adhesions  running  from  the  crura 
to  the  margins  of  the  well  which  obscure  vision  of 
the  entire  footplate.  This  delicate  fibrous  mesh 
can  be  removed  completely  with  a pick.  They 
appear  completely  white  and  avascular  so  that 
when  they  are  removed,  there  is  no  bleeding. 
These  thin  adhesive  strands  do  not  appear  to  be 
a factor  in  fixing  the  stapes  and  are  probably  the 
end  result  of  previous  middle  ear  disease. 

I had  originally  reported  that  33  per  cent  of 
patients  who  underwent  mobilization  of  the  stapes 
obtained  improved  hearing  according  to  set 
criteria.  Now,  with  changes  in  technic  made 
possible  through  the  operating  microscope, 
approximately  80  per  cent  of  these  patients  will 
fulfill  these  same  criteria.  This  is  a verjr  signifi- 
cant improvement. 

Those  patients  with  a lesser  hearing  loss  have 


a greater  opportunity  of  having  the  entire  stapes 
mobilized  intact.  The  more  advanced  successful 
cases  usually  have  the  footplate  fractured,  re- 
sulting in  a posterior  mobile  portion  which  is  in 
continuity  with  the  intact  posterior  crus.  Both 
groups  have  shown  the  same  ability  to  close  the 
air  bone  gap. 

Stapes  mobilization  certainly  now  has  become 
the  permanent  and  accepted  primary  treatment 
for  otosclerotic  deafness.  The  operating  micro- 
scope which  should  be  used  exclusively  in  all  cases 
has  made  new  technics  possible  as  a result  of 
better  visualization  in  the  middle  ear.  The  larger 
percentage  of  otosclerotic  patients  now  enjoying 
improved  hearing  attests  to  the  advances  that 
have  been  made  in  this  rehabilitative  surgery. 
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Few  clinical  studies  have  clearly  demonstrated 
or  compared  the  effects  of  available  drugs 
on  respiratory  inflammation.  These  ailments 
are  among  the  most  common  of  human  illnesses.1 
Nevertheless  it  is  still  difficult  to  determine  the 
causative  agent  or  even  to  separate  bac- 
terial infections  from  the  vastly  more  common 
respiratory  irritations  caused  by  chemicals  and 
drugs,  virus  infection,  and  inhalation  of  allergens. 

Diagnosis 

Characteristics  of  the  inflammatory  reaction 
and  the  history  of  the  illness  do  not  identify 
etiologic  factors.  A red,  edematous  throat, 
confluent  tonsillar  exudate,  and  painful,  swollen 
cervical  lymph  nodes  may  develop  in  advanced 
streptococcus  infection,2*3  but  they  may  also 
occur  with  hemophilus  infection4  or  with  non- 
bacterial  irritations.  These  and  other  bacterial 
species,  many  allergens,  and  infections  presum- 
ably due  to  virus  may  induce  similar  but  less 
marked  changes  which  in  turn  cannot  be  dis- 
tinguished from  the  effects  of  the  common  habit 
of  excessive  smoking. 

Etiologic  diagnosis  of  respiratory  ailments  must 
depend  on  laboratory  demonstrations  of  the  caus- 
ative agents  or  on  less  widely  available  serologic 
procedures  demonstrating  altered  host  response.5 
Only  in  epidemics  can  medical  histories  and 
examinations  point  to  a specific  etiologic  diag- 
nosis. Even  in  these  circumstances  laboratory 
proof  of  the  causative  agent  is  often  necessary  to 
determine  specific  treatment.  Glass  slide  smears 
and  gram  stains  of  exudates,  as  well  as  conven- 
tional methods  of  bacteria  culture,  are  simple 
and  readily  available.  However,  they  are  sub- 
ject to  serious  limitations  when  applied  to  the 
study  of  upper  respiratory  ailments.  Bacterial 

* This  study  was  supported  by  grants  from  Charles  Pfizer 
and  Co.,  Brooklyn,  New  York,  and  by  a research  grant  from 
the  National  Institutes  of  Health,  Public  Health  Service, 
Bethesda,  Maryland. 


infections  account  for  a statistically  small  pro- 
portion of  inflammations.  For  example,  group 
A beta  hemolitic  streptococcus,  the  most  common 
bacterial  pathogen,  probably  accounts  for  about  3 
per  cent  of  respiratory  illness.6*7  Furthermore, 
simultaneous  recovery  of  several  so-called  patho- 
genic bacterial  strains  from  inflamed  mucosa  may 
prevent  attribution  of  etiologic  significance  to  one 
or  another  of  these  strains.8  Demonstration  of 
predominant  growth  of  streptococcus,  pneumo- 
coccus, or  hemophilus  in  cultures  of  inflamed 
nasopharyngeal  mucosa  is  likely  to  be  of  etiologic 
significance.  However,  heavy  growth  of  other 
bacteria  may  be  of  secondary  importance  be- 
cause often  it  is  only  a complication  of  erythema, 
exudation,  or  erosion  caused  by  nonbacterial 
irritants.  For  these  reasons  the  various  syn- 
dromes of  inflammation  of  the  upper  respiratory 
tract  may  be  inseparable  on  clinical  grounds. 

Treatment 

Many  clinical  trials  have  shown  that  antimicro- 
bial drugs  are  useful  in  only  a small  fraction 
of  respiratory  inflammations.  From  1951  to 
1953  over  3,000  persons  connected  with  one 
New  York  educational  institution  were  examined 
and  treated  for  coryza.9  One  group  of  these 
patients  received  conventional  doses  of  acetyl 
salicylic  acid,  phenacetin,  and  caffeine.  Another 
received  these  drugs  and  in  addition  received 
phenyl  toloxamine  dihydrogen  citrate,  an  anti- 
histaminic.  A third  group  received  these  four 
medications,  and  in  addition  800,000  units  of 
procaine  penicillin  G were  given  orally  in  divided 
doses.  A second  and  similar  clinical  trial  using 
a second  analgesic  was  made.  Precautions  were 
taken  to  provide  all  patients  seen  in  a twenty- 
four-hour  period  with  the  same  medications. 
Treatment  schedules  for  new  patients  were 
rotated  every  three  days.  This  controlled 
clinical  investigation  revealed  that  the  effects 
of  treatment  were  the  same  in  all  groups.  It 
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was  emphasized  that  75  to  80  per  cent  of  these 
patients  had  a brief  and  benign  illness.  Approxi- 
mately 5 per  cent  of  the  patients  were  confined 
to  the  infirmary,  and  in  this  group  with  more 
severe  illness  there  were  no  discernible  differences 
in  the  effects  of  the  several  treatment  schedules. 
The  remaining  15  to  20  per  cent  of  patients  suf- 
fered only  moderately  severe  illnesses  and  were 
not  hospitalized. 

Other  studies  corroborate  this  report  and 
demonstrate  the  ineffectiveness  of  antimicrobial 
agents  in  this  most  common  of  all  human  ail- 
ments.10-14 Other  reports  of  subjective  im- 
provement after  use  of  combinations  of  anti- 
microbials and  other  drugs  for  respiratory  illness 
without  etiologic  diagnosis  do  not  clearly  show 
that  antimicrobials  are  beneficial.  Moreover, 
the  vast  majority  of  these  reports  have  not  ac- 
counted for  the  demonstrated  favorable  re- 
sponse to  inert  substances  of  as  many  as  40  per 
cent  of  individuals  with  different  ailments.10, 15,16 

Nonetheless,  in  selected  cases  decision  to  use 
antimicrobial  agents  may  depend  more  on  clinical 
than  on  laboratory  criteria.  For  example, 
systemic  complaints,  such  as  fever,  chilliness, 
or  local  signs  of  inflammation  suggesting  suppura- 
tion of  paranasal  sinuses,  occasionally  do  not 
respond  to  bed  rest,  adequate  fluids,  analgesic 
drugs,  and  local  vasoconstrictor  drugs.  Failure 
of  these  conservative  measures  should  suggest 
the  use  of  antimicrobial  drugs.  Prompt  use  of 
antimicrobials  is  indicated  in  patients  with 
streptococcus  infections  because  penicillin  usually 
produces  rapid  improvement  and  in  addition 
has  limited  the  occurrence  of  later  rheumatic 
fever  and  glomerulonephritis.  Antimicrobials 
have  also  been  used  to  prevent  extension  of 
inflammation  into  lower  portions  of  the  respira- 
tory tract  and  to  prevent  further  damage  in 
patients  with  diminished  respiratory  reserve  due 
to  emphysema  or  bronchial  disease.  In  such 
cases  it  must  be  emphasized  that  the  use  of 
antimicrobial  drugs  may  not  prevent  secondary 
bacterial  invasions.17,18 

When  the  cause  of  respiratory  inflammation  is 
truly  bacterial,  benefit  from  use  of  antimicrobial 
drugs  is  almost  invariable,  since  streptococcus 
and  pneumococcus,  the  most  common  invaders, 
are  alike  in  their  marked  susceptibility  to 
penicillin.  Three  intramuscular  injections  of 
300,000  units  of  procaine  penicillin  at  three- 
day  intervals,  or  600,000  to  one  million  units  of 
oral  crystalline  penicillin  daily  for  ten  days  have 


been  effective  in  acute  streptococcus  infections 
and  their  complications.  One  injection  of  600,- 
000  to  one  million  units  of  benzathine  penicillin 
has  also  proved  effective.19  In  recent  years 
courses  of  treatment  have  been  lengthened  to 
minimize  possibilities  of  relapse  of  infection  or 
nonsuppurative  complications  of  streptococcus 
infections.20,21 

Relatively  infrequent  infections  by  Staphylo- 
coccus aureus  and  hemophilus  influenza  may 
respond  to  the  use  of  chloramphenicol.  Con- 
ventional antimicrobial  susceptibility  tests  may 
indicate  erythromycin  as  the  drug  of  choice  in 
those  rare  instances  where  Staph,  aureus  is  the 
causative  agent.  However,  neither  chloramphen- 
icol nor  erythromycin  should  be  used  until 
the  offending  bacteria  have  been  proved  resistant 
to  other  antimicrobials.  Chloramphenicol  is 
not  the  first  drug  of  choice  because  of  its  possible 
harmful  effects  on  the  bone  marrow.  Increases 
in  tolerance  to  erythromycin  have  been  noted  in 
hospital  communities  where  this  drug  has  had 
frequent  use.22  Effects  of  novobiocin  in  the 
treatment  of  Staph,  aureus  infections  are  now 
being  evaluated. 

When  the  causative  agent  has  been  determined 
and  appropriate  dosage  of  antimicrobial  drug  is 
used,  it  may  be  anticipated  that  improvement 
will  occur  within  three  days.  Often  it  may  be 
noted  within  the  first  twenty-four  hours.  How- 
ever, infection  of  paranasal  sinuses  or  bones  may 
persist  or  become  more  extensive  despite  tem- 
porary symptomatic  improvement  of  respiratory 
infections  treated  with  antimicrobials  and  de- 
congestants.23-25 Drainage  by  surgical  methods 
may  be  necessary.  Improved  drainage  and  air- 
way may  result  from  use  of  atropine  and  local 
decongestant  or  vasoconstrictor  drugs.  However, 
these  drugs  should  be  used  sparingly  because  of 
their  possible  local  irritation.  Therefore,  ex- 
aminations and  opinions  of  those  with  special 
skill  may  be  desirable  before  treatment  is  ended 
in  patients  who  have  recurring  respiratory  or 
nasopharyngeal  symptoms. 

Summary 

Inflammation  of  the  upper  respiratory  tract 
is  manifested  by  nonspecific  signs  of  mucosal 
irritation  and  respiratory  symptoms.  This  ail- 
ment is  most  often  due  to  nonbacterial  irritants 
and  is  usually  trivial  and  benign. 

Analgesic  drugs,  bed  rest,  and  brief  use  of 
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vasoconstrictor  agents  are  sufficient  to  provide 
symptomatic  relief  in  the  majority  of  respiratory 
inflammations. 

Antimicrobial  treatment  should  be  based  on 
clinical  judgment  that  symptomatic  relief  will 
not  be  adequate  treatment. 

Antimicrobial  treatment  may  provide  tem- 
porary benefits  which  can  mask  sequestered 
infection  requiring  surgical  treatment. 
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SCIENTIFIC  EXHIBITS 
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Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
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William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  12  to  16,  1958,  at  the  Hotel  Statler,  New 
York  City. 

No  applications  can  be  considered  after  February  1,  1958. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 
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Pitocin-Caudal  Anesthesia  Method  of  Artificial 

Induction  of  Labor 

WILLIAM  K.  NOWILL,  M.D.,  AND  R.  SCOTT  HOWLAND,  M.D.,  ELMIRA,  NEW  YORK 
(From  the  Departments  of  Anesthesia  and  Obstetrics , Arnot  Ogden  Memorial  Hospital ) 


Artificial  induction  of  labor  is  not  a new 
procedure  in  obstetric  medicine.  The 
technics  and  indications  for  artificial  induction 
have  not  only  been  varied  but  also  controversial. 
We  intend  to  present  a brief  review  of  the  litera- 
ture of  the  artificial  induction  of  labor  and  our 
experience  in  150  cases  with  the  combination  of 
artificial  induction  of  labor  and  caudal  anesthesia. 

The  indications  for  induction  of  labor  are 
generally  agreed  to  be  as  follows:  pre-eclampsia 
or  eclampsia,  chronic  hypertension,  diabetes, 
repeated  intrauterine  deaths  during  previous 
pregnancies,  pyelonephritis,  bleeding  from  pla- 
centa previa  or  abruptio  placentae,  and  prema- 
ture rupture  of  membranes  from  spontaneous 
causes.  In  more  recent  years  obstetricians  have 
been  utilizing  artificial  induction  of  labor  as  an 
elective  procedure.  Their  stated  reasons  for 
this  is  that  the  pregnant  woman  can  plan  her 
household  situation  so  that  if  she  has  other 
children  she  may  arrange  for  their  care.  If  the 
patient  lives  at  some  distance  from  the  hospital, 
the  planned  induction  of  labor  prevents  the  wild 
night  ride  to  the  hospital  with  either  a delivery  in 
the  automobile  or  taxi  by  the  local  fire  or  police 
departments  or  a precipitant  birth  on  arrival  at 
the  hospital.  It  also  makes  sure  that  the  ob- 
stetrician is  in  attendance  during  the  labor  and 
delivery. 

In  an  article  by  Parker  and  Roberts1  from  the 
Medical  College  of  Virginia  Hospital,  35  suc- 
cessful inductions  are  reported  during  severe 
pre-eclampsia  or  eclampsia  with  only  one  fetal 
death  and  no  maternal  complications.  The 
authors’  idea  is  that  the  only  cure  for  eclampsia 
is  to  terminate  the  pregnancy.  In  their  previous 
experience  a fair  percentage  of  patients  with 
eclampsia  required  cesarean  section  in  order  to 
salvage  the  fetus  and  to  stop  the  eclampsia.  If 
eclamptic  patients  are  allowed  to  go  to  term,  it  is 
generally  experienced  that  a fairly  high  fetal 

Presented  at  the  annual  teaching  day  program  of  the 
Chemung  County  Medical  Society,  Elmira. 


death  rate  will  occur,  apparently  due  to  the  same 
processes  that  produce  the  toxemias  in  the 
mothers.  Therefore,  premature  induction  of 
labor  is  indicated  in  toxemia  of  pregnancy. 
Previous  authors  such  as  Eastman2-3  have 
stated  that  attempts  at  induction  of  labor  through 
the  use  of  Pitocin  or  Pituitrin  in  the  case  of  an 
unripe  cervix  are  doomed  to  failure.  This  was 
not  the  experience  of  Parker  and  Roberts  or  of 
Mauzy  and  Donnelly.4  Similarly,  diabetic 
patients  who  are  pregnant  have  a very  bad 
history  of  fetal  death,  and  it  is  thought  wise 
today  to  induce  labor  early  whenever  possible  in 
patients  with  severe  diabetes.  It  is  generally 
thought  that  induction  of  labor  in  these  two 
diseases  should  occur  at  or  around  thirty-five  to 
thirty-six  weeks  of  pregnancy.  During  recent 
years  an  additional  indication  for  induction  of 
labor  has  arisen,  that  is,  the  Rh  negative  patient 
who  has  developed  antibodies  during  her  preg- 
nancy. It  is  thought  that  in  this  type  of  patient 
the  pregnancy  should  be  terminated  approxi- 
mately two  weeks  early,  usually  by  cesarean 
section.  However,  more  recent  reports  indicate 
that  this  may  be  done  by  artificial  rupture  of 
membranes  and  induction  with  Pitocin.  Most 
authors  have  previously  considered  an  unripe 
cervix  a contraindication  to  the  attempted  in- 
duction of  labor  with  Pitocin.  However,  the 
previously  mentioned  authors,  Mauzy  and  Don- 
nelly4 and  Parker  and  Roberts,1  have  found  that 
the  administration  of  Pitocin  for  two  or  three 
days  will  convert  a long  cervix  into  an  effaced 
and  partially  dilated  crevix,  so  that  the  mem- 
branes may  be  ruptured  and  labor  will  ensue. 
Excessive  size  of  the  fetus,  polyhydramnios,  and 
postmaturity  have  also  been  listed  as  indications 
for  the  artificial  induction  of  labor. 

The  contraindications  for  the  use  of  Pitocin 
for  the  induction  of  labor  are  as  follows:  First, 
cephalopelvic  disproportion.  This  includes  pa- 
tients in  whom  the  status  of  the  pelvis  is  not 
known.  There  is  one  reservation  to  this  contra- 
indication in  that  if  the  patient  has  a known 


198 


New  York  State  J.  Med. 


ARTIFICIAL  INDUCTION  OF  LABOR 


borderline  pelvis  and  a trial  of  labor  is  indicated, 
then  a cautious  trial  of  labor  with  Pitocin  at  a 
slightly  premature  date  may  terminate  in  a 
successful  vaginal  delivery.  However,  great  care 
must  be  used  in  this  situation.  Second,  mal- 
presentation.  Third,  any  factor  which  pre- 
disposes to  uterine  rupture,  such  as  a previous 
cesarean  section,  a previous  myomectomy,  or 
grand  multiparity.  Fourth,  any  factor  pre- 
disposing to  thromboplastin  or  amniotic  fluid 
embolism.  This  includes  a dead  fetus  or  abruptio 
placentae.  However,  some  authors5  consider  a 
dead  fetus  of  abruptio  placentae  an  indication 
for  induction  of  labor.  The  last  contraindication 
is  stated  as  the  inability  of  the  physician  to  be  in 
attendance  during  the  labor. 

The  complications  of  the  artificial  rupture  of 
membranes  and  induction  of  labor  with  intra- 
venous Pitocin  have  been  reported  as  follows: 
First,  an  increase  in  fetal  death.  Most  authors6 
who  have  reported  series  up  to  3,000  cases  have 
not  found  this  to  be  true,  and  with  care  there  is 
no  increase  in  fetal  mortality.  The  second 
om plication  is  that  of  rupture  of  the  uterus,  an 

'^sional  case  of  which  has  been  reported. 
* these  have  been  patients  with  either 
gi  ’ rarity,  cephalopelvic  disproportion, 

or  ”ean  section.  Some  authors7 

have  t 'rer  the  possibility  of  in- 
fection. \V  ltii  nut  t terile  surgical  rupture 

of  membranes,  increased  has  not  been 

noted.  Associated  with  intrau^  ..ie  infection 
has  been  the  fear  of  fetal  pneumonia.  This  has 
not  been  seen.  The  fear  of  a prolapsed  cord  and 
increased  incident  of  compound  presentations 
has  also  been  present.  All  authors  advise  ex- 
treme care  in  the  administration  of  Pitocin, 
particularly  at  the  beginning  of  the  infusion  when 
the  sensitivity  of  the  uterus  is  not  known.  The 
contractions  of  the  uterus  must  be  timed  very 
carefully,  particularly  for  length  of  contraction, 
and  the  fetal  heart  must  be  watched  very  closely. 
Any  sign  of  a prolonged  sustained  uterine  con- 
traction or  a sudden  decrease  in  fetal  heart  rate 
requires  an  immediate  cessation  of  the  intra- 
venous administration  of  Pitocin,  at  least  tempo- 
rarily. The  sensitivity  of  the  uterus  to  Pitocin 
varies  considerably.  The  commercial  prepa- 
ration of  Pitocin  is  not  constant  in  the  amounts 
of  active  material.  The  blood  plasma  of  a 
pregnant  woman  near  term  contains  an  enzyme 
called  pitocinase,  which  destroys  intravenously 
administered  Pitocin  fairly  rapidly.  It  has  been 


estimated  that  50  per  cent  is  destroyed  in  ninety 
seconds.1  However,  this  varies  from  one  patient 
to  another. 

Dr.  Douglas,  in  a discussion  of  Parker  and 
Roberts’1  paper,  has  reported  that  Dr.  Vincent 
du  Vigneaud,  Professor  of  Biochemistry  at 
Cornell  University  Medical  College,  has  recently 
isolated  the  pure  substance  of  both  oxytocin  and 
vasopressin  from  the  posterior  pituitary  gland. 
He  has  also  more  recently  announced  the  syn- 
thesis of  oxytocin.  This  drug  is  a polypeptide 
composed  of  eight  amino  acids  and  three  mole- 
cules of  ammonia.  Vasopressin,  which  is  a 
chemical  similar  in  structure  to  oxytocin,  has  an 
effect  on  the  body  of  producing  constriction  of 
vessels,  notably  the  coronary  vessels,  and  has 
been  thought  to  be  the  cause  of  several  deaths 
under  anesthesia  when  Pituitrin  has  been  ad- 
ministered. Vasopressin  has  a structure  similar 
to  oxytocin,  but  with  two  different  amino  acids, 
and  stimulates  the  uterus  of  the  nongravid  and 
early  gravid  woman.  Oxytocin  (Pitocin)  stimu- 
lates the  uterus  of  the  woman  near  term.  The 
commercial  preparation  of  Pitocin  contains 
mainly  oxytocin  but  with  a small  amount  of 
vasopressin.  Another  complication  which  has 
been  discussed  in  the  literature  is  that  of  post- 
partum hemorrhage  following  prolonged  admin- 
istration of  Pitocin.  Most  authors  have  not 
found  this  to  be  a significant  complication. 

Caudal  anesthesia  has  been  utilized  in  ob- 
stetrics to  relieve  discomfort  of  uterine  contrac- 
tions, relax  the  cervix  and  cervical  outlet,  and 
for  terminal  vaginal  delivery.  It  obviates  the 
necessity  for  the  use  of  heavy  doses  of  narcotics 
and  a terminal  general  anesthesia.  When  the 
anesthesia  does  not  extend  above  the  umbilicus, 
uterine  contractions  are  not  seriously  diminished. 
This  type  of  anesthesia  removes  the  voluntary 
desire  on  the  part  of  the  patient  to  expel  the 
fetus,  and  therefore  vaginal  deliveries  under 
caudal  anesthesia  are  usually  by  forceps. 

Initially,  we  decided  to  use  this  method  in 
order  to  gain  experience  with  it  for  selective  cases 
and  also  to  determine  its  value  in  the  routine 
obstetric  practice  of  our  hospital.  We  selected 
patients  on  the  following  basis:  First,  the  fetal 
head  must  be  in  the  pelvis.  Second,  the  pelvic 
measurements  had  to  be  within  normal  limits. 
Third,  a sterile  vaginal  examination  must  show 
the  cervix  to  be  soft  and  one  to  two  fingers  di- 
lated. 

Our  method  was  as  follows:  The  patient  was 
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TABLE  I. — Parity  of  Patients 


Para 

Number 

of 

Patients 

Per  Cent 
of 

Patients 

0 

57 

38 

I 

40 

27 

II 

26 

18 

III 

17 

12 

IV 

7 

4 

V 

2 

0.6 

XIV 

1 

0.4 

admitted  to  the  hospital  in  the  morning.  She 
was  given  an  enema  and  had  surgical  preparation 
of  her  perineum.  Then,  with  a sterile  vaginal 
examination,  the  presenting  part  and  the  status 
of  the  cervix  were  confirmed,  and  the  fetal 
membrane  was  ruptured.  A caudal  anesthesia 
was  then  established,  and  intravenous  drip  of 
1 : 1,000  solution  of  Pitocin  in  5 per  cent  glucose 
in  sterile  water  started  very  slowly  at  a rate  of 
8 to  10  drops  per  minute.  The  blood  pressure  of 
the  patient  and  fetal  heart  rate  were  taken  every 
few  minutes  after  the  start  of  the  caudal  anes- 
thesia. The  uterine  contractions  were  noted  for 
interval  and  duration  and  watched  very  care- 
fully. The  obstetric  nurse  was  in  constant 
attendance,  and  the  obstetrician  and  anesthetist 
were  in  the  delivery  room  suite.  As  we  gained 
more  experience  with  this  method,  we  began 
using  it  for  the  indications  previously  mentioned : 
in  patients  with  toxemias  of  pregnancy,  rheu- 
matic or  hypertensive  cardiac  disease,  Rh  nega- 
tive factor,  prematurely  ruptured  membranes, 
diabetes,  or  a previously  poor  obstetric  history. 

Our  series  herein  reported  are  150  in  number. 
The  average  age  of  the  patient  was  27.3  years 
and  varied  from  eighteen  years  to  forty-three 
years.  The  parity  of  the  patient  varied  from 
0 to  XIV  as  shown  in  Table  I.  The  duration  of 
labor  averaged  8.9  hours  and  varied  from  one 
hour  to  forty  hours.  It  was  noted  that  the 
duration  of  labor  in  the  Para  0 patients  was  gener- 
ally considerably  longer  than  in  patients  of 
greater  parity,  although  this  relationship  was 
quite  inconstant. 

The  duration  of  the  infusion  of  Pitocin  aver- 
aged 4.4  hours  and  varied  from  thirty-six  hours 
to  ten  minutes.  Later  in  the  series,  the  initial 
method  was  not  followed  closely  because  often 
the  membranes  were  ruptured  and  the  patient 
went  into  spontaneous  labor  without  requiring 
the  administration  of  Pitocin.  Frequently,  Pi- 
tocin was  added  later  during  the  labor.  The 
caudal  anesthesia  which  was  initially  given 


immediately  following  the  artificial  rupture  of 
membranes  is  often  not  started  for  several  hours 
after  rupture  of  the  membranes.  At  times  this 
was  due  to  the  inability  of  the  anesthesiologist 
to  be  present  to  start  the  caudal  anesthesia. 
At  other  times,  it  was  thought  better  to  allow  the 
patient  to  have  spontaneous  labor  until  a point 
of  some  greater  cervical  dilatation  or  until  the 
patient  began  to  be  uncomfortable  from  her 
uterine  contractions.  The  technic  of  Hingson 
and  Heilman8  was  employed  for  caudal  anesthesia. 
Metycaine  (iy2  per  cent)  was  used  in  147  cases 
as  the  initial  drug,  and  in  three  cases  Xylocaine 
(2  per  cent)  was  used  in  an  attempt  to  obtain 
longer  anesthesia  with  each  injection  of  the  drug. 
However,  2 per  cent  Xylocaine  was  not  continued, 
since  it  was  noted  that  excessive  drowsiness, 
excitement,  and  tremors  were  noted  in  all  three 
patients.  It  was  found  that  the  initial  dose  of 
Metycaine  lasted  usually  an  hour  to  an  hour  and 
a half.  Repeated  injections  of  Metycaine  had 
a progressively  shorter  duration  of  effect.  Al- 
though at  times  we  were  able  to  prolong  the  an- 
esthesia with  Metycaine  for  as  long  as  nine  hours, 
usually  the  effect  of  Metycaine  became  inacti 
around  five  hours,  and  at  this  time  the  d*” 
changed.  Initially,  1 per  cent  ' 
used  (nine  cases).  Howev^  me 

to  produce  rather  irregu1  .short 

duration,  and  its  ed.  At 

present  we  11  r - ' vcilo  Xylocaine  with 

I : 500,000  ^ me  and  find  the  anesthetic 

produced  by  this  drug  excellent.  In  this  series 

II  patients  required  a change  of  anesthetic 
drug  from  Metycaine  to  Xylocaine.  The  dura- 
tion of  the  caudal  anesthesia  averaged  3.4  hours 
and  varied  from  fifteen  minutes  to  thirteen  hours. 
It  was  noted  that  the  duration  of  the  caudal 
anesthesia  in  primiparous  patients  averaged  one 
hour  longer  than  in  the  average  for  the  entire 
series.  Our  initial  dose  of  Metycaine  averaged 
25  cc.  The  total  dose  average  per  patient  for  the 
series  was  70  cc.  and  varied  from  15  cc.  to  165  cc. 

Our  indications  for  induction  are  as  follows: 
Most  of  our  patients  were  elective  inductions. 
However,  as  listed  in  Table  II,  the  greatest 
reason  for  induction  of  labor  in  this  series  was 
Rh  negative  women.  The  next  most  common 
reason  was  postmaturity  and  pre-eclampsia. 
It  is  also  noted  that  we  had  two  patients  with 
rheumatic  carditis,  two  with  tuberculosis,  and 
one  with  diabetes.  In  one  patient  a rapidly 
developing  pyschosis,  apparently  related  to  the 


200 


New  York  State  J.  Med. 


ARTIFICIAL  INDUCTION  OF  LABOR 


TABLE  II.- — Indications  for  Induction  of  Labor 


Condition  of  Patient 

Number 

of 

Patients 

Rh  negative 

19 

Pre-eclampsia 

5 

Rheumatic  carditis  hypertensive 
Decompensated  hypertensive  cardiovascular 

2 

disease 

1 

Diabetes  mellitus 

1 

Tuberculosis 

2 

Premature  separation  of  placenta 

2 

Postmaturity 

5 

Spontaneous  rupture  of  membranes 

1 

Varicose  veins,  severe 

1 

o 

Test  of  labor 

1 

Previous  cesarean  section 

1 

Renal  calculi 

1 

Psychosis 

1 

TABLE  III. — Indications  for 

Caudal  Anesthesia 

Number 

of 

Condition 

Patients 

Upper  respiratory  infection 

2 

Twins 

3 

Prematurity 

2 

Prolonged  labor 

8 

Small  pelvis 

1 

pregnancy,  acted  as  our  indication.  This  is  not 
listed  in  the  literature  but  was  a very  legitimate 
reason  in  this  case.  The  indications  for  caudal 
anesthesia  as  listed  by  others  and  ourselves  are 
presented  in  Table  III.  The  caudal  anesthesia 
is  thought  not  only  to  relax  the  perineum  but  also 
to  produce  cervical  relaxation.  Since  the  an- 
esthesia remains  below  the  level  of  the  tenth 
thoracic  segment,  the  innervation  of  the  fundus 
of  the  uterus  is  not  anesthetized,  permitting 
uterine  contractions  to  continue  unabated  under 
caudal  'anesthesia.  Therefore,  we  used  caudal 
anesthesia  in  most  patients  as  an  elective  pro- 
cedure in  an  attempt  to  ^shorten  labor  and  to 
decrease  the  trauma  to  the  fetal  head.  It  was 
an  excellent  method  of  giving  pain  relief  to  a 
mother  with  prolonged  labor  in  order  to  provide 
rest  and  sleep.  Caudal  anesthesia  in  itself  has 
no  adverse  effect  on  the  fetus,  and  therefore  it 
was  used  in  two  cases  of  severe  prematurity  and 
in  three  cases  of  twin  pregnancies.  Under 
caudal  anesthesia  the  mother  does  little  or  no 
voluntary  exertion,  and  so  it  is  positively  indi- 
cated in  patients  with  cardiac  disease,  hyper- 
tensive disease,  tuberculosis,  diabetes,  and  any 
other  severe  systemic  disease.  It  is  also  indi- 
cated in  Rh  negative  patients  in  whom  there  is 
question  of  the  status  of  the  fetus.  In  patients 


TABLE  IV/ — Fetal  Presentations 


Presentation 

Number 

of 

Patients 

Per  Cent 

Vertex 

Posterior 

29 

18.9 

Transverse 

18 

11.7 

Anterior 

97 

63.4 

Breech 

7 

Transverse  lie 

1 

Shoulder 

1 

Not  Stated  (twin) 

1 

TABLE  V. — Method  of 

Delivery 

Number  of 

Method 

Patients 

Spontaneous 

23 

Precipitous 

2 

Forceps 

Outlet 

110 

Midforceps 

15 

Scansoni 

8 

Breech  extraction 

7 

Version  and  extraction  (twin) 

1 

Cesarean  section 

5 

with  any  severe  upper  respiratory  infection, 
caudal  anesthesia  is  the  anesthetic  of  choice. 
In  our  series  we  had  two  patients  with  severe 
upper  respiratory  infections.  In  general  the 
indications  for  caudal  anesthesia  might  be 
classified  as  the  same  indications  for  artificial 
induction  of  labor.  In  two  patients  a test  of 
labor  was  induced  with  this  method,  and  in  both 
patients  vaginal  delivery  was  not  possible. 
Cesarean  sections  were  then  performed  under 
caudal  anesthesia. 

It  has  been  stated  that  caudal  anesthesia  tends 
to  increase  the  incidence  of  abnormal  presenta- 
tions. Table  IV  shows  the  incidence  of  the 
various  presentations  noted  in  this  series.  It  is 
seen  from  the  table  that  there  is  a moderate  in- 
crease in  the  number  of  transverse  and  posterior 
vertex  presentations.  The  seven  cases  of  breech 
presentations  were  obviously  breech  prior  to 
the  induction  of  labor.  In  two  instances  the 
breech  presentations  were  twins.  In  the  case  of 
the  transverse  lie,  induction  of  labor  wTas  not 
attempted,  and  cesarean  section  was  done  under 
caudal  anesthesia.  The  one  case  of  shoulder 
presentation  was  in  a patient  with  a long-standing 
tuberculosis  of  the  hip  with  a bony  abnormality 
of  the  pelvis.  It  was  thought  that  this  patient 
might  change  from  a shoulder  to  a vertex  presen- 
tation with  the  induction  of  labor  and  caudal 
anesthesia.  However,  she  did  not,  and  cesarean 
section  was  done. 


January  15,  1958 


201 


NOWILL  AND  HOWLAND 


TABLE  VI. — Condition  of  153  Infants  Delivered 


Condition 

Number  of 
Infants 

Stillbirths 

2 

Live  but  expired  (2) 
Extreme  prematurity 

1 

Cerebral  damage* 

1 

Rh  negative 

11 

Cord  tight  around  neck 

12 

True  knot  in  cord 

2 

Congenital  atelectasis 

1 

Congenital  laryngeal  stenosis 

1 

Fetal  heart  rate  below  100 

3 

Requiring  resuscitation 

9 

Maternal  blood  pressure  below  90 

38  (1  severe) 

* Cord  tight  around  neck. 


The  distribution  of  the  type  of  delivery  is 
presented  in  Table  V.  It  is  noted  that  there  are 
23  spontaneous  deliveries  and  110  low  forceps 
deliveries.  In  our  hospital  prophylactic  low 
forceps  delivery  is  practiced  almost  routinely. 
In  patients  who  had  a posterior  presentation 
with  the  caudal  anesthesia  a mid  forceps  with  a 
Scanzoni  maneuver  was  often  required.  There 
were  seven  breech  deliveries,  three  of  which  were 
done  easily.  One  patient  required  breaking  up 
of  a frank  breech,  which  was  done  with  moderate 
difficulty.  In  another  frank  breech  caudal 
anesthesia  was  discontinued,  and  the  delivery 
done  under  gas-oxygen-ether  anesthesia.  In  this 
series  there  were  three  sets  of  twins  and  a total 
of  153  infants  as  shown  in  Table  VI.  Of  this 
number  there  were  two  stillbirths  and  two  babies 
born  alive  that  expired  later.  Of  the  latter,  one 
baby  was  extremely  premature.  In  this  patient 
the  membranes  had  been  ruptured  for  two  weeks 
with  recent  severe  bleeding.  The  other  death 
was  a case  of  breech  extraction  in  which  there 
was  moderate  difficulty  in  breaking  up  the  breech. 
Delivery  otherwise  was  uneventful,  except  for 
an  extremely  tight  cord  around  the  neck  which 
produced  a severe  suffusion  of  blood  in  the  baby’s 
face  and  head.  This  baby  was  born  alive, 
was  slow  to  breathe,  was  resuscitated,  but  expired 
later  of  apparent  intracranial  damage.  In  this 
series  12  babies  were  born  with  the  cord  wound 
tightly  around  the  neck.  There  were  two  babies 
with  a true  knot  in  the  cord.  One  baby  had 
congenital  atelectasis  and  recovered  in  three 
days  without  other  complications.  There  was 
one  case  of  congenital  laryngeal  stenosis  requiring 
an  emergency  tracheotomy.  This  baby  is  alive 
and  well.  The  total  number  of  babies  requiring 
resuscitation  was  nine.  In  this  series  31  maternal 
patients  had  a drop  in  blood  pressure  from  above 


100  mm.  of  mercury  systolic  to  80  to  90  mm.  of 
mercury  once  during  the  caudal  anesthesia. 
This  did  not  appear  to  affect  the  fetus,  since  the 
fetal  heart  rate  did  not  change  in  any  of  these 
cases.  In  six  cases  the  blood  pressure  dropped 
to  this  range  more  than  once,  and  in  two  cases 
the  fetal  heart  slowed  below  100.  In  one  case 
a severe  blood  pressure  drop  occurred  to  around 
50,  and  the  fetal  heart  rate  dropped  to  60. 
However,  the  fetal  heart  returned  immediately 
on  restoration  of  the  normal  blood  pressure. 

Four  caudal  anesthetics  were  totally  unsuccess- 
ful. In  two  cases  a sacral  deformity  was  present 
and  confirmed  by  x-ray.  In  the  other  two 
marked  obesity  was  a cause  of  the  incorrect 
placing  of  the  caudal  needle.  There  were  135 
caudal  anesthetics  considered  totally  successful 
and  which  required  no  other  form  of  anesthesia 
or  analgesia.  Eleven  cases  had  varying  degrees 
of  incomplete  anesthesia.  In  a number  of 
these,  the  anesthetic  was  initially  successful  but 
the  height  of  anesthesia  was  not  such  that 
forceps  rotation  could  be  done  without  some  other 
additional  analgesia.  In  four  cases  of  marked 
obesity  the  caudal  needle  became  displaced  and 
required  re-insertion.  The  four  totally  unsuc- 
cessful caudals  were  then  changed  to  spinal 
analgesia  with  success.  Two  cases  had  gas- 
oxygen-ether  anesthesia  for  breech  extraction. 
Ten  cases  had  nitrous  oxide-oxygen  with  and 
without  trichlorethylene  analgesia.  In  many 
additional  cases  analgesia  or  sedation  was  given 
during  prolonged  induction.  Thirty-two  patients 
had  small  doses  of  intravenous  Seconal  Sodium, 
and  16  had  Demerol.  In  a number  of  instances 
patients  were  allowed  to  use  the  Trilene  mask, 
particularly  during  the  induction  of  the  caudal 
anesthesia.  Initially  in  this  series  we  utilized 
intravenous  Ergotrate  as  an  additional  oxytocic 
following  delivery.  However,  it  was  noted  that 
of  the  20  patients  receiving  Ergotrate,  14  had 
nausea  and  emesis.  For  this  reason  the  terminal 
oxytocin  was  changed  to  Methergine,  and  of  the 
120  patients  who  received  Methergine  only  eight 
had  nausea  and  emesis. 

Postpartum  complications  are  summarized  in 
Table  VII.  Seventeen  patients  required  cathe- 
terization, eight  of  these  only  once.  Three 
patients  noted  incontinence,  two  having  had 
incontinence  with  previous  deliveries,  and  in 
two  of  the  three  this  was  very  temporary. 
Postpartum  hemorrhage  occurred  in  two  patients, 
and  both  required  transfusion.  These  hemor. 
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TABLE  VII. — Postpartum  Complications 


Condition 

Number  of 
Patients 

Manual  removal  of  placenta 

3 

Hemorrhage 

2 

Morbidity  (2) 

Upper  respiratory  infection 

1 

Gastroenteritis 

1 

Urinary  tract  (20) 

Catheterized  once 

8 

Catheterized  more  than  once 

9 

Incontinent 

3 

Pyelitis 

1 

Backache  (28) 

One  day,  mild 

25 

More  than  one  day 

3 

Neurologic* 

1 

Phlebitis 

2 

* Numbness  in  great  toe  for  one  week. 


rhages  were  controlled  by  additional  oxytocin 
and  intravenous  calcium  gluconate.  Twenty- 
eight  patients  complained  of  backache  in  the 
sacrococcygeal  area.  In  25  of  these  the  back- 
ache was  noted  only  the  day  of  or  the  day  follow- 
ing delivery.  In  three  patients  the  backache 
continued  for  more  than  one  day.  However,  in 
all  but  two  patients  the  backache  was  gone  prior 
to  discharge.  One  had  had  coccygodynia  from 
apparent  fracture  of  the  coccyx  during  delivery. 
The  other  patient  had  a mild  backache  at  home, 
and  this  disappeared  on  application  of  heat. 
In  general  we  found  that  backache  was  noted 
mainly  in  patients  who  were  highly  nervous 
and  tense  and  in  those  who  had  a prolonged 
caudal  anesthesia.  Neurologic  complications 
were  not  noted,  with  the  exception  of  one  case  of 
temporary  numbness  of  the  first  toe  in  a patient 
who  had  a caudal  anesthesia  for  fourteen  hours. 
The  two  cases  of  morbidity  consisted  of  an 
acute  gastroenteritis  and  an  acute  upper  respira- 
tory infection. 

The  five  cesarean  sections  will  be  discussed  in 
more  detail  now.  One  patient  had  Pitocin  for 
thirty-six  hours,  caudal  anesthesia  for  seven 
hours,  and  made  no  progress  after  3V2-finger 
dilatation.  This  patient  was  an  elderly  primi- 
para,  and  for  this  reason  cesarean  section  was 
done  for  cervical  dystocia.  The  second  cesarean 
section  was  the  case  referred  to  previously  of 


tuberculosis  of  the  right  hip  and  pelvis  with  a 
shoulder  presentation.  The  third  case  was  of  a 
thirty-two-year-old  primiparous  woman  who  had 
Pitocin  and  caudal  anesthesia  for  twelve  hours 
and  became  fully  dilated,  but  the  head  was  still 
high  in  the  maternal  pelvis.  An  attempt  was 
made  to  deliver  the  patient  with  midforceps 
but  this  was  unsuccessful  because  of  cephalo- 
pelvic  disproportion.  A fourth  section  was  done 
on  the  patient  mentioned  previously  with  a 
transverse  lie.  The  fifth  patient  was  a thirty- 
four-year-old  primipara  in  whom  a trial  of  labor 
was  given  for  eight  hours.  Since  she  did  not 
make  adequate  progress  and  had  a known  cepha- 
lopelvic  disproportion,  cesarean  section  was  done. 

Conclusions 

A series  of  150  cases  of  Pitocin  induction  with 
artificial  rupture  of  membranes  and  caudal 
anesthesia  is  reported.  There  were  no  fetal 
deaths  associated  with  this  technic.  There 
were  no  major  maternal  complications.  It  was 
of  definite  value  in  patients  with  Rh  negative 
blood  serum  and  antibody  formation,  rheumatic 
carditis,  toxemias  of  pregnancy,  premature 
rupture  of  membranes,  prematurity,  and  tuber- 
culosis. It  is  a method  requiring  constant  and 
diligent  attention  and  is  not  a method  which  can 
be  utilized  without  adequate  medical  and  nursing 
attention. 
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Adam  and  Eve  had  many  advantages , hut  the  principal  one  was  that  they  escaped  teething. — 
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Although  the  most  frequent  cause  of  men- 
ingitis is  the  meningococcus,  practically 
any  of  the  pathogenic  organisms,  including  higher 
forms,  such  as  the  Actinomyces  and  yeasts,  may 
produce  an  inflammation  of  the  meninges. 
Many  of  the  etiologic  types  of  meningitis  present 
clinical  manifestations  which  are  at  times  almost 
indistinguishable. 

As  is  well  known,  the  treatment  of  acute 
pyogenic  meningitis  has  been  completely  revo- 
lutionized in  the  past  two  decades,  first  by  the 
introduction  of  sulfonamides,  and  subsequently 
by  the  development  of  antibiotic  agents.  It  is 
the  purpose  of  this  paper  to  discuss  briefly  the 
important  diagnostic  features  and  the  newer 


developments  in  the  treatment  of  the  various 
forms  of  purulent  meningitis. 

Etiologic  Agents  in  Bacterial  Meningitis 

No  attempt  will  be  made  to  give  a complete 
list  of  all  the  bacteria  which  may  cause  menin- 
gitis. Table  I gives  the  distribution  by  age  and 
etiology  of  the  more  common  forms  studied  by 
the  Division  of  Acute  Infections  of  the  Central 
Nervous  System  of  the  New  York  City  Health 
Department  from  1920  to  1956.  Table  II  lists 
the  more  unusual  types  of  meningitis.  In 
Table  III  the  incidence  of  the  more  common 
forms  of  purulent  meningitis  since  the  intro- 


TABLE  I. — Distribution  of  Cases  of  Purulent  Meningitis  by  Age  and  Etiology 


Hemo- 

Age  Meningo-  Pneumo-  Strepto-  philus  Staphylo- 

(Years)  coccus  coccus  coccus  influenzae  coccus  Unusual  Total 


Under  1 year 

182 

1 to  4 

302 

5 to  9 

257 

10  to  19 

432 

20  to  29 

294 

30  to  39 

205 

40  to  49 

137 

50  to  59 

66 

Over  59 

33 

Total 

1,908 

119 

35 

121 

65 

59 

293 

70 

132 

71 

67 

48 

15 

46 

22 

5 

77 

26 

3 

85 

23 

4 

87 

12 

6 

68 

10 

5 

684 

367 

523 

5 

25 

487 

9 

8 

736 

8 

5 

543 

15 

16 

593 

11 

16 

394 

11 

8 

330 

6 

13 

268 

2 

7 

180 

6 

9 

131 

73 

107 

3,662 
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TABLE  II.— Unusual  Forms  of  Meningitis 


Age  (Years) 

E.  coli 

Ps. aeruginosa 

K.  pneumoniae 

Cryptococcus 

Actinomyces 

Salmonella 

B.  Proteus 

N.  catarrhalis 

S.  typhosa 

Listerella 

N.  pharyngis 

B.  Evanidus 

Sporotrichum 

M.  tetragenus 

Unclassified 

Organisms 

Total 

Under  1 year 

11 

1 

0 

0 

3 

3 

3 

2 

0 

0 

0 

0 

0 

0 

2 

25 

1 to  4 

2 

3 

0 

0 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

1 

8 

5 to  9 

0 

1 

0 

0 

1 

1 

0 

0 

1 

0 

0 

0 

0 

0 

1 

5 

10  to  19 

1 

0 

0 

4 

3 

1 

1 

0 

0 

0 

1 

1 

1 

0 

3 

16 

Over  19 

4 

13 

11 

12 

3 

1 

3 

0 

1 

2 

0 

0 

0 

1 

2 

53 

Total 

18 

18 

11 

16 

11 

6 

7 

3 

2 

2 

1 

1 

1 

1 

9 

107 

TABLE  III. — Distribution  of  Cases  of  Purulent  Meningitis  Since  the  Introduction  of  Chemotherapy  by  Five- 

Year  Periods 


Period 

Meningococcic 

Pneumococcic 

Forms  of  Alenmgitis- 
Streptococcic 

Influenzal 

Miscellaneous 

Total 

1937  to  1941 

123 

164 

84 

107 

91 

569 

1942  to  1946 

551 

198 

27 

140 

97 

1,013 

1947  to  1951 

81 

85 

8 

87 

89 

350 

1952  to  1956 

96 

35 

7 

57 

41 

236 

Total 

851 

482 

126 

391 

318 

2.168 

duction  of  chemotherapy  is  arranged  in  five-year 
periods.  The  high  incidence  of  meningococcic 
meningitis  between  1942  and  1946  is  explained 
by  the  fact  that  these  years  included  an  epidemic 
period.  Of  special  interest  is  the  marked  decline 
in  recent  years  in  the  incidence  of  streptococcic, 
and  to  a lesser  degree,  of  pneumococcic  menin- 
gitis. It  is  a reasonable  assumption  that  the 
early  use  of  antibiotic  agents  for  nasopharyngeal 
and  otitic  infections  has  played  an  important  role 
in  the  reduced  incidence  of  these  forms  of  men- 
ingitis. 

Meningococcic  Meningitis 

Clinical  Aspects. — Meningitis  caused  by 
the  meningococcus  is  of  course  the  only  type 
that  occurs  in  epidemics.  In  interepidemic 
years  meningococcal  meningitis  is  usually  the 
most  common  form,  although  on  occasion  its 
incidence  has  been  lower  than  that  of  meningitis 
due  to  Hemophilus  influenzae.  While  a bac- 
teremic  phase  very  likely  precedes  the  develop- 
ment of  meningococcic  meningitis  in  all  cases, 
nevertheless,  in  many  instances  the  preliminary 
stage  of  sepsis  is  only  transitory,  and  localiza- 
tion of  the  infection  in  the  meninges  is  very 
rapid.  In  other  cases  the  picture  of  septicemia 
predominates  and  indeed  may  occur  without 
meningeal  involvement.  Therefore,  the  clinical 
picture  of  meningococcic  meningitis  varies 
greatly  both  in  endemic  and  epidemic  periods. 
In  general  the  disease  is  ushered  in  by  intense 


headache,  vomiting  and  fever,  and  often  by 
chills.  Early  in  the  disease  vomiting  occurs 
almost  constantly  and  may  persist  for  the  first 
twenty-four  to  forty-eight  hours.  The  tempera- 
ture at  onset  is  almost  invariably  high,  from 
102  to  105  F.,  and  it  ordinarily  remains  elevated 
with  remissions  every  few  hours  during  the  course 
of  the  disease.  If  the  bacteremia  persists,  the 
fever  is  as  a rule  intermittent,  ranging  from  99 
to  103  or  104  F.  On  rare  occasion  a patient  may 
be  practically  afebrile.  Convulsions  may  occur, 
especially  in  young  children.  The  patients  are 
frequently  hyperesthetic  and  sensitive  to  light. 
There  may  be  pains  in  the  back,  especially  in  the 
cervical  region.  Sometimes  there  is  a seg- 
mental distribution  of  pain  simulating  that  of 
herpes  zoster.  Migratory  arthralgia  and  ar- 
thritis are  common  during  the  bacteremic  phase. 

The  mental  condition  is  subject  to  the  widest 
variations.  In  rather  mild  cases  the  mentality 
may  be  practically  normal  except  for  some  irri- 
tability and  restlessness.  In  more  severe  cases 
there  may  be  delirium,  semistupor,  or  even  coma 
early  in  the  disease..  Hypertonicity  of  muscles 
is  manifested  by  the  presence  of  varying  grades 
of  neck  rigidity  and  positive  Brudzinski  and 
Kernig  signs.  Paralysis  of  the  muscles  of  the 
eyes  or  of  the  face  occasionally  occurs.  Early 
in  the  disease  the  tendon  reflexes  are  apt  to  be 
exaggerated  and  equal.  Later  they  may  become 
unequal,  diminished,  and  finally  lost.  The 
reaction  of  the  pupils  to  light  follows  the  same 
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course.  Ophthalmoscopic  examination  often 
shows  moderate  congestion  and  on  rare  occasion, 
choking  of  the  discs.  Herpes  is  frequently 
present.  It  most  often  occurs  around  the  mucous 
membrane  of  the  lips,  but  it  may  occur  in  unusual 
locations,  such  as  the  sole  of  the  foot  or  along  the 
course  of  one  of  the  nerves.  One  of  the  most 
striking  features  of  the  disease  is  the  frequent 
occurrence  of  a cutaneous  eruption  which  may 
be  hemorrhagic,  maculopapular,  or  polymorphous 
in  nature.  The  lesions,  described  in  detail 
elsewhere  by  one  of  us,1  vary  in  type,  size,  and 
extent  of  distribution.  Particularly  common  are 
the  petechial  and  larger  hemorrhagic  lesions. 
The  rash  appears  early  and  usually  fades  in  two 
or  three  days  unless  there  is  a persistent  bacte- 
remia. Subconjunctival  and  other  mucous  mem- 
brane hemorrhages  are  occasionally  present. 

It  is  important  to  note  that  in  infants  one 
does  not  see  early  stiffness  of  the  neck,  the  pres- 
ence of  Brudzinski  or  Kernig  signs,  or  conspicuous 
changes  in  the  reflexes.  There  is  often  vomiting 
and  practically  always  some  intestinal  disturb- 
ance, especially  the  presence  of  greenish,  slimy 
stools.  Some  time  often  elapses  before  symptoms 
develop  that  direct  the  physician’s  attention  to 
the  central  nervous  system.  These  may  be  the 
development  of  strabismus,  a fairly  well-defined 
rigidity  of  the  neck,  or  severe  convulsions.  At 
times  a bulging  fontanel  will  lead  the  physician 
to  suspect  the  presence  of  meningeal  disease. 

Of  special  interest  is  the  clinical  picture  in  the 
fulminating  form  of  the  disease,  known  as  the 
Waterhouse-Friderichsen  syndrome,  which  is 
rare  except  in  an  epidemic.  This  condition  is 
characterized  by  the  presence  of  an  overwhelm- 
ing bacteremia  together  with  profound  circula- 
tory collapse.  The  cardinal  clinical  features 
are  fever,  widespread  hemorrhagic  skin  lesions 
which  coalesce  into  large  ecchymotic  areas, 
marked  cyanosis,  hyperpnea,  signs  of  peripheral 
vascular  collapse,  and  rapid  death  of  the  patient. 
These  patients  often  show  only  a minimal  degree 
of  meningeal  involvement. 

There  is  considerable  difference  of  opinion 
among  various  investigators  regarding  the 
pathogenesis  of  the  shock  in  this  syndrome. 
The  most  conspicuous  necropsy  finding  is  the 
presence  of  massive  hemorrhage  into  one  or 
both  adrenal  glands.  This  finding  has  been 
accepted  by  most  observers  as  the  cause  of  the 
dramatic  death  of  the  patient.  In  other  instances 
death  has  been  attributed  to  another  form  of 


adrenocortical  damage,  namely,  vascular  throm- 
bosis and  focal  necrosis.  However,  the  theory 
of  adrenal  insufficiency  as  the  basis  of  the  vas- 
cular collapse  has  been  challenged  by  Williams,2 
Ferguson  and  Chapman3,  Daniels,4  and  others. 

Laboratory  Studies. — While  the  presence  of 
meningococcic  infection  may  be  suspected  on 
clinical  grounds,  accurate  diagnosis  of  the 
etiologic  agent  requires  immediate  bacteriologic 
studies  on  the  blood  and  spinal  fluid. 

Blood  Culture. — In  order  to  demonstrate  the 
presence  of  meningococci  in  the  blood  it  is 
necessary  to  obtain  the  blood  culture  promptly. 
The  medium  should  consist  of  good  nutrient 
broth,  preferably  enriched  with  ascitic  fluid, 
blood,  or  serum.  Since  it  frequently  happens 
that  the  patient  had  received  some  form  of 
chemotherapy  before  admission  to  the  hospital, 
it  is  advisable  to  add  para-aminobenzoic  acid 
and  penicillinase  to  the  culture  medium  in  order 
to  inhibit  the  action  of  the  drugs.  It  should  be 
noted  that  the  blood  culture  is  not  necessarily 
positive  when  a meningococcal  sepsis  is  present. 

Blood  Smear. — Occasionally  gram-negative  dip- 
lococci  may  be  found  in  smears  taken  from  hemor- 
rhagic skin  lesions.  Likewise,  in  instances  of 
overwhelming  meningococcal  sepsis  the  peripheral 
blood  smear  may  show  many  gram-negative 
diplococci. 

Spinal  Fluid. — The  analysis  of  the  spinal 
fluid  is  the  most  important  laboratory  procedure 
in  making  a diagnosis  of  meningitis.  The  fluid 
is  practically  always  increased  in  amount  and  is 
usually  definitely  cloudy.  A clear  or  slightly 
hazy  fluid  may  be  found  very  rarely  within  the 
first  twenty-four  hours  of  onset  and  occasionally 
in  fulminating  cases.  The  cells  are  usually 
greatly  increased  with  a large  preponderance  of 
polymorphonuclears.  As  patients  improve  the 
number  of  cells  in  the  spinal  fluid  decreases,  and 
the  proportion  of  mononuclears  increases.  It  is 
important  to  stress  that  the  differential  cell 
count  should  be  done  on  a stained  smear  and  not 
on  the  counting  chamber. 

The  spinal  fluid  protein  is  increased  from  a 
moderate  to  a marked  degree  in  different  cases. 
In  our  laboratory  40  mg.  of  protein  per  100  cc. 
of  spinal  fluid  is  regarded  as  the  upper  limit  of 
normal.  The  sugar  in  the  spinal  fluid  may  be 
normal  at  the  onset  of  the  meningitis.  As  the 
disease  progresses  the  amount  of  sugar  usually 
decreases  markedly  or  disappears  entirely. 
With  subsidence  of  the  meningeal  infection,  the 
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sugar  returns  to  normal.  The  normal  range  of 
sugar  in  the  spinal  fluid  is  from  40  to  80  mg.  per 
100  cc.  It  should  be  emphasized  that  a determi- 
nation of  the  blood  sugar  is  essential  to  the  cor- 
rect interpretation  of  the  spinal  fluid  sugar  values, 
especially  in  borderline  cases. 

The  bacteriologic  study  is  by  far  the  most  im- 
portant part  of  the  spinal  fluid  examination.  In 
many  cases  varying  numbers  of  intracellular  and 
extracellular  gram-negative  diplococci  will  be 
found  in  the  stained  smear.  It  has  been  our  ex- 
perience, however,  that  the  stained  smear  alone  is 
unreliable  in  the  diagnosis  of  purulent  meningitis, 
since  the  organisms  are  often  pleomorphic  and 
irregular  in  staining  properties.  Therefore,  it 
is  necessary  to  base  the  diagnosis  on  the  results 
of  the  culture  or  on  the  identification  of  the 
organisms  directly  from  the  spinal  fluid  by  the 
quellung  reaction.  In  the  last  named  test  a 
swelling  of  the  meningococcus  capsule  is  pro- 
duced by  a monovalent  type  specific  antiserum. 
When  a positive  culture  is  obtained,  identification 
of  the  meningococcus  is  accomplished  by  carbo- 
hydrate fermentation  reactions,  agglutination 
and  precipitation  tests,  and  the  quellung  re- 
action. A detailed  discussion  of  these  procedures 
is  beyond  the  scope  of  this  paper.  Suffice  it  to 
say  that  for  serologic  identification  it  is  best  to 
rely  on  agglutination,  which  is  done  with  mono- 
valent type  specific  antimeningococcus  rabbit 
serums. 

In  this  connection  it  may  be  of  value  to  com- 
ment briefly  on  the  classification  of  meningo- 
cocci by  types.  At  the  present  time  most 
meningococci  may  be  classified  as  Group  I, 
Group  II,  or  Group  II-alpha.  There  is  some 
antigenic  overlapping  between  Groups  I and  II- 
alpha.  In  recent  years  Group  I has  been  the 
predominant  type  throughout  the  world.  Oc- 
casionally one  encounters  odd  or  multivalent 
strains. 

Isolation  of  Organisms  from  Other  Foci.- — In 
occasional  cases  of  meningococcic  meningitis, 
the  organisms  may  be  isolated  from  the  naso- 
pharynx, the  conjunctivae,  joint  exudate,  or 
from  a complicating  otitis  media. 

Determination  of  Meningococcic  Agglutinins  as  a 
Diagnostic  Procedure. — The  finding  of  menin- 
gococcic agglutinins  in  human  serum  has  been 
investigated  by  a number  of  observers  whose 
studies  showed  great  variation  in  agglutinin 
titers  and  considerable  difference  of  opinion 
regarding  the  significance  of  the  presence  of  the 


antibodies.  It  has  been  difficult  to  evaluate 
these  investigations  because  of  the  varied  tech- 
nics used  in  carrying  out  the  agglutination  test. 
Furthermore,  in  the  past  the  significance  of 
finding  type  specific  meningococcic  agglutinins 
in  human  serums  was  obscured  by  the  antibodies 
introduced  in  the  majority  of  the  cases  when 
therapeutic  antiserum  was  used.  The  use  of 
chemotherapy  alone,  however,  has  made  it 
possible  to  study  the  antibodies  produced  by  the 
infecting  organism  itself.  Indeed,  the  frequent 
failure  to  detect  the  etio  logic . agent  because  of 
the  chemotherapy  employed  prior  to  admission 
has  served  as  a particular  stimulus  to  the  in- 
vestigation of  the  presence  of  meningococcic 
agglutinins. 

In  1944  Falk  and  Appelbaum5  described  a 
simple  method  for  demonstrating  agglutinins 
in  the  serums  of  individuals  suffering  from  menin- 
gococcic infection.  In  subsequent  studies  these 
authors6’7  found  agglutinins  in  significant  titers 
for  one  or  more  of  the  types  of  meningococci  in 
a high  percentage  of  bacteriologically  proved 
cases  of  meningococcic  infection  and  in  clinically 
typical  cases  lacking  such  proof.  Agglutinins 
were  observed  more  regularly  during  the  subacute 
than  during  the  acute  phase  and  reached  their 
maximum  titers  early  in  the  convalescent  phase. 
As  recovery  progressed  there  was  a general 
decrease  in  the  agglutinin  titer  to  preinfection 
levels.  It  thus  became  apparent  that  for  opti- 
mum results  successive  specimens  must  be  tested 
during  the  various  phases  of  the  disease.  Wlien 
such  serial  tests  were  made  on  three  or  more 
specimens,  the  magnitude  of  positive  results 
exceeded  95  per  cent.  These  studies  indicated 
the  usefulness  of  the  meningococcus  aggluti- 
nation test  as  a diagnostic  procedure  in  cases  of 
clinically  typical  meningococcic  infection  which 
lacked  bacteriologic  proof.  The  importance  of 
performing  serial  tests  to  demonstrate  the  changes 
in  the  agglutinin  titer  cannot  be  overemphasized. 

Treatment. — The  general  treatment  of  me- 
ningococcic meningitis  is  much  the  same  as  that 
of  any  other  severe,  acute  infectious  disease. 
The  patient  should  be  kept  absolutely  quite; 
restlessness  and  sleeplessness  must  be  overcome 
by  adequate  sedation.  If  there  are  vomiting 
and  dehydration,  the  parenteral  administration 
of  physiologic  solution  of  sodium  chloride  is 
indicated.  There  is  evidence  that  in  some  cases 
acute  hyponatremia  may  supervene  and  further 
aggravate  the  vomiting  and  restlessness  and  even 


January  15,  1958 


207 


APPELBAUM  AXD  ABLER 


induce  convulsions.8  These  cases  require  the 
prompt  administration  of  hypertonic  salt  solu- 
tion. The  nutrition  of  the  patient  must  be 
supported  by  adequate  nourishment,  preferably 
in  small  amounts  at  frequent  intervals. 

Chemotherapy. — Prior  to  the  introduction  of 
serum  the  mortality  rate  in  this  disease  varied 
from  20  to  90  per  cent.9  The  general  use  of 
antiserum  improved  the  situation  only  moder- 
ately. The  introduction  of  sulfonamides,  how- 
ever, has  altered  markedly  the  status  of  this 
disease  and  has  resulted  in  a striking  reduction 
in  mortality. 

Choice  of  Drug.- — All  the  sulfonamides  are 
effective  therapeutically  against  the  meningo- 
coccus. Thus  far,  strains  of  meningococci 
resistant  to  sulfonamides  have  not  been  encoun- 
tered.10 Because  of  its  high  rate  of  absorption, 
excellent  diffusion  through  the  meningovascular 
barrier,  and  reduced  toxicity,  sulfadiazine  gen- 
eral^ has  been  regarded  as  the  most  suitable 
sulfonamide  in  the  treatment  of  purulent  men- 
ingitis. In  order  to  minimize  the  danger  of 
renal  drug  reactions,  some  workers11-13  have 
favored  the  use  of  sulfonamide  mixtures  or  the 
highly  soluble  sulfonamides  as  sulfisoxazole 
(Gantrisin),  sulfisomidine  (Elkosin)  and  sulfa- 
methylthiadiazole  (Thiosulfil).  While  toxic  man- 
ifestations are  apparently  less  frequent  with 
sulfonamide  mixtures  and  the  more  soluble 
sulfonamides,  sulfadiazine  has  the  advantage 
of  \delding  higher  spinal  fluid  levels.  The  long- 
acting  sulfonamides,  such  as  sulfamethoxypyrid- 
azine  (Kynex)  and  Lipo  Gantrisin  have  not 
had  sufficient  clinical  trial  for  proper  evaluation. 

Dosage  and,  Administration. — The  discussion 
on  the  method  of  using  sulfonamides  is  based  on 
our  experience  with  sulfadiazine.  After  trying 
out  widely  varied  schemes  of  dosage,  we  have 
adopted  the  following  plan : 

On  the  first  day  of  treatment  children  under 
one  year  of  age  receive  from  2 to  3 Gm.;  children 
from  one  to  three  years  of  age  receive  from  3 to 
4 Gm.;  children  above  that  age  receive  from  4 to 
7 Gm.,  and  adults  receive  from  8 to  10  Gm. 
One  quarter  to  one  third  of  this  amount  is  given 
as  the  initial  dose,  and  the  remainder  is  divided 
and  administered  at  intervals  of  four  hours. 

The  drug  may  be  given  orally,  intravenously,  or 
subcutaneously.  For  parenteral  medication,  the 
sodium  compound  is  used  in  a 5 per  cent  solution 
in  distilled  water  or  in  V6  molar  sodium  lactate. 
It  is  our  belief  that  the  parenteral  routes  should 


be  reserved  for  the  severe  cases  and  for  those 
patients  who  are  unable  to  take  or  retain  oral 
medication.  There  is  no  indication  for  the  use 
of  the  drug  intrathecally.  In  our  opinion  it  is 
dangerous  to  make  the  first  dose  a massive  one, 
especially  when  given  by  vein.  Similarly,  it  is 
undesirable  to  give  large  amounts  of  the  drug 
simultaneously  by  vein  and  by  mouth.  After 
the  first  twelve  to  twenty-four  hours,  the  patient 
is,  as  a rule,  able  to  take  the  medication  orally, 
and  he  continues  to  receive  the  drug  at  four-hour 
intervals.  In  the  use  of  the  drug  after  the  first 
day,  one  is  guided  by  the  clinical  condition  of  the 
patient  and  the  concentration  of  the  sulfonamide 
in  the  blood. 

It  is  essential  that  during  the  course  of  sul- 
fonamide therapy  the  patient  should  receive  a 
sufficient  amount  of  fluid  and  an  adequate 
amount  of  alkalis,  particularly  when  large  doses 
of  the  drug  are  administered  intravenously. 
We  recommend  the  administration  of  at  least 
3,000  cc.  of  fluids  a day  in  order  to  insure  a 
urinary  output  of  1,200  cc.  or  more  daily.  The 
addition  of  alkalis  is  not  necessary  when  one 
employs  the  highly  soluble  sulfonamides. 

Concentration  of  Sulfadiazine  in  the  Blood  and 
Cerebrospinal  Fluid.- — While  there  is  no  evidence 
of  anjr  definite  correlation  between  the  effec- 
tiveness of  sulfadiazine  and  its  concentration  in 
the  blood  and  cerebrospinal  fluid,  we  have  ob- 
tained prompt  and  consistent  results  with  drug 
levels  ranging  from  10  to  15  mg.  per  100  cc.  in 
the  blood  and  from  7 to  10  mg.  per  100  cc.  in  the 
cerebrospinal  fluid.  It  should  be  noted  that  with 
the  highly  soluble  sulfonamides  one  has  to  use 
larger  doses  in  order  to  attain  similar  levels. 
Very  low  drug  levels  may  delay  recover,  whereas 
excessive  concentrations  may  lead  to  drug  in- 
toxication. Although  some  patients  can  tolerate 
high  concentrations  of  the  drug  without  untoward 
effects,  the  maintenance  of  a high  sulfonamide 
level  is  distinctly  hazardous.  While  we  empha- 
size the  importance  of  optimal  drug  levels,  we 
also  recognize  the  fact  that  some  patients  may 
show  a satisfactor}’  clinical  response  to  relatively 
low  concentrations.  In  such  instances  it  is  of 
course  unnecessary  to  increase  the  amount  of 
sulfadiazine. 

Since  sulfadiazine  readily  enters  the  cerebro- 
spinal fluid  and  maintains  a level  of  about  two- 
thirds  to  four  fifths  of  that  found  in  the  blood, 
as  shown  by  Long,14  Finland  et  a/.,15  and  by 
Appelbaum  and  Nelson,16  it  generally  suffices  to 
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make  the  drug  level  determinations  on  the  blood 
alone.  However,  in  instances  with  failure  of 
response,  it  is  advisable  to  determine  the  con- 
centration of  the  drug  in  the  cerebrospinal  fluid. 

Results.- — Generally,  the  patients  show  striking 
clinical  improvement  on  the  second  or  third  day 
of  chemotherapy.  In  most  instances  the  fever 
drops  by  crisis  within  twenty-four  to  forty- 
eight  hours.  An  even  more  precipitous  drop  in 
temperature  to  normal  within  four  to  six  hours 
is  occasionally  observed.  In  some  cases  the  fall 
in  temperature  is  by  a rapid  lysis  extending  over 
a period  of  three  to  six  days.  While  subjective 
improvement  is  apparent  early,  the  abnormal 
neurologic  signs  usually  persist  for  a longer 
period.  Indeed,  nuchal  rigidity  not  infrequently 
lasts  well  into  convalescence. 

There  is  usually  progressive  clinical  improve- 
ment after  the  initial  response,  and  the  tempera- 
ture remains  normal.  Subsequent  elevations  in 
temperature  are  as  a rule  indicative  of  either  a 
drug  intoxication  or  the  development  of  a compli- 
cation. 

There  is  still  a great  deal  of  uncertainty 
with  regard  to  the  duration  of  the  chemo- 
therapy and  the  total  amount  of  drug  required 
in  each  case.  We  have  found  it  safe  to  dis- 
continue chemotherapy  after  the  patient  has 
been  afebrile  for  twenty-four  to  forty-eight 
hours,  has  shown  an  improvement  in  the  mental 
state,  and  has  received  a total  of  15  to  20  Gm. 
of  the  drug.  We  do  not  think  it  is  necessary 
to  use  more  than  this  amount  of  sulfadiazine  in 
the  average  case,  although  an  occasional  instance 
may  require  a larger  quantity.  Children  require 
less  of  the  drug,  usually  from  8 to  10  Gm.  We 
have  seen  several  children  recover  with  as  little 
as  4 or  5 Gm.  It  is  unnecessary  and  may  even 
prove  harmful  to  administer  too  much  of  the 
sulfonamide  or  to  use  it  too  long.  The  ill  effects 
from  overtreatment  are  much  more  frequent 
than  is  generally  realized. 

The  progress  of  the  case  usually  can  be  .evalu- 
ated clinically  without  resorting  to  repeated 
lumbar  punctures.  Undue  stress  is  often  laid 
on  the  importance  of  the  cell  count.  In  many  of 
our  cases  chemotherapy  was  discontinued  in  the 
presence  of  a considerable  pleocytosis.  A rise 
in  the  sugar  content  of  the  cerebrospinal  fluid 
and  the  disappearance  of  the  organisms  are  the 
most  important  determinations.  However,  con- 
trol of  the  infection  is  not  infrequently  attained 
before  the  return  of  the  sugar  to  normal. 


Proper  use  of  sulfonamides  in  meningococcic 
meningitis  results  in  a high  recovery  rate.  In 
an  unselected  group  of  543  patients  treated  with 
the  various  sulfonamides,  we  have  had  a mortality 
rate  of  only  3 per  cent.  It  should  be  noted  that 
the  use  of  sulfonamides  yields  similar  results  in 
the  treatment  of  patients  with  meningococcemia 
without  meningitis. 

Treatment  of  the  Fulminating  Form  of  the 
Disease  ( Waterhouse-Friderichsen  Syndrome): — 
For  many  years  this  grave  form  of  the  disease 
was  considered  uniformly  fatal.  However,  with 
the  advent  of  sulfonamides  it  has  been  possible 
to  achieve  recovery  in  some  of  these  cases  by 
prompt  institution  of  the  chemotherapy  in 
combination  with  drugs  that  counteract  the 
peripheral  vascular  collapse.  The  latter  agents 
have  included  adrenal  cortical  extract  and  de- 
soxycorticosterone  acetate,  and  in  recent  years 
cortisone,  hydrocortisone,  corticotrophin,  pred- 
nisone, and  1-norepinephrine.  Contrary  to  the 
general  impression,  the  effects  of  the  adrenal 
cortical  extract,  when  used  in  relatively  large 
amounts,  compare  favorably  with  those  of  cor- 
tisone and  hydrocortisone.  In  a group  of  28 
fulminating  cases  treated  with  chemotherapy 
and  adrenal  cortical  extract,  we  obtained  18 
recoveries.  Of  eight  subsequent  patients  treated 
with  cortisone,  alone  or  in  combination  with 
other  steroids,  with  or  without  norepinephrine, 
five  recovered,  and  three  died.  While  several 
investigators17  ~19  recently  have  cast  doubt  on 
the  value  of  the  adrenal  substitution  therapy 
and  have  stressed  the  importance  of  1-norepi- 
nephrine, our  results  strongly  favor  the  use  of 
adrenal  hormones.  At  present  we  recommend 
the  following  plan  of  treatment: 

On  admission  the  patient  receives  an  intra- 
venous infusion  of  1,000  to  1,500  cc.  saline  and 
5 per  cent  dextrose  together  with  100  to  200  mg. 
of  hydrocortisone.  At  the  same  time  1-norepi- 
nephrine,  4 mg.  per  liter  of  diluent,  is  administered 
intravenously  with  the  rate  of  flow  adjusted  to 
maintain  the  blood  pressure  above  the  shock  level. 
The  antibacterial  therapy  consists  of  the  prompt 
administration  by  vein  of  sodium  sulfadiazine 
or  sulfisoxazole  in  accordance  with  the  schedule 
described  above  and  the  injection  of  aqueous 
penicillin  intramuscularly,  500,000  to  1,000,000 
units  every  two  hours.  The  saline  infusion, 
together  with  the  hydrocortisone,  is  repeated  in 
twelve  hours.  Instead  of  hydrocortisone  one 
may  use  200  to  300  mg.  of  cortisone  or  50  to  100 
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cc.  of  adrenal  cortical  extract  per  day.  Sub- 
sequent treatment  includes  continuation  of  the 
combined  chemotherapy  and  the  use  of  25  to 
50  mg.  of  cortisone  intramuscularly  or  orally 
every  six  hours.  Prednisone  may  be  substituted 
for  cortisone  for  oral  medication.  Usually  the 
steroids  can  be  discontinued  after  five  days. 
Whole  blood  transfusions  and  other  supportive 
measures  may  be  used  as  indicated  by  the  needs 
of  the  individual  patient. 

Treatment  of  Complications. — The  more  impor- 
tant complications  of  this  disease  are  arthritis, 
deafness,  and  uveitis.  The  joints  involved  are 
usually  the  large  joints,  such  as  the  knee  or 
elbow.  Treatment  of  the  arthritis  consists  of 
immobilization  of  the  involved  joints  and  oc- 
casionally, aspiration.  There  is  no  special 
treatment  for  the  deafness,  which  may  be  transi- 
tory or  permanent.  The  uveitis  responds  well 
to  chemotherapy.  It  may  be  of  interest  to  note 
that  before  the  advent  of  sulfonamides  this 
complication  usually-  led  to  a panophthalmitis 
and  permanent  blindness.  Pericarditis  and  en- 
docarditis are  rare  complications.  The  former 
usually  responds  promptly  to  chemotherapy, 
but  the  latter  may  require  a prolonged  course  of 
treatment  with  sulfonamides  and  penicillin. 
Subdural  effusion  is  a rare  complication  and 
usually  clears  after  repeated  aspiration.  Spon- 
taneous hyperglycemia  and  glycosuria,  which 
occur  in  about  20  per  cent  of  the  cases,20  generally 
disappear  within  one  to  three  days  and  do 
not  require  special  attention. 

Toxic  Effects  of  Sulfonamide  Therapy: — It  is 
still  necessary  to  direct  attention  to  the  toxic 
potentialities  of  the  sulfonamide  drugs.  The 
most  common  toxic  reactions  are  related  to  the 
urinary'  tract  and  consist  of  hematuria  and 
oliguria  or  anuria.  As  a rule  these  reactions 
clear  up  rapidly'  after  withdrawal  of  the  sul- 
fonamides. Closer  attention  to  adequate  fluid 
intake  and  the  concomitant  use  of  a sufficient 
amount  of  alkali  have  contributed  greatly  to 
the  reduced  incidence  of  renal  reactions.  We 
have  already'  referred  to  the  attempts  of  control- 
ling the  renal  complications  by-  the  use  of  sul- 
fonamide mixtures  and  the  highly-  soluble  sulfon- 
amides. These  measures  require  further  investi- 
gation. Other  side-effects  include  drug  fever, 
hematologic  reactions,  skin  eruptions,  and  drug 
encephalopathy-.  The  appearance  of  anyr  of 
these  reactions  is  an  indication  for  the  immediate 
cessation  of  the  chemotherapy-. 


In  this  connection  we  wish  to  comment  on  the 
sy-ndrome  of  encephalopathy^  resulting  from 
sulfonamide  intoxication.  This  complication  is 
usually-  difficult  to  recognize  and  to  differentiate 
from  the  symptomatology-  of  the  meningitis. 
The  onset  of  this  condition  is  early-  in  the  course 
of  treatment,  usually-  on  the  second  or  third  day-. 
The  clinical  picture  is  characterized  mainly  by- 
varying  grades  of  stupor,  often  progressing  to 
deep  coma.  Occasionally-  there  are  delirium, 
hallucinations,  or  convulsions.  These  symptoms 
are  invariably  accompanied  by  a significant  rise 
in  temperature.  Examination  of  the  spinal 
fluid  during  the  development  of  the  intoxication 
will  show  definite  evidence  of  improvement  in 
the  meningitis.  Withdrawal  of  the  drug  will 
result  in  a drop  in  temperature  and  clearing  of 
the  mental  state. 

Remarks  on  Antibiotic  Therapy. — We  have  used 
penicillin,  the  various  tetracyclines,  chloram- 
phenicol and  ery-thromy-cin,  either  singly  or  in 
combinations,  in  the  treatment  of  58  patients 
of  meningococcic  meningitis  and  have  obtained 
56  recoveries  and  two  deaths.  The  disease 
obviously  responds  to  these  antibiotics  but  in  a 
less  dramatic  and  slower  manner  than  it  does  to 
sulfonamide  therapy.  In  one  of  our  patients 
treated  adequately  with  penicillin,  the  menin- 
gitis relapsed  three  times.  We  have  already 
referred  to  the  possible  value  of  penicillin  as  an 
adjuvant  to  sulfonamides  in  the  therapy  of  the 
fulminating  form  of  the  disease.  The  antibiotics 
are  particularly’-  valuable  in  the  treatment  of 
patients  who  are  hy-persensitive  to  sulfonamides 
or  have  developed  a sulfonamide  intoxication. 
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“ Give  Place  to  the  Physician  ’ 


There  is  no  question  of  the  high  regard  in  which 
the  American  public  holds  the  medical  profession. 
In  the  space  of  a single  generation,  we  have  seen 
many  of  the  dreaded  enemies  to  our  health  checked, 
if  not  almost  entirety  conquered.  We  have  learned 
to  look  and  listen  hopefully  for  news  bulletins  of 
further  conquests,  and  we  respect  the  army  of  re- 
searchers, physicians,  nurses,  and  dentists  as  the 
conquering  heroes  of  the  day. 

The  writer  of  Ecclesiasticus  tells  us  in  the  Apoc- 
rypha: “the  skill  of  the  physician  shall  lift  up  his 
head:  and  in  the  sight  of  great  men  he  shall  be  in 
admiration.” 

So  completely  has  the  medical  profession  captured 
our  imagination  and  confidence  today  that  advertis- 
ers have  made  capital  of  our  frame  of  mind.  The 
familiar  picture  of  the  white-clad  man  with  the 
stethoscope  and  test-tube  helps  to  sell  us  anything 
from  shampoo  to  foot  salves.  What  99  out  of  100 
doctors  have  to  say  about  cigarets  is  used  to  boost 
sales.  We  may  be  sure,  however,  that  the  author 
of  Ecclesiasticus  had  in  mind  a nobler  purpose  than 
the  advertising  potential  of  the  medical  profession. 

“Honour  a physician  with  the  honour  due  unto 
him  for  the  uses  which  ye  may  have  of  him:  for  the 


Lord  hath  created  him,”  is  the  way  Jesus,  Son  of 
Sirach,  begins  his  praise  of  the  physician  in  Ecclesi- 
asticus. 

Whether  a member  of  the  medical  profession 
acknowledges  it  or  not,  he  is  to  be  regarded  as 
the  instrument  of  God:  “for  the  Lord  hath  created 
him.”  His  skill  is  God’s  gift  and  to  heal  men’s  ills 
he  must  work  in  reverent  cooperation  with  the  laws 
of  God’s  creation.  If  we  honor  the  physician  as 
God’s  creation,  we  shall  be  careful  not  to  trust  him 
above  God  or  to  think  that  the  cure  to  all  human 
“disease”  is  within  the  physician’s  competence. 

“Then  give  place  to  the  physician,  for  the  Lord 
hath  created  him:  let  him  not  go  from  thee,  for 
thou  hast  need  of  him.”  The  Christian  religion  has 
always  faced  squarely  the  fact  of  physical  needs, 
and  it  welcomes  the  assistance  of  science  in  meeting 
these  needs  as  heartily  as  it  relies  upon  the  power  of 
faith.  It  expects  of  the  medical  profession  no 
more  than  what  Jesus,  Son  of  Sirach,  required: 
“they  shall  also  pray  unto  the  Lord,  that  he  would 
prosper  that  which  they  give  for  ease  and  remedy  to 
prolong  life.” — Bulletin  of  the  Parish  of  St.  Augustine 
By-the-Sea,  Santa  Monica,  California,  October  20. 
1957 
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KINGS  COUNTY  HOSPITAL 
BROOKLYN,  NEW  YORK 

Conducted  by  p.  j.  Fitzgerald,  m.d.  December  6,  1956 

Discussed  by  a.  m.  rabiner,  m.d. 


Case  History 

This  thirty-nine-year-old,  married  male  of 
Italian  birth  was  brought  to  the  hospital  by  his 
wife  becaused  of  a marked  change  in  his  emotional 
demeanor.  The  patient  was  apparently  well  until 
two  weeks  prior  to  admission,  at  which  time  he 
became  anorexic,  gave  up  his  job,  and  lay  in  bed 
sleeping  much  of  the  day.  Other  complaints 
during  this  period  consisted  of  headache  and 
some  fever.  No  previous  episodes  of  this  type 
were  recalled,  and  the  patient  was  in  apparent 
good  health  up  to  the  present  period.  The 
patient  was  a prize  fighter  for  fifteen  years  but 
recently  worked  as  a restaurant  chef. 

The  patient  was  admitted  to  the  psychiatric 
pavilion,  where  he  was  described  as  a carelessly 
dressed,  anxious,  depressed,  white  male  in  good 
general  condition,  showing  a marked  degree  of 
confusion,  disorientation  in  all  spheres,  and 
evidencing  memory  impairment. 

Physical  examination  on  admission  disclosed 
the  following  pertinent  findings:  Blood  pressure 
was  140/80  and  pulse  88.  Pupils  were  described 
as  round,  regular,  and  equal,  reacting  to  accom- 
modation. Both  eyes  responded  sluggishly  to 
light,  the  right  more  than  the  left.  The  disk 
margins,  as  visualized  by  retinoscopy,  were 
blurred,  and  questionable  papilledema  was 
described.  The  lungs  were  clear.  The  heart 
sounds  were  normal.  The  abdomen  was  soft,  and 
no  masses  were  palpated.  Neurologic  examina- 
tion showed  bilaterally  hyperactive  limb  reflexes. 
The  Babinski  toe  sign  was  not  present.  The 
cranial  nerves  were  intact.  When  the  patient 
walked  there  was  a definite  ataxia,  although  the 


Romberg  test  was  deemed  negative.  Vibration 
sense  was  unimpaired.  Numerous  observers  were 
impressed  by  the  dazed,  apathetic  attitude  of  the 
patient. 

Three  days  after  admission  the  patient  could 
not  stand  by  himself  and  now  demonstrated 
urinary  incontinence.  An  electroencephalogram 
was  interpreted  as  showing  “low  voltage,  flatten- 
ing, diffuse  in  all  leads.  There  is  no  asymmetry, 
no  tendency  to  bursts,  and  there  are  no  spikes,  a 
moderately  abnormal  electroencephalogram.” 
The  patient  was  transferred  to  the  neurosurgical 
service  because  of  the  possibility  of  a space- 
occupying  mass. 

A spinal  tap  four  days  after  admission  showed 
clear  fluid.  A blood  count  showed  1,500  crenated 
red  cells.  Pandy’s  test  was  2 plus.  Re-evaluation 
examination  of  this  day  showed  a thirty-nine- 
year-old,  white  male  presenting  no  visible 
evidence  of  illness.  Attempts  at  walking  at  this 
time  were  awkward,  the  patient  staggering 
about  on  a broad  base.  No  fever  was  noted  at 
this  time  but  malaise,  apathy,  and  anorexia 
were  prominent.  The  patient  was  extremely 
confused  and  at  times  agitated.  Some  degree  of 
nuchal  rigidity  was  apparent.  The  left  pupil 
was  dilated  and  fixed  to  light.  The  retinae  could 
not  be  visualized.  A slight  flattening  of  the  left 
nasolabial  fold  was  noted.  Reflexes  were  active 
and  brisk.  Abdominal  sounds  were  not  elicited. 
A suggestive  bilateral  Babinski  toe  sign  was 
present.  Active  use  of  all  extremities  was 
described.  Sensory  examination  was  difficult, 
but  apparently  pinprick  perception  was  adequate. 

The  following  day  the  patient  lapsed  into  a 
deep  stupor,  reacting  poorly  to  painful  stimuli. 
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Another  observer  noted  that  the  pupils  reacted 
to  light.  No  papilledema  was  noted.  Left 
facial  palsy  was  present.  Temperature  was 
101. 9F.  Later  the  same  day  the  patient  was 
described  as  opisthotonic.  Bilateral  Babinski 
reflexes  were  now  present  in  conjunction  with 
paresis  of  all  extremities.  On  the  fifth  day  the 
patient  was  somewhat  more  alert.  The  eyes 
deviated  to  the  left,  and  the  left  pupil  was 
dilated  and  fixed.  On  the  sixth  hospital  day 
respirations  were  again  stertorous  with  occasional 
episodes  of  Cheyne-Stokes  breathing.  A marked 
nuchal  rigidity  was  now  evident.  His  condition 
was  described  as  critical.  The  following  morning 
the  patient’s  condition  was  generally  unaltered, 
but  the  right  side  of  the  body  was  spastic.  On 
the  ninth  hospital  day  his  temperature  was  101 F., 
and  on  the  following  day,  99F.  Pectoral  stimula- 
tion now  produced  a decerebrate  attitude.  His 
head  deviated  to  the  left.  Bilateral  Babinski  toe 
signs  were  still  present.  On  the  eleventh  day  of 
hospitalization  stupor  again  supervened.  Both 
pupils  were  full}'  dilated  with  imperceptible 
response  to  light. 

On  this  day  a bilateral  percutaneous  carotid 
arteriogram  was  performed.  No  aneurysm  or 
malformation  was  noted  in  arterial  tree  and  no 
displacement  of  vessels.  On  the  same  day  the 
patient  was  taken  to  the  operating  room,  and 
bilateral  burr  holes  were  made.  No  epidural  or 
subdural  blood  was  noted.  The  brain  was  not 
bulging.  The  lateral  ventricle  was  cannulated, 
and  120  cc.  of  blood-tinged  fluid  was  removed  and 
replaced  with  air.  Ventriculograms  revealed 
symmetric  dilatation  of  the  lateral  ventricles. 
The  third  and  fourth  ventricles  were  well  out- 
lined and  in  the  midline.  The  following  morning 
there  was  a drop  in  blood  pressure  and  a rapid 
pulse  rate.  Examination  at  this  point  disclosed 
no  abnormalities  in  the  heart  or  chest  other  than 
some  wet  rales  in  the  bilateral  axillary  regions. 
Somewhat  later  that  morning  the  patient  expired 
after  thirteen  days  of  hospitalization. 

Additional  laboratory  findings  included  a 
negative  Mazzini  test,  a blood  urea  nitrogen  of 
36  mg.  per  cent,  and  a hemoglobin  of  13.5  Gm. 
X-rays  of  the  skull  showed  “no  evidence  of 
fracture,  increased  intracranial  pressure,  or 
abnormality  of  sella  turcica.” 

Discussion 

Dr.  A.  M.  Rabiner:  This  is  a thirty-nine- 
year-old  man  who  entered  the  hospital  in  a state 


that  warranted  his  admission  to  the  psychiatric 
pavilion,  with  a mental  picture  described  as  a 
personality  change.  The  emotional  demeanor 
had  changed,  and  the  wife  stated  that  he  was 
well  until  two  weeks  before  admission.  The 
other  complaints  were  headache  and  fever. 

A patient  who  presents  a gradually  developing 
picture  of  headaches,  low-grade  fever,  a personal- 
ity change,  and  is  emotionally  unstable  may  have 
an  intracranial  inflammatory  disease.  When  we 
are  told  he  had  been  a prize  fighter  for  fifteen 
years  but  had  recently  worked  as  a chef,  we  must 
think  of  the  possibility  and  even  probability  that 
he  may  have  had  a few  cerebral  concussions 
during  these  years.  In  addition  to  their  having 
had  concussions,  we  find  that  such  individuals 
become  lethargic  with  a change  in  personality, 
are  emotionally  unstable,  complain  of  headaches, 
even  have  low-grade  fever  at  times,  and  harbor 
a chronic  subdural  hematoma.  So  we  must 
think  of  some  type  of  traumatic  intracranial 
affection  or  infection,  or  even  the  dawn  of  a 
space-occupying  lesion.  Thus  far  we  have  no 
localizing  signs  except  a mental  picture.  At 
the  psychiatric  pavilion  it  was  noted  that  he 
was  carelessly  dressed,  anxious,  depressed, 
confused,  and  disoriented. 

When  a patient  has  a mental  picture  that 
includes  disorientation,  memory  impairment, 
and  headaches,  an  organic  disease  of  the  brain 
may  be  the  basis  for  the  clinical  picture.  The 
pupils  responded  sluggishly  to  light,  the  right 
more  than  the  left.  The  fundi  were  blurred,  and 
there  was  questionable  papilledema.  This 
matter  about  the  pupils  rises  and  falls,  like  the 
waves  with  the  tide  coming  in  and  out.  The 
record  mentions  the  pupils  as  sluggish.  Then 
they  reacted  beautifully.  Afterwards,  one 
pupil,  larger,  did  not  react  to  light.  Then  again 
somebody  said  the  pupils  looked  normal,  and 
then  finally  they  were  quite  dilated  and  rigid  to 
light.  I think  it  can  be  accepted  that  this 
patient  had  pupils  that  were  not  normal,  and  when 
pupils  are  not  normal  and  do  not  react  to  light, 
one  immediately  has  an  arrow  which  points  in 
the  direction  of  the  midbrain.  Papilledema 
usually  means  some  type  of  increased  intra- 
cranial pressure,  usually  due  to  a space-occupying 
lesion.  When  we  speak  of  a space-occupying 
lesion  we  do  not  necessarily  say  it  is  a brain 
tumor.  Brain  abscess  can  occupy  space  as  can 
also  subdural  hematoma,  a vascular  malfor- 
mation, or  intracranial  aneurysm.  We  would 
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like  to  know,  is  this  true  papilledema,  or  are  we 
dealing  with  optic  neuritis?  There  is  a big 
difference.  Optic  neuritis  can  occur  with 
inflammatory  or  toxic  disorders. 

The  chart  further  says  (and  this  I think  is 
important),  “the  neurologic  examination  showed 
bilaterally  hyperactive  limb  reflexes.  Babinski 
toe  sign  not  present.  Cranial  nerves  intact.” 
When  he  walked,  there  was  a definite  cerebellar 
type  of  ataxia.  Cerebellar  dysfunction  can  occur 
from  disease  of  the  cerebral  cortex  and  subcortical 
pathways  as  well  as  the  brain  stem.  In  the  spinal 
cord  implication  of  the  ascending  spinocerebellar 
tracts  result  in  similar  ataxia.  However,  we  have 
something  pointing  to  the  midbrain,  the  pupillary 
abnormality.  We  know  that  cerebellar  dys- 
function can  occur  from  trouble  in  the  midbrain. 
So  we  have  two  clues  now  pointing  to  the  mid- 
brain. 

Then  they  stated  he  was  dazed,  apathetic,  and 
three  days  after  admission  he  could  not  stand  by 
himself  and  now  demonstrated  urinary  in- 
continence. We  think  of  urinary  incontinence 
usually  as  indicating  involvement  of  the  spinal 
cord.  This  is  so  if  urinary  incontinence  occurs  in 
a patient  who  is  alert.  A patient  who  is  dazed 
and  apathetic  will  have  urinary  incontinence 
because  it  makes  no  difference  to  him  where  he 
urinates.  This  occurs  in  bilateral  cerebral 
hemisphere  involvement.  An  uncomplicated 
unilateral  cerebral  disorder  rarely  if  ever  produces 
any  difficulty  with  the  sphincters.  It  seems  that, 
as  long  as  one  half  of  the  brain  is  intact,  we 
retain  our  human,  meticulous  social  conduct. 
Multiple  lesions  in  both  hemispheres,  a solitary 
parasagittal  lesion  affecting  both  hemispheres,  or 
lesions  of  the  midbrain  affecting  both  cortico- 
spinal pathways  result  in  urinary  incontinence. 

A spinal  tap  four  days  after  admission  revealed 
a clear  fluid,  a cell  count  of  1,500  crenated  red 
blood  cells,  and  a 2 plus  Pandy’s  test.  The 
white  blood  cells  and  the  total  protein  are  not 
mentioned. 

They  re-evaluated  his  examination.  He 
walked  with  a broad  base,  confirming  the  thought 
of  cerebellar  ataxia.  Somebody  made  a note 
that  he  presented  no  visible  evidence  of  illness. 
This  may  be  important,  because  there  is  one 
illness  that  I have  in  mind  where  the  patient  is 
very  sick  as  evidenced  by  laboratory  data  and 
spinal  fluid,  a lingering  illness,  subacute,  insidious, 
persistent  fever,  and  apathy,  yet  the  patient 
does  not  look  as  sick  as  he  is.  I have  stressed 


this  on  a number  of  occasions.  It  occurs  in 
tuberculous  meningitis.  We  discussed  it  last 
year  on  the  pediatric  service.  We  had  a case 
where  we  said  this  child  does  not  look  as  sick 
as  the  spinal  fluid  cell  count  would  indicate. 
For  that  reason  we  thought  of  tuberculous 
meningitis.  This  was  subsequently  confirmed. 

There  was  some  nuchal  rigidity,  and  w^e  now 
see  evidence  of  a meningitis.  The  left  pupil 
is  dilated  and  fixed  to  light.  We  have  flattening 
of  the  left  nasal  fold.  Now  we  have  a suggestive 
bilateral  Babinski  toe  sign,  but  with  the  sugges- 
tive bilateral  Babinski  toe  sign  active  use  of  all 
extremities  was  described.  The  Babinski  toe 
signs  indicate  bilateral  involvement  of  the 
corticospinal  or  p}Tamidal  tracts.  This  patient 
did  have  trouble  with  his  extremities  but  had  no 
motor  impairment.  Although  there  is  no 
weakness  of  the  extremities,  the  arrow  implicates 
both  corticospinal  tracts.  When  you  have  a 
lesion  that  attacks  the  corticospinal  tract 
massively,  like  occlusion  of  a blood  vessel, 
giving  an  area  of  encephalomalacia  or  a tumor 
pressing  on  the  tract,  we  have  the  whole  tract 
involved,  with  every  type  of  function  of  that 
tract  affected.  There  are  fibers  for  voluntary 
motor  power,  for  inhibition  of  deep  tendon 
reflexes,  for  inhibition  of  muscle  tone,  for  the 
Babinski  toe  sign,  for  innervation  of  abdominal 
skin  reflexes,  etc.  So  with  involvement  of  the 
whole  tract  there  results  paralysis  with  spasticity, 
hyper-reflexia,  Babinski  toe  sign,  and  absence  of 
abdominal  skin  reflexes.  When  a patient  has  the 
Babinski  toe  sign  but  no  paralysis  or  has  the 
Babinski  toe  sign  and  yet  the  abdominal  skin 
reflexes  are  present,  we  have  to  think  of  some 
type  of  selective,  endogenous  involvement  of 
the  tracts,  as  occurs  in  diseases  like  amyotrophic 
lateral  sclerosis.  The  following  day  he  lapsed  into 
deep  stupor.  Another  observer  now  again 
noted  that  the  pupils  reacted  to  light.  Again  we 
have  in  and  out  pupils,  dilated  and  fixed  one 
day  and  now  reacting  to  light,  the  choked  disk, 
papilledema  no  longer  noted,  left  facial  symptoms 
still  present,  temperature  still  up,  and  the  same 
day  the  patient  was  described  as  opisthotonic. 
This  opisthotonic  posture  of  the  body  with 
bilateral  Babinski  toe  signs  now  described  with 
paresis  of  all  extremities  indicates  an  advancing 
type  of  disorder,  implicating  the  pyramidal 
tracts.  Again  on  the  fifth  day,  however,  he  was 
more  alert,  the  eyes  deviated  to  the  left,  the  left 
pupil  is  again  dilated  and  fixed,  and  on  the  sixth 
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day  respirations  were  stertorous  and  he  had 
some  Cheyne-Stokes  breathing.  Later  he  had 
marked  nuchal  rigidity,  was  described  as  critical, 
and  the  following  morning  his  condition  was 
unaltered  except  that  the  right  side  of  the  body 
was  spastic.  On  the  ninth  day  he  was  again 
running  a temperature,  and  when  stimulated  he 
went  into  decerebrate  rigidity  which  before  had 
been  spoken  of  as  opisthotonus.  These  findings 
definitely  implicate  the  midbrain  region.  The 
pupils  are  now  fully  dilated.  A percutaneous 
carotid  arteriogram  was  performed . N o aneurysm 
or  malformation  was  noted  in  the  arterial  tree. 
He  was  taken  to  the  operating  room  and  bilateral 
burr  holes  revealed  no  epidural  and  no  subdural 
blood.  The  brain  was  not  bulging.  They 
cannulated  the  left  lateral  ventricle  and  obtained 
120  cc.  of  a blood- tinged  fluid.  X-rays  revealed 
symmetric  dilation  of  the  lateral  ventricles,  and 
the  third  and  fourth  ventricles  were  well  out- 
lined and  in  the  midline.  He  died  the  next  day. 

I think  we  know  where  the  pathology  should 
be  in  this  patient.  If  he  had  any  pathology  in 
the  cerebral  hemispheres,  it  was  not  the  dominant 
part  of  the  picture.  He  had  involvement  of  the 
brain  stem.  The  brain  stem  involvement  was 
sufficient  to  produce  a great  deal  of  involvement, 
but  yet  the  cranial  nerve  nuclei  were  not  affected. 
But  he  had  bilateral  pyramidal  tract  dysfunction. 
If  this  were  a single  lesion  like  a neoplasm  within 
the  substance  of  the  brain  stem  producing  the 
disorder  of  both  pyramidal  tracts,  we  would 
expect  that  the  cranial  nerve  nuclei  in  between 
would  be  involved.  He  would  have  a third 
nerve  palsy.  He  would  have  a sixth  nerve 
palsy.  None  of  the  cranial  nerves  were  involved. 
This  lesion  seems  to  be  outside  of  the  brain 
stem.  With  an  advancing  type  of  clinical  picture 
a young  man  enters  the  hospital  after  a two- 
week  illness,  remains  apathetic,  is  a mental 
problem,  becomes  drowsy  and  stuporous,  has  a 
Babinski  one  day  which  is  not  there  the  next,  and 
then  has  a bilateral  Babinski.  Somebody  talks 
about  pupils  reacting  one  day  but  not  the  next, 
one  becomes  dilated  and  does  not  react  to  light, 
and  there  is  advancing  paralysis  and  finally 
spasticity  and  decerebrate  rigidity.  This  appears 
to  be  a picture  of  some  kind  of  lesion  that  is 
strangulating  and  affecting  the  functions  of  the 
brain  stem.  That  could  be  neoplasm,  not  within 
the  brain  stem,  but  outside  the  brain  stem.  It 
would  have  to  be  extensive  tumor  running 
along  the  whole  brain  stem  and  implicating 


structures  bilaterally  but  leaving  too  many 
structures  intact.  It  is  a possibility,  but  a 
space-occupying  lesion  does  not  usually  do  that. 
It  affects  all  structures.  The  man  had  been  a 
prize  fighter.  It  could  be  a subdural  hematoma 
causing  edema  of  the  brain,  thus  implicating 
structures  of  the  brain  stem  and  producing  the 
picture  this  man  had.  We  are  told,  however, 
that  burr  holes  did  not  disclose  any  blood  in  the 
epidural  or  the  subdural  space,  and  air  studies 
disclosed  a dilated  symmetrical  system  of  ven- 
tricles etc.,  so  this  is  not  a space-occupying 
lesion  of  any  type. 

The  fact  that  he  had  been  described  as  not 
looking  sick  and  yet  was  very  sick  with  a low- 
grade  temperature,  a steadily  progressing  picture 
of  headache,  apathy,  and  cachexia,  and  finally, 
decerebrate  rigidity  without  gross  evidences  of 
involvement  bilaterally  of  all  the  other  structures 
would  lead  me  to  think  that  this  could  be  some 
type  of  extramedullary  process,  some  kind  of  a 
slimy  exudate,  not  a hemorrhage.  With  nuchal 
rigidity  and  such  an  inconsistent  picture  we  had 
to  think  of  some  form  of  chronic  meningitis. 
The  patients  with  most  forms  of  meningitis 
(meningococcic,  pneumococcic  forms,  etc.)  look 
very  sick.  This  is  consistent  with  the  large 
numbers  of  cells  in  the  spinal  fluid.  There  is 
increased  protein  and  lowering  of  the  sugar. 
They  appear  toxic.  When  you  have  a picture  in 
the  spinal  fluid  indicating  a meningeal  process, 
yet  the  patient  does  not  look  sick,  that  should 
make  you  think  of  tuberculosis.  Therefore, 
because  of  my  inability  to  more  definitely 
implicate  any  other  type  of  pathology,  it  would 
be  my  feeling  that  we  are  dealing  here  with  a 
meningeal  disorder,  an  exudate  at  the  base  of  the 
brain  such  as  occurs  in  tuberculous  meningitis. 

Chairman  Fitzgerald:  Dr.  Ledner  has  some 
x-rays  for  us,  ventriculography  and  arte- 
riography. 

Dr.  Robert  A.  Ledner:  The  plain  films  of 
the  skull  showed  no  evidence  of  any  changes  in 
the  sella  turcica  or  evidence  of  abnormal  calcifi- 
cation. I believe  the  angiogram  was  done  next. 

(Film)  Frontal  projections  are  not  too 
satisfactory,  but  we  have  a fairly  good  lateral 
view  which  shows  no  abnormality  other  than 
possibly  some  degree  of  stretching  of  the  peri- 
callosal branch  of  the  anterior  cerebral  artery. 
It  seems  to  be  displaced  slightly  upward  and 
forward,  and  it  appears  slightly  stretched,  as  if 
there  were  some  swelling  in  the  corpus  callosum 
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of  some  type,  displacement  of  the  corpus  callo- 
sum by  dilated  lateral  ventricles. 

The  ventriculograms  show  essentially  the 
findings  which  have  been  reported.  They  show 
the  bilateral  symmetrical  dilatation  of  the  lateral 
ventricles  throughout  their  entire  extent.  There 
is  also  dilatation  of  the  third  ventricle,  which 
appears  to  be  in  the  midline.  I think  we  can 
barely  outline  the  fourth  ventricle  as  well,  but 
without  definitely  seeing  the  aqueduct.  No 
other  abnormalities  are  seen. 

(Film)  The  chest  plate  was  interpreted  as 
showing  no  evidence  of  recent  pleural  or  pulmo- 
nary pathology. 

Chairman  Fitzgerald:  Among  the  student 
diagnoses  w^ere:  viral  encephalitis,  cerebral 

vascular  hemorrhage  on  the  basis  of  cerebral 
atherosclerosis,  intracranial  neoplasm,  ruptured 
cerebral  aneurysm,  and  intracranial  edema 
secondary  to  trauma. 

Would  the  internists  buy  this  as  a tuberculous 
meningitis  without  any  cough  and  a report  of  a 
negative  chest  film?  I see  two  internists  nodding 
their  heads.  Dr.  Chu,  do  you  believe  that  this  is 
a tuberculous  meningitis?  Particularly  without 
cough? 

Dr.  L.  S.  Chu:  It  is  possible. 

Chairman  Fitzgerald:  Does  this  disturb  you, 
Dr.  Rabiner,  the  fact  that  there  is  no  clinical 
evidence  for  tuberculosis? 

Dr.  Rabiner:  As  I said,  we  have  in  a number 
of  years  made  the  diagnosis  of  tuberculous 
meningitis  and  have  been  wrong  most  of  the  time. 
In  most  cases  there  has  been  no  clinical  evidence 
of  tuberculosis  elsewhere  in  the  body. 

Diagnoses 

Dr.  Rabiner. — Tuberculous  meningitis. 

Anatomic.' — Tuberculous  meningitis. 

Pathologic  Report 

Dr.  Stanley  M.  Aronson:  I think  it  would 
be  rather  difficult  to  add  any  color  or  clarification 
to  this  case  after  Dr.  Rabiner’s  very  vivid  and 
dynamic  presentation.  Pathologically  we  were 
able  to  demonstrate  a diffuse  tuberculous  process 
of  a miliary  nature,  involving  the  lungs,  the 
spleen,  the  liver,  and  the  kidneys  as  well  as 
numerous  other  organs.  The  presenting  symp- 
tomatology was  almost  exclusively  confined  to 
the  central  nervous  system  deficits,  and  there- 
fore our  pathologic  description  will  be  largely 


devoted  to  this  aspect  of  the  disseminated 
disease. 

(Slide)  This  is  a view  of  the  base  of  the  brain, 
and,  as  Dr.  Rabiner  postulated,  there  is  a rather 
thick,  immobile  exudate,  certainly  not  resem- 
bling the  lush,  mobile  exudate  that  we  generally 
associate  with  pneumococcal  or  meningococcal 
meningitis.  Notice  that  the  meningeal  exudate  is 
principally  restricted  to  the  midline  and  para- 
sagittal midline  structures.  At  least  from  this 
view  the  normally  resident  structures  at  the 
base  of  the  brain  are  largely  obscured  bjr  this 
rather  thick,  granulomatous  exudate.  The 
optic  chiasm,  for  example,  has  a thick  coating  of 
granulomatous  tissue  around  it.  The  various 
arterial  vessels  at  the  base  of  the  brain  are 
quite  obviously  surrounded  by  the  inflammatory 
process.  We  get  a suggestion  of  a more  diffuse 
form  of  meningitis.  Occasionally  little  isolated 
congregations  of  exudate  (obviously  tubercles) 
are  visualized. 

(Slide)  In  cross-section,  confirmation  of  the 
symmetric  ventricular  dilation  exemplified  in  the 
ventriculograms  is  seen.  In  addition,  another 
feature  of  considerable  importance  is  noted. 
There  is  a tendency  for  this  exudate  to  extend 
somewhat  laterally  into  the  bilateral  Sylvian 
fissures,  surrounding  the  perpendicular  branches 
of  the  middle  cerebral  artery  bilaterally. 
The  brain  stem  shows  a choking  form  of  cir- 
cumferential chronic  meningitis,  involving  not 
only  the  basilar  structures  and  traversing  blood 
vessels  but  also  the  lateral  and  dorsal  aspects  as 
well. 

(Slide)  Histologically  we  find  the  typical 
pattern  that  we  generally  associate  with  a 
chronic  granulomatous  leptomeningitis.  The 
specific  or  precise  diagnosis  obviously  can  rest 
only  on  the  visualization  of  the  offending  patho- 
gen, which  was  done  with  appropriate  stains. 
There  is  noted  a chronic  form  of  inflammatory 
process,  with  a tendency  toward  orientation 
about  the  blood  vessels  of  the  subarachnoid 
space,  and  the  obvious  histologic  accompaniments 
of  a tuberculous  inflammation,  namely,  the 
giant  cells  and  the  epitheloid  cells. 

(Slide)  Dr.  Rabiner  also  mentioned  the 
evanescent  or  tidal  fluctuations  of  cranial  nerve 
signs.  This  picture  represents  the  emergent 
abducens  nerve.  From  its  relatively  safe  position 
within  the  medullary  substance  it  immediately 
goes  out  into  the  cold  reality  of  a subarachnoid 
exudate,  where  the  nerve  is  extrinsically  corn- 
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pressed  and  infiltrated. 

(Slide)  Within  the  basilar  leptomeninges  an 
endarteritis  is  noted  with  narrowing  and  occasion- 
ally even  occlusion  of  some  of  the  involved 
vessels. 

(Slide)  In  this  particular  case  we  had  a 
parenchymal  reflection  of  this  endarteritis. 
Within  the  bilateral  basal  ganglionic  regions 
there  are  small  focal  areas  of  encephalomalacia 
accounting  for  many  progressive  pyramidal  tract 
insufficiencies  displaj^ed  by  the  patient. 

(Slide)  Within  the  parietal  lobe  a small 
tuberculoma  was  found,  acting  presumably  as  the 
feeding  source  for  the  resultant  leptomeningitis. 
This  finding  is  in  accordance  with  Rich’s  concept, 
that  a small  parenchymal  abscess  is  necessary  to 
feed  constantly  into  the  leptomeninges  before 
tuberculous  infection  in  the  subarachnoid  space 
can  be  established. 

In  reviewing  some  of  our  other  cases  in  recent 
years,  we  have  noted  the  almost  invariable 
presence  of  a preliminary  intracranial  tuber- 
culoma in  most  instances  but  not  necessarily  in 
the  cerebrum.  Here  we  have  one  in  the  cerebel- 
lum. (Slide)  In  the  same  case,  notice  the 
tangential  quality  of  the  tuberculoma  to  the 
leptomeninges,  giving  a free  avenue  of  sub- 
arachnoid escape  to  the  tubercle  bacillus. 

(Slide)  The  causation  of  the  hydrocephalus 
in  this  present  case  is  obviously  attributable  to 
the  extensive  and  obstructive  leptomeningeal 
process  at  the  base  of  the  brain  impeding  the 
flow  of  cerebrospinal  fluid  from  the  interior 
ventricles.  This  is  a fairly  constant  feature  in  all 
our  cases  of  tuberculous  meningitis. 

(Slide)  Another  aspect  which  merits  re- 
mention is  the  fact  that  many  of  the  cranial 
nerves,  particularly  the  third,  seem  to  be  im- 
plicated in  this  disease.  As  the  third  nerve 
emerges  from  the  interpeduncular  fossa  of  the 
midbrain,  it  must  of  necessity  go  through  the 
thick  plastic  exudate. 

(Slide)  There  is  one  other  feature  that  this 
case  showed  and  that  at  least  80  per  cent  of  our 
cases  of  tuberculous  meningitis  demonstrate, 
namely,  nonspecific  encephalomalacia  within 
the  basal  ganglia. 

Note  how  all  of  the  subsidiary  branches  of 
the  middle  cerebral  artery  are  completely 
surrounded  by  the  exudate,  compromising  their 
functional  blood  flow  and  leading  ultimately  to  an 
encephalomalacia. 

We  have  chosen  this  case  for  two  reasons: 


first,  to  have  the  pleasure  of  hearing  Dr.  Rabiner 
again,  and  second,  because  this  represents  one 
of  the  commonest  forms  of  fatal  meningitis  in 
this  hospital.  It  is  to  be  stressed  that  approx- 
imately 30  per  cent  of  patients  succumbing 
from  meningitis  in  this  hospital  die  as  a con- 
sequence of  tuberculous  involvement  of  the 
meninges.  They  are  not  all  in  the  childhood 
group.  The  majority  of  them  have  been  adults  in 
the  third,  fourth,  and  fifth  decades  of  life. 
Because  of  the  rather  insidious  course  which 
some  of  them,  and  today’s  case  in  particular, 
display,  the  diagnosis  is  rarely  entertained  during 
the  patient’s  lifetime. 

Chairman  Fitzgerald:  We  have  asked  Dr. 
Ledner  to  review  the  x-ray  originally  taken  of  the 
chest. 

Dr.  Ledner:  Two  chest  films  were  made 
early  in  this  patient’s  course  on  successive  days. 
The  first  one  was  quite  unsatisfactory  because 
of  the  presence  of  these  large  artefacts  over  the 
lung  fields.  The  second  one,  made  on  the  follow- 
ing day,  is  also  certainly  of  suboptimal  quality, 
but  on  re-evaluating  these  films,  I think  there  is 
a very  fine,  faint,  and  subtle  nodularity,  particu- 
larly in  the  upper  lung  field,  probably  also 
present  in  the  lower  lung  fields  but  not  well 
seen.  It  is  a very  fine  miliary  process. 

Chairman  Fitzgerald:  Dr.  Rabiner,  would 
you  like  to  comment  further? 

Dr.  Rabiner:  Nothing  except  to  repeat  that 
through  the  years,  whenever  we  have  a patient 
who  makes  us  think  of  what  we  used  to  call  the 
septic  picture  with  the  patient  looking  not  as 
sick  as  he  should  be,  we  think  of  tuberculous 
meningitis. 

I have  made  the  diagnosis  often  and  been 
wrong,  and  I have  failed  to  make  the  diagnosis 
so  often  when  autopsy  revealed  the  tuberculous 
meningitis  that  I never  feel  frustrated  when  I 
have  missed  it.  I think  it  is  a most  difficult 
diagnosis  to  make. 

I did  not  make  the  diagnosis  on  this  case 
except  by  exclusion,  and  only  for  the  few  reasons 
I gave  you  first:  this  insidious,  slowly  developing 
affair,  not  acute  with  a mental  picture  pointing 
to  organic  disease  of  the  brain,  followed  by  a 
steadily  advancing  treacherous  course,  in  and 
out  implication  of  the  structures,  and  finally  a 
picture  of  stupor  in  a patient  who  had  been,  so  to 
speak,  treacherously  ill,  and  with  the  incon- 
sistency of  the  statement  made  by  several 
observers  that  “the  patient  does  not  look  sick.” 
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The  patient  was  walking  around,  able  to  use  his 
legs,  yet  he  had  signs  of  corticospinal  tract 
involvement,  the  Babinskis.  That  picture, 
with  final  nuchal  rigidity  pointing  to  the  involve- 
ment, should  make  us  say  tuberculous  menin- 
gitis, but  the  same  case  with  the  same  picture 
may  turn  out  to  be  something  else  the  next  time. 

Chairman  Fitzgerald:  We  can  almost 

guarantee  that  possibility. 

Dr.  Ann  Carter:  I would  like  to  emphasize 
the  importance  of  the  spinal  fluid  sugar,  which 
was  not  mentioned  in  the  protocol.  It  is  also 
important  to  do  a simultaneous  blood  sugar. 

Chairman  Fitzgerald:  Is  it  not  conceivable 
that  those  “crenated  red  cells”  were  inflam- 
matory cells?  Dr.  Aronson  mentioned  that 
possibility.  Would  you  think  that  likely,  Dr. 
Rabiner? 

Dr.  Rabiner:  In  several  cases  we  have  had 
blood  in  the  spinal  fluid  in  tuberculous  menin- 
gitis. 

Dr.  L.  P.  Hinterbuchner:  I wanted  to  men- 


tion the  crenated  cells.  We  have  seen  several  cases 
where  the  cells  mentioned  were  red  blood  cells 
and  it  turned  out  to  be  tuberculous  meningitis. 

One  other  point  I would  like  to  mention  about 
the  electroencephalogram  is  that  this  protocol  is 
apparently  a record  of  a patient  with  a state  of 
clouded  consciousness.  One  should  always  ask 
for  what  the  occipital  leads  do  in  such  a case. 
With  the  occipital  records,  when  we  have 
slowing  of  the  waves  elsewhere,  one  can  assume 
that  the  patient  is  not  asleep  and  that  the  slowing 
means  organic  disturbance  of  the  cortical  cells. 
This  would  be  additional  supporting  evidence. 
Since  all  the  leads  were  slow  and  the  occipital 
leads  were  slow,  this  would  be  additional  evidence 
for  the  concept  that  this  was  not  involvement  of 
the  cortex. 

Chairman  Fitzgerald:  We  have  heard 

masterful  clinical  and  pathologic  discussions  that 
teach  us  a sound  lesson  about  this  lesion  which 
is  so  often  undiagnosed  in  general  hospitals. 


Corneal  Grafts  Preserved  “ Indefinitely ” 


Washington , D.C. — A method  for  indefinite  pres- 
ervation of  corneal  tissues  involving  dehydration  in 
95  per  cent  glycerin  solution  has  been  reported  by  a 
group  of  Washington  ophthalmologists  working  un- 
der a research  grant  from  the  National  Institutes  of 
Health. 

Dr.  John  Harry  King,  Jr.,  in  collaboration  with  the 
Ocular  Research  Unit  of  Walter  Reed  Army  Medi- 
cal Center,  reported  that  traditional  methods  of 
freezing  corneas  for  penetrating  or  lamellar  kerato- 
plasty had  necessitated  surgery  within  seventy-two 
hours  of  enucleation.  With  the  dehydration  proc- 
ess, he  said,  corneas  may  be  stored  indefinitely  and 
shipped  in  sealed  tubes  without  refrigeration. 

The  procedure  is  particularly  adaptable  to  lamel- 
lar keratoplasty,  said  Dr.  King,  commenting  that 
“the  supply  of  donor  cornea  can  be  made  constant 
and  wastage  can  be  diminished  if  eye  banks  would 
consider  utilizing  the  method  of  preservation  which 
we  employ.”  Dr.  King  said  that  several  hospital 
and  eye  banks  had  ordered  the  necessary  equipment 
for  dehydration. 

A manifold  vacuum  system  based  on  that  used  to 


freeze-ary  arterial  segments  for  an  artery  bank  is 
employed  in  the  procedure,  according  to  the  report 
in  the  American  Journal  ‘of  Ophthalmology.  The 
manifold  connects  to  a vacuum  pump  by  way  of  a 
condensation  vapor  trap  and  hose  connection. 
Vapors  are  drawn  by  the  vacuum  pump  to  the  bot- 
tom of  the  trap,  where  they  condense. 

Corneas  from  enucleated  human  eyes,  excised 
within  three  hours  after  death,  were  placed  in  small 
sterile  glass  tubes  containing  enough  95  per  cent 
commercial  glycerin  to  cover  them  completely. 
The  tubes  were  connected  to  the  outlets  on  the  man- 
ifold of  the  dehydrating  apparatus  one  to  five  hours 
following  enucleation.  After  dehydration,  the  tubes 
were  stored  upright  at  room  temperature  until 
needed. 

Lamellar  grafts  of  human  cornea  stored  for  as  long 
as  nine  months  have  proved  “uniformly  successful” 
in  patients  who  have  undergone  transplants,  said 
Dr.  King.  The  lamellar  transplants  showed  “ex- 
cellent healing”  and  were  consistent  in  appearance 
with  successful  nonpenetrating,  grafts,  he  said. — 
Scope  Weekly,  October  2, 1957 
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Speakers 


Reverend  Oren  H.  Baker,  Dean  and  Professor  of  Pastoral  Theology, 
Colgate  Rochester  Divinity  School 
Rabbi  Abraham  Karp,  Temple  Beth-El 

Reverend  Joseph  L.  Hogan,  Professor  of  Theology,  St.  Bernard's 
Seminary 


Dr.  Oren  H.  Baker 

There  is  a story  about  six  men  who  were  set 
adrift  in  a lifeboat  after  shipwreck.  Two  were 
Irish,  two  were  Scotch,  and  two  were  English. 
When  they  were  rescued,  some  days  later,  the 
Irishmen  were  engaged  in  eager  argument,  the 
Scotsmen  had  organized  a philosophical  society, 
the  Englishmen  were  not  yet  introduced.  The 
story  is  not  without  application  to  attitudes  which 
have  been  observed  in  the  relations  of  physicians 
and  clergymen.  Disagreement  is  not  unknown 
to  us.  A philosophical  acceptance,  with  expres- 
sions cf  friendliness  here  and  there,  has  likewise 
been  characteristic  of  many  in  both  groups.  A 
dignified  reserve,  marked  by  mutual  respect,  but 
accentuating  the  feeling  that  it  is  better  that 
each  should  pursue  his  own  course  in  ministering 
to  the  patient,  has  probably  been  more  common 
than  the  other  two  attitudes. 

There  are  signs,  however,  that  all  this  is  chang- 
ing. This  meeting,  if  I interpret  its  intention 
correctly,  is  more  than  an  introduction  to  close 
the  gap  of  such  separation  as  may  exist  between 
us.  It  is  a proffer  of  hospitality  that  would  seem 
to  extend  beyond  the  ordinary  connotation  of 
that  word.  When  I read  the  phrasing  of  our 
subject,  as  you  have  formulated  it,  and  noted 
that  “Religion”  is  joined  to  “Medicine”  by  a 
preposition  instead  of  a conjunction,  I could  not 


avoid  recognizing  that  something  new  is  happen- 
ing in  our  thinking.  I hope  I do  not  misread 
the  meaning  intended,  but  it  would  appear  that 
we  are  openly  acknowledging  that  religion  has  a 
place  in  therapeutics  and  that  we  would  like  to 
move  from  introduction  to  conversation.  If 
that  be  correct,  it  is  with  a sense  of  privilege  and 
humility  that  I proceed  to  my  part  in  the  task 
which  you  have  invited  my  colleagues  and  me  to 
undertake. 

I should  like  to  begin  with  a brief  reference  to 
the  history  of  our  professions.  In  this  I need  not 
rehearse  what  is  well  known  to  you  about  the 
close  association  of  what  served  as  religion  and 
medicine  among  primitive  men,  a relationship 
which  continued  through  many  centuries  and 
which  some  would  characterize  by  saying  that 
the  two  interests  were  indistinguishable.  Yet, 
in  the  fact  that  ancient  men  used  certain  rites  to 
invoke  the  aid  of  beneficent  powers,  on  the  one 
hand,  and  other  rites  to  placate  or  repel  evil 
spirits,  on  the  other,  I find  the  early  beginnings 
of  a functional  dualism  that  has  persisted, 
through  many  alterations  of  means  and  technics, 
to  the  present  time.  A real  differentiation  got 
under  way  in  Babylonia  and  Egypt  and  came 
clearly  into  the  open  with  Hippocrates  in  the 
sixth  century  b.c.  and  with  Galen  in  the  second 
century  a.d.,  with  some  help  from  the  philos- 
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opher  Aristotle  in  between.  There  was  still,  of 
course,  much  that  bore  the  character  of  religion 
in  the  medicine  of  those  times,  and  religious 
healing  cults  flourished  alongside  the  work  of 
those  who  called  themselves  physicians  instead 
of  priests.  These  cults  abounded  at  the  begin- 
ning of  our  era.  The  emphasis  upon  the  healing 
work  of  Jesus  of  Nazareth  in  the  Gospels  is  in 
part,  at  least,  a reflection  of  the  necessity  for  the 
new  religion  to  accommodate  itself  to  the  influ- 
ence of  practices  in  the  Graeco-Roman  temples. 

Nevertheless,  as  the  centuries  passed,  medicine, 
frequently  opposed  by  religion,  moved  toward 
autonomy  until  it  achieved  full  emancipation  and 
grounded  itself  firmly  at  last  upon  science,  from 
which  has  come  the  amazing  achievements  of  re- 
cent times.  At  least  two  facts  should  be  noted 
in  this  latter  development.  First,  the  altruistic 
and  humanitarian  attributes  of  religion  have 
supported  medicine  in  the  establishment  of  hos- 
pitals and  made  common  cause  with  it  in  protec- 
tive and  preventive  measures  designed  to  ensure 
the  blessing  of  health  and  long  life  to  all.  A 
second  inference  from  our  history*  is  that  when 
scientific  progress  has  required  accommodation, 
religion  has  assimilated  the  new  facts  without 
compromising  its  distinctive  genius.  I am  not 
certain  that  we  can  say  now,  perhaps  for  the 
first  time,  that  medicine  is  making  the  overtures 
to  religion  as  a result  of  studies  in  psychosomatics, 
which  are  bringing  it  into  the  realm  of  the  spirit 
where  religion  has  always  had  paramount  con- 
cern. At  any  rate,  it  would  appear  that  the 
fortuitous  mingling  of  medical  and  religious 
elements  in  the  practices  of  ancient  and  medieval 
men  may,  in  our  time,  be  coming  together  on 
the  basis  of  a critical,  appraising  intelligence 
supported  by  empirical  method.  Without  ex- 
pressing too  much  optimism,  it  may  indeed  be 
that  this  new  rapprochement  will  open  up  un- 
usual avenues  for  human  good  during  the  next  half 
century.  It  is  certainly  worth  noting  that  one 
of  the  leading  medical  schools  in  this  country  has 
already  appointed  a doctor  of  divinity,  without 
medical  education,  as  associate  professor  of 
religion  and  health  on  its  staff. 

With  this  allusion  to  history  as  background, 
it  is  relevant  now  to  ask  the  main  question  that 
is  in  our  minds.  What  is  there  in  the  nature  of 
religion  that  warrants  closer  collaboration  of  our 
two  disciplines  in  the  healing  of  the  sick?  Recog- 
nizing the  confusing  variety*  and  complexity7  of 
religious  belief  and  practice  in  our  culture  I 


must,  at  the  risk  of  oversimplification,  limit  my 
answer  to  bare  essentials.  I hope  this  will  be 
enough,  and  provide  ample  latitude  for  my  col- 
leagues to  round  out  the  discussion  in  terms  of 
their  own  peispectives.  I shall  present  three 
propositions  with  just  enough  elaboration  to 
make  my*  meaning  clear. 

My7  first  proposition  is  that  religion  arises  in 
man  by  virtue  of  his  unique  character  as  a self- 
conscious  organism  endowed  with  capacity  to 
perceive  the  meaning  of  his  own  existence  and 
undertake  the  direction  of  his  life  through  that 
meaning.  In  this  statement  we  make  five  affir- 
mations about  man.  In  the  reference  to  “exist- 
ence,” we  acknowledge  his  place  in  the  natural 
order  both  from  the  standpoint  of  his  origin  and 
his  continuing  nurture.  We  recognize  that  he  is 
an  “organism”  consisting  of  diversified  members 
each  of  whose  functions  is  timed  in  relation  to  all 
the  others  in  a living  unity*.  In  sayflng  that  he  is 
“self-conscious,”  we  include  the  facts  of  his  in- 
volvement in  a social  milieu  and  his  psychical 
internalization  of  social  experience.  In  the  refer- 
ence to  his  capacity7  for  the  perception  of  mean- 
ing, we  stress  his  need  to  believe,  his  unique  gift 
for  speech  and  symbolization  by  which  he  puts 
his  world  together  in  abstract  forms.  In  this 
character,  he  is  a person.  He  does  not  live  by 
bread  alone,  but  by'  words.  Finally,  we  are  say- 
ing that  words,  formulating  meanings,  direct 
rational  action. 

My  second  proposition  flows  from  the  first.  It 
is  a part  of  his  self-conscious  activity  that  man 
should  know  himself  as  an  individual  in  separa- 
tion from  the  world  of  phy*sical  objects  and 
other  human  beings.  Religion  draws  the  picture 
here  in  two  dimensions  which  we  may*  call  the 
cosmic  or  universal  order,  on  the  one  hand,  and 
the  order  of  social  relationship,  on  the  other. 
Both  of  these  merge  in  man’s  perception  of  the 
meaning  of  his  existence.  In  the  first,  we  con- 
front the  concept  of  creation.  Whatever  may 
be  our  view  of  the  process  by*  which  man  became 
a being  differentiated  from  other  creatures,  reli- 
gion summates  the  essential  facts  in  terms  of  an 
act  of  God.  It  follows  that  as  a creature  man 
knows  himself  in  separation  from  his  Creator. 
In  this  state  he  feels  autonomous,  with  freedom 
to  choose  his  own  course.  But  he  is  at  once 
beset  by7  the  correlate  of  freedom,  namely',  re- 
sponsibility*. He  must  be  prepared  to  accept 
the  consequences  of  his  acts  which  ultimately* 
add  up  to  a final  judgment  on  his  life.  In  short, 


220 


New  York  State  J.  Med. 


RELIGION  IN  MEDICINE 


| it  is  this  separation  from  his  Creator,  with  the 
I necessity  of  living  responsibly,  that  gives  rise  to 
| the  existential  anxiety  with  which  all  religions 
have  sought  to  deal. 

In  reference  to  the  dimension  of  social  relation- 
ship, the  source  of  anxiety  is  again  rooted  in  the 
fact  of  separation,  this  time  a concomitant  of 
the  developmental  history  of  the  individual. 
Birth  is  a separation  of  profound  organic  and 
emotional  consequence.  Some  refer  to  it  as 
a traumatic  event.  Ferenzci,  Hungarian  physi- 
cian who  practiced  in  Vienna,  once  described  the 
condition  of  the  human  fetus  as  a state  of  “un- 
conditioned omnipotence,”  an  impressive  way  of 
characterizing  the  remarkable  equilibrium  estab- 
lished by  an  environment  in  which  the  discrep- 
ancy between  desire  and  satisfaction  is  prac- 
tically nonexistent.  At  birth,  all  this  is  changed. 
The  human  individual  must  thenceforth  make  his 
own  way  by  progressive  adaptation  to  the  circum- 
stances which  surround  him.  Weaning  time 
comes  in  a few  months,  interaction  with  parents 
and  siblings  accentuate  differences.  Feelings 
of  rejection  countered  by  devices  for  securing 
love  and  a sense  of  belonging  are  common  ele- 
ments in  the  daily  round  of  the  home.  Later 
childhood  and  the  final  emancipation  from 
parents  in  adolescence,  with  corresponding  neces- 
sity of  assuming  increasing  responsibilities,  are 
potent  sources  of  anxiety.  All  this,  compounded 
with  an  adult  perception  of  man’s  cosmic  loneli- 
ness, presents  the  field  of  religion’s  mission  to 
mankind. 

It  will  be  seen  at  once  that  illness  accentuates 
the  feeling  of  separation.  The  degree  of  its  in- 
tensity depends  on  the  seriousness  of  the  disease 
and  the  inner  resources  of  the  person.  But  it  is 
clear  that  to  be  sick  means  isolation,  enforced 
inactivity,  worries  about  family,  business,  past 
acts,  and  a host  of  other  matters,  to  say  nothing 
about  pain  and  the  final  separation  of  death. 

This  brings  me  to  my  third  proposition  which 
affirms  the  union  of  faith  and  belief  in  a sup- 
portive community  called  the  church.  There  are 
two  aspects  of  faith  as  an  attitude.  One  empha- 
sizes security  in  the  orderliness  and  dependability 
of  nature.  The  other  stresses  unrealized  possi- 
bility that  lies  beyond  present  condition.  This 
is  hope,  or  that  positive  vigor  of  the  human 
spirit  which  remains  affirmative  in  the  presence 
of  discouragement,  despair,  and  everything  that 
offends  the  dignity  of  man  as  a child  of  God.  A 
great  churchman  once  put  it  well  when  he  said, 


“Faith  is  that  attitude  of  the  soul  which  enables  a 
man  to  stand  anything  that  can  happen  to  him.” 

Belief  is  the  formulation,  or  structuring  of  faith, 
in  propositions  accepted  as  true  and  used  to  sus- 
tain constructive  attitudes,  to  re-enforce  the  will 
to  live,  and  to  transform  suffering  into  serenity 
and  peace.  There  is  no  need  to  make  special 
argument  for  the  power  of  belief.  The  fanaticism 
of  a Hitler  and  the  violence  of  a Stalin  dramatize 
what  commitment  to  a morbid  philosophy  that 
enslaves  the  minds  of  men  can  do.  We  know 
also  the  power  of  our  own  belief  in  democracy 
and  liberty  as  evidenced  by  the  vast  sacrifices 
we  are  willing  to  make  for  them.  Religious  be- 
lief, however,  goes  further.  It  girds  the  soul  for 
the  facing  of  ultimate  destiny.  It  holds  us  to- 
gether in  the  face  of  tragedy  and  disaster  and 
creates  a community  of  grace,  love,  and  forgive- 
ness that  assuages  the  isolation  and  loneliness 
which  are  inescapable  properties  of  our  existence. 

In  closing  these  remarks,  I should  like  to 
acknowledge  my  debt  to  two  distinguished 
physicians  whose  work  has  affected  my  thinking. 
The  first  is  the  late  Richard  Cabot  who  was 
somewhat  of  a controversial  figure  in  medicine 
because  of  some  of  his  novel  methods  and  his  tend- 
ency to  cross  the  lines  of  strict  medical  interests. 
He  taught  social  ethics  at  Harvard  in  addition  to 
clinical  medicine,  and  wrote  a book  on  the  subject. 
He  lectured  on  natural  theology  in  a theological 
school.  He  collaborated  with  a young  hospital 
chaplain  in  the  production  of  The  Art  of  Minister- 
ing to  the  Sick,  a work  which  is  still  required  read- 
ing for  theological  students.  An  earlier  book  on 
What  Men  Live  By — work,  play,  love,  and  wor- 
ship— occupies  a cherished  place  in  my  library. 

The  other  physician  whose  reputation  influ- 
enced me  was  William  Osier  who  had  a brilliant 
career  on  both  sides  of  the  Atlantic.  He  was  a 
man  of  amazing  energy  and  resourcefulness  with 
a devotion  to  his  patients  that  had  the  quality  of 
religion.  I have  read  that  it  was  his  custom, 
when  possible  and  appropriate,  to  be  present 
when  his  patients  died.  One  of  the  most  moving 
narratives  that  ever  came  to  my  attention  was 
an  account  of  his  final  ministrations  to  a little 
girl.  Sitting  by  her  bedside  with  her  parents,  he 
talked  to  her  with  an  ease  and  calm  confidence 
that  pushed  back  the  shadows  of  the  dark  hour. 
It  was  an  act  that  affirmed  the  dignity  and  worth 
of  human  life  in  the  very  presence  of  physical 
dissolution.  In  his  time,  Sir  William  was  called 
“the  doctor’s  doctor.”  So,  in  my  last  sentence, 
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I give  you  his  word : 

Nothing  in  life  is  more  wonderful  than 
faith — the  one  great  moving  force  we  can 
neither  weigh  in  the  balance  nor  test  in  the 
crucible. 

Rabbi  Abraham  J.  Karp 

Our  coming  together  here  this  evening  is  in 
the  nature  of  a reunion.  Time  was  when  religion 
and  medicine  were  one.  Man’s  earliest  memories 
are  of  the  priest-physician,  one  man  who  minis- 
tered to  the  physical  and  spiritual  well-being  of 
the  person.  To  him  came  the  patient  to  find  a 
cure  for  the  ills  of  the  body  or  of  the  soul. 

It  is  generally  asserted,  and  quite  correctly, 
that  this  duality  of  function  was  due  to  the  lack 
of  knowledge  and  understanding  of  each.  Yet, 
I have  always  suspected  that  there  wTas  a posi- 
tive cause  as  well.  Ofttimes,  too  particularized 
a specialization  makes  for  limited  understanding. 
Simple,  unsophisticated  early  man,  looking  at  the 
person  as  a total  being,  gained  much  insight  into 
his  being,  his  nature,  his  needs,  his  strengths,  and 
his  weaknesses.  One  of  the  insights  of  ancient 
man  was  the  interrelatedness  of  the  physical 
and  the  spiritual.  More  specifically,  the  institu- 
tion “priest-physician”  came  into  being  because 
our  early  ancestors  sensed  (an  intuition  fortified 
by  experience)  that  spiritual  well-being  was  a 
prerequisite  for  physical  health ; and  that  only  a 
sound  body  could  house  a health}^  soul. 

As  man’s  knowledge  increased,  its  very  vastness 
forced  specialization.  Our  disciplines  went  their 
separate  ways,  sometimes  cooperating,  more  often 
vying  with  each  other. 

Of  late  there  has  come  about  a renewed  recogni- 
tion of  our  community  of  interest.  We  recog- 
nize that  our  calling  dedicates  us  to  the  service 
of  fellowman,  and  that  neither  of  us  can  serve 
his  needs  fully.  We  fulfill  our  sacred  obligation 
fully  only  when  we  turn  to  each  other  in  co- 
operative service,  when  we  utilize  the  skills  of 
both  disciplines  to  keep  the  person  sound  in 
mind  and  bodjr. 

So  it  is  good  that  we  gather  here  in  reunion, 
as  many  of  our  colleagues  have  done  and  are 
doing.  We  do  no  more  than  respond  to  our  duty, 
to  avail  ourselves  of  all  the  knowledge  and  skill 
which  would  aid  us  in  fulfillment  of  our  respective 
callings. 

The  Doctor  in  Our  Tradition. — My  task  this 
evening  is  to  speak  on  “Religion  in  Medicine,” 


irom  the  point  of  view  of  Judaism.  More  specifi- 
cally, I would  briefly  outline  the  Jewish  view  of 
the  doctor,  medicine,  and  some  practical  con- 
siderations in  dealing  with  Jewish  patients. 

The  doctor  has  always  occupied  a place  of 
honor  and  importance  in  Jewish  life  and  tradition. 

God  is  often  referred  to  as  the  “Merciful 
Healer”  and  the  “Faithful  Healer.”  One  en- 
gaged in  the  art  of  healing  is  then  a coworker 
with  God  in  an  enterprise  of  first  importance. 
The  phjrsician  then  fulfills  a religious  duty  when 
engaged  in  his  calling,  and  is  to  be  admired  and 
honored  for  it. 

Ben  Sira,  the  author  of  the  Apocryphal  book 
bearing  his  name,  expresses  tradition’s  senti- 
ments: “A  physician’s  skill  lifts  his  head,  and 
he  may  stand  before  nobles”;  and  “Cultivate  the 
physician  as  you  need  him,  for  him,  too,  has 
God  ordained.” 

The  latter  verse  is  paraphrased  as  a proverb 
in  the  Midrash:  “Honor  the  physician  even  before 
you  need  him.”  The  physician  is  to  be  honored 
because  he  helps  preserve  life  and  there  is  no 
greater  good  than  the  preservation  of  life.  Ac- 
cording to  Jewish  law,  all  the  commandments 
(save  those  prohibiting  idolatry,  bloodshed,  and 
immorality)  may  be  violated  to  save  a life.  A 
person  is  bidden  to  preserve  his  own  life  and 
health  and  to  promote  the  life  and  health  of  others. 

The  rabbis  state  that  he  who  destroys  one  life, 
it  is  as  if  he  destroyed  all  of  humanity,  but  he  who 
saves  one  life,  it  is  as  if  he  saved  the  whole  world. 
They  offer  an  interesting  proof  for  this  assertion. 
At  one  time,  say  the  rabbis,  Adam  was  the  whole 
human  race.  If  anyone  had  killed  Adam,  he 
would  have  destroyed  the  whole  human  race. 
Every  son  or  daughter  of  Adam  is  no  less  im- 
portant than  their  common  ancestor. 

In  a thousand  different  ways  our  tradition 
states  and  restates  the  sanctity  of  human  life 
and  the  importance  of  health. 

To  the  Jew  the  body  is  a holy  vessel,  and  it  is 
his  responsibility  to  care  for  it  properly.  The 
Midrash  relates  that  when  the  great  sage  Hillel 
finished  his  lecture,  his  pupils  asked  him,  “Master, 
where  are  you  going?”  He  answered,  “To  per- 
form a religious  duty.”  “Which  religious  duty?” 
they  queried.  “To  bathe  in  the  bath  house.” 
“Is  that  a religious  duty?”  Hillel  answered: 

“If  someone,  appointed  to  scrape  and  clean 
the  statues  of  the  kind  which  are  set  up  in  the 
theatres  and  circuses,  is  paid  to  do  the  work  and 
furthermore  associates  with  the  nobility,  how 
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much  more  so  should  I,  who  am  created  in  the 
divine  image  and  likeness,  take  care  of  my  body.” 
Jewish  Law  and  Health.' — The  body  is  God’s 
handiwork  and  as  such,  it  is  to  be  treated  with 
reverence.  Jewish  law  ordains  that  a person  is 
to  wash  upon  rising  in  the  morning,  and  before 
each  meal,  and  bathe  once  a week.  The  Talmud 
states:  “One  should  wash  his  face,  hands  and 
feet  every  day  out  of  respect  for  his  maker.” 

It  is  forbidden  for  the  Jew  to  eat  any  food  or 
to  do  anything  which  might  endanger  his  health. 
He  is  further  enjoined  to  seek  the  help  of  anyone 
who  might  help  him  preserve  the  health  of  his 
body.  Jewish  law  in  this  regard  is  this:  (Quoted 
from  the  Code  of  Jewish  law  (16th  century) 
Section  IV,  Chapter  192,  Laws  3 and  4.) 

The  Torah  has  granted  the  doctor  the  privilege 
of  healing,  as  it  is  said:  ‘And  he  shall  cause  him 
to  be  thoroughly  healed’  (Ex.  XXI,  19).  There- 
fore, the  sick  should  not  rely  upon  a miracle,  but 
he  is  in  duty  bound  to  act  according  to  the  custom 
of  the  world  and  call  in  a doctor  to  heal  him.  . . . 
He  who  avoids  calling  in  a doctor  is  guilty  of  two 
evils:  in  the  first  instance  of  transgressing  the 
rule  of  forbidding  the  one  who  is  in  danger  to  rely 
upon  a miracle,  the  other  evil  is  that  he  manifests 
presumption  and  pride  in  depending  upon  his 
righteousness  to  cause  him  to  be  healed  in  a 
miraculous  manner.  One  should  call  on  a com- 
petent doctor.  ...” 

The  law  imposes  an  obligation  on  the  doctor: 

It  is  a religious  duty  for  the  competent  doctor 
to  heal.  This  duty  is  included  in  the  general  rule 
of  saving  a life  in  danger,  and  if  he  avoid  doing 
so,  he  is  guilty  of  bloodshed,  even  if  the  sick  person 
have  another  doctor;  for  the  sick  person  does  not 
enjoy  the  merit  of  being  cured  by  everybody,  per- 
chance, he  is  the  one  appointed  by  Heaven  to 
effect  the  cure.  One  should  not,  however,  prac- 
tice medicine  unless  he  be  competent  to  do  so,  and 
unless  there  is  no  other  one  more  competent  than 
he,  otherwise,  he  is  guilty  of  bloodshed. 

The  Jewish  patient  has  thus  been  taught  to 
have  an  attitude  of  reverence  for  the  doctor  and 
his  calling.  To  cooperate  with  the  doctor  in 
the  process  of  healing  is  a positive  commandment 
of  Jewish  law.  It  is  well  for  the  doctor  to  know 
this,  and  to  know,  too,  that  a rabbi  is  always 
ready  to  speak  to  the  patient  on  this  matter. 
The  doctor  will  find  in  the  rabbi  a willing  and 
eager  coworker.  The  rabbi  will  be  grateful  to 
the  doctor  for  affording  him  the  opportunity  of 
performing  the  religious  duty  of  helping  to  pre- 


serve life  and  restore  health. 

Some  Questions  and  Answers. — A rabbi  is 
often  asked  questions  which  are  of  interest  and 
value  to  a physician.  Let  us  very  briefly  con- 
sider three. 

Question. — Are  there  “last  rites”  in  the  Jewish 
faith? 

Answer. — There  are  no  “last  rites”  in  Judaism. 
There  is  a prayer,  “Confession  On  a Death  Bed” 
which  is  found  in  many  prayer  books.  It  has  no 
sacramental  power.  According  to  tradition, 
the  last  words  to  be  spoken  by  a Jew  are:  “Hear 
Oh  Israel,  The  Lord  Our  God,  the  Lord  is  One.” 

Question.- — Does  Jewish  law  permit  an  autopsy? 

Answer. — There  are  three  groups  in  Judaism: 
Orthodox,  Conservative,  and  Reform.  Ortho- 
doxy forbids  an  autopsy  since  the  mutilation  of 
the  body  is  forbidden  by  law.  Conservative 
and  Reform  practice  permits  the  performance  of 
an  autopsy.  They  argue  that  since  the  reason 
for  the  prohibition  of  the  mutilation  of  the  body 
is  reverence  for  life  and  the  vessel  which  contained 
life,  an  autopsy  which  furthers  medical  knowledge 
and  will,  therefore,  promote  life  and  health  is  in 
spirit  with  the  reverence  for  life.  Many  rabbis 
will  urge  an  autopsy  if  it  is  done  for  the  further- 
ance of  medical  knowledge.  Recently,  I not 
only  approved  but  commended  the  willing  of  her 
eyes  to  an  eye  bank  by  one  of  my  congregants. 

Question. — May  a Jewish  patient  eat  on  Fast 
Day,  on  the  advice  of  a doctor? 

Answer. — If  fasting  will  endanger  the  life  or 
impair  the  health  of  the  patient,  it  is  not  only 
permissible  that  he  eat,  but  it  is  mandatory  that 
he  do  so. 

There  are  many  other  matters  which  relate  to 
health  and  which  touch  upon  religious  observ- 
ance. It  would  be  well  for  every  physician  to 
be  acquainted  with  a rabbi  to  whom  he  can  turn 
for  advice  and  help. 

And,  In  Conclusion. — As  one  who  sees  many 
patients  during  the  year  in  a nonmedical  capac- 
ity, I hear  remarks  about  your  calling  from 
patients,  as  you,  no  doubt,  hear  about  mine  from 
congregants. 

The  doctor  patients  admire,  have  confidence 
in  and  want  to  cooperate  with,  is  the  one  who  is 
genuinely  interested  in  them  as  a person  and 
not  as  a case.  The  most  cherished  thing  any 
man  possesses  is  his  personality  and  his  dignity. 
The  sick  patient  is  even  more  sensitive  to  this. 
To  every  person,  and  most  especially  to  the  one 
suffering  illness,  his  beliefs  and  religious  commit- 
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ments  are  very  important — as  are  even  his  tears 
and  superstitions.  To  make  light  of  them  is  to  do 
a disservice  to  the  patient.  You,  no  doubt,  are 
aware  of  this,  and  yet  I want  to  emphasize  the 
tremendous  importance  of  the  doctor’s  sincere 
sympathy  and  warm  friendship.  I hear  this 
again  and  again,  from  patient  after  patient. 

In  your  hands  is  placed  the  life  of  a child  of 
God.  It  is  a terrifying  responsibility;  it  is  a 
magnificent  privilege. 

My  deep  appreciation  to  the  leaders  of  the  medi- 
cal profession  for  inviting  us  of  the  clergy  to  dis- 
cuss our  common  calling  of  service,  at  this  re- 
union of  those  who  serve  God  through  service  to 
fellowman,  and  those  who  serve  fellowman 
through  service  to  God. 

Reverend  Joseph  L . Hogan 

Distinguished  Members  of  the  Clergy,  Officers 
and  Members  of  the  Medical  Society.  It  is 
indeed,  in  keeping  with  the  glorious  history  of 
your  profession,  that  you  dedicate  a portion  of 
this  conference  to  the  role  of  religion  in  medicine. 
For  your  noble  art  of  healing  has  always  been 
intimately  linked  with  religion.  From  ancient 
days  in  the  Western  world,  physicians  were  said 
to  have  been  the  Asclepiads  or  the  priests  of 
Asclepius,  the  Greek  god  of  healing.  Hippoc- 
rates, generally  recognized  as  the  Father  of 
Medicine,  belonged  to  this  group.  They,  of 
course,  relied  chiefly  on  magic,  since  little  real 
knowledge  of  the  causes  of  disease  then  existed. 
Nevertheless,  it  was  fitting  that  they  who 
ministered  to  the  body  should  also  have  the 
soul’s  welfare  at  heart.  What  a rich  legacy 
Hippocrates  willed  to  men  of  your  profession 
when  he  composed  the  words  of  the  now  famous 
oath,  words  which  represent  the  highest  expres- 
sion of  professional  dignity  and  responsibility. 
Especially  do  I have  in  mind  these  words: 
“With  purity  and  holiness  I will  pass  my  life  and 
practice  my  art.  . .While  I continue  to  keep  this 
oath  inviolate  may  it  be  granted  to  me  to  enjoy 
life  and  the  practice  of  my  art  respected  by  all 
men  in  all  times;  but  should  I trespass  and  violate 
this  oath  may  the  reverse  be  my  lot.”  And 
these  words  from  a pagan,  who  lived  some  600 
years  before  Christianity  was  born.  What  high 
regard  he  held  for  his  profession  and  for  the  dig- 
nity of  those  to  whom  he  ministered ! 

Christianity  did  not  relegate  your  profession 
to  a lesser  role.  It  took  its  example  from  its 


Divine  Founder.  Christ  used  the  art  of  healing 
as  the  most  potent  argument  for  His  Divinity 
and  the  truth  of  His  teaching.  Lovingly  is  He 
respected  today  as  the  Divine  Physician  of  souls. 
His  Apostles,  too,  healed  sick  bodies  to  convince 
unbelieving  minds  of  the  truth  of  Christianity. 
And  when  the  faith  had  been  firmly  established 
and  there  was  no  longer  any  need  for  such  mani- 
festations of  Divine  power,  the  healing  art  be- 
came separated  from  the  priesthood.  Then  the 
Church  fostered  the  study  of  medicine  by  laymen 
in  Her  schools.  With  regret  did  She  witness  the 
growing  tendency  centuries  later  to  separate 
medical  science  from  all  religious  influence. 

This  trend  reached  its  peak  in  the  so-called 
“Age  of  Enlightenment”  in  the  XVIII  Century 
which  led  to  the  machine  concept  of  life  in  general 
and  to  the  complete  denial  of  the  soul  in  man. 
This  brought  in  its  wake  dire  consequences  not 
only  for  religion  but  also  for  medicine.  Its  ef- 
fects are  still  being  felt.  It  has  left  the  ugly 
blight  of  the  dehumanization  of  medicine. 
Whereas,  formerly,  the  object  of  the  physician’s 
care  had  been  a person , now  the  patient  became  a 
case.  At  its  very  best,  this  approach  led  to  a 
false  scientific  detachment;  at  its  worst,  the 
horrors  of  human  experimentation,  as  practiced 
by  certain  physicians  during  the  Nazi  regime. 

I speak  to  you  tonight  for  an  organization  that 
is  deeply  concerned  over  your  welfare  and  holds 
in  highest  regard  the  dignity  of  your  profession. 
It  has  always  been  so  committed  and  ever  will 
be  as  long  as  there  is  a sick  person  to  be  healed. 
I trust  that  you  approach  this  conference  in  a 
spirit  of  humility,  to  learn  more  about  your  work 
and  to  do  a bit  of  soul  searching  about  the  ful- 
fillment of  your  responsibilities.  In  this  spirit 
I ask  you  to  accept  my  remarks  as  I may  seem  to 
make  bold  to  suggest  some  of  the  occupational 
hazards  that  beset  your  work.  I offer  these  sug- 
gestions in  a spirit  of  fraternal  correction.  They 
may  apply  to  no  one  here. 

The  first  danger  is  this.  By  reason  of  your 
specialized  knowledge,  you  belong  to  a privileged 
class.  With  this  knowledge  there  comes  into 
your  possession  a power  that,  if  not  rightly  used, 
becomes  dangerous  rather  than  useful  to  your 
fellow  man.  Now  the  only  ones  who  can  pass  an 
adequate  judgment  on  your  knowledge  and  pro- 
ficiency are  others  of  like  learning.  The  general 
public  is  not  in  a position  to  find  out  how  much 
or  how  little  you  know.  A few  technical  terms 
hurled  their  way  quickly  anesthetize  their  first 
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awakenings  of  suspicion.  You  may  easily  claim 
more  knowledge  than  you  actually  have.  Behind 
the  cloak  of  your  profession  you  may  take  advan- 
tage of  your  patient’s  ignorance  and  fail  to 
acknowledge  your  own  limitations.  You  may 
easily  place  an  undue  price  on  your  service  or 
render  service  carelessly.  A privileged  class, 
such  as  you,  tends  to  become  a selfish  class.  I 
do  not  mean  to  say  that  there  should  not  be  a 
privileged  class.  What  I do  say  is  that  what  the 
members  of  a privileged  class  should  remember, 
and  often  forget,  is  that  they  are  privileged  in 
the  public  interest.  It  will  be  a tragic  day  if  you 
ever  betray  the  confidence  the  public  has  placed 
in  you. 

A second  danger  is  a lack  of  humility  about 
your  work.  It  is  a curious  situation  that  the  de- 
velopment of  man’s  God-given  talents  can  lead 
some  men  away  from  God  and  draw  others 
closer  to  Him.  When  we  view  the  advances  in 
medical  science  in  recent  years,  we  might  react 
in  either  of  two  ways.  To  some  it  might  mean 
the  omnipotence  of  man,  limited  only  by  time  and 
experience  in  what  he  might  accomplish.  Or  it 
might  indicate  to  others  the  omnipotence  of  God 
in  giving  to  mere  man  the  wisdom  and  the  talent 
to  make  such  progress.  “What  has  thou  that 
thou  has  not  received?”  That  challenging  ques- 
tion of  St.  Paul  to  the  Corinthians  is  applicable  to 
you.  And  equalfy  applicable  are  his  words  winch 
follow:  “And  if  thou  has  received  it,  wThy  dost 
thou  boast  as  if  thou  hadst  not  received  it.”  All 
the  talent,  all  the  medical  knowledge  and  skill  that 
you  possess,  come  ultimately  from  your  Creator. 
A humble  doctor  does  not  divinize  his  medicine 
nor  make  it  absolute,  but  sees  in  his  talent  the 
reflection  of  the  grandeur  and  goodness  of  God 
and  subordinates  his  work  entirely  to  His  serv- 
ice. This  humility  you  need  especially  in  times 
of  failure,  in  those  times  when  you  are  forced  to 
admit  that  there  are  limits  God  has  placed  upon 
what  you  can  do,  despite  the  great  progress  of 
your  profession. 

A final  danger  wliich  I wmuld  point  out  flow's 
from  this  lack  of  humility.  It  is  the  tendency 
to  become  impersonal  about  your  work.  “A 
sick  person”  Dean  Pike  of  St.  John  the  Divine 
Cathedral  once  said,  “desperately  needs  the  confi- 
dence wrhich  comes  from  knowing  that  he  or  she 
is  being  treated  as  a whole  person  by  a whole 
person .”  A corpse,  though  destined  for  resurrec- 
tion is  an  it;  a living  body  remains  the  domain 
of  a human  person  who  wants  to  be  treated  as 
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such.  He  doesn’t  wTant  to  feel  like  a specimen, 
forever  exposed  beneath  the  lens  of  a giant  micro- 
scope, subjected  to  an  endless  round  of  pills  and 
injections,  administered  like  shots  given  to  a 
guinea  pig.  He  doesn’t  care  to  be  administered 
to  by  a doctor  wlio  marches  dowm  the  corridor, 
solemnly  escorted  by  a band  of  assistant  doctors, 
nurses,  and  secretaries- — asking  everything  but  a 
pair  of  trumpets  to  announce  his  approach,  and 
w'ho  breezes  in  and  out  of  the  room  like  a general 
inspecting  his  troops.  You  may  treat  sick  bodies 
wrell  in  this  manner,  but  you  are  treating  sick 
men  and  women  very  shabbily. 

Our  Church  holds  a very  definite  and  unaltera- 
ble attitude  towards  the  care  of  the  sick.  Our 
medical  creed  may  be  summarized  as  follow's : 

We  believe:  that  there  is  only  one  sick  and  suf- 
fering person  in  the  whole  world  and  that  is 
Jesus  Christ.  For  He  has  expressly  identified 
Himself  with  the  world’s  sick.  Even  a cup  of 
water  given  in  His  name  is  given  to  Him.  “As 
long  as  you  did  it  to  one  of  these  My  least 
brethren,  you  did  it  to  Me.”  We  believe  that  just 
as  Christ  lived  and  taught  and  suffered  in  the 
physical  body  w'hich  He  took  from  the  w^omb  of 
Mary,  so  now  He  walks  this  earth,  teaches,  blesses 
and  suffers  in  the  body  He  has  taken  from  man- 
kind. We  believe  that  since  the  day  Christ 
walked  to  Calvary  beneath  the  wTood  of  the 
Cross,  all  human  suffering  patiently  borne  has  re- 
demptive value,  the  powder  of  saving  the  sick 
man’s  soul  and  the  pow  er  of  saving  the  souls  of 
others.  We  believe  that  the  greatest  tragedy 
in  the  w'orld  is  w'asted  pain.  We  believe  that 
every  true  doctor  must  strive  to  see  Jesus  Christ 
in  every  patient  and  act  as  Christ  in  his  own 
person.  Reflection  on  this  great  truth  will  teach 
you  to  lavish  on  a patient  something  more  than 
professional  care,  and  that  is,  Christ-like  charity 
winch  is  the  first  and  best  medicine. 

We  believe  that  the  moral  norms  to  w hich  a 
doctor  ow'es  obedience  go  far  beyond  the  pre- 
scriptions of  a professional  code  of  honor;  that 
they  are  to  be  equivalent  to  a personal  attitude 
towards  a living  God.  We  maintain  that  a moral 
code  binds  all  members  of  your  profession,  a code 
based  on  the  universal  nature  of  man  and  the 
transcendent  nature  of  his  Creator  and  written 
in  creation  upon  the  heart  of  every  man.  We 
believe  that  it  is  from  these  inalienable  rights  of 
man  and  not  from  any  consideration  guided  by 
sentiment  or  materialistic  or  naturalistic  philan- 
thropy that  these  essential  principles  of  medical 
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ethics  are  drawn:  the  dignity  of  man,  the  pre- 
eminence of  the  soul  over  the  body,  the  brother- 
hood of  all  men,  and  the  sovereign  dominion  of 
God  over  life  and  destiny. 

We  believe  that  the  merciful  Christ  instituted  a 
visible  sign  of  His  healing  of  soul  and  body  in  the 
Sacrament  of  Extreme  Unction;  that  every 
Catholic  patient  has  a right  to  receive  this  prep- 
aration for  death  which  can  be  received  as  long 
as  there  is  a danger  of  death.  We  believe  that 
for  its  full  effect  this  Sacrament  should  be  re- 
ceived while  the  subject  is  conscious  and  fully 
aware  of  what  is  taking  place.  We  believe  that 
this  Sacrament  produces  wonderful  effects — 
among  them  a resignation  to  the  will  of  God  and 
a preparation  for  eternity,  and  in  many  cases,  if 
God  sees  fit,  a restoration  to  physical  health. 
We  do  not  claim  this  last  effect  miraculous,  but  a 
natural  consequence  of  the  intimate  relationship 
between  soul  and  body.  What  redounds  to  the 
good  of  one,  manifests  itself  in  the  good  of  the 
other.  We  believe  that  it  is  a false  charity  not 
to  warn  a patient  of  the  danger  of  death.  We 
are  convinced  that  the  only  ones  disturbed  by  the 


last  Sacraments  are  the  relatives  of  the  patient 
and  those  who  think  that  our  arrival  is  but  a step 
removed  from  the  undertaker. 

And  so,  we  Catholics  hold  you  and  your  work 
in  the  highest  esteem.  We  believe  that  yours 
are  the  healing  hands  of  Christ.  Our  estimate  of 
your  dignity  may  be  told  in  the  form  of  a story 
which  came  out  of  World  War  II.  Our  GIs 
came  upon  a chapel  in  Germany  that  had  been 
badly  damaged.  They  worked  feverishly  to 
restore  it  as  a fitting  place  for  worship.  Inside 
the  chapel  was  found  a badly  damaged  statue  of 
Christ.  One  of  the  GIs  with  artistic  talent  was 
commissioned  to  restore  the  statue.  He  searched 
through  the  rubble  to  find  the  pieces  of  the  broken 
statue  but  could  not  find  the  hands.  He  pieced 
the  rest  of  the  statue  together,  but  made  no  at- 
tempt to  fashion  new  hands.  With  a master 
stroke  of  genius,  he  w'rote  this  inscription  beneath 
his  restoration:  “I  have  no  hands  but  yours.” 
Yours,  my  dear  doctors,  are  the  healing  hands  of 
Christ  and  we  firmly  believe  that  He  speaks  to 
everyone  of  you  the  words  of  that  inscription: 
“I  have  no  hands  but  yours.” 
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Many  allergic  disorders  stem  from  plants 
and  plant  products.  Hay  fever  and 
asthma  may  result  from  the  inhalation  of  various 
pollens  of  trees,  grasses,  and  weeds,  as  well  as 
fungi.  Furthermore,  allergic  contact  eczema 
may  be  induced  by  poison  ivy,  poison  oak,  and 
poison  sumac,  or  infrequently,  by  pollen.  For 
these  reasons  a brief  review  is  presented  of  the 
botany  involved  in  these  phenomena.  Such  a 
review  can  be  most  helpful  in  diagnosis,  treat- 
ment, and  prophylaxis. 

Pollen  and  Pollinosis 

Durham,1  speaking  of  pollen  and  its  identifi- 
cation, states:  “The  allergist  should  know  his 

pollens. ” This  should  be  broadened  to  include 
the  general  practitioner,  since  he  sees  and  treats 
most  allergic  disorders.  Furthermore,  he  should 
incorporate  as  well  a knowledge  of  the  botany 
other  than  hay  fever  pollen  and  plants  also  etio- 
logically  implicated  in  allergy.  In  the  case  of 
hay  fever  it  is  important  that  the  physician 
familiarize  himself  with  the  common  hay  fever 


plants  of  the  community  in  which  he  practices 
and  the  microscopic  appearance  of  the  specific 
pollen  grains.  Regional  calendars  of  the  tree, 
grass,  and  weed  seasons,  as  prepared  by  Cooke,2 
(Fig.  1),  Durham,1  Wodehouse,3  and  others4-7 
supply  additional  information  not  available  in 
this  discussion. 

Before  the  presentation  of  the  various  pollens 
specifically  involved  in  hay  fever,  a brief  de- 
scription of  the  discovery  of  the  role  of  pollen  is 
indicated.  Although  Bostock8  in  1928  coined  the 
term  “hay  fever,”  gave  it  its  first  accurate  de- 
scription, and  associated  it  with  grasses  (hay),  it 
remained  for  Charles  Harrison  Blackley9-10  in 
1873  and  1880  to  positively  implicate  pollen 
when  he  reported  his  experiments  with  both  fresh 
and  dried  specimens  of  pollen  from  grasses  and 
other  plants.  He  found  them  all  active  and  sug- 
gested “Pollen  Fever”  and  “Pollen  Catarrh”  as 
appropriate  titles  for  the  disorder.  He  demon- 
strated the  presence  of  pollen  in  the  air  by  expos- 
ing glycerine-coated  slides  for  twenty-four  hour 
periods  and  found  that  95  per  cent  of  atmosphere 
pollen  was  derived  from  the  grass  family,  espe- 
cially in  the  country  as  compared  with  city  dis- 
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Fig.  1.  Chronology  of  air-borne  pollens.  ( Reprinted , by  'permission,  from  Allergy  in  Theory  and  Practice  by  Robert  A.  Cooke,  M.D.,  W.B.  Saunders  Company,  Phila- 
delphia, 1947.) 
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tricts.  He  pointed  to  the  relation  of  the  amount 
of  pollen  in  the  atmosphere  to  the  intensity  of 
hay  fever. 

Finally,  to  bring  this  history  up  to  the  present, 
one  must  include  the  work  of  Cooke11-15  and  his 
group16-22  who  led  the  way  in  the  study  of  hay 
fever,  first,  as  to  the  nature  of  the  hay  fever- 
causing  substance  in  pollen,  and  later,  on  the 
blocking  antibody  as  a factor  in  the  production 
of  clinical  immunity  in  hay  fever. 

The  Production  and  Transference  of 
Pollen 

Plants  produce  the  pollen  which  is  the  exciting 
agent  of  seasonal  hay  fever.  However,  not  all 
plants  are  involved  in  its  causation.  In  this 
connection  the  following  postulates  devised  by 
Thommen  et  al.A  should  be  fulfilled  in  order  to 
implicate  a specific  plant  as  a cause  of  periodic 
hay  fever:  wide  distribution  of  plant  and  pollen; 
pollen  must  be  windborne  and  capable  of  exciting 
hay  fever. 

Pollen  consists  of  a cellular  structure  and  a 
protective  covering  (Fig.  2).  The  process  of 
pollination  is  concerned  with  the  transference  of 
the  pollen  from  the  stamens  (the  male  element) 
to  the  pistil  (the  female  element). 

Concentration  and  Distribution  . - — The 
concentration  and  distribution  of  pollen  grains 
depends  on  a number  of  climatic  factors,  such  as 
wind,  sunshine,  rainfall,  and  humidity  during 
the  growing  season  of  the  plant. 

The  transference  of  pollen  grains  during  the 
life  of  the  flower  has  a direct  bearing  on  hay  fever. 
It  is  during  the  period  of  pollination  that  hay 
fever  occurs.  Pollination  may  occur  in  any  of  the 
following  ways:  (1)  by  insect,  (2)  by  wind,  (3) 
by  water,  and  (4)  by  self-pollination.  Pollina- 
tion by  wind  will  be  considered  here  because  of 
its  importance. 

Wind  'pollination  is  the  outstanding  type  of 
pollen  transference  causing  hay  fever.  Plants 
which  pollinate  in  this  fashion  are  usually  un- 
attractive in  appearance,  are  comparatively 
small,  rarely  have  any  scent,  and  contain  no  nec- 
tar. The  pollen  is  buoyant,  is  produced  in  large 
quantities,  and  is  widely  scattered  by  the  wind 
in  various  directions.  It  is  therefore  apparent 
that  enormous  amounts  of  pollen  grains  capable 
of  causing  hay  fever  continue  to  float  in  the  air 
periodically  from  spring  to  the  beginning  of  Oc- 
tober. 

Hay  fever  has  a direct  relationship  to  the  dates 


Fig.  2.  Microphotograph  of  ragweed  pollen.  Note 
characteristic  serration  for  identification. 


of  pollination,  and  the  symptoms  parallel  closely 
the  amount  of  pollen  in  the  air.  It  was  estimated 
by  Scheppegrell23  that  a single  large  ragweed 
plant  produced  about  eight  billion  grains  in  five 
hours. 

Goldenrod,  which  blooms  during  the  ragweed 
season  and  which  is  insect  pollinated,  does  not 
cause  hay  fever,  as  some  have  claimed,  since  its 
pollen  output  is  small  and  nonbuoyant. 

The  reader  is  referred  to  the  Appendix  for  a 
description  of  the  important  hay  fever-causing 
plants  and  their  identification. 

The  Pollen  Seasons 

Three  specific  pollen  seasons,  well  demarcated 
as  to  the  time  of  onset  and  time  of  termination  of 
symptoms,  are  readily  recognized.  A fourth 
and  less  important  intermediary  season  has  also 
been  recognized. 

The  three  major  hay  fever  seasons  are  spring 
or  early  season  (trees),  summer  or  grass  season, 
and  fall  or  late  season  (weeds). 

Spring  Hay  Fever  Season. — Spring  hay 
fever,  caused  by  pollen  of  trees,  extends  from 
mid-March  to  the  end  of  May.  The  trees  in- 
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elude  poplar,  elm,  beech,  birch,  oak,  sycamore, 
ash,  and  hickory.  Birch,  hickoty,  and  oak  are 
the  most  important  of  the  group,  with  oak  being 
the  most  abundant.  A number  of  other  polli- 
nating trees  may  cause  hay  fever,  but  they  are  of 
lesser  importance.  For  these  the  reader  is  re- 
ferred to  the  pollination  chart  (Fig.  1)  where  they 
are  listed  along  with  the  time  of  pollination. 

Certain  trees,  such  as  the  oaks  or  the  birches, 
have  several  species  in  the  same  genus.  It  is  not 
necessary  to  treat  with  each  specific  species, 
since  the  antigen  is  common  to  the  entire  genus. 
Treatment  with  the  antigen  of  one  genus,  how- 
ever, does  not  protect  against  the  antigen  of  other 
genuses.  Since  most  patients  are  sensitive  to 
the  pollen  of  several  types  of  trees,  treatment  is 
therefore  most  often  given  with  a mixture  of 
pollen  from  several  genuses. 

Summer  or  Grass  Hay  Fever  Season. — 
In  the  northeastern  section  of  the  United  States 
this  season  begins  in  the  middle  of  May  with  the 
onset  of  pollination  of  plantain  and  sorrel  which 
ends  the  middle  of  June,  and  it  is  followed  by  a 
“heavy  start”  of  the  other  grasses  which  finally 
continues  until  the  end  of  July.  The  following 
grasses  are  implicated:  sweet  vernal  grass,  June 
grass,  low  sperm,  red  top,  orchard  grass,  and  tim- 
othy. These  grasses  are  closely  related  biologi- 
cally and  antigenically.  Plantain  and  sorrel, 
however,  are  distinct,  for  there  is  no  antigenic 
relationship  between  them  and  the  aforemen- 
tioned grasses.  Therefore,  it  is  necessary  to 
treat  specifically  for  plantain  and  sorrel  sensi- 
tivity. 

The  common  grasses  in  the  southern  part  of 
the  United  States  are  Bermuda  grass  and  John- 
son grass. 

Fall  or  Late  Season  (Weeds). — This  season 
starts  about  mid-August  and  may  last  through 
October.  High  ragweed  and  low  ragweed  are 
the  allergenic  plants  in  this  group  of  weeds.  Al- 
though they  have  a common  antigen,  there  is 
enough  difference  between  them  to  warrant  the 
use  of  mixtures  of  both  in  testing  and  in  treat- 
ment. 

High  ragweed  begins  pollinating  about  mid- 
August  and  reaches  its  peak  late  in  August  and 
the  first  two  weeks  in  September.  When  high 
ragweed  pollination  is  on  the  wane,  low  ragweed 
pollen  begins  to  appear  in  the  air  in  large  amounts. 

West  of  the  Mississippi,  and  during  the  rag- 
weed season,  the  following  fall  weeds,  in  addition 
to  ragweed,  play  a considerable  part  in  the  causa- 


tion of  hay  fever.  Among  these  fall  weeds  are : 

1.  Various  Amaranths  such  as  pigweed, 
tumbleweed,  sage,  or  Artemisias 

2.  Chenopods  (lamb’s  quarter) 

3.  Ivas  (marsh  or  burr  elder) 

4.  Cocklebur 

5.  Russian  thistle 

6.  Hemp 

7.  Wild  rice 

8.  Great  reed 

9.  Indian  and  marran  grass 

10.  Sedge 

11.  Sugar  beet 

12.  Corn  (cultivated) 

These  so-called  “Late  Fall”  weeds  comprise  the 
intermediate  season  in  the  Northeast.  Chobot 
and  Dundy24  studied  a group  of  patients  with  hay 
fever  symptoms  occurring  during  the  period  be- 
tween the  grass  and  ragweed  seasons,  namely 
from  the  last  week  of  July  until  August  10,  and 
found  them  etiologically  related  to  the  pollen  of 
the  listed  late  fall  weeds. 

Pollen  Identification 

For  the  proper  identification  of  pollen,  a knowl- 
edge of  its  structure  and  the  part  it  plays  in  the 
life  of  the  flower  is  essential. 

Shape  and  Color. — Pollen  grains  usually  are 
small,  ellipsoid,  or  spherical  and  in  different 
species  vary  in  size  from  3 to  240  microns  in 
diameter.  In  the  majority  of  species  they  are  of 
a yellow  color,  but  exceptionally,  white  or  color- 
less examples  may  be  found. 

Pollen  Counts. — The  two  main  methods  for 
estimating  the  concentration  of  pollen  in  the 
atmosphere  are  the  gravity  and  the  volumetric 
methods.  In  the  former,  exposed  coated  slides 
trap  the  settling  pollen,  which  is  then  counted. 
Proper  precautions  must  be  taken  to  insure  ac- 
curate counts,  since  obstructions  impair  the 
settling.  In  the  volumetric  method,  samples  of 
air  are  drawn  into  a special  device  containing 
coated  slides  over  which  the  air  passes  and  on 
which  the  pollen  settles.  The  method  of  count- 
ing is  based  on  the  number  of  pollen  grains  found 
in  the  area  of  about  1 square  cm.  in  the  twenty- 
four  hours  of  exposure. 

66 Pollen-Free"  Areas 

No  area  is  abolutely  free  of  pollen.  There  are, 
however,  areas  where  the  pollen  may  be  suf- 
ficiently low  in  concentration  to  afford  relief  for 
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TABLE  I.— “Pollen-Free”  Areas 


State 

Area 

California 

Downtown  San  Francisco  and  Oakland 

Canada 

Province  of  Ontario,  wooded  sections; 
Isle  Royale  and  Belle  Islands 

Colorado 

Leadville,  Georgetown,  Idaho  Springs 
(all  at  altitude  of  8,000  to  10,000  feet), 
Colorado  Springs 

Florida 

Eastern  coast 

Maine 

Coast,  especially  eastern  and  northern 
parts;  Rangely  Lakes 

Mexico 

Mexico  City 

Michigan 

Mackinac  Island,  Washington  Island  on 
Lake  Michigan,  north  shore  of  Lake 
Superior 

Minnesota 

Duluth,  Arrowhead  region  of  northern 
Minnesota 

New  Hampshire 

White  Mountains 

New  Jersey 

Atlantic  City  (for  mild  cases,  also  during 
tree  and  grass  season) 

New  York 

Central  Adirondack  Mountains,  region 
north  of  St.  Lawrence  River,  Lower 
St.  Lawrence  Valley,  Lake  Placid, 
Montauk  Point,  Fire  Island 

North  Carolina 

Smoky  and  Black  Mountains 

Oregon 

Mount  Hood  area 

Pennsylvania 

Pocono  Mountains 

Tennessee 

Roan  Mountains 

Texas 

Gulf  coast 

Vermont 

Green  Mountains 

Wisconsin 

Eagle  River 

the  hay  fever  sufferer.  Such  areas  may  be  de- 
void of  hay  fever-producing  plants  because  of 
competing  flora  or  because  of  high  altitude  (over 
6,000  feet).  A sea  voyage  or  other  extensive 
trip  on  any  large  body  of  water  will  also  minimize 
inhalation  of  pollen. 

Hay  fever  is  primarily  a disease  of  the  temper- 
ate zones,  but  it  may  also  occur  in  mountainous 
tropical  regions  in  which  the  vegetation  is  similar 
to  that  of  the  temperate  climates. 

Mountainous  areas  in  the  United  States  where 
relief  from  hay  fever  may  be  afforded  include  the 
Adirondack  Mountains  in  New  York  State,  the 
White  Mountains  in  New  Hampshire,  the  Green 
Mountains  in  Vermont,  the  Rocky  Mountains 
in  the  midwest,  the  Pocono  Mountains  in  Penn- 
sylvania, the  Smoky  Mountains  and  Black 
Mountains  in  North  Carolina,  and  the  Roan 
Mountains  in  Tennessee.  A number  of  lake 
regions,  including  the  Rangely  Lakes  in  Maine 
and  Lake  Placid  in  New  York  State,  will  also  be 
found  relatively  free  of  pollen. 

A list  of  areas  in  the  United  States  and 
Canada,  including  altitudes  in  many  cases,  which 
would  be  beneficial  to  hay  fever  sufferers  was 
compiled  by  Scheppegrell.25 

The  following  table  of  “pollen-free”  areas  is 
based  on  the  report  of  the  Society  for  the  Study 
of  Asthma  and  Hay  Fever26  and  that  of  Taub27 
(Table  I). 


Poison  Ivy , Poison  Oak , and  Poison 
Sumac  ( Rhus  Dermatitis ) 

These  plants  are  weeds  and  are  the  specific 
excitants  of  a form  of  allergic,  inducible,  contact 
dermatitis  occurring  in  individuals  sensitized  by 
previous  contact.28  31  The  reader  is  referred  to 
the  article  by  Gaillard32  for  detailed  discus- 
sion of  poison  ivy,  the  most  common  form  of  this 
type  of  dermatitis. 

The  weeds  responsible  for  Rhus  dermatitis 
are:  Rhus  toxicodendron  radicans,  which  causes 
poison  ivy  and  poison  oak  dermatitis,  and  Rhus 
toxicodendron  vernix,  which  causes  poison  sumac 
dermatitis.  These  weeds  have  a common  excit- 
ant. It  is  a polyhydric  phenol,  highly  soluble 
in  alcohol,  ether,  and  acetone.  It  is  contained 
in  the  root,  stem,  leaf,  flower,  and  pollen  of  these 
plants.  In  the  Appendix  a description  is  given 
of  the  botany  involved,  so  as  to  facilitate  identi- 
fication of  these  plants  in  aiding  the  sensitive 
individual  to  avoid  contact. 

Fungi  (Molds,  Rusts,  and  Smuts) 

The  first  report  incriminating  a fungus  in 
allergic  disease  was  that  of  Ancona33  in  1922. 
Others  who  have  contributed  to  a better  under- 
standing of  these  allergens  include  Van  Leeu- 
wen,34  Cadham,35  Hopkins  et  al ,36  and  Harris.37’38 

There  are  80,000  species  of  fungi  characterized 
as  undifferentiated  plants  devoid  of  chlorophyll, 
and  by  growth  and  development  on  organic  ma- 
terial synthesized  by  other  organisms.  *They 
are,  therefore,  either  parasitic  or  saprophytic  on 
animal  or  plant  life.  Characteristically,  only 
fungi  saprophytic  on  plant  life  cause  allergic 
disease  in  man. 

The  fungi,  subdivided  in  the  order  of  their 
importance  in  allergy,  include  molds,  rusts,  and 
smuts. 

Molds. — Molds  are  widely  and  abundantly 
distributed.  They  may  be  locally  confined,  or 
because  of  their  small  size,  disseminated  into  the 
atmosphere  and  blown  many  miles  from  their 
origin.  Atmospheric  molds,  like  pollen,  have 
diurnal,  seasonal,  and  annual  fluctuations. 
Studies  of  the  distribution  of  atmospheric  molds 
indicate  that:  (1)  There  is  a great  abundance  of 
these  in  the  South  with  less  seasonal  variations 
as  compared  with  the  North,  (2)  Alternaria  and 
Hormodendrum  are  the  most  commonly  en- 
countered, and  (3)  Penicillium  and  aspergillus, 
although  widely  distributed  geographically,  con- 
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tribute  little  to  atmospheric  contamination. 

The  mycelium,  which  is  a collection  of  branched 
cells,  is  the  most  important  part  of  the  mold. 
It  is  the  vegetative  or  growing  portion  of  the  cell 
structure.  It  secretes  enzj^mes  and  acids  which 
help  to  digest  the  material  on  which  the  mycelium 
grows. 

Fungi  require,  for  growth,  humidity  exceeding 
70  per  cent.  Mold  spores  will  germinate,  and 
mycelial  fragments  will  therefore  develop  in 
moist  areas,  such  as  damp  basements  and  house 
foundations  and  where  there  is  obscure  light  and 
moisture  in  the  presence  of  plant  and  animal 
matter.  Molds  also  flourish  in  dust  and  over- 
stuffed furniture. 

Molds  produce  spores  in  large  quantities,  being 
either  of  one  kind  only  or  of  several  different 
kinds.  They  vary  as  to  methods  of  reproduc- 
tion, which  may  be  either  sexual  or  asexual  or 
a combination  of  both.  Molds  are  identified  and 
classified  on  the  basis  of  the  characteristic  spores 
they  produce,  by  either  of  the  following  methods : 
by  microscopic  examination  of  spores  trapped  on 
exposed  coated  slides,  or  by  cultures  developing 
on  petri  dishes  that  have  been  exposed  to  the  air. 
The  plate,  or  culture  method  in  which  charac- 
teristic colonies  appear,  is  more  reliable  than  the 
slide  method  where  only  the  spores  are  used  for 
identification.  Wherever  possible  cultures  should 
be  used  to  supplement  and  check  the  spores  seen 
on  the  slide,  since  only  a limited  number  of  molds 
whose  spores  possess  a characteristic  appearance 
and  suitable  size  can  be  identified  b}^  this  method. 

The  following  are  the  important  molds  en- 
countered in  allergic  practice:  Aspergillus , Al- 
ternaria,  Hormodendrum,  Helminthosporium,  Fu- 
sarium,  Penicillium,  and  DemaHum.  Additional 
molds  which  may  be  responsible  for  allergic 
symptoms  include  Mucor,  Monilia , yeast , Pul- 
lalaria,  Torula,  Rhizopus,  and  Trichoderma.  Oc- 
casionally one  encounters  Chaetomium,  Macro- 
sporium,  Cephalothecium,  Actinomyces , Oospora, 
Verticillium,  Botrytis,  Spicaria,  Mycogone , and 
Nigrospora .39 

Although  there  has  been  some  disagreement  on 
the  interpretation  and  value  of  skin  testing  with 
antigens  extracted  from  molds,  it  is  now  generally 
agreed  that  positive  reactions  are  significant  in 
the  northeast40-47  if  substantiated  by  the  follow- 
ing :48 

1.  An  increase  of  sj^mptoms  during  the  sum- 
mer (July  10  to  August  15)  between  the  grass  and 
ragweed  seasons. 


2.  Continuing  of  symptoms  after  ragweed 
pollination  ceases. 

3.  Absence  of  symptoms  in  winter. 

4.  Aggravation  of  symptoms  by  hot,  humid 
weather,  and  musty,  damp  rooms,  basements, 
barns,  and  hay  lofts. 

Zink49  who  observed  705  patients  allergic  to 
molds,  noted  56  per  cent  with  allergic  rhinitis,  34 
per  cent  with  asthma  primarily,  and  the  balance 
showing  miscellaneous  reactions  in  the  skin,  eyes, 
and  sinuses. 

Rusts  and  Smuts.— Both  these  groups  of 
fungi  are  parasites  of  plants,  most  of  which  are 
grain  bearing  (wheat,  barley,  clover,  oats,  and 
sunflower).  Like  the  molds  they  are  spore  pro- 
ducers but  are  not  as  readily  identifiable,  nor  are 
they  culturable  on  petri  dishes.  Rusts  have  a 
“rusty”  complexion  when  growing  on  plants, 
while  smuts  produce  black  spore  masses  and  im- 
part a dirty  appearance  to  their  host. 

The  allergenicity  of  grain  dusts  and  smuts  was 
studied  by  Harris37’38  clinically  and  immuno- 
logically.  He  found  them  potent  allergens  and 
indicated  that  antigenically  the  grain  dusts  (in- 
cluding rusts  and  smuts)  are  not  related  to  molds. 
The  smuts  show  some  common  antigenicity  but 
are  not  completely  identical. 

Waldbott  and  Ascher50  reported  cases  of  rust 
and  smut  allergy  where  the  symptoms  were 
caused  specifically  by  these  allergens  alone. 
Wittich  and  Stakman51  also  reported  cases  of 
respiratory  allergy  due  to  these  fungi.  Their 
patients  showed  positive  skin  reactions  and  bene- 
fited from  the  desensitization  therapy  instituted 
with  extracts  of  smut  spores.  In  view  of  this, 
rust  and  smut  allergy  assumes  importance  in  the 
grain-growing  areas  where  these  air-borne  aller- 
genic agents  may  cause  respiratory  symptoms. 

Summary 

1.  The  historical  background  leading  to  the 
recognition  of  flowering  plants  as  a cause  of  hay 
fever  has  been  discussed. 

2.  Botanical  descriptions  of  the  hay  fever- 
causing  plants  are  presented. 

3.  An  outline  is  given  of  the  various  pollen- 
free  areas  in  the  United  States  and  Canada. 

4.  Pollen  dissemination  and  identification  is 
discussed. 

5.  The  botany  of  poison  ivy,  poison  oak,  and 
poison  sumac  is  presented. 

6.  The  different  species  of  molds,  their  geogra- 
phic and  seasonal  variations,  structural  make-up 
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and  habitat,  as  well  as  the  methods  used  in  their 
identification  are  outlined. 

7.  The  rusts  and  smuts  and  their  role  in 
allergy  is  discussed. 

8.  For  the  purpose  of  identification,  descrip- 
tions and  photographs  of  the  various  plants  in- 
volved in  allergic  disease  are  presented  in  an  ap- 
pendix. 


The  author  wishes  to  express  his  thanks  to  Dr.  Samuel  J. 
Prigal,  the  editor,  for  his  assistance  in  the  organization  and 
revision  of  this  article.  He  also  wishes  to  thank  Mr.  F.  H. 
Hodgson,  botanist,  for  reading  the  manuscript  and  for  his 
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Appendix  A 

The  Hay  Fever-Producing  Plants 


Trees 

Many  trees  causing  hay  fever  bear  flowers  on  an 
elongated  common  axis  known  as  a tassel  or  catkin. 
The  male  flowers  on  a catkin  have  stamens  in  which 
the  pollen  grains  are  produced  and  shed  in  abun- 
dance when  the  flowers  open. 

The  catkin-bearing  trees  include  the  oaks,  hick- 
ories, walnuts,  poplars,  beeches,  and  birches.  Other 
trees  considered  here  are  the  elm  and  the  ash  which 
do  not  bear  flowers  in  catkins.  (See  Fig.  1 for 
additional  trees  causing  hay  fever.)  In  Texas  and 
Bermuda  cedar  may  also  cause  hay  fever. 


Of  the  pollinating  plants,  the  trees  are  least  im- 
portant in  causing  hay  fever. 

The  Oaks. — There  are  a few  hundred  known 
species  of  oak,  about  twenty  of  them  prominent  in 
the  eastern  states.  These  include  the  white  oak 
( Quercus  alba),  black  oak  ( Quercus  velutina),  (Fig. 
3)  red  oak  ( Quercus  rubra),  and  scarlet  oak  ( Quercus 
coccinea). 

The  pollen-bearing  flowers  of  the  oak  hang  like 
tassels  in  catkins  about  2 or  3 inches  in  length. 
Pollen  is  shed  chiefly  in  May.  The  acorn,  the  fruit 
of  the  tree,  is  characteristic  of  all  oaks,  each  species 
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Fig.  3.  Black  oak  (Quercus  velutina).  Bark  fur- 
rowed, dark  gray.  Distribution  is  from  Maine  to 
Florida  and  westward  to  Minnesota,  Kansas,  and  east- 
ern Texas.  Pollination  is  in  May. 


Fig.  4.  Shagbark  hickory  (Hicoria  ovata).  This 
tree  grows  to  a height  of  100  feet,  its  bark  presents  a 
shaggy  appearance,  the  leaves  are  alternate  pinnately 
compound,  usually  with  five  leaflets,  and  its  flowers 
appear  in  May  in  drooping  catkins.  ( Photograph  copy- 
right by  Bergman  Associates) 


having  its  distinctive  type. 

The  Hickories. — About  ten  species  of  hickory 
are  native  to  eastern  North  America  (Fig.  4).  The 
distribution  ranges  from  Quebec  to  southern  On- 
tario and  Minnesota,  and  south  to  Florida,  Kansas, 
and  Texas.  It  is  a common  tree  in  New  York 
State. 

The  Poplars. — Among  the  various  species  in  the 


Fig.  5.  English  plantain  (Plantago  lanceolata). 
Sometimes  called  “rib  grass”  although  not  a grass  at  all. 
Note  the  basal  rosette  of  narrow  leaves  from  which  the 
tall  flowering  stalk  rises.  It  is  distributed  in  North 
America  and  naturalized  from  Europe. 

vicinity  of  New  York  are  the  white  poplar  ( Populus 
alba),  the  aspen  ( Populus  tremuloides),  and  the  large- 
toothed  aspen  ( Populus  grandidentata) . 

Early  swamp  poplar  ( Populus  heterophylla),  by 
virtue  of  its  heavy  pollen  production,  is  our  most  im- 
portant hay  fever  poplar. 

The  Birches. — The  birch  tree  is  found  chiefly 
in  eastern  United  States,  seven  species  of  which  are 
in  New  York  State  and  vicinity.  The  gray  birch 
( Betula  populifolia),  the  yellow  birch  ( Betula  lutea), 
the  river  birch  ( Betula  nigra),  and  the  black  birch 
( Betula  lenta)  are  the  most  common  varieties.  The 
birch  is  an  outstanding  pollen  producer. 

Grasses 

The  troublesome  grasses,  in  regard  to  hay  fever 
excitation,  are  plantain  and  sorrel,  which  usher  in 
the  season  about  the  middle  of  May,  followed  by 
orchard,  timothy,  red  top,  June,  and  sweet  vernal 
grasses.  These  grasses  shed  enormous  amounts  of 
pollen  in  May  and  June  and  cause  considerable  hay 
fever  and  asthma.  In  the  south  the  common 
grasses  are  Bermuda  and  Johnson  grasses. 

The  grasses  encompass  not  only  the  meadow  and 
lawn  varieties,  but  also  hundreds  of  wild  and  culti- 
vated species  including  the  cereal  grains,  in  the 
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Fig.  6.  Timothy  grass  (Phleum  pratense).  Pol- 
linates heavily  from  the  last  week  in  June  to  the  latter 
part  of  July.  It  grows  to  a height  of  1 to  3 feet,  and 
is  erect  and  unbranched.  The  flowers  occur  in  a cylin- 
drical spike.  ( Photograph  copyright  by  Bergman  Asso- 
ciates) 

majority  of  which  the  pollens  are  air  borne  and  thus 
potentially  allergenic. 

Among  over  4,000  different  species  of  grasses 
throughout  the  entire  world,  approximately  300  are 
to  be  found  within  and  around  New  York  City. 
In  the  United  States  grasses  are  superseded  in  im- 
portance as  a cause  of  hay  fever  only  by  the  rag- 
weed and  composite  families. 

Although  the  grasses  may  differ  in  many  respects, 
their  pollens  resemble  each  other  closely  and  differ 
sharply  from  the  pollens  of  other  plant  families. 
The  grasses  have  common  antigens  so  that  it  is  not 
necessary  to  treat  with  mixtures  of  pollens  as  in  the 
case  of  trees. 

There  are  many  grasses  whose  pollen  causes  hay 
fever;  only  the  important  ones  receive  considera- 
tion here. 

English  Plantain  ( Plantago  lanceolata ) (Fig. 
5). — This  is  sometimes  called  rib  grass  because  of  its 
heavily  veined  leaves  which  are  thick,  narrow,  hairy 
on  both  sides,  oblong  and  tapered,  and  arising  from  a 
tall  stalk  bearing  tiny  white  flowers  in  a cylindrical 
head.  The  plant  reaches  a height  of  about  2 feet. 

Imported  from  Europe,  English  plantain  has  be- 
come a very  troublesome  plant  in  eastern  United 
States.  It  is  the  only  member  of  the  plantain  fam- 
ily which  is  of  any  importance  in  hay  fever.  Its 
production  of  pollen  is  only  moderate.  It  is  an  ag- 
gressive weed;  it  injures  lawns  and  may  be  found 
in  countless  numbers  in  every  lot  and  in  waste 
places. 

Timothy  Grass  ( Phleum  pratense ) (Fig.  6). — 
This  grass,  imported  from  Europe  and  Asia,  is 


Fig.  7.  Orchard  grass  (Dactylis  glomerata) . Grows 
to  a height  of  2 to  4 feet  and  is  cultivated  for  hay.  Note 
ripe  stamens  in  open  flowers.  Distributed  in  Manitoba 
south  to  South  Carolina  and  west  to  Kansas.  Pollina- 
tion is  chiefly  in  June.  ( Photograph  copyright  by  Berg- 
man Associates ) 

widely  distributed  throughout  nearly  all  of  North 
America  because  it  has  been  extensively  cultivated 
for  hay. 

It  pollinates  heavily  from  the  last  week  of 
June  to  the  latter  part  of  July,  and  its  pollen  is  of 
great  importance  in  hay  fever.  While  it  is  grown  in 
great  abundance  in  fields  and  meadows  in  agricul- 
tural districts,  large  quantities  may  also  be  seen  on 
waysides  and  in  vacant  lots  in  New  York  City. 

Timothy  grass  grows  from  1 to  3 feet  tall,  erect 
and  unbranched.  The  flowers  occur  in  a cylindrical 
spike  at  the  top  of  the  stem,  about  2 to  5 inches  long 
and  about  one-quarter  inch  wide.  Because  of  its 
cylindrical  spikes,  it  is  one  of  the  easiest  grasses  to 
recognize. 

Orchard  Grass  ( Dactylis  glomerata)  (Fig.  7). — 
Orchard  grass  came  originally  from  Europe  and 
Asia.  It  has  been  cultivated  for  fodder  in  many 
parts  of  the  United  States  and  pollinates  mostly  in 
June. 

The  stems  are  from  2 to  4 feet  tall.  They  grow 
in  tufts,  and  are  erect,  unbranched,  and  smooth. 
The  flowering  heads  grow  on  one  side  of  the  flowering 
branches  in  dense  clusters  at  the  tips.  The  flowering 
portion  of  the  plant  is  from  3 to  5 inches  in  length 
and  pale  green  in  color.  It  may  be  found  in  fields 
and  vacant  lots  or  on  neglected  roadsides  through 
the  entire  country. 

Red  Top  ( Agrostis  alba)  (Fig.  8). — This  grass 
came  from  Europe  originally  but  is  now  found 
throughout  North  America.  It  is  cultivated  for 
cattle  fodder. 

The  plant’s  flowering  portion  has  a purplish 
color  which  helps  to  distinguish  it  from  other  grasses. 
It  grows  from  1 to  2V2  feet  tall,  is  smooth,  and  has 
a shiny  open  flowering  head  from  2 to  9 inches  in 
length.  Pollination  occurs  at  the  same  time  as 
pollination  of  timothy  grass. 
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Fig.  8.  Red  top  grass  (Agrostis  alba).  Grows  1 to 
2V2  feet  tall.  The  flowering  portion  is  purplish  red. 
It  is  extensively  cultivated  for  fodder.  The  grass  is 
naturalized  from  Europe  but  native  in  the  West  and  has 
a widespread  distribution.  It  pollinates  in  June  and 
July.  ( Photograph  copyright  by  Bergman  Associates ) 

Weeds 

High  Ragweed  ( Ambrosia  trifida ) (Fig.  9). — 
This  is  one  of  the  most  troublesome  plants  from  the 
standpoint  of  producing  hay  fever.  It  flowers 
from  mid- August  until  late  in  September,  producing 
countless  numbers  of  pollen  from  its  inconspicuous 
flowers.  It  has  opposite,  sandpapery  leaves  which 
usually  have  three,  sometimes  five  pointed  lobes 
with  saw-toothed  edges.  Some  of  the  upper  leaves, 
however,  may  be  round  and  not  lobed.  The  male 
flowers,  which  produce  the  pollen,  are  usually  borne 
in  a spike  at  the  top  of  the  plant  and  the  ends  of  the 
branches. 

This  weed  is  most  abundant  in  the  Mississippi 
Valley  from  Texas  to  Minnesota,  and  in  the  Dakotas. 
It  also  occurs  in  the  east.  In  New  York  City  it  is 
abundant  in  so-called  “empty  lots”  where  it  reaches 
a height  of  over  10  feet.  It  pollinates  constantly 
from  the  latter  part  of  August  and  through  Sep- 
tember. 

Low  Ragweed  ( Ambrosia  artemisifolia ) (Fig. 
10). — The  flowers  and  pollen  of  this  plant  closely 
resemble  those  of  the  high  ragweed.  The  leaves, 
however,  are  fernlike,  that  is,  finely  divided.  The 
plant  grows  from  1 to  5 feet  high. 

236 


Fig.  10.  Low  ragweed.  (Ambrosia  artemisifolia). 
Spines  closer,  smaller,  and  less  pointed  than  high  rag- 
weed. 


Fig.  9.  High  ragweed  (Ambrosia  trifida).  It  has 
opposite  sandpapery  leaves  which  have  three  to  five 
pointed  lobes  with  saw-toothed  edges.  Male  flowers 
produce  the  pollen  which  is  borne  in  a spike  at  the  top 
of  the  plant.  Pollination  is  from  mid- August  until 
late  September.  ( Photograph  copyright  by  Bergman 
Associates ) 
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Fig.  11.  Poison  ivy  and  poison  oak  (Rhus  toxico- 
dendron radicans).  Usually  seen  as  a climbing  vine  or 
an  erect  bush  or  a trailing  shrub.  The  leaves  have  long 
stalks  bearing  three  leaflets.  The  middle  leaflet  has  a 
short  petiole,  the  others  are  sessile.  When  climbing  a 
tree,  they  will  reach  a height  of  30  to  40  feet.  ( Photo- 
graph copyright  by  Bergman  Associates) 


Low  ragweed  came  originally  from  Europe  and  is 
now  very  common  in  eastern  North  America,  the 
Rockies,  the  Pacific  northwest,  Mexico,  the  West 
Indies,  and  South  America. 


Fig.  12.  Poison  sumac  (Rhus  toxicodendron  vernix) . 
Grows  in  swamps  to  a height  of  about  10  feet  or  more. 
The  stems  are  slender,  not  vinelike.  It  is  an  erect 
shrub.  ( Photograph  copyright  by  Bergman  Associates ) 


Appendix  B 

Poison  Ivy,  Poison  Oak,  and  Poison  Sumac 


Rhus  toxicodendron  radicans  (poison  ivy  and 
poison  oak)  (Fig.  11)  can  be  seen  occasionally  as  an 
erect  bush  growing  to  a height  of  4 feet,  at  times  as 
a trailing  shrub,  but  most  often  as  a climbing  vine. 
The  leaves  are  characteristic  and  can  be  easily 
recognized  by  the  fact  that  they  have  long  stalks 
bearing  three  leaflets,  the  middle  leaflet  having  a 
short  petiole,  the  others  sessile.  The  upper  sur- 
faces are  shiny  and  at  certain  stages  are  red.  Poison 
ivy,  when  climbing  a tree,  will  sometimes  reach  a 


height  of  30  to  40  feet,  and  a stem  diameter  of  2 
inches  or  more. 

Rhus  toxicodendron  vernix  (Poison  Sumac)  (Fig. 
12)  grows  in  swamps  and  usually  attains  a height 
about  three  times  that  of  poison  ivy,  or  up  to  10 
feet  or  more  and  is  characterized  by  having  more 
slender  stems  than  ivy.  Poison  sumac  is  not  vine- 
like but  an  erect  shrub  or  small  tree.  Its  mature 
height  is  apt  to  be  about  15  feet  in  the  eastern 
United  States. 


( Number  forty-two  of  a series  on  Fundamentals  of  Modern  Allergy.  This  series  will  be  published  in  book 
form  under  the  original  title  by  Blakiston  and  Company) 


I think  I could  turn  and  live  with  animals,  they  are  so  placid  and  self-contained. — Walt 
Whitman 
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Prior  to  insulin,  diabetes  was  justifiably 
considered  to  be  a dread  disease,  for  most 
of  its  victims  died  very  soon  after  its  onset. 
Now  we  are  coming  to  realize  that  diabetes  is 
really  not  a disease  at  all  but  a disorder.  How- 
ever, when  this  disorder  is  neglected,  real  disease 
occurs  in  the  form  of  the  complications  of 
diabetes. 

Diabetes  in  the  final  anatysis  is  really  insulin 
insufficiency.  The  human  diabetic  has  one  of 
two  types  of  insulin  insufficiency  or  a combina- 
tion of  the  two:  (1)  an  absolute  lack  of  insulin, 
an  inability  of  the  body  to  make  it,  or  (2)  an 
ability  to  make  insulin  but  an  inability  to  use 
efficiently  that  which  is  being  made.  We 
doctors  call  this  latter  and  common  type  a 
relative  insufficiency  of  insulin.  In  it  there  are 
excessive  demands  by  the  body  for  insulin,  but 
these  demands  cannot  be  met.  The  patient, 
accordingly,  goes  into  insulin  “bankruptcy.” 
In  this  instance  the  excessive  demands  of  the 
body  for  insulin  must  be  reduced  to  what  the 
insulin  mechanism  can  meet.  This  is  done  by 
reducing  the  food  intake  or  the  overweight, 


which  itself  puts  a twenty-four-hour  steady 
demand  for  insulin  on  the  part  of  the  body. 
Accordingly,  merely  supplying  insulin  from 
without,  allowing  the  excessive  demand  (exces- 
sive food  intake  or  overweight)  to  go  on  unchal- 
lenged, leads  to  failure  of  one’s  own  insulin- 
producing  mechanism  and  finally  to  the  first 
type  of  insulin  insufficiency,  an  absolute  lack. 
In  other  words,  the  individual  then  becomes  an 
“insulin  cripple.”  However,  when  these  ex- 
cessive demands  for  insulin  are  reduced  by  proper 
diet,  the  individual’s  own  insulin-producing 
mechanism  is  given  a “breather,”  and  in  the 
usual  type  of  obese  diabetic  insulin  from  without 
will  not  be  required.  To  use  insulin  instead  of 
diet,  allowing  the  obesity  to  remain  unchal- 
lenged, is  courting  disaster,  for  the  patient  is 
then  substituting  an  artificial  outside  mechanism 
for  his  own  insulin-producing  gland.  If  you 
don’t  exercise  a muscle  at  all,  it  will  soon  weaken. 
The  same  applies  to  the  insulin  mechanism. 
One  can  overwork  one’s  own  insulin  mechanism 
by  overindulgence  in  food  or  underwork  it  by 
giving  excessive  dosage  of  insulin,  thus  taking  all 
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the  work  off  one’s  own  gland. 

I want  to  emphasize  that  in  the  inability  to 
make  insulin,  insulin  must  be  supplied  from  with- 
out, for  no  one  can  live  very  long  without  any 
insulin  at  all.  Accordingly,  life  depends  on 
insulin  from  without  or  from  within.  There  are 
no  substitutes.  All  warm-blooded  animals,  in- 
cluding humans,  require  insulin,  and  many 
fish  also  require  it.  If  one  can  coax  his  own 
pancreas  back  into  doing  an  adequate  job  by 
carefully  adjusting  diet  to  his  body  needs  and 
taking  off  excessive  weight  load,  it  would  be 
foolish  for  him  to  make  himself  an  insulin-cripple, 
wonderful  as  insulin  may  be. 

This  brings  me  to  the  so-called  oral  “sub- 
stitutes” for  insulin,  or  drugs  taken  by  mouth. 
They  are  not  insulin  at  all  nor  do  they,  in  their 
action,  have  any  more  than  a very  superficial 
resemblance  to  the  action  of  insulin.  There- 
fore, they  cannot  possibly  substitute  for  insulin 
if  no  insulin  is  available  to  the  body.  They  do 
not  work  if  there  is  even  a marked  deficiency  of 
insulin  or  an  inability  of  the  body  to  make  it. 
It  can  easily  be  demonstrated  that  the  main 
effect  of  insulin  in  the  body  is  to  increase  the 
ability  of  the  cells  to  use  glucose  which  is  the 
body’s  sugar.  All  sugar  taken  by  mouth  is 
changed  into  glucose  before  it  can  be  used  by  the 
body.  Insulin  makes  possible  the  use  of  this 
glucose.  It  not  only  helps  glucose  to  enter  the 
body  cells  but  makes  it  possible  for  the  sugar  to 
remain  in  the  cells  until  such  time  as  it  is  used. 
Without  a speck  of  insulin  in  the  body  glucose 
does  enter  the  cells,  but  we  have  recently  been 
able  to  show  that  it  promptly  comes  out  again 
before  it  can  be  used  in  adequate  amounts  to 
keep  the  patient  alive.  Without  insulin,  glucose 
goes  in  and  pours  out  of  the  cells,  the  unused 
glucose  being  washed  out  of  the  body  through  the 
kidneys.  Insulin  alone  can  make  the  body  hold 
on  to  this  glucose  until  it  is  used.  The  new  drugs 
by  mouth  depend  on  insulin  for  their  function. 
If  they  are  used  in  disregard  of  diet  or  for  cor- 
recting overweight,  the  drugs  will  ultimately  lead 
to  a worse  form  of  diabetes  than  had  existed 
before  their  use.  They  cannot  successfully  be 
used  for  any  length  of  time  without  careful 
dietary  measures  being  carried  on  at  the  same 
time.  They  give  an  unwarranted  sense  of  se- 
curity which  is  false  if  diet  is  disregarded.  A 
patient  with  a mild  case  of  diabetes  should  not 
be  put  on  insulin,  nor  should  he  be  put  on  one 
of  these  drugs  if  a carefully  adjusted  diet  will 


accomplish  the  same  purpose  in  a natural  way, 
regardless  of  the  additional  nuisance  involved. 

The  new  drugs  do  not  directly  help  the  body  to 
burn  sugar  as  does  insulin.  We  have  found  in 
our  research  at  The  Brooklyn  Hospital  that 
these  drugs  have  their  effect  directly  in  the  liver. 
They  lower  blood  sugar  by  blocking  the  output 
into  the  blood  stream  of  the  glucose  stored  in 
the  liver.  When  sugar  is  absorbed  from  the 
intestinal  tract,  it  goes  directly  to  the  liver  where 
it  is  stored  up  and  meted  out  into  the  circulation 
only  as  the  body  needs  it.  In  the  diabetic  out 
of  control,  or  in  the  dog  made  diabetic  by  de- 
priving him  of  his  pancreas,  this  sugar  is  not 
held  back  by  the  liver  but  goes  directly  through 
into  the  blood  stream  as  it  would  through  a tin 
horn.  New  drugs  merely  block  the  exit  of  the 
sugar  into  the  blood  stream,  again  allowing  it  to 
be  meted  out  as  the  body  needs  it.  As  the  tissues 
use  the  sugar  it  is  taken  from  the  stores  in  the 
liver. 

In  many  cases,  the  drugs  are  being  abused  at 
present.  If  the  diabetic  patient  is  obese  and 
does  not  restrict  his  diet  but  depends  merely  on 
this  blockading  of  the  liver  by  use  of  one  of  these 
drugs,  he  is  only  fooling  himself.  The  strain  of 
his  obesity  alone  will  continue  to  burden  and  wear 
out  his  pancreas.  His  diabetes  will  later  become 
very  severe.  He,  has  actually  been  “powdering  a 
dirty  face  rather  than  washing  it.”  He  thinks 
that  just  because  the  drug  is  lowering  his  fasting 
blood  sugar  it  is  doing  a good  job  in  the  treat- 
ment of  his  diabetes.  This  is  a fine  way  to  have 
the  “sneak  thief,”  diabetes,  steal  the  rest  of  his 
pancreas  and  ultimately  make  him  an  insulin- 
cripple.  One  must  realize  that  these  new  drugs 
function  in  the  body  only  by  virtue  of  the  pres- 
ence of  insulin  in  that  body. 

The  Germans  had  been  using  these  drugs  for 
two  years  before  we  even  started  in  the  United 
States  and  Canada.  It  is  estimated  that  at 
this  time  in  Germany  there  are  about  50,000 
persons  on  the  new  medication  with  very  little 
ill  effect.  We  in  this  country  usually  take  such 
statistics  with  “a  grain  of  salt,”  for  more  than 
once  we  have  been  taken  in  by  claims  abroad  and 
have  too  frequently  found  them  to  be  false. 
It  is  certain,  however,  that  the  Germans  have  a 
two-year  lead  on  us  and  so  any  complications 
would  occur  there  in  bulk  long  before  we  see  them 
in  this  country.  It  is  recognized  and  one 
must  remember  that  every  drug  known  to  man- 
kind has  a potential  for  disagreeing  with  some, 
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and  in  certain  people  may  even  promote  toxicity. 
These  people  have,  for  some  reason,  an  “idio- 
syncrasy” to  a drug,  but  just  because  one  eats 
peaches  and  gets  hives  from  them  does  not  mean 
that  no  one  should  ever  again  eat  peaches.  By 
the  same  token,  aspirin  makes  some  people 
ill.  Nevertheless,  no  one  would  want  to  suggest 
that  no  more  aspirin  will  be  sold  to  the  public. 

The  Upjohn  Company,  which  produces  Orinase, 
has  found  that  there  has  been  little  toxicity  or 
“idiosyncrasy”  to  Orinase.  It  is,  however,  to  be 
remembered  that  Orinase  is  not  a substitute  for 
insulin  but  rather  a convenience  for  the  patient. 

Insulin  is  not  a drug,  but  a natural  product  of 
the  body,  a hormone.  What  we  need  is  some- 
thing that  fully  takes  the  place  of  insulin  when  we 
have  none — something,  of  course,  which  can  be 
taken  by  mouth.  The  new  drugs  are  not  in  this 
category.  We  should  make  possible  the  better 


utilization  of  such  insulin  as  we  still  can  produce. 
The  new  oral  drugs  can  prevent  leaking  out  of 
glucose  from  the  liver  in  fasting  hours  which 
further  wears  out  the  insulin  mechanism  of  the 
individual.  In  this  way  the  new  drugs  are 
helpful  when  widely  used. 

I personally  feel  that  in  carefully  selected 
patients  Orinase  may  be  used  with  relative 
safety,  provided,  of  course,  the  patient  follows  a 
careful  diet  and  is  under  the  supervision  of  a 
physician  and  provided  the  physician  is  well 
enough  versed  in  the  subject  to  watch  for  evi- 
dences of  idiosyncrasies.  If  these  occur,  the 
drug  should  immediately  be  stopped  and  not 
continued  with  the  suggestion:  “Let’s  see  if 
these  disturbances  won’t  clear  up  after  a short 
time.” 

429  Clinton  Avenue 
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Diagnosis  of  Bone  Tumors 


BRADLEY  L.  COLEY,  M.D.,  NEW  YORK  CITY 


Unfortunately,  malignant  tumors  of  bone 
are  not  as  a rule  diagnosed  correctly  in 
their  early  stage.  The  patient  may  put  off  a 
visit  to  his  doctor  for  weeks  after  the  appearance 
of  the  initial  symptom,  which  in  most  instances 
is  pain.  When  he  finally  decides  to  seek  medical 
advice  for  the  pain  in  his  knee,  shoulder,  hip,  or 
back,  the  doctor  first  consulted  is  not  apt  to  be 
suspicious  of  sarcoma  since,  because  of  its  com- 
parative rarity,  he  seldom  encounters  it.  He 
frequently  ascribes  the  patient’s  symptoms  to 
some  more  common  condition,  such  as  sprain, 
bursitis,  knee  cartilage,  lumbago,  disk  protrusion, 
or  arthritis,  and  he  counsels  a period  of  delay 
during  which  simple  remedies,  such  as  liniments, 
heat,  infrared,  and  massage  are  tried.  Thus  the 
very  essential  step,  roentgenographic  examination, 
is  postponed.  It  is  remarkable  how  often  the 
taking  of  adequate  x-ray  films  leads  to  a rapid 
chain  of  events  which  culminate  in  the  establish- 
ment of  a correct  diagnosis.  Yet  I am  constantly 
surprised  at  the  interval  which  is  permitted  to 
elapse  in  the  majority  of  cases  between  the  first 
visit  to  the  doctor  and  the  first  x-ray  examination. 

The  next  symptom  ordinarily  is  a swelling  or 
tumor.  This  is  an  objective  affair  in  that  it  can 
be  seen  or  felt  by  the  physician.  When  present, 
it  is  usually  detectable  even  on  the  first  physical 
examination.  Under  such  circumstances  the 
ph}^sician  is  much  more  inclined  to  recommend 
an  immediate  x-ray  examination  which  in  turn 
will  usually  lead  to  further  tests  and  a correct 


diagnosis.  It  is  unfortunate  that  swelling  is  not 
as  a rule  the  earliest  symptom  of  bone  cancer. 
Bearing  this  in  mind,  a complaint  of  pain  should 
immediately  prompt  the  physician  to  order  x-ray 
films.  He  should  not  be  content  to  wait  until  a 
mass  or  swelling  has  appeared,  for  the  importance 
of  pain  as  the  first  symptom  of  bone  sarcoma  can 
scarcely  be  overemphasized. 

The  patient  may  consult  a doctor  about  a 
painless  swelling  and  will  admit  that  he  has 
known  of  its  existence  over  a considerable  period 
of  years.  Such  a tumor  is  usually  benign  rather 
than  malignant,  but  this  does  not  mean  that 
further  investigation  is  unnecessary  or  that  the 
patient  should  be  told  to  pay  no  further  attention 
to  it.  X-ray  films  should  be  made  promptly, 
for  the  nature  of  the  process  usually  can  be  diag- 
nosed by  the  roentgenologist.  At  least  he  can 
tell  whether  it  is  a tumor  or  some  other  bone 
condition,  and  if  it  is  a tumor,  he  can  generally 
state  whether  it  is  benign  or  malignant  and 
whether  it  is  primal  or  metastatic. 

From  the  foregoing  remarks  it  is  imperative 
that  the  first  physician  consulted  by  a patient 
with  a clinically  hidden  bone  tumor  must  suspect 
the  possibility  of  its  presence  and  proceed  to 
x-ray  examination  at  once.  If  x-ray  findings  are 
negative  but  the  symptoms  persist,  then  the 
doctor  should  not  delay  too  long  before  taking 
other  x-ray  films  of  bones  at  the  site  of  and 
adjacent  to  the  area  of  which  the  patient  com- 
plains. 
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Laboratory  tests,  such  as  serology  for  syphilis, 
and  blood  chemistry  including  calcium,  phos- 
phorus, alkaline  and  acid  phosphatase,  and 
serum  protein  are  useful  and  may  point  strongly 
to  the  correct  diagnosis.  Microscopic  examina- 
tion of  biopsy  material  by  an  experienced  patholo- 
gist is  absolutely  essential,  because  in  most  instan- 
ces his  findings  are  the  determining  factor  in  the 
final  diagnosis.  Biopsy  material  may  be  obtained 
either  by  open  (surgical)  means  or  by  aspiration, 
usually  with  an  18-gauge  needle  of  suitable  length. 
The  choice  of  these  two  methods  will  depend 
both  on  the  experience  of  the  doctor  in  charge,  and 
what  is  even  more  important,  on  the  experience 
and  ability  of  the  pathologist  who  is  to  interpret 
the  slides.  With  few  exceptions,  no  physician 
should  begin  treating  a suspected  bone  tumor 
until  the  microscopic  diagnosis  has  been  made. 
Failure  to  do  so  has  led  to  many  unfortunate 
results  that  could  have  been  avoided.  Only 
under  most  unusual  and  exceptional  circum- 
stances should  any  radical  or  mutilating  surgery 
be  undertaken  before  there  is  definite  proof  that 
the  microscopic  diagnosis  of  the  lesion  indicated 
such  treatment. 

What  are  the  more  frequently  encountered 
primary  malignant  tumors  of  bone?  You  will 
note  that  I refrain  from  saying  common  bone 
tumors,  because  bone  tumors  are  not  common. 

Osteogenic  sarcoma  is  the  primary  bone  cancer 
which  occurs  most  frequently.  It  may  occur  at 
any  age,  but  the  disease  is  principally  one  of 
childhood,  adolescence,  or  early  adult  life.  In 
older  people  it  not  infrequently  is  a complication 
of  Paget’s  disease  of  bone.  Usually  it  is  fatal 
because  generally  it  has  metastasized  to  the 
lungs  before  amputation  is  performed.  It  is 
especially  lethal  in  children  under  the  age  of 
fifteen.  Subvarieties  of  osteogenic  sarcoma  are 
fibrosarcoma  of  bone  and  chondrosarcoma. 
However,  we  believe  that  chondrosarcoma, 
especially  in  the  form  which  represents  a malig- 
nant transformation  from  a benign  chondroma, 
possesses  distinctive  features  which  places  it  in 
a separate  category.  Indeed,  secondary  chon- 
drosarcoma arising  in  a previously  benign 
chondroma  certainly  has  a much  more  favorable 
prognosis  if  adequately  treated  than  has  osteo- 
genic sarcoma  or  primary  chondroblastic  sar- 
coma. Therefore,  it  is  important  before  reaching 
a decision  as  to  treatment  that  the  exact  character 


of  the  tumor  be  correctly  appraised.  Our 
experience  has  shown  that  the  major  and  muti- 
lating operation  of  hemipelvectomy,  according 
to  our  statistics  on  postoperative  survival,  has 
not  proved  justifiable  for  osteogenic  sarcoma. 
However,  it  is  distinctly  worthwhile  in  cases  of 
chondrosarcoma  secondary  to  chondroma. 

Ewing’s  sarcoma  or  endothelioma  of  bone  is 
an  exceedingly  lethal  disease.  It  is  the  second 
most  important  primary  bone  sarcoma.  Found 
in  childhood  and  adolescence,  it  is  seldom  en- 
countered in  patients  beyond  the  age  of  twenty- 
five.  Therefore,  its  early  recognition  is  a prob- 
lem for  the  pediatrician.  Pain,  swelling,  and 
disability,  as  in  other  forms  of  bone  cancer,  are 
the  usual  presenting  symptoms.  Ewing’s  sar- 
coma, however,  may  often  be  mistaken  for  a 
subacute  bone  infection  even  after  x-ray  exami- 
nation. Moreover,  a mild  to  moderate  tempera- 
ture elevation  with  an  increased  leukocytosis 
may  also  be  present.  A biopsy  is  essential  for  a 
correct  diagnosis.  Metastatic  neuroblastoma 
may  resemble  Ewing’s  sarcoma  so  closely  that  a 
positive  differential  diagnosis  is  very  difficult. 

Other  forms  of  primary  bone  cancer  are  much 
more  rarely  seen  than  the  two  that  I have  just 
mentioned.  These  include  reticulum  cell  sar- 
coma of  bone,  angiosarcoma,  and  malignant 
giant  cell  tumor. 

Metastatic  bone  cancer  is  a comparatively 
common  condition  generally  discovered  in  pa- 
tients previously  operated  on  for  some  form  of 
malignant  disease,  such  as  cancer  of  the  breast, 
prostate,  lung,  thyroid,  or  kidney.  On  the  other 
hand,  in  a considerable  number  of  cases  meta- 
static bone  lesions  produce  the  very  first  symp- 
toms. Their  true  nature  is  microscopically 
established,  and  a systematic  search  may  then 
disclose  the  hitherto  undiscovered  primary  source 
of  the  disease. 

Finally,  metastatic  bone  cancer  may  be  con- 
fused with  plasma  cell  myeloma.  However, 
plasma  cell  myeloma  usually  is  associated  with 
an  elevated  serum  protein  or  reversal  of  the 
albumin-globulin  ratio,  and  aspiration  of  sternal 
or  iliac  marrow  may  yield  cells  that  confirm  the 
diagnosis. 

In  summary  I would  again  emphasize  the 
importance  of  pain  as  the  initial  symptom  of 
bone  cancer  and  the  need  for  immediate  x-ray 
films  before  anything  else  is  considered. 
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Rapid  Treatment  of  Severe  Diabetic  Ketosis  Associated  with  Severe 

Insulin  Allergy 


HARVEY  POLIAKOFF,  M.D.,  F.A.C.P.,  ROCKVILLE  CENTRE,  NEW  YORK 


( From  the  Medical  Service  of  South  Nassau  Communities  Hospital ) 


llergy  to  insulin  with  varying  degree  of 
local  swelling  is  well  known.  In  different 
series1  it  has  been  described  as  present  in  1 per  cent 
to  as  many  as  55.8  per  cent  of  diabetics.  This  will 
vary  according  to  type  of  series,  type  of  insulin, 
and  the  author’s  definition  of  allergic  reaction.2  The 
problem  remains  even  with  the  highly  purified 
lente  insulin.3 

A generalized  reaction  with  giant  urticaria,  joint 
and  mucous  membrane  swelling,  and  fever  is  less 
common.  Usually,  as  in  the  case  to  be  described, 
this  occurs  in  a diabetic  who  resumes  taking  insulin 
after  a lapse  of  months  or  years.  Then,  over  a 
period  of  five  to  fifteen  days,  gradually  increasing 
local  reactions  finally  erupt  in  a severe  generalized 
reaction.  Joslin1  found  12  such  reactions  in  16,000 
cases  of  diabetes.  Allan  and  Scherer4  state  that 
generalized  reactions  occur  in  one  of  1,000  cases. 
No  case  of  fatal  anaphylactic  reaction  of  insulin  has 
been  described.  Cases  have  also  been  described 
with  respiratory  symptoms,  gastrointestinal  symp- 
toms, and  purpura.  The  allergy  may  be  due  to 
insulin  protein,  modifying  protein,  or  species  protein. 

The  necessity  for  treating  a patient  with  ketosis 
and  known  allergy  is  uncommon.  Rapid  desensi- 
tization with  increasing  doses  every  half  hour  has 
been  described.  Boiling  regular  insulin  to  decrease 
allergen  and  yet  retain  half  insulin  potency  has.  been 
described.5 

In  the  following  case  the  patient  had  a known 
severe  insulin  allergy.  Ketosis  was  severe  and 
demanded  rapid,  intensive  treatment.  Manage- 
ment with  intravenous  adrenalin,  Benadryl,  and 
ACTH  is  described  with  successful  outcome. 

Case  Report 

A fifty-two-year-old,  white  male  was  first  seen 
by  the  examiner  three  weeks  prior  to  hospital 
admission.  He  stated  that,  because  of  symptoms 
of  excessive  thirst,  he  consulted  a physician  about 
a year  previously  and  was  found  to  have  diabetes. 


Although  put  on  insulin  for  a few  months,  he  dis- 
continued it  himself.  This,  he  states,  was  because 
his  urine  still  showed  sugar  and  the  insulin  often 
caused  hives.  When  first  seen  his  blood  sugar  was 
294  and  there  was  4 plus  sugar  but  no  acetone  in  the 
urine.  After  a week  of  low-calory  and  100-Gm.  car- 
bohydrate diet  there  was  no  essential  difference.  He 
was  placed  on  30  units  of  NPH  insulin  daily.  After 
a few  days  of  this  he  noticed  a slight  urticaria  at 
the  site  of  the  injection.  This  gradually  increased. 
Five  days  after  starting  insulin  the  blood  sugar  was 
252  and  the  urine  contained  4 plus  sugar  and  no 
acetone.  Three  days  prior  to  admission  there  was 
severe  giant  urticaria  with  swelling  of  feet,  hands, 
and  lips,  fever  of  101  F.,  and  swelling  of  ankle 
and  knee  joints.  Insulin  was  cut  out  immediately. 
He  was  given  one  dose  of  40  units  of  ACTH  gel 
and  50  mg.  of  pyribenzamine  three  times  daily. 
The  urticaria  promptly  receded.  On  the  day  of 
admission,  May  24,  1956,  he  stated  that  he  had 
nausea  for  two  days.  He  also  stated  that  from 
midnight  to  6 a.m.  there  was  severe  epigastric  dis- 
tress and  frequent  vomiting.  At  7 a.m.  he  was 
found  at  home  quite  disoriented,  hyperpneic,  very 
dry,  and  with  a heavy  acetone  odor  permeating 
his  room.  He  was  rushed  to  the  hospital.  A 
needle  connected  with  1,000  cc.  of  normal  saline 
was  in  his  arm  at  7:45  a.m.  At  7:55  a.m.  a blood 
sample  was  drawn  and  later  found  to  have  a blood 
sugar  of  1,042  and  a carbon  dioxide  combining 
power  of  10  vols.  per  cent.  At  7:55  a.m.  he  was 
given  100  mg.  of  Benadryl  intravenously.  Five 
minutes  later  0.5  cc.  of  adrenalin  were  given  intra- 
venously, followed  in  two  minutes  b}r  5 units  of 
crystalline  insulin  intravenously.  Ten  minutes 
later  10  units  of  crystalline  insulin  were  given.  In 
thirty  minutes  30  more  units  were  given  intra- 
muscularly. This  was  followed  in  ten  minutes 
with  50  units  intravenously.  At  9:30  a.m.  blood 
sugar  was  1,242  and  carbon  dioxide  combining 
power  14  vols.  per  cent.  At  this  time,  which  was 
now  one  hour  and  forty-five  minutes  after  admis- 
sion, 95  units  of  insulin  and  1,000  cc.  of  saline  had 
been  given.  Then  100  mg.  of  Benadryl,  was 
given  intravenously,  followed  by  50  units  of  insulin 
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intravenously  and  50  units  of  insulin  intramuscu- 
larly. An  intravenous  dose  of  750  cc.  of  x/s  molar 
lactate  was  started.  Insulin  was  given  in  increasing 
doses.  By  noon  his  blood  sugar  was  1,212  and 
carbon  dioxide  combining  power  16.  Crystalline 
insulin  was  then  given,  200  units  intravenously  and 
200  units  intramuscularly.  At  about  1:30  p.m. 
his  condition  still  seemed  critical.  He  had  been 
in  the  hospital  for  six  hours,  1,095  units  of  insulin 
had  been  given,  and  3,000  cc.  of  fluids  had  been 
given.  He  was  still  disoriented,  and  blood  chem- 
istries were  as  bad  as  they  had  been  on  admission. 
Insulin,  100  units  intravenously  and  100  units 
intramuscularly,  was  continued  about  every  hour. 
Moderate,  generalized  hives  appeared  about  2 
p.m.  Therefore,  100  mg.  of  Benadryl  with  20 
units  of  ACTH  were  given  intravenously.  This 
controlled  the  hives.  By  3 : 30  p.m.  there  was  some 
improvement.  The  blood  sugar  was  660  at  3:30 
p.m.,  482  at  6:30  p.m.,  322  at  9:30  p.m.,  and  100 
at  10  a.m.  the  next  morning.  Carbon  dioxide 
combining  power  was  15  at  3:30  p.m.,  and  blood 
acetone  was  positive  at  9 p.m.  Other  electrolyte 
studies  were  done. 

The  morning  after  admission  it  was  noted  that, 
although  the  blood  sugar  was  down  to  100,  there  was 
still  acetone  in  the  urine.  He  had  received  a total 
of  1,700  units  of  insulin  and  6,000  cc.  of  intravenous 
fluid,  including  750  of  V6  molar  acetate  and  1,000 
cc.  of  10  per  cent  Fructose.  From  this  point  on, 
an  all-beef  insulin  was  used.  In  the  hospital  and  at 
home  the  patient  was  controlled  on  a 1,500-calorie 
carbohydrate  diet.  At  discharge  he  was  receiving 
all-beef  crystalline  insulin,  65  units  before  break- 
fast and  40  units  before  supper.  Fasting  blood 
sugar  was  normal,  and  urine  showed  0 to  y4  per 
cent  sugar.  He  has  had  an  occasional  hive  at  the 
sight  of  injection  but  no  generalized  reactions.  Four 
months  later,  on  the  same  diet,  he  was  controlled 
on  40  units  of  all-beef  crystalline  insulin  before 


breakfast  and  20  units  before  supper. 

Comment 

Every  case  of  diabetic  ketosis  requires  emergency 
management  with  a competent  physician  in  imme- 
diate attendance.  In  this  case  the  danger  of  a 
severe  allergic  reaction  demanded  extra  vigilance. 
Known  antiallergic  principles  were  used.6  The 
possible  anti-insulin  effect  of  ACTH  was  a cal- 
culated risk.  This  and  the  severe  degree  of  ketosis 
may  explain  the  necessity  of  using  such  a large 
dose  (1,700  units)  to  overcome  the  ketosis.  As  is 
always  necessary,  insulin  was  given  in  increasing 
dosage  until  response  was  obtained.  The  emergency 
management  and  follow-up  treatment  with  insulin 
caused  desensitization,  so  that  the  patient  is  now 
maintained  on  daily  all-beef  insulin  with  no  un- 
toward effect. 

Summary 

A case  of  diabetes  with  a history  of  recent  severe 
allergic  reaction  to  insulin  was  treated  for  deep 
ketosis.  Management  with  adrenalin,  intravenous 
Benadryl,  and  ACTH  was  successful  in  avoiding 
allergic  reaction  to  the  insulin  used  in  the  treatment 
of  the  ketosis. 
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owadays  interstitial  pregnancy  is  not  so  rare 
as  it  used  to  be,  but  diagnosing  it  before  op- 
eration is  still  a puzzle  not  often  solved.  The  follow- 
ing case  is  presented  not  merely  to  add  another  case 
to  the  growing  list  of  this  type  of  ectopic  gestation 
but  to  point  out  the  factors  that  may  lead  to  errors 
in  diagnosis. 

This  type  of  pregnancy  is  said  to  represent  about 
4.7  per  cent  of  eccyesis  and  according  to  Felmus 
and  Pedowitz1  is  more  common  in  the  Negro  patient. 
The  etiologic  factors  concerned  in  its  production 
are  the  same  as  those  responsible  for  ectopic  gesta- 
tion in  general,  namely,  pelvic  inflammation,  con- 
genital anomalies,  operative  traumas,  and  tumors. 

Judd  and  Ferrero2  point  out  that  up  to  1943 
there  were  only  199  fully  authenticated  cases  in 
medical  literature.  Te  Linde3  now  states  the 
number  to  be  about  200  cases. 

To  be  rated  an  interstitial  pregnancy  the  gesta- 
tion sac  and  its  contents  must  occupy  that  portion 
of  the  fallopian  tube  that  passes  through  the 
uterine  musculature  from  the  cornu  to  the  upper 
angle  of  the  uterine  cavity.  This  lesion  is  to  be 
distinguished  from  the  so-called  angular  pregnancy 
of  Kerr  and  Anderson4  and  from  pregnancy  in  a 
rudimentary  horn. 

Kobak5  feels  that  “these  pregnancies  are  most 
frequently  characterized  by  an  elevation  of  affected 
cornu,  displacement  of  the  uterus  to  the  opposite 
side,  and  insertion  of  an  intact  tube  into  the  in- 
ferior surface  of  the  enlargement.’  ’ 

Because  of  the  better  protection  of  the  gestation 
sac  in  this  area  rupture  usually  occurs  later  than  in 
other  parts  of  the  tube.  There  is  rarely  any  illegal 
vaginal  bleeding  or  pain  before  rupture,  which 
occurs  generally  between  the  tenth  and  sixteenth 
weeks.  The  symptoms  produced  by  rupture  are 
usually  quite  alarming  and  unless  definitive  surgery 
is  prompt  may  terminate  fatally  in  a short  while. 
Grusetz  and  Polayes6  reported  four  cases  that  have 
gone  to  term. 

Case  Report 

A thirty-four-year-old  married  Negro  woman, 
para  0,  gravida  0 came  to  the  hospital  on  October 
15,  1956,  because  of  intermenstrual  bleeding  and 
irregular  cramplike  abdominal  pain.  She  was  well- 
developed  and  well-nourished  and  in  no  apparent 
distress.  Her  family  and  a past  medical  history 
are  not  pertinent  to  this  study. 


She  began  menstruating  at  the  age  of  twelve,  the 
periods  coming  regularly  every  twenty-four  days, 
lasting  four  to  five  days,  accompanied  by  slight 
abdominal  discomfort.  The  last  menstrual  period 
began  July  31  and  continued  through  August  5, 
1956.  This  was  the  usual  pattern.  Irregular  spot- 
ting began  August  31  and  continued  to  September 
12.  No  great  concern  was  aroused  because  of  the 
scantiness  of  the  bleeding,  not  enough  to  stop  her 
from  going  to  work.  On  September  17  and  18 
bleeding  was  more  profuse,  prompting  her  to  seek 
medical  aid. 

The  doctor  gave  medications  directed  toward  cur- 
tailing what  he  considered  a threatened  abortion. 
As  long  as  she  remained  in  bed  and  took  the  medi- 
cines there  was  no  bleeding.  It  is  noteworthy  that 
there  was  no  abdominal  pain  during  this  episode. 
When  she  got  out  of  bed  on  October  14,  bleeding 
again  reoccurred  with  some  pain. 

It  was  at  this  time  she  came  under  gynecologic 
observation.  The  breasts,  although  fully  developed, 
had  no  secretion.  There  was  a palpable,  hard, 
suprapubic  mass  slightly  tender  and  mobile.  There 
was  no  evidence  of  fluid  in  the  abdomen  and  no 
rebound  tenderness. 

External  genitalia  and  perineum  were  normal,  the 
cervix  was  axial,  softened,  and  patulous  with  a 
trickling  of  dark  blood  coming  from  the  external  os. 
There  was  expression  of  pain  on  motion  of  the 
cervix.  A small  polyp  could  be  seen  within  the 
cervical  canal,  apparently  originating  in  the  uterus 
or  the  internal  os.  Both  fornices  were  foreshortened 
by  the  bulk  of  an  asymmetrically  enlarged  nodular 
uterus.  The  size  of  the  uterus  approximated  a four- 
month  pregnancy.  The  rectum  was  encroached 
upon,  but  both  parametria  and  rectovaginal  septum 
showed  no  involvement.  The  uterosacral  ligaments 
were  thought  to  be  unusually  prominent. 

Laboratory  examination  showed  the  following: 
red  blood  count  3.5  million,  white  blood  count  7,400, 
hemoglobin  10  Gm.,  segmented  53,  lymphocytes  45, 
and  monocytes  and  eosinophils  1 each.  Blood 
chemistry  and  urinalysis  were  within  normal  limits. 

Friedman  test  for  pregnancy  was  negative,  sedi- 
mentation rate  normal.  Chest  x-rays  showed  fibro- 
productive  changes  in  the  right  apical  region  with 
impression  of  honeycombing.  Repeated  tests  for 
acid  fast  organisms  were  negative. 

Medical  and  gynecologic  consultations  were  ob- 
tained, and  the  patient  was  cleared  for  elective 
surgery  with  a preoperative  diagnosis  of  myomata 
uteri  with  degeneration  and  cervical  polyp.  She 
was  given  500  cc.  of  whole  blood  and  operated  on 
four  days  after  admission  to  the  hospital. 
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BELL  AND 


Fig.  1.  Uterus  showing  cervix  on  left  and  pregnancy 
on  the  right. 

As  soon  as  the  peritoneal  cavity  was  entered  it 
became  apparent  that  there  was  something  unusual 
about  the  right  cornual  area  of  the  asymmetrical 
nodular  uterus.  This  region  appeared  markedly 
vascular,  cystic,  and  thinned  out  where  one  cus- 
tomarily finds  thick  muscles.  We  realized  only  then 
that  what  we  were  dealing  with  was  an  unruptured 
interstitial  pregnancy  of  the  right  tube. 

Because  of  the  multiplicity  of  the  myomas  to- 
gether with  the  uncertainty  of  resectability  of  the 
pregnancy,  a total  hysterectomy  was  done  (Figs. 
1 and  2).  She  made  an  uneventful  recovery  and 
was  discharged  on  the  tenth  postoperative  day. 

Comment 

The  specimen  submitted  consisted  of  a totally  re- 
moved uterus  which  was  nodular  and  measured  13 
by  12  by  8 cm.  in  its  greatest  dimensions.  Several 
typical  subserous  and  intramural  fibroids  from  1 to 
4 cm.  in  diameter  were  noted.  The  right  cornu  was 
soft  and  blown  up  to  a diameter  of  3.5  by  2.4  cm. 
in  the  region  where  the  tube  attached.  On  opening 
this  area,  a hemorrhagic  center  of  glistening  grey 
membranes  of  pregnancy  was  noted.  These  mem- 
branes extended  through  the  interstitial  portion  of 
the  tube. 

When  opened,  the  cervical  canal  was  3 cm.  in 
length  lined  by  pale  mucosa.  There  was  a pedun- 
culated, flat  1.3  by  0.5  cm.  polyp  1 cm.  above  the 
internal  os  which  was  typical  on  section. 

The  endometrial  canal  was  6 cm.  deep,  lined  by 
pale  flattened  mucosa.  On  tracing  the  uterine  canal 
towards  the  right  cornu,  the  cavity  mentioned  above 
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Fig.  2.  Interstitial  portion  opened  to  show  pregnancy 
cavity. 


was  entered.  Serial  sections  showing  intramural 
fibroids  of  4 and  3J/2  cm.  in  diameter  were  typical. 

Microscopic  section  of  endometrium  revealed  a 
secretory  phase.  Section  of  the  right  interstitial 
mass  described  above  revealed  flattened  epithelium 
of  the  mucosa  of  the  tube  adherent  to  which  is 
hemorrhagic  tissue  containing  chorionic  villi  and 
decidual  cells.  Section  of  the  cervix  showed  no 
unusual  features.  Section  of  fibroids  revealed 
whorled  myomatous  tissue. 

Conclusion 

The  case  was  diagnosed  as  an  intact  interstitial 
pregnancy,  consisting  of  multiple  fibroids  of  the 
uterus,  endometrial  polyp,  and  normal  cervix. 

The  presence  of  multiple  myomas  and  endometrial 
polyp,  a troublesome  source  of  intermenstrual 
bleeding  themselves,  a negative  Aschheim-Zondek 
test,  and  pain  prior  to  rupture  all  mitigated  against 
a correct  diagnosis  before  operation  in  this  case. 
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MONTH  IN  WASHINGTON 


T^leven  years  ago,  in  passing  the  National  Em- 
ployment  Act  of  1946,  Congress  provided  for 
two  organizations  whose  sole  function  is  to  promote 
maximum  employment,  maximum  production,  and 
maximum  purchasing  power.  One  is  Congress’ 
own  Joint  Economic  Committee;  the  other,  the 
President’s  Council  of  Economic  Advisers. 

The  President’s  Council  constantly  studies  all 
forces,  social  as  well  as  financial,  that  affect  employ- 
ment and  production  and  before  each  January  20 
makes  its  report  to  the  President,  who  in  turn  uti- 
lizes that  in  drafting  his  annual  economic  report  to 
Congress. 

At  the  same  time  the  Congressional  Joint  Eco- 
nomic Committee  is  making  its  own  separate  studies, 
holding  hearings,  and  preparing  a background  of  in- 
formation against  which  to  judge  the  President’s 
economic  recommendations  when  they  come  before 
it.  The  Congressional  committee,  however,  is 
wdiolly  advisory;  it  does  not  itself  draft  legislation 
but  makes  public  its  annual  report  before  each  March. 

Although  this  committee  is  denied  legislating 
power,  its  influence  often  directs  the  course  of  legis- 
lation. For  example,  a strong,  one-page  report  from 
this  committee  is  credited  with  keeping  Congress  in 
session  after  the  start  of  the  Korean  war  and  thus 
preventing  a scheduled  decrease  in  taxes. 

When  it  calls  in  witnesses,  the  Joint  Committee 
attempts  to  obtain  a broad  cross  section  of  opinion — - 
the  liberal  along  with  the  conservative.  For  this 
reason,  recent  hearings  under  sponsorship  of  the 
Joint  Committee  attracted  more  than  casual  inter- 
est. They  brought  together  conflicting  general 
philosophies  and  controversial  specific  issues.  In 
the  health-welfare  fields,  the  following  were  some  of 
the  views : 

The  question  of  hospitalization  for  the  retired 
aged  through  the  social  security  mechanism  was  de- 
bated pro  and  con  by  the  panelists.  Two  views: 

Professor  Wilbur  Cohen,  University  of  Michigan — 
The  former  Social  Security  official  maintains  that 
the  system  can  stand  the  drain  of  hospitalization  for 
the  aged.  It  could  be  done  for  one  half  of  1 per  cent 
of  taxable  income,  he  argued,  and  he  would  raise  the 
latter  to  the  first  $6,600  of  income  instead  of  the 
present  $4,200. 

W.  Glenn  Campbell,  American  Enterprise  Asso- 
ciation— Congress  should  give  the  medical  profession 
and  the  insurance  industry  a chance  to  work  out  this 
problem  through  traditional  methods  rather  than 
institute  a costly  compulsory  system  with  all  its  at- 
tendant damage  to  the  effective  practice  of  medicine. 

Two  other  panelists  expressed  parallel  views  on 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


the  broader  and  philosophic  aspects  of  health  and 
welfare: 

Secretary  Folsom  of  HEW — The  burdens  of  dis- 
ease, disability,  ignorance,  and  insecurity  cannot  be 
escaped  by  under-investment  in  health,  education, 
and  welfare.  Such  an  under-investment  would  have 
a costly  effect  on  private  charities,  budgets  of  govern- 
ments, efficiency  of  industry,  and  the  purchasing 
power  of  consumers. 

Professor  Clarence  D.  Long,  Johns  Hopkins  Uni- 
versity— An  expansion  of  social  welfare  programs 
will  have  a very  great  stimulating  effect  on  the  econ- 
omy, provided  we  play  down  those  programs  that 
involve  mere  charity  and  emphasize  those  that  help 
people  to  help  themselves. 

On  the  day  of  the  hearing  on  health,  education 
and  welfare,  the  panelists  agreed  that  no  crash  pro- 
grams in  education  were  called  for  despite  the  scien- 
tific manpower  shortages.  Other  comments  on  edu- 
cation : 

Professor  Paul  J.  Strayer,  Princeton  University — 
Either  Federal  aid  wall  be  forthcoming  on  terms  that 
can  be  acceptable  to  the  states  or  we  will  suffer  a 
general  deterioration  in  the  quality  of  education. 

President  Howard  R.  Bowen,  Grinnell  College — 
Federal  aid  should  not  be  granted  directly  to  colleges 
and  universities  but  through  intermediary  nonprofit 
corporations  controlled  by  boards  of  trustees  made 
up  of  distinguished  citizens. 

Notes 

A possible  indication  of  legislation  in  1958  comes 
from  a December  tour  of  southern  medical  schools 
by  members  of  the  House  Interstate  and  For- 
eign Commerce  Committee’s  health  subcommittee. 
Among  other  things,  they  were  concerned  with  the 
schools’  need  for  more  laboratories  and  classrooms. 

The  Department  of  Health,  Education,  and  Wel- 
fare has  started  a twelve-year  study  on  the  activities 
of  a group  of  3,000  newly  retired  men  and  women. 

Community-wide  chest  x-ray  campaigns  to  detect 
tuberculosis,  long  a popular  public  health  device, 
now  are  in  disfavor  with  U.S.  Public  Health  Serv- 
ice. PHS  recommends  instead  that  tuberculin 
skin  tests  be  used  generally  with  chest  x-rays  re- 
served for  selective  groups  likely  to  have  high  inci- 
dence of  the  disease. 

Between  July  1 and  mid-December,  almost  half 
the  population  of  the  country  had  been  taken  ill 
with  an  upper  respiratory  condition,  including  Asian 
influenza. 

In  its  first  year  of  operation,  Medicare  spent  43 
million  dollars  with  22  million  going  to  civilian  phy- 
sicians and  21  million  to  civilian  hospitals.  Admini- 
istrative  costs  ran  about  3 per  cent.  Some  claims 
are  still  pending. 
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NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Two-Way  Radio  Medical  Conferences — The 

third  year  for  the  two-way  radio  medical  conferences 
started  on  November  4,  1957.  The  topic  of  the 
opening  conference  concerned  the  differential  diag- 
nosis of  cardiac  decompensation. 

Schering  Awards  Contest — Nathaniel  Silon, 
Brooklyn,  a senior  medical  student,  won  first  prize 
in  the  Schering  Awards  Contest  for  his  paper  on 
“Recent  Trends  in  Corticosteroid  Therapy  for  Ocu- 
lar Disorders.”  This  marks  the  second  consecutive 


winning  of  the  first  prize  by  a College  student. 

Speaker — Dr.  Robert  E.  L.  Nesbitt,  Jr.,  professor 
and  chairman  of  obstetrics,  professor  of  gynecology, 
and  director  of  education  and  research  in  the  com- 
bined Departments  of  Obstetrics  and  Gynecology, 
addressed  a small  group  of  medical  scientists  from 
North  and  South  America  and  Europe  in  Princeton, 
New  Jersey,  at  the  First  International  Symposium 
on  the  Oxygen  Supply  of  the  Human  Fetus  during 
the  first  week  of  December,  1957. 


Albert  Einstein  College  of  Medicine 


Research  Grants — Among  the  recent  grants  re- 
ceived by  the  College  of  Medicine  were  the  follow- 
ing: National  Multiple  Sclerosis  Society  to  the  De- 
partment of  Anatomy — a grant  in  the  amount  of 
$5,750  for  the  “Study  of  mutant  rodents  in  which 
the  structure  and  functional  integrity  of  the  nervous 
system  is  damaged  in  a manner  resembling  that 
found  in  certain  hereditary  diseases  in  humans”; 
Damon  Runyon  Memorial  Fund  to  the  Department 
of  Biochemistry  a grant  in  the  amount  of  $6,300  for 
“Protein  Synthesis  by  Normal  and  Malignant  Lym- 
phoid Cells”;  National  Institutes  of  Health  to  the 
Department  of  Medicine  a grant  in  the  amount  of 
$24,000  for  “Training  in  Neurology”;  National 
Institutes  of  Health  to  the  Department  of  Pathology 
a grant  in  the  amount  of  $500  for  “A  correlated  bio- 
chemical morphologic  study  of  microsomes  isolated 


New  York  University 

Awarded — Dr.  Emery  A.  Rovenstine  was  awarded 
the  Distinguished  Service  Award  of  the  American 
Society  of  Anesthesiologists  in  October.  Dr.  Roven- 
stine is  director  of  anesthesia  at  Bellevue  Hospital 
Center,  Gouverneur,  and  Goldwater  Memorial  Hos- 
pitals. 


from  rat  hepatoma,  and  United  Cerebral  Palsy  to 
the  Department  of  Rehabilitation  Medicine — a 
grant  in  the  amount  of  $3,009  for  “Speech  and 
hearing  therapy.” 

Visiting  Lecturers — Roald  Grant,  Capt.,  MC, 
USN,  Chief  of  Surgery  and  Head  of  Oncology,  U.S. 
Naval  Hospital,  St.  Albans,  Long  Island,  on  “Prob- 
lems-in  Cancer  Surgery,”  Monday,  November  11, 
1957;  Dr.  Gabriel  C.  Godman,  Department  of 
Surgery,  Columbia  University  College  of  Physicians 
and  Surgeons,  on  “Recent  Studies  in  Lupus,”  Mon- 
day, November  18,  1957,  Dr.  William  B.  Castle, 
Director,  Thorndike  Memorial  Laboratory,  Boston 
City  Hospital,  on  “History  of  Knowledge  Concern- 
ing Achylia  Gastrica  and  Pernicious  Consequences,” 
Monday,  November  25,  1957. 


College  of  Medicine 

Appointment — Dr.  Chandler  A.  Stetson,  Jr.,  has 
been  nominated  professor  and  chairman,  Depart- 
ment of  Pathology,  to  become  effective  at  the  close 
of  the  1957-1958  academic  year  when  Dr.  Lewis 
Thomas,  the  present  incumbent  of  the  chair,  be- 
comes chairman  of  the  Department  of  Medicine. 


State  University  of  New  York  College  of  Medicine , Downstate  Medical  Center 


Faculty  Activities — Dr.  Howard  W.  Potter,  Pro- 
fessor and  chairman,  Department  of  Psychiatry, 
spent  November  in  the  Philippine  Islands  studying 


the  need  desirability  of  developing  psychiatric  edu- 
cation at  the  College  of  Medicine  of  the  University 
of  the  Philippines.  His  trip  was  sponsored  by  the 
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China  Medical  Board  of  New  York,  Inc. 

Dr.  James  B.  Hamilton,  Professor  and  chairman, 
Department  of  Anatomy,  has  returned  from  a year’s 
sabbatical  leave  during  which  he  worked  in  the 
Division  of  Experimental  Biology  at  the  National 
Institute  for  Medical  Research  in  London,  England 
on  research  concerned  with  measuring  the  rates  of 
protoplasmic  replication. 

Dr.  Jack  Gross,  Professor  of  Anatomy,  is  on  a 
two-year  leave  of  absence  serving  as  visiting  pro- 
fessor of  experimental  medicine  and  cancer  research 
at  the  Hebrew  University  in  Jerusalem  under  the 
auspices  of  the  World  Health  Organization. 

Dr.  William  Dock  has  returned  from  the  Palo 
Alto  Clinic  in  California  to  resume  his  duties  as  Pro- 
fessor of  medicine  on  the  Faculty. 

Dr.  Warner  Muensterberger,  clinical  assistant 
professor  of  psychiatry,  has  recently  returned  from 
French  West  Africa  where  he  conducted  a prelimi- 
nary field  study  on  the  effect  of  rapid  Westernization 
on  Primitive  Peoples  with  regard  to  their  emotional 
equilibrium. 

Department  of  Medical  Illustration  and  Photog- 
raphy— Elizabeth  Cuzzort  has  been  appointed  di- 
rector of  the  newly  organized  full-time  Department 
of  Medical  Illustration  and  Photography.  She  has 
been  part-time  medical  illustrator  at  the  Downstate- 


Medical  Center  and  its  predecessor,  the  Long  Island 
College  of  Medicine,  since  1935. 

Professors  Emeriti — Drs.  George  H.  Lordi  and 
Edwin  Post  Maynard  have  been  named  clinical 
professors  emeriti  of  medicine.  Dr.  Lordi  has  been 
on  the  faculty  of  the  College  and  its  predecessor,  the 
Long  Island  College  of  Medicine,  since  1923.  Dr. 
Maynard  has  been  on  the  faculty  since  1925. 

New  Appointments — Dr.  Robert  N.  Armen,  direc- 
tor of  professional  services  at  the  Brooklyn  VA 
Hospital,  has  been  named  clinical  associate  professor 
of  medicine.  Dr.  Armen  received  his  medical  train- 
ing at  the  American  University  of  Beirut 
in  Lebanon. 

Drs.  Louis  Kaywin  and  Paul  King  Benedict  of 
Roslyn  Heights  and  Glen  Cove,  Long  Island,  re- 
spectively, have  been  appointed  assistant  professors 
of  psychiatry.  Dr.  Kaywin  received  his  medical 
degree  from  the  Royal  College  of  Medicine  in  Edin- 
burgh, Scotland,  and  took  his  residency  training  at 
the  Menninger  Foundation  in  Topeka,  Kansas.  Dr. 
Benedict  received  his  M.D.  degree  from  New  York 
Medical  College. 

Drs.  Peter  Albert  Emerson  and  Kenneth  Oliver 
Godwin,  both  of  England,  have  been  appointed  as- 
sistant professors  of  medicine  and  anatomy,  respec- 
tively. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Grants — The  Department  of  Psychiatry  has  re- 
ceived a total  of  $53,888  in  grants  from  the  U.S. 
Public  Health  Service  for  support  of  its  activities 
over  a five-year  period. 

Part  of  the  funds  will  be  used  for  the  training  of 
undergraduate  medical  students  and  for  teaching 


equipment  such  as  audiovisual  aids,  another  portion 
wrill  be  used  in  a training  program  for  resident  doc- 
tors taking  postgraduate  training  to  become  psy- 
chiatrists, and  some  will  provide  six  fellowships  for 
undergraduate  medical  students  who  will  participate 
in  a special  psychiatric  program. 


Traumatic  Injury  in  Athletes 


Prophylactic  use  of  a combination  of  hespiridin 
and  ascorbic  acid  (Hesper-C,  National  Drug  Com- 
pany) and  the  therapeutic  use  of  trypsin  in  sesame 
oil  (Parenzyme,  National  Drug  Company)  in  350 
athletes  who  suffered  bruise-causing  blows  brought 
excellent  results  in  231  (66  per  cent);  good  results 
in  87  (25  per  cent);  fair  results  in  18  (5  per  cent), 
and  failure  in  14  (4  per  cent).  In  the  14  failures 
there  were  ruptured  veins,  posing  a different  prob- 
lem from  that  of  damaged  capillaries.  Under  this 
regimen,  the  author  says,  bruises  that  ordinarily 


would  have  been  painful  for  ten  days  or  more  usually 
subsided  almost  overnight.  In  most  cases  the  re- 
covery time  after  unusually  severe  bruises  was  ap- 
proximately three  days  instead  of  the  usual  two 
weeks.  The  author  adds  that  attention  to  nutri- 
tion and  tension  states  will  facilitate  recovery  and 
condition  the  athlete  to  cope  with  environmental 
stresses.  He  discusses  the  general  problem  of 
physiology  and  nutrition. 

— A.  Lee  Lichtman,  M.D.,  International  Record  of 
Medicine,  June , 1957 
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LETTERS  TO  THE  EDITOR 


Technic  for  Testing  the  Integrity  of  the  Gastrointestinal  Tract 


To  the  Editor: 

Unrecognized  perforations  of  the  gastrointestinal 
tract  have  led  to  serious  consequences.  Examples 
are  numerous,  such  as  surgical  injury  to  the  mucosa 
of  the  pylorus  in  performing  the  Ramstedt  pyloro- 
plasty for  congenital  hypertrophic  stenosis,  repair  of 
diverticula  of  the  gastrointestinal  tract,  and  even  in 
performing  appendectomy,  when  inadvertent  injury 
to  the  bowel  may  occur. 

Often  it  is  difficult  to  decide  where  and  whether  a 
perforation  of  pinpoint  size  of  a duodenal  or  gastric 
ulcer  exists.  The  intactness  of  intestinal  anasto- 
moses is  often  a matter  of  faith. 

One  may  test  the  intactness  of  the  intestinal  tract 


by  building  a dam  of  vaseline  gauze  around  the  site 
to  be  tested.  This  material  is  waterproof  and  easily 
formed  into  a circular  wall  or  dam.  The  base  of 
the  dam  is  readily  compressed  to  make  a waterproof 
fit  against  the  bowel.  Normal  saline  is  poured  into 
the  dam,  and  then  the  bowel  is  compressed  below  the 
site  being  tested  so  that  a steady  stream  of  air  bub- 
bles is  then  visible  if  the  wall  of  the  gastrointestinal 
tract  is  not  intact. 

Harold  Elcaness,  M.D. 

3500  De  Kalb  Avenue 
Bronx  67,  New  York 


Early  Diagnosis  of  Fetal  Distress 


To  the  Editor: 

May  I add  a footnote  to  the  extremely  interesting 
panel  discussion  on  “The  Early  Diagnosis  of  Fetal 
Distress  by  Clinical  and  Electrocardiographic 
Methods.”1 

In  order  to  keep  the  historic  record  concerning 
fetal  electrocardiography  complete,  it  should  be 
mentioned  that  the  late  Franz  M.  Groedel2  was 
perhaps  the  first  to  standardize  the  clinical  proce- 
dure. I believe  that  my  own  paper3  which  appeared 
in  1930  was  the  first  publication  in  the  American 
literature  in  which  both  electrocardiography  and 
phonocardiography  were  employed  in  the  investi- 
gation of  the  maternal  and  fetal  heart  disorders.  It 
was  shown  at  that  time  that  the  two  most  common 
irregularities  of  the  fetal  heart  were  due  to  prema- 
ture beats  and  atrial  fibrillation;  the  first  appeared 


to  be  of  minor  clinical  significance  in  contrast  to  the 
second  which  carried  a sinister  prognosis.  This 
impression  was  subsequently  confirmed  by  several 
other  authors  prior  to  1941,  the  date  given  in  the 
references. 

Albert  Salisbury  Hyman,  M.D. 
450  East  63rd  Street 
New  York  21,  New  York 


1 Abramson,  H.,  Goldmark,  C.,  Barron,  D.,  Southern 

E.  M.,  and  Steer,  C.  M.:  New  York  State  J.  Med.  57: 

1925  (June  1)  1957. 

2 Groedel,  F.  M.:  Path.  u.  Therap.  der  Kreislaufforsch. 

20:436  (1928). 

3 Hyman,  A.  S.:  Am.  J.  Obst.  & Gynec.  20:  332  (Oct.) 

1930. 


Comment  by  Dr.  Southern 


It  was  with  great  interest  that  I read  Dr.  Hj^man’s 
footnote  to  the  panel  discussion  on  fetal  distress  and 
the  application  of  fetal  electrocardiography.  Dr. 
Hyman’s  early  and  valuable  contributions  to  the 
recognition  and  evaluation  of  various  fetal  arrhyth- 
mias directed  observation  to  the  significance  of  the 
distinction  between  premature  ventricular  beats 
and  those  of  atrial  fibrillation. 


The  phonocardiographic  studies  were  confirmed 
by  electrocardiography  of  the  fetal  heart,  and  I 
have  made  reference  to  this  important  phase  of  work 
in  a recent  publication,  “Fetal  Anoxia  and  Its' Pos- 
sible Relation  to  Changes  in  the  Prenatal  Fetal 
Electrocardiogram.”1  It  is  to  be  regretted  that 
this  point  could  not  be  done  full  justice  within  the 
limitations  of  a panel  discussion. 
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Edward  M.  Southern,  M.D. 

2 School  Street  ‘Southern,  E.  M.:  Ain.  J.  Obst.  & Gynec.  73:  233 

Waterville,  Maine  J3o7). 


Address  by  Dr.  Alfred  Mercer 


To  the  Editor: 

I am  sending  an  excerpt  from  an  address  by  Dr. 
Alfred  Mercer  in  which  an  insight  into  the  discovery 
of  chemotherapeutic  agents,  or  antibiotics,  was 
shown.  I refer  to  the  last  sentence  quoted  below. 
I may  have  given  him  credit  for  vision  beyond 
that  which  he  possessed,  but  I would  prefer  to  have 
it  that  way,  for  after  all,  the  future  is  made  by  men 
with  vision.  I like  to  think  that  he  foresaw  things 
to  come  but  in  the  light  of  the  times  was  unable  to 
express  it  differently  than  he  did.  His  remarks, 
falling  on  the  right  ears,  might  have  stimulated 
younger  men  to  a curiosity  which  could  have  led 
to  the  startling  discoveries  of  recent  years. 

Dr.  Mercer’s  remarks  are  found  in  an  address  in 
memory  of  Dr.  James  V.  Kendall  before  the  Onon- 
daga Medical  Society  at  the  semi-annual  meeting, 
March  5,  1902.  He  was  referring  to  the  Geneva 
Medical  College  in  1833-1834,  at  which  time  Dr. 
Kendall  was  a medical  student  at  that  institution. 

At  this  time  Geneva  Medical  College  had  six 
professors,  a demonstrator  in  anatomy,  and  a 
well-stocked  dissecting  room.  Three  years  of  study 
in  a doctor’s  office — we  had  no  vacation — with  an 
attendance  on  two  courses  of  lectures,  of  sixteen 
weeks  each,  the  same  being  repeated  year  after 
year,  with  a written  thesis  on  some  medical  sub- 
ject, were  the  prerequisites  of  the  candidate  for 
graduation. 

This  would  seem  a very  inefficient  course  of 
study  compared  with  the  curriculum  of  the  same 
institution,  transferred  to  the  Syracuse  University, 
with  its  graded  college  course  of  four  years  of 
nearly  forty  weeks  each;  with  its  forty  professors, 
lecturers,  instructors,  and  demonstrators. 

However,  the  diligent  student  of  former  days, 
under  the  guidance  of  a painstaking  preceptor 
who  had  a heart  in  his  work  and  who  appreciated 
the  grave  responsibilities  he  was  about  to  assume, 
went  forth  fairly  well  equipped  to  practice  medi- 
cine in  the  then  state  of  medical  knowledge. 

At  this  time  we  were  reasonably  familiar  with 
auscultation  and  percussion,  but  we  had  no  fever 
thermometer,  no  hypodermic  syringe.  The  mi- 
croscope was  not  in  use,  anaesthesia  and  antiseptic 
(sic)  surgery  were  things  of  the  future.  X-rays 
were  unknown,  and  the  microorganisms  of  disease 
had  not  been  discovered. 

In  the  absence  of  all  this  knowledge  and  of  all 
these  agents  of  precision  in  diagnosis  and  much 
more,  the  young  practitioner,  with  the  lay  public, 
may  be  almost  ready  to  exclaim:  “What  did  you 


poor  fellows  really  know  and  what  could  you  do?” 
Well,  medical  literature  gave  us  a very  perfect 
bedside  picture  of  disease,  described  its  ordinary 
course  and  termination,  with  the  mischief  done 
in  the  body,  in  a crude  way  perhaps,  and  directed 
the  use  of  remedies  from  the  centuries.  It  is 
true,  we  could  not  count  the  leucocytes  or  blood 
corpuscles,  but  we  could  diagnose  anemia  in  the 
wan  cheek  and  pale  lip,  and  prescribe  arsenic, 
iron,  and  other  remedies  with  the  same  indifferent 
success  that  attends  the  treatment  of  disease  to- 
day. We  could  not  measure  the  temperature 
of  typhoid  fever  with  the  thermometer,  but  we 
knew  the  patient  was  morbidly  hot  and  we  re- 
duced temperature  then,  as  now,  with  baths. 
We  knew  nothing  of  the  microorganism  of  ma- 
larial fever,  but  we  destroyed  the  parasite  then,  as 
now,  with  quinine.  If  our  pathology  was  uncer- 
tain, our  treatment  was  correct. 

Of  infections,  in  the  light  of  our  present  knowl- 
edge, we  cannot  prevent  pneumonia — only  by 
vigorous  defensive  vitality — or  destroy  the 
microorganism  of  infection.  The  same  may  be 
said  of  other  infectious  diseases.  We  must  still 
rely  on  old  methods  of  treatment,  and  as  yet  we 
have  no  “reliable  intestinal  antiseptic.” 

Through  recent  investigations,  our  knowledge  of 
the  nervous  system,  of  the  blood,  and  of  the  na- 
ture and  cause  of  disease,  has  been  greatly  en- 
larged. Obscure  symptoms  have  been  deciph- 
ered to  the  discrimination  of  new  diseases.  Chem- 
istry and  pharmacy  have  almost  bewildered  us 
with  new  remedies — the  antitoxins  and  gland 
extracts  probabty  the  most  important.  They 
have  accomplished  much  and  promise  more. 
Sanitation  and  hj'giene  have  added  to  the  du- 
ration of  life. 

But  after  all,  I do  not  see  that  we  have  any 
better  curative  control  over  the  morbid  process 
we  call  inflammation — unless  with  antitoxins — 
and  inflammation  is  the  important  factor  in 
nearly  all  fatal  diseases,  than  we  had  half  a cen- 
tury ago.  We  use  the  same  remedies  now  and 
for  the  same  end.  If  we  destroy  the  parasite  of 
malarial  fever  with  quinine  or  arsenic,  there  is 
hope  for  the  future  that  we  may  destroy  the 
microorganisms  of  other  diseases  without  detri- 
ment to  the  patient. 

Dr.  Mercer  was  born  in  England  in  1820.  He 
was  brought  to  this  country  in  1832,  but  his  parents 
were  unhappy  and  returned  to  England,  leaving 
him  apprenticed  to  his  older  brother  who  was  a 
tailor  in  Lima,  New  York.  He  stayed  with  his 
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brother  until  1840,  when  he  went  into  the  tailoring 
business  himself.  He  saved  his  money  and  was 
able  to  go  to  the  Geneva  Medical  College,  where  he 
graduated  in  1844.  He  practiced  medicine  in  Syra- 
cuse for  a number  of  }'ears,  and  when  the  Geneva 
Medical  College  was  transferred  to  Syracuse  Uni- 
versity, he  became  Professor  of  Surgery.  He  was 


later  Health  Officer  of  Syracuse.  Dr.  Mercer  died 
in  1914  in  Sj^racuse. 

William  A.  Brumfield,  Jr.,  M.D. 

Department  of  Health 
White  Plains,  New  York 


Excerpt  from  Dr.  Westel  Willoughby’s  Paper 


To  the  Editor: 

In  going  over  material  which  I have  on  early 
medicine  in  New  York  State,  I ran  across  the  follow- 
ing excerpt  from  a paper  by  Dr.  Westal  Willoughby, 
Jr.,  of  Herkimer  County  given  at  the  annual  meet- 
ing of  the  State  Medical  Society  held  at  Albany, 
February  5,  1813.  Wrhat  this  epidemic  was,  of 
course,  is  unknown.  It  was  later  said  to  be  “ty- 
phoid pneumonia.”  In  view  of  the  present  epidemic 
of  “Asian”  influenza,  I think  his  remarks  of  interest, 
i.e.,  where  there  is  no  specific  treatment  for  the 
disease,  treat  the  patient: 

We  have  an  epidemic  at  this  time  prevailing' 
which  has  proved  uncommonly  mortal  in  this  as 
well  as  in  some  of  the  neighboring  counties.  The 
complaint  is  somewhat  peculiar,  by  many  has 
been  called  spotted  fever,  by  others  peri-pneu- 
monia, malignant  pleurisy,  etc.  If  I were  to  give 
it  a name  I would  call  it  peri-pneumonia  innomi- 
nata  (sic)  for  the  disease  as  it  has  appeared  in  this 
county  has  no  place  in  nosology.  There  is  no 
age  exempt  from  the  complaint  but  it  appears 
very  different  in  the  child  from  what  it  does  in  the 
adult.  It  makes  its  attack  without  any  known 
predisposition,  the  patient  is  suddenly  seized  with 
pain  in  the  head  and  back,  sometimes  so  severe 
as  to  produce  almost  instantaneous  delerium, 
succeeded  by  chills  alternately  with  hot  fits  and 
always  accompanied  with  sickness  at  the  stomach 
and  vomiting.  It  is  a disease  producing  very 
unequal  excitement,  while  the  heart  and 
arteries  are  laboring  excessively,  there  usually 
is  torpor  and  very  frequently  a coldness  of  the 
surface.  From  the  difficulty  in  respiration, 
cough  and  expectoration  of  blood,  most  physicians 
have  at  first  considered  the  disease  peri-pneu- 


monia and  treated  as  such,  their  patients  soon 
falling  victims  to  the  depleting  plan.  Where 
they  were  bled  copiously  they  seldom  lived  over 
the  fifth  dajr  sometimes  dying  much  sooner. 
From  one  error  many  physicians  were  led  to  an- 
other equally  fatal  to  their  patients.  Quitting 
the  depleting  plan  they  commenced  the  highly 
stimulating  one,  and  the  difference  to  their  pa- 
tients was  that  they  died  much  sooner  under  the 
use  of  heat,  brandy,  laudanum,  etc.,  than  under 
the  use  of  the  lancet.  Blood,  brandy  and  death 
were  the  remedies  and  result  of  old  time  medical 
practice. 

Emetics,  epispastics,  warm  applications  to  the 
extremities,  diluents  and  emulcents  have  the 
happiest  effect.  I have  treated  thirty  or  forty 
patients  as  above  and  have  lost  but  one.” 

Even  Willoughby’s  implied  “mild”  treatment 
may  have  been  too  much.  Which  reminds  me  of  the 
little  quatrain  on  “old  time  medical  practice,”  as 
Willoughby  called  it: 

When  people’s  sick,  they  comes  to  I. 

I physicks,  bleeds,  and  sweats  ’em. 

Sometimes  they  live,  sometimes  the}”  die; 

What’s  that  to  I?  I let’s  ’em. 

The  foregoing  bit  has  been  attributed  to  John 
Coakley  Lettersone  (1754-1815)  London:  He 

founded  the  London  Medical  Society  and  left  funds 
for  the  Fothergill  Medal  and  Lettersone  Lectures. 

William  A.  Brumfield,  Jr.,  M.D. 
Department  of  Health 
White  Plains,  New  York 


Old-Age  and  Survivors  Insurance 


To  the  Editor: 

Your  letter  of  July  17,  1957,  addressed  to  President 
Eisenhower,  with  which  you  enclosed  a copy  of  a 
resolution  adopted  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  has 
been  referred  to  this  Department  for  reply. 

The  President  and  this  Department  continue  to 


favor  the  extension  of  old-age  and  survivors  insur- 
ance coverage  to  self-employed  doctors  of  medicine. 
We  believe  the  need  of  self-employed  physicians  for 
old-age  and  survivors  insurance  is  comparable  to 
that  of  many  self-employed  people  and  wage  earners 
who  are  now  covered  under  the  program. 


252 


New  York  State  J.  Med. 


LETTERS  TO  THE  EDITOR 


The  1956  amendments  to  the  social  security  law, 
as  you  know,  extended  old-age  and  survivors  insur- 
ance coverage  to  all  of  the  self-employed  professional 
groups  who  were  previously  excluded  from  coverage 
except  doctors  of  medicine.  On  several  occasions 
when  congressional  consideration  was  being  given 
to  social  security  legislation  providing  for  the  ex- 
tension of  coverage,  representatives  of  the  American 
Medical  Association,  of  state  and  county  medical 
societies,  and  individual  physicians  testified  against 
compulsory  coverage  of  self-employed  doctors  of 
medicine  under  the  old-age  and  survivors  insurance 
program.  The  Congress  apparently  concluded 
that  the  majority  of  self-employed  physicians  did 


not  wish  to  participate  in  old-age  and  survivors 
insurance  and,  as  a result,  self-employed  doctors  of 
medicine  continue  to  be  excluded  from  coverage. 

Thank  you  for  your  letter.  We  appreciate  having 
an  expression  of  the  views  of  the  Medical  Society  of 
the  State  of  New  York  toward  the  old-age  and  sur- 
vivors insurance  coverage  of  self-employed  physi- 
cians. 

Alvin  M.  David,  Assistant  Director 

Bureau  of  Old-Age  and  Survivors  Insurance 
Department  of  Health,  Education,  and  Welfare 
Baltimore  2,  Maryland 


Legal  Responsibility  of  Physicians  in  Accidents 


To  the  Editor: 

The  Bureau  of  Motor  Vehicles  requires  a physi- 
cian’s certificate  when  an  applicant  for  an  operator’s 
license  indicates  that  he  has  been  treated  for  heart 
disease  or  other  disability  which  may  affect  the  safe 
operation  of  a motor  vehicle.  Efforts  such  as  this 
to  reduce  the  morbidity  and  mortality  of  automobile 
accidents  should  have  the  wholehearted  support  of 
our  profession. 

There  is  an  aspect  of  this  problem,  however,  which 
requires  study  and  clarification.  This  concerns 
the  legal  responsibility  of  the  certifying  physician 
in  the  event  of  an  accident.  It  is  conceivable  that 
an  injured  party  may  bring  suit  not  only  against  the 
culpable  driver  but  also  against  the  doctor  who 
stated  that  he  was  physically  fit  to  drive.  Obvi- 
ously, a patient  who  has  made  a good  recovery  from 


a coronary  attack  may  unpredictably  develop  a new 
lesion  while  operating  an  automobile,  and  other 
disabilities  present  comparable  problems. 

I understand  that  one  cannot  be  protected  against 
the  hazard  of  a third  party  action  by  malpractice 
insurance  or  by  any  other  type  of  insurance  cur- 
rently available.  From  inquiry  among  my  col- 
leagues I find  that  few  are  aware  of  this  situation. 
I believe  that  it  should  be  called  to  the  attention 
of  all  our  members  and  of  the  appropriate  com- 
mittees of  our  State  Society  and  of  the  county 
societies. 

Albert  H.  Douglas,  M.D. 

87-14  Midland  Parkway 
Jamaica  32,  New  York 


Catastrophic  Death  Rate  Increases 


Catastrophes — accidents  in  which  five  or  more  per- 
sons are  killed — took  approximately  1,200  lives  in 
the  United  States  during  the  first  half  of  1957,  it  is 
reported  by  statisticians  of  the  Metropolitan  Life 
Insurance  Company. 

The  toll  of  lives  lost  was  higher  than  for  the  corre- 
sponding period  of  any  year  since  1947.  This  un- 
favorable record  reflects  in  large  measure  the  heavy 
loss  of  life  caused  by  hurricane  Audrey,  which 
struck  Louisiana  and  eastern  Texas  in  late  June  and 
left  approximately  350  known  dead  and  a consider- 
able number  of  persons  still  reported  as  missing. 

Other  factors  contributing  to  the  higher  catastro- 
phe toll  in  1957  were  increases  in  the  mortality  from 
motor  vehicle  accidents  in  which  five  or  more  persons 


were  killed,  and  a greater  loss  of  life  in  fires,  the 
statisticians  report.  On  the  other  hand,  fatalities  in 
both  civil  and  military  aviation  were  markedly 
lower  than  in  the  first  half  of  1956. 

Through  June,  there  were  four  disasters,  in  addi- 
tion to  the  hurricane,  which  took  more  than  25  lives. 
Greatest  of  these  was  the  fire  which  destroyed  a 
home  for  the  aged  at  Warrenton,  Missouri,  on  Feb- 
ruary 17,  causing  72  deaths.  Two  of  the  four  were 
natural  disasters — the  tornado  which  killed  39  in  the 
Kansas  City  area  on  May  20,  and  the  blizzard  which 
swept  through  the  Great  Plains  states  in  late  March, 
accounting  for  29  deaths.  The  earliest  disaster  of 
the  year,  a gas  explosion  in  a coal  mine  near  Bishop, 
Virginia,  on  February  4,  killed  37. 
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Cancer  Subject  of  Course — The  University  of 
Buffalo  School  of  Medicine  and  the  Roswell  Park 
Memorial  Institute  will  conduct  a postgraduate 
course  on  cancer,  January  22  and  23.  This  course 
has  been  designed  to  give  the  physician  an  under- 
standing of  modern  practice  in  diagnosis  and  man- 
agement of  cancer.  Special  attention  will  be  given 
to  complications  of  malignancy,  cytologic  diagnosis, 
chemotherapy,  and  reports  of  current  research. 
Registrants  will  have  an  opportunity  to  examine  in- 
dividual patients  with  instructors  in  the  clinical 
rounds. 

For  additional  information  and  enrollment  forms 
write  to  Milton  Terris,  M.D.,  Assistant  Dean  for 
Postgraduate  Education,  University  of  Buffalo 
School  of  Medicine,  3435  Main  Street,  Buffalo  14, 
New  York. 

New  Film  on  Dynamic  Posture — A new  film 
demonstrating  the  application  of  dynamic  posture 
to  common  human  activities  is  now  available  for 
purchase  or  rental.  Produced  and  narrated  by  Dr. 
M.  Beckett  Howorth,  Clinical  Professor  of  Ortho- 
pedic Surgery,  New  York  University-Postgraduate 
Medical  Center,  this  twenty-four-minute  teaching 
film  will  be  of  interest  to  orthopedic  physicians, 
educators,  nurses,  physical  therapists,  occupational 
therapists,  physical  education  teachers,  rehabilita- 
tion workers,  and  students  in  those  and  related 
fields. 

The  film  is  distributed  by  the  Association  for  the 
Aid  of  Crippled  Children  as  part  of  its  program  for 
the  prevention  of  crippling  diseases  and  conditions. 
For  further  information  write  to  the  Association  at 
1790  Broadway,  New  York  19,  New  York. 

Prize  to  be  Awarded — A David  Anderson-Berry 
Silver-Gilt  Medal,  together  with  a sum  of  money 
amounting  to  not  less  than  £100,  will  be  awarded  in 
1958  by  the  Council  of  the  Royal  Society  of  Edin- 
burgh. The  prize  will  be  given  for  recent  work  on 
the  effects  of  x-rays  and  other  forms  of  radiation  on 
living  tissues.  Published  work  will  be  taken  into 
consideration  if  submitted  to  the  Society  with  the 
application.  In  addition  to  direct  application  for 
the  prize,  proposals  may  be  made  on  behalf  of  others. 

Applications  and  proposals  must  be  in  the  hands 
of  the  General  Secretary,  Royal  Society  of  Edin- 
burgh, 22,  24  George  Street,  Edinburgh,  2,  Scotland, 
not  later  than  March  31. 

Fraternity  Convention — The  50th  anniversary 
of  the  Phi  Lambda  Kappa  Medical  Fraternity  was 
celebrated  by  one  thousand  conventioneers  at  a 
banquet  held  at  the  Waldorf-Astoria  Hotel  on  De- 


cember 29,  1957.  Phi  Lambda  Kappa  is  a national 
nonsectarian  medical  fraternity  whose  member- 
ship includes  6,000  practising  physicians,  research 
workers,  medical  school  professors,  and  students. 

At  the  banquet,  Dr.  Albert  Sabin,  Professor  of 
Research  Pediatrics  at  the  University  of  Cincinnati 
College  of  Medicine,  received  the  Grand  Scientific 
Award,  which  is  given  to  an  outstanding  physician 
each  year.  Dr.  Sabin  has  done  pioneer  work  in  the 
investigation  of  poliomyelitis. 

The  chairman  of  the  convention  was  Dr.  Maury 
Sanger  of  Brooklyn.  The  president  is  Dr.  Joseph 
Poticha  of  Chicago.  Dr.  Samuel  L.  Lemel  of  Cleve- 
land is  the  national  secretary,  and  the  president- 
elect is  Dr.  Horace  Weinstock  of  Philadelphia. 

Foundation  Established  for  Tay-Sachs’  Disease — 

A new  nonprofit  foundation  has  been  established  to 
support  and  stimulate  research,  clinical,  and  educa- 
tional programs  in  Tay-Sachs’  disease  and  allied 
heredofamilial,  neurodegenerative  diseases  of  in- 
fancy and  childhood.  The  scope  of  the  program  will 
include,  in  addition  to  Tay-Sachs’  disease,  Niemann- 
Pick’s  disease,  infantile  Gaucher’s  disease,  Schilder’s 
disease,  diffuse  sclerosis,  amyotonia  congenita, 
Friedreich’s  ataxia,  and  others. 

The  foundation,  which  is  composed  of  parents  who 
have  had  afflicted  children,  interested  laymen,  and 
medical  personnel,  is  cooperating  with  the  existing 
clinical  and  research  program  on  Tay-Sachs’  disease 
and  certain  of  these  allied  diseases  at  Jewish  Chronic 
Disease  Hospital  in  Brooklyn. 

Physicians  and  hospitals  are  requested  to  make  the 
existence  of  the  foundation  known  to  parents  of 
children  afflicted  with  these  diseases.  For  further 
information  write  to  Medical  Committee,  National 
Tay-Sachs  Association,  Inc.,  New  York  Chapter, 
P.O.  Box  1250,  G.P.O.,  New  York  1,  New  York. 

National  Council  to  Combat  Blindness — The 

Scientific  Advisory  Committee  of  the  National  Coun- 
cil to  Combat  Blindness  announces  that  the  closing 
date  for  receipt  of  completed  applications  for  its 
1958-1959  Grants-in-Aid,  Research  Fellowships, 
and  Summer  Student  Fellowships  has  been  advanced 
to  March  1 in  order  to  allow  ample  time  for  process- 
ing and  review.  The  awards  will  be  granted  in  ac- 
cordance with  the  Council’s  program  of  financing 
research  in  ophthalmology  and  related  sciences  and 
encouraging  qualified  investigators  to  further  re- 
search. 

For  additional  information  and  application  forms 
write  to:  Secretary,  National  Council  to  Combat 
Blindness,  Inc.,  41  West  57th  Street,  New  York  19, 
New  York. 
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Personalities 


Appointed 

Dr.  Lewis  Dickar,  Brooklyn,  Dr.  George  Himler, 
New  York  City,  and  Dr.  Lawrence  S.  Kryle,  Roslyn 
Heights,  as  members  of  a special  advisory  Com- 
mittee to  the  Bureau  of  Disability  Determination 
of  the  New  York  State  Social  Welfare  Departments 
. . . Dr.  Otto  Eisert,  New  York  City,  as  director  of 
Physical  Medicine  and  Rehabilitation  at  St.  Joseph’s 
Hospital,  Paterson,  New  Jersey  . . . Dr.  Grace  R. 
Martus,  Associate  Physician  at  Queens  General 
Hospital,  as  medical  member  of  the  Podiatry  Prac- 
tice Committee  of  the  Workman’s  Compensation 
Board  . . . Dr.  Samuel  S.  Paley,  F.A.C.P.,  as  Direc- 
tor of  Medicine  at  Harlem  Hospital,  New  York  City. 

Awarded 

A gold  medal  and  1,000,000  lire  ($1,600)  to  Dr. 
Samuel  Rosen,  New  York  City,  by  the  University  of 
Bologna,  Italy,  for  the  development  of  an  operation 
to  cure  one  of  the  most  common  causes  of  deafness 
. . . Parent’s  Magazine  1957  Medal  Award  for  out- 
standing service  to  children,  to  Dr.  Bela  Schick, 
pediatrician,  New  York  City  . . . the  1958  Bowen- 
Brooks  Scholarship  to  Dr.  Everett  Shocket,  Senior 
Resident  Surgeon  at  the  Memorial  Center  for  Can- 
cer and  Allied  Diseases.  The  scholarship  will  en- 
able Dr.  Shocket  to  spend  a year  abroad  at  hospitals 
affiliated  with  the  University  of  London,  in  ad- 
vanced study  of  thoracic  surgery. 

Elected 

Dr.  Milton  B.  Handlesman,  Brooklyn,  president, 
Dr.  Harold  Brandaleone,  New  York  City,  first  vice- 
president,  Dr.  Winifred  C.  Loughlin,  New  York 
City,  second  vice-president,  and  Dr.  Irving  Graef, 
New  York  City,  secretary  of  the  New  York  Diabetes 
Association. 


Honored 

Dr.  George  T.  Pack,  New  York  City,  with  Ecua- 
dor’s National  Order  of  Merit  and  also  with  an  hon- 
orary membership  in  the  Peruvian  Society  of  An- 
atomic Pathologists. 

Speakers 

Dr.  Elton  R.  Dickson,  Binghamton,  before  the 
Sullivan  County  Medical  Society,  January  15,  at 
Liberty  on  “The  Management  of  Hemiplegia  in  the 
Elderly”  . . . Dr.  Leo  Dobrin,  Director  of  Physical 
Medicine  and  Rehabilitation  at  Queens  General 
Hospital,  on  “The  Management  of  Hemiplegia  in 
the  Elderly”  before  the  Dutchess  County  Medical 
Society  on  December  11,  1957,  at  Poughkeepsie  . . . 
Dr.  Gordon  Douglas,  New  York  City,  before  the 
Geneva  Academy  of  Medicine,  December  16,  1957, 
on  “Current  Concepts  of  the  Indications  for  Hys- 
terectomies” . . . Dr.  John  H.  Hamel,  Clinical  In- 
structor in  Urology,  College  of  Medicine,  Syracuse 
University,  on  December  17,  1957,  before  the  Medi- 
cal Society  of  Jefferson  County,  on  the  topic  “Male 
Sterility”  . . . Dr.  E.  Perry  McCullagh,  Cleveland, 
Ohio,  on  “Recent  Trends  in  the  Management  of 
Thyroid  Disease”  at  the  January  7 meeting  of  the 
Onondaga  Medical  Society  . . . Dr.  Frederic  D. 
Zeman,  Medical  Director,  Home  for  Aged  and 
Infirm  Hebrews,  New  York  City,  before  the  Rens- 
selaer County  Medical  Society  on  January  14  on 
“Common  Clinical  Errors  in  the  Care  of  the  Elderly 
Patient”  . . . Dr.  Gregory  Zilboorg,  Clinical  Pro- 
fessor of  Psychiatry  at  New  York  State  University 
Medical  College,  on  the  topic,  “My  Impressions  of 
the  International  Congress  of  Psychiatry  in  Zurich’  ’ 
before  the  staff  members  of  the  Veterans  Adminis- 
tration Hospital  at  Northport,  New  York,  on  De- 
cember 17,  1957. 
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Jefferson  County  Medical  Society 

Dr.  Charles  Gwynn  will  speak  before  a meeting  of 
the  Jefferson  County  Medical  Society  on  Tuesday, 
January  21,  at  the  Black  River  Valley  Club  in 
Watertown.  His  topic  will  be  “ Toxemias  of  Preg- 
nancy.” The  meeting  will  be  preceded  by  dinner 
at  6:30  p.m. 

New  York  Proctologic  Society 

The  New  York  Proctologic  Society  will  hold  its 
next  meeting  on  Thursday,  February  13,  at  8:30 
p.m.  at  the  New  York  Academy  of  Medicine,  2 East 
103  Street,  New  York  City.  The  program  will  be  a 
panel  discussion  on  the  “Diarrheas.”  The  speakers 
will  be  Drs.  Jacob  Buckstein,  Asher  Winkelstein, 
Harry  Most,  and  Michael  Deddish  as  moderator,  all 
of  New  York  City. 


Convention  of  the  College  of  Medical 
Evangelists 

The  26th  annual  Alumni  Postgraduate  Medical 
Convention  of  the  College  of  Medical  Evangelists  is 
scheduled  to  begin  Tuesday,  February  25,  at  the 
Hotel  Biltmore,  Los  Angeles.  The  convention  will 
feature  ten  nationally  recognized  physicians  from 
medical  centers  across  the  country  as  well  as  a num- 
ber of  local  physicians  and  attorneys.  Subjects  dis- 


cussed will  range  from  “The  General  Practice  of 
Submarine  Medicine”  to  “Hormone  Therapy  in 
Children.” 

Kings  County  Radiological  Society 

“Roentgen  Variations  in  the  Normal  Skull’  ’ will  be 
the  topic  of  speaker  Dr.  Nathaniel  Finby,  radiologist 
at  New  York  City  Hospital,  at  the  February  27 
meeting  of  the  Kings  County  Radiological  Society. 
The  meeting  will  take  place  at  9 p.m.  on  Thursday 
at  the  Kings  County  Medical  Society  Building,  1313 
Bedford  Avenue,  Brooklyn. 

American  Orthopsychiatric  Association 

The  American  Orthopsychiatric  Association  will 
emphasize  research  and  public  health  aspects  of 
mental  health  at  its  36th  annual  meeting  March  6 
through  8 in  the  Hotels  Commodore  and  Roosevelt, 
New  York  City. 

More  than  5,000  psychiatrists,  psychologists, 
psychiatric  social  workers,  educators,  and  other 
specialists  in  the  behavioral  sciences  from  all  parts 
of  the  United  States  and  Canada  are  expected  to 
attend. 

Further  information  is  available  from  Dr.  Marion 
F.  Langer,  executive  secretary,  American  Ortho- 
psychiatric Association,  1790  Broadway,  New  York 
19,  New  York. 


Second  World  Conference  on  Medical  Education 


Dr.  Louis  H.  Bauer,  New  York,  has  already 
announced  the  preliminary  program  for  the  second 
World  Conference  on  Medical  Education,  which  will 
be  held  at  Chicago’s  Palmer  House,  August  30  to 
September  4,  1959.  “Medicine — a Life  Long 

Study”  has  been  adopted  as  the  theme  of  the  con- 
ference which  is  being  held  under  the  auspices  of  the 
World  Medical  Association. 

Collaborating  organizations  will  be  WHO,  the 
Council  for  International  Organizations  of  Medical 
Sciences,  and  the  International  Association  of  Uni- 
versities. 

President  of  the  conference  will  be  Dr.  Raymond  B. 
Allen,  chancellor,  University  of  California  in  Los 
Angeles.  One  of  the  deputy  presidents  is  Dr.  Vic- 


tor Johnson,  director  of  the  Mayo  Foundation  for 
Medical  Education  and  Research. 

The  first  such  conference,  also  sponsored  by 
W.M.A.,  was  held  in  London  in  August,  1953.  The 
president  was  Sir  Lionel  Whitby,  who  has  since  died. 
One  of  the  four  deputy  presidents  who  served  at  that 
time  was  Dr.  Johnson. 

The  program  for  the  second  world  conference  will 
include  such  areas  as  basic  clinical  training  for  all 
doctors,  advance  clinical  training  for  general  and 
specialty  practice,  training  for  teaching  and  research, 
and  continuing  medical  education.  Participants 
will  include  leaders  in  this  field  from  nations  through- 
out the  world. — American  Medical  Association  Sec- 
retary’s Letter,  October  4,  1957 
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Maurice  Alden,  M.D.,  of  the  Bronx,  died  on  Octo- 
ber 21,  1957,  in  Germany  at  the  age  of  seventy-five. 
Dr.  Alden  received  his  medical  degree  from  the  Uni- 
versity of  Breslau  in  1906.  He  was  a member  of  the 
Rudolf  Virchow  Medical  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Louis  H.  Barenberg,  M.D.,  of  the  Bronx,  died  on 
December  18,  1957,  in  Montefiore  Hospital  at  the 
age  of  seventy-one.  A native  of  Russia,  Dr.  Baren- 
berg was  graduated  from  the  Long  Island  College 
Hospital  Medical  School  in  1914  and  had  practice 
for  forty-two  years.  He  was  director  of  the  Home 
for  Hebrew  Infants  in  the  Bronx  from  the  early 
1930’s  until  the  institution  closed  in  1947  and  had 
also  been  director  of  pediatrics  at  Morrisania  and 
Jewish  Memorial  Hospitals.  At  the  time  of  his 
death  he  was  consulting  pediatrician  at  Morrisania 
and  Jewish  Memorial  Hospitals.  A Licentiate  of 
the  American  Board  of  Pediatrics,  Dr.  Barenberg 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  Bronx  Pediatric  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

R.  Donald  Beck,  M.D.,  of  New  York  City,  died  on 
December  8,  1957,  at  his  home  at  the  age  of  sixty- 
four.  Dr.  Beck  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1919  and  interned  at  Lenox  Hill  Hospital.  He  was 
consultant  and  former  director  of  medicine  at  Gold- 
water  Memorial  Hospital,  Welfare  Island.  In  1937 
he  received  the  Alumni  Federation  Award  of  Co- 
lumbia University  for  conspicuous  alumni  service. 
Dr.  Beck  was  a lieutenant  colonel  in  the  Seventy- 
first  Regiment,  New  York  National  Guard. 


Joseph  Brandaleone,  M.D.,  of  New  York  City, 
died  on  December  9,  1957,  at  French  Hospital  at  the 
age  of  seventy-six.  Dr.  Brandaleone,  a native  of 
Palermo,  Italy,  received  his  medical  degree  from  the 
New  York  Eclectic  Medical  College  in  1906.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Chester  David  Carroll,  M.D.,  of  New  York  City 
and  Brooklyn,  died  on  December  6,  1957,  at  the  age 
of  sixty-four.  Dr.  Carroll  was  graduated  from 
Tufts  Medical  College  in  1927  and  interned  at 
Kings  County  Hospital.  He  was  a member  of  the 


New  York  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Charles  Chapin  Childs,  M.D.,  of  Niagara  Falls, 
died  on  November  19,  1957,  at  his  home  at  the  age  of 
sixty-nine.  Dr.  Childs  received  his  medical  degree 
from  the  University  of  Maryland  in  1916  and  in- 
terned at  St.  Joseph’s  and  Maryland  General  Hospi- 
tals, both  in  Baltimore.  During  World  War  I he 
served  with  the  U.S.  Army  Medical  Corps.  Dr. 
Childs  was  assistant  attending  anesthetist  at  Mount 
St.  Mary’s  Hospital,  Niagara  Falls.  He  was  a mem- 
ber of  the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Helene  Eliasberg,  M.D.,  of  New  York  City,  died 
on  December  16,  1957,  in  New  York  Hospital  after  a 
long  illness,  at  the  age  of  sixty-seven.  A native  of 
Latvia,  Dr.  Eliasberg  received  her  medical  degree 
from  the  University  of  Berlin  in  1919.  From  1930 
to  1937  she  was  director  of  the  Charlottenburger 
Children’s  Clinic  in  Berlin.  A Jewish  refugee  from 
the  Nazis,  Dr.  Eliasberg  left  Germany  in  1937  to 
come  to  the  United  States,  and  since  1938  had  been 
connected  with  the  New  York  Hospital-Cornell 
Medical  Center.  At  her  death  she  was  consulting 
pediatrician  at  the  hospital  and  associate  professor 
of  clinical  pediatrics  at  Cornell  University  Medical 
College.  A Licentiate  of  the  American  Board  of 
Pediatrics,  Dr.  Eliasberg  was  a member  of  the 
Rudolf  Virchow  Medical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Wallace  Green,  M.D.,  of  New  Rochelle  and  New 
York  City,  died  on  December  6,  1957,  at  Mount 
Sinai  Hospital  at  the  age  of  forty.  Dr.  Green  was 
graduated  from  New  York  University  Medical  Col- 
lege in  1942  and  interned  at  Mount  Sinai  Hospital 
and  the  Hospital  for  Joint  Diseases.  During  World 
War  II  he  served  as  a flight  surgeon  with  the 
U.S.  Army  Air  Force.  He  was  adjunct  orthopedic 
surgeon  at  the  Hospital  for  Joint  Diseases  and  asso- 
ciate orthopedic  surgeon  at  the  Bronx  Municipal 
Hospital.  A Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Green  was  a member  of 
the  Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Hermann  Haymann,  M.D.,  of  New  York  City, 
died  on  November  22,  1955,  at  the  age  of  seventy- 
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nine.  Dr.  Haymann  received  his  medical  degree 
from  the  University  of  Freiburg  in  1907.  He  was  a 
member  of  the  Rudolf  Virchow  Medical  Society. 

William  Henry  Holzapfel,  M.D.,  of  Stony  Point, 
formerly  of  New  York  City,  died  on  December  16, 
1957,  at  the  Nyack  Hospital  at  the  age  of  eighty- 
four.  Dr.  Holzapfel  was  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College  in 
1903  and  had  practiced  in  New  York  City  as  an 
ophthalmologist  for  more  than  fifty  years  before  his 
retirement  in  1956,  when  he  moved  to  Stony  Point. 
He  was  consulting  ophthalmologist  at  Manhattan 
Eye,  Ear  and  Throat  Hospital  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathan  Iwiansky,  M.D.,  of  the  Bronx,  died  on 
October  9,  1957,  at  the  age  of  sixty-six.  Dr. 
Iwiansky  received  his  medical  degree  from  the  Uni- 
versity of  Konigsberg  in  1917.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Stephanie  Haas,  M.D.,  of  New  York  City,  died 
on  December  7,  1957,  at  the  age  of  fifty-eight.  Dr. 
Haas  received  her  medical  degree  from  the  Univer- 
sity of  Prague  in  1921  and  had  practiced  in  Vienna 
before  coming  to  the  United  States  in  1938.  She 
was  senior  clinical  assistant  gynecologist  at  Mount 
Sinai  Hospital  and  assistant  attending  gynecologist 
and  obstetrician  at  Sydenham  Hospital.  Dr.  Haas 
was  a member  of  the  American  Medical  Women’s 
Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Landesman,  M.D.,  of  New  York  City,  died 
on  August  18,  1957,  at  the  age  of  seventy.  Dr. 
Landesman  was  graduated  from  Fordham  Univer- 
sity Medical  School  in  1909. 

Raphael  Lewy,  M.D.,  of  New  York  City,  died  on 
December  12,  1957,  at  the  age  of  eighty-six.  Dr. 
Lewy  was  graduated  from  New  York  University 
Medical  College  in  1892  and  had  served  as  head  of 
the  Bureau  of  Medical  Examiners,  Division  of  Work- 
men’s Compensation,  New  York  State  Department 
of  Labor,  from  1914  until  his  retirement  in  1945. 
He  was  also  a consultant  in  traumatic  surgery  at 
Manhattan  General  Hospital.  An  Associate  Fellow 
of  the  American  College  of  Cardiology,  Dr.  Lewy 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alfred  Loewit,  M.D.,  of  the  Bronx,  died  in  1955  at 
the  age  of  seventy-five.  Dr.  Loewit  received  his 
medical  degree  from  the  University  of  Prague  in 
1908. 


John  Arthur  MacLean,  M.D.,  of  New  York  City, 
died  on  September  22,  1957,  at  the  age  of  forty-nine. 
Dr.  MacLean  received  his  medical  degree  from  the 
University  of  Michigan  in  1932.  He  was  consulting 
neurosurgeon  at  the  United  States  Naval  Hospital, 
St.  Albans.  A Diplomate  of  the  American  Board  of 
Neurological  Surgery,  Dr.  MacLean  was  a member 
of  the  New  York  Academy  of  Medicine  and  the  New 
York  Neurological  Society. 

Dean  Makowski,  M.D.,  of  New  York  City,  died 
on  December  22,  1957,  at  the  age  of  fifty-four.  Dr. 
Makowski  was  graduated  from  Jefferson  Medical 
College,  Philadelphia,  in  1930,  and  interned  at  the 
Hospital  for  Special  Surgery  and  at  Bellevue  Hospi- 
tal. He  was  associate  attending  urologist  at  Belle- 
vue Hospital,  University  Hospital,  St.  Luke’s  Hos- 
pital, and  St.  John’s  Hospital  in  Long  Island  City, 
and  emeritus  associate  attending  urologist  at  the 
Hospital  for  Special  Surgery.  A Diplomate  of  the 
American  Board  of  Urology,  Dr.  Makowski  was  a 
member  of  the  American  Urological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
Society  of  the  American  Urological  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clinton  Hutton  Martin,  M.D.,  of  the  Bronx,  died 
on  December  19,  1957,  at  the  Kings  Park  Veterans 
Hospital  at  the  age  of  sixty-three.  Dr.  Martin 
was  graduated  from  Fordham  University  Medical 
School  in  1920.  He  had  been  director  of  dermatol- 
ogy at  Fordham  Hospital  and  assistant  attending 
dermatologist  at  Flower  and  Fifth  Avenue  Hospitals. 
Dr.  Martin  was  a member  of  the  American  Academy 
of  Dermatology  and  Syphilology,  the  Bronx  Der- 
matological Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harold  Rexford  Miller,  M.D.,  of  New  York  City, 
died  on  December  9,  1957,  at  the  age  of  sixty-one. 
Dr.  Miller  was  graduated  from  the  University  of 
Toronto  School  of  Medicine  in  1923  and  had  been 
assistant  attending  surgeon  in  ophthalmology  at  the 
New  York  Eye  and  Ear  Infirmary.  A Diplomate  of 
the  American  Board  of  Ophthalmology,  Dr.  Miller 
was  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edmonde  De  Witt  Neer,  M.D.,  of  New  York 
City,  died  on  December  6, 1957,  at  the  age  of  seventy- 
eight.  Dr.  Neer  received  his  medical  degree  from 
Western  Reserve  University  in  1907  and  interned  at 
the  New  York  Eye  and  Ear  Infirmary.  He  was 
consulting  otolaryngologist  at  Presbyterian  Hospital. 
A Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a Fellow  of  the  American  College  of  Sur- 
geons, Dr.  Neer  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  Academy  of  Medicine,  the  New  York 
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County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

M.  Robert  Omin,  M.D.,  of  New  York  City,  died 
on  June  27,  1957,  at  the  age  of  thirty-six.  Dr.  Omin 
was  graduated  from  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  in  1950.  He 
was  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Felix  Ornstein,  M.D.,  of  New  York  City,  died  on 
December  18,  1957,  at  the  age  of  seventy-one. 
Dr.  Ornstein  received  his  medical  degree  from  the 
University  of  Vienna  in  1912.  He  was  assistant  at- 
tending physician  at  the  Hospital  for  Mental  Dis- 
eases in  Secaucus,  New  Jersey. 

Henry  Stuart  Patterson,  M.D.,  of  New  York 
City,  died  on  December  10,  1957,  at  Good  Samaritan 
Hospital,  Suffern,  at  the  age  of  eighty-three.  Dr. 
Patterson  was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1900  and  in- 
terned at  New  York,  St.  Luke’s,  and  Sloane  Hospi- 
tals. He  had  been  associated  with  St.  Luke’s  Hospi- 
tal since  1910  until  his  retirement  in  1949  and  had 
been  medical  director  there.  He  was  also  consulting 
physician  at  the  Hospital  for  Special  Surgery,  Pres- 
byterian Hospital,  Good  Samaritan  Hospital  in 
Suffern,  United  Hospital  in  Port  Chester,  Stamford, 
Connecticut,  Hospital,  Community  Hospital  at 
Glen  Cove,  and  Nyack  Hospital,  and  consultant  in 
internal  medicine  at  Tuxedo  Memorial  Hospital. 
A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Patterson  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ralph  Gelson  Price,  M.D.,  of  Millburn,  New  Jer- 
sey, formerly  of  Brooklyn,  died  on  December  13, 
1957,  in  Overlook  Hospital,  Summit,  at  the  age  of 
sixty-two.  Dr.  Price  was  graduated  from  the  Long 
Island  College  Hospital  Medical  School  in  1921  and 
interned  at  St.  Catherine’s  Hospital.  He  had  been 
assistant  attending  physician  at  Brooklyn  and  St. 
Peter’s  Hospitals  until  his  retirement  in  1952.  Dr. 
Price  was  a member  of  the  Associated  Physicians  of 
Long  Island,  the  Brooklyn  Society  of  Internal  Med- 
icine, the  Kings  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Thomas  David  Profitt,  M.D.,  of  New  York  City, 
died  on  October  10,  1957,  at  the  age  of  seventy. 
Dr.  Profitt  received  his  medical  degree  from  Queens 
University,  Ontario,  in  1917. 

Paul  Francis  Pyburn,  M.D.,  of  Brooklyn,  died  on 
October  18,  1957,  at  the  age  of  eighty.  Dr.  Pyburn 


was  graduated  from  Bellevue  Hospital  Medical 
College  in  1895.  He  was  honorary  attending  physi- 
cian at  St.  Peter’s  Hospital  and  honorary  consulting 
physician  at  St.  Anthony’s  Hospital.  Dr.  Pyburn 
was  a member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ernest  E.  Rothe,  M.D.,  of  New  York  City,  died 
on  August  3,  1957,  at  the  age  of  sixty.  Dr.  Rothe 
received  his  medical  degree  from  the  University  of 
Berlin  in  1923. 

Zalman  Isaac  Sabshin,  M.D.,  of  Miami  Beach, 
Florida,  formerly  of  the  Bronx,  died  on  December 
21,  1957,  in  Miami  Beach.  Dr.  Sabshin  was  grad- 
uated from  the  Long  Island  College  Hospital  Medi- 
cal School  in  1917.  He  was  a member  of  the  Bronx 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Paul  Kurt  Sauer,  M.D.,  of  New  York  City  and  the 
Bronx,  died  on  December  6,  1957,  at  the  Veterans 
Administration  Hospital  at  the  age  of  sixty-seven. 
Dr.  Sauer  was  graduated  from  the  University  of 
Pennsylvania  Medical  School  in  1913  and  interned 
at  Lenox  Hill  Hospital.  A veteran  of  both  World 
War  I and  World  War  II,  he  had  served  as  chief  of 
surgery  at  the  Bronx  Veterans  Administration  Hospi- 
tal from  1946  to  1956.  He  was  also  a consultant 
sugeon  at  City  Hospital.  A Diplomate  of  the  Amer- 
ican Board  of  Surgery,  Dr.  Sauer  was  a member  of 
the  New  York  Academy  of  Medicine  and  the  New 
York  Surgical  Society. 

Wolfgang  Seligmann,  M.D.,  of  New  York  City 
and  Thiells,  died  on  December  22,  1957,  in  an  auto- 
mobile accident  near  Haverstraw,  at  the  age  of  fifty. 
Dr.  Seligmann  received  his  medical  degree  from  the 
University  of  Basel  in  1935.  He  was  assistant  ad- 
junct cardiac  physician  at  the  Hospital  for  Joint 
Diseases  and  its  Outpatient  Department.  Dr. 
Seligmann  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Howard  B.  Snell,  M.D.,  of  Old  Greenwich,  Con- 
necticut, formerly  of  Brooklyn,  died  on  December 
8,  1957.  Dr.  Snell  was  graduated  from  Long  Island 
College  Hospital  Medical  School  in  1899  and  was  an 
honorary  staff  member  at  Prospect  Heights  Hospi- 
tal. He  had  been  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Isaac  Newton  Streep,  M.D.,  of  Brooklyn,  died  on 
August  19,  1957,  at  the  age  of  eighty-two.  Dr. 
Streep  was  graduated  from  Cornell  University  Medi- 
cal College  in  1903. 

Maxwell  H.  Thurm,  M.D.,  of  Brooklyn,  died  on 
December  14,  1957,  at  his  home  at  the  age  of  sixty- 
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three.  Dr.  Thurm  was  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College  in 
1922.  He  was  associate  attending  gastroenterolo- 
gist at  Greenpoint  Hospital  and  assistant  attending 
gastroenterologist  at  Maimonides  Hospital.  A 
Member  of  the  American  College  of  Gastroenterol- 
ogy, Dr.  Thurm  belonged  to  the  Brooklyn  Society  of 
Internal  Medicine,  the  Kings  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Edward  Joseph  Wagner,  M.D.,  of  New  York  City 
and  Ridgefield,  Connecticut,  died  on  December  7, 
1957,  at  the  age  of  fifty-three.  Dr.  Wagner  was 
graduated  from  the  Jefferson  Medical  College,  Phila- 
delphia, in  1930  and  interned  at  Sloane  and  Lenox 
Hill  Hospitals.  He  was  associate  attending  sur- 
geon at  St.  Clare’s  Hospital.  Dr.  Wagner  was  a 


Diplomate  and  Fellow  of  the  International  College 
of  Surgeons. 


Arthur  Weinmann,  M.D.,  of  Buffalo,  died  on 
November  5,  1957,  at  Millard  Fillmore  Hospital  at 
the  age  of  sixty-five.  A native  of  Germany,  Dr. 
Weinmann  received  his  medical  degree  from  the 
University  of  Frankfurt  in  1917  and  came  to  the 
United  States  in  1936.  He  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Vincent  William  Weirs,  M.D.,  of  Brooklyn,  died 
on  October  21,  1957,  at  the  age  of  seventy.  Dr. 
Weirs  was  graduated  from  Fordham  University  Med- 
ical School  in  1914  and  interned  at  City  Hospital. 


ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to 
16,  1958,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted , and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1958 , and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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There  follows  a synopsis  of  the  minutes  of  the  November  14,  1957 
Council  meeting,  as  adopted  December  12. 


Executive  Committee  Report 

A letter  from  Dr.  Thomas  M.  d ’Angelo,  chairman 
of  the  Malpractice  Insurance  and  Defense  Board, 
stated  that  a pamphlet  has  been  distributed  to  un- 
insured members  of  the  Society,  outlining  the  ad- 
vantages of  the  Group  Plan  of  malpractice  defense 
insurance  and  that  the  Board  is  transmitting  to 
county  medical  society  presidents  the  desire  of  the 
Council  that  each  establish  an  advisor}'  malpractice 
committee. 

As  a result  of  a letter  from  Dr.  Paul  C.  Johnson, 
secretary,  Yates  County  Medical  Society,  the  secre- 
tary  was  instructed  to  reply  regarding  usual  pro- 
cedure for  remission  of  State  Society  dues  and  sug- 
gest a recommendation  to  the  House  of  Delegates 
about  desired  change. 

The  Council  voted  to  refer  to  the  Subcommittee 
on  Medical  Care  Insurance  a resolution  passed  by  the 
Broome  County  Medical  Society  regarding  hospitali- 
zation for  diagnostic  procedures  of  patients  who 
carry  medical  care  insurance. 

The  Council  referred  to  its  Committee  on  Legisla- 
tion a resolution  from  the  Genesee  County  Medical 
Society  regarding  functions  of  a hospital  radiology 
department  and  payments  for  x-rays. 

Dr.  Anderton  reviewed  his  June  letter  to  Dr. 
James  E.  Allen,  Jr.,  Commissioner  of  Education,  re- 
garding practice  of  medicine  by  hospitals.  He  read 
a reply  from  Mr.  Charles  A.  Brind,  Jr.,  legal  counsel 
to  the  State  Education  Department,  which  states 
that  “Corporations  may  not  practice  medicine,  but 
the  Court  also  pointed  out  that  there  was  an  excep- 
tion in  the  case  of  a charitable  hospital.”  He  also 
read  a letter  from  Messrs.  Martin,  Clearwater,  and 
Bell,  to  the  effect  that  “the  practice  of  medicine  by 
charitable  hospitals  is  not  prohibited  in  the  State  of 
New  York  . . . the  views  expressed  by  Mr.  Brind 
are  a correct  statement  of  the  law.”  The  suggestion 
was  made  by  counsel  “in  our  opinion  a solution  of 
the  problem  of  the  corporate  practice  of  medicine 
by  hospitals  is  for  remedial  action  by  the  State 
Legislature.” 

The  Council  adopted  the  report  remitting  State 
Society  dues  of  14  members  for  1957,  two  for  1956, 
and  one  for  1949-1955,  inclusive,  because  of  illness, 
and  of  ten  members  because  of  military  service.  It 
was  voted  to  request  remission  of  American  Medical 
Association  dues  for  one  member  for  1950-1955  in- 


clusive, two  members  for  1956,  and  12  for  1957. 

Secretary’s  Report 

Dr.  Anderton  commented  on  the  Annual  Confer- 
ence of  County  Medical  Society  Secretaries  and 
“Phjrsicians  Day,”  as  decreed  by  Governor  Harri- 
man.  He  reported  that  Mrs.  Arthur  W.  Booth  had 
presented  her  late  husband’s  medical  library  to  the 
State  Society  library  in  the  Medical  Society  of  the 
County  of  Kings;  that  Dr.  John  D.  Van  Zandt  of 
Tuxedo  Park  has  succeeded  the  late  Dr.  Samuel  J. 
Mattola  as  medical  adviser  to  Local  Selective  Serv- 
ice Board  16.  He  reported  Dr.  Alfred  Yankauer’s 
resignation  from  the  Subcommittee  on  School  Health 
of  the  Committee  on  Public  Health  and  Education, 
in  order  to  be  Visiting  Professor  of  Pediatrics  at  the 
Madras  Medical  College  in  Madras,  India.  He  re- 
ported the  Ninth  District  Branch  is  proposing  an 
amendment  to  its  bylaws,  so  that  the  annual  meet- 
ing will  consist  of  the  delegates  from  its  constituent 
societies  to  the  State  Society  House  of  Delegates, 
during  the  annual  meeting  of  the  House.  He  re- 
ported actions  of  the  Board  of  Trustees  on  the 
October  10,  1957,  recommendations  of  the  Council 
and  detailed  his  own  activities  during  the  month. 

The  treasurer’s  report  was  also  approved. 

Committee  Reports 

Blood  Banks  Commission. — Dr.  Leo  E.  Gibson, 
chairman,  introduced  Dr.  Herbert  Berger  of  Staten 
Island,  Dr.  Ben  Hunter  of  Washington,  D.C.,  Dr. 
Dorothea  E.  G.  Worcester  of  Nyack,  Dr.  Martin 
Grove-Rassmussen  of  Boston,  Massachusetts,  and 
Mrs.  Bernice  Hemphill  of  San  Francisco,  California, 
to  explain  the  condition  of  blood  bank  clearing  houses 
in  other  sections  of  the  country. 

Dr.  John  F.  Rogers,  chairman,  reported  for  the 
Subcommittee  on  Future  Status  of  the  North  East 
District  Clearing  House  and  the  Blood  Banks  Asso- 
ciation, recommending  support  of  the  association  and 
“a  definite  legal  agreement.”  Upon  recommenda- 
tion of  the  Chair,  decision  regarding  the  blood  banks 
problem  was  postponed  until  December  when  the 
Commission  will  make  a conclusive  report. 

Budget. — Dr.  Dattelbaum  presented  a budget  in 
executive  session.  The  Council  referred  it  to  the 
Board  of  Trustees. 
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Constitution  and  Bylaws. — Upon  recommendation 
of  Dr.  Frederick  W.  Williams,  chairman,  the  Coun- 
cil approved  an  amendment  to  the  bylaws  of  the 
Ninth  District  Branch  (see  Secretary’s  Report). 

Convention. — Dr.  Frederick  A.  Wurzbach,  chair- 
man, submitted  a request  that  the  Orthopedic  Sur- 
gery Section  omit  its  1958  session  on  account  of  a 
conflicting  meeting  in  Washington,  D.C.  This  was 
approved  by  the  Council,  which  denied  permission  to 
hold  a section  meeting  in  Washington. 

Request  from  the  Scientific  Exhibits  Subcom- 
mittee for  an  appropriation  to  procure  viewing  boxes 
was  referred  back  to  the  committee  to  obtain  a more 
detailed  estimate  of  costs. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
reported  regarding  Mr.  George  P.  Farrell’s  activities. 
He  reported  that  Mr.  F.  T.  Crowley,  staff  representa- 
tive of  the  Health  Insurance  Council,  had  attended 
a meeting  of  the  committee  and  submitted  samples 
of  simplified  insurance  forms  which  will  be  studied. 
Dr.  McClintock  explained  the  importance  of 
monthly  meetings  of  his  committee,  and  the  Council 
voted  approval  as  well  as  approval  of  the  committee 
establishing  a panel  of  specialists  as  advisers.  He 
also  was  authorized  to  reply  to  questionnaires  from 
the  Rhode  Island  Medical  Society  and  Medical 
Society  of  Georgia.  At  his  suggestion  the  Council 
approved  of  the  secretary  sending  a letter  to  the 
president  and  secretary  of  each  component  county 
medical  society  requesting  recommendations  for 
changes  in  the  Medicare  fee  schedule. 

Industrial  Health. — A report  was  made  by  Dr. 
Peter  J.  Di  Natale,  chairman.  It  discussed  a survey 
of  medical  facilities  available  to  workers,  perhaps  to 
be  made  by  the  Commerce  and  Industry  Associa- 
tion. He  reported  the  New  York  State  Department 
of  Social  Welfare  had  submitted  for  consideration 
standards  for  health  centers  which  are  licensed  by 
the  department.  He  advocated  that  the  State 
Society  award  annually  a certificate  of  merit  to  any 
group  or  organization  for  outstanding  work  in  ad- 
vancing the  cause  of  occupational  medicine,  and  his 
committee  advocated  that  President  Givan  urge 
establishment  of  an  industrial  health  committee  in 
each  component  county  medical  society.  The  re- 
port was  accepted. 

Legislation. — Chairman  Henry  I.  Fineberg  de- 
scribed his  meetings  in  eight  districts.  He  ex- 
plained a conference  with  Miss  Angela  Parisi,  chair- 
man of  the  Workmen’s  Compensation  Board,  which 
led  him  to  the  conclusion  that  it  would  be  fruitless 
to  introduce  in  the  1958  Legislature  bills  to  abolish 
the  Medical  Practice  Committee,  to  establish  im- 
partial panels  of  medical  experts,  and  to  modify 
Section  13  of  the  Workmen’s  Compensation  Law  to 
provide  means  of  collecting  unpaid  medical  bills 
within  thirty  days.  Such  bills  have  been  defeated 
year  after  year  and  could  not  be  passed  over  Miss 
Parisi’s  opposition.  The  Council  approved. 

On  the  other  hand,  Dr.  Fineberg  expressed  high 
hopes  of  amending  the  law  so  that  fees  would 
be  paid  for  physicians  attending  disability  benefits 


hearings  when  nonoccupational,  although  he  was  of 
the  opinion  that  the  Workmen’s  Compensation 
Board  would  again  oppose  any  effort  to  remove  from 
its  jurisdiction  the  reprimanding  of  physicians  who 
transgress  regulations  under  the  Disability  Benefits 
Law.  He  discussed  the  possibility  of  changing  the 
autopsy  law  and  detailed  steps  to  be  taken  before 
introducing  such  legislation.  Furthermore,  he 
stated  that  the  State  Insurance  Department  will 
have  introduced  a bill  “in  relation  to  group  health 
insurance  on  lives  of  members  of  an  association,” 
allowing  them  so  to  insure.  He  expects  our  Societjr 
to  introduce  a similar  bill,  or  to  advocate  the  Insur- 
ance Department’s  measure. 

Committee  to  Combat  Cults. — Dr.  Henry  I. 
Fineberg,  chairman,  explained  the  committee  is  in 
readiness  to  meet  circumstances  which  may  arise. 
The  Council  approved  of  his  reports. 

Office  Administration  and  Policies  Committee. — 

In  Dr.  John  J.  Masterson’s  absence,  Dr.  Anderton 
stated  that  the  committee  requested  the  Council 
to  advocate  that  the  trustees  make  allowance  for  the 
purchase  of  desk,  electric  typewriter,  and  a four- 
drawer  file  for  Medicare.  The  committee  also  re- 
quested an  increase  in  its  budget  for  the  annual 
Christmas  party.  The  Council  voted  approval  of 
both  requests. 

Publication  Committee. — On  account  of  Dr. 
John  J.  Masterson’s  illness,  Dr.  Anderton  reported 
regarding  the  annual  dinner  meeting  of  the  Asso- 
ciate Editorial  Board  of  the  Journal,  and  a series  of 
articles  on  “Visual  Education  in  Medicine.”  The 
time  table  for  the  Medical  Directory  of  New  York 
State  was  approved,  as  was  the  business  manager’s 
report. 

Planning  Committee  for  Medical  Policies. — Dr. 

Frederick  A.  Wurzbach,  Jr.,  reported  progress  and 
called  on  Dr.  Walter  W.  Mott,  chairman  of  the 
Subcommittee  for  Suitable  Headquarters.  Dr.  Mott 
spoke  favorably  in  regard  to  leasing  of  space  at  the 
Coliseum  Tower,  Columbus  Circle.  The  Council 
voted  that  the  President  appoint  an  ad  hoc  com- 
mittee, representing  the  Council,  Board  of  Trustees, 
and  legal  counsel  to  investigate  and  act. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  reported.  The  Council  adopted 
his  recommendation  that  for  any  single  organization, 
reimbursement  for  travel  to  lecturers  from  outside 
New  York  State  be  limited  to  $50  a year  and  limited 
not  to  exceed  $25  each  for  two  additional  out-of- 
State  speakers  for  any  one  organization.  It  was 
noted  the  State  Department  of  Health  would  con- 
tinue to  grant  an  honorarium  of  $25  for  each  address 
arranged  by  the  Public  Health  and  Education  Com- 
mittee. It  was  voted  not  to  pursue  the  quest  for 
information  regarding  the  “Institute  for  Nuclear 
Serology.”  The  Council  voted  that  the  State 
Society  should  “join  forces  with  the  Health  Depart- 
ment in  this  case-finding  technic  once  a year,  if  and 
when  the  local  county  society  gives  clearance”  in  a 
screening  program,  such  as  with  syphilis  and 
tuberculosis. 
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Dr.  Moore  reported  that  “What  Goes  On”  will 
soon  be  regularly  distributed.  He  enumerated  his 
postgraduate  education  meetings  since  the  last 
Council,  and  appended  to  his  report  in  the  agenda  a 
letter  from  Dr.  Charles  B.  F.  Gibbs,  chairman  of  his 
Subcommittee  on  Diabetes,  to  the  chairmen  of 
county  medical  societies’  diabetes  committees,  and  a 
letter  to  the  otolaryngologists  of  the  State  from  the 
Subcommittee  on  the  Hard  of  Hearing  and  the  Deaf. 
Dr  Moore  also  explained  the  way  the  twro  letters 
from  President  Givan  and  Commissioner  Hilleboe 
regarding  Asian  flu  had  been  composed  and  dis- 
tributed with  most  satisfacton^  speed.  He  also  re- 
ported regarding  physical  examinations  of  school 
children.  The  Council  voted  to  refer  this  matter 
to  the  chairman  of  the  Committee  on  Legislation. 

Authority  was  voted  to  the  Subcommittee  on 
Rehabilitation,  of  the  Committee  on  Public  Health 
and  Education,  to  recommend  to  the  Governor’s 
Committee  a nomination  to  the  President’s  Commit- 
tee on  Rehabilitation  for  the  annual  award  for  the 
greatest  contribution  toward  employment  of  the 
physically  handicapped  during  the  preceding  year. 
The  Council  authorized  that  Dr.  Frederic  Zeman 
represent  the  Society  at  a meeting  on  problems  of  the 
aged  in  Philadelphia,  Pennsylvania,  on  December  2, 

1957.  It  wras  announced  that  the  President,  with 
[ the  approval  of  the  Council,  had  appointed  Dr. 

Anne  M.  Drislane  to  be  a member  of  the  Subcom- 
mittee on  School  Health  of  the  Public  Health  and 
Education  Committee. 

Public  Relations. — Chairman  John  F.  Rogers  re- 
ported details  of  the  October  19,  1957,  meeting  of 
his  committee  and  regarding  the  Conference  of 
County  Medical  Society  Public  Relations  Chairmen, 
i The  Council  approved  of  his  recommendation  that 
I it  be  recommended  to  the  county  medical  societies 
that  they  foster  the  organization  of  medical  assist- 
j ants  groups  and  that  a citation  be  sent  to  each 
county  society  that  has  held  a course  for  medical 
assistants. 

A proposal  that  the  State  Society  become  a mem- 
ber of  the  Chamber  of  Commerce  of  the  State  of 
New  York  w'as  referred  to  legal  counsel.  To  allow 
added  time  for  consideration  of  candidates  for  the 
award  of  Outstanding  Practitioner  of  the  Year  the 
Council  voted  that  a letter  requesting  nominations 
be  sent  to  each  component  county  society  in  January, 
with  the  deadline  for  receipt  of  nominations  Maj^  15, 

1958.  It  was  also  voted  that  the  State  Society  con- 
fer an  award  on  the  candidate  of  each  county  society. 
The  Council  voted  permission  for  the  Nassau  County 
Medical  Society  to  include  its  name  on  the  cover  of 
copies  of  the  “Guide  for  Cooperation  for  Doctors, 
Hospitals,  and  Reporters”  which  it  proposes  to  dis- 
tribute. Also,  the  Council  instructed  Dr.  Anderton 
to  congratulate  President  Siegel  and  Dr.  Leonard  J. 
Schiff  for  the  splendid  promotion  of  public  relations 
by  the  Clinton  County  Medical  Society  “in  that  part 


of  the  State.” 

Workmen’s  Compensation. — The  chairman,  Dr. 
Gerald  D.  Dorman,  stated  that  the  proposed  re- 
vised fee  schedule  had  been  received  by  the  chair- 
man of  the  Workmen’s  Compensation  Board.  He 
stated  the  following  matters  had  been  discussed  writh 
the  chairman  of  the  Board  at  an  informal  meeting, 
October  14,  1957: 

1.  Testimony  by  physicians  in  disability  benefit 
cases. 

2.  The  need  for  a workmen’s  compensation  rat- 
ing in  the  treatment  of  cases  administered  through 
the  Disability  Benefits  Law. 

3.  Compensation  ratings  for  thoracic  surgeons. 

4.  Multiple  compensation  code  ratings  (in  spe- 
cialties) for  one  practitioner. 

5.  The  matter  of  insurance  carriers  refusing  to 
pay  physicians  after  a ruling  is  made  by  the  Medi- 
cal Practice  Committee. 

6.  The  Medical  Practice  Committee  of  the 
Workmen’s  Compensation  Board. 

Miss  Parisi  had  been  open-minded  and  just  in  her 
discussion  of  these  matters.  Her  stand  will  receive 
respectful  consideration  by  the  Workmen’s  Com- 
pensation and  Legislation  Committees. 

A letter  from  Mr.  Charles  A.  Brind,  Jr.,  counsel 
to  the  New  York  State  Department  of  Education 
wras  said  to  allow'  podiatrists  in  treating  conditions 
of  the  foot,  to  use  the  following: 

1.  Injections. — Subcutaneous,  intramuscular  or 
deep,  intravenous,  antibiotic  therapy. 

2.  Allergies—  Protein  sensitization  tests,  patch 
tests,  identification  of  fungi,  trichophytin  test  with 
controls,  roentgen  therapy  (wrarts  and  benign  tumors) 
superficial  roentgen  therapy,  tetanus  antitoxin  in- 
cluding preliminary  skin  tests. 

3.  Roentgenology. — Ankle  including  lower  three 
inches  of  leg. 

4.  Laboratory  Work. — Blood  test,  urine  analysis, 
culture  of  bacteria,  culture  of  fungi,  examining 
smear  for  bacilli  or  fungi  in  exudates. 

Mr.  Brind’s  letter  and  other  efforts  by  podiatrists 
w'ere  referred  to  legal  counsel  with  the  request  that 
he  report  expeditiously. 

Arbitration  hearings  were  reported,  and  the 
Council  accepted  the  report  as  a whole. 

New  Business 

The  Committee  on  Feasibility  of  Contracting  for 
a Report  on  the  Organization  of  the  Medical  Society 
of  the  State  of  New  York  was  discharged  with 
thanks. 

Dr.  James  Greenough,  Oneonta,  immediate  past- 
president,  was  elected  trustee  to  fill  the  seat  of  the 
late  Dr.  Dan  Mellen  until  the  House  of  Delegates 
adjourns  in  May. 

The  meeting  adjourned  at  12:55  p.m.  after  three 
hours  and  forty  minutes. 


I am  not  arguing  with  you — I am  telling  you. — J.  McN.  Whistler 


January  15,  1958 
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The  Pathology  and  Surgery  of  the  Veins  of  the 
Lower  Limb.  By  Harold  Dodd,  Ch.M.  (Liver- 
pool), and  Frank  B.  Cockett,  M.S.  Quarto  of  462 
pages,  illustrated.  Edinburgh  & London,  E.  & S. 
Livingstone,  Ltd.  (Baltimore,  The  Williams  & 
Wilkins  Co.),  1956.  Cloth,  $12.50. 

This  book  is  really  a must  in  the  reference  arma- 
mentarium of  any  one  even  vaguely  interested  in 
surgical  understanding  and  rationale  of  treatment  of 
patients  with  venous  problems  of  the  lower  extrem- 
ities. 

A clear  and  concise  presentation  is  given  of  the 
history,  anatomy,  pathology,  and  physiology  of  the 
superficial  and  deep  veins  of  the  lower  limbs.  A 
new  concept  is  given  to  explain  the  origin,  chronicity, 
and  principles  of  treatment  of  persistent,  recurrent, 
and  indolent  ulcers  and  complications  of  chronic 
venous  stasis,  especially  in  the  “garter”  area  of  the 
lower  limbs. 

The  authors  have  presented  a clear  concept  for 
others  to  follow  in  these  types  of  previously  mis- 
understood and  oft-times  erroneously  treated  cases  of 
venous  disorders  of  the  lower  limbs.  A new  and 
plausible  concept  of  the  explanation  of  failure  to 
prevent  recurring  ulcers  in  cases  of  previous  post- 
phlebitic  syndromes  is  presented.  The  authors 
tend  to  prove  that  in  some  cases  the  venous  pressure 
rises  to  as  high  as  200  mm.  Hg  through  the  incom- 
petent communicating  veins  of  the  long  and  short 
saphenous  systems  in  fairly  constant  locations  in 
the  “garter”  area.  They  prove  that  surgical  liga- 
tions of  these  “blowouts”  extra  or  subfascially 
bring  about  surprising  cures  in  these  failure  cases. 
Many  photographs  are  included  as  convincing  proof 
of  their  ideas  and  results. 

The  book  is  highly  recommended  for  any  library. 
To  those  in  the  vascular  field  it  is  a must. — Hugh 
L.  Murphy 

Essentials  of  Histology.  By  Margaret  M.  Hos- 
kins, Ph.D.,  and  Gerrit  Bevelander,  Ph.D.  Third 
edition.  Octavo  of  254  pages,  146  text  illustrations 
and  2 color  plates.  St.  Louis,  The  C.  V.  Mosby 
Company,  1956.  Cloth,  $4.00. 

The  text  is  very  good  for  students  and  instructors 
who  wish  to  have  a concise  and  meaty  compend,  an 
elaborated  outline  which  reads  easily.  It  fits  in 
the  pocket  to  read  when  and  if  necessary. — Nathan 
Reibstein 

The  Habit  of  Tobacco  Smoking.  By  W.  Kos- 
kowski,  M.D.  Octavo  of  292  pages,  illustrated. 
London,  England,  Staples  Press,  (New  York,  John 
de  Graff,  Inc.),  1955.  Cloth,  $5.00. 


The  first  part  of  this  book  is  devoted  to  the  history 
of  the  “discovery  of  tobacco”  amongst  the  aborigines 
of  America  (who  had  discovered  it  an  untold  number 
of  years  earlier)  and  the  introduction  of  tobacco  into 
Europe  and  Asia.  The  chapters  dealing  with  the 
medical  use  of  tobacco  by  the  physicians  of  the 
seventeenth  through  the  nineteenth  centuries  are 
particularly  interesting.  Those  readers  who  enjoy 
the  present  pastime  of  debunking  our  glorious  an- 
cestors will  find  exceptionally  succulent  reading  in 
Chapter  XV,  “Medical  Opinion  of  the  19th  Century 
About  The  Influence  of  Tobacco  on  The  Human 
Body.”  One  must  remember  though,  before  laugh- 
ing at  the  foibles  and  pompousness  and  stupidities 
of  old,  that  the  same  frailties  are  imbedded  in  our 
genes  today.  Where  pretentiousness  ends  and  bed- 
side manner  begins  was  and  still  is  difficult  to  de- 
fine. 

The  second  part  of  this  volume  “The  Action  of 
Tobacco  and  Its  Compounds  on  the  Human  Organ- 
ism” should  be  compulsory  reading.  It  will  make 
the  doctors  who  smoke  pause  and  reflect.  The  doc- 
tors who  don’t  smoke  will  profit  by  this  so  well- 
presented  survey  of  the  toxicology  of  tobacco. 
In  these  days  of  publicity  regarding  the  relation  of 
cancer  and  smoking,  it  is  well  to  review  the  general 
problems  of  the  influences  of  nicotine,  carbon  mon- 
oxide, glycerol,  etc. — all  components  of  tobacco 
smoke — on  the  human  physiology. 

This  volume  is  a good  addition  to  the  “Don’t 
Smoke”  library. — Asa  B.  Friedmann 

Medical  Department  United  States  Army.  Sur- 
gery in  World  War  II.  Vascular  Surgery.  Edited 
by  Daniel  C.  Elkin,  M.D.,  and  Michael  E.  DeBakey, 
M.D.  Quarto  of  465  pages,  illustrated.  Washing- 
ton, D.C.,  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1955.  Cloth,  $4.25. 

Peripheral  vascular  disorders  incurred  during  war 
conditions  are  classified  and  discussed  in  a detailed 
manner  by  a group  of  vascular  specialists  gathered 
together  for  standardized  medical  and  surgical  care 
by  the  Surgeon  General.  Three  vascular  centers 
were  established  to  which  surgeons  experienced  in 
this  specialty  were  attached. 

Considerable  experience  and  information  were 
obtained  in  a great  number  of  vascular  injuries, 
which  in  civilian  practice  could  never  have  been  cor- 
related. Vascular  surgery  therefore  progressed 
immeasurably  by  this  experience,  so  well  presented 
in  this  volume. 

As  a reference  book  in  the  early  organization,  diag- 
nostic methods,  and  rationale  of  the  best  approach  in 
surgical  definitive  care  in  vascular  problems,  this 

[Continued  on  page  266] 


264 


New  York  State  J.  Med. 


One  Bellergal  Spacetab*  morning  and  evening. 
Composition  : Ergotamine  Tartrate  0.6  mg., 
Beliafoline  0.2  mg.,  Phenobarbital  40.0  mg. 


“Reg.  T.M. 


SANDOZ 


265 


BOOKS  REVIEWED 


[Continued  from  page  264] 

volume  is  recommended  as  an  invaluable  addition 
to  any  medical  or  hospital  library. — Hugh  L. 
Murphy 

Cytologic  Technics.  For  Office  and  Clinic.  By 

H.  E.  Nieburgs,  M.D.  Octavo  of  233  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1956.  Cloth, 
$7.75. 

One  wonders  as  to  the  need  for  more  literature 
pertaining  to  cytologic  diagnosis,  as  there  are  al- 
ready so  many  well-known  excellent  treatises  on  the 
subject.  However,  upon  evaluating  this  book  for 
use  in  the  doctor’s  office,  probably  its  greatest  con- 
tribution is  in  the  detailed  descriptions  and  clear 
presentation  of  the  various  methods  used  in  the 
proper  collection  of  materials  from  clinical  sources. 
The  primary  importance  of  this  step  in  cytologic 
technic  cannot  be  overemphasized.  The  remain- 
ing portion  of  the  text  is  really  a synopsis  per- 
taining to  cytologic  technic  and  diagnosis  which  only 
experienced  cytologists  and  pathologists  would 
find  of  value.  The  photographs  of  cells  and  the 
drawings  of  technics  are  excellently  reproduced. — 
Caspar  G.  Burn 

Getting  Ready  for  Parenthood.  A Manual  for 
Expectant  Mothers  and  Fathers.  By  Mario  A. 
Castallo,  M.D.  With  the  technical  assistance  of 
Lloyd  G.  Potter.  With  a chapter  on  Natural 
Childbirth  and  Rooming-in  by  Paul  A.  Bowers, 
M.D.,  and  E.  Pauline  Shenk,  R.N.  Octavo  of 
192  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1957.  Cloth,  $3.95. 

There  is  always  room  for  a book  for  the  expectant 
mother — and  father,  too.  Dr.  Castallo’s  new  text 
finds  a place  in  that  field.  With  due  honor  to  his 
predecessors’  works  and  quoting  freely  from  his  own 
earlier  text,  Dr.  Castallo  has  brought  up  to  date 
current  thought  concerning  prenatal  care,  labor,  and 
the  puerperium.  The  work  is  couched  in  terms  any 
intelligent  lay  person  can  understand.  Particular 
stress  is  laid  on  diet  and  nutrition.  One  section 
discusses  the  concept  of  Natural  Childbirth  and 
rooming-in. 

Enough  detail  is  given  to  keep  the  patient  from 
becoming  hypochondriac  but  frequent  references  to 
the  role  of  the  physician  help  to  forestall  self -treat- 
ment which  might  be  to  the  detriment  of  the  pa- 
tient.— Sanford  Kaminester 

A Textbook  of  Histology.  By  Alexander  A. 
Maximow  and  William  Bloom.  Seventh  edition. 
Quarto  of  628  pages,  with  1,082  illustrations,  265  in 
color  on  631  figures.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Cloth,  $11. 

This  edition  has  been  brought  up-to-date  with  the 
newest  technics  and  instruments.  It  is  the  result  of 
extensive  collaboration  by  many  masters  in  their 
respective  fields  This  histology  book  is  an  ex- 
cellent reference  for  both  teacher  and  student  grad- 
uates.— Nathan  Reibstein 


Psychotherapy  of  the  Adolescent.  Edited  by 
Benjamin  Harris  Balser,  M.D.  Octavo  of  270 
pages.  New  York,  International  Universities  Press, 
1957.  Cloth,  $5.00. 

This  book  is  a collection  of  papers  read  in  May, 
1955,  before  the  American  Psychiatric  Association  at 
a Symposium  on  the  Psychotherapy  of  the  Adoles- 
cent. Presented  are  different  levels  of  practice: 
“Private  Practice,”  “Private  Practice  plus  School 
Practice,”  “School  plus  Inpatient  Treatment,” 
“The  Clinic,”  “The  Combined  Clinic  and  Inpatient 
Level  as  Conducted  by  Pediatrician  and  Psychia- 
trist,” and  the  “Intensive  Hospital.”  Two  papers 
follow  to  highlight  the  areas  of  agreement  and  differ- 
ence among  these  distinguished  writers.  Supple- 
menting the  symposium  collection  are  two  other 
papers.  One  describes  a tape  recorded  interview 
with  dynamic  interpretations.  The  other  is  a 
broad  account  of  the  schoolmaster’s  viewpoint. 
The  editor  closes  with  a critical  summary.  A 
varied  bibliography  and  an  adequate  index  follow. 

Adolescence  is  a trying  phase  in  the  process  of 
human  development  and  treatment  of  its  problems  is 
difficult  Relatively  little  appears  in  our  literature 
on  the  subject  and  welcome  indeed  are  these  papers. 
One  caution  must  be  emphasized  in  the  study  of 
these  practices.  Not  one  is  specific.  The  authors 
generally  agree  upon  flexibility  of  therapy,  ego 
strengthening,  and  the  recognition  that  it  is  “nor- 
mal” to  be  troubled  in  adolescence.  Too,  psycho- 
analysis is  believed  best  deferred  until  the  end  of  this 
period.  The  etiologic  foundation  of  symptoms,  the 
infantile  neurosis,  remains  untouched.  Hence  treat- 
ment is  symptomatic — nonspecific,  and  beneficial 
results  are  transference  benefits  or  a flight  into 
health.  The  clinical  material  therefore  does  not 
necessarily  validate  theory  or  practice,  if  anything 
it  is  a tribute  to  the  patient-doctor  relationship. 
These  dynamisms  explain  the  reason  why  therapists 
of  different  orientation  can  obtain  similar  satisfying 
results. 

While  informative  indeed,  the  tape  interview 
which  strikes  at  the  Oedipus  conflict  should  have 
included  a note  on  the  danger  of  using  this  technic 
before  the  teenager  has  developed  sufficient  ego 
strength.  The  schoolmaster’s  chapter  is  a gratify- 
ing commentary  on  how  much  psychodynamic 
theory  has  infiltrated  the  field  of  education  through 
the  alert  educator. 

On  the  whole  this  book  is  stimulating  and  useful 
reading  for  all  physicians,  psychologists,  social 
workers,  and  educators  who  labor  with  the  adoles- 
cent.— George  J.  Train 

Alcoholism.  A Treatment  Guide  for  General 
Practitioners.  By  Donald  W.  Hewitt,  M.D. 
Duodecimo  of  112  pages.  Philadelphia,  Lea  & 
Febiger,  1957.  Cloth,  $3.00. 

Alcoholism  has  completed  its  metamorphosis 
from  a moral,  social  sickness  to  a medical  affliction, 
but  few  of  our  major  texts  have  as  yet  accorded  it 
consideration  commensurate  with  its  prevalence. 
This  compact,  comprehensive  monograph  is  one  of 
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Consistent  Gains  in  Functional  Capacity 
Can  Be  Achieved  with  Conservative  Therapy 


The  unemployable  arthritic  once 
again  may  undertake  full 
employment  and  normal  recreation. 
Patients  once  confined  to  the  home 
or  wheel  chair  often  find  it  possible 
to  engage  in  light  work.  And  even 
bedridden  patients  can  walk  with 

Superior  Conservative 
Buffered 

Buffered  Pabirin  epitomizes 
modern,  conservative  therapy 
without  the  serious  complications 
of  corticoid  therapy.  Adrenal 
atrophy,  peptic  ulcers,  moon-face, 
hypertension  or  psychotic  reac- 
tions, a constant  risk  whenever 
corticoids  are  used,4-7  will  not 


comfort  again.  These  are  tht 
benefits  of  conservative  therapy 
as  demonstrated  in  long-tern 
studies.1, 2,3  In  fact,  in  these  four 
year  comparative  studies  o 
salicylate  and  cortisone,  th 
corticoid  showed  no  superiority. 

Therapy  Provided  by 
Pabirin 

occur  with  Buffered  Pabirin.  Montl  i 
after  month,  Buffered  Pabirin  cai 
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Buffered  Pabirin  combines  new  form  and  formulation 
for  faster  pain  relief,  improved  gastric  tolerance 

Each  tablet  of  Buffered  Pabirin  consists  of  an  outer 
layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid  and  ascorbic  acid;  an  inner 
core  of  aspirin.  The  outer  layer  quickly  releases 
aluminum  hydroxide  which  affords  superior  buffering 
action  and  protects  against  gastric  irritation.  The 
core  of  Buffered  Pabirin  then  disintegrates  rapidly, 
permitting  fast  absorption  of  acetylsalicylic  acid. 
PABA  potentiates  the  acetylsalicylic  acid  and  thus 
creates  high  salicylate  blood  levels.  The  ascorbic  acid 
counteracts  vitamin  C depletion. 

The  new  form  and  formulation  of  Buffered  Pabirin 
provides  high  and  sustained  salicylate  blood  levels. 
It  may  be  administered  over  long  periods  of  time 
without  the  nausea,  dyspepsia  or  other  gastrointes- 
tinal symptoms  so  frequently  experienced  with 
salicylates  alone. 


in  osteoarthritis,  gouty  arthritis,  rheumatoid  arthritis, 


bursitis,  fibrositis,  or  tendinitis 


Buffered,  P^bililt  Tablets 

Each  tablet  contains: 
Acetylsalicylic  acid  (5  gr.) . . 300  mg. 
Para-aminobenzoic  acid 
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References:  1.  Report  of  Joint  Committee, 
Medical  Research  Council  & Nuffield  Founda- 
tion, Treatment  of  Rheumatoid  Arthritis, 
British  Medical  Journal  (May  29)  1223-1227, 
1954.  2.  ibid.  (April  13)  847-850,  1957.  3.  Hart, 
D.;  Bagnall.  A.  W.;  Bunim,  J.  J.,  and  Polley, 
F.  H.:  Ninth  International  Congress  on 
Rheumatic  Diseases,  Toronto,  Ont.  (June  25) 
1957.  4.  Lewis,  L.,  et  al Ann.  Int.  Med. 
55-116,  1953.  5.  Demartini,  F.,  et  al.:  J.A.M.A. 
158:1505,  1955.  6.  Segaloff,  A.:  Ann.  Allergy 
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Progressive  “drying  out”  of  aging  skin  makes 
it  particularly  susceptible  to  damage  by 
ordinary  toilet  soaps.  The  harmful  drying 
action  of  soap  alkalies  can  be  avoided  by 
recommending  DOVE  neutral  bar.  DOVE 
creams  the  aging  dry  skin,  washes  it  safely , 
whether  or  not  a dermatosis  is  present. 

Among  200  patients  with  dermatoses  usually 
intolerant  to  soap,  DOVE  was  tolerated  by 
85  per  cent1 — a remarkably  high  percentage. 

With  DOVE  there  is  “a  much  better  skin 
tolerance... due  to  the  neutral  pH  (7)... as 
compared  with  the  quite  alkaline  (pH  10) 
lathers  of  most  commonly  used  toilet 
soaps.”1 

DOVE  bar  is  used  like  soap,  but  lathers  and 
feels  better.  DOVE  creams  as  it  washes  and 
does  not  dry  the  skin.  Every  bar  contains 
25  per  cent  rich  cleansing  cream. 

1.  Swanson,  F.:  J.A.M.A.  762:459  (Sept.  29)  1956. 
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the  many  to  appear  to  fill  that  deficiency.  It  is 
written  with  clarity  and  conciseness,  and  covers  the 
subject  completely  except  that  it  fails  to  make  more 
than  mere  mention  of  the  undeniable  merit  of  Alco- 
holics Anonymous. — Milton  B.  Spiegel 

Cryptorchism.  By  Charles  W.  Charny,  M.D., 
and  William  Wolgin,  M.D.  Octavo  of  140  pages, 
illustrated.  [New  York],  A Hoeber-Harper  Book, 
1957.  Cloth,  $5.85. 

This  monograph  is  mainly  devoted  to  an  exposi- 
tion of  the  authors’  methods  of  management  of 
cryptorchism.  Theories  relating  to  this  disease  are 
reviewed  in  light  of  more  recent  knowledge  of 
testicular  function  disclosed  by  biopsy  and  hormone 
relationships  of  the  testicle.  There  is  no  discussion 
of  the  surgical  technic  or  orchidopexy  as  the  authors 
believe  surgical  therapy  is  of  limited  value.  In 
view  of  this  controversial  opinion  the  monograph  is 
not  a “complete  review”  of  the  subject  as  stated  on 
the  dust  jacket  of  the  text. 

However,  the  book  is  well  written  with  ideas 
logically  presented  and  should  be  read  by  all  physi- 
cians concerned  with  the  treatment  of  this  disease. — 
Sidney  R.  Weinberg 

Synopsis  of  Gastroenterology.  By  Rudolf 
Schindler,  M.D.  Octavo  of  397  pages,  New  York, 
Grune  & Stratton,  1957.  Cloth,  $7.75. 

The  author  does  a most  satisfactory  “job”  in 
compressing  the  ever-increasing  literature  and  knowl- 
edge concerning  diseases  of  the  alimentary  tract 
into  a “synopsis.”  Since  the  book  could  not  pos- 
sibly be  thought  of  as  a “textbook”  in  diseases  of  the 
area,  it  would  seem  to  be  well  worth  having  for  him 
“who  runs  as  he  reads,”  always  bearing  in  mind  that 
differences  of  opinion  may  and  generally  do  exist  on 
this  or  that  phase  of  any  specific  problem  in  so  vast 
a “field”  as  gastroenterology. — Benjamin  M. 
Bernstein 

Martius’  Gynecological  Operations.  With  Em- 
phasis on  Topographic  Anatomy.  Translated  and 
Edited  by  Milton  L.  McCall,  M.D.,  and  Karl  A. 
Bolten,  M.D.  Quarto  of  405  pages.  450  illus- 
trations by  Kathe  Droysen.  Boston,  Little,  Brown 
& Co.,  [1957].  Cloth,  $20. 

Twenty  years  ago  Martius’  book  was  a sensation. 
There  was  nothing  else  like  it.  Again  this  might  be 
said  of  this  second  English  translation.  There  are 
no  less  than  450  illustrations  showing  the  impor- 
tant successive  steps  of  gynecologic  operations. 
It  is  true  that  many  antiquated  procedures  are 
shown,  and  supravaginal  hysterectomy  is  preferred 
to  total.  This  does  not  detract,  however,  from  the 
value  of  this  collection  of  amazingly  helpful  illus- 
trations.— Charles  A.  Gordon 

Orthopedic  Surgery  in  the  Mediterranean  Theater 
of  Operations.  Editor  in  Chief,  Col.  John  Boyd 
Coates,  Jr.,  MC;  Editor  for  Orthopedic  Surgery, 


Mather  Cleveland,  M.D.,  Associate  Editor,  Eliza- 
beth M.  McFetridge,  M.A.  Quarto  of  368  pages, 
illustrated.  Washington,  D.C.,  Office  of  the  Sur- 
geon General,  Department  of  the  Army,  1957. 
(Medical  Department,  United  States  Army,  Surgery 
in  World  War  II.) 

This  volume  is  another  of  the  excellent  books  pro- 
duced by  the  Medical  Corps  of  the  United  States 
Army.  The  subject  of  war  time  orthopedic  surgery 
is  thoroughly  covered.  Throughout  the  book, 
principles  of  management  are  stressed.  The  prog- 
ress from  the  early  days  of  the  war  and  the  mistakes 
in  handling  are  aired.  The  evolution  of  sound 
principles  of  management  of  wounds  of  the  extrem- 
ities is  well  documented. 

The  entire  publication  is  a record  of  progress 
through  experience.  The  principles  of  management 
learned  in  the  Mediterranean  Theater  of  War 
should  be  learned  by  all  our  young  medical  men. 

For  those  who  served  as  Medical  Officers  and  were 
a part  in  the  writing  of  this  phase  of  medical  his- 
tory, the  book  will  recall  many  memorable  years. 
It  is  a record  of  their  achievements  and  outstanding 
services. 

The  first  principle  discussed  is  the  splinting  and 
transportation  of  the  injured.  An  excellent  chap- 
ter on  this  phase  of  management  with  pictures  is  an 
integral  part  of  the  book.  The  author  then  reviews 
the  history  and  evolution  of  the  management  of  the 
compound  battle  injury.  The  initial  phase  of  the 
surgery  of  these  injuries  with  the  surgical  timing, 
first  aid,  preparation  of  the  wounds,  and  various 
phases  of  the  technical  management  in  the  initial 
and  reparative  stages  are  covered.  The  author 
reviews  each  portion  of  the  upper  and  lower  ex- 
tremities. Numerous  pictures  and  line  drawings 
are  used  to  illustrate  the  text. 

The  volume  will  serve  a very  useful  purpose. — 
Alan  A.  Kane 

Urologic  Injuries  in  Gynecology.  Including  Ves- 
icovaginal Fistula,  Stress  Incontinence  and  Ureteral 
Injuries.  By  Henry  C.  Falk,  M.D.  Octavo  of 
265  pages,  97  illustrations.  Philadelphia,  F.  A 
Davis  Company,  1957.  Cloth,  $7.50.  (Obstetrics 
& Gynecology  ...  a Series  of  Monographs.) 

Dr.  Falk’s  book  is  a very  interesting  study  of  the 
author’s  experience  with  the  lesions  covered  in  the 
text.  He  omits,  save  for  a brief  reference  to  the 
original  works,  those  conditions  with  which  he  has 
had  no  experience  and  those  operations  which  he 
has  found  unsatisfactory. 

The  text  is  clear  and  concise,  the  illustrations 
beautifully  contrived.  To  the  gynecologist  who  has 
had  any  experience  with  these  operations,  the  book 
provides  a nice  review.  For  the  beginner,  there  is 
the  wealth  of  forty  years  experience  brought  to- 
gether and  analyzed  by  an  excellent  surgeon  and 
teacher.  Although  at  times  repetitious,  ' such 
repetition  serves  the  pedagogic  purpose  of  emphasiz- 
ing the  steps  of  each  procedure  detailed.  In  all, 
this  book  is  an  excellent  addition  to  the  library  of 
the  gynecologist. — Sanford  Kaminester 

[Continued  on  page  274] 
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Spinal  Cord  Compression.  Mechanism  of  Paraly- 
sis and  Treatment.  By  I.  M.  Tarlov,  M.D.  Oc- 
tavo of  147  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1957.  Cloth,  $7.50. 

This  monograph,  written  by  one  well  versed  in 
clinical  and  scientific  investigation,  is  the  result  of  a 
sincere  desire  to  obtain  objective  information  about 
a problem  fraught  with  variable  and  unpredictable 
outcome. 

The  book  is  in  three  sections.  The  first  section 
deals  with  experimental  studies  on  dogs  in  which  an 
ingenious  device  was  inserted  into  the  spinal  canal 
to  produce  spinal  cord  compression  of  varying  de- 
gree and  time.  The  second  section  describes  clinical 
syndromes  encountered  in  man  of  spinal  cord  in- 
jury secondary  to  trauma  and  tumor.  The  third 
section  is  devoted  to  the  surgical  treatment  of  spinal 
cord  injury  by  compression. 

This  book  will  be  of  value  to  investigators  of 
spinal  cord  pathophysiology.  The  experimental 
evidence,  as  presented,  may  well  be  considered  as 
simulating  spinal  cord  compression  by  rapidly  and 
slowly  enlarging  tumor  masses.  However,  one 
must  be  careful  in  applying  these  studies  to  the  sud- 
den and  destructive  type  of  spinal  cord  injury  fol- 
lowing vertebral  fracture  with  displacement. — 
Harry  A.  Kaplan 

Ultramicro  Methods  for  Clinical  Laboratories.  By 

Edwin  M.  Knights,  Jr.,  M.D.,  Roderick  P.  Mac- 
Donald, Ph.D.,  and  Jaan  Ploompuu.  Octavo  of  128 


pages,  illustrated.  New  York,  Grime  & Stratton, 
1957.  Cloth,  $4.75. 

Clinical  laboratories  of  today  must  meet  the  de- 
mands of  the  many  changing  ideas  in  association 
with  the  advancement  of  clinical  medicine  in  order 
to  give  the  best  kind  of  service  to  the  clinician. 
Ultramicro  methods  should  be  considered  as  an 
essential  procedure  for  every  laboratory,  especially 
for  the  hospitals  that  have  a large  maternity  serv- 
ice. This  book  is  truly  a handbook  which  is  of 
inestimable  value  in  establishing  a laboratory  of 
clinical  ultramicro  methods  in  most  hospitals. 
The  chapters  describe  adequate^  and  clearly  the 
essential  material  required  for  each  of  the  various 
tests,  detailed  procedures  of  the  technics  and  the 
interpretation  of  the  results  in  comparison  to  the 
known  standard  methods.  The  limitations,  how- 
ever, of  ultramicro  methods  must  always  be  kept 
in  mind  as  they  should  not  serve  as  a substitute  for 
the  usual  routine  laboratory  procedures. — Caspar 
G.  Burn 

BCG  Vaccination  Against  Tuberculosis.  By  Sol 

Roy  Rosenthal,  M.D.  With  Sections  by  Dr. 
Camille  Guerin,  Dr.  Bernard  Weill-Halle,  and  Dr. 
Arvid  Wallgren.  Octavo  of  389  pages,  illustrated. 
Boston,  Little,  Brown  and  Co.,  1957.  Cloth, 
$7.50. 

Vaccination  against  tuberculosis  with  BCG  has 
been  accorded  a very  limited  reception  in  the  United 
States  where  a dramatic  lowering  of  the  tuberculosis 
mortality  rate  has  been  achieved  by  the  fundamental 
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methods  of  improvement  in  the  general  standard  of 
living  and  the  isolation  of  active  cases  of  tuberculosis. 
On  the  other  hand,  tuberculosis  remains  a major 
problem  in  public  health  in  other  countries  (the 
tuberculosis  mortality  in  India  is  now  approxi- 
mately one-half  million  a year)  and  BCG  vaccina- 
tion has  been  widely  accepted  in  an  attempt  to  cope 
with  the  problem. 

Throughout  the  world,  more  than  125,000,000 
people  have  now  been  vaccinated  with  BCG. 
The  statistical  data  on  the  effectiveness  of  this  pro- 
cedure are  admittedly  difficult  of  evaluation  as  other 
factors  may  influence  tuberculosis  mortality  in 
countries  in  which  the  vaccine  has  been  employed. 
However,  the  vast  majority  of  reports  attribute  a 
significant  lowering  of  the  tuberculosis  death  rate  to 
the  use  of  BCG.  This  is  a timely  volume,  for  re- 
appraisal of  the  attitude  towards  BCG  vaccination 
is  now  under  way  in  this  country.  Despite  the 
present  low  death  rate  from  tuberculosis  in  the 
United  States,  opinion  has  been  expressed  that  BCG 
vaccination  merits  serious  consideration  for  those 
segments  of  the  population  which  show  an  inordin- 
ately high  tuberculosis  mortality  rate  in  comparison 
with  the  national  average. 

Dr.  Rosenthal  has  presented  a lucid  discussion  of 
all  phases  of  the  subject  of  BCG,  ranging  from 
fundamental  bacteriologic  data  and  the  technical 
methods  of  preparation  of  the  vaccine  to  the  prac- 
tical aspects  of  the  technics  of  vaccination  and  the 
results  which  may  be  anticipated  from  this  procedure. 


Whether  one  is  in  favor  of  vaccination  against  tuber- 
culosis with  BCG  or  opposed  to  this  practice,  this 
volume,  which  contains  an  imposing  amount  of 
carefully  assembled  and  competently  presented  data, 
is  worthy  of  sober  appraisal  by  everyone  who  is 
interested  in  the  problem  of  tuberculosis.  The 
brief  chapter  on  the  history  of  the  development  of 
BCG  and  the  touching  and  well-deserved  tribute 
that  Camille  Guerin  pays  to  the  memory  of  his 
dedicated  coworker,  Calmette,  merit  a special 
word  of  praise. — Milton  R.  Louria 

Therapeutic  Exercise  for  Body  Alignment  and 
Function.  By  Marian  Williams,  Ph.D.,  and  Cather- 
ine Worthingham,  Ph.D.  Excercise  illustrations  by 
Harold  Black.  Quarto  of  127  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1957. 
Paper,  spiral  binding,  S3. 50. 

The  initial  portion  of  this  book  concerns  itself  with 
a description  and  analysis  of  posture  and  body 
alignment.  It  then  describes  the  objectives  and 
the  proper  planning  of  a therapeutic  exercise  pro- 
gram. The  remainder  of  the  volume  covers  spe- 
cific exercise  for  maintenance  of  good  posture  and 
correction  of  postural  defects  as  well  as  improve- 
ment of  mobility  where  neuromuscular  function  is 
impaired.  The  descriptions  of  the  body  alignment 
and  of  all  of  the  therapeutic  exercises  are  profusely 
illustrated.  Each  exercise  is  explained  in  detail  in 
short,  concise  steps  accompanied  by  graphic  illus- 
trations, so  that  a complete  mental  and  visual  pic- 
[Continued  on  page  284] 
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DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1,  PA. 


REGISTRATION 

AT 

Annual  Convention 

May  12-16,  1958 


II  is  imperative  that  each  physician  identify  himself  as  such  at  the  registra- 
tion desk  in  the  Hotel  Statler  before  a badge  may  be  issued  to  him.  Badges 
act  as  passes  of  admittance  to  the  many  features  of  the  convention. 

We  ask  that  doctors  please  wear  their  badges  at  all  times  while  in  the  meeting 
and  exhibit  areas.  These  measures  are  taken  to  ensure  that  your  convention 
will  be  a doctors'  meeting  and  not  available  to  anyone  who  may  walk  in  from 
the  street. 

There  is  no  registration  fee  for  the  conventions  of  the  Medical  Society  of  the  State 
of  New  York  but  we  do  ask  that  you  cooperate  with  your  society  in  acceding  to 
the  above  requests. 


“/  know  you  have  writer’s  cramp,  Mr.  Pringle.  . . hut  you’re  still  not  supposed  to  typewrite  your  name  on  a 

check!” 


276 


Control  the  major  symptoms 

In  Parkinsonism  Parsidol  has  proved  outstandingly  effective  for  controlling  tremor  and 
muscular  rigidity,  the  principal  impairments  in  this  disease.1-2 

With  Parsidol  most  patients  show  rapid,  even  dramatic  improvement — both  in  major  symptoms 
and  in  gait,  posture,  balance  and  speech.  Side  effects  are  minimal.  Parsidol  is  compatible  with 
all  other  antiparkinsonian  drugs  and  its  effectiveness  may  even  be  increased  in  combination  or 
rotation  with  such  preparations  as  atropine  and  dextroamphetamine.3  Parsidol  improves  the 
patient’s  emotional  perspective,  promotes  a more  optimistic  outlook  as  physical  coordination 
and  dexterity  return. 

Most  patients  can  be  controlled  with  a maintenance  dosage  of  50  mg.  four  times  daily.  How- 
ever, more  severe  cases  may  require  up  to  600  mg.  daily,  a dosage  level  ordinarily  well  tolerated. 

References:  1.  Doshay,  L.  J.;  Constable,  K.  and  Agate,  F.  J.,  Jr.:  J.A.M.A.  160: 348  (Feb.)  1956.  2.  Berris,  H.:  J. -Lancet  74:245 
(July)  1954.  3.  Timberlake,  W.  H.  and  Schwab,  R.  S.:  N.  Eng.  J.  Med.  247: 98  (July  17)  1952. 


parsidoi: 

hydrochloride 

WARNER  - CHI  LCOTT 


Above  and  right  are  action  pictures , taken 
from  a Warner-Chilcott  film  study , of  a 
parkinsonian  patient  before  and  after  initia- 
tion of  Parsidol  therapy  for  major  tremor. 


ACETAZOLAMIDE  LEDERLE 


Administered  by  mouth  to  126  patients 
with  various  forms  of  epilepsy,  many  of 
whom  were  refractory  to  standard  therapy, 
Diamox  gave  practically  complete  control 
of  seizures  in  34  cases,  90-99%  reduction 
of  seizures  in  an  additional  12  cases,  50- 
90%  in  22  cases,  less  than  50%  in  58 
cases.  Diet  was  not  restricted.  In  at  least 
half  of  the  patients  benefited , Diamox 
was  used  alone. 

In  no  cases  was  the  condition  made  worse. 

No  serious  abnormalities  of  blood,  urine, 
or  bone  were  observed  during  treatment, 
which  was  maintained  over  periods  from 
three  months  to  three  years. 

Measures  having  a beneficial  influence  on 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID 

*Reg.  U.S.  Pat.  Off. 


epileptic  seizures  often  involve  certain 
drawbacks.  In  contrast,  Diamox  is  simple 
to  administer,  has  a wide  margin  of  safety, 
produces  a smaller  systemic  acidosis,  has 
an  effect  that  is  surprisingly  well-sustained. 

A highly  versatile  drug,  Diamox  has  also 
proved  singularly  useful  in  other  condi- 
tions, including  cardiac  edema,  acute  glau- 
coma, obesity,  premenstrual  tension,  toxe- 
mias and  edema  of  pregnancy. 

Supplied:  Scored  tablets  of  250  mg.,  Syrup 
containing  250  mg.  per  5 cc.  teaspoonful. 

1.  Lombroso,  C.  T.,  Davidson  Jr.,  D.  T„  and  Grossi- 
Bianchi,  M.  L. : Further  Evaluation  of  Acetazolamide 
(Diamox)  in  Treatment  of  Epilepsy,  J.A.M.A.  160 
268-272,  1956. 


COMPANY.  PEARL  RIVER.  NEW  YORK 
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Essentially  All  Wounds  Are  Dirty 


In  any  breach  of  skin  surface  Tryptar  Antibiotic 
Ointment  promotes  and  speeds  healing . . . reduces 
inflammation,  edema  and  pain . . . overcomes  odors 
. . . improves  local  circulation . . . softens  crusts . . . 
helps  produce  healthy  granulation  tissue . . . and 
prevents  edema  and  infection. 


FOR  THE  FIRST  TIME,  Tryptar  Antibiotic 
Ointment  combines : 

9 enzvmes  TryPsin  for  rapid  digestion 

* y Chymotrypsin  of  tissue  debris 


2 antibiotics 


Bacitracin 

Polymyxin 


for  rapid  healing 
of  cleaned  wounds 


Safe,  virtually  nonsensitizing,  does  not  affect  living  tis- 
sue. There  are  no  known  contraindications. 


Each  gram  of  Tryptar  Antibiotic  Ointment 
contains: 

Trypsin  (crystalline) 5000  Armour  Units 

Chymotrypsin  (crystalline). . .5000  Armour  Units 

Bacitracin  U.S.P 500  units 

Polymyxin  B Sulfate  U.S.P. . .5000  units 

in  a smooth-flowing  ointment  base 
of  excellent  water  solubility 
Supplied:  in  Vz  oz.  and  2 oz.  tubes. 
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When 


tension,  anxiety 


accompany  a clinical  picture 
of  overweight 


DEXAMYL*  will  help  in  two  ways.  ‘Dexamyl’  (1)  curbs  appetite, 
and  (2)  provides  both  mood  improvement  and  relief  from  tension 
and  anxiety.  A combination  of  Dexedrine*  (dextro-amphetamine 
sulfate,  S.K.F.)  and  amobarbital,  ‘Dexamyl'  is  available  as 
tablets,  elixir  and  Spansule*  sustained  release  capsules. 

Smith  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 


SPECIFIC  ANTITUSSIVE... 

“COTHERA”  moderates  intensity  and  frequency  of  coughing 
through  a selective  action  apparently  on  the  medullary  cough  center 
. . . subdues  but  does  not  abolish  the  cough  reflex.  The  natural  reflex 
for  removal  of  secretions  is  retained. 

ACTS  WITHIN  MINUTES-  LASTS  FOR  HOURS... 

“COTHERA”  provides  a local  anesthetic  and  soothing  demulcent 
action  to  induce  almost  immediate  relief  of  ‘sandpaper’  throat  and 
‘annoying  tickle’.  . . followed  by  sustained  moderation  of  the  cough 
reflex,  lasting  for  four  to  six  hours  and  frequently  throughout  an 
entire  night  with  one  dose. 

NON-NARCOTIC... 

“COTHERA”  is  nonaddictive;  does  not  cause  respiratory  depres- 
sion, gastric  irritation,  or  constipation.  It  is  well  tolerated  by  chil- 
dren and  elderly  patients,  even  after  continued  use.  (Antitussive 
action  is  equal  to  *4  gr.  codeine  per  teaspoon  dose.) 


GUARDS  AGAINST  BRONCHOSPASM  . . . 

“COTHERA”  exerts  a mild  musculotropic  spasmolytic  action  tend- 
ing to  protect  against  possible  harmful  effects  and  cough-aggrava- 
tion of  bronchospasm. 


CHERRY-FLAVORED... 

“COTHERA”  is  completely  acceptable  to  all  age  groups. 


Indications:  “COTHERA”  Syrup  is  specifically  indicated  for  irritating, 
useless,  or  chronic  coughs  such  as  those  associated  with  the  common  cold, 
children’s  diseases,  excessive  smoking.  It  may  be  used  safely  for  short- 
term or  prolonged  treatment. 

Dosage:  Adults  and  children  over  8 years — 1 to  2 teaspoonfuls  (25-50 
mg.)  three  or  four  times  daily.  Children,  2 to  8 years — ]/2  to  1 teaspoonful 
three  or  four  times  daily. 


Supplied:  25  mg.  per  5 cc.  (teaspoonful),  bottles  of  16  fluidounces  and 
1 gallon. 


Ayerst  Laboratories 


i New  York  16,  N.  Y.  ’Montreal,  Canada 
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BOOKS  REVIEWED 


[Continued  from  page  275] 

ture  is  conveyed  to  the  reader.  The  value  of  the 
appendix  could  have  been  increased  considerably 
had  the  authors  included  the  nerve  innervation  of 
the  muscles  described. 

With  so  much  stress  being  placed  today  on  proper 
posture,  the  evaluation  of  body  alignment,  and  cor- 
rective procedures  from  early  childhood  to  adoles- 
cence, this  excellent  manual  should  prove  of  con- 
siderable use  to  pediatricians,  orthopedists,  and 
physiatrists,  and  of  particular  value  to  corrective, 
physical,  and  occupational  therapists,  as  well  as 
physical  educators. — Samuel  G.  Feuer 

Pioneer  Surgeons  of  the  Woman’s  Hospital. 
The  Lives  of  Sims,  Emmet,  Peaslee,  and  Thomas. 

By  James  Pratt  Marr,  M.D.  Octavo  of  148  pages, 
illustrated.  Philadelphia,  F.  A.  Davis  Company, 
1957.  Cloth,  $5.50. 

In  this  very  interesting  little  volume,  Dr.  Marr 
traces  the  story  of  the  four  pioneers,  Sims,  Emmett, 
Peaslee,  and  Thomas,  through  the  earliest  days  of 
the  history  of  the  Woman’s  Hospital  in  New  York. 
The  personal  angle  is  stressed  throughout,  very 
little  reference  being  made  to  the  technical  details  of 
their  surgical  accomplishments.  This  affords  the 
reader  an  opportunity  to  gain  an  insight  into  the 
character  of  the  men.  Quotations  from  old  letters, 
from  hospital  records,  and  from  minutes  of  meetings, 
enhance  the  portraiture. 

This  book  is  a great  tribute  to  four  great  men — 
one  in  particular,  James  Marion  Sims,  and  the  role 
they  played  in  establishing  a great  hospital  and  the 
specialty  of  gynecology. — Sanford  Kaminister 

Alcoholism  as  a Medical  Problem.  H.  D.  Kruse, 
M.D.,  Editor.  A Conference  held  under  the  aus- 
pices of  the  Committee  on  Public  Health  of  The 
New  York  Academy  of  Medicine  and  the  New  York 
State  Mental  Health  Commission.  Octavo  of  102 
pages.  New  York,  Hoeber-Harper,  1956.  Cloth, 
$3.00. 

This  is  the  record  of  a conference  sponsored  jointly 
by  the  New  York  Academy  of  Medicine  and  the 
New  York  State  Mental  Health  Commission.  As 
identified  in  the  preface,  it  is  not  a handbook  on  the 
care  and  treatment  of  alcoholics,  but,  rather,  a 
brief  formulation  of  some  of  the  factual  knowledge 
of  alcoholism,  some  theoretic  concepts,  and  some 
constructive  suggestions  for  research.  Particularly 
interesting  among  the  eight  component  presenta- 
tions are  four  concerned  with  the  etiology  from  the 
organic,  psychodynamic,  behavioristic,  and  socio- 
logic viewpoints,  respectively.  And,  as  is  usual  with 
conference  reports,  the  sections  devoted  to  discus- 
sion are  the  most  informative  and  provocative, 
pointing  up  the  essence  of  the  problem.  Some 
hope,  but  little  reassurance,  rewards  the  intent 
pursuit  of  this  controversial  material,  which  repre- 
sents a dismaying  dissipation  of  crack  forces  against 
the  outposts  of  nosology,  with  minimal  penetration 


to  the  still  baffling  bulwarks  of  the  essence  of  alco- 
holism. The  long  bewildered  reader  may  salvage 
minimal  consolation  from  the  realization,  not  that 
his  confusion  is  shared  by  experts,  but,  rather,  that 
able,  energetic,  and  sincerely  motivated  people  are 
now  devoting  great  effort  to  the  understanding  and 
alleviation  of  this  major  medicosocial  disorder. — - 
Robert  W.  PIillman 

Clinical  Pathology.  Application  and  Interpreta- 
tion. By  Benjamin  B.  Wells,  M.D.  Second  edi- 
tion. Octavo  of  488  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1956.  Cloth,  $8.50. 

This  text  is  a valuable  asset  for  students  and 
practitioners  who  require  a practical  source  of  appli- 
cation and  interpretation  of  clinical  laboratory 
studies.  The  format  is  one  of  concise  descriptions 
of  disease,  with  the  important  modern-day  diag- 
nostic tools. 

Particularly  good  chapters  are  those  on  Diseases 
of  the  Liver  and  Biliary  Tract,  Diseases  of  the  Blood, 
Clinical  Laboratory  Studies  in  Surgery,  and  Clini- 
cal Studies  in  Obstetrics.  Also  included  are  chap- 
ters on  Diseases  of  Infectious  Origin  of  the  Gastro- 
intestinal, Respiratory,  and  Cardiovascular  Sys- 
tems. The  text  is  concluded  by  the  addition  of 
methods  of  common  procedures  which  may  be 
performed  in  a small  office  laboratory. 

The  author  is  a former  chairman  of  the  Depart- 
ment of  Medicine,  as  well  as  presently  a Director  of 
Clinical  Investigation.  This  fortuitous  combina- 
tion of  talents  produces  an  approach  of  good  sound 
sense  in  medical  diagnostic  problems.  The  em- 
phasis is  not  on  the  voluminous  but  rather  the 
intelligent  use  of  the  clinical  laboratory  in  terms  of 
the  patient’s  requirements. — Edmund  R.  Marino 

Rheumatoid  Arthritis.  A Definition  of  the  Dis- 
ease and  a Clinical  Description  Based  on  a Numeri- 
cal Study  of  293  Patients  and  Controls.  By  Charles 
L.  Short,  M.D.,  Walter  Bauer,  M.D.,  and  William 
E.  Reynolds,  M.D.  Octavo  of  480  pages,  illus- 
trated. Cambridge,  Mass.,  Published  for  The 
Commonwealth  Fund  by  Harvard  University 
Press,  1957.  Cloth,  $7.00. 

The  advent  of  dramatic  forms  of'  treatment  even 
though  often  palliative  has  stimulated  considerable 
general  interest  in  the  subject  of  rheumatoid  ar- 
thritis. While  several  books  have  previously  been 
available  on  the  over-all  subject  of  rheumatic 
diseases,  it  remained  for  Drs.  Short,  Bauer,  and 
Reynolds  to  provide  us  with  a complete  descriptive 
analysis  of  rheumatoid  arthritis  alone.  The  authors 
draw  upon  their  long  experience  in  the  field  and  pro- 
vide the  reader  with  complete  up-to-the-minute  data 
concerning  clinical  and  experimental  findings  which 
are  important  to  all  who  deal  with  patients  suffer- 
ing from  the  disease.  This  book  is  highly  recom- 
mended to  general  practitioners,  internists,  and 
orthopedic  surgeons,  and  it  is  hoped  that  there  will 
be  future  editions  in  years  to  come  so  that  the  data 
may  be  kept  current. — Charles  M.  Plotz 
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FOR  TNF 


cardiac  patient 

Tasty  Junket  rennet 
desserts  average  about 
62  mg.  sodium  per 
serving  w hile  supplying 
all  the  nutrients  of  milk. 


RENNET  POWDER 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


mumps 

vaccine 


practical 

A specific  immunizing  antigen  for  prevention  of 
mumps  in  children  and  adults  where  indicated. 
Vaccination  should  be  repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 


PHENAPHEN*  PLUS 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 

Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V£  gr.)  . 162.0  mg. 
Phenobarbetal  (V4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  15,  1958—24,583 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga  .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
Schoharie.  . . . 

Schuyler 

Seneca. ...... 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington.  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


Albert  Vander  Veer,  2nd. . . .Albany 


Kurt  Zinner Wellsville 

Joseph  P.  Alvich Bronx 

Ralph  J.  McMahon  . . . Binghamton 

Robert  D.  Kelsey Franklinville 

Roland  J.  Walker Auburn 

Allen  A.  Pierce Fredonia 

Earle  G.  Ridall Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Gene  S.  Rogati Valatie 

Robert  T.  Corey Cortland 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Curtis  Lacy Catskill 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson.  .Roslyn  Heights 

Philip  D.  Allen New  York 

Carleton  P.  Karle  . . . .Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Wilson Phelps 

Chas.  S.  McWilliam Newburgh 

Kenneth  J.  Clark Medina 

F.  Edward  Fox Fulton 

James  Bordley,  III. . . .Cooperstown 

Robert  C.  Eliot Brewster 

Harry  H.  Epstein Jamaica 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Robert  L.  Yeager Pomona 

J.  Benton  Pike Massena 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton. . . .Montour  Falls 

Jack  Hammond Willard 

Thomas  S.  Cotton Hornell 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto. . . . Kingston 

Richard  C.  Batt Glens  Falls 

Howard  H.  Romack. . . .Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

Allen  W.  Holmes Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr.  . .Binghamton 

Robert  D.  Davis Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Buch.  . '. Baldwin 

William  L.  Wheeler,  Jr. . . New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock . . . .Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson , . . Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman  . . Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester  i 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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New  York  State  J.  Med. 


versatile  dermafotherapy 


for  JUNIOR  and  SENIOR  citizens 


an  incomparable  protectant 
and  healing  agent  against 
excoriation  due  to  incon- 
tinence; senile  pruritus, 
excessive  skin  dryness. 


Write  for  samples  and  literature 


in  pediatrics 

Desitin  Ointment  is 
unequalled  in  preventing 
and  clearing  up  diaper  rash, 
excoriation,  irritation, 
chafing. 

in  geriatrics 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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both- 
orally  for 

dependable  prophylaxis- 
sublingually  for 
fast  relief 

ISUPREL- 
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FRAIMOLr™ 


ASTHMATIC- 

but  cheerful  instead  of  fearful 

New  Isuprel-Franol  tablets  bring 
round-the-clock  relief  plus  emergency 
help  against  sudden  attack.  Anxiety 
stops  when  patients  know  they’ll  get 
relief  in  60  seconds  — relief  that  con- 
tinues for  four  hours  or  more. 

Isuprel  HC1  (10  mg.  for  adults,  5 mg. 
for  children) , the  most  potent  broncho- 
dilator  known,  makes  up  the  outer 
coating.  In  a sudden  attack,  the  patient 
puts  the  tablet  under  his  tongue.  Relief 
starts  in  60  seconds.  A unique  feature 
is  the  “flavor-timer.”  As  the  Isuprel  is 
absorbed  a lemon  flavor  appears.  When 
it  disappears — about  five  minutes  later 
— the  patient  swallows  the  tablet. 

An  unexcelled  combination  for  pro- 
longed bronchodilatation  makes  up  the 
Isuprel-Franol  core:  benzylephedrine 
HC1  (32  mg.),  Luminal®  (8  mg.)  and 
theophylline  (130  mg.).  Swallowed,  the 
tablet  works  for  four  hours  or  more. 

Isuprel-Franol  tablets  are  “. . . effec- 
tive in  controlling  over  80%  of 
patients  with  mild  to  moderate 
attacks  of  asthma.”1 

1.  Fromer,  J.  L.,  and  DeRisio, 

V.  J. : Lahey  Clin.  Bull.  10  :45, 

Oct.-Dec.,  1956. 


LABORATORIES 
New  York  18,  N.  Y. 


%o-  /&o 

/pUJUcsdo 


ISUPREL-FRANOL 

tablets  (Isuprel  HC1 10  mg.) 
for  adults; 

ISUPREL-FRANOL 
Mild  tablets  (Isuprel  HC1 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


“Flavor -timer”  signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually  — 
for  emergency  use 


LEMON  “FLAVOR-TIMER” 

Disappearance  of  flavor  is  the 
signal  to  swallow 

! Theophylline 
Luminal 

Benzylephedrine 

Sustained  action  — reduces  fre- 
quency and  intensity  of  attacks 


ISUPREL  (brand  OF  ISOPROTERENOL),  FRANOL.  AND  LUMINAL  (brand  OF  PHENOBARBITAl),  TRADEMARKS  REG.  U.  S.  PAT.  OFF. 
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ROMILAR  CF 
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Romilar  CF  brings  new  comfort  and  ease 
to  your  patients  with  colds  and  other 
respiratory  disorders  by  providing  more 
complete  symptomatic  control.  Romilar 
CF  syrup  combines  the  benefits  of  an  anti- 
histaminic,  a decongestant,  and  an  anal- 
gesic-antipyretic with  the  effective  cough 
suppressant  action  of  Romilar  Hydrobro- 
mide*—the  non-narcotic  cough  specific 
with  codeine’s  antitussive  effect  but  with- 
out codeine’s  side  effects. 

Each  teaspoonful  (5  cc)  of  Romilar  CF 
provides: 

: Romilar  ® Hydrobromide* 15  mg 

: Chlorpheniramine  Maleate 1.25  mg 

: Phenylephrine  Hydrochloride.  . . 5 mg 

: N-acetyl-p-aminophenol 120  mg 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
N utley,  New  Jersey 

♦Brand  of  dextromethorphan  hydrobromide 


from  standard  or  manual  rates  including  the  new  family  policy 

TO  PREFERRED  RISK  AUTO  OWNERS 

Before  You  Renew — COMPARE! 

Remember!  — You  buy  the  I STATE-WIDE  RATES 
BEST  PROTECTION  avail- 
able. Your  State-Wide  policy 
protects  you  anywhere  in  the 
United  States  and  Canada. 


For  $10,000/20,000  Body  Injury 
and  $5,000  Property  Damage  limits 
—Required  by  New  York  State 
Compulsory  Insurance  Law,  for 
eligible  residents  of 


FAST,  no-red-tape  CLAIM 
SERVICE.  Representatives 
throughout  U.S.  and  Canada. 

NO  MEMBERSHIP  FEES 
...  NO  ASSESSMENTS  . . . 
NO  WORRIES.  Licensed  by 
N.  Y.  State  Insurance  Dept. 


Queens  $74.40 

Nassau  63.04 

Richmond  50.08 

Bronx  113.76  Westchester  52.96 


Manhattan  $1 1 3.76 
Brooklyn  113.76 


Lower  rates  if  you  live  elsewhere. 
Same  20%  savings  if  you  want 
higher  limits  or  additional  coverage 

Keep  These  Rates— COMPARE! 


MAIL  AT  ONCE  For  Exact  Rates  On  Your  Car 


JM  158 

Name  

Address 

City Phone 

Present  Insurance  Company 

Date  Policy  Expires 


COME  INf  PHONE  OR  MAIL  COUPON 

State-Wide  Insurance  Company 

152  West  42nd  St.,  New  York  36,  N.  Y.  • BRyant  9-5200 


* 
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Jor  infants... 

and  growing  children 

Tasty  Junket  rennet  - 
custards  furnish  more  of 


THE  MONTREAL  GENERAL  HOSPITAL 
THE  MONTREAL  CHILDREN’S 
HOSPITAL 


General  Practitioner  Refresher  Course 
March  17th  to  March  22nd,  1958,  inclusive 


the  nutrients  of  fresh 
milk  than  typical  canned 
baby  desserts.’ 

J 

Wllce# 

RENNET  POWDER 
makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 

"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


The  teaching  staffs  of  The  Montreal  General 
Hospital  and  the  Montreal  Children’s  Hospi- 
tal will  participate  in  a General  Practitioner 
Refresher  Course  covering  those  subjects  in  in- 
ternal medicine,  general  surgery,  paediatrics, 
and  paediatric  surgery  which  are  of  particular 
interest  to  physicians  in  general  practice.  The 
course  will  cover  a review  of  established  pro- 
cedures, treatments  and  recent  advances.  The 
Course  is  approved  for  formal  study  credit  by 
the  College  of  General  Practice  of  Canada  and 
will  be  conducted  in  both  hospitals.  Atten- 
dance will  be  limited. 

Fees: 

The  Montreal  General  The  Montreal  Children’s 
Hospital  Course:  Hospital  Course: 

$75.00  $50.00 

Combined  Fee : 

$100.00 

Further  details,  together  with  application 
forms,  will  be  mailed  on  request  to  the  Registrar 
of  the  Postgraduate  Board,  The  Montreal  Gen- 
eral Hospital  or  the  Montreal  Children’s  Hos- 
pital. Montreal  25,  P.Q. 


MALPRACTICE  INSURANCE  PROTECTION 


WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  7:  Because  national  specialty  groups  are  new  and  untried  and  have  in- 

sufficient experience  upon  which  to  base  their  rates.  Administration  at  great  distances 
from  headquarters  and  unfavorable  loss  experience  were  among  the  difficulties  Cited  for 
the  discontinuance  of  the  only  such  program  that  was  in  existence  for  more  than  five 
years.  Consider,  in  contrast,  the  proven  worth  and  continuous  stability  of  the  Group  Plan 
over  the  past  thirty-five  years. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Cotnpany 

James  M.  Arnold,  Indemnity  Representative, 

Medical  Society  of  the  State  of  New  York 

% H.  F.  Wanvig,  Inc.  Telephone: 

2 Park  Avenue,  New  York  16,  N.  Y.  Murray  Hill  4-3211 
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FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nucarpon* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  */2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO -BOBO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


PSORIASIS 


LIPAN  Capsules  contain : Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas : Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500's. 

©Copyright  1956  Spirt  & Co. 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free . 

COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 


Spirt  & Co.,  Inc. 


WATERBURY.  CONN 
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HOLBROOK  MANOR  "home3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINE  WOOD  K;  »• 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  I’sv- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


IN  ELMS 

A Modem 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  tor  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Char  fie 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y. 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mandl  School 

Licensed  by  the  State  of  New  York 
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TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs — audiograph — etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38,  WOrth  4-7589 


PHYSICIAN  WANTED 


To  take  over  new  office  of  deceased  physician,  completely 
equipped  and  in  a prosperous  community  with  excellent 
opportunity  for  medical  practice.  Mrs.  L.  Neimanis,  19 
John  St.,  Saugcrties,  N.  Y.  Tel.  CHerry  6-2451. 


Approved  surgical  residency  available  in  520  bed  New  Eng- 
land General  Hospital  with  medical  school  affiliation  to 
begin  July  1,  1958.  Write:  Box  698,  N.  Y.  St.  Jr.  Med. 


POSITION  OPEN 


New  York — Excellent  opportunity  for  qualified  ENT-man  on 
growing  suburbah  Staten  Island.  Fully  equipped  air-condi- 
tioned office,  choice  location  near  3 hospitals.  Records,  in- 
struments available,  attractive  rental  terms.  Box  685, 
N.  Y.  St.  Jr.  Med. 


WANTED 


Ophthalmologist — Board  Certified  of  Board  Qualified  seeking 
excellent  location  in  Western  New  York  in  office  building  with 
other  physicians.  Box  692,  N.  Y.  St.  Jr  Med. 


Orthopedic  Surgeon  wanted  for  250  bed  hospital  and  diag- 
nostic clinic.  Full  time  position  with  salary  and  retirement 
program.  Applicant  must  be  Board  eligible.  Apply  Dr.  B. 
A.  Watson,  Supt.,  Clifton  Springs  Sanitarium  and  Clinic, 
Clifton  Springs,  New  York. 


COLLECTIONS 


The  Crane  Plan- — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Ser\ice  first  18  days — rates  after  free 
service  20 % on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 Vi  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St..  N.  Y.  C.  EN2-6845  and  H04-1100. 


WANTED  PRACTICE 


Want  to  buy  general  practice  New  York  City,  suburbs.  Box 
686,  N.  Y.  St.  Jr.  Med. 


Estate,  wooded  hilltop  site.  Ideal  for  private  hospital, 
resthome  for  aged,  etc.  2 story  bldg  with  basement  & attic  in 
6 acre  park  setting.  Country  club  atmosphere  with  res- 
taurant. 1 hr  from  NYC  in  Bergen  County,  N.  J.  For 
sale  or  lease.  Mr.  Jaye,  TE  8-7174,  N.Y. 


POSITION  WANTED 


Obstetrician-Gynecologist-Board  Eligible  desires  opportunity 
to  practice  in  partnership  or  individually.  Married.  Avail- 
able July,  1958.  Box  697,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Psychiatrist.  N.  Y.  licensed  retiring  January  from  N.P. 
service  of  V.  A.  wants  fulltime  position  as  administrator  of 
psychiatric  institution  or  full  or  part  time  work  as  institu- 
tional psychiatrist.  State  salary  first  letter.  Box  695,  N.  Y. 
St.  Jr.  Med. 


POSITION  WANTED 


Surgeon-Board  eligible;  33;  family;  experienced  general 
and  traumatic  surgery,  completed  residency  June  1957,  de- 
sires association  with  group,  clinic  or  established  surgeon. 
Box  696,  N.  Y St.  Jr.  Med. 


POSITION  OPEN 


House  physician  for  very  active  small  hospital,  Northern 
New  Jersey.  Opening  available  immediately.  Salary  good. 
Apply  Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey 


ACTIVE  EENT  PRACTICE  FOR  SALE 


Upstate  N.  Y. — 2 hospitals — 3 story  brick  building — Auto- 
matic heat  equipped  office — all  complete  $10,000 — for  quick 
sale.  Forced  to  retire.  Box  693,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Brooklyn — Ocean  Parkway  one  family  home  and  office  com- 
bination. Fully  equipped  four  room  office  and  beautiful  liv- 
ing quarters;  four  bedrooms,  2l/t  baths,  Hollywood  kitchen, 
garage  and  yard.  CLoverdale  2-2779. 


WANTED 


Physician  with  $30,000  gross  general  practice  wishes  an  as- 
sociate. Will  give  full  partnership  at  once.  50  miles  from 
N.  Y.  C.  in  New  York  State.  Hospital  privileges  assured. 
Box  688.  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


FOR  SALE 


Fischer  75MA  X-Ray-Fluoroscope,  Automatic  control.  Al- 
most new.  Excellent  performance.  Lead  screen,  etc.  Box 
690,  N.  Y.  St.  Jr.  Med. 


TO  SHARE 


Ocean  Avenue  (Cor.  Woodruff)  fully  equipped  air  conditioned 
office.  Excellent  transportation  and  location;  reasonable, 
specialist.  SO.  8-2539,  11—1  and  5-7  p.m. 


FOR  SALE 


Hotel,  in  Flatbush,  Brooklyn,  corner  building  35  rooms,  plus 
2 kitchens,  dining  area,  fireproof,  can  be  converted  to  nurs- 
ing home.  $45,000  cash  $45,000  in  mortgages.  $80,000  all 
cash.  CO.  6-6448. 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet;  24  hour  telephone 
service  included.  Call  ULSTER  5-3767. 


LAND  FOR  SALE 


Builders  liquidating.  Splendid  opportunity.  80  acres  selec- 
tive Westchester  residential  property.  Priced  less  than 
market.  Big  potential,  John  D.  Harris,  Katonah,  N.  Y. 
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in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 

Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Span- 
sule®  sustained  release  capsules, 
Syrup  and  Suppositories. 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 


intranasal  synergism 


POTENTIATED  ACTION  for 

better  clinical  results 


SINUSITIS 

ALLERGIC  RHINIT 


Biosvnephrine 

NowA  Gtmii 

I 15  cc.  U 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


DECONGESTIVE 

Neo-Synephrine®  HCl  0.5 % 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02 % 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05 % 


ANTIBACTERIAL 

Neomycin  ( sulfate ) 
1 mg./cc. 

(equivalent  to 
0.6  mg.  neomycin 
base/cc.) 

Polymyxin  B 
(as  sulfate) 

3000  u/cc. 


LABORATORIES 

NEW  YORK  18.  N.  Y, 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiamine), 
trademark!  reg  U.S*  Pat  Off. 
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RELIEF 

FROM 

ACNE 


IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 


Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated . . . assures  patient  acceptance 
and  cooperation. 

FOSTEX  CREAM  for  thera- 
peutic washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired. 


in  4.5  oz.  jars 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 


in  bar  form 


WESTWOOD  PHARMACEUTICALS 

Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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"care  of 
the  man 
rather  than  merely 
his  stomach" 


Milpath 

Mil  town®  O anticholinergic 


two-level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown®  reduces  anxiety  and  tension.1,3, 6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5, 7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2, 4 


indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


each  Milpath  tablet  contains: 


Miltown.®  (meprobamate  WALLACE ) 400  mg. 

(2-methyl-2-«-propyl-l, 3-propanediol  dicarbamate) 


Tridihexethyl  iodide 

(3-diethylartiino-l-cyclohexyl-l-phenyl-l-propanol-ethiodide) 


.25  mg. 


dosage : 1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 


available : bottles  of  50  scored  tablets. 


references:  l Altschul,  A.  and  Billow,  B . : The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med.  57:2361, 
July  15,  1957.  2.  Atwater,  J S. : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  45:421,  Oct.  1956. 
3.  Borrus.  J.  C.:  Study  of  effect  of  Miltown  (2-methyl-2-«-propyl-l, 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  157: 1596.  April  30.  1955.  4.  Cayer,  D.;  Prolonged  anticholinergic  therapy  of  duodenal  ulcer  Am  J.  Digest  Dis. 
7:301,  July  1956.  5 Marquis.  D.  G.,  Kelly.  E.  L..  Miller,  J G . Gerard.  R W.  and  Rapoport.  A . Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects.  Ann.  New  York  Acad  Sc.  6’7.701,  May  9,  1957.  6.  Phillips,  R.  E.: 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders.  Am.  Pract.  & Digest  Treat.  7:1573,  Oct.  1956. 

7.  Selling,  L.  S.:  A clinical  study  of  Miltown®,  a new  tranquilizing  agent.  J.  Clin  & Exper.  Psychopath.  17  7.  March  1956. 

8.  Wolf.  S.  and  Wolff.  H.  G.:  Human  Gastric  Function,  Oxford  University  Press,  New  York,  1947. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office:  386  Fourth 
Ave.,  New  York  16,  N.  Y.  Publication  Office : 20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  mail  privileges  authorised 
at  Easton,  Pema. 


VOLUME  58 


FEBRUARY  1,  1958 


NUMBER  3 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors.  Contributions  are  accepted  for  original  publication  only. 


Scientific  Articles 

Systemic  Lupus  Erythematosus,  William  C.  Robbins,  M.D 345 

Flexible  Esophagoscopy,  Emanuel  Friedman,  M.D.,  David  Katz,  M.D.,  and  Sydney  Selesnick, 

M.D 351 

Drug-Induced  Depression — Fact  or  Fallacy,  Frank  J.  Ayd,  Jr.,  M.D 354 

A Polymeric-Coated  Aspirin  in  the  Treatment  of  Aspirin-Sensitive  Arthritic  Patients,  Paul 
Giovinco,  M.D 356 

The  Value  of  Surgery  in  the  Treatment  of  Nasal  Allergy,  Russell  Clark  Grove,  M.D 359 

Recent  Advances  in  Medicine  and  Surgery 

Advances  in  the  Diagnosis  and  Treatment  of  Acute  Pyogenic  Meningitis,  Part  II,  Emanuel 
Appelbaum,  M.D.,  and  Charles  Abler,  M.D 363 

Proceedings — Special  Committee  on  Infant  Mortality — Panel 
Discussion 

Respiratory  Difficulties  of  Newborn  Infants,  Samuel  Z.  Levine,  M.D.,  Moderator,  Charles  D. 

Cook,  M.D.,  Peter  Gruenwald,  M.D.,  and  William  A.  Silverman,  M.D 372 

Clinicopathologic  Conference 

Clinicopathologic  Conference,  Department  of  Medicine,  New  York  University  Post-Graduate 
Medical  School  and  Fourth  Medical  ( N.Y.U .)  Division,  Bellevue  Hospital 389 

Fundamentals  of  Modern  Allergy 

Heredity  and  Allergy,  Howard  G.  Rapaport,  M.D 393 

Treatment  of  Alcoholism 

A Brief  Psychotherapeutic  Technic  for  the  Treatment  of  Severe  Alcoholism  by  the  Family 
Physician,  Robert  S.  Daniels,  M.D 397 

Cancer  Alerts 

Tumor  in  Childhood,  Harold  W.  Dargeon,  M.D 402 

Health  Forums 

Prevention  of  Coronary  Artery  Disease,  Victor  Grover,  M.D.,  F.A.C.P 404 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City 

Thyroid  Intoxication,  Harold  Jacobziner,  M.D.,  and  Harry  W.  Raybin,  M.D 408 


[Continued  on  page  302] 


300 


victims  of 


are  effectively  treated 


Bidrolar  combines  a natural  laxative  with  an  effective  stool 
softener.  It  provides  effective  combination  therapy  without  the  use 
of  irritating  bowel  evacuants  and  without  the  disadvantages  and 
lack  of  peristaltic  action  noted  with  the  use  of  stool  softeners  alone. 

Each  Bidrolar  tablet  provides  ox  bile,  60  mg. — a peristaltic 
stimulant  that  produces  natural  laxation  without  irritating  the 
bowel  . . . and  dioctyl  sodium  sulfosuccinate,  40  mg. — an 
effective  stool  softener  that  keeps  feces  soft  for  easy  evacuation. 


in 


Bidrolar  Is  naturally  better 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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safety  and  efficiency 
proved  in  more  than 


TRANSFUSIONS 

THE  RECORD  OF  THE  R48  PRESSURE  PUMP  SET  SPEAKS  FOR 
ITSELF.  First  set  to  make  pressure  transfusion  safe  for  the 
patient,  the  disposable  Plexitron  R48  is  being  specified  in 
more  hospitals  every  day  . . . throughout  the  world. 

Emergency  pressure  is  instantly  available  . . . simply  squeeze 
the  drip  chamber.  The  degree  of  pressure  and  speed  of 
transfusion  varies  with  the  degree  of  pumping  action.  The 
ball-float  safety  valve  operates  only  with  fluids  . . . you  can't 
pump  air.  Set  can  be  returned  to  gravity  drip  easily,  at 
any  time. 

Only  filtered  blood  reaches  the  patient.  Fine-mesh  filter,  of 
exclusive  construction  and  design,  provides  maximum  filtra- 
tion area  and  assures  efficient  removal  of  particulate  matter 
in  both  routine  and  emergency  transfusions. 

Literature,  samples  and  demonstration  on  request 


BAXTER  LABORATORIES,  INC. 


MORTON  GROVE,  ILL. 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE 
ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  * EVANSTON,  ILLINOIS 


Y-TYPE  PRESSURE  PUMP  SET 
AVAILABLE  AS  CAT.  NO.  R4? 


i p 
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Strictly  P/yAptO^A(Lf 

^ fa 

Mediha  ler-  PhenN 


Effective,  Multiple  Approach  to 
Nasopharyngeal  Affections 


SINUSITIS 

NASOPHARYNGITIS 

RHINITIS 

due  to  common  cold , infections , allergies 


The  Medihaler  Principle 
Automatically  measured-dose 
aerosol  medications.  In  spill- 
proof,  leakproof,  shatterproof, 
stainless  steel,  vest-pocket 
size  dispensers  with  steriliz- 
able  plastic  adapters.  Also 
available  in  Medihaler-Epi® 
(epinephrine  bitartrate)  and 
Medihaler-lso®  (isoproterenol 
sulfate)  forthe  relief  of  asthma 
and  other  allergies. 


Controlled  Dosage 

Medihaler-Phen  is  designed  to  give  the  physician  closer  manage- 
ment supervision  over  the  patient.  It  governs  self-medication — 
makes  squeeze  bottles  and  droppers  obsolete.  An  accurately 
measured  nebular  cloud  is  gently  ejected — not  an  irritating, 
powerful  jet— no  drops  of  liquid— prevents  haphazard  dosage. 

More  than  Merely  Vasoconstriction 

In  addition  to  its  efficient  but  nonirritating  vasoconstrictive 
action  Medihaler-Phen  counteracts  secondary  invading  organ- 
isms and  maintains  total  area  decongestion  with  tissue-com- 
patible effectiveness.  Safe  for  children  too. 

To  Prevent  Post-Coryzal  Complications 

Medihaler-Phen  affords  immediate  relief  of  congestion  during 
the  acute  stages  of  coryza,  keeps  open  the  ostia  of  the  paranasal 
sinuses ...  aids  in  the  prevention  of  complications  which  may 
follow  blockage  by  thick  secretions. 


Four  Important  Actions 

An  effective,  safe,  4-pronged  attack  (vasoconstrictive,  decon- 
ges tive,  anti-inflammatory,  antibacterial)  is  the  result  of  the 
blended  formula.  Each  cc.  of  Medihaler-Phen  contains  phenyl- 
ephrine HC1  3.6  mg.,  phenylpropanolamine  HC1  7.0  mg., 
neomycin  sulfate  1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin 
base),  and  hydrocortisone  0.6  mg., 
suspended  in  an  inert,  nontoxic 

aerosol  vehicle.  - losanoeles 


305 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Continued  from  page  304) 


Presidents , District  Branches 


First  District 

Herbert  Berger,  M.D.,  Richmond 
Second  District 

Arthur  E.  Corwith,  M.D.,  Suffolk 
Third  District 

Edwin  G.  Mulbury,  M.D.,  Greene 
Fourth  District 

Leonard  J.  Schiff,  M.D.,  Clinton 

Ninth  District — Earl 


Fifth  District 

Olin  J.  Mowry,  M.D.,  Oswego 
Sixth  District 

William  T.  Boland,  M.D.,  Chemung 

Seventh  District 
Joseph  A.  Lane,  M.D.,  Monroe 

Eighth  District 

Elmer  T.  McGroder,  M.D.,  Erie 
Waterbury,  M.D.,  Orange 


New  York  State  Journal  of  Medicine , Publication  Committee 

John  J.  Masterson,  M.D.,  Chairman 
Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

Norman  S.  Moore,  M.D.  John  G.  Masterson,  M.D. 


Legal  Department 


Counsel 

William  F.  Martin,  Esq. 
30  Broad  Street,  New  York  4 


Attorney 

Robert  J.  Bell,  Esq. 
Telephone:  Hanover  2-0670 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 


Executive  Officer 

Harold  B.  Smith,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 


Director , Bureau  of  Industrial  Health  and  Workmen’s  Compensation 

Anthony  A.  Mira,  M.D.,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


Director , Public  and  Professional  Relations  Bureau 

Frederick  W.  Miebach,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


306 


Director,  Bureau  of  Medical  Care  Insurance 

George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


Case  report  from  this  patient’s  physician: 


patient:  Female  school  teacher,  age  41,  suffering  from 
severe  anxiety.  Often  sought  relief  through 
excessive  drinking.  ‘Thorazine’  tablets  appeared 
to  help,  but  she  often  forgot  to  take  medication. 
Progress  was  extremely  slow. 

medication:  ‘Thorazine’  Spansule  capsules,  75  mg.  b.i.d. 


results:  Marked  improvement  within  a few  days.  Patient 
stopped  drinking  and  slept  better.  Stated  that  she 
really  appreciates  the  convenience  of  the 
‘Spansule’  capsule. 


THORAZINE*  SPANSULEt 

30  mg.  75  mg.  150  mg.  200  mg. 

Smith  Kline  & French  Laboratories.,  Philadelphia  1 

first  J in  sustained  release  oral  medication 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 
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Arthur  Howard,  Secretary Fulton 

Mary  H.  Wyttenbach,  Delegate Chemung 

INDUSTRIAL  MEDICINE  AND  SURGERY 

James  H.  McDonough,  Chairman Oneida 

Norman  Plummer,  Vice-Chairman New  York 

Harry  A.  Hanson,  Secretary Monroe 

Harry  E.  Tebrock,  Delegate Queens 

MEDICINE 

Herbert  Berger,  Chairman Richmond 

Victor  L.  Pellicano,  Vice-Chairman Niagara 

Thomas  F.  Frawley,  Secretary Albany 

Arnold  W.  Pohl,  Delegate Albany 

NEUROLOGY  AND  PSYCHIATRY 

Meyer  Rosenberg,  Chairman Kings 

Isaac  Shapiro,  Secretary Schenectady 

Harry  E.  Faver,  Delegate Erie 

OBSTETRICS  AND  GYNECOLOGY 

Albert  W.  Van  Ness,  Chairman Onondaga 

Michael  J.  Jordan,  Vice-Chairman New  York 

Richard  W.  Baetz,  Secretary Erie 

Raymond  J.  Pieri,  Delegate Onondaga 


♦ Deceased. 


OPHTHALMOLOGY 

Milton  L.  Berliner,  Chairman New  York 

Donald  E.  Moore,  Vice-Chairman Onondaga 

Thomas  M.  d’ Angelo,  Secretary Queens 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Edward  M.  Winant,  Chairman New  York 

Benjamin  E.  Obletz,  Secretary Erie 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Samuel  F.  Kelley,  Chairman New  York 

Alfred  W.  Doust,  Vice-Chairman Onondaga 

Daniel  C.  Baker,  Jr.,  Secretary New  York 

Stanley  L.  Edmunds,  Delegate Warren 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

James  R.  Lisa,  Chairman New  York 

Hollis  K.  Russell,  Vice-Chairman Westchester 

George  K.  Higgins,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

William  O.  Kopel,  Chairman Onondaga 

John  A.  Monfort,  Vice-Chairman Kings 

Richard  A.  Downey,  Secretary Erie 

Alfred  J.  Vignec,  Delegate New  York 

PHYSICAL  MEDICINE 

Arthur  S.  Abramson,  Chairman Bronx 

Leslie  Blau,  Vice-Chairman Erie 

Frederick  Ziman,  Secretary New  York 

Milton  Lowenthal,  Delegate New  York 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

William  A.  Brumfield,  Jr.,  Chairman. . .Westchester 

Ralph  M.  Vincent,  Vice-Chairman Albany 

Rohert  H.  Broad,  Secretary Tompkins 

Joseph  H.  Kinnaman,  Delegate Nassau 

RADIOLOGY 

Francis  F.  Ruzicka,  Jr.,  Chairman New  York 

John  F.  Roach,  Vice-Chairman Albany 

Albert  A.  Dunn,  Secretary New  York 

Frank  J.  Borrelli,  Delegate New  York 

SURGERY 

Paul  A.  Kennedy,  Chairman Erie 

Edmund  N.  Goodman,  Secretary New  York 

Jose  M.  Ferrer,  Jr.,  Delegate New  York 

UROLOGY 

Dean  Makowski,*  Chairman New  York 

William  J.  Staubitz,  Vice-Chairman Erie 

E.  Craig  Coats,  Secretary New  York 

E.  Craig  Coats,  Delegate New  York 


* Deceased. 


Session  Officers 

1957-1958 

HISTORY  OF  MEDICINE  LEGAL  MEDICINE 

Hilton  H.  Stothers,  Chairman New  York  Milton  Helpern,  Chairman New  York 

Eliott  B.  Hague,  Secretary Erie  Richard  Jaenike,  Secretary Monroe 

PUBLIC  RELATIONS 

John  W.  Latcher,  Chairman Otsego 

George  A.  Burgin,  Secretary Herkimer 
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McNEIl 


NOW... A NEW  TREATMENT 


CARDILATE 


‘Cardilate’  tablets  / shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.(  Altman,  G.  E.f  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


* 'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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a completely  new— all  new 
electrocardiograph  by  Birtcher 


Twenty-two  years  devoted  exclusively  to  the  design  and  production  of  the 

world* s choicest  electronic  medical-surgical  equipment  is  now  culminated 
in  the  presentation  of  this  new — finest  of  all,  electrocardiograph. 

BIRTCHER  MEDICAL  DISTRIBUTORS  GF  NEW  YORK  / 480  Lexington  Ave.,  N.Y.C.  • ESplanade  2-8269 

THE  BIRTCHER  CORPORATION 

Department  NYS-258 

4371  Valley  Blvd.  Los  Angeles  32,  California 

Please  send  me  descriptives  detailing 
the  19  new  engineering  features  found  exclusively 
in  your  all-new  Electrocardiograph 

Dr 

Add  ress 

City Zone State 
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CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


of  office  psychotherapy? 


(1)  Don’t  argue  — let  patient  “talk  out’’  his  troubles.  (2)  Don’t  counsel  — help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile  — allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure  — stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring— overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous  — patients’ 
words  may  conceal  hidden  meanings. 

Source  — Hyman,  M.:  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  76:83 
(Oct.)  1957. 


calmative 


Ectylurea,  Ames 
(2-ethyl-c/i-crotonylurea) 


for  tranquil— not  “tranquilized”  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited — The  patients 
experienced  and  expressed  a feeling  of  greater  inward  security,  serenity — Mental 
depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients ”* 

*Bauer,  H.  G.;  Seegers,  W.;  Krawzoff,  M.,  and  McGavack,  T.  H.:  A Clinical  Evaluation 
of  Ectylurea  (Nostyn®),  in  press. 

dosage:  Children— 150  mg.  ( Vi  tablet)  three  or  four  times  daily.  Adults— 150-300 
mg.  (V4  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  442ss 


312 


NOW 


COUNTERACT 

DEPRESSED 

MOODS  without  stimulation 


ADeprolA 

Literature  and  samples  on  request 


■ Relieves  depression 
without  euphoria 
-not  a stimulant  * 

» Restores  natural  sleep 
without  depressive 
aftereffects 
-not  a hypnotic 

* Rapid  onset  of  action 
« Side  effects  are 
minimal  and  easily 
controlled 


Composition:  Each  tablet 
contains  400  mg. 
meprobamate  and  1 mg*, 
benactyzine  HC1 

Average  Adult  Dose : 

1 tablet  q.i.d. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


. - ':V* 


as  adjunctive  therapy  only 


FROM  IRRITATION 


THE  FIRST  TROCHE  TO  PROVIDE 
THREEFOLD  BENEFITS 


NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


\ND  NOW  COUGH  CONTROL  TOO 


With  the  addition  of  a non-narcotic  antitussivt 
to  troche  medication,  ‘Pentazets’  provides 
a new  and  extended  therapeutic  advantage 
in  this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combine 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threeio\  ' 
relief  in  a variety  of  throat  irritations. 

And  ‘Pentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS’contains: 

• Homarylamine— a new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin—a  combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine— a local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 


Each  ‘PENTAZETS’  troche  contains: 

Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin  50  units 

Tyrothricin  1 mg. 

Neomycin  sulfate  5 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 
Benzocaine 5 mg. 

SUPPLIED:  Vials  of  12. 


MERCK  SHARP  & DOHME 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 

MENOPAUSE 

/ 

DESERVES 

"PREMARIN* 

widely  used 
natural,  oral 

estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 


INDEX  TO  ADVERTISERS 


Ames  Company,  Inc 312,  330 

Ami,  Inc 447 

Armour  Laboratories 301 

Ayerst  Laboratories 316 


Baxter  Laboratories,  Inc 303 

Birtcher  Corp 311 

Brigham  Hall  Hospital 451 

Burroughs  Wellcome  & Co.  Inc 310,  321 


California  State  Board 453 

Center  Laboratories 302 

Ciba  Pharm.  Pdts.,  Inc 2nd  cover 

Coca  Cola 456 


Desitin  Chemical  Company 322 


Eastern  School  for  Physicians  Aides 451 

Eaton  Laboratories 320 

Endo  Laboratories 319 


Hall  Brooke 451 

Holbrook  Manor 451 


Irwin  Neisler  & Co 323 


Knoll  Pharmaceutical  Company 455 


Lakeside  Laboratories 3rd  cover 

Lederle  Laboratories,  Div.  Am.  Cyanamid  Co 

Between  320-321,  324,  329,  434-435 

Eli  Lilly  and  Co 336 

Louden-Knickerbocker  Hall 451 


McNeil  Laboratories 309 

Mead  Johnson  and  Company 328,  4th  cover 


Merck  Sharp  and  Dohme,  Div.  Merck  & Co.,  Inc 

314-315,  436-437 


New  York  Polyclinic  Medical  School  and  Hospital.  . . . 455 


Ortho  Pharmaceutical  Company 


325 


E.  L.  Patch  and  Company 449 

Pinewood 451 

Pitman-Moore 439,  440-441,  442 


Riker  Laboratories 305,  331 

A.  H.  Robins  Co 326-327 

Roche  Laboratories,  Div.  Hoffmann-La  Roche,  Inc. . . . 

Between  312-313,  443 

J.  B.  Roerig 445 


Schering  Corp 334-335 

G.  D.  Searle 343 

Smith-  Dorsey 332-333 

Smith  Kline  and  French 307 


E.  R.  Squibb  and  Sons,  Div.  Mathieson  Chemical  Co..  318 


Wallace  Laboratories 

W arner-Chilcott 

West  Hill 

Westwood  Pharmaceuticals 
Winthrop  Laboratories .... 


299,  313,  Between  328-329 

344 

451 

'298 

297 


Yale  Registry  for  Nurses 


451 
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INDEX  TO  ADVERTISED  PRODUCTS 


Achrocidin  (Lederle  Laboratories,  Div.  American  Cy- 


anamid  Co) 324 

Achromycin- V (Lederle  Laboratories,  Div.  American 
Cyanamid  Co)  434-435 

Achrostatin-V  (Lederle  Laboratories,  Div.  American 
Cyanamid  Co.) 329 

Albustix-Albutest  (Ames  Company,  Inc.) 330 

Allergenic  Extracts  (Center  Laboratories) 302 

Antepar  (Burroughs  Wellcome  & Co.  Inc.) 321 

Aristocort  (Lederle  Laboratories,  Div.  American  Cyan- 
amid Co.) Between  320-321 

Atarax  (J.  B.  Roerig  Co.) 445 

Bidrolar  (Armour  Laboratories) 301 

Biosynephrine  (Winthrop  Laboratories) 297 

Cardilate  (Burroughs  Wellcome  & Co.  Inc.) 310 

Deprol  (Wallace  Laboratories) 313 

Desitin  Suppositories  (Desitin  Chemical  Co.) 322 

Dilaudid  hydrochloride  (Knoll  Pharmaceutical  Com- 
pany)   455 

Dimetane  (A.  H.  Robins  Co.) 326-327 

Flexilon  (McNeil  Laboratories,  Inc.) 309 

Fostex  (Westwood  Pharmaceuticals) 298 

Furadantin  (Eaton  Laboratories) 320 

Ilotycin  (Eli  Lilly  and  Co.) 336 

Kondremul  (E.  L.  Patch  Co.) 449 

Lipo  Gantrisin  (Roche,  Div.  Hoffman-La  Roche,  Inc.)  443 

Medihaler-Phen  (Riker  Laboratories) 305 

Milpath  (Wallace  Laboratories) 299 

Miltown  (Wallace  Laboratories) Between  328-329 

Neohydrin  (Lakeside  Laboratories) 3rd  cover 

Nilevar  (G.  D.  Searle  and  Co.) 343 

Nostyn  (Ames  Co.,  Inc.) 312 

Novahistine-DH  (Pitman-Moore  Co.) 442 

Novahistine-LP  (Pitman-Moore  Co.) 440-441 

Novahistine  with  Penicillin  (Pitman-Moore  Co.) 439 

Pablum  (Mead  Johnson  Co.) 328 

Pentazets  (Merck  Sharp  and  Dohme,  Div.  Merck  and 

Co.,  Inc.) 314-315 

Percodan  (Endo  Laboratories) 319 

Peritrate  (Warner  Chilcott) 344 

Preceptin  (Ortho  Pharmaceutical  Co.) 325 

Premarin  (Ayerst  Laboratories) 316 


Pyribenzamine  Expectorant  (Ciba  Pharm.  Pdts.,  Inc.) 

2nd  cover 


Rauwiloid  (Riker  Laboratories) 331 

Romilar  CF  (Roche  Laboratories) Between  312-313 

Suavitil  (Merck  Sharp  and  Dohme,  Div.  Merck  and  Co. 

436-437 

Synatan  (Irwin  Neisler  Co.) 323 

Tempra  (Mead  Johnson  Co.) 4th  cover 

Thorazine  Spansule  (Smith  Kline  and  French  Labora- 
tories)   307 

Triaminic  (Smith  Dorsey  Co.) 332-333 

Trilafon  (Schering  Corp.) 334-335 

Vesprin  (E.  R.  Squibb  and  Sons,  Div.  Mathieson 

Chemical  Co.) 318 


Medical  and  Surgical  Supplies 


Electrocardigraph  (Birtcher  Corp.) 311 

Pressure  Pump  R-48  (Baxter  Laboratories,  Inc.) 303 

Miscellaneous 

Hi  Fidelity  (Ami,  Inc.) 447 

Coca  Cola  (Coca  Cola  Co.) 456 


The  data  in  your  MEDICAL 
DIRECTORY  OF  NEW 
YORK  STATE  has  been  pain- 
stakingly compiled.  Consult 
the  DIRECTORY  in  referring 
cases  to  colleagues.  You’ll  find 
it  easy  to  use  and  highly 
informative 
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Squibb  announces  a new,  improved  agent 
for  better  management  of  psychotic  patients 

schizophrenia  • manic  states  • psychoses  associated  with  organic  brain  disease 


Squibb  Triflupromazine  10-(3-dimethylaminopropyl)-2-(trifluoromethyl)  phenothiazine  hydrochloride 


In  extensive  clinical 
experience— 
singularly  free  from 
toxicity 

• Jaundice  or  liver  damage— not  observed 

• Skin  eruptions— rare 

• Photosensitivity— rare 


Chemically  improved 

Modification  of  the  phenothiazine  structure  potentiates  benefi- 
cial properties  . . . reduces  unwanted  effects 

Pharmacologically  improved 

Enhanced  potency  with  far  less  sedative  effect 

Clinically  improved 

Does  not  oversedate  the  patient  into  sleepiness,  apathy,  lethargy 
Drug  induced  agitation  minimal 


• Hyperthermia— rare 

• Convulsions— not  observed 


Dosage:  Usual  initial  dose, 

25  mg.  t.  i.  d.,  to  be  adjusted  according  to 
patient  response.  See  literature. 

Tablets  of  10, 25  and  50  mg. 


•VESPRIN*  IS  A SQUIBB  TRADEMARK 


Active  and  rapid  in  controlling  manic  states,  excitement  and 
panic . . .in  modifying  the  disturbing  effects  of  delusions  and  hal- 
lucinations ...  in  moderating  hostile  behavior  ...  in  facilitating 
insight 

Intractable  behavior  patterns  brought  under  control . . . patients 
made  accessible  to  psychotherapy  . . . nursing  care  reduced  . . . 
social  rehabilitation  hastened 

Effective  dosage  levels  may  be  reached  without  development  of 
side  effects 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 
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CLINICAL 

COLLOQUY 


My  patients  complain  that 
the  pain  tablets  I prescribe 
are  too  slow-acting . . . 
they  usually  take  about 
30  to  UO  minutes  to  work . 

Why  don’t  you  try 
the  new  analgesic 
that  gives  faster, 
longer-lasting  pain  relief? 

What  is  it. . . 
how  fast  does  it  act? 

It’s  Percodan®— relieves  pain 
in  5 to  15  minutes, 
with  a single  dose 
Basting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying - 
what's  the  average  adult  dose? 

One  tablet  every  6 hours. 

That’s  all. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 


& 


< v\ 
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in  urinary  tract 
infections  of  pregnancy 
delay  is  dangerous... 

“Approximately  one-half  of  the  patients  have 
some  permanent  damage  to  the  urinary  tract.”1 


FURADANT 


NITROFURANTOIN 


Specific  for  genitourinary  tract  infections 
• rapid  bactericidal  action  against  a wide 
range  of  gram-positive  and  gram-nega- 
tive pathogens  and  organisms  resistant  to 
other  agents  • negligible  development  of 
bacterial  resistance  • excellent  tolerance 
—nontoxic  to  kidneys,  liver  and  blood- 
forming  organs  • safe  for  use  in  preg- 
nancy2*3 


ooo 

FOR  RAPID  ERADICATION  OF  INFECTION 

AVERAGE  FURADANTIN  DOSAGE:  100  mg. 
q.i.d.  with  food  or  milk.  Continue  treat- 
ment for  3 days  after  urine  becomes  sterile. 

supplied:  Tablets,  50  and  100  mg. 

Oral  Suspension  (25  mg.  per  5 cc.  tsp.). 

REFERENCES:  1.  Rives,  H.  F.:  Texas  J.  M.  52:224,  1956. 
2.  Diggs,  E.  S.;  Prevost,  E.  C.,  and  Valderas,  J.  G.:  Am. 
J.  Obst.  71:399,  1956.  3.  MacLeod,  P.  F.,  et  al.:  Inter- 
net. Rec.  Med.  169:561,  1956. 


NITROFURANS 

a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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for  “This  Wormy  World” 


Pleasant  tasting 

‘ANTEPA 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 


PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR’  SYRUP  “ Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR’  TABLETS  “ Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  “ Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 


Ui  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y 
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advantageous  ways 

DESITIN 


hemorrhoidal 

SUPPOSITORIES 


with  cod  liver  oil 


; 


different  in 

formula 


the  only  rectal 
suppositories  to 
contain  Norwe- 
gian cod  liver  oil. 
Free  from  drugs 
that  might  mask 
serious  rectal 
disease. 


samples 


are  available  from 


DESITIN  CHEMICAL  COMPANY 


different  in 

action 


unsaturated  fatty 
acids  and  vita- 
mins A and  D aid 
healing.  Desitin 
Suppositories 
soothe,  protect, 
ease  pain,  relieve 
itching  and  de- 
congest ...  for 
more  comfort. 


different  in 

shape 


anatomically  cor- 
rect in  shape  for 
easier  insertion 
and  retention. 


322 


812  Branch  Ave.,  Providence  4,  R.  I. 


comp'e* 


tanphetamin 


Synatan  employs  DURAI3QND* 


# a true  repository  technic  for  prolong- 
ing therapy  from  a single  dose  of  oral 
medication 

* technic  is  a depot  action  analogous 
to  that  of  long-acting  protamine- 
zinc  insulin  ...  a large  molecular 
polyionic  complex  acts  as  a bonding 
agent 

t employs  no  resins,  wax  or  enteric 
coatings  of  any  kind  . . . release  is 
independent  of  intestinal  motility  or 
specific  pH 

Synatan  contains  tanphetamin  (dextro- 
amphetamine tannate)  17.5  mg.  in  a 
Durabond  tabule.  Also  available— 
SECO-SYNATAN®,  Synatan  plus 
secobarbital  in  a Durabond  tabule. 
Dosage— 1 or  2 tabules  at  10  a.m.  for 


♦ provides  prolonged,  gradual,  uniform 
amphetamine  release  with  no  peaks 
or  valleys  of  activity  ...  no  sudden 
bursts  of  drug  release 

♦ incorporates  no  “drug  traps”  — the 
amount  of  drug  given  is  the  amount 
of  drug  released,  and  all  is  available 
for  absorption 

♦ provides  greater  anorexic  action 
while  minimizing  overstimulation 


all -day  control.  For  prescription  econ- 
omy prescribe  in  50’s. 

To  serve  your  patients  today— call  your 
pharmacist  for  any  additional  informa- 
tion you  may  need  to  help  you  prescribe 
Synatan  and  Seco-Synatan. 


♦Patent  Pending 


TLeIaIet 


IRWIN,  NE/SLER  & CO.,  Decatur,  Illinois 
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ACH  ROCI  DIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  capable  of 
modifying  the  course  of  common  upper  res- 
piratory infections  . . . particularly  valuable 
during  respiratory  epidemics;  when  bacterial 
complications  are  likely;  when  patient’s  his- 
tory is  positive  for  recurrent  otitis,  pulmo- 
nary, nephritic,  or  rheumatic  involvement . 

Adult  dosage  for  Achrocidin  Tablets  and 
new  caffeine-free  Achrocidin  Syrup  is  two 
tablets  or  teaspoonfuls  of  syrup  three  or  four 
times  daily.  Dosage  for  children  according 
to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (sugar  coated)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  ( lemon  -lime  flavored)  Each  teaspoon- 
ful (5  cc.)  contains: 


Achromycin®  Tetracycline 

equivalent  to  tetracycline  HC1 125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


rapidly  relieves 


debilitating  symptoms 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 

♦Trademark 
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Ortho 


TAKE  A NEW 
LOOK  AT 
ALLERGENS’ 
TAKE  A LOOK 
AT  NEW 
DIMETANE 

tamine  better  than  dimetane  for  allergic  protection.  DIMETANE  gives  you 
good  reasons  to  re-examine  the  antihistamine  you  are  now  using:  unexcelled 
potency,  unsurpassed  therapeutic  index  and  relative  safety ...  minimum 
drowsiness  or  other  side  effects.  Has  been  effective  where  other  antihistamines 
have  failed.  DIMETANE  Extentabs®  (12  mg.)  protect  for  10-12  hours  on  one 


sical  Allergens:  Animal  Hair  and  Dander  • Pollen 
Molds  • Bacteria  and  Viruses  • Feathers  • Insect 
ales  • Vegetable  Fibers  and  Seeds  • Plant  Juices 
use  Dust  • Drugs  and  Chemicals  • Minerals  and  Metals 


Pablum  High  Protein  Cereal  was 
created  to  help  meet  baby’s  protein 
needs  during  the  first  year  of  growth. 
It  is  35%  protein,  a level  much  higher 
than  in  many  foods  known  for  high 
protein  content.  It  satisfies  baby’s 
hunger  for  longer  periods  of  time  — 


longer  night  periods.  Babies  also  relish 
Pablum  Mixed  Cereal,  Rice  Cereal, 
Barley  Cereal  and  Oatmeal  . . . 

the  baby  cereals  made  to  pharma- 
ceutical standards  of  quality  — espe- 
cially processed  for  extra  smoothness 
and  lasting  freshness. 


PaMml^Wucll 


DIVISION  OF  MEAD  JOHNSON  & CO.,  EVANSVILLE.  INDIANA 


MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PRODUCTS. 
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Achrostatin  V combines  Achromycin!  V.  . . 

the  new  rapid-acting  oral  form  of 
Achromycin!  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  the  protracted  course  of 
antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg. 
tetracycline  HC1 
equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per 
day)  in  the  average 
adult  is  4 Capsules  of 
Achrostatin  V per  day, 
equivalent  to  1 Gm.  of 
Achromycin  V. 

’Trademark 
tReg.  U.S.Pat.Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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does  proteinuria  occur  more  frequently  in  any  type 
of  heart  failure— myocardial  hypertrophy,  mitral  valve, 
coronary  artery,  aortic  valve  or  hypertensive  heart  disease? 

No.  The  incidence  of  proteinuria  is  about  equal  among  the  various 
types  of  cardiac  patients  in  failure. 

Source— Race,  G.  A.;  Scheifley,  C.  Hv  and  Edwards,  J.  E.:  Circulation  73:329,  1956. 


first  colorimetric  test  for  proteinuria 


ALBUSTIX 


Reagent  Strips.  Bottles  of  120. 


also  available  as 


ALBUTEST 


Reagent  Tablets.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  455sa 
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Alseroxylon  less  toxic  than  reserpine 
..  alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 


at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


en  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertens 
Initial  dose  V%  tablet  q.i.d. 

Both  combinations  in  coi 


LOS  ANGELES 


;nt  single-tablet  form. 


respiratory  congestion  orally 


“ This  affords  opportunity  for  shrinkage  in  areas  that 
could  not  be  approached  by  sprays,  drops  or  actual 
topical  applications.” 

— Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 


Comparison  of  action  of  topical  decongestants  and  an  orally  administered  decongestant 

TOPICAL  DECONGESTANT 

TRIAMINIC  ORAL  DECONGESTANT 

Duration  of  relief  is  brief 

Keeps  nasal  passages  clear  6 to  8 hours 

Decongestion  often  followed  by 
secondary  congestion  which  may  be 
equal  to  or  even  worse  than  the 
original  condition 

Secondary  congestion  does  not  occur 

Local  overtreatment  may  cause 
pathological  changes  in  nasal  mucosa 

No  pathological  changes  in  nasal 
mucosa 

Patients  frequently  experience 
“nose  drop  addiction” 

The  <(nose  drop  addiction ” 
phenomenon  does  not  occur 

Much  of  the  medication  is  washed 
away  by  nasal  mucus.  Mucus  often 
forms  a barrier  between  the 
medication  and  the  nasal  mucosa 

Not  affected  by  nasal  mucus.  Gets  into 
■the  blood  stream  so  that  it  has  intimate 
and  prolonged  effect  on  nasal  mucosa 

only  part  of  locally  applied  } /ji 

medication  penetrates  mucus  \ -»■ / 

barrier  to  reach  nasal  mucosa  1 / it 

\ ' > n 

much  of  the  local  application  / J N 

washes  away  j 

“rui 

/ Triaminic  gets  into 
^ \ blood  stream  for 

/ intimate  and  prolonged 
) effect  on  the  mucous 
1 membranes  of  the 
+ — 1 respiratory  tract 
4-^V-  ' 

\, 

nasal  mucosa 
ming”  nose  (mucus) 

The  Triaminic  form  and  formulation,  described  in  detail  on  the 
next  page,  have  proved  remarkably  effective  as  an  oral  decongestant. 


► 
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relief  in  minutes . . . lasts  for  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

‘Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release”  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Each  double-dose  “timed-release” 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours  — 
provides  “around-the-clock” 
freedom  from  congestion  on 
just  three  tablets  a day 


first— the  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 


then— the  inner  core 
disintegrates  to  give  3 to  4 
more  hours  of  relief 


Dosage:  1 tablet  in  the  morning,  afternoon,  Also  available:  Triaminic  Syrup,  for  children  and 
and  in  the  evening  if  needed.  and  those  adults  who  prefer  a liquid  medication. 


Triaminic 


“timed-release” 

tablets 


stop  running  noses . . . 


and  open  stuffed,  noses  orally 


SMITH-DORSEY  . a division  of  The  Wander  Company  • Lincoln,  Nebraska  . Peterborough,  Canada 


. . especially  suitable 
for  out-patient  anc 
office  use. ! 


full-range  tranquilizer 


. . . dosage  range  adaptable  for  tension  and  anxiety  states, 
ambulatory  psychoneurotics,  agitated  hospitalized  psychotics 


• At  least  five  times  more  potent  than  earlier  phenothiazines 


• From  the  mildest  to  the  severest  nausea  and  vomiting  due 
to  many  causes 


ADEQUATE  SAFETY  IN  RECOMMENDED  DOSAGE  RANGES 


• Jaundice  attributable  to  the  drug  alone  not  reported 

• Unusual  freedom  from  significant  hypotension 

• No  agranulocytosis  observed 

• Mental  acuity  apparently  not  dulled 

TRILAFON -grey  tablets  of  2 mg.  (black  seal),  4 mg.  (green  seal),  8 mg. 
(blue  seal),  bottles  of  50  and  500;  16  mg.  (red  seal),  for  hospital  use, 
bottle  of  500. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


EXCEPTIONAL  THERAPEUTIC  RANGE 


EXCEPTIONAL  POTENCY 


EXCEPTIONAL  ANTIEMETIC  RANGE 


Refer  to  Schering  literature  for  specific  informa- 
tion regarding  indications,  dosage,  side  effects, 
precautions  and  contraindications. 


outmoding  older  con 


the  bactericidal  action  makes  the  difference 


In  addition  to  rapid  clinical  re- 
sponse, 'Ilotycin’  provides  the 
important  advantages  only  a bac- 
tericidal antibiotic  can  give  you. 
'Ilotycin’  effectively  eliminates 
strep,  carrier  states,  directly  kills 
pathogens  to  prevent  the  emer- 
gence of  resistant  strains,  and  of- 
fers maximum  assurance  against 
spread  of  infection. 


Also  consider  'Ilotycin’  for  safer 
therapy.  Allergic  reactions  follow- 
ing systemic  treatment  are  rare. 
Bacterial  flora  of  the  intestine  is 
not  significantly  disturbed. 

You  can  achieve  more  complete 
antibiotic  therapy  with  'Ilotycin.’ 
Usual  adult  dosage  is  250  mg. 
every  six  hours. 

♦'Ilotycin’  (Erythromycin,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

832007 
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EDITORIALS 

Poison  Control 


Your  attention  is  called  to  the  first  of  a series 
of  case  reports  submitted  by  the  Poison 
Control  Center  in  New  York  City  through 
Dr.  Harold  Jacobziner,  Assistant  Com- 
missioner of  the  Department  of  Health  of  the 
City  of  New  York. 

An  editorial  published  in  the  Journal  in 
the  September  15,  1957  issue,  on  pages  2947 
and  2948  referred  to  these  Centers. 


Your  Journal  will  publish  these  reports 
from  time  to  time  in  an  effort  to  stress  the 
importance  of  preventing  deaths  and  dis- 
abilities from  the  ingestion  of  medications 
and  other  compounds  by  children  and  adults. 
Basically  these  reports  are  aimed  at  the 
family  physician  who  can  and  should  play 
the  key  part  in  the  prevention  of  poisonings 
and  accidents. — A.A.M. 


Medical  or  Lay  Control ? 


Writing  in  the  United  Medical  Service 
Bulletin,1  Dr.  Louis  H.  Bauer  calls  for  a 
united  medical  profession  behind  a realistic 
plan  for  voluntary  health  insurance  under 
medical  control. 

Voluntary  Health  Insurance  is  now  at  a 
critical  stage.  The  public  is  demanding  and 
will  insist  on  getting  what  it  wants,  one  way  or 
another.  The  question  to  be  decided  is: 
Will  these  demands  be  met  in  a manner  that 
will  ensure  the  public  receiving  high  quality 
medical  care,  or  will  they  be  met  by  plans 
which  consider  the  dollar  more  important  than 
the  patient’s  health?  Will  the  delivery  of 
medical  care  be  controlled  by  those  who  know 
most  about  it  or  by  lay  agencies — including 
government,  which  are  more  concerned  with 
quantity  than  quality? 

There  are  proposals  for  complete  coverage 
of  all  aspects  of  medical  care  with  someone 
other  than  the  patient  footing  the  bill.  Except 
in  the  case  of  the  indigent,  the  patient  should 
bear  some  of  the  costs  of  his  illness. 

Blue  Shield,  the  “Doctors’  Plan,”  is  accused 
by  many  of  being  only  a plan  to  protect 
doctors.  This,  of  course,  is  ridiculous  as  it  is 
the  public  that  is  benefiting — not  the  doctors. 
It  is  their  contribution  to  the  solution  of  an 
important  problem.  The  problem,  however, 


i U.M.S.  Bulletin,  Oct.,  1957,  vol.  12,  p.  2. 


will  not  be  solved  until  the  doctors  decide  to 
unite  and  find  a plan  that  will  solve  the  whole 
problem.  Blue  Shield  solves  or  could  solve  the 
problem  of  surgical-medical  coverage  if  all 
doctors  supported  it.  More  than  surgical- 
medical  coverage,  however,  is  demanded,  as  the 
ancillary  costs  are  often  the  most  expensive 
part  of  illness. 

Various  plans  of  so-called  “major  medical 
coverage”  have  evolved,  none  of  them  com- 
pletely satisfactory. 

This  may  be  through  insurance  premiums 
or  payment  of  some  aspects  of  medical  care. 
Once  the  incentive  for  an  individual  to  feel 
responsible  for  himself  and  his  family  is 
removed,  we  have  struck  at  the  very  roots  of 
democracy.  When  the  patient  has  no  respon- 
sibility for  the  cost,  he  has  no  incentive  to  keep 
costs  down,  and  abuses  develop. 

The  medical  profession  knows  the  necessary 
hospital  provisions  and  their  cost,  the  treat- 
ment necessary,  the  cost  of  nursing  care,  medi- 
caments, etc.,  and  what  happens  when 
“assembly  line”  medicine  is  practiced. 

Therefore,  it  is  high  time  for  the  medical 
profession  itself  to  unite  and  become  concerned 
with  the  development  of  a realistic  over-all 
plan — not  one  involving  just  a portion  of  the 
problem.  The  alternative  is  lay-controlled 
medicine  which  will  eventually  lead  to  govern- 
ment control. 
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The  over-all  plan,  as  Dr.  Bauer  says, 
must  be  comprehensive.*  The  public  will 
not  be  content  with  less.  Either  our  own 
controlled  and  operated  plan  must  provide 
this  or  some  other  agency  will  take  over 
under  public  pressure. 

If  nonmedical  control  becomes  established 
in  this  field  because  of  lack  of  unity  in  the 
profession,  that  weakness  will  be  exploited 
to  the  detriment  of  the  doctors  and  the 
public  alike.  Such  weakness  is  an  invitation 
to  disaster.  The  old  saying,  “United  we 
stand,  divided  we  fall,”  and  Ben  Franklin’s 
alleged  observation,  “We  must  all  hang 
together  or  assuredly  we  will  all  hang 
separately”  may  seem  trite,  but  both 
sayings  are  solidly  based  on  sound  historical 
fact  and  human  experience.  Do  the  doctors 
imagine  that  as  a profession  they  are 
exempt  from  operation  of  forces  that  again 
and  again  in  the  course  of  history  have 
taken  advantage  of  indifference,  dissension, 
disunity,  and  discord  to  wreck  minorities? 

Voluntary  health  insurance  as  rep- 
resented by  the  doctors’  own  plans  was 
started  and  developed  primarily  with  its 


* “Comprehensive”  = broad  in  scope  (not  all  inclusive). 


service  benefits  feature  as  a public  service 
to  meet  a recognized  need  and  only  second- 
arily as  a means  of  paying  the  doctor.  It  is 
well  to  keep  this  order  of  precedence  in 
mind.  It  is  consistent  with  the  public 
grant  of  licensure  for  the  profession  as  a 
whole.  • 

However,  once  let  the  doctors’  plan  of 
voluntary  health  insurance  for  any  reason 
fall  behind  the  public’s  own  estimate  of 
whether  the  plan  meets  the  public  necessity 
or  not,  and  the  consequences  could  be 
prompt  and  devastating. 

The  Blue  Shield  plans  of  voluntary  health 
insurance  have  provided  such  acceptable 
public  service  as  far  as  they  go,  but  obviously 
from  the  public’s  point  of  view  they  do  not 
now  go  far  enough.  At  least  some  provision 
must  be  made  to  cover  diagnostic  services. 
Most  Blue  Shield  plans  do  not  at  present 
cover  such  services.  They  are  the  doctors’ 
plans  and  the  doctors’  responsibility;  not 
the  responsibility  of  only  some  of  the  doctors 
but  of  all  of  the  doctors. 

Obviously,  then,  as  doctors  we  must  all 
hang  together  in  providing  adequate  public 
service,  or  assuredly  we  will  all  hang  sepa- 
rately. 


Preliminary  Reports 


In  these  days  of  rapid  advances  in  the  num- 
ber and  variety  of  modalities  for  treatment 
it  is  not  surprising  that  many  authors  are 
submitting  to  this  Journal  preliminary 
reports  of  clinical  trials  of  new  substances 
and  procedures.  Many  of  these  reports  are 
valuable  if  the  clinical  trials  have  been 
conducted  scientifically  with  proper  con- 
trols and  reported  accurately  on  a sufficient 
number  of  patients.  However,  it  seems 
hardly  necessary  to  point  out  that  frequently 
the  initial  optimism  of  those  conducting  the 
clinical  trials  of  new  modalities  becomes 
diluted  as  experience  with  the  modalities 
increases.  Side  reactions  may  unexpectedly 
develop,  or  patient  response  in  the  course 


of  time  may  fail  to  live  up  to  initial  expecta- 
tions. 

Unless  such  preliminary  reports  are  faith- 
fully followed  up  by  their  authors  with 
further  observations  of  the  original  and  later 
patients,  they  tend  to  present  a sometimes 
false  impression.  Perhaps  later  follow-up 
reports  may  be  published  by  the  original 
investigators  in  journals  other  than  the  one  in 
which  the  preliminary  report  was  published. 

In  the  interest  of  all  concerned  this 
Journal  will  in  the  future  consider  prelim- 
inary reports  for  possible  publication  only 
in  the  event  that  the  author  or  authors  of 
such  reports  will  agree  to  follow  up  such 
preliminary  reports  with  a progress  report 
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within  a year  of  publication  of  the  prelim- 
inary report.  If  and  when  a preliminary 
report  is  accepted  for  publication,  the  Editor 
will  set  up  a tickler  file  and  in  a year’s  time 
will  notify  the  author  or  authors  that  a 
progress  report  is  due.  It  is  hoped  that  our 
contributors  will  cooperate  in  this  procedure 


in  their  own  as  well  as  the  readers’  interest. 
If  this  innovation  does  not  operate  in  the 
interest  of  better  medical  journalism,  it 
will  not  be  for  want  of  an  attempt  on  the 
part  of  this  Journal  to  bring  it  about.  We 
ask  again  the  sincere  cooperation  of  our 
authors  in  this  enterprise. 


A Physician  Advises  As  Many  Cigarets  As  He  Smokes  Himself! 


An  older  generation  of  physicians  was  said  to 
advise  as  much  alcohol  as  each  consumed. 
The  teetotaler  physician  advised  abstinence. 
The  tippler  let  his  patients  drink.  Study  of 
the  reaction  of  physicians  to  the  current 
tobacco  controversy  seems  to  be  a rehash 
of  the  alcohol  business. 

In  the  United  States,  and  limiting  the 
remarks  to  those  over  eighteen  years  of 
age,  it  appears  that  some  32  per  cent  of  men 
have  never  smoked.  Despite  appearances, 
about  68  per  cent  of  our  womenfolk  do  not 
smoke. 

The  furor  regarding  cigaret  smoking  and 
lung  cancer  caused  about  1 1 per  cent  of  men 
who  formerly  smoked  to  desist.  This 
leaves  more  than  half  the  adult  male 
population  and  about  25  per  cent  of  the 
women  as  habitual  “weed”  smokers.  A 
few  per  cent  of  each  sex  smoke  occasionally. 

Attendance  at  any  medical  meeting  fur- 
nishes evidence  that  physicians  smoke. 
You  see  the  ash  trays.  You  catch  the  odor 
of  burning  tobacco.  The  stench  of  ancient 
butts  assails  the  nonsmoker. 

North  Americans  traveling  abroad  find 
the  local  tobacco  in  the  form  of  cigarets 
difficult  to  enjoy.  Reference  to  tobacco 
literature,  particularly  the  chemistry  of  the 
ingredients  of  the  cigaret,  furnishes  reasons. 
The  industry  in  the  United  States  catches  up 
to  technology.  The  introduction  of  the 
filter  requires  change  in  the  nature  of  the 
material  burning.  A revolution  in  content 
of  the  cigaret  is  reflected  in  the  changing 
price  of  types  of  tobacco  once  spurned  for 
the  finished  product.  Strange,  little  if 


anything  appears  in  print  regarding  the 
possibility  of  an  ingredient  of  the  paper 
being  responsible  for  lung  cancer.  How 
else  can  we  explain  the  apparent  immunity 
of  those  who  smoke  cigars  or  pipes  and  not 
cigarets?  Some  time  ago,  analyses  of 
cigaret  paper  disclosed  arsenic.  It  was  then 
indicated  as  a cause  of  eczema  of  the  skin 
otherwise  not  explained  or  explainable.  The 
late  Chester  Myers,  Ph.D.,  was  one  of  a 
group  of  investigators  in  this  field.  Of  course, 
the  test  for  arsenic  was  crude.  Perhaps 
tagged  cigaret  paper  content  would  be 
located  in  lung  tissue  and  specifically  in 
lung  cancer  of  cigaret  smokers — a potent 
argument. 

We  must  review  the  possibility  that 
tobacco  additives  which  make  cigarets  fit 
the  taste  buds  of  the  North  American 
smoker  may  be  a cause  of  lung  cancer. 
Trade  secrecy  casts  a cloud  over  the  indi- 
vidual company  formula,  but  the  industry 
knows.  Are  the  additions  carcinogenic? 
As  they  are  added?  At  the  temperature  of 
burning  tobacco?  At  the  temperature  of  the 
lung  tissue  in  which  the  particles  lodge? 

But  to  return  before  closing  to  the 
lesson.  Physicians  who  smoke  cannot  in 
honesty  recommend  no  smoking  to  their 
adult  patients.  Not,  that  is,  unless  they 
preface  the  warning  with  that  trite  phrase, 
“Do  as  I say;  not  as  I do.” 

The  best  argument  against  a physician 
smoking  is  that  for  the  most  part  and  for 
the  longest  time  the  odor  from  his  mouth 
carries  the  memory  of  a cuspidor  in  a 
saloon.  Needless  to  mention,  the  writer  of 
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these  sentences  is  a nonsmoker  from  way  abstainer’s  bench.  Don’t  smoke  if  you 
back,  not  a Johnny  come  lately  to  the  tell  your  patients  not  to. — H.  G. 


Editorial  Comment 


VA  Administrator  Regrets.  The  Jour- 
nal of  the  American  Medical  Association's 
Washington  News1  says  that  at  least  one 
VA  Administrator  “ regrets  the  doctors’ 
stand  on  hospitalization”  of  nonservice- 
connected  illness. 

Veterans  Administrator  Harvey  Higley  re- 
grets that  the  nation’s  feelings  of  “obligation 
and  gratitude”  toward  veterans  seems  to  have 
lessened  noticeably  in  the  last  three  years 
and  that  “some  medical  men”  are  “attacking 
medical  care  for  veterans,  with  particular 
reference  to  those  having  nonservice-con- 
nected disabilities.” 

Addressing  the  American  Legion  convention, 
Mr.  Higley  declared  in  part : 

“A  mere  decade  ago  there  were  few  who 
would  challenge  the  legislation,  in  effect  since 
1924,  which  provides  that  a veteran  with  a 
nonservice-connected  disability  has  the  right 
to  enter  a VA  hospital  if  he  cannot  pay  for  the 
care  elsewhere  and  if  VA  has  a bed  available. 

“Yet,  during  the  past  three  years  public 
statements  by  certain  individuals  and  respon- 
sible organizations  have  contended  that  the 
nonservice-connected  should  have  no  hospital 
benefits.  Some  medical  men  who  usually  are 
keenly  aware  of  the  need  for  proper  public 
relations  now  apparently  believe  that  the 
public  no  longer  is  greatly  concerned  with  the 
veteran  and  his  problems.  And  so  they  no 
longer  hesitate  to  attack  medical  care  for 
veterans,  with  particular  reference  to  those 
having  nonservice-connected  disabilities.” 

Mr.  Higley  also  challenged  the  recommen- 
dation of  the  Bradley  Commission  that  “The 
provision  of  constructive  and  adequate  read- 
justment benefits,  as  a rule,  should  discharge 
the  government’s  obligation  to  war  veterans 
who  have  nonservice-connected  disability.” 

The  VA  administrator  asked  whether  this 

1 J.A.M.A.  165:  22  (Oct.  5)  1957. 


philosophy,  “quite  contrary  to  laws  on  the 
books  for  many  decades,”  is  to  be  today’s 
thinking.  The  laws  in  question  authorize  the 
VA  to  hospitalize  nonservice-connected  pa- 
tients if  there  is  a bed  available  and  if  the 
veteran  cannot  afford  to  pay.  Mr.  Higley 
believes  Congress  should  clarify  the  situation. 
He  explains : 

“It  seems  to  me  that  while  there  would  be 
the  cost  of  new  construction,  there  would  be 
no  additional  operating  cost  if  we  closed  down 
the  3,906  unneeded  tuberculosis  beds  . . . beds 
located  where  conversion  to  other  use  would 
not  be  practical.  . . and  replace  them  with  3,300 
other  beds  which  would  fill  a great  need.  . . if 
the  policy  shall  be  to  take  care  of  sick  and 
disabled  nonservice-connected  veterans  on  the 
basis  of  our  present  laws. 

“If  the  policy  shall  be  not  to  take  care  of  the 
nonservice-connected,  this  should  be  frankly 
stated,  so  that  others  . . .states,  counties  and 
cities  . . . may  take  up  the  load.” 

At  one  point  Mr.  Higley  told  the  Legion : 
“The  essential  elements  of  veterans’  pro- 
grams must  be  safeguarded.  Weaknesses 
must  be  eliminated.  We  cannot  afford  to 
bury  our  heads  in  the  sand  and  believe  that 
everything  is  perfect  . . . that  these  programs 
are  sacred  and  therefore  untouchable.  There 
always  will  be  critics,  but  let’s  not  give  them 
room  for  justifiable  criticism.” 

Mr.  Higley  it  will  be  noted  says:  “.  . . 
‘some  medical  men’  ” are  “ ‘attacking 
medical  care  for  veterans,  with  particular 
reference  to  those  having  nonservice-con- 
nected disabilities.’  ” This  seems  to  us  to 
be  a little  short  of  a desirable  accuracy  of 
statement.  Through  their  national,  state, 
and  county  organizations  not  only  “some” 
but  many  medical  men  and  women  have 
attacked  what  appeared  to  be  violations  of 
the  law  or  at  least  lax  enforcement  of 
required  regulations. 
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At  the  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  in  1957,  a resolution, 
57-2,  was  introduced  by  the  Medical 
Society  of  the  County  of  Albany,  reported 
back  to  the  House  favorably  and  passed.2 
The  resolution  read: 

“Whereas,  the  Veterans  Administra- 
tion provides  through  its  regional  hospitals 
medical  care  for  certain  nonservice-con- 
nected disabilities;  and 

Whereas,  these  nonservice-connected 
disability  cases  are  eligible  for  VA  hos- 
pitalization only  if  they  are  financially 
unable  to  pay  for  such  hospitalization; 
and 

Whereas,  many  obvious  violations  are 
now  being  made  to  circumvent  this  VA 
regulation  by  large  numbers  of  ineligible 
nonservice-connected  disability  veterans 
who  are  capable  of  paying  their  own  way; 
and 

Whereas,  this  type  of  veterans  treat- 
ment has  gone  far  beyond  the  original 
intent  of  the  law;  and 

Whereas,  this  matter  is  of  vital  im- 
portance to  the  physicians  of  this  country 
and  to  the  tax-paying  public  in  general; 
now  therefore  be  it  hereby 

2 New  York  State  J.  Med.  57:  91  (Sept.  1,  Part  II) 
1957. 


Resolved , that  the  Medical  Society  of  the 
State  of  New  York  express  its  disapproval 
of  the  obvious  abuses  of  this  practice ; 
and  be  it  further 

Resolved,  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  be  authorized  to  investigate  this 
growing  condition  in  VA  hospital  instal- 
lations and  to  take  such  action  as  it  may 
deem  necessary.” 

We  cannot  go  along  with  Mr.  Higley 
who  “regrets  that  the  nation’s  feelings  of 
obligation  and  gratitude  toward  veterans 
seems  to  have  lessened  noticeably  in  the 
last  three  years  . . . .”  On  the  contrary  we 
think  that  the  attitude  of  the  citizen- 
taxpayers  has  been  deeply  cognizant  of  the 
nation’s  obligation  to  the  men  and  women 
of  the  Armed  Services.  But  doctors  who 
are  also  citizen-taxpayers  and  many  of  them 
veterans  themselves  do  protest  the  abuse 
of  the  privileges  extended  to  veterans  as 
set  forth  in  the  resolution  above. 

We  in  our  turn  regret  that  if  correctly 
reported,  Mr.  Higley,  in  addressing  the 
American  Legion  convention,  seems  to  have 
conveyed  to  the  veterans  a somewhat 
inadequate  concept  of  what  at  least  the 
medical  men  of  the  Medical  Society  of  the 
State  of  New  York  are  “attacking.” 
Let  the  record  be  clear. 


You  can’t  appreciate  home  till  you’ve  left  it,  money  till  it’s  spent,  your  wife  until  she’s  joined 
a woman’s  club,  nor  Old  Glory  till  you  see  it  hanging  on  a broomstick  on  the  shanty  of  a consul 
in  a foreign  town. — 0.  Henry 
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stimulates  protein  synthesis, 
corrects  negative  nitrogen  balance 


Increased  nitrogen  loss,  with  resulting  nega- 
tive nitrogen  balance,  occurs  in  infection, 
trauma,  major  surgery,  extensive  burns,  cer- 
tain endocrine  disorders  and  starvation  and 
emaciation  syndromes.  The  intrinsic  control 
of  protein  metabolism  is  lost  and  a protein 
“catabolic  state”  occurs.  A patient  requiring 
more  than  ten  days  of  bedrest  usually  has  had 
sufficient  metabolic  insult1  to  precipitate  such 
a “catabolic”  phase. 

Nilevar  (brand  of  norethandrolone)  has 
been  used  in  patients  with  varied  conditions 
including  hyperthyroidism,  poliomyelitis, 
aplastic  anemia,  glomerulonephritis,  anorexia 
nervosa  and  postoperative  protein  depletion. 
The  patients  gained  weight  and  felt  better. 


It  was  concluded2  that  “the  drug  certainly 
caused  a reversal  of  rather  recalcitrant  or 
progressive  catabolic  patterns  of  disease.” 

Nilevar  is  unique  among  anabolic  steroids 
in  that  androgenic  side  action  is  minimal  or 
absent. 

The  suggested  adult  dosage  is  three  to  five 
tablets  (30  to  50  mg.)  daily.  For  children  1.5 
mg.  per  kilogram  of  weight  is  recommended. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Axelrod,  A.  E.;  Beaton,  J.  R.;  Cannon,  P.  R.,  and  others: 
Symposium  on  Protein  Metabolism,  New  York,  The  National 
Vitamin  Foundation,  Incorporated,  (March)  1954,  p.  100. 

2.  Proceedings  of  a Conference  on  the  Clinical  Use  of  Ana- 
bolic Agents,  Chicago,  Illinois,  G.  D.  Searle  & Co.,  April  9, 
1956,  pp.  32-35. 
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angina  phobia:  air  travel 


Fear  of  anginal  attack  has  cancelled  many  a 
flight  reservation.  But  anoxia  at  high  altitudes 
need  no  longer  be  feared— thanks  to  pressurized 
cabins  and  modern  management  of  angina  pec- 
toris. Actually  air  travel  may  even  be  preferable 
since  it  obviates  otherwise  long,  tiring  trips. 

Peritrate  removes  the  fear  factor:  Peritrate,  a 
modern,  long-acting  coronary  vasodilator  elim- 
inates fear  by  helping  eliminate  attacks.  And 
even  though  all  customary  restrictions  cannot 


be  abandoned,  4 out  of  5 patients  respond  to 
routine  use  of  Peritrate  with 

• fewer,  milder  attacks 

• increased  exercise  tolerance 

• reduced  nitroglycerin  dependence. 

For  the  unduly  apprehensive,  for  the  overactive, 
for  all  who  need  mild  sedation  (especially  early 
in  treatment),  Peritrate  with  Phenobarbital  re- 
leases tension  without  daytime  drowsiness. 


Usual  Dosage:  20  mg.  of  Peritrate  before  meals  and  at  bedtime. 


and  new  Peritrate  20  mg.  with  Phenobarbital 


SCIENTIFIC  ARTICLES 


Systemic  Lupus  Erythematosus 


A Review  and  Present  Medical  Management 


WILLIAM  C.  ROBBINS,  M.D.,  NEW  YORK  CITY 

( From  the  Rockefeller  Institute  for  Medical  Research  and  the  New  York  Hospital,  Cornell  Medical  Center ) 


Systemic  lupus  erythematosus  (synonym: 
disseminated  lupus  erythematosus)  is  a 
chronic,  usually  fatal  disease,  in  which  wide- 
spread lesions  involve  the  small  vessels  and  con- 
nective tissue  of  many  organs.  The  disease 
characteristically  comes  and  goes,  patients  ex- 
periencing spontaneous  periods  of  remission 
lasting  a few  weeks  to  several-  years.  Although 
formerly  considered  rare,  it  is  being  recognized 
much  more  frequently  since  the  discovery  of  the 
“L.  E.  cell”  phenomenon.  In  a recent  study1 
systemic  lupus  was  found  to  be  half  as  frequent 
as  acute  rheumatic  fever  and  of  about  the  same 
frequency  as  leukemia  among  admissions  to  a 
large  general  hospital.  Persons  of  either  sex  and 
of  any  age  may  be  afflicted,  but  it  occurs  most 
commonly  among  females  in  the  childbearing 
years,  between  fifteen  and  forty-five.  It  is 
widely  believed  at  the  present  time  to  be  a hy- 
persensitivity disease,  but  if  such  be  the  case, 
the  nature  of  the  inciting  agent  or  agents  is 
completely  unknown.  Although  it  has  long 
been  known  that  exposure  to  sunlight  may  pre- 
cipitate the  appearance  of  the  characteristic 
“butterfly”  rash  and  the  exacerbation  of  other 
symptoms,  the  fundamental  relationship  of  sun- 
light to  the  causation  of  the  disease  has  not  been 
clarified.  Because  of  the  prominent  involve- 
ment of  the  collagen  fibers  of  the  connective 
tissue,  systemic  lupus  has  been  classified  by  some 
pathologists  as  a “collagen  disease,”  together 
with  rheumatoid  arthritis,  rheumatic  fever, 
polyarteritis  nodosa,  scleroderma,  and  dermato- 
myositis.  The  term  “collagen  disease,”  while 


useful,  is  now  recognized  as  too  restrictive,  and 
it  is  more  correct  to  refer  to  this  group  of  diseases 
as  diseases  which  primarily  involve  the  connec- 
tive tissue. 

The  relationship  of  systemic  lupus  erythem- 
atosus to  the  skin  disease  called  “discoid  lupus 
erythematosus”  is  not  entirely  clear.  Some- 
times patients  with  discoid  lupus,  or  those  who 
have  had  discoid  lupus  in  the  past,  develop  the 
generalized  disease.  The  two  conditions  may  be 
different  manifestations  of  the  same  disease 
process. 

It  is  of  considerable  interest  that  some  indi- 
viduals who  receive  hydralazine  (Apresoline)  for 
long  periods  of  time  develop  a syndrome  very 
similar  to  systemic  lupus.  This  “hydralazine 
disease”  is  reversible  when  the  drug  is  with- 
drawn. The  elucidation  of  the  pathogenesis  of 
this  condition  may  well  afford  important  clues  to 
the  cause  of  naturally  occurring  lupus  erythem- 
atosus. 

The  symptomatic  manifestations  of  systemic 
lupus  include  the  characteristic  “butterfly”  rash 
(which  is  so  named  because  it  lies  over  the  cheeks 
and  the  bridge  of  the  nose,  hence  resembling  a 
butterfly  in  shape:  Fig.  1),  erythematous  rashes 
on  other  parts  of  the  body,  especially  the  upper 
chest  and  arms,  fever,  malaise,  fatigue,  weight 
loss,  polyarthralgia,  polyarthritis,  myalgia,  pleu- 
risy, pericarditis,  endocarditis,  peritonitis,  ulcers 
of  the  mucous  membranes,  retinal  lesions, 
alopecia,  purpura,  anemia,  edema,  nephritis, 
uremia,  subcutaneous  nodules,  convulsions,  poly- 
neuritis, Raynaud’s  phenomenon,  and  lymphade- 
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Fig.  1.  Typical  “butterfly”  rash. 


nopathy.  Bone  marrow  function  is  usually 
depressed,  resulting  in  anemia,  leukopenia,  and 
sometimes  thrombocytopenia.  Although  there 
may  be  only  arthralgia,  in  many  cases  there  is 
frank  polyarthritis,  and  some  patients  develop 
joint  deformities  which  are  indistinguishable 
from  those  of  rheumatoid  arthritis.  Occasionally 
severe  hemolytic  anemia  or  “idiopathic”  throm- 
bocytopenic purpura  may  be  the  first  manifesta- 
tion, leading  the  physician  to  believe  that  the 
patient  has  a primary  blood  disease.  In  other 
instances  the  bleeding  tendency  is  not  due  to 
thrombocytopenia  but  rather  to  vascular  damage 
or  circulating  anticoagulant.  The  serum  protein 
levels  may  become  markedly  abnormal,  the  glob- 
ulin rising  and  the  albumin  falling.  Because  of 
the  high  globulin,  some  of  which  is  abnormal 
gamma  globulin,  abnormal  liver  function  tests 
and  chronic  biologic  false  positive  serologic  tests 
for  syphilis  may  occur.  In  some  cases  a false 
positive  serologic  test  for  syphilis  has  preceded  by 
several  years  the  appearance  of  other  mani- 
festations of  the  illness.2*3 
The  discovery  of  the  L.  E.  cell  phenomenon  by 
Hargraves  et  alA  in  1948  has  greatly  aided  the 
diagnosis  of  systemic  lupus.  This  phenomenon 
consists  of  the  phagocytosis  of  degenerated  white 
cell  nuclei  by  polymorphonuclear  leukocytes 


Fig.  2.  L.  E.  cell  “rosette.” 


when  the  patient’s  blood  or  bone  marrow  is 
allowed  to  stand  after  its  withdrawal  from  the 
body.  Traumatizing  the  cells  prior  to  incubation 
greatly  enhances  the  formation  of  L.  E.  cells.5 
The  method  of  Zinkham  and  Conley,5*6  which 
makes  use  of  this  fact,  is  probably  the  most 
sensitive  method  now  available  for  their  detec- 
tion. In  a positive  preparation  the  L.  E.  cell 
is  seen  as  a polymorphonuclear  white  cell  con- 
taining the  engulfed  nuclear  material  in  the  form 
of  a large  homogeneous  inclusion  body  within  its 
cytoplasm.  When  the  inclusion  mass,  which  is 
partially  depolymerized  desoxyribonucleic  acid, 
is  surrounded  by  several  leukocytes,  the  forma- 
tion is  spoken  of  as  a “rosette”  (Fig.  2).  The 
detection  of  L.  E.  cells  in  a patient  with  a clinical 
picture  of  disseminated  lupus  is  strong  confirma- 
tory evidence  for  the  presence  of  the  disease. 

Systemic  lupus  frequently  involves  the  kidney 
with  a characteristic  diffuse  nephritis.  The 
urine  of  such  a patient  will  contain  albumin,  red 
cells,  and  casts.  With  progression  of  the  disease 
diminished  renal  function  develops,  often  with 
accompanying  hypertension.  Uremia  is  the 
eventual  outcome. 

The  prognosis  of  systemic  lupus  is  usually 
eventual  death,  most  often  nowadays  as  the 
result  of  uremia.  However,  the  length  of  sur- 
vival has  been  shown  by  some  recent  studies3*7 
to  be  considerably  longer  than  was  formerly 
thought.  Of  the  group  of  patients  studied  by 
Harvey  et  al.  at  the  Johns  Hopkins  Hospital, 
50  per  cent  survived  four  years  after  diagnosis, 
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and  in  many  of  these  the  disease  had  been  present 
for  years  prior  to  diagnosis. 

Treatment 

The  treatment  of  the  patient  with  systemic 
lupus  erythematosus  depends  a great  deal  on  the 
stage  of  the  illness  in  which  the  patient  is  seen. 
If  the  disease  is  in  a period  of  only  low-grade 
activity,  then,  as  in  the  case  of  other  chronic 
rheumatic  diseases,  little  more  should  be  done 
than  attention  to  adequate  diet  and  rest  and  the 
administration  of  analgesics  such  as  aspirin  for 
the  relief  of  joint  and  muscle  pain.  In  addition, 
these  patients  must  avoid  exposure  to  direct 
sunlight,  especially  intensive  exposure  as  in  sun- 
bathing. The  potent  antirheumatic  hormones 
should  not  be  administered  to  most  patients  with 
relatively  quiescent  disease,  because  the  possible 
benefit  does  not  sufficiently  outweigh  the  dis- 
advantages and  risks  of  side-effects.  Such 
patients  often  have  adjusted  well  to  their  chronic 
disease  state,  and  steroid  therapy  usually  at  best 
results  only  in  a “holiday”  which  often  termi- 
nates violently  when  attempts  are  made  to  with- 
draw the  medication.  In  some  patients  with  only 
low-grade  systemic  disease  and  prominent  skin 
manifestations  of  the  discoid  type,  good  results 
have  been  obtained  with  antimalarial  drugs,  such 
as  atabrine  and  chloroquine,  either  alone  or  in 
combination  with  small  doses  of  corticosteroid. 

The  patient  who  is  in  the  acute  stage  of  dis- 
seminated lupus  erythematosus  (sometimes  re- 
ferred to  as  “lupus  crisis”)  presents  a real  need 
for  intensive  and  careful  therapy.  Such  a 
patient  sometimes  represents  a medical  emer- 
gency, for  death  during  these  crises  occurred  not 
uncommonly  prior  to  the  advent  of  hormone 
therapy.  The  patient  is  prostrated  with  a high 
spiking  fever,  chills,  rapid  pulse,  polyarthritis, 
and  myalgia.  Weakness  is  profound.  There 
is  often  muscle  wasting  due  to  the  preceding 
chronic  illness,  and  this  may  reach  the  point  of 
cachexia.  The  liver  may  be  enlarged  and  tender, 
and  there  may  be  attacks  of  abdominal  pain  due 
to  inflammation  of  the  peritoneum.  Pleural 
involvement  with  pleuritic  pain  and  respiratory 
distress  is  often  present.  There  may  be  purpura 
and  bleeding  from  body  orifices  due  to  thrombo- 
cytopenia. Grand  mal  convulsions  may  occur. 
Mental  depression  is  usually  present  and  is  some- 
times a serious  problem.  Secondary  infections 
often  are  a complicating  factor  and  may  represent 
the  chief  threat  to  the  patient’s  life.  If  the  illness 


has  been  of  long  duration,  there  will  almost 
certainly  be  kidney  involvement  of  some  degree. 

Clearly  the  successful  treatment  of  this 
kind  of  patient  must  be  resourceful  and  energetic. 
The  patient  with  acute  systemic  lupus  should  be 
in  a room  which  is  quiet,  of  a comfortable  tem- 
perature, and  devoid  of  direct  sunlight  and  drafts. 
Skilled  nursing  care  is  of  the  utmost  importance. 
Attention  is  given  to  caloric,  protein,  vitamin, 
and  fluid  intake.  Parenteral  feedings  and  fluids 
are  given  if  necessary.  Analgesics  such  as 
aspirin,  codeine,  and  Demerol  may  be  prescribed 
to  relieve  pain.  Inflammation  is  suppressed 
most  effectively  by  the  corticosteroids,  such  as 
cortisone,  hydrocortisone,  and  prednisone  (Meti- 
corten),  and  by  the  adrenocorticotrophic  hormone 
of  the  pituitary  (ACTH).  These  potentially 
harmful  drugs  are  certainly  justified  in  the  treat- 
ment of  a patient  acutely  ill  with  a disease 
such  as  this.  These  potent  hormones  should 
always  be  used,  however,  in  the  knowledge  that 
they  are  primarily  suppressing  the  inflammatory 
response  and  are  not  specifically  attacking  the 
cause  of  the  disease.  No  fixed  schedule  can  be 
employed  for  the  administration  of  these  drugs, 
since  there  is  considerable  variation  in  the  re- 
sponse of  patients  to  them.  The  corticosteroids 
are  generally  administered  initially,  however,  in 
four  divided  doses  totalling  100  to  300  mg.  per 
day  for  cortisone  or  20  to  100  mg.  per  day  for 
prednisone.  These  relatively  high  doses  are 
gradually  reduced  to  much  lower  maintenance 
levels  as  the  patient  improves.  Prednisone  is 
generally  preferred  to  cortisone,  since  the  re- 
tention of  salt  and  water  is  very  much  less  with 
the  former  compound.*  ACTH  is  generally 
given  intramuscularly  in  divided  doses  totalling 
100  to  150  International  units  per  day,  or  as  a 
slow  intravenous  drip  of  25  to  40  international 
units  in  1,000  cc.  of  5 per  cent  glucose  in  w^ater 
over  a six-  to  eight-hour  period. 

Following  the  institution  of  effective  hormone 
therapy  a fall  in  temperature  and  pulse  to  normal 
levels  usually  occurs  within  the  next  seventy-two 
hours,  sometimes  quite  dramatically.  Concur- 
rently with  the  subsidence  of  the  fever  a steady 
and  gradual  improvement  in  the  patient’s  con- 
dition will  take  place.  Return  of  the  laboratory 
evidences  of  disease  toward  normal  values  will 


* Newer  steroids  are  now  receiving  clinical  trial.  One  of 
these  is  triamcinolone  (Lederle) , said  to  have  less  salt-retain- 
ing and  Cushing-inducing  effect  than  prednisone  and  perhaps 
slightly  more  anti-inflammatory  activity. 
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proceed  more  slowly,  and  some,  such  as  the 
L.  E.  cell  phenomenon,  the  false  positive  test  for 
syphilis,  and  the  urinary  abnormalities,  may  re- 
vert only  partially  or  not  at  all.  With  the  con- 
tinuation of  the  hormone  therapy  for  several 
weeks,  and  concurrent  with  the  clearing  of  the 
manifestations  of  lupus,  signs  of  an  induced 
Cushing  syndrome  gradually  appear:  moon  face, 
plethora,  hirsutism,  truncal  obesity,  purple 
striae  over  the  hips  and  in  other  regions  where  the 
skin  is  under  tension,  hypertension,  amenorrhea, 
edema,  and  sometimes  glycosuria.  The  appetite 
is  often  ravenous  and  weight  gain  so  rapid  that 
caloric  intake  has  to  be  limited.  With  cortisone 
and  hydrocortisone  salt  and  water  retention  are 
marked,  and  it  is  necessary  to  place  the  patient 
on  a low-salt  diet.  With  prednisone  this  is  very 
much  less  of  a problem,  although  with  large 
doses  over  long  periods  of  time  it  is  also  sometimes 
necessary  to  limit  salt  intake.  It  is  advisable  to 
weigh  the  patient  at  least  twice  a week  and  every 
day  if  possible.  If  cortisone  is  used,  the  tendency 
to  increased  potassium  loss  is  counteracted  by  the 
administration  of  3 to  6 Gm.  per  day  of  enteric- 
coated  potassium  chloride.  A mild  leukocytosis 
of  10,000  to  14,000  often  is  present  during  pred- 
nisone therapy. 

When  the  maximal  therapeutic  result  has  been 
achieved  and  maintained  for  a short  time,  a 
gradual  reduction  of  the  corticosteroid  dosage  is 
begun.  This  should  be  done  carefully  and 
slowly,  allowing  enough  time  (at  least  a week)  at 
each  successive  dosage  level  to  determine  whether 
the  disease  is  going  to  flare  up.  Often  a mild 
flare,  which  may  be  manifest  only  by  transiently 
elevated  laboratory  signs  of  inflammation,  will 
occur  and  subside  without  an  increase  in  the 
dose.  At  other  times  a surprisingly  acute  and 
severe  recrudescence  will  occur  following  only  a 
small  reduction  in  the  steroid  dose.  It  is  then 
necessary  to  return  to  a higher  dose,  trying  to 
taper  down  again  later.  In  most  cases  it  is 
eventually  possible  by  this  means  to  reduce  the 
dosage  of  cortisone  to  a maintenance  level  of 
25  to  75  mg.  per  day,  or  of  prednisone  to  5 to 
25  mg.  per  day.f  On  these  dose  levels  the  patient 
can  gradually  resume  an  ambulant  existence  and 
return  home.  In  a rare  instance  it  is  possible  to 
withdraw  hormone  therapy  altogether  for  a 
variable  period,  the  patient  presumably  having 
entered  a spontaneous  remission.  However,  the 


f The  usual  maintenance  dose  of  ACTH  is  10  to  40  Armour 
units  of  ACTH  gel  intramuscularly  once  a day. 


disease  will  eventually  recur. 

Patients  with  lupus  erythematosus  are  un 
usually  susceptible  to  infections.  If  there  is  any 
evidence  for  the  presence  of  bacterial  infection 
during  the  acute  phase,  appropriate  antibiotic 
therapy  should  be  given.  However,  adminis- 
tration of  the  sulphonamides  is  to  be  avoided, 
since  these  patients  often  manifest  hypersensi- 
tivity to  this  group  of  drugs,  and  indeed  a flare-up 
of  the  disease  may  be  precipitated. 


Transfusions  are  indicated  if  there  is  marked 
anemia.  However,  if  repeated  transfusions  are 
given,  reactions  will  be  common  and  special 
cross-matching  technics  and  cautious  adminis- 
tration will  be  necessary.  Furthermore,  as  the 
acutely  ill  patient  improves  on  hormone  therapy, 
erythropoesis  will  be  stimulated  and  transfusions 
usually  will  not  be  necessary. 
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Those  cases  with  thrombocytopenic  purpura 
which  fail  to  respond  to  steroid  therapy  usually 
sustain  a lasting  increase  in  platelets  following 
splenectomy.7  Grand  mal  convulsions,  con-j 
gestive  heart  failure,  and  pleural  effusion  must  be 
managed  by  the  measures  usually  employed  for 
these  conditions. 

The  usual  patient  can  eventually  be  discharged 
from  the  hospital  on  a low  to  moderate  mainte- 
nance dose  of  corticosteroid  or  ACTH.  The 
patient  must  be  seen  at  frequent  intervals.  Fre- 
quent checks  on  the  clinical  and  laboratory  status, 
including  blood  pressure,  blood  cells,  blood  elec- 
trolytes, and  urine  are  mandatory  during  hormone 
therapy.  It  is  necessary  to  continue  in  some 
degree  many  of  the  adjuvant  measures  described 
under  the  treatment  of  the  acute  phase  (that  is,  j 
sodium  restriction,  potassium  supplementation, 
antacids,  daily  rest,  avoidance  of  exposure  to  the 
sun).  As  has  been  emphasized,  the  tendency  to 
develop  infections  is  very  great  and  becomes  even  ; 
more  pronounced  when  these  patients  take 
cortisone  or  ACTH  for  long  periods  of  time. ; 
Especially  common  are  paronychias,  injection 
abscesses,  and  low-grade  pulmonary  and  urinary  ! 
tract  infections.  It  is  now  well  established  that 
the  tendency  to  active  tuberculosis  is  greater  i 
among  those  persons  on  corticosteroid  therapy, 
so  that  a careful  eye  must  be  kept  out  for  this 
complication,  too. 


There  are  other  side-effects  of  cortisone  and 
ACTH  therapy  not  above  mentioned,  which 
also  must  be  borne  in  mind.  Any  patient  with  a 
history  of  peptic  ulcer  must  be  handled  with 
great  caution  because  of  the  well-known  effect  of 
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cortisone  and  ACTH  in  causing  exacerbation  of 
v this  condition.  There  has  been  a particularly 
high  incidence  of  peptic  ulcer  among  those  taking 
prednisone.  Those  patients  who  absolutely 
require  hormone  therapy  despite  the  presence  of 
an  ulcer  or  a history  of  one  should  be  placed  on  a 
! concurrent  strict  ulcer  regimen.  It  is  probably 
advisable  to  give  antacids  such  as  Gelusil  con- 
I comitantly  as  a routine  to  all  patients  on  corti- 
I costeroid  therapy  despite  the  fact  that  the  dis- 
position to  ulcer  apparently  is  not  due  solely  to 
hyperacidity.  Because  of  the  tendency  for 
patients  receiving  these  hormones  to  develop 
glycosuria  and  occasionally  symptomatic  dia- 
betes, urine  and  blood  sugar  must  be  tested  at 
intervals.  Sometimes  a psychosis  will  appear 
during  therapy.  Especially  common  are  manic 
I depressive  psychosis  and  delirium  state.  These 
must  be  treated  in  the  usual  way.  The  hormone 
being  administered  at  the  time  of  onset  of  the 
psychosis  should  be  stopped  if  at  all  possible. 
It  is  then  sometimes  possible  to  administer  a 
different  hormone  without  the  reappearance  of 
the  psychotic  state.  Those  patients  who  receive 
long-term  hormone  therapy  may  develop  severe 
osteoporosis,  and  fractures,  particularly  com- 
pression fractures  of  the  spine,  occasionally  occur. 
Attempts  have  been  made  to  counteract  deminer- 
alization of  bone  by  the  administration  of  vitamin 
D,  estrogen,  and  androgen,  but  these  measures 
are  not  very  effective,  and  the  salt-retaining 
action  of  the  sex  hormones  limits  their  use. 

As  was  mentioned  in  the  introduction,  the 
tendency  to  spontaneous  remission  is  a well- 
known  characteristic  of  systemic  lupus  erythem- 
atosus. Remission  may  last  for  a few  weeks  to 
several  years.  However,  in  the  usual  case,  as  the 
duration  of  the  illness  lengthens,  more  and  more 
renal  involvement  occurs.  Cortisone  and  ACTH 
appear  to  exert  little  if  any  allaying  effect  on  the 
progress  of  the  renal  lesion,  and  the  majority  of 
patients  now  ultimately  succumb  to  uremia. 

Pregnancy  not  uncommonly  occurs  among 
women  with  systemic  lupus  erythematosus,  most 
of  whom  are  in  the  active  childbearing  years  of 
life.  Occasionally  the  first  symptoms  of  lupus 
appear  during  a pregnancy.  The  effect  of  preg- 
nancy on  the  disease  is  variable.  In  some  cases 
a remission  has  occurred  following  delivery;  in 
others  the  disease  has  worsened,  and  in  others  no 
effect  has  been  observed.  Spontaneous  abortion 
and  infant  death  have  been  relatively  frequent 
among  those  patients  with  acute  or  subacute 


systemic  lupus.8  Pregnancy  appears  to  have  no 
significant  effect  on  patients  with  chronic  discoid 
lupus.  Those  patients  who  seek  advice  regarding 
the  advisability  of  pregnancy  should  probably  be 
counseled  against  it  in  view  of  its  unpredictable 
effect  on  the  disease,  the  high  fetal  and  neonatal 
mortality,  and  the  poor  eventual  prognosis  of 
the  mother.  Although  there  is  some  familial 
tendency,  the  disease  is  not  hereditary. 

The  present  therapy  of  systemic  lupus  obvi- 
ously leaves  much  to  be  desired.  This  is  largely 
the  result  of  ignorance  regarding  its  pathogenesis. 
However,  as  is  the  case  with  rheumatic  fever, 
the  anti-inflammatory  hormones  have  made 
possible  the  effective  control  of  the  acute  phase 
of  the  disease  and  the  prolongation  of  life  in  most 
cases.  Whether  the  control  of  the  acute  process 
with  corticosteroids  will  result  in  less  chronic 
and  ultimately  fatal  disease,  particularly  renal, 
remains  to  be  established,  as  it  does  also  in  the 
case  of  rheumatic  valve  deformity  following 
acute  rheumatic  fever  treated  with  steroids. 
Specific  therapeutic  and  preventive  measures 
must  necessarily  await  additional  information  on 
the  pathogenesis  of  the  disease. 

Summary 

Systemic  lupus  erythematosus  is  a remittent, 
usually  fatal  disease  characterized  by  both  acute 
and  chronic  manifestations  including  fever, 
typical  rashes,  pleurisy,  polyarthritis,  nephritis, 
the  L.  E.  cell  phenomenon,  and  a host  of  other 
less  frequent  manifestations.  Its  cause  is  un- 
known, although  it  is  believed  to  be  a hyper- 
sensitive state  which  primarily  involves  the  con- 
nective tissue. 

Patients  with  systemic  lupus  of  low-grade 
activity  are  best  managed  without  the  use  of 
adrenocortical  or  pituitary  hormones.  Adequate 
results  can  be  achieved  for  such  patients  by 
attention  to  diet,  rest,  the  avoidance  of  exposure 
to  sunlight,  and  the  use  of  medications  such  as 
aspirin  and  the  antimalarials,  atabrine  and 
chloroquine. 

Those  patients  with  acute  and  severe  systemic 
lupus  require  careful,  intensive  and  prolonged 
hospital  care  and  therapy  with  corticosteroids 
or  ACTH.  The  most  practical  corticosteroid 
at  present  is  prednisone  (Meticorten).  With  this 
type  of  therapy  most  patients  can  return  home 
to  useful,  if  limited,  lives  on  a relatively  low- 
maintenance  dose  of  hormone.  The  importance 
of  the  potentially  harmful  side-effects  of  these 
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drugs  cannot  be  overemphasized,  and  careful 
follow-up  is  of  particular  importance. 

Specific  therapeutic  and  preventive  measures 
must  await  further  information  on  the  patho- 
genesis of  this  disease. 
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Residues  of  Pesticide  Chemicals  in  or  on  Sprayed  Foods 


The  amount  of  residue  a pesticide  chemical  leaves 
in  or  on  sprayed  foods  and  its  effect  on  the  human 
body  and  animals  is  carefully  studied  by  agencies  of 
the  Federal  government,  and  controls  prevent  the 
use  of  harmful  dosages.  Statements  pertaining  to 
control  of  residue,  quoted  in  the  National  Agricul- 
tural Chemicals  Association’s  “Fact  Sheet  on  Pesti- 
cide Chemicals,”  answer  the  following  questions: 

Do  residues  of  pesticide  chemicals  remain  in  or  on 
sprayed  foods? 

‘‘Public  Law  518,  popularly  known  as  the  Miller 
Amendment,  is  the  vehicle  which  the  Food  and  Drug 
Administration  uses  to  establish,  on  a scientific 
basis,  the  amounts  of  chemical  residues  which  can  re- 
main on  crops.  . . .These  residues  are  very  minute — 
many  as  low  as  one  tenth  of  a part  per  million.  Oth- 
ers, due  to  their  chemical  structure,  leave  no  resi- 
dues whatsoever.” — A.  L.  Miller,  M.D.,  Repre- 
sentative from  Nebraska. 

“The  necessity  for  ordinary  prudence  in  use  of  pes- 
ticides should  not  alarm  the  consuming  public  or 
the  growers.  There  are  three  cardinal  principles 
which  we  should  remember,  and  they  are:  Where  a 
tolerance  is  issued  by  the  Federal  Government,  it 
means 

“(1)  That  residues  up  to  the  tolerance  level  are 
safe;  this  has  been  established  by  adequate 
experimental  studies  on  animals; 

“(2)  that  the  pesticide  can  be  employed  usefully 
in  agriculture  without  leaving  excessive  resi- 
dues; this  has  been  established  by  the  cer- 
tificate of  usefulness  furnished  the  Food  and 
Drug  Administration  by  the  Department  of 
Agriculture,  and 

“(3)  that  when  the  pesticide  is  used  according  to 
proper  directions,  it  will  leave  residues  that 
are  within  the  permitted  level;  we  will  not 
issue  a tolerance  unless  there  is  evidence  that 
it  can  be  met.” — 

Winton  B.  Rankin,  Assistant  to  the  Commissioner, 
Food  and  Drug  Administration,  U.S.  Department 
of  Health,  Education,  and  Welfare. 

What  effect  do  residues  have  on  the  human  body 
which  consumes  them? 

“We  must  know  what  happens  when  the  chemical 
comes  in  contact  with  the  skin.  What  happens 
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when  you  inhale  it?  What  is  the  effect,  if  any, 
when  you  eat  crops  which  have  been  sprayed,  and 
how  it  affects  animals  which  may  unknowingly  be 
included  in  spray  operations.  We  must  find  out 
what  happens  when  there  is  exposure  to  pesticide 
chemicals  over  a long  period  of  time.  In  fact,  we 
base  our  experiments  on  what  happens  following  ex- 
posure to  various  amounts  of  pesticides  over  a com- 
plete lifetime.  These  studies  often  take  two  or 
three  years — long  enough  to  cover  the  complete 
life  span  of  the  laboratory  test  animals. 

“These  long  term  studies  are  part  of  the  require- 
ment of  the  Miller  Amendment  to  the  Federal  Food, 
Drug,  and  Cosmetic  Act.” — Lloyd  W.  Hazleton, 
Ph.D.,  President,  Hazleton  Laboratories. 

“Much  knowledge  is  available  regarding  the  effect 
of  repeated  doses  of  DDT  on  a variety  of  animals. . . . 
A final  evaluation  of  the  effect  of  DDT  on  man  must 
be  made  with  human  subjects. . . . 

“With  full  knowledge  of  the  plan  of  the  study  and 
with  complete  freedom  to  withdraw,  51  men  volun- 
teered to  take  daily,  oral  doses  of  DDT  for  different 
intervals.  One-third  of  the  men  received  no  DDT 
except  that  in  the  ordinary  diet;  one  third  received 
3.5  mg.  per  man  per  day;  and  one  third  received  35 
mg.  per  man  per  day,  which  is  about  200  times  the 
daily  rate  at  which  an  average  man  received  DDT 
from  his  diet.  During  the  entire  study,  no  volunteer 
complained  of  any  symptoms  or  showed,  by  the 
tests  used,  any  sign  of  illness  that  did  not  have  an 
easily  recognized  cause  clearly  unrelated  to  exposure 
to  DDT. 

“The  storage  of  DDT  in  man  te  proportional  to 
dosage.  . . .The  pure  material  was  stored  in  fat  at  an 
average  concentration  of  340  ppm  and  the  technical 
material  at  an  average  concentration  of  234  ppm  af- 
ter an  identical  dosage  of  35  mg.  per  man  per  day. 
It  appears  that,  at  the  dosages  used,  human  males 
achieve  maximum  storage  of  DDT  in  about  a year 
and  that  thereafter  store  no  more  of  the  material  de- 
spite continued  intake.  . . . 

The  results  indicate  that  a large  safety  factor  is 
associated  with  DDT  as  it  now  occurs  in  the  general 
diet.” — Wayland  J.  Hayes,  Jr.,  M.D.,  William 
F.  Durham,  Ph.D.,  and  Cipriano  Cueto,  Jr., 
B.S.,  Communicable  Disease  Center,  Public  Health 
Service,  U.S.  Department  of  Health,  Education, 
and  Welfare. 
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Until  1947  esophagoscopy  was  almost  com- 
pletely within  the  province  of  the  otolaryn- 
gologist who  had  accumulated  experience  in 
transpharyngeal  intubation  with  the  laryn- 
goscope, bronchoscope,  and  esophagoscope. 
Thus,  esophagoscopy  was  performed  by  one  whose 
prime  interest  lay  only  in  the  passage  of  the  in- 
strument and  not  in  diseases  of  the  gastroin- 
testinal tract.  The  gastroenterologist,  in  most 
instances,  did  not  undertake  esophagoscopy 
because  of  the  inherent  danger  of  perforation  at 
the  cricopharyngeus  with  the  instruments  avail- 
able, that  is,  direct  vision  and  rigid  tube  esoph- 
agoscopy. After  the  introduction  of  the  flexible 
gastroscope  by  Schindler  in  1933,  gastroenter- 
ologists began  to  accumulate  experience  in  the 
transpharyngeal  passage  of  the  instrument. 
Although  entry  into  the  esophagus  was  ac- 
complished without  the  benefit  of  direct  vision, 
perforation  at  the  cricopharyngeus  was  noted  to 
be  extremely  rare. 

Boros1  described  an  esophagoscope  with  a 
flexible  distal  end  in  1947.  It  is  designed  to  be 
introduced  in  the  manner  of  the  gastroscope  and 
utilizes  no  obturator.  After  introduction,  a 
hollow,  rigid  tube  insert  is  passed  into  the 
flexible  portion  and  examination  carried  out  under 
direct  vision.  Schindler2  in  1948  introduced  an 
esophagoscope  consisting  of  a rigid  hollow  tube 
with  an  obturator  having  a short,  flexible  rubber 
finger  projecting  beyond  the  rigid  portion.  The 
obturator  is  removed  after  introduction,  and  the 
examination  of  the  patient  proceeds  as  in  con- 
ventional esophagoscopy.  Hufford3  designed  an 
instrument  in  1949,  in  which  the  flexible  obturator 
length  can  be  adjusted.  The  obturator  can 
assume  a length  more  nearly  that  of  the  flexible 
portion  of  a gastroscope.  With  the  introduction 
of  an  instrument  by  Burge4  and  modification  of 
the  Jackson  esophagoscope  for  passage  with  the 
aid  of  an  obturator  by  Carabelli,5  it  became  ob- 
vious that  almost  any  esophagoscope  could  be 
adapted  for  passage  similar  to  the  introduction 
of  a gastroscope. 


The  purpose  of  this  communication  is  to 
report  an  experience  with  flexible  esophagoscopy 
in  a series  of  225  examinations  performed  on  a 
gastroenterology  service  with  a view  to  describ- 
ing (1)  the  ease  and  safety  with  which  the 
flexible  esophagoscope  may  be  utilized,  and  (2) 
the  relative  merits  and  limitations  of  the  instru- 
ments used. 

Materials  and  Methods 

Two  hundred  and  twenty-five  esophagoscopic 
examinations  were  done  on  153  subjects  with 
symptoms,  signs,  or  roentgenologic  findings  sug- 
gesting esophageal  disease.  The  examinations 
were  all  conducted  in  the  left  lateral  position  used 
in  gastroscopy.  Anesthesia  was  obtained  with 
the  swallowing  technic  described  by  Selesnick.6 
Tetracaine  anesthesia  was  used  routinely  through 
the  first  148  examinations.  The  antihistaminics 
Benadryl  and  Pyribenzamine  were  used  with 
satisfactory  results  in  the  remainder.  Prelimi- 
nary medication  with  sodium  phenobarbital, 
morphine,  and  atropine  was  used  in  all  cases. 
With  the  exception  of  those  examinations  done  as 
emergency  procedures  during  bleeding,  a barium 
swallow  was  routinely  obtained  before  examina- 
tion. The  Boros  esophagoscope  was  used  16 
times,  the  Schindler  esophagoscope  96  times, 
and  the  Hufford  instrument  on  113  occasions. 

Results 

The  225  esophagoscopies  were  performed  with- 
out morbidity  or  mortality  by  gastroenterologists 
familiar  with  the  technic  of  gastroscopy.  The 
results  of  the  examinations  are  recorded  in  Table 
I.  The  following  positive  diagnoses  were  estab- 
lished during  the  course  of  115  examinations  of 
70  individuals:  esophagitis  33,  carcinoma  of  the 
esophagus  or  stomach  16,  esophageal  varices  19, 
hiatus  hernia  9,  cardiospasm  6,  and  stricture  19. 
There  were  13  miscellaneous  diagnoses.  The 
number  of  patients  represented  in  each  group  has 
beeu  tabulated.  In  only  two  instances  was  an 
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initial  examination  misleading.  A faulty  diag- 
nosis of  esophagitis  was  recognized  as  carcinoma 
by  repeat  examination  and  biopsy.  An  instance 
of  esophagitis  initially  diagnosed  as  carcinoma 
was  also  recognized  on  a subsequent  examination 
with  biopsy. 

There  were  94  negative  examinations,  princi- 
pally in  individuals  with  cirrhosis  where  exami- 
nations were  performed  to  rule  out  varices. 
Many  negative  examinations  were  also  noted  in 
the  group  with  heartburn  and  dysphagia  as  the 
presenting  symptoms. 

Sixteen  examinations  (7.1  per  cent)  were  con- 
sidered unsatisfactory.  In  five  an  anatomic 
peculiarity  did  not  allow  a view  of  the  entire 
length  of  the  esophagus.  In  11  others  examina- 
tion was  unsatisfactory  because  the  patient  was 
not  cooperative  or  for  other  reasons  (see  table). 
Four  of  these  patients  were  re-examined  later 
satisfactorily. 

Relative  Merits  and  Limitations  of  the 
Instrument 

We  have  had  experience  with  the  Boros, 
Schindler,  and  Hufford  instruments.  The  latter 
is  strikingly  similar  to  the  Burge  and  Carabelli 
esophagoscopes. 

The  Boros  instrument  has  no  obturator.  Its 
distal  end  is  flexible.  In  our  hands  introduction 
of  the  instrument  through  the  cricopharyngeus 
was  often  difficult.  It  was  discovered  that  a 
standard  Ewald  tube  used  as  an  obturator  facili- 
tated the  passage  of  the  instrument. 

The  obturator  on  the  Schindler  instrument  has 
a small  flexible  rubber  finger  at  its  end.  In 
passing  this  instrument  the  patient’s  head  must 
be  extended  sooner  than  with  the  others.  An 
optical  obturator  is  utilized  after  introduction 
of  the  instrument,  which  suffers  from  its  com- 
plexity. 

The  Hufford  instrument  has  become  the  most 
used  instrument  on  this  service.  It  is  out- 
standing for  its  facility  of  passage.  The  adjust- 
able length  obturator  allows  the  operator  to 
work  with  the  length  which  is  most  suitable  for 
him.  Space  for  suction  and  a distal  light  are 
incorporated  within  the  body  of  the  instrument. 
A proximal  4 X magnifying  device  is  used. 

Comment 

With  the  introduction  of  the  flexible  esopha- 
goscope,  the  armamentarium  of  the  gastroenter- 


TABLE  I. — Results  of  225  Esophaqoscopic  Examinations 
in  153  Patients 


Results 

Number 

of 

Patients 

Number 
of  Exam- 
inations 

No  pathology  (negative) 

69 

94 

Incomplete  or  unsatisfac- 

tory 

14 

16 

Failure  to  pass  instru- 

ment 

5 

Spasm  of  the  cricopharyn- 

geus 

1 

Panic  on  the  part  of  pa- 

tient 

4 

Inability  to  insinuate  in- 

strument  into  thoracic 

stomach 

2 

Anterior  angulation  at 

30  cm. 

3 

Not  recorded 

1 

Positive  findings 

70 

115 

Esophagitis 

33 

Carcinoma  (stomach  or 

esophagus) 

16 

Varices 

19 

Stricture 

19 

Hiatus  hernia 

9 

Cardiospasm 

6 

Miscellaneous 

13 

Diverticulum 

1 

Leukoplakia 

2 

Esophagogastrostomy 

3 

Hereditary  familial 

telangectasia 

1 

Spasm 

1 

Benign  submucosal 

lesion 

2 

Papilloma 

1 

Schatzki  ring 

1 

Scleroderma 

1 

Total 

153 

225 

ologist  in  diagnosing  conditions  involving  the 
gastrointestinal  tract  has  been  significantly 
augmented.  Bloomfield7  has  properly  stressed 
that  the  endoscopist  should  not  be  asked  to 
operate  purely  as  a technician.  He  should  al- 
ways be  regarded  as  a consultant  and  pass  on  the 
problem  himself  prior  to  making  the  examination. 
On  our  service  the  patient  is  first  seen  in  consul- 
tation, and  a clinical  opinion  is  rendered.  Esoph- 
agoscopy  is  then  performed  if  indicated.  The 
dependence  of  the  gastroenterologist  on  spe- 
cialists unfamiliar  with  clinical  gastroenterology 
has  been  obviated. 

The  superiority  of  the  flexible  esophagoscope 
over  the  conventional  rigid  instrument  must  be 
indicated.  Conventional  rigid  esophagoscopy  is 
objectionable  in  that  it  entails  all  the  complexities 
of  arranging  an  operation  and  is  not  without 
danger  to  the  patient.  We  have  performed  exam- 
inations in  the  outpatient  department  and -in  the 
patient’s  bed  as  well  as  in  the  operating  suite. 
Asepsis  is  not  necessary,  and  the  patient  is  not 
draped.  We  believe  that  the  patient  considers 


352 


New  York  State  J.  Med. 


FLEXIBLE  ESOPHAGOSCOPY 


the  examination  more  akin  to  the  passage  of  a 
Levin  tube  than  to  a surgical  procedure.  There 
has  been  little  reluctance  to  undergo  the  pro- 
cedure a second  time. 

In  our  hands  there  has  been  no  morbidity  or 
mortality  thus  far.  We  feel  that  the  intro- 
duction of  a flexible  instrument  by  experienced 
hands,  although  done  blind,  is  far  safer  than 
introduction  under  direct  vision  with  a rigid 
instrument.  Jackson  and  Jackson8  have  made 
the  observation  that  in  the  usual  course  of  events 
the  rigid  esophagoscope  is  brought  against  a 
tonically  closed  cricopharyngeus  muscle,  the 
lumen  of  the  esophagus  having  disappeared. 
Moderate  pressure  is  advocated,  and  a filiform 
bougie  may  have  to  be  inserted  to  be  sure  of  a 
lumen  ahead.  The  reason  for  perforations  in 
conventional  rigid  esophagoscopy,  especially 
in  inexperienced  hands,  is  easily  understood. 

The  flexible  esophagoscope  should,  in  theory, 
not  be  used  in  lesions  of  the  first  third  of  the 
esophagus  because  of  the  danger  of  encountering 
the  lesion  with  the  obturator  during  blind  passage. 
Utilizing  the  adjustable  Hufford  obturator  which 
was  extended  only  4 cm.,  we  successfully  esopha- 
goscoped  an  individual  with  a stricture  6 cm. 
from  the  cricopharyngeus. 

Conclusions 

It  has  been  deemed  necessary  to  illustrate  the 
efficacy  with  which  the  flexible  esophagoscope 
may  be  utilized  by  gastroenterologists  on  a 
medical  service.  This  type  of  instrument  has 


proved  simple  and  safe.  There  has  been  no 
morbidity  or  mortality  associated  with  its  use  in 
225  examinations.  The  rewards  to  the  medical 
staff  have  been  gratifying,  since  individuals 
intimately  concerned  with  esophageal  disease 
are  now  performing  the  examination.  The 
procedure  is  performed  wherever  indicated,  and 
there  is  no  difficulty  in  arranging  the  examination 
wTith  another  service.  All  esophagoscopy  at 
this  institution  has  now  fallen  within  the  province 
of  the  gastroenterologist. 

Summary 

1.  The  development  of  flexible  esophagoscopy 
is  reviewed. 

2.  The  various  instruments  described  in  the 
literature  are  noted  and  those  utilized  on  this 
service  are  evaluated. 

3.  The  safety  of  flexible  esophagoscopy  is 
stressed.  There  was  no  morbidity  or  mortality 
in  our  hands. 

4.  Two  hundred  and  twenty-five  esophagos- 
copies  are  tabulated  and  reviewed. 
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It  is  widely  held  that  depressions  occur 
frequently  in  patients  treated  with  tran- 
quilizing  drugs,  especially  the  Rauwolfia  deriva- 
tives.1-16  To  determine  whether  depression  is 
or  is  not  a “side  effect”  of  tranquilizer  therapy, 
70  patients  with  a provisional  diagnosis  of 
“drug-induced  depression”  were  subjected  to  a 
thorough  psychiatric  survey,  including  a follow-up 
of  each  patient’s  subsequent  course,  in  some  in- 
stances for  as  long  as  three  years.  The  results 
of  this  investigation  form  the  basis  of  this  report. 

Clinical  Material 

Between  July,  1954,  and  July,  1956,  family 
physicians  and  internists  referred  70  patients 
(age  forty  to  seventy)  for  treatment  of  a pre- 
sumed drug-induced  depression  due  to  Thora- 
zine, Raudixin,  Serpasil,  Rau-Sed,  or  Sandril 
which  had  been  prescribed  for  43  as  an  anti- 
hypertensive and  for  27  for  psychiatric  reasons. 
The  duration  of  treatment  before  overt  depres- 
sive symptoms  appeared  was  from  three  months 
to  two  years,  the  average  being  six  months. 

Because  23  of  these  patients  did  not  have  the 
usual  signs  and  symptoms  of  an  endogenous 
depression,  they  were  labeled  pseudo  depression 
due  to  excessive  tranquilization  resulting  from 
too  large  a dose  for  the  individual.  They  com- 
plained of  being  languid  and  discouraged  because 
their  lassitude  and  enervation  interfered  with 
the  maintenance  of  their  self-imposed  standards. 
They  had  few,  if  any,  symptoms,  such  as  anorexia, 
weight  loss,  or  insomnia.  They  were  not 
ruminative,  nor  obsessed  with  phobias  of  physical 
or  mental  illness;  nor  were  they  self-depreciatory, 
remorseful,  or  troubled  by  morbid  thoughts. 
Not  one  mentioned  even  transient  suicidal  ideas. 
Few  cried,  but  all  complained  of  psychomotor 
retardation.  A small  number  also  referred  to 
themselves  as  tense  and  agitated.  By  this  they 
meant  that  they  had  motor  restlessness  which 
made  their  muscles  taut,  compelled  them  to  pace 
the  floor,  and  did  not  permit  them  to  sit  without 
moving  their  legs. 

These  patients  promptly  recovered  from  their 


TABLE  I. — Drugs  and  Dosage  for  Depression 


Drug 

Number 

of 

Patients 

Daily- 

Dosage 

Range 

(Mg.) 

■> — Reason  for — . 
Administration 
Hyper-  Psychi- 
tension  atric 

Thorazine 

10 

100  to  500 

1 

9 

Raudixin 

12 

50  to  400 

10 

2 

Serpasil 

19 

0.25  to  10 

14 

5 

Rau-Sed 

5 

0.25  to  5 

3 

2 

Sandril 

1 

1 

1 

0 

Total 

47 

29 

18 

so-called  depressed  state  when  the  dosage  of  the 
drug  was  reduced  and  a stimulant  (Dexedrine  or 
Ritalin)  or  an  antiparkinsonism  drug  (Cogentin) 
was  added  to  their  medication.  Managed  in  this 
way,  everyone  continued  his  treatment  with  the 
same  tranquilizer  for  as  long  as  three  years 
without  further  spurious  signs  of  depression. 
Litin  and  his  coworkers14  at  the  Mayo  Clinic 
also  have  observed  this. 

In  contrast  to  the  pseudo  depressed  patients, 
47  manifested  some  or  all  of  the  following  symp- 
toms of  an  endogenous  depression:  headache, 
dizziness,  blurred  vision,  chest  pain,  dyspnea, 
palpitation,  anorexia,  weight  loss,  abdominal 
discomfort,  constipation,  urinary  frequency, 
muscular  aches  and  pains,  insomnia,  early 
morning  awakening,  depressed  mood,  crying 
spells,  hopelessness,  anxiety  attacks,  obsessive 
fears  of  physical  ailments  or  impending  insanity, 
impaired  concentration  and  memory,  indecisive- 
ness, loss  of  interest  in  usual  activities,  and 
suicidal  tendencies. 

The  type  of  tranquilizer  these  patients  were 
taking  and  its  daily  dose  are  listed  in  Table  I. 
There  was  no  correlation  between  the  drug’s  dose 
and  the  depression,  nor  in  the  hypertensive 
patients  between  the  drug’s  hypotensive  effect 
and  the  depression.  As  many  patients  were  on 
low  doses  of  reserpine  (0.5  mg.  daily  or  less)  as 
were  on  doses  in  excess  of  1 mg.  daily. 

Although  8 per  cent  of  the  pseudo  depressed 
patients  had  a history  of  prior  psychiatric  care, 
83  per  cent  of  the  endogenous  depressives  pre- 
viously had  received  some  form  of  psychiatric 
treatment. 
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This  correlates  well  with  the  reports  in  the 
literature  in  which  two  thirds  of  the  cases  of 
drug-induced  depression  had  a significant  pre- 
vious history  of  depression  as  well  as  a basic 
obsessional  personality  make-up. 

A careful  analysis  of  each  patient’s  history  not 
only  disclosed  a predisposition  to  a psychic 
disturbance  but  revealed  physical,  psychologic, 
and  environmental  stresses  which  undoubtedly 
helped  to  precipitate  the  current  depression. 
When  questioned  about  the  earliest  manifesta- 
tions of  their  illness,  several  patients  who  had 
had  a previous  psychiatric  ailment  indicated 
that  they  felt  they  were  having  a recurrence  of 
their  former  illness  before  they  consulted  the 
physician  who  prescribed  the  tranquilizer.  A 
few  frankly  admitted  that  they  were  depressed 
at  the  time  of  the  initial  consultation  but  hid  this 
for  fear  that  psychiatric  hospitalization  or  shock 
therapy  might  be  recommended.  Others,  espe- 
cially the  hypertensives,  denied  that  they  were 
depressed  before  they  took  the  tranquilizer. 
However,  relatives  of  these  patients  thought  they 
were  mildly  depressed  and  unduly  worried  before 
they  went  to  the  doctor.  The  wife  of  a fifty-four- 
year-old  man  treated  with  Serpasil  for  hyper- 
tension remarked  that  for  three  months  her 
husband  fretted  about  his  health  before  he 
visited  his  family  doctor.  He  had  expressed  fear 
of  impending  insanity  to  her  but  told  his  phy- 
sician that  he  wanted  a physical  checkup  be- 
cause he  was  having  frequent  attacks  of  cardiac 
palpitations.  After  he  was  started  on  Serpasil 
his  loss  of  appetite  and  insomnia,  which  were 
present  before,  simply  became  worse.  Only 
later  was  his  depression  apparent  to  others  beside 
his  wife. 


Follow-up  Studies 

A recheck  on  the  current  status  of  these  47 
patients  on  September  1,  1957,  revealed  four 
had  died,  while  43  have  recovered  from  their 
depression.  However,  12  of  the  recovered 
patients  have  had  another  depression  of  sufficient 
severity  to  require  treatment,  even  though  not 
one  was  taking  a tranquilizer  immediately 
before  or  at  the  time  of  the  current  depression. 
Ten  hypertensives  are  on  a lower  dose  of  the 
same  tranquilizer  they  were  taking  at  the  time 
they  developed  their  presumed  drug-induced 
depression. 


Comment 

The  patients  with  the  so-called  drug-induced 
depression  were  between  the  ages  of  forty  and 
seventy,  the  time  of  life  when  statistically  most 
depressions  occur.  Most  of  the  patients  had  an 
obsessive  personality  make-up,  were  chronically 
anxious,  and  were  subject  to  mood  swings  over  a 
period  of  years.  Chronically  anxious  patients 
are  liable  to  depression  in  the  involutional  period, 
and  many  obsessional  neurotics  with  forceful 
personalities  carry  on  despite  their  symptoms 
until  they  are  eventually  laid  low  by  a depression 
in  later  life.  Can  a depression  be  attributed 
solely  to  whatever  drug  such  patients  may  be 
taking  at  the  time,  or  are  factors  other  than  the 
drug  responsible  for  the  depression?  Until 
more  conclusive  evidence  is  available  it  cannot 
be  stated  authoritatively  that  tranquilizers  per 
se  cause  depression. 

The  length  of  time  the  patients  had  been  on 
tranquilizers  before  their  depression  became 
obvious  casts  doubt  on  the  etiologic  role  of  the 
drug  in  the  depression.  If  it  is  assumed  that  the 
patient  was  depressed  at  the  time  the  drug  was 
started,  and  such  was  the  case  for  most  of  the 
patients  surveyed,  then  time  and  the  natural 
course  of  the  depression  alone  could  account  for 
its  symptoms  becoming  more  overt  in  three 
months  to  two  years.  Considering  the  large 
number  of  patients  who  have  been  treated  with 
small  to  large  doses  of  Thorazine  and  Serpasil 
alone  for  as  long  as  three  to  four  years  without 
becoming  depressed,  it  is  difficult  to  conclude 
that  these  drugs  and  other  tranquilizers  are 
depressive.  The  fact  that  some  depressed 
patients  are  treated  with  Thorazine  or  Serpasil 
to  control  their  agitation  and  ultimately  recover 
from  their  depression  is  further  evidence  that 
these  drugs  are  not  truly  depressive.  The  ob- 
servation that  many  patients  originally  diag- 
nosed as  having  drug-induced  depressions  are 
being  treated  with  the  same  drug  after  their 
depression  has  been  relieved  by  other  treatments 
argues  against  the  positive  conclusions  that 
drugs  such  as  Thorazine  and  Serpasil  cause 
depression.  Hence,  there  is  a need  for  greater 
diagnostic  accuracy  before  treatment  with  a 
tranquilizer  as  an  antihypertensive  or  for  psy- 
chiatric reasons  is  instituted.  Careful  con- 
sideration must  be  given  to  the  patient’s  past 
history,  personality  make-up,  and  present  illness 
before  a tranquilizer  is  prescribed.  Even  then 
every  patient  treated  with  a tranquilizer  must  be 
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diligently  supervised  if  a missed  depression  is  to 
be  detected  early  or  excessive  tranquilization 
avoided. 
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A Poly  meric -Coated  Aspirin  in  the  Treatment  of 
Aspirin-Sensitive  Arthritic  Patients 

PAUL  GIOVINCO,  M.D.,  HEMPSTEAD,  NEW  YORK 


While  the  last  generation  has  seen  remark- 
able advances  in  the  treatment  of  the 
various  arthritic  diseases  (for  example,  chryso- 
therapy  and  the  wide  adoption  of  cortisone  and 
its  analogues),  the  salicylates  still  retain  their 
pre-eminent  position.  The  reasons  are  not  hard 
to  see.  Potent  as  the  new  agents  are  in  the 
treatment  of  arthritis,  they  are  also  fairly  toxic 
and  may  produce  a variety  of  unwanted  side- 
reactions  on  prolonged  administration.  Also, 
with  steroids  there  is  invariably  a high  rate  of 
relapse  after  treatment  has  been  discontinued.1,2 
One  writer  has  estimated  that  no  more  than  one 
fifth  of  all  arthritic  patients  seen  in  clinics 
should  be  candidates  for  treatment  with  cortisone 
orACTH.3 

Clinical  investigations  of  the  salicylates,  whose 
analgesic  and  antipyretic  properties  have  long 
been  known,  have  recently  taken  several  new 


directions.  In  1943  Coburn  successfully  intro- 
duced the  idea  of  administering  large  doses  of 
salicylates  over  protracted  periods  in  the  treat- 
ment of  rheumatic  fever,4  and  there  have  been 
long-range  comparative  evaluations  of  aspirin 
and  cortisone  in  the  treatment  of  rheumatoid 
arthritis,  and  of  aspirin,  cortisone,  and  ACTH 
for  rheumatic  fever.5,6  Finally,  much  attention 
has  been  given  to  aspirin  as  a cause  of  gastric 
irritation.7,8  This  last  move  is  certainly  an  over- 
due attempt  to  describe  the  primary  complication 
of  what  is  still  the  rheumatologist’s  most  in- 
dispensable agent. 

This  paper  reports  on  a study  of  arthritic 
patients  who  suffer  from  gastric  disturbances  on 
relatively  low  doses  of  plain  aspirin.  It  has  been 
said  that  the  most  satisfactory  method  of  giving 
aspirin  to  such  hypersensitive  patients  is  in  the 
form  of  coated  tablets  that  will  pass  through  the 
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stomach  and  subsequently  dissolve  in  the  in- 
testine.9’10 Formal  studies  of  such  preparations 
are  scarce,  and  as  yet  only  one  report  has  been 
published  on  the  new  formulation*  used  in  this 
study.  Sprecher11  found  it  to  be  particularly 
useful  in  treating  patients  who,  because  of 
gastric  hypersensitivity,  could  not  tolerate  plain 
aspirin.  However,  the  doses  given  by  Sprecher 
were  very  low:  10  to  30  grains  per  day.  My 
aims,  therefore,  were  to  use  this  preparation  in 
my  own  aspirin-sensitive  arthritic  patients,  to 
give  higher  doses,  if  possible,  than  those  recom- 
mended by  Sprecher,  and  to  find  out  if  equivalent 
doses  of  coated  and  plain  aspirin  were  of  equal 
potency. 

Method 

Of  the  31  patients  studied  28  had  rheumatoid 
arthritis  and  three  had  osteoarthritis.  Their 
ages  ranged  from  twenty-nine  to  sixty-eight 
and  the  average  duration  of  their  illnesses  was 
six  and  one-half  years.  Twenty-one  of  the 
patients  had  been  treated  with  plain  aspirin  in 
doses  of  15  to  60  grains  per  day  (average,  32 
grains),  and  the  duration  of  this  therapy  was  one 
month  to  eight  years  (average,  two  years). 
The  remaining  ten  patients  had  taken  5 or  10 
grains  “as  needed.” 

The  degrees  of  analgesia  attained  were  rated 
by  the  patients  as  “poor,”  “fair,”  “good,”  or 
“excellent,”  and  each  time  the  patients  were  seen, 
notes  were  made  on  the  prevalence  of  gastric 
disturbances.  The  degree  of  analgesia  attained 
and  the  presence  or  absence  of  gastric  symptoms 
were  the  criteria  used  in  rating  the  enteric  coated 
preparation  “inferior,”  “equal,”  or  “superior” 
to  plain  aspirin. 

On  the  regimen  of  plain  aspirin  all  of  the 
patients  suffered  from  some  degree  of  gastric 
distress.  In  two  the  degree  of  analgesia  attained 
was  poor,  in  26  fair,  and  in  three  good. 

Following  therapy  with  plain  aspirin  all  31 
patients  were  treated  with  the  enteric-coated 
aspirin.  Twenty  of  these,  all  of  whom  had  had  a 
poor  or  fair  analgesic  response  to  plain  aspirin, 
received  higher  doses  of  the  enteric-coated  prepa- 
ration than  they  had  received  of  plain  aspirin. 
Eleven  received  the  same  dosage  of  the  enteric- 
coated  aspirin  as  they  had  received  of  plain 


* Ecotrin:  Smith,  Kline  & French  Laboratories,  Phila- 

delphia, Pennsylvania.  Each  tablet  contains  5 grains  of 
acetylsalicylic  acid,  a disintegrant,  and  an  acid  polymer 
enteric  coating. 


TABLE  I. — Analgesic  Results  With  Plain  and  Enteric- 
Coated  Aspirin 


Dosage  Enteric-Coated 

(Grains  - — Plain  Aspirin . Aspirin 

per  Day)  Poor  Fair  Good  Poor  Fair  Good 


5 to  10 

8 

2 

15 

2 

20 

4 

30 

1 10 

5 

12 

45 

1 

2 

5 

60 

2 

1 

1 

6 

aspirin.  Three  of  these  had  had  a good  analgesic 
response  to  plain  aspirin,  the  rest  fair. 

Results 

The  results  are  summarized  in  Table  I.  None 
of  the  31  patients  with  histories  of  aspirin  sensi- 
tivities suffered  from  gastric  disturbances  when 
they  received  equal  or  higher  doses  of  the  enteric- 
coated  preparation.  In  eight  of  the  patients 
studied  the  analgesia  was  fair  and  in  23  good. 
In  21  patients  the  enteric-coated  preparation 
was  superior  to  plain  aspirin,  in  nine  equal,  and  one 
inferior.  Of  the  eleven  patients  who  were  given 
equal  doses  of  plain  and  enteric-coated  aspirin, 
nine  considered  the  coated  aspirin  superior  to 
plain  aspirin,  one  equal,  and  one  inferior. 

The  20  patients  who  were  given  higher  doses 
of  enteric-coated  aspirin  than  plain  aspirin  were 
able  to  tolerate  daily  doses  of  the  coated  prepa- 
ration that  averaged  53  per  cent  higher  than  the 
plain  aspirin  doses.  Where  the  dosage  of  plain 
aspirin  had  ranged  from  5 to  60  grains  per  day, 
those  of  the  coated  aspirin  ranged  from  30  to  60 
grains  per  day.  One  patient  who  was  severely 
nauseated  by  5 grains  of  plain  aspirin  a day  was 
able  to  tolerate  30  grains  of  the  enteric-coated 
aspirin  a day  without  ill  effects.  Four  patients 
were  able  to  triple  their  daily  aspirin  doses,  and 
six  were  able  to  double  them. 

Two  patients  reported  that  one  or  two  tablets 
were  passed  in  the  stool.  Two  patients  said  that 
the  enteric-coated  aspirin  didn't  act  as  fast  as 
plain  aspirin,  but  that  when  it  did  act,  it  gave 
much  better  relief . Because  this  slow  action  was 
annoying  only  in  the  morning,  they  were  told 
to  take  a small  dose  of  plain  aspirin  on  arising. 

Comment 

The  new  enteric-coated  aspirin  is  an  effective 
means  of  eliminating  the  gastric  distress  that 
often  accompanies  aspirin  therapy,  particularly 
in  those  patients  with  gastric  hypersensitivity  to 
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aspirin.  It  eliminates  these  aspirin-induced 
gastric  disturbances  by  means  of  a coating  which 
does  not  allow  the  aspirin  to  be  released  in  the 
stomach.  The  coating  does,  however,  dissolve 
readily  in  the  alkaline  juices  of  the  intestine,  and 
the  aspirin  is  released  there  where  the  dangers 
of  irritation  are  much  less  than  in  the  stomach. 
In  this  way  the  preparation  permits  patients  to 
take  doses  of  aspirin  considerably  in  excess  of 
those  which  they  had  been  able  to  tolerate  in  the 
uncoated  form. 

It  is  not  clear  why  nine  of  the  11  patients 
achieved  better  analgesia  on  the  same  doses  of 
coated  aspirin  as  of  plain  aspirin.  If  anything 
the  results  would  have  been  expected  to  be  equal. 
There  are,  however,  two  factors  that  may  account 
for  this  phenomenon.  First,  the  subjective 
impressions  of  these  patients  may  have  been  in- 
fluenced by  the  gastric  pains.  That  is,  the  ar- 
thritic pains  may  have  seemed  worse  because  of 
the  concomitant  abdominal  distress.  Therefore, 
when  this  distress  was  eliminated,  the  arthritic 
pains  may  have  seemed  less  severe.  Second, 
these  patients,  fearing  nausea,  may  not  have 
taken  the  prescribed  doses  of  plain  aspirin. 

It  is  hardly  surprising  that  two  of  the  patients 
complained  of  a slow  onset  of  action.  Plain 
aspirin  dissolves  almost  immediately  on  inges- 
tion and  the  coated  aspirin  only  after  passing 
into  the  intestine.  This  complaint  is  likely  to 
occur  in  the  early  morning  hours  after  the  effects 
of  the  bedtime  medication  have  worn  off  and 
before  the  morning  dose  has  had  time  to  take 
effect.  It  is  therefore  practical  to  advise  most 
of  these  patients  to  take  a small  dose  of  plain 
aspirin  on  arising  in  order  to  gain  a more  rapid 
symptomatic  relief. 

Summary 

1.  Thirty-one  aspirin-sensitive  arthritic  pa- 
tients were  studied  to  determine  whether  the 
incidence  of  aspirin-induced  gastric  irritation  was 
reduced  by  using  a new  enteric-coated  aspirin, 
and  also  to  see  if  equal  doses  of  enteric-coated  and 
plain  aspirin  were  of  equal  potency. 

2.  Although  31  of  the  patients  noted  gastric 
disturbances  when  treated  with  plain  aspirin, 
none  reported  such  distress  with  the  enteric- 
coated  preparation. 


3.  The  20  patients  who  were  given  higher 
doses  of  the  enteric-coated  aspirin  than  plain 
aspirin  were  able  to  tolerate  daily  doses  of  the 
enteric-coated  preparation  that  averaged  53  per 
cent  higher  than  the  plain  aspirin  doses. 

4.  Eleven  of  the  15  patients  given  equal  doses 
of  plain  and  coated  aspirin  felt  that  the  analgesia 
derived  from  the  enteric-coated  form  was  su- 
perior to  that  derived  from  plain  aspirin.  Three 
considered  it  equal,  and  one  inferior. 


Conclusions 

It  may  be  concluded  that  this  new  enteric- 
coated  preparation,  by  preventing  the  release  of 
aspirin  in  the  stomach,  Satisfactorily  prevents  the 
gastric  disturbances  often  caused  by  plain  aspirin. 
Thus,  it  appears  that  it  offers  an  important  ad- 
vantage in  the  treatment  of  patients  who  have 
gastric  hypersensitivity  to  aspirin.  Since  equal 
doses  of  enteric  coated  and  plain  aspirin  appear  to 
have  at  least  equal  efficacy,  the  same  dosage  of 
enteric-coated  aspirin  will  give  equal  or  better 
analgesia  than  plain  aspirin  with  much  less  danger 
of  gastric  distress. 

1 feel  that  this  enteric-coated  aspirin  should  be 
administered  in  the  highest  doses  which  will  not 
cause  gastric  distress.  The  above  study  dealt 
with  patients  who  were  known  to  be  hypersen- 
sitive to  aspirin,  and  the  highest  dosage  tolerated 
by  any  of  them  was  60  grains  per  day.  How- 
ever, in  patients  who  are  not  hypersensitive  to  as- 
pirin, the  doses  should  be  as  high  as  possible, 
90  to  120  grains  per  day  if  well  tolerated. 
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Nasal  Allergy 


RUSSELL  CLARK  GROVE,  M.D.,  NEW  YORK  CITY 
( From  the  Otolaryngological  Service  and  the  Institute  of  Allergy , Roosevelt  Hospital) 


IN  this  discussion  of  nasal  allergy  I am  ad- 
hering strictly  to  allergic  rhinitis  and  hyper- 
plastic sinusitis.  Their  relationship  to  other 
associated  allergies  is  not  within  the  scope  of  this 
forum.  We  all  recognize  the  close  relationship  of 
these  two  forms  of  nasal  allergy.  They  may  be 
present  separately  or  together.  However,  I 
think  that  the  majority  of  patients  with  hyper- 
plastic sinusitis  will  have  some  symptoms  of 
allergic  rhinitis,  although  they  may  be  mild  in 
character.  They  may  have  the  same  etiology  or 
different  etiologies,  and  strange  to  say  wTe  feel 
that  allergic  rhinitis  may  sometimes  be  caused  by 
hyperplastic  sinusitis,  that  is,  a bacterial  allergy. 
I will  not  discuss  this  form  of  allergy. 

Before  discussing  the  surgical  treatment  of 
nasal  allergy  I would  like  to  emphasize  the 
importance  of  a most  thorough  study  of  these 
patients.  A very  careful  history  with  special 
reference  to  allergy  background  and  to  environ- 
mental or  contact  factors  is  a necessity.  Many 
allergic  patients  are  disappointed  with  the  results 
of  surgery  simply  because  the  offending  allergen 
or  contact  was  not  diagnosed.  All  reactions 
must  be  interpreted  intelligently.  Not  all 
marked  reactions  are  necessarily  the  cause  of  a 
particular  patient’s  symptoms,  and  on  the  other 
hand,  slight  or  moderate  reactions  may  be  im- 
portant. It  is  embarrassing  to  do  major  sinus 
surgery  with  a poor  result  and  then  find  later 
that  the  patient  was  “cured”  so  to  speak  by  get- 
ting rid  of  a dog  or  changing  his  occupation. 

A careful  examination  of  the  nose  and  throat 
should  be  made  next.  Using  the  nasopharyn- 
goscope  is  necessary  in  order  to  detect  discharge 
and  small  polyps  posteriorly  and  also  to  determine 
the  presence  of  adenoids,  especially  in  the  younger 
patients.  X-rays  should  alwa}^s  be  made  if  cer- 
tain polyps,  cysts,  and  low-grade  infection  are  to 
be  detected.  In  many  patients  the  injection  of 
radiopaque  substances,  such  as  Lipiodol  or 
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Dionosil  may  be  necessary.  One  must  also  not 
forget  to  do  blood  and  urine  studies  and  some- 
times a basal  metabolic  test  for  possible  etiologic 
medical  diseases. 

Having  made  the  diagnosis  of  the  etiology  of 
an  individual  patient,  “Where  do  we  go  from 
here?”  I know  many  of  you  think  that  in  our 
Clinic  we  rush  into  surgery  at  once.  I would 
like  to  state  emphatically  that  we  do  not  follow 
such  a course.  We  are  conservative  in  our 
recommendations  of  surgery,  and  only  those 
patients  are  operated  on  who  have  had  all  other 
forms  of  medical  treatments  first,  or  whose  con- 
dition is  so  severe  in  the  beginning  that  we  feel 
surgery  is  their  only  form  of  treatment. 

Medical  treatment  consists  of  elimination  of 
environmental,  food,  and  drug  factors  where 
indicated,  injections  of  the  proper  allergens, 
vaccines,  both  stock  and  autogenous,  antibiotic 
and  corticosteroid  therapy  when  necessary,  and 
attention  to  any  general  medical  conditions. 
Locally  in  the  nose  we  may  have  to  do  a sinus 
irrigation,  especially  following  an  upper  respira- 
tory infection,  but  since  the  advent  of  the  anti- 
biotics, this  is  not  often  necessary.  I am  glad  to 
hear  Dr.  Nigro  condemn  the  excessive  use  of 
nose  drops,  and  I think  we  should  also  include 
overuse  of  the  so-called  “nasal  packing”  treat- 
ment of  these  patients. 

If  medical  treatment  has  not  improved  the 
patient  and  there  is  sufficient  pathology  present, 
we  are  justified  in  considering  surgery.  How- 
ever, always  be  sure  that  there  is  sufficient 
pathology  present.  I think  many  operations 
have  been  done  to  remove  such  small  pathology 
that  the  patient  cannot  expect  to  be  helped. 
When  surgery  is  done  always  try  to  remove  the 
pathology  as  completely  as  possible.  By  this 
I mean  operating  on  all  the  sinuses  indicated. 
If  an  antrum  and  ethmoid  are  involved  or  both 
antra,  do  all  the  operations  indicated  and  not 
just  an  antrum  or  ethmoid  alone.  We  have 
gotten  much  better  results  with  this  form  of 
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surgery. 

When  discussing  the  surgical  treatment  of 
nasal  allergy,  we  must  consider  operations  on  the 
turbinates  and  the  sinuses.  Operations  on  the 
turbinates,  per  se,  fortunately  are  not  indicated 
too  often.  If  the  middle  turbinate  becomes 
excessively  large  or  occasionally  even  polypoid, 
it  may  have  to  be  removed  in  part  or  in  toto  to 
relieve  the  obstruction  and  also  to  provide  better 
ventilation  and  drainage  of  the  sinuses.  The 
inferior  turbinate  in  long,  drawn  out  cases  of 
allergic  rhinitis,  especially  associated  with  much 
infection  and  excessive  u fee  of  nose  drops,  may 
become  very  hypertrophied  and  of  the  mulberry 
type.  We  may  have  to  remove  this  membrane 
surgically,  but  in  all  such  operations  we  save  the 
bony  structures.  Removal  of  the  bones  often 
results  in  too  much  air  space  with  resultant 
dryness  and  crusting,  thereby  producing  worse 
symptoms  for  the  patient.  I would  like  to  add 
that  it  is  often  necessary  to  remove  part  of  the 
middle  turbinate  when  one  is  operating  on  the 
ethmoids  and  sphenoids  or  enlarging  a frontal 
duct.  We  prefer  not  to  remove  the  anterior 
third  of  the  inferior  turbinate  if  possible  when 
an  antrostomy  is  being  done. 

When  discussing  the  surgical  treatment  of 
allergic  rhinitis,  some  rhinologists  include  electric 
cauterization  and  electrocoagulation  of  the 
turbinates.  I would  like  to  say  very  emphati- 
cally that  we  do  not  favor  electric  cauterization 
or  even  chemical  cauterization  except  in  rare 
cases.  A resultant  atrophic  change  may  occur 
with  crusting,  and  many  patients  are  made  worse, 
or  if  they  are  helped  it  is  only  temporary.  Sub- 
mucosal electrocoagulation  of  the  turbinates, 
especially  the  inferior  ones,  may  be  indicated  in 
some  patients  and  temporary  or  even  lasting 
relief  obtained.  I have  seen  no  permanent 
injury  produced  in  the  membranes.  Unfortu- 
nately, I think  that  these  forms  of  treatment  are 
often  resorted  to  without  proper  study  of  the 
patient.  In  other  words,  a cause  of  their  symp- 
toms might  have  been  found,  and  such  treatment 
could  have  been  avoided. 

Discussion  of  surgery  of  the  paranasal  sinuses 
for  hyperplastic  sinusitis  leads  us  into  a large 
field  of  controversy.  For  years  this  form  of 
therapy  has  been  advocated  zealously  by  many 
physicians  and  condemned  vigorously  by  many 
others.  I do  not  think  any  hard  and  fast  rule 
can  be  made.  Whether  or  not  surgery  is  to  be 
done  depends  a lot  on  the  severity  of  symptoms, 


the  findings  in  the  allergic  study,  and  the  type 
and  extent  of  pathology.  As  I have  said  before, 
if  the  surgery  can  be  avoided  by  using  other 
procedures  of  treatment,  by  all  means  do  so,  but 
if  surgery  becomes  necessary,  do  not  hesitate  to 
perform  it  with  the  best  of  your  skill.  If  the 
results  are  not  perfect,  do  not  be  chagrined.  All 
of  us  have  the  same  difficulties. 

This  chronic  hyperplastic  sinusitis  may  appear 
in  two  forms;  one  is  simply  chronically  thickened 
membrane  without  polyps  and  the  other  may 
have  polyps  present.  Let  us  be  sure  here  that 
we  understand  that  we  are  talking  about  the 
mucous  or  allergic  type  of  polyp  and  not  the 
malignant  or  granulomatous  type.  Of  course, 
we  all  know  that  the  mucous  polyp  may  become 
malignant,  but  this  will  be  determined  by  the 
pathologic  examination  and  in  my  experience  is 
not  very  frequent.  The  papillomatous  type, 
however,  tends  to  show  more  malignant  change. 
I would  like  to  state  that  suppuration  in  these 
cases  of  hyperplastic  sinusitis  is  not  frequent 
unless  there  has  been  a recent  upper  respiratory 
infection,  but  this  will  sometimes  be  an  indication 
for  operation  if  it  does  not  clear  up  with  anti- 
biotic therapy. 

A short  time  ago  I made  a study  of  105  patients 
with  hyperplastic  sinusitis.  I was  interested  in 
how  many  had  polyps,  what  were  the  skin- 
sensitive  types  of  allergic  reactions,  what  type  of 
operations  were  done,  and  what  were  the  results. 
I am  not  going  to  discuss  the  associated  allergic 
manifestations  or  the  results  of  operations  on 
them,  but  there  were  many  favorable  results. 

It  is  interesting  to  note  how  many  operations 
had  been  performed  previously  on  these  105 
patients.  Thirty-nine  had  polyps  removed  one 
or  more  times,  five  had  a radical  antrum  oper- 
ation, four  had  an  antrostomy,  one  had  an 
opening  of  the  frontal  duct,  54  had  tonsillec- 
tomies, and  13  had  a submucous  resection.  Two 
patients  had  extensive  electrocauterization  of  the 
inferior  turbinates  which  only  helped  to  make 
the  condition  worse. 

Nasal  polyps  were  present  in  57,  or  54  per  cent 
of  the  patients,  bilateral  in  46,  and  unilateral  in 
11.  These  figures  are  much  higher  than  one 
would  find  in  a routine  study  of  primary  or 
unoperated  patients.  I think  15  to  20  per  cent 
would  be  a more  accurate  estimate.  It  is  worth 
mentioning  here  that  in  20  per  cent  of  these 
patients  the  antra  trans illuminate  clearly. 

The  antra  were  involved  most  frequently,  the 
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ethmoids  second,  the  sphenoids  third,  and  the 
frontals  last.  The  ethmoids  and  antra  were 
both  involved  very  often  in  the  same  patient. 

A complete  allergic  study  was  done  on  all  the 
patients.  It  is  hard  to  believe,  but  here  is  a 
group  of  105  patients  with  symptoms  of  nasal 
allergy  and  52,  or  50  per  cent  of  them  gave  no 
appreciable  positive  reactions  to  the  skin  tests. 
The  remaining  50  per  cent  gave  single  or  mul- 
tiple positive  reactions  of  varying  degrees. 
House  dust  and  pollens  were  the  most  frequent 
allergens  to  give  positive  reactions.  I will  not 
discuss  the  significance  of  the  various  positive 
reactions,  but  I would  like  to  state  that  in  many 
patients  the  inhalants  and  the  foods  especially 
are  not  considered  by  us  to  be  as  important  in 
the  etiology  as  infection. 

We  now  come  to  an  analysis  of  the  operations 
performed  on  these  105  patients  with  chronic 
hyperplastic  sinusitis.  Ninety-eight  patients  had 
one  or  more  operations.  Removal  of  polyps 
from  the  ethmoids  was  done  on  51  patients  or 
approximately  50  per  cent,  44  being  bilateral 
and  seven  unilateral,  and  the  removal  of  polyps 
from  the  sphenoids  was  performed  on  ten  patients, 
eight  being  bilateral  and  two  unilateral.  I might 
state  here  that  in  many  of  these  patients  it  was 
necessary  to  do  an  ethmoidectomy  and  sphenoid- 
otomy  when  the  polyps  were  being  removed. 

The  Caldwell-Luc  type  of  operation  for  antral 
disease  was  performed  on  58  patients,  or  55  per 
cent,  bilateral  on  45  patients,  and  unilateral  on 
13.  A few  patients  who  had  the  Denker  type  of 
operation  are  included  in  this  group.  The  en- 
largement of  the  frontal  duct  was  done  on  one 
patient  as  was  a submucous  resection.  Tonsil- 
lectomy was  performed  on  seven  patients  or 
6.6  per  cent  because  of  associated  tonsillar  in- 
fection. The  inferior  turbinates  were  “trimmed” 
in  six  patients  or  5.7  per  cent.  It  is  necessary  to 
be  very  careful  about  operations  on  pollen  pa- 
tients during  the  active  hayfever  season. 

An  indication  of  the  extensiveness  of  this  nasal 
surgery  in  some  patients  is  shown  by  the  fact 
that  24  patients  or  approximately  23  per  cent 
had  a bilateral  exenteration  of  the  ethmoids  for 
nasal  polyps  and  a bilateral  Caldwell-Luc 
operation. 

By  way  of  explanation  of  these  figures  I 
would  like  to  say  that  no  antrostomies  were 
performed  on  this  group,  because  we  felt  that  the 
polypoid  degeneration  was  too  extensive.  I 
think  in  the  early  stages  of  the  disease,  especially 


when  there  are  many  upper  respiratory  infections 
which  involve  the  antra  but  when  pathology  is 
slight,  an  antrostomy  may  be  indicated.  A word 
should  be  said  here  regarding  submucous  re- 
section of  the  nasal  septum.  Many  surgeons 
who  condemn  sinus  operations  will  do  a sub- 
mucous resection  on  these  allergic  patients  be- 
cause of  the  least  deviation  of  the  septum.  Many 
of  these  patients  are  worse  later,  therefore  we  try 
to  reserve  this  operation  for  the  ones  who  need  it 
most.  Lots  of  patients  who  have  had  the  sinus 
infection  cleared  up  never  have  any  symptoms 
from  the  septum. 

I have  stated  previously  that  many  of  these 
patients  need  treatment  for  their  allergies  with 
vaccines,  antibiotics,  and  the  corticosteroids 
before  operation.  I think  these  treatments 
are  very  important,  and  in  some  of  these  patients 
we  find  it  necessary  to  continue  the  antibiotics 
and  corticosteroids  for  the  immediate  post- 
operative period  or  longer.  All  patients  who 
have  allergic  factors  are  treated  with  the  extracts 
for  a longer  period,  and  we  believe  in  the  pro- 
longed postoperative  treatment  with  vaccines, 
both  stock  and  autogenous,  when  indicated.  I 
think  these  postoperative  medical  treatments 
make  a lot  of  difference  in  achieving  a good  result. 

There  is  no  doubt  in  my  mind  about  the  great 
difficulty  in  obtaining  good  results  in  all  of  our 
operative  patients.  I have  had  bad  results,  and 
I have  seen  the  same  thing  happen  to  many  other 
otolaryngologists.  However,  I do  not  think  we 
should  be  too  discouraged.  No  form  of  medicine 
is  perfect.  If  we  can  help  a large  enough  per- 
centage of  patients,  I think  we  should  be  happy. 

In  the  treatment  of  disease  we  have  two  meth- 
ods whereby  we  express  results.  The  first  or 
subjective  method  is  an  expression  of  opinion  by 
the  patient  as  to  whether  he  has  been  helped  or 
not.  The  second  or  objective  method  is  the 
result  of  the  examination  of  the  patient  by  the 
doctor.  Unfortunately,  the  twx)  methods  do  not 
always  agree,  that  is,  the  opinions  of  the  patient 
and  the  doctor  do  not  coincide.  In  evaluating 
the  results  of  our  treatment  of  these  105  patients, 
98  of  whom  were  operated  on,  I found  that  7, 
or  6.6  per  cent,  thought  they  were  worse  than 
they  had  been  before  operation;  77,  or  73.3  per 
cent,  felt  that  they  had  been  helped  and  21,  or  20 
per  cent,  said  they  were  in  the  so-called  cured 
class.  We  hesitate  to  use  the  word  “cure”  when 
talking  about  results  in  these  patients  because 
in  my  experience  a patient  with  an  allergic  con- 
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stitution  is  subject  to  a recurrence  of  symptoms, 
even  though  of  different  origin,  all  through  life. 
We  should  speak  of  “years  symptom-free.” 

Postoperative  examination  of  the  noses  of  these 
105  patients,  five  of  whom  were  followed  over  a 
twenty-year  period,  has  shown  that  in  the  group 
who  were  operated  completely,  as  I described 
before,  there  were  bad  results  in  less  than  20 
per  cent,  but  the  ones  who  had  their  pathology 
removed  only  partially  had  recurrence  of  nasal 
trouble  in  over  30  per  cent  of  cases.  I think  we 
can  explain  this  very  easily.  If  we  simply  re- 
move polyps  from  the  nose  when  rhinoscopy  and 
x-rays  tell  you  that  the  patient  needs  an  eth- 
moidectomy  and  a radical  antrum,  and  maybe 
an  upper  infected  tooth  removed,  and  none  of 
these  procedures  are  done,  why  shouldn’t  there 
be  a recurrence?  Furthermore,  if  a patient  has 
an  ethmoid  or  antrum  operation  one  year  and 
needs  another  operation  on  the  sphenoid  or 
opposite  antrum  the  next  year,  why  be  critical 
of  the  surgeon?  It  is  the  same  as  having  the 
gallbladder  removed  one  year  and  the  pancreas 
the  next  year. 

Hansen-Pruss,1  in  a group  of  287  patients,  128 
of  whom  were  operated  on,  found  that  66.4  per 
cent  were  benefited.  Weille2  is  not  pessimistic 
about  the  results  of  nasal  surgery  in  these  pa- 
tients. He  states  that  contrary  to  the  opinions 
of  most  otolaryngologists  and  allergists  he  is 
pleased  with  his  results.  In  a group  of  190 
patients  on  whom  he  operated  he  found  that  in 
185  the  “nose  was  no  worse.”  Goldman  et  al.,z 


however,  were  discouraged  with  their  results.  I 
They  found  that  19  of  28  patients  operated  on  ! 
completely  and  11  of  27  operated  on  incompletely  I 
when  re-examined  later  still  showed  polyps  or 
infection.  I think  these  figures  of  approximately  1 
50  per  cent  poor  results  for  the  whole  group  are  1 
higher  than  most  otolaryngologists  report. 

Summary 

Thorough  allergic  and  rhinologic  studies  should  | 
be  made  on  all  patients  with  nasal  allergy  which 
comprise  allergic  rhinitis  and  chronic  hyper-  ' 
plastic  sinusitis.  Surgery  should  not  be  con- 
sidered until  all  other  forms  of  medical  treatment 
have  been  tried.  Surgery  when  done  should  be 
complete,  i.e.,  removing  all  pathology  possible. 
Radical  surgery  is  necessary  in  only  a limited 
number  of  patients.  A group  of  105  patients 
with  nasal  allergy,  of  whom  98  had  some  form  of 
nasal  surgery,  has  been  reviewed.  The  results 
in  the  relief  of  the  symptoms  and  the  condition  of 
the  nose  postoperatively  are  considered  very 
satisfactory.  It  is  often  necessary  to  treat  these 
patients  postoperatively  with  injections  of  in- 
dicated allergens,  vaccines,  antibiotics,  and  the 
corticosteroids. 
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Paralysis  of  the  Legs  in  Sedentary  Workers 


Persistent  pressure  on  the  tibial  nerves  at  the 
back  of  the  knee,  occurring  principally  in  sedentary 
workers  or  persons  who  for  any  reason  sit  a great 
deal,  especially  in  the  “dangling  legs”  position  with 
an  office  or  television  chair  tilted  back,  may  cause 
weakness  or  even  paralysis  of  the  legs.  Frequently 
involved  in  the  syndrome  is  back  discomfort  because 
of  attempts  by  the  back  muscles  to  compensate  for 
the  leg  weakness.  Ultimate  recovery  is  the  rule; 
the  chief  significance  of  the  syndrome  is  that  it  is 


likely  to  suggest  a lesion  of  the  spinal  cord  or  nerve 
roots,  with  the  patient  consequently  subjected  to  a 
variety  of  misdirected  diagnostic  and  therapeutic 
procedures,  even  including  surgery.  Identification 
of  this  isolated  peripheral  lesion  is  greatly  aided  by 
electromyography,  by  which  means  the  motor  dis- 
ability can  be  shown  to  be  limited  to  the -muscles 
below  the  knees. 

— A. A.  Marinacci,  M.D.,  Bulletin  of  the  Los 
Angeles  Neurological  Society,  June , 1957 
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Pneumococcic  Meningitis 

Clinical  Manifestations  . —The  sympto- 
matology of  pneumococcic  meningitis  in  a general 
way  similates  that  of  meningococcic  meningitis. 
The  onset  is  sudden  with  headache,  vomiting, 
fever,  irritability,  and  occasionally  delirium  or 
stupor.  Convulsions  occur  rather  infrequently. 
Rigidity  of  the  neck  and  positive  Kernig  and 
Brudzinski  signs  are  present  early  in  the  disease. 
Changes  in  the  reflexes  are  irregular.  Bulging 
of  the  fontanel  is  an  early  and  important  sign  in 
infants.  Since  the  meningitis  is  usually  second- 
ary to  an  infection  elsewhere,  or  to  severe  head 
trauma,  the  onset  may  be  masked  by  the  symp- 
toms of  the  primary  condition.  Hemorrhagic 
skin  lesions  are  rarely  encountered.  The  course 
of  the  disease  depends  on  the  severity  of  the 
infection  and  the  response  to  treatment. 

Table  IV  shows  the  distribution  of  the  primary 
foci  of  infection  in  a series  of  275  consecutive 
cases  of  pneumococcic  meningitis  seen  by  us 
between  1943  and  1956. 

In  this  connection  it  is  important  to  emphasize 
the  fact  that  although  many  patients  with 
purulent  meningitis  give  a history  of  a primary 
focus,  it  by  no  means  follows  that  the  meningitis 
is  secondary  to  that  focus.  In  other  words,  a 


TABLE  IV. — Pbimary  Foci  op  Infection  in  275  Cases  op 
Pneumococcic  Meningitis 


Type  of  Focus 

Number 

of 

Cases 

No  known  focus 

66 

Upper  respiratory  infection 

40 

Otitis  media  with  or  without  mastoiditis 

92 

Pneumonia 

52 

Sinusitis 

8 

Head  injury 

14 

Cellulitis 

3 

Total 

275 

meningitis  due  to  the  meningococcus  is  not 
infrequently  found  where  the  existence  of  an 
otitis  media  or  a pneumonia  has  made  one  fearful 
of  a pneumococcus  or  streptococcus  infection. 

Bacteriologic  Diagnosis.— The  exact  diag- 
nosis of  pneumococcic  meningitis  rests  on  the 
examination  of  the  spinal  fluid  which  follows 
much  the  same  outline  as  that  described  for 
meningococcic  meningitis.  The  cerebrospinal 
fluid  shows  varying  degrees  of  turbidity,  although 
it  may  occasionally  appear  clear.  There  is 
usually  a large  increase  in  cells  with  polymor- 
phonuclears  predominating.  On  rare  occasion 
the  fluid  contains  few  or  no  cells  but  has  in- 
numerable organisms.  In  the  majority  of 
instances  the  protein  content  is  moderately  to 
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greatly  increased.  Sugar  is  either  absent  or 
considerably  diminished  in  almost  all  cases. 
Strained  smears  of  the  cerebrospinal  fluid  show, 
as  a rule,  varying  numbers  of  gram-positive 
diplococci.  In  many  instances  these  organisms 
can  be  subjected  to  the  quellung  test  directly 
from  the  spinal  fluid.  A positive  reaction  will 
serve  to  identify  both  the  pneumococcus  and  its 
type.  Cultures  of  the  fluid  in  a phosphate  broth 
medium  will  yield  in  about  twelve  hours  a growth 
which  can  be  used  for  identification  by  means  of 
bile  solubility  and  the  quellung  reaction.  In  a 
high  percentage  of  the  cases  the  blood  culture 
also  is  positive. 

It  is  also  advisable  to  perform  antibiotic 
sensitivity  tests  on  the  pneumococci  isolated  in 
pure  culture.  A detailed  discussion  of  the  meth- 
ods currently  employed  in  making  these  determi- 
nations is  beyond  the  scope  of  this  paper.  Suf- 
fice it  to  mention  that  the  sensitivity  of  a given 
strain  to  an  antibiotic  is  usually  expressed  as  the 
minimum  concentration  of  the  agent  that  inhibits 
growth  or  kills  the  organism  within  a given 
period. 

Treatment.- — Before  the  sulfonamides  be- 
came available  the  fatality  rate  in  pneumococcic 
meningitis  was  100  per  cent  in  our  experience. 
With  the  advent  of  these  drugs,  particularly 
sulfapyridine  and  sulfadiazine,  the  prognosis  for 
patients  with  meningitis  of  this  type  was  con- 
siderably improved.  In  a series  of  60  cases  of 
pneumococcic  meningitis  treated  with  sul- 
fonamides, Hodes  and  his  associates21  reported 
a recovery  rate  of  42  per  cent.  An  even  greater 
advance  was  marked  by  the  introduction  of 
penicillin,  which  has  since  been  considered  the 
drug  of  choice  in  the  treatment  of  pneumococcic 
meningitis.  However,  there  has  been  consider- 
able difference  of  opinion  among  investigators 
regarding  the  need  of  administering  the  anti- 
biotic intrathecally  as  well  as  systemically. 
Much  light  has  been  shed  on  this  problem  by 
Dowling  and  his  associates22  who  have  shown  that 
in  treating  pneumococcic  meningitis  with  massive 
doses  of  penicillin  administered  systemically, 
adequate  levels  of  the  drug  are  obtained  in  the 
cerebrospinal  fluid,  thereby  obviating  the  need 
for  intrathecal  medication.  These  authors  have 
recommended  the  administration  of  one  million 
units  of  penicillin  intramuscularly  at  two-hour 
intervals.  Most  investigators  generally  have 
followed  this  plan  of  treatment.  In  our  earlier 
studies23,24  we  favored  the  use  of  penicillin  intra- 
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TABLE  V. — Comparison  of  Results  in  Cases  of  Pneu-0" 
mococcic  Meningitis  Treated  with  Penicillin  System- 
ically and  Intrathecally  with  Those  in  Cases  Treated 
with  Systemic  Penicillin  Only 


Penicillin 

Regimen 

Num- 

ber 

of 

Cases 

Num- 

ber 

Recov- 

ered 

Num- 

ber 

Died 

Per 

Cent 

Recov- 

ered 

Systemic  and  intra- 
thecal 

214 

129 

85 

60 

Systemic  only 

55 

43 

12 

78 

d 


muscularly  and  intrathecally,  but  we  have  since L 
abandoned  the  intrathecal  medication.  The  re-L 
suits  of  our  experience  are  shown  in  Table  V.  i 
While  it  is  difficult  to  compare  two  groups  that | to 
are  numerically  disproportionate,  nonetheless  it 
may  be  noted  that  the  recovery  rate  was  consider- 
ably higher  in  the  group  of  patients  treated  only 
with  systemic  penicillin. 

There  is  at  present  no  unity  of  opinion  with 
respect  to  the  adjunctive  use  of  sulfonamides. 
We  agree  with  Dowling  and  his  collaborators22 
who  believe  that  sulfonamides  are  not  necessary 
when  large  doses  of  penicillin  are  used.  However, 
most  clinicians  still  prefer  to  employ  sulfonamides 
as  adjuvants. 

There  is  also  much  uncertainty  regarding  the 
value  of  antibiotics  other  than  penicillin  in  the 
treatment  of  pneumococcic  meningitis.  Several 
reports  have  appeared  on  the  successful  treatment 
of  this  form  of  meningitis  with  the  tetracyclines, 
chloramphenicol,  and  erythromycin.25-28  We 
have  not  used  any  of  these  drugs  alone,  but  we 
have  used  them  in  combination  with  penicillin  in 
the  treatment  of  a small  number  of  patients  with 
pneumococcic  meningitis.  The  results  of  the 
combined  therapy  were  not  as  satisfactory  as 
those  obtained  with  penicillin  alone.  This  ex- 
perience is  in  agreement  with  the  work  of  Lepper 
and  Dowling29  who  concluded  that  penicillin  and 
Aureomycin  are  mutually  antagonistic  when  em- 
ployed together  in  the  treatment  of  pneumo- 
coccic meningitis. 

At  present  it  is  our  belief  that  pneumococcic 
meningitis  might  best  be  treated  with  large  doses 
of  aqueous  penicillin  without  the  use  of  adjuvant 
drugs.  We  recommend  the  intramuscular  ad- 
ministration of  one  million  units  of  the  antibiotic 
every  two  hours.  In  infants  and  young  children, 
one  half  of  this  dose  is  generally  sufficient.  The 
total  daily  dose  of  the  antibiotic  may  also  be 
given  intravenously,  using  a continuous  saline) 
infusion  drip  method.  The  administration  of  the 
drug  is,  as  a rule,  continued  for  a period  of  five 
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) seven  days  after  clinical  improvement  is  mani- 
st  and  the  spinal  fluid  no  longer  shows  organisms 
r diminution  in  the  sugar  content.  This  pre- 
7 iution  is  necessary  because  of  the  frequency  of 
elapse  in  this  form  of  meningitis. 

Generally,  the  intensive  penicillin  therapy  suc- 
beds  in  clearing  up  many  of  the  primary  foci  of 
ifection  so  that  operative  procedures  on  the 
bcal  infections  are  rarely  required.  On  occasion, 
lowever,  it  may  be  necessary  to  eradicate  a 
jrimary  focus  in  order  to  bring  about  a complete 
* ecovery  and  to  prevent  a recurrence  of  the  dis- 
ase. 

Complications  and  Sequelae.- — It  has  often 
ieen  stated  that  such  serious  complications  as 
deafness,  blindness,  paralysis,  and  mental  retarda- 
ion  are  more  frequent  in  pneumococcic  than  in 
iny  other  form  of  purulent  meningitis.  In  our 
3xperience  the  incidence  of  neurologic  residua 
in  this  disease  has  been  approximately  the  same 
r;  as  in  Hemophilus  influenzae  meningitis,  about  7 
per  cent.  Most  of  these  sequelae  are  observed 
in  infants  under  one  year  of  age.  Other  com- 
plications include  subdural  effusions  which 
usually  can  be  relieved  by  aspiration  and  the 
rare  occurrence  of  acute  endocarditis  which  re- 
quires an  intensive  and  prolonged  course  of 
penicillin  therapy. 

Meningitis  Due  to  Hemophilus  Influ- 
enzae 


Meningitis  due  to  H.  influenzae  is  essentially  a 
disease  of  infants  and  young  children.  It  is 
i usually  a primary  disease  and  is  caused  almost 
always  by  type  B influenza  bacillus.  There  is, 
of  course,  no  connection  between  clinical  in- 
fluenza and  meningitis  due  to  H.  influenzae,  al- 
though the  terminology  has  led  some  physicians 
I to  the  opinion  that  there  is  a relationship  between 
the  two  diseases. 

Clinical  Manifestations. — The  symptoma- 
tology of  influenzal  meningitis  differs  in  no  way 
from  that  of  the  other  forms  of  purulent  meningi- 
tis and  includes  headache,  vomiting,  fever,  irrita- 
bility, convulsions,  delirium  or  stupor,  nuchal 
rigidity,  and  positive  Kernig  and  Brudzinski 
signs.  Hemorrhagic  skin  lesions  are  encountered 
on  occasion.  Cases  with  a hemorrhagic  eruption 
were  reported  by  Lindsay  et  al.,30  by  Edmonds 
and  Neter31  and  by  Warthen.32  Since  a large 
( percentage  of  cases  occurs  in  infancy,  it  may  be 
well  to  emphasize  again  that  the  early  symptoms 
at  this  age  are  not  conspicuously  referable  to  the 


TABLE  VI. — Antibiotic  Sensitivity  Tests  on  104  Hemo- 
philus Influenzae  Cultures  Isolated  from  Spinal  Fluid 


Antibiotic 

Number 
of  Strains 
Tested 

Extreme  Ranges  in 
Micrograms  of 
Antibiotic  Per  ml.  of 
Medium  Required  to 
Sterilize  a 1 : 400 
Dilution  of  a 
Four-Hour  Culture 

Streptomycin 

104 

0.012  to  12.5 

C hlor  te  tr  acy  cline 

45 

0.065  to  7.8 

Oxytetracycline 

33 

0.04  to  2.5 

Tetracycline 

16 

0.06  to  2.5 

Chloramphenicol 

36 

0.09  to  15.6 

Erythromycin 

22 

0.078  to  5.0 

central  nervous  system.  The  earliest  signs  are 
usually  those  of  a gastrointestinal  disturbance, 
irregular  fever,  irritability,  drowsiness,  and  a 
bulging  fontanel. 

Bacteriologic  Diagnosis. — A definite  diag- 
nosis can  be  made  only  by  examination  of  the 
spinal  fluid.  The  fluid  is  cloudy  to  purulent  in 
appearance  and  shows  a marked  pleocytosis  with 
a preponderance  of  polymorphonuclears,  a vari- 
able increase  in  protein,  and  when  the  disease  is 
well-established,  a decided  decrease  in  the  sugar 
content.  In  rare  cases  the  fluid  shows  only  a few 
cells  or  a predominance  of  mononuclears.  The 
influenza  bacillus  is  demonstrated  by  smear  and 
culture.  The  organism  is  a small,  pleomorphic, 
gram-negative  bacillus  which  is  occasionally  mis- 
interpreted as  a meningococcus.  Absolute  identi- 
fication of  the  organism  is  established  by  means  of 
capsular  swelling  with  specific  rabbit  antiserum. 
This  can  be  done  with  the  bacilli  directly  from 
the  spinal  fluid.  Cultivation  of  H.  influenzae  is 
accomplished  best  on  Levinthaks  medium.  In  a 
high  percentage  of  the  cases  the  blood  culture  also 
is  positive. 

Treatment. — Prior  to  the  advent  of  chemo- 
therapy the  mortality  in  influenzal  meningitis 
varied  from  90  to  100  per  cent.  The  status  of 
the  disease  has  been  altered  considerably  by  the 
use  of  sulfonamides  and  specific  rabbit  antiserum. 
The  introduction  of  streptomycin  and  the  broad- 
spectrum  antibiotics  marked  further  advances. 
Indeed,  by  means  of  antibiotic  therapy  it  is  now 
possible  to  cure  almost  all  cases  of  H.  influenzae 
meningitis.  Since,  as  shown  in  Table  VI,  the 
influenza  bacillus  is  highly  susceptible  to  the 
action  of  several  antibiotics,  the  physician  has  at 
his  disposal  a number  of  very  effective  agents  for 
the  treatment  of  meningitis  due  to  this  organism. 
There  is,  however,  no  unity  of  opinion  regarding 
the  drug  of  choice.  Pediatricians  generally 
have  favored  the  use  of  chloramphenicol  and  have 
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Table  VII. — Results  of  Antibiotic  Therapy  in  182  Cases 
of  Hemophilus  Influenzae  Meningitis 


Antibiotics  Employed 

Number 

of 

Cases 

Number 

Recov- 

ered 

Number 

Died 

Chloramphenicol 
Streptomycin  intramuscu- 

20 

18 

2 

larly 

Streptomycin  intramuscu- 

28 

27 

1 

larly  and  intrathecally 
Tetracyclines  (chlortetra- 
cy cline,  oxy tetracycline, 

75 

73 

2 

tetracycline) 
Chloramphenicol  and 

10 

9 

1 

tetracyclines 

Chloramphenicol  and  eryth- 

6 

6 

0 

romycin 

Streptomycin  and  tetracy- 

1 

1 

0 

clines 

Chloramphenicol  and 

13 

13 

0 

streptomycin 

Chloramphenicol,  strepto- 

21 

21 

0 

mycin  and  tetracyclines 

8 

7 

1 

Total 

182 

175 

7 

published  numerous  reports  on  the  subject.26-33'39 
Many  physicians  hesitate  to  use  streptomycin  be- 
cause of  the  potential  hazards  of  the  emergence 
of  drug-resistance  and  the  development  of  vestib- 
ular dysfunction.  In  our  experience  these  mani- 
festations are  of  rare  occurrence  during  short 
courses  of  therapy.  According  to  some  investiga- 
tors,40'42 objection  to  the  tetracyclines  is  that 
their  use  frequently  results  in  a delayed  clinical 
response.  It  is  also  well  to  bear  in  mind  that  in 
recent  years  there  have  appeared  a number  of 
reports  on  the  occurrence  of  aplastic  anemia  fol- 
lowing the  use  of  chloramphenicol.43'48 

There  can  be  no  doubt  that  the  antibiotics 
under  consideration  are  all  efficacious  in  the 
therapy  of  H.  influenzae  meningitis.  Table  YII 
shows  our  results  with  these  antibiotics  in  182 
cases  of  influenzal  meningitis.  In  addition, 
many  of  the  patients  received  sulfonamides,  and 
some  received  penicillin  as  well.  The  recovery 
rate  in  this  series  of  cases  was  96  per  cent.  At 
present  we  are  inclined  to  regard  streptomycin 
and  chloramphenicol  as  the  more  effective  agents. 
In  our  opinion,  the  main  advantage  of  chloram- 
phenicol is  that  it  can  be  given  orally.  When 
streptomycin  is  used,  it  is  not  necessary  to  ad- 
minister it  intrathecally.  There  is  apparently  no 
additional  benefit  from  the  employment  of  com- 
binations of  antibiotics  or  from  the  adjunctive  use 
of  sulfonamides. 

The  recommended  dosage  schedule  for  the 
various  antibiotics  is  as  follows: 

Streptomycin  is  given  intramuscularly,  using 
a dose  .of  1/JZ  to  1 Gm.  per  day,  depending  on 
age. 


Chloramphenicol  can  be  used  intravenously, 
intramuscularly,  or  orally.  It  is  often  a good 
plan  to  administer  the  first  three  or  four  doses 
parenterally  and  then  orally.  The  average  daily 
dose  of  the  drug  is  100  mg.  per  Kg.  of  body  weight. 
At  times  it  is  necessary  to  raise  the  dosage  to  150 
and  even  200  mg.  per  Kg.  Parenteral  treatment 
generally  is  given  at  eight  or  twelve-hour  inter- 
vals and  oral  medication  at  six-hour  intervals. 

Tetracyclines  may  be  used  parenterally  or 
orally.  It  is  advisable  to  initiate  with  parenteral 
and  follow  with  oral  medication.  The  daily 
tetracycline  dosage  is  50  to  60  mg.  per  Kg.  ad- 
ministrated at  six  or  eight-hour  intervals. 

With  all  regimens,  treatment  is  continued  for  a 
period  of  five  to  seven  days  after  the  temperature 
has  become  normal  and  the  spinal  fluid  no  longer 
shows  organisms  or  diminution  in  the  sugar  con- 
tent. 

Complications  and  Sequelae. — As  previously 
mentioned,  serious  neurologic  complications, 
such  as  deafness,  blindness,  paralysis,  and  mental 
retardation,  occur  in  about  7 per  cent  of  in- 
fluenzal meningitis  cases,  predominantly  in  in- 
fants under  one  year  of  age.  The  occurrence 
of  these  residua  constitutes  an  important  problem 
which  requires  further  study. 

In  recent  years  several  investigators49-52  have 
called  attention  to  the  high  incidence  of  subdural 
effusions  that  are  secondary  to  bacterial  meningi- 
tis. It  has  been  stressed  that  this  is  most  com- 
mon with  H.  influenzae  meningitis.  Most  of  the 
effusions  have  been  observed  in  infants  under 
one  year  of  age.  The  fluid  collections  are  usually 
sterile  but  may  be  purulent,  and  on  culture  they 
yield  the  same  organism  responsible  for  the  men- 
ingitis. An  interesting  and  important  feature  is 
the  development  of  fibrous  membranes  around 
the  more  chronic  effusions. 

The  pathogenesis  of  the  subdural  fluid  is  at 
present  a matter  of  speculation.  It  was  sug- 
gested by  Smith  et  al.bl  that  the  effusions  occur  as 
a result  of  thrombophlebitis  involving  the  bridging 
veins  which  traverse  the  subdural  space.  Gitlin53 
found  that  the  albumin-gamma  globulin  ratio  and 
the  albumin-total  protein  ratio  in  subdural  fluid 
were  considerably  higher  than  the  same  ratios  in 
blood  serum  removed  at  the  same  time.  On  the 
basis  of  these  findings  he  postulated  that  the 
mechanism  of  subdural  fluid  is  an  effusion  through 
irritated  or  damaged  capillary  walls-  in  the 
arachnoid  or  in  the  dura  itself. 

The  effusions  usually  appear  towards  the  end 
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of  the  first  week  of  the  patient’s  illness.  The 
salient  clinical  manifestations  of  this  complication 
are  persistent  irritability,  lethargy,  prolongation 
of  fever  after  seventy-two  hours  of  specific 
therapy,  vomiting,  focal  convulsions,  enlarging 
head,  bulging  fontanel,  persistent  opisthotonos, 
and  any  gross  neurologic  abnormality.  An  im- 
portant laboratory  finding  is  the  presence  of  a 
positive  cerebrospinal  fluid  culture  after  forty- 
eight  hours  of  adequate  treatment.  These  fea- 
tures have  been  regarded  by  most  investigators  as 
indications  for  performing  subdural  taps.  How- 
ever, it  should  be  noted  that  subdural  effusions 
are  frequently  present  without  the  indications 
mentioned  above.  For  example,  in  the  20  cases 
of  subdural  effusion  reported  by  Smith  et  al.bl 
there  were  nine  without  clinical  indications.  In  a 
group  of  24  cases  of  bacterial  meningitis  which 
lacked  the  symptomatology  of  subdural  fluid  and 
in  which  subdural  taps  were  done  as  a routine,  we 
found  fluid  in  12  instances. 

With  respect  to  therapy,  these  effusions  are 
probably  best  treated  by  aspiration  of  fluid  every 
day  or  two  until  clear.  Surgical  intervention 
with  excision  of  subdural  membranes  is  advocated 
as  the  treatment  of  choice  in  more  chronic  or 
persistent  accumulations. 

Of  special  interest  is  the  question  of  the  causal 
relationship  of  such  fluid  collections  to  the  inci- 
dence of  permanent  neurologic  damage  following 
meningitis.  McKay  and  his  associates50  believe 
that  the  presence  of  significant  amounts  of  fluid 
in  the  subdural  space  over  periods  longer  than  a 
few  days  may  result  in  permanent  brain  damage. 
Smith54  feels  that  the  presence  of  subdural 
effusions  in  infants  reduces  the  chances  for  com- 
plete mental  and  neurologic  recovery.  These 
opinions  notwithstanding,  a strict  correlation  of 
subdural  effusions  with  neurologic  residua  does 
not,  in  the  present  state  of  knowledge,  seem 
warranted. 


Streptococcic  Meningitis 

Streptococcic  meningitis  is  most  frequently 
associated  with  otitis  media  and  mastoiditis.  It 
also  may  be  secondary  to  sinusitis,  brain  abscess, 
infections  of  the  respiratory  tract,  bacterial 
endocarditis,  and  operation  or  injury  to  the  head. 
The  etiologic  agent  is  in  most  instances  the 
hemolytic  streptococcus.  In  a small  number  of 
cases  Streptococcus  viridans,  Streptococcus 
gamma,  enterococcus,  anaerobic,  and  unclassified 


types  of  streptococci  have  been  recovered. 

As  previously  noted  the  incidence  of  strepto- 
coccic meningitis  has  declined  sharply  during  the 
past  decade.  The  precise  reason  for  this  reduc- 
tion is  not  known.  It  is  probable,  however,  that 
the  increased  use  of  antibiotics  for  upper  respira- 
tory tract  infections  has  prevented  the  develop- 
ment of  many  potential  primary  suppurative 
foci. 

Diagnosis. — The  clinical  features  of  strepto- 
coccic meningitis  are  much  the  same  as  those 
described  for  pneumococcic  meningitis.  In  cases 
associated  with  bacterial  endocarditis  there  also 
may  be  evidence  of  embolic  phenomena,  including 
petechial  hemorrhages  under  the  skin  and  in  the 
conjunctivae.  The  precise  diagnosis  depends  on 
the  analysis  of  the  spinal  fluid  which  follows  the 
plan  outlined  for  the  other  forms  of  purulent 
meningitis.  The  cytology  and  chemical  deter- 
minations are  similar  to  those  found  in  pneu- 
mococcic meningitis.  However,  the  gram-posi- 
tive cocci  recovered  directly  from  the  spinal 
fluid  or  from  the  spinal  fluid  culture  show  a nega- 
tive quellung  reaction  with  antipneumococcus 
sera.  The  organisms  also  are  insoluble  in  bile. 
In  order  to  study  hemolysis  it  is  necessary  to  have 
a culture  on  a blood  agar  plate.  Since,  as  shown 
by  Finland  et  al.5b  and  by  Jawetz  and  Gunnison,58 
there  are  considerable  differences  among  the 
various  streptococci  in  their  susceptibility  to 
individual  antibiotics,  it  is  extremely  important 
to  do  antibiotic  sensitivity  tests  on  the  isolated 
organism. 

Treatment. — Before  the  advent  of  chemo- 
therapy the  case  fatality  rate  in  streptococcic 
meningitis  was  more  than  95  per  cent.  The  use 
of  sulfonamides  has  reduced  this  mortality  rate 
to  about  35  per  cent.  With  the  introduction  of 
penicillin  the  prognosis  for  patients  with  men- 
ingitis of  this  type  was  further  improved.  At 
present  penicillin  is  regarded  as  the  drug  of  choice 
in  the  therapy  of  streptococcic  meningitis.  The 
antibiotic  should  be  employed  in  accordance  with 
the  schedule  recommended  for  penumococcic 
meningitis.  In  cases  of  marked  severity  the 
antibiotic  therapy  should  be  combined  with 
sulfonamides,  which  have  proved  to  be  highly 
effective  in  the  treatment  of  this  disease.  Since 
most  strains  of  enterococci  are  more  resistant  to 
penicillin  than  are  the  other  streptococci,  it  is 
advisable  to  combine  the  penicillin  with  2 Gm.  of 
streptomycin  or  dihydrostreptomycin  daily  in 
accordance  with  the  method  advocated  for  the 
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therapy  of  enterococcal  endocarditis.57  The 
treatment  for  streptococcic  meningitis  should  be 
continued  for  five  to  seven  days  after  the  spinal 
fluid  has  become  sterile  and  all  clinical  evidence 
indicates  that  the  infection  has  subsided. 

Complications. — The  most  important  com- 
plication in  streptococcic  meningitis  is  brain 
abscess,  which  is  not  infrequent  and  may  develop 
after  the  meningitis  apparently  is  brought  under 
control.  When  the  abscess  is  localized,  it  should 
be  evacuated  as  soon  as  possible.  Unfortunately, 
it  is  often  difficult  to  diagnose  or  to  localize  this 
serious  brain  lesion.  Other  complications  in- 
clude deafness  and  endocarditis,  both  of  which  are 
relatively  rare. 

Staphylococcic  Meningitis 

Staphylococcic  meningitis  is  much  less  frequent 
than  the  forms  of  meningitis  already  discussed. 
It  may  be  a complication  of  staphylococcic 
bacteremia  or  it  may  be  secondary  to  infections 
on  the  face,  osteomyelitis  of  the  skull  or  spine,  or 
spinal  epidural  abscess.  The  infection  may  on 
rare  occasion  be  introduced  during  the  perform- 
ance of  a lumbar  tap  or  the  administration  of 
spinal  anesthesia,  or  after  an  operation  on  the 
head  or  spine. 

Diagnosis. — The  symptomatology  of  Staphy- 
lococcic meningitis  is  similar  to  that  of  the  other 
forms  of  purulent  meningitis.  The  accurate 
diagnosis  is  based  on  the  spinal  fluid  study,  which 
follows  the  pattern  outlined  for  the  other  forms  of 
meningitis.  Identification  of  the  organism  is 
established  by  its  cultural  characteristics.  The 
importance  of  doing  antibiotic  sensitivity  tests 
on  the  isolated  organism  cannot  be  overempha- 
sized. 

Treatment. — Occasional  recoveries  in 
staphylococcic  meningitis  have  followed  the  use 
of  sulfonamides.  In  most  instances,  however,  the 
patients  have  not  responded  to  sulfonamide 
therapy.  Penicillin  has  yielded  more  satisfac- 
tory results  and  for  a number  of  years  has  ap- 
peared to  be  the  drug  of  choice  in  the  treatment  of 
this  form  of  meningitis.  However,  the  sensi- 
tivity of  staphylococci  to  penicillin  has  decreased 
steadily,  and  the  incidence  of  susceptible  strains 
is  at  present  only  about  25  per  cent.58-59  Many 
investigators60-65  have  called  attention  to  the  fact 
that  the  incidence  of  resistant  strains  is  higher  in 
hospital  populations  than  in  the  community  at 
large.  For  a while  penicill in-resistant  staphylo- 
cocci were  susceptible  to  several  new  anti- 


biotics as  they  became  available.  These  included 
streptomycin,  chloramphenicol,  the  various  tetra- 
cyclines, erythromycin,  bacitracin,  and  novo- 
biocin. However,  ample  evidence  is  accumulat- 
ing to  indicate  that  with  continued  usage  the 
newer  antibiotics  are  steadily  becoming  less  ef- 
fective in  staphylococcic  diseases.58-61-66-65  Since, 
according  to  Kirby,69  less  than  10  per  cent  of  the 
staphylococci  are  now  resistant  to  erythromycin, 
chloramphenicol,  or  bacitracin,  these  drugs  remain 
among  the  more  useful  agents  in  the  treatment  of 
staphylococcic  infections.  Bacitracin,  however, 
must  be  used  with  caution,  since  it  majr  cause 
serious  renal  damage.  It  is  also  well  to  bear  in 
mind  the  work  of  Fisher  and  co workers70  who  have 
shown  that  even  with  penicillin-resistant  staphylo- 
cocci, penicillin  may  be  effective  when  given  in 
large  doses  in  conjunction  with  other  anti- 
biotics. 

The  choice  of  antibiotic  treatment  in  staphylo- 
coccic meningitis  therefore  depends  on  the  results 
of  sensitivity  tests.  If  the  staphylococcal  strain 
is  highly'  sensitive  to  penicillin,  this  antibiotic 
should  be  used  in  accordance  with  the  schedule 
recommended  for  pneumococcic  meningitis, 
namely,  12  million  units  of  the  drug  daily,  ad- 
ministered parenterally.  In  infections  caused  by 
an  organism  with  moderate  or  slight  penicillin 
sensitivity,  much  larger  doses  of  the  antibiotic  are 
required,  generally  20  to  40  million  units  per  day 
administered  by  continuous  intravenous  drip. 
When  the  causative  staphylococcus  is  penicillin- 
resistant,  it  seems  best  to  use  large  doses  of  peni- 
cillin in  combination  with  other  antibiotics  to 
which  the  organism  shows  sensitivity.  The  latter 
generally  include  erythrontycin  2 to  4 Gm., 
chloramphenicol  2 to  3 Gm.  novobiocin  2 Gm., 
and  bacitracin,  50,000  to  100,000  units  per  day. 
With  all  regimens  treatment  is  continued  for  at 
least  two  weeks,  even  though  clinical  improvement 
and  return  of  the  spinal  fluid  findings  to  normal 
may  have  become  apparent  earlier. 

Unusual  Forms  of  Meningitis 

Diagnosis. — :As  shown  in  Table  II,  the  unusual 
forms  of  meningitis  are  caused  by  a large  variety 
of  pathogens,  the  more  important  of  which  are 
Escherichia  coli,  Klebsiella  pneumoniae,  Pseudo- 
monas aeruginosa,  and  Proteus.  Meningitis  due 
to  the  enteric  bacilli  occurs  principally  in  new- 
born infants.  In  addition  to  the  enteric  source, 
some  of  these  forms  of  meningitis  have  followed 
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urinary  tract,  respiratory,  or  otitic  infections,  or 
were  secondary  to  an  infected  meningocele,  con- 
genital dermal  sinus,  skull  injury,  or  to  head  and 
spine  operations.  It  was  pointed  out  by  Wein- 
stein and  Perrin71  that  78  per  cent  of  the  cases 
of  meningitis  due  to  Pseudomonas  aeruginosa 
have  followed  intrathecal  instillations  of  con- 
taminated anesthetic  or  other  drug  solutions. 
Harris,  Buxbaum,  and  Appelbaum72  reported  four 
cases  of  pneumococcus  meningitis  in  which 
Pseudomonas  infections  supervened  from  the  use 
of  contaminated  syringes  employed  in  mixing 
penicillin  that  was  injected  intrathecally. 

The  clinical  picture  in  any  of  the  unusual  forms 
is  much  the  same  as  that  of  the  more  common 
forms  of  purulent  meningitis.  The  diagnosis  can 
be  established  only  by  the  isolation  of  the  causa- 
tive organism  from  the  spinal  fluid. 

Treatment. — Prior  to  the  introduction  of 
chemotherapy  these  forms  of  meningitis  were  al- 
most uniformly  fatal.  The  use  of  sulfonamides 
resulted  in  recovery  in  isolated  cases.  With  the 
advent  of  antibiotics  there  was  a decided  im- 
provement in  prognosis.  The  drugs  which  have 
proved  most  satisfactory  in  the  treatment  of 
these  meningitides  are  sulfadiazine,  strepto- 
mycin, the  various  tetracyclines,  chloramphenicol, 
polymyxin,  and  neomycin.  In  many  cases  it  is 
necessary  to  use  a combination  of  drugs.  It  is 
undoubtedly  advisable  to  determine  the  organ- 
ism’s sensitivity  to  the  various  antibiotics  and 
plan  the  treatment  accordingly. 

On  the  basis  of  experience  it  may  be  well  to 
emphasize  certain  practical  aspects  of  the 
therapy.  In  many  cases  successful  results  were 
obtained  with  streptomycin  in  combination  with 
sulfadiazine  and  one  of  the  tetracyclines  or 
chloramphenicol.  In  most  instances  strepto- 
mycin can  be  given  intramuscularly  only,  but  on 
occasion  intrathecal  use  of  the  drug  is  also  re- 
quired. The  dosages  of  the  various  drugs  are  the 
same  as  those  used  in  the  therapy  of  the  other 
forms  of  purulent  meningitis.  The  daily  intra- 
thecal dose  of  streptomycin  is  50  or  100  mg.  Of 
the  newer  antibiotics,  polymyxin  has  shown 
real  promise  against  Pseudomonas  meningitis. 
Since  it  was  found  by  Schoenbach73  that  poly- 
myxin does  not  pass  into  the  subarachnoid  space 
even  in  the  presence  of  meningitis,  it  is  essential 
to  use  the  drug  intrathecally  as  well  as  intra- 
muscularly. It  also  has  been  emphasized  by 
Jawetz74  and  by  Biehl  and  Hamburger75  that 
intramuscular  polymyxin  need  not  be  given  when 


the  intrathecal  route  is  used.  The  average  daily 
intramuscular  dose  of  polymyxin  is  3 mg.  per  Kg. 
of  body  weight  given  in  divided  amounts,  and  the 
daily  intrathecal  dose  varies  from  2 to  5 mg. 
administered  in  10  cc.  of  saline.  There  are  also 
reports  on  the  successful  treatment  of  Pseudo- 
monas meningitis  with  neomycin  administered 
intramuscularly  and  intrathecally.76-77  This  drug 
also  has  been  used  in  the  therapy  of  Proteus 
meningitis.  The  daily  intramuscular  dose  of 
neomycin  is  10  to  15  mg.  per  Kg.  of  body  weight 
administered  in  divided  amounts,  and  the  intra- 
thecal dose  is  25  mg.  However,  it  should  be 
borne  in  mind  that  neomycin  is  highly  nephro- 
toxic and  ototoxic  when  given  parenterally.  The 
intrathecal  use  of  the  enzymes  streptokinase  and 
strep todornase  in  these  and  other  forms  of 
purulent  meningitis  has  been  reported  by  several 
investigators.77  -80  In  our  opinion  this  subject 
requires  further  study,  and  in  the  present  state  of 
knowledge  the  intrathecal  use  of  enzymes  is  not 
recommended.  It  is  important  to  emphasize 
that  therapy  in  the  unusual  forms  of  meningitis 
should  be  prolonged  because  of  the  danger  of 
relapse.  Surgical  drainage  may  be  necessary  in 
order  to  achieve  complete  recovery  in  cases  that 
have  a focal  infection. 

Treatment  of  Purulent  Meningitis  of 
Undetermined  Etiology. — In  cases  of  purulent 
meningitis  in  which  the  etiologic  agent  cannot  be 
found  or  accurately  identified,  it  is  essential  to  use 
a combination  of  drugs  known  to  be  effective 
against  the  more  common  pathogens.  A com- 
bined regimen  of  sulfonamides,  penicillin,  and 
chloramphenicol  is  at  present  regarded  as  most 
satisfactory  for  this  purpose.  These  drugs  are 
administered  in  accordance  with  the  schedule 
recommended  for  the  forms  of  purulent  meningitis 
of  known  etiology. 

Summary 

We  have  discussed  the  diagnostic  aspects  and 
the  newer  methods  of  treatment  of  the  various 
forms  of  purulent  meningitis.  Many  of  the 
etiologic  types  of  meningitis  present  clinical  mani- 
festations which  are  at  times  almost  indistinguish- 
able. The  major  symptomatology  includes  head- 
ache, vomiting,  fever,  convulsions,  change  in  the 
mental  state,  and  signs  of  meningeal  irritation. 
In  meningococcic  infection  there  is  frequently  a 
polymorphous  or  hemorrhagic  skin  eruption. 
The  diagnosis  of  meningitis  is  often  delayed  in 
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infants  who  display  less  characteristic  signs 
of  meningeal  irritation.  The  fulminating  form 
of  meningococcic  infection  is  characterized  by  the 
presence  of  an  overwhelming  bacteremia  together 
with  profound  circulatory  collapse. 

In  all  of  the  purulent  forms  of  meningitis  an 
accurate  diagnosis  of  the  etiologic  agent  requires 
immediate  bacteriologic  studies  on  the  blood  and 
spinal  fluid.  The  meningococcus  agglutination 
test  is  a useful  diagnostic  procedure  in  cases  of 
clinically  typical  meningococcic  infection  which 
lack  bacteriologic  proof. 

The  development  of  chemotherapy  and  the 
introduction  of  the  various  antibiotics  are  respon- 
sible for  the  highly  successful  results  obtained  in 
the  treatment  of  the  more  common  forms  of 
purulent  meningitis.  The  sulfonamides  are  the 
best  chemotherapeutic  agents  for  meningococcic 
infection.  In  the  fulminating  form  of  the  disease 
the  chemotherapy  should  be  used  in  combination 
with  drugs  that  counteract  the  peripheral  vascular 
collapse. 

The  drug  of  choice  in  the  treatment  of  pneumo- 
coccic  meningitis  is  penicillin,  administered 
systemically  only.  For  the  treatment  of  meningi- 
tis due  to  H.  influenzae  several  very  effective 
•agents  are  available,  including  streptomycin, 
chloramphenicol,  and  the  tetracyclines. 

Penicillin  is  regarded  as  the  drug  of  choice  in  the 
therapy  of  streptococcic  meningitis.  The  treat- 
ment of  staphylococcic  meningitis  is  a difficult 
problem  because  of  the  high  incidence  of  anti- 
biotic-resistant  staphylococci.  Antibiotic  ther- 
apy in  this  form  of  meningitis  depends  mainly  on 
the  results  of  sensitivity  tests. 

The  drugs  which  have  proved  most  satisfactory 
in  the  treatment  of  the  unusual  forms  of  meningi- 
tis are  sulfadiazine,  streptomycin,  the  various 
tetracyclines,  chloramphenicol,  polymyxin,  and 
neomycin.  It  is  essential  in  these  cases  to  deter- 
mine the  organism’s  sensitivity  to  the  various 
antibiotics  and  plan  the  treatment  accordingly. 
During  the  course  of  treatment  in  all  forms  of 
pyogenic  meningitis  it  is  necessary  to  bear  in 
mind  the  possibility  of  toxic  reactions  and  the 
development  of  complications,  particularly  sub- 
dural effusions. 
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Dr.  Carl  Goldmark,  Chairman:  This  is  the 
third  panel  discussion  of  the  fiscal  year.  Your 
Committee  will  soon  be  drawling  up  its  program 
for  next  year.  If  there  are  any  problems  on 
perinatal  morbidity  and  mortality  that  an}r  of 
you  feel  the  Committee  should  discuss,  please 


Presented  at  an  open  meeting  of  the  Special  Committee  on 
Infant  Mortality  of  the  Medical  Society  of  the  County  of 
New  York,  March  21,  1957,  Dr.  Carl  Goldmark,  chairman, 
and  Dr.  Harold  Abramson,  secretary,  145  East  61st  Street, 
New  York  21,  New  York.  The  following  are  members  of  the 
Committee:  Drs.  Virginia  Apgar,  Gustave  J.  Beck,  William 

Beinfeld,  Joseph  Constantine,  Edwin  Gold,  Peter  Gruenwald, 
Duncan  Holaday,  Harold  Jacobziner,  Stanley  James,  David 
Lehr,  Walter  Levy,  Edward  Marbury,  Jean  Pakter,  William 
Silverman,  Lawrence  Slobody,  Martin  Stone,  Lotte  Strauss, 
Edward  Wasserman,  Louis  Weymuller,  Leo  Wilson,  and 
Mr.  Herbert  Rich. 


drop  a line  to  our  secretary.  All  suggestions  will 
be  given  full  consideration. 

The  subject  of  this  evening’s  discussion  is 
respiratory  difficulties  of  newborn  infants.  I am 
sure  the  panel  on  the  platform  tonight  is  well 
known.  (Dr.  Goldmark  then  introduced  the 
members  of  the  panel.)  I will  now  turn  the 
meeting  over  to  the  moderator,  Doctor  Samuel 
Levine. 

Dr.  Samuel  Z.  Levine:  Thank  you  Dr. 

Goldmark.  As  you  know,  perinatal  (including 
fetal)  wastage  is  the  third  highest  cause  of  death 
in  this  country  throughout  the  entire  life  span. 
Cancer  and  heart  disease  are  the  onl}r  two  con- 
ditions which  exceed  the  number  of  deaths  from 
birth  or  before  birth  to  extreme  old  age.  It  has 
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been  estimated  that  from  40  to  50  per  cent  of  all 
perinatal  mortality  is  due  to  respiratory  distress. 
You  can  therefore  see  the  importance  of  the  sub- 
ject to  be  discussed  tonight.  The  plan  is  to 
have  the  speaker  talk  for  fifteen  minutes.  Then 
we  will  have  a question  period  of  five  minutes 
after  each  talk.  During  this  question  period  we 
would  like  to  restrict  ourselves  to  questions  and 
not  comments.  At  the  end  of  the  talks  and  dis- 
cussions we  hope  to  have  twenty  to  thirty 
minutes  of  general  discussion,  particularly  with 
reference  to  therapy.  From  our  point  of  view, 
this  is  what  interests  us  most.  We  hope  to  arouse 
a lively  discussion  based  on  what  will  be  said 
with  regard  to  the  treatment  of  respiratory  diffi- 
culties of  newborn  infants. 

The  first  speaker  has  done  a considerable 
amount  of  work  in  this  field.  He  and  Clement 
Smith  are  well  known  in  this  area.  He  is  going 
to  tell  us  about  some  aspects  of  the  physiology 
of  neonatal  respiratory  distress.  As  Dr.  Gold- 
mark  has  stated,  he  needs  no  introduction.  His 
name  is  Charles  Davenport  Cook,  and  he  comes 
from  Harvard. 

Dr.  Charles  D.  Cook:  Although  I have 
studied  the  physiology  of  neonatal  respiratory 
distress,  especially  the  type  presently  called  “the 
hyaline  membrane  syndrome/  ’ I am  equally  con- 
cerned with  the  clinical  aspects  of  the  problem. 
In  fact  I do  not  believe  that  the  two  approaches, 
clinical  and  physiologic,  can  be  separated.  The 
present  frustrations  in  the  care  of  newborn  in- 
fants certainly  encourages  research  in  physiology, 
biochemistry,  and  pathology,  as  well  as  in  clinical 
fields,  in  an  effort  to  understand  better,  effectively 
treat,  and  consistently  prevent  neonatal  respira- 
tory distress. 

Although  there  is  considerable  overlap,  re- 
spiratory failure  in  newborn  infants  or  for  that 
matter  in  any  age  group  may  be  classified  in  tw^o 
main  groups:  (1)  central  nervous  system  failure, 
which  in  the  newborn  leads  to  apnea  and  the  need 
for  resuscitation,  and  (2)  peripheral  failure  of  the 
lungs  or  chest  structures.  In  newborn  infants  the 
latter  most  frequently  takes  the  form  of  the 
hyaline  membrane  syndrome. 

As  a background  for  the  discussion  the  steps  in 
the  initiation  of  extrauterine  respiration  are 
shown  schematically  in  Fig.  1.  In  considering 
these  it  is  well  to  remember  that  the  onset  of 
respiration  is  the  single  most  critical  adjustment 
made  at  the  time  of  birth.  The  lungs  must 
change  in  a few  minutes  from  a nonfunctioning 
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Fig.  1.  Pulmonary  capillary  erection  may  possibly 
have  some  slight  effect  on  expansion  of  the  lungs  al- 
though the  thoracic  cage  and  respiratory  muscles  are 
primarily  responsible  for  expansion. 


and  fluid-filled  state  to  a condition  compatible 
with  excretion  of  carbon  dioxide  and  uptake  of 
oxygen  in  amounts  sufficient  to  maintain  life. 
Respiration  is  probably  ordinarily  initiated  by 
sensory  stimuli.  In  emergency  situations  the 
chemical  stimuli  become  important.1  Without 
going  into  more  detail  concerning  the  central 
control  of  respiration  or  its  failure,  I would 
like  to  emphasize  that  central  nervous  system 
depression  should  not,  with  good  obstetric  care 
and  the  proper  use  of  anesthesia,  often  be  a cause 
of  neonatal  difficulty. 

For  adequate  lung  expansion  the  air  passages 
must  be  open,  the  lungs  must  not  be  abnormally 
stiff,  and  the  surface  tension  should  be  normal. 
When  normal  expansion  has  occurred,  normal  gas 
diffusion  will  result  in  adequate  gas  exchange. 

The  problem  presently  being  considered  is  not 
apnea  and  resuscitation  but  the  far  more  important 
(on  the  basis  of  frequency)  condition  of  idiopathic 
neonatal  respiratory  distress  (the  hyaline  membrane 
syndrome ).  In  this  condition  the  infant  initially 
breathes,  but  within  seconds  or  minutes  after 
birth,  begins  to  have  some  increase  in  respiratory 
rate,  some  progressive  sternal  and  intercostal 
retraction,  and  gradually  becomes  worse  during 
the  next  twelve  to  thirty-six  hours.  Cyanosis 
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Fig.  2.  Infant  with  proved  hyaline  membrane  syn- 
drome. Typical  diffuse  reticulogranular  pattern  is 
apparent. 


and  retention  of  carbon  dioxide  finally  develop, 
and  if  the  abnormalities  in  the  lungs  are  extensive 
enough,  the  process  progresses  to  respiratory 
Insufficiency,  respiratory  muscle  failure,  and 
death.  A typical  roentgenogram  from  one  of 
these  infants  is  shown  in  Fig.  2.  The  charac- 
teristic diffuse  reticulogranular  pattern  described 
by  Peterson  and  Pendleton2  is  apparent.  As  is 
well  known,  this  condition  is  seen  most  frequently 
in  premature  infants  and  in  those  born  to  diabetic 
mothers. 


A case  in  point  is  that  of  an  infant  born  two 
weeks  prematurely  by  elective  cesarean  section 
to  an  elderly  (thirty-seven-year-old)  primiparous 
woman.  Immediately  after  birth  there  began  a 
progression  of  the  signs  already  noted  as  fre- 
quently associated  with  the  hyaline  membrane 
syndrome.  The  infant  had  marked  sternal  re- 
traction (Fig.  3)  because  the  lung  was  extraor- 
dinarily resistant  to  expansion.  As  a result  the 
infant  had  to  work  four  to  six  times  as  hard  as 
normal  to  achieve  a normal  ventilation.  Finally, 
in  spite  of  strenuous  attempts  on  the  part  of  the 
infant  to  compensate  for  his  pulmonary  difficulty, 
he  was  unable  to  do  so  adequately  and  became 
cyanotic  and  died  at  the  age  of  twelve  hours. 
From  the  physiologic  point  of  view,  this  infant’s 
difficulty  involved  inability  to  expand  the  lungs 
adequately  coupled  with  insufficient  gas  exchange. 
The  pathologic  section  showed  a poorly  expanded 
lung,  with  hyaline  membranes  apparently  block- 
ing alveolar  ducts. 

Without  our  going  into  further  details  of  physi- 
ologic studies,  it  is  apparent  that  (1)  infants  with 
the  hyaline  membrane  syndrome  must  work  hard 
to  breathe,  (2)  in  spite  of  these  efforts  they  have 
inadequate  gas  exchange , and  ( 3 ) terminally 
their  respiratory  muscles  apparently  become  ex- 
hausted. Until  specific  therapy  is  available, 
present  information  suggests  that  various  meth- 
ods of  assisting  respiration  should  be  sought  and 
used. 

I would  like  to  present  some  theories  concern- 


]Fig.  3.  Tnfant  with  proved  hyaline  membrane  syndrome.  Marked  sternal  retraction  is  apparent. 
(. Photograph  courtesy  Dr.  J.  E.  Drorbaugh.) 
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ing  the  physiologic  basis  and  pathogenesis  of  this 
h}Taline  membrane  syndrome.  I must  preface 
my  remarks  by  saying  that  these  theories,  which 
are  based  on  the  data  of  a number  of  workers, 
are  not  by  any  means  proved.  However,  they 
may  provide  a basis  for  thinking  about  the  dis- 
ease process  and  may  suggest  possible  approaches 
to  research  and  therapy. 

Starting  with  the  end  result  first,  the  technic  of 
protein  identification  with  tagged  antibodies 
employed  by  Gitlin  and  Craig3  has  indicated  that 
the  hyaline  membrane  material  in  the  lung  is 
fibrin.  The  next  slide  shows  diagrammatically 
what  may  possibly  occur  in  the  production  of 
neonatal  respiratory  difficulty  (Fig.  4).  Am- 
niotic  fluid  has  an  adequate  amount  of  thrombo- 
plastin to  catalyze  the  formation  of  fibrin  from 
fibrinogen.  However,  amniotic  fluid  has  a very 
small  amount  of  fibrinogen,  so  that  it  seems  most 
probable  that  the  fibrinogen  must  come  from  the 
infant’s  own  tissue,  presumably  as  an  exudate  of 
plasma  from  the  blood  vessels  and  capillaries  of 
the  infant’s  lungs.  The  delicate  vessels  of  pre- 
matures, as  well  as  their  low  plasma  osmotic 
pressure,  may  aggravate  any  tendency  to  such 
exudation. 

In  the  scheme  for  the  hypothetical  pathogenesis 
of  the  hyaline  membrane  syndrome,  increased 
pulmonary  capillary  pressure  is  shown  as  an 
important  factor  contributing  to  a fibrinogen 
exudate.  I have  listed  the  changes  which  may 
produce  an  increased  pulmonary  capillary  pres- 
sure. Atelectasis  may  do  this,  and  this  in  turn 
may  be  secondary  to  depression  of  the  infant,  or  to 
weakness.  Left-sided  heart  failure  will  also  lead 
to  pulmonary  capillary  hypertension.  Oxygen 
lack  will  have  the  same  effect  as  will  sudden 
clamping  of  the  umbilical  cord.  As  is  well  known 
from  the  treatment  of  patients  with  congestive 
heart  failure  and  pulmonary  edema,  an  increase 
in  the  blood  volume  will  also  produce  pulmonary 
congestion.  In  this  regard  it  is  of  interest  that 
both  premature  infants  and  the  infants  of  dia- 
betic mothers  probably  have  hypervolemia  and 
certainly  have  a high  incidence  of  the  hyaline 
membrane  syndrome.  Finally,  the  slide  in- 
directly suggests  that  proper  lung  expansion  and 
proper  oxygenation  are  at  least  two  factors  which 
may  contribute  to  the  maintenance  of  a normal 
pulmonary  capillary  pressure,  and  presumably  to 
normal  alveoli  without  hyaline  membranes. 

Thus,  I have  suggested,  as  have  others,  that  a 
number  of  factors,  some  of  which  are  particularly 


seen  in  premature  infants  and  those  born  of 
diabetic  mothers,  may  alone  or  more  probably 
together  lead  to  pulmonary  capillary  hyper- 
tension. In  turn,  this  may  lead  to  an  exudate 
containing  fibrinogen  and  thus  to  the  hyaline 
membranes  seen  in  this  syndrome. 

One  of  the  most  fascinating  aspects  of  this  syn- 
drome is  one  of  the  most  unknown,  that  is,  the 
time-course  of  the  events  which  change  normal 
fetal  lungs  to  organs  that  are  unable  to  support 
life.  I suspect  that  it  may  only  require  minutes 
or  at  the  most  a few  hours  to  change  an  infant’s 
alveolar  ducts. and  alevoli  from  normal  to  ab- 
normal. If  this  is  so,  it  seems  possible  that  the: 
process  may  not  be  inevitable  and  might  be- 
successfully  interrupted.  In  many  cases  the; 
pathologic  process  may  be  reversible  shortly 
before,  or  even  during,  or  just  after  birth.  Thus, 
possibly  by  changing  the  timing  of  the  cord 
clamping,  adjusting  blood  volume,  giving  digitalis, 
producing  early  inflation  of  the  lungs,  or  provid- 
ing adequate  oxygenation,  we  may  in  some  way 
be  able  to  prevent  irreversible  changes. 

Finally,  I must  apologize  for  having  spent 
much  of  my  time  on  mere  speculation.  I only 
hope  that  perhaps  someone  here  may  have  an 
opportunity  to  evaluate  these  and  other  possible 
links  in  the  pathogenesis  of  this  condition  and 
study  these  and  other  approaches  to  therapy. 
Von  Basch,4  who  did  important  work  on  lung 
expansion  and  pulmonary  vascular  distention  in 
1891,  correctly  said:  “To  be  satisfied  with  an 
easy  explanation  means  to  hinder  human  progress. 
A theory  without  experimental  proof  is  even 
worse.”  Thus,  I hope  others  will  be  dissatisfied 
with  these  theories  and  will  provide  better  ones 
with  facts  to  back  them  up. 

Figure  5 is  shown  to  aid  in  the  return  from  the 
speculative  to  the  clinical  aspects  of  neonatal 
respiratory  difficulties.  It  should  remind  us 
that  not  all  neonatal  respiratory  distress  is 
idiopathic  and  without  specific  therapy.  This 
premature  infant  with  obvious  diaphragmatic 
hernia  by  x-ray  was  considered  for  twenty-four 
hours  to  have  had  the  hyaline  membrane  syn- 
drome. This  case  should  serve  as  a warning 
that  every  effort  should  be  made  to  make  specific 
diagnoses  in  the  newborn  period  of  life  as  well 
as  in  other  age  groups. 

Dr.  Levine:  Dr.  Cook  covered  a number  of 
expansive  subjects  in  the  short  time  allotted  to 
him.  Are  there  any  questions  the  panel  or  the 
audience  would  like  to  ask  him  with  regard  to* 
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(I)  Atelectasis  (2)  Hypoxia  (3)  Cord  Compression 


(4)  Hypervolemia  (5)?  Heart  Failure 


? Hypo*osmolarity 


? Capillary  Fragility 


Fibrinogen  Exudate 


Thromboplastin 

(Amniot  ic  Fluid) 


Fibrin 

(Hyaline  Membrane) 

Fig.  4.  Hypothetical  pathogenesis  of  the  hyaline  membrane  syndrome.  It  is  suggested  that  increased  pul- 
monary capillary  pressure  may  produce  a plasma  exudate.  Thromboplastin  of  amniotic  fluid  may  in  turn  promote 
the  production  of  fibrin  membranes  from  the  fibrinogen  of  the  plasma. 


points  you  may  want  elaborated? 

Dr.  Jean  Pakter:  I want  to  ask  a question 
relating  to  the  incidence  of  pulmonary  hyaline 
membrane  disease.  Has  there  been  a change  in 
the  past  few  years  with  the  curtailment  of  oxygen? 
I see  according  to  the  various  factors  listed  in 
Fig.  4 that  you  have  a question  mark  relating  to 
the  matter  of  oxygen  concentration  as  a possible 
factor.  According  to  Dr.  Edith  Potter  it  appears 
that  there  is  a marked  change  in  incidence. 
Have  you  had  a similar  experience? 

Dr.  Cook:  The  incidence  as  we  have  seen  it 
has  not  changed  materially.  The  problem  of 
oxygen’s  role  in  the  production  of  the  hyaline 
newborn  sjmdrome  is  a very  interesting  one. 
Experimental  work  has  shown  that  a hyaline 
membrane-like  picture  in  animals  occurs  much 
more  frequently  when  the  animals  are  placed  in 
high  oxygen  tensions.5  Thus,  it  seems  possible 
that  oxygen  may  contribute.  However,  I my- 
self believe  that  most,  if  not  all,  of  the  infants 
with  respiratory  difficulty  of  the  hyaline  mem- 
brane type  have  the  onset  of  signs  at  birth. 
Thus,  it  seems  probable  that  the  changes  may 
occur  before  or  during  birth.  If  such  is  the  case, 
it  is  difficult  to  implicate  high  oxygen  tensions, 


Fig.  5.  Infant  with  diaphragmatic  hernia  on  the 
left.  Since  this  was  a premature  infant,  his  respiratory 
difficulty  was  at  first  classified  as  the  hyaline  membrane 
syndrome. 
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at  least  in  the  infant’s  inspired  air.  This  does 
not  rule  out  the  possibility  that  supplementary 
oxygen  may  aggravate  the  situation.  I hope 
that  Dr.  Silverman  may  have  something  to  say 
about  this. 

Dr.  Peter  Gruenwald  : In  view  of  the  ques- 
tion of  hypervolemia  I should  like  to  ask  Dr. 
Cook  what  he  has  to  say  about  the  late  or  early 
clamping  of  the  umbilical  cord  in  full-term  or 
premature  infants  and  its  relation  to  pulmonary 
difficulties. 

Dr.  Cook:  I had  hoped  that  presentation  of 
the  schematic  or  hypothetical  diagram  would 
elicit  a discussion.  I would  have  presented  it 
with  more  conviction  if  I had  known  the  answers 
to  these  associated  problems  and  questions. 
Should  one  clamp  the  cord  early,  or  late  and  give 
a transfusion  from  the  placenta?  Should  one 
hold  the  baby  well  above  the  mother  and  allow  a 
certain  amount  of  blood  to  go  back  into  the 
placenta?  To  my  knowledge  there  is  no  evidence 
on  which  to  base  an  answer  to  these  questions. 
I hope  some  one  will  find  out  soon.  Perhaps  Dr. 
Apgar  will. 

Visitor:  According  to  your  scheme  I would 
like  to  ask  how  you  account  for  the  fact  the  mor- 
tality of  cesarean  sections  may  be  a factor  in  the 
higher  frequency  of  the  hyaline  membrane  syn- 
drome. 

Dr.  Cook:  This  problem  has  puzzled  me.  I 
will  pass  the  question  back  to  you  and  ask: 
Are  you  sure  that  there  is  an  increase  in  fre- 
quency of  respiratory  difficulty  in  infants  born 
by  elective  cesarean  section?  Although  it  is 
commonly  accepted  that  cesarean  section  per  se 
is  a contributing  factor  in  neonatal  respiratory 
difficulty,  I have  not  seen  really  adequate 
figures  of  comparable  groups  of  infants  delivered 
normally  and  by  section. 

Dr.  Levine:  Dr.  Apgar,  do  you  have  any 
figures  on  this? 

Dr.  Virginia  Apgar:  We  have  reviewed  the 
hyaline  membrane  situation  at  the  Sloane 
Hospital  for  Women  during  the  seven-year  period 
from  1948  to  1955.  The  incidence  of  hyaline 
membrane  disease  found  at  autopsy  was  0.35  per 
cent.  In  breech  deliveries  the  incidence  was  1.44 
per  cent,  in  infants  delivered  by  cesarean  section 
1.03  per  cent,  and  in  vaginal  vertex  deliveries 
0.23  per  cent.  The  probable  reason  for  the 
greatest  frequency  in  breech  deliveries  is  the  very 
large  per  cent  of  premature  births  in  this  group. 

Dr.  Henry  Beinfeld:  My  interest  is  not 


directly  involved  with  hyaline  membranes 
but  as  a factor  associated  with  respiratory  diffi- 
culty. I am  wondering  if  you  had  any  experi- 
ence with  the  atresia  of  the  posterior  nares  as  a 
cause  of  respiratory  difficulty,  asphyxia  neona- 
torum, and  perinatal  death. 

Dr.  Cook:  Atresia  of  the  posterior  nares 
will  cause  neonatal  difficulties.  My  experience  I 
am  sure  does  not  date  back  as  far  as  that  of  many 
people  here.  I think  I have  only  seen  one  child, 
possibly  two,  with  this  as  a primary  difficulty. 

Dr.  Levine:  We  will  allow  ourselves  more 
time  to  consider  some  of  these  points  after  the 
formal  presentation.  The  next  subject  will  be 
on  etiology  and  pathology.  There  is  none  better 
than  our  next  speaker  to  discourse  on  this  phase 
of  the  problem.  Dr.  Peter  Gruenwald,  Director 
of  Laboratories,  Margaret  Hague  Maternity 
Hospital,  will  talk  on  the  pulmonary  causes  of 
respiratory  difficulties  of  newborn  infants  and  on 
morphologic  and  experimental  investigations  of 
autopsy  materials. 

Dr.  Gruenwald  : I was  very  glad  to  hear  the 
course  that  the  panel  took  when  Dr.  Cook  started 
to  speak.  We  are  very  frequently  told  that 
there  are  really  no  problems  with  newborn 
babies’  lungs,  that  the  fetus  in  utero  has  learned 
to  perform  its  respiratory  movements,  and  that 
unless  the  respiratory  center  is  knocked  out  it 
should  be  well  able  to  breathe.  I am  glad  to 
hear  that  not  everybody  believes  this  because  I 
am  quite  sure  it  is  not  so. 

There  is  no  doubt  that  the  respiratory  center 
can  be  damaged,  resulting  in  the  baby’s  refusal 
to  breathe.  But  there  are  complicating  pul- 
monary factors  as  well.  One  factor  the  infant 
cannot  rehearse  in  utero  is  the  entrance  of  air 
into  the  lungs. 

At  first  glance,  it  would  seem  that  if  the  fetus 
can  inhale  amniotic  fluid,  as  some  people  believe 
it  does,  it  should  be  very  much  easier  for  it  to 
inhale  air,  which  has  a lower  viscosity  and  inertia 
and  should  therefore  move  more  freely  through 
the  narrow  air  passages.  Yet,  when  we  go  into 
this  question  in  more  detail,  we  find  it  takes  quite 
a bit  more  pressure  to  expand  a baby’s  lungs  with 
air  than  to  expand  them  with  fluid.  Why 
should  this  be  so?  If  the  lung  is  to  be  expanded 
with  air  there  is  a very  large  surface  established 
between  air  and  the  moist  walls  of  the  air  spaces. 
In  fact,  that  is  the  purpose  of  the  lungs.  We 
need  that  large  surface  in  order  that  the  proper 
exchange  of  gases  can  take  place. 
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ATELECTASIS 


LITTLE  FLUID 


MUCH  FLUID 


Fig.  6.  Diagram  showing  the  manner  in  which  fluid  (shaded  areas)  and  air  (clear  areas)  expand  the  lungs. 


Wherever  there  is  a border  between  a gas  and 
a fluid  or  a moist  surface,  there  is  surface  tension. 
This  is  a force  which  tends  to  contract  the  surface 
to  the  smallest  possible  area.  This  is  exactly 
what  counteracts  expansion  of  the  lungs.  The 
smallest  possible  surface  area  is  present  when 
a given  amount  of  air  assumes  the  form  of  a large 
round  bubble.  For  instance,  1 ml.  of  air  could 
assume  that  shape  and  have  a much  smaller  sur- 
face than  if  it  were  broken  up  into  a thousand 
or  a million  small  bubbles.  The  pressure  exerted 
by  the  baby  or  by  artificial  respiration  must 
overcome  this  force  if  air  is  to  expand  the  lungs 
properly.  And  we  all  know  that  this  is  possible'. 
It  happens  in  almost  all  full-term  babies  and  in 
many  prematures. 

The  fact  that  there  is  no  surface  tension  in- 
volved in  the  entrance  of  fluid  is  best  illustrated 
by  the  manner  in  which  the  lung  will  expand 
with  fluid.  My  first  slide  will  show  this.  In 
the  top  row  of  these  diagrams  you  can  see  a 
lung  expanded  to  various  degrees  with  fluid 
and  no  air  (Fig.  6).  If  there  is  only  a very  small 
amount  of  fluid,  the  alveoli  are  very  slightly  ex- 
panded and  even  completely  collapsed.  With 
more  fluid  the  alveoli  are  more  expanded,  and  if 
there  is  still  more  fluid,  the  alveoli  are  still  more 
expanded.  If  air  enters  the  lung,  the  situation  is 
entirely  different.  A small  amount  of  air  will  not 


expand  all  alveoli  even  a little  bit.  Surface 
tension  sees  to  it  that  this  does  not  happen. 
On  the  contrary,  air  forms  the  fewest  and  largest 
possible  bubbles  in  the  lung.  The  size  of  the 
bubbles  is  of  course  limited  by  the  architecture 
of  the  lungs.  This  is  what  you  see  in  the  second 
row  of  diagrams.  This  happens  irrespective  of 
whether  this  lung  at  the  start  contained  a little 
fluid,  more  fluid,  or  much  fluid.  As  more  air 
enters  the  lungs,  more  alveoli  will  be  expanded, 
again  to  the  limit  of  their  capacity.  It  is  only 
after  many,  many  alveoli  are  expanded  that  they 
begin  to  flatten  each  other  out  and  are  no  longer 
round  but  polygonal,  and  they  will  become  a 
little  smaller.  The  pattern  shown  here  is  there- 
fore apparent,  particularly  when  air  begins  to 
enter  the  lungs. 

The  pattern  produced  by  the  entrance  of  air 
into  the  lung  depends  to  a large  extent  on  the 
maturity  of  the  lung.  However,  before  we  go 
into  this,  I should  like  to  show  you  the  pressures 
necessary  to  inflate  the  lungs  at  autopsy  with  air, 
which  is  the  upper  line,  or  with  fluid,  which  is  the 
lower  line  (Fig.  7).  As  fluid  I use  kerosene,  be- 
cause water  dissipates  so  quickly  in  the  infant’s 
lung  that  the  air  spaces  will  not  expand  much. 
Kerosene  does  have  an  interfacial  tension 
against  the  lung  tissue,  but  this  is  negligible. 
As  you  can  see,  almost  anywhere  you  look  the 
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pressure  LOWEST  PRESSURE  NEEDED  TO  EXPAND  LUNGS 

IN  cm. 


Fig.  7.  Average  pressures  necessary  to  expand  newborn  infants’  lungs  with  air  (upper  curve)  or  kerosene  (rower 

curve),  by  groups  according  to  birth  weight. 


A B C 


Fig.  8.  Patterns  of  expansion  of  lungs  with  moderate  amounts  of  air,  as  influenced  by  the  degree  of  maturity  at 
birth.  A.  Immature  fetus.  B.  Premature  infant.  C.  Full-term  infant.  ( From  Gruenwald,  P.:  Bull. 

Margaret  Hague  Maternity  Hosp.  8:  102  (1955).  Reproduced  with  the  publisher's  permission.) 


pressure  needed  for  air  is  at  least  twice  that 
needed  for  fluid,  except  in  the  last  group.  This 
is  a group  where  few  cases  were  available.  The 
smaller  difference  may  not  be  significant.  This 
difference  in  pressures  needed  to  inflate  lungs 
indicates  the  role  which  surface  tension  plays. 

The  next  slide  will  show  the  manner  in  which 
the  degree  of  maturity  of  the  lungs  affects  the 


pattern  of  expression  (Fig.  8).  There  are  sections 
from  the  lungs  of  three  babies  who  were  not  ex- 
perimentally treated  in  any  way.  They  were 
found  at  autopsy  in  this  condition.  At  your 
left  (Fig.  8A)  is  an  immature  baby.  It  has  a 
rather  simple  respiratory  tree  consisting  of  future 
bronchi.  The  alveoli  do  not  exist.  Within  this 
tree  there  is  no  predilection  for  aeration.  What- 
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Fig.  9.  Experimental  expansion  of  the  lungs  of  newborn  infants.  A and  B.  Immature  fetus.  C and  D.  L 

Premature  infant.  E and  F.  Full-term  infant.  In  each  case  the  two  lungs  were  expanded  simultaneously  and  er 

under  identical  pressures  with  kerosene  ( A , C,  and  E)  and  with  air  ( B , D,  and  F).  . 


ever  air  enters  the  bronchi  may  just  as  well  go 
to  the  very  end.  About  the  same  thing  prevails 
in  the  full-term  infant  on  your  right  (Fig.  8(7). 
There  is  again  no  predilection.  Whatever  air 
enters  may  just  as  well  go  to  the  end  of  the  tree 
and  expand  some  of  the  alveoli. 

However,  in  premature  babies,  ranging  in 
weight  from  about  1,000  to  a little  over  2,000 
Gm.,  the  situation  is  different  (Fig.  8B).  Air  will 
enter  the  bronchial  tree  and  will  stop,  or  tend  to 


stop,  rather  than  go  on  to  the  alveoli.  Of  course  j 
in  all  premature  babies  who  survive,  and  perhaps 
temporarily  in  those  who  do  not  survive,  air  does 
get  beyond.  But  it  takes  a special  effort,  and 
unless  that  special  effort  is  exerted,  air  will  stop 
and  produce,  a peculiar  pattern  of  a distended 
bronchial  tree  and  nonaerated  and  collapsed  T 
alveoli.  This  is  the  characteristic  pattern  of  I ; 
atelectasis  of  prematures. 

I will  now  show  you  exactly  the  same  thing 
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Fig.  10.  Effect  of  loss  of  half  the  amount  of  air  from  the  lungs  of  a premature  infant.  Both  lungs  were  ex- 
panded together  to  the  state  shown  in  A.  Then  half  the  amount  of  air  was  removed  from  the  lung  shown  in  B, 
resulting  in  loss  of  all  air  except  from  the  bronchi.  ( From  Gruenwald,  P.:  Bull.  Margaret  Hague  Maternity 

Hosp.  8 : 104  (1955)  reproduced  with  the  publisher's  permission.) 


reproduced  experimentally.  In  each  of  the  three 
following  slides  you  see  two  pictures  from  the  two 
experimentally  inflated  lungs  of  one  infant 
(Fig.  9).  Let  us  first  look  at  the  immature  fetus 
below  800  or  1,000  Gm.  (Fig.  9 A and  B ).  On 
the  left,  the  inflation  with  kerosene  is  quite  uni- 
form. On  your  right  is  inflation  with  air.  The 
inflation  is  less  uniform  but  still  shows  no  pref- 
erence for  any  particular  channels  within  the 
air  spaces  of  the  lung. 

The  next  pair  of  figures  shows  the  viable  pre- 
mature infant  (Fig.  9C  and  D).  On  the  left, 
expansion  with  kerosene  is  quite  uniform.  This 
one  did  not  expand  as  much  as  it  might  have. 
Some  spaces  are  not  fully  inflated,  but  there  is  no 
particular  preference.  There  is  kerosene  in  all 
I types  of  air  spaces.  Air,  on  the  other  hand,  is 
I limited  to  the  respiratory  bronchioles  (Fig.  9 D). 

These  two  lungs  were  expanded  simultaneously 
I under  identical  pressure.  They  are  the  lungs  of 
I one  infant.  You  see  what  surface  tension  will  do 
| in  limiting  the  entrance  of  air  into  the  lungs. 
The  stage  shown  on  the  right  must  be  overcome 
by  additional  pressure  if  air  is  to  enter  the  alveoli. 

In  the  full-term  baby  this  peculiar  pattern  is 
not  observed  (Fig.  9E  and  F ).  On  your  left, 


expansion  with  kerosene  is  very  uniform.  On 
your  right,  expansion  with  air  is  not  quite  so  uni- 
form. There  is  no  preference  for  any  particular 
type  of  channel. 

I would  now  like  to  give  you  a summary  of  all 
cases  in  which  I expanded  lungs  experimentally 
by  air.  When  did  this  produce  the  charac- 
teristic pattern  of  atelectasis  of  prematurity,  that 
is,  distended  bronchioles  and  collapsed  alveoli? 
In  the  weight  group  below  500  Gm.  the  lungs  of 
two  out  of  nine  (22  per  cent)  babies  had  this  pat- 
tern. In  the  weight  group  of  501  to  1,000  Gm. 
59  per  cent,  in  the  next  group  of  1,001  to  1,500 
Gm.  75  per  cent,  and  up  to  2,000  Gm.  50  per 
cent  had  this  pattern.  There  were  20  per  cent 
in  the  2,001  to  3,000  Gm.  group,  and  finally 
one  case  or  5 per  cent  in  the  group  comprising 
babies  of  2,501  to  3,000  Gm.  This  last  was  the 
babjr  of  a diabetic  mother.  In  other  words,  this 
baby  was  overweight  and  would  have  weighed 
well  under  2,500  Gm.  if  it  had  been  normal.  It 
should  still  go  into  the  premature  group.  Thus, 
this  pattern,  wThich  can  be  produced  in  the  lungs 
experimentally  at  autopsy  on  babies,  is  charac- 
teristic of  premature  infants.  This  is  possibly 
the  basis  for  the  difficulties  of  prematures. 
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Fig.  11.  Lungs  of  premature  infants  with  hyaline  membranes.  A.  In  all  bronchioles.  B.  In  some  bron- 
chioles and  not  in  others.  C.  No  hyaline  membranes.  All  show  the  same  uniform  collapse  of  the  alveoli  (atelec- 
tasis of  prematurity) . 


There  is  another  directly  related  problem.  In 
premature  babies  the  aggregated  total  capacity 
of  the  alveoli  is  relatively  small  compared  with 
that  of  the  bronchial  tree.  Therefore,  in  the 
course  of  development  of  the  alveoli  from  noth- 
ing to  their  mature  state,  there  must  be  a stage 
at  which  the  total  capacity  of  the  alveoli  is  equal 
to  that  of  the  bronchi.  If  such  a lung  were  ex- 
panded with  air,  and  if  it  were  to  lose  half  the 
amount  of  air,  the  remaining  air  could  be  accom- 
modated entirely  in  the  bronchi  and  all  alveoli 
would  collapse. 

This  can  be  shown  experimentally  (Fig.  10). 
These  are  the  two  lungs  of  one  baby  with  an  equal 
amount  of  air  introduced  into  each  lung.  One 
lung  was  tied  off  and  preserved.  Half  the 
amount  of  air  was  removed  from  the  other  lung. 
The  remaining  air  is  entirely  accommodated  in 
the  bronchial  tree;  not  a single  expanded  alveo- 
lus is  seen  in  this  lung.  What  does  that  mean? 
Whenever  a premature  loses  a significant  amount 
of  air  from  its  lungs,  and  this  could  happen  in  a 
period  of  apnea,  an  unduly  large  number  of 
alveoli  will  lose  their  air  content.  The  baby  then 
ends  up  with  extensive  atelectasis.  It  now  has  to 
start  expanding  its  lungs  from  scratch.  I suspect 
that  this  phenomenon  may  be  the  start  of  a 
vicious  circle  which  may  lead  to  the  condition 
Dr.  Cook  talked  about. 

Now  I should  like  to  come  to  the  so-called 
hyaline  membranes.  I am  not  a hyaline  mem- 


brane fan.  In  fact  I have  gone  on  record  several 
years  ago,  calling  them  “eosinophilic  herrings.” 
I still  believe  they  are.  I do  not  believe  the  hya- 
line membranes  are  really  the  evil  force  that 
causes  the  disease  of  the  lungs.  Their  formation 
is  a secondary  phenomenon  that  appears  in  a 
previously  diseased  lung.  This  is  my  opinion, 
and  I will  try  to  show  you  why.  Here  are  lung 
sections  from  three  premature  infants.  I am 
now  talking  specifically  about  hyaline  membranes 
in  premature  infants  (Fig.  11).  The  one  on  the 
left  has  the  typical  hyaline  membranes.  The 
one  in  the  middle  has  hyaline  membranes  in 
some  respiratory  bronchioles,  but  not  in  the  one 
shown  on  top.  The  figure  on  the  right  shows  no 
membranes,  yet  the  collapse  of  the  alveoli  is  the 
same.  The  only  difference  is  that  the  bronchioles 
which  contain  hyaline  membranes  are  filled  with 
fluid,  whereas  the  ones  that  do  not  contain  hy- 
aline membranes  are  filled  with  air.  The  pattern 
of  atelectasis  of  prematurity  is  present  equally 
in  all  those  lungs. 

The  question  now  arises:  what  is  the  signifi- 
cance of  these  membranes?  They  obviously  do 
not  cause  the  atelectasis.  Atelectasis  is  much 
more  uniform  and  widespread  than  are  the  hyaline 
membranes.  It  has  never  been  determined 
whether  or  not  hyaline  membranes  aggravate  the 
state  of  atelectasis  of  these  lungs.  Anyway,  I do 
not  believe  one  should  speak  of  the  “hyaline 
membrane  syndrome”  or  “hyaline  membrane 
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Probable  development  of  resistant  atelectasis  of  premature  infants.  ( Reproduced  with  the  publisher's 
permission  from  an  article  to  appear  in  the  Journal  of  the  American  Medical  Association.) 


disease.”  There  is  always  something  else  under- 
lying, such  as  atelectasis  in  prematures  or  pul- 
monary edema  in  full-term  infants. 

Here  is  a diagram  of  how  I picture  the  develop- 
ment of  resistant  atelectasis  of  prematures  (Fig. 
12).  The  vicious  circle  may  start  within  minutes 
of  birth  or  hours  after  birth,  as  Dr.  Cook  sug- 
gested. You  will  recognize  the  various  factors 
that  I have  discussed.  In  expansion  of  the  lungs 
in  premature  infants  the  preference  to  the 
bronchioles  has  been  noted.  Moderate  air  loss 
causes  secondary  collapse  of  the  alveoli,  then  pos- 
sibly the  development  of  the  hyaline  membranes. 
A secondary  accessory  factor  is  listed  which  may 
tend  to  prevent  re-expansion  of  the  lungs.  It 
was  suggested  by  Dr.  James  on  the  basis  of  experi- 
ments on  newborn  rabbits  that  had  breathed  for 
some  time.  When  these  lungs  collapse,  they  have 
a greater  resistance  to  re-expansion  than  the  lungs 
of  litter  mates  that  have  not  breathed.  This 
secondary  adhesiveness  of  the  alveolar  surfaces 
may  be  significant.  All  this,  as  I have  said  be- 
fore, is  a vicious  circle  which  starts  perhaps  with 
apnea. 

Now,  to  change  the  subject,  let  us  discuss  an 
accident  of  respiration.  I refer  to  rupture  of  the 


lungs  with  the  production  of  interstitial  emphy- 
sema which,  in  turn,  may  lead  to  mediastinal 
emphysema  or  pneumothorax.  This  may  occur 
spontaneously  without  the  use  of  artificial  res- 
piration, or  it  may  follow  the  application  of  posi- 
tive pressure.  The  slide  (Fig.  13A)  shows  an 
example  of  interstitial  emphysema  of  the  lungs 
that  had  led  to  pneumothorax.  It  is  significant 
that  large  portions  of  the  lungs  of  this  infant  were 
obstructed  by  vernix  caseosa,  which  had  been 
inhaled  in  utero.  You  can  see  this  in  the  bronchi 
as  cornified  squamous  cells  from  the  fetal  skin 
(Fig.  13 B),  which  make  up  a good  part  of  the 
vernix.  We  know  that  partially  obstructed  lungs 
such  as  these  are  highly  prone  to  rupture.  I 
would  suggest  that  in  this  particular  case  the 
rupture,  which  followed  extensive  artificial  res- 
piration, is  excusable.  Any  measure  that  would 
expand  normal  lungs  would  probably  have  rup- 
tured this  particular  pair  of  lungs;  lower  pressure 
would  not  have  expanded  them. 

I think  it  is  important  that  we  do  not  condemn 
our  colleagues  whenever  an  infant’s  lungs  rupture 
after  active  resuscitation.  Table  I shows  some 
statistics  on  all  the  cases  of  ruptured  lungs  that 
I have  seen.  As  you  will  observe,  there  are  quite 
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Fig.  13.  Sections  from  the  lungs  of  a full-term  newborn  infant  who  had  been  extensively  resuscitated.  A.  Inter- 
stitial emphysema.  B.  Aspiration  of  vernix  caseosa  into  the  bronchi,  which  predisposed  these  lungs  to  rupture. 


TABLE  I. — Rupture  of  Lungs  in  72  Infants  Among  Approximately  1,200 
Autopsies  on  Liveborn  Infants  up  to  Two  Days  Old 
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a number  of  them  associated  with  aspiration  of 
vernix,  atelectasis  of  prematurity,  hyaline  mem- 
branes, pneumonia,  and  more  particularly  hypo- 
plasia. About  one  third  of  them  had  none  of 
these  conditions. 

If  I may  sum  up  what  I have  said,  surface  ten- 
sion in  the  lung  is  very  important.  It  determines 
the  pattern  by  which  lungs  expand , and  it  deter- 
mines certain  abnormalities.  To  what  extent 
this  knowledge  will  help  us  prevent  these  ab- 
normalities no  one  can  readily  tell. 

Dr.  Levine:  I believe  Dr.  Gruenwald  has 
started  the  nidus  of  a controversial  problem.  I 


wonder  if  anyone  has  courage  enough  to  challenge 
him. 

Dr.  Cook:  I do  not  know  if  I really  have  cour- 
age to  challenge  Dr.  Gruenwald  in  the  field  of 
pathology.  I am  not  enough  of  a pathologist. 
I might  say  that  I have  come  around  a rather  full 
circle  concerning  hyaline  membranes.  We  orig- 
inally avoided  the  phrase  “hyaline  membrane 
disease’  ’ because  this  was  inclined  to  be  too 
specific.  We  tended  to  use  the  much  -more 
general,  vague  “neonatal  respiratory  distress.” 
However,  recently  I have  been  persuaded  by  our 
pathologists,  particularly  Dr.  Craig,  that  the 
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hyaline  membranes  are  very  significant  in  block- 
ing the  alveolar  ducts  and  in  causing  secondary 
atelectasis  of  the  alveoli. 

Dr.  Levine:  Dr.  Silverman,  do  you  agree  that 
superhumidification  by  lowering  surface  tension 
aids  in  hyaline  membrane  diseases  of  premature 
infants? 

Dr.  William  Silverman:  I can  only  say  that 
in  our  experience  humidification  of  the  environ- 
ment with  a detergent  during  a trial  period  re- 
sulted in  an  incidence  of  hyaline  membrane  that 
was  not  significantly  different  from  that  observed 
among  control  infants  who  were  in  environments 
of  80  to  90  per  cent  relative  humidity. 

Dr.  Levine:  The  audience  has  the  privilege 
of  approving  or  disapproving  these  concepts. 
Are  there  any  questions?  If  not,  we  will  go  on  to 
the  last  speaker  who  is  going  to  discuss  the  influ- 
ence of  the  environment  on  respiratory  difficulties 
of  the  newborn.  He  is  the  man  who  has  done 
probably  the  most  elegant  clinical  work  in  this 
area,  at  least  in  this  City.  He  is  Dr.  William 
A.  Silverman,  Assistant  Professor  of  Clinical 
Pediatrics,  College  of  Physicians  and  Surgeons, 
Columbia  University. 

Dr.  Silverman:  I would  like  to  spend  some 
time  talking  about  the  questions  that  have  been 
raised  concerning  the  influence  of  the  environ- 
ment on  the  respiratory  problems  of  pre- 
matures. I have  very  little  evidence  that  bears 
on  full-term  infants.  One  can  extrapolate  at 
his  own  risk.  The  three  conditions  of  the  ambient 
which  have  been  given  most  consideration  by  all 
who  work  with  these  babies,  are  ( 1 ) oxygen , (2) 
humidity,  and  (3)  temperature.  As  incubators 
have  improved,  these  three  conditions  may  now 
be  controlled  with  some  degree  of  precision.  We 
place  premature  infants  in  these  microcosms  and 
vary  the  three  factors  at  will. 

How  do  these  environmental  factors  influence 
respiratory  performance?  I will  have  very  little 
to  say  about  oxygen  because  our  own  experience 
is  not  controlled,  and  I must  say  that  the  evi- 
dence in  the  literature  leaves  much  to  be  desired. 
To  answer  the  prevailing  questions  we  would 
need  to  observe  a group  of  premature  infants  in 
an  environment  of  low  oxygen  concentration  and 
a control  group  in  an  environment  in  which  the 
oxygen  concentration  was  high,  and  score  the 
incidence  of  respiratory  distress  and  hyaline  mem- 
brane at  autopsy.  We  could  not  carry  out  this 
trial  in  view  of  the  present  state  of  our  knowledge 
concerning  the  ocular  hazards  of  high  oxygen 


concentration.  It  is  of  interest  that  the  incidence 
of  hyaline  membrane  has  remained  the  same  in 
our  nursery  despite  a marked  fall  in  the  incidence 
of  retrolental  fibroplasia  which  attended  the  cur- 
tailed use  of  oxygen. 

The  influence  of  humidity  on  respiratory  per- 
formance has  been  of  recent  interest.  In  our 
nursery  we  have  had  a series  of  adventures  that 
bears  on  this  question.  In  1933  Blackfan  and 
Yaglou6  reported  a series  of  observations  of  seven 
years  during  which  the  influence  of  humidity 
was  studied.  A relative  humidity  of  65  per  cent 
was  found  to  be  associated  with  lower  mortality, 
fewer  digestive  upsets,  and  improved  weight  gain 
of  premature  infants.  This  was  the  condition 
which  was  prescribed  in  the  nurseries  of  this 
country  for  approximately  twenty  years.  Fol- 
lowing this  those  who  cared  for  premature  infants 
began  to  use  environments  of  higher  relative 
humidity  approximating  80  to  90  per  cent. 
Later,  water  mist  was  used,  and  finally  nebuliza- 
tion  of  water  containing  detergents.  It  was 
suggested  that  these  changes  resulted  in  improve- 
ment of  respiratory  performance  and  a lower 
death  rate. 

We  had  an  opportunity  to  investigate  these 
contentions  in  our  nursery.  Relative  humidity 
of  80  to  90  per  cent  was  compared  with  nebu- 
lized mists  containing  a detergent.  No  difference 
in  mortality  rates  resulted,  and  no  difference  in 
the  incidence  of  hyaline  membranes  in  the  two 
contrasted  groups  of  infants.  When  80  to  90 
per  cent  relative  humidity  was  compared  with 
nebulized  water  mist  the  same  negative  results 
were  obtained. 

The  last  trial  that  I would  like  to  discuss  in 
more  detail  compared  80  to  90  per  cent  relative 
humidity  with  what  may  be  called  the  “Blackfan- 
Yaglou”  condition.  In  this  trial  premature  in- 
fants were  placed  in  80  to  90  per  cent  relative 
humidity  in  Isolette  incubators.  Control  pre- 
mature babies  were  placed  in  30  to  60  per  cent 
relative  humidity,  also  in  Isolette  incubators. 
Over  a period  of  fifteen  months  324  prematures 
were  enrolled  in  the  study:  160  in  30  to  60  per 
cent  relative  humidity  and  164  in  80  to  90  per 
cent  relative  humidity.  No  difference  in  inci- 
dence of  respiratory  distress  was  observed. 

There  was  a small  but  significant  difference  in 
respiratory  rate.  The  infants  who  spent  their 
time  in  80  to  90  per  cent  relative  humidity  had  a 
significantly  higher  respiratory  rate.  The  mor- 
tality during  the  first  five  days  of  life  was  found 
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to  be  significantly  different.  Infants  who  spent 
their  time  in  80  to  90  per  cent  relative  humidity 
enj  oyed  a significantly  lower  mortality  rate . The 
autopsy  findings  among  those  who  succumbed 
were  not  significantly  different.  The  incidence 
of  hyaline  membrane  in  these  groups  was  the 
same. 

This  was  rather  a surprising  result.  Our 
explanation  is  conjectural.  The  temperature 
performance  of  the  infants  in  these  two  environ- 
ments may  provide  an  explanatory  clue. 

The  means  of  body  temperature  of  both  groups 
of  infants  on  admission  were  not  significantly 
different.  The  rate  of  fall  of  body  temperature 
during  the  first  four  hours  after  admission  was 
greater  in  the  group  in  30  to  60  per  cent  relative 
humidity.  Moreover,  during  the  trial  the.  30  to 
60  per  cent  relative  humidity  group  had  a 
significantly  lower  mean  body  temperature.  Does 
this  difference  in  body  temperature  explain  the 
difference  in  mortality?  Only  further  study  can 
satisfactorily  answer  this  question.  Preliminary 
evidence  obtained  in  a subsequent  trial  of  the 
influence  of  environmental  temperatures  on  sur- 
vival suggests  that  this  is  a valid  explanation. 

In  summary,  although  oxygen  may  he  a cause 
of  respiratory  distress  in  premature  infants,  there 
is  no  good  evidence  to  support  this  suggestion. 

There  is  no  demonstrable  influence  of  added 
moisture  in  ambient  air,  either  as  nebulized  water 
with  and  without  detergent,  or  high  humidity, 
on  respiratory  distress  in  premature  infants. 
The  question  of  temperature  remains  unanswered. 
I believe  that  if  we  are  to  influence  favorably  the 
respiratory  distress  syndrome  of  premature  in- 
fants we  must  turn  away  from  the  environmental 
approach  which  has  occupied  us  for  the  past  five 
years. 

Dr.  Levine  : I understood  from  your  summary 
that  the  role  of  temperature  has  no  influence  on 
incidence  of  respiratory  disease  or  of  mortality, 
while  in  the  body  of  your  talk  I thought  you  im- 
plied there  was  a difference  in  mortality.  Am  I 
wrong? 

Dr.  Silverman:  Although  there  was  a dif- 
ference in  mortality,  I am  suggesting  that  this  dif- 
ference was  not  the  result  of  an  influence  on  re- 
spiratory performance. 

Dr.  Levine:  Dr.  Strauss,  have  you  any  com- 
ment regarding  this  syndrome? 

Dr.  Lotte  Strauss:  I would  point  out  one 
thing.  The  lungs  of  premature  infants,  and 
generally  the  lungs  of  newborn  infants  in  whom 


we  do  find  hyaline  membranes,  are  heavier  than 
they  should  be.  I do  not  think  that  it  has  been 
explained,  although  the  reason  for  this  increased 
weight  is  evident  in  the  pathologic  sections  Dr. 
Gruenwald  showed.  I think  the  lungs  are  edema- 
tous. One  may  be  lucky  enough  to  catch  the 
edema  fluid  in  the  sections  using  a fixing  fluid 
method  which  will  show  this  clearly  in  the  pres- 
ence of  pulmonary  edema.  It  is  quite  possible 
that  the  finding  of  hyaline  membranes  is  closely 
associated  with  pulmonary  edema. 

Another  point  I would  like  to  make  is  that 
experiments  which  can  produce  hyaline  mem- 
branes by  a variety  of  methods  do  not  lead  to 
atelectasis  in  an  experimental  animal.  While 
this  is  no  proof,  it  is  one  demonstration  that  the 
formation  of  hyaline  membranes  per  se  is  not 
responsible  for  production  of  atelectasis.  How- 
ever, in  the  premature  infant  atelectasis  may  be 
a condition  preceding  the  production  of  the  hya- 
line membranes.  It  may  actually  be  that  the 
atelectasis  is  responsible,  or  at  least  partly  re- 
sponsible, for  the  production  of  pulmonary 
edema.  We  know  that  atelectasis  in  the  neonatal 
period  will  generally  lead  to  pulmonary  edema. 

Another  point  of  direct  evidence  is  that  the 
hyaline  membrane  is  not  necessarily  responsible 
for  the  respiratory  difficulty  we  find  not  in  neo- 
natal life  but  in  postnatal  life.  It  has  been 
pointed  out  repeatedly  that  hyaline  membranes 
occur  in  lungs  under  a variety  of  causes.  Among 
these  are  conditions  associated  with  increased 
pulmonary  capillary  pressure,  for  instance,  ac- 
quired and  congenital  heart  disease.  We  see  that 
hyaline  membranes  may  be  found  in  lungs  with 
uremia;  these  are  people  with  profound  electro- 
lyte changes.  It  may  be  associated  with  a variety 
of  inflammatory  conditions  of  the  lungs,  both 
in  the  adult  and  in  the  newborn.  I think  that 
these  added  findings  or  observations  tend  to  con- 
firm what  Dr.  Gruenwald  has  said.  Hyaline 
membrane  is  probably  something  that  we  see, 
and  is  not  responsible  for  the  respiratory  distress. 
It  is  quite  possible  that  the  presence  of  edema 
fluid  and  hyaline  membranes,  whatever  they  are 
composed  of,  do  interfere  with  the  diffusion  of 
gases  and  probably  aggravate  the  respiratory 
difficulty. 

Dr.  Apgar:  I want  to  make  a few  discon- 
nected comments.  First  I was  intrigued  with  the 
question  of  choanal  atresia.  One  case  was  re- 
ported in  the  Journal  of  Pediatrics  noting  the  oc- 
currence of  polychoanal  atresia.7  It  is  possible 
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that  in  utero  it  may  interfere  with  the  swallowing 
of  amnio  tic  fluid. 

Dr.  Gruenwald  in  his  beautiful  presentation, 
particularly  the  last  slide,  mentioned  72  cases  of 
ruptured  lungs  (see  Table  I) . I think  he  should 
be  commended  in  that  there  were  only  nine  cases 
with  unknown  data.  It  behooves  all  of  us  who 
care  for  newborn  babies  to  record  what  is  done, 
when  it  was  done,  how  much  pressure  was  used 
for  inflation,  and  whether  the  infant  was  used  for 
teaching  purposes. 

We  have  been  making  some  headway.  Drs. 
James,  Weisbrot,  and  Prince,  who  are  here,  are 
studying  differences  in  infants  with  and  without 
placental  transfusions.  We  are  far  from  a defi- 
nite answer.  There  are  some  30  cases  in  each 
group  in  which  the  cord  is  clamped  immediately, 
and  a period  or  so  when  one  baby  is  held  lower. 
We  know  that  100  Gm.  of  blood  can  be  given  to 
such  a baby.  We  have  not  found  that  holding 
the  baby  higher  would  cause  a reversal  of  flow 
back  to  the  uterus.  In  fact  the  infant  would  have 
to  be  held  awfully  high  to  give  a rise  in  pressure 
great  enough  to  overcome  the  force  of  uterine 
contractions.  In  these  two  groups  of  babies 
there  seems  to  be  not  much  difference.  We  have 
only  one  or  two  premature  babies  in  the  whole 
group,  so  this  is  mostly  observation  of  full-term 
babies.  There  are  differences  in  the  pressures. 
In  the  inferior  vena  cava,  for  a period  of  about 
six  hours,  pressures  are  higher  if  the  infants  re- 
ceived placental  transfusions.  By  the  time  twenty- 
four  hours  passes,  there  are  no  detectable  dif- 
ferences at  all. 

Dr.  Shulman  and  his  coworkers  have  shown 
differences  in  the  blood  count,  but  the  differences 
cannot  be  detected  after  a few  days.  We  have 
not  done  bilirubin  determinations.  I do  not 
know  whether  anyone  has.  This  should  be  done. 

I think  we  may  learn  from  the  observations  of 
Dr.  Landau  of  Hannibal,  Missouri,  who  is  so 
keen  about  suspending  the  placenta  on  an  infusion 
stand  and  letting  the  blood  run  into  the  baby.8 
He  visited  us  recently  and  left  a lot  of  case  re- 
ports which  we  have  not  had  the  time  to  analyze. 
He  is  sure  that  placental  transfer  is  clinically  a 
good  thing.  He  may  be  right. 

Dr.  Bonham-Carter  and  his  friends  in  London9 
came  up  with  some  data  which  suggest  that 
babies  with  higher  venous  pressures  in  their  in- 
ferior vena  cava  do  not  die  as  often  with  respira- 
tory problems  as  those  with  lower  pressures. 
However,  the  differences  in  pressures  in  the  two 


groups  are  remarkably  small.  It  is  a fascinat- 
ing subject. 

Finally,  as  to  Dr.  Silverman’s  observation  on 
hyperthermia  being  associated  with  a lower  mor- 
tality rate  than  hypothermia  in  premature  in- 
fants. Children  under  anesthesia  have  been  sub- 
jected to  cool  temperature  since  1945  by  Mc- 
Quiston.10  We  have  been  preaching  without 
evidence  that  babies  should  be  cooled  and  not 
warmed.  I think  we  are  completely  wrong. 
It  is  time  that  we  drop  hypothermia  in  the 
neonatal  period  completely  until  we  know  more 
about  it.  There  is  still  evidence  that  babies 
should  be  warmed.  Dr.  Silverman  has  at  least 
settled  the  fact  that  hypothermia  is  undesirable 
in  the  premature  newborn  infant. 

Dr.  Levine:  Of  course  we  should  emphasize 
that  most  of  the  discussion  has  centered  around 
the  pulmonary  factors  in  respiratory  difficulties 
in  the  newborn.  We  must  not  forget,  as  Dr. 
Cook  pointed  out  in  the  beginning,  that  the  re- 
spiratory center  may  also  play  a role  in  respira- 
tory difficulty,  although  not  necessarily  the  speci- 
fic syndrome  that  we  discussed  primarily.  I 
think  there  are  questions  with  regard  to  respira- 
tory difficulty  in  general,  not  necessarily  applica- 
ble to  pulmonary  ventilation.  I think  the  ex- 
perts on  the  panel  are  prepared  to  tackle  them. 

Visitor  : I have  heard  of  the  series  in  various 
groups,  temperature,  humidity,  and  oxygen. 
Were  antibiotics  controlled?  In  other  words, 
were  the  same  antibiotics  in  comparable  groups 
or  control  groups  versus  repeated  groups,  same 
dosage,  same  antibiotic,  continued  for  the  same 
length  of  time,  and  under  similar  conditions? 

Dr.  Silverman:  Yes,  the  method  of  assign- 
ment to  treatment  categories  in  the  tempera- 
ture trials  and  humidity  trials  was  by  random 
permutation.  There  were  equal  numbers  of  in- 
fants in  each  of  these  environmental  conditions 
who  received  the  same  antibiotics,  the  same  dose 
of  antibiotics,  and  for  the  same  period  of  time. 

Dr.  Pakter:  I would  like  to  ask  Dr.  Silverman 
whether  he  did  any  other  comparisons,  such  as 
pulse  or  cardiac  rates,  in  these  babies.  In  other 
words,  were  any  other  criteria  for  metabolic 
changes  established,  in  addition  to  the  tempera- 
ture and  respiratory  indices. 

Dr.  Silverman:  Unfortunately  not.  I can 
only  tell  you  about  temperature,  respiratory 
rate,  and  the  incidence  and  degrees  of  retractions. 
We  obtained  no  pulse  rates.  We  did  not  obtain 
blood  pressures  or  inferior  vena  cava  pressures. 


February  1,  1958 


387 


INFANT  MORTALITY— PANEL  DISCUSSION 


We  did  not  obtain  blood  sugars  and  all  of  the 
other  things  that  we  very  much  wish  we  had. 

Dr.  Levine:  Dr.  Herbert  Miller  has  empha- 
sized recently,  and  also  in  the  past,  the  impor- 
tance of  observing  the  respiratory  rate  in  pre- 
matures. He  notes  in  those  prematures  whose 
rates  increased  following  birth  that  perhaps  15 
per  cent  died.  He  considers  this  as  valuable  a 
criterion  as  the  birth  weight.  Hav$  any  of  you 
had  any  experience  with  this  observation,  and 
can  you  confirm  it? 

Dr.  Cook:  Without  comparable  statistical 
studies  I can  only  say  that  our  impressions  would 
certainly  be  consistent  with  his  findings. 

I would  like  to  ask  Dr.  Silverman  one  question. 
Are  the  infants  in  a higher  environmental  tem- 
perature, with  their  higher  respiratory  rates, 
merely  attempting  to  regulate  their  body  tem- 
peratures? 

Dr.  Silverman:  This  has  occurred  to  us.  I 
really  cannot  answer  why  they  had  an  increased 
respiratory  rate. 

Dr.  Levine:  The  fact  that  the  temperature 
difference  is  4V2  F.  (2.5  C.)  in  the  small  group 
and  3V2  F.  (1.9  C)  in  the  other  group  might  sug- 
gest that  increased  output,  increased  loss  of  heat 
by  water  vaporization  at  the  higher  temperature 
in  order  to  compensate  for  increased  heat  loss  by 
conduction  and  radiation,  was  not  fully  com- 
pensatory. Otherwise,  body  temperatures  would 
have  remained  the  same.  There  might  have 
been  some  effort,  but  if  there  was,  it  was  not  com- 
pletely successful.  We  have  subjected  premature 
infants  to  different  humidities  and  different  tem- 
peratures. I can  assure  you  that  at  higher  tem- 
peratures the  water  loss  from  the  skin  and  lungs 
of  premature  infants  may  be  one  and  one-half 
times  as  high  as  that  at  lower  temperatures. 

Visitor:  I would  like  to  ask  the  members  of 
the  panel  if  they  have  had  experience  in  keeping 
the  temperature  of  the  baby  down  around  94  F. 
with  Thorazine,  Phenergan,  or  by  combinations 
or  other  technics. 

Dr.  Silverman:  The  reports  of  La  Comme 
and  his  coworkers11  on  the  use  of  chlorpromazine 
to  obtain  body  temperatures  of  94  F.  (34.4  C.) 
do  not  fit  our  experiences  in  New  York  at  all. 
We  can  bring  the  body  temperature  of  any  new- 
born infant  under  2,000  Gm.  to  94  F.  (34.4  C.) 
simply  by  lowering  the  environmental  tempera- 
ture and  without  neuroplegic  drugs. 

I believe  we  should  reflect  on  present  modes 
in  the  care  of  premature  infants.  As  a result  of 


our  increased  interest  in  respiratory  performance 
of  these  babies,  they  are  placed  without  any 
clothing,  except  a diaper,  in  a plastic-walled  incu- 
bator, so  that  we  can  observe  their  respirations. 
If  the  body  temperature  of  the  baby  is  94  F. 
(34.4  C.),  the  air  temperature  89  F.  (31.6  C.), 
and  the  wall  temperature  80  F.  (26.6  C.),  heat 
loss  by  radiation  is  considerable. 

Dr.  Levine  : Dr.  Cook,  have  you  had  any  ex- 
perience with  subnormal  body  temperatures? 

Dr.  Cook:  Only  very  limited,  not  a controlled 
experience.  A number  of  premature  infants, 
who  have  inadvertently  become  hypothermic, 
stopped  breathing  and  started  again  when  their 
body  temperature  improved.  The  whole  prob- 
lem of  hypothermia  therapy  for  respiratory  dis- 
tress interests  me,  because  it  raises  the  possi- 
bility that  you  may  be  able  to  improve  the  oxygen 
and  carbon  dioxide  balance  of  an  infant.  How- 
ever, before  applying  this  hypothetical  principle, 
we  must  first  determine  whether  hypothermia  re- 
duces the  metabolic  rate  more  than  it  reduces  the 
effective  ventilation. 

Dr.  Petter  Karlberg  in  Stockholm  has  made 
some  clinical  observations  and  reported  that  three 
infants  with  respiratory  distress  apparently  im- 
proved during  moderate  hypothermia.12 

Dr.  Goldmark:  I would  like  to  close  the 
meeting  by  thanking  all  the  members  of  the 
panel,  and  particularly  Dr.  Levine,  for  the  in- 
teresting and  stimulating  discussion  on  the 
physiologic  processes  and  pathenogenesis  in- 
volved in  the  occurrence  of  respiratory  diffi- 
culties in  the  newborn.  It  is  only  by  further  re- 
search of  the  type  demonstrated  here  tonight 
that  the  clinician  can  eventually  hope  to  have 
the  tools  with  which  to  reduce  needless  fatalities 
from  respiratory  distress  in  newborn  infants. 
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Case  History 

Dr.  Abraham  Sunshine:  A forty-five-year- 
old,  male  restaurant  worker  entered  Bellevue 
Hospital  in  May  of  1954  because  of  a sore 
throat.  He  had  been  apparently  well  until 
seven  days  prior  to  admission,  when  he  de- 
veloped an  upper  respiratory  tract  infection  as- 
sociated with  sore  throat,  pain  on  swallowing, 
and  cough.  His  neck  became  swollen  shortly 
after  the  onset  of  the  illness  but  partially  sub- 
sided in  a few  days.  Food  intake  in  the  past 
seven  days  was  poor  because  of  severe  pain  on 
swallowing.  He  limited  his  entire  intake  to 
liquids.  Approximately  four  days  prior  to 
admission  the  cough  became  productive  of  a 
scant  tenacious  sputum  which  was  blood  streaked. 
At  this  time  the  patient  noted  a “flap  of  skin” 
on  the  back  of  the  throat.  He  was  seen  by  a 
physician  and  given  one  injection  of  penicillin. 
On  the  day  prior  to  admission  he  came  to  Bellevue 
Hospital  Accident  Dispensary,  where  he  was 
treated  and  told  to  return  the  following  day. 
On  the  following  morning  the  patient  was  ad- 
mitted to  the  Ear,  Nose,  and  Throat  Service 

There  was  a history  of  chronic  alcoholism. 

On  his  admission  to  Bellevue  Hospital  physical 
examination  revealed  an  acutely  ill,  well-de- 
veloped, well-nourished,  white  male  who  was 
slightly  cyanotic.  The  skin  was  normal.  There 
was  no  adenopathy.  Examination  of  the  mouth 
revealed  teeth  in  good  repair  and  normal  gums. 
Examination  of  the  throat  revealed  a yellowish- 
white  membrane  covering  uvula,  left  tonsil,  and 
left  side  of  soft  palate.  The  membrane  peeled 


off  easily,  but  capillary  bleeding  was  noted  from 
the  underlying  surface.  The  entire  oral  pharynx 
was  erythematous  and  edematous.  The  soft 
tissues  of  the  neck  were  swollen,  particularly  in 
the  left  submandibular  region.  Examination  of 
the  ears  and  nose  was  normal.  Examination  of 
the  chest  revealed  rales  inferiorly  over  the  right 
lateral  thorax.  Over  the  left  lower  thorax  pos- 
teriorly bronchovesicular  breath  sounds  and 
fine  rales  were  heard.  The  heart  was  not  en- 
larged. A tachycardia  was  present.  A systolic 
murmur  was  heard  at  the  apex.  Examination 
of  the  abdomen  was  normal.  The  blood  pres- 
sure was  120/80,  the  temperature  was  102  F., 
and  the  respirations  28. 

The  following  laboratory  data  is  available. 
The  white  blood  cell  count  was  15,000.  An 
admission  throat  smear  was  negative  for  bacteria 
resembling  Corynebacterium  diphtheriae.  A 
throat  culture  was  taken  and  cultured  on  blood 
agar  as  well  as  on  Loeffler’s  media.  The  ad- 
mission chest  x-ray  was  interpreted  as  pneumo- 
nitis of  both  lower  lobes. 

The  patient  was  given  penicillin,  streptomycin, 
and  intravenous  fluids.  Eight  hours  after  ad- 
mission he  developed  difficulty  in  breathing  and 
appeared  more  cyanotic.  He  responded  to  in- 
travenous aminophylline.  Medical  consultation 
was  requested  at  that  time.  The  impression 
was  bilateral  lobular  pneumonia  and  pharyngitis, 
probably  streptococcal  in  etiology. 

Twenty  hours  after  admission  the  respiratory 
embarrassment  progressed.  He  became  extremely 
cyanotic.  The  respiratory  rate  was  32.  The 
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temperature  was  100  F.  Indirect  mirror  laryn- 
goscopy revealed  a swollen  erythmatous  epiglot- 
tis and  vocal  cords.  A whitish  membrane  was 
seen  on  both  ventricular  bands  and  at  the  base  of 
the  tongue.  During  the  examination  the  pa- 
tient suddenly  became  extremely  restless,  deeply 
cyanotic,  and  had  a generalized  convulsion. 
A tracheotomy  was  performed,  and  thick  bloody 
tenacious  secretions  were  suctioned  from  the 
tracheobronchial  tree.  The  patient  was  given 
oxygen.  His  color  improved,  but  he  had  addi- 
tional convulsive  seizures  and  became  semi- 
stuperous.  An  injection  of  80,000  units  of 
diphtheria  antitoxin  was  given  by  the  intravenous 
and  intramuscular  route.  Terramycin  was  started 
intramuscularly.  An  electrocardiogram  showed 
a sinus  tachycardia  of  120.  The  PR  interval 
was  0.12.  There  was  RS-T  segment  depression 
in  left  ventricular  type  leads. 

Twenty-six  hours  after  admission  examination 
revealed  further  respiratory  obstruction  and 
cyanosis.  The  muscles  of  respiration  were  not 
paralyzed.  It  was  thought  inadvisable  to 
bronchoscope  the  patient.  Tryptar  by  inhala- 
tion was  started,  and  hydrocortisone  was  given 
intravenously.  Thirty-three  hours  after  admis- 
sion the  patient  exhibited  wild  behavior  and  had 
to  be  restrained.  Bilateral  Babinski’s  sign  with 
depressed  deep  tendon  reflexes  appeared.  The 
pupils  were  dilated  and  fixed.  Thirty-five 
hours  after  admission  respiration  gradually  be- 
came shallow  and  ceased.  The  heart  beat  became 
inaudible.  The  patient  was  pronounced  dead. 

Discussion 

Dr.  Jack  Nelson:  The  train  of  symptoms  in 
this  forty-five-year-old  man  began  with  a sore 
throat  and  a cough : evidence  of  both  pharyngitis 
and  tracheobronchitis  or  bronchopneumonia. 
The  severity  of  the  pharyngitis  was  indicated  by 
the  degree  of  dysphagia.  Hoarseness  of  the 
voice  was  not  mentioned,  therefore,  laryngeal 
involvement  was  apparently  not  outstanding  at 
that  time.  The  swelling  of  the  neck  was  pre- 
sumably the  consequence  of  cervical  lym- 
phadenitis. 

Nothing  has  appeared  thus  far  to  suggest  other 
than  a banal  infection  of  the  respiratory  tract, 
except  for  the  fact  of  almost  simultaneous  in- 
volvement of  the  entire  tract.  This  might  be 
caused  by  hemolytic  streptococcus,  Hemophilus 
influenzae,  or  occasionally  staphylococcus. 


Pneumococcus  infection  is  unlikely,  for  it  rarely 
produces  such  pharyngotracheitis.  Viral  etiology 
is  a possibility  in  the  form  of  the  syndrome  of 
acute  undifferentiated  respiratory  disease.  How- 
ever, we  must  abandon  this  likelihood,  for  on  the 
tenth  day  of  illness  the  advent  of  blood-streaked, 
tenacious  sputum  testifies  to  the  severity  of  the 
bronchopneumonic  element.  Further,  tenacity 
of  sputum  brings  to  mind  the  twin  possibilities 
of  Klebsiella  friedlanderi  infection  and  pneumo- 
coccus, type  III,  infection,  which  somewhat  re- 
sembles it  clinically.  However,  it  must  be 
noted  that  respiratory  infection  caused  by  these 
organisms  is  usually  abrupt  in  onset  and  is 
pneumonic  and  pleuritic  from  the  start  rather 
than  pharyngotracheal  in  location. 

On  this  fourth  day  also  the  patient  noted  a 
“flap  of  skin”  on  the  back  of  his  throat,  possibly 
the  beginning  of  a membrane.  And  yet  despite 
this  he  cannot  have  appeared  very  ill,  for  on 
both  the  fifth  and  sixth  days  he  was  treated  as 
an  outpatient  by  two  separate  physicians. 

On  the  seventh  day  of  illness,  however,  he 
swiftly  became  worse,  for  on  his  admission  to  the 
hospital  on  that  day  he  appeared  acutely  ill 
with  a temperature  of  102  F.  A yellowish- 
white  membrane  extended  from  the  uvula  across 
the  left  tonsil.  Although  it  was  peeled  easily, 
this  gave  rise  to  capillary  bleeding.  We  need 
not  entertain  more  than  passingly,  I think,  the 
possibility  of  agranulocytosis  either  of  itself  or 
in  consequence  of  lymphoma,  for  the  gums  are 
normal,  and  the  description  is  not  that  of  the 
necrotic  ulcers  with  sloughing  bases  which  are 
characteristics  of  this  condition.  Moreover,  the 
early  appearance  of  involvement  of  the  lower 
respiratory  tract  bespeaks  primarily  infectional 
etiology. 

The  entire  oral  pharynx  was  red  and  swollen, 
indicating  that  the  membrane  formation  was  in 
reaction  to  the  greater  severity  of  inflammation 
in  one  area  with  consequent  necrosis  of  the  super- 
ficial mucosa  there.  Here  we  must  think 
strongly  of  diphtheria.  Although  generally  a 
disease  of  children,  it  is  not  infrequently  seen  in 
adults,  indeed,  in  close  to  20  per  cent  of  cases. 
The  membrane  may  range  in  color  from  yellowish 
white  as  in  this  case,  to  dark  gray,  this  color 
being  a function  of  its  age.  It  is  true  that  the 
diphtheritic  membrane  may  be  peeled  away 
from  the  underlying  tissue  only  with  difficulty, 
but  it  leaves  capillary  bleeding  points  as  here 
noted.  However,  other  organisms  too,  if  their 
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endotoxic  component  be  virulent,  are  capable 
of  causing  tissue  necrosis  and  thereby  producing 
fibrinous  exudate  and  consequent  membrane 
formation.  These  are  hemolytic  streptococci, 
staphylococci,  and  occasionally  H.  influenzae. 
The  swelling  of  the  soft  tissues  of  the  neck,  the 
“bull  neck,”  although  often  seen  in  diphtheria,  is 
but  the  cellulitic  reaction  of  deeper  tissues  and  is 
consistent  with  the  severe,  necrotizing  infection 
of  the  other  bacteria  as  well. 

The  lungs  were  clearly  the  site  of  a bilateral 
bronchopneumonia,  although  the  rhonchi  of 
bronchitis  are  not  mentioned.  The  remaining 
features  were  those  of  systemic  reaction  to  in- 
fection, except  possibly  for  the  slight  cyanosis. 

The  leukocytosis  was  about  as  expected.  The 
throat  smear,  negative  for  C.  diphtheriae,  adds 
little  to  our  knowledge,  for  even  in  definite  cases 
of  this  condition  the  smear  is  often  negative. 

From  this  moment  the  pattern  evolved  with 
great  rapidity,  for  eight  hours  later  there  was 
considerable  dyspnea  and  cyanosis,  and  twenty 
hours  after  admission  the  ventilatory  difficulty 
was  extreme.  I say  ventilatory  difficulty  rather 
than  respiratory,  for  the  laryngoscopic  findings 
of  membrane  formation  in  the  hypopharynx  and 
cellulitis  of  the  larynx,  together  with  the  thick, 
bloody,  tenacious  secretions  aspirated  from  the 
tracheobronchial  tree,  all  point  to  the  existence 
of  widespread  laryngotracheobronchitis  of  such 
degree  as  to  interfere  with  the  passage  of  air. 

The  tracheotomy,  followed  by  suction  and  the 
administration  of  oxygen,  improved  the  patient’s 
color.  Neither  the  penicillin  given  prior  to  ad- 
mission nor  the  other  antibiotics  given  subse- 
quently were  of  help,  but  it  must  be  remembered 
that  they  had  very  little  time  in  which  to  work. 
The  same  must  be  said  of  the  diphtheria  anti- 
toxin, the  Tryptar  and  the  hydrocortisone. 
Even  the  bronchial  aspiration  and  oxygen  were 
only  transiently  beneficial,  for  the  respiratory 
obstruction  and  cyanosis  recurred  and  became 
more  severe. 

During  these  terminal  hours  an  electrocardio- 
gram exhibited  S-T  segmental  depression  in  the 
left  ventricular  type  leads  without  evidence  of 
arrhythmia  or  block.  Such  a pattern  seems 
nonspecific  and  a consequence  of  anoxia  and 
infection  rather  than  of  diphtheria  exotoxin 
itself,  which,  being  neurotropic,  is  prone  to  pro- 
duce block  at  one  or  another  level  of  the  conduct- 
ing bundles. 

The  convulsions  which  began  twenty  hours 


after  admission  and  were  joined  in  the  agonal 
hours  by  delirium,  reflex  changes,  and  fixedly 
dilated  pupils  bespeak  widespread  severe  cerebral 
damage;  neither  may  these  changes  be  necessar- 
ily attributed  to  the  exotoxic  damage  caused  by 
the  diphtheria  bacillus,  for  this  is  rarely  central 
in  its  impact.  Rather,  it  is  peripheral,  affecting 
the  palate,  the  pupils,  and  the  nerves  of  the 
extremities.  Moreover,  these  as  a rule  appear 
later  than  here  noted,  in  the  second,  third,  and 
fourth  weeks  of  illness.  And  yet  it  must  be 
admitted  that  such  terminations  are  sometimes 
seen  in  diphtheria,  especially  when  the  intoxica- 
tion is  overwhelming  from  an  extensive  membrane 
such  as  was  found  here.  Therefore,  the  neuro- 
logic manifestations  may  be  the  result  of  either 
infection  and  anoxia  or  possibly  of  meningoen- 
cephalitis, as  is  sometimes  seen  in  acute  septic 
states. 

I believe  this  was  a case  of  acute  pharyngo- 
tracheobronchitis  with  possibly  less  involvement 
of  the  larynx  than  is  often  seen  in  this  condition. 
The  preterminal  convulsions  and  the  terminal 
delirium  were  probably  the  nonspecific  conse- 
quence of  anoxia  together  with  general  infection. 
Death  was  by  anoxia  resulting  from  obstruction 
of  the  bronchial  tree  by  secretions  and  mem- 
brane formation. 

It  is  possible  that  C.  diphtheria  was  the  infect- 
ing agent.  I think  it  more  likely  that  the  organ- 
ism responsible  was  one  of  those  found  in  relation 
to  laryngotracheobronchitis.  These  are,  in  the 
order  of  frequency,  streptococcus,  staphylococcus, 
H.  influenzae,  and  rarely  Friedlander’s  bacillus. 

Diagnoses 

Clinical. — Diphtheria. 

Dr.  Nelson. — Acute  pharyngotracheobronchitis 
due  to  streptococcus. 

Anatomic. — Diphtheria  with  pseudomembrane 
formation  involving  pharynx , larynx,  trachea, 
bronchia,  and  bronchioles. 

Pathologic  Report 

Dr.  Norman  Cooper:  At  autopsy  a diph- 

theritic pseudomembrane,  consisting  of  fibrin 
and  necrotic  remnants  of  epithelial  and  inflam- 
matory cells  and  bacteria,  was  found  in  the 
pharynx,  larynx,  trachea,  bronchi,  and  even  the 
bronchioles.  The  patient’s  failure  to  respond 
to  tracheotomy  and  tracheal  suctioning  is  easily 
understandable  when  one  realizes  how  far  down 
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in  the  respiratory  tract  the  pseudomembrane 
was  found.  Furthermore,  it  should  be  remem- 
bered that  diphtheritic  pseudomembrane  is 
rather  stiff  and  hard  and  would  not  be  readily 
removed  by  suction.  The  failure  of  the  throat 
smear  to  reveal  diphtheria  bacillus  is  not  sur- 
prising. Pseudomembranes  provide  an  excel- 
lent culture  medium,  and  staphylococci  and 
streptococci  often  overshadow  the  C.  diphtheriae 
in  smears.  In  this  case  (and  this  is  usually 
true)  the  primary  infecting  organism,  C.  diph- 
theriae, was  obtained  by  culture  of  the  pharynx. 

The  pathogenesis  of  diphtheria  has  never  been 
conclusively  established.  However,  it  is  gen- 
erally believed  that  the  causative  organism  itself 
has  little  or  no  power  to  destroy  tissue  and  there- 
fore cannot  invade  the  host.  Only  by  virtue 
of  its  extremely  potent  exotoxin  does  C.  diph- 
theriae become  a virulent  pathogen.  The  theory 
is  that  the  toxin  destroys  tissue  locally  much 
faster  than  the  host  can  remove  necrotic  debris. 
The  resultant  surface  pseudomembrane  is,  as 
mentioned  above,  a good  culture  medium,  so 
that  the  organism  is  able  to  increase  rapidly  in 
numbers,  producing  more  toxin  and  causing  more 
widespread  destruction.  In  its  main  outlines 
this  theory  is  probably  true.  However,  it 
should  be  pointed  out  that  nontoxigenic  strains 
of  C.  diphtheriae  can  cause  pharyngitis  and  elicit 


pseudomembranes  in  rabbits  and  even  mildly 
in  man. 

The  nature  of  the  exotoxin  of  C.  diphtheriae  is 
not  fully  understood.  It  is  produced  only  by 
strains  of  C.  diphtheriae  which  are  infected  with 
an  appropriate  bacteriophage.  Even  when  the 
bacteria  are  so  infected,  the  production  of  toxin 
can  be  suppressed  by  a high  concentration  of 
iron  salts  in  the  culture  medium.  This  and 
other  observations  led  to  the  suggestion  that  the 
toxin  might  be  the  protein  moiety  of  a respira- 
tory enzyme  (cytochrome  B)  involved  in  the 
bacterium’s  metabolism.  This  theory  holds 
that  the  protein  portion  of  the  enzyme  is  suffi- 
ciently like  that  of  the  similar  enzyme  found  in 
mammals  to  compete  with  the  mammalian  en- 
zyme for  substrate.  At  the  same  time  the 
bacterial  protein  is  sufficiently  unlike  its  mamma- 
lian analogue  so  that,  having  bound  substrate, 
it  cannot  function  in  the  mammal’s  cytochrome 
system.  Thus,  the  theory  holds,  the  toxin 
destroys  cells  by  engaging  in  competitive  inhibi- 
tion of  an  enzyme  essential  to  the  metabolism  of 
the  host’s  cell. 

Bacteriology  Report. — Throat  culture  on 
Loeffler’s  medium  revealed  C.  diphtheriae  very 
sensitive  to  Aureomycin,  Terramycin,  and 
Chloromycetin  and  moderately  sensitive  to 
penicillin,  streptomycin,  and  bacitracin. 
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Heredity  has  long  been  considered  of  great  sig- 
nificance in  the  etiology  of  allergic  diseases, 
particularly  hay  fever  and  asthma.  The  tend- 
ency of  allergic  illness,  specifically  asthma  and 
hay  fever,  to  occur  in  families  has  been  reported 
frequently  in  medical  literature.  In  1909  Drink- 
water1  described  a family  in  which  ten  of  23 
individuals  in  three  successive  generations  had 
asthma,  and  he  concluded  from  this  study  that 
asthma  is  inherited  as  a simple  mendelian 
dominant  character. 

Subsequently  Cooke  and  Vander  Veer  in  19162 
and  later  Adkinson3  published  the  results  of 
separate  exhaustive  studies  in  which  they  agreed 
that  genetic  influences  played  a significant  role, 
although  they  disagreed  as  to  how  this  influence 
affected  the  inheritance  of  allergy.  The  former 
investigators  concluded  that  hypersensitiveness 
is  transmitted  as  a simple  mendelian  dominant 
character,  while  the  latter  inferred  that  bronchial 
asthma  is  passed  on  as  a simple  recessive  trait. 

In  1923  Coca  and  Cooke4  proposed  the  term 
“atopy”  to  clearly  demarcate  the  clinical  al- 
lergies which  were  subject  to  hereditary  influence. 


At  that  time  it  was  thought  only  humans 
could  manifest  “atopy.”  Hay  fever,  asthma, 
and  infantile  eczema  were  the  clinical  illnesses 
described  and  classified  under  the  heading  of 
“atopy.”  The  immediate  wheal  reaction 
to  skin  tests  with  the  antigen  and  the  Prausnitz- 
Kiistner  reaction  of  passive  transfer  ostensibly 
set  this  group  of  illnesses  apart  from  any  others 
of  a similar  nature  noted  in  other  animals. 
Subsequently  similar  allergic  conditions  were 
noted  in  dogs  and  other  animals  and,  in  addition, 
it  was  found  that  immediate  whealing  reactions 
and  the  passive  transfer  reactions  were  not  always 
demonstrably  positive  in  humans.  Therefore, 
the  term  “atopy”  as  originally  conceived  has 
proved  to  be  one  of  limited  applicability. 

Studying  the  incidence  of  two  allergic  con- 
ditions, asthma  or  hay  fever,  in  the  children  of 
families  in  which  either  one  or  both  of  the  parents 
were  allergic,  Spain  and  Cooke5  in  1924  confirmed 
and  broadened  the  observations  of  Cooke  and 
Vander  Veer.  Assuming  that  the  genetic  factor 
is  a mendelian  dominant,  they  estimated  that 
when  both  parents  are  affected,  75  to  100  per 
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cent  of  the  offspring  should  become  sensitive; 
when  only  one  parent  is  affected,  50  to  75  per 
cent  of  the  offspring  should  become  sensitive, 
and  when  neither  is  affected,  probably  0 to  10 
per  cent  should  become  sensitive,  allowing  for 
the  possibility  of  some  experimental  error. 
The  actual  data  from  their  studies  was  close 
enough  to  experimental  estimations  for  them  to 
state  that  the  transmitted  character  was  a 
mendelian  dominant. 

In  a clinical  review  of  285  children  with  asthma, 
Peshkin6  in  1928  reported  a positive  antecedent 
family  history  of  allergy  of  42.5  per  cent.  He 
also  demonstrated  that  one  may  obtain  a greater 
incidence  of  positive  family  history  if  one  ques- 
tions parents  on  a first  interview  and  subse- 
quently one  to  two  years  later  when  the  adults 
have  been  made  familiar  with  what  hay  fever 
and  asthma  really  are.  Eighteen  per  cent  of 
family  histories  that  were  recorded  as  negative 
initially  when  the  patients  first  came  under  ob- 
servation were  later  changed  to  positive. 

In  1936  Wiener,  Zieve,  and  Fries7  postulated 
in  a detailed  study  that  allergic  individuals  may 
be  classified  according  to  the  age  of  onset  of 
symptoms  into  those  who  develop  first  symptoms 
before  puberty  and  those  who  do  so  later,  those 
before  puberty  having  bilateral  inheritance  and 
those  after  puberty  either  unilateral  or  no  obvious 
inheritance. 

It  has  been  suggested  that  a study  of  mono- 
zygotic (identical)  twins  might  shed  some  light 
on  the  subject  of  inheritance  of  allergic  conditions. 
In  other  words,  if  allergic  conditions  are  in- 
fluenced by  a hereditary  mechanism,  both  twins 
should  have  allergy  and  similar  shock  organs  and 
allergens  should  be  involved.  Bowen8  reported 
on  59  pairs  of  identical  twins.  Only  seven  of  the 
59  pairs  showed  dual  allergy.  In  the  remaining 
52  pairs  only  one  of  each  pair  of  twins  was  ill 
enough  to  require  medical  treatment  for  an 
allergic  disorder. 

Although  the  conditions  of  true  germinal  or 
chromosomal  inheritance  are  not  absolutely 
fulfilled  in  allergic  conditions,  practically  all 
authors  except  Ratner  et  al9  agree  with  the 
conclusion  that  the  greater  the  degree  of  inheri- 
tance (whether  bilateral  or  unilateral)  the  greater 
will  be  the  likelihood  of  the  offspring’s  becoming 
sensitive. 

It  is  likewise  agreed  by  most  allergists  that  one 
inherits  an  allergic  predisposition  rather  than  a 
specific  allergic  disease.  Descendants  of  a 


parent  suffering  from  hay  fever  may  develop 
asthma  or  eczema  and  not  necessarily  hay  fever. 

Ratner  and  his  associates  in  particular  have 
questioned  the  conclusion  that  inheritance  plays 
a part  in  the  development  of  the  allergic  pre- 
disposition. He  reported  in  an  early  study 
(1941)  of  250  allergic  children  and  315  normals 
that  the  family  incidence  was  approximately 
the  same  in  both  and  that  about  50  per  cent  of 
families  in  both  groups  showed  no  allergy.  A 
survey  was  made  in  1952  covering  250  allergic 
children  and  their  parents  and  grandparents 
together  with  a control  group  in  which  Ratner 
concluded  that  the  incidence  in  grandparents, 
parents,  and  siblings  of  allergic  children  is  no 
greater  than  in  groups  of  the  population  chosen  at 
random.10 

Later,  Ratner  and  Silberman11  again  reviewed 
the  subject  of  influence  of  heredity  on  allergy,  and 
stated  that  “we  do  not  imply  that  we  have  shown 
that  the  gene  does  not  play  a role  in  the  produc- 
tion of  the  allergic  state.  The  frequency  with 
which  the  hypersensitive  state  occurs  in  the 
lower  animal  and  in  man  makes  it  extremely 
difficult  to  dissociate  acquired  from  genetic 
factors  in  its  establishment.  Chromosomal  and 
other  factors  which  may  simulate  genetic  in- 
fluences require  further  elucidation.” 

Concerning  other  factors  which  may  be  in- 
volved in  the  production  of  the  allergic  state, 
Prigal12  writes  that  his  studies,  in  which  hemo- 
Lytic  coagulase  positive  staphylococci  were 
identified  and  traced  ,by  phage  typing  within 
a family  and  interrelated  families  suggest  the 
possibility  that  asthma  associated  with  infection 
and  intrafamilial  contagion  may  have  interfered 
with  accurate  determinations  of  the  true  role  of 
heredity.  Such,  he  explains,  was  the  case  with 
tuberculosis,  which  was  considered  an  hereditary 
disease  due  to  the  high  family  incidence  until  the 
infectious  agent  was  discovered  and  contagion 
demonstrated,  thus  reducing  the  significance  of 
heredity  in  tuberculosis. 

Schwartz,13  studying  the  problem  of  inheri- 
tance in  allergy,  restricted  his  field  of  inquiry  to 
bronchial  asthma.  His  intensive  clinical  and 
genetic  study  of  191  asthmatic  patients,  200 
controls,  and  50  patients  with  baker’s  asthma  led 
him  to  conclude  that  bronchial  asthma  is  a genetic 
entity  and  that  a genetic  relationship  exists 
between  asthma,  vasomotor  rhinitis,  and  probably 
infantile  eczema  in  which  the  specific  offending 
allergen  is  clearly  demonstrable.  His  was  a 
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statistical  study  in  which  the  Weinberg  statistical 
genealogic  method  was  used,  a method  which 
Schwartz  considered  reliable  for  the  demonstra- 
tion of  inheritance  factors.  He  too  came  to  the 
conclusion  that  asthma  is  inherited  as  a mendelian 
dominant  with  failing  manifestations  so  that  only 
40  per  cent  who  carry  the  genes  would  ever 
! develop  symptoms. 

Thus  while  many  studies  of  an  inferential 
nature  have  been  quoted,  absolute  and  incon- 
trovertible proof  of  the  importance  of  heredity 
in  allergy  is  not  available,  as  has  been  pointed 
out.  In  view  of  this  fact,  it  would  be  advisable 
to  set  up  a long-range  project  of  collecting  data 
relative  to  this  subject.14  There  must  be  many 
families  in  which  at  least  a parent  or  both 
parents  and  a child  with  infantile  eczema, 
hay  fever,  or  asthma  are  currently  or  have  been 
under  the  care  of  competent  allergists.  There 
is  the  further  possibility  that  three  generations 
may  have  been  or  are  presently  receiving  such 
care.  If  data  of  this  type  could  be  sent  to  a 
central  clearing  house,  possibly  an  organization 
such  as  the  American  Foundation  of  Allergic 
Diseases,  in  a relatively  short  time  interval  in- 
valuable statistics  would  be  easily  obtained. 

The  technic  referred  to  previously  of  reques- 
tioning parents  several  times  over  a period  of 
years  may  shed  additional  light  on  the  history 
from  at  least  two  viewpoints:  First,  in  the  inter- 
val someone  other  than  the  patient  in  the 
immediate  family  may  have  developed  some 
allergy,  and  second,  memories  may  be  triggered 
by  a greater  familiarity  with  the  allergic  con- 
dition. 

Despite  the  absence  at  present  of  anything 
approaching  a definitive  study  of  the  role  of 
heredity  in  allergy,  it  is  nevertheless  possible  at 
this  point  to  consider  several  interesting  hy- 
potheses. For  example,  there  has  been  a tend- 
ency in  the  past  to  consider  the  subject  of 
heredity  and  allergy  in  an  either/or  context — 
that  is,  the  assumption  that  allergy  or  the 
tendency  to  become  allergic  is  either  inherited 
or  acquired.  Although  the  majority  of  allergists 
have  come  to  accept  the  former  view,  there 
nevertheless  remains  a substantial  body  of 
evidence  which  cannot  be  fitted  to  this  hypothesis 
at  present.  Would  it  not  be  fruitful,  therefore, 
to  approach  the  problem  from  the  vantage  of  a 
new  assumption,  namely,  that  allergy  can  be 
both  hereditary  and/or  acquired? 

Allergists  are  familiar  with  cases  involving  the 


highly  sensitized  patient  whose  allergic  symptoms 
begin  at  infancy  and  whose  family  history  has  a 
high  incidence  of  allergy.  They  are  also  fa- 
miliar with  patients  whose  family  histories  show 
no  incidence  of  allergy  and  whose  own  histories 
reveal  no  record  of  previous  sensitization  until 
exposure  to  large  quantities  of  a specific  allergen. 

In  the  first  case  it  would  appear  that  allergy 
was  inherited,  whereas  in  the  other,  that  it  was 
acquired.  It  would  moreover  appear  that  the 
nonallergic  individual  can  be  so  bombarded  with 
allergens  as  to  become  allergic,  or  to  use  a familiar 
metaphor,  that  his  threshold  of  resistence  to 
allergens  can  be  crossed  providing  the  bombard- 
ment of  allergens  is  sufficiently  heavy.  If  this 
is  true,  he  could  be  said  to  have  inherited  allergy 
only  in  the  broadest  sense  of  having  inherited 
his  general  physical  make-up. 

One  might  compare  the  situation  to  a river 
during  flood  time.  The  houses  near  the  banks 
of  the  river  will  obviously  be  flooded  first,  but  in 
the  event  of  a major  deluge  the  houses  higher  up 
will  also  become  involved.  Or,  to  use  a more 
familiar  analogy,  one  might  think  of  the  allergic 
soil  which  stimulates  the  growth  of  allergy  in 
contrast  to  the  normal  soil  which  unless  heavily 
seeded,  bears  no  harvest  of  allergy. 

If  this  is  so,  one  can  use  the  term  “inheritance” 
only  in  the  general  sense  of  tendency,  and  one 
must  also  provide  for  the  possibility  of  exceptions, 
i.e.,  the  precipitation  of  allergy  in  the  so-called 
normal  or  “nontendency”  person. 

By  breaking  through  the  heredity  vs.  environ- 
ment impasse,  such  a hypothesis  might  serve  to 
focus  attention  on  a more  precise  understanding 
of  the  allergy  threshold  itself  until  the  statistical 
picture  concerning  heredity  in  allergy  is  more 
complete. 

Summary 

The  relationship  between  heredity  and  allergy 
has  been  the  subject  of  a number  of  studies,  most 
of  which  have  concluded  that  heredity  plays  a 
major  role  in  the  etiology  of  allergy.  Some  have 
contended,  however,  that  this  conclusion  has 
been  premature  and  that  much  more  evidence  is 
required  before  a definite  relationship  can  be 
established. 

A theory  is  presented  which  incorporates 
evidence  heretofore  considered  contradictory  by 
stating  that  allergy  may  be  inherited  and/or 
acquired.  That  is,  it  appears  that  certain  people 
do  inherit  what  might  be  called  a low  threshold 
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of  resistance  to  allergens.  It  also  appears  that 
others  with  no  family  history  of  allergy  can  be 
so  bombarded  by  allergens  as  to  become  allergic. 

16  East  79th  Street 
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ROBERT  S.  DANIELS,  M.D.,*  CHICAGO,  ILLINOIS 

( From  the  Department  of  Psychiatry , University  of  Cincinnati) 


A problem  confronting  many  physicians  is  the 
chronic  alcoholic  with  serious  emotional 
and  physical  difficulties  and  limited  personality 
strengths.  The  nonpsychiatrically  trained  physi- 
cian would  usually  prefer  to  refer  these  patients, 
but  he  finds  this  course  difficult  or  impossible. 
In  a recent  article  Hayman1  supplied  statistics 
indicating  that  at  least  in  one  area  many  psychia- 
trists were  reluctant  to  accept  for  treatment  pa- 
tients who  had  a serious  problem  with  alcohol. 
Therefore,  the  definitive  treatment  of  alcoholics  is 
often  carried  out  by  the  family  physician. 

This  study  proposes  the  use  of  certain  thera- 
peutic technics  which  establish  an  emotional 
equilibrium  enabling  the  patient  to  temporarily 
abstain  from  alcohol.  Such  a period  of  ab- 
stinence may  be  lifesaving  for  those  suffering  from 
the  nutritional  or  nervous  system  complications 
of  prolonged  alcoholism.  It  also  may  provide 
relief  for  the  overburdened  family. 

A neutral  or  mildly  positive  feeling  for  the  pa- 

*  Dr.  Daniels  is  now  an  instructor  in  the  Department  of 
Psychiatry  of  the  University  of  Chicago. 


tient  is  essential.  This  may  be  difficult  for  a 
number  of  reasons.  Frequently  the  patient  is 
demanding,  hostile,  and  distant.  The  demands 
may  take  the  form  of  insatiable  requests  doomed 
to  disappointment.  The  hostility  may  be  in 
anticipation  of  the  expected  rejection  or  to  pro- 
voke it.  Interpersonal  relationships  are  fre- 
quently superficial.  The  patient  may  have  diffi- 
culty communicating  essential  facts  about  his  life 
adjustment  and  inner  conflicts.  If  the  physician 
can  respond  differently  than  have  significant  per- 
sons in  the  past,  this  in  itself  may  be  therapeutic. 

The  psychotherapeutic  methods  utilized  were 
largely  supportive  and  suppressive  ones.2  By 
the  former  term  is  meant  that  the  therapist 
presents  a warm,  friendly  type  of  strong  leader- 
ship and  reassurance.  It  is  aimed  at  making  the 
patient  feel  secure,  protected,  respected,  and  less 
alone.  This  may  be  done  not  only  by  attitude 
but  by  such  measures  as  giving  oral  medication 
and  aiding  the  patient  in  solving  reality  problems. 
Suppressive  technics  were  used  when  it  became 
apparent  that  the  patient  was  about  to  drink. 
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By  this  is  meant  an  attitude  employing  such 
features  as  authoritative  firmness,  exhortation, 
and  persuasion.  Essentially  the  physician  acts 
as  a dictator  and  as  an  omniscient  and  omnipo- 
tent father  who  anticipates  being  obeyed.  It  is 
the  application  of  these  methods  of  psycho- 
therapy in  proper  proportions  with  the  neutral  or 
mildly  positive  attitude  that  is  crucial  in  this 
technic. 

Materials  and  Methods 

Ten  patients  were  utilized,  five  being  selected 
from  the  inpatient  psychiatric  service  of  the 
Cincinnati  General  Hospital  and  five  from  the 
community  alcoholism  clinic.*  The  inpatient 
group  was  assigned  by  chance,  and  the  outpatient 
group  was  selected  with  this  project  in  mind. 
Both  groups  would  have  been  unacceptable  to 
other  clinic  therapists  because  of  their  poor 
prognosis.  The  inpatients  were  characterized  by 
their  serious  physical  complications  and  their 
limited  therapeutic  possibilities.  The  outpatient 
group  was  unique  because  of  its  absent  motiva- 
tion and  referral  under  extreme  pressure  from 
the  environment. 

An  initial  diagnostic  interview  was  planned, 
and  subsequently  the  patient  was  to  be  seen  for 
fifteen  to  twenty  minutes  weekly.  Diethyl- 
thiuramdisulfide  (Antabuse)  was  administered  in 
all  but  one  case  where  it  was  physically  contra- 
indicated. Oral  multivitamins  were  also  pre- 
scribed. 

The  goal  set  was  a temporary  period  of  sobriety 
during  which  the  patient  might  make  a better 
social  adjustment.  There  was  recognition  from 
the  outset  that  most  of  these  patients  would  re- 
turn to  their  former  drinking  patterns,  but  it  was 
felt  the  limited  goal  was  a legitimate  one.  The 
first  five  cases  described  are  the  inpatients,  and 
the  second  five  are  the  outpatients. 

Case  Reports 

Case  1. — A sixty-two-year-old,  single  male  was 
admitted  in  a confused  mental  state  following  a series 
of  grand  mal  seizures.  These  had  been  precipitated 
on  eight  separate  occasions  by  heavy  alcohol  intake 
during  a five-year  period.  He  was  tremulous, 
had  circumstantial  speech,  and  was  hallucinating 
small  animals  attacking  him.  He  was  disoriented 
and  did  poorly  on  all  questions  requiring  intact  in- 


*  Sponsored  by  the  Health  Department  of  the  City  of 
Cincinnati. 


tellectual  functioning.  Physical  examination  re- 
vealed a rectal  temperature  of  100.4  F.,  a pulse  of 
128,  and  respirations  of  26.  He  was  dehydrated, 
had  a smooth  red  tongue,  and  an  enlarged  liver. 
Extensive  laboratory  work-up  was  negative  with 
the  exception  of  moderately  impaired  liver  function. 

The  patient  was  the  second  of  three  children  with 
an  overgiving  permissive  mother  and  a strict  father. 
His  father  died  when  he  was  sixteen,  and  shortly 
after  he  quit  school  and  began  to  drink.  His  work 
record  as  a bartender  and  a tramp  printer  has  been 
poor,  and  he  had  not  worked  in  eight  years.  Re- 
cently he  had  been  quite  dependent  on  his  landlady. 

Treatment  was  aimed  at  hydration,  sedation,  and 
improved  nutrition.  After  the  delirium  cleared,  a |; 
mild  chronic  brain  syndrome  remained.  While  he  I 
was  an  inpatient,  domiciliary  hospital  care  was  re- 
quested. After  discharge,  during  a three-month 
delay,  the  patient  remained  sober.  This  was  his  I 
longest  period  without  alcohol  in  five  years.  His 
sobriety  has  continued  in  the  domiciliary  setting. 

Case  2. — A thirty-four-year-old,  single  male  was  | 
admitted  in  a delirium  for  the  fourth  time  in  nine 
months.  He  was  tremulous,  anxious,  and  halluci- 
nating bugs  on  his  skin.  He  was  dehydrated,  had  a 
moderately  enlarged  fiver,  and  evidence  of  periph- 
eral neuritis  in  his  lower  extremities.  A fiver 
profile  showed  impaired  fiver  function. 

He  was  the  fourth  of  six  children.  The  father 
deserted  the  family  when  the  patient  was  four.  His  j 
mother  was  a warm,  permissive  person  who  had 
great  economic  difficulties.  He  completed  the 
eighth  grade  at  sixteen  and  then  began  to  drink. 
Except  for  a relatively  successful  period  in  the 
Navy,  he  had  been  a severe  alcoholic  and  had  not 
worked  in  the  past  six  years. 

The  patient  was  hospitalized  for  four  weeks,  and 
subsequently  was  followed  in  the  clinic  for  five 
months.  Several  times  he  began  to  drink  when 
under  environmental  stress,  and  suppressive  tech- 
nics were  utilized.  He  secured  a job  and  began 
to  relate  to  women.  He  left  treatment  in  a 
period  of  shame  because  of  failure  to  abstain. 
Follow-up  reveals  that  he  continues  to  drink. 
There  is,  however,  a decrease  in  the  severity  of  his 
alcoholism,  and  no  additional  hospitalizations  have 
been  necessary. 

Case  3. — A forty-year-old,  married  male  was  ad- 
mitted in  a tremulous  state  hallucinating  that  a 
lion  was  eating  his  foot.  He  was  suspicious  of  the 
examiner  but  showed  no  defect  in  orientation  or 
intellectual  function.  Physical  and  laboratory  ex- 
aminations were  normal.  Psychologic  tests  re- 
vealed rigidity  of  controls,  denial  of  feelings,  lack 
of  inner  resources,  and  low  frustration  tolerance. 
These  tests  suggested  a severe  character  disorder 
with  paranoid  trends. 
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He  was  the  middle  of  five  children  raised  in  a 
feminine  environment  of  elderly  maiden  aunts. 
His  mother  died  when  the  patient  was  three.  His 
father  had  been  a lifelong  alcoholic.  For  fifteen 
years  the  patient  had  worked  irregularly  as  a taxi 
driver.  He  has  had  few  interpersonal  relationships, 
and  his  wife  was  the  only  girl  he  had  ever  dated. 

He  remained  in  the  hospital  for  two  weeks  and 
was  seen  weekly  thereafter.  He  abstained  for  six 
.months,  the  longest  sober  period  in  twenty  years. 
•After  termination  he  remained  sober  for  three 
imonths.  Subsequently  his  drinking  continued,  but 
with  reduced  amounts  and  little  loss  of  time  from 
work. 

Case  4. — A sixty-seven-year-old  male  widower 
was  admitted  for  the  third  time  in  three  years  in 
delirium  tremens.  He  was  tremulous,  disoriented, 
and  hallucinating  small  animals.  Physical  exami- 
nation revealed  a blood  pressure  of  160/100,  pulse  of 
132,  and  evidence  of  peripheral  arteriosclerosis. 
The  heart  was  enlarged  to  percussion  to  the  anterior 
axillary  line  in  the  sixth  intercostal  space,  and  there 
was  1 plus  peripheral  edema. 

He  was  the  oldest  of  eighteen  children  raised  in  a 
deprived  rural  southern  area.  His  father  intro- 
duced him  to  alcohol  when  he  was  twelve  and  he  had 
drunk  heavily  for  fifty-five  years.  He  married  when 
he  was  twenty-six,  and  his  wife  died  when  he  was 
forty-seven.  The  patient  had  been  dependent  on 
his  brother-in-law  for  support  during  the  last  fifteen 
years. 

His  mental  state  cleared  in  forty-eight  hours,  and 
following  two  weeks  of  hospitalization,  he  was  dis- 
charged to  the  clinic.  Help  was  given  in  securing 
eyeglasses  and  medical  follow-up.  He  remained 
sober  during  a year’s  therapy.  His  treatment  has 
been  continued  by  a general  practitioner  for  an 
additional  six  months,  and  the  sobriety  persists. 

Case  5. — A fifty-two-year-old,  divorced  male  was 
tremulous,  disoriented,  and  hallucinating,  his  third 
such  episode  in  two  years.  Physical  examination 
was  normal  except  for  poor  nutrition.  His  labora- 
tory work-up  was  normal. 

He  was  the  fourth  of  six  children  with  a mother 
who  was  never  close  and  an  alcoholic  father  who 
deserted  the  family  when  the  patient  was  four.  He 
left  home  at  fourteen  and  has  spent  his  life  as  an 
itinerate  race  track  employe.  He  married  at  the 
age  of  twenty-two  but  never  spent  more  than  a few 
weeks  a year  at  home  prior  to  his  divorce  at  age 
thirty-four.  His  drinking  began  when  he  was 
seventeen  and  has  always  been  heavy.  He  had  not 
worked  in  six  years  and  was  being  currently  sup- 
ported in  a dependent  relationship  with  a woman 
friend. 

Improvement  was  rapid  during  the  seventeen 
days  of  hospitalization.  He  was  followed  weekly 


for  twelve  months.  Several  times  when  he  began 
to  drink  stringent  prohibitions  were  invoked. 
Shortly  after  discontinuing  treatment  he  began  to 
drink.  However,  his  drinking  pattern  was  modified, 
and  he  has  not  required  further  hospitalizations. 

Case  6. — A forty-eight-year-old,  divorced  male 
was  referred  to  the  clinic  by  the  court  for  prolonged 
alcoholism  resulting  in  nonsupport  of  his  former 
wife  and  three  children.  He  had  been  living  in  a 
public  shelter  for  destitutes.  Alcohol  had  been  a 
lifelong  problem,  but  it  had  been  accentuated  by 
the  birth  of  each  of  his  children.  Eight  months  prior 
to  his  clinic  admission  he  had  had  a posterior  myo- 
cardial infarction. 

The  patient  was  seen  five  times  before  he  discon- 
tinued coming.  He  was  evasive  and  related  poorly. 
He  was  hostile  to  his  current  benefactors  and  plead- 
ingly asked  the  therapist  to  magically  extricate  him 
from  this  situation.  Diethylthiuramdisulfide  was 
not  used  because  of  his  cardiac  problem.  Seven 
months  later  he  died  of  a second  myocardial  in- 
farction. 

Case  7. — A thirty-six-year-old,  married  male 
came  to  the  clinic  because  his  wife  was  threatening 
to  leave  him.  Drinking  had  been  a problem  for 
fifteen  years  but  was  worse  during  the  seven  years 
of  marriage.  He  related  in  a vague,  uneasy  fashion, 
and  historical  information  was  contradictory.  He 
came  only  two  times,  and  attempts  at  a follow-up 
were  unsuccessful. 

Case  8. — A thirty-two-year-old,  single  male  was 
referred  to  the  clinic  as  a part  of  his  probation  after 
several  arrests  for  drunkenness.  He  had  begun  to 
drink  in  midadolescence  when  his  mother  died. 
His  work  record  had  been  irregular,  and  he  had  no 
friends.  His  only  sibling,  a sister  two  years  older 
than  himself,  supported  him. 

He  was  evasive,  suspicious,  and  could  not  relate. 
On  tetraethylthiuramdisulfide  he  felt  people  were 
following  him  and  had  auditory  hallucinations  which 
he  refused  to  discuss.  The  medication  was  dis- 
continued, and  chlorpromazine  50  mg.  four  times  a 
day  was  begun.  He  cleared  rapidly,  but  discon- 
tinued treatment  after  four  interviews.  A follow-up 
one-and-one-half  years  later  revealed  a continuation 
of  his  same  drinking  pattern. 

Case  9. — A forty-year-old,  single  male  came  to  the 
clinic  because  his  fiancee  insisted  he  discontinue 
drinking  prior  to  their  marriage.  He  began  to 
drink  in  late  adolescence,  and  his  work  record  had 
been  irregular  as  a result.  Every  month  or  so  he 
went  on  a spree  lasting  five  to  seven  days.  His 
prospective  wife  was  eight  years  older  than  he,  and 
their  relationship  was  based  on  what  she  could  give 
him.  While  drinking  he  would  “go  out  of  my  head,” 
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but  he  blamed  this  on  something  the  manufacturers 
put  in  the  wine. 

He  was  distant,  and  any  attempt  to  discuss  his 
current  or  past  life  brought  hostile  denials.  He 
discontinued  medication  after  two  days  and  came 
to  only  three  therapeutic  sessions.  Attempts  at  a 
follow-up  were  unsuccessful. 

Case  10. — A forty-eight-year-old,  divorced  male 
made  personal  application  to  the  clinic.  He 
proudly  claimed  he  drank  80  to  90  double  shots 
daily,  and  exaggerated  his  exploits  with  women. 
He  had  always  been  the  “black  sheep”  of  his  family 
and  had  left  home  at  age  fourteen.  His  drinking 
had  begun  at  that  time.  His  marriage  in  his  mid- 
thirties was  terminated  by  divorce  after  two  years. 
Since  then  he  had  been  living  alone  supporting 
himself  in  a limited  fashion. 

He  was  initially  anxious  and  tremulous.  As 
contacts  continued,  he  exaggerated  less  and  became 
more  relaxed.  He  came  for  23  interviews  over  a 
seven-month  period  and  became  productive  in  his 
tree  surgery  business.  Shortly  after  discontinuing 
therapy  he  began  to  drink  again,  although  with 
lessened  severity. 

Results  and  Comment 

The  goal  decided  on  was  a temporary  period  of 
sobriety  for  a group  of  chronic  alcoholics  with 
lifelong  drinking  patterns  and  few  personality 
strengths.  The  five  inpatients  remained  sober 
for  longer  periods  of  time  than  they  had  in  many 
years.  Two  of  them  continue  sober,  one  in  a 
domiciliary  hospital  and  one  in  a similar  ongoing 
relationship  with  his  family  physician.  Three 
have  returned  to  drinking,  although  neither  with 
their  former  difficulties  nor  with  repeated  hos- 
pitalizations. Only  one  of  the  outpatients  en- 
tered into  an  effective  therapeutic  relationship 
and  had  an  appreciable  period  of  sobriety,  He 
quickly  returned  to  drinking  on  termination  of 
therapy,  although  with  reduced  severity.  Of  the 
other  four,  one  died  of  a second  myocardial  in- 
farction unrelated  to  treatment,  one  continues 
unchanged,  and  follow-ups  were  unobtainable  on 
two  patients. 

There  are  several  essential  differences  in  the  two 
groups.  The  inpatients  had  severe  physical 
complications  from  their  alcoholism  which  ne- 
cessitated careful  medical  supervision  and  a period 
of  hospitalization.  This  offered  the  therapist  an 
opportunity  to  establish  the  essential  relationship 
with  daily  contact  over  a period  of  several  weeks. 

Another  factor  that  may  have  facilitated  their 
acceptance  of  treatment  was  their  rather  serious 


physical  complaints.  In  research  currently  in 
progress  MacLeod  and  Silver3  have  suggestive 
evidence  that  male  patients  with  physical  com- 
plaints are  more  likely  to  continue  in  outpatient 
psychotherapy  than  those  without  them. 

The  failure  group  was  essentially  not  different 
in  character  structure  and  personality  resources 
within  the  limits  of  available  information,  but 
they  were  forced  into  therapy  by  external  author- 
ity and  had  limited  or  no  motivation.  The  con- 
tacts were  so  brief  and  distant  that  the  physician 
felt  that  he  never  really  came  to  know  these 
patients. 


P( 

su 

P1 
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The  question  of  duration  of  treatment  remains 
unanswered.  The  fact  that  the  two  patients  who 
remained  in  an  ongoing  relationship  have  con- 
tinued sober  and  the  four  who  were  permitted  to 
discontinue  have  begun  to  drink  suggests  that 
contacts  should  be  maintained  indefinitely. 
Even  when  the  patient  requests  to  discontinue 
treatment,  he  should  perhaps  be  urged  to  con- 
tinue. 

In  a treatment  of  this  sort  one  must  always  in- 
quire whether  there  was  some  specific  attitude  of 
the  therapist  which  produced  success  and  which 
could  not  be  repeated  by  others.  Barringer4  and 
Piker5  have  attempted  similar  therapeutic 
efforts  with  this  group  in  recent  years  and  im- 
pressionistically have  independently  confirmed 
this  form  of  endeavor  with  this  type  of  patient. 

Therefore,  it  is  suggested  that  the  severe 
chronic  alcoholic,  particularly  with  psychologic  or 
physical  complications,  be  admitted  to  the  hos- 
pital for  a period  of  relationship  building.  This 
relationship  should  be  based  on  a neutral  or 
mildly  positive  feeling  by  the  physician  and  em- 
ploy supportive  and  suppressive  technics,  in- 
cluding the  use  of  oral  medications.  Contacts  on 
leaving  the  hospital  should  be  brief  but  frequent, 
emphasizing  reality  oriented  subjects,  and  being 
largely  supportive  except  in  stressful  periods. 
At  these  times  suppression  may  be  more  helpful. 
These  contacts  should  be  maintained  indefinitely 
in  an  attempt  to  prolong  the  period  of  abstinence. 


Summary 

A brief  psychotherapeutic  technic  useful  for 
the  treatment  of  the  severe  alcoholic  by  the  family 
physician  is  discussed.  Ten  patients  who  would 
ordinarily  not  be  treated  were  selected,  and  sup- 
portive and  suppressive  psychotherapeutic  meth- 
ods were  used.  Within  the  limited  goal  of  tern- 
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porary  sobriety,  six  patients  may  be  considered 
successful.  The  technic  is  recommended  for  all 
physicians  who  can  maintain  a neutral  or  mildly 
positive  attitude  to  the  severe  alcoholic  while 
accepting  limited  goals. 

950  East  59th  Street 
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Tumors  in 

HAROLD  W.  DARGEON, 

Cancers  and  benign  tumors  are  now  among 
the  foremost  causes  of  death  in  American 
children.  The  latest  mortality  statistics — 1947 — 
indicate  that  next  to  accidents,  neoplastic 
diseases — which  include  leukemias  as  well  as 
benign  and  malignant  tumors — stand  first  among 
all  causes  of  death  in  the  group  from  five  through 
fourteen  years  of  age.  There  are  several  reasons 
for  this.  First,  there  is  a high  individual  case 
mortality  of  children  suffering  from  malignant 
neoplastic  diseases,  and  second,  a recent  dramatic 
reduction  has  occurred  in  the  previously  high 
mortality  resulting  from  infectious  diseases, 
such  as  pneumonia,  diphtheria,  tuberculosis,  and 
meningitis. 

Consequently,  there  is  a greater  juvenile 
population  surviving  whose  inherent  neoplastic 
tendencies  may  be  asserted  during  childhood 
(or  adult  life). 

Thus,  the  practitioner  is  required  to  bear  the 
grave  responsibility  of  diagnosing  or  suspecting 
an  uncommon  clinical  condition  which  may  have 
a serious  prognosis  but  which,  nevertheless,  if 
aggressively  attacked  in  its  early  phases,  may  be 
cured. 

How  may  neoplasms  (benign  as  well  as  malig- 
nant tumors)  be  diagnosed  early  in  its  clinical 
course?  There  are  two  points  of  major  impor- 
tance here  which  are  evident  but  which  cannot 


Childhood 
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be  emphasized  too  often. 

First,  most  children’s  tumors  are  congenital. 
Hence,  the  process  has  been  active  in  many  in- 
stances since  prenatal  life  plus  the  variable  period 
postnatally  before  there  is  clinical  evidence  of 
the  tumor.  It  is  obvious,  therefore,  that  even 
if  the  diagnosis  is  made  immediately  after  the 
disease  is  clinically  manifest,  we  are  dealing  with 
a condition  which  has  been  active  for  weeks  or 
perhaps  even  years  and  by  no  stretch  of  the 
imagination  could  be  called  early. 

Second,  because  of  the  multitude  of  anatomic 
regions  which  may  represent  either  the  primary 
or  metastatic  sites  of  a tumor,  clinical  syndromes 
that  mimic  many  common  diseases  of  children 
often  result.  Furthermore,  the  symptoms  do 
not  always  develop  insidiously,-  which  is  one 
diagnostic  pitfall.  In  some  cases  they  are  pre- 
cipitous. In  fact,  certain  intracranial,  intra- 
thoracic,  and  intra-abdominal  tumors  have  an 
acute  fulminating  clinical  onset. 

The  child  who  has  an  atypical  clinical  syn- 
drome, whether  it  be  a suspected  poliomyelitis, 
gastroenteritis,  rheumatic  fever,  or  even  a bump 
which  does  not  follow  the  usual  clinical  course, 
should  certainly  be  investigated  for  uncommon 
causes  of  such  symptoms,  including  tumors. 

Lymphosarcoma  is  a good  example  of  a juvenile 
neoplasm  which  may  present  a diversity  of  symp- 
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toms.  It  may  originate  in  the  nasopharynx, 
in  the  intestine,  or  in  a chain  of  lymph  nodes  as 
well  as  in  many  other  less  common  sites.  It  may 
grow  slowly  and  produce  little  or  no  discomfort 
or  objective  signs.  Knowledge  of  its  presence 
may  be  gained  first  from  slight  or,  at  the  other 
extreme,  very  marked  respiratory  tract  obstruc- 
tion or  intestinal  obstruction.  A persistence 
of  such  upper  respiratory  symptoms  cannot 
always  be  attributed  safely  to  an  inflammatory 
reaction  in  the  tonsils,  adenoids,  or  lymph  nodes, 
nor  should  progressive  intestinal  symptoms  be 
discounted  as  a result  of  dietary  mismanagement, 
constipation,  or  psychogenic  factors. 

The  child  with  leukemia  may  show  no  im- 
portant changes  in  the  peripheral  blood  which  will 
give  a clue  to  the  diagnosis  for  many  months. 
The  need  for  early  bone  marrow  studies  in  doubt- 
ful hematologic  disorders  is  now  widely  recognized. 
Approximately  12  per  cent  of  leukemic  children 
give  a history  that  initially  suggests  rheumatic 
infection.  Only  a constant  and  repeated  review 
of  some  of  the  more  difficult  diagnostic  problems 
will  disclose  the  cause  of  their  confusing  syn- 
dromes. 

Briefly  stated,  the  proper  approach  to  the 
diagnostic  phase  of  this  problem  requires  one  to 
invariably  consider  the  possibility  of  neoplasm 
in  making  a differential  diagnosis  whether  the 


condition  be  chronic,  subacute,  or  acute. 

Treatment  either  by  surgery  and/or  irradia- 
tion continues  to  show  gratifying  results  in  more 
and  more  cases.  There  are  increasing  numbers 
of  children  who  are  surviving  five  or  more  years 
following  therapy  for  such  cancers  as  medullo- 
blastoma, retinoblastoma,  Wilm’s  tumor,  and 
lymphosarcoma,  to  mention  only  a few. 

Chemotherapy  has  prolonged  the  lives  of 
many  leukemic  children  and  has  been  of  pallia- 
tive benefit  in  other  cancers,  such  as  lympho- 
sarcomas. In  addition,  a related  group  of  dis- 
eases— reticuloendothelioses — have  been  treated 
with  chemotherapeutic  agents  since  1948  with 
very  encouraging  results.  Such  agents  are  nitro- 
gen mustards  and  folic  acid  antogonists.  These 
are  given  orally  or  intravenously. 

In  conclusion,  the  problem  of  cancer  control 
in  childhood  is  not  within  accepted  limits  an 
insoluble  one.  Methods  of  treatment  and  diag- 
nosis are  available  and  constantly  being  improved. 
Still,  no  matter  how  effective  therapy  for  any 
disease  may  be,  it  will  be  useless  unless  it  is 
initiated  before  that  disease  has  advanced  ir- 
reversibly. Earlier  diagnosis  of  juvenile  cancer 
can  be  made,  and  the  salvage  of  these  children 
will  increase  significantly  when  this  is  accom- 
plished. 


( Number  two  in  a series  of  Cancer  Alerts ) 


Asymptomatic  Gallstones:  Reasons  for  a Policy 


The  author  leans  toward  a policy  of  advising  elec- 
tive cholecystectomy  in  cases  where  asymptomatic 
or  “silent”  stones  happen  to  be  discovered  inciden- 
tally to  investigation  or  treatment  of  other  com- 
plaints. This  view,  he  believes,  is  supported  by  a 
number  of  follow-up  statistical  studies.  In  the 
first  place,  he  says,  it  is  difficult  to  know  whether 
these  stones  really  are  asymptomatic.  The  patient 
who  harbors  them  probably  has  a 50  per  cent  chance 
of  being  troubled  by  them  sooner  or  later.  As  pa- 


tients grow  older,  there  is  an  increased  incidence  of 
acute  cholecystitis,  as  well  as  of  stones  in  the  com- 
mon bile  duct.  Add  to  this  the  increased  incidence 
of  associated  cancer  of  the  gallbladder,  and  it  would 
appear,  says  the  author,  that  there  is  reasonable 
justification  for  advising  elective  cholecystectomy 
unless,  of  course,  such  surgery  is  contraindicated  by 
hazards  greater  than  those  of  biliary  complications. 
— Joel  W.  Baker , M.D.,  Bulletin  of  the  Mason  Clinic 
{Seattle),  June,  1957 
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Prevention  of  Coronary  Artery  Disease 

VICTOR  GROVER,  M.D.,  F.A.C.P.,  BROOKLYN,  NEW  YORK 


Coronary  arter}T  disease  is  more  common 
than  cancer  as  a cause  of  death  in  adult 
males  in  the  United  States.  It  causes  the  vast 
majority  of  deaths  and  disabilhy  from  heart 
disease.  In  itself  it  is  a localized  manifestation 
of  the  same  arteriosclerosis  that  affects  other 
organs  of  the  body.  The  narrowing  of  the  blood 
vessel  decreases  the  amount  of  blood  that  the 
vessel  can  carry  to  the  tissues  just  as  rust  in  the 
pipe  decreases  the  amount  of  wTater  that  can  be 
carried  to  the  faucet.  Without  sufficient  blood 
the  tissue  does  not  get  enough  nourishment. 
Nature  produces  pain  as  a warning.  In  the 
heart  this  particular  type  of  pain  is  called  angina 
pectoris  or  simply  angina.  When  the  flow  of 
blood  is  no  longer  sufficient  to  sustain  life  in  the 
tissues,  that  part  of  the  heart  tissue  supplied 
by  the  affected  artery  dies,  and  we  have  what  is 
called  a heart  attack.  The  heart  attack  may  be 
very  mild  to  fatal  depending  on  how  large  an 
area  of  heart  tissue  is  affected. 

Prevention 

Prevention  of  coronary  artery  disease,  just  as 
in  any  other  disease,  involves  understanding  not 


only  the  basic  cause  of  the  disease  but  also  its 
contributory  factors.  Unfortunately,  although 
we  have  certain  theories,  we  do  not  know  the 
basic  cause  of  arteriosclerosis,  and  our  present 
knowledge  is  largely  concerned  with  the  con- 
tributory factors  in  this  disease.  Therefore  our 
purpose  will  be  to  acquaint  you  with  our  present 
status  and  approach  in  practice  and  research. 

Age. — First  of  all  I w7ant  to  emphasize  that 
we  no  longer  look  on  arteriosclerosis  as  an  in- 
evitable accompaniment  of  old  age  but  rather 
as  an  acquired  disease.  Arteriosclerosis  has 
been  found  in  infants,  and  many  persons  in 
their  seventies  and  eighties  have  arteries  that 
some  in  their  thirties  may  well  envy.  Many  in 
their  forties  have  far-advanced  arteriosclerosis. 

Sex. — In  studies  as  to  the  effect  of  contribu- 
tory factors  it  was  soon  noted  that  under  the  age 
of  fifty  years  coronary  artery  disease  affected 
more  than  30  males  for  every  one  female.  After 
fifty  j^ears  of  age  this  disparity  rapidly  disap- 
pears with  advancing  age.  Since  this  is  a very 
significant  difference,  investigation  as  to  its 
reasons  soon  turned  to  studies  of  sex  hormones. 
Castrated  males  were  found  to  have  less  coronary 
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artery  disease  than  normal  males.  Women  after 
menopause,  whether  it  was  surgically  induced  or 
naturally  acquired,  had  more  such  disease  than 
women  in  the  premenopause  group.  These  facts 
centered  attention  on  the  female  estrogenic 
hormones.  Animals  who  developed  arterio- 
sclerosis on  a high  fat  diet  were  found  to  be  pro- 
tected by  additional  treatment  with  estrogens. 
Human  males  were  then  given  estrogenic  hor- 
mones. It  was  found  that  these  males  under 
treatment  developed  signs  of  improvement  in 
the  factors  used  to  measure  arteriosclerosis. 
Unfortunately,  the  side  effects  produced  by  the 
estrogens  were  so  unpleasant  that  their  use  was 
not  considered  worth  the  trouble  caused.  The 
males  became  too  uncomfortable. 

Diet 

Much  of  the  study  of  the  prevention  of  arterio- 
sclerosis, including  coronary  artery  disease,  has 
had  to  do  with  diet.  And  much  of  this  study 
has  had  to  do  with  the  effects  of  dietary  fats. 
Fats  have  been  associated  with  arteriosclerosis 
since  arteriosclerosis  was  first  produced  in  rab- 
bits by  means  of  a high  fat  diet.  Investigations 
have  centered  around  the  fatty  acids,  lipopro- 
teins, and  more  particularly  cholesterol,  a fat- 
like substance  found  only  in  animal  fats.  Al- 
though the  relationship  of  these  substances  to 
arteriosclerosis  is  not  simple  or  direct,  there  is  a 
definite  relationship  between  a high  fat  diet  and 
arteriosclerosis.  During  World  War  II  when 
fats  were  practically  not  available  in  parts  of 
Europe  the  incidence  of  coronary  artery  disease 
in  these  areas  dropped  considerably.  When  the 
fats  were  again  available,  the  incidence  rose  again. 
Chinese,  Bantus,  and  some  poorer  Italian  groups 
who  have  a diet  very  low  in  fat  have  been  studied. 
The  incidence  of  coronary  artery  disease  is  very 
low  in  these  groups.  The  American  Negro  was 
at  one  time  thought  to  have  a relatively  low 
incidence  of  this  disease,  but  as  he  approaches 
the  white  population  in  economic  status  and  diet 
this  difference  gradually  disappears. 

Not  only  fats  have  been  associated  with  ar- 
teriosclerosis. Some  investigators  believe  that 
certain  essential  proteins  and  vitamin  defi- 
ciencies are  also  contributory  factors. 

Not  knowing  the  basic  causes  of  arteriosclero- 
sis, we  need  to  have  yardsticks  to  measure  the 
effects  of  various  factors  on  arteriosclerosis.  We 
use  as  yardsticks  certain  indicators  which  rise 


or  fall  with  the  changes  in  degree  or  occurence 
of  the  disease.  These  indicators  are  still  being 
tested  for  accuracy,  and  there  are  still  arguments 
as  to  their  reliability,  especially  as  to  their 
ability  to  predict  manifestations  of  disease 
rather  than  its  presence.  We  know  nearly  all 
older  people  have  arteriosclerosis,  but  we  seek 
ways  to  measure  who,  and  when  certain  people 
will  die  or  have  symptoms  from  its  effects.  Of 
all  the  indicators  cholesterol,  and  the  lipopro- 
teins to  a lesser  extent  are  the  best  known. 

Cholesterol. — Numerous  studies  have  shown 
a definite  relationship  between  a high  blood 
cholesterol  level  and  a high  incidence  of  arterio- 
sclerosis. There  are  certain  diseases,  such  as 
diabetes  mellitus,  sluggish  thyroid  activity,  and 
nephrosis  which  are  associated  with  a high  level 
of  cholesterol  in  the  blood.  In  these  diseases  the 
incidence  of  complications  and  death  due  to 
arteriosclerosis  at  an  early  age  is  very  much 
higher  than  in  the  average  population.  There- 
fore, because  of  this  correlation  with  arterio- 
sclerosis, blood  cholesterol  measurements  are 
used  as  a yardstick  to  measure  the  effects  of  high 
fat  diets,  sex  hormones,  and  other  treatments. 
For  similar  reasons  lipoproteins  are  also  used 
as  an  indicator. 

Cholesterol  and  lipoproteins  exist  in  several 
sized  molecules,  some  small  and  some  really 
relatively  huge.  Normally  they  pass  freely 
from  the  blood  through  the  blood  vessel  wall  into 
the  tissues  and  back  again.  Because  of  various 
properties  inherent  in  their  nature,  the  blood 
vessel  walls  allow  the  free  passage  of  these  sub- 
stances as  though  through  an  incredibly  small 
sieve.  It  is  thought  by  some  investigators  that 
certain  of  these  huge  molecules  are  big  enough  to 
be  caught  in  the  sieve  of  the  blood  vessel  wall 
and  to  remain  as  a sludge  or  deposit  in  the  vessel 
wall.  This  deposit  gradually  accumulates,  and 
with  the  addition  of  other  substances,  such  as 
calcium,  eventually  becomes  big  enough  to  ob- 
struct and  weaken  the  artery.  This  is  the  method 
of  production  of  arteriosclerosis.  Why  it  hap- 
pens and  why  it  occurs  more  devastatingly  in 
one  individual  than  another  is  what  is  the  sub- 
ject of  so  much  research.  When  we  can  answer 
those  questions,  treatment  will  become  available, 
much  suffering  will  be  avoided,  and  life  will  be 
greatly  prolonged  . 

Vegetable  Versus  Animal  Fats. — Because 
cholesterol  is  found  only  in  animal  fats,  the 
thought  arose  that  eliminating  animal  fats 
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from  th  e diet  would  lower  the  cholesterol  content 
of  the  ’ b«ody.  However,  it  was  soon  found  that 
the  bod  iy  <cou3d  manufacture  tremendous  amounts 
of  cho  lesterol  from  the  simple  building  blocks 
found  not  only  in  animal  fats  but  also  in  vege- 
table fats.  Therefore  this  was  not  a solution. 

Sat  orated  .and  Unsaturated  Fatty  Acids. — 
It  wa.s  learned’  that  some  fats,  whether  animal 
or  vegetable,  were  of  different  structure  than 
others.  This  difference  involved  the  amounts 
of  so-called  saturated  and  unsaturated  fatty 
acids  which  entered  into  their  composition. 
At  present  very  interesting  and  promising  re- 
search along  these  lines  is  being  pursued. 

Summary  of  KnvOwn  Dietary  Factors. — In 
summary  of  the  known  factors  in  the  dietary 
managment  for  the  pi  'evention  of  arteriosclerosis 
we  are  left  with  the*se  factors:  (1)  The  diet 

should  include  all  essential  food  elements  in 
balanced  proportions,  (2)  the  caloric  content 
should  be  low  enough  to  prevent  obesity,  (3)  the 
fat  content  should  be  lc'w,  and  possibly  (4) 
should  be  kept  low  in  saturated  fatty  acids. 
There  is  no  conclusive  evidence  that  other  dietary 
factors  influence  the  development  of  arterio- 
sclerosis, despite  the  abundance  of  literature. 

Lipotropic  Factors , Cholesterol 
^Antagonists  and  Detergent  Substances 

Under  certain  stringent  regimens  not  only 
can  further  accumulation  of  cholesterol  deposits 
be  prevented,  but  some  deposits  can  be  made  to 
disappear.  Unfortunately,  these  regimens  are 
not  practical  for  widespread  use.  Various  other 
methods  of  approach  have  been  used.  The  use 
of  plant  sterols  and  substances  such  as  sitosterol 
have  been  tried.  It  is  thought  that  these  sub- 
stances cannot  be  used  by  the  body  but  are  so 
closely  related  in  composition  to  cholesterol 
that  they  will  block  the  ability  of  the  body 
to  absorb  and  utilize  cholesterol  to  such  an  extent 
that  the  cholesterol  levels  of  the  body  will  be 
lowered.  The  evidence  of  the  results  of  these 
experiments  is  contradictory. 

Various  substances  also  have  been  used  in 
attempts  to  dissolve  the  deposits  of  cholesterol 
much  as  a soap  or  detergent  dissolves  grease. 
These  include  alcohol,  ether,  and  inositol  (a  mem- 
ber of  the  vitamin  B complex)  among  others. 
There  has  been  no  real  scientific  evidence  that 
any  of  these  have  any  such  action.  The  value 
of  alcohol  in  a heart  attack  is  probably  largely 


due  to  its  sedative  effect. 

Heparin 

One  promising  lead  has  been  the  use  of  heparin. 
This  substance  has  been  used  for  some  time  to 
prevent  the  clotting  of  blood.  Recently  it  has 
been  shown  to  combine  with  another  substance 
in  the  blood  to  lower  the  number  of  fatty 
particles  in  the  blood.  This  lead  is  being  widely 
followed  at  present.  I will  not  attempt  to  go 
into  other  drugs  and  treatments  for  prevention 
of  arteriosclerosis,  but  every  possible  lead  is 
being  followed. 

Physical  Activity  and  Emotional  Stress 

It  has  been  shown  that  the  sedentary  person 
is  more  likely  to  develop  arteriosclerosis.  As  a 
corollary,  mild  exercise  continuing  over  the 
years  has  been  shdwn  to  decrease  the  incidence 
of  arteriosclerosis.  Even  persons  who  have 
recovered  from  a heart  attack  are  better  off  if 
they  continue  to  work  and  do  mild  exercise. 
Naturally,  the  amount  of  activity  should  be  in- 
dividualized for  such  persons  and  be  under  the 
physician’s  supervision.  Undue  fatigue  or  sud- 
den strain  must  be  avoided  by  the  person  with 
arteriosclerosis.  The  fate  of  the  flabby,  middle 
aged,  or  older  sedentary  worker  who  shovels 
snow,  pushes  the  car,  or  engages  in  strenuous, 
competitive  sports  is  so  well  known  as  to  be 
practically  folklore. 

Such  activities  can  actually  precipitate  a heart 
attack  in  the  patient  with  advanced  arterioscle- 
rosis of  the  coronary  arteries.  Similarly,  strong 
emotional  stress  can  be  as  disastrous  as  sudden, 
severe,  physical  activity. 

Obesity 

Obesity  by  itself,  in  spite  of  popular  opinion, 
is  not  responsible  for  the  more  rapid  develop- 
ment of  arteriosclerosis.  However,  it  is  usually 
accompanied  by  a relatively  high  fat  diet, 
greater  development  of  diabetes  mellitus,  lack 
of  exercise,  and  greatly  increased  amount  of 
work  that  not  only  the  heart  but  also  other 
organs  must  perform.  So  although  studies  do 
not  directly  implicate  obesity  per  se,  by  its 
associated  factors  obesity  is  a very  lethal' disease. 
An  obese  person  has  only  to  apply  for  life  insur- 
ance to  find  out  the  effect  of  obesity  on  life 
expectancy. 
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Smoking 

Smoking  is  another  problem  which  cannot  be 
settled  in  one  word.  If  one  word  is  permissible 
it  would  have  to  be  “Don’t.”  Smoking  defi- 
nitely will  produce  spasm  in  the  arteries  of  the 
arms  and  legs  more  marked  in  some  individuals 
than  others.  It  can  also  speed  up  the  heart, 
cause  irritability  of  the  heart,  and  affect  the  blood 
pressure  of  some  individuals.  It  also  causes 
chronic  bronchitis  as  witnessed  by  the  smoker’s 
cough.  It  also  probably  contributes  to  a loss 
of  elasticity  of  the  lungs.  However,  how  much 
of  a factor  it  is  directly  or  indirectly  in  coronary 
artery  disease  remains  to  be  settled.  It  does 
not  contribute  to  arteriosclerosis.  Certainly  it 
is  not  a help,  but  the  nervous  reaction  to  sud- 
denly stopping  smoking  can  also  have  its  evil 
effects.  One  should  be  guided  by  his  physician. 

Conclusion 

After  this  consideration  of  some  of  the  factors 
and  problems  related  to  the  prevention  of  arterio- 
sclerosis, especially  as  applied  to  coronary  artery 


disease,  you  can  readily  Se6  that  We  are  just  begin- 
ning to  explore  this  field.  The  most  important 
advance  has  been  our  change  in  approach  to  this 
problem.  We  have  switched  from  a pessimistic 
fatalism  involving  an  inevitable  end  to  the  real- 
ization that  we  are  dealing  with  a disease.  As  a 
disease  arteriosclerosis  has  a cause  and  having 
a cause  has  a cure.  Fads  in  drugs,  diets,  tests, 
and  exercises  must  be  expected  to  arise  and  dis- 
appear, but  we  will  finally  gain  a true  knowledge 
of  the  cause  and  treatment  of  this  disease. 
Present-day  tests  are  of  great  value  in  treatment, 
but  unfortunately  are  mostly  limited  to  showing 
damage  already  done.  New  tests  are  urgently 
needed  to  detect  the  progress  of  this  disease  and’ 
to  separate  the  susceptible  from  the  less  suscep- 
tible. Cooperative  investigation  by  all  branches; 
of  medicine  and  its  allied  sciences  is  needed.  A 
good  start  has  been  made.  There  is  a long  road 
ahead,  but  there  is  reason  to  believe  that  victory 
is  not  too  far  in  the  future.  Such  a victory  will 
not  only  eliminate  much  suffering  but  may  well 
double  the  present  life  expectancy. 
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Thyroid  Intoxication 


Thyroid  preparations  are  used  very  widely  in 
medical  therapeutics  and  are  thus  available 
in  many  homes.  The  number  of  poisonings  due 
to  accidental  ingestion  or  overdosage  is  for- 
tunately small  in  proportion  to  its  use.  In 
addition,  most  of  the  incidents  are  of  a mild 
nature.  Occasionally  severe  acute  thyroid 
poisonings  from  accidental  ingestion  occur. 

Levy  and  Gilger1  recently  reported  a case  of 
acute  thyroid  intoxication  in  a fifteen-month- 
old  child.  About  six  hours  before  admission  to 
a hospital  an  older  sister  gave  the  child  50 
(1  grain)  tablets  of  desiccated  thyroid,  U.S.P. 
On  admission  to  the  hospital  the  patient  appeared 
acutely  ill,  markedly  irritable,  tense,  and  hy- 
peractive. Mydriasis  was  also  present,  but  the 
pupils  reacted  to  light.  The  skin  appeared  dry 
and  warm.  The  temperature  was  104  F.  and 
the  pulse  rate  200  per  minute.  The  blood  pres- 
sure was  120/68.  The  patient  was  placed  in  an 
ice-cooled  Croupette,  and  oxygen  was  adminis- 
tered as  well  as  sodium  pentobarbital  in  the  form 
of  rectal  suppositories.  Vitamin  supplements 
were  also  given.  Food  and  fluids  were  forced  as 
needed.  No  specific  antithyroid  therapy  was 
administered. 

The  clinical  improvement  under  this  regimen 


was  very  rapid  and  striking.  Within  twelve 
hours  after  admission  the  patient  was  no  longer 
in  an  acute  distress,  the  irritability  had  subsided, 
and  the  pulse  rate  was  slowed  to  140  per  minute. 
Within  twenty-four  hours  the  patient  was  en- 
tirely asymptomatic.  He  remained  well  for  the 
next  six  days  and  was  discharged  six  days  fol- 
lowing the  ingestion.  He  was  followed  up  for 
the  next  five  months  and  still  remained  well. 

It  is  thus  evident  that  in  a young  child  a large 
enough  dose  of  thyroid  may  cause  alarming 
symptoms  resembling  a thyroid  storm.  It  is 
exceedingly  fortunate  that  although  thyroid  is 
used  very  widely,  incidents  such  as  the  one 
described  above  are  very  few  in  number. 

Since  the  establishment  of  the  Poison  Control 
Center  (March  9,  1955),  21  incidents  were 
reported.  Fifteen  of  these  were  in  males  and 
six  in  females,  showing  a marked  male  prepon- 
derance.* The  significance  of  this  is  not  really 
known.  Seventeen  of  the  episodes  were  reported 
in  children  under  six  years  of  age.  The  majority 
were  reported  in  children  between  the  ages  of 


* One  incident  was  reported  in  a two-year-old  male 
Boxer  dog  who  accidentally  ingested  100  pills  of  thyroid 
tablets.  According  to  the  veterinarian,  the  only  symptom 
was  excessive  irritability  of  several  hours  duration. 
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two  and  five.  Most  of  the  incidents  were  asymp- 
tomatic, though  the  physicians  who  reported 
these  cases  were  greatly  concerned.  Most  of 
the  children  did  not  ingest  excessive  doses. 
Several  cases  are  worth  mentioning  in  detail. 

Case  Reports 

Case  1. — A five-year-old,  mentally  retarded  child 
obtained  a bottle  containing  1,000  tablets  of  thyroid 
and  put  an  unknown  number  in  the  cereal  which  he 
ingested.  The  child  was  entirely  asymptomatic  and 
was  hospitalized  for  observation  for  several  hours 
and  discharged  home  as  recovered.  This  case  is 
mentioned  because  it  illustrates  the  ready  accessi- 
bility and  availability  of  a potent  drug  and  an  un- 
usually large  amount  to  a child  who  is  mentally 
retarded  and  who  would,  therefore,  be  unable  to 
show  discretion. 

Case  2. — This  case  involves  another  male 
(physician’s  child)  three  years  of  age  who  ingested 
ten  (1  grain)  tablets  of  thyroid.  This  child  had 
tachycardia.  The  stomach  was  lavaged  and  pheno- 
barbital  was  administered.  The  child  made  a com- 
plete recovery  within  twenty-four  hours. 

Although  most  of  our  incidents  are  not  severe 
and  many  were  asymptomatic,  the  case  reported 


by  Dr.  Levy  and  Dr.  Gilger  indicates  that  at 
times  thyroid  ingestions  may  produce  alarming 
symptoms.  Therefore,  it  is  recommended  that 
physicians  alert  parents  not  to  store  large  quan- 
tities of  this  drug  and  in  all  cases  to  keep  such 
drugs  away  from  the  reach  of  children  and  under 
lock  and  key. 

It  may  be  worth  pointing  out  that  intoxica- 
tions also  may  result  from  thyroxin  itself  and 
the  L-triodo thyronine.  As  a matter  of  fact, 
a case  of  L-triodothyronine  poisoning  was  re- 
ported to  the  Center  recently  in  a three-year-old 
male  child.  The  child  was  treated  with  gastric 
lavage  and  elixir  phenobarbital.  No  abnormal 
physical  findings  were  noted. 

Some  popular  reducing  preparations  also 
contain  thyroid  as  an  ingredient,  and  such  in- 
gestions are  reported  with  increasing  frequency 
to  our  Poison  Control  Center.  These  illogical 
reducing  preparations  are  frequently  carried  in 
the  purse  of  the  mother  and  thus  become  easily 
available  to  young  explorers. 
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Our  New  Interns 


With  the  coming  of  July  a new  group  of  interns 
arrived  at  our  Westchester  hospitals.  It  is  time  to 
examine  our  relations  with  these  young  doctors. 
Are  we  doing  everything  possible  to  see  that  their 
time  is  profitably  spent?  Are  we  trying  to  make 
them  feel  welcome?  Many  of  them  are  newly 
arrived  from  abroad  and  can  barely  speak  our  lan- 
guage. Do  we  become  impatient  with  them  because 
of  this  language  difficulty  and  differences  in  educa- 
tional standards  and  so  come  gradually  to  ignore 
them?  Teaching  programs,  classes  in  English,  and 
closer  contact  between  the  attending  physician  and 
the  intern  are  all  necessary.  Hospitals  can  attract 
the  caliber  of  young  doctors  they  want  if  the  oppor- 
tunities offered  are  desirable. 

To  ask  an  intern  to  do  a history  and  physical  exam- 


ination on  a private  patient  and  then  to  have  the 
attending  physician  barely  glance  at  it  is  a gross 
waste  of  the  student’s  time.  Thoughtful  criticism 
and  correction  of  errors  is  indicated.  In  some  hos- 
pitals interns  have  been  assigned  to  an  attending 
and  a close  liaison  established  with  the  private  pa- 
tient and  the  physicians.  In  this  way  intern  training 
can  be  carried  on  with  private  patients  and  everyone 
benefits. 

Unless  we  keep  in  mind  that  the  purpose  of  an 
internship  is  to  train  young  doctors  for  the  next 
generation,  not  to  supply  someone  to  do  menial 
chores  distasteful  to  the  mature  physician,  the 
supply  will  continue  to  diminish. 

— Editorial , Westchester  Medical  Bulletin , October, 
1957 
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Bleeding  Esophageal  Varices  with  Ulcer  of  the  Cardia 


THOMAS  C.  CASE,  M.D.,  AND  HENRY  MANAYAN,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery , Goldwater  Memorial  Hospital,  New  York  University  Division) 


"TV/T assive  gastrointestinal  hemorrhage  from  eso- 
^ phageal  varices  is  always  a challenge  to  those 
called  on  to  treat  such  catastrophes.  The  part 
played  by  portal  hypertension  in  the  patient  with 
cirrhosis  of  the  liver  and  massive  gastrointestinal 
hemorrhage  is  open  to  question.  Originally  the 
assumption  was  that  portal  hypertension  was  the 
most  important  factor  in  causing  the  varix  to 
bleed.  However,  more  recently,  there  has  been 
found  some  evidence  to  suggest  that,  although 
portal  pressure  can  be  lowered  by  successful  porta- 
caval shunt  or  hepatic  artery  ligation,  this  pressure 


Fig.  1.  Esophageal  varices. 


will  eventually  rise  again,  presumably  as  collateral 
circulation  develops.  Taylor  and  Egbert1  have 
suggested  that  portal  hypertension  can  play  a much 
greater  role  in  one  case  than  in  another  and  that  the 
secret  of  success  may  well  lie  in  the  selection  of  the 
proper  cases  for  the  operation. 

Esophagogastric  resections,  as  an  elective  and  also 
as  an  emergency  procedure,  have  been  done  more 
recently  for  bleeding  esophageal  varices.2  The  fre- 
quent association  of  gastric  ulcer,  duodenal  ulcer, 
alcoholic  gastritis,  and  superficial  erosions  with 
cirrhosis  create  further  sources  of  diagnostic  confu- 


Fig.  2.  Ulcer  of  the  cardia. 
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Fig.  3.  Surgical  procedure  with  gastric  remnant 
interposition. 


sion  and  compel  one  to  reconsider  the  modality  of 
surgical  therapy  most  suitable  in  these  complicated 
cases. 

While  esophagogastrectomy  does  remove  the 
area  usually  responsible  for  exsanguinating  hemor- 
rhage, the  reconstruction  of  the  alimentary  tract 
with  an  esophagogastrostomy  exposes  the  patient 
to  a postoperative  complication,  namely  acid  peptic 
reflux  into  the  esophagus,  which  can  cause  peptic 
esophagitis  and  perhaps  further  esophageal  erosions 
and  bleeding. 

The  patient  in  this  report  had  bleeding  esophageal 
varices  and  an  ulcer  of  the  cardia.  The  procedure3 
used  for  therapy  was  for  the  elimination  of  the 
varices,  removal  of  the  ulcer,  and  elimination  of 
postoperative  esophagitis. 

Case  Report 

M.  B.,  a forty-six-year-old,  Negro,  female, 
widow  was  admitted  on  November  16,  1956,  for  the 
first  time  into  Goldwater  Memorial  Hospital  with 
the  chief  complaint  of  abdominal  pain.  She  had 
first  noticed  the  occurrence  of  pain  in  the  umbilical 
region  three  weeks  previously.  The  pain  was 
moderately  severe,  cramp-like  in  nature,  and  with 
a tendency  to  localize  in  the  epigastrium.  The 
patient  stated  that  every  time  she  took  food  she 
would  vomit  and  then  experience  only  transient 
and  slight  relief  of  pain.  On  two  occasions  she 
vomited  a small  amount  of  fresh  blood.  The  last 
episode  prompted  her  to  seek  hospitalization. 

The  past  history  revealed  that  she  was  hospitalized 


Fig.  4.  Newly  formed  upper  gastrointestinal  tract 
demonstrating  flow  of  barium  principally  through  the 
remnant  and  into  the  duodenum. 


three  years  previously  because  of  pain  in  the  right 
upper  quadrant,  which  was  diagnosed  as  acute 
cholecystitis.  For  the  past  ten  to  twelve  years  she 
had  overindulged  in  alcoholic  beverages,  consuming 
about  one  pint  a day. 

Physical  examination  revealed  the  presence  of  an 
icteric  sclera,  an  enlarged  liver  to  4 fingers  below 
the  right  costal  margin,  and  no  fluid  waves  or  shift- 
ing dulness.  The  spleen  and  kidney  were  not  pal- 
pable. There  was  no  edema  of  the  extremities. 

Course  in  the  Hospital. — On  December  5,  1956, 
she  developed  abdominal  pain  associated  with  nau- 
sea and  hematemesis  of  bright  red  blood.  After 
she  was  transfused  with  1,000  cc.  of  whole  blood,  the 
bleeding  stopped.  Her  subsequent  course  was  at- 
tended with  intermittent  epigastric  pain,  which  was 
relieved  by  antacids. 

Pertinent  laboratory  findings  were  as  follows: 
anemia,  hypochromic  macrocytic.  Total  protein 
was  6.7,  albumin  3.1,  and  globulin  3.6.  Prothrom- 
bin time  was  19.4,  bromsulphalein  7 per  cent  after 
thirty  minutes,  and  serum  bilirubin  3.6.  Liver 
biopsy  revealed  a portal  cirrhosis.  Barium  swallow 
and  gastrointestinal  series  revealed  the  presence  of 
esophageal  varices  and  a penetrating  ulcer  in  the 
posterior  region  of  the  cardia  (Figs.  1 and  2). 

A laparotomy  was  performed  on  December  20, 
1956,  at  which  time  a limited  proximal  gastrectomy 
was  contemplated.  During  the  operation  uncon- 
trollable bleeding  was  encountered  in  the  region  of 
the  splenic  pedicle,  making  it  necessary  to  remove 
the  spleen.  At  this  time  of  the  operation  the  patient 
went  into  severe  shock  despite  continuous  blood 
transfusions.  Her  blood  pressure  remained  be- 
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Fig.  5.  Schematic  drawing  of  Fig.  4:  (1)  esophagus, 
(2)  esophagojejunal  anastomosis,  (3)  duodenum,  (4) 
gastric  remnant,  (5)  stoma  at  greater  curvature  of 
gastric  remnant,  (6)  jejunum  distal  to  duodenum,  and 
(7)  distal  jejunojejunostomy. 

tween  80  and  60,  and  so  it  was  finally  decided  to 
terminate  the  operation  without  any  further  sur- 
gery at  this  time.  Her  postoperative  course  was  a 
stormy  one  in  that  she  maintained  a fever  for 
twenty-seven  days,  which  at  one  time  reached  as 
high  as  105  F.  This  was  associated  with  pain  in 
the  left  upper  quadrant  and  back.  A diagnosis  of 
subphrenic  abscess  was  made  in  spite  of  two  suc- 
cessive negative  x-ray  examinations  and  fluorosco- 
pies. She  was  placed  on  massive  doses  of  antibi- 
otics, and  twelve  days  after  the  subsidence  of  her 
fever,  she  underwent  another  abdominal  operation. 
The  procedure  consisted  of  a proximal  three-fifths 
gastrectomy,  excision  of  the  lower  1.5  cm.  of  the 
esophagus,  and  vagectomy.  The  continuity  of 
the  alimentary  tract  was  re-established  as  shown  in 
Fig.  3.  This  is  in  essence  a gastric  remnant  inter- 
position following  an  esophagogastrectomy  with  a 
Roux-en-Y  esophagojej  unostomy. 2 

She  was  fed  by  Levin  tube,  which  had  been 
placed  down  past  all  anastomosis  at  the  time  of 
operation,  and  intravenous  therapy  for  five  days 
postoperatively.  Then  she  was  gradually  allowed 
to  take  fluids  and  food  by  mouth  as  tolerated. 


The  postoperative  course  was  uneventful  except 
for  the  presence  of  a low-grade  temperature  for 
fourteen  days.  This  gradually  came  down  to 
normal  with  the  use  of  various  antibiotics. 

She  has  been  on  a soft  diet  without  complaints 
and  has  regained  some  of  the  weight  she  had  lost 
in  the  postoperative  period.  She  does  not  have 
any  complaints  indicative  of  reflux  esophagitis. 

Upper  gastrointestinal  series  on  March  1,  1957, 
reveals  the  flow  of  barium  through  the  esophagus 
and  into  the  jejunum,  through  the  gastric  remnant 
and  into  duodenum,  and  then  down  through  the 
distal  anastomosis  and  into  the  distal  jejunum 
(Figs.  4 and  5).  Although  a small  amount  of 
barium  was  seen  to  go  directly  down  the  jejunal 
limb,  the  greater  part  of  it  went  through  the  gastric 
reservoir.  There  is  no  indication  of  varices  in  the 
esophagus  at  this  time. 

On  March  6,  1957,  the  patient  had  an  abdominal 
paracentesis,  and  500  cc.  of  bloody  fluid  was  ob- 
tained. Another  tap  was  performed  on  March  19, 
1957,  at  which  time  another  2,000  cc.  of  clear  yellow 
fluid  was  obtained. 

The  patient  is  now  ambulatory,  complaining  only 
of  occasional  abdominal  pain,  and  she  is  tolerating 
her  diet  well.  Unfortunately  it  appears  that  the 
cirrhosis  of  the  fiver  may  continue  to  progress  in 
spite  of  all  our  efforts  to  treat  it  medically. 

Comment 

While  shunting  procedures  are  still  the  proce- 
dures of  choice  in  cases  of  portal  hypertension  with 
bleeding  esophageal  varices,  there  are  certain  clinics 
that  question  the  validity  of  the  procedure.  When 
a shunt  is  obviously  out  of  the  question,  a logical 
operation  may  be  a limited  esophagogastrectomy 
with  the  gastric  remnant  interposed  in  the  Roux- 
en-Y  esophagojej  unostomy  (Fig.  3).  The  use  of 
this  procedure  provides  protection  to  the  patient 
from  recurrent  hemorrhage  and  reflux  esophagitis. 
Even  if  the  varices  recur,  one  can  at  least  be  as- 
sured of  the  elimination  of  one  factor  that  may  be 
contributory  in  precipitating  hemorrhage,  that  is, 
esophagitis. 

Summary 

1.  A case  of  esophageal  varices  and  ulcer  of  the 
cardia  is  reported  treated  by  limited  proximal 
gastrectomy. 

2.  A procedure  for  the  re-establishment  of  gas- 
trointestinal continuity  is  suggested. 

References 

1.  Taylor,  F.  W.,  and  Egbert,  H.  L.:  Surg.,  Gynec.  & 

Obst.  92:  64  (1951). 

2.  Child,  C.  G.,  Ill,  and  Donovan,  A.  J.:  J.A.M.A. 

163:  1219  (1957). 

3.  Case,  T.  C.:  Am.  J.  Surg.  88:  328  (1954). 


412 


New  York  State  J.  Med. 


The  Spontaneous  Rupture  of  the  Spleen  in  Felly's  Syndrome 


LOUIS  W.  GRANIRER,  M.D.,  F.A.C.P.,  CAPT.  JACOB  J.  MILSTEIN,  (M.C.),  U.S.A.R.,  AND 
HERBERT  SCHMIDT,  M.D.,  JAMAICA,  NEW  YORK 

( From  the  Arthritis  Clinic  at  the  Queens  General  Hospital  Medical  Center , the  New  York  Medical  College, 

and  Bellevue  Hospital) 


J^n  1924  Felty1  described  the  syndrome  of  rheuma- 
toid arthritis,  splenomegaly,  and  leukopenia. 
Since  then,  less  than  50  similar  cases  of  splenectomy 
have  been  reported  in  the  literature,  and  the  major- 
ity of  these  patients  were  completely  relieved  of 
their  leukopenia.2-4  Normal  white  and  differential 
counts,  as  well  as  regression  of  the  splenomegaly, 
were  also  obtained  with  steroid  therapy  in  three 
recorded  cases.  However,  all  manifestations  re- 
curred on  cessation  of  the  steroids.5-8 

The  following  case  is  unique  because  it  is  the  first 
report  of  a spontaneous  rupture  of  the  spleen  in 
Felty ’s  syndrome  with  recovery.  Furthermore,  this 
patient  demonstrated  a marked  degree  of  neutro- 
penia and  granulopenia,  a poor  response  to  ACTH, 
prednisone,  and  prednisolone,  a return  of  the  blood 
elements  to  normal  levels  following  splenectomy, 
and  finally,  a lack  of  improvement  in  the  rheumatoid 
arthritis  after  the  operation. 

Case  Report 

A fifty-seven-year-old  white  male  first  entered 
the  hospital  on  December  5,  1955,  because  of  chills, 
fever,  and  a leukopenia  of  five  weeks’  duration. 
This  was  associated  with  diffuse  abdominal  pain, 
nausea,  anorexia,  and  diarrhea.  There  was  an 
eighteen-year  history  of  arthritis  which  was  treated 
unsuccessfully  one  year  previously  with  steroids  and 
blood  transfusions.  The  past  history  revealed  a 
right  inguinal  herniorrhaphy  and  a renal  calculus. 

The  patient  gave  the  following  history: 

1937 — -Onset  of  rheumatoid  arthritis  with  involve- 
ment of  the  ankles,  wrists,  metacarpal  and  proximal 
interphalangeal  joints;  80  gr.  of  sodium  salicylate 
daily. 

1939 —  Injections  of  streptococcus  vaccine. 

1940 —  Bee  venom;  colloidal  sulphur  injections. 

1942 — Gold  salts  therapy  produced  a severe 

toxic  reaction;  no  relief;  progression  of  rheumatoid 
arthritis. 

1948 — Marked  deformities  of  hands;  flexion  de- 
formities of  elbows;  large  subcutaneous  nodules 
below  both  elbows. 

1950 — Severe  and  intractable  dermatitis.  No 
relief  with  any  therapy.  Right  renal  calculus  re- 
moved. 

1952 — No  response  to  large  doses  of  colchicine 
orally  or  intravenously;  60-80  gr.  of  sodium  sali- 
cylate daily.  The  white  blood  count  varied  from  5,800 
to  7,200.  During  this  period  the  red  cell  count, 
hemoglobin,  and  the  differential  were  normal.  The 
serum  uric  acid  and  the  blood  urea  nitrogen  were 


never  above  normal  limits. 

Physical  examination  revealed  a blood  pressure  of 
130/70,  pulse  90,  and  a temperature  of  101  F.  Posi- 
tive physical  findings  included  a chorioretinitis  and 
a maculopapular  rash  covering  the  neck,  chest, 
arms,  and  legs.  The  liver  was  enlarged,  and  the 
spleen  was  easily  felt  below  the  level  of  the  umbili- 
cus. He  had  a marked  deformity  of  the  hands, 
wrists,  elbows  and  feet,  typical  of  rheumatoid 
arthritis,  stage  III  active,  grade  III. 

Laboratory  data  revealed  a hemoglobin  of  11  to 
12  Gm.  per  cent,  red  blood  cells  4.2  to  3.8  million, 
and  white  blood  cells  900  to  1,100,  with  13  per  cent 
polymorphonuclear  cells,  86  per  cent  lymphocytes, 
and  1 per  cent  mononuclear  cells.  He  had  a hypo- 
chromic microcytic  anemia,  and  no  abnormal  white 
blood  cells  were  observed.  Platelet  counts  were 
low,  hematocrit  was  39  per  cent,  sedimentation  rate 
(Westergren)  32  mm.  per  hour,  bilirubin  12.7  mg. 
per  cent,  thymol  turbidity  4 plus,  cephalin  floccu- 
lation 4 plus,  serum  albumin  2.3  Gm.  per  cent,  glob- 
ulin 5.9  Gm.  per  cent,  blood  cholesterol  140  mg. 
per  cent,  prothrombin  time  sixteen  seconds,  and 
control  thirteen  seconds.  Urinalysis  and  Bence- 
Jones  tests  were  negative.  The  lupus  cell  agglutina- 
tion test  was  positive.  Chest  x-ray  showed  an  eleva- 
tion of  the  left  diaphragm.  A gastrointestinal  series 
showed  a diverticulum  of  the  midportion  of  the 
esophagus  with  no  evidence  of  varices.  Examina- 
tion of  the  stomach  showed  a displacement  of  the 
stomach  toward  the  right  because  of  a tremendous 
mass  occupying  the  left  upper  abdomen,  probably 
the  spleen. 

Barium  enema  was  negative.  The  skull  x-ray 
was  negative,  and  the  electrocardiogram  was  normal. 
The  bone  marrow  was  normal.  A liver  biopsy 
revealed  a chronic  hepatitis  with  no  evidence  of 
amyloidosis. 

The  clinical  impression  was  that  of  a typical 
Felty’s  syndrome.  A total  of  52  blood  counts  were 
made  with  an  average  of  1,020  white  blood  cells. 

The  patient’s  second  admission  was  on  January 
3,  1956.  Two  hours  before  admission  he  suddenly 
developed  diffuse  abdominal  pain,  nausea,  and  weak- 
ness. There  was  no  history  of  trauma.  Examina- 
tion revealed  the  patient  to  be  in  shock,  blood  pres- 
sure 80/60,  pulse  120,  and  temperature  98  F.  The 
positive  physical  findings  revealed  a boardlike 
rigidity  of  the  abdomen  with  marked  tenderness  in 
the  upper  left  quadrant. 

At  operation  a ruptured  spleen  was  removed. 
The  spleen  weighed  3,500  Gm.  He  made  an  un- 
eventful recovery,  and  the  blood  rapidly  returned  to 
normal  values. 
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Comment 

In  the  literature,  the  mechanism  of  leukopenia  in 
Felty’s  syndrome  is  much  debated  but  poorly  under- 
stood. The  only  indicated  and  effective  therapy 
for  the  leukopenic  picture  is  splenectomy.  Surgery 
should  be  performed  as  soon  as  the  patient  can  be 
prepared.9 

One  theory  advanced  is  that  Felty’s  syndrome 
and  primary  hypersplenism  are  identical  and  that 
primary  hypersplenism  may  really  only  be  a form 
of  Felty’s  syndrome.10'11  The  overaction  of  the 
spleen  in  both  cases  is  evident  by  the  prompt  return 
to  normal  of  the  blood  picture  following  splenec- 
tomy.11 

It  has  also  been  noted  that  in  the  human,  as  well 
as  in  the  experimental  animal,  splenectomy  is  fol- 
lowed by  hypertrophy  of  the  anterior  pituitary 
gland,  resulting  in  a constant  increase  of  endogenous 
adrenocorticotrophic  hormone.3 

In  rheumatoid  arthritis  hypersplenism  occurs  late 
in  the  disease.  This  patient  gave  a history  of  onset 
of  rheumatoid  arthritis  at  the  age  of  thirty-seven, 
and  the  hypersplenic  syndrome  did  not  develop 
until  he  was  fifty-five.  Without  antibiotics  it  is 
doubtful  whether  this  patient  would  have  survived 
the  repeated  infections  of  the  skin,  nose,  and  respira- 
tory system.  There  was  no  response  to  any  previous 
known  form  of  therapy  including  the  steroids,  multi- 
ple blood  transfusions,  crude  liver  extract,  iron, 
vitamins,  etc. 

The  hematologic  response  to  splenectomy  was 
dramatic.  The  white  blood  count  and  platelet 
counts  returned  to  normal  a few  hours  after  the 


splenectomy  and  have  remained  normal  since,  ex- 
cept for  the  granulocytes,  which  never  rose  above  45 
per  cent. 

For  the  purpose  of  evaluating  the  response  of  his 
rheumatoid  arthritis  to  the  splenectomy,  no  im- 
provement could  be  observed  in  either  the  rheuma- 
toid activity  or  in  the  functional  impairment.  He 
still  remained  in  stage  III,  active,  class  III,  with  a 
grade  IV  therapeutic  response.12 

Summary  and  Conclusions 

A male  patient  with  Felty’s  syndrome  survived  a 
spontaneous  rupture  of  the  spleen.  The  hemato- 
logic response  to  splenectomy  was  dramatic,  and 
the  white  blood  count  and  platelet  counts  returned 
to  normal  within  a few  hours.  The  rheumatoid 
arthritis  and  the  pruritus,  however,  failed  to  im- 
prove. 
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Hypnosis  in  Obstetrics 


Baer  closes  his  paper  with  the  admonition  that 
good  obstetric  practice  must  concern  itself  more 
with  the  preparation  of  the  woman’s  mind  and  less 
with  obstetric  drugs.  Both  authors  agree  that  use 
of  hypnosis  in  selected  cases  is  one  way  of  avoiding 
the  toxic  effects  of  anesthesia  on  both  mother  and 
fetus.  Giffin,  however,  emphasizes  that  unless 
hypnosis  is  restricted  to  experienced  hands  and  con- 
trolled by  psychodynamic  principles,  it  also  is  a po- 
tentially “toxic”  agent,  a fact  borne  out  by  its  very 
effectiveness  as  an  analgesic.  Both  authors  point 


out  the  advantages  and  disadvantages  of  the  method. 
In  her  summary  Giffin  says  hypnosis  can  be  of  great 
value  in  treatment  of  hyperemesis  gravidarum; 
dramatic  symptomatic  relief  may  follow  even  a single 
session.  It  can  be  equally  valuable,  she  says,  in 
heartburn,  simple  vomiting,  and  threatened  abor- 
tion. Hypnotic  technic  should  not  be  limited  to 
analgesia  but  used  for  control  of  various  psychoso- 
matic obstetric  conditions. — Walter  Baer,  M.D.; 
Mary  E.  Giffin,  M.D.,  Minnesota  Medicine,  April, 
1957 
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CONFERENCE 

October  19,  1957,  Hotel  Roosevelt,  New  York  City 
Sponsored  by  the  Medical  Society  of  the  State  of  Neiv  York 

john  f.  Rogers,  m.d.,  Chairman,  Council  Committee  on  Public  Relations 


Working  Together  for  Public  Relations 

GRANVILLE  W.  LARIMORE,  M.D.,  ALBANY,  NEW  YORK 
( Deputy  Commissioner,  New  York  State  Department  of  Health ) 


Mr.  chairman,  Ladies  and  Gentlemen: 

It  is  a very  real  pleasure  for  me  to  have  the 
opportunity  of  attending  this  conference  and 
discussing  with  you  the  subject  of  the  working 
together  for  public  relations  of  medical  societies 
and  health  departments. 

First,  I think  if  we  are  going  to  work  together 
| successfully  on  public  relations  or  anything  else, 

I we  need  to  know  and  understand  one  another. 
Today  I should  like  to  tell  you  about  some  of  the 
things  that  are  happening  in  the  public  health 
! field  in  New  York  State.  Conversely,  I think  it 
would  be  fine  if  our  public  health  people,  espe- 
cially the  public  health  nurses,  engineers,  and 
other  members  of  the  public  health  team  could 
learn  about  some  of  the  day-to-day  problems  of 
private  medical  practice.  To  this  end  I would 
like  to  offer  the  suggestion  that  the  President 
of  the  State  Medical  Society  in  his  remarks  be- 
fore our  Annual  Health  Conference  next  June 
might  address  himself  to  this  subject. 

Now  for  a little  about  public  health,  so  that 
you  may  know  us  better.  There  have  been 
tremendous  changes  in  public  health  practice  in 
New  York  State  over  the  years  just  as  there  have 
been  changes  in  private  medical  practice. 
Among  these  has  been  the  change  in  scope  of 
public  health  practice.  Public  health  today  is 
not  just  concerned  with  communicable  diseases. 


Several  years  ago  I was  somewhat  shocked  to 
hear  a prominent  physician  in  this  State  say,  in 
speaking  of  a chronic  disease  about  which  we  are 
all  concerned,  that  “since  this  was  not  a com- 
municable disease,  it  was,  therefore,  not  the  busi- 
ness of  the  State  Health  Department.”  Public 
health  agencies  in  New  York  State  have  con- 
cerned themselves  with  much  more  than  com- 
municable diseases  for  well  over  fifty  years.  In 
fact,  public  health  activities  in  the  field  of  cancer 
control  date  back  to  the  turn  of  the  century  with 
the  development  of  wdiat  is  now  the  Roswell 
Park  Memorial  Institute  in  Buffalo.  Over  the 
years  other  activities,  such  as  maternal  and  child 
health,  medical  rehabilitation,  geriatrics,  and 
chronic  disease  control,  have  been  added  to  the 
programs  of  the  Department  by  the  people  of  the 
State,  acting  through  their  legislative  representa- 
tives. 

Public  health,  like  many  other  things  in  New 
York  State,  is  “big  business.”  The  current 
budget  of  the  State  Department  of  Health  is  in 
excess  of  60  million  dollars,  and  the  Department 
now  has  approximately  5,000  employes  in  its 
program  units  and  institutions.  The  Depart- 
ment also  has  one  of  the  largest  medical  research 
organizations  in  the  State,  with  a current  re- 
search budget  in  excess  of  seven  million  dollars 
a year. 
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The  public  health  officer  himself  has  changed 
considerably  in  recent  years.  Formerly,  the 
health  officer  was  sometimes  considered  to  be  a 
ph3rsician  who  turned  to  public  health  because 
of  failure  in  private  practice  or  one  who  had  a 
particular  political  bent.  The  merit  system, 
and  more  recently  the  American  Board  of  Preven- 
tive Medicine,  which  has  provided  board  certifi- 
cation for  those  public  health  physicians  with 
special  training,  has  changed  all  of  this.  Now 
I believe  it  may  be  said  that  the  training  and 
qualifications  of  health  officers  will  compare 
favorably  with  that  of  other  medical  specialties. 
Similarly,  salaries  have  changed  for  the  better, 
too.  While  salaries  paid  physicians  in  public 
health  practice  do  not  approach  the  income  level 
of  certain  of  the  better  paid  specialties,  neverthe- 
less there  has  been  considerable  improvement  in 
recent  years,  and  the  gap  between  the  income 
levels  in  private  practice  and  those  in  public 
health  has  steadily  narrowed. 

Now,  specifically  about  working  together  in 
public  relations.  The  current  Asian  flu  outbreak 
gives  us  an  excellent  example  of  an  area  in  which 
we  need  to  work  together  public-relations- wise. 
The  question  might  well  be  asked:  “Why  should 
we  work  together  on  this  problem?”  Frankly, 
because  I believe  we  need  each  other  in  order  to 
solve  it.  I know  we  need  the  assistance  of  the 
private  practitioners  of  medicine,  since  we  have 
neither  the  desire,  the  funds,  nor  the  personnel, 
for  example,  to  administer  Asian  influenza 
vaccine  to  all  in  New  York  State. 

On  the  other  hand,  neither  do  physicians  in 
private  practice  have  the  organization  facilities 
of  health  departments  nor  their  health  education 
resources,  first,  to  urge  people  to  be  vaccinated; 
second,  to  caution  against  self-diagnosis  of 
supposed  flu,  and  third,  to  urge  people  to  avoid 
hospitalization  for  uncomplicated  influenza.  As 
an  official  health  agency  we  are  also  able  to 
battle,  on  behalf  of  New  York  State,  for  a better 
distribution  of  the  flu  vaccine  coming  into  the 
State,  and  we  can  channel  requests  for  vaccina- 
tion that  come  to  health  officers  into  whatever 
mechanism  has  been  established  by  the  county 
medical  societies. 

At  this  point  I would  hope  that  each  of  your 
county  medical  societies  would  establish  a 
mechanism  for  handling  such  requests,  which  I 
suspect  will  be  referred  by  the  local  full-time 
health  officer.  I believe  that  in  some  instances 
it  will  not  be  sufficient  merely  to  say:  “Let  them 


all  go  to  their  own  family  physicians  for  their 
vaccinations.”  Many  of  the  problems  of  getting 
people  vaccinated  quickly  are  too  complex  to 
lend  themselves  universally  to  that  type  of 
solution  and  will  require  the  establishment  of 
some  acceptable  mechanism  for  handling  group 
vaccinations.  This  is  somewhat  similar  to  the 
situation  we  faced  earlier  with  the  poliomyelitis 
vaccination  program.  The  Asian  flu  problem, 
if  it  becomes  severe,  may  also  present  another 
challenge  to  the  medical  profession  in  developing 
a system  under  county  medical  society  auspices 
to  handle  the  volume  of  calls  which  may  seriously 
tax  the  medical  resources  of  the  community. 


In  short,  what  I want  to  illustrate  here  is  that 
good  public  relations  begins  with  deeds  rather 
than  words  and  that  both  the  State  and  local 
health  departments  stand  ready  to  be  of  assist- 
ance in  any  way  possible  in  developing  programs 
to  insure  that  a maximum  number  of  our  citizens 
are  vaccinated  and  that  mechanisms  are  provided 
through  regular  medical  society  channels  to  see 
that  our  State’s  medical  facilities  are  organized 
to  meet  any  challenge  from  an  outbreak  of 
Asian  flu  or  similar  emergency. 

Once  we  have  our  programs  under  develop- 
ment we  do  need  to  consider  the  means  for  getting 
our  “story”  to  the  general  public  in  order  to 
promote  understanding  and  minimize  anxiety. 
In  so  doing,  I think  we  must  first  realize  that  from 
a public  relations  standpoint  there  is  really  no 
such  thing  as  the  “general”  public.  Rather  the 
general  public  is  comprised  of  a lot  of  much 
smaller  “individual”  publics,  all  of  whom  must  be 
informed  if  we  are  to  reach  what  is  usually 
referred  to  as  the  general  public. 


When  we  in  the  State  Health  Department 
approach  a medical  problem  such  as  this  from  a 
public  relations  standpoint,  our  first  consideration 
is  to  be  certain  that  our  own  staff  and  the  staff 
of  local  health  agencies  in  the  State  are  informed. 
To  us  this  group  represents  the  first  of  these 
“individual  publics”  to  which  I have  just  re- 
ferred. The  next  of  our  “publics,”  as  far  as  we  j 
are  concerned,  is  the  medical  profession  itself,  j| 
and  then  in  succession  would  be  government  | 
officials,  the  voluntary  health  agencies  concerned, 
civic  clubs,  parents’  groups,  church  groups,  and 
so  on  down  through  the  various  community  | 
groups  which  may  be  involved  with  a particular 
problem.  All  of  these  represent  individual 
“publics,”  and  taken  together  they  make  up 
what  is  spoken  of  as  the  “general  public.” 
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The  key  to  reaching  these  groups  and  to  reach- 
ing them  in  their  proper  order,  lies  to  a con- 
siderable extent  in  good  communications.  In 
our  own  Department  we  make  use  of  many  de- 
vices, including  the  “long  distance  telephone 
conference”  mechanism,  to  insure  that  com- 
munications to  our  own  staff  and  to  local  health 
departments  across  the  State  are  carried  out 
promptly  and  efficiently.  When  word  comes  to 
us,  for  example,  of  some  new  important  develop- 
ment out  of  Washington  or  some  medical  center 
which  urgently  involves  a major  program  of  the 
Department,  we  are  able  to  get  our  Regional 
Health  Directors  together  on  the  phone  in  short 
order  and  through  them  pass  essential  informa- 
tion on  almost  immediately  to  local  full-time 
health  officers  throughout  the  State. 

We  also  make  strenuous  efforts  to  see  that  the 
medical  profession  is  informed  about  the  medical 
aspects  of  a problem  before  an  approach  is  made 
to  the  laity.  We  feel  that  nothing  is  more 
disconcerting  to  a physician  than  to  pick  up  the 
morning  paper  and  read  that  the  State  Health 
Department,  without  first  telling  him  about  it, 
has  issued  some  statement  to  the  newspapers 
about  a matter  which  he  feels  might  affect  the 
practice  of  medicine.  I can  assure  you  that  we 
would  never  intentionally  commit  such  a blunder. 
Our  channel  of  communication  with  the  medical 
profession  has  its  origin  in  the  close,  day-to-day 
working  relationship  that  exists  between  the 
Department  and  the  Council  Committee  on 
Public  Health  and  Education  of  the  State 
Medical  Society.  This  Committee,  under  the 
most  able  chairmanship  of  Dr.  Norman  S.  Moore, 
provides  a unique  and  valuable  link  between  the 
Department  and  the  medical  profession  of  the 


State.  Similarly,  we  are  in  frequent  contact 
with  Mr.  Fred  Miebach  and  his  public  relations 
staff  in  coordinating  our  activities  in  the  public 
relations  field. 

We  also  feel  that  it  is  not  only  good  public 
relations  policy,  but  common  courtesy  as  well, 
to  inform  voluntary  health  agency  staffs  and 
other  groups  with  a special  interest  in  a specific 
problem  before  a public  announcement  is  made. 
In  short,  we  attempt  to  “sort  out”  the  various 
individual  “publics”  concerned  with  each  specific 
problem  and  see  that  they  are  informed  promptly 
and  in  the  proper  sequence  to  permit  effective 
use  of  the  information. 

Summary 

To  sum  it  up,  in  working  together  for  good 
public  relations  it  is  our  belief  that  private 
practitioners  of  medicine  and  health  departments 
can  jointly  develop  programs  which  will  insure 
the  maximum  protection  of  the  public’s  health. 
As  these  programs  are  developed,  we  need  to  see 
that  the  public  is  kept  informed  about  them. 
In  telling  our  “story”  we  need  to  consider  that 
the  “general  public”  is  made  up  of  a large  number 
of  individual  publics  which  not  only  must  be 
informed  but  also  must  be  informed  in  proper 
sequence.  One  of  the  essentials  to  informing 
them  properly  consists  of  good  communications. 
We  can  assure  you  that  we  in  the  State  Depart- 
ment, of  Health  will  continue  to  practice  good 
communications  at  the  State  level  by  working 
closely  with  Dr.  Moore’s  Committee  on 
Public  Health  and  Education  and  with  Mr. 
Miebach’s  staff  of  the  Society’s  public  relations 
bureau. 


WHAT  ABOUT  DOCTORS’  FEES? 

I.  Are  They  in  Line  with  the  Times? 

JAMES  L.  PALMER,  M.D.,  BINGHAMTON,  NEW  YORK 
( President , Broome  County  Medical  Society) 


As  practicing  physicians,  we  might  well  wish 
that  all  patients  could  read  from  the  thirty- 
eighth  chapter  of  the  Book  of  Ecclesiasticus,  in 
the  Apocrypha,  wherein  it  is  written:  “Honor 


the  physician  with  the  honour  due  unto  him  for 
the  uses  which  ye  may  have  of  him.  . . Then  give 
place  to  the  physician,  for  the  Lord  hath  created 
him : Let  him  not  go  from  thee  for  thou  hast  need 
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of  him.”  To  many  of  us,  and  all  too  frequently, 
it  must  seem  as  though,  instead,  the  whole  world 
had  memorized  the  old  adage  “But  when,  the 
cure  complete,  he  seeks  his  fee,  The  Devil  looks 
less  terrible  than  he.” 

Each  of  us  here  is  aware  that  physicians’  fees 
are  under  constant  scrutiny  at  the  present  time. 
We  know,  if  we  take  the  trouble  to  read  about  it, 
that  physicians’  fees  have  climbed  some  19 
per  cent  during  the  past  five  years,  while  the 
over-all  cost  of  living  was  rising  only  some  6 per 
cent,  but  we  also  know  that  in  the  past  twenty 
years  the  over-all  cost  of  living  climbed  a total 
of  101  per  cent,  while  medical  costs  were  climbing 
only  about  78  per  cent.  And  we  know  also,  that 
despite  this,  the  over-all  cost  of  medical  care  has 
more  than  doubled  in  the  past  twenty  years,  so 
that  whereas  the  average,  annual  family  expendi- 
ture some  twenty  years  ago  was  in  the  neighbor- 
hood of  $125,  it  is  now  approaching  the  $300 
mark.  To  those  of  us  on  the  inside  of  medicine, 
this  figure  is  neither  difficult  to  explain  nor  worthy 
of  any  apology,  for  we  understand  quite  well 
that  this  is  in  no  small  measure  due  to  public 
demand.  Content  to  settle  for  a $700,  four- 
cylinder  motor  vehicle  two  to  three  decades 
back,  the  same  family  now  seems  quite  willing 
to  purchase  a 200  horsepower  V-8  chariot  at 
some  four  to  five  times  that  purchase  price. 
And  this  same  family,  by  virtue  of  its  increased 
income  and  its  increased  enlightenment  regarding 
medical  topics,  now  expects  and  obtains  far  more 
in  the  way  of  increased  number  of  annual  health 
check-ups,  x-rays,  expensive  drugs,  modern 
surgical  procedures,  etc.,  than  it  ever  dreamed 
possible  of  obtaining  twenty-five  years  ago. 
But  whereas  it  is  one  thing  for  us  to  understand 
all  this,  it  is  quite  another  thing  for  us  to  ef- 
fectively convince  the  public  with  whom  we  are 
dealing  that  their  physicians’  fees  have  not  risen 
and  are  not  now  rising  unreasonably.  And  yet 
the  importance  of  our  doing  an  effective  job  in 
this  respect  cannot  be  overestimated.  For  it  is 
our  fees  above  all  else  which  will  be  under  close 
scrutiny  by  those  proponents  of  government 
control  of  American  medicine  as  they  continue  to 
exert  pressure  in  the  direction  of  centralized 
control.  And  it  is  equalty  important,  as  various 
groups  within  our  profession  continue  to  readjust 
their  fees  in  line  with  a more  realistic  approach 
to  today’s  living  expenses,  that  they  keep  ever  in 
mind  the  effect  which  any  increase  in  their  fees 
will  have  on  the  total  cost  of  medical  care. 


With  this  introduction  I would  like  to  tell  you 
briefly  what  is  being  done  in  one  of  your  upstate 
counties.  I do  not  feel  qualified  to  speak  as  the 
voice  of  experience,  and  I could  wish  that  your 
speaker  on  this  particular  topic  had  been  chosen 
from  Erie  County,  where  they  have  already  done 
such  a wonderful  job  of  instituting  a revision  of 
their  fee  schedule.  Perhaps,  though,  if  you  will 
accept  me  as  a representative  of  a county  society 
which  is  just  now  suffering  labor  pains  in  this 
department,  rather  than  one  who  professes  to  be 
an  authority,  we  may  find  some  common  ground 
for  discussion. 

In  1952  our  county  society  drew  up  a list  of 
suggested  fees  for  the  more  commonly  performed 
procedures  and  distributed  this  list  to  its  mem- 
bers. No  formal  action  was  taken  on  acceptance 
of  this  fee  schedule,  and  at  that  time  fear  was 
expressed  that  the  press  might  print  the  entire 
schedule  and  thereby  create  confusion  in  the 
public  mind.  We  viewed  the  list  merely  as  a 
“guide”  in  establishing  our  fees.  As  the  cost  of 
living  has  risen,  and,  I think,  as  we  have  become 
ever  more  conscious  of  our  responsibility  to  the 
public  regarding  fees,  it  became  evident  that 
manjr  of  these  fees  should  be  readjusted.  There- 
fore, at  the  beginning  of  1957  our  Economics 
Committee  was  assigned  the  task  of  preparing  a 
more  up-to-date  and  more  complete  fee  schedule. 
We  hope  to  term  this  a “Usual”  or  “Customary” 
fee,  for  we  realize  that  fee  for  service  in  any  given 
case  will  vary  with  the  work,  time,  and  respon- 
sibility involved.  We  invited  each  group  of 
practitioners  within  the  Society  to  meet  and  set 
what  they  considered  proper  fees  for  their  field 
of  endeavor,  i.e.,  general  practitioners,  internists, 
ophthalmologists,  surgeons,  obstetricians,  etc. 
I might  say  that  we  have  endeavored  not  to 
leave  anyone  out  of  this  practice;  we  have  only 
two  proctologists  in  Broome  County,  but  we  have 
asked  them  to  submit  a list  so  that  none  will  feel 
that  his  field  of  endeavor  has  been  overlooked, 
and  we  have  been  gratified  to  date  by  their 
willingness  to  cooperate. 

We  expect  this  listing  to  be  completed  in  the 
near  future,  and  we  hope  to  make  it  as  complete 
as  practicable  in  accordance  with  the  standard 
nomenclature  of  the  A.M.A.  We  then  propose 
to  tabulate  on  a large  sheet  the  name  of  the 
service,  the  fee  proposed  by  Broome  County, 
and  also  the  fee  for  same  service  as  presently 
allowed  by  Medicare,  Blue  Shield,  and  possibly 
Compensation  Board,  and  to  leave  a blank  space 
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opposite  each  item.  We  will  send  a copy  of  this 
entire  schedule  to  each  member  of  our  Society,  re- 
questing him  to  make  any  alternative  suggestions 
in  the  blank  space  provided  opposite  each  service. 
We  will  request  him  to  sign  his  copy  and  return 
it  to  our  Society  office,  where  we  will  attempt  to 
average  out  each  fee  listed,  taking  into  account 
the  one  we  originally  suggested,  and  whatever 
alterations  are  proposed.  We  realize  this  will  be 
an  Herculean  task  which  we  would  hardly  dare 
undertake  except  for  the  fact  that  we  have  a 
very  capable  staff  in  our  Society  office.  Once 
completed,  we  plan  to  give  unlimited  publicity 
to  this  fee  schedule. 

From  the  standpoint  of  public  relations,  we 
hope  and  expect  that  this  program  will  go  far 
towards  quieting  such  incorrect  statements  as 
those  implying  that  physicians  charge  as  much 
as  the  traffic  will  bear,  that  physicians  raise  their 
fees  whenever  they  learn  that  patients  are  pro- 
tected by  insurance,  and  that  physicians  are 
never  willing  to  discuss  or  divulge  their  fees. 


Within  the  profession  we  hope  and  anticipate 
that  the  program  will  assist  the  physician  new 
to  the  community  in  establishing  his  fees,  bring 
into  line  those  very  few  physicians  who  habitually 
place  an  uncommonly  high  fee  on  their  services, 
provide  all  physicians  within  the  community 
with  a guide  towards  re-evaluating  their  fees  in 
line  with  current  price  trends,  and  assist  our 
Mediation  Committee  and  our  Society  office  in 
handling  queries  regarding  fees  in  a more  positive 
and  concise  manner. 

In  conclusion,  I would  emphasize  that  it  is  not 
our  intent  to  establish  a rigid  fee  schedule  to 
which  all  physicians  must  strictly  adhere,  for  we 
recognize  that  even  within  a single  county  such 
as  ours,  fees  may  vary  a little  from  town  to  town, 
and  also  that  as  ability  and  training  vary,  so 
also  should  remuneration  not  be  rigidly  restricted. 
But  we  do  believe,  for  reasons  which  I have  listed, 
that  establishment  of  a “Usual  Fee”  guide  will 
provide  a much  needed  service  to  physicians 
and  public  alike. 


II.  The  Problem  of  Fees  for  Emergency  Services 

PHILIP  J.  RAFLE,  M.D.,  RIVERHEAD,  NEW  YORK 
( Chairman , Public  Relations  Committee,  Suffolk  County  Medical  Society ) 


I would  say  that  my  participation  in  this 
program  is  because  of  my  relationship  to  an 
event  which  had  bearing  on  one  important 
aspect  of  this  topic.  It  is  but  five  months  since  a 
small,  impish  boy  fell  into  a well  hole  in  his  back 
yard.  The  rescue  of  the  boy  was  declared 
“The  Miracle  of  Manor  ville.”  To  this  cranberry 
bog  area  came  many  men  of  good  will  to  help  in 
the  rescue.  Not  the  least  of  these  was  a physician 
who  responded  to  the  emergency  call  for  a doctor 
in  the  tradition  of  the  medical  profession. 
Following  this  episode,  I wrote  in  the  Suffolk 
County  Medical  Society’s  Bulletin  last  June, 
“Untold  medical  emergencies  occur  daily  in  the 
life  and  practice  of  the  physician.  Rare  are  the 
emergencies  that  attract  the  attention  of  so  large 
a universe.  The  doctor  fulfilled  an  obligation  in 
the  discharge  of  his  responsibility  to  the  patient 
with  professional  conscientiousness  and  dedica- 
tion. . .We  . . . were  proud  ...  of  the  translation 


into  action  of  the  principles  of  public  relations 
governing  our  profession”  by  this  physician. 

Medical  public  relations  was  at  a great  high. 
The  printers  ink  had  hardly  dried  when  a tempest 
occurred,  swishing  away  all  remembrance  of  the 
dedicated  physician’s  contribution  in  a flood  of 
public  emotion,  pro  and  con,  relating  to  the  fee 
for  services  rendered. 

Was  the  doctor  entitled  to  a fee  for  his  services? 
Was  this  an  individual  emergency  accident 
situation,  or  was  it  a community  disaster? 
Why  was  a bill  sent?  Was  it  not  too  high? 
Endless  copy  flowed — the  press,  radio,  TV — 
even  from  the  Halls  of  Congress.  Men  of 
Medicine  were  on  trial.  The  immediate  problem 
was  rapidly  resolved  through  the  prompt  inter- 
vention of  the  Society’s  Mediation  Committee. 
The  Society  declared  that  the  physician  had  the 
right  to  submit  a bill.  The  reasonableness  of 
the  fee  and  the  circumstances  which  lead  to  the 
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determination  of  the  fee  were  the  principal  points 
of  the  discussion.  The  only  reasonable  solution 
in  terms  of  all  the  facts  was  that  the  bill  be  with- 
drawn. 

The  entire  episode  never  would  have  arisen 
if  the  fundamental  principle  of  discussing  bills 
with  patients  had  been  followed.  The  family 
on  advice  of  an  attorney  who  was  consulted  on 
another  matter  and  to  whom  they  had  inciden- 
tally shown  the  bill  were  told  to  go  immediately 
to  the  doctor  and  talk  it  over.  They  did — by 
telephone.  They  said  in  substance  that  they 
were  told  by  their  lawyer  to  discuss  the  bill. 
This  produced  a reaction  on  the  part  of  the 
physician,  who  believed  that  when  a patient 
had  consulted  an  attorney,  the  matter  should 
not  be  discussed.  At  that  moment  there  was 
no  question  on  the  part  of  the  family  as  to  the 


value  of  the  doctor’s  services  or  the  amount  of 
the  bill,  but  how  could  they  pay?  The  matter 
was  unresolved . A few  more  minutes  of  j udicious 
conversation  might  have  corrected  the  impres- 
sions of  financial  gain  to  the  parents  from  the 
exploitation  of  the  accident,  and  an  equitable 
arrangement  for  the  payment  of  the  bill  within 
the  limits  of  the  family’s  ability  to  pay  would 
have  been  arranged.  The  physician  should 
welcome  the  discussion  by  the  patient  as  to  the 
cost  of  his  services,  and  without  doubt  in  nearly 
every  instance  misunderstandings  can  be  avoided. 
The  exceptions  can  be  resolved  through  the 
Mediation  Committee  of  the  Society  which  is 
set  up  by  the  Society  for  this  purpose  in  the 
interest  of  preserving  the  doctor-patient  re- 
lationship and  in  the  promotion  of  good  medical 
public  relations. 


Revitalizing  the  County  Medical  Society's  Speakers'  Bureau 

VINCENT  V.  MADONIA,  M.D.,  HEMPSTEAD,  NEW  YORK 
( Chairman , Speakers’  Bureau,  Nassau  County  Medical  Society ) 


Our  Speakers’  Bureau  (subcommittee  of  the 
Public  Relations  Committee,  Nassau 
County  Medical  Society)  is  now  undertaking  a 
more  aggressive  program  designed  to  educate  the 
public  in  important  aspects  of  medicine  and 
medical  economics.  We  are  now  actively  solici- 
ting invitations  for  speakers  instead  of  relying 
solely  on  our  previous  policy  of  sitting  tight  and 
waiting  for  requests  to  come  in.  We  plan  to 
begin  a series  of  talks  to  the  various  service 
clubs  in  the  area  (Kiwanis,  Rotary,  and  Lions). 
The  topics  shall  include  not  only  the  routine 
medical  subjects  (allergy,  obesity,  cancer)  but 
also  such  titles  as  “Free  Choice  of  Physician,” 
“Freedom  in  Medical  Care,”  and  “Voluntary 
Health  Insurance.” 

We  did  meet  with  representatives  of  the  service 
clubs  recently,  and  they  were  enthusiastic 
about  the  program  and  pledged  to  support  us 
fully  by  seeing  to  it  that  we  did  receive  invitations 
to  speak  to  their  groups.  We  chose  the  service 
clubs  as  our  first  target  because  we  feel  that  the 
members  of  these  organizations  hold  similar 
attitudes  towards  the  importance  of  private 


enterprise,  as  we  do.  In  this  friendly  environ- 
ment we  can  best  train  our  junior  speakers. 
Later  we  expect  to  expand  our  program  to  include 
other  groups,  such  as  Parent-Teacher  Associa- 
tions, labor  organizations,  Chamber  of  Commerce 
units,  and  police  and  firemen  associations. 
One  of  our  problems  will  be  to  recruit  a sufficient 
number  of  interested  and  capable  physicians  to 
carry  out  the  new  program.  We  shall  of  course 
advertise  our  need  in  the  monthly  bulletin  of  the  j 
county  medical  society.  The  service  clubs 
also  have  promised  to  supply  us  with  lists  of 
names  of  physicians  who  are  members  of  their 
clubs  and  who  have  displayed  talent  as  speakers. 

Most  physicians  will  accept  invitations  to 
speak  on  a medical  topic  related  to  their  field 
of  practice  without  much  hesitation.  However, 
we  meet  some  resistance  when  we  ask  them  to 
talk  on  subjects  related  to  medical  insurance  or  | 
economics.  Therefore,  we  are  in  the  process  of 
collecting  source  material  and  preparing  outlines 
for  such  speeches.  With  such  outlines  and  ma-  : 
terial  available  the  physician-speaker  is  more 
willing  to  talk  on  nonclinical  subjects.  We  are  !. 
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also  preparing  appropriate  lantern  slides  to 
supplement  the  talks.  Once  the  program  is 
fully  underway  (by  January,  1958,  we  hope),  the 
Speakers’  Bureau  will  meet  periodically  to 
enable  the  members  to  discuss  the  material 
presented  and  how  it  was  received  by  the  audi- 
ences, the  best  manner  to  present  the  material, 
the  questions  that  can  be  anticipated  from  the 
audience,  and  the  proper  and  optimum  way  to 


reply  to  such  questions. 

The  Women’s  Auxiliary  will  be  expected  to 
play  a role  in  this  program.  At  least  one  member 
of  the  Auxiliary  shall  be  invited  to  every  meeting 
of  the  Speaker’s  Bureau.  The  ladies  can 
certainly  assist  us  by  obtaining  invitations  for 
us  to  speak  to  the  various  women’s  organizations 
in  the  community  and  by  advising  us  as  to  the 
program  to  present  to  these  organizations. 


HOW  TO  IMPROVE  DOCTOR-LAWYER  RELATIONS 
I.  The  Lawyer  s Point  of  View 

ARTHUR  N.  SEIFF,  ESQ.,  NEW  YORK  CITY 
( Chairman , Committee  on  Medical  Jurisprudence,  Bar  Association  of  the  City  of  New  York ) 


Medical  jurisprudence  plays  an  important 
part  in  the  everyday  work  of  many  doctors 
and  many  lawyers.  In  considering  this  subject 
we  should  never  lose  sight  of  the  fact  that  it  is 
the  rights  and  interests  of  our  mutual  patient- 
client  that  the  relations  of  all  three  (the  doctor, 
the  lawyer,  the  patient-client)  are  concerned 
with.  In  considering  these  relations  we  should 
bear  in  mind  that  first,  there  is  the  relationship 
of  the  doctor  to  the  patient,  that  then  there  is 
the  relationship  of  the  lawyer  to  the  client  (who 
also  is  the  patient),  and  finally  (the  subject  of 
our  discussion),  there  is  the  relationship  of  the 
doctor  and  the  lawyer  to  each  other,  and  that 
this  concerns  the  rights  and  interests  of  their 
mutual  patient-client.  This  last  may  sometimes 
be  forgotten  by  some  busy  practitioners  of  both 
professions. 

As  our  society  is  constituted,  the  rights  and 
interests  of  our  patient-client  cannot  be  properly 
and  fully  protected  unless  you  and  we  cooperate, 
each  with  a clear  understanding  of  the  other’s 
problems.  It  is  a lack  of,  such  understanding 
(or,  as  I think  more  likely,  merely  a failure  to 
bear  the  same  in  mind)  that  causes  some  lawyers 
and  some  doctors  to  act  in  such  manner  as  to 
create  friction  between  a few  (fortunately,  only 
a very  small  portion)  of  the  two  professions. 
Unfortunately,  such  difficulties  may  become 
magnified  and  lead  to  a disproportionate  wariness 


and  lack  of  the  kind  of  understanding  and  feeling 
that  should  prevail  between  these  two  great 
professions.  A moment’s  calm  reflection  will 
reveal  what  should  be  the  obvious  fact  that  the 
problems  each  faces  are  practically  identical — 
an  implacable  and  dangerous  foe  (for  the  doctor, 
disease,  which  he  is  ever  striving  against ; for  the 
lawyer,  his  adversary  who,  believe  me,  is  just  as 
relentlessly  pressing) ; the  shortness  of  time  that 
the  lawyer  and  the  doctor  each  has  to  do  every- 
thing that  has  to  be  done ; the  economic  problem 
of  each;  and  so  forth.  Yes,  if  each  of  you  con- 
siders his  personal  problems  in  connection  with 
this  subject  and  translates  them  to  lawyers, 
you  will  see  how  similar  they  are. 

A reasonable  man,  understanding  another’s 
problems,  will  not  permit  himself  to  be  unreason- 
able. Reasonable  men,  understanding  each 
other’s  problems,  will  have  no  difficulties  with 
each  other. 

It  was  for  the  triple  purpose  of  giving  just  such 
understanding,  of  obviating  just  such  difficulties, 
and  of  establishing  a fair  and  equitable  modus 
vivendi,  that  the  Standards  of  Practice  were 
drawn.  They  point  out  specific  difficulties  and 
show  how  they  can  be  solved  in  a fair  manner 
with  equity  to  all  concerned.  After  all,  this  is 
the  hallmark  of  a civilized  man. 

The  limitation  of  time  imposed  on  me  will  not 
permit  me  to  cover  all  the  Standards.  I com- 
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mend  them  to  your  careful  reading;  it  will  prove 
most  profitable. 

The  first  thing  these  Standards  point  out  is  that 
the  lawyer  (who  was  retained  to  be  a lawyer,  not 
a doctor)  should  not  invade  the  doctor’s  field, 
should  not  give  medical  advice  to  his  client,  and 
should  not  seek  to  control  or  direct  the  medical 
aspect  of  the  case.  By  the  same  token,  the 
doctor  (retained  as  a doctor,  not  as  a lawyer) 
should  not  give  his  patient  advice  on  the  law, 
on  the  amount  he  should  sue  for,  or  what  the 
doctor  may  think  the  case  is  worth.  The  valid- 
ity of  this  is  self-evident;  a good  plumber  may 
be  a poor  carpenter. 

Another  point  to  which  the  Standards  are 
addressed  will  be  of  particular  interest  to  those 
doctors  who  have  complained  of  unpleasant 
experiences  in  court  at  the  hands  of  a cross- 
examining  lawyer.  This  could  be  avoided,  or 
at  least  prevented  in  large  part,  if  the  lawyer 
representing  the  doctor’s  patient  had  explained 
to  the  doctor  the  legal  facts  of  life  at  the  proper 
time,  which  is  at  a time  when  the  doctor  could 
have  made  requisite  preparations  to  prevent 
any  possible  embarrassment.  This  is  the  duty 
of  the  lawyer.  After  all,  he  knows  and  should 
know  what  the  doctor  will  be  faced  with  in  court. 
In  furtherance  of  the  interests  of  his  client,  the 
lawyer  should  take  the  proper  steps  at  the  proper 
time  to  apprise  the  doctor  of  what  may  happen 
in  court  so  that  the  doctor  will  be  properly 
prepared  to  meet  and  cope  with  the  situation. 
Experienced  and  careful  doctors  accept  this 
information  gladly.  The  Standards  of  Practice 
show  how  this  can,  and  should,  be  accomplished. 

For  example,  there  is  the  matter  of  the  doctor’s 
records  regarding  his  patient.  Good  records 
scare  off  and  cut  short  a cross-examiner.  Records 
that  are  accurate,  complete,  dated,  without 
alterations  (or,  if  alterations  are  necessary,  the 
same  should  be  dated  and  explained  briefly)  will 
prevent  embarrassment  to  doctors  in  court. 
Of  course,  records  need  not  and  should  not  be 
burdensomely  detailed.  They  may  properly 
be  brief  and  abbreviated,  skeleton  in  form. 
The  chief  source  of  difficulty  in  this  connection 
arises  when  a doctor  on  the  witness  stand  testi- 
fies to  matters,  such  as  history,  complaints, 
objective  signs,  and  diagnosis,  that  might  be 
expected  to  be  included  in  his  records  but  are 
nowhere  mentioned  or  even  hinted  at  therein. 
As  I said  a few  seconds  ago,  it  is  the  lawyer’s 
function  to  explain  to  the  doctor  the  need  for 


this  and  how  just  a few  seconds  of  thought 
devoted  to  this  by  the  doctor  will  prevent 
embarrassing  cross-examination. 

The  first  thing  the  lawyer  should  do  is  to  get 
from  his  client  a written  authorization  to  discuss 
the  matter  with  the  doctor  and  to  examine  the 
doctor’s  records.  Doctors  should  not  resent  this. 
After  all,  the  lawyer  is  doing  it  for  the  purpose  of 
preparing  the  doctor  properly  for  anticipated 
cross-examination  and  for  the  benefit  of  their 
mutual  patient-client.  Although  this  may  take 
up  the  doctor’s  time,  it  also  takes  up  the  lawyer’s 
time,  and  his  day  has  no  more  hours  than  has 
the  day  of  the  doctor. 

For  the  same  purpose,  the  Standards  point  out 
that  the  lawyer,  first  getting  a written  authori- 
zation from  his  client,  should  also  examine  the 
hospital  records  so  that  he  may  discuss  with  the 
doctor  any  possible  discrepancy  there  might  be 
between  the  hospital’s  records  and  the  doctor’s 
records. 

You  will  note  that  I have  spoken  of  the  lawyer 
getting  written  authorization  from  his  client. 
No  doctor  should  ever  speak  to  anybody  about 
his  patient  unless  he  has  an  authorization  from 
the  patient.  Written  authorizations  are  best, 
for  your  own  protection,  because  they  cannot 
later  be  disputed. 

Before  I finish  I will  discuss  the  matter  of  the 
doctor’s  fee  for  the  time  spent  by  him  in  seeing 
the  lawyer  or  in  drawing  a report  for  the  lawyer 
or  attending  court.  After  all,  the  fee  charged 
by  the  doctor  to  the  patient  for  treating  him  did 
not  and  should  not  be  considered  to  include  time 
spent  by  him  in  these  other  matters. 

The  Standards  go  on  to  discuss  medical  reports 
that  doctors  are  asked  to  give  lawyers.  Here 
again  it  is  the  job  of  the  lawyer  to  explain  to  the 
doctor  in  detail  the  need  for  a medical  report 
and  the  scope  of  the  same.  In  o,rder  to  have  a 
workable  report,  the  lawyer  should  request  of 
the  doctor  one  that  sets  forth  the  date  of  first 
visit,  history,  objective  findings,  complaints, 
past  history,  results  of  tests  (including  x-rays), 
diagnosis,  treatment,  prognosis,  and  bill  to  date. 
The  lawyer  should  also  make  clear  to  the  doctor 
that  delay  in  furnishing  such  a report  may,  be- 
cause of  time  limitations  imposed  by  court  rules, 
prejudice  the  interests  of  their  patient-client. 

The  Standards  make  crystal  clear  that  lawyers 
should  always  confer  with  doctors  relative  to 
common  problems  presented  in  the  case  and  that 
these  conferences  should  be  sufficiently  in  advance 
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of  the  time  for  which  the  information  and  action 
may  be  needed.  The  mutual  convenience  of 
each — the  doctor  and  the  lawyer — should  be 
considered  in  arranging  such  a conference; 
there  should  be  a mutual  understanding  on  the 
part  of  each  that  the  other’s  time  is  also  im- 
portant. Neither  should  keep  the  other  waiting 
unnecessarily.  Some  professional  and  even  some 
unprofessional  men  ignore  to  some  extent  the 
fact  that  time  to  somebody  else  may  be  as 
important  to  that  person  as  it  is  to  them.  This 
applies  just  as  strongly  to  the  question  of  the 
doctor’s  appearance  in  court.  The  lawyer 
should  always  consult  him  as  to  the  day  of  the 
week  and  the  time  of  day  that  it  is  most  con- 
venient for  the  doctor  to  attend  court.  The 
doctor  should  be  continually  apprised  of  the 
approximate  day  and  approximate  time  of  day  he 
may  be  needed  in  court.  He  should,  wherever 
possible,  be  kept  subject  to  phone  call.  The 
lawyer  should  make  every  effort  to  put  the  doctor 
on  the  witness  stand  just  as  soon  as  he  arrives  in 
court,  even  if  in  so  doing  the  doctor’s  testimony 
is  taken  out  of  turn.  But  remember,  it  is  the 
judge,  not  the  lawyer,  who  controls  the  pro- 
cedure in  the  final  analysis;  no  lawyer  should 
neglect  to  explain  this.  Of  course,  wherever 
possible,  judges  do  their  best  to  consider  and 
meet  the  doctor’s  time  needs.  In  fact,  far  from 
being  rare  or  even  only  occasional,  it  is  a general 
although  not  binding  rule  that  doctors  are 
permitted  to  testify  out  of  turn  so  as  to  meet 
their  convenience. 

The  doctor  should  be  paid  for  keeping  himself 
available  for  court  and  for  going  to  court  to  tes- 
tify. The  fee  he  has  charged  for  treating  the 
patient  does  not  include  this,  just  as  it  does  not 
include  furnishing  reports  or  conferring  with  the 
lawyer. 

The  lawyer,  in  all  fairness,  should  not  take 
advantage  of  the  provisions  of  the  law  that  permit 
him  to  subpoena  the  doctor  and  compel  the  doctor 
to  go  to  court  to  testify  to  what  the  doctor  ob- 
served and  did,  and  this  for  the  usual  subpoena  fee 
which  in  the  average  case  is  $1.00  or  thereabouts. 

Time  will  not  permit  me  to  discuss  the  question 
of  testimony  by  the  doctor  as  to  his  expert 
opinion,  beyond  saying  that  no  doctor  can  be 
compelled  against  his  consent  to  give  testimony 
in  court  as  to  his  expert  opinion. 

Let  me  revert  briefly  to  the  subject  of  cross- 
examination.  The  lawyer  should  let  the  doctor 
know  what  he  may  expect  in  court  and  should 


even  suggest  that  if  necessary  the  doctor  read 
medical  texts  and  authorities  on  the  subject. 
Many  lawyers  do  so  in  preparing  for  cross- 
examination.  If  time  permits,  the  lawyer  should 
give  the  doctor  a sample  of  cross-examination. 
He  should  explain  that  no  doctor  properly 
prepared  and  telling  the  truth  need  fear  any 
lawyer;  that  the  doctor  should  always  remember 
that  in  the  eyes  of  the  judge  and  the  jury,  in 
testifying  to  medical  matters  the  doctor  is  the 
doctor  provided  he  is  properly  prepared,  and 
that  the  lawyer  is  merely  a lawyer. 

The  lawyer  should  also  explain  the  need  for 
the  doctor  to  bring  his  records  to  court  and  the 
danger  that  by  not  doing  so,  he  may  give  the 
impression  that  he  is  concealing  something. 

Doctors  should  remember  that  they  are  in  court 
to  clarify  and  explain,  not  to  impress;  that  when- 
ever possible,  they  should  for  the  sake  of  the  jury 
and  the  judge  use  simple  language  and  should  be 
prepared  to  explain  technical  and  medical 
terms. 

In  order  to  avoid  any  possible  misunder- 
standing, the  doctor’s  compensation  for  giving 
a report,  for  conferring  with  the  lawyer,  or  for 
appearing  in  court  to  testify,  should  always  be 
agreed  on  in  advance.  The  Standards  provide, 
and  properly  so,  that  such  a charge  should  be 
“a  reasonable  one  based  on  the  time  consumed.  . . 
(in  preparing  the  report,  or  in  the  conference  and 
its  preparation,  or  in  the  trial  and  its  preparation) 
and  on  any  other  factors  which  govern  the 
doctor’s  fee  to  that  patient.”  It  is  improper  for 
the  doctor’s  fee  to  be  contingent  or  for  it  to  be 
based  on  anything  other  than  the  above  factors. 
Some  lawyers  overlook  the  fact  that  the  doctor’s 
fee  for  treating  the  patient  does  not  cover  his 
rendering  a report,  conferring  with  the  lawyer, 
or  going  to  court  to  testify.  Some  doctors, 
fortunately,  only  a very  few,  have  the  mistaken 
notion  that  they  should  be  paid,  not  on  the  basis 
of  the  factors  set  forth  in  the  Standards,  that  is, 
their  time  consumed  and  any  other  factor  that 
would  cover  their  fee  to  their  patient,  but  on  the 
basis  of  the  amount  involved  in  the  action,  or  the 
need  for  their  testimony.  The  Standards  (drawn 
by  doctors  and  lawyers  with  full  regard  for  each 
other  and  for  their  patient-client)  cover  these 
matters  thoroughly  and  should  be  of  great  help 
in  setting  straight  any  misconceptions  by  the 
few  lawyers  and  the  few  doctors  who  may  have 
such  mistaken  notions. 

In  closing,  I would  like  to  refer  to  the  obvious, 
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that  the  Standards  of  Practice,  being  drawn  by 
men,  may  not  cover  every  question  that  may 
arise,  that  they  may  need  tightening  and  imple- 
menting, and  that  experience  derived  through 
their  application  may  reveal  avenues  of  improve- 
ment therein.  I have  no  hesitation  in  saying 
this  because,  in  doing  so,  I am  engaging  in  self- 
criticism  to  some  extent.  The  Committee  on 
Medical  Jurisprudence  of  the  Association  of  the 
Bar  of  the  City  of  New  York,  of  which  I have  the 
honor  of  being  chairman  for  three  years,  worked 
for  nearly  two  years  on  a Code  of  Interprofes- 


sional Conduct  for  our  two  professions,  and  we 
are  happy  that  the  Code  we  drew  and  adopted 
was  used  in  large  part  as  the  basis  for  the  Stand- 
ards of  Practice.  Your  suggestions  and  recom- 
mendations with  respect  to  improvement  of  the 
Standards  should  be  called  to  the  attention  of  the 
proper  authorities  on  the  local  level  for  considera- 
tion and  action.  My  associates  and  I,  as  well 
as  the  appropriate  committees  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New 
York  State  Bar  Association,  are  available  to  you 
at  all  times  to  talk  about  any  problems  you  have. 


II.  Implementing  the  Standards  of  Practice  at  the  Local  Level 

JOHN  F.  KELLEY,  M.D.,  UTICA,  NEW  YORK 
( Chairman , Liaison  Committee y Medical  and  Bar  Associations , Oneida  County) 


Mr.  chairman,  Ladies  and  Gentlemen — 
One  is  always  rather  loathe  to  talk  about 
what  his  own  group  has  done,  for  fear  of  misun- 
derstanding. Let  me  say,  therefore,  at  the  very 
outset,  that  in  Oneida  County  we  tried  to  meet  a 
need.  We  agree  that  we  have  accomplished  some- 
thing, but  we  know  that  we  still  have  a long  way 
to  go.  As  the  October  issue  of  our  Bulletin 
states,  “We  agree  that  there  remains  much 
work  to  be  done  in  the  medico-legal  field.” 

Cause  of  Interest 

What  caused  our  interest  in  the  medico-legal 
field?  What  were  the  reasons  for  our  attention 
being  drawn  to  the  necessity  for  constructive 
thinking  and  action  in  the  sphere  where  the 
medical  and  legal  professions  meet? 

Well,  since  the  very  beginning  of  our  Three- 
County  program,  the  physicians  of  Oneida, 
Herkimer,  and  Madison  Counties  have  been 
made  aware  of  the  need  for  good  relations  be- 
tween ourselves  and  other  professions.  This 
accounts  for  the  work  that  has  been  done  with 
dental,  pharmaceutic,  and  nursing  professions. 
The  same  consciousness  applied  to  the  legal 
profession. 

Moreover,  we  knew  that  irritations  kept 
arising  when  representatives  of  the  two  great 
professions  of  medicine  and  law  came  into 


business  contact.  The  findings  of  our  Medical 
Economics  Bureau  were  particularly  revealing 
in  this  regard. 

It  became  obvious  that  there  was  a lack  of 
understanding  on  the  part  of  both  physicians 
and  attorneys  of  the  problems  of  each  other’s 
profession.  The  realization  then  came  that  we 
ought  to  get  together  on  the  problem,  for  we  were 
sure  that  untold  petty  occurrences  could  be 
eliminated  if  the  physician  and  the  attorney 
could  see  the  other  man’s  interest  and  need. 

First  Action 

Our  first  action  was  to  appoint  a fairly  large 
representative  committee  which  contacted  the 
bar  association  and  suggested  the  appointment 
of  a similar  committee  of  attorneys  for  the  purpose 
of  holding  a joint  meeting  to  discuss  mutual 
problems.  These  two  committees  sat  down  to- 
gether around  a big  table  in  the  Hotel  Utica  with 
two  chairmen — one  a physician  and  the  other 
an  attorney  — and  discussed  the  reefs  and  shoals 
which  had  been  causing  the  rough  waters  in  the 
medico-legal  field.  Beer  and  sandwiches  were 
purposely  served  to  obtain  and  retain  an  in- 
formal, friendly  atmosphere. 

An  important  note  is  that  at  this  first  meeting 
we  did  not  merely  discuss  the  gripes  and  com- 
plaints of  each  group,  but  as  we  sat  intermingled 
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around  the  room  we  discussed,  very  frankly, 
the  principles  involved  in  our  relationship. 
We  asked  and  answered  the  question,  “Just 
what  should  each  expect  of  the  other?” 

So  gratified  were  we  with  the  understanding 
achieved  at  this  first  meeting  that  we  decided  to 
draft  a code  of  cooperation  in  order  that  our 
understanding  might  be  passed  on  to  every  doctor 
and  lawyer  in  the  county.  We  knew  that  such 
action  had  been  taken  at  that  time  by  a few  states 
but  by  not  more  than  one  or  two  counties  in  the 
country.  However,  we  felt  that  it  was  a wise 
step,  so  we  appointed  a subcommittee  to  draft 
a code  for  submission  to  both  groups.  Three 
physicians  and  our  executive  secretary  were 
to  prepare  our  suggested  code.  Three  attorneys 
and  their  association  secretary  were  to  do  the 
same. 

Drafting  the  Code 

First,  our  drafting  subcommittee  contacted 
the  A.M.A.,  and  Mr.  Joseph  Stetler,  chief  of  the 
A.M.A.  Law  Department,  provided  us  with 
copies  of  such  codes  as  were  already  in  existence. 
We  took  the  best  parts  of  some  of  these,  did 
some  original  writing,  and  came  up  with  what 
we  thought  was  a pretty  fair  and  brief  code. 
The  attorneys  gave  us  their  draft,  and  we  gave 
them  ours.  We  called  a committee  meeting  to 
review  the  proposed  code  as  drawn  by  the  at- 
torneys, but  before  we  could  meet  the  attorneys 
called  us  and  said,  “We’ll  accept  your  code  as 
is !” 

The  code  was  called  “Standards  of  Practice  in 
Oneida  County.”  It  was  reviewed  by  our 
Comitia  Minora,  and  before  the  county  medical 
society  could  meet  to  approve  it  it  had  been 
approved  by  the  bar  association.  We  then  sent 
printed  copies  to  every  physician  and  attorney 
in  the  county  with  a transmittal  letter  which 
stressed  the  importance  of  this  move. 

The  Value 

The  value  of  “Standards  of  Practice”  is  that 
we  now  have  an  accepted  rule  and  guide  to  work 
by.  Here  is  a reference  piece  which  every 


physician  and  attorney  in  the  county  knows  to 
be  backed  up  by  both  county  medical  society 
and  county  bar  association. 

Perhaps  even  more  important  is  the  fact  that 
the  agreement  called  for  a continuing  committee 
to  act  in  the  medico-legal  field.  Our  committee 
is  composed  of  three  physicians  with  staggered 
terms  plus  our  executive  secretary.  Three 
attorneys  with  their  elected  secretary  complete 
the  group. 

Also,  “Standards  of  Practice”  represents  the 
first  real,  concrete  step  of  cooperation — the 
first  vital  move  to  obtain  understanding  between 
the  members  of  the  two  professions. 

The  Future 

You  may  well  ask,  “What  of  the  future?” 
Well,  we  realize  full  well  that  no  printed  material 
is  sufficient  unto  itself.  The  agreement  will  be 
implemented  by  action. 

On  November  12  we  will  fill  the  Hotel  Utica 
ballroom  with  doctors  and  lawyers  at  a joint 
meeting.  “The  Medical  Witness”  will  be  shown. 
Two  doctors  and  two  lawyers  will  form  a panel 
over  which  Justice  Earle  Bastow  will  preside. 
It  should  be  a most  worthwhile  occasion. 

Meetings  of  the  joint  committee  will  continue 
the  newly- won  closeness  between  the  professions. 

Our  Recommendation 

We  have  not  thought  that  what  we  have  done 
in  Oneida  County  is  the  only  thing  to  do  or  that 
our  method  is  the  only  way.  We  do  feel,  how- 
ever, that  the  State-level  code  cannot  hope  to 
be  effective  without  implementation  at  county 
level. 

Therefore,  we  urge  all  county  medical  societies 
in  New  York  State  to  not  necessarily  take  the 
same  action  that  we  have  taken,  but  to  take 
action  in  the  medico-legal  field.  Thus  only  will 
the  State-level  agreement  be  made  the  strong 
instrument  for  understanding  which  it  was  de- 
signed to  be.  Thus  only  will  it  bring  understand- 
ing and  cooperation  when  doctors  and  lawyers 
meet  in  professional  contact. 


February  1,  1958 


425 


PUBLIC  RELATIONS  CONFERENCE 


The  Auxiliary  as  a Public  Relations  Instrument  Among 

Women's  Groups 


MRS.  EDWARD  W.  BRIGGS,  JR.,  WELLSVILLE,  NEW  YORK 
( Public  Relations  Chairman , Woman’s  Auxiliary  to  the  Medical  Society  of  the  State  of  New  York ) 


'XW  will  be  nothing  new  and  original  in 
what  I have  to  say  to  you  today,  but  I hope 
it  will  be  refreshing  to  review  the  functions  of 
public  relations  and  then  relate  them  to  the 
activities  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York. 

The  primary  purpose  of  an  auxiliary  public 
relations  committee  is  to  help  the  layman  under- 
stand the  functions,  policies,  and  aims  of  the 
medical  profession  on  the  national,  state,  and 
local  level.  To  select  and  promote  educational 
and  service  activities  relating  to  health  and 
medical  care  needs  is  one  phase  of  the  work. 
To  make  each  auxiliary  member  aware  of  her 
responsibility  as  an  ambassador  of  good  will  for 
the  medical  profession  in  her  daily  contacts  is 
another.  Thus,  collectively  and  individually 
the  auxiliary  helps  mold  public  opinion  for  the 
improvement  of  the  health  of  the  people  and 
the  advancement  of  medical  services. 

To  date  I am  not  convinced  that  as  Auxiliary 
members  we  are  all  aware  of  why  we,  as  doctors’ 
wives,  must  accept  the  responsibility  that  is  ours 
in  our  home,  our  office-home,  and  our  office-home- 
community  relationship.  And  by  community 
I mean  where  we  live  — county,  state,  and 
nation. 

There  is  a current  story  concerning  a doctor’s 
office-employe  who,  after  a few  days’  work, 
decided  her  title  should  be  changed  from  Re- 
ceptionist to  Deceptionist ! The  humor  of  such 
a situation  is  acceptable  to  most  doctors  and 
patients,  but  unfortunately  the  joke  has  an 
unwarranted  implication.  Apparently  such  a 
story  stems  from  a doctor-patient  relationship 
where  the  demands  for  the  doctor’s  immediate 
services  have  been  refused  without  adequate 
statement  for  the  reason  of  the  doctor’s  un- 
availability. 

Individually  we  know  that  our  husbands  are 
great.  We  know  that  there  is  no  limit  to  their 
working  hours  and  no  limit  to  the  demands  on 
their  abilities  and  on  their  time,  even  to  the 
sacrifice  of  home  and  family  life.  But  almost 


everyday  in  print  and  in  person  somewhere 
people  are  voicing  their  complaints  about 
medicine  and  the  men  who  practice  it.  Every 
complaint  is  a danger  signal  — a symptom  of 
public  ill  will  whether  justified  or  not  justified. 
Not  one  of  us  wants  to  think  that  this  applies  to 
us.  It  never  will  if  we  and  our  doctor-husbands 
win  and  retain  the  good  will  and  respect  of  our 
communities.  It  is  vital  to  us  and  is  of  the  ut- 
most importance  to  the  entire  medical  profession. 

About  a year  ago  in  the  Scope  Weekly  there 
was  an  article,  “The  Doctor’s  Wife  and  Public 
Relations  Work.”  The  final  paragraph  quotes 
James  E.  Bryan,  consultant  in  medical  admin- 
istration and  public  relations,  as  suggesting  that 
the  doctor’s  wife  can  do  much  for  medical  public 
relations  if  she  takes  a leading  part  in  com- 
munity and  cultural  affairs.  This  gives  her 
many  opportunities  to  present  and  to  represent 
the  doctor’s  point  of  view  on  problems  and  public 
issues  involving  medicine.  The  very  fact  that  a 
devoted  worker  is  a doctor’s  wife  will  reflect 
credit  on  the  entire  medical  profession,  since 
doctors’  wives  always  seem  to  be  known  as  such 
to  a much  greater  degree  than  are  wives  of  men 
in  other  professions.  It  puts  us  in  the  category 
“to  be  kicked  if  we  do  and  kicked  if  we  don’t !” 

The  April,  1957,  issue  of  Medical  Economics 
has  an  article  written  by  a Lois  R.  Chevalier. 
In  it  she  presented  public  relations  yardsticks: 
(1)  Is  the  activity  more  one  of  doing  than  of 
talking ? (2)  Is  it  genuinely  important  to  the 

public?  (3)  Is  it  an  activity  the  public  has  a 
right  to  expect  of  the  medical  profession? 

That  is  the  way  we  of  the  Auxiliary  measure 
them  too.  That  is  why  we  have  such  projects 
as  Nurse  Recruitment  and  are  expanding  into 
Health  Careers  Recruitment — the  American 
Medical  Education  Foundation,  The  Physicians’ 
Home,  Safety  Programs,  and  Poster  Contest, 
to  name  a few. 

Never  has  there  been  a time  when  people  have 
been  more  health-conscious,  more  medically- 
minded  than  they  are  right  now,  due  to  magazine 
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and  newspaper  articles,  and  radio  and  TV 
programs,  and  skits.  Too  often  the  material 
used  contains  half-truths,  which  when  expanded, 
cast  shadows  of  doubt  on  our  doctors.  As 
Auxiliary  members,  none  of  us  can  afford  to  close 
our  eyes,  ears,  and  minds  to  the  warnings. 
Rather  we  must  mobilize  all  public  relations 
forces  to  defend  the  medical  profession  with  the 
vital  powers  which  come  from  the  profession’s 
fundamental  principle  of  service  to  humanity. 
It  may  seem  paradoxic  that  James  Bryce’s  quo- 
tation, “Medicine  is  the  only  profession  that 
labors  incessantly  to  destroy  the  reason  for  its 
own  existence,”  applies  equally  well  in  the  present 
day. 

Now  is  the  time  for  each  Auxiliary  member  to 
do  more  than  live  her  life  in  a manner  which  will 
encourage  the  layman  to  believe  in  us,  our  hus- 
bands, and  their  noble  profession.  We  are 
expanding  our  efforts.  We  accept  the  respon- 
sibility of  doing  a Health  Program  in  some  of  the 
clubs  and  organizations  to  which  we  belong. 
Whether  we  are  asked  or  not  we  should  suggest 
worth-while  programs  whenever  and  wherever 
possible.  It  does  not  mean  that  we  personally 
must  speak,  but  we  can  easily  procure  a program 


that  is  of  genuine  importance  to  the  public  and 
to  the  medical  profession.  To  be  truly  successful 
in  this  expansion,  each  member  must  participate, 
not  a dedicated  few. 

In  Miss  Chevalier’s  article  that  I have  just 
mentioned,  she  expresses  the  opinion  that  no 
individual  wants  to  be  told  why  they  should 
appreciate  their  doctor;  they  want  to  know  the 
things  their  doctor  and  his  wife  are  doing  in 
service  to  others.  Medical  skill  alone  is  not 
enough. 

It  must  be  coupled  with  the  sympathetic 
kindness  of  the  Golden  Rule  and  activated 
by  the  desire  to  help  all  mankind  to  attain  the 
goal  of  human  dignity.  Lecomte  du  Nouy  in 
his  book  “Human  Destiny”  expresses  it  like 
this:  “The  only  goal  of  man  should  be  the 
attainment  of  human  dignity  with  all  its  impli- 
cations. . .He  must  use  his  science  and  his 
culture  to  better  himself  morally  and  to  make 
others  progress.  . .No  matter  how  considerable 
it  is,  the  accumulation  of  knowledge  does  not 
confer  any  superiority  on  man  if  he  utilizes  it 
only  outwardly  and  if  he  reaches  the  end  of  his 
life  without  having  deeply  evolved  as  a respon- 
sible element  of  humanity.” 


Public  Relations  Phases  of  Industrial  Medicine 

ANTHONY  A.  MIRA,  M.D.,  NEW  YORK  CITY 

Directory  Bureau  of  Workmen’s  Compensation  and  Industrial  Health , Medical  Society  of  the  State  of  New  Y ork ) 


The  first  industrial  workplace  set  up  in  the 
United  States  was  established  in  1607  in 
Jamestown,  Virginia.  It  manufactured  glass 
baubles  and  trinkets  to  trade  with  the  Indians. 

The  first  reference  to  industrial  medicine  is 
recorded  in  1776  when  Benjamin  Franklin  claimed 
that  the  “West  India  gripes”  was  lead  colic  due 
to  drinking  Jamaica  rum  made  from  stills  in  which 
the  still  heads  and  worms  were  made  of  lead. 
As  a result,  the  Massachusetts  Legislature 
prohibited  the  use  of  lead  still  heads  and  worms. 

In  1837  the  New  York  State  Medical  Society 
sponsored  a paper  on  the  problems  of  industrial 
health  entitled  “On  the  Influence  of  Trades, 
Professions,  and  Occupations  in  the  United  States 


in  the  Production  of  Disease,”  which  was  written 
by  Dr.  William  McCready,  one  of  the  founders 
of  Bellevue  Hospital  Medical  College  and  of  the 
New  York  Academy  of  Medicine.  Industry  in 
those  days  was  concentrated  in  the  New  England 
area  and  in  Massachusetts  in  particular.  As  a 
result,  that  state  recognized  the  need  for  safety 
in  industry  and  passed  various  laws  controlling 
safe  manufacture. 

In  1888  the  American  Association  of  Railroad 
Surgeons  was  founded.  It  is  said  that  the  first 
industrial  physician  as  such  was  a “shanghaied” 
doctor,  taken  to  the  end  of  the  line  to  care  for 
railroad  workers  and  builders  of  the  ever-ex- 
panding network  of  railroads  to  the  West. 
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The  first  major  industrial  medical  care  program 
on  a prepayment  basis  was  the  Hospital  Depart- 
ment of  the  Southern  Pacific  Railroad  and  was 
established  in  Sacramento,  California  in  1869. 
It  was  financed  by  both  the  employers  and 
employes. 

The  first  instruction  in  industrial  hygiene  was 
given  at  the  Massachusetts  Institute  of  Tech- 
nology in  1905,  and  the  University  of  Pennsyl- 
vania followed  in  1906  by  establishing  the  first 
occupational  disease  clinic  in  the  United  States. 

The  first  Workmen’s  Compensation  Law  was 
enacted  in  New  York  State  in  1910. 

The  first  union-sponsored  service-type  medical 
care  plan  was  started  by  the  International 
Ladies  Garment  Workers  Union  in  1913.  It 
became  the  Union  Health  Center  Inc.,  in  1917. 

By  leaps  and  bounds  the  care  of  the  worker 
was  embraced  by  all  agencies — the  A.M.A.,  the 
Federal  government,  teachers,  writers,  and 
unions — so  much  so  that  in  1948  the  National 
Labor  Relations  Board  ruled  that  pensions  and 
health  and  welfare  plans  were  within  the  scope  of 
collective  bargaining  for  union  contracts.  One 
can  readily  see  that  the  interest  of  labor  in  the 
well-being  of  workers  has  become  more  and  more 
intense.  The  unions  are  very  much  concerned 
about  the  loss  of  earning  power  of  injured 
members  whether  it  be  due  to  occupational  or 
nonoccupational  causes.  At  a recent  Congress 
on  Industrial  Health  sponsored  by  the  Committee 
on  Medical  Care  for  Industrial  Workers  of  the 
American  Medical  Association,  a representative 
of  the  United  Auto  Workers  Union  had  this  to 
say:  “A  worker’s  absence  because  of  illness  or 
injury  is  a concern  of  labor  in  many  ways: 

“1.  The  support  and  nursing  of  infirm 
brothers  is  one  of  the  oldest  activities  of  unions. 
Labor  regards  it  as  essential  that  continued  in- 
come be  provided  when  an  employe  is  disabled 
from  work.  To  that  end  labor  has  supported 
income  maintenance  benefits  directly  through 
union  funds,  in  combination  with  employers 
through  collective  bargaining,  and  under  govern- 
ment programs. 

“2.  To  protect  the  job  rights  of  disabled 
workers,  unions  negotiate  provisions  in  the 
collective  bargaining  agreement  for  granting 
leaves  of  absence  and  to  safeguard  the  right  to 
return  to  work  on  recovery. 

“3.  Labor  regards  health  and  economic 
security  as  inseparable.  The  worker  needs  to 
have  available,  and  to  be  able  to  pay  for,  a high 


quality  of  necessary  health  services.  To  provide 
medical  care  some  unions  have  established  their 
own  centers.  Most  unions  are  actively  bargain- 
ing for  hospital  and  medical  benefits  and  are  thus 
involved  in  wholesale  purchase  of  prepaid  health 
services.  Labor  is  vitally  interested  in  seeing  to 
it  that  these  benefits  do  the  utmost  to  protect 
the  health  of  their  members,  which  means  to 
prevent,  as  well  as  treat  disability. 

“ 4 . Unions  are  not  indifferent  to  the  effect  of 
absence  on  productivity.  There  is  the  very 
practical  reason  that  productivity  is  an  element 
in  the  determination  of  wages. 

“5.  Not  the  least  is  national  security.  Dur- 
ing World  War  II,  labor  joined  with  management 
to  combat  absences  of  all  types.  An  awareness 
of  the  importance  of  maintaining  production  for 
national  security  has  persisted  in  the  cold  war 
years.”  Continuing,  “The  most  direct  expres- 
sion of  labor’s  concern  with  worker’s  health  are 
the  health  centers  established  by  unions  to  pro- 
vide medical  services.” 

The  union  health  center  of  the  International 
Ladies  Garment  Worker’s  Union  dates  back  to 
1913.  There  are  close  to  50  such  centers  oper- 
ating in  various  states  today,  and  there  are 
newer  ones  forming  each  year;  for  example, 
the  International  Longshoremen’s  Association, 
the  New  York  Hotel  Trades  Council,  the  Main- 
tenance Workers  of  Local  32B  of  the  AFL-CIO, 
etc.  Their  membership  is  estimated  at  over  one 
million  persons,  and  since  the  membership  is 
entitled  to  additional  medical  services  for  their 
families,  the  services  rendered  by  these  medical 
plans  may  reach  as  many  as  two  to  three  million 
persons. 

What  are  the  public  relations  phases  of  in- 
dustrial medicine? 

First  of  all,  physicians  must  become  interested 
in  the  worker-patient  who  is  influenced  by  his 
union  or  the  employer  in  the  selection  of  adequate 
medical  services.  Divergent  interests  of  well- 
known  physicians  meet  on  common  grounds  on 
this  subject.  Dr.  Robert  B.  O’Connor,  Liberty 
Mutual  Insurance  Company,  maintains:  “Social 
trends  will  force  upon  industry  an  even  greater 
interest  in  employe  health  amongst  its  workers. 
Paying  the  costs,  they  will  want  to  have  some 
control  over  the  cost”. 

Another  physician,  Dr.  G.  W.  Murphy,  past 
president,  North  Carolina  Medical  Society, 
states:  “Labor  dominates  the  Department  of 

Health  and  Welfare  and  controls  Social  Security 
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to  a frightening  degree.  Industry  is  forced  by 
labor  to  employ  salaried  physicians  and  closed 
panel  physicians  to  care  for  employes  and  their 
dependents. 

“Labor  unions  established  hospitals  and  created 
medical  service  plans,  staffed  by  salaried  doctors 
...  it  is  predicted  that  organized  labor  will  soon 
establish  the  pattern  of  medical  care  in  the  United 
States. 

“The  United  Mine  Workers  operate  hospitals 
in  20  states  which  are  staffed  by  salaried  and 
closed  panel  physicians. 

“In  Michigan  the  U.A.W.  has  fiercely  attacked 
Blue  Cross  and  Blue  Shield  and  organized  medi- 
cine and  threatens  their  complete  subjugation.” 

Dr.  Murphy  further  indicates  that  the  matter 
“bites  into  the  perimetry  of  the  practice  of  medi- 
cine.” The  medical  profession  must  demonstrate 
more  interest  in  the  care  of  the  worker.  A 
“laissez-faire”  attitude  on  the  part  of  organized 
medicine  will  lead  to  further  advances  by  “third 
parties”  in  the  care  of  the  sick.  If  a practitioner 
cannot  be  bothered  with  devoting  one  or  two 
hours  a day  in  the  medical  department  of  a fac- 
tory or  office  building,  there  are  plenty  of  “third 
parties”  to  do  the  job  for  him.  The  chiropractor 
was  glad  to  take  care  of  the  “lumbago”  the  physi- 
cian sloughed  off  once  too  often;  the  eye  refrac- 
tion that  was  too  menial  for  the  eye  surgeon  to 
do  was  greedily  taken  up  by  a new  group  of  non- 
physician “specialists”;  the  callosities  or  ingrow- 
ing nails  that  were  too  trivial  for  the  physician 
or  specialist  finally  were  relegated  to  a new  para- 
medical group — a group  that  now  has  developed 
into  tremendous  proportions,  far  beyond  the 
treatment  of  corns  and  now  participating  in  Blue 
Shield  benefits  by  law;  and  the  psychometric 
testing  that  took  too  much  time  of  the  qualified 
psychiatrist  brought  about  a new  breed  of  “tech- 
nicians,” now  licensed  to  practice  psychometry 
and  psychoanalysis  and  now  no  doubt  do  some 
treatment  of  the  psychiatric  case  as  well. 

Everybody  wants  to  get  into  the  act  except  the 
qualified  physician. 

Physicians  must  develop  interest  in  industry, 
or  industry  through  pressures  of  labor  will 
eventually  envelop  medical  practice.  The  spon- 
sorship by  medical  societies  of  active  industrial 


health  committees  can  help  to  make  known  to 
industry  that  physicians  are  interested  in  the 
worker — in  keeping  him  healthy  and  on  the  job. 
The  “personal  touch”  or  “the  bedside  manner” 
or  the  “art  of  medicine”  is  something  that  closed 
panels  or  restricted  salaried  physicians  may  find 
difficult  to  exhibit.  Yet  this  is  the  one  item  that 
differentiates  the  family  doctor  from  the  “union 
doctor”  in  many  instances. 

Occupational  medicine  is  now  a specialty  recog- 
nizable through  qualification  by  the  American 
Board  of  Preventive  Medicine  as  a sub-specialty. 
The  advances  in  industrial  methods  through  mass 
production,  automation,  nuclear  power,  in  new 
materials  such  as  plastics,  bring  on  new  hazards 
that  are  medically  challenging.  There  is  a need 
for  doctors  in  industry;  it’s  up  to  the  physicians 
to  get  interested. 

The  well-being  of  the  breadwinner  of  the  fam- 
ily is  important  to  the  physician  from  the  point 
of  view  of  pure  economics.  A healthy  worker 
works  and  is  not  a public  charge  or  a dependent 
on  the  limited  resources  obtained  from  charity, 
friends,  family,  or  compensation  indemnity  pay- 
ments. 

Conclusions 

1 . The  history  of  industrial  medicine  has  been 
sketched  through  the  enumeration  of  many 
“firsts.” 

2.  The  increasing  interest  of  organized  labor 
in  medical  care  for  workers  and  their  families  is 
evidenced  in  the  setting  up  of  union-sponsored 
health  plans.  The  enlistment  of  legislative 
agencies  in  the  promulgation  of  laws  that  aid  the 
sick  or  injured  worker  has  been  discussed. 

3.  Physicians  must  take  direct  interest  in  the 
supervision  of  the  care  of  the  ailing  injured 
worker. 

4.  The  county  medical  society  must  assist 
physicians  in  establishing  proper  contacts  with 
industry  and  labor  through  the  formation  of 
active  industrial  health  committees  and  fostering 
education  of  the  practicing  physician  in  indus- 
trial medicine. 

5.  Medicine  must  drop  a laissez-faire  attitude 
where  occupational  medicine  is  involved. 


If  our  hours  were  all  serene , we  might  'probably  take  almost  as  little  note  of  them,  as  the  dial 
does  of  those  that  are  clouded. — William  Hazlitt 
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New  York  State  Workmen  s Compensation  Board 

ANGELA  R.  PARISI,  NEW  YORK  CITY 
{Chairman,  Workmen's  Compensation  Board) 


rpRULY  efficient  administration  of  the  New  York 
W orkmen’  s Compensation  Law  as  it  is  now  written 
can  only  be  achieved  if  the  relationship  between  the 
medical  profession  and  the  Workmen’s  Compensa- 
tion Board  is  one  under  which  each  understands 
fully  the  other’s  duties  and  responsibilities.  Rec- 
ognizing this  premise,  it  is  further  important  that 
each  of  us  assists  the  other  in  every  reasonable  way 
in  the  discharge  of  these  duties  and  responsibilities. 

The  statute  imposes  many  obligations  upon  the 
Board,  and  upon  me  as  its  Chairman,  which  relate 
to  the  medical  profession.  They  run  the  gamut 
from  authorization  of  physicians  to  render  medical 
care  and  treatment  under  the  Law,  the  granting  of 
special  ratings  and  changes  in  ratings,  the  drafting 
and  promulgation  of  prescribed  forms  of  medical 
reports,  disciplinary  action  when  indicated,  rules  of 
procedure  for  arbitration  of  disputed  medical  bills, 
and  on  through  to  the  formulation  of  procedures  for 
the  calendaring  and  the  conduct  of  hearings  on  con- 
troverted claims  for  compensation  including  the 
medical  issues  which  may  be  involved. 

One  of  my  responsibilities  as  Chairman,  and  one 
which  is  presently  my  greatest  challenge,  is  that  of 
promulgating  a general  revision  of  the  Minimum 
Medical  Fee  schedule. 

In  1955  I became  convinced  as  the  result  of  con- 
ferences, interviews,  and  study  that  such  a revision 
was  in  order.  The  Law  requires  that  the  opinion  of 
the  President  of  the  Medical  Society  of  the  State  of 
New  York  first  be  requested  as  to  the  amount  of 
remuneration  “deemed  by  the  Society  to  be  fair  and 
adequate’  ’ for  the  various  types  of  treatment  which 
may  be  rendered.  It  also  provides  that  considera- 
tion shall  be  given  to  the  views  of  other  interested 
parties. 

In  accordance  with  these  provisions  and  following 
a practice  which  had  been  used  in  the  past,  I re- 
quested the  State  Society  to  prepare  a draft  of  their 
recommendations  and  then  to  take  them  up  with  an 
existing  committee  comprised  of  representatives  of 
the  New  York  Compensation  Insurance  Rating 
Board,  the  State  Insurance  Fund,  and  the  Self 


Presented  at  the  51st  annual  meeting  of  the  Third  District 
Branch,  Thursday,  October  3,  1957,  Wiltwyck  Country  Club, 
Kingston,  New  York. 


Insurers.  This  Committee  represents  the  interests 
of  practically  all  insurance  carriers  authorized  to 
write  workmen’s  compensation  insurance  in  this 
State  and  the  self-insurers. 

In  the  past,  I understand,  this  approach  expedited 
the  promulgation  of  fee  schedules  either  by  resulting 
in  a fully  agreed  recommended  schedule  or  agreed 
recommendations  with  only  limited  areas  of  dis- 
agreement for  the  Chairman  to  resolve. 

It  was  not  my  good  fortune  however  to  receive 
any  such  recommendations.  As  a matter  of  fact,  I 
received  none  until  the  passage  of  time  caused  me 
concern  and  inquiry  disclosed  a complete  stale- 
mate further  complicated  by  the  position  of  the 
State  Society  which  favors  a greatly  lengthened  sched- 
ule with  substantial  changes  in  nomenclature.  I 
now  have  the  State  Society’s  recommendations. 
Meanwhile,  I found  that  a number  of  the  county 
medical  societies  had  views  on  the  subject  which  dif- 
fered from  those  of  the  State  Society’s,  and  they  have 
been  and  presently  continue  to  come  in.  I have  set 
a deadline  which  is  rapidly  approaching.  Then  the 
ultimate  decision,  which  the  law  places  upon  me, 
must  be  made.  Obviously  the  result  cannot  en- 
tirely please  all  the  interested  parties.  I can  assure 
you,  however,  that  it  will  represent  my  most  sin- 
cere-, objective,  impartial  evaluation  of  all  the  sug- 
gestions I will  have  received;  that  I will  seek  to 
favor  no  one  but  will  endeavor  to  be  fair  to  all. 
You  are  all  reasonable  men,  I am  sure,  hence  I know 
you  will  accept  it  in  this  light. 

With  respect  to  the  testimony  of  physicians  before 
the  Board  and  its  referees  about  which  Mr.  Murin, 
Associate  Counsel,  Workmen’s  Compensation  Board, 
will  speak  in  greater  detaill  the  principle  require- 
ment as  I see  it,  and  upon  which  there  can  be  no 
compromise,  is  that  we  must  demand  the  highest 
degree  of  integrity  from  the  witness.  Any  deviation 
defeats  our  entire  system  of  jurisprudence.  If  we  of 
the  Board  cannot  implicitly  assume  that  the  doc- 
tor’s opinion,  no  matter  what  it  may  be,  is  honest 
and  completely  unbiased  then  drastic  changes  in  the 
whole  system  must  be  devised.  I hasten  to  add 
that  we  believe,  subject  to  rare  exception,  that  the 
29,000  physicians  licensed  to  practice  medicine  in 
our  State,  26,000  of  whom  are  also  authorized  to 
practice  under  the  Workmen’s  Compensation  Law, 
are  thoroughly  honest  in  their  expression  of  medical 
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opinion  before  us.  For  this  we  thank  and  congratu- 
late you. 

My  only  regret  is  that  we  cannot  get  more  agree- 
ment of  medical  opinion  in  our  cases  which,  of 
course,  would  redound  to  everyone’s  benefit.  De- 
spite the  great  strides  that  have  been  made  in  medi- 
cal science,  I recognize  that  much  more  remains  to 
be  learned  before  we  can  even  hope  to  reach  the  mil- 
lenium  in  which  there  will  be  no  disagreement. 
Whether  we  ever  will  reach  this  stage  is  for  greater 
powers  than  mere  mortals  to  decide.  I do  believe, 
however,  that  we  should  constantly  strive  to  achieve 
this  end  in  every  way  possible. 

One  suggestion  I have  to  offer  which  I believe 
would  be  helpful  in  reducing  medical  controversy 
before  the  Board,  is  that  all  insurance  carriers  should 
have  regular  medical  directors  on  their  staff.  Early 
and  continued  evaluation  of  claims  by  qualified 
physicians  on  behalf  of  carriers  coupled  with  periodic 
discussions  with  the  treating  physician,  it  would 
seem  to  me,  could  and  would  serve  to  resolve  many 
of  the  differences  of  opinion  we  now  must  determine 
by  lengthy  litigation  on  our  calendars.  Until  it  is 
demonstrated  to  me  to  be  otherwise,  I candidly  be- 
lieve that  a sincere  exchange  of  viewpoints  between 
the  two  physicians — if  they  just  talk  things  over- 
assuming  both  are  in  close  touch  with  the  facts  in 
the  case,  could  result  in  the  arrival  at  an  area  of 
agreement  on  many  questions  and  preclude  the  ne- 
cessity of  a hearing  before  a referee. 

Another  vexing  problem  which  confronts  the 
Board  and  on  which  we  need  your  full  cooperation  is 
the  matter  of  appearances  by  physicians  at  hearings 
as  scheduled. 

In  the  Albany  District  of  the  Board  more  than  35 
per  cent  of  the  adjourned  hearings  on  contested 
claims  were  adjourned  because  of  physicians  failing 
to  appear  after  presumably  receiving  due  notice  of 
the  hearing. 

I know  this  is  a complex  problem  and  that  almost 
as  many  different  reasons  can  be  advanced  as  to 
why  physicians  do  not  appear  when  called  as  there 
are  hearings  adjourned.  We  must  remember,  how- 
ever, that  adjournments  are  costly  to  the  Board  and 
to  the  carrier  and,  more  important,  work  a great 
hardship  on  the  claimant.  They  also  delay  pay- 
ment of  your  bill.  It  is  your  responsibility  to  appear 
when  duly  notified.  Of  course  there  are  emergency 
situations  which  arise  when  you  cannot  honor  such  a 
notification  and  your  absence  will  be  excusable. 
Here  is  an  area  in  which  I must  rely  greatly  on  your 
sincerity  and  cooperation.  Please  don’t  cause  me  to 
lose  faith  in  you.  Even  if  it  is  an  inconvenience  for 


you,  I shall  expect  you  to  do  everything  possible  to 
get  to  these  hearings  and  cut  down  the  number  of 
adjournments. 

I have  one  more  matter  which  I wish  to  mention 
before  I conclude.  I am  confident  that  in  it  lies  the 
means  for  the  greatest  single  advancement  in  work- 
men’s compensation  in  this  age.  I have  reference 
to  the  physical  rehabilitation  of  the  injured  worker. 

All  the  outstanding  men  in  your  profession  to 
whom  I have  spoken  or  whose  articles  I have  read 
are  of  the  unanimous  opinion  that  prompt,  capable 
use  of  rehabilitation  technic  can  greatly  reduce  peri- 
ods of  post-accident  disability  and  effect  more  com- 
plete restoral  of  the  injured  workers’  employment 
abilities  in  a very  substantial  number  of  our  cases. 
They  further  agree  that  such  care  is  not  being  initi- 
ated and/or  such  results  are  not  being  achieved  in  a 
large  proportion  of  these  cases. 

This  is  a complex  problem,  one  which  is  receiving 
my  constant  attention  and  one  in  which  Governor 
Harriman  is  greatly  interested.  At  the  Governor’s 
request  I received  a special  appropriation  of  $135,000 
at  the  last  Legislative  session  to  cover  the  cost  of 
making  a complete  over-all  study  of  the  problem  in 
its  every  facet,  to  ascertain  the  existing  impediments 
of  whatever  nature  they  may  be  and  to  find  the  prob- 
able solution.  Cornell  University  has  already 
been  retained  to  do  the  necessary  research.  An 
advisory  group  of  outstanding  representatives  of 
management,  labor,  and  the  public  will  work  with  me 
in  determining  what  the  ultimate  conclusions  will  be. 
We  will  receive  technical  guidance  from  the  Inter- 
departmental Health  Resources  Board. 

There  is  much  however  that  can  be  done  in  the 
interim  by  the  medical  profession.  It  is  alleged  that 
many  physicians  do  not  realize,  or  are  not  alert  to, 
the  full  value  of  rehabilitation,  the  full  details  of  its 
technics,  or  who  are  disinclined  to  use  them.  I 
urge  each  and  every  one  of  you  to  give  it  prompt  and 
serious  consideration  in  all  your  cases.  Equally 
important,  and  some  people  tell  me  this  is  the  real 
reason  why  rehabilitative  care  is  not  more  widely 
used,  there  are  some  members  of  your  profession 
who  do  not  attend  your  meetings  and  lectures  and 
who  do  not  follow  up  on  medical  technics  as  much  as 
they  might  possibly  do.  I earnestly  ask  those  of 
you  who  do  to  spread  the  gospel  amongst  the  others 
and  thus  assist  us  in  eliminating  this  alleged  impedi- 
ment, whether  it  is  a true  one  or  one  solely  based  on 
fancy.  You  will  be  rendering  a great  public  service 
by  doing  so. 

Thank  you  for  inviting  me  today.  I trust  I shall 
be  accorded  the  same  privilege  again  in  the  future. 


Beware  of  all  enterprises  that  require  new  clothes. — Thoreau 
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The  Doctor  s Wife  and  Voluntary  Medical  Care  Plans 


A successful  system  of  voluntary  medical  care 
is  the  main  bulwark  of  protection  against  an 
undesirable  compulsory  national  system.  It  is  of 
the  utmost  importance,  therefore,  that  each  and 
every  county  auxiliary  organize  an  educational 
program  on  voluntary  medical  care  plans. 

The  initial  step  for  such  a program  is  the  education 
of  the  Auxiliary  members  themselves.  Unfortu- 
nately it  appears  that  some  doctor’s  wives  are  either 
still  uninformed  or  have  a nebulous  view  on  this 
topic. 

As  the  Auxiliary  member  becomes  more  proficient 
in  the  intelligent  discussion  of  these  plans  she  is  of 
great  value  in  explaining  the  advantage  of  such  a 
system  to  her  community.  To  this  end  county 
auxiliaries  are  urged  to  devote  at  least  one  meeting 
a year  to  voluntary  medical  care  plans,  featuring 
speakers  from  the  Voluntary  Health  Insurance 
Speakers’  Bureau,  and  to  invite  lay  groups  to  attend 
as  guests.  It  is  also  hoped  that  it  may  be  possible 
to  organize  a Speakers’  Bureau  within  the  Auxiliary 
whose  members  will  be  trained  to  speak  to  the  mem- 
bership of  community  organizations  on  this  subject. 

Another  objective  of  the  Auxiliary  is  to  devise 
a means  through  which  every  Auxiliary  member 
can,  and  will  desire  to,  become  aware  of  the  coverage 


provided  by  the  different  plans  and  contracts  avail- 
able in  her  community.  Auxiliary  members  con- 
stantly stress  the  basic  principle  of  coverage , 
namely,  that  each  subscriber  can  only  expect  to  re- 
ceive benefits  in  proportion  to  the  premium  he  or 
she  pays.  Every  effort  is  made  to  help  the  public 
gain  a better  understanding  of  both  the  benefits 
and  limitations  provided  under  the  different  con- 
tracts. 

As  doctors’  wives,  Auxiliary  members  are  also 
urged  to  point  out  why  the  coverage  offered  by 
Blue  Shield  is  not  as  broad  as  that  of  Blue  Cross. 
Stress  is  laid  on  the  differences  between  the  services 
provided  and  the  statistical  information  available 
relating  to  the  potential  and  probable  usage  sub- 
scribers make  of  each. 

It  is  also  hoped  that  soon  every  County  Auxiliary 
will  institute  a stimulating  program  of  educational 
value  on  voluntary  health  plans  which  at  the  same 
time  serve  as  an  added  medium  of  better  public 
relations. 

Mrs.  Dominic  R.  Pitaro,  Chairman 

Voluntary  Health  Plans 
14  Woodrow  Court 
Troy,  New  York 


Inflamed  Arterial  Popliteal  Aneurysm  Simulating  Acute  Abscess 


Inflamed  arterial  aneurysms,  seen  rarely  and  even 
more  rarely  diagnosed  correctly,  are  usually  mis- 
taken for  acute  abscesses  and  so  treated,  with  disas- 
trous results.  Because  progress  in  vascular  surgery 
makes  effective  intervention  possible,  it  is  important 
that  the  condition  be  recognized.  The  inflamma- 
tory reaction  is  due  to  rupture  of  the  aneurysmal  sac 
and  infiltration  of  the  subcutaneous  tissues  with 
blood  and  its  constituents.  The  author  discusses 


the  clinical  picture  and  treatment  and  presents  one 
of  five  cases  from  his  own  experience.  This  patient 
was  seen  before  the  feasibility  of  arterial  grafting 
was  established.  The  aneurysm  was  treated  by  ar- 
terial obliteration,  and  although  a part  of  the  foot 
had  to  be  amputated  because  of  ischemia,  the  pa- 
tient, seen  eight  years  later,  was  in  good  health  and 
was  using  the  involved  leg  without  difficulty.  Mims 
Gage , M.D.,  Annals  of  Surgery , June,  1957 


432 


New  York  State  J.  Med. 


NECROLOGY 


Clayton  Gerald  Andrews,  M.D.,  of  Syracuse,  died 
on  March  11,  1956,  at  the  age  of  eighty-six.  Dr. 
Andrews  graduated  in  1897  from  the  University  of 
Vermont  College  of  Medicine. 


Siegfried  Beckmann,  M.D.,  of  New  York  City, 
died  on  October  6,  1957,  at  the  age  of  sixty-one.  Dr. 
Beckmann  received  his  medical  degree  from  the 
University  of  Vienna  in  1921  and  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Robert  Stanley  Bickley,  M.D.,  of  New  York  City, 
died  at  his  home  on  December  26,  1957,  at  the  age 
of  seventy-two.  Dr.  Bickley  graduated  in  1907 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  adjunct  in  surgery  at 
Flower  and  Fifth  Avenue  Hospitals.  Dr.  Bickley 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Oliver  Broaddus,  M.D.,  Of  Latham,  died 
on  April  12,  1956,  at  the  age  of  fifty-nine.  Dr. 
Broaddus  graduated  from  Wayne  University 
College  of  Medicine,  Detroit,  in  1943. 

Roy  Wesley  Bury,  M.D.,  of  Faust,  died  on  Decem- 
ber 29,  1957,  in  Sarasota,  Florida,  at  the  age  of 
sixty-seven.  Dr.  Bury  graduated  from  the  Univer- 
sity of  Buffalo  School  of  Medicine  in  1913.  He  was 
an  attending  physician  at  Mercy  General  Hospital, 
Tupper  Lake.  Dr.  Bury  was  a member  of  the  Frank- 
lin County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 


Charles  S.  Byron,  M.D.,  of  Brooklyn  and  Roslyn, 
Long  Island,  died  on  December  26,  1957,  at  his  home 
in  Long  Island,  at  the  age  of  sixty.  Dr.  Byron 
graduated  from  Cornell  University  Medical  College 
in  1923.  He  was  associate  physician-in-charge  of 
the  Endocrinology  Clinic  at  the  Jewish  Hospital 
of  Brooklyn.  Dr.  Byron  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member 
of  the  New  York  Academy  of  Medicine,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Joseph  Mario  Costa,  M.D.,  of  Oneonta,  died  on 
November  5,  1957,  at  the  age  of  forty-nine.  Dr. 
Costa  received  his  medical  degree  in  1936  from  the 
Royal  University  of  Genova.  He  was  a consultant 
in  chest  diseases  at  Auburn  Memorial  Hospital  and 
Mercy  Hospital,  Auburn.  Dr.  Costa  was  a member 
of  the  American  Trudeau  Society,  the  Otsego  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hugh  Michael  Cox,  M.D.,  of  New  York  City, 
died  on  January  7 at  the  Veterans  Administration 
Hospital  at  the  age  of  eighty.  Dr.  Cox  graduated 
from  Albany  Medical  College  in  1902  and  interned 
at  Troy  Hospital.  President  emeritus  of  Miseri- 
cordia  ^Hospital,  he  was  a consulting  physician  at 
Manhattan  State,  St.  Clare’s,  and  Misericordia 
Hospitals.  Dr.  Cox  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Davidson,  M.D.,  of  Forest  Hills,  died  on 
May  6,  1956,  at  the  age  of  sixty-five.  Dr.  David- 
son received  his  medical  degree  from  the  University 
of  Berlin  in  1917. 

William  John  Doerfler,  M.D.,  of  Hastings-on- 
Hudson,  died  on  December  27,  1957,  at  the  age  of 
seventy-two.  Dr.  Doerfler  graduated  from  New 
York  University  and  Bellevue  Hospital  Medical 
College  in  1909.  He  was  a consultant  in  industrial 
medicine  at  St.  John’s  Riverside  Hospital,  Yonkers, 
and  emeritus  consultant  in  industrial  medicine  at 
Dobbs  Ferry  Hospital.  Dr.  Doerfler  was  a member 
of  the  Yonkers  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Henry  Friedman,  M.D.,  of  Granville,  died  on 
December  11,  1957,  at  the  age  of  forty-nine.  Dr. 
Friedman  graduated  from  the  University  of  Edin- 
burgh in  1935.  He  was  on  the  staff  of  the  Emma 
Laing  Stevens  Hospital,  Granville.  Dr.  Friedman 
was  a member  of  the  Washington  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

W.  Terry  Fulkerson,  M.D.,  of  Rochester,  died 
on  December  12,  1957,  in  Strong  Memorial  Hospital 
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New  rapid-acting  ACHROMYCIN  V Capsules  offer  more  patients 
consistently  high  blood  levels  — at  no  sacrifice  to  the  broad 
anti-infective  spectrum  of  ACHROMYCIN  Tetracycline,  its  low 
incidence  of  side  effects,  or  its  dosage  and  indications. 

The  pure,  unaltered  crystalline  tetracycline  HCI  molecule  of 
ACHROMYCIN,  now  buffered  with  citric  acid,  provides  prompt 
and  high  blood  levels,  faster  broad-spectrum  action ...  rapidly 


Tetracycline  HCI  Buffered  with  Citric  Acid 


decisive  control  of  infections.  New  ACHROMYCIN  V Capsules  do 
not  contain  sodium. 

REMEMBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 


CAPSULES:  (blue-yellow)  250  mg.  tetracycline  HCI  (buffered  with  citric  acid,  250  mg.);  100  mg.  tetracycline 
HCI  (buffered  with  citric  acid,  100  mg.).  ACHROMYCIN  V DOSAGE:  Recommended  basic  oral  dosage 
is  6-7  mg.  per  lb.  body  weight  per  day.  In  acute,  severe  infections  often  encountered  in  infants  and  children,  the  dose 
should  be  12  mg.  per  lb.  body  weight  per  day.  Dosage  in  the  average  adult  should  be  1 Gm.  divided  into  four  250  mg.  doses. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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(benactyzine  hydrochloride) 


a psychotropic  agent  with  specific  advantages 
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at  the  age  of  seventy-nine.  Dr.  Fulkerson  gradu- 
ated from  Syracuse  University  College  of  Medicine 
in  1902.  He  was  a member  of  the  Rochester  Acad- 
emy of  Medicine,  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edwin  Albert  Griffin,  M.D.,  of  Brooklyn,  died  on 
December  29,  1957,  at  the  age  of  seventy.  Dr. 
Griffin  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1909.  He  was 
senior  attending  otolaryngologist  at  Samaritan  Hos- 
pital and  senior  attending  surgeon  at  Brooklyn 
Eye  and  Ear  Hospital.  Dr.  Griffin  was  a Diplomate 
of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons  and  of  the 
American  College  of  Allergists,  a Diplomate  of  the 
International  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Laryngological,  Rhi- 
nological  and  Otological  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Arthur  Lawler,  M.D.,  of  Salamanca,  died 
on  December  8,  1957,  in  Buffalo  General  Hospital 


at  the  age  of  seventy.  Dr.  Lawler  graduated  from 
the  University  of  Buffalo  Medical  School  in  1911. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps  and  in  1913  he  served  on 
the  Salamanca  City  Health  Board.  For  many  years 
he  was  on  the  medical  staff  of  the  Salamanca  Hos- 
pital. Dr.  Lawler,  retired,  was  a member  of  the 
Cattaraugus  County  Medical  Society  of  which  he 
had  served  as  president,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  Miller,  M.D.,  of  Schenectady,  died  on 
January  3 at  the  age  of  sixty.  Dr.  Miller  graduated 
in  1919  from  Long  Island  College  Hospital  Medical 
School.  He  was  chief  of  ophthalmology  at  Ellis 
Hospital,  an  attending  in  ophthalmology  at  St. 
Clare’s  Hospital,  and  an  honorary  ophthalmologist 
at  Schenectady  City  Hospital.  Dr.  Miller  was  a 
member  of  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  George  Orsten,  M.D.,  of  Barker,  died  on 
October  8,  1957;  at  the  age  of  sixty-one.  Dr. 
Orsten  received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1921.  He  was  an  attending  phy- 
sician at  Medina  Memorial  Hospital.  Dr.  .Orsten 
was  a member  of  the  Lockport  Academy  of  Medi- 
cine, the  Niagara  County  Medical  Society,  the 
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ltly,  gradually,  without  euphoric  buffering, 
VITIL  helps  patients  recover  normal  drive  and 
ps  free  them  from  compulsive  fixations. 


OMMENDED  DOSAGE:  1.0  mg.  t.i.d.  for  two  or  three 
s.  If  necessary  this  dosage  may  be  gradually 
eased  to  3 mg.  t.i.d. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA 


[ Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Otchin,  M.D.,  of  New  York  City,  died 
on  August  21,  1957,  at  the  age  of  fifty-seven.  Dr. 
Otchin  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1928.  He 
was  senior  clinical  assistant  in  psychiatry  at  Mount 
Sinai  Hospital.  Dr.  Otchin  was  a Member  of  the 
American  Psychiatric  Association  and  also  a mem- 
ber of  the  New  York  Psychoanalytic  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


house  surgeon  at  Lying-In  Hospital  and  fleet  surgeon 
of  the  New  York  Athletic  Club.  Dr.  Ryle  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Raymond  B.  Scofield,  M.D.,  of  Olmstedville, 
died  on  November  17,  1957,  in  St.  John’s  Hospital, 
Tulsa,  Oklahoma,  at  the  age  of  seventy-nine.  Dr. 
Scofield  graduated  from  Johns  Hopkins  University 
School  of  Medicine  in  1907.  He  was  surgeon  emeri- 
tus at  St.  John’s  Riverside  Hospital,  Yonkers.  Dr. 
Scofield  was  a member  of  the  New  York  Academy 
of  Medicine. 


Simon  Lyon  Ruskin,  M.D.,  of  New  York  City, 
died  at  his  home  on  January  1 at  the  age  of  sixty. 
Dr.  Ruskin  graduated  in  1920  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  a former  director  of  the  Ruskin  Research 
Foundation  and  the  Physiological  Chemicals  Com- 
pany of  New  Rochelle.  Dr.  Ruskin  was  a Diplo- 
mate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Francis  Ryle,  M.D.,  of  New  York  City,  died 
in  Misericordia  Hospital  on  January  1 at  the  age  of 
eighty-six.  Dr.  Ryle  graduated  in  1902  from  Yale 
University  School  of  Medicine.  He  was  a former 


Elisha  Mather  Sill,  M.D.,  of  Fairport,  died  on 
August  7,  1957,  at  the  age  of  eighty-four.  Dr. 
Sill  graduated  in  1898  from  New  York  University 
College  of  Medicine. 

Marc  Stites,  M.D.,  of  New  York  City,  died  on 
April  2,  1957,  at  the  age  of  sixty-three.  Dr.  Stites 
graduated  from  Jefferson  Medical  College  of  Phil- 
adelphia in  1918. 

Edward  Cameron  Thompson,  M.D.,  retired,  of 
Wellesley,  Massachusetts,  formerly  of  Newburgh, 
died  on  January  3 in  Natick,  Massachusetts,  at  the 
age  of  eighty-three.  Dr.  Thompson  graduated  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1901  and  interned  at  St.  Luke’s  and 
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Sloane  Hospitals.  He  was  a consultant  in  surgery 
at  the  Cornwall  Hospital,  Cornwall,  St.  Luke’s, 
and  Goshen  Hospitals.  Dr.  Thompson  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Frank  A.  Valente,  M.D.,  of  Buffalo,  died  on  Decem- 
ber 17,  1957,  at  the  age  of  seventy-four.  Dr.  Val- 
ente graduated  in  1908  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the 
Buffalo  Academ}'  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 
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Karen  Horney  Award  Established — The  Karen 
Horney  Award  has  been  established  by  the  Associa- 
tion for  the  Advancement  of  Psychoanalysis.  The 
award  in  the  amount  of  $150  will  be  made  annually 
to  the  author  whose  paper  makes  an  outstanding 
contribution  toward  the  development  of  psycho- 
analysis. Papers  submitted  by  May  30  will  be 
evaluated  in  time  for  the  award  on  December  30. 
The  accepted  paper  will  be  published  in  the  American 
Journal  of  Psychoanalysis. 

Entries  should  be  forwarded  to  Dr.  Louis  E.  De 
Rosis,  Chairman,  Award  Committee,  815  Park 
Avenue,  New  York  21,  New  York. 

Blood  Banks  Delegation  to  Meet  in  Rome — The 

American  Association  of  Blood  Banks  plans  to  par- 
ticipate in  two  important  scientific  conferences  in 
Rome  in  1958.  The  Association,  which  represents 
the  majority  of  community  and  hospital  blood 
banks  in  the  United  States,  will  sponsor  a delega- 
tion to  the  symposium  of  the  International  Blood 
Transfusion  Association  on  September  3 and  to  the 
International  Hematology  Congress  on  September 
5.  From  Rome  the  delegates  will  go  to  the  Brussels 
World  Fair. 

The  group  will  depart  from  New  York  for  Rome  on 
September  1 and  return  from  Brussels  on  Septem- 
ber 30.  For  further  information  on  the  trip  contact 
World  Travel  Plan  Corporation,  150  East  50th 
Street,  New  York  22,  New  York. 

Grant  Renewed  for  Tuberculosis  Research — The 

Onondaga  Health  Association  has  renewed  a grant 
in  support  of  laboratory  investigation  of  tuberculo- 


sis at  the  State  University  College  of  Medicine  in 
Syracuse. 

The  most  recent  grant,  totaling  $5,000,  will  aid 
Dr.  Paul  A.  Bunn,  professor  of  medicine,  in  continu- 
ation of  tuberculosis  research  on  a multilevel  ap- 
proach. The  work  involves  artificial  cultivation  of 
tubercle  bacilli,  observation  of  the  antibodies  that 
a person  develops  after  infection  by  tubercle  bacilli, 
and  the  tubercle  organisms’  response  to  various 
drugs. 

This  is  the  third  year  in  which  the  Onondaga  Health 
Association  has  supported  the  College  of  Medicine 
tuberculosis  research. 

Mission  Doctors  Needed  Overseas — The  Board  of 
Missions  of  the  Methodist  Church  has  announced  a 
need  for  twenty  doctors  in  its  mission  fields  in  ten 
countries  in  1958.  The  openings  cover  a varied 
range  of  medical  fields,  including  internal  medicine, 
surgery,  general  practice,  public  health,  gynecology, 
pathology,  and  radiology.  The  countries  for  which 
doctors  are  being  sought  are  the  Belgian  Congo, 
Mozambique,  Southern  Rhodesia,  Angola,  India, 
Pakistan,  Korea,  the  Philippines,  Sarawak  (Borneo), 
and  Mexico. 

Requirements  for  medical  service  under  the 
Methodist  Board  of  Missions  are  general^  the  same 
as  for  the  practice  in  the  United  States — college, 
medical  school,  internship,  and  residency.  For 
additional  information  write  to  the  Office  of  Mission- 
ary Personnel,  150  Fifth  Avenue,  New  York  11, 
New  York. 

The  Louis  Livingston  Seaman  Fund — The  New 


438 


New  York  State  J.  Med. 


MEDICAL  NEWS 


York  Academy  of  Medicine  announces  the  avail- 
ability of  the  Louis  Livingston  Seaman  Fund  for  the 
furtherance  of  research  in  bacteriology  and  sanitary 
science.  Nineteen  hundred  dollars  is  available  for 
assignment  in  1958. 

This  Fund  was  made  possible  by  the  terms  of  the 
will  of  the  late  Dr.  Louis  Livingston  Seaman  and  is 
administered  by  a committee  of  the  Academy  under 
the  following  conditions : The  Fund  will  be  expended 
only  in  grants-in-aid  for  investigation  or  scholar- 
ship for  research  in  bacteriology  or  sanitary  science. 
Expenditures  may  be  made  for  securing  of  technical 
help,  aid  in  publishing  original  work,  or  the  purchase 
of  necessary  books  or  apparatus. 

Applications  will  be  received  either  from  insti- 
tutions or  individuals  until  March  1,  1958.  Com- 
munications should  be  addressed  to  Dr.  Wilson  G. 
Smillie,  Chairman,  2 East  103  Street,  New  York 
29,  New  York. 

Hospital!  Recreation  ^Institute — “Recreation  for 
the  ill  and  Handicapped  Homebound”  was  the  theme 
of  the  third  Hospital  Recreation  Institute  confer- 
ence January  29  through  31  at  New  York  Univer- 
sity’s Washington  Square  Center.  The  Institute 
is  jointly  sponsored  by  the  NYU  School  of  Education 
and  the  National  Recreation  Association.  Codirec- 
tors were  Dr.  Edith  Ball,  assistant  professor  of 
education  and  acting  coordinator  of  the  recreation 
curriculum  at  NYU,  and  Mrs.  Beatrice  H.  Hill, 
consultant  for  recreation  for  the  ill  and  handi- 
capped of  the  National  Recreation  Association. 

Programs  for  the  ill  and  handicapped  were  con- 
sidered in  panel  discussions,  workshops,  and  talks 
by  experts  in  the  field  of  recreation.  Among  the 
speakers  was  Dr.  Howard  Rusk,  director  of  the 
Institute  of  Physical  Medicine  and  Rehabilitation 
at  the  New  York  University-Bellevue  Medical 
Center. 


Governor  Names  Committee — GovernorHarriman 
' has  named  a committee  of  legal  and  psychiatric 
j experts  to  study  the  definition  of  criminal  insanity 
I used  in  New  York  courts. 

The  group  will  decide  whether  a legal  definition 
[ closer  to  modern  attitudes  toward  mental  health 
could  be  drafted.  Its  membership  is  divided 
equally  between  the  fields  of  law  and  mental  hygiene. 

New  York  physicians  named  to  the  committee 
are:  Dr.  Richard  V.  Foster,  Albany,  assistant  com- 
missioner of  mental  hygiene,  Dr.  Francis  E.  Shaw, 
Dannemora,  director  of  Dannemora  State  Hospital, 
Dr.  David  Abrahamsen,  New  York  City,  consultant 
to  the  State  Department  of  Mental  Hygiene,  and 
Dr.  Christopher  F.  Terrence,  Rochester,  director 
of  the  Rochester  State  Hospital. 


American  Medical  Association  Names  Executives 

— A realignment  of  executive  duties  at  the  Ameri- 
can Medical  Association  went  into  effect  on  Janu- 
ary 1.  Dr.  George  F.  Lull  took  over  the  position 
of  assistant  to  the  president  and  Dr.  F.  J.  L.  Blasin- 

[Continued  on  page  442] 


when  the  patient's  | 
cold  or 'flu 
is  complicated 
by  bacterial  1 
infection  — ! 
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Phenylephrine  hydrochloride 10.0  mg 
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announcing . . . 

Novahistine 


patients  with 
colds* ••  sinusitis 
• • • rhinitis  will 
appreciate  the 
"Novahistine 
LP  Effect" 


When  a patient  begins  breathing  freely  in  a 
few  minutes  . . . with  all  air  passages  cleared 
. . . and  this  relief  continues  for  as  long  as 
12  hours  after  a single  dose  ...  he  is  experi- 
encing the  “Novahistine  LP  Effect.” 

This  "Effect”  is  produced  by  phenylephrine 
hydrochloride,  a quick-acting,  orally  effective 
sympathomimetic,  combined  with  chlorpro- 
phenpyridamine  maleate,  a potent  histamine 
antagonist  for  synergistic  decongestive  action 
...  on  all  mucous  membranes  of  the  respir- 
atory tract. 

Each  Novahistine  LP  Tablet  contains: 


Phenylephrine  hydrochloride 20  mg. 

Chlorprophenpyridamine  maleate 4 mg. 


Trademark 


Supplied  in  bottles  of  50  tablets. 


continuous  relief  of 

respiratory  congestion  for 

' 'iv 

long  as  12  hours  with 


a single  dose 


/ 7X 


tt-  s 


f 


PROMPT  RELIEF 

Novahistine  LP  Tablets  start  releasing 
medication  almost  as  rapidly  as  a 
solution. 


CONTINUOUS  RELEASE 

Novahistine  LP  releases  its  decongestive 
drugs  at  a constant  rate  in  both  acid  and 
alkaline  media  . . . assuring  patients  con- 
tinuous relief  whether  the  tablet  is  in  the 
stomach  or  intestine. 


SAFE  RELIEF 

With  Novahistine  LP  there  is  no  sudden 
“over-release”  ...  no  uneven,  sporadic 
effects. 


And  easy  to  use,  oral  dosage  eliminates  patient  misuse  of 
nose  drops,  sprays  and  inhalants  ...  is  not  likely  to  pro- 
duce rebound  congestion,  mucosal  damage  and  ciliary 
paralysis,  nor  make  the  patient  “jittery.” 
Administration:  Adults — 2 tablets  twice  daily  will  provide 
an  adequate  therapeutic  effect  in  the  average  patient.  In  resist- 
ant cases,  a third  daily  dose  may  be  indicated  and  can  be 
safely  given.  Children  over  six — one-half  the  adult  dose. 
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complicated  by 
useless,  exhausting 


Novahistine-DH* 

(fortified  Novahistine  with  dihydrocodeinone) 


When  "head  colds”  become  "chest 
colds”  Novahistine-DH  promptly 
controls  coughs  and  keeps  air  pas- 
sages of  both  head  and  chest  clear 
of  obstruction. 

Each  teaspoonful  (5  cc.)  of  grape-flavored 
Novahistine-DH  contains: 

Phenylephrine  hydrochloride 10  mg. 

Prophenpyridamine  maleate 12.5  mg. 

Dihydrocodeinone  bitartrate 1.66  mg. 

Chloroform  (approx.) 13.5  mg. 

L-Menthol 1.0  mg. 

Supplied  in  pint  and  gallon  bottles. 

♦Trademark 
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INDIANAPOLIS  6.  INDIANA 
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game  of  Wharton,  Texas  has  assumed  responsibility 
for  over-all  administration  with  the  title  of  general  , 
manager. 


Hill-Burton  Grants — The  Department  of  Health, 
Education,  and  Welfare  reports  the  status  of  all 
Hill-Burton  Grants  for  the  State  of  New  York  as  of 
November  30. 

Approved  is  St.  Patrick’s  Home  in  Germantown 
at  an  estimated  total  cost  of  $1,461,957,  including  a 
Federal  contribution  of  $300,000,  and  supplying  an 
additional  112  beds. 

Approved  but  not  yet  under  construction  (includ- 
ing the  aforementioned)  are  91  projects  at  a total 
cost  of  $108,884,685  including  $28,174,345  Federal 
contribution  and  designed  to  supply  1,293  additional 
beds. 

Completed  and  in  operation  are  nine  projects  at  a 
total  cost  of  $12,046,100,  including  Federal  contri- 
bution of  $3,972,167  and  supplying  690  additional 
beds. 

Examinations  Scheduled — The  American  Board 
of  Obstetrics  and  Gynecology  has  announced  that 
the  next  scheduled  examinations  (Part  II),  oral  and 
clinical,  for  all  candidates  will  be  conducted  at  the 
Edgewater  Beach  Hotel,  Chicago,  Illinois,  by  the 
entire  Board  from  May  7 through  17. 

Formal  notice  of  the  exact  time  of  each  candi- 
date’s examination  will  be  sent  him  in  advance  of 
the  examination  dates.  Those  who  participated  in 
the  Part  I examinations  will  be  notified  of  their 
eligibility  for  the  Part  II  examinations  as  soon  as 
possible. 

Society  of  Medical  Jurisprudence — The  Society 
of  Medical  Jurisprudence  held  its  710th  regular 
meeting  on  January  13  at  the  New  York  Academy 
of  Medicine  Building.  The  program  for  the  evening 
was  “New  Developments  in  Medical  Jurispru- 
dence.” Guest  speaker  was  Clifton  F.  Weidlich, 
Esq.,  member  of  the  New  York,  Connecticut,  and 
the  Supreme  Court  of  the  United  States  Bars,  and 
vice-president  of  The  Society  of  Medical  Jurispru- 
dence. 

Management  of  the  Pregnant  Diabetic — “Man- 
agement of  the  Pregnant  Diabetic”  was  the  subject 
for  a panel  discussion  at  a combined  meeting  of  the 
Section  on  Obstetrics  and  Gynecology  and  the 
Clinical  Society  of  the  New  York  Diabetes  Associ- 
ation which  met  at  the  New  Yotk  Academy  of 
Medicine  on  January  28.  Guest  speakers  were: 
Dr.  Priscilla  White,  New  England  Deaconess 
Hospital,  Boston;  Dr.  William  P.  Given,  Cornell 
University  Medical  College,  and  Dr.  Walter  S. 
Jones,  Providence  Lying-In  Hospital. 


Group  Psychotherapy  and  Psychodrama— The 

American  Society  of  Group  Psychotherapy  and 

[Continued  on  page  444] 
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. . . and  you  can  be  sure  that  your  patients  will  have  prompt,  lasting 
plasma  and  urine  levels. 

Lipo  Gantrisin  is  the  ideal  pediatric  form  of  Gantrisin,  in  which  2 doses 
a day  are  sufficient  to  combat  most  urinary  and  systemic  infections  of 
non-viral  — non-rickettsial  origin. 
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Psychodrama  held  its  seventeenth  annual  meeting 
at  the  Henry  Hudson  Hotel  on  January  3 and  4. 
Among  the  speakers  were  three  New  York  physi- 


cians: Dr  W.  G.  Eliasberg,  New  York  City,  Dr. 

Nathan  Ackerman,  New  York  City,  and  Dr.  J.  L. 
Moreno,  Beacon. 


Personalities 


Honored 

Dr.  Alphonse  Raymond  Dochez  with  the  Acad- 
emy Medal  of  the  New  York  Academy  of  Medicine 
for  distinguished  service  in  medicine . . . Dr.  Paul 
Klemperer  with  an  honorary  volume,  given  by  the 
Mount  Sinai  Hospital,  containing  77  original  scien- 
tific papers  contributed  by  associates  and  former 
students.  . .Dr.  Thomas  M.  Rivers,  New  York  City, 
with  a bust  in  the  Polio  Hall  of  Fame,  Warm 
Springs,  Georgia,  for  his  work  in  the  fight  against 
poliomyelitis. 

Elected 

Dr.  Samuel  K.  Levy,  Brooklyn,  as  president  of  the 
Flatbush  Community  Council  of  Brooklyn,  a co- 
ordinating council  of  parent-teachers,  religious, 
fraternal,  veterans,  civic,  and  other  community 
groups. 

Appointed 

Dr.  Victoria  A.  Bradess,  Valhalla,  as  Medical 
Examiner  for  Westchester  County. . . Dr.  William  A. 
Brumfield,  Jr.,  White  Plains,  as  Health  Commis- 
sioner of  Westchester  County.  . .Dr.  Sidney  Carter, 
chief  of  the  child  neurology  service  at  the  Neuro- 
logical Institute  of  the  Columbia-Presbyterian 
Medical  Center,  as  chairman  of  the  professional 
advisor}"  council  of  United  Cerebral  Palsy  of  New 
York  City  Inc..  . .Dr.  Michael  J.  Crino,  Rochester, 
as  a member  of  a new  state  authority  charged  with 
constructing  a World  War  memorial  building.  . .Dr. 
Joseph  H.  Douglas,  program  coordination  officer, 
U.  S.  Department  of  Health,  Education,  and  Wel- 
fare, as  a member  of  the  American  Social  Hygiene 
Association  Board  of  Directors . . . Dr.  Reid  Heffner, 
New  Rochelle,  to  the  Board  of  the  Department  of 
Laboratories  and  Research,  Westchester  County . . . 
Dr.  Robert  H.  Kennedy,  New  York  City,  Consult- 
ant in  Surgery  at  Beekman-Downtown  Hospital.  . . 
Dr.  Arthur  Alexander  Knapp,  as  Associate  Attend- 
ing in  Ophthalmology,  St.  Agnes  Hospital,  White 
Plains... Dr.  Sigmund  Mage,  New  York  City,  as 
surgical  director  of  Beekman-Downtown  Hospital 
. . .Dr.  William  P.  Shepard,  New  York  City,  to  the 


National  Advisory  Heart  Council.  . .Dr.  James  H. 
Wall,  White  Plains,  to  the  Community  Mental 
Health  Board  of  Westchester  Count}". 

Speakers 

Dr.  David  B.  Allman,  president  of  the  American 
Medical  Association,  against  the  Forand  Bill,  a 
proposal  that  Congress  provide  medical  and  surgical 
benefits  to  all  old-age  and  survivors’  insurance 
beneficiaries  under  Social  Security,  before  the  Kings 
County  Medical  Society  and  the  Academy  of  Medi- 
cine of  Brooklyn,  December  17,  1957 . . . Dr.  John 
Fillipone,  Associate  Professor  of  Medicine,  Albany 
Medical  College,  December  19,  1957,  before  the 
Greene  County  Chapter  of  the  Academy  of  General 
Practice  on  “Modern  Management  of  Heart  Dis- 
ease”... Dr.  John  G.  Hayes,  Associate  Clinical 
Professor  of  Obstetrics  and  Gynecology,  Albany 
Medical  College,  on  the  topic  “The  Problem  of 
Diagnosis  and  Treatment  of  Common  Obstetrical 
and  Gynecologic  Conditions”  before  the  Greene 
County  Medical  Society  and  the  county  chapter  of 
the  Academy  of  General  Practice  on  Thursday, 
February  20.  . Dr.  Victor  A.  Najjar,  Department 
of  Pediatrics,  The  Johns  Hopkins  Hospital,  Balti- 
more, on  “Some  Diseases  of  Childhood  Caused  by 
the  Inhibition  or  Absence  of  an  Enzyme  System” 
before  the  Kings  County  Medical  Society  on  January 
27 . . . Dr.  Louis  J.  Salerno,  Assistant  Professor  of 
Obstetrics  and  Gynecology,  The  New  York  Medical 
College,  before  the  Fulton  County  Medical  Society, 
January  16  on  the  subject  “Endocrine  Management 
of  Uterine  Bleeding”.  . .Dr.  Virgil  N.  Slee,  director 
of  the  Commission  on  Professional  and  Hospital 
Activities,  Inc.,  before  the  faculty  executive  council 
of  the  State  University  College  of  Medicine  in 
Syracuse,  December  17,  1957,  on  the  Commission’s 
professional  activity  studies  of  hospital  patient 
statistics ...  Dr.  John  Talbott,  Professor  of  Medi- 
cine, University  of  Buffalo  School  of  Medicine,  on 
January  9,  before  the  Livingston  County  Medical 
Society  on  “Gout”  and  on  FebruaTy  18  before  the 
Jefferson  County  Medical  Society  on  the  subject 
“Gouty  Arthritis  and  Uric  Acid  Metabolism.” 


Great  science  nobly  labored  to  increase  the  people's  joys, 
But  every  new  invention  seemed  to  add  another  noise. 

— Sir  Alan  Patrick  Herbert 


444 


New  York  State  J.  Med. 


■ 


Some  doctors  have  questioned  the  use  of  tranquilizers  in  children.  They  feel,  and 
rightly  so,  that  these  drugs  should  not  be  used  as  palliatives  to  mask  distress- 
ing symptoms,  while  etiological  factors  go  uncorrected.  But  there  are  three 
situations  in  which  even  the  most  conservative  physician  would  not  hesitate 
to  use  tranquilizers: 


1.  When  the  usually  well-adjusted  child  needs  a buffer  against  temporary 
emotional  stress,  such  as  hospitalization. 


2.  When  a child  needs  relief  from  an  anxiety-reaction  that  is  in  turn 
anxiety-provoking,  so  as  to  pave  the  way  for  basic  therapy. 

3.  When  anxiety  underlies  or  complicates  somatic  disease,  as  in  asthma. 
In  such  situations,  tranquilizers  are  likely  to  be  more  effective  and  better 
tolerated  than  previously  accepted  therapy,  such  as  barbiturates. 

But  the  question  arises:  which  tranquilizer  is  suitable  for  children? 

Most  of  the  physicians  now  using  tranquilizers  in  pediatric  practice  have 
found  the  answer  to  be  ATARAX,  confirming  the  conclusions  of  repeated 
clinical  studies. 

ATARAX  is  effective  in  a wide  range  of  pediatric  indications. 

ATARAX  has  produced  a "striking  response"  in  a wide  range  of  hyperemotive 
states.*  In  a study  of  126  children,  "the  calming  effect  of  hydroxyzine 
(ATARAX)  was  remarkable"  in  90%.*  Among  the  conditions  that  are  improved 
with  ATARAX  are  tics,  nervous  vomiting,  stuttering,  temper  tantrums,  disci- 
plinary problems,  crying  spasms,  nightmares,  incontinence,  hyperkinesia,  etc.* 
ATARAX  is  well  tolerated  even  by  children. 

"ATARAX  appears  to  be  the  safest  of  the  mild  tranquilizers.  Troublesome  side 
effects  have  not  been  reported.  . . .”* 

ATARAX  offers  two  pediatric  dosage  forms. 

ATARAX  Syrup  is  especially  designed  for  acceptability  by  medicine-shy  young- 
sters. A small  10  mg.  tablet  is  also  available.  In  either  case,  you  will  get  a 
rapid,  uncomplicated  response.  Why  not,  for  the  next  four  weeks,  prescribe 
ATARAX  for  your  hyperemotive  pediatric  patients.  See  whether  you,  too,  don’t 
find  it  eminently  suitable.  ___  n 71  \/ 

‘Documentation  on  request  P6^C€  OF  MIND  A I A MX® 


(brand  of  hydroxyzine) 


ATARAX 


in  any 


hyperemotive  state 
for  childhood  behavior  disorders 


Medical  Director 


»,  one 


& 


|| 


I.;  over  6 years,  two  tablets 
t.i.d.  Syrup-3-6  years,  one  tsp. 
t.i.d.;  over  6 years,  two  tsp.  t.i.d. 
for  adult  tension  and  anxiety 

25  mg.  tablets -one  tablet  q.i.d. 
Syrup -one  tbsp.  q.i.d. 
for  severe  emotional  disturbances 
100  mg.  tablets-one  tablet  t.i.d. 
for  adult  psychiatric  and 
I emergencies 
iteral  Solut 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


-s,w  mg. 
rly,  3-4 

n under  12Vnot 

ied:  Tablets,  bottles  of  100. 
pint  bottles.  Parenteral  Solu- 
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MEDICAL  MEETINGS 


Course  in  Urinary  Tract  Disease 

The  University  of  Buffalo  School  of  Medicine  will 
hold  a postgraduate  course  on  the  Medical  and 
Surgical  Aspects  of  Urinary  Tract  Disease,  February 
5 and  6.  The  course  will  cover  both  medical  and 
surgical  aspects  of  urinary  tract  disease,  including 
urinary  tract  infections,  obstructions,  calculi, 
injuries,  nephritis,  nephrosis,  management  of  renal 
failure,  and  tumors  of  the  urinary  tract. 

For  information  contact  Dr.  Milton  Terris, 
Assistant  Dean  for  Postgraduate  Education,  Uni- 
versity of  Buffalo  School  of  Medicine,  3435  Main 
Street,  Buffalo  14,  New  York. 

Postgraduate  Course  on  Fluid , Electrolyte , and 
Nutritional  Balance 

The  First  Oklahoma  Colloquy  on  Advances  in 
Medicine,  Fluid,  Electrolyte,  and  Nutritional  Bal- 
ance will  be  held  at  the  University  of  Oklahoma 
Medical  Center,  February  6 through  8.  Among  the 
guest  speakers  will  be  two  New  York  physicians, 
Dr.  J.  U.  Schlegel,  director,  Urological  Research 
Laboratory,  University  of  Rochester  and  Dr. 
Robert  Tarail,  Metabolic  Section,  Roswell  Park 
Memorial  Institute,  Buffalo. 

Information  can  be  secured  from  the  Office  of 
Postgraduate  Education,  University  of  Oklahoma 
Medical  Center,  801  Northeast  13th  Street,  Okla- 
homa City  4,  Oklahoma. 

Meeting  for  Surgeons  and  Nurses 

The  American  College  of  Surgeons  will  hold  a 
four-day  Sectional  Meeting  in  New  York  City, 
March  3 through  6,  at  the  hotels  Waldorf-Astoria, 
Commodore,  Biltmore,  and  Belmont-Plaza. 

In  length  and  scope  this  scientific  meeting  ap- 
proaches that  of  the  annual  Clinical  Congress  of  the 
College.  The  program  will  include  hospital  clinics, 
panel  discussions,  symposia,  scientific  papers,  tech- 
nical exhibits,  medical  motion  pictures,  cine  clinics, 
general  sessions,  and  separate  programs  in  the 
specialties  of  otolaryngology,  ophthalmology,  urol- 
ogy,  gynecology-obstetrics,  orthopedic  surgery,  and 
thoracic  surgery.  The  joint  nurses  program  will 
include  discussions  on  current  problems  in  nursing 
care,  from  nursing  of  cardiac  patients  to  psychologic 
resources  for  surgical  patients. 

Dr.  John  H.  Mulholland,  George  David  Stewart 
Professor  and  Chairman  of  the  Department  of 
Surgery,  New  York  University  School  of  Medicine, 
is  chairman  of  the  Advisory  Committee  on  Local 
Arrangements  for  the  scientific  program.  Miss 
Ethel  M.  Jordan,  professor  of  nursing,  Department 
of  Nursing,  Skidmore  College,  is  Chairman  of  the 
Nurses’  Advisory  Planning  and  Arrangements  Com- 


mittee. Dr.  H.  Prather  Saunders,  Associate 
Director,  American  College  of  Surgeons,  is  in  charge 
of  the  Sectional  Meeting  program  of  the  College, 
and  inquiries  may  be  addressed  to  him  at  40  East 
Erie  Street,  Chicago  11,  Illinois. 

Menninger  Foundation  Seminar 

The  Menninger  Foundation  will  hold  its  third 
annual  seminar  for  industrial  physicians,  March  3 
through  7,  at  The  Menninger  Foundation  and  the 
Topeka  State  and  Winter  VA  Hospitals,  Topeka, 
Kansas.  The  seminar  is  designed  to  be  helpful  to 
industrial  physicians  who  recognize  a need  for 
orientation  in  the  practical  application  of  psychiatric 
knowledge  and  skills  to  their  daily  clinical  activities. 

New  York  Psychosomatic  Forum 

The  New  York  Psychosomatic  Forum  is  planning 
to  hold  the  second  in  a series  of  meetings  on  Friday 
evening,  March  7,  at  8:30  p.m.  in  the  Bellevue 
Psychiatric  Auditorium.  The  topic  under  discus- 
sion will  be  “Contributions  to  Patterns  of  Research 
in  Psychosomatic  Medicine.  II:  Organic  Tech- 

niques and  Their  Correlations  with  Psychiatric 
Approaches.”  The  speakers  and  their  topics  for 
discussion  will  be:  Dr.  Gilbert  H.  Glaser,  “Neuro- 

logical Contributions  to  Psychosomatic  Medicine,” 
Dr.  I.  Arthur  Mirsky,  “Biochemical  Contributions 
to  Psychosomatic  Medicine,”  and  Dr.  Paul  H. 
Hoch,  “Pharmacological  Applications  to  Psychoso- 
matic Medicine.” 

Postgraduate  Course  in  Edema 

A three  day  conference  devoted  to  the  basic  con- 
siderations and  clinical  applications  of  kidney  func- 
tion, edema,  and  diuresis,  will  be  held  at  the  Uni- 
versity of  Colorado  Medical  Center,  Denver,  March 
13  through  15.  For  a detailed  program  and  further 
information  write  to  the  Office  of  Postgraduate 
Medical  Education,  The  University  of  Colorado 
Medical  Center,  4200  East  Ninth  Avenue,  Denver 
20,  Colorado. 

Association  for  the  Advancement  of 
Psychoanalysis 

The  Association  for  the  Advancement  of  Psycho- 
analysis announces  the  Sixth  Annual  Karen  Horney 
Lecture  to  be  given  by  Dr.  Abraham  Kardiner  on 
“New  Horizons  and  Responsibilities  of  Psycho- 
analysis.’ ’ The  meeting  will  be  held  on  Wednesday, 
March  26,  at  8:30  p.m.  at  Hosack  Hall  at  the  New 
York  Academy  of  Medicine,  3 East  103  Street.  A 
dinner  honoring  the  guest  speaker  will  precede  the 
lecture. 
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There’s  a new  level  of  excitement  when  you  hear  the  AMI  precision 
high  fidelity  instrument  for  the  first  time.  There’s  a great,  glowing  surge  of 
pleasure  that  is  almost  shock  when  the  music  fills  every  corner  of  the  room. 
This  is  the  new  sound,  the  golden  sound — full-throated  fortissimos,  delicate,  lyric 
pianissimos  that  reproduce  every  nuance  of  a masterful  performance.  It  is 
music  at  its  finest  as  only  the  perfectly  engineered  AMI  integrated  components 
system  can  recreate  it.  AMI — one  of  the  world’s  great  sound  systems. 


For  name  of  your  dealer  and  literature  please  write  AMI  Incorporated,  1500  Union  Avenue,  S.E., 
Grand  Rapids  2,  Michigan.  Chicago.  Zurich. 
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NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Eldridge  Campbell  Research  Laboratory — The 

Eldridge  H.  Campbell  Memorial  Surgical  Research 
Laboratory  was  dedicated  on  December  6,  1957. 
Dr.  Frank  B.  Berry,  assistant  secretary  of  defense 
(health  and  medical),  delivered  the  dedicatory  ad- 
dress. Dr.  Charles  Eckert,  professor  of  surgery  and 
chairman,  Department  of  Surgery,  also  spoke.  Dr. 
Harold  C.  Wiggers,  dean,  unveiled  a plaque  in 
memory  of  Dr.  Campbell  at  the  entrance  to  the 
laboratory.  Dr.  Campbell,  who  died  in  February, 
1956,  was  chairman  of  the  Department  of  Surgery 
and  professor  of  neurosurgery  at  the  College,  and 
chairman  of  the  American  Board  of  Neurological 
Surgery.  The  laboratory  was  built  largely  through 
his  efforts. 

Fellows  of  New  York  Academy  of  Sciences — 
Dr.  Arthur  W.  Wright,  Cyrus  Strong  Merrill  Pro- 
fessor of  Pathology  and  chairman,  Department  of 
Pathology,  and  Dr.  Frederick  H.  Hesser,  chairman 
of  the  Department  of  Neurology,  have  been  elected 
to  fellowships  in  the  New  York  Academy  of  Sciences. 

New  York  University 

Promoted — Dr.  Claude  Edwin  Heaton  has  been 
made  professor  of  obstetrics  and  gynecology  and 
lecturer  in  the  history  of  medicine  and  Dr.  Donald 
A.  Covalt  has  been  appointed  professor  of  physical 
medicine  and  rehabilitation. 

Drs.  William  J.  Grace  and  Richard  J.  Kennedy 
have  been  appointed  to  the  staff  of  St.  Vincent's 
Hospital  of  the  City  of  New  York;  Dr.  Grace  was 


Alfred  Stengel  Research  Fellow  for  1958-1959 — 

Dr.  William  H.  Conklin,  chief  resident  in  medicine  I 
at  Albany  Hospital,  has  been  chosen  by  the  Ameri-  j 
can  College  of  Physicians  to  be  its  Alfred  Stengel  I 
Research  Fellow  for  1958-1959. 

Department  of  Neurology — Dr.  Frederick  H.  I 
Hesser,  recently  appointed  professor  of  neurology  j 
and  chairman  of  the  Department  of  Neurolog}r,  Dr.  I 
Lewis  D.  Stevenson,  lecturer  in  neurology  and 
neuropathology,  and  Dr.  David  W.  Sinton,  clinical 
assistant  in  neurology,  Albany  Hospital,  have  been  I 
appointed  to  the  recently  expanded  Department  of  j 
Neurology.  This  expansion  has  been  made  possible  j 
in  part  by  a grant  from  the  National  Institutes  of 
Health  and  is  aimed  at  developing  teachers  and  pro- 
moting research  in  the  neurologic  sciences.  Fore-  J 
most  is  the  activation  of  a neuropathology  labora- 
tory at  the  College  which  will  operate  in  conjunc- 
tion with  the  pathology  departments  of  the  College, 
Albany  Hospital,  and  the  local  Veterans  Adminis- 
tration Hospital. 

College  of  Medicine 

appointed  director  of  medicine  and  professor  of 
clinical  medicine  at  the  College  and  Dr.  Kennedy 
was  appointed  director  of  medicine  and  clinical  pro- 
fessor of  medicine.  Dr.  Arne  Gosta  Johannes 
Rhodin,  currently  an  assistant  professor  in  the  De- 
partment of  Anatomy,  Karolinska  Institute, 
Sweden,  has  been  appointed  an  associate  professor 
in  the  Department  of  Anatomy. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Problem  of  Alcoholism — A grant  from  the  Mental 
Health  Division  of  the  National  Institutes  of  Health 
is  permitting  research  at  a basic  level  on  the  problem 
of  alcoholism  being  undertaken  at  the  College  by 
Drs.  W.  W.  Westerfeld  and  Martin  P.  Schulman. 


Appointments — Dr.  Richard  K.  Vosburgh  has 
been  named  clinical  associate  professor  of  surgery 
(orthopedics),  and  Drs.  Philip  Lichtenberg  and 
Franklyn  N.  Arnhoff,  clinical  assistant  professors  of 
psychiatry  at  the  College. 


Humor  is  emotional  chaos  remembered  in  tranquility. — James  Thurber 
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a penetrant  emulsion 
lor  chronic 
constipation 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 


permeates  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss . . . 
makes  it  more  movable 


(PLAIN) 


KONDREMVL  (Plain) — Pleasant-lasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 
Supplied  in  bottles  of  1 pt. 


KONDREMVL  (With  Cascara)— 0.66  Gm.  nonbitter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 


KONDREMVL  (With  Phenolphthalein)  — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 


When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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PATC 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

152nd 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Special  Events 

• Technical  Exhibits 

• Woman’s  Auxiliary 

May  12  to  16,  1958 

HOTEL  STATLER,  NEW  YORK  CITY 


: 

: 
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HOLBROOK  MANOR  NK? 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PI  N E WOOD  gi:  te •- 

Dr.  Walter  A.  Thompson,  F.  A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
ichoanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


GIVE  to  Conquer  Cancer 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  BILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
NewYork  3,  N.  Y. 


BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 


YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  FEBRUARY  1,  1958—24,580 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango.  .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester. 

Wyoming 

Yates 


Albert  Vander  Veer,  2nd. . . .Albany 

Kurt  Zinner Wells ville 

Joseph  P.  Alvich Bronx 

Ralph  J.  McMahon.  . . .Binghamton 

Robert  D.  Kelsey Franklinville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

Earle  G.  Ridall Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Gene  S.  Rogati Valatie 

Robert  T.  Corey Cortland 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Oscar  Greene Mine  ville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage North  ville 

Joseph  F.  Krawczyk Batavia 

Curtis  Lacy Catskill 

Robert  C.  Ashley Little  Falls 

Juda  B.  Bickel Sackets  Harbor 

John  J.  Flynn Brooklyn 

Harry  E.  Chapin .........  Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Michael  J.  Crino Rochester 

May  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson . . Roslyn  Heights 

Philip  D.  Allen New  York 

Carleton  P.  Karle.  . . .Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Wilson Phelps 

Fritz  Blumenthal Middletown 

Kenneth  J.  Clark Media 

Harold  J.  LaTulip Oswego 

James  Bordley,  III ....  Cooperstown 

Robert  C.  Eliot Brewster 

Harry  H.  Epstein Jamaica 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Emile  J.  Buscicchi Congers 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Carl  F.  Runge Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

Thomas  S.  Cotton Hornell 

Francis  J.  O’Neill Central  Islip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Bartholomew  J.  Dutto. . . . Kingston 

Richard  C.  Batt Glens  Falls 

Howard  H.  Romack.  . . .Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

Allen  W.  Holmes Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr.  . . Binghamton 

Robert  D.  Davis Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon. . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. . . New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  O.  Gregg Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzauskas. . Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending. . .Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham ..  Canandaigua 

EarlC.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack  I 

Maurice  J.  Elder Massena  I 

William  H.  Moore. Saratoga  Springs  H 

George  A.  Gilbert Schenectady  I 

Duncan  L.  Best ........  Middleburg  I 

William  F.  Tague.  . .Montour  Falls  bl 

Charles  M.  Smith Waterloo  j 

Milton  Tully Hornell  J 

John  J.  Murphy Bay  Shore  I 

Deming  S.  Payne Liberty  I 

Corbet  S.  Johnson Waverly  !l 

Murray  P.  George Ithaca  p 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark  | 

Arthur  H.  Diedrick.  . .Port  Chester  j 
Newland  W.  Fountain.  .-.  . .Warsaw 
Richard  J.  Harpending. . .Penn  Yan 
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New  York  State  J.  Med. 


California  offers 

PSYCHIATRISTS  PHYSICIANS 

Attractive  opportunities  in  its  State  mental  health  and  rehabilita- 
tion programs 

Choice  of  location  in  many  modern  facilities.  No  written  exami- 
nation. Interviews  twice  a month  in  San  Francisco  and  Los 
Angeles,  and  in  April  in  such  cities  as  Borson,  Chicago,  New 
York  and  Washington.  Three  salary  groups: 

$950-$1050  a month 
$1000-$1100  a month 
$1100-$1200  a month 

Annual  merit  increases ...  Liberal  retirement  plan...  and  other 
benefits! 

Write  Medical  Recruitment  Unit 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue 
Sacramento,  California 


TO  SHARE 


New  York  City  Central  Park  West  (Corner  of  West  67  St.) 
Large  fully  equipped  air  conditioned  office.  Excellent  sub- 
way and  bus  service.  Reasonable — specialist.  EN  2-4300. 


Highly  regarded  busy  young  physician’s  rural  general  practice 
made  available  by  sudden  death;  established  18  years; 
office-home  with  separate  entrances;  well-equipped  office; 
local  hospital;  Upper  New  York  State,  progressive  com- 
munity, population  5,000.  Drawing  area  15,000,  summer  and 
winter  resort.  Box  700,  N.  Y.  St.  Jr.  Med. 


WANTED  PRACTICE 


Physician,  qualified,  desires  purchase  of  busy  general  prac- 
tice. First  announcement.  Box  702,  N.  Y.  St.  Jr.  Med. 


Concourse-Tremont  office  available.  Wiring,  plumbing, 
tiling,  carpeting,  partitions.  Post-War  semi-professional 
building.  Suitable  one  or  two  doctors.  Call  Tremont  8-6980. 


Buy 


Savings 


Bonds 


TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs — audiograph — etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38,  WOrth  4-7589 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assures  results.  Free  Service  first  18  davs — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33  l/»  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


MEDICAL-DENTAL-CREDIT  BUREAU,  Simon  Elisberg, 
M D.,  Director;  Est.  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25  00 — x/%. 
80  West  Kingsbridge  Rd.,  New  York  68,  N.  Y.  CY-8-8267. 


POSITION  WANTED 


Surgeon-Board  eligible;  33;  family;  experienced  general 
and  traumatic  surgery,  completed  residency  June  1957,  de- 
sires association  with  group,  clinic  or  established  surgeon. 
Box  696,  N.  Y.  St.  Jr.  Med. 


Desire  physician  to  take  over  established  office  practice  In- 
ternal Medicine.  Fully  equipped  office,  midtown  Manhat- 
tan. Excellent  opportunity.  Liberal  terms.  Box  701,  N.  Y. 
St.  Jr.  Med. 


DESIRABLE  PRACTICE 


Five  room  doctor’s  office  completely  equipped  for  lease  or 
sale.  Mrs.  A.  R.  Hicks,  30  Oakland  Ave.,  Warwick,  N.  Y 


Attractive  Space — adjacent  to  6 chair  dental  office — fur- 
nished reception  room,  suitable  physicians,  medical  specialists. 
Harlem,  Corner  125th  St.  & 7th  Ave.  AC  2-0187. 


GENERAL  PRACTITIONER— male,  female  opportunity 
for  female  physician  in  area  already  pioneered  by  woman, 
available  office  with  partial  equipment.  Write,  call  Phoenicia 
Hotel,  Phoenicia,  N.  Y. 


PHYSICIAN — Full  time  and  permanent  position  with 
prominent  insurance  company  in  New  York  City.  NY  license 
required.  Preferably  35  to  40  years  old.  Send  qualifica- 
tions to:  Box  804,  125  W.  41  St.,  N.  Y.  36,  N.  Y. 


Give  to  Conquer  Cancer 
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CLASSIFIED  ADVERTISING 


FOR  RENT 


Milton,  Ulster  County,  N.  Y.  Deceased  Doctor’s  general 
practice  available — prosperous  Hudson  Valley  Community — 
3 large  hospitals  within  8 miles  radius — 6 rooms  residence 
and  3 rooms  office,  in  lovely  colonial  home.  Contact  Mrs. 
V.  Capowski,  Tel:  3451 


MEDICAL  OR  DENTAL  OFFICE 
IN  LOWER  WESTCHESTER 
Immediate  Occupancy! 

Unique  opportunity  for  MD  in  long  established  professional 
bldg,  centrally  located.  Tele  ans  service  incl. 

WILJON  ASSOC. 

60  E.  Hartsdale  Ave.,  Hartsdale.  WH  9-6929. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


ACTIVE  EENT  PRACTICE  FOR  SALE 


Upstate  N.  Y. — 2 hospitals — 3 story  brick  building — Auto- 
matic heat  equipped  office — all  complete  $ 10, 000 — for  quick 
sale.  Forced  to  retire.  Box  693,  N.  Y.  St.  Jr.  Med. 


Paterson,  N.J. — Will  lease  furnished  and  equipped  office  of 
long  established  dermatologist — retiring  from  practice. 
Phone  FAirlawn  4-6366. 


TO  SHARE 


Ocean  Avenue  (Cor.  Woodruff)  fully  equipped  air  conditioned 
office.  Excellent  transportation  and  location;  reasonable, 
specialist.  SO.  8-2539,  11-1  and  5-7  p.m. 


FOR  SALE 


Brooklyn — Ocean  Parkway  one  family  home  and  office  com- 
bination. Fully  equipped  four  room  office  and  beautiful  liv- 
ing quarters;  four  bedrooms,  21/*  baths,  Hollywood  kitchen, 
garage  and  yard.  CLoverdale  2-2779. 


LAND  FOR  SALE 


Builders  liquidating.  Splendid  opportunity.  80  acres  selec- 
tive Westchester  residential  property.  Priced  less  than 
market.  Big  potential,  John  D.  Harris,  Katonah,  N.  Y. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times. ...  1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times 90 

24  Consecutive  times ....  .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


OPPORTUNITY  IN  ROCKLAND  COUNTY,  N.  Y. 


West  Nyack — in  New  York’s  fastest-growing  county  25  mi. 
north  of  N.Y.  City — wants  specialists:  allergist,  ENT,  sur- 
geon, psychiatrist,  ob/gyn,  dermatologist.  Unusually  at- 
tractive air-conditioned  prof.  bldg,  at  Historic  Corner. 
Dentist  and  Internist  alreday  established  in  project.  Write 
Riverstrip,  Nyack,  N.  Y.,  or  phone  Nyack  7-0063. 


General  Practice  Residency:  180-bed  general  hospital,  Cen- 
tral New  York;  excellent  experience  and  opportunity  to  do 
general  surgery;  New  York  License  only;  salary  and  main- 
tenance. Apply:  Board  of  Managers,  Oneida  County 

Hospital,  Rome,  N.  Y. 


WANTED 


Resident  Physician  licensed  in  New  York  State  or  Certificate 
of  Eligibility.  Salary:  Unusually  high  with  many  benefits 
and  full  maintenance.  Inquire:  Executive  Director,  Kings 
Highway  Hospital,  3201  Kings  Highway,  Brooklyn,  New 
York. 


WANTED 


Ophthalmologist — Board  Certified  of  Board  Qualified  seeking 
excellent  location  in  Western  New  York  in  office  building  with 
other  physicians.  Box  692,  N.  Y.  St.  Jr  Med. 


WANTED 


Full  time  physician  for  schools  of  the  City  of  Amsterdam,  New 
York,  to  begin  September,  1958.  New  York  State  License 
required.  Work  involves  physical  examinations  of  school 
children  and  having  charge  of  general  health  program  in 
public  and  parochial  schools  of  the  city  of  35,000  population. 
Apply  to:  Mr.  Edward  V.  Cushman,  Superintendent  of 

Schools,  41  Division  Street,  Amsterdam,  New  York. 


WANTED 


Physician  with  $30,000  gross  general  practice  wishes  an  as- 
sociate. Will  give  full  partnership  at  once.  50  miles  from 
N.  Y.  C.  in  New  York  State.  Hospital  privileges  assured. 
Box  688.  N.  Y.  St.  Jr.  Med. 


Orthopedic  Surgeon  wanted  for  250  bed  hospital  and  diag- 
nostic clinic.  Full  time  position  with  salary  and  retirement 
program.  Applicant  must  be  Board  eligible.  Apply  Dr.  B. 
A.  Watson,  Supt.,  Clifton  Springs  Sanitarium  and  Clinic, 
Clifton  Springs,  New  York. 


POSITION  WANTED 


Obstetrician-Gynecologist-Board  Eligible  desires  opportunity 
to  practice  in  partnership  or  individually.  Married.  Avail- 
able July,  1958.  Box  697,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Custom  built  1 1 room  4£  baths  doctor’s  home  2 car  garage. 
Ridgewood,  N.  Y.  HE  3-3531. 


Active  G.  P.  office,  fully  equipped,  near  new  project, 
Manhattan  for  sale.  Call  AC  2-4763  or  write  Box  699, 
N.  Y.  St.  Jr.  Med. 
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For  Control  of  Pain  and  Cough 


FbjfaJUudjA  hydrochloride 


A powerful  opiate  analgesic  with  several  advantages  over  morphine. 
Dilaudid  acts  quickly  and  is  less  likely  to  produce  undersirable  symptoms. 
Dose  for  pain  l/20  grain,  by  mouth  or  injection;  for  cough  1/64  to 
1/48  grain,  best  given  in  cough  vehicle.  May  be  habit  forming. 


Literature  upon 

request  from  KNOLL  PHARMACEUTICAL  CO.,  Orange,  N.J. 

Dilaudid®,  brand  of  dihydromorphinone  hydrochloride,  E.  Bilhuber,  Inc. 


Remember  to  set  aside  May  14th  in  your  new  ’58 
calendar  for  the  annual  Dinner  Dance  of  the  Medical 
Society  of  the  State  of  New  York,  to  be  held  at  the 
Hotel  Statler,  as  part  of  the  1958  convention. 

For  a wonderful  time,  join  your  fellow  physicians  and 
their  ladies  at  this  affair. 

Watch  the  JOURNAL  for  further  details. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 


UROLOGY 

A combined  full-time  course  in  Urology  covering  an 
academic  year  (8  months).  It  comprises  instruction  in 
pharmacology;  physiology;  embryology;  biochemistry; 
bacteriology  and  pathology;  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver ; regional  and  general  anesthesia  (cadaver) ; 
office  gynecology;  proctological  diagnosis;  the  use  of 
the  ophthalmoscope;  physical  diagnosis;  reontgeno- 
logical  interpretation;  electrocardiographic  interpreta- 
tion; dermatology  and  syphilology;  neurology;  physical 
therapy;  continuous  instruction  in  cysto-endoscopic 
diagnosis  and  operative  instrumental  manipulation; 
operative  surgical  clinics;  demonstrations  in  the  operative 
instrumental  management  of  bladder  tumors  and  other 
vesical  lesions  as  well  as  endoscopic  prostatic  resection. 

For  Information  about  these  and  other  courses  Address: 


EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  time  refresher  course  con- 
sisting of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions; operative  eye,  ear,  nose  and  throat  on  the  cadaver; 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
laryngeal  surgery  and  surgery  for  facial  palsy;  refrac- 
tion; radiology;  pathology,  bacteriology  and  embryology; 
physiology;  neuro-anatomy;  anesthesiology;  physical 
medicine;  allergy,  as  applied  to  clinical  practice.  Exam- 
ination of  patients  preoperatively  and  follow-up  post- 
operatively  in  the  wards  and  clinics.  Attendance  at 
departmental  and  general  conferences. 

THE  DEAN,  345  West  45th  Street,  New  York  City  19 


455 


The  purity,  the 
wholesomeness, 

the  quality  of  * 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


Sign  of  Good  Taste 
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5fC 

Drawing  shows  how  3 -pronged 
attack  of  Py ribenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  his tamine - induced  congestion  and  irritation 

throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Py ribenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Pyribenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 
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PATIENT 


ARMOUR 


unsurpassed  in  quality  and 
for  consistent  therapeutic 
results. 

Indicated  in 

myxedema  and  other  frank  thy- 
roid deficiencies 
when  hypothyroidism  is  involved 

chronic  recurrent  colds 
postpartum  fatigue 
functional  menstrual  disorders 
sterility 

habitual  abortion 
certain  anemias 
obesity 

hypometabolism 


'Mi 

1 

No  other  thyroid  product  has  been  used  so  widely  and  so  often  by 
leading  physicians  everywhere.  On  your  prescriptions  specify 
ARMOUR  Thyroid. 


THE  ARMOUR  LARO 

A DIVISION  OF  ARMOUR  AND  COMPANY 


RATORIES 

KANKAKEE,  ILLINOIS 
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“care  of 
the  man 
rather  than  merely 
his  stomach”8 


Mil  path 

Mil  town®  & anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown® reduces  anxiety  and  tension.1,3, 6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.6, 7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2,4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


eaoh  Milpath  tablet  contains : 

Miltown.® (meprobamate  WALLACE) 400  mg. 

(2-methyl-2-n-propyl-l. 3-propanedlol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamino-l-cyclohexyl-l-phenyl-l-propanol-ethiodide) 


dosage : 1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available : bottles  of  50  scored  tablets. 


references:  1 Altschul.  A.  and  Billow,  B : The  clinical  use  of  meprobamate.  (Miltown*).  New  York  J Med.  67:  2361, 
July  15,  1957.  2.  Atwater.  J S : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy  J M.  A.  Georgia  45:421.  Oct.  1956. 
3.  Borrus,  J.  C.:  Study  of  effect  of  Miltown  (2-methyl-2-n-propyI-l. 3-propanediol  dicarbamate)  on  psychiatric  states. 
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Neo-Synephrine  now  has  three  complementary  compounds  added  to  its  own  depend- 
able, decongestive  action  for  more  complete  control  of  the  common  cold  syndrome. 

The  "syndromatic"  action  of  Neo-Synephrine  Compound  Cold  Tablets  brings  new  and 
greater  effectiveness  to  the  treatment  of  the  common  cold  syndrome. 


protection..  through  the  full  range  of  common  cold  symptoms 

Each  tablet  contains: 


b 

b 

b 
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NASAL  STUFFINESS,  TIGHTNESS,  RHINORRHEA 


NEO-SYNEPHRINE  HCI  5 mg First  choice  in  decongestants  for  its  mild  but  durable 

action  and  excellent  tolerance. 
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CAFFEINE  15  mg. 


DOSE:  Adults:  2 tablets  three  times  daily. 

Children  6 to  12  years:  1 tablet  three  times  daily. 


Bottles  of  100  tablets. 


Neo-Synephrine  (brand  of  phenylephrine) 
ond  Thenfadil  (brand  of  thenyldiamine), 
trademarks  reg.  U.S.  Pat.  Off. 
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. . . use  the  new  transistorized  Sanborn  Model  300  Visette 

electrocardiograph  for  IS  days . . . without  cost  or  obligation 


The  more-than-usual  interest  shown  by  doctors  in  the  new  Sanborn  Model  300 
Visette  electrocardiograph  is  understandable:  the  Visette  is  the  only  instru- 
ment in  history  to  provide  clinical  accuracy  in  such  a small,  lightweight  form. 
And  because  it  is  so  new,  Sanborn  Company  expects  that  you,  like  many 
doctors,  may  want  to  “know  more  about  it”  before  making  a definite  decision 
to  buy  a Visette  for  your  own  practice.  You  have  that  opportunity,  by  taking 
advantage  of  the  Sanborn  Company  exclusive  — and  long-practiced  — 
15-day  Trial  Plan. 

In  this  way,  doctor,  you  can  use  a new  Visette  in  your  office,  on  house  and 
hospital  calls,  wherever  you  wish  a ’cardiogram  to  be  run  — just  as  your 
practice  actually  demands.  You  have  two  weeks  to  thoroughly  acquaint 
yourself  with  every  feature  of  Visette  operation  and  performance  — to  let 
the  Visette  prove  itself  in  actual  use.  If  you  like,  you  can  send  Sanborn 
Company  a specimen  record  made  on  your  Visette,  should  any  technical 
questions  arise  concering  the  instrument’s  use. 

Sanborn  Company  believes  this  is  the  best  way  — by  proof  in  practice  — 
to  convey  the  true  value  of  the  Visette’s  compactness,  complete  portability 
and  fine-instrument  accuracy  of  performance.  Take  the  15  days,  doctor  — 
simply  address  “Inquiry  Director,  Medical  Division”  for  full  details  of  the 
No-Obligation  Trial  Plan. 

The  Model  51  Viso-Cardiette  electrocardiograph  — long  a 
familiar  instrument  in  heart  practices  throughout  the  world 
— is  available  as  always,  for  those  who  prefer  a larger, 
heavier  instrument.  Price  $785  del. 

SANBORN  COMPANY 

MEDICAL  DIVISION 

175  Wyman  Street,  Waltham  54,  Mass. 

New  York  Branch  Office  1860  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  830  Linden  Ave.,  Ludlow  6-0433 

Schenectady  Resident  Representative  611  Union  St.,  Franklin  7-8691 
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Consistent  Gains  in  Functional  Capacity 
Can  Be  Achieved  with  Conservative  Therapy 


The  unemployable  arthritic  once 
again  may  undertake  full 
employment  and  normal  recreation. 
Patients  once  confined  to  the  home 
or  wheel  chair  often  find  it  possible 
to  engage  in  light  work.  And  even 
bedridden  patients  can  walk  with 


comfort  again.  These  are  the 
benefits  of  conservative  therapy 
as  demonstrated  in  long-term 
studies.1, 2,3  In  fact,  in  these  four- 
year  comparative  studies  of 
salicylate  and  cortisone,  the 
corticoid  showed  no  superiority. 


Superior  Conservative  Therapy  Provided  by 
Buffered  Pabirin 


Buffered  Pabirin  epitomizes 
modern,  conservative  therapy 
without  the  serious  complications 
of  corticoid  therapy.  Adrenal 
atrophy,  peptic  ulcers,  moon-face, 
hypertension  or  psychotic  reac- 
tions, a constant  risk  whenever 
corticoids  are  used,4-7  will  not 


occur  with  Buffered  Pabirin.  Month 
after  month,  Buffered  Pabirin  can 
be  administered  with  a minimum 
of  problems  to  patient  and 
physician,  and  without  the  side 
effects  common  to  the  use  of 
salicylates  alone.  Buffered  Pabirin 
is  sodium  and  potassium  free. 


Buffered  Pabirin  combines  new  form  and  formulation 
for  faster  pain  relief,  improved  gastric  tolerance 

Each  tablet  of  Buffered  Pabirin  consists  of  an  outer 
layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid  and  ascorbic  acid;  an  inner 
core  of  aspirin.  The  outer  layer  quickly  releases 
aluminum  hydroxide  which  affords  superior  buffering 
action  and  protects  against  gastric  irritation.  The 
core  of  Buffered  Pabirin  then  disintegrates  rapidly, 
permitting  fast  absorption  of  acetylsalicylic  acid. 
PABA  potentiates  the  acetylsalicylic  acid  and  thus 
creates  high  salicylate  blood  levels.  The  ascorbic  acid 
counteracts  vitamin  C depletion. 

The  new  form  and  formulation  of  Buffered  Pabirin 
provides  high  and  sustained  salicylate  blood  levels. 
It  may  be  administered  over  long  periods  of  time 
without  the  nausea,  dyspepsia  or  other  gastrointes- 
tinal symptoms  so  frequently  experienced  with 
salicylates  alone. 


in  osteoarthritis,  gouty  arthritis,  rheumatoid  arthritis, 


Photographs  show  2-stage 
Tandem  Release  disintegration 


bursitis,  hbrositis,  or  tendinitis 

Buffered,  Pabirin*  Tablets 

Each  tablet  contains: 
Acetylsalicylic  acid  (5  gr.) . . 300  mg. 
Para-aminobenzoic  acid 


(5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum 

hydroxide  gel 100  mg. 


Sodium  and  potassium  free. 

Dosage:  Two  or  three  tablets  3 
or  4 times  daily. 

References:  1.  Report  of  Joint  Committee, 
Medical  Research  Council  & Nuffield  Founda- 
tion, Treatment  of  Rheumatoid  Arthritis, 
British  Medical  Journal  (May  29)  1223-1227, 
1954.  2.  ibid.  (April  13)  847-850,  1957.  3.  Hart, 
D.;  Bagnall.  A.  W.;  Bunim,  J.  J.,  and  Polley, 
F.  H.:  Ninth  International  Congress  on 
Rheumatic  Diseases,  Toronto,  Ont.  (June  25) 
1957.  4.  Lewis,  L.,  et  al ..*  Ann.  Int.  Med. 
35-116,  1953.  5.  Demartini,  F.,  et  al.:  J.A.M.A. 
158:1505,  1955.  6.  Segaloff,  A.:  Ann.  Allergy 
12: 565,  1954.  7.  Kern,  R.  A.:  Am.  J.  M.  Sc. 
283: 430,  1957 
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93%  EXCELLENT  TO  6000  RESULTS 

AQUA  IVY,  AP®— the  poison  ivy  and  poison 
oak  desensitizer  was  developed  by  Strauss 
and  Spain.  It  is  the  whole  pyridine  extract 
of  poison  ivy  leaves  which  is  alum  precipi- 
tated to  form  an  insoluble  complex.  It  is 
readily  suspended  in  normal  saline  for  in- 
jection. This  results  in  immunity  in  93% 
OF  THE  CASES  and  prevents  the  severe  re- 
actions often  seen  from  the  prophylactic 
use  of  ordinary  poison  ivy  extracts. 

AQUA  IVY,  AP®  is  administered  subcutane- 
ously WITH  LITTLE  OR  NO  PAIN,  and  with 
out  the  usual  reaction  at  the  site  of  injec- 
tion. It  is  effective,  non-irritating,  long 
acting.  And  it's  inexpensive  . . . 
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MOODS  without  stimulation 


• Relieves  depression 
without  euphoria 
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of  action 


ADeprolA 


Composition:  Each  tablet 
contains  400  mg. 
meprobamate  and  1 mg. 
benactyzine  HC1 


Average  Adult  Dose : 

1 tablet  q.i.d. 


ALLACE  LABORATORIES.  New  Brunswick,  N.  J. 


Literature  and  samples  on  request 
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BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 


Johnnie  JJIilker 

SCOTCH  WHISKY 


Always  in 
Good  Taste ! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 
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compounds  tested 


compound  unexcelled 


Progress  has  been  made  in  antibiotic  therapy 
through  the  use  of  absorption-enhancing  agents, 
resulting  in  higher,  more  effective  antibiotic  blood 
levels. 

For  the  past  two  years,  in  a continuing  search  for 
more  effective  agents  for  enhancing  oral  antibiotic 
blood  levels,  our  Research  Laboratories  screened 
eighty-four  adjuvants,  including  sorbitol,  citric 
acid,  sodium  hexametaphosphate,  and  other  or- 
ganic acids  and  chelating  agents  as  well  as  phos- 
phate complex  and  other  analogs.  After  months  of 
intensive  comparative  testing,  glucosamine  proved 
to  be  the  absorption-enhancing  agent  of  choice. 
Here’s  why: 

1 Crossover  tests  show  that  average  blood  levels 
achieved  with  glucosamine  were  markedly  higher 
than  those  of  other  enhancing  agents  screened. 
In  some  cases  this  effect  was  more  than  double. 

2 Of  great  importance  to  the  practicing  physician 
is  the  consistency  of  the  blood  level  enhancement 
achieved  with  glucosamine.  Extensive  tests  show 
that  the  enhancing  effect  with  glucosamine  occurs 
in  a greater  percentage  of  cases  than  with  any 
other  agent  screened. 

3 Glucosamine  is  a nontoxic  physiologic  metab- 
olite occurring  naturally  and  widely  in  human 
secretions,  tissues  and  organs.  It  is  nonirritating 
to  the  stomach,  does  not  increase  gastric  secretion, 
is  sodium  free  and  releases  only  four  calories  of 
energy  per  gram.  Also,  there  is  evidence  that  glu- 
cosamine may  favorably  influence  the  bacterial 
flora  of  the  intestinal  tract. 

For  these  reasons  glucosamine  provides  you  with 
an  important  new  adjuvant  for  better  enhance- 
ment of  antibiotic  blood  levels.  Tetracycline,  po- 
tentiated physiologically  with  glucosamine,  is  now 
available  to  you  as  Cosa-Tetracyn. 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


^ Pfizer, ) 

Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 

♦Trademark 


Capsules  250  mg.  and  125  mg. 

The  most  widely  used 
broad-spectrum  antibiotic 
now  potentiated  with 
glucosamine,  the 
enhancing  agent  of  choice 
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an  advance  in  the  treatment  of 

IIMITIS: 


FB0ve° 

TRICtii'URON 

VAGINAL  SUPPOSITORIES  AND  POWDER 


85%  CLINICAL  CURES* 

In  219  patients  with  either  trichomonal 
vaginitis,  monilial  vaginitis  or  both, 
clinical  cures  were  secured  in  187. 


71%  CULTURAL  CURES* 

157  patients  showed  negative  culture 
tests  at  3 months  follow-up  examinations. 

Patients  reported  rapid  relief  of  burning 
and  itching,  often  within  24  hours. 

STEPl  Office  administrationof^^^ 
Tricofuron  Vaginal  Powder  improved 
at  least  once  weekly. 

STEP  2 Home  use  of 
Tricofuron  Vaginal  Suppositories 
by  the  patient,  1 or  2 daily,  including 
the  important  menstrual  days. 

♦Combined  results  of  12  independent  clinical 
investigators.  Data  available  on  request. 

suppositories  : 

0.375%  Micofur,  0.25%  Furoxone. 
powder  : 

0.5%  Micofur,  0.1%  Furoxone. 

EATON  LABORATORIES,  NORWICH.  NEW  YORK 


IMPROVED 
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in  almost  every  diet 
in  health  and  disease 

For  protein  of  excellent  quality 

For  quickly  available  energy 

For  important  B vitamins 

For  essential  minerals 

For  freedom  from  irritant  residue 

For  low  fat  content 

For  taste  and  compatibility 
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Samples  of  the  electroencephalogram  of  patient  taken  before  and  during  treatment  with  DIAMOX1 


Administered  by  mouth  to  126  patients 
with  various  forms  of  epilepsy,  many  of 
whom  were  refractory  to  standard  therapy, 
Diamox  gave  practically  complete  control 
of  seizures  in  34  cases,  90-99%  reduction 
of  seizures  in  an  additional  12  cases,  50- 
90%  in  22  cases,  less  than  50%  in  58 
cases.  Diet  was  not  restricted.  In  at  least 
half  of  the  patients  benefited Diamox 
was  used  alone. 

In  no  cases  was  the  condition  made  worse. 
No  serious  abnormalities  of  blood,  urine, 
or  bone  were  observed  during  treatment, 
which  was  maintained  over  periods  from 
three  months  to  three  years. 

Measures  having  a beneficial  influence  on 


epileptic  seizures  often  involve  certain 
drawbacks.  In  contrast,  Diamox  is  simple 
to  administer,  has  a wide  margin  of  safety, 
produces  a smaller  systemic  acidosis,  has 
an  effect  that  is  surprisingly  well-sustained. 

A highly  versatile  drug,  Diamox  has  also 
proved  singularly  useful  in  other  condi- 
tions, including  cardiac  edema,  acute  glau- 
coma, obesity,  premenstrual  tension,  toxe- 
mias and  edema  of  pregnancy. 

Supplied:  Scored  tablets  of  250  mg.,  Syrup 
containing  250  mg.  per  5 cc.  teaspoonful. 

1.  Lombroso,  C.  T.,  Davidson  Jr.,  D.  T.,  and  Grossi- 
Bianchi,  M.  L. : Further  Evaluation  of  Acetazolamide 
(Diamox)  in  Treatment  of  Epilepsy,  J.A.M.A.  160 
268-272,  1956. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

♦Reg.  U.S.  Pat.  Off. 
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Prompt  diarrhea  control  for  active  workers 

imi  ■ i m 


CREMOMYCIN 


SUL  FASUXIDINE®  — NEOMYCIN  SUSPENSION  WITH  KAOLIN  AND  PECTIN 

In  diarrhea,  the  patient’s  critical  worry  is 
frequency  and  urgency — and  how  long  until 
medication  provides  control.  Palatable 
CREMOMYCIN  brings  quick  relief  of  bacillary 
and  nonspecific  diarrheas,  without  constipating 
rebound.  The  antibacterial  action  of  neomycin 
and  Sulfasuxidine  is  concentrated  in  the  gut. 
Kaolin  and  pectin  soothethe  inflamed  mucosa, 
adsorb  toxins,  help  normalize  intestinal  motil- 
ity. Even  your  nauseated  patients  will  find 
CREMOMYCIN  acceptable. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  1 PA. 


479 


THE  PATIENT’S  COMPLAINT 

stubborn  trichomoniasis 


THE  PRESCRIPTION: 

eradication  by 


More  and  more  physicians  have  found  that  vaginal  trichomoniasis  re- 
sistant to  many  types  of  medication  is  quickly  and  easily  eradicated 
by  Vagisec  liquid  and  jelly.1*2  This  is  good  news  for  patients  who  have  long 
suffered  from  annoying  leukorrhea,  pruritus  and  burning.  All  of  Decker’s1 
patients  obtained  “immediate  relief  of  acute  symptoms”  with  the  very  first 
office  treatment,  and  91%  were  “cured.” 

As  seen  in  the  majority  of  Decker’s  patients,  only  three  to  four  weeks  of 
treatment  were  necessary.  Negative  results  usually  follow  three  successive 
menstrual  cycles  and  constitute  a “cure.” 

The  reason  for  this  success  is  the  powerful,  penetrating  action  of  Vagisec 
liquid  which  reaches  every  crevice  of  the  vaginal  rugae  and  dissolves  albu- 
minous secretions  to  reach  the  hidden  trichomonads.  Within  15  seconds  of 
contact,  they  are  exploded.  This  total  destruction  is  caused  by  the  wetting, 
detergent  and  chelating  agents  in  Vagisec  liquid  which  weaken  the  cell  mem- 
branes, remove  waxes  and  lipids,  and  denature  the  proteins.  The  Davis  tech- 
nique, emphasizing  continuous,  ’round-the-clock  therapy  with  both  Vagisec 
liquid  and  jelly,  eradicates  trichomonads  and  gives  them  no  possible  chance 
to  reappear. 


Vagisec* 

liquid  and  jelly 


References:  1.  Decker,  A.:  New  York  J.  Med.  57:2237  (July 
1)  1957.  2.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

JULIUS  SCHMID,  inc. 

423  West  55th  Street,  New  York  19,  N.  Y. 

VAGISEC  is  a registered  trade-mark  of  Julius  Schmid,  Inc. 
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“PROOF  IN  PRACTICE” 


a study  of  12,880 
hypertensive  patients 


The  tabulations  at  the  left  are  from  the 
recently  completed  study  on  cryptena- 
mine  (Unitensen)  in  which  12,880  patients 
and  1,384  physicians  participated.  Evalu- 
ation of  the  drug  was  based  on  experience 
in  everyday  private  practice. 

A summary  of  the  “ proof  in  practice ” 
study  is  available  upon  request  from  the 
Medical  Director  of  Irwin , Neisler  & Co. 


UNITENSEN*  UNITENSEN-R* 

Each  Unitensen  tablet  contains  Each  Unitensen-R  tablet  contains 

cryptenamine  (tannates)  2.0  mg.  cryptenamine (tannates)  1.0 mg.,  Reserpine 0.1  mg. 

Clinical  supplies  available  upon  request. 


No.  of  Patients 

Results 

Percent 

3,929 

excellent 

30.5% 

6,393 

good 

49.6% 

1,535 

fair 

11.9% 

596 

unsatisfactory 

4.6% 

427 

side  effects 

3.3% 

Irwin,  Neisler  <£  Co 


Decatur,  Illinois 
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IPRONIAZID 


the  psychic  energizer 
is  available  only  as 


MARSILID 


Marsilid®  Phosphate 
brand  of  iproniazid  phosphate 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 


Roche 


Original  Research  in 
Medicine  and  Chemistry 


for  a lady  in  a gingerbread  house  . . . 


Many  an  overweight  patient  finds  the  urge  to  eat  between  meals  irresistible.  Were  she 
the  lady  of  a gingerbread  house,  she’d  be  roofless  in  a matter  of  days. 

Your  prescription  for  ‘Dexedrine’  Spansule  capsules,  however,  can  help  put  an  end  to 
between-meal  snacking,  because  one  ‘Spansule’  capsule  provides  effective  appetite 
control  not  only  at  mealtime  but  also  between  meals. 

Dexedrine*  Spansule* 

dextro-amphetamine  sulfate,  S.K.F.  sustained  release  capsules,  S.K.F. 

Smith  Kline  & French  Laboratories , Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 


plus  freedom  from  leg  cramps* 

STORCAVITE* 

phosphatMree  calcium,  10  essential 
vitamins,  8 important  minerals. 
Bottles  of  100. 


i 


'due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.1-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance ...  [is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  \ 

EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 

Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.: 
Minnesota  Med.  40:99  (Feb.)  1957. 


IT  DOESN’T  STOP  THE  PATIENT 


BONADOXIN* 

STOPS  MORNING  SICKNESS... BUT 


NEUTRAL  DETERGENT  BAR-pH  7 


Progressive  “drying  out”  of  aging  skin  makes 
it  particularly  susceptible  to  damage  by 
ordinary  toilet  soaps.  The  harmful  drying 
action  of  soap  alkalies  can  be  avoided  by 
recommending  DOVE  neutral  bar.  DOVE 
creams  the  aging  dry  skin,  washes  it  safely , 
whether  or  not  a dermatosis  is  present. 

Among  200  patients  with  dermatoses  usually 
intolerant  to  soap,  DOVE  was  tolerated  by 
85  per  cent1 — a remarkably  high  percentage. 

With  DOVE  there  is  “a  much  better  skin 
tolerance... due  to  the  neutral  pH  (7)... as 
compared  with  the  quite  alkaline  (pH  10) 
lathers  of  most  commonly  used  toilet 
soaps.”1 

DOVE  bar  is  used  like  soap,  but  lathers  and 
feels  better.  DOVE  creams  as  it  washes  and 
does  not  dry  the  skin.  Every  bar  contains 
25  per  cent  rich  cleansing  cream. 

1.  Swanson,  F.:  J.A.M.A.  762:459  (Sept.  29)  1956. 


LEVER  BROTHERS  company 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primary  or 
secondary  fibrositis— or 
early  rheumato 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage  cor- 
ticosteroid1 . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate2"5  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range  of 
application  including  the  entire  fibrositis  syndrome 
as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy— 

. much  less  likelihood  of  treatment-interrupting  side 
effects1  "6  . . . reduces  possibility  of  residual  injury 
. . . simple,  flexible  dosage  schedule 


References:  1.  Spies,  T.  D.,  et  ai.;  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gplli,  G.,  and  , Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037,  1956. 


in 

any 
case 
it  calls  for 


corttcoid  salicytate  compound  '^■1  tablets 

Composition 

METICORTEN®  (prednisone)  0.75  mg, 

Acetylsalicytic  acid  ..... 325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 


THERAPY  SHOULD  BE  INDIVIDUALIZED 

acute  conditions:  Two  or  three  tablets  four  times 
daily.  After  desired  response  is  obtained,  gradually 
reduce  daily  dosage  and  then  discontinue, 
subacute  or  chronic  conditions:  Initially  as  above. 
When  satisfactory  control  is  obtained,  gradually  re- 
duce the  daily  dosage  to  minimum  effective  mainte- 
nance level.  For  best  results  administer  after  meals 
and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone, 
the  same  precautions  and  contraindications  observed 
with  this  steroid  apply  also  to  the  use  of  sigmagen. 


ses-j-sia 


r I’m  Completely 
Cowed  By  Your 
Qmmy  Balance 


I’m  Assured  of  growth 
And  Digestive  Control 
with  Hi-Pro's  Balanced 
l Formula  > 
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Control  the  major  symptoms 

In  Parkinsonism  Parsidol  has  proved  outstandingly  effective  for  controlling  tremor  and 
muscular  rigidity,  the  principal  impairments  in  this  disease.1*2 

With  Parsidol  most  patients  show  rapid,  even  dramatic  improvement — both  in  major  symptoms 
and  in  gait,  posture,  balance  and  speech.  Side  effects  are  minimal.  Parsidol  is  compatible  with 
all  other  antiparkinsonian  drugs  and  its  effectiveness  may  even  be  increased  in  combination  or 
rotation  with  such  preparations  as  atropine  and  dextroamphetamine.3  Parsidol  improves  the 
patient’s  emotional  perspective,  promotes  a more  optimistic  outlook  as  physical  coordination 
and  dexterity  return. 

Most  patients  can  be  controlled  with  a maintenance  dosage  of  50  mg.  four  times  daily.  How- 
ever, more  severe  cases  may  require  up  to  600  mg.  daily,  a dosage  level  ordinarily  well  tolerated. 

References:  1.  Doshay,  L.  J.;  Constable,  K.  and  Agate,  F.  J.,  Jr.:  J.A.M.A.  160: 348  (Feb.)  1956.  2.  Berris,  H.:  J. -Lancet  74: 245 
(July)  1954.  3.  Timberlake,  W.  H.  and  Schwab,  R.  S.:  N.  Eng.  J.  Med.  247: 98  (July  17)  1952. 


PARSIDOL 

hydrochloride 


WAR  N E R - CH  I LCOTT 


Above  and  right  are  action  pictures,  taken 
from  a Warner-Chilcott  film  study,  of  a 
parkinsonian  patient  before  and  after  initia- 
tion of  Parsidol  therapy  for  major  tremor. 
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now. . . 
unprecedented 
Sulfa 
therapy 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.1  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  mainte- 
nance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concen- 
trations within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1 
tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 


NEW  DOSAGE  — The  recommended  adult 
dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of 
syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tab- 
let or  2 teaspoonfuls  of  syrup)  every  day  there- 
after, or  1 Gm.  every  other  day  for  mild  to  mod- 
erate infections.  In  severe  infections  where 
prompt,  high  blood  levels  are  indicated,  the 
initial  dose  should  be  2 Gm.  followed  by  0.5 
Gm.  every  24  hours.  Dosage  in  children,  accord- 
ing to  weight;  i.e.,  a 40  lb.  child  should  receive 
of  the  adult  dosage.  It  is  recommended 
that  these  dosages  not  be  exceeded. 

Tablets: 

Each  tablet  contains  0.5  Gm.  ( 7H  grains)  of  sulfa- 
methoxypyridazine.  Bottles  of  24  and  100  tablets. 

Syrup: 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle 
of  4 fl.  oz. 


Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK.  N.  Y. 

*Reg.  U.  S.  Pat.  Off. 
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a Major  Breakthrough  ii 
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dema  and  Hypertension 


EDEMA  HYPERTENSION 


1.  'DIURIL1  is  an  entirely  new,  orally 
effective,  nonmercurial  agent— 

1 Gm.  of  'DIURIL'  orally  being 
approximately  equivalent  to  1 cc. 
of  mercurial  I.M. 

2.  'DIURIL' is  ideal  for  initiating 
diuresis  and  for  prolonged  main- 
tenance of  the  edema-free  state. 

3.  'DIURIL'  promotes  the  balanced 
excretion  of  sodium  and  chloride 
without  producing  acidosis. 

4.  'DIURIL'  offers  a rapid  rising 
response  to  increased  doses  (within 
recommended  dosage  range). 

5-  'DIURIL' is  well  tolerated  even  at 
maximum  therapeutic  doses. 

6.  'DIURIL'  acts  rapidly  (onset  within 

2 hours)  and  its  moderate  duration 
of  action  (6-12  hours)  permits 
uninterrupted  rest  at  night. 

7.  'DIURIL'  has  no  known  contra- 
indications. 


1.  'DIURIL'  provides  basic  therapy 
to  improve  and  simplify  the 
management  of  hypertension. 

2.  'DIURIL'  often  reduces  dosage 
requirements  of  antihypertensive 
agents  below  the  level  of  serious 
side  effects. 

3-  'DIURIL',  added  to  the  regimen,  is 
often  effective  in  controlling  the 
blood  pressure  of  even  highly 
resistant  cases  of  hypertension. 

4.  'DIURIL'  maintains  its  effectiveness 
even  during  prolonged  therapy. 

5.  'DIURIL'  smooths  out  blood 
pressure  fluctuations. 

6-  'DIURIL'  is  orally  administered 
with  simple  dosage  schedules. 

INDICATIONS:  Hypertension  of  all  degrees  of 

severity. 

DOSAGE  RANGE:  one  250  mg.  tablet  'DIURIL' 

two  times  daily  to  one  500  mg.  tablet  'DIURIL' 

three  times  daily. 


any  indication  for  diuresis 
is  an  indication  for  'DIURIL' 

INDICATIONS:  Congestive  heart  failure;  pre- 
menstrual edema;  edema  of  pregnancy;  renal 
edema— nephrosis,  nephritis;  cirrhosis  with  as- 
cites; drug-induced  edema.  May  be  of  value  to 
relieve  fluid  retention  complicating  obesity. 

DOSAGE  RANGE:  one  500  mg.  tablet  'DIURIL'  to 
two  500  mg.  tablets  'DIURIL'  once  or  twice  a day. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  of  'DIURIL'  (Chlorothiazide);  bottles  of  100  and  1,000. 


BIBLIOGRAPHY:  Baer,  J.  E.  et  al.:  Fed.  Proc.  16:278,  (March)  1957;  Beyer,  K.  H.  et  al.:  Fed.  Proc.  16:282,  (March)  1957; 
Ford,  R.  V.  et  al.:  M.  Rec.  & Ann.  51:376,  (April)  1957;  Ford,  R.  V.  et  al.:  Arch.  Int.  Med.  100:582,  (October)  1957;  Ford, 
R.  V.  et  al.:  Antibiotic  Med.  & Clin.  Therapy  (in  press);  Moyer,  J.  H.  et  al.:  Proc.  Soc.  Exper.  Biol.  & Med.  95:529, 
(July)  1957;  Novello,  F.  C.  and  Sprague,  J.  M.:  J.  Am.  Chem.  Soc.  79:2028,  (April  20)  1957;  Russo,  H.  F.  et  al.:  Fed.  Proc. 
16:333, (March)  1957;  Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8:69,  (Sept.)  1957;  Freis,  E.  D.  et  al.:  J.A.M.A. 
(in  press);  Finnerty,  F.  A.:  N.  Y.  State  J.  Med.  57:2957,  (Sept.  15)  1957;  Freis,  E.  D.  and  Wilson,  I.  M.:  Med.  Ann.  District 
of  Columbia  26:468,  (Sept.)  1957;  Freis,  E.  D.  et  al.:  CirculationQn  press). 
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ESTABLISHED 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


In  a recent  report  of  five  years’  experience  involving  2,142  patients, 
the  authors  conclude  that  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  a valuable  and  effective  antibiotic  in  the  treatment 
of  various  acute  infectious  diseases.1 

Other  current  reports  of  in  vivo  and  in  vitro  studies  agree  that 
CHLOROMYCETIN  has  maintained  its  effectiveness  very  weli 
against  both  gram-negative2'6  and  gram-positive2,6'10  organisms. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
or  intermittent  therapy. 


REFERENCES  (1)  Woolington,  S.  S.;  Adler,  S.  J.,  Ac  Bower,  A.  G.,  in  Welch,  H.,  & Marti- 

Ibanez,  E:  Antibiotics  Annual  1956-1957,  New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  365. 
(2)  Ditmore,  D.  C.,  Ac  Lind,  H.  E.:  Am.  J.  Gastroenterol.  28:378,  1957.  (3)  Hasenclever,  H.  E: 
J.  Iowa  M.  Soc.  47:136,  1957.  (4)  Waisbren,  B.  A.,  Ac  Strelitzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957. 
(5)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957.  (6)  Rhoads,  E S.:  Postgrad.  Med. 
21:563,  1957.  (7)  Petersdorf,  R.  G.;  Bennett,  I.  L.,  Jr.,  Ac  Rose,  M.  C.:  Bull.  Johns  Hopkins  Hosp. 
100:1,  1957.  (8)  Royer,  A.:  Changes  in  Resistance  to  Various  Antibiotics  of  Staphylococci  and  Other 
Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957. 
(9)  Doniger,  D.  E.,  Ac  Parenteau,  Sr.  C.  M.:  J.  Maine  M.  A.  48:120,  1957.  (10)  Josephson,  J.  E.,  Ac 
Butler,  R.  W.:  Canad.  M.  A.  J.  77:567  (Sept.  15)  1957. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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EFFICACY 


IN  VITRO  SENSITIVITY  OF  MIXED  PATHOGENS  TO  CHLOROMYCETIN 
AND  4 OTHER  WIDELY  USED  ANTIBIOTICS* 


CHLOROMYCETIN  88% 


n 

L_ 

ANTIBIOTIC  A 76% 

J ANTIBIOTIC  B 62% 


] ANTIBIOTIC  C 56% 

ANTIBIOTIC  D 53% 

60  80  100 


Adapted  from  Ditmore  and  Lind.2  Organisms  tested  were  isolated  from  stools  of  48  patients. 
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: GOLDEN  RULE 
FOR  COUGHS 


syrup 

each  30  cc.  represents: 

Dihydrocodeinone  Bitartrate  10  mg.  (H  gr.) 

Nembutal®  Sodium 25  mg.  0/8  gr.) 

Ephedrine  Hydrochloride. . 25  mg.  04  gr.) 
Calcium  Iodide,  anhydrous  910  mg.  (14  grs.) 

^Nembutal— Pentobarbital,  Abbott 


FACT! 


DOCTOR,  IT'S  A 


oto- 


TRADE  MARK 


THEaDIAPHRAGM 
WITH  THE 

coNTOURINg 

COIL  SPRING 

OFFERS  YOU  AND  YOUR  PATIENTS 
MORE  BENEFITS  THAN  ANY  OTHER  TYPE 


Fig.  £ 


1.  Expressly  designed  to  assure  your  patient  ease  of  insertion  and  auto- 
matic placement. 

2.  Conserves  physician's  time  by  reducing  fitting  and  instruction  period. 

3.  Patients  learn  faster  and  develop  greater  confidence  because  of  the  ease 
with  which  they  learn  to  place  and  use  the  diaphragm. 

4.  Affords  greater  patient  protection  by  locking  in  spermicidal  lubricant 
and  delivering  it  directly  under  and  next  to  the  os  uteri. 

5.  Folds  behind  pubic  bone  with  suction-like  action  forming  a more 
effective  barrier. 

6.  Simple  to  remove. 


When  compressed,  diaphragm  forms  into  semi-curve  or  half-moon  shape 
(Fig.  I)  permitting  it  to  pass  easily  along  floor  of  the  vagina  beyond  cervix 
(Fig.  2)  without  any  difficulty.  No  mechanical  inserter  or  introducer  is  re- 
quired (Fig.  2)  since  the  KORO-FLEX  will  not  buckle  or  butterfly  in  form. 


KORO-FLEX  (contouring)  Diaphragm  is  ideal,  not  only  where  ordinary 
coilspring  diaphragms  are  indicated  but  for  Flat  rim  (Mensinga)  type 
as  well. 


May  be  used  in  cases  of  mild 
prolapse,  cystocele  or  rectocele. 


Suggest  the  convenient-economical 
KORO-FLEX  COMPACT  60-95  mm 
Sanitary  plastic  bag  with  zipper  closure. 
Diaphragm,  tube  KOROMEX  Jelly  (3  oz.). 
Cream  (1  oz.  trial  size). 


Available  at  all  prescription  pharma- 
cies. Write  for  descriptive  literature. 


HOLLAND -RANTOS  COMPANY,  145  HUDSON  STREET,  NEW  YORK  13,  N.  Y. 
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the  bactericidal  action  makes  the  difference 


In  addition  to  rapid  clinical  re- 
sponse, 'Ilotycin’  provides  the 
important  advantages  only  a bac- 
tericidal antibiotic  can  give  you. 
'Ilotycin’  effectively  eliminates 
strep,  carrier  states,  directly  kills 
pathogens  to  prevent  the  emer- 
gence of  resistant  strains,  and  of- 
fers maximum  assurance  against 
spread  of  infection. 


Also  consider  'Ilotycin’  for  safer 
therapy.  Allergic  reactions  follow- 
ing systemic  treatment  are  rare. 
Bacterial  flora  of  the  intestine  is 
not  significantly  disturbed. 

You  can  achieve  more  complete 
antibiotic  therapy  with  'Ilotycin.’ 
Usual  adult  dosage  is  250  mg. 
every  six  hours. 

♦‘Ilotycin’  (Erythromycin,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

832007 
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Visual  Education  in  Medicine 


Modern  photographic  media  and  equipment 
place  a valuable  teaching  aid  at  the  disposal 
of  the  physician.  Does  he  make  the  most  of 
the  opportunity?  The  answer  seems  to  be 
yes  and  no.  In  terms  of  film  footage,  yes. 
In  terms  of  utilizing  the  medium  to  best 
advantage  for  teaching  purposes,  no.  Physi- 
cians appear  to  be  among  the  most  enthusi- 
astic of  photographers,  “sharp  shutter  bugs” 
to  use  the  vernacular,  but  with  rare  excep- 
tions they  remain  professional  amateurs. 

The  physician  as  a professional  amateur 
is  at  a disadvantage  as  a photographer  be- 
cause he  usually  does  not  have  the  time  to 
perfect  himself  in  the  manifold  technics 
necessary  to  produce  teaching  films  and  film 
strips  that  are  comparable  to  the  product  of 
the  commercial  studios.  However,  the  phy- 
sician has  at  least  two  admirable  attributes, 
inordinate  curiosity  and  an  insatiable  desire 
to  learn. 

In  the  conviction  that  physicians  with 


some  assistance  can  and  will  improve  the 
quality  of  their  film  productions  for  teaching 
purposes,  the  editors  of  the  Journal  are 
pleased  to  be  able  to  present  a series  of  12 
articles  commencing  in  this  issue  on  page 
575  and  dealing  with  many  practical 
aspects  of  film  making.  The  editor  of  the 
series  is  Dr.  Colgate  Phillips  of  the  Society’s 
Motion  Picture  Subcommittee  and  the 
author  is  Mr.  Joseph  P.  Hackel,  president  of 
Medical  Film  Guild,  Ltd. 

In  its  annual  report  the  Subcommittee  on 
Medical  Film  Review  proposed  “to  encour- 
age the  use  of  medical  films  at  medical 
society  meetings,  hospital  staff  meetings, 
for  instruction  of  the  house  staff  and  nurses 
and  in  colleges  and  universities.”1  It  is 
the  purpose  of  the  Journal  to  promote  bet- 
ter instruction  in  medicine  by  this  series  of 
practical  articles.  The  comments  of  our 
readers  are  invited. 

1 New  York  State  J.  Med.  57:  1246  (Apr.  1)  1957. 


Postgraduate  Teaching 


There  is  no  doubt  but  that  the  clinico- 
pathologic  conference  founded  on  the  case 
teaching  method  as  established  at  the 
Massachusetts  General  Hospital  by  the  late 
Dr.  Richard  Cabot  is  a most  valuable 
medium  of  instruction. 

That  these  conferences  could  be  carried 
out  and  recorded  by  the  larger  teaching 
hospitals  is  understandable  because  of  their 
greater  resources  in  clinical  material,  per- 
sonnel, and  finances.  But  what  of  the 
majority  of  community  hospitals  with 
their  necessarily  smaller  staffs  and  resources? 
Could  conferences  of  this  kind  be  success- 
fully conducted  in  these  institutions? 

The  late  Dr.  F.  Sullivan  Hassett  of  St. 
Joseph’s  Hospital,  Elmira,  determined  to 


experiment  with  this  type  of  teaching  me- 
dium in  such  a 230-bed  hospital  which  had 
previously  had  no  tradition  of  postgraduate 
medical  education.  How  successfully  Dr. 
Hassett  solved  the  problem  is  attested  to  by 
the  large  number  of  excellent  conferences  he 
submitted  to  this  Journal  for  publication 
through  the  years. 

Before  his  untimely  death  in  1957  he 
wrote  an  excellent  account,  “Clinicopatho- 
logic  Conference  in  a Nonteaching  Hospital” 
reciting  his  experience  in  devising  ways 
and  means  to  accomplish  his  purpose. 
We  are  privileged  to  publish  this  work  on 
page  580  of  this  issue. 

The  editors  feel  that  his  experiences  are 
of  the  utmost  value  to  others  who  might 
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wish  to  undertake  a similar  project  and 
that  his  last  contribution  to  the  technics  of 
postgraduate  instruction  constitutes  a fitting 
memorial  to  a professional  life  dedicated  to 


helping  others  to  solve  their  instructional 
problems. 

We  are  grateful  for  the  opportunity  to 
present  this  article. 


Allergy  Symposium  Proceedings 


With  the  appearance  in  this  issue  of  the 
Journal  of  the  transcribed  symposium  on 
“Allergy  and  The  Psyche/’  we  have  started 
on  a new  venture  which  we  hope  will  be 
emulated  by  others. 

It  will  be  the  purpose  of  these  Proceedings 
to  provide  an  opportunity  for  the  partici- 
pants of  a program  to  have  their  work  clearly 
expressed  in  print.  This  has  not  always 
been  feasible,  and  many  a report  or  paper 
has  not  seen  the  light  of  day  because  meet- 


ings are  not  usually  monitored.  In  addition, 
this  Journal,  which  should  reflect  all 
medical  activity,  also  lost  out  in  not  having 
such  manuscripts  available.  A venture  of 
this  kind,  in  which  meetings  are  faithfully 
reported  in  this  Journal,  bridges  the  gap 
and  enables  both  parties  to  benefit  by 
publication.  Perhaps  it  would  be  possible 
for  other  medical  associations,  particularly 
of  the  subspecialty  types,  to  find  it  worth- 
while initiating  similar  ventures. — S.  J.  P. 


Liability  of  a Hospital  for  the  Acts  of  Its  Employes 


In  the  middle  of  the  nineteenth  century  the 
Massachusetts  Court  initiated  a doctrine 
holding  a hospital  immune  from  liability 
arising  out  of  the  negligence  of  nurses  or 
doctors  employed  by  it  in  the  care  and 
treatment  of  patients.  The  courts  of  many 
other  states  upheld  this  doctrine  in  whole 
or  in  part.  In  the  ensuing  years  the  courts 
of  several  states  rendered  decisions  which 
commenced  a trend  away  from  the  original 
doctrine. 

In  New  York  the  courts,  in  deciding 
whether  liability  exists,  drew  a distinction 
between  acts  of  nurses  and  interns  which 
were  an  essential  part  of  the  treatment  and 
those  acts  which  were  denominated  as  ad- 
ministrative acts. 

On  May  16  of  last  year  the  Court  of  Ap- 
peals of  our  State  rendered  a decision  con- 
cerning the  liability  of  hospitals  which  has  a 
most  pertinent  bearing  on  the  subject  and 
which  should  enjoy,  in  the  medical  pro- 
fession, the  same  great  interest  displayed 
by  the  legal  profession. 

In  that  case,  which  is  known  as  Bing  v. 
Thunig  and  St.  John's  Episcopal  Hospital , 
the  opinion  of  the  court  sets  forth  concisely 


the  facts  as  well  as  the  reasons  for  its  deci- 
sion, holding  the  hospital  liable.  A complete 
report  of  the  case  appears  on  pages  584  to 
587  of  this  issue. 

Counsel  for  the  State  Medical  Society  de- 
fended Dr.  Thunig.  The  jury  rendered  a 
verdict  against  Dr.  Thunig  for  the  sum  of 
$2,500  but  rendered  a substantial  verdict 
against  the  hospital.  The  opinion  for  the 
majority  of  the  court  was  written  by  Judge 
Fuld  and  is  as  follows: 

In  1956  the  Supreme  Court  of  Ohio  in  a case 
known  as  Avellone  v.  St.  John’s  Hospital,  135 
N.E.  2d,  410,  repudiated  its  prior  decisions, 
establishing  full  immunity,  except  where  the 
harm  was  caused  by  the  negligent  selection  of 
servants  and  where  strangers,  namely  those 
who  were  not  beneficiaries  of  the  charity,  were 
injured.  It  held: 

1 . That  the  hospital  was  liable  for  the  torts 
of  its  servants  under  the  doctrine  of  employer 
and  employes. 

2.  That  a hospital  should  be  liable  as  are 
private  individuals  when,  through  its  agents,  it 
performed  a service  in  a negligent  way. 

3.  In  effect,  that  the  procurance  of  liability 
insurance  would  prevent  such  a diversion  of 
depletion  of  its  funds. — W.F.M. 


February  15,  1958 
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PREMENSTRUAL  TENSIO 
DYSMENORRHEA 
MENORRHAGIA 

IN  AMENORRHEA 

METRORRHAGIA 
INADEQUATE  LUTEAL  PHASE 
OLIGOMENORRHEA 


ENOVID 

FOR  CONTROL 


Response  after  10  mg.  of 
Enovid  daily  for  fourteen 
days  revealed  beginning 
secretory  effects  (fifteenth 
to  sixteenth  day)  with  ade- 
quate stromal  stimulation. 


B.  M.t  age  30,  ovarian  failure. 
Primed  with  ethynylestradiol, 
0.05  mg.  twice  a day  for 
twenty-one  days.  Control  bi- 
opsy after  estrogen  therapy 
showed  proliferative  phase. 


El  NOVI  D 

(BRAND  OF  NORETHYNODREL  WITH  ETHYNYLESTRADIOL  3-METHYL  ETHER) 

ORAL  SYNTHETIC  ENDOMETROPIN 


Ihe  successful  use  of  Enovid  in  amenorrhea 
has  been  reported1-4  by  various  investigators. 

The  endometropic  action  of  Enovid  establishes 
a secretory  (progestational  or  luteal)  endome- 
trium in  the  patient  with  sufficient  endogenous 
estrogen.  In  others,  preliminary  estrogen  “prim- 
ing” will  be  required. 

If  a daily  dosage  of  one  tablet  of  Enovid  is  ad- 
ministered for  twenty  days  and  then  discontin- 
ued, a menstrual  period  will  usually  occur  about 
three  days  later.  Therapy  is  resumed  at  the  same 
dosage  on  day  5 of  the  newly  established  cycle 
and  continued  until  day  25,  and  this  schedule  is 
repeated  for  the  next  two  or  three  cycles.  Follow- 
ing this,  regular  periods  and  ovulation  are  likely 
to  occur  in  some  women. 


If  endogenous  estrogen  is  inadequate,  a daily 
“priming”  dose  of  estrogen  is  given  for  two  weeks; 
this  is  followed  by  the  administration  of  one  tab- 
let of  Enovid  for  ten  days.This  dosage  schedule  is 
then  repeated  for  two  or  three  successive  cycles. 

Each  tablet  of  10  mg.  contains  9.85  mg.  of  nor- 
ethynodrel,  a new  synthetic  steroid,  and  0.15  mg. 
of  ethynylestradiol  3-methyl  ether. 

1.  Southam,  A.  L.:  A Symposium  on  19-Nor  Progestational  Steroids: 
Effect  of  Enovid  in  Amenorrhea  and  Menometrorrhagia,  Chicago, 
Searle  Research  Laboratories,  1957,  pp.  46-50. 

2.  Gold,  J.  J.:  A Symposium  on  19-Nor  Progestational  Steroids: 
Clinical  Experience  with  Enovid,  Chicago,  Searle  Research  Labora- 
tories, 1957,  pp.  86-90. 

3.  Kupperman,  H.  S.,  and  Epstein,  J.  A.:  A Symposium  on  19-Nor 
Progestational  Steroids:  Gonadotropic-Inhibiting  and  Uterotropic 
Effects  of  Enovid,  Chicago,  Searle  Research  Laboratories,  1957, 
pp.  32-44. 

4.  Roland,  M.:  A Symposium  on  19-Nor  Progestational  Steroids: 
Observations  on  Patients  with  Anovulatory  Cycles  and  Amenorrhea 
When  Enovid  Is  Administered,  Chicago,  Searle  Research  Labora- 
tories, 1957,  pp.  51-62. 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine. 
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trouble,  trouble 
everywhere... 
along  her 
G.l.  tract 


fro  ubl, 


trouble 


(DACTIL  + piptal  in  one  tablet) 


trouble 

troubl© 


trouble 


\toO 

trouble 


troubl 


rapidly  and  dramatically  effective 1 

cholinolytic  of  choice  in  a variety  of 
gastrointestinal  conditions 1 . . . relieves 
pain  and  spasm,  normalizes  motility  and 
secretion1... “remarkably  free  of  undesir- 
able effects....”2 

(1)  Settel,  E.:  J.  Am.  Geriatrics  Soc.,  January 
1958.  (2)  Necheles,  H.,  and  Kirshen,  M.  M.:  The 
Physiologic  Basis  of  Gastrointestinal  Therapy, 
New  York,  Grune  & Stratton,  Inc.,  1957,  p.  87. 

Each  TRIDAL  tablet  contains  50  mg.  of  the  visceral 
eutonic  DACTIL®  (the  only  brand  of  piperidolate  hydro- 
chloride) and  5 mg.  of  the  anticholinergic  piptalr>  (the 
only  brand  of  pipenzolate  methylbromide).  Bottles  of 
50  compressed,  white  tablets. 
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Use  of  Derivatives  of  Rauwolfia  Serpentina  in  the 
Treatment  of  Malnutrition 

LEON  G.  DINKIN,  M.D.,  NEW  YORK  CITY 
( From  the  Nutrition  Clinic  of  the  Mount  Sinai  Hospital) 


Patients  with  malnutrition  and  underweight 
seen  in  a nutrition  clinic  of  a large  hospital 
constitute  a difficult  problem  of  management. 
Co-existing  chronic  disease,  constitutional  factors 
of  leanness  and  anorexia,  and  complex  psycho- 
logic, social,  economic,  and  familial  difficulties 
represent  additional  complications.  Each  factor 
contributes  in  its  own  way  to  the  “malnutrition 
syndrome.”  In  the  nutrition  clinic  of  the  Mount 
Sinai  Hospital  the  therapy  of  this  syndrome  con- 
sisted of  the  treatment  of  the  underlying  organic 
disease  if  one  was  present,  the  use  of  a high- 
calorie,  high-vitamin  diet  with  supplements  of 
vitamins,  and,  in  the  presence  of  pronounced 
emotional  factors,  with  sedatives.  But  these 
patients  were  in  general  only  occasionally  helped 
by  these  customary  measures. 

In  the  last  three  years  measures  were  taken  to 
obtain  more  satisfactory  results.  The  original 
reports  that  administration  of  antibiotics  in 
small  quantities  resulted  in  weight  increases  in 
animals1  -4  suggested  the  use  of  these  substances 
in  patients  with  malnutrition.  Aureomycin  and 
Terramycin  were  given  in  small  doses  (50  mg. 
three  times  daily)  to  selected  patients  in  whom  the 
customary  treatment  did  not  result  in  weight 
gain.  These  results  were  uniformly  unsuccessful. 
Occasional  observations  on  improved  growth  in 
children  following  vitamin  Bi2  therapy5-7  sug- 
gested the  use  of  this  substance  in  the  mal- 
nutrition syndrome  of  adults.  Injections  of 
varying  doses  of  vitamin  B]2  in  our  patients  failed 
to  produce  significant  or  consistent  results.  A 
group  of  female  patients  received  testosterone 
injections,  25  mg.  once  or  twice  weekly.  In  this 
group  moderate  increase  of  weight  was  occasion- 


ally seen,  but  this  improvement  could  not  be 
maintained  for  longer  periods  of  time. 

Already  in  the  early  reports  on  the  hypotensive 
effect  of  Rauwolfia  serpentina  improvement  of 
appetite  and  increase  of  weight  was  recorded.8-11 
To  our  knowledge  only  one  paper  made  direct 
reference  to  the  use  of  Rauwolfia  serpentina  in 
the  treatment  of  patients  with  underweight. 
In  a short  communication  Genest  and  others12 
reported  observations  on  treatment  of  three 
patients  with  “constitutional  malnutrition”  with 
Rauwolfia.  These  patients  had  previously 
proved  to  be  refractory  to  dietary  management 
and  to  insulin  administration.  During  a period 
of  nine  months  of  intermittent  Rauwolfia  ad- 
ministration one  patient  showed  a weight  gain  of 
7 pounds  and  two  others  of  12  pounds  each. 
Discontinuation  of  the  treatment  resulted  in  a 
decrease  of  body  weight. 

In  accordance  with  the  observations  of  others 
we  noted  in  the  early  part  of  1953  in  patients  with 
hypertension  treated  with  Rauwolfia  preparations 
an  undesirable  increase  in  appetite  and  body 
weight,  necessitating  the  use  of  low-calorie  diets. 
This  observation  suggested  a systematic  study  of 
the  effects  of  Rauwolfia  preparations  in  a group 
of  patients  with  the  malnutrition  syndrome 
resistant  to  the  treatment  outlined  previously. 

Selection  of  Patients  and  Procedure 

The  study  group  included  42  carefully  selected 
patients  who,  prior  to  the  Rauwolfia  treatment, 
had  been  observed  in  the  nutrition  clinic  for 
periods  ranging  from  two  months  to  three  years. 
Of  these  42  patients,  five  had  neoplastic  diseases: 
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one  woman  had  had  subtotal  gastrectomy  for 
lymphosarcoma  of  the  stomach  ten  years  pre- 
viously and  was  asymptomatic;  one  woman  had 
carcinoma  of  the  cervix  treated  by  radiation; 
one  man  developed  during  the  treatment  symp- 
toms suspicious  of  carcinoma  of  the  prostate 
with  consecutive  loss  of  weight;  one  had  oral 
leukoplakia  with  malignant  degeneration,  and 
one  had  a fibrosarcoma  removed  in  the  region 
of  the  cervical  spine.  Two  patients  had  hyper- 
tensive arteriosclerotic  disease;  one  had  asthma 
and  inactive  tuberculosis;  one  had  asthma 
with  bronchiectasis;  one  presented  hepatomegaly 
of  unknown  origin,  one  had  duodenal  ulcer; 
one  was  epileptic,  and  one  had  lateral  sclerosis. 
The  rest  came  to  the  Clinic  with  the  diagnosis  of 
osteoarthritis,  neurosis,  or  uncomplicated  mal- 
nutrition syndrome. 

On  admission  the  patients  were  subjected  to  a 
clinical  study  including  blood  and  urine  analysis, 
repeated  blood  pressure  determinations,  roentgen 
examination  of  the  chest  and  of  the  gastrointes- 
tinal tract,  and  electrocardiograms.  Each  pa- 
tient was  further  studied  by  members  of  the  social 
service  department  with  special  consideration  of 
the  family  and  housing  situation.  In  many  in- 
stances efforts  were  made  to  correct  inadequate 
housing  and  to  supplement  the  family  budget 
by  additional  allowances.  Careful  psychiatric 
evaluation  and  consultation  was  provided  to  the 
patients  and  to  family  members  who  were  often 
involved  in  a complex  home  or  family  situation. 
During  these  preliminary  studies,  the  patients 
visited  the  Clinic  at  intervals  of  one  to  two  weeks 
so  that  a uniform  type  of  treatment  and  a steady 
and  close  patient-doctor  relationship  was  estab- 
lished. All  had  been  given  high-calorie  diets  and 
intermittently  multivitamin  formulas,  liver  and 
vitamin  injections,  sedatives,  and  in  some  in- 
stances antibiotics  and  testosterone  for  pro- 
longed periods  of  time.  Changes  in  the  pa- 
tient’s general  condition  and  body  weight  were 
registered.  On  each  visit  to  the  Clinic  the  pa- 
tients were  interviewed  about  their  diet,  the 
medication,  and  possible  side-effects.  The  diet 
was  maintained  unchanged  throughout  the  con- 
trol period  and  during  the  Rauwolfia  treatment. 
Only  patients  who  showed  no  weight  increase  or 
who  continued  to  lose  weight  during  the  control 
period  were  then  selected  for  the  Rauwolfia 
treatment. 

Medication. — Two  varieties  of  Rauwolfia 
were  administered:  the  whole  root  of  Rauwolfia 


serpentina  and  the  alkaloid  reserpine.  After 
periods  of  treatment  ranging  from  four  to 
twenty-four  weeks,  the  drug  was  discontinued, 
and  usually  a placebo  was  substituted  for  a 
period  of  eight  to  ten  w'eeks.  Administration  of 
Rauwolfia  or  reserpine  was  then  resumed.  In  35 
cases  the  same  variety  of  the  drug  was  given; 
in  the  other  seven  patients,  courses  of  the  whole 
drug  were  alternated  with  reserpine.  The  dose 
used  was  100  mg.  of  Rauwolfia  twice  daily  or 
0.25  mg.  of  reserpine  three  times  daily.  During 
the  first  course  of  Rauwolfia  therapy  no  other 
medication  was  used.  Thereafter,  vitamin  sup- 
plements were  usually  given  in  the  same  form  and 
quantity  as  during  the  control  period. 

Results 

Of  the  42  patients  treated  with  Rauwolfia 
preparations  35  gained  weight  during  the  period 
of  treatment.  Of  these  27  were  women  and  eight 
were  men,  the  ages  of  the  group  ranging  from 
sixteen  to  seventy-two  years.  The  duration  of 
the  drug  therapy  extended  from  four  to  forty 
weeks  (average  15.6  weeks).  During  that 
time  the  total  gain  in  weight  ranged  from  2.5 
to  20  pounds  (average  6.6  pounds).  The 
weekfy  gain  of  weight  in  this  group  was  0.2  to  1.1 
pound  (average  0.438  pound).  • 

Among  these  35  patients  19  received  only 
Rauwolfia,  nine  reserpine  only,  and  seven 
received  separate  courses  of  both  drugs.  Under 
26  courses  of  Rauwolfia  alone  the  average  gain 
per  week  was  0.38  pound,  and  under  16  courses  of 
reserpine  the  average  gain  per  week  was  0.46 
pound.  If  these  values  are  directly  compared,  a 
better  gain  by  24  per  cent  was  obtained  when 
reserpine  was  administered.  It  is  noteworthy, 
moreover,  that  reserpine  was  given  in  seven 
cases  after  the  patient  had  already  gained  weight 
while  on  Rauwolfia.  These  seven  individuals, 
therefore,  could  not  show  the  same  steep  climb 
in  weight  which  was  to  be  sometimes  observed 
when  reserpine  was  given  to  patients  not  pre- 
viously treated  by  Rauwolfia. 

Thirteen  of  the  successful  cases  showed  an 
especially  rapid  and  marked  increase  of  weight, 
reaching  6 to  20  pounds.  Three  of  these  re- 
ceived reserpine,  three  received  the  whole  root, 
and  five  first  received  Rauwolfia  whole  root  and 
then  reserpine. 

Parallel  with  the  increased  body  weight  there 
was  an  improvement  in  the  patients’  general 
condition.  They  felt  stronger,  had  more  appe- 
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TABLE  I. — Patients  with  Malnutrition  Syndrome  Treated  with  Rauwolfia  and  Reserpine 


Case 

Number 

Sex 

Age 

Initial 

Weight 

(Pounds) 

Rau- 

wolfia 

Reser- 

pine 

Weeks 

Treated 

Weight 

Gain 

(Pounds) 

Weight 

Gain 

Weekly 

(Pounds) 

Additional  Disease 

1. 

F 

59 

73 

+ 

20 

14 

0.70 

2. 

F 

58 

831/2 

+ 

+ 

40 

10 

0.25 

Osteoarthritis 

3. 

F 

56 

102 

+ 

+ 

20 

7 

0.35 

Leukoplakia;  inactive  tuber- 

culosis 

4. 

F 

62 

951/2 

+ 

24 

5 

0.20 

Neurosis 

5. 

F 

34 

111 

+ 

8 

4 

0.50 

6. 

F 

73 

76 

+ 

+ 

32 

9 

0.28 

7. 

F 

40 

119 

+ 

6 

21/4 

0.37 

Partial  gastrectomy  for  ulcer 

8. 

M 

70 

100 

+ 

6 

21/2 

0.40 

9. 

F 

59 

119 

+ 

12 

9 

0.75 

Cancer  of  cervix  treated  by 

radiation,  asymptomatic 

10. 

F 

35 

IH1/2 

+ 

26 

8 

0.33 

Depressive  state 

11. 

F 

58 

109 

+ 

8 

3 

0.38 

Duodenal  ulcer 

12. 

F 

55 

IO91/2 

+ 

+ 

5‘/2 

0.25 

Hepatomegaly  of  unknown 

origin 

13. 

M 

70 

122 

+ 

13 

43/4 

0.36 

Cancer  of  prostate  or  benign 

prostate  hypertrophy 

14. 

F 

39 

100 

+ 

+ 

40 

17 

0.42 

Psychoneurosis 

15. 

F 

68 

113 

+ 

+ 

24 

6 

0.25 

16. 

F 

65 

941/2 

+ 

7 

7 

1.00 

17. 

F 

72 

75 

+ 

22 

8 

0.36 

Hypertension 

18. 

F 

51 

90 

+ 

6 

IV2 

0.25 

19. 

M 

66 

128 

+ 

10 

6 

0.60 

Osteoarthritis 

20. 

F 

41 

122 

+ 

8 

3 

0.38 

Asthma;  inactive  tubercu- 

losis 

21. 

F 

62 

IO91/2 

+ 

8 

4 

0.50 

Osteoarthritis 

22. 

F 

41 

98 

+ 

12 

21/2 

0.20 

23. 

F 

40 

1071/2 

+ 

6 

2 

0.32 

Neurosis 

24. 

F 

38 

971/2 

+ 

28 

19 

0.60 

Osteoarthritis 

25. 

M 

68 

1031/2 

+ 

5 

2 

0.40 

26. 

M 

16 

104 

+ 

7 

4 

0.56 

27. 

F 

30 

97 

+ 

+ 

32 

17 

0.53 

Old  lues 

28. 

F 

65 

871/2 

+ 

24 

8 

0.33 

29. 

F 

60 

104 

+ 

8 

4 

0.50 

Subtotal  gastrectomy  for 

lymphosarcoma  ten  years 

ago 

30. 

F 

69 

891/2 

+ 

8 

21/2 

0.44 

Osteoarthritis 

31. 

M 

60 

116 

+ 

12 

4 

0.35 

Sarcoma  of  the  cervical  spine, 

removed 

32. 

F 

23 

IIO1/2 

+ 

5 

21/2 

0.50 

33. 

M 

20 

150 

+ 

8 

6 

0.39 

34. 

M 

40 

107 

+ 

21 

20 

1.05 

Lateral  sclerosis 

35. 

F 

50 

101 

+ 

8 

21/2 

0.31 

TABLE  II. — Patients  Treated  with  Rauwolfia  or  Reserpine  without  Gain  of  Weight 


Initial  Medication  Weight 


Case 

Number 

Sex 

Age 

Weight 

(Pounds) 

Rau- 

wolfia 

Reser- 

pine 

Weeks 

Treated 

Loss 

(Pounds) 

Additional  Disease 

36. 

F 

40 

121 

+ 

8 

Epilepsy 

37. 

M 

66 

122 

+ 

6 

31/2' 

Carcinoma  of  the  pharynx 
treated  by  radiation 

38. 

F 

84 

105 

+ 

8 

3V2 

Hypertension;  anxiety 

neurosis 

39. 

F 

19 

96'A 

+ 

6 

1 

Bronchiectasis;  asthma 

40. 

F 

52 

108 

+ 

8 

Osteoarthritis 

41. 

F 

70 

117 

+ 

12 

8 

Psychoneurosis 

42. 

F 

68 

112 

+ 

6 

Osteoarthritis 

Myxedema 

tite  than  before,  and  consumed  larger  quantities 
of  food.  A decided  improvement  was  noted  in 
their  mental  attitude.  Patients  who  were  de- 
pressed, morose,  and  tense  prior  to  Rauwolfia 
therapy  showed  after  two  to  three  weeks  increased 
interest  in  their  surroundings,  improved  relation- 
ships with  other  members  of  their  families,  and 
desire  to  work.  Some  of  them  reported  improve- 


ment of  certain  obsessive  features  like  nailbiting 
or  doodling.  The  improved  mental  attitude  re- 
sulted in  better  relations  with  neighbors  and  led 
some  of  the  patients  to  resume  activities  and 
hobbies  which  they  had  neglected  for  many  years. 
For  example,  one  of  the  patients  took  up  piano 
playing  and  singing  and  another  resumed  her 
interest  in  literature  and  began  writing  short 
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TABLE  III. — Patients  (26)  Treated  with  Rauwolfia 
Only* 


Case 

Number 

Sex 

Duration 

of 

Treatment 
Age  (Weeks) 

Weight 

Gain 

(Pounds) 

Gain 

Per 

Week 

1. 

F 

59 

20 

14 

0.7 

2. 

F 

58 

28 

7 

0.25 

3. 

F 

56 

8 

4 

0.5 

4. 

F 

62 

24 

5 

0.2 

6. 

F 

73 

12 

3 

0.25 

7. 

F 

40 

6 

2.25 

0.37 

9. 

F 

59 

12 

9 

0.75 

10. 

F 

35 

26 

8 

0.30 

11. 

F 

58 

8 

3 

0.38 

12. 

F 

55 

6 

1.5 

0.25 

13. 

M 

70 

13 

4.75 

0.36 

14. 

F 

39 

20 

5 

0.25 

15. 

F 

68 

12 

3 

0.25 

17. 

F 

72 

22 

8 

0.36 

18. 

F 

51 

6 

1.5 

0.25 

20. 

F 

41 

8 

3 

0.38 

21. 

F 

62 

8 

4 

0.5 

22. 

F 

41 

12 

2.5 

0.2 

26. 

M 

16 

7 

4 

0.56 

27. 

F 

30 

26 

15 

0.57 

28. 

F 

65 

24 

8 

0.33 

29. 

F 

60 

8 

4 

0.5 

30. 

F 

69 

8 

2.5 

0.31 

31. 

M 

60 

12 

4 

0.33 

32. 

F 

23 

5 

2.5 

0.5 

35. 

F 

50 

8 

2.5 

0.31 

* Average  weight 
duration:  thirteen 

pounds. 

gain:  0.38  pound 
weeks.  Average 

per  week.  Average 
gain  per  patient:  5 

TABLE  IV. — Patients 

(16)  Treated  with 
Only* 

Reserpine 

Case 

Number 

Sex 

Age 

Duration 
of  Weight  per 
Treatment  Gain 
(Weeks)  (Pounds) 

Gain 

Week 

(Pounds) 

2. 

F 

58 

12 

3 

0.25 

3. 

F 

56 

12 

3 

0.25 

5. 

F 

34 

8 

4 

0.5 

6. 

F 

73 

20 

6 

0.3 

8. 

M 

70 

6 

2.4 

0.4 

12. 

F 

55 

16 

4 

0.25 

14.  . 

F 

39 

20 

11 

0.56 

15. 

F 

68 

12 

3 

0.25 

16. 

F 

65 

7 

7 

1.00 

19. 

M 

66 

10 

6 

0.6 

23. 

F 

40 

6 

2 

0.32 

24. 

F 

38 

28 

19 

0.6 

25. 

M 

68 

5 

2 

0.4 

27. 

F 

30 

6 

2 

0.33 

33. 

M 

20 

8 

6 

0.39 

34. 

M 

40 

20 

21 

1.00 

* Average  weight  gain:  0.46  pound  per  week.  Average 
gain  per  patient:  6.3  pounds.  Average  duration:  twelve 

weeks . 


stories. 

Seven  of  the  42  patients  on  Rauwolfia  prepa- 
rations were  failures,  that  is,  they  did  not  gain 
weight  during  the  treatment  or  even  continued 
to  lose  weight.  Three  of  these  seven  patients 
remained  stationary  in  weight,  and  four  lost  from 
1 to  8 pounds  during  the  treatment  period  of  six 
to  twelve  weeks.  The  majority  of  the  failures 
did  not  cooperate  adequately,  principally  because 


j.v. 


Fig.  1.  Effects  of  treatment  on  patient  J.  V.  (Cas( 
number  34). 

they  showed  a mental  reservation  toward  the 
Rauwolfia  or  any  other  medication.  Six  of  the 
seven  failures  were  females  (nineteen  to  seventy- 
years  old),  and  one  was  a male  (sixty-six  yean 
old).  The  male  patient  had  carcinoma  of  the 
larynx  treated  by  radiation.  The  females  had 
osteoarthritis,  hypertension,  bronchiectasis,  and 
psychoneurosis  as  complicating  diseases.  Tables 
1 and  II  represent  a survey  of  all  cases.  Table 
III  represents  those  treated  with  Rauwolfia  only, 
and  Table  IV  represents  those  treated  with 
reserpine  only. 

Side-Effects 

Very  few  side-effects  were  observed  during 
Rauwolfia  therapy  in  this  group  of  patients.; 
In  certain  instances  the  function  of  the  bowels 
was  stimulated,  but  this  was  considered  by  many 
of  our  patients  as  a desirable  side-effect.  It  is 
of  interest  that  stuffiness  of  the  nose,  which  is 
often  observed  in  patients  treated  with  Rauwolfia 
for  hypertension,  was  not  observed  in  our  patients 
treated  with  Rauwolfia  for  the  malnutrition 
syndrome.  In  this  connection  it  may  be  noted 
that  only  two  of  this  group  of  patients  with 
malnutrition  syndrome  had  an  elevated  blood 
pressure  (180/120  and  200/100  mm.  Hg), 
whereas  the  others  had  blood  pressure  rather 
lower  than  normal.  No  additional  lowering  of i 
the  blood  pressure  was  observed  under  the  effect; 
of  Rauwolfia.  No  changes  in  the  skin  or  in  the, 
blood  count  were  noted. 

After  discontinuation  of  Rauwolfia  therapy 
there  was  usually  an  arrest  of  the  weight  gain  or 
a loss  in  weight.  In  many  patients  an  appre- 
ciable increase  of  weight  was  maintained  for  many 
months  up  to  a year  after  discontinuation  of 
Rauwolfia.  It  may  be  stated  that  most  of  the 
patients  treated  with  Rauwolfia  derived  some 
permanent  benefits  from  this  form  of  therapy. 
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J.P 


1952  1953  1954  1955 

itfFiG.  2.  Effects  of  treatment  on  patient  J.  P.  (Case 
number  24). 

, Figures  1 to  3 present  graphic  illustrations  of 
jthe  prolonged  control  period  and  of  the  results  of 
Ithe  Rauwolfia  therapy  in  these  patients.  J.  V. 
was  a forty-year-old  man  who  was  referred  from 
the  neurologic  clinic  with  the  diagnosis  of  lateral 
sclerosis.  Following  the  disease  there  was  a 
drop  of  weight,  anorexia,  and  general  weakness. 
During  the  years  1952  to  1954  his  weight  ranged 
between  108  and  112y2  pounds.  There  was  no 
(response  to  the  customary  high-calorie  diet  sup- 
ported by  vitamins  and  sedatives.  In  January, 
; 1955,  reserpine  medication  was  instituted  using 
0.25  mg.  three  times  daily.  During  the  first 
three  and  one-half  months  of  the  treatment  there 
was  a gain  of  weight  from  107  to  121  pounds 
(14  pounds).  After  discontinuation  of  the 
j therapy  the  weight  went  down  to  115  pounds 
within  six  weeks  and  returned  to  a level  of 
121  pounds  after  resumption  of  therapy. 

J.  P.  (Fig.  2)  was  a thirty-nine-year-old  woman 
I referred  to  the  nutrition  clinic  from  the  arthritis 
clinic  with  the  diagnosis  of  rheumatoid  arthritis 
jand  anemia.  During  the  three  years  prior  to 
I the  Rauwolfia  treatment  the  patient  received  a 
i high-calorie  diet  with  supplements  of  vitamins 
jand  sedatives,  but  her  weight  continued  to  go 
(down  and  in  1953  reached  a low  point  of  94 
pounds.  In  1954,  immediately  before  the  start 
j of  the  Rauwolfia  therapy,  her  weight  was  99 
pounds.  In  January,  1955,  she  received  0.25 
Jmg.  of  reserpine  three  times  daily.  In  eight 
(months  her  weight  went  up  to  117  pounds  and 
then  remained  approximately  on  the  same  level 
after  discontinuation  of  therapy. 

F.  R.  (Fig.  3)  was  a thirty-one-year-old  woman 
referred  to  the  nutrition  clinic  in  1952  with  the 
diagnosis  of  old  lues  and  malnutrition.  Her 
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1952  1953  1954  1955 

Fig.  3 Effects  of  treatment  on  patient  F.  R.  (Case 
number  27). 

initial  weight  was  92  y2  pounds.  In  1952  she 
went  through  two  courses  of  penicillin  injections. 
During  the  first  course  in  March  and  April, 
1952,  her  weight  went  up  from  92  to  98  pounds 
and  then  went  down  again  to  94  pounds.  During 
the  second  course  in  October  to  November, 
1952,  it  rose  again  to  98  V2  pounds.  In  the  begin- 
ning of  1953  her  weight  went  up  to  IOOV2 
pounds,  and  then,  after  a hernia  operation  in 
February,  1953,  her  weight  steadily  went  down 
to  97  pounds  in  spite  of  intermittent  treatments 
with  sedatives,  Lipomul,  liver,  and  testosterone 
injections.  Since  January,  1954,  she  was  treated 
intermittently  with  Raudixin,  100  mg.  twice 
daily.  During  the  first  course,  which  lasted 
fifteen  weeks  from  January  through  April,  the 
patient  gained  9V2  pounds.  Raudixin  was  then 
discontinued  for  two  and  one-half  months,  and 
during  this  period  there  was  a loss  of  weight  of 
1 pound.  Raudixin  therapy  was  resumed  in 
July  for  a period  of  five  weeks,  and  during  this 
time  the  patient  gained  4 pounds.  After  dis- 
continuation from  August  to  November  there 
was  no  loss  of  weight.  Raudixin  was  resumed  in 
November  for  a period  of  six  weeks,  and  this 
time  the  patient  gained  only  iy2  pounds.  All 
in  all,  the  patient  had  during  1954  twenty-six 
weeks  of  treatment,  in  the  duration  of  which 
she  gained  15  pounds.  For  twenty-six  weeks 
there  was  no  treatment  and  no  appreciable  loss 
of  weight.  In  1955  the  patient  had  a six  weeks’ 
course  of  reserpine  during  which  she  gained  2 
pounds. 

Comment 

The  treatment  of  underweight  patients  often 
represents  an  important  responsibility  and  a 
frustrating  task  for  the  physician.  Rauwolfia 
and  reserpine  may  be  a substantial  help  in  com- 
bating the  usual  difficulties.  Our  material 
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suggests  that  the  effect  is  due  to  an  improve- 
ment of  the  emotional  adjustment,  to  a relief  of 
the  usual  anxiety,  and  also  to  a tranquilizing 
effect  on  the  psychomotor  agitation  and  jittery- 
ness  of  the  patient.  Usually  there  is  also  an 
increase  in  appetite.  As  these  results  were  not 
obtained  with  barbiturates  alone,  there  is 
reason  to  assume  that  the  mechanism  of  sedation 
by  Rauwolfia  works  through  different  channels 
than  those  of  the  usual  sedative  drugs. 

Summary 

1.  Since  February,  1954,  a group  of  42 
patients  with  persistent  malnutrition  has  been 
treated  with  derivatives  of  Rauwolfia  serpentina. 

2.  These  patients  were  previously  treated 
with  sedatives,  hormones,  vitamins,  including 
vitamin  Bi2,  liver  injections,  and  increased  food 
allowances,  mostly  without  appreciable  results. 

3.  Of  the  42  patients  35  showed  a definite 
improvement  of  their  nutritional  status.  At 
discontinuation  of  the  treatment  there  was  some 
loss  of  weight,  but  part  of  the  initial  weight  was 
retained. 

4.  The  average  weight  gain  under  26  courses 


of  treatment  with  Rauwolfia  was  0.38  pound 
per  week.  Under  16  courses  of  treatment  with 
reserpine  the  average  weight  gain  was  0.46 
pound  per  week.  If  these  results  can  be  directly 
compared,  it  appeared  that  reserpine  was  some- 
what more  effective  than  the  whole  Rauwolfia 
root  in  inducing  a gain  in  weight. 


The  author  would  like  to  express  his  thanks  to  Dr.  D. 
Adlersberg  for  his  valuable  help  in  the  preparation  of  this 
paper. 


References 

1.  Cuthbertson,  W.  E.  J. : Brit.  J.  Nutrition  6:  330 
(1952). 

2.  Braude,  B.,  and  Mitchell,  K.  G.:  ibid.  6:  398  (1952). 

3.  Becker,  D.  E.:  Antibiotics  2:  57  (1952). 

4.  Russof,  L.  L.,  and  Hyde,  C.  E.:  Nutritional  Rev. 
11 : 208  (1953). 

5.  Wetzel,  N.  C.:  Science  110:  651  (1949). 

6.  Chow,  B.  F.:  J.  Nutrition  43:  323  (1951). 

7.  Benjamin,  B.,  and  Pirrie,  G.  D.:  Lancet  1:  264 
(1952). 

8.  Wilkins,  R.  W.,  and  Judson,  W.  E.:  New  England  J. 
Med.  248:  48  (1953). 

9.  Watschinger,  B. : Wein.  Ztschr.  inn.  Med.  34:  273 
(1953). 

• 10.  Hughes,  W.,  Dennis,  E.,  McConn,  R.,  Ford,  R.,  and 
Moyer,  J.  H.:  Am.  J.  M.  Sc.  228:  21  (1954). 

11.  Livesay,  W.  R.,  Moyer,  J.  H.,  and  Miller,  I.: 
J.A.M.A.  155:  1027  (1954). 

12.  Genest,  J.,  Adamkiewicz,  L.,  Rotillard,  R.,  and 
Tremblay,  G.:  Union  m6d.  Canada  83:  915  (1954). 


152nd  Annual  Meeting 

Tftedicat  Society  t&c  State  'Hcta  'tyonA 

May  12  to  16,  1958 

Hotel  Statler  New  York  City 


510 


New  York  State  J.  Med. 


Fever  in  Myocardial  Infarction 

HERMAN  TARNOWER,  M.D.,  SCARSDALE,  DAVID  F.  RYAN,  M.D.,*  KATONAH,  NEW  YORK. 
FRANCIS  T.  ROGLIANO,  M.D.,  MOUNT  VERNON,  NEW  YORK,  AND  CHARLES  A. 
BERTRAND,  M.D.,  WHITE  PLAINS,  NEW  YORK 

( From  the  Cardiac  Clinic  and  Division  of  Internal  Medicine , Grasslands  County  Hospital , Valhalla , 

New  York ) 


As  plutarch  remarked  some  nineteen  cen- 
turies ago,  “Medicine,  to  produce  health, 
must  examine  disease. . ” The  purpose  of 
this  presentation  is  to  examine  one  of  the  overt 
manifestations  of  acute  myocardial  infarction — 
fever. 

While  fever  is  a well-known  feature  of  myo- 
cardial infarction,  the  value  to  be  realized  from 
careful  observation  of  rectal  temperatures  in  this 
condition  may  not  be  fully  appreciated.  There- 
fore, an  analysis  of  this  simple  bedside  aid  is 
reported  in  a series  of  proved  cases  of  acute 
myocardial  infarction. 

Although  a variety  of  laboratory  studies,  such 
as  blood  counts,1  sedimentation  rates,2*3  and 
more  recently,  transaminase  levels,4  have  been 
employed  extensively  as  a diagnostic  aid  in  this 
condition,  the  value  of  the  temperature  response 
often  is  overlooked. 

The  electrocardiogram  generally  is  recog- 
nized as  the  most  precise  means  at  our  dis- 
posal for  confirming  the  clinical  diagnosis  of 
I acute  myocardial  infarction.  Unfortunately, 
it,  too,  may  be  found  wanting  in  this  condition. 
The  presence  of  antecedent  myocardial  dam- 
age, bundle  branch  block,  ventricular  hyper- 
trophy, digitalis  effect,  or  arrhythmias  may 
so  mask  the  electrocardiogram  as  to  render  such 
a diagnosis  untenable.  Furthermore,  the  char- 
acteristic electrocardiographic  features  may  not 
appear  for  many  days  after  the  acute  episode. 
In  cases  such  as  these,  analysis  or  simple  ob- 
servation of  the  temperature  response  is  indicated 
and  may  be  of  practical  value  to  the  physician. 

The  purpose  of  this  study  is  to  analyze  the 
temperature  response  in  100  proved  cases  of 
acute  myocardial  infarction  in  order  to  determine 
its  value. 

It  has  been  found  that  the  presence  of  certain 
distinctive  features  is  of  considerable  aid  in  the 
diagnosis  of  acute  myocardial  infarction. 

* Deceased. 


Number 
of  Cases 


Latent  Period  in  Hours 

Fig.  1.  Illustrates  the  febrile  latent  period  in  100 
consecutive  cases  of  acute  myocardial  infarction.  It 
varies  from  eight  to  seventy-two  hours  and  usually  is 
between  twelve  and  thirty-six  hours. 

Methods 

One  hundred  consecutive  cases  of  myocardial 
infarction  were  analyzed  with  particular  refer- 
ence to  fever.  A complete  history  and  physical 
examination  were  performed  on  each  patient. 
In  addition,  routine  laboratory  studies,  including 
urinalysis,  complete  blood  counts,  and  sedimen- 
tation rates  were  done.  Initial  electrocardio- 
grams were  completed  in  all,  and  serial  electro- 
cardiograms were  taken  in  surviving  patients. 
The  criteria  employed  for  the  diagnosis  of  acute 
myocardial  infarction  were  characteristic  electro- 
cardiographic features,  autopsy  confirmation,  or 
both. 

In  all  cases  the  temperatures  recorded  were 
rectal.  The  upper  normal  limit  by  this  method 
was  considered  to  be  100  F.  The  temperatures 
recorded  then  were  analyzed  according  to  the 
time  interval  between  the  onset  of  the  attack 
and  the  elevation  of  fever,  which  was  designated 
the  latent  period,  the  duration  of  fever,  the  peak 
temperature,  and  the  day  in  which  the  peak 
temperature  occurred. 
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Number 
of  Cases 


Fig.  2.  Shows  the  duration  of  fever  in  patients  with 
acute  myocardial  infarction. 


Results 

Of  the  100  patients,  92  had  an  elevation  of 
temperature,  and  eight  were  afebrile.  Of  the 
eight  afebrile  patients,  two  were  in  shock  on 
admission  and  died  within  twenty-four  hours. 
The  remaining  six  had  mild,  uneventful  courses, 
and  in  all,  the  electrocardiograms  returned  to 
normal  within  thirty  days. 

It  was  not  possible  to  determine  accurately 
the  latent  period  in  20  of  the  92  febrile  patients. 
In  some  it  was  not  possible  to  determine  the 
precise  onset  of  the  attack,  while  in  others  fever 
was  present  on  admission. 

The  latent  period  varied  from  eight  to  seventy- 
two  hours  in  the  remaining  72  febrile  patients. 
Usually  the  latent  period  was  from  twelve  to 
thirty-six  hours  (Fig.  1).  In  only  three  patients 
was  the  latent  period  greater  than  forty-eight 
hours. 

The  duration  of  fever  was  analyzed  in  88 
cases,  since  eight  patients  were  afebrile,  and  the 
duration  of  fever  was  unknown  in  four.  The 
duration  rarely  exceeded  nine  days  (only  two 
patients  in  this  series,  both  just  above  100  F.)  and 
in  the  great  majority  was  less  than  one  week 
(Fig.  2).  In  49  per  cent  of  the  entire  group  the 
fever  persisted  for  three  days  or  less.  Compli- 
cations almost  invariably  were  present  when  the 
temperature  elevation  persisted  for  more  than 
nine  days. 

Because  of  the  variable  latent  period,  the  day 
of  peak  temperature  was  calculated  from  the 
onset  of  the  febrile  period.  The  day  of  highest, 
or  peak,  temperature  always  occurred  within  the 


Height  of 
Temperature 


Fig.  3.  Illustrates  peak  temperature.  Both  the 
day  in  which  the  peak  temperature  occurred  and  the 
level  reached  are  represented. 


first  four  days  and  usually  within  the  first  two 
days  of  the  onset  of  fever  (Fig.  3).  The  range 
of  peak  temperature  generally  was  between  100 
and  103  F.  It  is  interesting  that  of  five  patients 
whose  peak  temperatures  occurred  on  the  fourth 
day  after  the  onset  of  fever,  four  died.  In 
addition,  60  per  cent  of  patients  whose  peak 
temperature  rose  above  103  F.  died. 

In  the  diagnosis  of  acute  myocardial  infarction 
a careful  history,  observation  of  the  course  of 
the  temperature,  and  electrocardiographic  anal- 
ysis are  most  helpful.  However,  there  are  times 
when  for  various  reasons  the  electrocardiogram 
is  of  no  diagnostic  value.  Frequently  in  such 
cases,  analysis  of  the  temperature  curve  is  of 
great  assistance  to  the  clinician.-  To  illustrate 
this  point,  one  case  is  presented  in  greater  detail. 

Case  Report 

A sixty-two-year-old  white  male  was  admitted  to 
the  hospital  on  Januarj^  16,  1948,  because  of  acute 
dyspnea,  cough,  and  a mild,  nonradiating  pre- 
cordial ache.  There  had  been  a previous  similar 
episode  in  1941,  and  he  had  received  digitalis  since 
that  time.  On  admission  the  blood  pressure  was 
180/120  mm.  Hg,  the  pulse  120,  and  bilateral  basal 
rales  were  present.  The  heart  was  moderately  en- 
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Fig.  4.  First  admission  of  patient.  The  typical 
temperature  curve  is  shown.  The  electrocardiogram 
shows  inverted  Ti,  Ta,  T3,  and  TVs  with  corresponding 
ST  segment  depression  consistent  with  digitalis  effect. 

larged  but  otherwise  unremarkable.  He  was  given 
morphine  with  prompt  relief  of  pain.  The  tem- 
perature curve  (Fig.  4)  showed  a latent  period  of 
twenty  hours,  the  peak  temperature  occurred  on  the 
second  hospital  day  and  was  101.2  F.,  and  the  du- 
ration of  fever  was  twenty-four  hours.  The  electro- 
cardiogram was  abnormal  but  in  no  w'ay  diagnostic 
of  acute  myocardial  infarction.  It  was  interpreted 
as  showing  digitalis  effect  and  possibly  myocardial 
damage.  Several  electrocardiograms  taken  during 
the  ensuing  two  weeks  showed  no  change.  He  was 
discharged  at  the  end  of  three  weeks  with  a diagno- 
sis of  coronary  insufficiency. 

On  March  5,  1948,  he  was  readmitted  with  severe 
precordial  pain  and  dyspnea.  Physical  examination 
was  unchanged  from  previous  admission.  The 
temperature  curve  (Fig.  5)  was  typical  of  myocardial 
infarction.  The  latent  period  was  sixteen  hours,  the 
peak  temperature  of  101.6  F.  occurred  on  the  third 
hospital  day,  and  the  temperature  elevation  persisted 
for  four  days.  On  this  admission  the  electrocardio- 
gram showed  left  bundle  branch  block  and  did  not 
change  during  the  following  twenty  days. 

He  died  on  March  25,  1948,  twenty  days  after 
the  final  admission.  Autopsy  examination  revealed 
an  old  scar  on  the  anterior  surface  of  the  left 
ventricle — probably  the  result  of  the  episode  in  1941. 
The  right  coronary  artery  was  occluded,  and  recent 
connective  tissue  replacement  was  found  in  the  in- 
terventricular septum — thought  to  be  the  result  of 
the  attack  two  months  before  death.  In  addition, 
the  circumflex  branch  of  the  left  coronary  artery 
contained  a thrombus,  and  a recent  infarct  was  found 
on  the  posterior  aspect  of  the  left  ventricle,  corre- 
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Fig.  5.  Patient’s  second  admission.  The  tempera- 
ture curve  is  characteristic  of  myocardial  infarction. 
The  electrocardiogram  shows  left  bundle  branch  block. 
See  text  for  discussion  of  anatomic  findings. 

sponding  to  the  episode  that  had  occurred  twenty 
days  before  death. 

Remarks. — In  this  case,  previous  myocardial 
damage,  digitalis  effect,  and  later,  left  bundle 
branch  block  so  obscured  the  electrocardiogram  as 
to  render  the  diagnosis  of  acute  myocardial  infarc- 
tion impossible.  The  temperature  curves,  on  the 
other  hand,  were  more  revealing  and  of  correspond- 
ingly greater  value  than  the  electrocardiogram  in 
supporting  the  diagnosis  of  myocardial  infarction. 

In  several  other  cases  electrocardiographic  changes 
did  not  appear  until  two  weeks  after  the  acute 
episode.  In  these  cases  the  history  and  charac- 
teristic temperature  curve  changes  gave  one  the 
confidence  to  persevere  with  the  diagnosis  until 
typical  electrocardiographic  features  appeared. 

Comment 

That  oral  temperatures  are  considerably  less 
reliable  than  rectal  temperatures  is  well  recog- 
nized. The  ingestion  of  a particularly  hot  or 
cold  substance  prior  to  recording  an  oral  tem- 
perature may  cause  a considerable  artefact. 
If  the  thermometer  remains  in  the  patient’s 
mouth  for  an  insufficient  period  of  time,  or  if  the 
patient  talks  during  the  procedure,  falsely  low 
temperatures  may  be  recorded.  The  cardiac 
patient,  often  dyspneic  and  breathing  with  an 
open  mouth,  may  inadvertently  have  a falsely 
low  temperature  recorded.  Indeed,  at  the  outset 
of  this  study  simultaneous  oral  and  rectal  tem- 
peratures were  recorded  in  several  patients  with 
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acute  myocardial  infarction  in  whom  oral  tem- 
peratures were  found  to  be  from  3 to  4 degrees 
below  corresponding  rectal  temperatures.  This 
has  been  commented  on  previously  by  other 
authors.5  Hence,  rectal  temperatures  were  re- 
corded for  all  of  the  patients  in  this  study. 

The  temperature  curve  in  patients  with  acute 
myocardial  infarction  is  characterized  by  a 
latent  period  of  from  twelve  to  thirty-six  hours 
and  a duration  of  temperature  elevation  of  from 
two  to  seven  days.  The  peak  temperature  vir- 
tually always  occurs  within  four  days  of  the  onset 
of  fever  and  usually  is  less  than  103  F.  Excessive 
elevation  of  peak  temperature  (above  103  F.) 
and  possibly  the  late  occurrence  of  peak  tem- 
perature apparently  are  ominous  prognostic 
signs.  Recognition  of  these  features  may  be  of 
value  to  the  clinician  when,  for  one  reason  or 
another,  the  electrocardiogram  is  of  no  aid  in  the 
diagnosis  of  acute  myocardial  infarction. 

These  clinical  observations  coincide  well  with 
the  anatomic  observations  of  Mallory,  White, 
and  Salcedo-Salgar.6  These  authors  were  unable 
to  find  microscopic  evidence  of  myocardial 
necrosis  in  individuals  who  survived  less  than 
six  hours  after  the  onset  of  coronary  thrombosis. 
This  corresponds  well  to  the  minimum  febrile 
latent  period  of  eight  hours.  In  their  study 
myocardial  necrosis  was  most  marked  from  the 
second  to  fourth  day  after  the  onset  of  the  attack, 
the  time  during  which  the  temperature  elevation 
is  highest. 

Of  the  eight  afebrile  patients,  two  were  ad- 
mitted in  shock  and  died  within  twenty-four 
hours;  the  remaining  six  had  uniformly  benign 
recoveries,  and  in  all,  the  electrocardiograms 
reverted  to  normal  within  thirty  days.  Whether 


these  patients  had  small  infarcts  or  had  acute 
coronary  insufficiency  without  true  myocardial 
necrosis  remains  a matter  of  conjecture. 

Summary  and  Conclusions 

1.  Ninety-two  per  cent  of  100  consecutive 
cases  of  acute  myocardial  infarction  had  fever. 

2.  The  fever  of  myocardial  infarction  is 
characterized  by  a latent  period  of  from  eight  to 
seventy-two  hours,  usually  from  twelve  to  thirty- 
six  hours.  The  duration  of  fever  is  virtually  al- 
ways less  than  one  week  and  in  one-half  the  cases 
is  three  days  or  less.  The  peak  temperature 
response  occurs  during  the  first  four  days  of 
fever,  and  an  excessive  peak  temperature  (over 
103  F.)  may  be  a prognostically  poor  sign. 

3.  The  latent  period,  duration,  and  peak 
temperature  response  coincide  well  with  micro- 
scopic evidence  of  myocardial  necrosis  following 
acute  coronary  thrombosis. 

4.  In  cases  of  acute  myocardial  infarction  in 
which  electrocardiographic  features  are  lacking 
or  atypical,  analysis  of  the  temperature  curve 
may  be  of  practical  value  in  making  a more  accu- 
rate diagnosis. 

References 

1.  Shillito,  F.  H.,  Chamberlain,  F.  L.,  and  Levy,  R.  L.: 
J.A.M.A.  118:  779  (Mar.  7)  1942. 

2.  Riseman,  J.  E.  F.,  and  Brown,  M.  G.:  Am.  J.  M.  Sc. 
194:  392  (1937). 

3.  Shookhoff,  C.,  Douglas,  A.  H.,  and  Rabinowitz,  M.  A.: 
Ann.  Int.  Med.  9:  1101  (1936). 

4.  La  Due,  J.  S.,  and  Wroblewski,  F.:  Circulation  11: 
871  (1955). 

5.  Levine,  S.  A.:  Clinical  Heart  Disease,  3rd  ed.,  Phila- 
delphia, W.  B.  Saunders  Company,  1946. 

6.  Mallory,  G.  K.,  White,  P.  D.,  and  Salcedo-Salgar,  J. : 
Am.  Heart  J.  18:  647  (1939). 


Medical  Society  of  the  State  of  New  York 
152nd  Annual  Meeting — May  12  to  16,  1958 


514 


New  York  State  J.  Med. 
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GUENTHER  EMIL  WINKLER,  M.D.,  LONG  ISLAND  CITY,  NEW  YORK,  AND  HENRY  ROSNER,  M.D., 

BROOKLYN,  NEW  YORK 

( From  the  Department  of  Psychiatry , Kings  County  Hospital , and  the  State  University  of  New  York , 
Downstate  Medical  Center  at  New  York  City ) 


Geriatric  psychiatry  has  become  increas- 
ingly important  in  the  past  decade.  From 
1936  to  1951  the  admission  to  state  mental 
hospitals  of  persons  sixty-five  years  and  over  with 
diseases  associated  with  senility  increased  99.9 
per  cent.1  In  1900  one  out  of  every  25  living 
persons  was  over  the  age  of  sixty-five,  and  in 
1950  there  was  one  in  13.2  In  1950  in  the 
United  States  26.6  per  cent  of  first  admissions  to 
state  and  county  hospitals  were  diagnosed  as 
suffering  from  senile  psychosis  or  psychosis  with 
cerebral  arteriosclerosis.3  The  criteria  for  com- 
mitment varies  from  state  to  state.  Kolb1 
clearly  presents  the  problem  of  wdiether  “delir- 
ious and  other  dying  persons,  feeble  persons  or 
nonpsychotic  old  persons,  are  being  sent  to  our 
mental  hospitals  because  there  is  no  other  place 
for  them  to  go.”  He  noted  that  on  the  European 
continent  the  handling  of  the  aged  has  been  more 
satisfactory  than  in  our  country.  Meerloo4 
referred  to  the  medieval  care  of  the  aged 
when  geriatric  communities  were  formed  within 
communities  in  the  Netherlands.  Ancient  mon- 
uments called  Hofjies,  courtyards  of  the  aged, 
are  still  present  in  some  cities.4  These  articles 
correctly  point  out  the  need  for  individual 
evaluation  of  the  aged  patient,  based  on  an 
attempt  to  understand  his  problems  instead  of 
focusing  only  on  the  question  of  relieving  the 
family’s  guilt  by  certification  of  the  patient  into 
a state  hospital. 

Aggressive  behavior  in  the  aged  person  suf- 
fering from  senile  brain  disease  or  cerebral 
arteriosclerosis  has  been  known  to  all  clinical 
psychiatrists.  Gitelson5  stated  in  relation  to 
cases  of  cerebral  arteriosclerosis  that  episodes 
of  violence  against  those  closest  to  the  patient 
occur.  Bleuler’s6  concept  of  presbyophrenia 
may  include  destructive  behavior  as  one  of  its 
signs.  Potter  and  Freiman7  discussed  the  as- 
saultive behavior  of  the  senile  in  some  detail. 
These  authors  call  attention  to  the  interaction 


of  social  and  personality  problems  with  the  ego 
impairment  caused  by  the  organic  brain  process 
and  the  vicious  circle  which  is  set  in  motion  by 
the  interplay  of  these  factors. 

Although  aggressive  behavior  in  the  aged  is  a 
well-known  symptomatic  manifestation,  little 
attention  has  been  paid  to  the  extreme  degree  of 
assaultiveness  which  leads  to  antisocial  actions 
and  to  conflicts  with  the  law.  The  authors 
reviewed  the  charts  of  patients  admitted  during 
a seven-year  period  from  January,  1950,  through 
December,  1956,  to  the  prison  services  of  Kings 
County  Hospital.  During  this  period  there  were 
327  admissions  in  all  age  groups,  who  were 
charged  with  felonious  assault,  manslaughter, 
homicide,  and  murder.  Eighteen  of  these 
327  patients  were  older  than  sixty,  including 
two  women.  The  authors  wish  to  empha- 
size the  fact  that  all  cases  of  simple  assault 
frequently  encountered  in  the  senile  material  of 
the  prison  ward  were  eliminated  from  the  stud}". 
In  addition  to  assaultive  actions  resulting  in  the 
death  of  the  victim,  only  such  cases  were  in- 
cluded which  indicated  that  a serious  attempt 
had  been  made  on  another  person’s  life  which 
might  have  resulted  in  the  victim’s  death. 

After  reviewing  the  case  material  the  authors 
will  discuss  the  statistical  data,  the  neuro- 
psychodynamic factors  of  this  behavior,  certain 
clinical  features  regarding  the  parkinsonian 
syndrome,  and  the  forensic  psychiatric  implica- 
tions and  will  make  some  suggestions  as  to  pre- 
vention by  psychotherapeutic  methods  and  as  to 
future  research  problems. 

Case  Material 

All  the  cases  reviewed  in  this  material  had  at 
least  two  detailed  psychiatric  examinations, 
and  the  diagnosis  and  disposition  were  agreed  on 
by  two  members  of  the  senior  psj^chiatric  staff 
of  the  hospital.  The  patients  were  referred  by 
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TABLE  I. — Male  Admissions  to  Prison  Service  of  Kings  County  Hospital  from  January,  1950,  to  December,  1956, 
Charged  with  Felonious  Assault,  Manslaughter,  or  Homicide 


Ten 

Twenty 

Thirty 

Forty 

Fifty 

Sixty 

Seventy 

to 

to 

to 

to 

to 

to 

to 

Diagnoses 

Twenty 

Thirty 

Forty 

Fifty 

Sixty 

Seventy 

Eighty 

Total 

Per  Cent 

Chronic  brain  syndrome  associated 
with  psychosis  in  the  aged 
Organic  brain  syndrome  associated 

3 

11 

5 

19 

6.70 

with  epilepsy,  syphilis,  or  trau- 
matic brain  injury 

6 

4 

6 

16 

5.69 

Character  and  behavior  disorders 

15 

52 

50 

28 

8 

4 

157 

56.00 

Psychoneurotic  depressive  reactions 

1 

3 

1 

5 

1.50 

Mental  deficiency 

7 

4 

4 

15 

5.00 

Schizophrenic  reactions 

6 

30 

17 

5 

2 

60 

20.00 

Involutional  melancholia 

8 

1 

9 

3.00 

Total 

281 

TABLE  II. — Female  Admissions  to  Prison  Service  of  Kings  County  Hospital  from  January,  1950,  to  December,  1956, 
Charged  with  Felonious  Assault,  Manslaughter,  and  Homicide 


Diagnoses 

Ten 

to 

Twenty 

Twenty 

to 

Thirty 

Thirty 

to 

Forty 

Forty 

to 

Fifty 

Fifty 

to 

Sixty 

Sixty 

to 

Seventy 

Total 

Per  Cent 

Chronic  brain  syndrome  and  psychosis 

2 

2 

4.7 

Character  and  behavior  disorders 

4 

6 

5 

1 

2 

18 

39.0 

Mental  deficiency 

3 

3 

6 

13.0 

Schizophrenia  reactions 

3 

5 

2 

1 

11 

26.0 

Involutional  melancholia 

4 

4 

9.0 

Psychoneurotic  depressive  reactions 

5 

10.0 

Total 

46 

the  court  for  determination  as  to  sanity  and  for 
recommendations  as  to  disposition.  The  diag- 
nosis was  confirmed  by  psychologic  tests  when- 
ever necessary.  Twenty-one  cases  were  diag- 
nosed as  chronic  brain  syndrome  associated  with 
cerebral  arteriosclerosis.  Of  the  327  patients 
16  men  and  two  women  admitted  past  the  age 
of  sixty  were  charged  with  either  felonious  assault, 
manslaughter,  homicide,  or  murder  (Tables  I 
and  II).  This  represented  5.6  per  cent  of  all 
such  male  admissions  and  4.8  per  cent  of  female 
admissions.  There  were  also  three  cases,  diag- 
nosed as  cerebral  arteriosclerosis,  between  the 
ages  of  fifty  and  sixty.  These  cases  closely 
resembled  those  in  the  senile  group.  There 
were  also  nine  cases  of  involutional  melancholia 
in  the  male  group,  which  were  very  similar  in 
symptomatology  and  behavior  to  the  group  of 
18i  Therefore,  approximately  10  per  cent  of  all 
admissions  for  severe  assaultive  crimes  were 
committed  by  people  over  the  age  of  fifty. 
Electroencephalograms  were  taken  in  some 
cases,  but  no  abnormal  tracings  could  be  re- 
corded. 

The  assaultive  actions,  which  often  led  to  the 
death  of  the  victim,  were  invariably  of  a severe 
degree.  For  example,  a sixty- two-year-old  man 
killed  his  landlord  with  his  fists.  A seventy- 
year-old  male  killed  his  roommate  with  a hammer. 


A sixty-five-year-old  male  with  parkinsonian 
signs  shot  his  wife,  motivated  by  the  belief  that 
she  would  not  help  him  in  the  bathroom.  A 
seventy-three-year-old  male  with  parkinsonism 
stabbed  his  wTife  because  she  would  not  give  him 
a cup  of  coffee.  The  oldest  patient,  an  eighty- 
two-year-old  woman,  killed  her  roommate  with 
a hammer  because  her  roommate  criticized  her 
for  her  visual  impairment  following  a cataract 
operation. 

The  typical  organic  brain  syndrome  charac- 
terized by  disorientation,  confusion,  memory 
defects,  and  high-grade  intellectual  deterioration 
was  encountered  only  in  nine  patients.  In  other 
cases  the  emotional  disturbances  were  in  the 
foreground  of  the  picture,  and  these  were  classi- 
fied as  depressed  and  paranoid  types  of  chronic 
brain  syndrome  associated  with  cerebral  arterio- 
sclerosis. Overlapping  of  the  symptoms  made 
strict  classification  difficult.  Two  cases  of 
arteriosclerotic  parkinsonism  were  observed. 
In  only  two  of  the  18  cases  over  sixty  years  of 
age  was  there  a history  of  previous  arrests. 
In  both  cases  the  arrests  took  place  for  minor 
offenses. 

Comment 

Statistical  Data. — During  a seven-year 
period  327  patients  charged  with  serious  assault- 
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ive  actions  were  admitted  to  the  prison  ward  of 
the  Kings  County  Hospital.  They  were  sent 
by  referrals  from  courts  of  three  metropolitan 
counties  (Kings,  Queens,  and  Richmond)  of 
Greater  New  York.  It  is  well  known  that  the 
crime  rate  is  very  high  in  these  districts,  partic- 
ularly with  regard  to  aggressive  actions.  The 
psychiatric  orientation  of  the  judges  and  lawyers 
often  led  to  requests  for  psychiatric  observation, 
particularly  in  the  younger  age  group. 

The  fact  that  almost  10  per  cent  of  such  crimes 
referred  to  us  for  pychiatric  evaluation  had  been 
perpetrated  by  old  persons  is  noteworthy  and 
requires  further  consideration. 

Neuropsychodynamic  Considerations  . — 

The  proper  evaluation  of  our  observations  rests 
on  one  basic  fact.  The  degree  of  brain  atrophy 
caused  by  cerebral  arteriosclerosis  or  senile 
brain  disease  is  not  correlated  directly  with  the 
degree  of  clinically  manifest  mental  abnormality. 
This  observation  had  been  made  long  ago  by 
neuropathologists.  Our  recent  psychodynamic 
approach  has  thrown  more  light  on  the  develop- 
ment of  these  disorders,  particularly  on  the 
interplay  between  social  and  emotional  factors 
and  the  ego  impairment  resulting  from  the  brain 
process.  Our  observations  show  very  clearly 
the  misleading  conception  of  the  so-called  organic 
brain  syndrome  which  usually  denotes  a terminal 
stage  manifesting  itself  in  a severe  intellectual 
disorganization.  The  early  manifestations  of 
organic  brain  disease,  whether  or  not  associated 
with  neurologic  signs,  are  often  emotional  in 
nature,  and  the  depressed,  agitated,  and  para- 
noid manifestations  of  senile  or  arteriosclerotic 
brain  disease  frequently  come  first  to  the  atten- 
tion of  the  court  rather  than  of  the  physician. 

Masserman,8  Gitelson,5  Rosenthal,9  and 
Frank10  discussed  the  psychodynamics  in  recent 
articles.  Schilder11  was  one  of  the  first  authors 
who  made  use  of  psychoanalytic  knowledge  for 
the  understanding  of  phenomena  observed  in 
organic  brain  disease.  He  and  others  stated 
that  the  synthetic  function  of  the  ego  is  impaired 
in  these  conditions.  The  mechanisms  operative 
in  the  behavior  of  persons  with  organic  brain 
syndrome  were  studied  by  Goldstein12-13  and 
Weinstein  et  a/.14-16  Goldstein  mentioned  as  a 
characteristic  defect  in  organic  brain  disease 
the  inability  for  abstract  thinking,  a regression 
to  the  concrete  attitude,  a stimulus-bound  be- 
havior, and  a trend  toward  the  development  of 
catastrophic  reactions  if  the  patient  is  confronted 


with  a task  he  cannot  solve.  Weinstein  called 
attention  to  the  phenomenon  of  denial  of  illness, 
which  has  been  known  for  more  than  fort}^  years 
since  the  Observations  of  Babinski  and  Anton, 
who  found  that  patients  with  a left-sided  hemi- 
plegia or  blind  persons  deny  the  existence  of 
these  symptoms  (anosognosia)  and  that  the 
tendency  toward  denial  of  illness  is  a frequent 
manifestation  of  organic  brain  disease.  He 
described  personality  factors  that  predispose 
to  this  attitude  of  denial. 

In  the  case  of  the  eighty-two-year-old  woman 
who  killed  her  seventy-year-old  roommate  with 
a hammer  these  mechanisms  are  clearly  seen. 
This  patient  had  been  preoccupied  for  some 
months  with  the  fear  of  going  blind.  Following 
a cataract  operation  and  still  having  trouble 
adjusting  to  her  visual  impairment,  she  was 
living  with  a roommate  who  continually  kept 
referring  to  the  patient’s  eye  condition  with  the 
statement,  “You  are  going  blind.”  One  month 
after  the  operation  she  suddenly  reacted  to  these 
continual  admonitions  by  attacking  the  room- 
mate with  a hammer.  The  victim  subsequently 
died  of  cerebral  hemorrhage.  In  this  case  we 
observe  both  mechanisms  operating,  the  cata- 
strophic reaction  and  the  denial  of  illness.  When 
struggling  against  her  impairment  of  vision  she 
tried  to  deny  it  by  choosing  activities  which  she 
could  not  perform.  The  frustation  about  her 
inability  to  make  proper  use  of  her  eyesight  led 
to  a catastrophic  reaction,  which  in  turn  pre- 
cipitated her  homicidal  actions.  Linn  et  alN 
gave  some  examples  of  the  correlation  of  organic 
brain  syndrome  and  eye  surgery  and  called 
attention  to  the  tendency  of  these  patients  to 
deny  their  illness. 

Parkinson  Syndrome. — Two  of  our  patients 
showed  signs  of  arteriosclerotic  parkinsonism. 
Both  patients  revealed  definite  signs  of  intel- 
lectual deterioration.  One  of  these  patients 
stabbed  his  wife  because  she  did  not  give  him  a 
cup  of  coffee.  The  other  patient  killed  his  wife 
by  shooting  and  then  rationalized  his  crime  by 
stating  that  she  did  not  help  him  in  the  bathroom. 
A few  days  after  the  admission  of  this  patient  into 
the  hospital  he  was  completely  stiff,  could  not 
move,  and  developed  bed  sores  with  subsequent 
infection.  With  the  help  of  antiparkinsonian 
drugs  and  antibiotics  the  patient  could  be  kept 
in  the  wheelchair,  and  the  infection  subsided. 
It  seemed  almost  incredible  that  this  highly 
handicapped  individual  had  been  able  to  commit 
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the  homicidal  act.  We  are  dealing  here  obviously 
with  the  shunting  reaction.  It  is  well  known 
that  even  extreme  rigidity  may  be  suddenly 
interrupted  by  coordinated  and  rapidly  performed 
movements.  The  mental  mechanism  in  this  case 
seems  to  be  clear.  In  his  frustrated  dependency 
need  the  patient  suddenly  reacted  with  a mech- 
anism for  denial  of  his  illness  and  with  an  assault- 
ive act.  Patients  with  parkinsonism,  whether 
encephalitic,  idiopathic,  or  arteriosclerotic,  are 
often  extremely  aggressive  and  impulsive  and  are 
unable  to  curb  their  impulses.  The  suicidal 
trends  of  parkinsonian  patients  are  well  known. 
Some  of  the  effects  of  the  drugs  on  parkinsonism 
might  be  explained  by  the  shunting  mechanism. 
It  should  be  kept  in  mind  that  patients  with 
parkinsonism  might  be  very  dangerous  and  that 
we  should  not  deceive  ourselves  by  the  degree  of 
motor  incapacity  which  simulates  harmlessness. 

Forensic  Psychiatric  Implications. — As 
mentioned  in  the  introduction,  it  does  not  seem 
to  be  advisable  to  send  all  patients  who  are 
in  advanced  age  and  who  present  difficulties  in 
adjustment  to  state  hospitals.  Increased  avail- 
ability of  state  hospital  beds  has  raised  the  rate 
of  senile  admissions  into  state  institutions  in 
recent  years.  Dangerous  and  assaultive  trends, 
however,  indicate  a definite  need  for  certification 
into  psychiatric  hospitals,  and  in  the  cases  re- 
ported we  rarely  had  difficulties  with  the  court 
authorities,  who  followed  our  recommendations 
in  most  instances. 

On  the  other  hand,  there  are  points  of  dis- 
agreement between  the  psychiatric  and  the  legal 
profession  as  well  as  among  the  psychiatrists 
themselves.  The  judges  are  often  reluctant  to 
certify  elderly  patients  into  a psychiatric  hospital, 
since  they  feel  that  one  is  dealing  merely  with 
“old  age,”  that  a psychiatric  illness  does  not 
exist  in  such  cases,  and  that  the  people  involved 
are  usually  harmless.  Certain  prejudices  against 
psychiatrists  and  psychiatric  institutions  may  on 
occasion  influence  the  judge’s  decision. 

However,  of  more  significance  are  disagree- 
ments among  the  psychiatrists  themselves. 
Such  differences  of  opinion  are  rare  if  one  deals 
with  an  advanced  stage  of  chronic  brain  syn- 
drome. If,  however,  the  patient  is  fairly  well 
preserved  in  his  memory  functions,  is  oriented, 
and  is  free  from  obvious  delusions,  the  decision 
is  far  more  difficult.  This  was  the  case  with  the 
eighty-two-y ear-old  woman  who  killed  her  room- 
mate one  month  after  a cataract  operation.  She 


made  a good  impression  during  the  court  hearings. 
A psychiatrist  was  called  in  by  the  defense 
attorney  and  testified  that  she  was  not  mentally 
ill  and  was  capable  of  understanding  her  charge. 
Her  stay  in  the  hospital  showed  us  that  she  was 
subject  to  variations  in  her  state  of  conscious- 
ness and  that  she  displayed  feelings  of  helpless- 
ness and  definite  paranoid  trends.  The  judge 
did  not  want  to  send  a woman  of  this  age  to 
prison.  On  the  other  hand,  he  objected  to 
sending  her  into  a psychiatric  institution,  and 
in  spite  of  the  seriousness  of  the  criminal  action, 
she  was  put  on  probation  and  placed  in  a nursing 
home.  Strict  and  over-rigid  adherence  to  legal 
formulas  such  as  the  McNaughtan  rule,  as  well 
as  the  formula  of  “understanding  the  nature  of 
the  charge,”  might  give  rise  to  severe  errors  in 
the  disposition  of  such  cases  and  might  release  a 
patient  who  is  liable  to  commit  assaultive  crimes 
again. 

Preventive  Psychotherapy. — Elasticity  in 
the  handling  of  all  personality  problems  en- 
countered in  old  age  is  of  prime  importance.  If 
irreversible  changes  occur,  we  have  no  other 
choice  but  to  recommend  certification  of  such  a 
person  into  a state  hospital.  Prevention  of 
assaultive  actions  is,  however,  more  important. 
It  is  the  feeling  of  the  authors  that  social  pres- 
sures are  often  responsible  for  the  emotional 
disturbances  of  old  age  and  for  the  subsequent 
antisocial  behavior.  To  counteract  the  elderly 
person’s  feelings  of  uselessness  special  com- 
munity services  for  old  people  should  be  organ- 
ized, and  creative  activities  should  be  stimulated 
in  people  who  have  the  resources  for  it.  In  this 
connection  it  should  be  mentioned  that  a great 
many  of  such  disorders  are  preventable,  since  we 
do  not  always  deal  with  states  of  irreversible 
organic  deterioration.  Removal  of  social  pres- 
sures, lifting  the  feelings  of  responsibility,  and 
inspiration  of  a sense  of  group  identification 
might  frequently  prevent  emotional  disturbances 
in  the  elderly  and  save  them  from'  the  burdens 
of  court  hearings  and  certification  into  state 
hospitals. 

Research  Problems. — The  problems  dis- 
cussed in  this  paper  are  open  to  future  research. 
Recently  developed  diagnostic  tests,  such  as 
Weinstein’s  Amytal  Sodium  interview18  with  the 
provocation  of  denial  of  illness,  disorientation, 
and  reduplication  of  memory  in  cases  which  did 
not  show  any  overt  organic  mental  signs,  and 
the  sedation  threshold  test  by  Shagass  and 
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Naiman19  should  be  made  use  of.  In  the 
question  of  differential  diagnosis  between  in- 
volutional psychotic  reaction  and  cerebral  ar- 
teriosclerosis, the  proper  application  of  these 
tests  might  contribute  a great  deal  to  the  under- 
standing of  such  cases.  Routine  scalp  electrode 
electroencephalograms  have,  however,  not  helped 
us  in  the  past  in  as  much  as  the  tracings  always 
yielded  normal  findings. 

Summary  and  Conclusions 

During  a seven-year  period  327  patients  were 
admitted  to  the  psychiatric  prison  ward  of 
Kings  County  Hospital,  charged  with  felonious 
assault  or  homicidal  actions.  Thirty  patients 
(almost  10  per  cent)  belong  to  the  older  age 
group,  and  18  patients  who  were  diagnosed  as 
cerebral  arteriosclerosis  were  over  sixty  years 
of  age.  Two  women  are  included  in  the  group 
of  18  patients.  The  oldest  patient  (a  woman) 
charged  with  homicide  was  eighty-two  years  old. 
Only  nine  of  the  30  cases  showed  the  typical 
organic  brain  syndrome  characterized  by  severe 
confusion,  disorientation,  and  intellectual  de- 
terioration. It  is  emphasized  that  the  majority 
of  these  patients  were  not  deteriorated  intel- 
lectually and  revealed  only  emotional  disturb- 
ances, and  difficulty  to  establish  a diagnosis  of 
a commitable  psychiatric  disorder  for  court 
disposition  was  Occasionally  encountered.  The 
neuropsychiatric  mechanism  operative  in  assault- 
iveness in  the  aged  is  discussed,  and  particular 
attention  is  paid  to  certain  mechanisms,  such  as 
catastrophic  action  and  denial  of  illness.  Two 
cases  of  arteriosclerotic  parkinsonism  are  included 


in  the  group,  and  shunting  reaction  is  given  con- 
sideration. The  forensic  psychiatric  implica- 
tions are  discussed  and  limitations  noted. 

Suggestions  are  made  as  to  some  aspects  of 
prevention  of  these  disorders  by  psychothera- 
peutic methods.  Newer  areas  of  geriatric  re- 
search are  mentioned.  The  authors  wish  to 
emphasize  their  belief  that  only  by  continuous 
and  increasing  research  in  clinical  psychiatry 
and  neurology,  and  not  just  by  forensic  discus- 
sions, can  the  psychiatrist  help  in  the  under- 
standing and  treatment  of  the  aged  patient. 
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Surely  human  affairs  would  he  far  happier  if  the  power  in  men  to  he  silent  were  the  same  as 
that  to  speak.  But  experience  more  than  sufficiently  teaches  that  men  govern  nothing  with 
more  difficulty  than  their  tongues. — Benedict  Spinoza 
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Our  concepts  of  the  cerebral  sites  of  action  of 
sedatives  have  changed  considerably. 
Previously  the  cortex  was  supposed  to  be  the 
predominant  locus  of  functional  disturbance,  and 
the  pathology  in  these  regions  was  thought  to  be 
responsible  for  deranged  emotionality  or  be- 
havior. The  aliphatic  group  of  remedies  was 
designed  to  depress  the  cortical  areas  and  thus 
to  exert  therapeutic  influences  on  these  patients. 

Lately,  however,  groups  of  central  nervous 
system  units  have  been  discovered  in  the  phylo- 
geneticalty  older  regions  of  the  cerebrum,  the 
so-called  subcortical  centers.  In  coordinating 
and  integrating  exogenous  as  well  as  endogenous 
nervous  impulses,  the  influence  of  these  centers 
on  our  emotional  life  is  as  powerful  as  that  of  the 
cortex.  In  recent  years  new  drugs  commonly 
called  “tranquilizers”  or  “ataractics”  have  been 
developed  which  apparently  affect  the  subcor- 
tical centers.  These  agents  have  resulted  in 
marked  progress  in  the  field  of  “chemical  psycho- 
therapy.” Of  these  drugs  various  groups  exist, 
each  having  individual  chemical  characteristics. 
While  they  may  act  commonly  on  certain  sub- 
cortical centers,  they  may  vary  in  their  actions  at 
other  sites.  Because  of  this  fact  therapeutic 
results  may  be  achieved  in  a great  variety  of 
psychotherapeutic  situations  with  more  than 
one  type  of  tranquilizer.  The  introduction  of 
new  and  different  compounds  of  this  general 
class  is  therefore  to  be  welcomed. 

The  new  drug,  Nostyn,**  is  such  an  agent.  It 
is  an  alpha-beta  unsaturated,  open  chain  ureide. 
The  chemical  name  is  2-ethyl-cis-croton3'lurea. 
It  is  virtually  insoluble  in  water,  which  in  part 
accounts  for  its  low  toxicity.  Absorption  in  the 
organism,  however,  takes  place  fifteen  minutes 
after  ingestion.  It  has  an  unusually  wide  range 
of  sedative  action.  In  the  rat  3 per  cent  of  the 

* Present  address  is  Veterans  Administration  Center, 
Martinsburg,  West  Virginia. 

t Present  address  is  Department  of  Medicine,  New  York 
University  School  of  Medicine,  New  York  City. 

**  Supplies  of  this  drug  were  furnished  to  us  through  the 
courtesy  of  Dr.  Norman  Heminway,  Medical  Director  of  the 
Ames  Company,  Inc.,  Elkhart,  Indiana. 


oral  LD50  dose  provides  sedation,  but  96  per 
cent  of  the  oral  LD50  is  required  for  hypnosis 
(HD50).  For  comparison  the  range  between  the 
sedative  and  hypnotic  doses  of  sodium  pheno- 
barbital  is  2 to  27  per  cent  and  of  meprobamate 
10  to  49  per  cent  of  the  oral  LD50.1  The  acute 
toxic  and  the  chronic  toxic  doses  are  practically 
the  same,  indicating  that  neither  an  accumulative 
effect  nor  a tolerance  occurs. 

Because  of  the  extremely  low  toxicity  of 
Nostyn  and  the  rather  promising  results  of 
previous  trials  in  adults  and  children,  it  was  de- 
cided to  study  it  further  in  adults  with  emotional 
and  psychomotor  disturbances. 

Subjects  and  Procedures 

For  the  present  study  172  subjects  have  been 
selected  from  private  practice,  from  the  outpa- 
tient clinics  of  Metropolitan  Hospital,  and  from 
the  wards  of  Bird  S.  Coler  Memorial  Hospital 
and  Home,  on  the  basis  of  their  need  for  a tran- 
quilizing  or  soporific  agent  or  both.  Forty-one 
of  these  were  men  varying  in  age  from  thirty- 
three  to  seventy-five  with  an  average  age  of 
57.6  years,  and  131  were  women  varying  in 
age  from  fifteen  to  eighty-nine  with  an  average 
age  of  52.2  years.  For  the  total  group  the  average 
age  was  53.5  years. 

Although,  in  general,  laboratory  procedures 
were  performed  essentially  to  help  establish 
diagnoses,  urinalyses  and  blood  counts  were  done 
on  approximately  two  thirds  of  the  patients 
before  and  during  the  study.  Because  of  the 
close  structural  relationship  of  the  drug  under 
consideration  to  urea,  blood  levels  for  urea  nitro- 
gen and  total  nonprotein  nitrogen  were  carried 
out  in  some  subjects  with  and  without  previously 
known  high  levels  for  these  materials. 

A placebo,  identical  in  physical  appearance  to 
the  Nostyn  tablets,  was  given  to  those  subjects 
whose  reporting  might  be  unreliable  or  in  whom 
we  suspected  a strong  psychic  influence.  Where 
there  was  doubt  about  the  value  of  the  observa- 
tions, they  were  discarded.  Actually  more 
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TABLE  I. — Underlying  Diagnoses  in  172  Patients 
Given  Nostyn  for  its  Sedative  or  Soporific  Action 


Condition 

Number 

of 

Patients 

Generalized  arteriosclerosis 

51 

Without  localization 

4 

Arteriosclerotic  heart  disease 

22 

Hypertensive  heart  disease 
Arteriosclerotic  and  hypertensive  heart 

2 

disease 

5 

Senility 

5 

Cerebrovascular  accident 

8 

Hypertension 

5 

Rheumatic  heart  disease 

2 

Obesity  with  heart  disease 

4 

Parkinsonism 

5 

Postencephalitic 

2 

‘ ‘Arteriosclerotic  ’ ’ 

3 

Morgagni-Morrell  syndrome 

1 

Chronic  fibromyositis 

3 

Diabetes  mellitus 

12 

Epilepsy 

1 

Diaphragmatic  hernia 

1 

Rheumatoid  arthritis 

2 

Multiple  sclerosis 

1 

Fractured  hip 

1 

Chronic  alcoholism 

4 

Hyperthyroidism 

7 

Climacteric 

17 

Gastrointestinal  neurosis 

2 

Psychoses 

4 

Anxiety  neuroses 

22 

Nervous  tension  states 

39 

Insomnia 

13 

than  250  subjects  were  started  on  the  drug,  but 
because  of  unreliability,  inability  to  report 
accurately,  unwillingness  to  cooperate,  and 
readily  influenced  “neurotic”  personalities,  be- 
tween 70  and  80  were  dropped  from  the  study, 
and  data  from  them  are  not  included  in  the  pres- 
ent report. 

Personnel  handling  the  individual  subject  was 
not  changed  at  any  time  during  the  study,  and 
prior  to  use  of  the  drug  members  of  the  staff  had 
seen  the  patients  with  the  same  frequency  and 
under  similar  circumstances  for  not  less  than  one- 


month.  Before  acceptance  into  the  study  each 
patient  had  volunteered  symptoms  of  nervousness 
or  sleeplessness,  and  the  best  manner  of  reporting 
changes  in  such  manifestations  had  been  made 
clear  to  the  individual  prior  to  the  beginning  of 
the  treatment.  In  fact  either  a placebo  or  some 
other  sedative  agent  had  been  employed  in  a 
majority  of  patients  before  the  present  drug 
was  prescribed,  but  neither  this  procedure  nor 
the  use  of  a placebo  was  routine. 

In  Table  I have  been  listed  the  underlying  or 
basic  diagnoses  present  in  the  cases  studied. 
Inasmuch  as  some  patients  showed  more  than  one 
major  diagnostic  problem  on  admission  to  office, 
clinic,  or  hospital,  the  total  number  of  diagnoses 
listed  in  Table  I amounts  to  192  for  the  172 
patients.  In  some  instances  no  problem  other 
than  the  nervous  state  or  unexplained  insomnia 
existed,  and  these  have  been  so  listed  in  this  table. 
In  Table  II  appear  the  manifestations  for  which 
the  drug  was  specifically  prescribed  and  the 
results  obtained.  Obviously  in  some  subjects 
a combination  of  sleeplessness,  nervousness,  and 
nervous  tension  states  occurred.  Hence,  in  this 
table  the  total  number  of  manifestations  exceeds 
the  number  of  patients. 

In  every  patient  there  were  some  one  or  more 
of  the  following  types  of  complaint:  nervousness, 
restlessness,  “inward  tension,”  sense  of  insecurity, 
feeling  of  impending  disaster,  insomnia,  re- 
spiratory difficulty,  palpitation,  and  so  forth. 
Many  of  the  patients  with  anxiety  neuroses 
showed  somatization,  complaining  of  headache, 
chest  pain,  abdominal  pain,  shortness  of  breath, 
or  cardiac  symptoms.  The  four  alcoholic  pa- 
tients displayed  the  usual  psychomotor  restless- 
ness, nausea,  vomiting,  and  anorexia.  Thirteen 


TABLE  II. — Sedative  and  Soporific  Action  of  Nostyn  in  172  Patients  as  Related  to  the  Major  Manifestations  for 

which  Prescribed 


Total  Per  Cent 

Number  of  Degree  of  Relief*  (Number  of  Subjects) ' with  Major 


Condition* 

Patients 

None 

Slight 

Marked 

Complete 

Relief 

Soporific  action  desired 

Insomnia 

85 

30 

3 

30 

22 

61.2 

“Unmanageableness’  ’ 

11 

3 

8 

0 

0 

0.0 

Tranquilizing  action  desired 

Nervousness 

84 

15 

13 

43 

13 

66.7 

Anxiety 

16 

4 

1 

8 

3 

68.7 

Mental  Depression 

11 

4 

2 

5 

0 

45.4 

Mental  Confusion 

4 

4 

0 

0 

0 

0.0 

Psychoses 

3 

3 

0 

0 

0 

0.0 

— 

— 

— 

— 

— 

— 

Total  Symptoms 

214 

63 

27 

86 

38 

57.9 

Total  Number  of  Patients 

172 

49 

21 

69 

33 

59.3 

* See  legend  for  Table  IV. 
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TABLE  III. — Dosage  Levels  of  Nostyn  Employed  in  207  Trials  with  172  Patients  Requiring  a Sedative  or  Soporific 

Agent 


/ Side  Effects  (22  Patients) > 

Urinary 

Drib- 

Marked  bling 

Number  Daytime  or  Dryness 

✓ — Dosage  (mg.) — > of  Levels  Dizzi-  Nervous-  Chest  Head-  Drowsi-  Ano-  Fre-  of  Metallic 


Unit 

Daily 

Used 

ness 

ness 

Pains 

ache 

ness 

rexia 

quency 

Mouth 

Taste 

150 

150* 

3 

150 

300 

3 

150 

450 

16 

2 

1 

1 

150 

600 

26 

3 

300 

300* 

53 

1 

1 

300 

600 

16 

300 

900 

13 

2 

300 

1200 

56 

2 

2 

2 

2 

3 

2 

600 

600* 

18 

1 

1 

900 

900* 

3 

Totals 

207 

3 

2 

1 

3 

7 

J 

2 

4 

3 

* Single  dose  used  at  bedtime. 


patients  complained  of  insomnia  only,  and  many 
of  these  had  had  a wide  variety  of  medications, 
including  barbiturates,  for  relief  of  the  problem. 
Seventy-two  of  the  remaining  patients  also 
gave  insomnia  as  one  of  their  complaints. 

Some  effort  has  been  made  to  separate  data 
concerned  with  the  tranquilizing  action  of 
Nostyn  from  those  concerned  with  the  soporific- 
like effect  (Table  III),  although  it  should  be 
emphasized  that  this  is  frequently  difficult  and 
at  times  impossible. 

Periods  of  observation  on  the  172  patients 
while  they  took  Nostyn  varied  from  one  to  thirty- 
three  weeks.  The  average  observation  period 
was  6.7  weeks.  However,  46  patients,  for  in- 
stance, were  seen  for  a period  of  observation 
ranging  from  ten  to  thirteen  weeks.  In  some 
instances  only  an  occasional  dose  of  the  drug  was 
employed,  but  in  a great  majority  of  the  patients 
usage  was  more  or  less  continuous. 

Hospitalized  patients  were  seen  at  least  three 
times  weekly,  clinic  patients  at  intervals  of  two 
weeks,  and  private  patients  at  intervals  varying 
from  one  to  six  weeks. 

In  the  recording  of  results  it  seemed  best  to 
speak  of  four  categories  of  relief:  (1)  none,  (2) 
slight,  (3)  marked,  and  (4)  complete.  The 
words  “none”  and  “complete”  are  self-explana- 
tory. By  “slight”  we  mean  a change  apparent 
to  the  patient  but  not  of  sufficient  magnitude  to 
make  the  “nervousness,”  whatever  its  actual 
form,  or  the  insomnia  tolerable.  By  “marked” 
we  mean  sufficient  relief  so  that  the  patient  is 
satisfied  with  the  medication,  although  aware 
that  all  of  his  symptoms  are  not  completely 
controlled. 


Results 

In  Table  III  an  attempt  has  been  made  to 
relate  the  results  of  therapy  to  the  presenting 
type  of  manifestations.  In  dealing  with  pa- 
tients included  in  the  first  two  categories  of  this 
table,  namely,  “insomnia”  and  “unmanageable- 
ness,” our  primary  purpose  was  the  production 
of  sleep.  In  the  patients  referred  to  in  the  re- 
maining categories  the  primary  objective  was  a 
tranquilizing  effect.  It  must  be  emphasized 
that  in  some  patients  it  was  hoped  that  both  a 
tranquilizing  and  a sleep-producing  action  could 
be  brought  about  simultaneously  by  the  regula- 
tion of  the  amount  and  timing  of  the  divided 
daily  dose.  Therefore,  in  Table  III  it  will  be 
noted  that  the  total  number  of  observations  is 
greater  than  the  total  number  of  patients. 

The  Soporific-Like  Action  of  Nostyn. — 
Since  the  pharmacologic  data  indicate  that  over 
90  per  cent  of  the  oral  LD^  dose  of  Nostyn  is 
required  to  produce  hypnosis,  and  considerably 
lower  doses  effect  sedation,  the  drug  should  not 
be  classified  as  a true  hypnotic  or  soporific.  It 
must  be  remembered  that  tensions  and  anxieties 
are  the  major  causes  of  insomnia.  . If  these  can 
be  eliminated  by  sedatives,  normal  sleep  may 
ensue.  Nostyn,  therefore,  can  be  considered  to 
have  a “soporific-like”  action,  although  in 
ordinary  doses  it  does  not  act  on  the  sleep  centers. 

From  Table  II  it  will  be  noted  that  of  the  85 
patients  in  whom  a major  complaint  was  in- 
somnia, 52,  or  61.1  per  cent,  obtained  consider- 
able relief,  although  all  of  these  may  not  have 
received  optimal  amounts  of  the  drug,  for  in  some 
of  the  earlier  patients  we  tried  only  150  mg.  at 
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TABLE  IV. — Results  of  Nostyn  Treatment  of 
Insomnia  Associated  with  Various  Disease  States 


Condition* 

Total 
Num- 
ber of 
Patients 

Degree  of  Relief* 

<■ — (Number  of  Subjects) — * 
Com- 

None  Slight  Marked  plete 

Generalized  arterio- 
sclerosis (all 
forms) 

21 

4 

2 

12 

3 

Essential  hyperten- 
sion 

1 

1 

0 

0 

0 

Multiple  sclerosis 

1 

1 

0 

0 

0 

Parkinsonism 

1 

1 

0 

0 

0 

(Postencephalitic) 
Obesity  with  heart 
disease 

1 

0 

0 

0 

1 

Chronic  fibromyo- 
sitis 

3 

0 

2 

1 

0 

Diabetes  mellitus 

2 

0 

0 

2 

0 

Hyperthyroidism 

5 

0 

0 

4 

1 

Climacteric 

5 

2 

1 

2 

0 

Insomnia 

13 

2 

2 

2 

7 

Anxiety  neurosis 

12 

4 

1 

6 

1 

Nervous  tension 
state 

18 

6 

7 

4 

1 

Psychosis 

2 

1 

0 

1 

0 

— 

— 

— 

— 

— 

Totals 

85 

22 

15 

34 

14 

* All  terms  explained  in  the  text. 


bedtime  (see  Table  III). 

By  the  rubric,  “unmanageableness,”  in  Table 
II,  we  refer  to  patients  on  the  wards  who  at 
night  were  wakeful,  noisy,  in  and  out  of  bed,  and 
at  times  slightly  confused.  They  were  not  aware 
of  a need  for  a soporific,  and  many  of  them  had 
reacted  very  adversely  to  the  use  of  barbiturates. 
It  was  hoped  that  the  present  drug  might  be 
helpful,  but  no  significant  improvement  was 
observed  in  any  of  the  11  subjects. 

The  associated  or  basic  diagnosis  of  the  disease 
condition  did  not  seem  to  play  too  great  a role  in 
the  soporific-like  effects  to  be  observed  from  the 
use  of  Nostyn  (Table  IV).  For  example,  of  the 
21  patients  suffering  from  sleeplessness,  who  also 
had  a readily  recognizable  arteriosclerotic  process, 
15,  or  71.4  per  cent,  obtained  a great  degree  of 
relief  while  using  the  drug.  All  five  of  the  cases 
of  hyperthyroidism  were  materially  helped. 
Seven  of  21  cases  with  anxiety  neuroses  slept 
better,  but  only  two  of  five  patients  with  cli- 
macteric symptoms  were  materially  relieved. 
Perhaps  those  subjects  who  seemed  to  fit  best 
the  diagnosis  of  a “nervous  tension  state”  were 
most  surprising  by  their  relatively  poor  response, 
only  five  of  18  showing  a significant  degree  of 
relief  (Table  IV). 

The  Sedative  Action  of  Nostyn. — In  Table 
II  under  five  categories  we  have  included  those 
conditions  in  which  a daytime  sedative  action 
of  Nostyn  seemed  desirable.  In  some  instances, 


TABLE  V. — Results  of  Nostyn  Treatment  of  Nervous- 
ness and  Anxiety  Associated  with  Various  Disease 
States 


Total  Degree  of  Relief 

Num-  ✓ (Number  of  Subjects) * 


Condition 

ber  of 
Patients 

None 

Slight  Marked 

Com- 

plete 

Generalized  arterio- 
sclerosis (all 

forms) 

17 

7 

2 

6 

2 

Essential  hyperten- 

sion 

4 

3 

0 

0 

1 

Parkinsonism  (“ar- 

teriosclerotic”) 

1 

1 

0 

0 

0 

Diabetes  mellitus 

4 

1 

0 

1 

2 

Chronic  fibromyo- 

sitis 

1 

0 

1 

0 

0 

Monell-Morgagni 

syndrome 

1 

0 

1 

0 

0 

Climacteric 

10 

1 

1 

1 

7 

Hyperthyroidism 

6 

0 

0 

4 

2 

Anxiety  neurosis 

16 

4 

1 

8 

3 

Nervous  tension 

state 

38 

12 

10 

13 

3 

Psychosis 

2 

1 

0 

1 

0 

— 

— 

— 

— 

— 

Totals 

100 

30 

16 

34 

20 

in  addition  to  the  daytime  doses,  the  same  or  a 
larger  dose  was  also  employed  at  bedtime  in  an 
attempt  to  relieve  insomnia.  Hence,  the  total 
number  of  observed  responses  in  Table  II  is  214, 
42  in  excess  of  the  number  of  patients.  Under 
“Nervousness,”  which  manifestation  we  have 
described  above  as  including  any  of  a number 
of  vague  complaints,  for  example,  “inward 
tension,”  “tautness,”  inability  to  relax,  and  so 
forth,  we  found  improvement  of  major  degree 
in  56  of  84  patients  (66.7  per  cent).  The  four 
patients  who  complained  of  mental  confusion 
or  frustration  or  seemed  too  nervous  to  organize 
their  thinking  obtained  no  relief  from  the  drug. 
Those  with  a true  psychosis  were  not  helped  at 
all.  Of  the  patients  with  “mental  depression” 
but  who  were  not  psychotic  five  obtained  marked 
relief  and  seven  some  degree  of  relief.  Three 
fourths  of  those  with  an  anxiety  neurosis  were 
benefited. 

In  Table  V we  have  included  a breakdown 
of  the  origin  of  the  “nervousness”  and  the 
“anxiety”  noted  in  Table  II.  These  mani- 
festations occurred  100  times  in  some  form.  It 
is  interesting  to  note  that  major  relief  was  af- 
forded by  the  drug  when  these  symptoms  occurred 
in  relation  to  hyperthyroidism  or  the  climacteric. 
It  should  be  emphasized  that  in  these  individuals 
these  manifestations  were  present  despite  control 
of  the  thyrotoxic  state  or  the  climacteric  symp- 
toms. They  would  therefore  seem  to  be  more 
related  to  the  constitutional  diathesis  present 
than  to  the  superimposed  glandular  disturbance. 
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Onset  and  Duration  of  the  Action  of 
Nostyn. — In  most  patients  the  onset  of  the 
sedative  effects  of  Nostyn  was  noticeable  within 
one-half  hour.  As  a rule  the  hypnotic  effect  was 
realized  within  twenty  to  thirty  minutes.  The 
duration  of  the  sedative  action  was  three  to  four 
hours.  At  bedtime  a sufficient  dose  permitted 
uninterrupted  sleep  throughout  the  night. 

Dosage  and  Side-Effects  of  Nostyn  (Table 
III). — Early  in  the  study  patients  were  given 
unit  doses  of  150  mg.  It  soon  became  apparent 
that  such  doses  were  too  small  to  be  routinely 
effective.  Therefore,  300  mg.  were  given  three 
or  four  times  daily  with  the  fourth  dose  at  bed- 
time. In  some  of  the  patients  with  insomnia 
the  fourth  dose  was  increased  to  600  mg.  Some 
patients  who  complained  of  insomnia  only  re- 
ceived the  medication  at  bedtime  in  doses  vary- 
ing from  150  to  900  mg.  and  no  medication 
throughout  the  day. 

Twenty-two  of  the  172  patients  developed 
side-effects,  and  eight  of  these  refused  further 
treatment  because  of  them.  In  view  of  the 
smallness  of  the  doses  it  is  doubtful  that  the 
nervousness  and  chest  pains  observed  in  three 
patients  at  a daily  dosage  level  of  450  mg.  were 
actually  due  to  the  drug,  for  they  were  never 
observed  at  any  higher  dose,  nor  did  these  people 
continue  to  complain  of  them  after  the  drug  had 
been  continued  several  days.  However,  they 
are  recorded  here  in  order  that  we  may  be  on 
the  alert  for  such  a possibility  in  the  further 
evaluation  of  the  drug.  It  is  questionable 
whether  the  daytime  sleepiness  should  be  looked 
on  as  a “side-effect,”  although  it  seems  to  be 
germane  to  the  true  action  of  the  drug.  It 
should  be  kept  in  mind  that  tension  and  anxiety 
may  mask  a state  of  fatigue,  symptoms  of  which 
include  drowsiness,  which  may  appear  on  the 
relief  of  the  tension  and  anxiety.  If  these  seven 
patients  and  the  three  just  mentioned  above  are 
excluded,  then  there  were  12  individuals  who 
showed  an  untoward  effect.  Clinically  these 
effects  were  similar  to  those  produced  by  im- 
balance of  the  autonomic  nervous  system  and 
may  have  been  due  to  an  underlying  condition, 
since  there  is  pharmacologic  evidence  that  in 
laboratory  animals  approximately  80  per  cent 
of  the  LD50  dose  intraperitoneally  of  ectylurea  is 
required  to  affect  the  vagal  nuclei. 

In  a majority  of  the  patients  the  daytime 
tranquilizing  action  was  unaccompanied  by 
drowsiness.  Indeed,  some  subjects  state  that 


they  preferred  this  drug  to  phenobarbital,  sinc( 
while  the  latter  relieved  their  tension  an< 
agitation,  it  made  them  feel  “logy”  and  “dopei 
up.”  Some  patients  obtained  considerable  re 
lief  from  as  little  as  150  mg.  three  times  daily 
but  in  general  300  mg.  four  times  daily  wen 
much  more  satisfactory.  If  drowsiness  occurred 
it  often  ceased  to  be  distressing  after  severa 
days  of  treatment,  whereas  the  tranquilizing 
action  still  remained. 

At  no  level  of  dosage  were  cumulative  effects 
or  signs  of  habituation  observed,  even  in  thost 
subjects  who  received  the  drug  for  the  longest 
period  of  time : thirty-three  weeks. 

Comparison  with  Other  Drugs. — No  accu- 
rate study  of  preceding  medications  has  been 
made  in  this  group  of  patients,  although  most 
if  not  all  had  received  other  medications  prior  to 
being  given  Nostyn.  Some  general  statements 
can  be  made  on  the  basis  of  the  data  collected, 
however.  Many  of  the  patients  already  habitu- 
ated to  barbiturates  as  “sleeping  pills”  felt  that 
they  obtained  little  relief  from  the  Nostyn  and 
returned  to  their  previous  barbiturate  as  soon  as 
the  trial  of  Nostyn  was  over.  However,  some 
subjects,  who  wished  to  break  the  barbiturate 
habit,  found  Nostyn  useful,  and,  after  persisting 
with  its  use  for  seven  to  ten  days,  noted  the 
effects  to  be  “quite  satisfactory.” 

In  regard  to  daytime  sedation,  Nostyn  usually 
was  preferred  to  the  barbiturates,  since  it  was 
rarely  associated  with  the  “dopiness”  or  “foggi- 
ness” produced  by  the  latter.  In  some  in- 
stances in  which  the  patients  were  depressed  by 
the  use  of  meprobamate  or  some  kindred  drug, 
Nostyn  was  used  without  the  appearance  of  such 
effects.  While  the  action  of  the  drug  was  often 
rated  by  the  patient  as  “milder”  than  other 
preparations  he  had  used,  its  action  was  more 
pleasant  and  more  likely  to  be  “free  of  uncom- 
fortable side-effects.” 

Laboratory  Data  on  Subjects  Treated 
with  Nostyn. — Urinalyses  and' complete  blood 
counts  have  been  carried  out  in  more  than  two- 
thirds  of  the  cases  here  reported  at  least  once 
before  and  once  during  treatment  with  Nostyn. 
No  changes  traceable  to  the  action  of  the  drug 
have  been  detected.  In  40  of  the  patients 
composite  tests  of  hepatic  function  have  been 
made  before  and  after  treatment  with  Nostyn 
without  revealing  any  abnormalities  in  the  ac- 
tivity of  that  organ.  In  ten  patients  with  rela- 
tively long-standing,  chronic  uremia  and  in  11 
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elderly  subjects  with  normally  compensated 
Sidneys,  blood  urea  nitrogen  determinations 
lave  been  carried  out  one  or  more  times  during 
‘^treatment  with  Nostyn.  In  no  instance  has  an 
alteration  in  those  values  been  traceable  to  the 
fiction  of  the  drug. 


Comment 


I As  mentioned  above,  the  so-called  tranquiliz- 
ing  agents  act  more  on  the  subcortical  than  on 

* the  cortical  centers  of  the  cerebrum.  The 
centrencephalic  system  is  a collective  term  for 
these  various  units.  This  system  is  comprised 

Hof  the  thalamus,  hypothalamus,  and  reticular 
D | formation.  The  last  mentioned  is  composed 
H of  the  gray  masses  in  the  tegmentum,  medulla, 

I pons,  and  mesencephalon.  These  masses  are 

* not  connected  with  the  brain  nuclei  and  fiber 
systems  traversing  these  units.  The  reticular 
formation  appears  to  be  related  to  different  levels 
of  consciousness.  The  relation  of  the  hypo- 
thalamus, especially  its  posterior  nuclei,  to 
various  psychomotor  and  emotional-behavioral 
functions  has  been  amply  demonstrated.  Its 
relation  to  states  of  consciousness  (somnolence, 
nocturnal  hyperactivity,  semiconscious  states 
in  third  ventricle  lesions)  is  now  common  clinical 
knowledge.  Final  functional  integration  of  all 
of  the  subgroup  activities  appears  to  be  accom- 
plished in  the  whole  unit,  the  centrencephalic 
system. 

Another  group  of  nerve  centers  with  tran- 
quilizing  functions  exists  in  the  so-called  “inter- 
nuncial  circuits.”  These  are  represented  by 
fiber  connections  between  the  nucleus  caudatus, 
pallidus,  and  putamen.  These  circuits  are 
mainly  concerned  with  muscular  relaxation  and 
thus  exert  a generally  calming  effect.  These 
subjects  have  been  surveyed  recently  by  Fazekas 
et  al .,2  Pindell  et  al.,z  and  Pennes.4 


A good  tranquilizer  indicates  its  qualities  by 
one  or  more  of  the  following  therapeutic  effects: 
general  reduction  of  motor  activity,  emotional 
calming,  reduced  hostility,  lessened  anxiety, 
and  lowered  excitability  to  external  stimuli. 
Depending  on  variations  in  affinity  for  units  in 
the  centrencephalic  system,  the  use  of  each 
tranquilizer  is  associated  with  a rather  specific 
combination  of  and  emphasis  on  these  effects. 

Nostyn  appears  to  be  more  phrenotropic,  in 
the  specific  sense  of  this  word,  than  many  of  the 
other  tranquilizers.  Anxiety  and  nervous  ten- 


sion states  appeared  to  be  most  benefited  in  this 
as  well  as  in  previous  investigations.5 ~8  The 
patients  experienced  and  expressed  a feeling  of 
greater  inward  security,  serenity,  and  so  forth. 
The  hyperactive  patients  were  not  helped  to  the 
same  extent.  Mental  depression,  one  of  the 
undesirable  side-reactions  in  many  other  seda- 
tives, did  not  develop  in  any  of  the  patients  in 
this  study  of  Nostyn,  nor  did  discontinuance  of 
the  drug  cause  such  a reaction. 

Of  great  interest  is  the  fact  that  the  sedative 
as  wTell  as  soporific  action  of  Nostyn  was  well 
demonstrated  in  patients  with  associated  gland- 
ular conditions.  This  beneficial  action  existed 
regardless  of  whether  or  not  the  endocrine  con- 
dition was  or  was  not  controlled.  For  instance, 
three  patients  with  hyperthyroidism  were  con- 
trolled insofar  as  metabolic  aberrations  were 
concerned.  However,  the  hyperactive  state  of 
their  autonomic  nervous  system  persisted,  as 
evidenced  by  rapid  pulse  rate,  excessive  perspi- 
ration, and  so  forth.  When  these  patients, 
euthyroid  for  a considerable  period  of  time,  were 
given  Nostyn,  the  rapid  pulse  rate  and  other 
signs  of  autonomic  nervous  system  hyperactivity 
disappeared.  In  such  instances  it  would  appear 
that  the  action  of  Nostyn  may  be  exerted  on  the 
hypothalamic  subgroup  of  the  centrencephalic 
system.  This  and  the  fact  that  most  of  the 
side-effects  of  Nostyn  were  similar  to  thosexof  an 
autonomic  nervous  system  imbalance,  are  justi- 
fication for  the  association  of  the  sedative  action 
of  Nostyn  with  that  of  the  chlorpromazine- 
reserpine  group  of  tranquilizers,  despite  their 
many  dissimilarities.  Then  the  above-mentioned 
“phrenotropy”  is  afforded  further  confirmation 
of  such  a conclusion.  Reserpine  acts  on  the 
reticular  formation,  stimulating  it.  This  stimu- 
lation in  turn  is  subdued  in  certain  posterior 
nuclei  of  the  hypothalamus.  Another  group,  the 
dicarbamates,  although  having  some  similarities 
to  Nostyn  clinically,  differs  from  it  in  action. 
For  instance,  meprobamate,  a member  of  the 
dicarbamate  group,  acts  on  the  internuncial 
circuits,  inhibiting  them.  It  also  depresses 
polysynaptic  spinal  reflexes.  This  group  induces 
general  muscular  relaxation.  It  is  therefore  best 
suited  to  the  h}rperactive  type  of  patient,  al- 
though the  drug  does  not  lack  altogether  the  other 
tranquilizing  qualities. 

The  soporific-like  effects  which  wTere  obtained 
with  Nostyn  could  be  explained  by  the  action  of 
the  drug  in  relieving  the  common  barriers  to 
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normal  sleep,  that  is,  tensions  and  anxieties. 
A parallel  situation  exists  where  analgesics 
permit  sleep  by  removal  of  pain.  In  this  study 
tension  and  anxieties  were  not  necessarily  the 
etiologic  factors  in  those  patients  treated  for 
insomnia.  This  may  help  explain  why  variable 
results  were  obtained  when  Nostyn  was  used  to 
promote  sleep. 

From  the  standpoint  of  safety,  Nostyn  is 
definitely  superior  to  other  tranquilizers.  The 
pharmacotoxic  data  mentioned  above  are  cer- 
tainly supportive  of  this  statement.  Chlor- 
promazine  is  known  to  cause  obstructive  and 
hepatocellular  types  of  liver  damage.  Both 
chlorpromazine  and  reserpine  may  aggravate 
psychotic  states.  These  side  reactions  have  not 
appeared  in  the  rather  extensive  investigations 
with  Nostyn.  Although  Nostyn  is  a ureide,  no 
clinically  significant  effect  on  blood  urea  nitro- 
gen was  noted,  even  in  uremic  patients. 

As  mentioned  above,  the  side-effects  reported 
in  this  study  have  to  be  looked  at  with  a critical 
attitude.  Many  of  them  may  represent  the 
symptoms  of  the  nervous  conditions  involved, 
and  they  may  often  appear  in  tense  and  anxious 
patients  treated  with  placebos.  Furthermore, 
some  patients  who  find  themselves  relieved  of 
anxiety  symptoms  by  Nostyn  may  subsequently 
complain  of  tiredness  and  drowsiness,  since  these 
latter  manifestations  are  no  longer  masked  by 
anxiety  or  tension. 

Since  extensive  pharmacologic  data  indicate 
that  over  90  per  cent  of  the  LD50  oral  dose  of 
Nostyn  in  animals  is  required  to  induce  hypnosis, 
it  is  possible  that  the  “unmasking”  of  fatigue  may 
explain  the  occurrence  of  drowsiness  if  it  follows 
the  administration  of  the  drug  to  some  human 
subjects.  This  possibility  is  supported  by  the 
observation  that  some  patients  complained  of 


drowsiness  only  during  the  initial  phase  of  the  1 
Nostyn  regimen. 

Summary  and  Conclusions 

1.  Nostyn  (2-ethyl-cis-crotonylurea)  has  been 
given  to  172  patients  with  tension,  anxiety,  or 
insomnia  in  unit  doses  varying  from  150  to  900 
mg.  and  in  total  daily  doses  varying  from  150  to 
1,200  mg. 

2.  Of  85  patients,  63  (74.3  per  cent)  obtained 
some  degree  of  relief  from  insomnia.  In  22 
patients  (25.8  per  cent)  no  relief  whatsoever  was 
afforded.  Some  degree  of  relief  from  nervous- 
ness and  from  other  signs  of  a “tension”  syn- 
drome was  obtained  in  70  out  of  100  patients 
(70  per  cent).  Thirty  (30  per  cent)  of  these 
patients  experienced  no  change  of  symptoms. 

3.  Side-effects  which  may  or  may  not  have 
been  related  to  the  drug  occurred  in  22  subjects. 
These  were  usually  mild  and  often  disappeared 
during  continued  administration  of  the  drug. 

4.  It  is  concluded  that  Nostyn  is  a mild, 
nonhabit-forming,  tranquilizing  agent  of  very 
low  toxicity,  which  induces  daytime  sedation 
without  mental  depression  and  promotes  sleep 
by  alleviating  tension  and  anxiety. 
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ANNOUNCEMENT 

The  Clinical  Anesthesia  Conference  will  be  held  once  a month  in  various  locations. 
The  time  set  aside  for  this  meeting  is  the  first  Monday  of  each  month  from  4 to  5 p.m. 
The  next  session  will  be  held  at  Bellevue  Hospital  in  Room  126  of  the  Administration 
Building.  The  same  room  will  be  used  each  month  until  June.  All  members  of  the 
medical  professions  are  invited  to  attend  and  to  participate  in  the  discussion. — Charles 
L.  Burstein,  M.D.,  Chairman,  Anesthesia  Study  Committee,  New  York  State  Society 
of  Anesthesiologists 
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Potassium  permanganate  has  limited  thera- 
peutic indications  today.  Medications 
more  specific  and  potent,  but  less  irritating,  have 
supplanted  it  in  the  fields  where  it  was  most  fre- 
quently used  before,  that  is,  dermatology  and 
urology.1  Thus,  there  would  appear  to  be  no 
justification  for  the  continued  dispensing 
of  potassium  permanganate  tablets.  Ordinarily 
there  would  be  little  harm  in  keeping  such  an 
outmoded  drug  on  the  shelves.  In  recent  years, 
however,  this  drug  has  erroneously  come  to  be 
known  as  an  abortifacient,  and  reports  of  cases 
of  vaginal  burns  and  hemorrhage  due  to  its  use 
are  being  published  with  increasing  frequency.2-17 

In  an  effort  to  reduce  or  eliminate  the  number 
of  these  cases,  there  have  been  recommendations 
to  prohibit  the  sale  of  potassium  permanganate 
without  a doctor’s  prescription  and  even  to  dis- 
continue completely  its  use  as  a therapeutic 
agent. 12,18,19  To  lend  support  to  these  recom- 
mendations we  are  presenting  our  experiences 
with  the  results  of  the  intravaginal  use  of  potas- 
sium permanganate  to  produce  abortion. 


Material 

All  cases  are  from  the  gynecologic  service  of 
Harlem  Hospital.  The  first  case  was  seen  in 
1949.  From  1950  through  1956  the  number  seen 
each  year  were,  respectively,  1,  3,  10,  12,  14,  26, 
and  19,  for  a total  of  86  cases.  At  the  present 
time,  one  or  two  cases  are  admitted  each  month 
to  the  gynecologic  service. 

Clinical  Picture — As  in  all  cases  of  this 
nature,  the  history  was  unreliable.  Fifteen 
patients  freely  admitted  inserting  the  tablets  in 
an  attempt  to  abort  themselves.  Thirty-three 
admitted  using  the  tablets  just  to  “bring  down” 
a menstrual  period  which  was  either  late  or  had 
not  occurred  since  a recent  pregnancy.  Some 
only  made  their  admission  after  being  confronted 
with  particles  of  the  tablets  removed  from  the 
vagina.  Four  patients  claimed  they  normally 


douched  with  solutions  of  potassium  permanga- 
nate, and  34  patients  steadfastly  denied  any 
amenorrhea  or  the  introduction  of  any  medica- 
tions vaginally. 

The  intervals  between  the  insertion  of  the 
tablets,  the  onset  of  the  bleeding,  and  the  ad- 
mission to  the  hospital  varied  from  several  hours 
to  a week.  The  bleeding  was  frequently  very 
profuse  and  was  painless.  Most  of  the  patients 
were  obviously  anemic,  and  41  of  them,  almost 
half  of  the  series,  were  in  shock  on  admission. 

These  patients  were  first  seen  in  the  admitting 
room  by  a gynecology  resident  who  did  a bi- 
manual pelvic  examination.  The  admitting 
diagnosis  was  usually  incomplete  abortion,  and 
the  true  nature  of  the  condition  was  not  recog- 
nized until  a speculum  examination  was  done  on 
the  gynecology  floor.  On  several  occasions, 
however,  the  diagnosis  was  made  or  strongly 
suspected  even  before  the  speculum  examination. 
Findings  which  indicated  that  these  cases  were 
not  the  usual  incomplete  abortions  were  bright 
red  instead  of  dark  blood,  and  a closed  cervix. 
Sometimes  a crater  could  actually  be  felt,  and 
black  particles  were  seen  on  the  examining  glove. 
The  importance  of  thinking  of  this  condition  lies 
in  the  fact  that  oxytoxics  are  often  given  to  pa- 
tients bleeding  profusely  and  presumed  to  have 
aborted,  before  a speculum  examination  has  been 
done.  Several  times  such  medications  were  given 
to  patients  who  had  intrauterine  pregnancies  and 
potassium  permanganate  burns.  Fortunately, 
none  of  these  patients  aborted,  but  after  a few 
such  occurrences  we  made  sure  not  to  give  an  oxy- 
toxic  unless  the  cervix  was  wide  open  or  placental 
tissue  had  been  removed. 

Positive  diagnosis  rests  on  the  speculum  ex- 
amination. We  are  in  strong  agreement  with 
Johnson  that  every  case  of  abnormal  vaginal 
bleeding  deserves  a speculum  examination.4 
The  fear  of  converting  a threatened  into  an 
inevitable  abortion  by  this  procedure  is  an  an- 
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cient  superstition  which  is  responsible  for  at 
least  two  deaths.14  The  possibility  of  missing 
a local  vaginal  or  cervical  lesion,  such  as  a burn 
or  even  a carcinoma,  far  outweighs  this  highly 
theoretical  consideration. 

The  speculum  examination  should  be  more  than 
cursory,  with  a good  light  and  with  special  ref- 
erence to  the  fornices.  The  speculum  should  be 
rotated  so  that  the  entire  vagina  comes  under 
inspection.  Lesions  were  missed  several  times 
in  this  series  by  a hasty  initial  examination. 

In  65  of  the  cases  the  vagina  alone  was  in- 
volved, usually  with  multiple  lesions.  In  18 
cases  the  cervix  was  also  involved,  and  in  three 
cases  the  cervix  alone  had  burns.  The  ulcera- 
tions were  all  superficial,  more  or  less  round,  with 
a blackened  base,  and  varying  in  diameter  from 
0.5  to  6 cm.  Most  of  them  were  in  the  upper 
third  of  the  vagina  or  in  the  fornices  close  to  the 
cervix.  They  could  easily  be  missed  if  they 
were  not  looked  for.  But  the  combination  of 
profuse  vaginal  bleeding,  a closed  cervix,  and 
a pregnant  uterus  should  make  the  examiner 
wary.  There  were  no  penetrating  lesions  causing 
visceral  injuries  as  reported  elsewhere.13’15 

Oddly  enough,  a good  many  of  these  patients 
were  not  pregnant  but  were  merely  late  in  men- 
struating, sometimes  only  one  or  two  days. 
Apparently  the  fear  of  a possible  pregnancy  plus 
the  knowledge  that  potassium  permanganate 
tablets  would  cause  bleeding  lead  to  their  use. 
Of  the  86  cases  eight  were  definitely  not  pregnant, 
and  in  24  others  pregnancy  was  considered  un- 
likely from  the  findings  on  pelvic  examination. 
The  remaining  54  patients  were  pregnant. 
One  of  them  had  aborted  shortly  before  admis- 
sion and  one  aborted  in  the  hospital.  These 
were  the  only  cases  in  which  abortion  followed 
the  use  of  the  tablets,  a 3.7  per  cent  abortion 
rate.  This  is  considerably  less  than  the  rate 
for  spontaneous  abortions,  which  Eastman  gives 
as  10  per  cent,  and  is  not  much  of  a testimonial 
to  the  efficacy  of  potassium  permanganate  as  an 
abortifacient.20 

Management 

If  particles  of  the  permanganate  tablets  are 
still  present,  the  vagina  should  be  thoroughly 
flushed  with  tap  water.  If  there  is  no  active 
bleeding,  nothing  more  need  be  done  locally. 
If  there  is  bleeding,  we  have  found  a tight  vaginal 
packing  to  be  the  simplest  and  most  effective 


way  of  controlling  it.  A hemostatic  material 
such  as  Gelfoam*  or  Oxycelt  is  placed  against 
the  bleeding  areas,  and  a plain  gauze  packing  is 
then  introduced.  If  one  of  these  materials  is 
not  available,  vaseline  gauze  should  first  be 
placed  against  the  raw  areas  to  prevent  a re- 
currence of  bleeding  when  the  packing  is  removed. 
A Foley  catheter  is  left  in  the  bladder,  since  the 
patient  may  have  difficulty  in  voiding.  While 
all  this  is  being  done,  the  shock  is  treated  with 
intravenous  fluids  and  blood.  Antibiotics  are 
given  routinely. 

The  packing  is  usually  removed  in  forty- 
eight  hours.  This  should  be  done  in  the  ex- 
amining room  rather  than  in  the  patient’s  bed 
because  of  the  possibility  of  the  recurrence  of 
bleeding  and  the  need  for  repacking.  When  the 
packing  is  removed  the  vagina  and  cervix  should 
be  reinspected  to  make  certain  that  no  lesions 
had  been  missed  before.  If  there  is  no  further 
bleeding,  the  patient  is  allowed  to  be  ambula- 
tory and  is  discharged  the  following  day. 

In  the  present  series  42  patients  were  not 
packed  initially.  One  of  these  patients,  how- 
ever, was  readmitted  several  days  after  discharge 
because  of  further  bleeding  and  was  then  packed. 
Forty-three  other  patients  had  vaginal  packings 
on  admission  to  the  hospital.  In  six  of  these 
cases  bleeding  recurred  when  the  packing  was 
removed.  Four  of  this  group  were  treated  by 
repacking,  and  two  cases  required  suturing  of 
eroded  blood  vessels.  Two  patients  who  had 
been  treated  by  vaginal  packing  and  had  been 
subsequently  discharged  were  readmitted  for  a 
recurrence  of  bleeding.  One  was  again  packed 
and  the  other  was  treated  by  suture  of  an  arterial 
vessel.  Only  one  patient  in  the  series  was 
initially  treated  by  suture  of  the  vaginal  lesion. 

We  do  not  recommend  a routine  attempt  to 
suture  the  bleeding  lesions  unless  there  is  an 
obvious  and  easily  accessible  bleeding  vessel. 
This  was  seen  only  four  times  in  86  cases.  Usu- 
ally there  is  active  venous  bleeding  from  multiple, 
raw,  ulcerated  areas.  These  lesions  are  almost 
always  high  up  in  the  vagina  and  in  the  fornices. 
Without  anesthesia  and  several  assistants  to 
retract  and  keep  the  operative  field  dry,  the  plac- 
ing of  a suture  in  such  an  area  becomes  a for- 
midable and  time-consuming  task. 

* Gelfoam  is  a product  of  The  Upjohn  Company,  Kalama- 
zoo, Michigan. 

t Oxycel  is  a product  of  Parke,  Davis  & Company,  Detroit, 
Michigan. 
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Thirty-three  patients  were  transfused,  16 
receiving  1,000  cc.  or  more  of  blood.  The  blood 
loss  and  anemia  of  these  patients  was  impressive. 
There  were  no  fatalities  and  virtually  no  mor- 
bidity in  this  series.  The  average  hospital  stay 
was  four  days. 

Outcome  of  the  Pregnancy. — Of  the  53 
patients  who  were  pregnant  at  the  time  of  ad- 
mission to  the  hospital,  one  aborted  and  one 
had  a premature  labor  with  delivery  of  a live 
baby  shortly  after  being  hospitalized.  Fifty- 
one  patients  were  discharged  still  pregnant. 
Three  returned  within  two  weeks  with  incomplete 
abortions,  and  nine  had  normal  full-term  de- 
liveries on  the  obstetric  service.  There  was  little 
or  no  evidence  of  the  previous  trauma  at  the 
time  of  delivery,  although  extensive  scarring  of 
the  vagina  and  cervix  necessitating  a cesarean 
section  has  been  mentioned.10  The  remaining 
39  cases  did  not  return  to  our  institution  for 
prenatal  care  or  delivery,  and  one  must  presume 
that  many  had  abortions  but  preferred  not  to 
return  to  us  for  further  care. 

Conclusion 

All  cases  of  potassium  permanganate  burns  of 
the  vagina  and  cervix  admitted  to  Harlem  Hos- 
pital have  been  studied.  The  diagnosis  and 
management  of  these  cases  has  been  presented. 
Although  proof  is  lacking  for  every  case,  we 
believe  they  all  represented  attempts  at  abor- 
tion. Our  study  confirms  the  impression  that 
this  method  of  attempting  to  induce  abortion 


has  increased  tremendously  within  a very  few 
years. 

A strong  plea  is  made  to  our  state  and  Federal 
governments  for  legislation  barring  the  sale  of 
potassium  permanganate  without  a doctor’s 
prescription.  For  its  part,  the  medical  profes- 
sion should  consider  eliminating  this  drug  com- 
pletely from  its  therapeutic  armamentarium. 
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Therapeutic  Effectiveness  of  Elixophyllin  for  the  Oral  Treatment  of  Acute  and 

Chronic  Bronchial  Asthma 


Although  the  effectiveness  of  intravenous  amino- 
phylline  in  terminating  acute  asthmatic  attacks  has 
long  been  established,  this  administration  route  has 
certain  disadvantages:  (1)  the  drug  must  be  ad- 
ministered by  a physician,  and  (2)  occasionally  in- 
travenous administration  causes  severe  side-reac- 
tions and  even  sudden  death.  This  study  of  50 
patients  was  undertaken  to  evaluate  Elixophyllin 
(Sherman  Laboratories,  Detroit),  a drug  designed 
for  oral  use,  both  in  acute  and  chronic  cases.  Re- 
sults showed  that  in  20  patients  treated  during  se- 
vere acute  episodes,  75  ml.  of  Elixophyllin  brought 


relief  classified  as  excellent  in  14  and  good  in  six. 
Of  30  patients  with  chronic  asthma,  22  cases  classi- 
fied as  mild  or  moderately  severe  experienced  relief 
as  follows:  15  better  on  Elixophyllin  than  on  equiv- 
alent doses  of  aminophylline  tablets;  seven  the 
same. 

In  the  eight  severe  cases,  greater  improvement 
was  noted  on  doses  of  Elixophyllin  equivalent  to 
aminophylline  tablets,  or  the  same  degree  of  im- 
provement when  the  Elixophyllin  dose  was  lower. — 
Aaron  D.  Spielman,  M.D.,  Annals  of  Allergy , 
May- June,  1957 
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Thoracochondr algia  ( Tietzes  Syndrome ) 

Report  of  Three  Cases 


MARDOQUEO  I.  SALOMON,  M.D.,  F.A.C.C.,  F.C.C.P.,  BRONX,  NEW  YORK 
( From  the  Department  of  Medicine , Metropolitan  Hospital  Division,  New  York  Medical  College ) 


Among  the  numerous  extracardiac  diseases 
and  disorders  that  can  superficially,  and 
occasionally  even  thoroughly,  mimic  angina 
pectoris  and  similar  corona^  disorders,  there  is 
one  that  is  of  late  receiving  a certain  degree  of 
attention  in  the  medical  literature.  I refer  to  the 
so-called  Tietze’s  syndrome.  In  fact  very  re- 
cently several  papers  dedicated  to  this  subject 
have  been  published,  two1’2  of  them  rather  com- 
prehensive in  scope  and  nature.  On  the  other 
hand,  however,  one  would  look  in  vain  for  even 
a mention  of  the  syndrome  under  discussion  in 
otherwise  excellent  textbooks  of  cardiology 
(for  example,  Friedberg’s  Diseases  of  the  Hearty 
or  rheumatology  (for  example,  Comroe’s  Arthri- 
tis* Also,  a recent,  well- written  article5  on 
the  differential  diagnosis  of  “precordial  pain” 
by  Ernstene  fails  to  mention  the  existence  of 
Tietze’s  syndrome. 

It  must  be  admitted  from  the  onset  that  the 
malady  we  are  about  to  discuss  is  rather  ill  de- 
fined; one  would  say  it  is  perhaps  even  a con- 
glomerate of  similar  but  not  identical  conditions. 
Nevertheless,  at  least  as  a working  hypothesis, 
the  syndrome  should  be  considered  as  a noso- 
graphic  entity  and  defined  as  a nonsuppurative 
swelling  of  the  sternoclavicular  diarthrosis  or 
of  the  upper  six  sternocostochondral  junctions. 
More  exactly,  at  least  in  my  experience,  the 
juxta-articular  chondral  portion  of  these  joints 
and  the  suprajacent  soft  tissues  are  both  tender 
and  swollen.  I hesitate  to  include  under  the 
definition  of  Tietze’s  syndrome  a nonswollen  but 
just  painful  junction,  although  some  authors 
seem  not  to  be  such  purists  in  this  respect. 

The  incidence  of  the  disease  in  question  is 
relatively  great,  certainly  much  greater  than  the 
relative  paucity  of  the  published  reports  would 
seem  to  indicate.  Indeed,  since  Tietze  in  1921 
first  published  his  original  description  of  the 
disorder,  no  less  than  about  200  cases  have  been 


reported  from  Europe,  Asia,  and  this  country.6-7 
As  a matter  of  fact,  it  seems  to  be  a truly  ecumenic 
disease,  sparing  no  race,  sex,  or  age,  for  it  has 
been  observed  in  children  and  in  old  people, 
although  it  ostensibly  demonstrates  a predilection 
for  young  and  middle-aged  adults. 

From  an  etiologic  viewpoint,  nothing  is  known 
concerning  the  disease.  The  inclusion  of  cases 
of  postfractural  dystrophies,  infectious  osteo- 
chondritis, or  even  metastatic  foci  involving  the 
costochondral  junctions  into  the  realm  of  Tietze’s 
syndrome,  as  some  authors  appear  inclined  to  do 
just  because  of  the  topographic  location  of  these 
various  nosographically  distinct  maladies,  seems 
to  me  entirely  unwarranted  and  even  frankly 
confusing.  At  the  present  state  of  our  knowledge 
it  appears  to  be  best  to  declare  the  etiology  of 
this  disorder  unknown.  Even  the  pathologic 
substratum  of  the  disease  is  unknown,2  for  even 
in  those  cases  where  a biopsy  has  been  performed 
no  definite  abnormality  has  been  encountered 
either  in  the  cartilage  of  the  articulation,  in  the 
ligaments,  or  even  in  the  soft  tissues  covering 
the  swollen  zone,  except  for  an  occasional  swelling 
or  thickening  of  the  cartilage  or  perichondrium 
or  minor  degrees  of  fibrotic  changes  in  these 
structures.  Even  these  were  inconstant,  and 
certainly  no  inflammatory,  degenerative,  or 
neoplastic  substratum  could  be  established  for 
the  syndrome.  In  view  of  this,  if  the  eponym 
should  be  replaced  by  a descriptive  term,  I feel 
that  only  that  of  “thoracochondralgia*  should  be 
substituted  for  Tietze’s  syndrome.”  I believe 
this  term  superior  to  that  of  “sternochondralgia,” 
for  frequently  not  the  sternocostochondral  but 
the  (diarthrodial)  sternoclavicular  zone  is  in- 
volved. Not  only  one  but  two  or  more  places 


* In  many  respects  thoracochondralgia  is  similar,  to  an- 
other “rare”  disorder,  xiphoidalgia,8  of  which  a good  descrip- 
tion can  be  found  in  a relatively  recent  article  on  this  subject. 
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can  be  simultaneously  diseased,  and  the  in- 
volvement can  be  on  either  side  of  the  sternum. 
It  seems  to  me  that  the  greater  frequency  of  the 
left  side  is  only  apparent,  since  patients  are  more 
easily  scared  and  induced  to  consult  a physician 
when  their  left  side,  “just  near  the  heart,” 
becomes  painful. 

At  this  point  perhaps  it  is  advisable  to  pre- 
sent a short  description  of  my  own  cases  observed 
in  private  practice  during  the  last  few  years: 

Case  1. — A.  R.,  a thirty-year-old,  white,  Spanish- 
American  male,  appeared  in  my  office  with  the  com- 
plaint of  “pains  in  the  heart,”  of  a few  days  dura- 
tion. He  could  not  pinpoint  more  exactly  the  date 
of  onset  of  the  pain,  nor  was  he  aware  of  any  swelling 
until  his  attention  was  called  to  its  presence.  Until 
this  pain  made  its  appearance,  the  patient  felt  per- 
fectly well.  As  a matter  of  fact,  even  in  the  pres- 
ence of  the  pain  he  felt  and  looked  healthy,  but  he 
freely  expressed  his  deep  apprehension  on  account 
of  the  location  of  the  pain,  “just  where  the  heart  is.” 

His  family  history  was  both  trivial  and  noncon- 
tributory, as  was  his  personal  history.  Perhaps  a 
mention  should  be  made  of  the  fact  that  his  other- 
wise healthy  wife  had  had  mumps  five  years  pre- 
viously (at  the  age  of  twenty  years)  and  that  a few 
days  later,  while  his  wife’s  disease  was  frankly 
abating,  he  himself  developed  pains  in  both  testi- 
cles, without  swelling  or  fever.  At  the  time  I 
thought  that  it  was  a simple  case  of  abortive  post- 
mumps orchitis,  without  external  (salivary  glands) 
manifestations,  and  both  the  patient  and  his  wife 
responded  quickly  and  uneventfully  to  rest  and 
analgesics  (aspirin). 

The  physical  examination  of  the  patient  revealed 
a healthy,  although  apprehensive-looking,  youth, 
with  positive  abnormal  findings  limited  only  to  the 
region  of  the  fourth  sternocostochondral  junction  to 
the  left  of  the  sternum  and  mainly  on  the  medial 
(cartilaginous)  side  of  the  articulation.  An  almond- 
sized, hard  swelling  was  readily  visible  there,  neither 
red  nor  pitting  but  very  tender  and  seemingly  con- 
stantly slightly  painful.  Bending,  coughing,  sneez- 
ing, and  even  deep  breathing  exacerbated  the  pain. 
Curiously  enough,  the  patient,  a lean  individual 
with  very  scanty  hair  in  that  region,  had  not  noticed 
the  swelling  previously.  He  was  a man  of  average 
intelligence,  but,  as  he  himself  told  me,  he  was  so 
scared  that  he  dared  not  palpate  his  “heart.”  The 
fact  that  the  pain  radiated  toward  his  left  arm  con- 
vinced him  that  it  was  of  cardiac  origin.  He  em- 
phatically denied  any  trauma,  violent  exercise, 
emotional  upset,  etc.  antedating  the  appearance  of 
the  disease  under  discussion.  In  fact  he  claimed 
that  he  had  been  in  perfect  health  since  I last  saw 
him  for  his  presumed  orchitis. 


As  mentioned  previously,  the  remainder  of  his 
physical  examination  was  entirely  negative.  So 
too  were  his  routine  laboratory  findings,  including 
blood  serology,  urinalysis,  blood  count,  etc.  X-rays 
of  the  chest  and  of  the  ribs  revealed  absolutely  no 
pathology.  An  electrocardiogram  was  normal,  and, 
as  is  my  routine  in  such  cases,  an  exercise  test 
(double  two-step)  was  performed,  again  with  normal 
results.  (The  reasons  for  such  tests  in  apparently 
healthy  men  have  been  discussed  by  me  in  another 
paper,9  where  the  interested  reader  could  also  find  a 
detailed  description  of  the  advantages  and  short- 
comings of  the  test.)  In  view  of  all  this  it  was  my 
feeling  that  the  diagnosis  of  thoracochondralgia 
was  firmly  established  in  this  patient. 

Because  of  the  rather  poor  results  obtained  in  this 
condition  by  systemic  or  local  analgesics,  physio- 
therapy, radiotherapy,  etc.1>2>7  (as  seen  both  in  the 
literature  and  in  the  experience  of  several  internists), 
I decided  to  inject  subcutaneously,  as  near  the 
swollen  cartilage  as  possible,  15  mg.  of  hydrocorti- 
sone acetate.  The  reason  for  this  injection  here 
appeared  to  me  to  be  twofold:  (1)  on  theoretical 

grounds,  its  antiphlogistic  (anti-inflammatory,  anti- 
necrotizing) properties,  as  described  by  Selye, 
Pasqualini,  and  others,  in  phenomena  of  stess,  and 
(2)  on  empirical  grounds,  the  frequently  dramatic 
results  of  its  use  in  myositis,  fibrositis,  periarthritis, 
etc.,  as  described  in  the  medical  literature  and  con- 
firmed in  my  own  experience  in  these  and  similar 
disorders. 

A few  hours  later  the  pain  and  tenderness  started 
to  subside.  Two  days  later  the  procedure  was  re- 
peated, and  then  again  three  days  later.  A few 
days  after  the  fifth  injection  the  pain,  tenderness, 
and  swelling  were  entirely  gone.  -The  patient  has 
remained  in  good  shape  until  now  (eighteen  months 
later). 

Case  2. — P.  P.,  thirty-year-old,  white,  Spanish- 
American  male,  came  to  my  office  with  the  chief 
complaint  of  precordial  pains  of  about  one  week’s 
duration.  As  it  will  be  seen  later,  he  was  not  feeling 
well  even  before  the  pain  started,  but  the  pain  itself 
had  never  appeared  before. 

His  family  history  was  completely  noncontribu- 
tory. The  patient,  however,  was  not  infrequently 
seen  by  me  in  the  last  ten  years.  Before  that  he 
was  in  very  good  health  and  did  not  even  recall 
any  usual  childhood  diseases.  At  the  age  of 
twenty  he  married  a woman  twice  his  age  and  twice 
his  intellectual  status  and  became  very  obese. 
Since  then  he  has  been  subject  to  frequent  attacks 
of  bronchitis.  Even  when  free  of  those  “spells,”  he 
became  mildly  dyspneic  (due  to  his  obesity)  and  had 
a blood  pressure  of  about  160/100.  (Curiously 
enough,  his  arms  were  not  very  obese,  and  the  pres- 
sure readings  could  be  performed  without  undue 
distortion.) 
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When  examined  by  me  on  account  of  precordial 
pains,  he  spontaneously  pointed  to  the  left  paraster- 
nal region,  where,  at  the  level  of  the  fourth  costo- 
chondral region,  an  almond-sized  swelling  could 
easily  be  detected,  although  it  was  relatively  deep 
seated  (for,  as  pointed  out  before,  the  patient  was 
rather  fat).  That  swollen  zone  was  both  tender  and 
spontaneously  painful,  but  there  was  no  redness. 
The  pain  was  described  as  a dull  ache,  practically 
constant,  but  markedly  exacerbated  by  coughing, 
sneezing,  bending,  deep  breathing,  and  occasionally 
even  after  gaseous  distention  following  meals.  The 
remainder  of  his  physical  examination  was  entirely 
negative,  as  was  the  routine  laboratory  work-up. 
Roentgenographic  survey  of  his  chest  and  thoracic 
wall  and  gastrointestinal  tract  (including  a chole- 
cystogram)  and  an  electrocardiogram  (again  with  the 
double  two-step  test  according  to  Master’s  technic) 
were  all  within  perfectly  normal  limits.  Here 
again,  as  in  the  foregoing  case,  the  same  diagnosis 
was  envisaged  and  maintained,  and  the  same  treat- 
ment was  applied.  The  results  were  just  as  satis- 
factory. Up  to  this  time,  more  than  a year  since, 
patient  has  had  no  recurrence  and  feels  well.** 

Case  3. — V.  M.,  a twenty-eight-year-old,  white, 
Spanish-American  female,  consulted  me  on  account 
of  a painful  swelling  that  seemingly  appeared  only  a 
few  days  previously.  Until  the  onset  of  the  pain 
this  patient  was  in  good  health.  Both  her  family 
and  personal  history  were  trivial  and  noncontribu- 
tory. 

Examination  disclosed  a lean  but  healthy-looking 
woman  with  one  single  abnormality:  an  almost 

walnut-sized  swelling  in  the  region  of  her  right  ster- 
noclavicular joint,  not  red,  but  definitely  tender. 
The  patient,  an  alert,  intelligent  girl,  claimed  that 
the  pain  in  that  joint  was  steady  but  worsened  on 
deep  breathing,  sneezing,  or  coughing.  The  re- 
mainder of  her  physical  examination  was  entirely 
within  normal  limits.  Again  the  routine  laboratory 
tests,  including  x-rays  and  electrocardiogram, 
yielded  no  pathologic  findings.  In  order  to  avoid  a 
repetition  of  descriptions,  I shall  state  only  that  the 
diagnostic  impression  and  therapeutic  approach  in 
this  case  were  exactly  the  same  as  in  the  foregoing 
case.  I must  add,  however,  that  the  swelling,  while 
very  much  diminished,  did  not  yet  disappear  com- 
pletely. The  patient,  however,  complains  of  no 
more  pain  or  tenderness. 

Comment 

The  cases  reported  in  this  article  conform,  as 
can  easily  be  ascertained,  to  the  general,  ortho- 


** I wish  to  add  that  the  patient  was  repeatedly  asked  for 
and  steadfastly  denied  any  history  of  trauma.  On  the  other 
hand,  he  was  free  of  bronchitis  for  at  least  six  months  pre- 
vious to  the  onset  of  his  disease. 


dox  clinical  patterns1-2-6  of  thoracochondralgia. 
As  a matter  of  fact,  perusal  of  pertinent  medical 
literature  (Kayser’s  article2  contains  a good 
bibliographic  index)  will  show  that  the  disease 
lasts  from  weeks  to  months,  with  the  spontaneous 
pain  lasting  a little  longer  than  the  tenderness, 
and  the  swelling  persisting  sometimes  even  for 
years.  On  the  other  hand,  the  presenting  symp- 
tom, the  pain,  is  the  one  that  can  closely  mimic 
angina  pectoris,  for  it  not  infrequently  appears 
on  walking,  bending,  etc.  Occasionally  it  is  the 
act  of  coughing,  sneezing,  etc.  that  releases  the 
trigger,  thus  mimicking  a whole  gamut  of 
pleuropulmonary  diseases.  Herpes  zoster  in  the 
pre-eruptive  stage,  intercostal  neuralgia,  infec- 
tious or  neoplastic  diseases  involving  the  chest 
wall,  etc.  can  all  be  more  or  less  imitated  by  the 
syndrome  under  discussion,  hence  the  importance 
of  a careful  and  detailed  examination  of  the  chest 
and  its  contents.  Obviously  this  has  to  include 
a thorough  roentgenologic  survey  of  the  ribs  and 
sternum. 

When,  however,  the  swelling  is  the  predominant 
sign,  it  is  rather  the  surgeon2  or  orthopedist  who 
will  see  the  patient,  and  the  differential  diagnosis 
will  have  to  be  made  in  the  realm  of  traumatic 
or  neoplastic  diseases  of  the  ribs,  sternum,  etc., 
not  to  mention  the  soft  tissues  of  the  chest  wall. 

Speaking  in  general  and  from  a practical  view- 
point, I would  like  to  add  that  in  a lean  and  young 
patient  the  differential  diagnosis  ought  not  to 
present  real  difficulties.  However,  when  one  is 
confronted  with  an  elderly  patient  suspected 
(almost  a priori ) of  cardioangiosclerotic  disease, 
and  especially  if  the  patient  is  an  obese  woman 
with  large  breasts  and  a thoracic  wall  which  is 
both  diffusely  tender  and  difficult  to  palpate 
thoroughly,  the  problem  of  concomitant  in- 
volvement becomes  almost  impossible  to  rule 
out.  Perhaps  we  should  add  another  source 
of  difficulties  and  pitfalls:  functional  and  organic 
maladies  of  the  upper  gastrointestinal  tract, 
as  was  seen  in  one  of  my  patients. 

Summary 

Three  cases  of  thoracochondralgia  (Tietze’s 
syndrome)  are  reported.  The  clinical  features 
of  the  disorder  in  general,  its  diagnosis,  and  its 
differential  diagnosis  are  discussed.  Treatment 
by  local  hydrocortisone  acetate  injections,  with 
uniformly  good  results,  is  described. 
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Dr.  Samuel  J.  Prigal:  We  have  selected  for 
tonight  a subject  which  is  of  great  interest  to 
the  physician  and  patient  alike.  I am  sure  you 
have  had  the  same  experience  that  I have  when 
patients  come  to  you  with  obvious  hay  fever  or 
asthma  and  ask,  “Do  you  think,  Doctor,  that 
this  is  all  in  the  mind?  Do  you  think  I should 
go  to  see  a psychiatrist?” 

Some  allergists  see  no  psychiatric  aspects  in 
any  disease  that  they  call  allergic.  On  the  other 
hand,  some  psychiatrists  feel  that  all  symptoms 
that  allergists  call  allergic  are  manifestations  of 
some  psychiatric  disorder.  For  those  of  us  whose 
views  are  between  these  extremes,  it  is  important 
to  know  if  there  is  a psychologic  factor  in  the 
diseases  that  we  treat  and  how  to  handle  it. 
With  the  emphasis  today  on  the  Freudian  aspect 
of  psychiatry,  it  is  perhaps  worthwhile  for  you 
to  know  that  we  have  deliberately  selected  to- 


night a point  of  view  which  is  somewhat  dif- 
ferent from  the  Freudian,  although  we  will  not 
avoid  the  Freudian  concept  altogether.  This  was 
deliberate  because  we  are  constantly  confronted 
with  Freudian  concepts  and  we  hope  to  present 
a somewhat  different  point  of  view. 

Perhaps  you  will  learn  tonight  that  the  ex- 
treme points  of  view  to  which  I have  just  alluded 
may  not  be  the  best  ones.  We  may  find  a solu- 
tion to  our  problem  in  a concept  which  includes 
an  interest  and  understanding  of  the  patient’s 
psyche  as  well  as  his  allergy. 

We  have  also  come  into  a new  era  since  the  ad- 
vent of  the  new,  highly  potent,  pharmacologic 
agents  which  reproduce  bizarre,  psychologic 
symptoms.  This  has  stimulated  much  research 
into  the  possible  chemical  and  physiologic 
mechanisms  involved  in  mental  disorder.  We 
hope  we  can  get  a little  more  understanding 
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tonight  from  our  panelists  about  some  of  the 
work  in  this  field,  and  perhaps  we  can  ask  them 
to  correlate  it  in  some  manner  with  the  physio- 
logic mechanisms  that  we  observe  as  allergists, 
since  many  of  the  chemical  agents  that  seem  to 
be  involved  in  psychologic  disorders  may  even 
have  a role  in  allergic  disease. 

For  our  first  speaker  we  are  going  to  call  on  an 
allergist  and  internist,  Dr.  Laurence  Farmer. 

Dr.  Laurence  Farmer:  May  I state  before 
entering  into  the  discussion  of  this  evening’s 
topic  that  in  using  the  terms  “allergy”  and 
“allergic  disease”  I am  referring  to  an  “altered 
reactivity”  of  the  organism  based  on  specific 
immunologic  reactions.  It  may  appear  astonish- 
ing that  I should  make  such  a statement  at  a 
meeting  of  a society  of  allergists.  Precedent, 
however,  makes  it  seem  desirable  to  do  so.  I am 
referring  to  the  fact  that  during  a panel  discussion 
a number  of  years  ago  on  “Psychodynamics  and 
the  Allergic  Patient”  the  suggestion  was  made  to 
“release  allergy  from  the  restrictions  imposed 
upon  it  by  the  specificity  of  immunologic  re- 
actions.” To  do  so  would  in  my  opinion  be 
forfeiting  most  of  the  hard-won  advances  made 
in  the  field  of  allergy  within  the  last  fifty  years. 
It  would  be  tantamount  to  turning  the  clock 
back  to  the  days  when  the  “idiosyncrasies” 
were  baffling  our  ancestors. 

Allergists,  as  well  as  other  primarily  organically 
oriented  physicians,  are  often  said  to  be  un- 
sympathetic to  the  concept  that  psychologic 
factors  influence  the  course  of  organic  disease. 
Anyone  even  superficially  familiar  with  the 
history  of  medicine  can  attest  to  the  incorrect- 
ness of  this  view. 

Long  before  the  advent  of  Freud,  physicians 
were  well  aware  of  the  influence  of  the  emo- 
tions on  bodily  functions.  They  may  not  have 
spoken  of  these  things  in  the  jargon  of  present- 
day  psychology,  but  they  well  recognized  the 
importance  of  the  mind  in  disease. 

One  of  the  most  amusing  expressions  of  this 
insight  is  contained  in  Hyde  Salter’s  treatise  on 
asthma,  which  appeared  in  1860.  It  is  about  the 
little  boy  who  would  threaten  to  get,  and  would 
get,  an  attack  of  asthma  if  his  father  were  to 
scold  him. 

The  frequency  with  which  one  encounters 
instances  in  which  the  old  physicians  mention 
their  awareness  of  these  problems  makes  one 
wonder  where  some  of  the  more  recent  con- 
verts to  psychosomaticism  have  been  all  these 


years.  In  listening  to  some  of  the  enthusias- 
tic protagonists  of  this  school  of  thought,  I 
am  reminded  of  the  story  of  the  young  artist  who, 
after  describing  with  great  gusto  his  newly  de- 
vised process  for  the  reproduction  of  paintings, 
was  told  that  he  was  to  be  congratulated  on 
having  rediscovered  lithography. 

Although  most  allergists  agree  that  psycho- 
logic factors  may  play  a role  in  allergic  disease, 
they  differ  widely  regarding  cause  and  effect. 
Psychic  factors,  according  to  Robert  Cooke, 
cannot  produce  an  allergic  state  or  its  resulting 
reaction.  They  are  not  infrequently  the  result 
of  chronic  allergy  and  are  not  its  cause.  At  the 
other  extreme  we  find  Hyman  Miller  who  postu- 
lates that  allergic  diseases  are  psychosomatic, 
that  is,  they  are  “caused  by  a combination  of 
mind-body  factors.”  According  to  this  view 
neither  immunologic  factors  alone  nor  psycho- 
genic factors  alone  suffice  to  produce  allergy. 

Psychiatrists  as  well  as  allergists  have  focused 
their  attention  on  patients  with  asthma,  seasonal 
and  nonseasonal  rhinitis,  urticaria,  etc.  I do 
not  intend  nor  am  I by  training  qualified  to 
comment  on  the  validity  of  the  psychiatric 
interpretations  of  the  psychologic  mechanisms 
involved  in  these  cases.  I do,  however,  want  to 
comment  on  some  of  the  psychiatrists’  views 
about  the  involved  allergic  aspects. 

From  a study  of  the  literature  on  psychoana- 
lyzed cases  with  asthma  and  urticaria,  it  becomes 
quite  obvious  that  in  numerous  instances  there 
was  absolutely  no  indication  that  allergic  factors 
were  present.  In  fact  in  some  instances  the 
psychiatrists  themselves  were  aware  of  this. 
Nevertheless,  they  speak  of  these  patients  as 
having  an  allergic  disease.  Such  patients  should 
be  labeled  as  having  a “psychogenic”  disease. 
I am  convinced  that  there  are  such  cases,  prob- 
ably more  than  we  are  aware  of  today.  If  I 
were  to  paraphrase  the  dictum,  “all  that  wheezes 
is  not  asthma,”  I would  say,  “all  that  wheezes, 
wheals,  and  weeps  is  not  allergy.”  In  classify- 
ing asthma  we  speak  of  cardiac,  renal,  and  bron- 
chial asthma,  and  we  subdivide  the  latter  into 
“allergic”  and  “nonallergic”  cases.  I believe 
that  many  of  the  latter  will  in  the  future  be  known 
as  “psychogenic  asthma,”  without  any  allergic 
connotation.  This  probably  also  holds  true  for 
cases  of  urticaria  and  other  skin  manifestations. 

I believe  that  the  following  case  may  be  re- 
garded as  being  purely  psychogenic.  The 
patient,  an  asthmatic,  was  a fifteen-year-old 
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girl  of  German  extraction.  She  had  been  born 
and  reared  in  Upper  Silesia,  then  a part  of 
Germany.  After  the  First  World  War  a plebi- 
scite was  to  be  held  in  this  province,  which  had  a 
mixed  Polish  and  German  population,  to  deter- 
mine to  which  country  the  area  was  to  go.  In 
the  months  preceding  the  plebiscite  feelings  ran 
high.  In  the  towns  where  the  Germans  held  a 
majority  the  Poles  were  terrorized;  in  the  towns 
where  the  Poles  were  more  numerous  the  Germans 
underwent  the  same  ordeal. 

In  the  town  in  which  our  young  girl  lived  there 
were  rumors  of  an  impending  raid  by  the  Poles. 
One  night  the  storm  broke.  The  mother  and 
children  sat  huddled  in  the  dark,  shuttered  room; 
there  was  shooting  in  the  streets.  The  father 
did  not  return  from  work.  That  night  the 
patient  had  her  first  attack  of  asthma.  Her 
father  incidentally  was  a hay  fever  sufferer. 

According  to  the  strict  adherents  of  the 
ps3Tchosomatic  school  of  thought,  ps3rchogenic 
and  somatic  factors  are  operative  in  the  estab- 
lishment of  the  allergic  disorder  as  well  as  in  the 
precipitation  of  the  allergic  attack.  Not  all 
ps3’chosomaticists  are  as  rigid  as  their  postulates. 
French,  for  instance,  in  discussing  asthma, 
writes:  “.  . .in  some  cases  asthmatic  attacks  may 
be  precipitated  by  allergic  factors  alone,  in 
others  perhaps  by  emotional  factors  alone,  and 
...  in  still  others  cooperation  of  allergic  and 
emotional  factors  may  be  necessan^  to  produce 
the  attack.”  Saul,  who  takes  a similar  stand  in 
the  discussion  of  hay  fever,  postulates  that  “an 
individual  in  whom  certain  tissues  are  constantly 
stimulated  and  sensitive  because  of  his  emotional 
state  ma3T  well  be  more  sensitive  in  these  tissues 
to  irritating  allergens.”  Conversety  he  believes 
that  individuals  “whose  tissues  are  irritated  by 
allergens  will  react  more  sensitively  in  these 
particular  sites  to  emotional  stimuli.”  It  will 
necessitate  much  future  experimentation  to 
determine  the  validity  of  these  contentions. 

Despite  these  reservations  I do  not  doubt 
that  there  are  cases  of  true  “psychosomatic” 
asthma,  urticaria,  etc.,  that  is  cases  in  which 
psychogenic  and  allergic  factors  operate  to- 
gether and  are  interrelated  in  the  genesis  and 
course  of  the  disease.  There  are  certainty  also 
cases  in  which  these  factors  occur  onty  concomi- 
tantty.  A case  in  point  is  that  of  a 3roung  woman 
whom  I had  occasion  to  observe  many  3rears  ago. 
The  patient,  who  was  sensitive  to  various 
allergens,  had  suffered  from  asthma  since  early 


childhood.  She  was  also  susceptible  to  severe 
attacks  of  angioedema  following  the  ingestion  of 
minimal  amounts  of  fish.  Her  asthmatic  attacks, 
which  occurred  perennially,  were  for  the  most 
part  quite  severe  and  more  or  less  refractory  to 
S3’mptomatic  treatment.  While  under  my  ob- 
servation the  patient  became  engaged.  There 
was  a remarkable  improvement  in  her  condition. 
When  after  several  months  her  fiance  broke  off 
the  engagement,  she  went  into  status  asthmaticus 
of  such  severity'  that  one  had  to  fear  for  her 
survival. 

As  a last  point  I would  like  to  sa3^  a word  about 
psychotherapy'  in  allergic  patients.  The  psy- 
chiatrists who  are  frequentty  very  much  satisfied 
with  their  results  in  this  ty^pe  of  patient  look  on 
them  as  further  proof  of  the  correctness  of  the 
psychosomatic  concept.  Not  all  psychiatrists 
agree  with  this  evaluation.  Dennis  Leigh 
believes  that  asthmatic  patients  are  not  helped 
any  more  by  psychiatric  treatment  than  by  any 
other  form  of  therapy.  Another  question  is: 
how  much  psychotherapy  should  the  allergist 
do?  In  the  opinion  of  some  veryr  competent 
psychiatrists,  onty  the  kitchen  variety^.  They 
warn  above  all  things  against  tampering  with 
a patient’s  unconscious.  It  has  led  to  dire 
consequences. 

Dr.  Prigal:  Thank  you,  Dr.  Farmer.  Now, 
we’re  going  to  call  on  another  member  of  the 
Society,  who  will  discuss  the  allergic  aspects  of 
dermatologic  diseases  and  its  relationship  to  the 
psyche,  Dr.  Rudolf  L.  Baer. 

Dr.  Rudolf  L.  Baer:  At  the  outset  I want 
to -make  it  clear  that  all  my^  remarks  today-  are 
confined  to  a discussion  of  emotional  factors  as 
theyr  affect  allergic  processes  in  the  skin,  since  I 
have  no  experience  with  hay  fever,  asthma,  and 
other  noncutaneous  allergies. 

The  first  panel  on  this  topic  in  which  I par- 
ticipated was  at  the  meeting  of  the  American 
College  of  Allergists  in  Atlantic  City  in  June, 
1947.  I regret  to  say  that  in  the  intervening  ten 
years  very  little  progress  has  been  made  in 
elucidating  the  relationship  between  allergic 
responses  and  the  psyche.  What  has  persisted 
is  a tendency'  among  many^  laymen,  and  regret- 
tabty  also  among  some  physicians,  to  attribute 
indiscriminately  those  cutaneous  diseases  for 
which  no  specific  cause  can  be  found  to  emotional 
factors. 

Is  it  not  obvious  that  a frightening  experience 
makes  our  hair  stand  up?  Don’t  we  develop 
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(flushing  of  the  face  when  we  are  embarrassed, 
lashamed,  or  overjoyed?  Don’t  we  break  out  in 
a cold  sweat  when  we  are  scared?  Of  course, 
all  of  us  have  the  capacity  to  develop  these  normal 
physiologic  responses.  The  important  question 
here,  however,  is  much  more  complicated, 
(namely,  what  is  the  role  of  psychic  factors  in 
nonphysiologic  cutaneous  reactions  such  as 
allergic  skin  diseases?  Can  emotional  factors 
i as  such  play  a major  role  in  causing  attacks  or 
recurrences  of  allergic  dermatoses,  and  can  they 
maintain  such  dermatoses  in  the  absence  of  the 
allergenic  agents? 

My  answer  to  this  question  can  be  clear  cut. 
With  the  exception  of  cases  of  so-called  cholino- 
genic  urticaria,  I have  never  been  able  to  con- 
vince myself  that  a recurrence  of  an  allergic 
dermatosis  was  caused  alone  or  principally  by 
emotional  factors.  For  example,  I have  never 
seen,  nor  has  anybody  else  been  able  to  show  me, 
a patient  with  a morbilliform,  bullous,  fixed,  or 
other  drug  eruption  where  a recurrence  was 
brought  about  by  psychic  factors  without  read- 
ministration of  the  drug.  However,  I have  seen 
cases  where  emotional  factors  contributed  to 
an  allergic  eruption  through  physiologic  mech- 
anisms. For  example,  under  emotional  tension 
one  is  likely  to  perspire  more  on  one’s  feet  and 
therefore  is  likely  to  extract  more  sweat-soluble 
allergenic  material  from  the  shoe  lining.  As  a 
consequence,  a person  who  has  an  allergic  con- 
tact sensitivity  due  to  a chemical  in  the  shoe 
lining  may  develop  an  exacerbation  or  prolonga- 
tion of  an  allergic  contact  dermatitis  as  a result 
of  the  increased  sweating.  In  such  a case 
emotional  factors  have  contributed  to  the  erup- 
tion, but  I would  insist  that  they  have  done  so 
via  normal  physiologic  mechanisms.  The  same 
can  be  said  about  a patient  with  atopic  dermatitis 
who  develops  an  exacerbation  or  intensification 
of  itching  under  emotional  stress.  In  view  of 
the  disturbances  in  the  sweat  apparatus  in  such 
patients,  it  is  entirely  possible  that  emotional 
factors,  through  increased  sweating,  might  worsen 
the  atopic  dermatitis. 

With  respect  to  cholinogenic  urticaria,  I would 
like  to  say  that  it  is  elicited  on  a physiologic 
basis  via  the  release  of  acetylcholine  by  physical 
or  emotional  stress  and  heat.  What  is  abnormal 
is  the  reaction  of  the  patient  to  the  release  of 
acetylcholine,  a physiologic  substance.  It  should 
be  noted,  however,  that  the  lesions  in  cholino- 
genic urticaria  clinically  look  entirely  different 


from  the  common  variety  of  urticaria. 

In  connection  with  the  question  of  whether 
emotional  factors  can  cause  recurrences  or 
exacerbations  of  allergic  dermatoses,  it  is  impor- 
tant to  know  whether  primary  cutaneous  lesions 
such  as  blisters  or  hives  can  be  produced  by 
emotional  factors  alone.  There  are  reports  in 
the  literature  claiming  that  such  lesions  can  be 
experimentally  produced  in  such  a manner,  for 
example  under  hypnosis.  Those  attempts  to 
produce  blisters  or  hives  under  hypnosis  which 
I had  the  opportunity  to  witness  have  failed, 
although  they  were  done  in  subjects  on  whom 
such  attempts  previously  had  succeeded.  It  is 
obvious  that  one  can  be  deceived  in  such  tests 
unless  certain  precautions  are  observed.  For 
example,  it  is  elementary  to  prevent  the  patient 
from  carrying  out  manipulations  under  post- 
hypnotic suggestion.  A patient  who  has  been 
told  under  hypnosis  that  he  is  going  to  develop 
a blister  on  his  arm  where  he  has  been  touched 
with  the  end  of  a pencil,  must  be  prevented  from 
burning  himself  with  the  end  of  a burning  ciga- 
ret  during  the  posthypnotic  period.  There- 
fore he  must  remain  under  constant  surveillance 
until  a decision  can  be  made  whether  blistering 
has  occurred. 

Another  question  is  whether  emotional  factors 
are  among  the  many  nonspecific  factors  which  can 
be  contributory  in  allergic  dermatoses.  Here, 
as  previously  mentioned,  there  is  much  evidence 
that  they  can  play  such  a role  via  physiologic 
mechanisms  (effects  on  sweating,  vasodilatation, 
vasoconstriction,  and  the  like).  However,  when 
considering  the  importance  of  the  emotions  as 
contributory  factors,  one  should  not  forget  the 
many  other  nonspecific  factors  which  also  can 
influence  allergic  dermatoses,  such  as  outside 
temperature  and  humidity,  air  currents,  friction 
from  clothing,  and  many  others.  Routinely 
singling  out  the  emotional  factor  and  treating 
patients  from  this  viewpoint  alone  is  like  treating 
such  a patient  only  from  the  viewpoint  of  avoid- 
ing sweating  after  one  discovers  that  sweating 
makes  him  worse. 

The  effects  of  certain  allergic  dermatoses  on 
the  psyche  deserve  more  attention  than  they 
have  been  given  in  the  past.  A patient  who  has 
had  atopic  dermatitis  for  many  years  is  likely  to 
have  some  effects  on  his  psyche  from  the  dis- 
comfort, itching,  and  scratching,  and  from  the 
social  and  perhaps  even  economic  difficulties 
caused  by  his  eruption. 
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What  can  be  done  in  order  to  further  our 
knowledge  in  this  highly  interesting  and  impor- 
tant field?  In  my  opinion  real  progress  will  be 
made  only  when  those  investigative  methods  and 
scientific  and  statistical  criteria  which  are 
accepted  as  necessary  in  other  segments  of  medi- 
cal investigation  are  applied  in  this  field.  Prop- 
erly controlled  studies,  I believe,  will  have  to 
replace  the  tiresome  reports  based  merely  on 
imaginative  speculation.  Cutaneous  allergic 
phenomena,  it  seems  to  me,  are  especially 
suitable  for  such  studies  because  they  afford  an 
opportunity  for  direct  observations  and  experi- 
mentation rather  than  necessitating  the  use  of 
indirect  methods,  which  often  must  be  applied 
in  studies  in  other  organs. 

Dr.  Prigal:  Thank  you,  Dr.  Baer.  I am 
going  to  call  next  on  Dr.  Wortis,  a psychiatrist, 
who  had  some  basic  training  with  Freud,  al- 
though he’s  probably  not  known  as  a Freudian. 

Dr.  Wortis  : I’d  first  like  to  express  my  thanks 
to  the  Society  and  to  the  Chairman,  Dr.  Prigal, 
for  the  opportunity  to  join  in  this  discussion, 
which  I hope  will  prove  to  be  a cross-fertilization 
among  several  different  specialties. 

I would  like  in  the  few  minutes  available  to  me 
not  to  elaborate  on  experimental  data  nor  to  give 
you  case  histories,  which  in  psychiatry  tend  to  be 
lengthy,  but  to  develop  a few  points  which  may 
strike  a respondent  chord  among  you  clinicians 
who  work  with  case  material. 

If  we  define  allergy  as  a state  of  heightened 
responsiveness  or  sensitivity  to  certain  noxious 
agents,  the  antigens,  then  we  have  to  recog- 
nize that  the  thing  we  call  the  allergic  dis- 
ease is  really  nothing  else  but  the  reactivity  of 
the  organism.  The  disease  is  the  reaction.  As 
Selye  has  demonstrated,  the  injection  of  a 
small  amount  of  formalin  may  or  may  not  produce 
a big  inflammatory  reaction,  depending  on  the 
reactivity  of  the  organism.  Every  allergist 
who  uses  ACTH  or  cortisone  knows  that  what  he 
is  altering  is  the  reactivity  of  the  organism. 

So,  if  we  focus  our  attention  on  the  importance 
of  the  reactivity  of  the  organism  in  allergic  mani- 
festations, I think  it  can  appear  quite  plausible 
that  on  the  one  hand  this  over-reactivity,  which 
is  a characteristic  of  the  allergic  response,  can  be 
affected  by  a great  many  factors  in  addition  to 
the  specific  antigen-antibody  reaction,  such  as 
endocrinologic,  psychologic,  and  neurologic  fac- 
tors. I am  suggesting  that  among  these  factors 
the  associated  degree  of  tension,  excitement, 


apprehension,  and  conversely  the  degree  of 
general  relaxation  the  organism  is  experiencing 
may  well  affect  the  occurrence  of  symptoms. 

Similarly,  it  seems  equally  plausible  that  the 
heightened  or  stronger  response  of  the  organism 
to  an  antigen  can  express  itself  in  various  ways, 
through  various  tissues  or  systems,  including  an 
expression  through  the  nervous  system  by 
manifestations  of  excitement,  anxiety,  tension, 
and  the  like,  with  the  accompanying  subjective 
sensations  of  fear,  trembling,  palpitations,  etc. 

You  have  here  the  possibility  of  a two-way 
interrelationship  between  what  we  will  call  for 
convenience  tension  on  the  one  hand  and  allergic 
reactions  on  the  other,  each  mutually  affecting 
the  other.  It  seems  to  me  that  if  we  keep  this 
two-way  interrelationship  in  mind,  we  have  the 
key  to  the  understanding  of  the  clinical  phenom- 
ena. 

It  has  been  experimentally  demonstrated  that 
chronic  stress  or  experimentally  produced  neu- 
roses predispose  the  experimental  animal  to 
certain  allergic  manifestations.  But  the  con- 
verse is  also  true;  the  harrassing  presence  of 
allergic  disease,  eczema,  asthma,  urticaria,  and 
the  like  can  promote  and  aggravate  subjective 
states  of  discomfort  and  tension  or  may  even  in- 
duce alarming  panic,  such  as  we  witness  in  acute 
anaphylactic  reactions  or  severe  asthmatic 
attacks. 

It  is  an  incorrect  oversimplification  to  state 
bluntly  that  allergies  are  purely  physical  or 
medical  disorders  without  relation  to  the  mental 
state.  It  is  an  equally  incorrect  oversimplifica- 
tion to  say  that  allergic  diseases  are  psychogenic 
and  merely  reflect  the  symptoms  of  a psycholog- 
ically induced  neurosis.  If  time  permitted,  I 
could  give  you  case  histories  to  illustrate  my 
points,  but  I will  rely  instead  on  your  own  clinical 
experiences  to  confirm  a number  of,  I hope, 
relevant  observations  which  I’ve  made  in  recent 
years,  mostly  on  children. 

The  first  observation  is  that  many  children 
I see — and  I must  confess  I see  a biased  sample — 
with  severe  allergic  disease  are  often  hyper- 
sensitive or  hyper-responsive  in  their  general 
bearing  and  makeup,  partly  perhaps  because  of 
inborn  peculiarities  of  nervous  organization, 
partly  perhaps  as  a result  of  the  chronic  stress  of 
their  neurotic  difficulties.  Sometimes  it  is 
difficult  to  distinguish  between  these  two  pos- 
sibilities. 

The  second  observation  is  that  allergic  mani- 
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festations  such  as  an  asthmatic  attack  are  quite 
frequently  provoked  by  unpleasant  excitement, 
but  what  is  less  often  emphasized  is  that  such 
attacks  are  sometimes  provoked  by  pleasurable 
excitement.  I recently  saw  a child  who  de- 
veloped an  asthmatic  attack  on  the  occasion  of 
a very  happy  birthday  party. 

I get  the  impression  that  these  children  are 
like  delicately  balanced  containers  of  fluid,  where 
any  commotion  of  whatever  nature  may  tilt  the 
balance  and  cause  a spill-over  into  the  autonomic 
area. 

The  third  observation  is  that  many  allergic 
manifestations,  particularly  asthmatic  attacks, 
are  very  frightening,  especially  to  children,  and 
their  repeated  occurrence  can  have  quite  harmful 
effects  on  the  child’s  mental  health. 

Fourth,  the  dislocations  of  normal  routine, 
the  special  medications,  the  precautions,  the 
it  | maternal  overprotection,  the  disruption  of  normal 
play  and  school  experiences  may  all,  on  another 
to|  level,  adversely  affect  the  child’s  development  or 
the  child’s  psychologic  attitudes,  and  I seem  to 
see  not  infrequently  a vicious  circle  set  up  in 
which  the  consequences  or  accompaniments  of 
the  disease  create  tensions  and  difficulties  which 
in  turn  provoke  the  disease  process,  a vicious 
circle  that  fortunately  can  be  broken,  up  to  a 
point,  by  relieving  the  attacks  medically  or  by 
relieving  the  emotional  tensions  psychologically. 

Fifth,  the  medications  prescribed  for  allergic 
diseases,  especially  the  sympathomimetic  drugs 
of  the  ephedrine  type,  not  infrequently  also  com- 
plicate the  psychologic  picture  by  inducing  a 
general  state  of  overstimulation,  sleep  difficulties, 
palpitations,  etc.,  and  to  this  list  of  drugs  might 
be  added  aminophylline,  which  is  also  a central 
nervous  system  stimulant. 

Important  to  consider  too  is  the  possibility 
that  cortisone  may  have  serious  and  sometimes 
quite  drastic  psychologic  side-effects,  and  finally, 
if  I may  anticipate  something  that  I am  sure 
Dr.  Gantt  will  elaborate,  allergic  symptoms, 
including  asthmatic  attacks,  are  susceptible  to 
conditioning,  so  that  even  an  inoperable  associ- 
ated stimulus,  for  example,  the  view  of  a certain 
house  which  is  associated  in  the  patient’s  mind 
with  allergic  attacks,  or  a certain  person,  can 
provoke  an  attack. 

The  converse  is  true  too:  an  asthmatic  attack 
which  is  frequently  relieved  by  an  injection  of 
adrenalin  can  also  be  relieved  by  an  injection  of 
distilled  water,  through  a simple  conditioning 


process.  Of  course,  if  you  repeat  the  injection 
of  the  distilled  water,  the  effect  will  wear  off 
because  a conditioned  response  needs  to  be 
reinforced  if  it  is  to  be  maintained.  But  these 
complex  factors  of  conditioning  also  enter  into 
the  clinical  manifestations  of  the  disease. 

I would  therefore  say  that  the  simple  obser- 
vation that  the  allergic  patient  before  you  is 
nervous  does  not  justify  the  simple  conclusion 
that  his  nervousness  produced  his  allergies,  and 
it  should  not  awaken  the  simple  expectation  that 
psychiatric  treatment  will  cure  him.  Such 
advice,  it  seems  to  me,  often  puts  families  to 
needless  and  futile  expense  because,  contrary  to 
some  popular  impressions,  psychotherapy  is  not 
always  helpful  in  relieving  nervous  symptoms. 
For  one  thing  psychotherapy  cannot  create  a 
life  without  stress,  and  for  another  thing  the 
causative  factors,  constitutional  or  environ- 
mental, may  be  too  elusive  to  respond  easily  to 
psychotherapy,  or  the  psychotherapy  may  reflect 
a misdirected  interest  into  an  area  which  isn’t 
very  pertinent  to  the  stressful  situation. 

In  fact  the  costs  of  psychotherapy  are  usually 
so  prohibitive  that  the  suggestion  of  psycho- 
therapy usually  leaves  the  family — and  I’m 
speaking  now  of  children — with  fresh  feelings  of 
guilt  and  with  little  else. 

I would  venture  the  suggestion  to  allergists 
that  you  can  be  most  helpful  if  you  will  take  the 
time  and  trouble  to  reach  some  clinical  judgment 
of  your  own  as  to  the  relative  weight  of  all  of 
these  interrelated  factors  and  advise  the  patient 
or  the  family  accordingly,  while  doing  all  you 
can  to  see  that  the  patient’s  normal  life — again 
I think  of  children — is  disrupted  as  little  as 
possible,  that  aggravating  situations  of  stress 
are  minimized  without  at  the  same  time  produc- 
ing spoiled  and  overindulged  children,  and  that 
only  in  situations  of  special  urgency  or  complexity 
need  a psychiatrist  be  called  in,  and  then  I 
would  say  usually  for  an  opinion  and  less  fre- 
quently, much  less  frequently,  for  treatment. 

The  endless  demands  made  on  psychiatrists 
these  days  for  treatment  are  becoming  an  appal- 
ling public  health  problem.  I recently  had  oc- 
casion to  speak  to  a group  of  social  workers,  and 
I did  what  I frequently  do,  I conducted  a little 
Gallup  poll  on  how  many  regarded  themselves 
as  neurotic,  and  the  percentage  was  90.  If  I 
distributed  a similar  ballot  sheet  to  this  group, 
I am  sure  the  percentage  would  not  be  less  than 
65  or  70,  so  that  with  so  widespread  an  inci- 
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dence  of  self-diagnosed  neurotic  symptoms, 
the  demands  made  on  us  psychiatrists  are  beyond 
practical  help  so  far  as  professional  psychiatric 
services  are  concerned,  and  it  seems  to  me  }rou 
need  to  encourage  and  develop  psychologic 
insights  and  attitudes  among  practitioners  of  all 
sorts  if  we  are  to  get  anywhere. 

One  brief  comment  in  conclusion,  on  the  state 
of  the  literature  in  this  area.  Three  main  points 
can  be  found  in  much  of  this  recent  literature. 
First,  stress  or  neurotic  conflict  may  induce  or 
exacerbate  allergic  symptoms.  The  second  point 
much  of  this  literature  seems  to  make  is  that  a 
specific  constellation  of  personality  pattern  or  a 
specific  psychologic  mechanism  is  involved,  which 
explains  the  choice  of  symptoms  and  the  course 
of  the  symptoms.  For  example,  French,  a 
Chicago  psychoanalyst,  whom  Dr.  Farmer  has 
mentioned,  and  who  has  worked  with  Dr. 
Alexander,  emphasizes  the  frequency  of  the 
mechanism  involving  the  separation  of  the 
patient  from  the  mother  or  from  the  mother  image 
and  regards  the  asthmatic  attack  as  a symbolism 
of  a repressed  cry.  In  this  way  he  seeks  to 
explain  the  choice  of  the  organ,  the  choice  of  the 
symptoms,  and  the  type  of  person  who  has  the 
symptoms.  A third  point  some  of  this  literature 
makes  is  the  suggestion  that  a very  specific  form 
of  treatment,  usually  psychoanalj'sis,  can  cure 
the  condition. 

With  both  of  these  latter  points  I find  myself 
in  disagreement.  I do  not  think  there  has  been 
any  convincing  evidence  that  a specific  person- 
ality type  is  involved  or  that  a specific  psycho- 
logic mechanism  can  explain  the  choice  of  par- 
ticular allergic  symptoms. 

With  the  first  point,  however,  the  belief  that 
psychogenesis  has  some  important  implications 
in  the  field,  I find  myself  in  agreement,  but  I 
note  that  in  a recent  article  Franz  Alexander 
admits  that,  “While  emphasizing  the  nature  of 
the  psychological  trauma,  we  do  not  imply  that 
without  an  organic  predisposition  to  asthma,  the 
patient  would  have  developed  this  condition.” 
This  underlying  predisposing  factor  became 
activated  when  the  patient  met  a specific  emo- 
tional stress  situation.  So  even  some  of  those 
who  have  been  most  specific  in  their  formulations 
are  beginning  to  refute  this  specificity,  and  to 
draw,  I think,  more  reasonable  generalizations. 
Thank  you.  (Applause) 

Dr.  Prigal:  Thank  you,  Dr.  Wortis. 

When  we  asked  Dr.  Gantt  to  join  this  panel, 


we  thought  it  was  time  to  bring  to  your  attention  ' 
that  vast  field  of  knowledge  that  has  accumulated 
on  conditioned  reflexes.  I am  happy  to  intro- f 
duce  to  you  Dr.  Gantt,  Director  of  the  Pavlovian  f 
Laboratory  of  the  Johns  Hopkins  Hospital. 

Dr.  W.  Horsley  Gantt  : What  I have  to  say  I r 
think  is  a justification  of  Dr.  Wortis’  statement : 
that  allergic  disease  is  a reactivity,  and  the  re-f 
activity  is  expressed  in  symptoms.  jr 

I propose  to  demonstrate  the  production  of 
symptoms  as  a reaction  to  something  and  to  show 
how  these  reactions  can  be  produced  under  our  * 
control  in  the  laboratory.  Although  they  are  [ 
not  cases  of  allerg}',  you  may  find  in  them  a re-  j 
semblance  to  allergy  and  concede  that  such  re-il 
actions  to  the  things  that  produce  allergy  can  be 
brought  about  similarly. 

Now  by  the  conditional  reflex  method  we  I 
transform  some  physical  energy  into  a mani-i 
festation  of  energy  on  a physiologic  level.  Al-f 
though  we  can  show  slides  and  make  it  appear  f 
very  simple,  it  is  indeed  an  extremely  complex 
procedure. 

I shall  first  mention  the  well-known  example. 
If  you  feed  a dog,  you  get  saliva,  and  if  you  ring 
a bell  at  the  same  time,  the  bell  subsequently  | 
produces  the  same  change  as  the  food  itself,  r 
The  bell  of  course  is  an  accident  in  the  dog’s  j 
environment.  There  is  no  connection  between  ■ ' 
the  bell  and  the  production  of  saliva,  except  that  ■ 
it’s  an  accidental  coincidence  between  the  times  f 
of  the  two  actions. 

There  are  two  principles  involved  here.  One  f 
is  the  structure  of  the  organism,  which  reacts; 
to  a certain  kind  of  stimulus  in  a certain  wa}',  and  f 
I think  that  that  might  be  the  kind  of  stimulus  f 
responsible  for  producing  the  symptoms  of  hay!1 
fever,  for  example.  When  this  action  occurs? 
with  some  other  change  in  the  environment,  the ) 
organism  then  is  able  to  give  the  same  reaction  I 
to  this  accidental  change  in  the  environment. 

Normally  in  the  conditional  reflex  we  get  not  r 
only  this  specific  reaction,  for  example,  the  sali- 
vation to  the  bell,  but  we  also  get  a great  many 
other  things  going  on  in  the  organism,  which 
have  been  revealed  by  the  studies  of  my  col- 
laborators and  myself,  concerning  the  cardio- 
vascular system.  Since  the  dog  can’t  tell  us 
what  he  feels,  as  a patient  can,  the  reactions  are  1 
observed  on  an  entirely  objective  level. 

When  we  first  produce  a disturbance  in  our 
animal  through  this  procedure  (and  we  can  use  f 
other  kinds  of  procedures)  we  get  not  onl}'  a F 
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Iturbance  in  the  particular  physiologic  system 
lit  we  are  working  with,  but  from  that  there 
lues  a neurotic  development;  we  get  a spread 
b other  organs,  first  through  space  and  second 
[rough  time.  By  the  spread  through  space,  I 
ban  it  spreads  from  its  original  surface,  if  it’s 
fe  salivary  system,  to  involve  many  other 
|iysiologic  systems,  much  more  of  the  total 
;anism,  so  that  we  see  a great  disturbance 
the  whole  reactivity  of  the  individual. 
Second,  the  spread  through  time  is  a much  more 
ectacular  and  surprising  thing  because  there 
the  development  of  the  original  trauma  in 
ime  when  nothing  is  being  done  to  the  individual, 
oducing  in  the  animal  pathologic  reactions 
ig  after  the  original  trauma,  and  even  during 
|i  interval  when  the  animal  is  being  rested  and 
thing  is  done  to  it. 

The  next  few  slides  will  illustrate  how  in  a 
sceral  system  such  as  the  cardiovascular  system 
e can  produce  disturbances,  and  it  will  give 
m glimpses  of  two  of  our  most  spectacular 
urotic  dogs,  Nick,  whom  I’ve  described  after 
velve  years’  observation  for  neurotic  behavior, 
nd  the  dog  we  have  now,  who  is  being  treated. 
(Slide)  This  slide  shows  the  normal  develop- 
lent  of  the  cardiac  conditional  reflex.  Here  is 
I hat  happens  in  the  dog  from  the  first  time  that 
le  is  brought  into  the  room  and  the  tone  he  is 
liven  at  these  points:  1,  2,  3,  4,  which  has 
Jothing  to  do  with  anything  in  his  life. 

Because  that  tone  is  novel  to  the  dog,  it  pro- 
uces  what  Pavlov  called  an  “orienting  response,” 
|he  turning  of  his  head  toward  the  sound  and  the 
icrease  in  heart  rate.  Here  is  the  first  time  the 
og  hears  the  sound,  the  second  time,  the  third 
ime,  and  the  fourth  time.  The  extent  of  the 
novement  that  the  dog  makes  is  not  always  in 
>roportion  to  the  change  in  heart  rate. 

Now,  what  happens  in  that  dog’s  heart  when 
le  is  accustomed  to  this  tone  so  that  it  is  no  longer 
lovel? 

At  this  point,  when  this  tone  has  been  given 
27  times,  it’s  no  longer  novel,  and  you  see 
hat  there  is  no  change  in  heart  rate. 

At  that  point  we  begin  to  condition  the  dog 
^ next  slide),  and  you  will  see  another  marked 
disturbance  entering  into  this  dog’s  life  as 
measured  by  his  heart  rate.  When  we  give  the 
hame  tone  together  with  a shock  to  the  foot,  that 
s,  reinforcement  of  this  tone  with  something  that 
3roduces  some  actual  stress,  several  things  happen 
to  the  heart  rate : 
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1.  There  is  elevation  of  the  heart  rate  from 
which  the  dog  practically  never  returns  to  normal 
in  this  environment  unless  you  do  something 
special  to  bring  this  about. 

2.  There  also  is  an  irregularity  of  the  pulse. 

3.  After  just  one  repetition  of  this  stress,  there 
is  an  elevation  in  heart  rate  every  time  he  hears 
the  tone. 

(Slide)  This  will  show  the  great  precision  of 
the  learned  cardiac  reactions  which  the  animal  is 
capable  of  on  the  normal  level.  Ingesting  10 
Gm.  of  food  will  produce  in  the  dog  a rise  of  35 
beats  per  minute.  If  you  give  the  dog,  instead 
of  10  Gm.  only  2 Gm.  of  food  to  eat,  you  will  get 
a smaller  increase  of  heart  rate,  only  8 beats  per 
minute. 

Now,  what  will  happen  then  if  you  give  the 
dog  a big  meal,  say  10  Gm.  of  food,  sound  a bell, 
and  give  him  another  signal,  say  a metronome, 
for  2 Gm.  of  food?  This  is  the  conditional 
reflex  to  the  bell,  and  you  see  that  it  produces  an 
increase  of  30  beats  per  minute  while  the  dog  is 
listening  to  the  bell,  while  the  metronome  raises 
the  heart  beat  10  beats  per  minute  practically 
the  same  as  it  does  with  the  small  amount  of  food 
that  it  represents.  This  then  will  show  the  pre- 
cise reactivity  of  the  heart  when  it  has  made  this 
adaptation  to  accidental  coincidence  of  the  bell 
or  metronome  with  an  inborn  physiologic  stimu- 
lus such  as  the  food. 

(Slide)  Here  we  have  a slide  on  the  dog, 
Nick,  that  will  show  you  the  development  of  a 
very  marked  stereotyped  and  peculiar  type  of 
respiration,  which  was  very  similar  to  asthmatic 
breathing.  It  was  very  regular  in  occurrence 
when  the  dog  was  brought  into  the  environment, 
even  after  an  interval  of  four  years  since  it  had 
last  been  in  the  environment.  This  dog  was 
given  a tone,  which  was  connected  with  food 
four  years  ago,  and  his  breathing  changed. 

We  have  given  this  dog,  four  years  later,  a 
flashing  light  five  seconds  before  giving  the  tone, 
and  at  this  point  it  has  been  repeated  nine  times. 
You  see  that  the  light  begins  to  cause  some 
irregularity  in  breathing  because  it  has  been 
connected  with  the  tone,  although  light  itself 
never  had  any  connection  with  the  original  stress. 
Therefore,  we  have  a connection  made  four  years 
after  the  stressful  situation  was  produced  in  the 
dog,  and  during  an  interval  of  rest. 

This  observation  with  the  same  dog  shows  the 
effect  of  the  room  in  which  the  dog  was  placed, 
and  it  also  shows  his  reaction  to  a person.  The 
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person  who  works  with  a dog  becomes  integrated 
definitely  and  closely  into  the  pattern  of  stimuli 
which  produces  the  reaction,  whether  it  be  a 
normal  reaction  or  a pathologic  one. 

When  the  dog  is  alone,  with  no  stress  stimulus 
given,  the  heart  rate  is  a little  less  than  100. 
When  he  is  brought  into  the  room  where  the 
stress  was  produced  and  nothing  is  done  to  him, 
seven  years  after  the  stress,  simply  on  being 
brought  into  this  room,  his  heart  level  goes  up 
and  stays  on  the  level  shown  here,  125. 

Now,  the  person  with  the  dog  and  what  is 
being  done  to  it  markedly  affect  its  response. 
When  he  is  petting  the  dog,  its  heart  rate  drops, 
when  he  is  simply  standing  there  with  the  dog, 
he  has  a very  disturbing,  exciting  effect  on  the 
dog  as  shown  not  only  in  his  heart  rate  but  also 
in  many  of  his  other  visceral  reactions. 

(Slide)  Here  is  the  dog,  Nick,  listening  to  the 
tone  three  or  four  years  after  the  tone  was 
originally  connected  with  the  stress.  He  had 
conflicts  over  whether  he  was  going  to  get  food 
or  not,  and  this  will  show  one  of  the  so-called 
somatic  type  of  reactions  in  the  sexual  system, 
the  penile  erection,  and  as  well  the  asthmatic- 
like breathing  when  he  was  brought  into  this 
environment,  and  the  excitation  when  he  was 
listening  to  the  tone. 

(Slide)  This  is  the  work  of  Dr.  Teitelbaum, 
showing  that  you  cannot  get  conditioning  to 
every  stimulus.  When  we  injected  acetjdcho- 
line  to  get  a change  in  heart  rate,  that  change  in 
heart  rate  could  not  be  conditioned  to  the  in- 
jection. 

Here  is  the  acetylcholine  injected,  (this  is  the 
unconditional  reflex)  and  the  change  in  heart 
rate.  By  the  tones  and  the  signals  used  with 
the  acetylcholine,  as  you  can  see  from  these 
slides,  that  reaction  cannot  be  conditioned. 
From  this  slide  we  can  understand  that  not  every 
reaction  in  the  body  is  capable  of  being  condi- 
tioned. The  way  that  acetylcholine  acts  de- 
pends on  the  method  by  which  the  reaction 
is  produced,  contrasted  with  how  these  other 
emotional  stimuli  act. 

I would  like  to  close  by  pointing  out  that  a 
change  in  environment  that  occurs  accidentally 
may  become  the  cause  of  a pathologic  reaction 
and  that  this  may  become  worse  in  an  interval 
when  nothing  is  done,  when  the  original  test  is 
not  repeated,  as  we  found  in  the  dog,  Nick.  It 
may  spread  to  a great  many  organs,  but  in  any 
particular  individual  certain  organs  seem  to  be 


selected.  (Applause) 

Dr.  Prigal:  Thank  you,  Dr.  Gantt.  May  j 
I ask  Dr.  Wortis,  do  you  feel  that  we  are 
confronted  with  a single  specific  mechanism  or  ' 
multiple  mechanisms  when  we  talk  about  how 
the  psyche  works  in  allergic  disease? 

Dr.  Wortis:  I may  venture  one  suggestion: 
The  germ  theory  of  disease  had  a very  important 
influence  on  medical  developments  in  the 
latter  part  of  the  nineteenth  century.  From  it 
one  could  demonstrate,  for  example,  that  tuber- 
culosis had  to  be  caused  by  a tubercle  bacillus. 
We  seemed  to  have  reached  a milestone  in  medical 
developments,  and  yet  how  inadequate  the  germ 
theory  is  for  our  present  needs.  We  discover 
that  everybody  is  exposed  to  tubercle  bacilli,  j 
some  succumb  and  some  don’t,  some  get  malig-  j 
nant  forms  of  a disease  and  others  quite  an 
innocuous  form,  some  succeed  in  immunizing 
themselves,  and  others  lose  their  immunity. 
So  our  interest  has  shifted  in  recent  years  from 
the  presumed  specificity  of  the  germ  theory  to 
considerations  of  a far  more  complex  character 
involving  the  entire  endocrine  system,  the  condi- 
tion of  the  organism,  the  psychologic  state  of 
the  organism,  the  state  of  fatigue,  the  state  of 
rest,  and  so  on. 

I wonder  whether  developments  in  allergy 
might  not  be  somewhat  analogous  in  that  the 
discovery  of  the  specificity  of  the  antigens, 
productive  as  it  was,  might  have  overshot  its 
mark  and  lead  to  the  neglect  of  these  broader 
factors,  involving  the  reactivity  of  the  organism, 
a great  deal  more  than  the  specificity  of  the  anti- 
gen. What  we  are  saying  is  that  we  want  to 
implicate  some  of  the  reactivity  of  the  organism 
and  that  we  mustn’t  think  in  too  exclusively 
specific  terms  of  the  specificity  of  immunologic 
processes  when  we  hear  of  human  beings  with 
disease. 

Dr.  Prigal:  Would  you  tell  us,  since  we  have 
been  subjected  so  much  to  Freudianism,  what 
are  the  instincts  and  the  unconscious?  Can  you  ; 
relate  it  to  us  in  terms  of  physiology? 

Dr.  Wortis:  That  is  deep  water,  and  all  I 
can  say  very  briefly  is  that  the  Freudian  frame 
of  reference  pictures  the  neurosis  as  the  product 
of  a conflict,  and  I think  that’s  true  and  impor- 
tant. We  see  patients  who  are  involved  in  con- 
flicts, and  we  see  neurotic  manifestations  which 
may  affect  their  allergic  disease.  It’s  an  im- 
portant thing  to  know  that  they  are  in  conflict. 

The  main  difference  between  Freud’s  point  of 
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view  and  that  of  some  of  his  successors  is  that 
Freud  tended  to  picture  the  conflict  as  a conflict 
between  some  biologic  instincts  on  the  one  hand 
and  the  demands  of  society  on  the  other.  I 
think  that  in  real  life  very  often  conflicts  arise 
out  of  the  conflicting  pressures  of  the  world  in 
which  we  move  and  work,  and  we  needn’t  always 
look  for  some  mystical  biologic  urge  which  was 
frustrated  in  society  to  try  to  understand  people’s 
problems. 

Dr.  Prigal:  Would  you  give  us  a word  on 
instincts? 

Dr.  Wortis:  Instinct  refers  to  the  notion 
that  we  are  born  with  certain  drives  which  crave 
satisfaction.  Freud  believed  in  a love  instinct, 
and  in  his  later  life  he  believed  that  we  have  a 
self-destructive  instinct,  that  a whole  repertory 
of  inborn  biologic  urges  occur  within  us,  and 
that  if  they  are  not  satisfied  we  develop  conflicts 
and  neuroses. 

I would  say  that  the  experimentalists  like 
Schneirla  at  the  Museum  of  Natural  History  have 
long  abandoned  this  rather  naive  concept  of 
motivation. 

Dr.  Prigal:  Now,  perhaps  we  ought  to  turn 
to  the  allergists  here  and  discuss  some  funda- 
mentals of  allergy.  What  are  the  mechanisms 
mediating  an  allergic  reaction?  What  are  the 
roles  of  histamine,  acetylcholine,  and  possibly 
serotonin? 

Dr.  Baer:  As  far  as  serotonin  is  concerned, 
one  of  the  unsolved  problems  is  the  source  of 
serotonin  in  the  skin.  There  is  some  evidence 
suggesting  that  the  mast  cells  in  the  skin  release 
not  only  histamine  and  heparin  but  also  serotonin. 

What  are  the  enzymatic  and  other  processes 
which  take  place  in  a skin  that  is  undergoing  an 
eczematous  allergic  reaction  due  to  poison  ivy, 
arsphenamine,  or  ragweed  oleoresin?  What 
chemical  changes  take  place  during  an  allergic 
urticarial  response  to  aspirin,  ragweed  protein, 
or  wheat?  And  what  are  the  various  substances 
released  in  the  course  of  these  different  allergic 
responses?  The  exact  physicochemical  mecha- 
nisms which  are  set  into  motion  by  antigen- 
antibody  reactions  in  the  skin  are  not  yet  known, 
so  that  it  is  not  possible  at  this  time  to  speak  with 
certainty  of  this  or  that  substance  being  released 
and  playing  this  or  that  role. 

Dr.  Prigal:  In  some  circles  there  is  a belief 
that  there  must  be  a somatic  preparation  of 
either  the  skin,  the  nose,  or  the  lungs  before  a 
psychic  stimulus  will  produce  symptoms.  Do 


you  believe  psychic  stimuli  will  produce  symp- 
toms? 

Dr.  Baer:  Well,  I think  that  it  is  quite 
evident  that  certain  substances  as  a rule  are 
capable  of  eliciting  reactions  only  in  certain 
organs  or  even  certain  parts  of  certain  organs 
and  that  this  capacity  seems  to  be  entirely  in- 
dependent of  any  particular  emotional  or  psychic 
situation. 

Why  does  poison  ivy  always  produce  allergic 
eczematous  reactions  in  the  skin?  Why  do 
chromium,  nickel,  or  mercury  usually  produce  a 
certain  type  of  allergic  response  in  the  skin  and 
not  another  type?  Why  can  one  sensitize  a very 
definite  percentage  of  any  group  of  young  or 
middle-aged  human  beings  with  2,  4-dinitro- 
chlorobenzene?  Why  do  aspirin  and  penicil- 
lin produce  urticarial  rather  than  other  allergic 
responses  in  a large  majority  of  those  persons  in 
whom  they  produce  any  reaction?  It  seems  to 
me  that  all  the  experimental  evidence  indicates, 
that  the  really  determining  factors  as  to  the 
organ  affected  are  physicochemical  rather  than 
emotional. 

Dr.  Prigal:  Assuming  that,  for  example,  an 
S-H  bond  reaction  has  occurred  in  the  skin, 
which  I believe  is  the  factor  that  Eisen  seems  to 
incriminate  in  contact  dermatitis,  will  the  same 
reaction  reoccur  from  a purely  psychologic 
cause? 

Dr.  Baer:  No,  definitely  not.  I have  yet  to 
see  a patient  with  dermatitis  due  to  a perfume 
or  poison  ivy  whose  dermatitis  recurred  due  to 
emotional  factors  without  re-exposure  to  the 
perfume  or  poison  ivy. 

Many  of  us  have  heard  the  story  that  an  oc- 
casional patient  who  is  highly  allergic  to  lobster 
developed  symptoms  merely  on  seeing  a lobster 
or  a picture  of  a lobster.  Well,  in  persons  with 
experimental  allergic  sensitization  of  the  skin  to 
simple  chemicals  there  is  absolutely  no  proof 
that  one  can  cause  a recurrence  of  a reaction  by 
psychic  means,  while  this  can  be  done  regularly 
by  re-exposure  to  the  allergenic  material. 

Dr.  Prigal:  Would  you  say  the  same  holds 
true  for  urticaria? 

Dr.  Baer:  Apart  from  cholinogenic  urticaria 
I have  never  been  able  to  convince  myself  that 
an  attack  of  urticaria  could  be  brought  on  by 
emotional  factors  alone  in  a case  where  the 
urticaria  was  known  to  be  caused  by  an  allergenic 
agent,  such  as  penicillin  or  aspirin. 

I want  to  come  back  to  what  Dr.  Farmer  said, 
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namely,  that  there  are  many  patients  with  urti- 
caria in  whom  we  cannot  find  the  cause,  cases 
where  we  do  not  know  whether  they  are  due  to 
an  allergenic  cause  which  we  are  unable  to 
discover  or  whether  they  are  produced  by  some 
other  nonallergic  mechanism.  In  those  cases 
we  should  freely  admit  that  we  don’t  know  the 
cause.  To  conclude  that  such  cases  are  due  to 
emotional  factors,  just  because  we  cannot  find 
proof  for  other  causes,  seems  to  me  to  be  absurd. 

Dr.  Wortis:  I would  like  to  bring  a few  con- 
siderations to  the  attention  especially  of  Dr. 
Baer. 

Dr.  Baer  sticks  close  to  the  antigen-antibody 
formula.  Now,  I’ve  been  trying  to  coax  him  to 
broaden  his  scope  by  suggesting  that  the  thing 
may  not  be  so  simple,  and  I’m  thinking  in  terms 
of  the  reactivity  of  the  organism.  Let  me  per- 
haps coax  Dr.  Baer  off  his  position  by  using  not 
strictly  medical  terminology.  Doesn’t  the  anti  • 
gen-antibody  reaction  depend  in  part  on  the 
presence  or  absence  of  corticosteroids,  and  doesn’t 
the  presence  or  absence  of  corticosteroids  de- 
pend to  some  extent  on  the  degree  of  stress  to 
which  the  organism  has  been  exposed?  And  if 
stress  can  alter  the  steroid  composition,  why 
can’t  stress  alter  the  antigen-antibody  reaction? 

To  simply  say  that  one  hasn’t  seen  it  is  not  a 
convincing  argument.  I happen,  for  example, 
never  to  have  seen  the  city  of  Dallas,  Texas,  but 
I’m  going  there  next  week  because  I have  every 
reason  to  believe  on  second-hand  evidence  that 
it  exists  (laughter),  and  it  seems  to  me  that  in 
medicine,  on  arguments  governing  such  important 
things,  we  have  to  go  beyond  the  question  of  what 
we  have  happened  to  see  or  have  not  seen. 

Dr.  Baer:  As  I said  before,  I think  that  when 
we  are  dealing  with  reactions  where  we  do  not 
know  the  causal  mechanism,  we  must  say,  “I 
don’t  know.”  I do  believe  that  it  is  wrong  to 
single  out  one  particular  mechanism  and  use  it  as 
an  explanation  for  a process  about  which  we 
know  very  little. 

Now,  as  far  as  corticosteroids  are  concerned, 
some  effect  has  been  shown  on  antibody  forma- 
tion, but  it  is  remarkable  how  little  effect  even 
very  large  doses  of  corticosteroids  have  on  those 
basic  allergic  mechanisms  in  which  I as  a derma- 
tologist am  deeply  interested. 

Take,  for  example,  a patient  highly  sensitive 
to  poison  ivy.  If  you  give  him  large  doses  of 
hydrocortisone  or  cortisone  or  one  of  the  members 
of  this  group,  you  cannot,  in  our  experience,  sup- 


press his  sensitivity.  At  best  you  may  be  able  to  f 
shift  his  level  of  sensitivity  so  that  he  no  longer  , 
reacts  to  a dilution  of  a given  poison  ivy  extract 
of  1:1,000,000  but  only  to  1:100,000.  In  other  J 
words  it  would  be  a very  minor  shift.  As  I said  t 
in  my  introductory  remarks,  I think  that  emo-  ( 
tional  factors  do  influence  and  do  contribute  to 
some  allergic  diseases,  but  I cannot  see  any  evi-  , 
dence  that  would  make  me  pick  out  the  emotional  , 
factors  and  say  that  they  are  particularly  impor- 
tant as  compared  with  the  many  other  non- 
specific, nonallergic  factors  that  we  all  know  play 
a role  in  allergic  diseases. 

Dr.  Prigal:  Would  you  like  to  comment  on 
that,  Dr.  Farmer? 

Dr.  Farmer:  I would  like  to  ask  Dr.  Wortis 
a question.  Dr.  Wortis  has  been  asking  the 
allergists  various  questions  about  how  they 
explain  certain  mechanisms.  I am  very  much 
interested  and  had  hoped  to  hear  from  Dr. 
Wortis  something  about  the  psychosomatic 
concept.  If  I am  correct,  the  term  has  been 
coined  to  a large  extent  by  the  psychiatrists, 
and  to  my  knowledge  the  definition  is  that  a 
psychosomatic  disease  is  a disease  caused  by 
psychologic  plus  somatic  factors.  Is  there  any 
concept  of  what  type  of  factor  this  psychologic  , 
one  is,  and  am  I correct  in  thinking  that  it  is  a 
causative  agent? 

Dr.  Wortis:  You  must  not  expect  a specific 
answer  with  respect  to  the  concepts  of  psychoso-  | 
matic  medicine  which  are  now  current.  The 
word  has  acquired  a certain  tradition,  and  its 
connotation  is  that  it  deals  with  diseases  which 
were  basically  caused  by  psychologic  rather  than  j 
by  physical  and  medical  factors,  and  yet  every- 
body who  is  interested  in  the  field  will  concede 
that  there  is  a whole  range  of  illnesses  involved, 
some  of  which  are  more  susceptible  to  psycho- 
logic influence  than  others.  Few  doctors  will 
deny  that  you  can  get  diarrhea  as  a result  of 
excitement.  Many  of  them  would  query  the 
statement  of  Karen  Horney  that-  cancer  may  be 
a subjective  expression  of  the  patient’s  wish  to 
destroy  himself.  This  is  going  a little  too  far,  but 
there  is  a range  of  influence. 

My  belief  is  that  in  the  broad  field  of  allergy 
there  are  cases  or  there  are  conditions  where  this 
range  of  influence  ought  to  make  us,  at  least  as 
clinicians,  open-minded  to  the  possibility  that 
psychologic  factors  are  involved.  Now,  whether 
you  can  get  a true  nickel  allergy  on  a Tuesday 
and  develop  a similar  allergy  on  a Wednesday  be-  ; 
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cause  of  some  psychologic  factor,  I would  per- 
sonally doubt.  It  doesn’t  appeal  to  my  intelli- 
gence as  a plausibility.  But  the  person  who  is 
susceptible  to  wheal  formation  in  response  to  cer- 
tain foods  might  very  well  be  more  susceptible  on 
days  when  he  is  exposed  to  excitement  and  might 
even  get  the  urticaria  without  the  food.  This 
appeals  to  my  motions  of  plausibility,  and  I think 
that  somewhere  in  the  range  of  allergic  manifesta- 
tions there  is  room  for  bringing  in  the  psychologic 
dimensions.  I don’t  think  it  ought  to  be  a system- 
atically included. 

This  is  a long  answer  to  a short  question,  but 
psychosomatic  is  a word  that’s  tossed  around 
quite  lightly. 

Dr.  Prigal:  I think  we  ought  to  allow  the 
next  few  minutes  to  those  who  have  either 
questions  or  discussions  from  the  floor. 

Physician:  In  Dr.  Farmer’s  example  of 

embarrassment,  producing  blushing,  which  is 
apparently  due  to  a capillary  dilatation  in  the 
skin,  is  it  too  far  fetched  to  imagine  that  an 
allergic  individual,  who  can  very  readily  develop 
an  increased  capillary  permeability,  goes  one  step 
further  than  the  mere  dilatation  of  capillaries 
and  develops  edema,  urticaria,  or  eczema? 

Dr.  Baer:  I don’t  think  it’s  too  far  fetched, 
and  I partially  agree  with  Dr.  Wortis’  last  state- 
ment. 

If  a patient  who  has  had  a threshold  ex- 
posure to  allergen  x,  is  relaxed  and  has  no  ten- 
dencies to  vasodilatation,  he  may  not  show  any 
manifestations  of  urticaria.  If  the  next  day,  he 
is  under  tension  and  has  an  increased  tendency  to 
vasodilatation,  I think  that  that  may  be  sufficient 
to  push  him  from  a subclinical  condition  beyond 
the  threshold  to  frank  urticaria. 

That  part  of  Dr.  Wortis’  statement  I could 
agree  with.  The  part  that  I cannot  agree  with, 
on  the  basis  of  my  own  experience,  is  that  once  a 
patient  has  repeatedly  developed  urticaria,  due 
to  aspirin  let’s  say,  that  urticaria  can  be  con- 
tinued on  the  basis  of  emotional  factors  alone. 
After  many  years  of  interest  in  the  subject  I have 
not  been  able  to  convince  myself  that  such  a 
thing  is  possible. 

Dr.  Farmer:  You  asked  whether  I thought 
that  an  allergic  manifestation  could  be  pre- 
cipitated later  by  psychologic  factors. 

Physician:  Or  reproduced? 

Dr.  Farmer:  Or  reproduced.  I don’t  think 
so,  but  I do  know  from  the  literature  of  a case 
which  I would  look  on  as  psychogenic  allergy. 


This  concerns  a woman  who  had  an  affair  and 
was  out  with  her  paramour  one  evening,  eating 
lobster.  By  chance  the  husband  found  out  about 
this,  and  in  her  excitement  she  broke  out  in 
urticaria.  Thereafter,  according  to  the  history, 
whenever  she  saw  her  lover,  without  eating  lob- 
ster, she  would  get  urticaria. 

Dr.  Prigal:  You  are  now  revealing  for  us  the 
conditioning  process. 

Dr.  Gantt:  I would  like  to  comment  on  how 
these  allergic  reactions  can  be  continued  by 
purely  psychologic  causes. 

Now,  I have  not  worked  with  allergic  reactions. 
However,  from  the  examples  that  I’ve  seen  in  the 
laboratory,  there  is  a pretty  precise  answer  to 
this  question.  As  I have  tried  to  point  out,  you 
get  a whole  group  of  symptoms  from  conditioning 
these  dogs,  including  tachycardia,  S3xual  erection, 
and  very  pronounced  asthmatic-like  breathing. 
We  can  explain  these  reactions  very  easily  be- 
cause we  produced  them  originally,  and  we  can 
reproduce  them  by  any  of  the  things  that  were 
originally  associated  with  them,  and  furthermore, 
we  can  make  new  connections  that  didn’t  exist 
then  and  produce  the  same  results.  If  that’s 
the  answer  on  an  objective  basis,  let’s  not  bring 
into  the  case  at  all  what  you  might  call  psycho- 
logic reactions,  because  these  always  touch  on  the 
subjective  level.  If  I were  to  examine  my  dogs 
in  a clinical  way,  as  }mu  do  your  patients,  ex- 
cluding all  subjective  symptoms  and  knowing 
nothing  about  the  origin  of  their  manifestations, 
as  is  the  case  when  we  are  clinicians,  we  simply 
see  that  the  dog  develops  symptoms  when  brought 
back  to  a certain  environment.  He  might  tell 
us  if  he  were  a patient  that  in  this  environment 
he  gets  all  these  symptoms.  I don’t  know 
whether  the  allergists  will  think  this  is  an  impos- 
sible gap  to  bridge,  but  I see  no  reason  whatever 
why  these  allergic  reactions  cannot  come  about 
in  the  same  manner  as  all  of  the  strange  symptoms 
in  these  dogs  with  experimental  neuroses. 

Of  course  with  the  allergist  the  problem  is 
tremendously  more  difficult.  If  I were  to  bring 
my  dog  back  in  an  environment  where  I knew 
nothing  about  how  it  reacted  on  him  and  were 
asked  to  unravel  the  story  as  to  why  a flashing 
light,  which  was  an  experience  given  only  very 
recently,  produces  anxietjq  asthma,  tachycardia, 
and  so  on,  it  would  be  extreme^  difficult,  but 
looked  at  from  the  other  end,  it’s  perfectly  clear 
and  simple  for  me  to  answer. 

Dr.  Prigal:  From  my  point  of  view  I cannot 


February  15,  1958 


545 


PANEL  DISCUSSION 


see  any  objection  to  thinking  in  terms  of  con- 
ditioned reflexes.  Perhaps  some  others  may 
disagree.  Dr.  Ratner,  you  have  a comment? 

Dr.  Bret  Ratner:  I think  the  evening  would 
be  incomplete  if  we  permitted  Dr.  Wortis’ 
philosophy  to  prevail. 

We  certainly  know  that  allergy  is  due  to  the 
relation  of  antigens  to  the  production  of  anti- 
bodies, and  as  long  as  allergy  will  exist  the  anti- 
gen-antibody mechanism  will  be  the  prevailing 
concept.  While  most  of  us  are  in  great  sympathy 
with  what  Dr.  Wortis  said,  it  is  my  opinion  that 
at  times  psychologic  factors  impinge  but  have 
nothing  to  do  with  allergy.  The  individual  has 
psychologic  disturbances,  but  they  are  ancillary, 
and  while  they  may  be  concomitant,  they  are  not 
necessarily  the  cause  of  the  allergy.  It  is  a 
great  pity  that  a psychiatrist  so  deeply  involved 
in  this  field  thinks  so  little  of  the  antigen-anti- 
body mechanism  and  so  much  of  these  other 
ancillary  factors  that  perhaps  have  nothing  much 
to  do  with  allergic  disease.  Therefore,  although 
Pm  sure  that  psychologic  factors  have  a great 
deal  to  do  with  allergic  patients,  as  they  have  to 
do  with  all  other  patients,  I think  we  ought  to  go 
away  with  the  thought  that  allergy  is  an  antigen- 
antibody  mechanism. 

Dr.  Prigal:  I don’t  think  we  would  want  to 
leave  you  with  the  impression  that  we  are  going  to 
abandon  the  antigen-antibody  mechanism,  we’re 
not. 

Dr.  Sheppard  Segal:  Well,  actually  there’s 
been  so  much  discussion  about  the  influence  of 
psychologic  mechanisms  on  the  antibody  mech- 
anism and  on  physiologic  disturbances,  but  very 
little  has  been  said,  except  in  a kind  of  an  off-hand 
fashion,  about  the  fact  that  precisely  the  same 
kind  of  tissue  responses,  possibly  the  same  kind 
of  clinical  syndromes,  go  on  in  people  from  whom 
you  can  demonstrate  no  antibody  reaction,  and 
in  whom,  even  if  you  can  demonstrate  positive 
skin  tests  and  even  passive  transfer,  these  things 
have  nothing  to  do  with  the  clinical  course  of  the 
disease  that  we  are  trying  to  treat.  Therefore,  it 
seems  to  me  that  to  think  of  this  as  solely  an  im- 
munologic disturbance  is  as  wrong  as  it  is  for  the 
psychiatrist  to  think  that  all  these  things  are  psy- 
chosomatic in  character. 

I think  we  have  to  agree  that  there  is  still  a 
large  area  of  the  unknown,  but  anybody  who  has 
talked  with  allergic  patients,  both  children  and 
adults,  any  length  of  time  has  come  to  be  im- 
pressed with  the  fact  that  there  are  patients  in 


whom  the  psychologic  factor  is  the  dominant  fac- 
tor in  the  causation  and  continuance  of  the  dis- 
ease. I am  sure  that  all  of  us  who  have  dealt 
with  these  conditions  have  seen  striking  instances 
in  which  urticaria,  atopic  eczema,  bronchial 
asthma,  or  vasomotor  rhinitis  were  associated 
with  a series  of  important  emotional  conflicts  in 
the  individual  and  that  in  some  of  them,  by 
changing  the  psychologic  environment,  one  could 
make  that  patient  well  without  altering  his  diet, 
without  altering  his  exposure  to  inhalants,  with- 
out putting  any  covers  on  his  pillows,  without 
many  other  things  which  we  as  allergists  quite 
properly  do  when  there  is  really  an  antigen-anti- 
body mechanism  at  work. 

Summary 

Dr.  Prigal: 

1.  Allergy  is  based  primarily  on  an  antigen- 
antibody  reaction.  Presumably  the  release  of 
histamine  resulting  from  this  reaction  and  acting 
on  various  tissues  produces  symptoms.  Recent 
evidence,  however,  indicates  this  to  be  an  over- 
simplification. Acetylcholine,  heparin,  and  sero- 
tonin have  also  been  implicated  in  various  aller- 
gic mechanisms. 

The  action  of  the  psyche  is  too  complex  to  ex- 
plain. Recent  studies  of  brain  metabolism  indi- 
cate that  epinephrine,  norepinephrine,  acetylcho- 
line, histamine,  and  serotonin  participate  in  a 
manner  not  yet  defined. 

Whether  there  is  some  identity  of  action  in  al- 
lergy and  psychic  activity  because  of  the  similar- 
ity of  some  of  the  mediators  is  suggestive  but  re- 
mains to  be  determined. 

2.  Clinically,  psychologic  factors  are  associ- 
ated with  many  allergic  disorders.  The  exact  in- 
terrelationship is  not  always  understood.  Several 
mechanisms  may  be  involved. 

Although  there  has  been  no  demonstration  of  a 
modification  of  the  antigen-antibody  reaction  by 
the  psyche,  it  is  certain  that  the  resultant  symp- 
toms can  be  modified  by  emotions,  even  pleasant 
ones  (psychosomatic  reactions). 

Equally  important  is  the  effect  of  allergic  dis- 
ease upon  the  psyche  (somatopsychic  reaction), 
as  exemplified  by  the  fear  of  death  commonly 
seen  in  asthma.  The  anxiety  is  secondary  to  the 
initial  impairment  of  breathing  due  to  allergy. 

A dynamic  process  involving  action  and  inter- 
action between  both  processes  (allergy  modifying 
the  psyche,  the  psyche  in  turn  modifying  symp- 
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toms,  etc.)  is  suggested  by  some  clinical  experi- 
ence. 

3.  Whether  symptoms  originally  induced  by 
allergy  could  be  continued  or  be  reproduced  by 
psychologic  mechanisms  resulted  in  conflicting 
views  from  the  panelists. 

4.  One  suggestion  indicated  that  conditioning 
(Pavlovian  conditioned  reflex)  may  be  a means 
of  reproducing  symptoms  psychologically  after  a 
conditioning  exposure.  This  is  based  on  the  ex- 
perimental induction  of  asthmatic-like  breathing 
in  dogs  by  conditioning  with  musical  tones  and 
other  stimuli. 

Conditioning  extends  into  space  and  time.  Af- 
ter an  initial  conditioning  experience  there  may  be 
a spread  of  reaction  to  several  organ  systems,  and 
furthermore,  the  conditioned  reaction  may  be  ob- 
served months  or  years  after  the  initial  excitation 
without  re-exposure  to  the  conditioning  stimulus. 

The  role  of  conditioning  in  allergic  diseases 
needs  to  be  investigated. 


5.  The  Freudian  interpretation  of  asthma,  in 
which  the  mother  figure  is  involved  in  either  sep- 
aration or  rejection,  is  no  longer  accepted  as  a 
sole  etiologic  factor  in  the  induction  of  asthma. 

The  concept  that  allergic  disease  is  purely  an 
antigen-antibody  reaction  unmodifiable  by  the 
psyche  is  not  generally  accepted. 

The  either-or  concept  should  give  way  to  a 
consideration  of  the  role  of  both  allergy  and  the 
psyche. 

In  the  meantime,  there  should  be  closer  and 
joint  cooperation  between  the  allergist  and  the 
psychiatrist  in  the  solution  of  mutual  problems. 

6.  In  a consideration  of  the  shock  organ, 
classic  Freudian  explanations  of  why  certain  tar- 
get organs  become  “spokesmen  for  the  body” 
must  give  way  to  pathophysiologic  considerations, 
such  as  that  the  reaction  of  an  organ  is  deter- 
mined by  the  concentration  of  mast  cells,  from 
which  histamine,  heparin,  and  serotonin  are  lib- 
erated by  the  antigen-antibody  reaction. 
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The  last  decade  has  seen  considerable  strides 
made  in  the  understanding  of  diseases  of  the 
thyroid  gland,  and  this  is  reflected  in  the  volu- 
minous literature  that  has  emanated  from  labora- 
tories and  clinics  throughout  the  world.  Most  of 
the  advances  occurred  in  the  field  of  physiology, 
resulting  in  a broader  comprehension  of  the  thy- 
roid gland  and  its  relationship  to  the  other  endo- 
crine organs.  The  most  significant  consequences 
of  these  researches  have  been  the  elaboration  of 
newer  methods  for  evaluation  of  thyroid  func- 
tion and  the  development  of  improved  modes  of 
treatment  of  thyroid  disease.  Because  of  the 
rapidity  of  progress  made,  a great  deal  of  confu- 
sion has  resulted,  espeeiall3r  in  regard  to  the  treat- 
ment of  diseases  of  the  thyroid  gland. 

In  1952,  Cope1  presented  a thorough  review  of 
medical  progress  in  diseases  of  the  thyroid  gland. 
He  aptly  pointed  out  that  the  most  important 
practical  problem  was  “how  much  of  the  treat- 
ment of  goiter  should  pass  from  surgical  to  medi- 
cal methods.”  This  question  was  prompted  by 
the  introduction  of  two  medical  modalities  of 
treatment  of  hyperthyroidism,  namely,  the  anti- 
thyroid drugs  and  radioactive  iodine.  The  use 
of  these  methods  in  the  treatment  of  thyrotoxicosis 
will  be  discussed  in  a report  on  progress  in  the 
medical  management  of  thyroid  diseases.  In 
this  paper  I shall  try  to  assess  the  current  status 


of  surgery  in  the  treatment  of  hyperthyroidism. 

Another  important  area  of  controversy  is  the 
management  of  the  nodular  thyroid  gland — the 
indications  for  surgery  in  nodular  goiters  and  the 
incidence  of  cancer  in  such  glands.  The  recent 
publication  of  a number  of  statistical  papers  on 
this  subject  has  resulted  in  what  we  believe  to  be  a 
dangerous  degree  of  lassitude  in  the  approach  to 
patients  with  thyroid  tumors  and  in  some  quarters 
a nihilistic  attitude  toward  the  treatment  of  thy- 
roid cancer.  An  attempt  will  be  made  to  clarify 
some  of  these  conflicts  of  opinion. 

As  in  the  treatment  of  cancer  in  other  parts  of 
the  body,  there  is  an  attempt  on  the  part  of  one 
group  of  surgeons  to  extend  the  bounds  of  radical 
surgery  of  the  thyroid  gland  to  include  dissection 
of  the  mediastinum,  while  another  faction  headed 
by  Crile,  Jr.2-4  tends  to  minimize  the  lethality  of 
thyroid  cancer  and  advocates  a more  conservative 
approach.  I agree  with  Morfit  and  Reimers5  who 
feel  that  in  spite  of  all  the  apparent  confusion 
there  has  emerged  a degree  of  standardization  in 
the  treatment  of  thyroid  cancer. 

Because  of  the  development  of  nonsurgical 
therapeutic  approaches  to  certain  thyroid  condi- 
tions, it  is  imperative  that  thyroid  surgery  be  per- 
formed with  a minimum  of  morbidity  and  mor- 
tality. In  spite  of  some  diversity  of  opinion  con- 
cerning surgical  technic,  certain  refinements  in 
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TABLE  I. — Incidence  of  Cancer  in  Nodular  Thyroid  Glands 


Author 

Year 

Number 

of 

Cases 

Per  Cent 
Cancer  in 
All  Cases 

Nontoxic 

Cases 

Per  Cent 
in 

Nontoxic 

Per  Cent 
in 

Solitary 

Per  Cent 
in 

Multiple 

Hinton 

1945 

184 

7.6 

Ward 

1947 

3539 

4.8 

15.6 

Horn 

1947 

1135 

5.5 

637 

9.8 

Crile 

1948 

537 

5.6 

274 

10.9 

24.5 

3.4 

Cole 

1948 

663 

8.0 

285 

17.1 

24.4 

Anglem 

1948 

550 

7.8 

9.0 

4.8 

Cope 

1949 

1109 

10.1 

Lange 

1949 

1326 

6.9 

8.0 

7.0 

Young 

1950 

174 

5.2 

98  t 

8.2 

18.2 

Hendrick 

1951 

609 

17.8 

8.2 

Cerise 

1952 

210 

17.3 

19.8 

12.8 

Stubenfeld 

1952 

2106 

2.1 

311 

4.0 

4.0 

3.9 

Martin 

1954 

217 

11.0 

10.0 

12.5 

Ross 

1956 

1000 

4.0 

the  conduct  of  thyroidectomy  will  be  brought  out 
which  have  resulted  in  the  performance  of  308 
consecutive  cases  with  a zero  mortality,  one  acci- 
dental injury  to  the  recurrent  laryngeal  nerve, 
and  two  instances  of  persistent  hypoparathyroid- 
ism, one  of  which  followed  a total  thyroidectomy 
for  carcinoma. 

Nontoxic  Nodular  Goiter 

Incidence  of  Cancer  in  Nodular  Goiter. — 
Since  Means  in  19366  called  attention  to  the  fre- 
quency of  thyroid  cancer  associated  with  non- 
toxic nodules,  numerous  reports  have  been  pub- 
lished on  the  potential  danger  of  thyroid  nodules. 
It  was  evident  from  these  papers  that  thyroid  car- 
cinoma was  a frequent  finding  in  surgically  re- 
sected nontoxic  nodules  and  that  the  highest  in- 
cidence occurred  in  solitary  nodules.  The  re- 
ported incidence  of  carcinoma  in  single  nodules 
varied  from  4 to  24.5  per  cent  and  in  multinodular 
glands  from  3.4  to  12.8  per  cent  (Table  I). 

Some  internists  asserted  that  these  figures  were 
unusually  high  and  that  in  large  series  of  nodular 
thyroids  that  they  had  studied,  carcinoma  was 
not  encountered  in  appreciable  numbers.  In 
1947,  VanderLaan7  studied  the  incidence  of  carci- 
noma of  the  thyroid  as  a cause  of  death  in  autop- 
sies at  the  Boston  City  Hospital.  Of  18,668 
autopsies  performed  between  1896  and  1945, 
there  were  only  five  cases  of  carcinoma  of  the  thy- 
roid gland.  There  are  several  reasons  why  Van- 
derLaan’s  report  was  so  different  from  the  surgi- 
cal reports.  First,  in  most  routine  autopsies  the 
thyroid  gland  is  either  not  studied  at  all  or  only 
casually  and,  therefore,  many  smaller  malignant 
tumors  may  escape  detection.  In  support  of  this 
contention,  Mortensen,  Woolner,  and  Bennett8 
removed  at  routine  autopsy  the  thyroid  glands 


from  821  patients  with  clinically  normal  thyroids. 
In  one  out  of  eight  patients  a solitary  nodule  was 
found,  and  in  three  out  of  eight  multiple  nodules 
were  found,  that  is,  about  half  of  the  glands  were 
nodular.  Of  the  nodular  glands,  4.2  per  cent 
were  found  to  be  malignant  histologically — a fig- 
ure similar  to  that  reported  in  surgically  resected 
glands.  Second,  it  is  well  known  that  patients 
with  cancer  of  the  thyroid  rarely  die  in  the  hos- 
pital— they  either  are  relieved  by  operation  or 
they  choke  slowly  at  home.1  In  1949,  Cole 
et  al9  reported  that  in  the  previous  four-year  pe- 
riod the  Pathology  Department  of  the  University 
of  Illinois  Hospital  performed  only  two  autopsies 
for  carcinoma  of  the  thyroid.  During  the  same 
period,  however,  11  of  their  patients  with  proved 
cancer  of  the  thyroid  had  died,  and  none  of  the  1 1 
were  autopsied  at  their  hospital.  They  stated 
that  they  did  not  usually  refer  their  patients  with 
inoperable  carcinoma  of  the  thyroid  to  the  hospi- 
tal in  a moribund  state,  partly  because  of  the  hes- 
itation to  utilize  active  hospital  beds  for  this  pur- 
pose and  partly  because  the  diagnosis  was  al- 
ready established,  and  nothing  further  could  be 
offered  these  patients. 

Rogers,  Asper,  and  Williams10  analyzed  the 
autopsy  and  surgical  material  from  two  hospitals 
in  Boston  and  one  in  Baltimore.  They  found 
only  2.3  per  cent  of  all  goiter  cases  were  found  to 
have  carcinoma.  Cope  et  al.11  points  out  that  the 
reason  for  this  low  incidence  is  that  they  had  di- 
luted their  cases  by  including  hyperfunctioning 
thyroids  as  well  as  the  nontoxic  type  in  their 
series. 

The  occurrence  of  thyroid  cancer  has  recently 
been  studied  from  a different  approach — the 
incidence  of  the  disease  per  unit  of  population. 
Sokal12-13  studied  the  reported  cases  from  repre- 
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sentative  large  institutions  in  various  parts  of  the 
country  by  estimating  the  size  of  the  population 
served  by  these  hospitals.  He  concluded  that 
there  were  2.2  new  thyroid  cancer  cases  per 

100.000  population  per  year,  or  about  one  new 
case  per  month  per  one  million  population. 
Alexander  collected  every  thyroid  cancer  diag- 
nosed in  the  hospitals  of  San  Francisco  from  1950 
to  1954.  He  found  that  each  year  26  cases  were 
diagnosed  among  the  population  of  800,000 — an 
annual  incidence  of  3.3  per  100,000  population. 
Mustacchi  and  Cutler14  of  the  National  Cancer 
Institute  reported  that  in  a study  conducted  in 
ten  cities  with  a combined  population  of  14,600,- 
000  population,  a total  of  336  cases  of  thyroid 
cancer  were  diagnosed  in  a twelve-month  period, 
or  2.3  per  100,000.  These  three  studies  are  in 
fairly  close  agreement  and  probably  represent 
the  true  incidence  of  thyroid  cancer  in  the 
United  States. 

Although  the  incidence  of  thyroid  carcinoma  in 
the  general  population  is  small,  the  occurrence 
of  the  disease  in  surgically  resected  nodular 
goiter  seems  to  be  disproportionately  high  in 
most  reported  series  (Table  I).  Some  observers 
felt  that  nodular  goiter  was  a much  more  fre- 
quent finding  than  hospital  figures  would  indicate, 
and  that,  therefore,  the  true  incidence  of  cancer 
in  nodular  glands  is  much  lower  than  indicated 
in  surgical  series.  Schlesinger  et  al.15  studied  the 
thyroid  glands  on  a large  number  of  autopsies 
and  found  nodules  1 cm.  or  greater  in  diameter 
(which  he  thought  should  have  been  palpable  by 
physical  examination)  in  about  8 per  cent  of  the 
glands  examined.  Vander  et  al ,16  examined  over 

5.000  apparently  normal  adults  between  the 
ages  of  thirty  and  sixty  and  found  that  about 
4 per  cent  of  them  had  palpable  nodular  goiters 
and  that  about  75  per  cent  of  these  were  uni- 
nodular.  Miller17  studied  600  female  patients 
at  the  Henry  Ford  Hospital  in  Detroit,  an 
endemic  area,  and  found  that  11.2  per  cent  had 
nodules  of  the  thyroid  gland  2 cm.  or  larger  in 
size.  Crile  and  Dempsey18  found  that  4 per  cent 
of  patients  admitted  to  the  hospital  for  other 
diseases  had  nodular  goiters.  Slater19  examined 

1.000  adults  from  thirty  to  sixty  years  of  age 
with  no  thyroid  complaints  and  found  nodules 
in  4 per  cent.  Three  out  of  five  of  these  were 
solitary. 

Thus  we  can  conclude  that  approximately  4 
to  8 per  cent  of  adults  have  some  palpable  nodu- 
larity of  the  thyroid,  and  in  endemic  regions 


TABLE  II. — Incidence  of  Carcinoma  in  Operated 
Thyroids,  1951  to  1957 


Number  of 
Thyroid- 
ectomies 

Number 

of 

Cancers 

Per  Cent 
of 

Cancer 

Toxic  thyroid 

47 

Diffuse 

33 

0 

6 

Nodular 

14 

1 

7.0 

Nontoxic  thyroid 

251 

22 

9.5 

Clinically  solitary 

170 

18 

11.6 

Clinically  multiple 

81 

4 

4.9 

Thyroiditis 

10 

0- 

0 

Total 

308 

from  60  to  75  per  cent  of  these  are  solitary 
nodules. 

The  data  available  is  not  sufficient  to  give  an 
accurate  estimate  of  the  incidence  of  thyroid 
cancer  in  nodular  goiter  in  an  unselected  popu- 
lation. If  such  statistics  were  available,  they 
would  probably  indicate  an  incidence  lower  than 
that  found  in  surgical  series.  Based  on  their 
analysis  of  the  literature,  Perlmutter  and 
Slater20  conclude  that  the  incidence  of  cancer  in 
unselected  uninodular  and  multinodular  goiter 
may  be  2 to  5 per  cent,  whereas  in  the  surgically 
treated  multinodular  goiter  it  is  between  3 and 
10  per  cent,  and  in  the  surgically  treated  uni- 
nodular goiter  it  is  between  9 and  33  per  cent. 

A study  of  our  own  surgical  material  supports 
these  conclusions.  In  a six-year  period,  308 
thyroidectomies  were  performed;  surgery  for 
nontoxic  nodules  was  performed  on  251  patients 
and  in  this  group  there  were  found  24  cases  of 
carcinoma.  By  separating  the  cases  into  those 
with  clinically  solitary  and  multiple  nodules, 
the  incidence  of  carcinoma  was  found  to  be 
11.6  per  cent  in  the  solitary  and  4.9  per  cent  in 
the  multiple  nodules  (Table  II) . 

In  addition  thyroidectomy  was  performed  for 
carcinoma  in  11  cases  in  which  presenting  symp- 
tom was  not  a thyroid  mass.  Cancer  was 
diagnosed  in  four  cases  at  previous  operation 
elsewhere  and  the  patient  referred  for  definitive 
surgery;  in  five  patients  the  presenting  sign  was 
an  enlarged  node  or  nodes  in  the  cervical  region; 
in  one  patient  the  first  symptom  was  bone  me- 
tastasis, and  in  one  the  presenting  symptom  was 
dysphagia  with  a filling  defect  in  the  esophagus. 

Evaluation  of  Thyroid  Nodules. — The 
clinical  differentiation  of  benign  from  malignant 
nodules  is  often  difficult  or  impossible.  Yet  the 
importance  of  early  diagnosis  of  thyroid  cancer 
is  evident  from  the  report  of  Ward21  which  re- 
vealed that  when  the  diagnosis  of  cancer  could  be 
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made  preoperatively,  the  five-year  survival  rate 
was  only  20  per  cent;  if  the  nodule  was  con- 
sidered benign  clinically  but  diagnosed  correctly 
as  carcinoma  at  operation,  the  five-year  survival 
was  40  per  cent;  if  the  diagnosis  could  only  be 
made  microscopically,  80  per  cent  of  the  patients 
survived  five  years.  In  the  series  of  Cole 
et  al ,22  only  21  per  cent  were  diagnosed  clinically, 
21  per  cent  at  operation  and  the  remainder 
microscopically.  In  the  experience  of  most  ob- 
servers, including  our  own,  the  diagnosis  could 
not  be  made  accurately  in  about  three  fourths  of 
cases.  Crile23  alone  reports  the  unique  ability 
to  make  the  diagnosis  of  cancer  correctly  in  97 
per  cent  of  his  cases.  He  states  he  was  able  to 
make  the  diagnosis  in  27  of  30  cases  and  suspect 
it  in  two  patients. 

Because  of  the  large  number  of  benign  nodules 
which  must  be  removed  in  order  to  avoid  missing 
a carcinoma,  any  method  which  would  aid  in  the 
differentiation  of  benign  from  malignant  thyroid 
nodules  would  be  welcome.  In  recent  years  two 
“diagnostic”  methods  were  offered  for  this 
purpose — aspiration  biopsy  and  selective  radio- 
active iodine  uptake. 

Martin24  states  that  it  was  the  practice  at  the 
Memorial  Hospital  in  New  York  City  to  aspirate 
promptly  all  doubtful  thyroid  tumors  and  that 
a definite  diagnosis  of  thyroid  cancer  could  be 
made  in  many  cases  by  this  means.  Watson 
and  Pool25  stated  that  a positive  diagnosis  was 
made  in  62  out  of  74  cases  by  aspiration  biopsy. 
There  is  ample  evidence,  however,  that  aspira- 
tion biopsy  is  not  without  risk  and  may  result 
in  dissemination  of  the  cancer.26  In  a recent 
forum  in  Spectrum,  Crile2  stated  that  he  has  seen 
skin  metastasis  develop  as  a result  of  needle 
biopsy.  Hendrick27  discontinued  the  routine  use 
of  aspiration  biopsy  in  the  diagnosis  of  thyroiditis 
after  having  overlooked  a coexisting  carcinoma 
in  five  patients.  Crile  also  reported  two  in- 
stances where  a diagnosis  of  thyroiditis  was  made, 
and  subsequently  the  patients  returned  with  in- 
operable carcinoma  of  the  thyroid.  Besides  the 
danger  of  overlooking  a cancer,  it  is  extremely 
hazardous  to  depend  on  aspiration  biopsy  for  the 
definitive  diagnosis  of  thyroid  cancer.  The 
variability  of  the  histology  in  different  parts  of 
the  tumor,  the  failure  to  obtain  studies  of  the 
capsule  to  demonstrate  invasion,  and  the  dif- 
ficulty in  interpretation  of  the  minute  specimens 
obtained,  makes  us  doubt  the  value  of  this  pro- 
cedure except  for  the  confirmation  of  the  diag- 


nosis in  clinically  obvious  and  surgically  in- 
curable cases. 

Another  diagnostic  tool  which  has  been  re- 
ceiving considerable  attention  is  the  use  of 
radioactive  iodine  in  tracer  doses.  The  value 
of  I131  in  the  study  of  thyroid  function  and  in  the 
diagnosis  of  hyper  and  hypoactivity  of  the  gland 
is  adequately  proved.  Its  use  in  the  evaluation 
of  thyroid  nodules  is  less  well  known.  As  early 
as  1939  Hamilton  and  Soley28  noted  that  malig- 
nant tissue  picked  up  only  a small  fraction  of 
ingested  radioactive  iodine,  as  compared  to 
normal  thyroid  tissue.  Keston  et  alP  later 
revealed  darkening  of  photographic  film  by  the 
concentration  of  I131  in  a metastatic  lesion. 
Seidlin  et  al.30  made  a radioautograph  of  a 
functioning  metastatic  thyroid  cancer,  showing 
concentration  of  the  isotope  in  the  visible  tumor. 
Fitzgerald31  correlated  the  histologic  findings 
and  the  autographic  accumulation  of  radioiodine 
in  carcinoma  of  the  thyroid.  He  reviewed  the 
entire  subject  of  radioautography  in  1952  and 
concluded  that  pure  papillary  cancers  did  not 
concentrate  the  isotope,  whereas  tumors  con- 
taining follicles  picked  up  the  iodine. 

Starting  in  1946  and  using  a directional  Geiger- 
Miiller  counter  of  their  own  design,  Dobyns 
et  alP  studied  a large  number  of  patients  with 
thyroid  nodules  and  determined  the  relative 
amount  of  ingested  radioactive  iodine  picked  up 
in  the  nodule  as  compared  with  the  amount  con- 
centrated in  the  remainder  of  the  thyroid  gland. 
They  were  able,  by  this  technic,  to  classify 
nodules  into  “cold”  ones,  or  those  which  did  not 
concentrate  the  isotope,  and  “hot”  ones  which 
picked  up  a larger  portion  of  the  radioiodine  than 
the  surrounding  thyroid  tissue.  In  a prelimi- 
nary study  they  found  that  none  of  119  thyroid 
cancers  took  up  as  much  of  the  radioactive  iodine 
as  the  normal  tissue.33  Johnson  and  Beier- 
walters,34  using  an  automatic  scintillation  device, 
found  that  31  per  cent  of  32  patients  with  “cold” 
nodules  had  thyroid  cancers,  10  per  cent  of  ten 
patients  with  “warm”  (pickup  equal  to  surround- 
ing tissue)  nodules  had  cancer,  and  neither  of  the 
two  “hot”  nodules  were  malignant.  In  1956 
Perlmutter  and  Slater20  published  a study  of  140 
solitary  nodules.  Of  99  “cold”  nodules,  23 
were  malignant,  whereas  only  one  of  41  “hot” 
nodules  was  malignant,  and  this  patient  had 
previous  total  thyroidectomy  for  cancer,  and  the 
“hot”  areas  were  in  a metastatic  node. 

Although  this  would  seem  to  be  an  efficient 
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test  for  the  differentiation  between  benign 
and  maligant  thyroid  nodules,  it  is  not  100  per 
cent  reliable.  Dobyns  and  Maloof33  stated  that 
they  found  a thyroid  cancer  in  another  part 
of  the  thyroid  gland  that  contained  a “hot” 
nodule.  There  is  always  the  possibility  of  a 
malignancy  being  obscured  by  the  presence  of 
adjacent  hyperfunctioning  thyroid  tissue.  Fur- 
thermore, some  of  the  follicular  carcinomas  are 
functioning  tumors  and  may  be  expected  to  have 
a significant  pickup  of  radioactive  iodine. 
Cattell35  in  a recent  issue  of  Scope,  relates  the 
history  of  a physician  with  a nodule  which  picked 
up  eight  times  as  much  iodine  as  the  rest  of  the 
gland,  and  who  was  found  at  operation  to  have  a 
carcinoma  invading  the  trachea.  In  our  own 
series,  one  of  the  patients  with  a “hot”  nodule  was 
found  to  have  an  invasive  papillary  carcinoma  of 
the  thyroid. 

Thus,  although  the  use  of  directional  tracer 
studies  is  not  an  infallible  method,  it  is  of  some  value 
in  differentiating  probably  benign  from  probably 
malignant  nodules.  I also  have  utilized  the  re- 
sults of  directional  studies  to  indicate  the  type  of 
operation  to  be  performed.  If  a nodule  is  “cold” 
or  “warm”  I routinely  perform  a total  thyroid 
lobectomy  on  the  involved  side,  whereas  if  the 
nodule  is  “hot,”  I am  content  to  perform  a 
partial  resection,  removing  the  nodule  with  a 
margin  of  normal  thyroid  tissue. 

Management  of  Nontoxic  Nodular  Thy- 
roid.— Some  have  advocated  the  routine  re- 
moval of  all  nodular  goiters,  either  to  prevent 
the  development  of  hyperthyroidism  or  to  re- 
move a potential  or  existing  malignancy.  As 
Zimmerman  has  pointed  out,  endemic  regions 
are  being  eliminated,  and  as  the  incidence  of 
simple  goiter  diminishes,  a higher  percentage 
of  nodules  which  develop  in  the  thyroid  gland  will 
be  true  neoplasms,  many  of  which  are  malignant. 
Nevertheless,  the  incidence  of  nodular  goiter 
varies  geographically  and  increases  with  ad- 
vancing age.  The  routine  removal  of  all  nodular 
goiters  is  impractical  and  probably  unnecessary. 
What  are  the  indications  for  surgery  in  nontoxic 
nodular  goiter? 

Multinodular  Go  iter.— Although  there  are  some24 
who  report  the  incidence  of  cancer  to  be  higher 
in  multinodular  glands,  most  authors  find  car- 
cinoma in  about  7 per  cent  of  such  glands.  The 
presence  of  dominant,  discrete,  or  hard  nodules 
makes  the  likelihood  of  neoplasm  greater  and  is 
an  indication  for  surgical  intervention.  Such 


glands  are  vastly  different  from  the  symmetrically 
enlarged  soft  glands  with  nodularity  of  various 
shapes  and  sizes  present  throughout  the  gland. 
In  the  latter,  the  nodules  are  those  of  hyper- 
plasia— involution,  and  rarely  the  seat  of  neo- 
plastic change.  Rapid  increase  in  the  size  of  the 
gland  or  a portion  thereof  is  an  indication  for  re- 
section, since  it  may  be  due  to  hemorrhage  or  malig- 
nant transformation.  In  most  cases  symptoms 
such  as  pain,  respiratory  difficulty,  or  dysphagia, 
resulting  from  pressure  of  the  thyroid  on  adjacent 
structures,  are  surgical  indications.  Extension 
of  the  goiter  into  the  mediastinum  makes  surgery 
mandatory  because  of  the  danger  of  progressive 
interference  with  respiration  and  swallowing. 
The  removal  of  a nodular  goiter  for  cosmetic 
reasons  is  a questionable  indication.  There  are 
situations  in  which  such  a procedure  is  justified, 
but  the  decision  is  often  a matter  for  individual 
judgment.  In  the  mountains  of  Guatemala,  for 
instance,  goiter  is  such  a routine  finding  that  even 
the  dolls  are  made  goitrous. 

The  differentiation  between  thyroid  tumors 
and  hypertrophic  nodules  of  endemic  goiter  is 
often  difficult  or  impossible.  The  nodularity 
of  many  of  these  glands  is  due  to  thyroid-stimu- 
lating hormone  (TSH)  activity  and  does  not 
represent  true  neoplasms.  When  patients  with 
such  glands  are  treated  with  thyroid  extract  or 
tri-iodothyronine,  marked  regression  or  disap- 
pearance of  the  nodules  has  been  observed.1’36-37 

Aside  from  pressure  manifestations,  substernal 
extension,  and  rapid  enlargement,  the  most 
frequent  indication  for  thyroidectomy  is  the  pos- 
sibility that  the  gland  is  malignant.  The  in- 
cidence of  cancer  in  nodular  glands  is  greatest  in 
jmuth  and  least  in  old  age,  whereas  the  incidence 
of  simple  nodular  goiters  is  greater  with  advanc- 
ing age.  Therefore,  the  indications  for  surgery 
of  nodular  thyroids  is  greater  in  younger  patients. 

The  operation  of  choice  in  nontoxic  multi- 
nodular goiter  is  subtotal  thyroidectomy  of 
limited  extent,  sparing  as  much  normal-appear- 
ing tissue  as  possible  to  avoid  hypothyroidism. 
Only  if  carcinoma  is  suspected  at  operation  is 
total  thyroidectomy  on  one  or  both  sides  per- 
formed. It  is  probably  advisable  to  routinely 
administer  thyroid  hormone  postoperatively  in 
order  to  depress  TSH  production  and  reduce  the 
chance  of  recurrence  of  nodules. 

Solitary  Nodule. — It  has  been  pointed  out  that 
no  reliable  method  is  available  to  differentiate 
clinically  between  benign  and  malignant  thyroid 
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masses  (except  in  advanced  cases  with  dissemi- 
nation). Since  there  is  almost  unanimous 
agreement  that  cancer  is  more  prevalent  in 
uninodular  goiter,  it  would  seem  advantageous 
to  differentiate  cases  with  single  nodules  from 
those  with  multiple  nodules.  What  may  feel 
clinically  to  be  a single  nodule  frequently  is  found 
to  be  multiple  at  operation.  Cerise  et  al .38 
state  that  30  per  cent  of  clinically  single  nodules 
were  multiple  at  surgery.  In  our  own  experi- 
ence, one  fourth  of  our  uninodular  glands  re- 
vealed other  nodules  when  operated.  Neverthe- 
less, Cope  et  al.n  believe  that  clinically  solitary 
cases  should  be  separated  from  multinodular  ones. 
They  report  that  cancer  was  twice  as  frequent 
in  the  clinically  solitary  gland  or  in  goiter  re- 
stricted to  one  lobe  (even  though  multinodular)  as 
in  the  bilateral  multinodular  goiter.  Ravdin39 
states  that  in  spite  of  errors  in  evaluation,  it  is 
mandatory  that  clinically  isolated  thyroid  nodules 
be  removed.  Most  authors  agree  that  dominant 
nodules  in  multinodular  glands  are  more  likely 
to  be  malignant,  although  in  some  patients  all 
the  palpable  nodules  are  benign,  while  a minute 
cancer  is  present  in  the  gland  and  only  discovered 
on  careful  pathologic  study. 

The  significance  of  the  solitary  nodule  changes 
with  the  age  of  the  patient.40  Tumors  that  ap- 
pear solitary  in  patients  over  forty  are  often 
dominant  involutionary  nodules,  while  a single 
nodule  in  the  patients  under  forty  is  more  apt  to 
be  a true  neoplasm  with  a higher  incidence  of 
cancer.  The  incidence  of  carcinoma  of  the 
thyroid  in  solitary  nodules  in  children  has  been 
reported  to  range  from  31  to  59  per  cent.41 
Winship42-43  has  surveyed  the  world  statistics, 
and  in  a collected  series  of  176  nodular  glands  in 
children  there  was  a 27  per  cent  incidence  of 
carcinoma.  He  states  that  nodular  goiters  and 
so-called  involutional  nodules  are  rare  before 
puberty.  Because  of  this,  any  thyroid  nodule 
in  a child,  whether  single  or  multiple,  is  more  apt 
to  be  carcinomatous  than  similar  nodules  in 
adults.  Solitary  nodules  in  the  thyroid  glands 
of  male  patients  are  more  often  malignant  than 
similar  nodules  in  females.  For  this  reason,  all 
solitary  nodules  in  males  should  be  removed. 

Most  surgeons  advocate  the  routine  removal 
of  all  single  or  dominant  thyroid  nodules.  Refer- 
ence has  been  made  to  the  use  of  directional 
counting  after  tracer  doses  of  radioactive  iodine 
to  separate  “hot”  from  “cold”  thyroid  nodules. 
Some  investigators,20  noting  the  low  incidence  of 


cancer  in  “hot”  nodules,  advise  the  use  of  thyroid 
hormone  (thyroxine  or  tri-iodothyronine)  to 
attempt  to  cause  regression  or  disappearance  of 
such  nodules.  Because  several  instances  of 
cancer  in  “hot”  nodules  have  been  reported,  we 
have  reserved  this  method  of  treatment  for  older 
patients  (over  sixty)  and  for  poor  surgical  risks. 
As  stated  previously,  a limited  resection  around 
the  tumor  is  performed  in  “hot”  nodules,  while 
in  the  “cold”  nodule  a total  thyroid  lobectomy 
is  done  on  the  involved  side.  If  the  nodule  is 
located  in  the  midline,  the  isthmus  and  a portion 
of  each  adjacent  lobe  is  resected. 

Technic  of  Thyroidectomy 

During  the  early  years  of  thyroid  surgery, 
injuries  to  the  recurrent  laryngeal  nerves  and  to 
the  parathyroid  glands  were  frequent,  with  re- 
sultant high  incidence  of  morbidity  and  mortal- 
ity. Crotti44  stated  that  Billroth  had  an  inci- 
dence of  32  per  cent  recurrent  nerve  injury,  and 
a large  number  of  his  patients  also  developed 
tetany.  Noting  this  experience,  Mikulicz, 
Kocher,  and  others  advocated  the  routine  per- 
formance of  bilateral  subtotal  thyroidectomy 
for  most  diseases  of  the  thyroid  gland,  leaving 
behind  the  posterior  capsule  of  the  gland  as  a 
protection  for  the  nerves  and  parathyroid  glands. 
With  slight  alteration  this  operation  became  the 
standard  technic  for  many  years.  Because  of 
the  impression  that  the  recurrent  nerves  are 
hypersensitive  to  the  slightest  manipulation, 
as  believed  by  Crile,  Sr.45  and  Proileau,46  most 
surgeons  made  no  attempt  to  visualize  or  dissect 
out  the  nerves  during  thyroid  surgery. 

There  is  ample  evidence  today  that  the  in- 
cidence of  injury  to  the  recurrent  laryngeal 
nerves  is  significantly  higher  when  the  nerves  are 
not  visualized  during  thyroidectomy.  Lahey47 
reported  an  incidence  of  1.6  per  cent  prior  to 
1935,  but  with  routine  exposure  of  the  nerves  in 
3,000  consecutive  cases,  the  incidence  fell  to 
0.3  per  cent.  Vail  and  H’Doubler48  state  that 
prior  to  1951  they  did  not  expose  the  nerves 
and  had  1.7  per  cent  to  2.3  per  cent  injuries 
annually  in  some  350  cases  per  year.  After 
instituting  routine  exposure,  they  had  no  injuries 
in  about  700  consecutive  cases.  Cattell  and 
Morgan49  showed  that  in  reoperations  done  with- 
out identifying  nerves,  the  incidence  of  injury 
rose  to  14  per  cent,  while  in  a similar  group  of 
reoperations  with  nerve  dissection,  the  injury 
rate  fell  to  0.7  per  cent.  Simon50  states  that  the 
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incidence  must  be  higher  than  reported  (1.5  to 
5 per  cent),  as  evidenced  by  the  development  of 
new  technics  for  correction  of  nerve  injuries. 

Rustad51  and  others  have  reported  on  the  wide 
variations  in  the  anatomy  of  the  recurrent  laryn- 
geal nerves  and  their  relations  to  the  thyroid 
gland  and  to  the  inferior  thyroid  arteries.  It  is 
evident  from  these  studies  that  the  technic  of 
retaining  a portion  of  the  posterior  capsule  of  the 
gland  on  each  side  is  not  adequate  assurance  of 
safety  for  the  recurrent  laryngeal  nerves. 

The  fear  of  injury  to  the  recurrent  nerves  when 
the  anatomy  is  not  clearly  visualized  has  led  to  the 
removal  of  inadequate  amounts  of  thyroid  tissue 
in  cases  of  hyperthyroidism  or  in  multinodular 
glands,  with  the  result  that  recurrent  or  persist- 
ent hyperthyroidism  and  recurrence  of  nodules 
were  frequent.  Furthermore,  in  the  treatment 
of  potential  or  proved  carcinoma  of  the  thyroid 
gland,  a total  unilateral  or  bilateral  resection  was 
followed  by  injury  to  the  unexposed  nerve  in 
many  cases.  The  alternative  was  limited  or 
incomplete  resection. 

Since  1951  we  have  routinely  exposed  the  re- 
current laryngeal  nerves  in  all  thyroid  operations 
except  in  isthmusectomies  for  midline  nodules, 
tracing  the  nerve  until  it  was  seen  to  enter  the 
larynx  in  all  total  resections.  In  308  operations, 
only  one  nerve  was  injured.  The  identification 
of  the  parathyroid  glands  with  certainty  is  much 
more  difficult.  The  inferior  parathyroid  often 
can  be  identified  in  the  region  where  the  inferior 
thyroid  artery  crosses  over  the  recurrent  laryngeal 
nerve.  The  superior  gland  lies  on  the  postero- 
medial aspect  of  the  upper  pole  and  is  more  dif- 
ficult to  expose.  Great  care  must  be  taken  to 
maintain  a blood  supply  to  a parathyroid  left  in 
situ.  There  are  numerous  references  to  the 
prevention  of  tetany  by  the  free  implantation 
of  extirpated  parathyroid  glands,  but  none 
provides  convincing  proof  that  the  transplanted 
gland  has  survived.  We  have  noted  several 
instances  of  spontaneous  recovery  in  patients 
who  had  developed  postoperative  tetany,  some 
occurring  as  long  as  one  year  after  operation. 
It  would  be  easy  to  attribute  such  results  to  a 
transplant  had  one  been  performed.  The  reports 
of  Sterling  and  Goldsmith52-63  in  which  the  thy- 
roid and  parathyroid  glands  with  the  attached 
carotid  and  jugular  systems  of  vessels  from  an 
embryo  were  anastomosed  to  the  host’s  blood 
stream  is  of  great  interest  in  this  connection. 

Today,  most  thyroid  operations  performed  are 


performed  for  the  treatment  of  thyroid  neoplasms 
and  relatively  few  for  the  treatment  of  hyper- 
thyroidism. Total  resection  of  one  or  both  lobes 
of  the  gland  has,  therefore,  become  the  more 
common  operation.  This  can  be  accomplished 
safely  only  by  meticulous  dissection  in  a bloodless 
field  with  careful  delineation  of  the  recurrent 
laryngeal  nerves  and  the  identification  and  pres- 
ervation of  at  least  one  parathyroid  gland  on 
either  side.  Simon54  has  described  a triangle 
formed  by  the  nerve,  the  inferior  thyroid  artery, 
and  the  common  carotid  artery.  Familiarity 
with  this  triangle  facilitates  the  exposure  and 
positive  identificatiop  of  the  various  anatomic 
structures.  In  performing  subtotal  resection  for 
hyperthyroidism,  ope  can  more  easily  assess  the 
amount  of  thyroid  tissue  to  be  left  behind  if 
complete  anatomic  dissection  is  performed. 
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Case  History  * 

This  obese,  thirty-two-year-old  female  began 
to  menstruate  at  the  age  of  thirteen.  About 
the  age  of  nineteen  she  had  diplopia,  which  was 
treated  by  x-ray  to  the  pituitary  gland  with 
improvement  of  this  symptom.  At  the  age  of 
twenty-two,  without  any  other  symptoms,  her 
menses  abruptly  stopped.  Soon  afterwards 
she  noted  growth  of  hair  over  her  entire  body. 
Her  voice  changed  to  a rather  husky  baritone. 
Since  the  age  of  sixteen  her  weight  had  been 
constant,  ranging  between  200  and  250  pounds. 

Physical  examination  revealed  an  obese, 
hairy  female  who  weighed  255  pounds  and 
measured  66  inches  in  height.  Her  blood 
pressure  was  230/160  in  the  right  arm  and 
230/150  in  the  left  arm.  She  had  a very  husky 
voice,  slight  enlargement  of  the  clitoris,  and  a 
very  small  hymen  opening,  and  therefore  a 
vaginal  examination  was  not  done.  The  rectal 
examination  was  negative.  The  remainder  of 
her  physical  examination  was  essentially  negative. 

Laboratory  studies  showed  a glucose  tolerance 
curve  of  105,  159,  149,  and  126  nonprotein 
nitrogen  of  27,  a basal  metabolic  rate  of  plus 
27,  negative  urinalysis,  and  a normal  blood 
count. 

Chest  x-rays  showed  a slight  widening  of  the 
mediastinal  shadow.  Skull  films  were  interpreted 
as  showing  a somewhat  widened  sella  turcica, 
but  the  bony  outlines  were  well  defined.  While 
she  was  in  the  hospital,  her  blood  pressure  was 


* Case  previously  published  in  Obstetrics  and  Gynecology, 
9:44  (1957). 


quite  variable.  On  admission  it  was  230/180, 
but  seven  days  later,  without  any  specific  therapy, 
it  was  150/110.  Three  days  later  it  was  164/112. 

An  operation  was  performed  on  the  tenth 
hospital  day. 

Dr.  James  Palmer:  Before  Dr.  Sandberg 
discusses  this  case,  I might  say  that  we  considered 
the  value  of  steroid  determinations,  but  un- 
fortunately this  case  occurred  in  1946  and  pre- 
ceded our  technical  ability  to  perform  this 
examination.  A sample  of  urine  was  collected, 
extracted,  and  frozen  for  a later  determination 
of  17-ketosteroids,  and,  although  strict  quanti- 
tative examinations  were  not  done,  there  was 
some  elevation  of  the  17-ketosteroids. 

Discussion 

Dr.  Avery  Sandberg:  Obviously  this  young 
female  developed  a virilism  syndrome.  Virilism 
in  the  female  is  due  to  the  production  of  excessive 
androgens.  It  must  be  realized  that  different 
organs  or  the  same  organ  may  produce  androgens 
of  different  androgenic  activity.  Chemical  anal- 
ysis for  androgens  determines  primarily  the 
amount  of  17-ketosteroids.  Hence,  a tumor  such 
as  an  arrhenoblastoma  may  be  very  small  and 
produce  tremendous  amounts  of  relatively  in- 
active androgens  showing  a high  17-ketosteroid 
level  and  cause  very  little  clinical  evidence  of 
masculinization.  Another  tumor  may  produce 
a very  small  amount  of  androgens  as  determined 
by  17-ketosteroid  excretion,  yet  the  biologic 
activity  may  be  of  such  nature  as  to  convert  a 
female  essentially  into  a male  in  a very  short 
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period  of  time. 

There  actually  are  only  two  organs  in  the  non- 
pregnant female  that  can  produce  androgens: 
the  adrenal  and  the  ovary.  However,  there  is  a 
fairly  large  group  of  female  patients  who 
develop  a virilism  syndrome  and  in  whom  no 
abnormalities  of  these  organs  can  be  demon- 
strated. These  virilism  syndromes  may  consist 
only  of  hirsutism  without  genital  abnormality  or 
other  stigmata.  In  many  such  patients  who  are 
submitted  to  an  exploration  a slight  hyperplasia 
of  the  adrenals  may  be  found.  Such  patients 
may  show  a slight  increase  in  17-ketosteroid 
excretion  or  even  a slight  increase  in  excretion  of 
corticosteroid. 

In  a female  who  was  born  without  any  genital 
abnormalities  and  has  developed  normal  men- 
struation, virilism  is  usually  associated  with  an 
adrenal  tumor.  These  tumors  may  manifest 
themselves  as  Cushing’s  disease  associated  with 
virilization  or  as  a virilizing  syndrome.  Patients 
with  Cushing’s  disease,  in  addition  to  the  high 
17-ketosteroid  excretion,  excrete  large  amounts 
of  c.orticosteroids  which  lead  to  the  characteristic 
obesity,  abnormalities  in  protein,  carbohydrate, 
and  fat  metabolism,  hypertension,  and  other 
changes.  In  addition,  they  develop  evidence 
of  excessive  androgenic  activity,  consisting 
mainly  of  hirsutism,  acne,  cessation  of  menstrua- 
tion, sterility,  and  loss  of  libido. 

It  is  obvious  that  this  patient  does  not  fall  into 
this  group.  At  the  age  of  nineteen  she  developed 
diplopia.  I don’t  understand  why  the  pituitary 
was  irradiated.  Diplopia  is  due,  as  far  as  I 
know,  to  muscular  imbalance  of  the  external 
muscles  of  the  eye.  Was  the  patient  irradiated 
at  this  Institute? 

Dr.  Palmer:  No. 

Dr.  Sandberg:  As  I see  it,  the  diplopia  was 
not  related  to  her  androgenic  hormone  disturb- 
ance. Although  her  basal  metabolic  rate  was 
plus  27,  she  had  no  other  evidence  of  hyper- 
thyroidism. Patients  with  hyperthyroidism  may 
develop  diplopia  due  to  muscular  weakness. 
This  muscular  imbalance  may  be  recurrent. 
Another  clinical  finding  in  favor  of  Cushing’s 
disease  is  her  hypertension.  I feel  that  this 
hypertension  is  totally  unrelated  to  the  adrenal 
but  may  be  due  to  obesity  or  some  other  cause. 
I would  disregard  this  finding  and  conclude  that 
this  patient  does  not  have  Cushing’s  disease. 
This  patient  shows  a very  flat  glucose  tolerance 
curve.  Such  a curve  is  difficult  to  interpret  but 


is  usually  found  in  obese  persons.  Therefore, 
I would  not  place  any  importance  on  the  glucose 
tolerance  curve. 

What  role  does  the  enlargement  of  the  pituitary 
play  as  a cause  of  Cushing’s  disease?  Cushing’s 
disease  is  due  to  adrenal  hyperfunction. 
Whether  this  adrenal  hyperfunction  is  the  result 
of  stimulation  by  the  pituitary  is  a debatable 
question.  In  general,  most  writers  feel  that 
Cushing’s  disease  is  not  associated  with  primary 
pituitary  dysfunction  but  that  the  pituitary  find- 
ings are  usually  secondary  to  adrenal  hyper- 
function. 

A tumor  of  the  adrenal  cortex  causing  virilism 
cannot  be  ruled  out  in  this  patient.  However, 
such  cases  usually  show  very  high  levels  of  17- 
ketosteroids.  Therefore,  the  slight  elevation 
noted  in  this  patient  would  tend  to  be  against  an 
adrenal  tumor.  Another  factor  militating 
against  this  diagnosis  is  the  duration  of  her  symp- 
toms. In  general,  the  symptoms  associated  with 
an  adrenal  cortical  tumor  are  fairly  progressive, 
and  a patient  known  to  have  amenorrhea  for 
thirteen  years  should  show  much  more  marked 
virilization.  Because  sporadic  cases  are  reported 
where  an  adrenal  tumor  was  removed  after  a long 
period  of  virilization  comparable  to  that  of  this 
patient,  it  is  very  difficult  to  say  that  this  patient 
did  not  have  an  adrenal  tumor,  but  I would  guess 
that  she  did  not. 

That  leaves  the  ovary  as  a site  of  androgen 
secretion.  Since  pathologists  debate  the  nature 
of  ovarian  tumors,  I will  only  consider  three: 
(1)  arrhenoblastoma,  (2)  so-called  hilar  tumor, 
which  may  be  due  to  adrenal  remnants,  and  (3) 
virilization  due  to  ovarian  disease  not  associated 
with  tumor. 

Arrhenoblastoma  is  a tumor  that  probably 
produces  the  most  striking  virilization.  It  may 
or  may  not  be  malignant,  is  seldom  seen  in  child- 
hood, and  is  most  common  between  the  ages 
of  twenty  and  forty.  From  the  length  of  time 
that  this  patient  had  shown  excessive  androgenic 
activity,  she  probably  did  not  have  an  arrheno- 
blastoma. Again,  the  quantitation  of  17-keto- 
steroids  would  be  of  great  help.  It’s  true  that 
some  patients  with  arrhenoblastomas  have  been 
described  as  having  hypertension  that  dis- 
appears following  excision  of  theca  tumor.  In 
addition,  some  patients  with  arrhenoblastomas 
have  had  changes  suggestive  of  Cushing’s 
disease,  such  as  abnormal  glucose  tolerance,  etc. 
Perusal  of  such  cases,  however,  reveals  that  these 
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patients  were  usually  obese,  which  might  explain 
their  abnormal  glucose  tolerance.  Certainly, 
however,  the  masculinization  associated  with 
arrhenoblastoma  is  very  striking. 

Other  tumors  of  the  ovary,  the  so-called  adrenal 
remnant  tumors,  thecal  cell  tumors,  etc.,  are 
compatible  with  the  clinical  picture  of  this 
patient.  The  symptoms  and  signs  develop  over 
a period  of  years,  and  obesity  is  not  an  uncommon 
finding.  The  17-ketosteroid  excretion  as  com- 
pared with  adrenal  tumors  is  not  too  high,  usually 
running  in  the  neighborhood  of  10  to  20  mg.  per 
twenty-four  hours. 

The  last  ovarian  lesion  associated  with  virili- 
zation is  a syndrome  that  has  been  recognized  in 
the  last  fifteen  years.  It  is  related  to  the  de- 
velopment of  bilateral  microcystic  disease  of 
the  ovary.  This  disease  consists  of  the  develop- 
ment of  cysts  which  replace  the  tissue  of  the 
ovary  and  paradoxically  at  the  same  time  are 
capable  of  the  production  of  excessive  amounts 
of  androgens.  Suprisingly  enough,  the  removal 
of  both  ovaries  does  not  seem  to  correct  virili- 
zation. Yet  the  excision  of  wedges  from  the 
ovaries  results  in  a fair  number  of  cures  in  that 
the  patients  regain  feminine  characteristics  and 
start  menstruating.  Several  of  them  have  be- 
come pregnant  within  a short  period  of  time. 
The  virilizing  syndrome  seen  with  these  con- 
ditions is  one  of  rather  slow  onset  in  young  adult 
females.  Our  patient  could  easily  fit  into  this 
picture. 

Now,  what  did  our  patient  have?  I tend  to 
disregard  the  widening  of  the  mediastinal 
shadow.  It  could  be  associated  with  widening 
of  the  aorta  from  her  hypertension.  Since  the 
blood  pressure  is  not  given  in  the  lower  extremi- 
ties, I don’t  know  whether  this  patient  does  or 
does  not  have  coarctation  of  the  aorta,  but  the 
chest  x-ray  should  have  revealed,  at  the  age  of 
thirty-two,  some  notching  of  the  ribs.  May  I 
see  the  x-rays? 

Dr.  Ru  Kan  Lin:  This  chest  film  shows  slight 
elevation  of  the  diaphragms.  I feel  that  the 
width  of  the  mediastinum  probably  is  within 
normal  limits.  No  notching  of  the  ribs  is  noted. 
She  has  a rather  full-looking  sella  turcica  that 
appears  to  be  ballooned  out  and  to  be  a little 
thin.  The  important  point  is  that  the  posterior 
glenoid  processes  are  intact.  A tumor  arising  in 
the  pituitary  fossa  may  result  in  this  picture. 

Dr.  Sandberg:  Cases  of  virilization  have  been 
described  in  the  literature  as  a result  of  pituitary 


disease,  hypothalamic  disease,  and  thymic 
tumors.  These  present  a heterogenous  group, 
and  from  a physiologic  viewpoint  they  present 
such  a hodgepodge  that  I am  going  to  skip  them. 
What  relation  this  large  sella  has  to  the  mascu- 
linization, I must  admit  I don’t  know.  On  the 
basis  of  the  data  available,  the  surgeon  was  indeed 
very  brave  to  operate,  since  in  1946  adrenal 
operations  carried  a high  rate  of  mortality. 

I would  say  that  this  patient  had  virilization 
from  an  ovarian  disease.  It  is  not  due  to  ar- 
rhenoblastoma. It  is  probably  due  to  adrenal 
rest  tumor  of  the  ovary  or  to  a so-called  Stein- 
Leventhal  syndrome,  which  is  a wastebasket  of 
these  bilateral  microcystic  diseases  of  the  ovaries. 

Dr.  John  Pickren:  Before  Dr.  Palmer  tells 
us  what  he  found  at  operation,  Dr.  Perese,  would 
you  like  to  say  a word? 

Dr.  Dogan  Perese  : Diplopia  is  not  a common 
symptom  of  an  enlarged  pituitary.  However,  it 
does  occur  from  pressure  on  the  optic  nerve. 
Moreover,  double  vision  may  result  from  the 
invasion  of  the  sphenoid  sinus  by  a large  pituitary 
tumor.  However,  since  this  patient  had  no 
accompanying  clinical  signs,  I would  interpret 
the  skull  x-rays  as  normal. 

Dr.  Robert  Tarail:  In  the  wastebasket 
Dr.  Sandberg  mentioned  one  might  include  the 
disorder  hyperostosis  frontalis  interna  or  the 
Morgagni-Morel  syndrome,  which  consists  of 
the  presence  of  areas  of  increased  calcification, 
usually  involving  frontal  bone.  This  disease 
may  be  associated  with  headache,  psychiatric 
disturbance,  and  other  bizarre,  questionable, 
endocrine  abnormalities.  There  is  considerable 
debate  as  to  whether  it  is  in  any  way  related  to 
endocrine  abnormalities. 

Dr.  Joseph  Sokal:  I’m  a little  puzzled  by  this 
hypertension.  Was  she  markedly  hypertensive 
only  on  the  day  of  admission? 

Dr.  Palmer:  No,  it  was  quite  erratic. 

Dr.  Sokal:  This  erratic  behavior  of  blood 
pressure  is  more  suggestive  of  a pheochromo- 
cytoma  than  anything  else,  although  the  rest  of 
the  picture  is  not.  Was  this  woman  virilized, 
or  was  this  a woman  with  hirsutism? 

Dr.  Palmer:  This  girl  had  always  been  fat. 
She  weighed  200  pounds  at  the  age  of  sixteen 
and  increased  to  250  gradually.  The  hair  dis- 
tribution was  normal  until  the  time  of  cessation 
of  the  menses  at  the  age  of  twenty-three.  She 
developed  a very  coarse  voice  and  some  enlarge- 
ment of  the  clitoris. 
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Dr.  Sokal:  Did  she  have  a mustache? 

Dr.  Palmer:  Being  a school  teacher  and 
having  to  look  presentable,  she  shaved  every 
day.  By  the  end  of  the  day  her  face  was  rather 
dark. 

Dr.  Sokal  : How  about  her  breasts? 

Dr.  Palmer:  Her  breasts  were  not  remark- 
able. She  was  a tremendously  obese  woman, 
and  her  breasts  were  possibly  not  in  proportion 
to  the  other  obesity  but  were  definitely  not  of  the 
masculine  type. 

Dr.  Sandberg:  Pheochromocytoma  is  a pos- 
sibility. Pheochromocytomas  originate  in  the 
adrenal  medulla.  As  far  as  I know,  it’s  never 
been  described  in  the  ovary. 

When  we  think  of  virilization,  we  think  of 
cessation  of  menstruation,  sterility,  hirsutism, 
which  should  follow  the  masculine  distribution, 
coarse  voice  associated  with  elongation  and 
thickening  of  the  vocal  cords,  the  prominence  of 
cartilages  in  the  neck,  oily  skin  associated  with 
acne,  and  the  development  of  a musculature 
resembling  that  of  a man.  I suspect  that  this 
patient  had  this  musculature  development. 

Dr.  Palmer:  This  patient,  in  spite  of  her 
weight,  was  athletic  director  of  girls  at  one  of  the 
nearby  high  schools  and  was  very  active. 

Diagnoses 

Clinical. — Ovarian  tumor. 

Dr.  Sandberg.— (1)  f Adrenal-like  tumor  of  the 
ovary.  (2)  ? Bilateral  microcystic  disease  of  the 
ovaries. 

Pathologic  .—Adrenal-like  tumor  of  the  ovary. 

Pathologic  Report 

Dr.  Palmer:  At  operation  a large  tumor  of 
the  left  ovary  was  found.  Shining  through  the 
peritoneum  were  brilliant,  orange-colored  areas 
that  had  the  typical  appearance  of  adrenal 
tissue.  The  opposite  ovary  was  extremely 
fibrotic  and  very  small.  We  therefore  elected 
to  do  a bilateral  salpingo-oophorectomy.  Within 
six  months  the  hair,  except  that  on  the  face, 
began  to  disappear.  Nine  years  later  the  hair 
is  still  present  on  the  face.  Her  blood  pressure 
decreased  to  120/80  and  has  remained  fairly 
constant.  Her  weight  gradually  rose  to  275 
pounds. 

Dr.  Pickren:  The  tumor  measured  about  5 
cm.  in  diameter.  The  cut  surface  showed  the 
typical  orange-yellow  appearance  of  adrenal-like 


Fig.  1.  Fairly  uniform  cells  with  abundant  vacuo- 
lated cytoplasms  and  small  nuclei  arranged  in  small 
nests  with  scanty  stroma. 


tumors  of  the  ovary.  The  microscopic  picture, 
also  typical  of  these  lesions,  showed  large  cells 
that  contained  abundant  vacuolated  cytoplasm 
(Fig.  1).  The  nuclei  varied  somewhat  in  shape, 
but  they  were  uniform  in  staining  and  without 
mitoses.  No  histologic  structures  suggested 
malignancy.  Since  most  of  the  reported  cases 
have  not  metastasized,  we  considered  this 
tumor  to  be  benign.  The  opposite  ovary,  al- 
though small,  contained  primordial  follicles. 

Dr.  Pickren:  There  are  several  theories  con- 
cerning the  histogenetic  source  of  these  tumors: 
(1)  adult  corpus  luteum,  (2)  luteinization  of 
granulosa  tumors,  (3)  adrenal  cortical  ovarian 
rests,  and  (4)  teratoma.  Because  of  the  histo- 
logic picture  an  origin  from  an  adult  corpus 
luteum,  called  a luteoma,  has  been  proposed.1 
However,  lutein  cells  arise  from  granulosa  and 
theca  cells  and  secrete  estrogens  to  cause  femi- 
nization. The  hormone  changes  in  this  patient 
certainly  cannot  be  explained  on  this  character. 
In  the  second  theory,  based  on  luteinization  of  a 
granulosa  tumor,2  one  would  also  expect  femini- 
zation to  occur.  Adrenal  cortical  ovarian  rest  is 
a third  possibility.2  In  the  embryo  the  adrenal 
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gland  develops  from  two  different  anlages.  The 
medulla  invaginates  the  cortex,  and  sometimes 
there  is  splitting  off  of  the  cortical  cells.  One  can 
commonly  find  these  cortical  cells  in  association 
with  the  genital  organs  both  in  the  male  and 
female.  It  is  felt  that  these  cells  are  dragged 
along  with  the  migration  of  the  gonads.3  Only 
the  cortical  cells  migrate,  never  the  medulla.4 
However,  it  is  rare  to  find  adrenal  rests  within 
ovarian  tissue.  Adrenal  cortical  rests  within 
the  ovary  are  even  more  uncommon  than  these 
adrenal-like  tumors.  This  factor  militates 
against  this  theory.  The  fourth  theory  considers 
the  lesion  to  be  basically  a teratoma.5  In  a 
teratoma  certainly  adrenal  tissue  can  occur,  but 
in  such  cases  one  should  find  other  tissues.  It  is 
possible  for  the  adrenal  tissue  to  overgrow  the 
other  tissues,  giving  the  impression  of  a primary 
adrenal  tumor.  Against  this  theory,  one  notes 
that,  although  15  cases  have  been  reported,  there 
has  been  no  case  in  which  other  types  of  tissues 
have  been  found  within  these  tumors.  In 
summary,  we  can  state  that  the  tissue  of  origin 
of  these  tumors  is  not  known.  Further  w*ork 
should  be  done  to  clarify  the  situation. 

Up  to  1946  only  15  cases  of  adrenal-like  tumors 
of  the  ovar}r  had  been  described  in  the  literature.2 
They  are,  with  one  exception,  unilateral  and, 
with  one  exception,  benign.6  Of  the  15  patients 
the  majority  lost  their  masculine  hair  distribution, 
hypertension,  and  the  other  virilizing  signs  after 
excision.  They  began  to  menstruate,  and  at 


least  tw’o  of  them  became  pregnant. 

Dr.  Palmer:  In  regard  to  the  tissue  of  origin 
of  these  neoplasms,  one  should  include  the  work 
of  Groat.7  He  showred  that  bilateral  adre- 
nalectomies on  ground  squirrels  resulted  within  a 
fairly  short  time  in  the  development  of  typical 
adrenal-like  tissue  in  the  ovaries.  A control 
group  of  ground  squirrels  at  autopsy  showed  no 
adrenal  rests  in  the  ovaries.  He  proposed  a 
metaplasia  rather  than  embryonal  rests  for  the 
development  of  these  adrenal-like  areas. 

Dr.  Sandberg:  Has  her  basal  metabolic  rate 
become  normal?  A very  rare  tumor  of  the  ovary 
is  one  resembling  th}Toid  tissue. 

Dr.  Palmer:  We  have  not  repeated  a basal 
metabolism  test  on  this  patient.  She  has  been 
so  completely  asymptomatic  since  the  surgery 
that  wre  have  done  nothing  further  to  her. 

Surgery  Resident:  Dr.  Palmer,  did  any  of 
the  other  patients  reported  in  the  literature  have 
radiated  pituitary  glands? 

Dr.  Palmer:  No. 
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As  is  apparent  in  other  papers  of  this  series, 
allergy  may  produce  man}"  different  types 
of  pathologic  lesions  affecting  many  different 
organs  of  the  body.1’2  The  most  familiar  type  is 
the  immediate,  reversible  reaction,  in  which  local 
edema,  vasodilation,  spasm  of  smooth  muscle, 
and  activation  of  mucous  glands  may  occur  within 
a few  minutes  after  contact  with  the  specific 
allergen.  In  most  cases  these  lesions  last  a few 
hours  and  subside  without  leaving  any  residual 
changes.  Common  examples  are  hay  fever, 
bronchial  asthma,  and  acute  urticaria.  The 
violent  and  sometimes  fatal  anaphylactic  re- 
actions to  penicillin,  heterologous  serum,  and 
bee  stings  are  of  the  same  type.  Patients  who 
survive  the  acute  emergency  usually  recover 
completely  in  a few  hours.  In  a large  proportion 
of  allergies  of  this  type,  skin  tests  with  the 
specific  antigen  produce  an  urticarial  reaction 
which  also  is  immediate  and  completely  re- 
versible. 

Other  allergic  lesions  consist  of  exudation, 
infiltration  of  wandering  cells,  and  proliferation 


of  histocytes  which  develop  more  gradually 
and  last  for  days  or  weeks  but  subside  with 
slight  or  no  scarring.  Examples  of  these  more 
gradual  reactions  are  erythema  nodosum,  pur- 
pura, Loffler’s  syndrome,  and  the  arterial  lesions 
of  serum  sickness  and  drug  allergy. 

Finally  there  are  other  allergic  lesions  in  which 
necrosis  of  tissue  is  a striking  feature;  for 
example,  the  lesions  of  tuberculin  allergy  and  the 
Arthus  phenomenon.  These  lesions  develop 
slowly  and  heal  gradually  with  the  formation  of 
scar  tissue.  They  are  usually  classed  as  delayed 
reactions,  although  microscopic  studies  of  the 
Arthus  lesion  show  that  the  initial  changes  in  the 
small  blood  vessels  are  immediate,  occurring 
within  a few  minutes  after  the  injection  of 
antigen. 

These  varied  pathologic  changes  do  not  neces- 
sarily reflect  different  types  of  immunologic 
mechanisms.  In  a rabbit  experimentally  sensi- 
tized to  horse  serum,  all  three  types  of  lesions, 
acute  anaphylactic  shock,  vascular  lesions  simu- 
lating those  of  rheumatic  fever  and  periarteritis 
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nodosa,  and  the  Arthus  reaction,  may  be  pro- 
duced at  will  by  injecting  the  same  antigen  under 
varying  conditions  of  time,  dose,  and  route  of 
injection. 

Those  allergic  reactions  in  which  the  immuno- 
logic mechanism  is  clearly  demonstrable  are  most 
satisfactorily  classified  according  to  the  type  of 
sensitization  involved.  These  fall  into  two  main 
categories,  one  in  which  antibodies  are  generally 
present  and  detectable  in  the  circulating  plasma 
and  another  in  which  no  circulating  antibodies 
can  be  detected.  The  first  group  includes  all 
the  immediate  allergic  reactions — anaphylaxis 
and  the  atopic  disease  of  the  asthma  and  hay 
fever  group.  In  the  anaphylactic  group  may  be 
included  serum  sickness  and  the  Arthus  reaction, 
which  are  not  clinically  immediate  reactions  but 
which  depend  on  the  same  type  of  sensitization 
as  anaphylactic  shock. 

This  category  of  “immediate”  reactions  is 
divided  into  the  anaphylactic  sensitizations  which 
are  usually  artificially  induced,  and  the  atopic 
diseases,  hay  fever,  asthma,  and  urticaria,  which 
are  developed  spontaneously.  Anaphylactic  sen- 
sitization is  readily  induced  in  essentially  all 
individuals  of  a susceptible  species  by  artificial 
injections  of  antigen  but  develops  spontaneously 
only  after  unusual  exposures  to  antigen,  such 
as  bee  stings.  Atopic  diseases  develop  in  certain 
individuals  apparently  predisposed  by  heredity, 
after  normal  casual  contacts  by  inhalation  or 
ingestion,  with  antigens  which  do  not  affect  the 
majority  of  individuals  so  exposed.  They  are 
not  readily  induced  artificially  by  injections  of 
antigens,  even  in  persons  who  have  previously 
manifested  their  susceptibility  by  spontaneously 
developing  allergy  to  other  antigens. 

The  types  of  circulating  antibodies  differ  in 
the  anaphylactic  and  spontaneous  (atopic) 
sensitizations.  In  the  anaphylactic  type  the 
circulating  antibodies  usually  show  the  precipitin 
reaction  and  induce  passive  anaphylaxis  in  the 
guinea  pig.  Often  they  also  show  the  property 
of  passively  sensitizing  normal  human  skin  to 
produce  the  Prausnitz-Kiistner  reaction.  The 
plasma  or  serum  of  patients  with  asthma  or  hay 
fever,  on  the  other  hand,  does  not  precipitate 
antigen  or  passively  sensitize  guinea  pigs.  The 
demonstrable  evidence  of  the  presence  of  circulat- 
ing antibody  is  the  property  of  inducing  the 
Prausnitz-Kiistner  phenomenon  of  passive  sensi- 
tization of  normal  human  skin. 

In  the  delayed  type  of  allergic  reactions,  such 


as  contact  dermatitis  and  delayed  bacterial 
allergy  of  which  the  tuberculin  reaction  is  the 
classic  example,  the  plasma  does  not  manifest 
evidence  of  antibodies  by  any  of  the  phenomena 
mentioned  above.  However,  in  experimental 
animals  sensitization  of  these  types  can  be  trans- 
ferred to  normal  animals  by  injecting  suspensions 
of  lymphoid  cells  from  the  lymph  nodes  or  spleen. 
Bacterial  sensitization  can  be  similarly  trans- 
ferred in  humans  by  suspensions  of  leukocytes, 
but  attempts  to  transfer  contact  dermatitis 
in  humans  have  usually  failed.  The  phenomenon 
of  passive  sensitization  by  transfer  of  cells  is 
believed  to  indicate  the  presence  of  some  form  of 
antibody  fixed  in  the  cells  but  absent  from  the 
plasma. 

The  sensitizations  of  the  delayed  group  are 
readily  subdivided  according  to  the  method  of 
development  of  the  allergic  state.  Contact 
sensitization  is  most  readily  induced  by  applica- 
tion of  the  allergen  to  the  surface  of  the  skin; 
injection  deep  into  the  tissues  rarely  elicits 
sensitization.  Bacterial  allergy  of  the  tuberculin 
type  develops  naturally  as  a result  of  the  presence 
of  living  bacteria  in  the  tissues.  It  is  not  induced 
by  injecting  the  antigen  (tuberculin)  unless  it  is 
combined  with  adjuvants  which  produce  an 
inflammatory  reaction  at  the  site  of  injection. 

The  type  of  sensitization  which  develops  in 
response  to  an  antigenic  stimulus  depends  on  the 
chemical  nature  of  the  antigen,  the  route  by  which 
exposure  takes  place,  the  dose  of  antigen,  and  the 
hereditary  background  of  the  individual.  The 
substances  producing  anaphylactic  or  atopic 
sensitizations  are  usually  typical  protein  anti- 
gens, while  those  producing  contact  dermatitis 
are  more  often  chemicals  of  low  molecular  weight 
which  combine  with  tissue  proteins  as  haptens. 
The  importance  of  route  of  contact  with  the 
antigen  is  apparent  in  hay  fever  where  inhalation 
of  pollen  antigen  produces  sensitization  but  in- 
jections of  the  same  antigen  under  the  skin  does 
not. 

The  differing  antibody  mechanisms  of  the 
immediate  and  delayed  types  of  allergy  give  rise 
to  very  different  physiologic  and  pathologic 
changes  on  subsequent  exposure  to  the  antigen. 
In  general,  the  delayed  types  of  sensitization 
cause  direct  injury  or  necrosis  of  cells  which 
come  in  contact  with  the  antigen,  with  little 
regard  to  the  tissue  structure  or  function.  Thus, 
cells  from  tuberculin-sensitive  animals,  grown 
in  tissue  cultures,  undergo  necrosis  when  tuber- 
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culin  is  added  to  the  culture  medium.  Little 
is  known  of  the  mechanism  of  this  reaction;  it 
is  not  affected  by  antihistamine  drugs. 

The  immediate  allergic  reactions,  on  the 
other  hand,  take  place  chiefly  in  certain  “shock 
organs”  where  the  antibodies  are  apparently 
present  in  higher  concentrations  than  elsewhere 
in  the  body.  The  tissues  most  generally  involved 
in  immediate  allergic  reactions  are  smooth  muscle, 
the  small  blood  vessels,  and  the  mucus-secreting 
glands.  Characteristic  reactions  are  spasm  of 
smooth  muscle  of  the  bronchial  and  gastroin- 
testinal systems,  erythema  due  to  dilatation  of 
small  vessels,  edema  due  to  transudation  through 
the  walls  of  vessels,  and  increased  mucous 
secretions.4 

Some  of  these  reactions,  particularly  those  of 
smooth  muscle  spasm,  can  be  demonstrated  in 
tissue  excised  from  the  body  and  kept  alive  in 
perfusion  fluids.  In  the  Schultz-Dale  reaction, 
strips  of  smooth  muscle  from  the  uterus  or 
intestine  of  an  anaphylactically  sensitized  guinea 
pig  are  shown  to  contract  vigorously  when  the 
specific  antigen  is  added  to  the  perfusion  fluid. 
Schild  et  al A demonstrated  a similar  reaction  of 
smooth  muscle  from  the  bronchioles  of  a patient 
with  asthma  due  to  grass  pollen,  who  under- 
went a lobectomy  for  bronchiectasis.  When 
grass  pollen  antigen  was  added,  there  was  a 
prompt  contraction.  These  reactions,  like  the 
reaction  of  tuberculin-sensitive  cells  in  tissue 
culture,  show  that  allergic  reactions  can  take 
place  independently  of  the  central  nervous 
system. 

Many  of  the  physiologic  reactions  which  take 
place  in  the  immediate  types  of  allergy  resemble 
the  actions  of  histamine  and  are  inhibited  to  a 
considerable  degree  by  adequate  concentrations 
of  antihistamine  drugs.  In  many  such  reactions 
the  actual  release  of  histamine  may  be  demon- 
strated when  excised  tissue  is  exposed  to  the 
antigen.  Thus,  the  blood  cells  of  a patient  with 
ragweed  hay  fever  release  histamine  when 
ragweed  antigen  is  added  to  the  blood  in  a test 
tube.  There  is  no  doubt  that  histamine,  re- 
leased as  a result  of  the  antigen-antibody  re- 
action, plays  an  important  part  in  the  production 
of  the  physiologic  changes  observed  in  the  im- 
mediate allergic  reactions.  In  the  anaphylactic 
reactions  of  certain  species  of  animals,  other  inter- 
mediary compounds,  such  as  acetylcholine, 
serotonin,  heparin,  and  an  unknown  substance 
denoted  only  as  “slow-reacting  substance”  are 


also  important,  in  some  instances  more  so  than 
histamine. 

The  relative  importance  of  these  other  inter- 
mediary substances  in  human  allergy  has  not 
been  clearly  demonstrated,  but  there  is  evidence 
that  they  may  play  some  part.  In  patients 
susceptible  to  asthma,  attacks  may  be  elicited 
by  small  doses  of  either  histamine  or  acetyl- 
choline (Mecholyl).  Serotonin  produced  by 
intestinal  carcinoids  in  human  patients  has  been 
shown  to  cause  asthmatic  symptoms  in  the 
absence  of  any  specific  sensitization. 

Persons  anaphylactically  sensitized  to  horse 
serum  by  previous  injections  of  antitoxin  have 
quite  different  antibodies  (precipitins  and  anti- 
bodies passively  sensitizing  guinea  pigs)  from 
atopic  persons  spontaneously  sensitive  to  horse 
protein.  Yet  the  shock  reactions  produced  by 
an  injection  of  antitoxin  prepared  from  horses  is 
similar  in  both,  presumably  because  the  same 
intermediary  products,  notably  histamine,  are 
released  by  both  antibody  mechanisms. 

None  of  the  intermediary  agents  which  take 
part  in  the  immediate  type  of  allergic  reaction 
are  known  to  be  involved  in  the  production  of 
delayed  allergic  reactions.  The  lesions  of  contact 
dermatitis  contain  more  histamine  than  normal 
skin,  but  it  is  apparently  bound  in  such  combina- 
tions that  it  does  not  produce  its  usual  physiologic 
effects.  None  of  the  delayed  allergic  reactions 
are  affected  by  antihistamine  drugs. 

In  each  type  of  sensitization  the  reaction 
produced  by  the  specific  antigen  depends  largely 
on  the  dose  and  route  of  exposure,  which  de- 
termine the  distribution  of  antigen  in  the  body. 
In  hay  fever  the  usual  shock  organ  is  the  nasal 
mucosa,  since  this  is  the  portion  of  the  body 
naturally  exposed  to  the  antigen.  However, 
the  sensitization  is  general  rather  than  local. 
Intracutaneous  injections  of  antigen  produce  a 
wheal  and  erythema  reaction  in  skin  tests. 
If  too  large  an  amount  of  antigen  is  injected 
either  in  the  skin  test  or  in  treatment,  it  spreads 
through  the  circulation  and  elicits  reactions  in 
various  other  shock  organs  manifested  by  asthma, 
uterine  cramps,  and  occasionally  vasomotor 
collapse. 

Tuberculin  sensitization  is  also  generalized, 
but  there  are  no  special  shock  organs.  The  local 
reaction  to  the  injection  of  antigen  can  be  elicited 
in  essentially  any  tissue  of  the  body,  including 
the  cornea,  which  does  not  take  part  in  immediate 
allergic  reactions  because  of  the  absence  of  blood 
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vessels.  When  a systemic  reaction  is  caused  by 
injection  of  too  large  a dose  of  tuberculin,  it  is 
characterized  by  fever  and  general  malaise  with- 
out involvement  of  any  particular  shock  organ. 
There  may  be  focal  inflammatory  reactions  at 
sites  of  tuberculous  infection.  This  localization 
is  probably  due  to  the  fact  that  cells  in  these 
areas  are  already  exposed  to  tuberculin. 

Summary 

Allergy  gives  rise  to  many  forms  of  reactions 
depending  on  the  types  of  sensitization  and  the 
dose  and  route  of  contact  with  the  antigen.  The 
types  of  sensitization  may  be  divided  into  im- 
mediate reactions,  including  anaphylaxis  and 
atopy,  and  delayed  reactions,  including  contact 
dermatitis  and  bacterial  allergy  of  the  tuberculin 
type.  The  delayed  reactions  are  essentially 


reactions  of  individual  cells;  the  immediate 
reactions  recur  chiefly  in  certain  shock  organs, 
such  as  smooth  muscle  and  blood  vessels.  The 
immediate  reactions  are  mediated  by  the  release 
of  histamine  and  probably  other  physiologically 
active  intermediaries.  No  such  mechanism  is 
known  in  delayed  reactions. 
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Oxygen  by  Whiff 


A number  of  industrial  firms  are  reported  to  have 
installed  machines  which  dispense  doses  of  oxygen 
which  may  be  inhaled  by  pressing  a button.  Work- 
ers are  encouraged  to  use  the  machine  frequently  and 
breathe  the  oxygen  for  the  lift  that  it  is  reputed  to 
give  and  the  exhilaration  that  is  said  to  follow. 
These  oxygen  inhalations  are  believed  to  make  the 
workers  feel  better,  to  increase  work  output,  and  to 
engender  a general  feeling  of  amity  and  cooperation 
among  the  personnel. 

It  is  deplorable  that  the  practice  of  indiscriminate 
oxygen  whiffing  has  not  been  put  to  a comprehensive 
test  before  it  was  made  available  under  such  more- 
or-less  haphazard  and  uncontrolled  usage.  The 
atmosphere  in  which  we  live  contains  21  per  cent 
oxygen — but  that  does  not  entitle  one  to  deduce  that 
frequent  inhalations  of  pure  oxygen  are  innocuous. 

For  example,  the  possibility  of  bearing  a child 
blinded  by  retrolental  fibroplasia  through  the  in- 
halation of  oxygen  by  a pregnant  woman  worker, 
cannot  be  ruled  out.  Nor  is  the  occurrence  of  the 
hyperventilation  syndrome  a remote  thing.  An 
oxygen-whiffer  can  be  reasonably  supposed  to 


breathe  deeply  after  his  oxygen  treatment  just  to 
show  ho w-good-h e-feels.  A temporary  lowering  of 
the  carbon  dioxide  tension  of  the  blood  as  a result 
of  overbreathing  (of  ordinary  air)  and  resulting  in 
hyperventilation  are  quite  likely  under  these  cir- 
cumstances. These  occasional  manifestations  are 
not  dangerous  per  se.  But  they  can  and  usually  do 
result  in  rapid  heart  and  apprehension  which  by  it- 
self stimulates  overbreathing,  in  a vicious  cycle. 
But  when  medical  aid  is  sought  for  these  complaints, 
the  likelihood  of  the  hyperventilation  syndrome 
may  not  be  ordinarily  considered.  Subjecting  the 
patient  to  unnecessary  and  useless  diagnostic  meas- 
ures and  treatment  will  not  increase  his  work  output, 
nor  his  comfort,  nor  his  amicable  relations  with  his 
fellow  workers. 

The  fresh  air  and  ozone  myth  has  been  deflated 
long  ago.  It  is  regrettable  that  this  new  and  un- 
tried turn  of  the  myth  has  come  up  in  what  appears 
to  be  a spreading  craze.  Salt  and  dextrose  tablets 
are  fine — but  oxygen  is  not  quite  as  innocuous. — 
Monthly  Bulletin,  DiCyan  & Brown,  Consulting 
Chemists,  October,  1957 


564 


New  York  State  J.  Med. 


CANCER  ALERTS 


A series  of  radio  talks  for  the  practitioner 
presented  over  Station  WNYC-FM  under  the  sponsorship  of  the 

New  York  Academy  of  Medicine 
with  the  cooperation  of  the 
New  York  Cancer  Committee 


Polycythemia  Vera  and  the  Chronic  Leukemias 


HENRY  D.  DIAMOND,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Medicine,  Memorial  Center  for  Cancer  and  Allied  Diseases  and  the  Lymphonia 
Section  of  Division  of  Clinical  Chemotherapy,  the  Sloan-Kettering  Institute  for  Cancer  Research ) 


The  best  hope  for  patients  afflicted  with 
polycythemia  vera  or  the  chronic  leukemias 
lies  in  early  diagnosis.  We  must  be  fast,  and  we 
must  be  accurate.  Our  eyes  and  fingers  are  two 
of  our  best  diagnostic  tools. 

What  is  polycythemia  vera?  It  is  a disease 
characterized  by  an  absolute  increase  in  circulat- 
ing red  blood  cells,  hemoglobin,  and  platelets. 
It  is  a disease  of  a primary  type,  not  secondary  to 
a pulmonary  or  cardiac  disturbance.  The 
precise  pathogenesis  is  unknown,  but  poly- 
cythemia vera  is  characterized  by  overactive 
proliferation  of  the  red  blood  cell  elements  in  the 
bone  marrow,  as  well  as  the  white  blood  cells 
and  platelet  precursors,  the  megakaryocytes. 

Patients  with  polycythemia  vera  present  cer- 
tain suggestive  symptoms  and  signs.  These 
reflect  the  abnormal  underlying  mechanism  of 
the  disease.  There  may  be  redness  of  the  skin 
and  any  or  all  mucosal  surfaces.  The  patient 
may  complain  of  sudden  loss  of  vision  in  one 
eye  from  a thrombosis  of  the  central  vein  or  one 
of  its  branches.  There  may  be  hemorrhage 
from  any  capillary  or  vein.  Leg  veins,  mesenteric 
veins,  coronary  veins,  or  cerebral  veins  may  be 
the  sites  of  thrombosis.  Paradoxically,  either 
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hemorrhagic  or  thrombotic  phenomena  may 
occur  in  polycythemia  vera.  Symptoms  of 
peptic  ulcer  disease,  skin  rash,  headache,  diz- 
ziness, vertigo,  numbness,  and  tingling  of  the 
fingers  and  toes,  should  arouse  suspicion  of  this 
disease.  An  obvious  clue  to  the  diagnosis  may 
be  in  the  color  of  the  patient’s  face.  It  may  run 
the  gamut  from  pink  to  livid  purple  depending  on 
the  extent  of  abnormal  increase  in  hemoglobin, 
red  blood  cells,  hematocrit,  and  blood  viscosity. 
The  eyes  may  be  severely  bloodshot.  On  phys- 
ical examination  the  spleen  will  be  palpably 
enlarged  50  per  cent  of  the  time. 

With  these  symptoms  and  signs  you  shall  want 
to  confirm  your  clinical  impression.  Poly- 
cythemia vera  will  reveal  abnormalities  of  both 
peripheral  blood  and  bone  marrow.  The  hemo- 
globin level  should  exceed  17.5  Gm.  The  red 
blood  cell  count  should  be  above  six  million. 
The  white  blood  cell  count  should  show  a mild 
to  moderate  increase  in  the  white  blood  cells  with 
an  increase  in  the  polymorphonuclear  elements  in 
the  differential  count.  The  hematocrit  should 
be  higher  than  normal;  at  least  above  52.  The 
blood  sedimentation  rate  will  be  slower  than 
normal.  Due  to  increased  viscosity  of  the  blood, 
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the  circulation  time  will  be  lengthened.  The 
total  blood  volume  will  be  increased  due  to  in- 
crease in  the  red  cell  mass.  A bone  marrow 
aspiration  will  manifest  an  over-all  hyperplasia, 
especially  of  red  blood  cell  elements,  but  also 
of  white  blood  cells  and  megakaryocytes  which 
are  the  platelet  precursors.  Such  a blood  and 
marrow7  examination  will  substantiate  your 
clinical  diagnosis  of  polycythemia  vera.  A chest 
x-ray  may  reveal  an  expected  increase  in  hilar- 
pulmonic  markings. 

Treatment  now  follows.  It  may  be  phle- 
botomy, x-ray  therapy,  radioactive  phosphorus, 
nitrogen  mustard,  or  triethylene  melamine. 
All  these  agents  are  useful.  They  help  to  pro- 
long more  comfortable,  purposeful,  active  life. 

For  the  chronic  leukemic  patients  we  also  can 
do  much.  Here  too  we  can  prolong  comfortable 
life.  There  is  an  important  difference  between 
acute  leukemia  and  chronic  leukemia.  While 
acute  leukemia  forbodes  a rapidly  progressive 
course  and  death,  patients  with  chronic  leukemia 
majr  run  a protracted  course  and  live  for  many 
years.  It  is  this  hopeful  fact  which  spurs  an 
aggressive  philosophy  in  the  early  diagnosis  and 
management  of  chronic  leukemia. 

In  chronic  leukemia  there  is  widespread 
proliferation  of  certain  wdiite  blood  cells  and 
their  precursors  in  particular  tissues  of  the  body. 
This  is  associated  with  quantitative  and  qualita- 
tive changes  in  white  blood  cells  in  the  circulating 
blood. 

There  are  several  types  of  chronic  leukemia. 
The  most  common  is  the  myelocytic  type,  then 
the  ljmphocytic,  the  less  common  monocytic 
or  monocytoid,  and  the  rare  reticuloendothelial 
variety.  Statistically,  we  find  the  myelocytic 
type  more  often  in  the  age  group  under  fifty 
and  the  lymphocytic  more  often  in  the  age  group 
over  fifty.  Seldom  does  any  form  of  chronic 
leukemia  occur  in  children.  The  patient  with 
leukemia  more  often  is  a man,  since  the  sex  in- 
cidence favors  the  male  2.5  to  3.0  to  1 over  the 
female. 

The  onset  of  chronic  leukemia  is  usually  in- 
sidious, but  once  we  learn  of  the  patient’s 
complaints,  the  symptoms  should  alert  us. 
Often  these  symptoms  are  reflections  of  anemia. 
They  are  pallor,  easy  fatigability,  weakness, 
■dizziness,  dyspnea,  palpitation,  and  giddiness. 
Fever,  weight  loss,  and  night  sweats  also  may  be 
complaints. 

On  examination,  in  the  myelocytic  type  a mod- 


erate to  markedly  enlarged  spleen  wall  be  pal- 
pable. In  the  lymphocytic  form  a minimally  or 
moderately  enlarged  spleen  may  be  found.  In 
chronic  lymphocytic  leukemia  the  nodal  en- 
largements may  be  strikingly  “mirror-image” 
in  type.  For  example,  involved  nodes  on  one 
side  of  the  neck  will  often  be  matched  by  iden- 
tical involvement  on  the  other  side.  Myelo- 
cytic leukemia  seldom  manifests  adenopathy 
early  in  the  course  of  the  disease.  When  nodes 
are  palpable  in  chronic  myelocytic  leukemia,  this 
indicates  an  ominous  prognosis.  Bleeding  either 
into  the  skin  or  into  or  from  internal  visceral 
systems  is  common  in  chronic  leukemia.  In  fact 
an  untow'ard  bleeding  episode  in  the  dentist’s 
chair  may  be  the  first  indication  of  these  diseases. 
Chest  x-ra}rs  wall  often  reveal  mediastinal 
adenopathy  in  the  patient  wdth  chronic  lym- 
phocytic leukemia. 

A thorough  examination  of  blood  and  bone 
marrow7  must  now  be  done  to  confirm  the  diag- 
nosis of  chronic  leukemia.  Anemia  will  usually 
be  apparent.  Often  there  is  some  degree  of 
platelet  depression.  The  white  blood  cell  count 
may  be  considerably  elevated.  Although  this 
elevation  is  important,  more  important  still 
is  the  presence  of  abnormal,  immature  w7hite 
blood  cells  in  the  blood  smear.  In  chronic 
myelocytic  leukemia  the  differential  examination 
wall  show  abnormal  numbers  of  immature  young 
myelocytic  w7hite  blood  cells.  In  chronic  lym- 
phocytic leukemia  it  will  reveal  abnormal 
numbers  of  immature  young  lymphocytic  white 
blood  cells.  The  bone  marrow  examination  wall 
show  red  blood  cells  and  platelet  precursor 
depression  and  hypercellularity  of  w7hite  blood 
cell  elements.  These  wall  be  predominantly 
myelocytic  in  myelocytic  leukemia,  and  lympho- 
cytic in  lymphocytic  leukemia,  always  pre- 
dominantly of  the  young  abnormal  wdiite  blood 
cell  precursors.  Remember  alwrays,  that  the 
degree  of  immaturity  of  the  wrhite  blood  cells  is 
more  important  than  the  level  of  the  white  blood 
cell  count  itself.  This  is  important  because 
occasionally  a leukemic  patient’s  blood  wrill  re- 
veal a normal  white  blood  cell  level  or  even  a 
leukopenic  level.  But  on  the  other  hand,  the 
smear  wall  manifest  many  young  immature 
forms.  We  refer  to  this  type  of  chronic  leu- 
kemia as  aleukemic  leukemia.  This  is  of  course 
a misnomer.  It  should  be  called  leukopenic  or 
subleukemic  leukemia.  When  a patient  com- 
plains of  gum  bleeding,  and  what  is  more  im- 
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portant,  when  gum  hypertrophy  or  ulceration  is 
present,  watch  out  for  a monocytic  or  mono- 
cytoid  variety  of  leukemia.  This  impression 
may  be  substantiated  by  the  presence  of  young, 
immature,  abnormal  monocytic  forms  in  both 
blood  and  bone  marrow. 

The  reticuloendothelial  variety  of  chronic 
leukemia  can  be  diagnosed  only  from  blood  and 
bone  marrow  examination.  It  is  rare  indeed, 
and  presents  no  symptoms  or  signs  to  help  the 
clinician  to  recognize  this  type  clinically. 


There  is  no  cure  for  chronic  leukemia.  Some- 
times the  best  treatment  is  observation  only. 
When  treatment  is  necessary,  we  can  employ 
several  different  agents — x-rays,  radioactive 
phosphorus,  urethan,  Fowler’s  solution,  nitrogen 
mustard,  or  triethylene  melamine  CB  1348  and 
myleran.  The  choice  of  agent  depends  on  the 
specific  type  of  leukemia,  how  far  it  has  advanced, 
and  the  general  condition  of  the  patient. 

444  East  68th  Street 


( Number  three  in  a series  of  Cancer  Alerts ) 


New  Yorker  Prominent  in  “ Women  and  Medicine ” Exhibit 


An  oil  portrait  depicting  a New  York  woman  doc- 
tor is  the  prize  item  of  an  exhibit  on  “Women  and 
Medicine,”  according  to  the  New  York  Times , 
October  27.  The  exhibit,  which  opened  recently, 
will  become  permanent  at  the  Medical  Museum  of 
the  Armed  Forces  Institute  of  Pathology  in  Wash- 
ington, D.C. 

The  portrait  of  Dr.  Mary  E.  Walker,  a New 
Yorker  who  served  the  Union  Army  as  a nurse  and 
possibly  a spy,  narrowly  missed  destruction.  Accord- 
ing to  Robert  W.  Davis,  who  is  writing  a history 
of  the  museum  in  preparation  for  its  one  hundredth 
anniversary,  the  painting  was  thrown  into  a waste 
basket  when  the  museum  was  moved  into  temporary 
quarters  during  World  War  II.  A woman  official 
removed  it  and  kept  it  in  her  office. 

Dr.  Walker,  born  in  Oswego,  New  York,  in  1832, 
was  both  a pioneer  woman  physician  and  feminist. 
She  habitually  dressed  in  men’s  clothes  and  was  of- 
ten seen  at  White  House  receptions  in  formal  men’s 
attire. 

She  was  graduated  from  the  Syracuse  Medical 
College  in  1855  and  served  as  a Union  Army 
nurse  for  the  first  three  years  of  the  Civil  War,  and 
according  to  the  Dictionary  of  American  Biography , 
“between  March  and  August,  1864,  appears  to  have 
served  as  a spy.”  The  painting  is  thought  to  de- 
pict Dr.  Walker  in  her  role  as  spy. 

The  origin  of  the  painting  is  unclear  as  the  name 
on  the  back,  “J.  B.  Hudson,”  has  remained  a mys- 


tery, and  the  date,  1859,  is  thought  to  be  someone’s 
bad  guess  later.  Neither  is  it  known  whether  the 
painting  is  an  original  or  a copy.  It  is  possibly  a 
part  of  the  museum’s  earliest  collection,  as  it  has 
been  traced  back  to  1888  in  museum  records. 

Dr.  Walker  was  awarded  a bronze  medal  by  Con- 
gress for  going  through  Confederate  fines  to  care  for 
the  ill.  The  medal  was  taken  away  by  a review 
board  in  1917  on  a technicality.  Dr.  Walker’s 
death  was  indirectly  caused  by  a fall  on  the  Capitol 
steps  in  that  year,  where  she  was  presumably,  at 
eighty-five  years  of  age,  protesting  the  belated  ac- 
tion of  the  review  board.  She  died  near  Oswego. 

The  exhibit  is  in  what  was  the  old  Army  Medical 
Museum,  founded  in  1862.  It  goes  back  to  a picto- 
rial record  of  an  Egyptian  woman  doctor,  circa 
3000  B.C.,  “curing”  a small  boy  of  poliomyelitis  by 
intercession  with  the  goddess  Isis. 

The  display,  however,  emphasizes  the  Civil  War 
era,  and  the  three  great  women  in  medicine  of  that 
time — Dr.  Walker,  Clara  Barton,  founder  of  the  Red 
Cross,  and  Dorothea  Lynde  Dix,  founder  of  St. 
Elizabeth’s  Hospital  and  many  state  mental  institu- 
tions. 

Women  who  are  now  medical  professors,  including 
many  New  Yorkers,  will  find  their  autographed 
photographs  on  display.  In  addition  to  fisting  50 
women  noted  in  medicine  the  world  over,  the  exhibit 
includes  medical  discoveries  made  by  women  and 
pays  tribute  to  the  nurse  and  the  midwife. 
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A frontier  may  be  a border  between  op- 
posites— between  the  known  and  the  un- 
known. New  frontiers  become  apparent  as  the 
unknowns  become  known.  Progress  in  the 
social  and  biologic  sciences  has  made  it  possible 
for  public  health  to  identify  some  new  frontiers. 

The  fundamental  knowledge  which  made  a 
vaccine  against  paralytic  poliomyelitis  possible 
also  makes  possible  the  identification  of  the 
viruses  which  play  a part  in  causing  acute  re- 
spiratory infections.  This  group  of  infections, 
which  most  of  us  lump  together  under  the  title 
of  “a  cold,”  is  not  often  considered  as  a public 
health  problem.  But  the  common  respiratory 
infections  are  the  leading  causes  of  job  and  school 
absenteeism,  responsible  for  tremendous  losses 
in  productivity,  are  in  each  age  group  the  most 
frequent  cause  of  illness,  and  are  certainly,  at 
the  very  least,  serious  obstacles  to  personal  and 
community  well-being. 

Not  only  is  the  community  as  a whole  directly 
affected  by  the  disease,  but  it  is  clear  that 
achievement  of  control  requires  organized  com- 
munity effort.  Many  of  the  current  researches 


on  the  nature  and  relationships  of  the  adeno- 
pharyngeal-conjunctival  group  of  viruses  are 
being  carried  out  under  the  sponsorship  of  our 
National  Institutes  of  Health.  The  frontier  here 
is  not  only  a border  between  known  and  un- 
known-—between  knowledge  of  causes  and  the 
lack  of  such  knowledge — but  the  frontier  is 
also  an  advance  region  where  the  continued 
search  for  new  knowledge  will  take  place,  and 
knowledge  now  available  will  be  applied.  For 
example,  experimental  vaccines  against  viruses 
of  the  respiratory  group  are  being  developed  and 
tested  with  indications  of  future  success.  Our 
understanding  and  ability  to  control  the  serious 
effects  of  the  many  common  diseases  caused  by 
the  viruses — measles,  mumps,  chicken  pox,  and, 
more  recently,  infectious  hepatitis — is  being 
advanced  likewise. 

Our  successes  in  the  control  of  many  acute 
communicable  diseases  and  our  increasing  con- 
cern with  the  impact  of  noninfectious  disease 
have  tended  to  divert  both  public  and  profes- 
sional attention  from  these  persistent  problems  of 
infectious  disease.  It  is  for  this  reason  that  I 
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have  chosen  to  open  this  discussion  with  an  indi- 
cation of  some  new  frontiers  in  relation  to  such 
old  problems.  Possibly,  it  is  appropriate  to 
! suggest  the  need  for  a new  emphasis  on  common 
i infectious  diseases  especially  in  the  light  of  a 
well-justified  concern  over  long-term  illness. 
Current  thinking  about  the  causes  of  chronic 
disease  and  disability,  and  ultimately  of  death, 
has  begun  to  theorize  about  the  role  of  our 
j cumulative  experience  with  the  so-called  minor 
illnesses,  most  of  them  infectious,  with  respect 
to  the  occurrence  of  long-term  illness  and  the 
I final  fatal  illness.  A recent  report  on  the  dis- 
tribution of  illness  in  a sizable  adult  male  popu- 
I lation  in  this  city  suggests  that  those  who  suffer 
more  minor  illness  also  suffer  more  major  illness. 

' The  suggestion  is  made  by  the  surveyors  that  in 
j addition  to  our  traditional  public  health  attention 
J to  the  patterns  of  disease  in  a population,  much 
more  attention  should  be  given  to  the  patterns 
! of  the  population  affected  by  disease.  New 
i clues  to  the  control  of  disease  and  disability 
; undoubtedly  rest  in  this  kind  of  study  of  the 
I factors  related  to  man’s  susceptibility  to  disease. 

Following  this  chain  of  thought  has  led  me 
away  from  infectious  disease,  but  I would  like 
I to  return  for  a moment  to  one  in  particular.  In 
relation  to  this  disease,  new  knowledge  has 
j brought  the  realization  that  the  goal  of  eradi- 
cation accepted  as  valid  by  many  in  the  past 
may  well  have  been  illusory;  that  a goal  of 
control  is  still  to  be  achieved.  However,  control 
| seems  more  possible  for  the  future  than  hind- 
sight tells  us  it  might  have  been  in  the  past — if 
we  can  apply  the  knowledge  we  already  have. 

In  1955  this  disease  killed  15,000  men  and 
women  in  the  United  States  and  an  estimated 

200.000  were  ill  with  it.  In  New  York  City  alone 
there  were  1,000  deaths,  a total  of  over  12,000 
known  cases,  and  an  estimated  10,000  persons 
with  this  disease  who  did  not,  and  probably  do 
not,  know  they  have  it.  I am  speaking  of 
tuberculosis.  The  dramatic  fall  in  mortality 
from  tuberculosis,  beginning  in  1947  and  greatly 
accelerating  the  downward  trend  evident  from 
the  beginning  of  the  century,  created  a false 
sense  of  security.  The  number  of  newly  re- 
ported cases  has  not  fallen  at  the  same  rate. 
Adults  are  still  evidencing  their  infection  by  the 
presence  of  active  tuberculosis  with  tubercle 
bacilli  in  their  sputum,  or  by  the  presence  of 
tuberculosis  in  their  children.  Eighteen  of  every 

1.000  youngsters  in  a group  of  preschool  children 


seen  in  City  Child  Health  Stations  in  1955  showed 
positive  skin  tests  for  tuberculosis — evidence, 
in  children,  usually  not  only  of  recent  infection 
but  of  an  open,  active  case  of  tuberculosis  in  some 
adult  in  the  child’s  immediate  environment. 

This  is  despite  the  fact  that  most  patients  with 
tuberculosis  can  now  be  rendered  noninfectious 
and  that  the  disease  can  be  brought  under 
control  in  the  patient  much  more  readily,  and 
often  at  home,  since  the  advent  of  the  anti- 
microbial drugs.  Recent  evidence  from  animal 
and  human  experiments  suggests  that  the  disease 
can  even  be  prevented  in  individuals  exposed  to 
a high  risk  of  infection  through  the  prophylactic 
use  of  one  of  these  drugs.  But  the  application 
of  these  measures  of  individual  treatment  and 
control  requires  that  the  presence  of  the  disease 
be  known  and  that  the  patient  be  willing  to 
accept  treatment. 

We  must  intensify  our  efforts  to  find  cases 
by  concentrating  on  the  population  groups  most 
likely  to  harbor  tuberculosis.  We  still  have  to 
learn  how  to  reach  these  groups  successfully 
so  that  they  will  make  use  of  the  available  case- 
finding services.  We  also  have  to  learn  how  to 
help  the  people  who  are  infected  to  accept  treat- 
ment. In  New  York  City  social  scientists  are 
working  together  with  other  public  health  people 
to  achieve  these  ends.  Ways  are  being  found  to 
inform  and  move  to  action  the  varied  ethnic  and 
cultural  groups  which  make  up  New  York  City’s 
population. 

The  most  difficult  group  to  move  to  action — at 
least  in  terms  of  one’s  reasonable  expectations — 
may  come  as  a surprise.  Tuberculosis  may  be 
found  many  times  more  often  among  people  who 
are  entering  general  hospitals  than  in  the  popula- 
tion at  large.  Therefore,  a simple,  effective, 
and  economic  case-finding  device  is  a routine 
chest  x-ray  for  all  general  hospital  admissions. 
As  of  the  beginning  of  1956,  less  than  one 
half  of  the  general  hospitals  in  the  City  had  in- 
stituted (or  even  indicated  intent  to  carry  out) 
such  a procedure. 

Nevertheless,  it  is  estimated  that  about  one 
million  of  our  fellow  New  Yorkers  have  their 
chests  x-rayed  each  year  by  their  own  physicians, 
by  union  or  employer  health  programs,  by  health 
department  clinics,  by  hospitals,  and  by  the 
mass  x-ray  survey  teams.  Intensive  efforts  in 
the  Bedford-Stuyvesant  area  here  in  Brooklyn 
are  part  of  this  program. 

The  frontier  is  the  effective  control  of  tuber- 
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culosis  in  New  York  City.  To  reach  it,  all  the 
knowledge  of  the  past  concerning  the  relationship 
between  poor  housing  and  overcrowding,  mal- 
nutrition, and  oppressive  conditions  of  work 
(today  involving  multiple  jobs),  all  concomitants 
of  a low  standard  of  living,  and  the  incidence  of 
tuberculosis  must  continue  to  be  applied,  together 
with  our  newer  knowledge  concerning  the  bio- 
logic aspects  of  tuberculosis  control. 

It  is  of  special  interest  in  talking  of  the  new 
frontiers  of  public  health  as  they  affect  our  adult 
population  to  recall  that  tuberculosis  was 
displaced  as  the  leading  cause  of  death  in  the 
United  States  less  than  fifty  years  ago,  in  1912, 
when  coronary  heart  disease  as  we  know  it  today 
rose  to  occupy  this  position.  It  has  continued 
to  occupy  this  post  of  dubious  distinction  ever 
since  and  will  probably  occupy  it  for  some  years 
to  come. 

As  some  of  our  medical  friends  from  Boston 
have  recently  pointed  out,  it  is  hard  for  both  the 
public  at  large  and  for  physicians  to  realize  that 
today’s  leading  cause  of  death  is  a disease  which 
was  actually  little  known  fifty  years  ago.  Our 
Boston  friends  tell  us  that  no  other  disease  in 
recorded  medical  history  has  ever  come  so  rapidly 
from  obscurity  to  be  and  to  remain  over  an 
extended  period  of  years  an  important  cause  of 
death.  It  is  estimated  that  this  one  form  of 
heart  disease  was  responsible  for  the  death  of 
150  people  for  every  100,000  living  persons  in 
1955.  Coronary  heart  disease  causes  just  under 
one  half  of  all  the  deaths  from  all  forms  of  heart 
disease  and  in  the  nation  as  a whole  causes  more 
deaths  than  all  forms  of  cancer  combined.  Coro- 
nary heart  disease  probably  caused  between 
16,000  and  17,000  deaths  in  New  York  City  in 
1955 — about  20  per  cent  of  all  deaths. 

Since  a large  proportion  of  persons  with  coro- 
nary heart  disease  recover  from  their  acute  epi- 
sode and  live  and  function  for  years,  the  number 
of  people  who  are  living  with  this  disease  must  be 
several  times  greater  than  the  number  who  die 
from  it  in  any  one  year.  We  know  also  that  this 
disease  has  become  more  common — not  only  in 
the  older  age  groups,  but  in  younger  persons  as 
well,  mostly  in  men. 

Well,  what  is  the  frontier — what  do  we  know 
and  what  do  we  have  to  learn?  What  is  the 
advance  region  for  action?  We  have  pretty 
good  knowledge  concerning  the  clinical  diagnosis, 
what  seems  to  be  a rational  approach  to  most 
aspects  of  therapy  once  the  diagnosis  has  been 


made,  and  due  in  part  to  the  effective  health  ; 
education  device  of  a presidential  heart  attack  ; 
there  are  beginnings  of  a rational  approach  to 
rehabilitation.  Here  the  frontier  area  begins. 
We  have  all  too  little  knowledge  on  which  to 
base  a rational  approach  to  prevention  of  coronary 
heart  disease  or  the  generally  pre-existing  coronary 
atherosclerosis  (plaques  of  fatty  substances  in 
the  walls  of  the  tiny  blood  vessels  supplying  the 
heart). 

The  boundary  is  not  a solid  wall.  There  are 
leads  and  short  pathways  into  the  area  beyond 
the  well-established  facts.  We  know  that  there 
are  factors  related  to  age  (but  why  don’t  more 
people  develop  this  disease  as  they  grow  older?) ; 
we  know  that  there  are  factors  related  to  sex 
(more  men  are  affected  than  women);  to  the 
lifetime  occupational  experience  (more  sedentary 
workers  involved  than  physically  active);  to 
ethnic  groups;  many  believe  that  there  are  criti- 
cal dietary  factors.  Essentially,  however,  the 
frontier  will  not  be  moved  until  we  have  a more 
definitive  answer  to  the  question,  “What  is  there 
about  the  people  who  develop  coronary  heart 
disease  which  sets  them  apart  from  those  who  do 
not?” 

The  frontier  is  a new  area  for  action  because 
of  the  relatively  recent  recognition  of  the  tool 
which  offers  the  greatest  likelihood  of  helping  us 
achieve  an  answer — the  very  same  tool  which 
helped  us  achieve  a high  degree  of  control  over 
the  infectious  diseases — the  epidemiologic 

method.  This  consists  essentially  of  the  identi- 
fication of  those  who  are  affected  by  the  disease 
and  analysis  of  their  characteristics  and  of  the 
characteristics  of  their  environment  in  an  at- 
tempt to  define  factors  common  to  all  who  are 
affected  and  thereby  suggest  possible  causative 
agents.  These  hypothetic  causes  may  then  be 
tested  by  the  same  method.  The  application  of 
such  an  approach  requires  community  under- 
standing and  organized  effort.  Research  of  this 
nature  is  being  carried  out  today  by  both  the 
voluntary  and  official  agency  arms  of  public  health. 

I have  chosen  coronary  heart  disease  to  repre- 
sent the  noninfectious,  generally  chronic  group 
of  conditions.  My  illustration  might  well  have 
been  cancer,  auto  accidents,  diabetes,  or  hyper- 
tension, among  the  leading  causes  of  death,  or 
arthritis,  glaucoma,  neuromuscular  diseases, 
mental  deficiency,  psychoses,  or  neuroses  among 
the  many  causes  of  long-term  disability.  In  all 
of  these  chronic  conditions  we  have  yet  to  apply 
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the  knowledge  already  at  hand  for  early  diag- 
nosis, early  treatment,  and  active  rehabilitation. 
For  a few  (some  forms  of  cancer,  some  types  of 
auto  accidents,  many  types  of  mental  deficiency) 
we  have  a fair  knowledge  to  apply  in  prevention, 
but  for  most  of  these  conditions  we  must  seek 
new  and  basic  knowledge. 

Some  of  the  dramatic  new  developments  in 
therapeutics,  by  virtue  of  their  outstanding 
effects  on  certain  disease  processes,  their  overly 
ballyhooed  safety  and  suggested  wide  applica- 
bility, threaten  to  be  so  misused  as  to  endanger 
their  own  evaluation,  and  most  important,  to 
endanger  a proportion  of  the  recipients  of  the 
new  drugs.  I refer  particularly  to  the  group  of 
drugs  which  have  so  rapidly  achieved  a place  of 
major  importance  in  the  treatment  of  patients 
with  mental  illness — the  so-called  tranquilizers. 

The  application  of  these  drugs  is  of  public 
health  importance  because  it  may  well  represent 
the  beginnings  of  a major  break  through  the 
frontier  of  ignorance  concerning  the  biologic 
causes  of  mental  illness,  as  well  as  an  important 
aid  in  returning  persons  with  mental  illness  to 
normal,  productive  living.  Unfortunately,  they 
may  also  be  of  public  health  importance  because 
of  what  is  apparently  widespread,  often  uncon- 
trolled use  in  the  face  of  a very  limited  number 
of  well-controlled  scientific  studies  of  their 
effects  and  usefulness  in  specific  conditions,  and 
of  an  accumulating  literature  concerning  potential 
dangers  in  their  use.  Recognition  of  the  public 
health  importance  of  these  and  other  new  drugs 
used  in  the  treatment  of  mental  illness  is  under- 
lined by  the  establishment  of  a Psychopharma- 
cology Service  Center  in  our  National  Institute 
of  Mental  Health,  with  a Congressional  appro- 
priation of  two  million  dollars  to  coordinate  drug 
evaluation. 

If  recent  estimates  of  persons  with  psychiatric 
symptoms  severe  enough  to  require  treatment 
in  New  York  City  are  valid,  then  as  many  as 
30  per  cent  of  our  population,  or  almost  one 
quarter  of  a million  persons,  are  in  this  category 
in  New  York  City  alone.  We  have  a difficult 
and  serious  enough  set  of  questions  to  be  an- 
swered concerning  the  public  health  and  social 
problems  which  may  relate  to  the  use  of  drug 
therapy  in  a significant  part  of  this  large  number 
of  patients.  But  the  ethical  ads  say  “anxiety  is 
part  of  every  illness. . .anxiety  is  a setting  for  the 
X tranquilizer.”  There  is  no  reliable  estimate 
of  how  many  persons  in  this  very  broad  category 


receive  a little  bit  of  medication  to  help  smooth 
the  day.  We  do  not  know  how  many  people  at 
work  on  machines,  or  driving  cars  are  receiving 
these  medications.  We  do  not  know  how  these 
drugs  affect  reaction  time,  learning  ability, 
accident  risks.  Do  these  drugs  affect  the  psycho- 
logic or  emotional  development  of  children? 
Do  they  create  susceptibility  to  mental  disorders, 
other  than  depression  for  which  several  are 
already  known?  What  is  the  effect  of  long-term 
usage  on  life  expectancy?  What  additional 
forms  of  therapy  are  required?  What  new  com- 
munity resources  for  follow-up,  for  care  on  an 
ambulatory  basis,  for  rehabilitation,  will  be 
required  as  a result  of  the  successful  application 
of  drug  treatment  for  mental  illness?  How  will 
these  drugs  affect  the  recent  trends  in  the  mental 
hospital  population?  These  are  among  the 
many  unanswered  questions  of  public  health 
significance  which  must  be  answered  if  we  are 
to  take  full  advantage  of  the  newly  stimulated 
pharmacologic  approaches  to  the  control  of 
mental  illness. 

We  have  used  four  areas  along  the  frontiers  of 
public  health  to  suggest  some  of  the  important 
adult  health  responsibilities  faced  by  our  com- 
munity. We  hope  that  these  illustrations  have 
also  suggested  what  our  recent  Surgeon  General, 
Dr.  Scheele,  called  the  “wide-spectrum  health 
services”  of  the  field  of  public  health.  They 
involve  the  use  of  an  ever-increasing  number 
of  disciplines,  most  recently,  those  in  the  social 
sciences,  and  the  application  of  preventive  con- 
cepts in  many  fields  beyond  the  strict  boundaries 
of  public  health.  We  have  had  to  neglect  many 
areas — the  public  health  significance  of  our  aging 
population,  the  problems  of  maternal  and  new- 
born deaths,  the  relationship  of  the  organization 
of  health  services  generally  to  the  health  of  the 
community,  for  example. 

What  do  these  mean  to  us  as  citizens?  They 
mean  that  we  have  moved  a little  closer  to  the 
goal  of  public  health — the  achievement  of  the 
highest  state  of  health,  productivity,  and  social 
usefulness  for  the  community  as  a whole.  In 
moving  in  this  direction  we  have  created  new 
responsibilities  and  new  opportunities  for  the 
community  and  the  individuals  who  are  its 
component  parts.  We  have  helped  some  people 
to  live  longer.  We  must  continue  our  combined 
efforts  to  make  that  life  healthful  and  satisfying. 

Fifth  Avenue  and  106th  Street 
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1 

I 


Symptomless  Incidents 


The  following  incidents  were  recently  re- 
ported to  the  New  York  City  Poison  Con- 


trol  Center. 

Incident  1 

Toxic  Agent 

Age 

Sex 

Barbiturate 

2 and  3 years 

Males 

“Whodunnit. y 

’ — Mother  was  pregnant  and  was 

taking  phenobarbital  as  a sedative.  While  she 
was  lying  down  resting,  the  children  removed  the 
medication  from  the  shelf  of  the  closet  in  the 
kitchen  where  the  medication  was  stored.  Each 
child  accused  the  other  of  eating  some  of  the  con- 
tents. Although  there  were  no  symptoms  mani- 
fested, both  children  were  taken  by  the  father 
to  a hospital  where  their  stomachs  were  lavaged. 

This  case  is  cited  to  illustrate  the  ready  ac- 
cessibility of  potent  drugs  and  the  fact  which  has 
been  noted  previously  than  when  one  sibling  ac- 
cuses the  other  of  ingesting  the  medication,  he  too 
is  most  likely  involved. 

Incident  2 

Toxic  Agent  Age  Sex 

“Pride”  and  D/2  years  Male 

Boric  Acid 


“Pride  Goeth  Before  Boric  Acid.” — A child 
who  was  not  under  supervision  of  an  adult  ob- 
tained these  substances  from  beneath  the  sink 
where  they  were  stored  and  ingested  an  unknown 
quantity.  No  symptoms  were  presented.  After 
an  unsuccessful  attempt  by  the  mother  to  induce 
vomiting  with  vinegar  and  milk,  the  child  was 
taken  to  an  emergency  room  where  his  stomach 
was  lavaged.  He  was  kept  in  the  hospital  for 
five  days  under  observation  and  discharged  as 


improved. 

Toxic  Agent 

Incident  3 
Age 

Sex 

Turpentine 

19  months 

Female 

Mother  was  painting  with  oil. and  kept  the 
brushes  in  jars  of  turpentine  for  cleaning.  While 
she  left  the  room  to  answer  a phone  call,  the  child 
obtained  the  turpentine  jar  and  ingested  some  of 
its  contents.  No  symptoms  were  noted.  The 
mother  attempted  unsuccessfully  to  induce 
vomiting  with  white  of  eggs.  Too  many  physi- 
cians and  lay  people  rely  on  this  substance  as  an 
emetic.  While  egg  white  may  have  some  anti- 
dotal properties  for  some  poisons,  it  has  no.  value 
as  an  emetic. 

The  child  was  taken  to  an  emergency  room  of 
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a hospital  where  the  stomach  was  lavaged,  and 
i the  child  was  discharged  as  improved. 

Incident  4 

Toxic  Agent  Age  Sex 

Insecticide  21/2  years  Female 

“Lindane” 

Mother  had  just  returned  from  shopping  which 
included  the  purchase  of  an  insecticide.  The 
child  obtained  the  container  and  poured  some  of 
its  contents  into  the  dog’s  feeding  bowl.  The 
dog  refused  to  eat  it,  but  the  child  would  not  let 
it  go  to  waste  and  ingested  some  of  its  contents. 
There  were  no  symptoms,  but  the  child  was  taken 
to  an  emergency  room  of  a hospital  where  the 
stomach  was  lavaged. 

All  the  above  incidents  presented  no  symptoms. 
It  should  be  noted  that  in  each  case  the  patient 
went  to  a hospital  where  a stomach  lavage  was 
performed. 

Incident  5 

Toxic  Agent  Age  Sex 

“Methylprylon,”  52  years  Female 

Nonbarbiturate 
Sedative 

In  a suicidal  attempt,  the  patient  took  15 
tablets  of  the  medication.  A few  hours  later 
she  was  taken  to  a hospital  where  the  stomach 
was  lavaged  with  bicarbonate.  The  symptoms 
on  admission  to  the  hospital  were  coma,  never 
without  cough  reflex,  for  two  hours  duration. 
She  was  discharged  as  improved  after  four  days 
of  observation  and  supportive  therapy. 

This  case  is  cited  to  impress  the  fact  that  non- 
barbiturate sedatives  are  not  necessarily  non- 
toxic. 

Incident  6 

Toxic  Agent  Age  Sex 

Lighter  Fluid  5 months  Female 

A sibling  gave  baby  an  opened  can  of  lighter 
fluid.  The  infant  ingested  some  of  its  contents. 
She  vomited,  but  no  other  symptoms  were  noted. 
The  patient  was  taken  to  a hospital  emergency 
room  where  the  stomach  was  lavaged,  and  the 
child  was  sent  home  after  several  hours  of  ob- 
servation. 


Incident  7 

Toxic  Agent  Age  Sex 

Lighter  Fluid  2 years  Male 

While  visting  with  friends,  the  child  obtained 
a can  of  lighter  fluid  which  was  stored  in  the  bed- 
room on  a table.  He  opened  the  can  and  in- 
gested some  of  its  contents.  The  following 
symptoms  were  noted:  burning  in  the  mouth 
and  throat,  nausea,  vomiting,  and  petechial 
rash.  The  child  was  taken  to  a hospital  where 
the  following  treatment  was  instituted:  The 
stomach  was  lavaged  with  saline  within  an  hour 
after  ingestion.  No  other  specific  treatment  was 
administered,  but  the  patient  was  put  on  the 
critical  list  for  forty-eight  hours,  carefully  ob- 
served for  three  days,  treated  with  supportive 
therapy,  and  finally  discharged  as  improved. 

The  above  two  incidents,  both  resulting  from 
an  identical  agent,  presented  different  symptoms 
and  varying  severity.  The  mode  of  therapy  dif- 
fered with  the  presenting  symptoms.  In  one 
incident  the  child  was  not  hospitalized,  while  in 
the  other  he  was  kept  on  the  critical  list  for  forty- 
eight  hours.  In  both  these  cases  lavage  was 
used  as  the  specific  therapy. 

Incident  8 

Toxic  Agent  Age  Sex 

Phenobarbital  12  years  Male 

“ A Self -Indicted  Punishment .” — Patient  lost 
his  term  paper  which  was  due  the  following  day. 
He  wanted  to  get  sick  so  that  he  would  be  able 
to  stay  away  from  school  on  that  day.  (The 
patient  had  a very  high  I.Q.  and  was  attending 
a school  for  mentally  gifted  children.)  He  ob- 
tained some  of  his  father’s  medication  which 
was  on  the  shelf  in  the  kitchen  and  ingested  five 
IV2  grain  pills  (barbiturate).  The  symptoms 
were  sleepiness,  drowsiness,  and  eventual  coma. 
The  patient  was  taken  to  a hospital  where  his 
stomach  was  lavaged,  and  he  remained  there  for 
three  days  under  observation.  In  addition,  he 
was  treated  with  crysticillin,  intravenous  glucose, 
and  water.  After  three  days  the  patient  was  dis- 
charged as  improved. 

Incident  9 

Toxic  Agent  Age  Sex 

Sleeping  Pills  5 years  Female 
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Whiie  mother  was  doing  housework  in  the  bed- 
room, the  child  climbed  up  on  a chair,  obtained 
a bottle  of  the  preparation  which  was  stored  in 
a kitchen  cabinet,  and  ingested  three  pills. 
When  the  mother  called  her  for  breakfast,  the 
child  did  not  respond.  The  mother  noticed  that 
the  child  was  on  the  floor  “asleep.”  The  mother 
thought  the  child  was  tired  and  put  her  back  to 
bed.  Several  hours  later  when  the  mother 
noticed  that  the  child  was  still  asleep  and  failed 
to  respond,  it  suddenly  dawned  on  her  that  the 
child  took  the  medication.  A physician  was 
called,  and  he  advised  the  parents  to  take  the 
child  to  a hospital  emergency  room. 

On  admission  the  child  was  in  a stupor.  When 
admitted  to  a hospital,  which  was  after  she  slept 
continuously  for  nine  hours,  the  child  was  found 
to  be  warm,  responsive,  and  with  normal  re- 
flexes. The  hospital  suggested  hospitalization 
and  observation.  However,  since  the  child  was 
in  a fairly  good  condition,  the  father  refused  ad- 
mission to  the  hospital.  Caffeine  by  hypo  was 
administered  in  the  emergency  room  and  after 
one-half  hour  observation  the  child  was  sent 
home  as  improved. 

Incident  10 

Toxic  Agent  Age  Sex 

Aspirin  35  years  Female 

The  patient  took  30  tablets  of  aspirin  during 
the  night  to  relieve  pain.  She  suffered  from 
rheumatoid  arthritis  and  had  severe  joint  pains. 
She  took  an  overdose  inadvertently,  and  severe 
signs  of  alkalosis  developed  along  with  tetany. 
The  following  symptoms  were  noted  on  admis- 
sion to  the  hospital:  abdominal  pains,  nausea, 
and  dyspnea.  The  stomach  was  lavaged,  and 
intravenous  calcium  gluconate  was  administered 
in  the  hospital  following  ingestion  and  after  the 
patient  had  developed  tetany  with  marked  laryn- 
geal stridor.  The  patient  responded  well  to 
therapy  and  was  finally  discharged  as  improved. 

Incident  11 

Toxic  Agent  Age  Sex 

Lead  Poisoning  3 years  Male 

Following  a home  visit,  the  nurse  reports  as 


follows:  “Child  likes  to  pick  paint  from  window 
sill.  As  soon  as  mother  was  out  of  room,  he 
would  return  to  picking  even  after  scolding  and 
spanking.” 

The  following  symptoms  were  noted:  ab- 
dominal pains,  nausea,  vomiting,  and  convulsions. 
A private  physician  was  called  who  referred  the 
child  to  a hospital.  At  the  hospital  the  blood 
lead  as  well  as  urinary  coproporphyrin  tests  were 
positive.  The  child  was  treated  with  calcium  di- 
sodium versenate  and  remained  in  the  hospital 
for  twenty-one  days.  He  was  finally  discharged 
as  fully  recovered. 

Incident  12 

Toxic  Agent  Age  Sex 

Tetrahydrozoline  3 years  Male 

Hydrochloride 

(nose  drops) 

While  mother  was  in  the  other  part  of  the  house, 
the  child  went  into  the  mother’s  bedroom,  ob- 
tained tetrahydrozoline  hydrochloride  bottle 
which  was  on  a low  table  in  the  bedroom,  and  in- 
gested about  one  ounce  of  the  preparation.  The 
medicine  was  intended  for  an  older  sibling  who 
was  ill  with  measles.  The  child  became  stu- 
porous and  dyspneic.  A private  physician  was 
called  who  advised  taking  the  child  to  a hospital. 
At  the  hospital  the  child’s  mother  was  told  to 
take  the  child  home  and  to  allow  him  to  “sleep  it 
off”  and  to  be  awakened  periodically  for  observa- 
tion. The  child  was  not  admitted  to  the  hos- 
pital nor  was  any  therapy  administered. 

While  this  child  made  a complete  recovery,  we 
believe  such  management  is  very  unwise.  When 
a child  is  presented  in  a stuporous  condition  and 
dyspneic,  it  would  be  wiser  to  hospitalize  the 
child  and  observe  him  carefully  for  a reasonable 
period  of  time.  It  is  not  an  innocuous  prepara- 
tion, and  many  incidents  of  tetrahydrozoline 
hydrochloride  intoxication  were  reported  where 
children  were  severely  ill. 

The  cases  cited  in  this  report  illustrate  the 
ready  accessibility  of  potent  drugs,  differences 
in  severity  and  signs  and  symptoms  from  the  same 
preparations,  and  the  need  for  individualization 
of  therapy. 
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Chairman,  Scientific  Motion  Picture  Subcommittee 
Medical  Society  of  the  State  of  New  York 


The  Medical  Motion  Picture  Film:  Its  Life 
Expectancy  and  Audience  Potential 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
{President,  Medical  Film  Guild,  Ltd.) 


Answering  two  major  questions  in  the  doctor’s 
mind:  Does  the  film  have  a lasting  educational 
valued  Why  is  it  worth  the  doctor’s  effort ? 

Like  to  work  with  a camera?  Chances  are 
you  do.  Surveys  among  professional  groups 
reveal  that  doctors  are  far  and  away  the  most 
, enthusiastic  hobbyists,  and  more  than  a few  out- 
professional  the  so-called  professional  pho- 
tographer. 

This  should  come  as  no  surprise,  for  artistic 
ability  in  the  medical  profession  is  no  news  to  the 
student  of  esthetics.  From  the  ranks  of  the 
profession  have  emerged  a host  of  recognized 
writers,  poets,  painters,  sculptors,  and  musicians. 

The  doctor’s  original  interest  in  photography 
stemmed  from  his  urge  to  seek  a means  of  artistic 
expression.  Through  the  years  this  desire  has 
gradually  broadened  into  a search  for  scientific 
expression  as  well.  An  expanding  interest  in 
photography  as  a personal  and  professional 
medium  has  been  accelerated  in  recent  years  by 
the  technologic  improvement  and  increased 
flexibility  of  the  modern  camera. 

If  analysis  were  made  today  of  the  number  of 
doctors’  offices  in  which  a camera  is  standard 
medical  equipment,  the  trend  disclosed  might 
prove  surprisingly  high.  Photography  is  becom- 
ing widely  appreciated  as  a tool  in  diagnosis  and 
treatment.  It  may  be  safely  predicted,  in  fact, 


that  the  doctor  within  the  relatively  near  future 
will  include  a camera  (and  in  all  likelihood,  a com- 
pactly portable  recording  device)  as  standard 
equipment  in  his  medical  kit — as  standard  as  his 
stethoscope  and  blood  pressure  instrument. 

It  is  equally  predictable  that  in  the  same  near 
future  an  examining  physician  will  photograph 
and  record  each  new  patient’s  history — clinical, 
pathologic,  and  psychogenic — as  a continuing  aid 
in  therapy. 

The  purpose  of  this  series  of  articles  is  to 
demonstrate  how  some  of  the  medical  specialties 
make  routine  use  of  photography  today  in  a 
manner  which  might  be  profitably  applied 
throughout  the  profession,  to  develop  an  appreci- 
ation of  photography  as  an  important  contributor 
to  medical  practice,  research,  and  education,  and 
to  expand  the  present  uses  of  photography  in 
teaching  by  suggesting  how  audiences  for  note- 
worthy film  subjects  may  be  developed  through- 
out the  State — in  fact,  throughout  the  country. 

How  and  why  have  the  editor  of  this  Journal 
and  the  chairman  of  the  Motion  Picture  Com- 
mittee of  the  Medical  Society  of  the  State  of 
New  York  both  come  to  the  conclusion  that  a 
series  of  articles  on  medical  photography  in 
general  and  medical  motion  pictures  in  particular 
will  be  of  interest  to  readers? 

Spot  checking  audience  interest  in  films  at  your 
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TABLE  I. — Interest  in  Medical  Motion  Pictures  During  a Five-Year  Period 


Subject 

Audience 

Number  of 
Showings 

Doctors 

Students 

Nurses 

Otology 

137,380 

4,549 

51,245 

55,594 

30,541 

N eurology-Neurosurgery 

45,580 

1,569 

30,513 

6,860 

8,207 

Respiratory  Disease 

38,588 

877 

21,669 

10,114 

6,805 

Gynecology-Rhinology 

22,151 

701 

9,916 

7,821 

4,414 

Internal  Medicine 

23,322 

583 

13,223 

5,577 

4,522 

Total 

267,021 

8,279 

126,566 

85,966 

54,489 

annual  convention  programs  through  a period  of 
years  has  indicated  a strong  and  growing  trend 
for  this  mechanism  of  education.  After  careful 
study  your  officials  have  decided  to  use  this 
means  to  stimulate  the  development  of  a film 
program  which  will  serve  your  State  Society 
needs  at  convention  time,  and  through  members’ 
appreciation  of  films,  expand  its  use  the  year 
’round  on  national  levels.  What  are  the  pros- 
pects for  any  one  single  film  enterprise? 

Who  would  believe  that  an  experimentally 
made,  low  budget  research  film  on  “The  Human 
Application  of  Radioisotopes”  would  appear  on 
the  program  of  the  United  Nations’  Conference 
on  Peaceful  Uses  of  Atomic  Energy  in  Geneva, 
Switzerland,  as  one  such  did  with  translations 
made  in  Spanish,  French,  and  Russian? 

Not  too  long  ago  one  film,  “Hypnosis  as  a 
Psychiatric  Tool”  went  to  the  government  of 
Iran  and  another  on  “Arterial  Blood  Pressure” 
was  sent  to  the  Viet  Nam  Republic. 

Films,  to  be  popular,  need  not  be  made  by 
professional  film  producers  either  from  Holly- 
wood or  New  York  City.  There  are  sufficient 
records  to  show  that  films  made  by  doctors,  with 
very  nominal  budgets,  have  received  considerable 
acclaim. 

Recently,  one  such  low  cost  film  in  the  field  of 
gynecology  on  the  subject  of  “Bilateral  Fibro- 
plasty”  was  shown  at  a symposium  before  70 
postgraduate  students  from  Latin  America. 

A film  on  “Arthroplasty  of  the  Hip  for  Con- 
genital Dislocation  in  Children,”  made  with  the 
aid  of  local  photographers  in  several  states  (by 
publication  date  of  this  article),  will  have  had  a 
history  of  exhibition  at  an  international  confer- 
ence on  orthopedics  in  Barcelona,  Spain. 

The  $64,000  question  to  the  doctor  interested  in 
making  a medical  motion  picture  is  to  discover 
which  subject  can  be  produced  with  nominal 
energy  and  still  attain  a sufficiently  great  audi- 
ence appeal  to  make  such  effort  worth-while. 

Would  it  be  one  on  heart  disease  because  of 
President  Eisenhower’s  affliction  of  last  year,  the 
medical  profession’s  most  potential  problem  of 


Asian  influenza  now  rising  on  the  medical  horizon, 
or  would  a film  on  a hearing  difficulty  prove  the 
most  popular?  Read  on;  the  details  of  audience 
interest  will  be  most  revealing. 

A report  by  the  Motion  Picture  Committee  of 
the  American  Medical  Association,  published 
less  than  two  years  ago,  stated  that  it  was  instru- 
mental in  arranging  2,485  exhibitions  of  their 
films.  Unfortunately,  a statistical  breakdown  of 
audience  interest  in  specific  subjects  was  not 
included  in  this  report.  It  would  have  revealed 
trends  to  guide  doctors  who  contemplate  produc- 
ing medical  films. 

In  another  typical  analysis  of  five  diversified 
groups  of  medical  film  subjects  shown  by  request 
during  a period  of  five  years,  the  following 
statistical  data  was  compiled  (Table  I). 

What  does  this  report  prove  to  the  doctor 
about  to  embark  on  a medical  film  venture? 
First,  that  a specialty,  such  as  otology,  unex- 
pectedly captured  audiences  of  over  137,000  pro- 
fessional people  during  a five-year  period.  This 
demonstrates  that  a film  will  interest  the  medical 
profession,  irrespective  of  the  prevalence  of  its 
subject  as  a medical  problem.  Second,  that  a 
well-made  motion  picture  has  a minimum  life 
expectancy  of  five  years.  The  most  vital  finding 
is  that  a medical  film  very  often  will  have  as 
large  an  audience  in  its  fifth  year  as  it  had  in  its 
first  year. 

Evaluating  the  above  statistics  further,  it  is 
evident  that  the  film  response  of  the  medical  pro- 
fession at  large,  including  the  general  practi- 
tioner, comprises  almost  50  per  cent  of  the  total 
audience;  that  of  the  medical  school  (students) 
about  30  per  cent,  and  the  nursing  profession 
about  20  per  cent  of  the  total.  With  this  knowl- 
edge of  the  ultimate  uses  of  the  film  by  doctors, 
students,  and  nurses,  the  doctor-film  producer 
can  plan  the  scope  of  his  film,  so  that  it  reaches 
all  three  segments  of  his  audience  in  proper  pro- 
portion. 

Through  this  article  we  hope  to  encourage  the 
doctor  with  an  idea  for  a film,  and  likewise  to  in- 
dicate to  him  that  such  a project  would  be  worth 
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his  effort,  and  to  help  him  pave  the  way  for  its 
inclusion  in  future  Scientific  Motion  Picture  Pro- 
grams of  the  Medical  Society  of  the  State  of  New 
i York.  Furthermore  it  can  be  shown  to  similar 
groups  interested  in  expanding  medical  education 


through  the  use  of  medical  motion  picture  films. 

Your  problems,  incorporated  in  a letter  to  the 
editor,  will  aid  in  developing  this  service  as  an 
open  forum  to  meet  individual  and  collective 
film  needs  of  the  readers  of  this  Journal. 


( Number  one  of  a series  on  Visual  Education  in  Medicine ) 
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Cancer 

Today  the  American  public  is  spending  huge  sums 
of  money  through  the  American  Cancer  Society  and 
the  United  States  Public  Health  Service  in  an  all- 
out  attack  on  many  fronts  of  the  cancer  problem. 
We  live  in  a roseate  atmosphere  of  breathless  expect- 
ancy hoping  that  momentarily  the  long  awaited  and 
comforting  announcement  will  be  heard  that  the 
cause  or  cure  of  cancer  has  been  discovered. 

In  his  presidential  address  before  the  American 
Medical  Association  of  1897,  W.  W.  Keen,  a dis- 
tinguished surgeon  of  his  day,  said  it  would  be  a great 
thing  to  be  alive  in  1947  by  which  time  the  cancer 
menace  will  have  been  overcome.  How  far  short  of 
Keen’s  sanguine  prediction  we  have  fallen!  The 
words  of  the  late  King  George  V of  England  which 
opened  the  First  International  Cancer  Conference, 
held  in  London  in  August,  1928,  have  proved  far 
more  prophetic.  Said  King  George:  “I  note  with 
interest  that  your  object  is  research,  both  into  the 
cure  and  causes  of  cancer.  No  doubt  in  the  last 
resort  the  discovery  of  the  cause  is  the  only  certain 
and  absolute  means  of  cure.  But  I am  glad  that  you 


Research 

have  not  ignored  the  practical  side  of  the  problem. 
Remembering  the  thousands  of  sufferers  from  can- 
cer, I feel  that  if  your  discussions  lead  to  advance 
in  diagnosis,  treatment,  or  even  palliation  of  the 
disease,  this  conference  will  have  justified  and  earned 
the  gratitude  of  mankind.” 

Almost  every  month  a new  cancer  cure  is  announced, 
usually  a chemical  agent  that  exerts  a retarding  or  a 
restraining  influence  upon  the  growth  of  cancer  cells. 
Unfortunately,  in  man,  the  beneficial  effect  is  eva- 
nescent or  short-lived.  Many  a tear  has  been  shed 
over  some  of  these  chemotherapeutic  agents  which 
looked  so  promising  but  proved  to  have  only  tran- 
sitory inhibiting  effects  upon  the  course  of  malig- 
nant disease  in  man.  One  of  the  hard  lessons  of  fife 
is  the  task  of  being  patient.  It  is  an  instruction 
more  readily  imparted  than  accepted.  While  we 
wait  for  more  acceptable  solutions  of  the  cancer 
problem  than  are  now  available  to  us,  we  must  not 
overlook  the  therapeutic  agencies  which  we  do  have, 
even  though  they  leave  much  to  be  desired. — CA , 
September,  1957 
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A Case  of  Trichinosis  with  Encephalitis 


JULIUS  LEVINE,  M.D.,  BROOKLYN,  NEW  YORK 


{From  the  Medical  Service  of  Coney  Island  Hospital ) 
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Touring  the  last  few  years  a number  of  case  re- 
ports of  trichinosis  with  neurologic  manifesta- 
tions1-3 has  appeared  in  the  literature.  In  recent 
years  too,  attention  has  been  centered  on  the  benefit 
derived  from  treatment  with  ACTH  of  the  acute 
manifestations  of  this  disease.3*4  The  following  case 
confirms  the  findings  of  others  in  respect  to  clinical 
features  and  therapy  with  ACTH. 

Case  Report 

Mrs.  F.  P.  is  a twenty-six-year-old,  white  female 
of  Italian  descent  who  first  came  to  this  country 
from  Italy  in  1950.  Her  first  admission  to  the  Coney 
Island  Hospital  on  June  3,  1953  was  for  pregnancy 
at  the  age  of  twenty-two.  She  was  delivered  by 
cesarean  section  uneventfully.  Examination  at  that 
time  showed  no  positive  neurologic  signs.  Her  blood 
count  then  was  within  normal  limits  and  showed  no 
eosinophils. 

On  May  26,  1954,  she  re-entered  Coney  Island 
Hospital  with  a history  (as  told  by  her  husband)  of 
transient  periorbital  edema  and  persistent  fever 
beginning  three  weeks  before  and  continuing  to  the 
time  of  admission.  It  seemed  that  a local  physician 
had  prescribed  penicillin  for  this  condition,  presum- 
ably for  an  “eye  infection.  ” Three  days  prior  to 
admission  she  developed  a sore  throat  and  dysphagia, 
and  the  day  before  admission  she  became  restless, 
irritable,  confused,  and  incontinent  of  urine,  and  she 
complained  bitterly  of  a severe  frontal  headache. 

Her  past  history  was  noncontributory,  except  for 
an  episode  of  typhoid  fever  in  Italy  in  1943. 

The  pertinent  physical  findings  consisted  of  the 
following:  The  patient  was  a well-developed,  well- 
nourished,  white  female  who  appeared  critically  ill. 
She  was  lethargic  and  she  did  not  appear  to  be 
oriented  as  to  time  and  place.  Her  right  pupil  was 
dilated  compared  to  the  left.  They  both  reacted  to 
light.  Fundoscopic  examination  showed  the  discs 
to  be  sharp.  There  was  marked  engorgement  of  the 
retinal  veins.  No  retinal  hemorrhages  were  noted. 
There  was  no  nuchal  rigidity.  A slight  right  facial 
palsy  was  present.  The  right  abdominal  reflex  was 
absent.  The  patellar  reflexes  were  hyperactive. 
Bilateral  Babinski  reflexes  were  present.  No  sensory 
defect  was  noted,  but  there  was  marked  right  arm 
weakness. 


TABLE  I. — Laboratory  Data  In  Hospital 


Data 

Result 

Urine 

Specific  gravity 

1,028 

Albumen 

0 

Glucose 

0 

Acetone 

0 

Blood  data 

Hemoglobin  (Gm.) 

14.8 

14 

White  cell  count 

12,000 

12,800 

Eosinophils  (per  cent) 

27 

30 

Sedimentation  rate 

2 mm.  in  5 19 

mm.  in  1 

minutes 

hour 

Wassermann  test 

Negative 

Blood  chemistry 

Urea 

14 

Fasting  blood  sugar 

102 

Albumen  (Gm.  per  cent) 

4.2 

Globulin  (Gm.  per  cent) 

3.3 

Blood  culture 

Negative 

Heterophil 

Negative 

Complement  fixation  tests  for 
viruses* 

May  25,  1954 

Negative 

June  14,  1954 

Negative 

Complement  fixation  test  for 

Trichinaf 

Positive 

Flocculation  test  for  Trichinaef 

Positive 

Muscle  biopsy 

Negative 

Skin  test 

Not  done 

Agglutination  tests 

Typhoid  0,  1 : 4 dilution 

Positive 

Typhoid  0,  1:80  dilution 

Negative 

Typhoid  H,  1:4  dilution 

Positive 

Typhoid  H,  1:80  dilution 

Negative 

Paratyphoid  A 

Negative 

Paratyphoid  B 

Negative 

Brucella 

Negative 

Proteus  X-19,  1:2  dilution 

Positive 

Spinal  fluid 

Clear, 

colorless 

White  cell  count 

o t 

Pandy 

Negative 

Smear 

No  organism 

Culture 

No  growth 

Sugar  (mg.  per  cent) 

51 

Total  proteins  (mg.  per  cent) 

42 

Chest  x-ray 

Negative 

Electrocardiogram 

Negative 

* Lymphocytic  choriomeningitis,  eastern  equine  encephali- 
tis, western  equine  encephalitis,  St.  Louis  encephalitis,  J apanese 
B Encephalitis.  These  studies  were  done  by  the  New  York 
City  Department  of  Health. 

f Done  by  the  New  York  City  Department  of  Health. 


The  heart,  lungs,  and  abdomen  were  within  nor- 
mal limits.-  There  was  no  peripheral  edema,  skin 
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rash,  or  adenopathy.  Her  temperature  was  102  F., 
i pulse  90  per  minute,  and  blood  pressure  100/70. 

! Laboratory  and  other  data  are  summarized  in 
Table  I.  When  the  report  of  the  27  per  cent  eosino- 
philia was  noted,  the  husband  volunteered  the  in- 
formation that  the  patient  had  eaten  raw  Italian 
l sausages  about  three  days  prior  to  the  onset  of  the 
jeye  symptoms. 

She  was  put  on  a daily  regimen  of  20  units  of 
; ACTH  in  1,000  cc.  saline  intravenously  from  June  2 
I to  June  9,  1954.  Her  fever  disappeared,  and  her 
I sensorium  cleared  the  day  after  the  initiation  of  this 
j therapy.  Her  pupils  became  equal  in  size,  and  the 
; Babinski  reflexes  disappeared.  The  facial  palsy 
j cleared,  but  the  impaired  motor  power  of  the  right 
arm  persisted.  She  was  discharged  on  June  23,  1954, 
completely  well,  except  for  the  weakness  in  the  right 
arm. 

: She  returned  as  an  outpatient  on  July  22,  1954. 

Neurologic  examination  revealed  only  the  still 
slightly  impaired  motor  power  of  the  right  arm. 
On  December  1,  1955,  she  was  delivered  of  a second 
child  by  cesarean  section  at  the  Coney  Island  Hos- 
pital. Examination  at  this  time  was  negative  also, 
except  for  the  minimal  weakness  of  the  right  arm. 
At  this  time  too  her  blood  count  was  completely 
normal,  no  eosinophilia  being  present.  She  was  seen 
again  May  2, 1957.  At  this  time  neurologic  examina- 
tion was  completely  within  normal  limits.  She 
stated  that  the  weakness  of  her  right  arm  had  dis- 
appeared gradually  after  the  birth  of  her  second 
child  in  December,  1955. 

I Comment 

Many  of  the  major  clinical  features  of  trichinosis 
I were  present  in  this  case.  The  patient  was  Italian, 
j she  customarily  ate  raw  pork  sausages,  she  had 
| periorbital  edema  and  conjunctivitis,  and  she  was 
j febrile.  Nevertheless,  the  diagnosis  was  not  even 
suspected  during  this  phase.  As  a matter  of  fact, 
the  patient  was  treated  with  penicillin  because  con- 
junctivitis of  bacterial  origin  was  assumed  to  be  the 
cause.  In  retrospect,  it  was  observed  that  the  “sore 


throat”  and  dysphagia  were  merely  due  to  the  larval 
invasion  of  the  muscles  of  deglutition.  The  diag- 
nosis became  obvious,  of  course,  with  the  report  of 
the  eosinophilia.  Confirmation  came  a few  days 
later  with  the  further  reports  of  the  negative  spinal 
fluid,  and  the  positive  complement  fixation  and 
flocculation  tests  for  Trichinae. 

It  is  interesting  that  the  muscle  power  impairment 
of  the  right  arm  did  not  clear  completely  until  many 
months  after  the  attack  of  encephalitis.  In  this 
respect  this  case  resembled  others  previously  re- 
ported.3 

Another  point  of  interest  was  the  fact  that  the 
sedimentation  rate  of  the  red  blood  cells  was  rela- 
tively slow1  (under  25  mm.  in  the  hour). 

The  treatment  with  the  ACTH  appeared  to  cause 
an  almost  miraculous  recovery.  After  one  day’s 
therapy  the  “critically  ill”  patient  expressed  a desire 
to  go  home,  stating  that  she  felt  cured.  Whether  the 
ACTH  prevented  any  more  serious  clinical  picture 
or  whether  it  merely  suppressed  the  symptoms  is  a 
moot  point.  Nevertheless,  it  would  seem  to  be 
indicated  whenever  the  symptoms  of  trichinosis  are 
severe. 

Summary 

A case  of  trichinosis  with  encephalitis  has  been 
reported. 

The  rapid  improvement  in  a critically  ill  pa- 
tient following  the  administration  of  ACTH  has 
been  noted.  This  confirms  the  findings  of  others  in 
this  respect. 
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Complications  of  Acute  Appendicitis 


Improvements  in  postoperative  management, 
chiefly  involving  use  of  antibiotics,  is  probably  the 
most  significant  advance  in  the  management  of  acute 
appendicitis  in  the  last  twenty-five  years.  The 
author  believes,  however,  that  morbidity  and  mor- 
tality may  be  still  further  reduced  by  more  exten- 
sive use  of  the  bacteriologic  laboratory  and  specific 
antibiotics.  Of  500  consecutive  cases  reviewed, 
postoperative  complications  occurred  in  33  (6.6 


per  cent).  Of  these,  prolonged  ileus  accounted  for 
10  and  wound  infection  for  17.  Treatment  of  com- 
plications is  summarized  briefly,  and  four  steps  for 
prevention  of  postoperative  complications  are  out- 
lined: (1)  removal  of  contaminated  fluid,  (2) 

drains,  (3)  antibiotics,  and  (4)  position  of  patient  in 
postoperative  period. — John  C.  Riddler,  M.D., 
Journal  of  the  Tennessee  State  Medical  Association , 
July,  1957 
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F.  S.  HASSETT,  M.D.,  * ELMIRA,  NEW  YORK  pH 

{From  the  Consulting  Staff,  St.  Joseph’s  Hospital)  t 


\ bout  ten  years  ago  the  medical  staff  of  St.  Jo- 
seph’s Hospital  began  a program  of  monthly 
clinicopathologic  conferences.  St.  Joseph’s  Hospi- 
tal is  a general  hospital  of  230  beds,  which  has  no 
medical  school  affiliation,  and  which  previously  had 
no  tradition  of  postgraduate  medical  education.  The 
medical  meetings  which  were  held  were  those  re- 
quired for  hospital  accreditation.  Occasionally, 
and  without  any  planned  program,  a medical  lecture 
would  be  given  to  the  staff  by  an  invited  speaker. 
This  was  the  extent  of  our  efforts  in  the  field  of  con- 
tinuing medical  education.  Could  this  not  be  con- 
sidered typical  of  the  majority  of  community  gen- 
eral hospitals  at  this  time? 

The  main  reason  why  the  staff  undertook  this 
program  was  because  we  realized  that  there  were 
patients  being  seen  in  the  hospital  whose  illness, 
death,  and  autopsy  findings  were  instructive  to  the 
attending  physician  and  his  consultants,  but  the 
teaching  value  of  these  patients  was  lost  to  the  re- 
mainder of  the  staff.  In  order  to  disseminate  the 
lessons  learned  from  such  patients,  the  clinicopatho- 
logic conference  seemed  to  be  the  most  proved  and 
practical  form  of  exercise  to  hold. 

In  the  beginning,  and  because  we  had  no  local 
tradition  to  follow,  we  attempted  to  discuss  these 
cases  ourselves.  A committee  of  the  staff  picked 
out  a suitable  case  and  assigned  the  preparation  of 
the  protocol  of  that  case  to  one  man.  Because  of 
more  interest  in  this  type  of  work,  the  preparation  of 
the  protocols  gradually  fell  to  the  lot  of  a few  men, 
who  thereby  increased  their  skills  in  this  literary 
form.  Another  member  of  the  staff,  who  was  pre- 
sumed to  be  unfamiliar  with  the  case,  was  requested 
by  the  committee  to  discuss  it. 

It  quickly  became  apparent  that  this  was  not 
satisfactory.  The  difficulty  was  in  the  smallness  of 
the  staff  and  the  awareness  of  the  members  of  the 
events  of  interest  occurring  in  the  hospital.  No  one 
can  adequately  discuss  a case  at  a conference  when 
he  has  some  knowledge  of  the  final  diagnosis.  And  no 
matter  how  much  one  tried  to  close  one’s  ears  to 
medical  shoptalk  around  the  hospital,  the  probabili- 
ties were  that  one  had  heard  before  some  bit  or  piece 
of  the  case  discussed  someplace. 


* Deceased. 


The  form  was  then  changed  to  another  which  was  tl 
found  to  be  equally  unworkable.  One  member  of  h 
the  staff  read  the  protocol  and  attempted  to  lead  a p 
general  discussion  of  the  possible  diagnoses.  The  n 
self-assured  spoke  up  and  tended  to  be  dogmatic  and  c 
scornful  in  the  support  of  their  points  of  view.  The  ^ 
timid  or  shy  kept  quiet  and  achieved  only  a sense  of 
frustration,  especially  if  the  diagnosis  they  had  in  ( 
mind,  but  did  not  mention,  turned  out  to  be  the  , 
proper  one.  There  were  no  personality  changes  ac- 
complished by  this  type  of  exercise;  the  bold  be- 
came bolder,  the  timid,  more  timid. 

Attendance  at  conferences,  which  had  tended  to 
gradually  increase,  at  that  point  dropped  off  sharply. 
The  committee  decided  that  another  form  must  be 
found,  or  the  exercises  dropped.  The  necessity 
seemed  to  be  for  a discussant  who,  first,  had  teach- 
ing ability,  second,  did  not  know  anything  about 
the  clinical  case,  and  third,  had  sufficient  knowledge 
of  the  subject  and  a well  enough  integrated  personal- 
ity to  defend  his  position  under  questioning.  To 
have  such  a discussant  made  it  necessary  for  us  to 
invite  people  from  the  surrounding  area.  In  jus- 
tice to  this  invited  doctor,  who  must  travel  and 
whose  expenses  would  be  continuing  while  he  was 
giving  us  his  time,  an  honorarium  of  $50  was  offered,  j 
The  medical  staff,  through  staff  dues,  supplied  these  | 
funds.  From  the  immediately  surrounding  area  at 
first,  and  then  from  a gradually  widening  area  as  we 
became  more  sure  of  ourselves  and  more  favorably 
known  to  others,  the  discussants  were  invited  to 
come  to  St.  Joseph’s  for  clinicopathologic  confer- 
ences. It  is  only  rarely  now,  and  usually  for  a suf- 
ficient reason,  that  our  invitations  are  refused.  The 
discussants  seem  to  enjoy  the  exercises  as  much  as  we 
do. 

After  ten  years  of  experience  with  this  form  of 
teaching  exercise  we  are  enthusiastic  about  it.  Out 
of  a staff  of  approximately  80,  we  can  count  on  40 
to  50  members  to  attend  each  conference.  It  has  be- 
come an  anticipated  event  on  the  second  Wednesday 
of  each  month,  except  for  the  three  summer  months. 

It  begins  at  noon,  lasts  for  about  one  hour,  and  is 
followed  by  luncheon  served  by  the  hospital.  We 
have  even  been  able  to  attract  a few  of  oUr  fellow 
practitioners  from  nearby  towns,  to  our  benefit  as 
well  as  theirs. 
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Some  of  the  discussions  were  so  brilliant  and  in- 
structive that  we  thought  it  a waste  not  to  attempt 
to  preserve  them  for  future  reference.  They  were 
therefore  recorded  on  a tape  recorder,  transcribed 
and  edited,  and  sent  to  the  discussant  to  make  sure 
they  conformed  to  what  he  wished  to  say.  They  were 
then  kept  in  a permanent  binder  in  the  Doctor’s  Li- 
brary of  the  hospital.  Some  have  been  accepted  for 
(publication  in  the  New  York  State  Journal  of 
j Medicine  where,  we  believe,  they  have  been  of  ben- 

I'  efit  to  others. 

In  doing  this  for  ten  years,  mistakes  other  than 
those  mentioned  above  have  been  made.  Lessons 
i | have  been  learned  and  rules  evolved  which  might  be 
a of  value  to  others.  In  order  to  help  any  others  who 
ie  might  be  interested  in  establishing  clinicopathologic 
d conferences  in  a nonteaching  hospital,  it  might  be 
* well  to  mention  them. 

1 Care  and  thought  must  be  used  in  choosing  the 
J case  to  be  discussed.  It  must  be  interesting,  not 
: rare,  and  sufficient  data  must  be  present  in  the  clin- 
‘ ical  work-up  to  allow  the  proper  diagnosis  to  be 
made.  “Trick  cases,”  in  which  the  evidence  points 
to  an  erroneous  diagnosis,  must  be  avoided.  No  per- 
tinent data  may  be  withheld.  How  much  negative 
data  must  be  included  is  always  a problem.  As  the 
protocol  is  worked  and  reworked  in  order  to  give  a 
true  picture  of  the  patient’s  condition  and  still  have  a 
protocol  of  acceptable  length,  much  negative  data 
will  have  to  be  sacrificed.  The  time  spent  on 
the  preparation  of  the  protocol  cannot  be  shortened 
without  sacrificing  the  quality  of  the  conference. 

When  the  case  we  wish  to  have  discussed  has  been 
I chosen,  we  attempt  to  fit  the  case  to  a speaker.  We 
are  located  within  a few  hours  driving  distance  of 
three  medical  schools  located  in  Buffalo,  Rochester, 

, and  Syracuse.  We  have  come  to  rely  on  the  trained 
teachers  of  these  medical  schools  for  the  majority  of 
our  discussants,  although  if  the  case  warrants  it,  we 
j have  not  hesitated  to  ask  people  from  points  further 
| away.  We  consider  the  case  to  be  illustrative  of 
some  group  of  diseases  and  try  to  secure  a man  with 
| special  interest  or  experience  in  that  field.  We  at- 
tempt to  assure  him  that  the  case  is  illustrative  and 
i not  tricky  and  that  we  are  more  interested  in  how  he 
thinks  about  the  problems  presented  than  we  are  in 
i whether  his  final  diagnosis  agrees  exactly  with  that 
of  the  pathologist. 

Since  these  are  teaching  exercises  and  not  exercises 
in  individual  brilliance,  the  protocol,  together  with 
all  pertinent  ancillary  data,  such  as  x-rays  and  elec- 
trocardiograms, are  in  the  hands  of  the  discussant  at 
least  one  week  before  the  time  of  the  meeting.  The 
staff  can  obtain  the  protocol  five  days  before  the 
meeting.  If  the  x-rays  and  electrocardiograms  are 
photographed  and  displayed  in  the  doctors’  cloak 
room,  it  aids  the  staff  in  studying  the  protocol. 


At  the  meeting,  after  the  protocol  has  been  read 
and  the  speaker  has  finished  his  presentation,  the 
chairman  makes  a determined  effort  to  elicit  ques 
tions  from  the  audience.  Judgment  is  the  faculty 
which  is  being  exercised.  The  interest  of  the  audi- 
ence is  heightened  if  they  are  offered  the  opportunity 
to  test  their  judgment  against  that  of  the  speaker. 
Troublesome  diagnostic  points  and  nuances  of 
therapy  are  often  brought  out  in  the  questions. 
If  nothing  else  is  accomplished,  it  gives  the  audience 
a sense  of  participation. 

We  have  made  it  a practice,  after  the  pathologist 
has  presented  his  findings,  to  ask  the  speaker  to 
summarize  the  lessons  which  have  been  learned  from 
the  case.  This  gives  him  the  last  word,  and  more 
often  than  not  he  has  something  to  say  which  is  of 
benefit  to  all. 

Many  benefits  have  accrued  to  us  over  the  years 
from  these  exercises.  The  teaching  value  for  all  of 
the  staff  is  obviously  one  of  them.  The  stimulus  to 
the  staff  from  their  contact  with  a learned  mind  and 
a good  speaker  is  another.  Not  knowing  but  what 
any  case  might  be  used  for  clinicopathologic  con- 
ferences, the  quality  of  the  clinical  records  has  shown 
improvement.  More  care  is  taken  to  get  down  on 
the  chart  a good  history  and  a detailed  physical 
examination.  More  thought  has  gone  into  the 
ordering  of  laboratory  work.  And  consultation 
has  been  more  frequently  obtained. 

In  the  beginning  there  was  some  resentment,  or  at 
least  suspicion  of  implied  criticism,  when  permission 
was  asked  of  the  attending  physician  to  use  his  case. 
But  every  effort  was  made  to  conceal  the  identity 
of  the  attending  physician.  He  was  consulted  for 
all  details  before  the  protocol  was  prepared.  After 
that  he  was  never  referred  to  again.  If  any  ques- 
tions arose  during  the  conference,  the  chairman 
answered  them  from  his  own  knowledge  and  did  not 
expose  the  attending  physician  by  a question 
directed  to  him.  As  these  rules  became  known, 
more  and  more  of  the  staff  members  volunteered 
their  cases  for  use  at  the  conferences. 

The  hardest  part  of  the  whole  program  is  the  paper 
work,  the  preparation  of  the  protocol,  and  the  editing 
of  the  transcription.  Firmness,  almost  ruthlessness, 
in  pruning  and  condensing  must  be  used.  When  we 
look  back  on  some  of  the  early  protocols  and  some 
of  the  first  transcriptions  as  finally  edited,  we  are 
amazed  by  the  leniency  in  this  regard  which  we 
permitted  both  ourselves  and  the  speakers.  There 
is  no  way  except  by  doing  this  editing  and  revising 
to  obtain  proficiency  in  it. 

From  our  experience  with  this  program  we  would 
strongly  urge  others  who  are  interested  in  develop- 
ing a hospital  plan  for  continuing  medical  education 
to  try  clinicopathologic  conferences.  They  are 
rewarding,  and  they  are  not  difficult. 

109  Walnut  Street 
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T^est  your  knowledge  of  the  Federal  income  tax 
x law  on  this  quiz  prepared  by  the  American 
Institute  of  Certified  Public  Accountants  in  co- 
operation with  the  Internal  Revenue  Service.  You 
will  find  the  correct  answers  on  page  583. 

1 . During  the  past  year  you  spent  approximately 
$1,000  for  built-in  bookcases  and  wall-to-wall 
carpeting  for  your  office.  Since  your  lease  has  only 
four  years  to  run,  you  may: 

(a)  Deduct  the  $1,000  on  your  1957  tax  return. 

(b)  Amortize  the  cost  over  the  next  four  years. 

(c)  Depreciate  it  over  the  fife  of  the  furnishings. 

2.  When  you  were  transferred  to  another  city, 
your  company  gave  you  a sum  of  money  toward 
the  cost  of  moving  you  and  your  family.  For  tax 
purposes  you  should  consider  this  money  as: 

(a)  A gift  that  is  not  taxable. 

(b)  Income  that  is  subject  to  tax  with  a deduction 
for  only  your  personal  moving  expenses. 

(c)  Income  that  is  subject  to  tax  with  a deduction 
for  the  cost  of  moving  your  entire  family. 

3.  You  have  invested  in  several  blue-chip  stocks. 
The  dividends  received  from  this  investment  are 
exempt  up  to: 

(a)  $50  whether  you  or  your  wife  owns  the  stock. 

(b)  $100  if  the  stock  is  held  jointly  by  you  and 
your  wife. 

(c)  $100  regardless  of  who  owns  the  stock,  pro- 
viding you  file  a joint  return  with  your  wife. 

4.  You  are  not  permitted  to  deduct  as  contri- 
butions your  donations  to  which  of  the  following 
organizations: 

(a)  Charitable  societies. 

(b)  Educational  institutions. 

(c)  Political  parties. 

5.  Your  daughter,  who  was  hospitalized  for 
several  weeks  in  the  earlier  part  of  1957,  was  married 
in  November.  If  she  files  a joint  return  with  her 
husband,  you  may: 

(a)  Not  claim  her  as  a dependent  but  you  may 
deduct  her  medical  expenses. 

(b)  Claim  her  as  a dependent  and  deduct  her 
medical  expenses. 

(c)  Not  claim  her  as  a dependent  and  you  may 
not  deduct  her  medical  expenses. 

6.  You  filled  very  few  inside  straights  during 
the  past  few  months  and  lost  approximately  $300 
to  the  members  of  your  Thursday  night  poker  club. 
You  should: 

(a)  .Deduct  the  loss  in  computing  adjusted  gross 
income. 

(b)  Subtract  the  loss  from  adjusted  gross  income. 


(c)  Give  up  poker  and  start  watching  television 
on  Thursday  nights. 

7.  Last  October  your  car  skidded  on  a wet  road 
and  grazed  a telephone  pole.  The  damage  was  not 
covered  by  insurance  and  it  cost  you  $100  to  have 
the  car  repaired.  To  claim  a casualty  deduction : 

(a)  You  must  have  the  damage  repaired  within 
thirty  days  of  the  accident. 

(b)  You  may  simply  deduct  the  amount  of  the 
repair  bill. 

(c)  You  must  prove  that  you  were  using  the  car 
in  your  work  at  the  time  of  the  accident. 

8.  Which  of  the  following  may  you  not  consider 
as  a deductible  business  expense : 

(a)  A subscription  to  (insert  the  name  of  your 
trade  publication). 

(b)  Commutation  fees. 

(c)  The  costs  of  attending  the  (insert  the  name  of 
a trade)  convention. 

9.  While  playing  hide-and-seek  in  your  back- 
yard, the  neighbor’s  children  trampled  and  killed 
several  of  your  more  expensive  bushes.  The  cost 
of  replacing  this  shrubbery: 

(a)  May  be  deducted  if  it  does  not  exceed  the 
original  cost  of  the  bushes. 

(b)  May  be  deducted  only  if  the  parents  of  the 
children  refuse  to  pay  damages. 

(c)  May  not  be  deducted  under  any  circum- 
stances. 

10.  Your  sixteen-year-old  son  works  during  the 
summer  for  you  in  your  unincorporated  business,  and 
you  pay  him  a weekly  salary.  Since  he  is  a full- 
time employe,  he  is : 

(a)  Required  to  pay  social  security. 

( b ) Not  subj  ect  to  social  security. 

(c)  Permitted  to  decide  whether  he  does  or  does 
not  want  social  security  coverage. 

11.  Last  year  you  gave  your  church  a small  piece 
of  property  for  which  you  had  paid  $500  some  time 
ago.  Its  value  at  the  time  of  the  gift  was  $1,500. 
As  a result : 

(a)  You  may  claim  a tax  deduction  of  $1,500. 

(b)  You  must  pay  a capital  gains  tax  on  the 
$1,000  increase. 

(c)  You  may  claim  a tax  deduction  of  $500. 

12.  There  were  a few  leaks  in  the  shingle  roof 
of  your  office  building,  so  you  constructed  a new  tile 
roof.  You  should: 

(a)  Consider  this  as  a repair  bill  and  deduct  the 
entire  amount  as  a business  expense. on  your 
1957  return. 

(b)  Regard  this  as  a capital  improvement  and 
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depreciate  the  cost  over  a period  of  years. 

(c)  Add  the  cost  of  the  repair  to  the  value  of  the 
property. 

13.  After  you  have  filed  your  personal  1957  tax 
return,  the  Government  is  allowed  to  check  your 
return  and  bill  you  for  additional  tax.  The  period 
of  time  in  which  this  may  be  done  ends: 

)o  (a)  On  the  day  you  file  your  1958  return. 

(b)  Two  years  after  you  file  your  1957  return. 

id  (c)  Three  years  from  the  due  date  of  your  1957 
ot  return. 

~e  14.  On  the  advice  of  a friend,  you  engage  a 
CPA  to  prepare  your  1957  tax  return.  The  fee  he 
in  charges  for  this  service  is : 

(a)  Not  deductible,  since  it  is  a personal  expense, 
ie  (b)  Not  deductible  if  you  are  entitled  to  a refund. 

(c)  Deductible  in  full, 
ir 

Correct  Answers 

r 1.  (b)  On  leased  property  you  normally  spread 

the  cost  of  improvements  over  the  shorter  period — 
i the  life  of  the  improvement  or  the  term  of  the  lease. 
Since  your  lease  expires  in  four  years  and  presumably 
the  furnishings  will  have  a longer  life  than  that,  you 
should  be  able  to  claim  a $250  deduction  on  your 
Federal  tax  return  for  this  year  and  the  next  three 
years. 

2.  (c)  The  money  you  received  from  the  com- 
pany must  be  reported  as  income,  but  you  may  de- 

' duct  the  cost  of  moving  your  entire  family.  If  the 
amount  the  company  gives  you  exceeds  your  ex- 
penses, the  excess  is  taxable.  Conversely,  however, 
if  your  expenses  were  more  than  the  amount  received, 
the  difference  is  not  deductible. 

3.  (a)  and  (b)  are  both  correct.  All  taxpayers 
are  entitled  to  a $50  dividend  exemption.  A 
husband  and  wife  can  combine  their  exemptions 
and  receive  $100  in  dividends  tax  free,  providing 
the  stock  is  jointly  owned.  The  fifing  of  a joint 
return  will  not  qualify  them  for  this  double  exemp- 
tion if  the  stock  is  held  in  only  one  of  their  names. 

4.  (c^  You  cannot  deduct  contributions  to  an 
organization  which  spends  a substantial  part  of  its 
time  lobbying  or  distributing  political  propaganda. 

5.  (a)  You  gained  a son-in-law  but  lost  a $600 
dependency  exemption  for  1957  when  your  daughter 
married  in  November.  All  is  not  lost,  however. 
If  you  provided  more  than  one  half  of  your  daugh- 
ter’s support  during  the  year,  you  may  claim  her 
medical  expenses  as  a deduction  on  your  return. 

6.  (c)  Watching  television  can  be  most  relaxing 
and  it  might  even  help  you  to  forget  your  poker 
losses — which  is  the  thing  to  do  because  net  gam- 
bling losses  are  definitely  not  deductible.  Net 
gambling  gains  are  taxable  as  income,  so  if  you  won 


money  in  a football  pool  or  other  sources,  you  may 
use  your  poker  losses  to  offset  these  gains. 

7.  (b)  The  Internal  Revenue  Service  has  ruled 
that  “if  the  repairs  do  nothing  more  than  restore 
the  property  to  its  condition  immediately  before 
the  casualty  and  do  not  add  to  (its)  value,  utility 
or  useful  fife,  such  repair  costs  may  be  used  as  a 
measure  of  the  value  of  the  destroyed  portion.” 
Where  you  were  going  at  the  time  of  the  accident 
does  not  affect  the  deductibility  of  car  damages. 

8.  (b)  Commutation  fees  are  not  a deductible 
business  expense.  The  cost  of  going  to  and  re- 
turning from  work,  whether  it  be  by  bus,  cab,  train, 
or  plane,  is  not  deductible,  since  it  is  a personal 
expense.  On  the  other  hand,  (a)  and  (c)  are  deduct- 
ible. 

9.  (c)  Damage  to  your  shrubbery  caused  by 
children,  dogs,  or  errant  lawnmowers  is  not  de- 
ductible. If  your  home  or  lawn  is  damaged  by  fire, 
storm,  or  flood,  the  loss  not  covered  by  insurance 
may  be  deducted.  When  large  amounts  are  in- 
volved, it  is  wise  to  have  an  expert  appraisal  made 
immediately  after  the  casualty. 

10.  (b)  Since  your  son  works  for  you , you  are 
not  supposed  to  pay  social  security  tax  on  his 
wages,  nor  is  he  required  to  make  contributions. 
If  your  business  is  incorporated,  however,  the 
corporation  must  pay  social  security  tax  on  his 
salary. 

11.  (a)  Your  deduction  for  a charitable  con- 
tribution is  the  value  of  the  gift  at  the  time  it  is 
made.  You  are  not  considered  to  have  realized  a 
taxable  gain  or  deductible  loss  when  you  give 
property  away.  You  may  claim  a deduction  for 
the  entire  $1,500  so  long  as  this  amount  does  not 
exceed  20  per  cent  (30  per  cent  in  some  cases)  of 
your  adjusted  gross  income. 

12.  (b)  The  roof  is  considered  an  improvement, 
not  an  ordinary  repair.  The  cost  of  replacing  the 
roof  is  deductible  as  depreciation  spread  over  its 
estimated  useful  fife. 

13.  (c)  In  the  absence  of  fraud  or  substantial 
understatement  of  income,  the  Government  has 
three  years  from  the  due  date  of  your  1957  return 
to  check  your  return  and  bill  you  for  additional  tax. 
Since  the  due  date  of  most  individual  returns  is 
April  15  and  for  investigation  purposes  all  returns 
are  treated  as  though  filed  on  the  due  date,  you 
should  be  sure  to  save  all  check  stubs  and  receipted 
bills  to  prove  your  declared  deductions  until  April 
15, 1961. 

14.  (c)  The  fee  which  a CPA  charges  you  to 
prepare  a tax  return  or  defend  the  accuracy  of  your 
return  before  the  Treasury  Department  is  deductible 
in  full  if  you  itemize  deductions. 
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Fuld,  J.  Following  Schloendorff  v.  New  York  Hosp. 
(211  N.  Y.  125),  a bochT  of  law  has  developed  making 
the  liability  of  a hospital  for  injuries  suffered  by  a 
patient,  through  the  negligence  of  its  emplo3res, 
depend  on  whether  the  injury  producing  act  was 
“administrative”  or  “medical.”  The  wisdom  and 
workability  of  this  rule  exempting  hospitals  from 
the  normal  operation  of  the  doctrine  of  respondeat 
superior  have  in  recent  years  come  under  increasing 
attack.  Decision  in  the  present  case  calls  on  us 
to  say  whether  the  rule  should  longer  endure. 

The  plaintiff,  Isabel  Bing,  was  severely  burned 
during  the  course  of  an  operation  performed  at 
St.  John’s  Episcopal  Hospital  by  her  own  physician, 
for  correction  of  a fissure  of  the  anus.  She  had  been 
made  ready  for  the  operation,  before  the  surgeon’s 
appearance,  by  the  hospital  anesthetist  and  by  two 
nurses  also  in  the  employ  of  the  hospital.  Prepara- 
tory to  administering  spinal  anesthesia,  the  anes- 
thetist painted  the  lumbar  region  of  the  patient’s 
back  with  an  alcoholic  antiseptic,  tincture  of 
zephiran,  an  inflammable  fluid,  reddish  in  color. 
Again,  after  induction  of  the  spinal  anesthesia,  one 
of  the  nurses  applied  the  zephiran  solution  to  the 
operative  area.  At  that  time  there  were  three  layers 
of  sheeting  under  the  patient. 

The  nurses  were  fully  aware  that  the  inflammable 
antiseptic  employed  was  potentially  dangerous. 
They  acknowledged  that  they  had  been  instructed, 
not  only  to  exercise  care  to  see  that  none  of  the  fluid 
dropped  on  the  linen,  but  to  inspect  it  and  remove 
any  that  had  become  stained  or  contaminated. 
However,  they  made  no  inspection,  and  the  sheets 
originally  placed  under  the  patient  remained  on  the 
table  throughout  the  operation. 

The  surgeon  was  not  in  the  operating  room  when 
the  antiseptic  was  applied,  and  at  least  fifteen 
minutes  elapsed  before  he  initiated  the  preoperative 
draping  process.  The  draping  completed,  the  doc- 
tor took  a heated  electric  cautery  and  touched  it  to 
the  fissure  to  mark  it  before  beginning  the  actual 
searing  of  the  tissue.  There  was  a “smell  of  very 
hot  singed  linen”  and,  “without  waiting  to  see  a 
flame  or  smoke,”  he  doused  the  area  with  water. 
Assured  that  the  fire  was  out,  he  proceeded  with  the 
operation.  Subsequent  examination  of  the  patient 
revealed  severe  burns  on  her  body;  later  inspection 


of  the  linen,  several  holes  burned  through  the  sheet 
under  her. 

In  the  action  thereafter  brought  against  the  hos- 
pital and  the  surgeon  to  recover  for  the  injuries 
suffered,  there  was  a verdict  against  both.  As  to 
the  hospital,  with  whose  liability  we  are  alone  con- 
cerned, the  court  charged  that  that  defendant  could 
be  held  liable  only  if  plaintiff’s  injuries  occurred 
through  the  negligence  of  one  of  its  employes  while 
performing  an  “administrative,”  as  contrasted  with 
a “medical,”  act.  On  appeal,  the  Appellate  Divi- 
sion by  a closely  divided  vote  reversed  and  dismissed 
the  complaint.  The  majority  of  three,  reasoning 
that  the  application  of  the  antiseptic  was  in  prepa- 
ration for  the  operation  and,  therefore,  part  of  the 
operation  itself  concluded  that  the  injury  resulted 
from  a “medical”  act. 

As  is  apparent,  the  liability  asserted  against  the 
hospital  is  predicted  on  an  independent  act  or  omis- 
sion of  the  hospital-employed  nurses,  and  not  on  any 
conduct  of  theirs  ordered  or  directed  by  a visiting 
doctor  or  surgeon  or,  for  that  matter,  by  any  physi- 
cian. The  evidence  strongly  supports  the  findings, 
implicit  in  the  jury’s  verdict,  that  some  of  the  in- 
flammable zephiran  solution  had  dropped  on  the 
sheet  beneath  the  plaintiff’s  body,  that  it  had  left  a 
stain  discoverable  on  inspection,  that  the  nurses  in 
attendance  had  had  full  opportunity  before  the 
beginning  of  the  operation  to  remove  the  stained 
linen,  and  that  the  solution  (which  had  dropped  on 
the  sheet)  had  given  off  a gaseous  vapor  that  ignited 
on  contact  with  the  heated  cautery.  In  the  light 
of  these  facts,  the  jury  was  thoroughly  justified  in 
concluding  that  the  failure  of  the  nurses  to  remove 
the  contaminated  vapor-producing  linen  constituted 
the  plainest  sort  of  negligence. 

But,  contends  the  hospital,  such  negligence  oc- 
curred during  the  performance  of  a “medical”  act 
and,  accordingly,  under  the  so-called  Schloendorff 
rule,  the  doctrine  of  respondeat  superior  may  not  be 
applied  to  subject  it  to  liability.  The  difficulty  of 
differentiating  between  the  “medical”  and  the  “ad- 
ministrative” in  this  context,  highlighted  as  it  is  by 
the  disagreement  of  the  judges  below,  is  thus  brought 
into  sharp  focus. 

That  difficulty  has  long  plagued  the  courts,  and 


584 


New  York  State  J.  Med. 


LIABILITY  OF  A HOSPITAL  FOR  ACTS  OF  EMPLOYES 


indeed,  as  consideration  of  a few  illustrative  cases 
reveals,  a consistent  and  clearly  defined  distinction 
between  the  terms  has  proved  to  be  highly  elusive. 
Placing  an  improperly  capped  hot  water  bottle  on  a 
patient’s  body  is  administrative  ( Iacono  v.  New 
York  Polyclinic  Med.  School  & Hosp.,  296  N.  Y. 
502),  while  keeping  a hot  water  bottle  too  long  on  a 
patient’s  body  is  medical  ( Sutherland  v.  New  York 
Polyclinic  Med.  School  & Hosp.,  298  N.  Y.  682). 
Administering  blood,  by  means  of  a transfusion,  to 
the  wrong  patient  is  administrative  ( Necolayff 
v.  Genesee  Hosp.,  296  N.  Y.  936),  while  administer- 
ing the  wrong  blood  to  the  right  patient  is  medical 
( Berg  v.  New  York  Soc.  for  Relief  of  Ruptured  & 
Crippled,  1 N.  Y.  2d  499,  revg.  286  App.  Div.  783). 
Employing  an  improperly  sterilized  needle  for  a 
hypodermic  injection  is  administrative  {Peck  v. 
Towns  Hosp.,  275  App.  Div.  302),  while  improperly 
administering  a hypodermic  injection  is  medical 
{Bryant  v.  Presbyterian  Hosp.  in  City  of  N.  Y.,  304 
N.  Y.  538).  Failing  to  place  sideboards  on  a bed 
after  a nurse  decided  that  they  were  necessary  is 
administrative  {Ranelli  v.  Society  of  N.  Y.  Hosp., 
295  N.  Y.  850),  while  failing  to  decide  that  side- 
boards should  be  used  when  the  need  does  exist  is 
medical  {Grace  v.  Manhattan  Eye,  Ear  & Throat 
Hosp.,  301  N.  Y.  660). 

From  distinctions  such  as  these  there  is  to  be 
educed  neither  guiding  principle  nor  clear  delineation 
of  policy;  they  cannot  help  but  cause  confusion, 
cannot  help  but  create  doubt  and  uncertainty. 
And  while  the  failure  of  the  nurses  in  the  present 
case  to  inspect  and  remove  the  contaminated  linen 
might  perhaps  be  denominated  an  administrative 
default,  we  do  not  consider  it  either  wise  or  neces- 
sary again  to  become  embroiled  in  an  overnice  dis- 
putation as  to  whether  it  should  be  labeled  adminis- 
trative or  medical.  The  distinctions,  it  has  been 
noted,  were  the  result  of  “a  judicial  policy  of  com- 
promise between  the  doctrines  of  respondeat  superior 
and  total  immunity  for  charitable  institutions.” 
(Bobbe,  Tort  Liability  of  Hospitals  in  New  York,  37 
Corn.  L.  Q.  419,  438.)  The  better  to  understand  the 
problem  presented,  a brief  backward  glance  into 
historical  beginnings  proves  profitable. 

The  doctrine  declaring  charitable  institutions  im- 
mune from  liability  was  first  declared  in  this  country 
in  1876.  {McDonald  v.  Massachusetts  Gen.  Hosp., 
120  Mass.  432.)  Deciding  that  a charity  patient, 
negligently  operated  on  by  a student  doctor, 
could  not  hold  the  hospital  responsible,  the  court 
reasoned  that  the  public  and  private  donations  that 
supported  the  charitable  hospital  constituted  a 
trust  fund  which  could  not  be  diverted.  As  sole 
authority  for  its  conclusion,  the  Massachusetts 
court  relied  on  an  English  case  {Holliday  v.  St. 
Leonard’s,  11  C.  B.  N.  S.  192,  142  Eng.  Rep.  769), 
which  in  turn  was  based  on  a dictum  in  a case  de- 
cided in  1839  {Duncan  v.  Findlater,  6 Cl.  & Fin.  894, 
7 Eng.  Rep.  934),  failing,  apparently,  to  note  that 
the  dictum  in  the  earlier  case  had  been  overruled 
(see  Mersey  Docks  Trustees  v.  Gibbs,  11  H.  L.  Cas. 
686)  and  that  the  decision  in  the  other  had  been 
reversed.  (See  Foreman  v.  Mayor  of  Canterbury, 


6 Q.  B.  214.)1  At  any  rate,  after  the  McDonald 
case  was  decided  {supra,  120  Mass.  432),  other 
courts  in  this  country  though  not  all  on  the  same 
theory  or  for  the  same  reason,  followed  the  lead  of 
Massachusetts  in  exempting  the  charitable  hospital 
from  liability,  and  so  in  time  did  the  courts  of  New 
York.  (See  4 Scott  on  Trusts  [2d  ed.,  1956],  § 402, 
p.  2895  et  seq.;  Bobbe,  supra,  37  Corn.  L.  Q.  419, 
420-425. 

Although  it  was  not  the  first  case  to  deal  with  the 
general  subject  in  this  state,  Schloendorff  v.  New 
York  Hosp.  {supra,  211  N.  Y.  125)  was  the  most  im- 
portant of  the  early  decisions  to  be  handed  down  by 
this  court.  It  was  there  declared  broadly  that  a 
charitable  hospital  was  not  responsible  for  the  negli- 
gence of  its  physicians  and  nurses  in  the  treatment 
of  patients.  Two  reasons  were  assigned  for  that 
conclusion.  The  first  was  that  one  who  seeks  and 
accepts  charity  must  be  deemed  to  have  waived  any 
right  to  damages  for  injuries  suffered  through  the 
negligence  of  his  benefactor’s  servants — and  yet  the 
rule  was  not  limited  to  charity  patients  but  was  ex- 
panded to  cover  both  paying  patients  and  a private 
or  profit-making  hospital.  (See  Bakal  v.  University 
Heights  Sanitarium,  302  N.  Y.  870,  affg.  277  App. 
Div.  572;  Steinert  v.  Brunswick  Home,  172  Misc. 
787,  affd.  259  App.  Div.  1018,  motion  for  leave  to 
appeal  denied  284  N.  Y.  822.)  The  second  reason 
which  the  court  advanced  was  that  the  principle  of 
respondeat  superior  was  not  to  be  applied  to  doctors 
and  nurses.  It  was  the  court’s  thought  that,  even 
though  employed  by  the  hospital,  they  were  to  be 
regarded  as  independent  contractors  rather  than 
employes  because  of  the  skill  they  exercised  and  the 
lack  of  control  exerted  over  their  work — and  yet,  we 
pause  again  to  interpolate,  the  special  skill  of  other 
employes  (such  as  airplane  pilots,  locomotive  engi- 
neers, chemists,  to  mention  but  a few)  has  never  been 
the  basis  for  denying  the  application  of  respondeat 
superior  and,  even  more  to  the  point,  that  very 
principle  has  been  invoked  to  render  a public  hos- 
pital accountable  for  the  negligence  of  its  doctors, 
nurses,  and  other  skilled  personnel.  (See  Becker  v. 
City  of  New  York,  2 N.  Y.  2d  226;  Liubowsky  v.  State 
of  New  York,  285  N.  Y.  701,  affg.  260  App.  Div.  416. 

The  Schloendorff  rule  has  pursued  an  inconstant 
course,  riddled  with  numerous  exceptions  and  sub- 
jected to  various  qualifications  and  refinements.2 

1 This  historical  item  prompted  one  court,  which  recently 

abandoned  the  immunity  doctrine,  to  say:  “Ordinarily, 

when  a court  decides  to  modify  or  abandon  a court-made 
rule  of  long  standing,  it  starts  out  by  saying  that  ‘the  reason 
for  the  rule  no  longer  exists.’  In  this  case,  it  is  correct  to 
say  that  the  ‘reason’  originally  given  for  the  rule  of  immunity 
never  did  exist.”  {Pierce  v.  Yakima  Vet.  Mem.  Hosp.  Assn., 
43  Wn.  2d  162,  167.) 

2 See,  e.g.,  Matter  of  Bernstein  v.  Beth  Israel  Hosp.  (236 
N.  Y.  268);  Phillips  v.  Buffalo  Gen.  Hosp.  (239  N.  Y.  188); 
Sheehan  v.  North  Country  Community  Hosp.  (273  N.  Y.  163); 
Dillon  v.  Rockaway  Beach  Hosp.  (284  N.  Y.  176);  Liubowsky 
v.  State  of  New  York  (supra,  285  N.  Y.  701,  affg.  260  App. 
Div.  416);  Bakal  v.  University  Heights  Sanitarium  (supra, 
302  N.  Y.  870,  affg.  277  App.  Div.  572);  Mrachek  v.  Sunshine 
Biscuit  (308  N.  Y.  116);  Berg  v.  New  York  Soc.  for  Relief  of 
Ruptured  & Crippled  (supra,  1 N.  Y.  2d  499);  Becker  v. 
City  of  New  York  (supra,  2 N.  Y.  2d  226);  Steinert  v.  Bruns- 
wick Home  (supra,  172  Misc.  787,  affd.  259  App.  Div.  1018, 
motion  for  leave  to  appeal  denied  284  N.  Y.  822). 
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While  it  would  serve  no  useful  purpose  to  trace  in 
detail  the  doctrinal  changes  and  modifications  or  the 
shifting  theories  advanced  to  support  them,  we 
briefly  note  two  or  three  of  the  more  striking  in- 
stances. Wre  have  already  remarked  the  qualifica- 
tion which  excepts  public  hospitals,  those  owned  by 
the  state  or  city,  from  the  operation  of  the  Schloen- 
dorff  rule  and  from  the  application  of  the  medical- 
administrative  distinction.  (See,  e.g.,  Becker  v. 
City  of  New  York,  supra,  2 N.  Y.  2d  226;  Liubowsky 
v.  State  of  New  York,  supra,  285  N.  Y.  701,  affg. 
260  App.  Div.  416.)  And  in  Berg  v.  New  York  Soc. 
for  Relief  of  Ruptured  & Crippled  (supra,  1 N.  Y. 
2d  499,  revg.  286  App.  Div.  783),  the  court  carved 
another  large  segment  out  of  that  rule  by  holding 
that  those  distinctions  were  to  be  discarded  in  every 
case  in  which  the  injury-producing  act  was  per- 
formed by  a nonprofessional  employe. 

The  cases  to  which  we  have  adverted  do  not 
merely  illustrate  fluctuation  of  doctrine  and  the 
vicissitudes  of  judgment.  They  rather  demon- 
strate the  inherent  incongruity  of  the  immunity  rule 
itself.  A distinction  unique  in  the  law  should  rest  on 
stronger  foundations  than  those  advanced.  Indeed, 
the  first  ground  stated  in  Schloendorff,  namely, 
that  there  is  a waiver  by  the  patient  of  his  right  to 
recover  for  negligent  injury,  has  long  been  aban- 
doned as  “logically  weak”  and  “pretty  much  a 
fiction.”  (Phillips  v.  Buffalo  Gen.  Hosp.,  239  N.  Y. 
188,  189;  Sheehan  v.  North  Country  Community 
Hosp.,  273  N.  Y.  163,  166.)  The  second  ground — 
that  professional  personnel,  such  as  doctors,  nurses, 
and  internes,  should  be  deemed  independent  con- 
tractors, though  salaried  employes — is  inconsistent 
with  what  they  have  been  held  to  be  in  every  other 
context  and,  to  a large  extent,  even  in  this  one. 
For  example,  the  nurse,  regarded  as  an  independent 
contractor  when  she  injures  a patient  by  an  act 
characterized  as  medical,  is  considered  an  employe 
of  the  hospital,  entitled  to  compensation,  if  she 
should  happen  to  injure  herself  by  that  very  same 
act.  (See  Matter  of  Bernstein  v.  Beth  Israel  Hosp., 
236  N.  Y.  268.)  Further,  in  holding  the  city  re- 
sponsible for  injuries  sustained  through  the  care- 
lessness of  members  of  the  staff  of  a city  hospital, 
not  only  did  we  recognize  that  they  were  employes, 
to  whom  the  doctrine  of  respondeat  superior  applies, 
but  we  noted  the  anomaly  of  treating  as  independent 
contractors  “persons,  who  by  all  other  tests  are 
clearly  employees.”  (Becker  v.  City  of  New  York, 
supra,  2 N.  Y.  2d  226,  235;  and  cf.  Mrachek  v. 
Sunshine  Biscuit,  308  N.  Y.  116.) 

Nor  may  the  exemption  be  justified  by  the  fear, 
the  major  impetus  originally  behind  the  doctrine, 
that  the  imposition  of  liability  will  do  irreparable 
harm  to  the  charitable  hospital.  At  the  time  the 
rule  originated,  in  the  middle  of  the  nineteenth 
century,  not  only  was  there  the  possibility  that  a 
substantial  award  in  a single  negligence  action  might 
destroy  the  hospital,  but  concern  was  felt  that  a 
ruling  permitting  recovery  against  the  funds  of 
charitable  institutions  might  discourage  generosity 
and  “constrain *  * * * [them],  as  a measure  of  self- 
protection, to  limit  their  activities.”  (Schloendorff 
v.  New  York  Hosp.,  supra , 211  N.  Y.  125,  135.) 


Whatever  problems  today  beset  the  charitable  hos- 
pital, and  they  are  not  to  be  minimized,  the  dangers 
just  noted  have  become  less  acute.  Quite  apart 
from  the  availability  of  insurance  to  protect  against 
possible  claims  and  lawsuits,  we  are  not  informed 
that  undue  hardships  or  calamities  have  overtaken 
them  in  those  jurisdictions  where  immunity  is 
withheld  and  liability  imposed.  (See,  e.g.,  President 
<fc  Directors  of  Georgetown  Coll.  v.  Hughes,  130  F. 
2d  810,  823-824;  Cohen  v.  General  Hosp.  Soc.,  113 
Conn.  188,  193;  Pierce  v.  Yakima  Val.  Mem.  Hosp. 
Assn.,  43  Wn.  2d  162,  171—172.)  In  any  event, 
today’s  hospital  is  quite  different  from  its  predeces- 
sor of  long  ago;  it  receives  wide  community  support, 
employs  a large  number  of  people,  and  necessarily 
operates  its  plant  in  businesslike  fashion. 

Based  on  considerations  such  as  those  remarked 
in  the  preceding  pages,  and  others,  the  trend  of  de- 
cision throughout  the  country  has  more  and  more 
been  away  from  nonliability.  (See,  e.g.,  President 
& Directors  of  Georgetown  Coll.  v.  Hughes,  supra, 
130  F.  2d  810,  818-822;  Pierce  v.  Yakima  Val. 
Mem.  Hosp.  Assn.,  supra,  43  Wn.  2d  162,  175-177; 
Note,  25  A.  L.  R.  2d  29.)  As  one  court  observed, 
“American  judicial  thinking,  which  formerly  gave 
‘overwhelming’  acceptance  to  the  immunity  rule, 
now  gives  that  doctrine  a very  modest  majority.” 
(Pierce  v.  Yakima  Val.  Mem.  Hosp.  Assn.,  supra, 
43  Wn.  2d  162,  177.)  In  point  of  fact,  a survey  of 
recent  cases — those  decided  since  the  middle  1940’s 
— demonstrates  not  only  that  the  immunity  rule 
has  been  rejected  in  every  jurisdiction  where  the 
court  was  unfettered  by  precedent,3  but  that  the 
doctrine  has  been  overruled  and  abandoned  in  a 
number  of  states  where  nonliability  had  long  been 
the  rule.4 

Although  we  have  hitherto  refrained  from  pro- 
nouncing “the  ultimate  fate”  of  the  Schloendorff  rule 
(Becker  v.  City  of  New  York,  supra,  2 N.  Y.  2d 
226,  235;  Berg  v.  New  York  Soc.  for  Relief  of 
Ruptured  & Crippled  supra,  1 N.  Y.  2d  499,  503), 
we  have  long  indicated  our  dissatisfaction  with  it, 
and  only  last  year,  in  further  expanding  the  hos- 
pital’s liability,  the  court  posed  this  searching  and 
suggestive  question  (1  N.  Y.  2d  499,  502):  “What 


3 See  President  & Directors  of  Georgetown  Coll.  v.  Hughes 
{supra,  130  F.  2d  810) ; Moats  v.  Sisters  of  Charity  of  Provi- 
dence (13  Alaska  546);  Durney  v.  St.  Francis  Hosp.  (46  Del. 
350);  Rickbeil  v.  Grafton  Deaconess  Hosp.  (74  N.  D.  525); 
Foster  v.  Roman  Catholic  Diocese  (116  Vt.  124). 

* See  Ray  v.  Tucson  Med.  Center  (72  Ariz.  22);  Silva  v. 
Providence  Hosp.  of  Oakland,  (14  Cal.  2d  762);  Wheat  v. 
Idaho  Falls  Latter  Day  Saints  Hosp.  (297  P.  2d  1041  [Idaho]); 
Haynes  v.  Presbyterian  Hosp.  Assn.  (241  Iowa  1269);  Noel  v. 
Menninger  Foundation  (175  Kan.  751);  Mississippi  Baptist 
Hosp.  v.  Holmes  (214  Miss.  906);  Avellone  v.  St.  John's  Hosp. 
(165  Ohio  St.  467,  469);  Pierce  v.  Yakima  Val.  Mem.  Hosp. 
Assn,  {supra,  43  Wn.  2d  162). 

And,  it  is  worthy  of  note,  there  is  general  agreement  among 
text  writers  and  other  commentators  that  the  rule  of  im- 
munity should  be  abandoned  and  the  doctrine  of  respondeat 
superior  reaffirmed  to  render  the  hospital  liable  for  the  torts 
of  its  employes.  (See,  e.g.,  4 Scott,  op.  cit.,  § 402,  p.  2893 
et  seq.;  2A  Bogert  on  Trusts  and  Trustees  [1953],  § 401,  pp. 
241-254;  Prosser  on  Torts  [2d  ed.,  1955],  § 109,  p.  786 
et  seq.;  2 Harper  and  James  on  The  Law  of  Torts-  [1956], 
p.  1937,  n.  9;  Bobb6,  supra,  37  Corn.  L.  Q.  419;  Feezer,  The 
Tort  Liability  of  Charities,  77  U.  of  Pa.  I.  Rev.  191;  Note, 
163  Journal  Amer.  Med.  Assn.  283,  285.) 
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reason  compels  us  to  say  that  of  all  employees 
working  in  their  employers’  businesses  (including 
charitable,  educational,  religious  and  governmental 
enterprises)  the  only  ones  for  whom  the  employers 
can  escape  liability  are  the  employees  of  hospitals?” 

The  doctrine  of  respondeat  superior  is  grounded  on 
firm  principles  of  law  and  justice.  Liability  is  the 
rule,  immunity  the  exception.  It  is  not  too  much 
to  expect  that  those  who  serve  and  minister  to  mem- 
bers of  the  public  should  do  so,  as  do  all  others,  sub- 
ject to  that  principle  and  within  the  obligation  not 
to  injure  through  carelessness.  It  is  not  alone  good 
morals  but  sound  law  that  individuals  and  organ- 
izations should  be  just  before  they  are  generous, 
and  there  is  no  reason  why  that  should  not  apply 
to  charitable  hospitals.  “Charity  suffereth  long 
and  is  kind,  but  in  the  common  law  it  cannot  be 
careless.  When  it  is,  it  ceases  to  be  kindness  and 
becomes  actionable  wrongdoing.”  ( President  & 
Directors  of  Georgetovm  Coll.  v.  Hughes , supra, 
130  F.  2d  810,  813.)  Insistence  on  respondeat 
superior  and  damages  for  negligent  injury  serves  a 
two-fold  purpose,  for  it  both  assures  payment  of  an 
obligation  to  the  person  injured  and  gives  warning 
that  justice  and  the  law  demand  the  exercise  of  care. 

The  conception  that  the  hospital  does  not  under- 
take to  treat  the  patient,  does  not  undertake  to  act 
through  its  doctors  and  nurses,  but  undertakes  in- 
stead simply  to  procure  them  to  act  on  their  own 
responsibility,  no  longer  reflects  the  fact.  Present- 
day  hospitals,  as  their  manner  of  operation  plainly 
demonstrates,  do  far  more  than  furnish  facilities  for 
treatment.  They  regularly  employ  on  a salary  basis 
a large  staff  of  physicians,  nurses,  and  internes,  as 
well  as  administrative  and  manual  workers,  and  they 
charge  patients  for  medical  care  and  treatment, 
collecting  for  such  services,  if  necessary,  by  legal 
action. 

Certainly,  the  person  who  avails  himself  of  “hos- 
pital facilities”  expects  that  the  hospital  will 
attempt  to  cure  him,  not  that  its  nurses  or  other 
employes  will  act  on  their  own  responsibility. 

Hospitals  should,  in  short,  shoulder  the  responsi- 
bilities borne  by  everyone  else.  There  is  no  reason 
to  continue  their  exemption  from  the  universal 
rule  of  respondeat  superior.  The  test  should  be, 
for  these  institutions,  whether  charitable  or  profit- 
making, as  it  is  for  every  other  employer,  was  the 
person  who  committed  the  negligent  injury-produc- 
ing act  one  of  its  employees  and,  if  he  was,  was  he 
acting  within  the  scope  of  his  employment. 

The  rule  of  nonliability  is  out  of  tune  with  the 
life  about  us,  at  variance  with  modern-day  needs  and 
with  concepts  of  justice  and  fair  dealing.  It 
should  be  discarded.  To  the  suggestion  that  stare 


decisis  compels  us  to  perpetuate  it  until  the  legis- 
lature acts,  a ready  answer  is  at  hand.  It  was  in- 
tended, not  to  effect  a “petrifying  rigidity,”  but  to 
assure  the  justice  that  flows  from  certainty  and  sta- 
bility. If,  instead,  adherence  to  precedent  offers  not 
justice  but  unfairness,  not  certainty  but  doubt  and 
confusion,  it  loses  its  right  to  survive,  and  no  prin- 
ciple constrains  us  to  follow  it.  On  the  contrary,  as 
this  court,  speaking  through  Judge  Desmond  in 
Woods  v.  Lancet  (303  N.  Y.  349,  355),  declared,  we 
would  be  abdicating  “our  own  function,  in  a field 
peculiarly  nonstatutory,”  were  we  to  insist  on  legis- 
lation and  “refuse  to  reconsider  an  old  and  unsatis- 
factory court-made  rule.” 

In  sum,  then,  the  doctrine  according  the  hospital 
an  immunity  for  the  negligence  of  its  employes  is 
such  a rule,  and  we  abandon  it.  The  hospital’s 
liability  must  be  governed  by  the  same  principles 
of  law  as  apply  to  all  other  employers. 

The  judgment  of  the  Appellate  Division  should  be 
reversed  and  a new  trial  granted,  with  costs  to  abide 
the  event. 

Conway,  Ch.  J.  (concurring).  I concur  in  result. 

I regret  my  inability  to  concur  in  the  opinion  of 
Judge  Fuld.  I think  that,  as  Judge  Fuld  points  out 
on  page  661  of  his  opinion,  “the  failure  of  the  nurses 
* * * to  inspect  and  remove  the  contaminated  linen 
might,  perhaps,  be  denominated  an  administrative 
default  * * I think  that  it  was  an  administrative 
default,  and  that  the  hospital  should  be  held  to  be 
responsible  under  the  reasoning  of  the  many  author- 
ities cited  and  collated  in  Judge  Fuld’s  opinion. 
We  should  stop  there  and  not  go  on  to  overrule  the 
doctrine  of  Schloendorff  v.  New  York  Hosp.  (211  N.  Y. 
125).  A voluntary  hospital  is  not  conducted  as  a 
business.  Very  few,  if  any,  voluntary  hospitals 
reach  the  end  of  any  year  without  a deficit  which  has 
to  be  made  up  by  its  board  of  directors  or  by  other 
charitable  gifts.  This  is  especially  so  of  small 
hospitals.  In  my  judgment,  the  doctrine  of  the 
Schloendorff  case  has  justified  itself  over  the  years 
and  has  enabled  voluntary  hospitals  to  survive. 
That  is  particularly  so  in  small  communities  as 
distinguished  from  larger  cities.  We  need  both  the 
large  and  small  voluntary  hospital.  The  alternative 
is  public  hospitals  supported  by  county  or  State  or 
stock  company  hospitals  operating  as  businesses 
organized  for  profit.  Since  it  is  unnecessary,  in  my 
judgment,  on  these  facts  to  overrule  Schloendorff  v. 
New  York  Hosp.  (supra),  I would  reverse  here  on 
the  ground  that  we  have  presented  to  us  only  a 
negligent  administrative  act  performed  by  nurses. 

Desmond,  Dye,  Froessel,  Van  Voorhis  and 
Burke,  J.  J concur  with  Fuld  J.;  Conway,  Ch.  J., 
concurring  for  reversal  in  a separate  memorandum. 


The  man  she  had  was  kind  and  clean 
And  well  enough  for  every  day, 

But,  oh,  dear  friends,  you  should  have  seen 
The  one  that  got  away! — Dorothy  Parker 
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SYNOPSIS  OF 
COUNCIL  MINUTES 

There  follows  a synopsis  of  the  minutes  of  the  December  12,  1957,  Council  meeting,  as 

adopted  January  9,  1958. 


The  Council  met  at  the  Manhattan  Club,  New 
York  City,  from  9:23  a.m.  until  12:55  p.m.,  on 
Thursday,  December  12,  1957,  Dr.  Thurman  B. 
Givan,  president,  presiding.  Nineteen  members  of 
the  Council  were  present;  five  were  excused,  and 
eleven  others  were  present  by  invitation,  including 
trustees,  executives,  and  legal  counsel. 

After  introduction  by  the  president  of  Dr.  Ed- 
ward T.  Wentworth,  past-president  of  the  Medical 
Society  of  the  State  of  New  York,  and  Dr.  Philip  D. 
Allen,  president  of  the  Medical  Society  of  the  County 
of  New  York,  the  minutes  of  the  November  14 
meeting  were  approved,  with  six  corrections. 

Executive  Committee 

Dr.  Anderton  reported  the  committee  had  met  the 
previous  day,  and  considered  certain  correspondence. 
The  Council  voted  to  refer  to  the  Legislation  Com- 
mittee the  following  resolution  from  the  Medical 
Society  of  the  County  of  Wyoming: 

Whereas,  it  is  the  feeling  of  the  members  of  the 
Wyoming  County  Medical  Society  that  radiology 
services  performed  in  hospitals  are  the  product  of 
the  joint  contribution  of  hospitals,  doctors,  and 
technicians,  but  these  services  constitute  medical 
services  which  must  be  performed  by  or  under  the 
direction  and  supervision  of  a doctor,  and  no 
hospital  shall  have  the  right,  directly  or  indirectly, 
to  direct,  control,  or  interfere  with  the  profes- 
sional medical  acts  and  duties  of  the  doctor  in 
charge  of  the  radiology  facilities  or  of  the  tech- 
nicians under  his  supervision;  and 

Whereas,  each  hospital  should  arrange  for 
such  services  and  for  the  direction  and  super- 
vision of  its  radiology  department  by  entering  into 
either  an  oral  or  written  agreement  with  a doctor 
who  is  a member  of  or  acceptable  to  the  hospital 
medical  staff.  Such  doctor  may  or  may  not  be  a 
specialist.  The  department  may  be  supervised 
and  directed  by  a qualified  member  of  the  staff 
and  specific  services  may  be  referred  to  a special- 
ist, or  the  specialist  may  also  direct  and  super- 
vise the  department  as  may  be  desired.  Any 
contract  so  entered  into  shall  be  in  accordance 
with  the  principles  stated  herein;  and 

Whereas,  technicians  and  other  personnel  (not 
including  doctors)  in  the  radiology  department, 
shall  (unless  the  department  is  leased  or  unless 


the  hospital  and  doctor  mutually  agree  otherwise) 
be  employes  of  the  hospital,  subject  to  the  rules 
and  regulations  of  the  hospital  applicable  to 
employes  generally,  but  under  the  direction  and 
supervision  of  the  doctor  in  charge  of  the  depart- 
ment; and 

Whereas,  the  contract  between  the  hospital 
and  doctor  in  charge  of  the  x-ray  facilities  may 
contain  any  provision  for  compensation  of  each 
upon  which  they  mutually  agree,  provided,  how- 
ever, that  no  contract  shall  be  entered  into  which 
in  any  way  creates  the  relationship  of  employer 
and  employe  between  the  hospital  and  the  doctor, 
and  a percentage  arrangement  is  not  and  shall  not 
be  construed  to  be  unprofessional  conduct  on  the 
part  of  the  physician  or  in  violation  of  the  statutes 
of  the  State  of  New  York  upon  the  part  of  the 
hospitals;  now  therefore  be  it  hereby 

Resolved , that  all  fees  for  radiology  services  must 
be  paid  for  as  medical  and  not  hospital  services; 

and  be  it  further 

Resolved,  that  this  resolution  be  referred  to  the 
Medical  Society  of  the  State  of  New  York  for 
action  and  implementation  through  legislative 
control. 

A letter  from  Mr.  Adrian  Levy,  Assistant  Com- 
missioner for  Vocational  Rehabilitation,  New  York 
State  Education  Department,  contained  the  fol- 
lowing sentence:  “I  should  like  to  thank  you  and 
the  Council  for  your  past  and  continuing  coopera- 
tion with  our  program  and  for  your  assistance  in 
helping  us  achieve  our  rehabilitation  program  goals 
effectively.'  ' 

The  Council  approved  remission  of  dues  as  rec- 
ommended in  the  agenda,  including  request  to 
American  Medical  Association  for  similar  action. 

Secretary’s  Report 

The  Council  approved  nominating  to  the  State 
Board  of  Regents  names  of  Dr.  W.  Guernsey  Frey, 
Jr.,  Dr.  Beverly  Chew  Smith,  and  Dr.  William  B. 
Rawls,  one  to  be  appointed  for  three  years  as  a 
member  of  the  Nurse  Advisory  Council  of  the  State 
Education  Department. 

The  secretary  detailed  his  activities  during  the 
preceding  month. 

The  report  was  approved. 
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Treasurer’s  Report 

Accepted,  including  recommendation  to  Board  of 
Trustees  regarding  budget  changes. 

Committee  Reports 

Blood  Banks  Commission. — Dr.  Leo  E.  Gibson, 
chairman,  requested  Dr.  John  F.  Rogers  to  report  as 
chairman  of  the  Special  Committee  on  Future  Status 
of  the  Blood  Banks  Association  and  the  North  East 
District  Clearing  House.  The  Council  approved 
the  report  which  recommended  that  the  Board  of 
Trustees  appropriate  $16,000  to  the  Blood  Banks 
Association  for  1958,  and  that  previous  sums  ad- 
vanced to  the  Blood  Banks  Association  “should  be 
considered  as  a part  of  the  educational  service 
rendered  by  the  Medical  Society  to  the  physicians 
and  the  public.” 

Constitution  and  Bylaws. — The  Council  approved 
of  an  amendment  to  the  bylaws  of  the  Medical 
Society  of  the  County  of  New  York. 

Convention.— Dr.  Frederic  A.  Wurzbach,  Jr., 
chairman,  reported  regarding  progress,  and  the 
Council  voted,  with  approval  of  Counsel,  his  recom- 
mendation that  the  Board  of  Trustees  be  requested 
to  allocate  a sum  not  to  exceed  $5,000  for  20  large 
and  ten  small  transparency  cases  for  scientific 
exhibits. 

Economics. — Report  from  Dr.  John  C.  McClin- 
tock,  chairman,  was  accepted,  with  details  of  meet- 
ing regarding  Medicare  at  Philadelphia,  Pennsyl- 
vania, December  5,  under  the  auspices  of  the  Ameri- 
can Medical  Association. 

Industrial  Health. — Dr.  Anthony  A.  Mira, 
director  of  the  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation,  reported  for  Dr.  Peter 
J.  Di  Natale,  chairman,  regarding  courses  in  oc- 
cupational medicine  at  the  University  of  Rochester; 
proposed  questionnaire  to  be  used  by  the  Commerce 
and  Industry  Association;  letter  from  President 
Givan  to  county  medical  societies,  urging  each  to 
have  an  industrial  health  committee,  and  the  di- 
rector’s attendance  at  the  American  Public  Health 
Association  conference  in  Cleveland,  Ohio. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
reported  in  detail  regarding  legislative  matters. 
He  reported  attending  Governor  Harriman’s  First 
Annual  Executive  Legislative  Institute  in  Albany, 
November  19,  and  his  recent  meetings  in  upstate 
cities.  He  commented  upon  the  proposed  State 
legislative  commission  regarding  laws  and  regula- 
tions of  death  certification  and  autopsy.  He  an- 
nounced the  1958  Legislature  would  convene  Jan- 
uary 8 and  stated  he  expected  to  report  to  the  Coun- 
cil upon  resolution  received  from  Genesee  County 
Medical  Society,  at  the  January  meeting,  after  his 
committee  had  met  January  7,  1958.  There  was 
also  distributed  with  Dr.  Fineberg’s  report,  copy  of 
opinion  of  U.S.  Supreme  Court,  holding  there  is  no 
violation  of  the  law  when  blood  samples  are  taken 
from  an  unconscious  patient;  e.g.,  to  be  tested  for 
alcoholic  content.  Dr.  Fineberg  commented  upon 


the  Forand  Bill,  in  the  U.S.  Congress. 

Dr.  Givan  reported  representing  the  Society  at  a 
meeting  of  the  executive  committee  of  the  Radio- 
logical Society  of  the  State  of  New  York,  which 
had  under  consideration  a possible  law  to  state  that 
the  practice  of  radiology  is  the  practice  of  medicine. 
The  Council  voted  approval  of  Dr.  Givan’s  actions. 

Office  Administration  and  Policies. — Dr.  Ander- 
ton  reported  for  Dr.  John  J.  Masterson,  chairman. 
Approval  was  voted  by  the  Council,  including  rec- 
ommending to  the  Board  of  Trustees,  for  an  increase 
in  the  1958  budget  of  $200  for  mimeograph  machine 
repair  and  $320  for  acquisition  of  three  desks  and 
one  typewriter  from  the  Blood  Banks  Association. 

Publication. — It  was  voted  to  recommend  that 
the  chairman  of  the  Board  of  Trustees  be  empowered 
to  sign  a contract  with  Linde-Lathrop  Paper  Com- 
pany for  not  more  than  200  tons  for  the  Journal, 
during  1958.  The  committee  also  reported  in  de- 
tail regarding  the  financial  situation  of  the  Journal. 
The  report  was  accepted. 

Planning  Committee  for  Medical  Policies. — 

Suitable  Headquarters  Subcommittee , Dr.  Walter  W. 
Mott,  chairman,  reported  regarding  available 
space  at  the  Coliseum  Tower,  Columbus  Circle, 
and  at  50  West  44th  Street.  The  committee  was 
instructed  to  report  about  the  latter  at  the  January 
Council  meeting. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  reported  regarding  meetings  of 
Subcommittees  on  Cerebral  Palsy,  Heart  Disease, 
General  Practice,  and  Cancer,  and  a meeting  of  the 
committee  with  representatives  of  the  New  York 
State  Department  of  Health,  Dr.  Herman  E. 
Hilleboe,  Commissioner.  The  Health  Department 
desires  active  interest  by  physicians  in  its  water 
pollution  control  program,  to  be  presented  to  the 
medical  profession  in  a booklet  and  in  a joint  letter 
from  President  Givan  and  Commissioner  Hilleboe. 

The  committee  urged  “that  county  medical  so- 
cieties be  encouraged  to  investigate  and  initiate 
workshop  educational  programs  for  their  members, 
especially  endorsing  the  heart  program  as  carried 
out  by  certain  counties;  also  that  wide  membership 
participation  be  urged.”  The  committee  urged 
authorization  for  “Dr.  J.  G.  Fred  Hiss  to  meet  with 
representatives  of  the  State  Health  Department, 
the  New  York  Heart  Assembly,  and  the  New  York 
Heart  Association,  and  of  the  New  York  State 
Pharmaceutical  Association  to  explain  to  them  the 
proposed  approach  (in  the  metropolitan  area  and 
upstate),  allowing  for  development  of  individual 
programs  by  individual  counties.” 

In  regard  to  the  prevention  of  rheumatic  fever  by 
penicillin,  the  Council  approved  the  foregoing  prop- 
osition, and  also  that  efforts  be  made  to  post  in  all 
operating  rooms  and  x-ray  departments  in  New 
York  State  a poster  with  detailed  steps  to  be  taken 
in  case  of  cardiac  arrest.  “Mouth  to  mouth  ex- 
pired air  resuscitation  was  approved  as  the  method 
of  choice  for  field  resuscitation.” 

The  report  of  the  Subcommittee  on  General  Prac- 
tice emphasized  the  need  for  more  general  practice 
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orientation  among  medical  students,  and  revision 
of  the  Health  Examination  Form. 

Dr.  Moore  reported  that  his  committee  had  as- 
sisted in  preparation  of  programs  for  19  medical 
meetings  during  the  preceding  month.  He  com- 
mended the  report  of  the  Subcommittee  on  Cerebral 
Palsy  that  it  “lie  dormant  until  other  pressing  prob- 
lems in  cerebral  palsy  came  on  the  horizon.”  The 
Council  voted  approval  of  paying  one-way  fare  and 
one-day  expenses  in  Philadelphia  for  Dr.  Ben  A. 
Borkow  and  Dr.  Elton  R.  Dickson,  in  lieu  of  Dr. 
Frederic  Zeman’s  expenses  in  attending  meeting 
on  geriatrics  of  the  American  Medical  Association, 
before  the  interim  session.  Dr.  Moore  also  reported 
about  a joint  letter  to  upstate  New  York  physicians 
from  Drs.  Givan  and  Hilleboe  regarding  closing  the 
Onondaga  Tuberculosis  Hospital.  He  also  reported 
he  had  been  appointed  a member  of  Governor 
Harriman’s  Traffic  Safety  Policy  Coordination  Com- 
mittee. 

In  adopting  the  report  as  a whole,  the  Council 
voted  approval  of  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation’s  Cerebral  Palsy 
Subcommittee’s  nomination  of  Dr.  Robert  H. 
Manheimer,  New  York  City,  for  the  annual  Gov- 
ernor’s award  for  outstanding  work  in  employment 
of  the  handicapped  during  the  preceding  year. 
This  nomination  will  be  forwarded  to  a similar  com- 
mittee of  President  Eisenhower’s,  at  the  national  level. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
detailed  activities  of  the  Public  and  Professional 
Relations  Bureau.  On  November  20  he  addressed 
the  New  York  Urological  Society,  in  favor  of  social 
security  for  physicians.  The  report  was  adopted. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  announced  the  survey  of  hospitals 
to  learn  the  amount  of  surgery  of  the  heart  and  lungs 
in  New  York  State;  that  a statement  on  behalf  of 
our  Society  had  been  made  when  he  and  Dr.  An- 
thony A.  Mira,  director,  attended  a meeting  of  the 
Joint  Legislative  Committee  on  Industrial  and  Labor 
Conditions,  on  November  21,  and  that  he  and  Dr. 
Mira  had  attended  a meeting  in  Albany  conducted 
by  the  chairman  of  the  Workmen’s  Compensation 
Board,  where  there  was  discussed  scope  of  research 
design  for  rehabilitation  of  workmen,  as  being  con- 
ducted by  Cornell  University.  His  report  was 
adopted. 

Delegation  to  American  Medical 
Association 

Dr.  Anderton  presented  Dr.  Floyd  S.  Winslow’s 


report  as  chairman,  setting  forth  the  activities  of  the 
delegation.  The  report  was  accepted. 

Unfinished  Business 

Problems  of  the  Aging. — Dr.  John  C.  McClintock 
reported  on  a meeting  of  the  Governor’s  Citizens 
Advisory  Committee  on  Problems  of  the  Aged, 
describing  a report  from  Health  Commissioner 
Hilleboe,  financing  health  costs  in  the  aged  reported 
by  Mr.  Philip  M.  Kaiser,  Governor  Harriman’s 
speech,  Mr.  Pulling’s  discussion  of  recreation  prob- 
lems for  the  aged  and  their  housing.  He  recom- 
mended that  Mr.  Kaiser  be  invited  to  future  meet- 
ings of  the  Subcommittee  on  Geriatrics.  The  re- 
port was  adopted. 

Podiatrists’  Treatments  and  Examinations. — 

Dr.  Gerald  D.  Dorman  reminded  the  Council  of 
Mr.  Charles  A.  Brind,  Jr.’s  (counsel  to  State  Edu- 
cation Department)  statement  that  podiatrists  are 
entitled  to  use  injections,  treat  allergies,  use  x-rays, 
and  perform  laboratory  tests.  Mr.  William  F. 
Martin,  legal  counsel,  was  authorized  to  discuss  this 
matter  with  Mr.  Brind  and  report  at  the  next 
meeting. 

New  Business 

Management  Survey. — After  executive  session, 
the  Council  voted  to  recommend  to  the  Trustees 
continuation  of  Mr.  Roscoe  C.  Edlund’s  investi- 
gation at  a cost  not  to  exceed  $10,000,  plus  out-of- 
pocket  expenses. 

Surgical  Care  Insurance  Plan  of  the  Hudson 
Valley  District  of  Carpenters. — Dr.  Frederic  W. 
Holcomb  introduced  this  subject,  and  the  Council 
authorized  Dr.  Anderton,  Dr.  Mira,  and  Dr. 
McClintock  to  write  Ulster  and  the  other  county 
medical  societies  involved  that  it  is  inadvisable  for 
members  to  contract  with  an  insurance  organization 
until  they  have  sought  advice  from  the  State  or 
their  county  medical  society. 

Dr.  Anderton  was  given  a courtesy  vote  of  con- 
fidence by  the  Council. 

Dr.  Renato  J.  Azzari  was  voted  to  be  a candidate 
for  trustee  of  the  American  Medical  Association.  It 
was  decided  that  a proper  announcement  signed  by 
President  Givan  and  Dr.  Floyd  S.  Winslow,  chair- 
man of  the  New  York  State  delegation  to  the  AM  A, 
be  sent  to  each  delegate  and  alternate  delegate  of 
the  AMA. 


We  have  the  newspaper,  which  does  its  best  to  make  every  square  acre  of  land  and  sea  give  an 
account  of  itself  at  your  breakfast-table. — Ralph  Waldo  Emerson 
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John  Noe  Balderson,  M.D.,  of  Brooklyn,  died  on 
January  18  at  the  age  of  seventy-two.  Dr.  Bal- 
derson graduated  in  1908  from  Long  Island  College 
Hospital  Medical  School. 

Felix  Baum,  M.D.,  of  South  Orange,  New  Jersey, 
formerly  of  New  York  City,  died  on  January  8 at 
his  home  at  the  age  of  seventy-four.  Dr.  Baum  re- 
ceived his  medical  degree  from  the  University  of 
Heidelberg  in  1908.  He  was  a consultant  in  chest 
diseases  at  St.  Mary’s  Hospital,  Orange,  New  Jersey, 
and  a consulting  physician  at  the  Essex  County 
Sanatorium,  Verona,  New  Jersey.  Dr.  Baum  was  a 
Fellow  of  the  American  College  of  Chest  Physicians 
and  a member  of  the  American  Academy  of  Tuber- 
culosis Physicians,  the  Academy  of  Medicine  of 
Northern  New  Jersey,  the  American  Trudeau  Soci- 
ety, and  the  New  Jersey  State  Medical  Society. 

Charles  N.  Blum,  M.D.,  of  Syracuse,  died  at  his 
home  on  December  22,  1957,  at  the  age  of  eighty-one. 
Dr.  Blum  graduated  from  Syracuse  University  Col- 
lege of  Medicine  in  1897. 

Clifford  Charles  Carter,  M.D.,  of  Flushing, 
died  on  January  12  in  Kew  Gardens  General  Hos- 
pital at  the  age  of  forty-two.  Dr.  Carter  graduated 
in  1938  from  St.  Louis  University  School  of 
Medicine.  During  World  War  II  he  served  as  an 
Army  physician  in  the  South  Pacific.  Dr.  Carter 
was  a member  of  the  Association  of  Military  Sur- 
geons of  the  United  States,  the  Queens  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Lawrence  Corcoran,  M.D.,  of  New  York 
City,  died  on  January  18  in  St.  Clare’s  Hospital  at 
the  age  of  sixty-two.  Dr.  Corcoran  graduated  in 
1920  from  Fordham  University  School  of  Medicine 
and  interned  at  Knickerbocker  Hospital.  He  was 
medical  director  of  Coty,  Inc.,  and  an  attending  in 
surgery  at  St.  Clare’s  Hospital.  Dr.  Corcoran  was 
a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

L.  Anton  Ewald,  M.D.,  of  New  York  City,  died 
on  January  16  at  the  age  of  eighty-six.  Dr.  Ewald 
received  his  medical  degree  from  the  University  of 
Wurzburg  in  1896.  He  had  lectured  at  Fordham 
University  and  the  New  York  Polyclinic  Hospital 
and  was  a former  attending  surgeon  at  Misericordia 
and  Sydenham  Hospitals.  Dr.  Ewald,  who  prac- 


ticed until  his  death,  was  for  many  years  president  of 
the  United  Bavarian  Societies  of  America  and  a mem- 
ber of  the  German  Surgeons  Society  and  the  Catholic 
Medical  Society  of  New  York. 

Abraham  Appelsis  Fabian,  M.D.,  of  New  York 
City,  died  on  January  19  at  his  home  at  the  age  of 
forty-eight.  Dr.  Fabian  graduated  in  1934  from 
Creighton  University  School  of  Medicine,  Omaha, 
Nebraska.  He  was  clinical  professor  of  psychiatry 
at  the  State  University  of  New  York  College  of 
Medicine  at  New  York  City,  and  from  1948  to  1957 
he  had  served  as  clinical  director  of  the  Brooklyn 
Juvenile  Guidance  Center.  Earlier  he  had  been 
director  of  the  Montclair,  New  Jersey,  Child  Guid- 
ance Clinic.  He  was  an  associate  in  psychiatry  at 
Kings  County  Hospital.  Dr.  Fabian  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  (Psychia- 
try), a Fellow  of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  American  Orthopsychiat- 
ric Association,  the  American  Association  for  Re- 
search in  Psychosomatic  Problems,  the  American 
Psychoanalytic  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Scott  R.  Fisher,  M.D.,  of  Daytona  Beach,  Florida, 
formerly  of  Syracuse,  died  at  his  home  on  December 
26,  1957,  at  the  age  sixty-seven.  Dr.  Fisher  gradu- 
ated from  Syracuse  University  College  of  Medicine 
in  1916.  He  had  been  chief  surgeon  at  Crouse-Irv- 
ing  Hospital. 

Bennett  George  Gerzog,  M.D.,  of  Brooklyn,  died 
at  his  home  on  January  12  at  the  age  of  seventy-one. 
Dr.  Gerzog  graduated  from  Long  Island  College 
Hospital  Medical  School  in  1907.  He  was  consult- 
ant in  otolaryngology  at  Maimonides  and  Jewish 
Chronic  Disease  Hospitals  and  senior  otolaryngolo- 
gist at  Beth-El  Hospital.  Dr.  Gerzog  was  a Diplo- 
mate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  Gussow,  M.D.,  of  Syracuse,  died  on  Janu- 
ary 5 at  the  age  of  sixty.  Dr.  Gussow  graduated  in 
1927  from  Syracuse  University  College  of  Medicine. 
He  was  an  attending  general  practitioner  at  the 
Crouse-Irving  Hospital.  Dr.  Gussow  was  a mem- 
ber of  the  Syracuse  Academy  of  Medicine,  the  Onon- 
daga County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 
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William  H.  Meyer,  M.D.,  of  Poughkeepsie,  died 
on  January  12  at  the  Vassar  Brothers  Hospital  at  the 
age  of  fifty-five.  Dr.  Meyer  graduated  from  Albany 
Medical  College  in  1931.  He  was  an  attending  in 
surgery  and  director  of  surgery  at  Vassar  Brothers 
Hospital.  Long  a leader  in  the  planned  parenthood 
movement,  he  had  been  medical  director  of  the 
Dutchess  County  League  for  Planned  Parenthood  for 
twenty  years,  chairman  of  the  medical  advisory 
committee  of  the  State  planned  parenthood  group, 
and  on  the  medical  advisory  committee  of  the  na- 
tional movement.  Dr.  Meyer  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Mid-Hudson  Surgical  Society,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Monroe  Moses,  M.D.,  of  Brooklyn,  died  on 
January  11  in  Peck  Memorial  Hospital  at  the  age  of 
eighty-two.  Dr.  Moses  graduated  in  1904  from 
Long  Island  College  Hospital  Medical  School.  He 
was  an  attending  physician  in  internal  medicine  at 
Brooklyn  State  Hospital  and  a consulting  physician 
at  Kings  County  Hospital.  Dr.  Moses  was  professor 
emeritus  of  clinical  medicine  at  Long  Island  College 
Hospital  and  had  been  associated  with  the  Consoli- 
dated Edison  Company  and  the  Bethlehem  Steel 
Company’s  Shipbuilding  Division.  During  World 
War  I he  was  a lieutenant  colonel  in  the  Army 
Medical  Corps  and  served  overseas  with  the  Thirty- 
seventh  Base  Hospital,  a Kings  County  Hospital 
unit.  Dr.  Moses  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
can College  of  Physicians  and  a member  of  the 
Brooklyn  Society  of  Internal  Medicine,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Francis  Nealon,  M.D.,  of  Schenectady, 
died  on  January  4 at  his  home  at  the  age  of  sixty- 
nine.  Dr.  Nealon  graduated  from  Albany  Medical 
College  in  1915.  For  thirty-three  years  he  was  sur- 
geon for  the  Schenectady  Police  Department.  Dr. 
Nealon  was  a member  of  the  American  Academy  of 
General  Practice,  the  Schenectady  County  Medical 
Society  of  which  he  had  served  as  president,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Bolton  Pentz,  M.D.,  of  Stamford,  formerly 
of  St.  George,  Staten  Island,  died  on  August  13, 
1957.  Dr.  Pentz  graduated  in  1904  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Richard  C.  Porter,  M.D.,  of  Lancaster,  died  on 
September  19,  1957,  at  the  age  of  forty-five.  Dr. 


Porter  graduated  from  University  of  Nebraska 
College  of  Medicine  in  1938.  He  was  an  attending 
physician  at  Meyer  Memorial  Hospital.  Dr.  Porter 
was  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  W.  Ruskin,  M.D.,  of  West  Palm  Beach, 
Florida,  formerly  of  Jamaica,  died  on  October  4, 
1957,  at  the  age  of  sixty-four.  Dr.  Ruskin  gradu- 
ated from  New  York  University  and  Bellevue  Hospi- 
tal Medical  College  in  1915.  He  had  been  an  associ- 
ate in  gynecology  and  obstetrics  at  Jamaica  Hos- 
pital. Dr.  Ruskin  was  a member  of  the  Queens 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Franz  Schuck,  M.D.,  of  New*  York  City,  died  at 
his  home  on  January  19  at  the  age  of  seventy.  Dr. 
Schuck  received  his  medical  degree  from  the  Univer- 
sity of  Berlin  in  1911.  He  was  a senior  attending 
neurologist  at  the  New  York  regional  office  of  the 
Veterans  Administration.  During  World  War  II  he 
served  as  medical  consultant  to  the  United  States 
Public  Health  Service’s  physical  fitness  program  un- 
der appointment  by  President  Roosevelt  and  pre- 
viously had  been  a research  fellow  with  the  Rocke- 
feller Foundation  and  a lecturer  in  neurology  at  the 
New  York  University  College  of  Medicine.  Dr. 
Schuck  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Martin  H.  Tuby,  M.D.,  of  Brooklyn,  died  in  Swe- 
dish Hospital  on  December  26,  1957,  at  the  age  of 
fifty-two.  Dr.  Tuby  graduated  in  1929  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital  and  interned  at  Swedish  Hospital.  He  was 
associate  attending  surgeon  at  Swedish  Hospital. 
Dr.*  Tuby  was  a member  of  the  Kings  County  Medi- 
cal Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Percival  Algernon  Williams,  M.D.,  of  Hempstead 
and  Great  Neck,  died  at  his  home  on  January  10  at 
the  age  of  sixty-five.  Dr.  Williams  graduated  from 
the  University  of  Toronto  Faculty  of  Medicine  in 
1916.  He  was  a consultant  in  radiology  at  Mercy 
Hospital,  Community  Hospital  at  Glen  Cove,  and 
Meadowbrook  Hospital,  Hempstead.  Dr.  Williams 
was  a Diplomate  of  the  American  Board  of  Radi- 
ology (Roentgenology),  a Member  of  the  American 
College  of  Radiology,  and  a member  of  the  Radio- 
logical Society  of  North  America,  Inc.,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Albany  Medical  College 


Honored — Dr.  Robert  E.  L.  Nesbitt,  Jr.,  professor 
of  obstetrics  and  gynecology  and  chairman  of  ob- 
stetrics and  director  of  education  and  research  in 
obstetrics  and  gynecology  at  the  College,  and 


obstetrician-in-chief  and  attending  gynecologist  at 
Albany  Hospital,  has  been  named  one  of  the  ten 
outstanding  young  men  of  America  for  1957  by  the 
United  States  Junior  Chamber  of  Commerce. 


State  University  of  New  York  Downstate  Medical  Center 


Dr.  Potter  Retires — Dr.  Howard  W.  Potter  re- 
tired December  31  as  professor  and  chairman  of  the 
Department  of  Psychiatry  at  the  age  of  sixty-five. 
Dr.  Potter  had  been  a member  of  the  faculty  for 
twenty  years  and  was  named  chairman  of  the  De- 
partment of  Psychiatry  and  Chief  of  Psychiatry  at 
Kings  County  Hospital  in  1947.  He  served  as  act- 
ing dean  and  dean  of  the  College  from  September, 
1954,  to  September,  1957. 

Dr.  Potter  has  accepted  an  appointment  as  Visit- 
ing Professor  of  Psychiatry  at  the  University  of  the 
Philippines  College  of  Medicine,  where  he  will  act 
as  consultant  to  the  dean  in  organizing  a program  of 
psychiatric  education.  In  addition,  he  will  or- 
ganize and  direct  an  intensive  course  in  mental  de- 
ficiency at  Letchworth  Village,  a State  institution 
for  mental  defectives  at  Thiells,  New  York.  Dr. 
Potter  and  his  wife,  Crystal  M.  Potter,  who  just 
retired  as  First  Deputy  Commissioner  of  Welfare 
of  the  City  of  New  York,  will  make  their  permanent 
residence  at  Tomkins  Cove,  Rockland  County. 

New  Appointments — Drs.  Felix  Feldman  and 
Henry  Greenfield  have  been  appointed  clinical  as- 
sistant professor  of  pediatrics  and  radiology,  re- 
spectively. Dr.  Feldman  received  his  medical  degree 
from  the  Long  Island  College  of  Medicine  (the  prede- 


cessor of  the  Downstate  Medical  Center)  in  1943. 
Dr.  Greenfield  received  his  M.D.  degree  from  the 
University  of  Michigan  in  1924. 

Conference  of  Health  Officers — The  winter  meet- 
ing of  the  Conference  of  Health  Officers  of  the  New 
York  Metropolitan  Area  was  held  at  the  Downstate 
Medical  Center,  January  5.  Dr.  Duncan  W.  Clark, 
professor  of  environmental  medicine  and  community 
health,  was  host  to  the  meeting.  On  the  program 
were  Dr.  Luther  Gulick,  president  of  the  Institute  of 
Public  Administration,  who  spoke  on  “Problems  of 
Regional  Government  in  Metropolitan  Areas”;  Dr. 
Irving  Starin,  Bronx  health  officer,  who  spoke  on 
“Diabetes  Screening”  and  Dr.  Mary  J.  McLaughlin, 
district  health  officer  for  Jamaica,  who  spoke  on 
“Lead  Poisoning  in  Children.” 

Murray  B.  Gordon  Lecture — Dr.  Felix  Wroblew- 
ski,  of  the  Sloan-Kettering  Institute  for  Cancer  Re- 
search, delivered  the  11th  annual  Murray  B.  Gordon 
Lecture  on  January  23.  He  spoke  on  “Biochemical 
Biopsy  Via  Body  Fluids.”  Sponsored  by  the  Phi 
Delta  Epsilon  Fraternity,  the  lecture  is  in  honor  of 
the  late  Murray  B.  Gordon,  clinical  professor  of 
pediatrics  at  the  Long  Island  College  of  Medicine 
from  1927  to  1945. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 

Appointments — Drs.  Paul  A.  Cooper,  as  instructor  structor  of  pediatrics,  both  1953  graduates  of  the 
of  radiology,  and  Patrick  J.  LaFrate,  as  clinical  in-  College,  were  announced  in  January. 


For  prying  into  any  human  affairs , none  are  equal  to  those  whom  it  does  not  concern. — 

Victor  Hugo 
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Openings  at  Goldwater  Memorial  Hospital — 

Several  vacancies  on  the  attending  and  house  staffs 
of  the  Open  Medical  Division  at  Goldwater  Memo- 
rial Hospital  have  been  announced  by  Dr.  Benjamin 
Jablons. 

For  application  forms  and  more  complete  in- 
formation write  to  Dr.  Jablons,  Director,  Open 
Medical  Division,  Goldwater  Memorial  Hospital, 
Welfare  Island  17,  New  York. 


Course  in  Medical  Uses  of  Radioactive  Isotopes — 

A four-months  course  in  the  “Medical  Uses  of 
Radioactive  Isotopes”  is  being  conducted  at  the 
Queens  Hospital  Center  by  the  Radiation  Medicine 
Department  in  cooperation  with  the  Atomic  Energy 
Commission.  The  course,  which  consists  of  weekly 
five-hour  sessions  covering  lectures,  laboratory  ex- 
ercises, and  clinical  management  of  patients,  began 
February  11. 


Essay  Awards  Announced — The  American  Con- 
gress of  Physical  Medicine  and  Rehabilitation  has 
announced  its  sponsorship  of  two  annual  essay 
awards.  The  first,  the  Bernard  M.  Baruch  Award, 
is  open  to  medical  students  only.  The  winner  will 
receive  $100.  The  second,  the  Annual  Essay  Award 
of  the  Congress,  is  open  to  interns,  residents,  gradu- 
ate students  in  the  preclinical  sciences,  and  graduate 
students  in  physical  medicine  and  rehabilitation. 
The  winner  of  this  award  will  receive  $200.  Both 
essays  may  be  on  any  subject  of  interest  or  per- 
taining to  the  field  of  physical  medicine  and  re- 
habilitation but  must  not  have  been  previously 
published. 

Manuscripts  must  not  exceed  3,000  words  and 
must  be  in  the  office  of  the  American  Congress  of 
Physical  Medicine  and  Rehabilitation,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois,  not  later 
than  June  2,  1958. 

Child  Psychiatric  Inpatient  Service. — The  De- 
partment of  Psychiatry  of  the  University  of  North 
Carolina  School  of  Medicine  has  announced  the 
opening  on  February  1 of  a nine-bed  Child  Psychi- 
atric Inpatient  Service  in  the  North  Carolina  Memo- 
rial Hospital.  The  new  service  will  provide  for  in- 
tensive diagnostic  evaluation  and  short-term  ther- 
apy of  emotionally  disturbed  children  under  twelve 
years  of  age.  Children  may  be  referred  as  private 
or  as  staff  patients  from  North  Carolina  and  as 
private  patients  from  other  states. 

Inquiries  should  be  addressed  to  the  Admissions 
Officer,  Psychiatric  Center,  North  Carolina  Memo- 
rial Hospital,  Chapel  Hill,  North  Carolina. 


Suffolk  County  Medical  Society — The  Committee 
on  Postgraduate  Education  of  the  Suffolk  County 
Medical  Society  is  conducting  a course  on  office 
surgery.  The  first  session  took  place  on  January  4. 
Fourteen  hours  of  formal  credit  will  be  allowed  by 
the  American  Academy  of  General  Practice  for  par- 
ticipation in  the  course. 

Lecture  Series  at  Jewish  Hospital — The  Jewish 
Hospital  of  Brooklyn  will  present  a series  of  lectures 
in  1958  entitled  “Significant  Trends  in  Medicine.” 
Dr.  Percival  Bailey,  director  of  the  Illinois  State 
Psychopathic  Institute,  will  discuss  “The  Brain  and 
Behavior”  in  the  first  of  the  series  which  will  be 
given  Tuesday,  March  25,  at  8:30  p.m.  in  the  Dr. 
Leon  Louria  Memorial  Auditorium,  St.  Marks  and 
Classon  Avenues,  Brooklyn.  An  open  invitation  is 
extended  to  all  to  attend. 

British  Tuberculosis  Association — The  United 
States  will  be  represented  at  the  Fifth  Common- 
wealth Chest  Conference  organized  by  the  National 
Association  for  the  Prevention  of  Tuberculosis,  in 
Great  Britain.  The  conference  will  be  held  in 
London  from  July  1 through  4. 

This  year,  the  scope  of  the  conference  has  been 
extended  to  include  diseases  of  the  chest  and  heart. 
In  addition  to  discussions  on  the  prevention  and 
treatment  of  tuberculosis  and  other  chest  diseases, 
the  welfare  and  rehabilitation  of  the  patient  and 
his  family  will  be  considered. 

Full  particulars  of  the  conference  can  be  obtained 
from  the  Secretary-General,  National  Association 
for  the  Prevention  of  Tuberculosis,  Tavistock  House 
North,  London,  W.C.l. 

Heart  Diagnostic  Laboratory  for  Children — A 

pediatric  heart  diagnostic  and  catheterization  labo- 
ratory is  now  operating  in  Syracuse  under  the  aus- 
pices of  the  Department  of  Pediatrics  of  the  State 
University  College  of  Medicine  in  Syracuse. 

Directed  by  Dr.  George  S.  Hussoh,  assistant  pro- 
fessor of  pediatrics  and  pediatric  cardiologist,  the 
laboratory  is  equipped  to  give  children  with  heart 
conditions  a complete  diagnostic  examination. 
Preliminary  evaluation  includes  a history,  physical 
examination,  complete  blood  count,  and  fluoros- 
copy and  x-rays  of  the  heart  and  lungs.  The  labo- 
ratory is  located  in  City  Hospital  on  Renwick  Ave- 
nue, Syracuse. 

Eastern  Psychiatric  Research  Association — The 
Eastern  Psychiatric  Research  Association,  Inc. 

[Continued  on  page  596] 


594 


New  York  State  J.  Med. 


PSORIASIS 
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maintenance  regimen  may  keep  patients 
lesion-free. 
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A SPECIAL  MESSAGE  TO 
PHYSICIANS  FROM  THE 
U.  S.  TREASURY 

In  planning  your  savings  and  investment  pro- 
gram, you  may  wish  to  consider  including  Series  E 
Savings  Bonds  (for  future  income)  and  Series  H 
Bonds  (for  current  income). 

Series  E Bonds  now  earn  3 lU%,  compounded 
semi-annually,  when  held  to  maturity;  mature 
sooner,  in  8 years  and  11  months,  and  earn  substan- 
tially higher  yields  in  the  earlier  years.  Interest  is 
added  to  cash  value  every  6 months. 

Series  H Bonds  now  pay  3V4%  when  held  to 
maturity;  mature  in  10 years  and  pay  substantially 
higher  yields  in  the  earlier  years.  Interest  is  paid  by 
semi-annual  Treasury  check. 

****** 

Annual  limit  on  holdings:  $10,000  maturity 
value  of  E Bonds,  $10,000  par  value  for  H Bonds 
in  any  one  calendar  year. 

****** 

Series  E and  H Savings  Bonds  are  available 
through  your  bank. 
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[Continued  from  page  594] 

conducted  its  twelfth  scientific  meeting  on  February 
6 at  the  New  York  University  Medical  School. 
New  York  physicians  participating  were:  Dr.  Max 
Fink,  Bronx;  Dr.  David  Wechsler,  Rego  Park, 
and  Dr.  Martin  Green,  New  York  City. 

Early  Cancer  Reports — According  to  the  1956 
figures  issued  by  the  New  York  State  Department 
of  Health,  Bureau  of  Cancer  Control,  Broome 
County,  with  a rating  of  52.7  per  cent  of  its  cases, 
rates  highest  in  the  State  for  the  second  consecu- 
tive year  in  the  reporting  of  cancer  in  the  early 
stage  of  the  disease.  The  nearest  runners-up  were 
Madison  and  Jefferson  Counties,  with  a rating  of 
51.7  per  cent  each. 

Chemung  County  Health  Department — Dr  Her- 
man E.  Hilleboe,  State  Health  Commissioner,  has 


announced  that  Chemung  County  has  become  the 
nineteenth  county  to  set  up  a health  department. 

At  present,  limited  health  services  are  provided  in  < 
Chemung  County  by  the  Hornell  District  Office 
of  the  State  Health  Department.  The  new  County 
Health  Department  will  begin  operating  by  June  1, 
1958. 

The  New  York  Allergy  Society — The  New  York 
Allergy  Society  will  hold  a dinner  in  honor  of  Dr. 
Robert  A.  Cooke,  Director,  Institute  of  Allergy, 
Roosevelt  Hospital.  The  Society  is  celebrating 
the  fortieth  anniversary  of  his  founding  of  the  first 
allergy  clinic.  The  dinner  will  be  held  at  the 
Hotel  Pierre,  New  York  City,  on  February  27  at 
7 p.m.  Reservations  may  be  made  through  Dr. 
Sheppard  Siegal,  secretary  of  the  Society,  at  2 East 
84th  Street,  New  York  28.  ^ 


Personalities 


Elected 

Dr.  Henry  Dillemuth,  as  secretary,  and  Dr.  Frank 
LaGattuta,  as  director,  of  the  Bronx  Eye  and  Ear 
Infirmary. 

Awarded 

Dr.  Max  Wachstein,  Bayside,  Director  of  Labora- 
tories, St.  Catherine’s  Hospital,  Brooklyn,  with  a 
$5,000  grant  from  The  National  Vitamin  Founda- 
tion, Inc.  for  the  continuation  of  studies  on  blood 
and  tissue  levels  of  pyridoxal  phosphate  in  preg- 
nancy, the  neonatal  period,  and  in  abnormal  condi- 
tions. 

Appointed 

Dr.  Melvin  B.  Goodman,  Philadelphia,  as  direc- 
tor of  mental  health  services  for  the  Westchester 
County  Community  Mental  Health  Board  . . . Dr. 
George  J.  Marvin,  Binghamton,  as  chairman  of  the 
Broome  County  Medical  Society  . . . Dr.  Max  Reiss, 
Great  Britain,  as  director  of  research  at  Willow- 
brook  State  School,  Staten  Island. 

Honored 

Dr.  Bernard  L.  Pacella,  New  York  City,  with  the 
“Cavaliere  Ufficiale  ’nell  Ordine  al  Merito  della 
Republica,”  an  Italian  government  decoration  for 
special  merit  in  the  fields  of  science,  letters,  arts  or 
economics  . . . Dr.  Harry  A.  Solomon,  director  of 
medical  services  at  Beth  David  Hospital,  with  a 
symbolic  key  and  the  dedication  of  research  labora- 
tories in  his  honor  as  a citation  for  forty  years  of 
medical  practice  and  research. 

New  Offices 

Dr.  Richard  R.  Pichel  Warner,  New  York  City, 
practice  of  internal  medicine  and  gastroenterology, 
at  20  West  86th  Street. 

Speakers 

Dr.  William  W.  Falcoon,  assistant  professor  of 
medicine,  University  Hospital,  Syracuse,  at  a 
postgraduate  education  program  for  the  Utica 


Academy  of  Medicine  on  February  20,  on  the  medi- 
cal aspects  of  the  subject  “Cirrhosis,  Hepatic  Coma, 
and  Portal  Hypertension”  . . . Dr.  Ruth  Fox, 
president  of  the  New  York  City  Medical  Society  on 
Alcoholism  and  vice-president  of  the  National 
Medical  Society  on  Alcoholism,  before  the  hospital 
staff  of  the  Veterans  Administration  Hospital  at 
Northport,  January  9 on  the  topic  “Alcoholism: 
Orientation  and  Treatment”  . . . Dr.  Ralph  W. 
Gerard,  professor  of  neurophysiology  at  the  Mental 
Health  Research  Institute,  University  of  Michigan 
Medical  School,  on  the  subject  “Anxiety  and  Ten- 
sion” on  February  6 . . . Dr.  Charles  A.  Gwynn, 
assistant  clinical  professor  of  obstetrics,  State  Uni- 
versity of  New  York  College  of  Medicine  at  Syra- 
cuse, March  18,  on  the  subject  “Toxemias  of  Preg- 
nancy” before  the  Jefferson  County  Medical  So- 
ciety . . . Dr.  Karl  Harpuder,  director,  Physical 
Medicine  and  Rehabilitation  Service,  Montefiore 
Hospital,  at  the  first  Dr.  Samuel  Losner  Lecture, 
February  6,  on  the  topic  “Current  Concepts  of 
Arthritis”  . . . Dr.  Pablo  Morales,  assistant  pro- 
fessor of  urology,  New  York  University  College  of 
Medicine,  as  a substitute  for  Dr.  Robert  Hotchkiss 
at  the  postgraduate  meeting  of  the  Suffolk  County 
Medical  Society  on  January  25  on  “Urology — Fe- 
male” and  on  February  1 on  “Urology — Male”  . . . 
Dr.  Morton  Nathanson,  assistant  professor  of  clini- 
cal neurology,  New  York  University  College  of 
Medicine,  before  the  Jefferson  County  Medical 
Society  on  May  20,  on  the  topic  “Neuropsychiatric 
Aspects  of  Alterations  in  the  Cerebral  Circulation” 
. . . Dr.  Charles  Ragan,  associate  professor  of  medi- 
cine, College  of  Physicians  and  Surgeons,  Columbia 
University,  February  6,  as  the  first  of  the  Dr. 
Samuel  Losner  Lectures,  on  the  subject  “Current 
Concepts  of  Arthritis”  . . . Dr.  Otto  W.  Sartorius, 
Syracuse,  before  the  Utica  Academy  of  Medicine  on 
“Cirrhosis,  Hepatic  Coma,  and  Portal  Hyperten- 
sion” on  February  20  . . . Dr.  Bernard  J.  Sisson, 
assistant  professor  of  clinical  surgery,  State  Univer- 
sity of  New  York  College  of  Medicine  at  Syracuse, 
on  “The  Treatment  of  Burns”  before  the  Fulton 
County  Medical  Society  on  February  20. 
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RESULIN 


Therapeutic  Cosmetic 


( Resorcin  and  Sulfur  Compounds,  Almay 


Resulin  provides  resorcin  for  drying  and  securing  mild  exfoliation  of  the  skin 
combined  with  sulfur  for  inhibiting  sebaceous  gland  activity  in  cosmetically 
individualized  preparations.  Thus,  with  the  first  application,  the  facial  appearance 
improves  considerably  while,  simultaneously,  acne  corrective  action  commences. 


RESULIN 

compounds 
are  indicated 
in  all  acne 
conditions: 


In  severe  acne 

RESULIN  LOTION, 

in  4 fl.  oz.  bottles,  Blonde  and  Brunette 

In  mild  acne  or 
when  skin  is  tender 

RESULIN  LOTION  MODIFIED, 

in  4 fl.  oz.  bottles,  Blonde  and  Brunette 

In  dry-skin 
comedo-type  acne 

RESULIN  OINTMENT, 

in  lVz  oz.  tubes,  Blonde  and  Brunette 

For  thorough,  medicated 
cleansing  in  all  cases 

RESULIN  SOAP  WITH  SALICYLIC  ACID, 

in  4 oz.  cakes 

Send  for  literature  and  samples 


/ftmay 


Division  of  Schieffelin  & Co. 

22  Cooper  Square  • New  York  3,  N.  Y. 

In  Canada:  W.  Sofin  Ltd.,  Montreal  25,  Quebec 
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MEDICAL  MEETINGS 


American  Academy  of  Allergy 

More  than  750  physicians  specializing  in  the  field 
of  allergy  were  expected  at  the  fourteenth  annual 
meeting  of  the  American  Academy  of  Allergy, 
February  3 through  5,  at  the  Bellevue-Stratford 
Hotel  in  Philadelphia. 

Among  the  guest  speakers  were  the  following  New 
York  physicians:  Dr.  Carl  H.  Smith,  professor  of 

clinical  pediatrics,  Cornell  University  Medical  Col- 
lege and  attending  pediatrician  at  The  New  York 
Hospital;  Dr.  Mitchell  I.  Rubin,  professor  of  pedi- 
atrics at  the  University  of  Buffalo  School  of  Medicine 
and  pediatrician-in-chief  at  Children’s  Hospital, 
Buffalo;  Dr.  Marion  B.  Sulzberger,  professor  and 
chairman  of  the  Department  of  Dermatology  of  the 
New  York  University  Post-Graduate  Medical  School; 
Dr.  Rudolf  L.  Baer,  professor  of  clinical  dermatology 
at  the  New  York  University  Post-Graduate  Medical 
School;  Dr.  Jerome  Glaser,  assistant  professor  of 
pediatrics  at  the  University  of  Rochester,  and  Dr. 
Mitchell  I.  Rubin,  professor  and  chairman  of  the 
Department  of  Pediatrics,  University  of  Buffalo 
School  of  Medicine. 

University  of  Buffalo  School  of  Medicine 

Recent  advances  in  the  therapy  of  arthritis,  in- 
cluding evaluation  of  the  newer  drugs  and  the  use 
of  physical  therapeutic  and  rehabilitation  technics, 
will  be  emphasized  in  a postgraduate  course  in 
arthritis  to  be  held  at  the  University  of  Buffalo 
School  of  Medicine,  February  19  through  20. 

For  enrollment  write  to  Dr.  Milton  Terris,  Assist- 
ant Dean  for  Postgraduate  Education,  University  of 
Buffalo  School  of  Medicine,  3435  Main  Street, 
Buffalo  14,  New  York. 

American  College  of  Chest  Physicians 

The  New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians  will  hold  its  eighteenth 
annual  clinical  meeting  February  20  through  21, 
at  the  Hotel  Commodore,  New  York  City.  All 
College  members,  their  associates,  and  other  physi- 
cians interested  in  chest  diseases  are  invited  to  at- 
tend this  meeting. 

23rd  Annual  “ Fracture  Day 99 

The  New  York  and  Brooklyn  Regional  Committee 
on  Trauma  of  the  American  College  of  Surgeons 
will  present  its  23rd  annual  “Fracture  Day”  on 
Saturday,  February  22  at  9:00  a.m.  One  of  the 
features  of  the  program  will  be  a symposium  on  re- 
placement prostheses.  Dr.  Frederick  R.  Thomp- 
son, New  York  City,  will  be  moderator.  Other 


New  York  physicians  participating  will  be  Dr. 
Joseph  M.  Dziob,  Buffalo,  and  Drs.  Charles  S. 
Neer,  II.  Preston  A.  Wade,  and  Frederick  M. 
Smith,  New  York  City.  Dr.  Carleton  M.  Cornell, 
New  York  City,  is  chairman  of  the  “Fracture  Day” 
program  and  Dr.  Jesse  W.  Mahoney,  Patchogue,  is 
chairman  of  the  regional  committee. 

The  program  will  be  held  in  the  Einhorn  Audito- 
rium at  Lenox  Hill  Hospital,  111  East  76th  Street, 
New  York  City.  For  further  information  contact 
Dr.  Sawnie  R.  Gaston,  Secretary,  180  Fort  Washing- 
ton Avenue,  New  York  32,  New  York.  No  appli- 
cation is  required. 

Psychoanalysis  Association 

The  Association  for  the  Advancement  of  Psycho- 
analysis will  sponsor  its  regular  meeting  at  the 
New  York  Academy  of  Medicine  at  8:30  p.m.  on 
February  26.  Dr.  Jack  L.  Rubins  will  speak  on 
“Notes  on  the  Organization  of  the  Ego  and  Self.” 

Diseases  of  the  Chest 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  and  the 
Laennec  Society  of  Philadelphia  will  sponsor  an 
eleventh  annual  postgraduate  course  on  diseases  of 
the  chest.  The  course  will  be  held  at  the  Warwick 
Hotel  in  Philadelphia,  March  3 through  7.  For 
information  write  to  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11, 
Illinois. 

International  College  of  Surgeons 

The  11th  biennial  International  Congress  of  the 
International  College  of  Surgeons  will  be  held  in 
conjunction  with  the  23rd  annual  Congress  of  the 
United  States  and  Canadian  Sections  at  the  Am- 
bassador Hotel  in  Los  Angeles,  March  9 through  14. 

An  innovation  of  the  meeting  will  be  a surgical 
emergencies  panel  to  which  members  of  the  Ameri- 
can Academy  of  General  Practice  are  invited,  j 
Dr.  Ross  T.  Mclntire,  Chicago,  executive  director 
of  the  International  College  of  Surgeons,  will  be 
the  moderator.  The  participants  in  the  panel  will 
be:  Dr.  George  F.  Lull,  Chicago,  secretary  of  the 
American  Medical  Association;  Dr.  Claude  S. 
Beck,  Cleveland;  Dr.  Winchell  McK.  Craig  and 
Dr.  Gershom  Thompson  of  the  Mayo  Clinic, 
Rochester,  Minnesota;  Dr.  Neal  Owens,  New 
Orleans,  and  Drs.  Edward  L.  Compere  and  Philip 
Thorek,  Chicago. 

A New  York  physician,  Dr.  Alan  A.  Scheer,  will 
[Continued  on  page  600] 
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IN  FIFTY-TWO  SECONDS 


you  can  locate  any  registered  physician  in  New  York  State , 
together  with  data  on  his  professional  background  and 
affiliations,  by  using  your  Medical  Directory . 


You  want  to  find: 

Dr.  John  Paul  Doe 


Do  this  first: 

Turn  to  the  “Alphabetical  Listing 
of  Physicians”  and  you’ll  find.  . . 
Doe,  Aaron  Roger,  Manhattan 
James  George,  Utica 
John  Pauly  Syracuse 
Violet  Ann,  Bronx 
William  Robert,  Rochester 


Then  do  this: 

Turn  to  the  “Syracuse  Listing  of  Phy- 
sicians” and  you’ll  find.  . . 

DOEy  John  Paul,  17  W Adams  St. 
1-3  except  Thurs  & Sat.  Tel  Bowling 
7-1414.  Res  41  Beauty  Lane.  Tel 
Elmford  9-1744.  McGill  1933.  D-0. 
D-OL.  SEF.  FACS.  Am  Ac  Ophth 
& Otolar;  A1  Bell.  Sr  Otolar  Strong 
Meml;  Asst  ENT  Genl. 


A quick  reference  to  the  pages  on  abbreviations 
would  show  you  that  Dr.  John  Paul  Doc  is  a 
Diplomate  American  Board  of  Ophthalmology 
(D-O),  Diplomate  American  Board  of  Oto- 
laryngology (D-OL),  his  qualifications  under  the 
New  York  State  Workmen’s  Compensation  Law 
are  Ophthalmology,  Laryngology,  Rhinology, 
Otology  (SEF),  he  is  a Fellow  of  the  American 
College  of  Surgeons,  he  has  completed  service 
at  Bellevue  Hospital,  he  is  Senior  Otolaryngolo- 
gist at  Strong  Memorial  Hospital  and  Assistant 
Attending  Physician  Ear,  Nose  and  Throat  at 
General  Hospital. 


Orders  are 
now  being 
taken  for 

1957 

EDITION 


Only  in  the  MEDICAL  DIRECTORY  OF  NEW  YORK  STATE  is  this  in- 
formation  available  to  you  so  quickly.  This  is  your  book,  published  by 
your  Society  and  you  can  be  sure  that  every  effort  is  made  to  provide  you 
with  accurate,  fully  detailed  listings.  Make  use  of  your  Directory — it’s  a 
volume  of  valuable  referencefor  data  on  physicians , hospitals , your  Medi- 
cal Society,  general  inf  or  mation,  pharmaceutical  and  equipment  suppliers. 
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be  chairman  of  the  sectional  program  on  otorhino- 
laryngology. 

Contact  Dr.  Ross  T.  Mclntire,  executive  director, 
International  College  of  Surgeons,  1516  Lake  Shore 
Drive,  Chicago  10,  Illinois,  for  further  information. 

Postgraduate  Conference  on  Edema 

The  University  of  Colorado  Medical  Center  will 
hold  a postgraduate  conference  on  edema,  its  patho- 
genesis and  management,  March  13  through  15. 
Those  interested  in  attending  should  write  to  the 
Office  of  Postgraduate  Medical  Education,  4200 
East  Ninth  Avenue,  Denver  20,  Colorado. 

New  York  State  Heart  Assembly 

The  seventh  annual  New  York  State  Heart  As- 
sembly will  be  held  March  20  through  21  at  the 
Hotel  Onondaga,  Syracuse. 

Clinical  recognition,  electrocardiograph  indentifi- 
cation,  and  treatment  of  arrhythmias  will  be  the 
topic  discussed  by  Drs.  Samuel  A.  Levine,  Boston; 
Charles  E.  Kossman,  New  York  City;  Robert  P. 
Grant,  Bethesda,  and  Alfred  E.  Farah  and  Gordon 
Moe,  Syracuse,  at  the  scientific  session  for  physi- 
cians only  on  March  20. 

Kings  County  Medical  Society 

Dr.  William  A.  Silverman,  Babies  Hospital, 
Columbia-Presbyterian  Medical  Center,  will  speak 
on  the  subject  “The  Symptom  of  Respiratory  Dis- 
tress in  the  Newborn  Infant/’  at  the  March  24 
meeting  of  the  Kings  County  Medical  Society. 
The  meeting  will  be  held  in  the  auditorium  of  the 
Society  at  1313  Bedford  Avenue,  Brooklyn.  All 
members  of  the  medical  profession  are  invited  to 
attend. 

Kings  County  Radiological  Society 

“Revelation  of  Pulmonary  Pathology  by  Angio- 
cardiography” will  be  the  topic  for  discussion  by 
Dr.  Harold  A.  Lyons,  director  of  pulmonary  dis- 
eases, Kings  County  Hospital,  at  the  March  27 
meeting  of  the  Kings  County  Radiological  Society. 
The  meeting  will  be  held  at  the  Kings  County  Medi- 
cal Society  building,  1313  Bedford  Avenue,  Brook- 
lyn, at  9:00  p.m. 

Society  for  Clinical  Ophthalmology 

The  annual  participating  conference  of  the  New 
York  Society  for  Clinical  Ophthalmology  will  be 
held  on  March  28  and  29,  at  the  Waldorf-Astoria 
Hotel.  For  registration  and  further  information 
write  to  Miss  Gloria  Benabo,  737  Park  Avenue, 
New  York  City. 


Industrial  Health  Conference 

Atlantic  City  will  be  the  scene,  April  19  through 
25,  of  a national  Industrial  Health  Conference. 
The  conference,  an  annual  meeting,  brings  together 
physicians,  nurses,  engineers,  chemists,  toxicologists, 
and  other  specialists  to  discuss  recent  develop- 
ments and  problems  in  worker  health. 

More  than  3,000  members  of  the  Industrial  Medi- 
cal Association,  the  American  Association  of  In- 
dustrial Dentists,  the  American  Association  of 
Industrial  Hygiene,  the  American  Association  of 
Industrial  Nurses,  and  the  American  Conference  of 
Governmental  Industrial  Hygienists  are  expected  to 
attend. 

Venereal  Disease  Postgraduate  Conference 

The  27th  Annual  National  Venereal  Disease 
Postgraduate  Conference  for  physicians  sponsored 
by  the  University  of  Texas  Postgraduate  School  of 
Medicine,  Baylor  University  College  of  Medicine, 
Texas  State  Department  of  Health,  and  in  coopera- 
tion with  the  Texas  Medical  Association  and  the 
Public  Health  Service,  will  be  held  at  the  Univer- 
sity of  Texas,  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  in  Houston,  Texas, 
April  23  through  25. 

This  course  is  open  only  to  graduates  of  medical 
schools  approved  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  As- 
sociation. It  is  designed  to  acquaint  the  practi- 
tioner with  the  latest  developments  in  diagnosis, 
treatment,  management,  and  control  of  the  venereal 
diseases. 

Applications  for  admission  are  to  be  sent  to 
Dr.  Grant  Taylor,  University  of  Texas  Postgradu- 
ate School  of  Medicine,  Houston,  Texas. 

Course  in  Pediatric  Oncology 

The  Pediatric  Department  of  the  Memorial  Cen- 
ter for  Cancer  and  Allied  Diseases  announces  that 
its  annual  three-day  course  in  “Pediatric  Oncology” 
for  pediatricians,  general  practitioners,  and  health 
officers  will  be  held  April  30  through  May  2. 

Current  developments  and  established  methods 
in  diagnosis,  differential  diagnosis,  and  management 
of  benign  and  malignant  tumors,  Hodgkin’s  disease, 
leukemia,  and  reticuloendotheliosis  in  childhood 
will  be  discussed.  To  be  included  also  are  ward 
rounds,  seminars,  demonstrations,  examinations  of 
children  in  pediatric,  surgical,  chemotherapy  and 
radiotherapy  clinics. 

The  faculty  will  consist  of  20  members  of  the  at- 
tending staffs  of  Memorial  Hospital  and  Sloan- 
Kettering  Institute  for  Cancer  Research.  The 
class  will  be  limited  to  15  physicians. 

For  further  information  write  to:  Director, 

Pediatric  Service,  Memorial  Center,  444  East  68th 
Street,  New  York  21,  New  York. 
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Antiinflammatory 
\ Antipruritic 
v Antiallergic 
\ Bactericidal 
Fungicidal 
, Protozoacidal 


ACID  MANTLE®  • hydrocortisone  • stainless  tar  • diiodohydroxyquinoline 

In  subacute  and  chronic  dermatoses,  "especially  where  an  inflammatory  re- 
action was  accompanied  by  increased  scaling  and  lichenification  with  second- 
ary infection  such  as  is  seen  in  seborrheic  dermatitis,  atopic  dermatitis, 
contact  dermatitis,  and  neurodermatitis.” 

— Rein,  C.  R.,  and  Fleischmajer,  R.:  Personal  Communication. 
Sig:  Apply  b.  i.  d.  Supply:  V2  oz.,  1 oz.,  2 oz.,  & 4 oz.  tubes  either  0.5%  or  1.0%  hydrocortisone 

Samples  and  literature  on  request. 

DOME  ( 109  WEST  64  ST.,  NEW  YORK  23,  N.Y. 

665  N.  Robertson  Blvd.,  Los  Angeles,  Calif.  — In  Canada:  2765  Bates  Rd.,  Montreal,  P.Q. 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 


ALBANY 

8 Elk  St.  • Phone  3-4447 
BUFFALO 

27  Barker  St.  • GArfield  5425 
NEW  YORK  CITY 
205  E.  42nd  St.  • MUrray  Hill  9-4422 
ROCHESTER 
66  Scio  St.  • BAker  5-5040 


SYRACUSE 

3001  James  St.  • HOpkins  3-6921 


RESIDENT  REPRESENTATIVES 

CHENANGO  BRIDGE 

H.  J.  MILLER,  2 Elizabeth  St.  • CHenango  Bridge  4608 
CUBA 

G.  C.  REINHEIMER,  36  Maple  St.  • Phone  203 
SARANAC  LAKE 

S.  MARTIN,  24  Birch  St.  • Phone  2049 
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of  infant  feeding 

Standard  formulas  for  NEWBORNS 

Breast  feeding  is  the  procedure  of  choice  for 
the  newborn.  But  it  may  need  to  be  comple- 
mented with  standard  formulas  given  here. 

The  first  feeding,  12  hours  after  birth,  consists 
of  a prelacteal  solution  of  5%  Karo  Syrup,  one 
or  two  ounces,  repeated  at  two-hour  intervals. 
Breast  feeding  is  started  on  the  second  day  for 
five-minute  intervals  and  the  prelacteal  feed- 
ing continued  immediately  thereafter  and 
between  nursings. 

Formula  feeding  is  given  on  the  second  day  if 
breast  feeding  is  denied.  The  small  infant 
prefers  the  three-hour  schedule  and  the  large 
infant  the  four-hour  schedule. 

The  initial  formula  is  a low-caloric  milk  mix- 
ture, gradually  increased  in  concentration 
over  several  day  intervals  according  to  toler- 
ance. Standard  formulas  for  whole  cow’s  milk 
or  evaporated  milk  modified  with  diluted 
Karo  Syrup  as  shown  here,  constitute  the 
dietary  regimen  for  well  newborns. 


First  formulas  for  newborns, 
concentrated  according  to  tolerance 


Evaporated  Milk  Formulas:  3 oz.  q 4h  x 6 feedings 

FORMULA  I FORMULA  II  FORMULA  III 

12.5  cals./oz.  16  cals./oz.  20  cals./oz. 


Evap.  Milk  . . 4 oz.  5 oz. 

Water 14  oz.  13  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz. 


6 oz. 
12  oz. 
1 oz. 


Whole  Cow’s  Milk  Formulas:  3 1/2  oz.  q 4h  x 6 feedings 
FORMULA  I FORMULA  II  FORMULA  III 

11  cals./oz.  11.5  cals./oz.  13.5  cals./oz. 


Whole  Milk  . . 8 oz.  9 oz.  10  oz. 

Water 12  oz.  11  oz.  10  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz.  1 oz. 


ADVANTAGES  OF  KARO  IN  INFANT  FEEDING 


Composition:  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  digestion. 

Concentration:  volume  for 

volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Purity : Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

LOW  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


\ Medical  Division 

i^^IcORN  PRODUCTS  REFINING  COMPANY 

1 7 Battery  Place,  New  York  N.  Y. 


for  the  obese 

Tasty  Junket  rennet 
desserts  are  low  in 
caloric  value  yet 
supply  all  of  the 
nutrients  of  milk 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


effective,  practical ! 

MUMPS  VACCINE 


A specific  immunizing  antigen  (chick  embryo 
origin)  for  prevention  or  modification  of  mumps 
in  children  and  adults.  Vaccination  should  be 
repeated  annually. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  N.  Y. 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


MIICAHPON 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  */2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PHEST0 -BOBO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


ease  the  . . . 

burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 

in  bronchial  asthma 
paroxysmal  dyspnea 
Cheyne-Stokes  respiration 


tablets,  ampuls,  powder  and  suppositories 

H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 
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A.  H.  ROBINS  CO ...  Inc.,  RICHMOND  20,  VA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


T • T 

than  with  a standard 
APC  formula*. . . 


Rgbins 


PAIN  RELIEF 


In  a recent  controlled  study,*  Phenaphen 

a was  found  more  effective  than  a standard  aspirin 
phenacetin-caffeine  formula  for  relief  of 
moderate  to  severe  pain . . . with  total  freedom 

Bfrom  side  effects  and  from  any  tendency 
to  induce  drowsiness. 

•Murray.  R.  J.:  N.  Y.  State  JL  Med.  63:1867,  1963. 

loch  PHENAPHEN  capsule  contains  - 

Acetylsalicylic  Add  (2%  gr.)  . 162  mg. 

Phenaeetin  (3  gr.) 194  mg. 

Phenobarbital  (*4  gr.) l&2mg. 

Hyoscyamine  Sulfate 0.031  mg. 

Alto  availablo  — 

PHENAPHEN  with  CODEINE  PHOSPHATE  Va  OR. 

Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE  Vi  OR. 

Phenaphen  No.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE  1 GR. 

Phenaphen  No.  4 
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for  ulcer  cases 

Milk,  when  made  into 
tasty  Junket  rennet- 
custard  is  more  readily 
assimilable  than  un- 
rennetized  milk 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-th  e-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mcutdl  Sc/uhU  254  OrcPe* 7-3434  * C 

Licensed  by  the  State  of  New  York 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


GIVE  to 


CONQUER  CANCER 


PINEWOOD  & Sf } 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANOR  "gggg3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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CLASSIFIED  ADVERTISING 


TO  SHARE 


New  York  City  Central  Park  West  (Corner  of  West  67  St.) 
Large  fully  equipped  air  conditioned  office.  Excellent  sub- 
way and  bus  service.  Reasonable — specialist.  EN  2-4300. 


WANTED  PRACTICE 


Physician,  qualified,  desires  purchase  of  busy  general  prac- 
tice. First  announcement.  Box  702,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practice  Residency:  180-bed  general  hospital,  Cen- 
tral New  York;  excellent  experience  and  opportunity  to  do 
general  surgery;  New  York  License  only;  salary  and  main- 
tenance. Apply:  Board  of  Managers,  Oneida  County 

Hospital,  Rome,  N.  Y. 


WANTED 


Resident  Physician  licensed  in  New  York  State  or  Certificate 
of  Eligibility.  Salary:  Unusually  high  with  many  benefits 
and  full  maintenance.  Inquire:  Executive  Director,  Kings 
Highway  Hospital,  3201  Kings  Highway,  Brooklyn,  New 
York. 


WANTED 


Ophthalmologist — Board  Certified  of  Board  Qualified  seeking 
excellent  location  in  Western  New  York  in  office  building  with 
other  physicians.  Box  692,  N.  Y.  St.  Jr  Med. 


WANTED 


Full  time  physician  for  schools  of  the  City  of  Amsterdam,  New 
York,  to  begin  September,  1958.  New  York  State  License 
required.  Work  involves  physical  examinations  of  school 
children  and  having  charge  of  general  health  program  in 
public  and  parochial  schools  of  the  city  of  35,000  population. 
Apply  to:  Mr.  Edward  V.  Cushman,  Superintendent  of 

Schools,  41  Division  Street,  Amsterdam,  New  York. 


Doctor  needed!  Semi-rural,  potential  8000  plus.  Excellent 
hospital  with  laboratory  facilities  in  City  of  Oswego,  10 
miles.  Syracuse,  30  miles.  Located  in  heart  of  boating,  fish- 
ing, hunting,  camping  region.  Reply  Med.  Service  NYS 
Placement  Bureau,  or  Leon  Stoddard,  pres.  Citizens  Com- 
mittee, New  Haven,  N.  Y. 


ASSISTANT  WANTED 


Assistant,  leading  to  partnership  in  general  practice.  $12,000 
plus  percentage.  One  hour  from  New  York  City.  State 
qualifications  and  availability.  Box  704,  N.  Y.  St.  Jr.  Med. 


CARDIOLOGIST  with  22  years  experience  in  Electro- 
cardiographic interpretation,  reads,  preferable  12  leads  Elec- 
trocardiograms. Air  mailed  same  day.  Modest  fees.  Box 
703,  N.  Y.  State  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER — male,  female  opportunity 
for  female  physician  in  area  already  pioneered  by  woman, 
available  office  with  partial  equipment.  Write,  call  Phoenicia 
Hotel,  Phoenicia,  N.  Y. 


HALF  TIME  PSYCHIATRISTS  wanted.  Salary  up  to 
$6000.  Five  morning  sessions  a week.  Inquire  Domestic 
Relations  Court,  135  East  22nd  Street,  telephone  AL  4-1900, 
extension  56. 


POSITION  WANTED 


Surgeon-Board  eligible;  33;  family;  experienced  general 
and  traumatic  surgery,  completed  residency  June  1957,  de- 
sires association  with  group,  clinic  or  established  surgeon. 
Box  696,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist-Board  Eligible  desires  opportunity 
to  practice  in  partnership  or  individually.  Married.  Avail- 
able July,  1958.  Box  697,  N.  Y.  St.  Jr.  Med. 


Active  G.  P.  office,  fully  equipped,  near  new  project, 
Manhattan  for  sale.  Call  AC  2-4763  or  write  Box  699, 
N.  Y.  St.  Jr.  Med. 


Paterson,  N.J. — Will  lease  furnished  and  equipped  office  of 
long  established  dermatologist — retiring  from  practice. 
Phone  FAirlawn  4-6366. 


LAND  FOR  SALE 


Builders  liquidating.  Splendid  opportunity.  80  acres  selec- 
tive Westchester  residential  property.  Priced  less  than 
market.  Big  potential,  John  D.  Harris,  Katonah,  N.  Y. 


DESIRABLE  PRACTICE 


Five  room  doctor’s  office  completely  equipped  for  lease  or 
sale.  Mrs.  A.  R.  Hicks,  30  Oakland  Ave.,  Warwick,  N.  Y. 


FOR  SALE  AT  GREAT  SACRIFICE 
BEAUTIFUL  FORMER  MILLIONAIRE’S 
COUNTRY  ESTATE 

Located  at  West  Park  (Ulster  County),  N.  Y.;  at  Floyd  Ackert 
Rd.  & Rte.  9W,  on  West  Bank  of  Hudson  River  opposite 
Hyde  Park.  Three  miles  from  N.  V.  Thruway.  Ideal  for 
sanitarium,  health  resort,  hotel,  camp  site,  ranch,  etc.  28- 
room  oil-heated  main  house,  colonial  type  with  encircling 
veranda;  large  casino  suitable  for  restaurant,  recreation 
building,  etc.,-  6-room  cottage;  boat  house;  farm  house  & 
farm  buildings.  100  acres  beautiful  landscaped  terrain 
with  1800  ft.  winding  waterfront. 

More  complete  details  & pictures  on  request. 

WEST  PARK  DEVELOPMENT  INC. 

West  Park,  N.  Y. 

Tel.  Overland  6-5582 

(Or,  Glenmore  1-0700  at  Brooklyn,  N.  Y.) 


FOR  SALE 


In  Rochester,  New  York.  Deceased  General  Practitioner’s  8 
room  custom  built  home,  plus  4 room  knotty  pine  office  suite, 
furnished,  separate  entrances.  Established  22  years  on 
valuable  corner.  Busy  thoroughfare.  Fred  B.  Kravetz, 
Realtor;  320  Powers  Building,  Rochester,  New  York. 


OPPORTUNITY  NEW  YORK  STATE 


Brick  building  2%  stories  2 — car  garage,  in  Greater  Buffalo 
with  doctor  suite  of  offices  and  living  quarters,  occupied  by 
general  practitioner  who  will  retire  May  1,  1958.  For  sale. 
Favorable  terms.  Box  706  N.  Y.  St.  Jr.  Med. 
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PHYSICIANS' 

HOME 


for  four  decades  has  given  aid  to 
needy  retired  physicians,  their  wives 
and  widows  throughout  the  State. 
The  need  for  such  aid  is  increasing. 
Your  contribution  will  help  continue 
this  worthy  service. 


Physicians’  Home 
386  Fourth  Avenue 
New  York  16,  N.  Y. 


TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs — audiograph — etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38,  WOrth  4-7589 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assures  results.  Free  Service  first  18  davs — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33  Vs  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


BIBLIOGRAPHICAL  SERVICE,  P.O.  Box  1681,  Grand 
Central  Station,  New  York  17,  N.  Y.  Medical  Reference 
Service  for  physicians.  Bibliographies  and  current  literature 
service.  Price  lists  and  request  forms  available. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


FOR  IMMEDIATE  SALE 


Well  established,  20  years,  surgical  practice.  Leaving  state. 
Some  equipment.  East  side,  professional  building.  Write 
Box  705,  N.  Y.  St.  Jr.  Med. 


“ Someone  passed  out  at  Muller's  Delicatessen — anything  you  want  me  to  pick  up ?” 
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BOOKS  RECEIVED 


( The  following  books  were  received  during  the  month  of  December,  1957) 


The  Incurable  Wound.  And  Further  Narratives 
of  Medical  Detection.  By  Berton  Roueche.  Octavo 
of  177  pages.  Boston,  Little,  Brown  & Company, 
1957.  Cloth,  $3.50. 

Disorders  of  the  Blood.  Diagnosis : Pa- 
thology: Treatment:  Technique.  By  Sir  Lionel 

E.  H.  Whitby,  M.D.,  and  C.  J.  C.  Britton,  M.D. 
Eighth  edition.  Octavo  of  878  pages,  illustrated 
with  20  plates,  125  text-figures  and  39  tables. 
New  York,  Grune  & Stratton,  1957.  Cloth,  $11.50. 

Chemical  Methods  in  Clinical  Medicine.  Their 
Application  and  Interpretation  with  Techniques  of 
Simple  Tests.  By  G.  A.  Harrison,  M.D.  Fourth 
edition.  Octavo  of  667  pages,  illustrated  with  5 
color  plates  and  158  illustrations.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $11. 

Manual.  The  Freeman  Anxiety  Neurosis  and 
Psychosomatic  Test.  By  M.  J.  Freeman,  Ph.D. 
Revised  form.  Quarto  of  11  pages.  Profile  Sheet 
of  8 pages.  Illustrated.  New  York,  Grime  & 
Stratton,  1955.  Paper,  Manual,  $1.25;  10  tests 
and  10  profile  sheets,  $1.75. 

Cardiovascular  Rehabilitation.  Conference  held 
at  the  New  York  University-Bellevue  Medical 
Center,  New  York,  May  25  to  27,  1956,  under  the 
sponsorship  of  the  Institute  of  Physical  Medicine 
and  Rehabilitation,  New  York  University-Bellevue 
Medical  Center,  and  supported  by  a grant  from  the 
National  Heart  Institute,  National  Institutes  of 
Health,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare.  Edited  by  Paul 
Dudley  White,  M.D.,  Howard  A.  Rusk,  M.D., 
Bryan  Williams,  M.D.,  and  Philip  R.  Lee,  M.D. 
Octavo  of  155  pages.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Co.  1957.  Cloth, 
$6.50. 

Ciba  Foundation  Colloquia  on  Endocrinology. 
Volume  11,  Hormones  in  Blood.  Editors  for  the 
Ciba  Foundation,  G.  E.  W.  Wolstenholme,  M.B. 
(Eng.)  and  Elaine  C.  P.  Millar.  Octavo  of  416 
pages,  with  74  illustrations.  Boston,  Little,  Brown 
& Company,  1957.  Cloth  $9.00. 

The  Illustrated  Birth  Control  Manual.  By 

Valeria  Hopkins  Parker,  M.D.  Octavo  of  392 
pages,  illustrated.  New  York  Cadillac  Publishing 
Co.,  1957.  Cloth,  $5.00. 


Understanding  Your  Patient.  By  Samuel  Lieb- 
man,  M.D.,  with  ten  contributors.  Octavo  of 
170  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1957.  Cloth,  $5.00. 

Manual  of  Pediatric  Physical  Diagnosis.  By 

Lewis  A.  Barness,  M.D.  Duodecimo  of  195  pages, 
illustrated.  Chicago,  The  Year  Book  Publishers, 
1957.  Paper  $4.00. 

Modern  Sex  Life.  By  Edwin  W.  Hirsch,  M.D. 
Revised  edition.  Duodecimo  of  160  pages.  New 
York,  The  New  American  Library,  1957.  Paper 
$.35.  (Signet  Books) 

Shock  and  Circulatory  Homeostasis.  Transac- 
tions of  the  Fifth  Conference  November  30,  De- 
cember. 1 and  2,  1955,  Princeton,  N.  J.  Edited 
by  Harold  D.  Green,  M.D.  Octavo  of  337  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1957.  Cloth,  $4.75. 

Mineral  Nutrition  and  the  Balance  of  Life.  By 

Frank  A.  Gilbert,  Ph.D.  Octavo  of  350  pages, 
illustrated.  Norman,  University  of  Oklahoma 
Press,  1957.  Cloth,  $5.95. 

Symposium  on  Diseases  and  Surgery  of  the  Lens. 

Edited  by  George  M.  Haik,  M.D.,  Associate  Editor, 
Elizabeth  M.  McFetridge,  M.A.,  Art  Editor,  Don 
Alvarado.  With  seven  contributors.  Quarto  of 
260  pages,  St.  Louis,  The  C.  V.  Mosby  Co.,  1957. 
Cloth,  $10.50. 

Brain  Tumors.  Their  Biology  and  Pathology. 

By  K.  J.  Ziilch,  M.D.  Translated  by  Alan  B. 
Rothballer,  M.D.,  and  Jerzy  Olszewski,  M.D. 
Octavo  of  308  pages,  illustrated.  New  York, 
Springer  Pubhshing  Co.,  1957.  Cloth  $9.50. 

Surgery  in  World  War  H.  Ophthalmology  and 
Otolaryngology.  By  Medical  Department,  United 
States  Army.  Editor  in  Chief,  Col.  John  Boyd 
Coates,  Jr.,  M.C.,  Editor  for  Ophthalmology,  M. 
Elliott  Randolph,  M.D.,  Editor  for  Otolaryngology, 
Norton  Canfield,  M.D.,  and  Associate  Editor, 
Elizabeth  M.  McFetridge,  M.A.  Quarto  of  604 
pages,  illustrated.  Washington,  D.C.,  Office  of 
the  Surgeon  General  Department  of  the  Army, 
1957.  Cloth,  $5.00. 


Everything  that  deceives  may  he  said  to  enchant. — Plato 
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New  York  State  J.  Med. 


Relieves  Spasm,  Pain,  and  Depression  too 


IN  PARKINSONISM 
Highly  selective  action  ..  .energizing 
against  weakness,  fatigue,  adynamia 
and  akinesia ...  potent  against  sialor- 
rhea, diaphoresis,  oculogyria  and 
blepharospasm... lessens  rigidity  and 
tremor . . . alleviates  depression . . . safe 
. . even  in  glaucoma. 


Patients  with  muscle  spasm  of  the  usual  types 
demand  relief  first.  Disipal  fills  this  need.  In 
sprains,  strains,  fibrositis,  noninflammatory 
arthritic  states  and  other  musculoskeletal  dis- 
orders, Disipal  not  only  relieves  the  spasm, 
but  alleviates  the  depression  which  so  often 
accompanies  pain  of  any  type. 


•Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.  S..Patent  No.  2,567,351.  Other  patents  pending. 


Riker 


10s  mtus 


Dosage:  1 tablet  (50  mg.)  t.i.d. 
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now  2 
palatable 
and  effective 
antidiarrheals 
containing 


for 

prompt 

symptomatic 

control 


Carob  powder  buffers  intestinal 
contents  and  adsorbs  irritant 
secretions,  bacteria,  and  toxins. 

Its  marked  demulcent  properties 
check  hyperperistalsis,  permitting 
fluid  absorption  and  rapidly 
producing  formed  stools.  Carob 
powder  tends  to  prevent  dehydration 
and  loss  of  electrolytes  and  the 
patient  can  usually  be  maintained 
on  adequate  nutritious  diets 
during  treatment. 


The  high  soluble  carbohydrate 
content  (mainly  fructose)  of 
carob  powder  provides  valuable 
nutritional  support  and  tends  to 
counteract  diarrhea-induced  acidosis. 


DIVISION  OF 

ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS  6,  INDIANA 


Carob  powder  with  streptomycin /neomycin 

INTROMYCIN" 

Carob  Powder  . . . for  prompt  relief  of  diarrhea  symptoms 

Neomycin / Streptomycin ..  .for  the  prevention  and  treatment  of  bacterial  infections 


your  patients  recover  more 
rapidly  with  intromycin 

because 

• formed  stools  are  produced  5 
times  faster1 

• water  loss  is  better  controlled 

• electrolytes  are  replenished 

• bacterial  pathogens  are  in- 
hibited 


1.  Abella,  P.U.:  J.  Pediat.  41:82,  1952. 
Available  in  75  Gram  (2M  oz.)  bottles. 


Have 

you 

taken 

the 

INTROMYCIN 

taste 

test? 


Carob  powder  without  antibiotics 


AROBON 


Arobon  alone  controls  most  non- 
specific, uncomplicated  diarrheas  by 
physiologic  means — without  the  use  of 
sedatives  or  narcotics.  In  infectious 
diarrheas,  it  controls  the  distressing 
symptoms  when  used  in  conjunction 
with  appropriate  antibiotic  or  chemo- 
therapeutic treatment. 


Originally  introduced  as  an  outstanding 
antidiarrheal  for  infants  and  children, 
Arobon  has  proved  remarkably  efficacious 
in  the  treatment  of  diarrheas  of  all  age 
groups. 

Distributed  by  Pitman-Moore  Company  under 
the  trade  name  AROBON  through  rights  ac- 
quired from  the  trademark  owner,  the  Nestle 
Company,  Inc. 

Available  in  5 oz.  bottles. 


BOOKS  REVIEWED 


The  Premarital  Consultation.  A Manual  for 
Physicians.  By  Abraham  Stone,  M.D.,  and  Lena 
Levine,  M.D.  Octavo  of  90  pages,  illustrated. 
New  York,  Grune  & Stratton,  1956.  Cloth,  $3.00. 

As  pointed  out  in  the  introduction  of  this  manual, 
the  emphasis  in  medicine  is  turning  from  cure  to 
prevention.  The  premarital  consultation  is  an 
extension  of  preventive  medicine  to  the  family  unit. 
This  book  is  divided  into  three  sections,  history, 
examination,  and  interview.  The  material  is  pre- 
sented as  a guide  to  what  the  needs  of  the  average 
healthy  couple  are,  who  seek  premarital  consulta- 
tion. It  is  well  worth  reading  for  all  who  are  con- 
cerned with  problems  of  marriage  and  parenthood. 
— John  M.  Tortora 


Current  Therapy  1956.  Latest  Approved 
Methods  of  Treatment  for  the  Practicing  Physician. 

Edited  by  Howard  F.  Conn,  M.D.  Consulting 
Editors,  George  E.  Burch,  M.D.,  M.  Edward  Davis, 
M.D.,  Vincent  J.  Derbes,  M.D.,  Garfield  G.  Dun- 
can, M.D.,  et  al.  Quarto  of  632  pages.  Phila- 
delphia, W.  B.  Saunders  Company,  1956.  Cloth, 
$11. 

This  edition  is  a reference  book  on  treatment  by 
very  many  authorities.  Many  sections  are  sketchy 
and  thoroughly  inadequate.  As  in  any  text  of  this 
type,  by  the  time  it  is  published,  it  is  frequently 
outdated.  This  reviewer  does  not  recommend  this 
book  to  practicing  physicians  who  have  better 
available  sources  of  information. — Leon  M.  Levitt 


Practical  Neurology.  By  Leo  M.  Davidoff,  M.D., 
and  Emanuel  H.  Feiring,  M.D.  Octavo  of  442 
pages.  New  York,  Landsberger  Medical  Books 
(distributed  solely  by  the  Blakiston  Division  of  the 
McGraw-Hill  Book  Co.),  1955.  Cloth,  $7.00. 

This  handy  volume  has  been  written  for  the 
general  practitioner.  It  should  be  of  inestimable 
value  to  him  as  a ready  guide  to  diseases  of  the 
nervous  system.  Its  authenticity  roots  in  the  rich 
experience  of  the  authors  who  are,  respectively, 
professor  and  associate  professor  of  surgery  and 
neurosurgery,  Albert  Einstein  College  of  Medicine. 

The  contents  are  stripped  of  much  of  the  anatomy 
and  physiology  of  the  nervous  system  found  in 
larger  volumes,  and  references  are  omitted.  The 
authors  keep  to  the  front  the  hopeful  and  positive 
contributions  of  neurology  in  alleviating  the  modi- 
fiable factors  of  neurologic  diseases,  not  neglecting 
the  emotional  as  well  as  the  physical  well-being. 

This  highly  useful  volume  fills  an  ever-growing 
need  of  sensitizing  the  general  practitioner  to  his 


unique  role  and  responsibility,  in  as  much  as  he  is 
usually  the  first  called  upon  to  serve  the  patient’s 
neurologic  complaints  and  put  into  effect  the  thera- 
peutic program  with  the  assistance  of  a specialist 
when  indicated. 

The  authors  in  clear  and  facile  language  guide  the 
physician  in  the  most  direct  ways  to  appreciate  the 
points  of  interest,  and  the  obstacles,  and  give  seasoned 
advice  in  order  to  face  up  more  effectively  to  this 
somewhat  vast  and  formidable  subject. 

The  contents  include  an  enlightening  introduction 
followed  by  chapters  on  The  Neurologist’s  Tools, 
Vascular  Diseases  of  the  Nervous  System,  Trauma 
of  the  Nervous  System,  Tumors  of  the  Nervous 
System,  Inflammatory  Diseases,  Diseases  of  Un- 
known Etiology,  Congenital  and  Heredodegenera- 
tive  Diseases,  Diseases  Due  to  Toxins,  Metabolic 
Diseases,  and  those  associated  with  Lipoid  Dis- 
turbances. 

In  each  chapter  there  are  raised  telling  questions 
such  as:  “What  to  do  if  eye  witness  to  an  attack,” 
“Answers  to  questions  frequently  asked  of  the 
physician,”  and  “Complications.”  Practical 
aspects  of  differential  diagnosis  and  treatment 
obtain  throughout. 

This  volume  is  highly  recommended  as  fulfilling  its 
lofty  purposes. — Frederick  L.  Patry 


Transactions  of  the  First  Conference  on  Glaucoma 
December  5,  6,  and  7,  1955,  Princeton,  N.J.  Edited 
by  Trank  W.  Newell,  M.D.  Octavo  of  251  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1956.  Cloth,  $4.50. 

The  first  part  of  this  book  is  devoted  to  a review 
of  the  Angle-Closure  Glaucoma  and  is  more  or  less  a 
ound-table  discussion  on  the  different  types  of 
Angle-Closure  Glaucoma  and  the  relationships 
between  physical  and  mental  diseases  as  to  the 
possible  etiology — also  the  chemical  factors  involv- 
ing the  aqueous. 

The  second  part  discusses  the  physiology  and 
pharmacology  of  the  aqueous  resistance,  the  central 
control  of  the  intraocular  pressure,  and  the  response 
of  the  intraocular  blood  pressure  to  adrenergic  and 
cholinergic  agents  in  small  doses  and  the  methods 
used  to  measure  same.  These,  of  course,  were  all 
done  on  animals  and  indicate  the  great  deal  of 
research  which  is  being  done  and  still  has  to  be  done. 

The  book  is  recommended  highly  as  it  includes 
an  interesting  round-table  discussion  and  reviews  of 
present  research  knowledge  regarding  glaucoma. — 
Charles  E.  R.  Hopkins 

[Continued  on  page  614] 
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" Doctors  can’t  help  shingles?” 


Physicians  who  have  used  Protamide  extensively  deplore  such 
statements  as  unfortunate  when  they  appear  in  the  lay  press.  They 
have  repeatedly  observed  in  their  practice  quick  relief  of  pain, 
even  in  severe  cases,  shortened  duration  of  lesions,  and 
greatly  lowered  incidence  of  postherpetic  neuralgia  when 
Protamide  was  started  promptly.  A folio  of  reprints  is 
available.  These  papers  report  on  zoster  in  the  elderly — 
the  severely  painful  cases — patients  with  extensive 
lesions.  Protamide  users  know  “shingles”  can  be  helped. 

PROTAMIDE* 

Detroit  11,  Michigan 

Available:  Boxes  of  10  ampuls  — prescription  pharmacies. 
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[Continued  from  page  612] 

Surgery  in  World  War  II.  Orthopedic  Surgery  in 
the  European  Theater  of  Operations.  By  Medical 
Department,  United  States  Army.  Editor-in-Chief, 
Col.  John  Boyd  Coates,  Jr.,  M.C.;  Editor  for 
Orthopedic  Surgery,  Mather  Cleveland,  M.D.; 
Associate  Editor,  Elizabeth  M.  McFetridge,  M.A. 
Quarto  of  397  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Department  of 
the  Army,  1956.  Cloth,  $4.00. 

This  book  deals  with  the  administrative  and 
related  considerations  of  the  military  service,  clini- 
cal policies  and  practices,  with  a formula  for  the 
management  of  compound  fractures,  regional  in- 
juries, amputations,  and  rehabilitation.  Another 
section  deals  with  special  types  of  bone  and  joint 
injuries  with  particular  reference  to  those  which  are 
battle-  or  field-incurred.  There  is  also  an  appendix 
containing  a revision  of  the  Manual  of  Therapy  for 
the  orthopedic  section,  covering  in  brief  detail  the 
proposed  therapy  for  various  types  of  installations. 

This  book  is  really  a record  of  the  orthopedic 
experience  of  the  respective  surgeons  in  World  War 
II,  and  should  serve  as  a guide  and  basis  for  therapy 
in  the  unfortunate  recurrence  of  future  military 
hostilities. — Max  S.  Rabinowitz 

Rosenau  Preventive  Medicine  and  Public  Health. 

By  Kenneth  F.  Maxcy,  M.D.  With  27  contribut- 
ing authors.  Eighth  edition.  Octavo  of  1,465 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1956.  Cloth,  $15. 

This  latest  edition  of  what  has  been  regarded 
appropriately  as  the  leading  authoritative  work  on 
preventive  medicine  in  this  country  is  a fitting  suc- 
cessor to  its  illustrious  forebears.  With  an  evident 
minimum  of  editorial  ambivalence,  reflecting  a 
maximum  of  literary  acumen,  it  effectively  integrates 
considerations  of  the  newer  aspects  of  the  subject 
with  sections  devoted  to  the  more  traditional, 
though  still  important,  areas  of  public  health  ac- 
tivity. The  slight  unevenness  which  is  almost 
redundant  in  such  a comprehensive  undertaking  is 
chiefly  a function  of  reader  perspective.  A mi- 
nority might  wonder  about  the  considerable  space 
given  over  to  the  clinical  therapy  of  specific  infec- 
tions, and  to  discussions  of  such  diseases  as  polio- 
myelitis, diphtheria,  pneumonia  and  filariasis,  in 
contradistinction  to  the  relatively  short  sections  on, 
among  others,  infectious  hepatitis,  infectious  mono- 
nucleosis, rheumatic  fever,  and  the  helminths.  A 
majority  will  more  certainly  acclaim  this  collection 
of  outstanding  contributions,  activating  personal 
preferences  only  to  nominate  those  of  greatest  value. 
Among  these,  the  chapters  on  Mental  Health,  School 
Health,  and  Athropod  Control  should  rarely  fail 
to  earn  special  mention,  but  without  exception,  each 
author  has  aided  materially  in  making  this  classic 
more  than  ever  a must  for  every  medical  library. — 
Robert  W.  Hillman 
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OR  PAIN 


PYRID 

(Brand  of  phenylazo-diamino-pyridine  HCI) 

fills  the  gap  between 
complaint  and  correction 
of  urinary  tract  disorders 

Pyridium  (the  urinary  tract  anesthetic) 
relieves  discomfort  and  painful  symp- 
toms even  before  the  effects  of  specific 
therapy  can  begin.  In  20-25  minutes, 
Pyridium  alleviates  pain,  urgency, 
frequency  and  burning. 

When  there  is  no  infection,  Pyridium 
eases  the  discomfort  of  chronic,  non- 
specific urinary  tract  disorders,  gives 
prompt  in-the-ofhce  relief.  It  affords  a 
fast-working  analgesic  for  instrumen- 
tation, or  may  be  used  to  keep  patients 
comfortable  until  surgery. 

When  infection  is  present,  use  Pyridium 
as  always  with  any  treatment  you 
choose,  or  to  supplement  combination 
therapy  whenever  additional  analgesia 
is  required.  While  waiting  for  diagnos- 
tic test  results  or  for  fever  to  come 
down,  you  can  provide  fast  relief  from 
pain  and  discomfort  with  Pyridium. 

Diagnosis  or  treatment  may  take  time 
—but  pain  relief  can  be  immediate.  Use 
Pyridium  for  every  case  with  urinary 
tract  pain,  for  relief  in  minutes. 

WARNER-CHILCOTT 


too  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.1C.F. 


Also  available: 
tablets,  ampuls,  Spansul- 
sustained  release  capsull 
syrup  and  suppositories. 

Smith  Kline  & French 
Laboratories,  Philadelpl 


new!  multiple  dose  vials 

for  immediate  effect — 
always  carry  one  in  your  bag 


>y 


ALEVAIRE®  aerosol  in  the  home 


in  bronchiectasis- 


“Thick,  yellow,  solid  sputum  which  had  been 
expectorated  with  difficulty  became  thin,  color- 
less and  liquid  sputum  which  was  expectorated 
with  ease  and  gradually  diminished  in  volume. 
Labored  breathing  and  insomnia, . . . soon  were 
replaced  by  easy  respiration  and  ability  to 
enjoy  normal  restful  sleep”* 


and  with  subsequent  through  the  no  stronger, 

improved.  He  began  to  bream  improved  and  he 

chfal  secretions  more  readdy.  Hts  completely  symptom  free^ 

expectoration.  .MiUer>  j.F  -*  -« • A""-  A,,er9y' 


RLEVRIRE 


Alevaire  is  supplied  in  bottles  of  60  cc.  for 
intermittent  therapy  and  in  bottles  of 

500  cc.  for  continuous  inhalation  therapy. 


Hk 


(^inth/wf) 


LABORATORIES 
NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


has  been  dramatically  effective  in: 

• neonatal  asphyxia  (due  to  inhalation  of 
amniotic  fluid,  mucus  obstruction,  atelectasis) 

• croup  • laryngitis  • tracheobronchitis 

• pertussis  • pneumonia  • bronchial  asthma 

• emphysema  • bronchiectasis  • lung  abscess 

• pneumoconiosis  • smoke,  kerosene  poisoning 

• poliomyelitis  (respiratory  complications) 

• routine  oxygen  therapy  • tracheotomy 

• prevention  of  postoperative 
pulmonary  complications 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 
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REGISTRATION 

AT 

Annual  Convention 

May  12-16,  1958 


It  is  imperative  that  each  physician  identify  himself  as  such  at  the  registra- 
tion desk  in  the  Hotel  Statler  before  a badge  may  be  issued  to  him.  Badges 
act  as  passes  of  admittance  to  the  many  features  of  the  convention. 

We  ask  that  doctors  please  wear  their  badges  at  all  times  while  in  the  meeting 
and  exhibit  areas.  These  measures  are  taken  to  ensure  that  your  convention 
will  be  a doctors'  meeting  and  not  available  to  anyone  who  may  walk  in  from 
the  street. 

There  is  no  registration  fee  for  the  conventions  of  the  Medical  Society  of  the  State 
of  New  York  but  we  do  ask  that  you  cooperate  with  your  society  in  acceding  to 
the  above  requests. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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care  of 
the  man 
rather  than  merely 
his  stomach"8 


Mil  path 

Mil  town®  O anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown®  reduces  anxiety  and  tension.1,3,6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5,7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2,4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


each' Milpath  tablet  contains: 

Miltown.® (meprobamate  WALLACE) 400  mg. 

(2-methyl-2-n-propy  1-1. 3-propanediol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamlno-l-cyclohexyl-l-phenyl-l-propanol-ethlodide) 


dosage : 1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available : bottles  of  50  scored  tablets. 


references:  l.  Altschul,  A.  and  Billow,  B.:  The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med  57:  2361, 
July  15,  1957.  2.  Atwater.  J.  S. : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy  . J.  M.  A.  Georgia  45:421.  Oct.  1956. 
3.  Borrus,  J.  C.:  Study  of  effect  of  Miltown  (2-methyl-2-ra-propyI-l, 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  /57:1596.  April  30.  1955.  4.  Cayer.  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer.  Am.  J.  Digest.  Dis. 
7:301,  July  1956.  5.  Marquis.  D.  G..  Kelly.  E.  L..  Miller.  J G..  Gerard.  R.  W.  and  Rapoport.  A : Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects.  Ann.  New  York  Acad.  Sc.  67: 701.  May  9.  1957.  6.  Phillips.  R.  E. : 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders.  Am.  Pract.  & Digest  Treat.  7:1573.  Oct.  1956. 

7.  Selling.  L.  S.:  A clinical  study  of  Miltown®  a new  tranquilizing  agent.  J.  Clin.  & Exper.  Psychopath.  77:7.  March  1956. 

8.  Wolf.  S.  and  Wolff.  H.  G.:  Human  Gastric  Function.  Oxford  University  Press,  New  York,  1947. 


WALLACE  LABORATORIES.  New  Brunswick,  N.  J. 
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Patients  with  hypertension  develop  atherosclerosis  more  rapidly  and  at  a younger 
age  than  people  with  normal  blood  pressure.1  It  is  also  known  that  clinical  hyper- 
cholesteremia is  associated  with  increased  atherosclerosis2  and  that  many  hyper- 
tensives show  elevated  cholesterol  levels.3  For  example,  in  one  study  including 
120  patients  with  high  blood  pressure,  hypercholesteremia  was  found  in  44%  of 
the  hypertensive  group.3 

The  consensus  of  opinion  today  is  that  elevated  cholesterol  levels  should  be 
reduced  or  prevented,  and  it  has  been  amply  demonstrated  that  this  can  be  done 
very  well  by  adding  linoleic  acid  and  vitamin  B6  to  the  diet.  In  scores  of  patients 
with  hypercholesteremia,  and  particularly  in  patients  with  vascular  disease,  diets 
high  in  linoleic  acid  produced  improvement.4’5  Vitamin  B6  is  apparently  necessary 
to  convert  linoleic  acid  into  the  primary  essential  fatty  acid,  arachidonic  acid. 
Thus  the  body  is  dependent  on  an  intake  of  both  linoleic  acid  and  vitamin  B6 
for  normal  cholesterol  levels.6-7 

This  is  why  ARCOFAC  (Armour  Cholesterol  Lowering  Factor)  provides  both 
linoleic  acid  and  vitamin  B6  in  adequate  amounts.  As  little  as  one  dose  a day 
lowers  high  blood  cholesterol  while  allowing  the  patient  to  eat  a balanced, 
nutritious  and  palatable  diet. 

Each  tablespoonful  (15  ml.)  of  Arcofac  emulsion 
contains: 

Essential  fatty  acidsf.  * 6.8  Gm. 

(measured  as  linoleic)  with  2.5  I.U.  of  Vitamin  E* 

Pyridoxine  hydrochloride  (Vitamin  B6) . . .0.6  mg. 

f Derived  from  safflower  oil  which  contains  the  highest 
concentration  of  unsaturated  fatty  acids  of  any  com- 
mercially available  vegetable  oil. 

* Added  as  Mixed  Tocopherols  Concentrate,  N.F. 

References  1-7  from  the  1956-57  literature  supplied  on  request. 
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A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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Co-Deltra  (Merck  Sharp  and  Dohme,  Div.  Merck  and 


Co-Hydeltra  (Merck  Sharp  & Dohme,  Div.  of  Merck  & 


Coricidin  (Sobering  Corporation) . . 632,  Between  632-633,  633 
Cremomycin  (Merck  Sharp  and  Dohme,  Div.  Merck 

and  Co.,  Inc.) 654 

Darvon  (Eli  Lilly  and  Co.) 656 

Delfen  (Ortho  Pharmaceutical  Company) 783 

Deprol  (Wallace  Laboratories) 655 

Dilaudid  (Knoll  Pharmaceutical  Company) 779 

Felsol  (American  Felsol  Company) 627 

Fostex  (Westwood  Pharmaceutical  Company) 641 

Furadantin  (Eaton  Laboratories) 631 

Gevral-T  (Lederle  Laboratories,  Div.  American  Cya- 
namid Co.) 647 

Incert  (Baxter  Laboratories,  Inc.) 623 

Larylgan  (Doho  Chemical  Corp) 625 

Lipo  Gantrisin  (Roche  Laboratories,  Div.  Hoffmann-La 


Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 773 

Medihaler-Phen  (Riker  Laboratories) 640 

Milpath  (Wallace  Laboratories) 619 


Miltown  (Wallace  Laboratories) Between  648-649 

My-B-Den  (Ames  Company,  Inc.) 774 

Mysteclin-V  (E.  R.  Squibb  and  Sons,  (Div.  of  The 

Mathieson  Chemical  Co.) 644 

Neohydrin  (Lakeside  Laboratories) . . . ™ 643 

Novahistine-DH  (Pitman-Moore  Company) 782 

Novahistine-LP  (Pitman-Moore  Company) 780 

Novahistine  with  Penicillin  (Pitman-Moore  Company)  781 

O-Tos-Mo-San  (Doho  Chemical  Corp) 625 

Pathibamate  (Lederle  Laboratories,  Div.  Amer  Cyana- 
mid Co.) 618,  622,  630,  649 

Percodan  (Endo  Laboratories) 767 

Percodan-Demi  (Endo  Laboratories) 767 

Peritrate  (Warner  Chilcott) 772 

Peritrate  with  Nitroglycerin  (Warner  Chilcott) 664 

Phenaphen  Plus  (A.  H.  Robins  Co.,  Inc.) 777 

Premarin  (Ayerst  Laboratories) 763 

Pro-Banthine  (G.  D.  Searle  Company) 663 

Pyribenzamine  (Ciba  Pharmaceutical  Pdts.,  Inc.). 2nd  cover 

Rauwiloid  (Riker  Laboratories) . 648 

Rhinalgan  (Doho  Chemical  Corp.) 625 

Robitussin  (A.  H.  Robins  Co.) 629 

Robitussin  A-C  (A.  H.  Robins  Company,  Inc.) 629 

Romilar  CF  (Roche  Laboratories,  Div.  Holfmann-La 

Roche  Inc.) 638 

Sux-Cert  (Baxter  Laboratories,  Inc.) 623 

Syntan  (Irwin  Neisler  and  Co.) 770 

Tempra  (Mead  Johnson) 4th  cover 

Theragran  (E.  R.  Squibb  and  Sons,  Div.  of  The  Math- 
ieson Chemical  Co.) 784 

Thorazine  (Smith  Kline  and  French) 642 

Triaminic  (Smith-Dorsey,  Div.  The  Wander  Co.) . . . 636-637 
Veralba-R  (Pitman-Moore  Co.) 3rd  cover 

Miscellaneous 

Meat  (American  Meat  Company) 646 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 

PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay’*  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  I LON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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min. 

antibacterial 
concentrations  in  urine 


i_?  hrs. 

turbid  urine  frequently  clear 


days 

most  patients 
symptom-free 


pyelonephritis 
delay  is 
dangerous... 


FU  R ADANT 


ooo 

for  rapid  eradication  of  infection 


In  the  majority  of  112  cases  of  acute,  per- 
sistent or  relapsing  urinary  tract  infections 
“nitrofurantoin  [Furadantin]  was  effective 
clinically,  with  a pronounced  improvement, 
indicated  by  the  appearance  of  the  urine  as 
well  as  by  verbal  commendation  by  the  pa- 
tient, within  24  to  36  hours  . . . Some  of  these 
patients  with  seemingly  impossible  cases  were 
cured  of  their  infection.”* 

Furadantin  first  because  of  these  advantages: 
a specific  for  urinary  tract  infections  • rapid 
bactericidal  action  • negligible  development 
of  bacterial  resistance  • nontoxic  to  kidneys, 
liver  and  blood-forming  organs. 


AVERAGE  dosage:  adults— four  100  mg.  tab- 
lets daily;  1 tablet  during  each  meal  and  1 on 
retiring,  with  food  or  milk.  In  acute,  uncom- 
plicated infections,  50  mg.  q.i.d.  may  be  pre- 
scribed. If  patient  is  unresponsive  after  2 to 
3 days,  increase  dose  to  100  mg.  q.i.d. 
CHILDREN— 5 to  7 mg.  per  Kg.  (2.2  to  3.1  mg. 
per  lb.)  per  24  hours. 

supplied:  Tablets,  50  and  100  mg.  Oral  Sus- 
pension (25  mg.  per  5 cc.  tsp.). 

*Stewart,  B.  L.,  and  Rowe,  H.  J.:  J.  Am.  M.  Ass.  160:1221,  1956. 
EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Nltrofurans  — a new  class  of  antimicrobials—  neither  antibiotics  nor  sulfonamides 
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where  there’s  a cold 

there’s 

CORICIDIN 


when  it’s  a simple  cold 

^ CORICIDIN®  TABLETS 

when  it’s  an  all-over  cold 

CORICIDIN  FORTE 

CAPSULES 

when  infection  threatens  the  cold 


CORICIDIN  with  PENICILLIN 

TABLETS 


when  pain  is  a dominating  factor 

CORICIDIN  with  CODEINE 

(gr.  ’/4  or  gr.  Vi)  TABLETS  0 

when  children  catch  cold 

CORICIDIN  MEDILETS® 

when  cough  marks  the  cold 

CORICIDIN  SYRUP3 


0 Narcotic  for  which  oral  is  permitted 
© Exempt  narcotic 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN-J-228 


puts  colds  down 


gets  patients  up 


CORICIDIN  FORTE 


on  Rx  only 


for  “get-up-and-go” 

METHAMPHETAMINE 

• buoys  spirits  • potentiates  pain  relief  • aids 
decongestive  action 


for  stress  support  VITAMIN  C 

• supplements  illness  requirements  • bolsters 


resistance  to  infection 


for  extra  relief  ANTIHISTAMINE 


• higher  dosage  strength  • optimal  therapeutic 
benefit  • virtually  no  side  effects 


Each  red  and  yellow  Coricidin  Forte 
Capsule  provides : 

CHLOR-TRiMETON®Maleate  . . 4 mg. 

(chlorprophenpyridamine  maleate) 

Salicylamide 0.19  Gm. 

Phenacetin 0.13  Gm. 

Caffeine 30  mg. 

Ascorbic  acid 50  mg. 

Methamphetamine 

hydrochloride 1.25  mg. 

On  Rx  and  cannot  be  refilled  without 
your  permission 

dosage 

One  capsule  every  four  to  six  hours. 
packaging 

Bottles  of  100  and  1000. 

Coricidin,®  brand  of  analgesic-antipyretic. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


■ " 
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Gastric  distress  accompanying  "predni-steroid” 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


5fc“In  view  of  the  beneficial  re- 
sponses observed  when  antacids 
and  bland  diets  were  used  concom- 
itantly with  prednisone  and  predni- 
solone, we  feel  that  these  measures 
should  he  employed  prophylacti- 
cally  to  offset  any  gastrointestinal 
side  effects.” — Dordick,  J.  R.  et  al.: 
N.  Y.  State  J.  Med.  57:2049  (June 
15)  1957. 


*“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


jfc“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-DElTRA  or  CO-HYDELTRA. 


CoDeltra 

PREDNISONE  BUFFERED 

multiple  compressed  tablets 


provide  all  the  benefits 

of  “Predni-steroid”  therapy 

plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & D0HME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 
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respiratory  congestion  orally 


" This  affords  opportunity  for  shrinkage  in  areas  that 
could  not  be  approached  by  sprays,  drops  or  actual 
topical  applications.” 


— Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 


Comparison  of  action  of  topical  decongestants  and  an  orally  administered  decongestant 


TOPICAL  DECONGESTANT 

TRIAMINIC  ORAL  DECONGESTANT 

Duration  of  relief  is  brief 

Keeps  nasal  passages  clear  6 to  8 hours 

Decongestion  often  followed  by 
secondary  congestion  which  may  be 
equal  to  or  even  worse  than  the 
original  condition 

Secondary  congestion  does  not  occur 

Local  overtreatment  may  cause 
pathological  changes  in  nasal  mucosa 

No  pathological  changes  in  nasal 
mucosa 

Patients  frequently  experience 
“nose  drop  addiction” 

The  unose  drop  addiction ” 
phenomenon  does  not  occur 

Much  of  the  medication  is  washed 
away  by  nasal  mucus.  Mucus  often 
forms  a barrier  between  the 
medication  and  the  nasal  mucosa 

Not  affected  by  nasal  mucus.  Gets  into 
the  blood  stream  so  that  it  has  intimate 
and  prolonged  effect  on  nasal  mucosa 

only  part  of  locally  applied 
medication  penetrates  mucus 
barrier  to  reach  nasal  mucosa 

much  of  the  local  application 
washes  away 


Triaminic  gets  into 
blood  stream  for 
intimate  and  prolonged 
effect  on  the  mucous 
membranes  of  the 
respiratory  tract 


| ^lasal  mucosa 
‘running”  nose  (mucus) 


The  TridllliniC  form  and  formulation,  described  in  detail  on  the 
next  page,  have  proved  remarkably  effective  as  an  oral  decongestant 
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relief  in  minutes . . . lasts  for  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

*Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release”  triaminic 
Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pyrilamine  maleate  ......  25  mg. 

Pheniramine  maleate 25  mg. 

Dosage : 1 tablet  in  the  morning,  afternoon,  Alsoavaila ble:  Triaminic  Syrup,  for  children  and 
and  in  the  evening  if  needed.  and  those  adults  who  prefer  a liquid  medication. 


Each  double-dose  “timed-release” 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours  — 
provides  “around-the-clock” 
freedom  from  congestion  on 
just  three  tablets  a day 

first— the  outer  layer  dissolves 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Triaminic 


it  t • 


timed-release 
tablets 


ft 


stop  running  noses . . and  open  stuffed  noses  orally 

SMITH-DORSEY  . a division  of  The  Wander  Company  . Lincoln,  Nebraska  • Peterborough,  Canada 
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ROMILAR  CF 


SYRUP-CAPSULES 


1 Antitussive 

2 Antihistaminic 

3 Decongestant 

4 Analgesic- 
Antipyretic 


Each  teaspoonful  (5  cc)  or  capsule  provides . 

1 Romilar®  Hydrobromide* . . . 15  mg 

2 Chlorpheniramine  Maleate  . . 1.25  mg 

3 Phenylephrine  Hydrochloride  5 mg 

4 N-acetyl-p-aminophenol  ....  120  mg 


*0RAND  OF  DEXTROMETHORPHAN  HYDROBROMIDE— THE  NON-NARCOTIC  COUGH  SPECIFIC 


ROCHE  LABORATORIES  Division  of  Hoffmann- La  Roche  Inc  • Nutley , New  Jersey 
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ACH  ROCI  DIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  offering  in  one 
tablet  the  drugs  often  prescribed  separately  for 
treating  upper  respiratory  infections. 

Traditional  and  nonspecific  nasopharyngeal 
symptoms  of  malaise  and  chilly  sensations  are  rap- 
idly relieved,  and  headache,  muscular  pain,  and 
pharyngeal  and  nasal  discharges  are  reduced  or 
eliminated. 

Early  effective  therapy  is  provided  against  such 
bacterial  complications  as  sinusitis,  otitis,  bronchi- 
tis and  pneumonitis  to  which  the  patient  may  be 
highly  vulnerable  at  this  time. 

Adult  dosage  for  Achrocidin  Tablets  and  new, 
caffeine-free  Achrocidin  Syrup  is  two  tablets  or 
teaspoonfuls  of  syrup  three  or  four  times  daily. 
Dosage  for  children  reduced  according  to  weight 
and  age. 

Available  on  prescription  only. 


TABLETS  < Sugar-coated ) 
Each  tablet  contains: 


Achromycin® 

Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottles  of  24  and  1 00 
SYRUP  (Lemon  -lime  flavored) 
Each  teaspoonful  (5  cc.)  contains: 
Achromycin®  Tetracycline 


equivalent  to 

tetracycline  HC1  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben 4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


checks 
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edihaler-Pherf 

MEASURED-DOSE  NASAL  AEROSOL  N E B U L I Z AT  1 O N 


LOS  ANGELES 


Immediate,  effective  4-pronged  relief... vasoconstric- 
tive, decongestive,  anti-inflammatory,  antibacterial. 
Accurately  measured  nebular  cloud  makes  droppers 
and  squeeze  bottles  obsolete. 

Each  cc.  contains  phenylephrine  HC1  3.6  mg.,  phenylpro- 
panolamine HC1  7.0  mg.,  neomycin  sulfate  1.5  mg.  (equiv- 
alent to  1.0  mg.  neomycin  base),  and  hydrocortisone 
0.6  mg.,  suspended  in  an  inert,  nontoxic  aerosol  medium. 

MEDIHALER  MEANS 

automatically  measured-dose  aerosol  medications  for 
closer  management  supervision  over  the  patient. 
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f(htex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


◄ Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


Fostex  is  easy  for  your  patients  to  use 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 

468  Dewitt  Street  • Buffalo  13,  New  York 
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Case  report  from  this  patient’s  physician: 


patient:  Female  school  teacher,  age  41,  suffering  from 
severe  anxiety.  Often  sought  relief  through 
excessive  drinking.  ‘Thorazine’  tablets  appeared 
to  help,  but  she  often  forgot  to  take  medication. 
Progress  was  extremely  slow. 


medication:  ‘Thorazine’  Spansule  capsules,  75  mg.  b.i.d. 

results:  Marked  improvement  within  a few  days.  Patient 
stopped  drinking  and  slept  better.  Stated  that  she 
really  appreciates  the  convenience  of  the 
‘Spansule’  capsule. 


THORAZINE*  SPANSULEt 


30  mg.  75  mg.  150  mg.  200  mg. 

Smith  Kline  & French  Laboratories , Philadelphia  1 

first  J in  sustained  release  oral  medication 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 


“Since  we’ve  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 


oral 

organomercurial 

diuretic 


TAB  LET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN 


84838 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECI-IN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


Capsules  (250  mg./250,000  u.).  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.).  bottles  of  16 
and  100.  Suspension  (125  mg./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


'MYSTECUN,  *®  'MYCOSTATIN*,®  AND  'SUMYCIN*  ARE  SQUIBB  TRADEMARKS 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 
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Monilial  overgrowth  (rectal  swab)  H None  HI  Scanty  0 Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 
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ATARAX 

in  any 


hyperemotive  state 

for  childhood  behavior  disorders 
10  mg.  tablets-3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup-3-6  years,  one  tsp. 
t.i.d.;  over  6 years,  two  tsp.  t.i.d. 
for  adult  tension  and  anxiety 

25  mg.  tablets -one  tablet  q.i.d. 
Syrup -one  tbsp.  q.i.d. 
for  severe  emotional  disturbances 
100  mg.  tablets -one  tablet  t.i.d. 
for  adult  psychiatric  and 
emotional  emergencies 

Parenteral  Solution-25-50  mg. 
{1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 

Supplied:  Tablets,  bottles  of  100. 
Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


How  Old 
is  Too  Old 
for 

Tranquilizers 


The  psychological  needs  of  the  elderly  confront  physicians  with  one  of  their 
most  perplexing  problems.  Perhaps  no  other  patient  group  suffers  so  much 
from  emotional  distress.  Yet,  precisely  because  of  their  age,  geriatric  patients 
often  seem  beyond  the  reach  of  tranquilizing  treatment. 

When  tranquilization  seems  risky  . . . 

They  are  too  much  beset  by  complicating  chronic  ailments,  too  susceptible 
to  serious  side  effects.  Ataraxia  is  clearly  indicated,  yet  the  doctor  cannot 
risk  side  reactions  on  liver,  blood  or  nervous  system. 

Is  there  an  answer  to  this  dilemma? 

We  feel  there  is.  In  four  recent  papers  investigators  have  reported  good 
results  with  ATARAX  in  patients  up  to  90  years  of  age.*  In  one  study, 
improvement  was  “pronounced”  in  76%,  “good”  in  an  additional  18.5%.* 
ATARAX  has  been  successfully  used  in  such  cases  as  senile  anxiety,  agita- 
tion, hyperemotivity  and  persecution  complex.*  On  ATARAX,  patients  became 
“.  . . quieter  and  more  manageable.  They  slept  better  and  demonstrated  im- 
proved relations  with  other  patients  and  hospital  personnel.  Even  their  per- 
sonal hygiene  improved,  and  they  required  less  supervisory  management.”* 
. . . ATARAX  is  safe 

Yet  even  in  the  aged,  ATARAX  has  given  “no  evidence  of  toxicity.  . . . Com- 
plete liver  function  tests  and  blood  studies  were  made  on  all  patients  after 
two  months  of  therapy.  . . . There  were  no  significant  abnormalities.”*  With 
still  other  elderly  patients  “tolerance  to  the  drug  was  excellent,  even  in  cases 
where  the  patients  were  given  relatively  high  doses.”*  Similarly,  no  parkin- 
sonian effects  have  been  observed  on  ATARAX  therapy. 

Nor  does  ATARAX  make  your  patients  want  to  sleep  all  day.  Instead,  they  can 
better  take  care  of  themselves,  because  ATARAX  leaves  them  both  calm  and 
alert.  In  sum,  ATARAX  “.  . . does  not  impair  psychic  function  and  has  a 
minimum  of  side  effects.  ...  It  appears  that  ATARAX  is  a safe  drug.  . . ."* 
These,  undoubtedly,  are  the  results  you  want  when  emotional  problems  beset 
your  geriatric  patients.  For  the  next  four  weeks,  won’t  you  prescribe  tiny 
ATARAX  tablets  or  pleasant-tasting  ATARAX  syrup  - both  so  readily  accept- 
able to  the  elderly. 

“Documentation  on  request  ~ x , 

ATARAX* 

(brand  of  hydroxyzine) 


Medical  Director 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 


Therapeutic  Nutrition  in  Chronic  Disea 


and  Protein  Nutrition 
in  Vascular  Disease 


V V hether  the  eventual  solution  of  the  problem  of 
atherogenesis  will  come  out  of  the  field  of  dietetics,  bio- 
physics, or  pharmacology,  one  fact  remains  undeniable: 

Adequate  protein  nutrition  is  considered  of  impor- 
tance for  the  age  group  most  commonly  affected  by 
disease  of  the  vascular  system,  so  that  the  demands  of 
good  nutritional  health  might  be  met. 

Meat  is  outstanding  among  protein  foods.  It  supplies 
all  the  essential  amino  acids,  and  closely  approaches  the 
quantitative  proportions  needed  for  biosynthesis  of 
human  tissue. 

In  addition,  it  is  an  excellent  source  of  B vitamins, 
including  B6  and  Bi2,  as  well  as  iron,  phosphorus,  potas- 
sium, and  magnesium. 

When  curtailment  of  fat  intake  is  deemed  indicated, 
meat  need  not  always  be  denied  the  patient.  Visible  fat 
obviously  should  not  be  eaten.  But  the  contained  per- 
centage of  invisible  (interstitial)  fat  is  well  within  the 
limits  of  reasonable  fat  allowance. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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CAPSULES 


For  a really  rapid  response  in  debilitated  pa- 
tients, prescribe  new  Gevral  T,  the  unique 
“ total  effect”  nutritional  supplement.  Actually 
six  nutritive  formulas  in  one,  each  high  potency 
Gevral  T Capsule  includes: 

A COMPLETE,  HEMATINIC  SUPPLEMENT  . . . including 
non-inhibitory  intrinsic  factor  for  enhanced  B12 
absorption,  plus  Folic  Acid,  Vitamin  C,  and 
Iron. 

ALL  THE  FAT-SOLUBLE  VITAMINS ...  including  Vitamin 
K ...  in  ample  amounts. 

A COMPLETE  B-COMPLEX  COMPONENT  . . . in  high  dos- 
age quantities. 

AMINO  ACID  SUPPLEMENT,  1-Lysine  ...  for  fuller  util- 
ization of  ingested  protein. 

LIPOTROPIC  FACTORS,  CHOLINE  AND  INOSITOL 

12  IMPORTANT  MINERALS  AND  TRACE  ELEMENTS 

Your  patients  get  even  more  nutritional  support  for  their 
money  with  economical  Gevral  T . . . supplied  in  an 
attractive,  on-the-table  jar. 


Each  capsule  contains: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Vitamin  B12  5 mcgm. 

Thiamine  Mononitrate  (Bp  10  mg. 

Riboflavin  (B2) 10  mg. 

Pyridoxine  HC1  (B6) 2 mg. 

Vitamin  E (as  tocopheryl  acetates) . . 5 I.  U. 

Vitamin  K (Menadione) 2 mg. 

Ascorbic  Acid  (C)  150  mg. 

Calcium  Pantothenate  5 mg. 

Niacinamide 100  mg. 

Folic  Acid 1 mg. 

Calcium  (as  CaHPOp 107  mg. 

Phosphorus  (as  CaHPOp 82  mg. 

Iron  (as  FeSOp  15  mg. 

Magnesium  (as  MgO)  6 mg. 

Potassium  (as  K2CO4)  5 mg. 

Iodine  (as  KI) 0.15  mg. 

Boron  as  Na2B4C>7  • IOH2O) 0.1  mg. 

Copper  (as  CuO)  1 mg. 

Manganese  (as  MnC>2)  1 mg. 

Fluorine  (as  CaF2) 0.1  mg. 

Zinc  (as  ZnO)  1.5  mg. 

Molybdenum  (as  Na2Mo04.2H20)  . 0.2  mg. 

Choline  Bitartrate  25  mg. 

Inositol 25  mg. 

1-Lysine  Monohydrochloride  25  mg. 

Rutin 25  mg. 


Purified  Intrinsic  Factor  Concentrate  0.5  mg. 
DOSAGE:  1 capsule  daily  for  the  treatment  of 
vitamin  and  mineral  deficiencies,  or  more  as 
indicated. 

SUPPLIED:  Bottles  of  100  capsules. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Many  such  hypertensives 
— have  been  on 


for  three  years 
and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 


Ford,  R.  V.,  and  Moyer,  J.  H.:  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  (Jan.)  1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension, 
Initial  dose  1 tablet  t.i.d.,  p.c. 


LOS  ANGELES 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 
Initial  dose  % tablet  q.i.d. 


Both  combinations  in  convenient  single-tablet  form. 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 


*Silbert,  N.  E..  Ciba  Clinical  Symposia:  6:  86:  May  1954 
Mechaneck,  I..  Annals  of  Allergy;  \2:  164:  March  1954 
Rosen,  F.  L„  J,  Med.  Soc.  N.  J. : 5j  : 110:  March  1954 
Mueller.  H.  L.,  & Hill,  L.  W.:  N.  E.  J.  of  Med;  249:  726,  1953 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  (400  mg.) the  most  widely  prescribed  tranquilizer. . .helps  control  the 
‘'emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  with  PATHILON  (25  rag.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  l,00fc 


"Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederte 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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NOW...  A NEW  TREATMENT 


CARDILATE 


‘Cardilate’  tablets  y shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.f  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris.  Circulation  (Jan.)  1958. 

* ‘Cardilate’  brand  Erythro!  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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anti-inflammatory  effects 
with  lower  dosage 
(averages  1 j 3 less  than 
prednisone) 


The 

Achievements 

of 


in  the  collateral 
hormonal  effects  associated 
with  all  previous  corticosteroids 

0 No  sodium  or  water  retention 
0 No  potassium  loss 

0 No  interference  with  psychic  equilibrium 
0 Low  incidence  of  peptic  ulcer  and  osteoporosis 


Aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


The  Achievement  in  Skin  Diseases:  In  a study  of  26  patients  with  severe  derma- 
toses, aristocort  was  proved  to  have  potent  anti-inflammatory  and  antipruritic  properties,  even 
at  a dosage  only  Vi  that  of  prednisone.1 11. . . Striking  affinity  for  skin  and  tremendous  potency  in 
controlling  skin  disease,  including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved2. . . absence  of  serious  side  effects  specifically  noted.1, 2,3 


The  Achievement  in  Rheumatoid  Arthritis;  Impressive  therapeutic  effect  in 
most  cases  of  a group  of  89  patients4. . . 6 mg.  of  aristocort  corresponded  in  effect  to  10  mg.  of 
prednisone  daily  (in  addition,  gastric  ulcer  which  developed  during  prednisone  therapy  in  2 cases 
disappeared  during  aristocort  therapy).5 


0 


c 


b c 


b 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.:  J.  A.  M.  A. 
165:1821,  (Dec.  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.:  Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Bemtsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases,  Toronto, 
June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E. : Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.:  Paper 
presented  at  Nephrosis  Conference,  Bethesda,  Md.,  Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 


The  Achievement  in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29 
of  30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage  of  only  7 mg.6 
. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg.  to  control  allergic  rhinitis 
in  a group  of  42  patients,  with  an  actual  reduction  of  blood  pressure  in  12  of  these.7 

The  Achievement  in  Other  Conditions:  Two  failures,  4 partial  remissions  and 
8 cases  with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characterization  of 
aristocort  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of  the  nephrotic  syn- 
drome.8,9. . . Prompt  decrease  in  the  cyanosis  and  dyspnea  of  pulmonary  emphysema  and  fibrosis, 
with  marked  improvement  in  patients  refractory  to  prednisone.10,  n* 12. ..  Favorable  response 
reported  for  25  of  28  cases  of  disseminated  lupus  erythematosus.13 


r zi 


Triamcinolone  LEDBRLE 


— OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under  therapy,  the  initial 
dosage  of  aristocort  is  usually  from  8 to  20  mg.  daily.  When  acute 
manifestations  have  subsided,  maintenance  dosage  is  arrived  at  gradually, 
usually  by  reducing  the  total  daily  dosage  2 mg.  every  3 days  until  the  smallest 
dosage  has  been  reached  which  will  supress  symptoms. 

Comparative  studies  of  patients  changed  to  aristocort  from  prednisone 
indicate  a dosage  of  aristocort  lower  by  about  Vi  in  rheumatoid  arthritis, 
by  Vi  in  allergic  rhinitis  and  bronchial  asthma,  and  by  Vi  to  Vi  in  inflammatory 
and  allergic  skin  diseases.  With  aristocort,  no  precautions  are  necessary 
in  regard  to  dietary  restriction  of  sodium  or  supplementation  with  potassium. 

aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30; 
and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 


® 

comprehensive  control  CREMOMYCIN 

SULFASUXIDINE®  PECTIN-KAOLIN-NEOMYCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages.  „ MERCK  SHflRp  & 00HME 

* Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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NOW 


COUNTERACT 

DEPRESSED 

MOODS  without  stimulation 


■ Relieves  depression 
without  euphoria 
-not  a stimulant 

• Restores  natural  sleep 
without  depressive 
aftereffects 
-not  a hypnotic 


* Rapid  onset  of  action 
« Side  effects  are 
minimal  and  easily 
controlled 


Composition:  Each  tablet 
contains  400  mg. 
meprobamate  and  1 mg. 
benactyzine  HC1 

Average  Adult  Dose : 

1 tablet  q.i.d. 


‘Deprol 


WALLACE  LABORATORIES.  New  Brunswick,  N.  J.  Literature  and  samples  on  request 


The  non-narcotic  analgesic  with  the  potency  ot  codeine 

DARVON  COMPOUND  (Dextro 
Propoxyphene  and  Acetylsalicylic 
Acid  Compound,  Lilly)  combines  the 
antipyretic  and  anti-inflammatory 
benefits  of  'A.S.A.  Compound’*  with 
the  analgesic  properties  of  'Darvon.’ 
Thus,  it  is  useful  in  relieving  pain  as- 
sociated with  recurrent  or  chronic  dis- 
ease, such  as  neuralgia,  neuritis,  or 
arthritis,  as  well  as  acute  pain  of  trau- 
matic origin.  The  usual  adult  dose  is 
1 or  2 pulvules  every  six  hours  as 
needed. 

Each  Pulvule  ‘Darvon  Compound’  provides: 

' Darvon ’ 

Acetophenetidin 

'A.S.A.’  {Acetylsalicylic  Acid,  Lilly) . . . . 

Caffeine  

“A.S.A.  Compound’  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

820210 


32  mg. 
162  mg. 
227  mg. 
32.4  mg. 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  Lilly)  is  equally  as 
potent  as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nau- 
sea or  constipation,  are  minimal. 
You  will  find  'Darvon’  helpful  in 
any  condition  associated  with  pain. 
The  usual  adult  dose  is  32  mg. 
every  four  hours  or  65  mg.  every 
six  hours  as  needed.  Available  in 
32  and  65-mg.  pulvules. 
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Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  386  Fourth  Avenue,  New 
York  16,  New  York. 
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first  page  should  list  the  title,  the  name  of  the  author 
(or  authors),  degrees,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and  should 
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Further  Comments  on  Antibacterial  Agents 


Published  in  the  October  1 issue  of  the 
New  York  State  Journal  of  Medicine 
is  a timely  article  by  Dr.  Gerald  Eastman 
on  the  complications  of  antibacterial  agents 
and  editorial  comment  by  Dr.  Paul  Bunn. 
Dr.  Eastman  documents  specific  reaction  to 
a variety  of  drugs  and  concludes  that  ill 
effects  result  from  allergic  phenomena  and 
toxic  actions  and  set  the  stage  for  superin- 
fections with  resistant  organisms.  Dr.  Bunn 
comments  on  relative  toxicity  and  circum- 
spect selection  with  strict  attention  to  side- 
effects  in  prescribing  antibacterial  agents  in 
the  best  interest  of  the  patient.  Dr.  East- 
man discusses  side-effects  of  streptomycin 
(SM),  dihydrostreptomycin  (DH-SM)  and 
para-aminosalicylic  acid  (PAS),  commonly 
used  in  the  treatment  of  tuberculosis.  Since 
tuberculosis  is  now  treated  over  a period  of 
many  months,  even  years,  these  and  other 
tuberculosis  antimicrobials  deserve  further 
comment. 

To  delay  development  of  drug  resistance 
and  enhance  therapeutic  effect,  streptomy- 
cin, isoniazid,  and  para-aminosalicylic  acid 
are  as  a rule  used  in  double  or  triple  combina- 
tion in  prolonged  treatment.  This  circum- 
stance naturally  increases  the  chance  for 
complications  and  development  of  drug  re- 
sistance. Streptomycin  toxicity  is  usually 
to  the  vestibular  branch  of  the  eighth  cervi- 
cal nerve,  resulting  in  vertigo,  while  dihy- 
drostreptomycin  is  more  likely  to  affect  the 
auditory  branch,  resulting  in  impairment  of 
hearing.  Both  drugs  produce  either  condi- 
tion in  some  instances.  Para-aminosali- 
cylic acid  results  in  mild  gastrointestinal 
symptoms,  allergic  reactions,  and  seldom  in 
bone  marrow  depression.  Isoniazid  (INH), 
the  most  widely  used  drug  for  tuberculosis 
in  all  forms,  is  a relatively  nontoxic  drug 
except  in  large  dosage  which  results  in  neuri- 
tis. In  the  usual  daily  dosage  of  3 to  5 mg. 


per  kilogram  of  body  weight  it  is  well  toler- 
ated without  serious  side-effects.  Bio-assays 
reveal  that  some  individuals  inactivate 
isoniazid,  requiring  several  times  the  usual 
dosage.  Pyridoxine  up  to  100  mg.  daily 
in  such  cases  may  be  required  to  prevent 
peripheral  neuritis. 

Other  drugs  commonly  used  in  tubercu- 
losis for  those  who  develop  drug-resistant 
organisms  to  one  or  more  of  the  strepto- 
mycin - isoniazid  - para  - aminosalicylic  acid 
combination  are,  as  a rule,  less  effective, 
more  toxic,  and  should  be  prescribed  only 
for  patients  under  hospital,  adequate  home, 
or  clinic  supervision.  Such  drugs  are  Pyra- 
zinamide  (PZA) , a liver  toxic  drug,  Viomycin 
which  produces  kidney  damage,  and  Cyclo- 
serine, a neurotoxic  drug.  Others  that  pro- 
duce side-effects  are  under  investigation 
and  are  not  yet  available  for  general  use 
but  probably  will  be  obtainable  soon.  Of 
interest  and  concern  is  the  increasing  use 
of  steroids  in  infectious  diseases,  especially 
in  critical  types  of  tuberculosis,  such  as 
meningitis  and  fulminating  disease,  that 
do  not  respond  to  usual  therapy.  The  mode 
of  action  and  final  effect  of  steroid  therapy 
are  obscure,  but  it  has  been  credited  with 
reversing  a hopeless  prognosis  to  a favorable 
one. 

A statement  published  in  the  October 
issue  of  The  American  Review  of  Tubercu- 
losis and  Pulmonary  Diseases  by  a distin- 
guished Committee  on  Therapy  of  the 
American  Trudeau  Society  emphasizes  the 
necessity  for  determination  of  bacterial 
susceptibility  to  antibacterial  agents  when- 
ever steroids  are  used  as  adjunctive  therapy 
in  order  to  protect  the  patient  from  spread 
of  infection. 

Prolonged  antimicrobial  treatment  in 
tuberculosis  and  other  infectious  diseases 
increases  the  danger  of  toxicity  and  drug 
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resistance.  Substitution  of  more  toxic  and 
less  effective  drugs  further  increases  com- 
plications. More  emphasis  on  careful  se- 
lection of  chemotherapy,  attention  to  side- 


effects,  and  drug  susceptibility  are  essential 
for  maximum  therapeutic  effect  and  protec- 
tion of  the  patient  when  these  media  are 
prescribed. — W.G.C. 


Crusade  for  Safety 


In  a distinctly  challenging  letter  to  be 
found  on  page  751  of  this  issue,  Dr.  Arthur 
M.  Master  proposes  that  the  Medical  So- 
ciety of  the  State  of  New  York  initiate  a 
crusade  for  safety  on  the  highways.  He 
contends  that  as  physicians,  “our  main 
interest  is  in  prevention  of  morbidity  and 
mortality,  no  matter  what  the  cause  may 
be.”  With  this  thesis  there  can  be  no 
argument. 

Dr.  Master  then  discusses  the  magnitude 
of  the  highway  butchery,  alleges  that  the 
medical  profession  has  been  paying  “only 
lip  service”  to  the  problem  of  road  deaths, 
and  proposes  that  the  Medical  Society  of 


the  State  of  New  York  “take  an  active 
part  in  devising  and  implementing  a national 
highway  safety  program” — a Crusade  for 
Safety. 

He  discusses  the  urgent  need  for  such  a 
program  and  proposes  some  drastic  measures 
to  deal  with  the  problem,  some  of  them  so 
radical  as  to  raise  some  questions  of  their 
feasibility  and  certainly  of  their  constitu- 
tionality. Not  withstanding  the  evident 
difficulties  of  implementing  such  a proposal, 
discussion  may  lead  to  action  on  a broad 
front  and  thus  to  the  desired  goal  of  a re- 
duction of  morbidity  and  mortality  on  our 
highways. 


Abstract  Archive  of  Alcohol  Literature  Transferred  to  Medical 
Library  of  State  Education  Department 


The  Interdepartmental  Health  Resources 
Board  has  announced  the  transfer  of  its 
edition  of  the  Abstract  Archive  of  Alcohol 
Literature  to  the  New  York  State  Medical 
Library  of  the  State  Education  Depart- 
ment. 

The  purpose  of  the  Abstract  Archive  is  to 
give  easy  access  to  systematically  organized 
scientific  information  on  all  aspects  of 
alcohol  problems.  The  Abstract  Archive 
is  maintained  by  the  Quarterly  Journal  of 
Studies  on  Alcoholism  at  the  Laboratory 
of  Applied  Physiology  at  Yale  University. 
It  is  developed  by  abstracting  pertinent 
articles  appearing  in  the  scientific  literature 
in  all  languages.  The  abstracts  are  analyzed 
for  subject  content,  and  the  subjects  are  then 
classified  according  to  a code  consisting  of 
22  main  topics,  each  provided  with  up  to 
69  subtopics  or  items. 


For  several  years  the  Interdepartmental 
Health  Resources  Board  has  served  as  one 
of  a limited  number  of  depots  maintaining 
a duplicate  of  the  Abstract  Archive  of  the 
Alcohol  Literature.  There  are  only  11  such 
depots  in  the  world,  and  it  is  not  now  pos- 
sible for  the  Quarterly  Journal  of  Studies  on 
Alcoholism  to  reproduce  more  than  this 
limited  number  of  copies. 

The  transfer  of  the  Archive  to  the  Medical 
Library  of  the  State  Education  Department 
was  influenced  by  the  desire  to  have  the 
Archive  more  effectively  serve  the  needs  of 
physicians  and  other  scientists  working 
in  alcoholism  in  New  York  State. 

Investigators  of  problem  drinking  and 
alcoholism  are  invited  to  use  the  Archive  by 
writing  to  the  State  Medical  Library,  State 
Education  Department,  Albany,  New  York. 

It  is  advisable  that  those  who  desire  to 
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avail  themselves  of  the  service  of  the 
Abstract  Archive  should  specify  in  the 
greatest  possible  detail  the  subject  matter 
in  which  they  are  interested,  leaving  to  the 
Archive's  staff  the  selection  of  the  topics 
and  subtopics  to  be  sorted.  It  cannot  be 
emphasized  too  strongly  that  the  more 
specifically  the  topic  is  defined,  the  more 
effectively  the  Archive  can  be  used.  Vague 
topics,  for  instance,  “Alcohol  and  Health,” 
can  yield  only  large  numbers  of  references, 
even  many  hundreds,  so  heterogeneous  as  to 
be  useless  for  research  purposes. — I.J.B. 

Editor’s  Note. — Problem  drinking  and 
alcoholism  have  become  more  and  more 
the  scourge  of  what  we  are  pleased  to  call, 


perhaps  fatuously,  modern  society.  Prim- 
itive peoples  aside  from  occasional  seasonal 
orgies  seem  to  have  had  few  if  any  problems 
arising  from  this  source.  Certainly  they 
were  not  confronted  with  the  multiple  rav- 
ages which  the  modern  alcoholic  creates 
both  in  himself  and  the  society  in  which 
he  moves,  too  often  on  high-powered 
wheels. 

The  fact  that  abstracts  in  the  Archive  are 
classified  into  22  main  topics,  each  provided 
with  up  to  69  subtopics,  reveals  the  protean 
character  of  the  studies  on  alcoholism.  It 
is  hoped  that  these  facilities  will  be  utilized 
by  our  readers  who  are  interested  in  this 
field.  Much  work  remains  to  be  done. 


Editorial  Comment 


Labor  Unions  and  Health  Services.  Dr. 

Philip  D.  Allen,1  president  of  the  Medical 
Society  of  the  County  of  New  York,  said  in 
his  inaugural  address,  in  part: 

Whether  we  like  it  or  not  it  is  a well  estab- 
lished fact  that  in  large  metropolitan  areas  such 
as  ours,  the  labor  unions  are  playing  a big  role 
in  the  dispensing  of  health  services.  Many 
unions  have  set  up  their  own  clinics  and  more 
are  in  the  making.  For  the  most  part  these 
are  staffed  by  closed  panels  of  physicians, 
many  of  them  performing  their  services  for 
very  minimal  fees.  In  this  city  there  is  an 
economic  factor  that  makes  this  situation  pos- 
sible. We  have  a physician  for  every  four 
hundred  and  seventy  persons  in  New  York 
City,  whereas  the  national  average  is  almost 
twice  that  or  eight  hundred  persons  per  physi- 
cian. It  is  therefore  easy  for  the  unions  to 
find  groups  of  physicians  wTho  are  willing  to 
sell  their  services  at  “wholesale.” 

Much  as  many  of  us  abhor  the  thought  of  a 
so-called  third  party  setting  the  fees  of  in- 
dividual physicians,  the  practice  does  exist. 
The  Society  as  a whole  and  officially  as  a 
group,  cannot  and  I believe  should  not,  place 
itself  in  the  untenable  position  of  opposing 
plans  for  medical  care  by  unions  with  groups  or 
panels  of  physicians  who  are  willing  to  sign 


1 New  York  Medicine,  Nov.  20,  1957,  vol.  XIII,  p.  898. 


individual  agreements  to  render  such  care  at 
reduced  rates.  I would  warn  the  unions,  how- 
ever, that  in  medicine  as  in  other  phases  of  our 
daily  life,  one  gets  about  what  one  pays  for.  I 
feel  strongly  that  our  Society  should  not  take 
any  punitive  measures  to  coerce  our  members 
to  avoid  participating  in  such  plans.  Indeed 
to  do  so,  I am  informed,  has  serious  legal  im- 
plications in  the  area  of  restraint  of  trade. 

As  a Society  we  cannot  deliver  any  physician 
into  any  agreement  not  of  his  own  choosing. 
We  are  a voluntary  medical  group  and  member- 
ship in  our  Society  is  not  a requisite  to  practice 
medicine  in  this  city. 

I would  like  to  make  it  clear  that  I am  not  as 
pessimistic  as  some  of  my  confreres  when  it 
comes  to  making  an  equitable  agreement  be- 
tween doctors  and  unions.  It  has  been  my 
privilege  to  know  personally  many  labor  lead- 
ers, and  I have  had  many  dealings  with  them. 
These  relations  have  been  invariably  agree- 
able and  pleasant.  Today’s  union  official  is  a 
very  realistic  man.  He  is  well  aware  that  to 
maintain  good  relations  with  his  members,  he 
must  do  the  right  thing  for  them.  He  knows 
that  if  doctors  are  going  to  furnish  good 
medical  service  they  must  be  adequately  re- 
compensed. However  when  a specialist 
charges  a man  making  $110  per  week  and  with 
a wife  and  six  children  to  support,  four  times 
the  fee  which  would  be  allowed  under  United 
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Medical  Service,  and  then  refuses  to  even  dis- 
cuss it  with  the  official  union  representative, 
I say  that  union  man  has  a perfect  right  to  be 
annoyed.  Where  a union  insists  on  sending  a 
check  to  the  member  to  cover  a reasonable 
doctor’s  bill  only  to  have  it  spent  by  that 
member,  and  never  paying  the  doctor,  then 
I’d  say  the  doctor  has  a good  right  to  be  an- 
noyed. 

I have  tried  to  point  out  some  of  the  prob- 
lems existing  today.  I would  say  to  the 
unions,  that  while  I am  President  of  this 
Society,  I will  welcome  their  cooperation  in 
solving  what  I consider  to  be  a mutual  problem. 
I can  assure  them  that  our  Society  will  meet 
them  half  way  in  exploring  plans  for  the  care 
of  their  members,  on  a free  choice  of  physician 
basis. 

It  seems  clear  that  Dr.  Allen’s  approach 
to  the  solution  of  the  mutual  problems  of 
medicine  and  the  unions  in  this  area  is  the 
only  possible  one  likely  to  produce  results. 
Mr.  Charles  Lamb  is  reputed  to  have  re- 
marked to  an  acquaintance  with  whom  he 
was  walking: 

“Do  you  note  that  man  across  the  street? 
I hate  him.” 

“Why,”  asked  the  other,  “I  did  not 
realize  you  knew  him.” 

“I  don’t,”  replied  Lamb,  “That’s  why  I 
hate  him.” 

It  would  seem  that  the  cited  remarks  of 
Mr.  Lamb  are  as  relevant  today  as  they 
were  at  the  time  they  were  made.  Times 
may  have  changed,  but  people  remain  much 
the  same. 

Editor’s  Note:  See  “Reuther  States  His  Case,” 
Medical  Economics,  November,  1937,  vol.  34,  p. 
173;  also  “Labor’s  Interest  in  Medical  Care,”  New 
England  Journal  of  Medicine,  October,  1957,  vol. 
257,  p.  866. 

Dwight  Anderson  Memorial  Library.  On 

October  31,  1957,  announcement  was  made 
of  the  dedication  at  the  New  York  Academy 
of  Medicine  building,  2 East  103rd  Street. 
New  York  City,  of  the  Dwight  Anderson 
Memorial  Library  at  the  headquarters  of  the 
National  Council  on  Alcoholism.  The  re- 
sources of  this  library,  together  with  impor- 


tant additions  from  E.  M.  Jellineck,  Sc.D., 
and  from  the  papers  of  the  late  Haven  Emer- 
son, M.D.,  are  open  to  all  persons  inter- 
ested in  the  study  of  alcoholism.  The  li- 
brary contains  books,  pamphlets,  rare  docu- 
ments, and  papers  of  medical  and  scientific 
interest  and  was  made  possible  by  a gift 
from  the  collection  of  the  late  Dwight  Ander- 
son by  his  wife,  Marie  Warner  Anderson. 

Older  members  of  the  Medical  Society  of 
the  State  of  New  York  will  recall  Dwight 
Anderson  as  a man  of  high  ideals — uncom- 
promising— a man  of  intense  energy  and 
drive  who  served  the  Society  honorably  and 
wrell  for  many  years.  A native  of  Cleve- 
land, Ohio,  he  held  a degree  in  law,  had 
been  engaged  in  newspaper  work,  and 
joined  the  Society  as  its  first  director  of  a 
newly  constituted  Bureau  of  Public  Rela- 
tions largely  at  the  instigation  of  the  late 
Dr.  James  Rooney  of  Albany,  who  saw  the 
need  to  interpret  the  medical  profession  to 
the  public.  He  organized  the  Bureau  and 
subsequently  became  also  the  business 
manager  of  the  New  York  State  Journal 
of  Medicine  as  well  as  its  advertising  man- 
ager. Such  was  his  energy  that  he  later 
became  the  executive  secretary  of  the 
Society,  which  at  that  time  was  growing 
rapidly  in  size  and  expanding  in  influence. 

Always  interested  in  the  problems  of 
alcoholism,  he  was  an  early  supporter  of  the 
Alcoholics  Anonymous  movement  and  be- 
came also  a member  of  the  first  board  of 
directors  of  the  National  Council  on  Alco- 
holism. The  author  of  many  books,  he 
likewise  lectured  during  the  summers  at 
Yale  University  and  conducted  on  behalf  of 
the  State  Society  extensive  campaigns 
against  the  licensing  of  chiropractors  and  the 
antivivisectionists  in  this  State. 

Gains  in  Industrial  Safety.  According  to 
the  Statistical  Bulletin,  marked  gains  have 
been  made  in  industrial  safety  in  this 
country  in  recent  years.1 

1 Metropolitan  Life  Insurance  Company  Statistical  Bulletin 
Oct.,  1957,  p.  4. 
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American  industry  has  been  eminently 
successful  in  reducing  the  frequency  of  acci- 
dental death  on  the  job.  Although  the  number 
of  employed  persons  in  the  United  States  has 
increased  by  about  15  million  in  the  past 
fifteen  years,  the  loss  of  life  in  occupational 
accidents  has  decreased  by  nearly  3,000 — from 
17,000  to  little  more  than  14,000.  The 
occupational  accident  death  rate  per  100,000 
workers  decreased  more  than  one-third  be- 
tween 1939-1941  and  1954-1956,  that  is,  from 
36.9  to  23.9. 

Available  data  indicate  that  many  indus- 
tries, both  manufacturing  and  nonmanufac- 
turing, have  improved  their  safety  record,  some 
to  a very  marked  degree.  The  transportation 
industry  provides  a notable  example.  The 
occupational  accident  death  rate  for  railroad 
engineers,  firemen,  conductors,  brakemen,  and 
other  trainmen,  as  a group,  dropped  from  136.2 
per  100,000  in  1939-1941  to  47.3  in  1954-1956, 
or  nearly  two-thirds.  As  is  the  case  in  most 
industries  which  have  achieved  an  extraor- 
dinary reduction  in  accident  mortality,  the 
railroads  have  for  many  years  given  special 
and  continuous  attention  to  safety.  Their 
program  centers  about  three  major  activities; 
the  development  and  use  of  safer  equipment, 
efforts  to  obtain  strict  compliance  with  safety 
rules  and  practices,  and  safety  education 
among  those  who  use  the  railroads. 

In  the  past  fifteen  years,  workers  in  the  petro- 
leum industry,  despite  the  potential  hazards  of 
fire  and  explosion,  have  experienced  a reduc- 
tion of  more  than  two-fifths  in  their  on-the-job 
accident  fatality  and  permanent  total  dis- 
ability rate.  The  rate  for  all  departments 
combined — including  explorations,  drilling,  and 
refining — dropped  from  31.9  to  18.0  per  100,000 
between  1939-1941  and  1954-1956.  Part  of 
the  improvement  is  attributable  to  technologi- 
cal advances  in  the  industry. 

Similarly,  in  the  chemical  industry  the 
introduction  of  automatic  machinery  in  many 
operations  has  apparently  lessened  the  expo- 
sure of  workers  to  accident  hazards  and  toxic 
materials.  The  chemical  companies  which 
report  their  accident  experience  to  the  National 


Safety  Council  show  a drop  of  nearly  three- 
fourths  in  the  rate  of  fatalities  and  permanent 
total  disabilities  during  the  fifteen  years  under 
review.  The  pulp  and  paper  manufacturing 
industry  has  done  almost  as  well. 

The  accident  death  rate  among  coal  miners 
in  the  United  States  decreased  from  230.6  to 
166.7  per  100,000,  or  more  than  one-fourth, 
between  1939-1941  and  1954-1956.  The 
Bureau  of  Mines  attributes  the  improvement, 
in  part  at  least,  to  safer  procedures  and  equip- 
ment, improved  methods  of  mining,  and  to 
increased  mechanization. 

The  progress  made  in  industrial  safety  re- 
flects the  efforts  of  management  and  labor, 
Federal  and  State  agencies,  the  National 
Safety  Council,  the  American  Standards 
Association,  and  other  groups.  But  much 
more  remains  to  be  accomplished,  particularly 
by  those  segments  of  industry  which  have 
lagged  behind  in  promoting  safety  programs. 
Not  only  do  accidents  arising  out  of  and  in  the 
course  of  employment  still  take  an  annual  toll 
of  about  14,000  lives,  but  they  also  result  in 
more  or  less  serious  injuries  to  two  million 
workers  each  year. 

It  is  anticipated  that  still  further  reduc- 
tions in  mortality  and  morbidity  will  result 
from  the  increase  of  automation  in  the  near 
future  in  many  industries.  However,  auto- 
mation, better  design  of  equipment,  elimina- 
tion of  hazards  by  better  lighting,  improved 
plant  layout  and  the  like,  while  effective,  can 
never  replace  or  supplant  the  slow  but  sure 
processes  of  continuous  education  in  safety. 

While  nearly  all  anticipated  hazards  and 
even  some  unanticipated  but  putative  risks 
can  be  reduced  eventually  to  a bare  mini- 
mum if  everybody  works  at  it,  there  still 
remain  people  who  happen  to  have  accidents. 
They  can’t  be  eliminated,  they  won’t  just 
go  away,  more  and  more  of  them  are  here  to 
stay,  so  the  only  recourse  is  to  educate  them 
until  some  better  way  is  found  to  deal  with 
them. 
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AUTHENTIC  ANTICHOLINERGIC  ACTION 


“»  . experimental  and  clinical  studies . . . 
have  demonstrated 1 many  advantages .” 


Pro-Banthme 

(brand  of  propantheline  bromide) 


Blocks  Parasympathetic  Hyperactivity,  thus 
Encouraging  Mucosal  Regeneration  in  Peptic  Ulcer 


Whenever  it  is  necessary  to  alleviate 
peptic  ulcer  pain  and  to  control  associ- 
ated gastric  hyperacidity  and  hypermo- 
tility, Pro-Banthlne  is  the  anticholinergic 
chosen  by  a high  percentage  of  physicians 
throughout  the  United  States  and  Canada. 

Pro-Banthlne  is  preferred  because  it 
rapidly  relieves  pain  and  hastens  healing 
with  minimal  side  reactions. 

Barowsky1  reflects  a large  segment  of 
professional  opinion  when  he  states: 

“We  prefer  to  use  Pro-Banthlne  be- 
cause we  have  had  greater  and  more  sat- 
isfactory experience  with  it.  Our  experi- 
mental and  clinical  studies  with  the  drug 
have  demonstrated  many  advantages. 
Apparently,  not  all  the  anticholinergic 
drugs  affect  all  the  organs  innervated  by 
the  parasympathetic  to  the  same  degree. 
Whereas,  more  extensive  side-effects 
have  been  encountered  with  relatively 
smaller  amounts  of  other  drugs,  fewer 
patients  experienced  innocuous  side 
reactions  with  massive  doses  of 
Pro-Banthlne.” 

The  initial  dosage  is  one  15-mg.  tablet 
with  meals  and  two  tablets  at  bedtime. 
For  severe  manifestations  two  or  more 
tablets  four  times  daily  may  be  pre- 
scribed. Pro-Banthlne  is  supplied  in 
15-mg.  sugar-coated  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  111. 
Research  in  the  Service  of  Medicine. 
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in  angina  pectoris 
new 

Peritrate®  ^ Nitroglycerin 

BRAND  OF  PENTAERYTH RITOL  TETRANITRATE 

The  long-acting  emergency  tablet  for  “ stress  days” 

to  relieve  the  acute  attack  and  sustain  coronary  vasodilatation 

Peritrate  with  Nitroglycerin  (an  uncoated,  sublingual  tablet  which 
disintegrates  immediately)  contains  1/200  gr.  nitroglycerin  plus  10  mg. 
Peritrate.  It  provides  immediate  relief  of  anginal  pain  with  hours  of 
sustained  coronary  vasodilatation.  Dosage:  1 tablet  sublingually  as  needed. 


SCIENTIFIC  ARTICLES 


Indications  and  Contraindications  for  the  Clinical 
Use  of  the  Hypoglycemic  Sulfonylureas 

MARTIN  G.  GOLDNER,  M.D.,  F.A.C.P.,  AND  SHIRLEY  WEISENFELD,  M.D. 

{From  the  Departments  of  Medicine  of  the  Jewish  Chronic  Disease  Hospital , Brooklyn,  and  the  State  University 
of  New  York  College  of  Medicine  at  New  York  City ) 


IT  IS  well  established  that  the  oral  administra- 
tion of  certain  aryl  sulfonylureas,  such  as 
carbutamide  and  its  analogue  tolbutamide,  causes 
a significant  fall  of  the  blood  sugar  in  healthy  man 
and  many  animal  species.1-3  It  is  equally  well 
established  that  in  a large  sector  of  patients  with 
diabetes  mellitus  this  hypoglycemic  action  also 
occurs  and  is  accompanied  by  a decrease  or  dis- 
appearance of  glycosuria.1-3  More  than  one 
year’s  careful  clinical  evaluation  in  this  country 
has  also  shown  that  these  drugs — particularly  tol- 
butamide— although  not  entirely  free  of  toxic  side 
reactions,  are  fairly  well  tolerated  in  their  effec- 
tive doses.4’5  It  thus  seems  timely  to  discuss  the 
question  of  their  practical  application  in  the 
treatment  of  diabetes  mellitus. 

The  answer  to  this  question  would  be  easier  and 
more  definitive  if  the  investigations  into  their 
mode  of  action  had  yielded  as  uniform  results  as 
the  clinical  evaluation.  Unfortunately  this  is  not 
the  case.  There  is  experimental  evidence  in  di- 
rect support  and  in  opposition  to  every  theory 
thus  far  proposed.  However,  three  concepts 
seem  to  be  almost  uniformly  accepted  at  present. 

1.  The  sulfonylureas  do  not  act  exactly  , like 
insulin  and  therefore  cannot  be  called  insulin  sub- 
stitutes.1-3 

2.  They  do  not  affect  the  pancreatic  alpha 
cells  nor  do  they  inhibit  the  action  of  glucagon.6 

3.  Some  insulin,  either  endogenous  or  exoge- 
nous, must  be  present  for  them  to  be  effective. 
They  are  ineffective  in  the  absence  of  the  pan- 
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creas,7-9  but  in  pancreatectomized  animals  on  in- 
adequate doses  of  insulin  they  will  cause  a lower- 
ing of  the  blood  sugar. 10  It  is  not  certain  whether 
this  is  true  also  in  man.11 

Loubatieres,  working  with  a related  compound, 
concluded  from  his  observations  more  than  ten 
years  ago  that  the  drugs  stimulated  the  pancre- 
atic beta  cells.12  This  concept  has  received  con- 
siderable experimental  support  in  recent  years 
both  by  histologic  studies13’14  and  by  insulin  as- 
says.15’16 However,  data  also  exist  which  do  not 
fit  in  with  the  theory  of  increased  insulin  secre- 
tion. One  of  the  most  important  is  that  sulfonyl- 
urea hypoglycemia  does  not  seem  to  be  accom- 
panied by  increased  peripheral  glucose  utiliza- 
tion17 or  increased  plasma  levels  of  lactic  acid  and 
pyruvate  which  are  so  characteristic  of  insulin 
hypoglycemia.18  The  suggestion  has  been  made 
therefore  that  the  presence  of  pancreatic  tissue 
may  be  important  not  so  much  because  of  the 
direct  action  upon  the  beta  cells,  but  because  in- 
sulin may  be  the  permissive  factor  for  an  extra- 
pancreatic  action  of  these  drugs,  possibly  upon 
the  liver.  In  this  respect,  there  is  evidence  that 
they  cause  a decreased  output  of  glucose  from  the 
liver.17  On  the  other  hand,  hepatectomized  ani- 
mals have  been  shown  to  respond  to  these  drugs 
with  hypoglycemia.19  In  addition,  the  aryl  sul- 
fonylureas have  been  found  to  be  enzyme  inhibi- 
tors, and  it  has  been  suggested  that  their  hypo- 
glycemic action  may  be  due  at  least  in  part  to  in- 
sulinase  inhibition  or  some  other  insulin  sparing 
effect.  Data  in  support  of  and  opposed  to  this 
theory  are  available.20-22  Still  others  suggest  the 
alteration  of  enzymes  concerned  in  liver  gly- 
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cogenolysis.22 

Thus  it  is  probable  that  carbutamide  and  tol- 
butamide have  several  different  modes  and  sites 
of  action.  The  lack  of  agreement  of  experimen- 
tal data  may  be  due  to  differences  in  dosage,  ani- 
mals, and  conditions  of  experiments.  Much  of  it 
undoubtedly  will  be  resolved  in  the  future. 
Meanwhile  the  intense  investigation  has  revealed 
many  valuable  clues  for  the  understanding  of  car- 
bohydrate metabolism. 

In  view  of  all  this  uncertainty,  it  is  not  yet 
possible  to  decide  whether  the  hypoglycemic  sul- 
fonylureas  give  only  relief  in  regard  to  hypogly- 
cemia and  glycosuria  or  whether  they  are  truly 
antidiabetic  agents  which  restore  to  normal  the 
metabolic  derangement  of  the  disease.  Further- 
more, the  evidence  of  islet  cell  stimulation  raises 
the  question  of  whether  the  drugs  may  not  ulti- 
mately lead  to  pancreatic  beta  cell  exhaustion  and 
aggravation  of  the  disease. 

An  appraisal  of  the  practical  usefulness  of  the 
hypoglycemic  sulfonylureas  must  thus  rest  at 
present  on  clinical  experience.  Actually,  this 
situation  is  not  dissimilar  to  that  of  many  other 
drugs  which  have  long  been  accepted  for  clinical 
use.  It  applies  even  to  insulin,  which  certainly 
revolutionized  the  management  of  diabetes  soon 
after  its  discovery,  while  its  mode  of  action  is  still 
under  study  after  more  than  thirty  years. 

Up  to  the  summer  of  1957  about  15,000 
diabetic  patients  in  this  country  had  received 
hypoglycemic  sulfonylureas  for  various  periods  of 
time.  Observations  were  made  by  numerous  in- 
vestigators on  groups  as  small  as  20  or  30  patients 
or  as  large  as  700.  About  7,500  patients  have 
been  treated  with  carbutamide  and  about  an 
equal  number  with  tolbutamide.  Reports  on  an 
even  larger  number  of  patients  with  a longer  ob- 
servation period  have  been  available  from  Ger- 
many where  both  drugs  originated.  An  over-all 
rate  of  success  of  70  to  80  per  cent  of  those  treated 
has  been  calculated.1-3 

Interpretation  and  qualification  of  this  rate  of 
success  is  necessary  so  that  it  is  not  misunder- 
stood. It  does  not  apply  to  all  diabetics  but  to  a 
selected  group,  which  consists  mainly  of  middle- 
aged  patients  with  a rather  stable  nonketotic  dis- 
ease controlled  by  dietary  restrictions  with  or 
without  a moderate  daily  insulin  requirement. 
Juvenile  diabetes,  unstable  diabetes,  and  diabetic 
ketosis  and  acidosis  have  been  studied  only  in 
small  groups  because  of  the  previous  German  ob- 
servations of  ineffectiveness  of  the  oral  drugs  in 


these  conditions.  This  has  been  largely  con- 
firmed.6-9- 18 

Nevertheless  such  results  should  herald  the  oral 
agents  as  a major  progress  in  the  treatment  of 
diabetes.  They  probably  would  do  so  were  it  not 
for  the  presence  of  insulin.  There  can  be  no 
doubt  that  insulin  is  not  only  more  potent  but 
also  a more  widely  effective  form  of  therapy.  It 
permits  the  control  of  diabetes  of  any  age  and 
severity  as  well  as  of  diabetic  ketoacidosis.  It 
lacks  only  the  convenience  of  effectiveness  upon 
oral  administration.  It  is  therefore  because  of 
insulin  that  the  sulfonylureas  can  at  best  be  con- 
sidered as  agents  of  convenience  not  of  necessity. 
It  may  be  convenient  wherever  possible  to  replace 
the  insulin  injection  by  oral  medication,  but  in- 
sulin will  remain  the  essential  agent  which  it  is. 
An  evaluation  of  where,  when,  and  how  the  sul- 
fonylureas should  be  used  is  therefore  of  great  im- 
portance. 

There  is  a difference  between  successful  clinical 
trials  and  clinical  indications  for  a drug.  The 
purpose  of  a clinical  trial  is  to  establish  the  widest 
possible  parameter  of  effectiveness.  The  clinical 
indications  on  the  other  hand  are  those  conditions 
where  a particular  drug  is  needed,  or  is  specifically 
effective  and  advantageous.  The  indications  for 
a drug  therefore  will  usually  be  more  limited  than 
the  parameter  of  effectiveness.  With  such  a 
view  in  mind  one  can  subdivide  the  over-all  ex- 
periences into  various  groups  and  in  each  case  can 
ask  whether  a strict  indication  for  the  drug 
exists,  even  though  a good  response  was  obtained. 

1 . There  is  first  the  group  which  responded  to 
the  drug  well  but  which  could  be  controlled  by 
diet  alone.  Obviously  no  clinical  indication  for 
drug  treatment  exists  for  this  group.  If  dietary 
management  is  adequate  to  maintain  good  health 
with  weight-equilibrium,  normoglycemia  and 
aglycosuria,  treatment  with  any  hypoglycemic 
agent  will  only  permit  overeating  and  invite  obes- 
ity. The  convenience  of  oral  medication  may 
here  prove  to  be  disadvantageous  rather  than 
helpful. 

2.  The  second  group  is  that  in  which  the  drug 
was  well  tolerated  and  permitted  a decrease  of  the 
daily  dose  of  insulin,  but  not  its  discontinuation. 
In  this  group,  which  consists  mainly  of  patients 
with  an  insulin  requirement  of  more  than  40  or  50 
units  per  day,  only  combined  insulin-sulfonylurea 
treatment  was  successful.  No  good  indication 
for  such  combined  treatment  appears  to  exist.  It 
would  complicate  rather  than  simplify  the  man- 
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agement  and  certainly  not  offer  the  expected  free- 
dom from  the  syringe.  An  exception  may  be  the 
relatively  rare  occurrence  of  an  unusually  large 
requirement  for  insulin.  Here  combined  treat- 
ment has  in  a few  instances  broken  the  insulin  re- 
sistance and  permitted  reestablishment  and 
maintenance  of  good  control  with  smaller  doses  of 
insulin  even  after  discontinuation  of  the  oral 
drug.23 

3.  In  a third  group  satisfactory  control  could 
be  obtained  but  lasted  only  for  a limited  period  of 
time.  No  exact  data  about  the  size  of  this  group 
are  available  from  the  over-all  test  series.  Some 
investigators  had  intentionally  returned  their 
patients  to  insulin  treatment  after  they  had  con- 
vinced themselves  of  good  temporary  results. 
Others  saw  spontaneous  recurrences  of  hyper- 
glycemia and  glycosuria  which  would  no  longer  re- 
spond to  continued  oral  medication,  observations 
which  have  also  been  made  in  the  European 
series.24  In  some  of  these  patients  the  aggrava- 
tion of  the  disease  was  manifested  by  the  develop- 
ment of  ketonemia  and  ketonuria.  Careless 
overeating  may  have  been  the  cause  in  some.  In 
others,  however,  the  cause  is  less  evident.  In  all 
these  cases  insulin  treatment  had  to  be  reinsti- 
tuted either  permanently  or  intermittently.  The 
need  for  frequent  periods  of  insulin  treatment  cer- 
tainly obviates  for  this  group  the  convenience  of 
the  oral  medication.  It  might  be  mentioned  that 
insulin  allergy,  although  rare,  may  be  caused  or 
precipitated  by  interrupted  treatment. 

4.  A fourth  group  is  a small  one  in  which  toxic 
side  reactions  occurred.  This  is  probably  the 
least  important  limiting  factor.  The  reactions 
were  relatively  minor  in  severity  as  well  as  in  in- 
cidence— ^at  least  for  the  observation  period  of 
eighteen  months.  In  the  7,500  patients  treated 
with  carbutamide  the  incidence  was  5.36  percent,4 
in  about  the  same  number  of  patients  treated 
with  tolbutamide  the  incidence  was  2.81  per 
cent.5  Both  figures  compare  favorably  with  the 
general  sulfonamide  toxicity  of  about  10  per 
cent.4  Nevertheless,  carbutamide  was  with- 
drawn from  further  clinical  testing  because  its 
toxicity  was  considered  too  high  for  a drug  of  con- 
venience. In  addition,  because  it  has  an  amino 
group  as  other  sulfonamides,  its  use  might  lead  to 
vascular  or  collagen  disorders  such  as  periarteritis 
nodosa.  In  tolbutamide  Orinase,  the  amino 
group  is  replaced  by  a methyl  group  and  so  far  no 
reactions  suggestive  of  sulfonamide  sensitivity 
have  been  reported.  In  general  the  side  reactions 


to  Orinase  consisted  mainly  of  hematologic  reac- 
tions (leucopenia,eosinophilia),  about  0.1  per  cent, 
dermatologic  reactions  (as  urticarial,  maculo- 
papular,  and  mild  erythematous  eruptions,  often 
pruritic)  about  0.9  per  cent  and  gastrointestinal 
reactions  (most  commonly  nausea  and  vomiting, 
occasionally  diarrhea,  anorexia)  about  1.14  per 
cent.5  The  likely  suggestion  has  been  made  that 
some  of  the  gastrointestinal  symptoms  did  not  rep- 
resent true  toxic  reactions  but  were  signs  of  de- 
veloping acidosis.  Disturbances  of  hepatic  func- 
tion, particularly  of  the  BSP  retention  and  the 
alkaline  phosphatase  have  been  found  by  some 
and  not  by  others.25  These,  like  most  other  reac- 
tions, however,  were  mostly  transitory  and  dis- 
appeared whether  the  drug  was  discontinued  or 
not. 

5.  This  leaves  the  fifth  and  ideal  group  of 
patients  who  in  addition  to  diet  require  small  doses 
of  insulin  for  control,  in  whom  insulin  disregard 
be  completely  replaced  by  the  oral  medication, 
and  who  continue  to  respond  over  a long  period  of 
time  without  complications,  acidosis,  or  side 
effects. 

Thus  clinical  indication  for  the  oral  sulfonyl- 
ureas  would  be  limited  to  the  stable,  non- 
ketotic diabetes  of  middle  or  advanced  age,  which 
does  not  respond  to  dietary  restrictions  alone  and 
which  would  require  for  adequate  control  a small 
or  moderate  amount  of  insulin.  1-3>26  Many 
patients  with  this  perhaps  most  common  type  of 
the  disease  will  find  it  convenient  to  replace  or  to 
avoid  a daily  insulin  injection  with  the  new  oral 
medication.  But  even  here  the  indication  is  not 
a strict  one,  but  rather  one  of  choice.  It  may  be 
an  advantageous  one  for  those  patients  in  this 
group  who  are  handicapped  by  visual  disturb- 
ances or  other  disabilities,  physical  or  even  emo- 
tional, which  make  it  difficult  to  measure  insulin 
or  to  inject  it  properly.  All,  however,  will  not 
only  have  to  follow  carefully  a prescribed  dietary 
regimen  but  also  a regular  schedule  of  urine  test- 
ing because  the  safety  margin  of  the  oral  drugs  is 
more  limited  than  that  of  insulin.  While  they 
avoid  the  discomfort  of  the  injection  and  the  dan- 
ger of  insulin  reactions,  they  must  be  guarded 
against  ketosis  and  keto-acidosis. 

Attempts  have  been  made  to  develop  tests  for 
the  selection  of  susceptible  patients.  The  insulin 
withholding  test  may  be  helpful  to  eliminate  those 
patients  who  rapidly  develop  ketosis.27  It  is  of 
course  useful  only  for  patients  who  are  under  in- 
sulin treatment.  In  a proposed  four-hour  tol- 
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erance  test,  the  immediate  response  to  a standard 
dose  of  tolbutamide  is  evaluated.28  Patients  who 
develop  a significant  hypoglycemia  may  be  more 
likely  to  benefit  from  the  medication  than  those 
whose  blood  sugar  shows  only  little  or  no  re- 
sponse. The  experiences  with  this  test  have  been 
disappointing  for  the  prediction  of  patients  who 
will  respond  favorably  to  therapy.29 

The  contraindications  for  the  oral  drugs  are  far 
more  definite  than  the  indications  and  are  far 
wider  than  those  for  insulin.  They  can  be  di- 
vided into  two  groups.  The  first  group  where 
oral  drug  therapy  should  not  be  instituted  at  all 
includes  those  conditions  in  which  either  no  drug 
treatment  is  necessary,  or  present  experience  has 
shown  that  the  oral  drugs  cannot  control  the  dia- 
betes without  added  insulin.  This  includes: 
(1)  juvenile  diabetes,  (2)  surgical  diabetes  after 
total  pancreatectomy,  (3)  unstable  diabetes  with 
frequent  ketotic  episodes,  and  (4)  adult  stable 
diabetes  with  insulin  requirement  of  more  than 
40  or  50  units. 

There  has  been  no  experience  concerning  treat- 
ment of  pregnant  diabetics  with  these  agents. 
Since  their  disease  is  usually  of  juvenile  onset, 
great  caution  would  be  indicated. 

The  second  group  includes  those  conditions 
which  require  discontinuation  of  the  oral  drug  and 
institution  of  insulin  treatment.  These  are: 
(1)  keto-acidosis,  (2)  complications  such  as  in- 
fections and  surgical  procedures,  (3)  persistent 
toxic  side  effects.  (Hypersensitivity  reactions 
may  have  to  be  added,  and  caution  is  probably 
necessary  for  patients  with  fiver  disease  and  with 
renal  impairment.),  (4)  relapse  to  poor  control 
while  still  taking  the  sulfonylurea,  and  (5)  inabil- 
ity of  the  oral  agent  to  replace  the  entire  dose  of 
insulin. 

Nothing  has  yet  been  reported  about  the  effect 
of  the  sulfonylureas  upon  the  degenerative  vascu- 
lar diseases  of  diabetes.  Only  observations  over 
far  longer  periods  of  time  than  presently  available 
will  permit  conclusions  in  this  respect. 

Coma  and  intercurrent  diseases  on  the  other 
hand  are  probably  the  most  serious  limiting  fac- 
tors already  known.  It  is  well  established  that 
the  oral  sulfonylureas  are  incapable  of  controlling 
keto-acidosis.  Almost  every  diabetic  patient 
may  be  prey  to  this  feared  complication.  The 
patient  on  sulfonylurea  medication  will  be  no  ex- 
ception. It  will  be  essential  to  start  insulin  treat- 
ment as  early  as  possible  when  signs  and  symp- 
toms of  keto-acidosis  appear.  We  have  seen  at 


least  one  patient  with  severe  acidosis  which  de- 
veloped during  continuance  of  oral  medication 
and  failure  to  reinstitute  insulin  treatment  soon 
enough.  The  gradual  decrease  and  almost  com- 
plete disappearance  of  diabetic  coma  has  been  the 
most  impressive  characteristic  of  the  insulin  era. 
Great  care  will  be  necessary  to  prevent  a reversal 
of  this  trend  in  the  sulfonylurea  era. 

Concerning  dosage  of  the  oral  sulfonylureas  it 
is  important  to  realize  that  beyond  a certain 
limit  there  exists  no  dose — effect  relationship. 
The  daily  maintenance  dose  of  the  drug  is  gener- 
ally described  as  varying  between  1 to  4 tablets  or 

0.5  to  2.0  Gm.  Doses  of  2 to  3 Gm.  may  be  given 
at  the  beginning  of  treatment  for  a period  of  sev- 
eral days  to  one  week.  This  dose  is  gradually  de- 
creased to  the  maintenance  dose,  if  favorable  re- 
sponse is  noted.  The  tablets  may  be  taken  once 
daily  or  in  divided  doses.  If  significant  response 
cannot  be  obtained  with  these  doses  or  control  not 
maintained,  higher  doses  will  not  offer  better  re- 
sults. 1_~3 

The  transfer  from  insulin  to  the  oral  drug  may 
be  done  either  by  gradually  decreasing  insulin  or 
by  abrupt  discontinuation  if  the  patient  takes  15 
units  daily  or  less.  It  may  be  done  on  an  ambu- 
latory basis  but  requires  careful  supervision  with 
frequent  blood  sugar  tests  and  urinalyses — includ- 
ing tests  for  ketonuria. 

Summary 

1.  Although  the  mode  of  action  of  the  hypo- 
glycemic sulfonylureas  is  not  as  yet  well  under- 
stood and  although  the  possibility  of  late  damage 
cannot  be  ruled  out,  their  clinical  application  ap- 
pears to  be  relatively  safe. 

2.  Compared  with  insulin  the  indications  for 
the  sulfonylureas  are  limited.  The  sulfonylureas 
are  drugs  of  convenience  rather  than  of  necessity. 
They  may  be  used  with  advantage  by  those  pa- 
tients who  for  physical,  emotional,  or  social  reasons 
refuse  to  take  insulin.  They  may  be  convenient 
in  the  stable  middle-aged  diabetic  who  would  re- 
quire a moderate  dose  of  insulin. 

3.  Adherence  to  dietary  restrictions  is  as  es- 
sential for  sulfonylurea  treatment  as  for  insulin 
treatment. 

4.  Insulin  injections  become  necessary  in 
patients  on  sulfonylurea  treatment  as  soon  as 
complications  arise. 

5.  It  will  be  the  responsibility  of  the  profes- 
sion to  carefully  screen  and  supervise  the  patients 
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on  oral  medication,  so  that  the  convenience  of 
avoiding  the  insulin  injection  is  not  accompanied 
by  an  upsurge  of  diabetic  coma. 
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Some  Common  Medical  Problems  Encountered  in 
Mentally  Retarded  Children 

CARL  DRAYER,  M.D.,  BROOKLYN,  NEW  YORK,  AND  IRVING  MAUSS,  M.D.,  BELLE  HARBOR,  NEW7  YORK 
( From  the  Morris  J.  Solomon  Clinic , Division  of  Pediatric  Psychiatry,  Jewish  Hospital  of  Brooklyn) 


Until  very  recently  the  pediatrician  in  private 
practice  was  mainly  concerned  with  the 
early  diagnosis  of  mental  deficiency,  and  once 
this  was  decided  on,  the  usual  recommendation 
was  institutionalization.  As  late  as  1947,  J. 
L.  Wilson1  stated,  “The  ideal  and  happiest 
solution  for  the  grossty  defective  child  and  his 
family  is  that  the  situation  should  be  recognized 
at  birth,  that  the  mother  should  never  be  required 
to  take  the  baby  home,  and  permanent  institu- 
tionalization should  be  carried  out  immediately.” 
While  this  comment  was  intended  to  apply  to  the 
grossly  defective  child,  the  attitude  has  been 
applied  generally  to  most  retarded  children. 
As  a result  of  this  attitude  the  pediatrician  as 
well  as  the  general  practitioner  has  not  availed 
himself  of  the  opportunity  to  become  experienced 
in  the  more  refined  differential  diagnosis,  eval- 
uation, and  management  of  the  retarded  child. 

Powers2  points  out,  “When  there  is  no  cure, 
doctors  sometimes  capitulate  too  easily  to 
therapeutic  defeatism,  forgetting  that  the 
ph3rsician  is  just  as  responsible  for  alleviating  as 
for  curing.  The  shock,  physical  and  emotional, 
when  a diagnosis  of  mental  inadequacy  is  made 
is  devastating  to  families.  Because  he  is  so 
often  untrained  in  the  skills  requisite  for  working 
through  the  problems  with  the  family  and  un- 
aware of  such  community  resources  as  do  exist, 
the  physician  is  often  brusk  and  in  effect  seems 
to  reject  because  of  his  own  inadequacies  the 
total  situation,  leaving  the  family  in  pitiful 
loneliness  with  crushed  feelings  of  guilt  and  dis- 
grace.” 

Some  misconceptions  regarding  mental  re- 
tardation add  to  the  difficulties  confronting  the 
physician.  For  example,  the  opinion  still  widely 
held  that  mongoloid  children  should  be  institu- 
tionalized immediately  after  birth  has  recently 
been  challenged.3  Also,  the  impression  that 
mongoloid  children  do  not  survive  to  adult  life 


Presented  at  the  79th  annual  meeting  of  the  American 
Association  on  Mental  Deficiency,  Detroit,  Michigan,  May 
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TABLE  I. — Chronologic  Age  at  Intake 


Age 

(Years) 

Number 
of  Patients 

Under  1 

3 

1 

0 

2 

2 

3 

2 

4 

7 

5 

3 

6 

5 

7 

5 

8 

5 

9 

2 

10 

2 

11 

2 

12 

3 

13 

6 

14 

0 

15 

1 

16 

2 

TABLE  II.- 

-Range  of  Intelligence  Quotient* 

I.Q. 

« Number  of  Patients-* ' 

Nonmongoloid  Mongoloid 

Under  30 

7 

2 

30  to  39 

6 

1 

40  to  49 

8 

3 

50  to  69 

11 

3 

70  to  79 

1 

1 

80  to  89 

4 

* Three  cases  under  one  year  not  included. 


because  they  succumb  to  infection  during  child- 
hood is  erroneous.  Our  experience  has  shown 
that  retarded  children  are  no  more  susceptible 
to  infection  and  do  not  react  less  favorably  to 
illness  than  other  children. 

As  the  pediatric  component  of  the  psychiatric 
clinic  team  over  a period  of  more  than  three 
3rears,  we  studied  several  hundred  retarded 
children.  Our  findings  are  derived  from  a 
survey  of  50  of  these  cases  selected  at  random. 
For  the  purpose  of  this  presentation  we  paid 
particular  attention  to  etiolog>T,  nutritional 
status,  susceptibility  or  unusual  reactions  to 
illness,  congenital  abnormalities,  abnormal  neu- 
rologic findings,  and  accident  proneness. 

The  range  and  distribution  of  ages  of  our 
patients  at  intake  are  shown  in  Table  I.  In 
Table  II  the  patients  were  divided  into  non- 
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TABLE  III. — Birth  Weights 


TABLE  V. — Etiologic  Factors 


Birth  Weight  Number  of 

(Pounds)  Patients 


Under  3 

0 

3 to  5 

2 

5 to  5V2 

5 

5V2  to  8 

38 

8 to  10 

4 

Over  10 

1 

TABLE  IV. — Age  of  Mother  at  Time  of 

Delivery 

Number  of  Patients « 

Age  of  Mother 

Nonmongoloid 

Mongoloid 

Under  20 

1 

20  to  24 

9 

25  to  29 

15 

2 

30  to  34 

10 

5 

35  to  39 

2 

3 

40  to  44 

1 

1 

45  and  over 

1 

mongoloid  and  mongoloid  groups.  The  im- 
pression commonly  held  that  mongoloid  children 
have  I.Q.’s  below  504  is  contrary  to  our  findings  as 
shown  in  this  table. 

Table  III  shows  the  distribution  and  range  of 
birth  weights  in  our  patients.  The  relationship 
between  prematurity  and  birth  trauma  has  been 
definitely  established.8  In  our  series  14  per 
cent  of  the  children  were  under  5V2  pounds  as 
compared  to  the  normal  incidence  of  5 to  10 
per  cent. 

Table  IV  shows  that  of  1 1 mothers  of  mongoloid 
children,  nine  were  over  thirty  years  of  age  at  the 
time  of  birth.  It  has  been  observed  frequently 
that  mothers  of  mongoloid  children  are  older  at 
time  of  delivery  than  mothers  of  normal  children. 

Table  V shows  the  etiologic  factors  considered 
responsible  for  the  retardation  in  our  cases. 
Great  care  was  used  in  attempting  to  arrive  at  a 
specific  etiology,  but  a classification  of  this  kind 
presents  numerous  difficulties.  Most  investi- 
gators accept  the  fact  that  mongolism  is  in  some 
way  due  to  prenatal  influences  attributable  to 
the  mother’s  constitution  and  advancing  age, 
but  there  are  those  who  feel  that  there  is  in 
addition  a specific  hereditary  factor.6  Ten 
cases  of  the  prenatal  group  were  classified  as 
developmental  or  embryologic.  The  following 
case  report  is  illustrative : 

Case  1. — A.  F.  was  brought  to  the  clinic  at  the 
age  of  ten  months.  He  was  the  second  child  of  a 
mother  who  was  thirty-two  years  old  at  the  time  of 
delivery.  For  a period  of  four  months  prior  to 
conception  she  attempted  to  lose  weight  through 
dieting,  injections,  and  pills,  with  a subsequent 
loss  of  25  pounds.  After  conception  the  mother 


Number  of 

Factor  Patients 


Prenatal 

21 

Mongolism 

11 

Developmental  or 

Embryologic 

10 

Natal  (birth  trauma) 

7 

Postnatal 

5 

Postencephalitis 

4 

Trauma  (skull 

fracture) 

1 

Hereditary  (gargoyl- 

ism) 

1 

Undetermined 

16 

was  given  several  injections  in  an  attempt  to  ter- 
minate the  pregnancy,  which  was  unwanted. 
The  infant  at  birth  was  cyanotic  and  required  oxy- 
gen. Congenital  anomalies  involving  the  eyelids 
and  cartilaginous  part  of  the  ear  lobes  were  noted  as 
well  as  hypospadias,  harelip,  and  a marked  recession 
of  the  lower  jaw.  As  a result  of  testing  in  our  clinic 
the  infant  was  found  to  function  at  a three  to  four- 
month  level,  although  he  was  ten  months  old  at  the 
time. 

Under  natal  influences  were  included  all  cases 
of  birth  trauma  whether  due  to  direct  injury  or 
to  damage  resulting  from  anoxia. 

In  the  postnatal  group  four  cases  were  post- 
encephalitic (including  one  case  of  postpertussis 
encephalopathy),  and  the  fifth  was  a child  who 
had  sustained  a skull  fracture  at  about  one  year 
of  age  and  whose  retardation  started  soon  there- 
after. 

In  contrast  to  the  views  held  by  some  ob- 
servers who  find  a high  incidence  of  hereditary 
factors  in  the  etiology  of  retardation,  only  one 
child  in  our  series  fitted  into  this  category. 
This  was  a case  of  gargoylism. 

The  last  group  includes  sixteen  cases  in  which 
the  etiology  was  undetermined.  In  several 
instances  there  were  many  factors  that  could  be 
considered  but  without  enough  evidence  for 
any  one  of  them  to  be  unequivocally  etiologic. 
The  case  of  A.  F.  will  illustrate  this  point. 

Case  2. — The  family  and  pregnancy  history 
were  noncontributory.  The  mother  was  twenty- 
five  years  old  at  the  time  of  birth.  The  child 
was  delivered  at  home  by  a midwife  after  six  hours  of 
labor  and  weighed  11  pounds.  After  birth  the 
child’s  body  appeared  swollen,  puffy,  and  blue. 
There  was  a questionable  hematoma  on  the  head. 
The  cyanosis  disappeared  after  two  or  three  days. 
At  the  age  of  three  months  the  child  developed 
whooping  cough  and  otitis  media,  but  these  were 
reported  to  be  uncomplicated.  At  seven  months 
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TABLE  VI. — Height  and  Weight 


✓ Number  of  Patients 

Percentile 

Height 

Weight 

Normal  (25  to  75) 

13 

16 

Under  25 

12 

7 

Over  75 

5 

6 

Not  recorded 

20 

21 

TABLE  VII  - 

— ClRCUMFEKENCE  OF  HEAD 

Number  of 

Head  Circumference  Patients 


Head  Circumference  Patients 


Normal*  17 

Below  normal  25 

Above  normal  1 

Not  recorded  7 

Abnormality  of  shape  of  head 

(mongoloids  not  included)  7 


* Normal  includes  all  measurements  within  a range  of 
5 per  cent  above  or  below  the  average  figure. 

he  contracted  chicken  pox,  from  which  he  recovered 
without  complications.  The  developmental  his- 
tory revealed  the  following:  The  mother  related 
that  during  the  neonatal  period  the  child  seemed 
unresponsive  and  lethargic  and  that  he  slept  a great 
deal.  However,  he  did  awaken  and  cry  for  his 
feedings  when  hungry  but  had  difficulty  in  sucking 
from  the  breast.  He  held  his  head  up  when  he  was 
between  two  and  three  months  old,  and  he  sat  with 
support  at  six  months  and  without  support  at  seven 
months.  He  stood  with  support  at  ten  months, 
without  support  at  eleven  months,  and  walked 
alone  at  fourteen  months.  Babbling  began  at  six 
months.  He  did  not  begin  to  use  single  words 
until  four  years,  phrases  at  five  years,  and  sentences 
at  six  years.  In  our  clinic  at  the  age  of  twelve 
years  he  achieved  an  I.Q.  of  46  and  showed  marked 
retardation  in  the  development  of  speech.  This 
then  is  a child  with  moderate  retardation,  for  whom 
a specific  etiology  could  not  be  determined. 

An  appraisal  of  the  nutritional  status  of  our 
patients  was  made  by  means  of  standard  height 
and  weight  charts.*  The  results  are  shown  in 
Table  VI.  The  size  of  our  sample  is  small,  and 
statistically  valid  conclusions  cannot  be  drawn. 
However,  there  does  not  seem  to  be  any  sig- 
nificant deviation  from  the  distribution  among 
normal  children. 

The  head  circumferences  were  recorded  in  43 
of  our  cases  (Table  VII).  The  number  of  cases 
with  head  circumferences  well  below  normal  is 
far  out  of  proportion  to  what  one  would  find  in 
the  general  population. 

* The  charts  up  to  five  years  were  from  the  Department  of 
Maternal  and  Child  Health,  Harvard  School  of  Public 
Health.  The  charts  above  five  years  were  from  the  Iowa 
Child  Welfare  Research  Station,  The  State  University  of 
Iowa. 


TABLE  VIII. — Incidence  of  Illnesses 


Illness 

Number  of 
Patients 

Measles 

20 

Pertussis 

5 

Pneumonia 

4 

Frequent  upper  respiratory 
infection 

10 

Proneness  to  high  fever 

3 

Proneness  to  injuries 

2 

Convulsions 

12 

TABLE  IX. — Congenital  Abnormalities 


Defect 

' Number  of  Patients - 

Nonmongoloid  Mongoloid 

Eyes 

14 

2 

Ears 

5 

2 

Cardiac 

0 

3 

Orthopedic 

8 

1 

Undescended  testes 

2 

1 

Chordee 

1 

Hypospadias 

2 

High-arched  palate 

11 

7 

Harelip 

1 

None 

12 

We  attempted  to  determine  whether  our  group 
of  retarded  children  showed  any  susceptibility 
to  illness,  high  fever,  convulsions,  or  injuries 
(Table  VIII).  In  none  of  the  patients  with 
measles  did  the  illness  run  an  unusual  course, 
nor  was  there  any  relationship  between  this 
disease  and  the  retardation.  It  is  interesting 
to  note  that  only  three  children  showed  an  un- 
usual tendency  to  develop  high  fever.  This  does 
not  support  the  commonly  held  belief  that  re- 
tarded children  are  prone  to  high  fevers. 

We  investigated  the  proneness  to  injury  in 
these  children.  We  found  that  only  two  of  our 
children  showed  a tendency  to  fall,  but  even 
these  two  did  not  sustain  severe  injuries  in  their 
falls. 

Since  there  is  a relationship  between  convulsive 
disorders  and  mental  deficiency,  we  studied  the 
incidence  of  convulsions  in  our  cases.  In 
Waggoner’s7  series  of  254  cases  of  mentally  re- 
tarded individuals  105,  or  41  per  cent,  had 
convulsive  attacks.  In  our  series  12  patients 
(24  per  cent)  were  either  subject  to  a convulsive 
disorder  or  gave  a history  of  convulsions.  In 
two  of  these  the  convulsive  episodes  were  fol- 
lowed by  retardation.  One  was  a patient  who 
developed  encephalitis  in  association  with  whoop- 
ing cough.  The  other  had  a severe  pneumonia 
with  an  encephalitic  picture.  Of  the  remaining 
ten  cases  five  had  febrile  convulsions  during 
infancy.  The  other  five  (10  per  cent)  were 
subject  to  convulsions  at  the  time  they  were 
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TABLE  X. — -Neurologic  Findings 


Abnormality 

Number  of  Patients ■> 

Nonmongoloid  Mongoloid 

Abnormal  gait 

5 

1 

Poor  coordination 

10 

Spasticity 

4 

Hypotonicity 

4 

11 

Athetosis 

3 

Abnormal  Reflexes 

14 

Intention  tremor 

3 

None 

13 

10 

attending  the  clinic.  It  is  interesting  to  note 
that  none  of  our  mongoloid  children  had  con- 
vulsions. 

The  incidence  of  congenital  abnormalities  in 
our  group  of  cases  is  presented  in  Table  IX. 
The  physical  features  which  are  considered 
characteristic  of  mongolism  wrere  not  included. 
The  commonest  eye  defect  was  strabismus. 
Abnormalities  of  the  eyelids  were  also  noted. 
There  were  three  cases  of  congenital  heart  dis- 
ease, all  within  the  mongoloid  group.  Eighteen 
of  our  cases  showed  arching  of  the  palate  which 
was  considered  to  be  extreme.  Twelve  children 
(25  per  cent)  showed  no  evidence  of  any  con- 
genital abnormalities.  The  incidence  of  con- 
genital abnormalities  in  this  series  seems  higher 
than  one  would  expect  to  find  in  the  general 
population. 

Table  X tabulates  the  presence  of  abnorma 
neurologic  findings  in  our  cases.  Twenty-seven 
of  our  children,  more  than  50  per  cent,  showed 
one  or  more  abnormal  neurologic  findings. 

The  concept  of  the  over-all  management  of  the 
retarded  child  is  in  the  process  of  change. 
Bradley8  stated  that,  “Direct  medical  treatment 
constitutes  an  important  part  of  the  management 
of  a relatively  small  portion  of  all  retarded 
children.  Those  with  cretinism,  with  chronic 
pl^sical  complaints  such  as  convulsive  disorders, 
and  those  for  whom  treatment  must  be  directed 
towards  specific  sensory  or  motor  handicaps 
make  up  the  bulk  of  this  minority.”  While 
we  agree  with  this  statement,  we  feel  that  the 
physician’s  responsibility  is  not  limited  to  direct 
medical  treatment.  The  practitioner,  when 
confronted  with  a retarded  child,  should  be  able 
to  recognize  the  condition  early.  He  should 
then  assume  responsibility  for  the  routine  pedi- 
atric care.  Furthermore,  it  is  important  that 
he  have  at  his  command  a knowledge  of  the 
various  agencies  to  which  he  may  direct  the 
parents  for  further  study  and  care.  In  communi- 
ties where  these  facilities  are  not  available  the 


pediatrician  should  supervise  the  management  of 
a retarded  child.  He  can  call  on  various  medical 
specialists  as  consultants  and  utilize  the  services 
of  all  available  nonmedical  personnel.  By  co- 
ordinating their  findings  and  recommendations 
he  is  in  a better  position  to  fulfill  his  responsi- 
bilities. The  pediatrician  who  is  part  of  a clinic 
team  acquires  a specialized  knowledge  which 
is  developed  from  interest,  study,  working  with 
patients,  and  close  cooperation  with  the  other 
members  of  the  clinic  team.  This,  added  to  his 
pediatric  training,  places  him  in  the  most 
advantageous  position  for  supervising  the  man- 
agement of  the  retarded  child. 

In  the  study  of  cases  of  mental  deficiency  the 
importance  of  arriving  at  an  exact  etiologic 
diagnosis  cannot  be  emphasized  too  strongly. 
Informing  the  parents  of  the  exact  cause  for 
their  child’s  retardation  wherever  possible  is 
extremely  helpful  in  removing  the  feelings  of 
guilt  from  which  so  many  of  them  are  suffering. 
Such  etiologic  information  would  enable  us  to 
counsel  parents  with  respect  to  future  preg- 
nancies. Further  effort  may  be  directed  toward 
the  prevention  of  retardation  as  clearly  estab- 
lished etiologic  factors  become  known  to  us. 
Improved  obstetric  care,  lowered  incidence  of 
prematurity,  and  prevention  or  prompt  treatment 
of  infection  in  children  should  help  toward  this 
end. 

Some  comments  are  in  order  as  to  the  prospects 
for  longevity  and  adjustment  to  society.  While 
32  per  cent  of  our  cases  were  in  the  second  decade 
of  life,  we  cannot  draw  any  conclusions  with 
respect  to  longevity  from  our  own  experience. 
It  is  true  that  grossly  abnormal  children  do  not 
as  a rule  survive  beyond  the  first  year,  yet  it  is 
erroneous  to  estimate  the  life  span  of  a mongoloid 
or  retarded  child  to  be  from  ten  to  twelve  }^ears. 
The  greatest  causes  of  death  in  retarded  children, 
as  estimated  by  Brothers  and  Jago,9  were  acute 
respiratory  infection  and  dysentery.  With  the 
advent  of  antibiotics  and  improved  technics 
for  treating  diarrheas,  the  life  span  has  been 
markedly  increased.  At  the  mental  hygiene 
department  in  Victoria,  Australia,  for  example, 
there  were  42  mongoloids  who  were  beyond  the 
age  of  twenty.  Five  were  between  the  ages  of 
fifty  and  sixty,  and  two  were  between  sixty  and 
seventy. 

Backwin10  has  stated  that  many  of  the  high- 
grade  children  who  constitute  the  majority  of 
mental  defectives  are  capable  of  making  satis- 
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factory  adjustments  to  life.  Fairbanks* 1 11  made 
a most  interesting  report  on  the  progress  of 
166  feeble-minded  children.  In  1914  they  had 
been  found  to  range  in  I.Q.  from  61  to  72.  It 
was  felt  at  that  time  that  these  children  would 
be  more  likely  to  succumb  to  vagrancy,  alcohol- 
ism, prostitution,  delinquency,  dependency,  and 
reproduction  of  defective  offspring.  The  results 
Fairbanks  found  were  quite  encouraging.  Sev- 
enteen years  later  in  1931,  122  of  these  individuals 
were  re-examined.  Eight  were  chronic  alco- 
holics, four  had  illegitimate  children,  five  had 
court  records,  and  nine  were  being  assisted  by 
relief  agencies.  Ninety-five  of  these  122  were 
financially  independent,  and  36  owned  or  were 
buying  their  own  homes.  These  men  and  women 
were  employed  mostly  as  domestic  workers  and 
unskilled  laborers,  although  ten  were  skilled 
laborers  and  six  were  clerks.  Forty  who  were 
retested  showed  no  change  in  I.Q.  Fifty  of  the 
offspring  were  given  intelligence  tests.  Of  these 
three  were  below  70,  four  were  above  120,  and 
the  rest  (43)  were  between  90  and  110.  Back- 
win12!  similarly  feels  that  favorable  results  can 
be  expected  in  the  management  of  high-grade 
retarded  children  if  the  parents  can  be  made  to 
appreciate  and  accept  the  children's  handicaps. 
They  will  then  cease  shopping  around  for  pana- 


t This  excellent  article  appeared  between  the  time  our 
paper  was  read  and  presented  for  publication. 


ceas  and  therapeutic  short-cuts  and  instead  will 
expend  their  efforts  and  resources  in  training  the 
child  in  accordance  with  his  limited  capabilities. 

It  is  our  conviction  that  with  proper  manage- 
ment, appropriate  group  experiences,  education 
up  to  capacity,  and  the  aid  of  sheltered  work- 
shops, more  satisfactory  adjustments  can  also 
be  made  by  many  of  the  more  severely  retarded 
children. 

While  we  have  discussed  many  aspects  of  the 
medical  problems  in  the  management  of  retarded 
children,  we  are  thoroughly  aware  of  the  lack  of 
direct  medical  treatment  for  the  retardation 
itself.  This,  however,  offers  a field  for  research 
for  the  future. 


The  authors  express  their  indebtedness  to  Mrs.  Ida  Freed- 
man for  the  help  she  rendered  in  analyzing  case  records. 
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Approximately  every  third  newborn  baby  in 
the  metropolitan  area  of  New  York  comes 
under  the  care  of  New  York  City’s  Child  Health 
Conference.  The  scope  of  this  service  presents 
an  ever-present  challenge  and  responsibility  to  the 
agency  entrusted  with  this  program  and  justifies 
a review  of  our  practices,  recent  gains,  and 
administrative  trends. 

The  history  of  our  child  health  stations  is  well 
known  and  need  not  be  repeated.  Suffice  it  to 
say  that  child  health  stations  developed  from 
“milk  stations,”  which  were  created  at  the  be- 
ginning of  the  century  when  it  was  recognized 
that  a safe  milk  supply  was  essential  to  the  health 
of  infants.  As  the  milk  ordinances  became 
established,  the  distribution  of  milk  through  child 
health  stations  was  no  longer  necessary  and  was 
abandoned. 

Since  those  days  the  Child  Health  Conference 
in  New  York  City  has  grown  in  many  dimensions. 
The  (by  now  almost  traditional)  phases  of  its 
content  were  gradually  established  and  include 


periodic  health  appraisal  regarding  physical, 
mental,  emotional,  and  social  growth,  immuniza- 
tion against  communicable  diseases,  parent 
counseling,  and  referral  of  the  child  to  a treat- 
ment agency  in  case  of  abnormal  findings.  The 
conference  is  carried  out  by  a team  of  physicians 
and  public  health  nurses.  The  former  carries 
the  sole  responsibility  for  the  physical  health 
appraisal  and  the  immunization.  Parent  counsel- 
ing, on  the  other  hand,  is  a joint  responsibility  of 
physician  and  public  health  nurse. 

Extent  of  Service 

In  1955  the  Child  Health  Conference  served 
roughly  152,000  registered  children.  Of  these, 
66,000  were  infants  and  100,000  preschoolers.* 
Approximately  350,000  visits  were  made  by  these 
children  to  child  health  stations.  Figure  1 gives 

* Infants  are  all  children  below  one  year  of  age,  and  pre- 
schoolers are  children  from  one  to  six  years.  The  infants 
who  entered  the  second  year  of  life  within  the  calendar  year 
were  counted  twice,  as  infants  and  as  preschoolers.  These 
two  figures,  therefore,  do  not  add  up  to  152,000. 
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Fig.  1.  Total  visits  to  doctors  at  child  health  stations  in  New  York  City,  1947  to  1955. 
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Fig.  2. 


Fig.  3.  New  infants  per  resident  births,  and  total  preschoolers  per  preschool  population,  seen  by  doctors  in 
child  health  stations  in  New  York  City,  1947  to  1955. 
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the  increase  in  visits  since  1947.  Figure  2 illus- 
trates the  increase  in  the  number  of  individuals 
served  in  child  health  stations  since  1947,  and  Fig. 
3 illustrates  that  a greater  proportion  of  newborn 
infants  has  received  care  in  our  child  health  sta- 
tions since  1947.  While  only  22  out  of  100  new- 
born infants  came  under  the  care  of  the  Child 
Health  Conference  in  1947,  29  out  of  100  newborn 
babies  received  such  care  in  1955.  This  increase 
in  the  attendance  of  newborn  babies  is  probably 
due  to  several  factors.  One  of  them  is  a better 
referral  system,  which  was  instituted  in  1953 
and  which  established  a much  closer  link  between 
the  Department’s  child  health  stations  and  mu- 
nicipal, as  well  as  some  voluntary,  hospitals.  Ac- 
cording to  this  referral  system,  newborn  babies 
are  now  being  referred  directly  from  the  obstetric 
wards  to  child  health  stations  in  the  neighbor- 
hoods of  their  residence.  This  plan  is  time- 
saving and  is  apparently  effective  in  getting  new- 
born infants  under  care  early. 

New  York  City  has  at  present  81  child  health 
stations.  Table  I gives  the  distribution  by 
borough. 

Planning  for  new  facilities  is  based  on  study 
of  community  needs.  In  recent  years  the  City 
has  done  rather  well.  Seven  new  child  health 
stations  were  opened  in  1955  and  four  stations 
during  1956.  Of  the  11  new  stations,  four  were 
replacements  for  old  physical  plants  and  seven 
were  additional  facilities  which  were  needed  in  the 
respective  districts.  Although  there  are  still  a 
few  rather  poor  stations  in  existence,  physical 
plants  of  most  stations  are  adequate,  and  some 
of  the  recently  built  facilities  are  attractive  and 
spacious. 

Gains  in  Program  Content 

Polio  Vaccination  Program. — Thanks  to 
Dr.  Salk’s  brilliant  work,  the  scope  of  the  im- 
munization program  of  the  Child  Health  Confer- 
ence was  recently  widened  and  now  includes  im- 
munization with  antipolio  vaccine,  in  addition  to 
the  administration  of  triple  antigen  and  smallpox 
vaccination.  The  incorporation  of  this  immu- 
nization into  the  program  content  represents  an 
important  milestone  in  the  history  of  the  Child 
Health  Conference  in  New  York  City,  not  only 
because  of  its  preventive  significance  but  also  be- 
cause of  the  fact  that  it  has  helped  to  broaden  the 
concept  of  care  for  the  preschool  child.  Al- 
though, as  indicated  above,  29  out  of  100  new- 
born infants  received  care  in  child  health  stations 


TABLE  I. — Distribution  of  Child  Health  Stations  by 
Borough 


Borough 

Number  of  Child 
Health  Stations 

Brooklyn 

28 

Manhattan 

24 

Bronx 

12 

Queens 

10 

Richmond 

7 

Total 

81 

in  1955,  only  13  out  of  100  preschoolers  attended 
child  health  stations  in  the  same  year.  This 
slackening  of  care  for  the  preschool  child  is  not 
specific  to  child  health  stations  but  can  also  be 
observed  in  private  practice.  There  are  several 
reasons  for  this  poorer  utilization  of  conferences 
during  the  preschool  years.  One  of  them  is  the 
lack  of  awareness  on  the  part  of  the  public  that 
preventive  care  is  of  paramount  importance  also 
after  infancy.  Another  one  perhaps  is  the 
attitude  of  the  profession.  Since  care  of  the  pre- 
schooler must  be  more  “behavior  centered,”  it 
requires  understanding  of  emotional  and  social 
needs.  This  is  an  area  in  which  many  pediatricians 
do  not  feel  sufficiently  competent.  The  return 
of  the  preschooler  for  polio  immunization  creates 
a new  opportunity  for  further  integration  of  all 
phases  of  preventive  care  and  should  stimulate 
the  profession  to  rise  to  its  challenge  of  filling  the 
needs  of  the  population  of  this  age  group. 

Screening  for  Handicapping  Conditions. — 
A Vision  Screening  Program  was  recently  intro- 
duced in  two  child  health  stations.  Screening 
with  the  aid  of  the  Snellen  “E”  chart  is  carried  out 
by  volunteers.  The  results  of  this  screening  test 
are  then  given  to  the  respective  child  health  sta- 
tion physicians.  On  the  basis  of  these  results, 
youngsters  who  require  further  study  are  then  re- 
ferred to  eye  clinics.  Although  the  number  of 
our  cases  tested  is  still  relatively  small,  there 
are  enough  indications  to  believe  that  this  pro- 
gram merits  expansion  to  more  child  health  sta- 
tions. Since  it  is  difficult  and  time-consuming 
to  test  very  young  children,  an  attempt  is  being 
made  to  prepare  parents  and  youngsters  for  the 
test  situation.  At  around  two  and  one-half 
years  of  age  the  mother  is  usually  given  a card- 
board “E”  and  is  asked  to  play  the  “E”  game  with 
the  child.  The  instructions  for  this  game  are  on 
the  reverse  side  of  the  “E”  card.  When  the 
youngster  returns  to  the  child  health  station  at 
about  three  years  of  age  he  is  tested.  Patience 
and  time  are  of  the  essence  during  the  test  pro- 
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cedure,  and  this  is  one  of  the  reasons  why  the 
program  moves  relatively  slowly.  It  is  also  diffi- 
cult to  secure  the  aid  of  enough  suitable  volunteers 
for  this  program.  The  Bureau  of  Public  Health 
Nursing  is  engaged  in  a program  of  recruitment 
of  additional  ancillary  personnel  such  as  public 
health  assistants  who  may  eventually  be  used  for 
this  purpose. 

The  early  recognition,  treatment,  and  rehabili- 
tation of  handicapping  conditions  are  of  para- 
mount importance,  and  the  Infant  and  Preschool 
Division  has  therefore  made  an  effort  to  alert  its 
physicians  to  such  problems.  This  has  been 
attempted  in  various  ways.  With  the  aid  of  the 
Bureau  for  Handicapped  Children,  highly  quali- 
fied specialists  in  various  fields,  such  as  ophthal- 
mology, dentistry,  cardiology,  and  orthopedics, 
are  frequently  invited  to  the  districts.  In  con- 
ferences with  the  staff  they  have  an  opportunity 
to  indoctrinate  our  physicians  and  to  familiarize 
them  with  the  early  signs  of  handicapping  condi- 
tions. The  literature  of  the  Bureau  for  Handi- 
capped Children  is  also  always  available  in  all 
child  health  stations,  and  the  supervising  physi- 
cians of  the  Infant  and  Preschool  Division  serve 
as  consultants  in  problem  cases. 

Child  Safety. — The  promotion  of  child 
safety  has  also  recently  received  great  impetus. 
This  is  true  of  accident  prevention  as  well  as  of 
poison  control.  Both  phases  of  this  program 
were  described  by  Jacobziner,1  Jacobziner  and 
Rich,2  and  Jacobziner,  Heely,  and  Rich3  in  the 
recent  literature.  In  addition  to  the  epidemio- 
logic studies  made  in  child  health  station 
during  recent  years,  which  were  in  them- 
selves educational,  the  staff  receives  technical  in- 
structions periodically  and  is  thus  alerted  to  the 
hazards  in  the  home  and  the  community.  The 
recently  revised  child  health  station  record  form 
has  also  incorporated  instructions  to  the  child 
health  station  physician  regarding  accident  pre- 
vention. 

Mental  Health. — Mental  health  problems 
have  recently  received  much  greater  emphasis 
than  ever  before  in  the  Child  Health  Conference. 
Practically  every  teaching  opportunity  is  being 
taken  to  emphasize  that  understanding,  empathy, 
and  sensitivity  to  human  needs  are  as  important 
in  the  Child  Health  Conference  as  technical  and 
pediatric  knowledge.  It  is  in  this  area  that  the 
Attitude  Study  Project  has  made  a real  contri- 
bution. This  project  has  been  recently  summa- 
rized by  Korsch4  and  does  not  need  further 


elaboration. 

It  should,  however,  be  mentioned  that  three 
“daughter  projects”  have  been  developed  in  our 
child  health  stations  under  the  leadership  of  the 
supervising  staff.  The  objectives  of  these  proj- 
ects are  to  follow  up  and  reinforce  the  teaching  of 
the  original  Attitude  Study  Project,  which  is 
under  the  leadership  of  Dr.  David  Levy5  in  our 
Kips  Bay  Child  Health  Station. 

Other  programs  concerned  with  mental  health 
are  the  Mothers’  Group  Discussions.  There  have 
been  several  attempts  in  the  Department  to 
organize  such  discussion  groups.  The  adminis- 
trative set-up  of  one  such  group  was  described  by 
Wishik  in  1953.6  This  group  was  composed  of 
mothers  of  young  infants  and  was  held  in  one 
child  health  station,  the  Avenue  D Child  Health 
Station.  Staff  changes  in  the  Bureau  of  Child 
Health  necessitated  the  discontinuance  of  these 
groups  for  some  time.  About  three  years  ago, 
however,  another  attempt  was  made  to  re- 
organize group  discussions. 

At  present  there  are  four  active  groups  in  the 
Department,  two  under  the  leadership  of  pedia- 
tricians and  two  with  public  health  nurses  as 
group  leaders.  All  groups  include  mothers  of  in- 
fants as  well  as  of  preschool  children.  The  group 
is  selected  by  the  clinic  team,  the  phsyician  and 
the  nurse  who  are  familiar  with  the  patient’s 
problems.  No  extraordinary  problem  cases  are 
usually  included.  The  mothers  who  participate 
in  groups  have  the  average  rearing  problems  with 
their  children.  The  purpose  of  the  discussion 
groups  is  to  help  parents  with  such  problems,  so 
that  they  may  feel  more  secure  as  parents.  Since 
sessions  are  not  structured,  the  material  presented 
in  each  session  reflects  the  needs  of  the  group. 
Films  are  frequently  used  as  a springboard  for  the 
discussion.  Following  the  film,  a brief  summary 
is  made  by  the  group  leader,  which  helps  to  in- 
vite comments  and  questions.  Some  groups  are 
held  in  conjunction  with  the  regular  Child  Health 
Conference.  Others  meet  on  special  days  out- 
side of  the  Child  Health  Conference  time.  The 
composition  of  these  groups  varies  considerably 
with  regard  to  social,  economic,  racial,  religious, 
and  intellectual  backgrounds.  The  group  con- 
ducted in  our  Fort  Greene  Child  Health  Station  in 
Brooklyn  is  mainly  composed  of  a low-income 
group.  It  was  a hardship  on  this  group  to  make 
additional  trips  to  the  center,  and  it  was  therefore 
agreed  to  hold  this  group  in  a regular  Child 
Health  Conference  session.  The  group  in 
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Corona,  on  the  other  hand,  which  is  on  a some- 
what better  economic  level,  found  it  quite  con- 
venient to  meet  in  the  afternoon  outside  of  the 
Child  Health  Conference  time.  The  group  in 
East  Harlem  is  of  interest,  since  it  is  mainly 
composed  of  Puerto  Rican  mothers.  This  group 
is  under  the  leadership  of  a Spanish-speaking 
public  health  nurse. 

Although  our  experience  with  groups  is  not 
very  extensive,  it  is  nevertheless  felt  that  group 
discussions  are  worthwhile,  productive,  and  most 
stimulating  to  the  parents  as  well  as  to  the  staff. 
They  are  a valuable  supplement  to  individual 
conferences,  because  of  the  support  and  the  en- 
couragement that  parents  get  from  each  other 
and  from  the  staff  in  this  experience.  It  is  most 
reassuring  to  mothers  to  find  they  are  not  the 
only  ones  who  are  struggling  with  a given 
problem.  Furthermore,  since  an  attempt  is  made 
in  these  groups  to  get  ideas  and  solutions  from 
the  mothers  themselves,  suggestions  are  much 
more  readily  accepted.  Each  group  has  a dis- 
cussion leader,  and  as  far  as  this  leadership  is 
concerned  it  really  does  not  matter  what  the 
professional  background  of  that  person  is  as  long 
as  the  leader  is  skilled,  understands  how  to  create 
an  atmosphere  conducive  to  discussion,  en- 
courages people  to  express  ideas,  and  steers  the 
discussion  in  the  right  direction.  In  order  to  get 
correct  information,  however,  on  matters  of 
technical  nature — and  such  questions  are  raised 
all  the  time — a physician  should  be  included  as  a 
resource  person.  During  the  three  years  of  their 
existence  the  whole  gamut  of  emotional  problems 
was  discussed  in  these  four  groups  at  one  time 
or  another.  Questions  were  raised  regarding 
feeding,  sleeping,  toileting,  negativism,  thumb 
sucking,  jealousy,  and  so  forth.  Although  it  is 
extremely  difficult  to  evaluate  the  contribution  of 
group  discussions,  because  changes  in  people’s 
attitudes  are  difficult  to  assess,  from  the  com- 
ments of  the  parents  and  the  staff  it  is  felt  that 
expansion  of  this  program  merits  further  efforts. 
Because  of  the  types  of  problems  raised,  the 
impression  was  gained  that  mothers  of  the 
preschool  children  usually  need  much  more  help 
than  mothers  of  infants,  and  it  is  therefore  recom- 
mended that  efforts  concentrate  around  the  pre- 
school child. 

Integration  of  Preventive  and  Curative 
Services. — That  medical  care  for  children  should 
consider  the  total  child  is  almost  axiomatic. 
Separation  of  one  important  phase  of  care  from 


another  is  artificial  and  falls  short  of  the  ultimate 
goal.  It  is,  on  the  other  hand,  equally  clear  that 
such  integrated  care  presents  an  overwhelming 
problem  in  a community  of  the  size  and  com- 
plexity of  New  York.  However,  there  has  been 
an  increasing  awareness  of  the  importance  of 
integrating  the  available  services  for  the  child 
in  the  community.  Although  child  health  sta- 
tions are  primarily  concerned  with  preventive 
pediatric  care,  a great  many  acute  and  chronic 
conditions  are  observed  daily  in  child  health 
stations,  and  an  opportunity  arises  to  refer  these 
children  for  therapeutic  care.  In  order  to  guaran- 
tee some  measure  of  integration  of  services,  a 
special  conference  is  usually  held  with  the  parent 
of  an  ill  child.  The  needs  for  treatment  and 
follow-up  are  discussed,  and  the  child  is  either 
referred  to  the  family  physician  or  to  a hospital 
clinic.  A special  form  accompanies  this  child  to 
the  treatment  agency.  This  form  summarizes 
briefly  the  signs  and  symptoms  observed  in  the 
child  health  station  and  gives  the  reasons  for  the 
referral.  A request  is  also  made  that  the  diag- 
nosis established  in  the  hospital  and  the  treatment 
administered  be  indicated  on  the  reverse  side  and 
that  this  form  be  returned  promptly  to  the  appro- 
priate child  health  station.  Thus,  the  child 
health  station  physician  is  kept  informed  about 
the  child’s  condition,  and  the  hospital  knows 
where  to  refer  the  child  back  for  well-child  care 
after  the  acute  illness  has  subsided.  The  reli- 
ability of  this  system  varies  from  hospital  to 
hospital  and  from  station  to  station.  Some 
hospitals  and  physicians  are  aware  of  the  impor- 
tance of  these  efforts  to  integrate  the  various 
phases  of  care  and  cooperate  most  efficiently. 
Other  hospitals  are  overwhelmed  by  their  case- 
loads and  neglect  to  complete  these  forms.  In 
such  instances  more  correspondence  is  frequently 
necessary  to  obtain  the  information  desired. 

It  had  been  felt  for  a long  time  that  if  child 
health  stations  were  placed  directly  in  hospitals 
the  physical  proximity  between  preventive  and 
curative  services  should  simplify  their  integra- 
tion, with  each  service  benefiting  from  the  point 
of  view  of  the  other.  With  this  thought  in  mind 
two  child  health  stations  were  incorporated  in 
important  hospital  services.  One  child  health 
station  was  established  in  Bellevue  Hospital  in 
1946  under  the  joint  auspices  of  the  Health  De- 
partment and  the  Bellevue  Hospital  Pediatric 
Service.  Another  such  station  was  opened  in 
1956  at  the  Metropolitan  Hospital.  The  physi- 
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cians  serving  in  both  child  health  stations  are  com- 
pensated by  the  Department  of  Health  but  they 
also  serve  on  the  pediatric  staffs  of  the  respective 
hospitals.  A public  health  nurse  is  assigned  to 
each  station.  If  a child  requires  special  treat- 
ment, this  can  be  administered  in  the  child  health 
station  directly  or  in  the  pediatric  clinic  of  the 
hospital,  depending  on  the  circumstances.  In 
any  event  total  care  is  usually  given  during  the 
same  morning,  and  all  findings  are  assembled  in 
one  record.  Since  these  facilities  are  unique, 
even  in  New  York  City,  they  are  used  by  several 
medical  schools  in  their  teaching  programs  of 
pediatrics  and  public  health. 

Tuberculin  Patch  Testing. — Since  April, 
1955,  child  health  stations  in  certain  boroughs 
(Manhattan  and  the  Bronx)  have  participated 
in  a Tuberculin  Patch  Testing  Program.  This  is 
part  of  a study  which  is  being  carried  out  in  this 
country  and  in  several  medical  centers  in  Canada 
and  Puerto  Rico  by  the  National  Institute  of 
Health.  The  purpose  of  this  study  is  to  de- 
termine the  efficacy  of  isoniazid  in  the  prevention 
of  the  more  serious  forms  of  tuberculosis.  The 
outcome  of  this  study  should  clear  up  a lot  of 
questions,  particularly  the  one  that  is  of  great 
concern  to  the  pediatrician,  that  is,  whether  the 
young  child  with  a positive  tuberculin  test  but  a 
negative  x-ray  should  be  treated  with  isoniazid. 

Administration  and  Supervision  of 
Services 

Because  of  the  size  of  the  community  and  the 
extent  of  its  needs,  the  administration  and  super- 
vision of  services  for  infants  and  preschoolers  is  an 
intricate  task.  All  child  health  stations  are  under 
the  administrative  jurisdiction  of  the  respective 
health  officers  but  are  under  the  technical  super- 
vision of  the  pediatrician-in-charge  of  the  Infant 
and  Preschool  Division.  This  Division  is  re- 
sponsible for  the  recruiting  and  the  assignment  of 
staff  and  for  safeguarding  of  the  quality  of  serv- 
ice. The  overlapping  of  responsibilities  be- 
tween district  services  and  central  office  technical 
supervision  creates  occasional  problems.  In 
order  to  strengthen  the  understanding  between 
central  office  and  district  services,  visits  to 
selected  child  health  stations  and  health  centers 
are  frequently  made  by  the  pediatrician-in- 
charge, who  holds  conferences  with  health  officers, 
child  health  station  physicians,  and  supervising 
child  health  station  staff. 


The  latter  is  the  backbone  of  the  Division* 
This  staff  includes  eight  highly  trained  practicing 
pediatricians  who  are,  as  are  all  child  health  ! 
station  physicians,  compensated  on  a per-session 
basis  and  are  directly  responsible  to  the  pedia- 
trician-in-charge of  the  Division.  They  are 
assigned  to  various  districts.  Each  pediatrician 
is  responsible  for  the  supervision  of  approximately  | 
ten  child  health  stations.  Monthly  meetings  and 
reports  permit  steady  exchange  of  information 
between  this  group  and  the  division  head.  ; 
These  meetings  help  to  familiarize  the  group  with 
policies,  procedures,  and  program  content.  They  .] 
give  the  entire  staff  an  opportunity  to  analyze  and 
discuss  problems  of  supervision,  and  they  help  ] 
with  the  clarification  of  special  problems  that 
arise  in  a given  work  situation.  Meetings  are  ! 
also  frequently  utilized  to  report  on  important 
scientific  events,  which  may  be  covered  by  guest 
speakers  or  by  members  of  the  group  itself.  ; 
Some  of  the  topics  discussed  during  the  current 
year  included  special  studies  and  projects  of  the  ] 
Division,  the  vaccination  program  against  polio- 
myelitis, the  Orthopedic  Consultation  Program, 
and  the  Cleft  Palate  Program  of  the  Bureau  for 
Handicapped  Children.  Enough  time  is  allowed 
during  each  meeting  for  discussion  and  reports 
from  the  field. 

Since  the  supervisors  are  responsible  for  the  I 
safeguarding  of  service  quality,  special  educa-  I 
tional  efforts  have  been  made  by  the  Department  j 
to  enrich  and  sharpen  their  skills.  At  the  1 
recommendation  of  the  commissioner,  Dr.  Baum- 
gartner, the  following  opportunities  were  offered : 

(1)  participation  in  the  Attitude  Study  Project,  j 
which  was  mentioned  before  and  (2)  seminars  1 
and  field  visits  with  a consultant  psychiatrist,  j 
These  are  being  utilized  for  case  observation,  \ 
study,  and  interpretation  of  staff  attitudes.  The  i 
content  and  structure  of  the  latter  seminars  are  I 
described  in  a paper  by  Mercer  in  a special  report 
to  the  Milbank  Memorial  Fund.7 

Cultural  Influences 

One  of  the  most  interesting  facets  of  the  Child 
Health  Conference  in  New  York  City  is  the 
composition  of  its  clientele,  with  the  great  variety 
of  cultural  backgrounds  represented  frequently  \ 
during  one  single  session.  The  student  of  i 
sociology  should  find  visits  to  our  child  health  sta- 
tions most  stimulating.  Since  motherhood  and 
child  rearing  are  of  basic  importance  to  all 
humanity,  each  culture  has  some  specific  habits,  j 
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frequently  also  superstitions,  that  are  centered 
around  these  areas.  The  male  Negro  baby  with 
long  braided  hair  is  as  frequently  seen  in  our 
child  health  stations  as  is  the  newborn  Puerto 
Rican  girl  with  pierced  ears  or  the  Italian  infant 
with  a special  amulet  pinned  to  his  shirt  in  order 
to  deter  evil  spirits.  The  student  of  human  be- 
havior will,  on  the  other  hand,  notice  that  basic 
maternal  concerns  and  attitudes  transcend  all 
cultural  patterns.  The  close  contact  of  mothers 
and  children  of  so  many  different  nationalities 
gathered  under  one  roof  for  the  same  purpose  on 
the  one  hand,  and  the  similarity  of  their  needs  and 
experiences  on  the  other,  form  a good  basis  for  the 
development  of  true  democratic  thinking.  This 
is  reinforced  by  the  fact  that  the  professional  staff 
too  is  composed  of  many  different  ethnic  and 
cultural  groups. 

Summary 

The  evolution  and  present  content  of  the  Child 
Health  Conference  in  New  York  City  are  briefly 
discussed. 

To  the  traditional  phases  of  the  Child  Health 
Conference,  such  as  periodic  health  appraisal, 


immunization,  parent  counseling,  and  referral  to 
treatment  agencies,  the  following  activities  and 
programs  have  been  added:  (1)  the  polio  im- 

munization program,  (2)  screening  for  handicap- 
ping conditions,  (3)  promotion  of  child  safety, 

(4)  attitude  study  and  mothers’  group  discussions, 

(5)  emphasis  on  integration  of  curative  and 
preventive  services,  and  (6)  tuberculin  patch 
testing.  An  attempt  is  also  made  to  discuss  the 
supervision  of  the  services. 

While  considerable  gains  were  made  in  widening 
the  scope  and  improving  the  quality  of  the  Child 
Health  Conference  in  New  York  City,  the  full 
implementation  of  this  ambitious  program  is  yet 
to  be  accomplished  and  is  contingent  on  attracting 
and  educating  sufficient  competent  personnel. 
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Methantheline  Bromide*  in  Pediatric 

Premedication 

A Three  Year  Survey 

ALBERT  E.  CHIRON,  M.D.,  ERWIN  LEAR,  M.D.,  AND  IRVING  M.  PALLIN,  M.D., 

BROOKLYN,  NEW  YORK 

{From  the  Department  of  Anesthesiology , Jewish  Hospital  of  Brooklyn) 


THE  preparation  of  the  surgical  patient  for 
anesthesia  is  an  integral  part  and  essential  to 
the  conduct  of  an  operative  procedure.  The 
preparation  of  the  pediatric  patient  is  often  more 
challenging  to  the  anesthesiologist  than  is  the 
preparation  of  the  adult  patient.  The  preopera- 
tive visit  of  the  anesthesiologist  with  the  patient 
helps  reduce  psychic  tension  and  fear.  Nonethe- 
less considerable  anxiety  remains  on  the  morning 
of  surgery  so  that  premedication  is  necessary  to 
reduce  the  patient’s  psychic  activity  to  a point 
where  the  induction  of  anesthesia  is  safely  and 
satisfactorily  carried  out.  The  drug  combina- 
tions used  in  preanesthetic  medication  should  be 
capable  of  four  major  functions:  (1)  a reduction 
in  psychic  activity  and  the  production  of  analgesia 
if  pain  factors  are  present,  (2)  a concomitant  de- 
crease in  basal  metabolic  activity,  (3)  vagal  de- 
pression, and  (4)  depression  of  secretory  activity 
along  the  respiratory  passageways. 

The  reduction  in  psychic  and  metabolic  activ- 
ity permits  the  successful  use  of  lesser  amounts  of 
anesthetic  agents  to  attain  and  maintain  given 
levels  of  anesthesia.  Tissue  oxygen  requirements 
are  also  diminished.  This  phase  of  preanesthetic 
medication  is  accomplished  by  the  use  of  the 
phenothiazine  derivatives  (Thorazine,  Pacatal, 
or  Phenergan)  either  alone  or  in  combination  with 
reduced  doses  of  barbiturates  or  narcotics. 

The  reduction  in  vagal  tone  prevents  unde- 
sirable reflexes,  such  as  laryngospasm,  broncho- 
spasm,  and  cardiac  slowing.  The  drying  effect 
on  the  respiratory  passages  prevents  the  accumu- 
lation of  secretions  in  the  tracheobronchial  tree, 
where  the}'  may  interfere  with  ventilation  and 
predispose  to  pneumonitis  and  atelectasis.  This 
phase  of  preanesthetic  medication  is  accomplished 


* The  methantheline  bromide  (Banthine)  used  in  this  study 
was  supplied  by  G.  D.  Searle  and  Co.,  Chicago,  Illinois. 


with  the  use  of  the  belladonna  derivatives,  at- 
ropine or  scopolamine,  in  the  adult  patient. 

The  belladonna  compounds  are  less  desirable 
in  pediatric  premedication,  however,  because  of 
the  frequency  with  which  children  exhibit  idio- 
syncrasies to  therapeutic  doses  of  these  agents.1,2 
The  reaction  to  atropine  or  scopolamine  in 
children  is  characterized  by  marked  flush  with 
circumoral  pallor,  heat  retention  with  a conse- 
quent elevation  in  body  temperature  to  abnormal 
levels,  tachycardia,  restlessness,  and  disorienta- 
tion. Frequently  the  appearance  of  these  com- 
plications has  lead  to  the  postponement  of 
surgery. 

We  undertook  a study  using  methantheline 
bromide  (Banthine),  following  a preliminary  re- 
port by  Burstein,3  as  a substitute  for  atropine  or 
scopolamine  in  the  pediatric  patient.  Methan- 
theline bromide  is  a ganglionic  blocking  agent 
with  marked  action  on  postganglionic  cholinergic 
fibers.4  This  atropine-like  action  is  responsible 
for  the  drying  effect  associated  with  the  use  of 
this  compound. 

Methantheline  bromide  was  one  of  the  earliest 
synthetic  vagolytics  used  in  pediatrics.  Benson 
and  his  coworkers5  reported  studies  on  toxicity 
and  dosage  of  this  compound  in  pediatric  medi- 
cine in  1951.  Subsequent  studies6,7  reported  on 
the  efficacy  of  this  compound  in  the  treatment  of 
infantile  colic  and  vomiting,  duodenal  ulcer,  and 
pylorospasm.  Our  dosage  schedule  was  based 
on  modifications  of  the  amounts  reported  for 
general  pediatric  use  as  adapted  for  intramuscular 
administration. 

Technic 

The  ampules  of  methantheline  containing 
50  mg.  of  the  drug  were  diluted  with  5 ml.  of 
normal  saline  or  distilled  water  by  the  pediatric 
nursing  staff,  and  the  proper  dose  was  given 
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TABLE  I. — Types  of  Cases 


Specialty 

Per  Cent 
of  Study 

Types  of  Cases 

Ear,  nose,  and 
throat 

19.5 

Tonsils  and  adenoids,  cleft 
palate,  foreign  body  extrac- 
tion (bronchus,  esophagus) 
esophageal  dilatation,  bron- 
choscopy, bronchography 

Head  and  neck 

4.0 

Thyroglossal  cysts,  branchio- 
genic  tumors,  lymph  node 
biopsy,  torticollis 

Surgical 

45.5 

Hernias,  appendectomy, 

Ramstedt,  abdominal-per- 
ineal, colon,  incision  and 
drainage,  biopsy,  amputa- 
tion, graft  (skin),  heman- 
giomas, rectal  fissure,  rectal 
polyp,  anoplasty,  extremity 
tumors 

Ophthalmologic 

5.0 

Fundoscopic  examination,  re- 
pair of  lacerations,  enuclea- 
tion (evisceration) , rectus 
recession,  lacrimal  duct  ex- 
ploration 

Genitourinary 

13.0 

Hydrocele,  nephrectomy,  To- 
rek, meatotomy,  circum- 
cision, cystoscopic  exam- 
ination 

Orthopedic 

9.0 

Laminectomy,  joint  surgery, 
reduction  of  fractures 

(open,  closed),  excision  of 
bone  tumor 

Neurologic 

2.5 

Pneumoencephalography, 
burr  holes,  craniotomy, 
ventriculoperitoneal  shunt 

Chest 

1.5 

Patents  ductus,  cardiac  ex- 
ploration, mediastinal  tu- 
mor, lobectomy,  repair  of 
tracheoesophageal  fistulas 

intramuscularly  one  hour  prior  to  surgery.  The 
premedicating  schedule  was  based  on  the  patient’s 
weight:  0.5  mg.  of  the  drug  per  Kg.  body  weight 
(or  0.2  mg.  per  pound  of  body  weight).  The 
dosage  schedule  is  flexible  enough  so  that  one 
need  not  be  concerned  with  fractional  portions 
of  weight.  For  example,  a child  weighing  24 
pounds  and  12  ounces  would  receive  5 mg.  of 
methantheline,  or  a child  weighing  12,680  Gm.  is 
said  to  be  12  Kg.  and  therefore  would  receive  6 
mg.  of  the  drug. 

Pediatric  cases  with  elevated  temperatures 
such  as  emergency  appendectomies  were  given 
one  half  to  two  thirds  of  the  calculated  dose  in 
order  not  to  further  aggravate  pre-existing 
temperature  elevations.  Preoperatively  the  chil- 
dren were  observed  for  severity  of  flush,  tempera- 
ture elevations  (100  F.  per  rectum  being  con- 
sidered the  upper  limit  of  normal),  tachycardia, 
and  disorientation.  The  effective  drying  power 
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Fig.  1.  Age  distribution. 

was  observed  not  only  during  the  induction 
phase  but  also  throughout  the  subsequent  course 
of  anesthesia  (lighter  planes  of  anesthesia  do  not 
depress  secretory  activity).  Table  I is  a tabu- 
lation of  the  types  of  cases  and  their  percentage 
distribution  according  to  the  various  surgical 
specialties.  Figure  1 is  a representation  of  the 
age  distribution  of  the  series.  No  attempts  were 
made  to  correlate  the  age-dose  relationship  be- 
cause of  marked  variation  within  a single  age 
group  as  regards  weight.  The  marked  dis- 
crepancy between  age  and  weight  is  exemplified 
by  the  following  four  patients  selected  at  random 
from  the  study.  All  patients  weighed  10  Kg. 
but  varied  in  age  from  seven  months  to  three 
years. 

Results 

Flush. — The  incidence  of  flush  and  its  severity 
were  markedly  reduced  in  this  series  of  1,500 
patients  as  compared  to  a control  series  of  320 
belladonna  (atropine  or  scopolamine)  patients  as 
noted  in  Fig.  2. 

Temperature  Elevation. — There  were  two 
instances  of  temperature  elevation  in  the  1,500 
cases  receiving  methantheline  as  compared  to  ten 
cases  in  the  atropine-scopolamine  group  of  320 
patients.  In  this  latter  group  one  orthopedic 
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case  was  twice  cancelled  because  of  unexplained 
temperature  rise.  When  subsequent  workups 
failed  to  reveal  the  cause  of  this  difficulty,  meth- 
anthehne  was  substituted  in  the  preoperative 
regimen  for  atropine,  and  no  difficulty  wTas  en- 
countered. The  patient  came  to  the  operating 
room  with  no  significant  change  in  temperature. 
One  of  the  two  patients  in  the  methantheline 
group  with  temperature  elevation  went  on  to 
develop  an  acute  follicular  tonsillitis  in  the  post- 
operative recovery  period. 

Drying  Action. — The  ability  of  methanthe- 
line to  depress  the  secretory  response  to  the 
ether  vapors  was  found  to  be  more  predictable 
than  therapeutic  amounts  of  either  atropine  or 
scopolamine.  Less  than  4 per  cent  of  the  1,500 
patients  in  the  methantheline  series  were  con- 
sidered “wet”  enough  to  cause  concern,  while 
18  per  cent  of  the  320  children  receiving  the  bel- 
ladonna derivatives  exhibited  inadequate  drying. 

Nausea,  Vomiting,  and  Emergence  De- 
lirium.— A reduction  in  the  intensity  and 
frequency  of  postoperative  nausea,  vomiting,  and 
emergence  delirium  was  reported  to  the  anes- 
thesia department  by  the  pediatric  nurses  and 
house  staff.  Neither  the  nursing  staff  nor  the 
house  staff  had  been  briefed  with  regard  to  this 
aspect  of  the  study,  so  that  we  instituted  the  use 
of  a check-off  sheet  to  help  evaluate  these  impres- 
sions further.  Figure  3 is  a sample  check-off 
sheet. 

Comment 

The  use  of  therapeutic  doses  of  atropine  and 
scopolamine  as  drying  agents  in  pediatric  pre- 
anesthetic medication  is  often  associated  with  an 
idiosyncratic  reaction  on  the  part  of  the  young 
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patient.  The  least  harmful  of  these  reactions  is 
marked  flush  with  circumoral  pallor;  the  ap- 
pearance of  this  child  is  disturbing,  nonetheless, 
to  surgeon  and  anesthesiologist  alike.  Abnormal 
temperature  elevations  preoperatively  necessi- 
tates cancellation  of  the  case,  repeat  workup, 
and  delay  in  surgery  with  its  subsequent  psychic 
and  economic  ramifications.  Disorientation  is 
not  an  infrequent  reaction  to  atropine  or  scopol- 
amine. These  patients  may  require  restrain- 
tive  measures,  since  they  are  exceedingly  difficult 
to  manage.  Their  induction  is  stormy,  thus  in- 
creasing the  anesthetic  risk.  Severe  tachy- 
cardias also  occur,  causing  great  concern. 

The  ability  of  scopolamine  or  atropine  to  de- 
press secretory  activity  provoked  by  the  inhala- 
tion of  ethyl  ether  is  often  inadequate  in  the 
pediatric  patient.  The  production  and  conse- 
quent accumulation  of  secretions  along  the 
tracheobronchial  tree  interferes  with  pulmonary 
ventilation.  Diffusion  of  anesthetic  agents  and 
oxygen  from  respiratory  epithelium  to  the 
vascular  bed  is  hindered,  while  carbon  dioxide 
removal  from  the  blood  to  the  respiratory  pas- 
sages is  also  delayed.  The  time  required  for  in- 
duction as  w’ell  as  the  amount  of  anesthetic  agent 
required  for  induction  is  increased  because  of 
mechanical  intervention  by  secretions.  Hypoxia 
is  an  inevitable  accompaniment  of  the  stormy 
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induction  as  in  the  disoriented  patient  with  re- 
duced ventilation  from  a secretion-laden  respir- 
atory tract.  Since  the  pediatric  cardiopul- 
monary system  carries  little  oxygen  reserve, 
hypoxia  ominously  sets  the  stage  for  one  of  the 
most  dreaded  of  operating  room  complications: 
cardiac  arrest.  Atelectasis  or  pneumonitis  are 
also  frequent  complications  of  retained  secretions 
in  the  pulmonary  circuit. 

These  factors:  abnormal  temperature  eleva- 
tions, disorientation,  tachycardia,  and  inadequate 
drying,  have  added  impetus  to  investigative 
studies  with  synthetic  parasympatholytic  agents. 
The  introduction  of  methantheline  bromide 
(Banthine)  represents  a significant  step  in  this 
direction.  The  results  of  our  studies  and  those 
of  others  imply  that  this  ganglionic  blocking 
agent,  which  exerts  a marked  effect  on  the 
postganglionic  cholinergic  fibers,  produces  a safe 
and  predictable  drying  action  in  the  pediatric 
patient.  The  ease  of  dosage  calculation  and 
accuracy  in  administration  perhaps  accounts  to 
some  measure  for  the  successful  use  of  this  com- 
pound. The  idiosyncratic  reaction  frequently 
seen  in  children  premedicated  with  the  standard 
belladonna  drugs  has  been  rare. 

Some  investigators8  have  reported  a high  in- 
cidence of  inadequate  drying  in  the  Negro  child 
premedicated  with  methantheline . Factors  other 
than  drug  resistance  appear  responsible  for  this 
difference.  The  Negro  children  in  our  experi- 
ence have  responded  well  to  the  dosage  schedule 
employed  at  our  institution.  Some  variation 
has  occurred  in  the  school-age  Negro  child  who 
has  been  exposed  to  the  stresses  of  his  social 
environment.  These  children  are  frequently 
difficult  to  sedate  preoperatively,  and  hence  their 
induction  is  often  slow  and  stormy.  Under 
these  circumstances  the  prolonged  exposure  to 
the  irritating  vapors  of  the  ethers  challenge  the 
best  of  drying  agents.  Nonetheless,  methan- 
theline affords  better  drying  action  under  these 
circumstances  than  atropine  or  scopolamine. 

Clinical  observations  made  during  the  study 
imply  a reduction  of  emergence  delirium.  The 
explanation  for  this  observation  appears  to  be 
related  to  the  decrease  in  the  incidence  of  induc- 
tions hindered  by  the  accumulation  of  secretions 
along  the  air  passages.  Adequate  ventilation 
protects  the  pediatric  patient  from  hypoxia  and 
subsequent  disorientation. 

The  reduction  in  postoperative  nausea  and 
vomiting  under  methantheline  may  be  accounted 


for  by  the  depression  of  gastric  motility  and  to  the 
reduction  in  gastric  secretory  activity.  With  the 
use  of  belladonna  derivatives  large  amounts  of 
gastric  fluid  are  formed  during  anesthesia,  causing 
dilatation  of  the  stomach.  Aerophagia  during 
induction  also  contributes  to  gastric  dilatation. 
These  factors,  combined  with  increased  gastric 
motility  as  a result  of  anesthesia,  are  important 
related  factors  in  postoperative  nausea  and  vomit- 
ing in  the  pediatric  patient.  The  over-all  re- 
tardation of  gastrointestinal  motility  under 
methantheline  also  exerts  a beneficial  effect  on 
the  postoperative  course  by  minimizing  abdom- 
inal discomfort. 

Summary 

The  pediatric  patient  is  more  resistant  to  the 
drying  action  of  atropine  or  scopolamine  than  is 
the  adult  patient,  yet  the  children  frequently 
exhibit  idiosyncratic  responses  to  the  belladonna 
derivatives  used  in  therapeutic  doses.  The 
idiosyncratic  response  is  characterized  by  marked 
flush  with  circumoral  pallor,  elevation  of  temper- 
ature, disorientation,  and  tachycardia.  In  an 
attempt  to  avoid  these  undesirable  occurrences, 
the  synthetic  ganglionic  blocking  agent,  meth- 
antheline bromide  (Banthine)  was  substituted 
for  the  belladonna  drugs  in  the  pediatric  pre- 
anesthetic medicating  schedule.  Its  safety  had 
been  previously  determined  in  pediatric  medicine. 

Methantheline  bromide  (Banthine)  possesses 
the  following  attributes  when  given  on  our  weight- 
basis  preanesthetic  medicating  schedule : 

1.  Adequate  drying  action  was  noted  in 
94  per  cent  of  the  study  group. 

2.  There  occurred  a reduction  in  the  inci- 
dence of  severe  flush. 

3.  Abnormal  temperature  elevations  were 
infrequent. 

4.  There  occurred  a diminution  in  the  inci- 
dence of  postoperative  nausea,  vomiting,  and 
emergence  delirium. 

5.  Dosage  calculation  is  simple. 

6.  Administration  of  the  accurate  amount  of 
drug  is  made  more  easily  than  with  the  belladonna 
derivatives. 

Acknowledgment. — The  authors  wish  to  express  their 
appreciation  to  the  Pediatric  Nursing  Staff  and  Pediatric 
House  Staff  for  their  assistance  throughout  the  course  of  the 
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Nikethamide1  (N,  N-diethyl-3-pyridinecar- 
boxamide)  is  closely  related  chemically  to 
nicotinic  acid  and  nicotinamide.  It  appears  to  act 
mainly  on  the  central  nervous  system,  stimulating 
the  medullary  centers  and  thereby  increasing  the 
rate  and  depth  of  respiration  and  causing  periph- 
eral vasoconstriction.  This  latter  action  occasion- 
ally raises  the  blood  pressure.  Large  doses  cause 
an  increase  in  coronary  blood  flow.  Toxic  doses 
produce  convulsions.  The  drug  has  been  used 
clinically  as  a cardiac  stimulant,  and  its  analeptic 
action  has  proved  useful  in  combatting  acute  re- 
spiratory depression  and  barbiturate  intoxication. 

Recently  Morton2  reported  this  drug  to  be 
highly  effective  in  a series  of  cases  of  rheumatoid 
arthritis  in  Africa.  We  therefore  undertook  to 
repeat  this  study  using  recognized,  controlled 
methods  for  evaluating  a new  drug.3 

Method  of  Study 

The  cases  were  selected  from  arthritis  clinics* 
and  private  office  practice.  In  establishing  the 
diagnoses  we  were  guided  by  the  diagnostic  cri- 

*  Bellevue  Hospital  Arthritis  Clinic,  Fourth  Medical 
Division,  and  University  Hospital  Arthritis  Clinic,  New 
York  University-Bellevue  Medical  Center,  Arthritis  Section. 


teria  proposed  by  the  American  Rheumatism  As- 
sociation.4 All  cases  were  classified  according  to 
stage  of  disease:  stage  I,  early,  to  stage  IV,  far 
advanced,  according  to  classification  adopted  by 
the  American  Rheumatism  Association.5  Rou- 
tine laboratory  procedures  for  arthritic  cases  as 
described  by  Hartung  and  Mahood6  were  per- 
formed, namely,  erythrocyte  sedimentation  rate 
(ESR),  serum  uric  acid,  C-reactive  protein  deter- 
mination (CRP),  sensitized  sheep  cell  agglutina- 
tion titer  (SC A),  and  lupus  erythematosus  cell 
test  (LE) . These  were  considered  with  the  clini- 
cal picture  in  diagnosis,  degree  of  activity  of  the 
disease,  and  therapeutic  response. 

The  series  consisted  of  25  cases.  There  were 
23  cases  of  peripheral  rheumatoid  arthritis  and 
two  cases  of  rheumatoid  spondylitis,  both  without 
peripheral  involvement.  Nineteen  patients,  in- 
cluding both  spondylitics,  received  nikethamide. f 
The  other  six  patients  received  a placebo.  The 
patients,  except  for  2,  received  between  12  and  18 
injections.  One  patient  refused  to  go  on  after 
eight  injections  because  of  severe  arthritic  pains. 

t Supplied  as  Coramine  (25  per  cent  solution  diethylamide 
of  nicotinic  acid)  by  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jersey. 
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The  other  asked  for  an  additional  two  injections 
(making  a total  of  20)  in  the  hope  that  he  would 
be  helped. 

The  duration  of  disease  varied  from  three  to 
fifteen  years.  All  patients  demonstrated  activity 
as  determined  by  physical  findings,  such  as  joint 
swelling,  increased  joint  temperature,  and  tender- 
ness, as  well  as  by  laboratory  tests.  They  were 
all  beyond  stage  I of  the  disease,  mainly  in  stage 
III,  with  a few  cases  in  stages  II  and  IV.  In  de- 
termining therapeutic  response  we  were  concerned 
only  with  reversible  changes  and  graded  these 
I (complete  remission),  II  (major  improvement), 
III  (minor  improvement),  and  IV  (no  improve- 
ment), according  to  the  criteria  adopted  by  the 
American  Rheumatism  Association.5  The  double- 
blind technic  was  done  using  a placebo  of  the  same 
appearance  as  the  drug.  All  inj ections  were  given 
by  the  nurse,  choice  of  patient  for  the  drug  and  for 
the  placebo  was  made  at  random.  All  previous 
medications  were  stopped  prior  to  the  study.  In 
the  case  of  steroids  these  were  tapered  off.  Pa- 
tients were  permitted  to  take  only  aspirin  to  re- 
lieve severe  discomfort.  The  amount  of  aspirin 
so  required  was  also  considered  in  grading  the  re- 
sults. The  injections  were  given  in  2-cc.  doses 
intramuscularly  three  times  a week.  The  sub- 
jects were  questioned  and  examined  at  one-  to 
two-week  intervals,  and  final  evaluations  were 
made  about  two  weeks  after  the  series  of  injections 
was  completed.  Notations  were  made  in  regard 
to  changing  symptoms  and  signs  of  the  disease  as 
well  as  side-effects  of  the  drug. 

A grade  I or  II  response  would  have  been  re- 
quired to  regard  the  drug  as  effective. 

Results 

Of  the  19  cases  who  received  the  drug,  16  cases 
had  a grade  IV  therapeutic  response  and  three 
had  a grade  III  response.  There  were  no  grade 
I or  II  responses.  The  patient  who  discontinued 
treatment  after  eight  injections  of  nikethamide 
because  of  severe  arthritic  pains  and  the  patient 
who  requested  an  additional  two  injections  and 
who  received  a total  of  20  injections  of  niketha- 
mide were  both  graded  IV  therapeutically.  Of  the 
placebo  group  of  six  cases  there  were  four  with 
grade  IV  therapeutic  response  and  two  with  grade 
III  response. 

A few  of  the  patients  who  received  nikethamide 
showed  a transient  elevation  of  mood  for  the  first 
two  weeks  but  with  no  corresponding  change  in 
physical  findings.  A similar  unsustained  eleva- 


tion of  mood  was  also  observed  in  one  of  the 
patients  in  the  placebo  group. 

No  toxic  or  unpleasant  side-effects  were  ob- 
served at  any  time  during  the  course  of  treatment 
with  the  drug. 

The  following  case  history  is  illustrative. 

Case  1. — A.  W.,  a white,  male,  part-time  clerk, 
age  sixty,  was  admitted  to  our  arthritis  clinic  in 
1945.  Since  1942  he  had  been  suffering  with  pro- 
gressive painful  swellings  of  both  hands,  both  knees, 
left  ankle,  and  right  shoulder.  In  1946  he  was 
hospitalized  for  intensive  gold  salt  therapy.  There 
was  no  beneficial  or  toxic  effect.  Again  in  1955  for 
approximately  nine  months  he  received  gold  salt 
therapy  with  Lauron,**  an  aurothioglycolanilid 
suspension  in  sesame  oil,  100  mg.  weekly  intra- 
muscularly with  no  beneficial  or  toxic  effect.  For  an 
eight-month  period  up  to  the  time  of  this  study  he 
had  been  kept  moderately  comfortable  on  21/2 
mg.  of  Meticorten,ff  (prednisone)  twice  daily,  and 
30  grains  of  aspirin  daily.  The  steroid  was  then 
gradually  discontinued  by  decreasing  it  by  1 mg. 
every  three  days.  When  the  patient  was  com- 
pletely without  steroid  for  one  week  the  study  was 
begun. 

Physical  examination  revealed  typical  changes  of 
active  rheumatoid  arthritis.  Both  hands,  knees, 
left  ankle,  and  right  shoulder  were  involved.  There 
were  joint  swellings,  tenderness,  increased  tempera- 
ture, limitation  of  motion,  muscular  atrophies,  and 
joint  deformities.  The  right  hand  demonstrated 
the  furthest  progression  of  the  disease  with  swellings 
and  flexion  deformities  at  the  metacarpophalangeal 
joints  as  well  as  subluxations  and  marked  ulnar 
deviation.  The  proximal  interphalangeal  joints 
showed  fusiform  swellings  and  fibrous  ankylosis. 
There  was  marked  interosseous  muscular  atrophy. 

The  laboratory  data  was  as  follows:  ESR  53  mm., 
CRP  1 plus,  SCA  1:56,  LE  negative,  and  serum 
uric  acid  4.2  mg.  per  cent.  The  x-rays  showed 
osteoporosis,  subchondral  bone  destruction,  sub- 
luxations, and  ankylosis. 

The  diagnosis  in  this  case  was  active  rheumatoid 
peripheral  arthritis,  stage  III,  class  III. 

In  November,  1956,  this  patient  was  started  with 
a 2-cc.  injection  of  nikethamide  intramuscularly 
three  times  a week.  He  received  a total  of  twelve 
injections  for  four  weeks.  All  during  this  period  he 
complained  of  severe  discomfort  in  all  the  affected 
joints.  Aspirin  was  increased  to  60  grains  a day 
without  significant  relief.  The  patient  was  forced 
to  stay  home  from  his  part-time  job  many  days  be- 
cause of  the  severity  of  his  joint  pains.  He  re- 
fused to  continue  with  the  injections  beyond  the 
twelfth  one.  There  were  no  toxic  or  side-effects  to 


**  Endo  Products  Inc.,  Richmond  Hill,  New  York, 
ft  Schering  Corporation,  Bloomfield,  New  Jersey. 
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the  drug.  Two  weeks  after  the  injections  were 
concluded  prednisone  2V-2  nig.  twice  daily  was  re- 
sumed with  prompt  improvement  in  symptoma- 
tology, and  the  patient  returned  to  work. 

Laboratory  studies  at  this  time  revealed  the  fol- 
lowing; ESR  69  mm.,  CRP  1 plus,  and  SCA  1 : 56. 

This  patient  received  12  injections  of  nikethamide. 
The  therapeutic  response  was  grade  IV. 

Comment 

From  the  results  of  our  study  it  appears  that 
nikethamide  is  of  no  value  in  the  treatment  of 
peripheral  rheumatoid  arthritis  or  rheumatoid 
spondylitis. 

Summary 

An  evaluation  of  the  efficacy  of  nikethamide  in 
rheumatoid  arthritis  was  undertaken.  Our  series 
consisted  of  25  cases : 23  with  peripheral  rheuma- 
toid arthritis  and  two  with  rheumatoid  spondyli- 
tis. Nineteen  patients,  including  the  two  spon- 
dylitics,  received  the  drug,  and  six  patients  re- 
ceived placebo  injections.  The  patients  were 
given  between  12  and  18  injections  over  a period 
of  four  to  six  weeks  with  two  exceptions,  one  re- 


ceiving eight  injections  and  one  20  injections. 
Of  the  19  cases  receiving  the  drug,  16  had  a grade 
IV  therapeutic  response  and  three  a grade  III  re- 
sponse. There  were  no  grade  I or  grade  II  thera- 
peutic responses  to  the  drug.  Of  the  six  cases  in 
the  placebo  group  there  were  four  grade  IV  thera- 
peutic responses  and  two  grade  III  responses. 


Conclusions 

Our  findings  indicate  that  nikethamide  has  no 
merit  in  the  treatment  of  peripheral  rheumatoid 
arthritis  or  rheumatoid  spondylitis. 

60  East  9th  Street 
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Clinical  Evaluation  of  Paper  Electrophoresis * 

II.  Aid  in  Clinical  Diagnosis  of  Hypersensitivity  ( Antigen- 
Antibody] ) Reaction:  Sickle-Cell  Anemia  and  Purpura 


A.  ALLEN  GOLDBLOOM,  M.D.,  MARCUS  A.  FEINSTEIN,  M.D.,  F.A.C.P.,  NICHOLAS  BRITTIS,  M.D., 
AND  FERNANDO  GARIP,  M.D.,  NEW  YORK  CITY 

{From,  New  York  Medical  College  Metropolitan  Medical  Center , Metropolitan  Hospital  Division) 


Recent  advances  in  paper  electrophoresis 
have  established  it  to  be  an  extremely  use- 
ful method  for  both  qualitative  and  quantitative 
studies  of  complex  mixtures.1  It  is  finding  ever 
wider  acceptance  because  it  duplicates  the  re- 
sults that  are  obtained  by  the  more  expensive 
electrophoretic  instruments  using  the  moving 
boundary  method  of  Tiselius. 

It  has  been  applied  to  work  involving  lipids, 
proteins,  carbohydrates,  hemoglobin,  vitamins, 
enzymes,  antibodies,  and  other  compounds. 
Paper  electrophoresis  was  of  direct  value  in 
aiding  the  clinical  diagnosis  and  the  under- 
standing of  the  disturbed  physiology  in  the 
patients  herein  presented. 

Methods  of  Study 

Detailed  description  of  the  paper  electropho- 
retic apparatus,  with  its  components  and  pro- 
cedures, and  the  photoelectric  evaluation  of  the 
electrophoretic  strips  were  mentioned  in  previous 
publications  on  serum  lipoprotein  distribution2 
and  lipid  metabolism.3 

The  dye  used  to  stain  the  Whatman  3 mm. 
filter  paper  strips  (run  in  duplicate)  for  the 
protein  distribution  was  Amido-black  10B4  dis- 
solved in  glacial  acetic  acid  and  absolute  meth- 
anol. 

Case  Reports 

Case  1.  Hypersensitivity  (Antigen-anti- 
body)  Reaction. — J.  T.,  age  twenty-eight,  a Negro 
male  house  painter,  was  admitted  to  the  hospital  on 
October  6,  1955.  His  complaints,  of  one  week’s 
duration,  were  nonmigratory  pains  in  the  muscles 
and  tendons  adjoining  the  affected  joints  rather  than 
the  joints  themselves.  Two  days  before  admission 
he  experienced  frequent  bowel  movements  with 

* This  Study  was  aided  by  a grant  from  the  Sophie  D. 
Cohen  and  William  W.  Cohen  Foundation. 


occasional  tenesmus,  blood,  and  no  mucus.  There 
was  no  fever  or  chills  at  the  onset.  His  past  history 
was  entirely  irrelevant.  Specifically,  he  had  no 
rheumatic  fever  or  its  stigma,  no  arthritis,  no  heart 
disease,  no  allergic  manifestations  of  any  sort,  and 
no  gastrointestinal  disturbances.  Further  ques- 
tioning brought  out  the  fact  that  three  weeks  prior 
to  the  onset  of  his  complaints  the  patient  received  a 
“subcutaneous”  injection  into  his  left  arm.  The 
purpose  was  to  “improve”  his  blood  so  that  as  a 
donor  he  would  have  “better  blood.”  Swelling  and 
itching  developed  at  the  site  of  the  injection,  which 
was  not  visible  on  admission. 

Pertinent  Physical  Findings. — While  the  patient 
did  not  appear  acutely  ill,  his  movements  in  bed 
were  restricted  because  of  pain  around  the  involved 
joints.  There  were  discrete,  enlarged  lymph  nodes 
in  the  submaxillary,  submental,  and  supraclavicular 
areas.  The  heart  revealed  no  abnormal  findings. 
The  abdomen  showed  marked  muscle  spasm  on 
palpation,  with  no  enlarged  liver  or  spleen. 

In  the  extremities  swelling,  redness,  warmth  were 
present  over  the  flexor  surface  of  the  right  forearm, 
the  lateral  aspect  of  the  right  knee,  and  over  both 
ankles.  Swelling  without  local  heat  was  present 
over  the  dorsum  of  both  hands  and  feet  and  over  the 
left  knee. 

The  lumbosacral  region  revealed  redness,  warmth 
at  touch,  and  swelling. 

All  of  the  affected  areas  were  tender  to  touch  and 
painful  to  motion. 

Hospital  Course. — The  patient’s  temperature  rose 
from  100  to  101  F.  from  the  normal  level  during  the 
second  week  of  hospitalization.  Ten  days  after 
admission  there  appeared  a nonitching,  macular 
rash,  most  pronounced  on  the  dorsum  of  both  feet. 
After  several  days’  duration  it  cleared  up  without 
desquamation.  The  pains  around  the  joints  were 
changing  in  character,  intensity,  swelling,  and  the 
areas  affected,  from  day  to  day.  The  tissue  around 
the  shoulder  became  involved.  The  tendon  of 
Achilles  and  the  muscles  of  both  calves  were  very 
tender. 

In  the  gastrointestinal  tract  the  bowel  movements 
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Table  I. — Blood  Group,  Subgroup,  and  Type  in  Case  1 


Anti  A 

Negative 

Anti  B 

Positive 

ABO  group 

B 

Anti  Rho  (A)* 

Positive 

Anti  Rho  (S)  t 

Positive 

Anti  rh'  (S) 

Negative 

Anti  rh"  (S) 

Negative 

Anti  hr'  (A) 

Positive 

Anti  hr"  (A) 

Positive 

Rh  subgroup 

Rho 

* Albumin-acting  typing  serum, 
f Saline-acting  typing  serum. 


TABLE  II. — Anti-A-Agglutinin  Titer  in  Serum  of  Case  1 


Serum  Plus  Negative  Red  Cell  Count 


Undiluted 

Hemolysis 

1:2 

Hemolysis 

1:4 

4 plus 

1:8 

4 plus 

1:16 

4 plus 

1:32 

4 plus 

1:64 

4 plus 

1:128 

4 plus 

1:256 

3 plus 

1:512 

Plus 

1:1,024 

Minus 

1:2,048 

Minus 

1:4,096 

Minus 

1:8,192 

Minus 

I 


\ 


Fig.  1.  Paper  electrophoretic  pattern.  Serum  pro- 
tein distribution  showing  alpha-2  globulin  level  mark- 
edly elevated  and  albumin  component  slightly  di- 
minished. Young  male,  age  twenty-eight,  with  a hyper- 
sensitivity (antigen-antibody)  reaction  (Case  1). 


increased  in  frequency  from  eight  to  ten  per  day, 
accompanied  by  tenesmus  and  abdominal  cramps. 
Stools  were  watery,  brown,  and  strongly  positive  for 
occult  blood.  Stool  cultures  revealed  no  enteric 
pathogens,  no  ova,  and  no  parasites.  Sigmoidos- 
copy showed  a moderate  degree  of  congestion  of  the 
mucosa.  Five  inches  above  the  anal  canal  there 
was  a shallow  ulceration  surrounded  by  a hyperemic 
zone.  Barium  enema  with  fluoroscopic  and  radio- 
graphic  examinations  showed  no  abnormalities. 

Pertinent  Laboratory  Findings. — White  cell  count 
was  10,900,  with  polymorphonuclear  neutrophils  91 
per  cent,  lymphocytes  7 per  cent,  and  monocytes  2 
per  cent.  Total  cholesterol  of  370  mg.  per  cent  was 
increased,  while  the  cholesterol  esters  were  155  mg. 
per  cent  (decreased).  The  liver  tests  were  normal. 
The  sedimentation  rate  decreased  from  60  to  12  mm. 
per  hour.  The  C-reactive  protein  was  4 plus  (ab- 
normal), the  antistreptolysin  —0  titer  12  units 
(low),  and  the  serum  complement  1.4  (normal). 

The  patient’s  red  blood  cells  were  group  B (Table 
I).  His  blood  showed  type  Rh0  positive,  rh'  nega- 
tive, and  rh"  negative  (Table  I).  There  was  a high 


anti- A agglutinin  titer  of  1:512  in  his  serum,  with  a 
hemolytic  component  to  a titer  of  1:2  (Table  II). 

The  albumin  varied  from  2.4  to  3.4  Gm.  and  the 
globulin  from  4.2  to  3.8  Gm.  per  100  ml.,  with  an 
inversion  of  the  albumin-globulin  ratio  of  0.57  to 
0.89  (normally  1.52)5  (Table  III). 

Sickle-cell  preparation  was  negative.  The  throat 
culture  growth  produced  alpha  streptococci.  Blood 
culture  showed  no  growth.  Skin  test  for  trichinosis 
was  'negative,  and  the  serologic  test  was  1 plus. 
The  lupus  erythematosus  preparation  was  negative. 
Biopsy  from  a tender  area  of  the  gastrocnemius 
muscle  showed  no  histologic  evidence  of  disease. 

Paper  electrophoresis  of  serum  protein  patterns  on 
November  4,  1955  (Fig.  1),  showed  the  alpha-2  glob- 
ulin level  of  23  per  cent  to  be  markedly  elevated 
(normal  10  to  15  per  cent),  while  the  other  protein 
values  were  in  the  limits  of  the  normal  distribution. 
The  albumin  value  of  22.3  per  cent  was  less  than  the 
normal  value  of  40  to  45  per  cent.6  On  November 
22,  1955,  seven  weeks  after  the  onset  of  his  illness, 
the  electrophoretic  pattern  (Fig.  2)  showed  the  beta 
globulin  of  27  per  cent  (normal  17  to  23  per  cent), 


TABLE  III. — Biochemical  Features  of  Serum  Protein  Constituents  in  Case  1 Compared  to  Normal 


Date 

Total  Proteins  (Gm.) 

Albumin  (Per  Cent) 

Globulin  (Per  Cent) 

Albumin/Globulin 

Ratio 

October  10 

6.6 

2.4 

4.2 

0.57 

October  26 

6.7 

2.4 

4.2 

0.57 

November  4 

5.8 

2.3 

3.5 

0.66 

November  22 

7.2 

3.4 

3.8 

0.89 

(Normal) 

7.01  ± 0.51 

4.23  ± 0.48 

2.78  ± 0.34 

1.52  ± 0.25 
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Fig.  2.  Paper  electrophoretic  pattern.  Serum 
protein  distribution  showing  beta  globulin  level  ele- 
vated and  albumin  component  slightly  diminished  in 
patient  with  hypersensitivity  (anigen-antibody)  reac- 
tion, three  weeks  later  than  in  Fig.  1 (Case  1). 

rather  than  the  alpha-2  globulin  of  6.2  per  cent 
(normal  20  to  25  per  cent),  to  be  elevated.  The 
gamma  globulin  level  of  37  per  cent  (normal  20  to 
25  per  cent)  was  elevated.  The  results  obtained  in 
this  experiment  differed  greatly  from  those  on  the 
first  specimen  from  the  same  patient  on  November  4 
(Fig.  1).  The  albumin  level  of  23.6  per  cent  (nor- 
mal 40  to  45  per  cent)  may  be  low,  or  else  the  figures 


tend  to  be  appreciably  lower  than  those  obtained  in 
moving  boundary  electrophoresis  (Table  IV). 

The  Tiselius  moving  boundary  experiment  per- 
formed on  the  same  serum  specimen  (Fig.  3)  con- 
firmed the  increase  in  beta  globulin  of  the  paper  elec- 
trophoresis (Fig.  2),  with  a value  of  26  per  cent 
(normal  12.8).7  The  albumin  level  of  43  per  cent 
(normal  56.8  per  cent)  was  appreciably  below  the 
normal  value.  Resolution  of  the  alpha-2  and  beta 
globulin  peaks  was  incomplete.  The  albumin- 
globulin  ratio  of  0.76  (normal  1.33)  was  inverted 
(Fig.  3). 

After  one  month  in  the  hospital  the  periarticular 
symptoms  and  signs  cleared  up  without  any  residua. 
The  frequency  of  bowel  movements  lessened,  the 
temperature  was  normal,  and  the  patient  improved. 
There  was  a loss  of  20  pounds  in  weight. 

Case  2.  Sickle-Cell  Anemia  (Drepanocytic 
Anemia  or  Meniscocytosis). — W.  M.,  age  four- 
teen, a Negro  youth,  was  admitted  to  the  hospital  on 
November  1,  1955,  for  epigastric  pains  and  a sore 
throat  of  a week’s  duration.  The  past  medical  his- 
tory was  that  of  a known  sickle-cell  anemia  of  three 
years’  duration,  which  required  hospitalization  and 
transfusions.  There  were  occasional  attacks  of 
elbow  and  knee  joint  pains,  with  no  epistaxis  or 
dyspnea. 

Pertinent  Physical  Findings. — The  patient  was 
well  developed  and  well  nourished  but  small  in  stat- 
ure for  his  age. 


TABLE  IV. — Electrophoretic  Serum  Protein  Distribution  in  Patient  with  Hypersensitivity  (Antigen-Antibody) 

Reaction  (Case  1)* 


Date 


Albuminf 


Globulinsf  

Alpha-1  Alpha-2  Beta  Gamma 


Albumin/Globulin 

Ratiof 


November  4 
November  22 
(Normal) 


November  22 
(Normal) 


PAPER  ELECTROPHORESIS 

22.3  8.3  23.0  17.4  29.0 

23.6  6.2  6.2  27.0  37.0 

42.2  ± 3.9  5.1  ± 1.8  11.3±33  19.0  ± 2.7  22.1  ±2.6 

MOVING  BOUNDARY  ( TISELIUS ) ELECTROPHORESIS ' 

43.0  7.0  5.0  26.0  19.0 

56.8  =b  3.0  7.2  =b  1.2  8.7±1.5  12.8±2.3  14.4  ± 2.4 


0.28:1 

0.30:1 

0.72:1  ± 0.29 


0.76:1 

1.33:1  ± 0.18 


* Total  protein  (Gm.  per  100  ml.)  on  November  4 was  5.8  and  on  November  22  was  7.2  (normal:  7.01  ± 0.51). 
t Values  in  relative  concentration  in  percentages. 


Fig.  3.  Tiselius  moving  boundary  electrophoresis  pattern  showing  increased  beta  globulin  level  and  decreased 
albumin  level.  Confirms  findings  in  Fig.  2.  Total  protein  7.2  mg.  per  cent.  Albumin /globulin  ratio  0.76  inver- 
ted (normal  1.33)  (Case  1). 
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Fig.  4.  Paper  electrophoretic  pattern  revealing  sickle-cell  hemoglobin  (Hb,  S)  in  a young  Negro  male,  age 

fourteen  (Case  2) . 


Fig.  5.  Paper  electrophoretic  pattern.  Serum  pro- 
tein distribution  showing  elevated  gamma  globulin 
level  in  a young  male,  age  fourteen,  with  sickle-cell 
anemia  (drepanocytic  anemia  or  meniscocytosis)  (Case 
2). 

The  sclerae  were  moderately  icteric.  The  throat 
was  injected.  The  cervical,  axillary,  and  inguinal 
lymph  nodes  were  palpable.  The  heart  revealed  a 
grade  II  apical  systolic  murmur,  with  A2  louder  than 
P2.  The  abdomen  examination  revealed  2 finger- 
breadth  tender  liver.  The  spleen  was  not  enlarged. 


The  lower  extremities  had  healed  ulcer  scars. 

Hospital  Course. — This  was  uneventful.  The 
patient  received  two  transfusions.  He  was  dis- 
charged sixteen  days  after  admission. 

Pertinent  Laboratory  Findings. — The  peripheral 
blood  count  showed  hemoglobin  6.5  Gm.  (46  per 
cent),  red  cell  count  1,250,000,  white  cell  count 
14,000,  segmented  51  per  cent,  stab  1 per  cent, 
lymphocytes  37  per  cent,  monocytes  1 per  cent,  and 
eosinophils  10  per  cent.  Blood  smear  showed 
marked  achromasia,  poikilocytosis,  aniscytosis,  and 
sickle  cells. 

The  urine  on  admission  showed  urobilinogen  with 
no  bile.  This  became  normal  at  the  time  of  dis- 
charge. The  sedimentation  rates  were  normal. 
The  C-reactive  protein  was  negative.  The  hetero- 
phil antibody  reaction  showed  no  titer.  The 
hematocrit  was  24  per  cent. 

X-rays  of  the  skull  and  long  bones  were  normal,  as 
were  the  gastrointestinal  series.  The  chest  x-ray 
showed  the  heart  to  be  slightly  enlarged  to  the  left. 
The  electrocardiogram  presented  only  a sinus 
arrhythmia. 

Paper  electrophoresis  of  the  patient’s  blood  for 
hemoglobin  type  was  examined  with  other  types  as  a 
control.  The  pattern  was  run  in  a sodium  barbital 
buffer,  pH  8.6  and  ionic  strength  0.05.  The  patient’s 
blood  revealed  sickle  cell  hemoglobin  (Hb.  S)  (Fig. 
4,  W.  M.,  number  4).  Paper  electrophoretic  pat- 
tern of  the  patient’s  serum  protein  distribution 
showed  albumin  33.3  per  cent,  slightly  lowered 
(normal  40  to  45  per  cent),  with  a gamma  globulin 
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Fig.  6.  Paper  electrophoretic  pattern.  Serum  pro- 
tein distribution  showing  elevated  beta  globulin  level 
in  a young  male,  age  seventeen,  with  purpura  (Shon- 
lein-Henoch  syndrome)  (Case  3). 


level  of  36.5  per  cent,  increased  (normal  20  to  25  per 
cent)  (Fig.  5). 

Case  3.  Nonthrombocytopenic  Purpura  (Al- 
lergic or  Schonlein-Henoch  Syndrome). — R.  R., 
a Puerto  Rican  male,  age  seventeen,  was  admitted 
with  complaints  of  vomiting,  diarrhea,  and  fre- 
quency of  urination  of  one  day’s  duration.  This 
began  two  days  after  a tooth  extraction,  which  was 
followed  by  a considerable  amount  of  blood  loss. 
The  loose  stools  were  brownish-red  in  color.  For 
the  past  five  years  the  patient  had  had  abdominal 
pains  after  meals  but  no  blood  in  the  bowel  move- 
ments. The  family  history  was  noncontributory. 

Pertinent  Physical  Findings. — The  patient  was 
undernourished  and  in  no  acute  distress.  The  sig- 
nificant findings  were  limited  to  the  abdomen.  It 
was  tense  and  tender  throughout  on  palpation,  with 
no  rigidity  nor  rebound.  The  tenderness  was  more 
marked  to  the  left  of  the  umbilicus.  Bowel  sounds 
were  present.  The  rectal  examination  revealed  a 
watery  stool  with  no  gross  blood. 

Hospital  Course. — The  patient’s  original  admis- 
sion was  on  the  urologic  service  because  of  the  fre- 
quency of  urination.  Intravenous  pyelography  was 
negative.  The  patient  was  transferred  to  the  medi- 
cal service  after  the  fourth  hospital  day  because  the 
diarrhea  and  abdominal  pains  became  more  severe. 
There  were  pains  and  swelling  of  both  wrists,  ecchy- 
mosis  of  the  right  eyelid,  and  left  internal  malleolus. 
The  patient  developed  an  inflamed  right  ear  drum 
with  several  bulla-type  lesions.  Both  tonsillar 


TABLE  V.' — Serum  Protein  Fractionation  Values  by 
Filter  Paper  Electrophoresis  in  Patient  with  Purpura 
(Allergic  or  Schonlein-Henoch  Syndrome)  (Case  3)* 


Protein 

Patient 

Normal 

Albumin 

28.8 

42.5  ±1.3 

Globulins 

Alpha- 1 

5.6 

5.1  ±1.8 

Alpha-2 

15.5 

11.3  ±3.3 

Beta 

25.3 

19.0  ±2.7 

Gamma 

24.8 

22.1  ±2.6 

Albumin/globulin  ratio 

0.40 

0.72  ± 0.30 

* Values  in  relative  concentration  in  percentages. 


TABLE  VI.- — Serum  Protein  Fractionation  Values  by 
Chemical  Methods  in  Patient  with  Purpura  (Allergic 
or  Schonlein-Henoch  Syndrome)  (Case  3)* 


Protein 

August  20 

September  8 

Normal 

Total 

3.5 

4.7 

7.01  ± 0.51 

Albumin 

2.0 

2.4 

4.23  ± 0.48 

Globulin 

1.5 

2.3 

2.78  ± 0.34 

Albumin/globulin  ratio 

1.04 

1.04 

1.52  ± 0.25 

* Values  in  Gm.  per  100  ml. 


areas  exhibited  similar  bullous,  erythematous  areas, 
which  cleared  up  with  penicillin  therapy.  The  pur- 
puric and  petechial  rash  extended  to  the  left  arm, 
elbow,  ankle,  lower  extremities,  and  back  region. 

An  apical  systolic  murmur  developed  during  the 
first  week  of  hospitalization.  It  disappeared  on 
discharge. 

The  abdominal  pains  became  worse,  the  stool  was 
grossly  bloody,  and  vomiting  continued.  Sigmoidos- 
copy revealed  purpuric  spots  over  the  mucosa  of  the 
sigmoid.  Improvement  was  noted  under  cortisone 
therapy. 

Pertinent  Laboratory  Findings. — The  peripheral 
blood  showed  a hemoglobin  of  14.7  Gm.,  a red  cell 
count  of  5,250,000,  a white  cell  count  of  12,500  with 
polymorphonuclear  neutrophils  82  per  cent,  lympho- 
cytes 16  per  cent,  and  monocytes  2 per  cent.  The 
platelets  were  normal  (350,000).  The  sedimenta- 
tion rate,  hematocrit,  erythrocyte  fragility,  coagula- 
tion, bleeding,  and  clotting  times  were  normal.  The 
significant  findings  were  the  increased  prothrombin 
time  and  the  positive  Rumpel-Leede  test,  low  total 
protein  (3.5  Gm.),  low  albumin  (2.0  Gm.),  and 
low  globulin  (1.5  Gm.)  (Tables  V and  VI  and  Fig. 
6).  The  icteric  index  on  admission  of  13  units 
became  normal.  The  C-reactive  protein  was  2 plus 
and  1 plus.  The  bone  marrow  studies  and  the  lupus 
erythematosus  preparations  were  negative.  Blood 
cultures  were  negative.  Those  of  the  nose  and 
throat  produced  epidermis  staphylococci  and 
pneumococci.  Cultures  of  the  urine  produced  Pro- 
teus bacteria,  Alcaligenes  faecalis,  and  coliform 
bacillus.  Stool  examination  showed  4 plus  occult 
blood  and  ova  of  Trichuris  trichiura. 

The  urine  examination  showed  a specific  gravity 
of  1.018,  an  albumin  of  2 plus,  10  to  12  white  blood 
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cells,  8 to  10  red  blood  cells,  and  1 to  2 casts  per  high- 
power  field. 

The  blood  urea  nitrogen  of  23  mg.  per  cent  on 
admission  became  normal  (9  mg.  per  cent)  before 
discharge.  The  creatinine  nitrogen  was  1.7  mg.  per 
cent. 

X-rays  of  the  chest,  long  bones,  kidneys  with 
intravenous  pyelography,  and  gastrointestinal  tract 
were  negative.  The  electrocardiogram  was  normal. 

The  paper  electrophoretic  pattern  showed  an 
increased  level  of  the  beta  globulin  component,  25.3 
per  cent  (normal  17  to  23  per  cent),  with  a decreased 
value  of  albumin,  28.8  per  cent  (normal  40  to  45  per 
cent). 

Comment 

Paper  electrophoresis  is  finding  ever  wider 
acceptance  as  a clinical  procedure,  since  it  may 
be  of  direct  value  as  a tool  for  diagnosis  and  for 
information  about  the  nature  of  disturbed  phys- 
iology. It  is  needless  to  state  that  electro- 
phoresis must  be  considered  in  the  same  fight 
as  all  other  laboratory  diagnostic  technics.  A 
well-taken  history  and  physical  examination  will 
have  created  a high  index  of  suspicion  before- 
hand. The  great  advantage  of  the  technic  is 
that  the  quantities  of  material  required  for  analy- 
sis are  in  the  micro  range. 

From  the  process  and  procedures  described,2 
it  was  shown  to  have  simplicity,  inexpensiveness, 
and  less  time  expenditure  than  the  more  compli- 
cated electrophoretic  apparatuses.  It  was  also 
emphasized  that  controls  and  normal  values  for 
comparison  between  different  findings  in  the 
laboratories  are  needed.8  This  prompted  the 
authors  to  further  its  clinical  evaluation  at  the 
bedside  of  the  patients  herein  described. 

•In  the  first  patient,  as  can  be  seen  from  the 
symptomatology  on  admission,  acute  rheumatic 
fever,  rheumatic  arthritis,  and  acute  ulcerative 
colitis  were  considered.  However,  the  physical 
examination  and  the  laboratory  procedures, 
such  as  electrocardiogram,  roentgenology,  sig- 
moidoscopy, barium  enema,  as  well  as  the 
laboratory  data,  did  not  support  these  tentative 
suggestions. 

The  antistreptolysin  —0  titer  was  12  units. 
Joint  pain  with  a titer  of  400  or  more  is  con- 
sistent with,  although  not  diagnostic  of,  rheu- 
matic fever.9 

The  C-reactive  protein  test  was  4 plus.  This 
had  not  been  reported  in  the  serum  of  a normal 
human,  but  it  does  appear  within  fourteen  to 
twenty-four  hours  following  inflammation  or 


tissue  injury  within  the  body.10 

The  temperature,  congested  throat,  the  en- 
larged lymph  nodes,  and  the  differential  blood 
count,  pointed  towards  some  generalized  reaction, 
probably  of  an  allergic  type  in  character,  with 
the  reticuloendothelial  system  being  affected.11 

Antigen-Antibody  Reaction. — An  allergic  re- 
action to  some  substance  was  strongly  suspected, 
since  the  patient  received  a “subcutaneous” 
injection  into  the  left  arm  three  weeks  prior  to 
the  onset  of  his  complaint.  On  inquiry  we  were 
informed  that  the  patient,  a blood  donor,  re- 
ceived a “subcutaneous”  injection  of  blood  group 
specific  substances  A and  B solution.  This 
preparation  is  usually  injected  into  the  container 
of  the  donor  blood  and  not  to  be  administered 
by  any  other  route.  Blood  group  specific  sub- 
stances A and  B solution  must  always  be  used 
with  group  O blood  only.12-14  The  patient’s 
red  blood  cells  were  group  B,  not  O (Table  I). 
His  blood  showed  type  Rh0  positive,  rh'  negative, 
and  rh"  negative  (Table  I). 

Study  of  Antibody  Containing  Globulins. 
— Reactions  between  antigens  and  their  specific 
antibodies,  the  hypothesis  of  antibody  formation, 
and  the  nature  of  circulating  antibodies  have 
been  recently  and  extensively  studied  by  elec- 
trophoresis.15-17 

The  first  electrophoretic  pattern  on  November 
4,  1955,  (Fig.  1)  showed  a markedly  increased 
alpha-2  globulin  component  with  a slightly 
diminished  albumin  level. 

Alpha  globulins  are  increased  in  inflammation 
and  infections  as  a reaction  to  immunization 
procedures  or  as  a result  of  alteration  in  protein 
metabolism18  or  of  a renal  function  disturbance.19 

It  was  of  interest  to  note  that  the  second  elec- 
trophoresis, both  paper  and  moving  boundary 
methods,  showed  not  an  increased  alpha-2 
globulin  as  in  the  first  one  of  three  wreeks  earlier, 
but  an  increase  of  the  beta  globulin,  with  still  a 
lower  than  normal  value  for  the  albumin  com- 
ponent. There  was  no  evidence  of  either  mal- 
nutrition or  excessive  lipoproteins  in  the  blood 
as  a possible  explanation  of  this  increase.20 
While  most  antigens  consist  in  part  of  protein, 
certain  polysaccharides  and  lipoids,  acting  as 
antigens,  can  produce  antibodies  as  in  our  case.14 

It  is  quite  evident  that  the  increased  beta 
globulin  component  in  the  patient’s  serum  as 
shown  by  the  paper  electrophoretic  procedure 
was  indicative  of  some  inflammatory  response 
as  a reaction  between  antigens  and  their  specific 
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antibodies.  This  without  a doubt  was  produced 
by  the  “subcutaneous”  injection  of  specific 
polysaccharide  substances,  “A  and  B solution,” 
which  the  patient  received. 

Separation  of  human  hemoglobin  components 
as  a clinical  aid  for  diagnosis  is  illustrated  in 
Fig.  4.  The  patient’s  blood,  previously  un- 
diagnosed for  hemoglobin  type,  was  examined 
with  other  known  types  as  a control.  In  the 
second  patient,  W.  M.  (Fig.  4,  number  4),  the 
hemoglobin  migrates  as  one  compact  mass  at  the 
speed  of  Hb.  S when  compared  with  the  Hb.  S of 
the  known  sickle-cell  hemoglobin  of  other  indi- 
viduals. 

The  other  clinical  situations  were  observed  for 
control,  reading  from  above  downward.  In  the 
sickle-cell  trait  (Hb.  S and  Hb.  A),  the  Hb. 
A is  to  the  left,  and  the  slower-moving  Hb.  S is 
to  the  right.  (Fig.  4,  number  1).  Sickle-cell 
anemia  after  transfusion  (Hb.  S and  Hb.  A)  is 
shown  in  Fig.  4,  number  2.  The  patient  with 
sickle-cell  anemia  received  a transfusion  of  normal 
compatible  blood.  Most  of  the  hemoglobin  is 
Hb.  S,  with  a trail  of  Hb.  A,  from  the  normal 
donor  moving  ahead  of  the  Hgb.  S.  In  sickle- 
cell-hemoglobin-C  disease  (Hb.  S-C  trait),  one 
will  note  that  the  left-hand  portion  of  this 
hemoglobin  division  is  in  line  with  the  Hb.  S 
of  the  previous  patients.  There  is  a slower- 
moving  component  to  the  right,  which  represents 
the  Hb.  C,  with  approximately  equal  division 
of  the  Hb.  S and  C (Fig.  4,  number  3).  A 
known  sickle-cell  anemia  patient  with  fetal 
hemoglobin  (Hb.  S and  F)  was  used  as  a control. 
Most  of  the  hemoglobin  moves  as  compact  mass 
of  hemoglobin  with  a trail  preceding  it.  This 
represents  a small  amount  of  Hb.  F as  in  fetal 
blood  (Fig.  4,  number  5).  Fetal  hemoglobin 
pattern  (Hb.  F)  from  the  blood  of  a newborn 
infant  was  used.  The  hemoglobin  migrates  at 
a speed  intermediate  between  Hb.  A and  Hb. 

S.  The  slight  trail  preceding  the  main  hemo- 
globin mass  probably  represents  Hb.  A (Fig. 
4,  number  6). 

Skin-Sensitizing  Antibodies  (Case  3). — 
The  course  of  events  excluded  rheumatic  heart 
disease,  blood  stream  infection,  and  a primary 
gastrointestinal  condition.  Primary  renal  dis- 
turbance was  not  present,  as  evidenced  by  the 
lack  of  an  elevated  serum  alpha-2  globulin 
component19  (Fig.  6).  The  laboratory  data 
excluded  sickle-cell  anemia  and  thrombocyto- 
penia purpura.  In  the  latter  condition  the 


platelets  are  disturbed  and  the  gamma  globulin 
component  as  shown  by  electrophoresis  is  usually 
increased.  Both  were  normal  in  the  patient, 
thus  ruling  out  purpura  hemorrhagica  (Fig.  6). 

The  mildly  disturbed  prothrombin  time  ques- 
tioned the  presence  of  liver  disease.  Since 
prothrombin  coincides  with  the  alpha-2  globulin 
fraction  and  the  labile  conversion  factor  between 
the  beta  and  alpha-2  globulins,  such  components 
would  show  liver  disturbance.21  These  com- 
ponents were  within  normal  range  and  excluded 
liver  disease.  The  normal  liver  tests,  the  normal 
gamma  globulin  component,  and  the  increased 
beta  globulin  fraction  in  the  electrophoretic 
pattern  also  excluded  liver  disease.22  Frac- 
tionation of  the  serum  proteins  by  simple  paper 
electrophoresis  was  more  accurate  than  any  of 
the  above  laboratory  and  chemical  determinations 
in  interpreting  physiology  and  leading  to  diag- 
nosis23 (Tables  Y and  VI). 

The  diagnosis  of  purpura  (Schonlein-Henoch 
allergic  purpura)  was  subsequently  corroborated 
by  the  clinical  course  and  laboratory  data.  It 
is  likely  that  an  antigen-antibody  reaction  takes 
place  in  the  endothelium  of  blood  vessels.  It  is  a 
hypersensitivity  mechanism  akin  to  that  occurring 
in  anaphylaxis,  with  the  sensitizing  agent  being 
either  bacterial  or  nonbacterial.24’25  The  sub- 
stance causing  skin  sensitizing  activity  is  found 
in  the  alpha  and  beta  globulin  fractions  and  not 
in  the  gamma  globulin.26 

Summary  and  Conclusions 

1.  Recent  apparatuses  for  paper  electro- 
phoresis make  this  a more  widely  acceptable 
clinical  procedure. 

2.  The  simplicity,  the  inexpensiveness,  the 
microrange  of  material  to  be  examined,  and  the 
rapidity  of  the  process  compared  with  other 
apparatuses  are  desirable  features. 

3.  Electrophoresis  must  be  considered,  like 
all  other  laboratory  diagnostic  technics,  an  aid 
to  the  history  and  examination  of  the  patient. 

4.  Controls  and  normal  values  must  be 
further  established  for  clinical  and  laboratory  use. 

5.  Paper  electrophoresis  aids  in  the  clinical 
diagnosis  and  in  the  understanding  of  the 
disturbed  physiology  in  patients. 

6.  The  patients  herein  reported  have  been 
studied  by  electrophoresis  as  well  as  by  conven- 
tional laboratory  procedures. 

7.  Problems  presented  were:  (1)  a hyper- 
sensitivity (antigen-antibody)  reaction,  (2) 
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anemia  due  to  sickle-cell  hemoglobin,  and  (3) 
Schonlein-Henoch  purpura  (allergic  type). 

8.  Paper  electrophoresis  proved  superior  to 
the  conventional  laboratory  methods. 

9.  Photographs  of  the  paper  electrophoretic 
patterns  are  presented,  and  each  is  fully  described. 

Acknowledgment  is  made  to  Dr.  A.  Leonard  Luhby  for  the 
reports  on  the  type  and  subgroups  of  blood  for  case  1 and  for 
the  paper  electrophoretic  report  for  sickle-cell  hemoglobin  in 
case  2. 
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The  Treatment  of  Severe  Peripheral  Arterial  Occlusion 


Severe  peripheral  arterial  ischemia  may  be  acute 
or  chronic;  in  either  case  the  objectives  of  treatment 
are 

(1)  first  to  provide,  if  possible,  a greater  blood 
flow  to  the  part  and  (2)  second  to  lower  the  meta- 
bolic needs  of  the  part  and  allow  time  for  a collateral 
circulation  to  form.  After  some  observations  on 
pathogenesis,  diagnosis,  and  differentiation,  the 
author  enumerates  ways  and  means  of  trying  to 
achieve  these  objectives,  which  may  be  medical  or 
surgical  or  both.  Under  surgery  he  discusses  indi- 
cations and  timing  for  embolectomy,  paravertebral 
procaine  block,  thrombectomy,  sympathectomy, 


arterial  grafting,  and  amputation.  Under  medical 
treatment  he  discusses  the  use  of  peripheral  vasodi- 
lator drugs,  anticoagulants,  physical  therapy,  and 
general  measures  such  as  weight  and  diet  control  and 
education  of  the  patient.  The  author  observes  that 
medicine,  rather  than  surgery,  still  has  the  major 
responsibility  in  the  care  of  these  patients  since  the 
general  practitioner  is  in  a position  to  detect  these 
diseases  promptly,  to  make  quick  decisions  on  im- 
mediate care,  and  to  manage  the  chronic  problems 
that  cannot  be  solved  by  surgery. — Hugh  ‘Mont- 
gomery, M.D.,  Pennsylvania  Medical  Journal,  July , 
1957 


696 


New  York  State  J.  Med. 


Clinical  and  Blood  Chemical  Studies  with  Ascriptin 

With  Particular  Reference  to  Headaches  and  Arthritic  Pains 
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FERGUSON,  JR.,  LL.M.,  BROOKLYN,  NEW  YORK,  AND  ALISON  H.  PRICE,  M.D.,  JOHN  E. 
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The  clinical  and  blood  chemical  studies  herein 
reported  indicate  that  Ascriptin*  (aspirin 
buffered  with  magnesium  aluminum  hydroxide) 
acts  faster  and  produces  higher  blood  salicylate 
levels  compared  with  acetylsalicylic  acid.  It 
significantly  reduces  pain  more  rapidly  in  ar- 
thritic conditions  and  simple  headaches.  In 
addition,  patients  who  suffered  from  gastric 
irritation  after  aspirin  were  able  to  take  Ascriptin 
in  comparable  dosages  without  any  ill  effects. 

Ascriptin  tablets  contain  5 grains  (0.3  Gm.) 
of  acetylsalicylic  acid  buffered  with  21/2  grains 
(0.15  Gm.)  of  magnesium  aluminum  hydroxide. 

Value  of  Acetylsalicylic  Acid 

The  therapeutic  value  of  acetylsalicylic  acid 
as  an  analgesic,  antirheumatic,  and  antarthritic 
is  generally  recognized  and  requires  no  elabora- 
tion. However,  the  widespread  advertising  of 
aspirin  to  the  public  and  the  frequent  incidence 
of  gastric  irritation  or  hematemesis  have  justi- 
fiably earned  the  disapproval  of  the  medical 
profession. 

Acetylsalicylic  acid,  employed  under  medical 
supervision,  has  much  wider  uses  than  that  of  a 
simple  headache  remedy.  It  is  widely  prescribed 
in  cases  of  rheumatism,  arthritis,  myalgia, 
neuralgia,  dysmenorrhea,  influenza,  head  colds, 
and  after  surgery. 

According  to  a report  of  the  American  Rheu- 
matism Association f 80  per  cent  of  13,000  pa- 
tients with  rheumatoid  arthritis  were  treated  by 
members  of  the  association  with  acetylsalicylic 
acid.  Only  18  per  cent  received  cortisone,  21 
per  cent  hydrocortisone  (chiefly  intra-articularly), 
and  13  per  cent  phenylbutazone. 

In  their  study  of  the  mechanism  of  the  action 
of  salicylate  therapy,  Roskam  et  al .2  in  1955 
showed  that  continued  administration  usually 


* Ascriptin  tablets  used  in  this  study  were  supplied  by 
William  H.  Rorer,  Inc.,  Pharmaceutical  Chemists,  of  4865 
Stenton  Avenue,  Philadelphia  44,  Pennsylvania. 


causes  a significant  increase  in  the  blood  level 
of  the  17-hydroxycorticosteroids  almost  equal- 
ing that  following  injections  of  delayed-action 
corticotropin. 

In  a comparison  of  cortisone  with  aspirin, 
Cohen  et  al.3  in  1955  treated  30  cases  of  un- 
complicated rheumatoid  arthritis  with  cortisone 
and  31  with  aspirin.  Both  drugs  proved  equally 
effective.  After  two  years  of  observation  there 
appeared  to  be  remarkably  little  to  choose 
between  the  use  of  cortisone  and  aspirin  in  the 
treatment  of  rheumatoid  arthritis.  Obviously, 
avoidance  of  the  serious  toxic  effects  of  cortisone 
by  prescribing  buffered  acetylsalicylic  acid  instead 
is  a primary  consideration. 

In  another  comparative  study  of  rheumatoid 
arthritis  in  children,  Bywaters  et  al.A  in  1956 
obtained  slightly  better  results  with  aspirin  than 
with  cortisone  over  the  course  of  a year’s  treat- 
ment. 

Gastric  Irritation  Caused  by  Unbuffered 
Aspirin 

Gastric  irritation  caused  by  the  use  of  ordinary 
aspirin  is  more  common  and  serious  than  is 
generally  realized.  After  reviewing  the  hospital 
records  of  200  patients  with  rheumatoid  ar- 
thritis, Fremont-Smith5  in  1955  reported  that  51 
of  them  (26  per  cent)  gave  a history  of  heartburn, 
epigastric  distress,  nausea,  gas,  or  vomiting  after 
taking  aspirin. 

In  our  own  studies  on  40  patients  receiving 
aspirin,  eight  subjects  (20  per  cent)  showed  symp- 
toms of  gastric  irritation,  including  belching  and 
burning  in  the  stomach.  All  of  these  patients 
were  able  to  take  Ascriptin  without  any  dis- 
comfort. 

Direct  gastroscopic  studies  by  Douthwaite 
and  Lintott6  showed  severe  irritation  of  the 
gastric  mucosa  following  administration  of  un- 
buffered aspirin.  Hurst  and  Lintott7  found 
aspirin  to  be  an  etiologic  factor  in  a series  of 
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TABLE  I. — Average  Blood  Salicylate  Levels  (mg.  per 
100  cc.)  After  Single  Dose  Containing  10  Grains  Aspirin 


Drug 

Ten 

Min- 

utes 

Twenty 

Min- 

utes 

Thirty 

Min- 

utes 

One 

hour 

Twenty- 

four 

hours 

Ascriptin 

2.6 

7.0 

10.2 

11.0 

0.8 

Aspirin 

1.0 

2.0 

2.8 

4.7 

0.5 

Special  Aspirin* 

2.4 

6.0 

8.5 

10.7 

0.6 

* Buffered  with  a mixture  of  aluminum  glycinate  and  mag- 
nesium carbonate. 


151  patients  admitted  to  the  hospital  with  hema- 
temesis  and  melena. 

Unbuffered  aspirin  is  contraindicated  in  peptic 
ulcer,  in  which  condition  it  may  cause  an  acute 
erosive  gastritis  with  hematemesis.  Muir  and 
Cossar8  in  1955  observed  increased  gastric  hy- 
peracidity, staining  of  the  gastric  juice  with 
blood,  and  strongly  positive  occult  blood  tests 
of  the  stools  in  a large  percentage  of  ulcer 
patients  who  took  ordinary  aspirin.  Of  their 
patients  40  per  cent  showed  acute  erosive  gas- 
tritis, and  one  third  admitted  taking  aspirin  a 
few  hours  before  a hematemesis. 

Further  evidence  that  unbuffered  aspirin  may 
cause  gastric  hemorrhage  in  susceptible  persons 
was  presented  by  Waterson9  in  1956  in  a study 
of  151  patients  admitted  to  the  hospital  with 
hematemesis  and  melena.  In  the  group  of  106 
of  these  patients  with  proved  or  probable  peptic 
ulcer,  28  (26  per  cent)  complained  of  dyspepsia, 
nausea,  heartburn,  or  vomiting  after  taking 
aspirin. 

Blood  Salicylate  Levels 

The  therapeutic  activity  of  acetylsalicylic 
acid  is  directly  proportionate  to  the  blood  sal- 
icylate level.  Drill10  in  1954  said  that  a large 
part  of  the  salicylates  in  the  blood  is  bound  to 
plasma  proteins  and  that  plasma  levels  of  sali- 
cylate are  a precise  measure  of  the  amount  of  the 
drug  in  the  body.  Moss11  in  1952  emphasized 
the  importance  of  maintaining  an  optimum  blood 
salicylate  level  in  the  treatment  of  rheumatic 
fever.  According  to  Goodman  and  Gilman,12 
the  blood  salicylate  level  is  a guide  to  antirheu- 
matic therapy. 

In  our  investigation  we  determined  the  blood 
salicylate  levels  in  a group  of  apparently  healthy 
medical  students  at  intervals  of  ten,  twenty, 
thirty,  and  sixty  minutes  after  taking  a single 
dose  of  the  drug  and  after  twenty-four  hours. 
In  each  instance  the  dose  contained  10  grains  of 
acetylsalicylic  acid  U.S.P.  Prior  to  administra- 


minutes  minutes  minutes  minutes  hours 

Fig.  1.  Average  blood  salicylate  levels  (mg.  per  100 
cc.)  after  single  dose  containing  10  grains  aspirin.  The 
special  aspirin  (*)  was  buffered  with  a mixture  of 
aluminum  glycinate  and  magnesium  carbonate. 

tion  of  the  drug  a specimen  of  blood  was  taken 
for  the  control  blood  salicylate  level. 

The  method  of  blood  salicylate  measurement 
employed  was  the  colorimetric  determination  of 
Velez  Orozco  and  Guerra,13  which  has  been  used 
at  the  Institute  of  Cardiology  of  Mexico.  We 
have  verified  that  results  with  this  method  tally 
with  those  of  the  Volterra  and  Jacobs14  and 
Moss11  methods. 

Table  I gives  the  average  blood  salicylate 
levels  for  nine  of  the  medical  students  at  each 
of  the  stated  time  intervals,  in  terms  of  mg.  of 
salicylate  per  100  cc.  These  figures  are  com- 
pared for  Ascriptin,  aspirin,  and  aspirin  buf- 
fered with  a mixture  of  aluminum  glycinate  and 
magnesium  carbonate,  respectively.  Figure  1 
shows  a graphic  representation  of  blood  sali- 
cylate levels  based  on  the  figures  contained  in 
Table  I. 

As  compared  with  aspirin,  the  average  blood 
salicylate  level  following  a single  dose  of  10 
grains  of  Ascriptin  was  160  per  cent  higher  after 
ten  minutes,  250  per  cent  higher  after  twenty 
minutes,  264  per  cent  higher  after  thirty  minutes, 
134  per  cent  higher  after  one  hour,  and  60  per 
cent  higher  after  twenty-four  hours. 

As  compared  with  aspirin  buffered  with  a 
mixture  of  aluminum  glycinate  and  magnesium 
carbonate,  the  average  blood  salicylate  level  in 
this  limited  series  following  a single  dose  of 
10  grains  of  Ascriptin  was  8 per  cent  higher  after 
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ten  minutes,  17  per  cent  higher  after  twenty 
minutes,  20  per  cent  higher  after  thirty  minutes, 
3 per  cent  higher  after  one  hour,  and  33  per  cent 
higher  after  twenty-four  hours. 

The  significantly  higher  blood  salicylate  levels 
during  the  first  hour  following  the  administration 
of  Ascriptin,  as  compared  with  aspirin,  explains 
the  faster  analgesic  and  antarthritic  effects  which 
were  observed  clinically. 

Clinical  Comparisons 

The  therapeutic  values  of  Ascriptin  and  as- 
pirin, respectively,  were  compared  in  two  groups 
of  20  patients  each.  One  group  suffered  from 
arthritis  and  the  other  from  headaches  (mainly 
due  to  fatigue  or  overindulgence).  Each  pa- 
tient received  equivalent  doses  of  Ascriptin  and 
aspirin,  respectively,  at  different  periods  after 
an  interval  of  one  week.  Half  of  them  started 
with  Ascriptin,  the  other  half  with  aspirin. 

The  arthritic  group  included  16  females  and 
four  males.  The  average  age  was  fifty-six, 
ranging  from  twenty-three  to  sixty-seven.  The 
average  height  was  5 feet,  5 inches,  ranging  from 
61  to  69  inches.  The  average  weight  was  143 
pounds,  ranging  from  110  to  180  pounds.  The 
average  duration  of  the  arthritis  was  2.2  years, 
ranging  from  six  months  to  six  years. 

Cases  of  arthritis  were  selected  which  had 
become  fairly  stationary  in  regard  to  progress  of 
the  disease.  No  cases  of  newly  acquired  acute 
arthritis  or  exacerbation  of  chronic  arthritis 
were  included  in  the  series.  All  contributory 
findings  were  noted  and  no  cases  were  included 
in  which  such  conditions  could  affect  the  course 
of  the  disease  during  the  treatment  period. 

The  degree  of  arthritic  pain  was  recorded  ac- 
cording to  the  following  key:  0 no  pain,  1 dis- 
comfort, 2 recognizable  pain,  3 pain  limiting 
movement,  4 pain  limiting  work,  and  5 exquisite 
pain. 

The  time  of  first  relief  of  arthritic  pain  follow- 
ing Ascriptin  averaged  seventeen  minutes,  with 
a range  of  ten  to  thirty  minutes.  The  time  of 
first  relief  of  arthritic  pain  following  aspirin 
averaged  twenty-five  minutes,  with  a range  of 
fifteen  to  forty  minutes.  These  figures  are  con- 
sistent with  the  comparative  blood  salicylate 
levels  of  the  two  drugs. 

On  continued  treatment  with  Ascriptin  (an 
average  of  6V2  tablets  daily  for  two  months) 
three  arthritic  patients  (15  per  cent)  experienced 


complete  relief  of  pain,  14  (70  per  cent)  signifi- 
cant relief,  and  three  (15  per  cent)  partial  relief. 
On  continued  treatment  with  aspirin  (an  average 
of  61/ 2 tablets  daily  for  two  months)  three  arth- 
ritic patients  (15  per  cent)  experienced  complete 
relief  of  pain,  12  (60  per  cent)  significant  relief, 
and  five  (25  per  cent)  partial  relief. 

The  degree  of  limitation  of  motion  was  keyed 
as  follows:  0 limitation  of  motion  not  present, 

1 recognizable  limitation  of  motion,  2 25  per  cent 
limitation  of  motion,  3 50  per  cent  limitation  of 
motion,  and  4 more  than  50  per  cent  limitation 
of  motion. 

Limitation  of  motion  before  treatment  was 
present  in  18  cases  as  follows:  grade  3 in  three 
cases  (17  per  cent),  grade  2 in  12  cases  (67  per 
cent),  and  grade  1 in  three  cases  (17  per  cent). 

On  continued  treatment  with  Ascriptin,  joint 
mobility  was  restored  to  normal  in  four  cases 
(22  per  cent),  improved  in  13  cases  (72  per  cent), 
no  change  in  one  case  (6  per  cent).  On  continued 
treatment  with  aspirin,  joint  mobility  was  re- 
stored to  normal  in  three  cases  (17  per  cent), 
improved  in  13  cases  (72  per  cent),  and  no  change 
in  two  cases  (11  per  cent). 

The  headache  group  included  11  females  and 
nine  males.  The  average  age  was  thirty-nine, 
ranging  from  twenty-six  to  sixty-six.  The 
average  height  was  5 feet,  7 inches,  ranging 
from  61  to  72  inches.  The  average  weight  was 
146  pounds,  ranging  from  118  to  182  pounds. 
The  average  duration  of  the  period  during  which 
these  patients  had  been  subject  to  headaches  was 
4.2  years,  ranging  from  one  to  twelve  years. 

The  degree  of  headache  was  keyed  as  follows: 
0 not  present,  1 dull  ache,  2 sufficiently  painful  to 
interfere  with  work,  3 severe  localized  area 
(impossible  to  work),  and  4 blinding,  throbbing 
headache  (possibly  migraine). 

Grade  4 headache  was  present  in  three  cases 
(15  per  cent),  grade  3 in  five  (25  per  cent),  grade 

2 in  six  (30  per  cent),  and  grade  1 in  six  cases 
(30  per  cent). 

The  time  of  first  relief  of  headache  following  a 
single  dose  of  Ascriptin  (1  or  2 tablets)  averaged 
nine  minutes  with  a range  of  four  to  twenty 
minutes.  The  time  of  first  relief  of  headache 
following  the  same  dose  of  aspirin  averaged  six- 
teen minutes  with  a range  of  ten  to  twenty 
minutes.  After  aspirin  seven  subjects  required 
the  full  twenty  minutes  interval  before  relief 
was  obtained  as  compared  with  only  one  in  the 
case  of  Ascriptin. 
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After  a single  dose  of  Ascriptin  (1  or  2 tablets) 
headache  was  relieved  completely  in  eight  cases 
(40  per  cent),  significantly  in  seven  cases  (35  per 
cent),  and  partially  in  five  cases  (25  per  cent). 
After  the  same  dose  of  aspirin  headache  was  re- 
lieved completely  in  eight  cases  (40  per  cent), 
significantly  in  seven  cases  (35  per  cent),  and 
partially  in  five  cases  (25  per 'cent). 

In  13  of  the  20  cases  (65  per  cent)  there  was  no 
return  of  the  headache  with  use  of  Ascriptin  or 
aspirin.  In  the  other  seven  cases  (35  per  cent) 
the  headache  returned  in  an  average  of  3.8  hours 
after  Ascriptin,  compared  with  3.1  hours  after 
the  same  dose  of  aspirin.  On  repeating  the 
medication,  three  patients  reported  more  satis- 
factory relief  with  Ascriptin  than  with  aspirin. 

Gastric  Irritation 

Eight  of  the  40  patients  (20  per  cent)  expe- 
rienced gastric  irritation,  including  burning  in  the 
stomach  and  belching,  after  taking  aspirin.  All 
of  these  patients  took  Ascriptin  without  any 
discomfort  whatsoever.  Ascriptin  did  not  cause 
gastric  irritation  in  any  case. 

In  patients  with  duodenal  ulcer  complicating 
arthritis,  where  aspirin  was  known  to  cause 
gastric  irritation,  we  have  administered  Ascriptin 
without  any  disturbance. 

Routine  examination  of  the  urine  in  all  40  cases 
was  negative  after  both  Ascriptin  and  aspirin. 

Conclusions 

1.  Ascriptin  produces  significantly  higher 
blood  salicylate  levels  than  aspirin  within  ten 
minutes,  which  are  maintained  over  the  first 


hour  and  to  a less  extent  for  twenty-four  hours. 

2.  Blood  salicylate  levels  after  Ascriptin  are 
also  higher  than  after  aspirin  buffered  with  a 
mixture  of  aluminum  glycinate  and  magnesium 
carbonate. 

3.  Ascriptin  acts  faster  than  aspirin.  A single 
dose  of  10  grains  of  Ascriptin  relieved  headaches 
in  an  average  of  nine  minutes  compared  with 
sixteen  minutes  for  aspirin.  Ascriptin  relieved 
arthritic  pain  in  an  average  of  seventeen  minutes 
compared  with  twenty-five  minutes  for  aspirin. 

4.  Aspirin  caused  gastric  irritation  in  eight  of 
a series  of  40  cases  (20  per  cent).  All  of  these 
patients  were  able  to  take  Ascriptin  without 
discomfort.  Ascriptin  was  also  used  without 
disturbance  by  patients  with  duodenal  ulcer 
known  to  be  sensitive  to  aspirin. 

5.  The  use  of  Ascriptin  keeps  the  patient 
under  medical  supervision  and  avoids  the  evils  of 
self-medication. 
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The  numerous  efforts  of  investigators  to  find 
the  ideal  anticoagulant  reveal  the  unabated 
interest  in  this  field  of  therapy.  As  a group  the 
indandione  anticoagulants  appear  to  have  found 
their  place  clinically.  The  following  study  has 
been  carried  out  on  anisindione,  * a new  in- 
dandione derivative. 

Anisindione  (2-p-anisyl^indandione-l,3)  is  a 
white  crystalline  powder,  slightly  soluble  in 
water,  tasteless,  and  is  rapidly  absorbed  from 
the  intestinal  tract.  The  structure  is : 


O 


Method  of  Study 

• The  drug  was  submitted  for  clinical  study  in  a 
white,  scored,  50-mg.  tablet.  This  study  com- 
prised 59  patients  suffering  from  thrombotic 
episodes.  They  are  divided  as  follows : coronary 
thrombosis  (43),  retinal  thrombosis  (1),  throm- 
bophlebitis (12),  auricular  fibrillation  (1),  and 
cerebral  thrombosis  (2). 

Female  patients  in  this  study  were  predominant 
in  the  group  having  thrombophlebitis. 

Initial  dosage. — An  initial  dosage  of  300  mg. 
the  first  day,  200  mg.  the  second  day,  and 
100  mg.  the  third  day  proved  to  be  very  satis- 
factory. A dosage  schedule  of  400  mg.  the 
first  day,  300  mg.  the  second,  and  100  mg.  the 
third  gave  satisfactory  hypoprothrombinemia 
almost  universally. 

According  to  the  data  in  Fig.  1,  the  average 
time  to  achieve  the  therapeutic  effect  was  2.1 
days.  The  mean  effectual  dose  was  600  mg.  in 
the  majority  of  cases.  The  maintenance  dose 
varied  from  25  to  250  mg.  per  day.  However, 
the  most  commonly  used  maintenance  dose  was 


* Trade  name:  Miradon.  Marketed  by  Schering  Corp., 
Bloomfield,  New  Jersey 


Time  in  which  Adequate  Levels  of 
Hypoprothrombinemia  Were  Reached 
18  hours  24  hours  48  hours  72  hours  96  hours  Over  96 

hrs 


Fig.  1.  Response  to  Miradon  therapy  in  59  patients. 


75  to  100  mg.  per  day.  The  25  mg.  per  day  dose 
was  used  by  T.  A.,  a woman  who  had  auricular 
fibrillation  and  who  was  almost  always  in  some 
degree  of  cardiac  failure. 

In  one  case  the  prothrombin  time  taken  after 
the  initial  dose  gave  indication  that  there  would 
be  resistance  to  small  maintenance  doses.  Con- 
sequently it  was  found  that  250  mg.  per  day  was 
required  as  a maintenance  dose. 

Resistance. — There  were  three  cases  that 
demonstrated  resistance  to  the  anticoagulant. 
Two  of  these  were  cases  of  initial  resistance  and 
one  was  of  delayed  resistance.  The  latter 
occurred  when  anticoagulant  therapy  was  dis- 
continued during  the  menses.  This  phenomena 
has  been  commonly  reported  in  the  past.  These 
cases  of  initial  resistance  may  possibly  have  been 
averted  if  larger  initial  doses  had  been  used, 
for  example,  400  mg.  the  first  day,  300  mg.  the 
second  day,  and  100  mg.  the  third  day.  The 
incidence  of  prothrombin  escape  above  30  per 
cent  in  this  group  was  5.05  per  cent,  and  the 
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average  duration  of  escape  was  1.5  days. 

Toxic  Reactions. — Interestingly  no  patient 
in  this  series  on  Miradon  therapy  required  the 
use  of  a blood  transfusion,  since  there  were  no 
major  hemorrhages.  Three  cases  showed  minor 
hemorrhage,  and  two  had  single  bouts  of  hema- 
turia. One  patient  reported  a bloody  nocturnal 
emission,  and  another,  L.  P.,  had  mild  bleeding 
from  his  gums.  This  latter  patient  while  on 
anticoagulant  therapy  had  his  gums  treated  by 
massage,  and  this  in  itself  could  have  led  to  the 
bleeding.  This  episode  was  readily  controlled 
without  need  for  whole  blood  or  vitamin  K 
therapy.  In  a third  patient,  P.  M.,  prothrom- 
bin times  remained  remarkably  constant  for  a 
period  of  one  year,  and  there  was  no  evidence  of 
lack  of  control.  However,  in  the  first  week  of 
the  thirteenth  month  the  patient  came  in  com- 
plaining of  sensing  the  taste  of  blood  in  his  mouth. 
The  prothrombin  time  was  sixty  seconds  with  a 
control  of  fourteen  seconds.  He  was  given 
15  mg.  of  vitamin  Ki  emulsion  by  injection  and 
200  mg.  of  Ki  oxide  by  mouth.  After  the  re- 
turn of  the  prothrombin  to  safe  levels  this 
patient  was  given  600  mg.  of  Miradon  over 
a three-day  period.  His  prothrombin  time 
changed  from  fourteen  to  twenty-three  seconds 
in  twenty-four  hours  and  was  thirty-two  seconds 
in  forty-eight  hours.  This  would  indicate  in 
this  particular  case  that  vitamin  K therapy  did 
not  make  the  patient  resistant  to  further  anti- 
coagulant therapy. 

Another  patient,  T.  A.,  had  a dermatitis  which 
clearly  was  due  to  phenindione.  This  derma- 
titis persisted  when  therapy  was  changed  to 
Miradon.  Liver  function  studies  and  particularly 
by  blood  counts  have  been  followed  in  all  these 
patients,  and  there  has  been  no  evidence  of 
agranulocytosis  or  leukopenia.  Chromaturia  has 
been  found  in  several  patients  but  to  a much 
lesser  degree  than  with  phenindione.  There  has 
been  no  nausea,  vomiting,  or  diarrhea.  No 
proteinuria  has  been  noted. 

Ease  of  Control. — Excellent  control  has 
been  obtained  in  54  out  of  59  cases.  There 
appears  to  be  no  need  to  split  the  daily  dose. 
This  would  indicate  a slower  and  more  even  rate 
of  metabolism  than  with  phenindione.  The 


prothrombin  time  returns  to  safe  levels  from 
within  twelve  to  forty-eight  hours  after  dis- 
continuance of  therapy.  The  majority  of  these 
are  in  normal  limits  within  forty-eight  hours. 
Many  of  these  cases  have  been  sent  home  on 
therapy,  and  therefore  this  last  phase  has  not 
been  clearly  studied.  There  were  only  three 
cases  that  demonstrated  a prothrombin  time 
lower  than  10  per  cent,  and  these  were  adequately 
corrected  by  the  use  of  vitamin  Ki  emulsion. 
The  prothrombin  time  in  all  returned  to  normal 
within  four  to  eight  hours.  In  two  of  these 
cases  therapy  was  resumed  immediately  after 
the  use  of  vitamin  Kx  emulsion.  One  of  these 
cases,  P.  M.,  has  already  been  explained,  and 
in  the  remaining  case  it  may  only  be  noted  that 
anticoagulant  therapy  was  again  effective  im- 
mediately after  vitamin  Ki  emulsion  therapy. 

Comment 

Miradon  was  administered  in  three  cases 
treated  for  a period  of  one  year  or  more  and  in 
3 cases  longer  than  six  months.  In  one  instance 
therapy  was  temporarily  discontinued  when  the 
patient  had  to  return  to  the  hospital  for  a renal 
calculus.  L.  P.  had  one  episode  of  bleeding 
from  the  gums.  His  prothrombin  time  has  been 
markedly  prolonged  on  two  occasions,  but  no 
bleeding  of  any  consequence  was  noted.  Vita- 
min K has  not  been  necessary.  T.  A.  has  had  an 
uneventful  course  of  therapy.  The  desired 
degree  of  hypoprothrombinemia  has  been  main- 
tained steadily.  The  remaining  cases  have  not 
shown  any  evidence  of  toxicity. 

Summary 

This  drug  has  anticoagulant  activity  in  the 
human  and  appears  to  be  remarkably  dependable. 
Results  are  reproducible.  Toxic  reactions  appear 
to  be  minimal.  Vitamin  Ki  emulsion  success- 
fully counteracts  its  activity.'  In  the  few 
instances  where  vitamin  Kx  emulsion  therapy 
was  necessary  there  appeared  to  be  no  resistance 
to  the  hypoprothrombinemia  action  of  Miradon 
immediately  after  the  use  of  Vitamin  Ki.  It 
would  appear  that  this  drug  is  worthy  of  further 
study. 


Your  mind  will  be  all  the  better  for  not  running  on  one  point  continually. — Charles  Dickens 
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Carcinoma  of  the  Thyroid  Gland 

Etiology  of  Thyroid  Cancer  .—Relationship 
of  Benign  Adenoma  to  Carcinoma.  Since  the 
demonstration  by  Graham55  that  carcinoma  is 
often  found  in  nodular  goiter,  it  has  been  assumed 
by  most  authors  that  most  (80  to  90  per  cent) 
thyroid  malignancies  have  their  origins  in 
adenomas  or  adenomatous  goiters  and  that  5 to 
10  per  cent  of  discrete  adenomas  will  ultimately 
develop  into  cancer.  Although  these  statistics 
have  been  stressed  in  clinical  teaching  and  in 
many  surgical  and  medical  texts,  there  is  little 
evidence  to  support  them.  In  recent  years  there 
has  been  increasing  support  of  the  view  that  the 
majority  of  thyroid  cancers  originate  in  non- 
neoplastic thyroid  tissue. 

The  most  common  type  of  thyroid  carci- 
noma is  papillary,  whereas  benign  papillary 
neoplasms  are  relatively  uncommon.  If  malig- 
nant transformation  of  adenoma  were  common, 
one  would  expect  most  carcinomata  to  be  follicu- 
lar rather  than  papillary.  Numerous  adenomas 
have  been  followed  for  many  years  without 
malignant  change.  If  such  a transition  were 
the  rule,  the  incidence  of  cancer  of  the  thyroid 
would  increase  with  advancing  age.  On  the 
contrary,  cancer  is  relatively  more  frequent  in 
the  younger  age  groups  in  spite  of  the  increased 


incidence  of  nodular  thyroids  with  increasing 
age.  In  a careful  histologic  analysis  of  25  con- 
secutive cases  of  thyroid  cancer  at  the  Memorial 
Hospital  there  was  only  one  instance  in  which  the 
presence  of  an  associated  adenoma  was  definitely 
established,  a second  in  which  the  association 
was  probable,  and  a third  in  which  it  was  only 
suggested.24  It  has  been  stated  that  the  associ- 
ation of  adenoma  and  carcinoma  could  not  be 
demonstrated  histologically  because  the  pre- 
existing adenoma  was  probably  destroyed  by  the 
carcinoma.  The  weakness  of  such  an  argument 
is  self-evident.  Sloan56  in  a careful  study  of  513 
operated  cases  of  nontoxic  nodular  goiter,  found 
recurrent  nodules  in  63  patients.  Two  of  these 
patients  had  carcinoma  at  the  second  operation, 
and  in  both  instances  the  carcinoma  was  in  an 
area  of  the  thyroid  gland  not  related  to  the  initial 
tumor  but  in  tissue  which  was  originally  de- 
scribed as  normal. 

The  concept  of  prevention  of  cancer  by  pro- 
phylactic removal  of  all  nodular  goiters  loses 
much  of  its  strength  on  careful  scrutiny.  Aside 
from  pressure  manifestations  and  cosmetic 
considerations,  the  only  valid  reason  for  the 
removal  of  thyroid  nodules  is  the  removal  of  an 
existing  malignancy.  It  is  probable  that  only  a 
small  fraction  of  cancers  arise  in  pre-existing 
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adenomata.  Sloan  has  suggested  an  intriguing 
interpretation  of  the  natural  life  history  of  thy- 
roid carcinoma.  He  believes  that  the  tumor 
has  a life  of  its  own,  starting  as  a slow-growing 
carcinoma  in  a younger  patient  and  gradually 
“maturing”  into  a more  aggressively  malignant 
process  in  an  older  individual.  This  would 
appear  to  explain  the  relatively  “benign”  be- 
havior and  better  prognosis  of  papillary  thyroid 
cancer  in  children  and  young  adults  as  compared 
to  older  persons.11-40-42 

Using  Greene  and  Lund’s57  method  of  hetero- 
transplantation of  tumors,  Dobyns  and  Lennon58 
transplanted  23  different  human  thyroid  tumors 
into  the  anterior  chambers  of  guinea  pig’s  eyes. 
As  expected,  the  malignant  tumors  survived  and 
grew  after  a latent  period,  while  the  benign 
ones  did  not.  An  interesting  exception  was  the 
survival  of  two  transplanted  fetal  adenomas  that 
were  originally  classified  as  benign.  This  attests 
to  the  difficulty  in  differentiating  benign  and 
maligant  tumors  even  by  histologic  means. 
It  also  raises  the  possibility  that  some  benign 
growths  are  indeed  premalignant. 

Association  of  Irradiation  With  Cancer  of  the 
Thyroid. — The  possibility  that  previous  irradia- 
tion may  be  an  etiologic  factor  in  carcinoma  of  the 
thyroid  was  suggested  by  Duffy  and  Fitzgerald59 
who  found  that  ten  of  28  patients  eighteen  years 
of  age  or  under  seen  at  the  Memorial  Hospital 
with  thyroid  cancer  had  been  subjected  to  irra- 
diation of  the  thymus  gland  some  time  be- 
tween the  fourth  and  sixteenth  month  of  life. 
Clark60  reported  that  all  13  patients  with  cancer 
of  the  thyroid  under  the  age  of  fifteen  observed 
by  him  in  the  past  six  years  had  had  previous 
irradiation.  Three  received  x-ray  therapy  for 
enlarged  thymus,  three  for  cervical  adenitis, 
five  for  enlarged  tonsils  or  adenoids,  and  three 
for  peribronchitis  or  pertussis.  One  was  treated 
over  the  “thymic  area”  for  this,  and  one  was 
treated  for  a postpneumonitis  cough.  The  doses 
varied  from  200  to  725  roentgens.  The  average 
time  elapsing  from  the  date  of  irradiation  to  the 
diagnosis  of  carcinoma  was  6.9  years.  Fetter- 
man61  reviewed  all  the  cases  of  cancer  of  the 
thyroid  gland  in  children  in  Western  Pennsyl- 
vania, and  found  ten  cases  of  which  eight  had 
received  radiation  to  the  face,  neck,  or  chest  three 
to  twelve  years  prior  to  the  diagnosis  of  thyroid 
cancer. 

A study  was  made  of  the  frequency  of  neo- 
plasia in  1,722  children  who  had  received  radio- 


therapy to  the  thymic  area  between  1926  and 
1951. 62  In  this  series  there  were  found  six  cases 
of  thyroid  cancer,  four  of  cancer  of  other  organs, 
and  eight  cases  of  leukemia.  This  incidence 
was  considerably  higher  than  that  in  untreated 
siblings  or  in  the  general  population.  Another 
such  review  of  14,000  children  who  had  received 
radiation  to  the  thymus,  tonsils,  papilloma  of 
larynx,  etc.,  revealed  a much  higher  incidence  of 
cancer  than  in  the  normal  population.63 
Majarkis  et  at. 64  reviewed  15  cases  of  carcinoma  of 
the  thyroid  in  patients  from  five  to  twenty  years 
of  age.  Five  of  their  patients  were  over  fifteen, 
and  none  of  these  had  received  prior  radiation. 
All  ten  of  these  patients  under  the  age  of  fifteen 
had  had  irradiation  to  the  head  and  neck  area 
between  the  ages  of  two  months  and  six  years. 
The  doses  administered  varied  from  200  to  625 
roentgens.  In  discussing  Majarkis’  paper,  Gur- 
ney65 had  stated  that  two  thirds  of  his  cases  of 
carcinoma  of  the  thyroid  in  childhood  had  been 
radiated  previously.  Frantz66  mentioned  two 
patients,  one  irradiated  for  giant  tongue  and  the 
other  for  keloid  of  the  neck,  who  developed 
thyroid  cancer  ten  and  fifteen  years  later,  re- 
spectively. Rienhoff63  states  that  of  17  patients 
under  the  age  of  twenty  in  whom  a diagnosis  of 
cancer  of  the  thyroid  was  made,  nine  had  been 
subjected  to  radiation  of  the  thymus,  adenoids, 
or  tonsils.  Three  of  our  own  cases  of  thyroid 
cancer  were  treated  with  x-rays  during  childhood. 

The  most  cogent  argument  against  the  use  of 
radioactive  iodine  in  the  treatment  of  non- 
malignant  diseases  of  the  thyroid  gland  is  the 
possibility  of  subsequent  development  of  car- 
cinoma. Numerous  reports  attest  to  the  late 
development  of  cancer  varying  from  thirty  to 
forty  years  after  irradiation  of  normal  tissues  or 
benign  diseases.  Although  it  is  argued  that  no 
cases  of  thyroid  cancer  were  seen  following  the 
use  of  external  radiation  for  toxic  goiter,  the 
doses  utilized  were  very  small  compared  to  the 
dose  of  radioactive  iodine  to  the  gland;  it  is 
probable  that  the  risk  of  carcinogenesis  is  pro- 
portionate to  the  radiation  dosage.  Stewart67 
studied  sections  of  thyroid  glands  removed  six 
and  eight  years  after  radioiodine  therapy  and 
found  the  abnormal  configurations  associated 
with  premalignant  changes  seen  in  other  irra- 
diated tissues.  Goldberg  and  Chaikoff68  were 
able  to  produce  cancer  in  thyroid  glands  in  seven 
out  of  25  rats  one-and-a-half  to  two  years  after 
a large  single  dose  of  radioactive  iodine. 
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Although  no  case  of  human  cancer  has  been 
reported  following  the  use  of  radioactive  iodine, 
insufficient  time  has  elapsed  for  us  to  conclude 
that  the  danger  does  not  exist.  For  this  reason, 
it  is  generally  felt  that  no  patient  with  a life 
expectancy  of  twenty-five  or  more  years  should 
be  treated  with  radioactive  iodine  for  benign 
disease.1 

Association  of  Thiourea  and  Cancer  of  the 
Thyroid. — Bielschowsky69  reported  that  when 
administered  orally,  2-acetaminofluorene  pro- 
: duced  carcinomas  in  various  organs  of  the  body  of 
the  rat  but  never  in  the  thyroid  gland.  When 
the  animals  were  given  thiourea,  again  no  tumors 
appeared.  Wfien  both  thiourea  and  2-acetamino- 
fluorene were  administered,  anaplastic  epithelial 
neoplasms  of  the  thyroid  gland  resulted.  These 
experiments  were  confirmed  by  others.  Thus, 
thiourea  was  shown  to  be  capable  of  focusing  the 
activity  of  at  least  one  carcinogen  in  the  thyroid 
gland.  It  appears,  therefore,  that  the  thyroid- 
stimulating  action  of  the  anterior  pituitary  lobe 
may  be  essential  to  the  production  and  perpetu- 
ation of  experimental  thyroid  tumors,  and  pos- 
sibly tumors  of  the  thyroid  gland  in  man.  This 
would  explain  the  recent  trend  in  the  use  of  thy- 
roid hormone  to  depress  thyroid-stimulating  hor- 
mone activity  in  attempting  to  inhibit  the  growth 
of  thyroid  neoplasms.  The  tumors  that  were  pro- 
duced by  the  combination  of  thiourea  and 
carcinogen  were  capable  of  metastasis  and  auton- 
omous growth  as  transplants  to  other  animal 
species. 

There  has  been  one  case  report  of  thyroid 
cancer  developing  after  the  use  of  thiouracil  in 
the  management  of  thyrotoxicosis.70  In  view  of 
the  rarity  of  spontaneous  cancer  in  hyperthyroid 
patients,  it  is  probable  that  the  antithyroid  drug 
was  at  least  partially  responsible. 

Diagnosis  of  Thyroid  Cancer. — As  previ- 
ously pointed  out,  there  are  numerous  difficulties 
associated  with  the  evaluation  of  thyroid  masses 
clinically  and  at  operation.  Furthermore,  there 
is  a wide  divergence  of  opinion  concerning  the 
, criteria  for  the  histologic  diagnosis  of  carcinoma 
of  the  thyroid. 

The  classical  findings  usually  described  as 
pathognomonic  of  thyroid  cancer — namely,  hard- 
ness, fixation,  and  hoarsness — may  occasionally 
be  present  in  benign  conditions.  We  have  seen 
two  instances  of  vocal  cord  paralysis  caused  by 
benign  thyroid  adenomata.  Fixation  of  the 
gland  may  be  found  in  thyroiditis  but  otherwise 


is  a dependable  sign  of  cancer.  Once  the  tumor 
has  extended  outside  of  its  capsule,  loss  of  mo- 
bility occurs  due  to  invasion  of  the  strap  muscles, 
trachea,  esophagus,  or  prevertebral  fascia. 
Hardness  is  often  characteristic  of  malignancy 
but  is  also  found  in  thyroiditis  of  the  Riedel 
type  and  of  nodular  goiter  cases  with  calcifi- 
cation. The  simultaneous  occurrence  of  cancer 
and  calcification  of  the  thyroid  gland  has  been 
reported,71  and  we  have  encountered  it  twice  in 
our  own  cases.  Lange  and  MacLean72  point 
out  that  when  the  neoplasm  is  still  confined  within 
its  capsule,  there  are  certain  signs  suggestive  of 
cancer,  such  as  recent  onset  of  a nodule  not 
previously  detected,  recent  enlargement  of  a 
pre-existing  nodule,  and  the  development  of 
hardness  and  irregularity  of  a thyroid  mass. 
Long  duration  does  not  rule  out  a malignant 
tumor.  Eleven  of  Cerise’s38  46  patients  with 
thyroid  cancer  had  a known  thyroid  nodule 
present  for  over  ten  years.  The  common 
pressure  symptoms — dyspnea,  dysphagia,  and 
pain — may  occur  in  benign  as  well  as  in  malignant 
goiter. 

In  contrast  to  malignant  tumors  of  other 
organs,  the  recognition  of  thyroid  cancer  at  the 
time  of  operation  is  often  difficult  and  sometimes 
impossible.  The  large,  extensive,  and  poorly 
defined  types  can  often  be  suspected  preoper- 
atively  and  the  suspicion  confirmed  at  surgery. 
In  most  cases,  however,  the  growth  is  relatively 
soft,  has  not  invaded  beyond  the  confines  of  the 
thyroid  lobe,  and  is  surrounded  by  a margin  of 
normal  thyroid  tissue.  Lange  and  MacLean72 
state  that  in  39  of  their  56  cases  of  thyroid  cancer, 
the  diagnosis  was  not  suspected  either  clinically 
or  at  operation.  In  one  instance  the  malig- 
nancy was  not  suspected  clinically  and  was  not 
found  in  the  specimen  removed  at  operation  but 
was  found  in  the  remnant  left  behind  when  the 
patient  came  to  autopsy.  Bellegie  et  aU 3 re- 
ported that  the  diagnosis  of  thyroid  carcinoma 
was  made  grossly  at  operation  in  only  six  of  16 
patients.  Adherence  or  invasion  of  the  pre- 
thyroid  muscles  by  the  tumor  was  found  in  all 
six  cases. 

It  is  well  known  that  extremely  small  primary 
neoplasms  of  the  thyroid  gland  may  give  rise 
to  extensive  metastasis  to  the  cervical  lymph 
nodes  and  even  widespread  distant  dissemination. 
The  finding  of  cervical  lymphatic  involvement  in 
the  absence  of  palpable  thyroid  nodules  was  re- 
sponsible for  the  evolution  of  the  concept  of 
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“lateral  aberrant  thyroid.”  Careful  pathologic 
study  of  the  glands  of  these  patients  has  usually 
revealed  the  primary  cancers  in  the  thyroid. 
In  three  such  patients  “the  primary  tumors  were 
so  minute  that  it  is  inconceivable  that  they  could 
have  been  discovered  clinically  or  by  surgical 
exploration.  In  each  case  gross  examination  of 
the  thyroid  gland  in  the  laboratory  was  made  by 
several  pathologists  with  wide  experience  with 
thyroid  carcinoma,  and  none  was  able  to  find 
the  primary  tumor.  The  minute  primary  nodules 
were  discovered  only  after  the  rather  formidable 
procedure  of  total  embedding  of  the  thyroid 
tissue  received.”74 

Some  surgeons  advocate  the  use  of  frozen 
section  for  the  diagnosis  of  thyroid  cancer.24 
The  advantages  of  such  a method  are  the  per- 
formance of  the  primary  resection  in  continuity 
with  a radical  neck  dissection  en  bloc  and  the 
avoidance  of  a second  anesthesia.  We  feel, 
however,  that  the  difficulties  encountered  by  the 
pathologist  in  attempting  to  make  an  unequivocal 
diagnosis  of  thyroid  carcinoma  and  the  danger 
of  dissemination  if  the  cancer  is  cut  into  for 
biopsy,  by  far  outweigh  the  advantages  of  the 
procedure.  If  the  entire  lobe  is  removed  and 
used  for  frozen  section,  the  resection  of  the 
thyroid  gland  and  the  neck  dissection  are  no 
longer  “en  bloc.”  When  cervical  lymph  nodes 
are  clinically  enlarged,  the  removal  of  one  of 
these  for  immediate  frozen  section  is  performed. 
If  recognizable  tissue  or  papillary  tumor  com- 
patible with  thyroid  carcinoma  is  found  in  a 
node,  one  may  proceed  with  a hemithyroidec- 
tomy  and  radical  neck  dissection  without  delay. 

Although  papillary  carcinoma  of  the  thyroid 
spreads  early  via  lymphatic  channels,  the  lateral 
neck  nodes  must  reach  an  appreciable  size  before 
becoming  palpable.  Cope  et  al.n  noted  the  early 
involvement  of  precricoid  nodes  in  cases  of 
thyroid  cancer  and  labeled  them  Delphian  nodes 
(after  the  Oracle  of  Delphi).  He  found  this 
group  of  nodes  involved  in  nine  of  13  successive 
cases  of  thyroid  malignancy.  In  five  of  these 
the  Delphian  node  was  palpable  preoperatively, 
permitting  him  to  make  the  diagnosis  of  carci- 
noma. 

The  microscopic  criteria  for  the  diagnosis  of 
thjToid  carcinoma  remain  a subject  of  great  de- 
bate in  spite  of  the  statement  of  Warren  and 
Meissner75  that  “the  pathological  diagnosis  of 
cancer  of  the  thyroid  is  made  according  to  the 
same  general  criteria  for  malignant  change  as 


are  used  for  cancers  of  other  tissues  of  the  body.” 
Opinions  vary  from  those  who  would  consider  all 
instances  of  papillary  change  as  evidence  of 
malignancy  to  those  who  insist  on  malignant 
morphology  accompanied  by  capsular  or  vascular 
invasion.  There  are  several  reasons  for  the 
difficulty  in  diagnosing  thyroid  carcinoma. 

First,  many  years  ago  Graham76  demonstrated 
that  certain  malignant  tumors  of  the  thyroid 
were  histologically  identical  with  benign  tumors 
except  for  the  presence  of  microscopic  invasion 
of  blood  vessels.  Following  this,  numerous 
pathologists  began  to  make  the  diagnosis  of 
carcinoma  on  the  basis  of  vascular  invasion  as 
the  only  criterion.  It  was  recently  shown,  how- 
ever, that  only  about  7 per  cent  of  tumors  with 
microscopic  blood  vessel  invasion  as  the  only 
indication  of  malignancy  gave  rise  to  distant 
metastasis  and  were  truly  cancer.77 

Second,  minute  primary  tumors  may  give  rise 
to  widespread  metastases.  Such  tumors  may 
be  extremely  difficult  to  locate  or  identify. 

Third,  some  thyroid  cancers  are  so  slow  growing 
that  there  is  neither  anaplasia  nor  evidence  of 
rapid  cell  growth.  The  morphology  of  such 
tumors  does  not  provide  the  key  to  the  diag- 
nosis, and  one  must  depend  on  local  invasion  or 
even  the  presence  of  distant  metastasis  to  identify 
the  nature  of  the  tumor.  These  lesions  were 
termed  “benign  metastasizing  struma”  in  the 
older  literature.  Chesky78  calls  these  “in- 
vasive adenoma.”  In  Warren  and  Meissner’s 
excellent  monograph  they  are  called  “localized 
carcinoma  in  adenoma.” 

Perloff  and  Schneeberg79  sent  the  slides  of 
some  30  cases  considered  to  be  primary  thyroid 
carcinoma  to  seven  leading  thyroid  pathologists  in 
this  country  for  their  opinions  and  tabulated  the 
results.  One  case  was  considered  benign  by  all 
seven  pathologists;  13  cases  were  called  cancer  bjT 
all  of  them.  All  but  one  of  the  seven  pathologists 
agreed  on  the  diagnosis  of  cancer  in  six  cases. 
There  was  substantial  disagreement  among  the 
pathologists  in  the  remaining  ten  cases.  Because 
of  the  difficulties  mentioned,  we  consider  a lesion 
as  carcinoma  of  the  thyroid  only  if  there  is  ade- 
quate morphologic  change  characteristic  of  can- 
cer, invasion  of  the  capsule  or  adjacent  tissues,  or 
metastasis  to  a lymph  node  or  distant  organ. 
The  findings  of  microscopic  vascular  invasion  as 
the  sole  criterion  of  malignancy  is,  in  our  opinion, 
insufficient  for  the  unequivocal  diagnosis  of  thy- 
roid carcinoma. 
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Classification  of  Thyroid  Cancer. — -As 
pointed  out  above,  there  is  no  general  agreement 
on  the  microscopic  criteria  of  malignancy  of  the 
thyroid  gland.  Furthermore,  in  many  instances 
! there  is  an  admixture  of  histologic  types  of  cancer 
in  different  parts  of  a given  tumor.  For  these 
reasons,  it  is  extremely  difficult  to  arrive  at  a good 
classification  of  cancer  of  the  thyroid  gland. 

An  excellent  summary  of  the  various  classifi- 
! cations  that  have  been  used  can  be  found  in  a 
review  by  Lange  and  MacLean.72  With  rare 
exceptions,  thyroid  cancers  arise  from  glandular 
epithelium.  Glandular  carcinomas  fall  into  two 
\ groups:  (1)  those  that  are  sufficiently  differen- 
i tiated  to  have  a recognizable  pattern  (papillary 
or  follicular),  and  (2)  those  that  are  undifferen- 
i tiated  and  lack  a distinctive  pattern. 

The  following  are  some  of  the  classifications 
I that  have  been  utilized: 

I.  Lahey,  Hare,  and  Warren  (1910) 

Group  I : Low  or  potential  malignancy 

(1)  Adenoma  with  blood  vessel  in- 
vasion 

(2)  Papillary  cystadenoma  with  blood 
vessel  invasion 

(a)  Originating  from  thyroid 

( b ) Originating  from  aberrant  thy- 
roid 

Group  II : Moderate  malignancy 

(1)  Papillary  adenocarcinoma 

(2)  Alveolar  adenocarcinoma 

(3)  Hurthle  cell  adenocarcinoma 
Group  III : High  malignancy 

(1)  Small-cell  carcinoma  (carcinoma 
simplex) 

(a)  Compact  type 

(b)  Diffuse  type 

(2)  Giant  cell  carcinoma 

(3)  Epidermoid  carcinoma 

(4)  Fibrosarcoma 

(5)  Lymphoma 

Aside  from  its  complexity,  there  are  several,  ob- 
jections to  the  above  classification.  Great  stress 
is  placed  on  the  findings  of  microscopic  blood  vessel 
invasion  in  an  otherwise  benign  adenoma.  As 
has  been  pointed  out,  only  a small  percentage  of 
these  tumors  will  behave  in  a malignant  manner. 
Most  observers74*80  -82  agree  today  that  cancer  in 
so-called  lateral  aberrant  thyroid  actually  repre- 
sents metastatic  carcinoma  in  cervical  lymph 
nodes.  Careful  sectioning  has  revealed  a pri- 
mary malignant  growth  in  the  thyroid  gland  in 
nearly  every  such  case. 


II . W atson  and  Pool  (1 910) . 

1.  Papillary  adenocarcinoma 

2.  Small  alveolar  and  solid  large-cell 
adenocarcinoma 

3.  Spindle  and  giant-cell  carcinoma 

4.  Small  round-cell  carcinoma 

5.  Metastasizing  struma 

6.  Lymphosarcoma 

This  classification  has  received  wide  accept- 
ance, with  slight  variations,  due  to  its  simplicity. 
The  term  “metastasizing  struma,”  a contraction 
of  the  old  concept  of  “benign  metastasizing 
struma”  first  proposed  by  Cohnheim  should  be 
discarded. 


III. 


1. 

2. 

3. 

4. 

5. 

6. 
7. 

IV. 


Martin  (1954)  reports  a more  complete 
classification  as  used  in  the  Memorial 
Hospital,  with  the  incidence  of  each  type : 
Papillary  adenocarcinoma  47  per  cent 
Follicular  adenocarcinoma  12  per  cent 
Hurthle  cell  carcinoma  8 per  cent 
Solid  carcinoma  16  per  cent 

Giant-cell  carcinoma  10  per  cent 

Unclassifiable  7 per  cent 

Epidermoid  carcinoma  0 per  cent 
Warren  and  Meissner  (1941)  use  an 


excellent  and  practical  classification 
which  is  a modification  of  one  reported 
by  Hare  and  Salzman.83 
A.  Differentiated  carcinoma 

1 . Follicular  carcinoma 

a.  Low  grade,  localized  carcinoma 

in  papillary  adenoma 

b.  Follicular  adenocarcinoma 

2.  Papillary  carcinoma 

a.  Low  grade,  localized  car- 

cinoma in  papillary  adenoma 

b.  Papillary  adenocarcinoma 
B.  Undifferentiated  carcinoma 

1.  Small  cell  carcinoma 

2.  Giant-cell  carcinoma 


This  classification  is  very  satisfactory  in  that 
it  provides  a clue  as  to  the  prognosis.  One  must 
remember  that  many  cases  are  mixed  types. 
In  such  instances  the  prognosis  is  that  of  the  most 
virulent  pattern  found  in  a particular  tumor. 
The  tumors  classified  as  “low  grade”  are  those  in 
which  there  is  microscopic  vascular  invasion  only. 
These  tumors  do  not  require  the  radical  treat- 
ment given  for  most  thyroid  carcinomas  and  for 
this  reason  are  distinguished  from  the  others. 


Treatment  of  Thyroid  Cancer. — Carci- 
noma of  the  thyroid,  like  cancer  elsewhere  in  the 
body,  is  capable  of  invading  locally,  metastasiz- 
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ing  widely,  and  killing  the  patient.  It  should, 
therefore,  be  treated  vigorously  with  all  the 
means  at  our  command.  Because  of  the  slow  rate 
of  growth  of  most  thyroid  cancers,  it  has  been 
extremely  difficult  to  appraise  the  efficacy  of 
various  therapeutic  approaches.  In  spite  of 
many  controversial  issues,  there  has  emerged  a 
certain  degree  of  standardization,  as  pointed  out 
by  Morfit  and  Reimers.5 

Surgery. — It  is  generally  conceded  that  the 
only  curative  treatment  for  thyroid  cancer  is 
total  surgical  ablation.  The  extent  of  operative 
procedure,  however,  has  been  the  subject  of  much 
controversy.  The  amount  of  thyroid  tissue  to 
be  removed,  the  routine  use  of  partial  or  complete 
neck  dissections,  the  extension  of  surgery  to  the 
opposite  side  or  into  the  mediastinum,  and  the 
use  of  postoperative  irradiation  have  been  widely 
discussed  in  recent  publications. 

It  has  been  adequately  shown  that  recurrences 
are  frequent  when  subtotal  thyroidectomies  are 
performed.84  This  has  recently  been  stressed  by 
Crile,  Jr.3  who  has  attributed  many  failures  to 
the  penetration  of  the  tumor  by  incomplete 
resection,  needle  biopsies,  and  the  use  of  sharp 
tenacula  to  grasp  the  thyroid  glands  during 
surgery.  He  feels  that  these  tumors,  usually 
slow  growing,  may  be  stimulated  to  become  more 
invasive  and  spread  more  rapidly  if  transected. 
Most  authors  recommend  removal  of  the  whole, 
rather  than  part  of  the  lobe  containing  a sup- 
posed “adenoma”  or  “adenomata”  which  may 
be  the  seat  of  an  unsuspected  carcinoma.  If 
carcinoma  is  found  in  the  lobe  removed,  opinions 
differ  as  to  the  subsequent  course  to  be  followed 
by  the  surgeon.  Martin  favors  routine  uni- 
lateral neck  dissection  in  all  cases  of  thyroid 
cancer,  whether  or  not  lymph  nodes  are  palpable, 
and  advises  that  the  procedure  be  done  at  the 
time  of  the  original  exploration,  depending  on 
frozen  section  for  a diagnosis.  The  difficulties 
in  interpretation  of  frozen  sections  have  been 
pointed  out  above,  and  most  pathologists  prefer 
to  rely  on  paraffin  sections.  Cattell85  supports 
the  use  of  homolateral  neck  dissections  in  all 
thyroid  cancers.  Forty-six  of  52  patients  (88.5 
per  cent)  subjected  to  neck  dissection  had  in- 
volvement of  lymph  nodes.  Others  have  re- 
ported that  up  to  60  per  cent  of  patients  with 
papillary  cancer  of  the  thyroid  in  whom  no  nodes 
were  clinically  palpable  had  invasion  of  nodes  by 
cancer  histologically. 

MacDonald  and  Kotin86  found  multiple  foci 
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of  cancer  in  a few  cases  and  emphasized  the 
incidence  of  contralateral  lymph  node  metastasis 
(about  13  per  cent).  They  advocated  total 
bilateral  thyroidectomy  and  local  dissection  of 
surrounding  tissues  for  proved  thyroid  cancer 
and  reserved  the  complete  neck  dissection  for 
those  cases  with  palpable  lymph  nodes.  Ross87 
is  more  agressive  and  performs  bilateral  total 
thyroidectomy  and  unilateral  neck  dissection  in 
all  cases  of  thyroid  carcinoma.  If  the  nodes  on 
the  resected  side  are  involved,  the  opposite  neck 
dissection  with  preservation  of  the  jugular  vein 
is  then  performed. 

Because  of  the  finding  of  extension  of  thyroid 
carcinoma  into  lymph  nodes  of  the  superior 
mediastinum  in  some  instances,  some  surgeons88-89 
extended  the  operation  to  include  dissection  of 
the  superior  mediastinum  utilizing  a sternum 
splitting  approach.  Ross87  states,  however,  that 
with  good  light  and  careful  dissection  this  area 
can  be  adequately  cleared  through  the  cervical 
incision  in  most  instances. 

Crile4  protests  against  the  use  of  the  “con- 
ventional radical  neck  dissection”  for  papillary 
carcinoma  of  the  thyroid.  He  claims  that  the 
operation  is  radical  and  “deforming”  and  at  the 
same  time  fails  to  remove  certain  commonly 
involved  nodes  in  an  en  bloc  manner,  such  as 
paratracheal,  precricoid,  and  carotid  nodes.  He 
prefers  to  perform  a total  thyroid  lobectomy  of 
the  involved  side  and  to  remove  groups  of  nodes 
as  they  become  evident  at  a later  date.  In 
certain  instances  he  has  performed  up  to  18 
operations  for  the  removal  of  involved  nodes.  ] 
It  is  difficult  to  understand  how  this  approach  is 
preferable  to  a single  en  bloc  dissection  in  the 
treatment  of  cancer.  Furthermore,  by  the  use 
of  a single  transverse  incision  the  cosmetic 
results  are  excellent,  with  almost  negligible  mor- 
bidity.90 

Recent  experience  indicates  that  thyrotropic 
hormone  may  serve  as  a stimulating  factor  in  the 
growth  of  thyroid  cancer.91  It  would  seem  un- 
wise, therefore,  to  produce  myxedema  in  patients 
with  thyroid  cancer,  since  this  would  increase 
the  production  of  thyrotropic  hormone.  For 
this  reason  we  do  not  favor  the  routine  perfor- 
mance of  bilateral  total  thyroidectomy  in  the 
treatment  of  carcinoma  of  the  thyroid.  In  this 
connection  the  widespread  use  of  TSH  and  of  anti- 
thyroid drugs  to  induce  greater  uptake  of  radio- 
active iodine  by  residual  and  metastatic  thyroid 
cancer  should  be  probably  curtailed.  The  current 
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\ trend  is  to  administer  thyroid  extract,  or  pref- 
erably tri-iodothyronine  to  such  patients  in 
order  to  inhibit  the  production  of  thyrotropic 
I hormone. 

The  following  is  our  current  surgical  approach 
; in  a case  of  possible  or  suspected  thyroid  carci- 
noma. The  majority  of  patients  present  with  a 
j solitary  or  dominant  nodule  palpable  in  the 
thyroid  gland.  We  have  stated  that  the  chief 
; indication  for  therapy  in  these  cases  is  the  pos- 
sibility that  the  nodule  may  harbor  an  un- 
suspected cancer.  Radioactive  iodine  tracer 
i study  with  scintigram  or  directional  counting  will 
j determine  whether  the  nodule  is  “hot”  (picks  up 
j more  than  the  remainder  of  the  gland)  or  “cold” 
j (picks  up  less  than  the  remainder) . If  the  nodule 
| is  “cold,”  implying  a high  incidence  of  malig- 
! nancy,  immediate  surgery  is  undertaken,  whereas 
| if  the  nodule  is  “hot,”  an  attempt  may  be  made 
to  cause  its  regression  by  the  use  of  thyroxin  or 
tri-iodothyronine.  In  the  case  of  the  “cold” 

| nodule,  total  resection  of  the  involved  thyroid 
lobe  and  of  the  isthmus  is  indicated.  If  the  “hot” 

! nodule  fails  to  respond  to  thyroid  hormone  treat- 
I ment  after  three  to  four  months,  surgery  is 
j performed,  but  because  of  the  low  incidence 
I of  cancer,  a partial  resection  is  performed, 
removing  the  nodule  with  a margin  of  normal- 
appearing thyroid  tissue.  I would  like  again  to 
caution  against  the  use  of  aspiration  biopsy  be- 
j cause  of  the  danger  of  tumor  dissemination  along 
the  needle  tract.  For  the  same  reason,  I never 
use  tenacula  or  other  sharp  instruments  to  grasp 
! the  thyroid  gland  during  the  surgery,  and  great 
| care  is  taken  not  to  rupture  the  capsule  of  the 
tumor  during  the  removal.  If  there  is  gross 
invasion  of  surrounding  fascia  or  muscle,  or  if 
suspicious  lymph  nodes  are  encountered,  the 
entire  thyroid  lobe  or  the  suspicious  node  is  sent 
to  the  pathology  laboratory  for  frozen  section. 
In  general,  however,  we  prefer  to  close  the  wound 
and  await  paraffin  sections  because  of  the  dif- 
ficulty in  interpretation  of  frozen  sections  in 
thyroid  tumors. 

If  carcinoma  is  found,  the  course  followed  de- 
pends on  the  gross  extent  of  the  disease  and  the 
histologic  type.  If  the  cancer  is  of  the  papillary 
type,  or  mixed  with  a predominance  of  papillary 
structure,  a complete  radical  neck  dissection  is 
performed  on  the  side  of  the  tumor  whether  or 
not  lymph  nodes  are  palpable.  The  opposite 
lobe  of  the  thyroid  gland  is  not  removed  unless  sus- 
picious nodules  are  found  within  it  grossly,  or  there 


is  spread  of  the  primary  tumor  directly  across  the 
midline.  If  nodes  are  palpable  bilaterally,  a bi- 
lateral neck  dissection  is  performed  in  one  or  two 
stages;  marked  facial  edema  can  be  avoided  if 
the  internal  jugular  vein  is  preserved  on  one  side 
(the  less  involved  side).  Again  I would  like  to 
emphasize  at  this  point  that  the  finding  of  papil- 
lary structures  in  an  adenoma  is  not  sufficient  to 
make  the  diagnosis  of  cancer.  The  tumor  is  not 
considered  malignant  unless  there  is  invasion  of 
capsule,  adjacent  tissues,  or  lymphatics.  The 
finding  of  microscopic  blood  vessel  invasion  alone 
is  not  a sufficient  criterion.  If  the  histologic- 
diagnosis  is  follicular  carcinoma,  nothing  more 
than  a total  thyroid  lobectomy  is  done  if  the 
tumor  is  confined  to  one  side  of  the  gland.  It 
had  formerly  been  our  practice  to  complete  a 
total  thyroidectomy  in  these  cases  in  the  belief 
that  the  resulting  myxedema  would  enhance  the 
radioactive  iodine  pickup  in  future  or  existing 
metastases.  The  danger  of  stimulating  the 
growth  by  the  myxedema  has  changed  our 
approach — a total  is  done  only  if  there  is  bilateral 
involvement.  Neck  dissection  is  performed  in 
cases  of  follicular  carcinoma  (including  the  Hurthle 
cell  forms)  if  there  is  lymph  node  involvement 
demonstrable.  When  a total  thyroidectomy  is 
performed,  the  patient  is  maintained  in  a euthy- 
roid state  on  thyroid  extract.  The  extremely 
poor  prognosis  in  small  and  giant  cell  carcinomas 
make  radical  surgical  treatment  futile.  Attempts 
at  surgical  extirpation  should  be  made  only  if  the 
lesions  are  of  limited  extent. 

In  some  instances  the  first  indication  of  thyroid 
cancer  is  the  presence  of  lymph  node  enlarge- 
ment on  one  or  both  sides  of  the  neck,  a condition 
previously  referred  to  as  “lateral  aberrant  thy- 
roid.” If  the  excised  lymph  node  reveals  the 
presence  of  thyroid  tissue,  it  is  considered  as 
evidence  of  metastasis  from  carcinoma  in  the 
thyroid  gland  whether  or  not  the  primary  tumor 
is  palpable.  The  treatment  of  choice  in  such 
cases  is  a radical  neck  dissection  and  an  ipse- 
lateral  total  thyroid  lobectomy.  In  the  four 
cases  in  which  I had  done  this  in  the  absence  of  a 
palpable  primary  tumor,  the  cancer  was  found  in 
the  resected  thyroid  lobe. 

Radiation. — External  radiation  has  little  place 
in  the  treatment  of  carcinoma  of  the  thyroid. 
Several  authors92-93  recommend  the  routine  use 
of  postoperative  x-ray  therapy.  Martin24  em- 
phasizes, however,  that  to  deliver  a cancericidal 
dose  to  the  entire  neck  OR  one  side  and  to  the 
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thyroid  region  is  impractical  and  dangerous. 
Certainly  the  use  of  small  doses  would  have  no 
effect  on  any  residual  tumor.  There  is  no  evi- 
dence that  radiation  alone  has  successfully 
eradicated  any  thyroid  cancers.  In  painful 
osseous  metastases,  rapidly  growing  inoperable 
cancers,  and  in  locally  recurrent  cases,  x-ray  ther- 
apy judiciously  administered  may  offer  consider- 
able palliation  for  variable  periods  of  time. 

In  some  instances,  the  surgical  procedure 
eradicates  all  but  a small  area  of  tumor  located  in 
the  region  of  the  base  of  the  skull  or  attached  to 
a vital  structure.  The  insertion  of  radon  seeds 
directly  into  the  tumor  at  the  end  of  the  opera- 
tion may  be  a useful  adjunct  to  surgery  in  selected 
cases. 

Radioactive  iodine  treatment  has  resulted  in 
excellent  palliation  for  variable  periods  of  time 
in  a limited  number  of  cases  of  disseminated 
thyroid  cancer.  This  method  of  treatment  is 
most  successful  in  the  functioning  follicular 
types.  In  some  instances  the  affinity  of  the 
cancer  foci  for  the  radioiodine  can  be  enhanced 
by  ablation  of  the  normal  thyroid  gland,  the  use 
of  thyroid-stimulating  hormone,  or  the  use  of 
propylthiouracil.  Complete  and  permanent  de- 
struction of  thyroid  cancer  by  radioactive  iodine 
has  not  been  accomplished. 

Treatment  of  Hyperthyroidism 

At  the  present  time  there  are  three  methods  of 
treatment  of  thyrotoxicosis:  subtotal  thyroid- 
ectomy, antithyroid  drugs,  and  radioactive 
iodine.  All  three  modalities  of  treatment  are 
safe  and  effective,  and  all  have  had  extensive 
clinical  trial  permitting  the  enunciation  of  indi- 
cations and  contraindications  for  the  use  of  each 
modality. 

The  introduction  of  iodine  by  Plummer  in  1923 
in  the  management  of  hyperthyroidism  and 
its  routine  preoperative  use  since  that  time 
progressively  increased  the  safety  of  surgical 
treatment  which  remained  the  sole  effective 
method  of  therapy  for  about  twenty  years. 
The  initiation  in  1941  of  radioactive  iodine  ther- 
apy and  in  1943  of  the  thiouracil  compounds  in- 
troduced effective  methods  which  challenged 
surgery  in  the  management  of  thyrotoxicosis. 
A detailed  account  of  the  methods  of  treatment 
with  radioactive  iodine  and  antithyroid  drugs 
will  not  be  attempted  in  this  review.  The  current 
status  of  each  of  the  three  methods  of  treatment 
of  hyperthyroidism  will  be  briefly  presented. 


Thiouracil  Compounds. — The  use  of  thioura- 
cil by  Astwood94  in  1943  ushered  in  a new  era  in 
the  management  of  thyrotoxicosis.  These  drugs 
prevent  hormone  production  by  blocking  the 
elaboration  of  iodine  into  the  specific  hormone. 
This  is  accompanied  by  an  intensification  of  the 
thyroid-stimulating  action  of  the  anterior  pitui- 
tary of  the  thyroid  cells  with  increase  in  size  of  the 
gland,  hyperplasia,  increased  vascularity,  and 
friability.  These  effects  can  be  counteracted  by 
the  simultaneous  administration  of  iodine.  The 
metabolic  rate  falls,  and  there  occurs  a remission 
of  the  signs  and  symptoms  of  hyperthyroidism. 
The  speed  of  action  depends  on  the  type  of  gland 
and  the  degree  of  hyperthyroidism. 

The  permanent  remission  rate  after  protracted 
therapy  with  antithyroid  drugs  (six  months  to  a 
year)  has  been  shown  to  be  in  the  neighborhood 
of  40  to  50  per  cent.95  The  use  of  these  drugs 
in  the  definitive  therapy  of  hyperthyroidism  is 
therefore  limited.  Probably  the  only  indications 
are  pregnancy  and  childhood.96  The  best  effects 
are  obtained  in  mild  cases  and  in  small  glands. 

Thiouracil  drugs  find  their  greatest  usefulness 
in  the  preoperative  preparation  of  patients. 
As  Cope1  points  out,  there  is  no  case  of  hyper- 
thyroidism in  which  the  response  could  not  be 
obtained  provided  that  the  drug  is  given  regu- 
larly, persistently,  and  in  large  enough  doses. 
Thus  it  is  unnecessary  to  operate  on  any  patient 
prior  to  his  becoming  euthyroid.  After  lowering 
the  metabolic  rate  to  normal  with  thiouracil 
compounds,  iodides  are  given  for  ten  to  fourteen 
days  to  reduce|the  hyperplasia  and  vascularity 
of  the  gland,  and  surgery  is  performed  under 
optimal  conditions. 

There  are  two  other  indications  for  the  use  of 
antithyroid  compounds:  as  an  adjunct  to  radio- 
iodine therapy  and  as  a diagnostic  test  of  hyper- 
thyroidism in  doubtful  cases. 

Radioactive  Iodine. — Radioactive  iodine  was 
first  utilized  in  the  treatment  of  hyperthyroidism 
in  1941. 97  Since  then  a large  number  of  patients 
have  been  treated  in  this  manner.  The  mode  of 
action  of  radioiodine  is  physiologically  simple. 
The  great  avidity  of  the  thyroid  cells  for  iodine 
in  hyperthyroidism  causes  them  to  pick  up  a 
large  portion  of  the  ingested  isotope.  Radiation 
of  the  cell  with  a high-energy  beta  radiation  with 
a short  penetration  (not  over  2 to  3 mm.)  results 
in  destruction  of  the  parenchymal  cells  of  the 
thyroid  gland. 

There  is  no  doubt  that  most  cases  of  hyper- 
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thyroidism  can  be  successfully  treated  with 
radioactive  iodine  if  adequate  dosage  is  given. 
In  1952,  Seed  and  Jaffe98  collected  the  results  of 
therapy  with  I131  from  the  literature  up  to  that 
time,  and  of  1,720  cases  treated,  a satisfactory 
remission  was  obtained  in  80  per  cent,  persistent 
hypothyroidism  in  9 per  cent,  unsatisfactory 
result  in  5 per  cent,  and  incomplete  treatment 
in  6 per  cent.  They  reported  on  257  of  their 
own  patients,  and  the  results  were  that  63  per 
cent  became  euthyroid,  11  per  cent  improved, 
11  per  cent  became  hypothyroid,  9 per  cent  did 
not  improve,  and  5 per  cent  were  lost  to  follow-up. 
Werner96  states  that  the  incidence  of  hypothy- 
roidism is  reported  as  7 to  22  per  cent  with  the 
average  about  10  per  cent.  If  these  are  in- 
cluded, about  95  per  cent  of  patients  can  be 
“successfully”  treated. 

There  are  important  disadvantages  in  the 
radioiodine  treatment  of  thyrotoxicosis.  The 
most  serious  of  these  is  the  possibility  of  late 
development  of  radiation  cancer.  Carcinoma 
may  be  a late  complication  of  radiation  in  a variety 
of  tissues.  Malignant  change  usually  takes  thirty 
or  more  years  to  develop.  For  this  reason  most 
clinics  limit  the  use  of  radioiodine  to  patients 
whose  life  expectancy  is  twenty-five  years  or  less, 
or  to  patients  forty  years  old  or  older. 1>96- 99-  101 

The  response  of  toxic  nodular  glands  is  variable, 
and  often  repeated  and  larger  doses  are  required 
to  obtain  remission.  The  large  nodular  gland 
does  not  disappear  after  treatment  and  may  con- 
tinue to  produce  pressure  sjunptoms  after 
therapy.  Furthermore,  the  incidence  of  carci- 
noma in  nodular  goiters  is  much  higher  than  in 
diffuse  goiter,  and  a cancer  may  be  overlooked 
if  the  gland  is  treated  with  I131.  It  is  preferable, 
therefore,  to  consider  all  toxic  nodular  goiters  as 
surgical  except  in  cases  of  poor  surgical  risk. 

Early  exacerbation  of  hyperthyroidism  and 
even  rare  instances  of  thyroid  storm  have  been 
reported.  Occasional  increase  of  exophthalmos 
has  been  reported  but  less  frequently  than- with 
surgical  treatment.  The  use  of  I131  is  contra- 
indicated in  pregnancy  and  lactation. 

In  summary,  radioactive  iodine  is  a safe, 
effective  method  of  treatment  of  hyperthyroidism. 
It  is  the  treatment  of  choice  in  (1)  uncomplicated 
diffuse  toxic  goiter  in  patients  over  the  age 
of  forty,  (2)  recurrent  or  persistent  hyper- 
thyroidism after  thyroidectomy,  (3)  hyper- 
thyroidism with  severe  cardiovascular  disease 
or  some  other  concurrent  disease,  (4)  failure  to 


accept  surgical  therapy,  and  (5)  presence  of 
severe  exophthalmos. 

Surgical  Treatment  of  Hyperthyroidism. — 
When  an  anatomic  thyroidectomy  is  performed 
by  a competent  surgeon  who  identifies  and  pre- 
serves the  recurrent  laryngeal  nerves  and  para- 
thyroid bodies  in  patients  prepared  with  anti- 
thyroid drugs  and  iodine  until  they  are  euthy- 
roid, the  mortality  rate  is  negligible,  and  the 
incidence  of  persistent  tetany  and  permanent 
laryngeal  nerve  paralysis  is  under  1 per  cent.23 
Permanent  relief  of  hyperthyroidism  can  be 
obtained  in  over  90  per  cent  of  cases  with  less 
than  5 per  cent  incidence  of  persistent  hypo- 
thyroidism.102 Complete  control  of  toxicity 
prior  to  surgery  has  permitted  the  surgeon  to  be 
careful  and  unhurried  and  has  reduced  the  mor- 
bidity rates  to  a minimum.  It  is  difficult  to 
obtain  any  uniformity  of  opinion,  therefore,  as 
to  whether  radioiodine  or  surgery  should  be  the 
preferred  type  of  definitive  therapy  in  any  given 
case  of  hyperthyroidism. 

Miller103  treats  all  cases  of  hyperthyroidism 
with  radioiodine  regardless  of  age  or  type  of 
gland  with  the  exception  of  those  cases  associated 
with  pregnancy  or  lactation,  emphasizing  that 
the  wholesale  treatment  of  children  should  not  be 
carried  out,  and  that  he  was  administering  the 
isotope  to  children  only  as  part  of  a long-term 
study.  Clark  and  Rule99  have  set  up  the  fol- 
lowing criteria  for  the  use  of  radioiodine  in  the 
treatment  of  thyrotoxicosis:  (1)  uncomplicated 
hyperthyroidism  in  patients  over  forty  years  of 
age,  (2)  recurrent  or  persistent  hyperthyroidism 
after  thyroidectomy,  (3)  hyperthyroidism  with 
severe  cardiovascular  disease  or  some  other 
concurrent  disease,  (4)  failure  to  respond  properly 
to  antithyroid  drugs,  (5)  refusal  to  accept  sur- 
gery or  other  therapy.  (6)  presence  of  severe 
exophthalmos. 

We  agree  with  most  authors  in  avoiding  radio- 
active iodine  therapy  in  patients  under  the  age  of 
forty,  except  in  poor  risk  patients,  because  of  the 
possible  danger  of  future  development  of  car- 
cinoma in  irradiated  tissue. 

There  is  almost  unanimous  agreement  that 
surgery  remains  the  treatment  of  choice  for 
toxic  multinodular  goiter.  The  reasons  for  this 
attitude  are  enumerated  by  Perlmutter  and 
Slater104  as  follows: 

1.  Rather  large  doses  of  radioactive  iodine 
are  needed  in  the  therapy  of  these  cases,  often 
three  to  five  times  the  dose  required  for  toxic 
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diffuse  goiter. 

2.  Recurrence  of  hyperthyroidism  is  not 
uncommon  after  radioiodine  treatment. 

3.  Unless  very  large  doses  of  radioiodine  are 
used,  the  thyrotoxic  state  may  last  for  months. 

4.  The  cure  rate  is  not  as  high  as  in  toxic 
diffuse  goiter. 

5.  A malignancy  may  be  hidden  in  an  other- 
wise benign  toxic  multinodular  goiter. 

Additional  indications  which  make  surgical 
therapy  advisable  in  such  patients  are  the 
presence  of  unsightly  goiter  and/or  symptoms 
arising  from  pressure  on  the  trachea  or  esophagus 
which  can  be  relieved  only  by  surgical  resection.105 
The  response  of  toxic  nodular  goiter  to  surgical 
therapy  is  uniformly  satisfactory.  Thyroid 
storm  is  exceeding^  rare,  recurrent  or  persistent 
hyperthyroidism  after  thyroidectomy  is  unusual, 
and  the  incidence  of  postoperative  hypothy- 
roidism is  only  about  3 per  cent. 

Most  authors  advocating  the  universal  adop- 
tion of  radioactive  iodine  in  the  treatment 
of  l^perthyroidism  compare  their  immediate 
favorable  results  with  published  surgical  sta- 
tistics in  which  the  incidence  of  mortality,  post- 
operative hemorrhage,  tetany,  and  unilateral 
or  bilateral  recurrent  laryngeal  nerve  paralysis 
would  seem  to  indicate  a distinct  superiority  of 
I131  therapy  over  subtotal  thyroidectomy.  It 
must  be  remembered,  however,  that  most  of 
these  quoted  figures  are  several  years  old  and  are 
not  indicative  of  the  present-day  safety  of  thy- 
roidectomy. Thus,  in  comparing  the  various 
therapies  for  exophthalmic  goiter,  Sturgis  quotes 
a series  reported  by  VanderLaan  of  130  patients 
operated  on  from  1933  to  1940,  with  a mortality 
of  8.1  per  cent  postopera  tively.  Lahey,106  on 
the  other  hand,  reported  reduction  of  their 
mortality  figures  to  0.17  per  cent  in  cases  oper- 
ated on  after  1945.  Crile  and  McCullagh107 
reported  540  consecutive  thyroidectomies  with 
0 per  cent  mortality,  0.4  per  cent  recurrent 
nerve  paralysis,  and  0.2  per  cent  persistent 
tetan}\  Sloan108  records  the  average  mortality 
for  thyroidectomy  today  as  0.7  per  cent  and 
states  that  in  his  series  there  has  been  only 
one  death  in  the  past  ten  years.  Our  own  ex- 
perience has  been  with  308  consecutive  thy- 
roidectomies in  six  years  without  a mortality, 
one  instance  of  unilateral  recurrent  nerve  injury, 
and  two  cases  of  persistent  hypoparathyroidism 
(one  in  a case  of  radical  total  thyroidectomy  for 
carcinoma).  Postoperative  temporary  tracheos- 


tomy was  performed  in  one  patient  for  laryn- 
geal edema.  An  unhurried  meticulous  operation 
in  a well-prepared  patient,  with  well-administered 
anesthesia  practically  eliminates  the  risk  of 
surgery.  Comparison  of  surgery  with  radio- 
iodine under  these  conditions  points  to  equal 
safety  and  efficacy.  The  choice  of  therapy  would 
then  depend  on  the  age  and  condition  of  the 
patient,  the  size  and  character  of  the  thyroid 
gland,  and  finally,  the  availability  and  skill  of 
the  therapist  in  each  modality. 

It  would  seem  that  the  release  of  radioactive 
iodine  for  diagnostic  and  therapeutic  uses  into 
the  hands  of  internists,  radiologists,  and  physi- 
cists with  varying  knowledge  and  experience  in 
thyroid  physiology  and  pathology  will  give  less 
uniform  results.  Furthermore,  as  stated  previ- 
ously, more  time  is  required  in  order  to  assess 
the  carcinogenic  effects  of  the  radioisotope. 
For  these  reasons,  we  must  not  advocate  the 
routine  use  of  radioiodine  in  patients  below  the 
age  of  forty. 

Hyperthyroid  patients  have  been  arbitrarily 
divided  into  two  groups,  mild  and  severe,  for 
purposes  of  preoperative  management.  The 
patient  with  mild  hyperthyroidism  is  given 
Lugol’s  solution  or  saturated  potassium  iodine 
for  a period  of  two  to  three  weeks  and  when 
euthyroid,  operation  is  performed.  The  more 
severe  case  is  given  propylthiouracil  (patients  with 
sensitivity  or  toxicity  from  the  drug  are  given 
Tapazole  instead)  in  doses  varying  from  300  to 
1,000  mg.  daily  until  the  hyperthyroidism  is 
completely  controlled,  at  which  time  the  anti- 
thyroid drug  is  discontinued,  and  iodine  is  given 
for  two  weeks  prior  to  surgery.  Preparation  of 
the  patient  is  done  on  an  outpatient  basis,  and 
the  patient  is  admitted  to  the  hospital  one  or  two 
days  prior  to  surgery.  Since  no  patient  is 
operated  on  while  any  hyperthyroidism  persists, 
it  has  not  been  necessary  to  “snatch”  the  patient 
(anesthetize  in  the  room  without  warning). 
The  postoperative  course  after  thyroidectomy  for 
hyperthyroidism  is  not  unlike  that  in  patients 
with  nontoxic  thyroids. 

Ideally,  the  amount  of  tigroid  tissue  to  be 
preserved  at  thyroidectomy  for  hyperthyroidism 
is  the  amount  that  will  assure  a euthyroid  state 
and  at  the  same  time  prevent  recurrence  of  the 
hyperthyroid  state.  Optimally,  this  is  the 
smallest  quantity  of  tissue  compatible  with 
euthyroidism,  since  the  smaller  the  remnant, 
the  smaller  the  chance  of  recurrence.  There  has 
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been  a great  divergence  of  opinion  as  to  the  quan- 
tity of  thyroid  to  be  left  in  place  and  how  to 
estimate  this  quantity.  Recommendations  var- 
ied from  2 Gm.  on  each  side49  to  4 to  10  Gm.  on 
each  side109  to  resection  radical  enough  to  cause 
hypothyroidism  routinely.110  Careful  anatomic 
dissection,  including  identification  of  the  recur- 
rent laryngeal  nerves,  in  all  cases  permits  more 
accurate  estimation  of  the  size  of  the  remnant. 
Because  of  the  tendency  to  hypertrophy,  it  is 
desirable  to  leave  in  a minimal  fragment.  By 
careful  measurement  of  the  tissue  remnants 
(matched  weight  method)  and  serial  radioiodine 
tracer  studies  postoperatively,  Szilagyi  and  co- 
workers111 concluded  that  the  residual  thyroid 
tissue  should  be  0.8  to  1.0  Gm. 

In  summary,  there  are  three  safe  and  efficient 
modes  of  therapy  for  hyperthyroidism;  anti- 
thyroid drugs,  radioactive  iodine,  and  subtotal 
thyroidectomy.  Because  of  the  high  incidence 
of  recurrence  after  their  prolonged  use,  the  anti- 
thyroid drugs  have  limited  value  as  definitive 
treatment  of  thyrotoxicosis.  Radioactive  iodine 
is  the  treatment  of  choice  in  persons  over  forty 
years  of  age  with  diffuse  toxic  goiter  and  in  some 
patients  with  toxic  nodular  goiter  who  are  poor 
operative  risks  or  refuse  surgery.  It  is  contra- 
indicated during  pregnancy  and  lactation.  At 
the  present  time,  subtotal  thyroidectomy  is 
indicated  in  toxic  nodular  thyroids  and  in  diffuse 
toxic  goiter  in  patients  under  forty. 
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Fear  Called  Chief  Deterrent  to  Heart  Disease  Recovery 


Eliminating  the  patient’s  fear  is  the  biggest  prob- 
lem faced  by  a general  practitioner  trying  to  help  a 
heart  disease  victim  recover,  according  to  a report 
in  the  October  19  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  article,  by  Drs.  Bryan  Williams,  Dallas; 
Paul  D.  White,  Boston;  Howard  A.  Rusk,  New 
York  City,  and  Phillip  R.  Lee,  Palo  Alto,  California, 
shows  the  results  of  a survey  among  40  members  of 
the  American  Academy  of  General  Practice  from 
widely  scattered  areas  of  the  United  States. 

The  survey  is  part  of  a nationwide  study  of  re- 
habilitation of  heart  disease  patients.  It  was  aided 
by  a grant  from  the  U.S.  Public  Health  Service. 

The  solution  to  the  problem  of  eliminating  fear 
and  misinformation  about  heart  disease  among  pa- 
tients and  their  families  lies  in  education,  the  doc- 
tors thought.  The  physician,  the  patient,  and  the 
family  should  know  about  the  more  optimistic  as- 
pects of  heart  disease,  the  report  said. 

After  the  medical  needs  have  been  met,  the  doc- 
tors thought  an  unhurried  explanation  of  the  heart 
patient’s  illness  is  the  most  important  step  in  return- 
ing such  patients  to  an  active  and  useful  life. 

The  general  practitioners  believed  that  the  second 
biggest  problem  they  face  in  treating  heart  disease 
patients  is  the  personal  economic  problem  faced  by 
such  a patient. 

“This  reflects  the  awareness  on  the  part  of  the 
family  physician  of  the  potentially  devastating  effect 
of  the  heart  disease  on  the  patient’s  ability  to  earn 
a living.” 

Seven  of  the  40  doctors  surveyed  felt  the  need  for 
increased  availability  of  facilities  to  help  cardiacs 
find  suitable  jobs.  The  lack  of  such  facilities  in  less 
populated  areas  was  apparent  from  the  responses  to 


this  question. 

Another  survey  is  also  reported  by  the  same  four 
researchers  in  the  same  issue  of  the  Journal.  This 
questionnaire  was  sent  to  medical  directors  of  19  di- 
versified industries  operating  plants  in  widely  scat- 
tered parts  of  the  U.S.  The  industries  employ  ap- 
proximately 251,000  persons. 

According  to  the  article,  only  nine  of  the  19  indus- 
tries had  a stated  policy  to  hire  cardiac  patients  and 
during  the  preceding  year  only  242  were  hired  in  a 
to'tal  of  19,321  new  workers  employed. 

The  article  said:  “Factors  considered  of  impor- 
tance in  industry’s  reluctance  to  hire  cardiacs  in- 
cluded (1)  possible  compensations,  sickness  benefit, 
or  pension  liability;  (2)  the  large  number  of  cardiacs 
already  employed  who  developed  their  disease  while 
at  work;  (3)  lack  of  suitable  jobs  for  cardiacs  in  ad- 
dition to  those  already  employed,  and  (4)  a variety 
of  lesser  factors.” 

The  article  added:  “Many  problems  in  the  re- 
habilitation of  the  cardiac  worker  in  industry  re- 
main to  be  solved  but  progress  can  be  made  by:  (1) 
the  education  of  practicing  physicians,  patients, 
and  industry;  (2)  continued  research  in  industry 
and  in  the  laboratory;  (3)  a broad  legislative  study 
of  the  whole  field  of  workmen’s  compensation,  and 
(4)  continued  and  increasing  cooperation  between 
physicians  in  private  practice  and  those  in  industry.” 

Dr.  Williams  is  clinical  instructor  in  medicine, 
Southwestern  University  School  of  Medicine;  Dr. 
White  is  consultant  at  the  Massachusetts  General 
Hospital;  Dr.  Rusk  is  professor  and  chairman  of  the 
Department  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  College  of  Medicine,  and 
Dr.  Lee  is  with  the  Department  of  Internal  Medicine, 
Palo  Alto  Medical  Clinic. 
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KINGS  COUNTY  HOSPITAL 
BROOKLYN,  NEW  YORK 

Conducted  by  p.  j.  fitzgerald,  m.d.  November  1,  1956 

Discussed  by  Howard  eder,  m.d. 


Case  History 

The  patient,  a forty-five-year-old,  married, 
Negro  male,  stated  that  he  had  been  feeling 
progressively  weaker,  tired,  and  “sick  all  over”  in 
the  three  months  prior  to  hospitalization.  He 
indicated  that  there  had  been  a 40-pound  weight 
loss  in  this  period.  The  patient  had  been  a fac- 
tory worker.  No  other  details  of  his  personal 
history  were  recorded. 

During  the  two-week  period  prior  to  admission 
the  patient  had  had  a throbbing  headache  which 
interfered  with  sleep.  The  patient  had  had 
anorexia  and  occasionally  nausea,  and  there  had 
been  one  episode  of  vomiting  “water”  three  days 
before  admission.  For  several  weeks  the  patient 
had  had  tarry  stools,  some  of  which  were  described 
as  small  and  narrow.  The  patient  had  had  a 
large  penile  mass  for  ten  j^ears,  but  there  had  cur- 
rently been  no  apparent  change  in  this  growth. 
There  were  no  urinary  complaints. 

The  patient  denied  symptoms  of  rheumatic 
fever,  heart  disease,  diabetes,  cancer,  syphilis,  or 
malaria.  Aside  from  an  episode  of  “virus 
pneumonia”  ten  years  previously  and  a broken 
ankle,  he  had  been  without  prior  serious  illness. 

On  admission  his  blood  pressure  was  188/130, 
pulse  92  and  regular,  respirations  26,  and  tempera- 
ture, 97  F.  The  patient  appeared  poorly 
nourished,  acutely  and  chronically  ill,  toxic,  and 
lethargic  The  conjunctiva  were  injected.  The 
pupils  were  round  and  regular  and  reacted  to  light 
and  accommodation.  The  extraocular  muscles 
were  difficult  to  assess  because  of  the  patient’s 
lethargic  condition.  The  fundi  showed  early 


arteriovenous  nicking.  There  were  no  hemor- 
rhages or  exudates. 

The  lung  fields  were  resonant  throughout. 
Crackling  moist  rales  were  present  at  the  left  base 
on  deep  inspiration.  The  heart  examination  re- 
vealed the  point  of  maximum  impulse  9 cm.  to  the 
left  of  the  midsternal  line  in  the  fifth  intercostal 
space.  There  were  no  thrills  or  murmurs.  Sinus 
tachycardia  was  present. 

The  abdomen  was  soft.  In  the  left  flank  a 
questionable  mass  was  palpable.  There  was 
voluntary  guarding  on  the  left  side  of  the  abdo- 
men. The  liver  was  1 cm.  below  the  right 
anterior  costal  margin.  Rectal  examination  re- 
vealed a small,  soft  prostate.  The  penis  was 
uncircumcised.  There  was  a massive  nontender, 
fungating,  warty  growth  over  the  distal  third  of 
the  penis.  The  right  testis  had  not  descended 

Neurologic  examination  revealed  hypoactive 
patellar  and  achilles  reflexes.  Babinski  reflexes 
were  normal.  Superficial  abdominal  reflexes 
were  intact. 

On  admission  the  blood  hemoglobin  was  12.5 
Gm.,  white  cell  count  was  11,600,  erythrocyte 
sedimentation  rate  53  mm.  in  one  hour. 

The  urine  was  grossly  turbid,  alkaline,  and  with 
specific  gravity  1.020,  sugar  negative,  acetone 
trace,  and  albumin  4 plus.  Microscopically  the 
urine  (unspun)  showed  5 to  7 white  blood  cells  per 
high  power  field.  No  red  cells  were  evident. 
Occasionally  white  cells  in  clumps  were  noted. 
Granular  casts  were  present.  Test  for  Bence- 
Jones  protein  was  negative.  X-raj^  of  the  chest 
was  reported  as  showing  no  evidence  of  pulmo- 
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nary  disease.  In  the  abdomen  no  unusual  masses 
or  gaseous  collections  noted.  Lymphogranuloma 
skin  test  was  done,  but  the  result  was  not  re- 
ported. 

During  the  early  part  of  the  second  day  of 
hospitalization  the  patient  appeared  rested  and 
improved.  He  no  longer  complained  of  head- 
ache. The  patient  had  been  given  aspirin  and 
intravenous  saline,  glucose,  and  molar  lactate. 

On  the  evening  of  the  second  hospital  day  the 
patient  suddenly  became  comatose,  and  his  res- 
pirations were  deep.  His  temperature  rose  to 
103.4  F.  Blood  chemical  studies  revealed  urea 
nitrogen  124  mg.  per  cent,  sugar  159  mg.  per  cent, 
carbon  dioxide  8.0  mM.  per  liter,  calcium,  5.0  mg. 
per  cent,  phosphorus,  11.3  mg.  per  cent  alkaline 
phosphatase  5.8  King- Armstrong  units,  sodium 
146  mEq.  per  L.,  chlorides  103  mEq.  per  L.,  total 
protein  6.6  Gm.  per  cent.  The  patient  appeared 
to  have  flaccidity  of  the  right  upper  extremity. 
Lumbar  tap  yielded  clear  fluid  under  “increased 
pressure.”  There  were  2 to  3 red  blood  cells  per 
high  power  field.  Pandy  test  was  weakly  posi- 
tive. Spinal  fluid  sugar  was  141  mg.  per  cent. 
Chlorides  were  127  mEq.  per  L.  Culture  proved 
negative. 

The  patient  improved  during  the  night.  The 
next  day  he  remained  lethargic  and  confused,  but 
he  responded  to  the  spoken  word.  His  blood 
pressure  was  186/126,  and  his  temperature  was 
101  F.  During  the  third  hospital  day  he  received 
3,000  ml.  of  fluid  (1,000  ml.  saline,  1,000  ml.  5 per 
cent  glucose  in  saline,  and  1,000  ml.  M/6  lactate) 
intravenously.  Achromycin  and  streptomycin 
were  given.  The  total  urinary  output  for  the  day 
was  approximately  200  ml.,  with  a specific  gravity 
of  1.012.  The  blood  urea  nitrogen  was  160  mg. 
per  cent,  creatinine  22.2  mg.  per  cent,  carbon 
dioxide  15.2  mEq.  per  L.,  chloride,  111  mEq.  per 
L.,  and  potassium  4.9  mEq.  per  L.  Electro- 
cardiogram showed  “abnormal  T waves  in  lead 
2,  indicating  hypocalcemia.” 

The  morning  of  the  fourth  day  the  patient  had 
a grand  mal  seizure.  He  was  given  Amytal  So- 
dium. His  respirations  were  deep  and  labored  at 
36  per  minute.  There  was  “air  hunger.”  His 
blood  pressure  was  170/80,  pulse  156,  and  tem- 
perature 99.4  F.  The  patient  remained  comatose 
and  unresponsive.  There  were  moist  rales 
throughout  both  lung  fields.  A genitourinary 
consultation  report  was  “massive  condyloma 
acuminate.  No  obstruction.”  The  patient  re- 
ceived 1,000  ml.  of  glucose  in  water  with  25  units 


of  insulin,  and  10  cc.  of  calcium  gluconate;  500ml. 
M/6  lactate,  and  500  ml.  of  glucose  in  water. 
He  was  digitalized  and  placed  in  an  oxygen  tent. 
His  urine  output  was  700  ml.  Blood  urea  nitro- 
gen was  118  mg.  per  cent,  carbon  dioxide  5.4  mEq. 
per  L.,  calcium  6.3  mg.  per  cent,  phosphorus  6.4 
mg.  per  cent,  potassium  5.8  mEq.  per  L.,  and 
chlorides  99  mEq.  per  L. 

On  the  fifth  hospital  day  he  remained  unre- 
sponsive. Respirations  were  less  labored,  and 
the  pulse  was  less  rapid.  His  temperature  was 
100  F.  There  was  no  edema.  The  lung  fields 
were  reported  as  “clearer.”  He  received  2,000 
ml.  of  fluid  intravenously. 

On  the  sixth  hospital  day  the  patient  received 
1,000  ml.  of  M/6  lactate  and  500  ml.  of  glucose  in 
water.  No  urine  was  obtained  from  the  catheter. 
His  blood  pressure  gradually  fell  to  110/60.  He 
was  pronounced  dead  the  morning  of  the  seventh 
hospital  day.  Terminally  his  temperature  had 
dropped  to  96  F. 

Discussion 

Dr.  Howard  Eder:  The  fact  that  this  patient 
had  a blood  urea  nitrogen  of  124  immediately 
makes  the  diagnosis  of  uremia.  The  problem 
is  then  simply  to  determine  what  sort  of  renal 
disease  this  patient  has.  In  a patient  with  a 
blood  urea  nitrogen  of  124,  unless  there  has  been  a 
laboratory  error,  there  can  be  no  question  of  the 
presence  of  uremia.  I consider  uremia  to  be  that 
stage  of  renal  insufficiency  in  which  signs  and 
symptoms  of  renal  insufficiency  become  manifest. 
Ordinarily  this  happens  when  the  urea  clearance 
falls  below  20  per  cent  of  normal. 

In  any  case  of  uremia  the  initial  problem  is  to 
decide  whether  the  underlying  renal  disease  is  of 
an  acute  or  chronic  type.  The  acute  type  con- 
sists of  either  acute  renal  failure  (lower  nephron 
nephrosis)  or  acute  glomerulonephritis.  The 
chronicity  of  the  histonr  and  the  alterations  in 
serum  calcium  and  phosphorous  convince  me  that 
we  can  dismiss  acute  renal  insufficiency  and  need 
concern  ourselves  only  with  the  chronic  types. 

The  causes  of  chronic  renal  insufficiency  are 
listed  in  Table  I.  We  shall  attempt  to  consider 
the  various  causes  listed  in  this  table  to  find  the 
probable  diagnosis  of  this  patient. 

This  patient  had  chronic  uremia.  His  history 
is  typical  of  the  gradual  development  of  the  syn- 
drome. He  was  sick  for  three  months,  during 
which  time  he  complained  of  weakness  and  fa- 
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TABLE  I. — Causes  of  Chronic  Renal  Insufficiency 


I. 

Malformations  of  the  kidney 

A. 

Renal  hypoplasia 

B. 

Horseshoe  kidney 

C. 

Double  ureters 

D. 

Cystic  disease  of  the  kidney 

II. 

Urinary  tract  obstruction 

A. 

Urethral  obstruction  (gonococcal,  neoplasm, 
congenital  valves) 

B. 

Prostatic  enlargement 

C. 

Obstruction  of  the  bladder  (stone,  tumor) 

D. 

Ureteral  obstruction  (stone,  fibrous  bands,  ac- 
cessory or  aberrant  renal  arteries,  trauma) 

E. 

External  compression  (pelvic  and  retroperi- 
toneal tumors) 

III. 

Systemic  disease  not  primary  in  the  kidney 

A. 

Vascular  disease 

1.  Hypertension 

2.  Periateritis  nodosa 

B. 

Metabolic  disturbances 

1.  Chronic  alkalosis 

2.  Chronic  hypercalcemia 

C. 

Diabetes  mellitus 

D. 

Disseminated  lupus  erythematosis 

E. 

Scleroderma 

F. 

Subacute  bacterial  endocarditis 

G. 

Amyloidosis 

H. 

Multiple  myeloma 

I. 

Gout 

IV. 

Primary  renal  disease 

A. 

Chronic  pyelonephritis 

B. 

Chronic  glomerulonephritis 

“Nephrotic  syndrome”  of  unknown  etiology 

D. 

Primary  tubular  dysfunction 

tigue,  and  he  had  a 40-pound  weight  loss.  Head- 
aches began  two  weeks  prior  to  admission.  By 
the  time  he  was  hospitalized  he  had,  in  addition, 
anorexia,  nausea,  and  vomiting,  all  of  w'hich  are 
characteristic  of  uremia.  His  past  history  re- 
vealed that  he  had  had  tarry  stools.  No  guaiac 
test  was  performed  in  the  hospital.  Bleeding 
from  the  bowel  is  not  uncommon  in  uremia. 
However,  it  must  be  remembered  that  patients 
with  uremia  also  may  get  other  diseases. 

On  physical  examination  the  patient  had  a 
blood  pressure  of  188/130.  Some  elevation  of 
blood  pressure  usually  occurs  during  the  course  of 
renal  insufficiency.  This  is  a very  characteristic 
level.  When  the  disease  is  primarily  hyperten- 
sive, levels  of  blood  pressure  are  of  course  con- 
siderably higher  than  those  seen  in  glomerulo- 
nephritis or  in  pyelonephritis.  Especially  in  pye- 
lonephritis, there  is  considerable  variability  in  the 
association  of  hypertensive  and  renal  insuf- 
ficiency. One  may  see  cases  of  chronic  pyelo- 
nephritis with  considerable  impairment  of  renal 
function  but  with  no  hypertension.  The  leth- 
argy observed  is  one  of  the  typical  cerebral  mani- 
festations of  uremia.  A typical  complaint  is  that 
of  being  drowsy  during  the  day  and  having  in- 
somnia at  night.  The  changes  in  the  retinal  ves- 
sels are  consistent  with  the  degree  of  hyperten- 


sion noted.  The  rales  at  the  left  base  are  prob- 
ably on  the  basis  of  congestive  heart  failure. 
Congestive  heart  failure  commonly  develops  at 
some  time  during  the  course  of  renal  insufficiency. 

One  other  physical  finding  was  a questionable 
mass  in  the  left  flank.  In  view  of  the  causes  of 
chronic  renal  insufficiency,  the  one  condition  in 
which  abdominal  masses  may  occur  is  in  cystic 
diseases  of  the  kidney.  This  patient  is  the  right 
age  for  polycystic  disease  of  the  kidney  to  pro- 
duce symptoms.  Enlargement  of  the  liver  would 
go  along  with  this  possibility. 

Another  thing  of  importance  in  physical  exam- 
ination is  the  small  prostate,  which  helps  rule  out 
urinary  tract  obstruction  from  this  organ.  The 
patient  had  a warty  growth  over  the  distal  third 
of  his  penis,  and  we  must  consider  the  possibility 
that  this  could  produce  urethral  obstruction. 

Laboratory  analysis  reveals  a hemoglobin  of 
12.5  Gm.  It  probably  is  higher  than  might  be 
expected  because  of  dehydration.  Should  this 
relatively  high  hemoglobin  be  not  due  to  dehy- 
dration, it  would  make  one  suspect  a more  acute 
process.  The  white  cell  count  of  11,000  is  of  no 
help  diagnostically.  The  alkaline  urine  suggests 
an  infection  of  the  urinary  tract.  However,  it 
should  be  recalled  that  ammonia-forming  organ- 
isms grow  out  in  urine  which  stands  at  room 
temperature.  The  specific  gravity  of  the  urine 
was  1.020.  This  is  somewhat  unusual.  With 
the  degree  of  impairment  of  renal  function  that 
this  patient  must  have  had,  I would  expect  a 
fixed  specific  gravity  of  about  1.010.  Van  Slyke 
has  shown  that  the  specific  gravity  of  urine  tends 
to  become  fixed  when  the  urea  clearance  is  below 
20  per  cent  of  normal.  Four  plus  proteinuria  is 
somewhat  high  for  chronic  nephritis.  More  of- 
ten one  sees  1 or  2 plus.  In  pyelonephritis  one 
may  occasionally  find  no  proteinuria.  The  nu- 
merous white  blood  cells  seen  in  the  urine  and  the 
granular  cast  strongly  favor  the  presence  of  uri- 
nary tract  infection. 

May  I see  the  x-rays? 

Dr.  Robert  A.  Ledner:  Only  two  films  were 
made  on  this  patient. 

(Film)  This  is  a chest  film  and  the  lungs  are 
clear.  The  heart  is  in  the  upper  limits  of  normal 
to  somewhat  enlarged,  with  a suggestion  of  left 
ventricular  prominence.  There  is  some  elevation 
of  the  right  hemidiaphragm,  probably  due  to  a 
somewhat  enlarged  liver. 

(Film)  In  the  abdomen  I don’t  think  we  can 
help  very  much  with  the  diagnosis,  but  we  may  be 
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able  to  exclude  some  of  the  possibilities  that  were 
presented  in  the  slide.  The  first  thing  noted  in 
the  abdomen  is  that  the  left  kidney  shadow  can  be 
fairly  well  outlined,  a little  better  on  the  view 
box  than  on  this  projector,  but,  as  well  as  we  can 
see  it,  it  appears  to  have  its  normal  angulation, 
which  would  almost  rule  out  horse  shoe  kidney. 
It  also  appears  to  be  at  the  upper  limits  of  normal 
to  somewhat  enlarged,  not  quite  as  large  as  the 
usual  polycystic  kidney  that  we  see.  It  has  some 
suggestion  of  a little  lobulation  along  the  lateral 
border.  I cannot  identify  the  right  kidney  at  all, 
and  I would  be  suspicious  that  there  might  be 
either  an  absent  right  kidney  or  a very  hypo- 
plastic right  kidney.  Otherwise  no  other  abnor- 
malities are  noted. 

Dr.  Eder:  I think  these  x-ray  findings  are  of 
considerable  interest.  The  chest  film  shows  car- 
diac enlargement  consistent  with  the  patient’s 
hypertension.  I would  have  expected  to  see 
somewhat  more  pulmonary  congestion.  The 
large  size  of  the  left  kidney  is  inconsistent  with 
the  chronic  scarred  kidney  that  one  might  get 
with  chronic  pyelonephritis.  It  may  be  that  the 
right  kidney  is  absent,  or  perhaps  it  is  just  not 
visualized.  The  blood  chemistry  findings  are 
again  consistent  with  chronic  uremia,  with  a 
marked  reduction  in  the  carbon  dioxide  combin- 
ing power,  reduction  in  serum  calcium,  and  in- 
crease in  serum  phosphorous. 

Let  us  now  review  Table  I in  order  to  ascertain 
the  cause  of  the  chronic  renal  insufficiency  in  this 
patient.  The  first  category  is  malformation  of 
the  kidney.  The  x-ray  does  suggest  the  presence 
of  a hypoplastic  right  kidney  with  a functioning 
left  kidney  in  which  there  is  infection,  perhaps 
secondary  to  obstruction  due  to  another  congeni- 
tal anomaly,  such  as  a double  ureter  or  an  aber- 
rant renal  artery.  If  we  examine  the  second  cate- 
gory, namely  that  of  urinary  tract  obstruction, 
the  one  possibility  is  that  this  penile  mass  may 
have  obstructed  the  urethra.  This  does  not  seem 
to  be  common  with  this  type  of  lesion.  We  have 
also  ruled  out  prostatic  obstruction.  The  third 
category  of  systematic  diseases  not  primary  in  the 
kidney  can  be  ruled  out  quite  readily.  The 
patient  does  not  have  primarily  hypertensive 
disease,  nor  does  he  have  periarteritis.  There  is 
no  evidence  for  any  of  the  other  diseases  listed. 
Before  seeing  the  x-ray  I had  decided  that  a diag- 
nosis of  chronic  pyelonephritis  best  explained  re- 
nal insufficiency  in  this  patient  with  large  num- 
bers of  white  cells  in  his  urine.  While  the  chronic 


glomerulonephritis  should  be  considered,  the 
presence  of  pus  in  the  urine  is  much  more  in  favor 
of  chronic  pyelonephritis.  I would  say  with  cer- 
tainty that  the  patient  does  have  pyelonephritis. 
I would  now  suspect  (if  we  can  accept  the  x-ray 
findings  at  face  value,  and  I have  some  reluctance 
to  do  so)  that  he  had  a hypoplastic  right  kidney 
with  obstruction  to  the  left  kidney,  producing  in- 
fection in  that  kidney,  and  hydronephrosis.  In 
the  presence  of  a congenital  anomaly,  such  as  a 
double  ureter,  aberrant  renal  artery  may  be  sus- 
pected. 

Dr.  P.  J.  Fitzgerald:  Who  would  like  to 
raise  possibilities  other  than  a chronic  pyelone- 
phritis and  an  associated  anomaly? 

Dr.  Ledner:  One  of  the  things  that  I think 
might  be  considered  in  this  type  of  problem, 
where  we  have  a relatively  acute  onset,  is  that  of 
the  toxic  nephropathy  as  arises  from  carbon  tetra- 
chloride or  bichloride  of  mercury. 

Dr.  Fitzgerald  : How  about  such  with  a three 
month’s  history?  Isn’t  this  rather  long? 

Dr.  Eder:  I do  not  think  that  this  patient  has 
acute  renal  insufficiency  for  the  reasons  pre- 
viously mentioned. 

Dr.  Fitzgerald:  Dr.  Ledner,  along  this  line 
does  this  man  have  a milkman’s  syndrome  asso- 
ciated with  his  renal  failure? 

Dr.  Ledner:  I see  no  evidence  for  it. 

Dr.  Fitzgerald  : Could  you  exclude  it  on  the 
basis  of  the  evidence  you  have? 

Dr.  Ledner:  No,  because  we  might  have  some 
manifestations  of  this  in  bones  other  than  what  we 
have  visualized.  One  of  the  most  common  sites 
is  in  the  scapula,  and  I see  no  evidence  of  any  of 
the  pseudofractures  of  milkman’s  syndrome  in  the 
scapula  or  ribs,  the  more  common  sites. 

Dr.  Fitzgerald:  Would  you  agree  with  your 
colleague,  Dr.  Brandt? 

Dr.  Leonard  Brandt:  I certainly  think  the 
patient  has  chronic  pyelonephritis.  • I don’t  know 
what  else  I could  add.  The  possibility  of  lower 
urinary  tract  obstruction  with  secondary  infection 
extending  up  into  the  kidney  is  feasible,  but  I 
would  stick  to  the  diagnosis  of  chronic  pyelone- 
phritis alone. 

Dr.  Perrin  Long:  Because  I have  been 
annoyed  today  by  the  protocol  as  presented,  I 
would  like  to  comment  on  it.  The  protocol  said 
the  patient  had  a grand  mal  seizure.  The  patient 
had  a uremic  fit.  Grand  mal  is  a descriptive 
term  for  a type  of  seizure  in  epilepsy.  This 
patient  did  not  have  an  epileptic  seizure.  He 
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had  the  ordinary  garden  variety  of  uremic  fit  on 
the  fourth  or  fifth  day. 

Dr.  John  J.  Kelly  : I think  a word  of  caution 
should  be  made  about  accepting  these  cells  as  pus 
cells.  Sometimes  renal  failure  cells  are  con- 
fused, but  when  checked  by  experienced  observers 
they  are  found  not  be  leukocytes  but  desqua- 
mated epithelial  cells. 

Dr.  Eder:  I think  this  a good  point.  How- 
ever, it  should  be  noted  that  this  urinary  sedi- 
ment was  not  centrifuged,  and  I have  never  seen 
so  many  renal  turbular  cells  in  a urinary  sediment. 

Dr.  Fitzgerald:  The  paper  of  Mansfield1  in- 
dicates that  in  renal  failure  one  may  have  almost 
any  combination  of  urinary  findings  with  any 
type  of  renal  lesion. 

Possibly  we  have  a case  today.  The  student 
diagnoses  were:  malignant  hypertension  (11), 
polycystic  kidneys  (12),  glomerulonephritis  (4), 
chronic  pyelonephritis  (4),  acute  glomerulo- 
nephritic  (3),  and  renal  cell  carcinoma  (1). 
Among  many  other  diagnoses  mentioned  were  re- 
nal amyloidosis,  Kimmelstiehl-Wilson  disease 
(diabetic  glomerulosclerosis)  and  benign  nephro- 
sclerosis. 

Diagnoses 

Clinical. — Pyelonephritis. 

Dr.  Eder  .—Pyelonephritis,  with  suspected  hy- 
poplastic right  kidney  with  obstruction  producing 
infection,  and  hydronephrosis. 

Anatomic. — Chronic  urethritis  and  chronic  dif- 
fuse bilateral  pyelonephritis. 

Pathologic  Report 

Dr.  Abe  Towbin:  There  are  two  problems  at 
hand  from  the  pathologic  point  of  view : first,  to 
confirm  the  presence  of  a kidney  disease  and  deter- 
mine its  nature,  and  second,  to  explain  the  mech- 
anism of  death.  I will  briefly  review  the  autopsy 
findings  before  showing  the  lantern  slides  of  the 
organs.  The  first  significant  feature  encountered 
was  the  appearance  of  the  lungs.  They  were 
large,  wet,  and  red,  the  appearance  of  lungs  often 
observed  in  patients  who  die  with  azotemia.  The 
heart  was  large,  larger  perhaps  than  is  apparent 
from  the  x-ray.  It  weighed  600  Gm.  There  was 
a very  prominent  fibrinous  pericarditis  related  to 
the  azotemia.  The  brain  was  somewhat  enlarged 
and  was  edematous.  The  penile  lesion  that  was 
described  clinically,  the  condyloma,  was  present. 
Here  was  a lesion  that  covered  the  distal  third  of 


the  penis.  The  penis  in  this  portion  was  6.5 
inches  in  circumference.  The  growth  encroached 
on  the  meatus,  but  it  did  not  appear  to  block 
the  meatus  mechanically.  The  kidneys  were 
slightly  enlarged  and  red.  I will  demonstrate 
the  details  of  the  renal  pathology  with  the  lantern 
slides. 

(Slide : kidneys)  The  kidneys  were  of  approxi- 
mately equal  size,  slightly  larger  than  average. 
They  weighed  200  Gm.  each.  The  external  sur- 
faces were  roughly  granular. 

(Slide:  kidney)  Here  is  the  cut  surface  of  the 
kidney.  The  kidney  on  section  was  generally 
dusky  red-tan.  The  pelvis  was  not  distorted,  not 
even  enlarged.  The  mucosa  was  slightly  in- 
jected. The  gross  changes  here  did  not  permit  a 
definitive  diagnosis  as  to  the  nature  of  the  renal 
disease. 

(Slide:  heart)  The  heart  was  covered  with 
fibrin,  and  it  was  considerably  enlarged. 

(Slide:  lung)  One  lung  (right)  weighed  1,000, 
the  other  800  Gm.  The  tissue  was  soggy  and  wet. 
The  changes  in  the  lung  probably  contributed 
considerably  to  the  exodus. 

(Slide:  lung)  Histologically  the  lung  tissue  was 
edematous  and  engorged. 

(Slide:  kidney)  This  histologic  section  of  the 
kidney  does  much  to  explain  the  nature  of  the  re- 
nal disease.  The  architecture  was  very  much 
disturbed.  The  tubules  were  distorted  and  en- 
larged. There  were  glomeruli  in  various  stages 
of  destruction.  The  interstitial  tissue  was  much 
infiltrated.  At  this  point  I think  we  can  say  that 
this  is  pyelonephritis. 

(Slide:  kidney)  Here  is  a picture  of  the  inter- 
stitial area  of  the  kidney.  In  view  of  the  appear- 
ance of  the  kidney  grossly,  this  is  a rather  sur- 
prising picture  histologically.  There  is  much 
more  damage  here  histologically  than  one  might 
expect. 

(Slide : penis,  skin)  Here  is  a section  of  the  tis- 
sue about  the  distal  third  of  the  penis.  You  see 
an  overgrowth  of  epithelium  here,  which  is  of  the 
pattern  of  condyloma  acuminatum. 

(Slide : skin,  penis)  In  the  area  near  the  meatus 
this  lesion  presents  a very  heavy  pattern  of  in- 
flammation. This  lesion  apparently  had  not 
changed  clinically  recently  but  had  apparently 
always  been  associated  with  considerable  chronic, 
active  inflammation. 

(Slide:  urethra)  In  this  histologic  section  of  the 
urethra  there  is  much  inflammation.  This  re- 
flected the  same  kind  of  process  that  was  going 
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on  about  the  meatus  and  about  the  prepuce,  a 
state  of  chronic  inflammation  ascending  in  the 
lower  urinary  tract. 

(Slide : urethra)  This  is  further  up  the  urethra, 
showing  again  this  very  active  chronic  urethritis. 

(Slide)  This  is  a histologic  section  of  the  pelvis 
of  the  kidney.  There  was  edema  and  a chronic 
active  inflammation. 

I won’t  go  into  a discussion  of  hematogenous 
and  ascending  type  of  pyelonephritis.  I think 
that  it  is  not  germane  to  the  immediate  problem. 
These  sections  do,  however,  offer  an  explanation 
of  this  patient’s  renal  disease:  an  inflammatory 
process  ascending  the  urinary  tract. 

(Slide:  kidney)  Let  us  look  further  at  the  ele- 
ments of  the  kidney.  Here  is  an  average  glomer- 
ulus. Some  were  more,  some  less  preserved. 
Here  is  a tuft  with  its  capillary  still  partially  open. 
There  was  periglomerular  fibrosis.  This  cannot 
be  confused  with  a glomerulonephritis  type  of 
glomerular  lesion.  This  fibrosis  was  outside  of 
the  capsule. 

(Slide:  kidney)  Here  there  is  a far  more  ad- 
vanced destruction  of  the  glomerulus. 

(Slide:  kidney)  There  were  many  glomeruli 
like  this  that  were  fairly  intact. 

(Slide:  kidney)  Although  the  patient  w'as  hy- 
pertensive, the  small  vessels  were  not  much 
thickened. 

(Slide : kidney)  The  most  significant  change  in 
the  kidney  was  the  amount  of  involvement  of 
tubules  and  epithelium.  They  were  enlarged  and 
contained  casts.  There  was  heavy  inflammation 
around  the  tubules. 

(Slide:  kidney)  Some  tubules  were  filled  with 
pus.  The  tubular  epithelium  was  ragged,  and 
some  portions  were  regenerating. 

(Slide:  kidney)  This  slide  shows  the  inter- 
stitial inflammation  that  was  the  basic  lesion. 

The  heart  in  uremia  can  be  affected  in  several 
ways,  and  this  case  w'ell  illustrated  those  ways. 
Not  only  is  there  pericarditis,  but  in  uremia  one 
of  ten  sees  a morphologic  change  in  the  muscle, 
consisting  of  a loss  of  fine  detail,  a homogeniza- 
tion of  fibers,  which  have  a glassy  organ  appear- 
ance. These  changes  were  present  in  this  case. 
There  were  also  present  small  inflammatory  foci 
that  have  come  to  be  interpreted  as  being 
associated  with  potassium  imbalance.  This  man 
clinically  did  not  show  a potassium  imbalance. 
The  potassium  level  in  the  serum  may  not  reflect 
accurately  the  potassium  that  is  present  in  cel- 
lular elements,  which  is  the  important  issue. 


The  question  of  why  a man  who  has  a kidney 
infection  should  take  a sudden  critical  change  and 
become  anuric  as  quickly  as  this  man  perhaps  can- 
not be  answered  easily.  Perhaps  it  is  an  allergic 
phenomenon.  It  has  been  suggested  that  in  this 
kind  of  case  there  is  a sort  of  Shwartzman  re- 
action. 

In  this  particular  case  it  is  possible  to  correlate 
morphology  with  the  function  of  the  kidney,  par- 
ticularly in  relation  to  the  anuria  and  the  conse- 
quent uremic  state.  Let  us  consider  the  cause  of 
the  increasing  anuria.  Was  this  a case  of  ob- 
struction from  below?  No,  that  was  ruled  out  on 
morphologic  grounds. 

Is  this  a kidney  in  which  the  glomerular  filtra- 
tion was  hindered?  It  is  generally"  thought  that 
in  pyelonephritis  the  damage  to  the  glomerulus  is 
not  the  all-important  element.  One  can  find 
patients  with  fatal  chronic  pyelonephritis,  who 
die  with  uremia,  in  whom  the  kidneys  show  abun- 
dant, well-preserved  glomeruli.  On  the  other 
hand,  patients  with  chronic  pyelonephritis,  with 
great  majority  of  the  glomeruli  wiped  out,  some- 
times do  not  die  of  uremia.  The  morphologic 
state  of  the  glomerulus  may'  not,  in  fact,  reflect 
the  function  of  the  glomeruli. 

The  interstitial  lesion  is  the  primary"  lesion  in 
pyelonephritis,  but  ultimately"  the  breakdown  in 
function  in  such  a case  is  significantly"  tubular  in 
nature.  In  this  case  the  tubular  epithelium  was 
largely"  wiped  out.  Tubules  were  plugged  mechan- 
ically" by  casts  with  pressure  from  the  inflamed  in- 
terstitial area  around  the  tubules  compressing  the 
tubules.  This  perhaps  speaks  strongly"  for  tubu- 
lar arrest  being  the  mechanism  of  oliguria  and 
hence  uremia  in  such  a case. 

In  consideration  of  uremia  in  pyelonephritis,  it 
should  be  mentioned  too  that  the  juxtamedullary" 
apparatus  of  the  kidney  may  be  involved,  that 
the  blood  flow  through  the  kidney'  may  be  shunted 
away  from  the  functioning  part  of  the  kidney"  and 
so  bring  about  uremia.  The  anatomic  diagnoses 
of  importance  are  chronic  urethritis  and  chronic 
urethritis  and  chronic  diffuse  bilateral  pyelo- 
nephritis. 

Dr.  Fitzgerald:  All  of  us  who  have  been  in- 
terested in  pyelonephritis  have  often  wondered 
why  this  lesion  is  not  diagnosed  more  frequently", 
clinically"  and  pathologically.  In  the  Mallory 
Institute  group  of  autopsies  of  1,000  consecutive 
cases,  14  per  cent  showed  pyelonephritis.2  The 
coarse  scars  in  the  kidneys  of  this  case  should 
alert  one  to  the  possibility  of  pyelonephritis,  but 
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the  fine,  diffuse  scarring  is  less  obvious.  When 
the  disease  is  diffuse,  as  in  this  case,  then  the  diag- 
nosis at  the  autopsy  table  is  often  not  considered. 
The  classic  work  of  Weiss  and  Parker3  on  this 
subject  has  emphasized  this  point.  Those  dilated 
tubules,  the  little  white  areas  that  you  saw  in  the 
gross  photographs,  are  pretty  suggestive.  They 
are  the  dilated  tubules  with  the  “colloid  casts’’2 
that  you  saw  in  the  photomicrograph. 

Apparently  the  major  work  on  pyelonephritis 
that  has  been  done  in  terms  of  renal  function, 
generally  disappointing  to  some  of  us  in  terms  of 
ability  to  differentiate  types  of  renal  lesions,  has 
been  reported  by  Raaschou.4  He  studied  32 
patients  with  chronic  pyelonephritis  of  varying 
degree  and  noted  that  inulin  and  mannitol  clear- 
ances were  frequently  reduced.  In  other  words, 
there  was  some  alteration  of  glomerular  function, 
but  it  was  not  marked.  However,  tubular  func- 
tion was  reduced  even  more  so.  Bradley  et  al.b 
have  a very  good  article  on  the  attempt  of  differen- 
tiation of  these  various  kidney  syndromes  by 
functional  studies.  He  reported  three  cases  of 


pyelonephritis  with  renal  function  tests  and 
showed  the  same  disproportionate  amount  of  de- 
crease in  tubular  function  as  compared  to  glo- 
merular function.  One  section  of  the  kidney  would 
show  this  at  a glance,  but  it  is  encouraging  to  have 
the  obvious,  morphological^  speaking,  confirmed 
functionally.  Incidentally,  the  difficulties  of 
pathologic  diagnosis  in  renal  lesions  are  greatly 
overemphasized  in  the  article. 

Where  are  the  students  who  diagnosed  “chronic 
pyelonephritis”?  (Four  so  indicated.)  I think 
they  should  stand  up.  We  should  not  let  success- 
ful effort  go  unrewarded.  You  have  done  very 
well. 
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Cancer  in  Elderly  Persons 


Early  detection  of  cancer  can  often  lead  to  success- 
ful treatment  or  at  least  to  substantial  relief  even  in 
persons  of  advanced  age,  it  is  emphasized  by  the 
Metropolitan  Life  Insurance  Company. 

Periodic  health  examinations  of  the  elderly  are  a 
practical  means  of  early  detection,  the  company 
points  out,  adding  that  educational  measures  suit- 
able to  persons  in  later  life  should  be  devised  to  make 
these  people  aware  of  the  danger  signals  that  may 
mean  the  presence  of  cancer. 

Cancer  ranks  among  the  foremost  problems  of 
geriatric  medicine,  the  Metropolitan  statisticians 
point  out.  In  1956  there  were  more  than  126,000 
cancer  deaths  in  the  United  States  among  persons 
at  ages  sixty-five  and  over.  In  that  age  group,  can- 
cer as  a cause  of  death  is  outranked  only  by  heart 
disease  and  cerebral  hemorrhage,  and  accounts  for 
about  15  per  cent  of  the  total  mortality  in  this  group. 

The  statisticians  estimate  that  at  present  there 
are  about  365,000  new  cases  of  cancer  each  year 
among  persons  over  sixty-five,  and  that  one  in  every 


four  persons  reaching  that  age  will  eventually  develop 
cancer.  In  the  course  of  a year,  there  is  one  new 
case  of  cancer  among  every  65  men  at  ages  sixty- 
five  to  sixty-nine;  the  proportion  is  one  in  33  at 
ages  eighty-five  and  over.  Among  women,  the  cor- 
responding rise  is  from  one  case  in  every  80  to  one  in 
every  44. 

Among  women  over  sixty-five,  the  reproductive 
organs,  breast,  and  intestines  are  numerically  the 
most  important  sites  of  fatal  cancer.  Among  males 
in  the  sixty-five  to  seventy-four-age  group,  cancer  of 
the  respiratory  system  outranks  every  other  site, 
and  accounts  for  nearly  one  fifth  of  the  cancer  deaths 
at  those  ages — a mortality  rate  for  this  site  nearly 
six  times  that  for  women.  At  ages  seventy-five 
and  over,  the  prostate  is  the  leading  site  of  fatal 
cancer  among  men,  taking  a considerably  larger 
toll  than  cancer  of  the  stomach,  which  ranks  second. 

The  skin  is  not  a major  site  of  fatal  cancer  at  any 
age,  even  though  it  is  one  of  the  most  common  sites 
for  the  occurrence  of  the  disease. 
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IN  discussing  the  mechanisms  of  allergic 
reactions  it  is  essential  to  specify  at  once  the 
type  of  allergic  reaction  being  considered.  This 
discussion  will  concern  itself  with  allergic  re- 
actions of  the  “immediate”  type  in  which  circu- 
lating antibodies  are  found.  These  reactions  are 
exemplified  by  anaphylaxis  in  the  guinea  pig  or 
hay  fever  and  certain  forms  of  asthma  in  humans. 
This  does  not  mean  that  reactions  of  the  delayed 
type,  such  as  the  tuberculin  type,  may  not  be 
mediated  by  enzymes.  It  is  merely  a recog- 
nition that  the  evidence  that  is  presently  avail- 
able pertains  most  directly  to  the  immediate 
type  of  allergy. 

The  notion  that  enzymes  may  be  involved  in 
the  genesis  of  the  allergic  reaction  is  an  old  one; 
in  fact  it  is  one  of  the  oldest  hypotheses  evoked 
to  explain  its  genesis.  After  being  more  or 
less  discarded  it  has  again  become  popular. 
In  order  to  understand  the  modern  thinking 
with  regard  to  this  concept,  however,  one  must 
understand  something  of  its  rather  long  and 
involved  history. 


Historical  Background 

Friedberger,  in  1909,  incubated  a washed 
antigen-antibody  precipitate  with  fresh  guinea 
pig  serum,  centrifuged  off  the  precipitate,  and 
injected  the  supernatant  serum  into  normal 
guinea  pigs.  Shock  ensued  which  had  many  of 
the  symptoms  of  anaphylaxis.  According  to 
Friedberger  the  shock  was  due  to  the  in  vitro 
formation  of  “anaphylatoxin”  generated  by  the 
antigen-antibody  reaction  acting  through  com- 
plement on  the  precursor  of  anaphylatoxin  pres- 
ent in  fresh  serum.  Complement,  was  believed 
to  act  by  virtue  of  being  a 'proteolytic  enzyme. 
The  term  “anaphylatoxin”  expressed  his  belief 
that  the  signs  and  symptoms  of  anaphylaxis 
were  caused  by  the  release  of  the  same  substance 
as  was  formed  in  the  in  vitro  experiments. 
Bordet  and  numerous  other  authors  showed, 
however,  that  not  only  did  treatment  o'f  fresh 
serum  with  antigen-antibody  precipitates  gener- 
ate the  so-called  anaphylatoxin,  but  so  did  agar, 
kaolin,  and  many  other  substances.  This  led 
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to  considerable  doubt  about  the  necessary  con- 
nection of  anaphylatoxin  with  anaphylaxis  and 
led  Wells  to  suggest  the  use  of  the  noncommittal 
term  serotoxin  instead. 

Also  in  1909,  Friedmann  and  Isaac  considered 
that  after  the  interaction  of  antigen-antibody, 
proteolytic  enzymes  from  serum  (not  comple- 
ment) are  released.  Brofennbrenner,  Jobling, 
and  Peterson  postulated  that  the  proteolytic 
enzyme  of  serum  was  combined  with  an  inhibitor 
and  thus  normally  inactive;  the  antigen-anti- 
body interaction  removed  the  inhibitor  and  re- 
leased the  proteolytic  enzyme  in  an  active  form. 
One  of  the  first  ideas  as  to  how  the  supposed 
proteolytic  enzyme  caused  the  anaphylactic 
shock  was  that  toxic  material  was  split  off  from 
the  protein  antigen,  and  it  was  this  toxic  material 
which  caused  the  symptoms  and  signs  of  shock. 
When  it  was  found  that  carbohydrate  antigens 
could  cause  anaphylaxis,  this  idea  had  to  be 
abandoned. 

This  entire  concept  of  proteolysis  as  a cause 
of  anaphylactic  shock  was  severely  criticized  by 
numerous  workers,  particularly  Dale,  and  the 
hypothesis  was  more  or  less  discarded  for  a 
number  of  years.  These  workers  pointed  out 
that  when  isolated  tissues,  such  as  guinea  pig 
lung  or  intestine  from  sensitized  animals,  were 
washed  free  of  blood,  a contraction  could  still 
be  elicited  on  the  addition  of  antigen.  Also, 
there  was  a widespread  doubt  expressed  as  to 
whether  there  was  any  release  of  proteolytic 
enzyme  during  allergic  reactions.  For  these 
reasons  and  also  the  concentration  of  attention 
on  the  histamine  “theory”  as  the  causative  ex- 
planation of  anaphylaxis,  the  enzyme  theory 
was  almost  wholly  discarded.  Roche-e  Silva, 
however,  in  1939,  showed  that  trypsin,  a known 
proteolytic  enzyme,  on  injection  would  yield 
a shocklike  reaction  similar  in  many  respects  to 
anaphylaxis,  and  the  work  of  Ungar,  Burdon, 
Lepow,  and  others  have  revived  the  hypothesis.1 
In  its  modern  form  the  hypothesis  is  that  the 
antigen-antibody  reaction  liberates  a proteolytic 
enzyme  which  is  normally  present  in  an  inactive 
form  in  serum  or  tissue  cells,  or  both.  The  postu- 
lated enzyme  breaks  down  certain  specific  cells 
to  release  histamine,  serotonin  (5-hydroxy- 
tryptamine),  heparin,  etc.,  which  cause  or  con- 
tribute to  further  symptoms.  In  addition,  the 
liberated  enzyme  might  directly  attack  vascular 
endothelium,  causing  further  damage. 

As  pointed  out  previously,  it  has  been  shown 


that  injection  of  certain  proteolytic  enzymes  are 
capable  of  giving  rise  to  signs  and  symptoms 
similar  to  that  found  in  the  allergic  reaction. 
In  addition,  Roche-e  Silva  and  Andrade2  showed 
that  papain  (a  proteolytic  enzyme)  is  capable 
of  releasing  histamine  from  rabbit  platelets, 
indicating  that  the  enzyme  theory  does  not  ex- 
clude histamine  in  the  development  of  the  signs 
and  symptoms  of  anaphylaxis. 

The  Theory  of  Proteolytic  Enzyme 
Activation 

Numerous  investigators  have  demonstrated 
increased  proteolytic  activity  in  serum  following 
an  antigen-antibody  reaction.  In  addition,  it 
has  been  reported  that  after  the  injection  of 
antigen  there  is  an  association  between  increase 
in  proteolytic  enzyme  activity,  decrease  in  pro- 
teolytic enzyme  inhibitor  activity,  and  presence 
of  anaphylactic  shock.  Ungar3  has  reported  a 
close  correlation  between  the  increase  of  pro- 
teolytic activity  of  isolated  guinea  pig  lung 
tissue  and  histamine  release. 

Notwithstanding  this  and  other  evidence, 
there  is  still  considerable  doubt  as  to  whether 
the  increase  of  proteolytic  activity  is  the  cause  of 
the  allergic  reaction  or  merely  another  mani- 
festation of  it,  playing  no  real  role  in  the  reaction. 
Objections  have  been  raised  to  the  belief  that 
the  serum  or  any  enzymes  from  serum  are  re- 
quired for  the  allergic  reactions  on  the  ground 
that  uterine  strips  from  sensitized  guinea  pigs 
still  give  a contraction  on  the  addition  of  antigen 
even  after  the  blood,  so  far  as  one  can  tell,  is 
thoroughly  washed  out.  This  controversy  be- 
tween the  advocates  of  the  “humoral”  or  “cel- 
lular” genesis  of  the  reaction  need  not  detain  us 
here;  it  is  reviewed  in  detail  by  Burdon.4  In 
connection  with  this  point,  however,  it  is  of 
interest  that  Hayashi5  has  demonstrated  that 
when  monocytes  taken  from  sensitized  animals 
are  grown  in  tissue  culture,  the  addition  of  antigen 
leads  to  increase  of  proteolytic  enzyme  activity 
in  the  fluid  surrounding  the  cells.  This  activity 
is  believed  to  come  from  the  cells. 

Nevertheless,  there  still  remains  room  for 
doubt  as  to  the  exact  role  of  proteolytic  enzymes 
in  the  allergic  reaction.  The  only  clear-cut 
proof  would  be  the  isolation  of  the  supposed 
enzyme  (or  more  probably  enzymes)  in  the 
requisite  state  of  purity  and  the  demonstration 
that  this  enzyme  is  capable  of  being  activated 
by  an  antigen-antibody  reaction  under  conditions 
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similar  to  those  obtaining  in  the  in  vivo  allergic 
reaction.  In  addition,  it  would  be  necessary  to 
show  that  this  activated  enzyme  is  capable  of 
yielding  the  same  manifestations  on  injection  in 
the  unsensitized  animal  as  is  the  antigen  in  the 
sensitized.  This  is  as  yet  an  unattained  goal. 
In  lieu  of  this  sort  of  proof  it  is  necessary  to 
investigate  various  models  of  the  allergic  reaction 
and  see  if  they  offer  any  evidence  supporting  the 
above  or  any  other  theory. 

The  first  model  to  be  discussed  in  this  light 
is  that  of  immune  hemolysis,  the  lysis  of  red 
cells  on  the  addition  of  antibody  (hemolysin)  to 
the  red  cells  in  the  presence  of  complement. 

Mechanism  of  Immune  Hemolysis 

It  might  at  first  glance  seem  doubtful  that 
immune  hemolysis  can  serve  as  a model  for  the 
allergic  reaction.  Yet  in  immune  hemolysis 
one  has  cell  damage  caused  by  an  antigen- 
antibody  reaction.  In  allergy  of  the  type  we 
are  discussing  the  major  focus  of  our  interest  is 
also  on  the  cell  damage  which  is  caused  by  an 
antigen-antibody  reaction.  In  the  allergic  re- 
action the  cell  damage  is  manifested  not  by  the 
leakage  of  hemoglobin  from  the  cell,  as  in  im- 
mune hemolysis,  but  in  the  release  of  histamine, 
serotonin,  etc.  It  does  not  necessarily  follow, 
of  course,  that  the  cause  of  the  cell  damage  in 
one  case  is  the  same  as  in  the  other,  but  it  does 
offer  hope  that  a consideration  of  the  mechanism 
of  immune  hemolysis,  that  is,  of  the  mechanism 
of  complement  action,  might  shed  some  light 
on  the  mechanism  of  the  more  complex  allergic 
reaction.  In  addition,  there  is  increasing,  al- 
though still  far  from  conclusive,  evidence  that 
complement  might  be  implicated  in  the  allergic 
reaction.6’7 

It  has  been  known,  of  course,  that  it  is  not 
sufficient  for  the  antibody  to  combine  with  the 
red  cell  to  cause  hemolysis;  hemolysis  requires, 
in  addition,  the  action  of  an  entity  complement 
found  in  fresh  normal  serum.  To  make  matters 
more  complex  it  also  has  been  shown  that  comple- 
ment is  not  a simple  entity  but  consists  of  four 
components,  all  of  which  must  be  present  and 
act  in  a rigidly  predetermined  sequence  in  order 
for  hemolysis  to  occur.  These  components  are 
termed  the  first,  second,  third,  and  fourth  com- 
ponents. Evidence  has  been  recently  obtained 
that  the  first  component  is  an  enzyme  which 
exists  in  serum  in  an  inactive  precursor  form. 
The  sensitized  cell  changes  this  inactive  pre- 


cursor form  of  the  enzyme  to  an  active  form. 
This  active  form  of  the  first  components  then 
participates  with  the  other  three  components 
in  lysing  the  cell.1 

The  only  substrates,  so  far  known,  to  be 
attacked  by  the  first  component  of  complement 
are  esters  of  amino  acids  (amino  acids  combined 
with  simple  alcohols).  Thus  the  enzyme  is  an 
esterase.  Since  these  same  substrates  are  known 
to  be  split  by  certain  proteolytic  enzymes,  it 
was  suggested  that  the  first  component  of  com- 
plement is  a proteolytic  enzyme.  As  yet,  how- 
ever, no  protein  substrate  has  been  found  to  be 
hydrolyzed  by  this  enzyme,  so  final  proof  is 
lacking.  Nevertheless,  the  work  on  complement 
shows  that  an  enzyme  is  activated  by  an  antigen- 
antibody  reaction,  and  this  activated  enzyme 
takes  part  in  the  reaction  leading  to  the  cell 
damage  caused  by  the  antigen-antibody  reaction. 

A model  which  is  more  complex  than  immune 
hemolysis  but  in  some  respects  is  closer  to  that 
of  in  vivo  anaphylaxis  is  the  in  vitro  release  of 
histamine  by  antigen-antibody  reactions.  Some 
recent  work  will  therefore  be  discussed. 

In  Vitro  Histamine  Release 

Mongar  and  Schild8  recently  have  investigated 
in  some  detail  the  mechanism  of  histamine  release 
from  guinea  pig  slices  by  an  antigen-antibody 
reaction.  They  concluded  that  the  antigen- 
aatibody  reaction  activated  an  enzyme  which 
was  present  in  the  tissues  in  an  inactive  form ; this 
enzyme  was  responsible  for  histamine  release. 
They  did  not  believe  that  this  enzyme  was  a 
proteolytic  enzyme  or  was  complement.  The 
considerations  they  adduced  in  support  of  this 
disbelief  seem,  however,  to  be  hardly  adequate 
for  the  exclusion  of  either. 

Numerous  workers  have  investigated  the 
mechanism  of  the  release  of  histamine  from  rabbit 
platelets  by  an  antigen-antibody  reaction.  From 
these  studies  it  is  clear  that  in  addition 
to  the  antigen-antibody  reaction  and  platelets, 
a factor  in  plasma  is  required.  Humphrey  and 
Jaques9  have  presented  evidence  for  their  belief 
that  the  plasma  factor  might  be  complement 
and  that  an  activation  of  a proteolytic  enzyme 
might  be  involved.  Mclntire,10  on  the  other 
hand,  has  concluded  that  the  release  of  a pro- 
teolytic enzyme  played  no  causative  role,  and 
in  fact,  that  the  entire  process  might  well  be 
nonenzymatic.  However,  the  most  recent  work 
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indicates  that  while  the  factor  involved  is  not 
complement,  it  is  probably  enzymatic  in  nature.11 
This  factor,  too,  apparently  exists  in  serum  in  an 
inactive  state  and  is  activated  by  an  antigen- 
antibody  reaction.11*12 

Roche-e  Silva  and  Andrade2  have  shown  that 
anaphylatoxin  or  serotoxin,  as  they  prefer  to 
call  it,  formed  from  fresh  serum  after  treatment 
with  antigen-antibody  precipitate  or  agar  is  a 
potent  histamine  liberator  both  in  vivo  and  in 
vitro.  They  suggested  that  the  activation 
process  might  be  enzymatic  and  pointed  out 
that  the  active  serotoxin  might  also  be  an 
enzyme.  They  could  not  detect  any  increase 
in  proteolytic  activity  in  serum  following  agar 
treatment.  Ungar,3  however,  has  reported  pro- 
teolytic enzyme  activation  after  incubation  of 
fresh  guinea  pig  serum  with  agar.  It  has  been 
shown  that  repeated  injections  of  sublethal 
amounts  of  anaphylatoxin  into  sensitized  animals 
preceding  the  injection  of  the  antigen  will 
prevent  the  anaphylactic  shock  that  occurs  on 
the  injection  of  the  specific  antigen.13  While  the 
role  of  anaphylatoxin  in  anaphylactic  shock  is 
still  uncertain,  this  last  observation  suggests 
that  at  the  very  least  the  same  target  cell  (or 
cells)  is  being  attacked  by  anaphylatoxin  as  is 
implicated  in  anaphylaxis. 

Peptone  Shock 

The  shock  syndrome  elicited  on  the  injection 
of  peptone  is  sufficiently  similar  to  anaphylactic 
shock  to  have  been  termed  “anaphylactoid.” 
It  has  been  shown  that  in  peptone  shock  there 
is  a release  of  histamine,  an  increase  in  the 
heparin,  and  proteolytic  activity  of  the  blood.14 
Peptone  has  been  shown  to  activate  a proteolytic 
enzyme  of  serum  in  vitro.3  Here  again  one  has 
only  suggestive  but  no  conclusive  evidence  that 
the  anaphylactoid  shock  syndrome  obtained  on 
the  injection  of  peptone  or  similar  agents  might 
be  due  to  the  activation  of  an  enzyme. 

Possible  Implications  of  the  Enzyme 
Activation  Theory 

Since  the  very  beginning  of  our  knowledge  of 
complement  and  the  mechanisms  of  immune 
hemolysis,  it  has  been  clear  that  at  least  in  this 
one  situation  the  antigen-antibody  reaction  by 
itself  is  not  sufficient  to  cause  cell  damage. 
Very  early  in  the  history  of  the  study  of  ana- 
phylaxis the  belief  was  expressed  that  in  addition 


to  the  antigen-antibody  reaction,  a nonspecific 
factor  present  in  the  organism  was  required. 
The  newer  work  some  of  which  has  just  been 
reviewed  here  and  some  which  has  not,  leaves 
little  doubt  concerning  this.6 

The  nature  of  this  “tissue  factor”  (or  more 
likely  factors)  and  the  manner  in  which  it  acts 
in  causing  the  allergic  reaction  has  not  been 
proved.  Yet,  as  reviewed  here,  the  evidence 
available  points  to  the  liklihood  that  the  antigen- 
antibody  reaction  activates  an  enzyme  or  series 
of  enzymes  whose  action  in  turn  on  specific  cells 
and  tissues  starts  the  train  of  signs  and  symptoms. 
As  pointed  out,  there  is  evidence,  admittedly 
inconclusive,  that  the  enzyme  or  enzymes  might 
well  be  proteolytic  in  nature. 

It  is  not  certain  whether  this  tissue  factor  or 
factors  is  wholly  blood-borne  or  fixed  on  cells, 
or  quite  possibly,  both.  It  may  well  be  that 
complement  is  the  tissue  factor  involved,  al- 
though this  is  far  from  established  as  yet.1,6 
The  evidence  that  the  action  of  complement 
involves  the  activation  of  at  least  one  enzyme 
and  possibly  others  has  already  been  referred  to. 

Yet  much  of  the  thinking  regarding  the  basic 
mechanisms  operating  in  clinical  allergy  has 
ignored  the  “host”  or  “tissue  factor,”  concen- 
trating on  the  antigen-antibody  reaction.  An 
example  of  this  has  been  the  explanations  offered 
for  the  process  of  “desensitization.”  It  might 
well  be  of  value  to  consider  more  extensively 
than  heretofore  the  possibility  of  exhaustion, 
either  generally  or  locally,  of  the  precursor 
enzyme  or  increase  of  natural  inhibitors  in  the 
process.  Similarly,  the  question  of  specific 
shock  tissues  always  has  been  troublesome ; that 
is,  the  reaction  occurring  solely  or  mainly  in 
certain  specific  sites  in  the  face  of  circulating 
antibody  and  antigens  available  to  all  sites. 
Undoubtedly,  the  reasons  for  this  are  multiple, 
but  attention  might  well  be  paid  to  the  possibility 
of  local  changes  occurring  in  precursor  enzymes 
and  inhibitors  as  possible  explanations. 

It  is  possible  and  even  probable  that  many 
factors  other  than  the  antigen  can  activate  the 
putative  precursor  enzyme  either  locally  or 
generally,  leading  to  syndromes  simulating  that 
caused  by  the  antigen-antibody  reaction.  In 
many  instances,  of  course,  our  inability  to  demon- 
strate antibody  or  obtain  evidences  of  an  antigen- 
antibody  reaction  is  due  to  the  inadequacy  of 
our  present  technics.  In  other  instances  the 
possibility  should  be  considered  that  an  antigen- 
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antibody  mechanism  is  not  the  trigger  mech- 
anism. An  example  of  the  latter  might  be 
chronic  urticaria,  in  most  cases  of  which  it  is 
impossible  to  demonstrate  an  allergen  as  a 
causative  agent.  In  this  instance  it  might  be 
that  something  other  than  the  antigen-antibody 
reaction  might  have  activated  an  enzyme  system 
giving  rise  to  the  increased  capillary  permeability 
which  we  see  as  and  call  urticaria.  This,  of 
course,  is  wholly  speculative,  but  it  does  look 
forward  to  the  possibility  that  some  day  allergy 
might  be  defined  in  terms  of  the  activation  of 
certain  specific  enzyme  systems  under  certain 
conditions,  one  being  the  antigen-antibody 
reaction. 

The  hypothesis  of  activated  enzymes  being 
implicated  in  allergy  also  offers  the  hope  and  the 
promise  for  a sound  and  rational  approach  to  the 
therapy  of  allergic  reactions.  The  work  on  the 
mechanism  of  complement  action  might  well 
serve  as  a model  for  such  an  approach.  As 
pointed  out  previously,  it  was  assumed  that  one 
of  the  components  of  complement  might  be  a 
proteolytic  enzyme.  The  further  assumption 
was  made  that  all  of  the  components  of  comple- 
ment might  be  proteolytic  enzymes.  Based  on 
this  hypothesis,  a large  series  of  amino  acid 
derivatives  were  tested  as  inhibitors  of  comple- 
ment activity.  In  fact,  certain  derivatives  were 
found  that  would  inhibit  complement.  There 
was  sufficient  regularity  in  the  structural  re- 
quirements for  such  inhibition,  so  that  it  was 
possible  to  predict  whether  a given  amino  acid 
derivative  would  be  an  inhibitor.  If  the  enzyme 
supposedly  implicated  in  the  allergic  reaction 
can  be  identified  and  the  type  and  specificity  of 
such  enzymes  ascertained,  it  may  become  possible 


to  synthesize  substances  capable  of  preventing 
their  action  and  thus  preventing  the  conse- 
quences of  the  allergic  reaction. 


Summary 

The  idea  is  an  old  one  that  allergy  may  be 
caused  by  enzymes  activated  during  the  course 
of  the  reaction.  The  evidence  that  proteolytic 
enzymes  of  serum  can  be  activated  by  an  antigen- 
antibody  reaction  has  been  briefly  reviewed. 
The  lack  of  any  final  proof  linking  these  activated 
enzymes  to  allergy  has  been  stressed.  Neverthe- 
less, a review  of  some  of  the  more  recent  work  on 
the  various  experimental  models  of  the  allergic 
reaction  has  shown  that  in  each  instance  an 
activation  of  an  enzyme  has  been  invoked  as  an 
explanatory  principle.  The  implications  of  this 
view  for  the  future  of  clinical  allergy  have  been 
indicated. 
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When  one’s  all  right,  he’s  prone  to  spite 
The  doctor’s  peaceful  mission; 

But  when  he’s  sick,  it’s  loud  and  quick 
He  bawls  for  a physician. — Eugene  Field 
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The  Law  in  Relation  to  Problem  Drinking  and  Alcoholism 

JOHN  M.  MURTAGH,  LL.D.,  NEW  YORK  CITY 
{Chief  City  Magistrate , Magistrates’  Courts) 


The  18th  Amendment  and  the  Volstead 
Act  were  an  attempt  to  legislate  private 
morality.  In  retrospect,  the  failure  of  this 
experiment  was  inevitable.  Attempts  to  legis- 
late private  morality  historically  have  invariably 
proved  futile  and  made  more  certain  the  further 
degradation  of  those  involved.  Efforts  in  this 
direction  usually  do  much  positive  harm. 

In  the  main,  the  lessons  learned  from  our 
experience  with  the  18th  Amendment  have  not 
been  applied  to  related  situations.  We  continue 
to  attempt  to  legislate  morality,  to  solve  prob- 
lems of  human  degradation  by  penal  legislation. 
The  effort  to  solve  the  problems  of  skid  row  by 
criminal  law  is  an  outstanding  illustration  of  this 
continuing  error. 

Throughout  New  York  State,  and  for  that 

Reprinted  from  Problem  Drinking  and  Alcoholism,  pre- 
pared under  the  auspices  of  the  Advisory  Committee  on 
Alcoholism  of  the  New  York  State  Interdepartmental  Health 
Resources  Board.  The  booklet  may  be  obtained  from  the 
Board’s  offices  at  11  North  Pearl  Street,  Albany  7,  New  York. 
Members  of  the  Advisory  Committee  are  Herbert  Berger, 
M.D.,  Staten  Island;  Marvin  A.  Block,  M.D.,  and  S.  Mouchlv 
Small,  M.D.,  Buffalo;  Harry  D.  Kruse,  M.D.,  Harold  IV. 
Lovell,  M.D.,  John  M.  Murtagh,  LL.D.,  Harold  Riegelman, 
Arthur  N.  Seifif,  and  Israel  Zwerling,  M.D.,  New  York  City; 
John  L.  Norris,  Rochester,  and  Harrison  M.  Trice,  Ithaca. 


matter  throughout  the  nation,  a substantial 
portion  of  all  arrests  made  are  those  for  drunken- 
ness. In  many  of  our  principal  cities  throughout 
New  York  State,  at  least  half  of  all  arrests  are 
for  so-called  public  intoxication.  In  Syracuse, 
intoxication  cases  account  for  approximately 
65  per  cent  of  the  total  arraignments  in  the 
Court  of  Special  Sessions.  Generally  through- 
out the  country  public  intoxication  accounts 
for  at  least  40  per  cent  of  all  arrests.  The 
Uniform  Crime  Reports  for  the  United  States, 
issued  recently  by  the  Federal  Bureau  of  In- 
vestigation for  the  y ear  1956,  disclose  that  in 
1,551  cities  of  over  2,500  in  population,  there 
were  2,070,794  arrests  for  various  crimes  from 
murder  to  disorderly  conduct,  and  that  of  this 
total  40  per  cent  or  842,415  were  for  alleged 
drunkenness.  This  figure  does  not  include 
arrests  for  disorderly  conduct,  which  totaled 
241,167,  a portion  of  which  were  undoubtedly 
for  drunkenness.  Such  arrests  in  Chicago 
annually  number  over  50,000;  in  the  District 
of  Columbia,  40,000,  and  in  both  Los  Angeles 
and  San  Francisco,  close  to  100,000. 

In  New  York  State  arrests  for  drunkenness  in 
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the  main  are  made  under  Section  1221  of  the 
Penal  Law,  dealing  with  public  intoxication,  or 
Section  722,  subdivision  2,  of  the  Penal  Law, 
dealing  with  disorderly  conduct. 

New  York  City,  curiously,  presents  a sharp 
contrast  with  other  cities  in  the  matter  of  arrests 
for  drunkenness.  Currently,  the  annual  number 
of  arrests  is  in  the  neighborhood  of  15,000,  or 
approximately  3 per  cent  of  the  total  number  of 
arrests  made  for  all  crimes.  The  contrast  be- 
tween New  York  City  and  other  cities  offers  an 
opportunity  to  evaluate  the  wisdom  and  validity 
of  such  arrests. 

Section  1221  of  the  Penal  Law,  dealing  with 
public  intoxication,  is  by  its  express  language 
applicable  to  all  parts  of  the  State  except  New 
York  City.  Sections  120  and  121  of  the  New 
York  City  Criminal  Courts  Act,  however,  con- 
tain provisions  similar  to  Section  1221  of  the 
Penal  Law  and  are  of  course  applicable  to  the 
City  of  New  York.  Nevertheless,  since  1940 
no  arrests  have  been  made  in  New  York  City 
under  Sections  120  and  121  of  the  New  York 
City  Criminal  Courts  Act  but  in  the  main  have 
been  made  under  Section  722,  subdivision  2,  of 
the  Penal  Law,  dealing  with  disorderly  conduct. 

The  historical  reason  for  the  failure  to  prose- 
cute under  Sections  120  and  121  of  the  New 
York  City  Criminal  Courts  Act  is  not  entirely 
clear.  In  1936,  Magistrate  Frank  Oliver  ruled 
in  a widely  publicized  case  that  it  was  essential 
to  a conviction  under  the  statute  that  the  police 
introduce  evidence  that  the  offender’s  conduct 
tended  to  a breach  of  the  peace,  that  is,  in 
effect  that  the  offender  was  guilty  of  disorderly 
conduct.  The  decision  of  Judge  Oliver  was 
basically  sound.  Violations  of  the  moral  law 
which  do  not  affect  others  are  not  properly  the 
subject  of  the  criminal  law.  Only  public  in- 
toxication or  human  degradation  that  disturbs 
others  can  properly  be  proscribed  by  legislative 
authority.  It  is  to  be  presumed  that  in  enacting 
Sections  120  and  121  of  the  New  York  City 
Criminal  Courts  Act,  and  indeed  also  Section 
1221  of  the  Penal  Law,  the  legislature  intended 
to  act  within  its  authority  and  hence  only  to 
proscribe  drunken  conduct  that  tended  to  a 
breach  of  the  peace.  In  any  event,  in  1940  the 
then  Chief  Magistrate,  Henry  H.  Curran,  di- 
rected that  all  judicial  forms  dealing  with  the 
offense  of  public  intoxication  be  removed  from  the 
courts.  The  police  were  thus  relegated  to  making 
arrests  only  when  there  was  evidence  of  disorderly 


conduct.  Accordingly,  since  1940,  complaints 
in  the  Magistrates’  Courts  in  New  York  City  in 
such  cases  have  dealt  only  with  violations  of 
Section  722,  subdivision  2,  of  the  Penal  Law. 

This  review  of  the  history  of  Sections  120  and 
121  of  the  New  York  City  Criminal  Courts 
Act  throws  some  light  on  the  basic  validity  of 
arrests  for  drunkenness.  It  does  not,  however, 
furnish  the  explanation  as  to  why  arrests  for 
drunkenness  in  New  York  City  are  relatively  so 
few  in  number.  After  1940  the  police  continued 
to  make  substantially  the  same  number  of  arrests 
as  they  had  immediately  prior  thereto,  merely 
charging  the  accused  with  disorderly  conduct 
rather  than  public  intoxication.  Inasmuch  as 
these  defeated  men  tend  to  acquiesce  in  society’s 
approach  to  their  dilemma  and  plead  guilty  to 
the  charge,  the  police  have  as  a rule  not  been 
required  to  show  that  the  conduct  of  the  offender 
in  fact  tended  to  a breach  of  the  peace. 

The  explanation  as  to  why  New  York  City 
uses  the  penal  approach  to  this  problem  less  than 
other  cities  is  to  be  found  rather  in  the  greater 
emphasis  placed  by  the  city  down  over  the  years 
on  a welfare  approach  to  this  problem.  The 
program  of  the  Welfare  Department  is  a modest 
one.  On  Third  Street,  just  off  the  Bowery,  the 
Department  of  Welfare  operates  a men’s  shelter 
which  offers  the  homeless  free  of  charge  a bed  for 
the  night,  three  meals  a day,  an  opportunity  to 
bathe — in  short,  the  minimum  requirements  for 
subsistence  from  day  to  day.  The  Department 
also  has  a rest  home,  Camp  LaGuardia,  which  is 
available  to  the  older  and  more  incapacitated. 
As  inadequate  as  the  program  manifestly  is,  it  is 
more  adequate  than  that  of  just  about  any  other 
city  throughout  the  country.  It  has  been  de- 
scribed by  Professor  H.  Warren  Dunham  of 
Wayne  University,  Detroit,  as  perhaps  “the 
most  highly  developed  community  program  for 
the  care  of  the  homeless  in  the  United  States.” 
It  has  attracted  the  homeless  to  the  Bowery,  the 
city’s  skid  row,  and  it  maintains  them  with  a 
degree  of  adequacy  from  day  to  day'.  Inasmuch 
as  the  bulk  of  the  homeless  are  thus  removed 
from  other  parts  of  the  community,  public  opinion 
in  New  York  City  tends  to  be  less  hostile. 
Vigorous  police  enforcement  usually  reflects  a 
hostile  public.  The  New  York  City  police 
in  recent  years  have  not  been  called  on,  as  they 
are  in  other  cities,  to  make  wholesale  roundups. 

The  experience  of  New  York  City  suggests  the 
proper  solution  to  this  problem.  To  the  extent 
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that  any  city  provides  more  adequately  for  its 
homeless,  even  on  a day  to  day  basis,  to  that 
extent  there  is  less  necessity  for  using  a penal 
approach  to  the  problem.  There  is  no  moral 
j justification  for  trying  to  solve  human  degrada- 
tion by  penal  process.  Historically,  the  attempt 
i has  proved  futile.  It  is  cruel  and  unjust  to  those 
involved.  The  problem  is  a public  health 
problem  and  should  not  be  relegated  to  either 
the  police  or  the  criminal  judiciary.  Adequate 
facilities  should  be  provided  in  every  community 
for  the  homeless  and  destitute.  Arrests  of 
derelicts  should  be  limited  to  those  who  are 
actually  disturbing  the  peace — a group  that 
would  be  very  small  in  any  city.  There  will  of 
| course  be  derelicts  who  are  not  disturbing  the 
| peace  but  who  because  of  intoxication  may  die 


or  suffer  serious  injury  through  exposure.  The 
police,  as  a public  health  measure,  should  be 
authorized  by  law  to  escort  such  persons  to  a 
public  shelter,  if  such  is  available. 

In  its  Reports  over  the  years  1952-1956  the 
Committee  on  Public  Health  of  the  New  York 
State  Bar  Association  has  indicated  its  recog- 
nition of  alcoholism  as  a public  health  problem 
and  has  reiterated  its  sympathy  with  and  support 
of  a sound  approach  to  the  problem  of  the  re- 
habilitation of  alcoholics.  The  Committee’s 
Reports  emphasize  that  alcoholism  requires  a 
many-faceted  approach  and  recommend  that 
community,  as  well  as  State  resources,  be 
mobilized  in  establishing  a more  effective  pro- 
gram of  education,  rehabilitation,  and  prevention. 

100  Centre  Street 


( Number  six  of  a series  on  Treatment  of  Alcoholism ) 


A.M.A.  Committee  Prepares  Poisoning  First  Aid  Rules 


Speed  in  starting  first  aid  measures  is  essential 
after  accidental  poisoning,  according  to  the  American 
Medical  Association’s  Committee  on  Toxicology. 

First  aid  measures  are  aimed  at  helping  to  prevent 
absorption  of  the  poison  and  must  be  started  at 
once,  the  committee  said  in  a new  pamphlet  issued 
as  a guide  for  the  public  in  the  treatment  of  acciden- 
tal poisoning.  The  pamphlet’s  instructions  are 
reprinted  in  the  October  12,  A.M.A.  Journal. 

When  poisoning  occurs,  one  person  should  begin 
treatment  while  another  calls  a physician.  When 
only  one  person  is  available  to  give  treatment,  he 
should  call  a physician  first  if  the  poison  is  a corro- 
sive or  a petroleum  product.  A corrosive  may  be 
an  acid  substance  such  as  a toilet  bowl  cleaner  or  an 
alkali  such  as  household  bleach. 

When  a noncorrosive  poison  is  swallowed,  vomit- 
ing should  be  induced  and  then  a physician  called. 
Vomiting  can  be  started  by  giving  the  patient  milk, 
plain  water,  or  warm  salt  water,  or  by  placing  the 
blunt  end  of  a spoon  or  the  finger  at  the  back  of  the 
patient’s  throat. 

Vomiting  should  not  be  induced  if  the  patient  is  un- 
conscious, in  a coma,  or  in  convulsions ; has  swallowed 
petroleum  products,  such  as  kerosene,  gasoline,  or 
lighter  fluid,  or  has  swallowed  a corrosive,  such  as  a 
rust  remover,  styptic  pencil,  lye,  washing  soda,  or 
ammonia  water.  Symptoms  of  corrosive  poisoning 


are  severe  pain,  burning  sensation  in  mouth  and 
throat,  and  vomiting. 

When  retching  and  vomiting  begin,  the  patient 
should  be  placed  face  down  with  the  head  lower 
than  the  hips.  This  prevents  the  vomitus  from 
entering  the  lungs  and  causing  further  damage.  In 
the  case  of  inhaled  poisons,  the  patient  should  be 
carried  to  fresh  air  immediately,  his  clothing  loosened 
and  artificial  respiration  begun  if  breathing  has 
stopped  or  is  irregular.  The  patient  should  be  kept 
warm  and  as  quiet  as  possible. 

With  skin  contamination  the  skin  should  be 
drenched  with  water.  A stream  of  water  should  be 
held  on  the  patient  while  removing  his  clothes. 
Rapidity  in  washing  is  most  important  in  reducing 
the  extent  of  injury.  When  the  eyes  are  contami- 
nated, they  should  be  washed  immediately  with  a 
gentle  stream  of  running  water.  Chemicals  should 
not  be  used,  since  they  may  increase  the  extent  of 
injury. 

Chemical  burns  also  should  be  washed  with  large 
quantities  of  running  water,  except  those  caused  by 
phosphorus.  Ointments,  greases,  powders,  and 
other  drugs  normally  used  for  burns  should  be  avoided. 
Alcohol  should  not  be  given  in  any  kind  of  poisoning. 

The  first-aid  instructions  may  be  obtained  by  writ- 
ing to  the  A.M.A.  Committee  on  Toxicology,  535 
North  Dearborn  Street,  Chicago  10,  Illinois. 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center , New  York  City 
Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


Public  Health  Aspects  of  Lead  Poisoning  in  Infancy  and 

Young  Children 


The  following  incidents  were  recently  reported 
to  the  New  York  City  Poison  Control 
Center. 

Incident  1 

Toxic  Agent  Age  Sex 

707X  (Pival)  18  months  Female 

Beware  of  the  Hand  That  Feeds  You . — The 
mother  took  her  five-year-old  son  to  school  and 
left  the  patient,  a four-year-old,  a three-year-old, 
and  -a  three-month-old  baby  at  home  under  the 
care  of  the  oldest  sibling.  On  her  return  she 
found  the  four-year-old  feeding  the  patient  rat 
poison  (707X)  which  was  stored  by  the  mother 
under  the  stove  in  a drinking  cup.  707X  contains 
pival,  an  anticoagulant  rodenticide.  As  a first  aid 
measure,  the  mother  washed  the  child’s  mouth 
with  salt  and  wTater,  gave  him  castor  oil,  and  then 
took  the  patient  to  a hospital  emergency  room 
where  he  remained  for  several  hours  and  was 
sent  home  improved.  Fortunately,  the  anti- 


coagulant rodenticides,  which  are  the  most 
widely  used  rat  poisons  at  the  present  time,  have 
an  unusually  good  record  in  the  city.  (If  a case 
of  rat  poison  comes  to  an  emergency  room,  in- 
quhy  should  be  made  whether  it  belongs  to  this 
type  to  avoid  overtreatment.) 

Incident  2 

Toxic  Agent  Age  . Sex 

Boric  Acid  4 years  Male 

Boric  acid  soaks  were  prescribed  for  one  of  the 
siblings  in  the  family.  An  older  brother  placed 
the  remainder  in  an  uncovered  open  jar  on  the 
upper  shelf  of  the  ice  box  “for  safe  keeping.”  The 
patient  thought  the  contents  to  be  ice  water  and 
ingested  same.  Although  no  symptoms  were 
apparent,  the  patient  was  taken  to  a hospital 
where  the  stomach  was  lavaged,  and  after  several 
hours  of  observation  he  was  discharged. 

While  this  episode  ended  happily,  fatalities 
from  similar  episodes  have  occurred,  particularly 
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in  some  newborn  nurseries  in  this  city  in  the  past. 

Incident  3 

Toxic  Agent  Age  Sex 

Turpentine  8 weeks  Male 

While  the  mother  was  busy  around  the  house, 
an  older  child  administered  a tablespoon  of  tur- 
pentine. The  turpentine  was  stored  on  a low 
shelf  in  the  living  room.  The  child  vomited  and 
was  taken  to  a hospital.  Gastric  lavage  was  per- 
formed, and  prophylactic  antibiotics  were 
administered  in  the  hospital.  A physical  exam- 
ination revealed  massive  rales  over  the  right  lung, 

| and  an  x-ray  showed  evidence  of  chemical 
pneumonitis.  After  forty-eight  hours  another  x- 
| ray  showed  clearing,  and  clinical  signs  also  dis- 
appeared. The  patient  remained  in  the  hospital 
for  one  week  and  was  discharged  as  fully  re- 
covered. 

A careful  review  of  episodes  involving  solvents 
reveal  considerable  looseness  in  terms  used,  such 
as  benzine,  benzene,  naphthalene,  turpentine, 
kerosene,  etc. 

Since  the  treatment  is  related  to  constituent, 
a careful  inquiry  into  the  exact  composition  or 
agent  is  highly  recommended.  This  highlights 
the  value  of  having  the  label  of  the  original  con- 
tainer on  hand. 

Incident  4 

Toxic  Agent  Age  Sex 

Methapyrilene  17  years  Female 

The  patient  (a  teenager)  had  been  self-medi- 
cating to  induce  sleep  for  quite  a while  without 
the  knowledge  or  consent  of  her  parents.  Wish- 
ing to  sleep  all  day  Sunday,  she  took  a total  of 
eight  tablets  (25  mg.  each)  of  methapyrilene. 
According  to  her  mother’s  statement,  the  patient 
calculated  that  if  two  tablets  provide  two  hours 
sleep,  eight  tablets  should  assure  sleep  for  the 
entire  day.  At  5 a.m.,  however,  she  woke 
her  oldest  sister  and  informed  her  that  she 
could  not  sleep  in  spite  of  the  fact  that  she  had 
taken  eight  tablets. 

Her  sister  became  alarmed  and  called  the 
hospital  and  the  Poison  Control  Center  for  a 
possible  antidote.  At  10  o’clock  the  patient  fell 
asleep  without  any  specific  therapy.  She  awoke 
after  several  hours  with  no  ill  effects. 


Incident  5 

Toxic  Agent  Age  Sex 

Gasoline  21/2  years  Male 

While  the  patient  was  playing  with  other 
children  in  a neighbor’s  yard,  a small  can  con- 
taining gasoline  was  picked  up  by  the  patient,  and 
he  ingested  some  of  its  contents.  He  became 
stuporous  and  was  taken  to  the  hospital  where  the 
stomach  was  lavaged;  and  vomiting  was  induced. 
After  twenty-four  hours  observation  and  treat- 
ment the  patient  was  discharged. 

Incident  6 

Toxic  Agent  Age  Sex 

Paregoric  4 months  Male 

The  family  physician  ordered  the  above  medi- 
cation for  the  baby  who  was  suffering  from 
“colic.”  The  medication  was  kept  in  the  medi- 
cine chest  which  was  unlocked.  A three  and  one- 
half-year-old  sister  climbed  on  a chair,  obtained 
the  medicine,  and  while  the  baby  was  asleep 
the  older  sibling  poured  the  medication  into  the 
baby’s  mouth.  When  the  mother  discovered  the 
episode,  the  infant  was  taken  to  a hospital  where 
he  remained  under  observation  for  twenty-four 
hours.  During  his  stay  in  the  hospital  the 
stomach  was  lavaged,  and  supportive  therapy 
was  administered.  The  patient  was  finally  dis- 
charged as  fully  recovered. 

Incident  7 

Toxic  Agent  Age  Sex 

Atropine  3 years  Male 

One-half  per  cent  atropine  eye  drops  were  pre- 
scribed for  this  patient’s  strabismus.  The 
medication  was  continued  for  about  four  weeks 
when  the  following  symptoms  were  noted:  con- 
vulsions, dilated  pupils,  lethargy,  and  hallucina- 
tions. The  patient  was  taken  to  his  family 
physician,  who  advised  hospitalization.  In  the 
hospital  the  patient  was  treated  with  fluids  and 
phenobarbital.  The  laboratory  findings  revealed 
a very  low  blood  sugar  (36)  and  carbon  dioxide 
of  13.7.  The  electroencephalogram  showed  a 
right  hemisphere  focus,  and  the  cerebrospinal 
fluid  was  normal.  The  patient  was  discharged 
after  six  days  of  hospitalization  but  is  still  under 
observation. 
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The  cumulative  effect  of  certain  drugs  must  be 
kept  in  mind.  It  is  also  noted  that  at  times 
results  from  overmedications  are  more  serious 
than  the  original  condition. 

Incident  8 

Toxic  Agent  Age  Sex 

Sleeping  Pills  16  years  Male 

The  patient  presumably  swallowed  28  30  mg. 
Pentobarbital  tablets  which  he  obtained  from  his 
mother’s  pocketbook.  He  went  to  bed  without 
telling  anyone  about  the  episode.  About  1 a.m. 
his  older  sister  went  to  his  room,  and  she  became 
alarmed  over  his  loud  stertorous  breathing.  She 
was  unable  to  arouse  him  and  summoned  her 
mother  who  also  attempted  to  arouse  him  without 
success.  The  police  were  summoned.  A careful 
search  by  the  police  revealed  the  empty  prescrip- 
tion bottle  hidden  carefully  in  his  sock  which 
was  tucked  away  in  his  shoe.  The  patient  was 
admitted  to  the  hospital  in  a comatose  condition 
about  six  hours  after  ingestion.  Fluids  of  glucose 
and  saline,  Benadryl,  and  antibiotics  were  ad- 
ministered. After  seven  days  in  the  hospital  the 
patient  was  discharged  home,  and  he  was  to  be  put 
under  psychiatric  care.  All  efforts  by  the  public 
health  nurse  who  made  a home  visit  to  secure  the 
motive  for  the  attempted  suicide  were  unsuccess- 
ful. It  is  possible  that  he  was  anxious  over  his 
poor  scholastic  work. 

School  pressures  have  been  noted  frequently  in 
adolescents  as  a motivating  factor  in  attempted 
suicides. 

Incident  9 

Toxic  Agent  Age  Sex 

Oral  Regular  Insulin  23  months  Female 

The  mother  is  a thirty-year-old  diabetic. 
The  patient  is  the  only  child.  While  the  mother 
was  in  the  bathroom  preparing  a dose  of  insulin 
for  self-administration,  she  was  distracted  for  a 
minute  and  left  the  insulin  on  the  washstand. 
The  syringe  rolled  off  to  the  floor  and  broke  at 
the  tip.  While  the  mother  stooped  to  pick  up  the 
needle,  the  child  picked  up  the  barrel,  put  it  into 
his  mouth,  and  swallowed  some  of  its  contents  (3 
cc.).  The  following  symptoms  of  nausea  and 
vomiting  were  noted.  The  child  was  taken  to  the 
hospital  in  a convulsive  state.  The  blood  sugar 
on  admission  was  37  at  11  a.m.  and  rose  to  65 


at  2 p.m.  The  decrease  of  blood  sugar  was  pre- 
sumably due  to  a hyperinsulinemia  which  is  a very 
rare  occurrence  when  insulin  is  taken  orally. 
The  total  dose  in  the  syringe  was  3 cc.  of  regular 
insulin  U 40.  The  patient  remained  in  the  emer- 
gency room  for  seven  hours  and  was  then  ad- 
mitted to  the  inpatient  service  where  he  remained 
for  five  days  and  was  ultimately  discharged  as 
fully  recovered. 

Incident  10 

Toxic  Agent  Age  Sex 

Tri-iodothyronine  34  months  Male 

The  infant  observed  his  mother  taking  this 
medication  and  returning  it  to  her  pocketbook. 
The  mother  was  in  her  seventh  month  of  preg- 
nancy, and  she  told  the  child  on  previous  occasions 
that  this  medication  “helped  make  a baby  in 
belly.”  While  the  mother  and  grandmother 
were  asleep,  the  child  awoke  and  climbed  up  on 
the  table  by  placing  a small  stool  on  the  top  of  the 
table  in  order  to  reach  the  mother’s  pocketbook 
containing  the  medication  which  was  on  top  of  the 
china  closet.  He  removed  the  pills  from  the 
mother’s  pocketbook,  swallowed  some,  and  dis- 
solved some  in  ginger  ale,  ingesting  a total  of  70 
tablets.  He  then  went  to  the  mother’s  bed  and 
informed  her  that  he  now  had  “a  baby  in  the 
belly.”  Although  the  child  presented  no  symp- 
toms, he  was  taken  to  the  hospital  emergency 
room  where  his  stomach  was  lavaged.  Four 
doses  of  phenobarbital  were  administered  follow- 
ing lavage.  After  several  hours  of  observation 
the  patient  was  discharged  fully  recovered. 

This  case  calls  attention  to  the  fact  that  medica- 
tions should  not  be  kept  in  pocketbooks,  that 
pocketbooks  should  not  be  kept  within  easy 
reach  of  children,  and  that  children  should  not  be 
told  fictitious  stories  about  medications. 

(Incidentally,  the  mother  of  this  child  is  a 
nurse.) 

Incident  11 

Toxic  Agent  Age  Sex 

Phosphorated  S1/^  years  Male 

Hydrocarbon 

Solution 

The  child  watched  his  mother  give  this  medica- 
tion to  an  older  sibling  for  treatment  of  cramps. 
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Not  wishing  to  be  deprived  of  similar  treatment, 
the  patient  waited  until  his  mother  was  busily 
engaged  in  the  house  and  then  helped  himself 
to  the  bottle,  which  was  stored  in  the  bathroom  on 
a shelf,  and  ingested  some  of  its  contents.  The 
child  was  completely  a symptomatic,  and  he  was 
taken  to  the  emergency  room  and  discharged  with- 
out treatment. 

Incident  12 

Toxin  Agent  Age  Sex 

Lead  Poisoning  2 years  Male 

A crucifix  which  was  nailed  to  the  wall  fell  and 
pulled  away  some  of  the  plaster  from  the  wall. 
The  plaster  disappeared,  and  none  of  the  members 
of  the  family  remembered  sweeping  it  away  or 
removing  it.  Shortly  thereafter  the  child  became 
acutely  ill  with  abdominal  pains,  vomiting,  and 
fever.  The  patient  was  admitted  to  the  hospital 
seriously  ill.  A careful  history  revealed,  how- 
ever, that  the  patient  started  eating  plaster  and 
paint  from  walls  about  six  months  ago  in  the 
previous  apartment  where  loose  plaster  was  al- 
ways evident  and  within  easy  reach  of  the  child. 
Parents  were  unaware  of  the  harmful  effects  of 
lead  ingestion.  The  patient  was  hospitalized 
from  June  5,  1957  to  September  6,  1957. 

Incident  13 

Toxic  Agent  Age  Sex 

Lead  Poisoning  1 year  Male 

The  child  was  in  the  habit  of  picking  plaster 
from  a hole  in  the  wall  and  putting  it  into  his 
mouth.  The  exact  duration  of  such  ingestion  is 
unknown.  The  family  lives  in  a furnished  room 
and  is  on  Welfare.  The  family  consists  of  five 
members.  Two  other  siblings  were  also  referred 
for  blood  lead  determination.  The  result  is  still 
unknown.  According  to  the  mother,  the  child 
puts  everything  into  his  mouth.  On  admission 
to  the  hospital  the  child  presented  the  following 
symptoms : vomiting,  diarrhea,  cyanosis  stupor, 
and  convulsion.  He  remained  in  the  hospital  for 
three  and  one-half  weeks  and  was  finally  dis- 
charged. 

Incident  14 

Toxic  Agent  Age  Sex 

Lead  Poisoning  2 years  Male 


The  child’s  bed  was  located  near  the  wall  which 
was  badly  damaged  with  torn  plaster.  The  child 
frequently  ate  the  painted  plaster  flakes  from  the 
wall.  The  following  symptoms  were  noted: 
abdominal  pains,  vomiting,  and  diarrhea.  The 
x-ray  of  the  long  bones  showed  marked  density. 
The  patient  was  treated  with  calcium  versenate 
and  antibiotics.  He  was  first  discharged  after 
three  days  but  was  readmitted  a day  later  where 
he  remained  for  about  two  months.  He  was 
finally  discharged  as  recovered  but  with  instruc- 
tions to  be  followed  in  the  outpatient  department. 

Incident  15 

Toxic  Agent  Age  Sex 

Lead  Poisoning  23  months  Female 

The  mother  related  that  the  child  had  a habit 
of  eating  paint,  putty,  and  plaster  for  a period  of 
several  weeks  duration.  She  was  taken  to  the 
hospital  for  treatment.  The  red  blood  cells 
showed  marked  basophillic  stippling,  and  the 
hemoglobin  was  very  low  (7  Gm.).  The  urine 
showed  1 plus  albumin.  A diagnosis  of  plumbism 
and  iron  deficiency  anemia  was  made.  The 
patient  was  treated  with  calcium  versenate  and 
supportive  therapy  and  was  discharged  after 
thirteen  days  in  the  hospital. 

Incident  16 

Toxic  Agent  Age  Sex 

Lead  Poisoning  2 years  Female 

This  child  was  in  the  habit  of  eating  paint  and 
plaster  from  the  wall  and  from  a window  ledge  out- 
side on  the  porch.  Her  parents  were  unaware  of 
the  harmful  effects  of  such  ingestion.  The  patient 
vomited  and  was  taken  to  a hospital  where  she 
remained  for  eleven  days. 

Incident  17 

Toxic  Agent  Age  Sex 

Lead  Poisoning  2 years  Female 

The  child  was  in  the  habit  of  scratching  paint 
from  the  side  walls  and  the  corners  of  all  the  rooms 
with  his  fingernails  and  then  putting  the  fingers 
in  his  mouth.  This  procedure  continued  for  over 
three  months.  Again,  the  parents  were  unaware 
of  the  harmful  effects  of  such  ingestions.  The 
patient  became  convulsive  and  was  taken  to  the 
hospital  where  a diagnosis  of  lead  poisoning  was 
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made.  She  remained  in  the  hospital  for  ten  days 
and  was  discharged  as  improved  but  is  still  under 
observation. 


Incident  18 

Toxic  Agent  Age 

Sex 

Lead  Poisoning  2 years 

Female 

(Fatality) 

This  child  was  in  the  habit  of  eating  paint  and 
plaster  from  the  walls  of  the  apartment.  Such 
practice  continued  for  an  unknown  period  of  time. 
Her  parents  were  totally  unaware  of  the  harmful 
effects.  The  patient  one  day  complained  of 
abdominal  pains  and  vomited.  On  admission  to 
the  hospital  the  child  appeared  apathetic  and 
constipated.  A diagnosis  of  lead  intoxication 
was  made.  The  child  was  treated  with  calcium 
gluconate,  vitamins,  and  antibiotics.  A short 
time  later  the  child  developed  convulsions  and 
•expired  within  twenty-four  hours  after  admission. 

All  the  above  cases  of  lead  poisonings  were  due 
to  (1)  the  ingestion  of  painted  wall  plaster  or  paint 
from  window  sills,  (2)  occurrence  in  homes  where 
poor  housing  prevails,  and  (3)  the  parents  in  all 
incidents  being  totally  unaware  of  the  harmful 
effects  of  such  ingestions. 

In  all  cases  reported  to  the  New  York  City 
Poison  Control  Center  toys  have  not  been  in- 
volved in  any  incidents  thus  far  reported. 


Incident  19 

Toxic  Agent  Age  Sex 

Naphthalene  17  months  Male 

The  mother  related  that  she  always  keeps  a 
box  of  moth  balls  on  the  closet  floor  in  the  bed- 
room. The  patient  frequently  went  in  there  to 
play,  and  the  mother  would  find  him  sucking  on 
the  moth  balls.  Each  time  she  would  take  it 
away  from  the  patient,  but  not  realizing  the 
danger  involved,  she  would  put  the  moth  balls  j 
back  on  the  bedroom  closet  floor.  The  child  be-  ! 
came  pale,  then  yellow,  and  the  urine  was  noted 
to  be  brown.  The  mother  became  alarmed  and 
called  the  family  physician  who  advised  hospitali- 
zation. On  admission  to  the  hospital  the  red  blood 
count  was  1,850,000  and  the  hemoglobin  32  per 
cent.  The  child  appeared  lethargic  and  had 
anorexia.  A diagnosis  of  an  acquired  hemolytic 
anemia  was  made.  The  patient  remained  in  the 
hospital  for  about  a month  during  which  time 
several  transfusions  were  given.  The  child  is  still 
under  the  care  of  his  family  physician. 

This  case  illustrates  the  grave  hazards  resulting 
from  naphthalene  poisoning.  The  lack  of  labelling 
on  naphthalene  containers  should  be  supplemented 
by  warnings  to  families  by  their  family  j 
physicians.  The  family  physician  can  and  should 
play  the  key  part  in  prevention  of  poisonings  and 
accidents  of  all  kinds. 


{Number  three  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


People  don’t  ask  for  facts  in  making  up  their  minds.  They  would  rather  have  one  good , 
soul-satisfying  emotion  than  a dozen  facts. — Robert  Keith  Leavitt 
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How  to  Plan  a Medical  Motion  Picture  Film 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild , Ltd.) 


Plan  as  you  would  a piece  of  research , and  avoid 
the  pitfall  of  verbosity  in  writing. 

Horace  Greeley’s  nineteenth  century  ad- 
monition to  attain  progress,  “Go  West, 
young  man !”  might  be  paraphrased  for  the 
twentieth  century  medical  profession:  “Go 

photographic,  Doctor!”  For  the  technics  of 
motion  picture  film  production  are  not  as  far  be- 
| yond  the  capacities  of  the  average  physician  as 
i you  might  think. 

The  preceding  article  in  this  series  pointed  out 
! that  doctors  possess,  in  ample  measure,  the 
j visual  acuity,  technical  skills,  and  sense  of  con- 
I ceptual  organization  needed  in  the  production  of 
a good  film  document.  It  was  also  noted  that 
many  doctors  are  applying  these  skills  in  still  and 
motion  picture  photography  with  notable  results. 
In  addition  to  his  photographic  bent  the  aver- 
j age  doctor  devotes  such  time  as  he  can  steal  from 
the  pressures  of  his  day-to-day  schedule  to  writing 
| research  reports  and  articles.  Rare,  certainly,  is 
j the  doctor  who,  time  permitting,  would  not 
! choose  to  make  such  reports  of  his  work  to  the 
profession. 

A motion  picture  report  of  clinical  or  research 
progress  need  not  make  excessive  demands  on  the 
busy  physician’s  time  if  the  photographic  record 
is  kept  routinely  as  part  of  the  work  in  progress. 
The  inherent  ability  to  take  a good  picture  and 
write  an  intelligible  medical  paper  qualifies  a 


doctor  as  an  innate  medical  motion  picture  pro- 
ducer even  if  he  does  not  recognize  himself  as 
such ! 

The  rewards  of  a good  film  are  more  than  worth 
the  effort  invested:  a record  of  your  work  richer 
in  clarity,  depth,  and  dimension  than  that  pro- 
vided by  any  other  recording  medium ; a potential 
contribution  to  medical  education,  and  if  the  work 
reported  is  significant  enough,  honors  for  your 
professional  achievement  and  the  respect  of  your 
colleagues  for  your  communication  efforts  in  their 
behalf.  Rich  rewards,  indeed ! 

Nor  are  these  idle  promises.  The  number  of 
doctors  at  work  on  film  projects  throughout  the 
country  grows  each  month. 

A basic  requirement  for  successful  film  making 
which  will  come  to  you  with  concentration  is 
developing  the  capacity  for  coupling  a photographic 
image  with  the  material  you  write — for  making 
your  concepts  visual.  This  skill,  essential  to 
medical  educators,  must  be  developed.  As  you 
write,  the  photographed  picture  of  the  procedure 
you  are  describing  must  be  clear  in  mind  so  that 
it  can  ultimately  be  captured  and  projected. 
Your  various  diagnostic  and  therapeutic  pro- 
cedures must  be  broken  down  to  progressive  steps 
each  a separate,  precise  action  which  may  be  in- 
dividually photographed. 

As  you  develop  this  skill  with  practice  and  as 
you  become  increasingly  familiar  with  the  infinite 
possibilities  in  a motion  picture,  you  will  find 
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there  is  lurking  in  your  camera  a means  of  re- 
producing visually  your  most  complex  procedures. 
The  photographic  adage,  “A  picture  is  worth  a 
thousand  words/’  is  truer  a hundredfold  when 
that  picture  is  in  motion  ! 

There  is  a second  important  concept  to  bear  in 
mind  when  planning  a medical  film:  The  motion 
picture  is  a concentrated  medium.  Using  the  com- 
parison of  a medical  book  to  a film,  very  often 
it  must  be  condensed  into  a chapter  (translated 
film  wise  this  means  one  or  two  reels),  a chapter 
condensed  into  a paragraph  (several  sequences), 
and  a paragraph  into  a sentence  (several 
feet  of  film).  In  reverse,  a series  of  too-short 
scenes  may  make  a film  choppy,  failing  to  make 
vital  information  visually  clear.  A safe  rule  of 
thumb  is  to  allow  a minimum  of  5 feet  of  film  to  an 
individual  scene,  thus  allowing  the  focal  point  of 
the  scene  to  be  observed  by  the  eye  and  its  mes- 
sage grasped  by  the  mind. 

A sense  of  story  organization  is  necessary  to 
any  film.  There  must  be  concern  with  the  basic 
flow  of  events,  which  the  scenario  writer  refers  to 
as  follow-through.  This  demands  a smooth,  for- 
ward-moving development  of  your  theme,  avoid- 
ing jarring  transitions  of  picture  and  commentary 
from  scene  to  scene. 

In  his  first  film  making  experience,  it  is  the 
rare  physician  who  does  not  attempt  to  distill  a 
lifetime  of  research  into  one  motion  picture.  This 
is  a fairly  normal  response  to  a new  medium ; its 
counterpart  in  literature  is  the  novelist’s  autobio- 
graphic first  novel.  But  it  must  be  curbed.  One 
film  can  serve  to  cover,  effectively,  the  aspects  of 
only  one  important  phase  of  your  subject,  or  else 
clarity  and  impact  are  lost.  Save  tangents  and 
side  issues,  supplementary  or  related  subjects,  for 
a second  motion  picture  film — or  perhaps  a slide 
film  or  series  of  slides.  Don’t  elaborate  or  over- 
define each  minor  action;  take  for  granted  that 
which  is  well-known  or  common  practice.  Re- 
member, matter-of-fact  details  are  best  left  to  the 
viewer’s  imagination. 

What  should  your  film  contain  then?  No  one 
critic  or  colleague,  or  even  a group  of  them,  can 
say.  The  answer  is  governed  in  part  by  the 
intrinsic  content  of  your  material,  in  part  by  the 
interests  of  the  audience  to  which  your  film  is 
directed.  You  are  fortunate  here;  the  practic- 
ing physician  is  anxious  for  new  postgraduate 
information.  Given  significant  material,  effec- 
tively presented,  you  may  find  greater  audience 
interest  in  your  subject  than  you  thought  possible. 


The  scenario,  or  written  blueprint  of  the  film, 
must  be  painstakingly  constructed.  If  not,  no 
matter  how  high  the  quality  of  the  photography, 
art  work,  and  all  else  that  follows,  the  finished 
product  will  miss  its  mark.  On  the  other  hand, 
with  sufficient  preparation  given  to  the  writing  of 
the  scenario,  it  will  not  be  too  difficult  to  main- 
tain a superior  level  in  the  other  stages  of  produc- 
tion. 

The  armamentarium  of  the  doctor-film  producer 
is  a simple  one.  All  he  needs  to  launch  his  career 
as  a scenario  writer  is  a pastepot,  back  issues  of 
medical  journals,  and  a typewriter.  For  that 
really  professional  touch  he  may  obtain  pads  of 
storyboard  paper  from  his  local  art  supply  store. 
Lying  close  at  hand  about  his  office,  consultation 
room,  pathology  laboratory,  hospital  lecture 
room,  or  dissecting  room  are  many  valuable  props. 
These  are  used  as  illustrations  which  provide  a 
welcome  relief  from  overindulgence  in  the  more 
usual  clinical  material.  With  these  props  in 
mind,  the  serious  work  of  writing  is  begun. 

1.  Prepare  an  outline  of  what  your  film  will 
contain.  This  is  called  the  film  treatment. 

2.  Review  the  treatment  carefully  with  your 
consultants.  After  clarifying  your  problems  by 
discussion,  you  are  ready  to  start  on  the  scenario. 
Work  out  the  details  of  the  material  covered 
broadly  in  the  treatment.  Write  them  down, 
step  by  step,  scene  by  scene. 

3.  Cut  out  illustrations  from  medical  journals, 
which  serve  to  show  what  you  have  in  mind  for 
each  scene.  If  these  are  too  large,  reduce  them 
photographically  to  a convenient  35mm.  or  2x/4 
by  3y4  inch  size. 

4.  Now  use  the  pastepot  (rubber  cement  per- 
mits removing  and  replacing  when  better  illustra- 
tive examples  are  found)  and  strip  in  those  pic- 
tures which  best  demonstrate  the  commentary 
you  write  for  each  scene. 

5.  Read  the  scenario  aloud  to  your  colleagues 
especially  to  your  severest  critics.  It  should  be 
so  complete  in  its  description  of  scene  and  com- 
mentary that  no  further  explanation  to  your 
viewers  is  required. 

6.  Read  your  story  at  least  half-a-dozen  times 
preferably  on  different  days.  If  some  scenes 
appear  repetitious  or  extraneous,  eliminate  them. 
Check  for  continuity.  Remove  scenes  wrongly 
placed  and  reinsert  them  in  proper  sequence. 
Avoid  dogmatic  or  highly  controversial  state- 
ments. 

7.  How  long  should  a film  be?  Here’s  a quote 
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from  a former  chairman  of  the  Motion  Picture 
Committee  of  the  American  Medical  Association : 
. “Make  a film  as  long  as  you  wish — just  keep  it 
. interesting.”  The  chairman  of  the  Motion 
j Picture  Committee  for  your  Society’s  convention 
I states:  “Basically,  while  there  are  a few  subjects 
which  can  be  held  to  a one-reel  length,  (eleven 
minutes  or  less),  a film  should  not  exceed  thirty 
minutes.”  Most  medical  films  average  about 
r thirty-five  minutes  in  running  time. 

What  we  have  outlined  above  is  a point  of 
I departure  much  like  that  used  by  professional  film 

t 
f 


makers.  In  this  rather  general  article  on  medical 
film  production  we  have  attempted  merely  to 
whet  your  appetite  with  regard  to  the  preparation 
of  a film  on  your  work.  In  our  next  article  we 
shall  discuss  the  materials  and  technics  necessary 
for  a simple  do-it-yourself  film,  as  well  as  some 
of  the  problems  of  a major  production. 

Your  own  photographic  interests  or  problems, 
incorporated  in  a letter  to  the  editor,  will  aid  in 
developing  this  series  in  a manner  that  will  prove 
a service  to  every  reader  of  this  Journal,  pho- 
tographer and  nonphotographer  alike. 


{Number  two  of  a series  on  Visual  Education  in  Medicine) 
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The  Hand  of  Comfort 


As  medical  doctors  we  are  in  the  most  favored  posi- 
tion of  all  men,  even  better  than  the  clergy,  to  com- 
fort our  fellow  man.  This  does  not  mean  merely 
the  relief  of  physical  pain,  though  this  is  important. 
It  means  the  giving  of  hope  or  the  softening  of  harsh 
news  when  it  must  be  faced. 

People  come  to  us  when  they  have  physical  dis- 
eases or  emotional  problems,  and  whether  real  or 
imaginary  such  problems  become  a threat  to  their 
continuing  on  in  their  present  status.  True  we  all 
face  death  but  a greater  fear  to  many  people  is  the 
continuing  of  life  in  a handicapped  fashion,  of  being 
dependent  on  others. 

All  of  us  are  accustomed  to  seeing  the  manifesta- 
tions of  fear  and  anxiety  that  come  over  patients 
when  they  “visit  the  doctor.”  The  fast  pulse,  the 
sweating,  the  elevated  blood  pressure  all  testify  to 


the  anxieties  patients  go  through  when  they  are 
being  examined  and  their  condition  is  being  evalu- 
ated. The  explanations  for  all  these  fears  could  be 
deep,  and  had  better  be  left  to  the  psychiatrists — 
our  point  is  that  under  such  circumstances  we  can 
do  a lot  to  allay  fear,  instill  confidence,  and  bring 
comfort  to  the  patient.  As  scientists  we  can  be 
brusk,  harsh,  and  even  arrogant — yet  with  such  an 
approach  we  may  render  the  very  best  medical  care 
as  far  as  the  disease  is  concerned.  Most  certainly 
we  will  emotionally  hurt  our  patient. 

Kindness,  sympathy,  understanding,  and  warmth 
of  feeling  toward  people  are  our  greatest  weapons  in 
extending  the  hand  of  comfort.  May  we  all  use 
these  weapons  more  and  truly  fulfill  one  of  the  many 
great  opportunities  offered  us  as  physicians. — 
Editorial , Westchester  Medical  Bulletin , October,  1957 
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Food  truly  shapes  our  future  directly  as  to 
our  own  personal  health,  happiness,  and 
ability  to  prevent  or  at  least  postpone  some  of  the 
ravages  of  disease  or  hasten  recovery  from  illness. 
Food  shapes  our  future  with  regard  to  our  own 
shape,  too,  whether  we  are  skinny,  desirably  lean, 
or  mildly  or  grossly  overfat.  We  know  that  the 
markedly  underweight  person  may  have  a 
more  difficult  time  if  he  becomes  sick.  We  also 
know  that  the  person  who  is  markedly  overweight 
for  some  reason  or  other  is  more  apt  to  have 
heart  disease,  diabetes,  some  forms  of  cancer, 
and  high  blood  pressure.  He  is  even  more  prone 
to  liver  troubles  and  appendicitis.  Not  only  is 
a markedly  overweight  person  more  likely  to 
have  these  conditions,  but  he  is  more  likely  to 
die  from  them.  The  mortality  among  the  grossly 
overweight  is  on  the  average  half  again  as  great 
as  for  people  of  lesser  weight.  So  one  can  see 
food  shapes  our  personal  futures  rather  directly, 
as  evidenced  by  these  few  examples.  Food 
shapes  our  future  in  other  ways,  too.  At  the 
moment  in  this  country  we  have  a surplus  of 


several  food  items  which  are  a problem  for  govern-  1 
ment  and  all  of  which  costs  each  of  us  money. 
But  food  shapes  our  future  in  the  international 
sense  as  well.  Most  of  the  world  does  not  have 
enough  food,  both  in  terms  of  total  calories  and 
in  terms  of  foods  which  provide  a sufficiency  of 
essential  nutrients. 

There  must  of  necessity  be  a certain  amount  of  1 
repetition  in  talking  about  food  for  adults  and  1 
talking  about  food  for  teenagers.  The  only 
practical  difference  is  in  amount  of  food,  and  the 
most  important  difference  is  that  as  we  grow 
older,  our  need  for  calories  decreases  because  we  1 
need  fewer  calories  to  maintain  ordinary  body 
processes  and  because  we  become  less  active 
physically.  Now  for  a brief  review. 

Calories  are  the  units  by  which  the  energy 
value  of  food  is  measured.  They  are  actually 
Units  of  heat,  and  1 calorie  represents  about  the  ; 
amount  of  heat  it  takes  to  make  one  .quart  of 
water  two  degrees  hotter  according  to  a household 
thermometer.  Another  way  of  saying  it  is  that 
the  heat  produced  by  the  complete  burning  of  an 
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|pple  of  about  80  calories  would  be  enough  to 
laise  a quart  of  water  to  a boil  from  room  temper- 
ature. 

| The  energy  from  food  is  used  by  the  body  for 
hree  purposes:  (1)  to  maintain  the  processes  of 
living,  such  as  the  beating  of  the  heart,  circu- 
ation  of  the  blood,  breathing,  and  the  main- 
enance  of  body  temperature,  (2)  for  everyday 
Activities,  such  as  standing,  walking,  eating,  and 
dressing,  and  (3)  for  performance  of  muscular 
l|vork. 

The  amount  of  energy  used  by  different  people 
i depends  in  part  on  their  size  and  is  proportional 
>o  their  skin  area.  Since  men  are  generally  bigger 
|,han  women,  men  on  the  average  need  more 
calories  than  women.  Also,  all  other  things 
Ipeing  equal,  females  use  less  energy  in  bodily 
I processes  and  in  physical  activity.  Children 
| peed  fewer  total  calories,  but  because  they  have 
\\i  larger  area  of  skin  in  proportion  to  their  weight 
and  because  they  are  more  active,  the  caloric 
peeds  of  children  in  proportion  to  their  size  are 
greater  than  for  adults.  On  the  other  hand,  as 
idults  grow  older  their  caloric  needs  decrease 
because  it  then  takes  fewer  calories  to  maintain 
bodily  processes,  and  as  people  age  they  become 
less  active  physically.  Caloric  requirements 
also  may  be  influenced  by,  among  other  things, 
health  and  disease,  race,  climate,  past  and  exist- 
ing levels  of  food  intake,  nutritional  rehabilita- 
tion, and  the  character  of  the  diet. 

In  addition,  caloric  requirements  may  vary 
'widely  even  in  individuals  of  the  same  physical 
type,  living  in  the  same  environment,  and  per- 
forming the  same  kind  of  work.  In  the  end,  the 
i caloric  requirement  of  any  individual  must  be 
judged  by  his  health  and  state  of  nutrition, 
especially  any  change  in  weight.  A single 
figure  in  a table  only  has  a general  relationship 
to  the  requirements  of  any  individual  in  the 
group  to  which  it  is  to  apply.  This  is  also  true 
for  requirements  for  vitamins  and  other  nutrients. 

As  Dr.  Hillman  has  pointed  out,  we  know  that 
1 quantitatively  the  nutrition  requirements  of 
boys  are  higher  during  adolescence  than  at  any 
I other  time,  and  the  requirements  of  the  girls  are 
higher  than  ever  before  but  not  as  high  as  they 
will  be  during  pregnancy  and  nursing.  It  is 
interesting  and  very  practical  to  compare  calories 
needed  at  various  ages  during  adulthood  with 
those  of  children.  For  example,  a twenty-five- 
I year-old  man,  according  to  the  Recommended 
I Dietary  Allowances  of  the  Food  and  Nutrition 


Board,  National  Research  Council,  and  using  him 
merely  as  a point  of  reference,  is  considered  to 
need  in  the  neighborhood  of  3,200  calories  daily. 
This  is  about  what  a fourteen-year-old  boy  needs. 
A forty-five-year-old  man  may  eat  about  2,900 
calories,  which  is  the  amount  that  a twelve-year- 
old  boy  eats.  A sixty-five-year-old  man  may  eat 
still  less,  say  2,600  calories,  which  is  in  the 
neighborhood  of  what  an  eleven-year-old  boy 
eats.  You  must  remember,  of  course,  that 
total  amount  of  calories  needed  by  any  individual 
is  a personal  thing  and  is  evidenced  best  by  his 
weight  and  body  composition. 

It  is  even  more  interesting  to  compare  women 
as  adults  and  as  young  girls.  Using  the  same 
point  of  reference,  the  twenty-five-year-old 
woman  needs  about  2,300  calories,  which  is  about 
the  amount  an  eleven-year-old  girl  would  con- 
sume. A forty-five-year-old  woman  needs  about 
2,100  calories,  which  is  no  more  than  an  eight- 
year-old  girl  needs.  And  then  if  we  go  to  a 
sixty-five-year-old  woman,  who  needs  about 
1,800  calories,  that  is  no  more  than  for  a six- 
and-one-half-year-old  girl.  We  must  also  re- 
member that  there  are  a very  considerable 
number  of  women  who  are  smaller  than  the  stand- 
ard woman  on  whom  those  figures  are  based. 
In  other  words,  she  may  actually  weigh  less  than 
121  pounds  and  be  shorter  than  5 feet  2 inches. 
When  we  get  down  to  1,600  calories,  which  is  as 
much  as  some  smaller  women  need  to  maintain 
their  weight  at  a desirable  level,  we  find  that’s 
the  amount  of  food  a five-year-old  child  eats. 
When  we  get  down  to  1,200  calories,  that’s 
sufficient  for  the  two-year-old. 

These  comparisons  serve  to  give  some  idea  ol 
the  quantity  of  food  and  the  fact  that,  once 
growth  is  achieved,  most  of  us  can  never  again 
eat  the  quantities  of  food  that  we  did  as  teen- 
agers and  not  gain  weight. 

The  second  point  to  remember  and  just  as 
important  is  that  everyone  needs  a sufficient 
amount  of  all  essential  nutrients  throughout  life, 
so  that  as  calories  are  decreased  as  we  grow  older, 
we  have  to  know  more  about  what  we  are  doing 
in  order  to  assure  ourselves  of  a sufficiency  of 
these  essential  nutrients  within  our  ever-decreas- 
ing caloric  limits.  Practically,  this  means  that 
there  is  less  and  less  room  for  lonely  calories, 
that  is,  calories  which  are  not  accompanied  by 
protein,  essential  minerals,  cr  vitamins.  These 
comprise  mainly  two  classes  of  foods.  The  first 
group,  sugars  and  syrups,  may  well  be  hidden 
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in  carbonated  beverages,  cakes,  and  pastries. 
The  second  group  includes  fats  and  oils  as  such. 
These  are  fat  pork  cuts,  butter,  margarine,  and 
cooking  and  salad  oils.  This  class  does  not 
include  the  fat  in  fluid  milk  or  in  poultry,  beef, 
and  lean  pork  or  in  vegetables  and  fruits.  About 
half  of  our  total  fat  intake  is  invisible.  Thus 
we  do  not  necessarily  realize  that  we  are  eating  it 
because  we  don’t  see  it.  However,  a further 
reduction  of  calories  may  be  made  by  cutting 
off  some,  if  not  all,  the  visible  fat  on  meat  and 
by  using  some  skim  instead  of  all  whole  milk. 

In  1952  about  one  third  of  the  food  available 
for  consumption  by  you  consisted  of  lonely 
calories.  The  implications  are  obvious  in  terms 
of  consuming  sufficient  amounts  of  total  nu- 
trients. There  just  isn’t  much  room  for  lonely 
calories  in  attempting  to  remain  well-nourished 
and  maintain  a desirable  weight. 

Some  eminently  sensible  advice  for  adults, 
suggested  by  the  director  of  your  Bureau  of 
Nutrition  in  the  New  York  City  Health  Depart- 
ment, is  essentially  as  follows.  Eat  adequate 
amounts  of  meat,  poultry,  or  fish,  which,  ac- 
cording to  “The  Essentials  of  an  Adequate 
Diet,”  the  successor  to  the  Basic  Seven,  means 
two  or  more  servings;  skim  milk,  fat-free  butter- 
milk, nonfat  cheese,  such  as  cottage  cheese  with- 
out cream  added,  with  eggs,  dry  peas,  and  beans 
as  alternates.  Emphasize  the  leaner  varieties 
of  meat  and  leave  the  visible  fat  of  the  meat  on 
the  plate.  Eat  fish  more  often,  and  bake,  roast, 
broil,  or  boil  meat,  poultry,  and  fish,  rather  than 
frying  it.  Second,  restrict  fatty  desserts  such  as 
pastries,  ice  cream,  and  cake,  fat  table  spreads, 
such  as  butter  and  margarine,  and  fried  foods  to 
infrequent,  special  occasions.  Third,  restrict 
visible  fat  consumption  to  one  ounce,  which  is 
about  two  level  tablespoons  per  person  per  day, 
with  a large  portion  of  this  from  liquid  oil,  such 
as  soybean,  corn,  peanut,  or  olive.  This  includes 
all  table  spreads,  salad  oils,  cooking  fats,  and 
cooking  oils.  Fourth,  restrict  fat  milk  con- 
sumption, that  is,  whole  milk,  condensed,  or  evap- 
orated, to  use  in  coffee  and  on  cereal.  In 
any  case,  and  we  are  talking  about  healthy 
adults,  whole  milk  and  whole  milk  cheeses  and 
milk  used  in  cooking  should  not  exceed  the  milk 
equivalent  of  two  cups  or  16  ounces  a day. 
An  ounce  of  hard  and  dessert-type  cheese  is 
equivalent  in  fat  to  one  cup  or  glass  of  whole 
milk,  and  of  course,  a half-cup  of  evaporated  or 
condensed  milk  is  equivalent  to  the  fat  in  one 


cup  of  whole  milk.  One  portion  of  ice  cream,  tin 
is,  about  one  third  of  a pint,  is  also  equivalent  i 
fat  content  to  a cup  of  whole  milk.  Pregnar 
and  nursing  women  and  others  having  an  ii 
creased  need  for  milk  protein  and  other  nonh 
nutrients  supplied  by  milk  can  meet  this  nee 
with  nonfat  milk.  Finally,  any  dietary  dt 
ficiency  in  calories  resulting  from  this  fat  re 
striction  may  be  made  up  when  indicated  by  ir 
creased  consumption  of  foods  such  as  breae 
cereals,  potatoes,  other  vegetables  and  fruit,  an 
fat-free  milk.  Doctor  Jolliffe  concludes  fr 
stating  moderation  in  all  things  is  the  bes 
advice.  And  I would  add,  moderate  exercise 
such  as  walking  a few  blocks  and  if  your  phj 
sician  approves,  would  also  help.  These  recom 
mendations,  if  wisely  followed,  will  certainl 
assist  in  keeping  weight  at  desirable  levels,  an 
support  a good  nutrition  state  in  healthy  persons 

It  would  be  very  good,  indeed,  if  there  wer 
specific  recommendations  that  could  be  made  o 
how  to  avoid  chronic  illness,  other  than  the  gen 
eral  statement  that  good  nutrition  status,  whic 
obviously  has  been  supported  by  adequate  die) 
over  the  years,  tends  to  make  one  more  able  ti 
withstand  the  stress  of  chronic  disease  and  post 
pone,  if  not  prevent,  some  of  the  complications 
The  diet  in  acute  illness  may  determine  the  subse 
quent  course  of  the  disease.  Chronic  illness  ma; 
often  be  avoided  by  adequate  attention  to  nutri 
tion  during  acute  illness,  but  nutrition  suppor 
during  chronic  illness  is  perhaps  the  most  im 
portant  factor  in  its  therapy  which  will  deter 
mine  how  long  one  is  ill  as  well  as  the  effect  oi 
length  of  life.  No  chronic  illness  tends  to  be  self 
limited,  but  neglect  may  accelerate  progression 
Control  rather  than  cure  becomes  the  objective 
and  this  can  be  achieved  more  readily  if  nutritioi 
support  is  adequate.  The  basic  dietary  require 
ments  of  the  chronically  ill  are  essentially  th< 
same  as  those  of  the  well  person,  but  the  pro 
longed  illness  itself  may  require  changes  ii 
amounts,  and  at  times  in  kinds,  of  food.  Chroni< 
illness,  progressing  hand  in  hand  with  poo 
nutrition  status,  may  find  the  person  worse  off  a! 
a result  of  the  two  unfavorable  conditions.  Ai 
the  same  time  the  disease  and  disability  may  worl 
against  the  person’s  meeting  his  nutrition  needs 
and  thus  a vicious  cycle  may  be  set  up.  Cer- 
tainly, attending  to  a chronically  ill  malnourishec 
person  by  providing  nutritional  support  would  ai 
least  offer  a breakthrough  in  disruption  of  this 
vicious  cycle. 
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3 As  mentioned  earlier,  the  needs  of  the  old 
>erson  for  essential  nutrients  other  than  calories 
f|je  about  the  same  as  for  younger  persons, 
regain  as  mentioned  before,  the  problem  centers 
a round  their  consuming  these  essential  nutrients 

3n  relatively  small  amounts  of  food.  This  prob- 
em  is  compounded  by  likes  and  dislikes  which 
lave  become  more  individualized  over  the  years, 
ffi  requent  inability  to  eat  more  than  a small 
"Amount  of  food  at  one  time,  which  indicates  the 
Aieed  for  more  frequent  meals  or  snacks,  and  the 
Physical  handicaps  with  which  many  old  people 
^ire  plagued.  It  is  truly  amazing  what  an  ade- 
quate diet  can  do  for  lessening  the  disabilities  of 
• nany  old  people. 

From  all  that  has  been  said  it  would  be  readily 
■'ipparent  that  persons  who  are  trying  to  lose 
weight  need  all  these  essentials  in  the  diet,  and 
' :he  deficit  should  not  be  in  nutrients  but  in  calo- 
ries. It  ordinarily  has  taken  a rather  long  period 
on^f  time  to  put  the  weight  on,  and  it  takes  time  to 
-Hake  it  off  safely,  and  a continued  positive  effort 
far  most  people  to  keep  it  off.  Since  it  is  not 
leluncommon  for  these  persons  to  have  dietary  in- 
adequacies in  essential  nutrients,  it  becomes  very 
^evident  that  a diet  designed  to  take  off  weight, 
:^and  in  which  there  is  room  for  little  in  the  way  of 
e* lonely  calories,  must  be  designed  to  meet  physio- 
logic needs  in  order  to  avoid  rather  disastrous 
iiconsequences.  When  there  is  an  insufficiency  of 
rt protein  in  a reducing  diet,  the  person  is  actually 
i-losing  some  of  his  own  protein  rather  than  losing 
^exclusively  some  of  his  excess  fat,  which  is  the 
ijtrue  object  of  a reducing  regimen.  There  is  no 
question  that  a sufficiency  in  protein  is  necessary 
).for  health,  and  inadequacy  of  it  will  promote 
'-muscular  wasting  and  lowered  resistance  to  dis- 
ease, illness,  major  operation,  or  severe  injury, 
-and  the  results  therefrom  will  be  intensified  in  a 
f protein  deficiency.  Of  course,  a sufficiency  of 
- minerals  and  vitamins  is  also  essential. 

1 Let’s  face  facts,  reducing  diets  wffiich  are  in- 
j adequate  from  the  point  of  view  of  content  of 

;; 

I 


essential  nutrients  are  the  equivalent  of  your 
voluntarily  placing  yourself  on  a starvation  diet. 
This  is  no  different  than  what  you  might  have 
had  in  a prisoner  of  war  camp,  or  of  putting  your- 
self in  the  position  of  perhaps  a majority  of  people 
in  the  world  who  are  suffering  from  malnutrition. 
We  have  all  heard  stories,  read  articles,  and  seen 
pictures  of  such  persons.  Of  course,  most  of  you 
will  not  remain  on  such  an  inadequate  diet  for  an 
extended  period  of  time  because  the  usual  story 
is  that  you  just  can’t  take  it  and  go  about  your 
daily  activities.  This  is  indeed  proof  of  its  in- 
adequacy. One  of  two  things  may  happen. 
One  is  that  you  continue  on,  or  at  least  start  on 
each  new  fad  diet  that  comes  out,  and  after  a 
short  time  give  it  up,  or  you  persist  with  one  of 
these  and  get  into  trouble.  Another  important 
point  is  that  inadequate  diets  offer  no  long-term 
assistance  because  desirable  eating  habits  are  not 
learned,  and  thus  there  is  no  way  to  maintain  a 
weight  loss  at  the  desired  level  if  you  have  been 
successful  in  getting  to  it.  There  aren’t  any 
short  cuts. 

In  brief,  there  is  great  need  to  use  the  practical 
points  in  the  scientific  knowledge  of  nutrition  in 
order  to  best  maintain  our  health  as  we  grow 
older.  This  is  especially  true  as  we  grow  older 
because  greater  wisdom  is  necessary  in  cutting 
down  on  calories  and  at  the  same  time  maintain- 
ing an  adequate  intake  of  essential  nutrients. 
This  is  particularly  true  in  chronic  illness,  where 
the  effects  of  malnutrition  can  worsen  the  effects 
of  the  disease  and  vice  versa,  and  in  attempts  to 
satisfactorily  take  off  weight.  The  greatest 
single  advance  in  improving  nutrition  status  in 
this  country  rests  in  the  hands  of  the  individual, 
whereby  throughout  life  he  enjoys  appetizing 
food  in  pleasant  surroundings  to  the  extent  that 
he  achieves  a sufficiency  but  not  excess  of  calories 
and  essential  nutrients,  thereby  preventing  the 
development  of  obesity  and  of  insidious  mal- 
nutrition. 

84  Holland  Avenue 


( Number  four  in  a series  of  Health  Forums ) 


There  is  nothing  so  easy  hut  that  it  becomes  difficult  when  you  do  it  with  reluctance. — 
Terrence 
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CASE  REPORTS 


Immediate  Treatment  of  Chemical  Burns  of  the  Eye 


CHARLES  L.  SETTEMBRINI,  M.D.,  MOUNT  VERNON,  NEW  YORK 


rpiHis  case  is  reported  solely  to  reiterate  the  very 
damaging  effects  of  the  included  chemicals  and  to 
re-emphasize  the  importance  of  immediate  and  co- 
pious irrigation  of  the  eye  when  it  is  exposed  to  any 
foreign  chemical  substance.  The  complete  recovery 
of  vision  in  this  case  should  not  be  misconstrued  and 
lead  one  to  complacency.  It  should  emphasize  the 
severe  pathologic  changes  that  can  occur  with  ex- 
posure to  very  dilute  brass  plating  solution.  It 
should  also  promote  the  slogan  in  industrial  chemical 
injuries  to  the  eye:  “Be  never  in  doubt,  always  wash 
it  out  with  plain  water  immediately.” 

Brass  plating  solution  (300-gallon  tank)  consists 
of  the  following  chemicals  in  ounces  to  the  gallon: 
copper  cyanide  (10),  zinc  cyanide  (1),  sodium  cya- 
nide (6),  and  potassium  hydroxide  (12).  The  effects 
of  these  components  are  as  follows : 

Cyanides  can  inhibit  the  migration  of  corneal 
epithelial  cells,  which  is  the  initial  step  in  healing  of 
an  abrasion,  but  there  is  no  interference  with  cellu- 
lar cohesion.1  It  has  been  demonstrated  that  injec- 
tions of  sodium  cyanide  in  corneal  stroma  in  dilution 
of  0.001  M causes  a slight  turbid  reaction,  and  in 
dilution  of  0. 1 M it  causes  a marked  cloudiness  of  the 
cornea.2 

Copper  has  a caustic  action  similar  to  silver.  It  is 
a heavy  metal  and  has  the  property  of  forming  gran- 
ular deposits  sometimes  extracellularly  and  some- 
times intracellularly . 3 

Zinc  can  cause  opacification  and  encrusation  of  the 
cornea.4 

Sodium  hydroxide  (caustic  soda  NaOH)  and 
potassium  hydroxide  (caustic  potash  KOH)  damage 
the  corneal  epithelium  in  solutions  as  dilute  as 
0.02  per  cent.  In  stronger  solutions  they  produce 
rapid  coagulation  of  the  epithelium  and  dense  wdiite 
opacities  in  the  underlying  stroma,  surrounded  by 
intense  edema.5-6 

Case  History 

This  patient,  a twenty-five-year-old,  healthy 
Negro,  was  seen  on  November  13,  1956.  He  stated 
that  some  brass  solution  had  splashed  into  his  left 
eye  twenty-four  hours  earlier.  Immediate  copious 
irrigation  with  plain  w'ater  was  employed  at  the 


factory.  He  was  treated  with  Sulamyd  by  his  local 
medical  doctor  but  noted  progressive  loss  of  vision,  fo 
sensitivity  to  light,  and  scratchiness  of  the  left  eye.  ar 
On  examination  there  wras  mild  lid  edema,  moderate 
injection  of  the  conjunctiva,  and  a corneal  abrasion 
at  6 o’clock,  2 mm.  from  the  limbus.  There  was  , 
moderate  tearing.  The  visual  acuity  was  right  eye  1 
20/20;  left  eye  20/70.  “ 31 

Initial  slit  lamp  examination  revealed  heavy 
exudates  on  Descemet’s  membrane,  extending  in  a 
circular  direction  from  6 o’clock  nasally  and  supe- 
riorly to  12  o’clock.  The  exudate  was  continuous 
with  irregular  borders  and  had  a brownish  tint,  it 
wras  1 mm.  from  the  limbus  and  2 mm.  in  width. 
Temporally  completing  the  exudative  half-circle 
were  radial  striae  in  Descemet’s  membrane  extend- 
ing from  the  temporal  pupillary  border  to  within 
2 mm.  of  the  limbus.  The  corneal  stroma  was 
slightly  hazy  adjacent  to  the  exudate  and  striae. 

Fundus  examination  was  normal  as  was  ocular  t 
tension.  Homatropine  2 per  cent  was  instilled,  r 
and  Metimyd  eye  drops  (Schering)  were  prescribed  s 
every  three  hours  with  hot  compresses.  The  - 
patient  was  seen  two  days  later  and  complained  of  t 
more  blurring,  but  the  pain  was  less.  His  vision  £ 
was  now  20/400.  On  external  examination  there  ( 
was  minimal  conjunctival  and  ciliary  injection. 
However,  on  gross  and  slit  lamp  examination  the  j 
cornea  was  completely  hazy.  The  abrasion  was 
healed,  but  the  stoma  was  lightly  infiltrated  and  ( 
thickened.  Descemet’s  membrane  had  a milky  , 
appearance.  Heavy  folds  were  present,  radiating 
from  the  center  to  within  1 mm.  of  the  limbus  and 
having  a stellate  appearance.  The  exudate  nasally 
was  not  as  pronounced.  The  anterior  chamber  and 
iris  details  were  no  longer  visible  through  this  milky 
edematous  cornea.  The  changes  were  so  dramatic 
that  consultation  wras  obtained  and  Hydrocortone 
2.5  per  cent  every  two  hours  and  homatropine  2 
per  cent  was  instituted.  There  was  no  clearing  for 
four  days  (November  19).  The  vision  improved  to 
20/200  on  the  fifth  day.  The  patient  complained 
of  increased  sensitivity  to  light.  The  folds  de- 
creased in  depth  and  width,  and  the  transparency 
improved.  However,  on  the  seventh  day  there 
appeared  on  the  corneal  surface  multiple  epithelial 
vesicles,  pin-point  in  size.  At  the  area  of  original 
abrasion  a superficial  vessel  could  be  seen  growing  in 
from  the  limbus.  Both  disappeared  as  the  deeper 
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layers  began  clearing  on  the  eleventh  day.  On 
November  26,  (fourteen  days  following  the  injury) 
the  cornea  was  clear  but  slightly  thickened.  Vision 
was  20/200  correctable  to  20/40  with  a —1.50 
sphere.  The  patient  now  complained  of  occasional 
pain,  and  Metimyd  ointment  was  resumed  three 
times  a day.  The  vision  progressively  improved 
and  on  December  28  (six  weeks  following  injury) 
was  20/30  correctable  to  20/25  with  —0.25  sphere. 
The  only  residuals  of  the  severe  acute  descemetitis 
are  very  fine  pigment  deposits,  especially  in  the 
lower  third  of  the  cornea.  The  patient  continues  to 
complain  of  occasional  sharp  pain  in  the  eye. 

Summary  and  Conclusion 

1.  Dramatic  physiopathologic  changes  of  the 
cornea  following  exposure  to  brass  plating  solution 
are  described  as  observed  by  daily  slit  lamp  exami- 
nation. 

2.  These  changes,  though  severe,  were  reversible 
due  to  immediate  copious  irrigation  with  plain  water 
and  minimal  exposure  to  the  solution. 


This  case  is  presented  to  re-emphasize  that  simple 
but  not  universally  known  fact  of  immediate  removal 
of  a noxious  agent  or  chemical  by  immediate  copious 
irrigation  with  the  nearest  water  available.  Wash- 
ing out  the  eye  with  liberal  amounts  of  water  for  ten 
to  fifteen  minutes  may  preserve  vision  if  done  im- 
mediately. 

The  above  treatment  should  be  accordingly  aug- 
mented on  determination  of  the  residual  damage  and 
penetration  of  the  agent.  Cortisone  and  grafting 
have  been  helpful  in  the  more  severe  penetrations. 


Dr.  Carl  O.  Vrooman  (honorary  surgeon,  New  York  Eye  & 
Ear  Infirmary),  Mount  Vernon,  New  York,  was  most  helpful 
in  the  management  of  this  case. 
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Residency , Internship  Training  Increases 


More  than  thirty  thousand  physicians  last  year 
took  graduate  training  either  as  an  intern  or  as  a 
resident.  According  to  the  annual  report  on  intern- 
ships and  residencies  prepared  by  the  American 
Medical  Association’s  Council  on  Medical  Educa- 
tion and  Hospitals,  the  number  of  medical  school 
graduates  taking  further  training  continued  to  in- 
crease in  1956-1957. 

There  were  9,893  graduates  serving  internships 
in  1956-1957,  an  increase  of  290  over  1955-1956, 
while  23,012  were  serving  residencies,  an  increase 
of  1,587  over  the  preceding  year.  The  training  was 
offered  by  1,372  approved  hospitals. 

The  percentage  of  available  internship  and  resi- 
dency positions  filled  in  1956-1957  remained  the 
same  as  that  of  1955-1956.  Respectively  they  were 
83  and  81  per  cent  filled. 

The  report  in  the  October  5 Journal  of  the  A.M.A. 
also  showed: 

During  the  past  ten  years,  there  has  been  an  in- 
crease of  6 per  cent  in  the  number  of  approved  hos- 
pitals and  an  increase  of  31  per  cent  in  the  number  of 
internships  offered. 

The  number  of  interns  per  hospital  has  increased 
from  11.2  ten  years  ago  to  13.9  in  1956-1957. 

Federal  hospitals  offered  5.4  per  cent  of  the  avail- 
able internships,  while  nonfederal  governmental 
hospitals  offered  32  per  cent,  and  nongovernmental 
institutions  the  remainder.  The  Federal  hospitals 
had  the  highest  rate  of  filled  positions,  with  Army 
hospitals  having  no  vacancies  and  Public  Health 


Service  hospitals  having  99  per  cent  filled.  County 
and  state  hospitals  had  occupancy  rates  of  91  and 
89  per  cent  respectively. 

There  has  been  an  increase  in  the  average  monthly 
cash  stipend  paid  to  interns.  Hospitals  affiliated 
with  teaching  institutions  raised  their  stipends  from 
an  average  of  $87  in  1954  to  $140  in  1956,  while  non- 
affiliated  hospitals  raised  their  stipends  from  an 
average  of  $136  to  $177. 

The  report  listed  those  hospitals  with  the  highest 
autopsy  rates,  pointing  out  that  the  autopsy  rate 
is  regarded  as  “an  index  of  the  scientific  interest  of 
the  medical  staff  in  medical  education  and  in  the 
progress  of  medicine.”  Hospitals  with  low  rates 
are  being  urged  to  increase  the  number  of  autopsies 
performed. 

The  National  Intern  Matching  Program,  which 
matches  interns  to  the  hospitals  in  which  they  wish 
to  train,  has  matched  more  than  35,000  students  in 
the  last  six  years  without  an  error. 

There  are  17  residency  review  and  conference  com- 
mittees which  function  as  joint  liaison  groups  of  the 
A.M.A.  Council  on  Medical  Education  and  Hos- 
pitals with  various  specialty  boards  and,  in  certain 
instances,  the  American  College  of  Physicians,  the 
American  College  of  Surgeons,  and  the  American 
Academy  of  General  Practice. 

Seven  specialties  accounting  for  more  than  three 
fourths  of  all  approved  residencies  offered  were  sur- 
gery, internal  medicine,  pathology,  obstetrics- 
gynecology,  radiology,  psychiatry,  and  pediatrics. 
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Carpal  Tunnel  Compression  Median  Neuropathy  Treated 

Nonsurgically 


HARVEY  P.  KOPELL,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
(From  the  Department  of  Orthopedic  Surgery,  New  York  University-Bellevue  Medical  Center) 


jy/TEDIAN  nerve  neuropathy  frequently  has  been 
described  following  trauma  or  bone  deformity.1 
It  may  also  occur  without  known  cause,  either  uni- 
laterally or  bilaterally.2’3  This  condition  has  been 
called  the  carpal  tunnel  compression  syndrome 
and  its  cause  has  been  ascribed  to  neuromata3  and 
to  a chronic  tenosynovitis  of  the  flexor  tendons  in 
the  carpal  tunnel.4 

The  median  nerve,  which  supplies  motor  and 
sensory  fibers  to  the  hand,  passes  from  the  forearm 
into  the  hand  through  the  palmar  carpal  tunnel. 
The  tunnel  cover  is  formed  by  the  transverse  carpal 
ligament,  its  floor  and  walls  by  the  carpal  bones  and 
fibrous  tissue.  The  ligament  is  a strong  inelastic 
structure.  Occupying  the  tunnel  with  the  median 
nerve  are  the  finger  flexors  in  their  sheaths.  Be- 
cause of  the  nature  of  the  tunnel  limits,  there  is  little 
room  for  any  alteration  in  relative  patency,  either 
by  residuals  of  trauma  to  the  bone  floor  or  produc- 
tive fibrous  changes  in  the  transverse  carpal  liga- 
ment or  the  tendon  complex.  This  is  a region  of  vul- 
nerability of  the  median  nerve  to  any  pressure  alter- 
ations. 

The  median  nerve  beyond  this  point  supplies  the 
opponens  pollicis,  the  abductor  pollicis  brevis,  the 
first  and  second  lumbricals,  and  the  sensation  of  the 
palmar  surface  of  the  first,  second,  and  varying 
portions  of  the  third  digit.  The  sensory  supply 
begins  almost  at  the  wrist  crease  and  extends  over 
the  dorsum  of  the  fingers  to  the  level  of  the  distal 
interphalangeal  joints.  For  practical  purposes  the 
major  motor  function  of  the  nerve  past  the  tunnel 
is  opposition  of  the  thumb.  A compression  neurop- 
athy may  occur  gradually  or  suddenly  as  illus- 
trated in  the  following  case. 

Case  Report 

The  patient  (R.  H.)  was  a sixty-year-old  female 
who  complained  of  constant  severe  burning  pain  in 
her  right  first,  second,  and  third  fingers.  The  pain 
began  suddenly  six  weeks  prior  to  her  first  visit 
with  no  known  antecedent  trauma  or  disease.  The 
pain  was  of  such  severity  as  to  prevent  sleep  even 
with  the  aid  of  narcotics.  No  change  in  symptoms 
resulted  from  alteration  in  position  of  head,  neck, 
shoulder,  elbow,  or  wrist.  The  patient  had  previ- 
ously experienced  upper  extremity  pain  which  had 
been  interpreted  as  of  peripheral  vascular  or  cervi- 
cal arthritic  origin.  Prior  to  her  visit  cervical 
x-rays  showing  narrowing  of  the  C5-6  interspace  had 
been  described  elsewhere  as  of  immediate  signifi- 


Fig.  1.  Appearance  of  both  hands  showing  atrophy 
of  the  thenar  eminences.  The  area  of  maximum  atro- 
phy which  is  at  the  base  corresponds  to  muscle  mass  of 
the  opponens. 


Fig.  2.  Normal  opponens  action  of  examiners  hands 
on  left  compared  to  patient  on  right.  Notice  relation- 
ship of  the  plane  of  the  thumbnail  to.  other  fingers  and 
difference  in  muscle  mass  of  the  thenar  eminence. 


cance  and  traction  was  advised. 

On  examination  the  patient  was  in  acute  dis- 
tress. There  was  no  comfortable  position  for  the 
right  upper  extremity.  Neck  motions  were  free. 
Manual  head  traction  did  not  lessen  the  pain.  No 
trigger  or  tender  areas  were  found  above  the  wrist. 
Both  hands  showed  marked  atrophy  of  the  opponens 
component  of  the  thenar  eminence  (Fig.  1).  The 
power  to  truly  oppose  the  thumb  was  poor  bilater- 
ally, worse  on  the  right  (Fig.  2).  The  right  hand 
presented  anesthesia  to  pin  prick  and  touch  over 
the  palmar  surface  of  the  first,  second,  and  third 


744 


New  York  State  J.  Med. 


CARPAL  TUNNEL  COMPRESSION  MEDIAN  NEUROPATHY  TREATED  NONSURGICALLY 


Fig.  3.  Shaded  area  is  the  palmar  distribution  of  anes- 
thesia at  first  visit. 


fingers  beginning  at  the  wrist  and  extending  over 
the  dorsum  of  these  fingers  to  the  distal  interpha- 
langeal  joints  (Fig.  3).  The  extent  of  cutaneous 
anesthesia  also  circumscribed  the  pain.  There  was 
no  anesthesia  in  the  left  hand.  Pressure  on  the 
transverse  carpal  ligament  and  hyperextension  of 
the  second  and  third  fingers  caused  an  increase  in 
the  pain.  No  other  neurologic  findings  were  pres- 
ent. Anteroposterior,  lateral,  and  special  carpal 
tunnel  x-rays  of  the  wrist  were  negative. 

X-rays  of  the  neck  showed  narrowing  of  the 
C5-6  interspace  with  some  hypertrophic  changes. 
Complete  blood  count,  erythrocyte  sedimentation 
rate,  and  uric  acid  values  all  were  normal. 

The  diagnosis  was  made  of  chronic  bilateral  carpal 
tunnel  compression  median  neuropathy  with  an 
acute  exacerbation  on  the  right.  It  was  believed 
to  be  secondary  to  a chronic  tenosynovitic  expan- 
sion within  the  tunnel;  the  right  side  presenting  an 


acute  flareup. 

The  operation  of  sectioning  the  transverse  carpal 
ligament  which  had  been  described  in  the  litarature 
was  proposed  to  the  patient.  As  she  was  reluctant 
but  in  severe  distress,  the  carpal  tunnel  under  the 
ligament  was  infiltrated  with  0.5  cc.  of  hydrocor- 
tone  50  mg.  per  cc.  This  was  done  as  a therapeutic 
trial  for  localization  and  in  the  hope  of  giving  some 
temporary  relief  while  the  laboratory  work  was 
being  done. 

However,  the  injection  proved  so  successful  as  to 
dispel  any  surgical  considerations  from  the  patient’s 
mind.  The  argument  of  possible  partial  restoration 
of  opponens  action  and  quicker  return  of  sensation 
had  little  attraction  after  the  urgency  of  the  pain 
had  ceased.  Within  two  days  pain  was  present  only 
at  the  tip  of  the  index  finger  and  the  palmar  anes- 
thesia had  started  to  migrate  distally.  Narcotics 
were  no  longer  necessary. 

The  patient  was  reinjected  at  one  week  intervals 
for  three  weeks.  Within  one  month  hypesthesia 
was  present  only  at  the  tips  of  the  index  and  third 
fingers.  Pain  was  gone.  The  return  of  normal 
sensation  to  these  fingers  was  practically  complete 
in  two  months.  The  appearance  and  function  of 
the  thenar  eminence  has  remained  unchanged. 

Two  weeks  after  the  last  hydrocortone  injection, 
when  it  was  apparent  no  more  would  be  needed,  the 
patient  was  started  on  high  vitamin  B therapy  to 
facilitate  nerve  function  return.  It  was  felt  that 
this  could  not  then  interfere  with  the  observation 
on  hydrocortone  action. 

Conclusion 

A case  has  been  presented  of  chronic  bilateral 
carpal  tunnel  compression  median  neuropathy  mani- 
festing an  acute  exacerbation  on  one  side.  From 
the  literature  it  was  assumed  that  the  cause  is  a 
chronic  tenosynovitis  of  the  flexor  tendons  within 
this  space.  Because  of  the  success  of  a therapeutic 
trial  with  hydrocortone,  it  was  not  possible  to  con- 
firm the  assumption  by  direct  observation. 

2 East  10th  Street 
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A young  gentleman  may  be  over-careful  of  himself,  or  he  may  be  under-careful  of  himself 
. . . .But  let  him  go  to  whichever  extreme  he  may,  sir,  there's  a young  lady  in  both  of  'em. — 
Charles  Dickens 
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Labor's  Interest  in  Medical  Care* 


NELSON  H.  CRUIKSHANK,  WASHINGTON,  D.C. 

{Director,  Department  of  Social  Security,  American  Federation  of  Labor  and  Congress  of  Industrial 

Organizations) 


Tnterest  in  medical  care  is  interest  in  the  pro- 
longation of  life  itself  for  the  individual  and  for 
his  family  and  his  friends.  That  interest  is  univer- 
sal. And,  of  course,  it  is  an  interest  not  only  in  the 
prolongation  of  life  but  also  in  the  improvement  in 
the  quality  of  life  so  inseparable  from  the  concept  of 
health  as  a positive  entity,  not  just  the  absence  of 
disease. 

The  Worker  and  Medical  Care 

Organized  labor’s  interest  in  medical  care  takes  on 
an  added  significance  because  it  represents  the  larg- 
est single  body  of  consumers  or  recipients  of  medical 
care  who  are  in  a position  to  do  anything  about  it. 
The  members  of  labor  unions  in  this  country,  to- 
gether with  the  members  of  their  immediate  fami- 
lies, represent  over  40,000,000  people.  The  bread- 
winners of  these  family  groups,  organized  into  effec- 
tive collective-bargaining  agencies,  have  demon- 
strated that  they  are  in  a position  to  do  something 
about  medical  care — halting  and  stumbling  and 
even  misguided  as  their  efforts  have  sometimes  been. 

Organized  labor  also  has  a direct  economic  interest 
in  the  availability  and  the  quality  of  medical  care 
provided  its  members.  Contran^  to  the  practice  and 
policy  of  many  of  the  large  organized  groups  in 
Europe,  the  labor  movement  in  the  United  States  has 
never  become  actively  identified,  on  any  significant 
scale,  with  the  consumers’  cooperative  movement. 
Through  the  negotiation  of  health  and  welfare  plans, 
however,  the  unions  have  in  effect  entered  on  the 


* Presented  at  the  twenty-first  annual  meeting  of  the 
Massachusetts  Hospital  Association,  Boston,  May  9,  1957, 
and  reprinted  by  permission  from  the  New  England  Journal 
of  Medicine , 257:  866  (Oct.  31)  1957. 


greatest  mass-purchasing  program  that  has  been  wit- 
nessed in  this  country,  or  perhaps  anywhere  in  the 
world. 

Health  Insurance 

It  is  fruitless  to  argue  over  whether  the  benefits 
provided  under  a welfare  plan  or  the  amounts  of 
money  set  aside  in  welfare  funds  represent  wages  in 
a technical  sense.  One  cannot  escape  the  fact,  how- 
ever, that  they  are  available  to  a worker  covered 
under  such  a plan  in  recognition  of  services  rendered 
or  work  performed  by  him  for  his  employer,  and  in 
many  cases,  of  course,  in  the  so-called  contributory 
plans,  the  worker  makes  a direct  cash  outlay  from 
his  own  pocket.  The  amounts  now  going  into  these 
health  and  welfare  plans,  exclusive  of  those  going 
into  pension  programs,  life  insurance  and  temporary- 
disability  plans,  total  more  than  $1,250,000,000  a 
year.  It  is  estimated  that  upward  of  $500,000,000 
a year  goes  for  the  purchase  of  health  insurance  and 
services  under  plans  established  through  collective 
bargaining. 

With  such  a large  apportionment  of  the  wage  dol- 
lar to  the  procurement  of  health  protection,  in  one 
form  or  another,  it  is  only  to  be  expected  that  labor 
should  be  concerned  with  the  adequacj"  and  the 
quality  of  the  protection  obtained.  A wholly  new 
set  of  responsibilities  devolves  upon  labor  organi- 
zations and  labor  representatives.  Whereas  hereto- 
fore they  have  been  responsible  for  negotiating,  on 
behalf  of  those  the.y  represent,  the  best  they  could 
bargain  for  in  hours,  wages,  and  working  conditions, 
they  are  now  responsible,  practically  in  the  capacity 
of  purchasing  agents,  for  obtaining  the  best  available 
medical  care  and  service  for  their  members  and  their 
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families. 

There  are  times  when,  I must  confess,  I find  my- 
self wishing  that  this  venture  into  mass  purchasing 
might  have  started  with  some  common  commodity 
in  which  the  standards  were  simple  and  objective — 
some  consumers’  goods  like  men’s  clothing,  for  ex- 
ample, or  even  automobiles  or  houses.  But  in  typi- 
cal American  fashion,  labor’s  first  plunge  had  to  be 
on  a gargantuan  scale  and  in  an  area  of  consumer 
service  where  criteria  are  even  less  objective  than 
those  available  for  such  consumer  items  as  ladies’ 
hats.  It  had  to  be  in  the  area  of  medical  care! 
This  is  an  area  not  only  peculiarly  lacking  in  stand- 
ards readily  recognizable  to  the  consumer  but  also  in 
which  there  is  the  least  adherence  to  the  single  price 
principle  generally  characteristic  of  the  American 
commodity  market. 

In  view  of  the  complexity  and  magnitude  of  the 
new  responsibilities  suddenly  thrust  upon  the  labor 
representative,  is  it  any  wonder  that  some  of  them 
have  fallen  short  of  meeting  the  exacting  require- 
ments of  a purchasing  agent  for  health  protection? 
Is  it  any  wonder  that  many  of  them  have  turned  to 
the  “consultant”  or  broker,  or  the  agent  of  a com- 
mercial insurance  carrier  for  guidance — even  though 
they  often  suspect  that  the  advice  will  be  something 
less  than  completely  objective?  And  in  view  of  the 
vast  sums  of  money  so  suddenly  channeled  into  this 
field  and  with  the  acquisitive  instincts  of  human 
beings,  being  as  they  are,  is  it  any  wonder  that  a 
veritable  horde  of  such  consultants,  advisers,  agents, 
and  carriers  have  appeared,  declaring  themselves 
able  and  willing  to  lift  this  added  load  from  the 
shoulders  of  the  harassed  labor  representative?  It 
is  said  that  nature  abhors  a vacuum,  but  nature’s 
attitude  toward  such  a condition  is  one  of  gentle 
tolerance  compared  to  the  attitude  of  an  insurance 
carrier  toward  a health  and  welfare  fund  in  the  proc- 
ess of  negotiation  or  newly  established  through  col- 
lective bargaining. 

This  combination  of  aggressiveness  on  the  part  of 
the  commercial  interests  and  the  inadequate  experi- 
ence and  understanding  of  needs — or  sometimes 
sheer  laziness,  or  worse — on  the  part  of  some  labor 
representatives  has  resulted  in  an  overemphasis  on 
obtaining  prepayment  of  some  aspects  of  medical 
care,  with  little  or  no  attention  to  the  adequacy  of 
the  coverage  or  the  quality  of  the  care  given.  Labor 
representatives  have  been  too  content  to  rest  on  the 
achievement  of  a $300  surgical  fee  schedule  or  a so- 
called  “major-medical”  plan.  They  have  been  in- 
toxicated by  the  statistics  showing  the  millions  of 
dollars  paid  out  in  medical  and  hospital  benefits  even 
while  many  insurance  plans,  by  their  very  nature, 
are  contributing  to  the  relentless  inflation  of  costs  of 
medical  care.  (The  index  of  consumer  prices  shows 
a 6.3  per  cent  increase  in  prices  of  all  consumer  goods 
for  the  five-jrear  period  ending  December,  1956,  but 


for  medical  care,  the  increase  has  been  21.2  per  cent, 
and  the  component  of  hospital  costs  alone  during 
the  same  period  has  increased  40.1  per  cent.)  Union 
officials  have  tended  to  think  too  much  in  terms  of 
insurance  and  not  enough  in  terms  of  health. 

There  are,  however,  other  forces  at  work.  Trade 
unions  are  coming  increasingly  to  the  realization 
that  the  attainment  of  their  objectives  in  the  health- 
insurance  field  requires  their  active  interest  in  the 
manner  in  which  medical  services  are  organized  and 
provided.  They  are  becoming  ever  more  aware 
that  in  this  field  the  task  of  protecting  and  advanc- 
ing their  members’  interests  cannot  be  accomplished 
through  the  traditional  process  of  collective  bar- 
gaining with  employers. 

The  solution  lies,  in  large  part,  outside  the  area  of 
the  union-management  agreement.  The  organiza- 
tional and  collective-bargaining  process  must  be  ex- 
tended into  a new  dimension  through  negotiations, 
agreements,  and  arrangements  with  third  parties — 
the  providers  of  medical  services  and  facilities. 
Only  in  this  way  can  the  job  of  translating  health 
and  welfare  funds  into  better  medical  care  be  effec- 
tively accomplished. 

Trade  unions  are  also  recognizing  that  this  kind  of 
negotiation  calls  for  a different  set  of  skills  from  those 
demanded  in  the  old  bargaining  for  wages,  hours,  and 
conditions.  Negotiators  need  to  know  something 
about  the  organization  and  distribution  of  medical 
care  and  services.  This  is  not  to  say  that  those 
representing  labor  in  this  area  need  be  doctors — or 
that  they  should  be  in  a position  to  dictate  terms  to 
members  of  the  medical  profession  or  to  hospital  ad- 
ministrators. On  the  occasion  of  dedicating  the  new 
labor  health  center  in  Philadelphia  last  February, 
President  George  Meany  spoke  to  this  point.  Re- 
ferring to  the  doctors  staffing  the  new  center,  he 
said: 

To  such  men,  we  are  deeply  grateful — and  we  can 
offer  them  in  turn  the  assurance  that  labor  respects 
their  rights,  their  standards,  and  their  integrity.  We 
have  no  urge  to  dictate  or  to  control  the  practice  of 
medicine,  for  we  know  that  we  are  not  competent  to 
do  so.  We  want  only  to  help  bring  into  being  the 
kind  of  programs  and  facilities  that  will  attract  the 
best  doctors  and  that  will  bring  out  the  best  that  is  in 
them.  We  favor  any  method  of  organization  and 
payment  that  will  enable  them  to  practice  freely  as 
their  professional  judgment  indicates,  with  no  eco- 
nomic barriers  between  our  members  and  their 
services. 

The  problems  of  negotiating  in  this  area  require  a 
mutual  respect  for  the  professional  rights  of  each 
party.  If  labor  representatives  attempted  to  dic- 
tate matters  involving  medical  practice,  doctors 
would  quite  justly  resent  it.  They  could  rightly 
question  the  propriety  of  laymen  passing  judgment 
or  interfering  in  an  area  they  correctly  deem  to  be 
within  their  own  professional  competence.  But  I 
remind  the  doctors  that  theirs  is  not  the  only  area  in 
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which  professional  competence  exists.  It  was  Dr. 
Alan  Gregg,  of  the  Rockefeller  Foundation,  who 
once  remarked:  “Most  doctors  have  for  so  long  been 
surrounded  by  sycophantic  interns,  obsequious 
nurses,  and  frightened  patients  that  they  get  them- 
selves confused  with  God!”  It  is  not  the  physi- 
cian's insistence  on  preserving  the  jurisdiction  of  his 
profession  to  which  labor  representatives  object.  It 
is  when  he  denies  a proper  sphere  of  interest  to  other 
professions  and  to  honorable  trades  and  occupations. 

Provision  of  Medical  Care 

To  be  specific,  I remind  doctors  that  their  insistent 
contention  that  good  medical  care  can  be  made  avail- 
able only  under  one  method  of  meeting  the  costs  is  an 
infringement  on  an  area  that  is  primarily  the  pre- 
rogative of  the  economist  or  the  labor  or  consumer 
representative.  Recently,  a number  of  local  medical 
societies  have  served  notice  on  some  of  labor-spon- 
sored medical  service  programs  that  their  members 
will  refuse  to  provide  service  and  care  to  the  workers 
covered  by  the  programs  except  on  a fee-for-service 
basis.  They  further  insist  that  the  payment  must 
be  made  by  the  individual  worker  and  allow  that  if 
the  plan  wants  to  reimburse  him  later  that  is  a mat- 
ter that  concerns  only  the  worker  and  his  union. 
This  is  a clear  attempt  on  the  part  of  laymen  (for 
doctors  are  laymen  in  the  area  of  consumer-distribu- 
tion problems)  to  dictate  the  kind  of  economic  ar- 
rangement that  should  be  prescribed  to  meet  some  of 
the  problems  that  confront  a worker  and  his  family. 
These  local  medical  societies  announce  their  inten- 
tion of  enforcing  this  dictum  by  holding  no  longer  in 
good  standing  a doctor  who  accepts  payment  for  his 
services  from  a labor  health  plan.  This  must  have 
been  the  kind  of  thing  Dr.  Gregg  had  in  mind  when 
he  mentioned  the  proclivity  of  some  doctors  to  get 
themselves  confused  with  God! 

I am  not  suggesting  that  this  problem  will  be 
solved  if  each  party  hold  strictly  to  his  own  pro- 
fessional or  occupational  jurisdiction.  The  fact  is 
that  the  very  nature  of  the  problem  consists  in  its 
own  overlapping  of  the  traditional  bounds  of  a num- 
ber of  professions  and  disciplines.  But,  in  large 
measure,  the  solution  also  lies  in  the  recognition  of 
these  very  overlapping  interests  and  in  the  fact  that 
each  of  the  parties  involved — the  doctor,  the  hospi- 
tal administrator,  the  labor  representative,  and  the 
employer — has  his  own  peculiar  contribution  to 
make. 

This  should  not  be  too  hard  for  doctors  and  hos- 
pital administrators  to  accept.  As  a matter  of  fact, 
they  have  for  many  years  been  working  along  much 
the  same  lines.  What  better  example  of  balance  be- 
tween professional  and  lay  responsibility  can  be 
found  than  exists  in  many  great  hospitals?  Practi- 
cal arrangements  have  been  developed  for  the  sepa- 
ration of  administration  from  the  actual  practice  of 


medicine.  In  the  large  teaching  hospitals  the  par- 
ticular contribution  of  the  professional  educator  is 
also  recognized.  The  roles  of  the  architect  and 
building-construction  engineers  have  long  been  ac- 
knowledged, and  out  on  the  West  Coast,  Henry 
Kaiser  has  demonstrated  that  the  cost  accountants 
borrowed  from  steel  mills  and  shipyards  can  contrib- 
ute greatly  to  the  improvements  in  hospital  design 
and  equipment  that  are  in  turn  reflected  in  the  quan- 
tity and  quality  of  the  medical  care  available  to 
those  served  by  one  of  the  Kaiser  plans. 

The  aim  of  all  these  cooperative  efforts,  of  course, 
is  the  improvement  in  the  quality  and  availability  of 
medical  care.  Just  what  is  meant  by  quality? 
Speaking  last  month  before  a conference  of  labor  peo- 
ple held  by  the  Industrial  Union  Department  of  the 
AFL-CIO,  Dr.  Herbert  Abrams,  medical  director  of 
Union  Health  Service,  Incorporated,  in  Chicago, 
raised  the  same  question : 

Quality  of  medical  care  is  a complex  problem  which 
must  be  solved  on  several  levels.  Quality  of  medical 
care  means  the  full  application  of  scientific  resources 
to  individual  persons — to  prevent  and  cure  illness,  to 
rehabilitate,  to  prolong  life.  Quality  also  implies  a 
personal  interest  on  the  part  of  medical  people  in  the 
patient  as  a person.  This  is  why  we  speak  of  the 
science  and  art  of  medicine.  In  the  final  analysis 
quality  of  care  must  be  translated  into  the  everyday 
relationship  between  the  individual  patient  and  his 
physician,  dentist,  and  other  professional  persons  in 
the  health  field.  It  is  not  a new  concept.  We  have 
only  been  recently  alerted  to  the  issue  because  of  the 
tremendous  growth  in  potentialities  of  medical  science 
in  recent  years  and  the  emergence  of  medical  care  as 
a national  social  issue.  In  the  last  fifty  years,  twenty 
years  have  been  added  to  life  expectancy  in  the  United 
States,  thanks  to  the  medical  sciences  and  the  im- 
proving standard  of  living.  The  great  strides  in 
Scientific  knowledge  and  the  increasing  complexity 
and  cost  of  medical  care  not  only  increase  the  possi- 
bilities of  medicine  for  better  health,  but  are  compel- 
ling us  to  seek  new  forms  of  medical  practice  in  which 
high  quality  personal  health  care  at  reasonable  costs 
can  be  achieved.  The  essence  of  medical  care  is  the 
closing  of  the  gap  between  the  potentialities  of  science 
and  the  application  of  this  knowledge.  [Italics  mine.] 

“Closing  the  gap  between  the  potentialities  of 
science  and  the  application  of  this  knowledge” — 
there  it  is  in  a nutshell.  Working  people  express  it 
in  a different  way,  but  the  meaning  is  the  same. 
They  hear  and  read  of  the  tremendous  advances  in 
medical  science  taking  place  at  the  great  medical  cen- 
ters, and  they  associate  the  advantages  to  be  derived 
from  them  with  the  good  things  of  life  that  they 
mean  to  achieve  by  their  labor  and  the  bargaining 
power  gained  through  union  membership. 

Union  leaders  have  by  no  means  learned  how  to 
put  together  all  the  ingredients  of  high-quality  medi- 
cal care  in  the  way  best  calculated  to  close  this  gap. 
But  they  believe  they  know  what  the  ingredients  are. 
Certainly,  they  include  the  following: 

Measures  of  Self-discipline  Exercised  by 
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the  Medical  Profession  and  Allied  Groups. — 
I refer  to  such  items  as  the  standard  of  training  es- 
tablished for  medical  colleges  that  have  practically 
eliminated  the  “diploma  mills”  of  the  early  1900’s 
and  the  joint  efforts  to  establish  and  enforce  stand- 
ards for  accreditation  of  hospitals.  Also  important 
among  these  measures  is  the  work  of  the  specialty 
boards  to  maintain  standards  for  specialty  certifica- 
tion. 

Preventive  Care  and  Service. — The  emphasis 
must  be  shifted  from  curing  illness  to  the  preserva- 
tion and  improvement  of  the  health  of  the  individual 
and  the  protection  of  the  health  of  the  public  as  a 
whole.  This  shift  in  emphasis  must  be  taken  into 
account  in  the  designing  of  health  plans.  There 
must  be  less  emphasis  on  paying  for  the  cost  of  ill- 
nesses, after  they  arise,  and  more  on  the  prevention 
of  disability  and  disease.  Plans  that  limit  their  cov- 
erage to  expensive  or  hospitalized  conditions,  by  en- 
couraging delay  in  seeking  treatment  until  the  ad- 
vanced stage  is  reached,  where  insurance  coverage 
begins,  tend  to  obstruct  and  defeat  this  vital  aim. 

Removal  of  the  Financial  Barrier  Between 
the  Patient,  the  Doctor  and  the  Health  Facil- 
ity.— Even  the  cash-indemnity  plans  that  charac- 
terize the  great  bulk  of  health  and  welfare  plans  nego- 
tiated in  collective-bargaining  agreements,  limited  as 
they  are  in  their  scope  and  objective,  have  made  an 
important  contribution  to  meeting  this  need.  How- 
ever, they  have  serious  deficiencies  and  fall  far  short 
of  the  kind  of  prepayment,  comprehensive  medical- 
care  plans  that  labor  is  finding  to  be  the  best,  most 
efficient,  and  most  logical  method  for  meeting  the 
health  needs  of  its  members.  The  aim  of  the  trade- 
union  movement  in  negotiating  health-insurance 
plans  is  to  relieve  the  members  of  a serious  cost  bur- 
den while  providing  them  with  better  medical  care. 
This  aim  cannot  be  met  by  simply  putting  more  cash 
in  the  hands  of  the  members.  It  cannot  be  met 
through  cash  indemnity  or  reimbursement  plans  that 
do  not,  in  fact,  either  insure  of  prepay  any  fixed  or 
predictable  proportion  of  the  worker’s  actual  medi- 
cal expenses. 

Accessibility  and  Adequacy  of  Physical  Fa- 
cilities.— Perhaps  it  is  in  this  area  that  the  greatest 
strides  have  been  made.  The  tremendous  con- 
struction program  carried  on  under  the  provisions  of 
the  Hospital  Survey  and  Construction  Act  has  added 
enormously  to  health-center  and  hospital  facilities, 
particularly  in  areas  and  localities  where  no  such 
facilities  were  previously  available.  I cannot  resist 
the  temptation  at  this  point  to  recall  that  this  Act, 
which  both  the  previous  administration  in  Washing- 
ton and  the  present  administration  now  take  pride  in 
supporting,  was  simply  Title  3 of  the  much  maligned 
and  despised  Wagner-Murray-Dingell  Bill  that  was 
labeled,  in  toto,  “socialized  medicine.” 


Efficient  Organization  of  Medical  Person- 
nel.— Physicians  themselves  are  the  first  to  acknowl- 
edge that  the  fantastic  growth  in  medical  knowledge 
has  made  it  practically  impossible  for  any  doctor, 
within  the  span  of  anything  like  a normal  training 
period,  to  master  all  the  areas  of  knowledge  neces- 
sary to  the  provision  of  good  medical  care.  The  ex- 
pansion of  many  medical  specialties  has  added  to  the 
complexity  of  the  picture.  The  rational  answer 
seems  clearly  to  be  the  organization  of  medical  teams 
whereby  the  various  branches  of  knowledge  can  be 
appropriately  and  adequately  organized  and  made 
available  to  the  individual  patient. 

Comprehensiveness. — Medical  care  cannot  be 
fragmentized  or  broken  up  into  isolated  elements 
without  serious  detriment  to  its  quality.  Diagnosis 
cannot  be  arbitrarily  separated  from  treatment; 
surgery  cannot  be  isolated  from  preoperative  and 
postoperative  care,  and  care  inside  the  hospital  can- 
not be  viewed  as  a thing  entirely  apart  or  independ- 
ent of  care  in  the  home,  office,  or  health  center.  By 
the  same  token,  the  patient  himself  is  not  a loose 
bundle  of  disconnected  physical  parts,  nor  can  he  be 
competently  viewed  or  treated  as  such.  A medical- 
care  program  worthy  of  the  name  should  assure  and 
facilitate  his  treatment  as  a whole  man  through  the 
cooperation  of  all  the  medical  specialties  throughout 
the  full  range  of  his  actual  or  potential  needs. 

Participation  of  Consumers  or  Recipients  in 
the  Development  of  the  Plans  and  Programs 
for  the  Organization  and  Provision  of  Medical 
Care. — These  are  the  components  of  high-quality 
medical  care.  These  are  the  parts  that  are  con- 
sidered necessary  to  bridge  the  gap  that  Dr.  Abrams 
described — the  gap  between  the  potentialities  of 
science  and  the  application  of  scientific  knowledge. 
The  bridging  of  this  gap  is  admittedly  a difficult  and 
complex  job.  But  it  is  really  no  more  difficult  or 
complex  than  others  that  have  arisen  from  the  fact 
that  the  country  has  been  catapulted,  in  a space  of 
about  two  generations,  out  of  a relatively  simple 
agrarian  society  into  a complicated  industrial  and 
urban  life.  The  technics  necessary  for  managing 
the  problems  arising  from  the  use  of  steam  power 
have  not  by  any  means  been  learned.  Without 
waiting  for  the  solution  of  these  problems,  American 
society  has  been  thrust  into  the  age  of  jet  propulsion 
and  the  fantastic  resources  of  nuclear  fission.  How 
to  maintain  the  personal  and  social  values  of  the 
older  social  structure,  characterized  by  simpler  and 
more  direct  relations,  and  at  the  same  time  to  take 
full  advantage  of  large-scale  organization  is  a prob- 
lem that  meets  one  not  only  in  the  area  of  medical 
care  but  also  in  practically  every  other  phase  of  the 
social  structure.  I point  this  out,  not  in  any  belief 
that  the  existence  of  similar  problems  in  other  areas 
necessarily  makes  the  problems  of  one  area  any  less 
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difficult,  but  only  in  the  light  of  a general  observa- 
tion that,  illogical  as  it  may  seem,  the  problems  of 
one  specific  area  appear  less  frustrating  when  they 
are  known  to  exist  elsewhere. 

Dr.  Abrams,  in  his  definition  of  quality  of  medical 
care,  stated,  “Quality  implies  a personal  interest  on 
the  part  of  medical  people  in  the  patient  as  a person. 
This  is  why  we  speak  of  the  science  and  art  of  medi- 
cine.’ ’ How'  can  such  a personal  relation  be  main- 
tained in  a group-practice  setup?  How  can  the 
personal  interest  that,  according  to  tradition  at 
least,  characterized  the  relation  between  the  family 
physician  and  the  patient  be  maintained  in  the  great 
impersonal  structure  of  a modern,  urban  hospital  or 
under  a prepayment  medical-service  plan  estab- 
lished under  collective  bargaining?  I certainly  do 
not  claim  to  have  the  complete  answer  to  this,  but  I 
can  point  out  that  in  essence  it  is  simply  one  facet  of 
the  problem  arising  out  of  the  complex  structure  and 
impersonal  character  of  the  modern  industrial  soci- 
ety. How,  for  example,  are  the  social  values  of  a 
family-operated  farm  maintained  in  a period  of 
mechanized  agriculture  in  which  the  foods  and  fibers 
for  the  nation’s  people  are  increasing^  dependent  on 
factories  in  the  fields?  How  does  one  maintain  the 
pride  of  the  individual  craftsman  in  his  work  and  the 
satisfaction  that  he  found  in  his  trade,  and  still  have 
the  advantages  of  mass  production  and  assembly- 
line technics? 

The  Communists,  impatient  with  the  slower  proc- 
esses of  experimentation  and  trial  and  error,  say 
that  they  have  the  answer.  Their  answer  is  to  ig- 
nore the  essential  element  of  the  problem.  They 
simply  toss  aside  the  older  values  of  the  personal  re- 
lations and  make  the  mass,  as  represented  by  the 
State,  supreme.  Americans  reject  that  answer  and 
prefer  to  continue  in  the  baffling  struggle  to  find  a 
way  to  maintain  the  personal  values  and,  at  the  same 
time,  to  appropriate  the  advantage  of  organized  ef- 
fort. 

I submit  that  the  worst  mistake  that  could  be 
made  would  be  to  despair  in  these  efforts  to  achieve 
mutual  understanding  and  accommodation  of  vari- 
ous and  sometimes  even  opposing  interests.  There 
is  no  short-cut  solution  to  a problem  as  complicated 
as  this  or  to  any  of  the  difficult  problems  in  which 
men  of  the  twentieth  century  have  been  thrust. 
The  basic  error  and  underlying  fallacy  of  the  Com- 
munists and  other  totalitarians  is  their  distrust  of 
the  democratic  process  of  accommodation — their 
impatience  with  the  evolving  processes  of  history 
and  the  resultant  attempt  on  their  part  to  take  a 
short  cut  to  the  achievement  of  their  avowed  ob- 
jectives. Their  first  mistake  is  oversimplification. 
I am  not  trying  to  put  the  Communist  label  on  any- 
one, but  I respectfully  point  out  the  same  under- 
lying fallacy  exists  wherever  men  stubbornly  and  at 
all  costs  insist  on  holding  to  the  patterns  of  the  past. 


For  example,  there  are  those  in  organized  medicine 
today  who  hold  that  the  maintenance  of  solo  prac- 
tice, on  a fee-for-service  basis,  is  the  only  way  in 
which  the  proper  relation  between  the  patient  and 
the  physician  can  be  preserved.  Apparently,  they 
are  willing  to  discard  all  the  other  advantages  that 
are  possible  under  different  arrangements  as  a price 
for  preserving  the  values  that  in  an  earlier  day  were 
associated  with  this  type  of  practice  and  this  method 
of  payment.  The  attempt  to  keep  the  practice  of 
medicine  confined  to  this  arrangement  is  purely  es- 
capism arising  from  another  oversimplification.  It 
will  not  work.  The  problem  is  not  as  simple  as  how 
to  maintain  solo  practice  on  a fee-for-service  basis  or 
even  as  simple  as  how  to  destroy  it.  The  problem  is 
how  to  develop  arrangements  under  which  the  per- 
sonal and  social  values  that  were  associated  with  it 
can  be  preserved  in  the  practice  of  modern  twentieth- 
century  medicine. 

This,  as  indeed  all  the  other  aspects  of  the  achieve- 
ment of  high-quality  medical  care,  is  large  enough  for 
all.  It  is  to  be  hoped  that  the  problems  are  not  too 
large  for  all  elements  working  together,  but  one  can 
be  sure  that  they  are  too  big  for  any  working  sep- 
arately to  solve. 

It  seems  to  me  that  this  opportunity  to  present 
the  views  and  observations  of  organized  labor  on 
this  subject  of  medical  care  is  indicative  of  an  ap- 
proach that  holds  out  the  greatest  hope.  But  the 
significance  of  my  discussing  these  matters  goes  far 
beyond  any  personal  privilege.  To  me,  and  to  the 
organization  that  I represent,  it  means  that  this 
great  association  of  hospital  administrators,  and 
those  allied  with  them  in  the  provision  of  medical 
care  in  this  great  commonwealth,  has  expressed  a 
desire  to  hear  the  views  of  organized  labor  on  issues 
that  relate  to  their  professional  concern.  Labor 
representatives  know  that  they  have  much  to  learn 
from  the  medical  profession.  Without  the  facilities 
of  hospitals  and  without  the  professional  skills  and 
understanding  of  the  doctors  it  would  obviously  be 
impossible  to  develop  programs  to  meet  the  medical 
needs  of  the  members  of  the  labor  organizations.  I 
believe  that  labor  knows,  or  at  least  should  know, 
something  about  the  way  to  organize  these  services 
to  meet  these  needs  best  and  about  the  economic  and 
social  aspects  of  this  problem  in  which  economic, 
social,  administrative,  and  medical  problems  are  all 
combined.  Labor  asks  the  hospital  administrators 
and  the  medical  profession  that  it  be  heard  in  the 
area  of  its  own  knowledge  and  presumed  competence 
and  that  it  be  recognized  as  representative  of  its 
members  in  the  development  of  the  arrangements 
for  making  available  medical  care  of  the  highest 
quality. 

This  association  has  given  labor  such  a bearing 
on  this  platform  tonight,  and  for  this  I am  deeply 
grateful. 
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Crusade  for  Safety 


To  the  Editor: 

The  slaughter  on  our  highways  continues  un- 
abated. Every  year  40,000  Americans  are  killed 
outright,  100,000  are  maimed  for  life,  and  nearly  one 
and  a half  million  are  injured  as  the  result  of  road 
accidents.  The  dramatic  slogans  and  propaganda 
of  the  National  Safety  Council  are  no  match  for  the 
bigger,  longer,  faster,  and  more  powerful  cars  coming 
out  of  Detroit  each  year.  Pleas  for  prudence  and 
caution  have  had  no  appreciable  effect  in  the  past, 
as  evidenced  by  the  mounting  death  toll.  • 

As  physicians,  our  main  interest  is  the  prevention 
of  morbidity  and  mortality,  no  matter  what  the 
cause  may  be.  It  is  for  this  reason  that  I have  long 
felt  that  the  Medical  Society  of  the  State  of  New 
York  should  take  an  active  part  in  devising  and 
implementing  a national  highway  safety  program. 
The  urgency  of  the  situation,  the  fact  that  more  of 
our  people  have  died  on  the  highways  than  have 
been  killed  in  all  our  wars  of  self-preservation,  make 
it  mandatory  that  this  intervention  by  our  Society 
be  in  the  nature  of  a crusade  for  safety.  Such  action 
on  our  part  must  be  more,  however,  than  solely  an 
appeal.  It  must  be  more  than  just  a plea  from  the 
profession.  This  is  an  emergency  as  grave  as  any 
that  has  ever  faced  this  country.  It  is  almost  a 
matter  of  survival.  It  boils  down  to  the  safety 
of  the  nation  pitted  against  the  irresponsible  “hot 
rod  element”  as  well  as  those  who  capitalize  on  the 
desire  to  live  dangerously  by  making  faster  cars 
without  appropriate  safety  devices. 

Some  of  the  major  problems  which  come  to  mind 
are  well  known  and  have  been  suggested  for  some 
time,  but  without  results.  We’ve  got  to  keep 
hammering  away  for  their  implementation.  For 
example,  there  is  no  reason  why  crumpleproof, 
strong,  tempered  steel  cannot  be  used  on  body, 
fenders,  and  bumpers  of  automobiles.  Between  the 
outer  shell  and  the  interior,  strong  buffers  of  rubber 
or  cork  to  take  the  impact  out  of  direct  collision 
could  be  employed.  I understand  that  this  alone 
would  effectively  minimize  the  effects  of  a head-on 
collision  between  two  cars  traveling  at  50  miles  an 
hour.  Safety  belts  should  be  absolutely  mandatory, 
not  merely  recommended.  They  should  not  be 
optional  equipment,  but  standard  on  all  cars. 
It  would  probably  be  a good  idea  to  have  patrolmen 


make  spot  checks  to  see  that  these  belts  are  not 
only  in  the  car,  but  fastened. 

As  cars  are  presently  designed,  one  of  the  fre- 
quent causes  of  injury  is  the  “whiplash”  of  the  head 
due  to  sudden  stop.  This  could  be  controlled  some- 
what by  making  the  back  of  the  seat  high  enough 
to  support  the  head  as  it  comes  hurtling  back. 
Padding  of  the  front  panel  should  not  be  limited  to 
more  expensive  cars.  This,  together  with  a flexible 
steering  wheel,  should  also  be  standard  equipment. 
Every  manufacturer  should  install  the  new  safety 
lock  doors  now  found  in  some  cars.  These  are  meant 
to  prevent  the  door  opening  in  a collision  and  the 
driver  being  thrown  out  and  killed.  Antidive  and 
antisway  mechanisms  should  also  be  installed. 

There  should  be  Federal  legislation  controlling  the 
type  of  advertising  in  the  automobile  industry. 
Speed  and  horsepower  must  not  be  featured  as  de- 
sirable selling  points,  nor  should  they  be  increased 
each  year  by  the  manufacturer.  Selling  points 
should,  as  in  England,  for  example,  stress  economy 
of  operation,  durability,  soundness  of  construction, 
safety  features,  and  beauty  of  design.  High  horse- 
power and  weight  should  either  be  taxed  or  simply 
legislated  off  the  highways.  “Governors”  regulat- 
ing speed  should  be  installed,  commensurate  with 
the  speed  limit  laws  of  the  various  states.  How 
ludicrous  it  is  that  in  New  York,  for  example,  the 
maximum  speed  on  normal  highways  is  50  miles 
per  hour;  on  super  thruways,  a top  speed  of  60 
miles  per  hour  is  permitted.  Yet  the  smaller  cars 
have  speedometers  reading  100  mph,  medium  ones 
120  mph,  and  there  are  those  with  140  mph!  This  in 
itself  is  an  obvious,  flagrant  violation  of  the  spirit 
and  letter  of  the  law ! The  argument  that  the  extra 
horsepower  is  provided  to  supply  added  “getaway” 
for  safety  is  obviously  made  with  tongue  in  cheek! 
If  any  of  the  tremendous  horsepower  is,  in  fact, 
needed  for  operation  of  some  of  the  newer  gadgets 
on  automobiles,  then  it  should  not  be  available  to 
increase  speed  potentials. 

These  are  some  of  the  major  changes  which  should 
be  instituted  without  delay.  Every  car  now  on  the 
road  without  these  modifications  constitutes  a 
health  hazard  and  a danger  to  life.  We  are  truly 
in  the  age  of  the  mechanical  “disease  carrier.” 
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What  about  control  of  the  driver?  There  are 
certain  fields  in  which  it  is  difficult  to  make  progress. 
These  include  physical  and  psychogenic  fatigue. 
A relentless  educational  campaign  must  be  instituted 
and  maintained  on  the  dangers  of  exhaustion  and 
driving.  It  is  not  fully  appreciated  that  fatigue 
and  not  alcohol  is  the  prime  factor  in  the  human 
element  behind  accidents.  Over  and  above  these 
more  esoteric  considerations,  however,  there  are 
fields  which  we  can  effectively  supervise.  Drunken 
driving  must  be  ruthlessly  exterminated.  Revoca- 
tion of  licenses  for  much  more  than  just  token  pe- 
riods, jail  sentences,  and  heavy  fines  must  be  im- 
posed by  the  courts  to  those  found  guilty  of  driving 
while  impaired.  Traffic  violations,  with  the  possible 
exception  of  parking  infractions,  must  now  receive 
more  than  passing  attention.  When  it  is  appre- 
ciated that  everyone  speeding  through  a red  light, 
driving  recklessly  through  populated  areas,  and  so 
on,  is  a potential  killer,  the  importance  of  handling 
such  cases  more  stringently  becomes  self-evident. 

Renewal  of  drivers’  licenses  should  not  be  auto- 
matic on  receipt  of  a five-dollar  bill.  Each  year  the 
applicant  should  be  compelled  to  have  a form 
completed  by  his  physician  attesting  to  any  im- 
pairment of  his  senses  or  the  presence  of  incapacitat- 
ing disease.  Persons  suffering  from  diseases  such  as 
insulin-treated  diabetes  mellitus,  epilepsy,  parkin- 
sonism, neurologic  disorder  affecting  equilibrium, 
hearing,  or  sight,  Stokes- Adams  disease,  and  a host 
of  other  maladies  must  take  the  back  seat  in  the 
automobile.  We  cannot  afford  to  be  sentimental  in 
this  matter. 


The  medical  profession,  I’m  afraid,  has  been  pay- 
ing only  lip  service  to  the  problem  of  road  deaths. 
The  surgeons  have  written  on  automobile  accidents 
and  their  prevention.  It’s  no  use  writing  scientific 
reports  if  there  is  no  action  to  back  it  up.  The  re- 
sulting holocaust  is  so  great  that  sometimes  one 
wishes  that  cars  and  trucks  could  be  taken  right  off 
the  road  until  the  problem  is  solved.  Everyone  has 
been  passing  the  buck  on  this  problem.  Legislators 
condemn  the  manufacturer,  who  in  turn  blames  the 
driver,  who  then  points  to  the  bad  roads  and  traffic. 
This  is  a complex  problem  and  must  be  attacked  from 
every  aspect.  Our  Society  must  take  the  lead  and 
take  it  now ! 

The  attention  of  the  entire  nation  was  focused 
recently  on  one  child  who  happened  to  fall  into  a well. 
People  sent  thousands  of  dollars,  volunteers  swarmed 
to  the  locale,  radio  and  television  geared  their  facil- 
ities to  report  progress.  Why?  Because  of  the 
“human  interest”  factor.  I put  it  to  you  that  the 
highway  problem  today  constitutes  the  greatest 
single  problem  of  human  interest  facing  the  nation 
and  the  profession.  I propose  that  the  medical 
profession  urge  the  Congress  of  the  U.S.A.  to  legis- 
late the  automobile  off  the  street  and  highway  until 
cars  are  made  nearly  foolproof.  True,  no  legislature 
will  do  this,  but  by  working  for  such  a law,  the 
Congress  will  get  busy. 

Arthur  M.  Master,  M.D. 

125  East  72nd  Street 
New  York  21,  New  York 


Comment  on  66 The  Future  of  Blue  Shield 99 


To  the  Editor: 

I would  like  to  express  my  disagreement  with  the 
main  thesis  and  supporting  statements  contained  in 
the  article  “The  Future  of  Blue  Shield,”  featured  in 
the  New  York  State  Journal  of  Medicine,  No- 
vember 15,  1957,  and  written  by  the  chairman  of  the 
board  of  directors  of  United  Medical  Service.  Let 
it  be  understood  at  the  outset  that  I do  not  for  one 
moment  question  the  sincerity  and  motivation  of  the 
author’s  presentation.  In  a like  manner,  that  is, 
with  sincerity  and  motivated  by  a similar  concern 
for  the  future  of  medical  practice,  I would  like  to  ex- 
amine the  diagnosis  and  prognosis  of  our  economic 
ills  as  portrayed  by  the  author  of  this  essay.  Our 
disagreement  will  rest  on  honest  appraisals  of  the 
present  and  threatened  crisis  in  the  practice  of  medi- 
cine today,  restricted,  of  course,  to  the  subject  ex- 
pressed in  “The  Future  of  Blue  Shield.’  ’ Let  us  pro- 
ceed then,  sincerely  and  logically  to  the  best  of  our 
ability,  bearing  in  mind  John  Stuart  Mills’  admoni- 


tion that  refusal  to  consider  another’s  opinion  pre- 
supposes infallibility.  None  of  us  is  infallible. 

The  supposition  that  physicians  are  faced  with  the 
choice  of  socialized  medicine  or  Blue  Shield  featuring 
service  benefits  rests  on  the  philosophy  of  prepay- 
ment in  full.  Both  these  systems  can  provide  paid- 
in-full  medical  care.  If  we  grant  the  validity  of  this 
basic  premise  of  prepayment  in  full,  the  author 
makes  an  attractive  argument  in  favor  of  Blue 
Shield.  Many  physicians  feel  that  the  concept  of 
prepayment  in  full  is  fallacious  and  dangerous  and 
will  lead  to  ultimate  disaster  for  the  medical  profes- 
sion, subjecting  it  to  a vast  Blue  Shield  bureaucracy 
on  one  hand  or  a government  bureaucracy  on  the 
other.  The  nonparticipating  doctors  are  opposed  to 
any  system  of  prepayment  in  full  whether  fostered 
by  government  or  any  other  agency. 

Our  author  tells  us  that  the  “public”  wants  pre- 
payment in  full  and  is  determined  to  get  it  one  way 
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or  the  other.  The  “public”  turns  out  to  be  the 
“spokesmen”  for  the  various  organized  subscribers. 
It  is  intriguing  to  think  that  members  of  our  own 
profession  have  joined  the  ranks  of  the  “spokesmen’’ 
in  sympathy  with  their  demands  and  with  euphemis- 
tic exhortations  to  the  rest  of  us  to  “sacrifice”  a 
little.  The  “spokesmen”  are  determined  to  have  it 
this  way,  and  we  must  be  equally  determined  to  ac- 
cede to  their  demands.  At  stake  here  is  our  indi- 
vidual economic  freedom  which  we  are  asked  to  sacri- 
fice on  the  altar  of  “let’s  be  practical  and  realistic.” 
The  loss  of  individual  economic  freedom  can  be  just 
as  tragic  under  a Blue  Shield  bureaucracy  as  it  would 
be  under  a government  bureaucracy.  Control  by 
doctors  is  the  enticement  in  favor  of  the  former.  We 
shall  scrutinize  the  consequences  of  this  arrangement 
later. 

The  charge  that  the  philosophy  of  the  voluntary 
health  movement  is  not  being  lived  up  to  by  some 
doctors  is  an  interesting  one.  There  is  an  erroneous 
implication  in  this  statement.  The  voluntary  health 
movement  is  made  synonymous  with  the  principle  of 
prepayment  in  full.  Now  logically  the  voluntary 
health  movement  means  voluntary  health  insurance 
as  opposed  to  compulsory  health  insurance.  The 
principle  of  prepayment  or  service  benefits  was  an 
appendage  to  voluntary  health  insurance  to  provide 
coverage  for  low  income  groups.  To  define  the  vol- 
untary health  movement  as  the  author  does  is  to 
deny  the  contributions  and  excellent  coverage  de- 
veloped by  private  carriers,  some  of  which  Blue 
Shield  has  already  borrowed  and  utilized.  Does  he 
deny  that  the  private  carriers  are  an  integral  part  of 
the  voluntary  health  movement?  What  do  their 
spokesmen  demand  from  the  medical  profession?  I 
hear  of  no  pressure  being  threatened  from  this  seg- 
ment of  subscribers.  Are  they  part  of  “the  public 
(which)  is  growing  dissatisfied?”  Obviously  not! 
A more  accurate  reporting  of  the  facts  would  have 
been: 

1.  The  voluntary  health  movement  has  two  dis- 
tinguishing characteristics : one,  that  it  is  voluntary 
as  opposed  to  compulsory,  and  two,  a principle  of 
prepayment  in  full  has  been  evolved  for  groups  with 
a low  income  level. 

2.  Blue  Shield  endorses  both  of  these  ideas  and 
continues  to  do  so  today  with  a recently  added  philo- 
sophic plank  based  on  the  “economic  necessity”  of 
including  service  benefits  for  middle  income  groups 
in  order  to  “carry”  the  lower  income  classes. 

3.  Private  insurance  carriers  perceived  the  fea- 
sibility of  health  insurance  (benefitting  from  Blue 
Shield  experience)  and  entered  this  field  adopting  the 
voluntary  principle  and  chose  to  ignore  the  principle 
of  prepayment  in  full. 

4.  A segment  of  the  public  through  their  spokes- 
men demand  extensive  prepayment  in  full  coverage 
and  will  exert  pressure  to  get  it. 


5.  Other  segments  of  the  public  have  expressed 
no  organized  voice  of  dissatisfaction. 

6.  The  author  feels  that  we  must  give  to  all  the 
public  what  an  organized  segment  of  the  public  de- 
mands or  else  face  compulsory  health  insurance  for 
all. 

There  exists  a cliche  now  well  popularized  since  it 
has  received  the  imprimatur  of  a recent  past  presi- 
dent of  the  A.M.A.  It  goes  something  like  this: 
“Nobody  is  going  to  tell  me  what  to  charge.”  Pro- 
ponents of  service  benefits  are  fond  of  repeating  this 
statement,  well  aware  of  the  emotional  overtones  and 
derogatory  connotation  it  conveys  when  expressed 
in  this  manner.  Stated  in  another  manner,  with  just 
pride,  representing  a great  American  traditional 
liberty,  we  might  paraphrase  the  same  sentiment  as 
follows : I believe  in  that  great  principle  of  American 
constitutional  law,  freedom  of  contract.  The  ex- 
change of  professional  services  for  a fee  is  the  ex- 
clusive function  of  physician  and  patient.  There  is 
someone  who  can  tell  me  what  to  charge  and  that 
someone  is  my  patient!  In  order  to  exchange  my 
services  for  a fee,  that  fee  must  of  necessity  be  agreed 
on  by  my  patient,  otherwise  we  have  not  consum- 
mated a contract,  an  agreement  of  exchange. 

Instead  of  pondering  over  the  origin  of  our  present 
difficulties  we  are  assailed  with  such  sentiments  as: 
times  have  changed;  this  is  the  new  order  of  prog- 
ress; let  us  be  realistic;  let  us  salvage  what  we  can; 
compromise  or  we  are  lost.  Desperation  and  frus- 
tration sweep  us  along  dizzily  as  we  careen  down  the 
glorious  path  of  the  new  era.  Perhaps  we  should  re- 
trace our  steps  and  attempt  to  find  out  if  and  where 
we  took  the  wrong  road.  Could  it  be  that  the  wrong 
road  was  the  very  principle  of  prepayment  in  full 
which  some  doctors,  well  intentioned,  introduced  to 
the  economics  of  medicine?  Many  of  us  think  so! 
If  prepayment  in  full  is  the  underlying  cause  of  the 
present  crisis,  then  Blue  Shield  stands  guilty.  The 
concern  of  Blue  Shield,  paradoxically  enough,  is  not 
that  the  fire  which  they  helped  ignite  burns  hungrily, 
but  rather,  who  is  to  have  the  privilege  of  pouring 
more  fuel  on  the  blaze,  Blue  Shield  or  the  govern- 
ment? 

The  plea  for  the  full  support  of  Blue  Shield  by  all 
physicians  points  up  the  contradiction  inherent  in 
the  label,  “The  Doctors’  Plan.”  In  other  words, 
“The  Doctors’  Plan”  is  not  really  the  doctors’  plan  as 
we  are  told  by  the  radio,  television,  and  newspapers. 
The  truth  is  that  this  plan  ought  to  become  the  doc- 
tors’ plan  in  the  author’s  opinion. 

Health  insurance  organizations  are  formed  for  the 
purpose  of  selling  insurance.  Health  insurance 
groups  compete  with  one  another  to  attract  sub- 
scribers. Practicing  physicians  are  not  in  the  in- 
surance business  seeking  to  induce  buyers  of  health 
insurance;  they  are  too  busy  practicing  medicine. 
Physicians  compete  with  one  another  in  offering 
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their  professional  services  to  the  public.  To  saj'  that 
doctors  compete  against  themselves  because  the}r 
support  competing  insurance  companies  is  compara- 
ble to  saying  the  right  hand  is  competing  with  one’s 
left  hand  to  convey  food  to  the  mouth. 

Let  us  envision  a vast  Blue  Shield  organization 
prescribed  by  the  author  of  this  article  with  prepay- 
ment in  full  as  the  operating  principle.  Phj^sicians 
are  now'  “controlling”fees  for  services  since  this  is 
“their  plan”  and  w'e  are  all  participating  physicians. 
As  an  individual  doctor  your  fee  will  and  must  be 
what  the  majority  of  doctors  say  it  will  be.  No  ifs, 
ands,  or  buts — 51  per  cent  is  a majority,  and  what- 
ever thejT  decide  you  must  accept!  You  might  say 
that  under  these  circumstances  you  will  resign  as  a 
participating  doctor.  Yes,  but  the  51  per  cent  can 
decide  that  only  participating  physicians  are  to  be 
eligible  for  payment  for  services.  In  order  to  survive 
you  must  “coexist.”  By  surrendering  your  indi- 
vidual economic  freedom  for  the  community  good; 
you  are  at  the  mercy  of  the  majority  for  whatever 
they  think  is  the  community  good.  A minority  of 
49  per  cent,  just  less  than  half,  could  be  controlled  bj' 
the  majority.  We  might  say  w'e  had  helped  create  a 
“totalitarian  democracy” — majority  rule  in  the 
economics  of  medicine.  Some  people  think  that  there 
is  something  sacrosanct  about  the  majority  opinion, 
unaware  that  for  the  minority  there  may  exist  a 
democratic  tyranny. 

Perhaps  w'e  need  a bill  of  rights  in  organized  medi- 
cine. Our  founding  fathers  recognized  the  need  of 
protecting  the  minorit}^  from  the  whims  and  caprices 
of  the  majority  b}r  stipulating  an  area  of  inalienable 
rights  which  the  majority  could  not  violate.  This 
became  then  a constitutional  democracy,  not  unre- 
strained majority  rule.  Experience  has  proved  the 


wisdom  of  our  ancestors. 

And  this  may  not  be  the  only  danger  the  future 
might  hold.  In  the  event  of  an  economic  recession 
or  depression  (and  no  Washington  economist  has 
solved  this  problem)  what  will  happen  when  unem- 
ployment ensues  and  Blue  Shield  reserves  are  used 
up?  These  organizations  may  conceivably  face  dis- 
continuance due  to  lack  of  funds.  The  “spokesmen” 
now  enter  the  picture.  The  situation  is  now'  gen- 
uinely ripe  for  what  they  desired  in  the  first  place — 
socialized  medicine,  prepayment  in  full,  one  w^ay  or 
the  other — it  really  made  no  difference!  The  crj^  for 
Federal  aid  is  immediately  raised  by  the  “spokes- 
men.” Blue  Shield  officialdom  joins  the  chorus, 
their  jobs  are  at  stake.  Doctors  are  informed  that 
the  government  will  be  glad  to  pay  the  premiums, 
and  services  ma}r  continue  as  usual.  Physicians  may 
even  have  a “nominal  voice”  in  arranging  fee 
schedules.  Socialized  medicine  will  have  arrived 
quietly  and  swiftly.  Sincere  and  v'ell-motivated 
men  will  have  created  the  machinery  to  achieve  wThat 
they  hopefully  thought  they  w'ould  prevent. 

In  conclusion , may  I address  a few'  wmrds  to  those 
w'ho  maintain  that  destructive  criticism  is  not  justi- 
fied unless  one  is  able  to  propose  a more  constructive 
plan.  The  present  writer  subscribes  to  that  mean- 
ingful axiomatic  truth  that  right  action  must  be  pre- 
ceded by  right  thinking.  I have  tried  to  make  my 
contribution  by  electing  to  find  the  wray  toward  the 
latter.  It  remains  for  others  more  able  than  myself 
to  make  the  plans  for  right  action.  If  I have  helped 
to  make  suggestions  indicating  the  direction  of  right 
thinking,  my  mission  w'ill  have  been  accomplished. 

S.  J.  Baudo,  M.  D. 

41-14  21st  Avenue 

Long  Island  City  5,  Newr  York 


(A  comment  on  this  letter  will  be  published  in  the  next  issue  of  the  Journal) 


Electric  Shock's  Effect  on  Heart  Described 


Touching  a noninsulated  high  voltage  electric 
fine  does  not  necessarily  produce  permanent — or 
even  severe — damage  to  the  heart.  A case  illustrat- 
ing one  type  of  heart  reaction  to  accidental  electric 
shock  and  the  excellent  recovery  following  such  an 
accident  w’as  reported  in  the  September  28  Journal 
of  the  American  Medical  Association  by  Dr.  William 
H.  Wehrmacher,  Northwestern  University  Medical 
School,  Chicago. 

A fifty-tw'o-year-old  lineman  was  working  astride 
a pole  supporting  high-tension  electric  wires,  when 
his  back,  w'et  w'ith  sw'eat  and  covered  only  by  a cotton 
shirt,  touched  a noninsulated  2,200-volt  line.  At 
the  same  time  his  right  arm  touched  an  insulated 
1 10-volt  line.  The  brief  contact  produced  a buzzing 
sound  heard  by  a 'nearby  workman. 

The  lineman  jerked'  away  and  finished  the  job. 


His  arm  and  back  wrere  slightly  burned.  When 
seen  by  a doctor  the  next  dajq  his  heart  wras  found  to 
be  functioning  abnormal^.  The'  electrocardio- 
graph revealed  that  the  lower  chambers  were  con- 
tracting irregularly  and  the  upper  chambers  were 
fibrillating. 

Within  five  da3rs  the  heart  had  returned  naturally 
to  a normal  beat  and  the  patient  appeared  to  suffer 
no  serious  consequences.  His  job  wras  changed  to 
one  w'hich  did  not  require  work  w ith  high-tension 
circuits  or  exertion.  Two  years  later  he  show  ed  no 
cardiac  symptoms  and  could  climb  stairs  as  readily 
as  ever. 

In  most  instances  of  atrial  fibrillation,  the*  heart’s 
rhythm  returns  to  normal  spontaneously  or  after 
treatment  wfith  drugs,  usually  without  leaving  any 
permanent  damage,  Dr.  Wehrmachqr  said. 
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Auxiliary  Members  in  Community  Work 


; rr^HE  doctor’s  wife  learns  authentic  health  infor- 
mation  and  the  proper  sources  of  reference  by 
becoming  a member  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York,  repre- 
sented in  her  own  county  as  a county  auxiliary. 

! Active  membership  should  be  encouraged  by  you, 

I as  an  individual  doctor,  to  promote  the  Woman’s 
! Auxiliary  to  the  American  Medical  Association  con- 
! cept,  “Health  is  a Joint  Endeavor.” 

The  doctor’s  wife  is  and  can  be  more  active  in 
I community  projects  as  a liasion  for  public  relations 
[ than  can  you  as  a practicing  physician.  From  Janu- 
| ary  through  December,  the  busiest  Auxiliary  mem- 
bers are  engaged  in  March  of  Dimes,  Heart,  Red 
Cross,  Cancer,  Cerebral  Palsy,  Mental  Health, 
Community  Chests,  Public  Health,  and  Tubercu- 
losis drives  and  serve  on  many  boards  to  help  guide 
the  policies  of  these  health  and  welfare  organiza- 
tions. In  some  communities,  many  doctors’  wives 
are  Red  Cross  Motor  Corps  volunteers  who  trans- 
port cerebral  palsy  children  to  clinics  throughout 
the  county  two  or  three  times  a week.  Too,  veterans 
receive  transportation  to  veterans  hospitals  outside 
the  county — traveling  time  which  often  involves  an 
entire  day. 

Most  of  the  Auxiliary  members  actively  par- 
ticipate in  hospital  auxiliaries.  One  doctor’s  wife 
was  responsible  for  a year’s  project  involving 
the  making  of  1,500  puppets,  one  to  be  distributed  to 
each  child  hospitalized.  Others  volunteer  in  hos- 
pital gift  shops,  coffee  shops,  physical  therapy,  and 
stenographic  posts. 

Sponsorship  of  Future  Nurses  Clubs  is  one  of  the 
i Auxiliary  projects  which  includes  organization  in  the 
schools,  acting  as  advisers,  and  stimulating  interest 
through  scholarships  and  direct  recruiting.  Mem- 
bers actively  participate  in  assisting  some  county 
j medical  societies  in  Diabetes  Detection  Clinics  by 
taking  individual  histories  and  carrying  out  tests  as 
directed.  Detection  booths  are  set  up  throughout 


the  county  and  are  staffed  from  nine  in  the  morning 
until  five  in  the  afternoon  for  a six-day  period  during 
Diabetes  Detection  Week.  For  one  week,  from 
early  morning  to  the  six  o’clock  dinner  hour,  mobile 
x-ray  units  are  staffed  by  some  members  of  the 
Woman’s  Auxiliary  who  give  the  necessary  instruc- 
tions and  assist  the  technicians.  Other  activities 
include  serving  as  mental  health  voluntary  aides  in 
the  State  hospitals  or  as  social  welfare  aides — once 
or  twice  a week  or  even  daily.  One  doctor’s  wife 
offers  music  therapy.  Another  is  chairman  of  a 
steering  committee  to  organize  a mental  health 
county  clinic  and  still  another  is  a State  officer  of 
the  American  Cancer  Society  which  covers  not  only 
the  county  organizations  but  the  making  and  dis- 
pensing of  cancer  pads  and  the  distribution  of  home 
equipment  where  and  when  needed,  showing  cancer 
films  to  lay  groups  with  a doctor  in  attendance  to 
answer  questions,  and  promoting  a speakers  bureau. 
One  county  auxiliary  made  a survey  of  the  need  for 
volunteers. 

Members  are  found  in  social  agencies,  serve  as 
lecturers,  write,  are  members  of  civic  councils,  active 
in  the  P.-T.A.s,  on  boards  of  education,  religious 
boards,  clubs  for  the  aging,  Y.M.  and  Y.W.C.A.s, 
scouting  councils,  and  youth  leadership  groups. 
They  serve  on  safety  councils,  promote  safe  driving 
on  the  highways,  and  promote  the  use  of  safety  auto 
equipment  as  well  as  help  to  make  the  public  safety 
conscious. 

There  is  no  end  to  women’s  work  in  the  commu- 
nity for  their  work  is  never  done.  The  doctor’s  wife 
makes  a sincere  effort,  she  hopes,  to  create  good  will 
through  her  activities  and  thereby  photograph  a 
clear  reflection  in  behalf  of  her  physician-husband. 

Mrs.  Eugene  F.  Wolff 

Ninth  District  Councillor 

268  Grand  Street 
Newburgh,  New  York 


The  most  useless  day  df  all  is  that  in  which  we  have  not  laughed, — Sebastien  R.  N. 
Chamfort 
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The  following  announcements  concerning  suspen- 
sion, revocation,  annullment,  and  cancellation  of 
medical  licenses  have  been  received  from  Dr.  Stiles 
D.  Ezell,  secretary,  Board  of  Medical  Examiners, 
University  of  the  State  of  New  York,  State  Educa- 
tion Department: 

License  Suspended. — Bernard  Stolz,  Troy,  New 
York:  medical  license  number  40906,  issued  under 
date  of  August  28,  1942,  permitting  him  to  practice 
medicine  in  the  State  of  New  York,  be  suspended  for 
a period  of  one  year.  The  Order  of  Suspension  was 
served  on  Dr.  Stolz  on  August  27,  1957,  and  his 
medical  license,  therefore,  stands  suspended  from 
August  27,  1957,  to  August  26,  1958. 

License  Revoked. — Claude  C.  Langley,  Brook- 
lyn, New  York:  medical  license  number  27792, 

issued  under  date  of  April  22,  1933,  permitting  him 
to  practice  medicine  in  the  State  of  New  York,  re- 
voked, annulled,  and  canceled.  The  Order  of  Revo- 
cation was  served  on  Dr.  Langley  on  February  25, 
1957,  and  his  medical  license,  therefore,  stands  re- 
voked as  of  that  date. 


License  Revoked. — Charlotte  Michaelis  Asch, 
Saugerties,  New  York:  medical  license  number 

35327,  issued  under  date  of  June  30,  1938,  permitting 
her  to  practice  medicine  in  the  State  of  New  York, 
revoked,  annulled,  and  canceled.  The  Order  of 
Revocation  was  served  on  Dr.  Asch’s  husband  on 
February  19,  1957,  and  her  medical  license,  therefore, 
stands  revoked  as  of  that  date. 


License  Revoked. — Isidore  M.  Turner,  Flushing, 
New  York:  medical  license  number  33755,  issued 
under  date  of  July  1,  1937,  permitting  him  to  prac- 
tice medicine  in  the  State  of  New  York,  revoked, 
annulled,  and  canceled.  The  Order  of  Revocation 
was  served  on  Dr.  Turner  on  March  5,  1957,  and 
his  medical  license,  therefore,  stands  revoked  as  of 
that  date. 


License  Revoked. — Benjamin  Bondi  Palmenteri, 
Brooklyn,  New  York:  medical  license  number 

15419,  issued  under  date  of  January  30,  1920,  per- 
mitting him  to  practice  medicine  in  the  State  of  New 
York,  revoked,  annulled,  and  canceled.  The  Order 
of  Revocation  was  served  on  Dr.  Palmenteri  on 
March  29,  1957,  and  his  medical  license,  therefore, 
stands  rev.oked  as  of  that  date. 

License  Revoked. — William  E.  Robinson,  Long 
Island  City,  New  York:  medical  license  number 

38889,  issued  under  date  of  April  22,  1941,  permit- 
ting him  to  practice  medicine  in  the  State  of  New 
York,  revoked,  annulled,  and  canceled.  The  Order 
of  Revocation  was  served  on  Dr.  Robinson  on 
March  29,  1957,  and  his  medical  license,  therefore, 
stands  revoked  as  of  that  date. 

License  Revoked. — Lester  E.  Sanford,  Port 
Ewen,  New  York:  medical  license  number  13553, 
issued  under  date  of  September  22,  1916,  permitting 
him  to  practice  medicine  in  the  State  of  New  York, 
revoked,  annulled,  and  canceled.  The  Order  of 
Revocation  was  served  on  Dr.  Sanford  on  April  1, 
1957,  and  his  medical  license,  therefore,  stands 
revoked  as  of  that  date. 

License  Revoked. — John  Generi,  New  York 
City:  medical  license  number  18346,  issued  under 
date  of  June  26,  1924,  permitting  him  to  practice 
medicine  in  the  State  of  New  York,  revoked,  an- 
nulled, and  canceled.  The  Order  of  Revocation  was 
served  on  Dr.  Generi  on  July  24,  1957,  and  his  medi- 
cal license,  therefore,  stands  revoked  as  of  that  date. 

License  Revoked. — Furman  M.  Jones,  Amityville, 
New  York:  medical  license  number  19942,  issued 
under  date  of  September  24,  1925,  permitting  him  to 
practice  medicine  in  the  State  of  New  York,  revoked, 
annulled,  and  canceled.  The  Order  of  Revocation 
was  served  on  Dr.  Jones  on  November  21,  1957,  and 
his  medical  license,  therefore,  stands  revoked  as  of 
that  date. 
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Lester  Betts,  M.D.,  of  Schenectady,  died  on 
January  12  in  Ellis  Hospital  at  the  age  of  eighty- 
three.  Dr.  Betts  graduated  in  1899  from  Albany 
Medical  College.  He  was  a consulting  physician  at 
Ellis  Hospital.  Dr.  Betts  was  a Fellow  of  the  Ameri- 
can College  of  Physicians  and  a member  of  the 
Schenectady  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Samuel  Cochran,  M.D.,  retired,  of  Newport, 
Rhode  Island,  formerly  of  New  York  City,  died  on 
December  26,  1952.  Dr.  Cochran  graduated  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1896  and  interned  at  Sloane  Hospital. 
He  had  been  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 


Clarence  Herbert  Connor,  M.D.,  of  Pelham,  died 
on  January  26  at  his  home  at  the  age  of  eighty.  Dr. 
Connor  graduated  from  the  University  of  Virginia 
Department  of  Medicine  in  1901.  He  was  a retired 
colonel  in  the  U.S.  Army  Medical  Corps.  Dr.  Con- 
nor was  a Fellow  of  the  American  College  of  Sur- 
geons. 

John  Joseph  Cosgrove,  M.D.,  of  New  York  City, 
died  on  August  19,  1957,  at  the  age  of  seventy-nine. 
Dr.  Cosgrove  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1903. 

Israel  S.  Horowitz,  M.D.,  of  New  York  City,  died 
on  February  1 in  Mount  Sinai  Hospital  at  the  age  of 
seventy-five.  Dr.  Horowitz  graduated  in  1903 
from  Columbia  University  College  of  Physicians  and 
Surgeons. 


George  MacDonald  Kirkwood,  M.D.,  of  Syracuse, 
died  on  January  25  at  the  age  of  forty-five.  Dr. 
Kirkwood  graduated  in  1938  from  Syracuse  Uni- 
versity College  of  Medicine.  Dr.  Kirkwood  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herman  Lorber,  M.D.,  of  New  York  City,  retired, 
died  in  Temple  University  Hospital,  Philadelphia, 
on  January  30  at  the  age  of  seventy-eight.  Dr. 
Lorber  graduated  in  1903  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a con- 
sultant in  gynecology  at  Beth  Israel  Hospital  where 
he  had  been  an  attending  in  obstetrics  and  gyne- 
cology from  1940  to  1945  and  on  the  visiting  staff 
since  1906.  Dr.  Lorber  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Wahn,  M.D.,  of  the  Bronx,  died  at  Frances 
Schervier  Hospital  on  January  23  at  the  age  of 
eighty-five.  Dr.  Wahn  graduated  from  New  York 
University  Medical  Department  in  1898.  He  had 
practiced  for  almost  sixty  years  in  the  Bronx  and 
was  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lawrence  Randolph  Worrell,  M.D.,  retired,  of 
Norwich,  died  at  his  home  on  January  14  at  the  age 
of  sixty-nine.  Dr.  Worrell  graduated  in  1914  from 
Albany  Medical  College.  He  was  a member  of  the 
Chenango  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Bravery  never  goes  out  of  fashion. — William  Makepeace  Thackeray 
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School  for  the  Mentally  Retarded — The  plan  for 
the  new  school  for  the  mentally  retarded  at  West 
Seneca  was  announced  jointly  by  Dr.  Paul  H.  Hoch, 
Commissioner  of  Mental  Hygiene  and  John  W. 
Johnson,  Superintendent  of  Public  Works.  A 
psychiatric  hospital  for  mentally  ill  children  will 
also  be  constructed  on  the  site. 

The  new  school  will  serve  the  counties  of  Erie, 
Niagara,  Orleans,  Genesee,  Wyoming,  Allegany, 
Cattaraugus,  and  Chautauqua.  Patients  from 
those  counties  are  now  being  received  at  Newark 
State  School,  Newark,  New  York.  Mentally  re- 
tarded persons  of  all  ages  will  be  accepted  for  care, 
training,  and  treatment  at  the  school.  • 

For  information  call  Mrs.  Margaret  M.  Farrar, 
Albany  5-7317,  Ext.  4.,  or  James  Truex,  Albany 
3-5511,  Ext.  715. 

Hill-Burton  Grants — The  Department  of  Health, 
Education,  and  Welfare  reports  the  status  of  all 
Hill-Burton  Grants  for  the  State  of  New  York  as  of 
December  31,  1957. 

Approved  during  the  past  month  is  Methodist 
Hospital  in  Brooklyn  at  an  estimated  total  cost  of 
$3,651,442  with  an  approved  Federal  share  of 
$500,000. 

Approved,  but  not  yet  under  construction,  includ- 
ing the  above,  are  92  projects  at  a total  cost  of 
$10,268,151,  including  $28,648,833  Federal  contri- 
bution and  designed  to  supply  5,659  additional  beds. 

Under  construction  are  28  projects  at  a total  cost 
of  $70,512,979,  including  Federal  contribution  of 
$10,193,647  and  designed  to  supply  1,375  additional 
beds. 

Completed  and  in  operation  are  eight  projects  at 
a total  cost  of  $10,734,600  including  Federal  Con- 
tribution of  $3,544,667  and  supplying  634  additional 
beds. 

Meadowbrook  Poison  Control  Center — A new 

poison  control  center  has  been  established  at 
Meadowbrook  Hospital  in  Nassau  County.  One  of 
six  such  centers  in  New  York  State,  it  has  a card 
file  containing  information  and  antidotes  on  15,000 
poisons.  Thousands  of  household  products  contain- 
ing poisonous  substances  are  listed  by  brand  name, 
the  file  card  showing  the  ingredients  of  the  product. 

The  center,  which  began  operations  on  January  1, 
is  directed  by  Dr.  A.  W.  Freireich,  Nassau  County 
toxicologist.  In  the  event  of  a poisoning  call  the 
hospital  at  IVanhoe  9-4000. 

Red  Cross  Campaign — Dr.  Philip  D.  Allen,  presi- 
dent of  the  Medical  Society  of  the  County  of  New 
York,  has  accepted  appointment  as  chairman  of  the 
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Physicians  Division  of  New  York  Chapter’s  1958 
Red  Cross  Campaign  for  members  and  funds,  it  has 
been  announced  by  Admiral  Alan  G.  Kirk  (U.S.N., 
Ret.),  chairman  of  the  Government,  Schools  and 
Professions  section  of  the  campaign. 

The  campaign,  which  will  seek  to  raise  six  million 
dollars  in  the  five  boroughs  during  the  month  of 
March,  is  part  of  a nation-wide  effort  to  obtain  gifts 
totaling  ninety-five  million  dollars.  These  funds 
will  enable  Red  Cross  to  provide  its  emergency 
assistance  to  servicemen,  veterans,  and  their  fami- 
lies; continue  its  First  Aid,  Water  Safety,  Home 
Nursing  and  Blood  Programs,  and  assure  relief  to 
disaster  victims  during  1958. 

Academy  of  General  Practice  Elections — The  fol- 
lowing doctors  were  elected  for  1958  at  the  January 
28  meeting  of  the  New  York  County  Chapter  of  the 
American  Academy  of  General  Practice:  president, 
Dr.  Joseph  A.  Pincus;  vice-president,  Dr.  Harry  K. 
Grottewit,  secretary,  Dr.  Stanley  H.  Greenwald; 
assistant  secretary,  Dr.  Michael  C.  Armao;  treas- 
urer, Dr.  Morton  M.  Spielman;  assistant  treasurer, 
Dr.  Morris  Amateau. 

Emanuel  B.  Schoenbach  Memorial  Lecture — The 

sixth  annual  Emanuel  B.  Schoenbach  Memorial 
Lecture  will  be  delivered  in  the  solarium  of  the 
Maimonides  Hospital,  Brooklyn,  on  Thursday,  April 
24  at  4 : 30  p.m.  The  guest  speaker  will  be  Dr.  Lewis 
Thomas,  professor  and  chairman  of  the  Department 
of  Pathology,  New  York  University  College  of  Medi- 
cine. Dr.  Thomas  will  speak  on  “The  Role  of 
Hypersensitivity  in  Tissue  Damage  and  Disease.” 

Psychiatric  Speakers  Bureau — The  General  Prac- 
titioner Education  Project,  jointly  sponsored  by  the 
American  Psychiatric  Association  and  the  American 
Academy  of  General  Practice,  is  interested  in  the 
development  of  postgraduate  psychiatric  education 
for  the  family  physician.  One  of  the  services  which 
is  offered  by  the  Project  is  a speakers  bureau,  which 
is  prepared  to  offer  names  of  psychiatrists  who  are 
willing  to  serve  as  guest  lecturers  while  they  are  tak- 
ing their  vacation  trips. 

Medical  societies,  hospitals,  etc.  which  are  inter- 
ested in  obtaining  names  of  psychiatric  speakers, 
should  contact  the  General  Practitioner  Education 
Project,  American  Psychiatric  Association,  1785 
Massachusetts  Avenue,  N.W.,  Washington,  D.C. 

American-Hungarian  Medical  Association — The 

American-Hungarian  Medical  Association,  Inc.  has 
announced  the  election  of  officers  for  1958:  Dr. 
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Alexander  Borota,  president;  Dr.  Marczel  Haas, 
first  vice-president;  Dr.  John  G.  Codik,  second  vice- 
president;  Dr.  G.  Peter  Halberg,  corresponding 
secretary;  Dr.  William  T.  Brown,  recording  secre- 
tary; Dr.  Eugene  Rasko,  archivist-historian;  Dr. 
Erno  Sebok,  treasurer,  and  Dr.  Ellen  T.  Sagi 
Kemeny,  assistant  treasurer. 

Blind  Children’s  Research  Project — The  Blind 
Children’s  Research  Project  for  the  emotionally  dis- 
turbed and  multiple  handicapped  will  become  a 
service  of  New  York  Uni  vers  ity-Bellevue  Medical 
Center’s  Institute  of  Physical  Medicine  and  Re- 
habilitation with  the  beginning  of  New  York  Uni- 
versity’s spring  semester,  it  was  announced  by  Dr. 
George  E.  Armstrong,  director  of  the  Center.  Initi- 
ated two-and-a-half  years  ago  at  New  York  Uni- 


versity’s School  of  Education  by  the  Association  for 
the  Advancement  of  Blind  Children,  the  project  is 
devoted  to  creating  better  understanding  of  the 
blind  child  with  special  problems. 

Under  the  direction  of  Dr.  Virginia  Mae  Axline, 
associate  professor  of  education  at  New  York  Uni- 
versity and  the  medical  supervision  of  Dr.  George  G. 
Deaver,  director  of  the  Children’s  Division  at  the 
Institute  of  Physical  Medicine  and  Rehabilitation, 
the  services  offered  consist  of  play  therapy  and 
counselling  for  children  and  their  parents,  research, 
advanced  professional  training,  and  public  educa- 
tion. 

The  Blind  Children’s  Research  Project  relies  com- 
pletely on  the  support  of  voluntary  contributions. 
Estimated  budget  for  full  professional  staff  and 
equipment  is  $50,000  to  $75,000  a year. 


Personalities 


Speakers 

Dr.  Alexander  Brunschwig,  attending  surgeon, 
Memorial  Center  for  Cancer  and  Allied  Diseases,  at 
the  February  3 Clinical  meeting  at  Forest  Hills 
General  Hospital,  on  the  subject  of  “The  Surgical 
Problem  of  Cancer  of  the  Cervix  That  Has  Failed  to 
be  Controlled  by  Radium  or  Recurrent  After  Radi- 
ation Therapy”  . . . Dr.  Richard  B.  Cattell,  director 
of  The  Lahey  Clinic,  on  February  13,  before  the 
Buffalo  Surgical  Society  delivering  the  Roswell  Park 
Lecture  entitled  “Common  Duct  Obstruction”  . . . 
Dr.  Ralph  W.  Gerard  of  the  Mental  Health  Re- 
search Institute,  University  of  Michigan  Medical 
School,  on  February  6 at  The  New  York  Academy 
of  Medicine  on  the  subject  “Anxiety  and  Ten- 
sion” . . . Dr.  Maurice  H.  Greenhill,  director  of  the 
New  York  City  Community  Health  Board,  on 
January  29  before  the  Women’s  Executive  Commit- 
tee of  the  United  Hospital  Fund  on  the  topic 
“Services  and  Responsibilities  for  Mental  Health  in 
New  York  City”  . . . Dr.  C.  Donald  Kuntze,  assist- 
ant clinical  professor  in  obstetrics  and  gynecology, 
New  York  Medical  College,  on  the  subject  “Gyne- 


cological Endocrinology”  before  the  Rensselaer 
County  Medical  Society  on  March  11  . . . Dr. 
Rachmiel  Levine,  chairman,  Department  of  Medi- 
cine, Michael  Reese  Hospital,  and  professorial 
lecturer  in  physiology,  University  of  Chicago,  March 
5,  at  Jewish  Chronic  Disease  Hospital  on  the  subject 
“Etiological  Factors  in  Diabetes  Mellitus”  . . . Dr. 
Edward  J.  Nightingale,  associate  clinical  professor 
of  medicine,  New  York  Medical  College,  before  the 
Rensselaer  County  Medical  Society  on  February  11 
on  the  topic  “The  Diagnosis  and  Treatment  of  Pul- 
monary Embolism”  . . . Dr.  Harvey  J.  Tompkins, 
director  of  psychiatry,  St.  Vincent’s  Hospital  before 
the  Women’s  Executive  Committee  of  the  United 
Hospital  Fund  on  January  29  on  the  subject  “Inte- 
gration of  Psychiatry  in  a General  Hospital”  . . . 
Dr.  Marie  Pichel  Warner  on  “Health  Aspects  of  Sex 
in  Marriage”  before  the  Mr.  and  Mrs.  Club  at  the 
Inwood  Hebrew  Center,  New  York  City  . . . Dr. 
Conger  Williams  of  Harvard  Medical  School,  at 
Albany  Medical  College  on  February  6 on  the  topic 
“Abnormal  Heart  Rhythms  and  Cardiac  Arrest.” 


’Tis  strange  what  a man  may  do  and  a woman  yet  think  him  an  angel. — William  Make- 
peace Thackeray 
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Otorhinologic  Society  for  Plastic  Surgery 

The  annual  meeting  and  scientific  session  of  The 
American  Otorhinologic  Society  for  Plastic  Surgery, 
Inc.,  will  take  place  in  New  York  City  on  March  1 
through  2 prior  to  the  otolaryngologic  sessions  of  the 
eastern  section  of  The  American  College  of  Sur- 
geons. 

The  operative  and  dry  clinics  along  with  a seminar 
will  be  held  at  the  New  York  Polyclinic  Hospital, 
345  West  50th  Street,  New  York  City,  on  March  1. 
On  March  2 the  meeting  will  be  continued  at  the 
Waldorf-Astoria  Hotel  and  will  culminate  with  a 
dinner. 

Sight  Saving  Conference 

Medical  advances  over  the  past  fifty  years  and 
future  goals  in  the  battle  against  blindness  will  be 
reported  at  the  annual  Sight-Saving  Conference  of 
the  National  Society  for  the  Prevention  of  Blindness 
to  be  held  at  the  Bellevue-Stratford  Hotel  in  Phila- 
delphia, March  12  through  14. 

For  information  write  to  National  Society  for  the 
Prevention  of  Blindness,  1790  Broadway,  New  York 
19,  New  York. 

District  Medical  Council  to  Meet 

Six  area  societies  making  up  the  District  Medical 
Council  in  Washington,  D.C.,  will  sponsor  an  all-day 
forum  on  current  problems  in  medical  economics  in 
cooperation  with  The  Wm.  S.  Merrell  Company  at 
the  Hotel  Statler,  Washington,  D.C.,  on  Thursday, 
March  27. 

Dr.  Howard  A.  Rusk,  director  of  the  Department 
of  Physical  Medicine  and  Rehabilitation,  New 
York  University-Bellevue  Medical  Center  and  Asso- 
ciate Editor  of  the  New  York  Times,  will  address  the 
physicians  at  luncheon  on  “Stress  in  the  World,  the 
Individual,  and  the  Doctor.” 


Phi  Lambda  Kappa  Meets 

The  sixth  annual  interim  scientific  meeting  of  Phi 
Lambda,  Kappa,  national  medical  fraternit}r,  will  be 
held  at  the  Deauville  Hotel,  Miami  Beach,  Florida, 
April  13  through  20. 

The  five-day  program  will  be  for  the  benefit  of  the 
general  practitioner  and  will  feature  papers  and 
symposiums  by  specialists  in  their  fields.  All  mem- 
bers of  the  medical  and  dental  professions  are  wel- 
come. 

For  registration  and  information  write  to  Dr. 
Samuel  L.  Lemel,  National  Secretary,  Phi  Lambda 
Kappa  Fraternity,  1030  Euclid  Avenue,  Cleveland 
15,  Ohio. 


Chicago  Committee  on  Trauma 

The  second  annual  postgraduate  course  in  Frac- 
tures and  Other  Trauma  will  be  given  by  the  Chicago 
Committee  on  Trauma  of  the  American  College  of 
Surgeons,  April  16  through  19,  at  the  John  B. 
Murphy  Memorial  Auditorium,  40  East  Erie  Street, 
Chicago. 

All  phases  of  trauma  will  be  discussed  by  out- 
standing teachers  from  five  medical  schools  and 
chiefs  of  services  of  leading  hospitals  in  the  Chicago 
area,  as  well  as  guest  speakers  from  other  parts  of 
the  country.  For  further  information  write  to  Dr. 
Sam  W.  Banks,  chairman,  104  S.  Michigan  Avenue, 
Chicago  3,  Illinois. 

Industrial  Health  Conference 

The  thirteenth  National  Industrial  Health  Con- 
ference will  be  held  in  Atlantic  City,  New  Jersey, 
April  19  through  25  to  discuss  recent  developments 
affecting  the  health  of  American  workers.  Emphasis 
will  be  on  the  control  of  the  newer  hazards  intro- 
duced by  a changing  technology  and  on  the  main- 
tenance of  high  health  levels  through  the  provision 
of  preventive  medical  services  in  industry. 

For  information  contact  Mrs.  Tula  S.  Brocard, 
Publicity  Chairman,  Room  2029  Temporary  R,  300 
Independence  Avenue,  S.W.,  Washington  25,  D.C. 

Instructional  Course  in  Allergy 

The  fourteenth  Congress  and  graduate  instruc- 
tional course  in  allergy  sponsored  by  the  American 
College  of  Allergists  will  be  held  at  the  Shelburne 
Hotel,  Atlantic  City,  New  Jersey,  April  20  through 

25.  For  registration  and  further  information  write 
to  The  American  College  of  Allergists,  John  D. 
Gillaspie,  M.D.,  Treasurer,  2049  Broadway,  Boulder, 
Colorado. 

Fifth  International  Congress  of  Internal 
Medicine 

The  fifth  International  Congress  of  Internal  Medi- 
cine will  be  held  in  Philadelphia  on  April  23  through 

26.  This  is  the  first  meeting  of  the  Society  to  be  held 
in  this  country.  It  was  arranged  after  an  invitation 
was  officially  extended  by  the  American  College  of 
Physicians  and  is  intended  to  encourage  greater 
participation  of  the  American  physicians  in  the 
International  Society  and  to  give  foreign  members  a 
first-hand  opportunity  to  learn  more  about  American 
developments  in  medical  sciences. 

A note  of  interest  is  that  several  participants  and 
scores  of  registrants  will  be  here  from  Russia  and 
her  satellite  countries.  The  official  languages  at  the 
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Congress  will  be  English,  Spanish,  French,  and 
German. 

Among  the  New  York  physicians  who  plan  to 
participate  are  the  following:  Dr.  Howard  A.  Rusk, 
professor  of  physical  medicine  and  rehabilitation  at 
New  York  University;  Dr.  Irving  S.  Wright,  clinical 
professor  of  medicine  at  Cornell  University,  and 
Dr.  Robert  L.  Levy,  emeritus  professor  of  clinical 
medicine,  Columbia  University. 

American  Trudeau  Society- 

Three  days  of  scientific  sessions  will  mark  the  53rd 
Annual  Meeting  of  the  American  Trudeau  Society, 
medical  section  of  the  National  Tuberculosis  Associ- 
ation, May  19  through  21  in  Philadelphia.  On  May 
22  the  American  Trudeau  Society  will  meet  jointly 
with  the  National  Tuberculosis  Association  at  ses- 
sions which  will  bring  the  meetings  of  the  two  associ- 
ations to  a close. 


Pediatric  Refresher  Course 

Intensive  refresher  courses  in  pediatrics  are  being 
offered  at  the  University  of  Buffalo  School  of  Medi- 
cine under  the  sponsorship  of  the  Medical  Society  of 
the  State  of  New  York  and  the  Bureau  of  Maternal 
and  Child  Health,  New  York  State  Department  of 
Health.  These  courses,  designed  especially  to  meet 
the  needs  of  general  practitioners,  will  be  held  on 
May  19  through  23  and  on  June  2 through  6.  Re- 
quest to  enroll  in  either  of  these  two  courses  may  be 
made  to  the  offices  of  County  or  City  Departments 
of  Health,  to  State  District  Health  Officers  or 
directly  to  the  Bureau  of  Maternal  and  Child 
Health,  New  York  State  Department  of  Health,  84 
Holland  Avenue,  Albany  8,  New  York. 


from  June  2 through  6 with  headquarters  at  the 
Hotel  Kahler.  The  theme  of  the  Rochester  meeting 
will  be  “Advances  in  Medical  Library  Practice.” 
Mr.  Thomas  E.  Keys,  Librarian  of  the  Mayo  Clinic 
is  Convention  Chairman  and  letters  of  inquiry 
should  be  addressed  to  him. 


American  College  of  Angiology 

The  American  College  of  Angiology  will  hold  its 
fourth  Annual  Meeting  June  21  and  22  at  the  Fair- 
mont Hotel,  San  Francisco,  California. 

The  meeting  will  consist  of  four  scientific  sessions 
devoted  to  cardiovascular  surgery,  cardiovascular 
medicine,  cerebrovascular  disease  and  experimental 
angiology. 

The  cochairmen  are  Dr.  Alvin  Bakst,  Brooklyn; 
Dr.  J.  Earle  Estes,  Mayo  Clinic,  Rochester,  Minne- 
sota; Dr.  George  P.  Fulton,  San  Francisco,  Cali- 
fornia, and  Dr.  Paul  S.  Lowenstein,  St.  Louis,  Mis- 
souri. 

For  information  contact  Dr.  Alfred  Halpern, 
Executive  Secretary,  15  East  62nd  Street,  New  York 
21,  New  York. 


American  Congress  of  Physical  Medicine  and 
Rehabilitation 

The  36th  annual  scientific  and  clinical  session  of 
the  American  Congress  of  Physical  Medicine  and 
Rehabilitation  will  be  held  August  24  through  29 
at  the  Bellevue-Stratford  Hotel,  Philadelphia. 
Full  information  may  be  obtained  by  writing  to  the 
Executive  Secretary,  Dorothea  C.  Augustin,  Ameri- 
can Congress  of  Physical  Medicine  and  Rehabilita- 
tion, 30  North  Michigan  Avenue,  Chicago  2,  Illinois. 


World  Congress  of  Gastroenterology 

i The  World  Congress  of  Gastroenterology  will 
j make  its  headquarters  at  the  Sheraton-Park  Hotel, 
Washington,  D.C.,  when  it  meets  May  25  through 
31.  Over  200  national  and  international  scientists, 
physicians,  surgeons,  roentgenologists,  and  para- 
sitologists will  present  the  most  recent  clinical  and 
I investigative  advances  in  gastroenterology  at  this 
j first  world  congress  to  be  held  in  the  United  States. 

Medical  Library  Association 

The  57th  annual  meeting  of  the  Medical  Library 
j Association  will  be  held  in  Rochester,  Minnesota 


Third  International  Congress  of  Allergy 

The  third  International  Congress  of  Allergy,  spon- 
sored by  the  International  Association  of  Allergol- 
ogy and  French  Allergy  Association,  will  be  held  in 
Paris,  France,  October  19  through  26. 

Among  the  features  of  the  program  will  be  a sym- 
posia on  asthma  and  emphysema,  the  reading  of 
sectional  papers,  round  table  small  group  luncheon 
conferences,  pre-  or  postconvention  tours,  and  an 
enjoyable  social  program. 

For  information  regarding  the  program  and  papers 
to  be  presented  write  to  Dr.  Samuel  M.  Feinberg, 
303  East  Chicago  Avenue,  Chicago,  Illinois. 


Medical  Society  of  the  State  of  New  York 
152nd  Annual  Meeting — May  12  to  16,  1958 
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Changing  Concepts  of  Psychoanalytic  Medicine. 
Proceedings  of  the  Decennial  Celebration  of  the 
Columbia  University  Psychoanalytic  Clinic,  March 
19  and  20,  1955.  Edited  by  Sandor  Rado,  M.D., 
and  George  E.  Daniels,  M.D.  Octavo  of  248  pages, 
illustrated.  New  York,  Grime  & Stratton,  1956. 
Cloth,  $6.75. 

This  volume  contains  the  proceedings  of  the 
decennial  celebration  of  the  Columbia  University 
Psychoanalytic  Clinic,  March  19  to  20,  1955.  This 
heralded  a milestone  in  graduate  medical  school 
education  in  this  country  through  the  establishment 
of  the  three-year,  full-time  curriculum,  which  offered 
qualified  physicians  complete  training  in  psycho- 
analytic medicine  combined  with  training  in  the 
other  branches  of  psychiatry  and  its  basic  sciences. 

This  volume  chronologically  reveals  the  growing 
pains  encountered  in  the  creation  of  this  clinic  with 
its  significant  innovations  which,  understandably, 
would  take  not  only  time  but  utmost  tact  to  effec- 
tively mesh  with  other  programs  of  the  graduate 
school.  Long  before  the  completion  of  the  tenth 
academic  year  of  the  clinic,  when  Dr.  Lawrence  C. 
Kolb,  Professor  of  Psychiatrj"  and  present  execu- 
tive Officer  of  the  Department,  took  office,  the 
significant  earmarks  of  a lusty  youth  could  be 
observed  rapidly  coming  of  age  in  the  service  of 
multidisciplinary  research  and  practice  of  psychiatry. 
On  this  foundation  the  second  decade  augurs  very 
well  indeed. 

The  contents  are  grouped  under  six  headings: 
history,  basic  theory,  therapy,  work  with  children, 
clinical  papers,  and  research  in  schizophrenia. 

The  contributors  are  from  the  faculty  members, 
Columbia  University  Psychoanalytic  Clinic,  and 
several  outstanding  contributors  to  recent  advances 
in  psychiatric  thinking  and  practice,  including 
contributions  of  the  neurophj^siologist  and  biochem- 
ist. 

No  one  concerned  with  recent  trends  in  psychiatry, 
especially  from  the  psychoanalytic  point  of  view, 
can  afford  to  be  without  this  highly  significant 
volume. — Frederick  L.  Patry 


Surgeons  All.  By  Harvey  Graham,  M.D. 
Octavo  of  459  pages,  illustrated.  New  York,  Philo- 
sophical Library,  1957.  Cloth,  $10. 

This  is  more  than  a history  of  surgery.  It  is  an 
insight  into  the  future.  We  are  taken  from  the 
dawn  of  surgery  when  Man  began  his  endless  strug- 
gle against  disease  well  into  the  present.  It  is  a 
good  story.  It  reads  well,  especially  for  the  physi- 
cian, although  it  was  written  for  the  layman.  It  is 
not  a history  book  in  the  true  sense  of  the  word. 


It  is  a fascinating  tale  of  part  of  Man’s  continuous 
struggle  for  health. 

The  author  delves  into  the  discoveries  of  the 
giants  like  Pare,  Hunter,  Lister,  and  others.  He 
also  makes  prominent  the  offerings  of  little  men,  the 
workers  whose  contributions  to  surgery  have  formed 
the  basis  for  the  great  discoveries. 

The  author  makes  us  understand  that  the  surgeon 
of  today  is  part  of  a team.  The  story  becomes  more 
dramatic  and  breathtaking  each  day.  It  is  a story 
of  hope  and  fulfillment.  A treasure  house  of  in- 
formation is  given  to  us. — Alan  A.  Kane 

Science  Looks  at  Smoking.  A New  Inquiry  into 
the  Effects  of  Smoking  on  Your  Health.  By  Eric 
Northrup.  Duodecimo  of  190  pages.  New  York, 
Coward-McCann,  1957.  Cloth,  $3.00. 

This  volume  consists  essentially  of  two  parts. 
The  first  part  is  a 35-page  long  introduction,  written 
by  Dr.  Harry  S.  N.  Greene,  Chairman  of  the  De- 
partment of  Pathology  of  Yale  University.  Dr. 
Greene’s  eminence  in  the  field,  and  the  excellence  of 
his  previous  works  make  it  difficult  for  this  re- 
viewer to  pick  faults  in  his  introduction.  How- 
ever, Dr.  Greene  opens  his  introduction  with  the 
statement  that  he  has  been  smoking  for  forty  years 
and  loves  it  and  closes  his  introduction  with  the 
statement  that  he  is  going  to  continue  to  smoke. 
In  between  these,  he  permits  himself  innumerable 
sophisms,  some  of  which  are  witty,  others  less  so. 
He  obviously  looks  down  on  the  layman  for  whom 
this  book  has  been  written.  In  your  reviewer’s 
opinion,  the  layman  intelligent  enough  to  read  a 
book,  instead  of  going  to  the  Reader’s  Digest  to 
gather  his  medical  information,  should  be  treated 
with  consideration  and  with  the  assumption  that  his 
intelligence  is  equal  to  that  of  the  average  man  of  the 
world,  including  the  physician.  Your  reviewer 
fails  to  see  the  significance  of  the  analogy  between 
the  rarity  of  corset  covers  and  molasses  cookies  as 
having  any  bearing  on  the  cancer  problem,  nor  does 
the  similarly  used  comparison  of  the  self  starter 
with  the  gasoline  tank  bear  any  direct  relation  to  the 
problem  of  cigaret  smoking  and  lung  cancer. 
Acknowledging  the  high  position  which  Dr.  Greene 
occupies  in  the  field  of  experimental  cancer  investi- 
gation and  in  the  field  of  tissue  culture,  as  well  as 
general  pathology,  one  still  can  only  conclude  from 
the  lengthy  introduction  that  Dr.  Greene  loves  his 
smoking  and  intends  to  continue  his  close  associa- 
tion with  his  pipe. 

The  second  half  of  the  book,  written -by  Eric 
Northrup,  a professional  lay  medical  writer,  sets  out 
to  prove  that  the  relationship  of  smoking  to  coronary 

[Continued  on  page  764] 
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disease  and  to  lung  cancer  is  at  best  indefinite,  and 
probably  nonexistent.  The  author  emphasizes  the 
fact  that  carcinogenesis  is  a very  complicated 
problem,  and  that  in  this  still  more  complicated 
existence  of  ours  we  are  subjected  to  innumerable 
agents,  which  in  themselves  may  be  carcinogenic 
when  absorbed  in  excess.  The  fact  that  other  hydro- 
carbons, such  as  the  diesel  engine  exhaust,  asphalt 
fumes,  industrial  fumes,  etc.,  etc.,  may  in  themselves 
be  carcinogenic  does  not  mean  that  the  hydro- 
carbons inhaled  during  cigaret  smoking  are 
exonerated.  The  reviewer  remains  with  the  opinion 
that  the  evidence  presented  by  Dr.  Ochsner  and  his 
innumerable  colleagues  who  have  written  con- 
demningly  of  cigaret  smoking  remains  valid,  and 
that  if  smoking  were  limited  to  dead  fish  and  cured 
hams,  the  population’s  health  would  be  benefited. — 
Asa  B.  Friedmann 

Diseases  of  the  Heart.  By  Charles  K.  Fried- 
berg,  M.D.  Second  edition.  Quarto  of  1,161 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1956.  Cloth,  $18. 

The  second  edition  of  this  text  has  been  brought 
up  to  date  with  chapter  revisions  and  new  sections. 
Discussions  are  excellent  and  give  the  reader  a 
thorough  review  of  all  aspects  of  the  various  prob- 
lems in  cardiology.  The  print  is  large  and  easily 
readable.  There  is  an  excellent  bibliography  at  the 
end  of  each  chapter.  Dr.  Friedberg’s  book  has 
rapidly  become  the  outstanding  available  textbook 
in  cardiology.  It  is  enthusiastically  recommended 
to  medical  students  and  practicing  physicians  alike. 
— Leon  M.  Levitt 

Clinical  Physiology.  The  Functional  Pathology 
of  Disease.  Edited  by  Arthur  Grollman,  M.D. 
Octavo  of  854  pages  illustrated.  New  York,  The 
Blakiston  Division,  McGraw-Hill  Book  Company, 
1957.  Cloth,  $12.50. 

This  is  a textbook  of  applied  physiology  on  a 
clinical  level,  apparently  written  for  the  senior 
medical  student.  Outstanding  authorities  in  the 
various  sub-specialties  have  contributed  to  this 
comprehensive  text. 

This  volume  has  many  fine  features.  The  sub- 
ject matter  is  well  written  and  well  arranged,  and 
adequately  discussed  without  excess  wordage. 
The  material  is  not  too  technical.  Bibliographies 
are  concise  and  well  selected. 

In  general,  this  is  an  excellent  volume.  Although 
its  main  function  perhaps  would  be  to  serve  as  a 
text  for  the  senior  medical  student  and  intern,  it  is 
advanced  and  comprehensive  enough  so  that  the 
specialist  could  read  it  with  pleasure  and  profit. — 
Morris  Zuckerbrod 


Chemistry  of  Erythrocytes.  Clinical  Aspects. 
By  H.  Behrendt,  M.D.  Octavo  of  227  pages,  illus- 
trated. Springfield,  Illinois,  Charles  C Thomas, 
1957.  Cloth,  $5.75. 


Dr.  Behrendt  has  collected  the  many  interesting 
chemical  facts  about  erythrocytes  and  has  written 
an  instructive  treatise  around  them. 

He  calls  attention  to  the  fact  that  many  genera- 
tions of  medical  students  were  taught  that  the 
mature  erythrocyte  was  without  life  and  that  the 
changes  in  its  composition  were  the  result  of  the 
mechanism  of  diffusion  across  a dialysing  membrane. 

In  the  light  of  present  knowledge  this  view  is  not 
tenable.  For  although  the  nucleus  is  extruded  dur- 
ing maturation,  the  erythrocytic  cell  membrane 
gives  rise  to  selective  absorption  and  excretion. 
The  cell  respires  and  presents  an  enzymic  metabo- 
lism even  though  it  has  lost  its  power  of  reproduc- 
tion and  it  is  only  when  this  energy  of  life  is  used 
up  that  the  protective  selectivity  of  the  cell  mem- 
brane is  lost  and  diffusion  unlimited  brings  about 
the  dissolution  of  the  cell. 

This  book  is  built  around  the  elucidation  of  this 
life  process  of  the  erythrocyte  and  each  chemical 
ingredient  is  taken  separately  and  is  traced  through 
its  metabolic  cycle  in  so  far  as  the  cycle  is  known  at 
this  time. 

Written  for  the  clinician,  this  treatise  is  neither 
intricate  nor  boring.  Any  physician  who  may 
choose  to  read  it  will  find  himself  well  repaid  for  the 
time  expended. — Kenneth  G.  Jennings 

Psychoanalysis  of  Behavior.  Collected  Papers. 

By  Sandor  Rado,  M.D.  Octavo  of  387  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1956. 
Cloth,  $7.75. 

This  collection  of  papers  might  be  dubbed,  “The 
best  of  Rado.”  They  were  first  published  in  Ger- 
man, English,  and  American  periodicals  and  books 
from  1922  to  1956.  Chronologically,  there  is  a 
division  of  contents  into  three  periods:  classic 

psychodynamics,  basic  conceptual  scheme,  and 
development  of  “adaptational  psychodynamics,” 
which  Rado  has  pioneered. 

The  psychiatrist,  whether  he  be  psychoanalytic 
or  eclectic  oriented,  is  indeed  fortunate  to  have  at 
hand  this  volume  epitomizing  the  earthy  and 
trenchant  thinking  of  Dr.  Rado  who  for  so  many 
years  has  been  an  outstanding  teacher  and  practicing 
psychiatrist,  specializing  in  psychoanalysis  both  in 
Europe  and  in  this  country.  These  original  con- 
tributions, both  before  as  well  as  while  Director  of 
the  Psychoanalytic  Clinic  for  Training  and  Research, 
and  clinical  professor  of  Psychiatry,  College  of 
Physicians  and  Surgeons,  Columbia  University,  are 
in  the  foremost  rank  of  formulations  of  psycho- 
dynamics, which  have  proved  helpful  to  the  better 
understanding  and  more  comprehensive  treatment  of 
those  suffering  from  varying  degrees  of  mental  and 
emotional  ill  health. 

This  volume  deserves  widest  reading  by  the 
psychiatrist  and  every  physician  bent  upon  gaining 
a working-knowledge  of  this  brilliant  student, 
teacher  and  researcher  who,  while  acknowledging 
his  indebtedness  to  predecessors  and  contemporaries, 
emboldens  others  to  question  and  differ  from  clich6 
thinking  when  indicated,  and  to  embrace  new  and 
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more  comprehensive  conceptions  and  practices, 
even  the  valuable  contributions  of  electroconvulsive 
and  other  physical  therapies  and  pharmacologic 
aids. — Frederick  L.  Patry 

The  Riddle  of  Stuttering.  By  C.  S.  Bluemel, 
M.D.  Octavo  of  142  pages,  illustrated.  Danville, 
111.,  Interstate  Publishing  Co.,  1957.  Cloth,  $3.50. 

The  author  regards  stuttering  as  a broad  dis- 
organization of  the  personality.  In  addition,  the 
stutterer  is  basically  a poor  speaker  and  his  speech 
becomes  readily  disorganized. 

The  therapy  according  to  the  author  is  directed  to 
the  verbal  thinking  process.  The  stutterer  has  to 
learn  to  think  quietly  and  clearly  in  words,  then 
broadcast  the  words  to  his  mouth.  How  this  is 
accomplished  is  difficult  to  understand.  There  are 
also  descriptions  of  technics  which  are  used  in  the 
treatment  of  stuttering.  It  is  a useful  reference 
book  written  by  one  long  interested  in  the  problem 
of  stuttering. — I.  W.  Karlin 

Pre  and  Postoperative  Care  in  the  Pediatric 
Surgical  Patient.  Edited  by  William  B.  Kiese- 
wetter,  M.D.  Duodecimo  of  347  pages,  illustrated. 
Chicago,  The  Year  Book  Publishers,  1956.  Cloth, 
$7.00. 

This  book  gives  a thorough  and  lucid  account  of 
pre-  and  postoperative  care  of  the  pediatric  surgical 
patient.  The  author  and  his  collaborators  have 
provided  an  authoritative,  timely,  and  usable 
reference  for  students,  residents,  and  surgeons  alike. 
Only  by  anticipation  of  and  preparation  for  any 
eventuality  which  may  occur  in  the  operating  room, 
combined  with  alert  and  intelligent  postoperative 
care,  can  maximum  safety  and  success  be  secured 
for  the  child  who  must  have  surgical  therapy. — 
John  A.  Monfort 

Hemorrhagic  Diseases.  By  Armand  J.  Quick, 
M.D.  Octavo  of  451  pages,  with  37  illustrations. 
Philadelphia,  Lea  & Febiger,  1957.  Cloth,  $9.50. 

This  is  an  up-to-date  volume  written  by  an  out- 
standing authority  on  a subject  which  is  daily 
growing  in  complexity.  It  is  well  written,  concise, 
replete  with  clinical  information  and  contains  an 
excellent  bibliography. 

This  book  consists  of  a series  of  monographs  on 
blood  coagulation,  the  hypoprothrombinemic  states, 
hemophilia  and  hemophilia-like  states,  thrombocyto- 
penic purpura,  pseudohemophilia  and  telangiectasia, 
afibrinogenemia  and  hyperheparinemia,  venous 
thrombosis,  and  laboratory  methods. 

It  is  hard  to  single  out  any  one  chapter  for  special 
commendation.  All  are  excellent  except  for  the  one 
on  venous  thrombosis  which  seems  to  be  unduly 
abbreviated,  simplified,  and  lacking  in  complete- 
ness. This  is  a very  fine  book  and  very  much 
worthwhile  reading. — Morris  Zuckerbrod 

Gifford’s  Textbook  of  Ophthalomology.  By 
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Hospital  for  Special  Surgery — The  New 
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PRESTON  A.  WADE,  M.D. 

Fundamental  Principles  of  Wound  Treatment 

Dr.  Frank  Glenn 

Metabolic  Response  to  Injury Dr.  James  A.  Nicholas 

The  Metabolism  of  Bone  in  Relation  to  Fracture  Healing.. 

Dr.  Melvin  Horwith 

Injuries  to  Abdomen Dr.  Samuel  W.  Moore 

X-Rays  in  Fracture  Treatment Dr.  John  A.  Evans 

Treatment  of  Shock Dr.  John  M.  Beal 

Anaesthesia  in  Trauma Dr.  Joseph  F.  Artusio 

Injuries  to  the  Chest Dr.  Cranston  W.  Holman 

Indications  for  and  Technique  of  Tracheostomy 

Dr.  James  A.  Moore 

Open  Fractures Dr.  Robert  L.  Patterson 

Back  Injuries Dr.  Peter  C.  Rizzo 

Head  Injuries Dr.  Bronson  S.  Ray 

Pathological  Anatomy  of  Intra-Cranial  Injuries 

Dr.  Milton  Helpern 

Injuries  to  Spinal  Cord Dr.  Herbert  Parsons 

Fractures  of  Spine Dr.  Philip  D.  Wilson,  Sr. 

Antibiotics  in  Trauma Dr.  Peter  Dineen 

Fractures  of  Pelvis  and  Complicating  Injuries 

Dr.  John  W.  Draper  and  Dr.  Paul  W.  Braunstein 

Trauma  to  Genito-Urinary  System Dr.  Victor  F.  Marshall 

Auto-Crash  Injury  Research Dr.  Paul  W.  Braunstein 

Pathological  Fractures Dr.  Robert  L.  Patterson 

Treatment  of  Multiple  Injuries Dr.  Preston  A.  Wade 

Injuries  to  Ligaments  and  Cartilages  of  Knee 

Dr.  Frederick  Lee  Liebolt 

Fractures  of  Knee Dr.  Frederick  Lee  Liebolt 

Injuries  to  Blood  Vessels Dr.  Jere  W.  Lord,  Jr. 

Fractures  of  Elbow Dr.  T.  Campbell  Thompson 

Fractures  of  Humerus Dr.  William  Cooper 

Fractures  of  Shoulder Dr.  Philip  D.  Wilson,  Jr. 

Peripheral  Nerve  Injuries Dr.  Howard  S.  Dunbar 

Demonstration  of  Plaster  of  Paris  Application 

Dr.  Robert  L.  Patterson  and  Dr.  Preston  A.  Wade 

Demonstration  of  Application  of  Traction 

Dr.  Robert  L.  Patterson  and  Dr.  Preston  A.  Wade 

Fractures  of  Acetabulum  and  Dislocations  of  Hip 

Dr.  T.  Campbell  Thompson 

Intracapsular  Fractures  of  Hip Dr.  Preston  A.  Wade 

Intertrochanteric  Fractures  of  Hip  . Dr.  Carieton  M.  Cornell 

Fractures  of  Femoral  Shaft Dr.  Preston  A.  Wade 

Fractures  in  Children 

Dr.  Preston  A.  Wade  and  Dr.  Howard  D.  Balensweig 

Treatment  of  Burns Dr.  Herbert  Conway 

Skin  Grafting  of  Fresh  Burns Dr.  Herbert  Conway 

Eye  Injuries Dr.  John  M.  McLean 

Amputations Dr.  T.  Campbell  Thompson 

Fractures  of  Forearm Dr.  Paul  W.  Braunstein 

Fractures  of  Carpal  Bones  Dr.  Irvin  Balensweig 

Colles’  Fractures Dr.  Rolla  D.  Campbell,  Jr. 

Fractures  of  Hand Dr.  L.  Ramsay  Straub 

Fractures  and  Dislocationso  of  Foot  and  Tarsus 

Dr.  Philip  D.  Wilson,  Sr. 

Fractures  of  Ankle Dr.  Robert  L.  Patterson 

Fractures  of  Tibia  and  Fibula Dr.  Rolla  D.  Campbell,  Jr. 

Cross-leg  Flaps  for  Injuries  of  Leg Dr.  Herbert  Conway 

Principles  of  First  Aid  Treatment Dr.  Preston  A.  Wade 

Operative  Treatment  of  Fractures Dr.  Preston  A.  Wade 

Fractures  of  the  Mandible Dr.  Stanley  J.  Behrman 

Injuries  to  Hand Dr.  L.  Ramsay  Straub 

Joint  Motion  and  Physical  Therapy 

Dr.  Howard  D.  Balensweig 

Management  of  Mass  Casualties 

Dr.  Paul  W.  Braunstein  and  Dr.  Preston  A.  Wade 

Living  accommodations  for  physicians  and  their  wives  will 
be  available  in  Olin  Hall,  the  Medical  College  Student 
Residence,  at  $2.50  per  night  per  person. 

Tuition:  $150.00 
For  further  information  write  to: 
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Francis  Heed  Adler,  M.D.  Sixth  edition.  Octavo 
of  499  pages.  Illustrated  with  277  figures  and  26 
color  plates.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1957.  Cloth,  $8.00. 

This  is  a complete  text  on  ophthalmology  which 
covers  the  present  knowledge  of  diseases  and  in- 
juries to  the  eye  from  a practical  point  of  view. 
Previous  texts  were  aimed  directly  at  the  ophthal- 
mologist and  often  did  not  supply  the  basic  approach 
necessary  for  the  general  practitioner  and  the  medi- 
cal student.  Now  the  rarer  conditions  have  been 
eliminated  and  there  has  been  a concentration  on 
the  more  common  and  usual  ones  appearing  in  the 
doctor’s  office. 

There  is  a unified  chapter  on  ocular  injuries  such 
as  those  to  the  lids  and  cornea,  and  penetrating 
foreign  bodies.  The  equipment  the  general  prac- 
titioner needs  is  explained,  and  those  surgical  pro- 
cedures that  he  majr  be  equipped  to  do  are  listed 
with  warnings.  The  book  begins  with  elementary 
methods  of  external  examination  of  the  eyes  and 
adnexa,  the  use  of  the  ophthalmoscope,  objective 
and  functional  methods  of  examination  of  the  eye, 
and  covers  the  various  diseases  of  the  eye. 

A nice  chapter  on  the  present  chemotherapeutic, 
antibiotic  and  corticosteroid  agents  useful  in  oph- 
thalmology is  included. 

This  is  a practical  text  and  should  be  in  the 
library  of  the  general  practitioner  and  ophthal- 
mologist.— Norris  C.  Elvix 


Micro- Analysis  in  Medical  Biochemistry.  By 
E.  J.  King,  Ph.D.,  and  I.  D.  P.  Wootton,  M.B. 
Third  edition.  Octavo  of  292  pages,  illustrated. 
New  York,  Grune  & Stratton,  1956.  Cloth,  $4.00. 

This  manual  is  a succinct  yet  thorough  presenta- 
tion of  the  practice  of  clinical  chemistry  in  a hospital 
laboratory.  Most  of  the  quantitative  chemical 
analyses  employed  in  a hospital  as  an  aid  in  the 
diagnosis  and  management  of  the  ill  are  included 
and  newer  methods,  e.g.,  electrophoresis,  flame 
photometry,  and  radioisotopes  are  described.  In 
addition,  there  is  an  important  chapter  on  the  control 
of  laboratory  accuracy  and  a system  of  qualitj’- 
control. 

In  general,  these  authors  employ  0.1  ml.  of  serum 
or  less,  enabling  the  laboratory  to  obtain  a greater 
number  of  analyses  from  a sample  than  is  customary 
in  many  institutions  in  the  United  States.  In 
most  cases  the  methods  chosen  are  elegant  but  in 
some  instances,  in  this  writer’s  opinion,  other 
methods  might  have  been  preferred,  i.e.,  phosphatase 
and  the  methods  employing  chromogenic  substrates 
should  have  been  included. — Albert  E.  Sobel 


Ciba  Foundation  Symposium  on  Bone  Structure 
and  Metabolism.  Editors  for  the  Ciba  Foundation, 
G.  E.  W.  Wolstenholme,  M.B.,  and  Cecilia  M. 
O’Connor,  B.Sc.  Octavo  of  299  pages.  121  illus- 
trations. Boston,  Little,  Brown  & Co.,  1956. 
Cloth,  $8.00. 


This  small  volume  consists  of  a series  of  mono- 
graphs dealing  with  many  features  of  the  biology  of 
bone  and  represents  the  detailed  transactions  of  a 
symposium  held  under  the  auspices  of  the  Ciba 
Foundation  in  July,  1955. 

The  collected  papers  and  the  interesting  discus- 
sions at  the  end  of  each  paper  represent  a note- 
worthy contribution  to  the  subject  under  considera- 
tion. Of  particular  interest  are  some  of  the  newer 
concepts  on  the  deposition  of  radioactive  materials 
in  bone,  experimental  bone  disease,  parathyroid 
function,  and  bone  metabolism. 

To  be  sure,  the  book  has  more  interest  for  the 
biochemist,  anatomist  and  physiologist  than  for  the 
clinician. — Max  S.  Rabinowitz 

Atlas  of  Clinical  Endocrinology.  Including  Text 
of  Diagnosis  and  Treatment.  By  H.  Lisser,  M.D., 
and  Roberto  F.  Escamilla,  M.D.  Quarto  of  476 
pages.  Illustrated  with  148  plates,  including  3 in 
color.  St.  Louis,  C.  V.  Mosby  Company,  1957. 
Cloth,  $18.75. 

This  atlas  continues  to  maintain  the  standards  of 
the  two  authors.  The  field  of  endocrinology  is  well 
covered  albeit  in  a schematic  fashion.  Miscellaneous 
related  syndromes  are  included.  The  vast  number 
of  illustrations  reveals  the  extensive  clinical  ex- 
perience of  these  authors  in  the  broad  and  complex 
field  of  endocrinology.  Clinicians  will  cherish  this 
edition  despite  therapeutic  over-enthusiasm  evi- 
denced by  the  photographs  on  page  51. — Bernard 
Seligman 

An  Atlas  of  the  Commoner  Skin  Diseases.  With 
153  Plates  Reproduced  by  Direct  Colour  Photog- 
raphy from  the  Living  Subject.  By  Henry  C.  G. 
Semon,  D.M.  (Oxford).  Revised  with  the  collab- 
oration of  Harold  T.  H.  Wilson,  M.D.  Colour 
Photography  originally  directed  by  the  late  Arnold 
Moritz,  B.  C.  (Cantab.)  Fifth  edition.  Octavo  of 
371  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1957.  Cloth,  $20. 

This  atlas  by  Semon  and  Wilson  consists  of  375 
pages  and  is  a little  wider  than  the  usual  textbook 
on  dermatology.  It  contains  153  plates,  all  in 
color,  of  which  about  23  are  of  the  less  common 
dermatoses.  A text  consisting  of  a description  of 
the  dermatitis  and  a method  of  treatment  accom- 
panies every  plate. 

The  plates  are  in  good  color  and  the  text  is  con- 
cise and  specific.  Many  dermatologists  may  not 
completely  agree  with  the  therapy,  but  it  neverthe- 
less serves  a good  purpose  for  the  nondermatologist. 
For  example,  under  their  discussion  of  chronic 
urticaria,  the  authors  do  not  mention  the  ingestion 
of  drugs  as  a possible  etiology  which,  by  the  way, 
is  not  an  unusual  causative  factor.  However, 
under  Dermatitis  Medicamentosa  thej^  do  include 
urticaria  as  a type  reaction. 

Their  treatment  of  many  of  the  dermatoses  is  not 
generalR  accepted.  For  example,  they  suggest 
radiotherapy  for  infantile  atopic  eczema,  a proce- 
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dure  never  employed  in  this  country.  Hormone 
treatment  for  acne  has  been  discarded  by  practically 
all  dermatologists.  In  general,  however,  this  book 
has  its  place  in  the  office  of  the  general  practitioner, 
pediatrician,  and  other  nondermatologists.  The 
fact  that  it  has  gone  through  five  editions  speaks 
highly  for  its  popularity  as  a skin  text  for  all  not  too 
conversant  in  the  diseases  of  the  skin. — Abraham 
Walzer 


Pelvimetry.  By  Herbert  Thoms,  M.D.  Octavo 
of  120  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  1956.  Cloth,  $5.00.  (A  Hoeber-Harper 
Book). 

This  is  a well-written  book  by  a man  who  has  been 
long  interested  in  this  problem.  The  author  gives  a 
practical  description  of  variations  and  abnormalities 
of  the  bony  pelvis  with  relation  to  labor.  He  further 
describes  certain  diagnostic  procedures  by  which 
pelvic  morphology  and  pelvic  capacity  may  be 
ascertained.  This  monograph  should  be  read  by  all 
who  are  concerned  with  the  art  of  obstetrics. — 
John  M.  Tortora 

Psychosomatic  Medicine.  A Clinical  Study  of 
Psychophysiologic  Reactions.  By  Edward  Weiss, 
M.D.,  and  O.  Spurgeon  English,  M.D.  Third  edi- 
tion. Octavo  of  557  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1957.  Cloth, 
$10.50. 

The  authors  present  the  third  edition  of  their 
well-known  and  well-received  book  on  psychosomatic 
medicine.  In  this  volume  they  have  laid  more 
stress  on  psychophysiologic  reactions  than  on  the 
actual  application  of  psychopathology  to  general 
medical  problems.  Additional  material  has  been 
added  on  psychodynamics,  so  that  the  work  more 
and  more  resembles  a book  on  psychopathology  with 
clinical  application  to  various  aspects  of  general 
medicine,  cardiovascular,  gastrointestinal,  endo- 
crine, genitourinary,  central  nervous  system,  and 
other  system  disturbances. 

There  has  been  a rearrangement  of  the  presenta- 
tion of  many  chapters  to  good  advantage  which 
tends  to  make  for  greater  cohesiveness  and  clarity 
of  the  material.  The  inclusion  of  the  management 
of  such  conditions  as  thumb-sucking,  infantile 
masturbation,  enuresis,  and  other  disturbing  situa- 
tions of  childhood  will  be  found  useful  to  all  parents 
as  well  as  pediatricians. 

The  experience  of  World  War  II  is  largely  re- 
sponsible for  the  present-day  interest  and  concept 
of  psychosomatic  medicine  and  the  three  editions 
of  this  book  have  done  much  to  keep  readers  abreast 
of  the  best  thinking  along  this  line.  It  is  a welcome 
addition  to  the  physician’s  library. — Joseph  L. 
Abramson 

Liver:  Structure  and  Function.  By  Hans  Pop- 
per, M.D.,  and  Fenton  Schaffner,  M.D.  Quarto  of 
777  pages,  illustrated.  New  York,  The  Blakiston 


Division,  McGraw-Hill  Book  Company,  Inc.,  1957. 
Cloth,  $20. 

This  book  consists  of  almost  800  pages  with  an 
amazing  bibliography  of  almost  4,000  articles.  It  is 
a monumental  work  with  over  200  figures,  chiefly 
microphotographs,  and  about  60  tables,  all  clearly 
and  beautifully  portrayed.  It  encompasses  nearly 
all  available  knowledge  on  liver  metabolism  and 
structure  in  the  normal  and  diseased  states,  based 
primarily  on  liver  biopsies.  Hepatic  function  tests 
are  treated  with  physiologic  explanations.  Numer- 
ous aspects  of  liver  dysfunctions  are  presented,  with 
experimental  and  investigative  backgrounds,  which 
are  seldom  found  in  ordinary  texts  or  articles.  The 
style  of  writing  is  simple  and  clearcut.  This  book 
is  almost  encyclopedic  in  scope  and  should  be  the 
outstanding  book  on  the  subject.  It  should  be  seen 
to  be  fully  appreciated.  It  is  highly  recommended. 
— Lewis  E.  Schottenfeld 


Practitioners’  Conferences.  Held  at  The  New 
York  Hospital-Cornell  Medical  Center.  Volume  5. 
Edited  by  Claude  E.  Forkner,  M.D.  Octavo  of  396 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  Inc.,  1957.  Cloth,  $6.75. 

Like  the  other  volumes  in  this  series,  the  present 
volume  measures  up  to  high  standards.  The  sub- 
jects considered  are  timely  and  are  authoritatively 
discussed  with  accent  on  practical  application. 
Divergent  views  are  considered  since  the  panels 
consist  of  authorities  from  various  schools. 

It  is  hard  to  single  out  any  one  chapter  for 
criticism.  All  are  good  reading,  replete  with  worth- 
while information.  Dr.  Stewart  Wolff’s  remarks  on 
the  psychosomatic  influences  on  the  upper  respira- 
tory and  gastrointestinal  tract,  albeit  well  known, 
are  worth  rereading. — Morris  Zuckerbrod 

Clinical  CardiopulmonaryjPhysiology.  Sponsored 
by  the  American  College  of  Chest  Physicians.  Edi- 
torial Board:  Burgess  L.  Gordon,  M.D.,  Chairman, 
Editor-in-Chief,  Albert  H.  Andrews,  Jr.,  M.D.,  Al- 
van  L.  Barach,  M.D.,  John  F.  Briggs,  M.D.,  Edwin 
R.  Levine,  M.D.,  et  al.  Quarto  of  759  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1957. 
Cloth,  $15.75. 

In  the  past  decade  advances  in  the  field  of  cardio- 
pulmonary diseases  have  been  prodigious.  This 
has  been  due  in  no  little  part  to  the  new  technics  of 
cardiac  catheterization,  blood  gas  analyses,  bron- 
chospirometry,  volume  flow  determination,  and 
studies  of  lung  compliance.  The  amount  of  new 
physiologic  data  which  has  resulted  has  been 
voluminous  and  often  complicated.  This  new  book 
admirably  crystallizes  this  information  and  presents 
it  with  a view  to  helping  the  clinician  to  better 
understand  the  altered  physiology  in  cardiopul- 
monary diseases. 

The  American  College  of  Chest  Physicians  has 
prevailed  upon  some  of  their  most  prominent  and 
authoritative  members  to  contribute  specific  chap- 
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of  drug  released,  and  all  is  available 
for  absorption 


• employs  no  resins,  wax  or  enteric 
coatings  of  any  kind  . . . release  is 
independent  of  intestinal  motility  or 
specific  pH 

Synatan  contains  tanphetamin  (dextro- 
amphetamine tannate)  17.5  mg.  in  a 
Durabond  tabule.  Also  available  — 
SECO-SYNATAN®,  Synatan  plus 
secobarbital  in  a Durabond  tabule. 
Dosage— 1 or  2 tabules  at  10  a.m.  for 


• provides  greater  anorexic  action 
while  minimizing  overstimulation 


all-day  control.  For  prescription  econ- 
omy prescribe  in  50’s. 

To  serve  your  patients  today— call  your 
pharmacist  for  any  additional  informa- 
tion you  may  need  to  help  you  prescribe 
Synatan  and  Seco-Synatan. 


TIbJaIet 


*Patent  Pending 
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IRWIN,  NE/SLER  & CO.,  Decatur,  Illinois 


aqueous 


ready-to-use 
freely  miscible 


• accelerated  absorption  in  the  gastro- 
intestinal tract 

• early,  high  peaks  of  concentration  in  body 
tissue  and  fluid 

• quick  control  of  a wide  variety  of  infections 

• unsurpassed,  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 

ACHROMYCIN  V SYRUP: 

Orange  Flavor.  Each  teaspoonful  (5  cc.) 
contains  125  mg.  of  tetracycline,  HCI  equivalent, 
citrate-buffered.  Bottles  of  2 and  16  fl.  oz. 


DOSAGE: 

6-7  mg.  per  lb.  of  body  weight  per  day. 

*Reg.  U S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


anginaphobia:  must  anger  cause  angina? 

Fear  of  anginal  attack  may  cause  a patient  to  simmer  in 
repressed  hostility — potentially  as  harmful  as  blowing  olf  steam. 

Remove  the  fear  factor  by  lowering  the  anginal  attack  rate.  Peritrate, 
a long-acting  coronary  vasodilator,  reduces  the  frequency  and  severity 
of  attacks,  lessens  nitroglycerin  dependence,  increases  exercise  tolerance. 

For  the  unduly  apprehensive  patient  (especially  early  in  treatment), 
Peritrate  with  Phenobarbital  relieves  tension  without  daytime  drowsiness. 

Usual  dosage:  20  mg.  of  Peritrate  before  meals  and  at  bedtime. 


■ - 


not  delayed  action, 
not  repeat  action 

but  continuous 
antiallergic  action 


just  one 

PYRIBENZAM  I N E® 

LONTAB 

relieves  your  allergic  patient  all  day  or  all  night 


The  new  and  unique  long-acting  principle 
of  the  Pyribenzamine  Lontab  offers  con- 
tinuous antiallergic  action,  sustained  as  long 
as  12  hours. 

Just  one  Lontab  in  the  morning  and  one 
in  the  evening  provide  day-long  plus  night- 
long protection  against  attacks  of  sneezing, 
nasal  congestion  and  tearing  in  hay  fever - 
as  well  as  symptoms  of  other  allergies. 


C I B A 

SUMMIT,  N.  J. 


SUPPLIED:  Pyribenzamine  Lontabs,  100  mg.  (light  blue)  PYRIBENZAMINE®  hydrochloride 

(tripelennamine  hydrochloride  CIBA) 
LONTABS®  (long-acting 
tablets  CIBA) 


2/2465MR 
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AN  AMES  CL1NIQUICK 

:linical  briefs  for  modern  PRACTICE 

when  should 
varicose  veins  of 
the  long  saphenous 
system  not  be 
treated  surgically? 

1.  When  the  superficial  veins  are  com- 
pensating for  a deep  circulation  that  has 
been  obliterated  by  thrombophlebitis; 

2.  when  there  is  inflammation  at  the 
operative  site  in  the  groin;  3.  when  there 
is  a very  septic  varicose  ulcer;  4,  when 
the  patient  is  confined  to  bed  for  reasons 
other  than  varicose  veins. 

Source  — Barrow,  D.  W.:  The  Clinical  Manage- 
ment of  Varicose  Veins,  ed.  2,  New  York,  Paul  B. 
Hoeber,  Inc.,  1957,  p.  79. 

in  varicose  vein  complications 

MY- B- DEN* 

adenosine-5-monophosphate 

in  medical  or  surgical  management,  sys- 
temic therapy  with  My-B-Den  relieves 
itching  and  edema,  improves  dry  and 
scaling  skin  and  speeds  healing. 

dosage 

Sustained-Action  My-B-Den:  20  mg./cc. 
and  100  mg./cc.— 1 cc.  daily  or  three  times 
weekly  as  needed. 

My-B-Den  Sublingual  Tablets— As  a supple- 
ment to  intramuscular  injections  — one  tablet 
five  times  daily  at  hourly  intervals. 

Note:  Do  not  discontinue  therapy  should  symptoms 
suddenly  increase.  This  phenomenon  frequently  pre- 
cedes the  complete  remission. 


Literature  available  to  physicians 

AMES  COMPANY,  INC  . ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  4445s 
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for  “This  Wormy  World” 


Pleasant  tasting 

‘ANTEPAR? 


brand 


PIPERAZINE 


SYRUP  - TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR’  SYRUP  — Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR’  TABLETS -Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  “Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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HOLBROOK  MANOR  NiK|G 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  K;  tSSV^Sf } '• 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


GIVE  to  Conquer  Cancer 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  "1  -hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


California  offers 
PSYCHIATRISTS 

Attractive  opportunities  in  its 
State  mental  health 
and  rehabilitation  programs 

Choice  of  location  in  many  modern  facilities 
No  written  examination.  Interviews  twice  a month  in  San 
Francisco  and  Los  Angeles/  and  in  April  in  such  cities  as  Boston, 
New  York  and  Washington 
Three  salary  groups: 

$950-$1050  a month 
$1000-$1100  a month 
$1100-$1200  a month 

Annual  merit  increases.  . .Liberal  retirement  plan... and  other 
benefits! 

Write  Medical  Recruitment  Unit 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue  Sacramento,  California 
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BOOKS  REVIEWED 


[Continued  from  page  768] 

ters  in  this  book.  The  results  are  uniformly  excel- 
lent. Practically  all  the  known  cardiopulmonary 
diseases  are  reviewed.  Altered  physiology  and 
specific  methods  of  diagnosis  and  treatment  are 
covered. 

All  clinicians  would  do  well  to  read  this  volume. 
Medical  students  should  find  it  particularly  valuable 
since  it  presents  complex  pulmonary  physiology  in  a 
relatively  simple  manner. 

This  book  has  been  admirably  printed.  The 
reproductions  of  x-rays,  charts,  and  graphs  are 
superb.  All  in  all — a hit! — Felix  Taubman 

General  Urology.  By  Donald  R.  Smith,  M.D. 
Illustrated  by  Ralph  Sweet.  Quarto  of  328  pages, 
illustrated.  Los  Altos,  Calif.,  Lange  Medical  Publi- 
cations, 1957.  Paper,  $4.50. 

This  text  is  a comprehensive  urology  primer  pre- 
sented in  a compact  paper-back  volume  as  the  book 
was  produced  for  sale  at  a minimal  price.  The 
accompanying  diagrams  are  instructive  and  useful 
teaching  aids.  The  paper  stock  used  is  not  of  a 
quality  that  can  reproduce  roentgenograms  clearly. 
However,  the  author  has  drawn  attention  to  the 
essential  pathologic  changes  in  the  roentgenogram 
reproductions  by  arrows  and  other  diagrammatic 
figures.  The  text  is  recommended  to  medical 
students  and  physicians  requiring  a basic  manual  of 
urology. — Sidney  R.  Weinberg 


Dorland’s  Illustrated  Medical  Dictionary.  Edi- 
torial Board:  Leslie  Brainerd  Arey,  Ph.D.,  William 

Burrows,  Ph.D.,  J.  P.  Greenhill,  M.D.,  and  Richard 
M.  Hewitt,  M.D.  Philological  consultants,  Paul  J. 
Alexander,  Ph.D.,  and  Harry  C.  Messenger,  M.D. 
Including  Modern  Drugs  and  Dosage  by  Austin 
Smith,  M.D.,  and  Fundamentals  of  Medical  Etymol- 
ogy, by  Lloyd  W.  Daly,  Ph.D.  Twenty-third  edi- 
tion. Quarto  of  1,598  pages.  With  more  than  700 
illustrations  and  50  plates.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Cloth,  $12.50. 

This  edition  contains  4,000  new  words,  1,000  im- 
proved definitions,  and  700  distinctive  illustrations 
(the  reviewer  is  not  responsible  for  these  numbers). 
Modern  drugs  acceptable  to  the  A.M.A.  and  funda- 
mentals of  medical  etymology  are  helpful  adjuvants. 
While  minor  discrepancies  are  found,  such  as  not 
precisely  distinguishing  Albright’s  from  Reckling- 
hausen’s disease,  the  reader  welcomes  this  book  for 
his  library. — Bernard  Seligman 

Magnetic  Removal  of  Foreign  Bodies.  The  Use 
of  the  Alnico  Magnet  in  the  Recovery  of  Foreign 
Bodies  from  the  Air  Passages,  the  Esophagus,  Stom- 
ach and  Duodenum.  By  Murdock  Equen,  M.D. 
Octavo  of  94  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1957.  Cloth,  $4.50. 

This  is  a very  small  book  dealing  with  the  use  of 
the  Alnico  Magnet  in  the  recovery  of  foreign  bodies 
[Continued  on  page  781  ] 


each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 Vi  gr.)  . 162.0  mg. 
Phenobarbital  (14  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 




Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 
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REACH  FOR  YOUR  DIRECTORY 


MEDICAL  OR  DENTAL  OFFICE 
IN  LOWER  WESTCHESTER 
Immediate  Occupancy! 

Unique  opportunity  for  MD  in  long  established  professional 
bldg,  centrally  located.  Tele  ans  service  incl. 

WILJON  ASSOC. 

60  E.  Hartsdale  Ave.,  Hartsdale.  WH  9-6929. 


FOR  RENT 


Milton,  Ulster  County,  N.  Y.  Deceased  Doctor’s  general 
practice  available — prosperous  Hudson  Valley  Community — 
3 large  hospitals  within  8 miles  radius — 6 rooms  residence 
and  3 rooms  office,  in  lovely  colonial  home.  Contact  Mrs. 
V.  Capowski,  Tel:  3451 


Brick  building  in  greater  Buffalo,  with  suite  of  offices,  suit- 
able for  doctor  or  dentist,  living  quarters  with  2 bedroom 
apt.  also  4 room  apt.  cellar,  autom.-oil  heat,  2 car  garage. 
For  sale.  Favorable  terms.  Box  706,  N.  Y.  St.  Jr.  Med. 


Astoria,  Queens,  N.Y.  Doctor’s  office,  4 rooms  beautifully 
furnished,  busy  area,  convenient  all  transportation,  bus  stop 
at  premises,  reasonable.  Phone  representative  A.  Munno, 
INdependence  1-9300. 


DESIRABLE  PRACTICE 


Five  room  doctor’s  office  completely  equipped  for  lease  or 
sale.  Mrs.  A.  R.  Hicks,  30  Oakland  Ave.,  Warwick,  N.  Y. 


TO  SHARE 


New  York  City  Central  Park  West  (Corner  of  West  67  St.) 
Large  fully  equipped  air  conditioned  office.  Excellent  sub- 
way and  bus  service.  Reasonable — specialist.  EN  2-4300. 


Paterson,  N.J. — Will  lease  furnished  and  equipped  office  of 
long  established  dermatologist — retiring  from  practice. 
Phone  FAirlawn  4-6306. 


Internist,  30,  board  eligible,  university  trained,  one  year 
experence  instructor  at  medical  school,  seeks  association 
vicinity  New  York  City  in  July.  Box  713,  N.  Y.  St.  Jr.  Med. 


MEDICAL-DENTAL-CREDIT  BUREAU,  Simon  Elisberg, 
M D.,  Director;  Est.  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25  00 — l/z. 
80  West  Kingsbridge  Rd.,  New  York  68,  N.  Y.  CY-8-8267. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assures  results.  Free  Service  first  18  davs — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33  Vi  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


CARDIOLOGIST  with  22  years  experience  in  Electro- 
cardiographic interpretation,  reads,  preferable  12  leads  Elec- 
trocardiograms. Air  mailed  same  day.  Modest  fees.  Box 
703,  N.  Y.  State  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 

Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St..  N.  Y.  C.  EN2-6845  and  HO4-1100. 


PRACTICE  FOR  SALE 


Active  general  practice  in  Brooklyn.  Will  introduce  on 
basis  of  partnership.  Box  712,  N.Y.  St.  Jr.  Med. 


FOR  SALE 


Active  general  medical  practice  and  home-office  combination. 
Located  in  thriving  Nassau  county  community.  Owner  spe- 
cializing. Box  707,  N.  Y.  St.  Jr.  Med. 


NEW  YORK— LUCRATIVE  UNOPPOSED  GENERAL 
PRACTICE  (grossing  $48,000).  Combination  office-home. 
20  miles  from  Upstate  Medical  Center.  For  details  Box  711, 
c/o  N.Y.  St.  Jr.  Med. 


LAND  FOR  SALE 


Builders  liquidating.  Splendid  opportunity.  80  acres  selec- 
tive Westchester  residential  property.  Priced  less  than 
market.  Big  potential,  John  D.  Harris,  Katonah,  N.  Y. 


WANTED  PRACTICE 


Physician  qualified,  desires  purchase  of  busy  general  prac- 
tice. First  announcement.  Box  702,  N.  Y.  St.  Jr.  Med. 


OPPORTUNITY  IN  ROCKLAND  COUNTY,  N.  Y. 


West  Nyack- — -in  New  York’s  fastest-growing  county  25  mi. 
north  of  N.Y.  City— wants  specialists:  allergist,  ENT,  sur- 

geon, psychiatrist,  ob/gyn,  dermatologist,  radiologist.  Un- 
usually attractive  air-conditioned  prof.  bldg,  at  Historic 
Corner.  Dentist  and  Internist  already  established  in  project. 
Write  Riverstrip,  Nyack,  N.  Y.,  or  phone  Nyack  7-0063. 


TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs — audiograph — etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38.  WOrth  4-7589 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times ....  .90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 
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WANTED 


POSITION  WANTED 


Full  time  physician  for  schools  of  the  City  of  Amsterdam,  New 
York,  to  begin  September,  1958.  New  York  State  License 
required.  Work  involves  physical  examinations  of  school 
children  and  having  charge  of  general  health  program  in 
public  and  parochial  schools  of  the  city  of  35,000  population 
Apply  to:  Mr.  Edward  V.  Cushman,  Superintendent  of 

Schools,  41  Division  Street,  Amsterdam,  New  York. 


WANTED 


PHYSICIANS  (Male  & Female),  lic’nd;  for  Children’s 
Camps;  July- Aug;  good  salary;  free  placement;  250  mem- 
ber camps.  Assoc’n  Private  Camps,  55  West  42d  St., 
N.Y.  36. 


Excellent  opportunity  for  an  ophthalmologist.  Well-estab- 
lished Medical  group,  located  in  upstate  New  York,  is  inter- 
ested in  adding  an  ophthalmologist  to  its  staff.  Group  is 
a general  service  type  group  serving  a population  of  approx- 
imately 50,000.  Centrally  located  in  beautiful  resort  area. 
Box  709,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
oho,  N.  Y.  St.  Jr.  Med. 


ASSISTANT  WANTED 


Assistant,  leading  to  partnership  in  general  practice.  $12,000 
plus  percentage.  One  hour  from  New  York  City.  State 
qualifications  and  availability.  Box  704,  N.  Y.  St.  Jr.  Med. 


Doctor  needed!  Semi-rural,  potential  8000  plus.  Excellent 
hospital  with  laboratory  facilities  in  City  of  Oswego,  10 
miles.  Syracuse,  30  miles.  Located  in  heart  of  boating,  fish- 
ing, hunting,  camping  region.  Reply  Med.  Service  NYS 
Placement  Bureau,  or  Leon  Stoddard,  pres.  Citizens  Com- 
mittee, New  Haven,  N.  Y. 


WANTED 


General  Practice  Residency:  180-bed  general  hospital,  Cen- 
tral New  York;  excellent  experience  and  opportunity  to  do 
general  surgery;  New  York  License  only;  salary  and  main- 
tenance. Apply:  Board  of  Managers,  Oneida  County 

Hospital,  Rome,  N.  Y. 


WANTED 


Resident  Physician  licensed  in  New  York  State  or  Certificate 
of  Eligibility.  Salary:  Unusually  high  with  many  benefits 

and  full  maintenance.  Inquire:  Executive  Director,  Kings 
Highway  Hospital,  3201  Kings  Highway,  Brooklyn,  New 
York. 


29  yr-old  married  physician  soon  to  end  active  duty  U.  S. 
Army.  Seeking  to  establish  in  upstate  community  need- 
ing general  practitioner.  Write  J.  J.  Smith,  M.D.,  216-15 
Northern  Blvd.,  Bayside,  N.  Y.,  N.  Y. 


WANTED 


Association  in  OB  Gyn.  practice.  Have  just  completed  4 
year  residency.  Board  qualified.  Write  Box  710,  N.  Y.  St. 
Jr.  Med. 


POSITION  WANTED 


Physician  well  trained  internal  medicine  seeks  part-time  af- 
filiation lower  Westchester.  Future  open.  Box  708,  N.  Y. 
St.  Jr.  Med. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  386  Fourth 
Ave.,  New  York  1 6,  N.  Y.  Your 
ad  will  pay  you  well  in  replies. 


For  Control  of  Fain  and  Cough 

FbjjtcWjdJucL  hydrochloride 

A powerful  opiate  analgesic  with  several  advantages  over  morphine. 
Dilaudid  acts  quickly  and  is  less  likely  to  produce  undersirable  symptoms. 

Dose  for  pain  3 mg.,  by  mouth  or  injection;  for  cough  1 mg.  to  1.5 
mg.,  best  given  in  cough  vehicle.  May  be  habit  forming. 

Literature  upon 

request  from  KNOLL  PHARMACEUTICAL  CO.,  Orange,  N.J. 

DilaudidS-,  brand  of  dihydromorphinone  hydrochloride,  E.  Bilhuber,  Inc. 
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because  they  get  relief 


and 
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for  as  long  as  12  - j ^ 

^ * . \J? 


after  a single  dose  of  2 U tablets 


Each  tablet  contains: 

Phenylephrine  hydrochloride 20  mg. 

Chlorprophenpyridamine  maleate  4 mg. 
Supplied  in  bottles  of  50  tablets. 
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Indianapolis  6,  Indiana 
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from  the  air  passages,  the  esophagus,  stomach,  and 
duodenum.  It  is  an  account  of  all  the  cases  in  which 
the  magnet  has  been  employed  in  the  author’s 
clinic  during  the  past  thirteen  years  and  describes 
his  technics. 

The  hazards  connected  with  the  use  of  the  magnet 
have  been  minimal  and  there  is  no  doubt  that  in 
selected  cases  this  type  of  treatment  has  merit. 
It  would  seem  that  in  some  of  the  cases  reported, 
where  foreign  bodies  had  passed  into  the  stomach 
and  duodenum  and  were  removed  by  magnet,  most 
operators  would  have  given  nature  a chance  to  re- 
move them,  a viewpoint  the  author  admits  with  his 
accumulating  experience. 

Most  of  the  book  deals  with  case  histories,  and  is 
well  illustrated. — Gerald  E.  Pauley 

Some  Milestones  in  the  History  of  Hematology. 

By  Camille  Dreyfus,  M.D.  Octavo  of  87  pages, 
illustrated.  New  York,  Grune  & Stratton,  1957. 
Cloth,  $4.50. 

This  is  a very  interesting  account  of  some  notable 
achievements  in  the  history  of  hematology  and  some 
of  its  pioneers. 

The  author  himself,  an  accomplished  hema- 
tologist, is  well  qualified  to  review  the  early  begin- 
nings of  this  fascinating  “ancillary”  subject  and  to 
bring  into  proper  focus  the  role  of  modern  hema- 
tology.— Maurice  Morrison 

Human  Cancer.  A Manual  for  Students  and 
Physicians.  By  Maurice  M.  Black,  M.D.,  and 
Francis  D.  Speer,  M.D.  Duodecimo  of  273  pages, 
illustrated.  Chicago,  The  Year  Book  Publishers, 
1957.  Cloth,  $7.50. 

This  book  briefly  encompasses  the  entire  field  of 
cancer.  The  chapters  on  theory,  biology,  and 
biochemistry  are  somewhat  more  detailed.  The 
references  and  bibliography  of  each  chapter  are  very 
satisfactory. 

The  book  is  intended  to  be  a concise  and  system- 
atic presentation  of  the  subject,  particularly  for  the 
neophyte.  It  accomplishes  this  aim  in  an  interesting 
text. — E.  Mendelson 


One  Surgeon’s  Practice.  By  Frederick  Christo- 
pher, M.D.  Octavo  of  151  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1957.  Cloth,  $4.00. 

The  writer  of  this  small  book  is  that  prominent 
surgeon  and  teacher  who  was  introduced  to  us  many 
years  ago  as  the  author  of  the  text,  Christopher’s 
Minor  Surgery. 

It  is  a volume  of  personal  observations  and  ex- 
periences, written  in  an  easy,  readable  style.  The 
book  will  appeal  to  laymen  and  to  members  of  the 
profession.  It  will  make  an  excellent  gift  to  the 
young  man  who  desires  to  study  medicine  and  to  the 
student  in  medical  school.  The  subjects  include 
choice  of  medical  school,  location  for  practice,  pro- 
fessional and  nonprofessional  activities.  The  work 
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when  the  patient's 
cold  or 'flu 
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by  bacterial 
infection  ^ 


• opens  dogged  air  passages 

• combats  secondary 
bacterial  invasion 


Each  Novahistine  with  Penicillin  Capsule  contains: 

Phenylephrine  hydrochloride 10.0  mg 

Prophenpyridamine  maleate 12.5  mg 

for  the  "Novahistine  Effect” 


Penicillin  G Potassium 200,000  units 

for  potent  antibiotic  action  when 
penicillin-susceptible  bacteria  are 
secondary  invaders 


PITMAN-MOORE  company 

ipj  | Division  of  Allied  Laboratories,  Inc. 
Indianapolis  6,  Indiana 


March  1,  1958 
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complicated  by 


Novahistine-DH* 

(fortified  Novahistine  with  dihydrocodeinone) 


When  "head  colds”  become  "chest 
colds”  Novahistine-DH  promptly 
controls  coughs  and  keeps  air  pas- 
sages of  both  head  and  chest  clear 
of  obstruction. 

Each  teaspoonful  (5  cc.)  of  grape-flavored 
Novahistine-DH  contains: 

Phenylephrine  hydrochloride 

Prophenpyridamine  maleate 

Dihydrocodeinone  bitartrate 

Chloroform  (approx.) 

L-Menthol 

Supplied  in  pint  and  gallon  bottles 
♦Trademark 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES.  INC. 
INDIANAPOLIS  6.  INDIANA 
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also  gives  an  insight  into  the  ethics  of  this  great 
surgeon. — Alan  A.  Kane 


Practical  Diagnosis  and  Treatment  of  Liver  Dis- 
ease. By  Carroll  Moton  Leevy,  M.D.  Illustra- 
tions by  Felix  Traugott.  Octavo  of  336  pages.  84 
illustrations,  including  23  in  full  color.  New  York,  a 
Hoeber-Harper  book,  1957.  Cloth,  $8.50. 

To  the  person  already  familiar  with  various 
aspects  of  liver  diseases,  this  book  is  an  excellent 
guide.  The  author  has  crowded  into  320  pages  a 
vast  amount  of  information  presented  in  a compact 
manner,  based  on  an  extensive  clinical  experience. 
The  concise  enumeration  of  the  facts  and  material 
is  such  as  to  presuppose  some  prior  knowledge  of  the 
subject.  The  tables,  figures,  drawings,  and  photo- 
graphs are  clearly  and  simply  presented.  The 
book  is  recommended  to  all  who  wish  a compre- 
hensive guide  to  the  clinical  management  of  liver 
diseases. — Lewis  E.  Schottenfeld 

Essays  in  Metabolism.  The  John  Punnett 
Peters  Number  of  the  Yale  Journal  of  Biology  and 
Medicine.  Edited  by  Louis  G.  Welt,  M.D. 
Quarto  of  382  pages,  illustrated.  Boston,  Little 
Brown  and  Co.,  1957.  Cloth,  $6.50. 

This  collection  of  ten  essays  on  the  basic  concepts 
and  theories  in  the  general  area  of  clinical  bio- 
chemistry was  prepared  especially  by  adherents  of 
Peters.  Included  are  liver  disease  by  Danowski, 
et  al. ; fructose  by  Miller,  et  al. ; lipids  by  Man  and 
Albrink;  acid-base  equilibrium  by  Alkinton  as  well 
as  Orloff;  alkaline  earth  materials  in  relation  to 
adrenal  steroids  by  Seldin,  et  al.,  as  well  as  Reiman; 
water  metabolism  by  Rosenbaum,  also  Welt,  with  a 
search  for  a volume  receptor  by  Epstein.  These 
important  summaries  of  the  present  status  of  the 
subjects  are  a just  tribute  of  Editor  Welt.  Paul 
Lavietes  has  a warm  and  fine  appreciation  of  John 
P.  Peters. — Bernard  Seligman 

Practical  Otolaryngology.  By  Gervais  Ward  Mc- 
Auliffe,  M.D.  Octavo  of  320  pages,  illustrated. 
New  York,  Landsberger  Medical  Books,  distributed 
by  The  Blakiston  Division  of  the  McGraw-Hill 
Book  Co.,  1957.  Cloth,  $7.00. 

This  small  manual  is  intended  for  the  use  of  the 
general  practitioner,  but  could  be'  beneficial  for 
senior  medical  students  and  interns. 

The  author  has  given  mostly  his  preferred  types 
of  treatment  and  methods  of  surgery.  Other  es- 
tablished ways  are  omitted,  probably  because  the 
volume  is  small.  The  book  is  recommended  for  the 
scope  the  writer  intended. — Gerald  E.  Pauley 
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new 


improved 

formula! 

THERAGRAN 

Squibb  Vitamins  for  Therapy 


expanded  to  include  certain  essential  vitamins 
extra  value . . . 

at  no  extra  cost  to  your  patients 

Theragran— the  original  and  most  widely  prescribed 
therapeutic  vitamin  preparation— is  now  expanded 
to  provide  additional  nutritional  support  for  your 
adult  patients.  In  keeping  with  the  proposals  of  in- 
vestigators, such  vitamins  as  B^,  pyridoxine  and 
d-caleium  pantothenate  have  been  added  to  the 
formula,  and  the  ascorbic  acid  content  has  been  in- 
creased. These  improvements  in  the  Theragran  for- 
mula provide  your  patients  with  extra  value  at  no 
additional  cost. 


Each  new,  improved  Theragran  capsule  supplies: 


25,000  U.S.P.  Units 
1,000  U.S.P.  Units 
10  mg. 


Vitamin  A 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 
Pyridoxine  Hydrochloride 
d-Calcium  Pantothenate 

Vitamin  B12  activity  concentrate 

1 or  more  capsules  daily  as  recommended  by  a physician. 

Family  Pack  of  180.  Bottles  of  30,  60,  100  and  1000. 

ALSO  AVAILABLE 

new!  THERAGRAN  JUNIOR 

formulated  for  vitamin  therapy  in  children  and  adolescents 
as  Theragran  is  formulated  for  adults. 

THERAGRAN  LIQUID 

for  patients  who  prefer  liquid  vitamin  therapy 

THERAGRAN-M 

with  extra  vitamins  and  minerals 


i SQUIBB  TRADEMARK 


Sqjjibb 


'THERAGRAN'  IS  A SQUIBB  TRADEMARK 


Squibb  Quality- 
the  Priceless 
Ingredient 
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breaks  up  cough ^ 


Drawing  shows  how  3 -pronged 
attack  of  Pyribenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  his tamine - induced  congestion  and  irritation 

throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Py ribenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Pyribenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 
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" 'Doctors  can’t  help  shingles? 


Physicians  who  have  used  Protamide  extensively  deplore  such 
statements  as  unfortunate  when  they  appear  in  the  lay  press.  They 
have  repeatedly  observed  in  their  practice  quick  relief  of  pain, 
even  in  severe  cases,  shortened  duration  of  lesions,  and 
greatly  lowered  incidence  of  postherpetic  neuralgia  when 
Protamide  was  started  promptly.  A folio  of  reprints  is 
available.  These  papers  report  on  zoster  in  the  elderly — 
the  severely  painful  cases — patients  with  extensive 
lesions.  Protamide  users  know  “shingles”  can  be  helped. 

PROTAMIDE8 

Detroit  11,  Michigan 

Available:  Boxes  of  10  ampuls  — prescription  pharmacies. 
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Mil  path 

Mil  town®  O anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown® reduces  anxiety  and  tension.1-3, 6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5,7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2,4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


"care  of 
the  man 
rather  than  merely 
his  stomach"8 


each  Milpath  tablet  contains : 

Miltown.® (meprobamate  WALLACE) 400  mg. 

(2-methyl-2-«-propyl-l, 3-propanediol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamino-l-cyclohexyl-l-phenyl-l-propanol-ethiodide) 


dosage : 1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available : bottles  of  50  scored  tablets. 


references:  l.  Altschul,  A.  and  Billow,  B : The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med.  57:  2361, 
July  15,  1957.  2.  Atwater.  J S. : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  4-5 :42l,  Oct.  1956. 
3.  Borrus,  J.  C.:  Study  of  effect  of  Miltown  (2-methyl-2-«-propyl-l. 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  157:1596,  April  30,  1955.  4.  Cayer,  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer.  Am.  J.  Digest.  Dis. 
1:301,  July  1956.  5.  Marquis.  D.  G , Kelly,  E.  L.,  Miller.  J G , Gerard.  R W.  and  Rapoport,  A : Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects  Ann  New  YorU^cad  Sc.  57:701,  May  9.  1957.  6.  Phillips,  R.  E.: 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders.  Am.  Pract  & Digest  Treat.  7:1573,  Oct.  1956. 

7.  Selling,  L.  S. : A clinical  study  of  Miltown®.  a new  tranquilizing  agent  J Clin.  & Exper.  Psychopath.  17:7.  March  1956. 

8.  Wolf.  S.  and  Wolff,  H.  G.:  Human  Gastric  Function,  Oxford  University  Press,  New  York,  1947. 
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manages  both  the  psychic  and  somatic  symptoms 
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2- methy  I -2-n- propyl -1,3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine)  0.4  mg. 
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periods.  Should  be  adjusted  to  individual  requirements. 
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In  Angina  Pectoris 
The  Attacks  Lessen  and 


The  Patient  Loses  His  Fear 


10N6ACTING  TABLETS  CONTAINING  PENTAERYTHRITOl  TETRAN URATE  (PETN)  10  MG.  AND  RAUWILOIO®  (ALSEROXYLON)  0.5  MG. 


ffective  control  of  angina 
pectoris  requires  the 
several  actions  of  Pen- 
toxylon.  In  addition  to  sus- 
tained coronary  vasodilatation 
Pentoxylon  provides  relief  of 
anxiety,  a pleasant  tranquilizing, 
fear-lessening  effect,  and  a pulse- 
slowing  action,  all  desirable  in 
management  of  the  anginal  patient. 


• Reduces  incidence  of  attacks 

• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for  fast-acting 
vasodilating  drugs 

• Reduces  tachycardia 

• Reduces  blood  pressure  in  hypertensives, 
not  in  normotensives 

• Increases  exercise  tolerance 

• Produces  demonstrable  ECG  improvement 

• Exceptionally  well  tolerated 


• Minimal  side  actions 
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DOSAGE:  One  to  two  tablets  q.i.d. 
before  meals  and  on  retiring. 


LOS  ANGELES 


Neo-Synephrine  now  has  three  complementary  compounds  added  to  its  own  depend- 
able, decongestive  action  for  more  complete  control  of  the  common  cold  syndrome. 

The  "syndromatic"  action  of  Neo-Synephrine  Compound  Cold  Tablets  brings  new  and 
greater  effectiveness  to  the  treatment  of  the  common  cold  syndrome. 


protection.  through  the  full  range  of  common  cold  symptoms 

Each  tablet  contains: 


b 

b 

b 

b 


NASAL  STUFFINESS,  TIGHTNESS,  RHINORRHEA 


NEO-SYNEPHRINE  HCI  5 mg ....  First  choice  in  decongestants  for  its  mild  but  durable 

action  and  excellent  tolerance. 


ACHES,  CHILLS,  FEVER 


ACETAMINOPHEN  150  mg Dependable  analgesic  and  antipyretic 


RHINORRHEA,  ALLERGIC  MANIFESTATIONS 


THENFADIL®  HCI  7.5  mg Effective  antihistaminic  to  relieve  rhinorrhea  and 

enhance  mucosal  resistance  to  allergic  complications. 


LASSITUDE,  MALAISE,  MENTAL  DEPRESSION 


CAFFEINE  15  mg. 


DOS'  Adults:  2 tablets  three  times  daily. 

Children  6 to  12  years:  1 tablet  three  times  daily. 

Neo-Synephrine  {brand  of  phenylephrine) 
and  Thenfadil  (brand  of  thenyldiamine). 


Bottles  of  100  tablets. 
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“PROOF  IN  PRACTICE” 


a study  of  12,880 
hypertensive  patients 


The  tabulations  at  the  left  are  from  the 
recently  completed  study  on  cryptena- 
mine  (Unitensen)  in  which  12,880  patients 
and  1,384  physicians  participated.  Evalu- 
ation of  the  drug  was  based  on  experience 
in  everyday  private  practice. 

A summary  of  the  “ proof  in  practice ” 
study  is  available  upon  request  from  the 
Medical  Director  of  Irwin , Neisler  & Co. 


UNITENSEN*  UNITENSEN-R* 

Each  Unitensen  tablet  contains  Each  Unitensen-R  tablet  contains 

cryptenamine  (tannates)  2.0  mg.  cryptenamine  (tannates)  1 .0  mg.,  Reserpine  0.1  mg. 

Clinical  supplies  available  upon  request 


No.  of  Patients 

Results 

Percent 

3,929 

excellent 

30.5% 

6,393 

good 

49.6% 

1,535 

fair 

11.9% 

596 

unsatisfactory 

4.6% 

427 

side  effects 

3.3% 

Decatur , Illinois 


TLeIaIet 


Irwin,  Neisler  & Co 


793 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Continued from  page  792) 


Presidents,  Di . 

First  District 

Herbert  Berger,  M.D.,  Richmond 
Second  District 

Arthur  E.  Corwith,  M.D.,  Suffolk 
Third  District 

Edwin  G.  Mulbury,  M.D.,  Greene 
Fourth  District 

Leonard  J.  Schiff,  M.D.,  Clinton 

Ninth  District — Earl  C 


ict  Branches 

Fifth  District 

Olin  J.  Mo  wry,  M.D.,  Oswego 
Sixth  District 

William  T.  Boland,  M.D.,  Chemung 

Seventh  District 
Joseph  A.  Lane,  M.D.,  Monroe 

Eighth  District 

Elmer  T.  McGroder,  M.D.,  Erie 
Waterbury,  M.D.,  Orange 


New  York  State  Journal  of  Medicine,  Publication  Committee 

John  J.  Masterson,  M.D.,  Chairman 
Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

Norman  S.  Moore,  M.D.  John  G.  Masterson,  M.D. 


Legal  Department 

Counsel 

William  F.  Martin,  Esq. 

30  Broad  Street,  New  York  4 


Attorney 

Robert  J.  Bell,  Esq. 
Telephone:  Hanover  2-0670 


Authorized  Indemnity  Representative 
James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 

« 


Executive  Officer 

Harold  B.  Smith,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 


Director,  Bureau  of  Industrial  Health  and  Workmen’s  Compensation 

Anthony  A.  Mira,  M.D.,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


Director,  Public  and  Professional  Relations  Bureau 

Frederick  W.  Miebach,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


794 


Director,  Bureau  of  Medical  Care  Insurance 
George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


STOPS  MORNING  SICKNESS... BUT 


IT  DOESN'T  STOP  THE  PATIENT 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.1-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
"toxicity  and  intolerance .. .[is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  N 
EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 


...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 

STORCAVITE 

phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

•due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


PYRIDOXINE  HCI 50  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.: 
Minnesota  Med.  40:99  (Feb.)  1957. 
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HICH-D0S7ICE  71SPIRIN  ...7ICTH-LIKE  ACTION 

CORTISONE  RESULTS 


F7ICT: 


Recent  studies1,2  show  that,  in  inflammatory  disease,  high-level 
aspirin  dosage  produces  effective  results  comparable  to  corti- 
sone. BUT  . . . massive  doses  of  aspirin  may  alter  prothrombin 
levels  and,  with  ACTH-like  action,  cause  a depletion  of  Vitamin 
C.3  Link4  was  first  to  demonstrate  that  both  side  actions  of 
aspirin  may  result  in  hemorrhage. 


Adequate  vitamin  C and  vitamin  K should  always  accom- 
pany high-level  aspirin  dosage. 


71-C-K®  BUFFERED  combines  Aspirin  with  Vitamins  C 

and  K to  guard  against  hemorrhagic  tendencies  with  therapeutic 
aspirin  dosage. 


F7ICT: 


Three  to  ten  per  cent  of  the  population  exhibits  gastric  intol- 
erance to  even  ordinary  aspirin  dosage.5,6  Arthritics  may  be 
even  more  prone  to  gastric  upset.7 


Especially  in  therapeutic  dosage,  an  acid-neutralizing  agent 
provides  a safeguard  to  patients  who  tolerate  aspirin  poorly. 


71-C-K  BUFFERED  supplies  Calcium  Carbonate,  a su- 
perior buffering  agent  to  assure  satisfactory  intake. 


Available  in  yellow  and  white  two-layered  tablets,  in  bottles  of  100  and 
1000.  Each  tablet  contains:  Acetylsalicylic  Acid  — 333  mg.  (5  gr.); 
Ascorbic  Acid  — 33.3  mg.  (Vi  gr.);  Menadione  — 0.33  mg.  (1/200  gr.); 
Calcium  Carbonate— 60  mg.  (1  gr.).  A development  of  the  Wisconsin 
Alumni  Research  Foundation. 

Bibliography : 1.  Busse,  Edwin  A.:  Clinical  Medicine  2:1105  (Nov.)  1955.  2.  Brit. 
M.  J.  1:1223  (May)  1954.  3.  Segard,  Christian  P.:  Med.  Times  81:41  (Jan.)  1953. 
4.  Link,  Karl  P.:  Chi.  Med,  Soc.  Bull.  51:23  (July)  1948.  5.  Ind.  Med.  20:480 
(Oct.)  1951.  6.  J.  Am.  Pharm.  Assoc.,  Sc.  Ed.,  39:21  (Jan.)  1950.  7.  Fremont-Smith, 
Paul:  JAMA  158:386  (June)  1955. 


in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 

Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules,  Syrup  and  Sup- 
positories. 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


nith  Kline  & French  Laboratories,  Philadelphia 


Uli 


yen  if  your  patient  is  a 

gELndy  dancer1 

f railroad  man's  term  for  track  section  hand 


...he’ll  be  back  on  the  track  with 


FLEXILON 

(Flexin®  -fr-  Tylenol®) 


Low  to  a,  o Is.  syndromes  . . . sprains  . . . strains 
■heumatio  pains  . . . 

Each  tablet  contains : 

Flexin®  Zoxazolaminet 125  mg. 

The  most  effective  oral  skeletal 

o/yiiiqpIp  wpI  n 'vci'Vi't 

I^lexilon  gets  them  back  on  the  job  fast.  Tylenol,  Acetaminophen  ....  300  mg. 

The  'preferred  analgesic  for  painful 
musculoskeletal  disorders 
supplied:  Tablets,  enteric  coated,  orange, 
bottles  of  50. 


$U.S.  Patent  Pending  *Trade-Mark 

LABORATORIES,  INC  • PHILADELPHIA  32,  PA. 
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Skin  graft  donor  site  after  2 weeks’  treatment  with ... 
petrolatum  gauze— still  I Furacin  gauze- 

largely  granulation  tissue  I completely  epithelialized 


OBJECTIVE  EVIDENCE  OF 
SUPERIOR  WOUND  HEALING 


was  obtained  in  a quantitative  study  of  50  donor 
sites,  each  dressed  half  with  Furacin  gauze, 
half  with  petrolatum  gauze.  Use  of  antibacterial 
Furacin  Soluble  Dressing,  with  its  water-soluble  base, 
resulted  in  more  rapid  and  complete  epithelialization. 
No  tissue  maceration  occurred  in  FURACiN-treated 
areas.  There  was  no  sensitization. 

Jeffords,  J.  V.,  and  Hagerty,  R.  F.:  Ann.  Surg.  1U5: 169, 1957. 


FURACIN®, 


brand  of  nitrofurazone 


the  broad-range  bactericide  that  is  gentle  to  tissues 


spread  Furacin  Soluble  Dressing:  Furacin  0.2%  in  water- 
soluble  ointment-like  base  of  polyethylene  glycols. 

sprinkle  Furacin  Soluble  Powder:  Furacin  0.2%  in  powder 
base  of  water-soluble  polyethylene  glycols.  Shaker-top  vial. 


spray  Furacin  Solution:  Furacin  0.2%  in  liquid  vehicle  of 

• polyethylene  glycols  65%,  wetting  agent  0.3%  and  water. 

EATON  LABORATORIES,  NORWICH,  N.Y. 

Nitrofurans—a  new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides  jlo 

O 
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Medihaler-EPI' 

Medihaler-ISO 


For  quick  relief  of  bronchospasm  of  any 
origin.  More  rapid  than  injected  epinephrine 
in  acute  allergic  attacks. 

Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 

® Unsurpassed  for  rapid  relief  of  symptoms  of 
asthma  and  emphysema. 

Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


M EDI  HALER®  /l fa, A/ou// 

Millions  of  asthmatic  attacks  have  been  aborted  faster,  more 
effectively,  more  economically  with  Medihaler-Epi  and  Medi- 
haler-Iso.  Automatically  measured  dosage  and  true  nebuliza- 
tion ...  nothing  to  pour  or  measure. . .One  inhalation  usually 
gives  prompt  relief. 

Prescribe  Medihaler  medication  with  Oral  Adapter  as  first 
prescription.  Refills  available  without  Oral  Adapter. 


The  Medihaler  Principle  of  automatically  measured-dose  aerosol  medications  in  spillproof,  leakproof, 

shatterproof,  vest-pocket  size  dispensers  also  available  in  Medihaler-Phen® 


801 


now  2 
palatable 


Carob  powder  buffers  intestinal 
contents  and  adsorbs  irritant 
secretions,  bacteria,  and  toxins. 

Its  marked  demulcent  properties 
check  hyperperistalsis,  permitting 
fluid  absorption  and  rapidly 
producing  formed  stools.  Carob 
powder  tends  to  prevent  dehydration 
and  loss  of  electrolytes  and  the 
patient  can  usually  be  maintained 
on  adequate  nutritious  diets 
during  treatment. 


and  effective 
antidiarr  heals 
containing 


The  high  soluble  carbohydrate 
content  (mainly  fructose)  of 
carob  powder  provides  valuable 
nutritional  support  and  tends  to 
counteract  diarrhea-induced  acidosis. 


c. 

252 

B 

W 

EE 

for 

prompt 

symptomatic 

control 


DIVISION  OF 

ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS  6,  INDIANA 


Carob  poivder  with  streptomycin  /neomycin 

INTROMYCIN” 

Carob  Powder  . . . for  prompt  relief  of  diarrhea  symptoms 

Neomycin/ Streptomycin , ..for  the  prevention  and  treatment  of  bacterial  infections 

your  patients  recover  more 
rapidly  with  INTROMYCIN 

because 

• formed  stools  are  produced  5 
times  faster1 

• water  loss  is  better  controlled 

• electrolytes  are  replenished 

• bacterial  pathogens  are  in- 
hibited 

1.  Abella,  P.U.:  J.  Pediat.  41:82,  1952. 

Available  in  75  Gram  (2K  oz.)  bottles. 


Have 

you 

taken 

the 

INTROMYCIN 

taste 

test? 


Carob  powder  without  antibiotics 


AROBON® 


Arobon  alone  controls  most  non- 
specific, uncomplicated  diarrheas  by 
physiologic  means — without  the  use  of 
sedatives  or  narcotics.  In  infectious 
diarrheas,  it  controls  the  distressing 
symptoms  when  used  in  conjunction 
with  appropriate  antibiotic  or  chemo- 
therapeutic treatment. 


Originally  introduced  as  an  outstanding 
antidiarrheal  for  infants  and  children, 
Arobon  has  proved  remarkably  efficacious 
in  the  treatment  of  diarrheas  of  all  age 
groups. 

Distributed  by  Pitman-Moore  Company  under 
the  trade  name  AROBON  through  rights  ac- 
quired from  the  trademark  owner,  the  Nestle 
Company,  Inc. 

Available  in  5 oz.  bottles. 


f effective 
prophylaxis 


93%  EXCELLENT  TO  GOOD  RESULTS 

AQUA  IVY,  AP®— the  poison  ivy  and  poison 
oak  desensitizer,  developed  by  Strauss  and 
Spain,  is  the  whole  pyridine  extract  of  poison 
ivy  leaves  which  is  alum  precipitated  to  form  an 
insoluble  complex  that  is  readily  suspended  in 
normal  saline  for  injection.  This  results  in  immun- 
ity and  prevents  the  severe  reactions  often  seen 
from  the  prophylactic  use  of  ordinary  poison 
ivy  extracts. 

AQUA  IVY,  AP®,  is  administered  subcut- 
aneously with  little  or  no  pain,  and  without 
the  usual  reaction  at  the  site  of  injection. 
That's  why  it  is  so 

* EFFECTIVE  * N< 

* LONG 
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Eaton  Laboratories . 


800 


Geigy  Pharmaceuticals Between  816-817 

Hall-Brooke 971 

G.  F.  Harvey  Co 797 

Holbrook  Manor 971 

Irwin  Neisler  &_Co 793 

Jackson  Mitchell  & Co 953,  961 

Junket 949,  957,  970 

Lakeside  Laboratories 832 

Lederle  Laboratories,  (Div.  Amer.  Cyanamid  Co.) .... 

933,  944-945,  950-951,  954-955,  970 

Lever  Brothers  Co 963 

Eli  Lilly  and  Co 824 

Louden-Knickerbocker  Hall 971 

McNeil  Laboratories 799 

Mandl  School 971 

Mead  Johnson  & Co 4th  cover 

Merck  Sharp  and  Dohme,  (Div.  Merck  & Co.,  Inc.).  . 

810-811,  822-823,  972-973 

William  S.  Merrell  & Co 2nd  cover 

Ortho  Pharmaceutical  Co 931 

Parke  Davis  & Co 814-815 

Pfizer  Labs.,  Div.  Charles  Pfizer  & Co 813 

PineWood 971 

Pitman-Moore  Co 802-803 

Premo  Co. 949 

Requa  Manufacturing  Co 970 

Riker  Laboratories 790,  801,  808 

A.  H.  Robins  Co 807 

Roche  Laboratories,  (Div.  Hoffmann-La  Roche  Inc.) . . 

Between  800-801,  820 

J.  B.  Roerig  & Co.,  (Div.  Chas.  Pfizer  & Co.,  Inc.) ....  795 

Sandoz  Pharmaceuticals 929 

Schering  Corp 817 

Schieffelin  & Co 949,  957,  976 

G.  D.  Searle  & Co 831 

Sherman  Laboratories ' 786 

Smith-Dorsey,  (Div.  Wander  Co.) 954-955 

Smith  Kline  & French  Laboratories 798,  946-947 

E.  R.  Squibb  and  Sons  (Div.  Mathieson  Chemical  Co.) 

812,  930 

Standard  Pharmaceutical  Co 957 


Traub  Estate  Service 971 

Twin  Elms 971 

U.  S.  Vitamin  Corporation 942-943 

Upjohn  Co Between  808—809 

Wallace  Laboratories 787,  789,  821 

Warner  Chilcott 958-959,  965 

West  Hill 971 

Wine  Advisory  Board 816 

Winthrop  Laboratories 791,  805 
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A-C-K  Buffered  (G.  F.  Harvey  Co.) 797 

Aqua  Ivy  AP  (Allergens  Company,  Div.  Chemical 

Specialties  Co.,  Inc.) 804 

Arlidin  (Arlington-Funk  Laboratories,  Div.  U.  S.  Vita- 
min Corp.) 942-943 

Arobon  (Pitman-Moore  Co.) 803 

Aspirin  (Bayer  Aspirin  Co.) 939 

Bentyl  (William  S.  Merrell  Co.) 2nd  cover 

BepHan  (Sandoz  Pharmaceuticals) 929 

Bonadoxin  (J.  B.  Roerig  Co.,  Div.  Chas.  Pfizer  Co.) . . 795 

Buffered  Pabirin  (Smith-Dorsey  Co.) 944-945 

Butazolidin  (Geigy  Pharmaceuticals) Between  816-817 

Cantil  (Lakeside  Laboratories) 832 

Carob  Powder  (Pitman-Moore  Co.) 802 

Celontin  Kapseals  (Parke  Davis  & Co.) 814-815 

Charcoal  Tablets  (Requa  Manufacturing  Co.) 970 

Compazine  (Smith  Kline  and  French  Laboratories) . . . 798 

Comycin  (Upjohn  Co.) Between  808-809 

Cor-Tar-Quin  (Dome  Chemical  Co.) 957 

Cosa-Tetracyn  (Charles  Pfizer  & Co.) 813 

Dartal  (G.  D.  Searle  & Co.) 831 

Darvon  (Eli  Lilly  and  Co.) 824 

Decholin  (Ames  Co.,  Inc.) 3rd  cover 

Deprol  (Wallace  Laboratories) 819 

Desitin  Ointment  (Desitin  Chemical  Co.) 935 

Dexadrine  Spansule  (Smith  Kline  and  French  Labs.) 946- 947 
Dexamyl  Spansule  (Smith  Kline  and  French  Labs.) . . 946-947 
Diamox  (Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) . . 933 

Disipal  (Riker  Laboratories) 808 

Diuril  (Merck  Sharp  and  Dohme,  Div.  Merck  & Co. 

Inc.) 810-811 

Empirin  Compound  (Burroughs  Wellcome  & Co.,  Inc.)  809 

Flexilon  (McNeil  Laboratories,  Inc.) 799 

Furacin  (Eaton  Laboratories) 800 

Gantrisin  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) Between  800-801 

Incremin  (Lederle  Labs.,  Div.  Am.  Cyanamid  Co).  .950-951 

Intromycin  (Pitman-Moore  Co.) 803 

Kenacort  (E.  R.  Squibb  and  Sons,  Div.  Mathieson 

Chemical  Co.) 812 

Kynex  (Lederle  Labs.,  Div.  Am.  Cyanamid  Co.)  . . . .944-945 

Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 964 

Medihaler  EPI  (Riker  Laboratories) 801 

Medihaler  ISO  (Riker  Laboratories) 801 

Meprolone  (Merck  Sharp  and  Dohme,  Div.  Merck  & 

Co.,  Inc.) 972-973 

Meticorten  (Schering  Corporation) 817 

Milpath  (Wallace  Laboratories) 787 

Milprem  (Wallace  Laboratories) 789 

Mumps  Vaccine  (Lederle  Labs.,  Div.  Am.  Cyanamid  Co.)  970 

Neo-Synephrine  (Winthrop  Laboratories) 791 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 957 

Ortho  Kit  (Ortho  Pharmaceutical  Co.) 931 

Pabalate  (A.  H.  Robins  Co.) 807 

Pabalate  HC  (A.  H.  Robins  Co.) 807 

Pabirin  (Smith-Dorsey,  Div.  of  The  Wander  Com- 
pany)   954-955 

Panalba  (Upjohn  Co.) Between  808-809 

Panmycin  (Upjohn  Co.) .Between  808-809 

Parsidol  (Warner  Chilcott) 965 

Pentazets  (Merck  Sharp  and  Dohme,  Div.  Merck  & Co., 

Inc.) 822-823 

Pentoxylon  (Riker  Laboratories) 790 

PhisoHex  (Winthrop  Laboratories) 805 

Preludin  (Geigy  Pharmaceuticals) Between  816-817 

Premocillin  Powder  (Premo  Co.) 949 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.) 957 

Protamide  (Sherman  Laboratories) 786 

Pyribenzamine  Expectorant  (Ciba  Pharmaceutical 

Pdts.,  Inc.) 785 

Pyridium  (Warner  Chilcott  Co.) 958-959 

Resulin  (Schieffelin  Co.) 976 

Sumycin  (E.  R.  Squibb  and  Sons,  Div.  Mathieson  - 

Chemical  Co.) 930 

Tashan  (Roche  Labs.,  Div.  Hoffmann-La  Roche  Inc.) . 820 

Tempra  (Mead  Johnson  Co.) 4th  cover 

Tetrex  APC  (Bristol  Laboratories) 968-969 

Tetrex  (Bristol  Labs.) 818-819 

Tryptar  (Armour  Laboratories) 941 

Unitensen,  Unitensen-R  (Irwin  Neisler  & Co.) 793 

Dietary  Foods 

Cognac  Brandy  (Schieffelin  & Co.) 949 

Goat’s  Milk  (Jackson-Mitchell  Co.) 953 

Hi-Pro  (Jackson-Mitchell  Co.) 961 

Junket  (Junket  Brand  Foods  Co.) 949,  957,  970 

Mazola  Oil  (Corn  Products  Refining  Co.) 806 

Wine  (Wine  Advisory  Board) 816 

Miscellaneous 

Dove  Soap  (Lever  Brothers  Co.) 963 

Electrocardiograph  (Birtcher  Corporation) 937 


“No  patient  failed  to  improve.”1 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“. . . far  excelled . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


hypoallergenic. 
Contains  3% 
hexachlorophene. 
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How  to  provide  unsaturated  fatty 
acids  without  dieting 


With  type  as  well  as  amount  of  fat  in  the 
human  diet  now  assuming  such  impor- 
tance, the  new  role  of  corn  oil  as  a source 
of  unsaturated  fatty  acids  has  prompted 
these  questions: 

1  What  is  the  role  of  unsaturated  fats  in 
the  daily  diet? 

answer:  There  is  now  ample  clinical  evi- 
dence that  unsaturated  fats  tend  to 
lower  the  serum  cholesterol  level  of 
human  subjects,  whereas  saturated 
fats  have  the  opposite  effect. 

2 How  much  of  the  important  unsaturated 
fatty  acids  does  corn  oil  provide? 

answer:  MAZOLA  Corn  Oil  yields  an  aver- 
age of  85  per  cent  unsaturated  fatty 
acids.  100  grams  of  MAZOLA  will 
yield:  53  grams  of  linoleic  acid  and 
28  grams  of  oleic  acid;  it  also  pro- 
vides 1.5  grams  of  sitosterols,  and 
only  12  grams  of  saturated  fatty 
acids. 

3 What  is  the  best  way  to  provide  un- 
saturated fatty  acids? 

answer^  By  balancing  the  types  of  fat  in  the 
daily  diet.  Many  doctors  now  agree 
that  from  one  third  to  one  half  of 
the  total  fat  intake  should  be  in  the 
form  of  a vegetable  oil  such  as  corn 
oil  (MAZOLA). 


How  is  corn  oil  most  easily  taken  in  the 
usual  daily  diet? 

There  is  no  need  to  disturb  the  daily 
routine  of  meals  or  to  have  separate 
diets  for  individual  members  of  the 
family.  MAZOLA  Corn  Oil  can  be 
used  instead  of  solid  fats  in  prepar- 
ing and  cooking  foods,  it  is  also  ideal 
for  salad  dressings. 


O How  can  I obtain  further  information 
on  the  value  of  corn  oil  as  a source  of 
unsaturated  fatty  acids? 

answer : The  subject  is  reviewed  in  the  book 
“Vegetable  Oils  in  Nutrition.”  Also 
available  is  a recipe  book  for  distri- 
bution to  your  patients.  It  tells  how 
to  use  corn  oil  in  everyday  meals. 
Both  books  will  be  sent  free  of 
charge  to  physicians,  on  request. 


4 

answer : 
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Your  difficult  rheumatic  patient... 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 
In  each  enteric-coated  tablet: 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 


Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


In  each  enteric-coated  tablet: 

Potassium  salicylate  0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid  50.0  mg. 


In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


PABALATE* 


PABALATE-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


In  Parkinsonism 

Highly  selective  action... energiz- 
ing against  weakness,  fatigue, 
adynamia  and  akinesia... potent 
against  sialorrhea,  diaphoresis, 
oculogyria  and  blepharospasm... 
lessens  rigidity  and  tremor... 
alleviates  depression. ..safe... 
even  in  glaucoma. 

•Trademark  of  Brocades-Stheeman  & Pharmacia. 

U.S.  Patent  No.  2,567,351.  Other  patents  pending.  \ 


Relieves  Spasm,  Pain,  and  Depression  too 


In  muscle  spasm  due  to  sprains,  strains,  herniated 
intervertebral  disc,  fibrositis,  noninflammatory  arthritic 
states  and  many  other  musculoskeletal  disorders,  the 
first  demand  is  for  relief.  Disipal  fills  this  need.  It  is 
quickly  effective  in  skeletal  muscle  spasm  almost  re- 
gardless of  origin.  Its  mood-alleviating  effect  braces 
the  patient  against  the  depression  so  often  accompany- 
ing severe  pain  of  any  type. 


LOS  ANGELES 


Dosage:  1 tablet  (50  mg.)  t.i.d. 
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relieves  the  discomfort  of  colds 


TABLOID’ 

‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 

prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  n.  y. 
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EDEMA 


Start  therapy  with  one  or  two  500  mg. 
tablets  of  'diuril'  once  or  twice  a day. 


BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  ' DIURIL 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema — nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversine'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & D0HME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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as 

as 

in 


simple 

1-2-3 


HYPERTENSION 


1 

2 


INITIATE  DIURIL'  THERAPY 

■DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 

Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIL' 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


Squibb 


for  your  patients  with 


BRONCHIAL  ASTHMA,  ALLERGIC  DISORDERS 
ARTHRITIC  DISORDERS  ■ DERMATOSES 


Squibb  Triamcinolone 


NACORT 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb  Quality— the  Priceless  Ingredient 


■ far  less  gastrointestinal 
distress 


■ no  unnatural  psychic 
stimulation 


■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 
no  sodium  and  water  retention 


■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 


■ often  works  when  other 
glucocorticoids  have  failed 


■ and  on  a lower  daily  dosage 
range 
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Three  advantages  of 

glucosamine-potentiated 

tetracycline: 


toxic  and  does  not  irritate  the  gas- 
tfestinal  tract;  there  is  evidence 
glucosamine  may  favorably  in- 
nce  the  bacter  ial  flora  of  the  intes- 
. Further,  it  is  sodium  free  and 
ases  only  four  calories  of  energy 
gram. 

The  most  widely  prescribed 


in  new 


well-tolerated 


COSA-TETRACYN 


SPECIFICALLY 
for  petit  trial 

and  psychomotor  seizures 


CELONTIN  kapseaiS 

(methsuximide,  Parke-Davis) 


Clinical  experience1  >2>3  indicates  that  CELONTIN: 

• provides  effective  control  with  minimal  side  effects  in  the  treatment  of 
petit  mal  and  psychomotor  epilepsy; 

• frequently  checks  seizures  in  patients  refractory  to  other  medications; 

• has  not  been  observed  to  increase  incidence  or  severity  of  grand  mal 
attacks  in  patients  with  combined  petit  and  grand  mal  seizures. 
Optimal  dosage  of  CELONTIN  should  be  determined  by  individual 
needs  of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Gm. 
Kapseal  daily  for  the  first  week.  If  required,  dosage  may  be  increased 
thereafter  at  weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks, 
to  maximum  total  daily  dosage  of  four  Kapseals  (1.2  Gm.). 

1.  Zimmerman,  E T.,  and  Burgemeister,  B.:  Arch.  Neurol,  ir  Psychiat.  72:720,  1954. 

2.  Zimmerman,  E T.,  and  Burgemeister,  B.:  J.A.M.A.  157:1194,  1955. 

3.  Zimmerman,  E T.:  Arch.  Neurol.  6 ■ Psychiat.  76:65,  1956. 


the  Parke-Davis  family  of  anti-epileptics  provides  specificity 
and  flexibility  in  treatment  for  convulsive  disorders 

for  grand  mal  and  psychomotor  seizures 

ilantin®  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  supplied  in  a variety  of 
forms  — including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm.  in  bottles  of  100 
and  1,000. 

elantin®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 

for  the  petit  mal  triad 

elontin®  Kapseals  (methsuximide,  Parke-Davis),  0.3  Gm.,  bottles  of  100. 

ilontin®  Kapseals  (phensuximide,  Parke-Davis),  0.5  Gm.,  bottles  of  100  and  1,000. 
MILONTIN  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 

ETROIT  32,  MICHIGAN 
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why  wine 

in  Urology  ? 


The  essence  of  recent  research  on  the  effects 
of  wine  in  renal  disease  indicates  (1)  that  wine 
in  moderate  quantities  is  non -irritative  to  the 
kidneys;  (2)  that  wine  increases  glomerular  blood 
flow  and  diuresis;  (3)  that  it  is  useful  in 
minimizing  acidosis,  and  (4)  that  properly 
used  in  selected  patients,  wine  can  brighten  an 
otherwise  monotonous  and  unappealing  diet. 


The  Superior  Diuretic  Action  of  White  Wine— 

The  diuretic  properties  of  wine  have  been  the 
subject  of  intensive  study.  Interestingly,  the 
diuretic  action  of  white  wine,  and  particularly 
sweet  white  wine,  has  been  found  to  be  superior 
to  that  of  red  wine. 


White  wine,  therefore,  is  prescribed  with 
benefit  in  nephritis,  especially  that  associated 
with  hypertension  and  arteriosclerosis.  Wine  is 
not  suggested  in  cases  of  renal  insufficiency. 


The  Buffers  in  Wine  — Such  buffering  agents 
as  natural  tartrates  and  phosphates  in  wine 
prevent  the  acidosis  which  normally  tends  to  follow 
the  ingestion  of  alcohol.  Used  in  renal  disease, 
therefore,  wine  tends  to  minimize  acidosis 
and  maintain  the  alkaline  reserve. 


An  extensive  bibliography  is  now  available  showing  the  important  role  of  wine  ir, 
various  phases  of  medical  practice.  A digest  of  current  findings  with  specific 
references  to  published  medical  literature  is  yours  for  the  asking.  Just  write  for 
your  copy  of  "Uses  of  Wine  in  Medical  Practice"  to  Wine  Advisory  Board,  717 
Market  Street,  San  Francisco  3,  California. 
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in  the  more  severe  inflammatory  eye  diseases 


METICORTEN 

prednisone 


benefits  confirmed  by  mounting  evidence1'6 

One  report  after  another  attests  to  the  potent  anti-inflammatory  action  of  Meticorten 
in  severe  inflammations  of  the  anterior  ocular  segment,  involvements  of  the  posterior 
segment,  and  diffuse  uveitis.  Many  cases  failing  to  respond  to  older  steroids  have 
shown  rapid  improvement  with  Meticorten.4 


toxic  effects  minimized 

Unlike  therapy  with  older  steroids,  which  must  often  be  withdrawn  short  of  full  remis- 
sion because  of  certain  side  effects,  Meticorten  in  average  dosage  usually  does  not 
disturb  electrolyte  balance— can  be  used  in  more  patients  and  for  longer  periods.  After 
initial  control  is  achieved  with  20  to  40  mg.  daily  in  divided  doses  many  patients  can 
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(1)  Leopold,  I.  H.:  New  York  J.  Med.  56:2803,  1956.  (2)  King,  J.  H.,  Jr.,  and  Weimer,  J.  R.:  A.M.A.  Arch. 
Ophth.  54:46,  1955.  (3)  Gordon,  D.  M.:  Am.  J.  Ophth.  47:593,  1956.  (4)  King,  J.  H.,  Jr.;  Passmore,  J.  W.; 
Skeehan,  R.  A.,  Jr.,  and  Weimer,  J.  R.:  Tr.  Am.  Acad.  Ophth.  59:759,  1955.  (5)  O’Rourke,  J.  F.;  Iser,  G., 
and  Ryan,  R.  W.:  A.M.A.  Arch.  Ophth.  55:323,  1956.  (6)  Mosquera,  J.  M.:  Dia  med.  25:38,  1956. 
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REFERENCES:  3.  Cronk,  G.  A.,  Naumann,  D.  E.,  and  Casson,  K.:  Fifth  Annual  Symposium  on 
Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957.  4.  Cronk,  G.  A.,  and  Naumann,  D.  E.:  Ant. 
Med.  & Clin.  Ther.  4:166,  1957.  5.  Prigot,  A.,  Shidlovsky,  B.  A.,  and  Felix,  A.  J.:  Ibid.  4:287, 
1957.  6.  Putnam,  L.  E.:  Ibid.  4:470,  1957.  7.  Rein,  C.  R.,  and  Fleischmaier,  R.:  Ibid.  4:422,  1957. 
See  also  Report  by  A.M.A.  Council  on  Drugs,  J.A.M.A.  166:52,  1958— to  be  published  in  New 
and  Nonofficial  Remedies. 
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The  British  General  Practitioner  in  1957 


The  editors  of  the  New  York  State 
Journal  of  Medicine  are  privileged  to 
present  through  the  courtesy  of  Dr.  Iago 
Galdston  of  the  New  York  Academy  of 
Medicine  a series  of  five  articles  by 
Michael  Arnold,  L.R.C.P.I.,  L.R.C.S.I.;  a 
founder  member  of  the  College  of  General 
Practitioners,  England;  Fellow  of  the  Royal 
Society  of  Medicine,  England;  author  of 
General  Practitioners'  Premises , a series 
published  in  Practitioner , 1955;  member  of 
the  Honorary  Medical  Staff,  Wembley 
Hospital;  Honorary  Secretary,  Wembley 
Division,  British  Medical  Association.  The 
first  of  these  articles  appears  on  page  907  of 
this  issue  and  deals  with  the  birth  and 
development  of  the  National  Health  Service. 
Many  of  our  younger  members  in  the  State 
Society  are  not  aware  of  events  leading  up 
to  the  Act  of  1911  in  Britain,  of  how  the 
medical  profession  there  was  riven  by 
dissension,  and  of  how  this  division  of 
opinion  was  exploited  by  the  politicians. 
It  could  happen  here  under  similar  circum- 
stances. 

Dr.  Arnold,  in  his  first  two  articles,  gives 
a very  fair  description  of  the  background 
of  the  British  National  Health  Service. 
Especially  in  the  second  article  of  the  series 
of  five  he  shows  what  happens  when  doctors 
let  themselves  be  “sold  down  the  river”  by 
government.  In  the  third  article  Dr.  Arnold 
begins  to  show  that  he  thinks  the  British 
system  is  all  right.  And  perhaps  it  is  in 
Great  Britain,  although  after  trial,  Australia 
and  New  Zealand  threw  it  out  partially 
at  least  because  of  the  abuses  that  arose 
under  it.  It  is  not  unnatural  that  Dr. 
Arnold  should  seem  to  approve  of  the 
National  Health  Service;  after  all,  he  has 
to  live  with  it.  If  he  approves  of  the 
British  system  he  must  necessarily  be 


critical  of  ours;  yet  in  fairness  in  his  fifth 
article  Dr.  Arnold  does  admit  the  faults 
of  the  National  Health  Service.  The  British 
College  of  General  Practitioners  seems  to  be 
yet  too  young  to  know  whether  it  can  pull 
the  general  practitioner  up  by  his  boot- 
straps. At  any  rate  the  series  of  articles 
which  we  publish  is  historically  interesting 
and  a challenge  to  the  medical  profession 
here  in  the  United  States  to  avoid  the  pit- 
falls  of  government  medicine  no  matter 
how  alluring  it  may  seem  at  a distance. 

We  hope  our  readers  will  do  some  serious 
thinking  after  reading  the  series  written  by 
a doctor  who  has  observed  and  lived  with 
the  National  Health  Service  from  its 
inception.  Are  we  in  this  country  sufficiently 
unified  as  a profession  that  we  can  withstand 
pressure  for  the  socialization  of  medicine? 
Today  “about  97  per  cent  of  the  population 
of  Great  Britain  is  using  this  Service. 
Over  21,000  general  practitioners  are  fully 
committed  to  the  Service,  which  represents 
98  per  cent  of  general  practitioners  in 
Great  Britain.  About  94  per  cent  of  dentists, 
all  chemists  and  druggists  are  also  taking 
part.  ...”  All  this  since  1911,  a brief 
forty-six  years. 

Remember  also  that  for  the  first  time  the 
House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  in  1957  abandoned  its 
traditional  opposition  to  compulsory  Social 
Security  for  self-employed  physicians.  In 
1956  the  Medicare  program  went  into 
effect  with  the  Government  paying  for 
administrative  and  professional  services. 

These  things  are  straws  in  the  wind  for 
the  prudent  man  to  observe.  It  would 
surely  be  unwise  to  fail  to  heed  what  has 
gone  before  in  the  crowded  pages  of  history. 
Let  every  man  read  and  thereafter  do  his 
own  thinking. 
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Third  Party  Interest  in  the  Practice  of  Medicine 


1 ‘Remember  the  past,  but  live  in  the  present” 
is  a basic  tenet  of  philosophy.  Let  us  pause, 
give  due  respect,  and  shed  a tear  for  the  dear 
dead  days  when  the  practice  of  medicine  was 
exclusively  a doctor-patient  relationship. 
But  let  us  quickly  dry  our  eyes  and  recognize 
the  hard  fact  of  the  present — that  the 
physician’s  work  is  not  purely  a medical 
matter;  it  is  of  economic  and  social  concern 
as  well. 

The  public  interest  will  control  all  forms  of 
human  endeavor  whether  it  be  banking,  mer- 
chandising, teaching,  or  practicing  medicine. 
Our  profession  has  a good  sound  record  of 
performance  in  the  public  interest. 

One  of  the  earliest  third  party  interests  in 
the  practice  of  medicine  was  directed  toward 
assuring  properly  qualified  practitioners. 
Qualifying  examinations  and  licensing  bodies 
were  instituted  by  government  at  the  behest 
of  and  with  the  cooperation  of  the  medical 
profession  itself.  Following  the  Flexner 
Report  on  Medical  Education,  the  entire 
teaching  program  in  medicine  was  reor- 
ganized. Having  secured  properly  trained 
and  properly  licensed  physicians  was  a bare 
beginning  in  meeting  the  public  interest. 

It  was  apparent  that  certain  large  efforts 
in  the  field  of  prevention  of  disease  and  in 
sanitation  and  public  education  required  a 
kind  of  physician  dedicated  and  trained  in 
this  work  and  with  legal  backing,  and  thus 
health  departments  were  developed.  In 
order  to  function  properly  the  health  de- 
partments needed  information  from  the 
practicing  physician,  and  so  the  filing  of 
birth  and  death  certificates,  immunization 
records,  etc.,  became  a part  of  the  doctor’s 
daily  life. 

Parallel  to  the  development  of  health 
departments  was  the  development  of 
welfare  departments.  “The  poor  we  have 
always  with  us,”  and  their  care  in  a democ- 
racy is  mandatory.  The  twentieth  century 
with  its  two  massive  wars  and  ensuing  social 
and  economic  dislocations  pricked  and 


stirred  the  social  conscience.  How  could  the 
poor  be  helped  to  help  themselves?  One  ob- 
vious front  of  attack  was  medical — to  im- 
prove health  and  overcome  disability.  Too 
vast  a problem  for  the  doctors  to  tackle 
alone,  government  assumed  an  administra- 
tive and  financial  obligation  here.  And 
again  the  welfare  department,  in  order  to 
function  intelligently  and  honestly,  needed 
information  from  the  practicing  physician. 
They  needed  this  information  for  two  rea- 
sons. One,  to  provide  the  right  care  at  the 
right  time,  and  two,  to  be  prepared  for  audit. 
Where  public  funds  are  expended,  they  must 
be  accounted  for.  Auditors  must  know  what 
money  was  spent  and  why.  Organized  medi- 
cine working  with  the  welfare  departments 
at  all  levels  has  tried  to  keep  this  paper  work 
at  the  bare  minimum. 

The  social  conscience  ranged  into  the  field 
of  accidents  on  the  job  and  workmen’s  com- 
pensation evolved — a truly  working  partner- 
ship between  medicine  and  government  in 
the  public  interest.  At  mid-century  the 
doctor  finds  himself  involved  in  many  social 
programs.  The  Federal  Social  Security  Act 
alone  covers  medical  care  in  eight  distinct 
categories.  All  are  fixed  in  legislation  and 
have  become  a permanent  part  of  the  doc- 
tor’s schedule. 

So  much  for  misfortune  and  improvidence. 
It  would  seem  that  the  social  conscience  has 
done  much  for  these.  What  about  the  pru- 
dent and  their  preparation  for  catastrophe? 
The  medical  profession  recognizes  that 
security  is  desirable  but  insists  that  the  med- 
ical aspects  of  such  security  develop  in  ac- 
cordance with  the  ideal  of  medicine — per- 
sonal initiative  and  personal  responsibility 
with  freedom  of  choice  for  both  patient  and 
physician.  Insurance  is  the  answer  for  the 
provident,  but  here  the  doctor  must  steer 
a course  between  the  Scylla  of  nonmedically 
controlled  insurance  bodies  and  the  Charyb- 
dis  of  government,  which  would  make  him  a 
civil  servant.  One  out  of  every  four  persons 
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in  this  country  is  eligible  at  present  for  some 
amount  of  medical  care  provided  under  gov- 
ernment supervision.  A study  of  all  ad- 
missions during  1955-1956  to  a large  teach- 
ing hospital  in  a neighboring  state  shows  the 
following  responsibilities:  3 per  cent  were 
compensation  cases,  15  per  cent  were  welfare 


cases,  16  per  cent  were  covered  by  commer- 
cial insurance,  17  per  cent  were  self -paid,  and 
49  per  cent  were  covered  by  Blue  Cross. 

Doctors  are  also  taxpayers.  Medically 
controlled  insurance  of  the  Blue  Cross-Blue 
Shield  variety  is  one  hope  of  holding  the  line. 
Let  us  guard  it  and  guide  it. — W.  H. 


Personnel  Changes  in  Group  Plan  of  Malpractice  Insurance 


Recent  changes  in  the  personnel  associated 
with  the  State  Society’s  Group  Plan  of  Mal- 
practice Insurance  and  Defense  have 
prompted  questions  regarding  the  present 
organization.  So  that  all  members  will 
have  up-to-date  information,  the  editors  be- 
lieve it  would  be  useful  to  review  this  subject 
briefly. 

Because  of  his  long  service  as  Indemnity 
Representative  of  the  Society  since  this  ac- 
tivity was  initiated  in  1921,  the  name  of 
Harry  F.  Wanvig  has  become  almost 
synonymous  with  the  Group  Plan.  Until 
his  death  in  March  of  1957,  Mr.  Wanvig, 
under  the  supervision  of  the  Malpractice 
Insurance  and  Defense  Board,  was  the  active 
manager  of  the  Plan. 

Following  Mr.  Wanvig’s  death,  Mr.  James 
M.  Arnold,  who  had  acted  as  his  assistant  for 
the  preceding  four  years,  was  appointed 
Indemnity  Representative  by  the  Council. 
In  this  capacity  Mr.  Arnold  is  the  profes- 
sional liability  insurance  adviser  to  the  So- 
ciety. The  law  requires  that  insurance  be 
placed  through  a licensed  broker,  and  Mr. 
Arnold,  who  has  this  qualification,  is  presi- 
dent of  H.  F.  Wanvig,  Inc.,  the  brokerage 
firm  that  continues  to  place  this  insurance. 

The  Assistant  Indemnity  Representative 
of  the  Society  and  vice-president  of  H.  F. 
Wanvig,  Inc.  is  Mr.  Frank  W.  Appleton. 
Before  joining  the  Group  Plan  last  July, 
Mr.  Appleton  had  been  the  assistant  claim 
manager  of  the  New  York  office  of  the  carrier 
of  the  Group  Plan,  the  Employers  Mutual 
Liability  Insurance  Company  of  Wisconsin. 
In  that  capacity  he  took  an  active  part  in 


managing  the  investigation  of  malpractice 
claims  throughout  the  State. 

The  present  membership  of  the  Society’s 
Malpractice  Insurance  and  Defense  Board, 
which  is  appointed  by  the  president  of  the 
Society  to  supervise  the  Group  Plan,  in- 
cludes Dr.  Thomas  M.  d’Angelo,  of  Queens, 
chairman,  and  Drs.  John  C.  Brady,  Buffalo; 
Christopher  Wood,  White  Plains;  Joseph 
A.  Lane,  Rochester;  John  F.  Kelley,  Utica; 
J.  Stanley  Kenney,  New  York,  and  Renato 
J.  Azzari,  Bronx.  Presently  assisting  the 
Board  are  local  county  advisory  commit- 
tees. More  and  more  members  are  taking  an 
active  part  in  the  vital  work  of  these  com- 
mittees. 

Mr.  William  F.  Martin  has  been  the  Legal 
Counsel  for  the  State  Society  for  the  past 
fourteen  years.  He  is  head  of  the  firm  of 
Martin,  Clearwater  and  Bell  and  has  sur- 
rounded himself  with  attorneys  who  are  the 
foremost  specialists  in  the  State  in  the  field 
of  malpractice  defense.  Mr.  Robert  J.  Bell 
is  the  attorney  for  the  Society. 

The  carrier  of  the  Group  Plan,  Em- 
ployers Mutual  Liability  Insurance  Com- 
pany of  Wisconsin,  now  has  in  its  New  York 
office  a staff  of  three  examiners  and  six  field 
investigators  who  devote  their  entire  time  to 
handling  malpractice  claims  in  the  metro- 
politan and  suburban  area.  The  members  of 
this  staff  are  specially  selected  for  their  jobs, 
and  many  of  them  have  either  legal  or  pre- 
medical training.  The  carrier  also  has  of- 
fices in  Buffalo,  Rochester,  Syracuse,  and 
Albany  from  which  additional  personnel, 

(Continued  on  page  830] 
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With  distinct  pleasure  I am  reporting  to  you  that  the 
Board  of  Trustees  at  the  meeting  in  December  voted  to 
accept  the  report  and  recommendations  of  the  Council’s 
special  meeting  to  consider  the  future  of  the  Blood  Banks 
Association. 

The  recommendation  that  the  Medical  Society  support  the 
Blood  Banks  Association  and  the  North  East  District  Clear- 
ing House  was  favorably  voted  and  also  was  implemented  by 
an  appropriation  of  $16,000  for  1958. 

As  most  of  the  members  of  the  Medical  Society  know,  there 
has  been  considerable  controversy  about  the  work  of  the 
Blood  Banks  Association  during  the  past  few  years.  I believe 
that  as  a result  of  this  controversy  there  has  developed  a 
sounder  organization  and  program  in  this  important  area  of 
interest  to  the  Medical  Society — the  procurement  and  distri- 
bution of  blood  in  New  York  State. 

The  Blood  Banks  Association  is  now  embarking  on  an  educational  program  in  the  scien- 
tific and  technical  aspects  of  blood  banking.  A Committee  on  Scientific  Procedures,  with 
Dr.  Leon  N.  Sussman  as  chairman,  is  planning  a scientific  session  at  the  annual  meeting  on 
May  16.  A Committee  on  Blood  Bank  Personnel,  with  Miss  Pauline  Novelli  as  chairman, 
is  planning  a technical  exhibit  and  demonstration  to  be  conducted  during  the  entire  week  of 
the  annual  meeting  May  12  to  16.  A Committee  on  Membership,  Dr.  Nathanael  M.  Fedde, 
chairman,  is  conducting  a membership  drive  in  order  to  recruit  into  the  membership  of  the 
Association  all  blood  bank  personnel — technicians,  nurses,  etc. 

One  activity  of  the  Association  which  I would  like  to  emphasize  is  the  North  East  District 
I Clearing  House,  Dr.  Dorothea  E.  G.  Worcester,  chairman.  The  board  of  directors  of  the 
Blood  Bank’s  Association,  whose  president  is  Dr.  Herbert  Berger,  voted  in  January,  1957, 

I to  merge  the  former  New  York  State  Blood  Exchange  Program  with  the  National  Clearing 
House  Program  of  the  American  Association  of  Blood  Banks.  This  action  completed  a net- 
j work  of  five  District  Clearing  Houses  located  in  San  Francisco,  Chicago,  Dallas,  Jackson- 
ville, and  New  York  City.  The  North  East  District  is  made  up  of  the  States  of  Connecticut, 
Delaware,  Maine,  Maryland,  Massachusetts,  New  Hampshire,  New  Jersey,  New  York, 
Pennsylvania,  Rhode  Island,  Vermont,  Virginia,  and  West  Virginia,  and  the  District  of 
Columbia. 

The  most  important  function  of  the  National  Clearing  House  Program  is  the  exchange 
of  distant  donor  replacement  credits.  Thus  it  is  possible  for  blood  banks  in  New  York 
State  to  have  transactions  with  blood  banks  located  in  any  section  of  the  United  States 
through  one  account  with  the  Clearing  House.  Patterned  after  a monetary  bank  clearing 
house,  the  Blood  Bank  Clearing  House  functions  primarily  as  a bookkeeping  agency  for 
i member  banks  to  provide  the  following  services:  (1)  handling  the  exchange  of  donor  re- 

placements between  blood  banks,  (2)  facilitating  the  borrowing  and  lending  of  blood  between 
| banks,  wherever  and  whenever  needed,  (3)  keeping  records,  balancing  accounts,  and  arrang- 
ing settlements  to  cancel  interbank  indebtedness,  and  (4)  engaging  in  such  auxiliary  services 
| as  are  best  conducted  through  a central  agency.  To  defray  the  expense  of  operating  each 
I clearing  house,  member  banks  pay  transaction  fees. 

The  donor  replacement  aspect  of  the  Clearing  House  Program  is  a tremendous  service 
to  both  patients  and  donors.  It  is  a common  saying  that  you  cannot  transfuse  dollars. 
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Therefore,  the  idea  that  blood  should  not  be  paid  for  but  should  be  replaced  is  a constant 
slogan  of  people  in  the  field  of  blood  banking.  It  is  a tremendous  help  to  patients  whose 
friends  and  relatives  are  in  a community  other  than  the  one  in  which  they  are  hospitalized, 
to  have  blood  replacements  made  in  the  community  where  their  friends  and  relatives  are. 
A resident  of  Long  Island  may  go  into  any  member  blood  bank  in  that  area  for  a relative 
hospitalized  in  New  York  City,  Chicago,  Phoenix,  San  Francisco,  etc.  Recently,  a donor 
went  to  the  White  Plains  Hospital  Blood  Bank  for  a friend  who  was  in  a Miami  hospital. 
Through  the  Clearing  House,  this  transaction  was  expedited  from  the  hospital  in  White 
Plains  to  the  hospital  in  Miami. 

During  1957,  the  first  year  of  operation,  approximately  75  blood  banks  have  joined  the 
North  East  District  and  over  10,000  transactions  were  handled. 

With  the  cooperation  of  the  state  medical  societies  and  the  hospital  and  community  blood 
banks  located  in  this  District,  the  Clearing  House  should  become  financially  independent 
after  1958.  As  state  medical  societies  have  done  in  the  other  districts,  the  Medical  Society 
of  the  State  of  New  York  is  cognizant  of  the  value  of  this  program.  Therefore,  we  are  sup- 
porting, with  our  interest  and  financial  help,  the  initial  organization  of  this  Clearing  House. 
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[Continued  from  page  828] 

well  trained  in  malpractice  investigation, 
serve  the  rest  of  the  State. 

Any  questions  concerning  recent  changes 
in  the  personnel  associated  with  the  Group 


Plan  that  have  not  been  anticipated  here — or 
any  questions  regarding  any  aspect  of  the 
Plan — may  be  addressed  to  the  Indemnity 
Representative,  2 Park  Avenue,  New  York 
16,  New  York. 
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amwtmceo... 


a superior  psychochemical 

for  the  management  of  both 
minor  and  major 


emotional  disturbances 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research , 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  serious  toxic  reactions.  Drowsiness  and 
dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients,  but  in 
almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity  in  diseases  with  strong  psychic  overtones  such  as  ulcerative 
colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 
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Can  til  for  the  colon 

"...the  most  effective  available  colonic  anticholinergic  drug 


plain  or 

with  phenobarbital 
//I 


. . relieves  or  reduces  diarrhea,  distention  and  pain  in  many  patients  with 
functional  or  organic  colon  disorders.”2 

EFFECTIVE:  in  ulcerative  colitis,  irritable  colon,  mucous  colitis,  spastic  colitis,  diverticulitis, 
diverticulosis,  rectospasm,  diarrhea  following  G.I.  surgery,  bacillary  and  parasitic  dis- 
orders. 

activity  “...confined  principally  to  the  lower  gastro-intestinal  tract...”3  and 
“...singularly  free  of  anticholinergic  side-effects...,”2  such  as  blurred  vision,  dry  mouth, 
urinary  retention. 

CANTIL  (plain)  — Each  scored  tablet  contains  25  mg.  of  CANTIL.  Bottles  of  100  yellow  compressed  tablets. 
CANTIL  with  Phenobarbital  — Each  scored  tablet  contains  25  mg.  of  CANTIL  and  16  mg  of  phenobarbital 
(warning:  may  be  habit  forming).  Bottles  of  100  cocoa-brown  compressed  tablets.  CANTIL  is  the  only 
brand  of  the  postganglionic  parasympathetic  inhibitor  N-methyl-3-piperidyl-diphenylglycolate  metho- 
bromide. 

(1)  Kleckner,  M.  S.,  Jr.:  J.  Louisiana  M.  Soc.  108: 359,  1956.  (2)  Riese,  J.  A.:  Am.  J.  Gastroenterol.  2S:541,  1957. 
(3)  Kleckner,  M.  S.,  Jr.:  Clin.  Proc.  5:19,  1957. 
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The  New  York  School  Vision  Tester 


JOHN  H.  SULZMAN,  M.D.,  TROY,  NEW  YORK,  AND  C.  JANE  DAVIS,  SC.M.,  ROCHESTER,  NEW  YORK 


Defective  vision  in  our  school  children  has 
long  been  the  subject  of  numerous  papers 
in  medical,  psychologic,  and  educational  jour- 
nals.1-4 Recently  the  interest  in  this  subject 
seems  to  have  increased  tremendously,  probably 
as  the  result  of  improved  and  standardized  visual 
screening  methods. 

The  majority  of  visual  problems  are  amenable 
to  correction  by  spectacles.  If  all  children  with 
refractive  errors  came  to  our  offices,  we  could 
expect  to  improve  visual  ability  or  comfort  in  at 
least  90  per  cent.  Unfortunately  the  child  with 
reduced  vision  is  seldom  aware  of  his  problem, 
since  he  has  little  criterion  for  comparing  his 
ability  with  that  of  his  friends.  In  some  instances 
the  parents  or  teachers  recognize  that  a problem 
exists,  and  the  child  is  referred  for  eye  examina- 
tion. The  child  with  evident  strabismus  is  easily 
identified,  and  the  parents  may  seek  professional 
advice.  Pathologic  conditions  often  create  sud- 
den changes  in  vision  that  even  a youngster 
will  notice  These  cases  have  a greater  possibility 
of  turning  up  in  our  offices  than  the  children  with 
vision  reduced  because  of  simple  refractive  errors. 

In  many  instances  a youngster  goes  through 
school  without  correction  for  a minor  or  even  a 
major  refractive  problem.  In  later  years,  when 
he  seeks  employment5  or  enters  the  Armed 
Services,6  he  is  tested  on  one  of  the  screening  de- 
vices and  is  referred  for  eye  examination.  The 
probable  benefit  of  earlier  correction  cannot  be 
estimated.  We  can  say  only  that  he  has  gone 
through  a number  of  years  of  his  life  with  a need- 
less handicap. 

The  ideal  screening  device  would  identify 
correctly  the  children  who  need  eye  attention. 
It  would  refer  every  visual  problem  without  a 
single  “over-referral.”  Such  a device  does  not 
and  probably  cannot  exist.  There  is  no  question 


that  there  are  certain  cases  which  one  ophthal- 
mologist would  consider  as  over-referred,  while  an- 
other would  feel  that  correction  was  desirable. 
This  fact  was  pointed  up  by  the  survey  of  the  New 
England  Ophthalmological  Society.7 

The  most  general  agreement  seems  to  suggest 
that  a school  test  should  (1)  consist  of  more 
than  a Snellen  chart,  (2)  use  acuity  characters  of 
the  illiterate  type,  (3)  include  a test  for  farsighted- 
ness, and  (4)  permit  measurement  of  muscle 
imbalances  where  desired.  Up  to  now  these  re- 
quirements have  been  fulfilled  by  the  Massachu- 
setts Vision  Test  and  its  several  variations.8-10 
The  most  recent  equipment  of  this  type  is  the  new 
Bausch  & Lomb  New  York  School  Vision  Tester, 
which  purports  to  reproduce  the  Massachusetts 
Vision  Tests  results.  It  offers  two  major  ad- 
vantages: 1.  Since  it  is  a stereoscope,  it  requires 
a testing  area  of  only  4 square  feet  as  compared  to 
the  Massachusetts  Vision  Test  20-foot  room 
(Fig.  1).  2.  It  permits  an  extension  of  the 
Massachusetts  Vision  Test  when  desired. 

The  usual  objections  to  a stereoscope  cannot  be 
raised  in  this  case,  since  the  instrument  is 
actually  a modification  of  the  Bausch  & Lomb 
Ortho-Rater,  manufactured  since  1942.  The 
Ortho-Rater  has  been  variously  studied11-12  and 
has  proved  a highly  valid  method  of  measuring 
visual  skills,  being  free  from  the  “psychic  near- 
ness” factor.  My  previous  experience12  with  the 
instrument  while  in  the  Navy  was  based  on  a 
different  series  of  slides.  However,  the  instru- 
ment was  of  the  same  optical  design. 

The  slides  used  in  the  school  instrument  were 
designed  solely  for  this  test  and  do  not  reproduce 
any  of  the  12  standard  Ortho-Rater  slides  re- 
ported in  the  St.  Louis  study.13  The  distance 
acuity  slide  uses  the  tumbling  E and  covers  levels 
from  20/200  to  20/20  (Fig.  2). 
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Fig.  1.  The  New  York  School  Vision  Tester  in  use. 


Fig.  2.  New  York  School  Vision  Tester,  acuity  slide.  Right  and  left  eye  tests  are  on  the  same  slide. 


The  phoria  slides  (one  distance  and  one  near) 
combine  vertical  and  lateral  tolerances  within  a 
picture  area  which  is  easily  identified  (Fig.  3). 
A boy  throw's  a ball  to  his  dog.  If  the  ball  is  in 
the  picture,  there  is  less  than  6 prism  diopters  of 
esophoria,  4 prism  diopters  of  exophoria,  and  F/2 
prism  diopters  of  vertical  imbalance. 

These  three  slides  comprise  the  test  material. 
An  alternate  acuity  slide  uses  the  Ortho-Rater 


checkerboard  as  a target.  In  addition,  it  is 
possible  to  purchase  any  of  the  standard  Ortho- 
Rater  slides  to  extend  the  test  in  order  to  include 
near  acuity  and  depth  and  color  vision  or  to 
carry  the  distance  acuity  measurement  nearer  to 
the  limit  of  resolving  pow'er. 

Plus  lens  attachments  are  slipped  on  to  the 
instrument  itself  for  the  hyperopia  tests.  No 
attachments  are  necessary  for  phoria  tests.  A 
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Fig.  3.  New  York  School  Vision  Tester,  phoria  slide.  Distance  and  near  slides  are  of  the  same  general 

design. 


demonstrator  and  answer  key  are  the  only  addi- 
tional equipment  provided.  (All  equipment  is 
visible  in  Fig.  1.)  This  test  seems  to  overcome 
many  of  the  mechanical  objections  to  the  previous 
Massachusetts  Vision  Test  type  of  screening. 

Personal  correspondence  with  Bausch  & Lomb 
revealed  that  these  slides  had  been  tested  against 
the  Massachusetts  Vision  Test  experimentally 
with  almost  identical  failing  rates.  While  several 
studies  had  been  run,  none  had  been  reported  in 
the  medical  literature.  In  order  to  standardize 
the  New  York  School  Vision  Tester,  a study  of 
this  type  was  essential. 

The  Massachusetts  Vision  Test  was  in  current 
use  in  the  public  schools  in  Watervliet,  New 
York.  This  seemed  the  ideal  spot  for  a compari- 
son study.  Arrangements  were  made  with  the 
Watervliet  Board  of  Education  for  tests  at 
school  number  3.  All  children  in  this  school  had 
been  prepared  for  the  Massachusetts  Vision  Tests 
with  classroom  demonstrations.  The  school 
nurse  was  relieved  of  other  duties  for  a three-day 
period  so  that  tests  could  be  run  rapidly.  Bausch 
& Lomb  provided  a New  York  School  Vision 
Tester  and  an  experienced  operator.  Testing 
dates  were  January  14  through  16,  1957. 

In  order  to  provide  a good  age  spread,  we 
arranged  to  test  grades  1,  3,  5,  and  7.  These 
grades  had  an  enrollment  of  128  children. 
Absences  were  high  during  the  period,  since  tem- 
peratures ranged  well  below  zero.  It  was  pos- 
sible to  test  102  children  (about  80  per  cent  of  the 
enrollement) . Absences  were  almost  exactly  20 
per  cent  in  each  grade. 

The  tests  were  run  in  two  rooms  in  order  to 
avoid  confusion.  The  complete  test  was  given  in 
all  cases.  As  a child  finished  one  test,  he  went 


directly  to  the  other.  Five  children  were  sent 
down  at  the  beginning  of  each  session.  As  a 
child  returned  to  the  classroom,  another  was  sent 
to  be  tested.  This  permitted  a fairly  constant 
flow  with  about  three  children  waiting. 

During  the  waiting  period  the  children  could 
watch  the  Massachusetts  Vision  Test  and  might 
possibly  become  familiar  with  the  expected 
answers.  This  problem  was  considerably  re- 
duced with  the  New  York  School  Vision  Tester, 
which  permitted  the  subject  to  view  the  material 
only  when  being  tested.  The  space  advantages 
of  this  instrument  were  also  immediately  ap- 
parent. 

Testing  began  with  the  third  grade.  During 
the  first  thirty-five  minutes  ten  children  were 
tested  on  the  New  York  School  Vision  Tester  with 
some  free  time.  Five  had  completed  the 
Massachusetts  Vision  Test  during  the  same  pe- 
riod, and  one  child  was  being  tested.  The  reasons 
for  this  difference  in  time  were  quite  evident. 
The  younger  children  had  difficulty  in  locating 
and  following  a line  of  characters.  The  nurse 
would  walk  to  the  screen  and  follow  the  line  with 
a pointer  when  this  problem  occurred.  The 
children  also  frequently  needed  to  walk  to  the 
screen  in  order  to  point  out  the  spot  where  the 
red  line  crossed  the  target.  Each  time  the  walk 
was  40  feet  and  the  test  was  interrupted. 

The  New  York  School  Vision  Tester  has  a 
“window”  in  the  side  to  permit  the  tester  to  re- 
main in  her  chair  and  point  out  the  individual 
acuity  characters  with  a pencil.  If  there  is  any 
problem  with  the  phoria  test,  a question,  “Is  the 
ball  near  the  boy  or  the  dog?”  “Is  it  as  high  as  the 
dog’s  nose?”  etc.  brings  immediate  answers. 
This  is  definitely  an  advantage  in  testing  the  lower 
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grades.  At  the  end  of  the  first  afternoon  the 
nurse  who  was  giving  the  Massachusetts  Vision 
Test  looked  enviously  at  the  Bausch  & Lomb 
operator  and  remarked,  “She  looks  so  rested.” 

As  a grade  was  completed  each  tester  checked 
her  results,  using  the  school  standard  as  a basis. 
A monocular  score  of  20/40  or  less  constituted 
grounds  for  failure.  Monocular  scores  of  20/30 
but  less  than  20/20  were  considered  as  one-half 
failure  each,  as  were  phoria  scores  outside  the 
standard  area.  The  children  with  these  one- 
half  failures  and  all  with  questionable  results  on 
the  plus  lens  test  were  listed  for  a recheck.  On 
questionable  cases  the  nurse  also  consulted  the 
teacher  or  parent  to  learn  whether  visual  symp- 
toms were  present.  No  children  with  glasses 
were  referred. 

Failures 

When  the  102  children  had  been  tested  and 
failures  had  been  verified  by  a recheck,  we  found 
that  we  had  16  failures:  seven  had  20/30  or  less 
for  both  eyes,  two  had  20/40  or  less  for  one  eye, 
five  failed  on  the  basis  of  one  acuity  test  and  one 
phoria  test,  and  visual  problems  were  suspected 
by  the  teacher,  and  two  failed  the  plus  lens  test 
(one  for  both  eyes,  one  for  the  left  eye  only). 

There  was  complete  agreement  between  the 
instruments  on  referral.  One  of  the  failures  on 
the  basis  of  20/30  or  less  for  both  eyes  was  not 
referred  because  he  had  had  previous  eye  care. 
This  child  was  also  deaf,  and  a tonsillectomy  had 
recently  been  performed  on  the  advice  of  his 
specialist.  The  doctor  had  also  reported  to  the 
school  that  he  preferred  to  wait  to  correct  any 
refractive  error. 

Two  children  in  the  third  grade  were  classified 
as  “borderline”  because  of  one-half  failure  on  both 
test  and  retest.  One  of  these  children  had  20/30 
for  one  eye  on  the  New  York  School  Vision  Tester 
and  passed  on  the  Massachusetts  Vision  Test. 
Retests  repeated  the  original  results.  This  boy 
complained  of  “having  something  in  his  eye” 
when  he  took  the  Massachusetts  Vision  Test,  but 
he  was  able  to  read  four  of  the  six  characters  on 
the  20/20  line.  The  second  borderline  case  failed 
only  the  distance  phoria  test  originally.  On  re- 
test he  repeated  this  performance  and  also 
scored.  20/30  for  the  right  eye.  His  performance 
was  identical  on  the  two  instruments.  In  both 
of  these  cases  the  teacher  will  watch  for  signs  of 
visual  problems. 


Eight  additional  cases  had  one-half  failure 
on  one  or  both  instruments  in  the  original 
test  and  had  satisfactory  performance  on  both 
retests.  While  none  of  these  children  would  have 
been  referred  on  the  school  standard,  a compari- 
son of  the  original  questionable  score  is  interest- 
ing: two  failed  phoria  on  the  New  York  School 
Vision  Tester  only,  two  failed  phoria  on  the 
Massachusetts  Vision  Test  only,  one  had  20/30 
acuity  in  one  eye  on  the  New  York  School  Vision 
Tester  only,  one  had  20/30  acuity  in  one  eye  on 
the  Massachusetts  Vision  Test  only,  and  two  had 
20/30  acuity  in  one  eye  on  both  tests. 

Thus,  the  two  testing  methods  accounted  for  an 
equal  number  of  questionable  half-failures.  The 
only  disagreement  in  the  entire  testing  session 
would  be  the  single  borderline  case  who  repeated 
his  one-half  failure  on  the  New  York  School 
Vision  Tester  and  had  a satisfactory  perform- 
ance on  the  Massachusetts  Vision  Test. 

Children  with  Glasses 

Twelve  children  were  wearing  glasses  for  the 
test.  Since  none  of  these  were  to  be  referred,  a 
recheck  was  not  done  on  those  failing  to  meet  the 
standard.  All  were  checked  both  with  and  with- 
out glasses  in  order  to  extend  the  acuity  range. 
In  several  instances  the  child  scored  20/40  on  one 
test  and  20/50  on  the  other.  However,  results 
of  this  type  varied  with  the  New  York  School 
Vision  Tester  higher  in  some  and  the  Massachu- 
setts Vision  Test  higher  in  others. 

Phoria  findings  were  less  comparable,  espe- 
cially when  glasses  were  not  worn.  This  might 
be  expected. 

If  the  use  of  glasses  had  not  automatically 
stopped  referral,  two  of  these  children  would  have 
been  failed  on  both  instruments  because  of  very 
low  scores  for  the  right  eye  with  glasses.  One  of 
these  youngsters  in  the  third  grade  said  she  had 
not  had  her  eyes  examined  for  two  years.  In  this 
case  the  nurse  will  contact  the  mother  to  verify 
the  date  and  will  suggest  an  examination  if  the 
child  was  correct  in  her  estimate  of  time. 

Four  of  the  children  with  glasses  also  had  one- 
half  failures,  which  would  have  called  for  a recheck 
if  glasses  had  not  been  worn.  There  was  agree- 
ment between  the  two  instruments  on  these  cases. 
It  seems  we  are  justified  in  accepting  the  state- 
ment that  referral  will  be  the  same  on  the  two 
tests. 
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TABLE  I. — Median  Testing  Times  According  to  Grade 


Grade 

Number  of  Children  Tested 

Median  Time 

1 

16 

2 minutes,  0 seconds 

3 

32 

2 minutes,  0 seconds 

5 

23 

1 minute,  30  seconds 

7 

31 

1 minute,  20  seconds 

Time 

The  original  advantage  of  the  New  York  School 
Vision  Tester  in  time  was  apparent  at  all  grade 
levels  and  was  the  greatest  among  the  younger 
children.  Stop-watch  timing  on  this  test  gave 
median  testing  times  as  listed  in  Table  I.  From 
this  data  it  appears  that  we  could  reasonably  ex- 
pect to  test  and  record  20  to  35  cases  in  one  hour, 
with  the  number  increasing  as  grade  level 
advances. 

Comment 

The  children  were  very  interested  in  both  tests, 
perhaps  because  there  was  a break  in  the  school 
routine.  The  principal  offered  to  poll  the  children 
for  preference  if  we  desired.  He  volunteered  the 
information  that  he  felt  the  poll  would  be  biased 
by  loyalty  to  the  school  nurse.  Results  showed 
the  25  preferred  the  New  York  School  Vision 
Tester,  28  the  Massachusetts  Vision  Test,  and 
56  “preferred”  both  tests.  The  most  revealing 
factor  in  the  poll  was  the  108  votes  that  were  cast 
by  96  children. 

Personnel  involved  in  the  testing  session  noted 
the  following  advantages  in  the  New  York  School 
Vision  Tester:  (1)  small  space  requirements  with- 
out the  need  for  electrical  extension  cords,  (2) 
tests  enclosed  to  prevent  view  by  waiting  stu- 
dents, (3)  elimination  of  two  pairs  of  spectacles  for 
the  phoria  test  and  replacement  of  plus  lens 
spectacles  by  an  attachment  for  the  instrument, 
and  (4)  eliminating  of  “walk-ups”  for  nurse  and 
students. 


Conclusions 

The  New  York  School  Vision  Tester  may  be 
substituted  for  the  Massachusetts  Vision  Test, 
using  the  standards  in  effect  for  any  school  dis- 
trict. Referrals  should  be  the  same  regardless  of 
the  failing  level. 

If  the  local  school  medical  group  prefers  a more 
extensive  test,  additional  slides  can  be  pur- 
chased for  use  in  the  instrument.  Additional 
tests  may  be  expected  to  locate  more  of  the 
children  wTio  actually  need  eye  care.  This 
desirable  factor  would  of  course  be  accompanied 
by  an  increased  “over-referral.”  Referral  level 
and  the  need  for  additional  tests  must  be  decided 
on  by  the  local  groups. 
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Patient  Accidents  Occurring  in  Hospitals: 
Epidemiologic  Study  of  61b  Accidents 


HENRY  M.  PARRISH,  M.D.,  M.P.H.,  PITTSBURGH,  PENNSYLVANIA,  AND  THOMAS  P.  WEIL,  B.A., 

NEW  YORK  CITY 

{From  Mount  Sinai  Hospital,  New  York  City) 


Each  year  thousands  of  patients  have  acci- 
dents in  American  hospitals.  This  im- 
portant problem  is  not  confined  to  this  country, 
for  reports  in  the  literature  suggest  that  patient 
accidents  occur  frequently  in  British  hospitals.1 
Although  case  reports  of  hospital  patient  acci- 
dents have  been  published,  as  yet,  “no  signifi- 
cant measure  of  the  frequency  and  severity  of 
injuries  incurred  in  hospitals  is  available.”2 
The  hospital  has  a moral  obligation  to  provide 
sick  and  injured  patients  with  a protected  en- 
vironment, one  free  from  the  risk  of  accidental 
injury  or  death. 

The  purpose  of  this  investigation  is  to  study  all 
accidents  occurring  among  the  inpatients  in  a 
large  general  hospital  during  one  calendar  year 
to  determine  the  incidence  of  accidents  and  ac- 
cidental injuries  for  this  hospital  population  and 
to  discover  the  basic  underlying  causes  of  these 
accidents.  Obviously  the  genesis  of  patient  ac- 
cidents must  be  understood  clearly  before  an 
effective  program  for  prevention  can  be  designed. 
The  epidemiologic  approach  was  used  in  this 
study  as  it  has  been  used  effectively  to  study  var- 
ious types  of  accidents  in  other  environmental  set- 
tings.3-5 Gordon6  has  pointed  out  that  accidents 
conform  to  basic  biologic  patterns,  just  as  do  in- 
fectious and  chronic  diseases.  In  a previous  pub- 
lication7 we  suggested  how  certain  host,  agent, 
and  environmental  factors  might  interact  to  pro- 
duce accidents  among  hospital  patients.  A hos- 
pital population  is  especially  suited  for  an  epi- 
demiologic investigation  of  accidents,  since  pa- 
tients represent  a “captive  population.”  Hos- 
pital patients  are  usually  under  close  observa- 
tion, and  data  related  to  their  emotional,  mental, 
and  physical  status  are  available. 

In  this  study  an  accident  is  defined  to  include 
any  sudden  and  unexpected  event  which  may, 
and  usually  does,  produce  an  injury  to  a person. 
An  accidental  injur}'  is  defined  as  any  detectable 
injury  in  a patient  which  resulted  from  an  ac- 


cident. The  concept  of  an  “accident  gradient” 
is  used,  since  a patient  accident  may  result  in 
no  detectable  injury,  a slight  injury,  a moder- 
ately severe  injury,  a severe  injury,  or  death. 
Few  persons  would  deny  the  presence  of  an  auto- 
mobile accident  when  two  vehicles  collide,  even 
if  no  person  received  a detectable  injury.  Like- 
wise a fall  from  bed  may  produce  in  an  individual 
a series  of  events  ranging  from  no  detectable  in- 
jury to  a superficial  scalp  laceration,  to  a cerebral 
concussion,  to  a fractured  skull,  to  death.  It  is 
essential  to  discover  the  severity  of  accidental 
injuries  as  well  as  the  incidence  of  accidents. 

Method 

The  accident  report  forms  of  the  Mount  Sinai 
Hospital  were  used  for  this  study.  We  feel  that 
these  hospital  accident  report  forms  reflect  a good 
measure  of  the  actual  incidence  of  patient  ac- 
cident, for  accidents  resulting  in  no  detectable 
injury  were  reported  in  addition  to  those  which 
produced  an  injury.  Reasonably  complete  rec- 
ords were  also  indicated  in  that  many  unusual 
events  were  reported  which  could  not  be  classified 
as  accidents.  All  reports  of  patient  accidents 
occurring  in  the  hospital  during  one  calendar 
year  were  studied  retrospectively.  The  patients’ 
hospital  charts  were  reviewed  to  determine  the 
primary  diagnosis,  the  mental  and  physical  status 
of  the  patient,  and  any  drugs  which  had  been 
taken  prior  to  the  accident. 

The  following  factors  were  utilized  to  study 
the  epidemiologic  pattern  of  patient  accidents: 
the  name,  age,  sex,  and  race  of  the  patient,  the 
patient’s  ward  or  room  number,  the  hospital  ad- 
mission number,  the  date  and  exact  time  (a.m. 
or  p.m.)  of  the  accident,  the  specific  location  of 
the  accident,  the  primary  diagnosis  of  the  pa- 
tient and  any  contributing  diseases  or  disabilities, 
the  mental  or  emotional  status  of  the  patient  at 
the  time  of  the  accident,  the  patient’s  activity 
when  the  accident  took  place,  the  patient’s 
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TABLE  I. — Incidence  of  Patient  Accidents  Occurring  in  the  Hospital 


Age  Group 
(Years) 

Estimated 
Number  of 
Patients 
Exposed* 

Average 
Number  of 
Days  per 
Admission* 

Number  of 
patient  days 
of  Exposure 

Number  of 
Accidents 

Rate  per  1,000 
Patients 

Rate  per  10,000 
Days  of  Patient 
Exposure 

0 to  9 

3,419 

6.8 

23,249 

60 

17.55 

25.81 

10  to  19 

2,965 

10.7 

31,726 

44 

14.84 

13.87 

20  to  29 

2,224 

9.2 

20,461 

41 

18.44 

20.04 

30  to  39 

3,419 

9.7 

33,164 

45 

13.16 

13.57 

40  to  49 

3,013 

10.0 

30,130 

71 

23.56 

23.56 

50  to  59 

2,535 

14.1 

35,744 

84 

33.14 

23.50 

60  to  69 

3,491 

14.1 

49,223 

157 

44.97 

31.90 

70  to  79 

2,104 

17.8 

37,451 

90 

42.78 

24.03 

80  and  over 

741 

15.3 

11,337 

22 

29.69 

19.41 

* Based  on  a 10 

per  cent  random  sam 

pie  of  the  hospital  population. 

statement  as  to  how  the  accident  occurred,  a 
statement  of  the  nature  of  the  accident  by  the 
person  reporting  it,  any  drugs  or  anesthetics  the 
patient  received  during  the  previous  eight  hours, 
a physician’s  report  of  the  nature,  severity,  and 
location  of  the  injury,  a list  of  agents  or  objects 
involved  in  the  accident  and,  if  the  accident  was  a 
fall  from  bed,  the  presence  or  absence  of  side 
rails  and  restraints,  the  condition  of  the  bed, 
floor,  or  other  physical  equipment,  if  and  how 
hospital  personnel  contributed  to  the  accident, 
and  if  the  patient  had  other  accidents  in  the  hos- 
pital during  any  admission  for  the  past  year. 

An  estimate  of  the  hospital  population  at  risk 
was  made  by  taking  a 10  per  cent  random  sample 
of  the  admissions  during  the  year.  This  infor- 
mation was  used  to  determine  the  incidence  of 
patient  accidents  among  the  various  age  groups, 
among  males  and  females,  and  among  ward, 
semiprivate,  and  private  patients.  This  pro- 
cedure seemed  essential,  since  it  is  relatively 
unmeaningful  to  state  that  60  per  cent  of  all  ac- 
cidents occur  among  patients  over  fifty  years  of 
age  if  one  doesn’t  know  how  many  patients  in 
the  hospital  population  were  in  this  age  group. 

Incidence  and  Severity 

There  were  614  patient  accidents  among  23,911 
admissions  to  the  hospital  during  the  year  stud- 
ied, an  annual  incidence  of  25.7  per  1,000  patients. 
This  incidence  compares  favorably  with  that  of 
24.5  per  1,000  patients  reported  by  Williams8  for 
the  University  of  Illinois  Hospitals  and  18.5  re- 
ported by  Snell1  for  a group  of  British  hospitals. 
The  accident  rate  given  by  Snell  was  probably 
lower  than  the  actual  rate,  since  he  used  “only 
records  with  sufficient  details  for  the  present  pur- 
poses.” If  the  incidence  of  patient  accidents  in 
American  hospitals  is  in  the  same  range  as  those 


TABLE  II. — Severity  of  Injuries  from  Patient 
Accidents 


Severity 

Type  of  Accident 
Falls  All  Other 
From  Bed  Accidents 

Total 

Per 

Cent 

No  injury 

150 

126 

276 

45 

Slight  injury 

96 

148 

244 

40 

Moderate  injury 

27 

41 

68 

11 

Severe  injury 

8 

14 

22 

4 

Death 

2 

2 

4 

<1 

Total 

283 

331 

614 

100 

quoted,  then  we  estimate  that  between  300,000 
and  550,000  patient  accidents  happen  in  Ameri- 
can hospitals  each  year.*  We  feel  that  this  is  a 
conservative  estimate,  for  it  is  based  on  rates  for 
general  hospitals.  There  is  reason  to  believe 
that  special,  mental,  and  chronic  disease  hos- 
pitals have  higher  accident  rates  than  general 
hospitals.  Clague9  has  shown  that  injuries 
occur  more  frequently  among  hospital  personnel 
in  these  types  of  hospitals. 

The  incidence  of  patient  accidents  among  males 
was  43.2  per  1,000  as  compared  to  a rate  of  18.0 
per  1,000  among  females.  These  differences 
cannot  be  attributed  to  the  length  of  exposure. 
Thus,  male  patients  have  more  than  twice  as 
many  accidents  as  female  patients.  In  general, 
males  have  been  found  to  have  more  accidents 
than  females  in  practically  every  age  group  re- 
gardless of  the  environmental  setting  and  type 
of  accident.  There  was  a significant  difference 
in  the  incidence  of  accidents  among  ward  pa- 
tients as  compared  to  semiprivate  and  private 
patients.  The  accident  rates,  expressed  as  ac- 
cidents per  1,000  patients,  were  as  follows:  ward 
patients  42.5,  semiprivate  patients  17.3,  and  pri- 


* Estimate  based  on  an  accident  rate  of  15  to  25  per  1,000 
patient  admissions  per  year  for  a hospital  population  of 
22,089,719  admissions  among  6,966  American  hospitals  for 
1956  as  listed  by  the  American  Hospital  Association:  Hos- 
pitals, Guide  Issue,  Part  2,  August  1,  1957,  p.  344. 
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TABLE  III.  Time  Period  During  Which  Patient  Accidents  Occurred 




Kind  of  Accident 

6 a.m.  to  12  A.M. 

12  A.M.  to  6 P. 

Time  Period 

M.  6 p.m.  to  12  P.M. 

12  P.M.  to  6 A.M. 

Total 

Fall  from  bed 

72 

48 

65 

98 

283 

Fall  in  patient’s  room  or  ward 

18 

15 

16 

10 

59 

Fall  in  bathroom 

16 

8 

22 

11 

57 

Fall  in  hallway 

5 

7 

3 

2 

17 

Fall  while  using  crutches 

2 

8 

3 

1 

14 

Fall  while  using  wheelchair 

8 

9 

2 

19 

Fall  from  chair  or  couch 

10 

9 

2 

21 

Self-inflicted  wounds  and  attempted  suicide 
Wrong  medication  or  treatment,  including 

5 

7 

7 

2 

21 

surgery 

1 

2 

1 

1 

5 

Fall  on  stairway 

5 

3 

8 

Tooth  broken  by  airway  during  anesthesia 

5 

5 

3 

13 

Burned  by  hot  object  or  liquid 

1 

4 

1 

1 

7 

All  other  falls 

4 

9 

1 

2 

16 

Hit  by  or  bumped  into  object,  furniture,  etc. 

3 

7 

4 

3 

17 

Cut  by  sharp  object  (glass,  razor  blade,  etc.) 
Injured  by  another  human  being  (patient  or 

9 

12 

6 

4 

31 

visitor) 

Injured  by  hospital  equipment,  excluding 

1 

4 

5 

furniture 

5 

3 

3 

4 

15 

All  other  accidents  and  injuries 

3 

1 

2 

6 

• 

— 

— 



■ 

Total 

173 

161 

141 

139 

614 

vate  patients  13.5.  Some  of  this  difference  be- 
tween groups  of  patients  can  be  attributed  to  the 
amount  of  care  a patient  receives.  Many  pri- 
vate patients  are  attended  by  private  nurses, 
whereas  this  rarely  occurs  among  ward  patients. 
Also  private  patients  utilize  more  high-low  type 
hospital  beds  than  do  ward  patients. 

Table  I lists  the  accident  rates  per  1,000  pa- 
tients and  per  10,000  days  of  patient  exposure  by 
ten-3'ear  age  groups.  The  latter  rate  is  much 
more  significant,  for  it  is  important  to  consider 
the  length  of  time  a group  of  patients  was  ex- 
posed to  the  chance  of  having  an  accident.  In 
general,  patients  in  the  older  age  groups  remain 
in  the  hospital  for  a longer  period  of  time  per  ad- 
mission. Thus,  at  any  time  there  are  more  pa- 
tients in  the  hospital  who  are  forty  or  more  years 
of  age  than  there  are  patients  who  are  under 
forty  years  of  age.  It  is  not  surprising  that  pa- 
tients in  the  older  age  groups  have  the  largest 
number  of  accidents,  but  when  numbers  of  ac- 
cidents are  converted  to  accident  rates  per  10,000 
days  of  patient  exposure,  the  effect  is  less  strik- 
ing. There  is  a curious,  uneven  distribution  of 
the  accident  rates  as  age  increases.  This  may 
be  related  to  different  types  of  patient  suscep- 
tibility. For  example,  a young  man  with  a 
fractured  leg  would  probably  have  a different 
susceptibility  to  a fall  than  an  older  man  recov- 
ering from  a myocardial  infarction.  About  the 
only  conclusions  that  can  be  drawn  from  these 
data  are  that  the  very  young,  age  zero  to  nine, 
and  the  older  age  groups,  age  forty  to  seventy- 
nine,  have  rather  high  accident  rates. 


Table  II  indicates  the  severity  of  patient  ac- 
cidents. Of  the  614  accidents  studied,  276  (45 
per  cent)  resulted  in  no  detectable  injury,  244 
(40  per  cent)  resulted  in  a slight  injury,  68  (11 
per  cent)  in  a moderately  severe  injury,  22 
(3  to  4 per  cent)  in  a severe  injury,  and  four 
(less  than  1 per  cent)  terminated  fatally.  One  of 
the  four  fatalities  was  from  a fall  from  a high 
place,  presumably  a suicide,  which  may  or  may 
not  be  considered  an  accident.  Of  the  remaining 
three  fatalities,  two  were  produced  by  patients 
with  leukemia  falling  from  bed  with  resulting 
uncontrollable  hemorrhages,  and  one  death  re- 
sulted from  the  overdose  of  a medication.  These 
findings  suggest  that  an  accident  which  may  pro- 
duce a minor  injury  to  a normal,  healthy  person 
may  produce  a fatal  injury  to  a debilitated  hos- 
pital patient.  Fortunately  about  45  per  cent  of 
hospital  accidents  result  in  no  injury,  and  less  I 
than  5 per  cent  result  in  a serious  injury  or  death,  i 

Time  Relationships 

Since  there  are  definite  times  during  the  year 
when  certain  types  of  accidents  are  more  com- 
mon (for  example,  burns  during  the  winter 
months  and  drowning  during  the  summer 
months),10  it  seemed  important  to  determine  if 
there  was  a seasonal  variation  of  patient  acci- 
dents. The  frequency  of  accidents  by  month 
of  occurrence  was  as  follows:  January  50,  Feb- 
ruary 48,  March  53,  April  52,  May  59,  June  45, 
July  54,  August  36,  September  56,  October  47, 
November  56,  and  December  58.  There  was  no 
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; TABLE  IV. — Location  of 

Accidents  Among 

Patients 

Place  Accident  Occurred 

Number 

of 

Patients 

Per  Cent 

Bedside  (floor  next  to  bed) 

283 

46.1 

Bathroom 

68 

11.1 

i In  bed 

58 

9.4 

||  Ward 

54 

8.8 

| Patient’s  room 

53 

8.6 

i Hallway 

36 

5.9 

Operating  or  recovery  rooms 

19 

3.1 

Stairs 

12 

2.0 

' Physiotherapy 

8 

1.3 

Outpatient  department 

7 

1.1 

X-ray  department 

5 

0.8 

Nursery 

5 

0.8 

Emergency  room 

4 

0.7 

| All  others 

2 

0.3 

Total 

614 

100.0 

striking  seasonal  variation  of  accidents  among 
patients.  This  probably  resulted  from  the  fact 
that  the  hospital  is  an  indoor  environment  which 
remains  rather  constant  with  little  or  no  seasonal 
change. 

Table  III  lists  the  type  of  accident  by  the  time 
of  day  it  occurred.  Of  all  accidents  54  per  cent 
happened  during  the  daylight  hours  from  6 a.m. 
to  6.  p.m.,  whereas  46  per  cent  took  place  during 
the  night  hours  from  6 p.m.  to  6 a.m.  With  the 
exceptions  of  accidents  involving  a fall  from  bed 
or  a fall  in  the  bathroom,  all  types  of  accidents 
happened  more  frequently  from  6 a.m.  to  6 p.m. 
On  the  other  hand,  58  per  cent  of  falls  from  bed 
and  falls  in  the  bathroom  took  place  during  the 
hours  from  6 p.m.  to  6 a.m.  Falls  from  bed  prob- 
ably occur  more  frequently  at  night  because 
more  patients,  both  ambulatory  and  bed  pa- 
tients, are  in  bed  during  these  hours.  Generally 
there  are  fewer  hospital  personnel  taking  care 
of  patients  during  these  hours.  Also,  for  some 
strange  reason,  darkness  seems  to  make  dis- 
turbed patients  and  those  with  pain  more  rest- 
less. Many  of  these  accidents  happened  when 
patients  were  getting  out  of,  or  returning  to,  bed 
after  a visit  to  the  bathroom.  Some  of  these 
same  restless  patients  became  the  victims  of 
falls  in  the  bathroom.  Traffic  in  the  bathroom 
is  fairly  heavy  during  the  period  from  6 p.m.  to 
6 a.m.  because  patients  are  then  preparing  for  bed. 
Also,  since  hospital  routine  begins  at  an  early 
hour  of  the  morning,  some  patients  are  in  the 
bathroom  before  6 a.m. 

Other  Environmental  Factors 

Patient  accidents  are  more  prone  to  occur  in 
certain  geographic  locations  in  a hospital. 


TABLE  V. — Hospital  Physical  Equipment  Contributing 
to  Patient  Accidents 


Improper  or  Defective  Equipment  Number 

of 

Accidents 

Sharp  tray,  sink,  desk  top,  etc.  5 

Bed  lamp  not  secure  4 

Wet  or  excessively  waxed  floor  4 

Defective  side-rail  3 

Defective  light  bulb  3 

Object  blocking  hallway  2 

Broken  chair  back,  wheelchair,  bed  spring  3 

Defective  heating  pad,  intravenous  stand,  window  3 

blind 

Broken  glass  on  floor  1 

Broken  mechanical  patient  lifter  1 

Total  29 


TABLE  VI. — Personnel  Contributions  to  Patient 
Accidents 


Contributing  Factor  Number 

of 

Accidents 

Left  bed  rail  down  7 

Patient  fell  while  being  assisted  by  nurse  4 

Inserted  broken  thermometer  3 

Tooth  broken  while  inserting  endotracheal  tube  3 

Technician  allowed  x-ray  machine  to  hit  patient  2 

Administered  incorrect  medication  3 

Technician  mismatched  transfusion  1 

Child  fell  from  nurse’s  lap  1 

Gave  irrational  patient  hot  drink  1 

Left  bed  wheels  unlocked  1 

Failed  to  assist  patient  from  stretcher  to  table  1 

Foreign  body  left  in  operative  wound  1 

Moved  patient  on  stretcher  without  straps  1 

Circumcised  wrong  patient  1 

Total  30 


Table  IV  shows  that  most  accidents  happened 
in  the  following  pip  n • at  the  bedside  as  a result 
of  a fall  from  beu  >.l  per  cent),  in  the  bath- 
room (11.1  per  cent),  in  the  patient’s  bed 
(9.4  per  cent),  and  in  either  the  patient’s  ward 
(8.8  per  cent)  or  in  his  room  (8.6  per  cent).  We 
estimate  that  approximately  70  per  cent  of  all 
hospital  patient  :idents  occurred  within  a 10- 
foot  radius  ti  s patient’s  bed.  This  probably 
resulted  frox.  the  fact  that  patients  spend  most 
of  their  time  m this  locality.  These  findings  also 
suggest  that  perhaps  hospital  equipment  is 
poorly  designed  and  unsafe.  At  any  rate,  this 
is  the  area  of  the  hospital  which  needs  additional 
detailed  study  if  accidents  are  to  be  prevented. 

If  one  considers  resently  accepted  and  gen- 
erally used  hospita.  furniture  and  equipment  as 
safely  designed,  then,  as  seen  in  Table  V,  defec- 
tive physical  equipment  was  not  a major  factor 
in  patient  accidents.  In  only  29  of  the  614  ac- 
cidents was  there  any  evidence  of  the  physical 
equipment  contributing  to  an  accident.  In  30 
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TABLE  VII. — Agents  or  Objects  Involved  in  Hospital 
Patient  Accidents 


Agent  Injuring  Patient 

Number  of  Patients 

Floor  at  bedside  (falls  from  bed) 

283 

Floor,  rails,  bed 

106 

Floor,  no  rails,  bed 

131 

Floor,  chair,  bed 

16 

Floor,  footstool,  bed 

11 

Floor,  bedpan,  bed 

6 

Floor,  one  rail,  bed 

13 

Falls  in  bathroom 

57 

Floor 

32 

Tub 

8 

Floor,  toilet 

10 

Floor,  door,  sink,  wall 

7 

Floor  in  patient’s  room  or  ward 

59 

Floor,  chair  or  couch 

21 

Floor,  wheelchair 

19 

Floor  in  hallway 

17 

Broken  glass,  thermometer,  glass 

straw,  razor  blade,  etc. 

31 

Floor,  crutches 

14 

Floor, stairs 

12 

Floor,  stool,  examining  table,  table, 

door,  stretcher,  etc. 

16 

Chair,  table,  bed,  or  other  hospital 

furniture 

17 

Airway  used  during  or  following 

anesthesia 

13 

Wrong  medication  or  transfusion 

4 

Hot  object  or  liquid 

7 

Intravenous  bottle,  lamp,  light  bulb, 

light  cord,  or  overbed  accessory 

15 

Bitten  by,  hit  by,  or  bumped  into 

another  human 

5 

Heating  pad,  syringe,  needle,  cathe- 

ter,  etc. 

5 

Side-rail 

7 

All  other  agents 

12 

Total 

614 

instances  hospital  personnel  were  responsible  or 
partially  responsible  for  a patient  accident 
(Table  VI).  Errors  in  medication  can  be 
costly;  one  such  mishap  resulted  in  a patient’s 
death.  Educating  hospital  personnel  about  the 
basic  facts  of  how  accidents  occur  and  how  to 
prevent  them  may  be  a means  of  eliminating 
many  accidents.  Therefore,  hospital  personnel 
and  physical  equipment  were  contributing  factors 
in  only  about  10  per  cent  of  all  patient  accidents. 

Agent  Factors 

The  object  which  is  directly  responsible  for  the 
actual  injury  to  a patient  is  referred  to  as  the 
primary  agent.  Associated  agents  are  objects 
which  play  a contributing  role  in  accidentogene- 
sis.  Table  VII  lists  the  agents  involved  in  pa- 
tient accidents.  The  primary  agent  is  given  first 
and  is  followed  by  the  associated  agents  to  illus- 
trate the  mechanism  of  the  accident.  For  ex- 
ample, if  a patient  climbed  over  a bedrail  and 
fell  to  the  floor,  injuring  himself,  the  floor  at  the 
bedside  would  be  the  primary  agent  while  the 
bedrails  and  bed  would  be  classified  as  associated 


agents.  The  floor  is  listed  as  the  primary  agent 
in  approximately  80  per  cent  of  all  the  accidents, 
because  falls  are  by  far  the  most  common  type 
of  patient  accident.  That  283  (46  per  cent)  of 
all  accidents  among  patients  resulted  from  a fall 
out  of  bed  suggests  that  either  the  primary  agent 
(floor)  or  one  of  the  associated  agents  (bedrails 
or  bed)  is  unsafe.  Since  106  of  the  283  falls  from 
bed  occurred  while  bedrails  were  in  place,  one 
must  conclude  that  currently  used  bedrails  are 
ineffective  in  preventing  falls.  Indeed,  they 
may  intensify  the  severity  of  an  accident  by 
causing  a patient  going  “over  the  rails”  to  drop 
an  additional  2 to  3 feet  to  the  floor.  Also, 
most  hospital  beds  are  too  high  for  patient  safety. 
Twenty-seven  falls  from  bed  clearly  could  have 
been  prevented  by  using  lower  beds,  since  pa- 
tients slipped  and  fell  on  either  a footstool  or  a 
chair  while  climbing  in  or  out  of  bed.  If  the  bed 
height  had  been  lower,  thereby  eliminating  the 
necessity  for  associated  agents  (footstools  and 
chairs),  these  accidents  would  not  have  happened. 
Patients’  statements  as  to  how  an  accident  took 
place  also  verify  the  fact  that  hospital  beds  are 
too  high.  They  often  reported  that,  “I  mis- 
judged the  distance  from  the  bed  to  the  floor,”  or 
“This  hospital  bed  is  much  higher  than  my  bed 
at  home.” 

Other  agents  which  are  potentially  dangerous 
to  patients  are  wheelchairs,  crutches,  stretchers, 
examining  tables,  bathtubs,  and  stairs.  Proper 
education  of  hospital  personnel  and  instruction 
to-  patients  on  how  to  use  this  equipment  safely 
seems  desirable  if  accidents  are  to  be  averted. 

Host  Factors 

The  patient  accident  rates  were  high  in  the 
very  young  from  under  one  to  nine  years  old  and 
in  adults  of  ages  forty  to  seventy-nine.  Infants 
and  young  children  cannot  be  held  responsible 
for  their  own  safety.  In  the  older  age  groups 
impairment  of  the  senses  takes  place  due  to  the 
aging  process,  and  manifestations  of  chronic 
diseases  become  increasingly  apparent.  Table 
AT  1 1 gives  the  primary  diagnosis  of  the  illnesses 
accident  victims  were  treated  for  while  they  were 
in  the  hospital.  Patients  in  the  following  disease 
groups  had  the  greatest  number  of  accidents: 
cancer  73,  genitourinary  47,  heart  disease  46, 
neurologic  45,  and  orthopedic  37.  Approximately 
30  per  cent  of  all  accident  victims  had  some 
impairment  of  their  neuromuscular  and  skeletal 
systems.  This  finding  suggests  that  patients 
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TABLE  VIII. — Diseases  of  Patient  Accident  Victims 


-Accident  Victims 


Disease 

Number 

of 

Patients 

Per  Cent 
Patient 
Accidents 

Per  Cent 
General  Hospital 
Population 

Cancer 

73 

11.9 

14.9 

Genitourinary 

47 

7.7 

7.0 

Heart  disease 

46 

7.5 

17.3 

Gastrointestinal 

46 

7.5 

9.5 

Neurologic 

45 

7.3 

2.9 

Orthopedic 

37 

6.0 

5.1 

Neurosurgical 

34 

5.5 

2.6 

Psychiatric 

34 

5.5 

2.9 

Metabolic 

33 

5.4 

8.6 

Cerebrovascular  accidents 

29 

4.7 

1.1 

Epilepsy,  convulsive  disorder 

25 

4.5 

0.4 

Gynecology 

22 

3.6 

3.0 

Eye 

17 

2.8 

1.8 

Infectious  disease  other  than  tuberculosis 

12 

2.0 

3.0 

Hypertension 

12 

2.0 

1.0 

Pulmonary  including  tuberculosis 

12 

2.0 

0.5 

Arthritis 

10 

1.6 

0.3 

Obstetric 

10 

1.6 

4.1 

Chronic  muscular  disease 

9 

1.5 

0.2 

All  other  conditions 

61 

9.9 

13.8 

Total 

614 

100.0 

100.0 

TABLE  IX. — Patient’s  Mental  or  Emotional  Status 
at  Time  of  Accident 


Status  of  Patient 

Number 

of 

Patients 

Per  Cent 
of 

Patients 

Alert  and  rational 

282 

45.9 

Confused  and  irrational 

89 

14.5 

Drugged 

29 

4.7 

Felt  dizzy  or  weak 

25 

4.1 

Fainted 

21 

3.4 

Disturbed  and  restless 

19 

3.1 

Child  playing 

19 

3.1 

Anesthetized 

18 

2.9 

Depressed 

15 

2.4 

Uncooperative,  disobeyed  orders 

16 

2.6 

Self-inflicted  injury 

15 

2.4 

Senile 

13 

2.1 

Convulsions 

12 

2.0 

Lethargic 

12 

2.0 

Sleeping 

8 

1.3 

Attempted  suicide 

6 

1.0 

Overt  anger  or  hostility 

6 

1.0 

Anxiety 

6 

1.0 

Inebriated 

2 

0.3 

Toxic 

1 

0.2 

Total 

614 

100.0 

with  neurologic,  neurosurgical,  muscular,  severe 
arthritic,  and  cerebrovascular  diseases  are  es- 
pecially susceptible  to  accidents  in  the  hospital. 
The  high  frequency  of  accidents  in  these  disease 
groups  cannot  be  accounted  for  by  differences 
in  sex  distribution  or  length  of  hospital  stay. 
Also  patients  with  “far  advanced”  cancer  and 
heart  disease  have  frequent  accidents.  This 
statement  is  supported  by  the  fact  that  49  (8 
per  cent)  of  the  patients  having  accidents  expired 
within  thirty  days  after  their  accident.  These 
deaths,  with  two  exceptions,  were  due  to  the 
underlying  disease  process  and  were  not  due  to 


the  accident  as  such.  Also  psychiatric  patients 
and  those  with  convulsive  disorders  seem  to 
have  more  accidents  than  do  those  in  the  general 
hospital  population.  By  way  of  contrast,  ob- 
stetric patients  appear  to  have  accidents  in  the 
hospital  infrequently.  This  probably  results 
from  their  short  period  of  exposure  plus  the  fact 
that  they  are,  for  the  most  part,  healthy  young 
adults. 

Disease  not  only  effects  the  physical  capacity 
of  an  individual  but  also  may  alter  his  mental  and 
emotional  processes.  As  can  be  seen  in  Table 
IX,  only  about  50  per  cent  of  patients  having 
accidents  were  completely  alert  and  rational  at 
the  time  of  the  accident.  Quite  surprisingly, 
drugs  did  not  seem  to  play  a large  contributing 
role  in  patient  accidents.  Sedatives,  narcotics, 
and  other  drugs  could  be  incriminated  in  only 
29  (4.7  per  cent)  and  anesthetics  in  but  18  (2.9 
per  cent)  of  the  accident  cases.  Obviously  a 
patient  who  is  drugged  or  anesthetized  cannot 
be  charged  with  his  own  safety.  That  about 
8 per  cent  of  the  patients  had  an  accident  be- 
cause of  feeling  weak  and  dizzy  or  fainting  indi- 
cates that  patients  with  recent  surgery,  blood 
loss,  metabolic  diseases,  and  acute  febrile  ill- 
nesses should  be  carefully  watched.  Some  pa- 
tients specifically  disobeyed  orders  and  instruc- 
tions or  displayed  other  manifestations  of  overt 
hostility  which  led  to  an  accident.  Perhaps  these 
individuals  resent  being  ill  and  project  this  re- 
sentment to  the  doctors,  nurses,  and  other  per- 
sonnel who  attend  them.  Other  patients  actively 
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TABLE  X. — Injuries  to  Patient  Accident  Victims 


Part  of  Body 
Injured 

Laceration 

Contusion 

Abrasion 

Strains, 

Sprains 

Concussion, 

Brain 

Hemorrhage 

Burn 

Fracture 

Chipped 

Tooth 

Others 

Total 

Head  or  scalp 

19 

34 

3 

13 

69 

Face  and  neck 

17 

14 

5 

2 

1 

18 

2 

59 

Arms 

18 

10 

11 

5 

1 

46 

Hand  or  finger 

22 

3 

7 

5 

1 

1 

39 

Trunk,  except 

back 

3 

10 

2 

15 

Back 

1 

17 

1 

2 

2 

23 

Legs 

3 

31 

15 

9 

2 

60 

Foot  or  toe 

10 

3 

2 

l ^ 

General  or  in- 

AO 

ternal 

3 

3 

6 

12 

' 

— 



— 

■ 

. 

- 





Total 

96 

125 

46 

16 

13 

9 

5 

18 

10 

338 

resist  becoming  dependent  on  others  and  attempt 
to  get  in  and  out  of  bed  and  go  to  the  bathroom 
unassisted.  In  this  manner  they  retain  their 
independence.  On  numerous  occasions  seriously 
ill  patients  climbed  over  the  bedrails  to  go  to  the 
bathroom,  thus  averting  the  embarrassment  of  a 
soiled  bed. 

A classification  of  patient  injuries  by  site  and 
type  is  given  in  Table  X.  Contusions,  cuts  or 
lacerations,  and  abrasions  were  the  most  com- 
mon types  of  injuries.  Less  frequent  but  more 
serious  injuries  were  chipped  or  broken  teeth  18, 
cerebral  concussions  and  brain  hemorrhages  13, 
and  fractures  5.  Injuries  involving  the  head, 
face,  or  neck  accounted  for  128  (21  per  cent)  of 
all  injuries.  The  legs,  arms,  hands  or  fingers, 
and  back  were  the  next  most  frequently  injured 
anatomic  parts.  The  large  number  of  injuries 
to  the  head  and  extremities  reflects  the  fact  that 
most  accidents  resulted  from  falls. 

Sixty  patients  had  more  than  one  accident  in 
the  hospital  during  the  year.  Of  the  patients 
having  multiple  accidents  47  had  two  accidents, 
seven  had  three  accidents,  three  had  four,  one  had 
five,  and  two  had  seven.  Thus,  these  60  patients 
had  146  (24  per  cent)  of  the  614  accidents  studied. 
Table  XI  gives  the  interval  of  time,  expressed  in 
days,  between  these  recurring  accidents.  Ap- 
proximately half  of  the  repeated  accidents  oc- 
curred within  five  days  of  the  first  accident.  In 
several  instances  proper  precautions  were  not 
taken  after  the  first  accident  to  prevent  additional 
episodes.  These  data  strongly  suggest  the  con- 
cept of  the  “accident-prone  individual.”11  In 
keeping  with  this  theory,  the  two  patients  hav- 
ing seven  accidents  each  were  psychiatric  pa- 
tients with  pronounced  self-destructive  tenden- 
cies. 

Thus,  certain  specific  illnesses  evidently  may 


TABLE  XI. — Interval  Between  Accidents  for  Patient 
Accident  Repeaters 


Interval  Between 
Accidents* 

Number 

of 

Patients 

Same  day 

8 

1 to  5 days 

23 

6 to  10  days 

8 

11  to  20  days 

9 

21  to  30  days 

4 

30  or  more  days 

4 

During  different  admission 

4 

Total 

60 

* For  patients  having  more  than  two  accidents,  the  interval 
between  the  closest  two  accidents  was  selected. 


alter  the  emotional,  mental,  and  physical  status 
of  a patient  and  render  him  more  susceptible  to 
the  chance  of  having  an  accident.  It  is  our  feel- 
ing that  host  factors  are  one  of  the  most  impor- 
tant and  most  difficult  to  control  causes  of  pa- 
tient accidents  occurring  in  hospitals. 

Comment 

It  is  not  surprising  that  accidents  frequently 
occur  among  patients  in  hospitals  when  one  re- 
alizes that  accidents  are  the  leading  cause  of 
death  among  persons  from  one  to  thirty-five 
years  of  age.  They  are  the  fourth  leading  cause 
of  death  among  persons  of  all  ages.  Next  to 
motor  vehicle  accidents,  falls  are  the  leading 
cause  of  accidental  deaths  among  persons  forty- 
five  years  of  age  and  over.  Falls  are  the  most 
common  type  of  accident  among  hospital  pa- 
tients. Every  accident  is  potentially  dangerous, 
especially  to  a hospital  patient  whose  resistance 
has  been  lowered  by  a disease  or  injury.  The 
additional  insult  of  an  accidental  injury  may 
mean  the  difference  between  life  and  death  for  a 
patient. 

Many  currently  used  hospital  beds  are  ob- 
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viously  unsafe.  Most  beds  are  too  high  for  a 
patient  to  get  in  and  out  of  bed  without  risking  a 
fall  and  subsequent  injury.  Bedrails  are  in- 
effective in  keeping  many  irrational  and  restless 
patients  confined  to  bed.  We  firmly  believe 
that  safely  designed  beds  and  effective  side  rails 
or  restraints  would  reduce  both  the  frequency 
and  severity  of  bedside  accidents. 

Physicians  should  note  that  patients  with  neu- 
rologic and  neuromuscular  defects  and  those  with 
far-advanced  heart  disease  and  cancer  are  es- 
pecially susceptible  to  accidents.  Nurses  could 
help  tremendously  by  informing  physicians  and 
house  officers  which  patients  need  side  rails.  A 
physician  attending  a patient  for  a few  minutes 
each  day  may  be  unaware  of  the  patient’s  con- 
fused and  restless  behavior  at  night.  The  con- 
cept of  bedrails  for  pediatric  patients  should  be 
applied  to  senile,  irrational,  and  geriatric  pa- 
tients. Sedated,  narcotized,  and  anesthetized 
patients  require  special  care.  Rubber  airways 
are  preferable  to  metal  ones  to  prevent  breaking 
and  chipping  teeth.  Many  accidents  involving 
wheelchairs  and  crutches  could  have  been  pre- 
vented by  instructing  patients  on  how  to  use 
them  properly.  Personnel  should  assist  elderly, 
crippled,  and  senile  patients  to  the  bathroom  and 
to  bed  more  often.  Proper  measures  should  be 
taken  after  each  patient  accident  to  prevent  other 
episodes. 

The  reporting  of  hospital  patient  accidents 
and  accidental  injuries  has  been  incomplete  in 
the  past.  However,  the  accident  problem  in 
American  hospitals  is  a serious  one  which  needs 
airing.  Additional  epidemiologic  studies  are 
indicated  to  learn  more  about  patient  accidents 
in  various  types  of  hospitals,  such  as  general 
versus  special,  pediatric  versus  chronic  disease, 
urban  versus  rural,  small  versus  large,  etc.  Our 
preliminary  study  suggests  that  more  detailed 
emphasis  should  be  placed  on  host  and  agent 
factors.  Actually  what  is  needed  is  4a  multi- 
disciplinary or  team  approach  to  the  problem, 
one  in  which  a hospital  administrator,  a physician, 
a nurse,  an  epidemiologist,  a safety  engineer,  and 
a biostatistician  coordinate  their  efforts.  A 
detailed  study  of  patient  accidents  in  a group  of 
hospitals  should  prove  more  fruitful  than  isolated 
studies  in  a single  hospital.  Patient  accidents 
conform  to  a definite  epidemiologic  pattern.  They 
can  be  controlled  and  in  many  instances  pre- 
vented. 


Summary 

1.  An  epidemiologic  analysis  of  patient  ac- 
cidents at  the  Mount  Sinai  Hospital,  New  York 
City,  showed  that  there  were  614  accidents 
among  23,911  admissions  during  the  year  studied, 
an  annual  incidence  of  25.7  per  1,000  patients _ 
The  authors  estimated  that  between  300,000 
and  550,000  patient  accidents  occur  each  year  in 
American  hospitals.  The  accident  rates  were 
more  than  twice  as  high  among  male  patients  as 
among  female  patients.  The  rate  among  ward 
patients  was  42.5  per  1,000  as  compared  to  a rate 
of  17.3  for  semiprivate  and  13.5  for  private  pa- 
tients. 

Accidents  per  10,000  days  of  patient  exposure 
were  found  high  among  the  very  young  under  one 
to  nine  years  of  age  and  among  adults,  age  forty 
to  seventy-nine.  Fortunately,  approximately  45 
per  cent  of  patient  accidents  resulted  in  no  de- 
tectable injury,  and  less  than  5 per  cent  resulted 
in  a serious  injury  or  death. 

2.  With  the  exceptions  of  falls  from  bed  and 
falls  in  the  bathroom,  all  types  of  accidents  occur 
more  frequently  during  the  hours  from  6 a.m.  to 
6 p.m.  There  was  no  significant  seasonal  varia- 
tion of  patient  accidents.  Approximately  70 
per  cent  of  all  accidents  occurred  within  a 10-foot 
radius  of  the  patient’s  bed.  If  one  considers 
presently  used  hospital  furniture  as  safely  de- 
signed, then  faulty  physical  equipment  and  hos- 
pital personnel  played  contributing  roles  in  less 
than  10  per  cent  of  the  accidents. 

3.  Falls  from  bed  were  the  most  frequent  type 
of  accident  among  patients  and  accounted  for 
283  (46  per  cent)  of  all  accidents.  Of  283  falls 
from  bed  106  happened  while  bedrails  were  in 
place.  In  our  opinion,  presently  used  beds  and 
side  rails  are  not  safely  designed. 

4.  Inherent  defects  in  the  host’s  (patient’s) 
mental,  emotional,  and  physical  status  were 
found  to  be  one  of  the  prominent  and  difficult 
to  control  causative  factors  for  accidents  among 
patients.  Only  about  50  per  cent  of  the  patients 
were  completely  alert  and  rational  at  the  time  of 
the  accident.  Patients  with  defects  of  their 
neuromuscular  or  skeletal  systems  and  those 
with  “advanced”  cancer  and  heart  disease  were 
found  especially  susceptible  to  accidents.  Sixty 
patients  had  more  than  one  accident  in  the  hos- 
pital during  the  year. 

5.  The  implications  of  this  preliminary  study 
are  discussed  along  with  suggestions  for  accident 
prevention. 
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Can  Congenital  Dislocation  of  the  Hip 
Be  Prevented? 


JULIUS  HASS,  M.D.,  NEW  YORK  CITY 
( From  the  Hospital  for  Special  Surgery) 


A T FIRST  glance  the  idea  of  attempting  to 
-l\.  prevent  a congenital  malformation  might 
seem  odd.  It  appears  reasonable,  however,  when 
we  take  into  consideration  that  the  typical  so- 
called  congenital  dislocation  of  the  hip  in  fact 
is  usually  not  congenital  at  all  but  an  acquired 
deformity.  It  is  only  a predisposition  to  dislo- 
cation which  is  inherited  in  the  form  of  a growth 
disturbance  defined  as  congenital  dysplasia  of 
the  hip.  This  manifests  itself  principally  as 
a flattening  of  the  osseous  roof  of  the  acetabulum. 
The  dislocation  itself  is  only  a secondary  develop- 
ment resulting  from  muscle  stress  and  weight 
bearing,  usually  not  occurring  before  the  end 
of  the  first  or  the  beginning  of  the  second  year 
of  life  after  a child  begins  to  walk.  (Besides  the 
typical  congenital  dislocation  of  the  hip,  there 
is  also  an  atypical  form  which  is  already  fully 
developed  at  the  time  of  birth  and  is  usually  as- 
sociated with  other  severe  congenital  malforma- 
tions. Fortunately  this  type  is  rare  and  its  dis- 
cussion is  not  included  in  this  paper.) 

This  concept  of  postnatal  development  of  the 
so-called  congenital  dislocation  of  the  hip  was 
recognized  by  Lorenz1  in  1920,  but  today  it  is 
the  common  property  of  all  orthopedic  surgeons. 

Hilgenreiner2  must  be  given  credit  for  having 
contributed  a more  accurate  description  of  the 
primary  changes  in  the  dysplastic  hip  as  well  as 
some  practical  clues  for  early  diagnosis.  The 
early  findings  include  abnormal  flabbiness  of 
the  hip  joint  and  marked,  outward  rotation  of  the 
limb,  with  deepening  of  the  genitocrural  .skin 
folds  and  more  or  less  marked  limitation  of  ab- 
duction of  the  hip.  In  addition,  Hilgenreiner 
stressed  that  there  is  a characteristic  snapping 
of  the  hip  which  can  be  elicited  by  means  of  a 
certain  abduction  maneuver  of  the  flexed  hip, 
very  often  referred,  as  Ortolani’s  sign.  It  must  be 
emphasized,  however,  that  this  “sign  of  the  jerk” 
is  very  uncertain  and  does  not  usually  become 
manifest  until  the  femoral  head  is  about  to 
leave  the  upper  margin  of  the  acetabulum  or  is 
already  partially  subluxated.  Also  the  much 


Fig.  1.  Normal  morphology  of  the  hip  joints  of  a 
newborn  girl  aged  one  day.  Note  the  well-developed 
acetabular  roof  of  both  hips.  “Acetabular  index” 
about  20  degrees. 


advertised  abduction  test  is  very  unreliable, 
at  least  in  the  first  months  of  life.  Many  normal 
babies  show  slight  restriction  of  abduction  while, 
on  the  other  hand,  the  hip  in  congenital  dysplasia 
is  frequently  so  mobile  that  there  is  no  suggestion 
of  limitation  of  abduction. 

Fortunately  congenital  dysplasia  in  the  new- 
born can  be  demonstrated  roentgenographicalh' 
with  fair  certainty  even  before  any  displacement 
has  occurred.  In  a comparative  roentgenogram 
of  both  hips  if  a line  is  drawn  between  the 
Y-cartilages  and  a second  line  along  the  roof  of 
the  acetabulum,  these  two  lines  form  an  angle 
which  in  the  normal  newborn  infant  measures 
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Fig.  2.  Typical  congenital  dysplasia  of  both  hips  in 
a girl  of  three  days.  Note  the  increased  “acetabular 
index”  of  about  40  degrees  on  the  left  and  45  degrees 
on  the  right  hip. 

about  20  degrees  called  “acetabular  index”  by 
Kleinberg  and  Libermann  (Fig.  1).  Slight  varia- 
tions from  this  figure  may  occur  normahy.  An 
acetabular  index  of  30  degrees  or  more,  however, 
is  definitely  pathologic  and  indicates  the  presence 
of  a congenital  dysplasia  (Fig.  2). 

This  roentgenographic  finding  is  of  the  greatest 
significance,  because  it  can  be  identified  in  the 
first  months  of  life,  even  before  the  physical 
symptoms  of  dysplasia  become  evident.  The 
interpretation  of  the  roentgenograms  is  simple 
and  reliable  if  care  is  taken  thpt  the  child  at  the 
time  of  exposure  maintains  a symmetrical  posi- 
tion on  the  table,  with  slight  inward  rotation  of 
the  legs,  the  tube  focus  being  cent°red  over  the 
symphysis,  or  more  accurately,  a trifle  above  the 
symphysis. 

Dysplasia  involves  not  only  the  roof  of  the 
acetabulum,  but  also  the  head  of  the  femur, 
manifesting  itself  in  delayed  development  of 
the  epiphyseal  ossification  center.  This  sign 
becomes  evident,  however,  only  after  the  fifth 
or  sixth  month  of  life,  since  even  normally 
the  nucleus  may  not  develop  before  the  fifth 


Fig.  3.  Author’s  abduction  bar  for  treatment  of 
congenital  dysplasia. 


month  in  females  and  after  the  sixth  or  seventh 
month  in  males. 

Congenital  dysplasia  may  heal  spontaneously 
without  dislocation.  This  is  most  probably 
what  takes  place  on  the  presumably  normal  side 
in  cases  of  unilateral  dislocation.  Or,  if  not 
treated,  it  may  persist  as  dysplasia  without  ac- 
tualty  dislocating  and  lead  to  secondary  changes 
such  as  osteochondritis  and  osteoarthritis  as 
emphasized  by  Hart.3  In  the  majority  of  cases, 
however,  the  head  of  the  femur  displaces  upward 
at  the  end  of  the  first  or  beginning  of  the  second 
year,  leading  to  dislocation  of  the  joint. 

The  existence  of  a stage  of  “predislocation,”  as 
Putti4  termed  it,  in  all  typical  congenital  dislo- 
cations of  the  hip,  offers  the  possibility  of  ef- 
fective prophylaxis.  This  depends  on  the  fact 
that  a dysplastic  hip  may  develop  normally  if  the 
head  of  the  femur  is  brought  into  a perfectly 
central  position  in  relation  to  the  acetabulum, 
and  is  maintained  in  this  position  until  structural 
reformation  of  the  joint  has  taken  place. 

Putti  reported  in  1933  that  out  of  a series  of 
119  cases  at  his  Clinic  in  Bologna,  in  which  con- 
genital dysplasia  was  diagnosed  within  the  first 
3rear  of  life,  complete  cure  was  obtained  in  113, 
or  94.9  per  cent.  The  treatment  simply  in- 
volved maintaining  the  hip  in  a position  of  45 
degrees  abduction.  At  first  Putti  used  a triangu- 
lar mattress  fastened  between  the  infant’s  legs, 
but  later  a metal  frame  was  employed  providing 
gradually  increasing  abduction.  Various  forms 
of  this  apparatus  have  been  recommended  by 
Forrester  Brown,5  Leni,6  and  others.  Hilgen- 
reiner  uses  a duraluminum  splint,  consisting  of 
a pelvic  girdle  with  two  lateral  extensions  to 
which  the  thighs  are  fixed.  Fliegel7  advised  a 
simple  baby  pillow,  which  is  turned  upward  as 
the  legs  are  drawn  upward  and  attached  to  it 
with  bands.  Bauer8  employs  a spreader  fastened 
about  the  thighs  and  suspended  from  the  shoul- 
ders. Spitzy9  believes  that  dislocation  can  be 
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Fig.  4.  Abduction  bar  applied. 


prevented  by  placing  the  legs  in  traction,  and 
maintaining  until  the  child  is  two  years  of  age. 
Ponseti,10  who  made  good  use  of  the  Denis  Browne 
splint  for  congenital  club  feet,  also  advised  it  for 
the  early  treatment  of  dislocation  of  the  hip. 
Denis  Browne11  himself,  however,  prefers  another 
appliance  which  permits  restricted  movement  of 
the  hip.  Frejka12  has  demonstrated  a firm, 
square  pillow  upon  which  the  infant  is  mounted 
as  on  a saddle,  a method  also  suggested  by 
Ortolani13  and  others. 

All  of  this  apparatus,  is,  however,  either  too 
complicated  or  inadequate,  and  has  in  addition 
the  disadvantage  that  it  must  be  applied  pos- 
teriorly or  between  the  legs,  which  renders  or- 
dinary hygiene  of  the  infant  extremely  difficult. 

The  Abduction  Bar 

The  abduction  bar  recommended  by  the  author14 
is  an  adjustable  duraluminum  splint  which,  in 
contrast  to  all  the  other  apparatus  mentioned,  is 
applied  in  front  of  the  thighs  and  is  maintained 
in  position  by  two,  thin  circular  metal  bands  on 
each  thigh  (Figs.  3 and  4).  The  slightly  ac- 
centuated right  angle  position,  which  is  main- 
tained at  the  hips,  is  based  on  the  experience  that 
this  is  most  favorable  for  the  primary  stability 
and  normal  development  of  the  joint,  and  at  the 
same  time  most  efficiently  protects  the  joint  from 
displacement.  Since  the  dysplastic  hip,  as  has 
already  been  mentioned,  is  usually  a loose  joint, 
it  can  easily  be  brought  into  the  desired  degree 
of  abduction  without  force.  If,  however,  any 
resistance  is  offered  by  the  adductors,  the  splint 
may  first  be  bent  somewhat  forward,  and  then 
gradually  adjusted  to  obtain  full  abduction. 

The  advantages  of  the  abduction  bar  are  that 
the  femoral  head  is  held  fixed  in  a central  position 
in  the  acetabulum  and  the  bar  is  anterior  to  the 


Fig.  5.  Roentgenogram  of  a congenital  dysplasia  of 
both  hips  in  a girl  five-weeks  old 


thigh  so  that  the  diapers  can  be  changed  without 
removing  it.  For  bathing  the  splint  may  be 
removed  for  short  intervals,  always  with  care 
to  maintain  the  abducted  position. 

The  prompt  initiation  of  treatment  is  of  great 
importance.  As  soon  as  dysplasia  is  diagnosed, 
treatment  should  be  started  immediately.  Only 
due  to  some  unusual  general  condition  should 
treatment  be  delayed  at  all.  Under  any  circum- 
stance, however,  treatment  must  he  started  within 
the  first  six  months  of  life.  As  a rule  the  period 
of  treatment  is  nine  months  in  all  so  that  it  is 
completed  by  the  end  of  the  first  year,  before 
the  usual  age  for  walking.  However,  weight 
bearing  should  not  be  permitted  unless  the 
roentgenogram  shows  a perfectly  developed 
acetabulum.  If  the  acetabulum  is  found  inade- 
quate, the  use  of  the  bar  should  be  continued  for 
another  three  months  or  even  longer. 

Needless  to  say,  this  method  of  treatment  re- 
quiring no  force,  no  anesthesia,  and  no  plaster 
cast  is  a great  blessing  to  the  little  patients. 
Treatment  is  provided  in  the  office  and  eliminates 
the  expense  of  hospitalization.  It  must  be  em- 
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Fig.  6.  Roentgenogram  of  case  in  Figure  5 after  the  abduction  bar  has  been  applied. 


phasized,  however,  that  the  abduction  bar  is  indi- 
cated onN  in  the  stage  of  d3rsplasia.  If  subluxa- 
tion or  complete  dislocation  is  already  present, 
the  treatment  of  choice  is  closed  reduction  under 
anesthesia  and  immobilization  in  a plaster  cast, 
even  if  the  child  is  under  the  age  of  one  j^ear. 
In  these  cases  the  effect  of  the  bar  is  too  uncer- 
tain to  be  relied  upon. 

The  abduction  bar  described  above  has  been 
in  use  at  the  hospital  for  special  surgery  since 
1940  and  has  yielded  excellent  results.  The 
author  has  personally  treated  24  cases  during  this 
period.  The  age  of  these  patients  at  onset  of 
treatment  ranged  between  IV2  to  eight  months, 
the  average  being  3V2  months.  The  cases  have 
been  under  observation  for  at  least  five  years. 
(From  our  experience  it  may  be  assumed  that 
if  the  result  is  excellent  at  the  age  of  six  or  seven 
years,  it  will  remain  so  in  later  years.)  In  this 
group  a complete  anatomic  and  functional  cure 
was  obtained  within  two  years  in  every  instance. 
The  series  of  roentgenograms  shown  in  Figure  5, 
6,  7,  and  8 present  a sample  of  the  results. 

In  two  of  the  cases,  seven  and  nine-months  old 
respective! y,  at  the  onset  of  treatment,  irregulari- 
ties were  observed  in  the  development  of  the 
epiphj’sis  of  the  femoral  head  during  the  period 
of  care.  This  subsided  over  a period  of  two  j^ears 


and  the  end  result  w^as  not  affected.  Both  cases 
may  be  considered  as  cured. 

We  were  particularly  impressed  by  the  rapid 
development  of  the  acetabular  roof  in  all  cases 
treated  during  the  first  months  of  life , suggesting 
the  presence  of  a very  marked  bone  regenerating 
capacity  at  this  age. 

On  the  basis  of  this  experience,  we  believe 
that  the  outlook  for  optimal  results  is  best  if  the 
treatment  is  begun  within  the  first  six  months, 
while  the  prospect  of  complete  restitution  becomes 
progressively  less  after  this  time,  and  complica- 
tions such  as  osteochondritis  become  increasingly 
frequent. 

The  number  of  cases  we  have  treated  is  rela- 
tively small  in  comparison  with  the  larger 
numbers  treated  at  the  Italian  Clinics,  but  we 
feel  that  the  results  obtained  are  sufficiently 
consistent  to  permit  certain  conclusions. 

Comment  and  Conclusions 

First  we  must  appreciate  the  need  for  the  early 
recognition  of  all  children  wTith  dysplasia  of  the 
hip  before  dislocation  has  actually  taken  place, 
i.e.  within  the  first  six  months  of  life.  This  is 
the  crux  of  the  problem. 

Putti  recommended  routine  x-ray  examination 
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Fig.  7.  Roentgenogram  of  case  in  Figures  5 and  6 after  nine-months  treatment.  Note  the  advanced  development 

of  the  acetabular  roof  on  both  sides. 


Fig.  8.  Roentgenogram  of  the  case  in  Figures  5,  6, 
and  7 at  twenty-one  months  after  nine  months  of  treat- 
ment. Note  the  complete  anatomic  restoration  of 
both  hips. 

for  all  newborn  infants  in  his  country.  Orto- 
lani,13  in  Ferrara,  established  a special  “diagnos- 
tic and  prophylactic  center”  for  this  purpose 


and  which  has  apparently  been  most  successful. 
Formerly  I was  of  the  opinion  that  such  an  under- 
taking was  justifiable  only  in  a country  like  Italy 
where  the  incidence  of  congenital  dislocation  of 
the  hip  is  high  (2.76  degrees  per  thousand  in  some 
provinces),  but  not  in  the  United  States  where 
congenital  dislocation  of  the  hip  is  relatively 
rare.  However,  that  congenital  dislocation  of 
the  hip  is  actually  not  so  uncommon  in  the 
United  States  as  generally  believed,  is  evident 
from  the  recently  published  report  of  Harris15 
of  the  Mayo  Clinic.  Harris  presents  the  re- 
sults of  an  examination  of  2,900  newborn  in- 
fants at  St.  Mary’s  Hospital  in  Rochester,  be- 
tween 1949  and  1950.  Three  infants  were  found 
to  have  congenital  dysplasia  with  dislocation 
of  the  hip.  This  wrould  correspond  to  an  inci- 
dence of  0.10  per  cent  detected  at  birth.  It 
is  noteworthy,  however,  that  these  statistics 
are  based  solely  upon  the  abduction  test;  there 
is  no  mention  of  the  x-ray  test  at  the  time  of 
birth. 

I am  now  convinced  that  this  procedure  should 
be  observed  not  only  in  Italy  but  in  every  civilized 
country.  Every  newborn  infant  should  have  the 
benefit  of  an  x-ray  examination  of  the  hips  as  part 
of  a routine  check  up.  The  establishment  of 
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such  a project  would,  of  course,  require  the  coop- 
eration of  physicians  and  the  public  health 
authorities. 

The  objection  might  be  raised  that  dysplasia 
may  heal  spontaneously,  and  that  the  treatment 
might  therefore  prove  superfluous  in  many 
cases,  leading  to  the  conclusion  that  treatment 
could  be  delayed  until  a tendency  to  dislocation 
is  more  obvious.  We  cannot  subscribe  to  this 
opinion.  Undoubtedly  there  may  be  spontane- 
ous healing  of  congenital  dysplasia,  as  men- 
tioned before  and  it  is  a pity  that  we  cannot 
predict  which  cases  will  and  which  will  not  heal 
spontaneously.  Obviously,  we  cannot  afford  to 
“wTait  and  see.”  Each  month’s  delay  is  impor- 
tant. If  we  wait  until  the  classic  signs  of  dis- 
location are  present,  the  best  opportunity  for 
treatment  may  well  have  been  lost.  Is  it  not 
much  wiser  to  apply  the  simple  treatment  in 
every  suspicious  case  than  to  run  the  risk  of 
disaster? 

The  purpose  of  this  paper  is  to  draw  the  atten- 
tion of  physicians  who  assume  the  responsibility 
for  the  care  of  infants,  to  the  early  findings  of 
congenital  dysplasia.  These  we  consider  to  be 
abnormal  flabbiness  of  the  joint  as  well  as  ab- 
normal outward  rotation  of  the  limb.  We 
would  strongly  urge  that  all  suspicious  cases 
have  immediate  x-ray  examination  as  well.  If 
the  roentgenogram  reveals  an  increased  acetab- 
ular index,  the  diagnosis  of  dysplasia  is  estab- 
lished, and  proper  treatment  should  be  instituted 
at  once. 

Preventive  treatment  is  the  slogan  of  our  times. 
Much  has  already  been  accomplished  in  this 
respect  in  every  branch  of  medicine.  How 
wonderful  it  would  be  if  a condition  as  crippling 
as  congenital  dislocation  of  the  hip  would  be 


eventually  completely  eliminated  through  suit- 
able prophylactic  measures ! 

Summary 

So-called  congenital  dislocation  of  the  hip 
develops  from  congenital  dysplasia,  i.e.  an  under- 
development of  the  hip,  chiefly  in  the  osseous 
roof  of  the  acetabulum.  It  is  our  experience 
that  ideal  results  can  be  obtained  if  the  condition 
is  treated  within  the  first  six  months  of  life. 
The  author’s  abduction  bar  is  a simple,  practical, 
and  effective  device  for  such  treatment.  Of  the 
very  greatest  importance  is  diagnosis  at  a very 
early  age,  the  most  significant  factor  being  the 
demonstration  of  an  increased  acetabular  index 
on  the  roentgenogram.  This  can  be  recognized 
at  the  time  of  birth  before  other  symptoms  are 
established.  It  is  suggested  that  all  newborn 
infants  should  have  x-ray  examination  of  both 
hips  as  part  of  a routine  medical  check-up. 
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How  long  has  man  thought  about  being  able 
to  fly?  At  least  three  thousand  years  ago 
the  Ancients  are  known  to  have  observed  the  easy 
flight  of  birds  and  pictured  themselves  flying  from 
place  to  place  with  motive  power  derived  from 
their  arms  and  legs.  Angels  and  cherubs  have  al- 
ways been  depicted  as  having  this  talent.  The 
Bible  is  full  of  references  to  this  special  power  of 
man,  particularly  as  an  aid  for  his  ascent  to 
Heaven . However,  even  in  the  imaginary  world  of 
flight  dreamed  of  in  those  days,  things  did  not  al- 
ways go  smoothly  and  with  serenity.  Somewhere 
along  the  line  the  earthy  realization  that  mortals 
are  mortal  and  will  make  mistakes  was  allowed  to 
creep  in.  From  the  ethereal  world  of  mythology 
comes  the  story  of  Daedalus  and  Icarus.  Pos- 
sessed of  this  marvelous  ability  to  fly,  with  every- 
thing to  live  for  and  fly  for,  Icarus  couldn’t  leave 
well  enough  alone  and  experimented  in  high  al- 
titude work.  The  net  result  we  all  know  well. 
The  sun’s  rays  melted  the  wax  fastening  his  wings 
to  his  body,  and  Icarus  fell  winglessly  into  the  sea. 
Had  he  obeyed  all  of  the  then  current  rules  of  nav- 
igation and  airways,  he  would  not  have  met  with 
disaster.  His  more  conservative  father  flew  at  a 
lower  altitude  and  landed  safely  in  Sicily.  Even 
in  those  early  days  there  was  always  that  one,  in- 
evitable individual  capable  of  ruining  the  whole 
routine. 

In  the  latter  part  of  the  thirteenth  century  the 
English  philosopher,  Roger  Bacon,  in  his  Opus 
Majestus  looked  down  the  years  and  saw  flight  as 
an  accomplished  fact.  “It  is  entirely  possible,” 
he  wrote,  “that  a device  for  flying  shall  be  made 
such  that  a man  sitting  in  the  middle  of  it  and 
turning  a crank  shall  cause  artificial  wings  to  beat 
the  air  after  the  manner  of  a bird’s  flight.” 
Leonardo  da  Vinci,  famous  as  an  engineer,  an 
anatomist,  a sculptor,  and  a painter,  was  also 
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famous  for  his  study  of  the  flight  of  birds,  his 
models  of  helicopter-like  aircraft  and  his  draw- 
ings of  conventional  type  aircraft  not  too  dis- 
similar in  appearance  from  those  in  use  today. 
This  idea  captured  the  imagination  of  many  in 
that  era,  and  numerous  attempts  were  made  to 
make  da  Vinci’s  dream  a reality.  However,  once 
again,  that  inevitable  individual  capable  of  ruin- 
ing good  clean  fun  made  his  appearance.  In  1663 
Borelli,  a great  Italian  physiologist  and  perhaps  a 
spoilsport  at  heart,  computed  the  force  necessary 
to  lift  the  body  of  a man  off  the  ground  and  con- 
cluded it  was  impossible  for  man  to  fly  using  him- 
self to  provide  the  power.  This  simple  statement 
of  fact  completely  discouraged  previously  brave 
men  for  quite  some  time.  Perhaps  the  hundred 
and  fifty  years  that  followed  that  startling  an- 
nouncement were  among  the  most  peaceful  years 
in  aviation  history- — no  flapping  of  wings,  no  sore 
arms  and  legs  from  trying  to  fly,  and  no  melted 
wax  falling  from  the  sky  above. 

The  earliest  conquest  of  the  air  was  logically 
concerned  with  getting  off  the  ground.  Man’s 
inquisitiveness  and  lust  for  conquest  and  explora- 
tion of  the  unknown  stimulated  the  imagination 
of  many.  From  Greek  mythology  we  pass  to  the 
science-fiction  writers  of  the  day  to  find  people 
hurtling  through  space  with  absolutely  no  regard 
for  aviation  physiology.  But  who  can  say  that 
much  pure  scientific  research  was  not  stimulated 
by  the  imaginative  minds  of  the  fiction  writers. 
In  the  light  of  present-day  knowledge  we  can  see 
that  many  of  the  early  attempts  at  flying  were 
impossible.  But  can  we  ever  categorically  say 
that  something  is  impossible?  A scientific  ad- 
vance has  made  many  a heretofore  impossible 
thing  an  everyday  occurrence.  Many  of  these 
scientific  advances  and  discoveries  were  made  by 
people  who  did  not  know  they  were  impossible. 
Today,  armed  with  our  vast  knowledge  of  aero- 
dynamics and  aero  design,  aeronautical  engineers 
can  positively  prove  that  the  bumblebee  is  quite 
incapable  of  flight.  The  bumblebee,  like  many  of 
the  early  scientists,  not  being  aware  of  his  in- 
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capabilities,  just  flies. 

Near  the  end  of  the  eighteenth  century 
the  great  French  chemist,  Charles,  evolved 
several  theories  concerning  the  expansion  of 
gases,  which  could  best  be  proved  through  the 
construction  of  balloons.  These  were  soon  being 
constructed  large  enough  to  carry  man  away 
from  his  natural  domain.  The  first  balloon  flight 
was  made  in  1783  by  two  Frenchmen.  In  1784 
an  American  physician,  Dr.  John  Jeffries,  made 
a balloon  flight  in  France  with  a thermometer, 
barometer,  hydrometer,  and  vials  of  water,  and 
noted  that  there  were  temperature  and  baro- 
metric changes.  A height  of  almost  10,000  feet 
was  reached.  During  the  flight  he  emptied  the 
vials  of  water  and  collected  samples  of  air.  He 
also  dropped  a written  note  to  a friend . The  note 
is  now  in  the  Physics  Museum  at  Amherst  College 
and  is  the  first  piece  of  mail  to  be  carried  by  air. 
His  second  flight  was  across  the  English  Channel 
with  a companion.  In  1786  he  wrote  a book  on 
his  experience.  His  record  in  aviation  is  remark- 
able. He  was  the  first  American  to  fly  and  the 
first  to  publish  a book  on  aviation.  He  was  the 
first  to  study  the  composition  of  the  upper  air  in 
flight,  the  first  to  carry  air  mail,  and  the  first  to 
make  an  aerial  transoceanic  crossing.  As  further 
evidence  of  the  interest  of  physicians  in  aviation, 
Dr.  Jenner,  later  famous  as  the  discoverer  of 
smallpox  vaccination,  was  one  of  the  first  English- 
men to  fly  in  1783. 

These  first  explorers  of  the  upper  air  had  no 
conception  of  the  atmosphere  above  the  earth  and 
did  not  recognize  the  problems  of  oxygen  lack, 
low  temperatures,  and  reduced  atmospheric  pres- 
sures. In  1786,  three  years  after  the  first  balloon 
flight,  a technical  handbook  stated:  “The  spirits 
are  raised  by  the  purity  of  the  air  and  rest  in 
cheerful  composure.  In  an  ascent  all  worries  and 
disturbances  disappear  as  if  by  magic,  due  to  the 
change  from  hot,  putrid,  and  impure  to  cool,  pure 
air,  impregnated  with  the  invigorating  aerial 
acid.” 

It  was  not  until  1875  that  Paul  Bert,  the 
famous  French  physiologist,  built  a low-pressure 
chamber  and  performed  experiments  which 
marked  the  true  beginning  of  aviation  medicine. 
That  same  year  three  of  his  associates  ascended 
by  balloon  to  28,000  feet,  but  only  one  lived  to  re- 
count his  experience.  Tissandier,  the  survivor, 
wrote : “I  now  come  to  the  fateful  moments  when 
we  weie  overcome  by  the  terrific  action  of  reduced 


pressure.  At  22,900  feet  torpor  had  seized  me. 
I write  nevertheless . . . though  I have  no  clear 
recollection  of  writing.  We  are  rising,  Croce  is 
panting.  Sivel  shuts  his  eyes  ...  as  does  Croce. 
At  24,000  feet  the  condition  of  torpor  that  over- 
comes one  is  extraordinary.  Body  and  mind  be- 
come feebler. . . . There  is  no  suffering.  On  the 
contrary,  one  feels  an  inward  joy.  There  is  no 
thought  of  the  dangerous  position;  one  rises  and 
is  glad  to  be  rising.  I soon  felt  myself  so  weak 
that  I could  not  even  turn  my  head.  I wished  to 
call  out  that  we  were  now  at  26,000  feet,  but  my 
tongue  was  paralyzed.  All  at  once,  I fell  down 
powerless,  and  lost  all  further  memory.”  The 
balloon  rose  to  28,000  feet  and  then  fell  of  its  own 
accord.  Tissandier’s  writing  represents  the 
classic  symptoms  of  anoxia. 

To  understand  some  of  the  problems  of  flight, 
an  understanding  of  the  composition  of  air  is 
necessary.  About  the  end  of  the  eighteenth  cen- 
tury it  was  shown  that  air  was  composed  of  many 
elements,  and  eventually  the  composition  was 
demonstrated  to  be  about  21  per  cent  oxygen,  79 
per  cent  nitrogen,  the  latter  including  1 per  cent  of 
rare  gases,  and  0.03  per  cent  carbon  dioxide. 
This  relative  percentage  composition  is  the  same 
at  all  altitudes.  Air  samples  taken  on  gondola 
flights  into  the  stratosphere  reveal  that  the  same 
relative  percentage  of  oxygen  is  present  regardless 
of  altitude.  In  spite  of  20  per  cent  oxygen,  re- 
duced barometric  pressure  at  altitude  produces  an 
oxygen  deprivation. 

At  sea  level  the  barometric  pressure  is  760  mm. 
of  mercury,  or  14.7  pounds  per  square  inch  (psi). 
At  10,000  feet  the  barometric  pressure  is  10.11 
psi,  or  1/ 3 sea  level.  At  18,000  feet  the  baro- 
metric pressure  is  but  380  mm.,  1/i  that  at  sea 
level,  while  at  34,000  feet  it  is  190  mm.  or  x/4  the 
sea  level  pressure.  According  to  the  law  of  par- 
tial pressures,  the  total  pressure  of  gas  mixture  is 
the  sum  of  the  partial  pressures  of  individual 
gases.  At  sea  level,  oxygen  exerts  20.93  X 760 
or  159  mm.  of  mercury  pressure,  while  at  18,000 
feet  it  would  exert  20.93  X 380  or  about  79.5  mm. 
of  mercury.  While  the  percentage  of  oxygen  re- 
mains the  same,  there  is  not  enough  push  or  pres- 
sure to  drive  the  oxygen  from  alveolar  air  into  the 
lung  capillaries.  A lowering  of  the  amount  of 
oxygen  in  the  blood  decreases  the  availability  of 
oxygen  for  the  tissues. 

Another  law  of  gases  (Boyle’s),  is  that  there  is 
an  inverse  relationship  between  pressure  and 
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volume.  If  the  pressure  decreases  to  half,  as  at 

18.000  feet,  the  volume  of  a gas  will  double;  at 

34.000  feet  gases  will  expand  to  four  times  sea 
level  volume.  The  effects  of  the  reduction  of 
barometric  pressure,  independent  of  hypoxia,  are 
called  dysbarism,  or  decompression  sickness.  The 
symptoms  of  dysbarism  are  due  to  expansion  of 
trapped  gases  in  the  bowel,  sinuses,  or  middle  ear. 

Military  aviation  presents  somewhat  different 
problems  than  does  civil  aviation.  By  necessity, 
military  aviation  must  strive  for  the  mostest  with 
the  quickest.  While  they  must  consider  the 
human  element,  it  is  more  a consideration  of 
human  tolerance.  How  fast  can  we  ascend  or  de- 
scend without  producing  a blackout?  How  can 
the  pilot  be  kept  in  a relative  physiologic  state  in 
spite  of  stress?  From  considerations  such  as 
these  evolved  pressure  breathing  equipment, 
high-altitude  suits,  prone  positions  for  crews,  etc. 
This  is  only  mentioned  to  point  out  the  vast 
difference  between  commercial  and  military  avia- 
tion. Military  aviation,  exploring  and  pene- 
trating the  aviation  frontiers,  periodically  re- 
ceives lay  press  publicity,  and  pictures  of  military 
pilots  slumped  over  controls  and  rabbits’  veins 
full  of  nitrogen  adversely  effect  many  of  the  un- 
initiated. 

The  single  most  important  contribution  to 
passenger  comfort  was  cabin  pressurization. 
From  inquiries  received  by  my  office  it  is  ap- 
parent that  pressurization  is  misunderstood  by 
lay  people  and,  in  some  instances,  by  the  medical 
profession. 

The  altitude  to  which  passengers  are  exposed  is 
dependent  on  two  factors:  actual  altitude  of 
flight  and  pressurization  of  the  aircraft.  The 
DC-6  type  aircraft  is  pressurized  to  4.16  pounds 
per  square  inch  (psi)  and  the  DC-7  aircraft  to 
5.16  psi.  At  sea  level  the  barometric  pressure  is 
14.70  psi.  As  the  plane  ascends,  air  taken  in 
through  the  plane  ventilating  system  is  com- 
pressed and  forced  into  the  cabin  under  added 
pressure.  Having  the  cabins  capable  of  being 
pressurized  to  the  figure  previously  mentioned, 
the  cabin  altitude  can  be  maintained  at  sea  level 
to  approximately  10,000  feet  in  the  DC-6  and 

14.000  feet  in  the  DC-7.  At  18,000  feet  for  ex- 
ample, the  atmospheric  pressure  is  7.34.  In  a 
DC-7  with  the  cabin  pressurization  system  ca- 
pable of  5.16,  the  cabin  pressure  would  be  12.40 
psi  or  a cabin  altitude  of  4,000  feet. 

In  Table  I the  passenger  altitude  exposure  can 


TABLE  I. — Determination  op  Passenger  Altitude 
Exposure 


Altitude 

(Feet) 

Atmospheric 
Pressure 
(Pounds  Per 
Square  Inch) 

Per  Cent 
Oxygen 
Inspired 

24,000 

5.69 

8.11 

22,000 

6.20 

8.84 

20,000 

6.75 

9.63 

18,000 

7.34 

10.47 

16,000 

7.96 

11.35 

14,000 

8.63 

12.31 

12,000 

9.35 

13.34 

10,000 

10.11 

14.42 

8,000 

10.91 

15.56 

6,000 

11.78 

16.80 

4,000 

12.69 

18.10 

2,000 

13.67 

19.50 

Sea  Level 

14.70 

20.96 

DC-6 

Pressurized  4. 16  psi 

DC-7 

Pressurized  5 . 46  psi 

Viscount  5.41  psi 

Constellation  5.36  psi 

readily  be  determined  by  adding  the  pressure 
differential  of  the  specific  aircraft  to  the  ambient 
altitude.  At  14,000  feet  the  barometric  pressure 
is  8.63  psi.  In  a DC-7  with  a pressure  differential 
of  5.16  psi,  the  cabin  is  practically  at  sea  level. 
On  a flight  from  Chicago  to  Denver,  the  pilot  can 
fly  at  approximately  20,000  feet,  and  the  passen- 
ger altitude  exposure  would  be  the  physiologic 
equivalent  of  sitting  in  an  armchair  in  Denver. 

In  addition  to  pressurization,  scheduled  air- 
lines provide  supplementary  oxygen  for  any 
passenger  developing  hypoxia  regardless  of  alti- 
tude. The  oxygen  provided  is  not  therapeutic 
oxygen  but  rather  supplementary  oxygen  at  a 
flow  of  1.5  liters  per  minute.  This  amount  of 
oxygen  has  been  calculated  to  produce  sea  level 
oxygen  equivalents  for  any  passenger  up  to  a 
cabin  altitude  of  10,000  feet.  A 10,000-foot 
cabin  altitude  in  pressurized  aircraft  would  be  ex- 
ceeded only  when  the  aircraft  would  be  flying  in 
excess  of  24,000  feet.  Bearing  pressurization  and 
supplementary  oxygen  in  mind  will  clarify  the 
approach  used  later  in  selecting  patients  as  pas- 
sengers. 

In  the  general  consideration  of  patients  as  com- 
mercial air  passengers,  it  must  first  be  established 
that  the  patient  is  able  to  travel  or  be  moved  by 
any  means.  This  may  appear  elementary  and 
have  no  place  in  a presentation  to  physicians. 
But  many  of  us  as  practicing  physicians  have  ex- 
perienced the  speed  and  comfort  of  air  travel,  and, 
having  had  this  experience,  prefer  a relatively 
short  flight  in  pressurized  cabins  for  our  patients 
rather  than  a much  longer  trip  by  surface  trans- 
portation. Before  we  make  the  recommendation 
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to  move  a patient  we  must  establish  that  from  a 
purely  medical  and  surgical  consideration  the  pa- 
tient can  be  moved.  I dwell  on  this  point  be- 
cause of  references  in  the  literature  on  this  subject 
which  fail  to  establish  this  basic  decision.  One 
sees  statements  to  the  effect  that  peptic  ulcer  pa- 
tients should  not  fly  if  perforation  or  hemorrhage 
is  imminent.  If  I have  a patient  with  a peptic 
ulcer  in  which  hemorrhage  or  rupture  is  imminent, 

I would  prefer  to  leave  him  in  a hospital  under 
active  treatment  with  every  available  emergency 
medical  measure  and  surgical  facility  standing  by. 

In  other  articles  references  are  made  to  psy- 
chotics  requiring  restraints,  hypertensives  about 
to  have  a cerebral  vascular  accident,  pregnant 
women  about  to  go  into  labor,  and  any  other  num- 
ber of  conditions  which  are  not  only  contraindi- 
cations for  flight  but  are  rather  indications  for 
hospitalization.  When  these  medical  articles  find 
their  way,  as  so  many  do  today,  into  the  lay  press, 
we  usually  see  a list  of  illnesses  which  preclude 
flying.  The  lay  reader  gets  the  impression  that 
other  forms  of  transportation  would  be  satisfac- 
tory and  air  travel  is  only  for  the  robust. 

Airline  medical  directors  receive  almost  daily 
inquiries  from  physicians  regarding  the  trans- 
portability of  patients.  If  the  airline  does  not 
believe  it  advisable  to  transport  the  passenger  and 
suggests  surface  transportation,  the  family  physi- 
cian frequently  indicates  he  would  rather  keep  his 
patient  hospitalized  until  the  patient  is  able  to  fly 
rather  then  inconvenience  him  by  surface  trans- 
portation. As  an  outgrowth  of  pressurized  cab- 
ins, supplementary  cabin  oxygen,  and  the  re- 
duction in  travel  time,  the  airlines  have  been  open 
to  many  individuals  who  formerly  were  advised 
by  their  physicians  not  to  fly. 

General  Rules 

The  Air  Transport  Association  Medical  Com- 
mittee members  have  developed  the  following 
general  principles  covering  various  medical  and 
surgical  entities : 

A.  Disease  of  the  Circulatory  System. — 

1.  Valvular  Heart  Disease. — If  the  patient  is 
symptom-free  and  fully  compensated,  there  is  no 
contraindication  to  flight.  Pressurization  above 
9,000  feet  is  recommended.  If  decompensated 
and  dyspnea  is  present  on  slight  exertion,  passen- 
ger should  be  rejected  for  air  travel  unless  covered 
by  100  per  cent  oxygen  all  the  way. 

2.  Angina  Pectoris.' — If  it  is  quiescent,  there 


is  no  contraindication  to  flight.  If  anginal  pain  j 1 o 
is  brought  on  by  slight  exertion,  patient  should  be 
rejected  for  air  travel.  p 

3.  Coronary  Thrombosis.- — It  is  recommended  t 

that  the  patient  should  not  fly  within  six  weeks  t 
after  the  initial  attack.  If  the  patients  are  am- 
bulatory, they  may  fly.  Oxygen  should  be  avail- 
able at  all  times. 

4.  Hypertension.- — Ordinarily  these  patients 
do  well  in  air  travel.  However,  if  prodromal 
symptoms  of  stroke  are  present,  they  should  not 
be  flown.  Diastolic  pressures  above  110  should 
be  carefully  evaluated  before  being  permitted  to 
fly.  Mild  preflight  sedation  is  recommended  for 
most  patients  with  hypertension. 

B.  Diseases  of  the  Respiratory  System.- — 

1.  Asthma.- — Patients  in  status  asthmaticus 
should  not  be  flown.  Those  with  mild  cases  be- 
tween attacks  can  travel  without  difficulty. 

2.  Tuberculosis. —Patients  with  active  tuber- 
culosis, a communicable  disease,  should  not  be 
flown.  Those  under  treatment  with  pneumotho- 
rax should  absolutely  not  be  flown  since  changes 
in  pressure  could  cause  a shift  in  the  mediastinum 
and  sudden  death.  Persons  with  healed  lesions 
of  tuberculosis  may  be  flown  without  any  diffi- 
culty. 

3.  Cancer  of  the  Lung,  Pulmonary  Abscess, 
and  Bronchiectasis.- — Pulmonary  reserve  should 
be  carefully  evaluated.  Any  tendency  toward 
dyspnea  on  slight  exertion  should  be  a contra- 
indication to  flying.  Otherwise  most  patients  in 
this  category  may  be  flown,  but  oxygen  should  be 
available  at  all  times. 

4.  Pneumonia. — The  extent  of  involvement 
of  the  lung  must  be  known.  If  pulmonary  re- 
serve is  seriously  endangered,  these  passengers 
should  not  be  flown.  If  they  are  comfortable  at 
rest,  they  may  be  flown,  but  should  be  covered  by 
oxygen  at  all  times. 

5.  Foreign  Bodies  in  the  Lung,— These  pa- 
tients may  be  flown  at  any  time  but  should  be 
covered  by  oxygen  at  all  times.  The  onset  of 
acute  pulmonary  edema  at  any  time  should  cause 
the  patient  to  be  deplaned  immediately  for  emer- 
gency treatment. 

C.  Blood  Diseases  and  Metabolic  Dis- 
orders. — 1 . Anemias. — If  the  hemoglobin  is  not 
below  60  per  cent,  these  passengers  may  be  flown 
without  question.  Oxygen  should  be  available  to 
prevent  a development  of  hidden  anoxia. 

2.  Leukemia/ — May  be  flown.  It  is  advisable 
to  give  a transfusion  before  the  flight  and  to  have 
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oxygen  available  during  flight. 

3.  Diabetes  Mellitus. — Patients  may  be  flown 
providing  they  need  no  insulin  during  the  actual 
time  in  the  air.  Many  airlines  do  not  have  regis- 
tered nurses  to  give  such  injections.  Further- 
more, many  airlines  prohibit  even  nurses  from 
giving  hypodermic  injections  during  flight.  Dia- 
betics who  can  administer  their  own  insulin  may 
fly  without  question. 

D.  Poliomyelitis  and  Musculoskeletal 
Disorders. — These  passengers  may  fly  at  any 
time  when  out  of  isolation,  provided  they  are  not 
bulbar  polio  cases,  and  provided  that,  if  they  are 
paralyzed  and  cannot  readily  use  bathroom  facil- 
ities, they  are  accompanied  by  an  attendant  to  aid 
them. 

E.  Contagious  Diseases. — The  usual  con- 
tagious diseases,  such  as  diphtheria,  measles, 
mumps,  whooping  cough,  scarlet  fever,  and  tuber- 
culosis are  regulated  in  aircraft  travel  the  same  as 
in  any  other  travel  involving  the  crossing  of  state 
lines.  They  come  under  the  jurisdiction  of  the 
Foreign  Quarantine  Service  of  the  United  States 
Public  Health  Service  and  are  not  acceptable  for 
air  travel  at  any  time.  If  a case  develops  en 
route,  the  health  officer  of  the  municipality  in 
which  the  airplane  lands  should  be  notified. 

F.  Surgical  Cases. — 1.  Acute  Injuiies, 

Cellulitis,  and  Fractures. — These  patients  are  ex- 
cellent air  passengers.  They  should  be  given 
adequate  antibiotic  therapy  before  flight  or 
arrangements  should  be  made  to  administer  anti- 
biotics at  stopovers  during  flight.  Patients  with 
gangrene  may  be  flown  if  the  condition  is  dry  and 
nonodorous.  If  it  is  wet,  they  cannot  be  accepted, 
owing  to  the  odor  problem  in  the  closed  cabin. 
One  specific  contraindication  to  flight  is  maxillo- 
facial fracture  fixed  by  interdental  wiring.  The 
remote  possibility  of  motion  sickness  must  be  con- 
sidered as  hazardous  for  anjr  patient  unable  to 
open  his  mouth. 

2.  Convalescent  Surgical  Cases.— These  may 
be  accepted  for  air  travel  provided  that  at  least 
ten  days  have  elapsed  since  initial  surgery  and  the 
abdominal  wall  wound  is  not  open  or  draining. 

3.  Gallbladder  Diseases. — Usually  excellent 
air  passengers.  They  should  refrain  from  gas- 
forming foods  before  flight. 

4.  Peptic  Ulcer,  Uncomplicated.— Excellent 
passengers  for  flight.  However,  in  cases  of 
threatened  perforation  flight  should  not  be  under- 
taken owing  to  pressurization  within  the  intestine 
at  increased  altitude. 


5.  Colostomy  Cases.— Patients  may  be  ac- 
cepted for  flight  providing  they  are  nonodorous 
and  colostomy  bags  are  emptied  before  flight. 
There  is  a tendency,  due  to  increased  abdominal 
pressure,  for  the  colostomy  bag  to  fill  during 
flight.  Disposable  colostomy  bags  may  be  used. 

6.  Hernia  Cases.- — Persons  with  large,  unsup- 
ported hernias  should  not  be  accepted,  since  in- 
creased intra-abdominal  pressure  and  pressure 
from  the  seat  belt  may  produce  strangulations,  es- 
pecially in  the  sitting  position. 

G.  Mental  and  Nervous  Conditions.— 
1.  Mental  Deficiency  and  Feeblemindedness. — 
Passengers  with  mild  symptoms  may  be  carried 
without  question.  Obviously  insane  patients 
with  severe  psychoses  or  agitation  are  dangerous 
to  themselves,  to  fellow  passengers,  and  to  the 
safe  conduct  of  the  aircraft.  These  passengers 
should  absolutely  be  prohibited  from  flying,  even 
though  a guard  or  medical  attendant  is  provided. 

Nervous  Passengers. — Nervous  passengers  or 
those  who  are  extremely  “high  strung”  may  be 
carried  if  given  a sedative  before  flight.  The 
stewardess  should  be  notified  to  continue  sedation 
in  flight. 

3.  Diseases  of  the  Central  Nervous  System. — 
Brain  tumors,  epilepsy,  and  palsy  are  usually  not 
contraindicative  to  flight.  However,  if  bowel  or 
bladder  control  is  lacking,  rejection  is  mandatory. 

H.  Pregnancy.- — Pregnant  female  passengers 
may  be  flown  without  question  within  the  first 
eight  months  of  pregnancy  provided  there  is  no 
history  of  premature  birth  or  habitual  abortion, 
in  multiparous  passengers.  Pregnant  females 
may  be  flown  during  the  ninth  month  of  preg- 
nancy providing  they  can  furnish  a statement 
from  their  attending  obstetricians  that  they  are 
not  due  to  deliver  within  seventy-two  hours  of 
destination  time. 

I.  Early  Infancy. — Infants  below  seven 
days  of  age  should  not  be  transported  by  air  for 
any  great  distance.  The  respiratory  mechanism 
is  not  yet  sufficiently  established  to  permit  the 
infant  to  be  exposed  to  a respiratory  stress  situa- 
tion. 

J.  Congenital  Abnormalities. — Congenital 
heart  conditions  and  lung  atresias  are  not  ordi- 
narily contraindications  to  flight.  If  the  individ- 
ual is  ambulatory  and  is  permitted  to  climb  one 
flight  of  stairs,  ordinary  flying  is  not  contraindi- 
cated. Individuals  who  are  limited  in  activity 
may  fly  if  therapeutic  levels  of  oxygen  are  provided 
before  flight  is  undertaken.  Oxygen  systems  ex- 
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isting  in  today's  airliners  merely  supply  enough 
oxygen  to  make  up  the  difference  between  sea 
level  and  the  altitude  at  which  the  plane  is  flown 
above  8,000  feet  for  10  per  cent  of  the  passengers 
aboard.  Oxygen  is  provided  to  the  same  degree 
for  100  per  cent  of  the  passengers  if  the  plane  flies 
above  14,000  feet  for  longer  than  thirty  minutes. 
Special  arrangements  for  the  use  of  therapeutic 
supplies  of  oxygen  may  be  made  beforehand  with 
the  air  carrier  involved. 

The  U.  S.  Air  Force  has  now  evacuated  over 
2,000,000  patients  by  air.  Downey  and  Strick- 
land analyzed  almost  1,800  flights  of  patients 
with  cardiac  and  pulmonary  disease,  including 
those  with  quieted  myocardial  infarction  and 
pneumothorax.  Flights  in  this  report  were 
mainly  in  nonpressurized  aircraft  at  altitudes  un- 
der 10,000  feet.  There  were  no  deaths  nor,  they 
concluded,  contraindications  to  flight  transporta- 
tion in  cardiac  or  pulmonary  cases.  In  another 
study  of  more  than  16,000  patients  Strickland  and 
Rafferty  concluded  that  almost  any  patient  who 


could  be  transported  could  go  by  air. 

Conn  in  his  book,  Current  Therapy,  summarizes 
the  evaluation  of  air  travel  for  the  unwell  by  ad- 
vising that  the  physicians  adopt  the  positive  ap- 
proach in  evaluating  the  contraindications  to  air 
travel.  The  distance  traveled,  the  elapsed  time, 
and  whether  or  not  he  would  permit  that  individ- 
ual to  travel  by  any  other  public  conveyance 
should  be  carefully  weighed  before  rendering  an 
opinion.  The  modern  airliner  is  a convenient 
form  of  travel  with  many  facilities  available  which 
are  not  found  on  other  common  carriers.  On 
certified  airliners  cabin  attendants  are  well 
trained  in  first-aid  procedures.  Pilots  are  in 
constant  touch  with  ground  stations  by  radio- 
telephone. Oxygen  is  usually  readily  available. 
Nearly  all  air  travel  is  within  thirty  to  forty-five 
minutes  of  emergency  landings  at  well-established 
medical  centers. 


A bibliography  for  this  article  will  be  furnished  by  the 
author  upon  request. 
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Central  Nervous  System  Complications  of 
Asian  Influenza 

JACOB  H.  FRIEDMAN,  M.D.,  AND  REMO  CAN CELLIERI,  M.D.,  BRONX,  NEW  YORK 
( From  the  Neuropsychiatric  Service,  Fordham  Hospital ) 


There  has  been  no  report  in  the  medical  litera- 
ture, to  our  knowledge,  of  any  central  ner- 
vous system  complications  of  Asian  influenza. 
Schreiber1  describes  an  epidemic,  numbering  288 
cases,  of  Asian  influenza  on  a military  sea  trans- 
port. Only  16  patients,  two  of  whom  were  pros- 
trate and  delirious  due  to  temperatures  over 
105  F.  at  the  height  of  the  illness,  had  any  com- 
plications. In  general  he  regarded  the  Asian 
influenza  as  mild  and  recovery  prompt.  How- 
ever, Dr.  Carl  Dauer,  Executive  Secretary  of  the 
World  Health  Organization  Influenza  Informa- 
tion Center  for  the  United  States,  is  quoted  in 
Today’s  Health  as  stating  that  “the  course  of  flu 
and  its  threats  are  still  unpredictable.”2  The 
New  York  Daily  News  of  December  9,  1957, 
quotes  a report  from  Tokyo  of  Dr.  Junichi  Sawa, 
Director  of  an  Osaka  hospital,  who  warned  of  a 
“frightful  possibility”  that  a second  epidemic  of 
Asian  flu  now  afflicting  Japan  “makes  some  pa- 
tients raving  mad.  It  appears  to  me  that  the 
present  Asian  flu  type-A  1957  influenza  virus  may 
contain  elements  that  attack  the  brain,  bringing 
on  madness.”  The  New  York  Times  of  Decem- 
ber 12,  1957,  states  that  the  Governor’s  wife, 
Mrs.  Averell  Harriman,  was  suffering  from  a 
virus  infection,  an  after-effect  of  influenza,  in 
which  a muscle  of  her  right  eye  was  involved. 

Central  nervous  system  manifestations  have 
been  described  in  virus  infections,  including  the 
influenza  virus  of  previous  epidemics,  and  clini- 
cally classified  as  encephalitis  or  encephalomye- 
litis.3-5 The  fever  is  usually  on  the  downgrade 
or  the  temperature  is  normal,  when  headaches, 
vomiting,  often  convulsions,  and  at  times  mental 
confusion  occur.  In  the  influenza  pandemic  of 
1918  to  1919  a large  number  of  nervous  and  mental 
syndromes  were  described.6 

At  the  height  of  the  epidemic  in  October  and 
November,  1957,  four  cases  of  central  nervous 
system  complications  of  Asian  influenza  came  to 
our  attention.  None  of  these  patients  had  re- 
ceived injections  of  the  Asian  influenza  vaccine. 


Three  of  these  patients  were  admitted  to  the 
Neuropsychiatric  service  of  Fordham  Hospital. 

Case  Reports 

Case  1. — On  October  16,  1957,  I.  A.,  a fifty-six- 
year-old  Negro,  was  admitted  in  a confused  state  and 
unable  to  walk.  The  temperature  was  100.2  F. 
Heart  and  lung  findings  were  normal.  The  blood 
pressure  was  116/80.  The  pulse  rate  was  90  per 
minute,  regular,  of  good  volume  and  tension,  and 
equal.  The  pupils  were  miotic  and  reacted  poorly 
to  light.  Consensual  reflex  was  normal.  Ocular 
motility  was  good.  There  was  no  nystagmus.  The 
fundi  revealed  normal  disks  with  retinal  arterio- 
sclerotic changes.  The  left  patellar  reflex  and  left 
ankle  reflex  were  greater  than  the  corresponding 
ones  on  the  right.  There  were  no  pathologic  re- 
flexes. He  moved  his  extremities  freely,  but  he 
was  unable  to  walk.  Meningeal  signs  were  absent. 
He  was  lethargic,  and  therefore  subjective  neuro- 
logic examination  could  not  be  performed.  No  his- 
tory could  be  obtained,  except  his  statement  that 
he  became  ill  while  working.  He  believed  he  was 
in  a mission  of  Father  Divine,  and  he  had  no  concep- 
tion of  time.  His  temperature  rose  to  102  F.  and 
remained  at  this  level  for  three  days.  Urinalysis  re- 
vealed a trace  of  albumen;  otherwise  the  findings 
were  normal.  Blood  chemistry  revealed  a urea 
nitrogen  of  14  mg.  per  cent  and  glucose  90  mg.  per 
cent.  The  blood  Wassermann  test  was  negative. 
Blood  culture  revealed  no  growth.  Hemoglobin 
was  13.4  Gm.  The  white  cell  count  was  5,100  per 
cu.  mm.  with  a differential  count  of  polymorpho- 
nuclear leukocytes  70  per  cent,  lymphocjffes  19  per 
cent,  monocytes  7 per  cent,  basophils  1 per  cent, 
and  eosinophils  3 per  cent.  On  October  18  an 
electroencephalogram  revealed  isolated  spikes  of 
moderate  voltage  from  all  leads,  except  the  right 
frontal  one,  on  hyperventilation.  The  record  was 
indicative  of  a borderline  electroencephalogram. 
On  October  28  a lumbar  puncture  revealed  a clear 
fluid  under  160  mm.  water  pressure.  No  cells  were 
noted.  Sugar  was  76  mg.  per  cent,  chlorides  710 
mg.  per  cent,  total  proteins  34  mg.  per  cent,  colloidal 
gold  2221100000,  and  Wasserman  negative.  An 
electrocardiogram  of  October  31  and  November  17 
showed  evidence  of  an  old  coronary  infarct.  Medi- 
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cation  consisted  of  600,000  units  of  procaine  peni- 
cillin intramuscularly  twice  daily  for  three  days, 
10  grains  of  aspirin  four  times  daily  until  the  tem- 
perature subsided,  and  one  vitamin  B complex  tab- 
let three  times  daily.  He  continued  to  remain 
lethargic  and  confused  until  November  6,  when  im- 
provement commenced.  His  reflexes  were  equal, 
and  he  was  able  to  walk  with  a slow,  shuffling  gait, 
taking  short  steps.  On  November  12  he  was  men- 
tally clear,  alert,  and  cooperative,  and  his  gait  was 
normal.  He  stated  that  several  days  prior  to  ad- 
mission, while  employed  as  a domestic  worker,  “he 
did  not  feel  right  and  ached  all  over.”  He  took  to 
bed.  Later  he  found  himself  in  Fordham  Hospital. 
He  had  an  amnesia  for  events  prior  to  admission 
and  for  the  early  part  of  his  hospitalization. 

Specimens  of  blood  serum,  taken  on  November 
13  and  18,  were  sent  to  the  New  York  City  Depart- 
ment of  Health  for  virus  studies.  Both  specimens 
were  positive  by  the  complement  fixation  test  for 
influenza  type-A,  Far  East  strain  (Jap  305),  1 to  128 
dilution.  The  hemagglutination  inhibition  test  on 
the  specimen  of  November  13  was  positive  in  the  1 
to  64  dilution  and  in  the  1 to  128  dilution  on  the 
specimen  of  November  18,  both  for  influenza  type-A, 
Far  East  strain.  The  serologic  testing  proved  that 
this  patient  had  suffered  from  an  attack  of  influenza, 
Asian  type. 

The  history  of  the  illness,  the  presence  of  mental 
confusion,  the  unequal  deep  reflexes,  the  difficulty 
in  walking,  the  laboratory  data  of  leukopenia,  an 
abnormal  colloidal  gold  curve  of  the  spinal  fluid, 
and  the  abnormal  electroencephalogram  with  the 
positive  virus  studies  led  us  to  a diagnosis  of  an 
encephalitis  as  a complication  of  the  Asian  influenza. 

The  patient  was  discharged  November  20,  1957, 
as  recovered. 

Case  2. — M.  F.,  a thirty-year-old,  wrhite  female, 
was  admitted  on  November  1,  1957,  with  a history 
of  chills,  fever,  and  joint  pains  of  eight  days’  dura- 
tion. The  past  medical  history  was  irrelevant.  The 
patient  appeared  acutely  ill.  Her  temperature  was 
100.5  F.,  pulse  rate  100  per  minute,  regular,  of  good 
volume  and  tension  and  equal,  blood  pressure  110/70, 
and  respirations  20  per  minute.  She  complained 
of  diffuse,  aching  pains.  The  throat  was  injected, 
and  rales  in  both  lungs  were  detected.  A diagnosis 
of  influenza  with  bronchitis  was  made.  She  was 
placed  on  complete  bed  rest.  Aspirin  10  grains  if 
temperature  rose  over  100  F.,  Achromycin  250  mg. 
three  times  daily,  and  Sigmamycin  250  mg.  twice 
daily  for  a period  of  three  days  were  prescribed. 
On  November  6,  five  days  after  admission,  the  pa- 
tient, after  being  afebrile  for  four  days,  suddenly 
complained  of  severe  headache.  A neuropsychiatric 
consultation  found  the  patient  to  be  disoriented  for 
time  and  definitely  confused.  The  pupils  reacted 


well  to  fight  and  accommodation,  consensual  reflex 
was  normal,  ocular  motility  was  good,  no  nystagmus 
was  noted,  and  the  fundi  were  normal.  The  deep 
and  superficial  reflexes  were  present  and  equal. 
There  were  no  pathologic  reflexes.  The  patient 
moved  all  extremities  freely.  No  meningeal  signs 
were  elicited.  Subjective  neurologic  examination 
could  not  properly  be  evaluated  because  of  her  con- 
fused state.  Her  confusion  was  the  only  abnormal 
finding  on  neuropsj^chiatric  examination.  The  blood 
count  on  November  1 revealed  5,150  white  cells  per 
cu.  mm.,  with  a differential  count  of  segmented 
white  cells  49  per  cent,  lymphocytes  45  per  cent, 
monocytes  1 per  cent,  and  eosinophils  5 per  cent. 
The  hemoglobin  was  12.3  Gm.  On  November  4 
blood  chemistry  revealed  a urea  nitrogen  of  16  mg. 
per  cent  and  a glucose  of  84  mg.  per  cent.  On 
November  8 and  13  two  electrocardiogram  readings 
were  normal.  Urinalysis  on  November  12  was 
normal.  Blood  Wassermann  was  negative.  X-ray 
of  the  skull  on  November  12  revealed  no  evidence  of 
fracture,  bone  pathology,  or  increased  intracranial 
pressure.  On  November  12,  1957,  an  electroenceph- 
alogram reading  revealed  isolated  brief  bursts  of 
diffuse  symmetrical  slow  activity  of  moderate  voltage, 
interpreted  as  a borderline  electroencephalogram. 
A lumbar  puncture  on  November  14  revealed  a clear 
fluid  under  110  mm.  water  pressure.  No  cells  were 
noted.  Sugar  was  55  mg.  per  cent,  chlorides  650 
mg.  per  cent,  total  proteins  45  mg.  per  cent,  colloi- 
dal gold  0000000000,  and  Wassermann  negative.  On 
November  8 the  patient  became  oriented,  and  her 
confusion  disappeared.  She  remained  cooperative. 
Psychiatric  and  neurologic  examinations  were 
normal. 

Specimens  of  blood  serum  taken  on  November  11 
and  18  were  sent  to  the  New  York  City  Department 
of  Health  for  virus  studies.  Both  specimens  were 
positive  by  the  complement  fixation  test  for  influenza 
type-A,  Far  East  strain  (Jap  305),  1 to  128  dilution. 
Hemagglutination  inhibition  test  was  positive  on 
both  specimens  for  influenza  type-A,  Far  East 
strain,  from  1 to  32  dilution. 

The  history  of  the  illness  with  the  development  of 
mental  confusion,  the  laboratory  findings  of  leuko- 
penia, the  borderline  electroencephalogram,  and  the 
positive  virus  studies  led  us  to  make  a diagnosis  of 
encephalitis  as  a complication  of  the  Asian  influenza. 

She  was  discharged  November  20,  1957,  as  re- 
covered. 

Case  3. — S.  F.,  a sixty-nine-year-old,  white  male, 
was  admitted  on  October  28,  1957,  in  a confused 
state.  History  from  the  relatives  revealed  that  the 
patient  was  treated  for  a “severe  cold”  sixteen  days 
prior  to  admission.  Six  days  prior  to  admission  he 
suddenly  was  unable  to  walk,  and  he  had  difficulty  in 
talking.  Physical  examination  revealed  the  patient 
to  be  acutely  ill,  moderately  dehydrated,  with 
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moderate  dyspnea,  respirations  32  per  minute,  and 
a temperature  of  104  F.  The  pulse  rate  was  120  per 
minute,  regular,  of  poor  volume  and  tension,  and 
equal.  The  blood  pressure  was  105/65.  There 
was  clinical  evidence  of  a lesion  of  the  right  lung. 
X-rays  of  the  chest  taken  two  days  after  admission 
showed  infiltration  of  the  upper  and  middle  lobes 
of  the  right  lung,  suggesting  pneumonitis.  Neuro- 
psychiatric examination  revealed  the  patient  to  be 
confused  and  lethargic.  He  spoke  in  a mumbling, 
low  voice,  and  his  speech  showed  a definite  dys- 
arthric  nasal  quality,  with  perseveration  of  words 
and  phrases.  He  was  incoherent  and  irrelevant. 
There  was  no  evidence  of  confabulation  to  suggest  a 
delirium.  The  pupils  were  equal  and  reacted  well 
to  light  and  accommodation,  consensual  reflex  was 
normal,  ocular  motility  was  good,  there  was  no  evi- 
dence of  nystagmus,  and  the  fundi  were  normal. 
The  palate  was  elevated  in  the  midline,  and  the  gag 
reflex  was  present.  Except  for  the  speech  diffi- 
culty, the  cranial  nerves  were  considered  intact. 
There  was  marked  ataxia  to  the  finger  to  nose  test, 
and  to  the  heel  to  knee  test.  The  ataxia  of  the 
lower  extremities  was  so  marked  that  the  patient 
could  not  walk.  There  was  a moderate  coarse 
tremor  to  both  hands.  Adiadochokinesis  and  past 
pointing  were  marked.  The  deep  reflexes  were  ac- 
tive and  equal.  The  lower  abdominal  reflexes  were 
absent.  The  Babinski  response  was  positive  bi- 
laterally. Subjective  neurologic  examination  could 
not  be  performed  because  of  the  mental  state  of  the 
patient.  He  was  placed  on  600,000  units  of  procaine 
penicillin  intramuscularly  every  four  hours.  Fluid 
and  salt  balance  intake  was  restored  by  infusion. 
Two  days  after  admission  he  was  in  good  contact 
with  his  environment,  and  he  showed  no  evidence  of 
mental  aberration.  The  ataxia  and  speech  disturb- 
ances were  much  improved.  He  then  developed 
urinary  incontinence,  which  was  present  for  one 
week.  The  right  Babinski  could  not  be  elicited, 
but  the  left  Babinski  remained  positive  for  another 
week.  The  temperature  became  normal  by  lysis 
three  days  after  admission.  X-ray  of  the  chest  on 
November  7 revealed  normal  findings.  The  blood 
count  on  admission  revealed  7,150  white  blood  cells 
per  cu.  mm.  with  a normal  differential  count.  The 
hemoglobin  content  was  14.5  Gm.  Blood  chemistry 
revealed  a urea  nitrogen  of  25  mg.  per  cent  and  glu- 
cose of  105  mg.  per  cent.  Urinalysis  revealed  2 
plus  albumin  with  a specific  gravity  of  1,016.  The 
electrocardiogram  was  considered  normal.  An 
electroencephalogram  on  October  30  revealed  an 
occasional,  brief  run  of  slow  waves  from  4 to  5 per 
second  of  moderate  voltage  with  diffuse  irregularity. 
Lumbar  puncture,  performed  on  November  4,  re- 
vealed a clear  fluid  under  85  mm.  of  water  pressure. 
No  cells  were  present,  sugar  was  72  mg.  per  cent, 
chlorides  723  mg.  per  cent,  total  proteins  90  mg.  per 
cent,  a colloidal  gold  curve  of  4432100000,  and  Was- 


sermann  negative.  The  patient  continued  to  make  a 
gradual,  uneventful  recovery.  On  December  4, 
1957,  an  electroencephalogram  revealed  scattered, 
brief  bursts  of  slow  activity  from  3 to  6 per  second 
of  moderate  voltage,  symmetrical  and  diffuse.  Hy- 
perventilation produced  no  significant  changes. 
The  impression  was  a borderline  electroencephalo- 
gram, being  less  abnormal  than  the  electroencephalo- 
gram taken  on  October  30. 

Specimens  of  blood  serum  taken  on  November  4 
and  11  were  sent  to  the  New  York  City  Department 
of  Health  for  virus  studies.  Both  specimens  showed 
anticomplementary  fixation  for  influenza  type-A, 
Far  East  strain  (Jap  305),  1 to  32  dilution.  This 
test  could  not  be  considered  valid.  However,  the 
hemagglutination  inhibition  test  on  both  specimens 
was  1 to  8 dilution  for  Far  East  strain.  According 
to  laboratory  findings,  this  latter  test  indicates  sus- 
picion of  Asian  influenza. 

The  history  of  the  illness,  in  the  presence  of  con- 
fusion, lethargy,  dysarthric  nasal  speech  with  per- 
severation of  words  and  phrases,  marked  ataxia  of 
the  extremities,  coarse  tremor  of  the  hands,  adiado- 
chokinesis and  past  pointing,  positive  bilateral, 
Babinski  reflex,  the  laboratory  data  of  increased 
total  proteins,  abnormal  colloidal  gold  curve  of  the 
spinal  fluid,  abnormal  electroencephalogram,  and 
the  suggestive  virus  studies  led  us  to  a diagnosis  of 
encephalitis  as  a complication  of  the  Asian  influenza. 

He  was  discharged  December  6,  showing  only  a 
slight  terminal  ataxia  to  the  finger  to  nose  test, 
being  considered  practically  recovered. 

The  following  case,  without  virus  studies,  but 
from  the  course  of  the  illness,  was  considered  an 
encephalitic  complication  of  Asian  influenza. 

Case  4. — N.  Y.,  age  ten  years,  complained  on 
October  21,  1957,  of  a sore  throat  and  that  night 
developed  a temperature  of  103  F.  She  “ached  all 
over”  and  appeared  listless.  The  following  day 
her  temperature  subsided  to  100.5  F.,  and  the  list- 
lessness disappeared,  but  she  still  complained  of  a 
sore  throat  with  minor  bodily  aches.  A diagnosis 
of  Asian  influenza  was  made  by  the  family  physician. 
Continued  bed  rest  was  advised.  On  October  26 
she  stated  that  she  was  unable  to  swallow  and  re- 
fused food.  Examination  by  her  physician  revealed 
no  findings  to  account  for  this  complaint.  The  rec- 
tal temperature  was  100  F.  On  October  27  the 
patient  did  not  take  any  nourishment,  nor  would 
she  talk,  but  she  understood  what  was  said  to  her. 
Since  this  state  continued  for  many  hours,  one  of  us 
(J.  H.  F.)  was  called  into  consultation.  She  was 
seen  lying  in  bed.  She  did  not  talk  but  at  times 
sobbed.  Neurologic  examination  was  entirely  nor- 
mal. However,  during  the  examination  she  would 
suddenly  become  negativistic  and  do  the  opposite 
of  what  was  asked.  Her  body  assumed  grotesque 
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positions,  showing  evidence  of  catatonic  attitudes 
and  catalepsy.  Most  of  the  time  she  stared  into 
space.  The  mother  gave  the  patient  some  soda  to 
drink.  The  patient  forcibly  kept  the  glass  in  her 
mouth.  When  the  mother  attempted  to  take  the 
glass  from  the  patient,  the  patient  kept  her  mouth 
clamped,  so  that  the  glass  broke,  but  with  no  injury 
to  the  mouth.  A diagnosis  of  psychosis,  schizo- 
phrenic reaction,  was  made,  and  hospitalization 
was  advised.  The  following  day  the  mother  tele- 
phoned that  the  patient  was  acting  normally.  On 
October  28  her  temperature  became  normal,  but  she 
complained  of  weakness.  Later  it  was  learned  that 
this  patient  has  a low-normal  intelligence  quotient. 
Although  in  her  proper  grade  (the  sixth  year)  for 
her  age,  she  was  placed  in  one  of  the  slower  classes. 
As  a result  her  playmates  ridiculed  her.  Her 
mother  believes  that  the  patient  has  superior  intelli- 
gence and  should  be  placed  in  a more  advanced  group. 
As  a result  the  child  did  not  accept  the  school.  The 
patient  was  considered  seclusive  and  was  unable  to 
make  friends  easily.  The  child  and  mother  were  re- 
ferred for  psychotherapy.  There  has  been  no  re- 
turn of  any  psychotic  manifestations. 

This  patient  had  a psychotic  schizophrenic  reac- 
tion, which  lasted  twenty-four  hours,  a complication 
of  the  Asian  influenza. 

Discussion 

We  have  been  informed  of  two  other  cases  in 
which  there  were  central  nervous  system  com- 
plications of  the  Asian  influenza.  One  case  was 
said  to  have  had  a psychotic  episode  with  a con- 
vulsive seizure,  and  the  other  had  a convulsive 
seizure,  both  with  prompt  recovery. 

Numerous  epidemics  of  influenza  have  been 
described  since  1557. 7 In  the  pandemic  of  1918 


central  nervous  system  manifestations,  classified 
as  encephalitic  or  encephalomyelitic,  were  de- 
scribed. It  has  been  postulated  that  influenza 
viruses  constantly  mutate  and  move  away  from 
the  forms  that  characterized  them  earlier.7  Our 
cases  show  that  central  nervous  system  complica- 
tions, with  mental  symptoms  predominating, 
can  also  occur  in  the  Far  East  strain  of  the  influ- 
enza virus.  The  rapid  recovery  of  all  our  patients 
led  us  to  believe  that  the  central  nervous  system 
complications  are  based  on  allergic  or  toxic  fac- 
tors. In  view  of  the  short  duration  with  re- 
covery, there  may  be  many  other  similar  cases 
which  have  not  been  reported. 

Summary 

1.  Four  cases  of  central  nervous  system  com- 
plications, chiefly  mental,  of  Asian  influenza 
have  been  described.  Two  cases  have  been  defi- 
nitely verified  by  virus  studies,  one  was  indica- 
tive of  Asian  influenza  by  virus  studies,  and  one 
was  diagnosed  from  the  history  and  course  of  the 
illness. 

2.  These  cases  showed  rapid  recovery. 
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Peripheral  Neuronopathy  ( Char  cot -Marie -Tooth 
Disease)  in  Association  with  Gastrointestinal 

Symptoms 

IRIS  F.  NORSTRAND,  M.D.,  AND  MURRAY  E.  MARGULIES,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Neurology  Section,  Veterans  Administration  Hospital,  and  Kings  County  Hospital,  Brooklyn) 


This  report  of  a family  of  Greek  extraction  in 
which  seven  members  in  three  generations 
presented  the  clinical  symptoms  of  a heredo- 
degenerative  disease  of  the  nervous  system  is 
prompted  by  the  association  of  gastrointestinal 
disturbances  in  all  cases.  The  neurologic  picture 
in  all  patients  seemingly  affected  the  spinal  cord, 
nerve  roots,  and  peripheral  nerves.  In  two  of 
them  the  diagnosis  of  Charcot-Marie-Tooth  type 
of  neuritic  muscular  atrophy  was  entertained. 
In  another  instance  the  diagnosis  of  hypertrophic 
interstitial  neuritis  of  Dejerine  and  Sottas  was 
made.  Laminectomy  in  a fourth  case  revealed 
central  gliosis  in  the  cervical  segments,  although 
there  was  undoubted  evidence  of  peripheral 
nerve  involvement  in  this  case  clinically.  Post- 
mortem examination  of  the  fifth  case  disclosed  de- 
generative changes  in  the  ventral,  lateral,  and 
posterior  horn  cells  of  the  spinal  cord,  in  the 
Purkinje  cells,  and  in  the  cells  of  the  dentate 
nuclei  of  the  cerebellum. 

In  the  following  family  the  disease  originated 
in  the  maternal  branch.  The  maternal  grand- 
father of  this  family  is  reported  to  have  died  in 
the  third  decade  with  a widespread  muscular 
atrophy  and  diarrhea  over  a period  of  many 
years.  His  daughter,  who  also  had  muscular 
atrophy,  with  weakness  and  numbness  of  the  legs 
and  diarrhea,  died  at  the  age  of  thirty-seven. 
The  maternal  grandfather,  mother,  and  her  hus- 
band were  natives  of  Sparta,  Greece.  Five  of 
their  seven  offspring  developed  in  early  adult 
life  muscular  atrophy  with  weakness  of  the  ex- 
tremities and  sensory  symptoms.  Four  of  the 
children  had  recurrent  distressing  attacks  of 
diarrhea.  The  fifth  sibling  did  not  have  diar- 
rhea, but  was  subject  to  episodes  of  nausea  and 
vomiting. 

Read  at  the  American  Association  of  Neuropathologists 
in  June,  1956,  and  at  the  New  York  Neurological  Association 
in  March,  1956. 


The  family  tree  is  illustrated  in  Fig.  1 . 

Case  Reports 

Case  1. — A.  C.  was  a thirty-four-year-old,  un- 
married veteran  who  was  admitted  to  the  Brooklyn 
Veterans  Administration  Hospital  on  June  27,  1952, 
with  hyperpyrexia  and  coma  of  several  hours  dura- 
tion. Illness  began  in  1943,  at  the  age  of  twenty- 
five,  with  constant  pain  in  the  calves  and  feet,  fol- 
lowed several  months  later  by  severe  vomiting, 
which  persisted  for  thirteen  days.  Frequent  bouts 
of  nausea  and  vomiting  recurred  subsequent  to  this 
episode.  In  1946  there  developed  impotence,  delay 
in  starting  the  urinary  stream,  and  numbness  and 
weakness  of  both  legs  and  feet,  followed  by  similar 
complaints  in  both  hands,  which  he  burned  fre- 
quently because  of  inability  to  appreciate  heat.  In 
October  and  November  of  1947  he  was  studied  at 
the  Bronx  Veterans  Hospital.  Examination  re- 
vealed a poorly  nourished,  white  male.  Motor 
power  was  impaired  in  both  hands,  and  there  was 
bilateral  foot  drop  and  moderate  wasting  of  the 
musculature  of  all  extremities.  Fasciculations  were 
observed  in  the  shoulder  girdle  muscles,  intercostals, 
and  in  the  interosseous  spaces  bilaterally.  Deep 
tendon  reflexes  were  depressed  throughout.  Pain 
and  temperature  appreciation  was  impaired  from 
segments  C5  to  T2  bilaterally  (with  the  deficit  being 
greatest  distally)  and  was  also  impaired  from  seg- 
ments Li  to  S2  with  complete  loss  of  these  modalities 
below  both  knees.  Routine  laboratory  studies 
were  normal.  A gastrointestinal  series  showed 
some  delayed  peristalsis  but  no  other  abnormalities. 
The  diagnosis  during  this  hospital  stay  was  syringo- 
myelia. In  November,  1948,  and  in  April,  1949, 
he  received  a course  of  x-ray  therapy  (a  total  of 
3,000  r.)  to  the  cervical,  lumbar,  and  sacral  portals 
without  improvement.  In  the  next  five  years  weak- 
ness of  all  extremities  and  urinary  diffiulties  pro- 
gressed, and  dysphagia  developed.  On  June  27, 
1952,  he  became  faint  and  lapsed  into  coma.  On 
admission  to  Brooklyn  Veterans  Hospital  a few 
hours  later,  the  rectal  temperature  was  110  F. 
(This  the  family  related  to  recent  overexposure  to 
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Legend: 
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Fig.  1.  Family  tree. 


the  sun.)  The  patient  did  not  respond  to  painful 
stimuli  and  appeared  moribund.  Pupils  were  equal 
and  did  not  react  to  light.  Both  eyes  were  de- 
viated upward.  There  was  muscular  wasting,  more 
pronounced  distally,  and  complete  areflexia.  Dur- 
ing the  ensuing  seven  days  the  coma  persisted,  and 
he  expired  on  July  4,  1952. 

Postmortem  examination  revealed  moderate  ic- 
terus of  the  skin  and  sclerae.  There  was  bilateral 
suppurative  bronchopneumonia,  hemorrhagic  cysti- 
tis, chronic  passive  congestion  of  the  liver,  spleen, 
and  kidneys,  and  fibrosis  of  the  thyroid  gland.  The 
entire  gastrointestinal  tract  was  normal.  In  brief, 
the  salient  neuropathologic  features  were  as  fol- 
lows: There  was  some  distortion  and  irregularity  of 
the  central  canal  in  the  cervical  segments  but  no  dis- 
tinct cavitation  or  central  gliosis.  Microscopic 
examination  of  the  spinal  cord  revealed  severe  de- 
generative and  atrophic  changes,  most  marked  in 
the  ventral  horn  cells,  but  also  observed  to  a lesser 
degree  in  the  lateral  and  posterior  horn  cells,  with 
marked  replacement  gliosis.  In  addition  to  the 
above  findings  in  the  spinal  cord,  marked  degenera- 
tive changes  were  demonstrated  in  the  Purkinje 
cells  of  the  cerebellum  and  in  the  cells  of  the  dentate 
nuclei.  The  brain,  which  weigned  1,590  Gm.,  did 


not  show  any  remarkable  alteration  except  for  some 
congestion  of  the  blood  vessels  of  the  meninges, 
cerebral  cortex,  and  subcortical  white  matter. 

Case  2. — J.  C.  is  a forty-year-old,  unmarried 
veteran  who  has  had  several  admissions  to  Brooklyn 
Veterans  Hospital,  where  he  is  currently  a patient. 
Illness  began  fourteen  years  ago  in  1942,  when,  at 
the  age  of  twenty-six,  he  began  complaining  of  pain 
in  both  calves.  There  were  no  further  symptoms 
until  seven  years  later,  when  he  developed,  in  suc- 
cession, weakness,  numbness,  and  impaired  pain 
perception  in  both  feet,  followed  by  similar  com- 
plaints in  the  hands,  urinary  sphincter  involvement, 
diarrhea,  and  impotence.  Examination  on  admis- 
sion to  Brooklyn  Veterans  Hospital  in  April,  1955, 
revealed  an  emaciated  man  who  walked  with  a step- 
page  gait.  There  was  weakness  and  atrophy  of 
both  upper  and  lower  extremities,  more  pronounced 
distally,  and  impairment  of  all  modalities  of  sensa- 
tion in  the  upper  and  lower  extremities  in  a glove- 
and-stocking  type  distribution.  No  fasciculations 
were  noted.  Deep  tendon  reflexes  were  absent  in 
both  lower  extremities.  A gastrointestinal  series 
showed  rather  severe  gastric  retention.  A small 
bowel  study  showed  an  abnormal  pattern  compatible 
with  a neurogenic  disturbance.  A mj^elogram  was 
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normal.  Muscle  biopsy  revealed  atrophy,  with 
proliferation  of  sarcolemma  and  replacement  by  fat. 
Microscopic  study  of  sections  from  a biopsy  of  the 
right  sural  nerve  was  reported  as  peripheral  neurop- 
athy consistent  with  Charcot-Marie-Tooth  disease. 
All  other  laboratory  studies  were  normal,  including  a 
gastric  analysis  and  stool  examination.  The  patient 
today  presents  very  little  change  from  the  status 
present  on  admission. 

Case  3. — C.  B.  was  a thirty-two-year-old  house- 
wife who  was  admitted  to  Kings  County  Hospital 
in  April,  1949,  for  terminal  care.  Illness  began  ten 
years  previously  in  1939,  with  paresthesias  beginning 
in  the  left  lower  extremity,  with  progression  upward, 
and  later  affecting  also  the  right  lower  extremity. 
In  the  next  ten  years  there  developed,  in  the  lollow- 
ing  order,  inability  to  appreciate  pain  and  tempera- 
ture, weakness  of  the  lower  extremities,  numbness 
and  weakness  of  both  hands,  diarrhea,  numbness  of 
the  entire  body  below  the  shoulders,  incontinence 
of  urine  and  feces,  bilateral  facial  paresis,  numbness 
and  tingling  of  the  lips,  dysphagia,  and  dysarthria. 
In  January  and  February  of  1949  she  was  treated  at 
the  Cedars  of  Lebanon  Hospital,  where  Dr.  Tracy 
J.  Putnam  found  a complete  spinal  fluid  block  at 
C3  and  performed  a cervical  laminectomy.  He  de- 
scribed the  cord  at  operation  as  ‘‘somewhat  flattened 
out  and  slightly  enlarged.”  Biopsy  studies  re- 
vealed either  an  astrocytoma  or  a central  gliosis. 
On  admission  to  Kings  County  Hospital,  three 
months  after  the  laminectomy,  she  could  not  stand 
or  walk.  Cranial  nerves  were  intact  except  for 
bilateral  peripheral  facial  paresis  and  impairment 
of  pin-prick  over  the  left  side  of  the  tongue.  There 
was  marked  weakness  and  atrophy  of  the  muscles 
of  all  the  extremities,  more  so  distally.  The  lower 
extremities  were  more  severely  affected  than  the 
upper.  There  was  a complete  areflexia.  Touch 
was  diminished  from  C4  to  Dx  and  lost  below  Dx  bi- 
laterally. Pain  and  temperature  were  not  perceived 
below  C4  bilaterally.  There  was  loss  of  deep  muscle 
and  vibratory  sense  in  the  lower  extremities  and 
left  upper  extremity.  Except  for  a mild  hypochro- 
mic anemia,  routine  laboratory  studies,  including 
gastric  analysis,  were  normal.  She  expired,  on 
July  16,  1949. 

Case  4. — M.  C.,  a thirty-five-year-old,  un- 
married woman  was  admitted  to  Kings  County 
Hospital  in  May,  1954,  with  an  eight-year  history, 
beginning  with  episodes  of  severe  diarrhea  and 
vomiting,  followed  three  years  later  by  weakness, 
muscle  wasting,  and  impaired  sensation,  first  in  the 
lower  and  then  in  the  upper  extremities,  and  twitch- 
ings  in  various  muscles.  Menstrual  periods  had 
stopped  six  months  prior  to  admission.  There  was 
no  frank  sphincter  impairment.  Examination  re- 
vealed marked  lower  motor  neuron  type  of  weak- 


ness of  all  extremities,  more  marked  distally,  with 
complete  areflexia  and  sensory  changes  of  a neuritic 
type.  No  fibrillations  were  observed,  but  they  had 
been  seen  in  the  past.  Gastrointestinal  series 
showed  marked  hypermotility.  Gastric  analysis 
disclosed  no  free  hydrochloric  acid.  Further  labora- 
tory work-up  was  normal  except  for  a mild  hypo- 
chromic anemia.  In  September,  1954,  prominence 
and  thickness  of  the  left  ulnar  nerve  was  first  ob- 
served. The  patient  refused  nerve  biopsy. 

Case  5. — M.  E.,  a forty-four-year-old  housewife 
and  the  mother  of  three  healthy  children  was 
studied  at  Kings  County  Hospital  in  September, 
1954,  with  a fifteen-year  history  beginning  at  the 
age  of  twenty-nine,  with  pains  in  the  feet,  sensory 
and  motor  impairment  (at  first  in  the  lower  extremi- 
ties and  later  in  the  upper  extremities),  and  urinary 
sphincter  involvement.  Diarrhea  developed  late 
in  the  course  of  this  patient’s  illness.  Examination 
disclosed  lower  motor  neuron  type  of  involvement 
in  all  extremities,  with  a neuritic  type  of  sensory  in- 
volvement. Small  bowel  studies  showed  intestinal 
hypermotility.  Routine  laboratory  studies  were 
normal  except  for  a mild  hypochromic  anemia. 

Comment 

Since  the  members  of  this  family  presented  a 
clinical  picture  compatible  with  either  Charcot- 
Marie-Tooth  type  of  peroneal  muscular  atrophy 
or  hypertrophic  interstitial  neuritis  of  Dejerine 
and  Sottas,  it  might  be  well  to  review  briefly  and 
compare  the  symptomatology  neurologic  findings 
and  pathology  of  these  two  disease  entities. 
(According  to  many  authors,  hypertrophic  inter- 
stitial neuritis  is  not  a distinct  entity  but  belongs 
to  the  Charcot-Marie-Tooth  group.)  Charcot- 
Marie-Tooth  type  of  peroneal  muscular  atrophy 
is  a relatively  common  heredofamilial  degenera- 
tive process  of  the  peripheral  nerves  and  spinal 
cord.  It  is  transmitted  as  a rule  by  either  sex 
and  is  more  common  in  men.  All  varieties  of  in- 
heritance occur,  that  is,  dominant,  simple  reces- 
sive, or  sex-linked  recessive.  The  age  of  onset 
varies  considerably,  the  disease  having  been  re- 
ported as  beginning  as  early  as  one  year  of  age 
and  as  late  as  forty-six.  It  almost  invariably  be- 
gins at  the  same  age  in  individual  members  of  a 
particular  family.  In  general,  onset  is  around 
puberty  or  early  adult  life.  Pathologic  changes, 
according  to  Wilson  et  al.,1  are  as  follows:  The 
degenerative  lesions  are  found  in  the  ventral  horn 
cells  (chiefly  in  the  lumbar  enlargement  but  also 
in  the  cervical  region),  ventral  roots,  dorsal  roots 
and  dorsal  root  ganglia,  dorsal  columns,  the  col- 
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umns  of  Clarke,  at  times  the  pyramidal  tracts, 
and  peripheral  nerves,  with  secondary  mild  atro- 
phic changes  in  the  muscles.  Glial  overgrowth 
follows.  The  atrophic  changes  in  the  ventral 
horn  cells  and  dorsal  root  ganglia  are  the  most 
constant  lesions.  The  onset  in  the  feet  may  be 
accounted  for  by  the  fact  that  in  the  decay  of 
neuronic  systems  the  longest  axones  generally 
suffer  first.  Wilson  regards  this  peroneal  disease 
as  an  abiotrophy  of  specific  neuromyomes  in 
their  whole  extent,  with  major  incidence  on 
spinal  ganglion  cells  and  ventral  and  dorsal  horn 
cells.  Whether  or  not  neurosympathetic  mech- 
anisms are  also  responsible  has  not  been  estab- 
lished. The  onset  of  symptoms  is  gradual.  The 
disease  does  not  affect  all  members  of  a family  in 
the  same  way.  Motor  symptoms  are  outstand- 
ing, particularly  symmetrical  atrophy  and  weak- 
ness of  the  muscles  of  the  legs  and  feet.  The 
peronei  and  extensors  of  the  toes  are  most  af- 
fected and  may  be  the  only  muscles  involved  for 
some  time.  Because  of  the  muscle  atroph}’,  the 
foot  assumes  a hollowed  position  and  may  pre- 
sent a mild  equino varus  deformity.  Foot  drop 
then  develops,  with  typical  steppage  gait.  The 
contrast  between  the  invasion  of  the  distal  seg- 
ment and  the  integrity  of  the  proximal  segments 
has  given  rise  to  the  term  “stork  legs.  ’ * Later  the 
process  extends  to  the  upper  extremities,  with  in- 
volvement being  chiefly  distal  in  the  small  hand 
muscles.  In  far-advanced  cases  the  muscles  of 
the  forearm  and  arm  as  well  as  the  thighs  may  be 
implicated.  Although  the  face,  trunk,  and  prox- 
imal musculature  usually  escape,  Davidenkow2 
has  described  a scapuloperoneal  atrophy  with 
associated  involvement  of  the  face  and  shoulder 
girdle.  Fibrillations  of  the  affected  muscles  are 
sometimes  seen.  The  reflexes  are  diminished  to 
absent,  and  the  electric  reactions  are  decreased. 
Scoliosis  is  often  present.  Subjective  sensory 
changes  comprise  pains,  cramps,  and  paresthe- 
sias. Objectively  hypalgesia  and  h}pesthesia 
are  often  found  but  are  usually  mild  and  found  in 
the  distal  parts  of  the  limbs,  especially  the  legs, 
in  a glove-and-stocking  distribution.  Vibratory 
and  position  sense  may  be  disturbed.  Vasomotor 
and  other  sympathetic  signs  include  coldness  of 
the  hands  and  feet,  moderate  cyanosis,  trophic 
changes,  and  atrophy  of  the  bones.  Some  au- 
thors mention  that  sphincter  and  sexual  difficulties 
often  occur;  others  state  that  sphincter  control 
is  preserved.  Spinal  fluid  examination  is  usually 
within  normal  limits.  Abortive  cases  are  de- 


scribed, consisting  merely  of  slight  pes  cavus  and 
absence  of  tendon  reflexes  (Roussy^-Levy  syn- 
drome).3 The  course  is  slowly  progressive  and 
varies  from  three  to  fifty-eight  years. 

The  clinical  picture  in  hypertrophic  interstitial 
polyneuritis,  a rare  heredodegenerative  disease 
first  described  by  Dejerine-Sottas  in  1893,  is  also 
that  of  a severe,  slowly  progressive  polyneuritis 
with  the  involvement  of  motor,  sensory,  and  reflex 
function  that  one  would  expect  in  such  a condi- 
tion. Atrophy  and  motor  weakness,  which  are 
at  first  confined  to  the  distal  portions  of  the  limbs, 
gradually  become  generalized.  The  age  of  onset 
is  likewise  subject  to  wide  variations.  Symp- 
toms present  in  hypertrophic  interstitial  poty- 
neuritis,  however,  that  are  rarely  seen  in  Char- 
cot-Marie-Tooth  disease,  are  sharp,  stabbing, 
radicular  pains,  nystagmus,  intention  tremor, 
dysarthria,  cranial  nerve  involvement,  miosis, 
and  Argyl-Robertson  pupils.4  The  distinguish- 
ing feature  of  the  disease  is  the  presence  of  thick- 
ened palpable  nerve  trunks  and  the  characteristic 
pathologic  changes  in  the  nerves.  Some  authors 
have  found  the  cranial  nerves  as  well  as  the  cervi- 
cal sympathetic  nervous  S3^stem  to  share  in  the  in- 
crease in  volume.4-5  The  hypertrophy  is  due  to 
an  increase  in  interstitial  tissue  and  especialty  to 
proliferation  of  the  sheath  of  Schwann,  with  con- 
comitant degeneration  of  nerve  fibers.  The  pro- 
liferation of  the  cells  of  the  sheath  of  Schwann 
gives  rise  to  concentric  layers  of  cells  surrounding 
the  axis  cjdinder,  resembling  in  cross  section  an 
onion  bulb.  The  myelin  sheath  is  usually  de- 
stroyed, but  the  axis  cylinder  often  escapes. 
The  changes  in  the  peripheral  nerves  produce 
secondary  alterations  in  the  spinal  cord,  that  is, 
degeneration  of  the  posterior  columns  and  retro- 
grade degeneration  of  anterior  horn  cells.  In 
some  cases  the  increase  in  volume  of  the  pe- 
ripheral nerves  is  not  evident  clinically,  and  is 
found  unexpectedly  at  autopsy  in  those  cases  of- 
ten diagnosed  as  Charcot-Marie-Tooth  type. 
Some  writers  mention  the  fact  that  the  sensor}’ 
changes  in  Charcot-Marie-Tooth  type  are  not  so 
severe  as  those  found  in  hypertrophic  interstitial 
polvneuritis.  Denny-Brown  however,  describes, 
many  cases  with  severe  degree  of  sensory  involve- 
ment, so  that  this  is  not  a distinct  feature.6 
Wilson1  states  that  sphincteric  involvement  is  not 
found  in  hypertrophic  neuritis  but  is  often  present 
in  Charcot-Marie-Tooth  type.  Pains  are  sup- 
posed to  be  much  more  severe  in  hypertrophic 
neuritis. 
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j Study  of  these  five  cases  substantiates  the  well- 
known  fact  that  the  degenerative  diathesis  may 
be  polymorphic  and  that  there  are  numerous  and 
often  unpredictable  patterns  that  the  heredo- 
degenerative  diseases  may  assume  in  one  family. 
In  some  families  there  is  a common  basic  genetic 
vulnerability  of  certain  parts  of  the  nervous  sys- 
tem. Deterioration  of  such  structures  may  pro- 
duce mild  or  extensive  and  complicated  neuro- 
logic disturbances.  Instances  are  recorded  of 
families  in  whom  some  members  exhibit  Charcot- 
Marie-Tooth  type  of  neuropathy  and  others 
iFreidreich’s  ataxia,  spastic  paraplegia,  or  merely 
pes  cavus  and  absence  of  tendon  reflexes.7 

A search  of  the  literature  only  disclosed  two 
articles  in  which  the  authors  described  gastro- 
intestinal manifestations  associated  with  heredo- 
familial disease  of  the  nervous  system.  In  1929 
DeBruyn  and  Stern8  described  several  members  of 
!a  family,  all  of  whom  were  afflicted  with  a rapidly 
progressive  hypertrophic  polyneuritis  associated 
with  intractable  diarrhea.  In  1952,  in  an  article 
tin  Brain,  Andrade9  described  an  endemic  disease 
in  certain  districts  of  Portugal  known  as  “foot 
disease”  and  characterized  by  a peculiar  form  of 
peripheral  neuropathy  starting  and  predomi- 
nantly in  the  lower  extremities,  gastrointestinal 
disorders,  impotence,  sphincter  disorders,  and 
trophic  lesions.  The  disease,  which  is  familial, 
begins  insiduously  in  the  second  or  third  de- 
cade of  life.  Its  course  is  gradual,  with  death  en- 
suing on  an  average  of  seven  to  ten  years  after 
onset.  Pathologically  the  picture  is  one  of  atypi- 
cal generalized  amyloidosis,  with  special  involve- 
ment of  the  peripheral  nerves,  an  entity  described 
by  Lubarsch10  in  1929. 

Summary 

In  this  report  a family  of  Greek  extraction  was 
studied  in  which  three  generations  who  were 
afflicted  with  a degenerative  disease  of  the  nerv- 
ous system  akin  to  Charcot-Marie-Tooth  type 
of  peroneal  muscular  atrophy.  Neuropathologic 
findings  disclosed  degenerative  changes  in  the 
peripheral  nerve  in  one  case  and  in  the  other  case 


marked  degenerative  changes  primarily  in  the 
ventral  horn  cells  of  the  spinal  cord,  in  the 
Purkinje  cells,  and  in  the  neurons  of  the  dentate 
nuclei  of  the  cerebellum.  Age  of  onset  varied 
from  twenty-two  to  twenty-nine  years.  Sphinc- 
teric  and  sexual  difficulties  were  present  in  all  but 
one  case  and  occurred  anywhere  from  three  to 
ten  years  after  onset.  All  the  cases  had  severe 
gastrointestinal  disturbances.  Chronic  diarrhea 
was  present  in  four  cases  and  protracted  nausea 
and  vomiting  in  one.  Diarrhea  began  four  to 
thirteen  years  after  onset  of  neurologic  symptoms 
in  three.  In  one,  illness  was  heralded  with  diar- 
rhea, with  nervous  manifestations  occurring 
three  years  later.  In  another,  bouts  of  nausea 
and  vomiting  coincided  with  onset  of  nervous 
symptoms.  Except  for  the  degenerative  changes 
observed  in  the  lateral  horn  cells,  no  basis  for  the 
gastrointestinal  symptoms  could  be  ascertained. 
In  the  one  postmortem  examination  that  was 
performed,  the  entire  gastrointestinal  tract,  in- 
cluding the  pancreas,  appeared  normal.  In  two 
of  the  cases  gastrointestinal  studies  revealed  hy- 
pomotility.  In  two  patients  there  was  intestinal 
hypermotility.  This  suggests  that  autonomic 
imbalance  plays  a role.  Concomitant  involve- 
ment of  bone,  muscles,  and  viscera  in  association 
with  heredodegenerative  involvement  of  the 
nervous  system  is  most  uncommon.  It  seems 
justified  to  postulate  that  in  this  family  with  a 
widespread  disorder  of  lower  motor  neuron, 
sensory,  and  spinal  cord  function  that  there  is  also 
present  a similar  disturbance  of  the  autonomic 
nervous  system. 
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The  Cardiac  Classification  and  Work  Evalua- 
tion Unit  of  the  University  of  Buffalo 
Chronic  Disease  Research  Institute  has  completed 
one  year  of  operation.  This  report  summarizes 
our  experiences  for  the  year  and  represents  the 
joint  efforts  of  my  associates,  Dr.  Simon  Rodbard 
and  Dr.  Walter  Zimdahl,  as  well  as  myself. 

The  Unit  was  established  by  means  of  a grant- 
in-aid  from  the  Division  of  Vocational  Rehabilita- 
tion of  the  New  York  State  Education  Depart- 
ment. It  is  at  present  supported  by  this  grant, 
by  the  University  of  Buffalo,  and  by  fees  paid  for 
each  evaluation.  Unlike  evaluation  units  in  other 
communities,  no  support  has  thus  far  been  sought 
from  the  local  Heart  Association.  The  majority 
of  our  cases  have  been  referred  by  the  New  York 
State  Division  of  Vocational  Rehabilitation,  al- 
though some  cases  have  come  directly  from  indus- 
try. 

Patients  referred  to  the  Unit  are  first  inter- 
viewed by  the  secretarj^-registrar,  who  obtains  the 
relevant  biographic  data  and  who  executes  re- 
lease forms  for  inquiries  to  the  patient’s  private 
physician  and  to  hospitals  previously  concerned 
in  his  medical  care.  The  cardiologist  then  ob- 
tains a complete  medical  history  and  performs  a 
thorough  physical  examination.  Extensive  lab- 
oratory tests  including  serum  cholesterol,  blood 
work,  urinalysis,  electrocardiograms,  fluoroscopy, 
chest  x-rays,  and  various  exercise  tolerance  tests 
are  performed.  Other  special  tests  such  as  pho- 
nocardiograms  have  been  made  when  indicated. 
On  the  basis  of  these  findings  the  cardiologist  es- 
tablishes the  diagnosis  and  prognosis  and  deter- 
mines the  American  Heart  Association  classifica- 
tion.1 The  patient  is  then  interviewed  by  a voca- 
tional counselor  who  evaluates  his  capabilities  and 
studies  the  requirements  of  the  patient’s  previous 
job.  An  occupational  therapist  recommends  re- 
training procedures  which  may  be  indicated. 
Many  of  the  cases  are  also  examined  by  a clinical 
psychologist  to  determine  motivation  and  atti- 
tudes towards  the  disability  and  towards  the  job. 
After  studies  have  been  completed,  an  evaluation 
board  is  convened  consisting  of  all  those  who  have 
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interviewed  or  tested  the  patient.  The  voca- 
tional counselor  from  the  Division  of  Vocational 
Rehabilitation,  who  is  actively  concerned  in  re- 
turning the  patient  to  gainful  employment,  also 
participates.-  After  thorough  discussion  of  the 
problems  presented  by  the  case,  this  board  makes 
recommendations  for  disposition.  Copies  of  the 
report  are  sent  to  the  referring  agency,  to  the 
patient’s  private  physician,  and  to  other  physi- 
cians or  agencies  when  requested  by  the  patient. 

The  job  analysis  as  interpreted  by  informa- 
tion given  to  the  vocational  counselor  is  an  ex- 
tremely important  part  of  the  study.  Exercise 
tolerance  tests  provide  a limited  guide  as  to  what 
the  man  can  do.  It  is  well  appreciated  that  emo- 
tional disturbances,  ambient  temperature  and 
humidity,  and  even  the  ingestion  of  a heavy  meal, 
can  all  affect  the  exercise  tolerance,2  and  these 
considerations  are  taken  into  account  in  the  eval- 
uation. 

During  the  initial  year  of  operation,  the  Unit 
has  evaluated  27  patients.  These  include  nine 
cases  of  rheumatic  heart  disease,  12  of  arterio- 
sclerotic heart  disease,  one  of  congenital  heart 
disease,  one  of  definite  heart  disease  of  undeter- 
mined etiology,  and  four  with  no  cardiovascular 
disease.  Two  rheumatic  cases  were  classified  as 
class  I functional  capacity  according  to  the  cri- 
teria of  the  American  Heart  Association.  In  class 
II  there  were  seven  rheumatics,  11  arteriosclero- 
tics,  and  two  miscellaneous  diseases.  In  func- 
tional class  III  there  was  one  case  of  arteriosclero- 
tic heart  disease.  No  class  IV  cases  were  evalu- 
ated. 

In  the  therapeutic  classification  two  cases,  both 
rheumatic,  were  placed  in  class  A.  Ten  cases  in 
class  B were  found  to  be  equally  divided  between 
rheumatics  and  arteriosclerotics.  Ten  cases  con- 
sisting of  two  rheumatics,  six  arteriosclerotics, 
and  two  miscellaneous  were  placed  in  class  C. 
One  case  of  arteriosclerotic  heart  disease  was 
placed  in  class  D. 

In  the  course  of  gaining  experience  numerous 
conferences  were  held  with  the  referring  agency. 
One  problem,  which  came  up  for  repeated  and  ex- 
tensive discussions,  concerned  the  classification  of 
patients.  It  was  found  that  all  facets  of  a pa- 
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tient’s  history  and  outlook  had  to  be  considered  in 
terms  not  only  of  purely  medical  problems  but 
also  of  physical  and  social  adjustments.  For  ex- 
ample, physicians  often  tend  to  place  heart  pa- 
tients in  the  highest  possible  classification  in  order 
to  eliminate  potential  tendencies  to  invalidism. 
On  the  other  hand,  the  primary  consideration  of 
the  Work  Classification  Unit  must  be  on  the  ulti- 
mate social  and  work  outlook  in  a given  case. 
For  example,  a case  classified  as  IA  was  formerly 
not  eligible  for  vocational  rehabilitation  under 
State  laws.  A patient  whose  heart  is  equal  to  the 
load  of  his  present  job  but  whose  prognosis  may 
be  significantly  impaired  by  continuation  at  a 
heavy  job  must  be  evaluated  in  terms  of  the  pos- 
sibility of  retraining  for  a lighter  job  which  he 
may  tolerate  in  the  future.  There  is  no  question 
that  a man  who  is  turned  down  from  a job  and  la- 
beled “cardiac”  because  of  a heart  murmur  should 
be  entitled  to  vocational  rehabilitation  in  the 
same  manner  as  one  who  has  considerable  func- 
tional impairment.  This  is  particularly  so  in 
view  of  the  fact  that  a prognosis  based  solely  on 
an  isolated  acoustic  finding  is  generally  good,  and 
such  an  individual  will  be  in  the  community  for  a 
much  longer  period  of  time  than  would  a patient 
in  a higher  classification.  These  patients  there- 
fore should  receive  the  benefit  of  work  evaluation 
and  retraining  so  that  they  can  be  maintained 
productive,  economically  independent,  and  off  the 
relief  rolls  as  long  as  possible 

The  four  patients  in  whom  no  organic  disease 
was  found  were  also  of  considerable  interest. 
Iatrogenic  heart  disease  was  well  represented  in 
this  group,  and  some  of  them  had  very  fixed 
symptoms.  Despite  favorable  cardiac  reports 
from  the  Unit,  none  of  these  four  patients  have 
yet  returned  to  work.  One  of  these  patients  was 
a twenty-one-year-old,  markedly  obese,  white 
male,  whose  complaints  were  of  fatigue  and  chest 
pain  whenever  he  obtained  a job.  He  had  had  a 
verjr  poor  work  history,  holding  many  jobs,  each 
for  short  periods  of  time.  He  complained  of  chest 
pain  on  the  slightest  exertion,  which  -was  relieved 
only  by  eating  and  rest.  At  one  time  he  had  been 
hospitalized  for  this  chest  pain,  which  he  reported 
had  been  diagnosed  as  “coronary  spasm.”  Re- 
view of  his  medical  record  revealed  that  his  phy- 
sician had  the  same  reservations  about  this  diag- 
nosis as  did  the  Unit.  This  patient  is  probably 
unemployable  for  psychologic  reasons  but  cer- 
tainly not  because  of  heart  disease. 

Another  patient  with  no  heart  disease  evalu- 


ated by  this  Unit  was  a forty-year-old,  white  fe- 
male who  consulted  her  physician  because  of 
swelling  of  her  ankles.  After  digitalization  and 
bed  rest  for  “heart  disease,”  the  edema  disap- 
peared. On  examination  we  could  find  no  evi- 
dence of  cardiovascular  disease.  Instead  the  evi- 
dence indicated  that  the  swelling  of  the  leg  was 
lymphedema.  This  patient  has  not  yet  returned 
to  work. 

A thirty-four-year-old,  markedly  obese,  white 
female  was  referred  to  the  Unit  with  a diagnosis  of 
hypertensive  cardiovascular  disease.  On  exam- 
ination we  found  a mild  essential  hypertension  of 
the  vasomotor  instability  type,  which  became 
normal  on  rest.  Hypercholesteremia  was  found. 
However,  there  was  neither  cardiac  enlargement, 
electrocardiographic  change,  nor  functional  im- 
pairment. It  was  felt  that  this  patient  could 
benefit  from  weight  reduction  and  that  she  was 
physically  able  to  carry  on  her  regular  work. 

The  fourth  case  with  no  heart  disease  was  a 
fifty-seven-year-old,  Negro  man  with  a left  hemi- 
plegia, bullous  emphysema,  and  hypercholester- 
emia. The  hemiplegia,  probably  the  result  of 
thromboembolism,  was  a limiting  factor  in  this 
man’s  return  to  work.  This  case  points  up  one  of 
the  limitations  of  the  present  cardiac  classification 
system  in  that  a severe  vascular  disability  requir- 
ing rehabilitation  was  present,  despite  the  absence 
of  demonstrable  heart  disease. 

Ten  of  the  cases  with  definite  heart  disease 
evaluated  during  the  year,  including  five  rheu- 
matics and  five  arteriosclerotics,  with  classifica- 
tions ranging  from  IA  to  IIC,  have  returned  to 
their  regular  jobs.  Some  of  these  were  sedentary 
positions.  It  should  be  recognized  that  the  pa- 
tient’s wTork  history,  training,  and  adaptability 
have  much  to  do  with  future  employability.  We 
would  not  consider  sending  a patient  with  a clas- 
sification of  IIC  back  to  work  on  a job  requiring 
sustained  effort.  Some  patients  classified  in 
therapeutic  class  C have  been  returned  to  work  as 
crane  operators,  a job  requiring  little  physical  ef- 
fort other  than  stair  climbing  about  four  times  a 
day.  However,  there  has  been  occasional  diffi- 
culty in  obtaining  clearance  from  the  plant  safety 
inspectors  for  this  type  of  work. 

Three  of  the  patients  seen  during  the  past  year 
have  been  returned  to  modified  jobs.  The  re- 
maining ten  cases  are  still  in  the  planning  or  re- 
training stages.  Since  the  cases  are  preselected, 
with  elimination  of  severely  ill  cardiac  patients, 
there  have  been  no  classifications  of  “unfit  for  any 
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work." 

In  general,  we  have  received  good  cooperation 
from  industry.  However,  we  have  been  informed 
that  one  of  the  local  industries,  as  a result  of  a 
compensation  experience,  is  changing  its  policies 
in  regard  to  hiring  and  rehiring  patients  with  car- 
diovascular disabilities.  This  compensation  case 
was  not  one  that  the  Evaluation  Unit  was  con- 
cerned with,  since  we  do  not  evaluate  open  com- 
pensation cases.  However,  such  experiences  do 
affect  the  attitude  of  the  industrial  community  in 
their  handling  of  cardiacs. 

The  attitude  of  Labor  towards  our  services  has 
been  concerned  with  questions  of  seniority  and 
the  effects  of  job  modifications.  The  vocational 
counselors  of  the  Division  of  Vocational  Rehabil- 
itation, who  implement  the  recommendations  of 
the  Unit,  face  this  aspect  of  the  problem.  In  one 
case  a union  was  helpful  in  returning  a patient  to 
gainful  employment.  This  patient  was  classified 
as  IA  and  was  at  that  time  ineligible  for  active  re- 
habilitation by  the  Division  of  Vocational  Reha- 
bilitation. He  had  been  discharged  from  his  pre- 
vious job  because  be  had  a heart  murmur,  although 
other  nonmedical  factors  were  apparently  in- 
volved in  this  action.  On  the  basis  of  our  report 
the  management  rehired  this  man.  This  illus- 
trates a special  problem  faced  in  rehabilitation  of 
cardiacs.  In  general,  Management  will  make 
room  for  cardiac  patients  who  have  had  long  and 


faithful  service  or  who  are  excellent  workers.  If 
there  is  a poor  work  record,  cardiac  disability  may 
be  a basis  on  which  rehiring  is  refused.  This  fac- 
tor poses  serious  problems  in  the  rehabilitation  of 
certain  cardiac  patients. 

In  conclusion,  it  would  appear  that  a cardiac 
classification  and  work  evaluation  unit  serves  an 
important  function  in  the  community.  In  the 
short  time  of  operation  of  our  Unit  we  have  as- 
sured the  return  to  gainful  employment  of  13 
patients  with  cardiovascular  disease.  We  have 
assisted  in  determining  the  future  plans  of  retrain- 
ing and  work  for  an  additional  ten  patients. 
Thus  far  we  have  been  fortunate  in  that  medical 
accidents  have  not  occurred  in  any  of  our  pa- 
tients, but  this  is  recognized  as  a definite  possibil- 
ity. Dealing  with  patients  with  cardiovascular 
disease,  especially  some  in  the  older  age  group 
(I  would  like  to  point  out  that  our  oldest  patient 
evaluated  is  seventy-four-years  old  and  still  work- 
ing), we  might  expect  some  cardiovascular  acci- 
dent to  occur,  and  it  is  possible  that  it  may  occur 
on  the  job.  We  must  not  allow  such  accidents  to 
discredit  cardiac  rehabilitation. 
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Secretory  and  Clinical  Aspects  of  Achlorhydria  and  Gastric  Atrophy  as  Precursors 

of  Gastric  Cancer 


In  two  studies  carried  out  over  a period  of  ten  and 
a half  years,  12,700  persons  were  given  screening 
tests  to  find  those  judged  to  be  most  likely  to  de- 
velop gastric  cancer.  From  this  general  group, 
3,439  were  found  to  be  achlorhydric  or  hypochlor- 
hydric;  77  others  had  pernicious  anemia.  Of 
those  with  pernicious  anemia,  four  developed  gas- 
tric cancers.  Converted  to  incidence  per  100,000 
pyer  the  age  of  fifty,  this  would  show  a rate  of  1,733, 
qt  almost  22  times  that  expected  in  the  general  popu- 
lation in  the  over-fifty  age  group.  On  the  same 
basis,  the  38  cancers  found  in  the  achlorhydric  and 
hypochlorjiydric  group  represent  an  incidence  four 
and  a hajf  times  that  of  the  normal  population  over 
fifty.  These  results  strongly  support  the  hypothe- 


sis that  there  is  an  etiologic  relationship  between 
achlorhydria  and  atrophic  gastritis  on  the  one  hand 
and  cancer  on  the  other. 

The  authors  believe  their  studies  indicate  practical 
and  effective  criteria  for  determining  which  segments 
of  the  total  population  should  be  followed  in  order  to 
reduce  to  a practical  size  any  mass  cancer  detection 
program.  The  group  over  fifty  should  be  given 
tests  for  achlorhydria  or  hypochlorhydria,  and  those 
found  deficient  should  be  given  gastrointestinal  x- 
rays  at  nine-  to  twelve-month  intervals.  Those 
found  to  have  pernicious  anemia  should  have  GI 
roentgenograms  at  six-month  intervals. — Claude  R. 
Hitchcock,  M.D.,  and  W.  Albert  Sullivan,  M.D., 
Journal  of  the  National  Cancer  Institute,  June,  1957 
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Incidence  of  Buckled  Innominate  Artery  in  a 
Chest  Survey  Program 

E.  EDWARD  BENZIER,  M.D.,  MELVIN  KATZ,  M.D.,  AND  E.  R.  PITMAN,  M.D.,  NEW  YORK  CITY 
{From  the  Kips  Bay  Chest  Clinic , Department  of  Health  of  the  City  of  New  York) 


In  a geriatric  group  survey  by  the  Kips  Bay 
Chest  Clinic  a high  incidence  of  a right  su- 
perior mediastinal  prominence  on  a conventional 
posteroanterior  chest  x-ray  was  observed.  In 
most  cases  the  above  finding  was  finally  ascribed 
to  dilatation,  tortuosity,  or  buckling  of  the  in- 
nominate artery.  These  results  prompted  a re- 
study of  this  specific  group  of  patients  and  a sur- 
vey of  the  literature. 

The  right  superior  mediastinal  border  in  a con- 
ventional chest  x-ray,  a posteroanterior  projec- 
tion, is  formed  by  the  superior  vena  cava  and  the 
innominate  vein.1  If  dilatation,  tortuosity,  or 
buckling  of  the  innominate  artery  occurs  with 
protrusion  to  the  right,  the  innominate  artery 
may  enter  into  formation  of  the  right  superior 
mediastinal  border.  It  may  occur  to  the  left  in 
which  case  it  is  not  visible  on  the  posteroanterior. 
The  prominence  and  configuration  of  the  vascular 
shadow  cast  varies  with  the  degree  of  the  distor- 
tion of  the  size  and  position  of  the  innominate  ar- 
tery. 

A right  superior  mediastinal  mass  may  be  a 
manifestation  of  parenchymal  lung  disease  (either 
inflammatory  or  neoplastic),  superior  mediastinal 
tumor,  retrosternal  tlwroid,  aneurysm  of  the 
aorta  or  carotid  arteries,  or  of  dilatation,  tortu- 
osity, or  buckling  of  the  innominate  artery.  Rec- 
ognition of  a buckled  innominate  artery  will  ob- 
viate much  concern  and  unnecessary  diagnostic 
procedure.  Exploratory  thoracotomy  has  been 
performed  for  a superior  mediastinal  mass  which 
proved  eventually  to  be  a buckled  innominate 
artery. 

A right  superior  mediastinal  prominence  pro- 
duced by  dilatation,  tortuosity,  or  buckling  of  the 
innominate  artery  can  usualfy  be  differentiated  on 
a conventional  chest  x-ray.  The  shadow  is  uni- 
lateral, has  a homogenous  opacity  consistent  with 
other  vascular  densities,  fairly  sharp  borders,  and 
an  apparent  continuity  with  the  ascending  por- 
tion of  the  aortic  arch.  Degenerative  changes  of 
the  aorta  manifested  by  dilatation,  elongation, 


Fig.  1.  Patient  J.  S.  Note  right  paratracheal  density. 


tortuosity,  or  calcification  of  the  wall  were  ob- 
served in  all  our  cases.  Excessive  enlargement 
and  distortion  of  the  vascular  shadow  will  re- 
quire additional  diagnostic  procedures.  Oblique 
and  lateral  chest  x-raj^s  are  usually  unsatisfactory 
because  of  superimposed  shadows  in  the  superior 
mediastinum  on  these  projections.  Fluoroscopy 
is  disappointing  in  that  pulsations  of  the  innomi- 
nate artery  are  rarely  seen  and  when  apparent 
it  is  difficult  to  determine  whether  or  not  they  are 
transmitted.  An  overpenetrated  film  is  of  some 
value  at  times  in  detecting  a scoliosis,  which  oc- 
casionally on  a routine  chest  film  surprisingly 
simulates  a right  superior  mediastinal  mass.  An- 
giocardiography conclusive^  defines  the  vascular 
origin  of  a right  superior  mediastinal  prominence. 

Angiocardiography  was  performed  on  three 
patients.  They  were  eighty-two,  (Figs.  1 and  2), 
seventy-eight  (Figs.  3 and  4),  and  sixty-eight 
(Fig.  5)  years  of  age.  Two  of  them  were  rela- 
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Fig.  2.  Patient  J.  S.  Buckled  innominate  artery- 
demonstrated  with  angiocardiogram. 


Fig.  3.  Patient  M.  B.  Posteroanterior  view  demon- 
strates right  lung  prominence  in  paratracheal  region. 


tively  asymptomatic ; the  other  was  a cardiac  on 
therapy.  The  conventional  chest  x-rays  revealed 
a right  superior  mediastinal  prominence.  Angio- 
cardiography confirmed  the  clinical  impression  of 
buckling  of  the  innominate  artery. 


r 


Fig.  4.  Patient  M.  B.  Angiogcardiogram  demon- 
strates buckled  innominate  artery. 


Fig.  5.  Patient  T.  B.  Prominence  in  right  para- 
tracheal region. 


During  1956  at  the  Kips  Bay  Chest  Clinic  a 
special  survey  of  Department  of  Welfare  clients 
was  conducted.  There  was  a total  of  310  persons 
x-rayed.  Of  these  243  were  over  the  age  of  fifty. 
In  the  entire  group  there  were  12  cases  of  a buck- 
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led  innominate  artery  (2.58  per  cent).  All  of  the 
12  cases  were  in  the  age  group  over  fifty.  Thus, 
in  the  age  group  over  fifty  an  incidence  of  4.9  per 
cent  was  found.  There  were  29  of  the  310  who 
came  from  an  old  age  home.  Of  these  four  had 
buckled  innominate  arteries  (13.8  per  cent). 
This  group  of  persons  were  over  the  age  of  sev- 
enty. The  rising  incidence  of  this  abnormality, 
as  the  age  of  the  group  surveyed  increases,  is  evi- 
dent. 

Hypertension  and  coexisting  degenerative 
changes  in  the  wall  of  the  aorta  may  result  in 
dilatation,  elongation,  and  tortuosity  of  the  ves- 
sel. The  alteration  in  size  and  position  of  the 
thoracic  aorta  produces  an  elevation  of  the  aortic 
arch.  Presumably  the  innominate  artery  is  rela- 
tively fixed  at  the  bifurcation  into  the  subclavian 
artery  and  the  right  common  carotid  artery,  and 
with  elevation  of  the  aortic  arch  buckling  of  kink- 
ing of  the  innominate  artery  occurs.2  There  are 
concomitant  degenerative  and  structural  changes 
in  the  wall  of  the  innominate  artery  contributing 
to  this  phenomenon.  Routine  postmortem  ex- 
aminations do  not  include  studies  of  the  innomi- 
nate arteries.  In  seven  consecutive  autopsies  on 
patients  with  arteriosclerosis  of  the  aorta  ob- 
served by  one  of  the  authors  (M.  K.),  innominate 
artery  arteriosclerosis  was  present  in  all  cases. 

Palpable  and  visible  pulsation  at  the  base  of  the 
neck  on  the  right  side  is  not  an  uncommon  finding 
in  aneurysms  of  the  innominate  artery  or  right 
common  carotid  artery.  It  is  not  fully  appreci- 
ated that  increased  tortuosity,  elongation,  or  buck- 
ling of  these  vessels  may  manifest  themselves  in  a 
similar  manner.  Coulson3  reported  in  1852  an 
eighty-two  year-old  female  with  a pulsatile  tumor 
just  above  the  right  clavicle,  which  proved  on 
postmortem  examination  to  be  a tortuous  right 
common  carotid  artery.  In  1898  Balfour4 reported 
a woman  with  a pulsatile  swelling  in  her  neck, 
who  on  postmortem  examination  had  an  elon- 
gated and  dilated  innominate  artery.  Parkinson5 
et  al.  studied  48  such  cases  and  concluded  that  a 
tortuous,  dilated  innominate  artery  and/or  right 
common  carotid  artery  was  more  often  the  cause 
of  a pulsatile  swelling  of  the  neck  rather  than  an 
aneurysm  of  these  vessels.  Honig,  Dubilier,  and 
Steinberg6  reported  12  cases  of  buckling  of  the  in- 
nominate artery  confirmed  by  angiocardiography. 
Four  of  these  patients  had  visible  and  palpable 
pulsations  on  the  right  side  of  the  neck.  Hsu  and 
Kistin7  reported  16  patients  with  buckling  of  var- 
ious brachiocephalic  arteries,  six  of  whom  had 


angiocardiographic  studies.  All  of  these  patients 
had  a pulsatile  swelling  or  mass  in  the  neck. 
Many  of  the  patients  in  our  series,  particularly 
those  with  hypertension,  exhibited  hyperactive 
arterial  pulsations  of  the  neck  vessel.  This  was  a 
generalized  increase  in  arterial  pulsations  of  the 
neck  vessel,  and  none  could  be  defined  as  having 
localized  pulsations  or  a discernable  mass.  The 
discrepancy  between  our  lack  of  findings  and 
those  reported  above  may  be  due  in  our  series  to 
earlier'  detection  of  cases  and  to  a lesser  degree  of 
structural  abnormality  of  the  innominate  artery. 

Symptoms  and  signs  due  to  compression  of  con- 
tiguous structures  by  an  aneurysm  of  the  innomi- 
nate artery  or  right  common  carotid  artery  have 
been  reported.  They  are  dysphagia,  hoarseness, 
cough,  Horner’s  syndrome,  and  vascular  abnor- 
malities in  the  right  upper  extremity.  Encroach- 
ment on  the  trachea,  with  tracheal  compression 
in  some  cases,  and  posterior  displacement  of  the 
esophagus  have  been  observed.  Mendlowitz8  re- 
ported five  cases  of  unilateral  clubbing  of  the 
fingers  of  the  right  hand  associated  with  innomi- 
nate artery  aneurysm.  In  our  series  several  pa- 
tients revealed  mild  tracheal  displacement  to  the 
left  with  no  evidence  roentgenologically  or  symp- 
tomatically of  tracheal  compression.  One  patient 
had  moderate  posterior  displacement  of  the 
esophagus.  None  of  the  other  signs  or  symptoms 
attributed  to  aneurysmal  dilatation  were  noted. 

Hypertension  has  been  reported  as  a frequent 
finding.  Most  of  our  patients  had  blood  pressure 
in  the  hypertensive  range. 

Dilatation  and  buckling  of  the  innominate 
artery  may  occur  in  the  younger  age  group  in  co- 
arctation of  the  aorta,  luetic  aortitis,  and  pro- 
nounced aortic  insufficiency  of  syphilitic  or  rheu- 
matic origin.  Syphilitic  involvement  of  the  in- 
nominate artery  usually  accompanies  syphilitic 
aortitis.  The  innominate  artery  may  be  elon- 
gated, tortuous,  and  dilated,  at  times  to  aneurys- 
mal dimensions.  In  coarctation  of  aorta  the  in- 
nominate artery  enters  into  the  extensive  collat- 
eral circulation  required  because  of  the  aortic  ob- 
struction. This  may  result  in  enlargement  and 
distortion  of  the  vessel. 

Dilatation,  tortuosity,  and  buckling  of  the  in- 
nominate artery  is  not  an  uncommon  finding  in 
the  older  age  group.  An  increased  occurrence  of 
this  entity  may  be  anticipated  in  view  of  the 
larger  number  of  persons  in  the  older  age  group. 
The  importance  of  differentiating  buckling  of  the 
innominate  artery,  a benign  abnormality,  from 
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lesions  with  a serious  prognosis  is  apparent. 
Roentgenologic  criteria  for  such  differentiation  are 
discussed.  There  were  no  significant  diagnostic 
signs  or  symptoms  other  than  those  seen  on  x-ray 
in  this  series  of  patients.  Angiocardiography 
provides  unequivocal  confirmation  of  structural 
changes  of  the  innominate  artery. 


We  gratefully  acknowledge  the  assistance  of  Dr.  Israel 
Steinberg  of  New  York  Hospital  Cornell  Medical  Center  for 
the  angiocardiography  studies. 
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Overdosage  of  Doriden* 

A Report  of  Three  Cases 

A.  WIGDERSON,  M.D.,  D.  SAMOSTIE.  M.D.,  N.  BRUNNER,  M.D.,  AND  J.  PITTARI,  M.D.,  BROOKLYN, 

NEW  YORK 

{From  the  Department  of  Medicine,  Division  I,  Kings  County  Hospital) 


The  problem  of  Doriden  overdosage  has 
been  encountered  several  times  on  the 
emergency  service  of  Kings  County  Hospital 
within  the  last  two  years.  When  confronted 
with  our  first  case  we  were  able  to  find  very  few 
reports  in  the  medical  literature  pertaining  to 
management  and  prognosis.  As  a result  of  this 
we  were  prompted  to  report  our  findings  and 
management  in  this  condition  in  three  selected 
cases,  together  with  a brief  review  of  the  sub- 
ject. 

Doriden  (alpha-ethyl-alpha-phenyl-glutari- 
mide),  a nonbarbiturate  hypnotic,  has  been  used 
clinically  as  a sedative,  tranquilizer,  hypnotic 
and  anticonvulsant.  It  has  a depressant  action 


* A product  of  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jersey. 


on  the  central  and  autonomic  nervous  systems 
and  a hypnotic  action  like  phenobarbital.  When 
used  in  recommended  therapeutic  doses  of  0.25 
to  0.5  Gm.,  toxic  manifestations  are  uncommon 
and  consist  of  nausea  and  skin  eruptions.1,2 
There  have  been  no  reported  cases  of  hemato- 
poietic or  hepatic  toxicity,  and,  when  taken  as  pre- 
scribed, no  disturbances  of  pulse,  blood  pressure, 
or  respiratory  function  occur. 

The  estimated  lethal  dose  of  Doriden  for  a 70- 
Kg.  male  is  44.0  Gm.3-4  The  largest  recorded 
amount  taken  with  recovery  has  been  42.0  Gm. 
However,  death  has  occurred  with  smaller  doses, 
especially  when  alcohol  or  barbiturates  were  also 
ingested.3,4  The  symptoms  of  overdosage  are 
similar  to  barbiturate  poisoning,  except  for  the 
infrequency  of  respiratory  depression.  The  mild 
cases  present  with  garbled  speech  and  incoordina- 
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tion  of  the  extremities.  Burnstein5  reports  such  a 
case  treated  with  oral  caffeine  and  intramuscular 
injections  of  amphetamine.  Recovery  was  com- 
plete within  four  hours.  In  the  severe  cases  the 
principle  manifestations  are  coma  with  complete 
areflexia,  usually  lasting  up  to  seventy-two  hours, 
hyperpyrexia,  hypotension,  pulmonary  edema, 
cerebral  edema,  and  grand  mal  convulsions.3’4’6 
The  following  case  reports  illustrate  these  fea- 
tures. 

Case  1. — I.  S.,  a fifty-one-year-old  male,  was  ad- 
mitted in  coma  to  the  Emergency  Service  of  Kings 
County  Hospital.  The  patient  was  found  comatose 
by  his  son  after  he  ingested  an  unknown  quantity 
of  Doriden  that  evening.  Physical  examination  re- 
vealed a deeply  comatose  male  with  a pulse  of  80, 
respiratory  rate  of  32,  and  blood  pressure  of  105/70. 
The  pupils  were  small  and  fixed,  the  corneal  reflexes 
were  absent,  the  deep  tendon  reflexes  were  hypo- 
active,  and  there  were  no  Babinski  reflexes.  The 
lungs  were  clear  to  percussion  and  auscultation. 
The  cardiac  rhythm  was  regular  sinus,  and  no  mur- 
murs were  heard.  The  abdomen  was  soft,  and  no 
viscera  or  masses  were  palpable.  Laboratory  studies 
revealed  a hemoglobin  of  14  Gm.  per  cent,  a white 
blood  count  of  8,800  per  cu.  mm.,  a normal  urinalysis, 
a blood  urea  nitrogen  of  18  mg.  per  cent,  a blood 
glucose  of  102  mg.  per  cent,  a chloride  of  102  mEq. 
per  liter,  and  a carbon  dioxide  combining  power  of 
40  volumes  per  cent.  (All  these  results  are  within 
the  normal  range  of  values  for  our  laboratory.) 

The  immediate  therapy  consisted  of  gastric  lavage 
with  tap  water  and  the  administration  of  50  cc.  of 
50  per  cent  glucose  intravenously.  An  intravenous 
infusion  of  5 per  cent  glucose  in  water  was  started, 
and  an  indwelling  catheter  was  inserted.  Vital 
signs  were  noted  every  thirty  minutes,  and  the  in- 
take and  output  charted.  Because  of  shallow  respira- 
tions, an, endotracheal  tube  was  inserted  and  oxygen 
was  administered.  Additional  therapy  consisted  of 
2 liters  of  5 per  cent  glucose  in  water  in  a twenty- 
four-hour  period,  600,000  units  of  procaine  penicillin 
intramuscularly  every  day,  tetracycline  0.1  Gm. 
intramuscularly  every  six  hours,  caffeine  with  so- 
dium benzoate  0.5  Gm.  intravenously  to  be  followed 
by  0.5  Gm.  intramuscularly  every  hour  for  four  hours, 
nasopharyngeal  suction  as  necessary,  and  frequent 
side-to-side  turning. 

In  order  to  maintain  a systolic  blood  pressure 
greater  than  90  mm.,  40  mg.  of  Neo-Synephrine 
were  added  to  each  liter  of  glucose  and  water. 
Ten  hours  after  admission  the  pupillary  reaction  to 
light  returned.  Thirty-four  hours  after  admission 
the  corneal  reflexes  were  elicited.  This  was  followed 
gradually  by  the  return  of  all  the  physiologic  re- 
flexes, and  forty-eight  hours  after  admission  the 
patient  was  able  to  answer  questions. 


The  major  problem  in  management  was  the 
hypotension,  and  this  necessitated  the  use  of  vaso- 
pressors. The  total  duration  of  the  coma  (from 
the  time  of  admission)  was  forty-eight  hours. 
The  first  sign  of  recovery  was  the  return  of  the 
pupillary  reaction  to  light  followed  by  the  corneal 
reflex.  Iatrogenic  complications  of  broncho- 
pneumonia, urinary  tract  infection,  and  cellulitis 
occurred. 

Case  2. — A.  S.,  a forty-four-year-old  female,  was 
admitted  in  coma  after  ingesting  5.5  Gm.  (11  tab- 
lets) of  Doriden  twenty-eight  hours  earlier.  The 
exact  time  as  to  when  the  patient  had  become  coma- 
tose was  not  known.  Examination  revealed  a 
deeply  comatose  female,  with  a pulse  rate  of  92, 
respiratory  rate  of  28,  and  a blood  pressure  of 
108/80.  The  pupils  were  dilated,  equal,  and  reacted 
to  light.  The  corneal  and  deep  tendon  reflexes  were 
absent. 

The  immediate  therapy  consisted  of  gastric  lav- 
age, instillation  of  an  oropharyngeal  airway  with 
suction  as  needed,  nasal  oxygen,  2 liters  of  5 per 
cent  glucose  in  water  to  run  for  twenty-four  hours, 
procaine  penicillin  600,000  units  intramuscularly  per 
day,  and  catheterization.  The  vital  signs  and  the 
intake  and  output  were  recorded.  Over  the  next 
four  hours  the  patient  received  caffeine  with  sodium 
benzoate  0.5  Gm.  intramuscularly,  Nalline  5.0  mg. 
intravenously,  and  amphetamine  sulfate  40.0  mg. 
intravenously.  At  the  end  of  this  period  the  knee 
jerks  had  returned,  and  seven  hours  after  admission 
the  corneal  reflexes  were  elicited.  Subsequently 
caffeine  with  sodium  benzoate  0.5  Gm.  was  admin- 
istered at  hourly  intervals  for  four  doses,  and  twenty 
hours  after  admission  the  patient  came  out  of  coma. 

The  administration  of  amphetamine  sulfate 
caused  a prompt  rise  in  blood  pressure,  which  then 
remained  stable  without  further  medication. 
From  a respiratory  standpoint  no  difficulty  was 
encountered.  The  duration  of  the  coma  in  the 
hospital  was  twenty  hours,  and  recovery  was 
evidenced  by  a return  of  the  knee  jerks  followed 
by  a return  of  the  corneal  reflex.  The  patient 
developed  a pharyngitis,  which  we  felt  was  due 
to  the  airway. 

Case  3.— I.  G.,  a seventy-eight-year-old  male, 
was  admitted  in  coma  one  hour  after  ingesting  6.0 
Gm.  of  Doriden.  The  pulse  rate  was  84,  the  respir- 
atory rate  12,  and  the  blood  pressure  90/60.  The 
pupils  were  fixed,  and  the  corneal  and  deep  tendon 
reflexes  were  absent.  The  therapeutic  regimen  was 
essentially  the  same  as  in  cases  1 and  2.  Because 
of  the  hypotension,  Neo-Synephrine  20  mg.  was 
added  to  each  liter  of  glucose  in  water.  Twenty 
hours  after  admission  picrotoxin  2.0  cc.  intrave- 
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nously  was  administered  every  thirty  minutes  for 
three  doses  with  no  response.  Shortly  thereafter 
amphetamine  sulfate  40.0  mg.  was  given  intrave- 
nously, and  there  was  an  immediate  rise  of  the 
blood  pressure  to  120/70  and  a return  of  the  corneal 
reflex.  The  blood  pressure  was  maintained  over 
the  next  twenty-four  hours  by  administering  amphet- 
amine in  20.0-mg.  doses  on  two  occasions  and  then 
adding  100  mg.  to  one  liter  of  glucose  in  water. 
On  the  third  hospital  day  movements  of  the  eyelids, 
arms,  legs,  and  head  were  noted,  and  sixty  hours 
after  admission  the  patient  was  awake  and  able  to 
answer  questions. 

Hypotension  was  the  major  problem,  and  this 
responded  adequately  to  amphetamine  sulfate. 
The  duration  of  coma  was  sixty  hours,  and  re- 
covery was  evidenced  by  a return  of  the  corneal 
reflex  followed  by  spontaneous  movements  of  the 
extremities  and  finally  pupillary  response  to  light. 
The  patient’s  course  was  complicated  by  the 
development  of  bronchopneumonia,  pharyngitis, 
and  cellulitis  during  therapy. 

Summary 

Therapy  for  Doriden  overdosage  consists 
mainly  of  maintaining  vital  functions  until  the 
patient  has  metabolized  and  eliminated  the  drug. 
Hypotension  appears  to  be  a common  complica- 


tion, and  vasopressors  are  frequently  required. 
We  cannot  draw  any  conclusions  as  to  whether 
the  use  of  amphetamine,  picrotoxin,  or  caffeine 
with  sodium  benzoate  shorten  the  period  of 
coma.  However,  we  suspect  that  this  may  be  the 
case  with  amphetamine  and  have  found  this  drug 
particularly  useful  in  maintaining  the  vital  func- 
tions. 

In  addition  to  careful  observation  of  the  vital 
functions,  therapy  in  each  case  consisted  of 
gastric  lavage,  maintenance  of  an  airway,  ad- 
ministration of  oxygen,  nasopharyngeal  suction, 
catheterization,  frequent  turning,  and  anti- 
biotics. The  fluid  intake  was  limited  to  2 liters 
per  twentj-four  hours,  because  of  the  potential 
hazard  of  pulmonary  and  cerebral  edema. 
Attention  should  be  called  to  the  frequency  of 
complications,  consisting  in  our  cases  of  broncho- 
pneumonia, pharyngitis,  and  urinary  tract  in- 
fection. 
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The  Risk  of  Delivery  by  Appointment 


Because  of  obvious  conveniences  both  to  patient 
and  physician,  elective  induction  of  labor  without 
medical  indications  has  gained  in  popularity.  As- 
suming the  wisdom  of  occasional  unbiased  reap- 
praisal of  the  safety  of  such  a procedure  and  of  its  in- 
dications and  contraindications,  the  author  surveys 
his  own  experience  and  the  literature  for  a total  of 
17,717  inductions  of  labor.  While  there  are  cer- 
tain risks,  he  says,  these  can  be  minimized  by  ob- 
serving prerequisites  and  contraindications  in  case 
selection  as  follows:  (a)  Prerequisites. — (1)  Multi- 
gravida  status,  (2)  induction  within  one  week  of  esti- 
mated date  of  confinement,  (3)  presenting  part 
should  be  a vertex,  (4)  vertex  should  be  fixed  in  the 
pelvis,  (5)  adequate  pelvis,  (6)  cervix  at  least  50 
per  cent  effaced  and  partially  dilated,  (7)  lower  uter- 


ine segment  should  be  thin. 

(6)  Contraindications . — (1)  Contracted  pelvis, 
(2)  abnormal  presentation,  (3)  small  baby,  (4)  ab- 
normal rates  or  rhythm  of  fetal  heart,  (5)  postmatu- 
rity, (6)  pituitary  extract  should  not  be  used  when 
patient  is  over  thirty-five;  when  patient’s  parity  is 
five  or  more;  or  when  uterus  is  overdistended.  The 
author  adds  that  when  these  prerequisites  and  con- 
traindications are  rigidly  observed,  risk  of  delivery 
by  appointment  should  be  minimal  for  both  mother 
and  infant.  Yet  there  is  a risk,  and  the  author 
agrees  with  other  students  who  feel  that  the  proce- 
dure should  be  recommended  only  when  there  is  a 
definite  indication  for  termination  of  pregnancy. — 
J.  Edward  Hall , M.D.,  Chicago  Medical  Society 
Bulletin , July  13,  1957 
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( From,  the  Division  of  Cardiology,  Department  of  Medicine,  the  Mount  Sinai  Hospital ) 


There  appears  to  be  general  agreement  as  to 
the  effectiveness  of  anticoagulants  in  the 
prophylaxis  and  treatment  of  venous  thrombosis 
and  pulmonary  embolism.  Yet  after  twelve 
years  of  almost  uniformly  favorable  controlled 
studies  of  anticoagulants  in  acute  myocardial 
infarction,  their  value  for  this  condition  is  con- 
tinually challenged.  One  group  of  physicians, 
of  whom  Dr.  Evans  of  London  may  be  regarded  as 
a most  outspoken  and  literate  representative,  is 
entirely  opposed  to  their  use.  He  has  expressed 
his  vigorous  antipathy  by  the  statement,  “That 
anticoagulant  treatment  in  coronary  occlusion 
will  go  the  way  of  other  discarded  remedies  is 
certain.  Let  it  go  soon,  let  it  go  now,  before 
remorse  weighs  too  heavily  on  those  who  may 
continue  for  a little  time  longer  to  advocate  its 
use.”1  Representing  a second  viewpoint,  Russek 
and  Zohman2  accept  the  value  of  anticoagulants 
in  the  treatment  of  patients  with  acute  myo- 
cardial infarction  but  believe  that  it  is  limited  to 
a minority  of  patients  who  represent  a “poor 
risk,”  and  they  further  maintain  that  these  poor 
risk  patients  can  be  accurately  identified  when 
first  studied. 

Finally,  most  of  the  active  investigators  in  the 


field  recommend  that  all  patients  with  acute 
myocardial  infarction  be  treated  with  anticoagu- 
lants provided  that  there  are  competent  labora- 
tory facilities  and  a physician  skilled  in  the  ad- 
ministration of  these  drugs. 

Despite  all  the  expressed  criticism,  antico- 
agulant therapy  is  now  more  widely  used  than 
ever  before,  not  merely  for  venous  thrombosis 
and  pulmonary  embolism  but  for  acute  myo- 
cardial infarction  and  systemic  arterial  embolism. 
More  recently  it  has  been  used  for  long-term 
management  after  myocardial  infarction  and  even 
for  angina  pectoris  and  so-called  premonitory 
pain.  This  is  due  in  part  to  the  reduction  in  the 
difficulties  and  risk  of  using  these  drugs  because 
of  the  increased  skill  of  physicians  in  their  ad- 
ministration, more  and  better  laboratory  facili- 
ties, and  better  control  of  hemorrhagic  complica- 
tions, especially  since  the  availability  of  vitamin 
Ki.  Their  increased  usage  is  due  also  to  the  recog- 
nition that  although  thrombosis  and  embolism, 
particularly  coronary  thrombosis  and  its  con- 
sequences, account  for  the  majority  of  deaths 
in  adult  life,  there  is  no  other  agent  which  has 
given  promise  of  effective  prevention  or  treat- 
ment. 
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Anticoagulants  in  Acute 
Myocardial  Infarction 

The  use  of  anticoagulants  in  the  treatment  of 
acute  myocardial  infarction  was  originally  based 
on  theoretic  considerations  and  experimental 
observations.  Subsequent  clinical  and  post- 
mortem observations  have  added  strong  statis- 
tical confirmation  of  their  effectiveness. 

The  applicability  of  anticoagulants  to  myo- 
cardial infarction  presumes  that  the  infarct  is 
secondary  in  the  great  majority  of  cases  to  a 
coronary  arterial  thrombosis.  For  it  is  the  ex- 
tension, retrograde  propagation,  or  secondary 
formation  of  a coronary  arterial  thrombus  that 
anticoagulants  might  be  expected  to  prevent  or 
inhibit.  Although  myocardial  infarction  or 
necrosis  may  be  caused  in  a minority  of  instances 
by  hemodynamic  factors  producing  myocardial 
ischemia  without  coronary  occlusion,  the  necrosis 
is  usually  patchy  or  limited  to  the  subendocar- 
dium, whereas  the  commonly  diagnosed  classic 
type  of  transmural  myocardial  infarction  is  al- 
most always  due  to  a coronary  artery  thrombosis. 

Several  pathologists  have  emphasized  the 
frequency  with  which  intimal  hemorrhages  have 
been  responsible  for  coronary  occlusion.3-5  If 
this  were  so,  anticoagulants  should  be  regarded 
as  contraindicated  rather  than  beneficial.  How- 
ever, intimal  hemorrhages  only  rarely  appear  to 
cause  coronary  occlusion  by  an  intimal  hematoma 
and  obstructive  swelling  of  the  wall.  When 
intimal  hemorrhage  appears  to  be  concerned  in 
coronary  occlusion,  it  damages  the  endothelial 
lining,  thus  predisposing  to  or  precipitating  a 
coronary  thrombosis.  Under  such  circumstances 
anticoagulants  may  still  be  effective  in  inhibiting 
the  growth  and  propagation  of  the  thrombus 
without  significantly  affecting  subendothelial 
intimal  bleeding  or  clotting. 

Mural  thrombi  form  frequently  within  the  left 
ventricle  on  the  endocardial  surface  overlying  the 
infarct  and  may  be  the  source  of  systemic  arterial 
emboli  which  are  disabling  and  often  fatal. 
Anticoagulants  may  prevent  the  formation  and 
even  possibly  the  mobilization  of  such  mural 
thrombi.  The  inactivity  of  bed  rest  necessitated 
by  an  acute  myocardial  infarction,  as  well  as  the 
disturbances  in  blood  flow  associated  with  acute 
myocardial  infarction,  predispose  to  stasis  and 
venous  thrombosis  in  the  lower  extremities, 
which  in  turn  may  give  rise  to  pulmonary  em- 
bolism. To  the  extent  that  pulmonary  em- 


bolism is  a significant  factor  in  the  morbidity  or 
mortality  after  acute  myocardial  infarction, 
anticoagulants  may  be  regarded  as  potentially 
beneficial,  inasmuch  as  their  value  in  the  pre- 
vention and  treatment  of  thrombophlebitis  and 
pulmonary  embolism  is  generally  accepted. 

The  desirability  of  using  anticoagulants  in  the 
treatment  of  coronary  thrombosis  and  myo- 
cardial infarction  was  given  impetus  by  the 
studies  of  Best6  and  associates  on  the  effect  of 
heparin  on  experimental  coronary  thrombosis 
and  mural  endocardial  thrombi.  Intravascular 
coronary  artery  clots  could  be  produced  con- 
sistently by  a variety  of  mechanical  and  chemical 
methods,  such  as  by  injecting  a solution  of  sodium 
ricinoleate  into  an  isolated  coronary  artery. 
However,  thrombosis  occurred  rarely  if  the  ani- 
mal was  heparinized  before  the  injection  and  if 
the  heparinization  was  maintained  until  after 
the  experiment  was  concluded.  Similarly,  large 
mural  thrombi  could  be  produced  with  regularity 
by  ligation  of  a coronary  artery  followed  by  sub- 
endocardial injection  of  the  sodium  ricinoleate 
solution.  No  mural  thrombi  developed  if  the 
animals  were  heparinized  before  the  beginning 
of  the  experiment. 

Clinical  support  for  the  effectiveness  of  anti- 
coagulants in  acute  myocardial  infarction  has 
come  from  the  reported  studies  of  many  inves- 
tigators in  this  country  and  throughout  the  world. 
At  the  International  Conference  on  Thrombosis 
and  Embolism  at  Basel  in  1954,  a panel  of  11 
distinguished  investigators  from  eight  different 
countries  agreed  unanimousty  that  anticoagulant 
drugs  should  be  given  to  every  patient  with  acute 
myocardial  infarction  unless  there  were  contra- 
indications.7 There  are  now  at  least  50  reports 
from  medical  centers  throughout  the  world  in- 
dicating that  the  mortality  rate  and  the  incidence 
of  thrombo-embolic  complications  in.  acute  myo- 
cardial infarction  are  substantially  diminished 
when  anticoagulants  are  administered.  In  gen- 
eral, there  has  been  a remarkably  consistent 
finding  that  among  patients  receiving  antico- 
agulants the  mortality  rate  is  reduced  by  one- 
third  to  one-half  that  among  patients  who  do  not 
receive  anticoagulant  therapy  and  that  the  re- 
duction in  thrombo-embolism  is  even  more  strik- 
ing. 

The  findings  in  22  of  the  reported  studies  are 
shown  in  Table  I from  the  monograph  of  Wright, 
Marple,  and  Beck.8  One  series  of  the  1,031 
cases  was  studied  cooperatively  by  teams  in  16 
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TABLE  I.— Mortality  Rates  in  Acute  Myocardial  Infarction  With  and  Without  Anticoagulants  in  Cooperative 
Series  of  Wright  et  al.  and  21  Other  Series  of  Cases  (after  Wright,  Marple,  and  Beck8) 


Number  of  Percentage  of 

✓ Patients  Observed ■.  - Patients  Dying ■> 

Control  Treated  Control  Treated 

Author  (s)  Group  Group  Group  Group 


1. 

Wright  et  al. 

442 

589 

23.4 

16.0 

2. 

Beckwith  and  Gage 

100 

108 

28.0 

16.7 

3. 

Bresnick  et  al. 

128 

122 

12.5 

18.9 

4. 

Carmichael  and  Oetting 

43 

30 

16.3 

13.3 

5. 

Feldman  et  al. 

Includes  deaths  in  48  hours 

* 

76 

76 

30.3 

30.3 

Excludes  deaths  in  48  hours 

70 

67 

24.3 

20.9 

6. 

Furman  et  al. 

261 

82 

40.2 

15.9 

7. 

Greisman  and  Marcus 

100 

75 

35.0 

9.3 

8. 

Hilton  et  al. 

38 

38 

23.7 

13.2 

9. 

Holten 

256 

174 

35.9 

22.4 

10. 

Louden,  Pease,  and  Cooke 

125 

75 

40.8 

25.3 

11. 

Manchester  and  Rabkin 

150 

150 

28.0 

12.0 

12. 

Mullins  et  al. 

120 

174 

22.5 

7.5 

13. 

Parker  and  Barker 

100 

100 

13.0 

11.0 

14. 

Peters,  Doenges,  and  Brambel 

86 

110 

25.6 

10.9 

15. 

Rashkoll  et  al. 

145 

142 

26.2 

12.7 

16. 

Richter,  Del  Nunzio,  and  Swiller 

150 

150 

33.3 

11.3 

17. 

Schilling 

60 

60 

40.0 

16.7 

18. 

Shnur 

81 

24.0 

23.7 

19. 

Smith,  Keyes,  and  Denham 

731 

189 

25.6 

14.3 

20. 

Tulloch  and  Gilchrist 

84 

70 

40.5 

22.9 

21. 

Vander  Veer,  Marshall,  and  Kuo 

51 

35 

35.3 

8. 

22. 

Zeluff  and  Field 

Includes  deaths  in  48  hours 

100 

80 

40.0 

25.0 

Excludes  deaths  in  48  hours 

83 

70 

27.7 

14.3 

All  series  except  Wright  et  al. 

2,812 

1,924 

29.5 

14.8 

All  Series 

3,254 

2,513 

28.7 

15.0 

hospitals  under  the  supervision  of  the  Committee 
on  Anticoagulants  of  the  American  Heart  As- 
sociation, headed  by  Dr.  Irving  Wright.  In  this 
combined  series  there  were  442  cases  in  the  con- 
trol group  (patients  admitted  on  even  days)  and 
589  cases  in  the  group  receiving  anticoagulants 
(patients  admitted  on  the  odd  days).  The 
mortality  rate  was  23.4  per  cent  in  the  control 
group  and  16  per  cent  in  the  treated  group.  The 
contrast  is  more  impressive  if  one  excludes 
deaths  in  the  first  three  days  before  anticoagu- 
lant therapy  could  have  become  effective  and 
during  which  more  than  one  third  of  the  deaths 
in  the  anticoagulant-treated  group  occurred. 
From  the  fourth  day  of  anticoagulant  therapy 
to  four  days  after  the  last  dose  the  mortality  rate 
was.  17.4  per  cent  in  the  untreated  and  only  9.5 
per  cent  in  the  treated  group. 

In  the  21  studies  other  than  that  of  the  Com- 
mittee on  Anticoagulants,  18  disclosed  a striking 
reduction  in  the  mortality  rates  among  patients 
who  received  anticoagulants.  The  other  three 
series  will  be  discussed  later.  In  the  combined 
21  series  there  were  2,812  cases  of  myocardial 
infarction  in  the  control  group  and  1,924  cases 
in  the  anticoagulant-treated  group.  The  mor- 
tality rate  was  29.5  per  cent  in  the  control  group 
and  half  as  much,  or  14.8  per  cent,  in  the  treated 


group.  A review  of  the  data  from  the  individual 
series  will  disclose  that  this  total  figure  is  not  due 
to  weighting  by  one  or  two  strikingly  favorable 
reports  but  rather  that  there  is  a uniform,  regular 
reduction  of  mortality  in  each  series  of  from  one- 
half  to  one-third  in  the  treated  groups,  except  for 
lesser  reductions  in  two  small  series,  two  addi- 
tional series  in  which  the  mortality  rates  were 
identical,  and  one  in  wdiich  it  was  less  in  the 
control  group. 

The  effect  of  anticoagulants  on  thrombo- 
embolic complications  is  especially  significant 
since  any  benefit  of  anticoagulants  in  acute 
myocardial  infarction  would  appear  to  depend 
chiefly  on  their  influence  on  thrombosis  and  em- 
bolism. In  the  cooperative  series  studied  by  the 
Committee  on  Anticoagulants,  thrombo-embolic 
complications  developed  in  26  per  cent  of  the 
442  control  cases  during  the  six-week  period  of 
observation,  as  contrasted  with  only  11  per  cent 
of  the  589  treated  cases.  The  results  were  even 
more  favorable  to  anticoagulants  with  respect  to 
cerebral,  visceral,  and  peripheral  emboli,  which 
are  more  accurately  diagnosed  than  pulmonary 
emboli.  The  incidence  of  the  former  among  the 
treated  patients  was  less  than  one  sixth  of  that 
among  the  controls.  A study  of  the  thrombo- 
embolic complications  during  comparable  periods 
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of  the  illness  indicated  that  the  difference  in  in- 
cidence was  significant  only  during  those  portions 
of  the  total  illness  when  anticoagulants  were  in 
effect.  Since  death  in  acute  myocardial  infarc- 
tion results  from  other  conditions  besides  throm- 
bo-embolic  complications,  the  substantial  reduc- 
tion in  thrombo-embolic  complications  was  re- 
flected only  partly  in  a reduced  death  rate. 
Not  only  was  the  death  rate  higher  in  the  un- 
treated patients  than  in  those  treated  with  anti- 
coagulants, but  also  a much  higher  percentage  of 
the  deaths  was  due  to  thrombo-embolic  compli- 
cations in  the  untreated  group.  Similar  re- 
ductions in  thrombo-embolic  complications  were 
reported  by  investigators  in  other  countries; 
e.g.,  Beaumont9  observed  an  incidence  of  40  per 
cent  of  such  complications  among  the  control 
cases  as  compared  with  5 per  cent  among  the 
anticoagulant-treated  cases,  and  Koller10  re- 
ported thrombo-embolic  complications  in  34 
per  cent  of  the  treated  and  10  per  cent  of  the 
untreated. 

The  beneficial  effect  of  anticoagulants  on 
thrombo-embolism  is  also  supported  by  the 
findings  on  postmortem  examination.  Wright 
and  associates8  found  mural  thrombi  in  63  per 
cent  of  48  untreated  patients  and  in  only  32  per 
cent  of  the  treated  patients.  Similar  favorable 
reports  were  made  by  Kissane  and  associates,11 
who  found  mural  thrombi  in  48  per  cent  of  121 
untreated  fatal  cases  and  in  only  26  per  cent  of 
191  treated  cases,  and  more  recently  by  Glueck 
and  associates,12  who  found  mural  thrombi  in 
41  per  cent  of  the  untreated  and  only  23  per  cent 
of  the  treated  cases. 

According  to  the  observations  of  Lee  and 
O’Neal,13  anticoagulants  failed  to  inhibit  mural 
thrombus  formation  and  pulmonary  and  systemic 
arterial  emboli  unless  they  were  given  within 
three  days  after  the  onset  of  the  myocardial  in- 
farction. This  may  have  to  be  taken  into  ac- 
count when  considering  some  of  the  reports  that 
there  was  no  significant  reduction  in  the  incidence 
of  thrombo-embolism  after  the  use  of  anticoagu- 
lants. 

Reasons  for  Skepticism  or  Criticism 
of  Evidence  for  Anticoagulants 

The  evidence  for  the  value  of  anticoagulants 
appears  to  be  so  convincing  that  one  may  wonder 
why  there  remains  a hard  core  of  skepticism  and 
opposition  to  their  use.  All  of  the  reasons  pro- 
posed for  their  use  have  been  challenged.  The 


theoretic  concept  that  anticoagulant  drugs  are 
necessarily  antithrombotic  has  been  questioned. 
Neither  the  process  of  coagulation  nor  that  of 
intravascular  thrombosis  in  vivo  is  fully  under- 
stood. Circulatory  stasis  and  vascular  endo- 
thelial damage,  as  well  as  coagulation  of  blood, 
are  involved  in  the  process  of  thrombosis. 
Although  heparin  and  the  oral  anticoagulants 
all  inhibit  clotting,  there  is  evidence  that  heparin 
may  have  an  antithrombotic  effect  when  the  oral 
anticoagulants,  such  as  Dicumarol,  do  not. 
Wessler  etal .14  observed  that  even  after  a marked 
reduction  in  prothrombin  and  proconvertin  had 
been  induced  by  Dicumarol,  venous  thrombosis 
in  isolated  segments  of  dogs’  jugular  veins  was 
not  prevented.  Furthermore,  in  a few  animals 
in  which  there  was  partial  inhibition  of  throm- 
bosis there  was  no  satisfactory  correlation  with 
the  degree  of  reduction  of  the  prothrombin  and 
proconvertin  activity  of  the  blood.  On  the 
other  hand,  moderate  prolongation  of  the  circu- 
lation time  by  heparin  completely  blocked  the 
experimental  intravenous  thrombosis.  Thus  the 
fact  that  the  oral  anticoagulants  used  in  cases  of 
coronary  thrombosis  have  an  anticoagulant  effect 
as  measured  in  vitro  does  not  necessarily  denote 
that  they  are  antithrombotic  in  vivo. 

Anticoagulants  cannot  be  expected  to  dissolve 
the  initial  coronary  thrombus  which  is  respon- 
sible for  the  myocardial  infarct  and  the  subsequent 
clinical  events.  There  is  no  acceptable  evidence 
that'  the  anticoagulants  prevent  further  propa- 
gation of  this  thrombus  or  that  such  propa- 
gation after  the  myocardial  infarct  has  occurred 
is  an  important  factor  in  the  subsequent  course. 
The  data  on  the  effect  of  anticoagulants  on 
thrombo-embolic  complications  are  suspected 
both  because  of  the  tremendous  variation  in  the 
reported  incidence  and  because  of  the  difficulties 
in  the  clinical  diagnosis.  Notably  in  regard  to 
phlebothrombosis  of  the  lower  extremities  and 
pulmonary  embolism  there  is  a possibility  of 
bias  in  interpreting  nonspecific  symptoms  and 
signs. 

Finally,  doubt  is  engendered  by  even  the  most 
favorable  reports  on  anticoagulants  which  indi- 
cate that  thrombi  and  emboli,  though  reduced  in 
frequency,  do  occur  despite  the  administration  of 
anticoagulants.  In  some  of  the  postmortem 
studies  there  is  no  significant  reduction  in  mural 
thrombi.  In  some  the  incidence  of  thrombosis 
is  unaltered,  whereas  that  of  embolization  is 
reduced,  suggesting  that  the  mobilization  rather 
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than  the  formation  of  thrombi  is  prevented.  It  is 
difficult  to  understand  the  mechanism  by  which 
the  anticoagulants  would  produce  this  paradoxic 
effect.  Some  of  the  studies  suggest  that  only 
pulmonary  embolism  is  significantly  inhibited. 
But  of  course  prevention  of  pulmonary  embolism 
may  significantly  influence  the  clinical  course  and 
outcome.  Not  only  thrombo-embolism  but  also 
shock,  pulmonary  edema,  ventricular  fibrillation 
and  cardiac  standstill,  congestive  heart  failure, 
and  rupture  of  the  heart  are  important  causes  of 
death  in  acute  myocardial  infarction.  One 
would  not  expect  anticoagulants  to  reduce  the 
mortality  due  to  these  complications  of  myocar- 
dial infarction,  especially  since  they  cause  most 
deaths  in  the  first  seventy-two  hours.  In  the 
most  frequent  studies  of  anticoagulants  which 
were  made  with  Dicumarol,  effective  antico- 
agulation was  rarely  accomplished  within  the 
first  three  days  of  the  illness. 

If  these  theoretic  objections  are  valid,  the 
consistent  reduction  in  mortality  rate  whenever 
anticoagulants  are  used  suggests  that  the  reported 
benefit  may  be  due  not  entirely  to  their  effect  on 
coagulation  or  even  on  thrombosis  but  to  some 
other  factor  which  favorably  influences  the  course 
of  myocardial  infarction.  It  has  been  noted  that 
not  only  is  heparin  more  effective  than  Dicumarol 
in  preventing  experimental  thrombosis,  but  also 
it  appears  to  have  reduced  the  incidence  of 
thrombo-embolism  in  clinical  studies  with  doses 
which  had  a relatively  small  anticoagulant  effect. 
The  report  that  anticoagulants  increase  the 
coronary  blood  flow  has  not  been  confirmed. 
The  reduction  in  mortality  in  cases  treated  with 
anticoagulants  has  been  associated  with  a dimi- 
nution in  deaths  from  shock  as  well  as  from 
thrombo-embolism.15-16  Another  possible  effect 
of  anticoagulants  was  reported  by  Wright  and 
Kubik17  who  observed  complete  recanalization  of 
experimentally  thrombosed  femoral  arteries 
within  three  to  four  weeks  when  the  prothrombin 
activity  was  greatly  reduced  by  anticoagulants, 
whereas  arterial  obstruction  persisted  for  months 
in  controls  untreated  with  anticoagulants. 

The  reports  on  the  effects  of  anticoagulants  in 
myocardial  infarction  have  been  criticized  on  the 
ground  that  the  double-blind  technic  was  not 
employed.  This  criticism  implies  bias  in  the 
clinical  interpretation  of  symptoms  and  signs  of 
thrombosis  and  embolism  and  even  in  the  dili- 
gence with  which  such  symptoms  and  signs  are 
sought  in  the  untreated  as  compared  with  the 


treated  groups  of  patients.  On  the  other  hand, 
it  is  difficult  to  believe  that  such  bias  plays  a 
significant  role  in  the  survival  or  fatal  outcome  of 
patients  with  acute  myocardial  infarction  in  the 
reports  of  mortality  statistics  or  in  the  postmor- 
tem studies  of  the  incidence  of  mural  thrombosis 
or  systemic  and  pulmonary  emboli.  Further- 
more, despite  criticism  of  the  reports  of  the  bene- 
ficial action  of  the  anticoagulants  in  myocardial 
infarction,  it  would  be  difficult  at  this  time  to 
carry  out  such  a double-blind  test  because  of 
widespread  opposition  of  patients  and  physicians 
to  omission  of  the  anticoagulants. 

Perhaps  the  most  serious  criticism  of  claims 
favoring  the  use  of  anticoagulants  refers  to  the 
selection  of  patients  as  controls  or  for  treatment 
with  anticoagulants.  Obviously  the  exact  match- 
ing of  control  and  treated  series  of  cases  is  the 
cornerstone  of  statistical  claims  for  the  beneficial 
action  of  anticoagulants.  Acute  myocardial 
infarction  is  a disease  of  extremes  in  severity  and 
course.  Mortality  rates  of  1 to  5 per  cent  in  some 
series  of  cases  contrast  with  mortality  rates  of  50 
per  cent  or  more  in  others.  The  matching  of 
cases  by  age  and  sex  is  unsatisfactory  because 
severity  of  illness  is  a much  more  important  deter- 
minant of  the  outcome  and  is  largely  independent 
of  age  and  sex.  Matching  of  cases  by  severity 
might  result  in  a better  study  of  control  and 
treated  cases,  but  severity  cannot  be  accurately 
determined  at  the  onset  of  the  illness  when 
administration  of  the  anticoagulants  should  be 
started.  Consequently,  matching  of  cases  has 
been  best  performed  by  random  selection  of 
sufficiently  large  numbers  of  cases. 

In  most  of  the  controlled  studies  anticoagulants 
were  given  to  alternate  patients;  in  others  they 
were  administered  to  patients  admitted  on  alter- 
nate days.  It  has  been  objected  that  in  the  well- 
known  study  of  the  Committee  on  Anticoagulants 
of  the  American  Heart  Association,  the  larger 
number  of  treated  than  control  patients  in  private 
or  semiprivate  rooms  or  w ith  private  duty  nurses 
(41  per  cent  as  compared  to  35  per  cent),  and  the 
larger  number  of  admissions  on  the  odd  days  when 
treatment  was  administered  than  on  even  days 
when  patients  admitted  were  not  to  be  given 
these  drugs  (589  treated  cases  versus  442  con- 
trols), indicated  that  some  factor  of  active  selec- 
tion was  operative  and  that  the  division  of  cases 
into  treated  and  controls  was  not  entirely  based 
on  random  sampling.18  The  implication  is  that 
patients  admitted  to  private  rooms  or  receiving 
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private  nursing  are  more  likely  to  recover  either 
because  of  more  skillful  medical  and  nursing  care 
or  because  they  are  less  severely  ill.  It  is  prob- 
able that  these  implications  are  erroneous  and 
that  some  other  factor  accounts  for  the  slight 
deviation  from  random  sampling  of  the  treated 
and  control  cases.  Such  a factor  is  suggested  by 
a similar  study  at  the  Mount  Sinai  Hospital  in 
which  ward  patients  admitted  to  one  of  two  al- 
ternate medical  services  served  as  controls,  while 
patients  admitted  to  the  other  service  on  alter- 
nate days  received  anticoagulants  for  acute 
myocardial  infarction.19  As  physicians  on  the 
staff  and  in  the  community  became  aware  of  this 
policy,  many  of  them,  including  a number  who 
had  expressed  skepticism  as  to  the  effectiveness 
of  anticoagulants,  hastened  or  delayed  admission 
of  their  patients  with  myocardial  infarction, 
particularly  those  who  were  most  severely  ill,  in 
order  to  have  them  admitted  on  the  day  when 
anticoagulants  would  be  administered.  Thus 
the  degree  of  selection  imposed  on  the  investiga- 
tors from  without  tended  to  obscure  the  favorable 
effects  of  anticoagulants  because  more  of  the 
severely  ill  patients  were  treated  than  were 
used  as  controls.  Nevertheless,  the  mortality 
rate  was  26.2  per  cent  in  the  untreated  and  only 
12.7  per  cent  in  the  treated  group  of  patients. 
Thrombo-embolisms  occurred  in  26  per  cent  of 
the  controls  and  14  per  cent  of  the  treated  pa- 
tients. That  such  a factor  may  have  been  op- 
erative in  the  choice  of  cases  treated  by  the  Com- 
mittee on  Anticoagulants  is  indicated  by  the 
observation  that  31  per  cent  of  the  treated 
cases  but  only  26  per  cent  of  the  untreated  were 
evaluated  as  “severe”  at  the  onset. 

Although  the  vast  majority  of  studies  show  a 
consistent  reduction  in  mortality  when  anti- 
coagulants were  used  in  the  treatment  of  acute 
myocardial  infarction,  skeptics  have  pointed  to 
a few  studies  which  reported  no  such  benefit. 
None  of  these  studies,  of  which  three  are  noted 
in  Table  I,  are  as  impressive  as  the  studies  favor- 
ing the  use  of  anticoagulants.  Feldman  et  al.20 
studied  76  patients  treated  with  anticoagulants 
as  compared  with  76  controls.  This  is  too  small 
a number  of  cases  to  permit  valid  statistical 
conclusions  in  a disease  of  extremely  variable 
course.  There  was  an  identical  mortality  of  30 
per  cent  in  both  groups.  When  patients  who 
died  within  forty-eight  hours  (i.e.,  before  anti- 
coagulants became  effective)  were  excluded  from 
both  groups,  the  mortality  of  21  per  cent  in  the 


treated  group  was  somewhat  lower  than  the 
25  per  cent  mortality  in  the  untreated  group.  A 
greater  number  of  patients  with  a history  of 
angina  pectoris  and  a mortality  of  56  per  cent  in 
the  treated  group  suggested  the  inclusion  of  more 
seriously  ill  patients  in  this  group. 

The  study  of  Bresnick  and  associates21  at  the 
Boston  City  Hospital  is  the  only  reported  study 
showing  a higher  mortality  rate  among  those 
treated  with  anticoagulants  (18.9  per  cent)  than 
among  the  untreated  cases  (12.5  per  cent). 
However,  some  benefit  from  anticoagulants  is 
suggested  by  the  lower  incidence  of  thrombo- 
embolic complications  among  the  treated  patients 
and  especially  by  the  observation  that  thrombo- 
embolism accounted  for  37.5  per  cent  of  the 
deaths  among  the  untreated  cases  as  compared 
with  only  17.4  per  cent  among  the  treated.  This 
study  is  unacceptable  as  a controlled  study  since 
anticoagulants  were  administered  out  of  turn  to 
some  of  the  more  severely  ill  patients.  Further- 
more, the  authors  stated  that  the  “apparent  in- 
efficiency of  the  anticoagulant  was  due  for  the 
most  part  to  generally  inadequate  control  of 
prothrombin  levels.”  On  the  other  hand,  post- 
mortem examination  of  treated  and  control  cases 
revealed  a favorable  effect  of  Dicumarol  in  re- 
ducing the  incidence  of  thrombo-embolic  mani- 
festations when  therapeutic  levels  of  prothrombin 
activity  were  maintained. 

The  third  report  is  by  Schnur,22  who  has  been 
one  of  the  most  outspoken  critics  of  anticoagulant 
therapy  in  acute  myocardial  infarction,  although 
his  observations  were  not  based  on  a controlled 
study  using  the  alternate  case  method.  By  re- 
viewing the  mortality  rates  of  acute  myocardial 
infarction  in  the  ten  years  prior  to  anticoagulant 
therapy,  Schnur  determined  the  expected  mor- 
tality for  various  degrees  of  severity  of  the  disease 
according  to  a pathologic  index  rating  based  on 
numerical  values  assigned  to  various  clinical 
manifestations  or  complications  at  the  time  of 
admission.  These  ratings  were  made  retro- 
spectively by  a study  of  the  clinical  records  of  the 
treated  and  the  control  patients.  The  mortality 
in  the  treated  cases  was  virtually  identical  with 
that  predicted  from  the  mortality  rate  in  the 
control  group.  The  records  of  patients  hospital- 
ized during  the  ten  years  prior  to  anticoagulant 
therapy  cannot  be  regarded  as  a satisfactory 
control  for  subsequently  treated  patients.  One 
may  also  question  the  reliability  of  the  patho- 
logic index  rating  as  a basis  for  predicting 
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expected  mortality  in  the  treated  patients, 
especially  when  the  ratings  are  made  retro- 
spectively from  clinical  records  without  direct 
observation  and  care  of  the  patient.  This  study 
was  also  unsatisfactory  because  according  to  the 
author,  anticoagulant  therapy  was  used  inef- 
fectively, as  indicated  by  an  inadequate  reduction 
in  the  prothrombin  activity. 

It  is  thus  apparent  that  with  few  exceptions  the 
numerous  reports  of  the  effect  of  anticoagulant 
on  the  mortality  rate  in  acute  myocardial  in- 
farction have  consistently  disclosed  a reduction 
in  mortality  of  at  least  one-third  to  one-half  below 
that  in  untreated  control  cases.  In  these  studies 
control  and  treated  patients  were  chosen  al- 
ternately and  as  near  random  selection  was 
carried  out  as  was  practicable.  On  the  other 
hand,  in  the  few  series  which  showed  little  or  no 
value  of  anticoagulants,  the  number  of  cases  was 
too  small  for  proper  evaluation,  matching  of 
cases  was  unsatisfactory,  severely  ill  patients 
were  given  anticoagulants  out  of  turn,  no  al- 
ternate control  series  was  employed,  antico- 
agulant dosage  was  improperly  controlled,  and 
effective  reduction  of  prothrombin  activity  was 
not  obtained. 

The  crux  of  the  argument  is  probably  not  the 
adequacy  of  evidence  for  their  benefit  in  the 
treatment  of  acute  myocardial  infarction.  If 
the  anticoagulants  had  a wide  range  of  safe 
therapeutic  dosage  and  could  be  given  without 
the  annoyance  of  frequent  venipuncture  and  the 
expense  of  laboratory  tests,  if  their  toxicity  was 
mild  and  uncommon,  if  their  use  did  not  entail 
laboratories  with  trained  technicians  and  phy- 
sicians skilled  in  the  knowledge  of  their  admin- 
istration and  possible  effects,  there  would 
probably  be  little  or  no  resistance  to  their  use 
whether  or  not  the  physician  were  completely 
convinced.  But  the  difficulties  and  possible 
dangers  exist,  and  the  most  notable  deterrent  is 
the  fear  of  hemorrhage. 

Hematuria,  ecchymosis  and  epistaxis  are  the 
commonest  hemorrhagic  manifestations  asso- 
ciated with  the  use  of  anticoagulant  drugs,  but 
less  often  hematemesis,  melena,  cerebral  hemor- 
rhage, and  bleeding  in  other  sites  have  been 
observed.  Russek  and  Zohman23  stressed  that 
major  hemorrhages  occurred  in  1.9  per  cent  of 
9,609  patients  given  Dicumarol,  according  to  a 
review  of  the  literature24  and  in  2 per  cent  of 
15,500  patients  treated  with  Dicumarol  and 
heparin  by  136  physicians  who  responded  to  a 


questionnaire  in  1950.  In  the  report  of  the 
Committee  on  Anticoagulants  it  was  estimated 
that  Dicumarol  therapy  contributed  to  death  in 
1.7  per  cent  of  the  fatal  cases.  These  and  other 
similar  statistics  based  on  experiences  in  the 
early  days  of  anticoagulant  therapy  have  little 
or  no  validity  as  regards  the  present-day  inci- 
dence of  hemorrhage  from  the  use  of  anticoagu- 
lants in  the  treatment  of  acute  myocardial  in- 
farction. The  widespread  availability  of  labo- 
ratories and  technicians  equipped  to  perform 
prompt  and  accurate  determinations  of  pro- 
thrombin activity,  the  availability  of  reliable, 
standard,  commercial  preparations  of  thrombo- 
plastin, and  the  improved  skill  of  numerous 
physicians  in  the  administration  of  anticoagu- 
lants has  minimized  the  danger  of  bleeding. 
Minor  bleeding  has  become  very  uncommon  in  the 
treatment  of  an  acute  episode  of  myocardial 
infarction,  and  major  hemorrhage  is  rare  when  the 
contraindications  to  the  use  of  anticoagulants 
have  been  observed  and  the  drug  administered 
by  one  experienced  in  its  use,  and  with  contin- 
uous, competent  laboratory  control.  Clinical 
and  pathologic  observations  have  provided  no 
evidence  that  the  anticoagulants  induce  coronary 
intimal  hemorrhages.  Studies  of  autopsies  in 
cases  of  myocardial  infarction  have  indicated  a 
greater  incidence  of  hemopericardium  and  myo- 
cardial rupture  in  those  treated  with  antico- 
agulants than  in  those  not  so  treated  but  the 
absolute  incidence  in  both  groups  is  very  small.25 
In  the  study  of  Lee  and  O’Neal,13  hemoperi- 
cardium without  myocardial  rupture  was  not 
significantly  more  frequent  in  the  treated  pa- 
tients, and  in  no  instance  was  the  quantity  of 
blood  sufficient  to  have  been  fatal.  However, 
myocardial  rupture  occurred  five  times  as  often 
with  anticoagulant  therapy  as  without  it  during 
the  same  period.  The  fact  that  there  was  no 
over-all  increase  in  myocardial  rupture  in  the 
anticoagulant  era  as  compared  with  the  pre- 
ceding period  suggested  that  the  selection  of 
patients  receiving  anticoagulant  therapy  may 
have  accounted  for  the  higher  incidence  of  car- 
diac rupture. 

The  difficulties  and  dangers  attendant  on  the 
administration  of  anticoagulants  should  not  be 
permitted  to  distort  the  evaluation  of  their  ef- 
fectiveness. If  the  drugs  are  beneficial  it  would 
be  important  to  improve  our  methods  of  control 
and  to  minimize  the  annoyances  and  expense 
rather  than  to  reject  anticoagulant  therapy. 
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The  danger  of  hemorrhage  has  become  very 
small,  and  if  it  occurs  it  can  now  almost  always 
be  controlled  simply  by  the  oral  or  intramuscular 
administration  of  vitamin  Ki  (phytonadione) . 
Whatever  the  danger  of  hemorrhage,  it  cannot 
have  outweighed  the  advantages  of  the  anti- 
coagulants because  the  mortality  rates,  including 
any  deaths  due  to  bleeding,  have  been  uniformly 
less  in  patients  receiving  anticoagulants  than  in 
those  who  received  no  anticoagulants. 
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Case  Report 

This  was  the  fifth  admission  for  this  fifty-eight- 
year-old  man  because  of  abdominal  pain,  jaun- 
dice, and  dark  urine. 

Past  History.- — His  first  admission  was  in 
January,  1951 . A gallbladder  study  showed  poor 
function  and  cholelithiasis,  and  a cholecystec- 
tomy was  performed.  According  to  the  surgeon, 
visualization  and  exploration  of  the  common  and 
hepatic  ducts  were  not  as  satisfactory  as  desired, 
but  palpation  revealed  no  stones,  and  the  liver 
appeared  normal.  The  hemogloblin  was  11.5 
Gm.  with  a red  cell  count  of  3,500,000.  The 
white  cell  count  and  differential  were  normal. 
The  alkaline  phosphatase  was  9.75  units,  serum 
bilirubin  1.6  mg.,  and  icterus  index  50  units. 

He  was  discharged  only  to  be  readmitted  one 
week  later  for  the  same  complaints  of  jaundice, 
abdominal  pain,  and  dark  urine.  He  now  re- 
called that  his  urine  had  been  dark  many  times,  as 
far  back  as  ten  years  ago  on  examination  for  in- 
surance. The  abdominal  pain  was  vague  and 
generalized,  but  an  enlarged  spleen  could  be  defi- 
nitely palpated,  and  there  was  left  upper  abdomi- 
nal tenderness.  The  hemoglobin  was  10  Gm. 
with  a red  cell  count  of  3,400,000.  The  white  cell 
count  was  normal.  Daily  bilirubin  was  in  the 
range  of  2.5  mg.  The  icterus  index  was  50  units. 
Urine  urobilinogen  was  positive  1:120  and  nega- 
tive for  bile.  The  sedimentation  rate  was  37  mm. 
A Coomb’s  test  was  negative.  A red  cell  fragility 
test  showed  increased  hemolysis.  Spherocytes 
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and  reticuloblasts  were  present  in  the  bone  mar 
row. 

Consultation  at  another  hospital  confirmed  the 
findings  of  increased  red  cell  fragility,  peripheral 
spherocjTosis,  and  a negative  Coomb’s  test.  A 
splenectomy  was  recommended. 

His  third  and  fourth  hospital  admissions  were 
both  of  one  week’s  duration  and  took  place  in 
April  and  May  of  1952.  Jaundice,  fever,  dark 
urine,  and  epigastric  tenderness  extending  to  the 
left  upper  quadrant  were  the  provocations  for 
these  admissions.  ACTH  therapy  had  been 
given  from  April  28,  1952,  to  May  9,  1952.  The 
hemoglobin  was  9.7  Gm.  with  a red  cell  count  of 
3,300,000,  and  the  bilirubin  was  4.0  mg.  on  both  of 
these  admissions. 

A splenectomy  was  performed  on  May  28. 
Serum  bilirubin,  3.0  mg.  on  May  27,  dropped  to 
0.87  on  June  3.  The  red  cell  count  of  3,700,000 
with  hemoglobin  of  11  Gm.  on  admission  rose  to 
4,600,000  with  14.5  Gm.  of  hemoglobin  on  June  2. 

Follow-up  office  calls  after  discharge  showed 
the  red  cell  count  not  only  to  return  to  normal  but 
to  elevate  to  6,000,000  with  19  Gm.  of  hemo- 
globin immediately  postoperatively. 

He  was  admitted  for  the  sixth  time  on  June  26, 
1953.  He  was  jaundiced  and  complained  of 
vague  upper  abdominal  pain.  His  common  duct 
was  explored.  No  stones  wTere  found,  and  a large 
probe  was  passed  into  the  duodenum  writh  ease. 
Urine  showred  1 plus  sugar.  The  serum  bili- 
rubin was  1.62  mg.  and  the  thymol  turbidity  5.1 
units. 

His  seventh  admission,  May  13  to  May  17, 
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1954,  was  because  of  suspected  hyperthyroidism. 
He  had  lost  15  pounds.  The  thyroid  was  not 
palpable.  His  blood  pressure  was  120/80.  The 
heart  rate  was  88.  There  was  no  jaundice,  and 
the  liver  was  described  as  slightly  palpable. 
Basal  metabolism  rates  were  plus  50  and  plus  70. 
The  serum  bilirubin  was  0.62  mg.  He  was  given 
Tapazole  10  mg.  three  times  daily  for  eight  weeks. 

The  patient’s  eighth  admission  was  from  De- 
cember 25,  1954,  to  January  7,  1955.  This  ad- 
mission was  for  severe  epigastric  pain  radiating 
across  the  upper  abdomen  and  into  the  back. 
He  had  had  three  such  attacks  in  the  last  three 
weeks,  and  on  one  occasion  had  vomited.  Physi- 
cal examination  disclosed  a liver  palpable  two 
fingers’  breadth,  no  obvious  jaundice,  generalized 
abdominal  tenderness,  quiet  bowel  sounds,  and 
no  rigidity.  Blood  pressure  was  140/90. 

Initial  serum  amylase  values  were  449  and  349 
mg.  White  cell  count  was  26,300  with  poly- 
morphonuclears  90  per  cent,  lymphocytes  5 per 
cent,  stab  forms  3 per  cent,  and  monocytes  2 per 
cent.  The  red  cell  count  was  5,400,000  with  17 
Gm.  of  hemoglobin.  Stool  examination  for  tryp- 
sin activity  was  slightly  positive  in  a dilution  of 
1 : 6.  There  was  no  fat  seen.  Serum  bilirubin  was 
1.1  mg.  on  December  25,  1954,  and  0.87  on  De- 
cember 28.  The  carbon  dioxide  combining  power 
was  34  vols.  per  cent.  Thymol  turbidity  was  3.4 
units,  and  cephalin  flocculation  was  negative  at 
forty-eight  hours.  Fasting  blood  sugar  and  urea 
nitrogen  were  normal.  Alkaline  phosphatase  was 
11  units,  and  serum  calcium  was  8.7  mg.  Serum 
potassium  was  4.5  mEq.,  and  serum  sodium  was 
138  mEq. 

A Levin  tube  relieved  the  initial  abdominal  dis- 
tention. His  temperature  varied  from  100  to  103 
F.  for  the  first  week  in  the  hospital.  He  received 
Terramycin  100  mg.  three  times  a day,  intra- 
venous fluids,  Banthine  three  times  a day,  and 
Demerol  for  pain  during  the  first  week  of  hospital- 
ization. Abdominal  flat  plate  on  December  31 
disclosed  less  colon  distention.  Serum  amylase 
was  143  mg.  at  discharge.  A normal  gastroin- 
testinal series  was  made  on  January  6,  1955. 

His  ninth  admission  was  April  23  to  June  21, 

1955.  Vague  abdominal  pains,  indigestion,  and 
variable  jaundice  had  been  intermittent  and  pro- 
gressive. Dark  urine  and  severe  pain  across  the 
upper  abdomen  radiating  to  the  back  cause  this 
ninth  and  final  admission. 

He  was  in  obvious  distress.  There  was  a 3 plus 
jaundice,  distended  abdomen,  midepigastric  ten- 


derness, an  enlarged,  hard,  non-nodular,  slightly 
tender  liver  3 fingers’  breadth  below  the  costal 
margin.  Blood  pressure  was  130/86.  His  heart 
rate  was  110  and  temperature  104  F.  re c tally. 
Physical  examination  was  not  otherwise  changed. 

Urinalysis  showed  a 3 plus  sugar,  a trace  of  al- 
bumin, and  2 to  3 granular  casts.  Red  cell  count 
was  5,100,000,  and  alkaline  phosphatase  was  18 
units.  Thymol  turbidity  was  5.7  units,  cephalin 
flocculation  was  negative,  serum  cholesterol  was 
94  mg.,  fasting  blood  sugar  153  mg.,  and  serum 
amylase,  total  proteins,  and  nonprotein  nitrogen 
were  normal. 

Hospital  Course. — During  the  first  ten  days 
in  the  hospital  he  grew  progressively  worse. 
White  cell  count,  10,700  on  admission,  rose  to 
20,000  with  90  per  cent  polymorphonuclears. 
His  temperature  was  100  to  101  F.  with  spikes  to 
103  F.  Bilirubin,  2.3  mg.  on  admission,  rose  to 
9.06  mg.  The  carbon  dioxide  combining  power 
was  34  vols.  per  cent  in  spite  of  adequate  intra- 
venous fluid  and  electrolyte  therapy  given  almost 
daily. 

Terramycin  100  mg.  given  every  six  hours 
was  discontinued,  and  Chloromycetin  250  mg. 
four  times  a day  was  started  on  the  seventh  hospi- 
tal day  when  a blood  culture  grew  Escherichia  coli 
very  susceptible  to  Chloromycetin.  Because  of 
his  desperate  situation,  it  was  decided  to  estab- 
lish biliary  drainage,  and  on  the  eleventh  hospital 
day  a catheter  was  placed  in  a greatly  dilated 
common  duct.  No  stone  was  found,  but  he  was  • 
too  ill  for  extensive  exploration. 

Following  this  procedure  he  did  better  clinically 
and  was  able  to  be  up  in  a chair  and  walk  in  the 
hall.  His  temperature  dropped  to  almost  normal 
levels,  and  the  serum  bilirubin  fell  to  1.75  mg.  It 
was  possible  to  discontinue  Wangensteen  suction 
at  long  intervals  without  return  of  severe  nausea, 
distention,  and  vomiting.  The  carbon  dioxide 
was  at  44  vols.  per  cent.  Serum  potassium  was 
3.3  mEq.,  and  serum  sodium  was  142  mEq. 
Cholangiograms  were  consistent  with  a calculus 
in  the  common  duct.  Daily  white  cell  counts 
were  in  the  range  of  25,000. 

A month  after  admission  on  May  23,  1955,  the 
common  duct  was  once  again  explored.  Ad- 
hesions and  previous  surgical  intervention  made 
identification  of  anatomy  difficult.  The  duode- 
num was  opened,  and  an  attempt  was  made  to 
pass  a probe  from  the  duodenum  to  the  common 
duct  and  vice  versa  with  no  success. 

Following  surgery  he  made  a general  decline 
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and  died  three  and  one-half  weeks  later.  Thera- 
peutic efforts  were  continued  with  intravenous 
fluids  and  electrolyte  replacement.  The  serum 
sodium  on  June  9,  1955,  was  134  mEq.,  serum 
potassium  was  4.8  mEq.,  and  serum  chloride  was 
559  mg. 

Large  amounts  of  offensive  drainage  poured 
from  the  wound.  On  two  occasions  he  vomited 
coffee-ground  material.  His  temperature  con- 
tinued to  vary  from  101  to  103  F.  Penicillin 
1,000,000  units  every  six  hours  and  streptomycin 
0.5  Gm.  four  times  a day  were  given  from  June  6 
through  June  15  based  on  a sensitivity  test  of 
growth  from  biliary  drainage.  Mysteclin  250 
mg.  four  times  a day  was  added  to  antibiotic 
therapeutic  efforts  to  no  avail.  On  June  14  a cul- 
ture from  the  biliary  drainage  grew  a pseudo- 
monas, Esch.  coli,  and  nonhemolytic  staphylo- 
cocci resistant  to  all  antibiotics.  Other  medica- 
tions given  were  coverage  insulin  for  glycosuria, 
oxygen,  and  Cedilanid  4 cc.  on  two  occasions 
when  increased  bronchovesicular  markings  were 
suggested  by  chest  x-rays.  He  received  five 
transfusions  of  whole  blood,  Banthine  15  mg. 
three  times  a day  and  Demerol  for  pain,  vitamins 
K and  B complex,  and  terminally  Thorazine  and 
cortisone  100  mg.  every  twelve  hours  from  June 
6 to  death. 

During  the  last  three  weeks  he  grew  more  rest- 
less, exhausted,  and  finally  confused  and  dis- 
oriented. He  began  to  pass  liquid  stools.  His 
pulse  became  weak  and  thready,  and  he  died  on 
June  23, 1955. 

Discussion 

Dr.  Harry  L.  Segal:  This  certainly  is  an  in- 
teresting patient,  unfortunately  more  interesting 
for  us  than  for  him.  Hindsight  is  always  better 
than  foresight,  but  it  was  true  in  1951  that  he  had 
anemia  as  well  as  jaundice.  He  also  had  abdom- 
inal pain.  Of  course,  one  thinks  of  gallbladder 
stones  and  obstruction  producing  this  jaundice. 
However,  we  do  not  have  anemia  associated  with 
the  ordinary  garden  variety  of  gallbladder  disease. 
So  we  have  to  look  further.  Later  on  we  find  a 
definite  reason  for  this.  When  anemia  is  present 
in  one  who  is  jaundiced  or  has  symptoms  of 
stones,  we  have  to  think  of  calcium  bilirubinate 
stones,  that  is,  stones  formed  because  of  increased 
pigment  in  the  blood  and  consequently  increased 
excretion  into  the  gallbladder.  If  we  have  in- 
creased pigment  present  we  naturally  think  of 


hemolytic  types  of  anemia.  There  are  two  main 
types,  one  in  which  there  is  an  inherent  defect  in 
the  formation  of  the  red  blood  corpuscles  and  the 
other  in  which  the  increased  destruction  has  oc- 
curred as  a result  of  some  hemolytic  agent  in  the 
serum. 

The  presence  of  splenomegaly  is  part  of  the  pic- 
ture of  a hemolytic  type  of  anemia.  I also  under- 
stand that  at  this  admission  the  gallbladder  was 
removed  and  found  to  be  full  of  small  dark  stones. 
This  definitely  would  suggest  that  these  were  cal- 
cium bilirubinate  stones.  This  would  fit  the  pic- 
ture of  some  hemolytic  process. 

Dark  urine  means  something  extraneous  in  the 
urine  that  doesn’t  belong  there.  Of  course,  bile 
in  this  urine  has  been  suggested,  but  at  one  time 
there  was  increased  urobilinogen  and  no  bile.  We 
also  have  to  consider  metabolic  disturbances  such 
as  alcaptonuria,  a condition  in  which  tyrosine  and 
phenylalanine  are  not  metabolized  correctly  and 
homogentisic  acid  is  excreted  in  the  urine.  On 
exposure  to  air  the  homogentisic  acid  turns  dark. 
It  may  not  be  disturbing  unless  it  is  associated 
with  arthritis.  This  man  did  not  have  any  ar- 
thritis or  anything  else  to  suggest  alcaptonuria. 

Abdominal  pain  and  liver  disturbances  can  be 
associated  with  abnormal  porphyrin  metabolism. 
However  there  wasn’t  anything  in  the  rest  of  the 
history  to  suggest  this.  He  had  neither  neuritic 
nor  mental  symptoms.  Hematuria  and  hemo- 
globinuria should  be  considered.  There  were  no 
red  blood  cells  in  the  urine,  and  the  color  does  not 
suggest  hemoglobinuria. 

A more  thorough  study  at  this  time  disclosed 
a negative  Coomb’s  test,  spherocytes,  and  reticu- 
locytes in  the  bone  marrow.  This  must  mean 
that  his  hemolytic  anemia  was  of  the  congenital 
or  familial  variety,  there  being  a defect  in  the  red 
blood  cells.  These  defective  red  blood  cells,  the 
spherocytes,  are  readily  destroyed.  The  congeni- 
tal nature  of  his  hemolytic  anemia  is  also  sug- 
gested by  the  history  of  dark  urine  intermittently 
for  many  years.  Altogether  this  suggests  that 
he  had  had  episodes  of  hemolytic  crises  in  the 
past.  These  hemolytic  crises  can  cause  pain  with 
or  without  the  presence  of  stones  as  a result  of  the 
excessive  amount  of  hemoglobin  destruction.  We 
don’t  know  when  the  stones  were  formed.  We 
don’t  know  whether  the  pains  were  due  to  the 
stones  or  a combination  of  stones  plus  hemolytic 
crises.  Be  that  as  it  may,  an  x-ray  showed  gall- 
stones, and  a cholecystectomy  was  performed. 

The  anemia,  however,  persisted,  and  he  still 
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had  pain.  He  still  had  episodes  of  jaundice.  One 
wonders  what  was  going  on  at  this  point.  Either 
this  was  due  to  the  hemolytic  process,  or  it  was 
due  to  the  fact  that  a stone  had  been  left  in  the 
common  duct  or  had  formed  in  the  common  duct 
since  operation.  Since  he  had  hemolytic  crises 
and  increased  pigment,  stones  could  have  formed 
later,  even  though  every  stone  had  been  removed 
at  the  time  of  operation.  Perhaps  he  had  de- 
veloped a stricture  in  the  common  duct.  Dr. 
Pearse  says  that  one  must  consider  stones  or 
stricture  of  the  common  duct  if  you  have  trouble 
after  removal  of  a gallbladder  with  stones.  The 
stricture  can  be  near  the  ampulla  of  Yater  or 
higher  up  as  a result  of  injury  at  the  level  of  the 
cystic  duct  due  to  surgical  manipulation.  This 
happens  to  the  best  of  surgeons. 

And  then  a splenectomy  was  rightly  done  be- 
cause of  confirmation  of  the  diagnosis  of  congeni- 
tal spherocytosis.  Excellent  results  are  usually 
obtained  by  removing  the  spleen.  As  soon  as  the 
spleen  was  removed,  this  man  improved.  His 
blood  count  became  normal.  It  even  went  up 
higher  than  normal,  confirming  the  role  of  the 
spleen  in  this  type  of  hemolytic  anemia. 

Now  the  spleen  is  gone  but  the  pain  still  re- 
mains, and  the  patient  returns  again  with  jaun- 
dice for  his  sixth  hospital  admission.  His  blood 
count  was  fairly  decent.  Therefore  we  must  look 
further.  We  must  not  say  that  his  operation  for 
the  removal  of  the  spleen  was  necessarily  a failure. 
But  something  else  is  present  in  this  man,  and 
that  something  else  must  relate  to  the  gallbladder, 
because  this  man  had  had  stones  previously.  So 
with  the  recurring  pain  and  the  presence  of  jaun- 
dice, we  think  of  an  obstruction  in  the  common 
duct,  either  due  to  stricture  or  stones  or  a com- 
bination of  these. 

Now  something  new  has  occurred,  a basal 
metabolism  of  plus  50.  I don’t  know  whether  at 
this  time  he  had  other  evidence  of  hyperthyroid- 
ism. However,  he  was  given  an  antithyroid  drug, 
and  apparently  his  metabolism  improved.  I 
don’t  know  whether  this  man  had  an  episode  of 
hyperthyroidism.  Hyperthyroidism  can  occur 
as  a result  of  psychologic  storms,  and,  after  all, 
this  man  had  a great  deal  of  stress. 

The  patient  went  home  again  only  to  return  for 
his  eighth  admission  with  pains  in  the  right  upper 
quadrant.  The  liver  was  now  enlarged  and  his 
serum  amylase  was  increased.  At  this  time  he 
had  a carbon  dioxide  combining  power  of  34 
volumes  per  cent,  which  to  my  mind  would  mean 


a metabolic  type  of  acidosis.  Apparently  there 
was  no  reason  for  respiratory  alkalosis.  He 
wasn’t  hyperventilating.  So  whatever  was  going 
on  in  this  man  was  producing  some  acidosis.  He 
began  to  have  a fever  of  100  to  103  F.,  and  he  had 
pains.  Is  he  now  getting  cholangitis  as  a result  of 
this  obstruction?  Is  he  getting  an  ascending  in- 
fection, or  has  some  of  the  bile  been  pushed  into 
the  pancreas,  and  does  he  have  pancreatitis? 
Or  does  he  have  a combination  of  pancreatitis  and 
cholangitis?  Pancreatitis  should  not  occur  unless 
the  entrance  of  the  pancreatic  duct  is  above  the 
level  of  the  stricture . This  usually  occurs  in  about 
85  per  cent  of  individuals.  So  there  is  a good 
chance  that  his  pancreatic  ducts  entered  the  com- 
mon duct  above  the  area  of  the  stricture,  which 
was  probably  in  the  region  of  the  ampulla  or  the 
sphincter  entering  the  duodenum.  His  alkaline 
phosphatase  went  up,  indicating  obstructive 
phenomena  of  the  bile  or  pancreatic  ducts. 

Apparently  he  improved  somewhat  again  but 
returned  for  his  ninth  and  final  admission.  At 
this  time  he  had  jaundice,  pain  going  into  the 
back,  fever  of  101  to  104  F.,  and  sugar  in  the 
urine.  His  alkaline  phosphatase  was  still  ele- 
vated, and  he  had  a high  white  cell  count  of  20,000 
and  greater.  This  means  definitely  that  there 
was  something  going  on  in  his  liver.  A high 
white  cell  count  with  jaundice  and  elevated  alka- 
line phosphatase  now  suggests  a definite  cholangi- 
tis. I imagine  this  was  the  reason  for  the  ex- 
ploration of  the  common  duct  with  T-tube  drain- 
age. 

May  we  see  the  x-rays? 

Dr.  Fred  Barton:  These  are  spot  films  which 
were  interpreted  as  showing  a calculus  in  the 
common  bile  duct,  not  obstructive  however, 
since  dye  passes  into  the  duodenum  (Fig.  1). 

Dr.  Segal:  Don’t  you  think  the  film  shows  in- 
complete obstruction?  If  it  weren’t  obstructed 
at  the  time  you  injected  dye,  might  there  not  have 
been  a ball  valve  effect  or  an  impaction  with  in- 
creasing inflammation  and  possibly  increasing 
stricture  formation?  He  may  have  had  stricture 
formation  even  very  early,  caused  by  pigment  and 
stones  passing  through  the  ampulla.  The 
stricture  may  have  begun  then  and  could  have 
been  made  worse  by  the  stone.  This,  to  me,  is 
definitely  a stone,  and  the  common  duct  is-  defi- 
nitely enlarged  and  widened  way  out  of  propor- 
tion. Occasionally  we  get  fooled  by  a bubble  of 
air,  but  this  looks  like  a stone. 

If  you  look  closely,  however,  there  is  not  corn- 


888 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


Fig.  1.  Cholangiogram  showing  stone  in  common 
duct  with  incomplete  obstruction. 

plete  obstruction  because  the  dye  is  getting 
through.  Here  and  there  you  see  an  area  in  the 
duodenum  that  doesn’t  fill.  But  I imagine  that’s 
just  an  inflammatory  reaction.  I don’t  think 
that  is  an  ampulla  carcinoma.  One  has  to  think 
of  some  disturbance  in  the  duodenum,  but  why 
look  for  more  trouble?  You  have  enough  trouble 
right  here.  However,  one  must  think  of  other 
possibilities,  because  there  are  areas  that  are  not 
filled  by  the  dye.  But  I think  they  are  probably 
due  to  the  changes  in  the  mucosal  pattern  second- 
ary to  the  stricture  and  the  inflammation  and 
edema  in  that  region.  Then  at  this  time  he  also 
had  an  Escherichia  coli  infection,  which  is  the 
organism  that  occurs  most  frequently  in  this  con- 
dition. Drainage  was  established  with  the  T- 
tube,  antibiotics  were  administered,  and  the  pa- 
tient improved. 

A decision  had  to  be  made,  either  to  leave  the 
T-tube  in  for  a year  or  so,  provided  it  was  draining 
correctly,  or  proceed  more  radically.  I don’t 
know  if  the  T-tube  was  draining  correctly  or  not. 
If  it  were  draining  correctly  and  he  had  no  fever, 
they  could  have  instituted  watchful  waiting. 
Conjugated,  unoxidized  bile  salts  could  have  been 


administered.  But  the  decision  was  to  try  to  get 
this  man  well  quickly,  which  seems  to  make  sense. 
I understand  they  were  unable  to  expose  the 
common  duct  or  get  a tube  into  it.  They  opened 
the  duodenum  and  they  were  unable  to  find  the 
opening  of  the  duct.  He  must  have  had  a lot  of 
inflammatory  reaction  and  scarring  which  had 
disturbed  the  normal  anatomic  relationship. 
This  was  a difficult  situation  indeed. 

With  the  inability  to  drain  the  common  duct 
this  man  was  doomed.  At  this  time  the  liver 
must  have  had  a good  deal  of  infection.  I don’t 
know  whether  he  had  abscesses  or  not.  He  had  a 
septicemia  at  one  time.  I don’t  know  whether 
this  was  constant.  I imagine  this  man’s  stress 
was  too  great  to  expect  recovery  in  spite  of  anti- 
biotics, cortisone,  etc.  His  death  was  probably 
due  to  a combination  of  general  debility  and  liver 
insufficiency. 

I think  that  at  autopsy  you  will  find  a dilated 
common  duct,  a stone,  and  a stricture.  You  will 
find  a lot  of  bile  thrombi  in  the  liver  with  infec- 
tion, cholangitis,  probably  abscesses,  and  so 
forth.  Naturally,  it  is  always  a good  guess  that 
there  is  some  bronchopneumonia.  I have  rarely 
seen  that  to  be  absent  in  a man  in  this  condition. 

Diagnoses 

Clinical. — Congenital  spherocytosis,  common 
duct  stone,  and  cholangitis. 

Dr.  Segal. — Common  duct  stone  (incomplete  ob- 
struction with  ball  valve  effect ),  dilated  common 
duct,  cholangitis,  and  congenital  spherocytosis. 

Anatomic.- — Congenital  spherocytosis,  obstruc- 
tive biliary  cirrhosis , and  dilated  common  duct  with 
stone  in  a diverticula  and  another  stone  in  duct. 

Pathologic  Report 

Dr.  James  A.  Mitchell:  At  autopsy  it  was 
the  body  of  a fifty-two-year-old, white  man,  5 feet 
8 inches  tall,  weighing  approximately  110  pounds. 
There  was  a transverse  abdominal  operative  in- 
cision in  the  right  upper  quadrant  with  a large 
draining  fistulous  tract  at  the  outer  angle  of  the 
incision.  There  was  also  a healed  longitudinal 
incision  in  the  left  upper  quadrant.  The  pleural 
cavities  showed  no  free  fluid.  The  lungs  were 
crepitant  throughout  and  showed  moderate  con- 
gestion and  edema  at  the  bases.  There  were  no 
pulmonary  emboli  noted. 

The  heart  was  moderately  enlarged  with  a pre- 
dominant left  ventricular  hypertrophy.  The 
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valves  showed  no  vegetations  or  thickening.  The 
myocardium  showed  no  evidence  of  scarring  or  in- 
farction. The  coronaries  were  somewhat  sclerotic 
but  patent  throughout. 

The  liver  was  moderately  enlarged,  weighing 
2,000  Gm.  The  surface  was  greenish-brown  in 
color  and  smooth.  On  section  the  cut  surfaces 
were  dark  green  in  color,  cut  with  some  resistance, 
and  the  surfaces  were  studded  with  fine,  pin-head 
sized,  greenish  nodules. 

The  left  kidney  weighed  350  Gm.  and  the  right 
kidney  180  Gm.  The  capsules  stripped  readily, 
leaving  smooth,  pale-red  surfaces.  On  section 
the  cut  surfaces  were  pale-red  color,  the  cortices 
appeared  widened,  and  the  pyramidal  markings 
were  indistinct.  The  pelves  were  also  somewhat 
widened. 

The  stomach  was  collapsed.  The  mucosa  was 
light  gray  with  several  pin-point,  petechial-like 
hemorrhages  and  superficial  erosions  noted  on  the 
greater  curvature.  The  pylorus  was  patent,  and 

2 cm.  below  the  ampulla  there  was  noted  a super- 
ficial ulceration  on  the  posterior  wall  of  the  duo- 
denum, which  was  2 cm.  in  diameter  with  slightly 
raised  edges  and  a smooth  floor.  It  appeared  to 
be  an  acute  ulceration.  The  common  duct  was 
dilated,  measuring  2.5  to  3 cm.  in  diameter.  An 
irregular  dark-green  calculus  measuring  2 by  1.5 
by  1.5  cm.  was  found  lying  in  a diverticulum-like 
sac  in  the  posterior  wall  of  the  duct  approximately 

3 cm.  above  the  ampulla.  Just  proximal  to  this 
stone  was  another  smaller  stone,  which  was  lying 
free  in  the  duct  and  apparently  acted  as  a ball 


valve  stone.  The  hepatic  duct  was  also  dilated 
but  showed  no  evidence  of  calculi. 

There  was  no  evidence  of  stricture  at  the  am- 
pulla. 

The  pancreas  was  normal  in  size  and  con- 
sistency, and  on  section  it  showed  some  dilatation 
of  the  smaller  pancreatic  ducts. 

Microscopic  examination  showed  a typical  ob- 
structive biliary  cirrhosis,  apparently  of  long 
standing,  with  marked  fibrosis  around  the  biliary 
capillaries.  The  ulcer  in  the  duodenum  was  an 
acute  peptic  ulcer. 

The  kidneys  showed  a characteristic  biliary 
nephrosis. 

Question:  Do  you  believe  that  at  the  first 
gallbladder  study  the  poor  function  as  reported 
had  any  particular  significance,  in  view  of  the  fact 
that  the  man  was  jaundiced? 

Dr.  Segal:  If  the  jaundice  was  due  to  the  he- 
molytic process,  it  should  not  have  interfered. 
Since  he  definitely  had  stones  at  that  time,  how- 
ever, he  undoubtedly  had  a disturbance  in  the  ab- 
sorption and  concentrating  power  of  the  gall- 
bladder. 

Summary 

Dr.  Segal:  This  has  been  a most  instructive 
case.  The  patient  ran  the  gamut  of  possible  com- 
plications from  congenital  spherocytosis.  If  the 
diagnosis  of  congenital  spherocytosis  had  been 
made  early  in  his  life  and  a splenectomy  done,  the 
outcome  might  have  been  different. 


A professor  can  never  better  distinguish  himself  in  his  work  than  by  encouraging  a clever 
pupil,  for  the  true  discoverers  are  among  them,  as  comets  amongst  stars. — Carl  Linnaeus 
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Pulmonary  function  tests,  which  have  had  in- 
creasing use  in  the  medical  armamentarium, 
can  provide  helpful  information  to  the  allergist  in 
the  management  of  certain  allergic  diseases.  It 
is  the  purpose  of  this  paper  to  discuss  the  tests 
available  and  to  present  the  rationale  for  the  use 
of  those  particular  tests  which  may  be  utilized 
best  by  the  practitioner. 

In  the  practice  of  allergy  the  clinician  is  con- 
fronted by  those  allergic  diseases,  or  diseases  pos- 
sibly related  to  allergy,  that  require  testing  of 
the  efficiency  of  respiration  because  the}^  impair 
the  respiratory  apparatus.  Asthma  is,  of  course, 
the  primary  disease  with  which  the  allergist  is 
concerned.  Other  diseases  in  allergy  involving 
impairment  of  respiration  may  include  periarteri- 
tis nodosa,  eosinophilic  infiltration  of  the  lungs, 
such  as  Loffler’s  syndrome,  eosinophilic  granu- 
loma in  the  region  of  the  thorax,  scleroderma,  dis- 
seminated lupus  erythematosis,  and  the  pneu- 
monitis of  rheumatic  fever. 

These  tests  may  be  used  because  of  the  prac- 
titioner’s desire  to  establish  a diagnosis  in  pa- 


tients suspected  of  pulmonary  disease.  The 
practitioner  may  also  employ  them  to  discover 
early  pulmonary  dysfunction  in  patients  with 
known  allergic  disease.  In  addition  the  tests 
may  prove  a useful  guide  in  establishing  the 
severity  of  pulmonary  involvement  as  a disease 
runs  its  course,  or  in  evaluating  the  usefulness 
of  therapeutic  measures  designed  to  alter  the 
course  of  the  primary  disease  process.  The 
tests  may  also  prove  the  usefulness  of  such  ther- 
apy in  establishing  efficient  pulmonary  respira- 
tion. 

The  following  tests  done  by  a pulmonary  func- 
tion laboratory  are  designed  to  determine  specific 
physical  or  chemical  data: 

Circulation  time 
Treadmill  exercise  test 
Chest  measurements 
Venous  pressure 

Determinations  of  lung  volumes  and  capaci- 
ties 
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Dimensions  of  the  heart 
Respiratory  rate 
Respiratory  depth 
Intracardiac  pressures 
Respiratory  minute  volume 
Maximum  voluntary  ventilation 
Expiratory  and  inspiratory  velocities 
Velocities  of  portions  of  forced  maximal  ex- 
piration 
Compliance 
Mechanical  resistance 
Alveolar  gas  uniformity 
Helium  distribution 
Hemoglobin  and  hematocrit 
Arterial  oxygen  content 
Arterial  oxygen  capacity 
Arterial  oxygen  saturation 
Arterial  carbon  dioxide  content 
Arterial  carbon  dioxide  tension 
Arterial  pH 
Oximeter  rise  and  rate 
Oxygen  consumption 
Carbon  dioxide  elimination 
Alveolar  oxygen  tension 
Arterial  oxygen  tension 

In  addition,  the  relationships  between  some  of 
the  various  determinations  listed  serve  as  special 
indicators  of  pulmonary  function.  Occasionally 
observations  of  the  movements  of  the  diaphragm 
observed  at  fluoroscopy  may  be  useful,  as  are 
roentgenologic  studies  of  the  lungs. 

To  say  that  this  multiplicity  of  riches  available 
to  the  investigator  of  pulmonary  physiology  may 
prove  unwieldly  to  the  practitioner  in  his  manage- 
ment of  a particular  case  is  not  to  cavil,  but  there 
must  be  an  understanding  of  the  situations  in 
which  their  use  is  of  relevance  and  also  of  the  lim- 
itations of  usefulness  of  all  pulmonary  function 
tests.  It  is  clearly  apparent  that  there  is  not  a 
single  test  mentioned  above,  the  result  of  which 
makes  a diagnosis  of  a disease  entity.1  The  tests, 
when  their  results  are  abnormal,  merely  indicate 
an  alteration  of  function.  The  sum  of  these  tests 
somewhat  imperfectly  describes  what  pulmonary 
ventilation  is.  That  this  “sum”  is  not  the  entire 
story  is  suggested  by  the  necessity  for  the  arbi- 
trary division  of  the  phrases  of  respiration.  Thus 
it  has  become  the  custom  to  divide  the  pulmonary 
respiration  process  into  roughly  two  phases.  The 
first  of  these  phases  is  the  mechanical  (ventila- 
tory) phase,  a defect  in  the  function  of  which 
causes  the  symptom  of  dyspnea.  The  second 


Fig.  1.  Divisions  of  lung  volumes  and  capacities  as 
related  to  normal  respiration  and  to  maximal  inspira- 
tion and  maximum  expiration. 


phase  is  the  chemical-physiologic  and  includes  the 
diffusion  of  gases  across  the  alveolar-capillary 
membranes  and  also  the  flow  of  pulmonary 
capillary  blood.  A defect  in  this  phase  is  demon- 
strated mainly  by  the  symptom  of  cyanosis.2 

The  practitioner  in  his  office  is  concerned 
mainly  with  tests  involving  the  mechanical  ven- 
tilatory phase  not  only  because  of  their  compara- 
tive ease  of  performance  with  simple  equipment, 
but  also  because  usually  it  is  the  ventilatory  phase 
which  is  the  first  to  become  measurably  altered  in 
the  pulmonary  disease  states  with  which  the  aller- 
gist is  likely  to  be  confronted.  It  has  been  said 
that  if  the  ventilatory  phase  alone  is  studied,  over 
90  per  cent  of  patients  with  pulmonary  disease 
can  be  evaluated  adequately.  This  is  because  a 
relatively  smaller  defect  of  ventilation  than  that  of 
the  chemical-physiologic  phase  of  respiration  pro- 
duces symptoms.  By  the  time  a significant  alter- 
ation of  alveolar  capillary  function  occurs,  venti- 
lation is  severely  impaired.3  To  put  it  another 
way,  cases  of  almost  pure  ventilatory  phase  in- 
sufficiency are  not  uncommon,  but  cases  of  al- 
most pure  chemical-physiologic  respiratory  phase 
insufficiency  are  rare.  There  are,  of  course,  cases 
in  which  insufficiency  of  both  phases  may  be 
present  in  varying  proportion.  In  the  diseases 
with  which  the  allergist  usually  is  concerned,  how- 
ever, it  is  ventilatory  insufficiency  that  is  domi- 
nant, and  the  ventilatory  function  tests  are  the 
first  to  show  abnormality. 

It  is  worth-while  to  give  a brief  description  of 
the  ventilatory  phase  of  respiration,  and  the  fa- 
miliar descriptive  diagram  above  is  helpful  in  un- 
derstanding this  function  (Fig.  1). 

With  this  pictorial  description  of  ventilation  in 
mind,  a consideration  of  these  types  of  defects 
which  cause  a change  in  the  function  of  ventila- 
tion is  in  order.  A knowledge  of  these  defects 
and  their  causes  as  determined  by  anatomic  and 
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pathologic  studies  is  necessary  for  the  under- 
standing of  the  rationale  of  the  tests  which  have 
been  devised  to  record  the  altered  function  occur- 
ring when  a disease  state  such  as  asthma  is  present. 
It  has  become  the  custom  to  describe  these  de- 
fects as  restrictive  and  obstructive  in  type. 

Restrictive  deject  is  secondary  to  destruction  of 
or  enchroachment  on  alveoli,  as  by  lung  tumor, 
pleural  effusion,  surgical  removal  of  lung,  or 
thoracoplasty. 

Obstructive  deject  is  secondary  to  an  obstruction 
to  air  flow  in  the  air  passages,  as  in  asthma, 
emphysema,  polyp  of  a bronchus,  or  drowning. 

This  description  of  ventilatory  function  defects 
is  a simplification,  but  it  is  useful  for  the  sake  of 
clarity.  To  obtain  a more  complete  picture  of 
the  subject,  the  problems  of  uneven  alveolar 
ventilation,  the  elastic  properties  of  the  lung 
and  the  thorax,  and  mechanical  resistance  must 
be  considered.  It  is  now  possible  to  measure 
directly  the  specific  resistance  to  breathing,  and 
these  measurements  may  be  obtained  in  the  well- 
equipped  pulmonary  function  laboratory.  In 
general,  it  may  be  said  that  the  forces  involved  in 
ventilation  depend  on  volume  change  and  on  the 
velocity  of  the  gases  moved.  The  relationship  of 
these  factors  to  the  tests  to  be  described  will  be 
shown  subsequently. 

To  summarize,  it  is  with  those  diseases  in  which 
there  is  mainly  ventilatory  insufficiency  that  the 
allergist  is  usually  concerned,  and  the  defect 
present  in  those  diseases  usually  is  obstructive  in 
type. 

Tests  of  Ventilatory  Function 

When  a patient  complains  of  dyspnea,  it  is  of- 
ten necessary  to  attempt  to  determine  whether 
there  is  a true  mechanical  interruption  to  air  flow 
through  the  respiratory  passages  underlying  the 
symptom,  or  whether  the  cause  of  the  symptom 
lies  elsewhere.  The  answer  by  the  patient  to  the 
routine  question  of  the  medical  student,  “How 
many  flights  Of  stairs  can  you  climb?”  illus- 
trates the  difficulty  in  evaluation  of  causation,  for 
although  the  patient’s  answer  may  be  informa- 
tive, if  extreme  impairment  of  pulmonar}^  func- 
tion is  present,  in  the  large  majority  of  cases  the 
answer  is  not  informative  or  equivocal.  Since 
the  symptom  of  dyspnea  is  a subjective  complaint 
and  there  is  no  known  absolute  way  of  determin- 
ing the  threshold  level  of  the  dyspnea  sensation  on 
consciousness  in  differing  individuals,  the  diffi- 
culty inherent  in  the  problem  is  obvious. 


Respiratory  Rate. — The  most  widely  used 
observation  on  the  pulmonary  apparatus  is  the 
frequency  of  respirations.  There  is  no  doubt  that 
if  a patient  complains  of  shortness  of  breath  and 
the  examining  physician  observes  an  increase  in 
the  patient’s  respiratory  rate,  the  physician  will 
consider  this  fact  of  significance  in  correlating  the 
subjective  complaint  with  the  observed  finding, 
but  an  increase  in  respiratory  rate  is  caused  by  too 
many  other  factors,  such  as  fever  or  hysteria  to 
make  it  of  use  in  the  search  for  a true  ventilatory 
function  defect. 

Capacity  and  Air  Velocity  Tests. — While 
there  may  be  a normal  vital  capacity  in  the  case 
of  ventilatory  insufficiency  involving  an  obstruc- 
tive defect,  as  in  asthma  or  emphysema,  the  ve- 
locity of  gases  moved  during  the  inspiratory  and 
expiratory  efforts  of  respiration  may  be  slowed. 
Thus  the  results  of  the  tests  measuring  velocity, 
such  as  the  maximum  voluntary  ventilation  (max- 
imum breathing  capacity),  and  the  timed  vital  ca- 
pacity (one  second  and  three  second  vital  capac- 
ity), may  be  lowered  abnormally  when  a normal 
vital  capacity  is  present.  Conversely,  in  the  case 
where  there  is  a restrictive  defect,  such  as  lung 
tumor,  the  results  of  the  air  velocity  tests  may  be 
normal  when  the  vital  capacity  is  lowered  ab- 
normally.1 Here  again  is  seen  the  interaction  of 
volume  and  velocity  as  concerned  with  the  ven- 
tilatory type  defect  in  respiration. 

Vital  Capacity.- — If  no  other  test  of  pul- 
monary function  is  performed  by  the  allergist,  the 
vital  capacity  of  patients  with  known  or  suspected 
pulmonary  disease  should  be  measured.  As 
stated  above,  however,  the  test  is  of  value  mainly 
in  revealing  the  presence  of  the  restrictive  type 
defect,  such  as  in  the  destruction  of  alveolar  tissue 
by  tumor  or  by  the  processes  causing  emphysema. 
The  vital  capacity  may  be  decreased  abnormally 
as  well  in  other  conditions,  such  as  paralysis  of  the 
diaphragm,  or  kyphoscoliosis,  or  where  there  is 
nerve  pain.  The  impairment  of  the  vital  capacity 
measurements  by  so  many  differing  types  of 
disease  states  limits  its  usefulness.  No  allergist, 
however,  who  has  done  serial  determinations  of 
vital  capacity  over  a period  of  months  or  years  on 
an  individual  patient  would  discount  the  value  of 
this  test  as  a practical  aid  in  following  the  course 
of  disease. 

The  test  consists  of  the  patient  expiring  slowly 
and  completely  into  a spirometer  after  he  has  in- 
spired to  the  limit  of  his  capacity.  It  is  impor- 
tant that  the  vital  capacity  test  be  determined 
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with  a correctly  calibrated  instrument,  whether  it 
is  of  the  bellows  or  spirometer  type.  The  results 
obtained  are  of  value  when  used  in  conjunction 
with  the  calculated  normal  vital  capacity  of  the 
patient  which  is  readily  obtained  from  tables  of 
normal  values  in  standard  textbooks  or  from 
tables  furnished  with  the  instrument.  It  should 
be  remembered  that  normal  vital  capacity  find- 
ings vary  as  much  as  20  per  cent  from  the  average 
normal  figures  given  in  such  tables.  A single  de- 
termination cannot  be  shown  to  be  abnormal  un- 
less it  is  20  per  cent  below  the  calculated  normal 
for  the  individual  patient.  This  fact  makes  it 
important  that  serial  determinations  be  made, 
since  the  change  in  the  measurements  is  of  more 
significance  than  the  results  of  a single  deter- 
mination. The  calibration  of  the  instrument, 
whether  it  is  of  bellows  or  spirometer,  should  be 
checked  from  time  to  time  to  guard  against  error 
resulting  from  the  usual  wear  and  tear  of  general 
office  use. 

It  should  be  emphasized  that  the  vital  capacity 
test  is  most  valuable  when  performed  on  the  same 
patient  repeatedly  at  appropriate  intervals  of  a 
week  or  month  in  following  the  case  of  asthma  or 
asthma  with  emphysema.  The  value  of  the  test 
is  increased  if  a standard  dose  of  a bronchodilator 
drug,  such  as  epinephrine,  is  given  by  injection 
and  the  vital  capacity  determination  repeated  ten 
or  twenty  minutes  after  the  injection  so  that  the 
element  of  bronchospasm  in  the  disease  is  ascer- 
tained. Serial  determination  of  the  vital  capac- 
ity in  chronic  asthma,  both  before  and  after  the 
use  of  a bronchodilator  drug,  undoubtedly  are  of 
value  in  following  the  course  of  the  disease  and  in 
determining  the  efficacy  of  the  therapeutic  meas- 
ures used. 

Tests  of  Air  Velocity  in  Respiration. — It 
was  the  limitations  of  the  vital  capacity  test 
which  aroused  interest  in  the  development  of  a 
more  informative  and  yet  simple  test  of  pul- 
monary ventilatory  function.  Mainly  because  the 
vital  capacity  test  is  the  measurement  of  a static 
volume,  it  was  postulated  that  a test  capable  of 
measuring  the  subject’s  maximum  powers  of  ven- 
tilating would  be  more  informative.  Tests  of  the 
velocity  of  air  moved  in  respiration  when  the  sub- 
ject is  making  maximum  effort  to  ventilate  were 
devised,  and  these  tests  are  an  indication  of  the 
maximum  amount  of  work  or  force  that  can  be 
commanded  by  a subject  for  maintaining  maxi- 
mum ventilation.4  The  standard  test  of  this 
nature  has  been  the  maximum  voluntary  ventila- 


tion capacity  test  (maximum  breathing  capacity) 
which  may  be  readily  performed  by  means  of  a 
Coffins  vitalometer.  This  test,  widely  used  in 
pulmonary  function  laboratories  and  of  proved 
value  as  giving  a good  estimate  of  ventilatory  re- 
serve, is  considered  unsuitable  in  allergy  practice 
because  it  is  felt  that  the  method  of  performance 
tends  to  increase  bronchospasm  in  the  asthmatic 
patient,  and  even  to  precipitate  attacks  of  wheez- 
ing. 

Timed  Vital  Capacity  Tests. — The  so-called 
timed  vital  capacity  test  (the  one  second  and  three 
second  vital  capacity  tests)  has  been  found  more 
useful  for  the  allergist.  This  test  measures  the 
velocity  of  air  during  one  forced  maximal  expira- 
tion of  the  subject  during  the  stated  time  inter- 
vals, and  the  results  have  been  found  to  correlate 
well  with  the  results  of  the  voluntary  ventilation 
capacity  test.  Since  the  time  of  effort  of  the  pa- 
tient’s ventilating  during  the  test  is  short  com- 
pared with  that  required  in  the  voluntary  ventila- 
tion capacity  test,  there  is  less  opportunity  for  ini 
creasing  bronchospasm  in  the  asthmatic  patient. 
The  patient  is  instructed,  after  a maximum  in- 
spiration, to  expire  as  rapidly  and  forcefully  as 
possible  into  a spirometer  to  which  has  been 
attached  a timing  device  as  described  by 
Gaensler,5  which  records  the  volume  of  air  expired 
at  the  end  of  one  second  and  three  seconds.  In 
normal  subjects,  approximately  83  per  cent  of  the 
total  vital  capacity  is  expired  at  the  end  of  one 
second  and  97  per  cent  at  the  end  of  three  sec- 
onds. Similar  measurements  that  are  graphic 
may  be  obtained  with  a Gorrell  spirometer  by 
means  of  which  the  tracing  of  a forced  respiration 
on  a rapidly  moving  paper  records  the  informa- 
tion. This  apparatus  has  the  advantage  of  re- 
cording in  a simple  manner  the  entire  inspiratory 
and  expiratory  phases  on  a sheet  of  paper  which 
may  be  inserted  in  the  patient’s  office  chart 
and  the  required  measurements  of  air  velocity  are 
determined  easily  from  this  tracing.  More  ex- 
pensive devices,  such  as  the  pneumotachograph  or  i 
electrical  flow  meter  are  available,  and  recently  a 
device  has  been  described  utilizing  the  Venturi 
tube  principle.  These  tests  are  essentially  meas- 
urements of  velocity,  and  it  should  be  noted  that 
the  measurements  are  useful  mainly  from  the  *. 
standpoint  of  evaluation  of  pulmonary  ventila- 
tory insufficiency.  The  findings  should  be  con- 
sidered in  relation  to  the  vital  capacity  as  men- 
tioned above  and  compared  with  the  calculated 
or  observed  values  for  normal  individuals  of  the 
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PULMONARY  VENTILATION  FUNCTION  TESTS  IN  ALLERGY  PRACTICE 


EXPIRATORY  VOLUME  VELOCITY  RATES 

OF  NORMAL  PATIENTS  AND  PATIENTS  WITH 


FEMALE  Age  46 

CHRONIC  ASTHMA  FOR  15  YEARS 
LUNGS  CLEAR  TO  AUSCULTATION 
BEFORE  EPINEPHRINE 

20  MINUTES  AFTER 
EPINEPHRINE  1-1000  4/IOcc 


2300  3.2  43.1 


2400  2.9  49.7 


MALE  Age  22 

JULY  1957 -ACUTE  ASTHMA  WITH 
WHEEZING  BEFORE  EPINEPHRINE 


20  MINUTES  AFTER 
EPINEPHRINE  1-1000  4/10 cc 


2900 


4 100 


NOV.  1957  - AFTER  ACTH 
THERAPY  BEFORE  EPINEPHRINE 


4200 


20  MINUTES  AFTER 
EPINEPHRINE  1-1000  4/IOcc 


Figure  I 


4300 


Fig.  2. 


Expiratory  volume  velocity  rates. 


5.7  30.6 


5.7  43.1 


3.7  68.1 


3.4  75.9 


same  sex  and  age  group  as  the  patient  under 
study.  Studies  by  the  author  and  others6  suggest 
that  the  mean  velocity  of  air  during  forced  max- 
imal expiration  of  the  entire  expiratory  phase 
seems  to  be  a more  sensitive  test  than  the  timed 
vital  capacity  tests  limited  to  one  or  three  second 


periods.  The  mean  velocity  of  air  for  the  entire 
expirator}7  phase,  of  course,  includes  the  vital  ca- 
pacity value  as  an  integral  part  of  the  reading  of 
the  test. 

Whatever  the  device  used  to  record  velocity  of 
air  moved  on  one  single  maximum  forced  expira- 
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tion  after  a maximum  inspiration,  the  results  of 
this  type  of  testing  have  been  found  useful  in  de- 
tecting pulmonary  ventilatory  insufficiency.* 1 2 3 4 5 6  It 
may  be  used  not  only  in  those  quiescent  periods  of 
chronic  asthma  to  measure  pulmonary  ventila- 
tory insufficiency  that  may  be  present  even 
though  the  patient  does  not  complain  of  dyspnea, 
but  it  may  also  be  used  during  acute  attacks  of 
asthma  without  fear  of  unduly  increasing  its 
severity.  Thus  this  test  has  particular  merit  in 
charting  the  improvement  in  the  asthmatic  pa- 
tient when  a specific  therapeutic  measure  is  under 
trial.  Cooperation  of  the  patient  is  obtained 
readily  when  the  simplicity  of  the  method  of  per- 
forming the  test  is  explained  to  him.  The  pa- 
tient with  severe  psychoneurotic  or  psychotic 
tendencies,  whose  test  results  would  be  suspect,  is 
easily  identified  by  his  manner  of  performing  the 
test. 

For  the  performance  of  these  timed  capacity 
tests  it  is  important  that  a routine  be  established 
which  is  not  varied  from  subject  to  subject.  The 
patient  should  be  in  the  sitting  position.  A nose 
clamp  should  be  used  to  prevent  escape  of  air 
through  the  nostrils  when  he  expires  into  the  ap- 
paratus. He  should  not  attempt  the  test  until 
the  method  of  performance  is  explained  clearly  to 
him.  Clothing  should  be  loosened  about  the  neck 
and  artificial  dentures  removed  from  the  mouth. 
After  a maximal  inspiration  the  patient  is  in- 
structed to  expire  as  quickly,  forcefully,  and  com- 
pletely as  possible  into  the  mouthpiece.  It  is  cus- 
tomary to  perform  this  procedure  three  times  with 
a rest  period  of  approximately  five  minutes  be- 
tween the  tests,  the  best  result  of  the  three  tests 
being  recorded.  The  procedure  is  repeated  after 
the  injection  of  a bronchodilator  drug  to  deter- 
mine the  amount  of  bronchospasm  present.  Fig- 
ure 2 illustrates  tracings  used  to  find  mean  ve- 
locities of  air  during  forced  maximal  expiration  as 
determined  by  means  of  the  Gorrell  spirometer 
on  a normal  subject  and  asthmatic  patients.  It  is 
to  be  noted  in  the  male  patient  that  although  the 
vital  capacity  remained  essentially  unchanged,  as 
the  patient’s  asthmatic  condition  improved  under 
therapy  the  mean  velocity  of  expiration  showed  a 


marked  increase,  thus  giving  a better  indication  of 
the  true  condition  of  the  patient. 

These  tests  of  expiratory  velocity  are  easy  to 
perform,  and  the  equipment  is  suitable  for  office 
use.  It  must  be  emphasized,  however,  that  the 
person  supervising  the  tests  must  be  trained  in 
their  proper  use  just  as  a technician  is  trained  for 
the  performance  of  a proper  basal  metabolic  rate 
test  or  a blood  cell  count  which  require  practice 
and  careful  attention  to  detail  for  best  results. 

Summary 

A discussion  of  pulmonary  function  tests  avail- 
able to  the  practitioner  for  use  in  the  management 
of  diseases  of  allergy  has  been  presented.  Empha- 
sis is  placed  on  the  suitability  for  office  practice  of 
tests  of  ventilatory  function.  The  vital  capacity 
determination,  if  properly  utilized,  is  of  definite 
value  for  those  purposes  outlined.  Of  even 
greater  value  are  those  tests  of  air  velocity  during 
forced  maximal  expiration  after  maximal  inspira- 
tion of  the  subject.  Air  velocities  at  timed  inter- 
vals during  the  initial  seconds  of  the  forced  max- 
imal expiratory  phase  have  been  found  useful  as 
indicators  of  pulmonary  ventilatory  efficiency. 
It  is  suggested  that  the  mean  velocity  of  the  total 
air  expired,  with  a graphic  representation  of  the 
respiratory  effort  for  use  in  the  patient’s  chart,  is 
a more  satisfactory  procedure  for  office  practice. 
Proper  care  of  equipment  used  in  these  tests  and 
training  and  supervision  of  personnel  who  per- 
form them  are  essential  for  success. 

136  East  64th  Street 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 

From  the  Poison  Control  Center,  New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner,  New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


Lead  Poisoning  in  Infancy  and  Young  Children 


Lead  poisoning,  particularly  in  young  children, 
continues  to  be  a major  public  health  prob- 
lem in  New  York  City. 

Since  1955,  248  lead  poisonings  were  reported  to 
the  Department  of  Health,  35  of  which  termi- 
nated fatally.  Forty-six  cases,  including  eight 
fatalities,  were  reported  as  of  August,  1957. 

A careful  review  of  how  these  accidents  oc- 
curred indicates  that  nearly  all  resulted  either 
from  the  ingestion  of  paint  from  painted  wall 
plaster,  chewing  paint  from  window  sills,  or  paint 
peeling  that  dropped  from  the  ceiling.  Contrary 
to  popular  belief,  incidence  from  toys  or  painted 
cribs  is  negligible.  The  fatal  cases  reported  in 
1957  are  summarized  in  Table  I. 

The  following  two  case  histories  are  cited  as 
typical  how  lead  poisonings  occur. 

Case  Reports 

Case  1. — A nineteen-month-old  male  child  had  a 
habit  of  standing  near  the  window  watching  the 
other  children  playing  while  he  chewed  on  the  paint 
from  the  window  sill.  The  child  had  no  symptoms 
until  he  developed  convulsions  four  days  before  he 
expired.  His  parents  stated  that  they  were  not 
aware  that  paint  contained  lead  or  that  chewing  the 
paint  was  harmful. 

Case  2. — Since  late  infancy,  this  two-year-old 


male  child  had  had  a habit  of  eating  paint  from  the 
window  sills.  The  mother  stated  she  had  no  idea 
that  this  would  make  the  child  ill.  The  patient’s 
symptoms  were  vomiting  and  abdominal  pains.  He 
was  taken  to  a hospital  several  times  and  was  treated 
in  the  clinic,  but  it  was  not  discovered  that  the  symp- 
toms were  due  to  lead  poisoning.  It  was  only  on  the 
third  hospital  admission,  when  the  child  developed 
convulsions  and  coma,  that  a diagnosis  of  lead 
poisoning  was  made.  In  spite  of  the  therapy  given, 
the  child  expired  ten  hours  after  admission. 

It  is  evident  from  a perusal  of  the  reported  cases 
that  except  for  acute  poisoning,  the  onset  is  gen- 
erally gradual  and  at  times  without  any  symp- 
toms, particularly  in  young  children.  Because  of 
the  extreme  vulnerability  of  the  central  nervous 
system,  even  a short  period  of  exposure  may  be 
followed  by  severe  symptoms  of  convulsions  and 
encephalitis  even  before  anemia  or  other  mild 
symptoms  develop. 

Symptoms 

Symptoms  of  mild  lead  intoxication  are  irrita- 
bility, weakness,  anemia,  loss  of  weight,  vomiting, 
pallor  (especially  out  of  proportion  to  the  ane- 
mia), headache,  abdominal  pain,  loss  of  appetite, 
and  constipation. 

About  50  per  cent  of  all  infants  and  young 
children  suffering  from  lead  intoxication  develop 
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TABLE  I. — Fatalities  From  Lead  Poisonings,  New  York  City  Department  of  Health,  1957 


Age 

Sex 

Environmental  Findings 

Signs  and  Symptoms 

Laboratory  Findings 

18  months 

F 

Rooming  house,  paint  peeling, 
lead  piping,  poor  sanitary 
conditions,  sharing  of  kitchen 
and  bath. 

Vomiting,  abdominal  pain,  head- 
ache, convulsions,  coma. 

Lead  analysis  (blood)  .003  mg. 
per  cent;  x-ray:  increased 
density. 

18  months 

M 

Private  house,  gnawing  at  sills, 
furniture,  wooden  toys,  lead 
piping. 

History  of  pica,  anorexia,  vomit- 
ing, lethargy,  convulsions, 
stupor,  coma. 

Lead  analysis  (blood)  .19  mg. 
per  cent;  x-ray:  increased 
density. 

2 years 

F 

Still  unreported. 

Anorexia,  vomiting,  lethargy, 
convulsions. 

Lead  analysis  (blood)  .16  mg. 
per  cent;  x-ray:  increased 
density. 

2 years 

M 

Paint  peelings,  rooming  house, 
family  of  six  in  two  rooms, 
kitchen  without  chairs,  toilet 
without  bath,  children  go 
barefoot. 

History  of  pica,  vomiting,  leth- 
argy, convulsions,  stupor, 
coma. 

Lead  analysis  (liver)  2.3  mg. 
in  50  Gm. 

18  months 

F 

Many  wooden  toys  and  window 
sills  were  gnawed  at;  gas  re- 
frigerator, three  children  and 
two  adults  in  small  room. 

History  of  pica,  vomiting,  con- 
vulsions. 

Lead  analysis  (blood)  .15  mg. 
per  cent;  x-ray:  density 

not  increased. 

19  months 

M 

Gnawing  at  sills,  eating  of  paint, 
gas  refrigerator,  private  house. 

History  of  pica,  vomiting,  pal- 
lor, lethargy,  convulsions,  stu- 
por, coma. 

Lead  analysis  pending;  x-ray: 
increased  density. 

2 years 

F 

Still  unreported. 

History  of  pica,  anorexia,  vomit- 
ing, abdominal  pain,  constipa- 
tion, pallor,  blue  line,  convul- 
sions. 

Lab  report  pending. 

22  months 

F 

Still  unreported. 

Vomiting,  diarrhea,  constipa- 
tion, pallor,  lethargy. 

Lab  report  pending. 

encephalopathy,  and  the  mortality  in  children 
with  lead  encephalitis  is  very  high  (about  30  per 
cent).  About  35  per  cent  of  those  who  survive 
are  left  with  permanent  irreversible  brain  damage. 

Epidemiologic  investigation  and  interviews  with 
parents  also  disclosed  that  lead  poisoning  is  not 
due  to  negligence  but  to  a lack  of  an  awareness  on 
the  part  of  parents  of  the  harmful  effects  of  in- 
gesting painted  plaster,  paint  peelings,  and  scaled- 
off  lead  paint  from  interior  surfaces  in  the  home, 
and  moreover,  that  paint  may  contain  lead.  It 
may  also  be  pointed  out  that  there  is  an  associa- 
tion between  children  suffering  from  pica  and  in- 
cidence of  lead  poisoning.  The  attack  rate  of 
lead  poisoning  is  also  higher  in  siblings  of  a posi- 
tive lead  poisoning  case. 

Therefore,  physicians  are  requested  to  pay  par- 
ticular attention  to  the  above  vulnerable  groups. 
It  is  highly  recommended  that  although  asympto- 
matic, children  with  a diagnosis  of  pica  and  a 
household  contact  with  a lead  poisoning  case  be 
thoroughly  examined,  including  a blood  lead  de- 
termination. 

Season 

Physicians  should  also  be  particularly  on  the 
alert  during  the  summer  months,  since  the  inci- 
dence of  lead  poisoning,  as  well  as  fatalities,  is 
considerably  higher  during  the  months  of  July, 


TABLE  II. — Districts  with  High  Incidence  of  Lead 
Poisoning 


District 

Per  Cent  of  All  Cases 

Fort  Greene 

30 

Bedford 

11 

Bushwick 

11 

Red  Hook 

7 

Central  Harlem 

7 

.Lower  West  Side 

4.5 

Mott  Haven 

4.5 

August,  and  September.  About  50  per  cent  of 
the  cases  occur  during  the  summer  months. 

The  reason  for  this  seasonal  distribution  is  ob- 
scure and  deserves  greater  scrutiny.  It  is  be- 
lieved that  metabolic  disturbances  and  dehydra- 
tion may  be  contributory  factors. 

Geography 

The  geographic  distribution  is  also  of  interest 
(Fig.  1).  Seventy  per  cent  of  all  reported  inci- 
dents in  1957  occurred  in  Brooklyn.  Manhattan 
contributed  14  per  cent,  Bronx  10  per  cent,  and 
Queens  6 per  cent.  No  cases  were  reported  from 
Richmond.  Thirty  per  cent  of  all  occurrences 
came  from  one  district  in  Brooklyn  (Fort  Greene) 
as  did  50  per  cent  of  all  fatalities.  An  intimate 
association  with  low  socioeconomic  conditions, 
such  as  age  of  house  and  consequent  poor  hous- 
ing conditions,  appears  to  exist  (Table  II). 
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PERCENTAGE  OF  ALL  CASES 
OF  LEAD  POISONING 

WKM  30% 

HH  1 1 % 

S 7% 

4.5% 


Fig.  1.  Districts  with  a high  incidence  of  lead 
poisoning  (46  cases).  New  York  City  Health  De- 
partment, 1957. 


Color , Sex , and  Age 

There  is  a marked  preponderance  in  the  non- 
whites and  Puerto  Ricans.  This  is  undoubtedly 
associated  with  low  socioeconomic  conditions  and 


poor  housing,  rather  than  a result  of  inherent  con- 
stitutional differences. 

It  is  interesting  that  although  the  over-all  dis- 
tribution of  the  cases  reported  in  1957  showed  a 
male  preponderance  (60  per  cent  male  to  40  per 
cent  female),  fatalities  were  much  higher  in  the 
female.  Almost  the  reverse  distribution  in  fatal- 
ities was  noted  (62  per  cent  in  the  female  and  40 
per  cent  in  the  male).  This  confirms  previous 
findings.1  While  the  number  is  too  small  to  draw 
any  valid  conclusions,  it  is  probably  possible  to 
postulate  that  the  female  child  who  is  suffering 
from  lead  poisoning  is  more  vulnerable  to  the 
ravages  of  the  disease. 

The  highest  incidence  was  noted  at  the  age  of 
two  years,  and  children  from  one  to  three  years 
old  are  the  most  susceptible. 

Treatment 

Early  diagnosis  and  immediate  treatment  is 
essential.  The  best  treatment  for  lead  poisoning, 
however,  is  total  prevention.  This  can  best  be 
done  by  educating  parents  on  the  potential  dan- 
gers of  lead  ingestion,  by  inquiring  carefully  into 
the  habits  of  children  under  supervision,  and  by 
advising  families  to  use  lead-free  paint  for  paint- 
ing indoor  surfaces.  Walls  needing  replastering 
should  be  replastered  and  repainted  with  lead- 
free  paint. 

Physicians  are  again  requested  to  be  on  the 
alert,  particularly  during  the  summer  season, 
wherever  a suspicious  history  or  suggested  signs 
and  symptoms  and  physical  findings  are  ob- 
tained. All  such  children  should  be  referred  im- 
mediately for  further  examination,  blood  lead  de- 
termination, and  indicated  treatment.  The  non- 
white and  Puerto  Rican  female  young  child  is 
highly  vulnerable.  Only  through  a concerted 
and  well-directed  effort  will  the  lead  poisoning 
problem  be  resolved. 
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Filming  an  Emergency  in  the  Operating  Room 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild , Ltd.) 


A telephone  rang  at  six  one  evening  as  the 
film  production  staff  was  ending  a long  and 
busy  day. 

An  emergency?  Of  course.  Not  life-and- 
death,  perhaps,  but  it  had  all  the  elements  and 
seriousness  of  that  kind  of  emergency. 

The  caller  was  an  obstetric  surgeon,  Chief  of 
Service  at  a university  hospital.  His  innocent 
query:  “We  have  an  interesting  surgical  case  in 
the  medical  school  hospital  tomorrow  morning. 
Could  you  be  here  at  seven  to  film  it?” 

A doctor,  to  whom  leisure  time  for  educational 
activity  is  virtually  unknown,  is  often  compelled 
to  leave  important  but  secondary  matters  for 
last-minute  arrangement.  All  too  frequently 
the  victim  of  the  harried  doctor’s  unyielding  cal- 
endar is  a paper  or  course  he  would  like  to  pre- 
pare “if  time  permits,”  or  a photographic  record 
of  his  work,  “if  I ever  get  out  from  under.” 
And  somehow,  time  generally  does  not  permit 
preparing  those  notes,  working  out  that  presenta- 
tion, taking  those  pictures — until  an  approaching 
deadline  serves  to  trigger  such  educational  activ- 
ity. This  film  was  no  exception. 

Near-Deadline  for  a Special  Audience 

The  caller,  with  his  simple  question,  mentioned 
a necessity  for  haste — a patient  with  inflamed 
fallopian  tubes.  Immediate  surgery  was  indi- 
cated. It  was  mentioned  that  a class  for  whom 


the  film  was  intended  would  meet  in  less  than  a 
week.  There  might  not  be  another  occasion  for  a 
photographic  record  of  the  surgery  in  question. 

The  surgeon  explained  that  he  was  presenting  a 
course  to  a group  of  75  postgraduate  students  from 
Latin  America  and  was  particularly  anxious  to 
demonstrate  a fimbrioplastic  technic  he  had 
developed.  The  procedure,  involving  a bilateral 
salpingostomy  for  clubbed  tubes,  could  not  readily 
be  demonstrated  “live”  at  the  convenience 
of  the  class.  The  only  effective  way  to  present 
the  case  to  the  training  group  was,  of  course,  to 
film  it — on  whatever  notice,  and  using  such 
impromptu  devices  as  might  be  required. 

Concealed  in  the  doctor’s  simple  question  was  a 
series  of  complex  ones.  Could  the  film  producer 
make  after-hour  arrangements  to  have  the  neces- 
sary personnel  and  equipment  on  hand,  ready  to 
shoot,  in  thirteen  hours?  Was  he  prepared  to 
film  a largely  unplanned  surgical  procedure,  in  the 
course  of  which  special  photographic  adaptations 
(which  could  be  determined  only  after  the  first 
incision)  would,  in  all  likelihood,  have  to  be 
made?  And  could  the  producer,  despite  these 
implicit  hazards,  develop  a satisfactory  film  record 
of  the  surgery  at  nominal  cost? 

The  producer’s  equally  simple  reply  in  the 
affirmative  was  in  reality  a positive  commit- 
ment on  each  of  these  implied  questions.  He  had 
only  one  request  to  make : Since  time  did  not  per- 
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mit  an  adequate  discussion  of  the  film  scenario, 
would  the  surgeon  prepare  a brief  outline,  how- 
ever general,  of  the  anticipated  operative  technics 
to  serve  as  a basic  guide  for  the  film  director? 

The  surgeon  promised  to  deliver  the  requested 
“script,”  and  both  men  hung  up  the  phone  to 
embark  on  a long  evening  of  preparation  for  the 
morrow. 

The  producer  was  fortunate  in  his  choice  of 
film  collaborator,  for  the  surgeon  proved  the 
possessor  of  that  special  visual  sense  essential  to 
viewing  the  medical  situation  from  the  perspec- 
tive of  the  camera.  He  also  possessed,  luckily, 
an  efficient  and  cooperative  secretary  and  type- 
writer. As  a result,  an  outline  of  each  surgical 
step  in  the  procedure,  however  tentative,  was 
dictated  that  evening.  By  the  following  morning 
it  provided  the  director  and  photographer  with 
fundamental  guidance  in  planning  36  basic  photo- 
graphic “takes.” 

At  7 : 00  a.m.  all  was  in  readiness — 

Making  the  Film:  In  the  Operating 
Room 

Or  almost  all — for  if  what  ensued  was  the  mere 
focusing  of  a camera,  turning  of  a switch,  and 
rolling  of  several  hundred  feet  of  film,  there  would 
be  little  point  to  this  story. 

The  film  producer  and  collaborating  physician 
must  bring  more  than  proficiency  in  their  own 
activity  to  the  making  of  a film — each  must  have 
some  knowledge  and  feeling  for  the  other’s  job, 
as  well.  Vital  to  the  producer  was  his  familiarity 
with  anatomy,  surgery,  and  clinical  medicine; 
equally  indispensable  was  the  doctor’s  elementary 
understanding  of  photographic  problems  and  how 
he  proposed  to  employ  this  visual  aid. 

In  addition,  the  producer  must  have  the  capac- 
ity for  putting  the  operating  room  team  at  their 
ease  and  obtaining  their  cooperation.  By  word 
and  action  he  must  convey  his  desire  to  make  the 
best  possible  record  of  the  surgeon’s  technic  and 
indicate  that  there  will  be  a minimum  of  interfer- 
ence with  normal  hospital  room  routine. 

In  this  instance,  an  unforeseen  problem  threat- 
ened to  defeat  the  project  almost  before  it  got 
under  way — the  anesthetist  indicated  that  the 
presence  of  cyclopropane  in  the  operating  theater 
made  photography  dangerous. 

The  producer  solved  this  problem  by  making 
all  connections  for  lighting  circuits  outside  the 
operating  room  and  by  the  use  of  a nonsparking 


(hence  explosion-proof)  switch  to  drive  the  camera 
motor.  In  spite  of  these  precautions,  however, 
the  surgeon  bowed  to  the  anesthetist’s  concern, 
and  the  photographer  was  required  to  shoot  his 
film  at  a distance  considered  safe  by  the  anesthe- 
tist, which,  unfortunately,  hindered  the  photog- 
rapher to  a considerable  degree. 

Allowing  time  for  orientation  of  the  surgical 
team  in  photographic  problems  would  have  obvi- 
ated this  situation.  Proof  of  this  was  provided 
by  the  arrival  of  the  chief  anesthetist  who,  when 
the  problem  was  explained,  immediately  author- 
ized removal  of  the  threatening  cyclopropane 
flask  and  substitution  of  another  anesthetic  agent. 

Obtaining  the  best  photographic  sequences  was 
curtailed  by  the  incident,  and  as  a result,  the  pro- 
ducer and  surgeon  were  forced,  in  a brief  oper- 
ating room  consultation,  to  hurriedly  revise  the 
shooting  schedule. 

Here,  in  practice,  is  another  requirement  for 
making  a good  surgical  picture — a capacity  which 
must  be  shared  by  the  medical  collaborators  and 
photographic  team  to  instantaneously  adjust 
themselves  to  unforeseen  problems  in  the  oper- 
ating room.  At  stake  is  the  loss  of  precious  min- 
utes of  shooting.  In  surgery,  the  first  “take”  is 
final;  photographic  footage,  once  lost,  can  never 
be  recaptured. 

Again  the  surgeon  proved  to  be  an  apt  film 
improviser  in  making  his  on-the-spot  decision 
to  record  the  surgical  procedure  as  best  as  he 
could  and  leave  the  manipulations  for  his  special 
instruments  normally  used  in  the  operating  room 
for  further  coverage  by  supplementary  photog- 
raphy in  the  studio. 

Captured  by  the  camera  in  the  operating  room 
were  such  vital  sequences  as  preliminary  hook-up 
of  the  gaseous  system  prior  to  laparotomy,  use 
of  a modified  furness  catheter  to  obtain  a urine 
sample,  use  of  special  instruments  to  determine 
tube  permeability,  etc.  In  all,  some  15  essential 
manipulations  were  photographed,  and  the 
operating  room  mission  was  accomplished.  For 
the  rest,  back  to  the  studio. 

Making  the  Film:  in  the  Studio 

That  same  afternoon  surgical  equipment  and 
models  of  the  organs  involved  were  delivered 
to  the  film  studio.  The  surgeon  and  production 
staff,  working  under  relaxed  conditions,  com- 
pleted their  “fill-in”  shooting  with  duplication  of 
the  action  of  a new  gynograph  to  control  the 
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source  of  carbon  dioxide,  and  other  related  sup- 
plementary procedures. 

Immediately  following  the  photography,  titles 
to  explain  the  photographic  sequences  were 
rapidly  developed  along  with  a number  of  simple 
but  highly  illuminating  sketches  which  were 
designed  by  the  surgeon  for  interpolation  pur- 
poses. 

Of  no  small  value  in  this  phase  of  the  produc- 
tion was  the  surgeon’s  demonstration  of  a third 
talent  which  can  be  extremely  valuable  to  medical 
cinematographers — an  ability  to  provide  simple 
sketches,  diagrams,  or  models  to  illustrate  the 
technics  on  the  screen.  In  this  case,  the  sketches, 
with  little  modification,  were  more  than  ample 
to  explain  the  procedure  and  eliminated  the  need 
for  supplementary  art  work. 

Three  things  remained  to  be  done: 

Titling  the  Scenes. — The  surgeon  having 
prepared  the  script,  the  producer  developed 
titles  using  color  values  which  blended  visually 
with  the  operating  room  and  studio  scenes. 

Editing. — Later  that  wTeek,  several  hours  were 
required  to  examine  the  printed  footage,  and  the 
position  of  appropriate  titles  and  diagrams  was 
determined. 

Preparing  the  Sound  Track. — Since  both 
time  and  funds  were  limited,  adding  narration 
by  the  use  of  the  standard  optical  sound  track 
was  ruled  out.  Speed  was  essential  to  allow  the 
surgeon  to  meet  his  self-imposed  deadline; 
reduced  production  cost  was  desirable  pending 
his  decision  regarding  possible  broader  use  of  the 
film  (and  expansion  of  its  contents)  in  the  future. 
The  “magnetic  striping”  technic  offered  a solu- 
tion. 

“Magnetic  Striping" 

Magnetically  “striping”  a sound  track  on  film, 
a relatively  new  production  procedure,  radically 
diminishes  the  time  and  cost  of  adding  sound  to  a 
film,  while  permitting  tremendous  flexibility  to 
the  doctor-producer.  Preliminary  “striping”  of 
the  exposed  film  can  be  done  in  limited  time 
during  which  the  narration  may  be  written  and 
edited.  Using  his  own  voice,  the  doctor  may 
record  and  rerecord,  edit,  revise,  or  expand  his 
original  sound  track  at  will,  with  no  damage  to 
the  film.  If  he  wishes,  he  may  even  erase  the 
sound  track  for  translation  into  other  languages. 

The  technic  requires  a special  sound  projector 
which  is  becoming  popular  in  audio-visual  train- 


ing and  may  be  either  purchased  or  can  be  rented 
at  reasonable  cost. 

Minimal  Time , Nominal  Expense 

The  film  was  ready  on  the  target  date,  and  to 
the  relief  of  the  surgeon,  he  stayed  within  his 
budget.  Likewise,  the  Latin  American  students 
received  the  “message  from  Garcia”  which  in- 
structor and  film  producer  had  labored  so  in- 
geniously to  deliver. 

A unique  case  history?  Not  at  all.  There 
are  lessons  here  for  every  reader  of  this  Journal. 

1.  The  time  required  to  prepare  an  effective 
film  need  not  be  prohibitive.  The  surgeon’s 
total  time  investment  in  this  production  was 
about  fifteen  hours,  including  time  in  the  operat- 
ing room. 

2.  The  painstaking  care  evident  in  expensively 
prepared  professional  clinical  and  surgical  film 
presentations  should  not  deter  the  reader  from 
making  a less  elaborate,  but  equally  valuable, 
didactic  subject. 

The  film-making  experience  reported  here 
proves  that  lack  of  time  and  money  can  be  over- 
come by  the  use  of  judicious  imagination  and  a 
little  artistic  ability.  While  this  kind  of  last- 
minute  assignment  is  hardly  recommended  as  an 
ideal  procedure  in  medical  cinematography,  it 
demonstrates  what  clear  thinking,  keen  sensi- 
tivity to  visual  values,  and  a capacity  for  apt  and 
speedy  decisions  can  accomplish. 

3.  A film  can,  in  hours,  make  a permanent 
record  of  surgical  or  clinical  technic  which  took 
the  clinician  or  surgeon  years  to  develop.  The 
surgeon  in  our  story  had  developed  his  technic 
over  a period  of  many  years.  A single  day  of 
filming  was  sufficient  to  record  his  work  in  an 
intelligible  form  for  the  edification  of  his  col- 
leagues. This  condensation  of  a twenty-year 
achievement  in  a graphic  half-hour  exposition  is 
a formidable  achievement,  but  one  which  the 
motion  picture — uniquely  among  all  educational 
media — is  admirably  equipped  to  perform. 

In  conclusion,  film-minded  readers  who  have 
desired  to  photograph  their  research,  will  be 
invited  to  show  their  filmed  reports  to  a fast- 
growing number  of  professional  audiences.  One 
such  is  your  own  State  Society,  whose  Motion 
Picture  Chairman  is  anxiously  seeking  new 
subjects  with  which  to  broaden  the  film  program 
at  the  next  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York. 
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Subsequent  articles  in  this  series  will  devote  the  prospective  doctor-producer  and  to  the  pro- 
further  examination  to  this  subject,  so  vital  to  fession  at  large. 

{Number  three  of  a series  on  Visual  Education  in  Medicine ) 


Protecting  the  Public  Against  Nuclear  Radiation 


Nuclear  radiation  in  all  its  forms  is  generally 
harmful  to  living  organisms,  and  the  radioactive 
contamination  of  any  inhabited  area  presents  a 
major  public  health  problem  which  must  be  solved, 
if  nuclear  energy  is  to  be  fully  utilized.  All  medical 
and  public  health  workers  must,  therefore,  be  trained 
to  meet  the  new  demands  made  on  them,  according 
to  the  World  Health  Organization’s  expert  Commit- 
tee on  Professional  and  Technical  Education  of 
Medical  and  Auxiliary  Personnel. 

During  its  fourth  session  held  recently  in  Geneva 
under  the  chairmanship  of  Sir  Ernest  Rock  Carling, 
London,  the  committee  drew  up  a training  schedule 
for  all  categories  of  public  health  personnel.  This 
will  bring  hospital  administrators,  industrial  hy- 
giene workers,  sanitary  and  hydraulic  engineers, 
veterinary  health  officers,  mental  health  specialists, 
public  health  nurses,  etc.  back  to  school  for  periods 
ranging  from  one  day  to  several  weeks  to  learn  how 
to  protect  the  public  against  radiation.  The  same 
type  of  training  is  envisaged  for  public  health  workers 
now  undergoing  their  basic  studies. 

Although  there  is  nothing  to  suggest  that  large- 
scale  risks  from  accidents  associated  with  the  peace- 
ful uses  of  nuclear  energy  will  be  anything  but  very 
rare,  the  public  health  worker  will  be  required  to 
know  how  to  protect  the  public  in  case  a reactor 
accident  does  happen.  However,  an  even  more 
important  task  will  be  in  relation  to  the  long- 
term effects  on  the  population  of  the  continuous  dis- 


charge of  small  quantities  of  radioactive  material. 

Fundamentally,  the  committee  stated,  the 
approach  must  be  one  of  prevention  through  the 
limitation  or  elimination  of  exposure,  since,  at  the 
present  time,  there  is  no  entirely  satisfactory  method 
for  alleviating  the  effects  of  radiation  injury  once  it 
has  been  sustained,  except  in  certain  late  cases 
through  plastic  surgery. 

It  is  now  recognized  that  there  is  a public  health 
responsibility  beginning  with  the  selection  of  the 
site  of  the  reactor  and  extending  through  the  con- 
sideration of  design  to  the  pattern  of  the  actual  opera- 
tion, in  addition  to  control  of  the  use  of  other  radio- 
active equipment  and  substances. 

The  WHO  committee  noted  that  although  x- 
rays  were  discovered  at  the  end  of  the  last  century, 
our  knowledge  of  many  radiation  injuries  is  still 
meager.  It  is  difficult  to  define  disturbances  caused 
to  delicate  cellular  mechanisms,  the  normal  function 
of  which  is  still  being  studied.  In  addition  to  the 
classical  skin  and  blood  disturbances  familiar  to 
radiologists,  we  are  now  aware  of  such  effects  as 
cataracts,  the  experts  said.  However,  it  was  felt 
that  exposure  to  acute  radiation  would  be  rather 
rare  in  peaceful  uses  of  nuclear  energy. 

The  committee’s  report  will  be  submitted  to  the 
WHO  executive  board  next  January.  Among  those 
participating  in  the  session  was  Dr.  John  C.  Bugher, 
Director  of  Medical  Education  of  Public  Health, 
Rockefeller  Foundation,  New  York  City. 
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A series  of  radio  talks  for  the  practitioner 
presented  over  Station  WNYC-FM  under  the  sponsorship  of  the 

New  York  Academy  of  Medicine 
with  the  cooperation  of  the 
New  York  City  Cancer  Committee 


Brain  and  Spinal  Cord  Tumors — Their  Importance  to  the 

General  Practitioner 

FRANCIS  A.  ECHLIN,  M.D.,  NEW  YORK  CITY 


Oyer  50  per  cent  of  brain  and  spinal  cord  tu- 
mors are  curable.  It  is  the  doctor’s  duty  to 
diagnose  them  early.  Delay  may  allow  a curable 
tumor  to  involve  vital  structures  and  removal 
then  may  cause  death  or  paralysis. 

Early  Symptoms  and  Signs 

How  do  you  make  an  early  diagnosis?  Com- 
mon sense  and  a careful  history  and  physical  ex- 
amination are  the  first  steps.  The  common  head- 
ache should  not  mislead  one  too  often. 

Don’t  expect  all  tumors  to  behave  the  same 
way.  Signs  and  symptoms  are  extremely  varied, 
since  they  depend  in  large  part  on  the  nature  and 
location  of  the  growth.  Preopera tively  it  may  be 
impossible  to  differentiate  a benign  from  a hope- 
lessly malignant  tumor.  On  the  other  hand, 
many  tumors  produce  typical  signs  and  symtoms 
months  or  even  years  before  they  cause  severe 
brain  or  cord  damage. 

You  should  know  the  characteristic  early  find- 
ings produced  by  certain  types  of  neoplasm.  For 
instance,  there  are  the  benign  meningiomas  which 
comprise  about  13  per  cent  of  brain  tumors. 

Olfactory  groove  benign  meningiomas  cause 
loss  of  smell  on  one  or  both  sides  often  for  years 
before  the  frontal  lobes  or  optic  nerves  are  pressed 


on.  Sphenoid  ridge  meningiomas  reveal  them- 
selves by  a gradual  prominence  of  one  eye  and  a 
thickening  of  the  bones  of  one  orbit.  The  para- 
sagittal meningiomas  may  produce  a slowly  in- 
creasing bony  hyperostosis  of  the  skull.  Supra- 
sellar meningiomas  cause  a gradual  loss  of  tem- 
poral vision  in  both  sides.  Patients  with  a men- 
ingioma almost  anywhere  in  the  brain  may  have 
epileptic  seizures  for  years  before  any  other  mani- 
festations occur.  Any  of  the  symptoms  that  have 
just  been  mentioned  should  immediately  make 
the  doctor  think  of  a meningioma. 

This  same  type  of  tumor  is  also  relatively  com- 
mon in  the  spinal  canal  and  causes  a slowly  pro- 
gressive motor  and  sensory  paralysis  of  the  legs 
or  of  all  four  extremities. 

Now  let  us  consider  the  gliomas  which  consti- 
tute about  40  per  cent  of  all  brain  tumors.  These 
tumors  infiltrate  the  brain  tissue  and  vary  in 
degree  of  malignancy.  One  variety,  the  astrocy- 
toma, is  slow-growing  and  may  be  cured  if  it  can 
be  operated  on  before  vital  structures  are  in- 
volved. Two  other  varieties,  the  glioblastoma 
multiforme  and  the  medulloblastoma,  are  prob- 
ably never  curable  regardless  of  how  early  they 
are  found  and  treated.  Usually  one  cannot  dis- 
tinguish between  a curable  and  a noncurable  gli- 
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oma  before  operation,  so  that  in  all  cases  early  op- 
eration is  necessary. 

When  the  tumor  involves  the  cerebral  hemi- 
spheres, symptoms  and  signs  will  depend  on  the 
local  area  involved  and  on  an  increase  in  intra- 
cranial pressure.  The  most  important  early  sign 
of  increased  intracranial  pressure  is  swelling  of  the 
optic  discs,  or  in  other  words,  papilledema. 
Symptoms  and  signs  due  to  local  effect  of  the  tu- 
mor or  sensory  paralysis  of  the  opposite  side  of  the 
body,  loss  of  sight  in  the  opposite  field  of  vision, 
i loss  of  speech  if  the  tumor  is  in  the  left  temporal 
lobe  of  a right-handed  person,  personality  change, 
and  frequently,  an  epileptic  seizure.  General 
effects  include  headache  and  as  late  symptom, 
progressive  drowsiness. 

Gliomas  of  the  cerebellum  are  particularly  com- 
mon in  children.  They  cause  headaches,  vomit- 
ing, and  staggering  gait.  Papilledema  occurs 
early.  Over  50  per  cent  of  these  cerebellar  glio- 
mas are  benign  astrocytomas. 

Another  very  important  group  of  tumors  are 
the  pituitary  adenomas.  They  form  about  15  per 
cent  of  all  brain  tumors.  Early  symptoms  are 
loss  of  menses  and  of  libido.  One  variety  causes 
gigantism  before  puberty  and  acromegaly  in  later 
life.  Pituitary  adenomas  produce  a uniform  bal- 
looning of  the  sella  turcica,  temporal  headaches, 
and  later  bilateral  loss  of  temporal  vision.  Fi- 
nally, they  cause  blindness  and  disturbances  in 
water  metabolism  from  pressure  on  the  hypo- 
thalamus. 

Another  neoplasm,  the  so-called  eighth  nerve 
tumor,  is  one  that  deserves  special  mention,  since 
I it  is  easy  to  recognize  and  can  be  cured  if  diag- 
nosed early.  It  causes  deafness  in  one  ear  fol- 
lowed by  numbness  and  weakness  of  the  face  on 
the  same  side  and  finally  a staggering  gait. 
Papilledema  occurs  late. 

Besides  the  neoplasm  just  mentioned  there  are 
the  blood  vessel  and  other  congenital  tumors, 
many  of  which  can  be  both  diagnosed  and  cured. 

As  to  spinal  cord  tumors,  they  frequently  cause 
sciatic  pain  and  may  erroneously  lead  to  a diag- 
nosis of  herniated  disk.  As  they  slowly  enlarge 
they  produce  progressive  loss  of  both  sensation 
and  motor  power  below  the  level  of  the  tumor. 
Fortunately,  over  50  per  cent  of  spinal  cord  tu- 
mors are  benign  meningiomas  or  nerve  sheath 
tumors  which  can  be  totally  removed.  However, 
diagnosis  must  be  made  before  motor  and  sensory 
paralysis  becomes  too  severe. 

If  your  patient  has  symptoms  or  signs  that  sug- 


gest a brain  tumor,  what  should  you  do  to  make  a 
diagnosis? 

Obviously  you  can  carry  out  the  preliminary 
investigation  yourself  if  the  patient  isn’t  too  sick, 
but  never  delay  too  long  before  seeking  the  help 
of  a neurologist  or  neurosurgeon.  In  any  case 
the  following  diagnostic  aids  are  available  to  you 
when  a brain  tumor  is  suspected. 

1.  X-rays  of  the  skull.  Don’t  be  reassured  if 
these  are  negative,  for  frequently  they  may  be 
completely  normal  with  brain  tumor.  However, 
x-rays  may  show  evidence  of  increased  intra- 
cranial pressure,  local  changes  in  the  bone  by  the 
tumor  itself,  enlargement  of  the  sella  turcica,  dis- 
placement of  the  pineal  body,  or  intracranial  cal- 
cification. Any  such  changes  may  call  for  com- 
plete neurosurgical  investigation.  Remember, 
x-rays  of  the  chest  should  always  be  taken  in 
brain  tumor  suspects  to  rule  out  a metastatic 
brain  lesion. 

2.  An  electroencephalogram  should  be  made 
early.  In  most  cases  this  will  diagnose  the  pres- 
ence and  location  of  a glioma.  However,  it  may 
fail  to  indicate  a slowly  growing  tumor  like  a men- 
ingioma. 

3.  A visual  field  and  fundoscopic  examination 
is  always  indicated. 

4.  If  you  can’t  rule  out  a brain  tumor,  or  if 
this  is  a likely  diagnosis  you  must  get  the  help  of  a 
neurologist  or  neurosurgeon  without  further  de- 
lay. Subsequent  investigations  will  then  depend 
on  their  decision  and  may  include  an  air  encepha- 
logram or  ventriculogram.  In  this  test  air  is  in- 
jected into  the  ventricles  of  the  brain  after  the 
cerebrospinal  fluid  is  removed.  X-rays  are  then 
taken  and  almost  always  will  give  an  absolute  diag- 
nosis concerning  the  presence  or  absence  of  brain 
tumor,  but  usually  they  do  not  indicate  what  kind 
of  tumor  it  is. 

5.  Arteriography,  or  outlining  the  vessels  of 
the  brain  with  a radiopaque  substance,  is  another 
valuable  method  of  diagnosing  brain  tumors.  It 
should  always  be  used  if  one  suspects  a blood  ves- 
sel tumor. 

6.  Recently  the  radioactive  isotopes  have  also 
been  employed  in  the  diagnosis  and  localization 
of  brain  neoplasms. 

Finally,  the  diagnosis  of  spinal  cord  tumors 
calls  for  the  early  help  of  the  neurologist  or  neuro- 
surgeon. X-rays  of  the  spine  generally  give  little 
assistance  but  nevertheless  should  always  be 
taken.  A myelogram  with  pantopaque  injected 
into  the  spinal  canal  followed  by  fluoroscopy  and 
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x-rays  is  of  great  value  and  will  practically  always 
diagnose  the  presence  and  level  of  the  tumor. 
By  the  time  a spinal  cord  tumor  has  caused  symp- 
toms it  will  give  rise  to  a spinal  block  or  filling  de- 
fect in  the  myelogram.  The  spinal  fluid  protein 
is  usually  over  100  mg.  per  cent. 

To  conclude,  what  has  neurosurgery  to  offer? 
Over  50  per  cent  of  brain  and  spinal  cord  tumors 
can  be  cured  by  early  surgery.  However,  early 
diagnosis  depends  on  you.  Delay  means  more 


blindness,  more  paralyses,  and  more  mental  im- 
pairment, even  though  surgery  may  cure  the  pa- 
tient. The  malignant  gliomas  (25  per  cent  of 
tumors)  are  incurable,  but  surgery  plus  x-ray 
therapy  may  prolong  the  patient’s  life  one  to  three 
years. 

Future  improvement  in  mortality  and  mor- 
bidity statistics  depend  in  large  part  on  the  gen- 
eral practitioner. 

164  East  74th  Street 


{Number  five  in  a series  of  Cancer  Alerts) 


Activity  Recommended  as  Fatigue  Treatment 


Rest  is  not  “a  universal  panacea”  for  fatigue,  even 
among  aging  persons,  according  to  a New  York 
physician.  In  many  cases,  activity  is  a better  rem- 
edy, especially  when  the  fatigue  results  from  “atro- 
phy of  disuse,”  Dr.  Theodore  G.  Klumpp,  president 
of  Winthrop  Laboratories,  Inc.,  said. 

In  the  absence  of  specific  disease  as  a cause  of 
fatigue,  it  arises  in  older  persons  from  the  normal 
physiologic  processes  of  aging  which  reduce  the 
body’s  endurance;  from  loss  of  incentive,  motivation, 
and  interest;  from  decline  of  glandular  activity,  and 
from  “atrophy  of  disuse.” 

Fatigue  is  “a  normal  incident  of  normal  living,” 
but  when  its  pattern  changes  radically  or  it  inter- 
feres with  ordinary  activities,  it  becomes  a serious 
problem  and  needs  medical  attention,  Dr.  Klumpp 
said  in  the  October  5 Journal  of  the  American  Medi- 
cal Association.  His  article  is  one  of  a series  on 
aging. 

“For  a long  time,  the  approach  to  the  problem  of 
fatigue  was  thought  to  be  simple.  A brief  history 
of  the  patient’s  mode  of  life  was  obtained  with  one 
objective  in  mind — to  cut  something  out. 

“It  made  little  difference  how  little  the  individual 
was  doing — if  the  patient  was  tired,  something  had 
to  go.  . .if  the  patient  did  nothing  more  than  sit  in 
a rocking  chair  all  day  long,  he  was  no  doubt  advised 
to  stop  rocking  and  go  lie  down,”  he  said. 

Now  the  physicians  know  better.  Following  the 
surgeons  practice  of  getting  patients  up  soon  after 
surgery,  they  now  prescribe  physical  activity. 

The  pattern  of  American  life  is  specifically  designed 
to  avoid  physical  activity  and  stress — to  the  point 


where  physical  exertion  is  virtually  eliminated,  the 
author  said.  Young  people  are  able  to  keep  in 
relatively  good  physical  condition  through  sports 
and  play,  but  as  they  grow  older,  they  tend  to  give 
up  these  things.  With  the  help  of  “labor-saving 
devices,  now  including  electric  golf  mobiles,”  they 
begin  to  suffer  rapidly  and  too  early  in  life  from 
atrophy  of  disuse. 

This  brings  with  it  a loss  of  muscular  tone  and 
functional  reserve  of  all  parts  of  the  body,  so  that 
the  slightest  added  stress  causes  undue  fatigue. 
Maintaining  an  adequate  physical  reserve  against 
stress  is  the  best  preventive  for  such  fatigue. 

Fortunately  some'  degree  of  fitness  can  be  regained 
through  a program  of  graded  exercise  at  any  time, 
except  where  its  loss  is  due  to  advanced  organic 
disease.  The  exercise  should  be  fun  for  the  patient 
and  should  not  be  drudger}r.  Along  with  the  exer- 
cise, the  aging  patient  also  needs  an  adequate  amount 
of  sleep  at  night  and  if  necessary  a short  nap  at  mid- 
day. 

Undue  fatigue  occurs  more  commonly  among  over- 
weight persons.  In  addition  to  the  obvious  diet, 
the  doctor  should  prescribe  some  type  of  exercise, 
despite  the  traditional  “hearsay  to  the  contrary,” 
Dr.  Klumpp  said.  Its  greatest  value  lies  in  its 
stimulating  effect  on  endocrine  gland  activity  and 
in  overcoming  the  tendency  “to  sleep  and  snooze 
too  much — a common  counterpart  of  obesity.” 

Dr.  Klumpp  also  noted  that  much  fatigue  in  aged 
persons  occurs  because  they  lose  their  incentive  and 
interest  in  life.  Then  the  doctor  must  help  the  pa- 
tient find  a “new  and  absorbing  interest.” 
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The  Evolution  and  Birth  of  the  National  Health  Service  in  Great 
Britain:  Its  Problems  and  Difficulties  as  They  Affect  the  Doctors 
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During  the  summer  of  1957,  feeling  the  need 
for  a change  of  environment  a little  greater 
than  within  the  confines  of  Europe,  I was  more 
ambitious  and  set  out  for  a trip  to  the  New  World. 
For  a medical  practitioner  not  yet  forty  and  in 
general  practice  in  England  this  is  perhaps  not 
such  an  easy  vacation  as  it  sounds. 

As  some  of  you  know,  this  island  community  of 
Great  Britain  has  during  the  last  fifteen  years 
found  travel  communications  with  the  outside 
world  rather  difficult  owing  to  war  and  currency 
restrictions. 

Large  ships  and  air  clippers  ply  the  Atlantic, 
but  alas  for  us,  here  the  traffic  has  been  much  more 
from  your  country  to  ours  than  vice  versa.  We 
are  at  present  a country  of  fifty-two  million  peo- 
ple, and  even  if  we  moved  across  the  Atlantic  as 
freely  as  you  yourselves  do,  there  would  still  be 
considerably  less  chance  of  meeting  one  of  us  from 
this  side  of  the  Atlantic  than  for  us  to  meet  one 
of  you  here. 

We  in  Britain  are  used  to  meeting  Americans 
and  have  heard  your  voices  many  times  in 
films  and  on  the  radio.  Therefore,  travelling  to 
Bermuda,  Canada,  and  the  United  States  of 
America  as  an  ordinary  English  medical  practi- 
tioner, it  was  flattering  to  be  regarded  as  a minor 
man  out  of  Mars  and  to  be  greeted  with  wide- 
eyed  interest  by  ordinary  American  citizens  who 
had  never  seen  an  Englishman  before.  Still  more 
flattering  perhaps  was  when  people  asked  from 
what  part  of  America  I emanated — my  accent 
puzzled  them. 

I determined,  although  visiting  an  old  friend  in 
Bermuda  for  several  weeks,  that  I would  do 
everything  possible  to  find  out  about  North 


American  free  enterprise  medicine,  mostly  about 
what  you  like  to  term  family  doctoring  and  what 
we  in  Britain  call  general  practice. 

My  evidence  is  not  statistical,  but  such  as  it  is 
I present  it  to  you,  since  it  has  been  of  great  inter- 
est to  me. 

My  contacts  ranged  from  holiday  makers  to 
travellers,  and  a number  of  medical  practitioners 
in  the  United  States  of  America,  Bermuda,  and 
Canada,  and  I honestly  believe  that  I was  able  to 
glean  a good  deal  of  useful  information  on  North 
American  medicine  during  my  two  and  a half 
weeks  on  the  Atlantic  Ocean. 

Naturally  it  was  very  difficult  for  me  to  find 
out  much  about  your  system  of  medicine  with  re- 
gard to  the  treatment  of  the  ordinary  patient 
without  speaking  a good  deal  about  our  own  sys- 
tem in  Great  Britain.  Furthermore,  since  our 
British  system  of  social  medicine,  or  the  National 
Health  Service,  is  still  a very  controversial  one 
even  in  Great  Britain,  it  was  only  natural  that  I 
should  speak  about  it  to  a number  of  people.  I 
came  to  the  conclusion  that  although  compara- 
tively few  people  in  North  America  know  much 
about  the  facts  and  details  of  our  National  Health 
Service,  the  subject  is  nevertheless  a triggering 
off  point  of  considerable  interest  and  hidden  feel- 
ing among  the  public  and  medical  practitioners 
alike.  I know  that  there  are  a number  of  doctors 
in  North  America  who  have  studied  our  system 
carefully,  but  I think  that  a brief  outline  of  the 
National  Health  system  and  its  history  would  be 
of  value  to  many  of  you  in  the  United  States  of 
America.  The  comments  will  come  later. 

Very  briefly,  what  has  happened  in  Great  Brit- 
ain is  evolutionary  and  historical.  In  Britain  we 
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have  had  to  do  a good  deal  of  planning  in  order  to 
exist,  and  our  resources  have  had  to  be  marshalled 
very  carefully,  indeed. 

Generally  speaking,  the  Englishman  has  a good 
deal  of  respect  for  the  government  in  power,  what- 
ever his  own  political  convictions  may  be,  i.e., 
even  if  he  is  a rabid  Conservative,  he  will  prob- 
ably ultimately  accept  the  dictates  of  a ruling 
Labour  government. 

At  the  moment  we  have  a Conservative  govern- 
ment which  does  in  fact  support  the  National 
Health  Service  and  social  security.  Right  or 
wrong,  the  Englishman  trusts  his  government  to 
act  in  his  best  interests  or  at  least  in  those  of  the 
majority  of  the  public. 

Thus  in  1911  the  Insurance  Act  was  passed  by 
Lloyd  George’s  Liberal  government.  This  was 
to  bring  into  effect  a system  whereby  the  working 
man,  on  payment  of  a small,  compulsory,  weekly 
insurance  levy,  would  receive  treatment  and  med- 
icine from  his  doctor  without  further  payment  of 
a fee.  The  doctor  in  return  would  receive  a cap- 
itation fee,  i.e.,  an  annual  sum  of  money  whether 
the  working  man  or  woman  was  ill  or  not  during 
the  year.  Those  with  incomes  above  a certain 
amount  were  exempt  from  insurance  payment  and 
would  of  course  pay  for  treatment  in  the  ordinary 
way. 

Nevertheless,  a number  of  working  man’s  sick 
club  schemes  existed  throughout  the  country,  es- 
pecially in  the  poorer  districts,  and  there  was  then 
an  obvious  trend  towards  insurance  against  sick- 
ness for  the  families  of  working  men. 

Legislation  leading  to  the  1911  Act  was  indeed 
stormy  and  bitter.  The  medical  profession  was 
up  in  arms  against  such  a scheme  of  insurance, 
and  many  future  evils  were  prophesied  by  the 
doctors,  i.e.,  deterioration  of  the  doctor-patient 
relationship,  the  thin  end  of  the  wedge  in  the  in- 
stitution of  a state  medical  service,  etc. 

Nevertheless,  politicians,  by  the  well-known 
method  of  driving  a wedge  between  the  dissen- 
tients, carried  the  day  and  the  Act  became  law. 
Gradually  over  the  years  more  and  more  people 
were  covered  by  the  scheme.  It  should  be  men- 
tioned that  most  of  our  hospitals  were  then  of  a 
voluntary  character,  i.e.,  backed  by  endowments, 
voluntary  payments,  and  payments  by  large  or- 
ganizations which  might  incidentally  expect  to  re- 
ceive treatment  for  their  workers  as  a result. 
Other  hospitals  were  local  government  and  mu- 
nicipal institutions. 

It  became  evident  that  the  working  sons  and 


daughters  of  comparatively  wealthy  people  were  p 
eligible  for  treatment  under  the  Health  Insurance 
Act,  and  the  family  doctor  concerned  might  well 
consider  it  prydent  to  see  that  the  cards  of  these  ' 
young  people  were  included  on  his  list.  It  was  of 
course  illegal  even  in  those  days  to  treat  these 
people  and  accept  a fee,  but  nevertheless  they 
could  opt  to  receive  their  treatment  privately  by 
going  to  another  doctor,  which  they  often  did. 
However,  an  illogical  situation  in  the  eyes  of  those 
who  think  in  terms  of  sweeping  aside  anomalies 
had  now  gradually  come  about.  With  the  advent 
of  the  second  World  War  and  a situation  in  which 
certain  previously  wealthy  people  suddenly 
found  themselves  workless,  and  vice  versa,  many 
were  beginning  to  argue  that  if  a working  man  was 
receiving  his  medical  treatment  on  a compulsory 
insurance  basis,  why  should  not  his  wife  and 
family  have  their  treatment  likewise. 

With  a certain  number  of  reasonably  affluent 
families  receiving  health  insurance  benefit,  a possi- 
ble case  might  well  have  been  advanced  for  in- 
cluding other  members  of  the  family. 

No  doubt  these  thoughts  and  others  were  in 
the  mind  of  Lord  Beveridge  when  he  put  forward 
his  famous  Beveridge  Report  which  included  the 
plans  for  a welfare  state,  a term  with  which  I am 
sure  most  of  you  are  familiar. 

The  report  came  at  a time  when  Dunkirk, 
Crete,  and  the  Middle  East  vicissitudes  were 
fresh  in  our  minds,  but  the  fall  of  the  Third 
Reich,  was  imminent,  and  our  eyes  were  perhaps 
dimly  focused  on  a brave  new  world. 

It  seemed  remarkable  to  many  that  anyone 
could  plan  for  a postwar  world  with  the  noise 
of  battle  still  raging  all  around  and  above  us. 
However,  with  a great  deal  of  opposition  and 
much  foreboding  on  the  part  of  the  doctors,  the 
white  paper  became  a bill,  the  bill  became  an  Act, 
and  on  July  5,  1948,  the  National  Health  Serv- 
ice was  born  into  the  brave  and  battle-weary  new 
world,  many  say  prematurely,  but  alas,  viable ! 

Since  the  confinement,  many  have  proffered 
advice  in  the  upbringing  of  this  contentious  child, 
and  it  is  still  growing  up,  although  some  feel  .that 
it  may  be  in  a state  of  arrested  development. 

I had  been  in  general  practice  for  some  years 
prior  to  the  Act.  My  own  practice  at  the  time 
was  in  a suburban  area  on  the  fringe  of  London, 
and  I had  an  appointment  at  a local  hospital  of 
150  beds  where  I could  visit  my  patients  daily, 
speak  to  the  consultant  staff,  and  have  x-ray  and 
pathologic  services  performed  for  any  of  my 
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patients. 

Some  of  the  practitioners  were  then  doing  sur- 
gical work,  and  most  of  us  were  doing  anesthet- 
ics— some  more  than  others.  It  was  usual  for 
some  of  us  to  do  minor  surgical  work.  The  med- 
ical administration  of  the  hospital  was  then,  and 
still  is,  carried  out  by  a local  general  practitioner, 
and  half  of  the  medical  committee  consisted  of 
local  practitioners  as  opposed  to  the  purely  con- 
sultant staff. 

With  very  mixed  feelings  to  say  the  least, 
I greeted  nearly  all  my  patients  during  the  next 
few  months,  and  they  presented  me  with  registra- 
tion cards  which  I could  receive  or  reject  and 
which  entitled  them  to  medical  treatment  from 
me  without  any  financial  transaction  between  us. 
In  effect,  wdiat  had  happened  almost  overnight 
was  that  all  those  living  in  this  country  were 
fully  eligible  for  treatment  in  the  same  wray  as 
the  special  individuals  in  the  1911  Lloyd  George 
Act,  i.e.,  the  Health  Insurance  Act,  had  been  ex- 
tended to  include  the  whole  population.  Pay- 
ment of  the  insurance  levy  for  heads  of  families 
and  most  of  those  gainfully  employed  was  compul- 
sory and  in  the  region  of  a dollar  for  each  employer 
and  employed  individual,  and  the  gamble  from 
the  point  of  view  of  the  doctor  was  as  to  whether 
all  his  patients  would  expect  to  receive  their 
medical  treatment  through  the  National  Health 
Service  or  privately  as  hitherto.  The  levy  was 
to  cover  all  treatment,  medicines,  hospitaliza- 
tion, insurance  against  sickness,  pensions,  etc. 
This  was  the  doctors’  dilemma.  Most  of  us  re- 
ceived these  cards  in  a noncommittal  way,  feeling 
rather  heavy  hearted  about  it,  but  nevertheless 
if  the  old  order  changeth,  we  must  somehow  keep 
our  own  house  in  order  too.  I admit  that  about 
the  only  cheerful  speculation  at  the  time  was  that 
of  how  many  cards  we  were  likely  to  receive. 
They  came  in  all  kinds  of  ways — through  the 
letter  box,  underneath  the  front  door,  and  under- 
neath the  office  door;  they  were  even  left  in  our 
cars.  Some  wTere  accompanied  by  polite  letters. 
Many  we  simply  received  in  envelopes.  How- 
ever, in  they  came,  and  it  was  obvious  that  a 
major  revolution  was  then  taking  place  overnight 
and  that  the  British  public  was  in  fact  doing  as 
it  had  been  told  to  do  in  radio  and  newspaper  an- 
nouncements. Possibly  not  fully  realizing  the 
implications,  the  vast  majority  of  the  public  had 
gone  over  to  National  Health  Insurance  medicine 
overnight,  whereas  previously  they  had  been  our 
private  patients  in  every  way  the  same  as  your 


own  patients  in  the  United  States  of  America 
in  1957.  Thus  each  one  of  us  in  practice  was 
faced  with  a difficult  psychologic  situation  to  over- 
come. None  of  us  had  any  full  realization  at  that 
time  of  the  inroads  that  had  been  made  on 
private  practice.  A few  doctors,  in  fact,  at- 
tempted to  stem  the  rising  tide  of  state  medicine 
by  refusing  cards,  or  only  accepting  them  with 
reluctance,  but  generally  speaking,  throughout 
Great  Britain  when  the  full  count  was  taken  after 
a few  months,  it  was  found  that  doctors  had  any- 
thing from  one  thousand  to  four  thousand  cards 
or  patients  each. 

All  this  meant  that  the  general  practitioner  had 
to  reorientate  his  attitude  toward  his  practice. 
There  can  be  no  doubt  that  uncertainty  and 
suspicion  prevailed  in  the  minds  of  patient  and 
doctor  alike  at  first — in  the  doctor’s  because  he 
to  some  extent  resented  the  fact  that  all  his 
private  patients  had  become  National  Health 
Service  patients  overnight  and  that  there  would  be 
no  financial  transactions  of  any  kind  involved  in 
his  treatment  of  their  ailments.  Also  that 
patients  could  visit  him  at  any  time  during  his 
office  hours,  or  call  on  him  to  visit  them  at  any 
time  for  what  they  themselves  considered  urgent 
or  important  ailments,  there  now  being  no  bar 
but  the  patient’s  conscience. 

The  conscientious  patients  on  the  one  hand  felt 
perhaps  a little  uneasy  at  accepting  treatment  from 
the  doctor  on  this  new  “free”  basis.  The  feck- 
less no  doubt  felt  that  this  was  a good  opportunity 
for  cashing  in  on  all  benefits  available.  Each 
acknowledged  the  fact  that  he  was  paying  for  this 
benefit  in  weekly  contributions,  but  few  realized 
that  taxation  was  paying  for  a large  proportion  of 
the  cost  of  the  health  service. 

During  the  first  year  or  so  there  was  no  doubt 
a great  deal  of  annoyance  created  for  the  doctors 
by  the  overdemanding  patient  and  by  one  partic- 
ular situation  whereby  patients  were  all  entitled 
to  free  optical  and  dental  treatment.  This 
meant  a constant  stream  in  each  office  session  of 
those  requiring  certificates  for  optical  treatment, 
some  genuinely  and  others  apologetically  stating 
that  they  might  as  well  have  a second  pair  of 
spectacles  anyhow. 

Such  an  “ad  lib”  service  introduced  by  an 
exuberant  socialist  administration  obviously  be- 
came a burden  on  the  taxable  resources  of  the 
country  so  that  more  curtailment  became  neces- 
sary. Thus  a levy  of  one  shilling  (fourteen 
cents)  per  prescription  of  perhaps  several  items, 
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and  small  charges  toward  the  cost  of  glasses  and 
appliances,  such  as  trusses,  elastic  stockings,  and 
dental  treatment  were  made. 

Later  further  increases  were  made  so  that  four- 
teen cents  is  now  chargeable  for  each  item  on 
the  prescription. 

The  changes  from  the  doctors’  point  of  view 
have  been  very  considerable.  We  have,  of  course, 
nearly  all  continued  to  practice  from  our  own 
premises  as  before.  Some  encouragement  has 
been  given  to  group  practice,  but  not  many  such 
practices  have  been  built  so  far. 

Before  the  service  started,  doctors  in  this 
country  were  able  to  buy  and  sell  practices,  prices 
ranging  around  1.5  times  annual  gross  income. 
The  Act  prohibited  buying  and  selling  of  practices. 
Therefore  the  government  has  compensated 
doctors  at  the  rate  of  1.6  times  the  annual  income 
at  the  start  of  the  service.  This  money  has  not 
yet  been  received  by  us  in  full,  and  we  are  receiv- 
ing interest  on  the  capital  at  a low  rate. 


I hope  that  this  has  given  you  some  insight  into 
the  way  the  family  doctor  service  came  into  being 
in  this  country.  There  has  been  over  the  last 
nine  years  a great  deal  of  discussion,  negotiations, 
and  in  many  instances  cause  for  dissatisfaction. 
It  must  be  recognized  that  an  unprecedented 
health  scheme  of  this  kind  cannot  operate  to  the 
full  satisfaction  of  everybody  concerned  without 
many  difficulties. 

Arguments  and  counterarguments  have  been 
produced  for  and  against  the  service  by  the 
highest  and  lowest  in  the  land,  and  the  profession 
has  at  times  been  convulsed  in  its  attempts  to 
parry  the  thrusts  of  the  politicians  and  bureau- 
crats. 

In  my  next  article  I hope  to  tell  you  something 
of  the  difficulties  in  evolving  a satisfactory  remu- 
neration scale  in  such  a system,  since  I think  it  is 
necessary  for  you  to  be  informed  as  to  the  diffi- 
culties as  well  as  the  possible  advantages  of  an 
“all-in”  health  insurance  scheme. 


( Number  one  in  a series  of  five  articles  on  the  British  General  Practitioner  in  1957 ) 


Carcioma  of  the  Gallbladder 


In  an  effort  to  assess  the  current  status  of  carci- 
noma of  the  gallbladder,  the  author  studied  74  cases 
selected  from  the  files  of  four  hospitals.  Results 
would  appear  to  justify  the  rather  bleak  view  tradi- 
tionally held  on  the  prognosis  of  these  cases,  but  he 
feels  that  results  often  could  be  improved.  Of  the 
74,  all  but  four  are  either  dead  or  known  to  have 
residual  cancer;  these  four  have  survived  for  one,  two 
and  a half,  five,  and  eight  years,  respectively.  In 
summary  form,  carcinoma  of  the  gallbladder  appar- 
ently occurred  in  1.0  per  cent  of  total  admission  of 
patients  with  stones,  whereas  carcinoma  occurred 
in  only  0.02  per  cent  of  the  total  adult  admissions, 
representing  a fifty-fold  increase  in  patients  with 
cholelithiasis.  On  the  basis  of  this,  the  author  con- 
cludes that  prophylactic  cholecystectomy  is  indicated 
when  the  possibility  of  other  complications  of  stones 
is  added  to  the  danger  of  carcinoma  in  calculous 
disease. 

Carcinoma  was  diagnosed  in  11  after  the  gall- 
bladder was  removed.  In  three  of  the  four  surviv- 
ing patients,  carcinoma  was  discovered  incidentally 
at  cholecystectomy  for  stones.  To  avoid  overlook- 
ing small  neoplasms,  the  author  suggests  that  at  the 
time  of  operation  ( 1 ) the  gallbladder  should  be  opened 
and  inspected  at  operation  and  small  frozen  sections 


obtained  of  suspect  areas,  and  (2)  if  small  and  pre- 
sumably early  lesions  are  encountered,  limits  of  the 
resection  should  be  extended.  These  precautions 
should  improve  survival  rates. 

Extensive  block  dissection  of  carcinoma  of  the 
gallbladder  should  be  performed  if  there  is  a reason- 
able chance  that  the  tumor  can  be  circumscribed; 
this  treatment  was  successful  in  one  patient  with 
squamous  carcinoma  invading  the  abdominal  wall. 
Variation  in  biologic  behavior  of  these'  tumors  may 
explain  such  an  occasional  survival.  Cholecystos- 
tomy  with  removal  of  stones  was  followed  by  car- 
cinoma twenty  years  later  in  one  case.  This  oper- 
ation (cholecystostomy)  is  not  recommended  as 
definitive  treatment  of  cholelithiasis. 

Carcinoma  of  the  gallbladder  occurs  in  the  absence 
of  stones,  and  45  per  cent  of  the  cases  studied  had  no 
evidence  of  stone.  Since  no  reliable  early  signs  and 
symptoms  of  carcinoma  of  the  gallbladder  were 
found,  the  chief  hope  for  the  patient  lies  in  research 
on  the  etiology  and  therapy  of  cancer.  The  strik- 
ing association  between  carcinoma  of  the  gallbladder 
and  cholelithiasis  may  offer  an  approach  to  the  study 
of  the  genesis  of  this  and  other  tumors. 

— Walter  J . Burdette,  M.D.,  Annals  of  Surgery, 
June,  1957 
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A History  of  the  Purification  of  Milk  in  New  York 

or 

How  Now  Brown  Cow 


NORMAN  SHAFTEL,  M.D.,  F.C.C.P.,  BROOKLYN,  NEW  YORK 
( From  the  Departments  of  Medicine,  Kings  County  Hospital  and  Maimonides  Hospital ) 


It  is  now  generally  conceded  that  milk  is  one  of 
our  most  important  foods  and  therefore  of 
outstanding  importance  in  determining,  in  large 
measure,  the  health  and  welfare  of  the  commu- 
nity. Because  of  the  close  relationship  between 
milk  and  public  health  it  is  essential  that  milk 
be  uncontaminated  and  wholesome.  Although 
this  is  so  today  it  was  not  always  thus,  and  this 
paper  is  written  to  trace  the  evolutionary  changes 
in  the  history  of  milk  purification. 

To  attempt  to  portray  the  struggle  for  milk 
purification  in  each  of  these  48  states  is  far  be- 
yond both  the  compass  of  the  author’s  knowledge 
and  the  space  limitations  of  this  paper.  There- 
fore the  following  is  limited  to  a history  of  the 
most  significant  developments  in  New  York 
State.  But  as  is  so  often  the  case  with  an  histor- 
ical process,  the  successive  stages  of  milk  purifi- 
fication  in  New  York  do  represent  rather  ac- 
curately, in  developmental  if  not  strict  chrono- 
logic order,  the  picture  in  the  country  as  a whole. 

Although  the  bibliography  on  milk  is  rather  ex- 
tensive there  has  been  little  or  no  attempt  to  pre- 
sent the  complete  history  of  those  sequential  de- 
velopments which  our  fortunate  position  in  time 
now  permits.  A detailed  search  of  the  literature 
of  the  last  decade  uncovers  no  attempt  to  fulfill 
this  need,  and  the  story  is  so  unexpectedly  fas- 
cinating that  it  compels  recording. 

To  the  naive  and  uninitiated  the  unfolding  may 
prove  a shocking  expose  as  all  the  essential  ele- 
ments of  drama  crowd  across  the  stage.  Involved 
in  this  story  are  racketeering,  politics,  picturesque 


customs  of  bygone  eras,  American  history,  scien- 
tific achievement,  and  the  often  unpredictable 
peculiarities  of  man.  The  developments  and  ad- 
vances in  milk  purification  will  be  discovered  to 
follow  in  causal  relationship  social,  political,  and 
scientific  maturity.  But  these  advances  have 
been  made  in  most  instances  only  where  the  dan- 
gers have  been  previously  exposed,  emphasized, 
or  outlined  by  reformers,  public  spirited  citizens, 
or  the  stark  factuality  of  scientific  achievement. 

Ancillary  factors  such  as  transportation,  re- 
frigeration, and  even  distillation  (of  alcoholic 
beverages)  will  also  be  discovered  to  play  impor- 
tant roles  in  the  complete  synthesis  of  the  story. 
Behind  all  is  man,  who  gives  direction  and  pro- 
pulsion whether  in  the  social,  political,  or  scien- 
tific sphere.  This  therefore  will  be  a portrayal  of 
man’s  humanity,  and  sometimes  inhumanity  to 
man,  and  as  in  the  truly  popular  drama,  of  a right- 
eousness born  of  knowledge,  triumphant  in  the 
end. 

Colonial  Times 

No  milk  problem  existed  in  this  country,  much 
less  in  what  was  later  to  become  New  York  State, 
when  in  1609  Henry  Hudson,  searching  for  a 
northwest  passage  to  India,  explored  the  river 
which  now  bears  his  name.  No  milk  problem 
existed  because  the  American  aborigines  had  no 
domesticated  animals  but  dogs.  When  Hudson’s 
favorable  reports  were  confirmed  by  subsequent 
Dutch  voyagers,  trading  settlements  developed  in 
New  Netherlands  by  1614.  Among  the  priva- 
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tions  of  these  earliest  settlers  was  lack  of  food, 
and  it  is  therefore  completely  understandable 
that  they  would  import  cattle  as  soon  as  feasible 
in  order  to  rectify  this  defect.  The  first  such 
shipment  into  New  York  occurred  in  1625  with 
the  arrival  of  103  animals.  This  livestock  in- 
cluded cows  and  bulls  thought  to  have  come  from 
the  Isle  of  Trexel  near  the  coast  of  Holland.1  The 
cows  are  believed  to  have  been  the  black  and 
white  variety  (Friesians)  common  to  that  locale. 
The  distinction  of  importing  this  country’s  first 
cattle,  however,  goes  to  the  colony  at  Jamestown, 
Virginia,  where  cattle  were  landed  on  these 
shores  in  May,  1611. 

As  the  population  of  New  York  increased  from 
270  in  1629  to  1,000  by  1650  the  need  for  cattle 
and  milk  also  increased,  and  there  continued  to  be 
importation  of  cattle  into  the  settlement.  The 
colonists  were  industrious  and  despite  many 
handicaps  successful,  so  that  by  1656  a market 
place  had  been  built.  The  colonists  were  then 
able  to  discontinue  importing  butter  and  cheese 
and  indeed  were  even  beginning  to  export  these 
products.  As  the  farmers  realized  profits  they 
cleared  additional  land  and  increased  their  stock 
of  cattle  to  produce  greater  surpluses  for  export. 
By  such  economic  transitions  frontiers  were  often 
pushed  westward  to  supply  the  growing  herds. 

The  consumption  of  milk  by  the  colonists  was 
undoubtedly  small  in  comparison  to  what  it  is  to- 
day, but  we  know  that  milk  of  both  cows  and 
sheep  was  being  drunk.  In  1670  a Dr.  Wellman 
attributed  the  good  health  of  the  rural  population 
to  “sheep’s  milk  and  fresh  air,”  and  indeed  he 
recommended  milk  for  “scrophulous  people,”  a 
very  questionable  procedure  in  light  of  what  was 
subsequently  to  be  learned  about  the  transmission 
of  this  same  disease  through  cow’s  milk. 

During  the  colonial  period  and  for  the  first  two 
centuries  following  after  the  initial  colonization  of 
New  York  there  was  little  or  no  concern  with  the 
problem  of  milk  purification.  This  was  due  to 
justifiable  ignorance,  as  Leeuwenhoek  did  not  dis- 
cover bacteria  until  1687,  plus  the  socioeconomic 
conditions  of  the  times  which  required  very  little 
marketing  of  milk.  A study  of  17902  indicated 
that  most  families  owned  one  or  more  cows  and 
therefore  consumed  fresh  milk,  the  short  interval 
between  milking  and  consumption  preventing 
putrefaction.  In  addition  the  milk  cows  were 
highly  regarded  and  treated  with  care  and  re- 
spect, particularly  as  their  welfare  in  large  meas- 
ure determined  the  health  of  the  children.  The 


cattle  of  the  villages  were  often  pastured  in  a com- 
mon field  and  cared  for  by  a cowherd  who  would 
pass  through  the  streets  each  morning  while 
sounding  his  horn  and  the  same  evening  would  re- 
turn the  cows  to  their  proper  owners. 

The  price  of  milk  sold  in  New  York  after 
December  23,  1763,  was  regulated  by  a resolution 
passed  by  the  Common  Council  of  New  York 
City3  and  was  set  at  the  rate  of  “six  coppers  by 
the  quart.”  For  comparison,  at  the  same  time 
the  price  of  beef  was  “four  pence  half  penny  by 
the  pound  weight . . . the  price  of  veal  for  hind 
quarter  at . . . the  rate  of  sixpence  by  the  pound 
weight.” 

After  1800 

More  intense  regulation  by  law  governing  the 
sale  of  milk  began  when  the  marketing  of  milk  be- 
came an  important  business,  but  such  status  was 
not  present  until  the  earlier  decades  of  the  nine- 
teenth century,  when  we  witness  the  beginnings  of 
a large-scale  population  increase  in  urban  centers. 
In  1800,  for  example,  only  4 per  cent  of  the  total 
population  lived  in  cities  of  more  than  8,000.  By 
1850  this  figure  had  grown  to  12.5  per  cent,  b}'' 
1900  it  had  jumped  to  32  per  cent,  and  to  49.1  per 
cent  in  1930.  By  1940  this  figure  had  reached  77 
per  cent ! The  rate  of  urban  concentration  is  per- 
haps most  dramatically  emphasized  by  the  figures 
for  New  York  City.  The  population  of  New 
York  in  1800  was  79,216;  in  1850,  696,115;  in 
1900,  2,437,202;  in  1930,  6,930,446;  the  census 
just  completed  shows  us  to  be  today  a city  of  seven 
and  a half  million. 

Up  to  the  time  of  the  Treaty  of  Paris  in  1763 
(ending  the  Indian  wars)  the  settlers,  in  almost 
constant  conflict  with  the  Indians,  had  been  con- 
fined to  restricted  areas.  When  the  farmers  were 
released  from  this  geographically  constricting  in- 
fluence there  was  a movement  toward  the  better 
agricultural  lands  west  of  the  Appalachian  moun- 
tains. There  pasture  was  richer,  and  after  1800 
the  development  of  farm  machinery  made  it  pos- 
sible to  cultivate  large  tracts  of  the  newfy  settled 
land,  increases  in  dairying  following  proportion- 
ately with  each  agricultural  advance. 

And  yet  in  1806  the  area  covered  by  individual 
milk  deliveries  was  so  small  that  milk  was  gen- 
erally carried  by  hand.  Since  the  farm  was  still 
within  easy  walking  distance  of  the  customer  each 
man  supervised  his  own  milk  purchases.  The 
milk  vendor  of  that  day4  was  described  as  “sweat- 
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mg  beneath  a wood  yoke  of  labour  . . . instead  of 
awkwardly  traveling  along,  with  a heavy  bucket 
of  milk  in  one  hand  only,  they  are  thus  accoutred. 
A piece  of  wood,  about  two  feet  long,  is  made  to 
fit  around  the  back  of  the  neck,  and  rest  upon  the 
shoulders.  To  each  end  is  affixed  a chain,  with  a 
hook  at  the  end.  The  chain  is  of  such  length  as 
to  enable  them,  the  carriers,  by  stooping  a little, 
to  hook  the  handles  of  two  milk  vessels,  made  of 
tin,  resembling  a grocer’s  tea-canister;  containing 
three  or  four  gallons  of  milk.  One  of  these  is  thus 
carried  on  each  side  to  the  house  of  their  cus- 
tomers. A loud  cry  of  ‘Milk’s  come’,  awakened 
me  from  a late  nap  this  morning;  and  when  I 
arose,  and  went  to  the  window,  saw  a Dutchman 
thus  yoked.” 

In  1800  when  the  population  of  New  York  City 
was  approximately  80,000,  little  knowledge  was 
available  concerning  the  relationship  of  the  health 
of  dairy  animals  to  the  wholesomeness  of  their 
milk.  Fortunately  the  animals  were  generally 
kept  in  small  groups  and  therefore  less  likelihood 
of  spread  of  infection  existed  than  might  have 
been  expected.  Nevertheless  it  has  been  ade- 
quately proved  that  impure  milk  was  responsible 
for  a shameful  infant  mortality  during  the  colonial 
and  revolutionary  periods. 

There  was  little  popular  awareness  at  the  time 
of  the  relationship  between  the  quality  of  the  milk 
and  the  epidemics  of  diseases  w'hich  were  so  devas- 
tating, particularly  to  the  infant  population. 
Such  ignorance  was  not  always  w’orld  wide.  As 
far  back  as  1599  the  Senate  of  Venice  provided 
the  death  penalty  for  anyone  selling  milk  or  milk 
products  during  an  epidemic.  And  in  the  eight- 
eenth ce'ntury  Johan  Petrias  Frank  laid  down 
such  principles  for  a more  sanitary  milk  supply  as 
we  were  still  struggling  to  have  recognized  and 
legislated  more  than  one  hundred  years  later. 
Frank5  stated  that  “Those  who  sell  milk  should 
have  clean,  well-lighted,  and  healthful  stables. 
They  should  give  the  cows  fresh  food  or  pasture 
them,  which  latter  method  gives  the  cows  health- 
ful exercise.  Colostral  nor  watered  milk  should 
not  be  sold.” 

Milk-borne  outbreaks  were  to  continue  into  the 
modern  era,  although  gradually  reduced  in  num- 
bers and  severity  by  the  application  of  sanitary 
principles  with  utilization  of  scientific  discoveries. 

In  1830  New  York  City  was  still  a compara- 
tively small  town,  but  as  the  population  grew  the 
enclosed  pasturage  shrank  to  smaller  and  smaller 
proportions.  When  it  seemed  that  milk  produc- 


Manure  heaped  inside  cow  barn  where  milking  was 
done.  ( From  the  Library  of  the  Medical  Society  of  the 
County  of  Kings) 


tion  would  disappear  from  the  cities  with  the  dis- 
appearance of  pasturage,  a solution  to  the  prob- 
lem was  supplied  by  the  city’s  distilleries. 

It  having  been  more  or  less  accidentally  dis- 
covered that  cows  could  be  induced  after  a period 
of  enforced  semistarvation  to  eat  the  waste  prod- 
ucts or  slop  from  the  distilleries,  and  that  at 
least  for  a time  the  cows  fed  on  such  distillery'  slop 
(brewer’s  grains  in  large  proportion)  would  give 
larger  amounts  of  milk,  the  marriage  of  the  cow- 
shed and  the  distillery  was  arranged  by  the  inter- 
ested parties.  While  the  cows  were  being  “de- 
bauched” on  alcoholic  dregs,  their  milk  when 
boiled  would  smell  “strongly  of  beer  and  would 
coagulate  into  a hard  lump.”  Such  milk  was 
“likely  to  produce  death  in  the  infant  fed  upon 
it.”6  It  was  known  that  infant  mortality  in- 
creased from  32  per  cent  in  1814  to  50  per  cent  in 
1841  and  that  these  figures  coincided  with  those 
of  other  cities  where  milk  was  similarly  produced. 
By  contrast,  mortality  in  European  cities  where 
this  condition  did  not  exist  decreased  during  this 
same  period,  indicating  a probable  causal  rela- 
tionship between  the  use  of  this  poisonous  brew 
and  the  rising  infant  mortality. 

Despite  this  dangerous  association  the  practice 
of  feeding  cows  distillery  slop  persisted,  because  it 
was  financially  profitable-  (to  the  extent  of  one 
million  dollars  per  year)  to  the  parties  concerned 
in  this  diabolic  agreement.  There  were  estimated 
in  1835  to  be  18,000  cows  in  New  York  City  and 
Brooklyn  (which  did  not  become  a part  of  New 
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York  City  until  1896)  fed  on  distillery  slop.  The 
cow  stalls  were  owned  by  the  distillers  and  rented 
to  different  milk  men  for  from  foarlioffve  dollars 
per  year  per  cow. 

This  rather  alcoholic  solution  to  the  problem  of 
feeding  cows  without  an  adequate  pasturage 
brought  forth  upon  the  scene,  uniting  the  man 
and  the  hour,  a courageous  eccentric  who  made 
the  first  real,  fruitful  protest  against  the  condi- 
tions of  milk  production  in  New  York.  The  man 
was  Robert  M.  Hartley  who,  in  a memorable  book 
published  in  1842,  elaborately  described  in  de- 
servedly unflattering  terms  the  disgusting  con- 
ditions which  existed  and  their  consequent  threat 
to  the  public  health.7  The  publication  of  this 
book  constituted  the  first  serious  effort  to  improve 
the  purity  of  milk  in  New  York  State,  and  this 
represented  the  pioneer  effort  in  milk  sanitation 
in  the  State. 

Robert  Milham  Hartley  was  born  in  Cocker- 
mouth,  Cumberland  County,  England  on  Feb- 
ruary 17,  1796.  He  came  to  New  York  when  he 
was  three  years  old  and  was  nurtured  on  the 
Bible  and  the  religious  fervor  of  his  parents.  This 
boy,  fanning  his  religious  flames,  constantly 
sought  some  “sign,”  and  his  patience  was  duly  re- 
warded on  the  evening  of  July  22,  1814,  when, 
after  pouring  his  heart  out  in  prayer,  his  diary 
tells  us,  “ . . . There,  in  the  stillness  and  darkness, 
I fervently  supplicated  the  Lord  for  the  pardon  of 
my  transgressions  ....  I became  more  and  more 
rapt  in  ecstasies  of  devotion;  and  I was  sensibly 
impressed  they  were  spiritual  visitations.  . . . 
During  the  fervor  of  my  feelings,  I heard  a flutter- 
ing sound,  as  if  a bird  was  flying  rapidly  around 
me,  and  so  near,  that  I felt  the  vibration  of  the  air 
from  the  movement  of  the  wings.  The  ecstasy, 
as  it  may  be  termed,  gradually  left  me;  but  in 
fervor  of  my  gratitude  and  love,  I continued  to 
praise  Him  for  His  wonderful  mercy.  On  return- 
ing to  my  chambers,  at  my  closet  devotions,  and 
after  retiring  to  rest,  the  visitations  were  re- 
peated.”8 

These  wing  beats  of  the  ethereal  dark  beckoned 
Hartley  to  enlightened  earthly  endeavors,  and  for 
the  succeeding  fifteen  years  he  continued  to  pray, 
to  plead,  and  to  read  his  Bible  while  awaiting 
some  worthy  mission.  When  he  was  thirty-three 
years  old  he  chose  his  particular  mission  and 
joined  the  Temperance  Society.  Four  years 
later  in  1833  he  was  elected  corresponding  secre- 
tary. Once  established  in  an  idealistic  endeavor 
he  lost  no  time  in  additional  revery  but  deployed 


his  activities  in  a prodigious  outburst  of  journal- 
ism, speech,  and  investigation.  In  one  year  he  is 
said  to  have  distributed  more  than  30  million 
pages  of  literature.  It  is  neither  inconsistent  nor 
should  it  have  been  unpredictable  therefore  that 
in  this  same  year  9,986  people  signed  the 
“pledge.” 

In  Hartley’s  investigation  of  distilleries  he  dis- 
covered that  they  sold  mash  (remaining  after  the 
whiskey  was  made)  to  dairy  men.  He  hoarded 
this  fact  as  a weapon  to  be  used  to  destroy  alco- 
holism and  continued  to  investigate  the  condi- 
tions of  the  stables  which  flanked  the  distilleries. 
Discovering  sanitary  conditions  which  in  the 
mildest  language  can  only  be  described  as  unbe- 
lievably disgusting,  he  proceeded  to  acquaint  the 
populace  with  his  findings  in  a vigorous  attempt 
to  abolish  distillery  slop  dairies.  It  would  be 
difficult  to  improve  on  his  colorful  description  of 
these  slop  dairies,  so  the  author  will  simply  and 
humbly  quote  Mr.  Hartley  “ ...  if  the  wind  is 
in  the  right  quarter,  he  will  nose  the  dairy  a mile 
off . ...  a high  distillery,  sending  out  its  tartarean 
fumes,  and  blackened  with  age  and  smoke,  cast- 
ing a sombre  air  all  around.  Contiguous,  (he  will 
see)  numerous  low,  flat  pens,  in  which  more  than 
five  hundred  milch  cows  owned  by  different  per- 
sons are  closely  huddled  together  amid  confined 
air  and  the  stench  of  their  own  excrements.  He 
will  also  see  various  appendages  and  troughs  to 
conduct  and  receive  the  slops,  smoking  hot  from 
the-  still,  with  which  to  gorge  animals  so  in- 
humanly condemned  to  subsist  on  this  most  un- 
natural and  disgusting  food;  and  all  within  an 
area  of  a few  hundred  yards.  He  will  discern, 
moreover,  numerous  slush  carts  in  waiting  and  in 
motion,  for  the  supply  of  the  distant  dairies; 
empty  milk-wagons  returning  and  others  with  re- 
plenished cans,  as  constantly  departing.”7 

A typical  stall  is  described  in  Mr.  Hartley’s 
pamphlets  as  housing  2,000  cows  in  the  winter. 
The  slop  would  be  supplied  to  the  cows  via  large 
tanks  and  wooden  troughs  to  the  stalls.  The 
cattle,  head  to  tail,  stood  in  rows  about  three  feet 
wide  which  would  permit  the  cows  no  movement, 
and  none  there  was  for  the  entire  nine  months 
during  which  they  would  be  milked  while  stand- 
ing, weak  and  sickly,  up  to  their  bellies  in  filth 
and  excrement.  Each  cow  ate  daily  about  thirty- 
two  gallons  of  slop  which  cost  nine  cents  per  bar- 
rel, and  the  results  of  the  digestion  was  a mal- 
odorous issue  compounded  by  an  equally  stinking 
lack  of  ventilation. 
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Very  few  cows  survived  the  year,  the  weak  and 
I diseased  being  sent  to  the  butcher  for  the  “coup 
I de  grace.”  When  a cow  died  on  the  day  she  was 
I milked,  her  contribution  could  be  said  to  have 
i been  delivered  posthumously. 

Mr.  Hartley  claimed  that  the  high  infant  mor- 
tality in  New  York  was  largely  the  result  of  the 
milk  from  these  cows.  When  it  is  known  that 
the  ancillary  equipment  and  the  dairy  men  them- 
selves were  in  no  greater  state  of  cleanliness  than 
the  conditions  under  which  the  milk  was  pro- 
duced, this  would  seem  to  be  a reasonable  assump- 
tion. 

Mr.  Hartley,  whose  campaign  was  matched 
only  by  his  naivete,  requested  the  distilleries  to 
relinquish  their  association  with  dairying.  This 
met  with  predictable  and  prodigious  failure.  Un- 
daunted, in  the  best  tradition  of  any  courageous 
reformer,  he  appealed  to  the  press  in  1836  and 
1837  but  achieved  no  real  support.  He  was  in- 
stead physically  attacked  by  hirelings  of  the  slop 
dairy  owners  in  the  neatest  and  best  of  racketeer- 
ing tradition. 

In  1842  Mr.  Hartley,  shifting  his  locus  op- 
erandi,  became  corresponding  secretary  and  agent 
of  the  New  York  Association  for  Improving  the 
Conditions  of  the  Poor,  but  he  continued  his 
fight  for  a better  milk  supply.  He  modified  his 
direction  of  attack,  suggesting  that  country  milk 
be  sent  into  the  city  in  competition  with  the  swill 
x milk.  Thaddeus  Selleck,  only  one  year  before  in 
1841,  was  the  first  man  to  ship  milk  to  New  York 
City  by  train.*  As  a result  of  Hartley’s  exhorta- 


* Editor’s  Note. — In  1841,  the  only  railroad  run- 
ning into  New  York  City  was  the  Harlem  River  Rail- 
road chartered  in  April,  1831.  It  ran  from  Park  Row 
to  Williamsburg  by  September,  1842,  and  was  extended 
to  White  Plains  in  1844.  See  Westchester  County  His- 
torical Bulletin,  Vol.  29,  No.  4,  Oct.  1953,  p.  90. 

The  Erie  Railroad  was  chartered  April  24,  1832.  In 
1841-1842  it  was  opened  from  Piermont-on-the- 
Hudson  inland  to  Goshen,  Orange  County,  a distance 
of  46  miles.  Source:  Encyclopedia  Americana,  copy- 
righted 1918. 

In  his  “A  History  of  New  York  Dairy  Industry,” 
Orange  Judd  Publishing  Co.,  Inc.,  New  York,  1941,  p. 
2,  Mr.  John  J.  Dillon,  editor  of  the  Rural  New  Yorker 
says,  ‘‘It  was  a tradition  in  Orange  County  sixty  years 
ago  that  the  first  shipment  of  milk  from  that  county 
to  New  York  City  was  made  in  a churn  in  the  year 
1842.  The  milk  was  not  popular.  The  consumers 
complained  that  a yellow  scum  gathered  on  the  top  of 
it  when  held  for  a time.  Cows  fed  on  brewery  waste 
did  not  produce  milk  rich  in  butter  fat.”  Dillon  also 
says:  “About  the  same  time  (1844)  considerable 

quantities  of  milk  were  shipped  into  the  city  by  farmers 
of  the  Harlem  River  Valley  over  the  New  York  and 
Harlem  Railroad.” 

Concerning  Mr.  Thaddeus  Selleck,  a personal  com- 


A railroad  milk  station  in  New  York  City,  late  nine- 
teenth century.  ( From  the  Library  of  the  Medical 

Society  of  the  County  of  Kings) 


tions  and  suggestions  several  groups  of  farmers 
formed  into  combines  and  by  1844  were  shipping 
milk  into  New  York  City  in  competitibn  with 
local  swill  dairymen.  During  this  competition  the 
combines  learned  that  in  order  to  prevent  the  sour- 
ing of  milk,  which  often  occurred  in  transit,  cool- 
ing was  necessary  during  shipment.  In  this  way 
the  necessity  for  refrigeration  and  the  importance 
of  transit  time  came  under  study.  Ice  had  been 
available  since  1825,  although  Dr.  William  Cullen 
had  made  an  ice  machine,  using  a vacuum  pump, 
fifty  years  ear  her  in  1775.  Jacob  Perkins  in  1834 
made  a vital  contribution  to  the  dairy  industry 
with  his  discovery  of  the  compression  cycle.  This 
was  utilized  many  years  later  in  the  production  of 
mechanical  refrigerating  machines,  a marked  im- 
provement over  ice  refrigeration.  Refrigerator 
cars  (not  mechanical)  were  not  to  appear  until 
1867  (between  New  York  and  Chicago),  and  arti- 
ficial ice  itself  was  not  produced  in  appreciable 
quantities  until  1878. 

Despite  early  reverses  due  to  inadequate  train 
services  on  the  Erie  Railroad  and  resultant  sour- 
ing of  milk  in  transit,  the  “importing”  of  country 
milk  increased  gradually,  so  that  by  1853  one  of 
the  combines,  the  Orange  County  Milk  Associa- 
tion, was  distributing  7,000  quarts  daily.9  De- 


munication  from  Miss  Adele  Hiester,  Librarian  of  the 
New  York  State  Department  of  Health  says,  “Spring 
of  1842.  milk  was  shipped  by  Erie  Railroad  from  Chester 
to  Piermont,  a distance  of  41  miles  and  then  by  boat 
the  remaining  21  miles  to  New  York  City.  The 
regular  milk  train  into  New  York  City  did  not  operate 
until  five  years  later.  Cold  water  was  used  to  keep 
the  milk  cool. 

Thaddeus  Selleck  was  the  contractor  for  shipping 
and  collecting  milk  from  farmers  who  were  paid  two 
cents  a quart.  This  was  a higher  return  than  they 
received  for  butter,  and  the  Orange  County  farmers 
were  glad  to  furnish  him  with  their  product.” 
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A typical  retail  milk  store  about  1880.  ( From  the 

Library  of  the  Medical  Society  of  the  County  of  Kings ) 


spite  this  increase  in  milk  sales  by  the  milk  associa- 
tions, there  was  no  corresponding  decline  in  the 
sale  of  city  swill  milk.  This  anomaly  is  explicable 
on  the  basis  of  a concomitant  and  compensating 
increase  in  the  population  of  the  city  during  these 
years.  But  Mr.  Hartley  had  achieved  a signal 
success,  and  for  the  first  time  country  milk  was 
brought  into  New  York. 

In  1848  the  New  York  Academy  of  Medicine, 
stimulated  by  Mr.  Hartley’s  expose,  appointed  a 
committee  headed  by  Dr.  Augustus  K.  Gardner 
to  investigate  swill  milk.  Their  report  stated 
that  slop  milk  contained  only  one-half  to  one- 
third  the  amount  of  butter  fat  of  Orange  County 
milk  and  that  children  fed  on  slop  milk  were  sus- 
ceptible to  such  diseases  as  scrofula  and  cholera 
infantum  as  well  as  being  increasingly  susceptible 
to  any  epidemic  disease  existing  at  the  time.10 

In  1850  the  defeat  of  a court  action  by  a dis- 
tillery dairyman  to  collect  for  the  sale  of  what  was 
testified  to  be  unwholesome  milk  augured  some 
hope  for  the  future  disappearance  of  slop  milk, 
but  a campaign  against  swill  milk  by  the  Sunday 
Dispatch  in  the  same  year,  1850,  met  with  com- 
plete disregard  and  apathy.  Although  the  hand- 
writing was  beginning  to  appear  on  the  wall, 
swill  milk  continued  to  be  sold  in  Brooklyn  even 
into  the  present  century. 

The  example  set  by  Mr.  Hartley  was  soon  to  be 
followed,  and  the  torch  he  lit  was  to  be  passed  into 
other  hands.  In  1853  a volume  entitled  “The 
Milk  Trade  in  New  York  and  Vicinity”  was  pub- 


Rochester (New  York)  “clean  milk”  depot,  where 
milk  was  packed  in  ice.  ( From  the  Library  of  the 
Medical  Society  of  the  County  of  Kings) 


lished,  and  with  this  instrument  John  Mullalv, 
the  author,  and  Dr.  B.  T.  Trail,  who  wrote  the  in- 
troduction, launched  a second  creditable  attack 
on  unhealthy  milk.  The  authors  pointed  out  the 
morbid  effects  of  unwholesome  milk  on  children, 
and  in  describing  the  deplorable  conditions  under 
which  milk  was  being  produced  by  the  remaining 
400  slop  milk  dealers  in  the  city,  painted  with 
graphic  and  sensational  detail  a picture  of  un- 
believable filth  and  squalor.  Mr.  Mullaly,  for 
purpose  of  contrast  and  comparison,  made  an  in- 
clusive examination  of  milk  dairies  outside  New 
York  and  showed  that  Orange  County  alone  could 
supply  the  entire  city  with  fresh  milk.  In  color- 
ful prose  Mr.  Mullaly  proceeded  to  lambaste  adul- 
teration and  in  doing  so  described  among  other 
things  the  milk  concoction  euphemistically 
known  to  the  trade  as  “the  cow  with  the  iron 
tail.”  The  formula  for  this  adulterated  product 
was:  to  a gallon  of  milk  add  one  pint  of  water, 
then  a dash  of  chalk  and  plaster  of  Paris.  This 
would  produce  a product  of  sickly  blue  hue.  On 
rare  occasions  a soupgon  of  egg  would  be  added 
to  increase  the  “body.”  To  the  whole  molasses 
was  then  added  to  produce  a deceivingly  rich 
yellow  color.  When  this  macabre  mixture  was 
allowed  to  stand  overnight  any  number  of  exotic 
transformations  might  occur  depending  on  the 
exact  ingredients  of  the  adulteration.  A super- 
natant yellowish  slime  would  indicate  the  (rare) 
addition  of  the  egg,  the  astral  blue  of  the  body 
of  this  watery  mixture  proclaimed  the  anemic 
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qualities  of  what  remained  of  the  milk,  while 
the  more  solid  adulterants  could  be  seen  dumpily 
vibrating  at  the  bottom  in  a thick  slime.  Oh 
yes,  we  forgot  to  add : mix  and  serve. 

As  a result  of  his  survey  Mr.  Mullaly  recom- 
mended an  increase  in  the  number  of  country 
milk  associations,  such  as  the  Orange  County, 
that  milk  wagons  be  licensed,  and  that  there  be 
power  of  permit  revocation  and  fine  for  those 
selling  injurious  milk.  Unfortunately  these 
recommendations  were  sterile  of  immediate 
results,  and  many  years  were  yet  to  lapse  be- 
fore adequate  licensing  in  the  milk  industry 
would  become  a reality. 

Nevertheless,  agitation  against  slop  milk 
increased,  and  by  1856  there  were  ordinances 
in  several  of  the  Brooklyn  wards  against  keep- 
ing more  than  three  cows  on  a city  lot.  On 
December  26,  1856,  the  Brooklyn  Common 
Council  passed  a law  providing  that  between 
May  1 and  November  1 no  person  should  keep 
more  than  four  cows  on  a half  acre,  or  more  than 
six  cows  on  an  acre,  and  not  more  than  12  on 
any  lot  whatsoever.  A fine  of  ten  dollars  for 
each  cow  over  the  legal  number  was  to  be 
levied.10 

This  enactment,  which  promised  speedy  re- 
lief from  the  evils  of  swill  milk,  was  just  as 
speedily  emasculated  by  litigation.  A Mr. 
S.  L.  Husted,  the  owner  of  a large  distillery  with 
adjoining  stables,  gathered  his  colleagues  with 
similar  nefarious  interests,  and  by  political 
manipulation  succeeded  in  calling  a special 
meeting  of  the  Common  Council.  This  meeting, 
being  called  so  hurriedty,  was  sparsely  attended, 
yet  this  minority  modified  the  law  to  except 
owners  of  distilleries  then  in  operation,  in- 
cluding ‘‘milkmen  employed  in  the  milk  busi- 
ness.” This  shoddy  legality  counteracted  any 
possible  gains  that  the  original  enactment  might 
have  secured. 

In  1858  the  “vast  and  filthy”  stables  of  Mr. 
Husted  became  the  target  for  the  deservedly 
invidious  assault  of  the  crusading  Frank  Leslie’s 
Illustrated  Weekly.  Where  previous  appeals 
to  reason  by  such  as  Mr.  Hartley  and  Mr. 
Mullaly  had  failed,  the  roisterous  cartoons  and 
journalistic  sensationalism  of  the  press  succeeded. 
As  a result  of  the  pressure  exerted  by  this  weekly, 
the  Common  Council  of  Manhattan  appointed 
a committee  of  aldermen  to  investigate  distillery 
stables  in  that  borough.  While  examining 
Mr.  Husted’s  stables  the  aldermen  were  regaled 


Cartoon  awarded  first  prize  by  the  American  Medical 
Association.  ( From  the  Library  of  the  Medical  Society 
of  the  County  of  Kings) 


with  “generous  spirit,”  and  shamefully  in  the 
final  analysis  this  factor  prevailed.  The  com- 
mittee subsequently  voted  three  to  one  in  favor 
of  the  swill  dairies  and  their  “generous”  host, 
Mr.  Husted.  This  political  whitewash  was  no 
rarity  in  the  history  of  milk  control,  but  Frank 
Leslie’s  disgust  at  this  decision  could  only  be 
equated  with  a superceding  glee  at  the  prospect 
of  prolonging  his  forceful  attack. 

The  majority  report  of  the  committee  of 
aldermen  had  been  sent  to  the  Board  of  Health 
for  affirmation,  and  by  a vote  of  16  to  11  the 
Board  accepted  the  majority  report.  At  the 
same  time  they  requested  the  Academy  of 
Medicine  to  appoint  another  committee  to 
reinvestigate  the  same  situation.  Most  of  the 
work  of  this  latter  committee  was  done  by  Dr. 
Samuel  R.  Percy.  Dr.  Percy  affected  disguises11 
so  that  he  could  more  accurately  acquaint  him- 
self with  the  usual  daj^-to-day  conditions  of 
the  stables  he  investigated.  Had  his  true  iden- 
tity been  known  he  felt  the  stable  owners  would 
have  adopted  temporary  improvements  in 
honor  of  his  official  visits.  Dr.  Percy  would 
use  the  personification  of  “a  farmer  eager  to 
sell  cows.  . .a  butcher  wishing  to  buy  savory 
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beef;  sometimes.  . .a  grocery  man  wanting  to 
make  arrangements  for  a steady  supply  of  whole- 
some and  pure  milk;  and  frequently  as  an  idler 
“looking  for  Patrick  McLaughlin.” 

Two  other  members  of  the  committee  made 
major  gastronomic  sacrifices  and  actually  ate 
distillery  slops.  They  were  rewarded  with 
diuretic  and  laxative  outpourings  far  beyond 
their  most  sanguine  fears  or  expectations. 

Dr.  Percy  unearthed  sickness  in  children 
which  he  attributed  to  milk  and  realistically 
described  several  examples.  The  report  of 
his  committee,  which  was  delivered  to  the  Presi- 
dent of  the  New  York  Academy  of  Medicine  in 
1859,  was  to  the  effect  that  slop  milk  was  not  a 
proper  food.  The  discontinuance  of  the  entire 
slop  milk  traffic  was  then  strongly  recommended. 

In  1861  Senator  Francis  M.  Rotch  of  Otsego 
County  introduced  a bill  to  stop  the  sale  of  swill 
milk.  The  senate  passed  but  the  assembly 
rejected  it,  but  in  the  following  year  (1862) 
the  law  was  enacted.  This  law,  intended  to 
prevent  adulteration  of  milk,  was  the  first  Milk 
Law  to  be  passed  in  New  York  State.  There 
had  been  an  antecedent  law  prohibiting 
adulteration  of  milk  passed  in  Massachusetts 
in  1856  and  still  another  in  Boston  in  1859  against 
adulteration  with  water  and  the  use  of  distillery 
slops  for  feeding  cattle.12  Such  laws  were  not 
new  to  the  European  continent,  however,  for  as 
far  back  as  1742  Paris  had  specifically  forbidden 
the  feeding  of  spoiled  malt  or  poisonous  food  to 
any  animals  producing  milk. 

The  legal  victory  of  1862  with  the  enactment 
of  New  York’s  first  Milk  Law  was  heartily  en- 
joyed by  the  New  York  Academy,  but  the  fruits 
of  this  victory  were  in  no  way  commensurate 
with  the  aspirations  of  its  sympathizers.  The 
law  itself  made  the  sale  of  “any  impure,  adul- 
terated, or  unwholesome  milk”  a misdemeanor 
and  as  such  punishable  by  a fine  of  fifty,  dollars 
or  a jail  sentence  when  in  default  of  payment  of 
the  fine.  The  law  further  forbade  both  the  feeding 
of  cows  on  food  which  would  produce  unwhole- 
some milk  and  crowded  or  unhealthy  conditions 
of  cows  in  the  stables.  It  also  provided  that 
the  correct  source  of  milk  be  marked  on  the  de- 
livery carts.  Unfortunately  the  legal  techni- 
calities nf  rigid  adherence  to  the  letter  rather 
than  the  spirit  of  the  law  resulted  in  test  cases. 
In  decisions  handed  down  in  such  trials13  Justices 
Ingraham,  Barnard,  and  Clark  made  a mockery 
of  justice  by  ruling  that  simply  adding  water  to 


milk  did  not  constitute  an  adulteration  under 
the  terms  of  this  statute.  And  so  the 
Academy  appealed  to  the  legislature  to  specifi- 
cally forbid  either  swill  feeding  or  adulteration 
with  water.  In  1864  their  request  was  granted 
by  an  amendment  which  specifically  defined  “the 
addition  of  water  or  any  substance  other  than 
a sufficient  quantity  of  ice  to  preserve  the  whole 
milk  while  in  transportation”  to  be  an  adultera- 
tion. The  milk  of  cows  fed  on  swill  was  also 
stated  to  be  unwholesome  and  impure. 

This  enactment  legally  ended  swill  milk  in 
Manhattan.  In  Brooklyn  the  swill  milk  trade 
was  protected  by  the  local  amendment  to  the 
milk  ordinance  of  1856,  which  had  excepted 
those  distillers  and  farmers  employed  in  the 
milk  business  and  in  operation  at  the  time. 
These  latter  continued  unmolested  therefore 
into  the  early  years  of  our  present  century. 
When  Dr.  Thomas  Darlington  became  Health 
Commissioner  in  1904  (to  get  ahead  of  the  story), 
there  were  “over  6,000  cows  still  being  fed  on 
distillery  slop  in  Brooklyn,”13  but  under  his 
leadership  this  abomination  was  speedily  thence- 
forth eliminated. 

Between  1864  and  1900  control  and  improve- 
ment of  milk  was  spasmodic  and  essentially 
ineffectual.  The  Health  Department  n^ver 
had  sufficient  police  forces  to  adequately  patrol 
the  milk  supply.  As  the  swill  dairies  decreased 
in  number  and  their  obvious  filthiness  became 
less  evident,  so  did  the  public  interest  in  milk 
sanitation  wane.  For  want  of  a casus  belli, 
no  further  campaign  materialized  during  these 
years,  and  as  the  germ  theory  of  disease,  promul- 
gated about  1880,  had  not  yet  gained  general 
acceptance,  people  were  unconcerned  about 
what  they  could  not  understand. 

The  Department  of  Health,  organized  in 
1866,  took  no  action  against  skimming  or  adul- 
teration until  June  2,  1873,  when  “the  keeping, 
selling,  or  sending  to  the  city  of  watered  or  adul- 
terated milk  or  milk  known  as  swill  milk”14 
was  forbidden  by  the  sanitary  code.  This  en- 
couraged action,  and  in  the  succeeding  two  years 
37  convictions  were  brought  in.  Unfortunately 
the  assessment  of  fines,  which  were  inconse- 
quential, did  not  abolish  adulteration,  which 
proved  an  infinitely  more  prosperous  operation 
than  the  punishment  a deterrent. 

As  the  dairies  moved  (and  were  pushed) 
further  and  further  from  the  cities,  the  milk 
producers  found  it  increasingly  difficult  to  handle 
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Milk  and  its  adulteration — an  early  morning  inspection.  Wood  engraving  from  Harper’s  Weekly,  March  15, 
1882.  ( Courtesy  Harry  Shaw  Newman,  The  Old  Print  Shop,  Inc.,  New  York  City ) 


both  production  and  distribution  and  were 
forced  therefore  to  choose  between  them.  As 
the  milk  industry  grew,  the  interests  of  the  milk 
producers  were  often  antagonistic  to  those  of 
the  distributors.  So,  in  addition  to  the  battle 
between  the  milkmen  and  the  Health  Depart- 
ment, there  were  price  wars  between  the  country 
producers  and  city  retailers.  Since  most  of 
these  battles  ended  in  stalemate,  the  net  result 
was  a bitter  travesty.  The  milkman  of  that 
day  was  not  the  benign  unnoticed  servant  we 
take  for  granted  today.  According  to  the 
Tribune, 15  the  milkman  was  so  brutal  that  his 
horse  invariably  died  in  harness  and  was  left  on 
the  street  where  he  fell,  and  his  wagon  was  so 
noisy  as  to  excite  the  envy  of  any  producers  of 
other  nocturnal  disturbances.  The  milkman 
and  his  wagon  are  then  described  as  “plunging 
with  a bloodthirsty  whoop  into  the  areas  of 
defenseless  customers  on  his  route”  and  of 
disseminating  “a  saturated  solution  of  assorted 
zymotic  disease  at  twelve  cents  a quart  in 
advance.” 

We  learn  from  contemporary  reports  that 
racketeering  was  rife  in  these  “Roaring  Seven- 


ties” and  that  “each  milkman  owned  his  own 
route  and  assassinated  every  presumptuous 
trespasser.”  This  frequently  left  the  independ- 
ent American  consumer  only  with  a choice 
of  either  buying  the  “mysterious  fluid”  dispensed 
by  the  milkman  or  of  buying  condensed  milk. 

During  the  1880’s  and  later  it  was  not  un- 
common for  unscrupulous  dealers  to  remove  the 
cream,  substitute  water,  and  with  diabolical 
though  unappropriate  humor  label  their  concoc- 
tion “pure”  or  “Board  of  Health”  milk.6  The 
New  York  State  Inspector  reported  the  addi- 
tion of  3 to  5 quarts  of  water  and  10  of  skimmed 
milk  to  every  25  quarts  of  this  “pure  milk” 
concoction. 

As  previously  mentioned,  the  farmers  and 
city  milk  retailers  were  constantly  warring  about 
the  prices  for  the  country  milk.  In  what  was 
supposed  to  be  an  attempt  to  adjudicate  this 
dispute,  the  Milk  Exchange  Limited  was  or- 
ganized under  the  laws  of  the  State  of  New 
York  in  October,  1882.  But  the  Milk  Exchange 
failed  from  the  start  to  fulfill  its  purpose  when 
it  offered  the  milk  producers  a minority  repre- 
sentation on  the  board,  of  directors.  This  offer 
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was  declined  and  the  Exchange  became  a 
spokesman  for  the  city  retailers  who  were  left 
with  sole  representation.  The  succeeding  even- 
tualities were  then  fairly  predictable.  The 
three  cents  a quart  originally  offered  to  the 
farmers  was  declared  unfair  by  them  and  a 
livelier  milk  war  ensued  with  strikes,  strike 
breaking,  sabotage,  and  accompanying  violence. 
In  the  milk  industry  the  “Roaring  Seventies” 
had  now  extended  into  the  “Uproarious  Eight- 
ies.” By  1886  the  farmers  were  getting  one- 
half  cent  less  per  quart  than  originally  while 
the  powerful  Milk  Exchange  continued  to  dic- 
tate prices  until  January,  1891.  At  that  junc- 
ture a court  action,  which  was  to  last  for  four 
years,  was  begun,  and  this  finally  dissolved  the 
Exchange  as  a combination  to  lessen  the  supply 
of  milk  and  to  control  prices. 

While  this  drama  was  being  played  out  on 
one  set  the  Health  Department  continued  its 
inspection  of  adulterated  milk  on  another.  The 
overwhelming  necessity  for  such  vigilance  can 
better  be  appreciated  when  it  is  known  that  one 
instance  of  kerosene  in  bottled  milk  was  un- 
covered following  the  complaint  of  a woman 
living  at  Gramercy  Park,  and  in  another  in- 
stance of  the  same  chronological  vintage,  re- 
ported bjr  Dr.  Henry  Dwight  Chapin,16  an 
examination  of  500  quarts  of  milk  “from  one  of 
the  better  dairy  farms”  dredged  out  almost  a 
pint  of  amorphous  material,  including  blood, 
hair,  and  detritus  of  various  kinds.  And  so 
we  leave  this  sketchily  portrayed  period  of 
violence  and  racketeering  (which  despoils  the 
twentieth  centurj^  of  any  claims  of  priority  in 
this  regard)  to  examine  the  beginnings  of  an 
era  more  fruitful  of  advances  in  milk  sanitation 
and,  scientifically  speaking,  more  exciting. 

The  Germ  Theory  of  Disease 

Progress  occurs  only  when  man  has  fashioned 
the  appropriate  tools.  With  the  elaboration 
of  the  tools  of  discovery  advances  can  then  be 
swift,  often  in  geometric  progression.  Up  to 
the  last  decades  of  the  nineteenth  century  all 
improvement  in  milk  sanitation  was  directed 
toward  the  correction  of  gross  adulteration  and 
improvement  in  over-all  sanitation.  The  em- 
pirical knowledge  of  milk-borne  diseases  awaited 
the  elaboration  of  the  germ  theory  before  proper 
evaluation  could  be  made.  Once  this  causal 
relationship  between  bacteriologic  organism  and 


specific  disease  was  established,  appropriate 
countermeasures  could  then  be  taken  to  elim- 
inate the  last  factors  producing  milk-borne 
disease.  A clearer  scientific  perspective  can 
perhaps  be  obtained  if  we  look  briefly  at  the 
antecedent  scientific  discoveries  that  constituted 
the  bricks  and  mortar  used  so  advantageously 
by  those  scientists  who  eventually  promulgated 
the  germ  theory  of  disease. 

Milk-borne  diseases  of  man  are  either  those 
due  to  the  transmission  of  animal  diseases  to 
humans  or,  the  more  important  and  larger  group, 
diseases  transmitted  through  milk  as  a result  of 
the  intermediary  of  the  cow  and  her  product. 
Included  in  the  former  group  are  bovine  tuber- 
culosis, brucellosis,  milk  sickness  (or  trembles), 
anthrax,  and  “Q”  fever.  The  latter  group  in- 
cludes tuberculosis,  typhoid  fever,  paratyphoid 
fever,  scarlet  fever,  diphtheria,  and  dysentery 
to  name  the  more  important.  Many  of  these 
diseases  had  been  clinically  described  centuries 
ago.  For  example,  diphtheria  was  described 
by  Arataeus  in  the  first  century  A.D.  and  typhoid 
by  Willis  in  1643,  but  it  remained  for  later  bac- 
teriologists to  isolate  and  prove  the  causal  re- 
lationships between  organisms  and  disease  and 
place  the  struggle  for  milk  purification  on  a 
scientific  basis. 

Although  it  is  not  directty  pertinent  to  a 
proper  portrayal  of  the  histoty  of  milk  purifica- 
tion, it  is  certainty  historically  correct  and 
scientifically  germane  to  trace,  albeit  sketchily, 
the  background  of  the  germ  theory  of  disease 
so  accurately  propounded  by  Koch  and  Pasteur. 

Leeuwenhoek,  who  first  saw  protozoa  in 
1675,  was  the  first  to  see  bacteria  in  1687  with 
the  use  of  his  simple  microscope.  The  typhoid 
bacillus  was  discovered  by  Carl  Joseph  Eberth 
in  1880, 17  seven  years  after  William  Budd  in- 
sisted that  typhoid  fever  was  spread  by  contagion 
originating  in  human  dejecta.18  The  Coryne- 
bacterium  diphtheriae  was  discovered  in  1883 
bj'  Klebs,19  the  Brucella  abortus  by  Bernhard 
Bang20  in  1897,  and  the  paratyphoid  bacillus 
by  Emile  Achard  and  Raoul  Bensaude  in  1896. 21 
In  1884  Koch  isolated  the  Vibrio  cholerae  and 
proved  its  transmission  through  drinking  water 
and  food.22  In  1882  Koch  made  his  greatest 
discovery,23  the  tubercle  bacillus,  and  in.  the 
same  paper  in  which  this  was  announced  there 
appeared  his  rules  for  the  proof  of  the  patho- 
genicity of  any  given  organism,  the  Koch’s 
postulates.  In  1898  Theobald  Smith  distin- 
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guished  bovine  from  human  tuberculosis,24 
and  in  1898  Kiyositi  Shiga  discovered  the  or- 
ganism responsible  for  bacillary  dysentery.25 

Last  the  other  great  pioneer  in  bacteriology 
(along  with  Koch)  and  the  pioneer  in  preven- 
tive inoculation  was  Louis  Pasteur,  whose 
contribution  to  milk  purification  is  perhaps  the 
“first”  in  terms  of  importance.  From  his  orig- 
inal observation  of  the  spoiling  of  wine  by 
microorganisms  (1863-1865)  and  his  demonstra- 
tion of  its  prevention  by  heat  sterilization, 
followed  by  his  demonstration  of  a similar  re- 
lationship and  correction  (1876)  in  the  case  of 
beer,26  it  was  then  a simple  and  logical  progres- 
sion to  apply  this  knowledge  to  the  purification 
of  milk  by  a process  now  universally  known  as 
pasteurization.  Pasteur  showed  that  partial 
heat  sterilization  could  be  accomplished  by 
temperatures  of  55  to  60  C.  It  is  a pathetic 
commentary  that  the  use  of  the  principle  was 
not  obligatory  in  New  York  State  until  1912. 

Once  the  basic  concept  of  the  bacteriologic 
relationship  of  milk-borne  disease  was  estab- 
lished and  accepted  on  a firm  foundation,  the 
further  necessary  steps  toward  milk  purification 
could  be  taken.  Actually  no  mention  of  bac- 
teria was  made  by  the  Health  Department  until 
1896.  And  it  was  not  until  1909  that  the  Board 
enlarged  its  definition  of  adulterated  milk  to 
include  that  milk  “which  contains  an  excessive 
number  of  bacteria.”  That  these  “steps” 
were  not  to  be  too  promptly  taken  by  the  infant 
milk  industry  was  soon  evident,  but,  the  die 
having  been  cast,  the  results  were  inevitable. 

The  Struggle  for  Pasteurization 

In  the  1890’s  there  appeared  on  the  scene  two 
men  who  pioneered  in  the  utilization  of  the 
newest  scientific  discoveries.  These  men  were 
Nathan  Straus  and  Dr.  Henry  Leber  Coit, 
each  of  whom  made  a significant  and  lasting 
contribution  to  the  establishment  of  a pure  and 
wholesome  milk  supply. 

Nathan  Straus,  a New  York  merchant,  was 
one  of  the  first  and  most  formidable  champions 
of  pasteurized  milk,  and  the  story  of  his  accom- 
plishments will  rightfully  start  the  section  of 
this  paper  outlining  the  stages  of  the  struggle 
for  pasteurization.  Another  important  figure 
in  the  same  regard  is  Dr.  Henry  Leber  Coit, 
one  of  our  great  American  pioneers  in  the  broader 
field  of  public  health  and  particularly  respected 


for  his  great  contribution  to  milk  sanitation. 
Dr.  Coit’s  great  contribution  was  the  concept 
and  realization  of  a raw  milk  which  could  be 
“certified”  to  be  pure  and  wholesome.  In  a 
splendid  article  by  Dr.  Fred  Rogers27  it  is  noted 
that  Dr.  Coit  was  stimulated  to  his  interest 
as  a result  of  a fruitless  attempt  to  purchase 
wholesome  milk  (from  a neighboring  farm)  with 
which  he  hoped  to  nourish  his  first  child,  dying 
of  milk-borne  diphtheria  in  1888.  After  the 
death  of  this  child  Coit  made  a personal  crusade 
of  inspection  of  the  neighboring  farms  and 
dairies,  which  work  extended  over  a period  of 
several  years.  Thus,  he  acquired  a first-hand 
knowledge  of  the  problems  of  milk  sanitation 
which  was  so  effectively  utilized  later. 

In  an  attempt  to  improve  the  conditions  under 
which  milk  was  being  produced  and  retailed, 
Coit  first  tried  to  obtain  State  legislation.  This 
failing,  he  proceeded  to  get  the  backing  of  the 
Practitioners  Club  of  Newark,  New  Jersey. 
In  1892  he  outlined  to  this  group  his  historic 
plan  for  supervision  of  milk  by  chemical,  bac- 
teriologic, and  veterinary  standards,  to  be  po- 
liced by  routine  inspections.  These  standards 
represent  in  essence  the  sanitary  code  for  purity 
of  milk  accepted  today. 

The  Medical  Milk  Commission  of  Essex 
County,  New  Jersey,  was  established  as  a result 
of  this  work.  This  Commission  was  headed 
by  Coit  and  in  1893  became  the  first  organiza- 
tion of  its  kind  in  the  world.  Thus  was  born 
the  concept  of  a “certified  milk,”  the  assurance 
at  long  last  of  a perfectly  pure  and  safe  milk  for 
infants,  convalescents,  and  expectant  mothers. 
With  the  establishment  of  this  first  Medical 
Milk  Commission  the  first  bottle  of  certified 
milk  was  appropriately  delivered  to  Mrs.  Coit 
by  its  producer,  Mr.  Stephen  Francisco  of  the 
Fairfield  Dairy  (New  Jersey),  who  with  Dr. 
Coit  copyrighted  the  name  “Certified  Milk.” 

Certified  milk  was  to  become  for  many  years 
the  only  raw  milk  available  and  accredited  by 
physicians.  It  is  therefore  reasonable  to  assume 
that  this  was  a healthful  product,  and  an  examina- 
tion of  some  of  its  major  requirements  will 
clearly  indicate  the  reason  for  the  correctness 
of  this  supposition.  These  requirements  in- 
included:  (1)  preliminary  tuberculosis  test  of 
all  animals  added  to  certified  herds,  (2)  regular 
semiannual  tuberculosis  test  (alternating  in- 
tradermal  with  subcutaneous  test),  (3)  regular 
monthly  veterinary  inspection  of  all  cows, 
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(4)  thorough  examination  of  all  new  employees, 

(5)  regular  weekly  medical  inspection  of  all 
employees  on  every  farm  by  physicians  in  the 
employ  of  the  Milk  Commission,  (6)  monthly 
sanitary  inspection  of  the  farms  and  their 
equipment,  and  (7)  weekly  chemical  and  bac- 
teriologic  examinations  of  every  farm’s  milk 
and  every  distributor’s  milk. 

Standards  for  quality  included:  milk  must 
be  in  its  natural  state,  not  having  been  heated, 
and  without  the  addition  of  coloring  matter  or 
preservatives;  nothing  may  be  added  and 
nothing  taken  away  from  the  milk;  milk  must 
contain  an  average  of  4 per  cent  butter  fat; 
milk  must  contain  not  more  than  10,000  bac- 
teria per  cc.  on  an  average  when  delivered  to 
the  consumer. 

Some  of  the  regular  routine  details  carried  out 
on  certified  farms  were:  (1)  hands  washed  be- 
fore and  rinsed  and  dried  after  milking  each  cow, 
(2)  cows’  udders  washed  and  dried  before  milk- 
ing, (3)  employees  dressed  in  white  during 
milking  hours,  (4)  sterilization  of  bottles,  appara- 
tus, and  tinware  either  by  steam  or  dry  heat, 
(5)  testing  of  the  foremilk  of  each  cow  before 
milking,  (6)  the  immediate  cooling  of  the  milk 
to  45  F.,  and  (7)  bottling  and  sealing  of  milk 
on  the  farm  where  produced.28 

At  the  turn  of  this  century  Dr.  Abraham  Ja- 
cobi stated  that  the  production  and  distribution 
of  certified  milk  represented  the  greatest  ad- 
vance in  infant  feeding  of  the  time,  and,  although 
there  was  no  overwhelming  necessity  for  pas- 
teurizing certified  milk,  as  shown  by  its  sani- 
tary and  bacteriologic  balances  and  counter- 
balances, the  discussion  of  this  problem  was  to 
occupy  the  profession  for  many  succeeding  years. 

The  importance  of  certified  milk,  particularly 
for  the  feeding  of  infants,  can  best  be  under- 
stood by  a quantitative  analysis  of  the  methods  of 
infant  feeding.  In  the  first  decades  of  the  nine- 
teenth century  Holt  estimated  that  85  per  cent 
of  the  babies  were  breast  fed.  There  were 
48,000  babies  born  in  Brooklyn,  for  example, 
in  1921.  Of  these,  7,200  (15  per  cent)  were 
artificially  fed.  Actually  about  85  to  90  per 
cent  of  the  certified  milk  sold  went  for  infant 
feeding. 

The  danger  of  unwholesome  cow’s  milk  for 
infants  was  emphasized  by  a study  in  the  late 
1910’s  in  New  York  City,  which  showed  that, 
although  more  than  75  per  cent  of  the  infants 
were  breast  fed,  78  per  cent  of  the  infants  that 


died  of  enteritis  were  fed  on  cow’s  milk  or  patent 
foods.  Another  study  reported  6,000  deaths 
from  diarrhea  in  children  under  five  years  of 
age  in  1910,  while  in  1930,  when  most  milk 
fed  to  children  was  either  certified  or  pasteurized, 
the  deaths  were  less  than  900. 29  Another  study 
of  groups  of  infants  fed  different  kinds  of  milk 
(in  summer)  yielded  the  following  interesting 
comparison:  Of  79  children  drinking  nonpas- 
teurized  store  milk  15  died  and  20  did  “badly.”30 

The  subject  is  perhaps  best  summed  up  in  a 
statement  from  the  address  of  Clarence  W. 
Barron  before  the  convention  of  the  American 
Association  of  Medical  Milk  Commission  and 
Certified  Milk  Producers  Association  of  America 
at  Harvard  Medical  School  in  June  of  1921: 
“More  babies  have  been  slain  in  the  United 
States  with  impure  milk  than  in  all  the  rest  of 
the  world  put  together.  More  than  250,000 
babies  die  every  year  in  the  United  States  with- 
in one  year  of  birth.  At  least  90  per  cent  could 
be  saved  with  prompt  medical  attention  and  pure 
or  natural  milk  from  cows  certified  by  the  super- 
vision of  a Medical  Milk  Commission.”31 

Although  Dr.  Coit  originally  worked  out  the 
70  rules  which  every  certified  milk  producer 
obligated  himself  to  follow,  these  were  later  re- 
vised and  came  to  constitute  the  Methods  and 
Standards  for  the  production  of  certified  milk 
as  adopted  by  the  American  Association  of 
Medical  Milk  Commissions  and  as  such  ac- 
cepted throughout  the  United  States. 

Although  these  last  paragraphs  have  not 
really  constituted  a digression,  it  is  now  neces- 
sary to  return  to  the  earlier  years  of  the  certi- 
fied milk  era  so  that  a clearer  chronologic 
picture  may  be  had.  In  1896  the  Board  of 
Health  of  New  York  took  a major  step  forward 
in  the  fight  for  pure  milk  when  it  included  in 
its  sanitary  code  the  prohibition  of  the  sale  of 
milk  except  under  a permit,  the  milk  being  sub- 
ject to  the  regulations  of  this  Board.  Powerful 
interests  opposed  this  ruling,  but  the  right  of 
the  Department  of  Health  to  prevent  the 
sale  of  milk  without  a permit  was  finally  up- 
held by  the  United  States  Supreme  Court  in 
1905. 32 

The  case  began  with  the  conviction  of  a milk 
dealer  for  not  having  a written  permit  from  the 
Board  of  Health.  This  conviction  had  been 
upheld  by  the  New  York  Court  of  Appeals  but 
finally  went  to  the  Supreme  Court  of  the  United 
States,  since  the  milk  dealer  claimed  in  his  de- 
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fense  that  the  permit  requirement  constituted 
a violation  of  the  due  process  of  law  guaranteed 
to  him  by  the  Fourteenth  Amendment.  The 
Supreme  Court  nevertheless  upheld  the  con- 
viction on  the  grounds  that  the  Sanitary  Code 
was  a constitutional  use  of  the  authority  of  a 
city  to  safeguard  the  health  of  its  citizens  in  a 
reasonable  manner. 

And  so  at  last  began  the  period  of  effectual 
control  of  city  milk  supplies  in  New  York  State. 
The  tuberculin  test  was  applied  for  the  first 
time  in  1896,  simultaneously  uncovering  the 
infection  of  a large  proportion  of  the  cows  with 
the  tubercle  bacillus.  It  is  pertinent  to  note 
that  only  certified  milk  avoided  the  stigma  of 
infection,  since  it  came  from  tuberculosis  tested 
cows,  and  in  addition  its  production  and  market- 
ing were  accomplished  with  scrupulous  clean- 
liness as  detailed  earlier  in  this  paper. 

In  New  York  City  the  production  of  certified 
milk,  which  was  under  the  aegis  of  the  County 
Medical  Society,  was  under  the  supervisory 
control  of  Dr.  William  H.  Park  at  the  Research 
Laboratory.  It  was  Dr.  Park’s  observations  of 
a direct  ratio  between  rises  in  temperature  of 
milk  and  increases  in  its  bacterial  count  that 
resulted  in  an  additional  amendment  to  the 
Sanitary  Code  (in  1896)  defining  as  adulterated 
milk  which  showed  a temperature  of  more  than 
50  F. 

The  Milk  Commission  of  the  Medical  Society 
of  the  County  of  New  York  was  formed  in 
1896,  and  in  March,  1902,  the  Kings  County 
Pure  Milk  Commission,  under  Dr.  E.  H.  Bart- 
ley, held  its  first  meeting.  In  1907  The  American 
Association  of  Milk  Commissions  was  organized 
to  include  the  many  separate  commissions  that 
had  arisen  by  that  time. 

With  an  ever-increasing  awareness  of  the 
relationship  of  impure  milk  to  disease  and  an 
even  more  rapidly  increasing  consciousness  of 
the  bacterial  role  in  milk  adulteration,  it  was 
only  a logical  next  step  to  pasteurization.  This 
new  chapter  in  our  history  may  appropriately 
be  begun  by  stating  that  Pasteur  reported  lactic 
fermentation  as  far  back  as  1857,  although  the 
isolation  of  the  causative  organism  (the  Strep- 
tococcus lactis,  which  causes  milk  to  sour)  by 
Lister  did  not  occur  until  1873. 

When  the  varied  sources  of  milk  and  the  many 
factors  determining  its  production  and  marketing 
are  considered,  it  would  appear  logical  to  assume 
that  without  pasteurization  milk  could  not  be 
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considered  a wholesome  product  for  general 
public  consumption.  The  milk  that  finally 
comes  to  the  consumer  is  produced  from  thou- 
sands of  cows  on  hundreds  of  farms.  Milkers, 
utensils,  transportation,  and  the  human  ele- 
ment of  inspection  are  all  involved  in  its  final 
chemical  and  bacteriologic  makeup.  Negli- 
gence, cupidity,  stupidity,  or  ignorance  could 
conceivably  act  to  produce  a potentially  dan- 
gerous product,  and  so,  despite  all  other  pre- 
cautions, it  was  felt  necessary  to  provide  for 
the  destruction  of  all  pathogenic  bacteria. 

In  Europe,  near  the  end  of  the  nineteenth 
century,  Dr.  Soxhlet  achieved  a comparable 
result  by  boiling  milk,  which  rendered  the  pro- 
duct sterile  but  not  particularly  palatable  to 
most  people.  In  1898  the  pasteurization  of  all 
bottled  milk  had  been  made  compulsory  in 
Denmark. 

Dr.  Abraham  Jacobi,  the  Nestor  of  American 
pediatrics,  was  one  of  the  first  to  recognize  the 
value  of  pasteurization  in  this  country.  How- 
ever, it  was  a layman,  Nathan  Straus,  who  had 
interested  himself  in  milk  for  infants  who  ac- 
tually spearheaded  the  movement  for  a scientifi- 
cally pure  supply  of  milk  in  New  York  through 
his  advocacy  of  pasteurization.  During  the 
controversy  of  the  last  decade  of  the  nineteenth 
century,  which  raged  about  the  topic  of  the 
relative  merits  of  raw  versus  pasteurized  milk, 
Straus  vigorously  championed  the  latter  cause. 
It  has  been  acknowledged  by  the  son  of  L.  B. 
Halsey,  the  president  of  the  original  Sheffield 
Farms,  that  his  father  became  interested  in 
pasteurization  as  a result  of  Mr.  Straus’  work 
in  1892. 33  In  this  year  milk  was  pasteurized 
for  the  first  time  at  the  Chicago  World’s  Fair. 
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In  1893  Mr.  Straus  established  the  first  milk 
station  in  this  county  and  began  the  first  free 
distribution  of  boiled  milk  at  his  infant  milk 
depot  located  on  the  East  Third  Street  pier. 
This  was  done  two  years  before  the  first  pas- 
teurizing machines  were  invented  and  nineteen 
years  before  pasteurization  finally  became  law 
in  this  State.  When  pasteurization  appeared 
mechanically  feasible,  Mr.  Straus  erected  a plant 
for  this  purpose  on  Randall’s  Island  in  1898. 

Even  in  an  historical  paper,  an  occasional 
scientific  digression  in  the  interest  of  clarity  is 
permissable,  and  so  a short  discussion  of  the 
details  of  pasteurization  would  seem  to  be 
in  order.  Pasteurization  and  sterilization  ob- 
viously differ.  Sterilization  concedes  the  com- 
plete destruction  of  all  living  matter,  which  in 
milk  requires  prolonged  boiling  at  high  tempera- 
tures under  pressure.  Such  a process  does  not 
improve  the  taste  of  milk  and  is  generally  un- 
necessary. Pasteurization,  involving  lesser  de- 
grees of  temperature,  makes  milk  safe,  relatively 
palatable,  but  not  sterile.  However  it  does 
destroy  all  pathogenic  nonspore-producing  bac- 
teria, thereby  eliminating  all  pathogens  re- 
sponsible for  milk-borne  diseases.  The  only 
exception  is  anthrax,  which  is  practically  non- 
existent in  this  country.  Pasteurization  like- 
wise destroj^s  most  bacteria  but  not  the  lactic 
acid-producing  bacteria,  the  survival  of  which 
is  desirable,  since  these  prevent  the  develop- 
ment of  proteolytic  bacteria. 

Pasteurization  was  original^  introduced  into 
this  country  by  dairy  owners  who  wished  to 
prevent  their  milk  from  spoiling.  Jacobi  was 
one  of  the  first,  however,  to  recognize  its  public 
health  aspects  in  1875. 34  By  1898  the  pasteuri- 
zation of  all  bottled  milk  was  compulsory  in 
Denmark.  In  this  country  we  imported  pas- 
teurizing machines  from  Denmark  in  1895,  and 
some  of  the  earliest  experiments  in  their  use 
were  performed  at  Bloomville,  New  York,  about 
that  time.  There  is  no  agreement  about  the 
very  first  pasteurizations  in  this  country,  but 
Henderson  attributes  this  honor  to  Cincinnati, 
in  1897,  and  believes  it  was  next  used  in  New 
York  a year  later. 

As  pasteurization  was  originally  an  economic 
device  designed  solely  to  prolong  the  life  of  milk 
and  thus  to  earn  greater  profits  for  the  producer, 
it  was  used  in  secret  and  accordingly  viewed  with 
deep  suspicion  by  the  public.  In  1906  the  aspect 
of  secrecy  was  prohibited  in  New  York  City 


when  it  was  decreed  that  all  pasteurized  milk 
had  to  be  labeled  as  such,  and  with  the  time  and 
temperatures  of  pasteurization  stated  on  the 
package. 

There  were  two  general  methods  of  pasteuriza- 
tion, known  as  the  “flash  process”  and  the  “hold- 
ing method.”  The  first  machines,  imported 
from  Denmark  in  1895,  were  of  the  flash  process 
variety.  In  this  method  the  temperature  of 
the  milk  is  brought  to  about  160  F.  and  main- 
tained for  fifteen  seconds.  In  1902  certain 
physicians  encouraged  experiments  in  pasteuriza- 
tion by  the  holding  method.  In  this  method 
the  temperature  is  raised  to  the  range  of  140 
to  145  F.  but  maintained  for  twenty  to  thirty 
minutes.  These  experiments  were  apparently 
successful,  and  the  first  pasteurizer  of  this  type 
was  installed  and  used  commercially  in  New 
York  in  1907.  It  had  been  proved  that  a 
temperature  of  140  F.  maintained  for  twenty 
minutes  would  destroy  all  pathogenic  bacteria 
and  in  addition  destroy  between  90  and  99 
per  cent  of  the  total  microorganisms  in  milk. 
The  general  acceptance  of  this  process  was  slow, 
so  that  in  1909  only  25  per  cent  of  the  milk 
was  so  pasteurized,  and  by  1912  only  33  per 
cent.  In  1908  the  New  York  City  milk  or- 
dinance required  a temperature  of  142  to  145  F. 
for  thirty  minutes,  and  these  standards  were 
gradually  accepted  over  the  entire  country. 
When  the  importance  of  pasteurization  in  dis- 
ease prevention  became  increasingly  apparent, 
it  was  adopted  more  frequently,  even  in  the 
smaller  towns. 

Although  the  holding  method  remained  the 
more  important  up  until  1948, 34  there  was  a 
gradual  change  in  popularity  in  recent  years  to 
the  high- temperature,  short-time  (HTST)  var- 
iation, using  161  F.  and  fifteen  seconds.  The 
reasons  for  the  change  in  popularity  again  were 
economic.  Up  to  recent  years  the  volume  of 
cream,  as  noted  by  the  cream  line,  was  of  prime 
importance  in  the  sale  of  milk,  and  temperatures 
over  143  F.  were  known  to  destroy  this  evidence 
by  causing  disappearance  of  the  cream  line. 
Therefore,  in  1917,  for  example,  when  it  was 
initially  noted  that  a temperature  of  145  F. 
would  destroy  the  cream  line,  the  temperature 
was  dropped,  and  eventual^  in  1928  stabilized 
at  143  F.  When  homogenization  became  pop- 
ular in  the  past  decade  or  so,  the  cream  line 
no  longer  was  a factor. 

Another  factor  involved  in  the  recent  trend  to 
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the  HTST  method  concerns  the  relationship 
of  exact  timing  of  very  high  temperatures  and 
the  quality  of  the  milk  and  therefore  its  sala- 
bility. In  recent  years  mechanical  devices  of 
extreme  accuracy  in  timing  have  been  perfected 
which  now  make  the  HTST  more  efficient  and 
the  quality  of  the  milk  more  palatable  and  pre- 
dictable. As  a result,  although  this  method  of 
pasteurization  is  optional,  practically  all  our 
milk  is  thus  treated  today.35 

Along  with  pasteurization  came  the  grading 
of  milk  on  the  basis  of  purity.  Under  the  ad- 
ministration of  the  New  York  Health  Com- 
missioner, Dr.  Thomas  Darlington,  a systematic 
mechanism  of  inspection  of  country  dairies  was 
introduced  and  within  a few  years  had  spread 
to  include  effectively  all  dairies  in  the  New 
York  “milkshed.”  Thus,  while  bacterial  counts 
had  been  reported  in  1906  to  be  usually  between 
2 and  20  million,  the  figures  for  1908  averaged 
only  45,000  bacteria  per  cc.,  a remarkable  im- 
provement. When  public  acceptance  of  the 
bacterial  count  as  a criterion  of  milk  purity  was 
at  last  achieved,  it  was  a simple  matter  to  in- 
clude this  as  an  indication  of  adulteration.  This 
was  actually  done  by  an  amendment  to  the 
Sanitary  Code  in  1909. 

Between  1910  and  1912  there  were  a series 
of  typhoid  outbreaks  in  New  York,  and  in 
1911  the  Board  of  Health,  under  Commissioner 
Ernst  J.  Lederle,  adopted  a system  of  grading 
milk  and  of  defining  pasteurization  in  terms  of 
a particular  temperature  (145  F.  at  that  time) 
and  a definite  time  (thirty  minutes).  Under 
this  system  there  were  three  grades  of  milk 
differentiated  from  each  other  by  different  bac- 
terial count  standards  both  before  and  after 
pasteurization.  Grade  A was  the  purest  and 
the  only  one  of  the  three  permitted  to  be  sold 
either  raw  or  pasteurized.  Most  of  the  milk 
to  reach  the  ultimate  consumer  was  grade  B, 
and  therefore  the  requirement  of  pasteurization 
proved  to  be  of  temendous  sanitary  import. 
Unfortunately  World  War  I intruded  during 
this  time,  and  enforcement  of  pasteurization 
was  not  complete.  Eventually,  by  1926,  with 
the  reorganization  of  the  milk  inspection  service, 
the  regulation  for  pasteurization  of  grade  B 
milk  was  strictly  enforced. 

The  sale  of  grade  C milk  was  prohibited  after 
May,  1926,  when  only  grades  A and  B milk 
were  permitted  to  be  sold  in  New  York.  At 
the  same  time  the  bacterial  standards  were 


gradually  being  raised.  As  the  standards  for 
milk  purity  became  stricter,  the  quality  of 
grade  B milk  improved  to  the  point  that,  for 
all  practical  purposes  it  was  as  healthful  as 
grade  A milk.  Actually  the  grade  B then  satis- 
fied most  of  the  requisites  formerly  in  effect  for 
grade  A milk.  The  upgrading  of  grade  B 
milk  narrowed  the  gap  between  the  grades  and 
presented  a situation  with  an  illogical  economic 
differential.  Therefore,  around  1940  the  New 
York  City  Board  of  Health  discontinued  the 
system  of  grading  of  milk  and  established  a 
single  grade  in  this  area  known  as  approved 
milk. 

The  first  pasteurized  certified  milk  was  mar- 
keted in  1929,  and  in  June,  1935,  the  American 
Association  of  Medical  Milk  Commissions  voted 
to  include  permissive  pasteurization  of  certified 
milk  in  the  Methods  and  Standards.  This 
provided  a final,  inevitable  seal  of  safety  for  a 
clean  milk.  By  1936  certified  milk  could  be 
purchased  in  almost  50  cities  and  towns  in 
New  York  State.  In  1943  the  Board  of  Health 
changed  its  attitude  with  respect  to  certified 
milk  and  required  all  such  milk  or  milk  of  certi- 
fiable grade  to  be  pasteurized  unless  the  raw 
product  was  specifically  prescribed  by  a physi- 
cian. 

Present-Day  Developments 

Practically  all  the  milk  sold  in  the  United 
States  before  1900  was  delivered  as  raw,  loose 
milk.  In  the  succeeding  decade  more  and  more 
of  this  milk  sold  in  the  larger  cities  underwent 
pasteurization  but  was  still  sold  loose.  The 
usual  method  was  for  the  milk  to  reach  the  re- 
tailer in  3-gallon  cans  and  thence  emptied  into 
the  buyer’s  milk  can  (or  other  receptacle)  by 
means  of  a measure  or  dipper.  Despite  the 
fact  that  Thatcher  had  invented  a milk  bottle 
in  1886  milk  continued  to  be  carried  in  cans  and 
ladled  out  to  customers  in  this  obviously  un- 
sanitary way. 

Since  1928  the  New  York  State  Sanita^  Code 
required  the  bottling  of  all  milk  sold,  other  than 
that  sold  on  the  premises,  but  this  code  was 
not  effective  in  New  York  City,  where  loose 
milk  continued  to  be  sold  into  the  1930’s. 

The  question  of  loose  milk  as  a health  hazard 
had  been  debated  for  many  years,  but  not  until 
the  New  York  World-Telegram  published  the 
results  of  analyses  of  loose  milk  in  1931  did  the 
danger  become  pinpointed.  The  generating 
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force  apparently  was  the  unsubtly  veiled  implica- 
tion that  the  poliomyelitis  epidemic  of  1931 
was  somehow  associated  with  the  sale  of  loose 
milk.  Under  Health  Commissioner  Shirley  W. 
Wynne  a board  of  eminent  scientists,  social 
workers,  and  public  health  experts  was  appointed 
to  study  the  situation  and  to  make  appropriate 
recommendations  to  the  Board  of  Health,  the 
only  body  empowered  to  modify  conditions 
under  which  milk  is  produced  and  sold.  In 
1931  the  Milk  Commission  recommended,  in 
view  of  the  opinion  that  loose  milk  was  a health 
hazard,  that  the  sale  of  loose  or  dipped  milk 
not  consumed  on  the  premises  be  prohibited, 
that  milk  be  dispensed  only  in  and  from  bottles 
filled  and  sealed  at  the  milk  plant,  and  that 
such  restrictions  be  made  effective  before  Jan- 
uary, 1933.  It  further  recommended  that  the 
“continued  sale  of  loose  milk  to  hospitals.  . .be 
permitted  under  regulations  prescribed  by  the 
Board  of  Health”  and  that  other  loose  milk 
permitted  in  cooking  or  for  manufacturing  pur- 
poses was  likewise  to  be  regulated  by  the  Board 
of  Health.36 

Such  excepted  loose  milk  could  only  be  sold 
from  dispensing  devices  specifically  approved. 
The  supervision  of  these  devices  was  so  exact- 
ing that  any  necessary  repairs  to  them  had  to 
be  made  under  the  seal  of  the  Board  of  Health. 
This  last  regulation  did  not  however  become 
completely  effective  until  1936,  largely  due  to 
the  time  required  for  the  satisfactory  engineering 
developments  necessary  for  the  perfection  of 
these  specifically  designed  milk  dispensing  ma- 
chines. Loose  milk,  under  the  specific  regula- 
tions noted,  continues  to  be  sold  in  restaurants 
today,  but  the  machines  are  specially  handled, 
filled,  and  sealed  at  the  milk  factories  where 
any  required  servicing  is  likewise  attended. 
Such  control  is  excellent  and  effective  and  reg- 
ulated by  the  Board  of  Health. 

An  acceptable  and  yet  dramatic  indication 
of  the  public  benefit  from  improvements  in 
milk  sanitation  can  be  obtained  from  an  analysis 
of  the  decrease  in  the  death  rate  from  typhoid 
fever  (and  of  course  its  incidence)  over  a period 
of  years.  Experience  has  adequately  demon- 
strated the  close  relationship  between  typhoid 
and  milk  sanitation  and  the  steady  fall  in  mor- 
bidity and  mortality  with  improvements  in 
milk  purification  quite  proves  the  equation. 
In  New  York  City  the  death  rate  from  typhoid 
fever  fell  from  40  per  100,000  in  1868  to  16  in 


1896,  to  12  in  1908.  In  1919  the  rate  was  two 
per  100,000  and  after  1927  but  one  per  100,000 
population.29 

When  the  now  practically  extinct  “summer 
diarrhea”  or  cholera  infantum  is  considered, 
the  proof  is  even  more  convincing.  Where 
there  were  71  deaths  per  10,000  each  summer  in 
children  under  five  years  of  age  as  late  as  1910, 
by  1930  the  rate  had  been  reduced  to  six  per 
10,000  population.29  The  connection  between 
cholera  infantum  and  impure  milk  is  too  well 
authenticated,  and  the  significance  of  the  figures 
too  obvious  to  belabor  or  re-emphasize  the  point. 
The  arduous  and  extensive  struggles  for  milk 
purification  represent  an  expensive  effort,  yet 
the  tremendous  savings  of  life  and  the  accom- 
panying prevention  of  illness  more  than  justi- 
fies it. 

Finally,  on  the  subject  of  milk-borne  epidem- 
ics, the  last  reported  epidemic  of  this  nature 
was  in  1918-1920,  but  in  these  instances  it  was 
shown  that  they  were  due  to  milk  allegedly 
but  actually  not  pasteurized.  Authorities  at 
the  New  York  Board  of  Health  predict  today 
that  our  herds  of  cows  will  probably  be  completely 
free  of  brucellosis  (a  heretofore  common  milk- 
borne  disease)  within  two  years.36 

Certain  trends  in  the  milk  industry  may  now 
be  noted.  There  is  first  a distinct  trend  toward 
a smaller  number  of  dairy  farms  supplying  the 
New  York  area.  These  fewer  farms  subscribe 
to  a policy  of  more  intensive  farming.  Whereas 
in  1930  there  were  probably  60,000  dairy  farms, 
today  there  are  perhaps  45,000,  yet  the  present 
smaller  number  produces  a greater  amount  of 
milk.  There  is  an  accompanying,  although  not 
necessarily  related  decline  in  the  number  of 
country  milk  receiving  stations,  whose  num- 
bers have  been  halved  from  the  1930  total  of 
800.  This  is  due  to  consolidation  of  operation 
and  more  efficient  means  of  transporting  milk 
by  motor  trucks  over  improved  roads. 

In  New  York  City  today  there  is  a great 
concentration  in  the  number  of  milk  pasteurizing 
plants  which  now  number  only  about  thirty-five. 
Although  the  number  of  dealers  has  increased, 
the  number  of  these  central  plants  has  been 
steadily  reduced.  This  makes  for  a simpler 
and  therefore  more  efficient  control. 

In  addition,  there  are  major  changes  in 
transportation  and  refrigeration  of  the  milk  pro- 
duced by  our  modern  dairy  farms.  More  than 
95  per  cent  of  the  dairy  farms  which  supply  the 
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New  York  City  area  are  equipped  with  mechani- 
cal refrigeration,  there  is  increasing  use  of  pipe 
line  milking  machines  (eliminating  the  local  trans- 
port via  the  bucket),  and  increasing  use  is  being 
made  of  refrigerated  bulk  tank  trucks  for  cooling 
milk  in  transit  from  the  country.  This  also 
eliminates  the  well-known  milk  can.  Approxi- 
mately 25  per  cent  of  the  delivery  trucks  are 
also  equipped  with  mechanical  refrigeration. 

The  use  of  paper  containers  was  originally 
designed  for  metropolitan  marketing,  and  today 
more  than  57  per  cent  of  New  York’s  milk  is 
“in  paper.”  The  first  milk  plant  to  use  paper 
bottles  exclusively  was  one  in  Ozone  Park, 
Long  Island,  in  1935. 37 

Hand  in  hand  with  the  reduction  of  numbers 
of  dairy  farms  and  a greater  total  yield  of  milk 
is  the  definite  long-term  trend  of  the  farmer  to 
keep  the  animals  which  give  milk  of  lower  fat 
content  and  higher  total  yields.  Translated 
into  terms  of  cattle  eugenics,  this  heralds  the 
decline  of  the  Jersey  and  Guernsey  cows  and 
the  ascendency  of  the  Holstein  type  of  breed. 
Fortunately  for  the  industry,  the  consumer 
trend  has  also  been  to  de-emphasize  the  role  of 
fat,  although  this  has  been  of  more  recent  vintage. 
The  producer  trend  in  this  regard  began  to  be 
evident  first  about  fifteen  years  ago,  while  the 
consumers’  predeliction  for  lower  fat  has  been 
noted  mainly  in  the  last  four  to  five  years,  es- 
pecially evidenced  by  their  greater  demand  and 
use  of  skimmed  milk.  The  recent  warnings 
against  animal  fats  and  their  role  in  athero- 
sclerosis can  only  serve  to  heighten  this  perfect 
and  harmonious  blending  of  producer  and  con- 
sumer preferences. 

In  addition  to  the  increased  consumption  of 
skimmed  milk,  there  is  also  an  increased  tend- 
ency to  use  skimmed  milk  powders,  and  this 
tendency  has  been  accelerated  in  the  past  two 
years  by  the  production  of  more  readily  skimmed 
powders  than  were  available  before.  One 
unusual  aspect  of  the  use  of  powdered  milk  is 
that  it  is  not  restricted  as  to  its  source  and  the 
original  milk  need  not  be  inspected.  It  there- 
fore cannot  be  affirmed  that  it  is  completely 
without  risk,  because  the  temperatures  used 
in  its  manufacture  may  not  be  sufficient  to 
destroy  certain  preformed  toxins  such  as  that 
of  the  staphylococcus.  This  toxin  is  heat 
labile  and  can  withstand  temperatures  of  300 
F.  or  more,  although  the  staphylococcus  or- 
ganism itself  is  destroyed  at  much  lower  tempera- 


ture levels.  There  have  been  milk  powders 
manufactured  in  this  country  which  have  been 
implicated  in  food-borne  diseases  after  ship- 
ment to  England  and  certain  South  American 
countries. 

The  New  York  State  Federal  Milk  Marketing 
Order,  which  was  formed  in  1937  to  determine 
the  price  the  farmer  receives  for  his  milk,  has 
dominated  certain  economic  aspects  of  milk 
marketing  in  the  past  score  of  years.  Although 
this  committee  was  suspended  for  a short  interval 
after  its  original  formation,  as  a result  of  legal 
actions,  it  has  been  in  force  directly  thereafter 
and  uninterruptedly  every  since.  This  organi- 
zation derives  its  ultimate  authority  from  the 
Secretary  of  Agriculture  and  (in  New  York) 
the  Commissioner  of  Agriculture  of  New  York 
State.  The  existence  and  action  of  this  body 
has  the  salutary  effect  of  providing  an  orderly 
marketing  of  milk  and  preventing  strikes  and 
the  problems  that  lead  to  strikes  and  disruption. 

In  the  past  year  a considerable  journalistic 
literature  has  been  building  up  with  relation  to 
the  effects  of  antibiotics,  DDT,  and  radioactive 
fallout  on  milk  and  the  subsequent  effects  on 
the  milk  consuming  public.  Although  there 
is  no  unanimity  of  opinion  in  lay  circles,  the 
better  and  scientifically  informed  feel  that, 
although  the  situations  bear  watching,  there  is 
no  real  cause  for  alarm.  The  recent  DDT  spray- 
ings in  New  York  have  created  a modest  jour- 
nalistic furor,  and  allegations  have  been  made 
that  dangerous  quantities  of  the  insecticide 
get  into  milk.38  And  yet  the  laboratory  deter- 
minations upon  which  these  statements  are 
based  are  conducted  with  suspicious  speed, 
in  contrast  to  similar  determinations  by  the 
Board  of  Health  which  are  accurate  enough  to 
reflect  a much  longer  period  of  appraisal  by 
their  trained  technicians.  Another  factor  of 
safety  implicit  in  DDT  spraying  lies  in  the  choice 
of  wooded  areas  rather  than  pasture,  so  that 
only  by  misdirection  or  accident  would  the  in- 
secticide reach  the  cow  and  her  milk. 

Strontium  90,  the  dangerous  element  of 
radioactive  fallout,  is  absorbed  like  calcium, 
and  if  a significant  amount  were  to  find  its  way 
into  the  milk  supply,  a serious  health  problem 
would  result.  A close  examination  of  the  re- 
ports of  the  Atomic  Energy  Commission,  how- 
ever, gives  no  cause  for  alarm.  The  testing 
program  is  being  handled  not  only  by  the  United 
States  Public  Health  Service  but  also  by  the 
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individual  states  involved.  If  the  situation 
should  ever  become  threatening,  the  public  will 
be  quickly  advised. 

A peculiar  and  unique  situation  exists  with 
respect  to  antibiotics  and  milk.  Mastitis  in 
cows,  not  uncommon,  is  treated  frequently 
with  antibiotics,  but  there  is  no  law  that  controls 
the  distribution  of  antibiotics  for  animal  use. 
Hence  there  is  unsupervised  dosing  of  cows  with 
these  drugs  administered  largely  by  farmers. 
These  drugs  are  known  to  appear  in  the  milk, 
and  it  is  often  impossible  to  keep  such  milk 
out  of  the  general  supply.  It  is  therefore  possible 
for  some  individuals  who  are  allergic  to  the 
particular  antibiotic  “contaminant”  to  develop 
a reaction.  The  United  States  Food  and  Drug 
Administration  has  taken  the  position  that  this 
might  be  harmful  only  in  “exquisitely  sensitive 
people,”  and  to  date  there  have  been  reported 
no  such  cases  in  the  New  York  area. 

Antibiotics  in  milk  are  also  concerned  in 
possible  inhibiting  effects  on  some  lactic  or- 
ganisms with  resultant  future  regrowths  of  tem- 
porarily inhibited  bacteria.  It  would  thus 
appear  worth  while  to  have  some  regulation  to 
bar  the  promiscuous  and  uninhibited  use  of 
antibiotics  in  animals  or  at  least  to  have  such 
use  supervised  by  a veterinarian.  Perhaps  one 
day  this  too  will  be  history. 

A discussion  of  the  role  of  allergens  in  milk 
would  be  incomplete  without  a word  about  goat’s 
milk.  Its  present  frequent  use  is  a matter  of 
general  knowledge,  but  it  was  not  approved  for 
public  consumption  until  1938.  Today  goat’s 
milk  may  be  purchased  both  certified  pasteurized 
or  certified  raw.  There  are  in  the  New  York 
milkshed  five  goat  dairies  under  the  supervision 
of  the  Board  of  Health,  and  the  milk  produced 
represents  a lifeline  to  many  infants  who  are 
extremely  sensitive  to  cow’s  milk,  a sensitivity 
which  the  infants  fortunately  often  outgrow. 

Today  we  are  justifiably  proud  of  the  high 
standards  and  purity  of  milk  in  New  York, 
which  rank  among  the  best  in  the  world.  To 
those  who  have  made  the  hope  the  realization, 
we  express  our  gratitude  and  thanks  by  this 
reconstruction  in  words  of  their  activities. 

The  author  wishes  to  acknowledge  his  indebtedness  to  his 
wife,  Sheila,  for  invaluable  editorial  assistance  in  the  prepa- 
ration of  this  manuscript. 
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SYNOPSIS  OF 
COUNCIL  MINUTES 


There  follows  a synopsis  of  the  minutes  of  the  January  9,  1958,  Council  meeting , as 
adopted  February  18,  1958. 


'T'he  Council  of  the  Medical  Society  of  the  State  of 
New  York  met  from  9:17  a.m.  until  12:23  p.m., 
January  9,  1958,  at  the  Manhattan  Club,  New  York 
City.  President  Thurman  B.  Givan  occupied  the 
chair.  Twenty-two  members  of  the  Council  were 
present,  two  were  excused. 

Executive  Committee  Report 

On  recommendation  of  the  Executive  Committee, 
the  Council  referred  to  William  F.  Martin,  Esq., 
counsel,  and  the  Committee  on  Hospital  and  Pro- 
fessional Relations,  a resolution  from  the  Medical 
Society  of  the  County  of  Kings,  as  follows: 

Resolved,  that  the  Medical  Society  of  the  County 
of  Kings  record  its  disapproval  of  the  use  of  State 
funds  for  the  building  of  such  a proposed  hospital 
for  the  care  of  private  patients;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  County 
of  Kings  and  the  medical  profession  approve  and 
endorse  a University  Hospital  for  education  and 
research  provided  that  no  payment  to  doctors  for 
private  professional  care  be  permitted;  and  be  it 
further 

Resolved,  that  this  resolution  be  presented  to 
the  Coordinating  Council  and  to  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  for 
their  consideration  and  approval;  and  be  it  fur- 
ther 

Resolved,  that  this  resolution  be  presented  to 
the  Legislators  of  the  State  of  New  York,  the 
Governor,  the  Board  of  Regents,  and  the  Board  of 
Trustees  of  the  State  University  for  their  con- 
sideration. 

The  following  letter  was  read: 

Dear  Doctor  Anderton : 

I am  directed  by  the  Comitia  Minora  of  the  Medi- 
cal Society  of  the  County  of  Oneida  to  express  the 
disappointment  of  Oneida  County  physicians  with 
your  letter  of  November  29  on  the  subject  of  the 
Medicare  fee  schedule. 

A letter  which  I wrote  on  April  4,  1957,  contained 
the  statement:  “(3).  Our  State  Society  has  made 
no  effort  to  change  its  program,  since  it  has  merely 
requested  that  its  members  forward  their  suggestions. 
It  is  obvious  that  such  a plan  is  doomed  at  its  incep- 
tion. Truly  representative  committees,  dealing  with 
this  problem  alone,  would  be  much  better  able  to 
present  the  voice  of  our  profession.  This  method 


offers  each  doctor,  through  his  area  representatives, 
a small  voice  in  that  which  affects  him  and  allows 
him  to  exert  some  control  over  the  fees  which  he  shall 
receive.  It  is  a method  which  has  proven  itself  many 
times.” 

We  regret  that  eight  months  later  this  statement 
still  appears  to  be  valid. 

Oneida  County  physicians  wish  me  to  point  out  to 
the  Council  that,  when  the  Workmen’s  Compensa- 
tion fee  schedule  was  being  reviewed,  meetings  of 
county  medical  society  representatives  were  called  in 
New  York  City  and  again  in  Albany.  The  physicians 
of  the  State,  through  their  representatives,  expressed 
themselves. 

Once  again  let  me  emphasize  that  the  Medical 
Society  of  the  County  of  Oneida  and  its  members  are 
not  arguing  with  the  fee  schedule  but  with  what  we 
feel  to  be  a woefully  weak  method  of  obtaining  the 
true  thinking  of  New  York  State  physicians  regard- 
ing its  revision. 

May  we  point  out  to  the  Council  that  the  method 
demonstrated  by  the  November  29,  1957,  letter  ap- 
pears to  fall  far  short  of  the  intent  of  the  House  of 
Delegates  at  its  May,  1957,  session  as  reported  in 
Section  133  of  the  minutes  of  that  meeting.  If  that 
be  true,  it  is  a grave  error  to  attempt  to  thwart  the 
desire  of  the  physicians  of  New  York  State  as  ex- 
pressed by  their  House  of  Delegates. 

Yours  very  truly, 

/s  / Anthony  G.  Jarosewicz,  M.D.,  President 

Medical  Society  of  the  County  of  Oneida 

The  Economics  Committee,  to  whom  Dr.  Jaro- 
sewicz’s  letter  had  been  referred,  recommended 
“that  the  Secretary  be  requested  to  write  something 
in  the  following  vein”: 

Dear  Doctor  Jarosewicz: 

The  Council  Committee  on  Economics  has  con- 
sidered very  carefully  the  suggestions  in  your  letter 
of  December  20,  1957,  addressed  to  Dr.  Anderton. 
You  refer  in  your  letter  to  the  House  of  Delegates 
action  as  contained  in  Section  133  of  the  minutes  of 
the  House.  The  Committee  on  Economics  directs 
your  attention  to  the  “Resolve”  of  that  section,  as 
unanimously  adopted  by  the  House,  which  follows: 

11  Resolved,  that  the  House  of  Delegates  request 
the  officers  and  Council  of  the  Medical  Society  of 
the  State  of  New  York  that,  whenever  matters  of 
vital  importance  are  to  be  considered,  each  county 
society  be  informed  of  all  aspects  of  the  particular 
problem,  when  time  permits,  and  an  attempt  made 
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ACETAZOLAMIDE  LEDERLE 

Diamox  effectively  produces  weight  loss 
through  fluid  loss  in  pregnant  patients  with 
visible  or  occult  edema,  pre-eclampsia, 
hypertensive  disease,  and  decompensated 
heart  disease.1 

Diamox  was  administered  to  106  preg- 
nant patients,  on  regular  or  prescribed 
diets.  The  majority  were  ambulatory  and 
all  either  had  more  than  the  normal 
amount  of  visible  edema  and/or  gained 
more  than  the  average  of  1 kg.  per  week. 
Response  with  Diamox  showed  that  edema 
fluid  can  be  removed  effectively:  500-2000 
Gm.  in  24-72  hours,  and  as  much  as  11 
kg.  within  7 days. 

A highly  versatile  diuretic,  Diamox  is 
particularly  advantageous  in  prenatal  man- 
agement. Lack  of  taste,  ease  of  adminis- 
tration, and  lack  of  renal  and  gastroin- 
testinal irritation  make  its  use  simple  and 
relatively  free  of  complications. 

Supplied:  Scored  tablets  of  250  mg.:  Syrup 
containing  250  mg.  per  5 cc.  teaspoonful; 
Ampuls  of  500  mg.  for  parenteral  use. 

lDieckmann,  W.  J.;  Harrod,  J.,  and  Monardo,  A. : The 
Treatment  of  Pre-eclamptic  Edema  with  Acetazola- 
mide  (Diamox).  Am.  J.  Obst.  & Gynec.  73:789-800, 
1957. 
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to  learn  the  true  opinion  and  feeling  of  such  com- 
ponent societies.” 

On  November  29,  1957,  the  Secretary,  at  the  re- 
quest of  the  Committee  on  Economics  and  with  the 
approval  of  the  Council,  wrote  each  county  society 
president  and  secretary  requesting  their  society  to 
submit  recommendations  for  any  changes  in  the  Medi- 
care fee  schedule  by  March  1,  1958.  This  effort  to 
learn  the  true  opinion  and  feeling  of  each  county 
society  in  compliance  with  the  direction  of  the  House 
of  Delegates  allowed  each  society  three  months  to 
compile  their  suggestions.  Depending  upon  the 
nature  of  the  advice  received  from  county  societies, 
the  Council  Committee  on  Economics  may  request 
further  clarifications.  All  recommendations  of  the 
Committee  are  approved,  before  being  carried  out, 
by  the  Executive  Council. 

and  then  words  to  the  effect  that: 

We  trust  this  answers  satisfactorily  your  questions. 

The  Council  approved. 

"A  letter  from  the  city-wide  (New  York)  Commit- 
tee for  a Thirty  Year  Retirement  1%  Pension  Plan 
was  referred  to  the  Coordinating  Council  of  the 
First  District  Branch. 

Remission  of  1958  State  dues  was  voted  for  six 
members,  of  1957  dues  for  two  members,  and  recom- 
mendation that  the  AM  A remit  1958  dues  for  one 
member. 

Secretary’s  Report 

Dr.  Herbert  E.  Wells,  of  Erie,  has  been  reap- 
pointed for  five  years  on  the  Medical  Committee  on 
Grievances  of  the  New  York  State  Education  De- 
partment. The  Board  of  Trustees  acceded  to  all 
your  recommendations  from  the  Council’s  last 
meeting  regarding  the  budget,  a contract  for  paper, 
allowance  to  the  Blood  Banks  Association  and  North 
East  District  Clearing  House,  investigation  by  Mr. 
Roscoe’  C.  Edlund,  and  signing  supplemental  agree- 
ment under  Medicare  Program.  The  Secretary 
listed  his  goings  and  comings  during  the  preceding 
month  and  stated  that  the  Board  of  Regents  had 
requested  submission  of  names  of  three  physicians 
for  the  Medical  Committee  on  Grievances,  one  to  be 
chosen  in  place  of  the  late  Dr.  Edwin  A.  Griffin  of 
Kings  County.  He  suggested  that  the  Society  nom- 
inate Dr.  Stephen  G.  Chasko  of  Queens,  and  Dr. 
W.  Brandon  Macomber  of  Albany,  and  he  asked  per- 
mission for  the  president  to  designate  a third  nom- 
inee. The  report  was  approved. 

Dr.  Maurice  J.  Dattelbaum  presented  the  treas- 
urer’s report,  which  was  approved. 

Committee  Reports 

Convention. — Dr.  Frederick  A.  Wurzbach,  Jr., 
reported  all  commercial  exhibit  space  has  been 
allocated,  but  there  are  a few  more  booths  avail- 
able for  scientific  exhibits.  He  regretfully  reported 
that  Dr.  Dean  Makowski,  chairman  of  the  Urology 
Section,  had  recently  died.  Dr.  William  J.  Staubitz, 
vice-chairman,  is  carrying  on. 

Economics. — Dr.  John  C.  McClintock  reported 


Mr.  George  P.  Farrell  had  represented  the  Society  on 
December  12,  1957,  at  a Joint  Legislative  Commit- 
tee hearing  regarding  health  insurance  plans,  where 
proposals  were  discussed  for  changes  in  Article  IX- 
C,  Sections  250,  256,  and  261  of  the  Insurance  Law. 
Mr.  Farrell’s  other  activities  during  the  month  were 
reviewed.  Dr.  McClintock  discussed  the  proposed 
changes  in  the  Insurance  Law,  and  stated,  “It  was 
the  feeling  of  the  committee  that,  in  any  instance 
where  benefits  are  decreased  or  cancelled  at  the  time 
a subscriber  transfers  from  a group  to  direct  pay,  he 
should  be  notified  of  the  benefits  which  have  been 
taken  from  him.”  As  result  of  a resolution  from 
the  Broome  County  Medical  Society,  the  committee 
will  explore  further  with  nonprofit  and  commercial 
insurance  carriers  a proposal  that  minor  surgery  and 
x-rays  in  the  doctor’s  office  be  included  in  the  insur- 
ance coverage.  In  adopting  this  report,  the  Council 
voted  to  extend  approval  by  the  State  Society  for 
another  year  to  United  Medical  Service,  New  York; 
Western  New  York  Medical  Plan,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Syracuse;  Medical 
and  Surgical  Care,  Inc.,  Utica;  Northeastern  New 
York  Medical  Service,  Inc.,  Albany;  Chautauqua 
Region  Medical  Service,  Jamestown. 

Dr.  McClintock  described  the  finances  of  the 
Medicare  Program.  It  was  projected  that  the  year 
1958  will  see  approximately  24,000  claims  in  the 
amount  of  $1,750,000. 

The  Council  voted  approval  for  Dr.  Henry  I. 
Fineberg,  Dr.  Carl  R.  Ackerman,  Dr.  Harold  B. 
Smith,  and  Mr.  George  P.  Farrell  to  represent  the 
Society  at  a public  hearing  regarding  the  Insurance 
Law,  which  has  been  called  by  Senator  Metcalf  for 
January  30,  1958. 

The  Council  recommended  to  the  Board  of  Trustees 
that  a supplemental  contract  in  relation  to  the  Medi- 
care Program,  changing  its  auditing  from  a semi- 
annual basis  to  an  annual  basis,  be  signed. 

Also,  Dr.  McClintock  drew  to  the  attention  of  the 
Council  an  invitation  to  be  represented  at  a meeting 
in  Atlanta,  Georgia,  where  there  would  be  discussion 
regarding  changing  the  Medicare  Program  from  a full 
service  to  an  indemnity  type  of  plan.  The  Council 
voted  not  to  be  represented,  and  that  a telegram  be 
sent  by  President  Givan  in  support  of  continuation 
of  the  present  Medicare  procedures. 

Hospital  and  Professional  Relations. — Dr.  James 
Greenough,  chairman,  discussed  the  present  status 
of  legal  opinion  regarding  the  practice  of  medicine 
by  charitable  hospitals. 

The  Council  approved  of  the  committee’s  recom- 
mendation that  further  efforts  be  made  to  persuade 
the  Education  Department  to  accept  a year  of  resi- 
dency in  anesthesia  as  meeting  a year’s  requirement 
for  hospital  training  of  foreign  graduates. 

Dr.  Greenough  announced  that  a proposed  agree- 
ment between  the  Medical  Society  of  the  State  of 
New  York  and  the  Hospital  Association  'of  New 
York  State  would  be  distributed  with  the  agenda  of 
the  next  Council  meeting. 

Industrial  Health. — In  the  absence  of  Dr.  Peter  J. 
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Di  Natale,  Dr.  A.  A.  Mira,  director  of  the  Bureau  of 
Industrial  Health  and  Workmen’s  Compensation, 
reported  regarding  his  activities  during  the  preced- 
ing month,  and  recommended  for  the  committee 
that  an  award  of  merit  be  made  to  the  School  of  Oc- 
cupational Medicine  of  New  York  University,  for 
its  advancement  in  the  field  of  occupational  medi- 
cine. This  was  approved.  Progress  was  reported  in 
regard  to  proposed  standards  of  the  New  York  State 
Department  of  Social  Welfare  for  health  centers  of 
labor  unions. 


Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
detailed  the  deliberations  of  his  committee,  and 
Council  approval  was  voted  for  the  committee’s  action 
regarding  recommendations  from  the  House  of  Dele- 
gates of  certain  other  proposed  legislation,  including 
19  State  items  and  one  Federal  item.  The  last, 
regarding  the  Forand  Bill,  was  discussed  by  Dr. 
John  F.  Rogers,  chairman  of  the  Federal  Legislation 
Subcommittee,  and  a letter  including  a resolution 
was  directed  to  be  sent  to  the  President  of  the  United 
States,  the  U.S.  Senators  and  Representatives  from 
New  York  State,  and  the  Secretary  of  Health,  Edu- 
cation, and  Welfare. 


Cults,  Committee  to  Combat. — Dr.  Henry  I. 
Fineberg,  chairman,  notified  the  Council  regarding 
steps  to  be  taken  to  combat  the  proposed  licensing  of 
chiropractors. 


Nominating. — In  a letter  to  President  Givan,  Dr. 
John  C.  McClintock  nominated  to  the  House  of 
Delegates  for  his  committee  the  following,  for  the 
1958-1959  Society  year: 


President Leo  E.  Gibson 

President-Elect Henry  I.  Fineberg 

Vice-President Harry  Golembe 

Secretary W.  P.  Anderton 

Assistant  Secretary.  Ezra  A.  Wolff 

Treasurer Maurice  J.  Dattelbaum 

Assistant  Treasurer.  Samuel  Z.  Freedman 

Speaker Joseph  A.  Lane 

Vice-Speaker Frederick  A.  Wurzbach, 

Jr. 


Councillors  (for  three  years) 

Harold  F.  Brown  John  C.  McClintock 
John  M.  Galbraith  Norman  S.  Moore 
Trustees  (for  five  years) 

Frederic  W.  Holcomb  J.  Stanley  Kenney 
Trustee  (for  one  year)  James  Greenough 
Delegates  to  the  American  Medical  Association 


W.  P.  Anderton 
Herbert  H.  Bauckus 
Elton  R.  Dickson 
Gerald  D.  Dorman 
Andrew  A.  Eggston 
Frederic  W.  Holcomb 
Edward  C.  Hughes 
John  F.  Kelley 
Joseph  A.  Lane 
Charles  H.  Lougbran 


Henry  I.  Fineberg 
John  M.  Galbraith 
Thurman  B.  Givan 
John  C.  McClintock 
John  F.  Rogers 
Carlton  E.  Wertz 
Frederick  A.  Wurz- 
bach, Jr. 

Ezra  A.  Wolff 


The  annual  report  of  this  committee  to  the  House 
of  Delegates  will  be  published  in  the  April  1,  1958, 
New  York  State  Journal  of  Medicine. 


Office  Administration  and  Policies. — Due  to  the 

absence  of  Dr.  John  J.  Masterson,  chairman,  Dr. 
Anderton  presented  this  report  which  dealt  with  de- 
tails at  the  headquarters  office  and  advocated  addi- 
tion of  $250  to  the  Bureau  of  Medical  Care  Insurance 
salary  budget.  The  Council  approved  and  referred 
the  budget  item  to  the  Board  of  Trustees. 

Publication. — Dr.  Anderton  also  reported  for  the 
committee  because  of  Dr.  John  J.  Masterson’s  ab- 
sence. The  Publication  Committee  approved  the 
editor’s  report,  including  free  insertion  of  advertise- 
ments for  the  Physician’s  Prescription  Manual,  for 
the  Pharmaceutical  Society  of  New  York  State. 
The  business  manager  reported  a healthy  financial 
condition. 

Subcommittee  on  History  of  the  Medical  Society. — 
Dr.  John  F.  Rogers,  chairman,  drew  attention  to  the 
award  from  the  American  Association  for  State  and 
Local  History  given  to  the  New  York  State  Jour- 
nal of  Medicine,  on  account  of  its  sesquicentennial 
issue. 

Planning  Committee  for  Medical  Policies. — Dr. 

Frederick  A.  Wurzbach,  Jr.,  chairman,  described  the 
careful  study  made  regarding  a resolution  of  the 
House  of  Delegates  to  the  effect  that  “meetings  [of 
the  House]  should  be  held  successively  in  various 
districts  of  the  State  at  times  other  than  when  the 
scientific  program  is  held.”  On  account  of  the  cost, 
insufficient  facilities  in  four  districts,  the  likelihood 
of  diminished  attendance,  the  probability  that  fewer 
members  would  appear  before  reference  committees, 
and  the  necessity  to  change  the  Bylaws,  the  com- 
mittee advised  against  adoption  of  the  resolution. 
The  Council  approved. 

Suitable  Headquarters  Subcommittee. — Dr. 

Walter  W.  Mott,  chairman,  explained  that  the 
Society’s  present  lease  extends  to  1960,  and  that 
there  is  no  hurry  about  obtaining  other  quarters. 
He  spoke  about  the  three  locations  which  his  com- 
mittee had  studied  and  about  the  condition  of  the 
office  renting  market. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  described  the  meetings  he  had  at- 
tended, such  as  Citizens  Council  on  Traffic  Safety, 
Subcommittee  on  Heart  Disease  where  emergency 
treatment  of  cardiac  arrest  and  mouth-to-mouth 
(rescue  breathing)  resuscitation  were  discussed  as 
well  as  a plan  for  use  of  penicillin  to  prevent  recur- 
rence of  rheumatic  fever.  The  Council  approved  a 
recommendation  that  the  New  York  State 
Journal  of  Medicine  describe  this  rheumatic 
fever  prevention  program,  repeatedly  for  “at  least 
six  months.” 

The  Council  approved  recommendations  that  an  ad 
hoc  committee  consisting  of  Drs.  Gerald  D.  Dorman, 
A.  A.  Mira,  and  Norman  Plummer  draft  a resolution 
that  would  urge  the  Workmen’s  Compensation 
Board  to  interpret  Section  15-8  of  the  Workmen’s 
Compensation  Law  “in  an  effort  to  aid  in  the  place- 
ment of  cardiacs  in  industry.”  Also,  that  the  same 
committee  consider  the  possibility  of  establishing  a 

Continued  on  page  938] 


936 


New  York  State  J.  Med. 


a completely  new— all  new 
electrocardiograph  by  Birtcher 

Twenty-two  years  devoted  exclusively  to  the  design  and  production  of  the 

world’s  choicest  electronic  medical-surgical  equipment  is  now  culminated 
in  the  presentation  of  this  new — finest  of  all,  electrocardiograph. 
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the  19  new  engineering  features  found  exclusively 

in  your  all-new  Electrocardiograph 
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“rating  system”  for  impaired  individuals,  for  group 
health  and  life  insurance  plans. 

Dr.  Moore  reported  at  length  regarding  the  com- 
mittee’s work  in  “reviewing  the  important  though 
controversial  subject  of  fluoridation  of  water.” 
The  committee  voted  “that  it  be  recommended  to 
the  Council  that  the  Medical  Society  of  the  State  of 
New  York  release  to  the  public  that  it  has  reviewed 
the  scientific  data  on  the  subject  of  fluoridation  of 
water  including  the  results  of  the  ten-year  Kings- 
ton-Newburgh  study,  and  that  it  has  come  to  the 
conclusion  that  beyond  a reasonable  doubt  the  fluo- 
ridation of  water  supply  is  a safe  and  effective  pro- 
cedure for  the  control  of  dental  caries,  especially  in 
childhood,  and  that  this  opinion  is  in  conformity 
with  the  statement  of  the  American  Medical  Asso- 
ciation.” The  Council  voted  approval. 

After  considerable  discussion  regarding  alleged 
widespread  abuse  of  drugs  and  improper  medical 
activity  in  the  collegiate  world,  the  committee  rec- 
ommended that  the  Interdepartment  Health  Re- 
sources Board  (of  New  York  State)  consider  the 
feasibility  of  a pilot  research  project  in  an  effort  to 
find  more  fruitful  methods  of  controlling  the  addic- 
tion problem.  This  action  was  the  result  of  a letter 
from  Dr.  Herbert  Berger,  chairman  of  the  Subcom- 
mittee on  Addiction  to  Alcohol  and  Narcotics. 

The  need  for  further  polio  immunization  was  care- 
fully considered.  Commissioners  of  Health  Hilleboe 
and  Baumgartner  expressed  their  appreciation  for 
the  cooperation  of  the  medical  profession  in  their 
immunization  efforts.  Dr.  William  Horwitz’s  report 
on  the  Fourth  Annual  Conference  on  Mental  Health 
Representatives  of  State  Medical  Associations  was 
heard,  as  well  as  Dr.  George  Moore’s  report  of  the 
Subcommittee  on  Cancer  which  included  a recom- 
mendation that“  brief  articles  on  precancerous  le- 
sions” should  be  published  in  the  New  York  State 
Journal  of  Medicine. 

A brief  report  of  the  Subcommittee  on  Geriatrics 
followed,  and  a statement  by  Dr.  Moore  regarding 
an  impasse  between  the  State  Board  of  Veterinary 
Medical  Examiners  and  the  New  York  State  De- 
partment of  Education,  which  is  in  the  Courts. 
This  case  is  of  a veterinarian  who  has  taken  the 
New  York  State  licensing  examination  nine  times. 

A publication  entitled  “Eight  Years  of  Water 
Pollution  Control  Progress  in  the  State  of  New 
York”  will  go  from  President  Givan  and  Health 
Commissioner  Hilleboe  to  each  county  medical 
society.  Dr.  Moore  announced  a meeting  on  Febru- 
ary 28  with  deans  of  medical  schools  in  New  York 
State,  when  several  matters  referred  from  the  House 
of  Delegates  will  be  discussed. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
described  the  endeavors  of  the  Public  and  Profes- 
sional Relations  Bureau  since  the  last  Council  meet- 
ing. The  Council  voted  approval  of  Dr.  Rogers  be- 
coming a members  of  the  Medical  Coordinating 
Committee  of  the  New  York  State  Chapter  of  the 


American  Academy  of  General  Practice. 

War  Memorial.— Dr.  Walter  W.  Mott’s  report 
included  the  statement  that  “to  date  we  have  had 
40  beneficiaries  of  the  fund,  and,  as  of  December  31 , 
1957,  a total  of  $76,500  has  been  disbursed.” 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  explained  his  own  and  Dr.  A.  A. 
Mira’s  activities,  including  description  of  an  insti- 
tute under  the  auspices  of  the  Workmen’s  Compen- 
sation Board,  in  Albany  January  22  and  23,  1958, 
at  which  President  Givan  has  been  invited  to  be 
moderator,  the  first  afternoon.  Dr.  Dorman  prom- 
ised “a  written  report  as  recommended  by  the 
passage  of  the  motion  on  the  12th  of  December” 
from  William  F.  Martin,  Esq.,  counsel,  regarding 
scope  of  activities  of  podiatrists,  after  conference 
with  Charles  A.  Brind,  Esq.,  counsel  to  the  New 
York  State  Department  of  Education.  The  report 
was  adopted. 

Ad  Hoc  Committee  to  Review  the  Work  of  the 
Public  and  Professional  Relations  Bureau. — Dr. 

Frederic  W.  Holcomb,  chairman,  reported.  As  re- 
sult of  a questionnaire,  helpful,  constructive  criti- 
cism was  evinced.  The  Council  requested  this  com- 
mittee to  continue  its  study  with  a broader  sampling 
of  opinions  of  members  of  the  State  Society. 

Special  Committee  to  Investigate  Approval  of 
“Group  Health  Insurance”  by  the  Medical  Society 
of  the  State  of  New  York. — Dr.  James  Greenough, 
chairman,  reported  in  detail  regarding  the  two  meet- 
ings of  this  committee,  which  adopted  the  following: 
“This  committee  recommends  to  the  Council  and 
to  the  House  of  Delegates  that  careful  consideration 
be  given  at  the  next  meeting  of  the  House  to  the 
possibility  of  revision  of  ‘Standards  of  Approval  of 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans’  in  regard  to  the  two 
requirements  discussed  in  this  report.”  These  are 
No.  1 under  “Professional  Control”:  “A  majority 

of  the  governing  body  shall  be  physicians  who  are 
acceptable  to  the  local  county  society  or  societies 
and/or  the  Medical  Society  of  the  State  of  New 
York.”  The  other  is  No.  1 under  “Duration  of 
Approval”:  “Approval  or  duration  of  approval  of  a 
plan  will  not  be  granted  where  accommodation  in 
the  hospital  is  the  sole  and  only  basis  for  remunera- 
tion of  the  physicians  regardless  of  the  patient’s  in- 
come.” This  was  approved,  and  the  Council  voted 
that  the  report  together  with  all  pertinent  data,  be 
referred  to  the  Subcommittee  on  Medical  Expense 
Insurance  with  instructions  to  report  to  the  Coun- 
cil in  April,  in  order  that  recommendations 
from  the  subcommittee  may  be  transmitted  to  the 
House  of  Delegates. 

New  Business 

Dr.  J.  Stanley  Kenney  described  his  recent  meet- 
ing with  Dr.  Theodore  J.  Curphey  in  Los  Angeles, 
California,  and  conveyed  Dr.  Curphey’s  warm  re- 
gards to  the  members  of  the  Council. 
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Bela  Colman  Balas,  M.D.,  of  Middleville,  New 
Jersey,  formerly  of  New  York  City,  died  on  Febru- 
ary 16  at  his  home  at  the  age  of  sixty-two.  Dr. 
Balas  received  his  medical  degree  at  the  University 
in  Hungary  in  1921.  He  had  been  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Erwin  Erich  Batzdorf,  M.D.,  of  New  York  City, 
died  on  February  13  at  the  age  of  seventy-one.  Dr. 
Batzdorf  received  his  medical  degree  from  the  Uni- 
versity of  Breslau  in  1911.  He  was  an  associate  in 
urology  at  Sydenham  Hospital.  Dr.  Batzdorf  was  a 
Diplomate  of  the  International  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Rudolf  Virchow  Medical  So- 
ciety, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alexander  A.  Bersin,  M.D.,  of  Glen  Cove,  died  at 
his  home  on  February  7 at  the  age  of  seventy-eight. 
Dr.  Bersin  graduated  from  Long  Island  College 
Hospital  Medical  School  in  1914.  He  was  a member 
of  the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Cantor,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 6 at  the  age  of  fifty-eight.  Dr.  Cantor  grad- 
uated from  St.  Louis  University  School  of  Medicine 
in  1925.  He  was  a member  of  the  Kings  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Jose  Negron  Cesteros,  M.D.,  of  New  York  City, 
died  on  February  8 at  his  home  at  the  age  of  sixty- 
three.  Dr.  Cesteros  graduated  in  1923  from  How- 
ard University  College  of  Medicine.  He  was  an 
attending  in  surgery  at  Italian  Hospital.  Dr.  Ces- 
teros was  a member  of  the  New  York  Count}*-  Medi- 
cal Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  Paul  Daly,  M.D.,  of  East  Northport,  died 
on  December  8,  1957,  at  the  age  of  fifty-nine.  Dr. 
Daly  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1929. 

Simon  H.  Ebenstein,  M.D.,  of  the  Bronx,  died  on 
February  13  at  the  age  of  sixty-five.  Dr.  Ebenstein 
graduated  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital  in  1917.  He  was  a 
member  of  the  Bronx  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 


Minna  Margareta  Flake,  M.D.,  of  Forest  Hills, 
died  on  February  10  in  Beekman-Downtown  Hospi- 
tal at  the  age  of  seventy-one.  Dr.  Flake  received 
her  medical  degree  in  1915  from  the  University  of 
Berlin.  Prior  to  the  advent  of  Hitler  in  1933  she 
served  for  more  than  ten  years  as  chief  health  officer 
of  the  City  of  Berlin  and  then  came  to  New  York  in 
1951.  She  was  a member  of  the  Queens  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Ernest  Grafenberg,  M.D.,  of  New  York  City,  died 
on  October  28,  1957,  at  the  age  of  seventy-eight. 
Dr.  Grafenberg  received  his  medical  degree  in  1906 
from  the  University  of  Gottingen.  He  was  a mem- 
ber of  the  Rudolf  Virchow  Medical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Michael  Groehl,  M.D.,  of  Monterey, 
Massachusetts,  formerly  of  New  York  City,  died  at 
Fairview  Hospital  in  Great  Barrington  on  February 
3 at  the  age  of  eighty-five.  Dr.  Groehl  graduated  in 
1895  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  retired  in  1952  and  had 
been  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

John  George  Grotz,  M.D.,  of  Buffalo,  died  on 
January  20  at  Lafayette  General  Hospital  at  the  age 
of  seventy-one.  Dr.  Grotz  graduated  in  1914  from 
the  University  of  Buffalo  School  of  Medicine.  He 
was  an  associate  in  surgery  at  Lafayette  General 
Hospital.  Dr.  Grotz  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Guttmann,  M.D.,  of  Newark,  died  on 
November  18,  1957,  at  the  age  of  sixty-eight.  Dr. 
Guttmann  received  his  medical  degree  from  the 
University  of  Berlin  in  1918.  He  was  a Fellow  of 
the  American  Psychiatric  Association  and  a member 
of  the  American  Geriatrics  Society  and  the  Long 
Island  Psychiatric  Society. 

Clifford  W.  Hendrickson,  M.D.,  of  Bethel,  Con- 
necticut, formerly  of  New  Rochelle,  died  on  January 
30  at  the  age  of  eighty.  Dr.  Hendrickson  graduated 
from  Long  Island  College  Hospital  Medical  School 
in  1901.  He  was  a past  attending  physician  at  New 
Rochelle  Hospital.  Dr.  Hendrickson  was  an  honor- 
ary retired  member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
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then  fights  infection 


Essentially  all  wounds  are  dirty.  Heal- 
ing is  hindered  by  tissue  debris,  pus, 
bacteria,  exudates.  Tryptar  Antibiotic 
Ointment  first  removes  the  dead  tissue 
barrier  . . . then  provides  positive  anti- 
biotic action  against  invading  bacteria. 
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3 major  reasons 
why 

arlidiri 

brand  of  nylidrin  hydrochloride  N.N.R. 

brings 

dependable 

relief 

where  other 
drugs  fail 


in 

also 

intermittent 

effective 

claudication 

in 

of 

diabetic  vascular  disease 

arteriosclerosis  obliterans 

Raynaud’s  disease 

recent  thrombotic  closure 

ischemic  ulcers 

thromboangiitis  obliterans 

night  leg  cramps 

cold  feet,  legs  and  hands 

*Stein,  I.:  Annals  of  Internal  Medicine  45:185,  1956. 


Stein"  finds  the  unique 
peripheral  vasodilator, 
Arlidin,  a “welcome  and 
valuable  addition  in  the 
treatment  of  chronic 
vascular  disease," 
because  of  these 
major  advantages: 


advantage  No. 

While  other  drugs  improve 
circulation  only  in  the  skin  and 
do  little  to  relieve  muscle  pain 
and  spasm,  Arlidin  effectively 
dilates  blood  vessels  in  skeletal 
muscle  — where  needed  most. 


advantage  No. 

While  other  vasodilators,  after 
their  first  beneficial  effects, 
have  little  value  in  increasing 
walking  tolerance  in  peripheral 
vascular  disease,  Arlidin 
improves  the  ability  to  walk  in 
2 out  of  3 patients  for  as 
long  as  it  is  administered. 


advantage  No. 

Arlidin  assures  “freedom 
from  side  or  toxic  reactions . . . 
ease  of  administration". 


TWO  FORMS: 

ARLIDIN  HCI  tablets 
6 mg.  (scored); 
dosage  1 tablet  t.i.d.  or  q.i.d. 
bottles  of  50,  100  and  1000. 

ARLIDIN  HCI  parenteral 
5 mg.  per  cc.; 
dosage  0.5  cc.  by  slow 
subcutaneous  or  intramuscular 
injection;  increased  gradually 
to  1 cc.  one  or  more  times 
daily  as  required. 

1 cc.  ampuls,  boxes  of  6, 

25  and  100. 

10  cc.  multiple  dose  vial, 
box  of  1. 

protected  by  U.  S.  Patent  Nos. 
2,661,372  and  2,661,373 


Sample  supply  of  Arlidin  and  reprint  on  request. 
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250  East  43rd  Street,  New  York  17,  N.  Y. 


a new  era 


in  sulfa  therapy 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced 
even  further  than  that  recommended  earlier.1  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet  maintains  therapeutic 
blood  levels  extending  beyond  24  hours.  Still  more  proof  that 
Kynex  stands  alone  in  sulfa  performance  — 

• Lowest  Oral  Dose  In  Sulfa  History  — 0.5  Gm.  (1  tablet)  daily  in 
the  usual  patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility  — effective  blood  concentrations  within  an  hour 
or  two 

• Effective  Antibacterial  Range  — exceptional  effectiveness  in  urin- 
ary tract  infections 

• Convenience  — the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers 
optimum  convenience  and  acceptance  to  patients 

new  dosage.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 
teaspoonfuls  of  syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tablet 
or  2 teaspoonfuls  of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In  severe  infections 
where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should 
be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage  in  children, 
according  to  weight;  i.e.,  a 40  lb.  child  should  receive  lA  of  the  adult 
dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 
tablets:  Each  tablet  contains  0.5  Gm.  (7 Vi  grains)  of  sulfame- 
thoxypyridazine.  Bottles  of  24  and  100  tablets. 
syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J_.  Clin.  Med.  49:410,  1957. 
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overweight 
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One  ‘Dexamyl’  Spansule  capsule,  taken  in  the  morning,  will: 
• provide  daylong  control  of  appetite 

• calm  tension,  anxiety  and  irritability,  producing 
an  attitude  of  cheerful  optimism 

Dexamyl*  Spansule* 

Dexedrine*  (dextro-amphetamine  sustained  release  capsules,  S.K.F. 
sulfate,  S.K.F.)  and  amobarbital 

2 dosage  strengths:  No.  1 and  No.  2 

*T.M.  Reg.  U.S.  Pat.  Off. 
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One  ‘Dexedrine’  Spansule  capsule,  taken  in  the  morning,  will : 
• provide  daylong  control  of  appetite 

• replace  listlessness,  apathy  and  tiredness  with  a 
more  nearly  normal  feeling  of  energy  and  well-being 

Dexedrine*  Spansule* 

dextro-amphetamine  sulfate,  S.K.F.  sustained  release  capsules,  S.K.F. 

3 dosage  strengths:  5 mg.  (new),  10  mg.  and  15  mg. 
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New  York,  and  the  American  Medical  Association. 

Joseph  Casimir  Jarka,  M.D.,  of  Queens  Village, 
died  on  December  27,  1957,  at  the  age  of  sixty.  Dr. 
Jarka  graduated  from  Jefferson  Medical  College  of 
Philadelphia  in  1924.  He  was  a clinical  assistant  in 
ophthalmology  at  Triboro  Hospital.  Dr.  Jarka  was 
a member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Kaufman,  M.D.,  of  Brooklyn,  died  on  De- 
cember 7,  1957,  at  the  age  of  sixty-three.  Dr.  Kauf- 
man graduated  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1921. 

Friedrich  Gottfried  Kautz,  M.D.,  of  New  York 
City,  died  at  his  home  on  February  4 at  the  age  of 
sixty-nine.  Dr.  Kautz  received  his  medical  degree 
from  the  University  of  Berlin  in  1914.  He  was  di- 
rector of  roentgenology  at  Knickerbocker  Hospital. 
Dr.  Kautz  was  a Diplomate  of  the  American  Board 
of  Radiology  (Roentgenology)  and  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the 
New  York  Roentgen  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Stockton  Kimball,  M.D.,  of  Buffalo,  died  on 
February  8 at  the  age  of  fifty-five.  Dr.  Kimball 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1929.  He  had  been  dean  of  the  Univer- 
sity of  Buffalo  School  of  Medicine  since  1946  and  was 
a physician  in  internal  medicine  at  Edward  J. 
Meyer  Memorial  Hospital,  consulting  physician  at 
Millard  Fillmore  Hospital,  and  an  assistant  attend- 
ing physician  at  Buffalo  General  Hospital.  Dr. 
Kimball  was  a Fellow  of  the  American  College  of 
Physicians,  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Gastroenterology),  and  a mem- 
ber of  the  American  Gastro-Enterological  Associa- 
tion, the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Samuel  H.  Lanchner,  M.D.,  of  New  York  City, 
died  at  his  home  on  February  4 at  the  age  of  sixt}'- 
seven.  Dr.  Lanchner  graduated  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital 
in  1913.  A former  director  and  staff  member  of  the 
Shore  Road  Hospital,  Brooklyn,  he  retired  from 
practice  in  1940. 

Philip  Raphael  Lehrman,  M.D.,  of  New  York  City, 
died  at  his  home  on  Februarjr  4 at  the  age  of  sixty- 
two.  Dr.  Lehrman  graduated  from  Fordham  Uni- 
versity School  of  Medicine  in  1918.  He  was  an  as- 
sociate in  psychiatry  at  University  Hospital.  In 
1920  he  became  attending  physician  in  psychiatry 
and  neurology  at  the  Vanderbilt  Clinic  and  in  1922 


was  appointed  chief  psychoanalyst  at  Manhattan 
State  Hospital  and  remained  on  the  staff  until  1929. 
In  1939  he  became  attending  neurologist  and  psy- 
chiatrist at  New  York  Post-Graduate  Hospital  and 
three  years  later  was  made  chief  of  the  mental  hy- 
giene clinic.  In  1942  he  was  appointed  clinical  pro- 
fessor of  neurology  and  psychiatry  at  Columbia  and 
in  1950  he  joined  the  faculty  of  New  York  Univer- 
sity. Dr.  Lehrman  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  (Psychia- 
try), a Fellow  of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  Pan-American  Medical 
Association,  the  American  Psychoanalytic  Associa- 
tion, the  American  Association  for  Research  in 
Psj'chosomatic  Problems,  the  New  York  Academy  of 
Medicine,  the  New  York  Psychoanalytic  Society  of 
which  he  was  a former  president,  the  New  York 
Society  for  Clinical  Psychiatry,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Nicholas  T.  Lombardi,  M.D.,  of  Amsterdam,  died 
in  St.  Marj^’s  Hospital  on  January  16  at  the  age  of 
seventy-three.  Dr.  Lombardi  graduated  in  1920 
from  the  University  of  Marjdand  School  of  Medicine. 
He  was  a member  of  the  staff  of  Amsterdam  City 
and  St.  Mary’s  Hospitals.  Dr.  Lombardi,  who  was 
a past  vice-president  of  the  Amsterdam  Hospital 
Medical  Society,  had  served  as  president  of  the  Mont- 
gomery County  Medical  Society  of  which  he  was  a 
member  and  was  also  a member  of  the  Medical  Soci- 
ety of  the  State  of  New  York  and  the  American  Medi- 
cal Association. 

Owen  Michael  Madden,  M.D.,  of  Buffalo,  died  on 
January  30  at  the  age  of  sixty-nine.  Dr.  Madden 
graduated  from  Queens  University  Faculty  of  Med- 
icine in  1914.  He  was  an  attending  in  surgery  at 
Lafayette  General  Hospital.  Dr.  Madden  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Stanislaus  Joseph  Makarewicz,  M.D.,  of  Savan- 
nah, died  on  January  18  in  New  York.City  at  the  age 
of  forty- three.  Dr.  Makarewicz  graduated  from 
Georgetown  University  School  of  Medicine  in  1941. 
He  was  a junior  attending  physician  in  general  prac- 
tice at  the  Park  Avenue  Hospital,  Rochester. 

Stuart  Ellsworth  Mandeville,  M.D.,  of  New  York 
City,  died  on  December  25,  1957,  at  the  age  of  sixty- 
three.  Dr.  Mandeville  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1917  and  interned  at  City  Hospital.  He  was  an  as- 
sistant attending  physician  at  Polyclinic  Hospital 
and  an  attending  physician  at  Polyclinic  Hospital 
Outpatient  Department.  Dr.  Mandeville  was  a 
member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

[Continued  on  page  952] 
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PREMOCILLIN  "250 

WITH 

THREE  SULFONAMIDES^ 


infections...  PREMOCILLIN  , 

penicillin  — triple  sulfonamide 
combination  in  exceptionally  palatable 
fluid  form  . . . provides  a wider  antibacterial 
spectrum;  is  convenient  to  administer  and  is  usually 
well  tolerated.  PREMOCILLIN  combines  250,000  U.  potassium 
penicillin  G and  0.5  Gm.  sulfonamide  (0.167  Gm.  each  sulfadiazine,  sulfamerazine, 
sulfacetamide)  per  teaspoonful.  • Coming  soon  Premo’s  REVOLUTIONARY,  NEW  TRANQUILIZER! 


premo  pharmaceutical  laboratories,  inc.,  south  hackensack,  new  jersey 


in  pregnancy 

Junket  rennet - 
custards  furnish  all 
the  nutrients  of  milk 
in  a pleasant  more  easily 
assimilable  form. 


Ic. 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors  * 

“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen's  Lab.  Inc. 
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CORRECTS  IRON  DEFICIENCY 
AS  IT  STIMULATES  APPETITE 


• Offers  appetite  stimulating  Vitamins  B6  B12  and  protein- 
upgrading 1-Lysine,  fortified  with  a readily  absorbed,  well-toler- 
ated form  of  iron. 

• Delicious  cherry  base  designed  to  appeal  to  all  patients. 

PARTICULARLY  FOR  CHILDREN 

Helps  young  appetites  keep  pace  with  the  increased  nutritional 
demands  of  childhood  while  supplying  adequate  amounts  of 
essential  iron. 


Child  under  6 

Child  over  6 

Adult 

Bi 

2000%' 

1333% 

1000% 

Iron 

400% 

300% 

300% 

FORMULA 

Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HCI 300  mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  Mononitrate  (Bi) 10  mg. 

Pyridoxine  HCI  (B6) 5 mg. 

Alcohol . . . 0. 

Average  dosage  is  one  teaspoonful  daily.  Available  in  bottles  of  4 fl.  oz. 

*Reg.  U.  S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Harold  Ruckman  Mixsell,  M.D.,  of  New  York 
City,  died  in  New  York  Hospital  on  February  14  at 
the  age  of  seventy-two.  Dr.  Mixsell  graduated  in 
1910  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consultant  in  pediatrics  at 
Beekman-Downtown,  St.  Luke’s,  Knickerbocker, 
St.  Luke’s  Woman’s  Division,  and  Glen  Cove  Com- 
munity Hospitals.  Dr.  Mixsell,  a former  editor  of 
Archives  of  Pediatrics , was  a Licentiate  of  the  Ameri- 
can Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  New  York  Academy 
of  Medicine  of  which  he  was  also  a trustee,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Edwin  Sterling  Munson,  M.D.,  of  Yonkers,  died 
on  February  3 at  the  age  of  eighty-seven.  Dr. 
Munson  graduated  from  the  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1894.  He 
retired  from  practice  in  1952. 

Donald  Edwin  Nilsson,  M.D.,  of  Rockville  Cen- 
tre, died  in  February  at  the  age  of  thirty-eight.  Dr. 
Nilsson  graduated  in  1944  from  New  York  Univer- 
sity Medical  College.  He  was  an  assistant  in  ob- 
stetrics and  gynecology  at  Brooklyn  Hospital,  a 
junior  in  obstetrics  and  gynecology  at  South  Nassau 
Communities  Hospital,  Oceanside,  and  a clinical  as- 
sistant in  obstetrics  and  gynecology  at  Meadow- 
brook  Hospital,  Hempstead.  Dr.  Nilsson  was  a 
member  of  the  Associated  Physicians  of  Long  Island, 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Felix  Omstein,  M.D.,  of  New  York  City,  died  on 
December  18,  1957,  at  the  age  of  seventy-two.  Dr. 
Ornstein  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1912.  He  was  an  assistant  at- 
tending physician  at  the  Hospital  for  Mental  Dis- 
eases, Secaucus,  New  Jersey. 

Charles  Turner  Ostrander,  M.D.,  of  Syracuse, 
died  at  his  home  on  January  30  at  the  age  of  eighty- 
three.  Dr.  Ostrander  graduated  from  Syracuse  Uni- 
versity College  of  Medicine  in  1900.  Dr.  Ostrander 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Rosenzweig,  M.D.,  of  the  Bronx,  died  on 
February  6 at  the  age  of  seventy-four.  Dr.  Rosen- 
zweig graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1906  and  in- 
terned at  Lebanon  Hospital.  He  was  an  associate  in 
proctology  at  Lebanon  Hospital  and  director  of  proc- 
tology at  Lebanon  Hospital  Outpatient  Department. 
Dr.  Rosenzweig  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Morris  Munice  Rossman,  M.D.,  of  Freeport,  was 
killed  in  a train  crossing  accident  on  February  3 at 
the  age  of  forty-seven.  Dr.  Rossman  graduated 
from  Syracuse  University  College  of  Medicine  in 
1934.  He  was  an  attending  otolaryngologist  at 
South  Nassau  Communities  Hospital,  Oceanside,  an 
assistant  attending  in  otolaryngology  at  Bellevue 
Hospital,  and  an  assistant  attending  in  otolaryn- 
gology at  University  Hospital.  Dr.  Rossman  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Benjamin  M.  Sakin,  M.D.,  of  Brooklyn,  died  at 
his  home  on  February  17  at  the  age  of  seventy.  Dr. 
Sakin  graduated  in  1917  from  Fordham  University 
School  of  Medicine.  He  was  an  adjunct  (inactive) 
in  gastroenterology  at  Jewish  Hospital  of  Brooklyn. 
Dr.  Sakin  was  an  Associate  Fellow  of  the  American 
College  of  Gastroenterology  and  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Martin  Seligmann,  M.D.,  of  New  York  City,  died 
on  October  19,  1957,  at  the  age  of  fifty-three.  Dr. 
Seligmann  received  his  medical  degree  from  the 
University  of  Frankfurt  in  1928.  He  was  a member 
of  the  New  York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Frederick  Simon,  M.D.,  of  New  York  City,  died 
on  December  30,  1957,  at  the  age  of  sixty-nine.  Dr. 
Simon  received  his  medical  degree  from  the  Uni- 
versity of  Berlin  in  1914.  Dr.  Simon  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  Beekman  Smith,  M.D.,  of  Corning,  died 
at  St.  Joseph’s  Hospital,  Elmira,  on  January  31  at 
the  age  of  eight-one.  Dr.  Smith  graduated  in  1899 
from  New  York  University  and  Bellevue  Hospital 
Medical  College.  A former  Steuben  County  coroner 
from  1908  to  1923  and  1947  to  his  retirement,  he  was 
an  honorary  physician  at  the  Corning  Hospital. 
Dr.  Smith  was  a member  of  the  Elmira  Academy  of 
Medicine,  the  Steuben  County  Medical  Society  of 
which  he  had  served  as  president  in  1912  as  well  as 
president  of  the  Seventh  District  Branch  in  1913, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Adolph  Weissman,  M.D.,  of  New  York  City, 
died  on  February  17  at  the  age  of  fifty-seven.  Dr. 
Weissman  received  his  medical  degree  in  1927  from 
the  University  of  Vienna.  He  was  senior  clinical 
assistant  attending  physician  at  Mt.  Sinai  Hospital. 
Dr.  Weissman  was  a member  of  the  American 
Academy  of  General  Practice,  the  American  Rheu- 

[Continued  on  page  956] 
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MeYenJBeRGtGoat  Milk... 

the  First  choice 
for  imfantg  Allergic 
to  cows  MUK... 


FOR  INFANTS  allergic  to  cow’s  milk,  Meyenberg  Goat  Milk  is  the  medication 
of  choice.  Since  the  offending  antigen  in  cow’s  milk  is  usually  lactalbumin,  a 
species-specific  protein,  goat  milk  has  frequently  proven  a practical  and  success- 
ful substitute  for  cow’s  milk.  Goat  milk  does  not  deprive  the  infant  of  the  important 
and  irreplaceable  values  of  milk,  such  as  occurs  when  synthetic  milk  formulas  are  fed. 
Recent  clinical  findings  indicate  that  the  promiscuous  use  of  milk-free  substitutes 
is  not  r without  deleterious  effects.  Sensitivity  to  soy  protein  with  cross  sensitization  to 
other  legumes  has  been  demonstrated  .*  In  addition,  gastrointestinal  disturbances  with 
abnormal  stools , diarrhea , sore  buttocks , cramping  and  occasionally  vomiting , have 
been  reported  following  the  ingestion  of  soy  bean-containing  preparations  ** 

In  light  of  this  evidence,  for  infants  allergic  to  cow’s  milk,  prescribe  Meyenberg  Goat 
Milk  first.  It  is  nutritionally  equal  to  cow’s  milk  in  protein,  carbohydrates  and  fat . . . 
It  contains  no  crude  fibers  or  other  extraneous  material  which  cause  digestive  upset. 
Meyenberg  Goat  Milk  is  rich  in  animal  protein  and  accessory  growth  factors.  Most 
important  of  all ...  it  is  not  a milk  substitute,  but  milk  itself. 


Evaporated  in  14  fluid  oz.  cans,  powdered  in  14  oz.  cans. 
Write  for  a fid l can  size  sample  to: 

JACKSON-MITCHELL  Pharmaceuticals , Inc. 

10401N  Virginia  Avenue,  Culver  City,  California.  Since  1934 

* Fries,  J.  H.,  Milk  Allergy-Diagnostic  Aspects  and  the  Role  of  Milk  Substitutes, 
J.A.M.A.,  Nov.  23,  1957. 

* * Ibid.  Write  for  a free  reprint  of  this  article. 
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Consistent  Gains  in 
Can  Be  Achieved  with 

The  unemployable  arthritic  once 
again  may  undertake  full 
employment  and  normal  recreation. 
Patients  once  confined  to  the  home 
or  wheel  chair  often  find  it  possible 
to  engage  in  light  work.  And  even 
bedridden  patients  can  walk  with 

Superior  Conservative 
Buffered 

Buffered  Pabirin  epitomizes 
modern,  conservative  therapy 
without  the  serious  complications 
of  corticoid  therapy.  Adrenal 
atrophy,  peptic  ulcers,  moon-face, 
hypertension  or  psychotic  reac- 
tions, a constant  risk  whenever 
corticoids  are  used,4'7  will  not 


Functional  Capacity 
Conservative  Therapy 

comfort  again.  These  are  the 
benefits  of  conservative  therapy 
as  demonstrated  in  long-term 
studies.1, 2,3  In  fact,  in  these  four- 
year  comparative  studies  of 
salicylate  and  cortisone,  the 
corticoid  showed  no  superiority. 

Therapy  Provided  by 
Pabirin 

occur  with  Buffered  Pabirin.  Month 
after  month,  Buffered  Pabirin  can 
be  administered  with  a minimum 
of  problems  to  patient  and 
physician,  and  without  the  side 
effects  common  to  the  use  of 
salicylates  alone.  Buffered  Pabirin 
is  sodium  and  potassium  free. 


Buffered  Pabirin  combines  new  form  and  formulation 
for  faster  pain  relief,  improved  gastric  tolerance 

Each  tablet  of  Buffered  Pabirin  consists  of  an  outer 
layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid  and  ascorbic  acid;  an  inner 
core  of  aspirin.  The  outer  layer  quickly  releases 
aluminum  hydroxide  which  affords  superior  buffering 
action  and  protects  against  gastric  irritation.  The 
core  of  Buffered  Pabirin  then  disintegrates  rapidly, 
permitting  fast  absorption  of  acetylsalicylic  acid. 
PABA  potentiates  the  acetylsalicylic  acid  and  thus 
creates  high  salicylate  blood  levels.  The  ascorbic  acid 
counteracts  vitamin  C depletion. 

The  new  form  and  formulation  of  Buffered  Pabirin 
provides  high  and  sustained  salicylate  blood  levels. 
It  may  be  administered  over  long  periods  of  time 
without  the  nausea,  dyspepsia  or  other  gastrointes- 
tinal symptoms  so  frequently  experienced  with 
salicylates  alone. 


in  osteoarthritis , gouty  arthritis , rheumatoid  arthritis, 


Photographs  show  2-stage 
Tandem  Release  disintegration 


bursitis,  fibrositis,  or  tendinitis 

Buffered  Mirin'  Tablets 

Each  tablet  contains: 
Acetylsalicylic  acid  (5  gr.) . . 300  mg. 
Para-aminobenzoic  acid 


(5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum 

hydroxide  gel 100  mg. 


Sodium  and  potassium  free. 

Dosage:  Two  or  three  tablets  3 
or  4 times  daily. 

References : 1.  Report  of  Joint  Committee, 
Medical  Research  Council  & Nuffield  Founda- 
tion, Treatment  of  Rheumatoid  Arthritis. 
British  Medical  Journal  (May  29)  1223-1227, 
1954.  2.  ibid.  (April  13)  847-850,  1957.  3.  Hart, 
D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and  Polley, 
F.  H.:  Ninth  International  Congress  on 
Rheumatic  Diseases,  Toronto,  Ont.  (June  25) 
1957.  4.  Lewis,  L.,  et  al.:  Ann.  Int.  Med. 
55-116,  1953.  5.  Demartini,  F.,  et  al.:  J.A.M.A. 
755:1505,  1955.  6.  Segaloff,  A.:  Ann.  Allergy 
72:565,  1954.  7.  Kern,  R.  A.:  Am.  J.  M.  Sc. 
233: 430,  1957 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebras 


MEDICAL  MEETINGS 


[Continued  from  page  952] 

matism  Association,  the  New  York  Rheumatism  As- 
sociation, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Seymour  Frederick  Wilhelm,  M.D.,  died  at  his 
home  on  February  15  at  the  age  of  fifty-seven.  Dr. 
Wilhelm  graduated  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1921  and  interned 
at  Mt.  Sinai  Hospital.  Chief  of  the  Urological  Serv- 


ices and  past  president  of  the  staff  of  Beth  Israel 
Hospital,  he  was  also  a urological  surgeon  there. 
Dr.  Wilhelm  was  a Diplomate  of  the  American  Board 
of  Urology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Urological 
Association,  the  Endocrine  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Society  of 
American  Urological  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


MEDICAL  MEETINGS 


Board  of  Legal  Medicine 

The  American  Board  of  Legal  Medicine  will  hold 
a symposium  on  “Medico-Legal  Aspects  of  Back  and 
Neck  Injuries”  on  March  19  at  12  noon,  at  the 
Sheraton  Astor  Hotel,  New  York  City. 

Reservations  for  the  luncheon-meeting  ma}^  be 
made  by  calling  CHickering  4-6377  or  by  writing  the 
office  of  American  Board  of  Legal  Medicine,  1501 
Broadway,  New  York  36,  New  York. 

Connecticut  Cancer  Conference 

The  11th  annual  Connecticut  cancer  conference 
for  physicians  will  be  held  Wednesday,  March  19,  at 
the  Hotel  Statler,  Hartford,  Connecticut.  Dr. 
Robert  Shapiro,  Hospital  of  St.  Raphael,  New  Ha- 
ven, will  preside.  Members  of  the  American  Acad- 
emy of  General  Practice  will  receive  postgraduate 
credit  for  attending  this  conference. 

Aero  Medical  Association 

The  annual  meeting  of  the  Aero  Medical  Associa- 
tion will  be  held  March  24  through  26  in  the  Hotel 
Statler,  Washington,  D.C.,  Specialists  will  review 
studies  of  human  responses  to  weightlessness,  the 
vacuum  of  space,  and  cosmic  radiation.  There  will 
be  sessions  on  acceleration,  oxygen  equipment,  hy- 
poxia and  hyperoxia,  human  behavior,  sensory  prob- 
lems, hyper-  and  hypothermic  stress,  physiology, 
psychology,  civil  aviation  medicine,  and  clinical 
problems.  On  the  program  will  be  a Louis  H. 
Bauer  Lecture  delivered  by  Dr.  Rodolfo  Margaria, 
professor  of  physiology  and  biochemistry  at  the  Uni- 
versity of  Milan,  Milan,  Italy. 

Eastern  Psychiatric  Research  Association 

The  Eastern  Psychiatric  Research  Association  will 
hold  its  thirteenth  scientific  meeting  Thursday,  April 
3 at  8:00  p.m.  in  the  New  York  University  Medical 
School,  Alumni  Hall  “A,”  30th  Street  and  First 
Avenue,  New  York  City.  On  the  program  will  be  a 
film  “The  Medical  Witness”  by  courtesy  of  the 


American  Medical  Association.  Dr.  H.  L.  Gordon 
will  speak  on  “Auditory  Hallucinations  in  an  Other- 
wise Well-Integrated  Personality.”  Dr.  Joseph 
Epstein  will  discuss  “New  Nasopharyngeal  Tube  to 
Facilitate  Treatment  in  EST,”and  Dr.  Frederick  B. 
Charatan  will  consider  the  “Effect  of  Various  Drugs 
in  the  Funkenstein  Test.” 

Symposium  on  Tay -Sachs9  Disease 

A symposium  on  Tay-Sachs’  Disease  will  be  held 
on  April  10  at  9 : 30  a.m.  at  the  Isaac  Albert  Research 
Institute  of  the  Jewish  Chronic  Disease  Hospital,  86 
East  49th  Street,  Brooklyn.  The  meeting  will  be 
under  the  joint  auspices  of  the  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University  and  the  Na- 
tional Tay-Sachs’  Association. 

The  following  groups  and  individuals  will  present 
papers:  Dr.  E.  Klenk,  Cologne,  Germany;  Drs.  M. 
Barclay  and  H.  W.  Dargeon,  New  York  City;  Drs. 

J.  Folchi-Pi  and  M.  Lees,  Cambridge,  Massachusetts; 
Dr.  G.  A.  Jervis,  Haverstraw;  Drs.  E.  Chargaff  and 
A.  Rosenberg,  New  York  City;  Drs.  G.  Schmidt,  B. 
Ottenstein,  W.  A.  Spencer,  K.  Keck,  and  S.  J.  Tann- 
hauser,  Boston,  Massachusetts;  Drs.  H.  Sobotka,  G. 
Goldstein,  and  L.  R.  Tuchman,  New  York  City;  Drs. 
M.  Spiegel-Adolf,  H.  W.  Baird,  III,  hnd  D.  Kollias, 
Philadelphia;  Drs.  S.  M.  Aronson,  A.  Saifer,  A. 
Kanof,  and  B.  W.  Volk,  Brooklyn;  also  Dr.  Saul  R. 
Korey. 

Psychotherapy  Society 

Dr.  Harold  Leopold,  president,  has  announced 
that  the  final  meeting  in  the  series  of  papers  on  the 
sources  of  conflict  in  contemporary  group  psycho- 
therapy will  be  held  by  the  Eastern  Group  Psycho- 
therapy Society  on  Friday,  April  18  at  8:30  p.m., 
at  the  New  York  Academy  of  Science,  2 East  63rd 
Street,  New  York  City. 

Speakers  will  be  Dr.  Milton  M.  Berger,  Emanuel 

K.  Schwartz,  Ph.D.,  D.S.Sc.,  Asya  Kadis  and  Dr. 
William  Furst.  The  meeting  is  open  to  the  profes- 
sional public. 


956 


New  York  State  J.  Med. 


CORTAR-QUIN 

ACID  MANTLE®  • hydrocortisone  • stainless  tar  • diiodohydroxyquinoline 

In  subacute  and  chronic  dermatoses,  “especially  where  an  inflammatory  re- 
action was  accompanied  by  increased  scaling  and  lichenification  with  second- 
ary infection  such  as  is  seen  in  seborrheic  dermatitis,  atopic  dermatitis, 
contact  dermatitis,  and  neurodermatitis.” 

— Rein,  C.  R.,  and  Fleischmajer,  R.:  Personal  Communication. 
Sig:  Apply  b.  i.  d.  Supply:  Vi  oz.,  1 oz.,  2 oz.,  & 4 oz.  tubes  either  0.5%  or  1.0%  hydrocortisone 

Samples  and  literature  on  request. 
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FOR  THE 

cardiac  patient 


Tasty  Junket  rennet 
desserts  average  about 
62  mg.  sodium  per 
serving  w hile  supplying 
all  the  nutrients  of  milk. 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 

“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


nucarpon* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  V2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO -BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


MEDICAL 

NEWS 


Postgraduate  Course  in  Cardiology — A postgrad- 
uate course  in  cardiology  will  be  given  at  St. 
Francis  Hospital  and  Sanatorium,  Roslyn,  April  14 
through  26,  under  the  direction  of  St.  Francis’  Hos- 
pital staff  and  assisted  by  selected  guest  speakers. 
The  course  is  designed  to  give  intensive  training  in 
the  diagnosis  and  management  of  heart  disease.  It 
is  divided  into  four  sections:  (1)  Diagnostic  Tech- 
nics in  Cardiology,  (2)  Congenital  Heart  Disease,  (3) 
Rheumatic  Fever  and  Rheumatic  Heart  Disease, 
and  (4)  Degenerative  Heart  Disease.  For  further 
information  and  applications  write  to  Reverend 
Mother  Superior,  F.M.M.,  Administrator,  St.  Fran- 
cis Hospital  and  Sanatorium,  Roslyn,  New  York. 

Geriatric  Unit  Opened — The  third  intensive 
treatment  unit  for  newly  admitted  geriatric  patients 
organized  by  the  New  York  State  Department  of 
Mental  Hygiene  opened  February  17  at  Hudson 
River  State  Hospital,  Poughkeepsie. 

Commissioner  Paul  H.  Hoch  said  the  unit  is  de- 
signed to  treat  patients  with  psychiatric  conditions 
who  are  over  the  age  of  sixty-five  years  and  who,  it  is 
felt,  can  benefit  from  intensive  therapy.  The  Hud- 
son River  unit,  located  in  the  Cheney  Memorial 
building,  has  two  wards,  with  a total  capacity  of  60 
beds.  Rooms  for  physiotherapy  and  occupational 
therapy  are  available. 

Dr.  Robert  C.  Hunt,  director  of  Hudson  River 
State  Hospital,  said  the  objective  of  the  unit  is  to 
prevent  the  continued  hospitalization  of  elderly 
people  who  may  be  sufficiently  rehabilitated  to  re- 
turn to  society,  or  to  be  placed  in  family  care  homes 
supervised  by  the  hospital  social  service  department. 
Dr.  Peter  L.  Goode,  supervising  psychiatrist,  is  in 
charge  of  the  new  unit. 

New  Booklet  Issued — Publication  of  a new  book- 
let, “A  Pharmacist’s  Guide,”  has  been  announced  by 
Dr.  Herman  E.  Hilleboe,  State  Health  Commis- 
sioner, and  Mr.  Nichola  S.  Gesoalde,  Secretary  of  the 
Pharmaceutical  Society  of  the  State  of  New  York. 
The  82-page  booklet  is  a guide  to  health  and  welfare 
services  in  official  agencies  in  New  York  State  and 
was  prepared  to  enable  pharmacists  to  better  per- 
form their  duties  as  members  of  the  public  health 
team. 

Copies  of  the  booklet  are  being  distributed  to 
pharmacists  of  New  York  State  by  the  Pharmaceuti- 
cal Society  of  New  York  State,  117  East  69th  Street, 
New  York  City. 

Fellowships  to  be  Awarded — A limited  number  of 
student  research  fellowships  will  be  granted  to  stu- 
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FOR  PAIN 

PYRIDIUM 

(Brand  of  phenylazo-diamino-pyridine  HCI) 

fills  the  gap  between 
complaint  and  correction 
of  urinary  tract  disorders 

Pyridium  (the  urinary  tract  anesthetic) 
relieves  discomfort  and  painful  symp- 
toms even  before  the  effects  of  specific 
therapy  can  begin.  In  20-25  minutes, 
Pyridium  alleviates  pain,  urgency, 
frequency  and  burning. 

When  there  is  no  infection , Pyridium 
eases  the  discomfort  of  chronic,  non- 
specific urinary  tract  disorders,  gives 
prompt  in-the-office  relief.  It  affords  a 
fast-working  analgesic  for  instrumen- 
tation, or  may  be  used  to  keep  patients 
comfortable  until  surgery. 

When  infection  is  present,  use  Pyridium 
as  always  with  any  treatment  you 
choose,  or  to  supplement  combination 
therapy  whenever  additional  analgesia 
is  required.  While  waiting  for  diagnos- 
tic test  results  or  for  fever  to  come 
down,  you  can  provide  fast  relief  from 
pain  and  discomfort  with  Pyridium. 

Diagnosis  or  treatment  may  take  time 
—but  pain  relief  can  be  immediate.  Use 
Pyridium  for  every  case  with  urinary 
tract  pain,  for  relief  in  minutes. 

WARN  E R-CHILCOTT 

too  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 
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dents  in  New  York  medical  schools  by  the  New  York 
State  Chapter,  Arthritis  and  Rheumatism  Founda- 
tion, in  the  summer  of  1958.  Fellowships  carrying 
stipends  up  to  $600  will  be  granted  to  students  in 
any  year  of  study  for  research,  under  the  direction  of 
a faculty  member,  on  problems  in  the  rheumatic  dis- 
eases. Project  protocols  and  the  student’s  curricula 
vitae  should  be  submitted  by  the  supervising  faculty 
member  before  May  1 to:  Chairman,  Medical  and 
Scientific  Committee,  New  York  State  Chapter 
Arthritis  and  Rheumatism  Foundation,  432  Fourth 
Avenue,  New  York  16,  New  York.  The  fellowships 
will  be  awarded  on  or  before  June  2. 

Academy  of  General  Practice  Sponsers  Courses — 

The  New  York  County  Academy  of  General  Prac- 
tice has  announced  its  sponsorship  of  two  courses. 
The  first  is  entitled  ‘‘Fundamentals  of  Modern  Al- 
lergy,”  and  will  be  given  from  March  13  through 
Ma}r  22,  for  ten  Thursday  sessions  at  Flower  and 
Fifth  Avenue  Hospitals.  A fee  is  charged.  The 
second  course  is  on  “Cancer  Detection”  and  will  be 
given  in  three  Thursday  sessions  from  June  5 
through  19  at  the  Memorial  Center  for  Cancer  and 
Allied  Diseases,  444  East  68th  Street,  New  York, 
under  the  directorship  of  Dr.  Emerson  Day.  Tui- 
tion is  free,  but  for  registrants  only. 

N.Y.U.-Bellevue  Medical  Center — The  following 
departments  at  New  York  University-Bellevue  Med- 
ical Center’s  Post-Graduate  Medical  School  are 
offering  postgraduate  courses  to  be  given  or  started 
during  the  month  of  April:  Department  of  Anesthe- 
siology; Department  of  Medicine;  Department  of 
Neurosurge^;  Department  of  Obstetrics  and  Gyne- 
cology; Department  of  Pathology,  and  Department 
of  Pediatrics.  For  full  information  as  to  the  various 
courses  sponsored  by  these  departments  write  to  the 
Associate  Dean,  New  York  University  Post-Gradu- 
ate Medical  School,  550  First  Avenue,  New  York 
16,  New  York. 

Nassau  Ophthalmological  Society — The  Nassau 
Ophthalmological  Society  met  on  February  24, 
at  the  Arbor  Inn,  Rockville  Centre.  At  the  scien- 
tific session,  which  was  preceded  by  cocktails  and  din- 
ner, Dr.  Hunter  Romaine  read  a paper  on  the  topic, 
“Problems  in  Ocular  Motility.”  Future  meetings 
will  be  held  on  April  28,  September  22,  and  Novem- 
ber 24. 

American  Medical  Education — Contributors  to 
the  American  Medical  Education  Foundation  for  the 
month  of  December  were:  Albany:  Drs.  M.  Citrin, 
Earl  Levitt,  and  Joseph  A.  Pessolano;  Amsterdam: 
Dr.  Norbert  Fethke;  Batavia:  Dr.  John  B.  Perkins; 
Bay  Shore:  Dr.  Bernard  J.  Ryan;  Belfast:  Dr. 
Dorothy  Grey;  Binghamton:  Drs.  J.  W.  Kane  and 
Alfred  Loewenstein;  Bronx:  Drs.  Ellis  M.  Black, 

H.  E.  Diamond,  Arthur  A.  Markowitz,  L.  J.  Mc- 
Tague,  and  Alvin  D.  Yasuna;  Brooklyn:  Drs.  John 
B.  d’Albora,  Cecil  C.  Gloster,  Harry  Gruber,  J.  R. 
Handelsman,  Arthur  J.  Lapovsky,  Charles  H. 


Loughran,  Joseph  M.  Meinhofer,  Robert  A.  Moore, 
Gladys  M.  Muller,  David  Paris,  Joshua  J.  Rabino- 
witz,  Ralph  M.  Schwartz,  Solomon  Schwartz,  Sam- 
uel Solomon,  Irving  Tarasuk,  and  Matthew  Walzer; 
Buffalo:  Drs.  Clara  A.  March,  Joseph  E.  Sokal,  and 
Robert  Warner;  Cambria  Heights:  Dr.  W.  J.  Gart- 
land;  Cambridge:  Dr.  Joseph  C.  Pender;  Canton: 
Dr.  William  Sapsin;  Churchville:  Dr.  J.  P.  Laglia; 
Copiague:  Dr.  G.  H.  Kopchynski;  Cortland:  Dr. 
E.  P.  Cummins;  Dunkirk:  Dr.  Charles  B.  Mosher; 
Elmira:  Dr.  Raymond  E.  Frisk;  Endicott:  Dr. 
John  A.  Kalb;  Englewood:  Dr.  Lyman  Burnham; 
Far  Rockaway:  Dr.  B.  Esterman;  Fayetteville:  Dr. 
Arthur  E.  Spearing,  Jr.;  Flushing:  Drs.  B.  Shank- 
man  and  Harry  Weiss;  Forest  Hills:  Drs.  Joseph  R. 
Van  Dyne  and  John  S.  Winston;  Garden  City:  Dr. 
Eugene  Bifulco;  Glens  Falls:  Dr.  A.  Arvin;  Great 
Neck. 

Also,  Drs.  L.  A.  Janoff,  Eugene  H.  Kaplan,  and 
Frederick  E.  Lane;  Hamburg:  Dr.  Daniel  Curtin; 
Harrison:  Dr.  Bernard  Breiter;  Hempstead:  Drs. 
Elmore  Fields  and  B.  M.  Stein;  Hewlett:  Dr.  Alex  C. 
Zarchy;  Highland  Falls:  Dr.  Paul  M.  Wood;  Hollis: 
Drs.  Samuel  R.  Coleman,  and  J.  R.  Kahaner;  Hud- 
son: Drs.  Joseph  Bellamy  and  Kendall  Stearns; 
Huntington:  Dr.  William  Herojr;  Jamaica:  Drs. 
J.  F.  Faigle,  Frances  Lewis,  J.  S.  Garber,  and  Vincent 
G.  Tosti;  Jamestown:  Dr.  F.  R.  Wettingfeld;  Lacka- 
wanna: Dr.  Charles  J.  Tanner;  Lake  Success:  Dr. 
J.  C.  Greenwald;  Lima:  Dr.  Ernest  Sanders;  Little 
Falls:  Dr.  Bernard  J.  Burke;  Loudonville:  Dr.  D.  A. 
Berberian;  Long  Lake:  Dr.  M.  J.  Hosley;  Massa- 
pequa  Park:  Dr.  D.  Annunziato;  Malverne:  Dr. 
Albert  J.  Beckmann;  Millerton:  Dr.  M.  J.  Badeen; 
Mineola:  Dr.  Charles  L.  Nord;  Minetto:  Dr.  Olin 
J.  Mowry;  Mt.  Vernon:  Drs.  Louis  Berlin  and  Ber- 
nard Kleiger;  Newburgh:  Dr.  R.  E.  Passenger; 
New  Hyde  Park:  Dr.  B.  S.  Epstein;  New  Ro- 
chelle: Drs.  F.  H.  Lutze  and  Anthony  J.  Rourke; 

New  York  City:  Drs.  Placido  Acevedo,  Harold 

Altman,  Samuel  Atkin,  Samuel  Averbuck,  Hany 
Bakwin,  Henry  Barrow,  David  Barrows,  Alice  I. 
Bernheim,  Richard  S.  Blacher,  Harold  Brandaleone, 
C.  Brenner,  Robert  E.  Carroll,  Leoni  N.  Claman, 
Bradley  L.  Coley,  Joseph  E.  Corr,  Arthur  J.  Cra- 
covaner,  G.  S.  Dudley,  John  H.  Dunnington,  Harold 
B.  Eiber,  James  J.  Farley,  A.  N.  Franzblau,  Sidney 
T.  Friedman,  Maurice  R.  Friend,  John  H.  Garlock, 
Francis  G.  Geer,  Oscar  Glassman,  Stanlej’  I.  Glick- 
man,  J.  W.  Goldenkranz,  N.  J.  Gould,  Emil  Granet, 
S.  S.  Greenberg,  Ernst  Hammerschlag,  T.  G.  Herz- 
feld,  Edward  A.  Horowitz,  Raymond  W.  Houde, 
Thomas  F.  Howley,  Godel  I.  Hunter,  George  B. 
Hutchison,  Eugenia  Ingerm  an,  Julius  Jarcho,  M.  R. 
Kaufman,  Andrew  D.  Kerr,  Jr.,  Arthur  A.  Knapp, 
Charles  E.  Kossmann,  Shepard  Krech,  M.  Kris,  L. 
S.  Kubie,  Martin  M.  Kurzner,  Milton  I.  Levine, 
David  M.  Levy,  G.  M.  Lewis,  M.  Lewisohn,  Samuel 
Lieberman,  and  M.  D.  Lipsey. 

Also,  Drs.  Hans  L.  Mannheim,  Robert  L.  Marcus, 
Harry  L.  Margulies,  Louis  M.  Mascitelli,  Arthur  M. 
Master,  A.  P.  McCombs,  Robert  McGrath,  James 
E.  McManus,  T.  R.  Miller,  Vincent  J.  Morrissey, 
Thomas  M.  Mulcahy,  Robert,  S.  Mumford,  Helen 
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MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 


REASON  NO.  8:  Because  malpractice  claims  are  governed  by  state  laws,  not  by 

federal  laws.  Since  national  group  programs  lack  concentration  in  any  state,  their  legal 
defense  and  claim  adjustment  service  operate  under  greater  difficulties  and  cannot  prove 
as  satisfactory  to  insured  doctors  as  those  provided  by  the  Group  Plan  of  the  State  Society. 


* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

James  M.  Arnold,  Indemnity  Representative, 

Medical  Society  of  the  State  of  New  York 

% H.  F.  Wanvig,  Inc.  Telephone: 

2 Park  Avenue,  New  York  16,  N.  Y.  Murray  Hill  4-3211 


Remember  to  set  aside  May  14th  in  your  new  '58 
calendar  for  the  annual  Dinner  Dance  of  the  Medical 
Society  of  the  State  of  New  York,  to  be  held  at  the 
Hotel  Statler,  as  part  of  the  1958  convention. 

For  a wonderful  time,  join  your  fellow  physicians  and 
their  ladies  at  this  affair. 

GOOD  MUSIC  ENTERTAINMENT  NO  SPEAKER 
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NEUTRAL  DETERGENT  BAR-pH  7 


Progressive  “drying  out”  of  aging  skin  makes 
it  particularly  susceptible  to  damage  by 
ordinary  toilet  soaps.  The  harmful  drying 
action  of  soap  alkalies  can  be  avoided  by 
recommending  DOVE  neutral  bar.  DOVE 
creams  the  aging  dry  skin,  washes  it  safely , 
whether  or  not  a dermatosis  is  present. 

Among  200  patients  with  dermatoses  usually 
intolerant  to  soap,  DOVE  was  tolerated  by 
85  per  cent1 — a remarkably  high  percentage. 

With  DOVE  there  is  “a  much  better  skin 
tolerance... due  to  the  neutral  pH  (7)... as 
compared  with  the  quite  alkaline  (pH  10) 
lathers  of  most  commonly  used  toilet 
soaps.”1 

DOVE  bar  is  used  like  soap,  but  lathers  and 
feels  better.  DOVE  creams  as  it  washes  and 
does  not  dry  the  skin.  Every  bar  contains 
25  per  cent  rich  cleansing  cream. 

1.  Swanson,  F.:  J.A.M.A.  762:459  (Sept.  29)  1956. 
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not  delayed  action, 
not  repeat  action 

but  continuous 


antiallergic  action 


just  one 

PYRIBENZAMINE* 

LONTAB? 

relieves  your  allergic  patient  all  day  or  all  night 


The  new  and  unique  long-acting  principle 
of  the  Pyribenzamine  Lontab  offers  con- 
tinuous antiallergic  action,  sustained  as  long 
as  12  hours. 

Just  one  Lontab  in  the  morning  and  one 
in  the  evening  provide  day-long  plus  night- 
long protection  against  attacks  of  sneezing, 
nasal  congestion  and  tearing  in  hay  fever— 
as  well  as  symptoms  of  other  allergies. 


C I B A 

SUMMIT,  N.  J. 


SUPPLIED:  Pyribenzamine  Lontabs,  100  mg.  (light  blue)  PYRIBENZAMINE®  hydrochloride 

(tripelennamine  hydrochloride  CI8A) 
LONTABS®  (long-acting 
tablets  CIBA) 


2/2465MR 
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Control  the  major  symptoms 

In  Parkinsonism  Parsidol  has  proved  outstandingly  effective  for  controlling  tremor  and 
muscular  rigidity,  the  principal  impairments  in  this  disease.1*2 

With  Parsidol  most  patients  show  rapid,  even  dramatic  improvement — both  in  major  symptoms 
and  in  gait,  posture,  balance  and  speech.  Side  effects  are  minimal.  Parsidol  is  compatible  with 
all  other  antiparkinsonian  drugs  and  its  effectiveness  may  even  be  increased  in  combination  or 
rotation  with  such  preparations  as  atropine  and  dextroamphetamine.3  Parsidol  improves  the 
patient’s  emotional  perspective,  promotes  a more  optimistic  outlook  as  physical  coordination 
and  dexterity  return. 

Most  patients  can  be  controlled  with  a maintenance  dosage  of  50  mg.  four  times  daily.  How- 
ever, more  severe  cases  may  require  up  to  600  mg.  daily,  a dosage  level  ordinarily  well  tolerated. 

References:  1.  Doshay,  L.  J.;  Constable,  K.  and  Agate,  F.  J.,  Jr.:  J.A.M.A.  760:348  (Feb.)  1956.  2.  Berris,  H.:  J. -Lancet  74:245 
(July)  1954.  3.  Timberlake,  W.  H.  and  Schwab,  R.  S.:  N.  Eng.  J.  Med.  247: 98  (July  17)  1952. 


PARSIDOL 

hydrochloride 

WARNER-OHI  LCOTT 


Above  and  right  are  action  pictures , taken 
from  a Warner-Chilcott  film  study , of  a 
parkinsonian  patient  before  and  after  initia- 
tion of  Parsidol  therapy  for  major  tremor. 
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J.  Neave,  John  Neilson,  Jr.,  Karl  R.  Paley,  Z.  R. 
Parker,  B.  F.  Payne,  Charles  A.  Perera,  E.  P.  Pick- 
ett, Richard  N.  Pierson,  Julius  Pincus,  Norman 
Plummer,  John  L.  Pool,  Harry  R.  Potter,  Abraham 
Raab,  Paul  Reznikoff,  Howard  Rosen,  Percy  E.  Ry- 
berg,  Angelo  M.  Sala,  Lewis  Schachne,  Charles  F. 
Schetlin,  G.  Schnerb,  David  Schwimmer,  T.  R. 
Seidman,  Pincus  Sherman,  Samuel  E.  Soltz,  H. 
Southworth,  Aaron  D.  Spielman,  Louis  Tannen- 
baum,  Gurney  Taylor,  Arnold  I.  Turtz,  Charles  A. 
Turtz,  John  O.  Vieta,  William  G.  Von  Stein,  C.  B. 
Wilbur,  and  Herbert  Zerner. 

Also  contributing  from  New  York  City  were: 
American  Coal  Shipping,  Hugh  R.  Hawthorne, 
Kennecott  Corporation,  Standard  Oil  Company,  and 
John  T.  Thacher. 

Norwood:  Dr.  James  P.  Smith;  Nyack:  Dr.  Ed- 
ward B.  Leahey;  Oakfield:  Dr.  Raymond  Warn; 
Oneida:  Dr.  Howard  Beach;  Oswego:  Dr.  Jerry  J. 
Belden;  Patterson:  Dr.  Frank  C.  Genovese;  Port 
Chester:  Dr.  R.  A.  Higgons;  Poughkeepsie:  Dr.  C. 
O.  Davison;  Rensselaer:  Dr.  Lothar  Wirth;  Rich- 
mond Hill:  Dr.  William  P.  Riley;  Rochester:  Drs. 
Ralph  E.  Alexander,  Elroy  J.  Aubury,  W.  W. 
Berge,  J.  W.  Cooney,  Ernest  J.  Field,  Warren 


E.  George,  Michael  J.  Gerbasi,  A.  J.  Giambrone, 
R.  W.  Kimball,  Joseph  A.  Lane,  Francis  K. 
Machata,  Robert  M.  McCormack,  John  L.  Norris, 
Martin  A.  Sander,  A.  C.  Snell,  Jr.,  and  Robert  E. 
Wells;  Rockville  Centre:  Dr.  William  L.  Donnelly; 
Rome:  Drs.  W.  I.  Akana  and  Henry  N.  Reid;  Ros- 
lyn:  Dr.  Richard  M.  Greenwald;  Rye:  Dr.  W.  P. 
Myers;  Schenectady:  Dr.  Morris  A.  Shapiro;  Sher- 
burne: Dr.  H.  H.  Epstein;  Staten  Island:  Dr.  Leif 
G.  Jensen;  Syracuse:  Drs.  Agnes  Buck,  H.  J.  Dick, 
Louis  L.  Dolinsky,  R.  O.  Gale,  Charles  A.  Gwynn, 

F.  N.  Marty,  and  Dwight,  V.  Needham;  Ticonder- 

oga:  Dr.  Rudolph  J.  Martin;  Troy:  Drs.  Charles  E. 
Bessey  and  E.  Palmer;  Utica:  Drs.  Henry  J.  Ehres- 
man,  John  S.  Fitzgerald,  L.  V.  Marrone,  and  Philip 
L.  Turner;  V oorheesville : Dr.  Lila  J.  Gairns;  Wal- 
ton: Dr.  Walter  E.  Eells;  Wantagh:  Drs.  Robert  L. 
Nolan  and  Joseph  Rosenheck;  Waterloo:  Dr.  W.  R. 
Holmes;  Watertown:  Dr.  Wendell  D.  George; 

Wassaic:  Dr.  Peteris  Zirnis;  Webster:  Dr.  Jason 
O.  Cook. 

West  Nyack:  New  York  Trap  Rock  Corporation; 
White  Plains:  Dr.  E.  Rockwell;  Wing  dale:  Dr. 
Emanuel  E.  Feuer;  Woodside:  Drs.  Thomas  M. 
Grodin  and  Harry  K.  Stone;  Yonkers:  Drs.  Greg- 
ory Chvartazky,  B.  J.  Ciliberti,  Edwin  C.  Coyne, 
and  John  M.  Recht. 


Personalities 


Honored 

Dr.  Lester  Breidenbach,  with  the  dedication  in 
his  name,  of  the  new  emergency  division  of  the  Beth 
David  Hospital,  New  York  City. 

Awarded 

Dr.  Duncan  W.  Clark,  professor  and  executive 
officer  of  the  State  University  College  of  Medicine, 
Brooklyn,  an  achievement  award  at  the  104th  an- 
nual dinner  of  the  Fordham  College  Alumni  Associa- 
tion . . . Dr.  Allen  O.  Whipple,  former  professor  of 
surgery  at  Columbia  University  and  former  director 
of  surgical  services  at  Presbyterian  Hospital,  the 
Woodrow  Wilson  Award. 

Elected 

Dr.  Herman  J.  Bennett,  Plant  Physician,  Inter- 
national Business  Machines  Corporation,  Pough- 
keepsie, as  president  of  the  Dutchess  County  Men- 
tal Health  Society  . . . Dr.  Joseph  H.  Kinnaman, 
Hempstead,  to  the  board  of  directors  of  the  Nassau 
Division  of  the  American  Cancer  Society  . . . Dr. 
Nicholas  R.  Occhino,  Johnson  City,  as  the  first  presi- 
dent of  the  newly  formed  Southern  Tier  Chapter  of 
the  New  York  State  Society  of  Internal  Medicine  . . . 
Dr.  Henry  T.  Randall,  New  York  City,  as  president- 
elect of  The  Society  of  University  Surgeons  . . . Dr. 
Thomas  I.  Tyrrell,  Albany,  as  chairman  of  the  De- 
partment of  Surgery  at  St.  Peter’s  Hospital,  Al- 
bany . . . and  re-elected  were,  Dr.  M.  Ralph  Kauf- 
man, president,  Dr.  Robert  K.  Lippmann,  vice-pres- 
ident, and  Dr.  Sergei  Feitelberg,  secretary,  of  the 


medical  board  of  Mount  Sinai  Hospital. 

Speakers 

Dr.  Henry  H.  Beinfield,  Brooklyn,  on  the  topic 
“Surgical  Management  of  Complete  and  Incom- 
plete Bony  Atresia  of  the  Posterior  Nares  (Choanae)” 
on  March  13,  at  the  Eleventh  Biennial  International 
Congress  in  conjunction  with  The  Twenty-Third 
Annual  Congress  of  the  International  College  of 
Surgeons,  Los  Angeles,  California  . . . Dr.  James  A. 
Brussel,  F.A.C.P.,  F.A.P.A.,  Assistant  Commis- 
sioner, New  York  State  Department  of  Mental  Hy- 
giene, on  February  19,  before  the  Mt.  Vernon  Mental 
Health  Association  on  “Sex  and  Marriage”;  on 
March  12  at  the  Women’s  Medical  College,  Phila- 
delphia, on  “The  Role  of  the  Psychiatrist  With  the 
Family,”  and  on  March  27,  on  “Certification  proce- 
dures for  the  Mentally  111  and  Alcoholics,”  before  the 
Mt.  Vernon  Bar  Association  at  Birch  Brook  Inn, 
Bronxville  . . . Dr.  Vincent  Collins,  president  of  the 
New  York  State  Anesthesiology  Society  and  secre- 
tary of  the  American  Medical  Association  section  on 
Anesthesiology,  at  the  Tenafly  Lions  Club  luncheon, 
January  21  on  the  subject  “The  New  Medical  Spe- 
cialty— Anesthesiology”  . . . Dr.  Rachmiel  Levine, 
chairman,  Department  of  Medicine,  Michael  Reese 
Hospital  and  professorial  lecturer  in  physiology, 
University  of  Chicago,  delivering  the  twentieth  in 
the  series  of  Dr.  Henry  Joachim  Lectures,  March  5, 
on  the  topic  “Etiological  Factors  In  Diabetes  Mel- 
litus”  at  the  Jewish  Chronic  Disease  Hospital,  Brook- 
lyn. 
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New  York  State  J.  Med. 


REGISTRATION 

AT 

Annual  Convention 

May  12-16,  1958 

It  is  imperative  that  each  physician  identify  himself  as  such  at  the  registra- 
tion desk  in  the  Hotel  Statler  before  a badge  may  be  issued  to  him.  Badges 
act  as  passes  of  admittance  to  the  many  features  of  the  convention. 

We  ask  that  doctors  please  wear  their  badges  at  all  times  while  in  the  meeting 
and  exhibit  areas.  These  measures  are  taken  to  ensure  that  your  convention 
will  be  a doctor's  meeting  and  not  available  to  anyone  who  may  walk  in  from 
the  street. 

There  is  no  registration  fee  for  the  conventions  of  the  Medical  Society  of  the  State 
of  New  York  but  we  do  ask  that  you  cooperate  with  your  society  in  acceding  to 
the  above  requests. 
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Symptomatic  relief  of  aches,  pains,  fever,  coryza,  and  rhinorrhea  associated 
with  upper  respiratory  tract  infections. 


Prevention  of  secondary  pyogenic  infections  due  to  tetracycline-sensitive  or 
ganisms  — which  often  follow  viral  infections  of  the  upper  respiratory  tract. 


Bristol 


LABORATORIES  INC.  SYRACUSE,  NEW  YORK 


DEDICATION 


'flu,”  “grippe,”  “virus” 


and  the  common  cold 


wi  f 


TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Each  TETREX-APC  WITH  BRISTAMIN  Capsule  contains: 


A broad-spectrum  antibiotic 

(tetracycline  phosphate  complex) 

(tetracycline  HCI  activity) 


.150  mg. 
120  mg. 
. 30  mg. 


Aspirin  .... 
Phenacetin 
Caffeine  .. 


A dependable  antihistamine 


BRISTAMIN  (phenyltoloxamine,  Bristol) 


Dosage:  Adults:  2 capsules  at  onset  of  symptoms,  followed  by  2 capsules  3 or  4 
times  a day  for  3 to  5 days.  Children,  6.  to  12  yrs.:  One-half  adult  dbse. 

Supplied:  Bottles  of  24  and  100  capsules. 


MUMPS  VACCINE 


A specific  immunizing  antigen  (chick  embryo 
origin ) for  prevention  or  modification  of  mumps 
in  children  and  adults.  Vaccination  should  be 
repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  N.  Y. 


CHARCOAL  THERAPY 

CHARCOAL’S  popularity  rests  upon  its  clinical 
effectiveness  and  safety  in  use.  The  therapeutic 
adsorption  of  gases,  toxins  and  a host  of  other 
irritants  is  a purely  physical  accomplishment.  No 
chemical  reaction  takes  place.  Also,  Charoal’s 
adsorption  of  gastrointestinal  toxins  may  be  re- 
garded as  a “delaying”  mechanism.  It  hinders 
systematic  assimilation  of  a toxin  by  binding  it  until 
case  specific  therapy  can  be  instituted. 

REQUA’S  CHARCOAL  TABLETS  contain  11  gr. 
of  wood  charcoal  and  have  been  preferred  since  1879. 
Dosage : As  Required.  Packed : 100  & 250  per  Box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  CORP.— BROOKLYN  16,  N.  Y. 


BUY 


SAVINGS  BONDS 


Jor  infants... 


and  growing  childre?i 


Tasty  Junket  rennet  - 
custards  furnish  more  of 
the  nutrients  of  fresh 
milk  than  typical  canned 
baby  desserts.’ 


j 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


“JUNKET"  Reg.  U.S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  386  Fourth 
Ave.,  New  York  1 6,  N.  Y.  Your 
ad  will  pay  you  well  in  replies. 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  X-ray, 

medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mandl  ScAocl  554  y c 

Licensed  by  the  State  of  New  York 


HOLBROOK  MANOR  “G 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  "1  -hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PINEWOOD  fisVM 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y 


Buy  Savings  Bonds 
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“Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles.”1  “Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  'muscle  spasm.’”2 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress  ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  two  formulas: 
MEPROLONE-2— 2.0  mg. 
prednisolone,  200  mg.  meprobamate 
and  200  mg.  dried  aluminum 
hydroxide  gel  (bottles  of  100). 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2  (bottles  of  100). 

1.  Comroe's  Arthritis:  Hollander,  J.  L,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


relieves  both 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 


muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & D0HME  Philadelphia  1,  Pa. 


Division  of  MERCK  & CO.,  Inc. 


WANTED 


General  Practice  Residency:  180-bed  general  hospital,  Cen- 
tral New  York;  excellent  experience  and  opportunity  to  do 
general  surgery;  New  York  License  only;  salary  and  main- 
tenance. Apply:  Board  of  Managers,  Oneida  County 

Hospital,  Rome,  N.  Y. 


WANTED— OPHTHALMOLOGIST 


Active  Industrial  Eye  Practice,  well  located  in  L.I.C.  center, 
for  sale.  Terms  arranged — unusual  opportunity.  Box  577 
N.  Y.  St.  Jr.  Med. 


General  practitioner  wanted  to  assume  rural  practice  near 
Syracuse.  Good  hospital  facilities,  nearly  new  equipment, 
no  cash  needed,  no  real  estate.  Leaving  to  specialize.  Box 
714,  N.  Y.  St.  Jr.  Med. 


Doctor  needed!  Semi-rural,  potential  8000  plus.  Excellent 
hospital  with  laboratory  facilities  in  City  of  Oswego,  10 
miles.  Syracuse,  30  miles.  Located  in  heart  of  boating,  fish- 
ing, hunting,  camping  region.  Reply  Med.  Service  NYS 
Placement  Bureau,  or  Leon  Stoddard,  pres.  Citizens  Com- 
mittee, New  Haven,  N.  Y. 


ASSISTANT  WANTED 


Assistant,  leading  to  partnership  in  general  practice.  $12,000 
plus  percentage.  One  hour  from  New  York  City.  State 
qualifications  and  availability.  Box  704,  N.  Y.  St.  Jr,  Med. 


WANTED  PRACTICE 


Physician  qualified,  desires  purchase  of  busy  general  prac- 
tice. First  announcement.  Box  702,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


29  yr-old  married  physician  soon  to  end  active  duty  U.  S. 
Army.  Seeking  to  establish  in  upstate  community  need- 
ing general  practitioner.  Write  J.  J.  Smith,  M.D.,  216-15 
Northern  Blvd.,  Bayside,  N.  Y.,  N.  Y. 


WANTED 


Association  in  OB  Gyn.  practice.  Have  just  completed  4 
year  residency.  Board  qualified.  Write  Box  710,  N.  Y.  St. 
Jr.  Med. 


WANTED 


ROENTGENOLOGIST — Part-time,  for  large  out-patient 
clinic  in  New  York  City.  State  age  and  qualifications.  Box 
716,  N.  Y.  St.  Jr.  Med. 


Internist,  30,  board  eligible,  university  trained,  one  year 
experence  instructor  at  medical  school,  seeks  association 
vicinity  New  York  City  in  July.  Box  713,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


South  East  Bronx.  Heavily  populated  Spanish  speaking 
area.  Modern,  completely  equipped  includes  X-Ray  200 
Milliamperes,  air  conditioned  street  level.  10  Rooms.  Low 
Rental.  Atwater  9-5795,  10-1  P.M.  5-8  P.M. 


Suffolk  County,  brand  new  3 room  professional  suite  in  build- 
ing with  active  G.  P.,  suitable  dentist,  surgeon  or  specialist. 
FO-8-2098. 


Upstate  New  York — Adirondacks,  11,000  population.  13 
years  established  General  Practice  with  office  and  residence 
combined — $20,000.  Will  introduce.  Leaving  to  specialize. 
Write  Box  715,  N.  Y.  St.  Jr.  Med. 


COUNTRY  HOUSE  FOR  SALE 


2j/2  hrs.  NYC.  M.D.  needed  urgently.  Modernized  8 
rms,  21/2  colored-tile  baths.  Garage.  Workshop.  Scenic 
acre.  Appraised  $18,500.  Trade  NYC  Area.  BA  3-6462. 


Dentist  sublets  1 to  4 rooms  for  professional  and  private  use. 
share  waiting  room.  Prominent  corner  West  End  Ave. , New 
York  City  RI9-4970. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assures  results.  Free  Service  first  18  davs — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33  Vi  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


SERVICES 


CARDIOLOGIST  with  22  years  experience  in  Electro- 
cardiographic interpretation,  reads,  preferable  12  leads  Elec- 
trocardiograms. Air  mailed  same  day.  Modest  fees.  Box 
703,  N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


FOR  SALE 


Active  general  medical  practice  and  home-office  combination. 
Located  in  thriving  Nassau  county  community.  Owner  spe- 
cializing. Box  707,  N.  Y.  St.  Jr.  Med. 


NEW  YORK— LUCRATIVE  UNOPPOSED  GENERAL 
PRACTICE  (grossing  $48,000).  Combination  office-home. 
20  miles  from  Upstate  Medical  Center.  For  details  Box  711, 
c/o  N.Y.  St.  Jr.  Med. 


LAND  FOR  SALE 


Builders  liquidating.  Splendid  opportunity.  80  acres  selec- 
tive Westchester  residential  property.  Priced  less  than 
market.  Big  potential,  John  D.  Harris,  Katonah,  N.  Y. 


For  rent  Bay  Shore,  L.  I.,  3 room  ground  floor  suite  approxi- 
mately 600  square  feet  Suburban  building  in  ideal  location 
occupied  by  2 non-medical  professionals,  Doctors  protected. 
William  Diggle,  14  Bay  Shore  Avenue,  Bay  Shore,  New  York. 
Bay  Shore  7-6060. 


Laurelton,  Professional  Building.  Medical  Office  5 room 
suite.  Available  immediately  for  general  practitioner  or 
specialist.  Private  street  entrance.  Choice  location  in  busy 
town.  Laurelton  8-7222. 
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CLASSIFIED  ADVERTISING 


WANTED 


Qualified  or  Certified  Internist  to  assume  an  outstanding 
practice  in  Modesto,  California.  Would  be  associated  with  16 
board  physicians.  Prompt  reply  is  necessary.  Virgil  Place, 
M.D.,  Lederle  Laboratories,  Pearl  River,  New  York. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


PEDIATRICIAN 


Licentiate  American  Board  Pediatrician  for  Affiliation  with 
Medical  Group.  Attractive  salary,  partnership  in  near 
future.  Box  718,  N.  Y.  St.  Jr.  Med. 


INTERNIST  AND  PEDIATRICIAN— Board  eligible  or 
board  certified,  wanted  as  associates  by  growing  medical 
group  in  Long  Island,  commuting  distance  from  New  York 
City.  Write:  Dr.  Peter  Rogatz,  East  Nassau  Medical 

Group,  350  South  Broadway,  Hicksville,  New  York. 


ASSOCIATION  WANTED 


Internist,  30,  married,  university  trained;  board  eligible, 
seeks  association,  vicinity  N.  Y.  C.  July.  Box  713,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


Physician  leaving  state.  $10,000  down  can  obtain  imposing 
home,  office  and  established  practice  in  Rockland  County. 
Phone  Ox  5-5886  or  Nyack  7-2255. 


FOR  SALE 


Active  Brooklyn  General  Practice.  Equipped.  Reasonable. 
Leaving  for  specialty.  6V2  room  apartment  available. 
Phone  after  6 GL  6-4115. 


G.  P.  Office  for  sale,  Brooklyn,  fully  equipped,  low  rent,  suit 
able  for  pediatrician.  Call  MA  4-2329.  6-8P.M.  weekdays- 


MASSAPEQUA  ! Office  and  home  attached.  For  sale  or 
rent.  Occupied  by  M.D.  for  past  six  years.  Excellent  lo- 
cation— busy  thoroughfare.  Reasonable.  Available  July. 
Wells  1-2259. 


Exceptional  location,  Bethpage  L.I.  Offices  available  sharing 
waiting  room  with  established  dentist.  New  bldg,  conveni- 
ent to  hospital.  PErshing  5-0525. 


X-RAY  EQUIPMENT  FOR  SALE 


X-ray  Equipment  presently  installed  excellent  condition- 
Therapy  200KV  15MA— Diagnostic  100KV  200MA  Radiolo- 
gist Box  717,  N.  Y.  St.  Jr.  Med. 


HUNTING 


Big  game  Hunting.  Via  pack  train.  Elk  guaranteed. 
Also  hunt,  Mtn.  sheep,  antelope,  deer  & bear.  Carl  Dunrud, 
Meeteetse,  Wyoming. 


TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs — audiograph — etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38,  WOrth  4-7589 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times 90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


PHYSICIANS' 

HOME 

for  four  decades  has  given  aid  to 
needy  retired  physicians,  their  wives 
and  widows  throughout  the  State. 
The  need  for  such  aid  is  increasing. 
Your  contribution  will  help  continue 
this  worthy  service. 

• 

Physicians’  Home 
386  Fourth  Avenue 
New  York  16,  N.  Y. 
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lower  the  “acne  salute  ” 


Therapeutic  Cosmetic  (Resorcin  and  Sulfur  Compounds,  Almay®) 

Resulin  provides  resorcin  for  drying  and  securing  mild  exfoliation  of  the  skin 
combined  with  sulfur  for  inhibiting  sebaceous  gland  activity  in  cosmetically 
individualized  preparations.  Thus,  with  the  first  application,  the  facial  appearance 
improves  considerably  while,  simultaneously,  acne  corrective  action  commences. 


RESULIN 

compounds 
are  indicated 
in  all  acne 
conditions: 


In  severe  acne 

RESULIN  LOTION, 

in  4 fl.  oz.  bottles,  Blonde  and  Brunette 

In  mild  acne  or 
when  skin  is  tender 

RESULIN  LOTION  MODIFIED, 

in  4 fl.  oz.  bottles,  Blonde  and  Brunette 

In  dry-skin 
comedo-type  acne 

RESULIN  OINTMENT, 

in  1 Vi  oz.  tubes,  Blonde  and  Brunette 

For  thorough,  medicated 
cleansing  in  all  cases 

RESULIN  SOAP  WITH  SALICYLIC  ACID, 

in  4 oz.  cakes 

Send  for  literature  and  samples 
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In  Canada:  W.  Sofin  Ltd.,  Montreal  25,  Quebec 
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Albert  Lesser , M.D.,  and  Hyman  Zuckerman,  M.D.  67 
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Cornell  Conferences  on  Therapy — Management  of  Obesity  Departments  of  Phar- 

macology and  Medicine  of  the  Cornell  University  Medical  College  and  New  York  Hospital  79 

Clinicopathologic  Conference — Clinicopathologic  Conference 

St.  Joseph's  Hospital,  Elmira  88 

Case  Reports 

Epidermoid  Carcinoma  Arising  in  Dermoid  Cyst  of  Ovary 

James  P.  Hennessy,  M.D.,  and  George  T.  Hoffmann,  M.D.  95 

Systemic  Lupus  Erythematosus  in  Identical  Twins 

Charles  O.  Wagenhals,  M.D.,  and  Paul  A.  Burgeson,  M.D.  98 

Clinical  Kernicterus  and  Congenital  Hypothyroidism 

George  Bialkin,  M.D.,  and  Leonard  Harris,  M.D.  101 

Rupture  of  the  Auricle  During  Cardiac  Resuscitation  with  Complete  Recovery 

Olga  Schweizer, 
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Treatment  of  Alcoholism — Alcoholics  Anonymous  and  the  Medical  Profession  108 

Editorials 39 

( For  Complete  Table  of  Contents,  See  Pages  4 and  6) 


Medical  Society  of  the  State  of  I\ew  1 ork 
52nd  Annual  Meeting , May  12  to  16,  1958,  Hotel  Statler,  New  1 ork  City 


breaks  up  cough' 


Drawing  shows  how  3 -pronged 
attack  of  Py ribenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  his tamine - induced  congestion  and  irritation 

throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Py ribenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Py ribenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 


when  effective  dosage  in  hypertension 
is  difficult  to  establish  and  maintain 


Many  hypertensive  patients  'escape’ 
the  therapeutic  effects  of  medication 
regardless  of  the  hypotensive  agent 
used.  This  problem  is  further  compli- 
cated when  the  drug’s  potency  varies 
with  different  manufacturing  lots. 

With  Veralba-R,  however,  contin- 
ued response  to  effective  dosage  can 
be  expected  in  most  cases.  Chemical 
assay  of  Veralba-R  insures  constant 


potency  from  lot  to  lot.  Once  Veralba-R 
dosage  is  established  for  the  individ- 
ual patient,  there  is  seldom  any  need 
for  dosage  adjustment. 

Composition:  Each  grooved,  uncoated 
Veralba-R  tablet  contains  0.4  mg.  of 
chemically  standardized  protoveratrine 
and  0.08  mg.  of  reserpine. 

Literature  and  clinical  supply  pack- 
age available  to  physicians  on  request. 


VERALBA 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC.,  INDIANAPOLIS  6,  INDIANA 


easier  antipyretic /analgesic  relief 


First  physician-controlled  antipyretic/analgesic  in  two  liquid 
dosage  forms  . . . on  Rx  only 

Wild-cherry-flavored  Tempra  Drops  and  mint-flavored  Tempra 
Syrup  are  readily  accepted,  well  tolerated.  Mother  appreciates 
that  with  Tempra  there’s  no  fussing,  no  forcing.  And  you  have 
better  control  of  medication  and  dosage. 

Ask  your  Mead  Johnson  Representative  for  the  new  Tempra 
Brochure,  or  write  to  us,  Evansville  21,  Indiana. 


you  help  him  recover  more  easily  with 

Tempra 

acetaminophen.  Mead  Johnson  | 


MEAD  JOHNSON 

SYMBOL  OF  SERVICE  IN  MEDICINE  TESB2 
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Phone:  CHickering  4-7985 


Scientific  Articles 

The  New  York  School  \ ision  Tester  John  II.  Sulzman,  M.D.,  and  C.  Jane  Davis,  Sc.M.  833 
Patient  Accidents  Occurring  in  Hospitals:  Epidemiologic  Study  of  614  Accidents. 

Henry  M.  Parrish,  M.D. , and  Thomas  P.  Weil,  B.A.  838 

Can  Congenital  Dislocation  of  Hip  Be  Prevented? Julius  Hass . M.D.  847 

Medical  and  Surgical  Considerations  in  Selecting  Airline  Passengers 

George  J.  Kidera,  M.D.  853 

Central  Nervous  System  Complications  of  Asian  Influenza 

Jacob  H.  Friedman,  M.D. , and  Remo  Cancellieri,  M.D.  859 

Peripheral  Neuronopathy  (Cliarcot-Marie-Tooth  Disease)  in  Association  with  Gastro- 
intestinal Symptoms.  Iris  F.  Norstrand,  M.D.,  and  Murray  E.  Margulies,  M.D.  863 

Buffalo  Cardiac  Work  Evaluation  Unit  Robert  M.  Kohn,  M.D.  868 

Incidence  of  Buckled  Innominate  Artery  in  Chest  Survey  Program 

E.  Edward  Benzier,  M.D. , Mehin  Katz,  M.D.,  and  E.  R.  Pitman,  M.D.  871 

Overdosage  of  Doriden 

. A.  Wigderson,  M.D.,  D.  Samostie,  M.D. , N.  Brunner,  M.D.,  and  J.  Pittari,  M.D.  874 
Recent  Advances  in  Medicine  and  Surgery — A Critical  Appraisal  of  Anticoagulants 
for  Short-Term  and  Long-Term  Use  in  the  Management  of  Myocardial  Infarction  and 
Systemic  Arterial  Embolism — Part  I Charles  K.  Friedberg,  M.D.  877 

Clinicopathologic  Conference — Clinicopathologic  Conference 

St.  Joseph's  Hospital,  Elmira  885 

Fundamentals  of  Modern  Allergy — Pulmonary  Ventilation  Function  Tests  in  Allergy 

Practice H.  Beecher  Chapin,  M.D.  891 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City — Lead  Poisoning  in 
Infancy  and  Young  Children  . Harold  Jacobziner,  M.D.,  and  Harry  W.  Raybin,  M.S.  897 
Visual  Education  in  Medicine — Filming  an  Emergency  in  the  Operating  Boom 

Joseph  P.  Hackel  900 

Cancer  Alerts — Brain  and  Spinal  Cord  Tumors — Their  Importance  to  the  General 

Practitioner Francis  A.  Echlin,  M.D.  901 

The  British  General  Practitioner  in  1957 — -The  Evolution  and  Birth  of  National 
Health  Service  in  Great  Britain:  its  Problems  and  Difficulties  as  They  Affect  Doc- 
tors   Michael  Arnold,  L.R.C.P. I.  907 

History  of  Medicine  in  New  York  State - A History  of  the  Purification  of  Milk  in 
New  York  or  How  Now  Brown  Cow  Norman  Shaftel,  M.D.  911 

Editorials  825 

(For  Complete  Table  of  Contents,  See  Pages  788  and  790) 

Medical  Society  of  the  State  of  New  1 ork 

n i a I n r . • n r t n ^ _ tz  in  - n ri  . I C * * 1 TXT * 


BENTYL 

2 caps  t.i.d.  (dicyclomine  hydrochloride) 

no  atropine  or 
belladonna-like 
side  effects . . '.2 
safe— even  in 
the  presence  of 
glaucoma35 

References: 


1.  McHardy,  G.  and  Browne,  D.  C. 
South.  M.  J.  45:1139,  1952.  2.  Hock 
C.  W.:  J.M.A.  Ga.  40:22,  1951.  3 

Hufford,  A.  R.:  Am.  J.  Dig.  Dis 
19:257,  1952.  4.  Brown,  Jr.,  D.  W 
and  Guilbert,  G.  D.:  Am.  J Ophthal 
36:1735.  1953.  5.  Cholst,  M„  Good 
stein,  S.,  Berens,  C.  and  Cinotti.  A. 
Scientific  Exhibit,  A.M.A.,  June,  1957 

Capsules,  Syrup  (plain  and  with  phe 
nobarbital),  Tablets  with  Phenobarbi 
tal,  and  Injection  ^ rUAntMOtlK-  '(U  NTYL 


E WM.  S.  MERRELL  COMPANY 
New  York  • CINCINNATI  • St.  Thomas,  Ontario 

Another  Exclusive  Product  of  Original  Morrell  Research 


■ 


: 


The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 

Source  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  “ sluggish ” older  patients 
DECHOLirone  tablet  t.i.d. 

therapeutic  bile 

increases  bile  flow  and  gallbladder  function  — combats  bile  stasis 
and  concentration . . . helps  thin  gallbladder  contents. 

corrects  constipation  without  catharsis— prevents  colonic  dehydra- 
tion and  hard  stools . . . provides  effective  physiologic  stimulant. 

Decholin  tablets  (dehydrocholic  acid,  Ames)  33A  gr.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  44658 


V. 


you  help  her  recover  more  easily 
when  you  prescribe 

Tempra 

Acetaminophen,  Mead  Johnson 

drops/syrup 

Tempra  is  the  first  physician-controlled 
antipyretic— analgesic  in  two  liquid  dosage 
forms— wild-cherry-flavored  Drops  and 
mint-flavored  Syrup.  Both  are  readily 
accepted,  well  tolerated  and  easy  for  the 
mother  to  give,  without  forcing  or  fussing. 

Since  Tempra  is  on  Rx  only,  you  have 
better  control  of  medication  and  dosage . . . 
parents  have  added  confidence. 

For  detailed  brochure  on  Tempra— you  are 
cordially  invited  to  ask  your  Mead  Johnson 
Representative  or  write  us,  Evansville  21,  Indiana. 

Mead  Johnson 

Symbol  of  service  in  medicine 
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antiallergic  benefits 
all  day  or 
all  night 
with  just 
one  Pyribenzamine 


■ ■ ■ 

J*  rsi  I A\e3 


The  Pyribenzamine  Lontab  is  unique 
in  two  ways.  Its  outer  shell  actually 
releases  33  mg.  Pyribenzamine  for 
immediate  relief.  Its  specially  formulated 
inner  core  slowly  and  consistently 
releases  an  additional  67  mg.  Pyribenzamine 
to  extend  relief  up  to  12  hours. 

For  short-term  or  intermittent  therapy,  you 
can  prescribe  regular  Pyribenzamine  tablets. 

SUPPLY:  Pyribenzamine 
Lontabs,  100  mg.  (light  blue). 

Pyribenzamine  Regular  Tablet t 
50  mg.  (scored)  and  25  mg. 

(sugar-coated). 

PYRIBENZAMINE®  hydrochloride 
(tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 


CIBA  SUMMIT,  N.  J. 


2/2510MK 


SULFATE 


RKEDLY  R 


l mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily, 
to  400  mg.  (1  or  2 tablets)  daily. 

bottles  of  100. 


for  Booklet 


Atabrin*  (brand  of  quinacr 

m,  -»  an ! P!a<*' 


n (brand  of  chloroquii 
d of  hydroxy  cbloroc.u  i ; 
Mnarks  reg.  U.S.  Pat.  < 


QUININE 


ARALEN 


HOCH 


CH  — N CH 


H,0 


CH, 

I 

NHCHCH.tCHJ.NtCH.CH,), 


•2HCI-2H,0 


"It  has  a high  degree  of  clinical 
safety. . . It  is  considered 
to  be  the  preferred  antimalarial 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 

with  chloroquine  phosphate."1 

. . . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine."2 

. . the  least  toxic  of  its  class . . ."3 


CH, 

I 

NH  CH  •CH,-CH,-CH1.N(C,H,)> 


DONNAGESIC  No.  1 (pink)  CODEINE  Phosphate  (3A  gr.)  48.6  mg./Hyoscyamine  Sulfate  0.3111  mg./Atropine  ////////'^^^"//////. 
Sulfate  0.0582  mg.  / Hyoscine  Hydrobromide  0.0195  mg.  / Phenobarbital  (%,  gr.)  48.6  mg.  / also  available: 

DONNAGESIC  No.  2 (red)  containing  1V&  gr.  (97.2  mg.)  codeine  phosphate.  / Since  one  Donnagesic  { 

Extentab  achieves  continuous  analgesia  for  10  to  12  hours,  it  replaces  3 equivalent  doses  of  codeine  and  // 

Donnatal  / A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  • Ethical  Pharmaceuticals  of  Merit  Since  1878 


mm 


I m 

for 

2-dimensional 

menopausal 

therapy 


manages  both  the  psychic  and  somatic  symptoms 

j relieves  emotional  stress  in  the  menopause 
treats  somatic  disturbances  due  to  ovarian  decline 

Milprem 

♦trade-mark  MILTOWN®  _L  CONJUGATED 


A PROVEN  TRANQUILIZER 


SUPPLIED:  Bottles  of  60  tablets. 

EACH  TABLET  CONTAINS : Miltown®  (meprobamate,  Wallace) 

2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 


ESTROGENS  (EQUINE) 
A PROVEN  ESTROGEN 


.400  mg. 


Conjugated  Estrogens  (equine)  0.4  mg. 

DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 

Literature  and  samples  on  request. 

WALLACE  LABORATORIES,  New  Brunswick,  N.J.  CMP-6671-38 
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suited  for  prolonged  therapy 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
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For  anxiety,  tension  and  muscle 
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NEW  BRUNSWICK,  NEW  JERSEY 
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THE  PHYSIOLOGIC  PLASMA  ELECTROLYTE 


Provides  ionic  concentrations  of  sodium,  chloride,  calcium 
and  magnesium  precisely  as  found  in  human  plasma  . . . 
the  potassium  concentration  is  twice  that  of  normal 
plasma  and  bicarbonate  is  also  provided  in  twice  its 
plasma  concentration  in  the  form  of  metabolizable  pre- 
cursors, acetate  and  citrate. 


INDICATIONS:  Uncomplicated  medical,  surgical,  pediatric, 
orthopedic  and  urologic  cases  ...  to  counteract  dehydration 
...  to  expand  volume  of  plasma  and  intracellular  fluid  with- 
out distorting  ionic  composition  ...  to  prevent  postoperative 
potassium  deficiency  ...  to  restore  normal  plasma  electrolyte 
values  in  infantile  diarrhea  . . . and  in  the  management  of 
metabolic  acidosis. 


Because  of  the  unique  balance  of  its  components,  Plasma- 
lyte  promotes  normal  fluid  and  electrolyte  balances  without 
inducing  potassium  toxicity,  tetany  or  metabolic  acidosis. 

HOW  SUPPLIED:  Bottles  containing  500  ml.  and  1000  ml. 

Where  protein-sparing  effect  and  increased  caloric  infusion 
are  indicated,  specify 

PLASMALYTE  with  Travert®  U>% 

Bottles  containing  500  ml.  and  1000  ml. 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


of  office  psychotherapy? 


(1)  Don’t  argue  — let  patient  “talk  out”  his  troubles.  (2)  Don’t  counsel  — help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile  — allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure  — stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring  — overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous  — patients’ 
words  may  conceal  hidden  meanings. 

Source  — Hyman,  M.:  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  76:83 
(Oct.)  1957. 


calmative 


Ectylurea,  Ames 
(2-ethyl-c/s-crotonylurea) 


for  tranquil— not  “tranquilized”  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited The  patients 

experienced  and  expressed  a feeling  of  greater  inward  security,  serenity — Mental 
depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients ”* 

*Bauer,  H.  G.;  Seegers,  W.;  Krawzoff,  M.,  and  McGavack,  T.  H.:  A Clinical  Evaluation 
of  Ectylurea  (Nostyn®),  in  press. 

dosage:  Children— 150  mg.  (Vi  tablet)  three  or  four  times  daily.  Adults—  150-300 
mg.  (Vi  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  442s* 
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in  urinary  tract 
infections  of  pregnancy 
delay  is  dangerous... 


“Approximately  one-half  of  the  patients  have 
some  permanent  damage  to  the  urinary  tract. 


FURADANT 


BRAND  OF  NITROFURANTOI 


ooo 

FOR  RAPID  ERADICATION  OF  INFECTION 


Specific  for  genitourinary  tract  infections 
• rapid  bactericidal  action  against  a wide 
range  of  gram- positive  and  gram-nega- 
tive pathogens  and  organisms  resistant  to 
other  agents  • negligible  development  of 
bacterial  resistance  • excellent  tolerance 
—nontoxic  to  kidneys,  liver  and  blood- 
forming  organs  • safe  for  use  in  preg- 
nancy2*3 


AVERAGE  FURADANTIN  DOSAGE:  100  mg. 
q.i.d.  with  food  or  milk.  Continue  treat- 
ment for  3 days  after  urine  becomes  sterile. 

supplied:  Tablets,  50  and  100  mg. 

Oral  Suspension  (25  mg.  per  5 cc.  tsp.). 

REFERENCES:  1.  Rives,  H.  F.:  Texas  J.  M.  52:224,  1956. 
2.  Diggs,  E.  S.;  Prevost,  E.  C.,  and  Valderas,  J.  G.:  Am. 
J.  Obst.  71:399,  1956.  3.  MacLeod,  P.  F.,  et  al.:  Inter- 
net. Rec.  Med.  169:561,  1956. 


NITROFURANS 

a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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Many  such  hypertensives 

a have  been  on 

t Rauwiloid 

for  three  years 
fc.  .1-p  and  more 


for  Rauwiloid  IS  better  tolerated  . . . 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 


Ford,  R.  V.,  and  Moyer,  J.  H.:  Rai 
Toxicity  in  the  Treatment  of  Hyperti 
Postgrad.  Med.  23:41  (Jan  ) 1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

1 After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

olseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose  1 tablet  t.i.d.,  p.c. 


I 


Rauwiloid®  + Hexamethonium 

olseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg 

in  severe,  otherwise  intractable  h 
Initial  dose  V%  tablet  q.i.d. 

Both  combina 


yp 


10S  ANGELES 

!ill!|lpilllllll 


ertension. 

venient  single-tablet  form. 
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New. . . 

meprobamate 

prolonged 

release 

capsules 


Evenly  sustain  relaxation  of  mind 


4 P.  M. 


8 P.  M. 


TWO  MEPROSPAN  CAPSULES  IN  THE  MORNING 

RELIEVE  ANXIETY,  TENSION  AND  SKELETAL  MUS- 
CLE SPASM  THROUGHOUT  THE  DAY. 


ind  muscle  'round  the  clock 


\4psssmm 

V • r / 

! 2 A,  4 A.M.  / 8 A,  M. 


WO  MEPROSPAN  CAPSULES  AT  BEDTIME 

ROVIDE  UNINTERRUPTED  SLEEP  THROUGH- 
OUT THE  NIGHT. 


Each  Meprospan 
capsule  contains 
200  mg.  of 

meprobamate  in  the  form 
of  coated  pellets. 

The  drug  is  continuously 
released  over  a period 
of  10  to  12  hours . . . 

■ maintains  constant 
level  of  relaxation 

■ minimizes  the 
possibility  of 
side  effects 

■ simplifies  patient’s 
dosage  schedule 


Dosage:  Two  Meprospan  capsules  q.  12  h.  Supplied:  Bottles  of  30  capsules. 
Each  capsule  contains:  Meprobamate  (Wallace)  . . . 200  mg. 

2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Literature  and  samples  on  request 

^WALLACE  LABORATORIES,  New  Brunswick,  N.  J.  cmE««.: 
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victims  of 


\ 


are  effectively  treated 


Bidrolar  combines  a natural  laxative  with  an  effective  stool 
softener.  It  provides  effective  combination  therapy  without  the  use 
of  irritating  bowel  evacuants  and  without  the  disadvantages  and 
lack  of  peristaltic  action  noted  with  the  use  of  stool  softeners  alone. 

Each  Bidrolar  tablet  provides  ox  bile,  60  mg. — a peristaltic 
stimulant  that  produces  natural  laxation  without  irritating  the 
bowel  . . . and  dioctyl  sodium  sulfosuccinate,  40  mg. — an 
effective  stool  softener  that  keeps  feces  soft  for  easy  evacuation. 


in  .fyicflJL puMtifa  Bidrolar 


is  naturally  better 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  C 0 M P A N Y • K A N K A K E E . ILLINOIS 


1.  highest,  fastest  tetracycline  blood 

levels  Analysis  of  a 4-way  crossover  study  confirms 
that  Cosa-Tetracyn  produces  the  highest,  fastest 
blood  levels  of  all  available  tetracycline  enhancement 
formulations.1 


2.  greatest  consistency  of  high 

tetracycline  blood  levels  in  a 4-way  cross- 
over study,  Cosa-Tetracyn  demonstrated  greatest 
consistency  of  high  blood  levels  compared  to  tetra- 
cycline-citric acid,  tetracycline  phosphate  complex, 
and  tetracycline-sodium  hexametaphosphate.1 


3.  safe,  physiologic  advantages  of 

glucosamine  Completely  safe  as  an  enhance- 
ment agent,  glucosamine  is  nontoxic,  sodium  free, 
nonirritating  to  the  gastrointestinal  tract,  and  there 
is  evidence  it  may  influence  favorably  the  bacterial 
flora  of  the  intestine. 


The  most  widely  prescribed  broad-spectrum  antibi- 
otic now  potentiated  with  glucosamine,  the  enhanc- 
ing agent  of  choice. 


Cosa-Tetracyn  is  supplied  in  capsules,  250  mg.,  bottles  of 
16  and  100;  and  half-strength  capsules  (125  mg.)  for 
long-term  therapy  or  pediatric  use,  bottles  of  25  and  100. 

1.  Carlozzi,  M. : Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958. 


Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


for  the  best  in 
tetracycline  therapy 
new 


rapidly  effective 


GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


♦Trademark 


for  “This  Wormy  World” 


Pleasant  tasting 

‘ANTEPAR’ 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 


Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR’  SYRUP  ” Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR’  TABLETS  " Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  ” Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 


JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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LYSINE-VITAMINS 


CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 


DELICIOUS  CHERRY  FLAVOR 
DESIGNED  TO  APPEAL  TO 
BOTH  CHILDREN  AND  ADULTS 


PARTICULARLY 


:OR  CHILDREN 


Supplies  essential  iron  as  ferric  pyrophos-  H 
& phate,  highly  stable,  well-tolerated,  readily 

absorbed;  essential  vitamins  Bi,  B6  and  B12,  9 

| established  as  appetite  stimulants;  essentia  I jfl 

HP  l-Lysine  for  greater  protein  economy  in  the  JH 

HP  pediatric  diet. 

W INCREMIN  Syrup  * 

Each  teaspoonful(5cc.)contains: 

l-Lysine  HCI  . . 300  mg 

Ferric  Pyrophosphate  (Soluble) 250  mg 

Iron  (as  Ferric  Pyrophosphate) 30  mg 

Vitamin  B12  Crystalline 25  mcgm 

Thiamine  Mononitrate  (Bi) 10  mg 

Pyridoxine  HCI  (B6) 5 mg 

Alcohol 0.75% 


FORMULA: 


li 
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Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


sfc“In  view  of  the  beneficial  re- 
sponses observed  when  antacids 
and  bland  diets  were  used  concom- 
itantly with  prednisone  and  predni- 
solone, we  feel  that  these  measures 
should  be  employed  prophylaeti- 
cally  to  offset  any  gastrointestinal 
side  effects.” — Dordick,  J.  R.  et  al.: 
N.  Y.  State  J.  Med.  57:2049  (June 
15)  1957. 


*“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  I).  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


5fc“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-DEiTRA  or  CO-hydeltra. 


CoDeltra 

PREDNISONE  BUFFERED 

multiple  compressed  tablets 


provide  all  the  benefits 

of  “Predni-steroid”  therapy 

plus  positive  antacid  protection 
against  gastric  distress 


PREDNISOLONE  BUFFERED 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & D0HME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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“Meprotabs”  are  new,  coated,  white,  unmarked  400  mg.  tablets 
of  meprobamate.  ■ “Meprotabs”  are  pleasant  tasting,  and  easy  to 
swallow.  ■ In  this  new  form,  the  nature  of  medication  is  not  iden- 
tifiable by  the  patient.  ■ “Meprotabs”  are  indicated  for  the  relief  of 
anxiety,  tension  and  muscle  spasm  in  everyday  practice.  ■ Usual 


dosage:  One  or  two  tablets  t.i.d. 


Wallace  laboratories  , New  Brunswick.  N.  J. 


“Meprotabs” 

(2-methyl-2-n-propyl-l,  3-propanediol  dicarbamate) 
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* effective 
prophylaxis 


opam,  is  me  wnoie  pyridine  extract  ot  poison 
ivy  leaves  which  is  alum  precipitated  to  form  an 
insoluble  complex  that  is  readily  suspended  in 
normal  saline  for  injection.  This  results  in  immun- 
ity and  prevents  the  severe  reactions  often  seen 
from  the  prophylactic  use  of  ordinary  poison 
ivy  extracts. 

AQUA  IVY,  AP®,  is  administered  subcut- 
aneously with  little  or  no  pain,  and  without 
the  usual  reaction  at  the  site  of  injection. 
That's  why  it  is  so 

* EFFECTIVE  * NON-IRRITATING 

* LONG  ACTING  * INEXPENSIVE 


Literature  Available — Please  write  to  Dept.  M 
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Electrocardiograph  (Cambridge  Instrument  Co.) 1000 

Visette  (Sanborn  Co.) 1205 


The  "Versa-Scribe"  is  a completely  new  concept  in 
Electrocardiographs — it  does  more  ....  better!  This 
instrument  is  not  only  small  in  size,  light  in  weight, 
and  convenient  to  use,  but  it  combines  superior  per- 
formance and  versatility  of  use  to  a degree  hitherto  not 
available  in  any  Direct-Writing  Portable  Electrocardio- 
graph. The  unparalleled  versatility  of  this  direct- 
writing  instrument  is  implicit  in  its  name — "Versa- 
Scribe." 

Use  of  the  most  modern  electronic  techniques,  includ- 
ing transistors  and  printed  circuits,  combined  with  the 
craftsmanship  of  skilled  instrument  makers  of  long  ex- 
perience, has  not  only  made  possible  a superior  per- 
forming electrocardiograph,  but  one  possessing  fine 
appearance,  small  size  and  low  weight. 

Send  for  literature  or  a demonstration,  Doctor.  The 
“Versa-Scribe”  will  be  your  "electrocardiograph  of 
choice."  It  does  more — better! 

CAMBRIDGE  INSTRUMENT  CO.,  Inc. 

3034  Grand  Central  Terminal,  New  York  17,  N.  Y. 

Cleveland  15,  Ohio,  1720  Euclid  Avenue 
Detroit  2,  Mich.,  7410  Woodward  Avenue 
Oak  Park,  III.,  6605  West  North  Avenue 
Philadelphia  4,  Pa.,  135  South  36th  Street 
Silver  Spring,  Md.,  933  Gist  Avenue 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIGRAPH 

CAMBRIDGE 

ELECTROCARDIOGRAPHS 


SEE  IT  IN  BOOTHS  141-1  42  AT  THE  SHOW 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
atarax  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
broncho  spasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mgr.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


1001 


comp'©* 


tanphetam-n  protoco 


Synatan  employs  DURABOND* 


* a true  repository  technic  for  prolong- 
ing therapy  from  a single  dose  of  oral 
medication 

* technic  is  a depot  action  analogous 
to  that  of  long-acting  protamine- 
zinc  insulin  ...  a large  molecular 
polyionic  complex  acts  as  a bonding 
agent 

employs  no  resins,  wax  or  enteric 
coatings  of  any  kind  . . . release  is 
independent  of  intestinal  motility  or 
specific  pH 

Synatan  contains  tanphetamin  (dextro- 
amphetamine tannate)  17.5  mg.  in  a 
Durabond  tabule.  Also  available  — 
SECO-SYNATAN®,  Synatan  plus 
secobarbital  in  a Durabond  tabule. 
Dosage— 1 or  2 tabules  at  10  a.m.  for 


% provides  prolonged,  gradual,  uniform 
amphetamine  release  with  no  peaks 
or  valleys  of  activity  ...  no  sudden 
bursts  of  drug  release 

* incorporates  no  “drug  traps”  — the 
amount  of  drug  given  is  the  amount 
of  drug  released,  and  all  is  available 
for  absorption 

©provides  greater  anorexic  action 
while  minimizing  overstimulation 


all-day  control.  For  prescription  econ- 
omy prescribe  in  50’s. 

To  serve  your  patients  today— call  your 
pharmacist  for  any  additional  informa- 
tion you  may  need  to  help  you  prescribe 
Synatan  and  Seco-Synatan. 


•Patent  Pending 
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IRWIN,  NEISLER  <&  CO.,  Decatur,  Illinois 


-■ 


Combines  ACHROMYCIN  V with  NYSTATIN 


capsules  contain  250  mg.  tetracycline 
hcI  equivalent  (phosphate-buffered) 
and  250,000  units  Nystatin,  oral  sus- 
pension (cherry-mint  flavored)  Each 
5 cc.  teaspoonful  contains  125  mg. 
tetracycline  hcI  equivalent  (phosphate- 
buffered)  and  125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body 
weight  per  day)  in  the  average  adult  is 
4 capsules  or  8 tsp.  of  Achrostatin  V 
per  day,  equivalent  to  1 Gm.  of  Achro- 
mycin V. 


Achrostatin  V combines  Achromy- 
cin+  V ...  the  new  rapid-acting  oral 
form  of  AcHROMYCiNt  Tetracycline . . . 
noted  for  its  outstanding  effectiveness 
against  more  than  50  different  in- 
fections . . . and  Nystatin  ...  the  anti- 
fungal specific.  Achrostatin  V pro- 
vides particularly  effective  therapy  for 
those  patients  prone  to  monilial  over- 
growth during  a protracted  course  of 
antibiotic  treatment. 


m 


IE  £>€RL£  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NE 
♦Trademark  (Reg.  U S.  Pat.  Off. 
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Azo  Gantrisin  combines  potent  b'acteriostasis  with  anal- 
gesia for  better  management  of  urinary  tract  infections. 
Gantrisin  provides  therapeutically  effective  lymph  and 
urine  levels,  as  well  as  adequate  blood  levels,  for  control 
of  infection  at  its  source.  The  Azo  component  adds 
equally  swift  control  of  urinary  tract  pain  and  discomfort. 

[hoche]  Azo  Gantrisin 

Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc  • Nutley  10,  N.  J. 

GANTRISIN  BRAND  OF  SULF1S  OX  AZOLE 
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UNIQUE  ^I^binsf  research  discovery 

for  SELECTIVE , SUPERIOR 
skeletal  muscle  relaxation 


ROBAXIN  — a completely  new  chemical  formulation  — pro- 
vides sustained  relaxation  of  skeletal  muscle  spasm, 
without  impairment  of  muscle  strength  or  normal  neuro- 
muscular function  . . . and  with  essential  freedom  from 
adverse  side  effects.  Beneficial  in  94.4%  of  cases  tested. 


METHOCARBAMOL  'ROBINS'.  ll.S.  PAT.  NO.  2770649 


Supply:  A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

, Tablets,  0.5  Gm.,  bottles  of  50.  Ethical  Pharmaceuticals  of  Merit  since  1878 


patients 
with 
colds 


appreciate  the  Nova  hi  stine  LP  effect 


because  they  get  relief 


in  a few  minutes 


this  relief  continues 


for  as  long  as  12 


- hours 


after  a single  dose  of  2 


tablets 


Nova  hi  stine 

LP 

(LONG-ACTING  PRINCIPLE) 

TABLETS 

Each  tablet  contains: 

Phenylephrine  hydrochloride 20  mg. 

Chlorprophenpyridamine  maleate  4 mg. 
Supplied  in  bottles  of  50  tablets. 


PITMAN-MOORE  COMPANY 

Division  of  Allied  Laboratories,  Inc. 
Indianapolis  6,  Indiana 


♦Trademark 
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simultaneously  combating 


inf  la 


(0.2%  prednisolone 


0.3%  Chlor-Trimeton®- 
5 cc.  dropper 
bottle) 


standard  for  ocular  infections 


(Sulfacetamide  Sodium  U.S.P-5  and  15  cc.  dropper  bottles) 


(15  cc.  dropper  bottle) 


new,  superior 


Laboratories,  Inc  • Philadelphia  32,  Pa 


SPECIFIC  FOR  PAINFUF  MUSCFE  SPASM 


PARAFLEX 

Chlorzoxazone  f 

skeletal  muscle  relaxant 

HIGHLY  EFFECTIVE  WITH  PRACTICAL  DOSAGE 


in  common  traumatic,  orthopedic,  arthritic  and 
rheumatic  disorders,  including:  low  back  pain 
• sprains  • strains  • rheumatoid  arthritis  • osteoarthri- 
tis • spondylitis  • myalgia  • fibrositis  • cervical  root 
syndrome  • wry  neck  • disc  syndrome 

EFFECTIVELY  RELIEVES  SPASM  AND  PAIN  — In  a con- 
trolled, double-blind  study,  marked  improvement 
was  reported  in  all  but  one  of  15  patients  treated 
with  Paraflex.1  Another  investigator  noted  that 
symptoms  were  at  least  partially  alleviated  in  all  of 
the  patients  treated.2 

PRODUCES  LONG-LASTING  BENEFITS— Significant 
blood  levels  following  the  administration  of 
Paraflex  are  maintained  for  periods  of  6 hours  or 
more.3  In  most  patients,  the  beneficial  effects  of 
Paraflex  persisted  for  approximately  six  hours.4 


AVERAGE  DOSE-SIX  TABLETS  DAILY  — With 
Paraflex,  just  one  or  two  tablets,  three  times  daily 
is  an  average  effective  dose.  In  experimental  studies, 
Paraflex  was  found  to  be  from  one  and  one-half 
to  three  times  as  potent  as  other  commonly  used 
muscle  relaxants. 

is  well  tolerated  — Side  effects  are  uncommon 
and  seldom  severe  enough  to  require  discontinua- 
tion of  the  drug.5  Other  clinicians  have  encountered 
few  side  effects  to  date.1*2,4,6,7 

supplied— Tablets,  scored,  orange,  bottles  of  50. 
Each  tablet  contains  250  mg.  of  Paraflex. 

REFERENCES  — (1)  Settel,  E.:  Personal  communication. 
(2)  Holley,  H.  L.:  Personal  communication.  (3)  Burns,  J.  J.; 
Trousof,  N.,  and  Brodie,  B.  B.:  To  be  published.  (4)  Smith, 
R.  T.:  To  be  published.  (5)  Peak,  W.  P.,  and  Smith,  R.  T.: 
To  be  published.  (6)  Wiesel,  L.  L.:  Personal  communication. 
(7)  Passarelli,  W.  W.:  Personal  communication. 


CLINICAL  RESULTS  WITH  PARAFLEX 


investigator 


Disorder 


Number  of 
patients 
treated 


Number  of 
patients 
benefited 


Settel* 


acute  low  back  pain,  acute  traumatic 
myofascitis,  or  osteoarthritis 


15 


Holley* 


wry  neck,  cervical  spondylitis, 
and  disc  syndrome 


10 


Wiesel6 


advanced  osteoarthritis 


12 


Passareiii* 


degenerative  and 
rheumatoid  arthritis 


Passarelli* 


Totals 


varied  arthritic  rheumatic, 
and  traumatic  disorders 


52 


♦Trade-mark  +U.  S.  Patent  Pending 
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there’s  pain  and 
inflammation  here, 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis — or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid1 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate2'5  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 

of  treatment-interrupting 
side  effects1'6 

. . . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions 
Initially  as  above.  When 
satisfactory  control  is  obtained 
gradually  reduce  the  daily 
dosage  to  minimum  effective 
maintenance  level.  For  best 
results  administer  after 
meals  and  at  bedtime. 
Precautions:  Because 
sigmagen  contains 
prednisone,  the  same 
precautions  and 
contraindications  observed 
with  this  steroid  apply  also  to 
the  use  of  sigmagen. 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 


Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  Sigmagen  Tablets,  bottles  of  100 
and  1000. 

References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A. 
159:645,  1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad. 
Med.  17:1,  1955.  3.  Gelli,  G.,  and  Della  Santa, 
L.:  Minerva  Pediat.  7:1456,  1955.  4.  Guerra, 
F.:  Fed.  Proc.  12:326,  1953.  5.  Busse,  E.  A.: 
Clin.  Med.  2:1105,  1955.  6.  Sticker,  R.  B.:  Panel 
Discussion,  Ohio  State  M.  J.  52:1037,  1956. 


ACH  ROCI  Dl  N 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  capable  of 
modifying  the  course  of  common  upper  res- 
piratory infections  . . . particularly  valuable 
during  respiratory  epidemics;  when  bacterial 
complications  are  likely;  when  patient’s  his- 
tory is  positive  for  recurrent  otitis,  pulmo- 
nary, nephritic,  or  rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and 
new  caffeine-free  Achrocidin  Syrup  is  two 
tablets  or  teaspoonfuls  of  syrup  three  or  four 
times  daily.  Dosage  for  children  according 
to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (sugar  coated ) Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon  -lime  flavored)  Each  teaspoon- 
ful (5  cc.)  contains: 


Achromycin®  Tetracycline 

equivalent  to  tetracycline  HC1  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


rapidly  relieves  the 


debilitating  symptoms 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
♦Trademark 
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Your  first  source  for  professional 
information 


The  more  than  30,500  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 


• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 


Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

Qualifications  for  general  and  special 
work  under  the  Workman’s  Compensa- 
tion Act  of  New  York  State. 

Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiologists,  Chest  Physicians, 
Gastroenterology,  Obstetricians  and 
Gynecologists,  Pathologists,  Physi- 
cians, Radiology  and  Surgeons,  and  the 
International  College  of  Surgeons. 


Orders  are 
now  being 
taken  for 

1957 

EDITION 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  state  and  municipal 
hospitals  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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when  should 
varicose  veins  of 
the  long  saphenous 
system  not  be 
treated  surgically? 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


1.  When  the  superficial  veins  are  com- 
pensating for  a deep  circulation  that  has 
been  obliterated  by  thrombophlebitis; 

2.  when  there  is  inflammation  at  the 
operative  site  in  the  groin;  3.  when  there 
is  a very  septic  varicose  ulcer;  4.  when 
the  patient  is  confined  to  bed  for  reasons 
other  than  varicose  veins. 

Source  — Barrow,  D.  W.:  The  Clinical  Manage- 
ment of  Varicose  Veins,  ed.  2,  New  York,  Paul  B. 
Hoeber,  Inc.,  1957,  p.  79. 


in  varicose  vein  complications 

MY-B-DEr 

adenosine-5-monophosphate 


in  medical  or  surgical  management,  sys- 
temic therapy  with  My-B-Den  relieves 
itching  and  edema,  improves  dry  and 
scaling  skin  and  speeds  healing.  v- 

dosage 

Sustained-Action  My-B-Den:  20  mg./cc. 
and  100  mg./cc.— 1 cc.  daily  or  three  times 
weekly  as  needed. 

My-B-Den  Sublingual  Tablets— As  a supple- 
ment to  intramuscular  injections  — one  tablet 
five  times  daily  at  hourly  intervals. 

Note:  Do  not  discontinue  therapy  should  symptoms 
suddenly  increase.  This  phenomenon  frequently  pre- 
cedes the  complete  remission. 


Literature  available  to  physicians. 


AMES  COMPANY,  INC  . ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  44458 
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“Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles.”1  “Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.’”2 


rheumatoid  arthritis 
involves  both 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 


SUPPLIED:  Multiple  Compressed 
Tablets  in  two  formulas: 
MEPROLONE-2— 2.0  mg. 
prednisolone,  200  mg.  meprobamate 
and  200  mg.  dried  aluminum 
hydroxide  gel  (bottles  of  100). 
MEPROLONE-l-supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2  (bottles  of  100). 

1.  Comroe's  Arthritis:  Hollander,  J.  L,  p.  149  (Fifth 
Edition.  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 


joints  and 
muscles 

only 


muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & DOHME  Philadelphia  l.  Pa. 

Division  of  MERCK  & CO.,  Inc. 


Provides  therapeutic  quantities  of  all  known  hematinic  factors 


Potent  'Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just 
two  Pulvules  'Trinsicon’  daily  pro- 
duce a standard  response  in  the  aver- 
age uncomplicated  case  of  pernicious 
anemia  (and  related  megaloblastic 
anemias)  and  provide  at  least  an  aver- 


age dose  of  iron  for  hypochromic 
anemias,  including  nutritional  defi- 
ciency types.  The  intrinsic  factor  in  the 
'Trinsicon’  formula  enhances  (never 
inhibits)  vitamin  Bi2  absorption. 
Available  in  bottles  of  60  and  500. 

*'Trinsicon’  (Hematinic  Concentrate  with  Intrinsic  Factor, 
Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

819034 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  386  Fourth  Avenue,  New 
York  16,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  typed  double-spaced  with  adequate  margins.  The 
first  page  should  list  the  title,  the  name  of  the  author 
(or  authors),  degrees,  and  any  institutional  or  other 
credits.  Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and  should 
have  a brief  descriptive  title.  Quotations  must  in- 
clude full  credit  to  both  author  and  source.  Period- 
ical references  should  include  in  order:  author’s 

name  with  initials,  title,  periodical  abbreviation, 
volume,  pages,  and  year.  References  should  be 
numbered  consecutively  in  the  order  in  which  they 
appear  in  the  text.  Drawings  and  charts  should 
always  be  made  in  black.  For  half  tones,  glossy 
photographs  should  be  submitted.  Illustrations 
should  be  numbered  consecutively  and  indicated  in 
the  text.  The  number,  indication  of  the  top,  and 


the  author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 

GENERAL  INFORMATION 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circulation 
office:  386  Fourth  Avenue,  New  York  16,  New 

York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copyright  1958  by 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 
circulation  office,  386  Fourth  Avenue,  New  York  16, 
New  York.  Old  and  new  address  should  be  included 
as  well  as  a statement  whether  or  not  change  is 
permanent.  Six  weeks  is  required  to  effect  a change 
of  address. 
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Floyd  S.  Winslow,  M.D. 


Dr.  Floyd  S. 
Winslow,  who 
served  for 
nearly  twenty 
five  years 
as  a member 
of  the  A.M.A. 
House  of 
Delegates  and 
twenty  - three 
years  as  chair- 
man of  the 
Public  and  Professional  Relations  Commit- 
tee of  the  Medical  Society  of  the  State  of 
New  York,  died  at  his  home  in  Rochester  on 
February  18  at  the  age  of  seventy-seven. 

Born  in  Henrietta,  Monroe  County,  on 
May  17,  1880,  he  was  graduated  from  the 
Geneseo  State  Normal  School  in  1900. 
Thereafter  he  taught  as  principal  in  the 
Henrietta  Union  Free  School  from  1900  to 
1902.  Graduated  from  Cornell  University 
Medical  College  in  1906,  he  interned  at 
Rochester  General  Hospital  and  began  prac- 
tice in  Rochester  in  1907.  He  served  as 
Captain  in  the  United  States  Army  Medical 
Corps  from  1917  to  1919. 

Dr.  Winslow  was  attending  surgeon  at 
Rochester  General  Hospital,  associate  pa- 
thologist at  the  University  of  Rochester 
School  of  Medicine,  consulting  surgeon  at 
County  Hospital,  and  had  been  coroner’s 
physician  for  Monroe  County  since  1924. 
For  ten  years  he  was  a member  of  the  Board 
of  Managers  of  Iola  Sanatorium.  He  was 
vice-speaker  in  the  House  of  Delegates  of 
the  State  Society  from  1933  to  1935,  and 
president  of  the  Medical  Society  of  the  State 
of  New  York  in  1936. 

Always  active  in  the  affairs  of  his  uni- 
versity, Dr.  Winslow  was  a member  for  ten 
years  of  the  Board  of  Directors  of  Cornell 


Alumni  Corporation  and  president  of  that 
organization  from  1932  to  1934.  In  1934 
he  became  chairman  of  the  Public  Relations 
Committee  of  the  Medical  Society  of  the 
State  of  New  York,  in  which  office  he  served 
with  great  acumen  and  distinction.  When 
he  resigned  from  this  position  after  twenty- 
three  years,  his  own  county  medical  society 
(Monroe)  and  the  State  Society  paid  him 
tribute.  Even  the  Newspaper  Reporters’ 
Association  of  New  York  honored  him  with 
its  Byline  Service  Award,  primarily  for  his 
efforts  in  developing  a guide  of  cooperation 
between  the  medical  profession  and  the  vari- 
ous public  information  media.  In  listing 
many  of  his  accomplishments,  the  men  who 
knew  him  best  pointed  out  that  “for  twenty 
years  he  has  nurtured,  cajoled,  inspired,  and 
molded  physician  thinking  about  the  value  of 
public  relations.”  During  his  long  tenure  as 
public  relations  chairman,  many  progressive 
public  relations  projects  were  successfully 
accomplished.  Among  these,  in  addition  to 
the  “Guide  for  Cooperation,”  were  the  suc- 
cessful fight  against  socialized  medicine,  the 
founding  of  the  Newsletter , the  establishment 
of  emergency  medical  services  and  mediation 
committees  by  county  medical  societies,  and 
the  recent  “Standards  of  Practice  for  Doc- 
tors and  Lawyers.” 

Dr.  Winslow  was  a member  of  the  Medical 
Society  of  the  County  of  Monroe  (past 
president),  Rochester  Pathological  Society 
(past  president),  Rochester  Academy  of 
Medicine,  Medical  Society  of  the  State  of 
New  York,  American  Medical  Association, 
and  a Fellow  of  the  American  College  of 
Surgeons. 

His  kindly  wit  and  unfailing  good  humor 
endeared  him  to  all  who  knew  and  worked 
with  him.  He  will  be  sadly  missed,  but  of 
none  can  it  be  more  truthfully  said,  “He  has 
earned  his  rest.” 


Floyd  S.  Winslow,  M.D. 
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The  Convention  Issue 


This  year  the  Journal  appears  for  this  issue 
in  a new  cover.  The  Annual  Meeting  and 
the  meeting  of  the  House  of  Delegates  once 
more  come  at  the  same  time  in  May  after 
being  separated  in  1957.  This  1958  Con- 
vention Issue  contains  as  many  of  the 
annual  reports  as  could  be  prepared  by 
deadline  time  and  is  one  of  the  most  im- 
portant issues  of  the  year  because  of  those 
reports. 

Policy  of  the  State  Society  is  made  by  the 
actions  of  the  delegates  from  the  several 
county  societies.  These  delegates  must 
approve  or  disapprove  the  actions  of  the 
Council  and  officers  as  revealed  in  the  annual 
reports.  But  to  do  so  they  must  have  the 
opportunity  to  study  them  well  before  the 
Annual  Meeting.  For  this  reason  the 
Journal  publishes  them  a month  in  ad- 
vance of  the  Society’s  Annual  Meeting. 

This  year,  by  action  of  the  Council  and 
the  Board  of  Trustees,  a study  of  the  opera- 
tions of  the  Society  is  under  way  and 
may  be  reported  to  the  delegates  in  May. 


Editorial 

Good  Medical  Writing  Award.  Modern 
Medical  Monographs  announces  a new 
award  designed  to  encourage  better  medical 
writing.  Details  of  the  plan  are  given 
below.  One  who  sits  at  a medical  editor’s 
desk  receiving  manuscripts  is  in  a position 
to  pray  devoutly  that  more  of  such  awards 
may  be  forthcoming.  It  could  be  helpful 
if  the  movement  were  initiated  at  the  under- 
graduate level,  possibly  by  encouraging 
future  citizen-taxpayers  to  learn  to  spell 
better,  how  to  organize  what  is  to  be  writ- 
ten, how  to  punctuate,  and  when  to  stop. 

However,  the  presently  offered  award  is  a 
significant  step  forward.  It  is  the  hope  of 
this  writer  that  many  of  the  membership  of 
the  Medical  Society  of  the  State  of  New 
York  will  be  interested  in  competing. 


This  study  will  be  in  all  probability  some- 
what critical  of  the  structure  and  operation 
of  the  Society  in  the  light  of  modern  business 
and  other  practices.  With  this  criticism 
will  probably  come  certain  recommenda- 
tions to  improve  over-all  performance  and 
efficiency.  It  would  be  well  for  the  entire 
membership  to  study  the  annual  reports 
thoroughly,  and  of  course  they  are  required 
reading  for  all  delegates  who  will  have  a 
month  to  peruse  them  before  the  meeting. 

This  year  in  particular  it  is  of  vital  im- 
portance for  all  to  be  familiar  with  the  pres- 
ent structure  and  functioning  of  the  So- 
ciety in  order  to  have  some  perspective  on 
its  development  and  recent  expansion. 
Without  this  background  of  information  it 
will  be  difficult  to  evaluate  the  study  and 
recommendations  of  Rogers,  Slade  and 
Hill  with  intelligence  and  judgment. 

It  is  hoped  that  the  new  cover  design  will 
set  apart  this  Convention  Issue  of  the 
Journal  attractively  and  invite  a careful 
consideration  of  the  contents. 


Comment 

The  editors  of  Modern  Medical  Monographs,  a 
quarterly  publication,  announce  an  award  for  the 
best  unpublished  manuscript  for  a short  book  on 
a clinical  subject  in  the  field  of  internal  medicine. 
The  purpose  of  this  award,  which  will  be  known 
as  the  Modern  Medical  Monograph  Award,  is  to 
stimulate  young  physicians  to  communicate  their 
work  in  the  classical  form  of  the  monograph  and 
to  achieve  high  standards  of  medical  writing. 
The  winner  of  this  competition  will  receive  five 
hundred  dollars.  In  addition,  the  winning 
monograph,  if  found  suitable,  will  be  published 
as  a book  in  the  series,  Modern  Medical  Mono- 
graphs. The  generosity  and  cooperation  of  Dr. 
Henry  M.  Stratton,  president  of  Grune  and  Strat- 
ton, Inc.,  publishers  of  the  series,  have  made  this 
award  possible. 

The  entries  will  be  judged  for  style  and  clarity 
of  expression  by  a committee  of  the  American 
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Medical  Writers’  Association  and  for  clinical  in- 
terest and  scientific  value  by  the  editors  and  ad- 
visory board  of  Modern  Medical  Monographs. 

The  following  rules  will  govern  the  entries: 

1.  The  author,  or  authors,  must  be  a gradu- 
ate physician,  less  than  forty  years  of  age. 
Single  authorship  is  preferred,  but  two  co- 
authors wfill  be  acceptable.  The  name  of  the 
medical  school  from  which  the  author  graduated 
and  his  date  of  graduation  should  be  stated. 

2.  Manuscripts  should  be  submitted  in  dupli- 
cate (original  and  one  copy)  by  registered  mail, 
postmarked  no  later  than  October  1,  1958,  to  Dr. 
Richard  H.  Orr,  37  East  67th  Street,  New  York 
21,  Newr  York. 

3.  The  manuscript,  including  the  bibliog- 
raphy, must  consist  of  between  115  and  200 
double-spaced  typewritten  pages  with  ample  mar- 
gins and  not  more  than  40  illustrations  (figures 
or  photographs).  For  each  illustration  used,  the 


allowable  upper  limit  of  typewritten  manuscript 
pages  should  be  reduced  by  one. 

4.  Fishbein’s  book,  Medical  Writing  (third 
edition),  should  be  followed  in  preparation  of  the 
manuscript,  use  of  abbreviations,  and  biblio- 
graphic form. 

Experimental  Presentation.  In  a com- 
munication to  the  editor  on  page  1179  of 
this  issue,  Dr.  Arnold  Lieberman  presents  a 
case  report  in  a novel  manner,  as  an  experi- 
ment. He  titles  it  ‘ 1 The  Case  of  the  Terri- 
fied Hero,”  and  we  publish  his  communica- 
tion as  a kind  of  “whodunit.” 

Essentially,  the  usual  CPC’s  are  a kind  of 
medical  mystery,  and  perhaps  that  is  one 
reason  for  their  popularity.  Dr.  Lieber- 
man’s  case  report  is  the  first  to  be  submitted 
to  us  treated  in  this  manner.  It  has  the 
virture  of  novelty. 


ATTENTION:  PHYSICIANS  WITHIN  100-MILE 
RADIUS  OF  NEW  YORK  CITY! 

Within  the  next  few  days  you  will  receive  a questionnaire  from  your 
Bureau  of  Industrial  Health  and  Workmen’s  Compensation.  It  is  de- 
signed to  determine  how  many  physicians  are  interested  in  attending  a one- 
afternoon-a-week  course  in  occupational  medicine  at  the  Institute  of  In- 
dustrial Medicine,  New  York  University  Post-Graduate  Medical  School, 
New  York  City. 

If  you  are  interested  in  industrial  medicine  (and  you  should  be),  complete 
the  questionnaire  without  delay  and  return  it  to: 

Anthony  A.  Mira,  M.D.,  Director 
Bureau  of  Industrial  Health  and 
Workmen’s  Compensation 
Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  New  York 


1022 


New  York  State  J.  Med. 


NILEVAR  FOR  PROTEIN  TISSUE  BUILDING 


Protein  Deficiency,  a Hazard  in 

Surgical  Patients,  Reversed  with  Nilevar® 

With  surgery  made  safe  for  the  patient , 
the  patient  may  now  be  made  safe  for  surgery. 


sEssssssasassssssssssssssssss 


Hernia  repair  42.2 
Cholecystectomy  114.0 

Gastric  resection  54.0 
Colon  resection  37.0 


NITROGEN  LOSSES  IN  SURGICAL  PATIENTS  (after  Rhoads*) 

N LOSS  IN  GRAMS 


Acute  appendicitis  49.0 

50  60  70  80  90  100  110  120  130 

^COMPLETE  DATA  IN  ORIGINAL  ARTICLE  ( Rhoads , J.  E.:  Internat.  Abst.  Surg.  94:417  (May)  1952.) 


•0  20  30  40 


Patients  about  to  undergo  extensive  surgery1 
frequently  have  negative  nitrogen  balance  and 
protein  deficiency.  And  after  any  severe  trauma, 
including  extensive  surgery,  the  rate  of  protein 
breakdown  is  increased. 

It  is  also  well  recognized  that  patients  with  a 
strongly  negative  nitrogen  balance  are  much 
more  prone  to  suffer  delayed  wound  healing2, 
secondary  infections3,  shock2  and  delayed  con- 
valescence4. 

The  need  for  an  effective  protein  anabolic 
agent  is  stated  by  Moore  and  Ball5— “there  is  one 
unbreakable  rule  of  surgical  convalescence:  to 
complete  his  recovery,  regain  strength  and  re- 
turn to  work  the  patient  must  come  into  positive 
nitrogen  balance.” 

Nilevar  (brand  of  norethandrolone)  is  a new 
anabolic  steroid  which  rapidly  and  effectively  re- 
verses or  diminishes  excessive  protein  catabolism 
and  nitrogen  loss  accompanying  major  surgical 
procedures.  The  protein  anabolic  activity  of 


Nilevar  is  specific.  There  are  usually  minimal  or 
no  androgenic  side  effects. 

In  addition  to  its  use  both  preoperatively  and 
postoperatively,  Nilevar  is  indicated  in  all  con- 
ditions in  which  excessive  protein  catabolism 
(nitrogen  loss)  hinders  or  delays  convalescence: 

Recovery  from  pneumonia,  poliomyelitis,  se- 
vere burns  and  fractures,  and  in  the  care  of  pre- 
mature infants,  decubitus  ulcers  and  wasting 
diseases  such  as  cancer  and  tuberculosis. 

The  daily  adult  dose  is  three  to  five  Nilevar 
tablets  (30  to  50  mg.).  For  children  the  daily 
dosage  is  1 to  1.5  mg.  per  kilogram  of  body 
weight  for  the  first  ten  days  of  treatment,  after 
which  the  daily  dosage  should  be  reduced  in  all 
prepuberal  patients  to  0.5  mg.  per  kilogram  of 
body  weight.  Individual  dosages  depend  on  the 
need  for  and  the  response  to  therapy.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in 
the  Service  of  Medicine.  References  supplied  on 
request. 
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in  angina  pectoris 


new 


Peritrat  Cwm  Nitroglycerin 

(brand  of  pentaerythritol  tetranitrate)  ** 


to  relieve  the  acute  attack  and 
sustain  coronary  vasodilatation 


the  long-acting  emergency  tablet  for  “stress  days” 

Peritrate  with  Nitroglycerin  (an  uncoated, 
sublingual  tablet  which  disintegrates 
immediately)  contains  1/200  gr. 
nitroglycerin  plus  10  mg.  Peritrate  (sublingual). 

It  provides  immediate  relief  of  anginal  pain 
with  hours  of  sustained  coronary  vasodilatation. 

Dosage:  1 tablet  sublingually  as  needed. 


WARN  ER  - CHILCOTT 
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1958  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

May  12  through  16 — Hotel  Statler , New  York  City 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
will  be  called  to  order  at  10  a.m.  on  Monday, 
May  12,  1958,  in  the  Penn  Top,  18th  floor  of  the 
Hotel  Statler,  New  York  City. 

In  accordance  with  Chapter  II,  Section  3 of  the 
Bylaws,  the  House  will  assemble  according  to  the 
following  schedule: 

Monday,  May  12,  1958,  10  a.m. 

Tuesday,  May  13,  1958,  9 a.m.  and  2 p.m. 

Wednesday,  May  14,  1958,  9 a.m. 

At  the  last  adjourned  session  (9  a.m.,  Wednes- 
day, May  14)  the  election  of  officers,  councillors, 
trustees,  and  delegates  to  the  American  Medical 
Association  will  occur  in  accordance  with  Chap- 
ter III,  Section  1 of  the  Bylaws. 

Frederick  W.  Williams,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 

152nd  Annual  Meeting 

The  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be  held  on 
Wednesday,  May  14,  at  7 p.m.  in  the  Penn  Top, 
18th  floor,  Hotel  Statler,  New  York  City. 

Thurman  B.  Givan,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in  the 
foyer  of  the  Penn  Top,  18th  floor  of  the  Hotel 
Statler,  on  Monday,  May  12,  after  9 a.m.;  for 
members  and  guests  on  the  west  mezzanine  on 


Monday  through  Thursday,  May  12  through  15, 
from  8:30  a.m.  to  5:30  p.m.,  and  on  Friday, 
Alay  16,  from  8:30  a.m.  to  12  noon. 

Exhibits 

Scientific  Exhibits  will  be  located  in  the 
Georgian  Room,  ballroom  floor,  and  on  the  ball- 
room balcony. 

Scientific  Motion  Pictures  will  be  shown  in  the 
Dartmouth  Room,  ballroom  floor. 

Industrial  Exhibits  will  be  located  on  the  ball- 
room floor  and  on  the  mezzanine. 

All  exhibits  will  open  at  9 a.m.  and  close  at  5:30 
p.m.  daily  May  12  through  16,  except  Friday , when 
they  will  close  at  12  noon. 

Scientific  Program 

General  Sessions  will  be  held  Monday  and  Tues- 
day mornings  and  every  afternoon,  Monday, 
Alay  12,  through  Friday,  May  16. 

Section  and  Session  Meetings  will  be  held 
Wednesday,  Thursday,  and  Friday  mornings, 
Alay  14  through  16,  at  9 a.m. 

See  page  1026  for  program  of  meetings. 

Dinner  Dance 

The  Dinner  Dance,  in  conjunction  with  the 
Annual  Aleeting,  will  be  held  in  the  Penn  Top, 
Wednesday,  Alay  14,  at  7 p.m. 

Tickets  will  be  available  at  the  registration 
desk  on  the  west  mezzanine  and  on  the  18th  floor. 

The  JVoman’s  Auxiliary 

See  page  1058  for  program. 
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SCIENTIFIC  PROGRAM 

Chairman 

Alfred  P.  Ingegno,  M.D.,  Kings 

Associate  Chairmen 

Julius  E.  Stolfi,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 
John  N.  Edson,  M.D.,  Kings 

AND 

Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 


Hotel  Statler , New  York  City 
Monday , May  12,  10  A.M. 

Gold  Ballroom,  Ballroom  Balcony 
Bernard  J . Pisani,  M.D.,  Presiding 


Symposium  and  Panel  Discussion:  Recent  Advances  in  Special  Fields  of  Surgery, 
Parti 

J.  Maxwell  Chamberlain,  M.D.,  New  York  City,  Moderator 

Attending,  In  Charge  of  Thoracic  Surgery,  Roosevelt  Hospital;  Assistant 
Clinical  Professor  of  Surgery,  College  of  Physicians  and  Surgeons  of  Columbia 
University 

Surgery  of  the  Heart 

Alvin  A.  Bakst,  M.D.,  Brooklyn 

Director,  Department  of  Thoracic  and  Cardiovascular  Surgery,  Jewish 
Hospital  of  Brooklyn;  Clinical  Assistant  Professor  of  Surgery,  State 
University  of  New  York  Downstate  Medical  Center 

Surgery  of  the  Blood  Vessels 

Jere  W.  Lord,  Jr.,  M.D.,  New  York  City 

Visiting  Surgeon,  Bellevue  Hospital  Center;  Professor  of  Clinical  Sur- 
gery, New  York  University  Post-Graduate  Medical  School 

Surgery  of  the  Lung 

Daniel  A.  Mulvihill,  M.D.,  New  York  City 

Chief,  Department  of  Thoracic  Surgery,  St.  Vincent’s  Hospital;  Associ- 
ate Professor  of  Clinical  Surgery,  New  York  University  College  of 
Medicine 
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Surgery  of  the  Esophagus 

Emil  A.  Naclerio,  M.D.,  New  York  City 

Chief,  Thoracic  Surgery  Services,  Columbus  Hospital  and  Harlem 
Hospital 

After  each  'participant  has  given  a ten-  to  fifteen-minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Monday , May  12,  2 P.M. 

Gold  Ballroom , Ballroom  Balcony 

Symposium  and  Panel  Discussion:  Recent  Advances  in  Special  Fields  of  Surgery, 

Part  II 

E.  Jefferson  Browder,  M.D.,  Brooklyn,  Moderator 

Director,  Department  of  Surgery,  Long  Island  College  Hospital;  Professor  of 

Neurosurgery,  State  University  of  New  York  Downstate  Medical  Center 

Surgery  of  the  Eye 

Graham  Clark,  M.D.,  New  York  City 

Assistant  Attending  Ophthalmologist,  Presbyterian  Hospital;  Associate 
in  Ophthalmology,  College  of  Physicians  and  Surgeons  of  Columbia 
University 

Surgery  of  the  Ear 

Samuel  Rosen,  M.D.,  New  York  City 

Consulting  Otologist  and  Chief  of  Stapes  Mobilization  Clinic,  Mount 
Sinai  Hospital;  Associate  Clinical  Professor  of  Otolaryngology,  College 
of  Physicians  and  Surgeons  of  Columbia  University 

Neurosurgical  Advances 

Irving  S.  Cooper,  M.D.,  New  York  City 

Director,  Department  of  Neurosurgery,  St.  Barnabas  Hospital  for 
Chronic  Diseases;  Professor  of  Research  Surgery,  New  York  University 
Post-Graduate  Medical  School 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Monday , May  12,  3:30  P.M. 

Gold  Ballroom,  Ballroom  Balcony 

Symposium  and  Panel  Discussion:  Recent  Advances  in  Special  Fields  of  Surgery, 

Part  III 

Frank  Glenn,  M.D.,  New  York  City,  Moderator 

Surgeon-in-Chief,  New  York  Hospital;  Lewis  Atterbury  Stimson  Professor  of 
Surgery,  Cornell  University  Medical  College 

Surgery  of  the  Pancreaticobiliary  System 

Henry  Doubilet,  M.D.,  New  York  City 

Visiting  Surgeon,  Bellevue  Hospital  Center  and  University  Hospital; 
Associate  Professor  of  Surgery,  New  York  University  College  of  Medi- 
cine 


April  1,  1958 
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Portacaval  Surgery 

Louis  M.  Rousselot,  M.D.,  New  York  City 

Director,  Department  of  Surgery,  St.  Vincent’s  Hospital;  Professor  of 
Clinical  Surgery,  New  York  University  College  of  Medicine 

Surgery  of  the  Stomach  and  Duodenum 

Frederick  H.  Amendola,  M.D.,  New  York  City 

Chief  of  Surgery,  Roosevelt  Hospital;  Director  of  Surgery,  Lincoln 
Hospital,  Bronx 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  he  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Tuesday , May  13,  10  A.M. 

Gold  Ballroom,  Ballroom  Balcony 
Julius  E.  Stolfi,  M.D.,  Presiding 

Symposium  and  Panel  Discussion:  Functional  Disorders  of  the  Esophagus 

A.  H.  Aaron,  M.D.,  Buffalo,  Moderator 

Professor  of  Clinical  Medicine  (Emeritus),  University  of  Buffalo  School  of 
Medicine 

Basic  Mechanisms  of  Normal  and  Abnormal  Esophageal  Motility 

Bertram  Fleshler,  M.D.,  Boston,  Massachusetts  (By  invitation) 
Massachusetts  Memorial  Hospital 

Surgical  Management  of  Cardiospasm 

F.  Henry  Ellis,  Jr.,  M.D..  Rochester, -Minnesota  (By  invitation ) 

The  Mayo  Clinic 

The  A.  Walter  Suiter  Lecture — Medical  Aspects  of  Functional  Disorders  of  the 
Esophagus 

Charles  A.  Flood,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Medicine,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

After  each  participant  has  given  his  introductory  presentation , there  will  he  an  informal 
panel  discussion  of  questions  submitted  through  the  moderator. 


Tuesday,  May  13,  2 P.M. 

Gold  Ballroom,  Ballroom  Balcony 

Symposium  and  Panel  Discussion:  Recent  Advances  in  Antimicrobial  Therapy, 

Parti 

Perrin  H.  Long,  M.D.,  Brooklyn,  Moderator 

Chief,  Department  of  Medicine,  Kings  County  Hospital  Center;  Professor  and 
Chairman,  Department  of  Medicine,  State  University  of  New  York  Downstate 
Medical  Center 
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General  Considerations  Concerning  the  Use  of  Antimicrobial  Agents 

Robert  C.  Austrian,  M.D.,  Brooklyn 

Attending  Physician,  Kings  County  Hospital  Center;  Professor  of 
Medicine,  State  University  of  New  York  Downstate  Medical  Center 

The  Control  of  Viral  Infections 

Joseph  L.  Melnick,  M.D.,  Bethesda,  Maryland  {By  invitation) 

Chief,  Virus  Laboratories,  National  Institutes  of  Health 

The  Control  of  Rickettsial  Infections 

Harry  M.  Rose,  M.D.,  New  York  City 

Attending  Microbiologist  and  Associate  Attending  Physician,  Columbia 
— Presbyterian  Medical  Center;  Chairman,  Department  of  Micro- 
biology, and  Borne  Professor  of  Medical  and  Surgical  Research,  College 
of  Physicians  and  Surgeons  of  Columbia  University 


After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation,  there 
wilt  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Tuesday , May  13,  3:30  P.M. 
Gold  Ballroom , Ballroom  Balcony 


Symposium  and  Panel  Discussion:  Recent  Advances  in  Antimicrobial  Therapy, 

Part  II 

Carl  Muschenheim,  M.D.,  New  York  City,  Moderator 

Attending  Physician,  New  York  Hospital;  Associate  Professor  of  Clinical 
Medicine,  Cornell  University  Medical  College 

Antimicrobial  Therapy  of  Tuberculosis 

Edward  H.  Robitzek,  M.D.,  Staten  Island 

Director  and  Attending  Physician,  Medical  Service,  Seaview  Hospital; 
Attending  Pneumonologist,  Staten  Island  Hospital 

Antimicrobial  Therapy  of  Syphilis 

Jules  E.  Vandow,  M.D,  New  York  City 

Assistant  Attending  Dermatologist  and  Syphilologist,  Bellevue  Hos- 
pital; Chief,  Division  of  Social  Hygiene,  New  York  City  Department 
of  Health 

Therapy  of  Mycotic  Infection 

Frederick  Reiss,  M.D.,  New  York  City 

Chief,  Dermatology  Service,  Montefiore  Hospital;  Associate  Clinical 
Professor  of  Dermatology  and  Syphilology,  New  York  University  Post- 
Graduate  Medical  School 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 
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Wednesday,  May  14,  2 P.M. 

Gold  Ballroom,  Ballroom  Balcony 
Bernard  J.  Pisani,  M.D.,  and  Alfred  P.  Ingegno,  M.D.,  Presiding 

Symposium  and  Panel  Discussion:  Medical  and  Surgical  Complications  of  Pregnancy 

Morris  Glass,  M.D.,  Brooklyn,  Moderator 

Director,  Department  of  Obstetrics  and  Gynecology,  Long  Island  College 

Hospital;  Clinical  Professor  of  Obstetrics  and  Gynecology,  State  University  of 

New  York  Downstate  Medical  Center 

Heart  Disease 

Harold  Gorenberg,  M.D.,  Jersey  City,  New  Jersey  ( By  invitation ) 

Chief,  Cardiac  Clinic,  and  Attending  Physician,  Margaret  Hague 
Maternity  Hospital 

Diabetes  Mellitus 

Henry  Dolger,  M.D.,  New  York  City 

Chief,  Diabetes  Clinic  and  Prenatal  Diabetes  Clinic,  Mount  Sinai 
Hospital 

Hematologic  Disorders 

A.  Leonard  Luhby,  M.D.,  New  York  City 

Director,  Maternal  and  Newborn  Hematology  Laboratory,  New  York 
Medical  College — Metropolitan  Medical  Center;  Associate  Professor  of 
Pediatrics,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals 

Surgical  Emergencies 

John  A.  Lawler,  M.D.,  New  York  City 

Attending  Surgeon,  St.  Vincent’s  Hospital,  University  Hospital,  and 
Bellevue  Hospital;  Assistant  Professor  of  Clinical  Surgery,  New  York 
University  College  of  Medicine. 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  he  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Wednesday,  May  14,  3:30  P.M. 

Gold  Ballroom,  Ballroom  Balcony 

Symposium  and  Panel  Discussion:  Secreting  Tumors:  Clinical  Recognition  and 

Management 

Martin  Perlmutter,  M.D.,  Brooklyn,  Moderator 

Chief,  Endocrine  and  Isotope  Laboratory,  Maimonides  Hospital;  Clinical 
Associate  Professor  of  Medicine,  State  University  of  New  York  Downstate 
Medical  Center 

Selected  Observations  on  Carcinoid,  Mastocytoma,  and  Pheochromocytoma 

Albert  Sjoerdsma,  M.D.,  Bethesda,  Maryland  ( By  invitation) 

Senior  Investigator,  National  Heart  Institute,  National  Institutes  of 
Health;  Associate  in  Medicine,  George  Washington  University  School 
of  Medicine,  Washington,  D.C. 
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Pheochromocytomas 

Marcel  Goldenberg,  M.D.,  New  York  City 

Assistant  Attending  Physician,  Presbyterian  Hospital;  Assistant  Clin- 
ical Professor  of  Medicine,  College  of  Physicians  and  Surgeons  of 
Columbia  University 

Secreting  Pancreatic  Tumors 

Martin  G.  Goldner,  M.D.,  Brooklyn 

Director,  Department  of  Medicine,  Jewish  Chronic  Disease  Hospital; 
Clinical  Professor  of  Medicine,  State  University  of  New  York  Downstate 
Medical  Center 

Parathyroid  Adenomas 

I.  Snapper,  M.D.,  New  York  City 

Director  of  Medicine  and  Medical  Education,  Beth-El  Hospital,  Brook- 
lyn 


After  each  'participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Thursday,  May  15,  2 P.M. 

Gold  Ballroom,  Ballroom  Balcony 
Alfred  P.  Ingegno,  M.D.,  Presiding 


Symposium  and  Panel  Discussion:  Coma  and  Unconsciousness 

Linn  J.  Boyd,  M.D.,  New  York  City,  Moderator 

Director  of  Medicine  and  Director  of  Graduate  Studies,  New  York  Medical 

College,  Flower  and  Fifth  Avenue  Hospitals 

The  Physician’s  Responsibility  to  the  Unconscious  Patient 

Emanuel  M.  Papper,  M.D.,  New  York  City 

Director,  Anesthesiology  Service,  Presbyterian  Hospital;  Professor  and 
Executive  Officer,  Department  of  Anesthesiology,  College  of  Physicians 
and  Surgeons  of  Columbia  University 

Management  of  Diabetic  Coma 

Milton  B.  Handelsman,  M.D.,  Brooklyn 

Chief,  Diabetic  Clinic,  and  Attending  Physician,  Long  Island  College 
Hospital;  Clinical  Associate  Professor  of  Medicine,  State  University  of 
New  York  Downstate  Medical  Center 

Management  of  Uremic  Coma 

Marvin  F.  Levitt,  M.D.,  New  York  City 

Assistant  Attending  Physician,  Mount  Sinai  Hospital 

Management  of  Hepatic  Coma 

Joseph  Post,  M.D.,  New  York  City 

Associate  Physician,  Lenox  Hill  Hospital;  Associate  Professor  of  Clin- 
ical Medicine,  New  York  University  College  of  Medicine 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


April  1,  1958 


1031 


SCIENTIFIC  PROGRAM 


Thursday , May  15,  3:30  P.M. 
Gold  Ballroom,  Ballroom  Balcony 


Symposium  and  Panel  Discussion:  Rehabilitative  Measures  in  Clinical  Practice 

Donald  A.  Covalt,  M.D.,  New  York  City,  Moderator 

Associate  Director,  Institute  of  Physical  Medicine  and  Rehabilitation,  Bellevue 

Hospital  Center;  Professor,  Department  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  College  of  Medicine 

The  Cardiac 

Menard  M.  Gertler,  M.D.,  New  York  City 

Fellow,  Department  of  Physical  Medicine  and  Rehabilitation,  New 
York  University  College  of  Medicine 

The  Arthritic 

Edward  W.  Lowman,  M.D.,  New  York  City 

Clinical  Director,  Institute  of  Physical  Medicine  and  Rehabilitation, 
Bellevue  Hospital  Center;  Associate  Professor,  Clinical  Physical  Medi- 
cine and  Rehabilitation,  New  York  University  College  of  Medicine 

Pain  and  Disability  of  the  Shoulder  Girdle 

Arthur  A.  Michele,  M.D.,  Brooklyn 

Director  of  Orthopedic  Surgery,  U.S.  Public  Health  Service  Hospital, 
.Staten  Island;  Assistant  Professor  of  Orthopedic  Surgery,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hospitals 


After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  he  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Friday,  May  16,  2 P.M. 

Sky  top,  18  th  Floor 
Alfred  P.  Ingegno,  M.D.,  Presiding 


Symposium  and  Panel  Discussion:  The  Use  of  Radioisotopes  in  Clinical  Practice 
Sidney  Ketyer,  M.D.,  Elmhurst,  Moderator 

Radiation  Therapist,  Department  of  Radiation  Medicine,  Queens  Hospital 
Center,  Jamaica;  Assistant  Attending  Physician  in  Isotopes,  Flushing  Hospital 

Value  in  Diagnosis 

George  C.  Cotzias,  M.D.,  Upton 

Senior  Scientist;  Head  of  Physiology  Division,  Medical  Research 
Center,  Brookhaven  National  Laboratory 

Therapeutic  Indications  and  Results 

Harold  N.  Schwinger,  M.D.,  Brooklyn 

Director,  Department  of  Radiology,  Unity  Hospital;  Clinical  Assistant 
Professor  of  Radiology,  State  University  of  New  York  Downstate 
Medical  Center 
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Hazards : Present  and  Future 

Walter  T.  Murphy,  M.D.,  Buffalo 

Director  of  Therapeutic  Radiology,  Roswell  Park  Memorial  Institute; 
Associate  Clinical  Professor  of  Radiology,  University  of  Buffalo  School 
of  Medicine 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Friday , May  16,  3:30  P.M. 
Skytop,  18th  Floor 


Symposium  and  Panel  Discussion:  Some  Present  Concepts  of  Carcinogenesis 

Cornelius  P.  Rhoads,  M.D.,  New  York  City,  Moderator 

Director,  Sloan-Kettering  Institute  and  Scientific  Director,  Memorial  Center 

for  Cancer  and  Allied  Diseases;  Professor  of  Pathology,  Cornell  University 

Medical  College  (Sloan-Kettering  Division) 

The  Role  of  Inhalants 

Walter  E.  O’Donnell,  M.D.,  New  York  City 

Assistant  Director,  Strang  Clinic,  and  Assistant,  Division  of  Preventive 
Medicine,  Sloan-Kettering  Institute,  Memorial  Center  for  Cancer  and 
Allied  Diseases;  Assistant  Professor  of  Preventive  Medicine,  Cornell 
University  Medical  College  (Sloan-Kettering  Division) 

Late  Radiation  Injury 

James  J.  Nickson,  M.D.,  New  York  City 

Attending  Radiation  Therapist,  Sloan-Kettering  Institute  and  Memorial 
Center  for  Cancer  and  Allied  Diseases;  Professor  of  Radiology,  Cornell 
University  Medical  College 

The  Role  of  Viruses 

Chester  M.  Southam,  M.D.,  New  York  City 

Clinical  Virologist,  Sloan-Kettering  Institute  and  Memorial  Center  for 
Cancer  and  Allied  Diseases;  Assistant  Professor  of  Medicine,  Cornell 
University  Medical  College 

Bladder  Carcinoma 

Willet  F.  Whitmore,  Jr.,  M.D.,  New  York  City 

Attending  Urologist,  Sloan-Kettering  Institute  and  Memorial  Center 
for  Cancer  and  Allied  Diseases;  Associate  Professor  of  Clinical  Surgery 
(Urology),  Cornell  University  Medical  College 

After  each  participant  has  given  a ten-  to  fifteen-minute  introductory  presentation , there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator . 
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All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secretary 
of  the  Section  or  Session. 

Discussants  should  have  their  remarks  typed  and  should  hand  them  to 
the  Secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  and  Session  meetings  shall  begin  promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To 
participate  in  the  election  of  any  Section , a member  must  register  with  such 
Section  ” — Bylaws,  Chapter  XII,  Section  3. 


Section  on 
Allergy 


Chairman Victor  L.  Cohen,  M.D.,  Erie 

Vice-Chairman Harry  Markow,  M.D.,  Kings 

Secretary Harry  Leibowitz,  M.D.,  Kings 


Wednesday , May  14—9  A.M. 

West  Room , Ballroom  Floor 

1.  A Simplified  Method  for  Measuring  Pulmonary 
Resistance  in  Man 

John  T.  Sharp,  M.D.,  Kenmore,  Established 
Investigator,  the  American  Heart  Associa- 
tion 

James  O.  Elam,  M.D.,  Buffalo,  Chief  of 
Anesthesiology,  Roswell  Park  Memorial 
Institute 

Discussion:  Harold  A.  Lyons,  M.D.,  Brook- 
lyn, Director,  Second  Pulmonary  Disease 
Division,  and  Consultant  in  Cardiopulmonary 
Disease,  Kings  County  Hospital  Center;  As- 
sociate Professor  of  Medicine,  State  Univer- 
sity of  New  York,  Downstate  Medical  Center 

2.  Guillain-Barre  Syndrome  Following  Tetanus 
Antitoxin 

Carl  Arbesman,  M.D.,  Buffalo,  Chief,  De- 
partment of  Allergy,  and  Director,  Allergy 
Laboratories,  Buffalo  General  Hospital; 
Assistant  Clinical  Professor  of  Medicine, 
University  of  Buffalo  School  of  Medicine 
Irving  Hyman,  M.D.,  Buffalo,  Chief,  Depart- 
ment of  Neurology,  Buffalo  General  Hos- 
pital; Clinical  Professor  of  Neurology  and 


Associate  in  Psychiatry,  University  of 
Buffalo  School  of  Medicine 
Georges  Dauzier,  M.D.,  Buffalo  (By  invita- 
tion), Resident  in  Medicine,  Buffalo  Gen- 
eral Hospital 

Discussion:  Richard  D.  Wiseman,  M.D., 

Syracuse,  Assistant  Attending  Physician, 
Syracuse  Memorial  Hospital;  Instructor, 
Allergy  Clinic,  Syracuse  Dispensary 

3.  The  Relationship  of  Atopic  Allergy  and  Derma- 
titis 

John  S.  Strauss,  M.D.,  Boston,  Massachu- 
setts (By  invitation),  Assistant  Professor  of 
Dermatology,  Boston  University  School  of 
Medicine 

Discussion:  Marion  B.  Sulzberger,  M.D., 

New  York  City,  Director,  Department  of 
Dermatology  and  Syphilology,  University 
Hospital;  Professor  and  Chairman,  Depart- 
ment of  Dermatology  and  Syphilology,  New 
York  University  Post-Graduate  Medical 
School 

PANEL  DISCUSSION 

The  Role  of  Infection  in  Allergip  Diseases 

Harry  Leibowitz,  M.D.,  Brooklyn,  Moderator, 
Assistant  Chief,  Allergy  Clinic,  Long  Island 
College  Hospital;  Associate  Attending  Physi- 
cian, Allergy  Clinic,  Beth-El  Hospital 
Francis  E.  Ehret,  M.D.,  Buffalo,  Chief, 
Allergy  Clinic,  Edward  J.  Meyer  Memorial 
Hospital;  Attending  Physician  and  Chief, 
Department  of  Allergy,  Sisters  of  Charity 
Hospital 

M.  Murray  Peshkin,  M.D.,  New  York  City, 
Consulting  Physician,  Mount  Sinai  Hospital; 
Clinical  Professor  of  Pediatrics  and  Medicine, 
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Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

Arthur  W.  Grace,  M.D.,  Brooklyn,  Professor  of 
Dermatology  and  Syphilology,  State  University 
of  New  York  Downstate  Medical  Center 
Joseph  L.  Goldman,  M.D.,  New  York  City,  Head, 
Department  of  Otolaryngology,  Mount  Sinai 
Hospital;  Clinical  Professor  of  Otolaryngology, 
College  of  Physicians  and  Surgeons  of  Columbia 
University 

Section  on 
Anesthesiology 

Chairman 

George  A.  Keating,  M.D.,  Westchester 

Vice-Chairman.  .Victor  J.  Tofany,  M.D.,  Monroe 

Secretary Irving  M.  Pallin,  M.D.,  Kings 

Friday,  May  16—9  A.M. 

Penn  Top  South,  18th  Floor 

1.  The  Utilization  of  Nesacaine  (Chloroprocaine)  in 
Conduction  Anesthesia  for  Obstetrics 

F.  Paul  Ansbro,  M.D.,  Brooklyn,  Director, 
Department  of  Anesthesiology,  St.  Cather- 
ine’s Hospital;  Attending  Anesthesiologist, 
Adelphi  Hospital 

Albert  E.  Blundell,  M.D.,  Kew  Gardens, 
Director,  Department  of  Anesthesiology, 
St.  Anthony’s  Hospital;  Associate  Attend- 
ing Anesthesiologist,  St.  Catherine’s  Hos- 
pital, Brooklyn 

Benson  Bodell,  M.D.,  Flushing,  Depart- 
ment of  Anesthesiology,  St.  Catherine’s 
Hospital 

Robert  E.  Furlong,  M.D.,  Woodhaven, 
Department  of  Anesthesiology,  St.  Cather- 
ine’s Hospital 

Discussion:  Raphael  W.  Robertazzi,  M.D., 
Brooklyn,  Associate  Director,  Department  of 
Anesthesiology,  University  Hospital;  Assist- 
ant Visiting  Anesthesiologist,  Bellevue  Hos- 
pital Center 

2.  Experiences  with  Mechanical  Respirators: 
Their  Relative  Efficiency  in  Attaining  Adequate 
Ventilation 

E.  Dean  Babbage,  M.D.,  Buffalo,  Chairman, 
Department  of  Anesthesiology,  Millard 
Fillmore  Hospital;  Chief,  Department  of 
Anesthesiology,  Edward  J.  Meyer  Memorial 
Hospital 

James  O.  Elam,  M.D.,  Buffalo,  Chief  of  Anes- 
thesiology, Roswell  Park  Memorial  Institute 
Discussion:  Duncan  Holaday,  M.D.,  New 

York  City,  Associate  Attending  Anesthesiol- 


ogist, Presbyterian  Hospital 

3.  The  Value  of  Venous  Pressure  Measurements 
During  Anesthesia 

Charles  C.  Wycoff,  M.D.,  New  York 
City,  Assistant  Attending  Anesthesiologist, 
Presbyterian  Hospital;  Associate,  Depart- 
ment of  Anesthesiology,  College  of  Physi- 
cians and  Surgeons  of  Columbia  University 
Discussion:  Benton  Davis  King,  M.D.,  Buf- 
falo, Professor  of  Anesthesiology,  University 
of  Buffalo  School  of  Medicine 

4.  Comparison  of  Demerol,  Nembutal,  or  Benadryl 
with  Scopolamine  or  Atropine  for  Preoperative 
Medication 

Gertie  F.  Marx,  M.D.,  Mount  Vernon, 
Associate  Visiting  Anesthesiologist,  Bronx 
Municipal  Hospital  Center 
Louis  R.  Orkin,  M.D.,  Bronx,  Director,  De- 
partment of  Anesthesiology,  Bronx  Munici- 
pal Hospital  Center;  Professor  of  Anesthesi- 
ology, Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

Discussion:  Sylvan  Surks,  M.D.,  Queens, 

Chief,  Department  of  Anesthesiology,  Long 
Island  Jewish  Hospital;  Associate  Attending 
Anesthesiologist,  Kings  County  Hospital 
Center 

5.  Anesthetic  Management  of  72  Consecutive 
Cases  of  Tracheoesophageal  Fistula 

Rita  Jacobs,  M.D.,  New  York  City,  Assistant 
Attending  Anesthesiologist,  Presbyterian 
Hospital;  Associate  in  Anesthesiology,  Col- 
lege of  Physicians  and  Surgeons  of  Columbia 
University 

Discussion:  Richard  N.  Terry,  M.D.,  Buffalo, 
Chief,  Department  of  Anesthesiology,  Buffalo 
General  Hospital;  Attending  Anesthesiologist, 
Children’s  Hospital 

6.  A Study  of  Systematic  and  Portal  Venomotor 
Activity  in  Dogs  and  Its  Possible  Clinical 
Implications 

Antonio  Boba,  M.D.,  Albany,  Assistant 
Attending  Anesthesiologist,  Albany  Hos- 
pital; Assistant  Professor  of  Anesthesiology, 
Albany  Medical  College  of  Union  Univer- 
sity 

Charles  M.  Landmesser,  M.D.,  Albanj^, 
Attending  Anesthesiologist,  Albany  Hos- 
pital; Professor  of  Anesthesiology,  Albany 
Medical  College  of  Union  University 
Discussion:  Paul  N.  Yu,  M.D.,  Rochester, 

Assistant  Attending  Physician,  Strong  Me- 
morial Hospital;  Consulting  Physician, 
Genesee  Hospital 
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Section  on 
Chest  Diseases 


Chairman Mark  H.  Williams,  M.D.,  Broome 

Vice-Chairman Ida  Levine,  M.D.,  Kings 

Secretary Harry  Golembe,  M.D.,  Sullivan 


Friday , May  16— -9  A.M. 

West  Room , Ballroom  Floor 

1.  Significance  of  Circulating  Neoplastic  Cells  in 
Patients  with  Carcinoma  of  the  Lung 

George  Eugene  Moore,  M.D.,  Buffalo, 
Director,  Roswell  Park  Memorial  Institute 
Charles  A.  Ross,  M.D.,  Buffalo  (By  invita- 
tion) 

Discussion:  Oscar  Auerbach,  M.D.,  East 

Orange,  New  Jersey  (By  invitation) , Chief, 
Laboratory  Service,  Veterans  Administration 
Hospital 

Herbert  C.  Maier,  M.D.,  New  York  City, 
Director,  Department  of  Surgery,  Lenox  Hill 
Hospital 

2.  Anatomic  Studies  of  Coronary  Arteries 

Allan  Stranahan,  M.D.,  Albany,  Assistant 
Attending  Thoracic  Surgeon,  Albany  Hos- 
pital 

Discussion:  Harry  Gross,  M.D.,  New  York 
City,  Associate  Physician,  Elmhurst  General 
Hospital,  Queens 

Simon  Dack,  M.D.,  New  York  City,  Assist- 
ant Attending  Physician,  Mount  Sinai  Hos- 
pital 

3.  Tracheal  Fenestration  as  a New  Method  of 
Treatment  of  Advanced  Emphysema 

Edward  Ernest  Rockey,  M.D.,  New  York 
City,  Associate  Visiting  Thoracic  Surgeon, 
Metropolitan  Hospital 

Samuel  Alcott  Thompson,  M.D.,  New  York 
City,  Director,  Department  of  Thoracic 
Surgery,  Metropolitan  Hospital 
Edgar  Mayer,  M.D.,  New  York  City,  Associ- 
ate Attending  Physician,  University  Hos- 
pital 

Israel  Rappaport,  M.D.,  New  York  City, 
Visiting  Physician,  Bellevue  Hospital 
Center 

Charles  Francis  Blazsik,  M.D.,  New  York 
City,  Associate  Attending  Physician,  Man- 
hattan General  Hospital 
Discussion:  Alvan  Leroy  Barach,  M.D.,  New 
York  City,  Associate  Attending  Physician, 
Presbyterian  Hospital 

Ralph  D.  Alley,  M.D.,  Albany,  Assistant 
Attending  Thoracic  Surgeon,  Albany  Hospital 


Section  on 

Dermatology  and  Syphilology 

Chairman. . . . J.  Lowry  Miller,  M.D.,  New  York 

Vice-Chairman 

Herbert  L.  Traenkle,  M.D.,  Erie 

Secretary David  Bloom,  M.D.,  New  York 

Wednesday , May  14—9  A.M. 

Gold  Ballroom , Ballroom  Balcony 

1.  Chairman’s  Address — The  Significance  of  the 
Biologic  False-Positive  Reaction 

J.  Lowry  Miller,  M.D.,  New  York  City, 
Chief  of  Dermatology,  Vanderbilt  Clinic, 
Columbia — Presbyterian  Medical  Center; 
Associate  Clinical  Professor  of  Dermatol- 
ogy,  College  of  Physicians  and  Surgeons  of 
Columbia  University 

2.  Measurement  of  Gonadal  Radiation  During 
Treatment  for  Tinea  Capitis 

Anthony  C.  Cipollaro,  M.D.,  New  York 
City,  Professor  and  Director,  Department 
of  Dermatology,  New  York  Polyclinic 
Medical  School  and  Hospital 
Andrew  Kallos,  M.D.,  Kearny,  New  Jersey 
(By  invitation),  Instructor,  Department  of 
Dermatology,  New  York  Polyclinic  Med- 
ical School  and  Hospital 
John  P.  Ruppe,  Jr.,  M.D.,  New  York  City, 
Instructor,  Department  of  Dermatology, 
New  York  Polyclinic  Medical  School  and 
Hospital 

Discussion:  Earl  D.  Osborne,  M.D.,  Buffalo, 
Professor  of  Dermatology  and  Syphilology, 
University  of  Buffalo  School  of  Medicine 

3.  The  Dermatogeriatric  Service  in  a Hospital- 
Home 

Alexander  William  Young,  Jr.,  M.D., 
New  York  City,  Attending  Physician,  New 
York  Hospital  Outpatient'  Department; 
Assistant  Attending  Dermatologist,  St. 
Luke’s  Hospital 

Discussion:  Leslie  P.  Barker,  M.D.,  New 

York  City,  Chief,  Dermatology  Service,  St. 
Luke’s  Hospital;  Associate  Clinical  Professor 
of  Dermatology,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

4.  Polymorphic  Light-Sensitive  Eruptions 

John  H.  Lamb,  M.D.,  Oklahoma  City,  Okla- 
homa (By  invitation),  Professor  of  Derma- 
tology and  Syphilology,  University  of  Okla- 
homa School  of  Medicine 


1036 


New  York  State  J.  Med. 


SCIENTIFIC  PROGRAM 


PANEL  DISCUSSION 

The  Influence  of  Ultraviolet  Light  on  the  Human 
Skin 

Meyer  H.  Slatkin,  M.D.,  Brooklyn,  Moderator, 
Attending  Dermatologist,  Beth-El  Hospital; 
Associate  Attending  Dermatologist,  Vanderbilt 
Clinic,  Columbia — Presbyterian  Medical  Center 

John  H.  Lamb,  M.D.,  Oklahoma  City,  Oklahoma 
{By  invitation),  Professor  of  Dermatology  and 
Syphilology,  University  of  Oklahoma  School  of 
Medicine 

Joseph  J.  Hallett,  M.D.,  Rochester,  Attending 
Dermatologist,  St.  Mary’s  Hospital;  Assistant 
Attending  Dermatologist,  Strong  Memorial 
Hospital 

Bertram  Shaffer,  M.D.,  Philadelphia,  Pennsyl- 
vania {By  invitation),  Assistant  Clinical  Pro- 
fessor of  Dermatology  and  Syphilology,  Univer- 
sity of  Pennsylvania  School  of  Medicine 

Frances  Pascher,  M.D.,  Brooklyn,  Attending 
Physician,  Department  of  Dermatology  and 
Syphilology,  University  Hospital 

Section  on 

Gastroenterology  and  Proctology 


Chairman Sydney  D.  Weston,  M.D.,  Kings 

Vice-Chairman 

M.  Luther  Musselman,  M.D.,  Erie 

Secretary Sidney  M.  Fierst,  M.D.,  Kings 


Thursday , May  15—9  A.M. 

Sky  top,  18  th  Floor 

PANEL  DISCUSSION 

Current  Concepts  of  Ulcerative  Disease  of 
the  Gastrointestinal  Tract 

Sydney  D.  Weston,  M.D.,  Brooklyn,  Moderator , 
Attending  Proctologist,  Maimonides  Hospital 
and  Jewish  Chronic  Disease  Hospital 

Psychiatry 

Melitta  Sperling,  M.D.,  New  York  City, 
Associate  Psychiatrist,  Kings  County  Hos- 
pital Center;  Clinical  Professor  of  Psychiatry, 
State  University  of  New  York  Downstate 
Medical  Center 

Proctology 

Michael  R.  Deddish,  M.D.,  New  York  City, 
Attending  Surgeon  and  Chief,  Rectal  and 
Colon  Services,  Memorial  Center  for  Cancer 
and  Allied  Diseases;  Associate  Professor  of 
Clinical  Surgery,  Cornell  University  Medical 
College 


Surgery 

Clarence  Dennis,  M.D.,  Brooklyn,  Chief, 
Department  of  Surgery,  Kings  County  Hos- 
pital Center;  Professor  and  Chairman,  De- 
partment of  Surgery,  State  University  of 
New  York  Downstate  Medical  Center 
Internal  Medicine 

A.  H.  Aaron,  M.D.,  Buffalo,  Professor  of  Clin- 
ical Medicine  (Emeritus),  University  of 
Buffalo  School  of  Medicine 

Radiology 

Maxwell  H.  Poppel,  M.D.,  New  York  City, 
Director  and  Chairman,  Department  of 
Radiology,  Bellevue  Hospital  Center 


Section  on 
General  Practice 

Chairman 

. . . . J.  Hunter  Fuchs,  M.D.,  Queens  {Deceased) 

Vice-Chairman 

Royal  S.  Davis,  M.D.,  Westchester 

Secretary Arthur  Howard,  M.D.,  Fulton 

Wednesday,  May  14—9  A.M. 
Washington  Room , Mezzanine 

1.  Tuberculosis  and  the  Family  Physician 

Carl  Muschenheim,  M.D.,  New  York  City, 
Attending  Physician,  New  York  Hospital; 
Associate  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College 
Discussion:  Frederick  Beck,  M.D.,  Ray 

Brook,  Director,  Ray  Brook  State  Tubercu- 
losis Hospital 

Joseph  J.  Witt,  M.D.,  Utica,  Attending 
Physician,  St.  Luke’s — Memorial  Hospital 
Center 

Robert  L.  Yeager,  M.D.,  Pomona, 
Superintendent  and  Medical  Director,  Sum- 
mit Park  Sanatorium 

William  G.  Childress,  M.D.,  Valhalla, 
Director,  Tuberculosis  Division,  Grasslands 
Hospital 

PANEL  DISCUSSION 

The  Problem  of  Viral  Hepatitis 

Joseph  Post,  M.D.,  New  York  City,  Moderator, 
Associate  Attending  Physician,  Lenox  Hill 
Hospital  and  University  Hospital 
Arthur  J.  Patek,  Jr.,  M.D.,  New  York  City, 
Assistant  Attending  Physician,  Columbia — 
Presbyterian  Medical  Center;  Director,  De- 
partment of  Medicine,  St.  Barnabas  Hospital 
for  Chronic  Diseases,  Bronx 
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William  J.  Eisenmenger,  M.D.,  New  York  City, 
Assistant  Adjunct  Physician,  Lenox  Hill  Hos- 
pital 

Mary  Ann  Payne,  M.D.,  New  York  City,  Assist- 
ant Attending  Physician,  New  York  Hospital; 
Assistant  Professor  of  Clinical  Medicine,  Cornell 
University  Medical  College 

PANEL  DISCUSSION 

Early  Recognition  of  Psychiatric  Conditions 

Joint  Meeting  with  Section  on  Neurology  and 
Psychiatry 

Walter  C.  Alvarez,  M.D.,  Chicago,  Illinois, 
Moderator  { By  invitation ),  Editor-in-Chief, 
Modern  Medicine 

Henry  L.  Rutzler,  M.D.,  New  York  City, 
Assistant  Attending  Physician,  University  Hos- 
pital 

Lawrence  E.  Hinkle,  Jr.,  M.D.,  New  York 
City,  Attending  Physician,  New  York  Hospital 
Outpatient  Department 

Arthur  J.  Lapovsky,  M.D.,  Brooklyn,  Attend- 
ing Neuropsychiatrist,  Maimonides  Hospital 
and  Jewish  Chronic  Disease  Hospital;  Assistant 
Clinical  Professor  of  Neurology,  State  Uni- 
versity of  New  York  Downstate  Medical  Center 

Abe  Pinsky,  M.D.,  Brooklyn,  Clinical  Assistant 
Professor  of  Psychiatry,  State  University  of 
New  York  Downstate  Medical  Center;  Lec- 
turer, American  Institute  for  Psychoanalysis 


Section  on 

Industrial  Medicine  and  Surgery 

Chairman.  . James  H.  McDonough,  M.D.,  Oneida 

Vice-Chairman 

Norman  Plummer,  M.D.,  New  York 

Secretary Harry  A.  Hanson,  M.D.,  Monroe 

Wednesday,  May  14—9  A.M. 

East  Room,  Ballroom  Floor 

1.  Uses  and  Abuses  of  “Tranquilizers”  in  Indus- 
trial Practice 

Richard  T.  Smith,  M.D.,  Philadelphia, 
Pennsylvania  {By  invitation ),  Director, 
Department  of  Rheumatology,  Benjamin 
Franklin  Clinic 

2.  Current  Use  of  Immunizing  Agents 

Roderick  Murray,  M.D.,  Bethesda,  Mary- 
land {By  invitation),  Director,  Division  of 
Biologies  Standards,  National  Institutes  of 
Health 


3.  The  Acute  Respiratory  Disease  Problem  in 
Industry 

Norman  J.  Ashenburg,  M.D.,  Rochester, 
Physician,  Eastman  Kodak  Company; 
Assistant  Attending  Physician,  Strong 
Memorial  Hospital 

4.  The  Role  of  the  Medical  Society  in  Industrial 
Health 

Anthony  A.  Mira,  M.D.,  New  York  City, 
Director,  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation,  Medical  Society 
of  the  State  of  New  York 
General  Discussion 


Section  on 
Medicine 

Chairman Herbert  Berger,  M.D.,  Richmond 

Vice-Chairman 

Victor  L.  Pellicano,  M.D.,  Niagara 

Secretary Thomas  L.  Frawley,  M.D.,  Albany 

Friday,  May  16 — 9 A.M. 

Dallas  Room,  Mezzanine 

1.  Chairman’s  Address — Extrarenal  Excretory 
Methods  in  Kidney  Failure 

Herbert  Berger,  M.D.,  Staten  Island, 
Director  of  Medicine,  Richmond  Memorial 
Hospital;  Consultant  in  Internal  Medicine, 
U.S.  Public  Health  Service  Hospital 

2.  Advances  in  the  Management  of  Diabetic 
Acidosis 

John  W.  Runyan,  Jr.,  M.D.,  Albany,  Attend- 
ing Physician,  Albany  General  Hospital; 
Assistant  Professor  of  Medicine,  Albany 
Medical  College  of  Union  University 
Discussion:  Frederick  W.  Williams,  M.D., 
Bronx,  Consulting  Physician,  Bronx  Eye  and 
Ear  Infirmary;  Attending  Physician,  St. 
Francis  Hospital 

Richard  W.  Greene,  M.D.,  Syracuse, 
Assistant  Attending  Physician,  Crouse-Irving 
Hospital,  Hospital  of  the  Good  Shepherd,  and 
Syracuse  Dispensary 

3.  Use  of  Iproniazide  (Marsilid)  in  Nontuberculous 
Diseases 

David  M.  Bosworth,  M.D.,  New  York  City, 
Director,  Department  of  Orthopedip  Sur- 
gery, St.  Luke’s  Hospital;  Attending  Ortho- 
pedic Surgeon,  Sea  View  Hospital,  Staten 
Island 
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Discussion:  Edward  H.  Robitzek,  M.D., 

Staten  Island,  Director,  Department  of  Medi- 
cine, Sea  View  Hospital;  Attending  Physi- 
cian, Staten  Island  Hospital 
Douglass  S.  Thompson,  M.D.,  New  York 
City,  Director  of  Student  Medicine,  New 
York  University  College  of  Medicine 

4.  Chronic  Thyroiditis  and  Autoimmunization 

John  R.  Paine,  M.D.,  Buffalo,  Attending 
Surgeon,  Buffalo  General  Hospital;  Pro- 
fessor of  Surgery,  University  of  Buffalo 
School  of  Medicine 

Discussion:  John  C.  McClintock,  M.D., 

Albany,  Associate  Clinical  Professor  of  Sur- 
gery, Albany  Medical  College  of  Union  Uni- 
versity 

5.  New  York  State  Society  of  Internal  Medicine: 
Its  History  and  Purpose 

Paul  C.  Clark,  M.D.,  Syracuse,  Attending 
Physician,  University  Hospital;  President, 
New  York  State  Society  of  Internal  Medi- 
cine 


Section  on 

Neurology  and  Psychiatry 


Chairman Meyer  Rosenberg,  M.D.,  Kings 

Secretary Isaac  Shapiro,  M.D.,  Schenectady 


Wednesday , May  14 — 9 A.M. 

Hartford  Room , Mezzanine 

PANEL  DISCUSSION 

Parkinson’s  Disease 

Lewis  J.  Doshay,  M.D.,  New  York  City,  Moder- 
ator, Associate  Attending  Physician,  Neurolog- 
ical Institute,  Columbia — Presbyterian  Medical 
Center 

Pathology 

Abner  Wolf,  M.D.,  New  York  City,  Attend- 
ing Neuropathologist,  Columbia — Presby- 
terian Medical  Center;  Consultant,  Depart- 
ment of  Pathology,  Veterans  Administration 
Hospital,  Bronx 
. Surgical  Therapy 

J.  Lawrence  Pool,  M.D.,  New  York  City, 
Director,  Department  of  Neurosurgery, 
Columbia — Presbyterian  Medical  Center 

Medical  Therapy 

Morris  B.  Bender,  M.D.,  New  York  City, 
Director,  Department  of  Neurology,  Belle- 
vue Hospital  Center;  Attending  Neurologist, 
Mount  Sinai  Hospital 


PANEL  DISCUSSION 

Epilepsy:  Classification  and  Types  and  Newer 
Treatments 

Pathophysiology 

H.  Houston  Merritt,  M.D.,  New  York  City, 
Moderator , Director,  Department  of  Neu- 
rology, Presbyterian  Hospital;  Professor  of 
Neurology,  College  of  Physicians  and  Sur- 
geons of  Columbia  University 

Classification  and  Diagnosis 

Sidney  Carter,  M.D.,  New  York  City,  At- 
tending Neurologist,  Presbyterian  Hospital; 
Associate  Professor  of  Clinical  Neurology, 
College  of  Physicians  and  Surgeons  of  Colum- 
bia University 

Medical  Therapy 

Melvin  D.  Yahr,  M.D.,  New  York  City, 
Associate  Attending  Neurologist,  Presby- 
terian Hospital;  Associate  Attending  Neurol- 
ogist and  Psychiatrist,  Lenox  Hill  Hospital 

Surgical  Therapy 

Joseph  Ransohoff,  M.D.,  Yonkers,  Associate 
Attending  Neurosurgeon,  Presbyterian  Hos- 
pital; Attending  Neurosurgeon,  St.  John’s 
Riverside  Hospital 

PANEL  DISCUSSION 

Early  Recognition  of  Psychiatric  Conditions 

{Joint  Meeting  with  Section  on  General  Practice) 
Washington  Room , Mezzanine 

Walter  C.  Alvarez,  M.D.,  Chicago,  Illinois, 
Moderator  ( By  invitation),  Editor-in-Chief, 
Modern  Medicine 

Henry  L.  Rutzler,  M.D.,  New  York  City, 
Assistant  Attending  Physician,  University 
Hospital 

Lawrence  E.  Hinkle,  Jr.,  M.D.,  New  York 
City,  Attending  Physician,  New  York  Hospital 

Arthur  J.  Lapovsky,  M.D.,  Brooklyn,  Attending 
Neuropsychiatrist,  Maimonides  Hospital  and 
Jewish  Chronic  Disease  Hospital;  Assistant 
Clinical  Professor  of  Neurology,  State  Univer- 
sity of  New  York  Downstate  Medical  Center 

Abe  Pinsky,  M.D.,  Brooklyn,  Clinical  Assistant 
Professor  of  Psychiatry,  State  University  of 
New  York  Downstate  Medical  Center;  Lec- 
turer, American  Institute  for  Psychoanalysis 

Section  on 

Obstetrics  and  Gynecology 

Chairman.  .Albert  W.  Van  Ness,  M.D.,  Onondaga 
V ice-Chairman 

Michael  J.  Jordan,  M.D.,  New  York 
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Secretary Richard  W.  Baetz,  M.D.,  Erie 

Thursday , May  15 — 9 A.M. 

East  Room , Ballroom  Floor 

PANEL  DISCUSSION 

In  Situ  Carcinoma  of  the  Cervix : Diagnosis, 

Management,  and  in  Pregnancy 

Emerson  Day,  M.D.,  New  York  City,  Moderator , 
Director,  Strang  Cancer  Prevention  Clinic; 
Chief,  Division  of  Preventive  Medicine,  Sloan- 
Kettering  Institute,  Memorial  Center  for  Can- 
cer and  Allied  Diseases 

1.  Diagnosis 

Robert  E.  L.  Nesbitt,  Jr.,  M.D.,  Albany, 
Professor  of  Obstetrics  and  Gynecology; 
Director,  Education  and  Research  in 
Obstetrics  and  Gynecology,  Albany  Med- 
ical College  of  Union  University 

2.  Some  Problems  in  Cytodetection  and  Patho- 
logic Diagnosis 

Leopold  G.  Koss,  M.D.,  New  York  City, 
Director  of  Cytology  and  Associate 
Attending  Pathologist,  Memorial  Center 
for  Cancer  and  Allied  Diseases;  Associ- 
ate Professor  of  Pathology,  Cornell  Uni- 
versity Medical  School  (Sloan-Kettering 
Division) 

3.  Problem  Lesions 

Norbert  B.  Reicher,  M.D.,  Syracuse, 
Clinical  Professor  of  Gynecology,  Clin- 
ical Associate  Professor  of  Obstetrics, 
State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse 

4.  Management 

Michael  J.  Jordan,  M.D.,  New  York 
City,  Director,  Department  of  Obstetrics 
and  Gynecology,  St.  Clare’s  Hospital; 
Attending  Gynecologist,  University  Hos- 
pital 

5.  Pregnancy  Relationship 

Paul  K.  Birtch,  M.D.,  Buffalo,  Clinical 
Assistant,  Department  of  Obstetrics  and 
Gynecology,  Buffalo  General  Hospital; 
Assistant  Attending  Obstetrician  and 
Gynecologist,  Children’s  Hospital 

Clyde  L.  Randall,  M.D.,  Buffalo,  Assist- 
ant Attending  Gynecologist,  Children’s 
Hospital;  Chief,  Department  of  Ob- 
stetrics and  Gynecology,  Buffalo  General 
Hospital 

Richard  W.  Baetz,  M.D.,  Buffalo,  Attend- 


ing Obstetrician,  Children’s  Hospital; 
Assistant  Attending  Obstetrician  and 
Gynecologist,  Buffalo  General  Hospital 
Donald  W.  Hall,  M.D.,  Buffalo,  Clinical 
Assistant,  Department  of  Obstetrics  and 
Gynecology,  Buffalo  General  Hospital; 
Assistant  Attending  Obstetrician,  Chil- 
dren’s Hospital 

Section  on 
Ophthalmology 

Chairman.  .Milton  L.  Berliner,  M.D.,  New  York 

Vice-Chairman 

Donald  E.  Moore,  M.D.,  Onondaga 

Secretary . . . .Thomas  M.  d’Angelo,  M.D.,  Queens 

Friday , May  16 — 9 A.M. 
Washington  Room , Mezzanine 

SYMPOSIUM 

Causes  of  Failure  in  Retinal  Detachment  Surgery 
and  Their  Treatment 

1.  Clinical  Findings 

Morton  L.  Rosenthal,  M.D.,  Brooklyn, 
Assistant  Surgeon,  New  York  Eye  and  Ear 
Infirmary;  Instructor  in  Ophthalmology, 
New  York  University  Post-Graduate  Medi- 
cal School 

Discussion:  Michael  Shea,  M.D.,  Boston, 

Massachusetts  (By  invitation),  Massachusetts 
. Eye  and  Ear  Infirmary 

2.  Pathologic  Aspects 

Joseph  A.  C.  Wadsworth,  M.D.,  New  York 
City,  Assistant  Attending  Ophthalmolo- 
gist, Presbyterian  Hospital;  Consulting 
Ophthalmologist,  New  Rochelle  Hospital 
Discussion:  Ivan  J.  Koenig,  M.D.,  Buffalo, 

Chief,  Department  of  Ophthalmology,  Chil- 
dren’s Hospital  and  Buffalo  General  Hospital; 
Consulting  Ophthalmologist,  Buffalo  Eye 
and  Ear  Hospital  and  Wettlaufer  Clinic 

3.  Retinopexy 

James  L.  McGraw,  M.D.,  Syracuse,  Ophthal- 
mologist, Crouse-Irving  Hospital;  St. 
Mary’s  Maternity  Hospital  and  Children’s 
Home;  Veterans  Administration  Hospital 
Discussion:  Graham  Clark,  M.D.,  New  York 
City,  Assistant  Attending  Ophthalmologist, 
Presbyterian  Hospital 

4.  Vitreous  Implants  in  Cases  of  Reoperation 

Donald  McK.  Shafer,  M.D.,  New  York 
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City,  Surgeon  and  Director,  Department  of 
Ophthalmology,  Manhattan  Eye,  Ear  and 
Throat  Hospital;  Ophthalmologist,  Roose- 
velt Hospital  Outpatient  Department 
Discussion:  Joseph  J.  Frank,  M.D.,  Syracuse, 
Associate  Attending  Ophthalmologist,  St. 
Joseph’s  Hospital,  Syracuse  Memorial  Hos- 
pital 

5.  Scleral  Buckling  in  Reoperation 

Charles  L.  Schepens,  M.D.,  Boston,  Massa- 
chusetts (By  invitation ),  Director  of  Retina 
Foundation,  Massachusetts  Eye  and  Ear 
Infirmary 

Discussion:  Edward  W.  D.  Norton,  M.D., 
New  York  City,  Surgeon  in  Ophthalmology, 
New  York  Hospital  Outpatient  Department; 
Assistant  Visiting  Neuro-ophthalmologist, 
Bellevue  Hospital  Center 


Section  on 
O tolaryngology 

Chairman. . . .Samuel  F.  Kelley,  M.D.,  New  York 

Vice-Chairman 

Alfred  W.  Doust,  M.D.,  Onondaga 

Secretary . .Daniel  C.  Baker,  Jr.,  M.D.,  New  York 

Thursday , May  15—9  A.M. 

Penn  Top  South,  18th  Floor 

1.  Problems  Associated  with  Tracheotomy 

Daniel  C.  Baker,  Jr.,  M.D.,  New  York  City, 
Surgeon  Director,  Manhattan  Eye,  Ear  and 
Throat  Hospital 

Discussion:  David  L.  Poushter,  M.D.,  Syra- 
cuse, Associate  Attending  Otolaryngologist, 
Hospital  of  the  Good  Shepherd;  Assistant 
Professor  of  Otolaryngology,  State  University 
of  New  York  Upstate  Medical  Center  in 
Syracuse 

2.  Management  of  Nasal  Polypi 

Michael  H.  Barone,  M.D.,  Buffalo,  Attend- 
ing Otolaryngologist,  Buffalo  Eye  and  Ear 
Hospital  and  Wettlaufer  Clinic;  Instructor 
in  Otolaryngology,  University  of  Buffalo 
School  of  Medicine 

Discussion:  Russell  Clark  Grove,  M.D., 

New  York  City,  Chief  Otolaryngologist; 
Chief  Rhinologist,  Institute  of  Allergy,  Roose- 
velt Hospital 

3.  Stapes  Mobilization  Mechanisms  (Film) 

EdmuNd  P.  Fowler,  Jr.,  M.D.,  New  York 
City,  Professor  of  Otolaryngology,  College 


of  Physicians  and  Surgeons  of  Columbia 
University 

Milos  Basek,  M.D.,  New  York  City,  Direc- 
tor of  Residency  Program,  Otolaryngology, 
Presbyterian  Hospital;  Instructor  in 
Otolaryngology,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

4.  Mobilization  of  the  Stapes  Operation  with 
Evaluation  and  Follow-up  Results 

James  A.  Moore,  M.D.,  New  York  City, 
Attending  Surgeon  in  Charge  of  Otolaryn- 
gology, New  York  Hospital;  Associate  Pro- 
fessor of  Clinical  Surgery  (Otolaryngology), 
Cornell  University  Medical  College 
Discussion:  Greydon  G.  Boyd,  M.D.,  New 

York  City,  Surgeon,  New  York  Eye  and  Ear 
Infirmary;  Associate  Professor  of  Otolaryn- 
gology, New  York  University  College  of 
Medicine 

5.  Carcinoma  of  the  Paranasal  Sinuses:  Evalua- 
tion of  Methods  of  Treatment 

George  A.  Sisson.  M.D.,  Syracuse,  Attend- 
ing Surgeon,  Hospital  of  the  Good  Shep- 
herd; Associate  Professor  of  Surgery 
(Otolaryngology),  State  University  of  New 
York  Upstate  Medical  Center  in  Syracuse 
Norman  E.  Johnson,  M.D.,  Syracuse,  Assist- 
ant Attending  Otolaryngologist,  Syracuse 
Memorial  Hospital;  Clinical  Assistant  Pro- 
fessor of  Otolaryngology,  State  University 
of  New  York  Upstate  Medical  Center  in 
Syracuse 

Discussion:  John  S.  Lewis,  M.D.,  New  York 
City,  Assistant  Attending  Otolaryngologist, 
Head  and  Neck  Service,  Memorial  Center  for 
Cancer  and  Allied  Diseases;  Clinical  Assist- 
ant Attending  Otolaryngologist,  Roosevelt 
Hospital 

Section  on 

Pathology  and  Clinical  Pathology 

Chairman James  R.  Lisa,  M.D.,  Queens 

Vice-Chairman '. 

Hollis  K.  Russell,  M.D.,  Westchester 

Secretary George  K.  Higgins,  M.D.,  New  York 

Thursday,  May  15 — 9 A.M. 

West  Room,  Ballroom  Floor 

* SYMPOSIUM 

Cytology 

Introduction 

James  R.  Lisa,  M.D.,  Elmhurst,  Director  of 
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Pathology,  Department  of  Hospitals,  City  of 
New  York;  Director  of  Pathology  Labora- 
tories, Doctors  Hospital 

Cytology  of  the  Female  Genital  Tract 

Ruth  Graham,  M.D.,  Buffalo  ( By  invitation ), 
Cytologist,  Roswell  Park  Memorial  Institute 

Cytology  of  the  Respiratory  System 

Peter  Herbut,  M.D.,  Philadelphia,  Pennsyl- 
vania ( By  invitation),  Professor  of  Pathology, 
Jefferson  Medical  College 

A Teaching  Program  for  Cytology  in  New  York 

State 

Herbert  Derman,  M.D.,  Kingston,  President, 
New  York  State  Association  of  Public  Health 
Laboratories;  Pathologist,  Kingston  Hos- 
pital 

General  Discussion 


Section  on 
Pediatrics 

Chairman. . . .William  O.  Kopel,  M.D..  Onondaga 

Vice-Chairman. . . .John  A.  Monfort,  M.D.,  Kings 

Secretary Richard  A.  Downey,  M.D.,  Erie 

Friday , May  16—9  A.M. 

East  Room , Ballroom  Floor 

1.  Endocrine  Influences  on  Growth  of  Children 

Edna  H.  Sobel,  M.D.,  Bronx  (By  invitation) 
Assistant  Visiting  Pediatrician,  Bronx  Mu- 
nicipal Hospital  Center;  Assistant  Professor 
of  Pediatrics,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 
Discussion:  Richard  L.  Day,  M.D.,  Brooklyn, 
Chief,  Department  of  Pediatrics,  Kings 
County  Hospital  Center;  Professor  and 
Chairman,  Department  of  Pediatrics,  State 
University  of  New  York  Downstate  Medical 
Center 

2.  Convulsive  Disorders  in  Infancy  and  Childhood 

J.  Gordon  Millichap,  M.D.,  New  York  City 
(By  invitation),  Assistant  Attending  Pedia- 
trician, Bronx  Municipal  Hospital  Center; 
Assistant  Professor  of  Pediatrics  and 
Pharmacology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 
Discussion:  Sidney  Carter,  M.D.,  New  York 
City,  Attending  Neurologist,  Presbyterian 
Hospital;  Associate  Professor  of  Neurology, 
College  of  Physicians  and  Surgeons  of  Colum- 
bia University 

3.  Recent  Advances  in  the  Diagnosis  and  Treat- 


ment of  the  Anemias  of  Childhood 

Julian  B.  Schorr,  M.D.,  New  York  City  (By 
invitation),  Assistant  Visiting  Physician, 
Bronx  Municipal  Hospital  Center;  In- 
structor in  Pediatrics,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University 
Discussion:  Lawrence  Schwartz,  M.D.,  New 
York  City  (By  invitation),  Assistant  Visiting 
Physician,  Bronx  Municipal  Hospital  Center; 
Clinical  Instructor  in  Medicine,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  Univer- 
sity 

4.  Nephrosis  in  Children 

Herman  W.  Spater,  M.D.,  New  York  City 
(By  invitation),  Instructor  in  Pediatrics, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

Discussion:  Kurt  Lange,  M.D.,  New  York 

City,  Physician,  Bird  S.  Coler  Memorial 
Hospital  and  Home;  Professor  of  Medicine, 
New  York  Medical  College  Flower  and  Fifth 
Avenue  Hospitals 

5.  Wilms  Tumor:  Report  of  60  Cases  (Recent 

Advances  in  Treatment:  Surgery  and  Radio- 

therapy) 

John  K.  Lattimer,  M.D.,  New  York  City, 
Professor  and  Director,  Department  of 
Urology,  College  of  Physicians  and  Surgeons 
of  Columbia  University 

Discussion:  Archie  L.  Dean,  Jr.,  M.D.,  New 
York  City,  Attending  Physician,  Memorial 
Center  for  Cancer  and  Allied  Diseases;  At- 
tending Urologist,  New  York  Polyclinic  Hos- 
- pital 

Section  on 
Physical  Medicine 

Chairman Arthur  S.  Abramson,  M.D.,  Bronx 

Vice-Chairman Leslie  Blau,  M.D.,  Erie 

Secretary Frederick  Ziman.  M.D.,  New  York 

Wednesday , May  14 — 9 A.M. 

Dallas  Room , Mezzanine 

SYMPOSIUM 

Rehabilitation  of  the  Disabled  Arthritic 
1.  Chairman’s  Address:  A Hospital  Program 

Arthur  S.  Abramson,  M.D.,  New  York 
City,  Director,  Department  of  Physical 
Medicine  and  Rehabilitation,  Bronx  Munic- 
ipal Hospital  Center;  Professor  and  Chair- 
man, Department  of  Rehabilitation  Medi- 
cine, Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 
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2.  Medical  Management 

Charles  M.  Plotz,  M.D.,  New  York  City, 
Chief,  Arthritis  Clinic,  and  Assistant 
Attending  Physician,  Mount  Sinai  Hos- 
pital; Clinical  Assistant  Professor  of  Medi- 
cine, State  University  of  New  York  Down- 
state  Medical  Center 

3.  Surgical  Reconstruction 

Robert  L.  Preston,  M.D.,  New  York  City, 
Consultant,  Department  of  Orthopedic 
Surgery,  Goldwater  Memorial  Hospital; 
Associate  Clinical  Professor  of  Orthopedic 
Surgery,  New  York  University  Post- 
Graduate  Medical  School 

4.  A Home  Program 

Edward  F.  Delagi,  M.D.,  Bronx,  Associate 
Visiting  Physician,  Bronx  Municipal  Hos- 
pital Center;  Assistant  Professor  of  Re- 
habilitation Medicine,  Albert  Einstein  Col- 
lege of  Medicine  of  Yeshiva  University 

5.  Vocational,  Social,  and  Psychologic  Rehabilita- 
tion 

Robert  H.  Manheimer,  M.D.,  New  York 
City,  Medical  Director,  New  York  Arthritis 
and  Rheumatism  Foundation;  Adjunct 
Physician,  Montefiore  Hospital 

Rose  Goldman,  M.A.,  New  York  City  {By 
invitation ) 

General  Discussion 


Section  on 

Preventive  Medicine  and  Public  Health 


Chairman 

William  A.  Brumfield,  Jr.,  M.D.,  Westchester 
Vice-Chairman.  .Ralph  M.  Vincent,  M.D.,  Albany 
Secretary Robert  H.  Broad,  M.D.,  Tompkins 


Thursday , May  15 — 9 A.M. 
Washington  Room , Mezzanine 

SYMPOSIUM 

Asian  Influenza 
Introductory  Remarks 

William  A.  Brumfield,  Jr.,  M.D.,  White  Plains, 
Commissioner  of  Health,  Westchester  County 


Immunology 

John  E.  Hotchin,  M.D.,  Albany  {By  invitation ), 
Assistant  Director,  Division  of  Laboratories  and 
Research,  New  York  State  Department  of 
Health,  In  Charge  of  Virology  Laboratories 

Epidemiology — New  York  City 

Morris  Greenberg,  M.D.,  New  York  City,  Di- 
rector, Bureau  of  Communicable  Diseases, 
New  York  City  Department  of  Health 

Epidemiology — New  York  State 

Robert  M.  Albrecht,  M.D.,  Albany,  Director, 
Bureau  of  Communicable  Disease  Control,  New 
York  State  Department  of  Health 

Administrative  and  Public  Relations  Aspects 

Granville  W.  Larimore,  M.D.,  Albany,  Deputy 
Commissioner  of  Health,  New  York  State  De- 
partment of  Health 

General  Discussion 


Section  on 
Radiology 

Chairman 

Francis  F.  Ruzicka,  Jr.,  M.D.,  New  York 

Vice-Chairman John  F.  Roach,  M.D.,  Albany 

Secretary Albert  A.  Dunn,  M.D.,  New  York 

Thursday,  May  15 — 9 A.M. 

Gold  Ballroom,  Ballroom  Balcony 

PANEL  DISCUSSION 

Newer  Developments  in  the  Use  of  Special  Roentgen 

Procedures  for  Diagnosis  of  Intracranial  Mass 
Lesions 

Francis  F.  Ruzicka,  Jr.,  M.D.,  New  York  City, 
Moderator,  Director,  Department  of  Radiology, 
St.  Vincent’s  Hospital;  Clinical  Professor  of 
Radiology,  New  York  University  College  of 
Medicine 

Pneumoencephalography 

Robert  Shapiro,  M.D.,  New  Haven,  Con- 
necticut {By  invitation),  Director,  Depart- 
ment of  Radiology,  Hospital  of  St.  Raphael; 
Assistant  Professor  of  Radiology,  Yale  Univer- 
sity School  of  Medicine 

Cisternography 

Juan  Manuel  Ta veras,  M.D.,  New  York  City, 
Director,  Department  of  Radiology,  Neuro- 
logical Institute,  Columbia — Presbyterian 
Medical  Center;  Associate  Professor  of 
Radiology,  College  of  Physicians  and  Sur- 
geons of  Columbia  University 
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Angiography 

Paul  A.  Riemenschneider,  M.D.,  Syracuse, 
Radiologist,  Syracuse  Memorial  Hospital; 
Professor  of  Radiology,  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse 

Clinical  Indications  for  Selection  of  Special  Roent- 
gen Diagnostic  Procedures 

C.  G.  de  Gutierrez-Mahoney,  M.D.,  New 
York  City,  Director,  Neurological  Division, 
St.  Vincent’s  Hospital;  Clinical  Professor  of 
Neurosurgery,  New  York  University  Post- 
Graduate  Medical  School 


Section  on 
Surgery 

Chairman Paul  A.  Kennedy,  M.D.,  Erie 

Secretary.  .Edmund  N.  Goodman,  M.D.,  New  York 

Wednesday , May  14 — 9 A.M. 
Headquarters  Room , 18th  Floor 

SYMPOSIUM 

Esophageal  Hiatal  Hernia 

1.  The  Surgical  Anatomy  of  the  Cardioesophageal 
Area 

Theodore  Drapanas,  M.D.,  Buffalo  {By 
invitation ),  Assistant  in  Surgery,  University 
of  Buffalo  School  of  Medicine 

2.  The  Pathogenesis  of  Hiatal  Hernia 

Richard  H.  Adler,  M.D.,  Buffalo,  Assistant 
Professor  of  Surgery  and  Markle  Scholar  in 
Medical  Science,  University  of  Buffalo 
School  of  Medicine 

3.  The  Radiologic  Study  of  the  Cardioesophageal 
Area 

Norman  Heilbrun,  M.D.,  Buffalo,  Assistant 
Professor  of  Surgery,  University  of  Buffalo 
School  of  Medicine 

4.  Endoscopic  Studies  in  Hiatal  Hernia 

Murray  N.  Andersen,  M.D.,  Buffalo,  Assist- 
ant in  Surgery,  University  of  Buffalo 
School  of  Medicine 

5.  The  Symptomatology  of  the  Hiatal  Hernia 

Harry  W.  Hale,  Jr.,  M.D.,  Buffalo,  Assist- 
ant Professor  of  Surgery  and  Dr.  Henry  C. 
and  Bertha  H.  Buswell  Research  Fellow, 
University  of  Buffalo  School  of  Medicine 

6.  Indications  for  Repair  and  the  Surgical  Correc- 
tion of  the  Pathologic  Physiology  of  the  Hiatal 


Hernia 

Paul  A.  Kennedy,  M.D.,  Buffalo,  Associate 
Clinical  Professor  of  Surgery,  University  of 
Buffalo  School  of  Medicine 
General  Discussion 


Section  on 
Urology 

Chairman 

Dean  Makowski,  M.D.,  New  York  ( Deceased ) 

Vice-Chairman.  .William  J.  Staubitz,  M.D.,  Erie 

Secretary E.  Craig  Coats,  M.D.,  New  York 

Friday , May  16 — 9 A.M. 

Hartford  Room , Mezzanine 

1.  Ureterocele  in  Childhood 

William  J.  Staubitz,  M.D.,  Buffalo,  Chief, 
Division  of  Urology,  Roswell  Park  Memo- 
rial Institute;  Assistant  Clinical  Professor 
of  Urology,  University  of  Buffalo  School  of 
Medicine 

Melbourne  H.  Lent,  M.D.,  Buffalo,  Associ- 
ate Chief,  Division  of  Urology,  Roswell 
Park  Memorial  Institute 
Imre  V.  Magoss,  M.D.,  Buffalo  (By  invita- 
tion), Associate,  Division  of  Urology,  Ros- 
well Park  Memorial  Institute 
Frederick  D.  Mitchell,  M.D.,  Buffalo, 
Associate,  Division  of  Urology,  Roswell 
Park  Memorial  Institute 
Discussion:  George  Nagamatsu,  M.D.,  New 
York  City,  Professor  and  Director  of  Urology, 
New  York  Medical  College — Metropolitan 
Medical  Center 

2.  Treatment  of  Genitourinary  Tuberculosis 

Herman  Wechsler,  M.D.,  Bronx,  Attending 
Surgeon;  Veterans  Administration  Hos- 
pital; Instructor  in  Surgery  (Urology),  Al- 
bert Einstein  College  of  Medicine  of  Ye- 
shiva  University 

John  K.  Lattimer,  M.D.,  New  York  City, 
Professor  and  Director,  Department  of 
Urology,  College  of  Physicians  and  Surgeons 
of  Columbia  University 

Discussion:  John  A.  Taylor,  M.D.,  New  York 
City,  Director,  Department  of  Urology,  St. 
Luke’s  Hospital,  Lawrence  Hospital,  Bronx- 
ville 

3.  Roentgen  Diagnosis  of  Suprarenal  Densities 

Frank  C.  Hamm,  M.D.,  Brooklyn,  Professor 
of  Urology,  State  University  of  New  York 
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Downstate  Medical  Center 

Louis  Scordamaglia,  M.D.,  Brooklyn,  Clin- 
ical Instructor,  State  University  of  New 
York  Downstate  Medical  Center 

Discussion:  Maxwell  Herbert  Poppel, 

M.D.,  New  York  City,  Director,  Department 
of  Radiology,  Bellevue  Medical  Center;  Pro- 
fessor and  Chairman,  Department  of  Radiol- 
ogy, New  York  University  College  of  Medi- 
cine 


4.  Secondary  Total  Prostatectomy  for  Cancer: 
Report  of  51  Cases 

Perry  Hudson,  M.D.,  New  York  City,  As- 
sistant Visiting  Urologist,  Francis  Delafield 
Hospital;  Assistant  Clinical  Professor  of 
Urology,  College  of  Physicians  and  Sur- 
geons of  Columbia  University 
Discussion:  Herbert  Brendler,  M.D.,  New 
York  City,  Associate  Professor,  Department 
of  Urology,  New  York  University  Post- 
Graduate  Medical  School 


SESSIONS 


Session  on 
History  of  Medicine 

Chairman.  .Hilton  H.  Stothers,  M.D.,  New  York 

Secretary Eliott  B.  Hague,  M.D.;  Erie 

Thursday , May  15—9  A.M . 

Dallas  Room , Mezzanine 

Open  to  Public 

SYMPOSIUM 

A History  of  Tuberculosis 

1.  Pioneering  Efforts  of  Dr.  Edward  Livingston 
Trudeau 

Francis  B.  Trudeau,  Jr.,  M.D.,  Saranac 
Lake,  President,  Trudeau  Foundation,  Inc. 

2.  History  of  the  Control  of  Tuberculosis  with 
Particular  Reference  to  City  of  New  York 

Leona  Baumgartner,  M.D.,  New  York  City, 
Commissioner  of  Health,  City  of  New  York 

Arthur  B.  Robins,  M.D.,  New  York  City, 
Director,  Bureau  of  Tuberculosis,  Depart- 
ment of  Health,  City  of  New  York 

3.  Role  of  Voluntary  Organizations  in  the  Con- 
quest of  Tuberculosis 

James  E.  Perkins,  M.D.,  New  York  City, 
Managing  Director,  National  Tuberculosis 
Association 

4.  The  Evolution  of  Surgery  for  Pulmonary 
Tuberculosis 

Ethan  Flagg  Butler,  M.D.,  Elmira,  Con- 
sulting Thoracic  Surgeon,  Arnot-Ogden 
Memorial  Hospital,  St.  Joseph’s  Hospital 

5.  The  Story  of  the  Antimicrobial  Era:  1944  to 

1956 


H.  McLeod  Riggins,  M.D.,  New  York  City, 
Associate  Professor  of  Clinical  Medicine, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 
General  Discussion 


Session  on 
Legal  Medicine 

Chairman Milton  Helpern,  M.D.,  New  York 

Secretary Richard  Jaenike,  M.D.,  Monroe 

Wednesday , May  14—9  A.M. 

Pennsylvania  Room , Mezzanine 

PANEL  DISCUSSION 

Investigation  of  Sudden,  Suspicious,  and  Violent 
Death 

Milton  Helpern,  M.D.,  New  York  City,  Moder- 
ator, Chief  Medical  Examiner  of  City  of  New 
York;  Professor  and  Chairman,  Department 
of  Forensic  Medicine,  New  York  University 
Post-Graduate  Medical  School 

Victoria  A.  Bradess,  M.D.,  Valhalla,  Medical 
Examiner  of  Westchester  County;  Director, 
Department  of  Laboratories  and  Research  of 
Westchester  County 

John  J.  Clemmer,  M.D.,  Albany,  Director, 
Bender  Hygienic  Laboratory;  Associate  Pro- 
fessor of  Pathology,  Albany  Medical  College  of 
Union  University 

Abraham  Freireich,  M.D.,  Malverne,  Toxi- 
cologist, Office  of  Chief  Medical  Examiner, 
Nassau  County;  Assistant  Professor  of  Clinical 
Medicine,  New  York  University  Post-Graduate 
Medical  School 

Alexander  Herman.  Esq.,  New  York  City  {By 
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invitation),  New  York  County  Assistant  Dis- 
trict Attorney,  Chief  of  Homicide  Bureau 

Leslie  Lukash,  M.D.,  Hempstead,  Chief  Medical 
Examiner,  Nassau  County;  Pathologist,  St. 
Francis  Hospital,  Roslyn 

Samuel  Sanes,  M.D.,  Buffalo,  Professor  and 
Chairman,  Department  of  Legal  Medicine; 
Associate  Professor  of  Pathology,  University  of 
Buffalo  School  of  Medicine 

Henry  Siegel,  M.D.,  Long  Island  City,  Assist- 
ant Medical  Examiner,  City  of  New  York; 
Associate  Professor  of  Pathology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University 

David  M.  Spain,  M.D.,  Brooklyn,  Director  of 
Pathology,  Beth-El  Hospital:  Associate  Pro- 
fessor of  Patholog}r,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

Sidney  B.  Weinberg,  M.D.,  Brooklyn,  Assistant 
Medical  Examiner,  City  of  New  York;  Assistant 
Clinical  Professor  of  Forensic  Medicine,  New 
York  University  Post-Graduate  Medical  School 

Session  on 
Public  Relations 

Chairman John  W.  Latcher,  M.D.,  Otsego 

Secretary George  A.  Burgin,  M.D.,  Herkimer 


OTHER  SPECIALTY 

Tuesday,  May  13 

Meeting  of  the  New  York  State  Academy  of  Pre- 
ventive Medicine,  West  Room , Ballroom  Floor,  9 :30 
A.M. 

Ray  E.  Trussell,  M.D.,  New  York  City,  Chair- 
man, Executive  Officer,  Columbia  University 
School  of  Public  Health  and  Administrative 
Medicine 

Preventive  Medicine  in  Russia 

Henry  van  Zile  Hyde,  M.D.,  Washington, 
D.  C.,  Chief,  Division  of  International  Health 
Services,  U.  S.  Public  Health  Services 

Problems  of  Prevention  in  Coronary  Athero- 
sclerosis: The  Doctor’s  Dilemma 

David  Seegal,  M.D.,  New  York  City,  Associ- 
ate Attending  Physician,  Columbia — Presby- 
terian Medical  Center 

A business  meeting  of  the  New  York  State  Acad- 


Thursday , May  15 — 9 A.M . 
Hartford  Room , Mezzanine 


1.  The  Practicing  Physician  and  Medical  Public 
Relations 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing, 
Past-President,  Medical  Society  of  the 
County  of  Queens 

2.  The  Function  of  the  County  Society  Executive 
Secretary 

Carl  T.  Weber,  Rochester  (By  invitation ), 
Executive  Secretarjr,  Medical  Society  of  the 
County  of  Monroe 

3.  The  Increasing  Importance  of  Institutional  Pub- 
lic Relations 

Shirley  D.  Smith,  New  York  City  (By  in- 
vitation), Executive  Director,  Public  Rela- 
tions Society  of  America,  Inc. 

4.  Public  Relations : A Key  Factor  in  Rural  Medi- 
cine 

Aubrey  D.  Gates,  Little  Rock,  Arkansas 
(By  invitation),  Executive  Director,  Coun- 
cil on  Rural  Health  of  American  Medical 
Association 


GROUP  MEETINGS 

emy  of  Preventive  Medicine  will  immediately  follow 
the  scientific  session. 

Wednesday,  May  14 

Radiological  Society  of  the  State  of  New  York — 
Hearing,  Washington  Room,  Mezzanine,  2 P.M. 

Should  X-ray  Technicians  Be  Licensed  in  New  York 
State? 

Annual  Meeting,  Thursday,  May  15,  Washington 
Room,  Mezzanine,  8 P.M. 

Thursday,  May  15 

American  College  of  Chest  Physicians,  New  York 
State  Chapter,  Dinner  Meeting,  East  Room,  Ball- 
room Floor,  6:30  P.M. 

Eighth  Annual  Howard  Lilienthal  Lecture 

Chevalier  Jackson,  M.D.,  Philadelphia,  Penn- 
sylvania 
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Hotel  Statler , New  York  City,  May  12  through  16,  1958 


William  L.  Watson,  M.D.,  New  York,  Chairman 
Beverly  C.  Smith,  M.D.,  New  York,  Cochairman 
J.  G.  Fred  Hiss,  M.D.,  Onondaga 
Frederick  Lee  Liebolt,  M.D.,  New  York 
Ernest  Witebsky,  M.D.,  Erie 


Georgian  Room 
Booths  201  through  238 


Studies  on  the  Action  of  Orinase  in  Diabetes 

Sydney  S.  Lazarus,  M.D. 

Bruno  W.  Volk,  M.D. 

Isaac  Albert  Research  Institute  of 
Jewish  Chronic  Disease  Hospital 
Brooklyn 

In  studies  on  the  mechanism  of  the  hypoglycemic 
action  of  Orinase  it  was  found  that  this  drug  causes 
pancreatic  B cell  degranulation.  This  was  inter- 
preted as  indicating  increased  insulin  output  from 
these  cells  under  its  influence.  In  experimental 
diabetes  in  which  B cells  are  functioning  at  maximal 
capacity,  as  indicated  by  their  complete  degranula- 
tion, no  further  hypoglycemia  will  ensue  on  ad- 
ministration of  Orinase.  Also,  in  metahypophysial 
diabetes  in  which  B cells  are  destroyed,  the  drug  is 
ineffective.  The  clinical  implications  of  these  ex- 
periments in  relation  to  the  use  of  sulfonylureas  in 
various  types  of  diabetes  will  be  discussed,  ( Booth 
201 ) 


The  Adrenocorticotropic  Hormone : Chemistry, 

Pharmacology,  and  Therapeutic  Applications 

Kenneth  W.  Thompson,  M.D.  {By  invitation ) 
Reynold  C.  Merrill,  M.D.  {By  invitation) 
Orange,  New  Jersey 

The  exhibit  summarizes  the  present  status  of  the 
chemistry,  pharmacology,  and  therapeutic  uses  of 
corticotropin  (ACTH).  Therapeutic  applications 
for  more  than  100  conditions  in  the  various  fields  of 
medicine  are  classified  into  conditions  for  which 
ACTH  therapy  is  established  and  generally  effec- 
tive, conditions  in  which  ACTH  may  be  beneficial 
under  certain  conditions,  and  conditions  in  which 
ACTH  or  corticosteroids  have  been  reported  helpful 
but  further  study  is  needed  to  establish  the  value 
and  conditions  of  use.  {Booth  202) 


Diuretic  Therapy 

Ralph  V.  Ford,  M.D.  {By  invitation) 
Charles  L.  Spurr,  M.D.  {By  invitation) 

John  H.  Moyer,  M.D.  {By  invitation) 
Carroll  A.  Handley,  Ph.D.  {By  invitation) 

J.  B.  Rochelle,  M.D.  {By  invitation) 

Baylor  University  College  of  Medicine 
Houston,  Texas 

The  exhibit  depicts  basic  principles  of  edema 
formation  and  a logical  basis  of  therapy,  procedures 
for  the  bioassay  and  determination  of  comparative 
potencies  of  various  diuretic  agents,  specific  recom- 
mendations for  a diuretic  in  various  types  of  edema, 
over-all  summary  of  comparative  potencies  of 
diuretics,  and  summary  of  oral  diuretic  therapy  with 
special  attention  on  Chlorothiazide,  a new  non- 
mercurial, orally  active,  diuretic  agent.  {Booth 
208-204) 

Diagnosis  of  Neonatal  Jaundice  by  Serum  Trans- 
aminase 

Simon  Kove,  M.D. 

Stanley  Goldstein,  M.D.  {By  invitation) 
Felix  Wroblewski,  M.D. 

New  York  University  College  of  Medicine 
Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

This  exhibit  presents  a study  of  the  clinical  sig- 
nificance of  alterations  in  serum  transaminase 
activity  in  the  differential  diagnosis  of  neonatal 
jaundice.  The  levels  of  serum  transaminase  activ- 
ity in  the  neonatal  period  and  in  neonatal  jaundice 
caused  by  physiologic  and  pathologic  conditions  are 
described  and  related  to  other  diagnostic  parameters. 
The  patterns  of  enzyme  activity  in  neonatal  jaun- 
dice due  to  physiologic  hyperbilirubinemia,  extra- 
hepatic  infection,  hemolytic  disease,  inspissated 
bile  syndrome,  extrahepatic  biliary  obstruction,  and 
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acute  viral  hepatitis  are  outlined.  The  value  of 
serum  transaminase  alterations  as  an  aid  in  the 
differentiation  of  medical  from  surgical  types  of  neo- 
natal jaundice  is  presented.  ( Booth  205) 

Differential  Diagnosis  of  Pulmonary  Disease 

Ray  Brook  State  Tuberculosis  Hospital 
Ray  Brook 

The  exhibit  contains  a series  of  chest  x-rays  of 
tuberculous  and  nontuberculous  pulmonary  disease 
with  explanatory  legends.  ( Booth  206-207 ) 

Clinical  Pharmacologic  Evaluation  of  Diuretics 

Arthur  C.  DeGraff,  M.D. 

Leonard  B.  Gutner,  M.D. 

Lawrence  Kryle,  M.D. 

New  York  University  College  of  Medicine 
Herbert  S.  Kupperman,  M.D. 

New  York  University  Post-Graduate  Medical  School 
Walter  Newman,  M.D. 

Bronx  Veterans  Administration  Hospital 
New  York  City 

A review  of  the  use  of  diuretics  in  clinical  medicine 
is  offered.  Their  mode  of  action,  toxicity,  and  un- 
toward effects  are  described.  A more  detailed  dis- 
cussion of  the  newer  oral  diuretics  is  presented,  to- 
gether with  a discussion  of  their  use,  not  only  in 
cardiac  patients,  but  in  other  clinical  states.  A 
discussion  of  the  interrelationships  between  the 
endocrine  glands  and  their  possible  effect  upon 
diuretics  is  described,  showing  how  corticoids  may 
benefit  the  action  of  an  administered  diuretic. 
{Booth  208-209 ) 

Fibrositis : Recognition  and  Treatment 

Irvin  F.  Hermann,  M.D.  {By  invitation ) 

Kenneth  M.  Kron,  M.D.  {By  invitation) 

Russell  A.  DelToro,  M.D.  {By  invitation) 

Richard  T.  Smith,  M.D.  {By  invitation) 
Benjamin  Franklin  Clinic 

Philadelphia,  Pennsylvania 

Fibrositis,  probably  better  described  as  muscular 
rheumatism,  should  no  longer  be  considered  a dis- 
ease of  unknown  etiology  nor  as  an  integral  part  of 
other  rheumatic  conditions.  Its  incidence  is  in- 
creasing steadily  due  to  the  unfortunate  increase  of 
sedentary  habits  of  living.  The  prevalence  of  this 
condition  in  the  earlier  decades  of  life  is  in  contra- 
distinction to  the  incidence  prior  to  fifteen  years  ago. 
It  is  important  to  recognize  the  causative  factors 
since  traditional  therapeutic  measures  are  only 
partially  successful  and  actually  may  permit  this 
generally  considered  benign  condition  to  become  a 
cause  of  progressive  disabling  and  crippling.  The 
prevention  of  muscular  rheumatism  is  a national 
problem  which  must  be  overcome  before  it  jeopar- 
dizes our  national  security.  Rational  therapy, 
based  upon  correcting  the  cause  of  the  condition 
instead  of  symptomatic  therapy  which  temporarily 
relieves  symptoms,  is  not  only  possible  but  emi- 
nently successful.  The  problem,  the  cause,  and 


proper  treatment  are  discussed.  Proper  treatment 
with  muscle  rehabilitation,  meprobamate,  and 
salicylates  are  demonstrated.  {Booth  210) 

A Clinical  Evaluation  of  Intravenous  Furadantin  in 

Cases  of  Severe  Antibiotic  Resistant  Infections 

Charles  E.  Friedgood,  M.D. 

Unity  Hospital 
Brooklyn 

A group  of  150  patients  with  severe  infections 
were  treated  with  intravenous  Furadantin.  They 
all  had  been  on  previous  antibiotic  therapy  and  the 
organisms  were  resistant  to  all  medication  according 
to  the  antibiotic  sensitivity  and  bacteriologic  studies 
made.  Many  had  overwhelming  septicemia  and 
bacteremia.  Furadantin  orally  was  ineffective, 
whereas  the  new  intravenous  form  of  the  medication 
could  be  given  in  sufficient  dosage  to  cause  complete 
cure  in  64  per  cent  of  the  patients  and  symptomatic 
relief  in  34  per  cent  of  the  cases.  {Booth  211) 

An  Evaluation  of  the  Effect  of  D-glucitol  on  Diseases 
of  the  Biliary  System 

Jacob  M.  Leavitt,  M.D. 

Beth  David  Hospital 
New  York  City 

The  effects  of  certain  agents  upon  the  biliary  tract 
are  described.  The  close  relationship  between  the 
various  parts  of  the  digestive  tract  is  emphasized  by 
the  fact  that  drugs  indicated  in  biliary  diseases  are 
often  equally  effective  in  other  types  of  intestinal 
symptomatology.  Data  are  presented  to  indicate 
that  D-glucitol  is  an  active  cholagogue.  In  addi- 
tion, it  appears  to  exert  a favorable  effect  on  the 
composition  of  the  intestinal  flora.  Since,  when 
given  alone,  it  sometimes  causes  a secondary  biliary 
spasm,  it  is  advantageously  combined  for  clinical  use 
with  an  effective  biliary  antispasmodic.  {Booth  212) 

Importance  of  Continuous  Monitoring  of  Circulation 
During  Surgery 

Dante  Bizzarri,  M.D. 

Joseph  G.  Giuffrida,  M.D. 

New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 
New  York  City 

The  physiologic  importance  of  continuous  moni- 
toring of  the  circulation  will  be  shown  by  means  of 
legends,  photographs,  and  electronic  apparatus. 
{Booth  213) 

Iproniazid:  A Psychic  Energizer  for  Depressed 

Patients 

John  C.  Saunders,  M.D.  {By  invitation) 
Rockland  State  Hospital 
Orangeburg 

Iproniazid,  amine  oxidase  inhibitor,  haa  been 
found  to  modify  the  metabolism  of  essential  amines 
such  as  norepinephrine  and  serotonin.  The  changes 
in  these  amines  have  been  correlated  with  clinical 
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improvement  in  patients  with  the  primary  clinical 
picture  of  depression.  Clinical  response  and  clinical 
improvement  are  illustrated.  Experience  to  date 
indicates  that  iproniazid  can  be  used  in  preference 
to  electric  shock  therapy  and  data  are  presented  to 
demonstrate  this  conclusion.  (. Booth  214) 

Professional  Liability 

George  E.  Hall,  LL.B.  (By  invitation) 
American  Medical  Association 
Chicago,  Illinois 

The  exhibit  was  developed  in  conjunction  with 
the  Law  Department  of  the  American  Medical 
Association  and  is  divided  into  three  sections.  The 
first  deals  with  the  subject  of  acts  committed  by 
physicians  which  invite  or  ask  for  a suit.  The  sec- 
ond section  shows  a series  of  twelve  questions  con- 
cerning professional  liability  (malpractice).  An- 
swers are  obtained  by  pressing  the  button  adjacent 
to  the  question.  The  third  portion  of  the  exhibit 
is  devoted  to  situations  where  a consent  to  operate 
is  indicated.  In  addition,  a folder  gives  pertinent 
information  concerning  a variety  of  malpractices. 
(Booth  215) 

Somatic-Psychic  Medicine : Hands  and  Hand 

Replacements 

I.  Murray  Rossman,  M.D. 

Henry  V.  Morelewicz,  M.D. 

Gowanda  State  Hospital 
Helmuth 

This  exhibit  demonstrates  in  a series  of  pictures 
the  restoration  of  function  of  hands;  both  a normal 
hand  and  the  amputated  hand  of  a patient  with 
psychiatric  problems  are  shown.  The  pictures 
attempt  to  demonstrate  the  steps  in  total  rehabilita- 
tion of  a psychiatric  patient  with  severe  physical 
disability.  (Booth  216) 

Headaches  in  Children 
Harry  R.  Litchfield,  M.D. 

East  New  York  Dispensary 
Brooklyn 

Headache  is  a common  disease  of  childhood. 
This  exhibit  presents  an  analysis  of  37  patients  with 
various  types  of  headache.  A description  of  the 
types,  causes,  and  treatment  of  headache  in  children 
is  also  presented.  (Booth  21 7) 

Bone  Marrow  and  Gonadal  Dose  Incident  to  Chest 
Examination 

R.  S.  Sherman,  M.D. 

M.  L.  Meurk,  B.A.  (By  invitation) 

O.  Tamuzs,  B.S.  (By  invitation) 

R.  Garrett,  M.Sc.  (By  invitation) 

J.  S.  Laughlin,  Ph.D.  (By  invitation) 
Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

The  values  of  radiation  dose  measured  in  the 
spine  (fourth  and  fifth  cervical,  sixth  thoracic,  and 
first  lumbar  vertebrae)  and  the  gonads  are  presented 


for  a variety  of  diagnostic  procedures.  The  instru- 
mentation and  the  construction  of  the  human 
phantom  are  described.  (Booth  218) 

The  Value  of  Isotope  Scans  in  the  Management  of 
Thyroid  Disorders 

George  F.  Koepf,  M.D. 

Norman  A.  Bailey,  Ph.D.  (By  invitation) 
Kenneth  H.  Seagrave,  M.D. 

Medical  Foundation  of  Buffalo 
Buffalo 

A study  of  the  effect  of  radioactive-iodine  therapy 
(I131)  in  reducing  the  size  of  the  thyroid  gland  has 
been  made.  The  results  obtained  in  patients  with 
Graves’s  disease  are  illustrated  graphically  and  by  a 
display  of  serial  scans.  Scans  are  also  exhibited  to 
demonstrate  the  usefulness  of  this  procedure  in  the 
study  of  other  thyroid  disorders.  To  assist  in  inter- 
preting the  material  presented,  the  actual  technic 
of  obtaining  scans  of  the  thyroid  gland  is  demon- 
strated by  means  of  an  isotope  scanner  installed  in 
the  booth.  (Booth  219) 

Timing  of  Tissue  Transfers  in  Plastic  Surgery 

F.  S.  Hoffmeister,  M.D.  (By  invitation) 
Roswell  Park  Memorial  Institute 
Buffalo 

This  exhibit  demonstrates  technics  of  determining 
the  circulatory  efficiency  of  skin,  using  dermal 
clearance  of  Na22;  further,  the  effect  of  the  anatomic 
design  of  the  flaps  and  of  the  time  interval  following 
1 ‘delay”  upon  the  circulatory  efficiency.  The  re- 
sults show  that  the  “delay”  using  two  parallel 
incisions  is  of  little  benefit.  On  the  other  hand,  the 
“delay”  using  three  incisions  and  undermining  pro- 
duces significant  enhancement  of  circulation.  A 
three- week  interval  between  the  “delay”  and  the 
transfer  is  optimal.  (Booth  220-221) 

Kulick-Rousselot  Automatic  Tamponade  Controls 
for  Bleeding  Esophagogastric  Varices 

Louis  M.  Rousselot,  M.D. 

George  Kulick,  M.D.  (By  invitation) 

Louis  R.  M.  Del  Guercio,  M.D.  (By  invitation) 
St.  Vincent’s  Hospital 
New  York  City 

A new  method  of  accurate  and  automatic  control 
of  balloon  tamponade  for  bleeding  esophagogastric 
varices  due  to  portal  hypertension  is  demonstrated. 
The  apparatus  consists  of  two  essential  elements 
operating  synchronously.  These  two  units  are  so 
planned  to  function  with  the  standard  Sengstaken- 
Blakemore  balloon.  The  headgear  unit  serves  to 
control  the  direct  traction  force  on  the  gastric 
balloon  (measured  in  grams).  The  cylinder  reser- 
voir unit  serves  to  control  the  intraesophageal 
balloon  pressure  (measured  in  centimeters  of  water). 
Both  units  have  special  microswitches,  which  set 
off  the  standard  hospital  alarms,  should  a decrease 
in  gastric  traction  force  or  esophageal  balloon  pres- 
sure occur.  (Booth  222) 
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Retropubic  Y-plasty  for  Vesical  Neck  Obstruction 

Thomas  J.  Sinatra,  M.D. 

St.  Vincent’s  Hospital 
New  York  City 

No  single  operative  treatment  for  contracture  of 
the  vesical  neck  or  the  median  bar  in  children  or 
adults  has  been  consistently  successful.  This 
exhibit  demonstrates  the  use  of  the  Y-plasty  oper- 
ation which  may  be  a possible  solution  for  these 
problems.  The  single  limb  of  the  Y incision  is 
made  in  the  anterior  prostatic  capsule  or  proximal 
anterior  urethra  in  the  female  and  the  lateral  limbs 
in  the  lower  anterior  bladder  wall.  After  open  re- 
section of  the  contracture  or  bar,  the  Y incision  is 
closed  as  a large  V and  thus  serves  to  enlarge  the 
caliber  of  the  bladder  neck.  Typical  preoperative 
and  postoperative  symptoms  and  objective  findings 
of  several  patients  are  presented  together  with 
cystoaerourethrograms  which  demonstrate  the  large 
funnel-shaped  bladder  neck  after  operation.  ( Booth 
223 ) 

Congenital  Hypertrophic  Pyloric  Stenosis 

Edward  J.  Donovan,  M.D. 

Edward  G.  Stanley-Brown,  M.D. 

St.  Luke’s  Hospital 
New  York  City 

This  exhibit  consists  of  the  operative  results  of 
over  600  cases  of  congenital  hypertrophic  pyloric 
stenosis.  The  diagnosis,  differential  diagnosis, 
preoperative  preparation,  and  technic  of  the  Fredet- 
Ramstedt  operation  are  outlined.  The  results  in 
this  series  and  the  advantages  of  the  surgical  treat- 
ment are  given  in  detail.  ( Booth  224) 

Anastomosis  of  the  Ureter  after  Surgical 

Procedures:  A New  Technic 

Frank  C.  Hamm,  M.D. 

Sidney  R.  Weinberg,  M.D. 

State  University  of  New  York  Downstate  Medical 
Center 
Brooklyn 

The  physiologic  principles  and  surgical  technic 
involved  in  anastomosis  of  the  ureter  are  demon- 
strated by  means  of  models  and  electromyelographic 
tracings  of  the  action  potentials  of  the  ureter  in  the 
experimental  animal.  Other  studies  in  the  animal 
include  long-term  follow-up  roentgenograms  and 
histologic  sections  of  the  anastomosis.  This  type 
of  anastomosis  has  been  used  in  three  patients  whose 
preoperative  and  postoperative  roentgenograms  are 
presented.  ( Booth  225 ) 

Esophageal  Replacement  with  a Reversed  Gastric 
Tube 

Henry  J.  Heimlich,  M.D. 

New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals  and 
Montefiore  Hospital 
New  York  City 

An  operation  is  demonstrated  whereby  the  entire 


esophagus  can  be  replaced  or  bypassed,  enabling  the 
patient  to  swallow  all  foods.  A thoracotomy  need 
not  be  performed  in  patients  with  benign  esophageal 
strictures  or  inoperable  lesions.  Peptic  esophagitis 
cannot  develop.  A tube  is  constructed  from  the 
greater  curvature  of  the  stomach.  The  tube  re- 
mains attached  at  the  cardia,  is  reversed,  brought  to 
the  neck  subcutaneously,  and  the  antral  end  is 
anastomosed  to  the  pharynx  or  cervical  esophagus. 
Four  fifths  of  the  stomach  remains  in  the  abdomen 
and  functions  normally.  The  operative  technic 
and  results  are  illustrated.  {Booth  226) 

Tracheal  Fenestration  as  a New  Method  of  Treat- 
ment for  Advanced  Emphysema 

Edward  Ernest  Rockey,  M.D. 

Samuel  Alcott  Thompson,  M.D. 

Charles  Francis  Blazsik,  M.D. 

Edgar  Mayer,  M.D. 

Israel  Rappaport,  M.D. 

New  York  Medical  College — Metropolitan  Hospital 
Center 

New  York  City 

Tracheal  fenestration  is  a new  method  for  creating 
a skin-lined  cervical  tracheocutaneous  communica- 
tion guarded  with  airtight  external  skin  valves.  It 
provides  a means  of  ready  and  repeated  access  to 
the  tracheobronchial  tree.  The  outer  end  of  the 
tube  has  two  skin  valves  which  are  in  close  apposi- 
tion and  prevent  the  leakage  of  air  or  liquid.  These 
valves  may  be  manually  opened  for  aspiration  and 
medication.  When  not  in  use,  the  valves  contract 
and  the  normal  tracheal  airway  is  reestablished. 

The  surgical  technic  and  the  therapeutic  applica- 
tion for  marked  pulmonary  emphysema  with  and 
without  suppuration  are  presented.  The  clinical 
results  are  demonstrated  by  charts,  x-rays,  and 
colored  photographs  of  the  patients.  {Booth  227) 

Isonicotinic  Acid  Hydrazides  in  the  Treatment  of 
Tuberculous  Meningitis 

Emanuel  Appelbaum,  M.D. 

Charles  Abler,  M.D. 

New  York  City  Department  of  Health 
New  York  City 

The  exhibit  is  based  on  the  use  of  isonicotinic 
acid  hydrazides  in  51  cases  of  tuberculous  menin- 
gitis. Ten  patients  were  treated  with  hydrazides 
alone,  and  the  remaining  41  with  a combination  of 
isonicotinic  acid  hydrazides  and  streptomycin,  and 
in  many  instances  with  para-aminosalicylic  acid  as 
well.  The  clinical  aspects  and  pertinent  laboratory 
data  are  presented.  The  dosage  of  the  hydrazides 
and  the  other  antituberculous  drugs  and  duration  of 
treatment  are  noted.  Initial  changes  indicative  of 
improvement  and  the  clinical  course  during  treat- 
ment, including  fluctuation  in  the  spinal  fluid 
findings,  are  described.  Toxic  reactions,  complica- 
tions, final  outcome,  and  follow-up  data  are  recorded. 
Results  of  the  combined  therapy  are  compared  with 
those  obtained  from  the  hydrazides  alone.  {Booth 
228) 
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Alcoholism : A Basic  Approach  to  Treatment 

Leon  A.  Greenberg,  Ph.D.  {By  invitation) 
Laboratory  of  Applied  Biodynamics 
Yale  University 
New  Haven,  Connecticut 

A guide  to  the  treatment  of  the  alcoholic  which 
recognizes  that  initial  treatment  and  direction  usu- 
ally come  from  the  family  physician  and  that  the 
alcoholic  suffers  from  a low  tension  tolerance  level 
will  be  demonstrated.  The  aim  of  therapy,  there- 
fore, should  be  two-fold:  to  raise  the  tension  toler- 
ance level  and  to  diminish  stress  situations.  Ave- 
nues of  therapy — social,  medical,  psychologic,  and 
supportive — are  briefly  explored  from  the  point  of 
view  of  early-stage  treatment.  Results  of  suppor- 
tive therapy  with  tranquilizing  medication,  a 
study  of  67  chronic  cases  by  the  Connecticut  State 
Commission  on  Alcoholism  and  the  Yale  Center  of 
Alcoholic  Studies,  are  described.  {Booth  229) 

Control  of  Tension  in  General  Surgery 

Timothy  A.  Lamphier,  M.D.  {By  invitation) 
Boston  Dispensary 

Boston,  Massachusetts  4 

The  scope  of  the  tension-anxiety-depression  prob- 
lem, both  in  the  preoperative  and  postoperative 
patient,  is  reviewed,  and  the  need  for  an  effective 
relaxant  is  discussed.  Results  of  tranquilizer- 
muscle  relaxant  (meprobamate)  therapy  among 
more  than  350  patients  are  presented.  It  is  con- 
cluded that  meprobamate  is  a safe,  effective  re- 
laxant and  a useful  adjunct  in  surgery.  {Booth  230) 

Tumors  of  the  Mediastinum 

William  L.  Watson,  M.D. 

John  L.  Pool,  M.D. 

William  G.  Cahan,  M.D. 

Eugene  E.  Cliffton,  M.D. 

Raymond  J.  Luomanen,  M.D. 

John  T.  Goodner,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

A survey  of  213  mediastinal  tumors  is  presented. 
All  cases  have  proved  pathologic  diagnoses.  The 
distribution  in  the  anatomic  compartments  and  into 
pathologic  types  is  summarized,  and  illustrative 
cases  are  shown.  A diagnosis  of  malignancy  was 
made  in  39  per  cent  of  cases.  The  tumors  were, 
nevertheless,  frequently  found  by  chance.  Varied 
pathology  may  give  similar  x-ray  appearance. 
Lack  of  symptoms  does  not  mean  a benign  process. 
Benign  tumors  may  become  lethal  because  of  pres- 
sure, size,  or  malignant  change.  Biopsy  in  absence 
of  absolute  x-ray  diagnosis  is  essential  before  treat- 
ment. {Booth  231) 

Treatment  of  Thyroid  Cancer 

John  C.  McClintock,  M.D. 

Albany  Medical  College  of  Union  University 
Albany 


The  major  varieties  of  thyroid  gland  cancer  are 
depicted.  The  architectural  patterns  of  these  varia- 
tions are  demonstrated  by  color  photomicrographs. 
The  treatment  methods  are  correlated  with  the 
clinical  findings  by  animated  illustration.  Survivor- 
ship curves  based  on  over  200  patients  suggest  the 
prognosis  for  the  major  divisions  of  thyroid  gland 
cancer.  {Booth  232) 

Roswell  Park  Photoscanner 

M.  A.  Bender,  M.D.  {By  invitation) 

M.  Blau,  Ph.D.  {By  invitation) 

Roswell  Park  Memorial  Institute 
Buffalo 

This  exhibit  describes  a high-contrast  scanning 
device  for  the  detection  of  minimal  concentrations  of 
radioactive  tracers  to  visualize  various  types  of 
primary  and  metastatic  malignant  lesions.  A wide 
variety  of  brain,  liver,  and  thyroid  tumors  is  shown. 
{Booth  233-234) 

Tumor  Cells  in  the  Blood 

Avery  A.  Sandberg,  M.D. 

George  E.  Moore,  M.D. 

Roswell  Park  Memorial  Institute 
Buffalo 

Concentrated  aliquots  of  leukocytes  and  similar 
cells  are  concentrated  and  smear  preparations  made 
through  special  technics.  A series  of  surgical  pa- 
tients have  had  blood  obtained  from  veins  leading 
away  from  the  tumor  site,  both  before  and  after 
manipulation.  A majority  of  such  samples  re- 
vealed tumor  cells  in  the  blood.  In  certain  tumors, 
i.e.,  stomach,  tumor  cells  were  almost  invariably 
present.  Tumor  cells  can  be  found  in  the  pe- 
ripheral blood  of  many  patients  with  advanced 
malignancy,  and  this  test  may  be  important  in 
establishing  a diagnosis  in  some  instances.  {Booth 
235-236) 

Biochemical  Biopsy  via  Body  Fluids 

Felix  Wroblewski,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

Enzymology  and  its  application  to  clinical  prob- 
lems is  not  new.  The  recent  extensions  of  enzyme 
studies  to  various  disease  states  have  pointed  up  the 
more  precise  diagnoses  which  result  when  enzy- 
mologic  studies  are  brought  to  bear  on  clinical  prob- 
lems. Tissues  and  specific  pathologic  states  of  these 
tissues  may  be  characterized  not  only  by  their  cellu- 
lar flora  and  reaction  but  in  some  cases  by  their 
enzyme  patterns.  These  enzymatic  tissue  altera- 
tions may  precede,  parallel,  or  follow  the  histologic 
changes  in  disease  states.  The  tissue  involved  may 
be  biochemically  biopsied  via  the  blood  stream  and 
other  body  fluids.  The  further  extension  of  this 
concept  of  biochemical  biopsy  would  appear  to  be  a 
potentially  promising  area  for  further  study. 
{Booth  237) 
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Phenothiazine  Agranulocytosis : 
Detection,  Mechanisms,  and  Management 

Anthony  Sainz,  M.D.  (By  invitation ) 
Michael  Levine,  M.D.  (By  invitation) 

Marcy  State  Hospital 
Marcy 


Methods  of  early  detection  of  phenothiazine 
agranulocytosis  and  leukopenias  by  laboratory 
methods  of  high  reliability,  the  screening  of  im- 
pending agranulocytosis,  some  of  the  biochemical 
mechanisms  found  to  participate  in  the  pathogenesis 
of  these  dyscrasias,  and  specific  methods  of  treat- 
ment and  possible  prevention  are  described.  (Booth 
238) 


Ballroom  Balcony 
Booths  300  through  319 


The  Manifestations  of  Muscular  Dystrophy 

Muscular  Dystrophy  Associations  of  America, 
Inc. 

New  York  City 

The  exhibit  features  muscular  dystrophy,  its 
clinical  aspects,  characteristics,  genetic  features,  and 
research.  Manifestations  using  color  transparencies 
with  descriptions  and  inheritance  factors  are  shown. 
Early  postural  changes  and  characteristics  of  ad- 
vanced stages  and  progress  in  research  are  illus- 
trated with  color  slides  of  actual  research  on  animals 
together  with  explanations.  (Booth  300) 

Open  Method  Treatment  of  Burns  with  Aerosol 
Spray 

Alan  Kane,  M.D. 

Irving  Rudolph,  M.D. 

Harold  Fink,  M.D. 

M.  Saydjari,  M.D.  (By  invitation) 

Coney  Island  Hospital 
Brooklyn 

Transparencies  are  used  to  show  six  actual  cases 
of  open  method  treatment  of  burns  with  aerosol 
spray  and  the  result  obtained  with  a new  type  of 
spray  medication.  (Booth  301) 

Treatment  of  Nutritional  Deficiencies  in  Geriatrics 

Thomas  J.  Vischer,  M.D.  (By  invitation) 
Hahnemann  Medical  College  and  Hospital 
Philadelphia,  Pennsylvania 

This  exhibit  analyzes  the  nutritional  problems  in 
the  aged  patient  resulting  from  such  basic  causes  as 
hormonal  dysfunction,  diminished  protein  anabolism, 
physiologic  deficiencies,  and  dietary  inadequacies. 
The  geriatric  requirements  of  vitamins  B12  and  B6, 
iron,  and  folic  acid  are  discussed.  Guides  to 
therapy  are  presented,  together  with  preliminary 
clinical  experience  with  a new  compound  (Visorbin) 
designed  to  increase  total  absorption  by  the  gastro- 
intestinal tract.  Results  of  clinical  and  laboratory 
studies  are  presented,  as  well  as  representative  case 
histories.  (Booth  302) 

Rehabilitation  in  a Large  Medically  Directed 
Voluntary  Nursing  Home 

H.  J.  Behrend,  M.D. 

Bernard  N.  Brodoff,  M.D. 


Beth  Abraham  Home 
New  York  City 

This  exhibit  depicts  the  management  of  the  chron- 
ically ill  admitted  to  a voluntary  nursing  home, 
often  for  terminal  care.  The  needs,  the  means,  and 
the  goal  of  modern  procedures  of  rehabilitation  are 
demonstrated.  The  purpose  of  the  exhibit  is  to 
emphasize  the  significance  of  physical  medicine  and 
rehabilitation  services  in  nursing  homes  and  the 
advantages  of  an  affiliation  of  the  institution  with 
an  active  and  teaching  hospital.  (Booth  303) 


Tobacco  and  Health — Research  Program  of  the 
Tobacco  Industry  Research  Committee 

Janet  G.  Travell,  M.D. 

New  York  City 

Information  on  the  nature  and  extent  of  the  scien- 
tific research  program  developed  and  directed  by  the 
Scientific  Advisory  Board  to  the  Tobacco  Industry 
Research  Committee  is  given.  The  research  pro- 
gram, covering  all  phases  of  tobacco  use  and  health, 
falls  within  three  main  areas  of  investigation, 
within  which  are  the  specific  fields  of  research. 
These  areas  and  specific  fields  are  described,  to- 
gether with  other  research  activities  and  policy  on 
grants  to  independent  investigators.  (Booth  304) 

A New  Agent  in  the  Treatment  of  Allergic  Disorders : 
A Double-Blind  Study 

Jerome  Miller,  M.D.  (By  invitation) 

Skin  and  Cancer  Hospital  of  Temple  University 
School  of  Medicine 

Philadelphia,  Pennsylvania 

The  purpose  of  this  study  is  to  evaluate  clinically 
a recently  developed  antiallergic  drug  of  the  sus- 
tained action  type  in  185  patients  displaying  a 
variety  of  allergic  disorders.  The  results  of  this 
clinical  evaluation  were  further  compared  with 
those  obtained  in  a double-blind  study  consisting  of 
180  patients.  The  onset  and  duration  of  the  thera- 
peutic action  of  the  drug  were  also  studied  and 
observed  in  this  series  of  cases.  The  low  incidence 
of  side-effects  contributed  greatly  to  its  clinical 
usefulness.  (Booth  305) 
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Normal  Variations  in  the  Skeleton  Considered 
Abnormal 

Charles  J.  Sutro,  M.D. 

Otto  Fliegel,  M.D. 

Morris  Witten,  M.D.  {By  invitation ) 
Veterans  Administration  Hospital 
Brooklyn 

The  purpose  of  this  exhibit  is  to  demonstrate  cer- 
tain normal  skeletal  variations  which  may  be  mis- 
taken for  pathologic  lesions.  Stress  is  placed  upon 
defects  and  rarefactions  due  to  vessels,  paucity  of 
trabeculations,  grooves  for  tendons  and  nerves,  etc., 
with  differential  study  of  the  conditions.  {Booth 
306 ) 

The  Psychic  Factor  in  Prenatal  Symptomatology 

Henry  A.  Belafsky,  M.D.  {By  invitation) 
Samuel  Breslow,  M.D.  {By  invitation) 

Jack  E.  Shangold,  M.D.  {By  invitation) 
Leonard  M.  Hirsch,  M.D.  {By  invitation) 

Perth  Amboy  General  Hospital 

Perth  Amboy,  New  Jersey 

The  importance  of  the  psychic  factor  in  prenatal 
symptomatology  is  discussed  and  the  possible  emo- 
tional etiology  of  specific  symptoms,  nausea  and 
vomiting,  headache,  insomnia,  etc.,  is  explored. 
Use  of  tranquilizing  medication  to  control  the 
symptoms  and  the  results  of  such  therapy  among 
more  than  450  patients  in  all  trimesters  of  pregnancy 
are  detailed.  {Booth  307) 

Visualizing  the  “Nonvisualized”  Gallbladder 

J.  Russell  Twiss,  M.D. 

R.  Sterling  Mueller,  M.D. 

Henry  A.  Kingsbury,  M.D. 

T.  Sudder  Winslow,  M.D. 

Eugene  L.  Watkins,  Jr.,  M.D.  {By  invitation) 
Lee  Gillette,  M.D. 

Roosevelt  Hospital 
New  York  City 

This  is  an  oral  method  used  to  intensify  the  con- 
centration of  dye  and  to  visualize  the  previously 
“nonvisualized”  gallbladder.  A series  of  40  cases 
was  studied.  Seventy-five  per  cent  of  these  have 
been  visualized  after  routine  methods  had  failed. 
The  other  25  per  cent  have  been  found  blocked 
mechanically  by  stones  in  the  cystic  duct.  {Booth 
308) 

The  Modern  Endocrine  Approach  to  the  Diagnosis 
and  Management  of  the  Infertile  Patient 

Herbert  S.  Kupperman,  M.D. 

Jeanne  A.  Epstein,  M.D. 

Meyer  H.  G.  Blatt,  M.D. 

Donald  K.  Briggs,  M.D.  {By  invitation) 
Abraham  Stone,  M.D. 

New  York  University — Bellevue  Medical  Center 
New  York  City 

A review  of  the  classification  of  the  various  en- 
docrine factors  which  may  be  responsible  for  the 


basic  etiology  of  many  infertility  problems  is  pre- 
sented. Specific  demonstration  of  the  methods 
employed  in  establishing  the  role  of  the  pituitary, 
the  gonads,  the  thyroid,  and  the  adrenals  in  these 
problems  are  described.  Therapeutic  recommenda- 
tions include  newer  products  and  procedures  for 
inducing  ovulation  in  the  responsive  ovary,  for 
establishing  the  diagnosis  of  Stein-Leventhal  syn- 
drome in  the  nonresponsive  ovary,  for  enhancing 
gametogenesis,  and  management  of  the  hypomet- 
abolic  syndrome.  The  value  of  the  sex  chromatin 
determination  and  assay  or  administration  of  gon- 
adotrophic hormone  in  establishing  a definitive 
prognosis  in  the  infertile  individual  is  discussed. 
{Booth  309) 

Medical  Procedure  in  Workmen’s  Compensation 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York  City 

This  exhibit  is  presented  for  the  purpose  of  edu- 
cating the  medical  profession  in  workmen’s  com- 
pensation procedures,  thus  bringing  about  better 
cooperation  between  those  treating  claimants  and 
the  Workmen’s  Compensation  Board.  This  will 
result  in  mutual  benefits.  Illuminated  charts, 
pertinent  points  of  the  law,  and  photographs  are 
shown.  Interesting  historical  background  of  the 
Workmen’s  Compensation  Law  are  presented. 
{Booth  310) 

An  Aid  to  Tonsil  Surgery 

Robert  E.  Ryan,  M.D.  {By  invitation) 

St.  John’s  Hospital 
St.  Louis,  Missouri 

The  effects  of  a new  preparation  used  to  minimize 
bleeding  in  tonsil  surgery  are  shown  in  colored  pic- 
tures. The  dissection  method  of  tonsil  removal  is 
shown  step  by  step,  and  relatively  bloodless  fields 
are  shown  by  continuous  slide  projection.  En- 
larged transparencies  also  show  the  tonsil  surgery. 
{Booth  311) 

The  Empire  State  Association  of  Medical  Tech- 
nologists, Inc. 

Staten  Island 

The  Empire  State  Association  of  Medical  Tech- 
nologists will  display  posters  depicting  “Career: 
Medical  Technologist.”  Brochures  are  available 
to  those  interested  in  the  recruitment  program  being 
carried  on  by  the  National  Committee  for  Careers 
in  Medical  Technology — a joint  effort  of  the  College 
of  American  Pathologists,  the  American  Society  of 
Clinical  Pathologists,  and  the  American  Society  of 
Medical  Technologists. 

The  Empire  State  Association  of  Medical  Tech- 
nologists is  affiliated  with  the  American  Society 
of  Medical  Technologists,  and  is  the  professional 
society  of  those  technologists  certified  by  the 
Registry  of  Medical  Technologists  of  the  American 
Society  of  Clinical  Pathologists.  {Booth  312) 
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Electron  Microscopy  of  the  Heart  and  the  Capillaries 

Bruno  Kisch,  M.D. 

Elmhurst  General  Hospital 
Elmhurst 

Electron  microscopic  photographs  in  magnifica- 
tion from  20  to  50,000  show  the  difference  between 
heart  muscle  and  skeletal  muscle  and  the  sarcosomes 
of  the  heart  which  are  responsible  for  the  untiring 
working  power  of  the  normal  heart.  The  ultra- 
microscopic  structure  of  capillaries  under  normal 
and  pathologic  conditions  is  also  demonstrated. 
(. Booth  818) 

Vessels  of  the  Heart  and  Nerves  in  Angina,  Heart 
Failure,  and  Surgery 

Joseph  T.  Roberts,  M.D. 

Veterans  Administration  Hospital 
Buffalo 

These  problems  are  helped  by  clear  analysis  of 
details  of  anatomy  in  relation  to  function  of  coro- 
nary arteries,  veins,  capillaries,  lymphatics,  and  ac- 
cessory vessels,  normal  and  in  diseases.  Photo- 
graphs and  diagrams  of  normal  relationships  and 
anomalies  show  the  surgical  approaches  to  relief  of 
angina,  e.g.,  by  author’s  methods  of:  (1)  implanta- 
tion of  carotid  or  other  artery  in  lumen  of  corona^ 
artery,  sinus,  or  vein  (such  as  may  be  of  practical 
use  in  disaster  surgery  of  vessels  with  limitation  of 
facilities  or  skills);  (2)  endocardial  puncturing  of 
left  ventricle  lining  to  augment  the  thebesian  ves- 
sels; (3)  transplantation  of  perforated  vessels  across 
lumen  and  through  myocardium  to  increase  coro- 
nary anastomoses  there;  (4)  arteriolization  of  coro- 
nary sinus  from  aorta,  and  (5)  implanting  coronary 
sinus  or  its  attachment  into  left  ventricle,  and  other 
experimental  methods.  Spasm  of  vessels  in  nerves 
of  left  arm,  after  closure  of  coronary  artery,  explain 
referral  of  angina  and  its  variability  as  a clinical 
pattern  according  to  ischemia  of  temperature,  pain, 
proprioceptive,  association  or  other  axones.  Long- 
term use  of  low  levels  of  anticoagulants,  long-acting 
vasodilators,  group  therapy  of  convalescent  cardiac 
patients,  and  other  forms  of  treatment  are  helpful 
as  shown  by  some  double-blind  and  other  studies. 
Anatomic  relations  of  coronary  ostia,  the  cardiac 
“dimple  by  the  sinus,”  conduction  system,  lym- 
phatics, artery-to-vein  relations,  nerves  of  heart, 
and  internal  mammary  artery  associations  are 
stressed.  {Booth  314 ) 

The  Cardiovascular  Dynamics  of  Bowel  Function 

Alfred  Halpern,  Ph.D.  (By  invitation ) 
Norman  Shaftel,  M.D. 

David  Selman,  M.D. 

Stuyvesant  Polyclinic 
New  York  City 

Death  after  the  straining  associated  with  defeca- 
tion is  not  a rare  phenomenon.  Several  mechanisms 
involving  the  circulation  of  the  heart  and  pulmonary 
and  peripheral  vessels  have  been  suggested  in  ex- 
planation. This  exhibit  describes  the  circulatory 


dynamics  observed  during  defecation  of  both  normal 
and  constipated  patients.  The  data  obtained  from 
several  hundred  patient  measurements  describes  the 
elevation  of  intrathoracic  pressure  occurring  during 
straining  and  its  consequent  effects  on  the  blood 
pressure,  electrocardiogram  circulation  time,  and 
the  heart  rate.  (Booth  315 ) 

Correction  of  Subnormal  Vision 

Eleanor  E.  Faye,  M.D. 

Gerald  Fonda,  M.D.  (By  invitation) 
Alfred  Kestenbaum,  M.D. 

Charles  Koehler  (By  invitation) 

New  York  Association  for  the  Blind 
Manhattan  Eye,  Ear  and  Throat  Hospital 
New  York  City 

Methods  of  low  vision  testing  are  illustrated. 
Types  of  low  vision  aids  and  rationale  in  choice  for 
an  individual  case  are  shown.  The  use  of  low 
vision  aids  is  demonstrated.  (Booth  316) 

Technical  Aspects  of  Blood  Banking 

Blood  Banks  Association  of  New  York  State, 
Inc. 

New  York  City 

Personnel  from  various  blood  banks  demonstrate 
blood  grouping,  Rh  determination,  and  cross- 
matching, by  standards  approved  by  the  National 
Institutes  of  Health,  the  American  Association  of 
Blood  Banks,  the  New  York  City  Department  of 
Health,  and  the  New  York  State  Department  of 
Health.  (Booth  317) 

One-Minute  Fundus  Photography:  As  a Medical 
and  a Surgical  Aid 

Brittain  Ford  Payne,  M.D. 

Robert  M.  Reardon,  M.D.  (By  invitation) 
George  McDonald,  M.D.  (By  invitation) 
David  Page,  M.D.  (By  invitation) 
Emmanuel  Almeda,  M.D.  (By  invitation) 
Lenox  Hill  Hospital 
New  York  Eye  and  Ear  Infirmary 
New  York  City 

The  exhibit  demonstrates  the  use  of  a fundus 
camera  with  a Polaroid  attachment  for  a quick 
diagnostic  aid  in  surgical  diseases.  . After  dilating 
the  pupil  a permanent  photograph  is  developed  in 
one  minute  and  will  show  definite  evidence  of  such 
conditions  as  a choked  disk,  as  seen  in  brain  tumors 
and  fractures  of  the  skull.  It  will  also  demonstrate 
the  presence  of  a retinal  detachment  which  requires 
operation  and  intraocular  foreign  bodies  when  lo- 
cated in  the  central  region  of  the  globe.  Intra- 
ocular tumors  may  be  recorded  photographically  for 
operation.  The  progress  of  such  diseases  as  dia- 
betes mellitus  and  arteriosclerosis  may  also  be  noted 
photographically.  The  equipment  is  furnished  by 
Bausch  & Lomb  Optical  Companjr.  The  exhibit  is 
illustrated  with  large  paintings  of  fundi  showing  a 
normal  fundus,  brain  tumors,  intraocular  tumors, 
hypertension,  and  diabetes  mellitus.  (Booth  318) 
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Painful  Syndromes  of  the  Shoulder 

Otto  Steinbrocker,  M.D. 

Sidney  S.  Berkowitz,  M.D. 
Mortimer  E.  Ehrlich,  M.D. 
Harold  R.  Feinstein,  M.D. 
Thomas  G.  Argyros,  M.D.  {By  invitation) 
Hospital  for  Joint  Diseases 
Lenox  Hill  Hospital 


New  York  City 

The  most  common  intrinsic,  painful  disabilities  of 
the  shoulder,  including  periarthritis,  calcific  ten- 
dinitis, bicipital  tendinitis  and  the  shoulder-hand 
syndrome,  their  diagnostic  features  and  differentia- 
tion, with  emphasis  on  basic  and  specific  therapeutic 
measures,  are  discussed  by  means  of  outlines,  tables, 
and  illustrations.  {Booth  319) 


State  Society  Exhibits 


The  Directory 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  great  amount  of  painstaking  detailed  work 
which  is  involved  in  compiling  the  Medical  Directory 
of  New  York  State  requires  the  full-time  services  of 
10  staff  members  in  our  editorial  department. 
Our  exhibit  traces  the  flow  of  work  from  the  start 
of  compilation  to  the  completed  book. 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New  York 
New  York  City 

Physicians  are  again  invited  to  visit  the  Journal 
booth  where  staff  members  are  available  to  discuss 
with  them  various  aspects  of  the  publication.  We 
look  forward  to  seeing  many  of  our  readers  at  the 
booth,  next  to  Coca-Cola,  and  we  would  like  them  to 
feel  free  to  unburden  themselves  of  any  criticisms, 
suggestions,  or  other  thoughts  they  may  have  con- 
cerning the  Journal.  For  those  who  are  not  sub- 
scribers at  the  present  time,  facilities  will  be  avail- 
able for  “signing  on  the  dotted  line.”  Attractive 


Journal  memo  pads  will  be  distributed  to  all  who 
visit  the  booth. 

Voluntary  Prepaid  Blue  Shield  Medical  Care  Plans 

Bureau  of  Medical  Care  Insurance 

Medical  Society  qf  the  State  of  New  York 
New  York  City 

Two  graphic  exhibits  illustrate  the  growth  in 
membership  and  benefits  paid  to  members  for  the 
period  1945  through  1957.  Descriptive  material 
of  seven  plans  in  New  York  State  is  available. 

Calendar  of  Public  Relations  Events  for  1958 

Public  and  Professional  Relations  Bureau 

Medical  Society  of  the  State  of  New  York 

This  exhibit  shows  the  numerous  activities  carried 
on  by  the  Bureau  throughout  the  year.  It  shows  the 
positive  professional  relations  as  well  as  public  re- 
lations projects  which  each  month  are  part  of  the 
continuing  over-all  program.  These  are  designed 
to  build  better  interrelations  among  physicians  and 
to  win  for  the  medical  profession  the  good  will  of 
the  public  and  the  various  media  of  information. 
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SC  I E N T I F I C 
MOTION  PICTURES 


Monday , May  12,  through  Friday  Noon 9 May  16,  1958 
Dartmouth  Room,  Ballroom  Floor 


Colgate  Phillips,  M.D.,  Chairman , Westchester 
Lester  L.  Coleman,  M.D.,  New  York 
Martin  J.  Healy,  Jr.,  M.D.,  Westchester 


Your  Motion  Picture  Committee  expects  to  present  the  following  for  this  year’s 
program : 

1.  Three  or  four  premiere  showings. 

2.  Several  other  new  films  not  yet  completed. 

3.  A variety  of  subjects  of  general  interest. 

4.  Continuation  of  our  new  policy  of  having  several  films  narrated  or  discussed 
by  their  authors. 

Among  our  tentative  listings  are  the  following  films: 


1.  Stress  and  the  Adaptation  Syndrome 

Made  in  collaboration  with  Hans  Selye,  M.D. 
Recapitulates  and  brings  the  subject  up  to 
date.  Produced  November,  1956. 

2.  Injuries  of  the  Peripheral  Nerves 

Covers  all  aspects:  gross  and  microscopic 

anatomy,  degeneration,  regeneration,  clinical 
findings,  operative  repair,  postoperative 
care,  and  rehabilitation. 

3.  Symposium  on  Heparin 

Kinescope  of  a panel  of  experts,  including 
moderator  Irving  S.  Wright,  M.D.,  with 
James  Barron,  M.D.,  John  W.  Gofman, 
M.D.,  Jere  W.  Lord,  Jr.,  M.D.,  and  William 
T.  Foley,  M.D. 

4.  The  Medical  Witness 

A new  film  made  with  the  cooperation  of  the 
American  Medical  Association  and  the 
American  Bar  Association  on  the  right  and 
wrong  way  to  testify  in  court. 

5.  The  Doctor  Defendant 

Second  in  the  Medicine  and  the  Law  Series 
of  films.  Legal  aspects  of  alleged  breach  of 
responsibility  on  the  part  of  doctors.  Four 
cases  of  interest  are  cited. 


6.  Technics  of  Angiography 

An  excellent  film  produced  in  1957  by  Alfred 
W.  Humphries,  M.D.,  of  the  Cleveland 
Clinic. 

7.  Dermatologic  Office  Procedures  for  the  General 
Practitioner 

Produced  in  1956  by  Gerald  M.  Frumess, 
M.D.,  Egbert  I.  Henschel,  M.D.,  and  Henry 
M.  Lewis,  M.D.  Excellent  coverage  of  the 
subject. 

8.  Marrow  Puncture 

A British  film  which  is  reliable  and  valuable 
for  those  interested  in  the  subject.  It  shows 
the  technic  of  sternal  puncture  correctly  and 
incorrectly  performed.  Produced  in  1953. 

9.  The  Power  of  Positive  Pressure 

Produced  in  1956  b}^  William  D.  Loeser, 
M.D.  Subject  is  applied  particularly  to  the 
management  of  poliomyelitis. 

10.  Resuscitation  for  Cardiac  Arrest 

Outstanding  film  of  great  current  interest 
produced  in  1956  by  Claude  S.  Beck,  M.D. 


1056 


New  York  State  J.  Med. 


SCIENTIFIC  MOTION  PICTURES 


11.  Stapes  Mobilization:  Footplate  Visualization 

Method 

Silent  film  produced  in  1956  on  a modern 
technic  by  George  E.  Shambaugh,  Jr.,  M.D., 
Eugene  L.  Derlacki,  M.D.,  and  Wiley  H. 
Harrison,  M.D. 

12.  Technic  of  Femoral  Herniorrhaphy  (Premiere) 

Premiere  of  a film  by  a committee  member, 
Martin  J.  Healy,  Jr.,  M.D.,  not  yet  com- 
pleted. 

13.  Death  of  a Cell 

A dramatic  film  made  with  new  photographic 
technics  in  1956,  by  Marcel  Bessis,  M.D., 
Paris,  France. 

14.  Complete  Cesarean  Hysterectomy 

Excellent  film  produced  in  1956  and  well 
portrayed,  by  M.  Edward  Davis,  M.D. 

15.  Surgery  of  the  Adrenal  Glands 

An  inclusive  summary  of  interest  particularly 
to  surgeons,  by  Victor  Richards,  M.D. 

16.  Technic  for  Scalenotomy 

Superb  technical  film  by  John  Madden, 
M.D.,  produced  in  1956. 

17.  Surgical  Exploration  for  Massive  Upper 
Gastrointestinal  Hemorrhage 

By  J.  Engelbert  Dunph}’-,  M.D.  Of  wide 
interest  to  internists  and  surgeons  alike. 

18.  Esophageal  Replacement  by  a Reversed 
Gastric  Tube 

New  film,  sound  track  not  yet  completed,  by 


Henry  J.  Heimlich,  M.D. 

19.  Vascular  Headache 

A short  discussion  of  the  subject  with  special 
emphasis  on  migraine,  by  Henry  D.  Ogden, 
M.D. 

20.  The  Human  Nose 

A consideration  of  the  physiology  of  the  nose 
and  of  its  importance  in  relation  to  disease. 

21.  Tension  in  Women  (Premiere) 

Unusual  panel-type  discussion  with  illustra- 
tion on  patients,  and  by  animation  presented 
by  the  internist,  the  gynecologist,  the  psychi- 
atrist, and  the  endocrinologist.  Presently 
being  completed  by  the  Medical  Film  Guild. 

22.  Principles  of  Artificial  Respiration 

Evaluation  of  the  various  types  of  manual 
and  mechanical  methods  using  normal  sub- 
jects, patients,  and  models. 

23.  The  Dynamics  of  Phagocytosis  (Premiere) 

Not  yet  completed.  Excellent  photography 
through  the  microscope  of  a process  usually 
visualized  only  through  the  written  word. 

24.  Reconstruction  of  the  Breast  Following  Mastec- 
tomy 

A new  film  on  an  original  technic  for  one- 
stage  simple  mastectomy  with  plastic  recon- 
struction. 

25.  Alcoholism 

A brief  film  by  the  World  Health  Organiza- 
tion. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


22nd  Annual  Convention 
Hotel  Statler , New  York  City , May  11  through  14 , 1958 


r I "'he  twenty-second  annual  convention  of  the  Woman’s  Auxiliary  to  the  Medical  So- 
X ciety  of  the  State  of  New  York  will  be  held  in  New  York  City  from  May  11  through 
14  at  the  Hotel  Statler.  The  president,  Mrs.  Leif  G.  Jensen,  officers  of  the  State  Auxili- 
ary, and  the  Convention  Committee  extend  a cordial  invitation  not  only  to  Auxiliary 
members  but  to  all  doctors’  wives  to  attend  our  meetings  and  social  functions. 


Program 


Sunday,  May  11 

3 : 30  p.m. — 5 : 30  p.m.  Registration — Washington 

Room , Mezzanine  ( Outside ) 

3:30  p.m.  Board  of  Directors  Meet- 
ing— Washington  Room, 

Mezzanine 

6:00  p.m. — 8:00  p.m.  Reception  for  Out-of-Town 
Arrivals — Washington 
Room,  Mezzanine 


Tuesday,  May  13 

8:30  a.m. — 4:30  p.m.  Registration — Sky  top  Foyer 

18th  Floor 

9:00  a.m. — 12:30  p.m.  House  of  Delegates — Sky- 
top,  18th  Floor 

1 : 00  p.m. — 3 : 00  p.m.  Luncheon  honoring  Mrs. 

Leif  G.  Jensen — Waldorf- 
Astoria 

House  of  Delegates — At  the 
Waldorf-Astoria  immedi- 
ately following  Luncheon 


Monday,  May  12 


Wednesday,  May  14 


8:30  a.m. — 4:30  p.m. 


9:00  a.m. — 12:30  p.m. 


1:30  P.M.- — 5:00  p.m. 
6:00  p.m. 


Registration — Skytop 
Foyer,  18th  Floor 
House  of  Delegates — Sky- 
top,  18th  Floor 
Round  Table  Discussions — 
Skytop,  18th  Floor 
Reception  and  Buffet  Sup- 
per Honoring  Past  Presi- 
dents— Skytop,  18th  Floor 


8 : 30  a.m. — 10 : 30  a.m.  Registration — Skytop  Foyer 
18th  Floor 

9:00  a.m. — 12  Noon  House  of  Delegates — Sky- 
top, 18th  Floor 

1 : 30  p.m.  Postconvention  Board 

Meeting — Skytop,  18th 

Floor 

7:00  p.m.  Medical  Society  Dinner 

Dance — Penn  Top,  18th 
Floor 


Officers 


President Mrs.  Leif  G.  Jensen,  Staten  Island 

President-Elect Mrs.  Maurice  G.  Sheldon,  Olean 

First  Vice-President Mrs.  Milton  W.  Kogan,  Oswego 

Second  Vice-President Mrs.  John  N.  Dill,  Yonkers 

Corresponding  Secretary Mrs.  Walter  T.  Heldmann,  Staten  Island 

Recording  Secretary Mrs.  Michael  Slovak,  Schenectady 

Treasurer Mrs.  Arthur  F.  Holding,  Albany 

Convention  Committee 

Chairman Mrs.  Samuel  Reback,  Staten  Island 

Cochairman Mrs.  Carl  Freese,  Garden  City 
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You  will  note  that  the  name  for  the  nonscientific  exhibits  has  been  changed  from 
“technical”  to  “industrial.”  In  the  past,  the  term  “technical”  was  sometimes 
confused  with  the  term  “scientific,”  which  is  used  to  denote  exhibits  by  individuals 
or  groups  of  medical  men.  The  Medical  Exhibitors’  Association,  whose  membership 
lists  include  95  per  cent  of  all  firms  currently  showing  at  doctors’  conventions,  has 
been  primarily  responsible  for  suggesting  the  change.  Its  members  said,  “We  have 
great  industries  working  for  physicians  to  help  them  keep  people  well  and  cure  peo- 
ple if  they  get  sick.  Let’s  be  proud  of  ourselves,  as  we  should  be,  and  call  our  ex- 
hibits what  they  are,  Industrial  Exhibits.” 

Knowing  the  enormous  amount  of  new  products  and  equipment  that  is  constantly 
being  produced  to  help  us  with  our  patients  and  the  demands  made  upon  our  time, 
they  have  painstakingly  condensed  and  attempted  to  clarify  all  information  con- 
cerning these  exhibits  so  that  we  may  digest  it  in  the  least  possible  time.  A great 
deal  of  work  has  gone  into  the  preparation  of  these  exhibits,  along  with  a great 
store  of  information  that  can  be  quickly  assimilated.  The  exhibitors  will  be  happy 
to  see  you  and  discuss  any  problem  with  which  you  feel  they  might  help  you.  We 
are  sure  that  all  of  us  can  learn  something  from  them  if  we  will  take  the  time  to  visit 
the  exhibits. 


Abbott  Laboratories,  North  Chicago,  Illinois  (Booths 
108  and  109).  Members  of  the  medical  profession 
will  be  cordially  welcomed  at  Abbott  Laboratories’ 
exhibit  of  leading  specialties  and  new  products. 
Our  representatives  will  be  available  at  the  exhibit 
to  give  information  on  the  products  and  to  answer 
any  questions  you  may  have. 

Air-Shields,  Inc.,  Hatboro,  Pennsylvania  (Booth 
26),  will  display  the  following  equipment:  the  Iso- 
lette  infant  incubator  which  provides  unchanging 
atmospheric  conditions  for  premature  or  sick  full- 
term  infant;  the  Croupette  cool- vapor  and  oxygen 
tent,  a complete  unit  requiring  no  additional  attach- 
ments; the  Jefferson  Ventilator  for  controlled  posi- 
tive and  negative  ventilation  during  general  anes- 
thesia; the  Isolette  Rocker  to  assist  respiration  and 
aid  circulation  during  postnatal  apnea. 

American  Ferment  Company,  Inc.,  New  York  City 
(Booth  72).  See  our  demonstration  of  the  emol- 
lient, sudsing  detergent  action  of  antibacterial  Tod’l, 
effective  in  the  treatment  and  prevention  of  various 
skin  affections.  Stop  by  for  a personal  supply  of 
Falgos,  the  buffered  analgesic  advertised  only  to  the 
profession.  Also  featured:  Caroid  and  Bile  Salt 
Tablets,  Alcaroid  and  Supligol. 

American  Sterilizer  Company,  Erie,  Pennsylvania 

(Booth  140),  will  feature  the  following:  Model  613- 
R,  our  new  autoclave  which  has  become  exceedingly 


popular  wherever  it  has  been  demonstrated  through- 
out the  country,  priced  right  and  the  finest  in  quality 
workmanship;  Model  8816,  square  in  size,  8 by  8 by 
16  inches,  designed  for  increased  loading  capacity; 
Model  1022,  size  10  by  10  by  22  inches,  the  unit  for 
clinics  or  centralized  sterilization,  10  inches  square, 
autoclave  requires  no  plumbing  connections,  com- 
pletely automatic;  Sterilizers,  three  sizes  8-,  16-,  and 
17-inch  portable  boiling  type  units;  Cabinet,  single 
door  with  recessed  sterilizer. 

Ames  Company,  Inc.,  Elkhart,  Indiana  (Booth  122), 
will  feature  the  latest  developments  in  new,  simpli- 
fied diagnostic  products  which  are  adaptable  to  rou- 
tine examination  and  patient  management.  The 
many  advantages  of  the  new  diagnostic  products  are 
quickly  demonstrable,  and  you  are  cordially  invited 
to  stop  at  the  Ames  booth  to  see  them. 

Amfre-Grant,  Inc.,  Brooklyn,  New  York  (Booth  31), 
will  feature  many  prescription  specialties  for  use  in 
your  practice.  In  the  heart  and  peripheral  vascular 
field  there  are  on  display  Corovas  Tymcaps  and 
Neo-Corovas  Tymcaps,  Nitromed,  Perivas,  Diurbi- 
tal,  and  Panreatic  Hormone  (oral).  Other  items  of 
interest  are  Causalin  for  arthritis,  Baculin  Vaginal 
tablets  for  vaginal  infestations,  Banausea  for  pre- 
vention of  nausea  and  vomiting  in  pregnane}’,  des- 
Plex,  an  antiabortive,  and  Dicorvin  tablets  for  pal- 
liation in  carcinoma  of  the  prostate.  Our  represent- 
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ative  will  be  happy  to  elaborate  on  these  various 
ethical  specialties. 

Arch  Fame  Shoes,  New  York  City  (Booth  78),  will 
feature  a display  of  foot  corrections,  appliances,  and 
shoes  for  the  alleviation  of  your  patients’  foot  prob- 
lems. Our  shoes  are  recommended  by  leading  or- 
thopedists, rheumatologists,  pediatricians,  and  der- 
matologists. Available  in  stock  is  a complete  line  of 
orthopedic  shoes  for  men,  women,  children,  and  in- 
fants, including  the  surgical,  metatarsus  varus,  and 
equinovarus  shoes  for  use  with  Denis-Browne  splints. 

The  Armour  Laboratories,  Kankakee,  Illinois  (Booth 
105),  will  feature  Chymar  Aqueous,  our  new  inject- 
able anti-inflammatory  enzyme.  Chymar  Aqueous 
is  the  first  truly  aqueous  solution  in  a one- vial  prep- 
aration. Armour  Laboratories  representatives  will 
be  happy  to  discuss  products  of  our  manufacture 
with  any  who  wish  to  stop  at  our  booth. 

Audio-Digest  Foundation,  Glendale,  California 
(Booth  25),  a subsidiary  of  the  California  Medical 
Association,  gives  the  busy  physician  an  effortless 
tour  through  the  best  of  current  medical  literature 
each  week.  This  medical  tape-recorded  newscast, 
compiled  and  reviewed  by  a professional  board  of 
editors,  may  be  heard  in  the  physician’s  automobile, 
home,  or  office.  The  Foundation  also  offers  medical 
lectures  by  nationally  recognized  authorities. 

Aveeno  Corporation,  New 
York  City  (Booth  55). 
New,  for  dry  skin,  Aveeno 
Oilated  Baths  combine  rec- 
ognized soothing  effect  of  the  Aveeno  Colloid  Bath 
with  the  extra  emolliency  of  35  per  cent  added  oil. 
Aveeno  Oilated  Baths  are  easy  to  prepare,  easy  to 
use,  and  effective.  Excellent  for  your  older  patients 
and  for  the  tender,  sensitive  skin  of  youngsters. 

Ayerst  Laboratories,  New  York  City  (Booth  98). 
Premarin,  Premarin  with  Meprobamate,  Theru- 
histin,  and  Suvren  are  being  featured.  Our  repre- 
sentatives will  be  pleased  to  supply  you  with  up-to- 
date  information  and  clinical  reports  on  these  prod- 
ucts, as  well  as  other  Ayerst  products  in  which  you 
might  be  interested 

The  Baker  Laboratories,  Inc.,  Cleveland  3,  Ohio 
(Booth  123).  You  are  invited  to  visit  our  booth 
where  Baker’s  Modified  Mil  and  Varamel,  two  suc- 
cessful products  for  infant  feedings,  are  on  display. 
Baker  representatives  will  be  glad  to  discuss  with 
you  the  special  features  of  Baker  milk  products 
which  promote  better  tolerance,  less  colic,  better 
gain,  and  improved  tissue  turgor  for  bottle-fed  in- 
fants. 


W.  A.  Baum  Co.,  Inc.,  Copiague,  New  York  (Booth 
138).  All  models  of  the  Baumanometer  will  be 
shown  at  the  Baum  booth  this  year.  Physicians 
treating  hypertensive  patients  will  be  interested  in 
seeing  the  Rx  model  for  their  patients’  use  and  in  the 
important  and  unique  features  of  the  new  Simplex 
Cuff.  Also  on  display  will  be  the  widest  selection  of 
blood-pressure  accessories  for  special  purposes. 

Baxter  Laboratories,  Inc.,  Morton  Grove,  Illinois 
(Booth  45),  presents  the  latest  developments  in 
parenteral  fluids  and  administration  equipment. 
See  Incert,  the  only  one-step  sterile  additive  vial  for 
supplementing  parenteral  fluids;  Vi-Cert,  B vita- 
mins with  C,  Sux-Cert,  lyophilized  succinylcholine 
chloride,  and  several  electrolyte  solutions.  Inspect 
Travad,  ready  to  use  disposable  enema  unit  featur- 
ing a prelubricated  tip,  18  inches  of  flexible  tubing 
and  finger-tip  volume  control. 

J.  Beeber  Company,  Inc.,  New  York  City  (Booth 
53).  Featuring  the  latest  in  Mattern  x-ray  ma- 
chines, Beck-Lee  Cardi-all  direct  writing  electro- 
cardiograph, Raytheon  Radar  Diathermy,  Raytheon 
Direct  Writing  Electrocardiograph,  Raytheon  Ul- 
trasonic therapy  unit,  and  Hamilton  examining 
room  furniture.  The  booth  will  also  feature  the 
latest  innovations  in  microscopes.  We  invite  your 
inquiries. 

Birtcher  Medical  Distributors  of  New  York,  New 

York  City  (Booth  38).  Distributors  for  The  Birt- 
cher Corporation  of  California,  in  field  of  electro- 
cardiograph, defibrillator,  heart  pacer,  ultrasonic, 
short  wave,  electrosurgery,  hydrotherapy  equip- 
ment and  surgical  accessories. 

The  Blakiston  Division,  McGraw-Hill  Book  Com- 
pany, Inc.,  New  York  City  (Booth  88),  will  feature 
at  the  convention  of  the  Medical  Society  of  the 
State  of  New  York  the  following  books:  Leavell  and 
Clark’s  Preventive  Medicine  for  the  Doctor  in  His 
Community , 2nd  edition;  Drill’s  Pharmacology  in 
Medicine , 2nd  edition;  White,  Rusk,  Williams,  and 
Lee’s  Cardiovascular  Rehabilitation ; White,  Rusk, 
Williams,  and  Lee’s  Rehabilitation  of  the  Cardiovas- 
cular Patient , and  Grant’s  Clinical  Electrocardiog- 
raphy. 

Borcherdt  Company,  Chicago,  Illinois  (Booth  44),  is 
featuring  a new  use  for  its  Malt  Soup  Extract.  In 
addition  to  stool  softening  properties,  Malt  Soup 
Extract  has  been  found  useful  for  the  problem  of 
pruritus  ani.  Stop  in  for  information  and  a recently 
presented  paper  on  this  new  use.  Information  on 
the  influence  of  aciduric  intestinal  flora  in  correction 
of  constipation  and  relief  of  pruritus  ani  is  available. 


The  Barton  Manufacturing  Company,  New  York 
City  (Booth  59),  established  in  1885,  has  been  manu- 
facturing anatomic  rubber  stamps  for  diagnosis  and 
pathologic  records  for  over  fifty  years.  At  our 
booth  we  will  have  illustrated  catalogs,  also  many 
sample  anatomic  stamps  representative  of  the  more 
than  200  available. 


The  Borden  Company,  New  York  City  (Booth  39). 
Borden’s  Prescription  Products  booth  is  the  place  to 
discuss  the  latest  in  infant  nutrition.  On  display 
are  Mull-Soy,  the  pioneer  hypoallergenic  formula 
food;  Bremil,  a complete  food,  patterned  after 
breast  milk,  for  the  normal  infant;  Dryco,  a high- 
protein,  low-fat  product  especially  suited  to  pre- 


1060 


New  York  State  J.  Med. 


INDUSTRIAL  EXHIBITS 


matures,  and  Beta  Lactose,  the  ideal  milk  sugar. 

Brewer  & Company,  Inc.,  Worcester,  Massachusetts 
(Booth  19),  will  present  their  well-known  special- 
ties: Thesodate,  Luasmin,  Enkide,  Amchlor,  As- 
teric,  and  Injectable  Quinidine  Hydrochloride.  In 
addition  to  Injectable  Quinidine  Hydrochloride  we 
also  manufacture  a capsule  and  a tablet  of  natural 
quinidine  sulfate  which  we  market  under  the  name 
Quindul.  Another  outstanding  new  injectable  is  our 
Sus-Phrine  (aqueous  suspension  of  epinephrine  1:200 
for  subcutaneous  administration  for  prompt  and  pro- 
longed relief  of  bronchial  asthma.  Also  featured 
will  be  a new  specialty  item  developed  by  Brewer 
research:  Nabcon,  a complete  natural  B-complex 
liquid  concentrate,  each  teaspoonful  of  which  is  de- 
rived from  35  Brewers’  yeast  tablets. 

Bristol-Myers  Products  Division,  Bristol-Myers 
Company,  New  York  City  (Booth  116).  Bufferin, 
the  better  tolerated  analgesic  for  long-term  sali- 
cylate therapy,  will  be  featured  by  Bristol-Myers. 
Also  on  view:  Ammens  Medicated  Powder,  an  ab- 
sorbent starch  base  product  of  special  value  where 
moisture  contributes  to  skin  irritation;  Minit-Rub, 
a greaseless,  stainless  rubefacient,  and  new  Thera- 
derm,  for  dandruff  control. 

The  Burdick  Corporation,  Milton,  Wisconsin  (Booth 
6),  will  exhibit  their  line  of  electromedical  equip- 
ment. Features  of  especial  interest  will  be  their  di- 
rect-recording electrocardiograph  and  their  modern 
line  of  ultrasonic  and  diathermy  equipment. 

Burroughs  Wellcome  & Co.  (TJ.S.A.)  Inc.,  Tuckahoe, 
New  York  (Booth  57).  The  extensive  research 
facilities  of  B.  W.  & Co.,  both  here  and  in  other 
countries,  are  directed  to  the  development  of  im- 
proved therapeutic  agents  and  technics.  Through 
such  research  B.  W.  & Co.  has  made  notable  ad- 
vances related  to  leukemia,  malaria,  diabetes,  and 
diseases  of  the  autonomic  nervous  system,  and  to 
antibiotic,  muscle-relaxant,  antihistaminic,  and  anti- 
nauseant  drugs.  An  informed  staff  at  our  booth 
will  welcome  the  opportunity  to  discuss  our  products 
and  latest  developments  with  you. 

Cambridge  Instrument  Company,  Inc.,  New  York 
City  (Booths  141  and  142).  The  new  Cambridge 
Versa-Scribe,  the  versatile  portable  electro-cardio- 
graph; the  well-known  Cambridge  Simpli-Scribe 
model  direct-writing  portable  electrocardiograph, 
and  the  Cambridge  Standard  String  Galvanometer 
Type  Electrocardiograph  will  be  displayed  at  this 
booth.  Also  other  important  Cambridge  instru- 
ments, including  the  Audio-Visual  Heart  Sound  Re- 
corder, Operating  Room  Cardioscope,  Educational 
Cardioscope,  Multi-Channel  Physiological  Re- 
corder, Electrokymograph,  Plethysmograph,  pH 
Meters,  and  Pulmonary  Function  Tester.  The 
Cambridge  engineers  in  attendance  will  be  glad  to 
give  you  complete  information  on  these  instruments. 

S.  H.  Camp  & Company,  Jackson,  Michigan  (Booth 
92).  There  are  many  new  and  interesting  develop- 
ments in  Camp  appliances  and  supports  being  dis- 


played. See  the  new  lightweight  maternities,  sup- 
ports for  geriatric  patients,  new  orthopedic  supports, 
abduction  pillows,  arm  sleeves,  hospital  binder,  cer- 
vical collars,  traction  apparatus  for  pelvis,  leg,  and 
head.  Representatives  will  be  present  to  answer 
queries  on  these  very  effective  agents. 

Chicago  Pharmacal  Company,  Chicago,  Illinois 
(Booth  130).  Featured  specialties  are  Urised,  na- 
tionally known  and  clinically  proved  tablet  for 
thorough  antisepsis  and  soothing  sedation  in  genito- 
urinary affections;  Lipomic  Injection,  a logical  for- 
mula for  the  most  modern  treatment  of  atherosclero- 
sis and  associated  coronary  disease;  Estrosed,  a com- 
bination of  reserpine  and  ethinyl  estradiol  in  tablet 
form  for  calm,  effective  treatment  of  the  menopausal 
syndrome;  plus  a complete  line  of  liquids,  ointments, 
and  injectables  awaiting  your  inspection. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey  (Booth  114),  is  exhibiting  Vioform-Hydro- 
cortisone  Cream,  an  extremely  effective  preparation 
for  controlling  a wide  variety  of  acute  and  chronic 
skin  disorders.  It  is  antifungal,  antibacterial,  anti- 
inflammatory, and  antipruritic,  a four-way  means 
for  providing  relief  of  itching  and  inflammation  and 
for  rapid  healing.  Moreover,  it  is  effective  where 
many  antibiotic  combinations  fail. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
132).  Ice  cold  Coca-Cola  served  through  the  cour- 
tesy and  cooperation  of  the  Coca-Cola  Bottling 
Company  of  New  York  and  the  Coca-Cola  Com- 
pany. 

Coreco  Research  Corporation,  New  York  City 
(Booth  29).  The  Coret  camera  embodies  the  prin- 
ciple of  electronic  flash  and  constant  automatic 
control  of  such  factors  as  distance,  aperture,  field, 
and  exposure.  Now  for  the  first  time  Coreco  offers  a 
completely  automatic  professional  clinical  camera 
purposely  designed  to  achieve  the  ultimate  in  sur- 
face, intraoral,  and  intratubular  photography.  Be- 
cause of  the  simplicity  of  operation,  even  an  inexperi- 
enced doctor  or  nurse  can  achieve  consistently  per- 
fect color  transparencies. 

Dalzo,  Inc.,  Hackensack,  New  Jersey  (Booth  27). 
Qualified  representatives  will  be  in  attendance  to 
demonstrate  our  complete  line  of  products  used  in 
the  treatment  of  peripheral  vascular  disease;  Nu- 
last,  the  light-weight  natural  rubber  elastic  bandage 
that  does  not  slip;  Dalzoflex,  elastic  adhesive  band- 
ages; Dalzoflex,  patch  test  dressings;  Dalzoband, 
medicated  bandages;  Dalmaplast,  adhesive  strap- 
ping; the  new  primer  bandage,  Lestreflex,  Petronet, 
Dalmas,  and  other  items. 

Dannon  Milk  Products,  Inc.,  Long  Island  City,  New 
York  (Booth  67),  will  feature  information  on  Dannon 
yogurt  in  various  applications  to  daily  practice,  in- 
cluding gastrointestinal  dysfunction,  obesity,  and 
autointoxication.  Of  particular  interest  is  litera- 
ture on  a study  of  the  effectiveness  of  prune  whip 
yogurt  in  chronic  constipation.  Cool,  refreshing 
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samples  of  Dannon  yogurt  in  six  appealing  flavors 
will  be  served. 

Davies,  Rose  & Company,  Limited,  Boston,  Massa- 
chusetts (Booth  137).  We  cordially  invite  the  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York 
to  visit  our  booth.  Although  most  physicians  need 
no  introduction  to  our  outstanding  cardiac  thera- 
pies, Pil.  Digitalis  and  Tablets  Quinidine  Sulfate, 
Natural,  our  representatives,  Messrs.  W.  B.  Poole, 
H.  V.  Orne,  and  C.  R.  White,  will  be  on  hand  to 
greet  you  and  to  explain  the  dependability  of  our 
laboratory  productions. 

Desitin  Chemical  Company,  Providence,  Rhode  Is- 
land (Booth  41).  Desitin  Ointment  is  the  pioneer 
cod  liver  oil  ointment  for  the  treatment  of  burns, 
ulcers,  wounds,  and  diaper  rash.  Desitin  Powder  is 
the  pioneer  cod  liver  oil  dusting  powder  for  the 
treatment  of  intertrigo,  diaper  rash,  exanthema, 
abrasions,  etc.  Desitin  Hemorrhoidal  Suppositories 
relieve  pain  and  itching,  promote  healing,  and  give 
comfort  in  uncomplicated  hemorrhoids  and  fissures, 
contain  no  anesthetics  or  styptics.  Rectal  Desitin 
Ointment  is  for  effective  relief  in  simple  hemorrhoids, 
pruritus,  and  fissures,  contains  no  anesthetics.  De- 
sitin Lotion  is  soothing,  protective,  and  mildly  as- 
tringent for  the  treatment  of  pruritus,  poison  ivy, 
and  nonspecific  dermatitis.  Desitin  Cosmetic  and 
Nursery  Soap  is  supermild,  nonallergenic,  pleas- 
antly scented,  and  deodorant. 

The  Dietene  Company,  Minneapolis,  Minnesota 
(Booth  119).  Have  you  tasted  Meritene,  the  whole 
protein  supplement  that  does  taste  good?  Visit  our 
booth;  enjoy  a Meritene  milk  shake  with  its  multiple 
nutritive  values.  While  you’re  there,  review  the 
Dietene  diet  based  on  Dietene  reducing  supplement. 
It  provides  the  rare  combination  of  low  calories 
(1,000)  with  high  intake  of  protein  and  all  essential 
vitamins  and  minerals  in  an  interesting,  effective, 
safe  weight-reducing  diet. 

Doak  Pharmacal  Company,  Inc.,  New  York  (Booth 
77).  New  and  unique,  pHoam  Cleanse-Pac,  Doak, 
a patented  spongelike  applicator  to  wash  the  skin 
with,  plus  a patented  soapless  cake  that  fits  into  the 
pocket  of  the  applicator,  is  shown.  The  cake  re- 
mains hard  when  wet,  produces  liberal  suds  when 
manipulated  in  the  applicator,  and  is  an  excellent 
grease  emulsifier.  The  applicator  provides  the 
necessary  mechanical  cleansing  so  essential  in  ado- 
lescent acne  and  other  like  conditions.  Available  in 
pink  (with  the  antiseptic  and  deodorant,  bithionol) 
and  in  yellow  (with  bithionol,  sulfur,  and  salicylic 
acid).  Supplied  in  packages  with  applicator  and 
nine  cakes  and  in  packages  of  12  refill  cakes.  Visit 
booth  77  for  full  information. 

Doho  Chemical  Corporation,  New  York  City  (Booths 
131-A  and  131-B)  is  pleased  to  exhibit  Auralgan,  ear 
medication  in  otitis  media  and  removal  of  cerumen; 
Otosmosan,  effective  nontoxic  fungicidal  and  bacteri- 
cidal (gram-negative,  gram-positive)  in  the  suppura- 
tive and  aural  dermatomycotic  ears;  Rhinalgan, 
nasal  decongestant  free  from  system  or  circulatory 


effect  and  equally  safe  to  use  on  infants  as  well  as 
the  aged;  new  Larylgan,  soothing  throat  spray  and 
gargle  for  infectious  and  noninfectious  sore  throat  in- 
volvements. Mallon  Chemical  Corporation,  sub- 
sidiary of  the  Doho  Chemical  Corporation,  is  also 
featuring  Rectalgan,  liquid  topical  anesthesia,  for 
relief  of  pain  and  discomfiture  in  hemorrhoids,  pruri- 
tus, and  perineal  suturing;  Dermoplast,  aerosol- 
freon  propellent  spray  for  fast  relief  of  surface  pain, 
itching,  burns,  and  abrasions,  and  also  for  obstetric 
and  gynecologic  use. 

Dome  Chemicals,  Inc.,  New  York  City  (Booth  127), 
will  present  its  exclusive  Acid  Mantle  group  of 
products:  Hist-A-Cort-E  for  senile  vaginitis,  pru- 
ritus vulvae,  and  kraurosis  vulvae;  Cor-Tar-Quin  for 
stubborn  infectious  dermatoses;  Cort-Dome  and 
Neo-Cort-Dome  Creme  and  Lotion  for  inflammatory 
and  infectious  dermatoses;  a safer  prednisolone  K- 
Predne-Dome;  six  wet  dressings  including  Soyaloid; 
Acne-Dome  for  effective  acne  therapy;  Soy-Dome, 
the  acid  restoring  soapless  skin  cleaner;  Quatrasal, 
the  safe,  effective  fungicide,  and  Domogyn,  the  pre- 
ferred acid  vaginal  douche. 

S.  F.  Durst  & Company,  Inc.,  Philadelphia,  Pennsyl- 
vania (Booth  82),  will  present  the  following  out- 
standing preparations:  Pedameth,  for  the  treatment 
and  prevention  of  diaper  dermatitis  in  infants  and 
control  of  odor  and  ulceration  in  incontinence; 
Senilex,  a mental  clarifier  for  the  aged,  especially 
where  mild  memory  defects,  confusion,  or  slightly 
abnormal  behavior  appear,  and  Hyrye,  for  massive 
dosage  of  riboflavin  which  has  been  shown  to  have 
beneficial  effects  on  seborrheic  dermatitis  and  psoria- 
sis. 

Eaton  Laboratories,  Norwich,  New  York  (Booth  76). 
Often  lifesaving,  Furadantin  Intravenous  Solution  is 
recommended  for  severe  infections;  often  rapidly 
effective,  in  bacteremia,  peritonitis,  and  other  bac- 
terial infections  as  of  postoperative  wounds  and  ab- 
scesses, when  the  organism  is  susceptible  to  Fura- 
dantin ; in  severe  genitourinary  tract  infections  when 
the  patient  is  unable  to  take  Furadantin  by  mouth. 

Encyclopaedia  Britannica,  New  York  City  (Booth 
80).  This  leading  reference  work  with  its  almost 
two  hundred-year  history  has  been  completely  re- 
vised in  an  intensive  effort  of  the  last  thirteen 
years,  representing  an  investment'  of  over  five 
million  dollars.  Illustrated  in  color,  it  contains 
38,042,000  words  and  23,494  illustrations  by  5,565 
contributors  from  75  countries,  easily  handled 
through  539,138  index  references. 

Endo  Laboratories,  Inc.,  Richmond  Hill,  New  York 
(Booth  139).  Featured  will  be  Percodan  tablets, 
the  oral  analgesic  which  provides  faster,  longer  last- 
ing, and  more  thorough  relief  from  moderate  pain; 
Percodan-Demi  tablets,  a new  dosage  strength  of 
Percodan  which  gives  the  doctor  greater  flexibility, 
versatility,  and  selectiveness  in  pain  therapy;  Vi- 
fort  Nectar,  the  new  orange-flavored,  water-soluble 
polyvitamin  preparation  that  appeals  to  all  patients, 
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and  Coumadin,  the  safe  and  predictable  anticoagu- 
lant. 

The  Evron  Company,  Inc.,  Chicago,  Illinois  (Booth 
103).  Pentritol  Tempules,  the  coronary  vasodilator 
whose  effectiveness  in  continuous  twenty-four-hour 
treatment  of  angina  was  again  observed  in  a recently 
published  report,  will  be  presented.  Originated 
three  years  ago,  this  time-disintegration  capsule  of 
30  mg.  of  PETN  has  acquired  a significant  back- 
ground of  successful  results  in  controlling  angina. 
One  Pentritol  Tempule  every  twelve  hours  markedly 
reduces  frequency  and  severity  of  painful  attacks  in 
most  anginal  patients.  Our  medical  service  repre- 
sentatives welcome  your  inquiries.  Literature  and 

samples  available  as  requested. 

/ 

Falk  Surgical  Corporation,  New  York  City  (Booth 
10),  will  feature  a comprehensive  line  of  orthopedic 
appliances  consisting  of  the  following  items:  Knight 
spinal  braces,  McAusland  braces,  orthopedic  spinal 
corsets,  lumbosacral  supports,  Klenzak  braces,  drop 
foot  posterior  braces,  molded  shoes,  ankle  and  knee 
supports,  and  active  and  corrective  splints.  These 
will  be  displayed  on  figures  and  forms  to  demonstrate 
the  corrective  possibilities  of  the  various  appliances. 
We  are  sure  this  will  please  the  doctors  and  the  con- 
vention since  we  have  a lot  of  new  designs  carefully 
worked  out. 

C.  B.  Fleet  Company,  Lynchburg,  Virginia  (Booth 
28),  will  exhibit  Clysmathane,  its  most  recent  contri- 
bution in  the  field  of  medication  by  rectum,  an  ad- 
vanced method  of  xanthine  therapy.  Clysmathane 
is  a stable  solution  of  theophylline  monoethanola- 
mine,  easily  retained,  with  rapid  and  uniform  absorp- 
tion, prompt  and  predictable  blood  levels,  and  no 
rectal  irritation  after  prolonged  use. 

E.  Fougera  & Company,  Inc.,  Hicksville,  New  York 
(Booth  145),  cordially  invites  physicians  to  visit 
their  booth  where  products  in  the  fields  of  cardi- 
ology, dermatology,  and  radiology  will  be  displayed. 
Professional  service  personnel  will  be  present  to  dis- 
cuss these  products  and  supply  clinical  materials  if 
desired. 

Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical 
Corporation,  Ardsley,  New  York  (Booth  9),  will 
feature  Butazolidin  and  Butazolidin-Alka,  potent 
nonhormonal  antiarthritic  and  anti-inflammatory 
agent  also  effective  in  the  treatment  of  superficial 
thrombophlebitis,  and  Preludin,  nonamphetamine 
appetite  suppressant  virtually  without  central  ner- 
vous system  stimulation.  Also  on  display  will  be 
Sterosan  Hydrocortisone  Cream  and  Ointment,  for 
comprehensive  control  of  a wider  range  of  dermato- 
ses; Medomin,  the  hypnotic  which  provides  natural 
sleep,  and  Sintrom,  potent  oral  anticoagulant  with 
intermediate  duration  of  action. 

Geriatric  Pharmaceutical  Corporation,  Bellerose, 
New  York  (Booth  70),  will  exhibit  Gustalac  tablets, 
the  most  pleasant-tasting,  faster  and  longer-acting 
antacid  for  the  management  of  hyperacidity  and  ul- 


cers, and  Menic,  for  the  management  of  cerebral 
arteriosclerosis,  mental  confusion  and  forgetfulness. 
Our  representatives  will  be  glad  to  discuss  our  other 
products  which  have  been  successfully  used  in  the 
management  of  the  geriatric  patient. 

Gray  Pharmaceutical  Company,  Inc.,  Newton, 
Massachusetts  (Booth  51).  For  the  apathetic, 
fatigued,  lethargic,  or  confused  geriatric  patient  with 
impaired  cerebral  function,  L-Glutavite  represents  a 
unique  therapeutic  approach  to  help  restore  mental 
and  social  performance  towards  normal  levels.  L- 
Glutavite  is  available  in  packets,  economy  canisters, 
and  capsules.  Atheroxin  is  an  extremely  palatable 
emulsion  of  corn  oil  and  pyridoxine  which  merits  the 
attention  of  all  doctors  who  have  patients  with  a 
history  of  coronary  disease  and  elevated  blood  cho- 
lesterol. 

Grune  & Stratton,  Inc.,  New  York  City  (Booth  126). 
Our  Mr.  Frank  Kurzer  welcomes  you  to  our  booth 
where  you  can  examine  important  new  books  such  as 
Necheles’  The  Physiologic  Basis  of  Gastrointestinal 
Therapy;  Sigler’s  The  Electrocardiogram , second 
revised  edition;  Saphir’s  Systemic  Pathology  (Volume 
I and  II);  Snapper’s  Bone  Diseases  in  Medical  Prac- 
tice; Scherf  and  Boyd’s  Cardiovascular  Diseases , 
third  revised  edition;  Lassrich,  Prevot,  and  Scha- 
fer’s, Pediatric  Roentgenology;  Thannhauser’s  Me- 
tabolism and  Metabolic  Disorders ; three-volume  set 
of  Bohler’s  The  Treatment  of  Fractures , and  many 
other  books  essential  to  successful  daily  practice. 

Guardian  Chemical  Corporation,  Long  Island  City, 
New  York  (Booth  54).  The  company  will  display 
its  various  products  including  Clorpactin  XCB,  the 
tumorcidal  agent;  Clorpactin  WCS-90  for  topical 
use,  particularly  in  the  treatment  of  antibiotic  resist- 
ant infections,  and  Warexin  for  cold  sterilization  of 
medical  and  surgical  instruments  and  articles  includ- 
ing artificial  heart  lung  machines  and  rubber  and 
plastic  products.  Such  articles  sterilized  with  Ware- 
xin may  be  used  in  the  patient  without  rinsing. 

Health  Insurance  Council,  New  York  City  (Booth 
48).  This  exhibit  is  designed  to  provide  general  in- 
formation on  health  insurance  as  underwritten  by 
insurance  companies.  In  addition  it  also  makes 
available  information  on  uniform  claim  forms  for 
use  by  doctors  and  hospitals  in  support  of  health  in- 
surance claims. 

H.  J.  Heinz  Company,  Pittsburgh,  Pennsylvania 
(Booth  124).  See  the  eight  new  Heinz  high  meat 
dinners,  Strained  and  Junior  Foods  for  babies,  con- 
taining substantial  amounts  of  beef,  veal,  chicken,  or 
ham,  respectively,  all  with  vegetables.  These  are 
meant  to  be  “main  dishes”  and  are  rich  sources  of 
meat  proteins.  In  addition  to  Heinz  orange  juice  for 
babies  there  are  five  new  Heinz  fruit  juices.  There 
is  also  “Nutritional  Data”  for  you,  doctor,  and  a very 
informative  book  on  prenatal  care  for  expectant 
parents. 

Holland-Rantos  Company,  Inc.,  New  York  City 
(Booth  95).  Simplicity  with  security  keynotes  the 
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Koromex  exhibit.  Holland-Rantos  representatives 
will  gladly  explain  why  patients  can  easily  and  cor- 
rectly place  Koro-Flex  Diaphragms,  significant  fea- 
tures of  Koromex  Vaginal  Jelly  when  jelly  alone  is  ad- 
vised, threefold  effectiveness  of  Nylmerate  Jelly  and 
Solution  Concentrate,  and  clinical  value  in  minor 
skin  disorders  of  Hollandex  Silicone  ointment. 

Hyland  Laboratories,  Los  Angeles,  California  (Booth 
40).  New,  more  concentrated  dosage  forms  of  Hy- 
land’s two  specific  gamma  globulin  specialties  for 
prevention  and  treatment  of  mumps  and  whooping 
cough  will  be  featured.  Gamma  globulin  products 
for  use  in  prevention  or  modification  of  measles,  in- 
fectious hepatitis,  or  poliomyelitis  will  also  be  shown. 
Two  new  diagnostic  products  of  special  interest  to 
physicians  will  be  demonstrated. 

Irwin,  Neisler  & Company,  Decatur,  Illinois  (Booth 
65),  will  feature  Synatan,  Seco-Synatan,  and  Ryna- 
tan,  employing  the  durabond  principle,  a true  re- 
pository technic  for  prolonging  therapy  from  a single 
dose  of  oral  medication.  The  technic  is  a depot  ac- 
tion analogous  to  that  of  long-acting  protamine- 
zinc  insulin;  a large  molecular  poly  ionic  complex 
acts  as  a bonding  agent.  The  durabond  principle 
employs  no  resins,  wax,  or  enteric  coatings  of  any 
kind;  release  is  independent  of  intestinal  motility 
or  specific  pH. 

Kenwood  Laboratories,  Inc.,  Brooklyn,  New  York 
(Booth  36).  Featured  in  our  display  will  be  Papa- 
vatral,  long-acting  capsules,  the  continuous  con- 
trolled release  combination  of  a vasodilator  and 
smooth  muscle  relaxant  for  the  treatment  of  angina 
pectoris.  Also,  Ominal  tablets  for  normal  and  dis- 
turbed pregnancies  (threatened  and  habitual  abor- 
tion), as  well  as  our  line  I.L.X.  elixir  with  Bi2, 
tablets  and  drops,  the  ideal  treatment  of  hypo- 
chromic and  nutritional  anemias.  We  also  invite 
you  to  taste  our  incomparable  therapeutic  liquid, 
the  clear  multivitamin  and  mineral  preparation. 

Key  Corporation,  Miami,  Florida  (Booth  85). 
Nitroglyn  tablets  hold  the  Key  spotlight  at  this 
booth.  Reports  indicating  distinct  advantages  in 
administration  of  Nitrogen  twice  a day  for  angina 
pectoris  due  to  coronary  sclerosis  and  a suggested  re- 
gime to  replace  daily  use  of  10  to  20  doses  of  sub- 
lingual nitroglycerine  offer  topics  for  discussion. 
Authors  comments  on  the  importance  of  sustained 
action  Nitroglyn  tablets  are  cited. 

Kirsch  Beverages,  Inc., 

^ t n Brooklyn,  New  York  (Booth 

HO)-  No-Cal  is  the  original 
/ft  O -CAL#!  and  leading  nonfattening  soft 

( sugar  free  taJ  drink.  It  contains  no  sugar, 

X^beverages^^  nQ  ga^  nQ  no  carb0i1y_ 

drates  or  proteins,  with  no 
available  calories  to  be  derived  therefrom.  No-Cal 
is  available  in  eight  flavors  plus  a salt-free  club 
soda.  Samples  will  be  given  at  the  booth.  A give- 
away item  will  also  be  presented  to  all  doctors  who 

visit  our  exhibit. 


Knoll  Pharmaceutical  Company,  Orange,  New  Jersey 
(Booth  118).  Vita-Metrazol  is  indicated  where 
apathy  is  the  predominating  symptom.  It  im- 
proves appetite,  regulates  sleep  pattern,  and  in- 
creases sociability.  Vita-Metrazol  is  Metrazol 
Liquidum  with  prophylactic  amounts  of  selective 
vitamin  B complex  components.  Information  con- 
cerning Vita-Metrazol  as  well  as  Quadrinal,  Di- 
laudid,  and  other  Knoll  preparations  is  available  for 
your  review. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  Pearl  River,  New  York  (Booth  106). 
You  are  cordially  invited  to  visit  the  Lederle  booth 
where  our  medical  representatives  will  be  in  attend- 
ance to  provide  the  latest  information  and  litera- 
ture available  on  our  line.  Featured  will  be  Achro- 
mycin V,  Aristocort,  and  many  other  of  our  depend- 
able quality  products. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booths  60  and  61),  cordially  invites  you  to  visit 
their  booth.  The  Lilly-  sales  people  in  attendance 
welcome  your  questions  about  Lilly  products  and 
recent  therapeutic  developments. 

J.  B.  Lippincott  Company,  Philadelphia,  Pennsyl- 
vania (Booth  23),  presents  for  your  approval  a dis- 
play of  professional  books  and  journals  geared  to  the 
latest  and  most  important  trends  in  current  medi- 
cine and  surgery.  These  publications,  written  and 
edited  by  men  active  in  clinical  fields  and  teaching, 
are  a continuation  of  more  than  one  hundred  years 
of  traditionally  significant  publishing. 

Loma  Linda  Food  Company,  Arlington,  California 
(Booth  37).  With  the  background  of  years  of  ex- 
perience in  perfecting  a hypoallergenic  milk  powder 
and  also  a newly  developed  concentrated  liquid  milk, 
the  protein  of  which  is  fully  derived  from  the  soy 
bean  and  formulated  with  other  essential  additives 
to  care  for  the  needs  of  babies,  growing  children,  and 
adults,  the  Loma  Linda  Food  Company  will  be 
happy  to  welcome  you  to  their  exhibit.  Attendants 
will  be  pleased  to  discuss  the  values  of  Soj^alac 
powder  and  concentrated  liquid.  Samples  of  this 
flavorful  product  will  be  served  at  the  exhibit. 

McNeil  Laboratories,  Inc., 

Philadelphia,  Pennsylvania 
(Booth  16).  Members  of  the 
Medical  Society  of  the  State 
of  New  York  are  cordially  invited  to  visit  our  booth. 
Mr.  H.  T.  Kramer  is  in  charge.  Products  to  be 
featured  are  Paraflex,  Butisol  Sodium,  Clistin, 
Flexilon,  and  Butiserpine. 

Mallon  Chemical  Corporation,  Subsidiary  of  the 
Doho  Chemical  Corporation,  New  York  (Booths 
131-A  and  131-B),  makers  of  Auralgan,  Otosmosan, 
Rhinalgan,  and  new  Larylgan  are  pleased  to  exhibit 
Rectalgan,  liquid  topical  anesthesia,  for  relief  of 
pain  and  discomfiture  in  hemorrhoids,  pruritus,  and 
perineal  suturing;  also,  Dermoplast,  aerosol-freon 
propellent  spray  for  fast  relief  of  surface  pain,  itch- 
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ing,  burns,  and  abrasions,  and  also  for  obstetric  and 
gynecologic  use. 

Maltbie  Laboratories  Division,  Wallace  & Tieman, 
Inc.,  Belleville,  New  Jersey  (Booth  7),  cordially  in- 
vites you  to  visit  their  exhibit  which  features  Dese- 
nex,  night  and  day  treatment  of  athlete’s  foot;  Bi- 
fran,  with  a plus  for  obesity;  Cholan  preparations 
with  effective  hydrocholeresis  and  superior  spasmoly- 
sis;  Caldesene  Medicated  Powder  for  diaper  rash, 
and  Nesacaine,  the  first  local  anesthetic  more  potent 
yet  less  toxic  than  procaine. 

Maltex  Company  (Di- 
vision of  Heublein), 

Burlington,  Vermont 
(Booth  93).  When 
you’re  ready  for  a 
snack,  stop  in  at  our 
booth  for  crisp  Maltex 
ginger  cookies  and  the 
popular  Maltex  date  bread.  You  are  invited  to  reg- 
ister for  free  samples  of  Maltex  and  Maypo  Oat 
Cereal  and  literature  that  will  be  helpful  in  low  so- 
dium or  weight  control  diets. 

S.  E.  Massengill  Company,  Bristol,  Tennessee 
(Booth  64),  extends  its  wishes  for  a most  successful 
meeting  and  invites  the  convention  to  visit  its  booth 
and  discuss  Massengill  pharmaceutical  products. 
Products  being  featured  include  Homagenets  (the 
only  homogenized  vitamins  in  solid  form),  Saferon 
(the  peptonized  iron),  Livitamin  (the  preferred  hem- 
atinic),  and  Massengill  Powder. 

Mayflower  Surgical  Supply  Company,  Brooklyn, 

New  York  (Booth  34),  distributor  of  x-ray,  electro- 
cardiographs, ultrasonic  equipment,  medical  furni- 
ture, autoclaves,  wheel  chairs,  sterilizers,  x-ray  ac- 
cessories, and  a complete  line  of  Birtcher  equipment. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  63).  The  Mead  Johnson  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service 
and  complete  product  information.  The  exhibit  will 
be  staffed  by  specially  trained  representatives  who 
will  be  prepared  to  provide  you  with  information  on 
any  of  these  products  or  product  “families”:  Tem- 
pra,  the  first  physician  controlled  antipyretic/anal- 
gesic in  drop  and  teaspoon  dosage  form;  the  Mead 
Johnson  Formula  Products  family,  the  most  com- 
plete feeding  service  for  well  and  sick  infants;  the 
Deca  Vitamin  family,  vitamins  in  three  convenient 
dosage  forms  providing  comprehensive  vitamin  pro- 
tection for  infants  and  children;  the  Pablum  Prod- 
ucts, featuring  the  new  Pablum  Assorted-Pak;  the 
Colace  Products  family  for  the  management  of  con- 
stipation. 

Medcolator  New  York,  Forest  Hills,  New  York 
(Booth  5).  Otto  L.  Schonwalder,  distributor  of 
Medco  products,  presents  the  Medco-Sonlator,  pro- 
viding a new  concept  in  therapy  by  combining  mus- 
cle, stimulation,  and  ultrasound  simultaneously 
through  a single  three-way  sound  applicator.  The 


Medco-Sonlator  is  a distinct  advance  in  the  effective- 
ness of  physical  therapy  in  your  office  or  hospital. 
A few  minutes  spent  in  our  booth  should  prove  of 
value  to  your  practice. 

Medical  Film  Guild,  Ltd.,  New  York  City  (Booth 
79).  Exhibiting  at  this  convention  since  the  1930’s 
has  become  a way  of  life  for  Medical  Film  Guild. 
Its  president,  Joseph  P.  Hackel,  is  the  author  of  the 
articles  on  “Visual  Education  in  Medicine”  which 
are  appearing  as  a regular  feature  in  the  New  York 
State  Journal  of  Medicine.  The  purpose  is  to 
expand  the  profession’s  interest  in  the  making  and 
showing  of  “Medical  Films  That  Teach,”  both  at 
jmur  conventions  and  locally  to  hospital  staff  con- 
ferences, your  academies  of  medicine,  and  county 
medical  societies.  The  “Film  of  the  Month” 
method  of  scheduling  films  on  a prearranged  yearly 
basis  is  an  ideal  solution  of  what  to  have  on  the  pro- 
gram of  your  next  meeting.  A film  in  practically 
every  major  medical  specialty  is  available.  The  pro- 
fessional series  of  films  has  proved  most  popular, 
and  many  new  subjects  have  been  added  for  1958  ex- 
hibition. A new  program  just  announced  is  the 
“Medical  Film  for  the  Laity”  series  which  provides  a 
film  of  vitality  to  the  doctor  who  wants  to  leave  a 
strong  impression  on  his  lay  audiences.  A novel  sub- 
scription arrangement  with  57  subjects  to  choose 
from  allows  interchange  of  professional  and  lay  films 
as  lecture  demands  vary.  A nurses’  training  pro- 
gram is  also  available  with  12  subjects. 

Merck  & Company,  Inc.,  Rahway,  New  Jersey 
(Booths  120  and  121),  will  feature  a “40-Plus  Ex- 
hibit.” Using  the  theme  “from  forty  to  sixty,  the 
future  health  of  the  aging  and  aged  is  largely  deter- 
mined,” Merck  dramatically  presents  physical  sys- 
tems influenced  by  vitamins,  together  with  condi- 
tions common  to  the  “40-Plus”  patient  which  are  al- 
leviated by  vitamins.  Graphics  suggest  to  the 
physician  ways  in  which  vitamins  can  help  him  make 
his  patients  “40-Plus”  years  their  most  significant 
years. 

Merck,  Sharp  & Dohme,  Division  of  Merck  & Com- 
pany, Inc.,  Philadelphia,  Pennsylvania  (Booth  21), 
will  feature  a new  and  very  promising  diuretic. 
Since  the  principal  action  of  Diuril  is  a marked  en- 
hancement of  the  excretion  of  sodium,  chloride,  and 
water,  it  has  been  designated  a saluretic  agent. 
This  new  compound  achieves  a profound  electrolyte 
and  water  diuresis  without  attendant  toxic  effects 
and  other  disadvantages  peculiar  to  the  mercurials 
and  certain  other  diuretic  agents.  Technically 
trained  personnel  will  be  present  to  discuss  this  and 
other  subjects  of  clinical  interest. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 
(Booth  8).  Bendectin,  a new  and  exceptionally 
effective  antinauseant,  and  Tace,  a “treatment  of 
choice”  for  suppression  of  lactation,  will  be  featured. 
You  are  invited  to  discuss  these  and  other  Merrell 
research  products  with  our  representatives. 
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Milex  of  New  York,  Long  Island  City,  New  York 
(Booth  143).  The  Milex  cancer  detection  program 
will  be  featured.  The  Milex  self-retaining  examin- 
ing speculum,  endocervical  speculum,  polyethylene 
vaginal  cannula,  clyman  endometrial  cannula,  and 
the  Milex  endometrial  biopsy  curette  offer  the  ut- 
most in  reliable  early  cancer  detection.  The  Milex 
folding  pessaries  and  the  crescent  diaphragm  are 
also  featured. 

Mooradian  High  Frequency  Laboratories,  Bogota, 
New  Jersey  (Booth  32),  will  show  the  well-known 
model  “R”  self-stabilized  shortwave  diathermy 
apparatus,  a new  type  modulated  current  low-volt 
generator,  the  Castroviejo  Electro  Surgical  Ophthal- 
mic Unit  for  retinal  detachment  and  cyclo-dia- 
thermy, and  an  improved  cardiac  defibrillator  of 
special  design  and  simple  operation,  Columbia- 
Presbyterian  model. 

C.  V.  Mosby  Company,  St.  Louis,  Missouri  (Booth 
71).  Included  among  the  200  or  more  titles  to  be 
displayed  by  the  Mosby  Company  will  be  the  follow- 
ing new  releases:  Williamson,  Practical  Use  of 

Office  Laboratory  and  X-Ray;  Sherman-Kessler, 
Allergy  in  Pediatric  Practice;  Haik,  Symposium  on 
Diseases  and  Surgery  of  the  Lens;  Patton,  Pediatric 
Index;  Miale,  Laboratory  Medicine — Hematology; 
Morris-Scully,  Endocrine  Pathology  of  the  Ovary; 
Anderson,  Pathology;  Bray,  Clinical  Laboratory 
Medicine;  Ryan,  Headache ; Lisser-Escamilla,  Atlas 
of  Clinical  Endocrinology;  Traquair,  Clinical  Per- 
imetry; Duke-Elder,  System  of  Ophthalmology ; Vol- 
ume I,  Forster,  Modern  Therapy  in  Neurology;  Ball, 
Gynecologic  Surgery  and  Urology;  Shands,  Handbook 
of  Orthopaedic  Surgery,  and  Kenney-Larson,  Ortho- 
pedics for  the  General  Practitioner. 

National  Dairy  Council,  New  York  City  (Booth  33). 
“Whatever  Your  Age — Feel  and  Look  Better  by 
Eating  Better”  is  the  theme  of  a new  exhibit  pro- 
vided by  the  Greater  New  York  Program,  National 
Dairy  Council.  Colored  transparencies  feature  the 
four  food  groups:  dairy  foods,  meats,  vegetables  and 
fruits,  bread  and  cereal.  Also  displayed  are  nutri- 
tion education  publications  which  are  available  on 
request. 

National  Drug  Company,  Philadelphia,  Pennsylvania 
(Booth  14).  This  exhibit  highlights  Parenzyme 
Aqueous  and  Parenzyme  B (Buccal).  The  efficiency 
of  the  anti-inflammatory,  antiedema  agents,  Paren- 
zyme Aqueous  and  Parenzyme  B,  is  clearly  sub- 
stantiated for  the  treatment  of  traumatic  wounds, 
ulceration,  phlebitis,  ocular  inflammation,  and  for 
loosening  of  bronchial  plugs  in  severe  pulmonary 
disease.  Our  representatives  anticipate  discussing 
with  you  the  latest  advance  in  enzyme  therapy  in 
the  form  of  Parenzyme  B (Buccal). 

Nepera  Laboratories,  Division  of  Warner-Lambert 
Pharmaceutical  Company,  Morris  Plains,  New  Jer- 
sey (Booth  144)  is  featuring  Mandelamine  Suspen- 
sion, a pleasantly  flavored  liquid  consisting  of  Meth- 
enamine  Mandelate  (Mandelamine)  in  sesame  oil, 
for  use  particularly  in  pediatric  urinary  tract  in- 


fections. It  is  safe,  effective,  practical,  and  eco- 
nomic, especially  for  a long-term  therapy. 

New  York  Medical  Exchange  Agency,  New  York 
City  (Booth  2).  For  your  convenience,  Miss  Patri- 
cia Edgerly,  owner  and  director,  will  be  at  this 
booth,  just  opposite  the  registration  desk,  to  help  you 
secure  medical  and  allied  personnel.  Be  sure  to 
drop  by  and  chat  with  her. 

Nordmark  Pharmaceutical  Laboratories,  Inc.,  Irv- 
ington, New  Jersey  (Booths  1 and  11).  Levonor,  a 
new  compound  for  suppression  of  appetite  without 
central  nervous  system  overstimulation,  will  be 
featured.  The  smooth  action  of  Levonor  permits  its 
use  during  evening  hours;  it  may  be  given  as  late  as 
8 p.m.  without  interfering  with  sleep.  Also,  recent 
reprints  of  clinical  studies  on  Ferronord  will  be  avail- 
able. Ferroglycine  sulfate  provides  more  rapid 
hemoglobin  response  with  virtually  no  undesirable 
side-effects. 

North  American  Philips  Company,  Inc.,  New  York 
City  (Booth  84).  Highlighting  the  Philips  exhibit 
at  the  Medical  Society  of  the  State  of  New  York 
convention  will  be  a demonstration  of  the  unique 
Surgex.  The  Philips  Surgex  produces  a fluoroscopic 
image  at  least  1,000  times  brighter  than  that  of  the 
standard  fluoroscope,  thereby  permitting  daylight 
fluoroscopy  and  simplified  or  controlled  technics. 

Hermien  Nusbaum  & Associates,  Chicago,  Illinois 
(Booth  24),  will  show  items  of  interest  to  obstetric 
and  pediatric  departments  as  well  as  for  gift  shops. 
Lifebuoy  soap  with  germicide  TMTD;  Tucks,  the 
ready-to-use  witch  hazel  pads;  TFL  flexible,  dis- 
posable clinic  droppers;  full  fine  of  Evenflo  infant 
feeding  equipment;  premature  nipples;  nipple 
covers  for  hospital  sterilization;  superplastic  boil- 
able  bottles;  Drinkup,  a transition  bottle  top  for 
children  as  well  as  for  postoperative  pediatric  cases, 
excellent  also  for  geriatric  feeding;  Presco  disposable 
bassinets;  identification  bracelets,  and  screens  will 
be  featured  at  this  booth. 

Organon,  Inc.,  Orange,  New  Jersey  (Booth  12). 
Physicians  are  cordially  invited  to  visit  the  Organon 
booth  for  information  on  Cortrophin-Zinc,  Adrestat, 
and  other  Organon  specialties.  Cortrophin-Zinc  is 
the  most  advanced  form  of  ACTH  available  for 
therapy,  providing  24  to  72  hours  ACTH  activity  in 
each  1-cc.  injection.  Adrestat  is  a new  complete 
systemic  hemostat  indicated  for  the  'control  of  capil- 
lary bleeding  and  oozing.  Organon  representatives 
will  be  happy  to  discuss  these  advances  in  therapy 
with  all  interested  physicians. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  73),  cordially  invites  you  to  their 
booth  where  Delfen  Vaginal  Cream,  their  most  sper- 
micidal contraceptive,  will  be  featured.  Also  on 
display  will  be  Rarical  iron-calcium  tablets,  a com- 
pound for  use  in  iron-deficiency  anemias  and  in  all 
cases  requiring  calcium  supplementation,  and  Rari- 
cal iron-calcium  with  vitamin  tablets.  Ortho  rep- 
resentatives welcome  this  opportunity  to  discuss 
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their  products  with  you. 

Parke,  Davis  & Company,  Detroit,  Michigan  (Booth 
58).  Medical  service  members  of  our  staff  will  be  in 
attendance  at  our  exhibit  to  discuss  important 
Parke-Davis  specialties  which  will  be  on  display. 

The  E.  L.  Patch  Company,  Stoneham,  Massachusetts 
(Booth  89).  At  this  booth  Patch  representatives 
will  greet  you  and  tell  you  about  Suromate,  the  best 
of  the  triple  sulfas,  as  well  as  the  Patch  standbys, 
Kondremul,  Alzinox,  Neo-Slowten,  and  Gadoment. 

Pepperidge  Farm,  Inc.,  Norwalk,  Connecticut 
(Booth  35),  exhibits  and  offers  samples  of  their  old- 
fashioned,  homemade  whole  wheat  bread,  white 
bread,  corn  and  molasses  bread,  and  Hovis  bread. 
The  value  of  natural  unprocessed  ingredients  is  dis- 
cussed. These  ingredients  include  stone-ground 
whole  wheat  flour,  stone-ground  corn  meal,  un- 
bleached white  flour,  93-score  creamery  butter, 
golden  honey,  fresh  whole  milk,  and  wheat  germ. 
Stuffing,  brown-and-serve  rolls,  and  fully  baked  rolls 
are  also  shown. 

Pet  Milk  Company,  St.  Louis,  Missouri  (Booth  102). 
We  will  be  pleased  to  have  you  stop  and  discuss  the 
variety  of  time-saving  material  available  to  busy 
physicians.  Our  representatives  will  be  on  hand  to 
discuss  the  merits  of  “Pet”  Evaporated  Milk  for  in- 
fant feeding  and  “Pet”  Instant  Nonfat  Dry  Milk  for 
special  diets.  A miniature  “Pet”  Evaporated  Milk 
can  will  be  given  to  all  visitors. 

Pfizer  Laboratories,  Division  Chas.  Pfizer  & Co., 

Brooklyn,  New  York  (Booth  66).  The  Pfizer  ex- 
hibit spotlights  its  recent  and  original  therapeutic 
concepts  represented  by  Signemycin  V capsules,  a 
combination  of  oleandomycin  and  tetracycline 
phosphate-buffered;  Signemycin  I.V.;  Ataraxoid, 
the  first  ataraxic-corticoid ; Tetrabon  V,  the  orange- 
flavored  phosphate-buffered  tetracycline  syrup; 
Magnacort  and  Neo-Magnacort,  the  first  water- 
soluble  corticoid,  and  Linodoxine  capsules  and  emul- 
sion, the  new  Pfizer  hypocholesterolemic  agent. 

Pitman-Moore  Company,  Indianapolis,  Indiana 
(Booth  94),  cordially  invites  you  to  visit  their  booth 
which  is  staffed  with  well-qualified  personnel.  We 
are  featuring  our  new  antidiarrheal,  Arobon,  which 
offers  prompt  control  of  diarrhea  and  also  supplies 
electrolytes  and  carbohydrates.  The  widely  known 
Novahistine  preparations  are  also  featured  for  com- 
prehensive control  of  seasonal  allergies. 

Procter  & Gamble  Com- 
pany, Cincinnati,  Ohio 
(Booth  117).  Ivory  soap 
offers  a series  of  time-saving 
leaflet  pads  for  doctors, 
each  pad  containing  50 
identical  tear-out  sheets. 
These  sheets,  which  may  be 
given  to  patients,  contain  routine  instructions  cover- 
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ing  six  different  topics.  There  are  also  samples  of 
other  free,  helpful  material  prepared  especially  for 
physicians.  Mrs.  Christyne  Schwab  will  be  in 
charge. 

The  Purdue  Frederick  Company,  New  York  City 
(Booths  42  and  43).  We  cordially  invite  you  to 
visit  our  booth  where  our  special  representatives 
will  provide  information  and  samples  of  our  featured 
specialty  pharmaceuticals:  Glutazyme  capsules 

and  powder,  a nutritive  supplement  for  the  patient 
over  forty;  Senokot  tablets  and  granules,  time- 
proven  constipation  correctives,  with  their  allied 
products,  Senokap,  Senobile,  and  Senokot  with 
Psyllium,  and  Somatovite  liquid  and  tablets,  for 
promoting  weight  gain  and  appetite  in  the  under- 
nourished, underweight,  hyperexcitable  child. 

Rawl  Chemical  Company,  New  York  City  (Booth 
22-B),  pioneers  in  whole-liver  therapy,  are  introduc- 
ing their  whole-liver  vitamin  B complex  preparation 
in  the  new,  easy-to-take  granular  form,  the  first 
such  product  of  its  kind.  The  product  is  also  avail- 
able in  the  time-tested  capsule  form,  together  with 
metheponex  (in  hypercholesterolemia)  and  Rawl- 
Vite  (multivitamin).  The  exhibit  will  also  contain 
something  of  interest  for  fishermen. 

Reed  & Camrick,  Jersey  City,  New  Jersey  (Booth 
135).  Members  of  the  Medical  Society  of  the  State 
of  New  York  and  their  guests  are  cordially  invited  to 
visit  the  Reed  & Carnrick  exhibit.  On  display  will 
be  Tarcortin,  Neo-Tarcortin,  and  Tarbonis,  the 
therapeutic  threesome  of  choice  for  a wide  range  of 
acute,  subacute,  and  chronic  dermatoses.  Our  rep- 
resentatives will  be  happy  to  give  you  information 
on  these  and  other  Reed  & Carnrick  specialties. 

Rich  Therapedic  Shoe  Laboratories,  Inc.,  New  York 
City  (Booth  50),  presents  Imprints,  custom-molded 
shoes,  handmade  on  exact  plaster  casts.  Features 
include  perfect  three-dimensional  fitting  plus  proper 
balance,  support,  shock  absorption,  and  compensa- 
tion for  deformities,  all  built  in.  Shoes  are  toe-free 
and  allow  room  for  lineal  and  lateral  expansion. 
Adjustments  made  as  necessary  and  prescribed. 
Recommended  by  orthopedists,  rheumatologists, 
dermatologists,  internists  (for  diabetics,  peripheral- 
vascular  conditions),  and  surgeons  (for  personal  use). 
Casting  at  the  booth  for  convenience  of  doctors 
wishing  to  order  shoes  for  themselves. 

Riker  Laboratories,  Inc.,  Los  Angeles,  California 
(Booth  91),  features  its  list  of  pioneering  firsts: 
Rauwiloid  (alseroxylon)  and  its  combinations  in  the 
management  of  hypertension;  Pentoxylon  in  angina 
pectoris;  the  new  highly  effective  skeletal  muscle  re- 
laxant, Disipal,  for  relief  of  muscular  spasm  in 
backache,  injuries,  arthralgias,  and  Parkinsonism. 
Also  featured  are  Medihaler-EPI  and  Medihaler- 
Iso,  measured-dose  aerosol  nebulization  for  effective 
asthma  control. 

Ritter  Company,  Inc.,  Rochester,  New  York  (Booth 
56).  More  and  more  physicians  are  finding  routine 
examination  and  treatments  in  gynecology,  proc- 


1067 


INDUSTRIAL  EXHIBITS 


tology,  urology,  eye,  ear,  nose,  and  throat,  and  all 
other  phases  of  medicine  easier  through  using  Ritter 
motor  operated  “Multi-Lever’  tables.  This  pre- 
ferred office  equipment  enables  you  to  treat  more 
thoroughly  with  less  effort  in  less  time.  Visit  the 
Ritter  display  and  let  us  demonstrate  and  explain  to 
you  the  many  benefits  derived  from  this  investment 
in  a lifetime  of  convenience  and  comfort  for  both 
doctor  and  patient. 

A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia 
(Booth  113).  The  exhibit  spotlights  Dimetane,  the 
new  and  unexcelled  antihistamine  (available  in 
tablets,  elixir,  and  long-acting  Extentabs),  and  Ro- 
baxin,  the  important  new  skeletal  muscle  relaxant, 
synthesized  in  the  Robins  Research  Laboratories. 
Representatives  in  attendance  at  the  booth  will  also 
be  happy  to  discuss  the  therapeutic  advantages  of 
Allbee  with  C,  Ambar,  and  Donnatal  Plus,  or  other 
Robins  prescription  items. 

Roche  Laboratories,  Division  of  Hoffmann-LaRoche, 
Inc.,  Nutley,  New  Jersey  (Booth  128).  Azo  Gan- 
trisin  is  an  antibacterial  analgesic  for  urinary  infec- 
tions associated  with  pain,  burning,  and  frequency. 
Marsilid  is  a psychic  energizer,  the  very  opposite  of  a 
tranquilizer.  Marsilid  has  a pronounced  therapeu- 
tic effect  in  depressed  and  regressed  psychotic  pa- 
tients, in  mild  depression,  as  an  appetite  stimulant, 
and  in  promoting  increased  vitality. 

The  J.  B.  Roerig  & Company,  New  York  City  (Booth 
86),  will  feature  their  tranquilizer,  Atarax,  brand  of 
hydroxyzine.  Its  chemical  structure  is  entirely 
different  from  others  currently  on  the  market,  and 
it  is  reported  to  be  probably  the  safest.  Cofeatured 
with  Atarax  will  be  Bonadoxin  tablets,  the  antie- 
metic which  stops  nausea  and  vomiting  of  pregnancy 
and  controls  postanesthetic  nausea  and  postradia- 
tion sickness.  Literature  and  samples  will  be  avail- 
able at  the  booth  which  you  are  cordially  invited  to 
visit. 

Ross  Laboratories,  Columbus,  Ohio  (Booth  69). 
Current  concepts  in  pediatrics  stress  the  critical  as- 
pects of  preventive  care  and  the  development  of  the 
infant  as  a whole  being.  Your  Similac  representa- 
tive will  be  happy  to  discuss  the  role  of  physiologic 
feeding  in  providing  optimum  clinical  benefits. 
Copies  of  the  latest  Ross  Pediatric  Research  Confer- 
ence Reports  are  displayed. 

Rystan  Company,  Mount  Vernon,  New  York  (Booth 
115),  features  Panafil  ointment,  which  combines  the 
proteolytic  enzyme  papain  with  urea  and  chlorophyll 
derivatives.  New  clinical  reports  on  Panafil  de- 
scribe successful  enzymatic  debridement  and  healing 
of  infected  wounds  and  chronic  ulcers.  Reprints 
are  also  offered  on  the  Chloresium  preparations  and 
on  Derifil  tablets  for  ileostomy  or  colostomy  odor 
control. 

Sanborn  Company,  Waltham,  Massachusetts  (Booth 
104).  Featured  at  the  Sanborn  exhibit  will  be  the 


new  and  outstandingly  successful  Model  300  Visette, 
a complete  electrocardiograph  of  full  diagnostic  ac- 
curacy that  weighs  only  18  pounds.  The  familiar 
Model  51  Viso-Cardiette  will  also  be  available  for 
comparison,  as  will  the  famous  Sanborn  Metabula- 
tor.  For  those  interested  in  research,  full  data  will 
be  available  regarding  Sanborn  Recording  Systems 
(single  and  multichannel,  direct  photographic,  and 
tape),  Monitoring  Oscilloscopes,  and  Transducers. 

Sandoz  Pharmaceuticals,  Division  of  Sandoz,  Inc., 

Hanover,  New  Jersey  (Booth  101),  cordially  invites 
you  to  visit  our  display.  Featured  are  BepHan 
Spacetabs  new  approach  to  prolonged  maintenance 
of  low  gastric  acidity,  Bellergal  Spacetabs  around 
the  clock  control  of  functional  complaints  (example 
— menopause  systems)  in  the  periphery  where  they 
originate,  and  Sandostene  Spacetabs  around  the 
clock  control  of  itching  and  hay  fever.  Our  repre- 
sentatives in  attendance  will  gladly  answer  questions 
about  these  and  other  Sandoz  products. 

Saratoga  Springs  Authority,  Saratoga  Springs,  New 
York  (Booth  96).  How  the  New  York  State- 
owned  Saratoga  Spa  serves  the  physician  and  the 
patient  is  completely  explained  in  this  new  exhibit. 
Changing  cards  tell  the  story  of  mineral  baths  and 
other  types  of  treatments  with  naturally  carbonated 
mineral  water,  controlled  diets,  exercise,  rest,  and 
relaxation,  and  the  Spa’s  year-round  attractions. 
A booth  attendant  will  take  registrations  and  dis- 
pense information  and  literature.  Saratoga  Spa  is  a 
member  of  the  Association  of  American  Spas. 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania (Booth  100).  New  Saunders  titles  published 
within  the  last  few  months  include:  Current  Therapy 
1958;  Levine,  Clinical  Heart  Disease;  Novak  and 
Novak,  Gynecologic  and  Obstetric  Pathology;  Beck- 
man, Clinical  Use  of  Drugs;  Wechsler,  Neurology; 
Andresen,  Office  Gastroenterology;  Welch  and 
Powers,  The  Essence  of  Surgery;  Terracol  and  Sweet, 
Diseases  of  the  Esophagus;  Reid,  Textbook  of  Ob- 
stetrics; Noyes  and  Kolb,  Psychiatry,  and  von  Oet- 
tingen,  Poisonings. 

SchenLabs  Pharmaceuticals,  Inc.,  New  York  (Booth 
2- A),  cordially  invites  you  to  discuss  with  our  rep- 
resentatives the  important  new  discovery,  Neutra- 
pen,  the  first  specific  for  penicillin  reactions  which 
eliminates  successfully  about  97  per  cent  of  allergic 
reactions  to  penicillin  within  a few  hqurs,  over  80  per 
cent  with  one  injection.  Also  featured  will  be  other 
unique  products  of  SchenLabs  research  and  develop- 
ment progress. 

Schering  Corpora- 
tion, Bloomfield, 
New  Jersey  (Booth 
62),  will  feature  Tril- 
afon,  extremely  po- 
tent tranquilizer  and 
antiemetic,  capable 
of  alleviating  manifestations  of  emotional  stress  with- 
out apparent  dulling  of  mental  acuity.  Extraor- 
dinary potency  in  behavioral  effects  without  cor- 
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responding  increase  in  autonomic  hematologic  or 
hepatic  side-effects  provides  a favorable  therapeutic 
ratio  and  excellent  versatility  in  clinical  uses. 

Julius  Schmid,  Inc.,  New  York  (Booths  17  and  18). 
An  interesting  and  informative  exhibit  featuring  the 
Ramses  Flexible  Cushioned  Diaphragm,  Ramses 
Vaginal  Jelly,  Vagisec  Jelly  and  Liquid  for  vaginal 
trichomoniasis  therapy,  and  XXXX  (Fourex)  Skin 
Condoms,  Ramses  and  Sheik  Rubber  Condoms  for 
the  control  of  trichomonal  reinfection. 

G.  D.  Searle  & Company,  Chicago,  Illinois  (Booth 
75).  You  are  cordially  invited  to  visit  the  Searle 
booth  where  our  representatives  will  be  happy  to 
answer  any  questions  regarding  Searle  products  of 
research.  Featured  will  be  Enovid,  the  new  syn- 
thetic steroid  for  treatment  of  various  menstrual  dis- 
orders; Zanchol,  a new  biliary  abstergent;  Nilevar, 
the  new  anabolic  agent,  and  Rolicton,  a new  safe, 
nonmercurial  oral  diuretic.  Also  featured,  will  be 
Vallestril,  the  new  synthetic  estrogen  with  extremely 
low  incidence  of  side-reactions;  Pro-Ban  thine,  the 
standard  in  anticholinergic  therapy,  and  Drama- 
mine,  for  the  prevention  and  treatment  of  motion 
sickness  and  other  nauseas. 

7-Up  Bottling  Companies  of 
New  York  State,  New  York 
(Booth  146),  will  provide  chilled 
7-Up  for  all  booth  visitors. 
Each  booth  visitor  will  be 
eligible  to  win  a beautiful  alu- 
minum picnic  cooler.  7-Up 
recipe  booklets  will  be  avail- 
able. 

Sherman  Laboratories,  Detroit,  Michigan  (Booth 
90).  Severe  asthmatic  attacks  are  not  merely  re- 
lieved, but  terminated  in  ten  to  twenty  minutes  by 
Elioxophyllin,  given  orally.  In  milder  attacks,  its 
speed  has  been  described  as  instantaneous.  Vital 
capacity  increases  were  noted  as  soon  as  five  minutes 
after  administration.  Pick  up  these  data  and  re- 
ports on  their  clinical  significance  at  the  Sherman 
booth. 

Sherman  Specialty  Company,  Merrick,  New  York 
(Booth  131),  the  largest  distributor  of  toys  and 
novelties  to  the  professions,  present  their  products. 
Featured  are  the  most  original  and  exclusive  toys 
and  novelties  to  be  used  as  giveaways.  Items  for 
all  age  groups  in  either  sex  are  available.  These 
items  are  useful,  attractive,  and  inexpensive.  Liter- 
ature and  samples  will  be  distributed  at  our  booth. 

Martin  H.  Smith  Company,  New  York  City  (Booth 
15),  features  Dropsprin  liquid,  a universally  com- 
patible, antipyretic,  analgesic  in  dropper  dosage  (1 
cc.  equals  1 grain).  It  is  flavored  and  stable  with 
neutral  pH  and  contains  no  sugar  or  alcohol.  Also 
featured  will  be  Expasmus,  a unique  combination  of 
skeletal  and  visceral  antispasmodics  with  an  anal- 
gesic, and  Ergoapiol  and  Ergoval  for  menstrual  dis- 
orders. 


Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booth  20).  S.K.F.  highlights  Com- 
pazine, the  reliable  tranquilizer  and  antiemetic,  and 
Combid,  a combination  of  Compazine  and  the  potent 
anticholinergic  Carbid  in  Spansule  sustained-release 
capsules.  Trained  S.K.F.  representatives  will  wel- 
come the  opportunity  to  discuss  any  S.K.F.  products 
with  you  and  to  be  of  help  in  any  other  way  they 
can. 

Spirt  & Company,  Waterbury,  Connecticut  (Booth 
13),  will  feature  Lipan  and  Epidol,  medications  for 
the  treatment  of  psoriasis  and  other  dermatoses. 
Lipan  therapy  is  based  on  the  well-accepted  hy- 
pothesis that  psoriasis  is  principally  due  to  a dis- 
turbance of  the  fat  metabolism.  Epidol  is  an  im- 
proved Wright’s  Liquor  Carbonis  Detergens  plus 
salicylic  acid.  Clinical  data  and  literature  will  be 
available  from  trained  representatives. 

Steri-Syringe  of  New  York,  Inc.,  New  York  City 
(Booth  47).  The  use  and  versatility  of  the  new, 
plastic,  sterile,  disposable  syringe  will  be  demon- 
strated at  the  Steri-Syringe  exhibit.  It  will  be  shown 
in  the  2-cc.,  5-cc.,  10-cc.,  insulin,  and  tuberculin  sizes. 
Illustrative  brochures  and  literature  will  describe 
the  Steri-Syringe  in  full  detail.  Samples  will  be 
mailed  to  physicians  upon  request. 

E.  R.  Squibb  & Sons,  New  York  City  (Booths  3 and 
4),  has  long  been  a leader  in  development  of  new 
therapeutic  agents  for  prevention  and  treatment  of 
disease.  The  results  of  our  diligent  research  are 
available  to  the  medical  profession  in  new  products 
or  improvements  in  products  already  marketed. 
At  booths  3 and  4 we  are  pleased  to  present  up-to- 
date  information  on  these  advances  for  your  con- 
sideration. 

The  Stuart  Company,  Chicago,  Illinois  (Booth  87). 
The  Stuart  representatives  in  charge  of  our  exhibit 
extend  a cordial  invitation  to  the  doctors  to  stop  at 
our  booth  and  discuss  the  newer  products  we  are 
currently  detailing  to  the  medical  profession. 

Swift  & Company,  Chicago,  Illinois  (Booth  97). 
High  Meat  Dinners,  strained  for  infants,  chopped 
for  juniors,  are  announced  by  Swift  & Company. 
These  are  one-dish  meals  with  a very  large  propor- 
tion of  meat  as  the  base,  supplying  a substantial 
amount  of  essential  high  quality  animal  protein. 
See  and  taste  these  new  items  in  the  Swift’s  line  of 
baby  food  products. 

Thermo-Fax  Sales,  Inc.,  New  York  City  (Booth 
125),  offers  a revolutionary  new  billing  process  that 
enables  a doctor  to  process  1,000  completely  itemized 
statements  in  a morning,  improve  collecting,  and 
still  save  money  over  present  billing  costs.  The  all- 
electric Thermo-Fax  copying  machine  also  copies 
patients’  records,  insurance  forms,  and  many  other 
forms.  A product  of  Minnesota  Mining  & Mfg. 
Company. 
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United  Medical  Service,  New  York  City  (Booth  81). 
The  “Doctor’s  Plan”  exhibit  shows  how  physicians 
control  United  Medical  Service.  A map,  with 
photos  attached,  indicates  the  home  counties  of  the 
physician  majority  of  the  board  of  directors.  On 
the  wings  are  the  names  and  pictures  of  the  physician 
committees  which  control  U.M.S.  policies,  elect  the 
board  of  directors,  and  arbitrate  allowance  questions. 

The  Upjohn  Company,  Kalamazoo,  Michigan  (Booth 
99).  Professional  representatives  of  the  Upjohn 
Company  are  eager  to  contribute  to  the  success  of 
your  meeting.  We  are  here  to  discuss  with  you  prod- 
ucts of  Upjohn  research  that  are  designed  to  assist 
you  in  the  practice  of  your  profession.  We  solicit 
your  inquiries  and  comments. 

U.  S.  Vitamin  Corporation,  New  York  City  (Booth 
74).  Exhibit  features  Lufa  (lipotropic  factors  with 
unsaturated  fatty  acids),  the  new  promising  approach 
to  hypercholesterolemia,  hyperbetalipoproteinemia, 
and  atherosclerosis.  Lufa  capsules  effectively  help 
to  reduce  elevated  cholesterol  and  other  blood 
lipid  levels,  maintain  normal  function  of  the  liver, 
site  of  metabolism  of  cholesterol,  lipoprotein,  and 
other  lipids. 

Walker  Laboratories,  Inc.,  Mount  Vernon,  New 
York  (Booth  83).  Viacets,  Hedulin,  Bacimycin 
products,  Precalcin,  and  Precalcin  Lactate  will  be 
displayed  at  the  Walker  booth.  Viacets  are  multi- 
vitamin chewable  Candispheres  available  in  five 
fresh  fruit  flavors,  each  flavor  presented  in  its  own 
color.  Hedulin  is  the  oral  anticoagulant  described 
in  recent  papers,  and  complete  reprint  portfolios  will 
be  available  to  all  registered  physicians. 

Wallace  Laboratories,  Division  of  Carter  Products, 
Inc.,  New  Brunswick,  New  Jersey  (Booths  111  and 
112),  will  feature  these  drugs:  Miltown,  a proved 
tranquilizer,  relieves  both  anxiety  and  muscle  ten- 
sion. Its  toxicity  is  low,  side-effects  minimal,  and  it 
is  well  suited  for  prolonged  therapy.  Milprem,  the 
combined  action  of  Miltown  plus  conjugated  estro- 
gens (equine),  provides  both  emotional  and  hor- 
monal balance  in  the  treatment  of  the  menopause. 
Milpath,  the  ataractic  action  of  Miltown  in  com- 
bination with  an  anticholinergic  agent,  effectively 
manages  both  the  psychogenic  element  and  somatic 
symptoms  of  organic  and  functional  disorders  of 
the  gastrointestinal  tract. 

Wamer-Chilcott  Laboratories,  Morris  Plains,  New 
Jersey  (Booths  133  and  134),  will  feature  Pacatal 
and  Peritrate.  Pacatal  is  the  new  phrenotropic 
agent.  Pacatal’s  tranquilizing  effect  is  unique  be- 
cause it  produces  a deeper  calm  with  sedation.  In 
depressed  patients,  Pacatal,  unlike  other  ataractic 
agents,  produces  a decided  euphorogenic  effect. 
Pacatal  permits  a normal  active  life  to  the  tense, 
anxious,  or  disturbed  patient.  Side-effects  are 
minimal  with  Pacatal,  and  its  dosage  schedule  is 
simple  and  convenient  for  the  patients.  Peritrate 
Sustained  Action  is  a new  dosage  form  of  the  long- 


acting  coronary  vasodilator,  Peritrate.  For  the 
first  time  the  angina  patient  is  provided  with  round 
the  clock  protection  against  attack. 

Westwood  Pharmaceuticals,  Division  of  Foster- 
Milbum  Company,  Buffalo,  New  York  (Booth  68). 
Fostex  Cream  and  Fostex  Cake  are  new,  easy  to  use, 
therapeutically  effective  medications  for  the  treat- 
ment of  acne,  dandruff,  and  seborrheic  dermatitis. 
They  contain  Sebulytic  (lauryl  sulfoacetate,  alkyl 
aryl  polyether  sulfonate  and  dioctyl  sulfosuccinate), 
a unique  combination  of  penetrating  anionic  soap- 
less cleansers  and  wetting  agents  which  are  highly 
antiseborrheic  and  exert  antibacterial  and  keratolytic 
effects,  enhanced  by  sulfur,  salicylic  acid,  and  hex- 
acholorophene.  Fostex  Cream  is  applied  as  a ther- 
apeutic skin  wash  in  the  initial  treatment  of  acne, 
when  maximum  degreasing  and  peeling  are  desired. 
Fostex  Cake  is  used  as  a therapeutic  skin  wash  for 
maintenance  therapy  to  keep  the  skin  dry  and  sub- 
stantially free  of  comedones.  Fostex  Cream  is  also 
used  as  a therapeutic  shampoo  in  dandruff. 

What  Goes  On  Bulletin,  sponsored  by  Lederle 
Laboratories  Division  of  the  American  Cyanamid 
Company  in  affiliation  with  the  Council  Committee 
on  Public  Health  and  Education  of  the  Medical 
Society  of  the  State  of  New  York.  New  York  City 
(Next  to  Registration  Desk).  This  exhibit  is  pre- 
sented to  further  acquaint  physicians  with  the  sched- 
dule  planning  services  offered  by  the  What  Goes  On 
bulletin  and  its  editorial  offices.  It  will  emphasize 
the  educational  opportunities  available  to  physicians 
as  publicized  by  the  What  Goes  On  bulletin.  We 
will  appreciate  reader-reaction  to  the  bulletin  with 
suggestions  for  additional  helpful  results. 

White  Laboratories,  Inc.,  Kenilworth,  New  Jersey 
(Booth  49). 

Windsor  Associates,  (off  South  Mezzanine),  a mar- 
ket research  organization,  conducting  interviews 
with  physicians  regarding  their  use  and  preference 
for  drug  therapy. 

Winkler-Simon  Associates,  New  York  City  (Booth 
22).  One  of  New  York’s  leading  brokerage  firms 
will  have  personnel  available  to  discuss  with  you  the 
much  talked  about  new  tax  plan,  split  funding  plan, 
and  bank  loan  plan  methods  of  purchasing  larger 
amounts  of  life  insurance.  Information  will  be 
available  to  be  forwarded  to  your  accountants  or 
attorneys  for  their  consideration  in  your  behalf. 
Personnel  will  also  be  available  to  discuss  any  other 
matters  dealing  with  all  types  of  insurance  (accident 
and  health,  automobile,  fire,  etc.). 

Winthrop  Lab- 
oratories , 
Inc.,  New 
York  City 

1450  BROADWAY,  NEW  YORK  18,  N.  Y.  (Booth  107), 
WINDSOR,  ONT.  will  feature 

Aralen  phos- 
phate, new  liighly-effective,  well-tolerated,  chemo- 
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therapeutic  agent  for  the  treatment  of  rheumatoid 
arthritis. 

Wyeth  Laboratories,  Philadelphia,  Pennsylvania 
(Booth  129),  will  feature  the  Stress  Spectrum,  sym- 
bolized EPS,  a concept  of  the  clinical  range  of  the 
physiologic  and  psychologic  reactions  to  the  pres- 
sures and  strains  exerted  by  life  situations.  These 
signs,  symptoms,  indications,  or  syndromes  may 
respond  to  appropriate  normotropic  drugs.  This 
spectrum  demonstrates  that  there  is  a Wyeth  drug 
virtually  specific  in  each  of  the  three  great  segments 
of  the  Spectrum.  Featured  will  be  Equanil,  mepro- 
bamate, Wyeth,  an  antianxiety  factor;  Phenergan, 
promazine  hydrochloride,  Wyeth,  for  acute  or  chronic 
use  in  psychoses.  Also  featured  will  be  Poly- 
magma, dihydrostreptomycin  sulfate,  polymixin  B 
sulfate  and  pectin  with  Claysorb  (activated  attapul- 
gite,  Wyeth)  in  alumina  gel,  Wyeth,  new  lower  dose 
antidiarrheal  offering  distinct  advances  in  potency  of 
antibacterial  action,  adsorptive  and  protective  ef- 
fectiveness. Contains  Claysorb,  new  adsorbent 
having  five  times  the  adsorptive  action  of  kaolin. 
Also  contains  two  synergistic  antibiotics  with  a broad 
antibacterial  spectrum  and  absorption  so  minimal 
as  to  preclude  toxicity. 

The  Yorke  Publishing  Company,  New  York  City 
(Booth  136)  cordially  invites  you  to  visit  their  ex- 
hibit, where  information  can  be  had  on  their  newest 
publication,  The  American  Journal  of  Cardiology. 


Also  prominently  displayed  are  other  publications  of 
the  Yorke  Group:  The  American  Journal  of  Medi- 
cine, The  American  Journal  of  Surgery , The  American 
J ournal  of  Clinical  Nutrition,  and  The  Modern  Drug 
Encyclopedia. 


F.  E.  Young  & Company,  Chi- 
cago, Illinois  (Booth  52),  will  ex- 
hibit Young’s  Dilators,  PSP 
Test  Set,  and  Young’s  Albumin 
Test.  Young’s  Dilators  are 
used  in  the  treatment  and  pre- 
vention of  contracted  anus,  par- 
ticularly following  hemorrhoid- 
ectomy, constipation,  congeni- 
tal stricture,  prolapse,  dysmen- 
orrhea, dyspareunia,  perineal  dis- 
section and  repair  following  delivery. 


fSM/TH 


Zenith  Radio  Corpora- 
tion, New  York  City 
(Booth  30).  Com- 
plete line  of  Zenith  4 
and  5 transistor  hear- 
ing aids.  A type  to 
meet  every  electroni- 
cally correctable  hear- 
ing loss  including  eyeglass  hearing  aid,  ideal  for 
true  binaural  hearing.  Ask  our  representative  for 
information  about  a free  thirty-day  professional 
trial. 
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Matthew  L.  Carden,  Buffalo 
Robert  A.  Kaiser,  Buffalo 
John  D.  Naples,  Buffalo 
Samuel  Sanes,  Eggertsville 
Clarence  A.  Straubinger,  Buffalo 
Walter  Scott  Walls,  Buffalo 


Albany  (4) 

David  J.  Locke,  Albany 
James  A.  Moore,  Albany 
William  C.  Rausch,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Joseph  P.  Alvich,  Bronx 
Henry  J.  Barrow,  Bronx 
Herbert  Cohen,  Bronx 
Jerome  Flynn,  Bronx 
Moses  H.  Krakow,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Thomas  F.  McCarthy,  Bronx 
Charles  Sandler,  Bronx 
George  Schwartz,  Bronx 
Samuel  Wagreich,  Bronx 

Broome  (3) 

Leonard  J.  Flanagan,  Binghamton 
John  A.  Kalb,  Endicott 
James  L.  Palmer,  Binghamton 

Cattaraugus  (1) 

Joseph  A.  Wintermantel,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  Flanagan,  Norwich 

Clinton  (1) 

Edward  Siegel,  Plattsburgh 

Columbia  (1) 

Carl  G.  Whitbeck,  Hudson 

Cortland  (1) 

George  F.  Nevin,  Cortland 

Delaware  (1) 

Philip  Hust,  Sidney 

Dutchess  (3) 

Frank  A.  Gagan,  Poughkeepsie 
Maxwell  Gosse,  Poughkeepsie 


Essex  (1) 

James  E.  Glavin,  Port  Henry 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Joseph  J.  Thompson,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Herkimer  (1) 

George  A.  Burgin,  Little  Falls 
Jefferson  (1) 

Charles  A.  Prudhon,  Watertown 
Kings  (22) 

George  E.  Anderson,  Brooklyn 
Louis  Berger,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Aaron  Kottler,  Brooklyn 
Arthur  E.  Lamb,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
Isaac  Levine,  Brooklyn 
Harry  A.  Mackler,  Brooklyn 
A.  W.  Martin  Marino,  Brooklyn 
John  G.  Masterson,  Brooklyn 
Charles  F.  McCarty,  Brooklyn 
David  B.  Monheit,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Irving  J.  Sands,  Brooklyn 
Solomon  Schussheim,  Brooklyn 
Abraham  D.  Segal,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Charles  E.  Spratt,  Brooklyn 
Robert  F.  Warren,  Brooklyn 

Lewis  (1) 

Edgar  0.  Boggs,  Lowville 

Livingston  (1) 

Melville  A.  Hare,  Caledonia 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

James  T.  Carroll,  Rochester 
Michael  J.  Crino,  Rochester 
Lawrence  A.  Kohn,  Rochester 
Charles  R.  Mathews,  Rochester 
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Lynn  Rumbold,  Rochester 
James  M.  Stewart,  Rochester 

Montgomery  (1) 

Max  Dreyfuss,  Amsterdam 

Nassau  (8) 

Gerard  V.  Farinola,  Roosevelt 
Leo  T.  Flood,  Hempstead 
Abraham  W.  Freireich,  Malverne 
E.  Kenneth  Horton,  Rockville  Centre 
Stuart  T.  Porter,  Floral  Park 
Percival  A.  Robin,  Manhasset 
Paul  H.  Sullivan,  Great  Neck 
Joseph  G.  Zimring,  Long  Beach 

New  York  (25) 

Phillip  D.  Allen,  New  York 
Norton  S.  Brown,  New  York 
Samuel  B.  Burk,  New  York 
Joseph  E.  Corr,  New  York 
Harold  B.  Davidson,  New  York 
Lawrence  Essenson,  New  York 
James  H.  Ewing,  New  York 
George  W.  Fish,  New  York 
Samuel  Frant,  New  York 
C.  Joseph  Delaney,  New  York 
Frances  A.  Harmatuk,  New  York 
George  Himler,  New  York 
John  J.  H.  Keating,  New  York 
Ely  Elliott  Lazarus,  New  York 
Kenneth  M.  Lewis,  New  York 
William  Hall  Lewis,  Jr.,  New  York 
Julia  V.  Lichtenstein,  New  York 
Gervais  W.  McAuliffe,  New  York 
Frank  J.  McGowan,  New  York 
Peter  M.  Murray,  New  York 
Herbert  S.  Ogden,  New  York 
Henry  T.  Randall,  New  York 
William  B.  Rawls,  New  York 
Adelaide  Romaine,  New  York 
William  L.  Wheeler,  Jr.,  New  York 

Niagara  (2) 

Joseph  D’Errico,  Niagara  Falls 
John  C.  Kinzly,  North  Tonawanda 

Oneida  (3) 

Irwin  Alper,  Utica 
Anthony  G.  Jarosewicz,  Utica 
John  F.  Kelley,  Utica 

Onondaga  (5) 

Irving  L.  Ershler,  Syracuse 
Robert  F.  McMahon,  Syracuse 
William  J.  Michaels,  Syracuse 
William  E.  Pelow,  Syracuse 
W.  Walter  Street,  Syracuse 

Ontario  (2) 

Robert  E.  Doran,  Geneva 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

Robert  J.  Hewson,  Monroe 
Theodore  R.  Proper,  Newburgh 
Irving  Weiner,  Newburgh 

Orleans  (1) 

Angelo  F.  Leone,  Medina 


Oswego  (1) 

Kent  W.  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Robert  S.  Cleaver,  Brewster 
Queens  (13) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
William  Benenson,  Flushing 
Monroe  M.  Broad,  Jamaica 
Thomas  M.  d’ Angelo,  Flushing 
Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 
John  L.  Finnegan,  Flushing 
George  J.  Lawrence,  Jr.,  Flushing 
Jerome  L.  Leon,  Forest  Hills 
John  Edward  Lowry,  Flushing 
Anthony  A.  Mira,  Forest  Hills 
Louis  J.  Morse,  Kew  Gardens 

Rensselaer  (2) 

Gilbert  A.  Clark,  Troy 
Richard  P.  Doody,  Troy 

Richmond  (3) 

Walter  T.  Heldmann,  Staten  Island 
Cyril  M.  Levin,  Staten  Island 
Frank  Tellefsen,  Staten  Island 

Rockland  (2) 

Harold  W.  Grosselfinger,  Suffern 
George  Gordon  Knight,  Piermont 

St.  Lawrence  (1) 

Henry  Vinicor,  Norwood 

Saratoga  (1) 


Schenectady  (3) 

Raymond  J.  Byron,  Schenectady 
Edmund  D.  Colby,  Schenectady 
Donald  C.  Walker,  Delanson 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

Stanley  B.  Folts,  Interlaken 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Maynard  W.  Gurnsey,  Corning 

Suffolk  (5) 

Earl  W.  Douglas,  Babylon 

Morris  R.  Keen,  Huntington 

John  L.  Sengstack,  Huntington 

Sol  Shlimbaum,  Bay  Shore 

Robert  W.  Unangst,  Huntington  Station 
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Sullivan  (1) 

S.  Elisabeth  Vuornos,  Liberty 
Tioga  (1) 

John  H.  Jakes,  Candor 

Tompkins  (1) 

C.  Stewart  Wallace,  Ithaca 

Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Morris  Maslon,  Glens  Falls 

Washington  (1) 

Walter  S.  Bennett,  Granville 


Wayne  (1) 

James  H.  Arseneau,  Lyons 

Westchester  (7) 

John  N.  Dill,  Yonkers 
Harold  J.  Dunlap,  New  Rochelle 
Reid  R.  Heffner,  New  Rochelle 
Henry  E.  McGarvey,  Bronxville 
William  P.  Reed,  Larchmont 
Waring  Willis,  Bronxville 
Christopher  Wood,  White  Plains 

Wyoming  (1) 

Yates  (1) 

John  A.  Hatch,  Penn  Yan 


1958  HOUSE  OF  DELEGATES— REFERENCE  COMMITTEES 


Credentials 

Charles  F.  McCarty,  Chairman,  Kings 
John  F.  Kelley,  Oneida 
Garra  L.  Lester,  Chautauqua 
E.  Gordon  MacKenzie,  Dutchess 
Earl  C.  Waterbury,  Orange,  Ninth  District 
Branch 

President’s  Report 

Walter  Scott  Walls,  Chairman,  Erie 
Richard  P.  Doody,  Rensselaer 
Alfred  L.  George,  Genesee 
John  L.  Sengstack,  Suffolk 
William  L.  Wheeler,  Jr.,  New  York 

Reports  of  Secretary,  Judicial  Council,  District 
Branches 

C.  Stewart  Wallace,  Chairman,  Tompkins 

Henry  J.  Barrow,  Bronx 

James  T.  Carroll,  Monroe 

Philip  Hust,  Delaware 

John  G.  Masterson,  Kings 


Reports  of  Treasurer,  Trustees,  Budget,  War  Me- 
morial 

Philip  M.  Standish,  Chairman,  Ontario 

Bernard  J.  Hartnett,  Cayuga 

John  Edward  Lowry,  Queens 

William  C.  Rausch,  Albany  « 

Adelaide  Romaine,  New  York 

Planning  Committee  for  Medical  Policies 

E.  Dean  Babbage,  Chairman,  Erie 

Walter  S.  Bennett,  Washington 

Herbert  Berger,  Richmond,  First  District  Branch 

John  N.  Dill,  Westchester 

Irving  Weiner,  Orange 

Malpractice  Insurance  and  Defense  Board,  Legal 
Counsel 

William  B.  Rawls,  Chairman,  New  York 
E.  Kenneth  Horton,  Nassau 
John  D.  Naples,  Erie 
Felix  Ottaviano,  Madison 
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Solomon  Schussheim,  Kings 

Council — Part  I 

Constitution  and  Bylaws  Committee  of  Coun- 
cil, Questions  of  Ethics,  Postgraduate  Educa- 
tion, Civil  Defense  and  Catastrophe,  Inhala- 
tion Therapy 

Joseph  P.  Alvich,  Chairman , Bronx 
James  H.  Arseneau,  Wayne 
John  J.  Flynn,  Kings 
John  C.  Kinzly,  Niagara 
Carl  G.  Whitbeck,  Columbia 

Council — Part  II 

Public  Health  Activities  A — Maternal  and 
Child  Welfare,  School  Health,  Accident  Pre- 
vention 

R.  Scott  Howland,  Chairman,  Chemung 

Joseph  E.  Corr,  New  York 

James  E.  Glavin,  Essex 

Maynard  W.  Gurnsey,  Steuben 

Alfred  J.  Vignec,  New  York,  Section  Delegate 

Council — Part  III 

Public  Health  Activities  B — Rural  Medical 
Service,  General  Practice 

William  E.  Pelow,  Chairman,  Onondaga 
Alfred  A.  Hartmann,  Franklin 
George  Himler,  New  York 
Frank  Tellefsen,  Richmond 
Donald  C.  Walker,  Schenectady 

Council — Part  IV 

Public  Health  Activities  C — Cancer,  Blood 
Banks,  Heart  Disease,  Mental  Hygiene,  Film 
Review 

Morris  Maslon,  Chairman,  Warren 
Alfred  A.  Angrist,  Queens 
James  L.  Palmer,  Broome 
Edward  F.  Shea,  Ulster 
Waring  Willis,  Westchester 

Council — Part  V 

Public  Health  Activities  D — Physical  Medi- 
cine and  Rehabilitation,  Geriatrics,  Diabetes, 
Cerebral  Palsy,  Hard  of  Hearing  and  the 
Deaf,  Alcohol  and  Narcotics  Addiction,  Dis- 
ability Determinations 

Alfred  P.  Ingegno,  Chairman,  Kings 
Robert  F.  D.  Gibbs,  Seneca,  Seventh  District 
Branch 

Edwin  G.  Mulbury,  Greene,  Third  District 
Branch 

George  F.  Nevin,  Cortland 
Herbert  S.  Ogden,  New  York 

Council — Part  VI 

Hospital  and  Professional  Relations,  Dental 
Health 

Albert  H.  Douglas,  Chairman,  Queens 
Louis  Berger,  Kings 

William  T.  Boland,  Chemung,  Sixth  District 
Branch 


Frank  LaGattuta,  Bronx 
James  A.  Moore,  Albany 

Council — Part  VII 

Economics  (Medicare),  Medical  Care  Insur- 
ance, Public  Medical  Care 

Kent  W.  Jarvis,  Chairman,  Oswego 
Gilbert  A.  Clark,  Rensselaer 
George  A.  Burgin,  Herkimer 
Samuel  B.  Burk,  New  York 
Aaron  Kottler,  Kings 

Council — Part  VIII 

Liaison  with  Veterans  Administration,  Amer- 
ican Medical  Education  Foundation,  Woman’s 
Auxiliary,  Joint  Committee  with  Pharmaceu- 
tical Association  of  New  York  State 
John  Latcher,  Chairman,  Otsego 
Frank  J.  Borrelli,  New  York,  Section  Delegate 
Leo  T.  Flood,  Nassau 
George  Gordon  Knight,  Rockland 
Charles  Sandler,  Bronx 

Council — Part  IX 

Legislation,  Cults 

Peter  M.  Murray,  Chairman,  New  York 
Robert  S.  Cleaver,  Putnam 
Eugene  F.  Galvin,  Ulster 
William  J.  Michaels,  Jr.,  Onondaga 
Irving  J.  Sands,  Kings 

Council — Part  X 

Workmen’s  Compensation,  Industrial  Health 
Charles  A.  Prudhon,  Chairman,  Jefferson 
Carl  R.  Ackerman,  Bronx 
Kenneth  M.  Lewis,  New  York 
W.  Walter  Street,  Onondaga 
Charles  Mathews,  Monroe 

Council — Part  XI 

Publication,  Public  Relations 

Philip  D.  Allen,  Chairman,  New  York 
John  A.  Kolb,  Broome 
Harry  A.  Mackler,  Kings 
John  H.  Wadsworth,  Schoharie 
Henry  Vinicor,  St.  Lawrence 

Council — Part  XII 

Convention,  Nursing  Education,  Office  Ad- 
ministration and  Policies,  Belated  Bills 
Reid  R.  Heffner,  Chairman,  Westchester 
James  H.  Ewing,  New  York 
Lawrence  A.  Kohn,  Monroe 
Herbert  A.  Laughlin,  Chautauqua 
Joseph  A.  Wintermantel,  Cattaraugus 

Miscellaneous  Business 

Irwin  Felsen,  Chairman,  Allegany 

Thomas  M.  d’ Angelo,  Queens 

James  I.  Farrell,  Oneida,  Section  Delegate 

Moses  H.  Krakow,  Bronx 

Paul  H.  Sullivan,  Nassau 
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Remuneration  for  President  and  President-Elect 
(Section  132). — Resolution  57-39  that  a committee 
be  appointed  to  provide  remuneration  for  the 
president  and  the  president-elect  was  referred  by 
the  Council  to  the  Budget  Committee.  At  the 
September  12,  1957,  Council  meeting,  upon  recom- 
mendation of  that  committee,  per  diem  allowances 
of  $50  for  the  president  and  $25  for  the  president- 
elect were  voted  to  take  effect  immediately. 

Assistance  of  Infirm  and  Disabled  Members 
(Section  172). — The  Council  referred  to  the  Budget 
Committee  resolution  57-42  that  the  Board  of 
Trustees  and  the  Council  “allocate  funds  for  the 
assistance  of  infirm  and  disabled  members,  such 
funds  to  be  made  available  to  the  Physicians’ 
Home.”  No  action  has  been  reported  by  the 
Budget  Committee  when  this  report  goes  to  press. 

Unlicensed  Malpractice  Insurers  (Section  181). — 

The  instruction  of  the  House  that  the  Council  con- 
tinue negotiations  with  the  Insurance  Department 
regarding  the  activities  of  representatives  of  un- 
licensed insurers  was  referred  by  the  Council  to  the 
Malpractice  Insurance  and  Defense  Board.  At  its 
meeting  on  June  12,  1957,  the  Board  decided  that  no 
change  with  respect  to  this  matter  should  be  made 
at  that  time. 

Waiting  Period  for  Malpractice  Insurance  (Sec- 
tion 181). — In  accordance  with  the  instructions  of 
the  House  of  Delegates,  the  Council  rescinded  the 
six  months  waiting  period  for  re-entry  into  the 
Group  Plan  for  applicants  who  had  previously  left 
it  to  secure  insurance  at  a lower  rate.  This  was 
recommended  by  the  Malpractice  Insurance  and 
Defense  Board  at  the  last  (1957)  meeting  of  the 
House  of  Delegates. 

Advisory  Malpractice  Committees  in  County 
Medical  Societies  (Section  181). — The  Council 
referred  to  the  Malpractice  Insurance  and  Defense 
Board  for  implementation  of  the  instructions  of  the 
House  that  a procedure  for  the  organization  and 
operation  of  advisory  malpractice  committees  be 
adopted  for  the  guidance  of  county  societies.  The 
Board  reported  at  the  November  14,  1957,  Council 
meeting  that  it  was  writing  to  all  county  society 
presidents  “inviting  their  attention  to  the  Council’s 
instructions  and  requesting  their  cooperation.” 

Circulation  to  the  Members  of  Information  Re- 
garding Malpractice  Defense  Insurance  (Section 
181). — The  House  instructed  the  Malpractice  In- 


Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1957  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  op  Medicine,  September  1, 
1957,  Part  II. 


surance  and  Defense  Board  to  prepare  an  abstract 
of  some  of  the  discussions  that  occurred  at  the  meet- 
ing of  the  reference  committee  of  the  1957  House, 
including  the  data  presented,  and  devise  means  to 
bring  this  to  the  attention  of  every  member  of  the 
Society.  On  November  14,  1957,  the  Board  re- 
ported to  the  Council:  “the  Board  has  published  a 
pamphlet,  outlining  the  advantages  of  the  Group 
Plan,  which  has  been  distributed  to  uninsured  mem- 
bers. A letter,  enclosing  a check-list  for  testing  the 
adequacy  of  malpractice  insurance,  has  been  sent 
to  the  president  of  each  county  society.  Both  the 
letter  and  the  check-list  have  been  reproduced  in 
many  county  society  bulletins  and  additional 
copies  of  the  check-list  have  been  sent  to  county 
societies  requesting  them.  The  Board  plans  to 
make  additional  material  available  from  time  to 
time.” 

Public  Health  Programs  (Section  150). — The 

action  of  the  House  approving  an  effort  to  improve 
coordination  between  component  county  societies, 
State  Society,  and  local  and  State  health  agencies  in 
planning  any  program,  such  as  the  recent  emergency 
campaign  against  polio,  was  referred  by  the  Council 
to  the  Committee  on  Public  Health  and  Education. 

Civil  Defense  and  Catastrophe  Program  (Section 
151). — The  recommendation  of  the  House  that  this 
program  should  not  be  entirely  dependent  on 
voluntary  help  but  that  paid  help  and  local  operat- 
ing budget  should  be  determined  by  local  authorities 
was  referred  by  the  Council  to  the  Civil  Defense 
and  Catastrophe  Committee  with  a request  that 
they  make  recommendations  to  the  Council  for  its 
implementation.  The  committee  has  not  met  to 
date. 

Use  of  Stimulants  in  Sports  (Section  153). — 
In  accordance  with  resolution  57-10  that  the  Coun- 
cil urge  a stringent  enforcement  of  the  existing 
law  regarding  the  use  in  sports  of  stimulants  such  as 
amphetamine,  a special  editorial  was  published  in 
the  November  1,  1957,  issue  of  the  New  York 
State  Journal  of  Medicine. 

Physical  Examination  of  School  Children  (Sec- 
tion 146). — A recommendation  that  an  annual 
physical  examination  of  school  children  be  conducted 
by  doctors  of  medicine  was  referred  by  the  Council 
to  the  Public  Health  and  Education  Committee 
and  thence  to  the  Committee  on  Legislation.  A 
proposed  revision  of  the  law  is  under  consideration 
by  the  Committee  on  Legislation  (as  reported  to 
the  Council  on  December  12,  1957)  with  the  assist- 
ance of  the  deputy  commissioner  of  health  and  of 
the  chairman  of  the  School  Health  Subcommittee, 
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of  the  Public  Health  and  Education  Committee. 
In  January,  1958,  the  Council  approved  the  Legis- 
lation Committee’s  recommendation  “that  we 
sponsor  such  legislation.” 

Standards  for  License  to  Operate  a Motor  Vehicle 
(Section  147). — The  instruction  of  the  House  of 
Delegates  to  the  Council  to  make  a recommenda- 
tion to  the  Commissioner  of  Motor  Vehicles,  specify- 
ing standards  to  be  met  by  applicants  for  operator’s 
license,  was  referred  to  the  Committee  on  Public 
Health  and  Education.  One  June  14  the  Accident 
Prevention  Subcommittee  of  the  Public  Health  and 
Education  Committee  made  such  recommendations 
in  a letter  to  the  Commissioner  of  Motor  Vehicles. 
In  reply  the  Commissioner’s  office  pointed  out 
inequities  in  these  recommendations,  and  the  matter 
was  recommitted  to  the  Accident  Prevention  Sub- 
committee in  September,  1957.  In  February, 
1958,  the  subcommittee  reported  further. 

Accident  Prevention  (Section  147). — The  House 
voted  “that  our  Society  take  the  lead  in  furthering 
research  into  causes  and  prevention  of  motor  vehicle 
accidents,  cooperating  with  public  and  private  agen- 
cies,” and  the  Council  referred  this  to  the  Public 
Health  and  Education  Committee. 


Liability  of  Physician  Certifying  Fitness  to  Oper- 
ate a Motor  Vehicle  (Section  147). — The  House 
voted  that  a legal  opinion  be  obtained  from  the 
Attorney  General  of  the  State  of  New  York  and 
from  William  F.  Martin,  Esq.,  regarding  the  liability 
of  a physician  who  reports  to  the  Commissioner  of 
Motor  Vehicles  regarding  the  fitness  of  a person 
applying  for  an  operator’s  license.  The  Council 
referred  this  to  Mr.  Martin  with  a request  that  he 
obtain  an  opinion  from  the  Attorney  General. 
In  a letter  read  to  the  Council  on  October  10,  1957, 
Mr.  Martin  stated  he  would  keep  the  Council  in- 
formed of  the  progress  of  a case  which  he  felt  might 
provide  the  basis  for  an  opinion. 

Effects  of  Drugs  on  Motor  Vehicle  Drivers  (Sec- 
tion 147).— The  instruction  of  the  House  that  the 
Council  take  steps  to  notify  all  physicians  in  this 
State  regarding  the  effects  of  ataraxic,  hypotensive, 
and  other  drugs  on  motor  vehicle  drivers,  as  possible 
contributory  elements  in  the  causation  of  accidents, 
was  referred  to  the  Public  Health  and  Education 
Committee  for  submission  to  their  proper  sub- 
committee. 

General  Practice  Residencies  (Section  106). — 
The  House  voted  approval  of  the  current  practice 
of  encouraging  future  general  practitioners  to  com- 
plete a two-year  residency  in  general  practice, 
devoting  the  second  year  to  surgery  if  they  plan  to 
practice  in  rural  areas.  The  Council  voted  that 
copies  of  this  reference  committee  report  be  sent  to 
the  Academy  of  General  Practice,  the  editor  of  the 
New  York  State  Journal  of  Medicine,  and  the 


Public  Health,  and  Education  Committee.  (See 
Annual  Reports  in  this  issue , Council — Part  III, 
page  1103.) 

General  Practice  Departments  and  Residencies 
(Section  106). — The  House  voted  that  “the  estab- 
lishment of  general  practice  departments  and  gen- 
eral practice  residencies  wherever  advisable  for  the 
protection  of  generalists  and  their  proper  integra- 
tion into  the  staff  of  the  hospital  is  considered  a 
matter  of  prime  importance.”  The  Council  re- 
ferred this  opinion  to  the  Public  Health  and  Educa- 
tion Committee  for  reference  to  its  Subcommittee 
on  General  Practice.  (See  Annual  Reports  in  this 
issue,  Council — Part  III,  page  1103.) 

Heart  Disease  Prevention  (Section  202). — The 
House  voted  approval  in  principle  for  the  criteria 
for  prevention  of  rheumatic  heart  disease,  as  ad- 
vocated by  the  New  York  State  Heart  Association, 
and  that  application  be  referred  to  the  Committee 
on  Public  Health  and  Education,  the  local  heart 
associations,  and  the  State  Health  Department. 
The  Council  referred  this  to  the  Public  Health  and 
Education  Committee  with  power.  (See  Annual 
Reports  in  this  issue,  Council — Part  IV,  page  1105.) 

Film  Reviews  (Section  204). — The  House  adopted 
recommendations  of  the  Medical  Film  Review  Sub- 
committee of  the  Public  Health  and  Education 
Committee  that  the  chairman  of  the  subcommittee 
“write  regular  film  reviews  for  publication  in  the 
New  York  State  Journal  of  Medicine”  and  that 
this  subcommittee  “be  enlarged  to  include  two 
members  from  the  area  of  Greater  New  York  City.” 
The  subcommittee  was  so  enlarged.  The  first 
recommendation  was  referred  by  the  Council  to  the 
Public  Health  and  Education  Committee  with 
power.  (See  Annual  Reports  in  this  issue,  Council — 
Part  IV,  page  1106.) 

Contributions  to  Hospitals  (Section  179). — Res- 
olution 57-62  that  compulsory  contributions  from 
doctors  toward  maintenance  and  building  fimds  of 
voluntary  hospitals  is  contrary  to  the  best  inter- 
ests of  ethical  medicine  was  referred  by  the  Council 
to  the  Hospital  and  Professional  Relations  Commit- 
tee. Upon  recommendation  of  that  committee, 
copies  of  the  resolution  were  sent  to  the  Hospital 
Association  of  New  York  State  and  the  Greater 
New  York  Hospital  Association.  The  former  or- 
ganization requested  specific  complaints  from  in- 
dividual physicians,  which  the  Secretary  of  the 
Medical  Society  of  the  State  of  New  York  has  at- 
tempted to  obtain,  but  individuals  approached 
have  been  loath  formally  to  complain. 

Blood  Banks  (Section  205). — The  House  instructed 
the  Council  and  the  Board  of  Trustees  to  deter- 
mine whether  or  not  to  continue  subsidizing  the 
Blood  Banks  Association  of  New  York  State,  Inc., 
and  the  North  East  District  Clearing  House.  In 
June,  1957,  the  Council  recommended  and  the 
Trustees  voted  an  appropriation  “up  to  $6,000  for 
the  Blood  Banks  Association  and  the  North  East 
District  Clearing  House  for  the  next  four  months.” 
In  December,  1957,  the  Trustees  adopted  the 
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recommendation  of  the  Council  that  they  appro- 
priate the  sum  of  $16,000  to  the  Blood  Banks  As- 
sociation and  in  February,  1958,  the  recommenda- 
tion that  they  write  off  the  deficit  of  the  Associa- 
tion which  has  been  carried  over  from  year  to  year. 

(2)  The  House  voted  “that  any  further  rela- 
tionships with  the  Blood  Banks  Association  of 
New  York  State  or  the  North  East  District  Clearing 
House  be  defined  in  a written  contract.”  The 
Council  referred  “the  question  of  a written  contract 
or  of  a promissory  note”  to  the  Board  of  Trustees 
for  action.  In  June,  1957,  the  Trustees  referred 
this  to  legal  counsel  and  a committee  of  trustees  to 
adjudicate  and  report  at  the  September  meeting. 

Physical  Rehabilitation  Specialists  and  Therapists 
(Section  155). — The  House  voted  that  the  Sub- 
committee on  Physical  Medicine  and  Rehabilitation 
of  the  Public  Health  and  Education  Committee 
should  continue  its  efforts  to  increase  the  number  of 
occupational  therapists,  physical  therapists,  and 
physician  specialists  in  this  field.  The  House  also 
adopted  the  statement  of  its  reference  committee 
that  “it  is  to  be  hoped  that  a schedule  satisfactory 
to  the  entire  profession  of  the  State  will  receive 
favorable  consideration  at  the  imminent  meeting 
with  the  chairman  of  the  Workmen’s  Compensation 
Board.”  The  actions  of  the  House  were  referred 
by  the  Council  to  the  Public  Health  and  Education 
Committee  “for  submission  to  the  proper  sub- 
committee for  appropriate  plan  and  action.”  {See 
Annual  Reports  in  this  issue,  Council — Part  V, 
page  1109.) 

Nursing  and  Shelter  for  the  Aged  (Section  156). — 
The  instruction  of  the  House  that  the  Subcommit- 
tee on  Geriatrics  of  the  Public  Health  and  Educa- 
tion Committee  supply  vigorous  leadership  to 
proper  certification  and  supervision  of  nursing  homes 
and  proper  nursing  facilities  and  homes  for  the  aged 
was  referred  by  the  Council  to  the  Public  Health 
and  Education  Committee  for  submission  to  the 
proper  subcommittee  for  appropriate  plan  and 
action.  ( See  Annual  Reports  in  this  issue,  Council 
— Part  V,  page  1108.) 

Geriatric  Problems  (Section  156). — The  House 
adopted  a recommendation  to  urge  county  medical 
societies  to  interest  themselves  in  geriatric  prob- 
lems and,  if  possible,  to  have  at  least  one  program 
annually  on  some  phase  of  geriatric  medical  prac- 
tice. The  Council  voted  to  instruct  the  Secretary 
to  write  to  each  county  society. 

In  December,  1957,  the  Public  Health  and  Educa- 
tion Committee  reported  to  the  Council  that  dif- 
ficulties connected  with  the  inquiries  of  the  Des- 
mond Joint  Legislative  Committee  direct  to  com- 
ponent county  societies  were  being  dispelled  by 
Dr.  Zeman  “to  regain  control  of  the  communication 
lines  between  his  subcommittee  and  the  county 
medical  societies.” 

Instructions  for  Diabetic  Patients  (Section  157). 

— The  House  voted  that,  to  enable  physicians  to 
teach  their  own  diabetic  patients,  the  providing  of 
simply  written  instruction  brochures  and  sheets  for 
distribution  to  patients  should  be  stimulated. 


The  Council  referred  this  to  the  Public  Health  and 
Education  Committee  for  submission  to  the  Sub- 
committee on  Diabetes.  {See  Annual  Reports  in 
this  issue,  Council — Part  V,  page  1107.) 

Diabetes  Detection  Programs  (Section  157). — 

The  House  adopted  a reference  committee  recom- 
mendation that  the  Diabetes  Subcommittee  of  the 
Public  Health  and  Education  Committee  continue 
its  efforts,  while  cooperating  in  diabetes  detection 
programs,  to  insure  that  contacts  be  made  through 
private  physicians  and  to  preserve  the  confidential 
nature  of  information  supplied  by  diabetic  patients. 
The  Council  referred  this  to  the  Public  Health  and 
Education  Committee  for  distribution  to  the  Dia- 
betes Subcommittee.  {See  Annual  Reports  in  this 
issue,  Council — Part  V,  page  1107.) 

Hospitalization  of  Alcoholics  (Section  160). — 

Resolution  57-21,  “that  the  general  hospitals  of 
this  State  be  urged  to  establish  facilities  suitable  for 
the  management  of  these  patients,”  was  referred 
by  the  Council  to  the  Committee  on  Hospital  and 
Professional  Relations  with  power  to  communicate 
with  the  Hospital  Association  of  New  York  State. 
Upon  recommendation  of  the  committee,  approved 
by  the  Council  at  its  September,  1957,  meeting,  the 
Secretary  sent  copies  of  this  resolution  to  the  Hos- 
pital Association  of  New  York  State  and  to  the 
Greater  New  York  Hospital  Association. 

Medical  and  Hospital  Care  Insurance  for  Alco- 
holic Patients  (Section  160). — A further  resolution 
included  in  resolution  57-21,  “that  the  Blue  Cross 
and  Blue  Shield  and  any  other  insurance  plans 
under  article  IX-C  of  the  Insurance  Law  be  re- 
quested to  investigate  the  possibility  of  insuring  for 
the  care  of  such  patients  during  acutely  disabling 
phases,”  was  referred  to  the  Committee  on  Eco- 
nomics for  transmittal  to  its  Medical  Expense  Insur- 
ance Subcommittee.  {See  Additional  Annual  Re- 
ports in  the  April  15  issue,  Council  . Part  VII.) 

Agreement  with  Hospital  Association  (Section 
174). — The  House  ruled  that  in  future  meetings 
of  the  Society’s  Committee  on  Hospital  and  Pro- 
fessional Relations  with  a similar  committee  of  the 
Hospital  Association  of  New  York  State  their  guide 
should  be  Article  VI,  Section  3,  “Contract  Prac- 
tice” and  Article  VI,  Section  6,  “Purveyal  of  Medi- 
cal Services,”  of  the  Principles  of  Professional 
Conduct  of  this  Society.  The  Council  referred  this 
to  the  Hospital  and  Professional  Relations  Commit- 
tee. {See  Annual  Reports  in  this  issue,  Council — 
Part  VI,  page  1110.) 

Hospital  Practice  of  Medicine  (Section  175). — 

The  House  voted  to  receive  as  a progress  report  the 
comments  of  the  Special  Committee  of  the  Council 
To  Study  the  Hospital  Practice  of  Medicine,  rela- 
tive to  the  advisability  of  testing  in  the  courts  the 
legality  of  the  practice  of  medicine  by  hospitals. 
The  Council  referred  this  to  the  Hospital  and  Pro- 
fessional Relations  Committee  and  William  F. 
Martin,  Esq.  Two  letters  on  the  subject  were  read 
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to  the  Council  at  its  meeting  on  November  14, 
1957:  one  from  Mr.  Charles  A.  Brind,  Jr.,  legal 
counsel  to  the  New  York  State  Education  Depart- 
ment, expressing  the  opinion  that  “there  is  nothing 
improper  when  a hospital  in  its  own  name  renders  a 
bill  to  a patient  which  includes  charges  for  services 
of  pathologists,  anesthetists,  etc.,  employed  by  the 
hospital”  and  referring  to  similar  opinions  by  the 
Attorney  General;  the  other  from  Martin,  Clear- 
water & Bell  stating,  “it  is  our  opinion  . . . that  the 
practice  of  medicine  by  charitable  hospitals  is  not 
prohibited  in  the  State  of  New  York”  and  “in  our 
opinion  the  solution  to  the  problem  of  the  corpo- 
rate practice  of  medicine  by  hospitals  is  for  reme- 
dial action  by  the  State  Legislature.” 

Advertising  of  Clinical  Laboratories  (Section  178). 

— The  House  adopted  resolution  57-57  expressing 
disapproval  of  the  advertising  of  clinical  labora- 
tories in  medical  society  publications  and  recom- 
mending to  each  component  county  medical  society 
that  it  refrain  from  publishing  such  advertisements 
in  its  periodicals.  Copies  of  the  resolution  were 
sent  to  all  New  York  State  county  medical  societies 
having  publications. 

Diagnostic  Survey  Insurance  (Section  135). — 
The  House  voted  to  call  upon  Blue  Shield  and  Blue 
Cross  to  cooperate  in  a study  of  areas  of  coverage  in 
relation  to  the  possibility  of  insuring  subscribers 
against  the  cost  of  diagnostic  survey.  The  Council, 
through  the  Subcommittee  on  Medical  Expense 
Insurance  of  the  Economics  Committee,  instructed 
the  director  of  the  Bureau  of  Medical  Care  Insur- 
ance to  contact  these  agencies.  ( See  Additional 
Annual  Reports  in  the  April  15  issue,  Council — Part 
VII.) 

Hospital  Insurance  Plan  Coverage  of  Physician’s 
Services  (Section  135). — A recommendation  of  the 
House  that  the  Council  study  further  a resolution 
introduced  in  1956  by  the  Medical  Society  of  the 
County  of  Monroe  (56-27),  opposing  the  inclusion 
in  a hospital  insurance  plan  of  coverage  for  services 
rendered  by  a private  physician,  was  referred  by  the 
Council  to  the  Economics  Committee  for  transmittal 
to  its  Medical  Expense  Insurance  Subcommittee. 
(See  Additional  Annual  Reports  in  the  April  15 
issue,  Council — Part  VII.) 

Violations  of  Veterans  Administration  Regula- 
tions (Section  136). — Resolution  57-2  expressed 
disapproval  of  violations  of  Veterans  Administra- 
tion regulations  limiting  regional  hospital  medical 
care  of  nonservice-connected  cases  to  those  finan- 
cially unable  to  pay  for  such  hospitalization  and 
“authorized”  the  House  to  investigate  the  preva- 
lence of  such  violations  and  to  take  such  action  as  it 
may  deem  necessary.  The  Council  referred  this 
resolution  to  the  Subcommittee  on  Liaison  with  the 
Veterans  Administration. 

No  report  on  this  subject  has  been  received  from 
the  Subcommittee  on  Liaison  with  the  Veterans 
Administration,  but  the  Workmen’s  Compensation 
Committee  report  to  the  Council  on  October  10, 
1957,  contains  the  following  statement:  “Although 
the  Veterans  Administration  has  issued  directives 
which  deny  admission  of  veterans  who  receive  in- 


juries that  are  deemed  compensable,  it  is  urged  that 
the  county  societies  be  requested  to  submit  to  our 
Bureau  of  Industrial  Health  and  Workmen’s  Com- 
pensation evidence  of  any  instances  where  work- 
men’s compensation  cases  are  being  treated  in 
veterans  administration  facilities.” 

Social  Security  for  Physicians  (Section  138). — 
The  House  adopted  resolution  57-4,  reported  by  the 
reference  committee  to  embody  the  intent  of  six 
other  resolutions  and  providing  (1)  that  the  House 
rescind  its  opposition  to  compulsory  social  security 
for  doctors  of  medicine,  (2)  that  we  urge  Congress  to 
extend  the  benefits  of  social  security  to  self-em- 
ployed doctors  of  medicine,  (3)  that  copies  of  the 
resolution  be  sent  to  the  President  of  the  United 
States,  the  presiding  officer  of  the  Senate,  the 
Speaker  of  the  House  of  Representatives,  and  the 
members  of  Congress  from  this  State,  and  (4)  that  a 
similar  resolution  be  introduced  in  the  American 
Medical  Association  House  of  Delegates.  At  its 
June  meeting  the  Council  received  the  report  of  the 
Secretary  that  the  last  item  had  been  accomplished 
and  instructed  him  to  carry  out  the  House’s  desire 
imder  the  third  section  of  this  resolution.  This  was 
done. 

Group  Health  Insurance  (Section  140). — Reso- 
lution 57-36,  calling  for  establishment  of  a special 
committee  to  make  recommendations  to  the  Coun- 
cil regarding  approval  of  Group  Health  Insurance, 
Inc.,  or  else  that  the  “Standards  for  Approval  of 
New  York  State  Medical  Care  Plans”  be  revised, 
was  referred  by  the  House  of  Delegates  to  the 
Council  and  by  the  Council  to  the  Subcommittee 
on  Medical  Expense  Insurance  of  the  Economics 
Committee.  Upon  recommendation  of  the  Commit- 
tee on  Economics,  the  Council  voted  on  September 
12,  1957,  to  appoint  a special  committee  in  ac- 
cordance with  provision  3 of  the  “Standards  for 
Approval.”  The  special  committee  met  on  Decem- 
ber 11, 1957,  and  January  8,  1958,  and  found  that  the 
charter  of  incorporation  of  Group  Health  Insurance 
conflicts  with  two  of  the  conditions  for  approval, 
item  #1  under  “Professional  Control”  and  item 
#1  under  “Duration  of  Approval.”  The  com- 
mittee recommended  to  the  Council  that  the  House 
of  Delegates  carefully  consider  the  possibility  of 
revising  the  “Standards  for  Approval”  in  regard  to 
these  two  requirements.  The  Council  referred 
this  report  to  the  Medical  Expense  Insurance  Sub- 
committee of  the  Economics  Committee  for  report 
at  the  April  meeting. 

Blue  Shield  Fee  Schedule  (Section  142). — Resolu- 
tion 57-48  instructs  “the  Bureau  of  Medical  Care 
Insurance  or  other  pertinent  committee”  to  “take 
immediate  action  with  their  Blue  Shield  counter- 
parts in  order  to  protect  the  rights  and  interests  of 
the  medical  profession  from  encroachments  and 
detriment  by  the  rating  committees  of  other  than 
medical  groups.”  The  Council  referred  this  to  the 
Subcommittee  on  Medical  Expense  Insurance'  of  the 
Economics  Committee.  (See  Additional  Annual  Re- 
ports in  the  April  15  issue,  Council — Part  VII.) 
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Fees  for  Physical  Examination  of  Applicants  for 
Life  Insurance  (Section  143). — Resolution  57-50 
calling  for  negotiation  to  obtain  a substantial  in- 
crease in  such  fees  and  for  investigation  of  the  feas- 
ibility of  developing  a schedule  of  varying  fees  for 
such  examinations  as  these  may  vary  in  their  ex- 
tensiveness was  referred  by  the  House  of  Delegates 
to  the  Council  and  by  the  Council  to  the  Committee 
on  Economics.  On  November  14,  1957,  the  com- 
mittee reported  to  the  Council  that  a representative 
of  the  Health  Insurance  Council  had  attended  their 
recent  committee  meeting  and  that  material  pro- 
vided by  him  was  under  consideration  in  the  com- 
mittee’s study  of  resolutions  57-50  and  57-58. 
(See  Annual  Reports  in  this  issue,  Council — Part 
VII,  page  1114- ) 

Nurse  Recruitment  by  the  Woman’s  Auxiliary 
(Section  164). — The  recommendation,  adopted 
by  the  House  of  Delegates,  that  this  Society  use 
every  effort  to  implement  and  press  forward  the 
nurse  recruitment  program  of  the  Woman’s  Auxil- 
iary was  referred  by  the  Council  to  the  Advisory 
Committee  to  the  Woman’s  Auxiliary. 

American  Medical  Education  Foundation  Com- 
mittee (Section  163). — The  House  voted  that  this 
committee  consist  of  ten  members,  one  from  each 
district  branch  and  a chairman,  and  that  an  appro- 
priation of  $1,000  or  less  be  budgeted  annually  for 
the  use  of  the  committee,  to  cover  essential  expenses 
such  as  that  of  mailing  and  mimeographing.  With 
the  approval  of  the  Council,  the  president  appointed 
a committee  meeting  these  specifications.  The 
question  of  an  appropriation  was  referred  by  the 
Council  to  the  Budget  Committee  and  is  still  under 
consideration. 

Group  Life  Insurance  for  Self-Employed  Profes- 
sional People  (Section  108). — Resolution  57-23, 
adopted  by  the  House,  instructs  the  Committee  on 
Legislation  to  support  or  initiate  introduction  of  a 
bill  in  the  1958  Legislature  to  amend  the  Insurance 
Law  so  that  self-employed  professional  people  who 
are  members  of  an  association  will  be  eligible  to 
procure  group  fife  insurance.  The  Legislation 
Committee  reported  to  the  Council  in  December, 
1957,  that  it  had  prepared  such  a bill  and  would  have 
it  introduced,  that  a similar  bill  would  be  intro- 
duced by  the  State  Insurance  Department,  and 
that  the  committee  was  considering  the  question  of 
whether  group  life  insurance  is  desirable  for  self- 
employed  people  and  associations. 

Legality  of  Taking  Blood  Samples  from  an  Un- 
conscious Patient  (Section  110). — Resolution  57-43 
instructed  the  Council  to  take  legislative  or  other 
action  to  secure  protection  for  members  of  the 
Society  from  the  legal  and  financial  danger  of  tak- 
ing blood  without  a patient’s  consent  for  alcoholic 
testing  and  to  extend  every  effort  to  reach  a definite 
conclusion  on  this  important  matter.  The  Council 
referred  this  to  the  Committee  on  Legislation;  the 
committee  voted  to  introduce  a bill  on  the  subject 
but  to  substitute  “to  secure  protection  for  doctors  of 
medicine”  for  the  words  “to  secure  protection  for 
members  of  the  Society.”  The  committee  reported 


a 1957  ruling  of  the  United  States  Supreme  Court 
that  it  does  not  violate  a patient’s  constitutional 
rights  to  take  such  samples. 

Autopsy  Law  Revision  (Section  111).— The  House 
adopted  resolution  57-54  to  memorialize  the  Legis- 
lature, requesting  creation  of  a commission  repre- 
senting all  interested  parties,  specifically  the  Legis- 
lature, the  Bar  Association,  and  this  Society,  to 
submit  recommendations,  based  on  a study  of 
present  laws  and  regulations  and  the  social  and 
medicolegal  aspects  of  the  problem,  for  legislation 
needed  to  establish  basic  definitions,  clarify  present 
ambiguities,  and  codify  and  promote  a sound  legal 
procedure  for  the  regulation  of  death  certification 
and  the  autopsy.  The  Council  referred  this  to  the 
Legislation  Committee.  In  December,  1957,  the 
chairman  of  the  Legislation  Committee  reported 
to  the  Council  that  he  had  conferred  with  the 
. Commissioner  of  Health,  the  Executive  Director  of 
the  Interdepartmental  Health  Resources  Board, 
and  the  Counsel  to  the  Governor,  Mr.  Daniel  Gut- 
man. Before  conferring  with  the  leaders  of  the  two 
major  political  parties  he  has  written  to  the  proposer 
of  the  resolution  asking  that  he  submit  comments 
from  pathologists  and  medical  examiners  explaining 
what  is  wrong  with  the  present  rules  governing  death 
certification  and  what  is  meant  by  “social  and 
medicolegal  aspects  of  the  problem.”  The  Commit- 
tee reported  to  the  Council  in  January,  “pending  our 
decision  in  regard  to  the  creation  of  a commission, 
we  should  again  have  introduced  a bill  calling  for  an 
amendment  to  the  autopsy  law — similar  to  the  one 
of  previous  years.”  The  Council  approved  this 
proposal. 

Inclusion  of  Dentists  and  Podiatrists  Under  Medi- 
cal Indemnity  Insurance  Plans  (Section  112). — 

Resolution  57-55  required  that  the  legal  counsel  of 
the  Society  initiate  action  to  obtain  a judicial 
decision  as  to  the  constitutionality  of  amendments 
to  Section  250  of  the  Insurance  Law,  making  it 
mandatory  for  dentists  and  podiatrists  to  be  in- 
cluded under  a medical  indemnity  insurance  plan, 
and  that  our  Medical  Care  Insurance  Bureau  offer 
assistance  and  counsel  in  the  action  being  filed  by 
United  Medical  Service  in  the  furtherance  of  this 
proposal.  The  Economics  Committee,  to  which  this 
was  referred,  recommended  that  this  resolution  be 
transmitted  to  the  legal  counsel  of  the  Society  to 
obtain  a judicial  opinion  concerning  the  constitu- 
tionality of  the  action  of  the  State  Legislature, 
and  the  Council  adopted  the  recommendation 
September  12,  1957.  A copy  of  the  resolution  was 
sent  to  Mr.  Martin  on  September  26,  1957. 

Control  of  Office  Rents  (Section  114). — Resolution 
57-60  instructed  the  Committee  on  Legislation  to 
support  legislation  to  protect  physicians  against 
inflationary  boosts  in  office  rental  and  to  cooperate 
with  other  business  and  professional  groups  for  this 
purpose.  On  December  12,  1957,  the  Committee 
reported  to  the  Council  that  it  would  support  such  a 
bill  when  it  is  introduced. 

Testimony  for  Medical  Services  (Section  116). — 
The  House  adopted  resolution  57-63,  that  this 
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House  empower  its  Committee  on  Legislation, 
with  advice  of  the  Society’s  legal  counsel,  to  review 
the  judicial  interpretation  of  Section  347  of  the  Civil 
Practice  Act,  to  correspond  thereon  with  the  appro- 
priate committee  of  the  New  York  State  Bar  As- 
sociation, and  to  seek  to  introduce  in  the  Legisla- 
ture of  the  State  of  New  York,  if  the  Society’s 
committee  sees  fit,  an  appropriate  amendment  to 
Section  347  for  the  purpose  of  modifying  the  undue 
restrictive  effects  of  the  existing  judicial  inter- 
pretation on  testimony  for  medical  services.  The 
Committee  on  Legislation  reported  to  the  Council  on 
October  10,  1957,  that  it  had  voted  to  table  the 
matter  at  this  time  because  of  the  statement  of  legal 
counsel  to  the  executive  officer  that  there  have  been 
very  few  instances  where  there  has  been  any  trouble 
and  that  many  more  examples  of  protest  in  such 
cases  are  needed  before  appropriate  amendments 
w ould  be  seriously  considered. 

Legislation  Committee  (Section  117). — The 
House  voted  to  increase  the  size  of  the  Committee 
on  Legislation  to  18  members  in  order  that  all  areas 
of  the  State  may  be  fully  represented.  The  Presi- 
dent and  Council  carried  out  these  instructions. 

Principles  of  Professional  Conduct  (Section  192). 

— The  House  adopted  the  report  of  the  reference 
committee  recommending  to  component  county 
medical  societies  the  enforcement  of  the  Principles 
of  Professional  Conduct  among  their  members.  The 
Secretary,  as  instructed  by  the  Council,  conveyed 
this  information  to  the  secretaries  of  component 
county  medical  societies  in  his  letter  of  July  17, 
1957. 

Liaison  of  County  Medical  Societies  with  Em- 
ployers and  Workmen’s  Compensation  Insurance 
Carriers  (Section  192). — The  recommendation  of 
the  House  of  Delegates  that  the  county  medical 
societies  achieve  closer  liaison  with  employers  and 
workmen’s  compensation  insurance  carriers  was 
referred  by  the  Council  to  the  Committee  on  Work- 
men’s Compensation.  On  October  10,  1957,  the 
Committee  reported  to  the  Council  that  this  was 
considered  on  September  27,  1957,  and  stated: 
“Your  committee  strongly  recommends  that  each 
county  society  obtain  from  insurance  carriers  and 
employers  specific  evidence  wherein  a physician  who 
is  a member  of  the  county  society  apparently  abuses 
the  privilege  of  practicing  medicine  under  the  Work- 
men’s Compensation  Law.  If  this  evidence  is  such 
as  to  warrant  disciplinary  action  by  the  county 
society,  it  is  strongly  urged  that  it  be  taken.  If  the 
physician  concerned  is  not  a member  of  the  county 
society,  the  society  has  every  right  to  request  that 
he  appear  before  the  compensation  committee  for 
possible  disciplinary  action.” 

Rehabilitation  of  Workmen’s  Compensation  Cases 
(Section  192). — The  House  of  Delegates  recom- 
mended that  county  medical  societies  “use  every 
means  at  their  disposal  to  make  physicians  rehabili- 
tation conscious”  by  pointing  out  the  desirability  of 
early  rehabilitative  treatment.  The  Council  re- 
ferred this  recommendation  to  the  editor  of  the 
New  York  State  Journal  of  Medicine  and  to  the 


county  societies.  It  was  included  in  the  Secretary’s 
letter  of  July  17,  1957,  to  secretaries  of  component 
county  medical  societies. 

Impartial  Panels  of  Medical  Experts  (Section 
192). — -The  House  recommended  efforts  on  the 
part  of  the  Workmen’s  Compensation  Bureau  and 
the  Committee  on  Legislation  to  foster  legislation 
establishing  impartial  panels  of  medical  experts, 
on  a part-time  basis,  to  advise  referees  in  disputed 
cases. 

The  chairman  of  the  Committee  on  Legislation 
reported  to  the  Council  in  November,  1957,  that  it 
would  be  difficult  to  maintain  such  panels  outside 
of  New  York  City  and  that  it  is  the  policy  of  the 
Workmen’s  Compensation  Board  not  to  support 
legislation  which  will  be  successful  in  one  part  of 
the  State  and  not  in  another.  The  Council  voted 
approval  of  the  Committee’s  decision  not  to  intro- 
duce such  a bill  in  the  1958  Legislature. 

Medical  Practice  Committee  (Section  192). — 
The  House  urged  continued  efforts  on  the  part  of  the 
Workmen’s  Compensation  Bureau,  the  Legislation 
Committee,  and  each  component  county  medical 
society  to  obtain  abolition  of  the  Medical  Practice 
Committee  of  the  Workmen’s  Compensation  Board. 
The  chairman  of  the  Committee  on  Legislation,  to 
which  this  was  referred,  reported  to  the  Council  in 
November,  1957,  that  at  a meeting  of  the  Workmen’s 
Compensation  Committee  it  was  agreed  to  hold  this 
recommendation  in  abeyance  because,  as  reported 
at  the  October  Council  meeting,  “additional  ap- 
pointments may  soon  be  made  to  this  committee  to 
service  those  counties  approaching  one  million 
population”  and  because  “political  expediencies  do 
not  warrant  the  constant  pressure  to  abolish  this 
committee.”  The  Workmen’s  Compensation  Com- 
mittee recommended  instead  that  the  chairman  of 
the  Workmen’s  Compensation  Board  be  asked  to 
permit  representatives  of  the  State  Society  or  of 
county  societies  to  attend  meetings  of  the  Medical 
Practice  Committee  as  observers.  The  Legisla- 
tion Committee  stated  that  Miss  Angela  Parisi, 
chairman  of  the  Workmen’s  Compensation  Board, 
is  definitely  opposed  to  an  amendment  which  would 
eliminate  the  Medical  Practice  Committee,  that  she 
feels  it  has  functioned  in  New  York  City  in  a highly 
satisfactory  manner,  that  there  has  been  no  official 
communication  to  her  that  the  population  of  either 
Erie  or  Nassau  counties  has  reached  one  million, 
and  that,  consequently,  establishment  of  the  Medi- 
cal Practice  Committee  in  these  areas  has  not  been 
considered.  The  Council  voted  approval  of  the 
Legislation  Committee’s  decision  not  to  introduce 
such  a bill  in  the  1958  Legislature. 

Delayed  Payment  of  Medical  Bills  in  Workmen’s 
Compensation  Cases  (Section  192). — The  House 
recommended  to  the  Committee  on  Legislation  ef- 
forts to  obtain  modification  of  Section  13  of  the 
Workmen’s  Compensation  Law  to  provide  means  for 
the  collection  of  unpaid  medical  bills  in  compensable 
cases  which  are  not  objected  to  by  the  carrier  or 
employer  within  thirty  days  of  their  submission. 
The  chairman  of  the  Committee  on  Legislation 
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reported  to  the  Council  in  November,  1957,  that 
Miss  Angela  Parisi,  chairman  of  the  Workmen’s 
Compensation  Board  considered  this  amendment 
unnecessary  and  requested  that  her  attention  be 
called  to  any  undue  delays  in  the  payment  of  bills. 
The  Council  voted  approval  of  the  Committee’s 
decision  not  to  introduce  such  a bill  in  the  1958 
Legislature. 

Rebating  or  Assignment  of  Fees  Paid  by  Carriers 
(Section  192). — The  House  voted  to  recommend  to 
the  Workmen’s  Compensation  Board  and  to  the 
New  York  State  Department  of  Education  enforce- 
ment of  Section  13d  of  the  Workmen’s  Compensa- 
tion Law  and  of  a similar  provision  of  the  Education 
Law  which  prohibits  the  assignment  or  rebating  to 
physicians  of  fees  paid  by  carriers  to  hospitals  or 
other  parties.  The  Council  instructed  the  Secre- 
tary so  to  communicate  with  the  Department  of 
Education,  and  a letter  was  sent  July  24,  1957. 
(See  also  Hospital  Practice  of  Medicine , Section  1 75, 
in  this  resume .) 

Workmen’s  Compensation  Board  Rule  19  (Sec- 
tion 192). — The  House  of  Delegates  urged  modifi- 
cation of  Rule  19  by  the  Workmen’s  Compensation 
Board  to  conform  to  the  law  against  the  practice  of 
medicine  by  hospitals. 

Workmen’s  Compensation  Fee  to  Surgical  Assist- 
ant (Section  192). — The  House  voted  to  commend 
Miss  Angela  Parisi  for  her  ruling  permitting  pay- 
ment by  the  carrier  of  a fee  to  a surgical  assistant 
where  it  is  certified  that  an  intern  or  resident  was 
not  available  at  the  time  of  operation.  The  Council 
voted  that  the  chairman  of  the  Legislation  Com- 
mittee write  to  Miss  Parisi,  and  such  letter  was  sent. 

Recodification  of  Workmen’s  Compensation  Law 
(Section  192). — The  House  voted  to  demand  repre- 
sentation for  this  Society  on  any  committee  estab- 
lished for  recodification  of  the  Workmen’s  Compen- 
sation Law  and  to  instruct  our  representative  to  be 
vigilant  to  prevent  (1)  any  change  that  would  per- 
mit hospitals  to  collect  fees  paid  to  physicians  for 
compensation  cases;  (2)  any  abridgement  of  the 
free  choice  of  physician;  (3)  reduction  of  any  priv- 
ileges, duties,  and  responsibilities  vested  in  the 
medical  profession  as  a result  of  the  revision  of 
Section  13  in  1935  and  subsequently. 

The  Council  voted  to  refer  this  matter  with  its 
subitems  to  the  Workmen’s  Compensation  Commit- 
tee. The  Committee  reported  in  October,  1957, 
that  its  chairman  was  a member  of  the  Advisory 
Committee  to  the  Workmen’s  Compensation 
Board,  that  he  would  be  aware  of  any  projected 
recodification  of  the  Law,  and  that  he  would  be 
alert  to  any  of  the  changes  listed. 

Circulation  of  Journal  to  Residents  (Section 
126). — The  House  voted  to  recommend  further 
study  of  the  possibility  of  extending  “gratis”  cir- 
culation of  the  Journal  to  hospital  residents,  and 
the  Council  referred  this  to  the  Publication 
Committee. 

Advertisements  in  JouRNAL-and  Directory  (Sec- 


tion 126). — Resolution  57-9  requested  the  Publica- 
tion Committee  to  be  more  stringent  in  the  applica- 
tion of  its  criteria  for  acceptable  advertisements 
for  the  Journal  and  Directory.  The  Council  re- 
ferred this  resolution  to  the  Publication  Committee. 
At  its  meeting  on  November  13,  1957,  the  committee 
discussed  a suggestion  presented  at  the  Associate 
Editorial  Board  dinner  “that  a stricter  policy  of 
advertising  acceptance  be  followed”;  it  was  under- 
stood that  a further  report  would  be  made  to  the 
committee. 

Insurance  Report  Forms  (Section  129). — The 

House  instructed  the  Council  so  to  implement 
resolution  57-58  that  the  Society  design  and  draw 
up  a short  medical  form  of  approximately  ten  ques- 
tions that  would  be  suitable  for  reports  to  all  com- 
panies (insurance  companies,  Federal  agencies, 
State  agencies,  business  firms,  etc.)  and  that  this 
form  be  filled  out  one  time  for  each  case  without 
charge.  Any  subsequent  forms,  requests  for  in- 
formation, progress  reports,  etc.,  would  have  a 
minimum  fee  of  $3.00  attached  thereto.  The 
Council  referred  these  instructions  to  the  Committee 
on  Economics.  The  chairman  reported  to  the 
Council  in  November,  1957,  that  at  a meeting  of  the 
committee  on  November  14,  1957,  Mr.  F.  T.  Crow- 
ley, staff  representative  of  the  Health  Insurance 
Council,  explained  what  the  Health  Insurance 
Council  is  doing  to  simplify  insurance  forms.  The 
chairman  stated:  “Several  illustrative  forms  were 
given  to  the  committee  for  study,  and  they  will 
consider  these  along  with  others  before  making  a 
final  recommendation  and  report  to  the  House  of 
Delegates  in  regard  to  resolutions  57-58  and  57- 
50.” 

House  of  Delegates  Meetings  (Section  125). — 

Resolution  57-32,  proposing  that  meetings  of  the 
House  of  Delegates  be  held  successively  in  the  vari- 
ous districts  of  the  State  at  times  other  than  that  of 
the  scientific  program,  was  referred  to  the  Planning 
Committee  for  Medical  Policies  by  the  House  t>f 
Delegates  and  by  the  Council.  Following  a poll  of 
county  society  presidents,  district  branch  presidents, 
and  other  members  of  the  Society,  the  committee 
voted  disapproval  of  this  resolution  at  its  meeting  on 
January  8,  1958.  (See  Annual  Reports  in  this  issue, 
page  1156.) 

Legal  Medicine  (Section  124). — Resolution  57-65, 
proposing  the  establishment  of  a section  on  legal 
medicine,  was  referred  by  the  House  of  Delegates, 
and  subsequently  by  the  Council,  to  the  Planning 
Committee  for  Medical  Policies  for  consideration 
and  report  next  year.  In  February,  1958,  the  Coun- 
cil approved  the  recommendation  of  the  Planning 
Committee  “that  section  status  for  the  Session  on 
Legal  Medicine  be  suggested  to  the  House  of  Dele- 
gates.” 

Free  Choice  of  Physician  by  Federal  Employes 
(Section  99). — Resolution  57-14  directed  that  Con- 
gress be  petitioned  to  amend  the  Federal  Employes’ 
Compensation  Act  to  provide  for  the  free  and  open 
selection  of  physicians  by  Federal  employes  who 
come  within  the  purview  of  the  Act  as  previously 
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amended.  The  Council  authorized  the  Secretary 
to  write  to  this  effect  to  Congress,  the  Speaker  of  the 
House  of  Representatives,  and  the  President  of  the 
Senate  and  to  send  an  informational  report  of  this 
action  to  the  Washington  office  of  the  American 
Medical  Association.  This  was  done. 

Medical  Treatment  of  Post  Office  Department 
Employes  (Section  100). — The  House  adopted 
resolution  57-15  providing  that  “the  United  States 
Post  Office  Department  be  encouraged  to  adopt  a 
policy  of  medical  treatment  for  its  injured  employes 
which  will  conform  to  the  principles  of  the  present 
system  of  the  New  York  State  Workmen’s  Compen- 
sation Board”  and  that  “a  copy  of  this  resolution  be 
forwarded  to  the  President  of  the  United  States, 
the  Postmaster  General,  the  Surgeon  General,  the 
two  United  States  Senators  from  New  York  State, 
all  the  Congressmen  of  New  York  State,  and  all 
postmasters  of  New  York  State.” 

The  Council  instructed  the  Secretary  to  do  this. 
In  October  the  Secretary  reported  to  the  Council 
that,  in  response  to  his  letters  to  the  President,  the 
Postmaster  General,  the  Surgeon  General,  and  the 
New  York  State  senators  and  representatives,  he 
had  learned  that  post  office  employes  are  covered 
by  the  general  regulations  relating  to  treatment 
of  workmen’s  compensation  cases  in  Federal  de- 
partments. The  purpose  of  this  resolution  would 
therefore  be  accomplished  by  the  amendment  of  the 
Federal  Employes’  Compensation  Act  proposed  in 
resolution  57-14  (Section  99)  and  in  a similar 
resolution  of  the  American  Medical  Association 
House  of  Delegates.  This  resolution  is  in  the  hands 
of  the  American  Medical  Association  Council  on 
Medical  Services.  The  Council  instructed  the 
Secretary  to  withhold  sending  letters  to  the  2,700 
postmasters  in  New  York  State  pending  action  on 
the  resolution  of  the  American  Medical  Association. 

Display  of  Degrees  on  Signs  and  Stationery  (Sec- 
tion 101). — The  House  adopted  resolution  57-26 
to  recommend  urgently  that  all  licensed  practition- 
ers of  medicine  append  to  their  names  on  signs  and 
stationery  the  degree  which  is  recognized  by  the 
licensure.  The  Council  voted  to  refer  this  to  the 
Publication  Committee  and  that  the  Secretary  be 
instructed  to  write  to  the  Board  of  Regents  of  the 
New  York  State  Education  Department.  This  was 
done  July  5,  1957. 

A.M.A.  Resolutions. — Nine  resolutions  adopted 
by  the  1957  House  of  Delegates  and  one  resolution 
referred  by  the  House  to  the  Council  for  imple- 


mentation were  introduced  by  New  York  State 
members  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  meeting  in  June, 
1957.  Titles  of  the  resolutions,  their  introducers, 
and  the  actions  taken  on  them  follow : 

1.  “Proposal  for  Study  Committee  on  Shortage 
in  Certain  Specialties”  was  introduced  by  Dr. 
Thurman  B.  Givan,  and  was  referred  to  the  Board 
of  Trustees,  for  disposition. 

2.  “Amendment  to  Federal  Employes  Compen- 
sation Act,”  introduced  by  Dr.  Peter  M.  Murraj^, 
was  adopted. 

3.  “Social  Security  Benefits,”  advocating  com- 
pulsory social  security  for  physicians,  introduced  by 
Dr.  Christopher  Wood,  was  defeated,  but  the  House 
advocated  an  educational  campaign  regarding  this 
matter,  be  aimed  at  all  physicians. 

4.  “To  Alleviate  Shortage  of  Interns,”  intro- 
duced by  Dr.  A.  H.  Aaron,  was  disapproved. 

5.  “Participation  of  Physicians  in  Pension  Plan 
of  Self-Employed”  (Jenkins-Keogh  Bill),  intro- 
duced by  Dr.  Edward  P.  Flood,  was  adopted. 

6.  “Uniform  System  for  Identification  of  Solu- 
tions Used  in  Hospitals,”  introduced  by  Dr.  Carlton 
E.  Wertz,  was  passed  in  principle  by  referring  to 
the  Board  of  Trustees,  with  recommendation  that 
the  Council  on  Drugs  develop  a uniform  system  of 
identification  for  solutions  in  hospitals. 

7.  “Use  of  Stimulants,  Such  as  Amphetamine, 
in  Sports,”  introduced  by  Dr.  Maurice  J.  Dattel- 
baum,  had  a substitute  resolution  adopted,  which 
condemned  use  of  stimulants  in  sports,  and  requested 
investigation  and  proper  action  by  the  Board  of 
Trustees. 

8.  “Recommended  Change  in  Principles  of 
Medical  Ethics  of  American  Medical  Association,” 
introduced  by  Dr.  Ezra  A.  Wolff,  was  approved. 

9.  “Veterans  Administration  Treatment  of 
Workmen’s  Compensation  Cases,”  introduced  by 
Dr.  Frederic  W.  Holcomb,  was  neither  approved  or 
disapproved,  but  referred  to  the  Council  on  Medical 
Service. 

10.  “Tax  Relief  for  Orthopedically  Handicapped 
Persons,”  introduced  by  Dr.  Gerald  D.  Dorman, 
was  referred  to  the  Board  of  Trustees  for  proper 
Council  to  study  and  report. 

As  directed  by  the  1957  House  of  Delegates  of 
this  Society  the  New  York  State  delegation  sup- 
ported and  voted  for  a resolution  on  free  choice 
of  physician  introduced  in  the  American  Medical 
Association  House  of  Delegates  by  a delegate  from 
the  Colorado  State  Medical  Society.  This  resolu- 
tion was  approved  in  principle. 
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of  the 
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to  the 
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152nd  Annual  Meeting 
May  12  to  16,  1958 

Hotel  Statler,  New  York  City 


Report  of  the  President 


To  the  House  of  Delegates , Gentlemen: 

The  year  1957  stands  out  as  a memorable  period 
in  the  annals  of  our  State  Medical  Society,  not  be- 
cause my  predecessor,  Dr.  James  Greenough,  and  I 

were  your  presi- 
dents during 
those  twelve 
months,  but 
rather  because 
during  the  past 
one  hundred 
and  fifty  years  a 
romance  in 
medicine  has  de- 
veloped. What 
a great  spectacle 
could  be  pro- 
duced for  a 
Broadway  show 
from  such  a 
theme!  During 
this  time  medi- 
cine has  done 
everything  for 


which  to  be  proud  and  little  for  which  to  repent. 

As  I begin  writing  this  to  you,  only  slightly  more 
than  one  half  of  my  tenure  of  office  has  passed; 
hence  a supplemental  report  will  be  forthcoming 
when  you  meet  in  May.  As  former  presidents  have 
told  this  House,  the  office  is  an  arduous  task — one 
that  is  time-consuming  and  one  in  which  conscien- 
tious physicians  have  to  ask  their  patients’  forbear- 
ance. Strange  as  it  may  seem,  the  great  majority 
of  one’s  patients  seem  to  understand  and  are  more 
than  willing  to  share.  Turn  over  the  picture  and 
one  sees  on  the  other  side  a glamorous  panorama. 
There  one  views  his  confreres  at  work  in  the  various 
domains  of  medicine — each  at  a task  best  suited  to 
his  particular  talents. 

As  I relate  what  is  being  accomplished  in  the  many 
categories  in  which  our  Society  is  engaged,  if  only  it 
will  stimulate  others  to  join  in  some  measure  the 
ranks  of  those  of  you  who  are  at  present  bearing  the 
burden,  my  efforts  will  not  be  in  vain. 

It  is  true  that  every  doctor  of  medicine  in  this 
State  cannot  be  placed  on  a key  committee  at  one 
time.  Such  committees  would  be  too  cumbersome. 
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Yet  if  all  those  who  have  a deep  interest  in  the  con- 
tinued progress  of  medicine  would  work  at  first  on 
committees  at  the  county  level,  the  composite  whole 
at  the  State  level  would  be  strengthened  materially. 
Whether  it  be  scientific  or  socioeconomic  subjects 
one  is  interested  in,  it  should  start  in  most  instances 
at  the  county  level.  Thus  when  important  ques- 
tions are  brought  before  the  House,  they  have  al- 
ready been  studied  thoroughly  by  competent  people, 
and  solutions  can  be  reached.  Not  too  seldom  do  we 
see  resolutions  brought  before  you  which  just  don't 
make  sense. 

Don’t  misunderstand  me;  most  resolutions  pre- 
sented do  make  sense  and  are  for  the  best  interests  of 
the  public.  However,  if  sound  legal  advice  was 
obtained  in  preparing  resolutions  relating  to  law, 
the  deliberations  of  the  House  would  be  enhanced. 

When  issues  arise  that  involve  several  counties 
alike,  it  would  seem  that  the  proper  place  for  thor- 
ough discussion  and  later  presentation  to  the  House 
would  be  at  district  branch  meetings.  At  times  this 
has  been  done,  and  during  my  visits  to  district 
branches,  in  some  instances,  I have  pointed  out  that 
this  is  one  of  their  principal  functions. 

This  brings  up  another  question  which  has  been 
raised  before,  that  is  whether  district  branch  meet- 
ings should  continue.  At  least  one  branch  has  de- 
cided to  hold  only  one  meeting  and  that  one  at  the 
time  of  the  annual  session  of  the  House  of  Delegates. 
I understand  that  one  or  two  more  are  on  the  verge 
of  reaching  such  a decision.  Lack  of  attendance 
seems  to  be  the  motivating  influence.  It  is  regret- 
table that  better  attendance  cannot  be  stimulated. 
Yet  I have  been  told  that  no  matter  what  type  of 
program  is  presented,  only  the  same  few  who  are 
and  have  been  interested  in  the  branch’s  success  will 
attend.  In  some  areas  of  the  State  I feel  certain  the 
district  branch  is  actively  successful,  and  will  con- 
tinue to  hold  its  definite  role  in  the  lives  of  the 
physicians  of  these  communities. 

If  any  of  the  district  branches  dissolve  their  usual 
meetings,  one  person  at  least  will  be  the  loser,  and 
that  is  the  president  of  your  State  Society.  These 
meetings  have  become  an  inspiration  to  him  over 
the  years  and  afford  him  an  opportunity  to  meet  and 
break  bread  with  a fine  lot  of  fellows.  I feel  certain 
that  Dr.  Leo  E.  Gibson,  your  president-elect,  feels 
similarly,  as  do  your  secretary,  Dr.  W.  P.  Anderton, 
and  Mrs.  Leif  Jensen,  president  of  the  Woman’s 
Auxiliary. 

Right  here  I would  like  to  remind  you  that  I 
have  looked  upon  this  year  as  one  in  which  a great 
honor  has  been  bestowed  upon  me.  One  cannot 
fail  to  feel  humble  when  one  recounts  the  many 
serious  obligations  he  must  attempt  to  fulfill.  In 
accepting  this,  one  cannot  and  must  not  shirk  his 
duty.  Responsibilities  are  there  aplenty;  one  must 
do  his  level  best  not  to  make  mistakes,  for  they  out- 
live you. 

To  help  share  the  burdensome  part  of  this  office, 
I want  to  pay  particular  homage  to  Dr.  Leo  E. 
Gibson  and  Dr.  W.  P.  Anderton.  Also  I wish  space 
would  permit  me  to  mention  the  parts  pla}^ed  by 
dozens  of  faithful  men  and  women  of  this  great 
Society.  Such  an  organization  was  not  built  over- 


night. It  took  one  hundred  and  fifty  years  to  bring 
it  to  its  present  effectiveness.  However,  in  spite  of 
its  great  accomplishments  in  the  past,  one  looks  to 
the  future  for  greater  endeavors.  Thus  as  one  looks 
back  it  is  but  natural  that  weaknesses  are  noted. 
To  overcome  such  weaknesses,  certain  changes 
should  be  effected.  In  order  to  accomplish  this  a 
degree  of  reorganization  has  been  deemed  feasible. 

This  idea  was  presented  to  the  Council  with  the 
result  that  a committee  was  appointed,  with  Dr. 
James  Greenough  as  chairman,  to  look  into  the  sub- 
ject of  reorganization,  and  to  suggest  a firm  who 
could  best  undertake  such  a study.  The  committee 
presented  to  the  Council  the  firm  of  Rogers,  Slade 
and  Hill  of  New  York  City.  The  Council  accepted 
this  firm  and  asked  the  Board  of  Trustees  to  allot 
sufficient  funds  for  a preliminary  survey.  If,  after 
such  a survey,  it  was  deemed  feasible  to  complete 
the  study,  it  would  be  presented  to  the  Council  for 
further  consideration.  I appointed  a special  com- 
mittee to  whom  the  study  firm  can  go  from  time  to 
time.  This  committee  reports  to  the  Council  what 
progress  has  been  made.  The  final  report  on  re- 
organization, it  is  hoped,  will  be  presented  to  the 
House  of  Delegates  in  May  of  this  year. 

At  this  point  I wish  to  present  to  the  House  of 
Delegates  some  of  the  activities  and  problems  that 
have  confronted  the  State  Society  since  you  last 
met.  I shall  not,  for  time  will  not  permit,  call  to 
your  attention  everything  worthwhile  since  the 
committees  will  report  in  more  detail  what  con- 
fronted them  during  the  year. 

In  order  to  do  your  job  most  efficiently  for  the 
membership  you  represent,  it  is  hoped  that  each 
member  of  the  House  will  read  carefully  these  re- 
ports, so  that  the  workings  and  recommendations 
of  each  committee  can  be  scrutinized.  Thus,  the 
action  you  take  in  May  will  be  based  upon  sound 
judgment. 

Now  I shall  present  brief  reports  of  the  activities 
of  committees  since  you  last  met.  Work  that  has 
been  done  will  be  reported  in  more  detail  by  the 
committees  themselves.  At  this  writing  they  are 
still  in  the  midst  of  projected  problems,  hence  some 
supplemental  reports  will  be  furnished  you  before 
you  assemble  in  May. 

Malpractice  Insurance  and  Defense. — The  new 
committee  is  headed  by  Dr.  Thomas  M.  d’ Angelo, 
who  has  been  faithful  as  chairman  in  taking  care  of  a 
great  many  important  matters  for  the  State  Society 
this  year.  The  committee  held  regular  meetings 
and  I attended  most  of  them.  Following  discussions 
with  our  insurance  carrier,  the  Board  arranged  for  a 
revised  master  policy  providing  broader  coverage 
to  insured  members,  the  introduction  of  a revised 
classification  system  based  upon  medical  specialty, 
and  the  addition  of  a new  premium  class  for  the 
benefit  of  general  practitioners  doing  a limited 
amount  of  major  surgery  or  anesthesiology. 

The  Board  prepared  and  distributed  to  the  pres- 
idents of  all  county  societies  copies  of  check-lists  for 
the  use  of  members  in  testing  the  adequacy  of  their 
professional  liability  policies.  A separate  communi- 
cation urged  the  appointment  of  county  malpractice 
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advisory  committees  and  their  organization  in 
compliance  with  the  direction  of  the  Council.  A 
pamphlet  outlining  the  advantages  of  Group  Plan 
insurance  was  prepared  and  distributed  to  unin- 
sured members. 

The  appointment  of  Mr.  James  M.  Arnold  as 
indemnity  representative  and  of  Mr.  Frank  Appleton 
as  assistant  indemnity  representative  has  in  every 
way  been  a great  aid  in  carrying  on  the  operations  of 
the  plan.  I think  they  are  both  sincere  in  their 
efforts  to  please  the  doctors  of  our  Society  as  far  as 
malpractice  insurance  is  concerned. 

I have  discussed  Group  Plan  at  length  in  the  Jan- 
uary 15,  1958,  issue  of  our  New  York  State 
Journal  of  Medicine,  where  I urged  that  the  doc- 
tors continue  to  participate  in  it.  I feel  very 
sure  that  a strong  Society  plan  in  malpractice  in- 
surance is  necessary  to  the  proper  functioning  of  our 
Society. 

Our  sincere  thanks  are  due  to  Dr.  Thomas  M. 
d’ Angelo  and  all  associated  with  him. 

Industrial  Health.— This  committee  has  really 
just  started  on  a program  which,  I hope,  will  get 
results  in  the  coming  years.  Dr.  Anthony  A.  Mira, 
as  you  know,  has  been  functioning  as  director  of  the 
Bureau  for  only  a short  time.  Everyone  in  the 
Society  should  come  to  him  so  that  the  committee 
can  take  up  matters  of  importance  which  have  been 
delegated  to  it.  More  and  more,  in  the  metropoli- 
tan area  and  elsewhere,  industrial  health  must  be 
carefully  scrutinized.  Unions  should  cooperate  and 
doctors  should  be  willing  to  sit  down  with  them  and 
work  out  problems  for  the  good  of  the  public. 

The  committee  is  at  present  charged  by  your 
Council  to  take  up  a list  of  items  which  include  the 
following: 

1.  The  collection  of  information  and  statistics  of 
industrial  medical  practice  in  New  York  State. 

2.  Obtain  information  about  full-time  and  part- 
time  industrial  physicians. 

3.  Obtain  a roster  of  leaders  in  industrial  health 
for  the  purpose  of  setting  up  a speakers’  bureau. 

4.  Establish  a close  relationship  with  various 
medical  schools  to  foster  teaching  of  industrial 
medicine. 

5.  Stimulate  and  maintain  interest  by  employers 
in  the  establishment  of  in-plant  industrial  health 
services. 

6.  Stimulate  interest  in  occupational  medicine 
by  the  medical  profession,  particularly  general 
practitioners. 

7.  Interest  each  county  medical  society  in  estab- 
lishing an  industrial  health  committee. 

In  the  brief  time  this  Bureau  has  been  in  existence 
and  has  concerned  itself  with  industrial  health  in 
New  York  State,  some  of  these  mandates  have  been 
accomplished.  All  the  medical  schools  in  New  York 
State  have  been  contacted  and  surveyed  as  to  the 
courses  that  are  offered  in  occupational  medicine. 
The  specialty  organizations  in  industrial  health 
have  supplied  us  with  a complete  roster  of  physicians 
engaged  in  occupational  medicine  either  part-time 
or  full-time.  The  same  organizations  have  pro- 
vided a scale  of  salaries  and  fees  for  physicians  en- 


gaged in  this  practice.  Many  county  medical  so- 
cieties have  expressed  an  interest  in  the  establish- 
ment of  industrial  health  committees;  several  have 
created  them. 

The  Commerce  and  Industry  Association  is  now 
aware  of  the  existence  of  this  specialized  bureau  in 
your  State  Medical  Society.  The  A.M.A.  has  con- 
gratulated us  for  our  pioneer  effort  in  the  establish- 
ment of  a Bureau  of  Industrial  Health. 

As  the  program  develops  for  your  Bureau  and 
becomes  better  known  to  the  officials  of  the  county 
societies,  greater  strides  will  be  attempted  in  stimu- 
lating this  branch  of  medicine  as  one  that  deserves 
the  attention  of  every  practicing  physician  in  New 
York  State.  Special  studies  and  surveys  will  be 
conducted  to  determine  the  extent  and  type  of 
professional  practice  in  medical  departments  main- 
tained by  industry.  This  will  follow  a survey  to  be 
conducted  by  the  Commerce  and  Industry  Associa- 
tion which  is  designed  to  obtain  information  about 
the  extent  medical  facilities  are  available  in  plants 
employing  less  than  1,000  individuals. 

The  increasing  interest  on  the  part  of  unions  in  the 
medical  care  of  their  membership  should  evoke 
interest,  if  not  concern,  on  the  part  of  the  medical 
profession.  The  influx  of  new  centers  maintained 
by  unions  is  rapidly  keeping  pace  with  the  accumu- 
lation of  welfare  funds  by  these  larger  unions. 
These  medical  centers  ordinarily  cannot  be  estab- 
lished unless  an  enabling  act  is  passed  by  the  Legis- 
lature. The  State  Department  of  Social  Welfare 
is  then  mandated  to  supervise  the  adequacy  of 
medical  care  given  in  the  center.  Each  center  is 
permitted  by  law  to  offer  specific  medical  services, 
that  is,  diagnostic,  therapeutic,  or  both.  In  some 
of  these  centers  a union  member  has  no  free  choice 
of  physician,  nor  is  he  given  the  opportunity  to 
select  a voluntary  medical  insurance  plan  if  he  does 
not  choose  the  facilities  of  the  union. 

Some  effort  should  be  made  on  the  part  of  this 
Society  to  have  the  free  choice  principle  included  in 
every  enabling  act  required  to  establish  a union 
health  center.  This  free  choice  principle  can  be 
expressed  by  giving  the  member  a selection  between 
the  use  of  the  union  facilities  or  the  use  of  an  estab- 
lished voluntary  insurance  plan.  In  any  event, 
union  health  centers  should  adhere  to  the  guides 
established  by  the  American  Medical  Association. 

By  the  same  token,  your  State  and  county  medi- 
cal societies  should  keep  a watchful  eye  on  the  type 
of  practice  conducted  by  physicians  employed  in 
these  union  health  centers  so  that  there  is  no 
infringement  of  the  established  principles  of  medical 
ethics. 

Dr.  Peter  J.  Di  Natale,  chairman,  his  committee, 
Dr.  Anthony  A.  Mira,  Bureau  director,  and  his  staff 
are  to  be  congratulated  for  a job  well  done. 

Workmen’s  Compensation. — The  main  concern 
of  this  committee  was  the  promulgation  of  a new 
fee  schedule  for  physicians  treating  occupationally 
disabled  workers.  The  State  Medical  Society  pre- 
sented to  Miss  Angela  R.  Parisi,  chairman  of  the 
Workmen’s  Compensation  Board,  a fee  schedule 
which  was  deemed  to  be  adequate  in  January,  1957. 
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Your  chairman  of  the  Workmen’s  Compensation 
Committee  and  Dr.  David  J.  Kaliski,  then  director 
of  the  Workmen’s  Compensation  Bureau,  discussed 
the  schedule  with  representatives  of  the  insurance 
carriers  to  no  avail.  Several  meetings  were  held, 
but  the  fees  submitted  by  the  State  Medical  Society 
were  rejected  and  a ridiculously  low  alternate  sched- 
ule was  offered  by  the  carriers  and  self-insurer  rep- 
resentatives. As  a result  Miss  Parisi  was  advised 
that  we  could  arrive  at  no  agreement  with  these 
representatives.  The  chairman  of  the  Workmen’s 
Compensation  Board  felt  that  it  was  her  duty  at 
this  point  to  communicate  with  each  county  society. 
Miss  Parisi  invited  the  presidents  and  the  chairmen 
of  the  workmen’s  compensation  committees  to  an 
open  hearing  in  Albany  on  May  24,  1957.  At  this 
hearing  she  asked  each  county  society  to  express  its 
opinion  and  recommendation  on  the  new  fee  sched- 
ule and  a stenographic  record  was  made. 

In  order  to  facilitate  the  compilation  of  a proper 
fee  schedule,  after  each  of  the  county  societies  had 
submitted  individual  expression  of  its  views,  your 
Bureau  made  a compendium  of  their  opinions  with 
reference  to  items  in  the  new  fee  schedule  and  sub- 
mitted them  for  consideration  in  the  name  of  the 
president  of  the  State  Medical  Society  to  the  chair- 
man of  the  Workmen’s  Compensation  Board  on 
October  1, 1957.  Miss  Parisi  is  now  processing  these 
recommendations  in  an  effort  to  arrive  at  a suitable 
new  workmen’s  compensation  minimum  fee  sched- 
ule. It  is  our  impression  that  the  majority  of 
insurance  carriers  are  willing  to  admit  that  the  exist- 
ing fee  schedule  is  not  adequate  and  are  willing  to 
allow  a suitable  increase. 

It  is  noteworthy  to  mention  that  in  1957  there 
were  approximately  three  quarters  of  a million  in- 
dustrial accidents  in  New  York  State  which  were  re- 
ported to  the  Workmen’s  Compensation  Board. 
Each  of  these  accidents  required  the  services  of  at 
least  one  physician  and  many  required  the  services 
of  more  than  one,  plus  auxiliary  medical  personnel. 
The  cost  of  physicians’  services  to  the  occupationally 
disabled  is  over  40  million  dollars  per  year.  The 
amount  paid  for  each  individual  service  under  the 
present  fee  schedule  is  not  commensurate  with  the 
average  fee  payable  for  the  same  service  in  private 
practice  to  persons  of  a like  standard  of  living.  The 
medical  profession  of  the  State  of  New  York  has 
shared  in  the  burden  in  restoring  occupationally 
disabled  persons  to  usefulness.  In  part,  the  physi- 
cian has  underwritten  the  cost  of  compensation  cases 
by  accepting  lower  than  average  fees  for  his  services. 
The  same  spirit  of  cooperation  has  prevailed  in  other 
public  programs  such  as  those  of  the  public  welfare 
departments  throughout  the  State,  and  Medicare. 
It  must  be  remembered,  however,  that  the  care  of 
the  injured  worker  is  not  a public  assistance  program. 
Industry  and  unions  must  realize  that  the  disabled 
worker  is  entitled  to  every  consideration  and  should 
not  suggest  a reduction  in  normal  living  standards 
during  his  period  of  rehabilitation.  Public  pro- 
grams such  as  those  administered  under  the  Work- 
men’s Compensation  Law  therefore  should  provide 
the  best  medical  care  for  its  disabled  workers  by 
offering  adequate  fees  for  services.  This  will  en- 


courage the  utilization  of  the  best  medical  talents  in 
the  restoration  of  the  occupationally  disabled  per- 
son. 

Unity  in  support  of  the  policies  of  the  medical  pro- 
fession of  this  State  is  of  paramount  importance. 
Each  physician  through  his  county  society  must 
stand  solidly  behind  the  activities  of  the  State  Medi- 
cal Society,  its  committees  and  bureaus.  In  es- 
sence, the  State  Medical  Society  is  the  practicing 
physician.  Any  disunity  will  produce  chaos  where 
public  medical  programs  are  at  stake.  Individual 
opinions  and  ideas  are  to  be  encouraged  in  forming 
policy,  but  once  the  policy  is  set  by  the  majority, 
unanimous  loyal  support  should  be  given. 

I am  happy  to  report  that  the  question  that  was 
presented  by  my  predecessor  in  office  concerning  the 
payment  of  an  assistant  to  a surgeon  has  been  re- 
solved by  Miss  Parisi.  You  may  recall  that  an 
assistant  to  a surgeon  would  not  be  paid  if  the  hos- 
pital maintained  an  intern  staff.  Now,  the  assistant 
will  be  paid  if  evidence  is  produced  that  no  member 
of  the  intern  or  resident  staff  was  available  at  the 
time  of  surgery. 

The  question  of  the  treatment  of  compensation 
cases  in  veterans  administration  facilities  has  at 
least  been  resolved  for  the  time  being.  The  position 
taken  by  this  Bureau  on  the  legality  of  veterans 
administration  facilities  accepting  workmen’s  com- 
pensation cases,  which  was  supported  by  the  Council 
of  the  A.M.A.,  has  resulted  in  a directive  from  the 
Administrator  of  the  Veterans  Administration, 
instructing  all  its  managers  to  inquire  into  the  com- 
pensation status  of  applications  for  admission  to 
veterans  hospitals  and  to  deny  veterans  admission 
if  they  are  covered  by  the  Workmen’s  Compensation 
Law. 

The  legislative  program  for  workmen’s  compensa- 
tion recommended  by  the  House  of  Delegates  and 
the  Council  resolved  itself  in  the  submission  of  a bill 
to  effect  payment  of  physicians  for  testimony  in 
cases  involving  the  Disability  Benefits  Law.  The 
other  legislative  matters  pertaining  to  workmen’s 
compensation  have  been  held  in  abeyance  for  this 
year  in  an  effort  to  concentrate  the  recommenda- 
tions of  the  State  Medical  Society  in  as  few  bills  as 
possible  in  order  to  effect  more  certain  passage. 

For  what  has  been  and  is  being  accomplished,  I 
express  our  thanks  and  gratitude  to  Dr.  Gerald  D. 
Dorman,  committee  chairman,  his  associates  on  the 
committee,  and  Dr.  Anthony  A.  Mira,  Bureau  di- 
rector. 

Legislation. — The  Committee  on  Legislation  has 
had  several  worthwhile  meetings.  We  hope  that  the 
present  Legislature,  which  is  now  in  Session  as  this 
report  is  written,  will  cooperate  with  the  physicians 
of  the  State  in  furthering  legislation  which  will  be 
for  the  best  interest  of  the  public.  The  committee, 
as  in  the  past,  is  doing  yeoman  work  in  furthering 
positive  legislation.  It  is  not  an  easy  job,  and  we 
hope  that  with  the  aid  of  our  new  legal  firm  the  com- 
mittee will  be  able  to  achieve  at  least  some  of  the 
directives  of  the  House  of  Delegates. 

Again,  with  all  our  might,  we  shall  oppose  legis- 
lation that  will  allow  any  form  of  cultism  to  be 
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licensed  in  this  State. 

A change  was  effected  in  our  Legislative  Bureau. 
The  firm  of  DeGraff,  Foy,  Conway  and  Holt- 
Harris  of  Albany,  was  engaged  as  counsel  to  the 
executive  officer. 

In  accordance  with  the  recommendation  of  the 
House  of  Delegates,  the  membership  of  the  Com- 
mittee on  Legislation  was  increased  to  18.  In  ad- 
dition there  are  two  advisers,  one  from  the  New 
York  State  Department  of  Education  and  the  other 
from  the  New  York  State  Department  of  Health. 
This  arrangement  should  provide  better  coverage 
of  the  entire  State  and  should  bring  us  closer  to  the 
county  legislation  chairmen  at  the  grass  roots  level. 

A vote  of  thanks  is  due  to  Dr.  Henry  I.  Fineberg, 
chairman,  Dr.  Harold  B.  Smith,  Executive  Officer, 
and  all  the  committee  members  and  advisers. 

Economics. — This  committee  has  been  very 
active  this  year,  particularly  in  the  Medicare  pro- 
gram for  dependents  of  men  in  active  military  serv- 
ice. The  program  has  shown  tremendous  growth. 

One  of  the  most  vexing  problems  has  been  the 
necessity  of  returning  a large  number  of  claims  for 
lack  of  information.  The  number  of  these  returns 
is  being  reduced  due  to  the  information  given  to  the 
doctors  through  the  Journal,  the  monthly  News- 
letter, and  talks  before  district  branch  meetings, 
county  society  meetings,  and  office  assistants  groups. 

The  Economics  Committee  has  requested  each 
county  society  to  establish  a committee  to  review 
and  consider  each  case  involving  complaints,  dif- 
ferences of  professional  opinion,  and  misunder- 
standings in  regard  to  claims  under  the  Medicare 
program.  The  societies  have  responded  with  en- 
thusiasm. The  Economics  Committee  also  has 
asked  each  county  society  to  submit  any  changes  in 
the  Schedule  of  Allowances  they  wish  to  make  prior 
to  March  1,  1958,  so  that  a new  schedule  with 
changes  can  be  presented  at  the  time  the  contract 
with  the  government  is  renegotiated. 

The  nonprofit  voluntary  medical  care  plans  ap- 
proved by  the  Medical  Society  of  the  State  of  New 
York  have  shown  normal  growth  during  the  past 
year. 

The  members  of  our  Society  owe  a debt  of  grati- 
tude for  the  pioneering  work  done  in  regard  to 
Medicare  to  Dr.  John  C.  McClintock,  his  associates, 
and  Mr.  George  P.  Farrell,  Administrative  Officer. 

Public  Health  and  Education. — The  chairmanship 
of  the  Council  Committee  on  Public  Health  and 
Education  changed  during  the  year.  As  that  com- 
mittee is  most  active  there  was  a considerable  back- 
log of  matters  under  consideration  when  the  new 
chairman  took  over;  also,  the  House  of  Delegates 
last  year  referred  to  the  committee  for  consideration 
many  resolutions. 

The  committee  seems  overbalanced  with  sub- 
committees; the  work  of  many  overlap  each  other. 
The  new  chairman  decided  to  clean  up  the  backlog 
of  subcommittee  issues  not  resolved  by  having  ex- 
tended meetings  of  some  committees,  with  the  re- 
sult that  all  subcommittees  did  not  meet.  Those 
which  did  meet,  however,  accomplished  a great  deal. 
For  example,  the  Diabetes  Subcommittee  joined 


forces  with  the  State  Department  of  Health  and  the 
New  Y ork  Diabetes  Association  in  detection  drives  and 
so  informed  the  committee  chairmen  of  constituent 
county  societies.  The  School  Health  Subcommittee 
decided  it  was  time  for  action  concerning  the  annual 
school  physical  examinations  and  requested  the 
Council  to  approve  legislation  which  would  change 
the  compulsory  type  examination  to  a more  com- 
plete and  less  frequent  examination  of  school 
children.  The  Heart  Subcommittee  has  tackled 
the  problems  of  the  worker  with  heart  disease  in 
industry  and  has  asked  for  and  obtained  the  support 
of  the  Medical  Society  of  the  State  of  New  York  on 
such  questions  as  methods  to  combat  cardiac  stand- 
still during  operations,  and  a new  method  of  re- 
suscitation. The  Committee  on  Public  Health  and 
Education  has  attacked  the  problem  of  narcotic 
addiction  and  the  giving  of  amphetamine  to  col- 
lege athletes.  It  has  kept  its  purpose  sharply 
focused  and  has  recommended  that  the  problems  be 
resolved  one  at  a time.  So  far,  the  committee  has 
recommended  a pilot  study  to  determine  more 
“fruitful  ways”  to  treat  the  narcotic  addict.  No 
doubt  recommendations  in  other  areas  will  follow. 

Probably  the  knottiest  problem  with  which  the 
committee  was  confronted  was  that  of  fluoridation 
of  public  water  supplies.  Here  the  committee  had 
referred  to  it  the  report  of  the  Council’s  Ad  Hoc 
Joint  Committee  representing  the  State  Medical  and 
Dental  Societies.  At  last  the  State  Society  has 
taken  a stand  and  supported  the  opinion  of  the 
Council  Committee  "on  Public  Health  and  Educa- 
tion that  the  fluoridation  of  public  water  supplies  is  a 
safe  and  effective  measure  for  controlling  dental 
caries,  especially  in  children. 

It  is  true  that  the  Committee  on  Public  Health 
and  Education  has  had  referred  to  it  many  of  the 
knotty  problems  of  subcommittees  which  will  still 
require  many  meetings,  including  conferences  with 
deans  and  professors  of  medicine,  in  the  months 
ahead.  Nevertheless,  much  has  been  accomplished 
to  date;  more  can  be  anticipated,  especially  in  the 
area  of  new  formulas  for  postgraduate  education. 

I wish  to  thank  Dr.  Norman  S.  Moore,  chairman, 
and  the  many  faithful  men  working  with  him,  not 
only  the  main  committee  but  others  on  those  sub- 
committes  who  are  accomplishing  deeds  of  public 
service. 

Medical  Policies. — Under  the  chairmanship  of 
Dr.  Frederick  A.  Wurzbach,  Jr.,  this  committee  has 
held  several  meetings.  Many  matters  of  great  im- 
portance are  handled  by  them. 

The  subcommittee  to  seek  suitable  headquarters 
under  the  chairmanship  of  Dr.  Walter  W.  Mott 
has  worked  hard  on  this  project.  Several  places 
have  been  seen  and  discussed  with  real  estate  agents. 
It  has  been  a known  fact  for  a long  time  that  we 
have  far  outgrown  our  present  very  unsuitable 
quarters.  Our  lease  does  not  expire  until  1960. 
The  committee  believes,  and  I concur  in  this  belief, 
that  if  ways  and  means  can  be  found  every  effort 
should  be  attempted  to  expedite  our  moving  as 
soon  as  possible.  Our  office  force  are  so  cramped  for 
workable  space  that  it  is  pitiful  to  watch  them  at 
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their  jobs.  Noise,  crowding,  improper  ventilation, 
poor  lighting  facilities,  and  numerous  other  objec- 
tions almost  make  it  imperative  that  this  problem 
be  solved  soon. 

Resolution  57-32,  presented  to  the  1957  House  of 
Delegates  by  Dr.  Alfred  P.  Ingegno  of  Kings  County, 
advised  that  the  meetings  of  the  House  of  Delegates 
and  the  scientific  sessions  be  held  on  different  dates. 
Dr.  William  Boland,  chairman  of  this  subcommittee, 
went  to  great  length  in  arriving  at  the  conclusion 
that  the  meetings  remain  as  at  present.  The 
questionnaire  he  sent  to  a great  many  members 
throughout  the  State  overwhelmingly  supported  this 
view;  a more  detailed  report  will  be  forthcoming. 

The  Planning  Committee  for  Medical  Policies  will 
have  more  meetings  this  winter  and  spring,  and  I 
wish  here  to  thank  them  for  many  hours  of  devoted 
time. 

Nursing  Education. — On  January  28,  1907,  the 
House  of  Delegates  established  a committee  of  three, 
because  the  Secretary  of  Registered  Nurses,  New 
York  State  Education  Department,  had  written 
about  the  existence  of  correspondence  and  short- 
time  courses  for  nurses,  which  gave  little  or  no  prac- 
tical training.  Since  that  date,  the  Committee  on 
Nursing  Education  has  been  appointed  each  year. 

Various  functions  have  been  attributed  to  this 
committee  through  the  years.  However,  the  com- 
mittee has  been  chiefly  advisory,  assisting  in  any 
nursing  education  problems  when  called  upon  to  do 
so.  The  committee  has  functioned  in  this  capacity 
for  the  past  year  with  its  members  and  chairman 
serving  on  various  nursing  education  committees. 

At  a meeting  of  the  Nursing  Education  Committee 
held  January  8,  the  feasibility  of  widening  the  scope 
of  the  Nursing  Education  Committee  from  purely 
advisory  to  more  active  endeavors  was  discussed. 
However,  it  was  thought  that  perhaps  present 
nursing  education  in  terms  of  present  needs  of  the 
physician  should  be  re-evaluated.  In  order  to  do 
this,  it  would  be  necessary  to  map  out  a program  in- 
volving possible  assistance  from  some  of  the  per- 
manent personnel  of  the  State  Medical  Society. 
Also,  the  possibility  of  getting  a foundation  to 
finance  such  a study  was  suggested. 

At  this  meeting  there  was  a discussion  of  the  auxil- 
iary nursing  services  such  as  practical,  nurses-aides, 
and  orderlies,  and  what  the  staff  physician’s  re- 
sponsibility entails  toward  this  group.  It  was  felt 
that,  in  order  for  physicians  to  secure  better  care 
for  their  patients,  they  must  give  more  leadership 
to  the  effective  use  of  “paramedical  personnel,” 
thus  allowing  better  use  of  all  the  professional 
skills.  Another  study  which  was  suggested  was  of 
how  the  physician  can  assist  in  the  recruitment 
program. 

By  the  time  of  the  annual  meeting,  it  is  hoped 
that  the  Council  will  have  considered  some  of  these 
problems  in  view  of  present-day  nursing,  and  will 
have  stated  whether  or  not  they  feel  that  the  scope 
of  this  committee  should  be  widened. 

We  are  grateful  to  Dr.  Raymond  S.  McKeeby  for 
the  work  he  and  his  committee  has  done. 


Rural  Medical  Service. — Late  in  1957  it  was  pro- 
posed that  a restudy  of  health  services  and  their  use 
in  two  upstate  counties,  namely  Cortland  and 
Oswego,  be  made  by  Cornell  University’s  Depart- 
ment of  Rural  Sociology.  The  duration  of  the  proj- 
ect will  be  approximately  three  years.  A repre- 
sentative sample  of  about  250  housewives  in  each 
county  with  a comprehensive  inventory  of  health 
and  medical  services  will  be  undertaken.  The  fist- 
ing of  the  names  and  locations  of  all  the  doctors  in 
each  of  these  counties  also  is  to  be  undertaken  in 
this  study. 

The  original  study  was  planned  in  consultation 
with  the  New  York  State  Department  of  Health, 
the  Medical  Society  of  the  State  of  New  York, 
New  York  State  Departments  of  Education,  Social 
Welfare,  and  Mental  Hygiene,  and  the  Dental 
Society  of  the  State  of  New  York.  These  organiza- 
tions and  agencies  have  been  asked  again  to  assist 
us  in  obtaining  information  for  the  inventory  of 
health  and  medical  services  in  these  counties. 

I hope  that  a progress  report  will  be  forthcoming 
in  the  not  too  distant  future,  and  I thank  Dr.  Leo  E. 
Gibson,  chairman,  for  his  continuing  interest  in  this 
work. 

Woman’s  Auxiliary. — Although  the  Auxiliary 
year  begins  with  the  postconvention  meeting,  the 
new  officers  and  State  chairmen  outline  their  sug- 
gested projects  at  the  fall  conference  of  county 
presidents  and  presidents-elect  in  October. 

This  year,  the  State  president,  Mrs.  Leif  G.  Jen- 
sen, Richmond  County,  adopted  as  the  Auxiliary’s 
theme  “Togetherness.”  With  this  as  their  guide, 
the  ladies  devoted  many  long  hours  to  devising  ways 
and  means  of  working  together  toward  the  fulfill- 
ment of  the  Auxiliary’s  goal — greater  assistance  to 
the  doctors  of  the  State  of  New  York. 

High  on  the  fist  of  State  Auxiliary  projects  was 
the  successful  exhibit  at  the  New  York  State  Fair,  a 
more  inclusive  Health  Poster  Contest,  an  attractive 
Distaff,  and  an  extended  recruitment  program  dur- 
ing which  the  members  strove  not  only  to  acquaint 
high  school  students  with  nursing  but  also  other 
selected  health  careers.  Additional  emphasis  also 
was  placed  on  the  advantages  of  a large  Auxiliary 
membership. 

As  president  of  the  Medical  Society  of  the  State  of 
New  York  I am  pleased  with  the  manner  in  which 
our  Auxiliary  strives  to  make  medicine’s  objectives 
better  known  to  the  women  of  New  York  State.  I 
wish  to  thank  Dr.  Samuel  Z.  Freedman,  chairman 
of  the  Advisory  Committee;  Mrs.  Jensen,  her  of- 
ficers and  chairmen,  and  each  member  of  the 
Auxiliary  for  their  cooperation.  I wish  to  express 
the  hope  that  it  will  always  be  possible  for  the  mem- 
bers of  the  medical  profession  and  the  Woman’s 
Auxiliary  to  meet  “together”  to  plan  more  ways  to 
provide  better  medicine  for  our  people. 

Blood  Banks. — The  Commission  has  had  several 
meetings  this  year.  As  usual  many  problems  have 
presented  themselves.  The  blood  assurance  pro- 
gram which  has  been  carried  on  with  the  financial 
assistance  of  the  State  Medical  Society  has  been 
abandoned.  However,  if  any  county  throughout 
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the  State  decides  at  any  time  to  set  up  a blood  as- 
surance program  it  has  the  moral  backing  of  the 
; State  Society,  but  financial  assistance  cannot  be 
| counted  upon  in  the  future.  The  county  itself  must 
bear  the  expense  of  setting  up  such  a program. 

The  North  East  Regional  Clearing  House  has  now 
been  functioning  for  one  year.  As  you  know  it 
covers  13  states  and  the  District  of  Columbia. 
The  Blood  Banks  Association  has  supported  the 
f Clearing  House  up  to  the  present  time  in  its  entirety. 
It  seems  to  be  a well  worthwhile  function,  and  the 
Council  asked  the  Board  of  Trustees  for  $16,000 

!'■  to  carry  this  function  up  until  the  time  you  meet  in 
May.  It  hoped,  however,  that  the  other  states  and 
the  District  of  Columbia  will  by  that  time  support 
this  Regional  Clearing  House  so  that  thereafter  we 
will  not  have  to  furnish  further  finances  for  this  pro- 
I gram. 

The  study  that  has  been  made  under  the  auspices 
f of  the  New  York  Academy  of  Medicine  for  New 
I York  City,  I understand,  has  been  completed. 

However,  no  publicity  has  been  given  out  at  this 
| writing.  It  is  hoped  that  something  definite  will 
come  from  this  study  that  will  aid  the  entire  blood 
j program  of  the  area. 

A detailed  report  on  the  entire  blood  bank  pro- 
I gram  will  be  presented  by  Dr.  Leo  E.  Gibson,  chair- 
i man  of  the  Blood  Banks  Commission,  which  has 
I done  a faithful  and  conscientious  job  in  this  attempt 
to  solve  a knotty  problem.  We  all  are  indebted  to 
them  for  their  efforts. 

New  York  State  Journal  of  Medicine. — The  New 
1 York  State  Journal  of  Medicine  was  published 
| during  the  year  in  24  issues  and  one  supplement 
containing  the  minutes  of  the  House  of  Delegates, 
this  being  Part  II  of  the  September  1 issue.  The 
! high  point  of  the  year  was  the  203-page  commemora- 
tive Sesquicentennial  number  of  February  1,  con- 
taining “A  Medical  Chronicle  of  New  York  State.” 
For  this  issue  of  the  Journal  the  Medical  Society 
of  the  State  of  New  York  through  its  Publication 
Committee  and  the  Editor  received  on  December  30 
j an  “Award  of  Merit”  presented  on  behalf  of  the 
j American  Association  for  State  and  Local  History 
by  Mr.  William  G.  Tyrrell,  chairman  of  the  Associa- 
tion’s state  awards  committee.  The  chronicle 
summarized  the  history  of  the  Society  from  1806  to 
1957. 

A new  cover  design  for  the  Journal  for  its  April  1 
or  convention  issue  was  authorized  by  the  Publica- 
tion Committee  for  the  year  1958.  This  is  perhaps 
the  most  important  issue  of  the  Journal  since  it 
contains  all  of  the  annual  reports  of  the  officers,  the 
Council,  and  the  committees  of  the  Society. 

The  staff  of  the  Journal  under  the  aegis  of  Dr. 
j Laurance  D.  Redway  deserves  special  commenda- 
tion for  its  work  on  the  Sesquicentennial  issue  while 
! at  the  same  time  processing  the  material  for  the 
I regular  semimonthly  issues. 

The  Publication  Committee  under  the  chairman- 
ship of  Dr.  John  J.  Masterson  has  met  monthly  and 
| has  been  instrumental  in  aiding  the  staff  with  the 
many  knotty  problems  in  maintaining  our  Journal 
as  an  outstanding  medical  publication.  Our  thanks 


are  due  to  Dr.  Masterson,  his  committee,  Dr. 
Redway,  Miss  Alvina  Rich  Lewis,  and  the  Journal 
staff. 

Hospital  and  Professional  Relations. — One  of  the 

greatest  perennial  problems  facing  the  medical  pro- 
fession in  this  State  is  the  relationship  between 
physicians  and  hospitals.  During  the  past  year  a 
tremendous  amount  of  painstaking  work  was  done 
on  attempting  to  improve  this  relationship  and  in 
trying  to  solve  the  many  difficulties  involved.  The 
spadework  for  setting  up  machinery  to  handle  doc- 
tor-hospital conflicts  has  been  done  by  our  Council 
Committee  on  Hospital  and  Professional  Relations. 
Both  the  reports  of  the  majority  and  minority  of 
this  committee  were  submitted  to  the  Council  and 
have  been  transmitted  to  this  House  for  consider- 
ation. I strongly  urge  every  delegate  to  carefully 
study  these  reports  so  that  thoughtful,  sound  action 
may  be  taken  at  the  May  meeting. 

For  handling  a ticklish  problem  in  a diplomatic 
and  capable  manner,  each  of  us  owe  a debt  of  grati- 
tude to  Dr.  James  Greenough,  chairman,  and  his 
committee  members.  We  thank  them  for  their  time 
and  efforts. 

War  Memorial. — Since  its  inception  in  1948,  the 
War  Memorial  Fund  has  continued  to  function  as 
one  of  the  most  rewarding  activities  of  the  State 
Society.  The  1957-1958  academic  year  brought 
six  new  students  to  the  War  Memorial  Fund  group 
of  beneficiaries.  Altogether,  we  are  taking  care  of 
1 8 for  the  current  academic  year.  These  students  re- 
ceive $900  per  annum  toward  their  college  education 
in  accredited  schools.  One  receives  $600  per  annum 
toward  expenses  in  a boys’  military  school.  To  date 
we  have  40  young  people  in  our  list  of  children  of 
deceased  colleagues  who  have  taken  advantage  of 
this  fund. 

Correspondence  with  mothers  and  students,  in  an 
effort  to  keep  in  close  touch  with  scholastic  achieve- 
ments, shows  that  the  majority  of  students  receive 
good  grades  and  are  well  aware  of  the  privilege  ex- 
tended to  them  by  the  fund.  Many  of  them  would 
not  have  been  able  to  obtain  a college  education 
without  this  valuable  help. 

A total  of  $76,500  was  paid  to  War  Memorial 
Fund  wards  as  of  December  31,  1957.  A more  de- 
tailed report  will  appear  in  the  regular  War  Memorial 
Fund  report. 

Dr.  Walter  W.  Mott  and  his  committee  are  to  be 
highly  commended  for  a job  well  done. 

Public  Relations.— During  the  past  year,  the 
Council  Committeee  on  Public  Relations,  led  by  its 
new  chairman,  Dr.  John  F.  Rogers,  continued  its 
work  of  improving  internal  professional  relations 
within  the  State  Societ}'  and  of  building  better  rela- 
tions with  the  public.  Through  its  Public  and  Pro- 
fessional Relations  Bureau  the  committee  sponsored 
more  than  20  activities  in  both  fields. 

Within  the  Society  emphasis  was  placed  upon  the 
improvement  of  established  projects  and  the  de- 
velopment of  new  ideas.  These  were  spelled  out  in 
the  “PR  Target  for  1957-58”  which  recommended 
10  basic  projects  and  20  supplemental  activities. 
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Among  these  were  emergency  call  plans,  mediation 
committees,  indoctrination  of  new  members,  and 
courses  for  medical  assistants.  Aided  by  the  bureau 
many  societies  held  these  courses  for  the  first  time 
and  several  sponsored  repeat  performances.  A 
highlight  of  the  internal  professional  work  was  the 
successful  conference  of  county  medical  society  pub- 
lic relations  chairmen  attended  by  56  persons. 

In  the  field  of  external  public  relations,  excellent 
liaison  was  maintained  with  the  information  media 
and  the  public.  In  compliance  with  the  mandate  of 
the  House  of  Delegates,  the  ‘'Standards  of  Practice 
for  Doctors  and  Lawyers”  were  published  in  the 
Journal  and  county  societies  were  assisted  in  imple- 
menting them.  So  much  interest  was  shown  in 
these  standards  that  10,000  additional  copies  had 
to  be  ordered. 

In  addition  to  the  bureau’s  daily  work  of  helping 
the  press,  radio,  and  television  representatives,  the 
Subcommittee  on  Cooperation  with  Media  of  In- 
formation, headed  by  Dr.  John  C.  McClintock,  met 
these  representatives  for  the  fourth  consecutive 
year  to  "review  and  renew”  the  "Guide  for  Coopera- 
tion for  Doctors,  Hospitals  and  Reporters.” 

Both  the  internal  and  external  projects  were  car- 
ried out  by  the  bureau’s  field  and  secretarial  staffs 
and  publicized  in  the  Newsletter,-  under  the  super- 
vision of  Frederick  W.  Miebach,  director. 

Our  sincere  thanks  go  to  Dr.  Rogers,  committee 
chairman;  Dr.  McClintock,  subcommittee  chairman; 
all  the  committee  members,  as  well  as  to  the  field 
and  secretarial  staffs. 

American  Medical  Education  Foundation. — This 
committee  was  changed  from  five  members  to  a 
chairman  and  a member  from  each  district  branch 
in  the  State.  There  was  a delay  in  completing  the 
roster,  possibly  from  getting  some  men  to  accept, 
especially  from  one  district.  When  the  list  was 
received,  the  chairman  sent  letters  to  each  member 
of  the  committee,  acquainting  him  with  his  appoint- 
ment and  requesting  that  he  institute  a publicity 
campaign,  such  as  the  appointment  of  a member  in 
each  county  society  as  a subcommittee  to  take  our 
challenge  to  the  individual  members  of  the  State 
Society. 

During  1956  California  and  Pennsylvania  sur- 
passed our  State  in  contributions  to  this  fund.  It  is 
the  chairman’s  opinion  that  New  York  State,  with 
its  number  of  physicians,  should  be  far  in  the  lead. 
This  can  come  about  by  continuous  education  of  the 
State  members  in  the  necessity  of  private  support 
of  our  medical  colleges.  Some  may  say  that  they 
give  through  their  alumni  funds,  but  New  York  is 
still  behind  the  above  two  states. 

Dr.  William  E.  Pelow,  chairman  of  the  committee, 
attended  the  convention  of  the  other  state  chairmen 
in  Chicago  in  January,  1958.  A meeting  of  the  New 
York  State  committee  will  be  called  to  acquaint  the 
other  members  of  the  committee  with  activities  on 
the  national  level  and  to  exchange  ideas  on  the  fur- 
ther endeavors  of  our  committee. 

Specific  figures  for  any  current  year  are  difficult  to 
obtain,  but  progress  reports  are  periodically  mailed 
to  state  and  county  societies  on  the  individual  state 


contributions.  Our  State  should  not  be  too  proud. 

Compliments  to  Dr.  Pelow,  committee  chairman, 
and  his  fellow  members  for  their  interest  in  this  proj- 
ect. 

Civil  Defense  and  Catastrophe  Committee. — 
During  the  current  year  the  Committee  on  Civil 
Defense  and  Catastrophe  has  continued  its  coopera- 
tion with  the  Office  of  Medical  Defense  of  the  Health 
Department  of  the  State  of  New  York  in  issuing  the 
usual  news  letter  which  is  sent  to  over  600  people 
interested  in  the  medical  aspects  of  civil  defense  and 
also  in  furnishing  several  articles  for  the  New  York 
State  Journal  of  Medicine. 

The  chairman  of  the  committee  was  asked  to  serve 
as  the  program  chairman  for  the  Conference  of 
County  Medical  Societies  on  National  Defense 
sponsored  by  the  A.M.  A.  He  also  participated  in  the 
discussions  and  presided  over  the  workshop  session. 
At  his  suggestion  the  chief  points  of  discussion  in  the 
workshop  were:  (1)  localized  catastrophies,  such  as 
train  wrecks,  bus  wrecks,  explosions,  etc;  (2)  wide- 
spread national  disasters  such  as  hurricanes,  torna- 
does, earthquakes,  forest  fires,  etc.;  (3)  epidemics, 
such  as  Asian  influenza,  bacteriologic  and  chemical 
warfare,  and  (4)  catastrophies  associated  with 
radiation  such  as  explosions  of  reactors,  atomic 
power  plants,  and  radiation  due  to  emergency  action. 

Discussion  of  emergencies  and  catastrophies  in 
these  various  categories  seemed  to  attract  more  at- 
tention than  discussions  merely  labeled  "Civilian 
Defense.”  It  is  very  likely  that  the  State  Medical 
Society’s  activities  in  the  future  will  be  discussed 
under  these  four  headings  or  groupings  with  the 
recommendation  that  county  medical  societies 
throughout  the  State  do  likewise. 

We  commend  Dr.  J.  G.  Fred  Hiss,  committee 
chairman,  and  his  committee  for  their  continuing 
interest  and  activity  in  this  field. 

Office  Administration  and  Policies. — This  is  one 

of  the  Society’s  important  committees.  It  meets 
regularly  every  month.  All  matters  concerned  with 
administration  are  seriously  considered. 

During  the  year  the  pension  plan  became  effective 
and  is  a marked  step  forward  in  our  Society  mech- 
anism. 

One  of  the  great  problems  which  confronted  the 
committee  during  the  year  was  space  and  personnel 
for  the  Medicare  program.  Additional  personnel 
were  employed  and  larger  space  provided. 

We  are  grateful  to  Dr.  John  J.  Masterson,  chair- 
man, his  committee,  and  Mr.  Thomas  E.  Alexander, 
office  manager. 

Conclusion 

There  are  other  committees  in  the  Society  on 
which  I have  not  reported.  Some  have  had  very 
little  work  referred  to  them,  and  others  will  render 
reports.  Possibly  there  are  some  committees  that 
duplicate  the  work  of  others,  and  it  may  be  wise  to 
amalgamate  certain  ones.  When  the  'Rogers, 
Slade  & Hill  report  is  forthcoming,  suggestions  along 
this  line  may  be  presented  to  the  Society.  The 
workings  of  this  great  Society  are  so  enormous, 
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and  fast  becoming  more  so,  that  methodical  pro- 
cedures must  be  arrived  at  in  each  and  every  cate- 
gory. It  probably  will  take  time  to  accomplish  the 
ideal,  but  everyone  must  maneuver  toward  that  goal. 

During  this  year  I have  heard  criticisms  in  various 
counties  concerning  the  State  Medical  Society. 
Some  may  have  been  well  founded;  others  I feel 
certain  were  not.  Surely,  as  your  president,  I have 
tried  to  do  my  job  conscientiously.  Many  have 
been  the  places  I have  visited,  and  I have  attended 
most  of  the  committee  meetings.  It  is  the  part  a 
president  must  play.  Only  when  there  were  con- 
flicts of  dates  did  I send  regrets.  However,  when  I 
could  not  attend  Dr.  Leo  E.  Gibson,  your  president- 
elect, did.  I hope  you  will  bear  with  him  next  year 
as  you  have  with  me.  I am  sure  he  will  not  fail  you. 

I wish  to  thank  the  Council  and  the  Board  of 
Trustees  for  their  cooperative  help  at  all  times. 
It  has  been  an  experience  that  will  live  with  me 
forever,  that  opportunity  to  sit  around  conference 
tables  with  such  a fine  lot  of  sincere  men. 


As  is  the  custom,  this  report  must  be  in  the  hands 
of  the  printer  by  February  15.  Yet  there  is  much 
work  ahead  under  the  caption  of  unfinished  business. 

Before  closing  I wish  to  say  that  Dr.  W.  P.  Ander- 
ton  has  been  of  inestimable  aid  to  me.  He  has 
accompanied  me  over  the  State  and  he  is  always 
graciously  received.  He  keeps  me  on  my  toes  by 
frequent  telephone  calls,  many  times  on  important 
business  of  an  emergency  nature. 

In  your  deliberations  I hope  the  1958  House  of 
Delegates  accomplishes  whatever  you  attempt  for 
the  good  of  the  people  of  this  Empire  State.  And 
again  I wish  to  thank  you  for  selecting  me  as  your 
leader  during  part  of  the  Sesquicentennial  year  of 
this  Society. 


Submitted  most  respectfully, 
Thurman  B.  Givan,  M.D.,  President 


Report  of  the  Secretary 


To  the  House  of  Delegates , Gentlemen: 

For  the  fourteenth  time  your  Secretary  takes 
pleasure  in  reporting. 

General. — Under  the  patient,  thoughtful  leader- 
ship of  President  Thurman  B.  Givan,  your  Society 
has  functioned  efficiently  during  the  past  year. 

Good  progress  and  accomplishments  are  shown  by 
annual  reports  in  this  April  1,  1958,  New  York 
State  Journal  of  Medicine.  A few  other  re- 
ports will  appear  in  the  April  15  issue.  You  will 
receive  supplemental  reports  when  the  House  meets. 

The  resume  of  instructions  of  the  1957  House  of 
Delegates  and  actions  thereon  of  the  Council, 
Board  of  Trustees,  and  officers  are  also  in  this  num- 
ber of  the  Journal. 

Council  and  Board  of  Trustees. — These  bodies 
organized  themselves  May  15,  1957,  the  day  you 
adjourned.  Thereafter,  both  have  met  monthly, 
except  in  July  and  August,  the  Council  at  the  Man- 
hattan Club,  the  Trustees  at  the  headquarters  office 
in  New  York  City.  After  the  sad  demise  of  Dr. 
Dan  Mellen  of  Rome,  Dr.  James  Greenough  of 
Oneonta  was  elected  a trustee  by  the  Council, 
until  you  choose  a successor. 

American  Medical  Association. — Active  members 
of  the  American  Medical  Association  from  New  York 
State  on  December  31,  1957,  were  16,988,  whereas 


the  year  previously  there  were  17,052.  This  has 
diminished  our  delegation  to  the  American  Medical 
Association  from  18  to  17,  one  per  thousand  active 
members  or  part  thereof. 

Our  Society  was  well  represented  in  the  A.M.A. 
House  of  Delegates,  where  the  resolutions  you  ad- 
vocated received  recognition,  as  reported  elsewhere. 

In  the  American  Medical  Association,  the  late  Dr. 
Floyd  S.  Winslow  was  a member  of  the  Council  on 
Constitution  and  Bylaws;  Dr.  Carlton  E.  Wertz  is 
on  the  Council  on  Medical  Service,  and  Mr.  George 
P.  Farrell  is  an  adviser  to  the  Medicare  Task  Force. 

Governmental  Contacts. — (1)  Federal. — The  re- 
port of  the  Economics  Committee,  in  report  of 
Council  in  this  Journal  details  the  work  of  our 
Society  as  fiscal  administrator  for  the  U.S.  Depart- 
ment of  the  Army  in  regard  to  the  Medicare  program 
of  medical  services  for  dependents  of  the  members 
of  the  Army,  Navy,  Air  Corps,  Marines,  Public 
Health  Service,  Coast  Guard,  and  Geodetic  Survey. 

Under  the  Old  Age  Survivors  Insurance  Program, 
your  Society  has  an  advisory  committee  consisting 
of  George  Himler,  M.D.,  chairman  (New  York), 
Lewis  Dickar,  M.D.  (Kings),  and  Lawrence  R. 
Kryle,  M.D.  (Nassau).  They  have  been  helping 
the  Bureau  of  Disability  Determinations  of  the  New 
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York  State  Social  Welfare  Department  in  adminis- 
tration of  Public  Law  880. 

(2)  New  York  State. — The  Board  of  Regents  of 
the  University  of  the  State  of  New  York  (Education 
Department)  has  made  appointments  from  sugges- 
tions of  the  Council  as  follows: 

To  the  Medical  Committee  on  Grievances,  Wil- 
liam H.  Wheeler,  Jr.,  M.D.  (New  York)  and  Herbert 
E.  Walls,  M.D.  (Erie),  reappointment. 

To  the  State  Board  of  Medical  Examiners,  Milton 
A.  Carvalho,  M.D.  (Broome),  John  Paine,  M.D. 
(Erie),  Roswell  K.  Brown,  M.D.  (Erie),  Harold  W. 
Brown,  M.D.  (New  York),  reappointment. 

To  the  Nurse  Advisory  Council,  W.  Guernsey 
Frey,  Jr.,  M.D.  (New  York),  reappointment. 

Governor  Harriman  appointed  President  Thur- 
man B.  Givan  to  his  Committee  to  End  Polio  by 
Vaccination. 

Dr.  Norman  S.  Moore,  chairman  of  the  Public 
Health  and  Education  Committee,  has  continued  a 
member  of  the  Public  Health  Council  of  the  State 
Health  Department,  of  the  Temporary  State  Com- 
mission on  Health  Insurance  for  Civil  Service  Em- 
ployes, and  of  the  New  York  State  Citizens  Council 
on  Traffic  Safety  (Health  Department). 

In  the  New  York  State  Selective  Service  System, 
Leo  T.  Flood,  M.D.  (Nassau)  has  been  appointed 
to  the  Board  of  Appeals  of  the  Eastern  Federal 
Judicial  District;  John  D.  Van  Zandt,  M.D. 
(Rockland)  has  become  adviser  to  Local  Board 
No.  16,  replacing  the  late  Samuel  J.  Mattola,  M.D.; 
George  G.  Hart,  M.D.  (Essex)  and  Philip  Sawyer, 
M.D.  (Essex)  have  been  appointed  medical  advisers 
for  Local  Board  No.  35,  replacing  the  late  Drs. 
George  C.  Owens  and  John  Breen. 

Representation. — Carlton  E.  Wertz,  M.D.  (Erie) 
has  represented  our  Society  as  a member  of  the 
board  of  directors  of  the  Empire  State  Health  Coun- 
cil. John  F.  Rogers,  M.D.  (Dutchess)  has  become  a 
member  of  the  Coordinating  Council  of  the  New 
York  State  Chapter,  American  Academy  of  General 
Practice.  Mr.  Frank  W.  Appleton  has  been  ap- 
pointed assistant  indemnity  representative  to  Mr. 
James  M.  Arnold,  authorized  indemnity  representa- 
tive (group  malpractice  insurance). 

President  Givan  and  Past-president  Greenough 
represented  our  Society  at  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  Pennsylvania; 
Renato  J.  Azzari,  trustee,  attended  the  an- 
nual meeting  of  Vermont  and  New  Hampshire; 
Past-president  Greenough  and  Gerald  D.  Dorman, 
Councillor,  were  delegated  to  New  Jersey,  and 
Trustee  Walter  W.  Mott  and  Secretary  Ander- 
ton  visited  Connecticut.  The  societies  of  con- 
tiguous states  usually  invite  our  Society  to  send  rep- 
resentatives to  their  annual  meetings,  and  we  re- 
turn the  compliment. 

District  Branches. — After  Spring  meetings  of  their 
executive  committees,  the  district  branches  held 
their  annual  meetings  last  Fall,  except  the  First 
which  met  during  the  convention.  Programs  were 
stimulating  without  exception,  and  attendance 
varied  from  fair  to  poor.  The  Ninth  District 
Branch  voted  to  change  its  bylaws  in  order  to  hold 


its  meeting  during  the  annual  convention,  the  meet- 
ing to  be  composed  of  the  delegates  to  the  State 
Society  from  its  component  county  societies. 

Secretaries  Conference. — The  annual  conference 
of  secretaries  of  county  medical  societies  was  again 
held  at  the  Syracuse  Corinthian  Club  on  October 
31,  through  the  courtesy  of  Dr.  and  Mrs.  Leo  E. 
Gibson.  It  was  well  attended,  and  it  continues  to 
fill  a useful  purpose  to  the  benefit  of  all  concerned. 

Survey. — The  Council  and  Board  of  Trustees  in 
October,  1957,  authorized  the  start  of  an  investiga- 
tion of  most  of  the  departments  and  endeavors  of  the 
State  Society  by  the  firm  of  Rogers,  Slade  & Hill,  as 
represented  by  Mr.  Roscoe  C.  Edlund.  Mr.  Ed- 
lund  has  advised  that  his  report  will  not  be  ready 
for  the  1958  House  of  Delegates.  However,  it  is 
hoped  that  the  report  will  be  studied  by  the  Coun- 
cil during  the  ensuing  Society  year,  so  that 
recommendations  can  be  made  to  you  in  1959. 

Placement  Bureau. — This  has  been  diligently  and 
conscientiously  continued  by  Dr.  John  H.  Iselin,  Jr. 

From  April  1,  1957,  to  December  31,  1957,  168 
requests  were  received  from  physicians  in  search  of 
locations  for  practice.  Approximately  19  doctors, 
listed  with  our  Placement  Bureau,  found  locations 
in  New  York  State.  Because  we  are  seldom  noti- 
fied by  a physician  when  he  has  located,  the  number 
can  only  be  approximate. 

Of  the  22  communities  in  New  York  State  which 
have  sought  the  services  of  a physician,  requests  for 
general  practitioners  have  far  outnumbered  those 
for  specialists.  On  the  other  side  of  this  picture  the 
specialists,  who  have  sought  locations,  far  out- 
number general  practitioners. 

At  present  our  list  contains  more  opportunities 
throughout  New  York  State  than  ever  before. 

We  are  most  grateful  for  the  continued  and  help- 
ful Cooperation  of  Miss  Dorris  Webb  of  the  Place- 
ment Service  of  the  Council  on  Medical  Service  of 
the  American  Medical  Association. 

Publications.— The  New  York  State  Journal 
of  Medicine,  under  its  able  editor,  Laurance  D. 
Redway,  M.D.,  has  shown  outstanding  merit  during 
the  past  year.  The  Directory  was  distributed  last 
June  and  was  met  with  almost  universal  praise. 
Preparation  of  the  1959  edition  is  well  under  way. 
And  our  Newsletter  has  fulfilled  its  function  better 
than  ever.  The  Public  Relations  Bureau  has  en- 
hanced the  value  of  the  Newsletter  to  all  our  member- 
ship. 

Library. — You  will  be  interested  to  learn  that 
Mrs.  Arthur  W.  Booth,  of  Elmira,  has  presented  her 
late  husband’s  medical  books  to  the  State  Society 
library,  which  is  housed  at  the  Medical  Society  of 
the  County  of  Kings,  1313  Bedford  Avenue,  Brook- 
lyn, in  accordance  with  the  contract  when  the  New 
York  State  Medical  Association  and  the  Medical 
Society  of  the  State  of  New  York  amalgamated  in 
1906. 

Comments. — Again  your  secretary  is  delighted  to 
express  his  appreciation  for  your  allowing  him  to 
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continue  in  office  during  the  past  year.  His  work 
has  brought  a great  reward  in  the  kindness  and  en- 
couragement he  has  enjoyed  from  your  House,  the 
Council,  the  trustees,  and  his  fellow  workers.  I 
wish  space  would  allow  me  to  thank  each  individual 
by  name.  President  Givan,  through  his  tireless, 
conscientious  example,  has  been  one  to  emulate. 
Dr.  J.  Stanley  Kenney,  as  chairman  of  the  Board  of 
Trustee,  through  his  tact  and  able  leadership  has 
meant  much  to  the  whole  Society.  And  our  ever 
courteous  treasurer,  Dr.  Maurice  J.  Dattelbaum, 
has  doggedly  watched  over  matters  financial.  It 
has  been  a pleasure  to  work  with  William  F.  Martin, 
Esq.,  because  his  legal  judgment  and  friendly  per- 
sonality has  always  been  supported  by  common  sense. 

To  the  members  of  our  office  staff,  both  in  New 
York  City  and  Albany,  are  due  my  thanks  for  their 
considerate  cooperation.  Mr.  Thomas  E.  Alex- 
ander has  worked  so  diligently  that  I have  marveled 
at  his  fortitude.  His  kindly  advice  has  been  very 
helpful.  It  is  impossible  sufficiently  to  praise  Dr. 
John  H.  Iselin,  Jr.,  for  his  thoughtful  help  in  many 
details  and  for  the  way  he  has  conducted  our  Physi- 
cians Placement  Service.  Miss  Doris  K.  Dougherty 
deserves  only  commendation,  and  “thanks  for  a job 
well  done”  also  goes  to  Miss  Roslyn  Feinberg,  Mrs. 
Beatrice  M.  Moosa,  Miss  Dorothy  Hart,  and  Miss 
Mollie  Pesikoff.  Furthermore  the  stalwarts,  Miss 
Janet  Loy  and  Miss  Mary  McMahon,  have  ever 
cheerfully  kept  Directory  and  Membership  Depart- 
ments plowing  ahead,  even  at  times  under  dis- 
heartening vicissitudes.  These  friends  and  others 
have  left  little  room  for  thorns  or  briars  to  disturb 
my  path  of  1957-1958.  My  gratitude  is  profound. 

Membership. — Our  records  show  the  following 
compilation  on  January  20,  1958: 


1956 —  Membership 24,031 

1957 —  Members  reinstated ....  328 

1957 — New  Members 873 


25,232 

1957 — Deaths 350 

1957 — Resignations 288 

1957 — Licenses  revoked 4 

1957— License  suspended 1 

1957 — Membership  terminated 
in  accordance  with 
State  Society  Bylaws, 
chapter  I,  section  5.  . 1 

644 

24,588 

1957 — Delinquent  members . . . 406 


1957 — Total  Membership 24,182 


Honor  counties  (all  of  whose  members  1957  dues 
were  received  by  the  State  Society  in  1957)  include 
Cattaraugus,  Chenango,  Clinton,  Columbia, 
Genesee,  Greene,  Herkimer,  Jefferson,  Lewis,  Liv- 
ingston, Madison,  Ontario,  Orleans,  Saratoga, 
Schoharie,  Seneca,  Steuben,  Warren,  Washington, 
Wayne,  and  Wyoming. 


Comparative  totals  of  membership  since  1946 


follow: 

1946 

. ..  20,524 

1952 

...  22,637 

1947 

. ..  21,303 

1953 

...  23,145 

1948 

. ..  21,171 

1954 

...  23,545 

1949 

. ..  21,489 

1955 

...  23,838 

1950 

. ..  21,861 

1956 

. . . 24,031 

1951 

. ..  22,124 

1957 

...  24,182 

Remissions  of  1957  dues  and  assessment  were 
voted  for  illness,  service  in  the  armed  forces,  and 
financial  hardship  as  follows: 

Financial 


County 

Illness 

Service 

Hardship 

Total 

Albany 

4 

4 

8 

Bronx 

4 

5 (1  re- 
scinded) 

9 

Broome 

3 

1 

4 

Cattaraugus 

1 

1 

Cayuga 

2 

2 

Chenango 

1 

1 

2 

Columbia 

2 

2 

Erie 

13  (1  re- 
scinded) 

13 

Franklin 

1 

1 

Fulton 

1 

1 

Herkimer 

2 

2 

Kings 

30 

18 

48 

Monroe 

1 

6 (1  re- 
scinded) 

7 

Montgomery 

1 

1 

Nassau 

5 

10 

1 

16 

New  York 

40 

20 

60 

Niagara 

2 

2 

4 

Oneida 

2 

2 

Onondaga 

6 

4 

10 

Orange 

2 

2 

Queens 

11 

13 

24 

Rensselaer 

1 

1 

2 

Richmond 

3 

1 

2 

6 

Schenectady 

1 

1 

2 

Schuyler 

1 

1 

Steuben 

1 

1 

Suffolk 

2 

2 

4 

Ulster 

3 

1 

4 

Washington 

2 

2 

Westchester 

3 (1  re- 
scinded 

2 

5 

Total 

129 

110 

7 

246 

Rescinded 

-1 

-3 

-4 

128 

107 

7 

242 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 
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Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates , Gentlemen: 

The  3rear  1957-1958  was  an  active  and  challenging 
year  for  the  Medical  Society.  It  was  a year  of  un- 
certainties and,  in  many  ways,  of  unpredictable 
happenings.  Yet  it  has  been  another  year  of  sound 
growth  and  expansion  of  the  far  flung  activities  of 
organized  medicine  in  this  State.  This  has  meant 
added  responsibilities  and  increased  vigilance  over  its 
affairs  by  your  Board  of  Trustees. 

As  is  the  custom,  your  Board  held  its  organization 
meeting  on  May  15,  1957,  at  the  conclusion  of  the 
151st  Annual  Meeting  of  the  Society,  and  elected 
its  senior  trustee,  Dr.  J.  Stanley  Kenney,  as  chair- 
man. 

Since  the  publication  of  its  last  annual  report  the 
Board  has  lost  by  death  two  of  its  valued  and 
distinguished  members.  Dr.  Leo  Schiff  passed  to 
his  eternal  reward  on  March  7,  1957;  and  on 
September  2,  1957,  Dr.  Dan  Mellen,  after  a long 
illness,  died  at  his  home  in  Rome.  We  deeply 
mourn  the  loss  of  these  two  colleagues.  Dr. 
Frederic  W.  Holcomb  of  Kingston  was  elected  to  fill 
the  vacancy  created  by  Dr.  Schiff’s  death.  Dr. 
James  Greenough  of  Oneonta,  immediate  past- 
president,  has  been  appointed  by  the  Council  to 
fill  the  unexpired  term  of  Dr.  Mellen. 

To  better  implement  two  of  the  more  important 
functions  of  the  Board,  the  chairman  appointed  the 
following  two  committees: 

Investment  Committee 

Walter  W.  Mott,  M.D.,  Chairman 

Renato  J.  Azzari,  M.D. 

John  J.  Masterson,  M.D. 

War  Memorial  Committee 

Walter  W.  Mott,  M.D.,  Chairman 

Renato  J.  Azzari,  M.D. 

Frederic  W.  Holcomb,  M.D. 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer,  ex 
officio 

Special  and  ad  hoc  committees  are  appointed  from 
time  to  time  to  make  studies  and  recommend  action 
in  special  situations.  The  chairman  takes  this 
occasion  to  commend  and  thank  these  gentlemen 
and  all  the  members  of  the  Board  for  their  unselfish 
and  loyal  cooperation. 

We  are  in  midyear,  so  to  speak,  as  this  is  written, 
but  the  requirements  of  publication  make  it  man- 
datory to  prepare  our  annual  report  at  this  time. 
Therefore  the  matters  presented,  most  of  them,  are 
still  “in  process.”  We  call  your  attention  in  this 
report  to  the  status  of  our  more  important  activi- 
ties; developments  of  sufficient  significance*  that  may 
arise  or  any  modifications  or  changes  in  substance  of 
current  problems  will  be  covered  in  a supplemental 
report,  should  that  become  necessary. 

Major  accomplishments  of  the  year  included  the 
actual  implementation  of  the  Pension  Fund;  the 
rapid  expansion  and  sound  management  of  the 
Medicare  program;  the  survey  by  an  accredited 


management  consultant  firm  of  the  headquarters 
setup  and  the  over-all  activities  of  the  Medical 
Society;  the  new  bulletin,  What  Goes  On,  for  in- 
formation on  postgraduate  medical  education 
programs  and  meetings;  the  satisfactory  arrange- 
ments for  the  handling  of  American  Medical  Associ- 
ation dues  successfully  negotiated  by  the  treasurer 
and  secretary  with  the  cooperation  of  the  Accounting 
Department,  and  the  stabilization  of  the  programs 
of  the  Blood  Banks  Association  of  New  York  State 
and  the  North  East  District  Clearing  House.  There 
are,  of  course,  many  other  accomplishments,  and 
some  disappointments,  in  the  grist  of  the  Society’s 
mill,  but  all  of  the  above  enumerated  activities  come 
in  some  measure  within  the  purview  of  your  Board 
of  Trustees  and  thus  have  special  significance  for 
us.  Details  of  these  and  other  matters  will  be 
reported  by  proper  Council  committee  or  officers 
charged  with  these  responsibilities. 

The  following  summaries  of  these  particular 
projects  should  inform  the  membership,  the  House 
and,  in  particular,  the  reference  committee  for  this  re- 
port, of  the  Trustees’  concern  in  these  matters. 

The  Pension  Fund. — The  history  and  develop- 
ment of  this  program  was  described  in  detail  in  the 
1956-1957  annual  report  of  the  Board  of  Trustees. 
In  essence,  to  provide  the  necessary  funds  for  the 
plan  the  House  of  Delegates  voted  to  assess  each 
member  of  the  Society  $10  in  1957.  It  was  esti- 
mated that  the  amount  of  assessment  plus  income 
from  investments  of  the  money  would  be  sufficient 
for  carrying  out  provisions  of  the  plan  with  the 
present  number  of  employes,  but  at  sometime  in 
the  future  further  assessments  would  be  necessary 
to  keep  the  fund  financially  solvent.  This  fund 
is  now  fully  invested  under  the  “prudent  man” 
philosophy  and  only  in  securities  permissible  as  legal 
investments  for  the  Savings  Banks  of  New  York 
State.  This  investment  approximates  $224,000 
in  a selected  group  of  recommended  bonds,  all  A A 
or  AAA,  to  yield  an  income  of  about  4 per  cent. 
Also,  all  monies  which  had  been  temporarily  in- 
vested in  U.S.  Treasury  Bills  have  now  been 
transferred  to  this  account.  Additionally,  and  very 
importantly,  the  maturities  of  these  bonds  have  been 
carefully  calculated  so  that  they  will  fall  due  when 
the  fund  will  require  this  money. 

Our  plan,  like  most  plans,  will  have  to  be  evalu- 
ated at  some  future  time,  depending  upon  increase 
in  the  number  of  employes,  increase  in  salaries, 
inflation,  resulting  decrease  in  value  of  dollars,  and 
possible  increase  of  amount  of  pension. 

However,  no  provision  has  been  made  to  add 
money  to  the  fund  from  year  to  year  to  provide  for 
these  contingencies.  It  is  therefore  recommended 
that  each  new  member  be  assessed  $10  for  the 
pension  fund  for  one  year  only.  This  will  accom- 
plish the  following:  (1)  Strengthen  the  financial 

condition  of  the  fund,  (2)  obligate  all  new  members 
to  pay  an  assessment  like  the  one  the  members  were 
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assessed  in  1957,  and  (3)  avoid  for  a number  of 
years  the  necessity  of  requesting  another  assessment 
from  the  entire  membership. 

Another  matter  that  might  be  considered  to  fur- 
ther add  financial  strength  to  the  fund  and  to  avoid 
future  assessments  (which  are  not  always  palatable) 
is  that  in  the  years  when  we  have  a surplus  the  Board 
of  Trustees  on  recommendation  of  the  House  of 
Delegates  allocate  a certain  amount  of  surplus  to  the 
fund. 

The  Board  has  already  authorized  that  a provi- 
sional study  be  made  to  secure  an  actuarial  opinion 
as  to  what  it  might  cost  the  Society  to  take  care  of 
personnel  who  have  reached  retirement  age,  for 
medical  and  hospital  care  during  the  remainder  of 
their  fife  times. 

Medicare. — The  major  objectives  of  this  im- 
portant program  and  its  accomplishments  this  year 
will  be  dealt  with  by  the  proper  agency  of  the 
Council.  The  Board  of  Trustees  has  been  con- 
cerned with  problems  of  costs,  personnel,  equipment, 
space,  and  related  matters.  Effective  October  1, 
1957,  Medicare  was  transferred  to  the  quarters 
formerly  occupied  by  the  Blood  Banks  Association 
and  the  board  authorized  its  chairman  to  sign  the 
rental  agreement  for  this  space  with  the  Eastern 
Life  Insurance  Company  of  New  York  at  the  rate  of 
S200  a month  and  to  have  the  Society  regularly 
billed  for  the  rental. 

Your  chairman  also  signed  on  December  12,  1957, 
after  proper  authorization  by  the  Board,  the  supple- 
mental agreement  with  the  Medicare  authorities 
of  the  U.S.  Department  of  Defense,  which  estab- 
lished the  final  overhead  rate  (claim  rate)  for  the 
period  ending  June  30,  1957,  and  also  established  the 
new  overhead  rate  effective  July  1,  1957. 

This  program,  one  of  the  most  significant  under- 
takings utilizing  the  combined  facilities  of  the  United 
States  government  and  American  medicine,  is  one  of 
far-reaching  implication,  and  its  success  in  safe- 
guarding the  freedom  of  medical  practice  is  wholly 
dependent  on  understanding,  cooperation,  and  good 
will.  Every  doctor  has  a tremendous  stake  in  this 
program  and  should  keep  himself  well  informed  on 
its  progress  and  growth. 

The  present  Medicare  contract,  in  conformity 
with  regulations,  will  be  renegotiated  with  the 
government  in  July  of  this  year.  Mention  should 
be  made  of  the  untiring  and  dedicated  work  of  Mr. 
George  P.  Farrell  in  administering  this  important 
function  realistically  and  economically.  He  and  his 
assistants  deserve  your  unstinted  support. 

Management  Consultant  Survey. — At  the  June, 
1957,  meeting  of  the  Council  an  action  was  referred 
to  the  Trustees  which  recommended  that  a study  be 
conducted  by  a management  consultant  firm  to 
suggest  changes  in  the  headquarters  setup  and  the 
entire  functioning  of  the  Society.  This  action 
further  empowered  the  Board  to  explore  ways  and 
means  to  implement  the  recommendation.  Accord- 
ingly, the  Board  requested  President  Givan  to 
appoint  a special  committee  to  consist  of  three 
members  (two  from  the  Council  and  one  from  the 
Trustees)  to  study  the  then  forthcoming  Heller 


Report  of  the  American  Medical  Association  and/or 
similar  studies  and  to  submit  their  findings  to  the 
Council  in  September,  1957. 

On  October  10,  1957,  as  a result  of  the  survey,  the 
Council  recommended  “That  the  Board  of  Trustees 
proceed  with  the  preliminary  report  to  authorize  the 
firm  of  Rogers,  Slade  and  Hill  to  survey  the  Society’s 
headquarters  setup,  at  a cost  of  $2,700,  and  without 
obligation  to  proceed  further  with  a more  extended 
report.” 

The  Council,  on  December  12, 1957,  recommended 
“That  the  investigation  of  the  State  Society  by 
Messrs.  Rogers,  Slade  and  Hill  be  continued  as 
proposed  in  the  original  proposition,  and  that  an 
amount  not  to  exceed  $10,000  be  appropriated  by 
the  Board  of  Trustees  to  pay  for  the  rest  of  the 
investigation,  and  in  addition  that  there  would  also 
be  needed  an  unstated  amount  for  out-of-pocket 
expenses  such  as  for  travel,  long  distance  telephone, 
and  cost  of  fifty  copies  of  the  final  report.” 

The  Trustees  approved  this  recommendation, 
including  the  funds  outlined  therein. 

The  survey  has  been  going  on  since  December 
under  the  immediate  supervision  of  Mr.  Roscoe  C. 
Edlund  of  the  firm  of  Rogers,  Slade  and  Hill. 

The  Trustees  have  looked  with  favor  on  the  aims 
and  purposes  of  this  investigation.  It  does  have 
far-reaching  implications  and  may  well  alter  pro- 
foundly and  fundamentally  our  essential  organiza- 
tional structure,  work  force,  and  services.  There  is 
undoubtedly  a need  for  an  impartial  and  expert  look 
at  what  we  do  and  how  we  do  it.  We  believe  that 
the  recommended  expenditures  for  this  survey  will 
justify  themselves  and  may  well  result  in  sub- 
stantial operational  savings  and  better  all-around 
efficiency  in  office  morale  and  technic.  No  informa- 
tion is  available  on  the  content  of  the  forthcoming 
report  and  therefore  no  comment  can  be  made. 
We  await  expectantly  the  findings  of  the  special 
committee  to  which  this  report  will  be  referred,  and 
we  earnestly  hope  their  recommendations  will  be 
available  by  the  time  of  the  annual  meeting  next 
May. 

What  Goes  On. — The  Board  approved  and 
authorized  your  chairman  to  sign  a contract  nego- 
tiated with  the  Lederle  Laboratories  through  the 
offices  of  the  Public  Health  and  Education  Com- 
mittee, Dr.  Norman  S.  Moore,  chairman.  What 
Goes  On  is  a monthly  bulletin  which  brings  to  the 
attention  of  all  the  doctors  in  the  State  the  post- 
graduate education  programs  and  meetings  avail- 
able in  the  various  areas  of  the  State.  The  contract 
covers  costs  of  printing  and  distribution,  all  of  which 
are  borne  by  the  Lederle  Laboratories  Division  of 
the  American  Cyanamid  Company,  amounting  to 
approximately  $49,000.  It  is  an  excellent  program 
that  has  worked  very  successfully  throughout  New 
England  and  promises  to  be  another  achievement  on 
the  part  of  the  Medical  Society  to  furnish  more 
services  to  its  membership.  The  Trustees  take 
pride  in  its  accomplishment. 

American  Medical  Association  Dues. — The 

method  of  collecting  and  forwarding  of  membership 
dues  to  the  American  Medical  Association  has  been 
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a bone  of  contention  between  our  State  Society  and 
the  parent  organization  for  years.  The  expense  to 
both  the  State  Society  and  county  societies  has  been 
considerable  each  year  and  has  even  raised  con- 
stitutional issues  in  isolated  instances.  Your 
delegates  and  your  treasurer  at  each  annual  session 
of  the  A.M.A.  have  diligently  tried  to  resolve  this 
matter  happily  for  all  concerned.  A promising 
solution  seems  finally  to  have  been  effected  and 
details  of  this  procedure  will  be  included  in  the 
report  of  the  treasurer  and  the  accounting  depart- 
ment. From  the  Trustees’  point  of  view,  briefly, 
the  arrangement  permits  the  Medical  Society  of  the 
State  of  New  York  to  retain  in  escrow  up  to  May 
31,  1958,  all  monies  received  for  A.M.A.  1958  dues, 
and  the  Trustees  have  authorized  that  these  funds 
be  invested  in  the  United  States  Treasury  Certifi- 
cates. Interest  thus  earned  will  go  far  to  carry 
the  expensive  overhead  of  this  operation. 

Your  chairman  served  on  the  reference  committee 
of  the  American  Medical  Association’s  House  of 
Delegates,  where  this  matter  was  admirably  pre- 
sented and  supported  by  both  Dr.  Maurice  Dattel- 
baum  and  Dr.  Charles  Loughran.  Much  credit  is 
due  these  gentlemen. 

Blood  Banks  Association  and  North  East  District 
Clearing  House. — The  changing  fortunes  of  the 
Blood  Banks  Association  of  New  York  State,  and 
more  particularly  the  North  East  District  Clearing 
House,  have  been  a source  of  great  concern  to  those 
of  us  responsible  for  their  future.  Any  description 
of  the  fundamental  purposes  and  objectives  of  the 
Association  has  no  place  in  this  report.  The  Blood 
Banks  Commission  during  this  fiscal  year  has  made 
an  earnest  effort  to  cope  with  the  problem  and  has 
made  a conscientious  and  searching  analysis  of  all 
the  facts,  based  largely  on  the  comprehensive  and 
considered  report  of  the  reference  committee  of  the 

1957  House  of  Delegates,  Dr.  Alfred  Angrist, 
chairman.  The  members  of  that  committee  were 
carefully  selected  by  the  Speaker.  Their  recom- 
mendations were  unanimously  concurred  in. 

Notwithstanding  the  huge  deficits  which  have 
been  incurred  since  the  inception  of  the  program, 
in  essence,  the  committee  said:  “The  issue  of 

deficits  resolves  itself  further  into  whether  this 
loss  should  not  be  considered  ‘cost’  and  whether 
what  we  obtain  is  worth  the  expenditure.  Your 
reference  committee  is  of  the  unanimous  opinion 
that  it  is  well  worth  it  all;  what  we  do  obtain  is  the 
tangible  gain  of  making  blood  available  to  meet  the 
need,  and  far  greater  intangible  advantages  as  im- 
portant as  they  are  priceless.  ...” 

And,  concluding  their  report,  they  further  stated, 
“We  suggest  that  the  Medical  Society  of  the  State 
of  New  York  avail  itself  of  this  opportunity  to  serve 
in  keeping  with  its  high  ideals,  for  such  service  can 
do  much  to  maintain  our  professional  stature  in  the 
present  day.” 

Motivated  by  humanitarian  principles,  the  Blood 
Banks  Commission  outlined  a positive  program  for 

1958  which  has  been  approved  by  the  Council,  and 
the  funds  to  carry  out  their  recommendations  have 
been  properly  allocated  by  the  Trustees.  The 


major  effort  now  will  be  to  develop  and  expand  the 
North  East  District  Clearing  House,  of  which 
we  are  the  nerve  center  acting  for  the  11  states 
comprising  the  north  east  area  of  this  country. 
This  in  turn  is  integrated  into  and  is  part  of  the 
National  Clearing  House  Program  of  the  American 
Association  of  Blood  Banks.  It  is  estimated  that 
$16,000  should  cover  the  over-all  expenses  for  the 
Blood  Banks  Association  and  the  North  East  Dis- 
trict Clearing  House  for  1958.  Details  of  the  ad- 
vances and  expenditures  for  the  period  since  May 
15,  1957,  to  date  (February  15,  1958)  are  recorded 
in  the  report  of  the  treasurer  and  in  the  auditors’ 
reports  attached. 

Investments  and  Reserves. — The  balance  sheet 
as  prepared  by  the  auditors  and  the  statement  of 
operating  income  and  expenses  for  the  current  fiscal 
year;  also  the  condensed  statement  of  the  general 
and  other  funds  of  the  Society,  and  the  annual  reports 
of  the  treasurer  and  of  the  Budget  Committee  will 
appear  in  the  April  15  issue  of  the  Journal.  The 
membership  should  review  the  statistics  printed  in 
these  several  reports,  which  furnish  much  informa- 
tion on  the  resources,  income,  and  expenditures  of 
the  Society. 

As  chairman  of  the  Trustees,  I should  like  to 
summarize  briefly  the  actions  of  the  Board  regarding 
the  management  of  the  Society’s  funds  since  the  last 
annual  report. 

The  national  economy  is  in  the  throes  of  a serious 
business  recession  and  the  uncertainties  of  the  near 
future  pose  critical  questions  to  your  Board  in 
relation  to  the  safe  and  prudent  disposition  of  avail- 
able surplus  funds.  We  are  aware,  too,  of  the 
constantly  increasing  administrative  costs  of  the 
Society’s  normal  activities;  to  these  are  added  this 
year,  and  they  will  continue,  extra  expenses  incurred 
in  connection  with  operating  the  Medicare  program 
and  comparable  special  situations  which  arise  from 
time  to  time.  In  any  inflationary  period  such  as 
now  exists,  with  the  consequent  progressive  de- 
valuation of  the  dollar,  the  need  is  apparent  to  de- 
vise an  investment  program  to  circumvent  this  as 
much  as  possible.  In  the  foreseeable  future  in- 
flation undoubtedly  will  continue  and  probably 
increase.  The  Trustees  are  ever  alert  to  these 
changing  conditions,  and  all  their  actions  are  the 
result  of  the  prudent  policy  laid  down  of  safeguarding 
current  assets  and  increasing  capital  structure 
insofar  as  it  is  permitted,  with  due  regard  to  safety 
and  legal  procedures.  To  this  end,  no  decisions  to 
invest  surplus  funds  are  reached  until  they  have  been 
checked  and  cleared  by  our  financial  counsellors, 
The  Chase-Manhattan  Bank. 

We  are  happy,  therefore,  to  report  that,  as  a 
result  of  these  policies,  at  the  end  of  our  fiscal  year 
(December  31,  1957)  there  was  an  excess  of  income 
over  expenditures  for  the  general  fund  for  the 
second  year  in  a row.  Your  Board  extends  its 
appreciation  for  the  great  assistance  of  the  treasurer 
and  the  Budget  Committee  in  accomplishing  this 
result.  We  shall  continue  to  exercise  close  scrutiny 
of  all  our  financial  affairs  and  to  further  all  efforts 
to  control  costs  and  all  outlays  consistent  with  the 
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proper  functioning  of  our  ever-expanding  activities. 

During  the  last  few  years  the  market  value  of  our 
common  stock  holdings  has  increased  so  much  in 
comparison  with  that  of  our  preferred  stocks  and 
bonds  that  the  Board  felt  that  prudence  dictated  a 
readjustment  of  this  situation.  This  has  been  done 
and  our  holdings  now  reflect  a sound  ratio  of  approxi- 
mately 50  per  cent  in  each  category.  This  action 
brings  our  portfolio  in  line  with  accepted  manage- 
ment practices  of  funds  such  as  ours. 

The  policy  of  keeping  all  available  funds  working 
where  possible  has  been  continued  with  conspicuous 
success.  Temporary  surplus  funds  continue  to  be 
invested  and  reinvested  in  short-term  governments 
with  satisfactory  income  yield.  During  this  fiscal 
year  there  have  been  a considerable  number  of 
additions  to  and  subtractions  from  our  portfolio 
besides  the  above  noted  sales  and  redemptions  of 
short-term  securities.  These  changes  have  served 
to  upgrade  our  holdings. 

A brief  statement  concerning  our  reserves  and  the 
present  practice  of  bookkeeping  whereby  estab- 
lished portions  of  these  reserves  are  set  up  in  desig- 
nated funds  is  in  order.  An  individual,  a business,  or 
a society  is  only  as  strong  as  its  reserves.  Over  the 
years  and  especially  the  earlier  years  of  the  Society 
its  reserves  have  been  built  up  laboriously  by  a 
systematic  transfer  of  available,  frequently  small, 
funds  for  investment.  This  policy  has  been  fol- 
lowed throughout  the  years  and  has  proved  a wise 
one.  The  Society's  credit  is  excellent.  This  fact 
has  served  us  well  in  recent  times  when  deficits  were 
incurred  and  temporary  borrowing  became  necessary 
a few  years  ago.  Without  this  collateral  the  Society 
would  have  been  unable  to  arrange  for  the  required 
loans. 

Situations  requiring  substantial  credit  might 
occur  any  time,  and  the  Society  must  be  in  sound 
position  if  and  when  such  a contingency  should  arise. 
As  this  is  being  written,  at  the  meetings  of  the 
Council  and  of  the  Trustees  on  February  13  the 
important  decision  was  reached  to  move  the  Society’s 
headquarters  to  a new  and  more  desirable  location 
on  the  nineteenth  floor  at  750  Third  Avenue, 
from  East  Forty-sixth  Street  to  Forty-seventh. 
The  Board  has  authorized  your  chairman  to  have  a 
lease  drawn  for  that  space  and  to  sign  for 
the  Society  after  approval  by  legal  counsel.  We  are 
able  to  effect  this  very  necessary  change  in  our 
offices,  with  the  increased  expense  it  entails,  because 
of  the  sound  structure  of  our  finances.  It  is  obvious 
that  we  must  maintain  adequate  reserves  - at  all 
times. 

The  Board  continues  to  maintain  the  following 
special  funds,  which,  as  of  December  31,  1957,  were 
as  follows  (tentative): 


Investment  Fund $491 , 211 

Building  Fund 112, 183 

Employes’  Beneficiary  Fund 84,070 

Repair  and  Replacement  Fund 56,951 

War  Memorial  Fund 216,601 

Pension  Fund 231,041 


Employment  of  Legal  Counsel  to  Committee  on 
Legislation. — There  has  been  considerable  un- 
happiness over  the  years  because  of  the  lack  of 
success  in  the  enactment  of  legislation  the  Society 
has  consistently  recommended  and  supported. 
After  due  consideration  the  Council  voted  on 
September  9,  1957,  that  the  services  of  Mr.  James 
Beasley  be  terminated  as  of  December  1,  1957,  and 
that  he  be  informed  of  this  decision  by  an  appropri- 
ate letter  from  the  secretary  expressing  appreciation 
for  his  services.  The  Council  further  recommended 
that  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt-Harris  be  employed  as  legal  counsel  to  the 
Committee  on  Legislation  at  an  annual  salary  of 
$10,000  and  in  addition,  expense  money  of  $5,000, 
the  term  of  employment  to  begin  October  1,  1957, 
and  end  September  30,  1958.  The  Trustees 

approved  the  allocation  of  the  necessary  funds. 

War  Memorial  Fund. — The  War  Memorial  Fund 
is  now  operating  in  its  tenth  year.  It  will  be  the 
subject  of  a special  report  of  the  Board’s  War 
Memorial  Committee,  Dr.  Walter  W.  Mott,  chair- 
man. This  noteworthy  philanthropy  continues  to 
serve  the  special  needs  for  which  it  was  created  and 
is  a monument  to  the  foresight  and  sagacity  of  those 
gentlemen  of  the  Society  who  initiated  it.  It  is  an 
activity  from  which  the  members  of  the  Society 
should  derive  great  satisfaction. 

General  Comments. — It  is  obvious  that  the 
business  of  the  Board  could  not  be  conducted  in  the 
careful  manner  that  it  is,  were  it  not  for  the  dedicated 
work  and  cooperation  of  the  entire  administrative 
staff  of  the  Society.  On  behalf  of  the  Board  your 
chairman  extends  to  all  these  fine  people  our  pro- 
found thanks.  We  appreciate  all  that  they  do. 

It  is  difficult  to  single  out  individuals  for  special 
commendation,  but  we  would  be  remiss  if  we  failed 
to  recognize  the  indispensable  services  of  our  secre- 
tary and  general  manager,  Dr.  W.  P.  Anderton. 
His  direction  and  supervision  of  the  many  details 
attendant  on  Board  meetings  has  spared  us  much 
travail.  To  Miss  Doris  K.  Dougherty  and  Mrs. 
Augusta  Grimm  goes  our  deep  appreciation  for  their 
valued  and  unselfish  help  and  cooperation.  Also, 
in  this  expression  of  our  appreciation  of  services  well 
done,  we  include  Mr.  T.  E.  Alexander  and  his  staff 
for  valuable  technical  aid  at  all  times.  The  chair- 
man, in  closing,  again  thanks  humbly  and  sincerely 
his  colleagues  on  the  Board  for  their  devoted  con- 
tributions to  the  actions  of  the  Board. 

This  report  is  completed  as  of  February  15,  1958. 
A supplemental  report  will  be  presented  at  the 
annual  meeting,  should  events  in  the  future  require 
one. 

Respectfully  submitted, 

J.  Stanley  Kenney,  M.D.,  Chairman 

Renato  J.  Azzari,  M.D. 

Herbert  Bauckus,  M.D. 

James  Greenough,  M.D. 

Frederic  W.  Holcomb,  M.D. 

John  J.  Masterson,  M.D. 

Walter  W.  Mott,  M.D. 


April  1,  1958 
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Report  of  the  Council 


To  the  House  of  Delegates,  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the 
executive  and  administrative  affairs  of  the  Society 
in  the  period  following  your  last  meeting,  May  13  to 
15,  1957.  The  various  matters  that  came  before 
it,  actions  thereon,  and  recommendations  are  here 
presented. 


PART  I 

Constitution  and  Bylaws 

The  Council  Committee  on  Constitution  and  By- 
laws has  the  following  membership: 

Frederick  W.  Williams,  M.D.,  Chairman 

Westchester 


Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 


Revisions  or  amendments  of  the  constitution  or 
bylaws,  or  both,  of  the  Medical  Societies  of  the 
Counties  of  Erie,  Genesee,  Onondaga,  Broome, 
Schenectady,  New  York,  and  the  Ninth  District 
Branch  have  received  Council  approval. 

Before  presentation  to  the  Council,  each  amend- 
ment or  revision  was  reviewed  bjr  the  secretary, 
legal  counsel,  and  each  member  of  the  committee. 
In  every  case  the  appropriate  county  medical  so- 
ciety was  notified  of  the  Council’s  action. 

The  work  of  the  committee  members,  legal  coun- 
sel, and  the  secretary  of  the  Society  merits  the 
gratitude  of  the  Society  as  well  as  that  of  the  chair- 
man. 

Questions  of  Ethics 

The  Council  Committee  on  Questions  of  Ethics 
consists  of  the  following  members: 


Harold  F.  Brown,  M.D.,  Chairman Erie 

Frank  LaGattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


Since  the  1957  meeting  of  the  House  of  Delegates, 
there  have  been  no  major  problems  brought  before 
the  Ethics  Committee.  Advice  from  this  committee 
was  sought  by  the  State  Education  Department  in 
relation  to  the  proposed  changes  in  the  Depart- 
ment’s regulations  concerning  unprofessional  con- 
duct in  practice  of  medicine.  A detailed  report 
of  this  matter  was  printed  in  the  Journal  in  the 
minutes  of  the  Council. 

Advice  was  asked  for  and  given  to  several  county 
societies  concerning  matters  dealing  with  the  appli- 
cation of  the  code  of  ethics  to  a particular  situation. 

Postgraduate  Medical  Education 

The  Council  Committee  on  Public  Health  and 
Education  has  as  its  members: 


Norman  S.  Moore,  M.D.,  Chairman. . .Tompkins 


A.  H.  Aaron,  M.D Erie 

Charles  D.  Post,  M.D Onondaga 


Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Albany, 
Adviser 

Leona  Baumgartner,  M.D.,  Commissioner  of 
Health,  City  of  New  York,  Adviser 

Last  year  in  its  report,  this  committee  elaborated 
the  functions  of  the  committee,  which  may  be 
summarized  as  follows: 

1.  To  arrange  postgraduate  medical  instruction 
for  the  members  of  the  Society. 

2.  To  act  as  a liaison  body  between  the  Society 
and  the  State  Department  of  Health. 

3.  To  coordinate  the  work  of  its  various  sub- 
committees and  to  present  to  the  Council  and  the 
House  of  Delegates  the  recommendations  of  these 
committees. 

This  year’s  committee,  organized  under  a new 
chairman,  accepted  these  as  guiding  principles, 
occasionally  differing  in  methods  of  implementation 
in  order  that  maximum  effectiveness  might  be  ob- 
tained. 

While  the  various  subcommittee  reports  give 
specific  details  about  their  work,  it  seems  appropriate 
that  a few  general  comments  supplementing  or 
lending  emphasis  to  an  individual  report  be  made 
here,  but  first,  let  us  comment  on  the  accomplish- 
ments of  the  committee  itself. 

The  committee  has  been  active  in  postgraduate 
instruction.  The  detailed  report  of  this  activity 
illustrates  the  variety  of  programs  arranged  in 
widely  geographically  distributed  areas.  The  ques- 
tion that  has  been  raised  by  members  of  this  com- 
mittee, however,  is  whether  or  not  the  lecture  method 
of  postgraduate  instruction  should  continue  to  re- 
ceive so  much  emphasis.  While  the  committee  has 
not  a final  answer  to  this  question  it  feels  that  other 
methods  than  the  course  book  lecture  system 
should  be  explored,  such  as  the  local  workshop  type 
of  meeting  with  an  experienced  teacher  as  instructor. 
Perhaps  upstate  could  be  served  by  the  regional 
medical  colleges  and  arrangements  could  be  made 
between  the  local  county  society  and  the  depart- 
ment of  the  area  medical  school  dealing  with  post- 
graduate instruction.  Keeping  the  postgraduate 
physician  informed  is  prerequisite  to  good  medical 
practice,  and  therefore  the  medical  schools  of  the 
State  as  well  as  this  committee  and  the  State  Depart- 
ment of  Health  should  share  in  the  postgraduate 
educational  responsibility. 

An  important  innovation  during  the  year  was  the 
publication  of  a brochure  called  What  Goes  On. 
Responsibilitjr  for  publication  having  been  dele- 
gated to  this  committee,  it  is  hoped  that  every  im- 
portant medical  event  open  to  physicians  will  be 
listed  eventually  in  this  informative  monthly  pub- 
lication. The  Lederle  Laboratories  Division  of 
the  American  Cyanamid  Company  is  sponsoring 
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the  cost  of  this  endeavor,  which  in  time  will  be  an 
index  of  medical  meetings  throughout  New  York 
State.  Similar  ventures  in  Massachusetts  and  Texas 
are  highly  successful. 

In  regard  to  the  committee’s  function  as  a liaison 
group  between  the  Society  and  the  State  Depart- 
ment of  Health,  much  has  been  accomplished. 
Opportunity  for  effective  joint  effort  in  the  public’s 
interest  came  last  August.  Following  last  year’s 
report,  which  recommended  that  the  committee 
improve  its  program  of  orientation  of  doctors,  espe- 
cially measures  that  would  aid  him  in  “his  profes- 
sional relations  with  the  rest  of  the  social  fabric,” 
the  president  appointed  an  Advisory  Committee  on 
Influenza  to  the  State  Health  Department  when 
the  State  appeared  threatened  with  the  ravages  of  a 
type-A  variant  influenza  virus,  the  so-called  Asian 
influenza  virus.  Through  this  joint  effort  an 
effective  clinical  and  public  health  approach  to  the 
problem  was  made.  Unlike  the  poliomyelitis  vac- 
cine experience,  the  government  made  no  attempt 
to  control  allocation,  leaving  supply  of  and  priority 
for  immunization  to  the  pharmaceutical  companies 
and  the  medical  profession  respectively. 

To  implement  and  make  effective  this  joint  effort, 
a letter  to  upstate  physicians  signed  by  the  President 
of  the  Medical  Society  and  the  State  Commissioner 
of  Health  explained  the  entire  problem  of  Asian 
influenza.  Later  a second  letter  was  circulated. 
This  method  of  distributing  important  informative 
data  to  members  of  the  State  Society  has  been  most 
helpful  in  keeping  physicians  informed  about  many 
topics  of  interest,  both  medical  and  social. 

The  committee  has  met  frequently  with  represent- 
atives of  the  State  and  city  health  departments. 
Crystallization  of  opinion  by  the  committee  for 
support  of  fluoridation  of  water  supplies  as  a safe 
method  of  combating  dental  caries  was  sent  to  and 
approved  by  the  Council.  Also,  a recommendation 
was  approved  that  a search  for  more  fruitful  ways 
of  treating  drug  addiction  be  made,  preferably  by 
the  Interdepartmental  Health  Resources  Board. 
Marked  progress  has  been  made  in  informing  the 
doctors  of  the  State  of  the  public  health  importance 
of  water  and  air  pollution. 

One  important  issue  long  pending  and  frequently 
advocated  for  many  years  by  the  Subcommittee  on 
School  Health,  namely,  replacing  of  the  require- 
ment for  annual  school  examinations  with  a pro- 
vision for  the  periodic,  comprehensive  type  of  phys- 
ical examination  of  the  school  child,  was  turned 
over  by  the  Council  to  the  Committee  on  Legisla- 
tion for  action  following  recommendation  of  the 
committee. 

Another  area  of  subcommittee  progress  deserving 
emphasis  is  the  attack  on  the  problem  of  heart  dis- 
ease in  industry.  A real  beginning  has  been  made 
by  this  subcommittee  toward  assisting  the  candidate 
for  employment  who  has  heart  disease  to  secure  em- 
ployment and  yet  not  compromise  the  employer. 
Real  progress  has  been  made,  too,  by  the  same  sub- 
committee in  working  out  ways  and  means  of  sup- 
plying penicillin  to  those  persons  with  rheumatic 
fever  history,  when  penicillin  therapy  is  prophylac- 
tically  indicated.  New  methods  of  combating  car- 


diac standstill  and  of  resuscitation  also  have  been 
promulgated  by  this  subcommittee. 

The  committee  recommends  that  its  membership 
be  enlarged  to  include  a physician  from  Rochester, 
Albany,  and  Westchester  County.  Buffalo  and 
Syracuse  now  have  representation.  It  is  felt 
that  by  this  means  the  committee  would  have 
liaison  with  the  principal  geographic  locations  of 
health  department  officials  and  thereby  would 
obtain  better  publicity  for  the  activities  of  the 
committee  in  these  areas. 

The  committee  wishes  to  extend  its  appreciation 
to  Dr.  Herman  E.  Hilleboe  and  his  staff  of  the  New 
York  State  Department  of  Health  and  to  Dr.  Leona 
Baumgartner  and  her  staff  of  the  New  York  City 
Health  Department  for  excellent  cooperation  and 
assistance.  To  Deputy  Commissioner  Granville 
W.  Larimore  especially  go  the  committee’s  sincere 
appreciation  and  thanks  for  his  cooperation  and  aid 
in  programming  and  implementing  many  of  the  im- 
portant accomplishments  of  this  committee. 

Finally  we  express  our  sincere  appreciation  to 
Dr.  Thurman  B.  Givan,  president,  and  to  Dr.  W.  P. 
Anderton,  secretary  of  the  State  Medical  Society, 
and  to  his  executive  assistant,  Miss  Doris  K. 
Dougherty,  for  their  assistance,  support,  and  encour- 
agement. Also,  the  committee  is  indebted  to  all 
of  the  staff  of  the  State  Society  who  have  assisted 
the  committee  in  carrying  out  its  tasks  and  assign- 
ments. 

The  committee’s  special  thanks  go  to  Miss  Susan 
V.  Baker,  executive  assistant  to  the  committee, 
whose  knowledgeable  ability  and  intelligent  handling 
of  committee  affairs  is  appreciated. 

Since  submitting  its  annual  report  for  1956-1957 
the  committee  has  arranged,  as  of  February,  1958, 
postgraduate  instruction  for  34  groups,  presented 
as  lecture  series,  symposia,  single  lectures,  or  teach- 
ing days.  A total  of  181  speakers  have  already  par- 
ticipated or  will  participate  in  these  meetings.  We 
express  our  thanks  to  the  New  York  State  Depart- 
ment of  Health  for  the  continued  assistance  they 
give  us  by  providing  a $25  honorarium  for  these 
speakers,  to  the  Society’s  Bureau  of  Public  and  Pro- 
fessional Relations  for  sending  releases  to  local 
newspapers,  and  to  the  editorial  staff  for  inserting 
notices  in  the  New  York  State  Journal  of  Medi- 
cine. 

Of  the  following  list  of  postgraduate  sessions,  8 
were  arranged  by  the  Postgraduate  Education 
Department  of  the  State  University  of  New  York 
College  of  Medicine  at  Syracuse  and  3 by  the  Albany 
Medical  College,  in  cooperation  with  our  committee. 


County 

Albany 

Broome 

Cattaraugus 

Chemung 


Num- 

ber 

OF 

Lec- 

Organization  tures 

Medical  Society  3 

Binghamton  Academy  of 

Medicine  8 

Medical  Society  2 

Medical  Society  and 
county  chapter  of 
Academy  of  General 
Practice  3 


Ex- 

pense 

TO 

Com- 
mittee 
$ 78.29 


239.77* 

15.00* 


63.88 


* Incomplete. 
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County 

Broome 

Medical  Society 


Our  Lady  of  Lourdes  Hospital 
Oneida 

Medical  Society  and  Utica  Academy 
of  Medicine 


Region 

Chemung,  Chenango,  Cortland,  Dela- 
ware, Otsego,  Schuyler,  Tioga, 
Tompkins 

Same  as  above 

Herkimer,  Oneida,  Madison,  Lewis, 
Chenango,  Otsego,  Onondaga,  Jef- 
ferson, St.  Lawrence 


Subject 

Number  of 
Lectures 

Expense  to 
Committee 

Heart 

3 

...  * 

Endocrinology 

2 

$ 86.23* 

Cancer 

4 

104.41 

* Incomplete 


Chenango 

Medical  Society 

(arranged  by  Syracuse) 

1 

10.53 

Cortland 

Medical  Society 

2 

23.90 

Dutchess 

Medical  Society 

1 

15.00 

F ranklin 

Medical  Society 

(arranged  by  Syracuse) 

5 

230.54 

Fulton 

Medical  Society 

9 

75.09* 

Greene 

Medical  Society  and 
county  chapter  of 
Academy  of  General 
Practice 

10 

111.49* 

Herkimer 

Medical  Society 

4 

39.70* 

Jefferson 

Medical  Society 

10 

112.92* 

Livingston 

Medical  Society 

3 

31.00* 

Niagara 

Medical  Society  and 
county  Lawyers  Asso- 
ciation 

1 

55.59 

Oneida 

Utica  Academy  of  Medi- 
cine 

10 

171.08* 

Onondaga 

Medical  Society 

10 

303.21* 

Ontario 

Medical  Society 

6 

47.55* 

Geneva  Academy  of 
Medicine 

11 

355.12* 

Putnam 

Medical  Society 

2 

...  * 

Rensselaer 

Medical  Society 

8 

121.49* 

Rockland 

Medical  Society 

1 

42.60 

St.  Lawrence 

Medical  Society 

(arranged  by  Syracuse) 

2 

55.47 

Schenectady 

Medical  Society  at  Ellis 
Hospital,  arranged  by 
Syracuse 

9 

0 

Steuben 

Medical  Society 

10 

286.77* 

Suffolk 

Medical  Society  South 

14 

64.10* 

Side  Clinical  Society 

3 

36.50 

Sullivan 

Medical  Society 

12 

59.67* 

Tompkins 

Medical  Society 

1 

13.00 

Ulster 

Medical  Society 

2 

43.10 

Regional  Meetings  and  Teaching  Days. — 
For  regional  meetings  and  regional  teaching  days, 
invitations  are  sent  to  the  members  of  the  medical 
societies  in  counties  adjacent  to  that  in  which  the 
instruction  is  given.  The  committee  usually  ar- 
ranges for  the  speakers,  has  envelopes  addressed 
for  the  memberships  of  the  county  societies,  and 
reimburses  the  sponsoring  county  medical  society 
for  the  cost  of  printing  the  programs. 

This  year  the  following  such  meetings  have  been 
held  (see  chart  at  top  of  page). 


PART  II 

Public  Health  Activities  A 

Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child  Wel- 
fare has  the  following  membership: 


Charles  A.  Gordon,  M.D.,  Chairman Kings 

Ralph  L.  Barrett,  M.D New  York 

Frank  A.  Disney,  M.D Monroe 

Eugene  R.  Duggan,  M.D Monroe 

Edward  C.  Hughes,  M.D Onondaga 

William  J.  Orr,  M.D Erie 

Clyde  L.  Randall,  M.D Erie 

Frederick  H.  Wilke,  M.D New  York 

The  problems  which  concern  this  subcommittee 
can  be  solved  only  by  joint  effort  of  the  medical  pro- 
fession and  the  State.  The  fine  cooperation  of  Dr. 
Alfred  Yankauer,  director  of  the  Bureau  of  Ma- 
ternal and  Child  Health,  is  gratefully  acknowl- 
edged. At  present  he  is  on  an  extended  leave  of 
absence. 

Review  of  all  puerperal  deaths  which  occurred 
outside  of  New  York  City  was  begun  in  May,  1956. 
A few  case  reports,  without  identification  data,  are 
sent  to  a county  society.  Statistics  are  studied  by 
the  subcommittee.  Many  of  our  regional  chairmen, 
as  well  as  two  county  chairmen,  have  given  a great 
deal  of  time  to  assembling  the  basic  data.  Interest 
of  a stud}'-  group  in  the  details  of  maternal  death 
should  help  to  reduce  the  maternal  mortality  rate. 
Its  educational  value  is  obvious. 

The  pilot  program  for  study  of  the  perinatal  mor- 
tality of  cesarean  section  in  18  counties,  regions 
4,  8,  and  10,  has  moved  slowly.  This  and  other 
phases  of  the  program  will  be  discussed  in  a later 
report. 

From  time  to  time  questions  on  hospital  practice 
have  been  answered. 

The  subcommittee’s  plans  have  been  outlined  to 
a staff  representative  of  the  Committee  on  Maternal 
and  Child  Care,  a committee  of  the  Council  on 
Medical  Service  of  the  American  Medical  Associ- 
ation. 

A meeting  of  the  committee  was  held  in  Feb- 
ruary, 1958. 

School  Health 

The  Subcommittee  on  School  Health  has  the  fol- 
lowing membership : 

William  E.  Ayling,  M.D.,  Chairman . . Onondaga 


Thomas  S.  Bumbalo,  M.D Erie 

Frederick  A.  Groff,  Jr.,  M.D Schenectady 

Rocco  J.  Martoccio,  M.D Oneida 

Edward  L.  Schwabe,  M.D Chautauqua 


Joseph  A.  Geis,  M.D.,  New  York  State  Depart- 
ment of  Education,  Adviser 
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* Alfred  Yankauer,  Jr.,  M.D.,  New  York  State 
Department  of  Health,  Adviser 

As  a result  of  the  meeting  of  the  subcommittee  in 
January,  1957,  a committee  was  formed  in  Syracuse 
to  plan  a regional  meeting  for  school  physicians. 
They  met  on  May  27,  1957,  and  drew  up  a tentative 
program  for  a meeting  to  be  held  May  1,  1958,  at  the 
State  University  of  New  York  College  of  Medicine, 
Syracuse : 

1.  Discussion  and  demonstration  of  hearing 
problems  of  school  children. 

2.  Report  of  a survey  re  tonsil  and  adenoid  oper- 
ations. 

3.  Luncheon  with  a school  administrator  as  a 
speaker. 

4.  Demonstration  of  routine  examination  and 
special  examinations  of  cardiacs. 

5.  Emotional  problems. 

6.  Endocrine  conditions. 

It  is  hoped  that  this  session  will  be  the  first  of 
several  such  meetings  in  other  parts  of  the  State  to 
be  sponsored  by  the  State  Medical  Society.  Prob- 
ably educational  credit  will  be  given  to  members 

of  the  Academy  of  General  Practice  who  attend; 

also  toward  medical  inspectors’  certification  by  the 
State  Education  Department. 

With  respect  to  the  State  requirement  that 
annual  medical  examinations  of  school  children  be 
made  there  have  been  the  following  developments: 

The  National  Congress  of  Parents  and  Teachers 
endorsed  the  principle  advocated  by  the  Subcom- 
mittee on  School  Health  that  less  frequent  but  more 
thorough  periodic  health  appraisals  be  conducted. 

The  parent  Committee  on  Public  Health  and  Edu- 
cation reiterated  support  of  the  subcommittee’s 
view. 

The  chairman  suggested  a procedure  to  follow  on 
this  question,  i.e.,  a meeting  of  representatives  of 
the  Medical  Society,  the  State  Health  Department, 
the  State  Board  of  Regents,  the  Commissioner  of 
Education,  and  other  interested  organizations. 

At  the  November  14,  1957,  meeting  of  the  Council 
the  chairman  of  the  Council  Committee  on  Public 
Health  and  Education  obtained  the  approval  of  the 
Council  for  the  drafting  of  legislation  by  the  Legis- 
lation Committee  after  consultation  with  the  State 
Health  and  Education  Departments. 

The  chairman  of  the  subcommittee  transmitted 
to  the  chairman  of  the  Legislation  Committee  all 
pertinent  information. 

The  chairman  of  the  subcommittee  attended  the 
Sixth  National  Conference  on  Physicians  and 
Schools  at  Highland  Park,  Illinois,  from  October 
29  to  November  2,  1957.  It  was  attended  by 
nearly  200  professional  people  representing  state 
medical  societies,  departments  of  health  and  educa- 
tion, and  organizations  such  as  the  Parent-Teachers 
Associations,  the  National  League  for  Nursing,  the 
Academy  of  Pediatrics,  the  American  Public  Health 
Association,  and  the  American  School  Health 
Association. 

The  chairman  represented  the  Medical  Society  of 


* Leave  of  absence  in  the  Far  East;  replaced  by  Acting 
Director  of  Maternal  and  Child  Welfare,  Dr.  Anne  Drislane. 


the  State  of  New  York  and  served  as  a consultant 
to  the  discussion  group  considering  “Accident  Pre- 
vention and  Youth  Fitness.”  Other  topics  dis- 
cussed were  “Food  Factors  in  Fitness,”  “Fitness  of 
School  Personnel,”  “The  Physician  and  Youth 
Fitness,”  “Community  Coordination  for  Youth 
Fitness,”  “Mental-Emotional  Aspects  of  Fitness,” 
and  “Special  Health  Problems  in  Athletics.”  (The 
latter  group  went  on  record  that  “the  use  of  stimu- 
lants and  tranquilizers  is  ethically  indefensible  in 
the  athletic  picture.”) 

The  complete  report  of  the  conference  should  be 
of  considerable  value  in  promoting  the  health  activi- 
ties for  school  children  through  the  efforts  of  state 
medical  societies. 

Probably  a meeting  of  the  Subcommittee  on 
School  Health  will  be  scheduled  during  the  annual 
meeting  of  the  State  Society  in  May,  1958. 


PART  III 

Public  Health  Activities  B 


General  Practice 

The  Subcommittee  on  General  Practice  has  the 
following  membership: 


Floyd  C.  Bratt,  M.D.,  Chairman Monroe 

Jeff  J.  Coletti,  M.D Nassau 

Seymour  Fiske,  M.D New  York 

Gregory  A.  Galvin,  M.D Tompkins 

Arthur  Howard,  M.D Fulton 

Garra  L.  Lester,  M.D Chautauqua 

C.  J.  F.  Parsons,  M.D Westchester 

Robert  V.  Persson,  M.D St.  Lawrence 

William  G.  Richtmyer,  M.D Albany 


The  Subcommittee  on  General  Practice  has  con- 
sidered problems  of  general  physicians  and  has 
participated  in  programs  not  only  individually  but 
in  cooperation  with  other  groups,  as  follows: 

1.  Participation  by  some  members  of  the  sub- 
committee at  a conference  called  by  New  York 
State  Commissioner  of  Health,  Dr.  Herman  E.  Hille- 
boe,  on  “Public  Health  Training  of  General  Practi- 
tioners,” at  West  Point  on  September  30  and  October 
1,  1957.  In  addition  to  several  members  and  offi- 
cers of  the  Medical  Society  of  the  State  of  New 
York,  representatives  included  full-time  and  part- 
time  public  health  physicians,  general  physicians, 
including  officers  of  the  New  York  State  Academy 
of  General  Practice,  members  of  the  faculty  of  sev- 
eral of  the  medical  schools  in  New  York  State,  and 
students  from  senior  medical  classes. 

The  conference  considered:  (a)  The  teaching  of 

public  health  in  medical  schools;  (6)  the  teaching 
of  public  health  to  the  general  practitioner  who  has 
an  official  position  in  public  health  work  in  his 
community,  and  (c)  the  teaching  of  public  health 
to  the  general  practitioner  who  will  carry  out  some 
public  health  activities  incidental  to  his  medical 
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practice  but  who  has  no  official  position  as  a health 
officer. 

The  conference  group  recommended  that  “The 
State  Health  Department  should  develop  public 
health  training  as  it  relates  to  general  practice, 
and  in  consultation  with  other  groups,  especially  the 
Medical  Society  of  the  State  of  New  York,  the 
New  York  State  Academy  of  General  Practice, 
the  Newr  York  State  Health  Officers  Association,  and 
the  medical  schools,  should  outline  a course  of  ac- 
tion and  procure  funds  to  put  it  into  effect.” 

2.  Held  a luncheon  meeting  of  the  Subcommittee 
on  General  Practice  at  Ithaca  on  November  24, 
1957,  when  two  recommendations  from  the  House 
of  Delegates  were  discussed  and  referred  to  the 
Council  Committee  on  Public  Health  and  Education 
to  be  placed  on  the  agenda  for  a meeting  with  the 
deans  and  professors  of  medicine  and  public  health. 
These  recommendations  wrere  “that  future  general 
practitioners  be  encouraged  to  complete  a two-year 
residency  in  general  practice,  the  second  3rear  of 
which  should  be  devoted  to  surgery”  and  “that 
establishment  of  a general  practice  department  and 
general  practice  residencies  wherever  possible  for 
the  protection  of  the  generalists  and  their  proper 
integration  into  the  hospital  be  considered  a matter 
of  prime  importance.” 

3.  Considered,  approved,  and  referred  to  the 
Council  Committee  on  Public  Health  and  Education 
for  implementation  and  discussion  at  the  meeting 
with  the  deans  and  professors  of  medicine  the  follow- 
ing resolution  on  “Orientation  in  General  Practice 
for  Medical  Students”  from  Dr.  Richard  Bellaire, 
president  of  the  New  York  State  Academy  of 
General  Practice: 

Whereas,  there  is  general  agreement  on  the 
continuing  need  for  family  physicians;  and 

Whereas,  medical  educators  have  recognized 
the  value  of  educational  experiences  in  the  prac- 
tice of  medicine  under  the  supervision  of  well- 
qualified  general  practitioners,  such  as  preceptor- 
ships,  home  care  programs,  and  general  practice 
clinics;  and 

Whereas,  the  success  of  such  programs  depends 
on  the  active  support  and  participation  of  ex- 
perienced general  practitioners  under  their  own 
administrative  unit;  and 

Whereas,  the  American  Medical  Association 
has  adopted  a resolution  endorsing  teaching  pro- 
grams that  provide  experience  in  general  practice; 
now,  therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State 
of  New  York  officially  approve  teaching  programs 
that  provide  students  with  experience  in  general 
practice  and  urge  its  members  to  assist  in  the  im- 
provement and  expansion  of  preceptorships,  home 
care  programs,  and  general  practice  clinics  for 
students  in  the  medical  schools  within  the  State. 

4.  Appointed  subcommittee  member,  Dr.  Greg- 
ory A.  Galvin,  to  study  revision  of  the  Health  Exam- 
ination Form. 

5.  Considered  the  adoption  and  use  for  dis- 
tribution to  patients  of  a personal  medical  identi- 
fication health  record  card  similar  to  the  ones  pro- 


posed by  the  American  Medical  Association  and 
the  American  Academy  of  General  Practice. 

6.  Discussed  means  of  cooperation  with  the 
Rural  Medical  Service  Committee  of  the  Council, 
and  the  Subcommittee  on  Geriatrics  of  the  Public 
Health  and  Education  Committee. 

7.  Endorsed  recommendations  of  the  Subcom- 
mittee on  Heart  Disease  regarding  (a)  cardiac  arrest 
poster  for  operating  rooms  and  (6)  new  method  of 
resuscitation  by  expired  air  technic. 

8.  Considered  economic  and  public  opinion  fac- 
tors in  relation  to  prestige  of  medicine  and  influence 
in  recruitment  of  general  practitioners  among  re- 
cent graduates  from  medical  schools. 

The  Subcommittee  on  General  Practice  is  most 
appreciative  of  the  valuable  assistance  of  Council 
Committee  Chairman  Dr.  Norman  S.  Moore  and 
committee  members,  Dr.  A.  H.  Aaron  and  Dr. 
Charles  D.  Post,  and  Miss  Susan  V.  Baker,  executive 
assistant.  The  helpful  cooperation  of  the  secretary 
of  the  Medical  Society  of  the  State  of  New  York, 
Dr.  W.  P.  Anderton,  and  other  officers  of  the  So- 
cietjr,  and  of  officials  of  the  New  York  State  Depart- 
ment of  Health  in  developing  programs  of  impor- 
tance to  the  general  practice  of  medicine  in  Newr 
York  State  is  also  gratefully  acknowledged. 


Rural  Medical  Service 

The  Rural  Medical  Service  Committee  consists  of 


the  following: 

Leo  E.  Gibson,  M.D.,  Chairman.  . . . .Onondaga 

Thurston  L.  Iveese,  M.D Onondaga 

Thomas  M.  Watkins,  M.D St.  Lawrence 

Bert  Ellenbogen,  Adviser Tompkins 

John  H.  Iselin,  Jr.,  M.D.,  Adviser New  York 


Granville  W.  Larimore,  M.D.,  Adviser.  . .Albany 

The  activities  of  the  Rural  Medical  Service  Com- 
mittee are  printed  in  detail  in  the  annual  report  of 
1956  and  1957.  This  report  described  the  survey 
and  the  projects  which  have  been  instituted  and 
are  now  being  carried  out  by  Professor  Ellenbogen 
of  the  College  of  Agriculture,  Cornell  University. 

The  reports  on  these  projects  are  not  ready  for 
publication,  but  Professor  Ellenbogen  informs  us 
that  they  ma}'’  be  ready  in  two  months.  We  have 
no  other  matters  to  report  except  progress.  The 
activity  of  the  committee  for  the  year  1957-1958 
consists  in  implementing  the  projects  begun  in 
1956-1957. 


PART  IV 

Public  Health  Activities  C 

Cancer 

The  Subcommittee  on  Cancer  has  the  following 
membership : 
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George  E.  Moore,  M.D.,  Chairman Erie 

Louis  Berger,  M.D.,  Vice-Chairman Kings 

W.  Kenneth  Clark,  M.D.  (American  Cancer 

Society) New  York 

John  S.  Fitzgerald,  M.D Oneida 

Leonard  B.  Goldman,  M.D Queens 

LeRoy  S.  House,  M.D Otsego 

John  G.  Masterson,  M.D Kings 

Samuel  Sanes,  M.D Erie 

Paul  G.  Gerhardt,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

Theodore  Rosenthal,  M.D.,  New  York  City  De- 
partment of  Health,  Adviser New  York 

There  has  been  one  meeting  of  the  subcommittee 
this  year,  on  December  7,  1957  at  the  Roswell  Park 
Memorial  Institute  in  Buffalo. 

1.  A film  on  the  value  of  exfoliated  cytology, 
sponsored  by  the  American  Cancer  Society,  was 
approved  with  the  reservation  that  it  be  shown  to 
the  physicians  in  any  community  before  being  shown 
to  nonmedical  groups. 

2.  An  outline  of  the  American  Cancer  Society 
program  ‘ ‘Organizing  a Cytology  Program  in  a 
Community’  ’ was  approved,  with  certain  reserva- 
tions involving  the  approval  of  the  local  pathol- 
ogists. It  was  recommended  that  the  State  Society 
and  the  State  Department  of  Health  seek  further 
ways  of  enlarging  the  training  program  for  cytol- 
ogists. 

3.  A program  was  presented  as  proposed  by  the 
Bureau  of  Cancer  Control  of  the  New  York  State 
Department  of  Health  for  a demonstration  program 
to  initiate  routine  screening  of  women  entering  cer- 
tain hospitals,  in  order  to  determine  the  feasibility 
and  worth  of  such  a screening  program.  This  was 
approved  in  general  with  the  recommendation  that 
(a)  the  age  limit  be  over  thirty  years,  (6)  arrange- 
ments for  covering  the  cost  for  such  examination 
should  be  individualized  according  to  the  needs  of 
the  community  and  its  local  practices,  (c)  approval 
be  sought  of  the  New  York  Society  of  Pathologists 
and  the  New  York  State  Association  of  Public 
Health  Laboratories,  and  ( d ) a detection  program 
should  be  self-supporting  after  the  initial  evaluation 
period  and  in  arranging  for  the  screening  program, 
plans  should  be  made  to  insure  that  they  will  be 
self-supporting. 

4.  It  was  recommended  that  brief  articles  on  pre- 
cancerous  lesions  appear  in  the  New  York  State 
Journal  of  Medicine,  to  be  written  by  repre- 
sentative physicians  of  the  State. 

All  recommendations  were  approved  by  the 
Council  at  its  January  9,  1958;  meeting. 

A meeting  of  the  subcommittee  will  be  held  in 
conjunction  with  the  annual  meeting  of  the  State 
Society,  in  May?  1958. 

Heart  Disease 

The  Subcommittee  on  Heart  Disease  has  the  fol- 


lowing membership: 

J.  G.  Fred  Hiss,  M.D.,  Chairman Onondaga 

Maurice  A.  Donovan,  M.D Schenectady 

David  G.  Greene,  M.D Erie 


Norman  Plummer,  M.D New  York 

Willard  H.  Willis,  M.D Oneida 

J.  C.  Zillhardt,  M.D Broome 


There  have  been  two  meetings  of  the  Subcom- 
mittee on  Heart  Disease,  on  November  22  and 
December  20,  1957. 

1.  The  subcommittee  endorsed  the  suggestion  of 
the  New  York  State  Heart  Assembly  to  post  in  each 
operating  room  throughout  the  State  brief,  definite 
directions  for  prompt  treatment  of  “cardiac  arrest” 
during  surgical  operations.  It  also  approved  the 
endorsing  of  the  mouth-to-mouth  method  of  reviving 
people  by  artificial  respiration.  The  subcommittee 
recommended  that  the  Council  endorse  both  these 
programs,  which  it  did  at  its  December  12,  1957, 
meeting. 

2.  The  committee  approved  the  establishment 
of  local  programs  for  the  distribution  of  penicillin 
for  the  prevention  of  rheumatic  fever,  at  a reduced 
cost  for  those  people  who  cannot  afford  the  regular 
commercial  price.  The  committee  recommended 
that  each  county  medical  society  be  notified  of  such 
approval  and  that  the  Council  urge  the  county  socie- 
ties to  approve  such  local  programs  as  are  initiated 
within  the  usual  ethical  framework  of  medical  prac- 
tice. 

To  summarize,  of  the  present  procedures  available 
or  recommended  for  the  prevention  of  rheumatic 
fever  by  penicillin,  some  or  all  of  the  following  three 
methods  will  be  available  to  all  physicians  through- 
out the  State:  (a)  Private  physician,  private  pre- 
scription, and  private  pharmacist;  (6)  the  program 
above  described,  which  will  make  it  possible  for  pa- 
tients who  cannot  pay  the  regular  commercial  price 
for  penicillin  to  obtain  it  at  a lower  cost  through  one 
or  more  local  organizations  on  the  recommendation 
or  prescription  of  the  patient’s  private  physician,  and 
(c)  the  provision  of  the  penicillin  by  the  State  Health 
Department  and  the  local  health  department  of  any 
area  to  those  persons  who  cannot  pay  for  it,  in  a 
manner  similar  to  the  present  distribution  of  other 
preventive  types  of  medications  and  sera. 

3.  The  subcommittee  approved  the  “workshop” 
or  “diagnostic  type”  clinic  as  a mode  of  graduate 
medical  education  for  physicians  in  any  community. 
Several  rules  and  regulations  are  imperative,  such 
as  participation  by  any  and  all  physicians  in  an  area 
who  care  to  do  so,  patient  admission  to  such  study 
groups  by  family  physician  only,  and  all  treatment 
recommendations  to  be  made  to  the  family  physi- 
cian. The  Council,  at  its  December  12,  1957,  meet- 
ing, approved  the  subcommittee’s  recommendation 
that  all  county  medical  societies  be  requested  to  in- 
vestigate the  feasibility  of  carrying  out  such  a pro- 
gram either  alone  or  with  other  local  groups  like 
academies  of  medicine  or  physician  members  of  the 
local  heart  associations.  It  must  be  clearly  under- 
stood that  this  program  is  not  recommended  for  the 
purpose  of  taking  care  of  welfare  patients,  since 
such  care  is  an  entirely  separate  project  that  must 
be  worked  out  by  various  groups  in  each  locality. 

4.  The  committee  discussed  at  great  length 
various  problems  of  the  person  with  heart  disease 
and  his  place  in  industry.  It  is  recognized  that  at 
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the  present  time  there  are  many  obstacles  to  persons 
in  this  category  obtaining  jobs.  Some  obstacles 
are  medical,  some  are  legal — such  as  the  interpreta- 
tion of  the  Workmen’s  Compensation  Law — and 
some  are  financial,  such  as  pension  plans,  retirement 
insurance,  etc.  A subcommittee  of  the  subcommittee 
has  been  working  arduously  on  detailed  recom- 
mendations which  will  be  submitted  at  a later  date 

Medical  Film  Review 

The  Subcommittee  on  Medical  Film  Review  has 
the  following  membership: 

Kenneth  B.  Olson,  M.D.,  Chairman Albany 

Joseph  P.  Arcomano,  M.D Kings 

Jean  Watkeys,  M.D Monroe 

William  L.  Wheeler,  Jr.,  M.D New  York 

James  J.  Quinlivan,  M.D.,  Director,  Office  of 
Public  Health  Education,  New  York  State 
Department  of  Health,  Adviser Albany 

The  subcommittee  met  at  the  office  of  Dr.  James 
J.  Quinlivan  in  the  New  York  State  Department  of 
Health  building,  84  Holland  Avenue,  Albany,  on 
January  17,  1958. 

It  was  reported  that  reviews  of  films  available  at 
the  Film  Library  of  the  Department  of  Health  would 
be  published  monthly  in  the  New  York  State 
Journal  of  Medicine.  Approximately  four  film 
reviews  will  appear  in  each  issue,  and  these  reviews 
have  been  submitted  for  publication. 

A revision  of  the  Professional  Film  Catalogue  was 
completed  in  May,  1957,  and  is  available  upon  re- 
quest by  writing  to  the  Film  Library  Supervisor, 
New  York  State  Department  of  Health,  84  Holland 
Avenue,  Albany  8.  The  catalogue  lists  163  profes- 
sional medical  films  and  139  professional  nursing 
films.  This  represents  an  increase  of  11  medical 
films  and  nine  nursing  films. 

The  use  of  the  film  library  in  1957  was  as  follows: 


Category 

Requests 

Films 

Private  physicians 

129 

200 

Medical  staffs  of  hospitals 

312 

494 

Medical  schools 

73 

96 

Pharmacy  schools 

5 

5 

Nursing  schools 

3,495 

5,897 

Public  health  staffs 

768 

1,193 

Voluntary  health  agencies 

585 

818 

Colleges — biology  and  science 

952 

1,440 

Totals  1957 

6,319 

10,143 

Totals  1956 

5,673 

8,971 

The  report  indicated  an 

increasing  use 

of  pro- 

fessional  films  in  medical  education  during  the  past 
year.  It  was  also  noted  that  there  was  relatively 
little  use  of  these  films  by  medical  schools  and  staffs 
of  hospitals.  It  appears  to  be  evident  that  al- 
though good  teaching  films  are  available  for  medical 
teaching,  they  are  used  much  less  frequently  than 
similar  films  in  other  spheres  of  education. 

It  was  suggested  that  the  chairman  of  the  sub- 
committee should  canvass  the  deans  of  the  ten 
medical  schools  of  New  York  State  in  an  effort  to 
determine  why  more  films  are  not  used  in  medical 
education.  A plan  was  outlined  for  a teaching 


medical  film  conference  at  Albany  where  representa- 
tives of  each  of  the  New  York  State  medical  schools 
would  meet  with  the  subcommittee  and  discuss  the 
use  of  films,  what  films  are  needed,  and  how  existing 
films  can  be  better  used.  This  conference  would  be 
sponsored  by  the  State  Medical  Society  and  the  re- 
sults of  its  findings  should  be  reported  to  the  faculty 
of  each  medical  school  by  its  representative.  It  was 
further  suggested  that  the  representative  could  give 
a brief  demonstration  of  how  motion  pictures  can 
improve  presentation  in  many  different  medical 
teaching  disciplines  and  how  these  films  are  fre- 
quently superior  to  projected  slides. 

Further  suggestions  were  made  to  the  effect  that 
old  or  outdated  films  should  be  reviewed  and  if  con- 
sidered obsolete  should  be  removed  from  the  library. 
A modern  film  on  thoracic  surgical  procedures  was 
advised.  It  was  also  noted  that  the  present  series 
of  films  on  electrocardiography  and  cardiac  arrhyth- 
mia is  hopelessly  out  of  date.  Perhaps  a volun- 
tary health  organization  might  be  persuaded  to  pro- 
duce a new  series  of  films,  including  modern  concepts, 
on  this  subject.  Additional  films  on  physical  diag- 
nosis, including  communicable  disease,  have  been 
requested,  since  good  films  are  not  available. 

The  subcommittee  also  reviewed  three  lay  films 
on  coronary  heart  disease,  arteriosclerosis,  and  the 
abuse  of  handling  narcotics  by  nurses,  physicians, 
and  pharmacists. 

Mental  Hygiene 

The  membership  of  the  Subcommittee  on  Mental 
Hygiene  consists  of  the  following: 

William  A.  Horwitz,  M.D.,  Chairman.. New  York 


Hugh  S.  Gregory,  M.D Broome 

George  R.  Lavine,  M.D Monroe 

Francis  J.  O’Neill,  M.D Suffolk 

Curtis  T.  Prout,  M.D Westchester 

Edward  F.  Shea,  M.D Ulster 

Harry  A.  Steckel,  M.D Onondaga 

Paul  H.  Hoch,  M.D.,  New  York  State  Commis- 
sioner of  Mental  Hygiene,  Adviser Albany 


The  chairman  attended  the  Fourth  Annual  Con- 
ference of  Mental  Health  Representatives  of  the 
State  Medical  Associations,  sponsored  by  the  Ameri- 
can Medical  Association,  on  November  22  and  23, 
1957,  in  Chicago.  It  was  the  largest  conference  to 
date,  with  representation  from  46  states.  The 
principal  topics  for  group  discussion ' were  (1)  the 
role  of  the  general  practitioner  in  relation  to  the 
specific  psychiatric  case,  (2)  Blue  Cross  and  Blue 
Shield  and  other  voluntary  health  insurance  plans 
for  the  psychiatric  patient,  (3)  relationship  of  the 
psychiatrist  in  private  practice  to  the  general 
hospital  in  his  community,  and  (4)  psychiatric  and 
related  mental  health  problems  in  industry.  Your 
chairman  participated  in  the  third  group. 

It  was  apparent  that  psychiatric  general  hospital 
practice  has  developed  remarkably  in  the  last 
decade.  About  11  per  cent  of  the  general  hospitals 
in  the  country  now  have  some  beds  or  small  units 
of  10  or  15  beds  devoted  to  the  care  of  psychiatric 
patients.  In  many  hospitals  patient  acceptance  of 
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the  emotionally  sick  is  quite  high,  and  in  some  in- 
stances understanding  and  help  is  offered  by  the 
other  patients.  Nearly  all  varieties  except  habitual 
narcotic  addicts  can  be  cared  for.  With  the  aid  of 
the  doctor  whom  they  know,  many  of  these  patients 
can  be  spared  expensive,  prolonged  sanatorium 
treatment,  and  admissions  to  state  hospitals  can  be 
avoided. 

It  was  the  general  opinion  that  more  psychiatric 
facilities  in  general  hospitals  will  be  available  in  the 
near  future  due  to  the  advances  in  the  over-all  care 
of  the  psychiatric  patient.  With  the  use  of  tran- 
quilizing  medications  and  better  utilization  of  shock 
therapy  together  with  the  trend  to  brief  psycho- 
therapy, the  average  stay  of  these  patients  is  about 
twelve  to  fourteen  days  in  the  smaller  general  hos- 
pitals in  nonmetropolitan  areas.  In  the  metro- 
politan areas,  where  there  is  more  emphasis  on 
psychotherapy,  the  average  inpatient  residence  is 
about  three  to  six  weeks.  In  the  larger  medical  cen- 
ters, where  the  psychiatric  unit  is  more  autonomous 
and  where  a more  basic  attempt  is  directed  to  the 
underlying  psychopathologic  problem,  the  hospital 
stay  averages  three  to  six  months. 

It  was  felt  that  a hospital  of  over  200  beds  should 
have  an  inpatient  unit,  with  8 to  20  beds,  although 
some  discussants  believed  it  was  preferable  not  to 
separate  psychiatry  and  the  psychiatrist  from  other 
branches  of  medicine,  even  in  the  large  hospitals. 

It  was  agreed  that  outpatient  psychiatric  clinics 
directly  connected  with  the  general  hospital  are  most 
important,  allowing  for  the  better  training  and 
teaching  of  nurses,  medical  students,  and  residents 
and  enabling  the  hospital  at  large  to  become  more 
familiar  with  psychiatric  problems. 

It  was  the  definite  opinion  of  the  group  that  the 
psychiatrist  in  practice  should  be  active  in  the  hos- 
pital and  participate  in  its  problems  and  help  raise 
the  level  of  medical  practice  in  all  services  within 
the  general  hospital. 

The  group  reporting  on  “The  Role  of  the  General 
Practitioner  in  Relation  to  the  Specific  Psychiatric 
Case”  expressed  the  feeling  that  the  psychiatrist 
should  wprk  more  in  cooperation  with  the  general 
practitioner.  There  was  the  suggestion  from  some 
of  the  psychiatrists  and  practitioners  from  rural 
areas  that  the  universities  and  training  centers  send 
out  teams,  establishing  closer  relationships  with  the 
general  practitioner.  It  was  suggested  that  the 
county  medical  societies  keep  in  closer  communica- 
tion with  the  psychiatric  staff  of  the  state  institu- 
tions, to  their  mutual  advantage. 

The  group  discussing  “Blue  Cross  and  Blue  Shield 
and  other  Voluntary  Health  Insurance  Plans  for  the 
Psychiatric  Patient”  concluded  that  present  plans 
isolate  psychiatry  from  general  medicine  and  that 
this  isolation  results  in  a stigma  attached  to  nervous 
and  mental  disorders.  It  was  felt  that  arbitrary 
restrictions  excluding  psychiatry  from  hospital  bene- 
fits were  unwarranted  and  that  better  coverage 
plans  should  be  worked  out.  The  general  feeling 
was  that  a limited  coverage  for  the  first  two  to  four 
weeks  of  a mental  illness  was  possible  in  a private 
or  general  hospital  and  could  be  attained  without 


excessively  increasing  the  cost  of  the  voluntary 
health  insurance  plans. 

The  group  on  “Psychiatric  and  Related  Mental 
Health  Problems  in  Industry”  concluded  that  de- 
velopments in  industry  have  resulted  in  a greater 
concern  over  the  emotional  stability  of  workers  in 
some  fields  that  affect  the  general  welfare.  It  was 
pointed  out  that  emotionally  stable  people  were 
necessary  to  operate  atomic  reactors  safely,  and  that 
in  a recent  nuclear  fire  the  question  of  stable  emo- 
tional individuals  was  of  great  importance.  It  was 
pointed  out  that  with  the  increase  of  highway  deaths 
there  is  a need  for  greater  adherence  to  the  concept 
that  the  public  be  protected  from  the  emotionally 
unstable,  the  psychopath,  the  alcoholic,  etc.  It 
was  also  shown  that  although  standards  are  high 
for  the  regular  major  airlines,  private  pilots  and 
some  types  of  commercial  pilots  had  very  inadequate 
safeguards  as  to  the  emotional  standards  of  the  flyers. 

The  participants  in  the  conference  felt  that  the 
wide  exchange  of  opinion  from  all  over  the  country 
was  mutually  beneficial. 

There  will  be  a meeting  of  the  subcommittee  in 
April,  1958. 


PART  V 


Public  Health  Activities  D 

Diabetes 

The  Subcommittee  on  Diabetes  has  the  following 
membership: 

Charles  B.  F.  Gibbs,  M.D.,  Chairman.  . .Monroe 


George  E.  Anderson,  M.D Kings 

Maynard  E.  Holmes,  M.D Onondaga 

Leonard  J.  Schiff,  M.D Clinton 

Frederick  W.  Williams,  M.D Westchester 


The  role  of  the  State  Medical  Society  in  the  prob- 
lems of  diabetes  detection  and  the  further  education 
of  laymen  and  physicians  was  considered  at  a meet- 
ing of  the  Subcommittee  on  Diabetes  on  September 
16,  1957.  It  was  decided  that  a letter  would  be 
sent  to  the  chairman  on  diabetes  of  each  county 
medical  society  urging  his  active  interest  in  local 
efforts  for  detection  and  education.  It  was  empha- 
sized that  the  American  Diabetes  Association  would 
be  most  helpful  in  supplying  test  outfits  and  litera- 
ture as  well  as  suggestions  for  the  management  of 
detection  drives. 

In  Rochester,  as  an  example,  this  was  accom- 
plished in  two  centers  of  study,  in  cooperation  with 
a search  by  the  ophthalmologists  for  glaucoma. 
Approximately  800  persons  were  screened  and  27 
new  diabetics  discovered. 

The  next  meeting  will  consider  this  localized  plan 
for  screening,  together  with  a search  for  glaucoma 
and  possibly  tuberculosis,  and  the  question  of  ap- 
proaching labor  organizations  as  favorable  groups 
for  surveys. 
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The  importance  of  fixing  a diagnosis  by  the 
patient’s  own  physician  on  the  basis  of  blood  sugar 
tests  will  be  considered  also,  since  it  is  found  that 
detection  of  probable  diabetes  may  be  rejected  by 
finding  a negative  urine  test  for  sugar. 

It  is  also  hoped  to  explore  further  cooperative 
efforts  with  the  American  Diabetes  Association  and 
with  Dr.  Frank  W.  Reynolds,  director  of  the  Bureau 
of  Chronic  Diseases  and  Geriatrics  of  the  New  York 
State  Department  of  Health. 

Geriatrics 

The  membership  of  the  Subcommittee  on  Geri- 
atrics is  as  follows: 

Frederic  D.  Zeman,  M.D.,  Chairman.  .New  York 


Ben  Albert  Borkow,  M.D Kings 

Elton  R.  Dickson,  M.D Broome 

Stephen  A.  Graczyk,  M.D Erie 

Charles  Steyaart,  M.D Wayne 

Joseph  J.  Witt,  M.D Oneida 


Frank  W.  Reynolds,  M.D.,  Director  of  Bureau 
of  Chronic  Diseases  and  Geriatrics,  New  York 
State  Department  of  Health,  Adviser . . .Albany 

The  Regional  Meeting  on  Geriatrics  in  Phila- 
delphia on  December  2,  1957,  called  by  the  Com- 
mittee on  Aging  of  the  Council  on  Medical  Service 
of  the  American  Medical  Association,  was  reported 
at  the  subcommittee  meeting  in  January,  1958.  Two 
members  of  the  subcommittee  who  attended  were 
impressed  by  the  high  caliber  of  the  speakers  and 
the  wealth  of  information  derived.  Of  special  in- 
terest was  the  discussion  of  the  function  of  the 
county  medical  society  in  this  field. 

Dr.  Dickson  stated  he  had  raised  at  the  meeting 
the  problem  of  employment  of  the  sixty-five-year- 
old  and  over  in  industry.  His  local  committee  in 
Binghamton  have  urged  that  employers  select  jobs 
which  can  be  performed  by  four  such  persons  for 
three  months,  each,  during  a given  year.  The  wages 
for  each  employe  must  not  exceed  the  maximum 
allowed  by  laws  to  a retired  person  receiving  Social 
Security  benefits. 

Dr.  Borkow,  who  had  also  attended  the  confer- 
ence, said  he  had  offered  three  suggestions:  (1) 
education  of  the  individual  as  to  how  to  grow  old; 
(youth  is  glorified  in  all  communications  media  and 
the  older  person  must  be  reassured  as  to  the  value 
of  the  “elder  citizen”);  (2)  education  of  the  family, 
(every  old  person  cannot  be  institutionalized  and 
his  relatives  must  be  informed  as  to  how  to  deal 
with  him  and  make  allowances  for  his  idiosyncra- 
cies);  (3)  education  of  the  doctors,  who,  in  general, 
merely  tolerate  the  older  patient.  It  was  suggested 
that  the  subcommittee  might  urge  the  A.M.A.  to 
follow  through  on  this  type  of  program. 

The  chairman  summarized  the  efforts  of  both  the 
Medical  Society  and  the  State  Department  of  Health 
in  the  joint  project  on  education  of  physicians,  pro- 
fessional nurses,  and  lay  public  on  the  management 
of  hemiplegia  in  the  aged.  Meetings  were  held  by 
several  of  the  county  medical  societies,  including 
Schenectady,  Fulton,  Albany,  Rennselaer,  and 
Sullivan,  and  the  topic  was  covered  at  an  alumni 


meeting  at  the  University  of  Rochester,  at  the 
Annual  Public  Health  Conference  in  Albany,  and 
at  the  Rochester  regional  conference  of  health 
officers,  physiotherapists,  etc.  Also,  the  Health 
Department  conducted  courses  for  public  health 
nurses  at  Montefiore  Hospital  in  the  Bronx  and  in 
other  locations  in  the  State. 

There  was  discussion  of  possible  topics  for  the  next 
joint  project.  Counselling  service  for  the  older 
person,  especially  the  one  about  to  retire,  appeared 
to  be  a most  urgent  need  and  one  which  was  usually 
neglected  by  the  practitioner.  Dr.  Witt  told  of  the 
Center  for  Senior  Citizens  under  the  auspices  of  the 
Community  Council  in  Utica;  Dr.  Dickson  said  that 
his  area  would  like  to  set  up  a screening  program 
where  the  problems  could  be  directed  into  the 
proper  medical  and  economic  channels.  It  was 
agreed,  however,  that  the  screening  should  be  ac- 
complished in  the  private  physician’s  office,  pref- 
erably. Dr.  Reynolds  reported  that  the  Schenec- 
tady County  Medical  Society  was  promoting  a 
checkup  by  the  practitioner  at  a nominal  fee.  A 
screening  history  similar  to  the  Cornell  question- 
naire is  employed  in  these  examinations.  Dr. 
Reynolds  was  asked  to  find  out  whether  this  proj- 
ect was  accomplishing  its  objectives. 

It  was  finally  agreed  to  ask  the  county  medical 
societies  to  indicate  their  choice  of  two  topics  for  the 
program  to  be  undertaken  with  the  Health  Depart- 
ment for  the  following  year,  i.e.,  (1)  “Mental  Health 
in  Old  Age”  or  (2)  “Maintenance  of  Health  in  Old 
Age.”  Under  the  latter  subject,  particularly,  the 
problem  of  counselling  could  be  emphasized. 

The  chairman  reviewed  the  background  of  the 
present  state  of  confusion  surrounding  the  inves- 
tigation into  the  possibility  of  transferring  the  certi- 
fication of  nursing  homes  from  the  New  York  State 
Department  of  Social  Welfare  to  the  Department  of 
Health.  Inasmuch  as  Mr.  Abrams,  director  of  the 
Joint  Legislative  Committee  on  Problems  of  the 
Aging,  had  misconstrued  the  intent  of  the  meeting 
of  the  Ad  Hoc  Committee  in  June,  1957,  and  had 
communicated  directly  with  county  medical  societies 
instead  of  through  the  Subcommittee  on  Geriatrics, 
all  reports  from  these  societies  have  been  made  to 
him.  The  subcommittee  voted  to  ask  Mr.  Abrams 
for  a copy  of  all  these  reports  and  to  call  a meeting 
with  him  to  consider  them.  This  recommendation 
was  approved  by  the  Council  on  January  9,  1958. 

There  was  considerable  discussion  of  the  advan- 
tages of  home  care  programs  over  the  usual  nursing 
home  facilities.  Dr.  Reynolds  mentioned  the  study 
being  conducted  by  the  State  Health  Department 
of  persons  in  county  homes  and  infirmaries,  with  re- 
spect to  their  potentialities  for  rehabilitation.  Of 
1,000  individuals  checked  by  psychiatrists  about 
half  were  found  to  have  possibilities,  with  occupa- 
tional therapy  the  greatest  need. 

Another  meeting  of  the  subcommittee  will  be  held 
in  March,  1958. 

Hard  of  Hearing  and  the  Deaf 

The  Subcommittee  on  Hard  of  Hearing  and  the 
Deaf  has  the  following  membership: 


1108 


New  York  State  J.  Med. 


COUNCIL 


Edmund  P.  Fowler,  Sr.,  M.D.,  Chairman 


New  York 

Greydon  Boyd,  M.D New  York 

Karl  W.  Gruppe,  M.D Oneida 

Gordon  D.  Hoople,  M.D Onondaga 

C.  Stewart  Nash,  M.D Monroe 

Samuel  Zwerling,  M.D Kings 

Clarence  D.  O’Connor,  Ph.D.,  Lexington  School 

for  the  Deaf,  Adviser New  York 

Mrs.  Eleanor  C.  Ronnei,  New  York  League  for 
Hard  of  Hearing,  Adviser New  York 


During  the  year  that  is  past,  all  of  the  members 
of  the  subcommittee  have  continued  to  function  as 
clearing  houses  for  information  to  physicians,  school 
teachers,  parents,  and  medical  agencies. 

Dr.  Nash  reports  that  the  Rochester  Hearing 
and  Speech  Center  is  still  controlled  by  nonmedical 
personnel  and  in  his  opinion  is  carrying  on  some 
work  which  is  not  indicated  and  some  of  which  should 
definitely  be  handled  by  the  Rochester  School  for 
the  Deaf.  He  is  still  striving  to  correct  the  condi- 
tions. 

Dr.  Gruppe  reports  that  the  work  of  the  Utica 
Hearing  and  Speech  Center  is  expanding  rapidly 
and  the  degree  of  followup  of  cases  is  improving. 
A new  diagnostic  service  has  been  added  and  every 
three  months,  as  needed,  is  staffed  gratis  by  neurol- 
ogists, psychiatrist,  psychologist,  pediatrician,  and 
an  otologist.  The  bimonthly  open  meetings  have 
been  well  attended.  Middle  ear  plastic  work  and 
the  surgery  of  otosclerosis  is  being  applied  more 
and  more  and  with  good  average  results.  He  sug- 
gests that  the  subcommittee  sponsor  cartoons  and 
short  stories  for  circulation  to  parents  through  the 
schools,  mentioning  available  State  aid  for  their 
children.  He  also  suggests  that  we  sponsor  a com- 
mittee for  a State-wide  poster  contest  related  to 
hearing  and  speech  problems. 

A heavy  case  load  at  the  Hearing  and  Speech 
Center  in  the  Syracuse  area  is  reported  by  Dr. 
Hoople.  He  has  prepared  a detailed  account  of 
over  19,000  services  rendered  during  the  past  year, 
and  the  New  York  State  and  county  distribution  of 
the  case  load. 

Dr.  Zwerling  reports  that  within  a year  the  State 
University  of  New  York  College  of  Medicine  at  New 
York  City  expects  to  open  a complete  otologic  clinic 
and  service  at  the  Kings  County  Hospital  Division. 
He  also  states  that  there  are  several  schools  avail- 
able in  which  lip  reading  is  taught.  He  has  been 
asked  by  the  New  York  League  for  the  Hard  of 
Hearing  to  list  six  qualified  otologists  in  Kings 
County  who  are  competent  to  receive  referrals  from 
them. 

Dr.  Boyd  proposes  that  the  committee  publish  a 
directory  thoroughly  covering  the  facilities  for  the 
hard  of  hearing  and  the  deaf  on  a pay  basis  and  free 
services.  This  publication  should  be  sent  to  pedia- 
tricians, otologists,  and  probably  the  schools. 

A major  advance  has  been  made,  Mrs.  Ronnei  re- 
ports, by  the  initiation  of  an  organization  called  the 
Greater  New  York  Council  of  Agencies  for  the 
Hearing  Impaired,  the  purpose  of  which  is  to  co- 
ordinate activities  of  member  agencies  and  provide 


increased  services  to  the  community.  There  are  21 
member  agencies  from  public  and  private  hospitals, 
college  speech  and  hearing  clinics  and  speech  schools 
for  the  deaf  in  the  Greater  New  York  area. 

Dr.  O’Connor  of  the  Lexington  School  for  the  Deaf 
reports  that  they  are  continuing  to  provide  a full 
program  extending  from  nursery  school  through 
junior  high  school.  They  also  have  a postgraduate 
class  doing  10th  or  1 1th  grade  work,  preparatory  for 
high  school  or  college.  With  the  assistance  of  the 
Office  of  Vocational  Rehabilitation  they  are  plan- 
ning a follow-up  study  of  former  pupils  who  have 
left  the  school  during  the  past  twenty  years.  They 
are  also  following  50  former  pupils  who  were  inte- 
grated into  normally  hearing  classes  for  children  in 
either  public  or  private  schools.  These  studies  may 
furnish  information  as  to  the  criteria  that  should  be 
used  in  determining  if  and  when  the  deaf  child 
should  be  integrated  with  the  normally  hearing 
school  children. 

The  chairman  has  just  been  informed  that  the 
Broome  County  Medical  Society  has  endorsed  the 
formation  of  a Hearing  and  Speech  Center  for 
Southern  New  York.  It  is  expected  to  be  in  opera- 
tion within  a month  or  two  in  Binghamton. 

At  the  next  meeting  of  the  subcommittee,  on 
May  11,  1958,  there  will  be  considered  the  advisa- 
bility of  entering  the  field  of  industrial  conserva- 
tion of  hearing,  as  well  as  several  other  possible 
activities  of  the  subcommittee. 

Physical  Medicine  and  Rehabilitation 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  has  the  following  membership: 


George  M.  Raus,  M.D.,  Chairman Onondaga 

Alvin  R.  Carpenter,  M.D Broome 

Morton  Hoberman,  M.D New  York 

Alfred  L.  Lane,  M.D Monroe 

Edward  J.  Lorenz,  M.D Westchester 

Edward  W.  Lowman,  M.D New  York 

Leonard  D.  Policoff,  M.D Albany 

Jerome  S.  Tobis,  M.D New  York 

Cerebral  Palsy  Subcommittee 
William  B.  Snow,  M.D.,  Chairman.  .New  York 

Henry  L.  Bibby,  M.D Ulster 

George  G.  Deaver,  M.D New  York 

Russell  P.  Schwartz,  M.D Monroe 

There  have  been  no  meetings  to  date  of  this  com- 


mittee. However,  the  members  were  canvassed  for 
nominations  for  the  annual  Physician’s  Award  from 
the  President’s  Committee  on  Employment  of  the 
Physically  Handicapped,  with  the  result  that  the 
name  of  Dr.  Robert  H.  Manheimer  of  the  Bronx  was 
submitted  to  Mr.  Orin  Lehman,  chairman  of  the 
Governor’s  (of  New  York  State)  Committee  on 
“Employ  the  Physically  Handicapped.”  He  will 
receive  a Citation  for  Meritorious  Service  from  the 
Governor’s  Committee  and  will  become  one  of  the 
candidates  from  the  48  states  for  the  Physician’s 
Award  from  the  President. 

The  Subcommittee  on  Cerebral  Palsy  met  on 
November  15,  1957,  to  review  the  committee’s  orig- 
inal purposes.  It  appeared  that  urgent  matters 
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regarding  cerebral  palsy  which  were  prevalent  when 
the  committee  was  formed  no  longer  are  pressing, 
although  there  are  problems  associated  with  cerebral 
palsy  which  may  arise  and  which  should  be  brought 
to  the  attention  of  the  committee  and  of  the  State 
Society. 

Dr.  Bibby  stated  that  Mr.  Robert  O’Donnell, 
secretary  to  the  New  York  State  Cerebral  Palsy 
Association,  had  discussed  with  him  problems  exist- 
ing in  the  manning  of  clinics  in  the  northern  part  of 
New  York  State.  It  was  decided  at  the  committee 
meeting  that  Mr.  O’Donnell  be  advised  to  contact 
Dr.  Snow  to  discuss  these  matters.  The  results  of 
their  discussion  will  be  reported  at  a later  date. 

It  was  unanimously  decided  that  in  the  future  the 
Subcommittee  on  Cerebral  Palsy  should  not  be 
considered  an  active  committee  but  rather  a ‘ ‘stand- 
by’ ’ committee. 


Addiction  to  Alcohol  and  Narcotics 

The  Subcommittee  on  Addiction  to  Alcohol  and 
Narcotics  has  the  following  membership: 


Herbert  Berger,  M.D.,  Chairman Richmond 

Marvin  A.  Block,  M.D Erie 

Jerome  Leon,  M.D Queens 


Two  members  of  the  subcommittee  serve  on  the 
Advisory  Committee  on  Alcoholism  of  the  Inter- 
departmental Health  Resources  Board  (an  official 
New  York  State  government  body)  which  meets  at 
bimonthly  intervals.  This  board  has  reviewed 
the  public  health  aspects  of  alcoholism  and  worked 
out  cooperative  plans  for  control  with  the  State 
Education  Department,  the  State  Department  of 
Mental  Hygiene,  the  Labor  Department,  and  the 
Attorney  General’s  office.  It  has  published  a 
booklet  which  will  be  sent  to  physicians,  legislators, 
educators,  and  police  officers  throughout  the  State. 

The  subcommittee  has  inaugurated  a series  of 
papers  on  alcoholism  which  are  now  appearing  in 
the  New  York  State  Journal  of  Medicine.  An 
editorial,  also,  has  been  prepared  for  the  Journal, 
as  well  as  an  article  for  Health  News , the  monthly 
publication  of  the  New  York  State  Department  of 
Health.  A member  of  the  committee  has  edited 
papers  on  alcoholism  which  have  appeared  in  the 
Journal  of  the  American  Medical  Association. 

In  the  field  of  narcotic  addiction  members  of  the 
committee  have  testified  before  the  Joint  Legislative 
Committee  of  New  York  State  and  have  addressed 
many  professional  and  lay  organizations  in  New 
York  State  and  elsewhere.  These  include  the  New 
York  Psychiatric  Association,  the  Brooklyn  Bar 
Association,  the  Parent-Teachers  Association  of  New 
Jersey  and  the  Woman’s  Auxiliary  of  the  Medical 
Society  of  the  State  of  New  York.  A large  corre- 
spondence is  carried  on  not  only  in  this  area  but 
throughout  the  United  States  and  several  foreign 
countries. 

The  committee  has  cooperated  with  the  Special 
Committee  of  the  American  Medical  Association 
on  the  misuse  of  amphetamine  in  the  athletic  world. 
Resolutions  against  this  practice  have  been  passed 


by  the  International  Olympic  Association  and  the 
Amateur  Athletic  Union. 


part  vi 


Hospital  and  Professional  Relations 

The  Hospital  and  Professional  Relations  Com- 
mittee has  the  following  membership: 

James  Greenough,  M.D.,  Chairman Oneonta 


Bernard  A.  Watson,  M.D Clifton  Springs 

Vincent  J.  Coffins,  M.D New  York 


Two  meetings  have  been  held  this  year,  one  on 
July  30,  1957,  the  second  on  January  8,  1958.  All 
members  of  the  committee  were  present  at  both 
meetings.  Mr.  Robert  C.  Killough,  Jr.,  Assistant 
Commissioner  of  Education  for  Professional  Educa- 
tion, was  invited  to  the  first  meeting.  President 
Givan  and  Secretary  Anderton  were  present  at  the 
first  meeting  and  at  part  of  the  second  meeting. 

After  discussion,  it  was  recommended  by  the 
committee  to  the  Council  to  request  the  Legisla- 
tion Committee  to  attempt  to  amend  Section  6513 
of  the  Education  Law  to  make  it  a misdemeanor  for 
anyone  to  aid  and  abet  an  unlicensed  person  to 
practice  medicine. 

It  was  also  recommended  that  an  amendment  to 
Section  6512  of  the  Education  Law  be  introduced, 
limiting  the  time  to  be  spent  as  an  intern  to  one  or 
two  years. 

It  was  also  decided  to  ask  the  Council  to  intro- 
duce an  amendment  to  the  Education  Law,  requir- 
ing that  an  admitting  physician  in  a hospital  would 
have  to  be  a licensed  physician. 

The  Legislation  Committee  has  acted  on  these 
three  recommendations  and  the  bills  have  been 
introduced  as  of  this  date. 

The  committee  recommended  to  the  Council  that 
Mr.  Charles  Royle,  secretary  of  the  New  York  State 
Hospital  Association,  and  the  Secretary  of  the 
Greater  New  York  Hospital  Association  be  informed 
that  the  House  of  Delegates  disapproves  of  com- 
pulsory contributions  from  doctors  toward  the 
maintenance  and  building  funds  of  hospitals  as  being 
contrary  to  the  ethics  of  medicine. 

The  committee  recommended  that  the  secretary 
of  the  Society  write  the  New  York  State  Hospital 
Association  and  the  Greater  New  York  Hospital 
Association,  transmitting  the  recommendation  of 
the  House  of  Delegates  urging  general  hospitals  of 
this  State  to  establish  facilities  suitable  for  the  man- 
agement of  alcoholics. 

The  committee  has  reviewed  at  both  meetings  the 
report  of  the  House  of  Delegates  which  requested  a 
study  relative  to  the  advisability  of  testing  in  the 
courts  the  legality  of  the  practice  of  medicine  by 
hospitals.  At  the  present  time  it  is  the  opinion  of 
Mr.  Charles  A.  Brind,  Jr.,  counsel  to  the  New  York 
State  Education  Department,  and  Mr.  William  F. 
Martin,  counsel  of  the  Medical  Society  of  the  State 


1110 


New  York  State  J.  Med. 


COUNCIL 


of  New  York,  that  the  practice  of  medicine  by  char- 
itable hospitals  is  not  prohibited  in  the  State  of 
New  York.  The  Attorney  General  of  the  State  of 
New  York  has  also  rendered  a similar  opinion  in 
insurance  cases. 

The  committee  voted  and  so  reported  to  the  Coun- 
cil that  in  view  of  the  opinion  cited  there  would 
be  no  object  in  attempting  legal  action  in  this 
matter.  It  also  recommended  that  an  opinion  be 
obtained  from  Eugene  A.  Sherpick,  Esq.,  who  stated 
in  an  article  written  in  conjunction  with  Dr.  David 
J.  Kaliski  and  published  in  the  New  York  State 
Journal  of  Medicine,  September  15,  1956,  page 
2871,  that  the  practice  of  medicine  by  hospitals  was 
illegal. 

Complaints  by  physicians  of  the  action  of  vari- 
ous hospital  administrators  were  received  and  dis- 
cussed. In  these  cases  it  was  found  that  the  matter 
referred  to  was  definitely  of  local  rather  than  State- 
wide importance,  and  it  was  suggested  to  the  com- 
plaining physicians  that  the  matters  be  taken  up 
with  the  local  county  medical  society. 

A complaint  from  Dr.  Edwin  Emma,  chairman 
of  the  Committee  on  Foreign  Graduates,  New  York 
State  Society  of  Anesthesiologists,  concerning  the 
decision  of  Mr.  Killough,  of  the  Education  Depart- 
ment, refusing  to  accept  a year  of  anesthesiology 
residency  as  part  of  the  required  two-year  training 
of  graduates  of  foreign  medical  schools,  was  dis- 
cussed at  length.  The  committee  recommended 
to  the  Council  that  the  Society  go  on  record  to  the 
effect  that  approved  anesthesiology  residencies  do 
provide  a broad  medical  experience  and  education, 
and  such  training  should  be  considered  basically 
equal  to  training  in  other  specialties.  It  is  recom- 
mended that  further  efforts  be  made  to  persuade 
the  Education  Department  to  accept  a year  of  resi- 
dency in  anesthesia  as  meeting  a year’s  require- 
ment for  hospital  training  of  foreign  graduates,  as 
is  done  in  all  the  other  specialties. 

After  prolonged  discussion  of  the  draft  of  the 
agreement  between  the  Hospital  Association  of 
New  York  State  and  the  Medical  Society  of  the 
State  of  New  York,  which  has  been  studied  for  four 
years,  the  committee  by  majority  vote  came  to  the 
following  conclusion:  In  view  of  the  opinion  cited 
above  as  to  the  legality  of  charitable  and  nonprofit 
hospitals  employing  physicians  to  practice  medicine, 
and  in  view  of  the  communications  received  from 
the  American  Medical  Association  strongly  recom- 
mending that  committees  be  established  on  the  local 
and  state  level  to  arbitrate  disputes  between  mem- 
bers of  the  medical  profession  and  hospital  adminis- 
trators, the  committee  recommends  the  approval 
by  the  Council,  its  submission  to  the  House  of  Dele- 
gates with  the  Council  approval,  and  the  approval 
of  the  House  of  Delegates  of  the  attached  agree- 
ment, which  has  already  been  ratified  by  the  Hos- 
pital Association  and  which  does  not  differ,  essen- 
tially, from  the  agreement  recommended  to  the 
House  of  Delegates  at  its  last  meeting  in  1957. 

PROPOSED  GUIDING  PRINCIPLES 

HOSPITAL-PHYSICIAN  RELATIONSHIPS 
to  be  accepted  and  recommended  by  the  Hospital 


Association  of  New  York  State  and  the  Medical 
Society  of  the  State  of  New  York 

The  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  and  the  Institutional 
members  of  the  Hospital  Association  of  New  York 
State  agree  to  the  following  principles  and  recom- 
mend they  be  followed  as  a guide  in  the  matter  of 
hospital-physician  relationships : 

1.  The  general  purpose  of  nonprofit  hospitals  and 
physicians  is  to  aid  each  other  in  the  delivery 
of  the  best  possible  medical  care  to  patients. 
To  attain  such  a purpose  requires  full  co- 
operation among  medical  staffs,  governing 
boards,  and  administrative  heads  of  hospitals. 
One  important  method  of  attaining  this  ob- 
jective is  that  duly  designated  representatives 
of  the  medical  staff  shall  have  free  and  direct 
access  to  the  governing  board  with  due  con- 
sideration to  the  position  of  the  administrator 
as  chief  executive  officer  of  the  hospital.  The 
various  methods  by  which  the  medical  staff 
may  have  access  to  the  hospital  governing 
board  follow.  These  methods  are  not  listed 
in  the  order  of  their  desirability,  and  there  may 
be  other  acceptable  liaison  plans  developed 
depending  upon  local  conditions. 

(a)  The  executive  committee  of  the  medical 
staff  and  a committee  of  the  governing 
board  with  the  hospital  administrator 
can  serve  as  a joint  committee. 

( b ) Representatives  of  the  medical  staff  can 
serve  as  members  of  the  medical  staff 
committee  of  the  governing  board  with 
the  hospital  administrator. 

(c)  Representatives  elected  by  the  medical 
staff  can  attend  meetings  of  the  hospital 
governing  board. 

( d ) Members  of  the  medical  staff  can  be 
members  of  the  hospital  governing  board. 

2.  The  professional  evaluation  of  chiefs  of  service 
and  members  of  the  medical  staff  should  be  the 
responsibility  of  the  medical  profession.  The 
method  of  selection  of  these  individuals  must  be 
subject  to  local  arrangement  and  local  condi- 
tions. In  any  such  arrangement,  however,  the 
principle  of  the  freedom  of  the  staff  to  make 
recommendations,  subject  to  the  approval  of 
the  hospital  governing  board,  should  be  recog- 
nized. 

3.  The  medical  profession  and  the  nonprofit  hos- 
pitals recognize  that  certain  special  services, 
such  as  anesthesiology,  pathology,  radiology, 
and  physical  medicine  are  integral  parts  of  the 
practice  of  medicine  and  of  the  services  neces- 
sary for  hospital  patients.  Physicians  in  these 
fields  should  have  the  professional  status  of 
other  members  of  the  medical  staff.  Chiefs  in 
these  specialties  must  assume  also  the  ad- 
ministrative responsibilities  and  relationships 
customarily  associated  with  such  positions, 
including  voice  and  vote  on  the  executive  com- 
mittee of  the  medical  staff. 

4.  The  financial  arrangements,  if  any,  between  a 
nonprofit  hospital  and  a physician  properly 
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may  be  placed  on  any  mutually  satisfactory 
basis,  but  a physician  shall  not  dispose  of  his 
professional  services  to  any  hospital,  lay  body, 
organization,  group  or  individual,  by  whatever 
name  called  or  however  organized,  under 
terms  or  conditions  which  allow  diversion  of 
fees  in  such  manner  as  to  cause  deterioration 
in  the  quality  of  the  medical  services  or  to 
provide  financial  assistance  to  a hospital  for  any 
purpose  other  than  improvement  of  profes- 
sional care.  This  shall  apply  in  all  cases,  what- 
ever the  purpose  of  the  financial  arrangement 
may  be,  including  the  remuneration  of  a physi- 
cian for  teaching,  research,  and  charitable 
services. 

5.  The  chief  of  a hospital  department  may  have 
access  to  financial  information  regarding  his 
department. 

6.  It  is  desirable  that  means  should  be  provided 
at  local,  state,  and  national  levels  for  review  of 
problems  of  individual  hospital-physician  rela- 
tionship by  organized  medical  and  hospital 
groups. 

7.  There  shall  be  established  a Permanent  Policy 
Committee  composed  of  the  Committee  on 
Medical  Relations  of  the  Hospital  Associa- 
tion of  New  York  State  and  the  Hospital  and 
Professional  Relations  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  which 
will  meet  at  least  annually  to  consider  matters 
of  policy  and  any  other  matters  properly  falling 
within  its  purview. 

8.  Appointments  and  reappointments  of  hospital 
medical  staffs  shall  be  governed  by  the  rules 
and  regulations  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  (See  Appendix  A.) 

9.  Mediation  Procedure. 

(a)  Any  member  of  a hospital  staff  who  feels 
that  he  has  a grievance  against  his  hos- 
pital shall  first  attempt  to  obtain  ad- 
justment of  the  situation  within  the 
institution  through  the  administrator, 
the  medical  staff,  and  the  governing 
body.  Failing  in  this,  he  shall  be  free 
to  present  his  case  before  the  Joint  State 
Committee  mentioned  below,  without 
prejudice  to  his  position  in  the  hospital. 

( b ) The  administrator  of  any  hospital  shall 
similarly  be  free  to  present  any  griev- 
ance against  a staff  member  to  the  Joint 
State  Committee  without  prejudice  to 
his  position  as  an  administrator,  provided 
he  has  failed  to  obtain  adjustment  of  the 
situation  within  the  institution  through 
the  medical  staff  and  the  governing  body. 

(c)  The  Joint  State  Committee  shall  consist 
of  two  members  from  the  Medical  Society 
of  the  State  of  New  York  who  shall  be 
appointed  by  the  president  of  that  Society 
and  two  members  from  the  Hospital 
Association  of  New  York  State  who  shall 
be  appointed  by  the  president  of  that 
association.  These  four  shall  select  a 
fifth  member  who  shall  be  chairman. 
He  shall  be  neither  a physician,  a hos- 


pital administrator,  nor  a member  of  a 
hospital  governing  body.  The  decision 
of  this  committee  shall  be  reported  to 
both  parent  bodies  and  shall  be  final  un- 
less and  until  provision  is  made  for  ap- 
peal to  the  national  level. 

Approval  of  these  recommendations  by  the  Medi- 
cal Society  of  the  State  of  New  York  and  by  the 
Hospital  Association  of  New  York  State  will  mean 
that  each  organization  will  use  its  influence  to  se- 
cure their  adoption  and  practice  in  good  faith  by  all 
members  of  the  Medical  Society  of  the  State  of  New 
York  and  by  all  hospitals  in  the  Association. 

Pending  approval  of  these  recommendations  by 
the  respective  governing  bodies  of  the  two  organiza- 
tions, each  organization  is  urged  to  refrain  from  any 
legislative  action.  The  representatives  of  both 
groups  are  of  the  opinion  that  the  problems  con- 
cerned cannot  be  satisfactorily  solved  by  legislation 
and  that  to  attempt  to  enact  any  such  legislation 
would  jeopardize  any  agreement  between  the  two 
bodies. 

APPENDIX  A 

PRINCIPLES  OF  HOSPITAL  MEDICAL  STAFF 
TENURE 

(Approved  by  House  of  Delegates  in  1956) 

Section  1.  Qualifications 

The  applicant  for  membership  on  the  medical 
staff  shall  be  a graduate  of  an  approved  medical 
school,  legally  licensed  to  practice  in  the  State  of 
New  York,  qualified  for  membership  in  the  local 
medical  society  and  practicing  in  the  community 
or  within  a reasonable  distance  of  the  hospital. 

Section  2.  Ethics  and  Ethical  Relationships 
The  code  of  ethics  as  adopted  bj^  the  Medical 
Society  of  the  State  of  New  York  shall  govern  the 
professional  conduct  of  the  members  of  the  medical 
staff.  Specifically,  all  members  of  the  medical 
staff  shall  pledge  themselves  that  they  will  not  re- 
ceive from  nor  pay  to  another  physician,  either 
directly  or  indirectly,  any  part  of  a fee  received  for 
professional  services. 

Section  3.  Terms  of  Appointment 

Subsection  1.  Appointment  shall  be  made  by 
the  governing  body  of  the  hospital  and  shall  be  for 
the  period  of  one  year  or  until  the  end  of  the  fiscal 
3rear  of  the  hospital.  At  the  end  of  the  fiscal  year 
the  governing  body  of  the  hospital  may  reappoint 
all  members  of  the  medical  staff  for  a further  period 
of  one  year,  provided  the  medical  Staff  has  not 
recommended  that  any  specific  appointment  shall 
not  be  renewed.  In  such  case  all  other  reappoint- 
ments may  be  made. 

Subsection  2.  In  no  case  shall  the  governing 
body  take  action  on  an  application,  refuse  to  renew 
an  appointment,  or  cancel  an  appointment  pre- 
viously made  without  conference  with  the  medical 
staff. 

Subsection  8.  Appointment  to  the  medical  staff 
shall  confer  on  the  appointee  onty  such  privileges 
as  may  hereinafter  be  provided. 

Section  4.  Procedure  for  Appointment 

Subsection  1.  Application  for  membership  on 
the  medical  staff  shall  be  presented  in  writing,  on  the 
prescribed  form,  which  shall  state  the  qualifications 
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and  references  of  the  applicant  and  shall  also  sig- 
nify his  agreement  to  abide  by  the  bylaws,  rules, 
and  regulations  of  the  medical  staff.  The  applica- 
tion for  membership  on  the  medical  staff  shall  be 
presented  to  the  administrator  of  the  hospital  who 
shall  transmit  it  to  the  secretary  of  the  medical 
staff. 

Subsection  2.  At  the  first  regular  meeting  there- 
after the  secretary  shall  present  the  application  to 
the  medical  staff  at  which  time  it  shall  be  either 
recommended  for  rejection  or  referred  to  the  creden- 
tials committee. 

Subsection  3.  The  credentials  committee  shall 
investigate  the  character,  qualifications,  and  stand- 
ing of  the  applicant  and  shall  submit  a report  of 
findings  at  the  next  regular  meeting  of  the  medical 
staff  or  as  soon  thereafter  as  possible,  recommend- 
ing that  the  application  be  accepted,  deferred,  or 
rejected.  In  no  case  shall  this  report  be  delayed  for 
more  than  three  months. 

Subsection  J.  When  determining  qualifications 
the  credentials  committee  shall  also  assign  privileges 
in  accordance  with  the  following: 

1.  Classification  of  Privileges:  Privileges  granted 
to  physicians  who  have  been  appointed  to  the 
medical  staff  shall  be  recommended  by  the  creden- 
tials committee. 

2.  Determination  of  Privileges: 

(а)  The  determination  of  initial  privileges  shall 
be  based  upon  the  applicant’s  training,  experience, 
and  demonstrated  competence. 

(б)  Determination  of  extension  of  further  priv- 
ileges shall  be  based  upon  the  applicant’s  training, 
experience,  and  demonstrated  competence  which 
shall  be  evaluated  by  review  of  the  applicant’s 
credentials,  direct  observation  by  the  active  medical 
staff,  and  review  of  reports  of  the  medical  records  and 
tissue  committees. 

Subsection  5.  On  receipt  of  the  report  of  the 
credentials  committee,  the  medical  staff  shall  im- 
mediately recommend  to  the  governing  body  that 
the  application  be  accepted,  deferred,  or  rejected 
and,  if  accepted,  the  privileges  to  be  granted. 

Subsection  6.  The  recommendation  of  the 
medical  staff  shall  be  transmitted  to  the  governing 
body  of  the  hospital  through  the  administrator. 

Subsection  7.  The  governing  body  shall  either 
accept  the  recommendation  of  the  medical  staff  or 
shall  refer  it  back  for  further  consideration  stating 
the  reasons  for  such  action. 

Subsection  8.  When  final  action  has  been  taken 
by  the  governing  body  the  administrator  of  the 
hospital  shall  be  authorized  to  transmit  this  deci- 
sion to  the  candidate  for  membership,  and  if  he  is 
accepted,  to  secure  his  agreement  to  be  governed  by 
these  bylaws,  rules,  and  regulations. 

Section  5.  Emergency  and  Temporary  Priv- 
ileges 

Subsection  1.  In  case  of  emergency  the  physi- 
cian attending  the  patient  shall  be  expected  to  do 
all  in  his  power  to  save  the  life  of  the  patient,  in- 
cluding the  calling  of  such  consultation  as  may  be 
available.  For  the  purposes  of  this  section  an 
emergency  is  defined  as  a condition  in  which  the  life 
of  the  patient  is  in  immediate  danger  and  in  which 
any  delay  in  administering  treatment  would  increase 
the  danger. 

Subsection  2.  The  administrator  of  the  hospital 
after  conference  with  the  chief  of  staff  shall  have  the 
authority  to  grant  temporary  privileges  to  a physi- 
cian who  is  not  a member  of  the  medical  staff. 
The  chief  of  staff  shall  give  an  authoritative  opin- 


ion as  to  the  competence  and  ethical  standing  of  the 
physician  who  desires  such  temporary  privileges, 
and  in  the  exercise  of  such  privileges  he  shall  be 
under  direct  supervision  of  the  chief  of  staff.  Tem- 
porary privileges  may  not  be  granted  to  attend 
more  than  four  patients  in  any  one  year  after  which 
the  physician  to  whom  temporary  privileges  have 
been  granted  shall  be  required  to  become  a mem- 
ber of  the  medical  staff  before  being  allowed  to 
attend  additional  patients. 

Minority  Report 

Concerning  the  report  of  the  Committee  on  Hos- 
pital and  Professional  Relations  it  is  to  be  noted 
that  agreement  has  been  reached  on  all  items  except 
those  related  to  the  area  of  financial  arrangements 
in  the  Proposed  Agreement  with  the  Hospital  As- 
sociation of  New  York  State.  Because  of  a funda- 
mental difference  of  opinion  among  the  members 
of  the  committee  on  this  vital  issue  it  is  necessary 
that  the  following  report  be  submitted. 

All  past  actions  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  (as  well 
as  the  American  Medical  Association)  give  every 
reason  to  believe  that  financial  arrangements  are  of 
utmost  importance.  It  has  been  repeatedly  re- 
solved that:  “A  physician  shall  not  dispose  of  his 
professional  services  to  any  lay  agency  under  terms 
or  conditions  which  permit  the  sale  of  the  services 
of  that  physician  by  such  agency  for  a fee.”  (Ref: 
Guides  for  Physicians  in  Relationship  with  Insti- 
tutions. June,  1953;  Reaffirmed,  December,  1958 
by  the  AMA. ) 

Similarly  it  is  also  stated  in  the  Principles  of 
Professional  Conduct  of  the  Medical  Society  of  the 
State  of  New  York,  Chapter  III,  Article  VI,  Com- 
pensation, Section  3:  “Contract  practice  which 

allows  diversion  of  fees  for  professional  medical 
services  to  a hospital,  organization,  or  political  sub- 
division is  unethical.” 

These  statements  have  represented  an  established 
policy  of  the  Medical  Society  of  the  State  of  New 
York.  Attempts  to  modify  the  clarity  and  sim- 
plicity of  the  above  statements  have  been  repeat- 
edly and  convincingly  defeated  by  our  House  of 
Delegates.  Attempts  to  qualify  “Sale  of  Services” 
by  such  phrases  as  “which  permit  exploitation”  or 
“which  cause  deterioration  of  medical  services” 
have  been  firmly  disapproved  by  the  House  of  Dele- 
gates. Such  statements  emasculate  the  principle. 
Therefore,  any  negotiation  with  an  outside  agency 
should  consider  our  fundamental  policies. 

Therefore,  concerning  the  proposed  agreement 
between  the  Hospital  Association  of  New  York 
State  and  the  Medical  Society  of  the  State  of  New 
York,  it  is  recognized  that  article  4 of  the  committee 
report  is  untenable.  Two  alternatives  present 
themselves: 

1.  Press  for  an  agreement  according  to  the 
policy  of  our  Society. 

2.  Temporarily  table  consideration  of  the  is- 
sue of  “financial  arrangements.” 

It  is  our  feeling  that  we  are  in  a stalemate  with 
the  Hospital  Association  on  this  issue  and  that  it 
not  be  considered  until  further  evidence  is  forth- 
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coming  of  a change  of  attitude.  However,  in  the 
meantime  the  principle  must  not  be  compromised 
for  the  sake  of  an  agreement.  It  is  recommended: 

1.  That  agreement  be  reached  on  other  vital 
issues  and  machinery  for  negotiations  be  estab- 
lished. 

2.  So  that  the  matter  is  not  forgotten  a state- 
ment should  be  incorporated  as  a substitute  for 
article  4.  The  following  is  suggested: 

4.  It  is  recognized  that  the  matter  of  finan- 
cial arrangements  between  hospitals  and 
physicians  is  a delicate  issue.  Since  there  are 
many  principles  involved,  it  is  recommended 
that  consideration  of  this  item  be  tabled  at  this 
time. 

Additional  Comments  on  the  Committee’s  Report.— 
It  is  noted  that  in  the  proposed  agreement  a state- 
ment is  made  “that  the  problems  concerned  cannot 
be  satisfactorily  resolved  by  legislation  and  that 
each  organization  is  urged  to  refrain  from  any  legis- 
lative action.” 

It  is  our  firm  belief  that  such  statements  should 
not  be  included  in  any  agreement  with  another 
organization. 

It  is  noted  in  a concluding  sentence  of  the  com- 
mittee report  that  the  proposed  agreement  “does 
not  differ  essentially  from  the  agreement  recom- 
mended to  the  House  of  Delegates  at  its  last  meet- 
ing in  1957.”  In  most  respects  this  is  true  except 
on  the  one  issue  of  overwhelming  concern.  How- 
ever, on  this  basis  the  House  of  Delegates  disap- 
proved the  agreement  and  it  does  not  seem  desir- 
able to  resubmit  a report  without  any  serious  modifi- 
cation to  test  the  memories  of  the  delegates. 

Comments  on  Legal  Opinion  Regarding  Practice  of 
Medicine  by  Hospitals. — The  opinions  expressed  by 
Mr.  Charles  Brind,  Jr.,  and  Mr.  William  F.  Martin 
are  not  based  on  statutory  law  but  are  essentially 
based  on  other  legal  opinions,  especially  that  of  the 
State  Attorney  General.  It  is  recognized  that 
these  opinions  are  only  opinion  and  not  legal  fact. 
They  are  not  binding  and  are  not  tested.  They 
therefore  are  not  sufficient  reason  to  discontinue 
consideration  of  legal  action  nor  do  these  opinions 
represent  any  grounds  for  discontinuing  the  in- 
stitution of  legislation.  It  is  believed  that  the  com- 
mittee’s majority  report  tends  to  give  recognition 
to  these  opinions  as  established  legal  fact  and  actual 
law.  They  conclude  that  no  actions  can  or  should 
be  taken.  With  this  impression  we  thoroughly 
disagree. 

Conclusions. — The  Minority  Report  makes  the 
following  recommendations : 

1.  That  the  matter  of  financial  arrangements 
in  the  proposed  agreement  not  be  subjected  to  nego- 
tiations at  the  present  time. 

2.  That  the  matter  of  financial  arrangements  be 
recognized  in  the  Proposed  Agreement  as  a delicate 
issue,  but  that  the  opportunity  remain  for  considera- 
tion at  a later  date. 

3.  That  the  true  value  and  substance  of  the  legal 
opinions  regarding  the  practice  of  medicine  by  the 
hospitals  be  recognized. 


Respectfully  submitted, 
Vincent  J.  Collins,  M.D. 


part  VII 

Economics 

The  Council  Committee  on  Economics  has  the 
following  membership: 

John  C.  McClintock,  M.D.,  Chairman . . . .Albany 


Merle  D.  Evans,  M.D Monroe 

David  Fertig,  M.D Westchester 


The  committee  met  on  June  12,  1957,  at  the  Hotel 
Statler,  New  York  City,  all  members  were  present 
with  the  exception  of  Dr.  David  Fertig  who  was  ex- 
cused. 

The  committee  discussed  the  renewal  Supple- 
mental Contract  with  the  Federal  government  under 
the  Medicare  Program  contract  No.  DA-49-007-MD- 
804. 

It  was  recommended  by  the  committee  that  such 
officers  of  the  Society  together  with  the  technical 
advisers  required  as  deemed  necessary  and  advis- 
able by  the  President  be  empowered  to  negotiate 
this  new  agreement  as  follows: 

1.  To  renegotiate  portions  of  the  Schedule  of 
Allowances. 

2.  To  negotiate  for  increases  in  the  amounts  of 
estimated  costs  of  the  contract  for  fiscal  1958  and 
fiscal  1959  as  specified  in  the  supplemental  agree- 
ment. 

3.  To  negotiate  for  an  immediate  advance  pay- 
ment for  the  fiscal  year  1958. 

4'  To  reinstate  the  clause  now  in  the  contract, 
but  missing  from  the  supplemental  contract,  per- 
taining to  the  time  zone  where  medical  care  is  given. 

5.  To  negotiate  and  correct  apparent  typographi- 
cal errors  in  the  supplemental  contract. 

The  committee  recommended  that  no  payment 
for  claims  be  made  after  the  30th  of  June,  1957,  until 
advised  by  the  Contract  Officer  in  writing  that 
funds  have  been  allocated,  made  available,  and  in 
what  amounts  for  what  period  of  time  as  provided 
for  in  the  Renewal  Supplemental  Agreement  under 
article  8 (6). 

The  committee  further  recommended  that  the 
Council  request  the  Board  of  Trustees  to  advise 
the  chairman  of  the  Board  of  Trustees  to  sign  the 
Renewal  Contract  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York,  when  advised  to  do  so  by 
the  foregoing  negotiators.  These  recommendations 
were  adopted  by  the  Council  at  its  June  13,  1957, 
meeting. 

The  committee  also  considered  the  necessity  of 
employing  a physician  to  review  claims  which  do  not 
conform  to  the  Schedule  of  Allowances.  It 'was  de- 
cided that  your  chairman  would  handle  claims 
temporarily  for  unusual  procedures  and  where  ex- 
cessive fees  were  charged,  so  that  a fair  evaluation 
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could  be  made  regarding  the  amount  of  time  which 
would  be  required  regarding  these  matters. 

The  committee  met  on  September  11,  1957,  at 
the  offices  of  the  State  Society;  all  members  of  the 
committee  were  present  except  Dr.  Merle  D.  Evans 
who  was  excused. 

Resolution  57-36,  introduced  by  Nassau  County 
Medical  Society  at  the  House  of  Delegates  and 
referred  to  the  Council  Committee  on  Economics, 
was  discussed  at  length.  Drs.  Ralph  S.  Emerson 
and  James  A.  Caddy  presented  the  point  of  view  of 
the  Nassau  County  Medical  Society  whose  dele- 
gates introduced  the  resolution. 

After  prolonged  discussion,  the  Committee  on 
Economics  voted  to  recommend  to  the  Council  that 
provision  three  of  the  Standards  for  Approval  by 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans  be  invoked  and  its 
requirement  fulfilled.  This  paragraph  requires  that : 
‘ ‘Where  a local  county  medical  society  or  societies 
approves  of  a plan  and  the  State  Medical  Society 
does  not  approve  a plan,  a special  committee  shall 
be  set  up  consisting  of  one  member  from  the  said 
local  county  medical  society  or  societies  involved 
and  an  equal  number  of  members  appointed  by  the 
Medical  Society  of  the  State  of  New  York.  These 
individuals  shall  mutually  agree  on  an  additional 
member  of  the  committee  who  shall  act  as  chairman 
and  must  be  a member  of  the  Medical  Society  of  the 
State  of  New  York  and  not  a member  of  the  local 
county  society  or  societies  involved.  After  con- 
sideration of  the  reasons  and  a discussion  thereof, 
the  special  committee  shall  make  recommendations 
to  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  for  decision. ” It  was  recommended 
the  committee  report  to  the  Council  at  its  January 
meeting. 

The  committee  also  considered  Resolution  57-55, 
introduced  by  the  Medical  Society  of  the  County  of 
Oneida,  regarding  the  constitutionality  of  the  provi- 
sions making  it  mandatory  for  dentists  and  podia- 
trists to  be  included  under  a medical  indemnity  plan. 
The  committee  recommended  that  this  resolution 
be  directed  by  Dr.  W.  P.  Anderton,  secretary,  to 
legal  counsel  of  the  State  Society  for  an  opinion. 
This  recommendation  was  adopted  at  the  September 
meeting  of  the  Council. 

The  committee  recommended  that  the  secretary 
of  the  State  Society  write  a letter  to  each  county 
medical  society  explaining  the  provisions  of  our 
Medicare  contract  with  the  government  and  re- 
questing the  societies  to  use  their  mediation  com- 
mittees, comitia  minora,  or  their  executive  commit- 
tees to  handle  problems  regarding  the  complaints 
and  differences  of  professional  opinion  on  Medicare 
claims  when  referred  to  them  by  the  State  office  of 
the  Medicare  program.  This  recommendation  was 
adopted  at  the  September  Council  meeting. 

Your  committee  met  on  November  13,  1957, 
in  the  office  of  the  Medical  Society  of  the  State  of 
New  York,  all  members  being  present.  The  com- 
mittee reviewed  Resolution  57-58,  introduced  by 
the  Medical  Society  of  the  County  of  Albany,  re- 
garding the  preparation  of  medical  claim  forms,  and 
Resolution  57-50,  introduced  by  the  Madison 


County  Medical  Society  regarding  higher  fees  for 
physical  examinations  of  life  insurance  appli- 
cants. It  was  recommended  this  resolution  be  re- 
viewed at  a subsequent  meeting. 

A representative  of  the  Health  Insurance  Council, 
Mr.  Francis  T.  Crawley,  of  the  Health  Insurance  As- 
sociation of  America,  spoke  concerning  Resolution 
57-58  and  explained  in  detail  the  close  cooperation 
that  his  Association  has  had  with  the  Council  on 
Medical  Service  of  the  American  Medical  Associa- 
tion in  attempting  to  reduce  the  complexity  of  forms 
in  reporting  medical  claims. 

The  committee  recommended  to  the  Council  that 
in  view  of  the  fact  that  the  Economics  Committee 
is  responsible  for  the  supervision  of  the  Medicare 
program  it  would  be  necessary  for  them  to  meet 
monthly  to  dispose  properly  of  the  regular  and 
disputed  claims  and  other  matters  dealing  with  the 
program,  and  that  consideration  be  given  to  the 
additional  expense  involved  in  carrying  out  these 
functions.  These  and  the  following  recommenda- 
tions were  approved  at  the  Council  at  its  November 
meeting. 

The  committee  recommended  to  the  Council 
which  approved,  development  of  a panel  of  special- 
ists in  all  fields  of  medicine  to  advise  them  regarding 
claims  under  the  Medicare  program,  and  that  these 
specialists  are  to  serve  without  pay. 

It  was  also  recommended  by  the  committee  that 
the  secretary  of  the  State  Society  address  a letter 
to  the  president  and  secretary  of  each  component 
county  medical  society  asking  each  secretary  to 
present  recommendations  for  any  changes  in  the 
Medicare  fee  schedule  to  the  State  Society  secre- 
tary by  March  1,  1958. 

Your  chairman  reported  to  the  Council  at  the 
January  9,  1958,  meeting  a letter  received  from  Dr. 
Chris  J.  McLoughlin,  secretary-treasurer  of  the 
Medical  Association  of  Georgia,  regarding  a con- 
ference in  Atlanta,  Georgia,  on  Medicare  plans  on  an 
indemnity  or  service  basis.  The  Economics  Com- 
mittee felt  that  a representative  from  the  Society 
should  not  attend  the  conference  and  recommended 
the  following  telegram  be  sent:  “The  Executive 

Council  of  the  Medical  Society  of  the  State  of 
New  York  directs  me  to  express  their  appreciation  of 
your  invitation  to  attend  the  Conference  on  Medi- 
care this  weekend.  Our  Society  is  aware  of  the 
endeavors  to  convert  the  Medicare  program  into 
an  indemnity  type  of  coverage.  The  Executive 
Council  this  morning  (January  9,  1958)  expressed 
its  opposition  to  such  efforts  because  it  is  also  cog- 
nizant of  the  objectives  of  the  Department  of  De- 
fense and  Department  of  Health,  Education,  and 
Welfare  to  provide  medical  care  for  the  dependents 
of  a group  of  people  80  per  cent  of  which  receive 
less  than  five  thousand  dollars  total  annual  income. 

“The  provisions  for  fee,  schedule  adjustments  in 
the  Directive  and  Contract  afford  adequate  oppor- 
tunity to  the  medical  profession  to  secure  a reason- 
able return  for  services  rendered  to  this  class  of 
patient.  The  cooperation  in  making  these  correc- 
tions by  all  officials  administering  the  Program  is 
highly  commended. 
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“Any  action  which  might  cause  the  cooperation  of 
government  officials  to  become  administration  by 
directive  would  be  unfortunate.”  This  telegram  was 
sent  to  Chris  J.  McLoughlin,  M.D.,  by  Thurman  B. 
Givan,  M.D.,  president  of  the  Medical  Society  of 
the  State  of  New  York. 

The  committee  met  on  February  12,  1958,  in  the 
office  of  the  State  Society,  all  members  being  present. 
The  committee  reviewed  Resolution  57-50,  intro- 
duced by  the  Madison  County  Medical  Society, 
regarding  higher  fees  for  physical  examinations  of 
life  insurance  applicants.  The  associate  director  of 
health  insurance  of  the  Life  Insurance  Association 
of  America,  Mr.  Albert  V.  Whitehall,  was  present, 
and  pointed  out  that  participation  in  such  insurance 
examinations  was  voluntary  and  suggested  that  the 
best  solution  to  this  problem  was  for  each  doctor  of 
medicine  to  negotiate  his  fees  with  each  insurance 
company  involved.  The  reason  for  this  is  that  under 
the  antitrust  laws  if  a group  of  physicians  nego- 
tiated with  a group  of  insurance  companies  to  es- 
tablish fees,  we  might  be  subject  to  prosecution 
under  such  laws. 

Your  Economics  Committee  and  its  Medical  Ex- 
pense Insurance  Subcommittee  extend  thanks  to 
Mrs.  Alice  Arana  for  her  thoughtful  support  and 
cooperation  and  her  loyal  and  efficient  services  to 
the  bureau.  The  foregoing  catalog  of  his  activities 
shows  how  busy  Mr.  George  P.  Farrell  has  been  in 
the  interest  of  our  Society.  The  subcommittee 
and  committee  commend  him  highly  for  his  work. 


Public  Medical  Care 

The  Subcommittee  on  Public  Medical  Care  of 
the  Council  Committee  on  Economics  is  composed 
of  the  following: 

William  G.  Childress,  M.D.,  Chairman 

Westchester 


Charles  D.  Post,  M.D Onondaga 

Philip  J.  Rafle,  M.D Nassau 

Earl  C.  Waterbury,  M.D Orange 

Lyman  C.  Boynton,  M.D Monroe 


There  has  not  been  a meeting  of  the  full  commit- 
tee, but  one  is  planned  early  in  1958. 

Two  problems  have  been  submitted  to  the  com- 
mittee. Both  came  from  physicians  who  were  re- 
quested by  your  chairman  to  submit  more  details 
in  order  that  the  committee  may  make  appropriate 
recommendations. 

Your  chairman  attended  a meeting  of  the  Sub- 
committee on  Indigent  Care  with  representatives 
from  the  American  Medical  Association,  various 
state  medical  societies  and  the  Federal  Department 
of  Health,  Education,  and  Welfare  in  Chicago,  Illi- 
nois, on  Sunday,  October  20,  1957. 

I wish  to  acknowledge  with  thanks  the  assistance 
rendered  the  committee  by  the  Honorable  Stanton 
M.  Strawson,  Commissioner  of  Public  Welfare, 
Westchester  County,  and  by  Dr.  William  Ham- 
mond, medical  consultant  to  the  Westchester  County 
Department  of  Public  Welfare. 


PART  VIII 


Woman's  Auxiliary 

The  Advisory  Committee  to  the  Woman’s  Auxili- 
ary consists  of  the  following: 

Samuel  Z.  Freedman,  M.D.,  Chairman. . New  York 


Thomas  M.  d’ Angelo,  M.D Queens 

Albert  Vander  Veer,  II,  M.D Albany 


The  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  began  its  year’s  activity 
with  the  annual  fall  conference  of  county  auxiliary 
presidents  and  presidents-elect.  The  conference 
was  held  in  Schenectady  and  was  attended  by  more 
than  120  State  officers,  chairmen,  and  county  auxili- 
ary presidents  and  presidents-elect.  A wide  range  of 
Auxiliary  projects  was  discussed.  In  the  evening 
the  members  attended  several  social  events. 

The  president,  Mrs.  Leif  G.  Jensen  of  Staten  Is- 
land, has  traveled  extensively  throughout  the  State. 
Choosing  as  her  theme  “Togetherness,”  Mrs.  Jensen 
spoke  at  a number  of  State,  district,  and  county  so- 
ciety meetings  and  stressed  the  advantages  Auxili- 
ary membership  bestows  on  the  doctor  and  his  wife. 

Three  major  Auxiliary  projects  continued  this 
year  are  nurse  recruitment,  State  Fair  exhibit  and 
the  health  poster  contest;  other  activities  include  the 
promotion  of  voluntary  medical  care  insurance,  ob- 
taining subscriptions  to  Today's  Health , and  raising 
funds  for  the  Physicians’  Home  and  the  American 
Medical  Education  Foundation.  Emphasis  was  also 
placed  on  child  safety  and  general  health  education. 
A special  committee,  with  Mrs.  Thomas  M.  d’ Angelo 
as  chairman,  cooperated  throughout  the  Sesquicen- 
tennial  celebration  in  registering  all  visitors  to  the 
historical  exhibit,  distributing  the  pamphlet  “How 
the  State  Medical  Society  Serves  You!”  and  acting 
as  hostesses. 

The  Auxiliary’s  publications,  “The  Ladder,”  a 
resume  of  the  State  chairmen’s  plans  for  the  year, 
and  the  Distaff , continue  to  grow  both  in  size  and 
influence.  Much  credit  for  the  Distaff’s  popularity 
must  be  given  to  Mrs.  Harry  Dan  Vickers,  the 
editor,  and  some  also  must  be  given  to  the  State 
Society  for  its  financial  support.  Your  committee 
believes  that  every  doctor’s  wife  in  New  York  State 
should  have  access  to  the  Distaff. 

The  county  auxiliaries  have  offered  to  assist 
county  societies  in  the  work  of  their  .cult  practices 
committees,  in  arranging  training  courses  for  physi- 
cians’ office  personnel,  and  in  alerting  county  society 
members  to  the  time,  place,  and  importance  of  at- 
tending county  society  meetings.  Individual  county 
auxiliaries  have  also  accomplished  much  by  supple- 
menting the  public  relations  programs  of  their 
county  societies.  More  are  eager  to  do  so. 

The  Auxiliary  is  also  anxious  to  express  its  ap- 
preciation through  the  Advisory  Committee  to  the 
Council  and  the  House  of  Delegates  for  the  support 
given  its  programs.  It  is  also  indebted  to  the  Pub- 
lic and  Professional  Relations  Bureau  and  to  Mr. 
Thomas  E.  Walsh  for  both  the  tangible  and  intan- 
gible guidance  and  assistance  it  receives. 
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Finally,  your  committee  wishes  to  thank  Mrs. 
Leif  G.  Jensen,  State  president,  and  each  of  her 
officers  and  every  Auxiliary  member  for  the  time 
and  energy  they  have  employed  in  promoting  a 
better  understanding  of  medicine.  Your  committee 
also  believes  that  the  Auxiliary  deserves  a vote  of 
thanks  for  the  good  will  their  programs  earn  for  the 
physicians  of  New  York  State  and  expresses  the 
wish  that  it  will  not  be  too  long  before  every  New 
York  physician’s  wife  is  also  an  Auxiliary  member. 

Liaison  with  U.S . Veterans  Administra- 
tion 

The  membership  of  the  Subcommittee  on  Liaison 
with  U.S.  Veterans  Administration  is  as  follows: 

George  A.  Burgin,  M.D.,  Chairman.  . .Herkimer 


Herbert  H.  Bauckus,  M.D Erie 

Harry  Golembe,  M.D Sullivan 


Our  committee  was  faced  by  a major  problem  this 
year  in  adopting  a new  fee  schedule.  A proposed 
schedule  was  submitted  to  us  by  the  Veterans  Ad- 
ministration through  Dr.  H.  H.  Bauckus,  president, 
Veterans  Medical  Service  Plan  of  New  York,  Inc. 

At  a meeting  of  the  committee  in  New  York  City, 
September  11,  1957,  the  schedule  was  explained  by 
Dr.  Bauckus  as  a desire  on  the  part  of  the  V.A.  to 
provide  desired  uniformity  of  numerical  codes  and 
descriptions  of  professional  and  ancillary  services. 
It  was  felt  that  the  regional  coordinators  of  our 
State  plan  should  be  consulted  in  this  matter. 

On  October  24,  1957,  a meeting  of  the  committee 
was  held  in  Albany  at  which  coordinators  repre- 
senting all  regions  of  the  State  were  present.  The 
proposed  fee  schedule  was  examined  in  detail  and 
many  items  changed  to  raise  certain  fees  to  at  least 
the  level  of  the  Medicare  fee  schedule.  A plan  was 
arranged  to  acquaint  the  various  county  societies 
with  the  new  schedule  through  the  regional  coordi- 
nators, and  Dr.  F.  H.  Petters,  regional  coordinator 
from  Buffalo,  worked  out  copies  of  these  changes  for 
this  purpose.  This  plan,  however,  was  contingent 
on  getting  copies  of  the  proposed  schedule  from  the 
V.A.,  and  this  has  been  impossible  to  achieve.  The 
committee  feels,  however,  that  there  will  be  little 
if  any  disagreement  with  the  fees  proposed.  The 
printing  of  additional  copies  of  the  fee  schedule  was 
considered  financially  impossible. 

Resolution  57-2  regarding  the  prevalence  of  treat- 
ment by  the  Veterans  Administration  of  nonservice- 
connected  disability  cases  was  introduced  by  the 
County  of  Albany  at  the  last  meeting  of  the  House 
of  Delegates.  Similar  resolutions  have,  we  believe, 
been  sympathetically  accepted  by  the  medical 
societies  of  every  state  in  the  Union  and  by  the 
A.M.A.  Dr.  Louis  M.  Orr,  chairman,  Committee 
on  Federal  Medical  Services  of  the  A.M.A.,  has 
been  working  on  this  problem  from  a national  angle 
for  the  past  several  years. 

Representative  Olin  E.  Teague  (D.,  Texas)  is 
chairman  of  the  House  Veterans  Affairs  Committee 
and  apparently  is  aware  of  the  abuses  which  are 
implied  in  this  resolution.  He  has  introduced  a 
legislative  bill  (H.R.  58)  which  would  require  the 


veteran  to  declare  “(1)  all  medical,  surgical,  hos- 
pitalization and  health  insurance;  (2)  all  life  insur- 
ance; (3)  the  value  of  all  property,  real  and  per- 
sonal.” Finally,  the  V.A.  officer  would  have  to 
read  the  veteran  the  section  of  the  Federal  Criminal 
Code  dealing  with  false  statements. 

Necessary  action  to  eliminate  such  practice  must 
apparently  be  done  by  law  and  education  of  the 
huge  veteran  population.  Our  committee  has  re- 
cently received  a copy  of  a letter  to  Congressman 
Teague  from  James  C.  Amspacher,  M.D.,  chairman, 
Veterans  Affairs  Committee  of  the  Oklahoma 
County  Medical  Society.  This  letter  was  in  re- 
sponse to  a request  by  Mr.  Teague  for  an  answer  to 
the  problem  of  admission  policy  to  veterans  hos- 
pitals. 

This  committee  feels  that  these  recommendations 
reflect  our  philosophy  and  take  the  liberty  of  in- 
corporating them  in  this  report.  They  are  as  fol- 
lows: 

1.  We  feel  that  each  patient  should  be  carefully 
screened  as  to  service-connected  or  nonservice- 
connected  status,  and  that  the  nonservice-connected 
cases  be  carefully  investigated  as  to  their  ability 
to  pay  for  private  care  and  that  this  be  decided  by 
the  admission  committee  after  investigation.  We 
feel  that  nonservice-connected  veterans  with  ade- 
quate private  insurance  coverage  should  not  be 
treated  in  veterans  hospitals.  We  suggest  that  a 
committee  be  appointed  by  the  Attorney  General’s 
office  to  review  the  economic  status  of  every  non- 
service-connected case  admitted  to  a veterans  hos- 
pital and  that  the  veteran  on  admission  to  the  hos- 
pital be  fully  instructed  on  his  P-10  form  that  he 
is  signing  an  affidavit  that  he  is  unable  to  pay 
for  medical  care  and  that  this  office  should  also 
require  an  affidavit  as  to  the  amount  of  income 
tax  the  veteran  paid  the  year  prior  to  admission 
and  an  affidavit  as  to  his  net  worth,  and  that  a pen- 
alty for  fraud  not  be  determined  by  trial,  but  that 
appropriate  federal  authority  be  authorized  to  place 
a lien  against  the  patient’s  assets,  subject  to  fine 
and  imprisonment  if  fraud  is  determined.  Also, 
any  individual  or  agency  helping  to  conspire  with  a 
veteran  to  perpetuate  this  fraud  is  equally  liable 
and  equally  subject  to  prosecution.  We  feel  that  a 
nonservice-connected  veteran  should  not  be  treated 
in  a veterans  hospital  if  his  annual  income  is  more 
than  the  average  annual  income  as  compiled  by  the 
Department  of  Commerce,  or  if  his  net  worth  is 
over  $15,000,  except  in  certain  chronic  diseases  re- 
quiring prolonged  hospitalization  and  great  medical 
expense  (such  as  tuberculosis,  certain  mental  dis- 
eases, malignancies  requiring  long  hospitalization, 
paraplegics,  etc.). 

2.  We  realize  that  emergency  cases  must  be  ad- 
mitted but  that  these  cases  should  be  transferred 
as  soon  as  medically  feasible. 

3.  We  do  not  feel  that  because  a veteran  has  a 
service-connected  illness  or  injury  that  he  should  be 
entitled  to  free  medical  care  for  any  illness  or  injury 
other  than  that  received  in  the  service.  As  an  ex- 
ample: why  should  a veteran  with  a service-con- 
nected sprained  back  be  given  free  medical  care  for 
an  acute  appendicitis? 
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4.  We  recommend  that  Workman’s  Compensa- 
tion cases  not  be  admitted  to  veterans  hospitals 
except  in  extreme  emergencies,  and  if  admitted  as 
emergencies,  that  the  patient  be  transferred  to  a 
private  hospital  as  soon  as  medically  feasible.  It  is 
recommended  that  veterans  hospitals  not  charge 
private  insurance  carriers  for  work  done  by  the 
consulting  staff. 

5.  It  is  recommended  that  everything  possible 
be  done  to  keep  the  medical  care  for  the  service- 
connected  veteran  at  the  highest  level  possible. 


PART  IX 

Legislation 

This  report  is  being  compiled  during  the  latter 
part  of  January,  and  therefore  it  can  only  be  one  of 
progress. 

In  accordance  with  the  recommendation  of  the 
House  of  Delegates,  the  membership  of  the  Council 
Committee  on  Legislation  during  the  past  year  was 
increased  to  18,  in  order  that  all  areas  of  the  State 
might  be  fully  represented.  One  adviser  from  the 
State  Education  Department  and  another  from  the 
State  Department  of  Health  were  retained. 

Henry  I.  Fineberg,  M.D.,  Chairman Queens 


John  C.  Brady,  M.D Erie 

Aaron  Kottler,  M.D Kings 

George  J.  Lawrence,  Jr.,  M.D Queens 

E.  Craig  Coats,  M.D New  York 

Roman  R.  Violyn,  M.D Montgomery 

Jurgens  H.  Bauer,  M.D Onondaga 

Robert  J.  Calihan,  M.D Monroe 

E.  Yale  Clarke,  M.D Warren 

Elton  E.  Dickson,  M.D Broome 

Frederic  W.  Holcomb,  M.D Ulster 

Henry  W.  Kaessler,  M.D Westchester 

Jacob  L.  Lochner,  Jr.,  M.D Albany 

Herman  B.  Snow,  M.D St.  Lawrence 

Edwin  MacD.  Stanton,  M.D Schenectady 

Joseph  G.  Zimring,  M.D Nassau 

Isaac  Levine,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 

Granville  W.  Larimore,  M.D.,  Adviser . . . .Albany 
Stiles  D.  Ezell,  M.D.,  Adviser Albany 


Last  June,  the  Council  referred  to  its  Committee 
on  Legislation  the  following  matters  from  the  House 
of  Delegates: 

1.  Support  or  initiate  introduction  of  a bill  in 
the  1958  Legislature  to  amend  the  Insurance  Law, 
so  that  self-employed  professional  people  who  are 
members  of  an  association  will  be  eligible  to  procure 
life  insurance,  as  a group. 

2.  Through  legislation  or  other  means,  to  secure 
protection  for  members  of  the  Society  from  the 
legal  and  financial  danger  of  taking  blood  without  a 
patient’s  consent,  for  alcoholic  testing,  and  that 
every  effort  be  extended  to  reach  a definite  conclu- 
sion on  this  important  matter. 


3.  Memorialize  the  Legislature  to  create  a com- 
mission with  representation  of  all  interested  par- 
ties, including  the  Legislature,  the  Bar  Association, 
and  the  State  Society,  for  the  purpose  of  reviewing 
existing  laws  and  regulations  regarding  death  cer- 
tification and  autopsy,  to  study  the  social  and  medi- 
colegal aspects  of  the  problem,  and  to  submit  a 
report  of  the  recommendation  for  the  legislation 
needed  to  establish  basic  definitions,  clarify  present 
ambiguities,  and  codify  and  promote  a sound  legal 
procedure  for  the  regulation  of  death  certification 
and  autopsy. 

4.  Support  legislation  to  protect  physicians 
against  inflationary  boosts  in  office  rental,  and  co- 
operate with  other  business  and  professional  groups 
for  this  purpose. 

5.  Committee  be  empowered  “with  advice  of  the 
Society’s  counsel,  to  review  the  judicial  interpreta- 
tion of  Section  347  of  the  Civil  Practice  Act,  to 
correspond  thereon  with  the  appropriate  committee 
of  the  New  York  State  Bar  Association,  and  to  seek 
to  introduce  in  the  Legislature  of  the  State  of  New 
York,  if  the  Society’s  committee  sees  fit,  an  appro- 
priate amendment  to  Section  347  for  the  purpose  of 
modifying  the  undue  restrictive  effects  of  the  exist- 
ing judicial  interpretation  on  testimony  for  medical 
services.” 

6.  Efforts  be  made  to  abolish  the  Medical  Prac- 
tice Committee  of  the  State  Workmen’s  Com- 
pensation Board. 

7.  Obtain  legislation  establishing  impartial  pan- 
els of  medical  experts,  on  a part-time  basis,  to  advise 
referees  in  disputed  cases  under  the  Workmen’s 
Compensation  Law. 

8.  Obtain  modification  under  Section  13  of  the 
Workmen’s  Compensation  Law,  to  provide  means 
for  collection  of  unpaid  medical  bills  in  compensable 
cases,  which  are  not  objected  to  by  the  carrier  or 
employer,  within  thirty  days  of  their  submission. 

No  legislative  program  can  be  successful  without 
the  cooperation,  the  counsel,  and  the  recommenda- 
tions of  the  county  medical  society  presidents  and 
legislation  chairmen  and  others.  The  grass-root 
areas  of  the  State  must  play  an  active  role  in  our 
deliberations  and  in  our  contacts  with  legislators. 

With  this  in  mind,  the  State  was  again  divided 
into  nine  areas,  each  of  which  has  one  or  more 
“group  leaders”  who  are  members  of  the  Commit- 
tee on  Legislation.  A number  of  the  61  county 
medical  society  legislation  chairmen  were  assigned 
to  each  group  leader  so  that  the  entire  State  is  cov- 
ered. 

During  the  month  of  August,  negotiations  were 
conducted  with  an  outstanding  law  firm  in  Albany, 
the  purpose  of  which  was  to  consider  the  replace- 
ment of  the  counsel  to  the  executive  officer  in  an 
attempt  to  obtain  better  results  in  our  legislative 
campaign.  Drs.  Greenough  and  Gibson  and  the 
chairman  of  the  Committee  on  Legislation  met  with 
representatives  of  the  firm  of  DeGraff,  Foy,  Conway 
and  Holt-Harris.  We  were  informed  that  these 
people  have  an  excellent  background  in  legal  and 
legislative  affairs.  Mr.  DeGraff  is  a vice-president 
of  the  State  Bar  Association,  president  of  the  State 
Board  of  Law  Examiners,  and  a member  of  the  State 
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Tenure  Commission  (appointed  to  the  latter  posi- 
tion by  the  State  Commissioner  of  Education). 
Mr.  Foy  was  an  assemblyman  for  many  years. 
The  firm  has  the  endorsement  of  many  legislators 
and  prominent  members  of  the  Bar.  It  is  the  legis- 
lative counsel  for  the  State  Civil  Service  Employees 
Association,  the  New  York  State  Association  of 
Highway  Engineers,  the  Savings  Bank  Association 
of  the  State  of  New  York,  Insurance  Federation  of 
New  York,  Inc.  Its  legal  clients  include  the  New 
York  State  Publishers  Association,  the  Interna- 
tional Harvester  Company,  the  Atlantic  Refinery 
Company,  the  Fruehauf  Trailer  Company,  the 
Standard  Accident  Insurance  Company,  S.  S.  Kresge 
Company,  the  Albany  County  Medical  Society, 
etc. 

On  September  12,  1957,  the  Council  and  the  Board 
of  Trustees  voted  to  approve  the  employment  of 
this  firm  for  a period  of  one  year,  starting  October  1, 
1957. 

* * * 

At  the  first  meeting  of  the  Council  Committee 
on  Legislation,  held  in  New  York  City  on  the  after- 
noon of  September  12,  the  following  legislative 
recommendations  were  considered  (those  fisted  above 
and  other  matters): 

1.  Group  fife  insurance:  This  proposal  was 

unanimously  endorsed.  It  was  agreed  that  we 
should  determine  the  attitude  of  the  State  Insur- 
ance Department  in  this  regard. 

2.  Protection  for  physicians  from  the  legal  and 
financial  danger  of  taking  blood,  without  a patient’s 
consent,  for  alcoholic  testing:  This  was  approved 
without  dissent.  It  was  noted  that  important 
State  officials  favor  this  type  of  legislation. 

3.  The  creation  of  a Commission  to  study  the 
problem  of  autopsies  and  the  general  laws  governing 
the  dead  human  body:  It  was  recommended  that 
we  contact  the  Commissioner  of  Health  and  the 
executive  director  of  the  Interdepartmental  Health 
Resources  Board  in  order  to  enlist  their  comments, 
their  recommendations,  and  perhaps  their  aid. 

4.  It  was  agreed  that  we  would  support  legis- 
lation to  protect  physicians  against  inflationary 
boosts  in  office  rental. 

5.  The  resolution  of  Dr.  William  Hall  Lewis,  Jr., 
of  New  York  County,  which  would  amend  Section 
347  of  the  Civil  Practice  Act  for  the  purpose  of 
modifying  the  undue  restrictive  effects  of  the  exist- 
ing judicial  interpretation  of  testimony  for  medical 
services,  was  tabled  on  the  advice  of  the  counsel 
to  our  Society.  It  was  his  opinion  that  this  change 
would  be  almost  impossible  to  accomplish  because 
there  have  been  very  few  instances  where  there  has 
been  any  trouble.  Dr.  Lewis  was  present  to  state 
“his  case.” 

6.  Changes  in  the  Workmen’s  Compensation 
Law: 

(а)  Efforts  be  made  to  abolish  the  Medical  Prac- 
tice Committee  of  the  State  Workmen’s  Compensa- 
tion Board. 

(б)  Obtain  legislation  establishing  impartial  pan- 
els of  medical  experts,  on  a part-time  basis,  to  advise 
referees  in  disputed  cases  under  the  Workmen’s 


Compensation  Law. 

(c)  Obtain  modification  under  Section  13  of  the 
Workmen’s  Compensation  Law  to  provide  means 
for  the  collection  of  unpaid  medical  bills  in  com- 
pensable cases,  which  are  not  objected  to  by  the 
carrier  or  employer,  within  thirty  days  of  their 
submission. 

7.  Amendments  to  the  Disability  Benefits  Law: 

(a)  Fees  for  physicians  attending  disability  benefit 
hearings;  to  provide  that  when  attendance  at  hear- 
ing is  required  on  question  of  nonoccupational  dis- 
ability, physician  of  injured  employe  may  receive 
fee  from  employer  or  carrier  in  amount  to  be  fixed 
by  workmen’s  compensation  board. 

( b ) Making  all  licensed  physicians  eligible  to 
render  care  under  disability  benefits  law;  to  provide 
that  employe  shall  not  be  entitled  to  nonoccupa- 
tional disability  benefits  for  any  period  of  disability 
during  which  he  is  not  under  care  of  duly  licensed 
physician,  and  to  strike  out  provision  that  physi- 
cians be  authorized  by  workmen’s  compensation 
board  chairman  (making  it  sufficient  that  he  is  duly 
licensed) . 

(c)  Repeal  of  authority  of  chairman  to  take  away 
compensation  ratings  for  acts  of  physicians  relating 
to  the  disability  benefits  law;  to  repeal  provision 
that  workmen’s  compensation  board  may  remove 
from  fist  of  physicians  authorized  to  render  medical 
care  under  workmen’s  compensation,  any  physician 
who  has  submitted  false  statement  in  connection 
with  nonoccupational  disability  claim.  (The  Medi- 
cal Society  took  the  view  that  disciplining  for  such 
behavior  is  the  function  of  the  Board  of  Regents 
pursuant  to  its  rules  relating  to  unprofessional  con- 
duct). 

For  several  years,  bills  have  been  introduced  in 
the  Legislature  calling  for  amendments  to  the 
Workmen’s  Compensation  Law  and  the  Disability 
Benefits  Law.  From  experience,  we  have  learned 
that  our  efforts  in  this  direction  will,  in  all  prob- 
ability, not  be  successful  without  the  blessing  of  the 
chairman  of  the  Workmen's  Compensation  Board. 
It  was,  therefore,  recommended  that  we  should 
meet  with  Miss  Angela  R.  Parisi  and  discuss  these 
problems  with  her. 

8.  Recommendations  of  the  Hospital  and  Pro- 
fessional Relations  Committee: 

(а)  An  amendment  to  Section  6513  of  the  Educa- 
tion Law  to  make  it  a misdemeanor  for  anyone  to 
aid  and  abet  an  unlicensed  person  to  practice  medi- 
cine. This  is  a recommendation  of  the  State  Educa- 
tion Department,  and  its  object  is  to  tighten  up  the 
situation  in  New  York  State,  so  that  it  will  become 
more  and  more  difficult  for  unlicensed  persons  to 
practice  in  the  State. 

(б)  An  amendment  to  Section  6512  of  the  Educa- 
tion Law  limiting  the  time  to  be  spent  as  an  intern 
to  two  years.  This  is  also  a suggestion  of  the  State 
Education  Department. 

(c)  An  alteration  in  the  Education  Law  which 
would  require  an  admitting  physician  in  a hospital 
to  be  licensed  in  New  York  State. 

All  of  the  above  were  approved. 

9.  It  w^as  agreed  that  a strong  injunction  bill 
should  be  reintroduced. 
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10.  It  was  unanimously  decided  that,  as  in  pre- 
vious years,  we  should  do  everything  in  our  power  to 
defeat  chiropractic  licensure  legislation. 

The  above  program  was  approved  by  the  Coun- 
cil. 

* * * 

A meeting  with  representatives  of  the  Workmen’s 
Compensation  Board  was  held  on  October  14  in 
order  to  discuss  changes  in  the  Workmen’s  Compen- 
sation Law  and  Disability  Benefits  Law.  Present 
were:  Dr.  Walter  P.  Anderton;  Dr.  Gerald  E.  Dor- 
man, chairman,  Council  Committee  on  Workmen’s 
Compensation;  Dr.  Anthony  A.  Mira,  director  of 
the  Bureau  of  Industrial  Health  and  Workmen’s 
Compensation;  the  chairman  of  the  Council  Com- 
mittee on  Legislation,  and  representatives  of  the 
Workmen’s  compensation  Board — Miss  Angela  R. 
Parisi,  chairman;  Mr.  Leo  Murin,  acting  general 
counsel;  Mr.  Ralph  Beck,  director  of  public  rela- 
tions. 

As  in  the  past,  Miss  Parisi  stated  that  she  was 
definitely  opposed  to  an  amendment  which  would 
eliminate  the  Medical  Practice  Committee.  It  is 
the  belief  of  the  chairman  of  the  Workmen’s  Com- 
pensation Board  that  the  Medical  Practice  Commit- 
tee in  New  York  City  has  accomplished  its  purpose 
in  a highly  satisfactory  manner.  (The  Council 
Committee  on  Workmen’s  Compensation  also 
recommended  that  the  proposal  to  abolish  the  Medi- 
cal Practice  Committee  be  held  in  abeyance.) 

As  far  as  establishing  impartial  panels  of  medical 
experts  on  a part-time  basis  is  concerned,  it  was 
Miss  Parisi’s  feeling  that  experience  has  shown  that 
this  would  be  difficult  to  put  into  effect,  especially 
in  sections  of  upper  New  York  State.  Medical 
experts  might  be  found  in  New  York  City  who  would 
be  willing  to  serve.  However,  it  is  the  policy  of  the 
Workmen’s  Compensation  Board  not  to  support 
legislation  which  will  be  successful  in  one  part  of 
the  State  and  not  in  the  other.  Too  many  of  the 
medical  experts  are  engaged  in  compensation 
practice,  which  would  eliminate  them  from  con- 
sideration for  such  assignments.  It  has  been  the 
policy  of  the  Workmen’s  Compensation  Board  to 
designate  medical  experts  in  certain  cases,  when 
necessary.  These  appointments  are  made  after  in- 
formal consultations  with  the  Medical  Practice 
Committee  or  the  county  medical  societies  con- 
cerned. 

Miss  Parisi  also  expressed  the  opinion  that  a 
modification  to  provide  means  for  collection  of 
unpaid  medical  bills  in  compensable  cases  was  un- 
necessary. She  requested  that  undue  delays  in  the 
payment  of  bills  be  brought  to  her  attention  and 
that  these  problems  would  be  solved  promptly. 

Miss  Parisi  announced  that  she  was  in  favor  of 
an  amendment  which  would  provide  fees  for  physi- 
cians attending  disability  benefits  hearings.  She 
declared  that  the  Workmen’s  Compensation  Board 
would  not  approve  the  other  two  suggestions  for 
amendments  to  the  Disability  Benefits  Law — (a) 
making  all  licensed  physicians  eligible  to  render 
care  under  the  Disability  Benefits  Law  and  ( b ) 
the  repeal  of  the  authority  of  the  chairman  to  take 


away  compensation  ratings  for  acts  of  physicians 
relating  to  the  Disability  Benefits  Law.  The  repre- 
sentatives of  the  Workmen’s  Compensation  Board 
felt  that  there  must  be  some  control  over  the  physi- 
cians who  take  care  of  these  cases.  The  chairman 
expressed  the  desire  to  retain  the  authority  to 
take  away  compensation  ratings  from  physicians 
where,  in  the  opinion  of  the  Board,  such  action  is 
indicated.  We  were  informed  that  this  is  never 
done  without  the  advice  and  counsel  of  the  Board  of 
Regents. 

A report  of  the  deliberations  of  this  meeting  was 
presented  to  the  Council,  and  it  was  decided  that  in 
view  of  the  attitude  of  the  chairman  of  the  Work- 
men’s Compensation  Board  we  will  confine  our- 
selves to  the  introduction  only  of  that  bill  which 
calls  for  the  payment  of  fees  for  physicians  attend- 
ing disability  benefits  hearings. 

* * * 

The  executive  officer  and  the  chairman  of  the 
Council  Committee  on  Legislation  completed  their 
annual  tour  of  the  State  on  December  5,  1957. 
Meetings  with  county  medical  society  legislation 
chairmen  and  others  were  held  in  eight  cities, 
Schenectady,  Kingston,  White  Plains,  Ithaca,  Cort- 
land, Ogdensburg,  New  York  City,  and  Buffalo. 
As  in  the  past,  our  legislation  program  was  thor- 
oughly discussed  and  everyone  was  given  the  oppor- 
tunity to  express  his  views.  In  this  way,  we  have 
continued  to  maintain  a wholesome  liaison  with  our 
colleagues  in  the  various  areas  of  the  State. 

Among  those  who  attended  the  conferences,  at 
one  time  or  another,  were  our  president  and  presi- 
dent-elect, county  medical  society  legislation  chair- 
men, members  of  the  Council  Committee  on  Legis- 
lation, councillors,  county  medical  society  presi- 
dents, presidents-elect,  and  secretaries,  executive 
secretaries,  and  others.  The  attendance  figures 
compared  favorably  with  those  of  the  previous 
year.  We  were  graciously  received  in  all  sections. 

On  November  19,  the  executive  officer  and  chair- 
man attended  the  First  Annual  Executive  Legisla- 
tion Institute  in  Albany.  The  executive  chamber 
was  filled  to  capacity.  The  purpose  of  the  Institute 
was  to  “consider  the  manner  in  which  the  Governor’s 
office  deals  with  legislation  and  how  the  interested 
groups  can  be  most  helpful  in  presenting  their  opin- 
ions, and  in  coordinating  and  facilitating  public 
contact  with  the  Executive.” 

The  chairman  of  the  Institute  was  the  Counsel 
to  the  Governor.  Experts  in  the  field  of  legislation 
discussed  such  topics  as:  From  the  “hopper”  to  the 
Governor,  executive  consideration  of  bills,  suggested 
improvements  and  procedural  streamlining,  legis- 
lative reforms,  the  thirty-day  bill  period,  initiating 
constitutional  improvements,  etc. 

On  December  10,  in  New  York  City,  the  chairman 
and  Dr.  George  J.  Lawrence,  Jr.,  a member  of  the 
Committee  on  Legislation,  met  with  Mr.  Robert  J. 
Malang  and  Mr.  Aloysius  J.  Maickel,  deputy  superin- 
tendents of  the  State  Insurance  Department,  and 
Mr.  Julius  Sachman,  chief  of  its  Life  Bureau.  The 
main  topic  of  discussion  was  a bill  to  amend  the 
Insurance  Law  so  that  self-employed  professional 


1120 


New  York  State  J.  Med. 


COUNCIL 


people  who  are  members  of  an  association  will  be 
eligible  to  procure  life  insurance  as  a group.  We 
were  informed  that  the  State  Insurance  Department 
is  in  favor  of  this  type  of  legislation  and  would  again 
introduce  its  own  bill  to  accomplish  this  purpose. 

* * * 

At  a meeting  of  the  Council  Committee  on  Legis- 
lation held  on  January  7,  our  legislative  program  was 
again  thoroughly  discussed  and  finally  crystallized 
just  before  the  opening  of  the  Legislature. 

Following  are  the  items  considered  and  the  actions 
taken,  all  of  which  have  been  approved  by  the 
Council : 

Recommendations  of  the  House  of  Delegates  and/or  the 
Council: 

1.  “To  amend  the  Insurance  Law,  so  that  self- 
employed  professional  people  who  are  members  of 
an  association  will  be  eligible  to  procure  life  insur- 
ance, as  a group.” 

A letter  from  Mr.  Spencer  L.  McCarty,  managing 
director  of  the  New  York  State  Association  of  Life 
Underwriters,  was  read.  In  it  are  described  some 
of  the  pitfalls  as  far  as  group  life  insurance  is  con- 
cerned, especially  where  there  is  no  employer- 
employe  relationship,  in  which  case  the  employer 
pays  all  or  part  of  the  cost.  Mr.  McCarty  points 
out  that  in  the  opinion  of  his  Association  renewable 
term  life  insurance  is  the  most  expensive  plan  of 
life  insurance  a person  can  buy  in  order  to  provide 
permanent  protection. 

The  State  Insurance  Department  has  indicated 
that  it  will  introduce  a bill  similar  to  the  one  pre- 
sented a year  ago.  This  will  present  legislation  to 
permit  the  writer  of  a group  life  insurance  to  cover 
associations  with  a common  interest  or  profession. 

Despite  the  warnings  of  Mr.  McCarty,  it  was  the 
feeling  of  your  committee  that  we  should  also  intro- 
duce our  own  bill,  a draft  of  which  has  already  been 
prepared  by  DeGraff , Foy,  Conway  and  Holt-Harris. 
This  bill  is  a more  conservative  one  than  that  espoused 
by  the  State  Insurance  Department.  It  calls  for  per- 
missive legislation  to  write  group  life  insurance  to 
cover  associations  of  a common  calling  or  profession. 
The  bill  also  has  the  support  of  the  Bar  Association. 
Should  it  pass,  and  there  will  be  considerable  op- 
position to  it,  definite  considerations  can  then  be 
given  to  the  types  of  program  to  be  developed,  in- 
cluding graduated  premium  rates  according  to  age, 
and  other  safeguards. 

2.  “To  secure  protection  for  members  of  the 
Society  from  the  legal  and  financial  danger  of  taking 
blood  without  a patient’s  consent,  for  alcoholic 
testing.” 

As  part  of  a highway  safety  project,  both  the 
Democratic  and  Republican  parties  have  declared 
that  they  are  in  favor  of  exempting  doctors  from 
personal  liability  for  making  a blood  test  of  per- 
sons charged  with  driving  while  intoxicated. 

There  is  some  difference  of  opinion  as  to  the  form 
that  this  type  of  legislation  should  take.  It  is  ex- 
pected that  the  Governor  will  have  a bill  introduced 
which  will  hold  doctors  harmless  in  such  cases, 
unless  bad  faith  is  proved.  However,  this  will  not 


eliminate  the  filing  of  suits  against  doctors  with 
resultant  inconvenience,  loss  of  time,  etc. 

At  the  suggestion  of  our  counsels,  it  was  your 
Committee’s  feeling  that  we  should  introduce  our 
own  bill  which  would  protect  the  physicians  from 
suit.  Only  the  State,  or  a political  subdivision  of 
the  State,  can  then  be  sued.  If  the  claimant  should 
recover  damages  from  the  State,  the  State  can  then 
institute  proceedings  against  the  physician  involved 
but  must  prove  gross  negligence. 

3.  “To  create  a commission  with  representation 
of  all  interested  parties,  including  the  Legislature, 
the  Bar  Association,  and  the  State  Society,  for  the 
purpose  of  reviewing  existing  laws  and  regulations 
regarding  death  certification  and  autopsy,  to  study 
the  social  and  medicolegal  aspects  of  the  problem, 
and  to  submit  a report  of  the  recommendation  for 
the  legislation  needed  to  establish  basic  definitions, 
clarify  present  ambiguities,  and  to  codify  and  pro- 
mote a sound  legal  procedure  for  the  regulation  of 
death  certification  and  autopsy.” 

Upon  inquiry,  both  the  State  Commissioner  of 
Health  and  the  executive  director  of  the  Inter- 
departmental Health  Resources  Board  have  de- 
clared that  the  creation  of  a commission,  as  indicated 
above,  has  merit.  It  was  also  recommended  that 
Mr.  Daniel  Gutman,  Counsel  to  the  Governor,  be 
approached  in  order  to  determine  what  procedure 
we  should  follow.  Your  chairman  has  contacted 
Judge  Gutman  on  several  occasions  but  as  yet  has 
had  no  word  from  him.  He  proposes  to  get  in 
touch  with  him  again. 

There  was  considerable  discussion  as  to  whether 
it  would  be  better  to  ask  for  a commission  or  a joint 
legislative  committee.  It  was  the  feeling  of  our 
counsels  that  the  creation  of  a commission  had  very 
little  chance  of  success  without  the  blessings  of  the 
Governor.  A wiser  procedure  might  be  to  ask  for  a 
joint  legislative  committee  to  conduct  hearings 
on  autopsies  and  the  laws  governing  the  dead  human 
body,  since  this  would  permit  members  of  both  par- 
ties of  the  Legislature  to  actively  participate  in  the 
solution  of  this  problem,  a situation  which  they 
would  prefer.  It  was  decided  that  we  should  with- 
hold action  at  this  time  until  we  can  determine  what 
the  Governor’s  attitude  is,  through  Mr.  Gutman. 

Your  chairman  has  received  a communication 
from  Dr.  Alfred  Angrist,  professor  of  pathology  at 
the  Albert  Einstein  College  of  Medicine,  the  original 
proposer  of  the  resolution  in  the  House  of  Delegates. 
This  contains  some  very  pertinent  information  about 
a commission  and  supplies  us  with  ammunition  to 
be  used  in  support  of  our  request.  Copies  of  this 
letter  have  been  submitted  to  our  executive  officer 
and  counsels,  to  Mr.  Gutman,  and  to  the  majority 
leader  of  the  Senate. 

It  was  also  agreed  that  pending  our  decision  in 
regard  to  the  creation  of  a commission,  we  should 
again  have  introduced  a bill  calling  for  an  amend- 
ment to  the  autopsy  law,  similar  to  the  one  of  pre- 
vious years.  We  were  advised  that  this  can  do  no 
harm. 

4.  An  amendment  to  the  Disability  Benefits 
Law  “to  provide  that  when  attendance  at  hearing  is 
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required  on  question  of  nonoccupational  disability, 
physician  of  injured  employe  may  receive  fee  from 
employer  or  carrier  in  amount  to  be  fixed  by  Work- 
men’s Compensation  Board.” 

A draft  of  such  a bill  has  been  completed,  and  it 
has  the  approval  of  Miss  Angela  R.  Parisi,  chairman 
of  the  Workmen’s  Compensation  Board. 

5.  Injunction  Bill:  This  bill  has  already  been 
drafted  by  our  counsels  and  has  been  submitted  to 
Mr.  Brind  and  Mr.  Killough  of  the  State  Education 
Department. 

6.  A resolution  from  the  Medical  Society  of  the 
County  of  Bronx  “to  protect  physicians  against  in- 
flationary boosts  in  office  rental  and  cooperate  with 
other  business  and  professional  groups  for  this 
purpose.” 

Mr.  Joseph  Zaretzki,  Minority  Leader  of  the  Sen- 
ate, and  Assemblyman  Frank  G.  Rossetti  have  al- 
readjr  introduced  bills  to  continue  rent  controls  in 
commercial  and  professional  groups.  It  is  a fair 
assumption  to  state  that  these  bills  will  probably 
pass. 

If  developments  in  the  near  future  indicate  that 
our  active  support  is  necessary,  we  will  immediately 
take  the  proper  steps. 

7.  Changes  in  the  Education  Law: 

(а)  Amendment  to  Section  6513  of  the  Educa- 
tion Law  to  make  it  a misdemeanor  for  anyone  to 
aid  and  abet  an  unlicensed  person  to  practice  medi- 
cine. 

This  amendment  will  have  our  support.  In  a 
letter  dated  December  13,  1957,  Mr.  Robert  Kil- 
lough, Jr.,  assistant  commissioner  of  the  State  Edu- 
cation Department,  informs  us  that  such  a bill  is 
part  of  the  legislative  program  of  his  Department. 

(б)  Amendment  to  Section  6512  of  the  Education 
Law  to  limit  the  time  to  be  spent  as  an  intern  to  two 
years. 

It  was  the  opinion  of  your  committee  that  we 
sponsor  a bill  calling  for  this  amendment.  It  is 
the  feeling  of  Mr.  Killough  and  Deputy  Commis- 
sioner Nyquist  of  the  State  Education  Department 
that  it  would  be  advisable  for  the  Medical  Society 
to  have  this  bill  introduced.  The  Department  of 
Education  will  support  it. 

(c)  An  alteration  in  the  Law  which  would  require 
admitting  physicians  to  be  licensed  in  the  State  of 
New  York. 

This  was  discussed  and  considered  for  quite  some 
time.  It  was  finally  agreed  that  we  should  sponsor 
this  legislation  and  that  your  chairman  should  sub- 
mit to  the  executive  officer  and  his  counsels  a job 
analysis  and  description  of  the  functions  of  admitting 
officers  in  hospitals. 

(i d ) It  was  decided  that  we  should  support  a 
change  in  the  Education  Law,  advocated  by  the  State 
Education  Department,  so  that  the  Commissioner 
of  Education  will  be  charged  with  designating  the 
names  and  numbers  of  examinations  to  be  given  by 
the  State  Board  of  Medical  Examiners. 

Matters  Referred  for  Evaluation  and  Recommenda- 
tions: 

1.  A recommendation  of  the  Joint  Legislative 
Committee  on  Imitation  Food  Products  and  Prob- 


lems to  permit  groceries  and  many  other  types  of 
retail  stores  to  sell  proprietary,  or  packaged,  medi- 
cines. 

We  will  continue  our  opposition  to  such  legisla- 
tion. This  change  is  opposed  by  the  pharmaceuti- 
cal and  veterinary  associations. 

2.  A revision  of  the  existing  law  that  requires 
annual  examination  of  school  children  in  all  of 
New  York  State  except  in  the  Cities  of  New  York, 
Rochester,  and  Buffalo. 

This  has  been  a recommendation  of  the  Council 
Committee  on  Public  Health  and  Education  for 
quite  some  time.  It  was  felt  that  now  is  the  time  to 
take  definite  action  in  this  matter,  despite  some 
opposition  from  the  Commissioner  of  Education. 
In  the  course  of  our  deliberations  it  was  brought  out 
that  New  York  State  is  about  the  only  State  in  the 
Union  which  requires  annual  examinations  of  school 
children.  Many  agencies,  including  the  State  De- 
partment of  Health,  the  New  York  State  Associa- 
tion of  School  Physicians,  the  Academy  of  Pediatrics, 
and  others,  are  of  the  opinion  that  it  is  no  longer 
necessary  for  school  doctors  to  examine  every 
child  each  year.  It  was  the  recommendation  of  the 
American  Medical  Association  and  the  National 
Education  Association  in  July,  1955,  that  schools 
schedule  medical  examinations  by  school  physicians 
for  those  not  having  regular  examinations  by  their 
own  physicians  at  the  following  intervals:  (1) 

entering  children  in  kindergarten  and/or  the  first 
grade,  (2)  Grade  4,  (3)  Grade  7,  (4)  Grade  10,  (5) 
any  child  in  other  grades  needing  special  examina- 
tions as  determined  by  nurse  and  teacher  conferences 
or  other  means.  Your  committee  recommended  that 
we  sponsor  such  legislation  at  this  time. 

3.  “Advertising  Bill”:  According  to  reports 

that  we  have  received,  this  will  be  introduced  by 
legislators  from  Westchester  County  at  the  request 
of  the  Medical  Society  of  the  County  of  Westchester. 
It  will  be  similar  to  the  one  of  last  year.  We  recom- 
mended that  it  be  supported. 

4.  Resolution  from  the  Counties  of  Wyoming 
and  Genesee:  “ Resolved , that  all  fees  for  radiology 
services  must  be  paid  for  as  medical  and  not  hos- 
pital services.” 

It  was  the  opinion  of  your  committee  that  this 
resolution  has  great  merit.  However,  at  the  sugges- 
tion of  our  counsels,  it  was  voted  that  action  on  this 
resolution  be  deferred  until  such  time  as  we  receive 
recommendations  from  the  Radiological  Society  of 
the  State  of  New  York. 

At  the  meeting  of  the  Council  in  December,  Dr. 
Givan  reported  that  he  had  attended  a special 
meeting  of  the  executive  committee  of  the  Radio- 
logical Society.  The  purpose  of  this  conference  was 
(1)  to  determine  the  most  efficient  way  of  reversing 
the  decision  of  the  courts  of  the  State  of  New  York 
which  have  ruled  that  radiology  is  not  the  practice 
of  medicine  and  (2)  to  consider  the  corporate  prac- 
tice of  medicine. 

The  Radiological  Society  has  retained  the  same 
law  firm  which  is  acting  as  counsels  to  our  executive 
officer.  Mr.  Jack  Holt-Harris  is  in  charge  of  this 
program.  It  was  the  suggestion  of  Mr.  Holt-Harris 
that  legislative  action  be  started  by  the  Radiological 
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Society,  during  this  session,  that  would  approve  our 
contention  that  radiologists  are  practitioners  of 
medicine. 

It  is  the  feeling  of  your  committee  that  this  im- 
portant matter  should  be  settled  before  we  intro- 
duce bills  to  cover  the  resolution  of  the  Medical 
Societies  of  the  Counties  of  Wyoming  and  Genesee. 

Miscellaneous: 

1.  Free  choice  of  medical  care  plan. 

We  have  been  informed  that  during  the  coming 
year  a very  strenuous  effort  will  be  made  to  pass 
this  legislation  in  the  Municipal  Council  of  the  City 
of  New  York.  It  was  voted  that  we  favor  this  ma- 
neuver and  that  we  support  a bill  calling  for  free 
choice  of  medical  care  plan,  no  matter  in  what  area 
it  is  introduced. 

2.  Practice  of  medicine  by  hospitals. 

It  was  decided  that  we  should  take  no  action  in 
this  matter  at  this  time.  We  are  awaiting  a re- 
port from  the  Hospital  and  Professional  Relations 
Committee. 

3.  Resolution  from  Bronx  County: 

Whereas,  a layman  with  little  inconvenience  or 
financial  loss  may  sue  a physician  in  the  New 
York  Courts;  and 

Whereas,  this  freedom  from  mental  or  finan- 
cial concern  encourages  the  public  to  sue  physi- 
cians on  unjustifiable  grounds;  and 

Whereas,  the  number  of  such  cases  has  been 
increasing  in  alarming  proportion ; and 

Whereas,  it  is  the  physician  who  must  assume 
the  major  financial  burden  in  these  cases;  there- 
fore be  it 

Resolved , that  the  Civil  Practice  Rules  of  the 
New  York  Civil  Practice  Act  be  amended  to 
provide  that  successful  defendents  in  malpractice 
suits  be  entitled  to  all  costs  incident  to  the  defend- 
ing of  the  case  including  reasonable  counsel  fees; 
and  be  it  further 

Resolved , that  this  resolution  be  submitted  to 
the  Legislation  Committee  of  the  Medical  Society 
of  the  State  of  New  York  for  implementation. 

It  was  the  consensus  of  our  legal  counsels  that  the 
resolution  be  tabled.  Bills  calling  for  this  type  of 
legislation  have  been  introduced  time  after  time,  but 
to  no  avail.  There  is  very  little  chance  of  it  get- 
ting anywhere. 

4.  The  Mauro-Weiser  bill. 

This  would  “amend  the  executive  law,  in  relation 
to  creating  in  the  executive  department  a division 
of  medical  care,  defining  its  functions,  purposes,  and 
duties,  and  providing  for  the  appointment  and 
compensation  of  its  officers  and  employes.” 

Your  committee  felt  that  this  is  another  example 
of  governmental  interference  with  the  practice  of 
medicine.  It  was  voted  that  this  bill  be  disap- 
proved and  that  we  fight  against  its  passage. 

5.  It  was  agreed  that  we  should  support  a change 
in  the  Motor  Vehicle  Law,  to  be  introduced  by 
Joseph  P.  Kelly,  Commissioner  of  Motor  Vehicles 
of  the  State  of  New  York,  which  would  permit  his 
Bureau  to  issue  M.D.  license  plates  for  suburbans 
(station  wagons) . 


In  June  of  last  year,  an  Ad  Hoc  Committee  was 
appointed  for  the  purpose  of  studying  the  problem 
of  physicians’  aides.  This  committee  met  on  June  4, 
1957.  Present  were:  Dr.  I.  Jay  Brightman,  execu- 
tive director  of  the  Interdepartmental  Health  Re- 
sources Board;  Dr.  Ewald  Nyquist,  deputy  commis- 
sioner of  the  State  Education  Department;  Mr. 
Charles  A.  Brind,  counsel  to  the  State  Education 
Department;  Dr.  Jacob  Lochner,  Jr.,  and  Dr.  Gran- 
ville W.  Larimore,  representing  the  Interdepart- 
mental Health  Resources  Board,  and  members  of 
the  committee:  Dr.  W.  P.  Anderton;  Dr.  John  A. 
Kalb  of  Endicott,  chairman  of  the  Anesthesiology 
Section;  Dr.  James  I.  Farrell  of  Utica,  chairman  of 
the  Ophthalmology  Section;  Dr.  Frank  D.  Carroll 
of  New  York  City,  delegate  from  the  Ophthalmology 
Section;  Dr.  Harry  P.  Smith,  New  York  City, 
representing  Pathology;  Dr.  Jerome  S.  Tobis, 
New  York  City,  representing  Physical  Medicine; 
Dr.  Frank  J.  Borrelli,  New  York  City,  representing 
Radiology,  and  the  chairman. 

The  purpose  of  the  conference  was  to  begin  a 
joint  study  of  the  State  Medical  Society  and  the 
Interdepartmental  Health  Resources  Board  in 
order  to  analyze  the  entire  problem  of  physicians’ 
aides  and  to  see  whether  we  can  develop  some  law, 
or  perhaps  an  administrative  ruling,  which  would 
cover  all  persons  who  serve  as  assistants  to  physi- 
cians, work  under  their  general  supervision,  require 
the  acquisition  of  a certain  level  of  skills,  but  do 
not  fit  into  any  group  for  which  licensing,  certifica- 
tion, or  registration  is  now  required.  In  other 
words,  the  committee  was  to  look  into  the  whole 
field  of  technical  aides  and  to  set  up  standards. 

There  was  considerable  discussion  about  the 
entire  problem,  during  which  the  following  items 
were  stressed : 

1.  The  practice  of  orthoptic  training  is  re- 
stricted by  laws  to  persons  who  are  qualified  as 
optometrists  or  physicians. 

2.  It  would  be  very  impractical  to  amend  the 
Medical  Practice  Act  to  allow  physicians  to  use 
aides  at  their  discretion  before  thoroughly  deter- 
mining the  nature  of  the  work  done  by  these  aides 
and  the  quality  of  the  training  they  receive  in  prepa- 
ration for  such  work. 

3.  The  Department  of  Education  is  of  the  opin- 
ion that  it  would  not  be  desirable  to  embark  upon  a 
program  of  licensing,  certifying,  or  registering  rela- 
tively small  groups  of  persons  with  specialized 
functions.  The  number  of  such  groups  could  become 
very  large  and  would  readily  include  laboratory 
aides,  x-ray  technicians,  and  many  others. 

4.  The  pathologists  have  a Registry  of  Medical 
Technologists.  The  schools  for  these  people  are 
approved  by  the  American  Medical  Association  with 
the  advice  of  the  American  Society  of  Clinical  Pa- 
thologists. The  pathologists  feel  that  this  program  is 
satisfactory  and  they  are  opposed  to  a licensing  bill. 

5.  It  was  noted  that  very  often  groups  which  are 
licensed  to  perform  a certain  type  of  work,  related 
in  some  way  to  medical  practice,  are  not  satisfied 
with  remaining  in  their  own  realm  but  attempt 
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through  subsequent  legal  maneuvers  to  encroach 
upon  the  practice  of  medicine. 

A considerable  amount  of  time  was  spent  in  dis- 
cussing the  orthoptic  technicians.  A statement  was 
made  by  the  people  representing  the  Ophthalmology 
Section  that  some  orthoptic  technicians  are  certi- 
fied by  the  American  Orthoptic  Council.  They  have 
certain  qualifications  and  must  take  certain  courses 
and  examinations  before  they  are  permitted  to  work 
under  the  supervision  of  an  ophthalmologist. 

It  was  finally  decided  that  the  practices  through- 
out the  State  vary  so  greatly  that  it  would  be  wise 
to  learn  what  is  taking  place  in  all  areas,  that  a 
questionnaire  should,  therefore,  be  submitted  to  the 
ophthalmologists  in  order  to  determine  what  is 
going  on  in  their  sections.  Dr.  Carroll  and  Dr. 
Brightman  were  designated  to  conduct  this  survey. 

We  have  been  in  touch  with  the  executive  direc- 
tor of  the  Interdepartmental  Health  Resources 
Board  on  several  occasions.  Questionnaires  were 
submitted  to  ophthalmologists  throughout  the  State. 
As  of  this  date,  the  questionnaires  are  in.  Tabula- 
tions have  been  made  and  are  being  studied.  The 
State  Education  Department  is  very  much  inter- 
ested in  the  findings.  A report  covering  this  en- 
tire subject  should  be  issued  during  the  early  part 
of  February. 

* * * 

The  181st  session  of  the  New  York  State  Legisla- 
ture opened  on  January  8.  It  was  reported  that 
when  the  members  of  the  Legislature  reconvened 
they  found  1,223  bills  ready  for  their  consideration. 
This  included  699  Assembly  bills  and  524  Senate 
bills.  All  were  prefiled  by  individual  legislators  as 
part  of  a new  program  initiated  by  legislative  lead- 
ers this  year  to  expedite  committee  consideration  of 
bills. 

Following  are  excerpts  from  the  Governor’s 
message  to  the  Legislature  and  extracts  from  the 
Republican  legislative  program  for  1958: 

Governor’s  Message  to  the  Legislature 

Disability  Benefits  and  Workmen’s  Compensation. 
— I again  recommend  that  sickness  disability  bene- 
fits be  expanded  to  include  $10  a day  for  hospital 
expenses  up  to  a maximum  benefit  of  $150. 

Narcotics. — The  Joint  Legislative  Committee  on 
Narcotics  Study  has  not  yet  completed  its  work, 
but  I understand  that  it  will  submit  an  interim  re- 
port shortly.  On  the  basis  of  testimony  which  has 
been  given  at  public  hearings  before  it  and  Con- 
gressional committees,  it  would  appear  that  the  solu- 
tion to  the  serious  narcotics  problem  requires  both  a 
penal  and  a medical  approach. 

Two  years  ago  your  Honorable  Bodies  increased 
the  penalties  for  the  sellers  of  narcotics.  These  pen- 
alties do  not  appear  to  be  sufficient,  particularly  for 
the  nonaddicts. 

The  responsibility  of  dealing  with  the  narcotics 
problem  belongs  jointly  to  the  Federal  and  State 
governments.  It  is  the  Federal  government’s  re- 
sponsibility to  stop  the  illicit  traffic  in  drugs  com- 
ing into  the  country.  Narcotics  and  addicts  also 
cross  State  boundaries.  I intend  to  take  up  with  the 


Federal  government  and  the  Congress  the  develop- 
ment of  a joint  program  for  hospital  and  follow-up 
care  for  narcotic  addicts.  In  this,  I ask  your  co- 
operation. In  addition,  we  should  attempt  to  get 
the  cooperation  of  neighboring  states. 

Health. — The  number  of  births  in  New  York 
State  during  1957  set  a new  record  in  the  State’s 
history.  This  increased  number  of  births,  together 
with  the  low  death  rate,  not  only  presents  us  with  a 
challenge  in  many  directions  but  is  an  indication  of 
the  success  of  our  various  health  programs,  public 
and  private. 

I propose  that  in  the  coming  year  we  embark  on 
a determined  program  to  secure  the  vaccination 
(against  poliomyelitis)  of  all  persons  up  to  the 
age  of  forty,  and  I expect  to  appoint  a State-wide 
committee  to  work  with  our  State  and  local  health 
departments  to  help  us  accomplish  this  highly  de- 
sirable objective.  Nearly  one  half  of  the  cases  this 
last  year  in  upstate  New  York  occurred  in  the 
twenty  to  forty  age  group,  in  which  only  a third 
of  our  population  has  so  far  had  even  one  dose  of 
the  polio  vaccine.  The  State  Health  Department 
will  continue  to  give  assistance  in  promoting  the 
use  of  vaccine,  and  State  aid  will  continue  to  be 
available  for  those  municipalities  wishing  to  pur- 
chase and  dispense  vaccine. 

The  sweep  of  Asian  influenza  through  the  entire 
world  during  1957  was  a sharp  reminder  that  we 
cannot  relax  our  guard  against  communicable 
diseases. 

Although  tuberculosis  remains  the  greatest  single 
cause  of  death  and  disability  among  the  communi- 
cable diseases,  it  continues  to  decline  in  importance. 
Because  of  this  decline,  one  State  hospital  and  four 
county  tuberculosis  hospitals  were  closed  in  1956 
and  1957.  The  Health  Commissioner  now  advises 
that  in  the  interests  of  efficiency  and  economy  a 
second  State  tuberculosis  hospital  should  be  closed 
and  used  for  more  necessary  purposes.  As  in  the 
case  of  the  Herman  Biggs  Hospital  in  Ithaca,  em- 
ployes’ interests  will  be  looked  after. 

New  York  State  is  outstanding  among  the  states 
in  its  support  of  cancer  research,  and  the  present 
significant  research  efforts  directed  toward  the 
control  of  heart  disease  are  being  expanded. 

The  recently  developed  Chronic  Disease  Program 
of  the  Department  of  Health  is  making  steady  prog- 
ress in  attacking  the  disease  conditions  of  our  older 
citizens.  A demonstration  project  is  underway  in 
Westchester  County  in  cooperation  with  its  health 
department,  to  determine  the  feasibility  of  providing 
comprehensive  medical  care  at  home  to  older  pa- 
tients who  would  otherwise  have  to  be  hospitalized. 
This  is  the  first  time  such  a project  has  been  under- 
taken outside  a major  city. 

Poison  control  centers,  subsidized  by  the  New 
York  State  Department  of  Health,  have  been  es- 
tablished in  New  York  City  and  in  Buffalo,  Roch- 
ester, Syracuse,  and  Albany  in  association  with 
the  medical  schools  in  these  cities.  These  centers 
maintain  a 24-hour  telephone  information  service  on 
poisons  and  also  carry  on  research. 

In  my  annual  message  a year  ago,  I called  atten- 
tion to  the  growing  threat  of  air  pollution  and  to  the 
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indicated  possibility  of  its  relation  to  the  increased 
prevalence  of  respiratory  diseases  such  as  lung  can- 
cer. An  Air  Pollution  Control  Board  was  estab- 
lished by  law  and  has  met  every  month  since  its 
appointment  in  July.  After  careful  screening  of 
potential  candidates  from  the  entire  country,  one  of 
our  own  Health  Department  engineers  was  selected 
by  the  Board  as  executive  secretary.  The  Board’s 
program  plan  includes  three  principal  parts:  (1) 

To  determine  the  extent  of  the  air  pollution  control 
problem  in  the  State,  (2)  to  reduce  pollution  by 
applying  known  methods  of  control,  and  (3)  to 
develop  new  methods  and  improved  technics.  This 
month  the  Board  is  establishing  a State-wide  system 
for  air  sampling. 

Water  pollution  continues  to  be  a serious  problem 
in  New  York  State  with  our  growing  population  and 
increased  industrialization.  Beginning  in  1955, 
additional  funds  were  appropriated  to  augment  the 
Water  Pollution  Control  Board’s  staff  so  that  it 
might  more  effectively  meet  its  responsibilities 
under  the  law.  The  Board  is  proceeding  steadily 
with  the  long  process  of  classification  and  of  de- 
velopment of  pollution  abatement  plans.  The 
methods  of  cooperation  and  persuasion  which  the 
Board  has  so  far  followed  in  large  part  have  been 
generally  effective,  as  is  shown  by  the  total  of  $63 
million  expended  for  sewage  treatment  facilities 
outside  of  New  York  City  for  the  period  1954- 
1957,  in  addition  to  $43  million  in  New  York  City 
itself  during  the  same  years. 

Legislation  is  needed  to  close  a loophole  in  the 
present  Water  Pollution  Control  Act.  The  Board 
does  not  at  present  have  the  power  to  prevent  new 
sources  of  pollution  from  unclassified  waters,  and  it 
obviously  needs  this  power. 

The  Joint  Hospital  Survey  and  Planning  Commis- 
sion has  been  doing  an  effective  job  of  screening  and 
coordinating  requests  for  Federal  assistance  to 
hospital  construction  under  the  Hill-Burton  Act. 
Although,  under  the  present  law,  the  Commission 
does  not  expire  until  March  31,  1959,  in  order  to  as- 
sure continuity  in  its  program  it  would  be  desirable 
at  this  session  to  extend  its  life  for  another  five 
years  beyond  1959,  and  I so  recommend. 

Rehabilitation. — No  phase  of  our  total  work  in  the 
conservation  of  human  resources,  as  well  as  in 
combating  the  problem  of  low  income,  is  more 
promising  or  exciting  than  the  work  of  rehabilita- 
tion. Under  the  general  coordination  of  the  Inter- 
departmental Health  Resources  Board,  created 
upon  my  recommendation  two  years  ago,  we  have 
achieved  a teamwork  and  cooperation  among  the 
various  agencies  concerned  superior  to  anything  that 
was  possible  before. 

Under  new  leadership  the  State  Education  De- 
partment’s Division  of  Vocational  Rehabilitation 
has  accelerated  the  steady  increase  in  the  number  of 
handicapped  citizens  who  have  been  enabled  to  at- 
tain or  return  to  remunerative  employment  during 
the  past  three  years. 

A total  of  4,485  persons  were  rehabilitated  in  the 
1956-1957  fiscal  year  at  a cost  of  $3  million,  with  the 
aid  of  Federal  funds. 


Another  important  aspect  of  the  total  rehabilita- 
tion problem  is  in  connection  with  workmen’s  com- 
pensation. An  effective  rehabilitation  program 
offers  tremendous  promise  for  cutting  down  work- 
men’s compensation  costs  and  at  the  same  time 
benefitting  the  individuals  involved.  Last  year,  the 
Legislature  at  my  request  appropriated  funds  for  a 
study  of  this  problem,  the  preliminary  plans  for 
which  are  now  going  forward  in  cooperation  with 
Cornell  University  and  an  advisory  committee 
under  the  chairmanship  of  former  Senator  Herbert 
H.  Lehman. 

Mental  Health. — The  past  three  years  mark  the 
most  significant  period  in  the  history  of  mental 
hygiene,  the  beginnings  of  scientific  control  over 
the  ravages  of  mental  disease.  For  the  first  time 
there  has  been  a sustained  downward  trend  in  the 
population  of  our  mental  hospitals.  For  the  first 
time,  instead  of  the  bleak  prospect  of  ever- 
mounting  human  and  economic  toll,  we  can  look 
forward  to  more  frequent  and  more  rapid  recoveries 
and  eventually  to  a measure  of  prevention. 

Another  factor  in  the  trend  toward  liberalization 
of  hospital  care  is  the  encouragement  of  voluntary 
admissions.  In  recent  years  increasing  numbers  of 
patients  have  come  to  our  State  hospitals  of  their 
own  accord,  seeking  treatment.  Many  have  been 
deterred,  however,  by  a stipulation  in  the  present 
law  that  such  patients  may  be  detained  up  to  sixty 
days.  The  Department  is  recommending  legisla- 
tion reducing  this  period  to  fifteen  days,  and 
I endorse  that  recommendation.  The  objective, 
of  course,  is  to  promote  early  treatment  of  mental 
illness,  which  can  often  obviate  the  necessity  for 
long-term  treatment  later  on. 

In  the  long  run,  the  answers  to  the  enigmas  of 
mental  illness  lie  in  research.  Developments  of  the 
past  few  years  have  made  it  abundantly  clear 
that  funds  devoted  to  research  are  a wise  and  profit- 
able investment. 

In  1955  a law  was  passed  upon  my  recommenda- 
tion permitting  local  school  districts  to  establish  and 
maintain  special  training  classes  for  “trainable” 
children  with  IQ’s  of  less  than  50.  I am  advised 
that  while  there  has  been  an  increase  in  the  number 
of  classes  for  mentally  retarded  children  classified  as 
“educable,”  progress  under  this  permissive  law  in 
regard  to  “trainable”  children  has  been  relatively 
slow.  I believe  the  time  has  now  come  when  the 
provision  of  such  training  should  be  established  by 
law  as  a part  of  our  educational  system.  I believe 
that  extending  our  educational  program  to  include 
these  trainable  children  would  be  a humane  and 
sensible  step. 

Problems  of  the  Aging. — During  the  last  three 
years  we  have  made  great  progress  in  the  field  of  the 
aging.  The  leadership  we  have  been  able  to  provide 
has  served  as  a catalyst  to  stimulate  new  programs 
and  activities  in  the  various  departments  and  agen- 
cies of  the  State,  cities  and  counties  throughout  the 
State,  and  in  many  other  states  of  the  nation.  In 
developing  the  “Charter  for  the  Aging,”  which  has 
received  national  recognition,  we  have  provided  for 
ourselves  and  others  a beacon  to  fight  the  way  in 
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this  complex  field.  During  these  same  three  years, 
the  recommendations  of  the  Joint  Legislative  Com- 
mittee on  the  Aging,  which  had  been  generally 
neglected  in  the  past,  finally  bore  fruit  in  a climate 
conducive  to  action. 

The  fruit  of  the  careful  planning  laid  out  in  the 
Charter  for  the  Aging  for  improved  health  and 
medical  services  is  now  visible  in  a host  of  demon- 
stration programs:  a day  hospital  in  Schenectady, 
home  care  projects  in  Westchester,  “Meals  on 
Wheels”  in  Rochester,  nursing  home  patient  re- 
habilitation surveys  in  Buffalo,  Syracuse,  Albany, 
Westchester,  and  New  York  City  with  Rochester, 
Binghamton,  and  Rensselaer  County  desiring  to 
participate.  We  can  ill  afford  the  waste  of  precious 
human  resources,  let  alone  the  cost  to  the  family 
and  the  taxpayer,  of  keeping  patients  immobilized 
at  considerable  expense  in  infirmary  beds  when  they 
can  be  up  and  about. 

While  the  cost  of  adequate  medical  care  for  all 
people  is  high  and  rising,  the  cost  for  older  people  is 
higher  still,  although  their  financial  resources  are 
lower.  We  have  been  seeking  solutions  to  this 
problem,  first  through  a conference  in  Albany  on 
financing  health  cost  for  the  aged,  followed  by  a 
comprehensive  statistical  and  actuarial  study  in  the 
Insurance  Department  to  determine  the  cost  of 
hospital  and  medical  insurance  for  all  age  groups 
and  particularly  for  the  older  ages.  Data  was  ob- 
tained by  means  of  questionnaires  directed  to  all 
insurers,  both  group  and  individual,  writing  health 
insurance  in  the  State  of  New  York.  These  ques- 
tionnaires were  specifically  designed  to  produce  com- 
prehensive and  detailed  information  on  the  health 
insurance  afforded  our  senior  citizens  and  the  means 
by  which  such  coverage  could  be  extended  and  to 
shed  light  on  the  problems  arising  from  the  fact  that 
too  many  of  our  older  citizens  lose  their  protection 
at  the  time  they  retire,  when  they  need  it  most. 

On  the  basis  of  this  study,  I shall  submit  legisla- 
tive recommendations  which  will  lead  to  wider 
health  insurance  coverage  for  senior  citizens  and 
provide  reasonable  protection  from  the  hazards  of 
cancellation  or  termination. 

Once  again,  I repeat  my  recommendation  of 
last  year  that  a permanent  commission  on  problems 
of  the  aging  be  established  within  the  Executive 
Department,  along  the  lines  of  the  Youth  Commis- 
sion. The  office  of  Special  Assistant  on  Problems 
of  the  Aging  within  the  Executive  Chamber  has 
proved  of  such  great  value  that  the  function  should 
now  have  permanent  form.  Communities  and  agen- 
cies ought  to  have  assurance  that  the  State’s  re- 
sponsibilities for  coordination,  stimulation,  and 
assistance  in  this  field  will  continue  to  be  carried 
out.  I offer  again,  as  I did  last  year,  to  consult 
with  your  leaders  on  the  form  such  a permanent 
agency  should  take.  I will  have  more  to  say  about 
our  programs  for  the  aging  at  a later  date. 

Consumer  Protection. — There  is  urgent  need  to 
protect  the  public  health  by  regulating  the  use  of 
chemical  additives  in  food  and  soft  drinks.  This 
matter  has  been  before  the  United  States  Congress 
for  several  years,  but  for  one  reason  or  another 
legislation  has  been  blocked.  State  action  is  needed 


in  any  event,  and  it  is  high  time  that  we  move  ahead 
with  the  necessary  protective  measures.  I recom- 
mend legislation  requiring  that  new  additives  be 
shown  to  be  safe  before  they  are  used  and  that  addi- 
tives now  in  use  be  demonstrated  to  be  safe.  I am 
informed  that  experts  indicate  there  are  at  least  150 
additives  presently  in  use,  the  safety  of  which  has 
not  been  determined,  and  that  new  ones  are  con- 
stantly being  added.  Action  by  the  State  will  not 
only  serve  to  protect  our  families,  but  may  hasten 
the  day  when  the  Federal  government  will  see  fit  to 
take  action  on  a national  basis. 

Civil  Service. — Consideration  should  be  given  to 
extending  the  State’s  health  insurance  program  to 
local  governments  on  an  optional  basis. 

Republican  Legislative  Program  for  1958 

Highway  Safety—  Exempt  doctors  from  per- 
sonal liability  for  making  a blood  test  of  persons 
charged  with  driving  while  intoxicated.  Make 
driving  under  the  influence  of  narcotics  a violation 
of  the  Vehicle  and  Traffic  Law. 

Health , Mental  Health,  and  the  Aging. — We  are 
determined  that  progress  in  the  fields  of  health, 
mental  health,  and  care  of  the  aging  shall  continue. 

In  1958  we  pledge  our  support  to  measures  which 
will  enable  the  State  to  continue  this  progress.  Our 
program  includes: 

1.  Provision  of  funds  to  continue  the  expansion 
of  the  Roswell  Park  Cancer  Institute  in  Buffalo. 

2.  Support  of  the  growing  community  mental 
health  program  as  the  most  hopeful  long-range  tool 
for  the  prevention  of  mental  illness. 

3.  The  maximum  feasible  use  of  tranquilizing 
drugs  in  our  State  mental  hospitals  and  the 
utilization  of  other  means  which  show  promise 
in  the  treatment  of  mental  patients. 

4.  Construction  of  more  facilities  to  reduce 
overcrowding  in  our  mental  hospitals  and  schools. 

5.  Establishment  of  a State  institute  for  basic 
research  in  mental  retardation. 

6.  Creation  of  a top-level  position  in  the  De- 
partment of  Mental  Hygiene  responsible  for  formu- 
lating and  coordinating  programs  for  the  mentally 
retarded. 

7.  Establishment  of  a community  demonstra- 
tion center  for  mental  retardation. 

In  an  effort  to  meet  the  special  problem  repre- 
sented by  the  number  of  aging  who  need  psychiatric 
care,  the  1956  Legislature  authorized  appointment 
in  the  Mental  Hygiene  Department  of  a consultant 
on  services  for  the  aging  and  has  appropriated  $150,- 
000  a year  for  this  purppse.  It  is  this  consultant’s 
responsibility  to  study  and  report  on  the  problem 
of  caring  for  senile  psychotics  and  for  nonpsychotic 
aged  who  need  some  psychiatric  care,  and  to  deter- 
mine the  type  of  facilities  best  suited  to  their  care, 
including  the  development  of  psychiatric  nursing 
homes,  cottage-type  facilities,  geriatric  wards, 
whether  within  or  outside  the  Department,  and  plans 
for  the  establishment  of  similar  facilities  by  mu- 
nicipalities. 

We  are  hopeful  this  report,  due  on  February  1, 
will  be  the  basis  for  consideration  of  future  action 
to  provide  psychiatric  and  other  medical  care  facili- 
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ties  for  the  aging  in  the  State. 

We  will  again  look  to  the  report  of  the  Joint  Leg- 
islative Committee  on  Problems  of  the  Aging,  which 
has  contributed  to  many  constructive  studies  and 
recommendations  dealing  with  the  entire  range  of 
the  problems  of  our  senior  citizen  for  other  legisla- 
tion in  this  field. 

We  have  already  pledged  our  support  to  legislation 
proposed  by  the  Joint  Legislative  Committee  on 
Health  Insurance  Plans  which  will  guarantee  con- 
tinuous coverage  for  policyholders  regardless  of 
deterioration  of  health  and  to  provide  other  signifi- 
cant benefits.  The  committee’s  efforts  led  to  the 
establishment  of  a health  insurance  plan  for  State 
employes.  This  new  proposal  which  would  require 
insurance  carriers  to  provide  automatically  renew- 
able individual  contracts  with  right  of  cancellation 
restricted  to  specific  cases  of  abuse,  will  be  a source 
of  assurance  in  adversity  to  the  16  million  people 
of  the  State  who  have  some  form  of  hospital,  medi- 
cal, or  surgical  insurance. 

Public  Employes. — A comprehensive  plan  of 
medical,  surgical,  and  hospital  insurance  has  been 
made  available  to  State  employes.  This  plan  re- 
cently was  described  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare  as  “the  most  lib- 
eral and  comprehensive  program  enacted  by  a 
government  body  to  provide  its  employes  with  pro- 
tection against  medical  costs.” 

In  1958  we  propose  to  give  municipalities  and 
school  districts  the  opportunity  to  provide  medical, 
surgical,  and  hospital  insurance  for  their  employes 
under  the  State  Health  Insurance  Plan. 

* * * 

As  is  typical  at  this  time  of  the  year,  the  legisla- 
tive activity  in  Albany  thus  far  has  been  unexciting. 
Bills  concerned  with  medicine  and  public  health 
have  been  introduced  in  great  quantities,  but  no  one 
can  accurately  predict  at  this  juncture  what  course 
any  of  them  will  take.  We  realize  from  past  experi- 
ence that  the  tempo  will  increase  as  the  weeks  go  by. 
What  eventually  takes  place  in  the  Senate  and 
Assembly  and  the  results  of  their  deliberations  and 
actions  will  be  fully  reported  in  our  supplementary 
report  to  the  House  of  Delegates. 

As  this  report  is  being  submitted  (January  28) 
we  have  been  notified  that  a number  of  our  bills 
have  already  been  introduced.  The  others  will 
shortly  be  presented  in  the  usual  manner. 

Committee  to  Combat  Cults 

The  Committee  on  Combat  Cults  has  the  follow- 


ing membership : 

Henry  I.  Fineberg,  M.D.,  Chairman Queens 

W.  P.  Anderton,  M.D New  York 

Norman  S.  Moore,  M.D Tompkins 

John  F.  Rogers,  M.D Dutchess 

Harold  B.  Smith,  M.D Albany 

Frederick  W.  Miebach,  Adviser New  York 


The  Committee  to  Combat  Cults  has  met  on 
several  occasions  and  discussed  the  perennial  prob- 
lem of  the  threat  of  chiropractic  licensure.  This  was 


one  of  the  main  topics  brought  to  the  foreground 
during  our  tour  through  the  State. 

In  keeping  with  the  procedure  established  pre- 
viously, we  have  set  up  the  following  plan  of  action: 

A.  Objectives 

1.  Alert  all  doctors  through  county  medical 
societies  that  the  chiropractors  will  wage  an  all- 
out  campaign  to  secure  licensure  legislation  in  1958. 

2.  Inform  all  doctors  of  the  current  reactivation 
of  the  Committee  to  Combat  Cults  and  of  its  pur- 
pose, i.e.  since  chiropractic  is  unscientific  there  can 
be  no  compromise  with  it;  that  a strong  case  will  be 
made  to  have  the  1958  Legislature  enact  an  injunc- 
tion bill ; marshall  all  forces  to  assure  that  the  1958 
Legislature  does  not  grant  chiropractic  legal  recog- 
nition. 

3.  Encourage  Auxiliary  support  and  participa- 
tion in  the  campaign  to  be  conducted  by  the  Com- 
mittee to  Combat  Cults. 

4.  Stimulate  county  society  presidents  to  appoint 
.county-wide  committees  with  legislation  and  public 
relations  chairmen  as  nuclei. 

5.  Advise  the  Governor,  Board  of  Regents, 
Interdepartmental  Health  Resources  Board,  and 
members  of  the  1958  Legislature  of  the  unscientific 
nature  of  chiropractic  and  point  out  why  it  cannot 
be  recognized  as  a healing  art. 

6.  Inform  staff  and  editorial  personnel  of  all 
mass  media  (press,  radio,  TV),  by  means  of  special 
releases,  letters,  and  other  printed  matter,  of  the 
unscientific  basis  of  chiropractic  and  why  its  recog- 
nition would  serve  to  undermine  New  York  State’s 
standards  of  health,  medical  practice,  and  educa- 
tion. 

7.  Stimulate  county  medical  society  officers 
to  inform  people  in  their  own  local  areas  and  their 
representatives  in  the  State  Legislature  of  the 
reasons  why  chiropractic  cannot  be  licensed. 

8.  Advise  county  auxiliaries  of  ways  and  means 
of  assisting  county  societies  campaigns,  especially 
among  members  of  women’s  organizations. 

9.  Work  out  a system  of  distributing  anti- 
chiropractic literature  through  county  societies  and 
auxiliaries  so  that  literature  will  be  available  to 
people  in  every  community  in  the  State. 

10.  Encourage  physician  members  of  service 
clubs  to  speak  to  their  fellow  members  and  to 
explain  why  the  legal  recognition  of  chiropractic 
would  constitute  a health  hazard  for  the  people  of 
New  York. 

B.  Timetable  of  Events 

1.  September,  1957 — Council  reactivated  Com- 
mittee to  Combat  Cults,  Dr.  Henry  I.  Fineberg, 
chairman. 

2.  January  7,  1958 — Committee  held  organiza- 
tion meeting  and  established  the  following  objec- 
tives : (a)  Reaffirmed  position  that  since  chiropractic 
is  unscientific  there  can  be  no  compromise,  (6) 
wage  campaign  for  enactment  of  Injunction  Law, 
(c)  marshall  all  forces  to  assure  that  1958  Legislature 
does  not  grant  chiropractic  legal  recognition,  ( d ) 
coordinate  cooperative  efforts  of  Legislation  and 
Public  and  Professional  Relations  Bureaus  and  the 
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Woman’s  Auxiliary,  and  (e)  outline  plans  to  meet 
progress  of  chiropractic  bills  in  the  event  they  are 
brought  out  of  committee  by  Legislature. 

3.  January  15,  1958 — Letter  addressed  to  the 
presidents  of  county  medical  societies  signed 
by  Dr.  Givan  as  president  advising  them  of  the 
reactivation  of  the  Committee  to  Combat  Cults 
and  asking  the  wholehearted  cooperation  of  the 
medical  societies  in  endorsing  the  activities  of  the 
State  Society’s  special  Council  committee. 

4.  January  17,  1958— Letter  to  the  president  of 
the  Woman’s  Auxiliary  signed  by  Dr.  Samuel  Z. 
Freedman,  chairman  of  the  Advisory  Committee 
to  the  Auxiliary,  requesting  the  Auxiliary  to  co- 
operate in  every  way  with  the  Committee  to  Combat 
Cults. 

5.  January  20,  1958 — Letter  or  telegram  signed 
by  the  committee  and  addressed  to  county  medical 
society  presidents,  legislation  and  public  relations 
chairmen  as  well  as  Auxiliary  legislation  chairmen 
announcing  the  introduction  of  chiropractic  bills 
and  making  whatever  suggestions  are  feasible  at  the 
time. 

6.  February  1,  1958 — Letter  signed  by  the  com- 
mittee and  sent  to  county  society  presidents  with 
copies  to  legislation  and  public  relations  chairmen 
containing  Dr.  Harold  Smith’s  analysis  and  com- 
ments on  the  1958  chiropractic  bills. 

7.  February  3,  1958 — Letter  addressed  jointly 
to  the  chairmen  of  county  medical  societies  pub- 
lic relations  and  legislation  committees,  signed  by 
the  Committee  to  Combat  Cults.  This  letter  con- 
tained a step-by-step  outline  for  action  by  the  county 
medical  societies. 

8.  February  7,  1958 — Letter  addressed  to  the 
president  of  the  local  auxiliaries  with  a copy  to  the 
auxiliaries’  legislation  and  public  relations  chairmen, 
suggesting  means  of  cooperating  with  the  Committee 
to  Combat  Cults.  This  letter  will  be  signed  by  the 
members  of  the  committee.  Copies  also  to  county 
society  legislation  and  public  relations  chairmen. 

9.  February  14,  1958 — Special  letter  to  all  news- 
papers and  radio  and  TV  stations  advising  them  of 
the  State  Society’s  stand  on  chiropractic  licensure 
with  suggested  editorials  and  other  materials  signed 
by  the  committee. 

10.  February  17,  1958 — Special  letter  signed 
by  the  committee  and  addressed  to  the  members 
of  the  State  Assembly,  State  Senate,  the  Governor, 
Board  of  Regents,  and  the  Interdepartmental  Health 
Resources  Board,  advising  them  of  the  State  So- 
ciety’s vigorous  opposition  to  the  chiropractic  bills 
and  explaining  the  Society’s  reasons.  Among  these 
might  be  that  (a)  chiropractic  is  totally  unscientific, 
(6)  licensure  would  lower  the  standards  of  profes- 
sional education,  and  (c)  licensure  would  be  a men- 
ace to  public  health.  (Time  to  be  decided  as  most 
advantageous.) 

11.  March  1,  1958 — If  the  chiropractic  bills 
reach  second  reading,  it  is  suggested  that  the  Com- 
mittee to  Combat  Cults  send  a self-sealing  letter  to 
county  auxiliary  legislation  chairmen  for  forward- 
ing to  membership.  This  letter  would  be  along 
the  lines  of  the  one  used  in  1957.  If  deemed  advis- 


able this  letter  also  could  be  sent  to  physicians  by 
county  society  legislation  chairmen. 

12.  February  and  March,  1958 — Special  items 
on  chiropractic  to  be  published  in  the  Newsletter 
for  February  and  March.  If  new  article  on  chiro- 
practic is  received  from  Mr.  Stalvey  of  the  AMA 
reprint  it  and  send  it  to  key  persons  and  publish  it  in 
March  Newsletter. 

13.  January,  February,  March,  1958 — Commit- 
tee to  send  out  stimulating  letters  to  key  persons 
such  as  county  society  presidents,  legislation  chair- 
men, public  relations  chairmen  and  public  health 
chairmen  advising  them  of  progress  of  chiropractic 
bills  before  the  legislature  and  requesting  floods  of 
letters  stressing  threat  to  health  standards  that  is 
inherent  in  legal  recognition  of  chiropractic. 

Senator  Dutton  S.  Peterson  of  Odessa  and  As- 
semblyman William  J.  Butler  of  Buffalo  have  intro- 
duced a chiropractic  licensure  bill  (Sen.  Int.  583 
and  Ass.  Int.  954).  There  is  no  doubt  that  a very 
vigorous  effort  will  be  made  by  the  chiropractors  to 
bring  their  case  before  as  many  of  the  legislators  as 
possible.  We  must  do  everything  in  our  power  to 
again  beat  back  any  attempt  on  the  part  of  cultists 
to  gain  recognition. 

The  chairman  attended  a meeting  of  the  Council 
of  Legislation  of  the  Dental  Society  of  the  State  of 
New  York  on  January  21.  Many  of  the  important 
legislators  were  present. 

The  president  of  the  Dental  Association  has  in- 
formed us  that  his  organization  will  support  our 
stand  against  the  chiropractors  and  that  they  will 
do  everything  in  their  power  to  help  us. 

* * * 

The  Council  Committee  on  Legislation  and  the 
Committee  to  Combat  Cults  would  again  like  to 
express  their  gratitude  to  the  members  of  the  Coun- 
cil and  the  Board  of  Trustees  and  to  all  the  others 
who  "have  .been  of tremendous  help  to  us  in 
our  program:  Dr.  Harold  B.  Smith,  Executive  Of- 
ficer; the  firm  of  DeGraff,  Foy,  Conway  and  Holt- 
Harris;  Mr.  William  F.  Martin;  the  Bureau  of 
Public  and  Professional  Relations;  the  very  ca- 
pable staff  in  the  office  of  the  Medical  Society,  and 
Mrs.  Eleanore  Solden  in  the  Legislative  Bureau  in 
Albany.  We  are  also  greatly  indebted  to  Drs. 
Thurman  B.  Givan  and  W P.  Anderton  for  their 
understanding,  cooperation,  guidance,  and  valuable 
support. 


part  X 

Workmen’s  Compensation 

The  Workmen’s  Compensation  Committee  con- 
sists of  the  following: 

Gerald  D.  Dorman,  M.D.,  Chairman.  .New  York 


Stanley  E.  Alderson,  M.D Albany 

Herbert  M.  Bergamini,  M.D Essex 

Arthur  E.  Corwith,  M.D Suffolk 
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Harold  W.  Grosselfinger,  M.D Rockland 

Joseph  P.  Henry,  M.D Monroe 

Charles  D.  Squires,  M.D Broome 

Joseph  A.  Wintermantel,  M.D Cattaraugus 

William  E.  Pelow,  M.D Onondaga 

Anthony  A.  Mira,  M.D.,  Director Queens 


Your  Bureau  has  been  involved  in  revising  the  mini- 
mum medical  fee  schedule  so  that  it  would  include  an 
increase  in  each  fee  and  a change  in  coding  to  in- 
clude the  standard  nomenclature  adopted  by~  the 
American  Medical  Association.  The  nomenclature 
for  procedures  in  the  treatment  of  compensation 
cases  should  be  standardized  on  a national  level  to 
avoid  ambiguity.  The  objections  on  the  part  of 
insurance  carriers  concerning  this  change  could 
readily  be  answered  by  indicating  that  a standard 
nomenclature  would  be  one  of  a permanent  nature 
and  would  require  no  other  change  except  for  addi- 
tions for  new  procedures  that  might  be  devised 
in  the  future. 

This  revision  of  the  minimum  fee  schedule  was  orig- 
inally begun  in  1955  after  surveying  county  societies 
throughout  the  State,  specialists  and  specialty  or- 
ganizations, and  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice.  The  fee 
schedule  as  proposed  in  1955  was  submitted  to  the 
chairman  of  the  Workmen’s  Compensation  Board  in 
January,  1957.  The  chairman  of  the  Board  recom- 
mended that  some  preliminary  discussions  be  held 
by  the  State  Medical  Society  and  the  representatives 
of  the  insurance  carriers  and  self-insured  employers 
through  the  New  York  Compensation  Insurance 
Rating  Board  in  an  effort  to  arrive  at  some  agree- 
ment. Preliminary  discussions  with  the  Rating 
Board  reached  an  impasse  after  two  or  three  meet- 
ings and  it  was  felt  that  no  further  discussions 
would  be  of  any  avail.  As  a result,  the  chairman  of 
the  Workmen’s  Compensation  Board  held  a hearing 
in  Albany  on  May  24,  1957  when  each  of  the  county 
medical  societies  was  asked  to  make  suggestions 
for  any  proposed  change  in  the  fee  schedule.  The 
Bureau  of  Industrial  Health  and  Workmen’s  Com- 
pensation compiled  all  these  changes  and  submitted 
a revised  schedule  to  the  chairman  of  the  Workmen’s 
Compensation  Board  on  October  1,  1957.  Since  that 
time,  Miss  Parisi  has  studied  the  various  recom- 
mendations and  has  promised  to  upgrade  the  sched- 
ule of  fees  for  individual  procedures  after  she  has 
further  conferred  with  “interested  parties.”  It  is 
hoped  that  the  new  minimum  fee  schedule  will  be 
announced  in  time  for  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  May, 
1958. 

The  Council  Committee  on  Workmen’s  Com- 
pensation took  under  consideration  various  matters 
referred  to  it  by  the  House  of  Delegates  at  its  meet- 
ing in  May,  1957.  Among  the  matters  considered 
were  the  following: 

1.  (a)  Enforcement  of  the  Principles  of  Profes- 

sional Conduct  by  the  county  medical  societies  for 
the  members  treating  workmen’s  compensation 
cases.  The  county  medical  societies  were  informed 
of  the  action  of  the  House  of  Delegates  by  letter 
and  were  urged  to  act  upon  any  infringement  of  the 
Principles  of  Professional  Conduct  in  the  care  of 


compensation  cases. 

(6)  The  House  of  Delegates  recommended  that  a 
closer  liaison  be  maintained  by  the  Medical  Society 
with  employers  and  insurance  carriers.  It  is  gratify- 
ing to  know  that  Nassau  County,  in  particular,  has 
already  put  this  into  effect  by  meeting  with  repre- 
sentatives of  the  larger  industries  in  the  county  and 
members  of  their  committees  on  Industrial  Health 
and  Voluntary  Health  Insurance. 

(c)  The  House  of  Delegates  further  voted  that 
physicians  be  reminded  of  the  desirability  of  early 
rehabilitative  treatment  in  the  care  of  workmen’s 
compensation  cases.  In  the  past,  one  of  the  deter- 
rents in  prescribing  physiotherapy  has  been  the 
deducting  from  the  attending  physician’s  fee  the  cost 
of  any  of  the  services  of  a physiotherapist  either  in  or 
outside  the  hospital.  This  matter  has  been  brought 
to  the  attention  of  the  chairman  of  the  Workmen’s 
Compensation  Board  and  a bill  has  been  introduced 
into  the  State  Legislature  to  indicate  that  rehabilita- 
tion is  a separate  entity  and  yet  part  of  the  total 
medical  care  of  an  occupationally  disabled  worker. 

(d)  Abolition  of  the  Medical  Practice  Committee. — 
Although  it  has  been  recommended  by  the  House  of 
Delegates  to  exert  efforts  to  abolish  this  committee 
by  law,  it  has  been  found  that  this  is  inexpedient. 
Nassau  County  has  attained  the  population  of 
over  one  million  by  official  census  and  now  in  that 
county,  compensation  medical  practice  is  under  the 
jurisdiction  of  the  same  committee  as  New  York 
City. 

Complaints  concerning  the  arbitrary  actions  of 
this  committee  continue  to  reach  the  Bureau  of 
Industrial  Health  and  Workmen’s  Compensation. 
It  is  felt  that  in  the  future  further  efforts  should  be 
exerted  in  an  attempt  to  obtain  better  cooperation 
between  the  county  societies  and  the  Medical  Prac- 
tice Committee.  Failing  this  cooperative  effort,  a 
change  in  its  composition  or  total  abolition  by  legis- 
lative action  should  be  recommended. 

2.  Hospital  Practice  of  Medicine  in  Compensation 
Cases. — The  Workmen’s  Compensation  law  specifi- 
cally states  under  Section  13-d,  2(g)  that  the  “hos- 
pital cannot  bill  for  medical  services  or  surgical  care, 
diagnosis  or  treatment,  or  services  including  x-ray 
examination  and  treatment,  or  in  connection  with 
the  furnishing  of  clinical  laboratory  services  or 
supplies,  inhalation  service  or  equipment,  physio- 
therapy or  other  therapeutic  service  or  equipment, 
except  that  reasonable  payment  not  exceeding  33V3 
per  cent  of  any  fee  received  under  this  chapter  for 
x-ray  examinations , diagnosis  or  treatment  may  be 
made  by  a physician  duly  authorized.”  Yet  Rule 
19  as  promulgated  by  the  Workmen’s  Compensation 
Board  does  not  conform  with  this  law  and  reads  as 
follows:  “Voluntary  hospitals  may  bill  for  x-ray 

services  when  rendered  by  an  x-ray  laboratory  or 
bureau  of  such  hospital  duly  licensed  by  the  Chair- 
man. Hospitals  may  bill  for  physiotherapeutic, 
anesthesia  and  pathologic  services  when  rendered  by 
or  under  the  supervision  of  salaried  physicians  on  the 
staff.” 

Here  the  law  and  the  rule  are  in  direct  opposition. 
It  is  strongly  recommended  that  further  efforts  be 
made  to  point  out  this  discrepancy  to  the  chairman 
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of  the  Workmen's  Compensation  Board  so  that  rule 
19  may  be  abolished  or  modified.  Because  of  the 
ambiguity  in  rule  19  many  hospitals  are  now  billing 
for  services  rendered  by  physicians  on  their  salaried 
staff  and  this,  in  the  opinion  of  your  Committee,  is 
contrary  to  both  the  Workmen's  Compensation  Law 
and  the  Education  Law. 

The  New  York  State  Education  Law  under  Sec- 
tion 6514,  2-f,  prohibits  hospitals  to  bill  for  services 
rendered  by  physicians.  This  is  the  exact  counter- 
part of  the  Workmen’s  Compensation  Law,  Section 
13-d  2(g).  This  matter  was  brought  to  the  atten- 
tion of  the  State  Department  of  Education  through 
the  secretary  of  the  State  Medical  Society.  The 
Counsel  for  the  State  Education  Department  feels 
that  hospitals  have  the  “right  to  practice  medi- 
cine.” This  flagrant  infraction  of  the  law  by  hos- 
pitals on  the  basis  of  a ruling  by  the  Counsel  to  the 
State  Education  Department  merits  concentrated 
and  persistent  action  on  the  part  of  the  State  Medi- 
cal Society.  It  is  strongly  recommended  that 
greater  effort  be  made  by  the  Counsel  of  the  State 
Medical  Society  in  effecting  a proper  interpretation 
of  the  law  in  the  matter  of  hospital  practice  of  medi- 
cine. The  State  Medical  Society  should  stand  un- 
alterably opposed  to  any  interpretation  by  any 
single  counsel  which  permits  a hospital  to  bill  for 
services  rendered  by  physicians. 

3.  Panel  of  Impartial  Specialists  to  Be  Utilized  by 
Representatives  of  the  Workmen's  Compensation 
Board. — Your  committee  felt  that  physicians  serv- 
ing on  an  impartial  panel  should  be  paid  on  a fee-for- 
service  basis  and  that  these  physicians  be  ap- 
pointed upon  the  recommendation  of  either  the 
county  or  the  State  medical  society.  The  chairman 
of  the  Workmen's  Compensation  Board  indicated 
that  she  is  now  utilizing  impartial  specialists  for  this 
purpose  throughout  the  State  but  has  not  seen  fit  to 
release  the  names  of  these  individuals.  The  con- 
cern of  your  committee  is  that  these  appointees 
may  not  be  truly  qualified  and  that  the  appointment 
of  these  doctors  might  be  based,  at  least  to  some  ex- 
tent, on  political  affiliations.  It  is  noted  that  the 
Commerce  and  Industry  Association  introduced  a 
bill  into  the  State  Legislative  which  includes  pro- 
vision for  an  impartial  panel  of  specialists  whose 
nominations  would  be  made  by  the  county  or  State 
medical  society.  In  addition,  companion  bills  were 
introduced  by  the  Messrs.  Rice  and  Duffy  to  im- 
plement the  appointment  of  physicians  of  outstand- 
ing qualifications  to  these  panels  on  the  basis  of 
recommendations  made  by  the  presidents  of  the 
State  and  county  medical  societies. 

4.  The  payment  of  bills  for  medical  services 
rendered  under  the  Workmen’s  Compensation 
Law  that  have  not  been  contested  by  the  insurance 
carrier  or  employer  within  thirty  days  was  a sub- 
ject of  possible  legislation  to  be  introduced  this 
year.  The  problem  was  presented  to  Miss  Angela 
Parisi,  chairman  of  the  Workmen’s  Compensation 
Board,  and  she  promised  speedy  action  in  any  case 
referred  to  her  which  concerned  the  payment  of  such 
bills  if  there  had  been  no  objection  within  thirty  days 
by  the  employer  or  insurance  carrier. 

5.  Recodification  of  the  Workmen’s  Compensation 


Law. — Although  it  has  been  vigorously  indicated 
that  the  chairman  of  the  Workmen's  Compensa- 
tion Board  intends  to  review,  recodify,  and  “stream- 
line” the  Workmen’s  Compensation  Law,  no  official 
attempt  has  yet  been  made.  Your  committee 
again  reiterates  the  importance  of  having  adequate 
State  Society  representation  on  any  such  committee 
appointed  by  the  chairman  of  the  Workmen's  Com- 
pensation Board  so  that  it  would  be  on  the  alert 
for  any  change  in  the  present  law  that  would  per- 
mit: 

(a)  hospitals  to  collect  fees  paid  to  physicians  for 
compensation  cases,  or  (6)  any  abrogation  of  the 
free  choice  of  physician  principle,  or  (c)  any  re- 
duction of  the  privileges,  duties,  and  responsibili- 
ties now  vested  in  the  medical  profession  as  a re- 
sult of  the  revision  of  Section  13  in  1935  and  subse- 
quently. 

7.  The  Admission  of  Compensable,  but  Non- 
service-connected, Injuries  to  Veterans  Administration 
Facilities. — Although  the  Veterans  Administration 
has  issued  directives  to  all  managers  of  Veterans 
Administration  facilities  prohibiting  the  admission 
of  occupationally  disabled  veterans  for  injuries  or 
diseases  that  have  no  service  connection  whatsoever, 
the  profession  at  large  was  asked  to  be  on  the  alert 
for  any  such  admissions.  To  date  your  committee 
has  not  received  evidence  of  any  such  instances  but 
continued  surveillance  is  urged. 

8.  Testimony  by  Physicians  in  Disability  Benefits 
Cases. — The  State  Medical  Society  had  introduced 
a bill  at  Albany  which  would  permit  the  payment 
of  fees  to  physicians  of  injured  employes  under  the 
disability  benefits  law  who  are  required  to  attend 
hearings.  This  bill  has  the  endorsement  of  the 
chairman  of  the  Workmen's  Compensation  Board 
and  should  be  enacted  into  law  without  opposition. 

9.  Compensation  Ratings  for  Thoracic  Surgery. — 
The  chairman  of  the  Workmen’s  Compensation 
Board  gave  indication  that  she  would  consider  the 
establishment  of  this  new  rating  as  soon  as  adequate 
substantiation  for  its  need  is  presented.  This 
material  is  now  in  her  hands  for  consideration. 

10.  Podiatrists. — The  New  York  State  Society 
of  Podiatrists  launched  a strong  effort  to  have  the 
scope  of  their  practice  extended  under  the  provisions 
of  the  Medical  Practice  Act.  This  was  based  on  a 
communication  sent  by  Mr.  Charles  A.  Brind,  Jr., 
counsel  for  the  State  Department  of  Education, 
which  implied  that  podiatrists  under  the  law  can  do 
the  following  procedures: 

(а)  Injections — subcutaneous,  intramuscular  or 
deep,  intravenous,  antibiotic  therapy. 

(б)  Allergies — protein  sensitization  tests,  patch 
tests,  identification  of  fungi,  trichophytin  test  with 
controls,  roentgen  therapy  (warts  and  benign  tu- 
mors), superficial  roentgen  therapy,  tetanus  anti- 
toxin including  preliminary  skin  tests. 

(c)  Roentgenology — ankle  including  lower  three 
inches  of  leg. 

(d)  Laboratory  Work — blood  tests,  urine  analysis, 
culture  of  bacteria,  culture  of  fungi,  examining 
smear  for  bacilli  or  fungi  in  exudates. 

On  the  basis  of  these  stipulations,  the  podiatrists 
are  requesting  of  the  Workmen's  Compensation 
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Board  the  inclusion  of  line  items  to  implement  the 
above  tests.  Among  other  things,  items  such  as  the 
treatment  of  dislocations  of  the  ankle,  astragalus, 
and  the  os  calcis  are  included.  In  addition,  the 
Society  of  Podiatrists  want  their  fees  brought  up 
to  the  same  level  as  those  fees  that  are  permitted 
doctors  of  medicine  for  these  and  other  similar  items. 

This  matter  was  referred  to  Mr.  William  F.  Mar- 
tin, counsel  for  the  State  Medical  Society,  for  inter- 
pretation and  advice. 

11.  Rehabilitation  Study  for  Workmen’s  Com- 
pensation Cases. — By  a law  enacted  in  1957, 
the  sum  of  $ 135,000  was  set  aside  to  conduct  a 
study  in  the  proper  methods  of  accomplishing  early 
rehabilitation  in  workmen’s  compensation  cases. 
Cornell  University  received  the  contract  to  conduct 
this  study  and  appointed  Dr.  Louis  Reed  as  the 
director.  Several  conferences  were  held  with  Dr. 
Reed  in  an  effort  to  assist  him  in  making  his  deter- 
minations, and  were  attended  by  Drs.  Dorman, 
Kaliski,  and  Mira.  The  basic  stand  taken  by  the 
State  Medical  Society  concerning  rehabilitation 
is  that  the  free  choice  of  physician  principle  be 
maintained  and  that  no  “limited  choice”  of  any  sort 
will  be  endorsed. 

The  payment  of  fees  to  physicians  for  services 
rendered  to  compensation  patients  totals  about  40 
million  dollars  a year.  The  amount  paid  for  each 
of  these  services  under  the  present  fee  schedule  is 
not  commensurate  with  ordinary  fees  charged  by 
physicians  for  private  cases  of  a like  standard  of 
living.  The  medical  profession  has  subsidized 
medical  care  to  injured  employes  over  the  years. 
The  same  spirit  of  cooperation  has  also  prevailed 
where  other  public  programs  are  involved.  The 
public  programs  including  that  under  the  Work- 
men’s Compensation  Law  should  provide  the 
patient  the  best  medical  care  available,  and  this 
should  be  encouraged  by  offering  adequate  fees. 

The  practicing  physician  should  have  a loud  voice 
in  the  establishment  of  the  policies  of  the  State 
Medical  Society.  Once  these  policies  are  estab- 
lished, complete  unity  in  their  enforcement  must  be 
maintained.  Any  disunity  will  result  in  chaos  par- 
ticularly where  public  medical  programs  are  in- 
volved. 

The  Bureau  of  Industrial  Health  and  Workmen’s 
Compensation  combines  the  services  previously 
rendered  by  the  Bureau  of  Workmen’s  Compensa- 
tion under  the  able  direction  of  Dr.  David  J.  Ka- 
liski, and  a new  Bureau  on  Industrial  Health  which 
was  created  on  April  1,  1957.  This  combined 
bureau,  however,  continues  to  be  a service  organiza- 
tion and  it  invites  the  entire  membership  and  the 
county  society  officials  to  utilize  it  to  the  fullest 
extent. 

Your  Bureau  of  Workmen’s  Compensation  and 
Industrial  Health  has  served  in  formal  arbitrations 
in  several  cities  throughout  the  State.  As  of  Febru- 
ary 1,  1958,  106  cases  were  presented  for  arbitra- 
tion and  over  $16,000  was  in  dispute.  Physicians 
received  approximately  $7,500  as  awards  as  a result 
of  these  arbitrations.  In  addition,  your  director 
personally  settled  52  claims  of  physicians  with  in- 
surance carriers  without  the  need  for  formal  arbi- 


trations. The  amount  involved  was  $5,336.75  for 
which  the  amount  settled  was  $4,542.16,  at  no  cost 
to  either  party. 

Finally  your  director  wishes  to  acknowledge  the  as- 
sistance of  Dr.  David  J.  Kaliski,  former  consultant  to 
the  Bureau,  and  of  Miss  Alice  E.  Wheeler,  who  has 
filled  the  gap  in  obtaining  needed  information  in 
resolving  problems  presented  to  your  new  director. 
The  remarkable  memory  and  efficiency  of  this 
young  lady  has  made  it  relatively  simple  for  the 
new  director  to  pick  up  where  Dr.  Kaliski  left  off. 

Industrial  Health 

The  industrial  Health  Committee  consists  of  the 
following: 


Peter  J.  Di  Natale,  M.D.,  Chairman Genesee 

Melvin  N.  Newquist,  M.D New  York 

Harry  E.  Tebrock,  M.D Queens 

William  P.  Shepard,  M.D New  York 

Anthony  A.  Mira,  M.D.,  Director Queens 


The  Bureau  of  Industrial  Health  was  created  im- 
mediately after  the  employment  of  a full-time  direc- 
tor on  April  1,  1957.  This  bureau  was  combined 
with  the  Bureau  of  Workmen’s  Compensation  which 
had  been  in  existence  for  over  twenty-three  years. 
The  combined  bureaus  are  now  known  as  the  Bu- 
reau of  Industrial  Health  and  Workmen’s  Compen- 
sation and  are  under  the  directorship  of  Anthony 
A.  Mira,  M.D. 

This  combination  was  administratively  advan- 
tageous both  for  budgetary  reasons  and  because  of 
the  similarity  in  scope  in  the  over-all  care  of  occupa- 
tionally disabled  persons.  Unfortunately  the  activ- 
ities of  this  new  bureau  were  limited  to  some  extent 
because  of  the  importance  of  some  of  the  work 
under  way,  at  the  time  of  its  inception,  by  the  Work- 
men’s Compensation  Bureau.  This  latter  bureau 
was  in  the  midst  of  negotiating  a new  minimum  fee 
schedule  for  medical  services  in  compensation  cases. 
In  addition  there  was  a full  schedule  of  arbitrations 
and  special  meetings  which  took  up  a good  part 
of  the  time  of  the  new  director.  In  spite  of  all 
this,  some  progress  can  be  reported  by  the  new 
bureau  in  the  activities  which  were  proposed  by  the 
Council  Committees  on  Industrial  Health  as  follows: 

1.  “Collect  information  and  statistics  about  in- 
dustrial medical  practice  in  New  York  State.” 

In  this  respect  the  Bureau  has  enlisted  the  aid  of 
the  Commerce  and  Industry  Association  in  con- 
ducting a survey  of  all  plants  which  are  members  of 
this  Association  employing  less  than  1,000  persons, 
in  an  effort  to  determine  the  extent  of  medical 
facilities  maintained  by  management. 

As  soon  as  this  survey  is  completed,  it  is  antici- 
pated that  a pilot  study  will  be  undertaken  by  this 
Bureau  in  an  effort  to  study  the  professional  meth- 
ods utilized  by  physicians  engaged  in  management- 
maintained  medical  departments  in  a county  in  the 
Greater  New  York  area. 

2.  “Obtain  information  about  full-time  and  part- 
time  industrial  physicians — This  bureau  now  has  a 
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list  of  physicians  in  New  York  State  who  work  either 
part-time  or  full-time  in  industrial  medicine.  It 
also  has  the  recommendations  of  the  American 
Academy  of  Occupational  Medicine  as  to  the  rates 
of  pay  to  physicians  engaged  in  industrial  medicine. 
It  was  felt  by  this  Academy  that  no  physician  should 
receive  less  than  $10  an  hour  when  employed  on  a 
part-time  basis  and  that  a minimum  starting  salary 
for  full-time  work  should  be  $10,000  a year. 

3.  “Obtain  the  roster  of  leaders  in  industrial 
health  for  the  purpose  of  setting  up  a speakers  bureau 
and  a teaching  group.” 

Names  of  individuals  who  are  considered  “lead- 
ers” in  industrial  health  are  available  and  can  be 
utilized  for  the  purposes  outlined  in  this  mandate. 

4.  “Maintain  a close  relationship  with  various 
medical  schools  to  foster  teaching  of  industrial  medi- 
cine.” 

All  the  medical  schools  in  New  York  State  have 
been  contacted  and  surveyed  as  to  the  courses  that 
are  offered  in  occupational  medicine. 

(a)  Columbia  University. — This  university  has  a 
full-time,  one-year  course  leading  to  a masters  de- 
gree in  public  health  (occupational  medicine). 
In  addition,  the  school  allows  a program  which 
makes  it  possible  for  an  individual  to  attend  on  a 
half-time  basis  and  secure  a degree  at  the  end  of  two 
years.  Some  courses  are  also  given  on  an  under- 
graduate level  which  are  open  to  all  physicians,  fur- 
ther information  for  which  can  be  obtained  by 
communicating  directly  with  the  School  of  Public 
Health  and  Administrative  Medicine,  Columbia 
University.  These  courses  and  certain  special 
courses  such  as  those  held  in  the  School  of  Public 
Health  and  which  include  items  such  as  “Occupa- 
tional Diseases,”  “Industrial  Medical  Organiza- 
tion,” and  “Public  Health  Aspects  of  Radiation”  are 
really  recognized  as  part  of  the  regular  teaching  pro- 
gram for  public  health  students,  and  arrangements 
can  be  made  to  register  for  such  courses.  In  addi- 
tion to  the  above,  Columbia  University  has  re- 
cently announced  a correspondence  course  which 
gives  instruction  by  mail  on  specific  subjects  within 
the  realm  of  occupational  medicine. 

( b ) New  York  University-Bellevue  Medical  Center- 
Institute  of  Industrial  Medicine. — The  courses  offered 
by  this  school  are  extensive.  Full-time  courses 
of  short  duration  are  available  at  certain  inter- 
vals. For  example,  there  was  a two-months  course 
for  physicians  in  occupational  medicine  which 
started  last  September  and  terminated  in  Novem- 
ber. The  tuition  was  nominal  and  the  phases  cov- 
ered included  preventive  medicine,  administrative 
medicine,  occupational  diseases,  and  industrial 
hygiene.  Additional  courses  are  also  offered  in  the 
College  of  Engineering  through  the  auspices  of  the 
Institute  of  Industrial  Medicine  where  air  pollu- 
tion was  under  consideration.  The  course  was  of 
ten-days  duration  and  was  extremely  valuable. 

Negotiations  are  now  in  process  to  establish  a 
course  at  this  Institute  on  a part-time  basis  for 
physicians  interested  in  occupational  medicine  that 
could  be  given  one  or  two  afternoons  a week  over  a 
longer  period  of  time  and  still  cover  a comprehen- 
sive curriculum. 


(c)  University  of  Rochester , School  of  Medicine 
and  Dentistry. — This  university  has  had  a program 
at  the  graduate  level  for  the  past  six  years  and  has 
had  at  least  two  part-time  fellows  in  training  each 
year.  For  the  current  year  it  has  seven  students  in 
their  first-year  program  and  two  students  in  the 
second  year  of  training.  In  keeping  with  the  re- 
quirements of  the  American  Board  of  Preventive 
Medicine,  which  certifies  in  the  field  of  occupational 
medicine,  the  graduates  from  the  two-year  program 
will  go  on  to  a third  year  of  in-plant  training.  There 
are  only  four  schools  in  the  entire  country  with  ap- 
proved residencies  in  occupational  medicine,  and  the 
University  of  Rochester  is  the  only  one  with  an 
approved  residency  in  New  York  State.  The  pro- 
gram at  this  university  leads  to  a degree  of  Master 
of  Industrial  Medicine.  It  is  felt  that  a doctorate 
degree  is  not  necessary  nor  desirable  in  view  of  the 
fact  that  certification  in  this  field  is  now  available 
through  the  American  Board  of  Preventive  Medi- 
cine. 

In  addition  to  the  instruction  at  the  graduate 
level,  orientation  in  occupational  medicine  is  given 
to  undergraduate  students.  There  are  also  avail- 
able to  industrial  physicians  in  the  community 
courses  in  basic  preventive  medicine  such  as  epi- 
demiology and  biostatistics.  There  is  also  a course  in 
orientation  for  general  practitioners  interested  in 
occupational  medicine  through  the  university  occu- 
pational health  education  committee  of  the  Com- 
munity Health  Association.  Interest  was  stimu- 
lated on  the  part  of  some  of  the  smaller  industries 
in  the  community  to  begin  a program  in  industrial 
medicine  with  part-time  professional  help.  As  a 
result,  a six-hour  orientation  program  for  general 
practitioners  was  instituted  at  the  university  in- 
tended for  those  physicians  who  had  participated  in 
servicing  small  industries.  This  university  is  also 
equipped  with  facilities  for  studies  on  atomic  energy 
because  it  has  close  liaison  with  facilities  of  the 
medical  departments  at  Eastman  Kodak,  Bausch  & 
Lomb,  General  Dynamics,  and  General  Motors. 

( d )  Other  medical  schools. — Other  medical  schools 
such  as  Cornell  University  Medical  College,  New 
York  Medical  College,  the  State  University  of  New 
York,  Upstate  and  Downstate,  and  Albert  Ein- 
stein Medical  College  of  Yeshiva  University  feel 
that  they  cannot  offer  any  educational  facilities  in 
occupational  medicine  at  this  time. 

5.  “Stimulate  and  maintain  active  interest  in 
employers  in  the  establishment  of  gopd  industrial 
health  services .” 

This  is  being  attempted  through  the  local  county 
medical  societies  industrial  health  committees. 
These  committees  are  advised  to  contact  the  Cham- 
ber of  Commerce  in  their  localities  or  Rotary,  in  an 
effort  to  stimulate,  by  short  discussions  at  luncheon 
sessions,  interest  in  the  advisability  and  economics 
in  the  establishment  of  medical  services  for  a manu- 
facturing plant  of  any  size. 

6.  “Stimulate  interest  in  industrial  health  practice 
among  the  medical  profession  with  particular  interest 
among  those  general  practitioners  who  could  supply 
good  medical  services  to  small  plants  and  stimulate 
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medical  and  ethical  practice  and  cooperate  with  the 
family  physician ." 

An  attempt  has  been  made,  although  at  this  time 
it  is  limited,  to  stimulate  the  interest  of  the  medical 
profession  in  industrial  health.  This  is  proposed  by 
suggesting  to  the  county  societies  that  industrial 
health  programs  be  part  of  one  session  at  a stated 
meeting  where  scientific  matters  are  discussed.  The 
advantages  of  organized  medical  supervision  in  the 
care  of  the  health  of  the  worker  cannot  be  stressed 
enough.  Medical  societies  have  been  urged  through 
their  industrial  health  committees  to  participate  in 
these  management-sponsored  programs  or  to  help 
establish  these  medical  services  in  small  or  large 
plants. 

7.  “Issue  occasional  bulletins  and  articles  in  the 
State  and  county  medical  bulletins  which  may  be  re- 
printed and  sent  out  to  physicians , employers , and 
labor  groups  ." 

Time  has  not  permitted  the  preparation  of  ex- 
tensive bulletins  and  articles.  However,  your  direc- 
tor has  addressed  the  annual  meeting  of  the  public 
relations  chairmen  of  the  county  societies  and  the 
subject  matter  will  be  published  in  this  Journal. 
In  addition  there  are  several  articles  now  in  prepa- 
ration and  ready  for  publication. 

8.  “Help  to  establish  and  improve  standards  for 
preplacement  and  periodic  physical  examinations  in 
industry  with  the  cooperation  of  employers  and  em- 
ployes." 

This  matter  should  be  accomplished  through  the 
interest  of  the  local  county  medical  society  commit- 
tee on  industrial  health.  During  the  next  year  sug- 
gestions will  be  given  to  these  industrial  health  com- 
mittees in  an  effort  to  establish  some  suitable  stand- 
ards in  the  proper  examination  of  individuals  who 
are  seeking  employment  in  industry.  Some  studies 
are  now  under  way  concerning  certain  standards  for 
the  evaluation  of  cardiacs  in  a pre-employment 
examination. 

9.  “Interest  each  county  medical  society  in  estab- 
lishing an  industrial  health  committee  to  stimulate 
local  interest ." 

The  President  of  the  Medical  Society  of  the  State 
of  New  York  has  written  a letter  to  each  of  the  com- 
ponent county  societies  urging  the  establishment  of 
these  committees.  To  date  it  has  been  determined 
that  24  counties  have  industrial  health  committees, 
ten  have  demonstrated  interest  in  establishing  such 
committees,  and  ten  others  indicated  they  have  no 
committee  and  feel  that  because  of  the  rural  nature 
there  is  no  need  for  an  industrial  health  committee 
in  that  county.  The  remaining  counties  have  not 
responded.  Those  counties  that  indicated  interest 
in  establishing  committees  were  sent  suggestions 
which  basically  follow  the  principles  enunciated  by 
your  Council  Committee  on  Industrial  Health. 

10.  “Maintain  and  cooperate  with  other  agencies 
interested  in  industrial  health  services ." 

Close  relationship  has  been  established  and 
maintained  with  such  organizations  as  the  Com- 
merce and  Industry  Association,  medical  schools, 
the  Workmen's  Compensation  Board,  and  the  Indus- 


trial Medical  Association  and  its  New  York  State 
component  society. 

11.  “Set  up  lectures  at  undergraduate  and  post- 
graduate levels  by  industrial  health  authorities ." 

At  this  time  no- attempt  has  been  made  to  in- 
stitute State  Medical  Society-sponsored  lectures  in 
industrial  health,  with  the  exception  of  the  combined 
sponsorship  of  the  course  for  physicians  at  New  York 
University-Bellevue  Medical  Center  Institute  of 
Industrial  Medicine,  designed  for  physicians  in  the 
metropolitan  area.  It  is  hoped  that  eventually  lec- 
tures or  symposia  will  be  conducted  through  district 
branch  meetings  and  at  county  society  level. 

In  June  of  1957,  the  House  of  Delegates  of  the 
American  Medical  Association  adopted  a resolution 
which  defined  “The  Scope,  Objectives,  and  Functions 
of  Occupational  Health  Programs."  This  state- 
ment clearly  outlines  the  benefits  of  occupational 
health  and  distinguishes  a true  occupational  health 
program  from  medical  programs  for  personal  (non- 
occupational)  illnesses  conducted  by  certain  em- 
ployers, unions,  etc.  It  defines  occupational  medi- 
cine as  “that  branch  of  medicine  practiced  by  phy- 
sicians in  meeting  medical  problems  and  needs  under 
occupational  health  programs."  Basically  the  scope 
outlined  by  the  American  Medical  Association  is  as 
follows: 

“1.  The  program 

(а)  Observes  the  basic  principle  of  serv- 
ice to  the  individual  by  a physician 
and  conforms  to  medical  customs  in 
the  community. 

(б)  Complies  with  existing  laws. 

(c)  Emphasizes  prevention  and  health 
maintenance. 

( d ) Utilizes  community  medical  resources 
when  adequate  or  when  they  can  be 
developed  reasonably. 

“2.  The  physicians  participating  in  the  program 

(а)  Maintain  high  standards  of  profes- 
sional service  and  conduct  for  the 
benefit  of  employe  and  employer 
alike. 

(б)  Cooperate  and  maintain  proper  liai- 
son with  other  physicians  in  the  com- 
munity and  with  the  local  medical 
society. 

(c)  Are  engaged  and  compensated  in  ac- 
cordance with  the  Principles  of  Medi- 
cal Ethics  of  the  A.M.A. 

( d ) Do  not  use  their  occupational  health 
affiliations  as  a means  of  gaining  or 
enlarging  a private  practice  among 
employes." 

The  A.M.A.  continues:  “The  diagnosis  and 

therapy  in  cases  of  nonoccupational  injury  or  ill- 
nesses is  not  a responsibility  of  an  occupational  health 
program,"  (with  very  few  exceptions). 

“Emergency  cases  should  be  given  the  attention 
required  to  prevent  loss  of  life  or  limb  or  to  relieve 
suffering  until  the  patient  is  placed  under  the  care 
of  a personal  physician. 

“Minor  disorders,  first  aid,  or  palliative  treatment 
may  be  given  if  the  condition  is  one  for  which  the 
individual  would  not  reasonably  be  expected  to  seek 
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the  attention  of  a personal  physician,  or  to  enable 
the  individual  to  complete  his  current  work  shift 
before  consulting  a personal  physician. 

“In  occupational  health  programs,  requests  for 
treatment  of  repetitive  personal  disorders  should  be 
discouraged,  and  such  individuals  should  be  referred 
to  their  personal  physicians.” 

The  statement  of  the  A.M.A.  recommends  that 
“the  local  medical  society  be  consulted  to  assure 
that  a given  program  is  in  agreement  with  the  ob- 
jectives of  this  statement  and  with  established  com- 
munity practices.” 

Your  Council  committee  also  considered  the  pro- 
posed standards  for  health  centers  supervised  by  the 
New  York  State  Department  of  Social  Welfare.  It 
was  urged  that  this  department  utilize  its  influence 
to  include  in  all  legislative  proposals  for  new 
union  health  centers  the  free  choice  of  physician 
principle  and  that  local  county  medical  societies  be 
utilized  by  these  new  centers,  on  an  advisory  basis, 
much  more  extensively  than  they  have  been  in  the 
past. 

It  is  important  to  note  that  unions  are  exhibiting 
increasing  interest  in  the  medical  care  of  their  mem- 
bership. New  medical  centers  are  being  established 
at  a rapidly  increasing  rate,  and  it  is  most  important 
that  both  county  and  state  medical  societies  have  a 
hand  in  the  proper  and  ethical  establishment  of 
these  centers.  They  are  urged  to  give  continued 
support  to  the  free  choice  of  physician  principle 
and  that  basically  these  centers  be  established  for 
diagnostic  purpose  only,  in  an  effort  to  assist  the 
family  physician  in  the  care  of  the  ailing  worker. 

It  is  also  important  for  organized  medicine  to 
keep  under  constant  surveillance  the  type  of  prac- 
tice conducted  by  physicians  employed  in  these 
health  centers,  either  union-maintained  or  manage- 
ment-operated, to  insure  that  the  accepted  principles 
of  medical  ethics  are  being  followed. 

The  first  annual  award  of  the  Medical  Society  of 
the  State  of  New  York,  in  recognition  for  distin- 
guished advancement  in  the  field  of  occupational 
medicine,  was  given  to  the  New  York  University- 
Bellevue  Medical  Center  Institute  of  Industrial 
Medicine. 

Your  committee  is  exceedingly  active  and  is 
available  for  service  upon  short  notice. 

In  addition  to  his  other  duties,  your  director  has 
attended  several  conferences  and  annual  meetings 
of  organizations  interested  in  occupational  medicine 
and  industrial  health. 


PART  XI 

Public  Relations 

The  Public  Relations  Committee  for  the  current 
year  is  made  up  of  the  following  members: 

John  F.  Rogers,  M.D.,  Chairman Dutchess 

John  M.  Galbraith,  M.D.,  Vice-Chairman. Nassau 
George  A.  Burgin,  M.D Herkimer 


Henry  I.  Fineberg,  M.D Queens 

Reid  R.  Heffner,  M.D Westchester 

John  W.  Latcher,  M.D Otsego 

John  C.  McClintock,  M.D Albany 

John  D.  Naples,  M.D Erie 

Kenneth  T.  Rowe,  M.D Steuben 

Edward  Siegel,  M.D Clinton 


Public  and  Professional  Relations  Bureau. — 

Since  the  last  report  to  the  House  of  Delegates  the 
Public  and  Professional  Relations  Bureau  continued 
its  normal  work  involving  many  diversified  activities 
while  creating  and  developing  new  projects  under 
the  direction  of  Mr.  Frederick  W.  Miebach.  This 
program  was  implemented  by  the  field  staff  who 
were  active  in  working  with  county  medical  societies. 
Mr.  A.  C.  Schuyler  worked  with  county  societies  in 
the  Fifth,  Seventh,  and  Eighth  District  Branches; 
Mr.  Martin  J.  Tracey  with  the  county  societies  in 
the  Second  and  Fourth  Districts,  and  Mr.  Thomas 
E.  Walsh  with  those  in  the  Third,  Sixth,  and  Ninth 
District  groups.  Each  field  representative,  in  addi- 
tion, undertook  special  assignments  at  head- 
quarters. Mr.  Schuyler  was  delegated  to  develop 
radio,  television,  and  research  projects.  Mr.  Tracey 
edited  the  Newsletter,  wrote  speeches  and  special 
reports,  and  designed  exhibits.  Mr.  Walsh  directed 
the  Speakers  Bureau  and  acted  as  liaison  representa- 
tive between  the  bureau  and  the  Woman’s  Auxiliary. 
The  great  amount  of  secretarial  work  necessitated 
by  all  these  activities  was  ably  handled  by  Miss 
Gretchen  Wunsch  and  Mrs.  Evelyn  Clark. 

General  Public  Relations  Program. — A construc- 
tive, positive  program  was  the  main  goal  of  the  com- 
mittee during  1957-1958,  as  it  has  been  for  several 
years.  The  possibility  of  the  enactment  of  so- 
cialized medicine  legislation,  however,  particularly 
through  the  “back  door,”  was  constantly  borne  in 
mind.  Assistance  was  given,  for  example,  to  the 
Subcommittee  on  Federal  Legislation  in  advising  the 
President  and  Congress  of  the  State  Society’s  op- 
position to  the  Forand  Bill,  a proposed  Federal  stat- 
ute, which  many  consider  in  this  category. 

This  program  was  designed  to  achieve  success  in 
four  basic  areas: 

1.  Winning  the  good  will  of  the  people,  thereby 
creating  a favorable  disposition  toward  the  individ- 
ual physician,  his  county,  state,  and  national  medi- 
cal organizations. 

2.  Strengthening  and  improving  the  many  facets 
that  make  up  the  doctor-patient  relationship. 

3.  Stimulating  and  aiding  county  medical  socie- 
ties in  establishing  and  implementing  practical 
public  relations  projects. 

4.  Advocating  and  promoting  the  cooperation 
of  all  doctors  and  county  medical  societies  with 
voluntary  prepayment  health  insurance  plans. 

As  a means  of  accomplishing  these  ends,  empha- 
sis was  placed  upon  the  11-point  “Public  Relations 
Program  for  1957”  approved  by  last  year’s  House. 
In  compliance  with  the  mandate  of  the  House,  the 
chairman  called  upon  all  county  medical  societies, 
in  a special  request  to  the  presidents,  secretaries,  and 
public  relations  chairmen,  to  give  their  wholehearted 
support  in  supplementing  this  program.  That  such 
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support  was  given  in  a large  measure  will  be  seen 
in  the  data  about  county  activities  listed  under  our 
caption  ‘ 'Field  Program.’ ’ 

For  practical  purposes  the  activities  of  the  bureau 
were  continued  in  two  general  fields,  namely,  in- 
ternal professional  relations  and  external  public  re- 
lations. Believing  that  good  physician  to  physician 
relationships  are  basic  requirements  for  any  good 
medical  public  relations  program,  the  committee 
paid  particular  attention  to  internal  activities. 
Regarding  outside  projects  advances  continued  to 
be  made  in  relations  with  the  media  of  information, 
lawyers,  health  departments,  chambers  of  commerce, 
and  other  groups  as  well  as  the  public  at  large.  In 
all,  the  bureau  operated  in  some  25  varied  fields  of 
activity. 

Since  detailed  monthly  reports  of  these  projects 
have  been  made  by  the  chairman  to  the  Council 
and  have  been  published  in  the  New  York  State 
Journal  of  Medicine,  only  brief  comments  about 
their  highlights,  except  in  a few  instances  involving 
very  important  matters,  will  be  included  below. 

Ad  Hoc  Committee  Report. — The  Ad  Hoc  Com- 
mittee Report  on  the  Bureau  was  turned  over  to  the 
chairman  for  study.  At  the  time  this  report  is  being 
compiled  in  early  February,  preliminary  steps  al- 
ready have  been  taken  to  implement  the  recom- 
mendations. The  chairman,  for  example,  met  with 
the  director,  field  staff,  and  Dr.  W.  P.  Anderton, 
secretary,  in  late  January  to  consider  the  report. 
As  a result  steps  were  taken  to  carry  out  the  rec- 
ommendations in  the  committee’s  report. 

One  constructive  step  as  the  result  of  the  report 
is  that  invitations  are  extended  to  the  field  men  to 
attend  Council  meetings.  The  purpose  of  this 
invitation  is  to  permit  the  field  staff  to  become  better 
acquainted  with  the  policies  of  the  State  Society  in 
all  matters.  This  action  was  taken  to  offset  the 
criticism  made  by  county  society  officials  that  the 
field  representatives  were  not  permitted  to  en- 
lighten them  about  State  Society  matters  outside 
the  field  of  public  relations.  It  is  hoped  that  at- 
tendance at  the  Council  meetings  will  enable  the 
men  to  assume  broader  functions  in  aiding  county 
societies  concerning  State  Society  affairs. 

Field  Program. — As  in  previous  years,  the  princi- 
pal instrument  of  the  committee  in  augmenting  the 
over-all  public  relations  program  is  the  activities 
of  the  field  men.  Through  personal  visits  to  the 
county  medical  societies  they  convey  to  county 
medical  society  officials  the  projects  of  the  com- 
mittee and  also  bring  back  to  the  committee  ideas 
expressed  by  the  local  people.  This  phase  of  the 
field  program,  as  mentioned  above,  is  expected  to 
be  broadened  by  virtue  of  the  field  men’s  attendance 
at  Council  meetings. 

In  order  to  spell  out  the  objectives  and  public 
relations  program,  the  field  staff  prepared  and  pre- 
sented to  county  medical  societies  public  relations 
chairmen  a “PR  Target  for  1957-1958.”  This 
target  described  30  recommended  public  relations 
activities  for  county  medical  societies  in  New 
York  State.  Among  these  were  ten  basic  projects, 
many  of  which  have  been  advocated  for  years  by  the 


committee,  including  emergency  call  systems  and 
mediation  committees,  and  20  supplemental  proj- 
ects, including  publishing  a periodical  bulletin  for 
members.  A copy  of  this  document  is  left  with 
the  county  public  relations  chairman  when  the  field 
man  visits  his  territory,  as  a reminder  of  the  activi- 
ties which  the  committee  hopes  he  will  maintain 
and  develop. 

As  a means  of  evaluating  the  amount  of  activities 
being  sponsored  by  county  medical  societies  at  the 
end  of  1957,  the  field  staff  compiled  “A  Chart  of 
County  Medical  Society  Activities  in  New  York 
State.”  This  chart  augments  the  previous  maps 
compiled  by  the  staff  which  show  emergency  serv- 
ices and  mediation  committees.  How  many  of  12 
selected  important  activities  each  of  the  61  county 
medical  societies  in  the  State  is  sponsoring  are 
shown. 

The  following  is  a recapitulation  of  the  data  con- 
tained in  the  chart;  the  number  indicates  the  county 
medical  societies  sponsoring  the  particular  activity: 


Emergency  services 59 

Mediation  committees 59 

Woman’s  auxiliaries 49 

Speakers  services 41 

Medical  economic  bureaus 9 

Community  projects 48 

Bulletins 26 

Radio,  TV  Programs 33 

Press  liaison 60 

Assistants  courses 24 

Adequate  medical  care 59 

Telephone  listings 26 


While  due  credit  must  be  given  to  county  medical 
society  executive  secretaries,  public  relations  chair- 
men, and  other  officials  for  the  activities  outlined 
above,  the  work  of  the  field  men  over  the  past 
several  years  since  the  inception  of  the  field  program 
has  been  very  largely  responsible  for  the  great 
number  of  important  activities  now  being  sponsored 
by  local  medical  societies. 

In  the  field  of  external  public  relations  much 
was  accomplished  in  maintaining  and  improving 
relations  with  chambers  of  commerce,  health  de- 
partments, radio,  TV  and  press  representatives, 
and  other  groups. 

Public  Relations  Conference. — Fifty-six  persons 
were  present  at  the  Annual  Conference  of  County 
Medical  Society  Public  Relations  Chairmen  held 
at  the  Hotel  Roosevelt,  New  York  City,  October  19, 
1957.  Among  the  subjects  discussed  were  the 
public  relations  aspects  of  the  Asian  flu,  doctors’ 
fees,  and  industrial  medicine,  as  well  as  revitalizing 
and  promoting  the  “Standards  of  Practice  for  Doc- 
tors and  Lawyers”  at  the  county  level.  Shortly 
after  the  conference  a questionnaire  seeking  the  reac- 
tion and  comments  of  all  who  were  present  was 
mailed.  Your  chairman  is  pleased  to  report  that 
the  replies  showed  a great  deal  of  uniformity  in  the 
opinion  that  the  conference  was  excellent  and  should 
be  continued  in  its  present  form.  The  only  ad- 
verse comment  was  that  there  were  substantially 
too  many  important  matters  discussed  which 
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necessitated  limited  time  for  questions  and  answers. 
On  the  whole  the  conference  was  one  of  the  best  yet 
held  according  to  the  reports  received. 

A “Public  Relations  Kit  for  County  Medical 
Society  Public  Relations  Chairmen”  containing  12 
important  pieces  of  public  relations  materials  was 
distributed  at  the  conference.  The  texts  of  the 
papers  given  at  the  conference  were  published  in  the 
February  1,  1958,  issue  of  the  New  York  State 
Journal  of  Medicine.  As  an  outgrowth  of  the 
conference  several  articles  appeared  in  Medical  News , 
a newspaper  for  physicians  sponsored  by  a pharma- 
ceutical company. 

Courses  for  Medical  Assistants. — Much  progress 
continued  in  the  promotion  of  courses  for  medical 
assistants  in  doctors’  offices.  One  county  society, 
Broome,  held  the  course  for  the  third  time.  Several 
county  societies  gave  the  course  for  the  second  time, 
namely  Nassau,  Suffolk,  Schenectady,  Mont- 
gomery, and  Fulton.  Among  those  societies  which 
already  have  held  the  course  for  the  first  time  or  are 
scheduled  to  do  so  before  the  House  meets  are  the 
five  metropolitan  county  medical  societies  in  New 
York  City  and  Rockland.  Other  county  medical 
societies  with  which  negotiations  are  under  way  for 
holding  similar  courses  include  Cattaraugus,  Chen- 
ango, Genesee,  Jefferson,  Niagara,  Otsego,  St. 
Lawrence,  Steuben,  and  Sullivan. 

Before  the  conferences  were  held,  the  field  repre- 
sentatives aided  the  county  medical  societies  in  pre- 
paring the  program.  During  the  conferences  they 
participated  in  the  program  as  speakers  on  medical 
public  relations.  Evidence  of  the  value  of  these 
courses  and  the  attention  they  are  attracting  is  the 
act  that  Scope  Weekly  published  a report  on  the 
meeting  sponsored  by  the  Queens  County  Medical 
Society. 

The  committee  made  two  recommendations  to  the 
Council  which  were  approved.  The  first  was  that 
a recommendation  be  made  to  each  county  medical 
society  to  assume  an  advisory  position  with  regard 
to  the  formation  and  organization  of  medical  assist- 
ants groups  in  their  districts.  The  second  was  that 
a citation  of  merit  be  presented  to  county  societies 
which  conduct  these  courses. 

Woman’s  Auxiliary. — Since  there  are  many  public 
and  professional  relations  aspects  to  the  work  of  the 
Woman’s  Auxiliary  the  bureau  continued  the  close 
liaison  that  has  existed  for  many  years.  A special 
effort  was  made  by  the  bureau  to  stress  the  advan- 
tages of  close  cooperation  between  the  local  county 
auxiliaries  and  the  county  medical  societies.  Im- 
provements in  this  field  were  noted. 

Among  the  important  fields  in  which  the  bureau 
assisted  the  Auxiliary  were  the  annual  Health  Poster 
Contest,  the  State  Fair  Exhibit,  recruitment  pro- 
grams, as  well  as  the  preparation  of  articles  for  pub- 
lication in  the  Distaff  and  the  New  York  State 
Journal  of  Medicine.  Help  also  was  given  in  pre- 
paring for  and  conducting  both  the  annual  conven- 
tion of  the  Auxiliary  and  the  fall  conference  of 
county  presidents  and  presidents-elect. 

Mr.  Walsh  acted  as  the  bureau’s  liaison  repre- 
sentative in  regard  to  all  of  these  matters.  Many 


mailings,  reports,  and  other  details  were  handled  by 
the  bureau’s  secretarial  staff  for  the  Auxiliary. 

A vote  of  thanks  is  extended  to  Mrs.  Leif  G. 
Jensen,  Auxiliary  president,  and  each  of  her  officers 
and  chairmen  for  the  cooperation  they  have  shown 
during  the  year. 

Radio  and  TV  Programs. — At  the  State  level  the 
bureau  continued  to  maintain  an  advisory  service 
for  radio  and  television  stations  and  assisted  repre- 
sentatives of  both,  whenever  called  upon.  At  the 
county  level  the  local  medical  societies  were  en- 
couraged to  use  the  A.M.A.  transcriptions  and  tele- 
vision materials. 

In  order  to  find  ways  and  means  of  promoting 
wider  use  of  available  radio  and  television  materials 
by  the  county  medical  societies  the  bureau  has 
been  reviewing  what  is  currently  being  done  at  the 
local  level  in  radio  and  television.  It  is  hoped  that 
after  analyzing  the  present  situation,  which  Mr. 
Schuyler  is  investigating,  steps  can  be  taken  to 
induce  county  society  public  relations  chairmen  to 
make  more  use  of  radio  transcriptions  over  local 
stations. 

In  November,  1957,  Mr.  Miebach  attended  a tele- 
vision radio  conference  in  Chicago,  jointly  sponsored 
by  the  A.M.A.  and  the  National  Association  of 
Radio  and  Television  Broadcasters.  The  meeting 
discussed  utilization  of  local  radio  and  television 
time  by  medical  and  voluntary  health  organizations. 

Health  Films. — Much  interest  was  shown  in 
health  films  as  a means  of  meeting  public  interest  in 
health  and  medical  subjects,  as  well  as  socioeco- 
nomic matters,  by  organizations  and  individuals. 
Numerous  requests  about  the  types  of  films  avail- 
able and  about  how  they  might  be  secured  were  re- 
ceived. Whenever  possible  the  bureau  filled  these 
requests.  While  the  advantages  of  A.M.A.-spon- 
sored  films  were  stressed  in  dealing  with  inquirers, 
assistance  was  given  in  regard  to  any  authentic  films 
known' to  be  available  in  New  York  State. 

Speakers  Service. — The  bureau  also  received 
many  requests  for  physicians  to  speak  on  medical, 
medical-economic,  and  public  relations  subjects. 
Whenever  possible  these  requests  were  filled  by  ob- 
taining speakers  from  the  county  medical  society 
in  the  area  from  which  the  request  came.  While  this 
procedure  has  been  satisfactory  in  the  past,  plans 
are  being  made  to  improve  the  speakers  service  by 
supplying  speakers  directly  from  the  State  Society. 
Plans  also  in  the  development  stage  call  for  increas- 
ing the  number  of  physicians  available  to  participate 
as  speakers  on  radio  and  television  programs. 

Guide  for  Cooperation. — A revised  edition  of  the 
original  guide  for  cooperation  entitled  “Guide  for 
Cooperation  for  Doctors,  Hospitals  and  Reporters” 
has  come  off  the  press  since  the  last  report  to  the 
House  of  Delegates.  Out  of  an  order  of  30,000 
copies,  the  pamphlet  has  been  mailed  to  each  mem- 
ber of  the  State  Society  as  well  as  to  new  members 
who  joined  the  Society  after  the  first  mailing. 
Over  and  beyond  our  regular  distribution,  arrange- 
ments were  made  with  the  Hospital  Association  of 
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New  York  State  and  the  Association  of  Private 
Hospitals  for  sending  out  the  pamphlets.  Copies 
also  were  sent  to  the  Greater  New  York  Hospital 
Association.  Another  mailing  of  the  revised  edi- 
tion was  made  to  the  editors  of  daily  and  weekly 
newspapers  in  the  State  as  well  as  to  radio  and  tele- 
vision stations.  A supply  likewise  was  sent  to  the 
Newspaper  Reporters  Association  for  distribution 
to  its  members. 

Numerous  requests  for  the  new  edition  were  re- 
ceived and  filled  as  a result  of  publicity  through 
press  trade  papers  and  our  own  Newsletter . Among 
the  groups  asking  for  copies  were  the  New  Jersey 
Press  Association  and  the  Medical  Society  of  New 
Jersey.  A special  request  came  from  the  Nassau 
County  Medical  Society  for  permission  to  do  a rerun 
of  1,700  copies  of  the  “Guide”  to  be  used  as  the 
Society’s  own  version.  The  committee  obtained  this 
permission  from  the  Council. 

Although  the  Guide  has  been  given  wide  distri- 
bution the  committee  feels  that  steps  should  be 
taken  to  make  our  members  more  aware  of  its 
provisions.  The  field  staff,  as  in  the  past,  will  call 
attention  to  it  at  county  meetings  and  the  Newsletter 
will  publish  excerpts  and  references  to  it  from  time  to 
time. 

A special  report  by  the  Subcommittee  on  Co- 
operation with  Media  of  Information  will  contain 
further  information  about  the  Guide. 

Standards  of  Practice. — After  the  House  had  ap- 
proved the  “Standards  of  Practice  for  Doctors  and 
Lawyers,”  which  had  been  drawn  up  by  the  bureau 
under  the  direction  of  the  Subcommittee  on  Co- 
operation with  Media  of  Information,  the  bureau  ar- 
ranged to  have  the  text  published  in  the  September 
1,  1957,  issue  of  the  New  York  State  Journal 
of  Medicine.  So  many  requests  were  received  by 
the  bureau  for  reprints  that  within  a short  time  the 
original  order  of  3,000  copies  was  exhausted  and  an 
additional  supply  of  10,000  had  to  be  obtained. 

The  bureau  worked  very  closely  with  the  New 
York  State  Bar  Association  in  obtaining  wide  dis- 
tribution of  the  Standards.  The  Association  pur- 
chased 1,000  reprints  for  distribution  to  its  mem- 
bers through  Mr.  John  E.  Berry,  executive  secretary, 
who  stated  “We  . . . feel  sure  that  this  is  a fine 
step  forward  in  our  relations  and  program  of  service 
to  the  public.”  The  Association  also  published  the 
text  in  its  June,  1957,  issue  of  the  Bar  Bulletin,  its 
own  publication.  The  text  also  was  published  in 
two  succeeding  editions  of  the  New  York  Law  Journal 
and  has  been  incorporated  in  McKinney's  Consol- 
idated Laws  of  New  York.  Both  of  these  publica- 
tions are  necessary  reading  for  all  lawyers  in  active 
practice. 

A special  brochure  entitled  “How  to  Implement 
Standards  of  Practice  At  the  Local  Level”  was  pre- 
pared by  the  bureau  and  distributed  to  county 
medical  societies.  The  field  staff  also  promoted  the 
Standards  in  their  visits  to  county  medical  societies 
and  the  Newsletter  gave  the  text  publicity.  Reports 
show  that  as  a result  of  these  activities  many  county 
medical  societies  have  or  are  planning  to  set  up 
special  medical-legal  committees  and  joint  meetings 


with  lawyers.  It  is  interesting  to  note  also  that  an 
article  regarding  the  Standards  appeared  in  Medical 
News,  a publication  of  a pharmaceutical  concern. 

Further  information  about  the  Standards  can  be 
found  in  the  report  of  the  Subcommittee  on  Co- 
operation with  Media  of  Information. 

Advisory  Service  to  Press,  Radio,  and  Tele- 
vision.— Representatives  of  the  various  media  of 
information,  such  as  the  press,  radio,  and  television, 
consulted  the  bureau  for  advice  and  assistance  on 
many  occasions  during  the  year.  The  field  men, 
working  at  headquarters,  aided  in  two  ways.  They 
obtained  information  for  writers  by  clearing  the  way 
for  such  writers  to  interview  authorities  in  a par- 
ticular field  of  medicine.  Many  expressions  of  ap- 
preciation were  received  by  the  Bureau.  When- 
ever requested  the  completed  article  was  handled 
by  the  bureau  for  review  by  an  authority.  After 
the  article  had  been  submitted  to  an  expert,  it  was 
returned  to  the  author  with  comments  on  its  scien- 
tific accuracy. 

Among  the  writers  assisted  were  those  preparing 
articles  for  Reader's  Digest,  and  Wall  Street  Journal , 
Medical  News,  the  American  Weekly,  and  Medical 
Economics.  We  also  gave  assistance  to  a repre- 
sentative of  Tidningen,  a newspaper  published  in 
Stockholm,  Sweden.  The  representative  was  in  the 
United  States  gathering  information  about  medical 
matters  for  a series  of  stories  to  be  published  in  his 
paper. 

Exhibits. — In  keeping  with  the  practice  of  the  past 
few  years,  the  Bureau  and  the  A.M.A.  cosponsored 
an  exhibit  at  the  Hall  of  Springs  in  Saratoga  during 
the  summer  of  1957.  This  exhibit  entitled  “You 
Can  Reduce”  encouraged  heavy  people  to  take  off 
weight  and  was  viewed  by  about  100,000  persons. 
A pamphlet  rack,  making  available  copies  of  the 
pamphlet  published  by  the  bureau  entitled  “How 
the  State  Medical  Society  Serves  You,”  was  dis- 
played near  the  exhibit. 

An  exhibit  entitled  “A  Six-Point  Public  Relations 
Program  for  You,  the  Doctor!”  was  displayed  by 
the  bureau  during  the  Sesquicentennial  meeting. 
A pamphlet  rack  featuring  four  pieces  of  antichiro- 
practic literature,  which  doctors  were  invited  to 
take  without  charge,  was  erected  at  the  side  of  the 
exhibit.  A large  number  of  the  pamphlets  were 
taken  by  visitors. 

District  Branch  Meetings. — Prior  to  the  district 
branch  meetings  the  bureau  sent  out  publicity  con- 
cerning the  programs  and  copies  of  the  text  of 
speeches  scheduled  to  be  given  by  the  president  or 
president-elect.  During  the  meetings  the  field 
representatives  took  registration  and  assisted  in 
whatever  way  possible.  The  director  also  attended 
the  meetings  for  the  purpose  of  working  with  local 
newspapers,  reporters,  and  photographers.  The 
Newsletter  also  featured  stories  about  these  meetings 
before  and  after  they  had  taken  place.  In  the  in- 
terim between  the  district  branch  meetings  repre- 
sentatives of  the  bureau  on  several  occasions  at- 
tended meetings  of  committees  of  the  district 
branches. 
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Following  the  annual  district  branch  meetings, 
the  secretarial  staff  of  the  bureau,  in  compliance 
with  the  request  of  Dr.  Anderton,  compiled  a record 
of  attendance  at  the  various  meetings. 

House  of  Delegates. — Prior  to  the  1957  meeting 
of  the  House  of  Delegates  held  in  New  York  City 
publicity  was  given  to  the  sessions  of  the  House. 
Two  general  news  releases  and  many  special  releases 
about  the  delegates,  as  well  as  a release  on  the 
physicians  who  received  fifty-year  certificates,  were 
sent  to  newspapers  throughout  the  State.  The 
columns  of  the  Newsletter  also  were  utilized  for  this 
purpose. 

During  the  sessions  a press  room  was  maintained 
at  the  Hotel  Statler  for  the  convenience  of  news 
reporters.  Through  this  medium  information  about 
resolutions  in  the  House  and  other  actions  were 
made  available  to  the  press.  As  a result  of  this  serv- 
ice news  items  appeared  in  the  local  press  and  in 
such  medical  publications  as  Medical  News.  Ar- 
ticles for  publication  in  the  latter  were  submitted  to 
the  Bureau  and  checked  for  accuracy. 

After  the  House  adjourned  an  18-page  digest  of 
some  of  the  important  actions  was  compiled  by  the 
bureau’s  representative,  Mr.  Tracey,  who  had 
covered  the  sessions.  The  digest,  entitled  “High- 
lights of  the  Proceedings  of  the  House  of  Delegates,” 
was  mailed  to  all  delegates,  county  medical  society 
secretaries,  and  executive  secretaries  shortly  after 
the  House  finished  its  deliberations.  This  was  fre- 
quently used  by  county  delegates  as  a report  to 
their  constituents. 

Sesquicentennial. — During  the  Sesquicentennial 
meeting  the  bureau  carried  on  the  usual  activities 
associated  with  an  annual  meeting  and  cooperated 
with  the  Sesquicentennial  Committee,  headed  by 
Dr.  Samuel  Z.  Freedman.  One  of  the  major  proj- 
ects undertaken  was  the  manning  of  a press  room 
for  reporters.  Both  the  secretarial  and  field  staffs 
were  on  hand  to  help  writers  obtain  information. 
A record  number  of  53  reporters  used  these  facili- 
ties. Among  the  newspapers  and  magazines  repre- 
sented were  the  New  York  Times,  Herald-Tribune, 
World-Telegram,  Associated  Press,  Daily  News, 
New  York  Post,  Look,  Cosmopolitan,  U.S.  News  and, 
World  Report,  Medical  News,  and  Scope  Weekly. 

Representatives  of  the  bureau  helped  in  handling 
projects  at  the  convention.  Mr.  Schuyler,  who  for 
several  months  prior  to  the  meeting  had  been  as- 
signed full-time  to  the  Sesquicentennial,  was  in 
charge  of  the  public  exposition  on  the  history  of 
medicine  in  New  York  State.  Large  crowds  were 
in  attendance  each  day  to  view  40  exhibits.  Some 
2,210  polio  vaccine  shots  were  given  free  at  the 
exposition  as  part  of  the  Emergency  Campaign 
Against  Polio,  sponsored  by  the  Coordinating  Coun- 
cil of  the  five  New  York  metropolitan  county  medi- 
cal societies.  Mr.  Tracey  and  Mr.  Walsh  helped 
with  the  forum  on  medical  care  and  Woman’s 
Auxiliary,  respectively. 

Headquarters  Foyer. — As  a means  of  acquainting 
visitors  to  the  State  Society’s  headquarters  with 
activities  of  both  the  State  Society  and  the  county 


societies,  the  bureau  once  again  maintained  a special 
bulletin  board  located  in  the  foyer.  This  board 
bears  the  caption  “Events  of  the  Year.”  It  dis- 
plays newspaper  clippings,  photographs,  copies  of 
the  Newsletter,  Standards  of  Practice,  Guide  for 
Cooperation,  etc.,  which  are  changed  periodically. 
During  the  year  the  display  centered  around  such 
events  as  district  branch  meetings,  the  Award  of  the 
Outstanding  General  Practitioner  Citation,  and  the 
approval  by  the  House  of  the  Standards  of  Practice. 
Literature  such  as  “How  the  State  Medical  Society 
Serves  You”  and  copies  of  the  Newsletter  are  dis- 
played in  small  pamphlet  holders  attached  to  the 
board.  This  supply  of  literature  has  to  be  replaced 
frequently  because,  we  are  glad  to  report,  visitors 
take  away  copies. 

This  bulletin  board  supplements  a main  bulletin 
board  adjacent  to  the  telephone  operator’s  booth. 
During  the  Sesquicentennial  year  this  main  board 
featured  an  exhibit  entitled  “150  Years  of  Medical 
Progress  1807-1957”  which  was  designed  and 
erected  by  the  bureau’s  staff. 

Outstanding  G.P.  Award. — For  the  second  suc- 
cessive year  the  committee  undertook  the  task  of 
selecting  a candidate  for  the  outstanding  general 
practitioner  of  the  year.  The  chairman  and  a 
special  subcommittee,  selected  by  him,  processed  the 
nominations  made  by  county  medical  societies. 
The  result  was  that  the  committee  recommended 
to  the  Council  Dr.  Oliver  L.  Austin  of  Westchester 
County  as  the  Outstanding  General  Practitioner  for 
1957.  We  regret  to  report  Dr.  Austin  died  on 
November  25,  1957.  His  citation  will  be  presented 
to  his  children.  The  Council  accepted  the  recom- 
mendation of  the  committee  and  forwarded  Dr. 
Austin’s  name  as  a candidate  from  New  York  State 
for  the  national  award  given  by  the  A.M.A. 

After  reviewing  the  procedure  for  obtaining  nomi- 
nations for  this  award,  the  committee  recommended 
to  the  Council  that  the  procedure  for  requesting 
nominations  be  changed,  that  the  letter  requesting 
nominations  be  sent  in  January  with  a deadline  of 
May  instead  of  June,  the  method  previously  fol- 
lowed. The  Council  approved  and  letters  were 
mailed  in  January,  1958,  requesting  nominations 
for  the  award  at  the  1959  House  of  Delegates. 

Many  county  medical  societies  use  the  nomina- 
tion of  a candidate  as  a means  of  promoting  local 
public  relations  through  the  press.  Since  the  com- 
mittee felt  that  it  would  be  good  internal  profes- 
sional relations  to  recognize  all  candidates  nomi- 
nated by  county  societies,  the  coihmittee  recom- 
mended to  the  Council  that  the  State  Society  rec- 
ognize candidates,  other  than  the  winner  of  the 
outstanding  G.P.  award,  by  means  of  “Honorable 
Mention”  and  an  appropriate  certificate.  The 
Council  accepted  this  recommendation. 

Fifty-Year  Doctors. — Following  the  pattern  of 
past  years  the  secretarial  staff  undertook  to  find  out 
what  doctors  in  the  State  had  practiced  medicine 
for  fifty  years.  As  a result  110  certificates,  were 
mailed  to  members  of  the  State  Medical  Society. 

Special  Mailings. — One  of  the  methods  by  which  the 
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bureau  attempts  to  keep  county  medical  society 
officials,  particularly  public  relations  chairmen  and 
other  interested  parties,  abreast  of  the  latest  infor- 
mation in  the  field  of  medical  public  relations  is  by 
the  use  of  special  mailings.  Several  were  made 
during  the  past  year.  These  included : ‘ ‘Standards 

of  Practice  in  Oneida  County,”  a guide  for  doctors 
and  lawyers;  “Should  You  Be  A Doctor?,”  a New 
York  Life  Insurance  Company  publication;  “County 
Society  Gives  Brush-Up  Course  for  Aides,”  an  article 
which  had  been  published  in  Scope  Weekly,  and  “We 
Pack  ’Em  In  at  Medical  Meetings,”  a Medical 
Economics  reprint.  Through  this  means  two  im- 
portant booklets,  “What  Everyone  Should  Know 
About  Doctors”  and  “Your  Family  Health  Record,” 
A.M.A.  publications,  were  made  available  without 
charge  in  reasonable  quantities  to  county  medical 
societies.  Many  requests  for  these  were  filled  by 
the  Bureau. 

Publications. — During  the  1957-1958  Society 
year  some  100,000  pieces  of  literature  were  obtained 
for  distribution  by  the  bureau  up  to  the  date  this 
report  is  being  prepared.  This  supply  was  directed 
for  the  most  part  to  the  public  to  acquaint  them 
with  medical-economic  problems,  State  Medical 
Society  functions,  the  reasons  for  opposing  chiro- 
practic licensure,  and  other  matters.  A substantial 
amount  was  aimed  at  the  young  ladies  who  work  in 
doctors’  offices,  doctors  themselves,  and  county 
medical  society  officials. 

One  new  piece  published  by  the  bureau  also  was 
among  the  literature  distributed  this  year,  “How 
the  State  Medical  Society  Serves  You.”  Mention 
already  has  been  made  of  the  distribution  and  avail- 
ability of  the  following:  “Standards  of  Practice 

for  Doctors  and  Lawyers,”  “Guide  for  Cooperation 
for  Doctors,  Hospitals  and  Reporters,”  and  “How 
to  Implement  the  Standards  of  Practice  at  the  Local 
Level.”  Copies  of  “You  and  the  Medical  Society  of 
the  State  of  New  York”  also  were  sent  to  new  mem- 
bers with  copies  of  our  Constitution  and  Bylaws 
and  Principles  of  Professional  Conduct. 

As  usual  there  was  a great  demand  for  our  liter- 
ature pertaining  to  our  antichiropractic  campaign. 
In  all,  some  50,000  pieces  were  sent  out  during  the 
1957  campaign  and  to  date  in  the  1958  drive  about 
20,000  pamphlets  have  been  distributed. 

Many  of  the  established  pamphlets  of  the  bureau 
published  in  past  years  are  still  in  demand,  not  only 
in  our  own  State  but  even  in  other  parts  of  the 
country.  The  Louisiana  State  Medical  Society 
ordered  1,000  copies  of  “What  Price  Your  Life,”  a 
chiropractic  piece.  The  A.M.A.  was  granted  per- 
mission to  reprint  “Telephone  Cues  for  Medical 
Personnel”  and  “Seven  PR  Pointers  for  Medical 
Personnel”  when  they  showed  renewed  interest  in 
these  publications.  A great  number  of  the  requests 
for  literature  came  to  the  bureau  as  a result  of  notices 
and  order  blanks  published  in  the  Newsletter. 

Newsletter. — This  publication  was  mailed  every 
month,  except  August  and  September,  to  every 
member  of  our  State  Society  for  the  sixth  consecu- 
tive year.  Also  copies  were  sent  to  other  interested 


persons  including  newspaper  editors  and  medical 
school  deans  who  had  agreed  to  distribute  Newsletter 
to  their  senior  students.  A total  of  255,000  copies 
were  published  during  the  year,  with  25,500  copies 
coming  off  the  press  each  month  except  July  and 
August. 

The  chairman  was  very  pleased  to  note  an  ob- 
servation about  the  Newsletter  in  the  report  of  the 
Ad  Hoc  Committee  referred  to  above.  This  ob- 
servation stated  that  in  reply  to  a query  surprisingly 
favorable  reaction  to  the  Newsletter  was  found  in  the 
large  majority  of  the  150  answers. 

The  reaction  was  that  80  per  cent  of  the  replies 
were  favorable  and  indicated  that  about  90  per  cent 
read  the  Newsletter. 

Compliments  were  paid  to  the  Newsletter  when  the 
New  York  Academy  of  Medicine  and  the  Anchorage 
Alaska  Office  of  the  Department  of  Health,  Educa- 
tion, and  Welfare  requested  back  copies  for  their 
files. 

The  committee  continued  its  efforts  to  improve 
the  stature  of  the  Newsletter  as  a means  of  com- 
munication between  the  State  Society  and  its 
members  as  well  as  the  county  medical  societies. 
To  cite  only  a few  instances  two  issues  were  devoted 
to  bringing  the  text  of  two  letters  signed  by  Dr. 
Herman  E.  Hilleboe,  State  Commissioner  of  Health, 
and  President  Givan,  directed  to  physicians  and  con- 
taining valuable  information  about  a possible  Asian 
flu  epidemic.  Other  instances  included  issues  de- 
voted to  stores  and  pictures  of  both  the  Sesquicen- 
tennial  celebration  and  the  annual  meeting  of  the 
House  of  Delegates.  Recently  a series  of  pictures 
and  biographies  of  the  State  Society  officers,  coun- 
cillors, and  trustees  were  featured. 

In  keeping  with  the  policy  of  trying  to  improve, 
two  new  features  were  added  during  the  year.  The 
first  was  a special  column  entitled  “The  State  Medi- 
cal Society  At  Work.”  This  is  a summary  of  inter- 
esting items  reported  at  Council  meetings.  The 
second  was  the  use  of  bold-face  captions  for  easier 
reading.  The  committee  will  continue  its  efforts  to 
make  the  Newsletter  increasingly  valuable  to  our 
members  and  will  welcome  suggestions  to  help  in 
this  endeavor.  Finally,  some  evidence  of  the  selling 
power  of  the  Newsletter  might  be  found  in  the  re- 
capitulation of  the  number  of  pieces  of  literature 
distributed  during  the  antichiropractic  campaign, 
given  later  in  this  report.  Approximately  70  per 
cent  of  the  requests  for  certain  pamphlets  were  the 
results  of  publicity  in  the  Newsletter. 

Liaison  with  the  A.M.A. — Carrying  out  arrange- 
ments of  the  past  few  years,  the  bureau  again  co- 
sponsored an  exhibit  with  the  A.M.A.  at  the  Hall 
of  Springs  in  Saratoga  during  the  summer  months. 
This  was  entitled  “You  Can  Reduce.”  It  is  planned 
to  have  another  exhibit  during  1958  at  the  same 
location. 

On  many  occasions  the  director  and  members  of 
the  staff  have  worked  with  representatives  of  the 
A.M.A.,  particularly  its  public  relations  depart- 
ment. A highlight  of  this  cooperation  is  the  at- 
tendance of  the  field  staff  and  the  director  at  the 
Public  Relations  Institute  in  Chicago  sponsored  by 


April  1,  1958 


1139 


ANNUAL  REPORTS 


the  A.M.A.  They  also  attended  the  annual  meeting 
of  the  A.M.A.  held  in  New  York  in  June,  1957. 
The  director  attended  the  clinical  meeting  of  the 
A.M.A.  in  Philadelphia,  December,  1957. 

The  A.M.A.  on  its  part  also  showed  fine  cooper- 
ation. On  several  occasions  the  A.M.A.  public 
relations  department  through  its  PR  Doctor , a 
compilation  of  public  relations  projects  and  publica- 
tions, carried  items  created  by  the  bureau  and 
county  medical  societies  in  New  York  State. 

The  bureau  also  aided  the  A.M.A.  in  distributing 
many  of  its  publications  through  special  mailings 
and  the  Newsletter. 

Liaison  with  Society  Committees  and  Other  Groups. 
— Inside  the  State  Medical  Society  the  committee 
and  the  bureau  worked  with  committees  and  sub- 
committees, including  the  Sesquicentennial  Com- 
mittee, the  Council  Committees  on  Legislation, 
Public  Health  and  Education,  Economics,  and  the 
Committee  to  Combat  Cults,  and  others. 

The  Newsletter  brought  information  to  members 
concerning  the  Medicare  program  and  the  new 
Bureau  of  Industrial  Health  and  Workmen’s  Com- 
pensation. 

Outside  of  the  Society,  the  committee  and  its 
bureau  continued  liaison  work  with  many  organiza- 
tions, such  as  the  Chamber  of  Commerce  of  the 
State  of  New  York,  the  New  York  State  Depart- 
ment of  Health,  and  others.  Among  meetings  at- 
tended were  the  53rd  Annual  Health  Conference  of 
the  State  Health  Department  in  Albany  in  June, 
1957.  The  committee  considers  this  activity  of 
such  importance  that  it  recommended  to  the  Council 
that  the  State  Medical  Society  become  a member  of 
the  Chamber  of  Commerce  of  the  State  of  New  York 
as  an  organization.  At  the  time  this  report  is  being 
written  no  decision  has  been  made. 

The  chairman  personally  participated  in  many 
meetings  with  other  organizations,  including  the 
board  of  directors  of  the  New  York  State  Chapter, 
American  Academy  of  General  Practice,  and  the 
New  York  Urological  Society.  On  both  occasions 
he  gave  a brief  address.  As  a result,  the  chairman 
was  requested  to  be  a member  of  a medical  coordi- 
nation committee  of  the  first  group.  This  com- 
mittee is  to  act  as  a liaison  body  with  allied  organi- 
zations. Furthermore,  he  has  been  asked  for  an  ar- 
ticle about  public  relations  for  their  magazine 
General  Practice  News. 

An  outstanding  example  of  the  work  in  this  field 
was  the  liaison  between  the  bureau,  the  State  So- 
ciety Committee  on  Asian  flu,  and  the  State  Depart- 
ment of  Health  in  regard  to  the  possible  Asian  flu 
epidemic.  Representatives  of  the  bureau  attended  a 
meeting  called  by  the  State  Health  Department  in 
Albany  to  enlighten  the  doctors  and  the  public  about 
a possible  Asian  flu  epidemic.  In  this  the  bureau 
acted  under  the  supervision  and  with  the  advice  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation and  the  Special  Committee  on  Asian  flu. 
As  a result  of  these  combined  efforts,  releases  were 
sent  to  newspapers  and  special  articles  appeared 
in  the  Newsletter.  It  is  the  intention  of  the  com- 
mittee to  continue  and  expand  as  far  as  possible 


efforts  such  as  these. 

Public  Relations  Session. — Although  no  Public 
Relations  Session  was  held  in  1957  due  to  the  Sesqui- 
centennial celebration  plans  are  well  under  way 
to  assist  in  preparing  for  the  Public  Relations 
Session  of  the  1958  convention.  The  bureau  is 
assisting  Dr.  John  W.  Latcher,  session  chairman,  in 
obtaining  speakers  for  the  meeting  and  in  publicizing 
the  event. 

News  Releases. — As  part  of  its  function  as  an 
information  center,  the  bureau  sent  out  a number 
of  releases  pertaining  to  subjects  of  a scientific  na- 
ture and  other  matters. 

Besides  the  releases  already  reported  relating  to 
the  annual  meeting  of  the  House  of  Delegates  and 
the  Sesquicentennial  celebration,  much  publicity  was 
given  to  lectures  cosponsored  by  the  Council  Com- 
mittee on  Public  Health  and  Education  and  the 
New  York  State  Health  Department.  More  than 
100  releases  of  this  nature  were  distributed  to  news- 
papers in  the  areas  where  the  lectures  were  sched- 
uled. Whenever  called  upon,  the  bureau  prepared 
and  sent  out  releases  describing  articles  in  the 
New  York  State  Journal  of  Medicine.  In  the 
nonscientific  field,  there  were  releases  about  the 
Standards  of  Practice  for  Doctors  and  Lawyers  for 
county  society  bulletins.  This  is  a comparatively 
new  type  of  release  which  the  bureau  distributed 
during  the  year. 

A special  release  announcing  the  Council’s 
endorsement  of  fluoridation  of  public  water  supplies 
and  Dr.  Thurman  B.  Givan’s  meeting  with  Mayor 
Wagner  to  advise  him  of  this  action  was  given  a 
prominent  position  in  the  metropolitan  New  York 
City  newspapers. 

Antichiropractic  Campaign. — Since  the  last  re- 
port to  the  House  of  Delegates,  the  bureau  cooper- 
ated with  the  Committee  to  Combat  Cults  in  1957 
and  1958.  On  both  occasions  the  same  basic  pattern 
was  followed.  The  director  and  the  field  men  with 
Dr.  Henry  I.  Fineberg  drew  up  a “plan  of  action” 
outlining  the  objectives  and  spelling  out  a time- 
table of  events.  Special  letters  were  mailed  by  the 
secretarial  staff.  The  field  men  also  made  special 
trips  to  gain  support  for  the  campaign. 

The  final  figures  for  the  number  of  pieces  dis- 
tributed during  the  1957  campaign  were  only  par- 
tially reported  to  the  last  House  of  Delegates.  The 
total  was  50,131,  as  follows:  “Should  Chiropractors 
Be  Licensed?,”  19,490;  “Why  Chiropractors  Should 
Not  Be  Licensed?,”  11,631;  “The  Scope  of  Chiro- 
practic,” 9,502;  “Science  vs.  Chiropractic,”  8,773, 
and  “What’s  New  In  Chiropractic,”  735.  Of  the 
total,  36,051  pieces  or  more  than  70  per  cent  were 
the  results  of  publicity  in  the  Newsletter. 

As  of  the  date  this  report  is  being  written,  21,850 
pamphlets  have  been  distributed  in  1958. 

Public  Relations  Program  for  1958. — The  follow- 
ing projects  will  be  the  major  points  in  the  public 
relations  program  which  is  ahead}"  under  way: 

1.  Stimulating  county  medical  societies  to  im- 
plement the  public  relations  program  as  outlined 
in  the  “PR  Target  for  1957-1958,”  with  emphasis 
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on  the  improvement  of  public  service  projects,  such 
as  emergency  call  services. 

2.  Maintaining  a central  publicity  and  informa- 
tion center  at  headquarters. 

3.  Promoting  county  society-sponsored  medical 
assistants  courses. 

4.  Encouraging  greater  interest  in  the  “Guide 
for  Cooperation  for  Doctors,  Hospitals  and  Report- 
ers” particularly  on  the  part  of  individual  physi- 
cians. 

5.  Building  better  cooperation  between  doc- 
tors and  lawyers  at  the  county  level  through  imple- 
mentation of  the  “Standards  of  Practice  for  Doctors 
and  Lawyers.” 

6.  Helping  writers  in  gathering  data  for  articles 
on  medical  subjects  and  by  reviewing  manuscripts 
for  scientific  accuracy. 

7.  Developing  a practical  health  education 
program  for  the  public  through  pamphlets.,  exhibits, 
and  other  media. 

8.  Urging  county  societies  to  establish  or  reac- 
tivate speakers  bureaus  and  conduct  health  forums. 

9.  Expanding  and  improving  liaison  with  com- 
mittees within  the  State  Society  and  with  allied 
groups  outside  the  Society. 

10.  Working  closely  with  the  Woman’s  Auxiliary 
at  State  and  county  levels. 

11.  Concentrating  on  wider  use  of  radio,  televi- 
sion, the  press,  and  other  information  as  well  as 
the  Speakers  Service  to  obtain  maximum  publicity 
for  the  State  and  county  societies. 

12.  Broadening  the  scope  of  the  field  program 
to  gain  greater  utilization  of  the  field  staff’s  services. 

Before  concluding  this  report,  the  chairman,  on 
behalf  of  himself  and  his  committee,  wishes  to  ex- 
press deep  appreciation  and  thanks  for  the  cooper- 
ation of  the  officers,  the  councillors,  trustees,  com- 
mittees members,  members  of  the  Society,  and  em- 
ployes as  well  as  the  representatives  of  outside  or- 
ganizations and  the  officials  of  the  61  county  so- 
cieties. Without  their  assistance,  the  results  re- 
corded herein  could  not  have  been  accomplished. 
The  acceptance  and  implementation  of  our  public 
relations  program  has  been  and  will  continue  to  be 
an  inspiration  to  the  chairman,  the  committee,  and 
the  bureau  to  build  better  public  and  professional 
relations  for  the  medical  profession. 

Cooperation  with  Media  of  Information 

The  Subcommittee  on  Cooperation  with  Media  of 
Information  of  the  Council  committee  on  Public 
Relations  consists  of  the  following: 

John  C.  McClintock,  M.D.,  Chairman. . . .Albany 


Henry  I.  Fineberg,  M.D Queens 

John  D.  Naples,  M.D Erie 


Guide  for  Cooperation. — The  revised  edition  is 
entitled  “Guide  for  Cooperation  for  Doctors,  Hos- 
pitals and  Reporters.”  A supply  of  30,000  copies 
was  purchased  for  distribution  to  members  of  the 
Society. 

The  subcommittee  met  with  representatives  of  the 
press,  radio,  television,  and  magazine  writers  asso- 


ciations at  the  Hotel  Biltmore  in  New  York  City  on 
January  9,  1958.  The  chairman  presided  at  the 
meeting  and  the  chairman  of  the  parent  Public  Rela- 
tions Committee,  Dr.  John  F.  Rogers,  and  the  other 
members  of  the  subcommittee  were  present.  Rep- 
resentatives of  the  Greater  New  York  Hospital 
Association  and  the  Hospital  Association  of  New 
York  State  also  were  in  attendance.  The  purpose 
of  the  meeting  was  to  “renew  and  review”  the  Guide 
for  Cooperation,  as  promised  in  the  original  Guide. 

No  important  changes  were  proposed.  All  were 
in  agreement  that  in  practical  operation  the  Guide 
was  working  extremely  well.  The  suggestion  was 
made,  however,  that  steps  be  taken  to  make  the 
contents  of  the  Guide  better  known  to  physicians, 
perhaps  through  the  columns  of  the  Newsletter. 
Plans  are  being  made  to  implement  this  suggestion 
by  having  excerpts  and  articles  in  the  Newsletter 
and  by  having  the  field  representatives  continue 
to  promote  the  Guide  in  their  appearances  before 
county  medical  societies. 

Standards  of  Practice. — Following  the  approval 
of  the  “Standards  of  Practice  for  Doctors  and 
Lawyers”  by  the  1957  House  of  Delegates,  the  text 
was  printed  in  the  New  York  State  Journal  of 
Medicine  and  legal  publications.  As  introduction 
to  the  text  in  the  Bar  Bulletin  of  the  New  York  State 
Bar  Association  the  following  statement  was  made: 
“If  lawyers  and  physicians  in  New  York  and  else- 
where would  carefully  read  this  code  from  time  to 
time  and  attempt  sincerely  to  comply  with  it  a major 
portion  of  the  physician-lawyer  relationships  would 
cease  to  be  a problem.  These  ‘Standards’  represent 
a commendable  effort  by  the  two  professions  to 
arrive  at  a mutual  understanding  that  is  certain  to 
operate  to  the  benefit  of  the  public  and  to  assist  in 
the  administration  of  justice.” 

In  addition,  the  president  of  the  Bar  Association 
on  his  “President’s  Page”  commented  favorably 
upon  the  Standards  and  paid  tribute  to  the  com- 
mittees of  our  Society  and  his  own  organization. 

To  implement  the  intention  expressed  in  the  first 
version  of  the  Standards  that  they  would  be  “re- 
evaluated and  reaffirmed  periodically”  by  the  State 
Medical  Society  and  the  Bar  Association,  a meeting 
has  been  arranged  with  representatives  of  the  latter 
group.  This  meeting  is  scheduled  for  March  13  in 
New  York  City  at  the  Hotel  Biltmore.  If  neces- 
sary, a supplemental  report  about  this  meeting  will 
be  made  to  the  House  in  May. 

The  subcommittee  wishes  to  thank  the  repre- 
sentatives of  the  media  of  information,  the  Bar 
Association,  the  Hospital  Associations,  the  Public 
and  Professional  Relations  Bureau,  and  others  who 
worked  with  them  for  their  cooperation  during  the 
past  year. 

Publication 

The  Publication  Committee  for  the  year  1957- 
1958  was  composed  of  the  following: 

John  J.  Masterson,  M.D.,  Chairman Kings 

Maurice  J.  Dattelbaum,  M.D Kings 
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LauranceD.  Redway,  M.D.,  Editor.  .Westchester 

Norman  S.  Moore,  M.D Tompkins 

W.  P.  Anderton,  M.D New  York 

John  G.  Masterson,  M.D.,  Assistant  Editor  .Kings 
Albert  H.  Douglas,  M.D.,  Observer Queens 

It  will  be  noted  that  the  composition  of  the  com- 
mittee is  in  accordance  with  the  1957  resolution  of 
the  House  of  Delegates.  Dr.  Norman  S.  Moore 
has  been  designated  consulting  editor  of  the  Jour- 
nal in  recognition  of  his  interest  and  long  service  as 
associate  editor  and  since  1952  as  assistant  editor. 
Dr.  John  G.  Masterson  was  appointed  assistant  edi- 
tor. 

The  Publication  Committee  met  monthly  during 
the  year  except  for  the  months  of  July  and  August. 
During  the  temporary  disability  of  the  chairman  in 
the  early  months  of  the  year,  Dr.  Walter  P.  Anderton 
served  as  chairman  pro  tern  of  the  committee. 

The  Sesquicentennial  Issue  of  the  Journal  au- 
thorized by  the  Publication  Committee  in  1956  for 
publication  as  the  February  1,  1957,  issue  was  com- 
pleted on  time  due  to  the  extraordinary  teamwork 
and  cooperation  of  the  editorial,  business,  and  ad- 
vertising staffs,  the  printer,  the  Secretary’s  office, 
and  the  several  authors  who  during  six  months  of 
intensive  research  and  productive  effort  prepared 
the  historical  material  covering  one  hundred  and 
fifty  years  of  the  Society’s  existence.  The  volume 
contained  no  scientific  papers  but  was  solely  de- 
voted to  the  history.  It  was  the  largest  single  issue 
of  the  Journal  ever  published  and  raised  many  tech- 
nical as  well  as  editorial  problems.  A special  cover 
design  in  gold,  black,  and  white  set  this  issue  apart 
as  befitted  the  dignity  of  the  occasion. 

The  Publication  Committee  was  advised  (Novem- 
ber, 1957)  by  Dr.  Louis  C.  Jones,  director  of  the 
New  York  State  Historical  Association,  Coopers- 
town,  that  this  issue  of  the  New  York  State  Jour- 
nal of  Medicine  had  been  voted  the  Award  of 
Merit  of  the  American  Association  for  State  and 
Local  History.  The  Award  was  presented  with  fit- 
ting ceremony  on  December  30,  1957,  to  Dr.  Laur- 
ance  D.  Redway,  editor.  It  seemed  to  be  a most 
gratifying  recognition  of  the  planning  and  accom- 
plishment of  the  Publication  Committee,  the  Jour- 
nal staff,  and  of  the  generous  assistance  of  the  Trus- 
tees of  the  Society  who  made  available  the  funds 
necessary  to  accomplish  the  work. 

The  committee  is  gratified  that  Dr.  John  J. 
Masterson  has  been  able  to  resume  and  continue 
his  work  as  chairman.  During  the  year  the  Jour- 
nal and  Directory  appeared  on  schedule.  At  the 
May  meeting  of  the  House  of  Delegates  the  refer- 
ence committee  on  the  Report  of  the  Council,  Part 
XI,  instructed  “the  staff  of  the  Journal  to  be  more 
stringent  in  the  application  of  its  present  rules  re- 
garding advertising.”  After  much  debate  the 
resolution  as  amended  was  passed  by  the  House. 
The  Publication  Committee  subsequently  reviewed 
the  advertising  in  question  and  instructed  the  editor 
to  renew  the  contracts  for  1958  for  the  Journal  and 
Directory. 

During  September  and  October  and  the  early 
part  of  November,  1957,  the  editor  with  the  assist- 


ance of  Miss  Alvina  Rich  Lewis  and  the  business 
manager,  Mr.  Thomas  E.  Alexander,  undertook  a 
job  analysis  survey  of  the  Journal  staff,  the  first 
portion  of  which  was  presented  to  the  Publication 
Committee  as  the  editor’s  report  for  October. 
This  survey  shows,  it  is  believed  for  the  first  time, 
the  detailed  functions  of  the  Journal  editorial  staff. 
The  second  portion,  covering  the  business  and  ad- 
vertising staff,  was  presented  to  the  Publication 
Committee  in  the  editor’s  report  for  December 
(January,  1958).  These  reports  are  Appendices 
A and  B of  this  annual  report,  and  are  entirely  sepa- 
rate from  any  other  survey  of  the  Society. 

Circulation  of  the  Journal  “gratis”  to  senior 
class  students  of  the  medical  schools  of  the  State 
during  the  academic  year  was  again  carried  out  as  a 
continuing  gesture  of  good  will.  It  is  recommended 
that  this  policy  be  approved  and  continued  as 
recommended  by  the  House  of  Delegates  in  1957. 

In  general  the  costs  of  publishing  both  the  Jour- 
nal and  the  Directory  increased  slightly  in  1957  as 
anticipated.  In  1958  a further  increase  is  almost 
assured.  Little  or  no  increased  revenue  is  forecast 
for  the  Journal  for  1958  due  to  increased  cost  of 
paper,  printing,  and  other  services. 

New  York  State  Journal  of  Medicine. — The 

Journal  has  appeared  uninterruptedly  in  24  regu- 
lar issues  plus  a supplement,  part  II  of  the  issue 
of  September  1,  1957,  containing  the  Minutes  of  the 
House  of  Delegates,  making  a total  for  the  year  of 
25  issues.  The  February  1 or  Sesquicentennial  issue 
was  unique  in  the  experience  of  the  Society.  It  ap- 
peared in  a specially  designed  cover  as  previously 
described  and  contained  a total  of  338  pages  of  ad- 
vertising and  historical  text. 

Appendix  A,  attached,  will  show  the  job  assign- 
ments on  the  editorial  staff  of  the  Journal  in  detail 
for  the  first  time  and  the  educational  qualifications 
of  the  personnel.  During  the  year  Mrs.  Anne  Cola- 
han  left  our  employ  after  ten  years  of  service,  and  is 
now  in  Seoul,  Korea.  Miss  Alvina  Rich  Lewis, 
Miss  Frances  E.  Casey,  Miss  Joan  E.  Vitrano,  Mrs. 
Eleanor  Dickey,  Miss  Nele  Lapd  and  Miss  Anne- 
Marie  Fanshaw,  with  Miss  Grace  I.  West,  Miss  Ca- 
mille Marra  and  Mrs.  Marcia  Werbin  of  the  adver- 
tising staff  work  together  as  an  integrated  and  well- 
coordinated  team  to  assure  the  continuous  produc- 
tion of  the  Journal  twice  a month.  The  recent  in- 
crease in  text  material  and  color  advertising  copy 
has  made  the  task  of  production  an  increasingly  dif- 
ficult one.  However,  so  good  has  beeh  the  intrain- 
ing program  that  the  loss  of  staff  members  during 
the  year  slowed  but  did  not  otherwise  materially 
affect  the  continuity  of  the  work.  The  few  editorial 
errors  occurring  during  the  year  attest  the  excellence 
of  the  proofreading.  Miss  West  and  Miss  Marra 
deserve  particular  credit  for  the  handling  of  the 
complicated  procedures  of  color  layouts  and  inserts. 
The  Journal  is  fortunate  that  so  far  our  employe 
turnover  has  been  minimal.  Where  this  has  oc- 
curred, it  has  been  at  the  lowest  levels,  except  in  the 
case  of  Mrs.  Colahan.  This  has  enabled  our  very 
able  Miss  Alvina  Rich  Lewis,  assistant  to  the  editor, 
to  maintain  and  improve  her  integration  and  in- 
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training  program  which  she  has  done  with  signal 
success. 

Miss  Lewis  again  this  year  represented  the  Jour- 
nal at  the  St.  Louis  meeting  of  the  American  Medi- 
cal Writers’  Association,  and  it  is  recommended  that 
she  continue  to  do  so  this  year,  1958. 

Our  appreciation  is  due  to  Mr.  Charles  L.  Bald- 
win, Mr.  Joseph  A.  Mullaney,  and  Mr.  James  M. 
Kelly,  our  advertising  representatives  for  the  Jour- 
nal and  Directory , for  their  very  successful  efforts 
in  again  increasing  the  gross  advertising  revenue  of 
both  publications. 

The  invaluable  assistance  of  the  secretary,  Dr.  W. 
P.  Anderton,  is  gratefully  acknowledged  by  the 
Publication  Committee  and  the  editor.  His  many 
years  of  experience  in  our  affairs  has  been  most  help- 
ful. All  of  the  official  and  biographic  material 
published  originates  in  his  office.  The  editing  of 
this  before  it  comes  to  the  Journal  office  for  proces- 
sing is  an  onerous  task,  particularly  the  minutes  of 
the  House  of  Delegates,  yet  it  is  always 
in  time  to  meet  the  deadline. 

Statistical  Report,  1957 

In  1957  there  were  24  issues  and  1 supplement 
published,  totaling  4,244  pages,  the  highest  total 
ever  published  in  one  year. 

A comparison  of  total  pages  for  preceding  years 
will  show  the  growth  of  the  Journal,  as  follows: 

1953  1954  1955  1956  1957 

3,208  3,620  3,840  4,172  4,244 

The  issues  in  1957  were  divided  as  follows: 

1  issue  of  336  pages  (Sesquicentennial  Issue) 

1 issue  of  192  pages 
6 issues  of  176  pages 

2 issues  of  168  pages 
10  issues  of  160  pages 

1 issue  of  152  pages 

2 issues  of  144  pages 
1 issue  of  136  pages 

During  1957  a total  of  511  articles  were  submitted, 
of  which  87,  or  17  per  cent,  were  rejected.  This 
compares  with  previous  years  as  follows: 

1953  1954  1955  1956  1957 

Number  submitted  449  482  503  519  511 

Number  rejected  70  96  103  99  87 

Per  cent  rejected  16  19  20  19  17 

It  should  be  explained  that  several  of  the  manu- 
scripts rejected  for  publication  were  revised  and  re- 
written by  the  authors  in  accordance  with  the  sug- 
gestions of  the  editor  and  were  subsequently  ac- 
cepted for  publication. 

During  1957,  the  series  on  “Recent  Advances  in 
Medicine  and  Surgery,”  edited  by  Dr.  Robert 
Turell;  the  series  on  “Fundamentals  of  Allergy,” 
edited  by  Dr.  Samuel  J.  Prigal,  and  the  series  of 
“Clinical  Anesthesia  Conferences,”  edited  by  Dr. 
Merel  H.  Harmel,  were  continued.  In  addition  a 
new  series,  “Treatment  of  Alcoholism,”  edited  by 
Dr.  Herbert  Berger,  was  initiated;  the  postgraduate 
radio  talks  from  the  New  York  Academy  of  Medi- 


cine were  continued,  and  several  interesting  articles 
on  the  history  of  medicine  in  New  York  State,  in  ad- 
dition to  the  material  published  in  the  Sesquicen- 
tennial issue,  were  published.  Among  other  out- 
standing material  published  was  the  new  “Standards 
of  Practice  for  Doctors  and  Lawyers,”  prepared  by 
the  Society’s  Bureau  of  Public  and  Professional  Re- 
lations and  the  New  York  State  Bar  Association. 
Continued  cooperation  was  received  from  the  New 
York  State  Department  of  Health  in  the  prepara- 
tion of  articles  in  the  “Doctor  in  Civil  Defense” 
series. 

There  were  548  authors  represented  in  the  388 
articles  published  in  1957.  These  388  break  down  as 
follows: 

191  scientific  articles 
62  case  reports 
12  special  articles 
15  clinicopathologic  conferences 
21  history  of  medicine  articles 

3  civil  defense  articles 
14  fundamentals  of  allergy  articles 
19  clinical  anesthesia  conferences 
21  recent  advances  in  medicine  and  surgery 
10  postgraduate  radio  talks  (New  York  Academy 
of  Medicine) 

2 infant  mortality  conferences 

3 perinatal  mortality  conferences 

4 treatment  of  alcoholism  articles 

2 Cornell  conferences  on  therapy 

1 medical  and  surgical  conference 

4  nutrition  excerpts 

2 selected  reprints 


Comparative  statistics  on  page  breakdowns  follow: 


1955 

1956 

1957 

Total  number  of  pages 

3,840 

4,172 

4,244 

Text  pages 

Advertising  pages  (not 
including  inserts  and 

2,445 

2,878 

2,900 

covers) 

Number  articles  sub- 

1,259 

1,294 

1,344 

mitted 

Number  articles  pub- 

503 

519 

511 

lished 

Number  authors  repre- 

406 

397 

388 

sented 

549 

543 

548 

Scientific  text,  pages 

1,603 

1,719 

1,877 

Features,  pages 

499 

626 

647 

Editorials,  pages 
Minutes  and  reports, 

104 

128 

107 

pages 

House  of  Delegates  min- 

239 

249 

274 

utes,  pages 

136 

156 

148 

An  analysis  of  the  text  pages  for 
Scientific  articles 
Case  reports 
Special  articles 

Clinicopathologoic  conferences 
History  of  medicine 
Fundamentals  of  allergy 
Clinical  anesthesia  conferences 
Recent  advances 
Postgraduate  talks 

1957  follows: 

1,100 

251 

50 

88 

223 

60 

40 

173 

42 
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Infant  mortality  28 

Perinatal  mortality  24 

Editorials  107 

Medical  care  insurance  6 

Workmen’s  compensation  and  industrial 

medicine  12 

Correspondence  30 

Medical  news  53 

Medical  meetings  19 

Medical  school  news  19 

Necrology  53 

Books,  received  and  reviewed  70 

Woman’s  auxiliary  15 

Table  of  contents  38 

State  Society  officers  72 

County  society  officers  18 

Annual  meeting  reports  102 

Annual  meeting  program  51 

Index  42 

Openings  for  physicians  8 

Month  in  Washington  14 

District  branch  programs  10 

Council  minutes  121 

Treatment  of  alcoholism  17 

Cornell  conferences  14 

Standards  of  practice  6 

Civil  defense  14 

Selected  reprints  15 

Nutrition  excerpts  9 


Medical  Directory  of  New  York  State. — Work  on 
the  compilation  of  data  for  the  1959  Directory  is  now 
under  way.  As  of  December  31,  1957,  a total  of 
1,641  copies  of  the  1957  issue  have  been  sold  to  in- 
dividual purchasers. 

The  appreciation  of  the  Publication  Committee  is 
extended  to  Miss  Janet  Loy,  Mrs.  Eileen  Carmody 
Grubiak,  Mrs.  Evelyn  DeMarco,  Mr.  Robert  W. 
Miller,  and  others  of  the  Directory  staff  for  their 
helpful  assistance  in  the  production  of  this  publica- 
tion. 

The  work  of  Mr.  Thomas  E.  Alexander,  who  has 
acted  as  secretary  to  the  Publication  Committee  at 
all  of  its  meetings,  is  gratefully  acknowledged.  He 
has  also  served  as  business  manager  for  the  Journal 
and  in  this  capacity  has  been  most  helpful  in  assist- 
ing with  the  solution  of  many  production  problems 
that  have  arisen  during  the  year. 

The  secretary  of  the  Medical  Society  of  the  State 
of  New  York,  Dr.  W.  P.  Anderton,  has  rendered,  as 
in  previous  years,  invaluable  counsel  and  assistance 
in  the  preparation  and  editing  of  the  vast  amount  of 
data  necessary  to  compile  the  Directory  and  editing 
of  reports  of  the  bureaus  and  many  committees  of 
the  State  Society. 

The  chairman  of  the  Publication  Committee 
would  be  remiss  at  this  time  if  he  did  not  express  his 
sincere  appreciation,  thanks,  and  gratitude  to  the 
other  members  of  the  committee  for  their  helpful 
cooperation.  We  have  previously  mentioned  per- 
sonally those  who  carry  on  the  routine  work  of  the 
Journal  and  Directory. 

We  hope  the  members  will  find  time  to  read  the 
interesting  report  following  on  “Organization  of  the 
Journal.”  It  will  give  an  idea  of  the  great  amount 
of  work  required  of  our  editor  in  behalf  of  the  Jour- 


nal. He  and  his  loyal  staff  deserve  our  thanks  and 
appreciation  for  their  untiring  efforts  to  improve  our 
Journal  and  Directory. 

APPENDIX  A 

Organization  of  the  Journal 

For  some  time  the  editor  and  the  Publication  Committee 
have  observed  the  growth  of  the  Journal’s  editorial  depart- 
ment. This  expansion  has  been  necessitated  by  the  over- 
all growth  of  the  Journal.  The  volume  of  work  entailed  has 
made  necessary  the  employment  of  six  staff  members  to  main- 
tain our  schedules  and  insure  editorial  accuracy.  These  are: 

Assistant  to  the  Editor:  Miss  Alvina  Rich  Lewis,  B.A., 

B.S.,  New  York  State  College,  Albany;  M.A.,  New  York 
University 

Editorial  Assistant:  Miss  Frances  E.  Casey,  B.A.,  Univer- 
sity of  Virginia 

Editorial  Assistant:  Miss  Joan  E.  Vitrano,  B.A.,  School  of 
Journalism,  Syracuse  University 

Editorial  Assistant:  Mrs.  Eleanor  M.  Dickey,  B.A.,  Alfred 
University 

Editorial  Assistant:  Miss  Nele  Lap*,  B.A.,  Ithaca  College 

Editorial  Trainee,  Receptionist,  Clerk:  Miss  Anne-Marie 

Fanshaw 

A detailed  study  of  our  operation  and  job  assignments 
follows: 

The  Editor:  Has  complete  responsibility  for  the  executive 
direction  of  the  Journal.  He  reviews  or  assigns  for  review 
to  members  of  the  associate  editorial  board  all  submitted 
articles;  corresponds  with  authors;  suggests  revision  of 
salvageable  scientific  material;  writes  a major  portion  of  the 
editorials  and  editorial  comment;  solicits  some  editorials  and 
special  articles;  solicits  CPCs  from  hospitals  and  medical 
schools,  also  clinical  conferences  and  conferences  on  therapy; 
plans  special  departments  in  the  Journal,  finds  qualified 
editors  for  those  departments  such  as  cancer,  anesthesiology, 
allergy,  etc.;  attends  such  district  branch  meetings  as  still 
have  scientific  programs  or  panel  discussions;  arranges  for 
recording  of  these,  for  transcriptions  of  the  material  and 
publication;  attends  AM  A meetings  at  the  direction  of  the 
Publication  Committee;  meets  with  other  department 
heads  of  the  Society  for  discussion  of  new  projects;  keeps 
in  touch  with  New  York  State  Department  of  Health  and 
New  York  City  Department  of  Health  for  new  develop- 
ments in  those  fields  such  as  air  pollution  control,  fluorida- 
tion projects,  and  the  like.  He  also  confers  with  the  assistant 
editor  about  editorials,  changes  contemplated  in  Journal 
contents,  assigns  some  editorial  writing,  and  sees  that  the 
assistant  editor  is  informed  of  the  routine  production,  special 
production  problems,  personnel  assignments  to  production 
work  so  that  the  assistant  editor  could  take  over  in  case  of 
necessity.  The  editor  also  confers  with  the  business  manager 
on  production  costs  and  problems  of  printing,  distribution, 
and  the  hiring  of  personnel  for  the  editorial  and  advertising 
departments;  passes  on  all  applications  for  advertising,  both 
general  and  classified;  confers  with  the  Publication  Commit- 
tee on  all  matters  of  policy,  reviews  the  advertising  dummy 
with  the  advertising  production  chief  to  see  that  all  copy  is 
in  good  taste,  contains  a formula  for  compounded  prepara- 
tions and  proper  chemical  designation  for  single  products; 
maintains  as  far  as  possible  a 60-40  ratio  between  text  and 
advertising  pages;  confers  with  advertising  representatives 
of  the  Journal  on  important  articles  scheduled  for  future 
publication;  confers  with  the  director  of  the  Professional  and 
Public  Relations  Bureau  about  news  releases;  attends  all 
meetings  of  the  Council  and  of  the  Publication  Committee 
and  the  fall  meeting  of  the  Committee  on  Scientific  Program 
for  the  next  year’s  Annual  Meeting;  plans  special  cover  de- 
signs and  new  departments  for  the  Journal  and  tours  New 
York  State  from  time  to  time  to  “sell”  the  Journal  as  a 
desirable  medium  for  the  publication  of  the  better  scientific 
material  being  produced  in  the  medical  schools,  teaching 
hospitals,  and  research  laboratories  of  the  State.  He  fol- 
lows up  his  personal  “selling”  contacts  by  confirmatory  corres- 
pondence and  further  contact  as  may  be  necessary.  He  also 
confers  at  the  Journal  office  and  maintains  telephone  con- 
tact at  all  times  with  the  assistant  to  the  editor  to  whom  he 
assigns  the  responsibility  for  maintaining  the  continuous  pro- 
duction and  editing  of  the  Journal,  the  maintenance  of 
schedules,  and  all  contacts  with  the  printer. 
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The  Assistant  Editor:  His  function  is  to  assist  the  editor 

in  any  or  all  of  the  above-mentioned  functions;  to  be  avail- 
able at  times  when  the  editor  is  away;  to  confer  with  the 
editorial  or  advertising  staff  in  emergency  situations  during 
the  absence  or  illness  of  the  editor;  to  write  occasional  edi- 
torials on  an  assigned  or  independent  basis;  to  solicit  scien- 
tific articles;  to  attend  the  meetings  of  the  Publication  Com- 
mittee and  to  confer  with  the  editor  at  least  once  a month 
about  improvements  to  the  Journal  either  in  content  or 
management.  He  also  reviews  such  manuscripts  as  are  sent 
to  him  by  the  editor  and  is  familiar  with  the  routine  process- 
ing of  the  editorial  content  by  the  staff. 

The  Consulting  Editor:  In  its  recent  history  the  Journal 
in  1952  honored  its  aging  former  editor,  Dr.  George  W.  Kos- 
mak,  by  act  of  the  Publication  Committee  and  the  Council 
in  creating  for  the  only  time  the  office  of  editor  emeritus. 
This  office  ceased  at  his  death  in  1954.  In  1957,  the  former 
assistant  editor,  Dr.  Norman  S.  Moore,  was  made  consulting 
editor  in  recognition  of  his  long  and  productive  service  to  the 
Journal.  He  is  available  for  consultation  by  the  editor  and 
continues  his  interest  in  providing  through  the  School  of 
Nutrition,  Cornell  University,  articles  and  editorials  from 
that  source  where  much  recent  research  has  been  and  is  be- 
ing done  in  that  field.  He  also  serves  the  Society  as  chair- 
man of  the  Council  Committee  on  Public  Health  and  Educa- 
tion and  as  a member  of  the  Publication  Committee. 

Processing  of  Material:  The  processing  of  editorial  mate- 

rial is  somewhat  complex.  All  correspondence  and  submitted 
manuscripts  come  to  the  Journal  office  where  it  is  sorted  and 
classified  by  the  assistant  to  the  editor  who  is  in  charge  of 
production.  This  is  but  one  of  her  many  duties.  Each  manu- 
script is  stamped  with  date  of  receipt  and  then  goes  to  an 
editorial  assistant  who  attaches  to  it  a serial  number  and 
manuscript  slip  in  duplicate,  verifies  and  notes  on  the  manu- 
script slip  whether  illustrations  and  how  many  accompany 
the  article,  the  names  of  the  author  or  authors,  and  makes 
out  a file  card.  The  manuscript  with  the  illustration  copy  if 
any  and  the  white  manuscript  slip  comes  back  to  the  assist- 
ant to  the  editor  who  verifies  the  data  and  turns  the  script 
over  to  the  editor,  noting  on  both  the  original  and  yellow 
duplicate  slips  the  date  it  was  delivered  to  the  editor.  The 
editor  then  notes  on  the  original  slip  the  consultant  to  whom 
he  sends  the  script  after  reading  it.  The  consultant  is 
usually  a member  of  the  associate  editorial  board  but  not 
necessarily  so.  The  editor  then  sends  the  manuscript,  not- 
ing the  date  on  the  slip,  to  the  consultant  by  first  class  mail 
with  a memorandum  to  the  consultant.  The  duplicate 
manuscript  slip  remains  at  all  times  in  the  Journal  office. 
When  the  editor  sends  the  manuscript  with  his  memorandum 
to  the  consultant  an  original  and  two  carbons  are  made  of 
the  memo.  The  original  goes  with  the  manuscript,  the  first 
carbon  is  filed  in  the  Journal  office,  and  the  second  carbon  is 
filed  by  the  editor  in  his  personal  file. 

A complete  chronologic  record  is  thus  maintained  on  each 
script,  in  triplicate.  When  the  manuscript  is  returned  to 
the  office,  the  editor  notes  the  report  on  the  consultant’s  slip, 
and  according  to  this  report  and  his  own  opinion  either  ac- 
cepts, rejects,  or  returns  the  article  to  the  author  for  suggested 
revisions.  If  these  are  made  or  a complete  rewrite  done,  the 
manuscript  is  finally  accepted  for  publication  if  considered 
now  to  be  worthy.  It  now  is  taken  over  by  the  editorial 
staff  who  prepare  it  for  the  printer.  When  galleys  are  re- 
turned, one  set  is  sent  immediately  to  the  author  for  final 
correction  and  a reprint  order  slip  is  enclosed  with  the  galley. 
Duplicat  galleys  are  retained  at  the  office.  This  procedure 
has  worked  so  well  that  only  once  or  twice  since  1952  has  a 
manuscript  been  “lost,”  once  due  to  the  post  office  error  and 
another  time  due  to  failure  of  an  associate  editor  to  return  the 
script. 

All  correspondence  is  answered  within  24  to  48  hours. 
In  recent  years  the  volume  of  telephone  traffic  has  increased 
sharply;  this  is  handled  largely  by  the  assistant  to  the  editor; 
direct  wire  to  the  printer  has  speeded  up  routine  editorial 
corrections  and  instructions  satisfactorily,  especially  near 
deadlines,  at  no  cost  to  the  Society.  The  editor  handles  a 
great  deal  of  work  by  telephone  where  no  record  of  business 
transacted  is  necessary. 

The  qualifications  of  the  editorial  staff  have  been  enumer- 
ated above;  the  work  analyses  of  their  respective  positions 
follows : 

Assistant  to  the  Editor:  Since  the  editor  works  from  his 

home  office  and  spends  only  one  day  a week  at  the  Journal 
office,  the  assistant  to  the  editor  takes  charge  of  the  editorial 


office,  planning  the  production  work  for  the  Journal,  super- 
vising the  work  of  the  editorial  assistants,  assigning  tasks, 
scheduling  articles  and  back-of-the-book  material  for  each 
issue,  handling  contacts  with  the  printer,  answering  an 
average  of  15  daily  telephone  requests  for  information  con- 
cerning articles,  reprints,  library  inquiries,  and  general  in- 
formation. As  much  as  possible  in  the  time  available,  she 
checks  carefully  all  material  for  the  printer  which  has  been 
prepared  by  the  editorial  assistants,  makes  several  trips  each 
year  to  the  printer  in  Easton  to  discuss  details  of  publica- 
tion, carries  out  all  directives  of  the  editor,  maintains  sche- 
dules so  that  all  material  for  each  issue  is  ready  at  the  required 
time.  All  telephone  inquiries  from  members  of  the  Society 
in  regard  to  anything  published  in  the  Journal  are  routed 
to  the  assistant  to  the  editor  who  attempts  to  handle  each  of 
these  to  the  member’s  satisfaction.  With  four  editorial 
assistants  and  an  editorial  trainee,  much  of  her  time  is  de- 
voted to  the  work  of  supervision  of  their  work. 

Editorial  Assistants:  There  are  four  editorial  assistants 

and  the  work  covered  by  these  will  be  discussed  as  one  unit, 
since  each  of  them  is  trained  to  do  all  work  involved  al- 
though in  actual  practice  certain  specific  duties  are  assigned 
to  specific  individuals.  One  of  the  assistants,  Miss  Casey, 
acts  as  direct  assistant  to  Miss  Lewis,  the  assistant  to  the 
editor,  so  that  in  the  absence  of  the  assistant  to  the  editor 
she  is  able  to  take  over  supervision  of  the  work.  This  work 
involves  the  following: 

1.  Manuscript  editing — When  a manuscript  has  finally 
been  accepted  for  publication  and  is  scheduled  for  publica- 
tion in  a specific  issue,  the  work  of  editing  begins.  This  is 
an  involved  procedure — each  article  needing  actual  editing 
for  sense,  grammar,  conformity  to  Journal  style,  listing  of 
references,  marking  of  illustrations  for  the  engraver,  check- 
ing of  all  tables  for  mathematical  accuracy,  checking  of  all 
drug  names  for  correctness  in  regard  to  spelling  and  regis- 
tered trademarks,  etc.  This  frequently  involves  library  re- 
search and  checking  with  the  author  to  clarify  details.  The 
amount  of  manuscript  editing  necessary  varies  with  the 
condition  of  each  manuscript;  some  require  a great  deal  of 
work,  others  are  in  excellent  shape.  Because  our  printer  is 
such  a large  company,  every  type  size,  type  face,  capitaliza- 
tion, hyphenation,  etc.,  must  be  marked  carefully. 

2.  Proofreading — All  galleyproofs  are  read  by  one  of  the 
editorial  assistants  against  the  original  manuscript;  all 
author’s  corrections  are  made  from  the  galleyproof  returned 
by  the  author;  pages  are  read  again  against  the  original  manu- 
script, the  author’s  corrected  galleyproof,  and  the  office  cor- 
rected galleyproof.  Because  of  this  a low  ratio  of  errors  is 
maintained,  although  it  does  happen  that  occasionally  an 
error  will  get  by  in  all  three  readings. 

3.  Manuscript  handling — This  procedure  has  been  de- 
scribed above;  all  manuscripts  go  through  an  accessioning 
procedure  and  when  finally  accepted  go  through  an  addi- 
tional acceptance  procedure.  Constant  check  is  made  on  the 
status  of  all  manuscripts  and  an  inventory  is  done  twice  a 
year  to  be  sure  that  nothing  has  been  overlooked. 

4.  Back-of-the-book  material — There  is  a large  amount 
of  material  in  the  Journal  in  addition  to  the  actual  articles 
and  editorials.  The  medical  news,  medical  meetings,  news 
from  medical  schools,  woman’s  auxiliary  page,  necrology, 
books  received  and  reviewed,  Council  minutes,  special  de- 
partments such  as  Medicare,  industrial  health,  workmen’s 
compensation,  etc.  All  this  material  has  to  be  edited  care- 
fully for  publication;  much  of  it  is  written  by  the  editorial 
assistants  from  information  supplied.  In  addition  to  sub- 
scribing to  a clipping  service,  the  two  major  New  York  papers 
are  checked  daily  for  medical  news;  news  releases  and  specific 
communications  containing  news  items  are  received  in  great 
quantities.  Every  attempt  is  made  to  cooperate  with  other 
departments  of  the  State  Society  to  publich  announcements 
and  information  as  requested. 

5.  Scheduling  issues — In  order  that  there  be  adequate 
material  ready  for  each  issue,  it  is  necessary  to  prepare  ten- 
tative schedules  well  in  advance  of  each  issue;  this  is  done  by 
the  assistant  to  the  editor  and  carried  out  by  the  editorial 
assistants  under  her  supervision.  When  the  advertising  de- 
partment provides  the  number  of  pages  of  advertising  to 
appear  in  the  coming  issue,  the  total  number  of  pages  is  then 
decided  upon  and  the  issue  is  scheduled  specifically  so  that 
the  necessary  material  will  be  included.  When  the  schedul- 
ing has  been  completed  by  the  assistant  to  the  editor,  the 
editorial  assistants  then  dummy  each  article  so  that  it  will 
appear  in  its  proper  place  and  as  attractively  as  possible. 
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6.  Reprints — The  Journal  staff  is  involved  in  a very 
heavy  reprint  order  business,  involving  thousands  of  dol- 
lars yearly  and  hundreds  of  thousands  of  reprints.  Each 
author  is  provided  with  a reprint  order  blank  for  his  own  use; 
in  addition  many  authors  give  permission  to  pharmaceutical 
companies  to  order  reprints.  These  orders  have  to  be  writ- 
ten up  and  sent  to  our  printer;  invoices  have  to  be  prepared; 
completed  orders  have  to  be  checked  in,  and  payments  must 
be  recorded.  All  orders  from  institutions  require  numerous 
forms  to  be  filled  out  and  signed  and  involve  considerable 
red  tape.  Our  price  lists  do  not  provide  costs  for  orders 
over  500  and  these  prices  have  to  be  obtained  and  quoted; 
there  is  a great  deal  of  correspondence  and  telephoning  in 
handling  reprint  orders;  in  fact,  this  work  alone  absorbs 
about  50  per  cent  of  one  employe’s  time. 

7.  Library — Although  there  is  no  library  maintained  in 
connection  with  the  Journal,  we  do  receive  about  100  ex- 
change and/or  free  periodicals;  these  are  checked  in  and  kept 
in  the  office  for  about  three  months  and  are  then  shipped  to 
the  Kings  County  Library,  official  library  for  the  State  So- 
ciety; books  for  review  are  received  from  publishers  and 
these  must  be  checked  in  and  sent  over  to  Kings  County. 
In  addition,  as  mentioned  above,  numerous  telephone  in- 
quiries coming  under  the  general  heading  of  library  requests 
are  received,  such  as  the  address  of  certain  medical  periodicals, 
names  of  editors,  how  to  purchase  a medical  book  which  has 
been  reviewed,  etc.  These  are  answered  if  the  information  is 
available;  other  inquiries  are  referred  to  Kings  County 
Library  and  to  the  Library  of  the  New  York  Academy  of 
Medicine.  Many  people  assume  there  is  a library  connected 
with  the  State  Society  and  the  Journal  editorial  office  in- 
herits all  such  inquiries. 

8.  Personal  contacts — A number  of  authors  and  prospec- 
tive authors  bring  either  their  original  manuscripts  for  sub- 
mission or  their  corrected  galleyproofs  for  discussion  in  per- 
son into  the  editorial  office.  Since  frequently  this  visit  may 
be  the  member’s  only  contact  with  the  State  Society  great 
care  is  taken  to  be  as  helpful,  cooperative,  and  intelligent  as 
possible.  Either  the  assistant  to  the  editor  or  one  of  the  edi- 
torial assistants  handles  these  visitors,  and  with  apparent 
success. 

9.  Indexing — Twice  a year  the  index  appears  in  the 
Journal,  in  the  issues  of  June  15  and  December  15.  Pre- 
paring the  index  is  an  involved  and  tedious  procedure  and 
must  be  done  by  the  editorial  assistants  in  addition  to  their 
other  work.  Since  the  Journal  has  grown  so  greatly  in  size, 
the  index  is  becoming  a problem  solely  from  the  point  of 
view  of  time  required  in  its  preparation  and  completion; 
this  is  a factor  that  perhaps  should  be  discussed  and  evaluated 
insofar  as  future  treatment  is  concerned.  Unfortunately, 
from  the  many  telephone  inquiries  received,  the  indexes  are 
not  used  very  often  by  those  seeking  information. 

Editorial  Trainee,  Receptionist,  Clerk:  Because  of  the 

greatly  increased  volume  of  traffic  into  the  Journal  office, 
plus  the  greatly  increased  number  of  clerical  duties,  this  year 
an  additional  employe  was  hired  to  serve  as  receptionist, 
clerk-typist.  She  handles  all  reprint  orders  and  processing, 
takes  care  of  periodicals  and  books,  pastes  dummies,  and  in 
the  time  left  is  undergoing  training  as  an  editorial  assistant. 

APPENDIX  B 

Advertising  department  job  analyses  are  as  follows: 

Miss  Grace  I.  West:  (1)  Receives  all  advertising  contracts, 
schedules  for  publication,  follows  up  on  insertion  orders  as 
required;  (2)  handles  traffic  in  plates  and  proofs  between 
advertiser  and  printer;  (3)  transmits  new  copy  to  editor  for 
his  approval;  (4)  prepares  dummy  for  each  issue,  including 
imposition  chart,  copy  for  classified  pages,  and  advertiser 
and  product  indexes;  (5)  gives  printer  okay  to  run  after 
receiving  dummy  from  editor  and  advertising  representatives; 
(6)  prepares  monthly  invoices  to  advertisers;  (7)  receives  mail 
answers  to  classified  advertisements,  transmits  these  to 
advertisers;  (8)  reviews  printer’s  invoices  and  approves; 
(9)  answers  correspondence  and  telephone  calls  relating  to 
advertising  production  matters,  and  (10)  filing,  such  as 
correspondence,  insertion  orders,  tear  sheets,  etc. 

Mrs.  Marcia  Werbin:  Mrs.  Werbin  was  employed  only 

recently  as  an  assistant  to  Miss  West.  When  she  becomes 
more  acquainted  with  the  routine,  her  job  will  include  re- 
sponsibility for  the  following : (1)  Traffic  in  plates  and  proofs 
between  advertiser  and  printer;  (2)  preparation  of  advertiser 
and  product  indexes;  (3)  preparation  of  monthly  schedule  of 
business  by  salesmen;  (4)  filing,  such  as  correspondence,  in- 


sertion orders,  tear  sheets,  etc.;  (5)  preparation  of  monthly 
invoices  to  advertisers. 

Miss  Camille  M.  Marra:  With  regard  to  the  Journal: 

(1)  Acts  as  secretary  to  our  three  advertising  representatives, 
ncluding  dictation  and  filing;  (2)  answers  correspondence 
requesting  information  as  to  rates,  circulation,  etc.;  (3) 
acknowledges  and  records  all  contracts  (advertising)  re- 
ceived; (4)  answers  correspondence  in  absence  of  advertising 
representatives  from  office;  (5)  records  advertiser  and 
agency  personnel  changes;  (6)  maintains  promotional  and 
complimentary  mailing  lists. 

With  regard  to  the  Annual  Meeting:  Assists  exhibit  man- 
ager in  all  phases  of  meeting  arrangements:  (1)  Mailing  of 
promotional  material  to  past  exhibitors  and  prospects;  (2) 
mailing  of  application  for  floor  space  to  interested  exhibitors; 
(3)  assisting  in  allocation  of  floor  space,  informs  exhibitor  of 
space  allocated,  requests  and  follows  through  on  receipt  of 
deposit  for  spaces;  (4)  handles  inquiries  in  absence  from  of- 
fice of  exhibit  manager;  (5)  maintains  Society  contact  be- 
tween exhibitors  and  convention  decorators,  truckers,  etc.; 
(6)  prepares  material  list  of  equipment  to  be  supplied  by 
Hotel  Statler;  (7)  arranges  with  convention  bureau  for 
typists,  furniture,  etc.  required  for  meeting;  (8)  handles 
details  for  hotel  reservations  for  Society  and  staff  members; 
(9)  receives  from  exhibitors  fifty-word  description  of  exhibit, 
retypes  in  proper  form  and  transmits  for  inclusion  in  Jour- 
nal and  Convention  program,  and  (10)  in  charge  of  service 
and  information  desk  at  convention. 

Advertising  Representatives  ( Messrs . Charles  L.  Baldwin, 
Joseph  A.  Mullaney,  and  James  Kelly):  The  prime  job  of 

these  men  is  to  solicit  advertising  for  the  Journal  and  to 
sell  additional  space  when  possible  to  current  advertisers;  to 
service  those  accounts  for  which  they  are  responsible;  to 
maintain  contact  with  advertisers  and  prospects  through  such 
means  as  office  calls,  luncheon  meetings,  correspondence, 
attendance  at  medical  meetings,  etc. 

With  regard  to  the  Annual  Meeting,  Mr.  Baldwin  is  re- 
sponsible for:  (1)  Negotiations  with  Hotel  Statler  for  rental 
of  space;  (2)  room  reservations  for  Society  and  staff  members; 
(3)  sale  and  assignment  of  booth  space  to  exhibitors;  (4) 
expediting  from  set-up  day  through  close  of  meeting,  and  (5) 
arrangements  (hotel)  for  annual  meeting  dinner. 

Business  Manager  (Mr.  T.  E.  Alexander) : Responsible  for 
purchase  of  paper  for  Journal  (monthly),  purchase  of  print- 
ing, preparation  of  quarterly  circulation  report,  preparation 
of  monthly  financial  report,  preparation  of  agenda  and  min- 
utes for  Publication  Committee,  and  preparation  of  Jour- 
nal budget  (for  editor’s  approval). 

Library  of  the  Medical  Society  of  the  County 
of  Kings  and  Academy  of  Medicine  of  Brooklyn 

The  chief  function  of  a library  is  to  provide  its 
public  with  reading  materials;  in  fact  it  has  no  other 
reason  for  existing.  The  purpose  of  this  report  is  to 
give  an  account  of  various  library  activities  to  the 
medical  community  which  the  library  serves  and  to 
acquaint  this  public  with  some  of  the  services  pro- 
vided by  the  library.  The  material  of  the  library  is 
available  to  all  members  of  State  Medical  Society. 

During  the  past  year,  2,500  volumes  were  added  to 
the  library  which  now  totals  approximately  195,000 
volumes.  Currently  about  2,400  periodicals  are 
received  from  all  parts  of  the  world,  wherever  medi- 
cal literature  is  published.  Although  the  geo- 
graphic range  of  these  periodicals  is  wide,  the  majority 
of  them  are  written  in  the  English  language.  Many 
others  have  summaries  of  the  articles  in  English,  so 
that  in  a library  kept  up  to  date,  the  reader  has  at 
his  finger  tips  all  important  advances  and  discover- 
ies in  medicine  almost  as  soon  as  they  are  made. 

Once  this  material  is  acquired  by  the  library  the 
next  step  is  to  make  it  available  to  readers.  With 
the  tremendous  upsurge  in  medical  research  in  re- 
cent years  this  is  becoming  increasingly  difficult. 
It  is  a far  cry  from  the  few  hundred  medical  periodi- 
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cals  of  a half  century  ago  to  the  thousands  being  is- 
sued today,  and  no  one  person  has  time  enough  to 
read  all  that  is  being  published  at  the  present  time. 

Since  the  results  of  research  usually  appear  first  in 
periodicals  they  are  the  most  important  part  of  the 
t collection  in  the  medical  library.  When  volumes  of 
! these  periodicals  are  completed  they  are  bound  and 
I placed  on  permanent  shelves  for  future  use.  The 
i majority  of  them  are  indexed  in  one  or  both  of  the 
! leading  medical  periodical  indexes,  the  Quarterly 
Cumulative  Index  Medicus  published  by  the  American 
; Medical  Association  and  the  Current  List  of  Medical 
[ Literature,  issued  by  the  National  Library  of  Medi- 
cine. 

For  those  desiring  a rapid  survey  of  the  literature 
without  too  much  detail,  abstract  publications  and 
j annual  reviews  are  available  in  practically  all  fields 
i of  medical  research.  The  most  important  of  these 
abstracts  are  Chemical  Abstracts  and  Excerpta  Med- 
ica.  There  are  several  annual  review  yearbook  type 
> of  publication  on  file  at  the  library. 

Books  added  are  cataloged  soon  after  their  re- 
i ceipt.  They  may  be  found  in  the  card  catalog  under 
j the  name  of  the  author  of  the  book,  the  title  of  it,  or 
: by  subject.  Although  the  card  catalog  of  books  in 
i the  library  cannot  be  used  outside  of  the  building, 
those  expecting  to  do  considerable  research  should 
j subscribe  to  one  or  both  of  the  periodical  indexes, 

I even  though  a library  may  be  nearby.  It  will  en- 
I able  them  to  make  fuller  use  of  the  library  and  all  the 
| services  that  it  provides.  Those  not  having  ready 
j access  to  a library  will  find  them  especially  valuable. 

Members  of  the  Medical  Society  of  the  State  of 
j New  York  outside  the  metropolitan  area  may  bor- 
| row  material  from  the  library  by  paying  postage  and 
| insurance  charges  for  mailing  both  to  and  from  the 
library.  If  a book  publication  is  desired  the  author, 

| title,  publisher,  and  date  should  be  given  in  the  re- 
t;  quest.  If  an  article  from  a periodical  is  required, 

1 the  author,  title  of  article,  title  of  periodical,  volume 
I page,  month,  and  year  should  be  provided.  If  al 
this  information  is  not  available  as  much  of  it  i7s 
possible  should  be  supplied.  The  library  has  facili- 
j ties  for  making  photo  copies  of  material  in  the  li- 
,i  brary  at  a cost  of  45  cents  per  page.  If  the  article 
desired  is  short  and  the  volume  containing  it  large 
and  heavy  it  is  sometimes  more  economical  to  the 
reader  if  the  library  provides  the  material  in  this 
1 form  rather  than  charging  transportation  and  insur- 
j ance  costs.  The  library  reserves  the  right  to  decide 
I whether  the  material  requested  will  be  loaned  or 
supplied  in  photo  print.  Those  wishing  to  keep  the 
material  may  order  photo  copies  in  place  of  request- 
I ing  loans.  Photo  prints  will  be  made  only  of  ma- 
ll terial  in  the  library  and  all  orders  receive  prompt  at- 
tention.  During  1957,  almost  2, 500  pages  were  sup- 
plied to  users  of  the  library  requesting  this  service. 

A considerable  amount  of  information  is  given 
j over  the  telephone,  although  such  a method  of  dis- 
| semination  is  not  too  satisfactory  for  some  types 
of  information  because  there  is  often  a greater  pos- 
j sibility  of  error.  However,  probably  because  of 
traffic  conditions,  parking  problems  and  the  need  of 
the  latest  information,  this  activity  has  increased 
j from  an  average  of  385  informational  telephone  calls 


per  month  two  years  ago  to  almost  600  per  month  for 
1957.  Users  of  the  library  outside  of  Brooklyn  often 
use  this  method  to  secure  information  quickly  and 
easily.  This  library  activity  sometimes  creates  an- 
other problem  in  that  the  telephone  switchboard 
wires  are  kept  busy  when  they  are  needed  for  other 
society  business.  A special  library  line  was  installed 
last  year  to  help  handle  these  calls.  The  library  staff 
tries  to  be  as  helpful  as  possible  in  answering  tele- 
phone requests,  but  many  times  those  seeking  such 
information  would  be  served  better  by  putting  their 
requests  in  writing,  especially  if  much  time  is  re- 
quired to  find  the  information. 

For  physicians  doing  considerable  research,  the 
library  has  a file  of  the  names  of  research  workers, 
translators,  typists,  and  medical  writers  with  whom 
direct  contact  may  be  made  for  this  type  of  work. 

The  library  renders  an  important  service  to  medi- 
cal research  and  the  medical  profession  of  the  state 
as  well.  During  the  past  year,  almost  eleven  hun- 
dred items  were  mailed  to  individuals  and  other  li- 
braries outside  of  Kings  County.  Of  this  number,  733 
were  supplied  to  physicians  and  libraries  in  New 
York  State.  Separate  records  are  not  kept  on  items 
loaned  to  residents  in  the  metropolitan  area  outside 
of  Brooklyn  who  come  to  the  library  for  their  ma- 
terial. 

In  order  to  keep  abreast  of  the  latest  advances  in 
medical  librarianship,  the  librarian  takes  an  active 
part  in  regional  and  national  library  associations 
affairs.  In  January,  1957,  he  attended  the  mid- 
winter meeting  of  the  American  Library  Association 
at  Chicago.  The  Medical  Library  Association  held 
its  convention  in  New  York  City  early  in  May  and 
both  the  librarian  and  his  assistant  had  an  active  part 
in  the  preparations  for  the  meeting.  The  librarian 
attended  the  conference  of  the  Special  Libraries 
Association  held  in  Boston  the  end  of  May  and  also 
attended  a symposium  on  mechanical  aids  to  libraries 
held  at  Western  Reserve  University  in  April. 

In  order  to  make  the  library  and  its  facilities  bet- 
ter known  throughout  the  State  exhibits  were  pre- 
pared for  the  February  Sesquicentennial  meeting  of 
the  Medical  Society  of  the  State  of  New  York. 

Medical  research  throughout  the  nation  is  ad- 
vancing rapidly.  As  the  results  of  expanded  re- 
search are  published,  additional  burdens  are  placed 
on  all  medical  libraries.  The  whole  medical  pro- 
fession gains  as  new  discoveries  and  advances  in 
medicine  are  made.  Large  amounts  of  money  are 
being  spent  annually  for  research.  Both  the  medi- 
cal profession  and  those  supporting  medical  research 
have  a definite  responsibility  to  provide  libraries  with 
sufficient  means  to  secure  the  publications  in  which 
the  results  are  published,  to  house  these  publications 
and  make  them  available  to  other  researchers. 

Overcrowded  conditions  keep  many  libraries  from 
providing  the  services  an  up-to-date  medical  com- 
munity has  a right  to  expect  from  its  medical  li- 
brary, and  the  Library  of  the  Medical  Society  of  the 
County  of  Kings  and  Academy  of  Medicine  of  Brook- 
lyn is  no  exception.  Only  those  who  have  actually 
worked  such  a library  know  the  conditions  that  pre- 
vail when  a growing  collection  of  books  is  housed  in  a 
building  constructed  fifty-eight  years  ago,  the  stack 
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room  of  which  was  overcrowded  twenty-five  years 
ago. 

Steps  are  being  taken  to  alleviate  these  conditions. 
A grant  of  ten  thousand  dollars  has  been  received 
from  the  Rockefeller  Foundation  for  a survey  of  the 
library  and  its  needs  in  relation  to  the  community 
which  it  serves.  A survey  committee  has  been  ap- 
pointed, and  is  working  on  the  problem.  It  should 
not  be  too  long  before  something  definite  is  done  to 
provide  the  medical  profession  in  this  area  of  the 
country  with  the  kind  of  medical  library  service  it 
has  a right  to  expect. 

PART  XII 

Miscellaneous 

Belated  Bills 

On  January  1,  1958,  a voucher  was  received  from 
Dr.  Ezra  A.  Wolff,  Queens,  as  delegate  to  the 
A.M.A.,  covering  expenses  for  attending  the 
A.M.A.  meeting  in  New  York  City,  June  1 to  6, 
1957.  The  expenses  totaled  $86. 

On  February  12,  1958,  a voucher  was  received 
from  Dr.  Corbet  S.  Johnson,  Secretary,  Medical 
Society  of  the  County  of  Tioga,  for  attending  the 
Annual  Conference  of  County  Medical  Society 
Secretaries  on  October  31,  1957,  in  the  amount  of 
$10. 

These  bills  are  submitted  to  the  House  of  Delegates 
because  they  were  received  more  than  ninety  days 
after  the  expenses  were  incurred. 

Convention 

The  Convention  Committee  consists  of  the  follow- 
ing: 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Chairman. . . . 


Bronx 

W.  P.  Anderton,  M.D New  York 

Maurice  J.  Dattelbaum,  M.D Kings 

Thomas  E.  Alexander,  Adviser New  York 

Charles  L.  Baldwin,  Adviser New  York 


The  Sesquicentennial  celebration  of  the  Medical 
Society  of  the  State  of  New  York  was  held  February 
18  through  21,  1957,  and  the  House  of  Delegates 
met  May  13  through  15,  at  the  Hotel  Statler  in  New 
York  City.  Seventy  resolutions  were  brought  be- 
fore the  members  of  the  House  of  Delegates.  A 
reception  and  dinner  was  tendered  to  the  delegates 
on  Monday  evening,  May  13,  when  the  President’s 
Medal  was  presented  to  Dr.  James  Greenough,  out- 
going president. 

Scientific  Program 

The  Scientific  Program  Subcommittee  has  the  fol- 
lowing members: 

Alfred  P.  Ingegno,  M.D.,  Chairman ....  Kings 
Julius  E.  Stolfi,  M.D.,  Associate  Chairman. . Kings 
Bernard  J.  Pisani,  M.D.,  Associate  Chairman.  . . . 

New  York 

John  M.  Edson,  M.D.,  Associate  Chairman. Kings 
and  Chairman  of  Sections  and  Sessions 


The  Sesquicentennial  scientific  program  consisted 
of  general  sessions  comprising  symposiums,  panel 
discussions,  a therapeutic  conference,  and  a clinico- 
pathologic  conference,  held  February  18  through  21, 
1957.  There  were  no  section  and  session  meetings. 
The  meetings  were  well  attended.  Two  to  three 
hundred  doctors  were  present  at  each.  Rooms  were 
available  after  the  general  sessions  for  physicians  for 
individual  discussions  with  the  speakers  who  were 
internationally  prominent. 

1958  Convention. — A meeting  of  the  Program 
Subcommittee  of  the  Convention  Committee  was 
held  on  October  19,  1957,  in  New  York  City,  when 
the  chairmen  of  sections  and  sessions  presented  ten- 
tative programs  for  the  1958  convention.  Sub- 
sequently it  was  decided  that  the  Section  on  Ortho- 
pedic Surgery  would  not  meet  this  year  because  the 
American  Orthopedic  Association  is  scheduled  in 
Washington,  D.C.,  at  the  time  of  our  convention. 

It  was  the  consensus  that  the  scientific  program 
should  revert  to  the  established  custom  of  sections, 
sessions,  and  general  sessions.  The  chairmen  felt 
that  the  panel  type  of  program  would  be  preferable 
to  essays.  This  format  will  be  used  almost  exclu- 
sively in  General  Sessions. 

The  possibility  is  being  investigated  of  having  the 
panel  discussions  recorded  on  tape  for  transcription 
and  editing  in  preparation  for  the  New  York 
State  Journal  of  Medicine. 

Scientific  Exhibits 

The  Scientific  Exhibits  Subcommittee  is  composed 
of: 

William  L.  Watson,  M.D.,  Chairman.  .New  York 

Beverly  C.  Smith,  M.D.,  Cochairman . .New  York 


J.  G.  Fred  Hiss,  M.D Onondaga 

Frederick  Lee  Liebolt,  M.D New  York 

Ernest  Witebsky,  M.D Erie 


For  the  February,  1957,  Sesquicentennial  conven- 
tion, outstanding  exhibits  were  presented.  Fifty- 
nine  attracted  many  viewers  and  commendatory 
comments.  They  were  selected  to  represent  many 
diversified  phases  of  medicine. 

The  Scientific  Awards  Committee  recommended 
to  the  House  of  Delegates  the  following  exhibits  for 
awards,  and  certificates  were  sent  to  the  winners. 

Scientific  Research 

First  Award 

‘‘Heart  Pain:  Its  Mechanisms  and  Relief” 

Joseph  T.  Roberts,  M.D. 

Veterans  Administration  Hospital,  University 
of  Buffalo  School  of  Medicine,  Buffalo 
Second  Award 

“Bronchial  Adenoma:  A Therapeutic  Problem” 
Oscar  H.  Friedman,  M.D. 

Coleman  B.  Rabin,  M.D. 

Stuart  Gurman,  M.D. 

Mount  Sinai  Hospital,  New  York  City 
Honorable  Mention 

“Gastrointestinal  Allergy  to  Foods  in  Children” 
Joseph  H.  Fries,  M.D. 

Brooklyn 
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Clinical  Research 

First  Award 

“Study  of  Blood  Pressure  in  the  Apparently 
Healthy  Aged:  65-106  Years” 

Arthur  M.  Master,  M.D. 

Richard  P.  Lasser,  M.D. 

Harry  L.  Jaffe,  M.D. 

Mount  Sinai  Hospital,  New  York  City 
Second  Award 

“Cardiac  Glycosides:  Recent  Advances  and  Their 
Application  in  Therapeutics” 

Arthur  C.  DeGraff,  M.D. 

Leonard  B.  Gutner,  M.D. 

Lawrence  Kryle,  M.D. 

Herbert  S.  Kupperman,  M.D. 

Arthur  Bernstein,  M.D.  ( By  invitation ) 

New  York  University-Bellevue  Medical  Cen- 
ter, New  York  City 
Honorable  Mention 

“The  Multiple  Injury  Patient” 

Robert  H.  Kennedy,  M.D. 

Lester  Blum,  M.D. 

Ben  F.  Bryer,  M.D. 

Benjamin  A.  Payson,  M.D. 

Beekman-Downtown  Hospital,  New  York 
City 

1958  Convention. — The  committee  at  the  time  of 
writing  this  report  is  processing  applications  for  the 
1958  convention  exhibits.  These  will  be  shown  in 
the  Georgian  Room  at  the  Hotel  Statler,  and  we 
anticipate  a more  compact  and  better  organized 
arrangement  this  year  than  formerly. 

Scientific  Motion  Pictures 

The  Scientific  Motion  Pictures  Subcommittee  has 
the  following  membership: 

Colgate  Phillips,  M.D.,  Chairman.  .Westchester 


Lester  L.  Coleman,  M.D New  York 

Martin  J.  Healey,  Jr.,  M.D Westchester 


The  Motion  Picture  Subcommittee  was  pleased 
with  the  enthusiastic  reception  accorded  its  pro- 
gram which  included  several  innovations  for  the 
Sesquicentennial  celebration.  It  was  particularly 
gratified  by  the  increased  interest  of  Society  mem- 
bers in  the  larger  number  of  films  and  by  the  greater 
attendance.  This  justified  the  confidence  shown 
by  the  State  Society  in  allowing  a greater  seating 
capacity,  which  was  fully  utilized. 

For  the  first  time  five  films  were  personally  nar- 
rated and  discussed  by  their  authors.  Dr.  John 
C.  McClintock  of  Albany  commented  on  his  film, 
“Thoraco-Cervical  Approach  for  Thyroid  Cancer,” 
and  Dr.  Albert  Altcheck  of  New  York  City  dis- 
cussed his  film,  “Surgical  Correction  of  Vaginal 
Agenesis.”  Both  of  these  films  were  rushed  to  com- 
pletion for  the  Sesquicentennial.  Great  interest 
was  shown  in  the  comments  by  Dr.  Richard  D. 
Brasfield  of  New  York  City  on  his  film,  “Total 
Right  Hepatic  Lobectomy.”  Personal  narrations 
were  also  given  by  two  committee  members,  one  by 
Dr.  Lester  L.  Coleman  of  New  York  City,  “The 
Emotional  Preparation  of  Children  for  Surgery,” 
and  the  other,  “Resection  of  the  Maxilla  for  Car- 
cinoma,” by  Dr.  Martin  J.  Healy,  Jr.,  of  Yonkers. 


The  American  Heart  Association  cooperated  in  al- 
lowing a premiere  of  their  film,  “Disorders  of  the 
Heart  Beat.” 

Two  extra  features  received  great  applause. 
One  which  added  a novel  flavor  was  taken  in  Africa 
and  described  the  circulation  in  the  giraffe.  The 
other  highly  amusing  and  timely  film,  “Man  in 
Space,”  was  flown  from  California  through  the 
courtesy  of  Walt  Disney  and  was  presented  as  a 
special  attraction  during  the  noon  intermission. 

1958  Convention. — The  committee  expects  to 
present  the  following  for  the  1958  convention: 
three  or  four  premiere  showings,  several  new  films 
not  yet  completed,  a variety  of  subjects  of  general 
interest,  and  continuation  of  our  new  policy  of  hav- 
ing several  films  narrated  or  discussed  by  their 
authors.  Twenty-five  films  are  under  considera- 
tion at  present. 

Dinner 

The  Dinner  Subcommittee  has  the  following 


membership : 

Frank  J.  Borelli,  M.D.,  Chairman New  York 

Joseph  P.  Alvich,  M.D Bronx 

Sol  Axelrad,  M.D Queens 

Herbert  Berger,  M.D Richmond 

Benjamin  M.  Bernstein,  M.D Kings 

John  Brady,  M.D Erie 

Mrs.  John  Dill Westchester 

J.  Stanley  Kenney,  M.D New  York 

Frank  LaGattuta,  M.D Bronx 

Raymond  S.  McKeeby,  M.D Broome 

Solomon  Schussheim,  M.D Kings 

Albert  Vander  Veer  II,  M.D Albany 


A meeting  was  held  at  the  University  Club,  New 
York  City,  on  January  10,  1958.  It  was  decided  to 
continue  the  dinner  dance  type  of  annual  meeting 
and  eliminate  speeches  if  possible.  A tentative  list 
of  dais  guests  was  considered. 

It  was  further  decided  to  include  entertainment 
and  to  precede  the  dinner  with  a president’s  recep- 
tion (cocktail  party)  for  all  guests  at  the  dinner, 
contingent  upon  obtaining  a sponsor. 

It  was  also  suggested  that  a favor  be  considered 
for  the  ladies  and  a door  prize  for  which  all  attend- 
ing would  be  eligible.  Announcements  of  the 
dinner  dance  are  to  be  inserted  in  the  Journal, 
and  all  secretaries  of  the  constituent  medical  socie- 
ties are  to  be  notified  with  the  hope  of  stimulating 
the  sale  of  the  numbered  tickets. 

Woman’s  Auxiliary 

The  Woman’s  Auxiliary  have  been  given  suitable 
facilities  for  holding  their  annual  convention  at  the 
Hotel  Statler,  concurrent  with  ours.  They  have 
made  plans  for  a four-day  convention,  starting  with 
a reception  Sunday  evening,  May  11. 

Technical  Exhibits 

William  L.  Rawls,  M.D.,  Chairman — New  York 

For  the  year  1958  there  are  six  less  booths  avail- 
able than  for  1957.  This  is  due  to  the  fact  that  in 
1957  during  the  Sesquicentennial  convention  there 
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were  no  section  and  session  meetings,  making  two 
more  rooms  available  for  the  technical  exhibits. 
This  year,  the  price  of  the  booths  has  been  raised. 
In  spite  of  the  fewer  booths  this  year,  there  is  a 
slight  increase  in  gross  income  due  to  the  elevation  in 
prices.  However,  it  required  a longer  time  to  sell 
the  booths  this  year  than  in  previous  years.  This 
may  have  been  due  to  the  recession  and  consequent 


tightening  of  the  purse  strings  by  a good  many 
organizations.  This  should  be  taken  into  consider- 
ation in  planning  for  the  next  year  and  the  over-all 
expense  of  the  convention.  If  the  recession  pro- 
gresses, it  is  possible  that  next  year  the  gross  income 
will  be  less,  even  though  we  might  have  a greater 
number  of  booths  becuse  of  the  difficulty  in  selling 
them. 
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Nominating  Committee 


To  the  House  of  Delegates , Gentlemen : 

The  Nominating  Committee  met  in  New  York 
City  on  December  12,  with  all  members  and  the 
president  and  secretary  as  ex  officio  members,  in  at- 
tendance : 

First  District 
Second  District 
Third  District 

Fourth  District 

Fifth  District 

Sixth  District 

Seventh  District 

Eighth  District 

Ninth  District 

Member-at-Large 

Member-at-Large 

Ex  officio 

Ex  officio 


President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 

Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 

Councillors  ( three  years) 

Harold  F.  Brown,  M.D.,  Erie 
John  M.  Galbraith,  M.D.,  Nassau 

Trustees  ( jive  years ) 

J.  Stanley  Kenney,  M.D.,  New  York 
Frederic  W.  Holcomb,  M.D.,  Ulster 

Trustee  (one  year) 

James  Greenough,  M.D.,  Otsego 


Sol  Axelrod,  M.D.  . . Queens 
Leo  T.  Flood,  M.D. . . Nassau 
John  C.  McClintock,  M.D., 

Chairman  Albany 

Walter  S.  Bennett,  M.D. 

Washington 

Edward  C.  Hughes,  M.D. 

Onondaga 

William  T.  Boland,  M.D. 

Chemung 

Edward  T.  Wentworth,  M.D. 

Monroe 

Harold  F.  Brown,  M.D. 

Erie 

Andrew  A.  Eggston,  M.D. 

Westchester 

Robert  F.  Warren,  M.D. 

Kings 

Philip  D.  Allen,  M.D. 

New  York 

Thurman  B.  Givan,  M.D. 

Kings 

W.  P.  Anderton,  M.D. 

New  York 


We  would  like  to  direct  your  attention  to  the 
Bylaws.  In  Article  V,  entitled  “Officers,”  the  first 
sentence  reads,  “The  officers  of  the  Society  shall  be  a 
President,  a President-Elect,  a Vice-President,  a Sec- 
retary, an  Assistant  Secretary,  a Treasurer,  an  Assist- 
ant Treasurer,  a Speaker,  and  a Vice-Speaker  of  the 
House  of  Delegates.  ...”  Under  Chapter  III  of 
the  Bylaws,  entitled,  “Election  of  Officers,  Council- 
lors, Trustees  and  Delegates,”  Section  2 reads,  “The 
President,  the  President-Elect,  the  Vice-President, 
the  Secretary,  the  Assistant  Secretary,  the  Treasurer, 
the  Assistant  Treasurer,  the  Speaker,  and  the  Vice- 
Speaker  of  the  House  of  Delegates  shall  be  elected 
for  one  year  or  until  their  successors  have  been  duly 
chosen.” 

And  finally,  under  Chapter  XI,  entitled,  “Spe- 
cial Committees,”  Section  4 reads,  “The  Nomi- 
nating Committee  shall  comprise  eleven  mem- 
bers. ...  It  will  be  the  duty  of  this  committee  to 
propose  and  nominate  members  of  the  Society  for 
all  vacancies  to  be  filled  at  the  annual  meeting  of  the 
House  of  Delegates  succeeding  their  appointment.” 

Acting  under  the  above  requirements  of  the  By- 
laws, and  especially  Section  2 of  Chapter  III  of  the 
latter,  the  Nominating  Committee  is  pleased  to  pre- 
sent the  following  nominees  for  the  offices  indicated: 

Leo  E.  Gibson,  M.D.,  Onondaga 

Henry  I.  Fineberg,  M.D.,  Queens 

Harry  Golembe,  M.D.,  Sullivan 

W.  P.  Anderton,  M.D.,  New  York 

Ezra  A.  Wolff,  M.D.,  Queens 

Maurice  J.  Dattelbaum,  M.D.,  Kings 

Samuel  Z.  Freedman,  M.D.,  New  York 

Joseph  A.  Lane,  M.D.,  Monroe 

. . . .Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 


John  C.  McClintock,  M.D.,  Albany 
Norman  S.  Moore,  M.D.,  Tompkins 


Delegates  to  the  American  Medical  Association  ( two  years,  commencing  January  1,  1959) 


W.  P.  Anderton,  M.D.,  New  York 
Herbert  H.  Bauckus,  M.D.,  Erie 
Elton  R.  Dickson,  M.D.,  Broome 
Gerald  D.  Dorman,  M.D.,  New  York 


Andrew  A.  Eggston,  M.D.,  Westchester 
Henry  I.  Fineberg,  M.D.,  Queens 
John  M.  Galbraith,  M.D.,  Nassau 
Thurman  B.  Givan,  M.D.,  Kings 
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Frederic  W.  Holcomb,  M.D.,  Ulster 
Edward  C.  Hughes,  M.D.,  Onondaga 
John  F.  Kelley,  M.D.,  Oneida 
Joseph  A.  Lane,  M.D.,  Monroe 
Charles  H.  Loughran,  M.D.,  Kings 

I have  assurances  from  the  nominees  that  they 
will  serve  if  elected  to  the  office  for  which  nominated. 


John  C.  McClintock,  M.D.,  Albany 
John  F.  Rogers,  M.D.,  Dutchess 
Carlton  E.  Wertz,  M.D.,  Erie 
Ezra  A.  Wolff,  M.D.,  Queens 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 


Report  of  the  Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  Judicial  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  the  following  members: 

Edward  T.  Wentworth,  M.D.,  Chairman.  .Monroe 


Norton  S.  Brown,  M.D New  York 

Charles  H.  Loughran,  M.D Kings 

Christopher  Wood,  M.D Westchester 

John  F.  Kelley,  M.D Oneida 


The  Council  met  in  accordance  with  the  Bylaws, 
following  adjournment  of  the  House  of  Delegates 
on  May  15,  1957,  at  the  Hotel  Statler,  New  York 
City.  All  members  were  present  except  Dr.  Edward 
T.  Wentworth.  William  F.  Martin,  Esq.,  counsel, 


and  W.  P.  Anderton,  M.D.,  secretary  also  attended. 

Dr.  Wentworth,  who  was  expected  to  be  re- 
appointed by  the  president  for  a term  of  five  years, 
was  re-elected  chairman. 

Mr.  Martin  explained  that  the  function  of  the 
Judicial  Council  does  not  include  consideration  of 
appeals  by  laymen  from  decisions  of  boards  of 
censors  of  constituent  county  medical  societies. 

No  further  business  came  before  this  Council,  nor 
did  it  meet  again  during  the  current  Society  year. 

Respectfully  submitted, 

Edward  T.  Wentworth,  M.D.,  Chairman 


Special  Advisory  Committee  to  the  Bureau  of  Disability 
Determinations  of  the  New  York  State  Department 
of  Social  Welfare 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Advisory  Committee  to  the  Bureau  of 
Disability  Determinations  of  the  New  York  State 
Department  of  Social  Welfare  has  the  following 


membership : 

George  Hinder,  M.D.,  Chairman New  York 

Lewis  Dickar,  M.D Kings 

Lawrence  R.  Kryle,  M.D Nassau 


The  first  and  only  meeting  of  the  committee 
prior  to  the  date  of  this  report  was  held  at  the  Bureau 
of  Disability  Determinations,  143  Liberty  Street, 
New  York  City  on  January  21,  1958.  It  was  pri- 
marily an  organizational  meeting.  The  bureau 
acts  as  agent  for  the  Social  Security  Administration 
of  the  U.S.  government  by  contract  of  the  State 
Department  of  Social  Welfare. 


The  representatives  of  the  bureau  discussed  its 
functions  and  outlined  the  area  in  which  the  com- 
mittee can  be  useful.  In  general,  the  committee 
will  serve  to  advise  the  bureau  on  matters  pertaining 
to  its  relations  with  individual  physicians  and  with 
medical  societies.  It  will  also  help  to  assemble  in- 
formational material  which  is  to  be  distributed  to 
the  doctors  of  New  York  State.  It  is  believed  that 
explanation  of  certain  aspects  of  the  program  will 
help  to  secure  maximum  cooperation  from  the 
medical  profession. 

For  the  time  being,  the  committee  will  meet 
monthly  with  members  of  the  bureau. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Part  V) 
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Malpractice  Insurance  and  Defense  Board 


To  the  House  of  Delegates , Gentlemen: 

The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Thomas  M.  d’Angelo,  M.D.,  Chairman. . .Queens 

Christopher  Wood,  M.D.,  Vice-Chairman 

Westchester 

John  C.  Brady,  M.D Erie 

Joseph  A.  Lane,  M.D Monroe 

John  F.  Kelley,  M.D Oneida 

J.  Stanley  Kenney,  M.D New  York 

Renato  J.  Azzari,  M.D Bronx 

W.  P.  Anderton,  M.D.,  ex  officio New  York 

Maurice  J.  Dattelbaum,  M.D.,  ex  officio.  . .Kings 
William  F.  Martin,  counsel,  ex  officio.  .New  York 
James  M.  Arnold,  indemnity  representative,  ex 
officio Ne w Y ork 

Although  the  difficulties  outlined  in  its  1957  re- 
j port  have  not  been  entirely  overcome,  the  board  is 
j glad  to  report  that  the  efforts  made  during  the  past 
i year  to  improve  the  malpractice  insurance  situation 
I have  met  with  considerable  success. 

New  and  Closed  Cases. — A comparison  of  mal- 
practice suits,  claims,  and  events  recorded  and 
closed  during  1956  and  1957  shows  the  following: 


1947 

1956 

On  hand  at  first  of  year 

827 

790 

Reported  during  year 

458 

474 

Total 

1,285 

1,264 

Disposed  of  during  year 

453 

437 

On  hand  at  end  of  year 

832 

827 

It  will  be  noted  that  the  backlog  of  outstanding 
cases  was  increased  by  only  five  during  the  year. 

! This  compares  with  an  increase  of  37  last  year,  100 
| in  1955,  and  132  in  1954. 

As  in  previous  years,  the  total  new  cases  reported 
were  distributed  over  a number  of  policy  years. 
The  following  breakdown  shows  the  policy  years  to 
j which  cases  recorded  during  1957  were  chargeable: 


1949  1 

1950  1 

1951  2 

1952  4 

1953  11 

1954  46 

1955  97 

1956  203 

1957  93 


458 

Underwriting  Results. — The  following  statement 
| summarizes  the  experience  of  our  present  carrier  for 
the  period  July  1,  1949,  through  December  31,  1956, 

; as  developed  to  December  31,  1957: 

Premium  income 

1949-1956  $13,035,942 


Contingent  loss  fac- 
tor 

Operating  costs 
Taxes  on  contingent 
loss  factor 


Available  for  losses 

Cost  of  closed  cases 
Reserves  on  open 
cases 

Reserve  for  unre- 
ported cases 


Premium  insuffi- 
ciency 


701,953 

$13,737,895 

3,218,679 

21,058 

3,239,737 

10,498,158 

6,200,769 

5,111,050 

1,426,345 

12,738,164 
$ 2,240,006 


In  the  interest  of  clarity,  the  form  of  this  state- 
ment has  been  changed  somewhat  from  that  of  pre- 
vious years.  The  term  “premium  insufficiency” 
has  been  substituted  for  “underwriting  loss.”  This 
is  the  amount  of  additional  premium  that  the  com- 
pany would  need  at  the  end  of  1957  to  strike  a bal- 
ance between  premium  income  and  losses,  both  ac- 
tual and  estimated.  The  final  figure  may  prove 
to  be  either  more  or  less  than  the  estimate  shown 
here,  depending  upon  the  accuracy  with  which  re- 
serves have  been  estimated.  In  the  meantime,  the 
amount  shown  represents  the  sum  that  the  com- 
pany must  currently  set  aside  from  its  surplus  funds 
and  earmark  for  the  payment  of  losses  as  they  arise. 

It  must  not  be  assumed  that  setting  aside  funds 
in  this  way  is  entirely  a theoretic  matter.  For 
policy  years  1949  to  1952  inclusive,  for  example,  the 
company  has  already  paid  out  in  cash  more  than 
$1,000,000  over  and  above  the  net  premiums,  plus 
the  contingent  loss  factor,  collected  during  those 
years.  This  deficit  will  be  further  increased  when 
the  cases  chargeable  to  those  policy  years  that  are 
still  open  are  finally  disposed  of. 

It  is  encouraging  to  note  that  the  over-all  “under- 
writing loss”  has  decreased  substantially  during  the 
past  year.  This  is  due  to  the  disposal  of  cases  dur- 
ing the  year  for  less  than  previous  estimates  of  their 
cost,  to  a decrease  in  the  over-all  reserve  on  out- 
standing cases,  and  to  a lowering  of  the  reserve  for 
unreported  losses  through  the  application  of  the 
current  development  factor.  As  a result  there  will 
be  an  over-all  reduction  in  premium  rates  for  the  year 
beginning  September  1,  1958. 

Group  Plan  Participation. — During  September, 
1957,  information  regarding  the  Group  Plan  was 
mailed  to  State  Society  members  not  currently  in- 
sured. Checklists  for  malpractice  insurance  were 
prepared  and  distributed  to  the  presidents  of  county 
societies.  The  board  wishes  to  thank  the  county 
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officers  who  arranged  for  the  publication  of  these 
checklists  in  their  county  bulletins  and  for  their  dis- 
tribution to  individual  members  and  groups.  The 
board  also  thanks  the  president  of  the  State  Society 
for  his  article  which  appeared  on  the  president’s 
page  in  the  January  15,  1958,  issue  of  the  State 
Journal. 

The  response  to  these  efforts  during  the  closing 
months  of  the  year  were  encouraging.  The  net  loss 
to  the  Group  Plan  during  1957  was  64  members  as 
compared  with  a loss  of  637  during  the  previous  year 
and  of  1,795  in  1955.  Obviously,  it  is  not  enough 
merely  to  reduce  our  losses;  we  must  substantially 
increase  the  number  of  our  insured  members  in  order 
to  have  a strong  and  effective  insurance  plan  that 
will  best  serve  the  long-term  interests  of  the  entire 
membership.  The  usual  exhibit  of  Group  Plan 
participation  on  a county  basis  is  shown  in  Table  I. 

Classification. — The  system  of  classification  on 
the  basis  of  specialty  or  type  of  practice,  rather  than 
upon  medical  or  surgical  procedures  as  formerly, 
which  was  introduced  September  1,  1957,  has  met 
with  general  approval.  As  the  loss  experience  of  the 
various  groups  is  developed,  each  group  will  have 
the  satisfaction  of  knowing  that  its  loss  experience 
will  be  reflected  in  the  premium  charged  its  mem- 
bers. It  is  hoped  that  this  will  encourage  each 
specialty  to  initiate  claim  prevention  programs  em- 
phasizing preventive  measures  that  are  especially 
applicable  to  it. 

Our  aim  is  to  give  each  insured  member  whatever 
cost  advantage  may  be  derived  from  association 
with  other  members  having  a similar  practice  and 
at  the  same  time  preserve  the  strength  and  stability 
that  are  possible  only  when  all  physicians  in  the 
same  area  are  united  under  one  roof  of  protection. 

The  board  realizes  that  minor  modifications  in  the 
list  of  specialties  that  was  introduced  last  year  are 
desirable  and  invites  suggestions  for  improvement 
from  all  groups  of  specialists  and  general  practi- 
tioners. 

Policy  Revision. — The  increasing  variety  of  legal 
actions  to  which  our  members  are  or  may  be  ex- 
posed has  caused  the  board  to  study  our  policy 
contract  to  determine  whether  or  not  further 
changes  are  required  to  make  it  more  truly  a pro- 
fessional liability  policy.  It  is  the  desire  of  the 
board  to  provide  our  members  with  the  best  and 
most  complete  coverage  available.  Our  insurance 
carrier  agrees  with  this  concept. 

County  Advisory  Committees. — The  board  in 
compliance  with  the  instructions  of  the  Council 
notified  the  presidents  of  all  county  societies  of  the 
requirements  in  connection  with  the  membership 
of  these  committees. 

During  the  year  the  well-established  committees 
have  continued  to  do  excellent  work,  others  have 
been  reorganized  and  strengthened,  and  several 
new  committees  have  been  appointed.  However, 
further  progress  needs  to  be  made. 

While  it  is  impossible  to  evaluate  the  work  of  these 
committees  in  terms  of  dollars  saved,  the  board 
believes  they  have  contributed  directly  to  a reduc- 


TABLE  I. — Annual  Report  of  Members  Insured  as  of 
December  31,  1957,  Showing  Percentage  Insured  of 
County  Membership 


County 

Number  of 
Members 

Number 

Insured 

Per  Cent 
Insured 

Cayuga 

75 

70 

93 

Yates 

20 

18 

90 

Schoharie 

18 

16 

89 

Sullivan 

48 

40 

83 

Chemung 

113 

94 

83 

Genessee 

52 

‘ 43 

82 

Jefferson 

93 

75 

81 

Oneida 

293 

230 

78 

Oswego 

60 

46 

77 

Allegany 

31 

24 

77 

Fulton 

55 

42 

77 

Madison 

50 

38 

76 

Tompkins 

86 

65 

76 

Herkimer 

58 

44 

76 

Broome 

284 

214 

75 

Rensselaer 

157 

114 

72 

St.  Lawrence 

92 

67 

72 

Wyoming 

28 

20 

71 

Orange 

207 

145 

70 

Orleans 

19 

13 

68 

Schenectady 

230 

155 

67 

Monroe 

850 

566 

67 

Onondaga 

581 

390 

67 

Steuben 

117 

78 

67 

Albany 

419 

274 

65 

Chenango 

40 

26 

65 

Warren 

80 

51 

64 

Wayne 

64 

41 

64 

Delaware 

40 

25 

63 

Tioga 

25 

16 

63 

Chautauqua 

132 

82 

62 

Ontario 

106 

64 

61 

Putnam 

20 

12 

60 

Otsego 

63 

37 

59 

Cattaraugus 

93 

54 

58 

Erie 

1,275 

739 

58 

Niagara 

193 

112 

58 

Saratoga 

59 

34 

58 

Ulster 

116 

67 

58 

Washington 

39 

23 

58 

Essex 

27 

15 

56 

Schuyler 

9 

5 

56 

Clinton 

57 

31 

55 

Cortland 

41 

22 

54 

Westchester 

1,248 

680 

54 

Greene 

25 

13 

53 

Suffolk 

547 

286 

52 

Seneca 

29 

15 

52 

Franklin 

65 

32 

50 

Rockland 

160 

81 

50 

Columbia 

52 

23 

45 

Livingston 

44 

19 

43 

Montgomery 

57 

24 

42 

Nassau 

1,386 

561 

40 

New  York 

6,920 

2,718 

39 

Dutchess 

254 

99 

39 

Lewis 

18 

7 

38 

Richmond 

216 

75 

35 

Bronx 

1,483 

504 

34 

Queens 

1,972 

624 

32 

Kings 

3,191 

• 948 

30 

Total 

24,182 

11,046 

46 

tion  in  our  loss  costs.  While  their  principal  func- 
tion has  been  to  make  recommendations  regarding 
the  disposition  of  specific  cases,  they  have  in  some 
instances  been  instrumental  in  improving  individual 
and  hospital  procedures,  in  preventing  malpractice 
suits  through  prompt  remedial  action,  and  in  bring- 
ing the  malpractice  facts  of  life  to  the  attention  of 
other  members  of  their  county  societies. 
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Conclusion. — The  board  wishes  to  thank  the  many 
members  who  have  served  on  county  and  special 
advisory  committees,  the  officers  of  the  Society 
who  have  attended  board  meetings  and  participated 
in  discussions,  and  the  officers  and  staff  of  the  Em- 


ployers Mutual  Liability  Insurance  Company  with 
whom  we  have  continued  to  enjoy  such  harmonious 
relations. 

Respectfully  submitted, 

Thomas  M.  d’Angelo,  M.D.,  Chairman 


Special  Committee  to  Investigate  Approval  of  Group  Health 

Insurance  Plan 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  to  Investigate  Approval 
of  Group  Health  Insurance  Plan  consists  of  the 
following: 


James  Greenough,  M.D.,  Chairman Otsego 

Lawrence  Ames,  M.D Kings 

George  Himler,  M.D New  York 

Frank  LaGattuta,  M.D Bronx 

Earl  C.  Waterbury,  M.D Orange 


The  committee  met  on  December  11,  1957,  and 
January  8,  1958. 

Resolution  57-36  of  the  House  of  Delegates  call- 
ing for  such  a committee  was  studied.  Following 
this,  the  Standards  for  Approval  by  the  Medical 
Society  of  the  State  of  New  York  of  New  York 
State  Medical  Care  Plans,  which  was  adopted  by 
the  House  of  Delegates,  May  8,  1956,  were  reviewed. 

Two  conditions  for  approval  appeared  to  be  un- 
fulfilled by  Group  Health  Insurance,  Inc.,  to  wit, 
number  1 under  “Professional  Control”:  “A  major- 
ity of  the  governing  body  shall  be  physicians  who 
are  acceptable  to  the  local  county  society  or  so- 
cieties and/or  the  Medical  Society  of  the  State  of 
New  York,”  and  number  1 under  “Duration  of 
Approval”;  “Approval  or  duration  of  approval  of  a 
plan  will  not  be  granted  where  accommodation  in 
the  hospital  is  the  sole  and  only  basis  for  remunera- 
tion of  the  physicians  regardless  of  the  patient’s 
income.” 

The  two  members  of  the  committee  representing 
G.H.I.  admitted  these  conflicts.  Concerning  the 
first  conflict  they  pointed  out  that  the  board  of 
directors  of  the  G.H.I.  consisted  of  15  medical 
members  appointed  by  county  societies  where  the 
plan  was  operating,  and  15  lay  members.  As  the 


chairman  of  the  board  is  a lay  member  without  vote, 
this  in  fact  provided  a voting  membership  on  the 
board  of  over  50  per  cent  medical  representatives. 
It  was  also  brought  out  in  the  discussion  that  noth- 
ing prevented  the  election  of  a medical  member  as 
the  nonvoting  chairman,  which  would  reverse  the 
50  per  cent  factor.  G.H.I.  would  not  seek  to  revise 
its  charter  of  incorporation  to  insure  a majority  of 
medical  members  on  the  board. 

Concerning  the  second  conflict,  figures  were  pre- 
sented showing  that  11.5  per  cent  of  the  insured  did 
not  have  a service  contract  since  they  had  an  income 
over  $6,500  or  they  had  a major  medical  contract 
which  obviated  service  charges. 

It  was  also  stated  that  roughly  12  per  cent  of  the 
patients  were  in  private  rooms  (no  service  contract), 
87  per  cent  were  in  semiprivate,  and  1 per  cent  in 
the  ward.  A patient  desiring  a private  room  but  in 
a semiprivate  accommodation  because  no  private 
rooms  were  available  is  not  entitled  to  service  bene- 
fits. 

Letters  to  the  committee  from  G.H.I.  substantiat- 
ing these  statements  were  promised. 

The  committee  then  passed,  4 to  0,  the  following 
motion:  “This  committee  recommends  to  the 

Council  and  to  the  House  of  Delegates  that  careful 
consideration  be  given  at  the  next  meeting  of  the 
House  to  the  possibility  of  revision  of  Standards 
of  Approval  by  Medical  Society  of  the  State  of 
New  York  of  New  York  State  Medical  Care  Plans  in 
regard  to  the  two  requirements  discussed  in  this 
report.” 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Part  VII ) 
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Planning  Committee  for  Medical  Policies 


To  the  House  of  Delegates,  Gentlemen: 

Your  Planning  Committee  for  Medical  Policies 


consists  of  the  following  members: 

Frederick  A.  Wurzbach,  Jr.,  M.D., 

Chairman Bronx 

Thurman  B.  Givan,  M.D.,  President Kings 

Leo  E.  Gibson,  M.D.,  President-Elect . .Onondaga 

W.  P.  Anderton,  M.D.,  Secretary New  York 

*Frederick  W.  Williams,  M.D., 

Speaker Westchester 

Walter  W.  Mott,  M.D.,  Trustee Westchester 

Paul  H.  Sullivan,  M.D Nassau 

Edward  F.  Shea,  M.D Ulster 

Arthur  Q.  Penta,  M.D Schenectady 

Arthur  F.  Gaffney,  M.D Oneida 

William  T.  Boland,  M.D Chemung 

Donovan  M.  Jenkins,  M.D Monroe 

Peter  J.  Di  Natale,  M.D Genesee 

Frank  A.  Gagan,  M.D Dutchess 

John  J.  Bourke,  M.D.,  Consultant Albany 


There  was  an  ad  hoc  committee  appointed  by 
Dr.  James  Greenough  consisting  of  Dr.  Frederic  W. 
Holcomb,  chairman,  Dr.  Frederick  A.  Wurzbach, 
Jr.,  and  Dr.  William  T.  Boland  directed  to  study 
the  Public  and  Professional  Relations  Bureau  and 
report  to  the  Council. 

The  Special  Subcommittee  for  Permanent  Head- 
quarters appointed  by  Dr.  James  Greenough  con- 
sisting of  Dr.  Walter  W.  Mott,  chairman,  Dr. 
Maurice  J.  Dattelbaum,  and  Dr.  Peter  J.  Di  Natale 
continued  active  during  this  year.  The  Council  at 
its  meeting  in  September,  1957,  changed  the  title 
to  the  Subcommittee  for  Suitable  Headquarters. 

Three  resolutions  from  the  House  of  Delegates 
were  referred  to  the  Planning  Committee  for  study 
and  report  to  the  Council. 

1.  Resolution  56-6 — Resolved  that  the  Speaker 
of  the  House  with  the  advice  of  the  Council  be 
authorized  to  appoint  a special  committee  to  study 
the  problem  of  the  representation  from  the  county 
medical  societies,  the  scientific  sections,  and  the 
district  branches  to  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  with 
instructions  to  report  its  finding  and  recommenda- 
tions to  the  House  of  Delegates. 

The  subcommittee  of  the  Planning  Committee 
given  this  problem  has  been  unable  to  study  ade- 
quately all  factors  involved  and  will  be  unable  to 
report  at  this  meeting  of  the  House  of  Delegates. 

2.  Resolution  57-32 — Resolved  that  the  meetings 
of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  be  held  successively  in  the 
various  districts  of  the  State  at  times  other  than 
when  the  scientific  program  is  held,  and  further 
resolved  that  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  implement  this  procedure  at 
the  earliest  practicable  time. 


* Resignation  accepted  by  Council  February  13,  1958. 


This  problem  was  directed  to  a subcommittee 
consisting  of  Dr.  William  T.  Boland,  chairman, 
Dr.  Paul  H.  Sullivan,  and  Dr.  Arthur  F.  Gaffney. 
The  subcommittee  made  a study  of  the  resolution  by 
writing  to  the  presidents  of  the  county  medical 
societies  and  to  the  presidents  of  the  district 
branches,  and  other  members  of  the  Medical 
Society  of  the  State  of  New  York  who  had  shown  a 
great  deal  of  interest  in  the  affairs  of  the  State 
Society. 

Approximately  120  letters  were  mailed.  Fifty- 
nine  replies  were  received,  and  some  of  the  replies 
expressed  not  only  the  individual’s  personal  view 
but  also  that  of  his  county  society.  The  replies 
can  be  divided  into  three  groups:  (a)  Three  were  in 
favor  of  the  resolution;  (6)  two  were  rather  in- 
different; (c)  the  remainder  were  very  much  op- 
posed to  the  resolution.  You  can  see  from  these 
figures  that  the  opposition  to  the  resolution  is  about 
15  to  1. 

Reasons  mentioned  in  their  replies  as  being 
opposed  to  the  resolution  are:  (a)  The  increased 
cost  to  the  State  Society  which  probably  would 
eventually  cause  an  increase  in  the  State  Society’s 
dues;  (6)  it  was  pointed  out  that  several  of  the  areas 
(at  least  four  districts)  do  not  have  sufficient  facil- 
ities to  accommodate  the  meeting  of  the  House  of 
Delegates;  (c)  it  was  generally  felt  the  attendance 
would  suffer  at  both  the  House  of  Delegates  and  the 
scientific  meeting,  if  there  was  a meeting  as  proposed 
in  the  resolution;  (d)  a division  of  meetings  of  the 
State  Society  would  prevent  the  members  from 
appearing  before  reference  committees,  and  the 
reference  committees  would  not  have  the  advice 
and  the  opinions  of  the  members,  as  they  have  had 
heretofore;  (e)  to  implement  this  resolution  would 
require  a change  in  the  Bylaws.  Chapter  II,  Section 
3,  states:  “The  annual  meeting  of  the  House  of 
Delegates  shall  be  held  at  the  call  of  the  Speaker,  at 
least  two,  and  not  more  than  four,  days  before  the 
annual  meeting  of  the  Society.” 

In  view  of  these  facts,  it  is  the  unanimous  con- 
clusion of  the  subcommittee  of  the  Planning  Com- 
mittee that  this  resolution  should  not  be  adopted. 

It  was  voted  by  the  Council  on  January  9,  1958, 
that  the  recommendation  of  the  report  be  accepted. 

3.  Resolution  57-65 — Resolved  that  the  Medical 
Society  of  the  State  of  New  York  establish  at  once  a 
Section  on  Legal  Medicine  as  a part  of  its  permanent 
organizational  setup.  The  problem  was  presented 
for  study  and  report  to  a subcommittee  consisting 
of  Dr.  Edward  F.  Shea,  chairman,  Dr.  Arthur  Q. 
Penta,  and  Dr.  Frank  A.  Gagan.  This  Committee 
reported  that  the  attendance  at  the  session  meeting 
for  the  past  three  years  compared  favorably  with  the 
attendance  at  other  sections.  It  was  reported  that 
the  Society  of  Medical  Jurisprudence  and  the  Amer- 
ican Board  of  Legal  Medicine,  Inc.  were. in  favor 
of  the  change  of  status.  The  subcommittee  recom- 
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mended  that  section  status  for  the  Session  on  Legal 
Medicine  be  suggested  to  the  House  of  Delegates. 
This  recommendation  was  accepted  by  the  Council 
on  February  13,  1958. 

Ad  Hoc  Committee  to  Review  the  Work  of  the  Public 
and  Professional  Relations  Bureau. — This  committee 
presented  the  following  report  to  the  Council  on 
January  9,  1958: 

This  committee  was  appointed  by  President  James 
Greenough  at  a regular  meeting  of  the  Council  on 
February  17,  1957,  and  consisted  of  Dr.  Frederick  A. 
Wurzbach,  Jr.,  of  Bronx  County;  Dr.  William  T 
Boland,  of  Chemung  County,  and  Dr.  Frederic  W. 
Holcomb,  Ulster,  chairman. 

Your  committee  held  three  meetings,  and  as  in- 
dividual members  we  have  attempted  to  evaluate 
the  information  obtained  from  questionnaires  di- 
rected to  members  of  the  House  of  Delegates,  to  the 
Trustees  and  members  of  the  Council,  to  officers, 
ex-presidents,  and  the  secretaries  and  ex-secretaries 
of  the  component  county  medical  societies.  The 
percentage  of  replies  was  satisfactory,  about  150, 
from  a total  of  approximately  240  questionnaires. 

In  the  preamble,  we  stated  that  frank  and  con- 
structive criticism  was  desired  and  that,  in  order  to 
insure  free  expression  and  opinions,  the  answers 
might  be  unsigned.  We  may  state  that  the  replies 
to  our  five  questions  have  ranged  from  a minority 
expression  of  extremely  adverse  criticism,  through 
casual  disinterestedness,  to  enthusiastic  praise  of  all 
activities  of  the  Public  and  Professional  Relations 
Bureau. 

We  shall  attempt  to  summarize  the  majority 
opinions. 

“What  is  your  opinion  of  the  work  of  the  Public 
and  Professional  Relations  Bureau?” 

One  rather  frequent  criticism  was  to  the  effect 
that  it  did  not  satisfactorily  reach  the  public  and 
present  the  work  of  the  medical  profession  in  a way 
to  reflect  favorably.  This  attitude  was  reflected 
many  times,  and  suggestions  were  made  for  a closer 
liaison  with  newspapers,  radio,  and  television  as 
media  which  might  be  utilized  to  bring  our  pro- 
fessional viewpoints  before  the  public  in  an  ac- 
ceptable and  convincing  manner. 

It  was  commented  upon  by  many  members  in  the 
metropolitan  district  that  the  members  of  down- 
state  medical  societies  did  not  receive  benefits  from 
the  work  of  the  bureau  which  was  commensurate 
with  the  amount  of  money  spent  each  year.  Many 
physicians  made  the  observation  that  good  public 
relations  should  be  initiated  and  developed  by  the 
physicians  themselves  and  that  no  public  relations 
bureau  could  replace  grass  roots  effect.  This 
opinion  has  often  been  expressed.  One  member 
made  a remark,  “The  bureau  appears  to  have  ac- 
complished a good  deal  in  the  field  of  professional 
relations  but  very  little  in  public  relations.” 

From  the  viewpoint  of  county  secretaries  and  ex- 
ecutive secretaries,  we  would  gain  the  impression  that 
this  group  recommends  a closer  relationship  between 
those  of  the  Public  and  Professional  Relations 
Bureau  and  the  membership  of  the  State  Medical 
Society. 


May  we  again,  as  a committee,  remind  both 
groups,  both  State  Society  and  county,  that  this 
liaison  must  be  a two-way  street?  Perhaps  there 
can  be  a more  intense  and  definite  effort  made  to 
establish  this  cooperation  and  a basis  of  closer 
mutual  understanding  and  greater  impetus  be  made 
to  bring  State  and  county  bureaus  together  with  the 
freer  exchange  of  opinions  and  information  that 
might  be  developed  to  the  advantage  of  the  entire 
membership.  The  committee  feels  that  a directive 
by  the  Council,  to  all  groups,  might  be  suggested  to 
accomplish  this  result. 

Several  members  commented  on  the  idea  that  the 
bureau  should  be  given  more  authority  and  be  given 
greater  opportunity  to  develop  more  initiative, 
without  interference  “from  above,”  that  the  bureau 
should  have  a leadership  which  carries  the  same  re- 
spect in  this  field  that  Mr.  Martin  and  his  staff  carry 
in  our  legal  department. 

The  next  two  questions  concerned  comments 
made  concerning  efforts  of  our  field  representatives 
and  as  to  whether  the  members  answering  the  ques- 
tionnaires had  had  personal  contacts  and  the  im- 
pressions as  to  the  results  of  their  work.  Again, 
there  was  extremely  wide  diversity  of  opinion  as  to 
the  value  of  their  work.  The  majority  of  remarks 
were  favorable.  Many  suggestions  were  made 
that  our  field  representatives  should  attend  county 
meetings  or,  preferably,  be  allowed  to  meet  with  the 
comitiae  minorae  in  order  to  better  transmit  local 
problems  and  so-called  grass  root  opinions  to  the 
State  Society  officers. 

It  was  felt  by  several  commentators  that  broader 
and  more  efficient  utilization  of  these  field  represent- 
atives should  be  obtained  considering  the  amount 
of  money  that  was  being  expended.  Opinions  were 
also  expressed  that  our  field  representatives  should 
be  well  versed  in  the  many  aspects  of  State  Medical 
Society  activities  in  order  to  properly  present  them 
to  local  county  societies  when  the  need  arose.  It 
was  felt  that  it  might  be  wise  to  invite  these  rep- 
resentatives to  sit  in  on  Council  meetings  and  gain 
information  on  Society  affairs. 

The  question  of  obtaining  outside  professional 
relations  bureaus  to  either  supplement  or  even  to 
replace  this  department  of  our  State  Society  was 
raised  by  various  members  in  different  areas  of  the 
State. 

Your  committee  concurs  with  the  report  of  the 
Planning  Committee.  In  considering  these  sugges- 
tions public  relations  affecting  the  medical  profes- 
sion would  seem  to  us  to  embrace  too  many  medical 
problems  to  entrust  this  very  vital  activity  to  any 
outside  groups  who  have  had  but  scant  connection 
with  the  medical  profession.  In  other  words,  to 
attempt  to  have  an  outside  agency  interpret  medical 
problems  to  the  public  would  seem  to  us  to  be  un- 
wise and  quite  problematic  as  to  the  results  we 
might  anticipate. 

The  fourth  question  was:  “What  suggestion  can 

you  offer  concerning  the  operation  of  the  Public 
and  Professional  Relations  Bureau?” 

The  answers  might  be  classified  in  this  manner: 

1.  Closer  relationship  with  secretaries,  executive 
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secretaries,  and  officers  of  the  component  county 
societies. 

2.  The  bureau  should  be  given  more  duties  and 
more  authority  in  carrying  them  out.  It  was  felt 
that  other  states,  such  as  Pennsylvania,  Ohio, 
Michigan,  followed  this  policy,  whereas  the  Medical 
Society  of  the  State  of  New  York  lagged  in  public 
relations  because  of  subordinate  position  in  our  So- 
ciety. 

3.  That  a study  be  made  of  a closer  relationship 
or  even  consolidation  with  the  Legislative  Bureau. 

4.  Planning  publicity  programs  and  implement- 
ing local  society  activities  in  public  relations  should 
be  developed. 

5.  Attempting  to  develop  human  stories  for 
publication. 

6.  Many  suggestions  were  to  the  effect  of  “creat- 
ing a more  progressive  and  aggressive  attitude  in 
the  bureau.” 

7.  Commendation  was  expressed  by  many  per- 
sons for  the  work  of  this  bureau  in  the  publications 
they  had  compiled  and  published. 

The  last  question  requested  comments  and  opin- 
ions on  the  Newsletter  and  a query  as  to  whether  it 
was  read  regularly. 

A surprisingly  favorable  reaction  to  the  Newsletter 
was  found  in  a large  majority  of  the  150  answers  we 
received;  80  per  cent  were  favorable,  and  about  90 
per  cent  read  the  Newsletter. 

The  suggestion  was  made  by  physician  members 
that  the  material  should  be  incorporated  in  one  or 
two  pages  of  the  Journal.  Dr.  Laurance  D. 
Redway,  editor,  pointed  out  to  the  committee 
that  the  subject  matter  for  publication  should  be  in 
his  office  about  six  weeks  prior  to  going  to  press. 
This  would  probably  result  in  such  a delay  in  timely 
news  that  we  feel  the  information  would  be  outdated 
by  the  time  of  publication.  Many  replies  stressed 
the  very  important  role  that  the  Newsletter  could 
develop  as  a very  splendid  medium  of  contact  with 
our  membership  of  about  25,000  physicians  by  keep- 
ing them  better  informed  on  vital  subjects  and  all 
fields  of  our  activities  and  problems. 

Your  committee  feels  that  this  study  of  the  Public 
and  Professional  Relations  Bureau  has  produced 
valuable  results  in  collecting  and  analyzing  criti- 
cisms and  opinions  on  the  operations  and  results  of 
the  bureau  from  a State-wide  viewpoint. 

We  recommend  to  the  Council  that  the  material 
we  have  obtained  be  loaned  to  Mr.  Edlund  in  his 
study  of  our  Society  organizational  setup  and  that  it 
be  returned  as  promptly  as  possible  to  Dr.  John 
Rogers,  chairman  of  the  Public  Relations  Committee, 
and  Mr.  Frederick  Miebach,  director  of  the  bureau, 
in  order  that  the  suggestions  and  comments  be 
studied,  and  if  practical  and  constructive,  developed 
in  their  policies  and  operations. 

As  chairman,  I wish  to  express  my  deep  apprecia- 
tion of  the  members  of  the  committee,  Dr.  Wurzbach 
and  Dr.  Boland,  and  to  extend  our  thanks  to  Dr. 
John  H.  Iselin,  Jr.,  Assistant  to  the  Secretary,  for 
the  many  hours  that  he  has  devoted  in  connection 
with  this  study. 

This  report  was  accepted  by  the  Council.  This 


ad  hoc  committee  is  continuing  its  study  b;y  sending 
the  exact  same  questionnaire  to  about  300  members 
of  the  Society  whose  names  were  picked  at  intervals 
of  about  each  50  names  in  the  Directory , excluding 
any  member  previously  circularized. 

Subcommittee  on  Suitable  Headquarters. — This 
subcommittee  has  been  very  active  during  this  year. 
The  chairman,  Dr.  Walter  W.  Mott,  has  given  a 
tremendous  amount  of  time  in  the  study  of  the 
rentals  submitted  and  has  expended  very  much 
physical  effort  in  personally  inspecting  each  building. 
Mr.  Newton  Blakeslee,  vice-president  of  Cushman 
and  Wakefield,  has  spared  no  effort  in  attempting 
to  find  suitable  facilities.  Needless  to  say  many  of 
these  possibilities  were  not  fitted  to  the  needs  of  the 
Society. 

Three  rentals  were  finally  found  that  could  be 
considered: 

1.  50  West  44th  Street — Here  we  would  have  to 
take  14,500  sq.  ft.  (1,500  sq.  ft.  public  space)  and 
pay  for  partitioning  at  a cost  of  about  $32,500; 
rental  $65,000,  we  to  retain  our  lease  at  386  Fourth 
Avenue.  These  were  not  considered  to  be  desirable 
terms. 

2.  10  Columbus  Circle  ( The  Coliseum  Towers) — 
The  area  presented  was  one  half  of  the  22nd  floor, 
11,700  sq.  ft.  at  $5.00.  We  were  offered  a ten-year 
lease  at  $58,500  with  renewal  privilege.  They 
would  not  assume  our  present  lease.  Partitioning 
in  this  building  would  cost  30  to  40  cents  per  sq.  ft., 
$35,100  to  $46,800.  This  would  mean  $93,600  to 
$105,300  the  first  year  and  $58,500  per  year  there- 
after. The  committee  believed  that  this  area  de- 
manded too  great  an  initial  expense. 

3.  750  Third  Avenue — This  building  is  still  being 
completed  but  the  committee  was  told  that  the 
Society  could  be  moved  by  May  1,  1958.  The 
entire  19th  floor  is  presented  at  $5.25  per  sq.  ft. 
for  a fifteen-year  lease,  they  to  take  over  full  re- 
sponsibility for  the  Society’s  present  lease  at  386 
Fourth  Avenue  and  to  do  all  the  partitioning,  the 
plans  for  the  same  to  be  approved  by  the  Society. 
The  total  area  is  13,500  sq.  ft.  It  is  believed  that  the 
Society  would  need  12,550  sq.  ft.,  but  that  the  excess 
1,000  sq.  ft.  could  be  sublet  for  an  amount  to  prob- 
ably place  the  annual  rental  to  the  Society  at  about 
$64,800. 

The  Planning  Committee  at  its  meeting  on  Febru- 
ary 12,  1958,  heard  the  report  of  the  Subcommittee 
on  Suitable  Headquarters.  The  treasurer,  Dr. 
Maurice  J.  Dattelbaum,  was  present  and  stated 
that  it  was  his  belief  that  the  finances  of  the  Society 
could  stand  this  rental,  and  that  he  could  foresee 
no  necessity  for  raising  dues  for  at  least  four  years. 
The  entire  Planning  Committee  made  an  inspection 
of  the  19th  floor  of  750  Third  Avenue. 

The  Planning  Committee  upon  unanimous  vote 
presented  the  following  resolution  to  the  Council 
on  February  13,  1958:  “It  was  resolved  that  the 
Planning  Committee  after  inspection  of  the  premises 
at  750  Third  Avenue  and  after  due  consideration  of 
the  report  presented  by  Dr.  Mott,  make  recom- 
mendation to  the  Council  that  action  be  taken  to 
lease  the  premises  described.” 
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It  was  further  recommended  “that  any  considera- 
* tion  of  office  space  be  made  with  the  intention  of 
j having  all  the  offices  of  the  State  Society  depart- 
: ments  together,  with  the  exception  of  the  Albany 
j office.” 

This  recommendation  was  accepted  by  the  Coun- 
cil on  February  13,  1958,  and  referred  to  the  Trus- 
j tees  and  Counsel  for  implementation. 

The  Council  gave  Dr.  Walter  W.  Mott  a rising 
| and  rousing  vote  of  thanks  for  his  able  and  pains- 


taking efforts  in  his  capacity  as  chairman  of  the 
Subcommittee  on  Suitable  Headquarters. 

The  chairman  of  the  Planning  Committee  wishes 
to  thank  all  the  members  of  the  committee  for  the 
work  they  have  done  and  especially  for  their  fine 
spirit  of  cheerful  cooperation. 

Respectfully  submitted, 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Chairman 


War  Memorial  Committee 


To  the  House  of  Delegates , Gentlemen: 

The  War  Memorial  Committee  consists  of  the  fol- 
lowing members  of  the  board  of  Trustees: 

Walter  W.  Mott,  M.D.,  Chairman Westchester 


Renato  J.  Azzari,  M.D Bronx 

Frederic  W.  Holcomb,  M.D Ulster 


Maurice  J.  Dattelbaum,  M.D.,  ex  officio . . . Kings 

The  War  Memorial  Fund  is  now  in  its  tenth  year 
of  operation  and  continues  to  be  one  of  the  most  re- 
warding of  the  State  Society’s  activities.  It  was 
started  in  1948  by  the  House  of  Delegates  and  fi- 
nanced by  voluntary  contributions  of  $12  each  by  the 
members  of  the  Society.  The  reward  of  this  memo- 
rial to  our  colleagues  who  gave  their  lives  for  our 
country  lies  in  the  rich  satisfaction  to  our  members, 
who  have  thus  enabled  the  children  of  these  col- 
leagues to  obtain  a college  and  professional  educa- 
tion and  to  become  self-supporting  in  their  chosen 
field  of  work.  Many  of  these,  as  attested  in  their 
letters  to  us,  might  not  have  been  able  to  reach  a 
college  education  if  it  had  not  been  for  the  help  of 
this  fund. 

We  keep  in  close  touch  with  the  students  who 
receive  benefits  and  find  that  the  great  majority 
receive  excellent  grades  and  are  well  aware  of  the 
privilege  extended  them  by  the  fund. 

Each  student  who  attends  an  accredited  college 
receives  $900  per  year,  payable  in  three  installments, 
toward  the  expenses  entailed  in  attending  college. 
To  date,  40  young  people  have  been  aided  by  the 
War  Memorial  Fund,  18  for  the  1957-1958  school 
year.  Six  students  started  college  in  the  fall  of  1957 
and  have  been  paid  two  installments  of  $300  each, 
one  in  October,  1957,  and  one  in  January,  1958. 
The  third  installment  will  be  paid  in  April. 

It  might  be  interesting  to  note  some  of  the  colleges 


which  our  students  are  presently  attending.  They 
are,  among  others,  Cornell,  Lehigh,  Loyola  Univer- 
sity at  Los  Angeles,  Mount  Holyoke,  McGill  Uni- 
versity Faculty  of  Medicine,  State  University  of 
New  York  College  of  Medicine,  New  York  Univer- 
sity College  of  Medicine,  University  of  Vermont,  etc. 

We  have  already  helped  four  students  become  doc- 
tors; there  are  at  present  three  medical  students 
among  our  beneficiaries,  one  a brother  of  a student 
who  graduated  from  McGill  University  Faculty  of 
Medicine  in  1955. 

The  committee  confers  frequently  during  the  year 
to  decide  upon  matters  that  come  before  it  and  con- 
sults with  the  Board  of  Trustees  and  the  Council  on 
all  questions  of  Policy. 

Following  is  the  financial  report  as  of  December 
31,  1957. 


Amount 


Total  assessments  received* 

$248,594 

Total  interest  received* 

45,418 

Total  paid  out  in  benefits* 

76,500 

Assets  of  Fund,  December  31,  1957 
Year  ended  December  31,  1957 

221,889 

Assessments  received 

238 

Interest  received 

5,345 

Payments  to  beneficiaries 

16,200 

*Since  inception  of  Fund. 


Again  the  committee  extends  to  Miss  Mollie 
Pesikoff  its  sincere  thanks  for  the  devoted  interest 
she  has  displayed  in  carrying  out  the  administra- 
tion of  the  Fund. 

Respectfully  submitted, 

Walter  W.  Mott,  M.D.,  Chairman 
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Blood  Banks  Commission 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Blood  Banks  Commission 
are  as  follows: 


Leo  E.  Gibson,  M.D.,  Chairman Onondaga 

Thurman  B.  Givan,  M.D Kings 

Norman  S.  Moore,  M.D Tompkins 

John  F.  Rogers,  M.D Dutchess 

Herbert  R.  Brown,  Jr.,  M.D Monroe 

Leon  N.  Sussman,  M.D New  York 

Herman  E.  Hilleboe,  M.D Albany 

Herbert  Berger,  M.D Richmond 


Included  in  the  matters  referred  from  the  House 
of  Delegates  to  the  Council  at  the  annual  meeting  in 
May  of  1957  was  the  following:  “That  the  Council 
and  Board  of  Trustees  determine  whether  or  not  to 
continue  subsidizing  the  Blood  Banks  Association 
of  New  York  State,  Inc.,  and  the  North  East  Dis- 
trict Clearing  House.”  This  is  section  205  of 
Council,  Part  IV,  on  page  9 of  the  minutes  of  the 
Council  meeting  of  June  13,  1957.  This  problem 
was  studied  by  the  Blood  Banks  Commission. 

The  report  of  the  Reference  Committee  on  the 
Report  of  the  Council,  Part  IV,  Blood  Banks,  Dr. 
Alfred  A.  Angrist,  chairman,  is  printed  in  the  pro- 
ceedings of  the  House  of  Delegates,  May,  1957  in 
Part  II  of  the  September  1 New  York  State 
Journal  of  Medicine.  This  report  covers  pages 
136-147  and  includes  an  explanation  of  the  facts 
upon  which  they  base  their  conclusions.  The 
Blood  Banks  Commission  requests  that  all  members 
of  the  House  of  Delegates  study  this  report  carefully. 

In  the  discussion  of  expenditures  by  the  Medical 
Society  of  the  State  of  New  York  for  the  Blood 
Banks  Association  a budget  item  of  $25,000  was 
mentioned  in  the  recommendation.  This  recom- 
mendation was  amended  as  follows:  “To  leave  this 
thing,  the  matter  of  $25,000,  up  to  Council  and 
Board  of  Trustees  to  decide  with  power  to  change 
whatever  setup  can  be  changed  so  that  this  can  be 
done  at  the  least  cost.”  This  recommendation  was 
approved  as  amended. 

In  our  study  we  find  that  the  certificate  of  in- 
corporation of  the  Blood  Banks  Association  of 
New  York  State  includes  the  following  principles: 
“To  federate  into  one  organization  the  blood  banks 
of  the  State  of  New  York,  to  encourage  the  develop- 
ment of  blood  banks  where  needed,  to  extend  medi- 
cal knowledge  and  advance  the  science  and  art  of 
blood  banking,  to  promote  and  encourage  all  phases 
of  research  in  blood  banking,  to  enlighten  the  public 
in  regard  to  the  problems  of  blood  banking,  and  to 
plan  for  needs  in  time  of  disaster.  The  objects  and 
purposes  for  which  this  corporation  is  formed  are 
to  be  promoted,  transacted,  and  carried  on  without 
pecuniary  profit. 

“The  efforts  of  the  Blood  Banks  Association, 
Inc.,  should  be  divided  into  two  parts:  (1)  the  Blood 
Assurance  Program,  (2)  the  Clearing  House  and 
Exchange  Program.” 

The  Blood  Assurance  Program  which  accounts  for 


most  of  the  deficit  of  the  Blood  Banks  Association 
has  been  terminated. 

The  Clearing  House  and  Exchange  program  has 
become  the  North  East  District  Clearing  House. 
This  project  covers  15  states  and  the  District  of 
Columbia.  It  is  thought  that  each  state  will  as- 
sume a just  proportion  of  the  expense  of  adminis- 
tration. 

In  order  for  the  North  East  District  Clearing 
House  to  function  it  must  have  a sponsor.  There 
was  discussion  in  regard  to  the  Medical  Society  of 
the  State  of  New  York  acting  as  sponsor  for  the 
Clearing  House  and  discontinuing  its  financial 
support  to  the  Blood  Banks  Association,  the  Medical 
Society  to  take  over  the  Clearing  House  and  operate 
it  through  the  Blood  Banks  Commission  in  con- 
junction with  the  Committee  on  Public  Relations 
and  the  Committee  on  Public  Health  and  Education. 
There  are  several  objections  to  this  proposition. 

Legal  counsel  advised  that  this  would  be  a very 
unsound  idea  because  the  Medical  Society  might 
be  getting  into  a potential  money-making  business 
involving  tax  problems.  Counsel  could  not  under- 
stand why  the  Blood  Banks  Association  could 
not  continue  to  operate  the  Clearing  House.  How- 
ever the  Blood  Banks  Association  has  a budget  and 
insufficient  income  to  meet  it. 

At  its  October  meeting  the  Blood  Banks  Com- 
mission requested  the  president  of  the  Medical 
Society  of  the  State  of  New  York  to  appoint  a special 
committee  of  the  Council  to  study  the  future  status 
of  the  Blood  Banks  Association  and  the  North 
East  District  Clearing  House  in  its  relation  to  the 
Medical  Society  of  the  State  of  New  York.  Presi- 
dent Givan  appointed  a committee  consisting  of 
himself,  Dr.  John  F.  Rogers,  and  Dr.  Norman  S. 
Moore  with  Dr.  W.  P.  Anderton,  Mr.  William  F. 
Martin,  and  Mr.  Thomas  E.  Alexander  as  advisers. 

This  committee  held  consultations  with  Dr. 
Dorothea  Worcester,  chairman  of  the  committee 
on  the  clearing  house  of  the  Blood  Banks  Associa- 
tion of  New  York;  Miss  Evelyn  Clarke,  director  of 
the  Blood  Banks  Association  of  New  York;  Mrs. 
Bernice  Hemphill  from  the  National  Blood  Banks 
Association ; and  Dr.  Oscar  B.  Hunter  of  American 
Blood  Banks  Association.  Facts  were  recorded  in 
regard  to  the  sponsorship  of  clearing  houses  in  other 
regions  of  the  United  States  by  state  medical  so- 
cieties and  the  financial  responsibility  eventually 
assumed  by  the  clearing  houses. 

Mrs.  Hemphill  from  the  American  Association  of 
Blood  Banks  reported  that  there  were  district  clear- 
ing houses  in  all  other  regions  of  the  United  States. 
The  California  system  was  launched  by  the  Cali- 
fornia Medical  Association  which  loaned  it  money 
over  a period  of  years.  The  clearing  house  of  the 
blood  banks  system  paid  back  the  loan.  In  the 
case  of  the  North  Central  District  Clearing  House 
the  Medical  Societies  of  Illinois  and  Indiana  loaned 
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the  money.  The  clearing  house  is  repaying  the 
loan.  In  Florida  the  Blood  Banks  Association,  al- 
ready established,  sponsored  the  clearing  house. 
The  South  Central  District  Clearing  House  in  Texas 
was  sponsored  by  the  Texas  Blood  Banks  Associa- 
tion. Thus  the  North  East  District  Clearing  House 
alone  remained  without  a sponsor. 

If  the  Medical  Society  of  the  State  of  New  York 
attempted  to  sponsor  the  North  East  District  Clear- 
ing House,  independent  of  the  Blood  Banks  Associa- 
tion, through  its  Public  Relations  Committee  and 
Public  Health  and  Education  Committee  it  would 
necessitate  the  employment  of  an  additional  full- 
time person  to  furnish  the  technical  instruction 
required.  All  the  member  banks  would  require  edu- 
cation in  the  details  of  the  complex  operational 
procedure,  form,  bookkeeping,  etc. 

The  Blood  Banks  Association  has  already  estab- 
lished a position  to  meet  these  requirements.  There 
is  no  other  organization  in  the  State  of  New  York  or 
in  the  North  East  District  able  to  do  it.  If  the 
Medical  Society  of  the  State  of  New  York  decided 
not  to  support  the  Blood  Banks  Association  as  the 
sponsor  of  the  North  East  District  Clearing  House 
the  administration  of  the  clearing  house  would  have 
to  be  forfeited  to  a new  group  such  as  the  University 
of  Pennsylvania  Hospital  or  the  Massachusetts 
General  Hospital.  The  Medical  Society  of  the 
State  of  New  York  is  the  only  agent  in  this  region 
with  a blood  banks  activity  relationship  of  any  sort. 

It  was  brought  out  that  there  was  a definite  need 
for  the  Blood  Banks  Association  apart  from  its 
direction  of  the  district  clearing  house.  It  is  an 
educative  type  of  society  to  which  blood  banks 
personnel  look  for  improvement  of  standards, 
scientific  meetings,  advice  on  donor  procurement 
programs,  etc.  The  committee  was  informed  that 
the  membership  rules  were  being  revised  to  con- 


form more  closely  with  the  national  organization 
and  that  anyone  interested  in  blood  banking  will 
soon  be  eligible,  thus  increasing  the  potential  mem- 
bership. 

The  board  of  directors  of  the  Blood  Banks  Asso- 
ciation state  through  Dr.  Worcester  that  their  aim 
s to  improve  publicity  and  promotion  in  order  to 
produce  the  needed  increase  in  membership  in  both 
the  association  and  clearing  house,  that  there  is  a 
need  for  much  closer  liason  with  the  Public  Rela- 
tions Committee  and  the  Committee  on  Public 
Health  and  Education  and  the  Publication  Com- 
mittee of  the  Medical  Society.  It  was  suggested 
that  there  might  be  some  type  of  joint  administra- 
tion board  with  representatives  from  the  Blood 
Banks  Association  and  the  Blood  Banks  Commission 
of  the  State  Society. 

After  discussion  the  special  Committee  on  the 
Future  Status  of  the  Blood  Banks  Association  and 
the  North  East  District  Clearing  House  in  their  re- 
lation to  the  Medical  Society  of  the  State  of  New 
York  recommended  to  the  Commission  that  the 
Medical  Society  of  the  State  of  New  York  finance 
the  Blood  Banks  Association  of  the  State  of  New 
York  to  the  extent  of  the  adjusted  budget,  i.e. 
approximately  $16,000  for  the  year  1958  for  the 
Association’s  activities  and  the  Clearing  House 
operation,  that  such  financial  subsidization  shall  be 
made  on  the  condition  that  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  shall  be 
requested  by  the  Blood  Banks  Association  to  submit 
the  names  of  nine  persons  from  among  whom  three 
shall  be  appointed  to  the  board  of  directors  of  the 
Blood  Banks  Association,  at  least  two  of  them  at  the 
annual  meeting  in  May  of  1958. 

Respectfully  submitted, 

Leo  E.  Gibson,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council , Part  IV) 
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Special  Committee  on  American  Medical  Education  Foundation 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  American  Medical 
Education  Foundation  has  the  following  member- 
ship: 

William  E.  Pelow,  M.D.,  Chairman Onondaga 


Cyril  Levin,  M.D Richmond 

William  C.  T.  Gay  nor,  M.D Suffolk 

Carl  G.  Whitbeck,  M.D Columbia 

Milton  Greenberg,  M.D Washington 

Edwin  P.  Russell,  M.D Oneida 

John  W.  Latcher,  M.D Otsego 

William  O.  Jackson,  M.D Steuben 

William  J.  Orr,  M.D Erie 

Irving  Weiner,  M.D Orange 


This  committee  was  changed  from  five  members 
to  a chairman,  and  a member  from  each  district 
branch  in  the  State.  There  was  a delay  in  complet- 
ing the  roster,  possibly  from  getting  some  men  to 
accept.  There  was  a delay  from  one  district. 
When  the  list  was  received,  the  chairman  sent  letters 
to  each  member  of  the  committee,  acquainting  him 
with  his  appointment  and  suggesting  that  he  insti- 
tute a publicity  campaign,  such  as  suggesting  the 
appointment  of  a member  in  each  county  society  as  a 
subcommittee  to  take  our  challenge  to  the  individual 


members  of  the  State  Society. 

During  1956  California  and  Pennsylvania  sur- 
passed our  State  in  contributions  to  this  fund.  It  is 
your  chairman’s  opinion  that  New  York  State,  with 
its  number  of  physicians,  should  be  far  in  the  lead. 
This  can  come  about  by  continuous  education  of  the 
State  Society  members  in  the  necessity  of  private 
support  to  our  medical  colleges.  Some  may  say 
that  they  give  through  their  alumni  funds,  but  New 
York  is  still  behind  the  above  two  states. 

Your  representative  is  planning  on  attending  the 
convention  of  the  other  state  chairmen  in  Chicago 
on  January  25  and  26,  1958.  After  returning,  a 
meeting  of  the  New  York  State  committee  will  be 
called  to  acquaint  the  other  members  of  the  com- 
mittee with  activities  on  the  national  level  and  to 
exchange  ideas  on  the  further  endeavors  of  our  com- 
mittee. 

Specific  figures  for  any  current  year  are  difficult 
to  obtain,  but  progress  reports  are  periodicall3r 
mailed  to  state  and  county  societies  on  the  individual 
state  contributions.  Our  State  should  not  be  too 
proud. 

Respectfully  submitted, 

William  E.  Pelow,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Part  VIII) 
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Special  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

Your  Special  Committee  on  Constitution  and 
Bylaws  consists  of: 


A.  H.  Aaron,  M.D.,  Chairman Erie 

George  J.  Lawrence,  Jr.,  M.D Queens 

Alfred  A.  Hartmann,  M.D Franklin 


At  this  time  it  would  be  entirely  proper  to  include 
the  secretary  of  the  Medical  Society  of  the  State  of 
New  York,  Dr.  W.  P.  Anderton,  as  a most  thorough 
and  active  contributor  ex  officio  to  the  efforts  of  this 
committee. 

All  of  the  resolutions  submitted  to  the  Special 
Committee  on  Constitution  and  Bylaws  were  circu- 
lated by  mail  to  the  members  of  the  committee. 
They  submitted  their  personal  opinions  on  each  item 
and  returned  them  to  the  chairman  who  correlated 
the  opinions  and  related  the  changes  to  the  already 
existing  Constitution  and  Bylaws. 

This  year  instead  of  meeting  personally,  on  Mon- 
day, January  20,  by  a telephone  conference  method, 
Drs.  Anderton,  Hartmann,  Lawrence,  and  the 
chairman  discussed  each  item.  This  was  an  interest- 
ing experiment.  We  thought  that  the  material  was 
of  such  a character  that  it  could  be  arranged  and  set 
up  so  that  we  could  meet  by  telephone  and  conduct 
our  business.  We  saved  the  physicians’  time  and 
financially  it  cost  by  telephone,  with  tax,  $50.40. 
Railroad  fare  and  incidental  expenses  to  a meeting  in 
New  York  City  would  have  cost  $160,  thus  a saving 
of  $109.60. 

Dr.  Aaron  took  up  with  Speaker  Williams  and  Dr. 
Anderton  the  question  which  caused  so  much  debate 
last  year  before  the  House ; that  is,  whether  the  re- 
port of  the  Committee  on  Constitution  and  Bylaws 
should  be  referred  to  a reference  committee.  Dr. 
Aaron  called  attention  to  the  fact  that  the  House  was 
sitting  as  the  reference  committee  in  this  situation. 

Dr.  Anderton  and  Dr.  Williams  interpreted  it  in 
this  manner:  That  the  House  hearing  the  report  is 
acting  as  a committee  of  the  whole. 

Selection  of  Delegates  to  the  A.M.A. — Resolution 
submitted  by  the  late  Dr.  Leo  F.  Schiff  by  submit- 
ting it  at  the  1956  Annual  Meeting  unread  with  in- 
tent to  present  it  at  the  next  meeting  of  the  House 
of  Delegates  is  as  follows: 

Comment  on  Resolution  56-40  of  Dr.  Himler 
of  New  York  to  amend  Constitution  and  Bylaws 
in  reference  to  delegates  to  A.M.A. : “I,  Dr. 
Schiff,  favor  the  automatic  designation  of  the 
president-elect  as  also  a delegate  to  the  A.M.A. 
Since  such  delegates  are  elected  for  two  years 
terms  this  delegateship  will  continue  through  his 
term  of  office  as  president,  so  it  should  not  be 
necessary  to  re-elect  him  then.  The  only  dif- 
ficulty might  arise  in  the  event  of  the  death  or 
resignation  of  the  president-elect.  In  that  case 
one  of  the  regular  alternates  would  take  his  place 
according  to  Section  6 of  Chapter  3 of  the  Bylaws. 
However,  the  Bylaws  (Chapter  3,  Section  7) 
would  have  to  be  changed  (if  this  does  not  con- 


flict with  the  A.M.A.  Bylaws)  so  that  the  presi- 
dent-elect delegate  may  take  office  in  the  same 
calendar  year  as  his  election;  otherwise  he  will 
miss  one  meeting.  I think  also  a definite  state- 
ment should  be  placed  in  this  or  Section  6 of  this 
chapter,  definitely  stating  the  president-elect  is 
also  elected  as  a delegate  to  the  A.M.A.  for  a term 
of  two  years  beginning  at  the  termination  of  the 
annual  meeting  at  which  he  is  elected.  This  to 
restate  the  situation  in  conformity  with  Article  V 
of  the  Constitution. 

“I  do  not  think  the  secretary  should  be  a dele- 
gate. If  placed  on  any  A.M.A.  reference  com- 
mittee he  has  an  enormous  burden  in  addition  to 
his  other  duties  with  the  delegation.  By  all 
means  he  should  accompany  the  delegation  as  its 
secretary  and  liaison  officer  (all  expenses  paid,  of 
course) . Whether  this  requires  any  change  in  the 
Bylaws — or  merely  a directive  from  our  House  of 
Delegates — I do  not  know.” 

At  the  meeting  of  the  House  of  Delegates  (see 
page  38  of  the  proceedings  of  the  House  of  Dele- 
gates in  the  September  1,  1957,  issue  of  our  State 
Journal)  a trustee,  Dr.  Leo  F.  Schiff,  submitted  the 
proposal  that  the  president  of  the  State  Society  and 
also  the  president-elect  should  be  delegates  to  the 
American  Medical  Association  by  virtue  of  their 
office,  and  that  the  secretary  should  not  be  a 
delegate. 

Your  committee  believes  that  the  action  taken  by 
the  House  of  Delegates  in  1957  in  defeating  the  reso- 
lution introduced  by  Dr.  Himler  (56-40)  emphati- 
cally indicates  the  desires  of  the  House  that  we  do 
not  believe  it  is  necessary  to  discuss  these  proposi- 
tions further. 

We  do  not  recommend  the  adoption  of  this  portion 
of  Dr.  Schiff ’s  resolution.  His  statement  continues: 

“Incidentally,  I [Dr.  Schiff]  find  no  direct 
statement  in  the  Bylaws  that  the  president-elect 
automatically  becomes  president  for  one  year  at 
the  end  of  his  term.  Chapter  7,  Section  2 may 
seem  to  imply  this,  but  it  would  clarify  matters  to 
state  it  definitely. 

“Resolved,  that  Chapter  7,  Section  2 of  the  By- 
laws be  amended  as  follows:  ‘The  president-elect 
shall  become  the  president  at  the  termination  of 
his  office  as  president-elect.’  ” 

This  should  be  accepted,  and  therefore  we  recom- 
mend the  adoption  of  this  portion  of  his  resolution. 

Junior  Members. — The  problem  of  junior  mem- 
bership enters  into  consideration  each  year.  At 
this  meeting  we  have  the  following  resolutions  that 
are  related  to  junior  memberships: 

Resolution  57-68 — introduced  by  Dr.  Harry  A. 
Mackler  for  the  Medical  Society  of  the  County  of 
Kings,  is  as  follows: 

Whereas,  the  sentence  in  the  Bylaws,  Chapter 
1,  Section  7,  beginning:  “They  shall  become  ac- 
tive members  upon  entering  the  private  practice 
of  medicine,”  is  ambiguous  in  meaning  and 
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definition;  now  therefore  be  it  hereby 

Resolved,  that  Chapter  1,  Section  7,  of  the  By- 
laws be  amended  as  follows: 

The  sentence,  “They  shall  become  active  mem- 
bers upon  entering  the  private  practice  of  medi- 
cine/ ’ shall  be  changed  by  deleting  the  phrase, 
“upon  entering  the  private  practice  of  medicine/’ 
and  substituting  for  that  phrase,  “after  this 
period  of  time,”  so  that  the  complete  sentence 
will  then  read:  “They  shall  become  active  mem- 
bers after  this  period  of  time.” 

We  do  not  recommend  the  adoption  of  this  reso- 
lution because  a junior  member  may  decide  to  be- 
come an  active  member  before  the  expiration  of  the 
five  years  provided  for  in  the  Bylaws.  We  do  not 
think  we  should  discourage  this  desire  on  the  part  of 
a junior  member  to  participate  more  actively  in  the 
proceedings  of  his  county  and  State  society. 

We  do  not  recommend  the  adoption  of  this  resolu- 
tion. 

Resolution  57-69 — introduced  by  Dr.  Ezra  A. 
Wolff,  assistant  secretary  of  the  Medical  Society  of 
the  State  of  New  York,  deletes  the  phrase,  “upon 
entering  the  private  practice  of  medicine,”  and  sug- 
gests “They  shall  automatically  become  members 
within  six  months.”  It  would  then  read:  “A  junior 
member,  within  six  months  of  the  expiration  of  the 
above-specified  five-year  period,  may  automatically 
become  an  active  member  upon  receipt  by  his  county 
society  of  his  application  for  such  membership  when 
accompanied  by  payment  of  the  current  active 
membership  dues  and  State  Society  assessment.” 
The  complete  resolution  is  as  follows: 

Resolved,  that  Chapter  1,  Section  7,  of  the  By- 
laws be  amended  to  read  as  follows: 

“Junior  members  shall  be  those  members  who 
have  been  graduated  from  medical  college  not 
more  than  five  calendar  years,  not  counting  tem- 
porary United  States  military  or  United  States 
public  health  service,  and  licensed  by  the  State 
of  New  York.  They  shall  be  privileged  to  attend 
all  meetings  of  their  county  societies,  where  they 
shall  have  voice  but  no  vote.  They  shall  be  en- 
titled to  receive  the  New  York  State  Journal 
of  Medicine  and  the  Newsletter  but  not  the 
Medical  Directory  of  New  York  State. 

“A  junior  member,  within  six  months  of  the 
expiration  of  the  above-specified  five-year  period, 
may  automatically  become  an  active  member 
upon  receipt  by  his  county  society  of  his  applica- 
tion for  such  membership  when  accompanied  by 
payment  of  the  current  active  membership  dues 
and  State  Society  assessment.” 

We  think  Dr.  Ezra  Wolff’s  resolution  carries  with  it 
the  same  weakness  and  that  is,  it  stimulates  the  in- 
dividual to  stay  on  this  junior  status  for  five  years. 

Your  committee  desires  to  consolidate  these  two 
resolutions  and  amend  them  so  we  will  only  have  one 
resolution  to  act  on.  Therefore,  we  recommend: 

1.  The  deletion  of  the  term  “upon  entering  the 
private  practice  of  medicine.” 

2.  “They  may  become  active  members  at  any 
time  during  this  period  of  allocated  time  deferment 


by  paying  the  dues  and  assessments  to  their  respec- 
tive county  and  State  society.” 

“A  junior  member  will  automatically  become  an 
active  member  of  his  county  and  State  society  upon 
the  expiration  of  this  allocated  time  and  the  pay- 
ment of  the  current  active  membership  dues  and 
State  Society  assessments. 

Amendment  to  Constitution  to  Enlarge  Council. — 

Introduced  by  Dr.  Abraham  Leikensohn,  Medical 
Society  of  the  County  of  Richmond,  number  57-6, 
reads  as  follows: 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  increased  in  size,  scope  of  activi- 
ties, and  complexity  of  problems;  and 

Whereas,  the  practice  of  medicine  is  becoming 
increasingly  subject  to  specialization ; and 

Whereas,  it  is  impossible  to  realize  the  prob- 
lems of  the  practice  of  medicine  unless  actively 
engaged  therein;  now  therefore  be  it  hereby 
Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to 
read: 

Article  IV,  Council.  There  shall  be  a 
Council  composed  of  the  president,  the  presi- 
dent-elect, the  vice-president,  the  immediate 
past-president,  the  secretary,  the  assistant 
secretary,  the  treasurer,  the  assistant  treasurer, 
the  speaker,  the  vice-speaker,  the  chairman  of 
the  Board  of  Trustees,  and  twenty-four  other 
members  elected  by  the  House  of  Delegates 
from  actively  practicing  physicians.  These 
twenty-four  councillors  shall  each  have  at- 
tained his  fiftieth  birthday  and  shall  not  have 
passed  his  sixty-sixth  birthday.  These  twenty- 
four  councillors  shall  comprise  six  general  prac- 
titioners, three  surgeons,  three  internists,  three 
specialists  in  obstetrics  and/or  gynecology,  one 
radiologist,  one  psychiatrist,  one  pathologist, 
and  six  other  physicians. 

The  editor  of  the  New  York  State  Journal 
* of  Medicine  shall  attend  all  meetings  of  the 
Council  with  voice  but  without  vote; 
and  be  it  further 

Resolved , that  the  Bylaws,  Chapter  III,  Section 
2 have  its  second  paragraph  amended  to  read: 
Eight  members  of  the  Council  shall  be  elected 
annually  for  a term  of  three  years.  In  the  event 
of  a vacancy,  a councillor  shall  be  elected  for  the 
unexpired  term; 
and  be  it  further 

Resolved,  that  Chapter  IV,  Section  3,  of  the 
Bylaws  be  amended  so  that  it  shall  read : 

It  shall  meet  at  regular  intervals  at  times  and 
places  that  shall  be  fixed  by  the  president.  Any 
eight  members  of  the  Council  may  require  the 
president  to  call  a special  meeting  for  such  time 
and  place  as  shall  be  designated  by  them  in  writ- 
ing. Members  must  receive  at  least  three  days’ 
notice  by  letter  or  telegram  from  the  Society’s 
office. 

Explanation:  The  first  aforesaid  amendment 

would  add  twelve  members  to  the  Council  to  be 
spread  among  specialists  as  enumerated.  And  the 
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second  proposed  amendment  fits  these  additional 
members  into  the  Council  and  the  election  of  its 
members  for  three-year  terms.  The  last  amend- 
ment would  require  the  request  of  eight  instead  of 
four  members  to  call  a special  meeting  of  the  Council. 

The  following  was  our  decision  in  regard  to  reso- 
lution 57-6. 

We  do  not  recommend  the  adoption  of  this  resolu- 
tion. It  produces  a bulky,  cumbersome  procedure 
and  we  believe  it  would  give  the  House  of  Delegates 
an  almost  impossible  task  to  elect  a Council  or- 
ganized on  these  proposed  lines.  The  Council  would 
be  unwieldy,  and  it  would  require  a most  difficult  and 
complicated  election  to  enforce  all  the  stipulated 
categories.  A restriction  of  the  age  limit  is  unwise. 

The  present  Council  consists  of  23  members  of 
whom  there  are  one  pediatrician,  two  urologists,  four 
surgeons,  ten  physicians  devoting  their  time  to  the 
practice  of  general  practice  or  internal  medicine,  one 
physician  interested  in  public  health  and  administra- 
tion of  school  health,  two  industrial  physicians,  one 
pathologist,  and  three  obstetricians  and  gjmecolo- 
gists.  They  are  distributed  as  follows: 

New  York  City  area 10 

Albany  area 3 

Syracuse-Rochester  area 4 

Binghamton  area 2 

Western  New  York  area 3 

This  is  quite  a good  distribution. 

The  age  distribution  is  as  follows: 


76 

1 

58 

1 

72 

2 

57 

2 

70 

1 

55 

1 

68 

2 

54 

2 

65 

1 

51 

1 

64 

1 

46 

1 

62 

3 

42 

1 

61 

2 

A thorough  discussion  of  this  subject  has  occurred 
in  the  A.M.A.  and  the  committee  of  the  A.M.A. 
governing  this  subject  decided  that  retirement 
should  not  be  based  arbitrary  on  chronologic  age, 
that  employment  of  all  ages  should  be  a matter  of 
proper  assignment  and  skills. 

It  is  the  opinion  of  our  committee  that  the  voting 
physicians  of  the  State  of  New  York  will  choose  their 
representatives  on  the  basis  of  what  they  believe  to 
be  their  ability  to  perform  a task,  regardless  of  their 
age,  the  type  of  practice,  or  where  they  live. 

Therefore,  we  do  not  recommend  the  adoption  of 
this  resolution. 

Amendments  to  Clarify  the  Bylaws. — Introduced 
by  Dr.  W.  P.  Anderton,  secretary,  Medical  Society 
of  the  State  of  New  York,  number  57-44,  reads  as 
follows: 

PART  ONE 

Whereas,  in  the  interest  of  clarification  three 
sections  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  need  amendments;  now 
therefore  be  it  hereby 

Resolved,  that  in  Chapter  I,  Section  7,  the  sen- 
tence “They  shall  become  active  members  upon 


entering  the  private  practice  of  medicine/’  re- 
ferring to  junior  members,  be  changed  to  read, 
“Upon  entering  the  private  practice  of  medicine, 
they  shall  become  active  members  January  1 fol- 
lowing the  end  of  the  year  in  which  junior  mem- 
bership dues  and  assessments  are  credited.” 
Chapter  I,  Section  7,  would  then  read,  “Junior 
members  shall  be  those  members  who  have  been 
graduated  from  medical  college  not  more  than  five 
calendar  years  and  licensed  by  the  State  of  New 
York.  Upon  entering  the  private  practice  of 
medicine,  they  shall  become  active  members 
January  1 following  the  end  of  the  year  in  which 
junior  membership  dues  and  assessments  are 
credited.  They  shall  be  privileged  to  attend  all 
meetings  of  their  county  societies,  where  they  shall 
have  voice  in  all  discussions  but  no  vote.  They 
shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine  and  the  Newsletter  but  not 
the  Medical  Directory  of  New  York  State.” 

PART  TWO 

In  Chapter  I,  Section  4,  there  is  a reference  to 
“Chapter  XIV,  Section  1 (a),  “but  there  is  no 
“(a)”  in  this  section;  therefore  the  “(a)”  should 
be  eliminated. 

PART  THREE 

In  Chapter  XIV,  Sections  1 and  2,  there  are 
references  to  “active  member”  which  should  be 
supplemented  by  the  words  “or  junior  member,” 
so  that  Chapter  XIV,  Section  1,  should  read, 
“Eligibility  for  membership  in  county  medical 
societies  shall  be  determined  by  the  boards  of 
censors  of  comitiae  minorae  of  the  county  medical 
societies.  Except  by  approval  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York, 
no  physican  shall  be  an  active  or  junior  member 
in  a county  medical  society  other  than  that  of  the 
county  in  which  he  maintains  legal  residence  or 
has  his  principal  office.”  Section  2 should  read, 
“Whenever  an  active  or  junior  member  in  good 
standing  or  a retired  member  in  any  component 
county  medical  society  removes  to  another 
county  in  this  State,  his  name  upon  his  request 
shall  be  transferred  to  the  roster  of  the  component 
county  medical  society  of  the  county  to  which  he 
removes,  without  cost  to  him,  provided  that  he 
files  a certificate  with  the  secretary  signed  by  the 
president  and  secretary  of  the  component  medical 
society  from  which  he  removes  as  to  his  good 
standing  in  such  society,  and  provided  his  appli- 
cation for  membership  has  been  acted  upon  favor- 
ably by  the  members  of  the  society  of  the  county 
to  which  he  has  removed.  No  member,  however, 
shall  be  an  active  or  junior  member  of  more  than 
one  component  county  society,  nor  shall  a com- 
ponent county  society  accept  a physician  residing 
in  another  county  in  any  other  way  than  in  ac- 
cordance with  the  law  governing  transfers. 

“When  a member  in  good  standing,  except  a re- 
tired member,  no  longer  resides  or  practices  in  the 
State  of  New  York,  he  shall  ipso  facto  cease  to  be  an 
active  member  or  j unior  member  of  the  Society  and 
his  component  county  medical  society  at  the  end 
of  the  current  year.  His  status  shall  be  deemed 
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that  of  a resigned  member,  and  all  rights  and  title 
to  any  share  in  the  privileges  and  property  of  the 
Society,  the  district  branch,  or  county  society  shall 
be  deemed  to  have  been  forfeited  by  such  action. 

“The  dues  of  any  member  or  junior  member  of 
the  Medical  Society  of  the  State  of  New  York  may 
be  remitted  for  the  current  year  on  account  of 
illness,  financial  hardship,  or  temporary  service  in 
the  armed  forces  or  in  the  United  States  Public 
Health  Service,  when  the  request  is  made  by  the 
member’s  component  county  medical  society.” 

In  the  first  resolved,  which  we  shall  designate 
Part  One,  we  do  not  recommend  adoption  of  this 
portion  of  the  amendment.  We  have  discussed  this 
matter  with  Dr.  Anderton  and  he  is  in  accord. 

In  Chapter  I,  Section  4,  which  we  have  designated 
Part  Two,  there  is  a reference  to  Chapter  XIV, 
Section  1(a),  but  there  is  no  1(a)  in  this  section. 
Therefore,  the  “(a)”  should  be  eliminated. 

We  recommend  the  adoption  of  this  portion  of  the 
resolution. 

In  Chapter  XIV,  Sections  1 and  2,  designated 
Part  Three,  at  the  end  of  this  resolution  we  have 
added  the  following:  “Everywhere  the  term  ‘re- 
tired’ membership  occurs  in  the  Constitution  or 
Bylaws,  ‘life’  shall  be  substituted.” 

We  recommend  the  adoption  of  Part  Three  of  this 
resolution. 

Amendment  to  Bylaws,  Chapter  XIV,  Section  5. — 

Introduced  by  the  Medical  Society  of  the  County  of 
Queens,  number  57-70,  reads  as  follows: 

Resolved , that  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York,  Chapter  XIV, 
Section  5,  be  amended  to  read  as  follows: 

“ Section  5.  The  treasurer  of  each  component 
county  medical  society  shall  forward  to  the 
treasurer  of  this  Society  the  amount  of  the  state 
per  capita  assessment  collected  from  members 
of  his  county  as  promptly  as  possible  but  in  any 
event  before  the  first  day  of  June  of  each  year. 

The  committee  was  in  favor  of  this  resolution  as 
we  feel  that  we  have  not  been  adequately  compen- 
sated for  the  services  we  have  rendered  in  collecting 
the  dues  for  the  A.M.A.,  and  we  express  the  resent- 
ment of  the  physicians  who  received  a poorly  worded 
dunning  letter  from  the  A.M.A.  when  they  had  al- 
ready paid  their  dues  but  the  mechanism  had  failed 
to  record  this  payment. 

In  discussing  this  with  Dr.  Anderton  he  explained 
that  a new  procedure  had  been  put  into  effect  this 
year  which  would  allow  the  State  Society  to  retain 
the  sums  paid  into  it  for  a period  of  time  adequate 
enough  to  give  an  interest  return  that  would  reduce 
the  cost  of  administration,  and  that  the  Association 
was  setting  up  a mechanism  which  he  hoped  would 
result  in  the  elimination  of  any  letters  of  the  charac- 
ter which  our  membership  received. 

It  seemed  to  the  committee  in  view  of  these 
changes,  which  are  acceptable  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  as  a trial 
procedure,  we  should  withhold  action  on  this  resolu- 
tion at  this  time. 

Therefore,  we  do  not  recommend  the  adoption  of 


this  resolution  at  this  time. 

Changes  in  Language. — The  following  are  tech- 
nical changes  in  language  which  Dr.  Anderton  has 
suggested  and  which  have  been  acted  upon  by  your 
committee. 

We  recommend  the  following  alterations  in  Chap- 
ter II,  Section  1(c): 

Delete  “The  president  of  the  district  branches 
sitting  as  district  delegates”  and  substitute  “A 
representative  from  the  district  branch  shall  be 
elected  as  district  delegate.” 

We  recommend  the  adoption  of  this  portion  of  the 
amendment. 

In  Chapter  II,  Section  1 : In  the  sentence  begin- 
ning “should  the  president,”  delete  the  word  “presi- 
dent” and  substitute  “delegate.”  It  will  then  read: 
“Should  the  delegate  of  a district  branch  be  un- 
able to  serve  as  a district  delegate,  the  vice-presi- 
dent shall  so  serve,  and  in  case  of  his  inability  to 
serve,  the  president  of  the  district  branch  shall 
designate  a delegate.” 

In  the  same  section  in  the  sentence  beginning  with 
the  words  “in  case  either  the  president,”  delete  the 
word  “president”  and  substitute  for  it  the  word 
“delegate.”  It  will  then  read: 

“In  case  either  the  delegate  of  a district  branch 
or  a delegate  of  a scientific  section  is  to  be  re- 
placed, the  president  of  a district  branch  or  the 
chairman  of  the  scientific  section,  as  the  case  may 
be,  shall  notify  the  secretary  of  the  State  Medical 
Society  in  writing.” 

We  recommend  adoption  of  this  portion  of  the 
amendment. 

In  Chapter  IX,  in  the  17th  line  delete  the  word 
“president”  and  substitute  “delegate.”  It  will  then 
read: 

“Delegates  of  the  district  branches  sitting  in 
the  House  of  Delegates  shall  be  allowed  necessary 
expenses.” 

We  recommend  the  adoption  of  this  portion  of  the 
amendment. 

Chapter  XIII,  Section  1. — In  Section  1,  delete 
“who  will  be  a district  delegate”  and  substitute  the 
following:  “and  a district  delegate  for  two  j^ears.” 
This  paragraph  will  then  read : 

“Each  district  branch  shall  elect  a president  for 
two  years  and  a district  delegate  to  the  House  of 
Delegates  for  two  years.” 

We  recommend  adoption  of  this  portion  of  the 
amendment. 

Chapter  XIII,  Section  3:  Substitute  “delegate” 
for  “president”  in  line  2,  deleting  “as  a delegate,” 
and  continuing: 

“The  vice-president  shall  serve  as  delegate,  and 
if  the  vice-president  is  unable  to  so  function,  the 
president  shall  designate  an  alternate  delegate  to 
serve  and  shall  so  notify  the  Secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York.” 

The  last  sentence  of  this  section  should  be  de- 
leted. 

We  move  the  adoption  of  this  portion  of  the  reso- 
lution. 
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Reports  of  the  District  Branches 


First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District  Branch 
was  held  at  4:00  p.m.  on  Sunday,  May  12,  1957,  in 
the  West  Room  of  the  Hotel  Statler.  There  were 
59  voting  members  present. 

The  minutes  of  the  First  District  Branch  and  ab- 
stract of  the  Coordinating  Council  Minutes  were 
approved  as  published  in  the  New  York  State 
Journal  of  Medicine,  Annual  Reports. 

Dr.  Moses  Krakow,  treasurer,  reported  that  on 
May  6,  1956,  there  was  a balance  of  $782.87  in  the 
treasury.  The  receipts  during  the  past  year  were 
$1,055.69,  showing  a total  of  $1,838.56.  Expendi- 
tures from  May  1,  1956,  to  May  11,  1957  were 
$970.30,  leaving  the  present  balance  at  $862.26. 

Dr.  Herbert  Berger,  president,  discussed  the 
functions  of  the  First  District  Branch  and  of  the 
Coordinating  Council.  It  was  his  opinion  that  the 
Coordinating  Council  should  ask  permission  from 
the  constituent  county  medical  societies  and  the 
State  Society  to  act  directly  on  matters  only  of 
city-wide  interest  which  affect  the  physicians  or 
public  health  of  Greater  New  York.  Several  other 
members  agreed. 

Dr.  Samuel  Z.  Freedman  of  New  York  County 
offered  the  following  amendment  to  the  constitu- 
tion: “Chapter  VI.  Article  1 — The  Coordinating 

Council  shall  meet  bimonthly,  except  during  June, 
July,  August,  and  September,  on  dates  determined 
by  it.” 

Dr.  George  J.  Lawrence,  Jr.,  amended  this  to 
read:  “Chapter  VI.  Article  1 — The  Coordinating 
Council  must  hold  meetings  in  September,  Novem- 
ber, January,  and  March  in  addition  to  the  annual 
meeting  in  May,  and  any  other  time  special  meet- 
ings may  be  held  in  accordance  with  the  provisions 
of  the  Constitution  of  the  First  District  Branch.” 
On  motion,  this  was  approved  unanimously. 

The  following  statement  appeared  on  page  1260 
of  the  April  1,  1957,  issue  of  the  New  York  State 
Journal  of  Medicine: 

“7.  A free  choice  of  medical  plan  bill  will  be 
reintroduced.  However,  in  keeping  with  our 
policy  of  previous  years,  it  w*ill  not  be  actively 
supported  in  Albany  because  we  still  believe  that 
this  is  a problem  which  primarily  concerns  the 
doctors  in  the  downstate  area  and  the  battle 
should  be  fought  in  New  York  City.” 

Dr.  Henry  I.  Fineberg,  chairman  of  the  State 
Society  Legislation  Committee,  explained  this  state- 
ment and  the  First  District  Branch  agreed  to  sup- 
port a resolution  to  have  the  language  in  this  report 
changed  so  that  the  district  branch  will  know  that 
the  State  Medical  Society  Legislation  Committee 


would  work  for  all  of  its  constituent  bodies. 

Dr.  Thomas  F.  McCarthy,  Bronx,  offered  a resolu- 
tion asking  that  the  State  Medical  Society  furnish 
support  to  the  Physicians’  Home,  in  order  that  in- 
digent physicians  might  be  properly  cared  for.  The 
members  of  the  district  branch  agreed  to  support  a 
resolution  of  this  type. 

Immediately  following  the  meeting  of  the  First 
District  Branch,  Dr.  Ezra  A.  Wolff  presided  at  a 
meeting  of  the  Coordinating  Council.  At  this  meet- 
ing the  minutes  of  the  Coordinating  Council  were 
approved  as  submitted.  Dr.  Peter  M.  Murray  was 
elected  as  chairman  of  the  Coordinating  Council  for 
1957-1958  and  Dr.  George  J.  Lawrence,  Jr.,  was 
elected  vice-chairman. 

Dr.  Wolff  was  given  a rising  vote  of  thanks  for  his 
efforts  in  behalf  of  the  Coordinating  Council  during 
the  past  four  years. 

At  the  September  meeting  of  the  Coordinating 
Council,  Dr.  Peter  M.  Murray  was  officially  desig- 
nated as  the  Coordinating  Council’s  representative 
to  the  Hospital  Council  of  Greater  New  York. 

At  the  same  meeting  Dr.  Samuel  Frant,  Assistant 
to  the  Commissioner  of  Health,  New  York  City,  re- 
ported that  approximately  150,000  persons  between 
the  ages  of  twenty  and  forty  had  received  at  least 
two  doses  of  Salk  vaccine  during  the  campaign  of  the 
five  county  medical  societies  for  the  prevention  of 
paralytic  polio. 

The  matter  of  Asian  flu  was  discussed  at  length 
by  the  entire  Council  and  a committee  consisting  of 
Drs.  Samuel  Frant,  Roscoe  P.  Kandle,  Jerome 
Leon,  Charles  F.  McCarty,  and  Mr.  Robert  Potter, 
was  appointed  to  draw  up  a statement  for  the  press 
concerning  the  attitude  of  the  Coordinating  Council 
on  Asian  flu.  The  following  statement  was  ap- 
proved: “The  medical  problems  of  Asian  flu  were 

discussed  at  the  meeting  last  night  of  the  Coordi- 
nating Council  of  the  five  county  medical  societies 
of  New  York  City.  The  chairman  of  the  Council, 
Dr.  Peter  M.  Murray,  issued  the  following  state- 
ment: 

“1.  There  is  no  epidemic  of  the  disease  in  New 
York  City  at  the  present  time. 

“2.  If  there  is  a large  increase  in  the  number  of 
influenza  cases  they  will  probably  be  mild  as  they 
have  been  for  the  past  several  decades.  The  grippe- 
like symptoms  last  only  three  or  four  days  and  there 
are  few  serious  complications. 

“3.  At  the  first  sign  of  symptoms,  patients  are 
advised  to  call  their  family  doctor  and  obey  his 
instructions. 

“4.  The  vaccine  now  in  production  against  Asian 
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flu  may  give  protection  up  to  70  per  cent,  but  this 
has  not  yet  been  confirmed  in  large-scale  tests.  It 
is  based  on  experiments  with  vaccine  for  other  types 
of  influenza. 

“5.  When  the  vaccine  becomes  readily  available, 
the  Coordinating  Council  recommends  that  it  should 
first  be  given  to  individuals  performing  essential 
community  services.  The  vaccine  should  be  given 
only  on  the  judgment  of  the  individual  physician. 

“6.  Since  the  reactions  to  the  vaccine  may  be 
serious  in  infants  and  in  patients  with  debilitating, 
chronic,  or  allergic  diseases,  the  vaccine  should  be 
administered  with  caution  and  only  under  close 
medical  supervision.” 

At  the  November  12  meeting  Dr.  Kandle,  Acting 
Commissioner  of  Health,  discussed  an  “Interim 
Report  on  Asian  Influenza  in  New  York  City,” 
which  was  released  to  the  newspapers  on  November 
10,  1957.  Dr.  Kandle  reported  on  the  total  number 
of  deaths  from  influenza  in  New  York  City  since  the 
beginning  of  the  epidemic  and  also  reported  on  the 
age  distribution  of  the  patients  who  died.  He 
stated  there  was  definite  evidence  that  Asian  in- 
fluenza is  more  serious  when  contracted  by  pregnant 
women,  that  the  highest  death  rate  in  the  younger 
adult  group  was  among  pregnant  women,  that  the 
death  rate  was  also  greater  with  persons  who  suffered 
from  chronic  rheumatic  heart  disease  and  other  de- 
bilitating diseases,  and  among  the  older  population. 
Dr.  Kandle  felt  that  vaccine  for  Asian  flu  was  in 
good  supply  at  that  time. 

It  was  the  opinion  of  the  Council  that  the  decision 
as  to  who  should  or  should  not  receive  the  vaccine 
be  the  problem  of  the  individual  practitioner  of 
medicine. 

It  was  decided  that  a representative  be  sent  to 
the  hearing  of  the  New  York  State  Insurance  De- 
partment concerning  the  request  of  Blue  Cross 
(Associated  Hospital  Service)  for  an  increase  of  40 
per  cent  in  premium  rates.  Dr.  Peter  M Murray 
was  selected  to  appear  for  the  Coordinating  Council 
in  favor  of  this  increase.  It  was  also  approved 
that  the  Coordinating  Council  approach  the  Asso- 
ciated Hospital  Service  and  United  Medical  Service 
to  discuss  the  place  of  Blue  Cross  and  Blue  Shield  in 
medical  care  in  hospitals,  particularly  in  anesthesi- 
ology* pathologic  examinations,  and  radiologic 
examinations.  This  committee  consists  of  Drs. 
George  J.  Lawrence,  Jr.,  chairman,  Herbert  Berger, 
Carl  Ackerman,  Aaron  Kottler,  Joseph  Corr,  and 
Cyril  Levin. 

A committee  consisting  of  Drs.  Joseph  Alvich, 
Norton  Brown,  Herbert  Berger,  Charles  F.  McCarty, 
and  Ezra  A.  Wolff  was  appointed  to  meet  with  the 
committee  on  medical  jurisprudence  of  the  Greater 
New  York  Bar  Association  concerning  a recom- 
mendation that  the  two-year  statute  of  limitations 
in  malpractice  cases  be  amended  to  provide  that 
the  cause  of  action  be  not  deemed  to  have  accrued 
until  discovery  of  the  facts  constituting  the  mal- 
practice, or  until  two  years  from  the  date  of  the 
malpractice,  whichever  is  shorter. 

This  committee  met  several  times  with  the  com- 
mittee on  medical  jurisprudence  and  it  was  dis- 


covered that  this  recommendation  will  be  intro- 
duced into  the  Legislature  at  the  request  of  the 
Joint  Legislative  Committee  on  the  Judiciary,  con- 
sisting of  the  Republican  and  Democratic  leaders  of 
the  Senate  and  Assembly,  and  several  members  of 
the  New  York  State  judiciary.  It  was  determined 
that  no  action  would  be  taken  on  this  matter  during 
the  Legislature  session  of  1958. 

At  the  January  meeting  a request  was  read  from 
Dr.  Harold  Jacobziner,  assistant  commissioner  of 
health,  to  send  representatives  to  a postgraduate 
assembly  on  “Factors  in  Perinatal  Mortality.”  It 
was  approved  that  Drs.  George  J.  Lawrence,  Jr., 
John  G.  Masterson,  and  Joseph  Golomb  serve  as 
representatives  to  this  meeting  to  be  held  on  March 
18  and  19,  1958,  at  the  New  York  Academy  of 
Medicine. 

A resolution  passed  by  the  Medical  Society  of  the 
County  of  Kings  concerning  the  establishment  of  a 
university  hospital  at  the  Downstate  Medical 
College  in  Brooklyn  was  discussed  at  the  January 
and  February  meetings  of  the  Council.  To  date,  no 
final  action  has  been  taken. 

Respectfully  submitted, 

Herbert  Berger,  M.D.,  President 

Second  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

On  April  15,  1957,  the  executive  committee  of  the 
Second  District  Branch  met  at  the  Garden  City 
Hotel.  Present  were  Dr.  Leo  Flood,  outgoing  presi- 
dent; Dr.  Arthur  Corwith,  incoming  president; 
Dr.  John  Shell,  first  vice-president;  Dr.  Charles 
Shlimbaum,  second  vice-president;  Dr.  Albert 
Biglan,  secretary,  and  ex  officio,  Dr.  W.  P.  Anderton, 
secretary  of  the  Medical  Society  of  the  State  of 
New  York. 

The  possibility  of  holding  an  executive  session  in 
the  fall  instead  of  a full  meeting  was  discussed.  It 
was  decided  however  to  hold  a full  meeting  at  the 
Riverside  Inn  in  Smithtown  on  October  16,  1957. 
It  was  further  decided  that  it  would  be  better  to 
have  a distinguished  lay  speaker  rather  than  a 
scientific  program. 

The  annual  meeting  of  the  Second  District 
Branch  was  held  at  the  Riverside  Inn  at  7 p.m., 
October  16,  1957.  Following  a social  hour,  dinner 
was  served  to  the  members  and  guests.  After  dinner, 
the  officers  of  the  component  county  societies  and 
of  the  auxiliary  were  introduced.  Next,  Dr.  Thur- 
man B.  Givan,  president  of  the  State  Society,  spoke 
on  the  many  important  problems  facing  organized 
medicine.  It  was  an  interesting  and  instructive 
speech,  enthusiastically  received.  In  the  unavoid- 
able absence  of  Mrs.  Leif  Jensen,  president  of  the 
State  Woman’s  Auxiliary,  Mrs.  Joseph  Kinnaman, 
councillor  for  the  District  Branch  Auxiliary,  spoke 
on  the  w'ork  of  the  Auxiliary  and  introduced  several 
members  of  committees  of  the  Auxiliary.  Tne  final 
speaker  was  Mr.  William  Power  Maloney;  a dis- 
tinguished attorney,  wrho  gave  a most  interesting 
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talk  on  taxation  as  it  affects  the  medical  man. 

In  conclusion,  I should  like  to  thank  the  Auxiliary 
members  who  worked  so  hard  to  help  make  the 
meeting  a success. 

Respectfully  submitted, 

Arthur  E.  Corwith,  M.D.,  President 

Third,  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

A meeting  of  the  executive  committee  was  held 
at  the  Governor  Clinton  Hotel,  Kingston,  Saturday, 
May  25,  1957.  The  decision  was  made  to  hold  the 
fifty-first  annual  meeting  of  the  branch  in  Kingston 
at  the  Wiltwyck  Country  Club  on  October  3,  1957, 
with  registration  beginning  at  10 : 30  a.m.  The  pro- 
gram decided  upon  was  a panel  discussion  dealing 
with  medicoeconomic  and  medicolegal  problems 
with  special  reference  to  malpractice,  medicolegal 
testimony,  and  workmen’s  compensation.  As  has 
been  the  very  pleasant  custom  in  the  past,  it  was 
planned  to  have  a cocktail  and  luncheon  meeting 
with  the  ladies  of  the  Woman’s  Auxiliary  of  the 
Third  District  Branch  following  the  business  meet- 
ing and  immediately  preceding  the  scientific  session 
or  panel  discussion.  An  excellent  dinner  was  en- 
joyed in  conjunction  with  this  meeting  of  the 
executive  committee.  The  format  of  the  projected 
annual  meeting  was  felt  to  be  in  agreement  with  the 
general  feeling  expressed  at  the  business  meeting 
of  last  year,  at  which  time  the  decision  was  made 
to  do  away  with  the  purely  scientific  program  in 
lavor  of  a subject  of  medicoeconomic  interest. 

On  October  3,  1957,  the  fifty-first  annual  meeting 
of  the  Third  District  Branch  opened  at  the  Wiltwyck 
Country  Club  in  Kingston,  with  registration  be- 
ginning at  10:30  a.m.  The  business  meeting  was 
called  to  order  by  the  president  at  11:40  a.m.  The 
minutes  of  the  executive  meeting  of  the  fiftieth 
annual  meeting  were  read  and  approved.  Follow- 
ing a short  period  of  interesting  discussion  concern- 
ing the  poor  attendance  at  the  executive  meetings, 
the  suggestion  was  made  by  Dr.  William  C.  Rausch 
of  Albany  that  the  next  executive  meeting  be  held 
on  a Thursday  instead  of  Saturday  in  the  interests 
of  possibly  attaining  a better  attendance.  It  is, 
therefore,  planned  to  try  this  change  of  days. 

The  cocktail  and  luncheon  meeting  with  the  mem- 
bers of  the  Woman’s  Auxiliary  was,  as  usual,  thor- 
oughly enjoyed  by  all.  At  that  time  a highly  inter- 
esting and  thought-evoking  address  was  delivered 
by  Dr.  Thurman  B.  Givan,  president,  Medical 
Society  of  the  State  of  New  York.  Mrs.  Leif  G. 
Jensen,  president,  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  spoke  briefly  and 
effectively. 

The  panel  discussion  commenced  at  2:30  p.m. 
under  the  able  and  efficient  direction  of  Dr.  Edward 
F.  Shea  of  Kingston,  as  moderator.  Panelists  were : 
Honorable  Kenneth  S.  MacAffer,  Justice  of  the  Third 
Judicial  District  of  the  Supreme  Court  of  the  State 
of  New  York;  William  F.  Martin,  Esq.,  Legal 


Counsel  to  the  Medical  Society  of  the  State  of 
New  York;  Miss  Angela  Parisi,  Chairman,  Work- 
men’s Compensation  Board  of  the  State  of  New 
York,  and  Leo  Murin,  Esq.,  Acting  Legal  Counsel 
to  the  Workmen’s  Compensation  Board  of  the 
State  of  New  York.  This  excellent  array  of  talent 
covered  the  subject  under  discussion  and  many  re- 
lated matters  brilliantly  and  interestingly.  The 
ensuing  question-and-answer  periods  gave  ample 
evidence  of  the  general  interest  in  the  points  brought 
out  in  the  discussions. 

The  meeting  was  quite  well  attended.  And  from 
the  many  favorable  comments  it  was  apparent  that 
this  type  of  meeting  was  a welcome  change  from 
that  traditionally  held  in  the  past. 

Respectfully  submitted, 

Edwin  G.  Mulbury,  M.D.,  President 


Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  meeting  was  held  on 
April  25,  1957,  at  the  Mohawk  Golf  Club,  Schenec- 
tady, at  which  the  following  officers  were  present: 
Dr.  Alfred  A.  Hartman,  president;  Dr.  Leonard  J. 
Schiff,  first  vice-president;  Dr.  Milton  J.  Greenberg, 
secretary,  and  Dr.  Arthur  Q.  Penta,  treasurer. 

The  county  representatives  were  Dr.  Claire  K. 
Amyot,  Saratoga;  Dr.  Webster  N.  Moriata,  Sara- 
toga; Dr.  Robert  E.  Rockwell,  Saratoga;  Dr.  James 
M.  Blake  and  Dr.  Ralph  Isabella,  Schenectady,  and 
Dr.  Walter  S.  Bennett,  Washington. 

The  minutes  of  the  annual  meeting  held  October 
4,  1956,  were  read  and  amended  to  include  the  ap- 
pointment of  Dr.  Penta  as  a representative  to  the 
State  Society  Planning  Committee.  Plans  were 
made  for  the  annual  meeting  to  be  held  October  17 
in  Saratoga.  Also  discussions  as  to  the  program 
were  held  and  it  was  felt  that  panel  discussions  were 
well  received  at  the  last  meeting  and  that  more  time 
should  be  allowed  for  discussions  at  the  yearly 
meetings.  Dr.  Leonard  J.  Schiff  volunteered  to 
arrange  and  invite  the  speakers,  Dr.  Robert  Rockwell 
to  arrange  the  evening  program. 

For  the  annual  meeting  that  was  to  be  held  on 
October  17,  1957,  at  Saratoga,  the  program  was  well 
arranged  and  there  was  a good  representation  of  the 
State  Society  officers,  and  a good  panel  of  speakers 
were  on  hand.  But  a week  before  the  meeting  Dr. 
Leonard  Schiff  sent  in  his  resignation  as  president  of 
the  Fourth  District  Branch,  and  no  other  person  in 
the  society  knew  what  all  the  arrangements  were  and 
what  effort  was  made  to  have  a large  turnout  of  the 
membership  for  the  meeting.  Thus  because  of  the 
circumstances  present,  there  was  no  effort  made  by 
any  of  the  component  county  societies  to  have  the 
members  attend  the  meeting.  Even  the  president 
of  the  host  (Saratoga)  society  was  away  at  a meeting 
in  Atlantic  City,  and  he  was  unable  to  have  a good 
turnout  of  the  local  members. 

Those  of  the  fortunate  members  who  attended 
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the  meeting  were  first  introduced  to  Dr.  J.  Stanley 
Kenney,  chairman  of  the  Board  of  Trustees  of  the 
Medical  Society  of  the  State  of  New  York,  and  he 
was  given  a rising  ovation  by  the  members.  Dr. 
Roman  R.  Violyn  presided  at  the  meeting  and  intro- 
duced the  speakers  of  the  afternoon:  Dr.  John  C. 

McClintock,  chairman  of  the  Committee  on  Eco- 
nomics of  the  State  Society,  whose  subject  was  Blue 
Cross,  Blue  Shield,  and  Medicare;  Mr.  George  P. 
Farrell,  Director,  Bureau  of  Medical  Care  Insurance, 
Medical  Society  of  the  State  of  New  York,  and  Mr. 
Frederick  J.  Bond,  Public  Relations  Director, 
Northeastern  New  York  Medical  Service,  Inc. 

The  panel  on  malpractice  was  conducted  by  Dr. 
Thomas  M.  d’ Angelo,  chairman,  Malpractice  Insur- 
ance and  Defense  Board,  Medical  Society  of  the 
State  of  New  York.  Other  speakers  on  the  panel 
were  Robert  Bell,  Esq.,  Assistant  Counsel,  Medical 
Society  of  the  State  of  New  York,  and  Mr.  James 
M.  Arnold,  Indemnity  Representative,  Medical 
Society  of  the  State  of  New  York.  There  was  a very 
lively  discussion  of  the  subjects  and  the  speakers 
were  well  received.  Mr.  Francis  J.  O’Brien,  mem- 
ber of  the  State  Board  of  Pharmacy,  spoke  on  im- 
pending legislation  prohibiting  the  sale  of  drugs  by 
other  than  licensed  pharmacists. 

The  business  meeting  was  called  to  order  by  Dr. 
Violyn,  and  with  the  help  of  Dr.  W.  P.  Anderton, 
secretary  of  the  State  Medical  Society,  it  was  de- 
cided to  have  Dr.  Violyn  act  as  president  of  the 
Fourth  District  Branch,  and  to  send  another  letter 
to  Dr.  Schiff,  so  that  he  may  reconsider  his  resigna- 
tion as  president.  This  was  done  by  Dr.  Penta,  our 
district  secretary.  Dr.  Schiff  answered  and  again 
stated  that  because  of  business  and  health  conditions 
he  will  be  unable  to  reconsider,  and  his  resignation 
stands  as  previously  submitted. 

After  the  usual  cocktail  hour  following  the  business 
meeting,  and  everyone  stimulating  their  appetites, 
the  dinner  was  served  at  the  Newman’s  Lakehouse. 
Dr.  Violyn  introduced  Dr.  Robert  Rockwell,  presi- 
dent of  the  host  society.  Dr.  Violyn  then  called 
upon  Dr.  Leo  E.  Gibson,  president-elect  of  the 
Medical  Society  of  the  State  of  New  York,  who  de- 
livered the  usual  president’s  address  and  paid  tribute 
to  some  of  the  past  and  present  members  of  the 
Fourth  District  Branch.  Dr.  Kenney  was  also 
called  upon  to  speak  to  the  dinner  group. 

Mrs.  Maurice  G.  Sheldon,  president-elect, 
Woman’s  Auxiliary  of  the  State  Medical  Society, 
spoke  of  the  active  field  and  the  role  of  the  Auxiliary 
in  public  relations.  The  average  medical  man  for- 
gets how  much  his  wife  and  all  the  other  wives  of  the 
doctors  can  accomplish  for  them. 

Mrs.  Mary  Ryan,  councillor  of  the  Woman’s 
Auxiliary,  was  also  present.  Dr.  Oscar  Greene,  one 
of  the  members,  entertained  the  group  at  the  piano. 

The  main  speaker  of  the  evening  was  Dr.  Ku- 
Kuang  Chu,  Professor  of  Oriental  Culture  and  Edu- 
cation, Skidmore  College.  He  had  just  returned 
from  a sabbatical  year  in  the  Far  East.  He  gave  an 
interesting  talk  on  the  present  conditions  there  and 
recommended  that  the  men  consider  taking  a trip 
to  the  Far  East.  He  feels  that  one  will  get  his 
money’s  worth. 


Everyone  present  for  the  afternoon  and  evening 
meeting  felt  that  those  who  did  not  come  missed  a 
great  meeting  and  a good  time.  I feel  that  two  or 
three  weeks  before  the  next  meeting  we  should  use 
the  services  of  our  auxiliary  to  contact  all  the  doctors’ 
waves,  sell  the  dinner  tickets,  and,  weather  per- 
mitting, a large  attendance  will  be  there  to  meet  our 
next  year’s  speakers  at  the  1958  annual  meeting  of 
the  Fourth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York. 

Respectfully  submitted, 

Roman  R.  Violyn,  M.D.,  First  Vice-President 

» 

Fifth  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

As  in  the  past  several  years,  the  Fifth  District 
Branch  meeting  was  held  on  October  10,  1957,  at 
Utica.  Through  the  courteous  cooperation  of  the 
tricounty  group,  we  were  privileged  to  have  this 
meeting  in  conjunction  with  the  annual  heart  pro- 
gram. After  the  scientific  program,  a business 
meeting  was  held,  at  which  a slate  of  officers  for  the 
coming  two  years  was  presented  and  unanimously 
accepted. 

By  far  the  greater  majority  are  in  favor  of  main- 
taining our  Fifth  District  offices  in  connection  with 
some  other  meeting,  thus  eliminating  duplication  of 
effort  and  expenses  and  at  the  same  time  securing  a 
much  better  attendance. 

Again,  we  are  grateful  for  the  opportunity  of 
meeting  with  the  tricounty  group  at  our  annual 
heart  day. 

Respectfully  submitted, 

Olin  J.  Mowry,  M.D.,  President 


Sixth  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

The  executive  committee  met  at  the  Arlington 
Hotel  at  Binghamton  on  April  19,  1957.  It  was 
decided  to  hold  an  afternoon  and  evening  session  for 
the  annual  meeting  of  the  Sixth  District  Branch  on 
September  25,  1957,  at  the  Cortland  Country  Club. 
After  discussion,  it  was  decided  to  have  a panel  at 
the  afternoon  session  on  “Crash  Injuries  and  Their 
Prevention.” 

Dr.  George  Nevin  of  Cortland  was  made  chairman 
of  a committee,  with  Dr.  Norman  S.  Moore  of  Ithaca, 
and  the  president  to  secure  speakers  for  the  panel 
discussion.  Dr.  Nevin  was  also  asked  to  serve  as 
chairman  of  local  committee  on  arrangements. 

The  fifty-first  annual  meeting  was  held  on  Sep- 
tember 25,  1957,  at  the  Country  Club  in  Cortland. 
Registration  was  at  3 : 00  p.m.  The  panel  discussion, 
“Crash  Injuries  and  Their  Prevention,”  began  at 
3:30  p.m.  with  Dr.  Norman  S.  Moore  acting  as 
moderator.  The  panel  members  were:  Honorable 

Leo  W.  Begley,  Assistant  Commissioner  of  Motor 
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Vehicles,  State  of  New  York;  Mr.  John  Moore,  Di- 
rector of  Automotive  Crash  Injury  Research  Lab- 
oratory, New  York  City,  and  Dr.  Fletcher  Wood- 
ward, Chairman,  American  Medical  Association 
Committee  on  Safety.  A tape  recording  was  made 
of  these  discussions  so  that  they  can  be  published 
in  the  Journal  of  the  State  Society.  At  5:00  p.m. 
a film,  “Crash  Injury,”  was  shown  (courtesy  of  Dr. 
Woodward).  At  5:30  p.m.  a business  meeting  was 
held.  The  following  were  elected  officers  for  the  next 
two  years : 

President James  Greenough,  M.D.,  Oneonta 

First  Vice-President 

C.  Stewart  Wallace,  M.D.,  Ithaca 

Second  Vice-President 

George  F.  Nevin,  M.D.,  Cortland 

Secretary Hugh  D.  Black,  M.D.,  Norwich 

Treasurer.  . . .George  G.  McCauley,  M.D.,  Ithaca 

Following  the  afternoon  sessions  there  was  a social 
hour,  and  then  an  excellent  dinner  was  served  which 
everyone  enjoyed  very  much.  Following  the  dinner 
the  officers  of  the  State  Society  who  were  present 
were  introduced.  Also,  Mrs.  Leif  G.  Jensen,  of 
Staten  Island,  president  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York,  made 
a short  address. 

Dr.  Leo  E.  Gibson,  president-elect  of  the  Medical 
Society  of  the  State  of  New  York,  gave  an  address 
on  “The  Economics  of  Medicine,”  to  begin  the 
evening  session.  This  session  closed  with  a highly 
interesting  and  humorous  lecture  by  Dr.  George  H. 
Healey,  Professor  of  English  and  Curator  of  Rare 
Books  at  Cornell  University,  Ithaca.  Dr.  Healey’s 
subject  was  “Where  Did  You  Get  Your  Name?” 

I am  sure  all  of  the  members  present  are  grateful 
to  Dr.  C.  Stewart  Wallace  for  obtaining  Dr.  Healey 
as  our  after-dinner  speaker. 

In  closing  my  tenure  as  president  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York,  I am  most  grateful  to  Dr.  W.  P.  Ander- 
ton,  Dr.  James  Greenough,  Dr.  Leo  E.  Gibson,  Mr. 
F.  W.  Miebach,  and  others  of  the  State  Society  who 
have  given  freely  of  their  counsel  and  advice.  My 
sincere  thanks  to  the  officers  and  members  of  the 
Sixth  District  who  have  been  so  helpful  in  our  efforts 
to  preserve  and  stimulate  interest  in  the  district 
branch. 

Respectfully  submitted, 

William  T.  Boland,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

The  annual  report  for  the  Seventh  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
consists  of  the  following  noteworthy  activities  and 
functions.  A meeting  of  the  advisory  council  was 
held  at  the  Hotel  Canandaigua  on  February  28, 
1957.  It  was  well  attended,  12  doctors  being  pres- 
ent. A critique  of  the  last  annual  district  meeting 
was  held  and  it  was  agreed  that  the  format  of  the 


meeting  seemed  to  meet  with  the  preference  of  most 
doctors  in  the  district.  Therefore,  this  type  of 
meeting,  with  afternoon  scientific  sessions  and  a 
dinner  meeting  at  night,  would  be  continued  for  the 
year  1957.  The  president  reported  briefly  on  the 
Sesquicentennial  meeting  held  in  New  York  City  in 
mid-February. 

The  officers  of  the  State  Society  and  the  various 
men  who  participated  on  the  committees  are  to  be 
highly  congratulated  on  this  splendid  meeting. 
Several  of  the  district  branch  members  who  attended 
the  Sesquicentennial  luncheon  on  February  18  were 
especially  impressed.  In  fact,  it  was  decided  that 
the  theme  of  our  dinner  meeting  to  be  held  in 
September  would  be  the  “Inter-relationship  of 
Religion  and  Medicine.” 

Dr.  Joseph  A.  Lane  of  Rochester,  vice-speaker  of 
the  House  of  Delegates,  was  elected  president  of 
the  Seventh  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  for  the  1957-1959  term 
at  the  51st  annual  meeting  Thursday,  September 
19,  1957,  in  the  Sheraton  Hotel,  Rochester.  Other 
officers  to  the  executive  committee  also  elected  for 
two-year  terms  are:  Dr.  James  H.  Arseneau,  first 

vice-president;  second  vice-president,  Dr.  William 
Dorr,  Auburn;  Dr.  Robert  F.  D.  Gibbs,  Seneca 
Falls,  treasurer,  and  Dr.  Philip  M.  Standish, 
Canandaigua,  secretary.  Dr.  Eldred  J.  Stevens, 
Hammondsport,  is  immediate  past-president. 

Following  early  afternoon  registration,  members 
and  the  Auxiliary  participated  in  their  own  pro- 
grams. Branch  members  heard  an  interesting  and 
informative  panel  on  “Geriatric  Problems”  moder- 
ated by  Dr.  Lyman  C.  Boynton  of  Rochester. 
Participants  were  Dr.  Frank  Reynolds,  chief  of  the 
New  York  State  Bureau  of  Geriatrics;  Dr.  Daniel 
Schuster,  assistant  professor  of  psychiatry  of  the 
University  of  Rochester,  and  Dr.  Herbert  Nitkin, 
medical  director  of  the  Department  of  Welfare  of  the 
County  of  Onondaga. 

Mr.  George  P.  Farrell,  Medicare  Administrative 
Officer  for  the  State  of  New  York,  discussed  latest 
information  and  fee  schedule  changes  in  the  Depend- 
ents’ Medical  Care  Act  which  became  law  December 
7,  1956.  The  program  in  the  afternoon  concluded 
with  a talk  by  Mr.  Hugh  A.  Johnson  of  Buffalo  on 
investments. 

A dinner  meeting  in  the  hotel  attracted  about  80 
persons.  Dr.  Leo  E.  Gibson,  president-elect  of  the 
State  Medical  Society,  spoke  concerning  many  of 
the  issues  now  facing  us.  Mrs.  Leif  G.  Jensen  de- 
livered greetings  as  president  of  the  State  Society 
Woman’s  Auxiliary. 

Principal  speakers  were  three  clergymen:  Rev. 

Oren  H.  Baker,  dean  and  professor  of  pastoral  the- 
ology at  Colgate-Rochester  Divinity  School,  repre- 
sented the  Protestant  and  Rev.  Joseph  L.  Hogan, 
professor  of  theology  at  St.  Bernard’s  Seminary, 
the  Roman  Catholic  Christian  faiths.  Rabbi  Abra- 
ham J.  Karp  of  Temple  Beth  El,  Rochester,  spoke 
concerning  the  Jewish  faith. 

Each  speaker  made  earnest  reference  to  the  many 
areas  in  which  there  is  mutual  concern  for  the  pa- 
tient by  both  the  clergy  and  the  doctors.  Elabo- 
ration upon  the  individual  traditions  and  various 
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ecclesiastic  practices  offered  considerable  enlight- 
ment  to  the  medical  profession. 

Prior  to  the  dinner,  a social  hour  was  held  through 
the  courtesy  of  the  Rochester  Blue  Cross  and  Blue 
Shield  organizations. 

Respectfully  submitted, 

Eldred  J.  Stevens,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  year  1957  for  the  Eighth  District  Branch  was 
marked  by  its  annual  scientific  meeting  and  two 
dinner  meetings  of  its  advisory  council  of  presidents 
and  secretaries  and  other  auxiliary  groups  of  the 
branch. 

The  year’s  activities  got  away  to  a good  start  at 
the  annual  mid-winter  dinner  meeting  of  the  ad- 
visory council,  allied  bodies,  and  legislation  com- 
mittee chairmen  at  Hotel  Statler  Hilton,  Buffalo, 
on  the  night  of  February  7,  with  Dr.  Elmer  T. 
McGroder,  Buffalo,  branch  president,  presiding  over 
an  attendance  of  24. 

The  business  session  was  devoted  in  the  main  to 
discussion  of  arrangements  for  the  1957  annual 
meeting  of  the  branch  to  be  held  at  Kleinhans  Music 
Hall,  Buffalo,  on  September  18.  It  was  agreed  that 
the  annual  meeting  would  follow  the  format  of  the 
1956  and  1955  annual  meetings,  to  wit,  a scientific 
session  in  the  afternoon  topped  off  by  a cocktail 
party  and  dinner  dance  in  the  evening.  Dr.  Milton 
Terris,  assistant  dean  for  postgraduate  education  at 
the  University  of  Buffalo  School  of  Medicine  and 
chairman  of  the  program  committee,  made  a pre- 
liminary report  on  the  scientific  session  arrange- 
ments. 

President  McGroder  announced  his  appointment 
of  the  nominating  committee  with  Dr.  Sydney  L. 
McLouth,  Corfu,  as  chairman,  and  then  the  meeting 
voted  to  renominate  Dr.  Arthur  L.  Runals,  Olean, 
to  the  Hospital  Service  Corporation  of  Western  New 
York  (Blue  Cross)  for  another  term  as  member  of 
the  corporation,  representing  the  branch. 

Dr.  Joseph  C.  O’Gorman,  Buffalo,  was  reelected 
for  another  one-year  term  as  chairman  of  the  central 
conference  committee  on  workmen’s  compensation 
problems.  Component  county  societies  were  in- 
vited to  participate  in  the  exhibit  on  “History  and 
Progress  of  Medicine”  to  be  staged  during  July  at 
the  Erie  County  Savings  Bank  by  the  Erie  County 
Medical  Society  as  the  highlight  of  its  local  observ- 
ance of  the  Sesquicentennial  celebration  of  the 
Medical  Society  of  the  State  of  New  York. 

The  meeting  concluded  with  the  consideration  of 
a large  number  of  bills  pending  in  the  1957  session 
of  the  Legislature  of  major  interest  or  concern  to 
medicine,  notably  the  Peterson-Brennan  Bill  for  the 
licensure  of  chiropractors.  A fight  to  the  finish 
against  this  measure  was  pledged.  The  meeting 
took  action,  pro  or  con,  on  a wade  variety  of  other 
bills. 

Plans  by  the  Eighth  and  Seventh  District 


Branches  to  hold  a joint  dinner  meeting  of  delegates 
and  leadership  elements  at  the  Hotel  Statler,  New 
York  City,  on  the  evening  of  May  13,  opening  day 
of  the  1957  Meeting  of  the  House  of  Delegates  of 
the  State  Medical  Society,  were  abandoned  when  it 
was  learned  that  the  proposed  dinner  meeting  would 
conflict  with  arrangements  by  the  State  Medical 
Society  to  hold  a complimentary  dinner  on  the  same 
evening  for  all  attending  delegates  and  affiliated 
forces. 

The  52nd  annual  meeting  of  the  Eighth  District 
Branch  was  held  at  Kleinhans  Music  Hall,  Buffalo, 
on  September  18.  The  meeting  was  divided  into 
four  parts:  (1)  The  noontime  luncheon  meeting  of 

the  advisory  council  and  allied  groups,  attended  by 
30  branch  leaders  and  presided  over  by  President 
McGroder;  (2)  the  afternoon  scientific  session  con- 
sisting of  two  excellent  panel  discussions;  (3)  the 
annual  business  meeting  at  which  the  biennial  elec- 
tion of  branch  officers  took  place,  and  (4)  the  eve- 
ning dinner  dance  and  meeting,  attended  by  between 
90  and  100  persons,  which  was  addressed  by  Dr. 
Leo  E.  Gibson,  Syracuse,  president-elect  of  the 
State  Medical  Societ}’’,  and  Mrs.  Leif  G.  Jensen, 
Staten  Island,  president  of  the  Woman’s  Auxiliary 
to  the  State  Medical  Society. 

These  branch  officers  were  elected  at  the  after- 
noon business  meeting  to  serve  for  1958-1959: 
Dr.  Wilfrid  M.  Anna,  Lockport,  president;  Dr. 
Clyde  L.  Wilson,  Jamestown,  president-elect;  Dr. 
Richard  A.  Loomis,  Springville,  Dr.  Joseph  A.  Win- 
termantel,  Olean,  secretary,  and  treasurer. 

Highlight  of  the  advisory  council  meeting  was 
adoption  of  a resolution  offered  by  Dr.  Matthew 
L.  Carden,  president  of  the  Erie  County  Medical 
Society,  expressing  the  wholehearted  approval  of 
the  branch  for  the  fluoridation  of  drinking  water 
supplies  as  a dental  health  measure.  The  same 
advisory  council  meeting  appointed  the  Charles  J. 
Sellers  & Co.,  Buffalo,  official  consultant  on  insur- 
ance problems  to  the  Eighth  District  Branch,  its 
officers,  and  agencies. 

The  scientific  meeting  program  was  presented  by 
the  University  of  Buffalo  School  of  Medicine  and 
consisted  of  two  panel  discussions  on  “Practical 
Management  of  the  Cancer  Patient — Prevention, 
Diagnosis,  Cure,  and  Palliation,”  and  “Rheumatic 
Fever  and  Rheumatic  Heart  Disease.” 

The  year’s  activities  closed  with  the  annual  early- 
winter  dinner  meeting  of  the  advisory  council  and 
allied  groups,  held  at  Hotel  Statler  Hilton,  Buffalo, 
on  the  evening  of  December  5.  The  attendance  of 
35  branch  officers  and  guests  set  a record. 

This  meeting  voted  to  accept  the  cordial  invita- 
tion of  the  Niagara  County  Societjr  to  stage  the  1958 
annual  scientific  meeting  and  dinner  dance  at  Lock- 
port  on  Thursday,  September  25.  The  invitation 
was  extended  by  Dr.  H.  Braden  Fitz-Gerald,  presi- 
dent of  the  Niagara  County  Medical  Society, 
strongly  seconded  by  President  Wilfrid  M.  Anna. 
President  McGroder  appointed  Dr.  Milton  Terris 
to  be  chairman  of  the  scientific  program  committee 
for  another  annual  meeting  of  the  branch.  Dr.  John 
T.  Donovan,  Jr.,  Lockport,  secretary  of  the  Niagara 
County  Medical  Society,  was  named  chairman  of 
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local  committee  on  arrangements. 

Highspot  of  the  evening’s  program  was  an  address 
by  Dr.  Henry  I.  Fineberg,  Jamaica,  chairman  of  the 
Council  Committee  on  Legalization  of  the  State 
Medical  Society.  His  topic  was  “The  1958  Session 
of  the  State  Legislature — An  Important  One  for 
Medicine.” 

Respectfully  submitted, 

Elmer  T.  McGroder,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

Annual  meetings  of  the  Ninth  District  Branch, 
such  as  have  been  held  since  the  reorganization  of 
the  group,  are  now  history. 

The  eighth  annual  meeting  was  held  at  the 
Mahopac  Golf  Club  on  October  2,  1957.  It  could 
not  have  been  a more  delightful  Fall  day  if  the  choice 
had  been  within  the  province  of  Dr.  W.  P.  Kelly,  Jr., 
who  was  chairman  of  arrangements.  Several  of  our 
members  availed  themselves  of  the  facilities  pro- 
vided for  that  ancient  and  honorable  game. 

The  Woman’s  Auxiliary  of  the  Ninth  District 
Branch  met  at  luncheon  and  presented  a most 
interesting  program.  The  theme,  “Nursing  as  a 
Career,”  was  thought-provoking  and  should  result 
in  interesting  more  of  our  girl  graduates  to  enter 
this  field. 

Following  a cocktail  hour,  which  was  enjoyed 
thoroughly,  dinner  was  served  at  most  attractively 
decorated  tables.  For  this,  the  committee  of  the 
woman’s  auxiliary  must  be  complimented  as  well  as 
for  the  registration  of  members  and  guests. 

At  the  dinner  for  members  and  wives  the  question 
“Shall  this  type  of  district  branch  meeting  be  dis- 
continued?” was  discussed  most  thoroughly.  One 
might  say  it  was  a “parliamentary  hassle”  but  when 


the  smoke  cleared,  the  decision  was:  “The  Ninth 

District  Branch  shall  hold  its  annual  meeting  at 
the  time  and  place  of  the  annual  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  and  during  the  said  session,  and 
the  annual  meeting  of  the  Ninth  District  Branch 
shall  consist  of  the  delegates  to  the  Medical  Society 
of  the  State  of  New  York,  and  during  the  said  ses- 
sion, and  the  annual  meeting  of  the  Ninth  District 
Branch  shall  consist  of  the  delegates  to  the  Medical 
Society  of  the  State  of  New  York  from  the  constit- 
uent county  medical  societies  of  the  Ninth  Dis- 
trict Branch.  A quorum  shall  consist  of  three 
fourths  of  the  delegate  members.” 

We  were  deeply  grateful  to  Dr.  Thurman  B. 
Givan,  president  of  the  Medical  Society  of  the 
State  of  New  York,  who  spoke  briefly  of  the  work  of 
our  State  Society.  An  added  pleasure  was  the 
presence  of  Mrs.  Lief  G.  Jensen,  president  of  the 
Woman’s  Auxiliary,  who  told  of  the  aims  of  the 
Auxiliary.  Dr.  W.  P.  Anderton,  secretary  of  the 
Medical  Society  of  the  State  of  New  York,  and  Dr. 
Frederick  W.  Williams,  speaker  of  the  House,  were 
introduced. 

The  planned  speaker  of  the  evening,  Chaplain 
Earl-Clayton  Grandstaff,  was  to  have  discussed  a 
most  timely  topic,  “Raghead,”  but  due  to  illness 
he  was  unable  to  be  present.  We  were  fortunate 
in  securing  Dr.  William  A.  Brumfield,  Jr.,  com- 
missioner of  Westchester  County  Health  Depart- 
ment, who  gave  a most  informative  talk  on  “Chronic 
Disease.”  In  closing,  Dr.  Brumfield  left  this  gem: 
“You  ask  how  I know  my  youth  is  spent. 

My  get  up  and  go  has  got  up  and  went. 

But  I grin  when  I think  where  it’s  been.” 

If  all  could  have  this  philosophy,  aging  would  be 
more  pleasant  and  chronic  disease  accepted  with 
greater  tolerance. 

Respectfully  submitted, 

Earl  C.  Waterbury,  M.D.,  President 
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1958  House  of  Delegates 
Medical  Society  of  the  State  of  New  York 


The  following  resolutions  will  be  presented  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  at  its  meeting  May  12  to 
14,  1958,  Hotel  Statler,  New  York  City,  and  are  published  here  for  in- 
formation. 


Establishment  of  a Section  on  Blood  Banking  58-1 

Introduced  by:  Herbert  Berger,  M.D.,  Rich- 

mond, as  an  individual 

Whereas,  there  has  been  increasing  interest  in 
the  procurement,  storage,  and  administration  of 
blood;  and 

Whereas,  clinicians  interested  in  this  segment  of 
medical  practice  have  no  opportunity  to  meet  inde- 
pendently; now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  establish  a Section  on  Blood  Banking. 

Required  Immunization  Record  on  Drivers 
Licenses  58-2 

Introduced  by:  Medical  Society  of  the  County 

of  Albany 

Whereas,  immunization  with  tetanus  toxoid  has 
been  proved  to  be  99  per  cent  effective,  if  adminis- 
tered correctly  and  if  adequate  booster  injections 
are  given;  and 

Whereas,  the  inherent  danger  of  anaphylactic 
shock  and  severe  allergic  reactions  are  known  to 
occur  with  injections  of  tetanus  antitoxin,  which 
contains  horse  serum;  and 

Whereas,  in  this  day  and  age  of  high-horse- 
powered  vehicles,  super  highways,  and  speed  in  all 
forms  of  travel,  there  are  increasing  numbers  of 
fatal  and  nonfatal  accidents  in  which  there  is  the 
ever-present  threat  of  tetanus;  and 

Whereas,  the  majority  of  adults  now  have  a 
driver’s  license;  now  therefore  be  it  hereby 

Resolved,  that  the  State  of  New  York  Bureau  of 
Motor  Vehicles  be  requested,  on  all  new  driving 
licenses,  to  leave  two  spaces  to  be  filled  in  by  a 
physician,  stating  (1)  whether  or  not  a regular 
immunization  of  tetanus  toxoid  has  been  given  and 
(2)  the  date  of  administration  of  the  last  booster 
dose. 


Election  to  Life  Membership  58-3 

Introduced  by:  Medical  Society  of  the  County 

of  New"  York 

Whereas,  Dr.  Arthur  Starkey  Wilson  was  not 
proposed  for  retired  (now  designated  life)  member- 
ship in  the  Medical  Society  of  the  State  of  New  York 
at  the  1956  House  of  Delegates;  and 

Whereas,  Dr.  Wilson  was  eligible  for  life  mem- 
bership at  that  time,  having  reached  the  age  of 
seventy-seven  years;  now  therefore  be  it  hereby 
Resolved,  that  the  action  on  his  being  dropped 
from  membership  in  1956  be  rescinded;  and  be  it 
further 

Resolved,  that  Dr.  Arthur  Starkey  Wilson  be 
elected  to  retired  (now  designated  life)  membership 
in  the  Medical  Society  of  the  State  of  New  York  as 
of  Ma}r  9,  1956. 

Election  to  Life  Membership  58-4 

Introduced  by:  Medical  Society  of  the  County 

of  Montgomery 

Whereas,  Dr.  William  H.  Seward,  being  over 
seventy  years  of  age,  was  eligible  for  election  to  life 
membership  in  the  Medical  Society  of  the  State  of 
New  York  in  1957;  and 

Whereas,  through  no  fault  of  his  own,  his  name 
was  not  proposed  for  such  life  membership;  now 
therefore  be  it  hereby 

Resolved,  that  Dr.  William  H.  Seward  be  elected 
to  life  membership  in  the  Medical  Society  of  the 
State  of  New  York  as  of  May  15,  1957. 

Social  Security  Benefits  for  Self-employed 
Physicians  58-5 

Introduced  by:  Medical  Society  of  the  County 

of  Erie 
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Whereas,  physicians  in  private  practice  are  the 
only  remaining  professional  group  today  not  re- 
ceiving the  benefits  of  coverage  by  the  Old  Age  and 
Survivors  Insurance  system  of  the  United  States, 
all  other  self-employed  professional  groups,  including 
lawyers,  dentists,  and  pharmacists,  having  become  a 
part  of  the  Social  Security  program  at  their  own 
request;  and 

Whereas,  it  is  widely  recognized  that  Social 
Security  can  be  a foundation  for,  or  a supplement  to, 
a well-rounded  insurance  program,  and  practicing 
physicians  should  be  afforded  the  opportunity  to 
include  in  such  a program  the  survivors  benefits, 
retirement  benefits,  and  disability  benefits  insured 
under  the  terms  of  the  Social  Security  Act  and  now 
available  to  millions  of  other  Americans;  and 

Whereas,  Federal  authorities  have  made  it  un- 
mistakably clear  that  no  Social  Security  coverage 
will  be  extended  to  physicians  on  a voluntary  basis, 
since  by  so  doing  they  would  be  granting  medical 
doctors  exclusively  a status  not  conferred  on  the 
many  other  professional  groups  now  embraced  in  the 
Social  Security  system;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  at  its  1957  House  of  Delegates  withdrew 
its  opposition  to  the  inclusion  of  self-employed 
physicians  in  the  Social  Security  system  on  the 
existing  compulsory  basis  for  all  professionals  and  by 
resolution  adopted  directed  its  delegates  to  the  1957 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation to  introduce  and  work  for  the  approval  of  a 
resolution  urging  Congress  to  include  self-employed 
physicians  in  the  Social  Security  system  on  a com- 
pulsory basis;  and 

Whereas,  the  resolution  adopted  by  the  1957 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  was  introduced  in  the  1957 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation but  was  summarily  rejected,  in  the  face  of 
the  rising  tide  of  sentiment  among  physicians 
throughout  the  nation  for  the  inclusion  of  self- 
employed  physicians  in  the  Social  Security  system; 
now  therefore  be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State  of 
New  York,  represented  in  this  meeting  of  its  House 
of  Delegates,  does  hereby  reaffirm  its  stand  and 
action  of  a year  ago  by  again  calling  upon  Congress 
to  extend  the  benefits  of  Social  Security  to  self- 
employed  physicians  and  by  again  instructing  its 
delegates  to  the  next  House  of  Delegates  of  the 
American  Medical  Association  to  introduce  and 
press  for  adoption  of  a resolution  by  that  House 
urging  Congress  to  include  self-employed  doctors  of 
medicine  in  the  Social  Security  system  on  a com- 
pulsory basis. 

Mail  Poll  of  A.M.A.  Membership  on  Inclusion  of 
Physicians  in  Social  Security  System  58-6 


Introduced  by:  Medical  Society  of  the  County 

of  Erie 

Whereas,  there  appears  to  be  conclusive  evidence 
that  a very  substantial  portion  of  the  self-employed 
physicians  of  the  United  States  are  desirous  of  being 
included  in  the  Federal  Social  Security  system, 
thereby  making  available  to  themselves  and  their 
families  the  survivors,  retirement,  and  disability 
benefits  presently  denied  them  but  enjoyed  by 
members  of  all  other  professions ; and 

Whereas,  the  medical  doctors  of  state  after  state, 
notably  New  York,  having  the  largest  state  medical 
society  in  the  nation,  have  gone  on  record  as  urging 
Congress  to  bring  self-employed  physicians  into  the 
Social  Security  system;  and 
Whereas,  omission  of  self-employed  physicians 
from  the  Social  Security  system  is  the  direct  result, 
it  is  generally  recognized,  of  influence  exerted  by  the 
American  Medical  Association  in  its  House  of  Dele- 
gates and  in  Congress,  the  1957  session  of  the  House 
of  Delegates  of  the  American  Medical  Association 
having  decided  in  a paternal  manner  that  its  mem- 
bers did  not  or  should  not  desire  to  be  included  in 
the  Social  Security  system;  and 
Whereas,  unfortunately,  reliable  and  up-to-date 
nation-wide  polls  on  the  subject  of  the  inclusion  of 
physicians  in  the  Social  Security  system  do  not  exist 
at  this  time  to  reflect  the  actual  wishes  of  the  rank 
and  file  of  the  medical  profession,  but  the  feeling  is 
growing  that  no  longer  should  the  American  Medical 
Association  delay  in  taking  steps  to  ascertain  the 
true  will  of  the  majority  of  its  membership  through 
employment  of  the  American  democratic  process 
known  as  the  referendum;  now  therefore  be  it  hereby 
Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  1958 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation be  instructed  to  introduce  and  work  for  the 
passage  of  a resolution  providing  for  the  following: 

(1)  an  immediate  mail  poll  of  the  entire  member- 

ship of  the  American  Medical  Association  on  the 
question:  “Do  you  favor  (yes  or  no)  inclusion  of 

self-employed  physicians  in  the  Federal  Social 
Security  system  on  a compulsory  basis?”; 

(2)  that  such  a mail  poll  shall  not  include  any  con- 
fusing reference  to  the  Jenkins-Keogh  Bills  or 
coverage  on  a voluntary  basis,  which  is  entirely  out- 
side the  realm  of  possibility,  but  be  confined  to  the 
simple,  primary  question  set  down  in  the  preceding 
paragraph ; 

(3)  that  the  results  of  such  mail  poll  be  published 
in  the  Journal  of  the  American  Medical  Association 
and  be  presented  for  the  information  of  the  House  of 
Delegates  at  the  Interim  Meeting  of  the  American 
Medical  Association  to  be  held  in  December,  1958. 

Passage  of  Jenkins-Keogh  Bills  58-7 
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Introduced  by:  Medical  Society  of  the  County 
of  Erie 

Whereas,  American  medicine  on  the  national, 
state,  and  county  levels  for  a number  of  years  has 
endorsed  and  urged  the  passage  by  Congress  of  the 
Jenkins-Keogh  Bills  to  provide  income  tax  defer- 
ment on  money  placed  in  retirement  plans  by  self- 
employed  persons,  including  all  professional  people 
such  as  physicians,  dentists,  lawyers,  and  others, 
along  with  farmers  and  small  businessmen;  and 

Whereas,  it  is  the  belief  of  American  physicians 
and  other  professional  and  lay  groups  who  comprise 
the  nation’s  ten  million  self-employed  that  for  too 
long  they  have  been  neglected,  discriminated  against, 
and  unfairly  penalized  in  Federal  tax  legislation 
relating  to  pensions  because  under  existing  law 
corporations  are  entitled  to  set  aside  tax-free  money 
to  purchase  pensions  and  annuities  for  their  execu- 
tives and  other  employes,  and  millions  of  persons 
who  work  for  others  are  benefiting  from  that 
arrangement;  and 

Whereas,  enactment  of  the  Jenkins-Keogh  Bills, 
as  pointed  out  by  the  American  Medical  Association 
to  the  House  Ways  and  Means  Committee  at  hear- 
ings launched  late  in  January,  “would  be  of  par- 
ticular benefit  to  physicians  and  other  professional 
men  who  go  through  a long  and  costly  period  of 
training  and  whose  earnings  are  bunched  into  a 
comparatively  few  years  when  they  are  subject  to 
high  income  tax  rates”;  and 

Whereas,  reports  from  Washington,  in  both  the 
public  and  professional  press,  are  to  the  effect  that 
the  sponsors  of  these  identical  bills,  Representative 
Thomas  A.  Jenkins,  Republican  of  Ohio,  and  Repre- 
sentative Eugene  J.  Keogh,  Democrat  of  New  York, 
are  highly  desirous  that  an  impressive  volume  of 
support  for  this  legislation  be  registered  with  mem- 
bers of  this  Congress  by  all  organized  groups  seeking 
enactment  of  the  measures  to  give  them  tax  equality 
with  their  employed  counterparts;  now  therefore 
be  it  hereby 

Resolved , that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  Council  to  mobilize  the  militant  support  of  the 
Society’s  25,000  members  behind  the  Jenkins- 
Keogh  Bills  immediately  by  means  of  a direct  mail 
appeal  to  members,  calling  on  them  to  write  or  wire 
their  representatives  that  they  wish  to  see  HR  9 and 
10  enacted  at  this  session  of  Congress  and  giving  the 
basic  arguments  for  the  self-employed. 

Medical  Services  in  Blue  Cross  Contracts  58-8 

Introduced  by:  Nassau  County  Medical  Society 

Whereas,  the  specialties  of  pathology,  radiology, 
anesthesiology,  and  physiatry  have  been  declared 


the  practice  of  medicine  by  the  American  Medical 
Association;  and 

Whereas,  the  practice  of  medicine  is  recognized 
as  a profession  in  the  several  states  of  the  United 
States;  and 

Whereas,  the  practice  of  pathology,  radiology, 
anesthesiology,  and  physiatry  is  partly  or  wholly 
carried  out  in  hospitals  incorporated  for  the  care  of 
sick  and  injured  patients  whether  said  hospitals  are 
incorporated  as  profit  or  nonprofit  institutions;  and 

Whereas,  said  hospitals,  through  contracts 
negotiated  with  insurance  plans  for  the  full  or  partial 
payment  of  hospital  costs  of  patients  admitted  to 
said  hospitals,  have  included  charges  for  services 
performed  by  physicians  specializing  in  pathology, 
radiology,  anesthesiology,  and  physiatry;  and 

Whereas,  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  under  Chapter  VII, 
Section  5,  provide  that  a physician  should  not  dis- 
pose of  his  professional  attainments . . . under  condi- 
tions which  permit  exploitation  of  the  services  of  the 
physician  for  financial  profit  of  the  agency  con- 
cerned; and 

Whereas,  charges  for  professional  services  made 
by  a hospital  or  other  corporate  body  place  the 
physician  who  renders  the  service  in  a position  of 
violating  this  and  other  sections  of  the  Principles  of 
M edical  Ethics  of  the  American  Medical  Association ; 
and 

Whereas,  fees  therefore  should  accrue  personally 
to  the  specialist  who  performs  the  services  above 
mentioned  and  not  to  the  institution  in  which  the 
services  are  performed  or  to  any  other  corporate 
body;  now  therefore  be  it  hereby 

Resolved , that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  opposing  the  inclusion  of  medical  services 
in  hospital  insurance  contracts  and  recommend  the 
transfer  of  coverage  for  such  services  from  Blue 
Cross  to  Blue  Shield  organizations. 

Legal  Residence  for  County  Society  Membership 

58-9 

Introduced  by:  Nassau  County  Medical  Society 

Whereas,  the  Bjdaws  of  the  Medical  Society  of 
the  State  of  New  York,  Chapter  XIV,  Section  1, 
provide  that  “except  by  approval  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York,  no 
physician  shall  be  an  active  member  in  a county 
medical  society  other  than  that  of  the  county  in 
which  he  maintains  legal  residence  or  has  his  princi- 
pal office”;  and 

Whereas,  it  has  come  to  our  attention  that  it  is 
possible  for  a physician  to  retain  membership  in  a 
county  society  after  he  has  ceased  to  have  legal 
residence  or  principal  office  within  said  society’s 
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jurisdiction;  now  therefore  be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State  of 
New  York  establish  machinery  through  which  this 
section  of  the  Bylaws  can  be  enforced. 

Use  of  Compulsory  Arbitration  in  Alleged  Mal- 
practice Actions  58-10 

Introduced  by:  Herbert  Berger,  M.D.,  Rich- 
mond, as  an  individual 

Whereas,  there  has  been  a considerable  increase 
in  the  number  of  actions  brought  against  physicians 
for  alleged  malpractice;  and 

Whereas,  these  have  caused  considerable  hard- 
ship to  the  members  of  the  Medical  Society  of  the 
State  of  New  York,  not  the  least  of  which  has  been 
an  increase  in  premium  rates ; and 

Whereas,  the  fear  of  eventual  suit  has  militated 
against  our  patients,  since  physicians  are  reluctant 
to  attempt  procedures  which  are  justifiable  but 
dangerous;  and 

Whereas,  differences  of  opinion  on  the  subject  of 
malpractice  insurance  have  caused  an  unfortunate 
schism  in  our  ranks  in  certain  areas  of  the  State; 
now  therefore  be  it  hereby 

Resolved , that  a new  approach  be  made  to  solve 
the  malpractice  insurance  problem,  one  which  has 
been  eminently  successful  in  other  areas  of  potential 
dispute,  the  use  of  mandatory  arbitration.  This 
can  be  implemented  by  having  each  patient  and 
physician  sign  the  standard  arbitration  clause  of  the 
American  Arbitration  Association  prior  to  the 
rendering  of  medical  or  surgical  care.  This  docu- 
ment reads:  “Any  controversy  or  claim  arising  out 

of  or  relating  to  this  contract,  or  the  breach  thereof, 
shall  be  settled  by  arbitration  in  accordance  with 
the  rules  of  the  American  Arbitration  Association, 
and  judgment  upon  the  award  rendered  by  the 
Arbitrator(s)  may  be  entered  in  any  Court  having 
jurisdiction  thereof”;  and  be  it  further 

Resolved,  that  the  American  Arbitration  Associ- 
ation be  authorized  to  set  up  a panel  of  physicians 
and  attorneys  chairmanned  by  a prominent  layman 
such  as  a retired  judge  or  educator;  and  be  it 
further 

Resolved,  that  the  expense  of  such  arbitration  be 
borne  by  the  insurance  carrier. 


Adoption  of  Wisconsin  Plan  for  Blue  Shield  58-1 1 

Introduced  by:  Medical  Societies  of  the  Coun- 
ties of  Oneida,  Herkimer,  and  Madison 

Whereas,  our  present  Blue  Shield  Plans  in  New 
York  State  are  not  sufficiently  all-inclusive  fully  to 
protect  people  against  the  cost  of  medical  and 
surgical  care;  and 

Whereas,  the  type  of  coverage  which  embodies  a 
fee  schedule  is  not  acceptable  to  a great  many 
physicians  in  New  York  State;  and 

Whereas,  the  State  Medical  Society  of  Wiscon- 
sin, through  its  Blue  Shield  Plan  (Wisconsin  Physi- 
cians Service),  has  developed  a contract  which  does 
away  with  income  limits  and  substantially  elimi- 
nates fee  schedules,  provides  more  flexibility  in  pay- 
ment of  physicians  services,  and  offers  the  oppor- 
tunity for  purchase  of  catastrophic  type  coverages 
not  only  for  physicians  services  but  related  services 
and  materials;  and 

Whereas,  the  Wisconsin  Blue  Shield  contract 
makes  payment  for  the  customary,  usual,  and  rea- 
sonable charges  for  services  covered,  upon  the 
presentation  of  the  physician’s  bill;  and 

Whereas,  the  Wisconsin  plan  also  provides 
coverage  to  retired  pensioned  employes  after  the 
termination  of  their  employment;  and 

Whereas,  the  Wisconsin  program  operates 
through  a network  of  county  insurance  advisory 
committees,  thus  making  it  possible  for  local  doctors 
to  take  responsibility  for  claims  adjudication;  and 
Whereas,  the  Wisconsin  program  is  now  offered 
to  groups  of  five  or  more,  with  plans  under  study  to 
offer  it  to  nongroup  subscribers  and  retired  em- 
ployes; and 

Whereas,  the  State  Medical  Society  of  Wisconsin 
regards  the  program  as  successful  following  a two- 
year  trial  period  during  which  the  coverage  has  been 
offered  to  groups  in  all  areas  of  the  plan’s  territory; 
now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  direct  the 
Council,  through  its  appropriate  committee  or  com- 
mittees, to  urge  the  Blue  Shield  Plans  in  New  York 
State  to  formulate  and  effectuate  a plan  similar  to 
the  program  in  Wisconsin. 
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Do  You  Have  Your  Hotel  Reservation  for  the 
Annual  Meeting? 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to  May  16,  1958, 
at  the  Hotel  Statler,  please  fill  out  and  mail  the  form  at  the  bottom  of  this  page,  and 
send  it  directly  to  the  Hotel  Statler. 

Should  your  request  be  received  after  the  five  hundred  rooms  set  aside  for  the  Society 
at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned  over  to  one  of 
the  hotels  in  the  neighborhood.  Confirmation  will  come  to  you  direct  from  the  hotel 
making  the  accommodation. 

If  you  do  not  use  the  form  below,  please  be  sure  to  identify  yourself  as  a physician 
when  writing  regarding  reservations.  This  will  insure  proper  attention  to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 

All  Reservations  Must  Be  Received  by  April  25 

152nd  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
May  12  to  May  16,  1958 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name  ( Please  Print) 

Address 

City Zone State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  only  until  6 p.m.  of  the  day 
of  your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — $ 8. (HO  $ 9. OCO 

per  day  10.0(0 

$11. OOD 
12.  OOD 

□ □ 
o o 
o o 

CO 

Double-Bed  Room  with  Bath  for  two — 11  .000 

per  day 

12.  OOD 

13. 00Q 

14.  OOD 

15.  OOD 

□ □□ 
o o o 
o © o 

cc  N oo 

Twin-Bed  Room  with  Bath  for  two — $15,000  17.000 

per  day  16. OOD  18. OOD 

19.  OOD 

20.  OOD 

21,  OOD 
22.000 

Suite — Living  Room,  Bed  and  Bath 

36.  OOD 

37.000 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double- 
or  Twin-Bed  Room,  the  extra  charge  is  $3.00  per  day. 

If  a room  at  the  rate  requested  is  unavailable,  reservation  will  be  made  at  the  next 
available  rate. 
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The  Case  of  the  Terrified  Hero 


To  the  Editor: 

Because  of  its  rather  unorthodox  form,  this  is 
being  sent  to  you  as  a letter  to  the  editor  in  the 
hope  that  the  interest  of  our  readers  may  be  at- 
tracted by  this  type  of  case  reporting.  Except  for 
the  fictitious  names  and  some  minor  alterations 
needed  to  disguise  the  patient,  we  can  proceed 
directly  to  the  true  tale  of  The  Case  of  the  Terrified 
Hero. 

The  typical  asthmatic  wheeze  of  this  person  could 
be  heard  by  Dr.  Watson  before  the  patient  entered 
the  consultation  room.  He  was  a slight  man  not 
over  five  feet  two  and  weighing  115  pounds.  His 
chest,  and  indeed  his  entire  body,  was  concentrated 
on  the  labor  of  breathing  as  he  paused  and  inhaled 
deeply  from  a nebulizer.  He  used  it  with  a deft- 
ness bespeaking  long  experience.  In  spite  of  his 
obvious  discomfort,  he  managed  an  effort  at  a broad, 
almost  boyish,  captivating  smile  which  was  rescued 
from  being  a grimace  by  his  sparkling  blue  eyes. 
The  pallid,  snub-nosed  face  was  crowned  by  a thick 
shock  of  curly  hair  controlled  firmly  by  a well- 
combed  navy  haircut. 

His  Irish  name  was  on  the  neatly  typed  card 
lying  in  front  of  Dr.  Watson.  His  age  was  there 
also — thirty-one.  The  referral  was  by  Mr.  Brown, 
a very  dear  personal  friend  and  patient  whom  Dr. 
Watson  had  been  fortunate  enough  to  restore  to 
reasonable  health  after  he  had  been  sent  out  West 
to  die  of  cardiac  asthma.  The  card  did  not  men- 
tion the  broad  stripe  of  an  admiral  decorating  the 
neat  and  well-worn  Navy  uniform.  The  regulation 
trousers  were  immaculately  creased  and  the  examin- 
ing eye  went  on  automatically  to  tiny  feet  encased  in 
the  usual  cordovan  shoes.  The  almost  translucently 
pale  eye  sclerae  bespoke  a severe  anemia  and  a 
prolonged  period  of  hospitalization.  His  low- 
pitched,  “My  name  is  O’Mara,”  was  barely  audible 
yet  had  a musical,  pleasing  timbre  to  it.  The  hands 
were  girlishly  small,  scrubbed  scrupulously  clean, 
and  tapering  to  end  with  closely  trimmed,  square- 
cut  finger  nails  almost  as  pale  as  the  lobes  of  his 
ears. 

He  walked  to  the  proffered  chair  with  almost  a 
mincing  prance  reminiscent  of  a gamecock.  A 
sissifying  effect  was  prevented  by  the  uniform  which 
bore  rows  of  ribbons  and  battle  stars  crowned  by  the 


rare  emblem  of  the  Congressional  Medal  of  Honor. 
As  the  patient’s  breath  continued  to  return,  Dr. 
Watson  made  the  opening  gambit  of  asking  how 
long  the  admiral  had  been  using  Adrenalin.  The 
answer  came  softly  and  yet  had  the  crisp  Annapolis 
tang,  “No  more  than  once  or  twice  a day.  Also, 
I’m  told  to  keep  my  requests  for  intravenous  amino- 
phylline  down  to  a minimal  must.” 

The  story  as  unfolded  was  along  the  expected 
lines.  The  flu  was  followed  by  asthma.  He  was 
shipped  from  Europe  back  to  the  States  and  hos- 
pitalized at  Bethesda  Naval  Hospital,  then  May  os’, 
Lahey’s,  Cleveland  Clinic,  etc.  Nothing  seemed  to 
help.  He  was  promoted  a rank,  retired,  and  ad- 
vised to  live  in  a dry  climate.  He  had  just  come  to 
this  city  and  had  looked  up  Mr.  Brown,  an  old 
family  friend.  Mr.  Brown  had  advised  him  to 
introduce  himself  to  Dr.  Watson,  especially  in  case 
emergency  treatment  might  be  needed.  Admiral 
O’Mara  had  brought  along  a bulging  brief  case  with 
the  photostats  of  his  entire  record.  Dr.  Watson 
was  glad  to  accept  the  material  and  make  an  ap- 
pointment for  an  examination  Monday. 

That  evening  after  supper,  Dr.  Watson  leafed 
through  the  voluminous  file.  It  was  personally 
commendable  but  medically  rather  barren — parents 
alive  and  well;  two  brothers,  ditto;  numerous  child- 
hood ailments;  refused  admission  to  West  Point  be- 
cause too  small  but  accepted  at  Annapolis  after  very 
high  political  intervention;  good  student;  excelled 
in  swimming,  fencing,  boxing,  judo,  and  tennis; 
graduated  in  upper  tenth  of  class;  married  and  went 
on  usual  assignments;  almost  immediately  engulfed 
in  World  War  II;  numerous  volunteer  missions  of 
most  hazardous  nature;  long  list  of  citations  for  this 
and  that;  on  the  beach  on  D-day  as  commander  of 
a volunteer  battalion;  sole  surviving  officer  still  on 
his  feet;  Medal  of  Honor  and  battle  promotion  to 
commander — again,  battle  promotion  to  captain. 

And  then  the  medical  story:  hospitalized  after 
severe  flu;  finest  treatment  available;  invalided  to 
the  States  as  asthma  worsened;  finest  talent  in  con- 
sultation; then,  an  exhaustive  summation  of  the 
entire  case;  discharge  note;  suggestions  for  further 
care — finis!  Dr.  Watson  did  not  anticipate  any- 
thing much  different,  yet  he  felt  depressed.  Noth- 
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ing  seemed  to  have  been  overlooked,  and  yet  the 
result  could  hardly  have  been  worse.  What  could 
Dr.  Watson  offer  the  patient? 

The  next  day  was  Sunday,  and  the  Watsons  had 
dinner  with  the  Browns.  Afterw  ards,  over  a liqueur 
and  a cigar,  Mr.  Brown  began  to  reminisce  about 
Admiral  O’Mara’s  family.  Back  on  Long  Island 
both  the  Browns  and  O’Maras  had  been  members 
of  the  same  outdoor  set  that  included  the  Oyster 
Bay  Roosevelts.  That  is  why  the  three  O’Mara 
boys  were  called  also  Archie,  Quentin,  and  Kermit — 
the  patient  under  discussion.  The  men  were  all 
big  bruisers  leading  the  strenuous  life  advocated 
by  Teddy  Roosevelt — all,  that  is,  except  Kermit. 
Mr.  Browrn  shrugged  his  shoulders  eloquently. 

‘‘The  baby  w^as  unlucky  from  the  beginning. 
Every  ailment  around,  he  got.  He  wras  always  a 
problem — terrified  of  the  dark,  terrified  of  the  doc- 
tors sticking  needles  into  him,  terrified  of  his  father 
tinkering  over  him — just  terrified,  period.”  Mr. 
Browrn  could  be  very  emphatic. 

“In  kindergarten  the  youngster  developed  a 
whine.  He  wras  the  very  bottom  of  the  pecking 
order  and  children  can  be  merciless  to  the  last  one 
on  the  totem  pole.  When  the  little  monsters  would 
gang  up  on  Kermit,  he  would  run  home  like  a puling 
calf.  We  could  hear  him  clear  in  our  home.  That 
is  wrhen  he  acquired  the  moniker  of  “Whiney- 
Squeak.”  Well,  one  day  a couple  of  really  fiendish 
boys  trapped  Kermit  in  a blind  corner  of  the  play- 
ground and  started  to  really  savage  him  up.  Some 
of  the  details  of  that  skirmish  w7e  got  later,  much 
later.  “Whiney-Squeak”  wras  really  cornered,  there 
wras  no  escape.  And  then  the  strangest  thing  hap- 
pened. Apparently,  little  Kermit  went  berserk 
in  a sort  of  blind,  panic  reflex,  much  as  a rabid  dog. 
He  turned  on  his  tormentors,  grabbed  a piece  of 
planking  that  wras  handy,  and  went  after  both  boys, 
flailing  the  wood,  howding  like  a mad  dervish  and 
sobbing  convulsively  all  at  the  same  time.  One  boy 
was  knocked  half  unconscious;  the  other  had  his 
face  gashed.  Luckily,  the  eye  was  missed.  The 
bullies  were  now  blubbering  writh  pain  and  fright; 
Kermit  wras  screaming  and  wrailing.  There  was 
general  pandemonium  as  a teacher  ran  up  and  tore 
the  children  apart. 

“Kermit  must  have  been  about  nine  at  the  time. 
There  was  a hellish  row7,  but  all  the  families  involved 
w7ere  close  personal  friends  so  the  w7hole  thing  wras 
held  sub  rosa  as  wre  say  in  law — hushed  up,  in  plain 
English.” 

Reflectively,  Mr  Browrn  pulled  at  his  cigar. 
“There  w7as  no  more  “Whiney-Squeak”  nonsense 
after  that.  Once,  when  a bigger  boy  wras  razzing 
him,  Kermit  gathered  himself  silently,  leaped  on 
the  lad,  and  bit  him,  fighting  wdth  the  ferocity  of  a 
wolverine.  Kermit  became  a completely  different 
lad.  He  just  stopped  complaining  about  anything 


ever.  He  almost  died  of  a ruptured  appendix  years 
later  in  his  teens  just  because  he  w7ould  not  report 
the  agonizing  pain  in  his  side.  Now  mind  you,” 
Mr.  Brown  went  on,  “Kermit  did  not  become  a 
bully  or  anything  like  that.  He  w7ent  in  for  sports, 
he  was  the  most  well-mannered  lad  ever,  and  with 
the  ladies  he  wras  tops.  The  debutante  of  the  season 
chased  him.  Funny  thing!  I winder  if  Kermit 
really  loves  her — now  his  wife.  I alw  ays  felt  that, 
to  him,  she  was  just  another  challenge.” 

Dr.  Watson  had  listened  with  fascinated  attention. 
The  conversation  had  been  actually  far  longer  than 
recorded,  since  numerous  meanders  have  been 
deleted.  Admiral  O’Mara  had  not,  as  yet,  been 
examined  by  Dr.  Watson.  He  w7as  not  a psychia- 
trist, but  the  diagnosis  w7as  there,  plain  to  see. 
Mr.  Brown  w7as  the  Sherlock  Holmes  giving  Dr. 
Watson  the  essential  clue  overlooked  by  all  the  ex- 
perts. How  were  they  expected  to  think  of  this 
wdnner  of  the  Congressional  Medal  of  Honor  as  a 
terrified  little  boy?  Very  clearly,  the  admiral  w7as 
being  driven  subconsciously  by  the  need  to  prove 
to  himself  that  his  terrors  were  under  lock  and  key. 
The  superego  was  repressing  the  id  ever  since  the 
day  that  Kermit  had  been  forced  into  a fight.  His 
later  training  re-enforced  his  mastery  over  the  blind, 
panic  terrors  of  his  babyhood.  Kermit  was  un- 
aware of  what  had  been  driven  deep  into  the  sub- 
conscious. He  had  no  inkling  of  why  he  had  the 
relentless  compulsion  to  always  be  proving  his 
courage. 

He  w as  already  physically  exhausted  w7hen  the 
flu  dropped  him.  The  complete  collapse  that  fol- 
lowed weakened  the  iron  control  of  the  waking  mind 
over  sternly  repressed  id.  The  conscious  mind  could 
not  admit  the  presence  of  a terror,  so  asthma,  the 
pure;  socially  acceptable  conversion  syndrome  de- 
veloped. But  how  w7as  Dr.  Watson  to  treat  this 
hysteria?  Even  a hint  of  a psychiatric  referral 
could  set  off  the  most  devastating  repercussions. 
Psychoanalysis  had  to  be  disguised  as  organic 
therapy.  A way  had  to  be  found  for  Kermit  to 
dredge  his  own  subconscious  without  being  aw  are 
of  what  w as  being  done.  Dr.  Watson  felt  himself 
being  challenged  by  the  most  difficult  problem  of 
his  entire  career. 

The  next  morning  Dr.  Watson  approached  his 
problem  warily.  As  expected,  the  physical  examina- 
tion of  Kermit  O’Mara  revealed  only  the  rather 
severe  secondary  anemia  coexisting  with  the  asthma. 
Dr.  Watson  had  outlined  a tentative  approach,  and 
he  began  setting  the  stage.  “In  addition  to  the 
asthma,  sir,  you  are  run  down  and  you  do  have  an 
anemia  of  a high  order.  To  correct  all  these  things 
w ill  take  time.  Now7,  also,  there  are  several  things 
that  have  not  been  tried  with  you.  Of  course,  very 
competent  men  have  seen  you  and  I don’t  wrant 
you  to  think  I am  so  conceited  as  to  have  glib 
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answers  to  your  problems.  I am  thinking  of  try- 
ing these  things  out  even  if,  as  you  well  understand, 
I would  be  the  last  person  offering  a guarantee  of 
success.  Still,  I have  had  good  luck  with  cases 
much  like  yours.” 

While  they  were  talking,  Dr.  Watson  called  for  a 
syringe  and  gave  the  admiral  his  first  tin}^  dose  of 
stock  respiratory  vaccine.  The  standard  form  per- 
mitting treatments  was  signed  by  the  admiral  at 
the  same  time.  The  language  was  broad  enough 
to  include  the  therapy  Dr.  Watson  was  considering. 
The  patient  was  asked  some  casual  questions  about 
life  on  Long  Island.  He  was  made  to  lie  down  for 
a good  fifteen  minutes,  and  the  conditioning  was 
begun.  The  routine  of  respiratory  desensitization 
was  explained  in  unhurried  detail.  The  senior  nurse 
sat  by  the  couch  and  had  a friendly  chat.  And  so 
began  three-times-a-week  office  calls. 

The  intramuscular  vaccine  was  succeeded  by  the 
intravenous  series.  The  patient  accepted  the 
“shakes”  as  something  to  be  expected  and  completely 
harmless.  Then  came  the  switch  to  intravenous, 
subconvulsive  Metrazol  therapy.  The  drug  was  not 
named  but  merely  mentioned  as  “re-enforcement” 
of  the  preceding  medication.  Ambiguous  terminol- 
ogy carefully  avoided  even  a hint  of  anything 
psychiatric. 

Dr.  Watson  had  been  working  on  this  method  for 
many  years  as  an  idea  of  his  own.  He  was  to  pub- 
lish the  work  on  subconvulsive  intravenous  metrazol 
therapy  many  years  later.1*2  Dr.  Watson  had  the 
hope  of  loosening  Kermit  just  enough  to  permit 
adequate  self-release  without  any  real  convulsive 
shake-up.  The  patient  remained  oblivious  of  the 
transition  in  the  type  of  treatment  he  was  receiving. 

Each  office  call  was  made  the  occasion  for  a little 
chitchat;  apparently  just  sociability,  but  actually 
real  probing  into  his  long-forgotten  childhood.  A 
tactful  leading  question,  then  free  rein  to  just  talk. 
It  was  very  instructive  to  learn  that  the  admiral 
had  completely  forgotten  most  of  the  fight  with  the 
bullies  that  Mr.  Brown  had  so  epically  described. 
Only  after  repeated  proddings  was  there  recall  of 
what  had  really  happened. 

Of  course,  Dr.  Watson  had  the  priceless  advan- 
tage of  knowing  what  had  really  taken  place.  This 
made  it  relatively  easy  to  steer  the  admiral  into 
channels  while  allowing  him  to  think  that  he  was 
guiding  the  conversation  himself.  Still,  occasional 
unexpected  important  information  would  come  out. 
As  an  example,  Kermit  talked  at  length  and  with 
feeling  about  how  inferior  he  was  made  to  feel  even 
as  a preschool  toddler.  His  extreme  resentment  of 
his  physical  limitations  was  amazingly  vehement. 

So  the  weeks  and  months  went  by.  At  first, 


1 Lieberman,  A.  L. : Geriatrics  9:  125  (Mar.)  1954. 

2 Lieberman,  A.  L.f  Schwartz,  S.  S.,  and  Cooper,  M.: 
ibid.  9:  371  (Aug.)  1954. 


there  seemed  to  be  a total  lack  of  success.  Then 
one  day,  Mrs.  O’ Mara  brought  one  of  the  children 
to  the  office  for  some  minor  complaint.  As  she 
was  leaving,  she  remarked,  “You  know,  Dr.  Watson, 
Kermie  seems  to  be  changing.  Even  at  most  inti- 
mate moments  there  had  been  always  a barrier  be- 
tween us.  Now,  lately,  I sense  it  no  longer.  He 
seems  more  relaxed.” 

The  admiral  did  begin  to  relax  visibly.  As  he 
would  lie  on  the  couch  in  the  postshock  state,  he 
would  reminisce  freely,  talking  about  many  long- 
forgotten  events.  The  asthma  did  begin  to  loosen. 
The  attacks  became  less  frequent  and  not  so  severe. 
The  patient  began  to  put  on  weight,  sleep  better,  and 
assume  a greater  interest  in  life.  He  started  help- 
ing the  children  with  their  lessons.  The  O’Maras 
joined  the  country  club  and  Kermit  started  to  play 
tennis.  He  went  on  a hunting  trip.  Within  the 
year  he  was  taking  courses  at  the  university.  In- 
activity was  making  him  restless. 

The  following  winter  the  senior  O’Mara  died 
suddenly.  Kermit  came  to  New  York  for  the 
funeral.  In  spite  of  rough  weather  and  the  severe 
emotional  strain,  there  was  nary  a sign  of  the 
asthma  during  the  entire  trip.  Admiral  O’Mara 
encountered  some  highly  placed  friends  and  received 
offers  of  tempting  assignments.  The  Korea  “police 
action”  was  just  starting.  After  his  return  from 
the  funeral,  Kermit  did  not  mention  any  of  this  to 
Dr.  Watson.  By  this  time  he  was  coming  to  the 
doctor’s  office  only  once  a month  for  maintenance 
injections. 

Then  there  occurred  an  occasion  when  they  all 
had  dinner  at  the  Brown  household,  and  the  three 
men  were  sitting  by  the  swimming  pool  in  the  patio. 
Rather  abruptly,  Kermit  spoke  up,  “What  would 
you  fellows  think  of  my  taking  a liaison  job  at  the 
Pentagon?”  There  was  just  a bit  too  much  casual- 
ness about  the  question.  Dr.  Watson  started  and 
took  a long  look  at  the  handsome,  deeply  tanned 
admiral.  Then  he  leaned  back  and  drawled,  “Why 
not?  If  the  weather  gets  too  blustery  you  can 
always  come  back  here.  Still,  if  you  continue  your 
monthly  shot  of  vaccine,  I do  believe  you  can  turn 
the  trick.  Just  don’t  look  for  the  flu  bugs  and  don’t 
forget  your  iron  and  vitamins.” 

Dr.  Watson  hoped  that  he  had  put  just  the 
judicious  shade  of  emphasis  on  the  pedestrian, 
purely  physical,  aspects  of  the  problem.  The  ad- 
miral had  no  inkling  of  the  psychosomatic  angles  of 
the  disease  he  had  licked.  Why  bring  that  up? 

“Well,  Dr.  Watson!  Never  will  I be  able  to  thank 
you  enough  for  what  you  have  done  for  me.  Only 
sorry  that  your  fee  was  so  blessed  meager.” 

And  there  the  case  of  the  now  de-terrified  hero 
rests.  Dr.  Watson  is  given  enormous  kudos  for  the 
wrong  reason.  Mr.  Brown  does  not  suspect  that 
he  was  the  Sherlock  Holmes  furnishing  the  decisive 
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clue.  Undeniably,  Admiral  O’Mara  is  back  East 
and  very  happy  in  his  work.  Not  even  Conan 
Doyle  would  have  expected  a case  more  thoroughly 
solved  and  better  treated.  Only  Dr.  Watson  is 
left  with  a hankering  to  report  the  case — well-dis- 


guised— in  a medical  journal. 

Arnold  Lieberman,  M.D. 

41-42  Elbertson  Street 
Elmhurst  73,  New  York 


Letter  From  Norway 


To  the  Editor: 

Nine  hours  after  leaving  Idle  wild  I was  in  Prest- 
wick, Scotland,  and  a few  hours  later  in  Oslo.  This 
is  a quiet  city,  no  bustle  and  hustle.  The  police 
were  on  strike,  that’s  something.  But  everything, 
including  traffic,  went  along  as  usual.  In  fact,  at 
first  I thought  only  how  few  police  there  were.  No 
traffic  cops.  Orderly  people,  what? 

First  order  of  business  was  to  visit  the  Royal 
Hospital,  then  the  City  Hospital.  Also  the  Broad- 
casting Building  to  meet  with  people  in  charge  of 
pharmacy.  Wholesale  pharmacy  is  being  socialized. 
Only  one  wholesaler — the  State — for  276  pharmacies 
in  Norway.  Then  sight  seeing — the  usual  and  the 
unusual.  The  last  was  represented  by  the  spectacle 
of  an  outdoor  museum  devoted  to  the  work  of  forty 
years  of  one  sculptor.  Vigeland  gives  expression 
to  the  concept  of  the  life  and  death  of  man  as  a 
person.  His  monolith  of  intertwined  men,  women, 
and  children  tells  the  story  of  the  mind  of  the 
artist,  I imagine.  Certainly  the  followers  of  Freud 
have  a field  day  with  his  pieces.  I found  only  one 
piece  ultraexciting.  Man  in  his  struggle  is  shown 
within  a segment  of  a globe — a wheel.  Vigeland 
has  man  and  woman  within  a second  wheel,  and  a 
third  wheel,  hanging  as  if  suspended  free  from  the 
sky,  has  four  adult  figures.  Here  the  children  enter. 
Return  to  man  within  the  segment  of  the  wheel. 
Sisyphus  had  the  same  trouble.  He  could  never  let 
up  either.  Vigeland  would  have  the  segment  of  the 
globe  compress  man  unless  he  struggled  to  keep  the 
periphery  from  his  head.  Can’t  let  up,  says  the 
picture  under  the  glass  on  my  desk.  It  will  have 
the  man  captive  inside  the  wheel  to  keep  it  company. 

Leaving  Oslo  by  train  we  saw  some  of  the  best 
advertised  scenery  in  the  world.  Half  day  in  the 
fiords — hills  surrounding  water.  We  reached  a 
charming  hotel  half  way  to  Bergen  on  Sunday  night 
and  stayed  Monday,  returning  to  Oslo  by  motor  and 
train. 

Our  questions  brought  answers  similar  to  those 
in  other  parts  of  the  world  visited  these  past  three 
years.  What  is  the  current  rate  of  acquisition  of 
syphilis?  Primary  and  secondary  syphilis  is  rarely 


seen  in  any  part  of  Norway.  The  few  patients  are 
foreigners  or  returned  salesmen  and  sailors. 

Scandinavian  countries  fostered  the  original  plan 
to  eradicate  the  venereal  diseases.  I recall  my  visit 
here  in  1936.  The  plan  was  a complete  success.  It 
was  modified  to  fit  conditions  elsewhere.  The  so- 
called  American  plan  is  based  on  the  Scandinavian. 
The  war  period  and  the  occupation  saw  a new  and 
high  syphilis  attack  rate.  Rape  and  rapine,  invad- 
ing soldiers  and  sailors  with  a laxness  of  control 
measures,  were  responsible  for  new  cases  of  infectious 
syphilis. 

Since  the  peace,  previous  measures  were  aided  by 
penicillin.  A new  syphilis  infection  appears  in 
Oslo,  a city  of  450,000  (roughly  one  seventh  of 
Norway’s  population),  not  more  often  than  once  a 
month.  Students  in  medical  school  have  no  oppor- 
tunity to  see  patients.  The  same  is  said  for  Bergen, 
second  largest  city  in  Norway.  Its  urban  popula- 
tion is  100,000  with  another  250,000  in  the  environs. 
Two  active  dermatovenereologists  told  me  they 
see  and  treat  or  send  to  the  hospital  for  treatment 
no  more  than  one  patient  with  primary  or  secondary 
syphilis  a month.  The  records  for  1956  showed  17. 
This  included  a family  of  four,  uncovered  by  modern 
epidemiology,  infected  by  a returned  head  of  a 
family. 

Clinical  congenital  syphilis  with  manifestations 
and  spirochete  pallida  demonstrated  was  not  seen 
for  years.  A child  may  occasionally  be  found  with 
positive  serology. 

Routine  serology  on  expectant  mothers  and  per- 
sons admitted  to  the  hospitals  gives  a very  much 
lower  number  of  positive  results  than  the  two  to 
three  per  100  in  New  York  City.  There  is  less  than 
1 per  cent  in  Bergen. 

Physicians  in  practice  treat  urethritis,  presumed 
to  be  gonorrhea.  Penicillin  cures  the  majority  of 
patients.  Bacterial  proved  cases  are  observed  by 
the  specialists  not  more  than  once  a month.  In 
Bergen,  50  patients,  mostly  male,  were  reported  for 
1956.  In  some  months  only  one  patient  appeared 
at  the  University  Hospital  for  treatment  of  gonor- 
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rheal  urethritis.  Nongonorrheal  urethritis  is  twice 
as  frequent  as  gonorrhea.  Chancroid  is  diagnosed 
several  times  a year.  Granuloma  inguinale  and 
lymphogranuloma  venereum  patients  are  not  seen. 
Patients  with  chancroid  usually  report  exposure  in 
South  American  ports. 

Why  this  lack  of  endemic  new  venereal  disease? 
Economics.  Full  employment.  No  professional 
prostitution.  Realistic  attitude  in  sexual  activity. 
Social  acceptance  of  temporary  unions.  Early  and 
earlier  marriage. 

Norway  has  compulsory  health  insurance.  Cur- 
rently all  except  the  ultrarich  and  those  with  highest 
incomes  must  belong.  Shortly,  they  too  are  in- 
cluded. The  plan  provides  each  person  with  com- 
plete medical  care,  including  hospitalization.  Pri- 
vate physicians  (part  or  full  time)  charge  very  low 
fees  set  by  the  medical  societies.  Denominational 
and  private  hospitals  exist.  The  rate  per  day  is 
five  kroner  or  70  cents.  Cost  of  medicine  is  strictly 
regulated.  Newly  enacted  laws  socialize  the  whole- 
sale aspects  of  manufacture,  importation,  retail,  and 
exportation  of  medicinals  and  the  specialties  or 
proprietary  trade  marked  goods.  The  276  retail 
pharmacies  in  all  of  Norway  are  not  in  immediate 
danger  of  socialization. 

Too  few  practice  medicine,  dentistry,  pharmacy, 
and  nursing.  There  are  insufficient  students  to  re- 
place those  retiring  or  dying  in  these  fields.  Lack  of 
teachers  in  the  arts  and  sciences  parallels  lack  of 
teachers  in  high  schools,  for  example. 

Leprosy  is  no  longer  found  among  Norwegians. 
The  most  recent  patient  in  Oslo  was  in  1948.  He 
was  born  in  Sweden  and  brought  to  Norway  as  a 
child.  He  made  one  trip  to  his  native  land.  He  lived 
in  north  Norway.  He  presented  a typical  clinical 
type  of  leprosy  with  claw  fingers  and  ulcerations. 
The  original  leper  hospital  in  Bergen  still  stands. 
Five  arrested  lepers  remain  for  teaching  purposes. 
This  is  the  place  where  Hansen  first  demonstrated 
the  organism  bearing  his  name. 

What  caused  the  eradication  of  this  once  upon  a 
time  scourge  in  Norway?  Isolation.  The  affected 
patient  and  his  immediate  family  were  hospitalized 
at  the  same  time.  Newly  born  infants  were  sepa- 
rated from  their  parents.  Dr.  Tvedt,  my  guide  in 
Bergen,  was  the  last  of  the  leprosy  doctors.  It  is  a 
decade  since  he  saw  a new  patient  with  the  disease. 
Tuberculosis  exists.  Special  hospitals  treat  the 
young,  with  ambulatory  centers  for  adults. 

Epidemic  diseases  of  children  rarely  occur.  Diph- 
theria is  conquered  after  twelve  years  of  immuniza- 
tions. Salk  vaccine  is  credited  with  definite  victory 
over  polio  this  year.  There  was  not  one  new  pa- 
tient in  the  first  six  months  of  1956.  The  most  re- 
cent epidemic  was  in  1953-1954.  There  were  100 
to  200  admissions  in  the  now  abandoned  contagious 
disease  wing  of  the  Bergen  University  Hospital 


within  two  months. 

Skin  cancers  are  prevalent.  A patient  may  have 
one  or  many.  The  treatment  of  choice  in  Bergen 
University  Hospital  is  excision.  Plastic  reconstruc- 
tion is  performed  by  the  staff  of  the  skin  department. 

Lower  leg  ulcers  are  treated  surgically  on  the  skin 
service.  The  areas  of  ulceration  are  removed  down 
to  the  healthy  muscle.  The  exposed  surfaces  are 
skin  grafted.  The  results  are  very  successful. 
The  same  technic  for  decubitus  ulcer  is  not  univer- 
sally favorable.  A new  radiation  center  immediately 
outside  of  Oslo  awaits  completion.  The  new  one 
in  Bergen  has  no  plans  for  therapy  with  this  modal- 
ity. Surgery  is  practiced.  The  cadmium  bomb  is 
used  for  forms  of  cancer  labile  to  this  radiation. 

Finsen  carbon  arc  is  in  use.  Mercury  vapor  arc 
in  quartz  (air  cooled)  is  popular  for  psoriasis.  The 
water-cooled  model  (Kromayer)  is  applied  in  pa- 
tients with  sarcoid.  I saw  no  ultrasonic  emanators. 
Collagen  disease  is  rarely  diagnosed,  but  it  is  known. 
A patient  with  evidences  of  this  concept  is  admitted 
once  a month  to  the  2,500-bed  Oslo  City  Hospital, 
the  equally  large  Riks  Hospital  in  Oslo,  and  the 
Bergen  University  Hospital.  The  last  has  a patient 
of  forty-four  years  currently  diagnosed  as  dermato- 
myositis.  She  was  observed  for  thirty-two  years 
under  many  designations.  The  present  diagnosis 
was  made  this  year.  The  heart  muscle  is  involved. 
Evidence  of  cancer  was  not  found.  Each  of  the 
hospitals  has  one  patient  with  pemphigus  vulgaris. 
The  foliaceous  type  is  known  but  not  observed. 
Treatment  is  with  the  cortisone  type  hormones. 
The  administrators  insist  on  its  use  to  reduce  the 
number  of  da}^s  of  hospitalization. 

Topical  applications  are  the  imported  commercial 
concentrations  and  vehicles.  The  pharmacists  are 
usually  directed  to  add  an  equal  weight  of  vehicle. 
This  permits  covering  double  the  area  at  the  same 
cost.  The  pharmacy  at  Bergen  prepares  hydrocorti- 
sone alcohol  for  topical  use  in  fat  and  fatlike  bases 
and  in  water-removeable  bases  in  from  lft  to  2V2  per 
cent  concentration.  Modern  emulsifiers  are  em- 
ployed. 

Specialists  frown  on  the  wide  use  of  penicillin 
locally.  Injection  is  the  method  of  choice.  The 
professors  say  penicillin  is  used  too  soon,  too  often, 
and  too  much  in  Norway.  Side-effects  are  rare. 

Medical  practice  is  on  a very  high,  efficient  level. 
Foreign  medicinals  are  accepted.  Medical  and 
specialty  journals  from  all  parts  of  the  world  are 
read.  A physician  may  not  become  a specialist  by 
training  in  Norway  alone.  He  must  spend' at  least 
two  years  elsewhere.  English  is  a required  lan- 
guage. 

It  is  the  end  of  the  first  phase  of  the  trip.  We 
left  Oslo  and  by  train,  boat,  and  motor  made  a circuit 
to  Bergen.  We  saw  one  fiord  and  then  travelled  on 
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Dicalcium  phosphate  and  food  resulted 

-~r~ — 9,  — - , g m lower,  and  sodium  metaphosphate  in  higher,  serum 

or  the  hydrochloride  alone.  In  addition,  the  antibacterial  activity  than  was  observed  in  their  ab- 
average  levels  derived  from  the  tetracycline  base  or  sence.  Oil  and  sorbitol  did  not  interfere  with  tetra- 
the  chlortetracyciine  base  were  higher  than  those  pro-  cycline  absorption. 

duced  by  the  corresponding  hydrochloride  though  Dicalcium  phosphate  is  widely  used  as  a filler  in 
lower  than  those  resulting  from  the  mixture  contain-  various  capsules,  including  those  of  the  tetracyclines, 
tng  the  base  and  sodium  metaphosphate.  In  the  study  The  authors  cite  a large  number  of  other  studies  that 
with  chlortetracyciine*  capsules  containing  a mixture  implicate  the  presence  of  calcium  ions  as  the  cause  of 
of  the  hydrochloride  and  sodium  metaphosphate  were  the  reduced  absorption  of  tetracyclines  and  show  that 
also  included  in  the  crossover,  and  the  average  levels  citric  acid  can  partially  neutralize  this  effect.  The 
produced  by  these  capsules  were  the  same  as  with  the  depressing  effect  of  food  on  the  serum  levels  of  tetra- 
mixture  of  chlortetracyciine  base  with  sodium  meta-  cycline  is  likewise  explained  by  the  goodly  amount  of 


phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  either  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 


minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
add  to  enhance  serum  concentrations  when  admin- 


remained  because  certain  reliable  observers  (inched-  istered  with  tetracycline  base  in  contrast  to  Hs  marked 
ing  many  whose  results  have  not  been  published)  effect  when  given  as  the  hydrochloride.  However, 
failed  to  confirm  the  findings  with  the  materials  and  they  hypothesized  that  the  ability  of  citric  acid  t 
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methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  al.,?  who, 
in  repeating  a crossover  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline  b^Arc 
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et  al.7  Tfiese  data  were  based  on  thoroughly  con- 
trolled studies  both  in  rats*  and  in  man3  and  include 
additional  findings  that  serve  to  explain,  fairly  con- 
clusively, the  various  discrepancies  that  have  been 
mentioned. 

The  experiments  in  ratss  were  carried  out  to  study 
the  effects  of  citric  arid,  dicalcium  phosphate,  sodium 
metaphosphate,  food,  oil  and  sorbitol  on  the  serum 
antibacterial  activity  produced  by  the  administration 
of  tetracycline  hydrochloride  or  tetracycline  base. 
Citric  acid  administered  in  equal  weight  with  tetra- 
cycline hydrochloride  gave  the  highest  concentrations 
of  all  the  preparations  studied.  No  enhancing  effect 
was  obtained  from  citric  acid  when  given  with  tetra- 


al.T  indicates  that  in  their  study  the  capsules 
tracycline  hydrochloride,  chlortetracyciine  hydro- 
shnul-  chloride  and  tetracycline  phosphate  complex  all  con- 
doned report  of  Welch  tained  dkalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexameta- 
phosphate  did  not  contain  any  dtcalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.  Likewise,  the  inconsistencies  in  other 
studies  may  very  well  have  been  due  to  the  presence 
of  calcium  as  fillers  in  some  of  the  capsules  and  not 
in  others. 

This,  however,  fails  to  explain  the  most  recent  find- 
ings of  Welch  and  Wright, ,0  who  compared  the  ab- 
sorption of  three  capsules,  each  containing  250  mg.  of 
oxytetracycline  hydrochloride  — one  without  any  ad- 
juvant, one  with  250  mg.  of  citric  acid  and  the  third 
with  380  mg.  of  sodium  hexametaphosphate;  no  other 
.filler  was  contained  in  any  of  these  capsules.  -In  triple 
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many. 

The  country  is  beautiful.  Niagara  Falls  is  higher 
and  broader  than  anything  here.  The  hills  are  not 
mountains,  but  hills  rise  from  water  here. 

Everything  is  comfortable.  The  hotel  system  is 
designed  to  please  the  visitor.  The  comforts  start 
at  the  front  door.  Imagine — direct  costs  are  lower 
than  on  the  continent.  The  English  spend  their 
vacation  or  holiday  allowance  here.  They  cross 
from  Newcastle  in  nineteen  hours  to  Bergen. 

The  tourist  houses  are  operated  for  the  customer. 
Rooms  are  clean  and  designed  especially  for  tourists. 
The  help  are  students  of  the  faculties,  including  the 
girls  from  Northern  Ireland  studying  hotel  manage- 
ment. 

The  tourists  are  from  the  States,  England,  etc. 
We  travel  by  train  or  European  car,  or  cars  brought 
from  the  States.  The  local  people  walk  or  bicycle 
with  knapsacks  on  their  backs,  girls  and  boys  to- 
gether. The  engaged  couple  here  enjoy  privileges. 
Then,  when  she  becomes  pregnant,  they  marry. 
If  nothing  happens,  they  may  part.  The  fellow 
takes  his  ring  and  trade  elsewhere.  No  illegitimate 
children  here,  only  illegitimate  parents!  The  un- 
married registers  the  baby  with  the  father’s  name. 
The  father  pays.  Five  to  30  per  cent  of  the  babies 
are  born  out  of  wedlock.  The  percentage  depends 
on  the  person  questioned  and  if  all  Norway  is  in- 
cluded or  only  the  south  of  Norway.  Haven’t 
been  north  yet.  Start  there  tomorrow.  Will  have 
more  to  write  after  seeing  and  talking  to  people 
beyond  the  Arctic  Circle. 

The  food  continues  to  be  too  good  and  too 
plentiful.  Must  continue  my  new  habit — vege- 
tarian. Incidentally,  the  milk  is  4 per  cent  butter- 
fat  instead  of  3,  as  in  New  York-approved  milk. 
Looks  like  our  cream.  The  cream  looks  and  tastes 
like  our  butter.  No  kidding. 

Northern  Norway,  above  the  Arctic  Circle,  has  a 
population  of  350,000.  Two  large  towns  and  many 
small  ones  dot  the  land  and  the  islands.  Tromso, 
an  island,  has  the  one  large  hospital  for  the  area. 
It  has  330  beds.  Tuberculosis  centers  are  main- 
tained in  other  areas.  Tromso  Hospital  has  two 
services;  operative  and  nonoperative.  The  latter 
has  as  its  chief  of  service  the  first  specialist  to  prac- 
tice in  Northern  Norway.  He  supervises  the  medi- 
cal, x-ray,  eye,  ear,  nose,  throat,  epidemic  diseases, 
neurology,  and  rehabilitation.  An  addition  of  eight 
stories  is  ready  for  equipment.  The  staff  consists 
of  300  persons  with  27  physicians. 

Tromso  is  a center  for  fishing  trawlers.  It  is 
international  and  multilingual.  The  police  recog- 
nize a few,  very  few,  as  asocial  women.  They  op- 
erate on  the  quay.  A city  physician  is  responsible 
for  their  examination  and  treatment  if  the  police 
present  them.  Prophylactic  penicillin  is  not  ad- 


ministered. Venereal  disease  is  rarely  seen  and 
only  in  those  acquiring  the  disease  abroad.  Syphilis, 
gonorrhea,  and  the  others  belong  to  the  past.  A 
positive  serologic  result  for  syphilis  on  routine  ad- 
missions is  rare. 

Here,  as  elsewhere,  penicillin  is  administered  for 
each  and  every  possible  symptom.  Exact  diagnosis 
often  is  limited  to  penicillin  failures.  Side-effects 
are  not  observed. 

The  Arctic  areas  of  Norway  have  no  new  polio 
this  year.  Salk  vaccine  was  administered  to  each 
child  and  to  recruits  in  armed  services.  During  an 
epidemic  three  years  ago,  several  hundred  patients 
were  admitted.  A score  remain  for  rehabilitation 
by  modern  methods  under  supervision  of  trained 
technicians. 

Severely  ill  Lapps  are  treated  at  this  hospital. 
They  offer  problems  no  different  from  other  nor- 
thern Norwegians.  Interesting  structural  changes 
of  bone  and  teeth  are  observed  in  children  of  mixed 
Lapp  and  Norwegian  parents.  Tuberculosis  is  prev- 
alent among  the  homesteading  Lapps.  Only  2,000 
nomadic  Lapps  remain  in  about  35,000. 

Sick  persons  from  the  islands  are  brought  to 
Tromso  Hospital.  A tank  of  oxygen  ready  for  ad- 
ministration stands  directly  inside  the  outermost 
door.  A Catholic  hospital  is  operated  on  the  island. 

Super  specialist  care,  as  brain  surgery,  is  referred 
to  Oslo.  Patients  are  transported  at  government 
insurance  plan  expense  by  air. 

The  only  patient  admitted  for  skin  disease  at  the 
time  of  my  visit  had  a toxic  bullous  eruption  of  late 
pregnancy.  Topical  symptomatic  treatment  was 
applied  exclusively. 

An  acnelike  eruption  on  an  erythematous  base 
over  the  cheeks  of  manjr  patients  was  ascribed  to 
exposure  to  the  sun  and  insect  bites. 

' The  hospital  has  its  own  pharmacy.  One  of  the 
three  pharmacies  in  Tromso  provides  the  medica- 
ments. Modern  pharmaceuticals  are  available. 
Others  are  sent  from  Oslo  as  required. 

Cortisone  and  other  hormones  of  the  series  are 
prescribed  very  conservatively  at  Tromso  Hospital. 
Simultaneous  penicillin  and  cortisone  is  prescribed 
for  desperately  ill  patients  requiring  support  and 
antibiotic  remedies. 

Physical  modalities  available  .include  mercury 
vapor  arc  in  quartz  and  modified  Finsen  carbon  arc 
with  infrared. 

Roentgen  apparatus  for  pictures  and  fluoroscopy 
is  on  hand  in  an  x-ray  division.  Patients  are  sent 
to  Oslo  for  radiation  therapy  with  x-ray  or  radium 
emanation. 

The  director  is  vitally  and  warmly  interested  in 
rehabilitation  and  re-education  of  muscle-nerve 
failure  in  polio  and  other  cerebrospinal  failures.  I 
was  impressed  with  the  equipment  and  the  efforts 
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With  only  one  dose  ql2h,  ‘Thorazine’  Spansule 
capsules  give  the  chronic  alcoholic  continuous 
relief  from  anxiety  and  tension  24  hours  a day. 
This  sustained  ‘Thorazine’  therapy  helps  him  to 
refrain  from  drinking  and  makes  him  more 
amenable  to  your  counsel  and  guidance. 

‘Thorazine’  Spansule  capsules  give  you  better 
control  over  your  patient’s  course  of  therapy, 
too.  The  ql2h  dosage  regimen  eliminates  the 
risk  of  forgotten  midday  doses  and  consequent 
medication-free  intervals  that  can  be  dangerous. 

‘Thorazine’  Spansule  capsules  are  available  in 
four  dosage  strengths:  30  mg.,  75  mg.,  150  mg. 
and  200  mg.  ‘Thorazine’  is  also  available  in 
tablets,  ampuls,  syrup,  suppositories  and  the 
new  10  cc.  (250  mg.)  multiple  dose  vials. 

Smith  Kline  & French  Laboratories  (^)  Philadelphia  1 

first  X in  sustained  release  oral  medication 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine.  S.K.F. 
t T.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


BOOKS  RECEIVED 


[Continued  from  page  1186] 

of  the  staff  to  encourage  the  patients.  The  aim  is 
for  independence  in  daily  activity. 

A feature  story  could  be  written  on  the  Arctic 
Doctor.  He  served  with  the  Norwegian  Hospital 
unit  in  Korea  and  other  centers  in  the  Far  East 
under  General  Clarke.  His  stories  of  practice  of 
medicine  during  the  occupation,  for  example,  de- 
serve publication.  I break  my  self-imposed  rule 
against  name  dropping  with  a salute  to  Dr.  Erling 
Skouge. 

It  is  difficult  to  tell  how  the  Norwegian  people 
impress  me.  They  are  cultured  human  beings  with 
ideas  of  personal  freedom.  They  suffered  during 
the  war,  although  not  quite  as  the  East  Europeans. 
Theirs  was  a suffering  due  to  a loss  of  faith.  The 
first  German- Austrians  to  reach  Norway  came  as 
“friends”  to  help.  They  were  “friends”  in  a way. 
Many  regained  their  health  and  strength  after 
World  War  I from  food  given  by  the  families  in  the 
villages  they  entered  as  conquerors.  They  spoke 
the  language  taught  by  their  former  hosts,  now 
captives.  A small  nation  of  three  and  one-half 


million,  Norway  sought  to  resist.  It  had  no  planes. 
Its  underground  paid  three  or  more  lives  for  each 
Nazi  killed.  But  Norway  kept  its  spirit.  Today, 
German  and  Germans  are  positively  disliked.  Ger- 
mans come  to  Norway  none  the  less.  Some  Nor- 
wegians remind  me  of  the  Irish.  The  girls  with 
red  hair  and  impudent  mouths  seem  Irish.  Perhaps 
they  are.  Not  all  Norwegians  are  light  in  com- 
plexion. Nor  in  fact,  were  all  the  Vikings.  The  sea 
surrounds  the  land  in  Norway.  The  sea  is  the 
source  of  food,  of  travel,  of  occupation.  The  life 
of  the  sailor  is  a free  life,  or  was.  On  land  he  con- 
tinues to  be  free.  This  despite  a high  tax  on  earn- 
ings. For  the  income  has  increased  above  the  cost 
of  living.  There  is  work  for  all.  School  to  the  ca- 
pacity of  the  pupil.  Not  all  can  work  with  brain 
alone.  Schools  for  sailors,  mechanics,  and  house- 
workers  exist.  The  land  and  the  sea  make  for  a 
hardy,  rugged  people.  These  are:  Cleanliness  in 

all  things,  honest,  honorable,  and  one  price.  The 
stay  in  Norway  remains  an  enjoyable  memory. 

Herman  Goodman,  M.D. 

18  East  89th  Street 
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Management  of  the  Handicapped  Child.  By  H. 
Michal-Smith,  Ph.D.  Octavo  of  276  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1957. 
Cloth.  $6.50. 

Tumors  of  the  Soft  Somatic  Tissues.  By  George 
T.  Pack,  M.D.,  and  Irving  M.  Ariel,  M.D.  Quarto 
of  820  pages,  with  652  illustrations.  New  York, 
Hoeber-Harper  Book,  1958.  Cloth,  $30. 

Noise  and  Your  Ear.  By  Aram  Glorig,  Jr.,  M.D. 
Octavo  of  152  pages,  illustrated.  New  York,  Grune 
& Stratton,  1958.  Cloth  $6.50. 

Functional  Organization  of  the  Diencephalon. 

By  W.  R.  Hess,  Prof,  of  Physiology.  Octavo  of 
180  pages  illustrated.  New  York,  Grune  & Strat- 
ton, 1958.  Cloth  $7.00. 

Comparative  Aspects  of  Haemolytic  Disease  of 
the  Newborn.  By  G.  Fulton  Roberts,  M.D.  Duo- 
decimo of  199  pages.  New  York,  Grune  & Stratton, 
1957.  Cloth,  $3.00. 

Cortisone  Therapy.  By  J.  H.  Glyn,  M.D.  Oc- 


tavo of  162  pages,  illustrated.  New  York,  Philo- 
sophical Library,  1957.  Cloth,  $10. 

Mosby’s  Review  of  Practical  Nursing,  2nd  Ed. 
By  D.  K.  Rapier,  R.N.,  M.  J.  Koch,  R.N.,  D.  M. 
Jensen,  R.N.,  Viola  M.  Laurent,  R.N.,  and  L.  P. 
Moran,  A.B.  Quarto  of  354  pages.  St.  Louis,  The 
C.  V.  Mosby  Co.,  1957.  Cloth,  $4.25. 

General  Diagnosis  and  Therapy  of  Skin  Diseases. 

By  Hermann  W.  Siemens,  M.D.  Odtavo  of  324 
pages,  with  375  illustrations.  Chicago,  The  Uni- 
versity of  Chicago  Press,  1958.  Cloth,  $10. 

Drugs.  By  Harry  Beckman,  M.D.  Octavo  of 
728  pages  with  175  illustrations.  Philadelphia,  W. 
B.  Saunders  Company,  1958.  Cloth,  $15. 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1958.  Difficult  Office  Prob- 
lems. Leroy  H.  Sloan,  M.D.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1958. 
Published  Bi-Monthly  (six  numbers  a year). 
Cloth,  $18.  net.  Paper  $15.  net. 
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THE  PATIENT’S  COMPLAINT 


stubborn  trichomoniasis 


THE  PRESCRIPTION: 

eradication  by 


More  and  more  physicians  have  found  that  vaginal  trichomoniasis  re- 
sistant to  many  types  of  medication  is  quickly  and  easily  eradicated 
by  Vagisec  liquid  and  jelly.1-2  This  is  good  news  for  patients  who  have  long 
suffered  from  annoying  leukorrhea,  pruritus  and  burning.  All  of  Decker’s1 
patients  obtained  “immediate  relief  of  acute  symptoms”  with  the  very  first 
office  treatment,  and  91%  were  “cured.” 

As  seen  in  the  majority  of  Decker’s  patients,  only  three  to  four  weeks  of 
treatment  were  necessary.  Negative  results  usually  follow  three  successive 
menstrual  cycles  and  constitute  a “cure.” 

The  reason  for  this  success  is  the  powerful,  penetrating  action  of  Vagisec 
liquid  which  reaches  every  crevice  of  the  vaginal  rugae  and  dissolves  albu- 
minous secretions  to  reach  the  hidden  trichomonads.  Within  15  seconds  of 
contact,  they  are  exploded.  This  total  destruction  is  caused  by  the  wetting, 
detergent  and  chelating  agents  in  Vagisec  liquid  which  weaken  the  cell  mem- 
branes, remove  waxes  and  lipids,  and  denature  the  proteins.  The  Davis  tech- 
nique, emphasizing  continuous,  ’round-the-clock  therapy  with  both  Vagisec 
liquid  and  jelly,  eradicates  trichomonads  and  gives  them  no  possible  chance 
to  reappear. 


Vagisec8 

liquid  and  jelly 


References:  1.  Decker,  A.:  New  York  J.  Med.  57:2237  (July 
1)  1957.  2.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

JULIUS  SCHMID,  inc. 

423  West  55th  Street,  New  York  19,  N.  Y. 

VAGISEC  is  a registered  trade-mark  of  Julius  Schmid,  Inc. 
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Leon  Antell,  M.D.,  of  New  York,  City,  died  on 
March  4 at  his  home  at  the  age  of  sixty-seven.  Dr. 
Antell  graduated  in  1916  from  Long  Island  College 
Hospital  Medical  School  and  interned  at  Mount 
Sinai  Hospital.  He  was  a member  of  the  American 
Academy  of  Pediatrics,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Estelle  Chamberlain  Beach,  M.D.,  of  New  York 
City,  died  on  December  15,  1957,  at  the  age  of 
eighty-one.  Dr.  Beach,  who  was  retired,  graduated 
in  1911  from  New  York  Medical  College  and  Hospi- 
tal for  Women,  Homeopathic,  New  York  City.  She 
was  a member  of  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leo  M.  Boden,  M.D.,  of  Buffalo,  retired,  died  on 
February  13  at  the  age  of  fifty-nine.  Dr.  Boden  re- 
ceived his  medical  degree  from  the  University  of 
Freiburg  in  1923.  Before  coming  to  this  country  he 
was  health  commissioner  of  the  City  of  Ludwigsha- 
fen.  Dr.  Boden  was  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Nicholas  Code,  M.D.,  of  Brightwaters,  died 
at  Lakeside  Hospital,  Copiague,  on  February  20  at 
the  age  of  forty-five.  Dr.  Code  received  his  medical 
degree  from  the  University  of  Dublin,  Ireland,  in 
1944.  He  was  a consultant  in  anesthesiology  at 
Pilgrim  State  Hospital,  West  Brentwood,  and  at- 
tending in  anesthesiology  at  Central  Islip  State 
Hospital,  Central  Islip,  and  Southside  Hospital, 
Bay  Shore.  Dr.  Code  was  a Fellow  of  the  American 
College  of  Anesthesiologists  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
New  York  State  Society  of  Anesthesiologists,  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Francis  Michael  Conway,  M.D.,  of  Sarasota, 
Florida,  formerly  of  New  York  City,  retired,  died  in 
a hospital  in  Sarasota  on  February  21  at  the  age  of 
fifty-five.  Dr.  Conway  graduated  from  Cornell 
University  Medical  College  in  1928  and  interned  at 
New  York  Hospital.  He  was  chairman  of  the 
Medical  Practice  Committee  when  it  was  estab- 
lished by  Edward  Corsi,  State  Industrial  Commis- 
sioner, in  1944.  Dr.  Conway  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
American  Association  for  the  Surgery  of  Trauma, 
the  New  York  Academy  of  Medicine,  and  the  New 


York  Surgical  Society. 

Frank  Bethel  Cross,  M.D.,  of  Brooklyn,  died  on 
February  26  at  the  age  of  seventy-eight.  Dr. 
Cross  graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1900  and  interned  at 
Methodist  Hospital  of  Brooklyn.  He  was  a con- 
sulting physician  at  St.  John’s,  Victory  Memorial, 
Samaritan,  Mather  Memorial  (Port  Jefferson),  and 
St.  Luke’s  (Newburgh)  Hospitals,  and  chief  physi- 
cian emeritus  at  Methodist  Hospital  of  Brooklyn,  as 
well  as  a member  of  its  board  of  managers.  Dr. 
Cross  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Howard  Wilcox  Davis,  M.D.,  of  Binghamton, 
died  at  his  home  on  February  23  at  the  age  of  sixty- 
five.  Dr.  Davis  graduated  from  Albany  Medical 
College  in  1917.  He  was  an  attending  in  internal 
medicine  at  Binghamton  State  Hospital  and  a con- 
sultant at  Our  Lady  of  Lourdes  Memorial  and 
Broome  County  Tuberculosis  Hospitals.  Dr.  Davis 
was  a member  of  the  Binghamton  Academy  of  Med- 
icine, the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frederic  F.  Drury,  M.D.,  of  Gouverneur,  died  at 
his  home  on  February  10  at  the  age  of  eighty-nine. 
Dr.  Drury  graduated  in  1891  from  Bellevue  Hospi- 
tal Medical  College.  He  had  practiced  for  more 
than  sixty  years  in  Gouverneur,  had  served  as  county 
coroner  for  thirteen  years,  was  a past-president  of 
the  St.  Lawrence  County  Medical  Society,  was  a 
member  of  the  medical  staff  of  the  old  Stephen  B. 
Van  Duzee  Hospital  and  its  successor  the  Edward 
John  Noble  Hospital,  and  at  one  time  served  as 
head  of  the  Van  Duzee  Hospital.  Dr.  Drury  was  a 
member  of  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Julian  Allen  Gaul,  M.D.,  of  Roxbury,  died  on 
January  30  at  Margaretville  Hospital  at  the  age  of 
eighty.  Dr.  Gaul  graduated  from  Albany  Medical 
College  in  1898.  He  was  an  associate  member  of 
the  staff  of  the  Margaretville  Hospital,  was  coroner 
of  Delaware  County,  and  for  forty  years  served  as 
Town  of  Roxbury  health  officer.  Dr.  Gaul  was 
honored  by  Albany  Medical  College  Alumni  Associ- 

[Continued  on  page  1192] 
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“Every  relevant  issue  voted  upon  by  the  House 
of  Delegates  during  the  past  thirty-five  years  indi- 
cates that  a great  majority  of  our  members  are  in 
favor  of  the  Group  Plan.  . . I urge  every  individual 
member  to  support  and  participate  in  the  Society’s 
Group  Plan.” 

— Dr.  Thurman  B.  Givan,  President, 
Medical  Society  of  the  State  of  New  York 

GROUP  PLAN  OF  MALPRACTICE  INSURANCE 
AND  DEFENSE 

2 Park  Avenue,  New  York  16,  N.  Y.,  MUrray  Hill  4-321 1 
James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

H.  F.  WANVIG,  Inc.,  broker 

EMPLOYERS  MUTUAL  LIABILITY  INSURANCE  COMPANY 

OF  WISCONSIN 

carrier 

* New  York  State  Journal  of  Medicine,  January  16,  1968 
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ation  in  1948  with  a fifty-year  service  award  for  serv- 
ice to  humanity.  Dr.  Gaul  was  a member  of  the 
Delaware  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Bryant  Charles  Hurlbutt,  M.D.,  of  Rushville, 
died  on  February  9 at  the  age  of  fifty.  Dr.  Hurlbutt 
graduated  from  Albany  Medical  College  in  1933. 
He  was  an  attending  physician,  obstetrician,  and 
anesthetist  at  Frederick  Ferris  Thompson  Hospital, 
Canadaigua,  and  a director  of  school  hygiene  for 
Ontario  County.  Dr.  Hurlbutt  was  a member  of 
the  Ontario  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  J.  Morgenstern,  M.D.,  of  Brooklyn,  died 
on  February  12  at  the  age  of  sixty-two.  Dr.  Mor- 
genstern graduated  from  Yale  University  School  of 
Medicine  in  1926  and  interned  at  Montefiore  Hospi- 
tal. He  was  an  assistant  in  surgery  at  the  Brooklyn 
Eye  and  Ear  Hospital.  Dr.  Morgenstern  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Peter  John  Riaboff,  M.D.,  of  New  York  City, 
died  at  his  home  on  February  28  at  the  age  of  sixty- 
four.  Dr.  Riaboff  received  his  medical  degree  from 
the  University  of  Kazan,  Russia,  in  1916.  He  was 
an  assistant  in  urology  at  St.  Clare’s  Hospital.  Dr. 
Riaboff  was  a member  of  the  American  Urological 
Association,  the  New  York  Society  of  American 
Urological  Association,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Joseph  Francis  Slayne,  M.D.,  of  Elmhurst,  died 
on  February  24  at  the  age  of  fifty-four.  Dr.  Slayne 
graduated  in  1933  from  Georgetown  University 
School  of  Medicine.  He  was  an  associate  in  surgery 
at  Greenpoint  Hospital. 

Thomas  William  Stevenson,  M.D.,  of  New  York 
City,  died  at  his  home  in  Mount  Kisco  on  February 
22  at  the  age  of  fifty-three.  Dr.  Stevenson  gradu- 
ated from  Harvard  University  Medical  School  in 
1929.  He  was  director  of  plastic  surgery  and  an  as- 
sociate in  plastic  surgery  at  Francis  Delafield  Hospi- 
tal, consultant  in  plastic  surgery  at  Northern  West- 
chester Hospital,  Mount  Kisco,  and  Phelps  Me- 
morial Hospital  Association,  North  Tarry  town,  and 
an  attending  in  surgery  at  Presbyterian  Hospital. 
Formerly  a president  of  the  American  Society  for 
Surgery  of  the  Hand,  he  was  also  professor  of  clinical 
surgery  at  Columbia  University  College  of  Physi- 
cians and  Surgeons  and  in  1954  he  gave  a series  of 
lectures  at  the  Veterans  Administration  Hospital, 
San  Juan,  Puerto  Rico.  Dr.  Stevenson  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Society  of  Plastic  and  Re- 


constructive Surgery,  the  American  Association  of 
Plastic  Surgeons,  the  New  York  Surgical  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  R.  Turk,  M.D.,  of  Snyder,  died  on  Febru- 
ary 6 at  his  home  at  the  age  of  eighty-nine.  Dr. 
Turk  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1897.  For  twenty  years  he 
had  served  as  county  physician  in  Little  Valley, 
then  in  1917  moved  to  Buffalo  where  he  was  instru- 
mental in  promoting  an  ear,  nose,  and  throat  clinic 
in  Emergency  Hospital.  Dr.  Turk,  who  retired  in 
1943,  was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eilhard  von  Domarus,  M.D.,  of  New  York  City, 
died  on  February  25  in  Beth  David  Hospital  at  the 
age  of  sixty-four.  Dr.  von  Domarus  received  his 
medical  degree  from  the  University  of  Jena  in  1922. 
He  was  supervising  psychiatrist  at  the  Postgraduate 
Center  for  Psychotherapy.  Dr.  von  Domarus  was 
a Member  of  the  American  Psychiatric  Association, 
the  Association  for  the  Advancement  of  Psychother- 
apy, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Floyd  Stone  Winslow,  M.D.,  of  Rochester,  died  on 
February  18  at  his  home  at  the  age  of  seventy-seven. 
Dr.  Winslow  graduated  from  Cornell  University  Med- 
ical College  in  1906.  He  was  a consultant  in  sur- 
gery at  Rochester  General  Hospital  and  an  associate 
in  pathology  at  Strong  Memorial  Hospital.  Dr. 
Winslow  had  been  coroner’s  physician  of  Monroe 
County  since  1926,  was  president  of  the  Medical 
Society  of  the  State  of  New  York  from  1936  to  1937, 
and  chairman  of  the  State  Society  delegates  to  con- 
ventions of  the  American  Medical  Association  for  the 
last  twenty-five  years.  He  was  the  oldest  delegate 
in  point  of  service.  In  May,  1957,  the  Monroe  County 
Medical  Society  honored  him  for  his  public  relations 
work  for  over  a quarter  of  a century  and  at  that  time 
he  received  an  award  of  the  Reporters  Association  of 
New  York  City  for  a pamphlet  of  procedure  to  pro- 
mote a greater  and  smoother  flow  of  accurate  medical 
news  from  physicians  and  hospitals  to  news  media. 
He  was  a past  president  of  the  Monroe  County  Med- 
ical Society  and  of  the  Rochester  Pathological  So- 
ciety. Dr.  Winslow  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Rochester 
Academy  of  Medicine,  the  Rochester  Pathological 
Society,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Elihu  Zaretzki,  M.D.,  of  Great  Neck,  died 
on  February  24  in  Long  Island  Jewish  Hospital  at 
the  age  of  fifty-five.  Dr.  Zaretski  graduated  in  1928 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Radiology. 
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pick  up  the  phone  to 
arrange  for  a loan 

MUrray  Hill  2-5000 

Only  your  signature  required 

It's  as  simple  as  that.  No  visit  to  this  bank 
necessary.  No  collateral.  No  endorsements. 

Low  bank  rates.  Payments  spread  over  2 years. 

*1500  *2500  *5000 

INDUSTRIAL 

BANK  OF  COMMERCE 

Main  Office:  56  East  42nd  St.,  New  York 

opposite  Grand  Central— other  offices  throughout  City 
Loans  available  to  residents  of  New  York 
Metropolitan  area,  including  Conn,  and  N.  J. 


PREMOCILLIN  "250 

WITH 

THREE  SULFONAMIDES^ 


infections  . . . PREMOCILLIN 

penicillin  — triple  sulfonamide  | 

combination  in  exceptionally  palatable 
fluid  form  . . . provides  a wider  antibacterial  ! ; 

spectrum;  is  convenient  to  administer  and  is  usually 
well  tolerated.  PREMOCILLIN  combines  250,000  U.  potassium 
penicillin  G and  0.5  Gm.  sulfonamide  <0.167  Gm.  each  sulfadiazine,  sulfa merazine, 
sulfacetamide)  per  teaspoonful.  • Coming  soon  Premo’s  REVOLUTIONARY,  NEW  TRANQUILIZER 

f I . > 

premo  pharmaceutical  laboratories,  inc.,  south  hackensack,  new  jer 


designed  for  the  young 
in  severe  infections  . . 
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Cancer  Education  Program — The  Southedge 
School,  North  Massapequa,  was  the  scene  on 
March  4 of  a program  presenting  the  latest  facts 
known  about  cancer  and  ways  of  safeguarding 
against  the  disease.  A film,  ‘‘Breast  Self-Examina- 
tion,” was  shown,  and  a panel  of  five  doctors  dis- 
cussed cancer  and  answered  questions  from  the 
audience.  The  program  was  sponsored  by  the 
school  nurses  of  the  Plainedge  school  district  in 
cooperation  with  the  Nassau  Division  of  the  Ameri- 
can Cancer  Society. 

Panel  members  were  Dr.  Robert  J.  Ryan  of 
Bellmore  and  Freeport,  Dr.  John  W.  McElwain  of 
Hempstead  and  Amityville,  Drs.  Salvatore  Noto 
and  Kurt  Loewenthal  of  Freeport,  and  Dr.  Beatrice 
Sommer  of  Massapequa.  Mrs.  Murray  Weinberg 
of  Massapequa  was  program  chairman. 

Blood  Study  of  Retinitis  Pigmentosa  Patients 
Offered — An  analytic  study  of  the  blood  of 
retinitis  pigmentosa  patients  is  being  conducted  at 
the  Jewish  Hospital  of  Brooklyn.  Twenty  cc.  of 
blood  from  each  patient  is  all  that  is  needed.  Those 
who  are  interested  should  write  (please  do  not  call) 
for  an  appointment  to:  Retinitis  Pigmentosa  Proj- 
ect, Department  of  Biochemistry,  Jewish  Hospital 
of  Brooklyn,  555  Prospect  Place,  Brook^m,  New 
York. 

Opportunity  for  Learning  Radiology — Dr.  Henry 
K.  Taylor,  roentgenologist  at  Goldwater  Memorial 
Hospital,  has  announced  that  there  are  several 
vacancies  available,  with  maintenance  and  hono- 
rarium, for  anyone  interested  in  learning  radiology 
as  an  adjunct  to  his  current  specialty.  For  in- 
formation write  to  Dr.  Taylor  at  the  hospital, 
Welfare  Island  17,  New  York. 

Doctors  to  Play  to  Benefit  Cystic  Fibrosis  Founda- 
tion— The  Brooklyn  Doctors’  Symphony  presented 
a benefit  concert  on  February  28  at  the  Brooklyn 
High  School  of  Home  Making.  On  May  22,  at 
8:30  p.m.,  the  Doctors’  Orchestral  Society  of  New 
York  will  present  a benefit  concert  for  the  National 
Cystic  Fibrosis  Research  Foundation. 

Physicians,  dentists,  and  members  of  alhed  pro- 
fessions are  invited  to  become  members  of  these 
groups.  The  Brooklyn  Doctors’  Symphony  meets 
on  Wednesday  evenings  in  the  auditorium  of  the 
Brooklyn  High  School  of  Homemaking  at  901 
Classon  Avenue,  Brooklyn.  The  Doctors’  Orches- 
tral Society  of  New  York  rehearses  on  Thursday 
evenings  in  the  auditorium  of  the  Stuyvesant  High 
School,  15th  Street  and  First  Avenue,  New  York 
City.  For  further  details  contact:  Dr.  Benjamin 


A.  Rosenberg,  909  President  Street,  Brooklyn  15, 
New  York.  Telephone  NEvins  8-2370. 

Polio  Shots  Urged  for  Children  Under  Five — 

Surgeon  General  Leroy  E.  Burney  of  the  Public 
Health  Service  said  he  will  continue  to  urge  vaccina- 
tion of  all  persons  under  forty,  with  special  emphasis 
on  the  under  five  age  group.  The  Children’s 
Bureau,  also  an  agency  of  the  Department  of  Health, 
Education,  and  Welfare,  will  join  in  this  phase  of  the 
campaign. 

Preliminary  figures  compiled  by  the  Public  Health 
Service’s  Communicable  Disease  Center  on  paralytic 
polio  attack  rates  during  1957  indicate  a substan- 
tially higher  rate  among  children  under  five  than  in 
other  susceptible  age  groups.  The  highest  attack 
rate,  5.7  per  100,000,  was  among  one-year-old 
children.  The  next  highest  rate,  5.5,  was  among 
two-year-olds.  For  all  children  through  the  age 
of  four  the  rate  averaged  4.4,  compared  with  1.4 
for  the  five  through  nineteen  age  group  and  0.8 
for  those  twenty  through  thirty-nine. 

Funds  Granted  for  Cancer  Studies — The  Ameri- 
can Cancer  Society  has  announced  its  first  new 
research  grants  for  1958  amounting  to  $968,105. 
This  brought  its  total  dollar  support  of  current 
research  to  more  than  $12,165,000. 

A major  portion  of  the  funds  will  go  toward  studies 
of  the  causative  agents  of  cancer. 

Grants  for  research  in  New  York  City  included 
one  of  $18,892  to  Dr.  William  G.  Cahan  of  the 
Sloan-Kettering  Institute  for  Cancer  Research. 
It  will  help  support  a study  of  cigaret  smokers  and 
a control  group  of  nonsmokers  to  trace  the  course 
of  cell  changes  before  and  during  the  development  of 
lung  cancer. 

Dr.  Edward  Ernest  Rockey  of  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals,  will 
receive  $62,333  to  see  if  tobacco  tars  cause  lung 
cancer.  The  society  said  that  a painless  method  of 
observing  the  effect  of  tobacco  tars  on  the  lung 
passages  of  dogs  had  been  perfected  for' this  study. 

Kirby  Fellowship  Established — The  Department 
of  Ophthalmology  of  the  New  York  University- 
Bellevue  Medical  Center  has  announced  the  estab- 
lishment of  the  Daniel  B.  Kirby  Fellowship  ’ for 
Research  in  Ophthalmology. 

To  be  eligible  for  this  award  the  candidate  must 
have  had  a thorough  grounding  in  ophthalmology, 
roughly  equivalent  to  a three-year  residency,  or 
should  have  acquired  equivalent  competence  in  a 
basic  field  related  to  ophthalmology.  Fellows  will 
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‘Cardilate’  tablets . y ' shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

‘‘Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.f  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

* 'Cardilate'  brand  Erythro!  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 
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be  expected  to  continue  work  on  basic  problems 
in  such  fields  as  ocular  chemistry,  physiology, 
pathology,  or  experimental  surgery,  and  will  be 
supplied  laboratory  space  and  facilities  in  the 
Center.  The  initial  appointment  will  be  for  one 
year  at  a basic  stipend  of  $7,000  and  will  be  subject 
to  renewal  for  two  additional  years. 

Postgraduate  Courses — The  State  University  of 
New  York  College  of  Medicine  and  the  Medical 
Society  of  the  County  of  Kings  are  conducting 
spring  term  postgraduate  courses  designed  primarily 
for  the  general  practitioner.  The  courses  afford 
an  opportunity  for  doctors  to  engage  in  postgraduate 
study  without  giving  up  their  practice. 

Obstetric-Pediatric  Refresher  Course — The  De- 
partments of  Pediatrics  and  Obstetrics  of  Albany 
Medical  College  are  presenting  an  eight-week  course 
on  the  “Problems  of  the  Newborn  and  Antecedent 
Obstetrical  Factors.’ ’ The  course,  which  began 
on  March  19,  consists  of  grand  rounds  conducted 
by  each  department,  combined  obstetric-pediatric 
conferences,  individual  case  conferences,  and 
bedside  rounds. 

National  Council  on  Alcoholism — The  Hotel 
Statler,  New  York  City,  was  the  scene  of  the 
fourteenth  annual  meeting  of  the  National  Council 
on  Alcoholism  March  26  through  28.  There  was 
wide  attendance  by  representatives  of  the  National 
Council’s  affiliates  from  all  over  the  United  States 
as  well  as  by  persons  interested  in  the  special  papers 
that  were  read  on  the  understanding  and  treatment 
of  alcoholism. 

The  National  Council  on  Alcoholism  is  the  only 
national  voluntary  health  agency  which  conducts  a 
three-phased  program  against  alcoholism  by  means 
of  public  information  about  the  disease,  promotion 
of  treatment  of  the  alcoholic,  and  research  to  provide 
increased  knowledge  about  the  disease. 

Study  of  Industrial  Injuries — Results  of  a special 
study  of  five  selected  categories  of  industrial  in- 
juries in  1956  have  been  released  by  Angela  R. 
Parisi,  Chairman  of  the  Workmen’s  Compensation 
Board. 

The  study  was  made  at  the  request  of  the  United 
States  Department  of  Labor  and  included  analysis 
of  the  number  of  cases  and  amounts  of  compensa- 
tion awarded  in  occupational  injuries  which  involved 
the  amputation  of  the  right  arm,  fracture  of  the 
lower  leg,  skull  fracture,  hernia,  or  the  loss  of  sight 
in  one  eye.  The  cases  also  were  analyzed  on  the 
basis  of  age  and  sex  groupings. 

Miss  Parisi  said  the  selection  of  types  of  injuries 
and  other  information  was  made  by  the  Federal 
department,  to  provide  common  denominators  for 
comparison  to  be  made  among  various  states  at  the 
forthcoming  President’s  Conference  on  Occupational 
Safety. 

The  average  amount  of  compensation  awarded  to 


injured  workers  who  suffered  skull  fractures  was 
$7,942  per  case,  exclusive  of  the  cost  of  medical 
and  hospital  care.  The  331  cases  involved  did  not 
include  those  in  which  multiple  injuries  may  have 
occurred.  The  injured  workers  in  307  of  these 
cases  were  men,  and  24  were  women.  By  age  and 
sex,  the  highest  average  awards,  $11,049  per  case, 
were  in  the  thirty  to  thirty-four-year  age  group  for 
men,  and  $10,388  per  case  for  women  in  the  twenty 
to  twenty-four-year  age  group. 

Most  frequent  in  occurrence,  but  with  smaller 
awards,  were  8,749  hernia  cases,  which  averaged 
$356  per  case,  exclusive  of  the  cost  of  medical  and 
hospital  care.  For  persons  over  the  age  of  fifty, 
when  compared  in  five-year-age  groupings,  the 
average  compensation  award  remained  consistently 
above  the  average  per  case  for  all  age  groups. 

Fractures  of  the  lower  leg  accounted  for  2,158 
compensated  cases  closed  in  1956.  In  84  per  cent 
of  these  cases  the  injured  were  men,  and  16  per  cent 
were  women.  The  average  award  for  this  type  of 
injury,  exclusive  of  the  cost  of  medical  and  hospital 
case,  was  substantially  less  for  women  than  for 
men,  $1,143  as  compared  with  $1,659.  Under 
forty-five  years  of  age,  for  both  men  and  women, 
the  average  compensation  award  was  below  the 
award  for  all  ages.  Although  the  average  award  for 
men  over  forty-five  years  of  age  was  consistently 
below  the  all-age  male  average,  the  average  award 
for  women  in  the  same  age  category  fluctuated,  by 
age  groupings,  both  above  and  below  the  all-age 
female  average. 

Only  35  women  suffered  industrial  loss  of  sight, 
partial  or  total,  while  554  men  were  in  this  category 
in  the  cases  closed  in  1956.  In  most  cases  the 
accidents  resulted  in  some  degree  of  loss  of  sight  in 
one  eye.  In  only  a few  cases  did  loss  of  vision 
in  both  eyes  follow  the  accident.  The  average 
award  per  case  for  both  men  and  women  was  $3,777. 
In  the  fifty  to  fifty-four-year  age  group,  the 
highest  average,  $5,659  per  case  was  awarded. 

A total  of  $128,268  in  compensation,  exclusive  of 
the  cost  of  medical  and  hospital  care,  was  awarded 
to  ten  claimants  in  cases  closed  in  1956  on  account 
of  amputations  of  part  or  all  of  the  right  arm. 

Broadacres  Sanatorium  Returned  to  County — 

The  large  number  of  vacant  beds  in  tuberculosis 
hospitals  throughout  Upstate  New  York  has  made  it 
possible  to  close  Broadacres  Sanatorium,  Utica,  and 
return  it  to  Oneida  County.  Oneida  County  officials 
have  stated  that  the  hospital  will  be  used  for  the  care 
and  rehabilitation  of  the  chronically  ill,  which  is  an 
important  step  forward  in  the  field  of  chronic  dis- 
ease care  and  assures  use  of  the  facility  for  commu- 
nity health  purposes. 

Patients  from  Broadacres  Sanatorium  will  be 
transferred  to  the  Homer  Folks  Tuberculosis  Hos- 
pital at  Oneonta,  about  64  miles  away.  The 
present  outpatient  tuberculosis  service  will  be  main- 
tained at  Broadacres  in  order  not  to  interrupt  the 
facilities  to  which  patients  are  accustomed  to  com- 
ing. 

[Continued  on  page  1198] 
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clinical  studies1'2  demonstrate 
marked  reduction  of 
comedones  and  pustules, 
superior  concealment 


Use  of  Desitin  Acne  Cream  in  153 
Jpp:acne  vulgaris  patients  for  4 months 
produced  “marked  improvement" 


in  112  (73  per  cent)  and  “moderate 
improvement"  in  30  (19  per  cent)  as 
shown  by  substantial  reduction  of 
comedones  and  pustules.1 


tubes  of  iy2  oz, 


conceals  lesions  without  medicated  or  mask- 
like appearance,  thereby  facilitating  constant 
usage  without  embarrassment  of  patient. 


moderate  keratolytic  action  with  reduction  of 
excess  oiliness  without  local  irritation. 

combats  secondary  infection  of  comedones 
and  pustule  formation. 


Combines  colloidal  sulfur,  resorcinol,  zinc  oxide  and  hexa- 
chlorophene  in  a flesh-tinted,  quick-drying,  cosmetically  ele- 
gant and  superior  base.  Safe,  pleasant  to  use,  greaseless. 


Please  write  for  SAMPLES  and  reprints. 

DESITIN  Chemical  Company 

812  Branch  Ave.,  Providence  4,  R.  I. 

1.  Bleiberg,  J.:  J.  Med.  Soc.  New  Jersey,  Aug.  1957, 

2.  Weissberg,  G.:  Clinical  Medicine,  Feb.  1958. 
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Hawaiian  Holiday — The  Illinois  State  Medical 
Society  has  completed  arrangements  for  a Hawaiian 
Holiday  for  the  members  of  the  Illinois  State  Medical 
Society,  their  families  and  friends  and  extend  a wel- 
come to  all  doctors  and  their  families  “everywhere” 
to  join  them. 

The  trip  departs  via  Pan  American  World  Airways 
leaving  San  Francisco  on  June  26  and  returns  via 
either  the  Lurline  or  plane  on  July  5.  It  is  under- 
stood there  will  be  a Hawaii  Summer  Medical  Con- 
ference in  Honolulu,  July  1 through  3. 

For  further  information  write  to:  W.  M. 

Maloney,  Vice-President,  Harvey  R.  Mason  Travel 
Company,  Professional  Building,  Old  Orchard, 
Skokie,  Illinois. 

Postgraduate  Course — The  American  College  of 
Physicians  has  issued  its  final  bulletin  on  postgrad- 
uate courses  for  the  spring.  The  courses  have  been 
arranged  through  the  cooperation  of  the  directors 
and  institutions  at  which  the  courses  will  be  given. 
For  more  complete  information  write  to:  Mary  E. 
Atkinson,  registrar,  4200  Pine  Street,  Philadelphia  4, 
Pennsylvania. 

Private  Hospital  to  Treat  Mental  Cases — The 

proposed  Southshore  Hospital  is  planning  the  first 
ward  in  Nassau  County  for  the  treatment  of  men- 
tally ill  patients  in  a private  general  hospital.  The 
Valley  Stream  hospital,  scheduled  for  construction 
in  the  spring  of  1959,  will  provide  24  beds  for  psy- 
chiatric care  in  one,  two,  and  four-bed  rooms. 

Dr.  Charles  L.  Nord,  director  of  Nassau  County’s 
Mental  Health  Board  and  John  R.  Rague,  executive 
director  of  the  Nassau  Mental  Health  Association, 
praised  the  move  for  making  it  possible  for  a person 
suffering  from  mental  illness  to  receive  the  same  care 
as  a person  with  a physical  illness.  It  is  hoped  the 
new  facilities  will  encourage  many  with  early  signs 
of  mental  illness  to  seek  diagnosis  and  treatment. 


Society  of  Medical  Jurisprudence — The  Society  of 
Medical  Jurisprudence  held  its  711th  regular  meet- 
ing at  The  New  York  Academy  of  Medicine  Building 
on  February  10.  The  program  of  the  evening  was 
“A  Trial  Demonstration  of  Legal  Proceedings  In 
Commitment  of  Allegedly  Mentally  111  Person  to  a 
State  Institution.”  Hon.  James  B.  McNally  was 
the  presiding  justice,  David  R.  Blossom,  Esq.,  was 
the  “patient,”  and  Dr.  Arthur  Zitrin,  was  the  testify- 
ing psychiatrist.  A panel  discussion  followed. 

Federation  of  Protestant  Welfare  Agencies — 

The  Federation  of  Protestant  Welfare  Agencies  held 
its  annual  meeting  at  the  Hotel  Commodore,  New 
York  City,  on  February  25.  The  theme  of  the  meet- 
ing was  “Challenges  to  Welfare  in  an  Age  of 
Science.”  Raymond  W.  Houston,  New  York  State 
Commissioner  of  Social  Welfare,  discussed  the  sub- 
ject “Why  All  This  Welfare?” 

National  Vitamin  Foundation — A symposium  on 
problems  of  human  nutrition,  held  in  conjunction 
with  the  annual  meeting  of  the  National  Vitamin 
Foundation  on  March  4,  honored  Dr.  V.  P.  Syden- 
stricker,  a pioneer  in  the  fight  against  pellagra. 
Dr.  Sydenstricker,  of  the  Medical  College  of  Georgia, 
was  the  guest  of  honor  at  the  Foundation’s  annual 
dinner.  The  symposium,  co-sponsored  by  the  Med- 
ical College  of  Georgia  and  the  National  Vitamin 
Foundation,  was  held  at  the  Hotel  Plaza  in  New 
York  City. 

Bronx  Pediatric  Society — The  regular  monthly 
meeting  of  the  Bronx  Pediatric  Society  was  held  at 
the  Morrisania  City  Hospital  on  March  12.  Dr. 
Leon  Greenspan,  pediatric  consultant,  Institute  of 
Physical  Medicine  and  Rehabilitation,  spoke  on  the 
topic  “Muscular  Dystrophy,  Childhood  Type, 
Functional  Evaluation  and  Treatment.”  There  was 
a discussion  by  Dr.  George  C.  Deaver,  medical  direc- 
tor,-Children’s  Division,  Institute  of  Physical  Medi- 
cine and  Rehabilitation. 


Personalities 


Elected 

Dr.  John  A.  Evans,  radiologist-in-chief  of  the 
New  York  Hospital-Cornell  University  Medical 
Center,  as  a member  of  the  Board  of  Chancellors 
of  The  American  College  of  Radiology. 

Appointed 

Dr.  Peter  Marshall  Murray,  director  of  obstetrics 
and  gynecology,  Sydenham  Hospital,  Harlem,  to  the 
Board  of  Hospitals,  New  York  City  . . . Dr.  Jerome 
Noble,  as  medical  director  of  George  A.  Breon  and 
Company,  New  York  City  . . . Dr.  Edward  J.  Scho- 
walter,  as  medical  director  of  The  Western  Electric 
Company,  New  York  City.  Dr.  Alvin  F.  Coburn, 
as  director  of  clinical  investigation  for  the  Labora- 
tories for  Pharmaceutical  Development,  Yonkers  . . . 
Dr.  Richard  A.  Slezak,  Tully,  as  resident  physician 
at  the  Oneida  County  Hospital  . . . Drs.  Victor  P. 


Bond,  of  Brookhaven  National  Laboratory,  Upton, 
Long  Island,  Herman  E.  Hilleboe,  Commissioner  of 
Health,  Albany,  and  Berwyn  F.  Mattison,  executive 
secretary  of  the  American  Public  Health  Association, 
New  York  City,  by  Surgeon  General  Leroy  E. 
Burney,  as  members  of  a National  Advisory  Com- 
mittee on  Radiation  . . . reappointed  to  the  New 
York  City  Community  Mental  Health  Board  were 
Drs.  Grace  McLean  Abbate  and  Sol  Weiner  Gins- 
burg. 

Speakers 

Dr.  Gunnar  Biorck,  head  of  the  division  of  cardi- 
ology, Department  of  Medicine,  Malmo  General 
Hospital,  Malmo,  Sweden,  delivering  the  Second 
Bernard  Sutro  Oppenheimer  Lecture  on  the  -subject 

[Continued  on  page  1200] 
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“Environment  and  Cardiovascular  Disorders,” 
April  3,  in  Hosack  Hall  of  the  New  York  Academy  of 
Medicine  . . . Dr.  Torbjoern  Caspersson,  director  of 
the  Institute  for  Cell  Research  of  the  medical 
Nobel  Institute,  Stockholm,  Sweden,  presenting  the 
22nd  Adam  M.  Miller  Lecture  at  the  State  Univer- 
sity of  New  York  Downstate  Medical  Center, 
March  5,  on  the  subject,  “Cytochemical  Techniques 
for  Tumor  Cell  Population  Studies”  . . . Dr.  Henry 
Dolger,  F.A.C.P.,  associate  physician,  metabolism, 
Mt.  Sinai  Hospital,  March  3,  before  the  staff  of  the 
Forest  Hills  General  Hospital  on  the  subject  “Ther- 
apy of  Diabetes  Mellitus”  . . . Dr.  Sidney  Farber, 
professor  of  pathology,  Harvard  Medical  School,  de- 
livering the  ninth  annual  Douglas  P.  Arnold  Lec- 
ture, on  March  6,  at  The  Children’s  Hospital 
of  Buffalo  . . . Dr.  Frank  Fremont-Smith,  med- 
ical director  and  executive  secretary  of  the  Josiah 
Macy,  Jr.  Foundation,  New  York,  before  the 
thirty-fifth  annual  meeting  of  the  American  Or- 
thopsychiatric Association  on  the  subject  “As- 
pects of  the  Peaceful  Uses  of  Atomic  Energy” 
on  March  6 . . . Dr.  Joseph  W.  Jailer,  of  Columbia 
University  College  of  Physicians  and  Surgeons, 


March  6,  at  Albany  Medical  College’s  postgraduate 
course  on  adrenal  endocrinology  and  hormones,  on 
the  topic  “Adrenogenital  Syndrome”  . . . Dr. 
Berwyn  F.  Mattison,  executive  secretary  of  the 
American  Public  Health  Association,  on  February 
26  at  a convocation  of  the  Public  Health  Nursing 
Department  of  the  State  University  College  of 
Medicine  in  Syracuse  on  “Some  Aspects  of  Radio- 
logic  Health”  . . . Dr.  Alexander  S.  Wiener,  serologist 
to  the  office  of  the  Chief  Medical  Examiner,  City  of 
New  York,  before  The  Society  of  Medical  Juris- 
prudence, March  10,  on  the  topic  of  the  evening, 
“Recent  Developments  in  Blood  Grouping  and 
Blood  Transfusions  With  Special  Reference  to 
Medico-Legal  Implications”  ...  on  March  4 at  the 
dedication  of  Mt.  Sinai  Hospital’s  refurbished 
pediatric  surgical  and  orthopedic  ward,  Drs.  Martin 
R.  Steinberg,  director  of  the  hospital,  and  Horace  L. 
Hodes,  director  of  pediatrics,  also  Jerome  E.  Mahno, 
president  of  the  Henrietta  and  Stuard  Hirschman 
Foundation  which  made  possible  the  reconstruc- 
tion of  the  ward  . . . Drs.  Marie  Pichel  Warner  and 
Jacob  Geiger,  New  York  City,  in  a symposium  on 
“Medicine  and  Religion”  before  the  Sisterhood  of 
the  Rodeph  Sholem,  New  York  City. 
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Postgraduate  Course  at  University  of  Cin- 
cinnati 

The  Department  of  Otolaryngology  of  the  Univer- 
sity of  Cincinnati  College  of  Medicine  will  present 
an  intensive  postgraduate  course  in  “Reconstruc- 
tive Surgery  of  the  Nasal  Septum  and  External 
Nasal  Pyramid,”  April  12  through  19. 

The  course  will  be  under  the  guest  direction  of 
Dr.  Maurice  H.  Cottle,  professor  and  head  of  the 
Department  of  Otolaryngology,  Chicago  Medical 
School,  with  the  cooperation  of  the  American 
Rhinologic  Society,  of  which  Dr.  Cottle  is  the 
founder. 

New  York  physicians  who  will  participate  in  the 
course  are:  Drs.  Richard  B.  Hadley,  Rye,  H.  R. 
Bancks,  Brooklyn,  and  Norman  E.  Johnson, 
Syracuse. 

New  York  Proctologic  Society 

The  annual  banquet  meeting  of  the  New  York 
Proctologic  Society  will  be  held  on  Thursday,  April 
17,  at  the  New  York  University  Club,  123  West 


43rd  Street,  New  York  City. 

Cocktails  are  to  be  served  at  6 p.m.  and  dinner  at 
6:30  p.m.  The  program  will  start  at  8 p.m.  The 
speaker  will  be  Dr.  Harry  E.  Bacon,  professor  of 
proctology  at  Temple  University  Medical  School. 
His  subject  will  be,  “Practical  Considerations  in  the 
Surgical  Management  of  Anorectal  Affections.” 
The  meeting  is  open  to  members  and  their  guests. 
Reservations  may  be  made  through  the  Secretary, 
Dr.  Norman  L.  Freund,  163  Ocean  Avenue,  Brook- 
lyn 25,  New  York. 

Industrial  Health  Conference 

New  problems  and  progress  in  the  control  of 
occupational  health  hazards  and  the  provision  of 
preventive  medical  service  by  industry  will  be 
discussed  at  the  Thirteenth  National  Industrial 
Health  Conference,  to  be  held  at  Convention  Hall 
in  Atlantic  City,  New  Jersey,  April  19  through  25. 
A total  of  134  papers  will  be  presented  on  such 

[Continued  on  page  1202] 
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anginaphobia:  must  anger  cause  angina? 

Fear  of  anginal  attack  may  cause  a patient  to  simmer  in 
repressed  hostility —potentially  as  harmful  as  blowing  off  steam. 

Remove  the  fear  factor  by  lowering  the  anginal  attack  rate.  Peritrate, 
a long-acting  coronary  vasodilator,  reduces  the  frequency  and  severity 
of  attacks,  lessens  nitroglycerin  dependence,  increases  exercise  tolerance. 

For  the  unduly  apprehensive  patient  (especially  early  in  treatment), 
Peritrate  with  Phenobarbital  relieves  tension  without  daytime  drowsiness. 


Usual  dosage:  20  mg.  of  Peritrate  before  meals  and  at  bedtime. 


MEDICAL  MEETINGS 


[Continued  from  page  1200] 

subjects  as  radiation,  mental  health  in  industry,  air 
pollution,  noise,  medical  care  and  inplant  health 
services,  industrial  dentistry,  and  industrial  nursing. 

Registration  forms  and  a copy  of  the  program 
may  be  obtained  from  Dr.  Edward  C.  Holmblad, 
Managing  Director,  Industrial  Medical  Association, 
28  East  Jackson  Boulevard,  Chicago  4,  Illinois. 

American  College  of  Obstetricians  and 
Gynecologists 

The  Sixth  Annual  Clinical  meeting  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists  will 
be  held  at  the  Hotel  Statler,  Los  Angeles,  Cali- 
fornia, April  21  through  23.  Dr.  J.  Edward  Hall  of 
Brooklyn  is  program  committee  chairman. 

For  information  concerning  the  meeting  write  to: 
The  American  College  of  Obstetricians  and  Gynecol- 
ogists, 15  South  Clark  Street,  Chicago  3,  Illinois. 

Chenango  County  Postgraduate  Session 

A postgraduate  session,  sponsored  by  the  Che- 
nango County  Medical  Society  with  the  cooperation 
of  the  Council  Committee  on  Postgraduate  Educa- 
tion of  the  Medical  Society  of  the  State  of  New 
York,  and  the  New  York  State  Health  Department, 
is  being  presented  at  the  Chenango  Memorial 
Hospital,  Norwich,  New  York.  The  next  program 
is  scheduled  for  April  23  at  10  a.m.  The  topic  will 
be  “Rheumatic  Disease.”  Dr.  Harry  Feldman, 
professor  of  preventive  medicine  at  Syracuse  Uni- 
versity Medical  College  will  be  the  moderator. 

On  February  26,  Drs.  Lawrence  Raisz,  assistant 
professor  of  medicine  and  William  Y.  W.  Au, 
resident  of  medicine,  State  University  of  New 
York,  College  of  Medicine  at  Syracuse,  participated 
in  the  program  the  topic  of  which  was,  “Diagnosis 
and  Management  of  Commonly  Occurring  Fluid  and 
Electrolyte  Problems . ’ ' 

Course  in  Cardiac  Resuscitation 

A postgraduate  course  in  the  “Management  of 
Cardiac  Arrest”  is  to  be  presented  in  New  York 
City  by  the  Cleveland  surgical  team  of  Dr.  Claude  S. 
Beck,  April  24  through  25.  The  course  will  be 
supplemented  by  preventative  procedure  under  the 
auspices  of  The  National  Resuscitation  Society, 
Inc.  For  further  information  regarding  location, 
fees,  and  exact  time,  please  write  to,  Registrar, 
National  Resuscitation  Society,  Inc.,  2 East  63rd 
Street,  New  York  21,  New  York. 

New  York  Tuberculosis  and  Health  Association 

The  New  York  Tuberculosis  and  Health  Associa- 
tion will  hold  its  annual  meeting  on  Wednesday, 
April  30,  at  the  Hotel  Statler,  New  York  City. 

The  theme  of  the  meeting,  which  begins  at  9:30 
a.m.,  is  “The  Hunt  for  the  Hundred  Thousand.” 
There  will  be  a luncheon  at  12:45  p.m.  at  which 
guest  speaker,  Dr.  William  R.  Barclay,  Department 
of  Medicine,  University  of  Chicago,  will  discuss 
“Tuberculosis  Research  in  the  Atomic  Age.” 


Neurosurgical  Symposium 

New  York  University-Bellevue  Medical  Center 
and  St.  Barnabas  Hospital  will  be  the  scene  of  a 
three-day  symposium  on  “Basal  Ganglia  Surgery 
for  Involuntary  Movement  Disorders”  sponsored 
by  the  American  Rehabilitation  Foundation  and  the 
Sister  Elizabeth  Kenny  Foundation,  May  15 
through  17.  The  symposium  will  be  held  in  the 
Alumni  Hall  Auditorium  of  the  New  York  Univer- 
sity-Bellevue Medical  Center,  550  First  Avenue, 
New  York  16,  New  York. 

Postgraduate  Courses  at  N.Y.U. 

New  York  University-Bellevue  Medical  Center’s 
Postgraduate  Medical  School  offers  the  following 
postgraduate  courses  to  be  given  or  started  during 
the  month  of  May.  Department  of  Dermatology 
and  Syphilology:  A full-time  course  of  five  days’ 
duration,  May  19  through  23  given  under  the 
direction  of  professor  Marion  B.  Sulzberger.  Maxi- 
mum class  20.  Department  of  Medicine:  Cardi- 
ology; a full-time,  three  weeks’  comprehensive 
course,  May  5 through  23  given  under  the  direction 
of  Dr.  Charles  A.  Poindexter.  Maximum  class  40. 
Department  of  Urology:  Advanced  course  for 

specialists  of  two  weeks’  duration,  May  12  through 
23  given  under  the  direction  of  professor  Robert  S. 
Hotchkiss. 

Four  further  information  write  to,  Associate  Dean, 
New  York  University  Postgraduate  School,  550 
First  Avenue,  New  York  16,  New  York. 

Post  Graduate  Courses  at  Children’s  Hospital 
of  Philadelphia 

The  Children’s  Hospital  of  Philadelphia  and  the 
Graduate  and  Undergraduate  School  of  Medicine, 
University  of  Pennsylvania,  have  announced  a 
series  of  short  refresher  courses  for  1958.  The 
courses  are  designed  for  practitioners,  pediatricians, 
and  clinical  pathologists  and  will  emphasize  de- 
velopments of  the  past  few  years  which  are  im- 
portant to  the  physician  in  practice.  There  will  be 
panel  discussions,  demonstrations,  conferences  and 
case  presentations.  The  courses  are  as  follows: 
Pediatric  Advances,  May  26  through  30;  Practical 
Pediatric  Hematology,  June  2 through  4;  and 
Hemolytic  Disease  of  the  Newborn,  June  5 through 
6.  Write  to  Irving  J.  Wolman,  M.D.,  Children’s 
Hospital  of  Philadelphia,  1740  Bainbridge  Street, 
Philadelphia  46,  Pennsylvania,  for  further  informa- 
tion. 

Empire  State  Medical  Technologists 

The  Empire  State  Association  of  Medical  Tech- 
nologists will  hold  its  eleventh  annual  convention 
April  18  through  20  at  the  Arlington  Hotel,  Bing- 
hamton. 

The  principal  speaker  at  the  convention  will  be 
Dr.  F.  William  Sunderman,  whose  subject  will  be 
“The  Maintenance  of  High  Standards  in  the  Clinical 
Laboratory.”  Dr.  Sunderman  is  the  director  of  the 
Division  of  Metabolic  Research  at  Jefferson  Medical 
College,  Philadelphia,  Pennsylvania. 
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MY  PAP—  «E 


HURT  m BACK  REAL  "BAP 


while  he 
was  putting 
oil  in 
something” 


”He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


"He  couldn’t 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


"Dad  said 
we’d  play 
hall  again 
tomorrow 
when  he 
comes  home" 


AND  THE  PAIN 
WENT  AWAY  FAST 


FOR  PAIN 

Percodan' 


(Salts  of  Dihydrohydroxycodeinone 
and  Homatropine,  plus  APC) 

ACTS  FASTER... 

usually  within  5-15  minutes 


TABLETS 


LASTS  LONGER... 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES... 

excellent  for  chronic  or  bedridden  patients 


■ N EW 

Percodan- 

Demi 

VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  Percodan-  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.S.  Pat.  2,628,185 


FILM  REVIEWS 


The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the 
Medical  Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the 
Medical  Film  Library  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue, 
Albany,  New  York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organiza- 
tions. Return  postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both 
professional  and  lay  use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answrer  period 
presided  over  by  a professional  person  familiar  with  the  topic  presented. 


Tumors  of  the  Bronchi.  Classification:  Medi- 

cine; Thoracic  Surgery,  Endoscopy.  Color,  silent, 
15  minutes.  Produced  by  Paul  H.  Holinger  about 
1952. 

This  film  shows  the  bronchoscopic  appearance  of 
various  types  of  tumors  of  the  bronchi,  principally 
carcinomas  and  adenomas.  Roentgen  ray  pictures 
and  short  clinical  descriptions  are  given. 

Photography  is  excellent  and  this  film  is  valuable 
in  demonstrating  the  value  of  bronchoscopy  in 
tumors.  If  it  has  an}'  deficiency,  it  is  that  it  fails  to 
emphasize  the  importance  of  negative  bronchoscopic 
findings  when  there  is  other  suspicion  of  a lung 
tumor. 

Audience:  Medical  students,  practitioners,  resi- 
dents, and  students  in  endoscopy. 

The  Diagnosis  of  Poliomyelitis.  Classification: 
Medicine;  Pathology;  Public  Health.  Black  and 
white,  sound,  20  minutes.  Produced  in  1951  for 
the  Poliomyelitis  Foundation. 

This  picture  follows  a physician  from  the  moment 
he  is  called  in  to  treat  a young  boy  with  “grippe- 
like” symptoms  to  the  time  he  arrives  at  his  diag- 
nosis of  poliomyelitis.  It  reviews,  by  means  of 
clinical  examples,  the  outstanding  symptoms  of 
spinal  and  bulbar  poliomyelitis  that  should  be  looked 
for  during  the  physical  examination  and  presents 
examples  of  the  conditions  with  w'hich  polio  is  most 
frequently  confused.  In  addition,  the  film  gives 
graphic  information  on  the  pathology  of  poliomyeli- 
tis and  on  the  significance  of  findings  in  the  cerebral 
spinal  fluid. 

It  is  basically  correct  and  emphasizes  several 
unusual  features  of  diagnosis. 

Audience:  Medical  students,  residents,  nurses, 

general  practitioners. 

Nerve  Blocks,  Part  1 — Demonstrating  Function 
of  the  Hand.  Classification:  Anatomy;  Surgery; 


Rehabilitation.  Color,  sound;  four  films — 13,  10, 
10  minutes.  Produced  in  1955  by  the  Department 
of  Anatomy,  Duke  University  school  of  Medicine, 
under  a grant  from  the  National  Foundation  for 
Infantile  Paralysis. 

These  films  demonstrate  the  effect  of  loss  of  a 
nerve  or  group  of  nerves  on  hand  function.  Normal 
subjects  were  used  to  eliminate  substitution.  The 
radial  nerve  was  blocked  either  alone  or  in  combina- 
tion with  the  median  and  ulnar.  Short  sections  of 
anatomic  dissection  are  used  to  show  the  nerve 
supply  to  hand  muscles.  The  position  of  the 
nerves  and  their  branches  are  shown  by  animated 
drawings  and  sketches  of  the  forearm.  Clinical 
cases  illustrate  certain  substitution  motions  and 
overlap  of  nerve  supply.  For  the  most  part  the  film 
is  w’ell  produced  and  clear.  Minor  detractions  are 
the  monotone  voice  of  the  narrator  and  the  anatomic 
dissections,  which  add  little  to  the  clarity  of  the 
films.  These  films  w'ould  provide  an  easy  and 
accurate  review  of  nerve  function  and  anatomy  for 
students  of  anatomy,  surgery,  and  rehabilitation. 

Suggested  Audience:  Students  in  anatomy,  sur- 
gical residents,  physiotherapists. 

Glossopharyngeal  Breathing.  Classification: 
Public  Health;  Medicine;  Anesthesiology.  Color, 
sound,  15  minutes.  Produced  in  1955  by  the  Respir- 
atory Center  for  Poliomyelitis,  Hondo,  California, 
under  a grant  by  the  National  Foundation  for  Infan- 
tile Paralysis. 

This  film  demonstrates  the  advantages  and  tech- 
nic of  glossopharyngeal  breathing  for  patients  writh 
severe  respiratory  muscle  paralysis.  It  is  suitable 
for  medical  and  nursing  students,  physicians,  and 
nurses  as  an  educational  film.  It  is  also  suited, 
with  explanation,  for  general  public  audiences  as  an 
example  of  progress  being  made  in  care  of  polio- 
myelitis cases. 

Suggested  Audience:  Medical  students,  physi- 

cians, nurses. 
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New  York  Branch  Office 

1860  Broadway 

Circle  7-5794  and  7-5795 

Rochester  Branch  Office 

830  Linden  Ave.,  Ludlow  6-0433 

Schenectady  Resident  Representative 

61 1 Union  St.,  Franklin  7-8691 


electrocardiograph 

Everything  you  need  for  taking  an  accurate,  permanent,  directly- 
recorded  electrocardiogram  is  now  available  in  a “package”  the 
size  of  a portable  typewriter,  and  that  weighs  only  18  pounds! 
This  is  the  new  Model  300  VISETTE  — a completely  modern, 
transistorized  ECG  recently  introduced  by  Sanborn  Company. 
The  unique  design  has  made  possible  for  the  first  time  a clinically 
accurate  instrument  that  is  truly  compact  and  fully  portable. 

By  actual  use  — in  your  own  examining  room,  in  your  patient’s 
home,  at  a hospital  — you  can  discover  the  Visette’s  value  and 
portability.  Convenience  of  use,  greater  ease  of  operation  — and 
even  simpler,  faster  servicing,  should  the  need  arise  — comprise 
the  design  concept  of  this  new  Sanborn  instrument. 

A comprehensive  folder  describing  the  Model  300  VISETTE 
electrocardiograph  is  available  on  request.  Or  call  the  Sanborn 
Company  Branch  Office  or  Service  Agency  in  your  locality  for  a 
demonstration  in  your  office  — to  see  for  yourself  the  advantages 
of  owning  the  ECG  that  “brings  ’cardiography  to  your  patient.” 


The  established  Sanborn  Model  51  Viso-Cardiette  is  also 
available  for  those  who  prefer  a larger,  heavier  (34  lbs.) 
instrument  — $785.00,  delivered.  Many  doctors  use  their 
“51  Viso"  in  the  office  and  the  Visefte  on  “cardiograph  calls." 


SANBORN  COMPANY 

MEDICAL  DIVISION 

175  Wyman  Street,  Waltham  54,  Mass. 
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IN  CONSTIPATION 

TO  SOFTEN  STOOLS  WITHOUT  TISSUE  DEHYDRATION 
AND  MAKE  THEM  MOVE  WITHOUT  STRAINING 


SOFTENS  FECES 


KONDREMUL® 

COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS  [ patch  ] 


ADDS  FORMED  BULK 


EASES  EVACUATION 


^Unique  encapsulation  of 
millions  of  minute  oil 
globules  by  Irish  moss 
assures  complete  pene- 
trant diffusion  in  stools. 


PROVEN  SAFE...  EFFECTIVE  • IN  PREGNANCY  • IN 
CHILDHOOD  • IN  MIDDLE-AGED  PATIENTS  . IN  ELDERLY 
PATIENTS  • THROUGH  MORE  THAN  25  YEARS  OF  USE 

available  in  three  pleasant-tasting  formulas: 
for  the  average  patient 

KONDREMUL  (Plain) 

containing  55%  mineral  oil.  Bottles  of  1 pint. 

for  more  hypotonic  cases 

KONDREMUL  WITH  CASCARA 

0.66  Gm.  non-bitter  Ext.  Cascara  per  tablespoonful. 

Bottles  of  14  fl.oz. 

for  more  resistant  constipation 

KONDREMUL  WITH  PHENOLPHTALEIN 

0.13  Gm.  (2.2  gr.)  phenolphthalein  per  tablespoonful. 

Bottles  of  1 pint. 

| patch)  THE  E.  L.  PATCH  COMPANY  Stoneham,  Massachusetts 


70  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 
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BOOKS 

RECEIVED 


(The  following  books  were  received  during  the  month 
of  February,  1958 ) 

Clinical  Heart  Disease.  5th  Edition.  By  Sam- 
uel A.  Levine,  M.D.  Octavo  of  673  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1958.  Cloth,  $9.50. 

Heart  Disease — Cause,  Prevention  and  Recovery. 
By  Philip  S.  Chen,  Ph.D.  Duodecimo  of  189  pages, 
illustrated.  South  Lancaster,  The  Chemical  Ele- 
ments, 1958.  Cloth,  $3.00. 

The  Early  Diagnosis  of  the  Acute  Abdomen.  1 1th 
Edition.  By  Zachary  Cope,  M.D.  Duodecimo  188 
pages,  illustrated.  London,  Oxford  University 
Press.  1957.  Cloth,  $4.50. 

Diabetes  as  a Way  of  Life.  By  T.  S.  Danowski, 
M.D.  Duodecimo  of  177  pages  illustrated.  New 
York,  Coward-McCann  Inc.  1957.  Cloth,  $3.50. 

A Textbook  of  Clinical  Neurology.  8th  Edition. 
By  Israel  S.  Wechsler,  M.D.  Octavo  of  782  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1958.  Cloth,  $11. 

Ulcerative  Colitis.  By  Harry  E.  Bacon,  M.D. 
Quarto  of  395  pages  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company.  1958.  Cloth,  $15. 

Abdominal  Operations  by  the  Vaginal  Route. 
By  Paul  Werner,  M.D.  and  Julius  Sederl,  M.D. 
Quarto  of  165  pages,  illustrated.  Philadelphia,  J. 
B.  Lippincott  Company,  1958.  Cloth,  $9.00. 

Physical  Methods  in  Physiology.  By  W.  T.  Cat- 
ton,  M.Sc.  Duodecimo  of  375  pages,  illustrated. 
New  York,  Philosophical  Library,  1957.  Cloth, 
$10. 

Therapeutic  Heat.  By  Sidney  Licht,  M.D.  Oc- 
tavo of  466  pages,  illustrated.  New  Haven,  Eliza- 
beth Licht,  1958.  Cloth,  $12. 

British  Journal  of  Anaesthesia.  By  E.  Falkner 
Hill,  M.D.,  and  E.  Cecil  Gray,  M.D.  Quarto  of  72 
pages,  illustrated.  London,  The  British  Council, 
1958.  Paper  $3.25. 

Neuritis,  Sensory  Neuritis,  Neuralgia.  By  Rob- 
ert Wartenberg,  M.D.  Octavo  of  444  pages,  illus- 
trated. New  York,  Oxford  University  Press, 
1958.  Cloth,  $8.50. 

Human  Relationships.  By  Eleanore  Bertine, 
M.D.  Octavo  of  237  pages.  New  York,  Long- 
mans, Green  & Co.  Inc.  1958.  Cloth,  $4.50. 

Don’t  Let  Smoking  Kill  You.  By  Clarence  W. 
Lieb,  M.D.  Octavo  of  128  pages,  illustrated.  New 
York,  Bonus  Books,  Inc.  1957.  Paper  $.75 

The  Annual  Survey  of  Psychoanalysis.  Vol.  4. 
By  John  Frosch,  M.D.,  and  Nathaniel  Ross,  M.D. 
Octavo  of  770  pages.  New  York,  International 
Universities  Press,  Inc.  1957.  Cloth,  $12. 


IN  THE  MANAGEMENT  OF 
URINARY  TRACT  INFECTIONS 
YOU  CAN  BE  SURE  WITH  © 

SUROMATE 

[ patch  | 


NEW  TRIPLE  SULFA  WITH  THE  DOUBLE  PLUS 


EACH  TABLET  CONTAINS'- 


Sulfadiazine  100  mg. 

Sulfamerazine 100  mg. 

and 

Sulfacetamide 100  mg. 


4*  Ext.  Hyoscyamus 5.75  mg. 

(alkaloids  0.155%) 

4- Potassium  citrate 200  mg. 


SUPPLIED:  Bottles 
of  100  tablets. 


Superior,  broad -spectrum  an- 
tisepsis. Highly  soluble,  rap- 
idly absorbed,  maintains  high 
g.u.  concentrations.  Effective 
in  lowdosagewith  minimal  risk 
of  crystalluria,  sensitization, 
resistance  or  superinfection. 
Prompt  antispasm odic  and 
anti-irritant  relief  of  pain  and 
urgency. 

Diuresis  and  alkalization  to 
enhance  sulfonamide  solubil- 
ity and  safety. 


( patch]  THE  E.  L.  PATCH  COMPANY 

Stoneham,  Massachusetts 

70  Y gARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


April  1,  1958 
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BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverine  HC1  (non-narcotic  ethyl  homolog  of  papaverine) 

Vi  gr.,  phenobarbital  Vi  gr.,  theophylline  calcium  salicylate  3 grs. 

Tensodin  ® E.  Bilhuber,  Inc. 

KNOLL  PHARMACEUTICAL  COMPANY  neVjersey 


WANTED— OPHTHALMOLOGIST 


Active  Industrial  Eye  Practice,  well  located  in  L.I.C.  center, 
for  sale.  Terms  arranged — unusual  opportunity.  Box  577, 
N.  Y.  St.  Jr.  Med. 


Excellent  opportunity  for  an  ophthalmologist.  Well-estab- 
lished Medical  group,  located  in  upstate  New  York,  is  inter- 
ested in  adding  an  ophthalmologist  to  its  staff.  Group  is 
a general  service  type  group  serving  a population  of  approx- 
imately 50,000.  Centrally  located  in  beautiful  resort  area. 
Box  709,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


MASSAPEQUA!  Office  and  home  attached.  For  sale  or 
rent.  Occupied  by  M.D.  for  past  six  years.  Excellent  lo- 
cation— busy  thoroughfare.  Reasonable.  Available  July. 
Wells  1-2259. 


Upstate  New  York — Adirondacks,  11,000  population.  13 
years  established  General  Practice  with  office  and  residence 
combined — $20,000.  Will  introduce.  Leaving  to  specialize. 
Write  Box  715,  N.  Y.  St.  Jr.  Med. 


WANTED  PRACTICE 


Physician  qualified,  desires  purchase  of  busy  general  prac- 
tice. First  announcement.  Box  702,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Suffolk  County,  brand  new  3 room  professional  suite  in  build- 
ing with  active  G.  P.,  suitable  dentist,  surgeon  or  specialist. 
FO-8-2098. 


MEDICAL  OR  DENTAL  OFFICE 
IN  LOWER  WESTCHESTER 
Immediate  Occupancy! 

Unique  opportunity  for  MD  in  long  established  professional 
bldg. 'centrally  located.  Tele  ans  service  incl. 

WILJON  ASSOC. 

60  E.  Hartsdale  Ave.,  Hartsdale.  WH  9-6929. 


LAND  FOR  SALE 


Builders  liquidating.  Splendid  opportunity.  80  acres  selec- 
tive Westchester  residential  property.  Priced  less  than 
market.  Big  potential.  John  D.  Harris,  Katonah,  N.  Y. 


MEDICAL-DENTAL-CREDIT  BUREAU,  Simon  Elisberg, 
M D.,  Director;  Est.  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25  00 — */*. 
80  West  Kingsbridge  Rd.,  New  York  68,  N.  Y.  CY-8-8267. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assures  results.  Free  Service  first  18  davs — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33*/i  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


[Continued  on  pages  1212  and  1213] 
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debilitated 


• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in"  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


Capsules  (250  mg./250,000  u.).  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  mg./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


'MYSTECLIN, ’•  ‘MYCOSTATIN-,*  AND  'SUMYCIN*  ARE  SQUI9B  TRADEMARKS 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

# # # 0 O 

IIIQI 

m mm  m m 

# mm  m m 

IIIO0 

@ # 0 H # 

m mm  m m 

m mm  m © 

© # @ 0 0 

m mm  m m. 

m mm  m o 

m mm  m m 

!!•### 

m mm  # @ 

# mm  m m 

Monilial  overgrowth  (rectal  swab)  |§|  None  0 Scanty  0 Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 
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DINNER  DANCE 

and 


RECEPTION 


Wednesday,  May  14,  1958 

In  the  PENN  TOP  of  the  HOTEL  STATLER-HILTON 
During  the  Annual  Convention  in  New  York  City 
Dancing  to  Ben  Cutler’s  Music 
Entertainment 
No  Speeches 

This  will  be  a spring  evening 
devoted  to  the  pleasures  of  the  table , 
good  dancing  and  fine  company. 


Please  send  me tickets  at  $12.50*  each. 


I would  like  to  reserve Tables(s)  (Tables  seat  10) 

Please  attach  guest  list. 

Enclosed  please  find  my  check  for  $ 


Name 


Please  Print 


Address 


Please  Print 


Send  checks  and  orders  to:  Medical  Society  of  the  State  of  New  York 

386  Fourth  Ave.,  New  York  16,  New  York 

* Includes  reception  with  cocktails 
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lower  the  “dClie  Salute” 


Therapeutic  Cosmetic  ( Resorcin  and  Sulfur  Compounds,  Almay®) 


Resulin  provides  resorcin  for  drying  and  securing  mild  exfoliation  of  the  skin 
combined  with  sulfur  for  inhibiting  sebaceous  gland  activity  in  cosmetically 
individualized  preparations.  Thus,  with  the  first  application,  the  facial  appearance 
improves  considerably  while,  simultaneously,  acne  corrective  action  commences. 


RESULIN 

compounds 
are  indicated 
in  all  acne 
conditions: 


In  severe  acne 

RESULIN  LOTION, 

in  4 fl.  oz.  bottles,  Blonde  and  Brunette 

In  mild  acne  or 
when  skin  is  tender 

RESULIN  LOTION  MODIFIED, 

in  4 fl.  oz.  bottles,  Blonde  and  Brunette 

In  dry-skin 
comedo-type  acne 

RESULIN  OINTMENT, 

in  IVz  oz.  tubes,  Blonde  and  Brunette 

For  thorough,  medicated 
cleansing  in  all  cases 

RESULIN  SOAP  WITH  SALICYLIC  ACID, 

in  4 oz.  cakes 

Send  for  literature  and  samples 


/tlmay 


Division  of  Schieffelin  & Co. 

22  Cooper  Square  • New  York  3,  N.  Y. 

In  Canada:  W.  Sofin  Ltd.,  Montreal  25,  Quebec 


1211 


CLASSIFIED  ADVERTISING 


X-RAY  EQUIPMENT  FOR  SALE 


X-ray  Equipment  presently  installed  excellent  condition. 
Therapy  200KV  15MA — Diagnostic  100KV  200MA  Radiolo- 
gist Box  717,  N.  Y.  St.  Jr.  Med. 


R.ESIDENT  WANTED.  General  Practice.  155  bed  hos- 
pital in  North  Jersey.  Openings  immediately  and  July  1. 
Well  organized  training  program  supervised  by  Director  of 
Medical  Education.  Active  teaching  services  afford  wide 
clinical  experience  and  ample  responsibility.  Monthly  sti- 
pend $300  and  full  maintenance.  Reply  Box  725,  N.  Y.  St. 
Jr.  Med. 


Doctor  needed!  Semi-rural,  potential  8000  plus.  Excellent 
hospital  with  laboratory  facilities  in  City  of  Oswego,  10 
miles.  Syracuse,  30  miles.  Located  in  heart  of  boating,  fish- 
ing, hunting,  camping  region.  Reply  Med.  Service  NYS 
Placement  Bureau,  or  Leon  Stoddard,,  pres.  Citizens  Com- 
mittee, New  Haven,  N.  Y. 


LOCUM  TENENS  AVAILABLE 


Experienced  G.P.,  age  48,  N.Y.U.  graduate  seeks  July, 
August,  Sept,  as  Locum  Tenens.  Write  Box  724,  N.  Y.  St. 
Jr.  Med. 


WANTED 


PHYSICIANS  (Male  & Female),  lic’nd;  for  Children’s 
Camps;  July-Aug;  good  salary;  free  placement;  250  mem- 
ber camps.  Assoc’n  Private  Camps,  55  West  42d  St., 
N.Y.  36. 


WANTED 


Association  in  OR  Gyn.  practice.  Have  just  completed  4 
year  residency.  Board  qualified.  Write  Box  710,  N.  Y.  St. 
Jr.  Med. 


SERVICES 


CARDIOLOGIST  with  22  years  experience  in  Electro- 
cardiographic interpretation,  reads,  preferable  12  leads  Elec- 
trocardiograms. Air  mailed  same  day.  Modest  fees.  Box 
703,  N.  Y.  St.  Jr.  Med. 


Wanted  ob-gyn,  board  qualified,  to  share  office  of  established 
pediatrician  in  fast  growing  Northern  Westchester  com- 
munity. Box  727,  N.  Y.  St.  Jr.  Med. 


Young  Board  Certified  Surgeon  wishes  to  join  group  or  busy 
surgeon  within  commuting  distance  of  Pelham,  New  York. 
Call  Pelham  8-3761.  Box  734,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Locum  Tenens  position  desired  by  young  general  practitioner 
for  one  yr.  Available  July ’58.  Box  728,  N.  Y.  St.  Jr.  Med. 


2 family  house.  Location  and  layout  ideal  for  physician. 
$55,000.00.  130  East  Walnut  Street,  Long  Beach,  L.  I., 

N.Y.  Tel.  GE  2-4321. 


OFFICE  FOR  RENT 


Newly  built  and  decorated.  Waiting  room,  consultation 
room,  two  treatment  rooms,  and  lavatory.  On  main  thorough- 
fare of  suburb  of  Newark.  Heat  supplied,  provisions  for  air 
conditioning;  X-ray  and  other  equipment  from  adjoining 
office  available  if  desired.  Ideal  for  medical  or  surgical 
specialist.  PLymouth  9-2088. 


FOR  SALE 


Active  general  medical  practice  and  home-office  combination. 
Located  in  thriving  Nassau  county  community.  Owner  spe- 
cializing. Box  707,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Two-story  brick  & fieldstone  ho>’se  and  office  with  facilities, 
ideal  location  for  a physician.  Population  100,000 — nearest 
physician  about  l1/*  miles  away. 

The  immediate  area  has  several  large  developments. 

For  information,  address:  Dr.  M.  Kramer 

Huntington  Animal  Hospital 
113  Walt  Whitman  Road 
Huntington  Station,  N.  Y. 


FOR  SALE 


General  Medical  practice  in  rural  community  35  miles  from 
Buffalo;  six  miles  to  hospital;  combination  home  and  well 
equipped  offices  including  physiotherapy;  vicinity  needs 
physician.  Box  726,  N.  Y.  St.  Jr.  Med. 


1000  EMBOSSED  APPOINTMENT  or  business  cards  $4.50. 
Postage  Paid.  Write  for  free  sample  and  style  chart.  Foun- 
dation Products,  Box  293,  Yorktown  Heights,  N.  Y. 


OPPORTUNITY  IN  NEW  YORK  CITY  SUBURB 


West  Nyack — in  New  York’s  fastest-growing  county  25  mi. 
north  of  N.Y.  City — wants  specialists:  allergist,  ENT,  sur- 

geon, psychiatrist,  ob/gyn,  dermatologist,  radiologist.  Un- 
usually attractive  air-conditioned  prof.  bldg,  at  Historic 
Corner.  Dentist  and  Internist  already  established  in  project. 
Write  Riverstrip,  Nyack,  N.  Y.,  or  phone  Nyack  7-0063. 


FOR  RENT,  ELMONT,  L.  I. 


Established  dentist  expanding  to  provide  space  for  physi- 
cian; ideal  location  for  G.P.  Share  furnished  waiting  room. 
Location  in  shopping  area  on  main  thoroughfare.  Call  Floral 
Park  4-3291  or  Valley  Stream  5-1314. 


Active  general  medical  practice  6 rooms,  office  and  living 
combination.  Concourse-Fordham  section  within  */ 2 block 
of  subway  and  bus  station.  Fully  equipped  with  all  diag- 
nostic and  treatment  equipments  including  100  m.a.  X-Ray 
machine.  Selling  for  less  than  cost  of  equipments.  Reason 
leaving  city.  Call  Fordham  7-9624. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg.  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 
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ASSOCIATION  WANTED 


MD,  DYNAMIC — wishes  to  associate  with  overburdened 
practitioner.  Box  722,  N.  Y.  St.  Jr.  Med. 


W ANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
505,  N.  Y.  St.  Jr.  Med. 


ASSOCIATION  WANTED 


Otolaryngologist-Board  Eligible — training  in  plastic  surgery 
seeks  association  or  will  share  office — would  consider  purchase 
of  practice.  . . .first  ad.  . . .Box  719,  N.  Y.  St.  Jr.  Med. 


General  Surgeon — 33;  completing  surgical  residency  Univer- 
sity Hospital.  Married;  veteran;  desires  association  with 
group  or  established  practice.  Box  723,  N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


Internist  with  gastroenterology  training  desires  associa- 
tion, partnership  or  practice  in  New  York  City  or  West- 
chester. Apply  Box  721,  N.  Y.  St.  Jr.  Med. 


Radiology  practice  for  sale  or  partnership.  Investment 
required.  Metropolitan  New  Jersey.  Apply  Box  720,  N.  Y. 
St.  Jr.  Med. 


G.  P.  Office  for  sale,  Brooklyn,  fully  equipped,  low  rent,  suit- 
able for  pediatrician.  Call  MA  4-2329.  6-8P.M.  weekdays. 


Genuine  home  for  elderly  and  retired.  Excellent  food,  diets, 
companionship,  beautiful  grounds.  Non-sect,  in  residential 
Gladhaven  Club,  Bishop  Dr.,  Portchester,  New  York. 
WEstmore  9-5842. 


TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs — audiograph — etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38,  WOrth  4-7589 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion ; 


One  time SI. 35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times 90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


CORNELL  UNIVERSITY 
MEDICAL  COLLEGE 

ANNOUNCES  THE  THIRD  ANNUAL  POSTGRADUATE 
COURSE  IN 

FRACTURES  AND  OTHER 
TRAUMA 

JUNE  9-14,  1958 

Hospital  for  Special  Surgery — The  New 
York  Hospital  in  New  York  City 
Under  the  Direction  of 

PRESTON  A.  WADE,  M.D. 

Fundamental  Principles  of  Wound  Treatment 

Dr.  Frank  Glenn 

Metabolic  Response  to  Injury Dr.  James  A.  Nicholas 

The  Metabolism  of  Bone  in  Relation  to  Fracture  Healing.. 

Dr.  Melvin  Horwith 

Injuries  to  Abdomen Dr.  Samuel  W.  Moore 

X-Rays  in  Fracture  Treatment Dr.  John  A.  Evans 

Treatment  of  Shock Dr.  John  M.  Beal 

Anaesthesia  in  Trauma Dr.  Joseph  F.  Artusio 

Injuries  to  the  Chest Dr.  Cranston  W.  Holman 

Indications  for  and  Technique  of  Tracheostomy 

Dr.  James  A.  Moore 

Open  Fractures Dr.  Robert  L.  Patterson 

Back  Injuries Dr.  Peter  C.  Rizzo 

Head  Injuries Dr.  Bronson  S.  Ray 

Pathological  Anatomy  of  Intra-Cranial  Injuries 

Dr.  Milton  Helpern 

Injuries  to  Spinal  Cord Dr.  Herbert  Parsons 

Fractures  of  Spine Dr.  Philip  D.  Wilson,  Sr. 

Antibiotics  in  Trauma Dr.  Peter  Dineen 

Fractures  of  Pelvis  and  Complicating  injuries 

Dr.  John  W.  Draper  and  Dr.  Paul  W.  Braunstein 

Trauma  to  Genito-Urinary  System Dr.  Victor  F.  Marshall 

Auto-Crash  Injury  Research Dr.  Paul  W.  Braunstein 

Pathological  Fractures Dr.  Robert  L.  Patterson 

Treatment  of  Multiple  Injuries Dr.  Preston  A.  Wade 

Injuries  to  Ligaments  and  Cartilages  of  Knee 

Dr.  Frederick  Lee  Liebolt 

Fractures  of  Knee Dr.  Frederick  Lee  Liebolt 

Injuries  to  Blood  Vessels Dr.  Jere  W.  Lord,  Jr. 

Fractures  of  Elbow Dr.  T.  Campbell  Thompson 

Fractures  of  Humerus Dr.  William  Cooper 

Fractures  of  Shoulder Dr.  Philip  D.  Wilson,  Jr. 

Peripheral  Nerve  Injuries Dr.  Howard  S.  Dunbar 

Demonstration  of  Piaster  of  Paris  Application 

Dr.  Robert  L.  Patterson  and  Dr.  Preston  A.  Wade 

Demonstration  of  Application  of  Traction 

Dr.  Robert  L.  Patterson  and  Dr.  Preston  A.  Wade 

Fractures  of  Acetabulum  and  Dislocations  of  Hip 

Dr.  T.  Campbell  Thompson 

Intracapsular  Fractures  of  Hip Dr.  Preston  A.  Wade 

Intertrochanteric  Fractures  of  Hip.. Dr.  Carleton  M.  Cornell 

Fractures  of  Femoral  Shaft Dr.  Preston  A.  Wade 

Fractures  in  Children 

Dr.  Preston  A.  Wade  and  Dr.  Howard  D.  Balensweig 

Treatment  of  Burns Dr.  Herbert  Conway 

Skin  Grafting  of  Fresh  Burns Dr.  Herbert  Conway 

Eye  Injuries Dr.  John  M.  McLean 

Amputations Dr.  T.  Campbell  Thompson 

Fractures  of  Forearm Dr.  Paul  W.  Braunstein 

Fractures  of  Carpal  Bones  Dr.  Irvin  Balensweig 

Colles’  Fractures Dr.  Rolla  D.  Campbell,  Jr. 

Fractures  of  Hand Dr.  L.  Ramsay  Straub 

Fractures  and  Dislocationso  of  Foot  and  Tarsus 

Dr.  Philip  D.  Wilson,  Sr. 

Fractures  of  Ankle Dr.  Robert  L.  Patterson 

Fractures  of  Tibia  and  Fibula  — Dr.  Rolla  D.  Campbell,  Jr. 

Cross-leg  Flaps  for  Injuries  of  Leg Dr.  Herbert  Conway 

Principles  of  First  Aid  Treatment Dr.  Preston  A.  Wade 

Operative  Treatment  of  Fractures Dr.  Preston  A.  Wade 

Fractures  of  the  Mandible Dr.  Stanley  J.  Behrmai 

Injuries  to  Hand Dr.  L.  Ramsay  Straub 

Joint  Motion  and  Physical  Therapy 

Dr.  Howard  D.  Balensweig 

Management  of  Mass  Casualties 

Dr.  Paul  W.  Braunstein  and  Dr.  Preston  A.  Wade 

Living  accommodations  for  physicians  and  their  wives  will 
be  available  in  Olin  Hall,  the  Medical  College  Student 
Residence,  at  $2.50  per  night  per  person. 

Tuition:  $150.00 
For  further  information  write  to: 

DR.  PRESTON  A.  WADE 
CORNELL  UNIVERSITY  MEDICAL  COLLEGE 
1300  YORK  AVENUE,  NEW  YORK  21 
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HOLBROOK  MANOR  "home3 

Five  Acres  of  Pine  wooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 

GIVE  to  Conquer  Cancer 

PINEWOOD  S: tew,p„d«} 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program, 

N.  Y.  City  Offices — By  Appointment 

Dr.  Wender  — 59  East  79  St. Mon.  Wed.,  Fri. , — BU  8-0580 
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H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 

BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

WEST  Hi  EL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440 

LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


California  offers 
PSYCHIATRISTS 

Attractive  opportunities  in  its 
State  mental  health 
and  rehabilitation  programs 

Choice  of  location  in  many  modern  facilities 
No  written  examination.  Interviews  twice  a month  in  San 
Francisco  and  Los  Angeles/  and  in  April  in  such  cities  as  Boston, 
New  York  and  Washington 
Three  salary  groups: 

$950~S1050  a month 
$1000-$1100  a month 
$1100-$1200  a month 

Annual  merit  increases.  . .Liberal  retirement  plan...  and  other 
benefits! 

Write  Medical  Recruitment  Unit 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue  Sacramento,  California 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Man'll  School  554  V C 

Licensed  by  the  State  of  New  York 


CHARCOAL  THERAPY 

CHARCOAL  is  widely  used  to  combat  flatulence,  intestina 
fermentation  and  other  minor  gastric  disorders.  Its  popu- 
larity rests  upon  its  clinical  effectiveness  and  safety  in  use. 

REQUA’S  CHARCOAL  TABLETS  contain  11  gr.  of  wood 
charcoal  in  a special  binder  enabling  an  RCT  to  dissolve  on 
the  tongue  quickly.  Patients  find  these  tablets  tasteless, 
odorless,  economical  ....  doctors  a valuable  adjunct  to 
their  practice.  Dosage:  As  Required.  Packed:  100  & 250 
per  Box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  CORP. 

Brooklyn  16,  N.Y. 

Established  1 879 
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degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


4 Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


Fostex  is  easy  for  your  patients  to  use 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 

468  Dewitt  Street  • Buffalo  1 3,  New  York 
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I The  purity,  the 

wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


Sign  of  Good  Taste 
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all  day  or 
all  night 

with  just 

one  Pyribenzamine 


LONTAS 

Wkmmm  ■ as^ 


The  Pyribenzamine  Lontab  is  unique 
in  two  ways.  Its  outer  shell  actually 
releases  33  mg.  Pyribenzamine  for 
immediate  relief.  Its  specially  formulated 
inner  core  slowly  and  consistently 
releases  an  additional  67  mg.  Pyribenzamine 
to  extend  relief  up  to  12  hours. 

For  short-term  or  intermittent  therapy , you 
can  prescribe  regular  Pyribenzamine  tablets. 

SUPPLY:  Pyribenzamine 
Lon  tabs,  100  mg.  (light  blue), 

Pyribenzamine  Regular  Tablet , 

50  mg.  (scored)  and  25  mg. 

(sugar-coated). 

PYRIBENZAMINE®  hydrochloride 
(tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 


CIBA  SUMMIT,  N.  J. 


3/2S10MK 


don’t  STOP  the  clock 
in  therapy  for 

sinusitis 
rhinitis 
coryza 


for  continuous,  col 
effectiveness  with  greatly 


Keeps  heads  clear  10-12  hours  • 
Stops  the  cycle  of  post-nasal  drip  • 
Without  drowsiness  « 


2 Convenient  Dose  Forms. ..both  DURABONDED- 

Each  Tabule  contains:  Suspension— each  5 cc.  contains: 

Phenylephrine  Tannate 25.0  mg.  Phenylephrine  Tannate 5.0  mg. 

Prophenpyridamine  Tannate 37.5  mg.  Prophenpyridamine  Tannate 12.5  mg. 

Pyrilamine  Tannate 37.5  mg.  Pyrilamine  Tannate 12.5  mg. 

TABULES:  Usually  1 or  2 tabules  each  12  hours. 

SUSPENSION : Adults  1 to  3 teaspoonfuls  each  12  hours.  Children:  Six  years  and  older, 

1 to  2 teaspoonfuls  each  12  hours;  under  six  years,  according  to  age. 

Dosage  may  be  increased  or  decreased  as  required. 


*A  Durabond  Process — Neisler  Exclusive,  Patent  Pending 

Write  for  Literature  and  Samvles. 


"care  of 
the  man 
rather  than  merely 
his  stomach”8 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown®  reduces  anxiety  and  tension.1- 3,6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5, 7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2,4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


each  Milpath  tablet  contains : 

Miltown.®  (meprobamate  WALLACE) 400  mg. 

(2-methyl-2-«-propy  1-1, 3-propanediol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamino-l-cyclohexyl-l-phenyi-l-propanol-ethiodide) 


dosage : 1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available : bottles  of  50  scored  tablets. 


references:  l.  Altschul.  A.  and  Billow.  B : The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med.  57:  2361, 
July  15,  1957.  2.  Atwater,  J S. : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  45:421,  Oct.  1956. 
3.  Borrus.  J C.:  Study  of  effect  of  Miltown  (2-methyl-2-«-propyl-l. 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  757:1596.  April  30.  1955.  4 Gayer,  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer  Am  J Digest.  Dis. 
7:301.  July  1956.  5.  Marquis.  D G , Kelly,  E.  L..  Miller.  J C.  . Gerard.  R \V  and  Rapoport.  A : Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects  Ann  New  York  Acad  Sc.  57:701,  May  9.  1957.  6.  Phillips,  R.  E. : 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders  Am.  Pract  & Digest  Treat.  7:1573,  Oct.  1956. 

7.  Selling,  L S.:  A clinical  study  of  Miltown®,  a new  tranquilizing  agent  J Clin.  & Exper.  Psychopath.  17:7,  March  1956. 

8.  Wolf,  S.  and  Wolff.  H.  G.:  Human  Gastric  Function,  Oxford  University  Press,  New  York.  1947. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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relaxes 


both 

mind 


muscle 

without 
impairing 
mental 
or  physical 
efficiency 


tolerated,  rela- 
ly  nontoxic/no 
blood  dyscrasias,  liver  toxicity,  Parkinson- 
like  syndrome  or  nasal  stuffiness/well 
suited  for  prolonged  therapy 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 


For  anxiety,  tension  and  muscle 
spasm  in  everyday  practice. 


Milt  own 

tranquilizer  with  muscle-relaxant  action 

2-methy I -2-n- propyl- 1,3-propanediol  dicarbamate 


THE  ORIGINAL  MEPROBAMATE 


DISCOVERED  8c  INTRODUCED  BY 
WALLACE  LABORATORIES 
NEW  BRUNSWICK,  NEW  JERSEY 
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-Agtement  ia  pouibb 


when  EA5T 

meets  WEST 


^Theominar  R.S. 


(Theominal  with  Rauwolfia  serpentina) 


FOR  ESSENTIAL  HYPERTENSION 


Adjtmtdqei: 

1.  Gradual  but  sustained 

reduction  of  blood  pressure 

2.  Diminution  of  emotional 

tension,  anxiety  and  insomnia 

3.  Alleviation  of  congestive 

headache,  vertigo,  dyspnea 

4.  Improvement  in  orientation 

and  social  behavior  in  the  aged 

tablet  two  or  three  times  daily. 
^uppfiACt:  Bottles  of  100  and  500  tablets. 

Theominal  and  Luminal  (brand  of  phenobarbital), 
trademarks  reg.  U.S.  Pat.  Off. 


RAUWOLFTA  SERPENTTNA-used  medicinally 
| for  centuries  in  India  and  Malaya 

THEOMINAL  — prescribed  by  American 

physicians  for  several  decades 


= THEOMINAL  R.S.: 

Each  tablet  contains  320  mg.  theobromine, 
10  mg.  Luminal,®  1.5  mg.  purified 
Rauwolfia  serpentina  alkaloids  (alseroxylon). 


LABORATORIES  • NEW  TOIK  II,  N.  f) 
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Relieves 
Muscle 
Spasm  #*# 


IN  L 


K ACHE 

and  other 

musculoskeletal 

disorders 


Brand  of  Orphenadrine  HCI 


Relieves  Spasm,  Pain,  and  Depression  too 


In  Parkinsonism 

Highly  selective  action... energiz- 
ing against  weakness,  fatigue, 
adynamia  and  akinesia... potent 
against  sialorrhea,  diaphoresis, 
oculogyria  and  blepharospasm... 
lessens  rigidity  and  tremor... 
alleviates  depression. ..safe... 
even  in  glaucoma. 

*Trademark  of  Brocades-Stheeman  & Pharmacia. 

U.S.  Patent  No.  2,567,351.  Other  patents  pending. 


In  muscle  spasm  due  to  sprains,  strains,  herniated 
intervertebral  disc,  fibrositis,  noninflammatory  arthritic 
states  and  many  other  musculoskeletal  disorders,  the 
first  demand  is  for  relief.  Disipal  fills  this  need.  It  is 
quickly  effective  in  skeletal  muscle  spasm  almost  re- 
gardless of  origin.  Its  mood -alleviating  effect  braces 
the  patient  against  the  depression  so  often  accompany- 
ing severe  pain  of  any  type. 


LOS  ANGELES 


Dosage:  1 tablet  (50  mg.)  t.i.d. 
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A versatile,  dependable  diuretic  — the  most  widely  prescribed  of  its  kind:  its  unique  action 
as  a carbonic  anhydrase  inhibitor  has  proved  strikingly  effective  not  only  in  conditions 
requiring  diuretic  treatment  but  in  the  management  of  other  conditions  as  well. 

Diamox  is  well-suited  to  long-term  therapy.  Low  toxicity,  freedom  from  renal  and  gastro- 
intestinal irritation,  ease  of  administration  make  its  use  simple  and  singularly  free  of 
complications.  Excretion  of  the  drug  by  the  kidney  is  complete  within  24  hours,  with  no 
cumulative  effects.1 

Diuretic  treatment  with  Diamox  results  in  continuous  rather  than  intermittent  control  of 
edema  since  Diamox  is  effective  in  the  mobilization  of  edema  fluid  and  in  the  prevention 
of  fluid  accumulation.1  A single  oral  dose,  active  for  6-12  hours,  provides  the  basis  for  the 
highly  desirable  advantage  of  daytime  diuresis  and  nighttime  rest. 

Supplied:  Scored  Tablets  of  250  mg.;  Syrup  containing  250  mg.  per  5 cc.  teaspoonful;  Vials 
of  500  mg.  for  parenteral  use. 

1.  Goodman,  L.  S.  and  Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics.  Ed.  2.  The  Macmillan  Co., 
New  York,  1955,  p.  856. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY  PEARL  RIVER,  NEW  YORK 

*Reg.  U.  S.  Pat.  Off. 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 


comprehensive  control 

with 


CREMOMYCIN 


SULFASUXIDINE*  PECTIN-KAOLIN-NEOMYCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 


BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 


* Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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y as  many 


tablets  needed 


to  produce  diuresis  in  cardiac  edema 
. . . used  alone  or  to  potentiate 
mercurial  diuretics 


to  relieve  premenstrual  tension 
to  eliminate  stilbestrol  nausea 


A 


The  Smallest,  Most  Preferred  One  Gram  Enteric 
Coated  Ammonium  Chloride  Tablet,  originated 
by  Brewer  . . . easy-to-swallow  . . . provides 
freedom  from  gastric  irritation  ...  IS  gr., 
instead  of  71/2  gr.,  reducing  the  number  of 
tablets  to  be  taken  daily  by  V2  • * • 


r 


recognized  by  its  unique  mottled  green 
enteric  coating  . . . supplied  in  bottles  of  100 
and  500 

Samples  and  Literature  will  be  mailed  to 
you  immediately  on  your  request 
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NEW  YORK  UNIVERSITY- 
BELLEVUE  MEDICAL  CENTER 
POST-GRADUATE  MEDICAL  SCHOOL 

announces  a new  course 

GENERAL  MEDICINE 

The  application  of  recent 
advances  to  clinical  practice 

28  sessions  on  Tuesdays,  from  9:30  to  1 1 :30  a.  m. 

September  16,  1858  to  May  12, 1959 

The  course  is  designed  for  the  general  physician 
with  emphasis  on  the  practical  application  of  re- 
cent advances  to  clinical  practice;  Discussions 
will  include  current  aids  in  diagnosis  and  therapy 
with  emphasis  on  clinical  management. 

For  further  information: 

OFFICE  OF  THE  ASSOCIATE  DEAN 
NYU  POST-GRADUATE  MEDICAL  SCHOOL 
550  FIRST  AVENUE,  NEW  YORK  16,  N.  Y. 
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Medihaler-EPr 


For  quick  relief  of  bronchospasm  of  any 
origin.  More  rapid  than  injected  epinephrine 
in  acute  allergic  attacks. 

Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 


Medihaler-ISO’ 


Unsurpassed  for  rapid  relief  of  symptoms  of 
asthma  and  emphysema. 

Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


MEDIHALER*  yotiQnyO&AhsfttyfoMH*1/ 

Millions  of  asthmatic  attacks  have  been  aborted  faster,  more 
effectively,  more  economically  with  Medihaler-Epi  and  Medi- 
haler-Iso.  Automatically  measured  dosage  and  true  nebuliza- 
tion ...  nothing  to  pour  or  measure. . .One  inhalation  usually 
gives  prompt  relief. 

Prescribe  Medihaler  medication  with  Oral  Adapter  as  first 
prescription.  Refills  available  without  Oral  Adapter. 

The  Medihaler  Principle  of  automatically  measured-dose  aerosol  medications  in  spillproof,  leakproof, 

shatterproof,  vest-pocket  size  dispensers  also  available  in  Medihaler-Phen® 
(phenylephrine,  hydrocortisone,  phenylpropanolamine,  neomycin)  for  prompt, 
lasting  relief  of  nasal  congestion.  ^ ■ — 

\Riterl - 

V s LOS  ANGELES 
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one  of  baby's 
first  solid  foods 

is  tasty  Junket  rennet- 
custard...  supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 


ket 


RENNET  POWDER 
makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


ea 

se  the  . . . 

burdened  heart 
edematous  tissues 
distressed  lungs 

dul 

1 ■BBWFif? 

)in  aminophyllin 

active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


in  bronchial  asthma 
paroxysmal  dyspnea 
Cheyne-Stokes  respiration 


tablets,  ampuls,  powder  and  suppositories 

H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 
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respiratory  infections 
gastrointestinal  infections 
genitourinary  infections 
miscellaneous  infections 

immediate 

therapeutic 

response 


use 


intramuscular 

with  Xylocaine* 


Capsules  (per  capsule)  250  Bottles  of 

16  and  100 


Half  Strength  Capsules  125  Bottles  of 

(per  capsule)  16  and  100 


Suspension  125  60  cc.  bottles 

(per  5 cc.  teaspoonful) 


Pediatric  Drops 
(per  cc.— 20  drops) 


10  cc.  bottles 
with  dropper 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


250  mg.  per  1 dose  vial 
100  mg.  per  1 dose  vial 


■ when  oral  therapy  is  contraindicated  (vomiting,  dysphagia, 
intestinal  obstruction,  gastrointestinal  disorders) 

■ when  the  patient  is  comatose  or  in  shock 

■ postoperatively 

1.  fast  peak  blood  and  tissue  concentrations 

2.  high  cerebrospinal  levels 

3.  for  practical  purposes,  Sumycin  is  sodium-free 

Each  vial  contains  tetracycline  phosphate  complex  equivalent 
to  250  mg.,  or  100  mg.,  of  tetracycline  HCI.  (Note:  250  mg. 
dose  may  produce  more  local  discomfort  than  the  100  mg. 
dose.) 


FLEXIBLE  DOSAGE  FORMS  FOR  CONTINUING  ORAL  THERAPY 


Tetracycline  phosphate 
complex  equiv. 

tetracycline  HCI  (mg.)  Packaging 
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VAGINAL  SUPPOSITORIES  AND  POWDER 


for  vaginal  moniliasis,  trichomoniasis  or  both 


a new  specific  moniliacide  mic 

brand  of  nifuroxime 

the  established  specific  trichomonacide  furoxone®  in 


brand  of  furazolidone 

fPS’n 


85%  CLINICAL  CURES*  In  219  patients  with  either  trichomonal  vaginitis, 
monilial  vaginitis,  or  both,  clinical  cures  were  secured  in  187. 

71%  CULTURAL  CURES*  157  patients  showed  negative  culture  tests  at  3 
months’  follow-up  examinations. 

Simple  two-step  treatment  swiftly  brings  relief  and 
control  of  vaginal  moniliasis  and  trichomoniasis. 


STEP  1 Office  administration  of  Tricofuron  vaginal  powder 
Applied  by  the  physician  at  least  once  a week,  except  during  menstruation. 


(Micofur  0.5%  [ anti  5-nitro-2-furaldoxime],  the  new  nitrofuran  fungicide,  and  Furoxone 
0.1%  in  an  acidic,  water-soluble  powder  base).  Plastic  insufflator  of  15  Gm.,  with  3 
sanitary  disposable  tips.  Also  glass  bottle  of  30  Gm. 


STEP  2 Continued  home  use  to  maintain  moniliacidal-trichomonacidal 
action : Tricofuron  vaginal  suppositories  Employed  by  the 

patient  each  morning  and  night  the  first  week  and  each  night  thereafter  — 
through  one  cycle,  especially  during  the  important  menstrual  days. 


(Micofur  0.375%  and  Furoxone  0.25%  in  a water-soluble  base)  Q=jQ|  Box  of  24  bullet- 
shaped suppositories,  each  hermetically  sealed  in  green  foil ; with  applicator.  Box  of  12 
wedge-shaped  suppositories  without  applicator. 


*Combined  results  of  12  clinical  investigators.  Data  available  on  request. 
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NITROFURANS— a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Im  Completely 
Cowed  By  Your 
Canny  Balance 


I’m  Assured  of  Growth 
And  Digestive  Control 
with  Hi-Pro's  Balanced 
l Formula 


12.36 


The  diagnosis  of  hypothyroidism 
necessitates  a broader  clinical 
concept  and  should  be  considered 
in  a wide  range  of  clinical  condi- 
tions, even  in  the  absence  of  a 
lowered  basal  metabolic  rate.* 
Treatment  implies  a simple,  effec- 
tive and  direct  approach. 


SPECIFY 

ARMOUR 


Unsurpassed  in  quality  and  for 
consistent  therapeutic  results. 


For  every  patient  with  clinical 


myxedema  there  must  be  at  least  a hundred  patients 


s myxedema 


When  to  Suspect  Hypothyroidism*  Growth  failure  in  childhood;  Delayed  puberty; 
Menorrhagia  and  Amenorrhea;  Anovulation,  Infertility,  Habitual  abortion; 

Mastalgia  and  Cystadenosis  of  the  breast;  Obesity  (some  cases);  Peptic  ulcer, 
Hypochlorhydria,  Constipation;  Chronic  fatigue,  Anorexia,  Leanness,  Neurasthenia; 
Anemia  (some  cases);  Dry  skin,  Alopecia;  Allergic  syndromes. 

*Starr,  P.:  Postgrad.  Med.  17:73,  1955. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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/IjtfU,  CqM, 

In  parkinsonism  Parsidol  has  proved  outstandingly  effective 
for  controlling  tremor  and  muscular  rigidity,-  the  principal  impair- 
ments in  this  disease.1-  2 


With  Parsidol  most  patients  show  rapid,  even  dramatic  improve- 
ment— both  in  major  symptoms  and  in  gait,  posture,  balance  and 
speech.  Side  effects  are  minimal.  Parsidol  is  compatible  with  all 
other  antiparkinsonian  drugs  and  its  effectiveness  may  even  be 
increased  in  combination  or  rotation  with  such  preparations  as 
atropine  and  dextroamphetamine.3  Parsidol  improves  the  patient’s 
emotional  perspective,  promotes  a more  optimistic  outlook  as 
physical  coordination  and  dexterity  return. 

Most  patients  can  be  controlled  with  a maintenance  dosage  of 
50  mg.  four  times  daily.  However,  more  severe  cases  may  require 
up  to  600  mg.  daily,  a dosage  level  ordinarily  well  tolerated. 


References:  1.  Doshay,  L.  J.;  Constable,  K.  and  Agate,  F.  J.,  Jr.:  J.A.M.A.  260:348  (Feb.) 
1956.  2.  Berris,  H.:J. -Lancet  74:245  (July)  1954.  3.  Timberlake,  W.  H.  and  Schwab, 
R.  S.:  N.  Eng.  J.  Med.  247:98  (July  17)  1952. 


PARSIDOL® 

Brand  of  Ethopropazine  Hydrochloride 


WARNER-CHI  LCOTT 
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Medrol 

the  corticosteroid  that  hits  the  disease, 

but  spares  the  patient 


^TRADEMARK  FOR  METHYLPREDNISOLONE,  UPJOHN 
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"Doctors  can’t  help  shingles?” 


Physicians  who  have  used  Protamide  extensively  deplore  such 
statements  as  unfortunate  when  they  appear  in  the  lay  press.  They 
have  repeatedly  observed  in  their  practice  quick  relief  of  pain, 
even  in  severe  cases,  shortened  duration  of  lesions,  and 
greatly  lowered  incidence  of  postherpetic  neuralgia  when 

~ Protamide  was  started  promptly.  A folio  of  reprints  is 

N\ 

I,  \i  available.  These  papers  report  on  zoster  in  the  elderly — 
the  severely  painful  cases — patients  with  extensive 
lesions.  Protamide  users  know  “shingles”  can  be  helped. 

PROTAMIDE® 


vim, 

Detroit  11,  Michigan 


Available:  Boxes  of  10  ampuls  — prescription  pharmacies. 
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SPECIFIC  ANTITUSSIVE... 

“COTHERA”  moderates  intensity  and  frequency  of  coughing 
through  a selective  action  apparently  on  the  medullary  cough  center 
. . . subdues  but  does  not  abolish  the  cough  reflex.  The  natural  reflex 
for  removal  of  secretions  is  retained. 


ACTS  WITHIN  MINUTES- LASTS  FOR  HOURS... 

“COTHERA”  provides  a local  anesthetic  and  soothing  demulcent 
action  to  induce  almost  immediate  relief  of  ‘sandpaper’  throat  and 
‘annoying  tickle’. . . followed  by  sustained  moderation  of  the  cough 
reflex,  lasting  for  four  to  six  hours  and  frequently  throughout  an 
entire  night  with  one  dose. 

NON-NARCOTIC... 

“COTHERA”  is  nonaddictive;  does  not  cause  respiratory  depres- 
sion, gastric  irritation,  or  constipation.  It  is  well  tolerated  by  chil- 
dren and  elderly  patients,  even  after  continued  use.  (Antitussive 
action  is  equal  to  14  gr.  codeine  per  teaspoon  dose.) 


GUARDS  AGAINST  BRONCHOSPASM  . . . 

“COTHERA”  exerts  a mild  musculotropic  spasmolytic  action  tend- 
ing to  protect  against  possible  harmful  effects  and  cough-aggrava- 
tion of  bronchospasm. 


CHERRY-FLAVORED... 

“COTHERA”  is  completely  acceptable  to  all  age  groups. 

Indications:  “COTHERA”  Syrup  is  specifically  indicated  for  irritating, 
useless,  or  chronic  coughs  such  as  those  associated  with  the  common  cold, 
children’s  diseases,  excessive  smoking.  It  may  be  used  safely  for  short- 
term or  prolonged  treatment. 


Dosage:  Adults  and  children  over  8 years — 1 to  2 teaspoonfuls  (25-50 
mg.)  three  or  four  times  daily.  Children,  2 to  8 years — 1/2  to  1 teaspoonful 
three  or  four  times  daily. 


Supplied:  25  mg.  per  5 cc.  (teaspoonful),  bottles  of  16  fluidounces  and 
1 gallon.  Dimethoxamate  Hydrochloride.  Product  contains  2%  alcohol. 


Ay  erst  Laboratories 


New  York  16,  N.  Y.  • Montreal,  Canada 
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Provides  therapeutic  quantities  of  all  known  hematinic  factors 


Potent  'Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just 
two  Pulvules  'Trinsicon’  daily  pro- 
duce a standard  response  in  the  aver- 
age uncomplicated  case  of  pernicious 
anemia  (and  related  megaloblastic 
anemias)  and  provide  at  least  an  aver- 

ELI  LILLY  AND  COMPANY 


age  dose  of  iron  for  hypochromic 
anemias,  including  nutritional  defi- 
ciency types.  The  intrinsic  factor  in  the 
'Trinsicon’  formula  enhances  (never 
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more 

accurate 

diagnosis 

THE  NEW 
ALL-NEW 
BIRTCHER  300 


SPEED 

ELECTROCARDIOGRAPH 


FULL  COLOR  BROCHURE 
Fill  out  the  coupon  or  attach  it  to 
your  prescription  blank  for  our  new 
full  color  brochure  illustrating  19 
engineering  achievements  found  in 
the  new  Birtcher  300  Electrocardio- 


Tachycardia,  encountered  in  children  and 
frequently  in  the  aged,  makes  electrocardiograms 
difficult  or  impossible  to  read.  The  double  speed 
feature  of  the  new  Birtcher  300  Electrocardiograph 
makes  reading  these,  and  all  other  traces  where 
a double  magnification  of  the  horizontal  is  desirable, 
more  accurate.  Dual  speed  is  just  one  of  19 
engineering  achievements  found  in  the  Birtcher 
300  ...  a result  of  more  than  22  years  devoted 
to  the  manufacture  of  the  finest  medical 
electronic  equipment. 

immediate  delivery 


graph . No  obligation. 


ft 


THE  BIRTCHER  CORPORATION 

Los  Angeles  32,  California 


THE  BIRTCHER  CORPORATION  Dept.  NYS-458 
4371  Valley  Blvd.,  Los  Angeles  32,  California 

Send  me  descriptives  detailing  the  engineering  achievements 
in  the  new  Birtcher  300  Electrocardiograph. 

Dr 

Address 

City Zone State 
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now. . . 
unprecedented 
Sulfa 
therapy 


SULFAMETHOXYPYRIDAZINE  LEPERLS 

NEW  DOSAGE  — The  recommended  adult 
dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of 
syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tab- 
let or  2 teaspoonfuls  of  syrup)  every  day  there- 
after, or  1 Gm.  every  other  day  for  mild  to  mod- 
erate infections.  In  severe  infections  where 
prompt,  high  blood  levels  are  indicated,  the 
initial  dose  should  be  2 Gm.  followed  by  0.5 
Gm.  every  24  hours.  Dosage  in  children,  accord- 
ing to  weight;  i.e.,  a 40  lb.  child  should  receive 
M of  the  adult  dosage.  It  is  recommended 
that  these  dosages  not  be  exceeded. 

Tablets: 

Each  tablet  contains  0.5  Gm.  (7H  grains)  of  sulfa- 
methoxypyridazine.  Bottles  of  24  and  100  tablets. 

Syrup: 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle 
of  4 fl.  oz. 

XN ichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


f 

New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.1  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  mainte- 
nance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concen- 
trations within  an  hour  or  two 


• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 


• Convenience— the  low  dose  of  0.5  Gm.  (1 
tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID 


COMPANY,  PEARL 


RIVER.  NEW  YORK.  N.  Y. 

*Reg.  U.  S.  Pat.  Off. 
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EDEMA 

Start  therapy  with  one  or  two  500  mg. 
tablets  of  'diuril'  once  or  twice  a day. 

BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIL': 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversine'  are  trade-marks  of  Merck  & Co.,  Inc. 

MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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as  simple 
as  1 
in 


-2-3 


HYPERTENSION 


1 

2 


INITIATE  DIURIL'  THERAPY 

'DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  ad- 
justed as  indicated  by  patient  response.  If  the 
patient  is  established  on  a ganglionic  blocking 
agent  (e.g.,  'INVERSINE')  this  should  be  con- 
tinued, but  the  total  daily  dose  should  be  imme- 
diately reduced  by  25  to  50  per  cent.  This  will 
reduce  the  serious  side  effects  often  observed  with 
ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 

Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIL' 
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to  pull  your  diarrhea  patients  back  in  shape  rapidly 


two  palatable  antidiarrheals 


RN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 

INTROMYCIN-carofr  powder 
plus  Neomycin  and  Streptomycin. .. 
for  infectious  diarrheas 

Intromycin  available  in  2^  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  41: 182,  1952. 


AROBON-caroft  powder..  . demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics,  no  sedatives , no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


AMBAR  TABLETS  ANB  EXTENTABS 

uf  TMAMPhCTAMINC  ano  pm e nobarbital 


Weight  Reduction:  Obese  patients  may 
resist  weight  reduction  because  they 
fear  losing  the  emotional  security  in- 
volved in  overeating,  ambar  Extentabs 
or  Tablets  help  them  hold  the  diet  line 
by  giving  them  a more  alert,  brighter 
outlook,  ambar  adds  incentive  to  weight 
reduction,  gives  the  patient  a better 
chance  of  holding  off  the  disabling 
effects  of  continued  overweight. 


Without  Jitters:*  Methamphetamine,  a 
more  potent  CNS  augmenter  than 
amphetamine,  but  producing  far  less 
cardiovascular  effect,  is  combined  in 
ambar  with  phenobarbital.  The  combi- 
nation subdues  CNS  effects  just  enough 
to  protect  the  patient  from  overstimu- 
lation. Result:  mood  amelioration  with 
no  undesirable  excitation  — weight 
reduction  without  jitters. 


Ambar  Extentabs:  10  to  12  hours  of  appetite 
suppression  in  one  controlled-release.  ex- 
tended-action tablet. 


Methamphetamine  hydrochloride  . 10.0  mg. 

Phenobarbital  (1  gr.) 64.8  mg. 

Ambar  Tablets  for  conventional  dosage  or 
intermittent  therapy. 

Methamphetamine  hydrochloride  . 3.33  mg. 
Phenobarbital  (V3  gr.) 21.6  mg. 


A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 
Ethical  Pharmaceuticals 
of  Merit  Since  1878 


*MURRAY,  R.J.,  ANO  JESSUP,  R.P.I  1N0UST.  MCD.R  SURQ. 26)249,  1997. 
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NOW 


COUNTERACT 

DEPRESSED 

MOODS  without  stimulation 


— 

- : ■ ; ' 

. . . 


without  euphoria 


• Restores  natural  sleep 
without  depressive 
aftereffects 


■ Rapid  onset  of  action 

■ Side  effects  are 


“Deprol 


Composition:  Each  tablet 
contains  400  mg. 
meprobamate  and  1 mg*, 
benactyzine  HC1 

Average  Adult  Dose : 

1 tablet  q.i.d. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J.  Literature  and  samples  on  request 


DOESN'T  STOP  THE  PATIENT 


BONADOXIN  brings  relief  to  88.1% 
of  patients  ..  .often  within  a few  hours.1-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance  ..  .[is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  N 
EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 

Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.-. 
Minnesota  Med.  40:99  (Feb.)  1957. 


IT 


...  ano  Tor  a 
plus  freedom  from  leg  cramps* 

STORCAVITE® 

phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

•due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN’ 

STOPS  MORNING  SICKNESS ...  BUT 
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ORAL 


progestational  agent 
with 

unexcelled  potency 
and 

unsurpassed  efficacy 


n functional  uterine  bleeding 

functional  uterine-bleeding  is  usually  due 
lo  failure  of  ovulation  with  sustained  estrogenic 
timulation  of  the  endometrium  in  the  absence 
»f  progesterone.  The  most  effective  type 
>f  hormone  in  arresting  a bout  of  functional  uterine 
deeding  is  a progestational  agent.1  Administered 
xrally,  NORLUTIN  produces  presecretory  to  secretory 
!ind  marked  progestational  endometrium  in 
} to  14  days.1'3  The  return  of  normal  menstruation 
requently  can  be  induced  by  continued  cyclic 
herapy  with  NORLUTIN  during  successive  months. 


case  summary 

A 44-year-old  woman  had  spotting  and  bleeding 
for  10  days.  She  was  treated  with  NORLUTIN, 

10  mg.  twice  daily  for  4 days.  Bleeding  stopped 
during  medication  and  24  to  72  hours  after 
cessation  of  therapy  normal  withdrawal 
bleeding  occurred. 

References;  (1)  Greenblatt,  R.  B.,  & Clark,  S.  L.: 

M.  Clin.  North  America,  Philadelphia, 

W.  B.  Saunders  Company  (Mar.)  1957,  p.  587. 

(2)  Greenblatt,  R.  B.:  /.  Clin.  Endocrinol 
16:869, 1956.  (3)  Hertz,  R.;  Waite,  J.  H., 

& Thomas,  L.  B.:  Proc.  Soc.  Exper.  Biol,  ir  Med. 

91 A 18, 1956. 


indications  for  norlutin:  conditions  involving  deficiency 
of  progesterone  such  as  primary  and  secondary  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleeding, 
endocrine  infertility,  habitual  abortion,  threatened  abortion, 
premenstrual  tension,  and  dysmenorrhea. 

packaging:  5-mg.  scored  tablets  (C.  T.  No.  882),  bottles  of  30. 


(norethindrone,  Parke- Davis) 


* 


9 

V 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


r * 


of  infant  feeding 

Standard  formulas  for  PREMATURES 

Breast  milk  is  satisfactory  for  the  feeding  of 
prematures  in  spite  of  the  low  protein  and 
mineral  and  high  fat  content.  But  eventual 
formula  feeding  should  provide  a high  protein 
and  carbohydrate  to  satisfy  the  rapid-growing 
needs  of  the  premature  and  low  fat  content 
because  of  limited  digestive  capacity. 

Feedings  of  small  prematures  are  most  effec- 
tively administered  by  the  indwelling  poly- 
thene nasal  catheter  and  of  large  prematures, 
by  bottle  with  small  nipples. 

The  first  six  feedings  should  be  a sterile  5% 
solution  of  Karo  Syrup  at  2 to  3 hour  intervals; 
for  subsequent  feedings,  breast  milk  or  for- 
mula should  be  added  in  gradually  increasing 
amounts  according  to  tolerance  and  require- 
ments, as  indicated  in  the  table  below. 

Initial  feeding  schedules 

for  premature  infants 

(Feedings  Started  After  36  Hours  and  Continued 


at  2 to  3 Hour  Intervals) 

FEEDINGS 

COMPOSITION 

QUANTITY 

First  Six 

5%  Karo 

2-5  ml. 

7th  and  8th 

2 parts  5%  Karo 
1 part  breast  milk 
or  formula 

6-10  ml. 

9th  and  10th 

1 part  5%  Karo 
1 part  breast  milk 
or  formula 

8-15  ml. 

11th  and  12th 

1 part  5%  Karo 

2 parts  breast  milk 
or  formula 

10-18  ml. 

Subsequently 

Breast  or  formula  feeding 

12-20  ml. 

ADVANTAGES  OF  KARO'®  IN  INFANT  FEEDING 


Composition:  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  further  digestion. 

Concentration:  volume  for 

volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Purity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

LOW  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Medical  Division 

CORK  PRODUCTS  REFINING  COMPANY 

1 7 Batlery  Place,  New  York  lt,N.Y. 
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manages  both  the  psychic  and  somatic  symptoms 


trelieves  emotional  stress  in  the  menopause 
treats  somatic  disturbances  due  to  ovarian  decline 


SUPPLIED:  Bottles  of  60  tablets. 

EACH  TABLET  CONTAINS:  Miltown®  (meprobamate,  Wallace)  400  mg. 


2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 


Conjugated  Estrogens  (equine) 


0.4  mg. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 
Literature  and  samples  on  request. 


WALLACE  LABORATORIES,  New  Brunswick.  N.J. 


At  the  last  accounting,1  physicians  throughout  the  country  had  administered  at 
least  one  dose  of  poliomyelitis  vaccine  to  64  million  Americans— all  three  doses 
to  an  estimated  34  million.  Undoubtedly,  these  inoculations  have  played  a major 
part  in  the  dramatic  reduction  of  paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under  forty  who  have  received  no 
vaccine  at  all  and  many  more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Department  of  Health,  Education, 
and  Welfare: 

“It  will  be  a tragedy  if , simply  because  of  public  apathy , vaccine  which 
might  prevent  paralysis  or  even  death  lies  on  the  shelf  unused .”2 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and  your  local  medical  society 
to  reach  those  individuals  who  still  lack  full  protection.  For  information  see  your 
Lilly  representative. 

1.  J.  A.  M.  A.,  165:22  (November  23) , 1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 

1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Medical  Education  Week 


Each  member  of  the  Medical  Society  of  the 
State  of  New  York  has  an  opportunity  this 
month  both  to  honor  and  aid  his  medical 
school  by  helping  bring  the  third  annual  ob- 
servance of  Medical  Education  Week  to  the 
attention  of  his  patients  and  the  public. 

During  the  week  of  April  20  through  26 
the  medical  profession  will  join  forces  with 
the  Woman's  Auxiliary  and  the  medical 
schools  throughout  the  country  in  present- 
ing programs  emphasizing  the  progress,  prob- 
lems, and  challenges  of  medical  education 
(Table  I).  The  world  leadership  of  Ameri- 
can medical  schools,  their  expanding  enroll- 
ments, research  triumphs,  and  community 
services  are  little  known  by  the  public  at 
large,  and  Medical  Education  Week  is  de- 
signed to  create  greater  public  interest  and 
support  for  their  continuing  achievements. 
At  the  same  time  it  will  stress  the  problems 
which  the  foreseeable  future  holds — in- 
creased competition  for  the  qualified  school 
candidate,  greater  facilities  for  teaching  the 
growing  complexities  of  medicine,  and  the 
need  of  an  expanding  and  aging  population 
for  more  doctors.  And,  not  least  of  all,  is 
the  immense  cost  of  medical  education 
which  already  is  a 200  million  dollar  annual 
undertaking. 

Sponsors  of  Medical  Education  Week  in- 
clude the  Association  of  American  Medical 
Colleges,  the  AM  A and  its  Woman's  Auxil- 
iary, the  Student  AMA,  the  National  Fund 
for  Medical  Education,  and  the  American 
Medical  Education  Foundation.  Programs 


TABLE  I. — Medical  Schools  in  New  York  State 


Medical 

School 

Location 

Number 

of 

Students 

1957 

Gradu- 

ates 

Albany  Medical  Col- 
lege (Union  Uni- 
versity) 

College  of  Physicians 
and  Surgeons  (Co- 

Albany 

230 

49 

lumbia  University) 
Cornell  University 

NewYork  City 

472 

114 

Medical  College 
New  York  University 

New  York  City 

335 

86 

College  of  Medicine 
Albert  Einstein  (Yes- 

New  York  City 

522 

127 

hiva  University) 
New  York  Medical 
College  (Flower  & 
Fifth  Avenue  Hos- 

Bronx 

151 

pitals) 

State  of  New  York 
University  College 

New  York  City 

486 

109 

of  Medicine 
State  of  New  York 
University  College 

Brooklyn 

587 

145 

of  Medicine 
University  of  Buffalo 

Syracuse 

288 

65 

School  of  Medicine 
University  of  Roches- 
ter School  of  Med- 

Buffalo 

300 

65 

icine  and  Dentistry 

Rochester 

279 

65 

and  salutes,  supplementing  our  local  ob- 
servance, will  be  carried  on  network  radio 
and  television,  in  national  publications  and 
syndicated  newspaper  features,  and  through 
civic  and  industrial  organizations. 

President  Eisenhower,  in  his  personal  en- 
dorsement, has  already  invited  the  American 
people  to  set  aside  this  Week  to  consider  the 
work  of  our  medical  schools,  but  its  ultimate 
success  will  depend  most  directly  on  how 
well  and  how  actively  we  initiate  and  con- 
duct this  annual  community  salute  to  our 
medical  schools — Medical  Education  Week, 
April  20  through  26. 


Medical  Moonlighting? 


The  Westchester  Medical  Bulletin 1 comments 
editorially  on  “The  Physician's  Wages  in  a 
Collectfvistic  Society”  in  a recent  issue: 

1 Westchester  M.  Bull.:  26:  18  (Jan.)  1958. 


Not  so  long  ago  the  American  public  and  our 
medical  profession  barely  escaped  the  imposi- 
tion of  socialized  medicine  in  the  form  of 
compulsory  health  insurance.  This  was  due 
in  part  to  last  minute  vigorous  group  action 
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directed  by  our  American  Medical  Association. 

Our  British  brothers  in  the  profession  now 
know  by  bitter  experience  how  poor  are  the 
fruits  of  their  labors  in  a Socialistic  society. 
Recently  a threat  of  mass  resignation  from  the 
Health  Service  was  necessary  to  force  an  im- 
provement in  their  economic  status. 

Therefore,  it  does  not  come  as  a surprise  to 
learn  how  poorly  the  physician  is  paid  for  his 
services  in  the  Soviet  Union.  William  J. 
Jordan  of  the  New  York  Times  reported 
recently  on  interviews  with  1 1 Russian  citizens 
selected  to  represent  a variety  of  occupations, 
incomes,  and  localities.  The  physician  re- 
ceived the  very  lowest  base  pay  of  all  individu- 
als interviewed,  including  a bus  driver,  farmer, 
and  steelworker. 

The  economic  and  social  status  of  our  pro- 
fession in  other  countries  should  be  carefully 
watched  and  analyzed  so  that  we  can  effec- 
tively resist  the  forces  calculated  to  enslave  us. 

To  many  people  in  these  times,  maintain- 
ing what  we  might  call  a “freedom  watch” 
seems  to  be  either  a matter  of  indifference  or 
at  best  a part-time  job.  In  industry  when  a 
man  has  two  jobs,  his  regular  one  and  an- 
other which  he  carries  on  for  a few  hours  at 


night,  he  is  known  as  a “moonlighter”  for 
obvious  reasons.  Many  of  us  doctors  might 
be  called  “medical  moonlighters”  with  re- 
spect to  the  way  we  work  at  the  maintenance 
of  our  freedoms,  considering  this  function  if 
at  all  as  an  extra  job  to  be  taken  on  after  our 
regular  day’s  work  is  finished.  Maybe  it 
can  be  done  that  way  but  we  have  doubts; 
maybe  our  day’s  work  is  never  finished,  but 
that  is  the  greater  reason  for  us  to  work  at 
both  jobs  at  the  same  time. 

History  will  show  that  since  the  Magna 
Charta  was  wrested  from  King  John,  there  has 
been  a succession  of  attempts  to  nullify  the 
gains  secured  by  this  document.  Again  and 
again  the  people’s  hard  won  rights  were  lost 
to  scheming  and  ambitious  seekers  after 
power ; the  struggle  to  retain  these  rights  is  a 
twenty-four  hour  job  on  the  part  of  every- 
one. Medicine  has  been  and  continues  to  be 
a prominent  point  of  attack  by  those  who 
would  convert  this  Republic  to  a Socialist 
state.  The  preservation  of  the  free  enter- 
prise system  in  the  light  of  history  is  a full- 
time job  and  particularly  so  for  physicians. 
Medical  moonlighting  can  spell  disaster. 


Side- Effects  of  Modern  Drugs 


The  J.A.M.A.  has  recently  pointed  out 
editorially  that  peptic  ulcer  may  be  in- 
duced as  a result  of  the  ingestion  of  certain 
chemotherapeutic  agents.1 

In  the  wake  of  the  recent  rapid  increase  in 
chemotherapeutic  agents  of  all  kinds  has 
come  a profusion  of  undesirable  side-effects. 
Among  the  most  distressing  of  these  are  peptic 
ulcer  and  gastric  bleeding.  Kirsner,2  in  a well- 
documented  study  of  this  problem,  calls  atten- 
tion to  the  importance  of  identifying  ulcero- 
genic drugs  so  that  when  such  drugs  must  be 
given,  appropriate  precautions  can  be  taken. 
Histamine,  sometimes  given  to  patients  with 
multiple  sclerosis  or  aural  vertigo,  stimulates 
gastric  secretion.  After  repeated  injections  of 
histamine  ulcers  have  been  found  to  occur  in 


1 J.A.M.A.  165:  1960  (Dec.  14)  1957. 

2 Kirsner,  J.  B.:  Ann.  Int.  Med.  47:  666  (Oct.)  1957. 


experimental  animals  and  in  man.  The  ulcero- 
genic action  of  histamine  is  heightened  when 
it  is  combined  with  caffeine.  Recurrence  or 
exacerbation  of  symptoms  in  patients  with 
peptic  ulcer  has  often  been  ascribed  to  exces- 
sive coffee  drinking,  but  caffeine-containing 
drugs  have  not  been  incriminated.  . . . 

One  fact  that  has  emerged  from  the  study  of 
this  subject  is  that  many  patients  with  a defi- 
nite history  of  peptic  ulcer  have  taken  these  so- 
called  ulcerogenic  drugs  without  recurrence  of 
their  ulcers,  and  some  of  those  with  a presumed 
drug-induced  ulcer  were  able  after  therapy  to 
resume  taking  the  incriminated  drug  without 
recurrence  of  the  ulcer.  Patients  with  rheu- 
matoid arthritis  are  the  most  vulnerable  be- 
cause in  addition  to  their  possibly  having  an 
increased  susceptibility  to  peptic  ulcer,  so 
many  of  the  drugs  used  in  their  treatment  ap- 
pear to  be  ulcerogenic.  Any  patient  whose 
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condition  strongly  calls  for  treatment  with  an 
ulcerogenic  drug  should  be  closely  observed. 
Of  the  utmost  importance  in  such  patients  is 
prescription  of  a bland  diet,  antacids,  and  anti- 
cholinergic drugs. 

Recently,  the  New  Yoke  State  Journal 
of  Medicine  carried  an  article,  “Com- 
plications of  Antibacterial  Therapy,”  by 
Dr.  Gerald  Eastman.3  It  pointed  out  nu- 
merous minor  and  some  major  toxic  side- 
effects  of  the  antibacterial  agents  commonly 
used  in  modern  therapy.  In  the  same  issue 
Dr.  Paul  A.  Bunn4  called  attention  edi- 

3 Eastman,  G.:  New  York  State  J.  Med.  57:  3119  (Oct. 
1)  1957. 

« Bunn,  P.  A.:  ibid.  57:  3112  (Oct.  1)  1957. 


torially  to  the  fact  that  “Antibiotics  are 
poisons — fortunately,  their  major  poisoning 
action  is  upon  bacterial  cells.” 

It  would  seem  that  in  our  enthusiasm  over 
the  newer  modalities  with  their  undoubtedly 
dramatic  clinical  results  we  tend  to  forget 
that  they  are  poisons,  but  selectively 
poisonous  media,  such  as  are  here  under 
discussion,  should  be  used  as  sparingly  as 
possible  because  of  their  toxic  side-effects 
as  well  as  for  valid  economic  reasons. 

We  feel  that  these  considerations  should 
be  impressed  on  both  students  of  medicine 
and  practicing  physicians  at  every  oppor- 
tunity. 


The  Physician's  Contact  With  the  Poison  Control  Center 


An  increasing  number  of  calls  to  the  Poison 
Control  Center  are  from  a parent  who  has 
previously  called  his  doctor  (or  hospital) 
and  has  been  advised  to  call  us. 

We  feel  that  it  would  improve  patient- 
family  relationships  if  the  physician  himself 
would  make  the  call  to  the  Poison  Control 
Center  and  then  instruct  the  parent  ac- 
cordingly. 

Since  we  advise  that  the  lay  caller  confirm 
our  information  by  consulting  with  his 
physician  there  is  an  obvious  loss  of  time 
as  well  as  the  opportunity  for  serious  mis- 
quotations by  a distraught  parent. 

When  the  physician  is  not  available,  and 
the  nurse,  wife,  or  answering  service  refers 
the  call  to  us,  the  situation  is  naturally  dif- 
ferent, and  the  patient  may  be  advised  to 


call  the  Poison  Control  Center  directly. 

Physicians  are  also  requested  to  report 
all  accident  occurrences  which  they  treat 
in  their  private  offices  promptly  to  the 
Center. — H.J. 

Editor’s  Note. — We  cannot  stress  too 
strongly  the  importance  of  compliance  by 
our  membership  throughout  the  State  with 
this  request  of  the  Poison  Control  Centers. 
Conservation  of  time  is  always  an  important 
factor  in  emergencies.  Anything  that  can 
be  done  to  allay  parental  or  patient  anxiety 
by  the  physician  or  the  Center  is  well  worth- 
while. Proper  routing  of  calls  seems  an 
indispensable  factor  in  the  conservation 
of  time.  It  is  hoped  that  physicians  and 
their  office  personnel  will  cooperate  with 
the  Centers  to  the  fullest  extent  possible. 


Editorial  Comment 


National  Institutes  of  Health.  The  atten- 
tion of  physicians  who  may  be  interested  in 
referring  patients  for  study  at  the  Clinical 
Center,  National  Institutes  of  Health, 
Bethesda,  Maryland,  is  called  to  the  follow- 
ing announcement: 

Because  of  intensified  research  effort  in 


these  areas,  diagnoses  of  particular  interest 
to  the  Clinical  Center  at  the  present  time 
include:  Reiter’s  syndrome,  idiopathic 

thrombocytopenic  purpura,  drug  purpura, 
hemophilia,  and  children  with  malignant 
neoplasms,  particularly  leukemia. 

Patients  are  considered  for  admission  to 
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the  Clinical  Center  for  study  and  treatment 
only  when  referred  by  their  own  physicians  as 
having  a diagnosis  required  on  one  or  more 
clinical  research  projects  being  conducted  by 
the  National  Institutes  of  Health.  Refer- 
rals should  be  by  letter  which  incorporates 
an  adequate  summary;  however,  prelimi- 
nary inquiries  by  telephone  may  be  made. 
Such  communications  should  be  addressed 
to  the  Director  of  the  Clinical  Center  for 
registration  and  circulation  among  appro- 
priate clinical  groups.  There  is  no  charge 
to  the  patient  for  medical,  surgical,  or  other 
hospital  services  rendered  as  a necessary 
part  of  his  participation  in  the  research  pro- 
gram. On  discharge  of  the  patient  back  to 
his  care,  the  referring  physician  receives  a 
full  report  on  findings  together  with  recom- 
mendations when  indicated. 

As  stated  above,  there  is  particular  inter- 
est at  the  present  time  in  referrals  of  pa- 
tients deemed  suitable  for  the  following 
studies : 

1.  Reiter’s  Syndrome. — The  National 
Institute  of  Arthritis  and  Metabolic  Dis- 
eases is  expanding  its  study  of  Reiter’s  syn- 
drome. This  syndrome  is  an  acute  or  chronic 
recurring  polyarthritis  following  a nonspecific 
urethritis,  and  is  frequently  associated  with 
conjunctivitis.  Study  patients  with  this  dis- 
ease are  especially  needed  during  the  first 
two  weeks  from  onset.  Microbiologic,  im- 
munologic, clinical,  and  therapeutic  studies 
will  require  an  average  hospitalization  of 
four  weeks. 

2.  Idiopathic  Thrombocytopenic  Pur- 
pura . — Drug  Purpura  : A hematology  group 
in  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases  in  studying  the  diseases 
idiopathic  thrombocytopenic  purpura  (ITP) 
and  drug  purpura  due  to  quinine  sensitivity. 
It  is  hoped  that  the  possible  allergic  nature 
of  ITP  may  be  more  clearly  demonstrated 
by  comparing  the  clinical  and  experimental 
laboratory  results  in  the  two  diseases.  The 
ITP  cases  of  special  interest  include  any  early 
case  prior  to  steroid  therapy  or  splenectomy, 
or  any  case  showing  no  response  to  these 
forms  of  therapy.  Patients  with  a history 


of  quinidine  or  quinine  drug  purpura,  or 
suspected  drug  purpura,  would  be  as  suitable 
as  those  having  acute  manifestation  of  this 
disease. 

3.  Hemophilia. — The  hematology  group 
is  also  interested  in  patients  with  abnor- 
malities in  blood  coagulation,  particularly 
those  with  obscure  or  any  type  of  known 
hemophilia.  Because  of  the  research  re- 
quirements in  evaluating  newer  forms  of 
therapy  in  these  diseases,  adult  patients  are 
preferable  to  infants  or  young  children. 

4.  Leukemia  and  Other  Forms  of 
Cancer  in  Children. — The  National  Can- 
cer Institute  is  enlarging  its  studies  of  cancer 
in  children,  particularly  leukemia  and  allied 
disorders.  The  purposes  of  the  leukemia 
study  are  improvement  in  chromotherapy, 
the  trial  of  new  and  more  active  antileukemic 
agents,  improved  methods  in  studying  and 
managing  infections,  bleeding,  and  other 
complications,  and  basic  studies  of  the 
nature  of  the  leukemic  process. 

Infants  and  children  under  fifteen  with 
other  forms  of  cancer  are  studied  from 
several  viewpoints,  including  etiologic  fac- 
tors, new  or  improved  therapies,  and  meta- 
bolic or  endocrine  aspects. 

More  than  100  separate  clinical  studies  are 
being  conducted  at  the  500-bed  Bethesda  re- 
search hospital  by  the  seven  research  insti- 
tutes forming  the  National  Institutes  of 
Health,  research  branch  of  the  Public 
Health  Service,  U.  S.  Department  of  Health, 
Education,  and  Welfare.  These  studies  are 
listed  and  described  briefly  in  a pamphlet 
which  interested  physicians  may  obtain  by 
writing  to  the  Clinical  Center. 

Use  of  Steroids  in  Eye  Diseases.  The 

Connecticut  Medical  Journal  points  out  the 
possible  dangers  of  the  use  of  steroids  in  dis- 
eases of  the  eye.1 

Several  malpractice  suits  have  been  reported 
in  other  states  for  blindness  resulting  from  the 
use  of  drops  and  ointments  containing  cortisone 
and  allied  steroids.  Herpes  simplex  and 
dendritic  ulcers  simulating  a conjunctivitis  or 

1 Connecticut  M.J.,  21 : 990  (Nov.)  1957. 
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“pink  eye”  have  been  treated  with  antibiotic 
preparations  incorporating  steroids  by  non- 
ophthalmologists including  nurses  and  first  aid 
assistants. 

Steroids  are  definitely  contraindicated  in 
herpes  simplex  and  dendritic  ulcers,  since 
these  drugs  promote  corneal  ulcers,  hypopyon 
(pus  in  the  anterior  chamber  of  the  eye), 
extensive  and  permanent  corneal  opacities, 
perforation,  and  blind  phthisical  eyes. 

Herpes  simplex  (febrilis  cornea)  is  a super- 
ficial epithelial  infection  of  the  cornea  charac- 
terized by  the  development  of  minute  epithe- 
lial opacities  and  fissures  which  may  be  fol- 
lowed by  vesiculation  and  necrosis,  the  ulti- 
mate typical  clinical  picture  being  a dendritic 
ulcer.  A dendritic  ulcer  is  so-called  because  the 
cornea  when  stained  with  Fluorescein  will 
present  a “zig-zag”  linear  shape  with  branches. 

Herpes  of  the  cornea  is  seen  in  association 
with  febrile  systemic  diseases  and  herpetic 
lesions  elsewhere.  The  cornea  is  very  fre- 
quently involved.  It  occurs  at  all  ages  and 
very  frequently  in  children.  The  clinical  pic- 
ture varies  enormously,  but  usually  there  are 
intense  irritative  symptoms  with  the  appear- 


ance of  a haze  of  the  cornea.  There  is  often 
corneal  anesthesia.  Fluorescein  applied  to  the 
eye  will  often  show  a vesicle  in  herpes  simplex 
or  a group  of  vesicles  assuming  the  shape  of  the 
branch  of  a tree  in  dendritic  ulcers.  Fluores- 
cein, since  it  can  often  harbor  pyocyaneus 
organisms,  should  be  fresh  or  applied  in  the 
form  of  sterile  applicators  (Fluoristrips*). 

The  treatment  of  choice  is  yet  to  be  found. 
Strong  tincture  of  iodine  or  ether  applied  with 
an  applicator  at  an  early  stage  over  a wide  area 
has  given  best  results.  These  should  be 
applied  by  an  ophthalmologist,  as  slit  lamp 
evaluation  is  very  important.  Even  in  the 
hands  of  competent  ophthalmologists,  many  of 
these  cases  do  poorly. 

In  summary,  if  a practitioner  or  pedia- 
trician expects  herpes  or  dendritic  lesions, 
Aureomycin  and  ointment  should  be  used  until 
more  special  help  can  be  obtained.  It  is  of  the 
greatest  importance  to  avoid  all  local  eye 
medications  incorporating  steroids  until  herpes 
or  a dendritic  ulcer  can  be  ruled  out  as  the 
cause  of  “pink  eye.” 

* Ophthalmos,  Inc.,  Union  City,  New  Jersey. 


ATTENTION:  PHYSICIANS  WITHIN  100-MILE 
RADIUS  OF  NEW  YORK  CITY! 

Within  the  past  few  days  you  received  a questionnaire  from  your 
Bureau  of  Industrial  Health  and  Workmen’s  Compensation.  It  is  de- 
signed to  determine  how  many  physicians  are  interested  in  attending  a one- 
afternoon-a-week  course  in  occupational  medicine  at  the  Institute  of  In- 
dustrial Medicine,  New  York  University  Post-Graduate  Medical  School, 
New  York  City. 

If  you  are  interested  in  industrial  medicine  (and  you  should  be),  complete 
the  questionnaire  without  delay  and  return  it  to: 

Anthony  A.  Mira,  M.D.,  Director 
Bureau  of  Industrial  Health  and 
Workmen’s  Compensation 
Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue,  New  York  16,  New  York 
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SYNTHETIC  BILIARY  ABSTERGENT 


ZANCHOE 

(brand  of  florantyrone) 

Fills  an  Important  Postcholecystectomy  Need 


The  excellent  results  with  Zanchol  in  pa- 
tients whose  gallbladders  have  been  re- 
moved have  been  most  pronounced  in  two 
phases  of  management: 

1.  Early— Zanchol  in  Postoperative  Care. 

T-tube  studies  have  demonstrated  that 
Zanchol  increases  the  volume  and  fluidity 
of  bile,  at  the  same  time  changing  its  color 
to  a clear,  brilliant  green.  The  greatly  im- 
proved abstergent  cleansing  action  of  the 
bile  is  noted  in  its  ability  to  keep  the  T 
tubes  clean1  without  rinsing  in  most  cases. 

2.  Late— Zanchol  in  Postcholecystectomy 
Syndrome.  By  improving  the  physico- 
chemical properties  of  bile  and  increasing 


its  flow,  Zanchol  acts  to  eliminate  biliary 
stasis  and  sharply  reduce  or  eliminate  bil- 
iary sediment.  The  drug  may  be  employed 
in  both  prophylaxis  and  therapy  of  the  post- 
cholecystectomy syndrome. 

Medical  Indication  for  Zanchol 

This  includes  the  treatment  of  patients 
with  chronic  cholecystitis  for  which  sur- 
gery is  not  required  or  may  be  impossible 
for  any  reason. 

Dosage:  one  tablet  three  or  four  times 
daily.  Tablets  of  250  mg.  each. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


First  day,  before  administration  of  Zanchol. 


Second  day,  after  Zanchol  administration. 


photomicrographs1 

showing  daily  changes  in 
sediment  from  centrifuged  bile 
taken  from  T-tube  drainage  in 
a postcholecystectomized  patient. 


1.  McGowan,  J.  M.:  Clinical  Significance  of  Changes  in 
Common  Duct  Bile  Resulting  from  a New  Synthetic 
Choleretic,  Surg.,  Gynec.  & Obst.  103:163  (Aug.)  1956. 
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The  Filmstrip  Library 
Of  Scientific  Exhibits 

a unique  new  medical  communications  service  — produced  by  the 
Medical  Education  Department,  Lakeside  Laboratories,  Inc. 

Significant  scientific  exhibits  at  medical  meetings  throughout  the  nation 
will  be  preserved  on  film  ...permanently  available  for  study  by  the 
thousands  of  physicians  anxious  to  keep  up  with  the  newest  develop- 
ments in  medicine  and  surgery. 

These  filmstrips,  together  with  recorded  commentaries,  will  be  given 
on  request  to  Medical  Schools,  County,  State  and  Sectional  Medical 
Societies,  not  as  a loan  but  as  a permanent  contribution. 


W4 
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ready  now  for  distribution 

Six  widely  acclaimed  scientific  exhibits  selected  from  those  at  the  106th  Annual 
Meeting,  American  Medical  Association,  New  York,  June  3-7,  1957. 

FILMSTRIP  1 Part  I The  Present  Indications  for  Cardiac  Surgery  • 
Robert  P Glover,  Julio  C.  Davila  and  Robert  G.  Trout  (Philadelphia)  • Billings  Gold 
Medal  for  excellence  in  the  correlation  and  presentation  of  facts  • Part  II  Oral 
Organomercurial  Diuretics  • Sim  P Dimitroff  and  George  C.  Griffith  (Los  Angeles) 

FILMSTRIP  2 Part  I The  Hands  in  Arthritis  and  Related  Conditions  • 
Darrell  C.  Crain  (Washington,  D.  C.)  • Certificate  of  Merit  • Part  II  Intra- 
muscular Iron  for  the  Treatment  of  Iron  Deficiency  Anemia  in  Infancy  • Ralph  O. 
Wallerstein,  and  M.  Silvija  Hoag  (San  Francisco) 

F I L M STRIP  3 Part  I Bronchial  Asthma  • John  W.  Irwin,  Irving  H.  I tkin 
Sandylee  Weille  and  Nancy  Little  (Boston)  • Honorable  Mention  Award  . Part  II 
The  Direct  (Open)  Surgical  Repair  of  Congenital  and  Acquired  Intracardiac  Mal- 
formations • C.  W.  Lillehei,  H.  E.  Warden,  R.  A.  DeWall,  V L.  Gott,  R.  D.  Sellers, 
M.  Cohen,  R.  C.  Read,  R.  L.  Varco  and  O.  H.  Wangensteen  (Minneapolis)  • Hektoen 
Gold  Medal  for  originality  and  excellence  of  presentation  in  an  exhibit  of  original 
investigation 


Officers  of  Medical  Societies  and  Medical  School  libraries  wishing  to  start  their 
library  of  Filmstrips  of  Scientific  Exhibits  now,  should  address  their  requests  to: 
EXHIBITS-ON-FILM,  Medical  Education  Department,  Lakeside  Laboratories. 
Inc  , Milwaukee  1,  Wisconsin 

Individual  physicians  who  wish  to  arrange  showings  such  as  at  hospital  staff  meetings 
should  contact  the  secretary  of  their  Medical  Society  or  Medical  School  librarian. 
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SCIENTIFIC  ARTICLES 


Reliability  of  Cytodiagnostic  Methods  in 
Cancer  Detection 

RUTH  M.  GRAHAM,  SC.D.,  BUFFALO,  NEW  YORK 
( From,  Roswell  Park  Memorial  Institute ) 


IN  the  past  few  years  the  cytologic  diagnosis  of 
cancer  has  received  increasing  attention  from 
the  medical  profession.  It  would  appear  to  be 
important  to  examine  carefully  the  reliability  of 
the  method,  its  advantages  and  limitations,  and 
the  technics  in  use  at  the  present  time. 

It  perhaps  is  unnecessary  to  point  out  that  the 
following  remarks  apply  to  the  cytologic  method 
in  the  laboratory  with  experienced  personnel. 
The  diagnosis  of  malignancy  by  the  examination 
of  single  cells  or  small  groups  of  cells  requires 
training  and  experience.  It  differs  in  many  re- 
spects from  the  histologic  diagnosis  of  malig- 
nancy. In  histology  disturbance  in  the  architec- 
tural pattern  is  of  prime  importance.  In  cytology 
the  diagnosis  depends  on  much  finer  criteria — 
abnormalities  in  the  chromatin  structure  of  the 
individual  nucleus. 

The  most  common  type  of  specimen  submitted 
to  the  cytology  laboratory  is  for  detection  of 
cancer  of  the  uterus.  The  kind  of  specimen  may 
be  either  an  aspiration  of  the  vaginal  secretion  or 
of  the  mucus  at  the  cervical  os,  or  a direct  scrap- 
ing from  the  cervix  itself.  Although  the  technic 
of  obtaining  the  specimen  is  simple,  it  is  of  para- 
mount importance,  and  the  accuracy  of  the 
method  is  directly  related  to  the  care  taken  in 
obtaining  the  specimen.  There  are  three  major 
considerations.  First,  the  specimen  must  come 
from  the  area  in  question.  In  the  taking  of  a vag- 
inal smear,  the  pool  of  secretion  at  the  posterior 
fornix  must  be  aspirated.  This  pool  contains 
desquamated  cells  from  the  cervix,  endocervix, 


Presented  at  the  Sesquicentennial  Convention  of  the  Medi- 
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endometrium,  and  upper  vagina.  Because 
this  pool  contains  cells  from  almost  the  entire 
genital  tract,  a smear  of  this  secretion  is  the  most 
important  single  specimen,  but  the  smear  must 
come  from  the  posterior  fornix.  If  the  glass 
pipette  is  inserted  only  two  centimeters  into  the 
vagina,  only  cells  from  the  lower  vagina  may  be 
collected,  and  the  smear  may  be  called  negative, 
although  a carcinoma  may  be  present  in  the 
cervix.  If  a cervical  scraping  is  employed,  it  is 
essential  that  no  portion  of  the  squamocolumnar 
junction  be  missed. 

The  two  other  technical  points  to  be  kept  in  mind 
are  that  the  cjdologic  method  depends  on  wet  fix- 
ation. The  slide  should  be  placed  in  $5  per  cent 
alcohol  or  equal  parts  of  alcohol-ether  j as  soon 
as  possible.  It  must  not  be  allowed  to  dry.  And 
the  last  technical  point  to  consider  is  not  to  place 
too  much  material  on  the  slide.  Remember  that 
the  cytologist,  in  screening  a slide,  attempts  to 
look  at  each  cell.  If  the  smear  is  too  thick, 
literally  hundreds  of  cells  are  obscured.  In  pre- 
paring a smear  for  cytology,  the  maxim,  “If  a 
little  is  good,  a lot  is  better/’  does  not  hold. 

Taking  for  granted  that  we  have  a good  tech- 
nical preparation  and  expert  personnel,  how  ac- 
curate is  the  diagnosis  of  cervical  and  endometrial 
cancer  by  cytology?  Ninety-five  per  cent  of  all 
the  cases  of  cervical  cancer,  including  both  the 
invasive  and  in  situ,  will  be  diagnosed  by  the  first 
cytologic  examination.  The  diagnosis  of  corpus 
carcinoma  is  not  quite  as  good  as  that  for  cervical 
carcinoma,  but  the  accuracy  is  high  enough  to  be 
of  value,  being  between  80  to  85  per  cent  of  all 
cases.  This  standard  of  accuracy  is  good,  but  as 
can  be  seen,  a certain  modest  percentage  of  corpus 
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cancer  will  not  be  diagnosed  by  cytologic  exam- 
ination. The  number  of  endometrial  cases  missed 
if  only  cervical  scrapings  are  used  will  be  much 
greater. 

Because  there  is  this  inherent  limitation  to  the 
method,  no  patient  should  be  regarded  as  free  of 
cancer  merely  because  the  cytologic  examination 
is  negative,  and  of  course  this  is  particularly  true 
if  there  are  any  symptoms  or  signs  present  which 
might  be  caused  by  malignancy. 

The  cytologic  examination  is  not  a substitute 
for  histologic  examination;  they  are  complemen- 
tary methods.  This  was  illustrated  by  a study 
done  comparing  the  two  methods  in  181  cases  of 
primary  squamous  carcinoma  of  the  cervix.1 
In  148,  or  82  per  cent,  both  the  first  vaginal 
smear  and  the  first  cervical  biopsy  were  positive. 
There  were  19  cases,  or  10.5  per  cent,  in  which  the 
first  biopsjr  was  negative.  There  were  17  negative 
smears,  or  9.4  per  cent.  In  three  cases,  or  1.7  per 
cent,  both  the  initial  smear  and  biopsy  were  nega- 
tive. Thus,  if  both  methods  are  used  together, 
very  few  cases  of  cervical  cancer  will  be  missed  at 
the  first  examination. 

The  “false  negative”  is  only  one  side  of  the 
coin;  there  are  also  the  “false  positive”  reports. 
These  errors  may  be  calculated  in  two  ways, 
either  on  cases  or  reports.  The  “false  negative”  is 
easily  understood,  since  it  is  always  calculated  in 
the  same  fashion  in  all  the  articles  in  the  litera- 
ture. The  number  of  cases  of  cancer  are  given 
and  the  number  of  cases  called  negative  eco- 
logically. “False  positive”  error  has  been  calcu- 
lated in  two  ways,  one  on  cases,  the  other  on  the 
positive  reports.  This  will  make  a great  deal  of 
difference  in  the  figure  given.  For  example,  a 
laboratory  may  do  10,000  cases  a year.  One  per 
cent,  or  100  cases,  will  be  called  positive.  If  car- 
cinoma was  found  in  95  of  the  100  cases  reported 
as  positive,  then  the  “false  positive”  may  be  five 
errors  in  9,905  cases,  a ridiculously  low  figure 
which  means  very  little.  It  is  more  realistic  to 
consider  that  of  100  positive  reports,  five  were 
in  error,  or  a “false  positive”  figure  of  5 per  cent. 

The  “false  negative”  figure  answers  the  ques- 
tion, “If  I have  a patient  with  cancer  of  the 
uterus,  how  often  will  I receive  a negative  re- 
port?” The  “false  positive”  figure  answers  the 
question,  “If  I receive  a positive  report  what  are 
the  chances  that  my  patient  does  not  have  can- 
cer?” Since  this  figure  is  low  (5  per  cent),  it  is 
essential  that  all  patients  with  positive  smears  be 


examined  carefully,  even  though  there  is  no 
clinical  evidence  of  cancer.  Adequate  material 
should  be  taken  for  histologic  examination.  In 
the  case  with  no  suspicious  area  to  biopsy  it  may 
occasionally  be  difficult  to  obtain  histologic  evi- 
dence of  a lesion.  The  use  of  Schiller’s  test  may 
be  helpful  in  choosing  the  area  for  biopsy.  If 
biopsies  continue  to  be  negative  and  the  smears 
persistently  positive,  it  is  often  helpful  to  scrape 
differentially  the  cervix.  A map  is  made  of  the 
cervix  and  separate  areas  are  scraped  and  the  cells 
obtained  placed  on  numbered  separate  slides. 
By  determining  in  which  area  the  malignant  cells 
are  present,  a biopsy  can  then  be  taken. 

A word  about  cytology  report:  There  are  two 
general  kinds  of  reports.  Papanicolaou  divides 
the  reports  into  five  different  kinds  and  numbers 
them  from  Class  I,  a completely  negative  smear, 
to  class  V,  which  is  unequivocally  positive.  In 
our  laboratory  we  report  smears  as  positive, 
doubtful,  or  negative.  The  doubtful  smears  are 
repeated  and,  if  at  all  possible,  are  placed  in  either 
the  positive  or  negative  group.  We  make  ever}' 
effort  to  repeat  immediate^  all  doubtful  smears, 
since  14  per  cent  will  be  positive  on  the  second  ex- 
amination. 

In  most  instances  the  well-trained  cytologist 
should  report  what  t}q>e  of  tumor  cells  are  seen. 
Squamous  carcinoma  and  adenocarcinoma  des- 
quamate distinctive  cell  types  which  can  readily 
be  recognized.  It  is  only  in  the  instance  of  a 
completely  undifferentiated  carcinoma  that  it  is 
impossible  to  determine  the  tumor  type . T o know 
the  tumor  type  is  helpful,  particularly  if  the  posi- 
tive smear  report  is  unexpected.  I have  known 
instances  where  a dilatation  and  curettage  was 
done  and  no  cervical  biopsies,  although  the  cy- 
tology was  clearly  that  of  squamous  carcinoma. 
The  reverse  may  also  be  true.  Cervical  biopsies 
are  taken  and  the  endometrium  not  investigated, 
although  adenocarcinoma  cells  are  present. 
Years  ago  it  was  thought  sufficient  merely  to 
state  that  cancer  cells  were  present.  I am  sure 
that  in  the  majority  of  cases  of  cancer  of  the 
uterus  careful  study  of  the  smear  will  allow  the 
cytologist  to  distinguish  the  tj^pe  of  tumor  cells, 
and  that  the  clinician  is  entitled  to  receive  this 
additional  information. 

This  does  not  mean  that  the  cytologist  can 
state  with  any  degree  of  accuracy  whether  or  not 
a lesion  is  invasive  or  in  situ  on  morphology'alone. 
This  decision  of  whether  cells  have  invaded  the 
basement  membrane  is  a histologic  diagnosis, 
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not  a cytologic  diagnosis.  In  the  cytology 
laboratory  at  Vancouver  General  Hospital,  they 
attempted  to  distinguish  cytologically  between 
invasive  and  in  situ  lesions.  At  first  glance  their 
accuracy  was  exceedingly  good,  better  than  90  per 
cent.  These  careful  investigators  felt  that  such 
accuracy  could  be  seriously  questioned  until  they 
had  repeated  these  diagnoses  in  a purely  objective 
manner.  All  slides  were  remarked  and  given  to 
three  cytologists  without  any  information  as  to 
age  or  doctor.  In  the  second  reading  of  the 
smears  the  accuracy  fell  to  that  of  pure  chance.2 
The  cytologist  had  been  greatly  influenced  by 
other  factors  than  morphology  in  the  first  reading. 
If  you  are  aware  that  one  doctor  is  doing  a study 
on  well  women  only  and  you  receive  a positive 
smear,  it  is  very  likely  to  be  an  in  situ  lesion,  but 
not  on  morphologic  grounds.  Biopsy  and  in  some 
instances  serial  section  of  the  cervix  is  the  only 
method  at  present  to  distinguish  the  in  situ  from 
the  invasive  carcinoma  of  the  cervix. 

The  purpose  of  the  cytologic  diagnosis  of  can- 
cer is  to  find  early  cases  of  cancer  when  they  are 
still  at  a curable  stage.  There  is  no  doubt  that 
this  can  be  done.  Because  of  this,  - large-scale 
screening  programs  have  come  into  being.  A 
screening  program  may  be  defined  as  investiga- 
tion of  an  entire  group  without  regard  for  other 
factors  other  than  the  test  being  done.  The  group 
may  be  small,  as  in  a doctor’s  office  wdiere  every 
patient  has  the  test  regardless  of  age,  signs,  or 
symptoms,  or  the  group  may  be  large,  as  in  a 
whole  population  screening. 

Until  recently,  most  of  the  screening  programs 
have  either  been  on  hospital  populations,  out- 
patient departments,  or  cancer  detection  centers. 
The  usual  yield  from  such  programs  is  three  to 
five  cases  per  thousand.  If  patients  with  gyneco- 
logic complaints  are  screened,  the  yield  of  unsus- 
pected cases  rises  to  eight  per  thousand.  Of 
these  cases,  about  two  thirds  will  be  in  situ  car- 
cinoma and  one  third  early  invasive  carcinoma. 

Unless  a large-scale  project  such  as  population 
screening  is  undertaken,  I believe  it  is  perhaps 
better  to  screen  a group  of  individuals  in  whom 
we  can  expect  a higher  incidence  of  cancer  than  in 
the  general  population.  Examples  of  such  groups 
are  the  diabetic  clinic  for  cancer  of  the  endo- 
metrium, pernicious  anemia  clinic  for  gastric  can- 
cer, or  the  clinic  for  ulcerative  colitis  for  cancer  of 
the  colon.  Any  group  of  patients  with  symptoms 
will  yield  more  cases  of  unsuspected  cancer  than 
if  a completely  well  population  is  screened.  This 


has  been  shown  to  be  true  in  the  gynecologic  out- 
patient department,  where  the  detection  rate  is 
0.8  per  cent,  in  contrast  to  0.3  per  cent  for  symp- 
tom-free patients.3 

Pulmonary  Cytology 

The  use  of  the  cytologic  method  in  the  diagnosis 
of  carcinoma  of  the  lung  has  become  routine  in 
most  clinics.  Tw’o  types  of  specimen  are  used, 
either  sputum  or  bronchial  aspiration.  If  sputum 
is  used,  a morning  specimen  sent  directly  to  the 
laboratory  is  preferable.  It  is  of  course  essential 
that  the  specimen  be  truly  sputum  and  not 
saliva.  Fortunately  it  is  possible  from  the 
cytologic  picture  to  determine  if  the  specimen  is 
actually  sputum.  If  macrophages  are  present, 
the  specimen  is  sputum.  If  no  macrophages  can 
be  seen,  the  specimen  is  only  saliva  and  is  called 
unsatisfactor}T  and  repeated.  It  is  important  in 
the  cytologic  diagnosis  of  cancer  to  be  certain 
that  the  specimen  actually  comes  from  the  area  in 
question.  It  is  misleading  and  of  little  value  to 
call  a specimen  of  saliva  negative  when  the  area  in 
question  is  a bronchus  of  the  lung.  The  clinician 
can  be  of  help  in  this  respect  by  explaining  to  the 
patient  what  kind  of  specimen  is  required  and  in- 
structing the  patient  to  “cough  deeply.” 

The  examination  of  the  bronchial  secretion  for 
the  diagnosis  of  cancer  of  the  lung  is  also  a useful 
diagnostic  tool.  If  secretion  is  present  at  bron- 
choscopy, this  is  aspirated  and  a smear  made.  If 
no  secretion  can  be  obtained,  the  bronchus  in 
question  is  washed  with  1 to  2 cc.  of  saline.  At 
the  laboratory  this  material  is  centrifuged  and 
the  sediment  placed  on  a slide. 

Both  types  of  specimen,  either  sputum  or 
bronchial  aspiration,  are  good.  It  is  probably 
better  to  use  both  than  either  one  alone.  If  only 
one  specimen  is  to  be  used,  we  prefer  the  sputum 
sample,  since  it  can  be  repeated  easily.  However, 
there  are  some  patients  who  do  not  have  a pro- 
ductive cough  and  in  whom  the  material  ob- 
tained at  bronchoscopy  is  the  only  specimen. 

The  accuracy  of  diagnosis  of  carcinoma  of  the 
lung  is  good  using  the  cytologic  method.  In  our 
laboratory  08  per  cent  of  all  cases  are  diagnosed 
on  one  examination.  The  accuracy  is  even 
greater  if  multiple  specimens  are  used.  The 
specificity  of  a positive  cytology  report,  either  in 
bronchial  or  sputum  examination,  is  very  high, 
since  false  positive  reports  are  negligible  in  this 
area,  being  less  than  1 per  cent  in  our  own  labora- 
tory. 
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It  is  possible  by  the  use  of  the  cytologic  exam- 
ination to  measurably  increase  the  accuracy  of 
preoperation  diagnosis  in  cancer  of  the  lung. 
Woolner  and  MacDonald4  compared  the  accuracy 
of  bronchoscopic  biopsy  and  the  cytologic 
method.  The  biopsy  was  positive  in  41  per  cent 
of  the  cases  and  the  cytology  specimen  in  70  per 
cent.  Such  experience  has  been  reported  by  other 
investigations.5*6 

Unsuspected  cases  may  be  discovered  by  means 
of  sputum  examination.  However,  the  method 
has  proved  disappointing  in  revealing  truly  early 
cancer  of  the  lung.  In  our  laboratory  we  had  a 
few  so-called  unsuspected  cases  every  year. 
Without  exception,  when  they  were  explored  they 
had  advanced  diseases.  There  have  been  many 
fewer  early  cases  reported  to  be  discovered  by 
cytology  of  the  pulmonary  tract  than  in  other 
sites.  It  is  yet  to  be  proved  that  by  the  addition 
of  cytology  to  the  study  of  pulmonary  lesions  the 
five-year  survival  has  been  increased  to  any  ex- 
tent. 

Gastric  Cytology 

Recently,  there  has  been  increasing  interest  in 
gastric  cytology.  At  our  present  state  of  knowl- 
edge earlier  diagnosis  of  gastric  lesions  appears  to 
be  the  only  method  of  increasing  the  low  survival 
rate  from  this  disease. 

The  great  problem  in  gastric  cytology  is  the 
proper  collection  of  the  specimen.  In  no  other 
site  are  the  technical  difficulties  as  great.  The 
specimen  must  be  processed  very  rapidly  and 
kept  cold,  or  the  cells  will  be  so  degenerate  that 
accurate  interpretation  is  impossible.  In  the  face 
of  the  rapid  digestion  of  the  exfoliated  cells  by 
pepsin  in  the  acid  medium,  it  is  imperative  that 
the  specimen  be  processed  without  delay. 

The  second  and  equally  important  factor  is  the 
method  of  collection.  One  of  the  major  diffi- 
culties is  that  too  often  the  sediment  of  gastric 
aspiration  contains  no  columnar  cells.  If  any 
opinion  is  to  be  given  concerning  the  state  of  the 
gastric  mucosa,  it  is  obvious  that  cells  desquamat- 
ing from  that  mucosa  must  be  examined.  Un- 
fortunately the  greatest  majority  of  the  cells  in 
gastric  secretion  are  squamous,  not  columnar,  in 
origin.  Cells  are  constantly  being  shed  from  the 
upper  alimentary  tract,  are  swallowed,  and  re- 
main in  the  gastric  juice.  A gastric  specimen 
which  does  not  contain  columnar  cells  should  not 
be  regarded  as  satisfactory. 

There  have  been  many  different  technics  de- 


veloped to  try  and  obtain  more  representative 
cells  from  the  lining  of  the  stomach.  One  method 
is  actually  to  use  abrasion.  Two  methods  have 
become  fairly  popular:  one  is  an  abrasive  bal- 
loon,7 the  other  a gastric  brush.8  Both  of  these 
methods  produce  specimens  with  great  numbers 
of  columnar  cells.  Unfortunately  they  have  the 
disadvantage  that  they  must  be  done  by  highly 
skilled  personnel  and  are  time  consuming.  An 
additional  disadvantage  is  that  occasionally  pa- 
tients refuse  to  swallow  such  tubes. 

Another  attack  on  the  problem  is  to  use  enzy- 
matic destruction  of  the  mucus.  It  has  been  the 
impression  of  several  observers  that  cells  may  be 
caught  in  the  mucus  lining  the  stomach  and 
for  that  reason  are  difficult  to  aspirate.  Two 
enzymatic  solutions  have  been  used,  papain  and 
chymotrypsin.  These  technics  produce  adequate 
specimens,  but  it  has  not  been  clearly  demon- 
strated that  they  are  superior  to  simple  saline  or 
Ringer’s  lavage. 

What  is  probably  the  most  important  factor  in 
securing  an  adequate  specimen  is  that  it  be  done 
by  personnel  experienced  in  the  method.  Such 
small  but  important  points  as  securing  all  of  the 
fluid  present  in  the  stomach  after  saline  lavage  ap- 
pear to  be  critical.  We  have  preferred  to  keep  the 
method  as  simple  as  possible  and  have  continued 
to  use  saline  lavage  as  the  method  of  choice,  but 
the  aspirations  are  done  by  laboratory  personnel 
familiar  with  the  method. 

Cancer  of  the  stomach  can  be  diagnosed  early 
by  cytologic  examination.  There  are  increasing 
numbers  of  reports  in  which  cases  have  been  diag- 
nosed by  cytology  when  all  other  methods  have 
indicated  no  evidence  of  cancer.  We  have  found 
that  0.7  per  cent  will  fall  into  this  category.  This 
rate  of  detection  compares  very  favorably  with 
the  rate  of  detection  by  uterine  cytology,  which  is 
0.8  per  cent. 

The  accuracy  of  diagnosis  of  gastric  cancer  has 
increased  considerably  in  recent  years.  In  most 
series,  80  to  90  per  cent  of  cases  are  diagnosed  by 
cytology.  The  false  positive  figure,  is  below  10 
per  cent.  Because  over  90  per  cent  of  cases  with 
positive  gastric  cytology  will  be  proved  ultimately 
to  have  cancer,  it  is  essential  that  any  patient 
whose  gastric  cytology  is  reported  as  positive  be 
carefully  investigated.  This  means  repeated 
x-rays,  gastroscopy,  and  in  some  instances  ab- 
dominal exploration.  If  gastric  cancer  is  to  be 
controlled,  it  is  necessary  to  act  promptly  and  not 
to  wait  until  an  obvious  lesion  is  apparent  on 
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x-ray  films. 

As  in  any  other  cytologic  specimen,  the  use  of 
cytology  should  not  replace  other  means  of  diag- 
nosis. It  is  an  additional,  complementary 
method  to  those  already  proved  to  be  of  value,  such 
as  x-ray  and  gastroscopy.  Careful  attention  to 
all  diagnostic  procedures  will  give  the  best  re- 
sults. These  diagnostic  procedures  are  not 
competitive.  Perhaps  there  is  too  much  of  an 
aura  of  competition  in  diagnostic  methods.  It  is 
not  a question  of  whether  one  method  is  better 
than  another.  Every  one  has  its  advantages  and 
its  disadvantages.  Rubin  et  al. 9 have  demonstrated 
this  point  very  well.  In  186  cases  with  gastric 
symptoms,  all  but  two  were  diagnosed  accurately 
before  exploration  by  a combination  of  all  diag- 
nostic procedures,  x-rays,  gastroscopy,  and  gas- 
troscopic  biopsy  and  cytology.  Exfoliative  cy- 
tology is  accurate  and  helpful  in  the  diagnosis  of 
gastric  cancer  and  deserves  a place  beside  the 
older,  more  standard  procedures. 

It  should  be  mentioned  that  exfoliative  cy- 
tology is  accurate  also  in  the  diagnosis  of  the 
esophagus.  The  technic  in  obtaining  the  speci- 
men is  to  pass  a Levin  tube  to  the  suspected  loca- 
tion of  the  lesion.  The  patient  is  asked  to  drink 
100  cc.  of  saline  slightly  tinted  with  methylene 
blue.  While  the  patient  swallows,  the  fluid 
is  aspirated.  The  slight  blue  color  of  the 
saline  indicates  that  the  solution  used  to  wash  the 
area  is  being  recovered.  The  saline  lavage  of  the 
esophagus  is  taken  to  the  laboratory  immediately, 
centrifuged,  and  the  sediment  placed  on  slides  and 
fixed  in  95  per  cent  alcohol.  The  accuracy  of 
diagnosis  of  such  a method  is  extremely  high,  over 
90  per  cent,  and  so  far  we  have  encountered  no 
false  positive  diagnoses. 

Cytology  of  the  Urinary  Tract 

The  accuracy  of  cytologic  diagnosis  in  the 
urinary  tract  will  depend  on  the  site  of  the  tumor. 
In  cancer  of  the  bladder  the  accuracy  is  com- 


parable to  other  areas,  being  around  85  per  cent 
accurate.  It  is  difficult  to  have  enough  cases  of 
carcinoma  of  the  kidney  to  assess  accurately  the 
value  of  the  method,  but  several  case  reports 
suggest  that  it  is  helpful  in  detecting  kidney 
lesions. 

There  was  great  hope  that  the  method  would  be 
of  help  in  detecting  latent  carcinoma  of  the 
prostate.  Such  has  not  been  the  case.  The  ac- 
curacy of  diagnosis  is  lower  than  for  any  site,  40 
per  cent  accuracy,  and  few  have  been  discovered. 

The  method  of  collection  of  the  urine  specimen 
is  simple.  It  is  preferable  to  have  the  first 
voided  morning  specimen.  This  should  be  sent  to 
the  laboratory  immediately.  This  specimen  is 
centrifuged  and  the  sediment  placed  on  a slide 
and  fixed  in  95  per  cent  ethyl  alcohol.  Unfor- 
tunately, too  often  there  is  very  little  sediment. 
For  this  reason  more  urine  specimens  are  un- 
satisfactory than  material  from  other  sites. 

Conclusion 

The  cytologic  diagnosis  of  cancer  is  a helpful 
and  useful  tool.  The  technic  of  collection  of  the 
specimen  is  of  great  importance  and  the  clinician 
would  do  well  to  consult  his  own  cytologic 
laboratory  to  learn  its  specifications  and  prefer- 
ences in  regard  to  collection.  Only  in  this  way 
will  the  method  yield  the  maximum  results. 
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The  many  recent  developments  in  the  field  of 
coagulation  have  given  coagulationists  a 
more  precise  understanding  of  the  complex  nature 
of  the  normal  hemostatic  mechanism  and  the 
clinical  syndromes  associated  with  its  aberrations. 
To  the  neophyte,  however,  these  many  complexi- 
ties have  been  sources  of  much  confusion  and  dis- 
couragement. Nevertheless,  it  is  now  possible 
for  the  clinician  with  a basic  knowledge  of  the 
theory  of  hemostasis  to  determine  with  relative 
ease  the  etiologic  factors  concerned  in  most  in- 
stances of  generalized  bleeding. 

It  is  the  purpose  of  this  paper  to  discuss  the 
tests  used  to  establish  the  etiology  of  a bleeding 
diathesis,  emphasizing  the  hemorrhagic  screening 
tests,  after  first  reviewing  a simplified  theory  of 
hemostasis. 

The  Hemostatic  Mechanism 

The  maintenence  of  normal  hemostasis  depends 
on  the  interplay  of  vascular  and  platelet  factors 
and  a balance  between  the  protein  coagulation 
factors  and  the  naturally  occurring  anticoagu- 
lants. The  abnormality  in  any  given  case  of  gen- 
eralized bleeding  must  be  concerned  with  one  or 
more  of  these  factors. 

Table  I lists  the  normal  hemostatic  factors  in 
the  sequence  in  which  they  come  into  play  follow- 
ing injury.  The  initial  response  is  a local,  tran- 
sitory vasoconstriction,  probably  due  to  a reflex 
mechanism.1  This  is  followed  by  migration  of 
the  platelets  to  the  site  of  injury,  where  the  hyalo- 
meres  swell  and  form  a firm  mechanical  plug.  As 
lysis  of  the  platelets  takes  place,  generalized  vaso- 
constriction occurs  through  the  release  of  sero- 
tonin (5-hydroxy tryptamine),  a powerful  vaso- 
constrictor substance  transported  in  the  circula- 
tion by  the  platelets.2  The  lysis  of  platelets  also 
triggers  the  complex  coagulation  mechanism  and 
inactivates  the  normal  anticoagulants.  Coagula- 
tion proceeds  slowly  until  thrombin  is  formed, 
which  speeds  up  the  entire  process. 


* Present  address:  Seton  Hall  College  of  Medicine,  Jersey 
City  Medical  Center,  Jersey  City,  New  Jersey. 


TABLE  I. — Hemostatic  Responses  to  Injury 


I.  Vascular  factors 

A.  Transitory  local  reflex  vasoconstriction 

II.  Platelet  factors 

A.  Migration  to  site  of  injury 

1.  Swelling  of  hyalomere  to  form  mechanical 
plug 

B.  Lysis  of  platelets 

1.  Release  of  serotonin  causes  generalized  vaso- 
constriction 

2.  Release  of  platelet  coagulation  factors 

III.  Onset  of  coagulation  and  inactivation  of  anticoagulants 

A.  Slow  phase 

B.  Rapid  Phase 

1.  Initiated  by  the  formation  of  thrombin 


Abnormalities  in  the  vascular  response  fall  into 
three  categories  and  are  listed  in  Table  II.  They 
are  congenital  abnormalities,  allergic  disorders 
affecting  the  vascular  tree,  and  conditions  associ- 
ated with  increased  vascular  fragility. 

For  the  sake  of  convenience  in  diagnosis,  co- 
agulation is  artificially  divided  into  three  stages, 
although  physiologically  the  reactions  probably 
go  on  simultaneously,  at  first  slowly  and  then  rap- 
idly.3 

Figure  1 is  a simplified  scheme  of  blood  coagula- 
tion. The  first  stage,  activation  of  thrombo- 
plastin, is  initiated  by  the  interaction  of  the 
Platelet  Thromboplastic  Factor  (PTF)4  isolated 
from  a water  insoluble  fraction  of  lysed  platelets, 
and  the  protein  substances,  Antihemophilic  Glob- 
ulin (AHG),  produced  by  the  reticuloendothe- 
lial system,  Plasma  Thromboplastin  Component 
(PTC),  and  Plasma  Thromboplastin  Antecedent 
(PTA)  produced  by  the  liver.  Calcium  ion  also 
enters  into  this  reaction.  The  tissues  surround- 
ing the  blood  vessels  are  also  rich  in  thrombo- 
plastic material.  Deficiency  or  inactivation  of 
AHG  is  the  hemostatic  defect  in  hemophilia,  a 
sex-linked,  hereditary,  recessive  characteristic 
affecting  males5  and  rarely  reported  in  females.6 
The  severity  of  the  disorder  can  be  directly  re- 
lated to  the  level  of  AHG  in  the  circulation  (usu- 
ally less  than  20  per  cent  of  the  normal)  and 
varies  from  only  an  abnormal  laboratory  finding 
to  a severely  crippling  disease.7  AHG  is  rapidly 
depleted  during  the  normal  clotting  process  and 
disappears  from  the  circulation  of  a hemophiliac 
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TABLE  II. — Abnormalities  Affecting  Hemostasis 


I.  Vascular  abnormalities 

A.  Congenital  defects  of  the  blood  vessel  wall 

1.  Hereditary  hemorrhagic  telangiectasia 

2.  Vascular  pseudohemophilia 

3.  Idiopathic  vascular  abnormalities 

B.  Allergic  syndromes 

1.  Henoch-Schonlein’s  purpura 

2.  Allergic  vasculitis 

C.  Increased  vascular  fragility 

1.  Scurvy 

2.  Senile  purpura 

3.  Infectious  states,  etc. 

II.  Platelet  abnormalities 

A.  Thrombocytopenias 

1.  “Amegakaryocytic”-hypoplasia  of  the  marrow, 
myelophthisic  (Ca,  leukemia),  nutritional 
(Pernicious  anemia,  etc.) 

2.  Megakaryocytic-idiopathic,  as  part  of  systemic 
disease  (lupus  erythematosus,  hypersplenism, 
drug  sensitivity) 

B.  Thromocytasthenias  (abnormal  function  though 
normal  numbers) 

1.  Idiopathic 

2.  Myeloproliferative  diseases 

III.  Coagulation  factor  deficiencies 

A.  Defective  activation  of  thromboplastin 

1.  AHG  deficiency  (hemophilia) 

2.  PTC  deficiency  (Christmas  disease) 

3.  PTA  deficiency 

4.  Others:  Hageman  factor,  PTF-D,  Stuart  fac- 
tor 

B.  Defective  thrombin  formation 

1.  Hypoprothrombinemia 

a.  Congenital 

b.  Acquired-(vitamin  K absorption  and 
utilization  defects) 

2.  Labile  factor  deficiency 

a.  Congenital 

b.  Acquired- with  prothrombin  deficiencies 
following  irradiation,  massive  bank  blood 
transfusions 

3.  Stable  factor  deficiency 

a.  Congenital 

b.  Acquired-with  prothrombin  deficiency 

C.  Defective  fibrin  formation 

1.  Congenital  fibrinogen  deficiencies 

2.  Acquired  fibrinogenopenias 

a.  Faulty  synthesis  (liver  disease) 

b.  Rapid  utilization  (massive  intravascular 

clotting) 

c.  Relative  deficiencies  (polycythemia) 

IV.  Circulating  anticoagulants 

A.  Inhibiting  formation  of  thromboplastin 

B.  Inhibiting  formed  thromboplastin 

C.  Inhibiting  thrombin 

D.  Fibrinolysins 

E.  Abnormal  proteins  (dysproteinemias) 


in  twelve  to  twenty-four  hours  after  infusion.8 
In  vitro,  50  per  cent  of  the  activity  is  lost  in 
twelve  hours  unless  immediately  frozen  or  lyophi- 
lized,  in  which  case  it  may  be  preserved  for 
approximately  six  months.  PTC9-10  and  PTA11 
differ  from  AHG  in  that  they  are  stable  proteins 
detectable  in  normal  serum,  pooled  plasma,  and 
bank  blood.  Clinically  PTC  deficiency  may  be 
indistinguishable  from  AHG  deficiency.  PTA 
deficiency  is  an  inherited  dominant  characteristic, 
occurring  in  both  males  and  females.  It  is  gen- 
erally much  milder  than  either  hemophilia  or  PTC 
deficiency,  showing  in  most  instances  only  a 


slight  abnormality  in  the  screening  tests  and  caus- 
ing the  patient  inconvenience  following  trauma 
and  during  surgical  procedures. 

Hageman  Factor,12  PTF-D,13  and  Stuart  Fac- 
tor14-15 deficiencies  have  been  described  as  rare 
defects  in  thromboplastin  activation.  Their  ex- 
act significance  in  normal  hemostasis  is  yet  to  be 
elucidated. 

The  platelet  abnormalities  causing  defective 
thromboplastin  activation  are  listed  in  Table  II. 
Bleeding  may  occur  if  they  are  decreased  below 
20  per  cent  of  the  normal  number  in  the  pe- 
ripheral blood  (thrombocytopenia)  or,  if  not  de- 
creased, are  functionally  abnormal  (thrombocyt- 
asthenia)  as  in  the  myeloproliferative  diseases. 
Thrombocytopenia  may  be  “amegakaryocytic,” 
that  is,  reduction  or  replacement  of  the 
megakaryocytes  by  abnormal  cells  (leukemia, 
metastases,  megaloblasts),  abnormal  protein 
(amyloid),  or  by  drugs.  The  thrombocytopenia 
of  idiopathic  thrombocytopenic  purpura,  hyper- 
splenic  syndromes,  and  certain  hypersensitivity 
reactions  is  associated  with  normal  to  increased 
numbers  of  megakaryocytes  that  are  immature 
or  producing  few  platelets. 

Stage  2,  the  conversion  of  prothrombin  to 
thrombin,  can  be  initiated  by  the  interaction  of 
active  thromboplastin,  platelet  factor  jf  1 found  in 
a water-soluble  fraction  of  lysed  platelets,16  and 
calcium  ion.  Physiologically  this  reaction  is  ac- 
celerated by  two  plasma  proteins  produced  by  the 
liver,  labile  factor  (factor  V,  proaccelerin,  Ac- 
globulin)  and  stable  factor  (factor  VII,  proconver- 
tin, serum  prothrombin  conversion  accelerator). 
Prothrombin  is  a relatively  stable  glycoprotein17 
produced  by  the  liver  through  the  action  of  vita- 
min K,  which  probably  acts  as  a coenzyme.18 
Labile  factor,  as  its  name  indicates,  deteriorates 
rapidly  in  the  presence  of  oxygen  and  disappears 
from  the  blood  during  clotting.19  Stable  factor, 
on  the  other  hand,  resists  deterioration  and  can  be 
detected  in  the  serum.19  Pure  congenital  de- 
ficiencies of  each  of  these  three  proteins  have  been 
described.  Acquired  hypoprothrombinemia  has 
been  seen  with  defective  absorption  or  utilization 
of  vitamin  K.  Acquired  deficiencies  of  stable  and 
labile  factors  are  generally  associated  with  pro- 
thrombin deficiencies.  Pure  labile  factor  de- 
ficiencies have  been  noted  following  major  sur- 
gery, irradiation,  and  massive  transfusions  with 
bank  blood.  Vitamin  K can  be  used  to  correct 
prothrombin  and  stable  factor  deficiencies  if  the 
liver  is  intact,  but  fresh  blood  is  required  to  re- 
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First  Stage: 


(serotonin) 


* TPL  = thromboplastin. 

Fig.  1.  Simplified  scheme  of  the  coagulation  process.  Factors  such  as  Hageman,  PTF-D,  Stuart,  factor  X, 
etc.,  have  been  omitted  to  avoid  confusion.  The  mechanism  has  been  divided  into  three  stages  for  convenience 
in  diagnosis.  Physiologically  it  may  be  divided  into  two  stages,  an  initial  slow  phase  followed  by  a rapid  phase 
with  the  formation  of  thrombin,  which  enhances  platelet  lysis  and  converts  labile  and  stable  factors  (factors  V 
and  YII  in  diagram)  to  more  highly  active  forms.  (Modified  from  Stefanini,  M.,  and  Dameshek,  W.:  The  Hemor- 
rhagic Disorders,  New  York,  Grune  and  Stratton,  Inc.,  1955.) 


place  labile  factor. 

The  role  of  calcium  in  the  coagulation  mech- 
anism is  not  definitely  known.  It  is  though  to  act 
as  a catalyst20  in  the  three  stages  of  coagulation, 
perhaps  in  combination  with  some  of  the  other 
plasma  factors.21-23  Clinically  hemorrhage  due 
to  calcium  deficiency  is  said  not  to  occur.  In 
vitro,  the  level  of  calcium  must  be  reduced  to  half 
the  normal  level  in  order  to  significantly  alter  the 
coagulation  mechanism.24  Under  these  circum- 
stances tetany  would  occur  long  before  hemor- 
rhage takes  place. 

With  the  formation  of  thrombin  at  the  end  of 
the  second  stage  of  coagulation,  the  entire  co- 
agulation process  proceeds  much  more  rapidly. 
Thrombin  enhances  further  platelet  lysis25  and 
converts  labile26  and  stable  factors27  into  much 
more  highly  active  forms.  With  calcium  and 
platelet  factor  #2  (isolated  with  the  water  soluble 
fractions)  it  depolymerizes  the  long  soluble  fibrin- 
ogen molecule  to  the  insoluble  fibrin  clot.28-29 
The  clot  is  then  made  firm  by  retraction  of  the 
fibrin  mass  mediated  by  a “retractoenzyme”  iso- 
lated from  the  hyalomere  of  the  platelets.30 

Fibrinogenopenia  occurs  as  a rare  congenital 
defect.31  From  these  cases  it  has  been  deter- 
mined that  the  critical  level  for  fibrinogen  is  100 
mg.  per  cent  and  that  fibrinogen  is  metabolized 
slowly.32  Despite  very  low  levels  of  fibrinogen 
and  the  almost  complete  incoagulability  of  their 


blood  in  vitro,  these  patients  usually  do  not  mani- 
fest marked  bleeding  tendencies  spontaneously, 
but  they  are  in  danger  following  trauma.  Ac- 
quired fibrinogen  deficiencies  may  be  due  to  faulty 
synthesis  by  the  liver,  rapid  utilization  and  deple- 
tion of  the  circulating  levels,  or  to  the  action  of 
fibrinolytic  enzymes.  The  former  situation  can 
theoretically  occur  with  any  liver  disease,  but  es- 
pecially metastatic  malignancy.  Rapid  deple- 
tion occurs  following  the  introduction  into  the 
circulation  of  tissues  rich  in  thromboplastic  activ- 
ity, (placenta,33  amnio  tic  fluid,34  etc.),  thus  caus- 
ing massive  intravascular  clotting  and  depletion 
of  fibrinogen.  This  mechanism  has  also  been  im- 
plicated in  the  bleeding  tendency  following  trans- 
fusion reactions,  red  blood  cells  being  rich  in 
thromboplastin.35  The  fibrinolytic  enzymes 
which  digest  the  formed  fibrin  clot36-37  will  be  dis- 
cussed with  the  anticoagulants. 

Hemorrhage  due  to  anticoagulant  activity  may 
very  well  be  due  to  an  overactivation  of  one  of  the 
naturally  occurring  variety  or  to  an  acquired  ab- 
normality associated  with  some  systemic  diseases. 
These  are  listed  according  to  the  mechanism  of 
their  action  in  Table  II  and  are  illustrated  in  the 
coagulation  scheme  in  Fig.  1. 

Anticoagulants  acting  against  the  formation  of 
thromboplastin  have  been  reported  in  'hemo- 
philiacs and  patients  with  PTC  deficiency  who 
have  required  repeated  transfusions  of  blood  or 
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plasma.38-39  It  is  thought  to  be  due  to  antibody 
formation  against  these  fractions,  since  they  are 
actually  foreign  proteins  in  the  body  of  someone 
deficient  in  them.  In  rare  instances  this  defect 
has  been  reported  as  a complication  of  pregnancy, 
Rh  incompatibility,  chronic  renal  disease,  tuber- 
culosis, collagen  disorders,  and  drug  sensitivity. 
Steroids  have  been  used  to  counteract  this  diffi- 
culty with  variable  results.40 

Anticoagulants  against  already  formed  throm- 
boplastin occur  naturally  and  are  of  two  varieties, 
those  inhibiting  tissue  thromboplastin  and  those 
inhibiting  the  thromboplastin  in  plasma.  Tocan- 
tins et  al .41  believe  that  hemophilia  is  due  to  an  ex- 
cess of  plasma  antithromboplastin.  Acquired 
antithromboplastins  have  been  reported  in  dis- 
seminated lupus  erythematosus. 

Antithrombin  occurs  naturally  and  is  a protein 
identical  or  similar  in  properties  to  heparin.42 
Its  activity  is  inactivated  during  the  normal  clot- 
ting process  by  another  water-insoluble  platelet 
fraction,  platelet  factor  jfS.  The  exact  means 
whereby  antithrombin  is  activated  is  as  yet  un- 
known. It  has  been  proposed  that  it  combines 
with  a cofactor,  albumin  X.43  Fibrin  itself  has 
potent  antithrombin  activity.28  The  formed 
fibrin  clot  rapidly  absorbs  free  thrombin  and  re- 
leases it  slowly.  Theoretically  this  would  explain 
the  local  inhibition  of  further  clotting  once  a clot 
has  been  formed.  Acquired  increases  in  anti- 
thrombin activity  have  been  described  following 
irradiation  and  nitrogen  mustard  therapy44  and  in 
cases  of  pancreatitis  and  pancreatic  malignancy.45 

The  fibrinolysins  have  already  been  mentioned. 
Briefly,  natural  fibrinolysin  exists  in  the  circula- 
tion in  one  or  more  inactive  forms  (profibrinoly- 
sin)  and  in  balance  with  antifibrinolysins.  A 
fourth  platelet  factor  is  thought  to  counteract  the 
effect  of  fibrinolysin  during  normal  clotting.  In 
certain  pathologic  situations,  such  as  shock, 
burns,  stress,  septicemia,  major  surgical  pro- 
cedures, etc.,  this  balance  is  upset  and  increased 
fibrinolytic  activity  ensues.  Ungar46  has  postu- 
lated, at  least  in  the  guinea  pig,  that  the  spleen  is 
the  source  of  two  hormones,  splenin  A and  splenin 
B,  the  former  increasing  the  activity  of  anti- 
fibrinolysin  and  the  latter  decreasing  it. 
Whether  the  fibrinolysin  of  prostatic  malignancy 
represents  an  example  of  the  above  mechanism 
or  an  entirely  separate  proteolytic  enzyme  re- 
mains to  be  determined.  ACTH  and  other  ster- 
oids have  been  used  to  depress  fibrinolytic  activ- 
ity.47 


TABLE  III. — The  Hemorrhagic  Screening  Tests 


1.  Platelet  Count 

Qualitative  or  quantitative  platelet  abnormality 

2.  Tourniquet  test 

Vascular  defect 
Platelet  abnormality 

3.  Bleeding  time 

Vascular  defect 
Platelet  abnormality 

(Severe  coagulation  defect  or  anticoagulant) 

4.  Clotting  time  of  blood 

Coagulation  factor  deficiency 
Circulating  anticoagulant 

a.  Clot  retraction 

Platelet  abnormality 

Fibrinogen  relative  to  red  blood  cell  mass 

b.  Clot  quality 

Platelet  abnormality 

Fibrinogen  relative  to  red  blood  cell  mass 

Fibrinolysin 

5.  Prothrombin  time  of  plasma 

Second  and  third  stage  coagulation  factor  deficiencies 
Anticoagulants  acting  in  second  and  third  stages 

6.  Prothrombin  time  of  serum  (consumption  test) 

First  stage  coagulation  factor  deficiencies 
Anticoagulants  acting  in  first  stage 


No  discussion  of  the  hemostatic  aberrations  is 
complete  without  mention  of  the  “dysproteine- 
mias.”  These  entities  are  a group  of  diseases 
characterized  by  the  presence  of  abnormal  types 
or  quantities  of  protein  in  the  blood.  They  in- 
clude such  entities  as  multiple  myeloma,  essen- 
tial macroglobulinemia  of  Waldenstrom,48-49  cry- 
oglobulinemia, hyperglobulinemia,  and  amyloido- 
sis. Abnormally  high  globulin  is  considered  to 
act  as  an  anticoagulant,  interferring  with  the  for- 
mation of  thromboplastin50  or  fibrin,  or  by  binding 
calcium.51  The  exact  mechanism  of  hemorrhage 
in  these  disorders  may  be  multiple,  that  is,  throm- 
bocytopenia may  be  induced  by  abnormal  infil- 
tration of  the  marrow  with  abnormal  protein 
(amyloid)  pr  cells  (multiple  myeloma)  or  by  hy- 
persplenism.  The  integrity  of  the  blood  vessel 
walls  may  be  impaired  due  to  intraluminal  pro- 
tein infiltration.  The  identification  of  these  sub- 
stances will  be  discussed  subsequently. 

The  Hemorrhagic  Screening  Tests 

With  a basic  knowledge  of  the  normal  and  ab- 
normal hemostatic  mechanism  serving  as  a foun- 
dation, the  diagnostic  tests  can  now  be  discussed 
with  better  understanding.  These  tests  are  listed 
in  Table  III  in  the  sequence  in  which  they  are 
performed. 

Vascular  abnormalities  are  generally  diagnosed 
by  eliminating  other  causes  of  bleeding.  The 
tourniquet  test  and  bleeding  times  are  usually  ab- 
normal only  in  those  conditions  causing  increased 
fragility.  Congenital  and  allergic  vascular  de- 
fects usually  reveal  completely  normal  results. 
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The  tourniquet  test  is  properly  done  by  applying 
the  sphygmomanometer  cuff  to  the  arm  and  in- 
flating it  to  a level  midway  between  systole  and 
diastole  and  leaving  it  in  place  for  five  minutes. 
Circulation  is  allowed  to  return  to  the  area,  and 
the  result  is  graded  zero  to  4 plus,  depending  on 
the  number  and  extent  of  petechiae  down  the  arm, 
forearm,  and  hand.  The  Ivy  bleeding  time52  done 
on  the  forearm  has  the  advantage  over  the  earlobe 
puncture  technic  in  that  prolonged  or  excessive 
bleeding  can  be  more  easily  controlled.  The 
sphygmomanometer  cuff  is  inflated  to  40  mm.  of 
mercury,  and  a 2 mm.  long  by  1 mm.  deep  incision 
is  made  with  a scalpel  blade  just  below  the  ante- 
cubital  area,  and  a stop  watch  is  started.  The 
blood  is  blotted  away  with  a filter  paper  every 
thirty  seconds  until  bleeding  stops,  and  the  time 
interval  for  this  cessation  of  bleeding  is  recorded. 
Normally  this  is  within  ten  to  twelve  minutes. 

Since  platelets  have  been  shown  to  be  inti- 
mately concerned  with  normal  vascular  response, 
abnormal  results  of  the  aforementioned  tests  may 
also  reflect  platelet  dysfunction.  It  is  therefore 
necessary  to  do  a platelet  count  and  examine  the 
peripheral  blood  smear  to  detect  thrombocyto- 
penia and  thrombocytasthenia. 

To  complete  the  remaining  screening  tests  7.5 
to  10  ml.  of  the  patients  venous  blood  are  required. 
Since  tissue  fluid  is  rich  in  thromboplastic  mate- 
rial, contamination  of  the  blood  specimen  can  be 
obviated  by  using  the  two-syringe  technic.  An 
18-  or  20-gauge  needle  is  inserted  into  a non- 
traumatized  antecubital  vein  with  a 2-  or  5-ml. 
syringe,  and  the  first  2 ml.  of  blood  is  withdrawn. 
The  syringe  is  removed  from  the  neeTlle,  leaving 
the  needle  in  place,  and  a clean,  10-ml.  syringe  is 
fitted  to  the  needle.  The  specimen  in  the  first 
syringe  is  discarded.  Then  7.5  to  10  ml.  of  blood 
are  withdrawn  in  the  second  syringe,  care  being 
taken  to  avoid  excessive  foaming,  and  a stop 
watch  is  started  at  the  first  sign  of  blood  in  the 
second  syringe.  One  ml.  aliquots  are  placed  in 
each  of  two  or  three  clean  9 mm.  by  75  mm.  test 
tubes  for  the  performance  of  the  Lee- White  clot- 
ting time,53  and  additional  4.5  ml.  are  added  to 
0.5  ml.  of  0.1-molar  sodium  oxalate  (one-half 
these  volumes  may  be  used  if  small  quantities  of 
blood  are  available)  for  a plasma  specimen. 

Gross  deficiencies  of  the  coagulation  factors  or 
excessive  anticoagulant  activity  in  the  three 
stages  of  coagulation  is  indicated  by  a prolonged 
clotting  time  of  whole  blood  (over  fifteen  min- 
utes). The  test  is  performed  by  tilting  the  first 


tube  at  thirty-  or  forty-five-second  intervals  un- 
til blood  no  longer  runs  down  the  side  of  the  tube, 
and  the  time  is  noted.  This  is  repeated  with  the 
second  and  then  the  third  tube.  Minimal  co- 
agulation defects  and  hypercoagulable  states  can 
be  detected  by  repeating  a clotting  time  in  a sili- 
conized tube  (normal  about  twenty-five  minutes). 
One  or  two  of  the  tubes  of  clotted  blood  used  in 
the  clotting  time  is  allowed  to  remain  clotted  for 
one  hour  in  a water  bath  set  at  37  C.  for  a serum 
specimen.  Another  tube  is  observed  for  clot  re- 
traction and  clot  quality. 

Clot  retraction  is  a function  of  platelets.54  It 
normally  begins  within  one  hour  (slight  retraction 
of  the  clot  from  the  wall  of  the  glass  tube)  and  is 
complete  within  twenty-four  hours.  A normal 
clotting  time  with  poor  clot  retraction  may  exist 
if  platelets  are  normal  or  increased  in  number  but 
abnormal  in  function.  Clot  quality  is  observed 
at  the  end  of  twenty-four  hours  of  incubation  at 
37  C.  The  contents  of  the  tube  are  dumped  on  a 
piece  of  filter  paper.  If  the  clot  falls  apart  readily, 
quality  is  poor  and  is  indicative  of  poor  platelet 
function  or  fibrinogenopenia,  either  absolute  or 
relative,  as  is  the  case  in  polycythemia,  where  the 
red  cell  mass  exceeds  the  fibrinogen  content  of  the 
specimen.  If  a large  sediment  of  cells  is  seen  at 
the  bottom  of  the  tube  below  the  clot,  if  any,  and 
the  clot  completely  dissolves  when  poured  onto 
the  filter  paper,  a fibrinolysin  can  be  suspected. 

Second-  and  third-stage  clotting  defects  are  in- 
dicated by  a prolonged  prothrombin  time  of 
plasma.  The  one-stage  test  of  Quick55  is  the  easi- 
est to  perform.  In  this  test  0.1  ml.  of  thrombo- 
plastin solution  is  added  to  0.1  ml.  of  the  patient’s 
plasma.  Clotting  is  initiated  with  the  addition  of 
0.1  ml.  of  0.025-molar  CaCl2,  and  a stop  watch  is 
started.  The  time  necessary  for  the  appearance 
of  the  first  fibrin  strands  is  recorded  as  the  pro- 
thrombin time  of  plasma.  A normal  plasma  con- 
trol will  generally  be  in  the  range  of  twelve  to 
fifteen  seconds.  With  the  addition  of  thrombo- 
plastin to  the  plasma  specimen,  the  entire  first 
stage  of  coagulation,  the  generation  of  thrombo- 
plastin is  by-passed.  A prothrombin  time  of 
plasma,  therefore,  is  a measure  of  the  rate  of 
thrombin  formation,  the  inactivating  effect  of 
antithrombins,  and  the  rate  of  fibrin  formation. 
If  a fibrinogen  deficiency  exists,  a small  fibrin  clot 
will  usually  form  but  will  rapidly  become  smaller 
or  disappear  if  the  tube  is  agitated  several  times. 

Abnormalities  of  the  first  stage  of  coagulation 
are  determined  with  the  prothrombin  time  of 
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CIRCULATING  ANTICOAGULANTS 


Prolonged  Clotting  Time 


Corrected  by 
Normal  Plasma 

I 

Deficiency  of 
Coagulation 
Factor 


Prothrombin  Activity  of 


serum : 
plasma : 


Anticoagulant: 


Not  Corrected  by 
Normal  Plasma 


* TPL  = thromboplastin. 

Fig.  2.  Detection  of  circulating  anticoagulants.  Prolonged  clotting  times  not  corrected  by  small  aliquots  of 
normal  plasma  are  indicative  of  the  presence  of  circulating  anticoagulants.  The  mechanism  of  their  activity  is 
indicated  by  the  prothrombin  activity,  in  plasma  and  serum.  (Modified  from  Stefanini,  M.,  and  Dameshek,  W. : 
The  Hemorrhagic  Disorders,  New  York,  Grune,  and  Stratton,  Inc.,  1955.) 


serum  (prothrombin  consumption  test).56  The 
test  is  based  on  the  fact  that,  during  normal  clot- 
ting in  glass,  prothrombin  is  “consumed”  during 
the  clot  formation.  One  hour  after  complete  clot- 
ting in  glass  at  37  C.,  less  than  15  per  cent  of  the 
prothrombin  normally  remains  “unconsumed.” 
If  a prothrombin  time  is  then  done  using  this 
serum  specimen*  instead  of  plasma,  clotting 
should  normally  occur  in  more  than  thirty  seconds 
(0.1  ml.  of  fibrinogen  is  added  to  form  the  clot). 
Faulty  thromboplastin  formation  results  in  less 
prothrombin  consumption  during  the  hour,  leav- 
ing a greater  residual  in  the  serum  and  therefore 
a shorter  clotting  time.  If  a deficiency  of  pro- 
thrombin should  exist  in  plasma,  it  is  possible  to 
obtain  an  erroneous  prolongation  of  the  serum 
prothrombin  time.  For  this  reason  a plasma  pro- 
thrombin time  is  done  before  the  prothrombin 
consumption  test. 

The  above  series  of  tests  completes  the  hemor- 
rhagic screening  procedure.  All  of  the  factors 
concerned  with  hemostasis  have  been  tested.  If 
no  abnormality  has  been  detected,  it  can  be  stated 
with  some  degree  of  assurity  that  no  generalized 
bleeding  tendency  exists.  Additional  diagnostic 
procedures  are  necessary  to  define  the  specific 
factor  at  fault  if  abnormalities  are  found. 


* One-tenth  volume  of  citrate  solution  is  added  to  the 
serum  to  stop  further  prothrombin  utilization  and  inactivate 
antithrombin. 


Detection  of  Anticoagulants 

Abnormal  clotting  times  and  prothrombin 
times  of  serum  and  plasma  are  indicative  of  either 
a deficiency  of  clotting  factors  or  an  anticoagulant 
acting  in  the  first,  second,  or  third  stage  of  co- 
agulation. A deficiency  of  coagulation  factors 
may  be  differentiated  from  an  anticoagulant  if  the 
prolonged  clotting  time  is  corrected  by  the  addi- 
tion of  0.1  ml.  of  normal  fresh  plasma  or  whole 
blood  to  the  test  tube,  since  less  than  20  per  cent 
of  any  coagulation  factor  is  necessary  to  correct 
the  bleeding  manifestations  in  a deficiency.1 
Lack  of  correction  plus  a short  prothrombin  time 
of  serum  and  a normal  plasma  prothrombin  time 
are  suggestive  of  an  anticoagulant  acting  against 
the  formation  of  thromboplastin.  If  both  of  these 
times  are  prolonged,  an  anticoagulant  against 
formed  thromboplastin  should  be  suspected. 
An  antithrombin  is  suggested  by  an  abnor- 
mal plasma  prothrombin  time  and  a prothrombin 
consumption  test.  (Fig.  2).  Confirmation  of 
the  presence  of  an  anticoagulant  against  the  for- 
mation of  thromboplastin  is  obtained  by  allowing 
equal  mixtures  (0.5  ml.  each)  of  the  patients  blood 
and  normal  blood  to  remain  clotted  for  one  hour 
at  37  C.  and  then  testing  the  serum  for  residual 
prothrombin  activity.  If  this  prothrombin  con- 
sumption test  is  abnormal,  an  anticoagulant 
against  the  formation  of  thromboplastin  is  present. 

The  presence  of  an  anticoagulant  against 
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Fig.  3.  Illustration  of  the  modified  thromboplastin  generation  test.  Three  Kahn-type  tubes  containing  0.1 
cc.  CaCh  are  placed  in  the  water  bath  at  37  C.  The  generating  mixture  containing  platelet  reagent,  serum  re- 
agent, and  plasma  reagent  and  also  the  substrate  normal  plasma  are  placed  in  the  bath.  A stop  watch  is  started 
when  CaCh  is  added  to  the  generating  mixture.  At  one  and  three-fourths  minutes  place  0.1  cc.  of  the  generating 
mixture  into  one  of  the  serology  tubes  containing  the  CaCh.  At  two  minutes  add  0.1  cc.  of  the  substrate  plasma 
to  the  same  tube,  and  time  the  interval  for  clot  formation  with  another  stop  watch.  Repeat  the  same  at  three  and 
three-fourths  and  four  minutes  and  again  at  five  and  three-fourths  and  six  minutes.  Clotting  in  the  two-minute 
tube  should  take  place  between  twelve  to  twenty-five  seconds,  in  the  four-minute  tube  between  seven  and  twelve 
seconds,  and  in  the  six-minute  tube  between  seven  and  twelve  seconds.  (Modified  from  Spaet,  T.  H.:  Am.  Pract. 
& Digest  Treat.  7 : 403,  1956.) 


TABLE  IV. — Coagulation  Factors  Present  in  Normal 
Plasma  and  Serum  and  Barium  Sulfate-Treated  Plasma 
and  Serum 


Factor 

Fresh 

Plasma 

Serum 

BaSC>4 

Plasma 

BaSOi 

Serum 

AHG 

+ 

_ 

+ 

_ 

PTC 

+ 

+ 

— 

— 

PTA 

+ 

+ 

+ 

+ 

Prothrombin 

+ 

± 

— 

— 

Labile  factor* 

+ 

— 

+ 

— 

Stable  factor* 

+ 

+ 

- 

- 

* Labile  factor  may  be  removed  from  normal  plasma  by 
allowing  the  specimen  to  stand  at  37  C.  for  twenty-four  hours. 
Stable  factor-free  plasma  can  be  obtained  by  filtering  the 
plasma  through  20  and  30  per  cent  asbestos  filters. 

formed  thromboplastin  is  confirmed  by  making 
serial  dilutions  of  thromboplastin  and  measuring 
prothrombin  activity  in  the  patient’s  plasma  com- 
pared with  that  of  a control.  If  the  anticoagu- 
lant is  present,  the  times  for  clotting  are  markedly 
prolonged,  especially  at  the  greater  dilutions, 
when  compared  with  the  control  values.  It  may 
be  necessary  to  use  rabbit  brain  and  human  brain 
thromboplastin  to  detect  this  abnormality. 

Antithrombins  are  detected  by  making  serial 
dilutions  of  thrombin  and  adding  an  aliquot  of 
plasma.  Again,  if  the  anticoagulant  is  present, 
the  clotting  time  is  greatly  prolonged  at  the 
greater  dilutions  compared  with  the  control 
plasma. 

The  presence  of  a fibrinolysin  is  confirmed  by 
mixing  0.5  ml.  of  the  patient’s  plasma  with  0.5 
ml.  of  normal  plasma.  The  tube  is  placed  in  a 
water  bath  set  at  37  C.,  and  0.1  ml.  of  thrombin 
(containing  100  units)  is  added.  Clotting  occurs 
rapidly,  followed  by  immediate  lysis  if  a fibrinoly- 


sin is  present.  It  is  essential  that  this  procedure 
be  performed  within  one  hour  after  drawing  the 
patient’s  blood  specimen,  since  all  or  part  of  the 
fibrinolytic  activity  may  be  neutralized  by  anti- 
fibrinolysin  within  sixty  minutes. 

Additional  Tests  for  First-Stage 
Abnormalities 

Specific  first-stage  clotting  factor  deficiencies 
can  be  determined  by  attempting  to  correct  the 
clotting  time  of  whole  blood  or  plasma  with  speci-  * 
mens  known  to  be  deficient  in  one  of  these  factors. 
(If  plasma  is  used,  calcium  ion  is  added  to  initiate 
clotting.  The  normal  clotting  time  of  recalcified 
plasma  is  sixty  to  one  hundred  and  twenty  sec- 
onds.) If  the  clotting  time  is  not  corrected  by 
the  addition  of  the  known  deficient  specimen,  the 
same  deficiency  exists  in  the  unknown,  that  is,  if 
an  anticoagulant  is  not  present.  Since  known  de- 
ficient specimens  of  blood  or  plasma  may  be  diffi- 
cult to  obtain,  the  same  technic  can  <be  used,  mix- 
ing the  unknown  with  fresh  plasma  serum  or 
barium  sulfate-adsorbed  plasma  and  serum. 
Listed  in  Table  IV  are  the  coagulation  factors 
present  in  each  of  the  aforementioned  specimens. 

By  far  the  most  accurate  diagnostic  test  used  in 
the  differentiation  of  first-stage  clotting  abnor- 
malities is  the  thromboplastin  generation  test.57 
This  procedure  is  not  usually  done  routinely, 
since  some  of  the  reagents  require  elaborate  and 
time-consuming  preparation.  However,  Spaet58 
has  outlined  a simplified  modification  of  the  origi- 
nal test,  and  with  the  availability  of  commercially 
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TABLE  V. — Results  of  the  Thromboplastin  Generation  Test 


. 

Normal  Reagent  Substituted 

Platelets 

AHG 

-Deficiency 

PTC 

PTA 

Platelets 
Plasma  (BaSCb) 
Serum 

Corrected 

No 

No 

No 

Corrected 

No 

No 

No 

Corrected 

No 

Corrected 

Corrected 

prepared  reagents  this  test  may  be  incorporated 
in  the  screening  procedures. 

The  test  involves  the  incubation  at  37  C.  of  all 
the  first-stage  factors  necessary  for  the  elabora- 
tion of  active  thromboplastin,  washed  platelets 
(or  a cephalin  preparation  of  human  brain59  may 
be  substituted  for  the  platelet  reagent  if  their 
activity  is  deemed  normal),  barium  sulfate- 
treated  plasma  reagent  containing  AHG  and 
PTA,  and  serum  reagent  containing  PTC  and 
PTA.  Aliquots  of  this  incubating  mixture  are 
removed  at  one-  or  two-minute  intervals  after 
calcium  ion  is  added  for  a total  of  six  minutes. 
Each  aliquot  is  added  to  a specimen  of  normal 
plasma  along  with  calcium  ion,  and  a stop  watch 
is  started.  The  speed  of  thromboplastin  forma- 
tion in  the  incubating  mixture  is  thus  measured 
by  the  time  for  clotting  of  each  of  the  normal  sub- 
strate plasma  specimens.  If  a deficiency  of  the 
first-stage  clotting  factors  or  an  anticoagulant  act- 
ing in  the  first  stage  is  present,  thromboplastin  is 
formed  slowly  in  the  incubating  mixture.  When 
aliquots  of  this  mixture  are  then  added  to  the  sub- 
strate plasma,  it  will  clot  more  slowly  than  normal 
because  less  thromboplastin  has  been  added. 
The  normal  ranges  of  clotting  are  listed  in  Fig.  3 
along  with  an  illustration  of  Spaet’s  modification 
of  the  thromboplastin  generation  test.  Listed 
in  Table  V are  the  results  of  the  thromboplastin 
generation  test  when  one  of  the  reagents  is  sub- 
stituted by  a normal  reagent.  If  the  normal  re- 
agent corrects  the  clotting  times  of  the  substrate, 
the  factors  contained  in  this  reagent  were  absent 
from  the  patient’s  specimen. 

Additional  Test  for  Second-Stage 
Abnormalities 

If  the  screening  procedures  have  indicated  a 
second-stage  defect  (that  is,  prolonged  plasma 
prothrombin  time),  it  is  of  practical  importance 
to  distinguish  which  of  these  factors  is  deficient, 
since  only  fresh  blood  or  plasma  will  replace  a 
labile  factor  deficiency.  This  differentiation  can 
be  accomplished  with  the  “10  per  cent  prothrom- 
bin time.”  The  patients  plasma  (0.09  ml.)  is 
mixed  with  0.01  ml.  of  known  deficient  plasma, 


stored  normal  plasma  (deficient  in  labile  factor), 
barium  sulfate-treated  plasma  (deficient  in  pro- 
thrombin and  stable  factors),  or  normal  plasma 
that  has  been  incubated  at  37  C.  for  twenty-four 
hours  (deficient  in  prothrombin  and  labile  fac- 
tors) . If  a prothrombin  time  is  then  done  on  these 
mixtures  and  is  found  not  to  be  corrected  by  the 
known  deficient  plasma  specimen,  then  this  de- 
ficiency can  be  assumed  to  exist  in  the  unknown 
if  an  anticoagulant  is  not  present. 

Additional  Tests  for  Third-Stage 
Abnormalities 

The  detection  of  fibrinolysins  has  already  been 
discussed.  The  level  of  fibrinogen  in  the  plasma 
can  be  determined  chemically.55  However,  a 
qualitative  estimation  of  the  fibrinogen  level  can 
be  obtained  very  rapidly  if  0.2  ml.  of  thrombin 
(equivalent  to  100  units  per  ml.)  is  added  to  0.5 
ml.  of  the  patient’s  plasma.  Normal  levels  of 
fibrinogen  will  usually  reveal  clotting  within 
fifteen  seconds.  Prolonged  times  should  be  con- 
firmed with  a quantitative  determination  of 
fibrinogen. 

Detection  of  Abnormal  Proteins 

The  exact  identification  of  the  abnormal  pro- 
tein usually  necessitates  electrophoretic,  ultra- 
centrifugal, and  immunologic  technics.  The 
high  globulin  of  multiple  myeloma  usually  shows 
a sharp  narrow  band  of  increased  protein  in  the 
gamma,  beta,  alpha,  or  M zones  of  the  electro- 
phoretic chromatogram.  In  contrast,  the  high 
globulin  of  essential  hyperglobulinemia,  collagen 
diseases,  and  chronic  disease  states  usually  reflects 
a diffuse  increase  in  one  or  more  of  the  above- 
mentioned  zones.  The  protein  of  macroglobuline- 
mia  shows  an  increase  of  the  S-20  component  of 
the  ultracentrifugated  specimen.  Cryoglobulins 
may  also  be  detected  in  this  fraction.  Macro- 
globulins and  cryoglobulins  also  show  specific 
immunologic  reactions. 

Several  simple  tests  are  available  to  the  clinician 
for  demonstrating  some  of  these  abnormal  pro- 
teins. A globulin  level  of  over  3.6  Gm.  per  cent 
may  often  be  detected  by  means  of  the  formol  gel 
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test.  If  gelling  of  1 or  2 ml.  of  plasma  occurs 
within  twenty-four  hours  after  adding  one  or  two 
drops  of  40  per  cent  formalin,  a high  globulin  level 
may  be  assumed.  The  Sia  water  dilution  test 
may  detect  the  presence  of  a macroglobulin.  This 
test  is  positive  if  a cloudy  precipitate  results  from 
the  addition  of  one  or  two  drops  of  plasma  or 
serum  to  a test  tube  of  distilled  water.  This  pre- 
cipitate disappears  if  saline  is  then  added.  Cryo- 
globulins are  indicated  by  a milky  flocculation 
when  serum  or  plasma  is  cooled  from  37  C.  to  5 C. 
This  will  disappear  when  the  specimen  is  re- 
warmed. 


Summary 

Normal  hemostasis  is  dependent  on  the  inter- 
play of  vascular  factors,  platelet  factors,  and  a 
balance  between  the  coagulation  proteins  and  the 
naturally  occurring  anticoagulants.  The  etiology 
of  the  hemorrhagic  manifestations  in  any  given 
case  of  generalized  bleeding  must  be  due  to  an 
abnormality  affecting  one  or  more  of  these  factors. 

A simplified  theory  of  the  hemostatic  mech- 
anism is  presented  to  serve  as  a foundation  for  a 
better  understanding  of  the  diagnostic  tests.  The 
routine  hemorrhagic  screening  tests  and  addi- 
tional tests  used  in  pin-pointing  the  hemorrhagic 
defect  are  reviewed. 
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Eosinophilic  Granuloma  of  the  Lung  with 
Eosinophilic  Pneumonia 

JULIUS  KAUNITZ,  M.D.,  NEW  YORK  CITY 
{From,  Beth  David  Hospital) 


Loffler’s1  classic  syndrome  was  described  by 
him  as  a mild  pneumonic  condition  of  short 
duration  with  few  or  no  symptoms  or  physical 
signs  and  which  healed  spontaneously.  The 
diagnosis  hinged  entirety  on  the  roentgenogram 
which  showed  a transitory  and  migratory  infiltra- 
tion of  the  lungs  and  an  eosinophilia.  Such  mild 
cases  of  course  rarely  came  to  autopsy.  Von 
Meyenberg,2  however,  was  able  to  examine  four 
cases  that  died  by  accident.  The  lesions  were 
described  as  a lobular  pneumonia  with  the  usual 
exudate  consisting  of  fibrin  and  leukocytes.  The 
latter,  which  were  principally  eosinophils,  also 
infiltrated  the  interstitial  tissues.  There  was  a 
history  of  allergy  in  one  of  the  cases. 

Since  Lofflers  original  report  many  such  mild 
cases  have  been  described,  as  well  as  others  that 
ran  a more  acute  onset  and  a protracted  course. 
Hennell  and  Sussman3  included  among  their  five 
cases  two  of  periarteritis  nodosa.  Bayley, 
Lindberg,  and  Boggenstoss4  reported  their  case 
of  periarteritis  of  the  lung  as  a case  of  Loffler’s 
syndrome.  Reeder  and  Goodrich5  reported  four 
cases  of  which  one  was  a periarteritis  nodosa. 
All  these  cases  with  vascular  lesions  also  had 
asthma,  as  in  those  described  by  Harkavy,6  who 
stresses  the  importance  of  vascular  allergy  in 
these  cases. 

Many  cases  of  tropical  eosinophilic  pneumonia 
have  also  been  described  since  Weingarten’s7 
original  contribution.  He  reported  symptoms  of 
greater  severity  and  longer  duration  than  in 
Loffler’s  disease  and  which  responded  readily  to 
treatment  by  arsenicals.  Analogous  findings 
have  been  reported  more  recently  by  Chaudhuri8 
of  India  and  by  Diaz-Rivera,  et  at .9  of  Puerto 
Rico.  They,  however,  were  not  able  to  obtain 
any  clinical  improvement  with  the  corticosteroids, 
although  they  decreased  the  circulating  eosino- 
phils. 

The  fact  that  the  milder  cases  that  come  under 
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the  rubric  of  Loffler’s  syndrome  yield  readily  to 
the  corticosteroids  and  the  tropical  eosinophilic 
pneumonia  to  the  arsenicals  suggests  that  there  is 
probably  an  infectious  element  in  the  latter  condi- 
tion in  addition  to  the  allergy.  The  history  of 
allergy,  parasites,  etc.,  is  not  consistent  in  most 
of  the  cases,  and  the  histologic  examinations  are 
too  few  for  a uniform  nomenclature.  Such 
severe  cases  as  periarteritis  nodosa  of  the  lungs 
could  not  fit  in  with  either  Loffler’s  syndrome, 
eosinophilic  pneumonia,  or  pulmonary  infiltra- 
tion with  eosinophilia  (PIE  syndrome),  as  sug- 
gested by  Reeder  and  Goodrich,5  unless  it  could 
be  proved  that  they  were  all  of  the  same  genesis. 

In  the  absence  of  sufficient  histologic  confirma- 
tion it  must  be  suspected  that  some  of  the  more 
acute  and  protracted  cases  reported  as  Loffler’s 
syndrome  might  have  been  unrecognized  cases  of 
eosinophilic  granuloma  of  the  lung.  This  condi- 
tion has  also  been  described  with  a variety  of 
clinical  and  pathologic  manifestations  by  different 
authors.  Farinacci,  Jeffrey,  and  Lackey10  de- 
scribed this  condition  in  cases  limited  to  the 
lung.  Mazzitello’s11  and  May,  Garfinkle,  and 
Dugan’s12  cases  also  had  eosinophilic  graulomas 
in  the  skeletal  system.  Still  other  cases  are 
associated  with  a diffuse  cystic  condition  of  the 
lungs  (honeycomb  lungs)  and  diabetes  insipidus, 
as  recently  described  by  Grant  and  Ginsburg.13 

The  pathology  is  better  known  in  the  cases  of 
eosinophilic  granuloma  of  the  lung  than  in 
Loffler’s  sjmdrome  because  the  severity  of  the 
condition  more  often  justifies  a biopsy.  In  most 
instances  these  granulomas  were  found  to  be 
composed  of  xanthomatous  histiocytes  infiltrated 
with  eosinophils,  a characteristic  of  the  gran- 
ulomas found  in  the  Hand-Schuller-Christian 
syndrome.  In  many  instances,  as  in  our  case, 
lipoid  material  is  absent  in  the  histiocytes  and  so 
resembles  granulomas  of  Letterer-Siwe’s  disease. 
Some  authors,  according  to  Grant  and  Gins- 
burg,13 believe  that  the  different  pathologic  con- 
ditions are  merely  variants  of  the  same  basic 
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Fig.  1.  Infiltration  of  the  greater  part  of  the  right 
lung  and  left  apex.  The  heart  and  trachea  are  dis- 
placed to  the  right,  and  the  cardiophrenic  angle  is 
obliterated,  indicating  upper  and  middle  lobe  atelectasis 
(July  2,  1955). 


disease  process.  Engelbreth-Holm,  et  al.u  they 
quote  as  dividing  the  process  into  four  stages, 
briefly:  (1)  a hyperplastic  proliferative  phase,  (2) 
a granulomatous  phase,  (3)  the  xanthoma  proper, 
and  (4)  the  healed  fibrotic  stage. 

With  such  a wide  variation  in  the  clinical  course 
and  pathology  of  these  eosinophilic  diseases,  it 
would  seem  that  their  proper  grouping  must  await 
a better  knowledge  of  their  etiology  and  pathol- 
ogy. 

Case  Report 

A fifty-five-year  old,  white,  male,  elevator  oper- 
ator, who  had  been  perfectly  well  with  the  exception 
of  a mild  case  of  mycosis  fungoides  of  seven  years’ 
duration,  had  an  acute  respiratory  infection  in  the 
latter  part  of  March,  1955.  His  temperature  range 
was  100.4  to  101  F.  His  eyes,  nose,  and  throat  ap- 
peared congested,  and  some  ronchi  were  heard  in 
his  chest.  His  general  condition  was  good,  and  his 
complaints  were  few,  consisting  of  a dry  cough  and 
profuse  perspiration.  He  was  treated  with  peni- 
cillin and  tetracycline  for  about  a month  with  no 
improvement  in  his  condition.  His  blood  count  was 


Fig.  2.  Air  seen  below  both  leaves  of  the  diaphragm 
indicates  the  presence  of  a pneumoperitoneum.  The 
right  lung  shows  improvement  compared  to  the  pre- 
vious film. 


as  follows:  hemoglobin  14  Gm.  (80  per  cent),  red 
cell  count  4,600,000,  white  cell  count  13,000,  neu- 
trophils 55,  eosinophils  19,  lymph  cells  24,  and 
monocytes  2.  The  sputum  showed  no  acid-fast 
bacilli.  X-ray  of  the  chest  showed  definite  clouding 
of  the  apices  of  both  lungs,  suggestive  of  a tubercu- 
lous condition.  The  treatment  was  accordingly 
changed  to  streptomycin,  isoniazid,  and  para-amino- 
salicylic acid.  His  condition,  however,  worsened. 
By  July  1 he  had  lost  20  pounds  in  weight  and  was 
much  weaker  and  short  of  breath.  He  was  admitted 
on  this  day  to  Beth  David  Hospital.  His  temper- 
ature was  102  F.,  pulse  120,  and  respirations  28.  His 
blood  count  was  as  follows:  hemoglobin  11  Gm.,  red 
cell  count  3,800,000,  white  cell  count  9,100,  neutro- 
phils 64,  eosinophils  15,  lymphocytes  13,  monocytes 
8,  and  hematocrit  45  per  cent.  His  sedimentation 
rate  (Westergren)  was  130  mm.  in  one  hour,  choles- 
terol 152,  cholesterol  esters  90,  sodium  134  mEq., 
and  Potassium  4.9  mEq.  The  urine  was  essentially 
normal. 

On  physical  examination  he  was  a well-built, 
middle-aged  man,  somewhat  short  of  breath,  and 
sweating  profusely.  A few  small  flattened  nodules 
were  noted  in  both  flanks  and  shins,  which  were  later 
identified  as  mycosis  fungoides.  The  heart  was 
overactive  but  otherwise  normal.  The  right  lung 
was  dull  to  percussion  in  its  upper  two  thirds,  and 
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Fig.  3.  Low  power,  section  from  biopsy  of  the  lung,  showing  both  granulomatous  and  exudative  pneumonic 

lesions.  The  latter  are  the  very  dark  patches. 


the  breath  sounds  were  prolonged  on  expiration.  A 
few  transitory  subcrepitant'  rales  were  heard.  The 
left  lung  was  apparently  normal.  There  was  no 
adenopathy  or  splenomegaly.  An  x-ray  (Fig.  1) 
taken  the  day  after  admission  shows  the  greater 
part  of  the  right  lung  affected.  The  heart  and 
trachea  are  displaced  to  the  right,  and  the  right 
cardiophrenic  angle  is  obliterated,  indicating  atelec- 
tasis of  the  right  upper  and  middle  lobe.  This,  as 
was  later  shown,  was  not  due  to  any  bronchial  ob- 
struction but  to  the  pulmonary  infiltration  which 
interfered  with  the  expansion  of  the  lung.  The 
left  lung  shows  some  infiltration  at  the  apex,  less 
however  than  in  a previous  film.  For  the  next  few 
weeks  he  was  carefully  examined.  Tests  made  on 
the  blood,  sputum,  stools,  and  bone  marrow  were 
negative  for  tuberculosis,  yeast,  fungi,  syphilis,  lupus 
erythematosus,  parasites,  or  ova.  Biologic  tests 
with  tuberculin,  coccidioidin,  histoplasmin,  and  the 
Nickerson-Kveim  test  for  sarcoidosis  were  all  nega- 
tive. All  skin  tests  for  allergy  were  negative,  ex- 
cepting penicillin  and  streptomycin,  which  gave  a 
moderate  reaction.  No  abnormalities  were  found 
on  bronchoscopy. 

On  July  19  the  patient  was  started  on  80  units  of 
ACTH  gel  and  1,000  mg.  Mysteciin  daily.  Up  to 
this  time  there  had  been  no  change  in  his  condition. 


But  twenty-four  hours  later  there  was  a drop  in 
temperature  to  normal  and  a remarkable  sympto- 
matic improvement.  The  pulse  and  respiration  as- 
sumed a normal  rate.  There  was  a drop  in  the 
white  blood  count,  including  the  eosinophils.  The 
sedimentation  rate,  which  had  been  120  mm.  in  one 
hour,  was  now  40  mm.,  and  there  was  a progressive 
gain  in  weight  until  August  7,  when  he  suddenly  ex- 
perienced a sharp  pain  in  the  epigastrium.  He  had 
never  had  any  gastrointestinal  symptoms  before. 
An  x-ray,  (Fig.  2)  taken  the  following  morning 
showed  a pneumoperitoneum,  as  evidenced  by  the 
air  or  gas  seen  under  both  leaves  of  the  diaphragm. 
A spontaneous  pneumoperitoneum  could  only  be 
accounted  for  by  the  perforation  of  a hollow  viscus, 
and,  since  gastric  ulcers  have  been  associated  with 
ACTH  therapy,  a perforated  gastric  ulcer  was  sus- 
pected and  found  at  operation  on  the  same  day. 
The  ulcer  was  small  and  surrounded  with  fibrin. 
There  was  free  fluid  in  the  peritoneum.  He  received 
large  doses  of  penicillin  and  streptomycin  postoper- 
atively  and  made  a good  recovery.  There  were  no 
allergic  reactions  to  the  antibiotics. 

Another  glance  at  the  x-ray  (Fig.  2)  shows  that 
in  a period  of  twenty  days  of  ACTH  therapy  con- 
siderable resolution  had  occurred  in  the  right  lung. 
The  mottling  is  neither  as  widespread  nor  as  dense 
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Fig.  4.  High  power,  granuloma  from  a section  in  Fig.  3,  showing  the  granular  appearance  of  the  histiocytes  and 
absence  of  lipoid  infiltration.  The  very  dark  cells  are  eosinophils. 


as  in  the  previous  x-ray  (Fig.  1),  taken  the  day  fol- 
lowing his  admission  to  the  hospital.  This  improve- 
ment does  not  compare  with  the  symptomatic  im- 
provement, which  was  far  more  rapid  and  complete. 

We  naturally  stopped  the  ACTH  therapy  after 
the  gastric  complication.  In  less  than  a week’s 
time  the  patient’s  temperature  climbed  to  105  F., 
and  there  was  a recurrence  of  all  the  previous  symp- 
toms as  well  as  hematologic  changes  with  a leuko- 
cytosis, 20  per  cent  eosinophils,  and  a sedimentation 
rate  of  120  in  one  hour.  Other  drugs  were  now 
tried:  acetyl  salicylate,  adrenalin,  ephedrine,  and 

antihistaminics,  with  no  improvement  except  in 
a lowering  of  temperature,  which  resulted  from  large 
doses  of  actyl  salicylate.  An  x-ray  film  on  Novem- 
ber 6 showed  the  left  lung  principally  involved.  A 
biopsy  was  performed  on  this  lung  six  days  later 
through  an  intercostal  incision.  The  section  re- 
moved was  described  as  of  firm  texture  and  grayish 
brown.  It  had  the  feel  of  rough  leather  and  showed 
a complete  loss  of  elasticity.  It  should  be  mentioned 
that  an  attempt  by  the  anesthetist  to  re-expand  the 
lung  before  closure  of  the  chest  at  the  biopsy  was 
found  impossible,  in  spite  of  considerable  inter- 
tracheal  pressure,  because  of  this  loss  of  elasticity. 
This  phenomenon  also  accounts  for  the  atelectasis 
previously  described. 

A microscopic  section  from  the  lung  biopsy  (Fig. 


3)  shows  an  area  of  both  granulomatous  infiltration 
and  exudative  pneumonic  patches.  The  latter, 
which  contain  fibrin  and  eosinophils,  is  represented 
by  the  very  dark  patches  distributed  through  the 
section.  Under  high  power  (Fig.  4)  a granuloma 
is  seen'filling  the  alveoli  and  consisting  of  histiocytes 
in  the  form  of  pale,  granular  cells  and  numerous 
darker  cells  which  are  eosinophils.  The  histiocytes 
lack  the  characteristics  of  the  xanthomatous  cells. 

An  x-ray  (Fig.  5)  taken  four  days  after  the  biopsy 
shows  a massive  infiltration  of  the  left  lung  and  a 
postoperative  pleural  effusion.  There  is  some  in- 
filtration of  the  right  upper  lobe.  The  trachea  is 
now  deviated  to  the  left. 

The  patient’s  condition  became  desperate  after 
ACTH  therapy  was  discontinued.  Prednisone  was 
now  considered,  with  the  hope  that  with  smaller 
doses  one  might  obtain  good  therapeutic  effects 
without  the  gastric  complication.  In  the  latter 
part  of  November  he  was  given  5 mg.  Meticorten 
together  with  Probanthine,  and  an  antacid  was 
administered  three  times  a day  after  meals.  His 
temperature  dropped  from  105  F.  to  normal  in 
twenty-four  hours,  and  the  symptomatic  improve- 
ment was  again  as  dramatic  as  after  the  ACTH 
therapy,  and  there  were  no  further  complications. 

In  two  weeks  the  patient  was  sufficiently  recovered 
to  be  discharged.  Prednisone  was  continued  at 
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Fig.  5.  Massive  infiltration  of  the  left  chest  and 
postoperative  pleural  effusion.  Trachea  is  now  dis- 
placed to  the  left  (November  16,  1955). 


15  mg.  daily  for  one  month,  then  reduced  to  8 mg. 
daily.  By  February,  1956,  he  had  gained  20  pounds 
in  weight,  working  eight  hours  daily. 

In  the  continuing  search  for  the  cause  of  his  illness 
a chronic  tonsillitis  was  discovered.  Tonsillectomy 
was  performed  in  May,  1956,  at  which  time  a small 
peritonsillar  abscess  was  accidentally  discovered  and 
opened.  The  patient’s  condition  continued  to  im- 
prove. 

Prednisone  therapy  was  discontinued  in  July, 
1956.  Since  then  there  has  been  no  recurrence  of 
any  of  the  symptoms  or  signs  of  the  pulmonary 
affection.  He  has  gained  40  pounds  in  weight  since 
his  discharge  from  the  hospital  and  works  eight 
hours  a day  without  any  apparent  fatigue.  An 
x-ray  (Fig.  6)  of  June,  1957,  shows  the  marked  clear- 
ing that  has  occurred  in  both  lungs.  There  is  a 
residual  infiltration  or  fibrosis  in  both  apices  and  at 
the  left  base  where  the  diaphragm  is  adherent.  The 
heart  and  trachea  are  now  in  their  normal  position. 

Comment 

Because  of  the  mild  respiratory  symptoms, 
low-grade  fever,  eosinophilia,  and  the  pulmonic 
infiltration,  the  patient’s  condition  was  first 
regarded  as  a case  of  Loffier’s  syndrome.  This 
diagnosis  was  questioned  because  of  the  peculiar 


Fig.  6.  Marked  clearing  in  both  lungs.  Some 
residual  Infiltration  or  fibrosis  is  present  at  both  apices 
and  left  lower  lobe  proximal  to  the  diaphragmatic  ad- 
hesion (June  17,  1957). 

distribution  of  the  infiltration,  limited  to  the 
apices  and  suggestive  of  tuberculosis.  Later, 
after  treatment  for  this  disease  failed  and  the 
condition  became  more  acute  and  progressive, 
periarteritis  nodosa  of  the  lung  was  considered. 
This  too  was  excluded  by  the  absence  of  asthma, 
which  generally  accompanies  this  condition,  and 
by  the  negative  muscle  and  lung  biopsies.  A 
Nickerson-Kveim  test  for  sarcoidosis  was  nega- 
tive, as  were  intradermal  tests  for  tuberculosis, 
coccidiosis,  and  histoplasmosis.  No  parasites  or 
ova  were  found  in  the  stools.  Trichina  were 
absent  in  the  muscle  biopsy  specimen. 

With  an  eosinophil  count  of  19  per  cent  one  had 
to  consider  allergy  as  a possible  cause.  Skin  tests 
for  foods,  molds,  and  pollens  proved  negative. 
Penicillin  and  streptomycin,  however,  produced  a 
mild  reaction.  It  should  be  remembered  that 
penicillin  was  administered  at  the  inception  of  his 
illness  and  streptomycin  when  tuberculosis  was 
suspected.  It  is  difficult  to  appraise  the  role 
either  of  these  antibiotics  played  as  allergic  factors 
in  the  face  of  the  absence  of  any  reaction  after 
the  gastric  operation,  when  very  large  doses  were 
administered.  Although  focal  infections  have 
come  into  disrepute,  the  peritonsillar  abscess 
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which  was  opened  at  the  time  of  the  tonsillectomy 
deserves  consideration.  Unfortunately  no  anti- 
gen was  obtained  of  the  anaerobic  streptococci 
from  the  abscess  for  allergy  tests.  It  was  possible 
to  discontinue  the  steroid  therapy  following  the 
tonsillectomy  with  no  relapse  in  over  a year.  If 
there  is  a cause  and  effect  relationship  here,  it 
is  by  no  means  clear. 

ACTH  did  not  prove  an  unmixed  blessing. 
The  remarkable  improvement  that  attended  its 
use  was  followed  by  severe  gastric  complications. 
The  same  danger  is  known  to  complicate  the  use 
of  prednisone,  but  this  was  avoided  by  the  addi- 
tion of  antacids  and  a sympathomimetic  drug 
after  each  meal.  Prednisone  was  taken  in  this 
way,  5 mg.  three  times  a day.  Judging  by  the 
improvement,  the  lesion  was  unusually  sensitive 
to  this  drug.  There  were  no  further  complica- 
tions after  this.  The  arsenicals,  which  have 
proved  so  successful  in  the  treatment  of  tropical 
eosinophilia,  were  not  tried  in  our  case,  nor  was 
pituitrin  snuff,  which  was  used  successfully  by 
Grant  and  Ginsburg13  in  their  case  of  eosinophilic 
granuloma  of  the  lung  complicated  by  honeycomb 
lung  and  diabetes  insipidus. 

A great  variety  of  conditions  besides  aUergjr  are 
known  to  respond  favorably  to  ACTH  and 
prednisone.  They  are  therefore  not  to  be 
relied  on  as  a therapeutic  diagnosis  of  allergy. 

Eosinophilia  also  occurs  in  a wide  variety  of 
conditions  beside  allergy.  It  is  generally  very 
high  in  Loffler’s  syndrome,  usually  in  the  range 
of  10  to  30  per  cent.  In  our  case,  when  not  under 
the  influence  of  ACTH  or  prednisone,  the  eosino- 
phil count  ranged  from  15  to  28  per  cent.  This  is 
considerably  higher  than  one  finds  in  the  reported 
cases  of  eosinophilic  granulomas  of  the  lung 
where  the  circulating  eosinophils  are  rarely  over 
5 per  cent. 

The  pathologic  specimen  of  the  lung  obtained 
at  biospy  exhibited  histologic  changes  of  an 
exudative  pneumonia  with  fibrin  and  eosinophils 
as  found  in  Loffler’s  pneumonia  and  also  a wide 
area  of  eosinophilic  granuloma.  The  combina- 
tion of  these  two  pathologic  changes,  together 
with  the  presence  of  eosinophilia,  bring  up  the 


question  of  the  presence  of  another  form  of 
eosinophilic  granuloma  or  perhaps  of  a severe 
type  of  Loffler’s  pneumonia  changing  into  eosino- 
philic granuloma  of  the  lung. 


Summary 

A case  of  eosinophilic  granuloma  of  the  lung  has 
been  presented  in  which  the  histologic  examina- 
tion of  the  lung  biopsy  also  revealed  the  presence 
of  areas  of  an  exudative  pneumonia  as  in  Loffler’s 
syndrome.  The  latter  condition  in  this  case  is 
suggested  as  a possible  early  stage  of  the  patho- 
logic process. 

The  disease,  which  ran  a severe  and  protracted 
course,  yielded  readily  to  corticotropin.  This 
drug,  however,  was  discontinued  when  a per- 
forating gastric  ulcer  developed.  An  excellent  re- 
sult, however,  followed  the  use  of  small  doses  of 
prednisone,  to  which  was  added  the  appropriate 
drugs  and  diet  for  the  prevention  of  further  gastric 
complications. 

300  Central  Park  West 
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Modification  of  the  Anxiety  State  Associated  with 
Myocardial  Infarction  by  Meprobamate: 
Preliminary  Notes 


SAMUEL  WALDMAN,  M.D.,  F.A.C.P.,  AND  LOUIS  PELNER,  M.D.,  F.A.C.A.,  BROOKLYN, 

NEW  YORK 

( From  Unity  Hospital,  the  Cardiac  Clinic  of  Long  Island  College  Hospital,  and  Swedish  Hospital ) 


IT  is  well  known  that  anxiety  and  tension  are 
commonly  associated  with  somatic  diseases, 
and  particularly  in  coronary  thrombosis  with 
myocardial  infarction.  This  illness  may  have 
severe  disruptive  effects  in  one's  family  life  and 
personal  plans.  Its  course  is  unpredictable,  and 
recovery  does  not  eliminate  the  possibility  of  re- 
currence. The  average  patient  with  coronary 
thrombosis  is  well  aware  of  these  facts.  Thus,  a 
constant  dread,  with  resultant  fear  and  anxiety, 
may  act  symptomatically  in  a deleterious  manner 
on  patients  with  coronary  thrombosis. 

Fear  and  anxiety  have  been  shown  to  impair 
the  exercise  tolerance  of  even  normal  hearts.1 
In  patients  with  heart  disease  these  states  may 
augment  myocardial  work  by  increasing  the  rest- 
lessness and  muscular  activity  Of  the  patients. 
Fear  and  anxiety,  by  stimulating  the  cardioaccel- 
erator  nerves,  increase  cardiac  rate  and  output 
and  therefore  cardiac  work.1  Thus,  the  meta- 
bolic demands  of  the  heart  muscle  are  increased 
at  a time  when  the  heart's  burden  should  be  kept 
at  a minimum.  For  these  reasons  we  feel  that 
the  treatment  of  myocardial  infarction  should  be 
approached  from  two  viewpoints:  first,  the  treat- 
ment for  the  actual  anatomic  lesion  in  the  heart, 
and  second,  treatment  for  the  anxiety  and  tension 
that  is  usually  present.  The  emotional  disturb- 
ance can  produce  further  coronary  insufficiency 
and  extension  of  the  infarction,  and,  as  will  be 
noted  below,  can  result  in  the  onset  of  an  ar- 
rhythmia. 

Anxiety  states,  stress,  and  emotional  upheaval 
are  prone  to  be  associated  with  cardiac  ar- 
rhythmias, especially  tachycardia  and  extrasys- 
toles.2’3 These  benign  arrhythmias  may  portend 
the  more  serious  forms.  It  has  also  been  shown 
that  anxiety  and  other  emotional  states  are  as- 
sociated with  an  increased  coagulability  of  the 
blood,  which  may  result  in  an  extension  of  the 


area  of  infarction.4 

In  a recent  statistical  study5  based  on  a ques- 
tionnaire concerning  the  relationship  of  effort  and 
myocardial  infarction,  it  was  reported  by  many 
physicians  that  emotional  stress  could  produce 
transient  attacks  of  functional  disturbances  in  the 
heart,  such  as  angina  pectoris,  cardiac  arrhyth- 
mias, paroxysmal  tachycardia,  and  acute  coro- 
nary insufficiency.  Of  398  physicians  67.7  per 
cent  considered  emotional  factors  more  significant 
than  physical  effort  in  precipitating  myocardial 
infarction. 

The  emotional  detachment  and  the  relaxation 
induced  by  the  ataractic  drugs  make  them  very 
useful  in  the  management  of  anxiety  states 
associated  with  coronary  thrombosis.  Chlor- 
promazine  should  rarely  be  used  in  a condition 
such  as  coronary  thrombosis  or  cerebral  thrombo- 
sis because  of  its  possible  hypotensive  action.6 
Meprobamate  has  been  demonstrated  to  have  a 
central  depressive  action  on  the  thalamus  and  to 
cause  relaxation  of  the  skeletal  muscles.7 

Methods  of  Use  and  Results 

We  used  meprobamate*  in  20  patients  (Table 
I)  with  acute  myocardial  infarction  as  an  adju- 
vant to  other  established  therapy.  In  many  in- 
stances we  felt  that  recovery  from  an  acute  epi- 
sode of  coronary  thrombosis  was  favored  by  the 
inclusion  of  meprobamate  in  the  therapeutic 
management  of  the  patient.  It  is  equally  cer- 
tain, however,  that  when  the  infarction  was  very 
extensive,  the  outcome  of  the  disease  was  not 
particularly  altered  by  the  ataractic  drug.  When 
the  condition  of  the  patient  was  being  affected  in 
some  way  by  the  emotional  state,  we  felt  that  the 
drug  had  marked  salutary  value. 

* Supplied  for  this  study  as  Equanil  through  the  courtesy 
of  Mr.  G.  G.  Alperin  of  Wyeth  Laboratories,  Philadelphia, 
Pennsylvania. 
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TABLE  I. — 20  Patients  Treated  With  Meprobamate 


Patient 

Sex 

Age 

(Years) 

Location  of 
Myocardial 
Infarct 

Anxiety  Symptoms* 

Physiologic  Changes  in  Rhythm 

O.  O. 

M 

55 

Anteroposterior 

Crying  spells,  moodiness 

K.  S. 

M 

55 

Anterior 

Restlessness,  hyperventilation 

Auricular  premature  contraction 

H.  R. 

M 

40 

Posterior 

Suspicion,  fear,  palpitation,  insomnia 

Ventricular  premature  contraction 

F.  P. 

M 

42 

Anteroposterior 

Fear  of  outcome,  palpitation,  perspira- 
tion marked 

W.  Y. 

F 

60 

Posterior 

Palpitation,  nausea,  restlessness 

Auricular  premature  contraction 

w.  S. 

F 

54 

Anteroseptal 

Fidgets,  fear,  hyperventilation 

K.  D. 

M 

62 

Anterior,  L.B.B.B. 

Fear  of  invalidism,  melancholia 

Ventricular  premature  contraction 

G.  D. 

M 

55 

Posterior 

Palpitation,  dyspnea,  bulimia 

Ventricular  premature  contraction 

S.  J. 

M 

63 

Subendocardial 

Marked  weakness,  fatigue,  palpitation, 
restlessness 

Marked  sinus  arrhythmia 

C.  A. 

F 

56 

Posterior 

Palpitation,  restlessness,  insomnia 

B.  A. 

F 

61 

Subendocardial 

Choky  feelings,  palpitation 

Auricular  premature  contraction 

M.  N. 

M 

47 

Posterior 

Choky  sensations,  palpitation,  fear  of 
invalidism,  insomnia 

C.  M. 

M 

47 

Posterior 

Moodiness,  moroseness,  chest  oppres- 

Sinus  tachycardia 

S.  P. 

M 

44 

Posterior 

Sticking  chest  pains,  despondence,  fear 
of  invalidism 

Sinus  bradycardia 

S.  A. 

M 

57 

Posterior 

Palpitation,  fear  of  invalidism 

G.  B. 

M 

51 

Anterior 

Palpitation,  fear  of  invalidism 

Ventricular  premature  contrac- 
tions, sinus  tachycardia 

L.  E. 

F 

47 

Anterior 

Mild  apprehension 

K.  S. 

M 

30 

Posterior 

Claustrophobia,  palpitation,  unwar- 
ranted chest  pains 

R.  C. 

F 

54 

Anteroseptal 

Fear  of  disability  and  inability  to  adjust 
to  “permanent  infirmity” 

Sinus  tachycardia 

M.  S. 

M 

47 

Posterior 

Fear  of  choking,  fear  of  disability,  rest- 
lessness 

Sinus  tachycardia 

* In  addition  to  apprehension.  Apprehension  was  present  in  all  the  patients. 


Meprobamate  was  used  in  the  dosage  of  l/% 
tablet  or  200  mg.  three  times  daily.  Six  of  the 
patients  required  400  mg.  (1  tablet)  three  times 
daily.  We  originally  thought  of  using  ataractic 
drugs  when  two  of  our  relatively  young,  suppos- 
edly good-risk  patients  were  literally  “scared  to 
death’  ’ and  both  died  while  being  prepared  for 
electrocardiography.  Both  patients  were  ade- 
quately Dicumarolized  and  were  receiving  pa- 
paverine and  phenobarbital.  The  cause  of  death 
was  probably  sinus  arrest  or  ventricular  fibrilla- 
tion. This  latter  arrhythmia  has  been  known  to 
be  brought  on  in  certain  instances  by  a great  emo- 
tional upheaval. 

In  most  of  the  treated  patients  meprobamate 
was  used  only  during  the  acute  cardiac  episode. 
After  recovery  it  was  not  necessary  to  continue 
the  drug,  except  in  two  instances. 

All  of  the  patients  described  manifested  evi- 
dence of  anxiety,  such  as  restlessness,  irritability, 
restless  sleep  or  insomnia,  palpitation,  increased 
physical  tension,  and  a fear  of  the  outcome. 
Some  patients  manifested  palpitation,  sighing 
dyspnea,  and  sticking  precordial  pains  thought 
to  be  noncardiac  in  origin. 

Four  patients  had  sinus  tachycardia,  four  ex- 
hibited premature  ventricular  contractions,  three 
showed  auricular  premature  contractions,  and 


one  had  marked  sinus  arrhythmia. 

With  the  calmative  action  induced  by  the 
tranquillizing  drugs,  the  anxiety-tension  state 
definitely  was  ameliorated  in  all  the  patients, 
sometimes  in  twenty-four  hours  and  at  other 
times  within  three  to  four  days.  All  of  the  20 
patients  survived.  The  premature  contractions 
diminished  markedly  in  frequency  and  in  one 
case  disappeared  completely. 

Case  Reports 

Case  1.  Anxiety  Neurosis  Associated  with 
Myocardial  Infarction. — O.  O.,  male,  age  fifty- 
five,  was  admitted  to  the  hospital  by  his  family 
physician  with  the  diagnosis  of  acute  hepatitis, 
because  of  upper  abdominal  pain,  belching,  and  fever. 
He  had  been  treated  at  home  for  three  days.  On  his 
admission  to  the  hospital,  it  became  evident  that  the 
patient  had  sustained  a severe  coronary  occlusion. 
He  was  in  shock  and  complained  of  a severe  con- 
stricting pain  in  the  chest  associated  with  pain  in  the 
epigastrium  radiating  to  the  back  and  down  both 
arms.  His  blood  pressure  was  100/60,  although  he 
had  had  hypertension  for  several  years.  An  electro- 
cardiogram revealed  an  anteroposterior  wall  in- 
farction. He  was  given  heparin  and  Dicumarol  but 
failed  to  respond.  He  had  recurrent  pain  in  the 
chest,  shortness  of  breath,  and  extreme  anxiety  with 
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frequent  outbursts  of  crying.  Phenobarbital  in 
3/4-grain  doses  did  not  result  in  much  improvement, 
but  it  did  cause  some  dulling  of  his  sensations.  He 
became  obstreperous  and  refused  all  oral  medica- 
tion. His  symptoms  continued.  He  was  cajoled 
into  taking  meprobamate,  and  within  two  days  his 
emotional  situation  improved  a great  deal.  He  will- 
ingly took  his  medication  again.  He  developed  no 
further  shortness  of  breath  or  chest  pain.  Dicum- 
arol  was  continued  for  the  ensuing  four  weeks. 

He  received  200  mg.  of  meprobamate  three  times 
daily  during  the  rest  of  his  hospital  stay.  There 
was  no  interference  with  Dicumarol  or  other  medica- 
tion. 

Since  his  discharge  from  the  hospital,  he  has  not 
been  on  the  ataractic  drugs.  They  were  only  neces- 
sary for  the  anxiety  engendered  by  the  acute  cardiac 
episode. 

Case  2.  Anxiety  State  Associated  with 
Coronary  Insufficiency  Extending  into  Infarc- 
tion.— K.  S.,  male,  age  fifty-five,  was  admitted  to 
the  hospital  because  of  severe  pain  in  the  chest,  pro- 
fuse perspiration,  and  electrocardiographic  evidence 
of  coronary  insufficiency.  The  patient  was  very 
apprehensive,  so  that  he  was  placed  on  sedative 
doses  of  barbiturates,  besides  aminophyllin  and 
papaverine.  He  still  did  not  remain  quiet.  About 
four  days  after  his  admission  he  developed  severe 
pain  in  the  chest,  which  lasted  for  two  hours,  in 
spite  of  injections  of  morphine  and  Demerol.  The 
electrocardiogram  showed  transmural  progression 
of  the  lesion  to  anterior  infarct,  so  heparin  and 
Dicumarol  were  started.  However,  the  anxiety  of 
the  patient  increased,  so  that  he  constantly  turned, 
fidgeted  and  moved  about  in  bed,  and  occasional 
extrasystoles  were  heard.  On  two  occasions  he  de- 
veloped dyspnea,  which  was  considered  to  be  due  to 
overbreathing,  since  no  abnormal  signs  were  found 
in  the  chest. 

In  order  to  allay  the  patient’s  anxiety,  mepro- 
bamate (200  mg.  or  V2  tablet)  was  given  three  times 
a day.  From  this  point  on,  the  patient  remained 
tranquil.  There  were  no  more  spells  of  dyspnea 
and  premature  auricular  beats  became  rare.  Dicum- 
arol was  continued  for  three  weeks  until  discharge. 
Meprobamate  did  not  interfere  in  any  way  with  the 
maintenance  of  therapeutic  levels  of  prothrombin 
time.  Meprobamate  was  discontinued  at  the  time 
of  discharge  from  the  hospital. 

Case  3.  Severe  Anxiety  Associated  with 
Myocardial  Infarction. — H.  R.,  male,  age  forty, 
was  admitted  to  the  hospital  for  an  acute  posterior 
myocardial  infarction.  The  patient  was  extremely 
apprehensive,  apparently  more  from  the  fear  created 
by  the  nature  of  his  illness  rather  than  the  physical 
effects  of  the  episode.  Current  newspaper  items 
intensified  his  apprehension.  Every  statement  of 


the  physician  was  viewed  with  mistrust,  suspicion, 
and  hesitation.  Repetition  of  questions  directed 
at  his  condition  indicated  the  internal  terror  and 
distorted  interpretation  of  the  patient.  A sinus 
tachycardia  developed  at  a rate  of  120  to  130,  with 
frequent  ventricular  premature  contractions,  which 
caused  further  discomfort  in  the  chest.  Phenobarbi- 
tal, V2  grain  four  times  daily,  failed  to  calm  the 
patient.  Meprobamate  was  then  given  in  doses  of 
200  mg.  three  times  daily  after  each  meal  and  400 
mg.  on  retiring.  Marked  improvement  was  noted 
within  twenty-four  hours.  The  heart  rate  fell  to  90, 
the  ventricular  premature  contractions  disappeared, 
and  the  patient  became  more  receptive  to  reassur- 
ance. The  medication  was  continued  until  his  dis- 
charge from  the  hospital,  by  which  time  the  patient 
had  adjusted  himself  to  his  “healed  heart.” 

Comment 

Meprobamate  is  enjoying  widespread  use  be- 
cause of  its  relative  lack  of  troublesome  side- 
effects.  Indeed,  meprobamate  was  specifically 
developed  to  avoid  the  side-effects  that  have  re- 
stricted the  use  of  reserpine  and  chlorpromazine 
in  ambulatory  patients.  Medical  opinion  is 
sharply  divided  on  both  the  effectiveness  of  mild 
tranquilizers  like  meprobamate  and  the  desir- 
ability of  some  of  the  uses  to  which  they  have 
been  put.  It  is  more  difficult  to  evaluate  the 
effectiveness  of  the  mild  tranquilizers  such  as 
meprobamate  because  their  action  is  definitely 
more  moderate  than  that  of  chlorpromazine  and 
reserpine  and  therefore  is  much  harder  to  meas- 
ure. Again  the  mild  tranquilizers  are  often 
employed  in  the  mild  neuroses  and  as  accessory 
treatment  of  some  somatic  disorders.  Since 
spontaneous  recoveries  are  sometimes  noted  in 
these  conditions,  it  is  difficult  to  assess  the  exact 
contribution  of  these  drugs.  Double-blind  stud- 
ies would  be  necessary  to  settle  the  question,  but 
even  in  these  studies  the  power  of  the  placebo 
has  to  be  taken  into  account.  In  our  study  the 
double-blind  technic  would  be  difficult  to  apply, 
because  it  would  be  nearly  impossible  to  obtain 
exactly  similar  cases  to  be  used  as  test  subjects. 
The  pathologic  changes  in  the  coronary  arterial 
tree  defy  exact  duplication  in  so-called  similar 
cases.  The  same  area  of  occlusion  may  cause 
dissimilar  amounts  of  infarction. 

There  is  also  considerable  controversy  with 
regard  to  the  widespread  use  of  mild  tranquilizers 
like  meprobamate  as  “mental  crutches”  for  large 
numbers  of  people  who  suffer  from  grades  of  nerv- 
ous tension  and  anxiety  insufficient  to  require 
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psychiatric  help.8  Psychiatrists  have  two  basic 
objections  to  their  use.  In  the  first  instance, 
meprobamate  and  similar  drugs  are  being  used  as 
a device  for  escaping  personal  problems,  which 
really  have  to  be  faced  eventually.  Of  course  an 
analysis  would  be  better.  In  our  method  of  use, 
for  the  anxiety  engendered  by  an  acute  somatic 
situation,  their  objection  would  not  be  valid. 
Probing  into  the  anxiety  reaction  in  the  presence 
of  serious  organic  disease  would  invariably  make 
the  patient  worse. 

In  the  second  instance,  psychiatrists  feel  that 
anxiety  has  its  virtues  as  well  as  its  drawbacks  in 
that  it  makes  the  individual  strive  and  work. 
In  their  view  relieving  anxiety  may  leave  a man 
so  void  of  ambition  that  he  would  just  not  care 
what  would  happen  next.  In  our  view  this  tern-  * 
porary  “don’t  care”  attitude  would  be  useful  for 
the  situational  anxiety  associated  with  many 
cases  of  coronary  thrombosis.  In  addition, 
“looking  through  rose-colored  glasses”  is  a useful 
mental  attitude  to  have  in  the  presence  of  a se- 
vere coronary  thrombosis. 

Recently  there  has  been  some  discussion  of 
fright  as  a cause  of  death.9  Schaefer10  felt  that 
under  certain  circumstances  fright  is  a logical 
and  correct  cause  of  death,  as  a psychophysiologic 
cardiovascular  reaction.  He  mentions  at  least 
two  cases  in  his  series  of  autopsies  that  could  not 
be  explained  in  any  other  way.  Absolutely  noth- 
ing abnormal  was  found  in  the  organs  or  on  toxi- 
cologic examination.  Under  the  circumstances, 


one  wonders  how  many  of  our  coronary  patients 
suffer  this  fate.  If  fear  and  anxiety  could  be  re- 
lieved for  the  duration  of  the  medical  emergency, 
this  therapeutic  approach  should  prove  to  be  use- 
ful. 


Summary 

The  treatment  of  myocardial  infarction  should 
also  be  directed  to  the  anxiety  and  tension  that  is 
usually  present.  Meprobamate  appears  to  be  a 
logical  drug  for  the  purpose  because  of  its  central 
and  peripheral  action. 

The  results  obtained  in  this  study  warrant 
further  investigation  in  the  use  of  ataractic 
drugs  as  adjunctive  therapy  in  the  management  of 
myocardial  infarction. 
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Medicare  Requests  Doctor  s Cooperation 


The  cooperation  of  phj'sicians  in  properly  filling 
out  claim  form  1863  in  obstetric  cases  is  requested 
by  Mr.  G.  P.  Farrell,  Administrative  Officer,  Medi- 
care, New  York  State  Division.  The  attention  of 
all  doctors  is  called  to  this  statement  prepared  by 
Mr.  Farrell: 

“The  following  are  the  procedures  in  filing  claims 
for  obstetric  delivery,  including  antepartum,  and 
postpartum  care. 

“Medicare  requires  two  (2)  signatures  of  the  pa- 
tient on  claim  form  1863  for  obstetric  care. 

“When  patient  completes  Section  III,  item  14,  of 


the  claim  form  1863,  have  patient  attach  signature 
in  both  paragraphs  of  above  item. 

“Physicians  submitting  claims  for  maternity  care, 
please  give  in  item  18  (period  covered  by  statement) 
the  date  on  which  thej^  first  treated  the  patient  to  the 
date  of  completed  service.  In  item  22  give  date  of 
delivery  so  that  proper  evaluation  can  be  given  to 
the  claim. 

“Physicians  submitting  claims  for  neonatal  care 
of  infant  within  first  sixty  (60)  days  after  delivery, 
please  state  in  item  22  the  date  of  delivery.” 
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The  Serial  Electrocardiogram  in  Acute 
Infectious  Hepatitis 


LOUIS  J.  ACIERNO,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Long  Island  College  Hospital) 


It  is  a well-known  fact  that  many  infectious 
diseases  result  in  cardiac  aberrations,  either 
transitory  or  permanent.  In  view  of  this,  it  seems 
quite  logical  to  assume  that  acute  infectious  hepa- 
titis may  also  involve  the  heart.  It  was  with  this 
in  mind  that  the  present  study  was  conducted. 
This  paper  is  therefore  concerned  with  the  in- 
cidence of  electrocardiographic  changes  in  acute 
infectious  hepatitis,  the  type  of  changes  mani- 
fested, and  the  significance  of  these  changes,  if 
any. 

Material  and  Methods 

Fifty  patients  with  acute  infectious  hepatitis 
were  studied.  All  manifested  icterus  in  the  early 
stages  of  their  disease.  They  were  all  young 
male  soldiers.  None  of  them  gave  any  history 
of  cardiac  disease  or  of  cardiac  dysfunction  follow- 
ing the  infectious  diseases  of  childhood.  On  ad- 
mission all  of  them  had  apparently  normal  hearts 
as  determined  by  the  usual  methods  of  physical 
diagnosis. 

These  patients  were  all  managed  by  a rather 
rigid  routine  with  minor  variations.  This  regimen 
stressed  absolute  bed  rest  until  the  icteric  index 
and  appetite  returned  to  normal,  the  liver  was  no 
longer  palpable  and  tender,  and  the  weight 
showed  a steady  increase.  A high  carbohydrate, 
high  protein,  and  low  fat  diet  of  3,500  calories 
was  given  to  all  patients.  This  was  supplemented 
by  daily  multivitamins.  When  the  icteric  index 
was  above  25  and  the  prothrombin  time  in- 
creased, both  liver  extract  and  Vitamin  K were 
given  intramuscularly. 

Serial  weekly  electrocardiograms  were  taken  on 
each  patient.  The  greatest  number  of  records  on 
any  patient  was  18,  and  the  least  two.  The  last 
electrocardiogram  on  each  of  the  fifty  patients  is 
presumably  a record  of  an  individual  apparently 
recovered  from  a siege  of  acute  infectious  hepa- 
titis, since  this  tracing  was  taken  just  prior  to 
transferral  to  a convalescent  center  when  all  of 


our  clinical  and  laboratory  criteria  for  cure  were 
fulfilled. 

A Sanborn  instomatic  cardiette  was  used  in  this 
study.  Each  record  consisted  of  six  leads:  the 
standard  limb  leads,  and  CF2,  CF4,  and  CF5.  All 
the  tracings  were  taken  by  one  technician. 

Observations 

Abnormal  Tracings. — In  all,  only  ten  patients 
manifested  a grossly  abnormal  electrocardiogram 
at  one  time  or  another  during  the  period  of  obser- 
vation. Seven  of  these  individuals  revealed  at 
least  two  or  more  abnormal  serial  tracings. 
Strikingly  enough,  however,  of  the  total  number 
of  374  electrocardiograms  analyzed,  only  18  were 
involved  in  this  manner  (.048  per  cent). 

In  addition,  there  were  18  individuals  in  whose 
serial  tracings  QRS  changes  alone  were  demon- 
strated with  a total  aggregate  of  62  tracings  par- 
ticipating. Although  a good  number  of  these 
patterns  are  not  abnormal,  they  merit  recognition 
because  they  represent  variant  contours  in  an  in- 
dividual’s collection  of  serial  tracings  during  his 
course  of  illness. 

There  were  two  patients  whose  tracings  con- 
sistently showed  low  voltage  of  the  ventricular 
complexes,  and  in  these  two  individuals  this  par- 
ticular finding  was  not  observed  in  their  last 
tracings. 

Rhythm. — Four  types  of  rhythm  were  ob- 
served. These  included  sinus  rhythm,  sinus 
arrhythmia,  first'  degree  block,  and  the  Wenke- 
bach  phenomenon.  The  vast  majority  of  the 
tracings  revealed  a sinus  rhythm  or  a sinus 
arrhythmia.  Six  patients  had  at  one  time  or 
another  a wandering  pacemaker  within  the 
sino-auricular  node.  This  was  manifested  by  a 
varying  contour  and  direction  of  the  P waves 
without  alteration  of  the  PR  interval  in  a basi- 
cally sinus  arrhythmia.  No  particular  relationship 
to  the  phase  of  the  illness  was  seen. 

A first  degree  block  was  observed  in  only  two 
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patients,  one  of  whom  revealed  this  abnormality 
in  four  of  his  entire  series  of  tracings  and  the  other 
in  only  one  of  his  serial  tracings.  The  Wenkebach 
phenomenon  was  seen  in  just  one  tracing.  Pre- 
mature auricular  contractions  occurred  in  three 
patients,  each  time  in  only  one  tracing  of  the  in- 
dividual's serial  recordings.  Three  patients  also 
had  premature  ventricular  contractions.  Rever- 
sion to  sinus  rhythm  was  seen  during  conva- 
lescence in  all  cases. 

Rate. — Of  the  total  number  of  records  ana- 
lyzed none  were  seen  with  a rate  less  than  50  nor 
greater  than  100  per  minute.  Bradycardia  was 
present  in  59  tracings.  The  incidence  of  brady- 
cardia bore  an  inverse  relationship  to  the  duration 
of  the  illness.  As  recovery  occurred,  the  heart 
rate  increased.  All  patients  participated  in  this 
progressive  increase  of  cardiac  rate,  a few  at  a 
much  later  date  than  the  majority. 

PR  Interval. — Weekly  variations  of  the  PR 
interval  occurred  in  43  patients.  This  becomes 
significant  in  view  of  the  fact  that  only  two  of  this 
total  number  of  patients  had  abnormally 
prolonged  PR  intervals  at  any  time.  Thus,  al- 
though the  PR  interval  was  0.20  seconds  or  less  in 
the  remaining  41  patients,  in  each  individual’s 
serial  tracings  there  was  a demonstrable  variation 
of  the  PR  interval  at  some  time  during  the  course 
of  his  observation.  In  eight  cases  this  variant  PR 
interval  occurred  only  once  in  the  entire  series  of 
tracings;  the  majority  of  the  41  patients,  how- 
ever, revealed  a variable  PR  interval  in  two  or 
more  tracings  (13  patients  twice,  eight  patients 
in  three  tracings,  and  nine  patients  in  four  trac- 
ings, and  one  patient  each  in  five,  six,  seven,  and 
eight  tracings  respectively).  The  majority  of  the 
electrocardiograms  manifesting  this  variant  PR 
interval  were  those  taken  during  the  first  nine 
weeks  of  the  disease.  A substantial  number, 
however,  also  occurred  beyond  the  nine-week 
period,  these  records  belonging  to  those  in- 
dividuals who  had  a particularly  long  siege  of 
hepatitis.  Indeed,  in  one  patient  who  appeared 
to  be  entering  a chronic  phase  of  hepatitis,  this 
variability  of  the  PR  interval  was  seen  to  extend 
as  far  as  the  thirty-second  week  of  observation. 

No  significant  relationship  could  be  ascertained 
between  the  week  of  illness  and  incidence  of  a par- 
ticular numerical  value  of  the  PR  interval.  The 
vast  majority  of  the  tracings  had  a PR  interval 
from  0.14  to  0.18  seconds.  The  longer  PR  inter- 
vals were  noted  in  those  with  slower  cardiac  rates. 

P Waves. — Except  for  a diphasic  P2  in  four 


tracings,  no  abnormal  directional  pattern  of  the  P 
wave  was  observed  in  any  of  the  other  tracings. 
Despite  this  scarcity  of  abnormally  directed  P 
waves,  46  patients  manifested  a change  in  the 
direction  of  the  P waves  at  some  time  during  their 
course  of  illness.  This  variability  of  the  P wave 
was  especially  seen  in  the  precordial  leads.  The 
majority  of  the  patients  participating  did  so  in 
two  or  more  leads.  A total  of  28  patients  revealed 
“macroscopically  notched”  P waves.  None  of  the 
records  taken  during  recovery  revealed  this 
abnormal  contour.  Weekly  variability  in  the 
contour  of  the  P wave  was  seen  in  43  cases. 

For  all  practical  purposes  the  duration  of  the  P 
wave  remained  fairly  constant  throughout  each 
patient’s  period  of  observation.  Only  one  record 
showed  an  abnormally  prolonged  P wave. 

Weekly  fluidity  in  amplitude  was  not  con- 
sidered significant  unless  the  variation  was  in  the 
magnitude  of  1 mm.  or  more.  On  the  basis  of  this 
criterion,  then,  only  20  patients  manifested 
weekly  changes  in  amplitude.  Usually  this  varia- 
bility occurred  in  an  inconstant  manner,  the  am- 
plitude of  the  P wave  fluctuating  from  week  to 
week  or  occuring  as  just  one  variant  from  the  pre- 
dominating magnitude  of  amplitude  in  a patient’s 
series. 

QRS  Complexes. — At  no  time  did  any  of  the 
patients  demonstrate  tracings  with  an  abnormally 
prolonged  QRS  complex,  albeit  serial  changes  in 
the  duration  of  the  ventricular  complex  were 
noted.  No  importance  was  attached  to  a change 
in  the'QRS  duration  of  0.02  seconds  or  less  in  the 
serial  record  of  each  patient.  There  were  26  pa- 
tients whose  tracings  revealed  during  the  course  of 
the  illness  a variation  in  duration  greater  than 
0.02  seconds  but  no  more  than  0.04  seconds. 
This  was  construed  as  probably  being  of  some  im- 
portance. Again,  no  definite  correlation  could  be 
ascertained  between  the  phase  of  the  disease  and 
the  week  wherein  the  variant  QRS  duration  oc- 
curred. 

Two  patients  demonstrated  a low  voltage  of  the 
QRS  complexes.  This  occurred  during  the  active 
phase  of  the  illness  and  disappeared  during  con- 
valescence. 

In  analyzing  the  contour  it  was  decided  to 
arbitrarily  consider  important  only  those  weekly 
variations  wherein  the  variant  deflection  of  ex- 
cursion of  the  individual  QRS  component  was  of 
the  magnitude  of  3 mm.  or  more.  In  utilizing  this 
criterion  14  patients  were  seen  to  manifest  a state 
of  instability  in  the  pattern  of  their  ventricular 
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complexes.  With  the  exception  of  one,  all  of  these 
patients  showed  final  reversion  of  the  QRS  pat- 
tern to  the  dominant  form  of  each  particular  in- 
dividual's entire  collection  of  records. 

ST  Segments. — Only  16  tracings  showed  an 
abnormal  deviation  of  the  ST  segment  with  only 
the  precordial  leads  exhibiting  this.  Return  to 
the  isoelectric  level  occurred  in  all  those  patients 
revealing  this  change.  On  serial  records  there 
were  49  individuals  who  had  demonstrable 
fluidity  in  the  direction  of  the  ST  segment.  This 
variability  was  particularly  prominent  in  the 
chest  leads. 

No  abnormal  contours  were  found.  Serial 
records  again  brought  out  the  discrepancy  be- 
tween an  intrinsically  normal  component  of  a 
tracing,  in  this  instance  the  ST  segment  contour, 
and  variability  of  this  component  from  week  to 
week.  In  all,  36  patients  manifested  variability 
of  contour  of  the  ST  segment  either  successively 
or  as  a variant  in  each  patient's  entire  series  of 
records.  Every  lead  participated  in  this  fluidity, 
and  the  changes  in  contour  occurred  either  singly 
or  concomitantly  with  changes  in  direction. 

T Waves. — Abnormally  inverted  T waves  in 
lead  I were  found  in  only  two  cases,  whereas 
eight  tracings  showed  inversion  in  lead  II.  Lead 
III  revealed  the  highest  incidence  of  inverted  T 
waves.  This  probably  represents  a normal  varia- 
tion. It  is  difficult  to  ascribe  any  significance  to 
the  inversion  of  the  T wave  in  CF2  and  CF4,  since 
this  too  can  occur  as  a normal  variant.  What  is 
more  important  is  the  variation  in  direction,  if 
any,  from  week  to  week  in  an  individual  patient. 
This  will  be  brought  out  later.  However,  there  is 
no  doubt  as  to  the  definite  indication  of  its  ab- 
normality in  those  14  records  showing  inversion 
in  CF5. 

In  weekly  serial  recordings  42  patients  revealed 
changes  in  the  direction  of  the  T wave  in  the 
various  leads.  Lead  CF5  was  notable  in  its 
failure  to  demonstrate  any  change  of  direction 
from  week  to  week.  In  those  individuals  in  which 
directional  changes  were  noted  in  two  or  more 
leads,  no  relationship  was  apparent  among  the 
leads,  the  changes  occurring  in  a lead  in  different 
weeks,  irrespective  of  the  other  leads,  and  not 
necessarily  in  the  same  direction  at  any  one  time. 

The  majority  of  the  T weaves  had  an  amplitude 
of  less  than  4 mm.  Negative  amplitudes  occurred 
most  often  in  lead  III,  and  next  in  frequency  w*as 
CF2.  These  negative  amplitudes  did  not  reach  a 
depth  of  more  than  5 mm.  in  any  lead  except  once 


in  CF2  w’hen  it  was  recorded  as  being  9.5  mm. 

Weekly  variations  in  the  amplitude  of  the  T 
wave  were  not  considered  significant  unless  the 
increment  of  fluctuation  was  more  than  one  mm. 
Purely  arbitrarily,  these  gradations  were  recorded 
as  “slight"  when  the  serial  variation  was  more 
than  1 mm.  and  less  than  2 mm.,  “moderate" 
when  the  increment  range  was  between  2 and 
3 mm.,  and  “marked”  when  the  serial  records 
showed  a variation  of  more  than  3 mm.  Forty- 
eight  patients  showed  significant  changes  of  am- 
plitude in  the  various  categories  in  one  or  more 
leads.  It  is  felt  that  the  “slight"  variations  in 
amplitude  recorded  in  the  limb  leads  are  of  more 
significance  than  a similar  degree  of  variation  in 
the  precordial  leads,  and  that  this  “slight"  varia- 
tion in  the  limb  leads  has  the  same  significance  as 
a “marked"  variation  in  the  precordial  leads. 
It  was  also  observed  that  the  interim  tracings 
taken  between  the  first  and  last  weeks  of  hos- 
pitalization showed  a higher  degree  of  positive 
amplitude  than  either  one. 

No  abnormal  contours  were  found  in  any  of  the 
leads.  All  50  patients,  however,  revealed  varia- 
tions in  contour  in  serial  tracings.  All  leads 
participated  in  this  with  no  one  lead  being 
particularly  prominent  in  showing  these  wTeekly 
variations. 

QT  Interval. — The  duration  of  the  QT  inter- 
val was  measured  according  to  the  following  for- 
mula: S = K\/C  where  S equals  the  duration  of 
the  QT  interval,  C the  duration  of  the  heart 
cycle,  and  K is  a constant  having  a value  of  about 
0.39.  The  QT  interval  was  determined  in  164 
tracings.  Abnormal  duration  of  this  interval  was 
not  seen  in  any  of  those  records  subjected  to  this 
measurement. 

Comment 

It  is  fairly  well  established  that  in  normal  in- 
dividuals successive  electrocardiograms  demon- 
strate a virtually  constant  pattern.  Such  minor 
variations  as  may  occur  are  either  the  result  of 
technical  disturbance  in  the  apparatus  or  changes 
in  posture,  weight,  or  growth.  In  view  of  this, 
the  demonstration  of  serial  electrocardiographic 
fluctuations  in  this  study  assumes  some  degree  of 
importance.  Moreover,  while  it  is  true  that  out 
of  the  entire  number  of  records  analyzed  only  18 
(0.048  per  cent)  were  intrinsically  abnormal, 
nevertheless,  because  of  the  high  incidence  of 
changing  patterns  in  the  serial  tracings,  one  must 
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postulate  that  myocardial  dysfunction  can  and 
does  occur  in  acute  infectious  hepatitis. 

Numerous  studies  have  been  conducted  on  the 
incidence  and  character  of  electrocardiographic 
changes  in  acute  infectious  diseases.1-5  The 
alterations  most  commonly  seen  have  been  con- 
duction disturbances  and  ectopic  rhythms, 
shifts  in  electrical  axis  and  changes  in  voltage, 
slurring  of  the  QRS  complexes,  ST  segment 
deviations,  and  flattening  or  inversion  of  the  T 
waves.  In  almost  all  of  these  studies  no  constant 
parallelism  was  noted  between  the  extent  of 
electrocardiographic  changes  and  severity  of 
cardiac  involvement. 

Dehn  et  al,6  in  a study  of  11  cases  of  infectious 
hepatitis  (with  electrocardiograms  taken  on  ad- 
mission and  after  recovery),  reported  lowering  of 
the  T wave,  decreased  voltage  of  the  QRS,  and  an 
isolated  instance  of  an  inverted  P3.  These  find- 
ings were  all  observed  during  the  period  of  jaun- 
dice. Except  for  sinus  arrhythmia  and  a mod- 
erate bradycardia,  he  did  not  note  any  abnormal 
rhythms. 

Of  the  17  patients  with  infectious  hepatitis 
studied  by  Louis,7  13  demonstrated  anomalous 
variations  of  the  T waves  and  ST  segments.  In 
two  of  these  patients  disturbances  in  rhythm  were 
noted,  one  manifesting  a Wenkebach  phenomenon 
and  the  other  a nodal  rhythm.  Meier8  found  bas- 
ically the  same  sort  of  changes  in  the  ST-T  com- 
plexes. Some  of  his  tracings  revealed  patterns  of 
myocardial  infarction  as  well.  But  then  his  pa- 
tients were  suffering  from  jaundice  of  varied 
causation  and  included  many  in  the  arterioscle- 
rotic age  group. 

Our  findings  are  essentially  in  accord  with  these 
observers  in  that  the  changes  noted  were  non- 
specific. In  addition,  variations  of  the  other  com- 
ponents of  the  electrocardiogram  were  also  ob- 
served. This  was,  perhaps,  due  to  the  greater 
number  of  records  analyzed  and  the  more  fre- 
quent recordings  of  serial  tracings  in  each  indi- 
vidual. 

The  basis  for  the  electrocardiographic  changes 
in  acute  infectious  diseases  is  still  a moot  point. 
Various  mechanisms  have  been  advanced  to  ex- 
plain the  alterations.  These  include:  (1)  a so- 
called  toxic  action  on  the  myocardium,  pre- 
sumably due  to  some  by-product  of  the  invading 
organism,  (2)  active  myocarditis,  (3)  fever  as  a 
causation  of  ectopic  rhythms  and  changes  in  rate, 
(4)  autonomic  imbalance,  (5)  relative  coronary 
insufficiency  because  of  anemia  or  increased  car- 


diac metabolic  activity  or  both,  and  (6)  vaso- 
motor collapse  and  pulmonary  or  coronary  em- 
bolization, this  being  reflected  in  more  acute 
changes.  The  modality  through  which  jaundiced 
states  per  se  may  alter  cardiac  function  is  also  un- 
known. 

Two  basic  theses  have  been  advanced  to  account 
ior  the  cardiac  changes  in  jaundice.  These 
postulate  either  a direct  toxic  effect  on  the  myo- 
cardium or  one  mediated  through  the  vagal  nerve 
endings. 

Evidence  in  favor  of  a direct  toxic  action  on  the 
myocardium  include:  (1)  observations  of  hyalini- 
zation  and  necrosis  of  myocardial  cells  following 
intraperitoneal  injections  of  bile  in  rabbits,9  (2) 
cardiac  aberrations  in  isolated  denervated  hearts 
after  perfusion  with  bile  salts  and  whole  bile,10 
and  (3)  pathologic  changes  previously  described 
in  Weil’s  diseases,  and  more  recently  in  infectious 
hepatitis.11-13  Saphir,13  in  particular,  demon- 
strated the  presence  of  acute  myocarditis  in  four 
of  six  patients  who  died  with  acute  viral  hepa- 
titis. Histologic  sections  of  the  heart  revealed 
minute  areas  of  necrosis  in  isolated  muscle  fibers, 
involving  the  bundle  of  His  in  three  instances. 
In  addition,  he  also  noted  a diffuse  serous  myo- 
carditis. 

The  observations  of  numerous  workers  also  lend 
support  to  the  belief  that  perhaps  the  electro- 
cardiographic alterations  may  be  the  result  of  an 
indirect  effect  on  the  myocardium  mediated 
through  the  vagal  nerve  endings.  In  line  with 
this,  'a  true  humoral-icteric  syndrome  has  been 
postulated  by  Dumitresco-Mante14  to  account  for 
at  least  the  bradycardia  in  jaundiced  states.  He 
believes  that  both  hyperpotassemia  and  hyper- 
cholinemia  are  important  in  the  pathogenesis  of 
icteric  bradycardia  by  increasing  vagal  hyper- 
tonicity. Louis,7  however,  reported  that  the  same 
effect  can  be  obtained  by  perfusion  of  denervated 
hearts  with  bile  acids  alone.  Attributing  their  re- 
sults to  vagal  reflexes,  Horrall  and  Carlson,15 
Ries  and  Still,16  and  Buchbinder,17  noted  marked 
hypotension,  bradycardia,  and  cardiac  standstill 
following  the  administration  of  whole  bile,  bile 
acids,  or  bile  salts. 

From  observations  with  heart-lung-liver  prep- 
arations, (Bassani,18  Roncato19),  there  may 
normally  be  a hormonal  correlation  between  the 
liver  and  the  heart,  and  this  could  conceivably  be 
disturbed  in  infectious  hepatitis.  In  a purely 
speculative  vein,  then,  abnormal  amounts  of  a 
hormonal-like  substance  could  be  liberated  by  the 
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liver  during  a siege  of  hepatitis.  Louis  and  Rein7 
feel  that  such  a substance  does,  in  fact,  exist,  and 
that  this  substance  may  possibly  be  related  to 
digitalis.  Interestingly  enough,  pharmaco- 
logically a very  close  relationship  exists  between 
the  bile  acids  and  the  glycosides  of  digitalis. 
Moreover,  although  none  of  our  records  mani- 
fested this  phenomenon.  Louis7  has  reported 
electrocardiograms  with  ST  segments  quite  like 
those  seen  in  digitalis  in  a case  of  a gravid  woman 
with  infectious  hepatitis  who  had  not  received 
digitalis. 

Summary 

1.  Fifty  patients  with  acute  infectious  hepa- 
titis were  studied  by  means  of  serial  weekly 
electrocardiograms. 

2.  Out  of  a total  of  374  records  analyzed,  only 
18  were  found  to  be  grossly  abnormal,  the  re- 
mainder revealing  weekly  fluctuations,  many 
minor,  in  the  various  electrocardiographic  com- 
ponents with  respect  to  contour,  direction, 
amplitude,  and  duration.  Demonstrable  dis- 
turbances in  rhythm  were  noted,  as  well  as  weekly 
variation  in  the  PR  interval. 

3.  The  QT  interval,  when  determined,  was 
always  within  normal  limits. 

4.  The  various  factors  possibly  responsible 
for  the  electrocardiographic  changes  in  acute 
infectious  diseases  and  in  jaundiced  states  are  pre- 


sented. 

5.  Myocardial  dysfunction  exists  in  acute  in- 
fectious hepatitis.  From  the  results  of  this  study 
this  is,  probably,  usually  a transient  process. 
The  electrocardiographic  changes  are  nonspecific, 
and  can  be  overlooked  unless  serial  records  are 
taken. 
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Oral  Treatment  of  Chronically  III  Mental  Patients 

with  Promazine* * 

L.  SECORD  PALMER,  M.D.,  F.A.P.A.,  AND  ARNALDO  APOLITO,  M.D.,  BROOKLYN,  NEW  YORK 

{From  Brooklyn  State  Hospital) 


This  study  was  undertaken  because  of  claims 
of  good  results  obtained  in  the  treatment  of 
alcoholic  patients  and  also  in  other  types  of 
mentally  ill  patients  with  promazine. 

Mitchell,1  writing  on  the  treatment  of  acute 
alcoholics  with  Sparine,  felt  that  withdrawal 
symptoms  were  very  much  decreased.  Patients 
were  much  more  manageable.  Fazekas  et  at.,2 
in  a study  done  on  a group  of  acutely  disturbed 
psychotics,  alcoholics,  and  drug  addicts,  for  a 
period  ranging  from  five  to  forty-four  days,  came 
to  the  conclusion  that  agitation  was  reduced 
remarkably  but  underlying  psj^chophysiologic 
disturbance  was  unaffected  and  hallucinations 
persisted.  Complications,  aside  from  moderate 
decrease  in  blood  pressure  and  postural  hypoten- 
sion in  some  cases,  were  nil. 

Criteria  for  Selection 

These  patients  had  received  other  forms  of 
treatment,  to  which  they  had  either  not  responded 
favorably,  or  improvement  had  been  only 
temporary.  Criteria  for  selection  were  presence 
of  overt  symptoms  of  psychosis  and  management 
problems.  Most  of  the  patients  were  delusional, 
hallucinating,  hostile,  assaultive,  withdrawn, 
seclusive,  or  untidy  in  appearance.  Some  of 
them  were  actively  homosexual.  A total  of 
25  male  cases  was  studied. 

The  ages  of  the  patients  ranged  between 
twenty-seven  and  seventy-one  years.  The  aver- 
age was  45.5  years.  The  distribution  is  shown  in 
Table  I.  Tables  II,  III,  and  IV  show,  respec- 
tively, distribution  of  cases  by  diagnosis,  distri- 
bution of  cases  according  to  year  of  first  hospital- 
ization, and  distribution  of  cases  according  to 
length  of  present  hospitalization.  The  patients 
were  all  chronically  ill,  with  a long  history  of 
illness. 


Read  at. the  New  York  State  Department  of  Mental  Hy- 
giene Interhospital  Conference,  New  York  City,  April  29, 
1957. 

* The  promazine  used  in  this  study  was  supplied  as  Sparine 
through  the  courtesy  of  the  Wyeth  Laboratories,  Philadel- 
phia, Pennsylvania. 


TABLE  I. — Age  Distribution 


Age  (Years) 

Number  of 
Patients 

Per  Cent 
of  Patients 

20  to  30 

2 

8 

30  to  40 

8 

32 

40  to  50 

4 

16 

50  to  60 

7 

28 

60  to  70 

3 

18 

70  to  80 

1 

4 

Total 

25 

100 

TABLE  II.— 

Distribution  of 

Cases  by  Diagnosis 

Number  of  Per  Cent 


Diagnosis 

Patients 

of  Patients 

Dementia  praecox 

17 

68 

Psychosis  with  cerebral  arterio- 

sclerosis 

1 

4 

Psychosis  with  mental  deficiency 

1 

4 

Psychosis  with  convulsive  disorder 

2 

8 

Psychosis  due  to  alcohol 

1 

4 

Psychosis  with  syphilis  of  the  cen- 
tral nervous  system,  meningo- 
encephalitic  type  (general 

paresis) 

3 

12 

Total 

25 

100 

TABLE  III. — Distribution  of  Cases  According  to  Year 
of  First  Hospitalization 


Number  of  Years 

Number  of  Patients 

3 to  5 

2 

6 to  10 

7 

11  to  15 

8 

16  to  20 

7 

21  to  25 

1 

TABLE  IV. — Distribution  of  Cases  According  to  Year 
of  First  Hospitalization 


Number  of  Years 

Number  of  Patients 

3 to  5 

6 

6 to  10 

9 

11  to  15 

7 

15  to  20 

3 

TABLE  V.— 

Dosages  of  Promazine 

Group 

Initial  Dose 
(mg.  Daily) 

Adjusted  Dose 
(mg.  Daily) 

Number  of 
Patients 

I 

100 

200 

12 

II 

200 

200  and  250 

8 and  5 

1294 


New  York  State  J.  Med. 


ORAL  TREATMENT  OF  CHRONICALLY  ILL  MENTAL  PATIENTS  WITH  PROMAZINE 


Previous  forms  of  treatment,  aside  from  specific 
medical  treatment  and  psychotherapy,  occupa- 
tional therapy,  etc.,  were  as  follows: 

1.  No  treatment  (four  patients).  Two 
patients  had  psychosis  with  syphilis  of  the  central 
nervous  system,  meningoencephalitic  type  (gen- 
eral paresis).  Two  patients  had  psychosis  with 
convulsive  disorder. 

2.  Electroconvulsive  treatment  (four  pa- 
tients). One  patient  had  dementia  praecox, 
catatonic,  one  had  dementia  praecox,  paranoid, 
one  had  psychosis  with  syphilis  of  the  central 
nervous  system,  meningoencephalitic  type  (gen- 
eral paresis),  and  one  had  psychosis  with  cerebral 
arteriosclerosis.  The  schizophrenics  in  this  group 
received  between  two  and  four  courses  of  electro- 
convulsive treatments  (average  of  18  treatments 
for  each  course).  The  other  two  patients  re- 
ceived only  one  course  of  eight  electroconvulsive 
treatments. 

3.  Insulin.  One  patient  had  simple  dementia 
praecox. 

4.  Electroconvulsive  treatments,  insulin,  and 
Metrazol  (eight  patients).  Three  patients  had 
dementia  praecox,  hebephrenic,  three  had 
dementia  praecox,  catatonic,  and  two  had 
dementia  praecox,  paranoid. 

5.  Lobotomy  in  addition  to  previously  men- 
tioned somatic  treatment  (four  patients).  Two 
patients  had  dementia  praecox,  catatonic,  one 
patient  had  dementia  praecox,  paranoid,  and 
one  patient  had  dementia  praecox,  hebephrenic. 

6.  Thorazine  only  (two  patients).  One 
patient  had  psychosis  with  mental  deficiency 
(slight  improvement),  and  one  patient  had 
dementia  praecox,  catatonic  (slight  improve- 
ment). 

7.  Thorazine  after  other  types  of  somatic 
treatment  (three  patients).  One  patient  had 
psychosis  due  to  alcohol:  acute  hallucinosis  (pre- 
vious electroconvulsive  treatment  number  1). 
One  patient  had  dementia  praecox,  hebephrenic 
(previous  all  above-mentioned  treatments).  One 
patient  had  dementia  praecox,  paranoid  (previous 
electroconvulsive  treatment,  several  courses). 
There  was  practically  no  improvement  noted 
from  Thorazine. 

8.  Serpasil  after  other  types  of  treatment. 
One  patient  had  dementia  praecox,  catatonic 
(previous  electroconvulsive  treatments,  Metrazol 
and  lobotomy).  There  was  slight  improvement 
noted. 


Administration  of  Promazine 

The  dosages  of  promazine  are  listed  in  Table 
V.  These  doses  were  adjusted  within  one  week’s 
time  in  the  first  group  and  within  two  weeks’  time 
in  the  second  group. 

Eight  of  the  patients  from  group  II  became 
very  drowsy  on  the  first  day  but  were  less  drowsy 
on  the  second  day.  By  the  end  of  the  first  week 
all  of  them  were  walking  around  as  alert  as  they 
were  before  treatment  was  started,  and  they  were 
allowed  usual  activities,  such  as  movies,  dances, 
occupational  therapy,  parties,  work  on  the  ward, 
etc.  Blood  pressure  and  pulse  were  checked  on 
all  patients.  There  was  a drop  in  blood  pressure 
of  between  5 and  20  points.  A few  cases  showed 
moderate  tachycardia.  There  were  no  com- 
plaints of  vertigo  during  the  first  eight  weeks  of 
treatment. 

Duration  of  Treatment 

1.  Of  all  the  patients  treated,  17  did  not  show 
any  improvement.  They  were  discontinued 
after  forty-four  days.  Complete  blood  counts 
done  on  all  of  these  were  normal. 

The  remaining  eight  patients  showed  some 
slight  changes  which  warranted  continuation  of 
treatment. 

2.  One  patient  (dementia  praecox,  catatonic) 
was  discontinued  after  fifty-one  days,  since  he  be- 
came very  weak  and  complained  of  vertigo. 
Orthostatic  hypotension  was  detected.  Com- 
plete blood  count  wTas  normal.  There  was  no 
improvement  of  his  mental  condition. 

3.  One  patient  (dementia  praecox,  paranoid) 
was  discontinued  after  seventy  days,  since  he 
had  moderate  fever,  leukocytosis,  and  complained 
of  vague  generalized  pain.  There  was  no  im- 
provement mentally.  Treatment  was  discon- 
tinued. 

4.  One  patient  (psychosis  with  convulsive 
disorder)  was  discontinued  after  ninety-eight 
days  because  a routine  blood  count  revealed  the 
following:  a hemoglobin  of  80  per  cent,  red  cell 
count  of  3,450,000,  white  cell  count  of  4,200,  with 
polymorphonuclears  54,  lymphocytes  44,  and 
eosinophils  2.  Anisocytosis  also  was  noted. 
The  patient  had  been  treated  with  Luminal  and 
Dilantin  for  several  years.  His  mental  status 
was  unchanged.  Sparine  was  discontinued. 
Luminal  and  Dilantin  were  continued.  He  re- 
ceived antibiotics,  liver  extracts,  and  vitamin  Bi2. 
Two  weeks  later  complete  blood  count  was  as 


April  15,  1958 


1295 


PALMER  AND  APOLITO 


follows:  hemoglobin  85  per  cent,  red  cell  count 
4,020,000,  white  cell  count  8,500,  with  poly- 
morphonuclears  66,  lymphocytes  28,  eosinophils 
5,  and  basophils  1.  Anisocytosis  was  not  noted. 
The  patient  continued  to  have  some  petit  mal 
seizures  during  treatment,  but  no  grand  mal 
seizures  occurred. 

5.  Five  patients  were  continued  on  promazine 
therapy  for  one  hundred  twenty  days.  The  re- 
sults of  treatment  were  as  follows: 

One  patient  with  syphilis  of  the  central  nervous 
system,  meningoencephalitic  type  (general 
paresis),  was  slightly  more  coherent  and  less 
talkative.  His  habits  were  unchanged. 

One  patient  with  psychosis  and  cerebral  arterio- 
sclerosis is  markedly  improved  at  the  present 
writing,  but  his  condition  has  been  characterized 
by  spontaneous  periods  of  improvement.  Dur- 
ing the  course  of  treatment  he  still  had  episodes 
characterized  by  excitement  and  hallucinations. 

One  patient  with  dementia  praecox,  paranoid, 
became  a little  less  withdrawn  and  tense. 

One  patient  with  dementia  praecox,  hebe- 
phrenic, became  slightly  more  kempt,  less 
withdrawn  and  confused,  but  still  hallucinating. 

One  patient  with  dementia  praecox,  catatonic, 
became  less  depressed  and  withdrawn  but  was  still 
hallucinating. 

None  of  the  patients  in  this  last  group  had 
received  either  Thorazine  or  reserpine  previously. 
Physical  examination  and  blood  counts  failed  to 
detect  any  complications  outside  of  the  ones  pre- 
viously mentioned. 

Results 

Four  patients,  or  16  per  cent,  were  slightly  im- 
proved. Twenty  patients,  or  80  per  cent,  were 


unimproved.  One  patient,  or  4 per  cent  un- 
ascertained. 

Although  these  results  are  not  encouraging,  it 
must  be  recognized  that  these  cases  were  ex- 
tremely chronic  and  that  many  of  them  had  had 
some  treatment  formerly  with  other  types  of 
somatic  therapy.  The  results  of  Barsa  and  Kline* 1 2 3 
were  somewhat  better  than  the  results  here  re- 
ported. 

Summary 

Twenty-five  mentally  ill  male  patients  were 
treated  with  promazine.  Administration  of 
the  drug  was  exclusively  oral.  The  dosage  varied 
between  100  and  250  mg.  daily.  Duration  of 
treatment  was  from  forty-four  to  one  hundred 
twenty  days. 

The  side-effects  were  profound  drowsiness  in 
one  third  of  the  patients,  which  lasted  only  a 
few  days.  Blood  pressure  dropped  moderately. 
Only  one  patient  had  to  be  discontinued  for 
orthostatic  hypotension. 

One  patient  who  was  also  receiving  Luminal 
and  Dilantin  develope  leukopenia  with  anisocy- 
tosis, which  improved  within  two  weeks  after 
Sparine  was  discontinued. 


Acknowledgments. — The  authors  wish  to  thank  Mr. 
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Heroes  are  created  by  'popular  demand , sometimes  out  of  the  scantiest  materials.  . .such  as 
the  apple  that  William  Tell  never  shot,  the  ride  that  Paul  Revere  never  finished , the  flag  that 
Barbara  Frietchie  never  waved. — Gerald  White  Johnson 
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Simultaneous  Primary  Resection  and 
Thoracoplasty  for  Pulmonary  Tuberculosis* 

A Review  of  87  Cases 


ALLAN  STRANAHAN,  M.D.,  THOMAS  S.  REEVE,  M.D.,  RALPH  D.  ALLEY,  M.D.,  HARVEY  W.  KAUSEL, 
M.D.,  AND  ALAN  S.  PECK,  M.D.,  ALBANY,  NEW  YORK,  AND  JAMES  M.  BLAKE,  M.D., 

SCHENECTADY,  NEW  YORK 

C From  the  Department  of  Surgery , Albany  Medical  College  and  Albany  Hospital , and  the  Glenridge  Sanatorium , 

Schenectady , New  York) 


Interest  in  the  development  of  resectional 
therapy  for  pulmonary  tuberculosis  reached 
a peak  during  the  period  1946-1951.  Having  es- 
tablished the  principal  of  coordinated  antituber- 
culous drug  therapy  and  resectional  surgery  on  a 
sound  rational  basis,  investigators  then  diverted 
much  of  the  energy  and  enterprise  which  had  been 
devoted  previously  to  the  study  of  tuberculosis  to 
the  rapidly  developing  field  of  cardiovascular 
surgery.  Nevertheless,  there  remain  many  un- 
solved problems  in  the  surgical  therapy  of  pul- 
monary tuberculosis.  Among  these  is  the  ques- 
tion of  the  management  of  overdistension  of  the 
remaining  lung  tissue  following  resection.  To 
combat  the  resultant  decrease  in  respiratory  effi- 
ciency and  the  risk  of  reactivation  of  old  disease, 
particularly  in  those  patients  already  suffering 
from  varying  degrees  of  pulmonary  emphysema 
and  fibrosis,  many  clinics  introduced  the  concept 
of  first-  and  second-stage  thoracoplasties  after 
pneumonectomy  and  first-stage  thoracoplasty 
after  lobectomy  as  measures  to  decrease  the  re- 
sidual intrathoracic  dead  space. 

Despite  the  fact  that  primary  pulmonary  re- 
section is  now  accepted  in  the  treatment  of  pul- 
monary tuberculosis,  postresectional  thoraco- 
plasty is  still  a somewhat  controversial  procedure, 
specifically  as  regards  its  necessity,  and  if  uti- 
lized, its  timing  in  relation  to  resection. 

Feeling  that  staging  of  the  thoracoplasty  was 
an  unnecessary  maneuver,  Iverson  and  Skinner1 
in  1949  performed  successfully  three  pneumonec- 
tomies with  concomitant  thoracoplasty.  Twenty- 
six  cases  of  resection  and  thoracoplasty  for  pul- 

* This  work  was  sponsored  in  part  by  the  Albany  County 
Tuberculosis  Association  and  the  Schenectady  County  Tuber- 
culosis and  Health  Association.  Cases  also  include  patients 
from  Saratoga,  Warren,  and  Hekimer  County  Sanatoria, 
New  York. 


TABLE  I. — Sex  Distribution 


Sex 

Number  of  Cases 

Per  Cent 

Male 

40 

46 

Female 

47 

54 

Total 

87 

100 

TABLE 

II. — Age  Distribution 

Age  (Years) 

Number  of  Cases 

Per  Cent 

0 to  9 

0 

0 

10  to  19 

4 

4.6 

20  to  29 

29 

33.3 

30  to  39 

31 

35.7 

40  to  49 

13 

14.9 

50  to  59 

9 

10.3 

60  to  69 

1 

1.2 

Total 

87 

100.0 

monary  tuberculosis  were  reported  by  Samson, 
Dugan,  and  Harper2  in  1950  with  a mortality  of 
four  per  cent.  Conklin,  Tuhey,  and  Grismer3  in 
1951  maintained  that  late  bronchopleural  fistula 
and  empyema  are  largely  prevented  by  this 
method. 

Critics  of  pulmonary  resection  with  concomi- 
tant thoracoplasty  quote  in  their  criticism  in- 
creased morbidity  from  compound  surgical  pro- 
cedures and  from  lengthened  operating  time, 
greater  trauma,  postoperative  paradoxical  res- 
piration, increased  spread  and  reactivation  of  the 
tuberculous  process,  higher  mortality,  and  poorer 
long-term  results.  It  is  our  purpose  here  to  assess 
this  problem  and  to  add  our  experience  to  that  of 
others. 

Material  and  Indications 

Of  approximately  200  cases  of  resection  for 
tuberculosis  at  the  Albany  Hospital  and  the 
Glenridge  Sanatorium  during  the  period  October 
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TABLE  III. — Types  of  Operations  TABLE  IV. — Postoperative  Complications 


Operation*  Number  of  Cases  Percent 


Pneumonectomy 

3 

3.4 

Right  upper  lobectomy 
Right  upper  lobectomy  and 

32 

36.6 

other  segments 

30 

34.9 

Left  upper  lobectomy 

Left  upper  lobectomy  and  other 

11 

12.6 

segments 

4 

4.6 

Segmental  resection 

6 

6.8 

Wedge  resection 

1 

1.1 

Total 

87 

100.0 

* All  cases  had  concomitant  thoracoplasty.  Eleven  cases 
had  simultaneous  decortication  of  remaining  lobe  or  lobes. 


9,  1950,  to  December  31,  1954,  there  have  been 
87  cases  of  primary  pulmonary  resection  with 
simultaneous  modified  thoracoplasty. 

In  this  series  of  87,  40  (46  per  cent)  were  males 
and  47  (54  per  cent)  females  (Table  Iy,  ranging  in 
age  from  the  second  through  the  seventh  decades 
(Table  II),  with  a majority  in  the  third  and 
fourth  decades. 

The  group  younger  than  the  third  decade 
rarely  needs  thoracoplasty,  except  after  pneu- 
monectomy, since  the  3roung  elastic  lung  readily 
fills  the  space  left  after  resection. 

Thoracoplasty  was  done  at  the  time  of  pneu- 
monectomy, lobectomy,  or  segmental,  multiple 
segmental,  or  wedge  resection  (Table  III).  In 
11  instances  resection  was  accomplished  with  de- 
cortication of  the  remaining  lobe  or  lobes.  In 
only  seven  cases  where  less  than  lobectomy  was 
performed  did  we  feel  that  thoracoplasty  was 
necessary,  because  in  the  majority  the  remaining 
lung  adequately  filled  the  space. 

Before  any  patient  was  considered  for  resec- 
tional therapy  a complete  evaluation  was  made 
which  included  pulmonary  function  studies.  The 
patients  had  predominantly  unilateral  upper  lobe 
disease  of  a nodular  or  cavitary  nature.  If  the 
contralateral  lung  was  involved,  it  was  believed 
desirable  that  such  disease  be  stable  before  re- 
section was  attempted.  All  patients  were  on  drug 
therapy  at  the  time  of  surgery,  although  drugs 
had  been  given  for  varying  lengths  of  time. 
Positive  sputum  at  the  time  of  surgery  was  not 
considered  a contraindication,  but  a negative  spu- 
tum was  generally  present  before  surger}r. 
Eleven  patients  had  received  previous  pneu- 
mothorax therapy;  those  who  were  decorticated 
were  among  these.  In  all  patients  preoperative 
bronchoscopy  was  performed,  and  no  case  with 
active  endobronchial  disease  was  accepted  for 
surgery. 


Major  Complications  Number  of  Cases  Per  Centage 


Postoperative  hemorrhage, 

thoracotomy 

1 

1.1 

Empyema  (nontuberculous) 

1 

1.1 

Bronchopleural  fistula  and 

tuberculous  empyema 

1 

1.1 

Total 

3 

3.3 

Technic 

Commencing  with  a curved  subscapular  skin 
incision  about  one  inch  lateral  to  the  spine  of  the 
second  dorsal  vertebra,  the  operator  next  identi- 
fies the  auscultatory  triangle.  The  latissimus 
dorsi  muscle  is  freed  by  finger  dissection  on  its 
posterior  aspect  and  divided.  The  serratus  an- 
terior, after  being  likewise  mobilized,  is  severed 
near  its  origin  in  order  to  preserve  its  function. 
The  trapezius  and  rhomboid  muscles  are  then 
divided  posteriorly  to  obtain  adequate  exposure. 
The  pleura  is  entered  through  the  bed  of  the 
fourth  rib,  and  in  most  instances  a short  posterior 
segment  of  the  fifth  rib  is  excised.  In  those  pa- 
tients in  whom  pleural  symphyses  have  become 
established,  the  lungs  are  mobilized  extra- 
pleurally. 

The  patient’s  condition  following  pulmonary 
resection  is  carefully  reassessed,  and,  if  considered 
satisfactory,  the  concomitant  thoracoplasty  is 
performed.  The  second  and  third  ribs  are  excised 
subperiosteally  to  the  transverse  processes  of  the 
vertebra.  B}r  limiting  this  resection  to  relatively 
short  posterior  segments,  excessive  paradoxical 
motion  of  the  anterior  chest  wall  is  prevented. 
The  extra  operating  time  seldom  exceeds  fifteen 
minutes.  With  the  thoracoplasty  completed, 
intercostal  catheters  are  placed  anteriorly  and 
posteriorly  and  attached  to  water  seal  drainage. 
The  musculature,  subcutaneous  tissue,  and  skin 
are  customarily  closed  with  silk. 

Results 

Of  the  87  patients  three  (3.3  per  cent)  suffered 
postoperative  complications  of  a sufficiently 
severe  nature  to  require  subsequent  surgical  inter- 
vention (Table  IV).  The  first  patient  sustained  a 
severe  postoperative  hemorrhage  on  the  evening 
of  the  operative  day,  which  was  controlled  by 
ligation  of  a bleeding  intercostal  artery.  The 
second  patient  developed  a nontuberculous 
empyema  requiring  thoracotomy  drainage,  and 
the  third  patient  formed  a bronchopleural  fistula 
with  tuberculous  empyema,  which  eventually  was 
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TABLE  V. — Patients  with  Positive  Sputum  After 
Operation 


Time 

Since 

Resection 

(Years) 

Number 

of 

Cases 

Per  Cent 
of 

Total 

Cases 

Number 
of  Cases 
With 
Positive 
Sputum 

Per  Cent 
of  Total 
Cases 

Less  than  1 

1 

1.1 

1 

1.1 

1 to  2 

10 

11.4 

3 

3 4 

2 to  3 

29 

33.6 

1 

1.1 

3 to  4 

20 

23.0 

0 

0 

4 to  5 

19 

21.7 

0 

0 

5 plus 

8 

9.2 

0 

0 

Total 

87 

100.0 

5 

5.6 

resolved  by  pneumonectomy. 

None  of  the  87  patients  died  in  the  postopera- 
tive period,  and  all  of  them  were  still  alive  at  the 
time  of  recent  follow-up. 

Paradoxical  respiration  has  not  been  significant. 
The  longest  period  any  patient  required  post- 
operative oxygen  was  twenty-four  hours.  No 
spread  or  reactivation  of  disease  have  been  ob- 
served. Sputum  remained  or  became  negative 
within  one  month  of  resection  in  94  per  cent  of 
cases. 

Of  the  five  patients  who  subsequently  de- 
veloped a positive  sputum  on  one  or  more  occa- 
sions (Table  V),  two  had  contralateral  cavitary 
disease  at  time  of  surgery.  One  of  these  had  a 
contralateral  resection.  The  other  can  be  con- 
sidered a surgical  failure.  A decortication  of  the 
remaining  lung  tissue  was  done  at  the  time  of  his 
resection  and  thoracoplasty  in  an  attempt  to  im- 
prove his  pulmonary  function.  However,  suffi- 
cient improvement  did  not  occur  to  permit  con- 
tralateral surgery.  It  might  be  added  that  this 
failure  was  predictable  on  the  basis  of  preopera- 
tive bronchospirometric  studies,  and  he  is  re- 
garded to  be  the  only  individual  in  the  series  who 
was  not  well  selected  for  surgery.  The  three 
other  cases  exhibited  an  isolated  positive  sputum 
on  culture  eighteen  months,  twrenty-one  months, 
and  two  years,  respectively,  subsequent  to  sur- 
gery. These  positive  cultures  could  not  be  dupli- 
cated, and  these  patients  continue  to  be  clinically 
and  radiographically  well. 

Comment 

The  previously  outlined  criticisms  of  simul- 
taneous pulmonary  resection  with  concomitant 
thoracoplasty  have  been  met  by  the  favorable  re- 
sults obtained  in  this  series  of  87  cases.  The  pro- 
cedure was  tolerated  well,  carried  a low  morbid- 
ity, and  no  mortality  was  experienced.  By 


eliminating  a second-stage  operation,  the  patient 
is  not  only  benefited  economically  but  also  spared 
the  psychologic  trauma  of  multiple  surgical  pro- 
cedures. 

The  decision  to  perform  a simultaneous  thora- 
coplasty in  patients  undergoing  resection  was 
based  on  clinical  judgment  at  operation.  The 
factors  on  which  this  decision  was  based  were  the 
extent  of  resection,  preoperative  pulmonary 
function  tests,  the  observed  elasticity  of  the  re- 
maining lung  tissue,  and  the  general  condition  of 
the  patient. 

The  low  postoperative  morbidity  in  this  series 
is  attributed  to  the  rapid  and  complete  oblitera- 
tion of  the  pleural  space  produced  by  the  thora- 
coplasty (Himmelstein,  et  al.4).  The  physiologic 
handicap  resulting  from  thoracoplasty  demon- 
strated by  Stead5  and  Bjork  and  Hilty6  does  not 
apply  to  the  early  postoperative  experience  of 
these  patients  because  their  studies  were  done  on 
patients  undergoing  more  extensive  conventional 
five-rib  thoracoplasty  with  apicolysis.  Adequate 
tailoring  of  the  ribs  with  care  not  to  go  unneces- 
sarily far  anteriorly  and  a substantial  firm  dress- 
ing overcome  much  of  the  paradox  and  pain 
factors,  which  not  only  impair  respiration  but 
handicap  cough  and  are  conducive  to  postopera- 
tive atelectasis  and  spread  of  disease.  Early 
obliteration  of  the  pleural  space  by  thoracoplasty 
not  only  reduces  the  pleural  and  pulmonary  post- 
operative morbidity  but  also  prevents  the  long- 
term deleterious  effect  of  constant  overdistention 
of  the  residual  lung  tissue. 

It  has  long  been  accepted  that  overdistended 
lungs  function  with  impaired  efficiency.  This  is 
particularly  true  when  the  pulmonary  elastic 
reserve  has  been  compromised  by  pulmonary 
fibrosis  or  emphysema.  The  work  of  Gaensler 
and  Strieder7  and  of  our  group8  tends  to  confirm 
the  fact  that  pulmonary  function  is  conserved  by 
postpneumonectomy  thoracoplasty.  Efforts  to 
arrive  at  objective  criteria  for  determining  in 
which  patients  needing  resection  less  than  pneu- 
monectomy, pulmonary  function  will  be  improved 
by  a thoracoplasty,  have  created  a zone  of  contro- 
versy at  the  lobectomy  level.  It  is  not  intended 
in  this  presentation  to  enter  this  controversy.  It 
is  our  impression,  however,  that  the  posterior 
ends  of  the  second,  third,  and  fourth  ribs  contrib- 
ute little  to  pulmonary  function,  and  that,  if 
after  resection  of  the  area  of  disease  the  lung  fails 
to  fill  adequately  the  pleural  space  with  little  or 
no  observable  overdistention,  a thoracoplasty 
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should  be  done. 

Conclusions 

In  our  series  we  have  demonstrated  that  one- 
stage  pulmonary  resection  and  thoracoplasty  can 
be  performed  safely.  Carefully  modified  thora- 
coplasty is  free  of  many  of  the  previously  de- 
scribed objections  and  obtains  a satisfactory 
space-filling  defect.  Objections  to  the  double 
procedure  are  not  substantiated  in  our  experience. 
Indeed,  in  selected  cases  this  procedure  is  held  to 
be  the  one  of  choice. 

Summary 

1.  Eighty-seven  patients  who  had  pulmonary 
resection  for  tuberculosis  with  concomitant  modi- 
fied thoracoplasty  have  been  studied  postopera- 
tively. 

2.  Major  complications  were  present  in  three 


cases  or  3.3  per  cent  of  the  series. 

3.  There  were  no  deaths  nor  instances  of 
spread  or  reactivation  of  their  disease. 

4.  A modified  thoracoplasty  of  ribs  two,  three, 
and  four  is  described,  which  is  less  deforming  and 
which  allows  greater  shoulder  function. 

5.  General  results  demonstrate  this  operation 
to  be  a valuable  procedure  in  the  treatment  of 
selected  cases  of  pulmonary  tuberculosis. 
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The  beneficial  effect  of  pentaerythritol  (Peri- 
trate) in  acute  and  chronic  cardiac  insuffi- 
ciency is  quite  generally  accepted.  This  has  been 
documented  by  the  work  of  Winsor  and  Hum- 
phreys and  more  recently  by  Russek  and  Zohman.1 
In  1952  the  effect  of  this  preparation  on  the 
symptoms  of  peripheral  arterial  disease  was 
studied  with  favorable  results.2  In  1955  plethys- 
mographic  investigation  of  Peritrate  confirmed 
the  value  of  this  drug  by  indicating  a potentiality 
of  producing  definite  increases  in  the  rate  of 
blood  flow  in  the  digits.3  In  all  of  these  studies 
the  fact  was  never  minimized  that  the  antagonis- 
tic action  of  smoking  must  be  overcome  in  each 
case  under  investigation  by  rigid  prohibition  of 
the  use  of  nicotine  in  any  form. 

The  earlier  studies  were  concerned  with  a dos- 
age ranging  from  10  to  30  mg.  of  Peritrate  three 
tunes  a day.  Each  tablet  of  the  drug  contained 
10  mg.  of  Peritrate.  To  minimize  the  annoyance 
of  frequent  medication  and  the  consequent  spas- 
modic action  of  the  drug,  a new  form  has  been  in- 
troduced containing  a total  of  80  mg.  of  Peritrate 
divided  into  two  parts  in  the  same  tablet,  each 
division  being  released  and  absorbed  at  different 
rates.  A 20-mg.  portion  of  the  tablet  is  released 
immediately  and  the  remaining  60-mg.  portion  is 
released  slowly  over  a period  of  approximately 
eight  hours.  Thus,  the  patient  can  take  one  tab- 
let in  the  morning  and  one  tablet  at  night  and 
obtain  a therapeutic  blood  level  throughout  most 
of  the  twenty-four-hour  period. 

The  present  study  deals  with  22  patients  with 
arteriosclerosis  obliterans  of  the  lower  extremities, 
treated  at  the  Stuyvesant  Polyclinic  and  in  pri- 
vate practice  over  a period  ranging  from  three 
months  to  a year  (Table  I).  Thirteen  of  these 
cases  were  female,  and  nine  were  male.  The  ages 
ranged  from  fifty-two  to  seventyT-seven.  Dia- 
betes was  present  in  three  cases.  Examinations 
were  conducted  weekly,  and  the  results  were 
noted  after  a minimum  of  three  months  treat- 
ment. Of  these  22  cases,  18  showed  improvement 
in  walking  ranging  from  1 to  10  city  blocks. 


TABLE  I. — Results  with  22  Patients  Taking  Peritrate 


Patient 

Sex 

Age 

(Years) 

Walking 

Improved 

Increased 

Reading 

(Oscillo- 

metric) 

R.  B. 

F 

60 

+ 

+ 

P.  C. 

M 

60 

+ 

+ 

R.  C. 

F 

62 

+ 

— 

R.  E. 

F 

67 

+ 

+ 

I.  E. 

F 

65 

+ 

4- 

H.  G. 

M 

65 

+ 

+ 

H.  H. 

M 

67 

+ 

— 

L.  K. 

F 

64 

+ 

— 

M.  K. 

M 

70 

— 

— 

S.  K. 

M 

70 

— 

— 

S.  L. 

M 

73 

+ 

— 

L.  L. 

F 

66 

+ 

+ 

A.  L. 

F 

77 

+ 

— 

J.  L. 

M 

71 

+ 

— 

D.  M. 

M 

74 

— 

— 

F.  M. 

F 

66 

+ 

+ 

L.  M. 

F 

52 

+ 

+ 

M.  P. 

F 

58 

+ 

— 

A.  R. 

M 

72 

— 

— 

F.  S. 

F 

55 

+ 

+ 

S.  S. 

F 

60 

+ 

+ 

L.  W. 

F 

56 

+ 

+ 

Because  of  the  importance  of  some  objective  evi- 
dence to  supplement  the  purely  subjective  im- 
provement, oscillometric  readings  were  made  at 
intervals  of  one  month,  readings  being  taken  at 
the  ankle  level  in  every  case.  The  Taylor  record- 
ing oscillometer  was  used.  Realizing  the  errors 
inherent  in  the  mechanical  oscillometers  available 
today,  every  effort  was  made  to  standardize  the 
readings  obtained  in  the  investigation.  All  read- 
ings were  made  personally  by  the  author,  using 
the  same  apparatus  for  every  patient.  In  placing 
the  cuff,  it  was  automaticaUy  positioned  in  the 
same  manner  each  time  as  a matter  of  habit. 
Therefore,  the  error  resulting  from  these  factors 
in  oscillometer  examinations  can  be  considered 
insignificant  for  practical  purposes.  A more  re- 
liable and  accurate  oscillometer  is  that  recently 
developed  by  Travis  Winsor.4  Eleven  cases 
showed  improvement  in  oscillometric  readings 
after  a minimum  of  three  months  of  treatment. 
It  is  important  to  note  that  cases  with  zero  read- 
ings at  the  ankle  level  taken  with  the  mechani- 
cal osciHometer  may  in  future  studies  show 
improvement  in  readings  with  the  more  sen- 
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sitive  electronic  oscillometer.  A description  of 
this  new  apparatus  will  be  published  in  a future 
communication. 

Comment 

This  clinical  study  of  the  effectiveness  of  Peri- 
trate  in  the  form  of  a sustained  action  preparation 
indicates  symptomatic  improvement  in  78  per 
cent  of  the  cases  studied.  The  outstanding  symp- 
tom was  a cramp  or  ache  in  the  effected  extremity. 
In  some  cases  both  legs  were  involved.  Other 
symptoms  were  numbness  and  coldness  of  the 
toes  and  in  some  cases  pain  in  the  feet  only.  All 
symptoms  were  aggravated  by  walking.  In  the 
majority,  the  symptoms  were  ameliorated  but  not 
completely  relieved.  Fifty  per  cent  of  the  cases 
showed  some  increase  in  the  oscillometric  readings 
at  the  ankle  level  after  three  months  or  more  of 
treatment.  A minimum  of  three  weeks  of  treat- 
ment was  necessary  for  the  appearance  of  im- 
provement in  symptoms.  In  three  cases  with 
readings  of  zero  at  the  ankle  level  there  was  no 
improvement  in  either  symptoms  or  oscillometric 
readings  after  six  months  of  treatment.  This 
would  seem  to  indicate  a minimum  of  collateral 
circulation  in  the  affected  leg  with  corresponding 
difficulty  in  obtaining  dilatation. 

An  extremely  important  advantage  in  the  use 
of  Peritrate  in  arteriosclerosis  obliterans  is  its 
beneficial  effect  on  the  symptom  of  angina  pec- 
toris. This  property  of  the  drug  has  been  studied 
and  reported  by  several  cardiologists.  Since  most 


cases  of  arteriosclerosis  obliterans  in  the  advanced 
age  group  have  some  coronary  artery  or  myocar- 
dial disease,  the  advantage  of  Peritrate  is  obvious. 
This  is  important  to  emphasize,  since  some  drugs 
with  rapid  and  powerful  vasodilating  action  have 
a tendency  to  initiate  sudden  thrombosis  in  major 
arteries  because  of  the  production  of  precipitous 
hypotension.  It  is  safer,  therefore,  in  the  older 
age  group  to  utilize  the  slower  vasodilators  such 
as  Peritrate. 

No  noticeable  or  annoying  side-effects  have 
been  noted  with  sustained  action  Peritrate. 

Conclusion 

Clinical  study  of  22  cases  of  arteriosclerosis  ob- 
literans, treated  with  sustained-action  Peritrate 
over  a period  of  three  months  to  a year,  showed 
symptomatic  improvement  in  78  per  cent  and 
improved  oscillometric  readings  in  50  per  cent. 
This  form  of  Peritrate  is  desirable  because  of  its 
convenience  in  administration  and  its  recognized 
favorable  action  in  angina  pectoris,  which  fre- 
quently accompanies  peripheral  arteriosclerosis. 

151  East  83rd  Street 
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A Critical  Appraisal  of  Anticoagulants  for  Short-Term  and 
Long-Term  Use  in  the  Management  of  Myocardial  Infarction 
and  Systemic  Arterial  Embolism — Part  II 

CHARLES  K.  FRIEDBERG,  M.D.,  NEW  YORK  CITY 
( From  the  Division  of  Cardiology , Department  of  Medicine , the  Mount  Sinai  Hospital ) 


Selective  Use  of  Anticoagulants: 

Good  Risk  and  Poor  Risk  Cases 

Russek  and  Zohman2  and  many  others,  while 
admitting  the  value  of  anticoagulants  in  acute 
myocardial  infarction,  have  recommended  that 
their  use  should  be  confined  to  the  more  serious 
“poor  risk”  patients  for  whom  their  value  has 
been  demonstrated.  They  are  opposed  to  their 
administration  to  the  majority  of  patients  with 
myocardial  infarction  who  comprise  the  so-called 
good  risk  cases,  since  in  this  group  the  expected 
mortality  is  4 per  cent  or  less  and  this  low 
mortality  cannot  be  further  reduced  by  anti- 
coagulant drugs.  Any  possible  benefit  from  these 
drugs  is  said  to  be  outweighed  by  the  risks  of 
hemorrhage,  by  their  costliness,  and  the  burden 
of  their  administration.  They  claim  that  the 
poor  risk  cases  can  be  distinguished  by  the  fol- 
lowing criteria  which  can  be  determined  at  the 
onset  of  the  attack:  history  of  previous  myo- 
cardial infarction,  intractable  pain,  extreme 
degree  or  persistence  of  shock,  significant  en- 
largement of  the  heart,  gallop  rhythm,  congestive 
heart  failure,  arrhythmias  such  as  atrial  fibril- 
lation or  flutter,  ventricular  tachycardia  or 
intraventricular  block,  diabetic  acidosis,  or 
states  predisposing  to  thrombosis. 

In  a series  of  489  good  risk  cases  the  mortality 
rate  was  only  3.1  per  cent  in  contrast  with  a 
mortality  rate  of  60  per  cent  in  558  poor  risk 


TABLE  II. — “Good  Risk”  and  “Poor  Risk”  Acute 
Myocardial  Infarction  (Russek  and  Zohman) 


Cases 

(Number) 

Mor- 
tality 
(Per  Cent) 

Thrombo- 
embolism 
(Per  Cent) 

Poor  Risk 

558 

60 

Good  Risk 
(1952) 

489 

3.1 

0.8 

Good  Risk 
(1957) 

511 

3.5 

3.7 

cases  (Table  II).  The  incidence  of  thrombo- 
embolism was  said  to  be  only  0.8  per  cent.  In  a 
later  study  of  511  good  risk  cases  of  acute  myo- 
cardial infarction  the  mortality  rate  was  3.5 
per  cent,  and  there  were  thrombo-embolic  com- 
plications in  3.7  per  cent  of  the  cases.2  The 
first  series  of  cases  was  studied  retrospectively 
from  clinical  records.  Of  the  second  group,  248 
were  treated  and  observed  by  the  authors  in 
hospital  wards  or  private  practice,  and  138  were 
seen  in  consultation,  while  125  did  not  come  under 
their  direct  observation. 

Many  criticisms  have  been  leveled  at  their 
recommendation  of  limited  use  of  anticoagulants 
in  poor  risk  cases.  A careful  consideration  of 
the  criteria  used  to  differentiate  good  risk  and 
poor  risk  cases  will  indicate  that  there  must  be 
considerable  difference  of  opinion  in  many  cases 
with  respect  to  the  absence  or  presence  of  some 
of  the  individual  criteria.  It  is  doubted  that  an 
accurate  differentiation  of  the  two  categories 


April  15,  1958 


1303 


CHARLES  K.  FRIEDBERG 


can  be  made  in  the  individual  patient  at  the  onset 
of  the  attack  or  when  the  patient  is  first  seen. 
If  anticoagulants  are  to  be  employed  effectively, 
they  must  be  started  preferably  in  the  first 
twenty-four  hours  of  the  attack. 

In  a study  of  107  patients  with  acute  myo- 
cardial infarction  studied  by  Halpern  and  as- 
sociates26 the  prognosis  was  ventured  after  twenty- 
four  hours  and  again  after  forty-eight  hours. 
The  initial  classification  as  to  mild,  i.e.,  good 
risk  or  poor  risk  cases  was  reversed  in  31  (30  per 
cent)  of  the  cases.  Six  of  the  107  patients  were 
transferred  from  the  good  to  the  poor  risk  cate- 
gory after  twenty-four  hours,  and  four  of  these 
died.  Twenty-four  originally  classified  as  poor 
risk  were  later  transferred  to  the  good  risk 
category.  This  study  has  been  criticized  be- 
cause the  authors  did  not  adhere  to  the  criteria 
recommended  by  Russek  and  Zohman.  How- 
ever, using  these  criteria  I have  many  times  ob- 
served the  need  for  a change  in  classification 
from  that  ventured  at  the  onset  of  the  illness. 

1 have  also  noted  uncertainty  or  disagreement 
among  different  observers  seeing  the  same  patient 
the  first  day  of  illness  as  to  whether  or  not  there 
was  a history  of  previous  myocardial  infarction, 
gallop  rhythm,  cardiac  enlargement  and  con- 
gestive heart  failure,  or  shock.  Atrial  fibril- 
lation and  other  arrhythmias  have  appeared  after 
the  first  twenty-four  hours,  requiring  a change 
in  classification.  The  definition  of  severe  or 
intractable  pain  is  not  a sharp  one. 

Wright27  has  stressed  the  importance  of  avoid- 
ing nonfatal  embolic  accidents,  such  as  cerebral 
and  peripheral  embolism,  by  the  use  of  anti- 
coagulants even  if  the  mortality  rate  is  not 
greatly  diminished  in  the  milder  cases.  Burton28 
reported  a mortality  of  5 per  cent  with  thrombo- 
embolism in  11.5  per  cent  in  untreated  good  risk 
cases  as  compared  with  the  lower  mortality  of 

2 per  cent  and  the  lower  incidence  of  6 per  cent 
thrombo-embolism  in  patients  treated  with 
Dicumarol. 

There  is  objection  to  the  use  of  the  term  mild 
or  low  risk  in  patients  with  any  possible  mortality, 
such  as  3 or  4 per  cent,  or  when  serious  nonfatal 
embolism  can  occur.  If  it  is  accepted  that  anti- 
coagulants are  of  benefit  in  acute  myocardial 
infarction,  then  it  may  be  argued  that  they  should 
be  utilized  in  all  cases  of  the  disease  when  there 
is  no  contraindication,  for  the  saving  of  even 
isolated  fives  or  the  prevention  of  crippling 
emboli  cannot  be  disregarded  when  the  individual 


patient  and  his  family  are  concerned. 

Long-Term  Anticoagulant  Therapy 

Several  groups  of  investigators  have  now  re- 
ported favorable  studies  on  the  long-term  ad- 
ministration of  anticoagulants  to  patients  who 
had  recovered  from  an  acute  myocardial  in- 
farction. Evaluation  of  the  efficacy  of  such  treat- 
ment appears  formidable  inasmuch  as  after  ten 
years  there  is  no  unanimity  in  judging  the  value 
of  anticoagulants  in  treatment  of  the  acute  attack. 
The  acute  attack  of  myocardial  infarction  is 
associated  with  a fairly  definite  course  and 
definite  outcome  in  comparison  with  the  much 
more  variable  course  and  outcome  after  recovery 
from  the  attack.  There  is  much  more  knowledge 
of  the  mortality  rate  and  incidence  of  complica- 
tions during  the  acute  attack  than  during  the 
longer  period  which  follows  recovery  from  the 
attack.  A study  of  treated  and  untreated  pa- 
tients during  the  acute  attack  yields  comparative 
results  as  to  complications  and  mortality  in  a 
few  weeks  or  months.  Many  years  of  long-term 
therapy  will  have  to  elapse  before  comparable 
statistics  are  obtained. 

There  is  no  accepted  policy  as  to  the  tj^pe  of 
patient  who  should  be  given  long-term  antico- 
agulant therapy.  At  first  it  appeared  most  de- 
sirable to  treat  those  who  had  suffered  more  than 
one  myocardial  infarction  or  those  who  had  suf- 
fered systemic  arterial  emboli  during  their  acute 
attack  or  subsequently.  As  favorable  results 
were  reported,  it  appeared  more  logical  to  utilize 
anticoagulants  for  the  possible  prevention  of 
recurrent  myocardial  infarction  and  for  prolon- 
gation of  fife  in  those  who  had  suffered  a single 
myocardial  infarction  than  to  wait  for  patients  to 
sustain  the  risk  of  at  least  a second  infarct.  Fur- 
thermore, since  angina  pectoris  occurs  before  an 
overt  mj^ocardial  infarction  in  about  half  of  the 
latter  cases,  and  since  angina  pectoris  is  usually 
associated  with  coronary  thrombosis  with  or 
without  infarction,  long-term  anticoagulant  ther- 
apy has  been  administered  to  large  groups  of 
patients  with  this  symptom  in  the  hope  of  pre- 
venting the  more  serious  cardiac  infarct.  Re- 
cently Waaler29  reported  his  observations  fol- 
lowing persistent  anticoagulant  therapy  on  275 
patients  with  angina  pectoris  for  an  average  of 
two  and  one-half  years.  The  mortality  rate  and 
frequency  of  myocardial  infarctions  were  found 
to  be  significantly  diminished  and  the  anginal 
distress,  as  measured  by  effort  tolerance,  to  be 
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TABLE  III. — Prognosis  After  Recovery  Acute  Myo- 
cardial Infarction 


Per  Cent  Survival 


Author 

Cases 

(Num- 

ber) 

. After- 

1 5 

year  years 

10 

years 

Katz,  (1949)30 

353 

76 

22 

Sigler  (1951)31 

1176 

45 

11 

Waldron  (1951)32 

1551 

91 

69 

55 

Eckerstrom  (1951) 33 

109 

67 

30 

Robb  (1953) 34 

161 

92 

70 

50 

Cole  (1954) 35 

285 

67 

44 

Weiss  (1956) 36 

211 

52 

36 

Richards  (1956) 37 

162 

81 

74 

63 

greatly  improved. 

In  assessing  the  effect  of  long-term  anticoagu- 
lant therapy  in  patients  recovered  from  myo- 
cardial infarction,  a comparison  of  mortality 
rates  has  been  made  with  those  in  patients  who 
were  untreated  and  whose  course  had  been  pre- 
viously reported  by  other  investigators.  Occa- 
sionally comparison  has  been  made  with  patients 
who  refused  or  could  not  be  given  long-term  anti- 
coagulant treatment  after  their  myocardial 
infarction.  Neither  method  is  as  satisfactory  as 
the  alternate  case  method  generally  used  in 
studies  of  the  acute  attack. 

The  utilization  of  previous  mortality  statistics 
of  patients  following  recovery  from  a myocardial 
infarct  is  hampered  by  variations  in  such  data 
reported  by  different  investigators,  by  variations 
in  the  severity  of  the  cases  studied,  and  by  a 
tendency  for  the  more  recent  studies  to  include 
milder  cases  with  more  favorable  outlook.  This 
point  is  disclosed  in  Table  III.30"'37  Note  that 
the  report  of  Katz  and  associates30  in  1949  was 
made  from  the  same  clinic  as  the  report  by  Cole 
and  associates  in  1954. 35  Yet  the  reported  prog- 
nosis was  much  better  in  the  latter  study.  Note 
also  the  general  variations  in  outlook  reported 
by  different  authors.  Since  the  prognosis  ap- 
pears to  be  much  more  favorable  in  those  who 
have  no  symptoms  after  acute  myocardial  in- 
farction than  in  those  who  do,  and  the  prognosis 
is  also  better  in  those  with  subsequent . angina 
pectoris  than  in  those  with  residual  heart  failure, 
studies  of  long-term  anticoagulant  therapy  will 
have  to  include  a classification  of  case  material 


according  to  symptomatology.37 

In  Table  IV38  ~43  are  included  data  as  to  mor- 
tality and  recurrence  of  myocardial  infarction 
in  patients  receiving  long-term  anticoagulant 
therapy  and  in  control  patients  who  did  not  re- 
ceive anticoagulants.  In  some  the  rate  of  mor- 
tality and  recurrence  rates  are  stated  in  terms  of 
an  average  per  year;  in  that  of  Manchester43 
the  figures  represent  the  percentage  of  the  total 
sample  at  the  end  of  a one-to-ten-year  period. 
It  is  apparent  from  these  that  if  the  control  cases 
can  be  regarded  as  essentially  similar  to  the 
treated  cases,  anticoagulant  therapy  is  associated 
with  a striking  reduction  in  mortality  rate  and 
in  the  incidence  of  recurrent  myocardial  infarcts. 

More  recently  Nichol  and  associates44  re- 
ported the  pooled  clinical  observations  by  ten 
groups  of  investigators  of  1,091  patients  with 
coronary  heart  disease  treated  with  long-term 
anticoagulants  for  three  to  one  hundred  months 
with  an  average  duration  of  therapy  of  22.4 
months.  Nine  hundred  ninety-five  patients  had 
suffered  one  or  more  myocardial  infarcts,  and  96 
had  “impending”  myocardial  infarction.  Of 
this  total  group,  131  patients  (12  per  cent)  died, 
chiefly  from  cardiac  disease.  Two  types  of 
cases  were  regarded  as  controls.  First,  there 
were  319  patients  who  abandoned  treatment. 
Of  these,  28.2  per  cent  followed  for  an  average 
period  of  18.4  months  died  within  four  years, 
chiefly  from  cardiac  disease.  Second,  there 
were  417  patients  who  were  not  given  antico- 
agulants and  were  followed  for  three  to  one 
hundred  twenty  months  (average  38.1  months). 
Of  these,  37.4  per  cent  died,  chiefly  of  cardio- 
vascular disease.  Significant  hemorrhage  de- 
veloped in  20  per  cent  of  the  patients  receiving 
anticoagulants  but  proved  fatal  in  only  six  cases 
(0.5  per  cent). 

All  observers  call  attention  to  an  increased 
frequency  of  thrombo-embolism  in  those  who 
discontinued  anticoagulant  therapy.  Thus  in 
the  series  of  Keyes  and  associates41  28  patients 
discontinued  anticoagulants.  New  myocardial 
infarcts  occurred  in  14  of  them  within  a period  of 


TABLE  IV. — Long-Term  Anticoagulant  Therapy  for  Myocardial  Infarction 


/ Number  of  Cases - 

/ Mortality,  Per  Cent - 

✓ — Recurrences, 

Per  Cent * 

Author 

Control 

Treated 

Control 

Treated 

Control 

Treated 

Nichol38 

78 

17 

1.2 

Bjerkelund39 

118 

119 

5.7 

2.2 

12.9 

6.2 

Suzman40 

88 

82 

33. 

7.3 

27.3 

8.5 

Keyes41 

234 

121 

15. 

3.3 

38.0 

2.0 

Owren42 

1,613 

131 

12. 

5.9 

Manchester43 

200 

204 

43. 

7.8 

34.0 

14.0 
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three  days  to  twenty  months;  six  were  fatal. 
In  addition,  one  patient  suffered  a popliteal 
embolism  when  he  discontinued  anticoagulants. 
These  observations  may  be  interpreted  to  support 
the  value  of  anticoagulant  therapy  in  preventing 
recurrent  infarction  or  embolism  or  to  indicate 
an  additional  risk  in  these  drugs  from  temporary 
hypercoagulability  of  the  blood  when  they  are 
discontinued.  Because  of  this  there  is  a tend- 
ency to  advise  continuation  of  the  anticoagu- 
lant even  when  the  patient  has  to  undergo  an 
operation,  whether  it  be  a dental  extraction  or  a 
cardiac  operation. 

The  danger  of  bleeding  is  greater  with  pro- 
longed anticoagulant  therapy  than  during  ad- 
ministration for  an  acute  myocardial  infarction. 
However,  with  proper  care  minor  hemorrhages 
are  relatively  uncommon  and  major  bleeding 
rare.  Determination  of  prothrombin  activity 
is  necessary  at  intervals  of  one  to  three  weeks, 
but  many  patients  require  such  tests  only  once 
a month.  The  intelligent  understanding  by  the 
patient  of  the  possible  risks  and  the  care  to  be 
taken  and  his  close  cooperation  with  the  physician 
are  prerequisites  for  safe  and  successful  admin- 
istration of  long-term  anticoagulant  therapy. 
A more  definite  conclusion  as  to  its  merits  will 
require  much  more  extensive  and  prolonged  ob- 
servation and  better  controls. 

Anticoagulants  for  Premonitory  Pain 

Only  brief  mention  can  be  made  of  the  problem 
of  attempting,  by  the  administration  of  antico- 
agulants, to  prevent  the  occurrence  of  coronary 
thrombosis  and  myocardial  infarction  in  patients 
with  so-called  premonitory  pain.45>46  The  ob- 
vious difficulty  is  that  the  pain  cannot  accurately 
be  labelled  as  premonitory  until  a myocardial 
infarct  has  occurred.  Then  it  is  too  late  to  use 
anticoagulants.  We  know  how  often  cardiac 
pain  with  all  the  characteristics  of  premonitory 
pain  subsides  without  myocardial  infarction 
even  in  the  absence  of  anticoagulant  therapy. 
On  the  other  hand,  there  have  been  reports  of 
myocardial  infarction  despite  the  prophylactic 
use  of  anticoagulants  during  the  premonitory 
phase.47  Until  stricter  criteria  are  set  up  for 
defining  premonitory  pain,  and  until  matching 
cases  are  used  as  controls,  it  will  be  impossible 
to  arrive  at  a reasonable  assessment  of  the  pos- 
sible value  of  anticoagulants  during  a period  of 
so-called  premonitory  pain. 


Anticoagulants  for  Systemic  Arterial 
Emboli  in  Rheumatic  Heart  Disease 

It  is  surprising  that  many  investigators  are 
more  impressed  with  the  value  of  long-term 
anticoagulant  therapy  in  cases  of  rheumatic  heart 
disease  with  systemic  arterial  emboli  than  in 
myocardial  infarction,  since  the  difficulties  of 
matching  controls  are  greater  than  in  acute  myo- 
cardial infarction  and  at  least  as  great  as  in  cases 
of  myocardial  infarction  after  recovery. 

The  importance  of  measures  designed  to  pre- 
vent arterial  embolism  in  rheumatic  heart  disease 
is  self-evident  from  a reported  mortality  of  30  to 
45  per  cent  and  from  observations  that  em- 
bolism recurs  in  considerably  more  than  half  the 
cases,  as  a rule  within  six  months  to  a year.48-49 
Therefore,  the  occurrence  of  a single  systemic 
arterial  embolus  not  only  demands  measures  to 
prevent  recurrence  but  requires  haste  in  the 
institution  of  such  measures.  Four  methods  of 
management  may  be  considered  in  cases  of 
rheumatic  heart  disease  and  systemic  arterial 
emboli,  usually  associated  with  mitral  stenosis 
and  atrial  fibrillation:  (1)  resection  of  the  left 
atrial  appendage,  (2)  mitral  commissurotomy, 
(3)  conversion  of  atrial  fibrillation  to  sinus  rhy- 
thm, and  (4)  long-term  anticoagulant  adminis- 
tration. We  are  concerned  essentially  with  the 
last  of  these. 

Resection  of  the  atrial  appendage  is  effective 
only  if  the  appendage  is  the  site  of  the  thrombus 
responsible  for  embolism,  which  applies  to  some- 
what less  than  half  the  cases.50  Systemic  arterial 
embolism  in  mitral  stenosis  is  now  regarded  as 
an  indication  for  mitral  commissurotomy.  En- 
largement of  the  mitral  orifice  and  restoration  of 
valve  function  reduces  the  tendency  to  stasis  and 
thrombus  formation,  while  simultaneous  resection 
of  the  left  atrial  appendage  removes  an  important 
source  of  emboli.  Reports  of  large  series  of  cases 
of  mitral  commissurotomy  on  patients  with 
preoperative  emboli  indicate  a striking  reduction 
in  subsequent  embolization.51-53  Since  emboli- 
zation is  essentially  associated  with  atrial  fibril- 
lation, conversion  to  sinus  rhythm  with  quinidine 
may  be  regarded  as  an  effective  method  of  pre- 
venting recurrence.  Successful  conversion  has 
been  reported  in  50  to  90  per  cent  of  cases, 
but  atrial  fibrillation  recurs  in  a large  percentage 
of  these.54  The  risk  of  embolism  during ' the 
period  of  conversion  is  one  of  the  objections  to 
this  procedure.  Anticoagulants  have  been  ad- 
ministered prior  to  and  during  the  period  of 
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TABLE  V. — Chronic  Anticoagulant  Therapy  for 
Systemic  Arterial  Embolism  in  Rheumatic  Heart 
Disease 


Before  During 

•Anticoagulants ■>  Anticoagulants 


Author 

Pt. 

No. 

Pt. 

Mos. 

Em- 

boli 

Pt. 

Mos. 

Em- 

boli 

Cosgriff57 

28 

275 

103 

625 

13 

Askey58 

14 

350 

21 

406 

4 

Foley59 

29 

765 

113 

1,128 

18 

Owren60 

13 

389 

23 

295 

1 

Total 

84 

1,779 

260 

2,454 

36 

conversion  to  prevent  embolism.55  Similarly, 
anticoagulants  have  been  administered  after 
embolization  up  to  the  time  of  performance  of 
mitral  commissurotomy  and  even  throughout 
the  operative  period.56 

The  results  of  chronic  anticoagulant  therapy 
for  systemic  arterial  embolism,  generally  inter- 
preted as  favorable,  are  difficult  to  assess  because 
reported  observations  concern  relatively  small 
series  of  cases  over  relatively  short  periods. 
(Table  V)57~60  In  a series  of  28  patients  who 
had  suffered  embolic  complications  of  cardiac 
origin  and  who  were  treated  with  Dicumarol  on 
an  ambulant  basis  for  as  long  as  fifty-six  months, 
103  emboli  had  occurred  during  275  patient- 
months  before  therapy  and  only  13  emboli 
during  625  patient-months  under  therapy.57 
Furthermore,  12  of  the  17  individuals  in  whom 
anticoagulant  therapy  had  been  discontinued 
suffered  another  embolism  thereafter.  There  was 
only  one  instance  of  major  hemorrhage,  and  this 
was  controlled  by  vitamin  Kx  without  trans- 
fusion. In  another  study  of  14  patients  with 
rheumatic  heart  disease  there  were  21  emboli 
during  350  patient-months  before  Dicumarol 
therapy  and  only  four  in  406  patient-months 
during  Dicumarol  therapy.58  Similar  favorable 
results  were  reported  in  still  another  series  in 
which  there  were  113  embolic  episodes  in  765 
patient-months  before  anticoagulants  and  only 
18  embolic  episodes  in  1,128  patient-months 
during  anticoagulant  therapy.59  The  categories 
before  and  during  anticoagulant  therapy  are  not 
really  comparable;  for  control  purposes  it  would 
be  preferable  to  administer  the  anticoagulants  to 
alternate  patients  after  embolism  had  occurred. 

Summary 

1.  The  theoretic  and  experimental  basis  for 
the  use  of  anticoagulants  in  acute  myocardial 
infarction  and  the  clinical  and  pathologic  evi- 
dence indicating  their  value  were  presented. 


In  particular,  it  was  emphasized  that  more  than 
50  reports  from  various  medical  centers  through- 
out the  world  have  disclosed  with  remarkable 
consistency  that  the  death  rate  in  patients  treated 
with  anticoagulants  is  one-third  to  one-half  less 
than  in  control  patients  when  the  anticoagulant- 
treated  and  untreated  control  patients  are  chosen 
by  the  alternate  case  method.  The  reported  re- 
duction in  thrombo-embolic  complications  in 
anticoagulant-treated  patients  is  even  more 
striking  than  the  reduction  in  mortality  rate. 

2.  The  criticisms  of  the  claims  for  antico- 
agulant therapy  in  acute  myocardial  infarction 
were  noted  and  discussed.  Dissatisfaction  has 
been  expressed  with  the  method  of  choosing 
patients  to  be  treated  and  controls  and  failure 
to  employ  the  double-blind  technic  in  the  re- 
ported studies.  The  occurrence  of  thrombo- 
embolism even  during  “adequate”  therapy  with 
anticoagulants  has  raised  doubt  as  to  their 
efficacy.  Some  reports  have  not  disclosed  bene- 
fit from  the  use  of  anticoagulants  in  acute  myo- 
cardial infarction.  Because  of  the  frequency  and 
danger  of  hemorrhagic  complications  and  the 
trouble  and  expense  in  using  anticoagulants, 
their  administration  has  been  regarded  as  un- 
warranted by  those  who  have  doubts  as  to  their 
efficacy.  In  rebuttal  it  was  noted  that  the  very 
few  clinical  studies  which  were  not  favorable  to 
anticoagulants  were  among  the  least  significant, 
either  because  they  contained  very  few  cases, 
because  they  were  poorly  or  not  controlled,  or 
because  the  drugs  were  in  inadequate  dosage. 
The  danger  of  hemorrhage  has  been  greatly 
diminished  by  greater  skill  of  physicians,  better 
laboratory  control,  and  the  availability  of  vitamin 
Kx. 

3.  The  selective  use  of  anticoagulants  only 
for  “poor  risk”  patients  was  discussed.  Doubt 
was  expressed  as  to  the  ability  to  segregate  “good 
risk”  and  “poor  risk”  cases  at  the  onset  of  the 
illness,  as  to  whether  there  would  be  agreement 
among  different  physicians  as  to  such  differentia- 
tion in  individual  cases,  and  as  to  whether  there 
would  be  general  agreement  as  to  the  diagnosis 
of  acute  myocardial  infarction  in  the  series  of 
cases  in  which  an  extremely  low  rate  of  mortality 
and  thrombo-embolic  complications  were  re- 
ported. If  such  doubts  are  justified  and  the 
value  of  anticoagulants  in  “serious”  cases  of 
acute  myocardial  infarction  is  accepted,  then 
these  drugs  appear  to  be  indicated  in  all  cases 
of  myocardial  infarction  when  there  is  no  spe- 
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cific  contraindication. 

4.  Attention  was  called  to  a number  of  favor- 
able reports  on  the  value  of  long-term  anticoagu- 
lant therapy  in  patients  who  recover  from  the 
acute  attack  of  myocardial  infarction.  Mor- 
tality rates  and  the  incidence  of  recurrent  myo- 
cardial infarction  and  thrombo-embolism  ap- 
peared to  be  substantially  reduced  in  those  who 
continued  on  anticoagulant  therapy,  and  there 
were  many  instances  of  thrombo-embolism  dur- 
ing periods  of  interruption  of  antiocoagulant  ther- 
apy. The  need  for  much  more  prolonged  ob- 
servations of  large  numbers  of  patients  and  de- 
sirability of  better  controls  were  indicated. 

5.  Mention  was  made  of  the  possible  use  of 
anticoagulants  during  the  period  of  so-called 
“premonitory  pain”  in  order  to  avoid  acute 
coronary  thrombosis.  The  difficulties  of  making 
and  assessing  such  studies  were  noted. 

6.  The  methods  of  treatment  of  systemic 
arterial  embolism,  especially  when  the  latter 
occurs  in  cases  of  mitral  stenosis  with  atrial 
fibrillation,  were  presented,  and  the  consistent 
reports  of  the  value  of  anticoagulant  therapy 
were  mentioned.  These  studies  concern  rela- 
tively few  patients  for  relatively  brief  periods  of 
time  and  are  not  satisfactorily  controlled. 
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Conducted  by  michael  s.  bruno,  m.d. 

and  WILLIAM  B.  OBER,  M.D.  JULY  17,  1957 


Discussed  by  marcel  tuchman,  m.d. 


Case  History 

Dr.  Thomas  N.  Silyerberg:  A sixty-four- 
year-old,  widowed,  Negro  female  was  admitted  to 
Knickerbocker  Hospital  because  of  weakness, 
malaise,  and  fever  for  two  weeks. 

When  this  illness  began  she  complained  of  a 
vague  but  distressing  sense  of  malaise  and  of 
rapidly  developing  anorexia.  Within  a few  days 
her  loss  of  appetite  had  become  so  striking  that  she 
was  scarcely  able  to  force  down  even  small 
amounts  of  food  or  fluid.  She  disclaimed  any 
actual  dysphagia  but  had  noticed  a pronounced 
tendency  to  belch  more  often  than  usual.  The 
anorexia  was  not  associated  with  nausea,  vomit- 
ing, abdominal  or  chest  pain,  tarry  stools,  or  any 
other  bowel  abnormality.  During  the  second 
week  of  illness  she  became  steadily  weaker  and 
soon  found  herself  unable  to  do  light  housework. 
By  the  time  she  entered  the  hospital  she  had  lost 
15  pounds. 

Five  days  before  admission  the  patient  began 
to  feel  feverish  and  was  found  to  have  a tempera- 
ture of  102  F.  No  chills  accompanied  the  fever, 
and  she  specifically  denied  any  urinary  tract 
symptoms,  cough,  sore  throat,  hemoptysis,  or 
night-sweats.  At  that  time  a doctor  examined 
her  and  began  treatment  with  daily  injections 
of  penicillin.  These  were  continued  for  five 
days  but  had  no  effect  on  her  temperature  or 
symptoms. 

One  year  previously  she  had  been  told  that  her 
blood  pressure  was  170.  However,  she  had 
never  had  symptoms  or  signs  suggestive  of  con- 


gestive heart  failure. 

The  patient's  medical  and  surgical  history  was 
otherwise  unrevealing. 

Physical  examination  disclosed  an  elderly 
Negro  female  who  appeared  acutely  and  chroni- 
cally ill  but  was  in  no  real  distress.  Her  tempera- 
ture was  102  F.,  pulse  120  and  regular,  and  blood 
pressure  140/90.  The  tongue  was  smooth  and 
bright  red,  and  the  mucous  membranes  appeared 
pale.  Perleche  lesions  were  noted  on  the  lips. 
The  eyes  and  extraocular  muscles  were  normal, 
and  fundoscopy  showed  only  slight  arteriolar 
narrowing.  The  neck  was  supple,  there  was  no 
venous  distention,  and  the  thyroid  gland  was  not 
enlarged.  The  anteroposterior  diameter  of  the 
chest  was  increased,  and  respiratory  excursions 
were  slightly  restricted.  The  lung  fields  were 
clear  to  percussion,  and  breath  sounds  were  well 
transmitted  throughout.  Coarse  inspiratory 
rales  were  audible  over  the  left  base.  The  heart 
was  not  enlarged  to  percussion,  and  the  point  of 
maximal  impulse  could  not  be  felt.  The  heart 
sounds  were  distinct,  and  a grade  II,  blowing 
systolic  murmur  was  heard  at  the  apex.  The 
abdomen  was  slightly  distended  and  tympanitic 
but  soft  and  easy  to  palpate.  No  organs  or 
masses  were  felt.  An  area  of  dullness  in  the  right 
upper  quadrant  extending  two  fingerbreadths  be- 
low the  costal  margin  was  tender  to  forceful  per- 
cussion. Pelvic  and  rectal  examinations  were 
entirely  unremarkable.  There  was  a trace  of 
pitting  edema  over  the  left  lower  leg,  and  the 
entire  left  leg  was  observed  to  be  larger  in  cir- 
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cumference  than  the  right  leg.  However,  no 
tenderness,  redness,  or  increased  warmth  were 
detected.  All  peripheral  pulses  were  normal,  and 
no  cyanosis  was  present.  There  was  no  lym- 
phadenopathy.  Neurologic  examination  was 
within  normal  limits. 

Laboratory  data  were  as  follows:  hemoglobin 
8.5  Gm.  per  100  ml.,  red  cell  count  3,000,000, 
white  cell  count  17,800  with  neutrophils  85  per 
cent,  lymphocytes  14  per  cent,  eosinophils  1 per 
cent,  hematocrit  27  per  cent,  and  reticulocytes  1 
per  cent.  Subsequent  blood  counts  showed 
no  essential  changes.  Urinalysis  revealed  a 
specific  gravity  of  1.010,  2 plus  albumin,  no  sugar, 
no  acetone,  occasional  white  blood  cells,  and 
granular  and  hyaline  casts.  The  erythrocyte 
sedimentation  rate  was  138  mm.  per  hour,  blood 
creatinine  1.6  mg.  per  100  ml.,  serum  bilirubin  0.8 
mg.  per  100  ml.,  albumin-globulin  ratio  3.9/ 
2.9,  and  cholesterol  100  mg.  per  100  ml.  with  60 
per  cent  esterification,  and  alkaline  phosphatase 
7.7  Bodansky  units.  The  Mazzini  was  1 plus  and 
the  VDRL  was  negative.  A Bromsulphalein  test 
showed  8 per  cent  retention  after  thirty  minutes. 
Cold  and  febrile  agglutinins  were  negative. 
Urine  culture  was  negative  and  six  blood  cultures 
were  also  negative.  Three  stool  specimens  were 
negative  for  occult  blood.  The  venous  pressure 
was  115  mm.  of  saline. 

Throughout  her  hospital  course  the  patient’s 
condition  deteriorated  steadily.  Her  lack  of 
appetite  persisted.  She  continued  to  lose  weight, 
and  she  was  too  weak  to  stand  up  unassisted  or 
even  to  sit  in  a chair.  A septic  temperature  pre- 
vailed, with  elevations  of  102  to  103  F.  each  day. 
The  fever  was  in  no  way  influenced  by  either 
penicillin  or  Achromycin  administered  in  full 
therapeutic  doses. 

Although  she  was  not  coughing  and  was  never 
dyspneic  or  orthopneic,  the  rales  at  both  lung 
bases  persisted  unchanged.  Deep  palpation  of 
the  right  upper  abdominal  quadrant  elicited 
slight  tenderness  on  repeated  examination. 

No  new  physical  signs  appeared.  The  patient 
simply  grew  weaker  and  more  lethargic.  She 
died  quietly  after  two  weeks  in  the  hospital. 

Discussion 

Dr.  Marcel  Tuchman  : When  I first  read  the 
protocol  of  this  case,  I experienced  a sense  of 
disappointment  and  frustration  because  of  the 
striking  paucity  of  data  that  could  help  me  lay  a 


foundation  for  a clinical  diagnosis.  However, 
after  rereading  the  case  summary,  it  occurred  to 
me  that  perhaps  the  very  absence  of  specific,  well- 
defined  symptoms  and  the  lack  of  revealing  lab- 
oratory data  might  furnish  a clue.  There  are 
certain  diseases  which  characteristically,  by 
virtue  of  the  topography  of  the  involved  organ 
and  its  relatively  less  dramatic  functions,  do  not 
come  to  the  attention  of  the  patient,  hence  of  the 
doctor  too,  until  nonspecific  systemic  symptoms, 
such  as  fever,  malaise,  anorexia,  weight  loss,  etc., 
are  significantly  present. 

I shall  summarize  the  protocol  emphasizing  the 
meager  positive  features  as  well  as  the  significant 
negative  information.  This  was  a sixty-four- 
year-old  Negress  who  presented  the  picture  of  a 
debilitating  disease  with  a rapid  downhill  course, 
characterized  by  such  nondirective  systemic 
complaints  as  malaise,  weakness,  and  fever  and 
by  nonspecific  complaints  which  direct  one’s 
attention  to  the  gastrointestinal  tract,  such  as 
profound  anorexia,  excessive  belching,  and  weight 
loss.  On  questioning  there  was  no  nausea, 
vomiting,  melena,  hematemesis,  dysphagia, 
change  in  bowel  habits,  or  pain.  There  was  also 
a history  of  an  unsuccessful  trial  treatment  with 
antibiotics  prior  to  admission. 

On  admission,  the  patient  was  a debilitated 
febrile,  acutely  and  chronically  ill,  elderly  woman, 
showing  signs  of  vitamin  deficiency  (perleche 
lesions  and  a beefy  red  tongue  with  atrophic 
glossitis).  There  was  no  peripheral  lymphade- 
nopathy.  An  apical  systolic  murmur,  prob- 
ably not  significant,  was  heard,  and  there  were 
some  scattered  rales  in  the  absence  of  other  signs 
of  cardiac  failure.  The  abdomen  was  essentially 
negative  except  for  some  distention.  No  masses 
were  felt.  A normal  stool  was  found  on  rectal 
examination.  The  one  significant  physical  find- 
ing that  appears  to  be  quite  important  was  an  in- 
crease in  the  diameter  of  the  left  lower  extremity 
in  the  absence  of  signs  of  acute  inflammation  or 
arterial  or  lymphatic  obstruction.  At  this  point 
it  would  appear  that  the  underlying  disease 
process  rests  in  either  of  two  large  groups: 
infectious  or  neoplastic. 

I shall  attempt  to  disprove  the  existence  of  any 
infectious  disease  on  the  basis  of  the  available 
evidence.  There  was  no  history  of  upper  or  lower 
respiratory  infection,  and  there  were  no  signs 
of  enteritis  or  urinary  tract  infection.  No  focus 
of  overt  sepsis  was  found  on  physical  examination. 
The  available  chest  film  excludes  pulmonary 
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tuberculosis  for  all  practical  purposes.  Occult 
infections  such  as  subacute  bacterial  endocarditis 
can  be  excluded  because  of  the  absence  of  pre- 
existing valvular  disease,  rheumatic  or  otherwise, 
the  absence  of  signs  of  peripheral  embolization, 
and  the  six  negative  blood  cultures.  Acute 
bacterial  endocarditis  can  be  excluded  not  only 
because  of  the  negative  blood  cultures  but  be- 
cause it  is  usually  a secondary  infection  of  the 
heart  valves  in  the  course  of  another  primary 
infectious  disease.  I suppose  that  a disseminated 
mycotic  infection  such  as  histoplasmosis  cannot 
be  categorically  excluded,  even  in  the  face  of  a 
negative  chest  film,  but  there  is  no  reason  to 
implicate  such  an  organism.  Febrile  and  cold 
agglutination  tests  were  negative.  Urine  culture 
was  negative.  Neither  the  preadmission  trial  of 
antibiotic  therapy  nor  administration  of  similar 
drugs  in  the  hospital  had  any  effect  on  the  course 
of  the  illness. 

Let  us  consider  the  likelihood  of  neoplastic 
disease.  If  present,  the  neoplasm  was  surely 
malignant,  typified  by  a downhill  course,  weak- 
ness, anorexia,  fever  in  the  absence  of  infection,  a 
normochromic-normocytic  anemia  in  the  absence 
of  sepsis,  hemolysis,  or  acute  blood  loss,  and  a 
very  accelerated  sedimentation  rate.  Statisti- 
cally the  most  common  site  of  carcinoma,  in 
the  absence  of  overt  primary  neoplasm  in  the 
breast,  lung,  thyroid,  or  other  accessible  site,  is  a 
neoplasm  in  the  gastrointestinal  tract  or  its 
adnexae.  The  few  vague  symptoms  that  the 
patient  did  have  point  generally  in  this  direction. 
It  is  unlikely  that  the  esophagus  is  a good  choice 
for  the  primary  site  in  the  absence  of  dysphagia 
accompanying  such  an  advanced  lesion.  The 
stomach  is  also  unlikely  in  the  absence  of  melena, 
hematemesis,  obstruction,  epigastric  mass,  or 
Virchow’s  node,  and  there  is  no  x-ray  evidence  of 
an  intraluminal  gastric  lesion.  The  absence  of 
nausea,  vomiting,  and  blood  in  the  stools  not  only 
militate  against  a gastric  lesion  but  against  one 
primary  in  the  small  bowel.  The  normochromic- 
normocytic  anemia  present  in  this  patient  is  seen 
occasionally  in  gastric  carcinoma,  but  the  iron  de- 
ficiency anemia  of  chronic  blood  loss  or  the  macro- 
cytic anemia  of  erythrocyte  maturation  factor  de- 
ficiency are  more  common.  A small  bowel  malig- 
nancy presenting  with  acute  hemorrhage  can  also 
be  excluded.  I think  the  large  bowel  is  improba- 
ble as  a primary  site  in  the  absence  of  change  of 
bowel  habits,  the  negative  rectal  examination, 
the  absence  of  blood  in  the  stool,  and  a negative 


barium  enema. 

Carcinoma  arising  in  the  organs  adjacent  to  the 
gastrointestinal  tract  can  next  be  considered. 
The  fiver  is  an  uncommon  site  of  primary  car- 
cinoma. Hepatomas  usually  arise  in  cirrhotic 
fivers;  in  this  case  there  is  no  evidence  of  in- 
trinsic fiver  disease.  However,  the  elevated 
alkaline-phosphatase  is  consistent  with  metastatic 
disease  of  the  fiver.  Carcinoma  of  the  gallbladder 
is  unlikely  in  the  absence  of  a history  or  x-ray 
demonstration  of  gallstones,  and  no  mass  was 
palpated  in  the  right  hypochondrium. 

I propose  to  demonstrate,  mainly  by  exclusion 
but  also  with  some  positive  evidence,  that  this 
patient  had  a carcinoma  primary  in  the  pancreas. 
Of  course,  the  absence  of  icterus  in  this  stage  of  the 
disease  makes  carcinoma  in  the  head  of  the 
pancreas,  or  for  that  matter  carcinoma  of  the 
extrahepatic  biliary  tree,  extremely  unlikely. 
The  location  of  the  primary  tumor  in  the  body 
or  tail  of  the  pancreas  must  be  considered  more 
probable. 

The  important  physical  finding  of  swelling  of 
the  entire  left  lower  extremity  I would  attribute 
to  thrombosis  of  the  deep  veins,  most  likely  the 
common  femoral  vein.  Presence  of  deep  phlebo- 
thrombosis  in  association  with  this  clinical  pic- 
ture points  strongly  to  malignant  disease,  often 
in  the  pancreas.  It  has  been  known  since  1866 
that  there  is  an  increased  incidence  of  phlebo- 
thrombosis  in  malignant  disease,  but  only  in  1938 
did  Sproul1  demonstrate  that  in  56  per  cent  of 
her  cases  of  carcinomas  of  the  body  and  tail  of 
the  pancreas  there  was  an  associated  single 
venous  thrombosis,  and  that  31  per  cent  displayed 
multiple  thromboses.  In  her  review,  which  in- 
cluded a large  number  of  cases  of  venous  throm- 
bosis associated  with  carcinoma  in  many  diverse 
locations,  the  only  primary  site  of  neoplasia  to 
be  associated  with  multiple  thromboses  was  the 
body  and  tail  of  the  pancreas.  Likewise  in 
Kenny’s2  series  in  1943  single  venous  thrombosis 
was  found  in  47  per  cent  of  the  cases  and  multiple 
thromboses  in  33  per  cent.  In  a series  studied  by 
Smith  and  Albright3  single  thromboses  were 
found  in  30  per  cent  of  the  cases  and  multiple 
thromboses  in  22  per  cent.  However,  not  all 
of  their  cases  were  autopsied.  If  we  average  these 
three  series,  we  find  single  thromboses  in  about 
40  per  cent  of  the  cases  of  carcinoma  of  the 
body  and  tail  of  the  pancreas  and  multiple 
thromboses  in  27  per  cent. 

Sproul  emphasized  that  the  thrombophilia  was 
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Fig.  1.  Upper  gastrointestinal  x-ray  showing 
stomach  elevated  and  displaced  anteriorly  by  a retro- 
gastric  mass. 


not  related  to  invasion  of  venous  channels  by 
tumor.  She  postulated  a disturbance  of  the 
clotting  mechanism,  possibly  to  be  attributed 
to  the  thromboplastic  effect  of  increased  circulat- 
ing trypsin.  Kenny  observed  that  thrombotic 
phenomena  were  present  only  in  cases  in  which  the 
tumor  was  mucin-secreting  and  were  absent  in 
tumors  without  mucin  production.  Alternative 
hypotheses  include  acceleration  of  lipid  digestion 
and  absorption  due  to  increased  intraduodenal  se- 
cretion of  lipase  with  concomitant  accelerated  vi- 
tamin K absorption,  increased  prothrombin  pro- 
duction, and  shortening  of  the  clotting  time. 
Still  other  observers4  have  reported  hypofibrino- 
genemia  with  bleeding  tendency  associated  with 
the  syndrome  of  pancreatic  carcinoma  and  multi- 
ple thromboses.  It  is  of  some  value  to  note  that 
thromboses  may  be  present  but  remain  clinically 
undiagnosed,  only  to  be  found  at  autopsy. 

In  all  the  series  abdominal  pain  due  to  erosion 
of  the  celiac  plexus  was  the  most  frequent  and 
prominent  symptom.  Its  absence  in  this  case 
is  somewhat  disturbing.  I would  like  to  speculate 
that  in  this  case  the  tumor  is  situated  in  the  tail  of 
the  organ  and  therefore  anatomically  removed 
from  the  celiac  plexus.  Maybe  this  would  serve 


to  account  for  the  absence  of  pain.  The  appear- 
ance of  the  stomach  in  the  x-ray  suggests  to  me 
anterior  displacement  by  a retrogastric  mass. 
Although  this  observation  was  made  in  only  8 
per  cent  of  the  cases  in  Smith  and  Albright’s 
series,  it  seems  to  me  to  be  of  great  diagnostic 
value.  Of  course,  a retroperitoneal  lymphoma 
or  sarcoma  can  produce  a similar  picture  and 
cannot  be  easily  ruled  out. 

Dr.  Frederick  G.  Kautz:  Most  of  the 
radiologic  studies  on  this  patient  were  unfruit- 
ful. The  only  suggestive  observation  was  ante- 
rior and  superior  displacement  of  the  stomach 
when  visualized  with  barium.  The  film  (Fig.  1), 
taken  in  a semiupright,  oblique  position,  shows 
widening  of  the  space  between  the  stomach  and 
the  fourth  part  of  the  duodenum. 

When  this  patient  was  seen  in  the  x-ray  de- 
partment, we  were  unable  to  take  films  with  her 
in  a supine  position.  She  insisted  on  sitting  up, 
leaning  somewhat  forward,  and  complained  of 
discomfort  in  the  upper  abdomen  on  decubitus. 

Dr.  Tuchman:  Thank  you  for  this  important 
information.  This  removes  some  of  my  mis- 
givings about  the  absence  of  pain.  The  prefer- 
ence for  a sitting  position  with  forward  inclina- 
tion of  the  body  is  seen  not  uncommonly  in 
pancreatic  disease,  both  neoplastic  and  inflamma- 
tory. The  usual  explanation  given  for  this  is 
that  in  this  favored  position  the  retroperitoneal 
structures  tend  to  move  forward  on  their  areolar 
connective  tissue  attachments,  and  they  do  not 
impinge  so  heavily  on  the  retroperitoneal  nerve 
fibers. 

Anemia  is  present  in  well  over  three  fourths 
of  the  cases  of  carcinoma  of  the  body  and  tail  of 
the  pancreas.  It  is  usually  a hypochromic 
anemia.  In  the  absence  of  occult  blood  in  the 
stools  the  normocytic-normochromic  anemia 
found  in  this  patient  indicates  shortened  red  cell 
survival,  currently  considered  the  most  important 
factor  in  the  pathogenesis  of  anemias  associated 
with  malignant  disease.  The  absence  of  com- 
pensatory hematopoiesis  is  indicated  by  the  lack 
of  recticulocytosis. 

Weight  loss  is  found  in  97  per  cent  of  cases  of 
carcinoma  of  the  body  and  tail  of  the  pancreas, 
and  it  is  usually  pronounced  and  rapid  as  in  this 
case.  Such  symptoms  as  anorexia,  weakness,  and 
increased  belching  are  present  in  30  to  40  per  cent 
of  cases.  Fever  is  less  common,  present  in  only 
10  per  cent  or  less  of  the  cases.  However, 
cryptic  fever,  though  not  a specific  sign,  is  often 
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Fig.  2.  An  ovoid  tumor  is  located  in  the  tail  of  the  pancreas.  There  is  a central  area  of  necrosis.  Wirsung’s 
ductis  opened  to  demonstrate  the  absence  of  pancreatic  duct  obstruction. 


a clue  to  the  presence  of  cancer  if  infectious 
processes  can  be  ruled  out.  In  carcinoma  of  the 
body  and  tail  of  the  pancreas  the  usual  course  is 
short,  averaging  five  to  six  months.  The  average 
age  is  fifty-eight  years.  The  rapid  downhill 
course,  the  vagueness  of  the  symptom  complex, 
and  the  difficulty  in  diagnosis  have  all  been 
commented  on  by  many  observers. 

Though  not  clinically  significant,  the  urinary 
findings  deserve  a word.  Slight  to  moderate 
albuminuria  with  a relatively  fixed  specific  gravity 
and  the  presence  of  an  occasional  hyaline  or  gran- 
ular cast  in  the  absence  of  azotemia  suggest  that 
some  degree  of  benign  nephrosclerosis  was  present. 

The  most  frequent  site  of  metastases  is  the 
liver,  and  this  is  even  more  common  in  carcinoma 
of  the  body  and  tail  than  in  tumors  in  the  head 
of  the  pancreas.  The  tenderness  of  a liver  ex- 
tending two  fingerbreadths  below  the  costal 
margin  and  the  slight  elevation  of  alkaline  phos- 
phatase are  consistent  with  and  suggestive  but 
not  diagnostic,  of  liver  metastases. 

Diagnoses 

Clinical. — I ntra-abdominal  malignancy  with 
metastases  to  the  liver,  carcinoma  of  the  stomach (?), 
and  benign  nephrosclerosis. 

Dr.  Tuchman. — Carcinoma  of  the  tail  (or 
body ) of  the  pancreas  with  metastases  to  the  liver, 
femoral  vein  thrombosis,  and  benign  nephro- 
sclerosis. 

Anatomic. — Adenocarcinoma  of  the  tail  of 
the  pancreas  with  metastases  to  the  regional  lymph 
nodes  and  liver,  phlebothrombosis  of  the  femoral 
veins  bilaterally,  multiple  pulmonary  emboli  with 
recent  pulmonary  infarcts,  and  benign  nephro- 
sclerosis. 

Pathologic  Report 

Dr.  William  B.  Ober:  Postmortem  exam- 
ination disclosed  the  primary  tumor  to  be  in  the 


pancreas.  The  tail  of  that  organ  contained  an 
ovoid  mass  6 X 4 X 2.5  cm.  (Fig.  2)  composed 
of  dense  white  tissue  surrounding  a central  zone 
of  necrosis.  The  stomach  was  pushed  upward 
and  forward  by  the  tumor  mass.  Microscopi- 
cally it  was,  as  expected,  an  adenocarcinoma  con- 
taining well-differentiated  areas  of  complex,  mal- 
formed ductal  structure  lined  by  tall  columnar, 
mucus-secreting  cells  admixed  with  poorly  differ- 
entiated areas  of  indistinct  epithelial  patterns 
showing  much  cellular  pleomorphism  and  bizarre 
tumor  giant  cells.  The  metastases  were  confined 
to  regional  and  para-aortic  lymph  nodes  and  to  the 
liver,  which  was  studded  with  dozens  of  nodules 
ranging  from  2 mm.  to  4 cm.  in  size.  The 
metastases  duplicated  the  microscopic  picture 
of  the  primary  tumor,  showing  both  well-differ- 
entiated mucus-secreting  and  undifferentiated 
areas.  Bland  phlebothrombosis  was  found  in  the 
deep  femoral  veins  of  both  legs,  more  extensive 
and  somewhat  older  on  the  left  side  than  the  right. 
An  embolic  thrombus  was  found  in  a secondary 
branch  of  the  left  pulmonary  artery,  and  there 
were  pulmonary  infarcts  distal  to  this  in  the  left 
lower  lobe.  The  infarcts  were  deep  reddish- 
purple,  poorly  demarcated  from  the  surrounding 
lung  tissue,  and  evidently  of  recent  vintage. 

In  a recent  review  of  carcinoma  of  the  pancreas, 
Clifton5  tabulated  the  distribution  of  the  lesion 
within  the  organ,  summarizing  several  large 
series  of  cases.  In  a total  of  about  800  cases,  55 
per  cent  were  confined  to  the  head,  25  per  cent 
were  in  both  body  and  tail,  12.5  per  cent  were 
“diffuse,”  and  7.5  per  cent  were  confined  to  the 
tail.  Clifton  emphasized  the  observation  that 
pain  is  the  most  frequent  first  symptom  of 
carcinoma  in  this  reputedly  “silent”  organ. 
The  pain  is  not  diagnostic,  but  tends  to  follow 
three  general  patterns:  (1)  a colicky  pain,  fre- 
quently related  to  the  right  upper  quadrant,  more 
frequent  in  carcinomas  involving  the  extra- 


April  15,  1958 


1313 


CLINICOPATHOLOGIC  CONFERENCE 


hepatic  biliary  tree,  (2)  a steady,  dull,  mid- 
epigastric  pain  which  radiates  to  the  mid-  and 
low  back,  often  partly  relieved  by  having  the 
patient  lean  slightly  forward  in  a sitting  posi- 
tion, and  (3)  a paroxysmal  pain  beginning  near 
the  umbilicus  and  radiating  widely  to  the  back, 
the  xiphoid  region,  and  the  abdomen.  Attempts 
have  been  made  to  relate  the  various  types  of 
pain  to  bile  duct  obstruction,  to  invasion  of 
perineural  lymphatics  by  tumor,  and  to  tumor 
involvement  of  the  parietal  peritoneum  which 
lies  anterior  to  the  pancreas.  Invasion  of  the 
perineural  lymphatics  by  pancreatic  carcinoma 
is  seen  very  frequently,  so  much  so  that  a maxim 
of  surgical  pathology  is  that  when  confronted 
with  a biopsy  from  a large  upper  abdominal 
tumor,  the  origin  of  which  is  not  anatomically 
certain  at  exploration,  the  presence  of  perineural 
lymphatic  invasion  indicates  pancreatic  origin. 
However,  it  is  not  certain  that  the  nerves  found 
in  the  retroperitoneal  tissue  behind  the  pancreas 
mediate  the  sense  of  pain.  There  is  no  great 
difference  in  the  occurrence  of  pain  as  a symptom 
in  those  cases  in  which  perineural  lymphatic  in- 
vasion is  demonstrated  when  compared  with 
those  in  which  it  is  not.  In  the  present  case  an 
occasional  small  nerve  fiber  was  seen  to  be  sur- 
rounded by  tumor-filled  lymphatics,  but  these 
were  infrequent  and  the  nerves  extremely  small. 
The  larger  nerve  trunks  lie  near  the  head  and 
body  of  the  pancreas;  possibly  the  distinct 
location  of  this  tumor  to  the  tail  may  be  related 
to  the  absence  of  significant  abdominal  pain.  In 
any  event,  the  tumor  was  far  out  in  the  tail  of  the 
organ  and  anatomically  separate  from  the  main 
celiac  plexus  as  Dr.  Tuchman  predicted. 

Bell6  has  reported  on  609  cases  of  pancreatic 
carcinoma  autopsied  at  the  University  of  Min- 
nesota from  1911  through  1954.  He  points  out 
with  some  justice  that  the  usual  figures  given  to 
show  that  this  is  a disease  more  common  in 
males  than  females  fail  to  take  into  account  the 
ratio  of  male  vs.  female  in  the  autopsied  popula- 
tion. Correcting  for  this,  he  found  that  in 
patients  over  the  age  of  forty,  males  predom- 
inated over  females  by  a ratio  of  only  9:7.  His 
data  furnish  a distribution  of  the  carcinoma  within 
the  pancreas  as  follows:  head  60  per  cent,  body  18 
per  cent,  tail  7.5  per  cent,  and  “diffuse”  15.5  per 
cent.  This  coincides  closely  with  the  distribution 
obtained  by  summarizing  the  tabulation  in 
Clifton’s  review. 

The  distribution  of  metastases  in  this  case  is  in 


no  way  remarkable.  In  Bell’s  series  carcinomas 
not  located  in  the  head  of  the  pancreas  showed 
metastases  in  the  liver  in  67.9  per  cent  of  the 
cases  and  in  regional  lymph  nodes  in  42.6  per 
cent.  The  other  sites  of  high  incidence  of 
metastases  were  peritoneum  40.2  per  cent,  lungs 
26.9  per  cent,  adrenal  glands  12.4  per  cent,  and 
stomach  10.4  per  cent.  There  is  one  interesting 
datum  which  shows  a difference  in  the  metastatic 
behavior  of  carcinomas  of  the  head  of  the  pancreas 
from  those  in  other  parts  of  the  organ.  In  25.8 
per  cent  of  the  cases  of  carcinoma  of  the  head  no 
metastases  were  found,  the  patients  presumably 
dying  of  “cholemia”  or  as  a result  of  surgery. 
Conversely,  in  carcinomas  not  involving  the  head 
of  the  pancreas,  only  5.2  per  cent  of  the  cases 
showed  no  gross  metastases. 

The  relationship  of  pancreatic  carcinoma  to 
venous  thromboses  is  a perplexing  problem.  In 
Bell’s  609  cases  there  were  only  nine  instances 
of  thrombophlebitis.  However,  a large  number 
of  cases  in  this  series  were  autopsied  before  Sproul 
directed  attention  to  this  association,  and  it  is 
possible  that  more  extensive  dissection  of  the  leg 
veins  might  have  yielded  more  examples.  It  is 
not  uncommon  to  find  only  microscopic  foci  of 
phlebothrombosis  in  parenchymatous  organs 
when  reviewing  cases  of  pancreatic  carcinoma  in 
which  no  gross  thrombi  were  observed  even  after 
careful  dissection  of  pelvic  and  leg  veins.  In  my 
own  experience  venous  thrombosis  can  be  found 
in  about  one  third  of  the  cases  of  pancreatic 
carcinoma. 

Dr.  Michael  S.  Bruno:  In  general,  neoplas- 
tic disease  may  present  itself  to  the  clinician  in 
a widely  varying  set  of  circumstances.  In  this 
day  and  age  we  can  most  easily  diagnose  those 
neoplasms  which  occur  in  sites  readily  accessible 
to  clinical  inspection,  palpation,  visualization  by 
endoscopy,  or  standard  radiologic  technics. 
The  ease  of  diagnosis  reflects  itself  in  cure  rates. 
Among  the  notable  advances  of  the  past  fifty 
years  is  the  improvement  in  our  results  of  treat- 
ment by  surgery  or  irradiation  of  carcinoma  of 
the  skin,  breast,  cervix,  thyroid,  and  large  bowel. 
Only  carcinoma  of  the  lung  and  stomach  remain 
as  examples  of  tumors  which  are  generally 
readily  diagnosed  by  x-ray  and  yet  in  which  the 
cure  rate  is  still  most  unimpressive. 

In  contrast,  the  clinician  is  relatively  helpless 
when  neoplastic  disease  (1)  involves  a vital  organ, 
(2)  is  multicentric  in  origin,  (3)  gives  first 
evidence  of  its  presence  by  a metastatic  lesion,  or 
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(4)  occurs  in  a “silent”  area  such  as  the  pancreas, 
relatively  asymptomatic,  impossible  to  visualize, 
and  not  amenable  to  surgical  or  radiologic  treat- 
ment. 

I am  not  aware  of  any  report  of  a five-year 
cure  in  a case  of  carcinoma  of  the  body  or  tail 
of  the  pancreas. 
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Our  Increasing  Parasitism 


Before  World  War  II  many  medical  schools  paid 
scant  attention  to  the  various  diseases  caused  by 
animal  parasites,  but  such  diseases  are  now  likely  to 
appear  any  time  and  any  place.  This  new  dis- 
semination of  parasites  is  the  result  of  an  increase 
in  the  volume  and  speed  of  travel.  A patient  can 
become  infected  in  a foreign  country  and  return  to 
his  home  by  air  while  the  disease  is  still  in  the  in- 
cubational  stage.  Many  diseases  such  as  malaria, 
leishmaniasis,  amebiasis,  and  schistosomiasis,  are 
thought  of  as  tropical  because  they  are  found 
chiefly  in  the  tropics  but  this  is  not  so  much  a 
result  of  climatic  as  of  socioeconomic  conditions. 
They  are  primarily  diseases  of  underdeveloped, 
overpopulated  regions  where  the  standards  of  sanita- 
tion are  poor.  One  of  the  chief  problems  in  coun- 
tries where  these  diseases  have  not  been  prevalent 
in  the  past  is  to  train  physicians  to  consider  the 
possibility  of  a parasitic  disease.  The  role  of 
nutrition  i3  also  important  because  a well-nourished 
host  is  more  resistant  to  parasitic  diseases  than  a 
poorly  nourished  host. 

Few  persons  not  parasitologists  are  aware  of  the 
number  of  eggs  produced  by  parasitic  helminths. 
Ameel  states  that  the  average  daily  output  of  a 
mature  female  Necator  americanus  is  about  9,000 
and  of  Ancylostoma  duodenale  about  27,000  ova. 
Since  each  usually  fives  five  years  the  total  output 
would  be  about  16  million  and  50  million  respec- 
tively. Typically  not  more  than  one  ovum  in  a 
million  completes  the  life  cycle  and  in  order  to  main- 
tain the  species  the  mature  female  has  evolved  into 
what  is  virtually  a living  egg  sac.  The  mature 
female  Ascaris  lumbricoides  may  contain  27  million 
ova  and  discharge  about  200,000  of  these  daily. 
Many  parasite  ova  pass  from  the  body  of  the  host 
without  causing  any  symptoms.  In  fact  disease 


only  occurs  when  the  parasite  inadvertently  gains 
entrance  into  a host  who  is  not  adapted  to  infesta- 
tion with  that  parasite.  Such  a relationship  by 
threatening  the  fife  of  the  host  also  threatens  the 
fife  of  the  parasite  which  unlike  the  rat  has  no 
means  of  deserting  a “sinking  ship.,,  If  such  a 
course  were  the  usual  one  these  parasites  would  not 
have  survived  through  the  centuries. 

A problem  of  the  utmost  importance  in  connection 
with  the  introduction  of  parasitic  diseases  into 
regions  where  they  have  previously  been  absent  or 
sporadic  is  the  prevention  of  their  establishment  in 
endemic  form.  Endamoeba  histolytica  has  already 
gained  such  a foothold  in  many  regions  and  its 
prevalence  appears  to  be  increasing.  It  is  readily 
transmitted  through  water,  food,  food  handlers,  and 
flies  and  its  spread  is  difficult  to  control.  The 
establishment  of  parasites  with  a more  complex 
fife  cycle  requiring  one  or  more  intermediate  hosts  is 
more  difficult.  Serious  as  schistosomiasis  is  as  a 
public  health  problem  in  endemic  areas,  there 
seems  to  be  little  likelihood  at  present  that  it  will 
establish  itself  in  new  locations.  Filariasis,  on  the 
other  hand,  has  a good  chance  of  becoming  endemic 
anywhere  its  insect  vector,  the  common  picnic 
variety  of  mosquito,  the  ubiquitous  Culex  quinque- 
fasciatus  is  found.  The  control  of  parasitic  diseases 
cannot  be  accomplished  by  physicians  alone  but  re- 
quires organized  teamwork  by  physicians,  medical 
entomologists,  parasitologists,  sanitary  engineers, 
health  educators,  and  technicians.  Although  every 
means  must  be  taken  to  prevent  the  establishment 
of  new  parasitic  diseases  increasing  awareness  of 
the  possibility  of  a patient  having  one  of  the  less 
common  of  these  diseases  must  become  a part  of 
the  every  day  thinking  of  the  general  practitioner. — 
World  Medical  Journal,  November,  1957 
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Most  allergists  agree  that  infection  plays  a 
role  in  asthma.  Cooke1  has  estimated 
that  approximately  35  per  cent  of  asthma  cases 
are  due  to  infection  alone.  Chobot,  Uvitsky,  and 
Dundy,2  in  a study  of  400  children,  found  infec- 
tion to  be  the  sole  cause  of  asthma  in  30  per  cent 
of  the  patients.  In  57  per  cent  of  the  cases  both 
allergy  and  infection  were  implicated.  Therefore, 
infection  played  some  role  in  87  per  cent  of  the 
patients.  In  a recent  survey  of  100  patients  with 
asthma,  we  found  infection  as  the  sole  cause  in 
11  per  cent,  allergy  alone  in  16  per  cent,  and  al- 
lergy plus  infection  in  73  per  cent.3 

However,  there  is  no  agreement  among  the 
allergists  as  to  the  nature  of  the  association  be- 
tween infection  and  asthma.  The  varying  opin- 
ions include  bacterial  allergy,  bronchospasm  due 
to  irritative  or  pharmacologic  substances  pro- 
duced by  microbial  agents,  reflex  spasm  due  to 
the  inflammation  per  se  acting  as  a foreign  body, 
modification  of  the  patients’  sensitivity  to  aller- 
gens in  the  presence  of  infection  (i.e.,  conversion 
of  latent  to  active  allergy),  and  the  conversion  of 
normal  tissue  by  infection  into  modified  proteins 


capable  of  sensitization.  In  the  opinion  of  this 
correspondent,  no  single  explanation  is  completely 
satisfactory  or  necessary.  It  is  conceivable  that 
one,  or  more,  of  these  mechanisms  is  involved — ■ 
singly  or  in  combinations.  The  clarification  of 
this  aspect  of  the  problem  is  not  yet  on  hand. 
In  the  meantime,  the  problem  of  infection  in 
allergic  patients  vexes  us  and  like  all  infections 
has  a contagious  aspect.  Therefore,  for  several 
years,  the  writer  investigated  families  by  bac- 
teriologic  methods  in  search  of  evidence  of  con- 
tagion. It  is  the  presentation  of  this  evidence 
which  is  the  primary  purpose  of  this  communica- 
tion. 

Methods  and  Materials 

The  earlier  studies  of  families  were  simple  and 
arose  out  of  the  necessity  of  treating  several  pa- 
tients in  the  same  family  simultaneously.  When 
cultures  were  taken  from  the  nose,  throat,  or 
sputum,  it  became  apparent  that  there  was  a 
commonality  of  bacterial  organisms  in  these  pa- 
tients which  presumably  was  responsible  for  the 
infection.  Further  questioning  as  to  how  these 
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TABLE  I.— 

-Bacteriologic  Evidence 

SUGGE8TIVE 

of  Contagion  in 

82  Families 

with  Sinorespiratory  Infections 

Number  of 

Number  of 

Families 

Number  of 

Families  Show- 

Number of 

Studied  by 

Individuals 

ing  Possible 

Year 

Families 

Culture 

Complete 

Incomplete 

Cultured 

Contagion 

1949 

20 

19 

13 

6 

62 

15 

1950 

14 

12 

7 

5 

41 

8 

1951 

10 

9 

4 

5 

26 

8 

1952 

12 

11 

2 

9 

35 

4 

1953 

3 

3 

1 

2 

8 

2 

1954 

15 

15 

12 

3 

54 

8 

1955 

8 

8 

6 

2 

29 

5 

Total 

82 

77 

45 

32 

255 

50 

patients  became  infected  led  to  a consideration  of, 
and  search  for,  a carrier  within  the  household. 
Originally  only  suspected  members  of  the  family 
were  investigated.  These  were  selected  on  the 
basis  of  past  history  or  evidence  of  current  in- 
fection in  the  sinorespiratory  apparatus.  Grad- 
ually this  was  broadened  to  include  all  members 
of  the  family  group  and  at  times  servants.  It  was 
also  found  expedient  to  culture  other  sites  of 
obvious  infection  (skin,  eye,  ear,  etc.)  presented 
by  the  patient  or  other  members  within  the  house- 
hold. As  the  search  for  methods  of  dissemination 
and  spread  of  the  infectious  agent  continued,  it  was 
found  necessary  to  study  correlated  families, 
since  many  of  their  members  also  gave  histories  of 
chronic  infections  and  much  evidence  of  allergy. 
There  then  arose  the  problem  of  specific  identifi- 
cation of  organisms.  Since  we  frequently  found 
on  culture  the  hemolytic  staphylococcus,  which  is 
so  commonly  encountered  in  “normal”  asympto- 
matic individuals,  it  was  necessary  to  phage  type 
this  organism.  This  new  method  of  identification 
of  the  hemolytic  staphylococcus  is  specific  and 
has  been  of  inestimable  value  in  tracing  the  pos- 
sible carriers  and  the  mode  of  staphylococci 
dissemination.4 

Results 

Table  I presents  the  findings  observed  in  82 
families  from  1949  through  mid  1955.  These 
comprised  allergic  patients  in  whom  sinorespira- 
tory infection  played  an  important  role. 

This  table  is  an  extension  of  studies  presented 
previously.5  As  will  be  noted,  cultures  were  ob- 
tained from  255  individuals  of  77  families  com- 
prising the  patients  under  treatment  and  mem- 
bers of  their  families.  Forty-five  of  these  families 
were  studied  completely,  every  member  of  the 
family  having  at  least  one  culture.  The  balance 
of  32  families  were  incompletely  studied.  Of  the 
entire  series  of  77  families  investigated  bacterio- 


TABLE  II. — Bacteriologic  Studies  of  49  Families  with 
Asthma  Suggestive  of  Contagion 


Number  of  individuals  cultured 157 

Number  of  families  having  one  asthmatic  patient 40 

Number  of  families  having  two  asthmatic  patients.  ...  6 

Number  of  families  having  three  asthmatic  patients. . . 2 

Number  of  families  having  four  asthmatic  patients. ...  1 


Number  of  families  showing  bacteriologic  evidence  sug- 
gestive of  contagion 32  (65.3  percent) 

Completely  studied 26  (81.1  per  cent) 

Incompletely  studied 6 (18.9  per  cent) 


Number  of  families  showing  the  presence  of  the  hemolytic 

staphylococcus  in  more  than  one  member 19 

Number  of  families  showing  the  presence  of  the  hemolytic 

streptococcus  in  more  than  one  member 6 

Number  of  families  showing  the  presence  of  the  com- 
bination of  the  hemolytic  staphylococcus  and  strepto- 
coccus in  more  than  one  member 7 


logically,  50  showed  a commonality  of  one  or 
more  organisms  suggestive  of  contagion. 

Since  this  report  is  primarily  concerned  with 
the  relation  of  infection  to  asthma,  an  analysis 
was  made  of  the  49  asthmatic  patients  and  their 
families  who  were  included  in  these  studies.  It 
was  noted  that  in  six  families  there  were  two 
members  of  the  family  suffering  from  asthma; 
in  two  families  three  members  of  the  family 
suffered  from  asthma,  and  in  one  family  there 
were  four  members  with  asthma.  Most  of  these 
patients  had  asthma  of  the  mixed  type  due  to 
allergy  and  infection. 

Of  the  77  families  studied  by  culture,  49  in- 
cluded one  or  more  members  who  suffered  from 
asthma.  A summary  of  this  special  group  is 
given  in  Table  II.  It  will  be  noted  that  of  the  49 
families  studied,  32  (65.3  per  cent)  showed  bac- 
teriologic organisms  common  to  two  or  more 
members  of  the  family  and  therefore  suggestive 
of  contagion.  Where  the  families  were  studied 
completely,  81.1  per  cent  showed  correlation 
(26  of  31),  while  the  incompletely  studied  families 
showed  only  18.9  per  cent  correlation  (6  of  31). 

The  organisms  cultured  from  these  asthmatic 
patients  in  whose  families  there  was  evidence  of 
contagion  included  the  hemolytic  staphylococcus, 
isolated  19  times,  and  hemolytic  streptococci  (all 
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A chain  of  infections  started  by  the  mother  who  has  had: 

3 x Tonsillitis 

Quinsey 

4 x Sinusitis 

4 x Bronchitis  • 

• srtp/i  cui'urtg  2 x Pneumonia 

Conjunctivitis 

Blepharitis 


5 x Ear  Infections 
Carbuncles,  Boils 


Fig.  1.  The  “A  ’’family. 

types),  isolated  six  times.  Other  organisms,  such 
as  Hemophilus  influenzae,  Friedlander’s  bacillus, 
Proteus  vulgaris,  etc.,  were  too  infrequently  en- 
countered to  be  adequately  interupted  and  on  re- 
peat cultures  were  often  found  to  be  transient. 
Combinations  of  hemolytic  staphylococci  and 
streptococci  were  encountered  seven  times. 

To  demonstrate  the  possibly  contagious  as- 
pects of  infectious  asthma,  the  studies  of  five 
families  are  briefly  presented. 

Case  Reports 

Case  1. — The  “A”  Family. — This  is  a study  of  a 
single  family.  Two  brothers  with  asthma,  in  whom 
infection  played  a role  in  association  with  allergy, 
were  seen  in  1950.  Antiallergic  treatment  alone 
had  been  unsuccessful.  Cultures  revealed  identical 
organisms  in  the  upper  respiratory  tracts  of  both 
patients.  In  view  of  frequent  recurrences  of  upper 
respiratory  infections  and  asthma,  intrafamilial 
contagion  was  suspected,  and  the  entire  family  was 
investigated  bacteriologically. 

Figure  1 shows  graphically  the  presence  of  hemo- 
lytic staphylococci  and  streptococci  in  the  pharynx 


TABLE  III. — Bacteriologic  Survey  op  “L”  Family  and 
Nonrelated  Families 


“L”  Family 

“Normal”  Non- 
Related 
Families 

No.  of  Families 

7 

15 

Total  No.  of  Individuals 
No.  of  Hemolytic  Staph. 

25 

48 

(Pharynx) 

No.  of  Hemolytic  Strep. 

15  60% 

8 16% 

(Pharynx) 

10  36% 

16  37% 

No.  of  Organism  Cultured 

63 

160 

“L”  family  investigated  December  1951. 

“Normal”  con- 
trol families 
August  1951. 

of  all  members  of  the  family.  It  also  depicts  the  in- 
cidence of  pyogenic  infections  to  which  each  member 
was  subjected  in  the  past  and  which  presumably  was 
due  to  a hemolytic  staphylococcus  and/or  strepto- 
coccus and  which  could  serve  as  foci  for  reinfection. 
The  evidence  points  to  the  mother  as  the  possible 
prime  carrier  of  the  family.  Colonization  of  the 
family  and  reinfection  of  one  member  by  the  other  is 
a possibility  and  is  indicated  by  the  arrows  (the 
heavier  arrows  indicate  greater  possibilities  for  cross 
infection). 

Treatment  of  the  infections,  (of  both  patients  and 
contacts)  hygienic  measures  to  reduce  cross  infection, 
and  vaccine  therapy  along  with  antiallergic  measures 
were  most  effective.  One  of  the  boys  has  discon- 
tinued treatment  and  has  had  no  asthma  for  two 
years  despite  marked  sensitivity  to  pollens,  Alter- 
naria,  and  dust.  The  other’s  asthma  occurs  infre- 
quently during  the  pollen  seasons  while  under  treat- 
ment.- The  incidence  of  respiratory  infections  within 
the  family  has  been  markedly  reduced. 

Case  2. — The  “L”  Families. — This  is  a bacterio- 
logic study  of  a patient  who  had  been  subject  to  hay 
fever,  asthma,  and  sinusitis  and  who  gave  a remark- 
able history  of  familial  incidences  of  asthma,  re- 
spiratory infections,  and  pyogenic  infections  of  the 
eye  or  skin.  Cultures  from  the  nose  and  throat  were 
therefore  taken  from  this  patient  and  24  members  of 
the  related  “L”  families. 

Figure  2*  shows  the  incidence  of  the  various  dis- 
ease states  encountered  in  the  patient,  his  progeny, 
and  the  progenies  of  his  six  siblings.  For  purposes 
of  control,  15  unrelated  families  not  subject  to  fre- 
quent or  chronic  respiratory  infections  were  also 
studied  bacteriologically.  The  incidence  of  hemo- 
lytic staphylococci  was  60  per  cent  in  the  “L’  ’ families 
as  compared  with  an  incidence  of  16  per  cent  in  the 
control  families  (Table  III).  The  incidence  of  the 
streptococci  encountered  were  identical  in  both 
groups  (36  and  37  per  cent  respectively). 


* Figures  and  Table  III  are  taken  from  Diseases  of  the 
Chest.  See  Reference  5. 
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Natha  L.* 
Sarah  S.* 


AB 

Children 

• Aaron  L. 

• Julus  L. 

Leo  L. 

Ernest  L. 

• Davis  L. 

□ Mildred  L. 

Delia  L. 

CTAE 

CTBP 

SBAE 

CTSPA 

CTAS 

T 

Spouse 

□ Ida 

Pauline 

• Paula 

• Rose 

• Joseph  B. 

Louis  W.® 

□ Albert  Bo. 

C 

CT 

S 

T 

Grandchildren 

Joan  L.* 

Dolores  L.* 

• Irene  L. 

Joseph  L. 

• Joy  B. 

• Ross** 

□ Myrna  Bo. 

T 

CA 

B 

□ c 

CTE 

• Alice  L. 

• Lenny  L. 

□ Alfred  L. 

• David  L. 

• Gail  B. 

• Barbara  Bo. 

PE 

CBP 

CTBE 

CA 

□ BTAE 

CTSPE 

• Susan  Bo. 
□ CTS 


* Not  investigated.  **  Adopted  son.  © Died  of  cerebral  accident  1 month  after  survey.  □ Hemolytic  Strep.  • Hemo- 
lytic Staph. 


MEDICAL  SURVEY 

A — History  of  Asthma  with  Colds  7 E — History  of  Eye  Infections  6 

B — History  of  Bronchitis  2 P — History  of  Pneumonia  or 

Bronchopneumonia  5 

C — History  of  Frequent  Colds,  S — History  of  Sinusitis  7 

(more  than  2/yr.)  15  T — History  of  Tonsillitis  13 

(Tonsillectomies)  14 


Fig.  2.  Bacteriologic  and  epidemiologic  investigation  of  the  “L”  family. 


TABLE  IV. — The  “G”  Family  Incidence  of  Infections  and  Asthma:  Bacteriologic  Studies  Showing  a High  Inci- 
dence of  Hemolytic  Staphylococci  Identical  as  to  Phage  Type.  Also  High  Incidence  of  Alpha  Streptococci 


Age 

Allergic 

Symptoms 

Infections 

Number  of 
Infections 

Bacteriology — 
Nose 

-January  5,  1955 
Throat 

Staphy- 

lococcus 

Phage 

Type 

29  years 

Asthma 

Tonsillitis 

Sinusitis 

Bronchitis 

Styes 

Boils 

4 

3 

4 
2 
2 

Paracolon  bacilli 
Alpha  streptococci 

Staphylococcus  aureus 
(coagulase  positive) 
Alpha  streptococci 

52A,  79 

29  years 

Tonsillitis 
Ear  Infection 

? 

2 

Gm . negative  bacilli 
(Escherichia  coli) 
Micrococcus  tetrage- 
nous 

Alpha  streptococci 

Alpha  streptococci 
N.  catarrhalis 

8 years 

Asthma 

Tonsillitis 

6 

Alpha  streptococci 
Staphylococcus  aureus 
(coagulase  positive) 

Alpha  streptococci 
Staphylococcus  aureus 
(coagulase  positive) 
N.  catarrhalis 
Micrococcus  tetrage- 
nous 

52A,  79 
52A,  79 

5V2  years 

Tonsillitis 

Styes 

10 

2 

Alpha  streptococci 
Staphylococcus  aureus 
(coagulase  positive) 
Diphtheroids 
Bacillus  subtilis 

Alpha  streptococci 
N.  catarrhalis 

52A,  79 

9 months 

Asthma 

Bronchitis 

Alpha  streptococci 
Staphylococcus  albus 
(coagulase  negative) 
Staphylococcus  citreus 
Bacillus  subtilis 

Alpha  streptococci 
Staphylococcus  aureus 
(coagulase  positive) 
Gm.  negative  bacilli  of 
Escherichia  group 

52A,  79 

Subsequently,  an  aunt  of  the  patient  (his  mother’s 
sister)  was  seen  because  of  asthma  of  many  years 
duration.  Again  an  hemolytic  staphylococcus, 
coagulase  positive,  was  encountered.  We  had  thus 
isolated  hemolytic  staphylococci  in  three  generations. 
Unfortunately,  phage  typing  of  staphylococci  was 
then  unavailable  to  identify  specifically  the  hemo- 
lytic staphylococci  encountered  in  these  related  fami- 
lies. Nevertheless,  the  study  was  strongly  sugges- 
tive of  intrafamilial  contagion  and  the  possible  pas- 
sage of  these  organisms  from  generation  to  genera- 
tion. 

Case  3. — The  “G”  Family. — Three  members  of 


the  “G”  family  had  asthma  associated  with  respira 
tory  infection.  Cultures  from  the  nose  and  throat 
revealed  hemolytic  staphylococci,  coagulase  posi- 
tive, identical  in  all  three  members  as  determined  by 
phage  typing.  Hemolytic  streptococci  were  also 
present  as  were  other  organisms  which  did  not,  how- 
ever, persist  on  subsequent  culture.  Table  IV 
records  the  results  of  the  cultures.  Note  also  that 
the  father,  S.G.,  has  had  innumerable  pyogenic  in- 
fections and  that  two  of  his  three  children  developed 
asthma  in  the  first  year  of  life. 

Epidemiologic  and  bacteriologic  studies  of  the 
family  were  made  by  exposing  culture  plates  within 
the  household  and  demonstrating  the  presence  of 
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THE  DISTRIBUTION  OF  HEMOLYTIC  STAPHLOCOCCI  COAGULASE  POSITIVE, 
PHAGE  TYPE  52A.79 
CHART  m 

MS  IG.  E.S  MS 


Fig.  3.  Bacteriologic  studies  of  the  “G”  family  and 
related  paternal  and  maternal  families. 


hemolytic  staphylococci  (Type  52 A,  79)  in  the  at- 
mosphere. When  the  family  planned  to  move  to 
new  quarters,  plates  were  exposed  in  the  empty 
apartment  which  had  been  freshly  painted  and 
cleaned,  and  no  staphylococci  were  encountered. 
Three  months  after  moving  into  the  apartment, 
culture  plates  were  again  exposed  and  the  hemolytic 
staphylococci  (Type  52A,  79)  was  again  demon- 
strable in  the  atmosphere,  indicating  that  the  “G” 
family  not  only  brought  their  allergic  environment 
along  with  them,  but  their  bacteriologic  environ- 
ment as  well. 

Suspecting  intrafamilial  contagion,  studies  were 
also  made  of  the  six  siblings  of  Mr.  G.,  and  cultures 
were  available  from  13  of  22  members  of  these  fami- 
lies. Hemolytic  staphylococci,  which  were  coagu- 
lase  positive,  were  obtained  in  five  members  of  these 
families  but  were  dissimilar  from  the  52 A,  79.  How- 
ever, a culture  taken  from  another  patient  with  pollen 
and  infectious  asthma,  a relative  of  Mrs.  G.,  who 
had  been  successfully  treated  and  discharged,  re- 
vealed the  presence  of  hemolytic  staphylococci, 
Type  52A,  79.  Whether  this  former  patient  ob- 
tained this  organism  from  the  “G”  family  where  he 
was  a frequent  visitor,  whether  the  transfer  wras  the 
other  way,  or  whether  the  likeness  was  purely  inci- 
dental, is  conjectural.  Further  check  of  Mrs.  G’s 
siblings  and  their  progeny  did  not  disclose  the  same 
organisms  so  that  there  was  no  colonization  in  that 
part  of  the  family  by  the  hemolytic  staphylococcus 
Type  52A,  79  as  there  was  with  the  “G”  family. 
Figure  3 shows  the  distribution  of  hemolytic  staph- 
ylococci encountered  in  these  studies. 


In  order  to  determine  the  duration  of  the  infection 
due  to  the  hemolytic  staphylococci  (Type  52 A,  79), 
cultures  were  taken  of  the  “G”  family  at  various 
intervals  for  over  a year,  and  these  showed  the  per- 
sistence of  this  organism  in  the  family  particularly  in 
the  nose  and  throats  of  the  three  patients  (Table  V). 
Thus  it  was  not  only  demonstrated  that  the  hemo- 
lytic staphylococci  were  absolutely  identical  as  deter- 
mined by  phage  typing  but  that  they  colonized  the 
family  and  persisted  for  a long  period  of  time. 

Treatment  was  directed  primarily  at  the  father, 
who  was  presumably  the  prime  carrier,  and  all  skin 
and  eye  infections,  wherever  and  whenever  they 
occurred,  were  actively  treated  with  antibiotics. 
The  incidence  of  infections  and  asthma  has  been 
sharply  decreased.  No  attempts  were  made  to 
skin  test  the  children.  The  father  was  treated  with 
extracts  of  dust  and  pollen  and  a mixed  catarrhal 
vaccine.  On  several  occasions  when  infections  were 
present,  all  three  members  of  the  family  were 
treated  simultaneously  with  aerosols  using  the  closed 
chamber  (bathroom)  method  previously  described. 

Case  4. — The  “H”  Family. — This  is  the  study  of  a 
family  in  which  the  patient  has  intractable  asthma 
and  the  husband  suffers  from  chronic  rhinopharyn- 
gitis. The  patient  has  been  hospitalized  on  several 
occasions  because  of  status  asthmaticus.  All  meas- 
ures employed  by  several  allergists  had  previously 
been  unsuccessful.  Bacteriologic  studies  carried  on 
at  various  intervals  throughout  an  eighteen-month 
period  revealed  the  presence  of  identical  hemolytic 
staphylococci  in  the  respiratory  tracts  of  the  patient 
and  husband  and  on  the  eyelids  of  the  asthmatic 
patient  who  also  exhibits  chronic  blepharitis.  As 
will  be  seen  in  Table  VI,  the  identical  staphylococcal 
organisms  did  not  persist  from  the  first  to  the  last 
study.  Thus,  the  patient  demonstrated  the  first 
time  a staphylococcus  lysed  by  phages  55  and  39, 
but  subsequently  this  changed  to  one  lysed  by  42  E, 
70,  and  this  persisted.  On  two  occasions  the  patient 
became  infected  with  the  organism  previously  de- 
monstrable in  the  throat  of  her  husband.  It  was  note- 
worthy that  at  all  times  the  same  organism  encoun- 
tered in  the  respiratory  tract  of  the  patient  was  also 
found  on  her  eyelids. 

The  patient,  who  previously  could  be  comfortable 
only  when  given  cortisone  in  large  dosage,  is  now 
doing  well  without  steroids.  This  followed  simulta- 


TABLE  V. — The  “G”  Family:  Persistence  of  the  Hemolytic  Staphylococcus  (Phage  Type  52A,  79)  within  the  Family 

Observed  Over  a One-Year  Period 


Patient — 

-9  months 

Sibling — 

years 

(Father)  29  years 

Patient- 

-8  years 

Mother- 

— 29  years 

Date 

Nose 

Throat 

Nose 

Throat 

Nose  Throat 

Nose 

Throat 

Nose 

Throat 

Dec.  30,  1954 

52A,  79 

52A,  79 

52A,  79 

52A,  79 

52A,  79 

Mar.  14,  1955 

3A,  44A 

April  12,  1955 
April  20,  1955 

NT 

52A,  79 

52A,  79 

Jan.  14,  1952 

52A,  79 

52A,  79 

44  A 

52A,  79 

52A,  79 
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TABLE  VI. — The  “H”  Family:  The  Occurrence,  Distribution,  and  Phage  Type  of  Hemolytic  Staphylococci  Isolated 
from  the  Patient  and  Her  Husband,  Observed  18  Months 


Date 

TJ  U J 

Nose 

" x cl  11L11 1 

Throat 

Eye 

Nose 

Throat 

July  21,  1954 

55,  39 

55,  39 

42E,  70,  42B 

October  23,  1954 

42E,  70 

42E,  70 

November  19,  1954 

42E,  70 

42E,  70,  42B 

42E,  70,  42B 

February  22,  1955 

42E,  70,  42B 

NT 

42E,  70,  42B 

42E,  70,  42B 

NT 

April  19,  1955 

42E,  70 

42E,  70 

44A 

January  15,  1956 

44A 

44A 

44A 

TABLE  VII. — Clinical  Development  of  Resistance  to  Four  Antibiotics  Employed  in  Sequence  to  Eradicate  Infec- 
tion Due  to  Persistent  Infection  with  Hemolytic  Staphylococci  and  Hemolytic  Streptococci.  Isolation  of  Similar 
Organisms  from  Wife  and  Daughter  Without  Evidence  of  Clinical  Infection 


✓ Sensitivity  Tests n 

Organisms  Antibiotic  Preventive  Strepto- 


Date 

Cultured 

Employed 

Penicillin 

Bacitracin 

mycin 

Aureomycin 

Terramycin 

January  20,  1949 

Hemolytic 

Penicillin 

+ 

0 

0 

Strep- 

tococci 

Staphylococci 

— 

+ 

+ 

0 

0 

February  3,  1949 

Staphylococci 

Bacitracin 

+ 

+ 

+ 

0 

0 

Streptococci 

+ 

— 

0 

0 

February  21,  1949 

Streptococci 

Penicillin  & 

+ 

+ 

— 

0 

0 

Staphylococci 

Bacitracin 

+ 

± 

— 

0 

0 

March  28,  1949 

Hemolytic 

Streptococci 

Hospitalized 

± 

db 

± 

0 

Hemolytic 

Large  doses 

— 

— 

± 

± 

0 

Staphylococci 

of  Penicillin 

_l_ 

♦October  5,  1950 

Hemolytic 

Streptococci 

Aureomycin 

- 

T 

- 

- 

+ 

Hemolytic 

Staphylococci 

— 

± 

+ 

± 

February  19,  1951 

Hemolytic 

Streptococci 

Terramycin 

— 

— 

— 

— 

Hemolytic 

Staphylococci 

+ 

± 

* Identical  organisms  isolated  from  pharyngeal  cultures  of  wife  and  daughter  who  were  not  ill. 


neous  treatment  without  antibiotics  of  the  infections 
about  the  eye  and  throat,  as  well  as  the  husband’s 
rhinopharyngitis  and  reducing  cross  infection  from 
the  husband  by  active  treatment  of  all  colds  and  sore 
throats  and  the  employment  of  hygienic  measures. 

Case  5. — The  “S”  Family. — The  patient  (Mr.  S.) 
was  asthmatic  for  many  years,  the  asthma  resulting 
from  specific  allergies  and  from  infections  in  the  re- 
spiratory tract.  At  times  the  asthma  was  severe  and 
hospitalization  was  necessary.  Invariably  it  was  re- 
lieved by  antibiotic  therapy,  but  this  relief  wras  usu- 
ally of  short  duration.  Cultures  from  the  nose  and 
throat  had  been  taken  many  times  and  almost  in- 
variably showed  the  presence  of  a combination  of 
hemolytic  staphylococci  and  streptococci.  Table 
VII  charts  the  organisms  encountered  over  a two- 
year  period  and  their  sensitivities  to  in  vitro  inhibi- 
tion testing  with  the  antibiotics  then  in  use.  It  is 
noteworthy  that  following  the  use  of  each  antibiotic 
that  was  selected  on  the  basis  of  sensitivity  studies, 
the  organisms  developed  resistance  to  each  of  the 
antibiotics  in  turn,  namely,  penicillin,  bacitracin, 


streptomycin,  Aureomycin,  and  Terramycin.  In 
view  of  recurrent  infections  in  the  sinorespiratory 
apparatus,  despite  repeated  antibiotic  therapy,  a 
search  for  possible  carriers  was  made,  and  it  was  dis- 
closed that  both  wife  and  daughter  had  hemolytic 
streptococci  and  staphylococci  in  their  noses  and 
throats.  Neither  of  them  were  subject  to  unusual 
respiratory  infections. 

The  treatment  was  never  truly  effective  in  this 
patient  despite  suggestions  for  improving  hygiene, 
the  use  of  multiple  antibiotics  in  combination,  and 
vaccine  therapy.  Recurrent  tonsillitis  and  sinusitis 
invariably  followed  by  asthma,  continues  to  plague 
the  patient. 

Comment 

The  role  of  intrafamilial  contagion  in  repeated 
or  chronic  respiratory  infection  has  been  investi- 
gated by  Prigal,5  Finke,6  and  Dingle.7  In  our 
own  studies  as  previously  reported  and  in  this 
presentation  the  hemolytic  staphylococcus  was 
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frequently  implicated.5-8  _1°  This  raises  the 
question  of  pathogenicity,  since  this  organism 
may  be  normally  encountered  in  about  60  per  cent 
of  the  population  in  the  nose,  throat,  skin,  or 
stool.11  That  the  staphylococcus  can  be  patho- 
genic is  attested  to  by  the  severe  and  often  fatal 
infections  due  to  this  organism.  Where  a hemo- 
lytic staphylococcus  shows  a positive  coagulase 
reaction,  it  is  considered  more  apt  to  produce 
disease  than  when  not  showing  either  the  hemo- 
lytic or  the  coagulase  reactions.12 

The  most  logical  explanation  for  occurrence  of 
disease  presumably  due  to  the  hemolytic  staphy- 
lococcus is  to  postulate  the  existence  of  a latent 
subclinical  infection  which  periodically  becomes 
active  either  due  to  the  stimulation  of  viruses,  as 
in  the  common  cold,  or  by  the  reduction  of  the  pa- 
tient’s defense  mechanisms  as  a result  of  illness, 
vitamin  depletion,  modification  of  antibody  pro- 
duction, endocrine  disturbances,  and  other 
stresses.  The  staphylococcus  resembles  the  tu- 
bercle bacillus  in  this  manner.  Presumably  in- 
fection with  the  staphylococcus  can  occur  early  in 
life  and  continue  for  some  time,  perhaps  for  a 
lifetime  in  some  cases,  although  this  needs  verifi- 
cation. We  do  know  that  blepharitis  or  chronic 
otitis  media  due  to  a staphylococcus  infection  may 
persist  for  many  years,  resisting  all  types  of 
treatment.  This  is  also  true  for  staphylococcal 
osteomyelitis,  as  is  illustrated  by  the  following  ex- 
perience related  to  me  by  Dr.  John  Blair  of  the 
Hospital  for  Joint  Diseases.  In  1941  a boy  of 
seven  was  admitted  because  of  acute  osteomye- 
litis verified  by  x-ray  and  by  a positive  blood  cul- 
ture in  which  a hemolytic  staphylococcus  was 
harvested.  This  organism  was  saved.  The  pa- 
tient was  successfully  treated  with  a staphylococ- 
cal antitoxin,  sulfathiazole,  and  blood  trans- 
fusions, and  without  surgical  intervention.  In 
1942  the  patient  was  readmitted  with  osteo- 
myelitis in  the  same  site  in  which  a draining  sinus 
was  presented  and  from  which  a hemolytic 
staphylococcus  was  also  cultured  and  saved. 
After  surgery  (saucerization)  there  was  complete 
recovery.  In  December,  1954,  the  patient  re- 
turned with  osteomyelitis  again  at  the  same  site, 
and  for  the  third  time  a hemolytic  staphylococcus 
was  cultured.  Since  phage  typing  was  then  avail- 
able, all  three  organisms  were  typed  and  proved 
to  be  identical.  Here,  then,  was  infection  due  to 
the  same  organism  encountered  over  a period  of 
thirteen  years  with  a latent  period  of  twelve  years’ 
duration. 


With  our  present  knowledge  of  the  staphy- 
lococcus, its  remarkable  adaptability  to  all  kinds 
of  changes  of  the  environment,  including  exposure 
to  antibiotics  to  which  resistance  is  developed,  its 
relative  failure  to  produce  antibodies,  and  its 
destructive  action  on  white  blood  cells,  we  can 
understand  the  reasons  for  the  persistence  of  in- 
fection due  to  this  ubiquitous,  hardy,  and  highly 
versatile  organism.  The  role  of  the  staphylococ- 
cus and  the  problem  it  creates  for  the  allergist  has 
already  been  reviewed  in  greater  detail  by  this 
writer.13 

Persistence  of  infection  with  the  staphylococcus 
may  be  due  to  another  mechanism,  namely  re- 
infection.10 This  may  come  from  sites  of  neg- 
lected low-grade  chronic  infection  in  the  skin,  eye, 
or  ear  which  are  exhibited  by  the  patient,  or  mem- 
bers of  the  family  may  act  as  carriers,  either  be- 
cause of  obvious  infections  or  because  of  latent 
infection  diagnosed  only  by  culture. 

Although  this  study  concerns  itself  primarily 
with  contagion  within  the  family  group  (where 
chronic  infections  already  exist  in  a parent  and 
are  likely  to  occur  in  the  children), 5-6-7  it  is  under- 
standable that  infection  may  also  occur  from  ex- 
tra familial  sources.  This  is  particularly  true  of 
viral  infections,  such  as  measles,  mumps,  chicken- 
pox,  etc.  Finke6  has  shown,  however,  that  for 
respiratory  infection  of  bacterial  origin  there  is 
usually  a history  of  onset  in  the  first  few  months 
or  years  of  life  prior  to  the  school  age.  This  is 
particularly  true  where  there  is  a family  tendency 
to  chronic  respiratory  infection. 

The  occurrence  of  asthma  in  patients  with  re- 
spiratory infection  seems  to  be  predicated  in  most 
patients  in  these  studies  on  a combination  of  an 
underlying  allergic  state,  together  with  a super- 
imposed infection.  There  are  patients,  however, 
in  whom  there  is  no  demonstrable  or  overt  allergy 
in  which  chronic  infection  may  produce  bacterial 
sensitization,  causing  asthma. 

There  are  probably  other  roles  that  infection 
plays  in  the  production  of  asthma.  We  have  en- 
countered instances  of  asthma  due  solely  to  infec- 
tion without  any  demonstrable  evidence  of  sen- 
sitization, bacterial  or  otherwise.  Here  any 
attempt  at  explanation  is  at  this  time  purely 
speculative. 

It  is  certain,  however,  that  infection  does  play 
an  important  role  in  asthma,  and  to  treat  this 
problem  properly  the  etiologic  agent  should  be 
identified  and  the  proper  antibiotics  employed. 
(In  our  own  experience  a combination  of  anti- 
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biotics  such  as  neomycin,  polymyxin,  (aero- 
sporin),  and  bacitracin  administered  as  an  aerosol 
is  highly  effective  because  of  its  broad  spectrum 
of  activity,  local  topical  action,  and  nonsensitiza- 
tion.) Equally  important  with  specific  therapy 
directed  against  the  infection  is  the  employment 
of  public  health  measures  to  prevent  reinfection. 
It  is  certainly  a fallacy  to  remove  a focus  of  infec- 
tion, let  us  say  the  tonsils,  without  simultaneously 
treating  an  existing  chronic  conjunctivitis  or 
blepharitis  in  the  patient  or  in  carriers  within  the 
household.  I have  successfully  treated  asthmatic 
children  by  controlling  the  infection  of  then- 
parents  or  siblings.  In  one  instance  success  was 
achieved  only  after  treating  a grandfather  with 
chronic  sinusitis  with  whom  the  patient  lived. 
Repeated  culture  of  each  member  of  the  house- 
hold had  revealed  him  to  be  the  only  member  of 
the  family  to  harbor  a hemolytic  staphylococcus 
presumably  identical  with  the  one  repeatedly  en- 
countered in  the  grandson.  Since  the  death  of  the 
grandfather,  now  several  years,  there  have  been 
few  respiratory  infections  and  no  asthma.  Pre- 
vious treatment  in  a well-recognized  allergy  clinic 
which  was  limited  to  antiallergic  therapy,  removal 
of  tonsils  and  adenoids,  irradiation  of  pharyngeal 
lymphoid  tissue,  and  the  occasional  employment 
of  antibiotics  had  been  successful. 

Eradication  of  chronic  infections  in  the  pa- 
tient or  in  familial  contacts  is  desirable  but  not 
always  achievable  where  the  hemolytic  staphy- 
lococcus is  involved.  Therefore,  it  is  important 
to  improve  the  immunity  of  the  patient  as  well. 
This  may  possibly  be  achieved  passively  and 
temporarily  by  injections  of  gamma  globulin  or 
actively  by  the  use  of  vaccines,  preferably  au- 
togenous. 

That  there  are  shortcomings  in  this  type  of  in- 
vestigation is  acknowledged.  The  methods  of 
culture  were  limited  to  accessible  surfaces.  In- 
fections in  the  sinuses  or  bronchi  or  deep  within 
their  membranes  may  have  been  overlooked. 
No  irrigation  of  the  sinuses  or  bronchoscopy  was 
performed  in  any  of  these  patients,  since  most  of 
them  responded  to  aerosol  therapy  with  anti- 
biotics. Furthermore,  the  use  of  a single  medium 
for  culture  as  well  as  single  sites  of  culture  and  a 
single  swab  (which  was  true  for  most  patients,  al- 
though some  were  cultured  repeatedly  over  long 
intervals  of  time)  is  fraught  with  error. 

Additional  errors  undoubtedly  occurred  in  this 
study  of  infection,  since  it  was  strictly  a bacterio- 
logic  investigation.  The  role  of  viruses  in  acute 


respiratory  infections  is  only  now  beginning  to  be 
studied  by  Huebner  and  his  group.14  There  are 
many  viruses  already  listed  in  the  APC  Adenoid- 
pharyngeal-conjunctual  group  and  many  more 
to  be  identified.  Unexplained  as  yet  remain  the 
possible  role  of  the  viruses  in  chronic  respir- 
atory infections.  That  viruses  can  remain 
latent  over  long  periods  of  time  is  attested  to  by 
the  occurrence  of  infection  with  the  virus  of 
Herpes  simplex.  This  virus  may  be  dormant  for 
many  years  only  to  be  converted  from  latent  to 
active  infection  by  strong  sunlight  or  by  debility 
due  to  infection,  as  in  pneumonia.  Huebner  has 
also  shown  that  some  of  the  APC  viruses  may  per- 
sist in  adenoid  tissue  for  a long  time,  becoming  re- 
coverable only  when  the  dying  tissue  releases  the 
viruses. 

Finally,  in  evaluating  this  study,  the  author  is 
only  too  well  aware  that  simple  identification  of 
similar  organisms  even  to  the  point  of  identical 
phage  type  does  not  actually  prove  infection  and 
contagion.  This  may  merely  be  coincidental, 
since  the  hemolytic  staphylococcus  and  strepto- 
coccus are  so  ubiquitous.  The  evidence,  however, 
is  strongly  suggestive  of  infection  and  contagion 
for  the  staphylococcus  in  view  of  the  nature  of  the 
organism,  its  persistence,  and  its  ready  conversion 
from  latent  to  active  infection. 

An  interesting  by-product  of  this  investigation 
is  the  challenge  it  offers  to  the  commonly  accepted 
role  of  heredity  in  the  etiology  of  asthma.  Since 
this  role  is  based  largely  on  family  studies  and 
since  this  investigation  shows  that  asthma  may  at 
times  be  related  to  intrafamilial  infection  and  con- 
tagion, one  wonders  about  the  true  role  of  hered- 
ity. While  this  study  does  not  disprove  the  possi- 
ble role  of  heredity,  it  diminishes  it.  To  the 
criticisms  of  the  heredity  role,  presented  by 
Ratner  and  Silberman,15  in  which  they  point  to 
flaws  in  the  early  family  studies,  may  now  be 
added  the  failure  to  consider  the  bacteriologic  en- 
vironment of  an  illness  so  frequently  associated 
with  infection.  Apropos,  it  may  be  recalled  that 
prior  to  the  discovery  of  the  tubercle  bacillus, 
tuberculosis  was  considered  an  hereditary  disease, 
obviously  because  it  occurred  in  families.  Since 
we  have  strong  evidence  for  the  role  of  heredity 
in  hay  fever,  where  no  infection  is  involved,  we 
can  assume  that  heredity  does  play  a role  in  the 
related  disease,  asthma.  The  question  is,  how 
much  heredity  and  how  much  intrafamilial  infec- 
tion are  involved. 

Similarly,  questions  can  now  be  raised  about 
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psychologic  reasons  for  the  reported  relief  of  chil- 
dren when  they  are  separated  from  their  families 
and  sent  to  institutions  for  asthmatic  children  or 
away  from  home  for  a change  in  climate.  Is  the 
relief  in  any  way  related  to  a change  in  the  bac- 
teriologic  environment? 

Summary 

1.  Asthma  is  frequently  associated  with 
sinorespiratory  infections. 

2.  Where  infection  is  present,  there  is  always 
a contagious  element. 

3.  Reinfection  of  the  respiratory  tract  may 
occur  from  low-grade  chronic  infections  in  other 
organs  (skin,  eye,  ear,  etc.)  of  the  patient  or  from 
carriers,  particularly  within  the  household. 

4.  Bacteriologic  studies,  including  phage 
typing  of  hemolytic  staphylococci  of  family 
groups  in  which  asthma  occurs  in  one  or  more 
members,  are  suggestive  of  intrafamilial  con- 
tagion. 

5.  Infections  with  the  hemolytic  staphylococ- 
cus can  occur  early  in  life  and  persist  for  long 
periods  of  time. 

6.  Where  sinorespiratory  infection  exists 
simultaneously  with  an  underlying  allergy, 
asthma  frequently  occurs. 


7.  In  view  of  these  findings,  the  studies  of 
families  of  patients  with  asthma,  impheating  he- 
redity but  not  considering  the  role  of  intrafamilial 
contagion  is  probably  incorrect.  Both  factors 
should  be  considered:  heredity  and  the  presence 
of  chronic  infection  within  the  household. 

8.  The  implications  of  these  findings  in  rela- 
tion to  treatment  is  discussed. 

55  Park  Avenue 
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Management  of  Hemiplegia 


The  onset  of  a cerebrovascular  accident  may 
be  startling.  Depending  on  the  amount  of 
vascular  occlusion,  the  resulting  symptoms  may 
vary  from  a trivial  transitory  episode  to  a fatal 
comatose  state.  In  the  less  serious  cases,  hemi- 
plegia is  a common  sequence,  and  depending  on 
the  pathology  involved  (vasospasm,  thrombosis, 
tumor,  or  hemorrhage)  recovery  from  hemiplegia 
may  or  may  not  be  possible.  Blocking  the  cer- 
vical sympathetic  trunk  with  a local  anesthetic 
drug  on  the  side  corresponding  to  the  lesion  has 
been  observed  to  result  in  dramatic  improvement 
in  cases  of  hemiplegia  due  to  vasospasm.  Some 
observers  have  reported  improvement  in  cases  of 
hemiplegia  due  to  cerebrovascular  thrombosis.1 
On  the  contrary,  sympathetic  blockade  would  not 
be  suitable  in  cases  of  hemiplegia  due  to  brain 
tumor  or  to  cerebral  hemorrhage.  However, 


Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  February  3,  1958.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  first  Monday  of  every  month. 


when  one  is  confronted  with  a patient  who  has 
recently  and  suddenly  developed  a hemiplegia 
for  which  the  cause  is  undetermined,  one  may  de- 
cide to  do  a cervical  sympathetic  block  to  chance 
a cure  before  the  correct  etiologic  diagnosis  can  be 
established.  The  following  case  report  illus- 
trates such  an  event. 

Case  Report 

A sixty-five-year-old,  corpulent  male  had  circu- 
latory insufficiency  of  his  legs  for  which  a two-stage 
bilateral  lumbar  sympathectomy  was  proposed. 
The  patient  had  diabetes  and  generalized  arterio- 
sclerosis. His  arterial  blood  pressure  was  190  mm. 
Hg  systolic  and  100  diastolic.  On  June  20,  a left 
lumbar  sympathectomy  was  performed  uneventfully 
with  spinal  anesthesia.  One  week  later  the  same 
procedure  on  the  right  side  was  to  be  performed. 
The  same  preanesthetic  medication  as  given  pre- 
viously was  repeated.  This  consisted  of  Levo- 
Dromoran  2 mg.  and  scopolamine  hydrobromide  0.4 
mg.  at  1 p.m.  At  2 p.m.  the  patient  was  brought  to 
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the  operating  suite.  He  appeared  drowsy  but  re- 
sponded rationally  to  questions.  His  arterial  blood 
pressure  was  130  mm.  Hg  systolic  and  80  diastolic. 

At  2:05  p.m.  the  patient’s  bed  was  wheeled  into 
the  operating  room,  and  the  patient  was  requested 
to  move  over  onto  the  operating  table.  He  started 
to  do  this  but  could  not  move  efficiently,  and  he 
appeared  to  become  confused.  He  was  then  carried 
over,  with  the  aid  of  a draw  sheet,  onto  the  table. 
As  this  was  being  done,  he  complained  of  sudden 
pain  in  his  right  hand.  He  then  quickly  lost 
consciousness,  became  cyanotic,  and  manifested 
clonic  convulsive  movements  of  his  right  arm  and 
right  leg.  Oxygen  was  administered  immediately 
by  means  of  a face  mask  and  breathing  bag  in  a 
semiclosed  system.  The  convulsion  lasted  two  or 
three  minutes  during  which  time  the  patient’s  blood 
pressure  was  found  to  be  170/90.  When  the  con- 
vulsions ceased,  respirations  became  normal  again. 
At  this  time  it  was  noted  that  the  patient  had  a 
complete  hemiplegia  of  his  right  side  with  aphonia. 
The  proposed  operative  procedure  was  cancelled, 
and  the  patient  was  taken  to  the  recovery  room. 
Aphasia  and  flaccid  hemiplegia  persisted.  The 
patient’s  prognosis  seemed  bad.  The  patient’s  wife 
and  a priest  were  called  to  his  bed  side.  A left 
stellate  ganglion  block  was  suggested.  The  surgeon 
(Dr.  G.  H.  Pratt)  acquiesced  but  recommended  that 
no  more  than  5 cc.  of  solution  be  injected  in  order 
to  avoid  pressure  on  the  near-by  carotid  sinus. 
This  was  accomplished  at  3:05  p.m.  (an  hour  after 
the  onset  of  hemiplegia)  with  5 cc.  of  1 per  cent 
Cyclaine  solution,  using  the  lateral  approach  (the 
sixth  cervical  transverse  process  was  palpated;  a 
10  cm.  needle  was  then  introduced  below  this  and 
advanced  inward  and  anteriorly  until  contact  was 
made  with  the  corresponding  body  of  the  cervical 
vertebra).  Five  minutes  later  a Horner  syndrome 
developed  (ptosis,  myosis,  vascular  injection  of  the 
conjunctiva,  and  narrowing  of  the  palpebral  fissure). 
At  the  same  time  some  voluntary  movements  of  the 
right  foot  appeared,  and  the  patient  would  grunt  in 
reply  to  questions.  Just  two  minutes  after  this, 
recovery  was  complete.  The  right  leg  and  arm 


moved  normally.  The  handgrasp  in  the  right  hand 
was  strong,  and  the  patient  answered  questions  with 
good  enunciation.  Recovery  persisted  during  the 
rest  of  his  stay  of  one  week  in  the  hospital. 

Comment 

It  is  known  that  interruption  of  the  sympa- 
thetic pathway,  either  pharmacologically  or  sur- 
gically, results  in  dilatation  of  the  arterioles  and 
small  arteries  innervated  by  the  affected  sympa- 
thetic component.  This  vasodilatory  effect  is 
more  pronounced  in  youth  than  in  old  age  when 
the  formation  of  arteriosclerosis  may  interfere 
with  the  muscular  activity  of  the  vessel  walls, 
but  even  in  the  aged  this  vascular  muscularis  may 
be  active  to  some  extent. 

If  the  pathology  in  this  case  had  been  one  of 
hemorrhage  as  it  was  feared  to  be,  a sympathetic 
block  would  have  been  ineffectual.  Neurosurgi- 
cal intervention  might  then  be  indicated.2  If  the 
pathology  had  been  a simple  vasospasm,  spon- 
taneous recovery  would  usually  have  been  made, 
but  such  recovery  would  not  be  so  rapid  and 
instantaneous.  In  cases  of  cerebral  embolism  or 
infarct,  cervical  sympathetic  block  may  deter- 
mine an  improvement  by  increased  vascularity 
of  the  brain;  the  phase  of  restitution  may  then 
be  accelerated  by  a series  of  repeated  cervical 
sympathetic  blocks.3 

Other  methods  of  blocking  the  cervical  sympa- 
thetic trunk  by  an  anterior  or  posterior  approach 
have  been  described.  One  should  be  familiar 
with  these  methods  and  use  the  one  which  is  most 
appropriate  in  a particular  case. 
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Ingestion  Accidents  and  Their  Mode  of  Occurrence 


The  following  incidents  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Whiskey  3 years  Male 

The  mother  awoke  about  10  a.m.  and  found  an 
empty  pint  bottle  of  a popular  blended  whiskey 
on  the  kitchen  floor.  Mother  examined  all  the 
siblings  for  whiskey  odor  but  detected  a whiskey 
odor  only  on  patient,  who  was  sound  asleep. 
When  the  child  could  not  be  aroused,  a physician 
was  called  who  advised  hospitalization.  At  the 
hospital  the  stomach  waslavaged  with  bicarbonate, 
and  the  stomach  contents  had  a whiskey  odor. 
Intravenous  Hartman’s  solution  was  adminis- 
tered in  addition  to  other  supportive  therapy. 

In  spite  of  all  heroic  measures,  the  patient  ex- 
pired the  next  day  within  twenty-four  hours 
after  the  child  was  found  to  be  drowsy.  The 
medical  examiner’s  findings  are  still  incomplete. 


Toxic  Agent 

Incident  2 
Age 

Sex 

Whiskey  and 

3 years 

Female 

Orange  Juice 

A “friend”  of  the  family  gave  the  patient 
whiskey  and  orange  juice  to  drink.  Patient  was 
under  the  supervision  of  a baby  sitter  who  dozed 
off  and  the  “friend”  in  the  interim  gave  the 
whiskey  and  orange  juice  to  the  patient.  The 
child  was  found  in  a stuporous  condition  by  the 
parents  on  their  return.  They  tried  to  awaken 
the  patient  but  without  success.  After  several 
hours  a decision  was  made  to  take  the  child  to  a 
hospital.  The  child  was  admitted  to  the  hospital 
in  a coma. 

The  stomach  was  lavaged  with  tap  water,  and 
intravenous  sodium  caffeine  benzoate  was  ad- 
ministered. This  child  happily  responded  to 
therapy  and  was  discharged  as  improved  after 
three  days. 


Incident  3 

Toxic  Agent  Age  Sex 

Wine  3 years  Male 

The  grandmother  found  the  child  lying  on  the 
couch.  When  she  went  to  pick  him  up  he  felt 
limp  and  had  difficulty  in  breathing.  According 
to  the  grandmother,  the  patient  obtained  a con- 
tainer of  wine,  which  was  placed  on  the  kitchen 
shelf,  and  drank  an  unknown  quantity.  Patient 
presented  the  following  symptoms:  dyspnea, 
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cyanosis,  and  stupor.  The  patient  was  taken  to 
the  hospital  where  the  stomach  was  lavaged,  and 
the  return  fluid  had  a “sweet”  odor.  Patient 
was  placed  in  an  oxygen  tent  and  supportive 
therapy  was  also  administered. 

This  incident  was  classified  as  severe,  but  after 
seven  days  of  hospitalization,  the  patient  was 
discharged  as  recovered. 

These  cases  are  cited  since  alcoholic  beverages 
are  ordinarily  not  considered  as  poisonous  and 
are  exposed  in  the  homes  wdiere  they  are  easily 
accessible  to  young  children.  Physicians  are, 
therefore,  requested  to  include  whiskey  and  other 
alcoholic  beverages  in  the  list  of  hazardous  sub- 
stances that  are  found  in  and  about  the  home. 

Incident  4 

Toxic  Agent  Age  Sex 

Camphorated  Oil  15  months  Female 

This  mother  wanted  to  give  her  child  cod  fiver 
oil.  A similarly  shaped  bottle  containing  cam- 
phorated oil  was  kept  in  the  medicine  chest  beside 
the  cod  fiver  oil  bottle.  In  the  belief  that  she 
wTas  administering  cod  fiver  oil,  the  mother  mis- 
takenly gave  the  child  a teaspoonful  of  camphor- 
ated oil. 

The  following  symptoms  were  noted : burning 
in  the  mouth  and  throat,  nausea,  vomiting, 
dyspnea,  and  convulsions.  The  child  was  taken 
to  the  hospital  where  the  stomach  was  lavaged. 
The  return  had  a smell  of  camphor.  The  patient 
was  hospitalized  for  twenty-four  hours  and  was 
discharged  as  improved. 

This  case  illustrates  the  inherent  dangers  and 
potential  hazards  of  placing  containers  of  similar 
color,  size,  and  shape  side  by  side.  A mix-up  in 
identity  often  follows. 

Incident  5 

Toxic  Agent  Age  Sex 

Camphorated  Oil  V/2  years  Female 

The  mother  left  her  furnished  room  to  visit  the 
apartment  community  kitchen  which  was  used  by 
other  roomers.  In  the  meantime,  the  child 
obtained  a bottle  of  camphorated  oil  which  was  on 
the  floor  of  the  room  and  ingested  about  one 
ounce  of  its  contents.  When  the  mother  re- 
turned, she  found  the  child  showed  symptoms  of 
nausea,  dyspnea,  vomiting,  convulsions,  and 
stupor. 


The  patient  was  immediately  rushed  to  the 
hospital  where  the  stomach  was  lavaged,  and  the 
patient  remained  under  observation  until  the 
following  day  when  she  was  discharged  as  fully 
recovered. 

Incidents  of  camphorated  oil  poisonings  are 
being  reported  with  increasing  frequency.  Both 
incidents  cited  above  were  severe  in  nature  and 
could  have  terminated  fatally.  Happily,  the 
patient  recovered.  It  is,  however,  strongly  urged 
that  physicians  recommend  to  parents  that  they 
not  use  camphorated  oil  in  the  home.  Its 
medicinal  value  is  very  questionable,  and  its 
hazards  outweigh  its  doubtful  efficacy. 


Toxic  Agent 

Incident  6 
Age 

Sex 

Rat  Poison 

4 years 

Female 

The  nurse  reports  the  following  history  as  to 
how  the  accident  happened.  “Two  boxes  of 
cereal  were  on  the  closet  shelf,  because  the  rats 
had  been  in  one  box.  Some  rat  poison  had  been 
sprinkled  into  one  box  which  had  a small  amount 
of  flakes  in  it.  One  of  the  older  children  had  been 
sent  for  cereal  for  breakfast  and  took  the  box 
with  the  poison  in  it,  although  she  had  been  told 
about  it  and  it  had  been  pushed  to  the  rear  of  the 
closet.  Cereal  was  given  to  baby.”  This 
rodenticide  contained  arsenic. 

The  poisoning  was  not  discovered  until  three 
houfs  later  when  the  child  complained  of  abdom- 
inal pains  and  was  taken  to  the  hospital.  The 
stomach  wTas  lavaged,  and  the  child  remained  in 
the  hospital  for  observation  and  was  discharged 
as  fully  recovered. 

It  may  be  worth  pointing  out  that  a report  was 
just  received  at  the  Poison  Control  Center  of  a 
fatalfiy  due  to  a suicidal  attempt  in  an  adult 
resulting  from  the  ingestion  of  the  same  toxic 
agent. 

This  rat  poison  is  sold  in  two  formulations,  one 
containing  arsenic  and  another  warfarin.  The 
ingredients  of  both  preparations  are  declared  on 
the  labels  of  the  respective  packages.  If  the 
poisoning  involved  this  type  of  rat  poison,  the 
physician  must  inquire  specifically  which  form- 
ulation is  incriminated. 

Incident  7 

Toxic  Agent  Age  Sex 

Lead  Poisoning  18  months  Male 
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This  child  had  been  chewing  on  paint  from  the 
window  sill  for  some  time.  A bed  is  located  near 
the  window  sill  where  the  child  can  easily  reach 
up  to  the  window  sill.  He  had  often  stood  there 
and  idly  chewed  on  the  paint.  The  child  also  had 
a history  of  eating  painted  plaster  from  the  walls. 
No  history  of  pica  was  obtained  in  this  child  who 
was  under  supervision  in  one  of  the  Child  Health 
Stations.  The  first  signs  of  illness  in  this  child 
were  noted  three  days  before  admission  to  the 
hospital.  Although  the  child  was  taken  to  the 
hospital  immediately  after  he  appeared  ill,  he 
was  treated  in  the  emergency  room  for  an  upper 
respiratory  infection.  The  child  was  again  taken 
to  the  hospital  the  following  day  when  no  im- 
provement was  noted,  and  he  was  again  treated 
in  the  emergency  room  and  given  the  same  ther- 
apy. On  the  third  day,  however,  when  the  child 
developed  convulsions  and  stupor,  he  was  ad- 
mitted to  the  hospital  where  a diagnosis  of  lead 
poisoning  was  made.  The  child  had  a severe 
anemia,  basophilic  stippling  was  present,  and  x- 
ray  of  the  long  bones  showed  increased  density. 
The  blood  lead  was  0.19  mg.  per  cent.  The  child 
expired  on  the  day  of  admission.  While  the 
difficulty  in  the  diagnosis  of  lead  poisoning  is 
appreciated,  physicians  are  urged  to  do  a blood 
lead  determination  whenever  suspicious  signs  and 
symptoms  appear.  Admittedly,  lead  blood  de- 
termination may  be  difficult  to  do:  Basophilic 
stippling  and  coproporphyrin  determination  are 
easily  done  and  may  be  very  informative.  X-ray 
of  the  long  bones  may  also  be  very  helpful. 

Incident  8 

Toxic  Agent  Age  Sex 

Lead  Poisoning  V/2  years  Male 

The  patient  had  been  chewing  on  the  back  of 
chairs  and  bureau  drawers.  He  also  chews  on 
window  sills  (apartment  recently  painted).  The 
child  vomited  on  several  occasions  and  was  taken 
to  the  hospital.  A medication  was  given,  and  the 
child  was  sent  home.  When  the  patient  failed 
to  improve,  another  physician  was  called  who 
thought  there  was  nothing  wrong  with  the  child. 
When  the  vomiting  continued  and  the  child  be- 
came stuporous,  he  was  taken  to  another  hospital 
where  he  was  admitted,  and  a positive  diagnosis 
of  lead  poisoning  was  made.  A home  visit  by  a 
public  health  nurse  was  made  seven  weeks  after 
admission  to  the  hospital,  and  at  the  time  the 


child  was  still  under  treatment  in  the  hospital. 

Careful  observation  in  the  hospital,  early 
diagnosis,  and  prompt  and  appropriate  therapy 
will  save  many  lives. 

Incident  9 

Toxic  Agent  Age  Sex 

Lead  Poisoning  16  months  Male 

This  patient  has  a long  history  of  picking 
painted  plaster  from  the  walls  and  ingesting  it. 
The  mother  did  not  know  that  this  practice  was 
harmful  until  one  day  the  child  developed 
vomiting  and  dypsnea.  The  child  was  taken  to 
the  hospital  where  a diagnosis  of  lead  poisoning 
was  made  which  was  confirmed  on  the  basis  of  x- 
ray  findings,  basophilic  stippling,  and  a blood 
lead  0.17  mg.  per  cent.  The  child  also  had  a 
severe  anemia  with  a red  blood  count  of  two-and- 
a-half  million  and  a hemoglobin  of  50  per  cent. 
After  admission  to  the  hospital  he  also  developed 
convulsions.  He  was  treated  with  Edathamil 
(versenate).  After  three  weeks  he  was  dis- 
charged from  the  hospital  with  instructions  to  be 
followed  in  the  outpatient  department. 

Incident  10 

Toxic  Agent  Age  Sex 

Aluminum  Mastic  3 V2  years  Female 

The  child  found  some  aluminum  mastic  paint 
in  a can  which  was  discarded  by  a builder.  An 
unknown  quantity  of  this  paint  was  ingested  by 
the  patient.  Although  no  symptoms  were 
present,  the  child  was  taken  to  the  physician  who 
lavaged  his  stomach,  and  the  Poison  Control 
Center  was  asked  to  have  mastic  paint  analyzed. 
To  our  great  surprise,  the  department  chemical 
laboratory  reported  a lead  content  of  over  50 
per  cent. 

An  inquiry  to  the  manufacturer  disclosed  that 
this  particular  aluminum  mastic  does  contain 
lead.  This  is  mentioned  because  of  the  general 
belief  that  “aluminum”  compounds  are  harmless. 

Incident  11 

Toxic  Agent  Age  Sex 

Furniture  Polish  19  months  Male 

This  incident  was  reported  from  New  Jersey 
and  was  treated  at  the  United  States  Naval 
Hospital  at  St.  Albans.  The  patient  ingested 
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furniture  polish  which  contained  mineral  seal  oil. 
He  presented  the  following  symptoms:  pallor, 
vomiting,  and  dyspnea.  A chest  x-ray  revealed  a 
severe  pneumonia  and  pneumopericardium, 
pneumomediastinum,  pneumothorax,  and  a sub- 
cutaneous emphysema.  The  patient  was  criti- 
cally ill  for  one  week  after  admission  with  severe 
pneumonia  and  then  began  to  show  slow  improve- 
ment with  residual  x-ray  changes.  He  was 


hospitalized  for  twenty-nine  days  and  discharged 
as  improved.  As  was  pointed  out  previously, 
furniture  polish  intoxications  may  be  more  severe 
and  of  longer  duration  than  poisonings  resulting 
from  the  ingestion  of  kerosene. 

Patients  ingesting  furniture  polish  should 
always  be  hospitalized  and  carefully  observed 
even  when  they  are  asymptomatic. 


{Number  five  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


Infectious  Hepatitis  Shows  a Decrease 


Reported  cases  of  infectious  hepatitis,  an  acute 
virus  infection  usually  accompanied  by  jaundice, 
have  been  decreasing  over  the  last  three  years,  but 
the  disease  still  remains  a serious  public  health 
problem,  according  to  statisticians  of  the  Metro- 
politan Life  Insurance  Company. 

From  the  all  time  high  of  over  50,000  reported 
cases  in  1954,  the  number  of  cases  dropped  to  31,961 
in  1955,  to  19,234  in  1956  and  further  to  an  estimated 
15,000  in  1957.  Just  prior  to  this  decline,  however, 
reported  cases  rose  abruptly  from  less  than  17,500  in 
1952  to  nearly  three  times  that  figure  two  years 
later. 

There  is  some  evidence  that  the  sharp  rise  in  the 
incidence  of  infectious  hepatitis  was  largely  spurious, 
reflecting  in  large  part  the  increasing  completeness 
of  reporting.  Nation-wide  reporting  of  the  disease 
began  in  1952.  During  the  four-year  period,  1952 


through  1955,  the  number  of  deaths  varied  so  little 
that  the  death  rate  from  the  disease  remained  at  0.5 
per  100.000. 

The  1956  and  1957  mortality  figures,  when  avail- 
able, are  expected  to  show  a decrease. 

In  1956  the  reported  cases  of  infectious  hepatitis 
varied  from  5.1  per  100,000  population  in  the  South 
Atlantic  states  to  27.0  in  the  Mountain  states.  The 
areas  with  the  next  highest  case  rates  were  the 
Pacific  states,  19.8  per  100,000,  and  the  East  South 
Central  states,  14.5  per  100,000. 

Infectious  hepatitis  remains  a health  problem  of 
considerable  magnitude.  There  are  still  no  immuni- 
zation procedures  to  prevent  outbreaks  of  the  dis- 
ease and  no  specific  methods  of  treatment.  To 
bring  the  disease  under  effective  control  will  require 
much  additional  information  regarding  its  diagnosis, 
prevention,  and  treatment. 
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Diet  Composition  and  Reducing  Regimen 

CHARLOTTE  M.  YOUNG,  PH.D.,  ITHACA,  NEW  YORK 


Obesity  is  our  number  one  nutrition  problem 
in  the  United  States.  Although  all  obesity 
is  the  result  of  a greater  energy  intake  than 
output  so  that  body  fat  accumulates,  the  roots  of 
the  problem  are  economic,  social,  cultural,  and 
psychologic.  Because  of  this  fact  and  because 
of  the  poor  results  obtained  in  weight  reduction 
therapy,1  in  the  long  run  the  only  solution  must 
be  prevention — prevention  directed  at  the  basic 
causative  factors  rather  than  the  s3rmptoms. 

Some  persons  probably  should  never  be  sub- 
jected to  a reducing  regimen;  others  not  when 
under  unusual  emotional  stress.2  It  is  well 
known  to  physicians  that  for  therapeutic  purposes 
it  is  almost  impossible  to  control  the  diet  of  cer- 
tain normal  weight  individuals.  How  much  more 
difficult  it  must  be  then,  to  control  the  intake  of 
obese  persons  to  whom  food  often  means  more 
than  just  nourishment ! We  feel  it  is  important 
that  only  those  obese  individuals  whose  emotional 
status  is  such  that  food  control  is  possible  be  sub- 
jected to  a weight  reduction  regimen.3-4 

Diet  control  is  only  one  part  of  a weight  re- 
duction program  and  is  not  the  first  therapeutic 
consideration  in  all  cases  of  obesity.2  However, 
excess  weight  will  be  lost  only  when  caloric  ex- 
penditure is  greater  than  caloric  intake  so  that 
body  fat  is  burned.  This  caloric  status  can  be 
achieved  either  by  increased  expenditure  (pri- 
marily through  additional  activity)  or  by  reduced 
intake.  Ideally  both  may  be  involved.  In  the 
past  we  often  have  underestimated  the  role  of  ex- 
ercise in  increased  caloric  expenditure.  Mayer5 
has  focused  attention  on  the  importance  in  this  re- 


gard of  any  consistent  physical  activity.  In 
these  days  of  mechanization  when  man  unwit- 
tingly becomes  lazier  and  lazier,  attention  might 
well  be  concentrated  on  more  exercise  which  be- 
comes a part  of  the  daily  routine.  Not  only 
would  it  mean  greater  energy  expenditure  but 
often  would  be  an  outlet  for  nervous  energy,  re- 
lease of  tension,  and  less  “time  on  one’s  hands” 
for  boredom  with  its  subsequent  sipping  and  nib- 
bling. 

A reduction  in  caloric  intake  by  means  of  a low 
calorie  diet  is  usually  necessary  as  well  as  in- 
creased activity.  Unfortunately,  we  have  no 
magic  formula  for  painless  low  calorie  diets,  nor 
does  amrone  else.  So  far,  for  practical  purposes, 
we  do  not  know  the  mechanism  for  appetite  con- 
trol. There  are  many  kinds  of  nutritionally- 
adequate,  low  calorie  diets.  The  problem  of  the 
clinician  is  to  select  a diet  (having  in  mind  the 
tastes  and  complexities  of  the  individual)  which 
will  keep  the  patient  happj"  and  comfortable  over 
a period  of  time. 

Good  reducing  diets  should  meet  several  cri- 
teria: 

1.  The  diet  should  satisfy  all  nutrient  needs 
except  calories. 

2.  It  should  be  adapted  as  far  as  possible  to 
the  dietary  habits  and  tastes  of  the  individual  for 
whom  it  is  intended. 

3.  It  should  protect  the  patient  as  much  as 
possible  from  between-meal  hunger  and  leave  him 
with  a sense  of  well-being  and  a minimum  of 
fatigue. 

4.  The  diet  should  be  easy  for  the  patient  to 
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obtain,  whether  at  home  or  away,  without  making 
him  feel  “different.” 

5.  It  should  be  one  which  may  be  followed 
over  a period  of  time  and  retrains  eating  patterns 
so  that  with  suitable  caloric  additions,  it  may  be- 
come a pattern  for  lifetime  eating. 

Any  low  calorie  diet  which  meets  these  criteria 
should  be  satisfactory  for  weight  reduction  pur- 
poses and  is  made  up  essentially  of  the  “founda- 
tion stones”  of  any  good  normal  diet. 

Nutritional  adequacy  will  be  assured  if  the  diet 
includes  each  day:  One  pint  of  milk;  one  egg; 
two  servings  of  meat,  fish,  poultry,  or  substitute; 
four  or  five  servings  of  fruits  and  vegetables,  one 
of  which  is  a green  leafy  or  yellow  vegetable,  and 
one  of  which  is  rich  in  ascorbic  acid,  such  as  citrus 
fruits,  tomatoes,  or  strawberries;  one  or  more 
servings  of  whole  grain  or  enriched  cereal  or  bread, 
depending  on  caloric  allowance;  one  or  more 
teaspoons  of  butter  or  fortified  margarine  as  al- 
lowed by  caloric  level. 

Most  patients  who  really  stick  with  a diet  ap- 
preciate a simplified  pattern  which  they  can  fol- 
low easily  rather  than  an  elaborate  prescription 
calling  for  special  foods  and  preparations.  Vari- 
ation can  be  achieved  by  changes  in  the  types  of 
meats,  fruits,  and  vegetables  used  and  in  the 
combinations  which  are  made  of  the  various  al- 
lowed foods. 

One  of  the  ways  in  which  the  diet  may  be  ad- 
justed to  the  individual  is  by  means  of  the  pro- 
portion of  calories  from  fat  and  carbohydrate 
sources.  Using  the  simplified  basic  diet  pattern 
outlined  above,  the  fat  level  may  be  varied  by 
the  use  of  whole  or  skim  milk,  of  fat  or  lean  meat, 
and  by  changes  in  the  amounts  of  fats  and  oils 
given.  The  carbohydrate  level  can  be  varied 
easily  by  the  amounts  of  cereal  and  breadstuffs 
and  by  the  kind  and  quantity  of  fruits  and  vege- 
tables prescribed. 

In  most  instances  the  caloric  level  should  be  one 
which  will  produce  a loss  of  1 to  2 pounds  per 
week  (a  caloric  deficit  of  about  500  to  1,000  cal- 
ories a day).  Of  course  the  actual  caloric  need, 
and  hence  the  level  which  gives  the  desired  deficit, 
will  vary  with  the  individual  and  depends  mainly 
on  his  size  and  activity.  In  our  experience  too 
low  a level  is  not  desirable  or  the  patient  will  sup- 
plement it  as  he  chooses.  We  usually  find  it  is 
better  to  give  a diet  adequate  to  keep  the  patient 
reasonably  comfortable;  in  this  way  we  are  much 


more  apt  to  know  what  he  is  actually  eating.  For 
women  the  caloric  prescription  usually  varies 
from  1,000  to  1,400,  with  the  younger,  more  active 
women  at  the  latter  level;  for  men,  1,500  to  2,000 
calories  are  frequently  used,  with  1,800  most  com- 
mon. Personally,  I prefer  to  start  with  a fairly 
high  level,  try  to  get  good  cooperation,  then  ad- 
just the  calories  according  to  the  patient’s  prog- 
ress (weight  loss). 

The  protein  level  usually  suggested  for  the  low 
calorie  diet  is  1.0  to  1.5  Gm.  per  Kg.  of  body 
weight.  It  has  been  demonstrated  repeatedly 
that  the  higher  protein  type  of  diet  leads  to  a 
greater  sense  of  well-being  on  the  part  of  the  pa- 
tient, to  less  between-meal  hunger,  less  fatigue, 
and  a greater  willingness  to  continue  the 
diet.6-10  The  reason  for  the  higher  satiety  value 
is  still  not  clear.  Recent  work  has  shown  it  is  not 
related  to  blood  sugar  levels.11 

We  have  worked  with  many  diets,  each  of 
which  has  been  satisfactory  for  at  least  some  in- 
dividuals. The  one  which  has  most  nearly 
fulfilled  the  criteria  listed  above  for  the  greatest 
number  of  patients  has  been  the  high  protein, 
moderate  fat,  low  carbohydrate  diet  developed 
by  Margaret  Ohlson.12  The  use  of  the  increased 
fat  in  the  diet  has  two  psychologic  advantages: 
an  encouraging,  initial  rapid  loss  in  weight,  and 
remarkably  steady  weight  losses  with  little  evi- 
dence of  plateauing. 

With  the  many  types  of  adequate  diets  avail- 
able from  which  to  choose,  the  physician’s  prob- 
lem is  the  selection  of  the  one  most  suitable  to  the 
habits,  tastes,  and  needs  of  his  patient. 
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Cancer  of  the  Stomach 

HOWARD  C.  DAVIS,  JR.,  M.D.,  NEW  YORK  CITY* 
{From  the  X-Ray  Department , St.  Luke's  Hospital) 


At  present,  cancer  of  the  stomach  is  respon- 
sible for  from  one  third  to  one  fourth  of  all 
deaths  from  cancer. 

Our  efforts  should  be  directed  toward  lowering 
this  mortality  through  early  diagnosis  and  early 
surgical  operation,  since  the  chance  for  cure  de- 
pends directly  on  these  factors. 

How  good  is  the  radiologist  in  finding  cancer  of 
the  stomach  and  esophagus,  and  wThat  can  he 
offer  to  the  referring  physician  and  through  him 
to  the  community  at  large?  The  x-ray  examina- 
tion of  the  stomach  has  been  performed  for  over 
fifty  }Tears,  and  in  that  period  of  time  great  strides 
have  been  made.  Now  it  is  an  entirety  safe  and 
easy  procedure. 

The  patient  with  extensive  disease  presents  no 
problem  in  the  radiologic  diagnosis.  He  is  also 
beyond  anything  but  palliative  therapy.  How- 
ever, early  in  the  disease  the  careful  study  by 
means  of  a barium  series  will  disclose  cancer  in  a 
high  percentage  of  cases.  In  general,  the  thoracic 
portion  of  the  esophagus  and  the  bod}r  of  the 
stomach,  including  the  antrum,  permit  the  best 
visualization  and  consequently  the  highest  accu- 
racy in  the  diagnosis  or  exclusion  of  cancer. 

* Present  address:  Tobey  Hospital,  Wareham,  Massachu- 
setts. 


There  are  areas,  however,  which  present  a con- 
stant problem  to  the  x-ray  man.  These  areas  are 
the  cervical  portion  of  the  esophagus  and  the  car- 
dia  of  the  stomach.  The  act  of  swallowing  pro- 
pels the  barium  mixture  through  the  pharjmx  and 
cervical  esophagus  so  rapidly  that  all  but  obvious 
lesions  may  not  be  apparent.  Special  studies 
with  different  consistencies  of  barium  have  re- 
vealed otherwise  invisible  abnormalities.  High 
speed  exposures  have  made  filming  of  this  region 
somewhat  more  satisfactory,  but  this  is  dependent 
on  more  powerful  equipment  than  nuiy  be  avail- 
able. In  the  case  of  negative  x-ray  studies  direct 
inspection  by  esophagoscopy  will  be  required  in 
many  cases.  It  may  be  necessary  to  definitely 
exclude  the  presence  of  a neoplasm. 

The  cardiac  end  of  the  stomach  is  difficult  to 
evaluate  because  of  several  factors.  It  is  inac- 
cessible to  pressure  and  other  manipulations  con- 
ventionally used  to  obtain  detailed  studies  of  the 
mucosa  elsewhere.  Its  surface  area  is  greater 
than  any  other  portion  of  the  stomach,  and  the 
pooling  of  barium  may  cover  small  lesions  with 
great  ease.  An  extensive  lesion  presenting  super- 
ficially only  a small  portion  of  its  mass — like  an 
iceberg — is  the  rule  in  this  area. 

We  have  many  available  methods  for  increasing 
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the  visualization  of  the  cardia,  for  example,  the 
introduction  of  air  into  the  stomach  with  the  bar- 
ium already  coating  the  mucosa  to  produce  a 
double  contrast.  However,  in  a large  number  of 
cases  of  suspected  cancer,  in  order  to  exclude  neo- 
plasm surgical  exploration  is  often  necessary. 
One  should  be  prepared  to  expect  that  some  of 
these  operations  will  fail  to  demonstrate  tumor  or 
other  pathology.  Nevertheless,  since  early  diag- 
nosis is  the  watchword,  we  should  not  let  this 
deter  us  from  following  this  same  course  in  the 
future. 

Benign  lesions  of  the  stomach  occur  with  con- 
siderable frequency.  They  often  are  found  by 
chance  while  making  routine  studies  on  patients 
presenting  no  symptoms.  The  usual  types  of  be- 
nign lesion  are  polyps,  papillomas,  fibromas,  leio- 
myomas, adenomas,  and  other  variations.  The 
roentgen  diagnosis  of  these  lesions  depends  on  the 
demonstration  of  a smooth,  round,  or  oval  mass 
either  in  the  wall  of  the  stomach  or  projecting 
into  the  lumen.  There  is  no  evidence  of  mucosal 
destruction  except  in  the  case  of  peptic  ulceration 
at  the  summit  of  the  mass. 

While  it  is  a source  of  satisfaction  to  be  able  to 
distinguish  most  benign  lesions  from  cancer,  one  is 
not  justified  in  assuming  that  the  x-ray  appear- 
ance is  sufficiently  reliable  to  be  depended  on  in 
all  cases.  The  early  malignant  changes  so  fre- 
quently demonstrated  at  the  base  of  otherwise 
benign  polyps  and  the  sarcomatous  degeneration 
of  usually  benign  leiomyomas  by  the  microscopic 
analysis  makes  even  the  most  confident  radiolo- 
gist wonder  whether  the  differential  diagnosis  is 
more  than  academic  in  importance. 

All  lesions  of  the  stomach  should  really  be  con- 
sidered cancer  until  proved  otherwise.  Even  if 
the  lesions  are  nonmalignant  at  operation,  the 
danger  of  development  of  cancer  or  of  hemorrhage 
from  benign  ulceration  has  been  eliminated. 
While  a careful  study  of  the  clinical  background 
in  conjunction  with  the  objective  roentgen  finding 
will  in  many  cases  result  in  accurate  diagnosis, 
there  are  many  cases  of  a borderline  character 
where  diagnosis  is  equivocal.  In  these  cases  re- 
peat x-ray  studies  in  addition  to  other  laboratory 
tests  should  be  made. 

Having  exhausted  all  clinical  facilities,  if 
doubt  still  persists,  operation  should  be  resorted 
to  as  mentioned.  The  modern  gastric  surgery 
makes  gastric  resection  bear  no  resemblance  to 
the  formidable  procedure  it  was  in  the  past.  In 
short,  improved  surgical  technics  and  supportive 


and  nutritional  therapy  have  combined  to  reduce 
morbidity  and  mortality  to  extremely  low  levels. 

Even  at  surgery  experienced  men  are  not  able 
to  distinguish  the  malignant  from  the  benign  in  all 
cases.  It  is  better  to  take  definitive  surgical 
steps — to  resect — at  this  stage  than  to  permit  the 
early  case  to  grow  inoperable  during  a further 
period  of  extended  evaluation. 

This  leads  to  the  subject  of  gastric  ulceration. 
Ulcer  of  the  stomach  is  readily  demonstrated 
when  it  has  attained  sufficient  depth  to  project 
bejmnd  the  barium  shadow  of  the  stomach  or 
efface  the  ruga  folds. 

The  roentgenographically  demonstrated  stom- 
ach ulcer  presents  no  significant  criteria  as  to  ap- 
pearance or  location  which  will  enable  the  radi- 
ologist to  consider  it  categorically  benign  or  malig- 
nant in  character.  Moreover,  response  of  the 
gastric  ulcer  to  medical  therapy  is  not  a valid 
criterion  of  its  nature.  Time  and  again  malig- 
nant ulcers  have  shown  complete  disappearance 
under  the  x-ray  with  two  weeks’  bed  rest,  while 
conversely,  benign  ulcers  have  persisted  after 
months  of  conservative  therapy.  Craters  may  be 
obliterated  by  mucus,  blood  clot,  or  tumor.  To 
repeat  once  again — to  say  the  least,  differentia- 
tion is  impossible  by  present  day  x-ray  technics. 

The  physician  whose  patient’s  symptoms  sug- 
gest the  possibility  of  gastric  cancer  should  not 
accept  a single  negative  x-ray  report  as  conclusive 
evidence  of  absence  of  disease.  The  radiologist 
may  be  good,  but  no  one  can  approach  100  per 
cent  accuracy.  This  should  be  in  the  mind  of  the 
doctor  reading  a negative  report.  He  should  not 
allow  himself  to  be  lulled  into  a false  sense  of  se- 
curity. 

I have  devoted  the  major  portion  of  our  time  to 
the  stomach  with  a relative  exclusion  of  the  esoph- 
agus. At  present,  at  the  time  of  diagnosis  the 
esophageal  cancers  frequently  have  spread  widely 
and  at  best  are  difficult  to  treat  surgically  or  by 
x-ray.  Still,  at  the  slightest  symptom  of  abnormal- 
ity in  swallowing  or  of  food  sticking  in  the  esopha- 
gus, the  patient  should  have  the  benefit  of  a bar- 
ium study.  The  differentiation  of  benign  and 
malignant  lesions  of  the  esophagus  is  somewhat 
easier  than  in  the  stomach.  Certainly,  even 
though  the  outlook  is  not  so  good  as  in  stomach 
cancer,  the  effort  to  make  an  early  diagnosis  and 
early  treatment  is  to  be  urged.  More  early  cases 
are  now  being  cured,  and  the  future  should  bring 
even  better  results.  In  other  words,  radical  sur- 
gery and  high-voltage  x-ray  therapy,  using  the  ro- 
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tation  technic,  have  resulted  in  considerably  more 
frequent  cures  than  was  usual  in  the  1930’s  and 
1940’s. 

In  closing,  let  us  consider  mass  x-ray  surveys  of 
the  esophagus  and  stomach.  Several  series  have 
been  reported  in  which  a large  group  of  asympto- 
matic individuals  over  forty  were  given  gastroin- 
testinal series.  Although  only  a small  number 
showed  pathology,  it  seemed  a worthwhile  con- 


tribution. Certainly,  patients  with  a strong 
family  history  of  cancer,  particularly  of  alimen- 
tary tract  origin,  should  be  watched  most  care- 
fully. It  is  not  a waste  of  time  to  re-examine 
these  people  periodically  even  though  they  are 
asymptomatic.  Possibly  from  an  economic 
standpoint  it  would  be  better  to  restrict  the  sur- 
vey studies  to  those  over  forty  and  those  with 
strong  family  histories. 


(Number  four  in  a series  of  Cancer  Alerts) 


Surgeon  Predicts  Growth  of  Children's  Hospitals 


A Chicago  pediatric  surgeon  has  predicted  that 
“in  the  not  too  distant  future”  most  cities  of  more 
than  200,000  will  have  hospitals  strictly  for  children. 
Large  cities  will  have  more  than  one,  Dr.  Willis 
J.  Potts,,  surgeon  in  chief,  Children’s  Memorial 
Hospital,  Chicago,  said  in  the  February  1,  Journal 
of  the  American  Medical  Association. 

The  future  of  children’s  hospitals  is  bright,  Dr. 
Potts  said,  “for  the  simple  reason  that  pediatricians 
long  have  known  and  parents  recently  have  become 
aware  that  refinements  of  child  care  are  possible 
only  where  it  is  feasible  to  have  specially  trained 
personnel  in  all  phases  of  children’s  care.” 

Every  medical  center  of  any  size  should  have  a 
children’s  hospital  where  the  best  in  medical  and 
surgical  care  is  available  from  experienced  men, 
he  said. 

Parents  should  be  able  to  come  to  such  centers 
knowing  that  their  children  will  receive  the  best 
care  known  at  the  time  and  that,  if  nothing  can  be 
done  for  their  child,  they  can  get  advice  about  the 
future  care  of  their  child. 

The  hospitals  can  also  serve  as  training  centers 
for  surgeons,  anesthesiologists,  nurses,  and  others 
who  will  deal  with  children.  Special  training  is 
needed  because  of  the  size,  psychology,  and  frailness 


of  children. 

Their  very  smallness  presents  many  problems. 
For  instance,  the  amount  of  anesthesia  given  during 
an  operation  is  often  based  on  the  patient’s  size. 
The  pediatric  anesthesiologist  must  learn  to  give 
very  small  amounts  of  anesthesia. 

The  surgeon  has  to  learn  the  “feather  touch” 
and  to  avoid  “the  heavy  hand  that  shakes  the 
baby  whenever  the  wound  is  sponged.” 

All  doctors  have  to  learn  to  explain  to  the  fright- 
ened child  that  the  needle  may  hurt,  but  it’s  neces- 
sary because  he’s  sick,  Dr.  Potts  pointed  out. 
They  have  to  learn  what  a certain  cry  from  a baby 
means  and  have  to  understand  that  the  baby  can’t 
explain  where  he  hurts  or  that  he  is  hungry. 

The  baby’s  inability  to  walk  presents  problems 
in  taking  chest  x-rays.  He  can’t  stand  in  front  of 
the  machine  as  an  adult  does.  So  the  baby  is  laid 
flat  on  a table,  but  being  “unaccommodating” 
he  won’t  lie  flat  on  his  back.  “The  x-ray  pictures 
show  a touch  of  Picasso  in  his  darker  moods,” 
Dr.  Potts  said. 

Individuals  trained  in  the  care  of  children  can 
avoid  some  of  these  problems,  or  at  least  learn  how 
to  handle  them.  At  the  same  time,  children  will 
be  getting  better  care,  he  said. 
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Gonadal  Dysgenesis 

ALVIN  M.  SIEGLER,  M.D.,  AND  HARVEY  ZUCKERMAN,  M.D.,  BROOKLYN,  NEW  YORK 

( From  the  Sterility  Clinic  of  the  Beth-El  Hospital  and  the  State  University  of  New  York  Downstate 

Medical  Center) 


I n 1938  Turner  described  a syndrome  charac- 
terized by  the  triad  of  infantilism,  webbing  of  the 
skin  of  the  neck,  and  deformity  of  the  elbow,  occur- 
ring in  the  same  individual.  The  seven  cases,  all 
females,  were  reported  in  detail.  The  shortening  of 
the  neck  was  apparently  due  to  the  webbing,  since 
there  was  no  fusion  or  absence  of  the  cervical  verte- 
bra in  any  of  the  patients.  An  increase  in  the  carry- 
ing angle  of  the  elbow  was  constantly  present. 
Varney  et  al.1  found  high  urinary  gonadotropin  titers 
in  women  who  had  an  association  of  short  stature 
and  retarded  sexual  development.  The  hormone 
levels  were  as  high  as  in  postmenopausal  or  castrate 
women.  This  observation  explained  the  lack  of  re- 
sponse to  pituitary  gonadotropic  hormones  in  many 
cases  diagnosed  previously  as  hypophyseal  infan- 
tilism. Albright  et  al .2  carefully  differentiated  the 
new  syndrome  from  pituitary  infantilism.  In  1944 
Wilkins  and  Fleischmann3  summarized  44  cases  re- 
ported previously  in  the  literature.  They  noted 
only  18  of  them  proved  by  direct  visualization  or 
biopsy  of  the  ovarian  anlagen  and  named  the  condi- 
tion ovarian  agenesis. 

In  1955  Gordon  et  al.A  introduced  the  term  gon- 
adal dysgenesis  to  describe  two  cases  of  ovarian 
agenesis  associated  with  androgenic  manifestations. 

A case  is  reported  of  ovarian  aplasia  associated 
with  masculinization  and  normal  urinary  follicle- 
stimulating  hormone  titers. 

Case  Report 

Mrs.  M.  T.,  a thirty-nine-year-old,  white,  para 
0-0-0-0  was  referred  to  the  Beth-El  Sterility  Clinic 
in  February,  1956,  for  primary  amenorrhea  and  in- 
fertility. 

Her  parents  and  two  sisters  are  normal  in  height 
and  weight.  A brother  is  6 feet  4 inches  tall. 

The  patient  weighed  1,140  Gm.  at  birth.  Erup- 
tion of  teeth  occurred  properly,  walking  and  talk- 
ing ages  were  average,  and  the  patient  did  well 
scholastically.  Her  linear  growth  ceased  at  age 
fifteen.  Her  breasts  started  to  develop  at  age 
eleven  and  continued  normally  for  four  years.  Very 


Fig.  1.  Masculine  habitus  and  cubitus  valgus. 


scant  vaginal  staining  of  three  days  duration  oc- 
curred for  three  successive  months  at  age  fifteen 
but  never  again  spontaneously. 
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Fig.  2.  Facial  hirsutism  and  well-developed  breasts. 


She  was  treated  for  many  years  with  various  endo- 
| crine  preparations,  and  in  1951  she  received  x-raj^s 
f to  the  pituitary  and  ovaries.  The  patient  has  had 
I diabetes  mellitus  since  1956. 

Physical  Examination. — The  patient’s  height 
was  52  inches,  weight  94  pounds,  and  blood  pressure 
I 120/80.  Facial  acne  and  hirsutism  were  present. 
Ophthalmoscopic  examination  and  visual  fields 

I were  normal,  although  a squint  was  noted.  Her 
dentition  was  well  advanced.  The  trunk  was  mas- 
culine, and  she  had  a broad  chest  and  a narrow 
pelvis  (Fig.  1).  The  breasts  were  well  developed. 
The  sexual  hair  was  full,  and  there  was  a moderate 
increase  in  the  nonsexual  hair  of  the  face,  chest, 

I abdomen,  and  all  extremities.  The  upper  extremi- 
ties revealed  an  increase  in  the  carrying  angle  of  the 
elbows,  and  the  musculature  was  well  developed 
(Fig.  2).  The  genitalia  were  infantile,  but  some  en- 
largement of  the  clitoris  was  seen.  The  vaginal 
cavity  was  small.  The  uterus  and  cervix  were  in- 
fantile, and  the  adnexae  were  not  palpable. 

Laboratory  Studies. — Urinalysis  revealed  a 3 
plus  sugar,  and  a glucose  tolerance  test  demon- 
strated a diabetic  curve.  The  blood  cholesterol 


Fig.  3.  Fundal  defect  resembling  bicornuate  uterus. 
At  laparotomy  the  uterus  was  normal. 


was  370  mg.  per  cent,  but  the  basal  metabolic  rate 
and  the  radioactive  iodine  uptake  were  normal.  The 
urinary  17-ketosteroids  were  8.1  mg.  per  twenty- 
four  hours;  urinary  corticosteroids  were  5.5  mg. 
per  twenty-four  hours.  Follicle-stimulating  hor- 
mone titers  were  more  than  7 and  less  than  63 
mouse  units  per  twenty-four  hours.  The  skin 
biopsy  and  oral  mucosal  smears  revealed  a chro- 
matin negative  pattern.  The  endometrium  was 
atrophic  on  histologic  examination. 

Roentgenography  of  the  long  bones  revealed 
them  to  be  smaller  than  normal  for  the  age  of  the 
patient,  but  all  ossification  centers  were  united. 
Pelvimetry  disclosed  an  android  pelvis.  Intra- 
venous pyelography  was  normal.  A septate  infan- 
tile uterus  was  seen  on  hysterosalpingography  with 
a suggestion  of  a left  hydrosalpinx.  The  right 
uterine  tube  was  patent  (Fig.  3). 

Operative  Findings. — A culdoscopic  examina- 
tion was  performed  in  May,  1956.  The  uterine 
fundus  was  grossly  normal.  The  uterine  tubes  were 
normal,  and  the  fimbria  were  free.  The  right  ovary 
was  a white  linear  structure  about  2 cm.  in  length, 
and  the  left  ovary  was  slightly  larger,  due  to  a small 
functional  cyst  approximately  0.5  cm.  in  diameter. 
No  pelvic  adhesions  were  seen.  A laparotomy  con- 
firmed the  pelvic  findings  visualized  through  the 
culdoscope.  Ovarian  biopsies  were  taken  from  each 
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ovary.  Microscopic  examination  of  the  tissue  re- 
vealed an  absence  of  follicles  or  any  epithelial  cells 
corresponding  to  the  germinal  epithelium.  The 
postoperative  course  was  uneventful. 

Therapy  was  reinstituted  with  estrogens  and  pro- 
gesterone in  cyclic  fashion. 

Comment 

Several  excellent  reviews  of  the  Turner5  syndrome 
have  been  published. 1-3*6-7  In  1955  Gordon  et  alA 
and  Greenblatt8  reported  cases  of  the  syndrome 
which  were  associated  with  androgenic  manifesta- 
tions. The  nature  and  the  source  of  the  androgen 
in  these  patients  could  not  be  determined,  although 
there  were  epithelioid  cells  in  the  ovarian  anlagen 
which  appeared  to  be  secretory  in  some  of  the  pa- 
tients. 

The  urinary  gonadotropin  titer  is  usually  ele- 
vated in  the  presence  of  ovarian  aplasia,  but  several 
authors  have  recorded  instances  where  the  titers 
were  normal  or  low.3’4*8*9  It  has  not  been  proved 
that  excessive  pituitary  gonadotropins  will  be  per- 
manently present  when  the  ovaries  are  absent. 
However,  the  failure  to  demonstrate  an  elevated 
gonadotropin  titer  mitigates  against  but  does  not 
exclude  a diagnosis  of  ovarian  aplasia. 

Wilkins  et  alA  studied  the  biopsy  specimen  of  the 
skins  from  eight  patients  with  the  syndrome  of 
ovarian  agenesis.  In  six  of  them  male  type  epi- 
dermal nuclei  were  seen.  The  findings  suggest  that 
in  the  human,  under  certain  circumstances,  absence 
of  gonads  in  a genetic  male  results  in  a female  geni- 
tal system.  If  damage  to  the  differentiating  testes 
occurs  slightly  later  in  fetal  life,  a male  pseudo- 
hermaphrodite can  result.  A recent  criticism  of  the 
theory  lies  in  the  demonstration  of  the  female  nu- 
clear pattern  in  young  men  with  primary  hypo- 
gonadism. 


Patients  who  have  primary  amenorrhea  or  pro- 
longed secondary  amenorrhea  must  be  thoroughly 
studied  prior  to  treatment.  Hormone  assay  and 
culdoscopy  are  indispensable.  With  their  use  years 
of  useless  therapy  can  be  avoided. 

Small  doses  of  estrogen  are  useful,  but  attempts  to 
stimulate  ovarian  function  with  gonadotropins  will 
fail.  Estrogen  therapy  can  produce  a definite  in- 
crease in  the  sexual  hair,  growth  of  the  mammary 
tissue,  and  some  development  of  the  genitalia.  Oc- 
casionally withdrawal  bleeding  can  be  induced. 
These  effects  can  have  a good  psychologic  influence 
on  the  female. 


Summary 

A case  is  reported  in  which  ovarian  deficiency  is 
associated  with  short  stature  and  in  which  biopsy 
studies  of  the  ovaries  showed  a total  lack  of  de- 
velopment. Consistently  normal  urinary  gonado- 
tropin hormone  assays  and  normal  development  of 
the  breasts  were  present.  Androgenic  manifesta- 
tions characterized  by  an  increased  hirsutism,  mascu- 
line habitus,  and  an  enlarged  clitoris  were  noted. 
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Mark  'em  Off  “No  Accounts " 


Dr.  Bailey  T.  Tally,  retired  Albemarle,  North 
Carolina,  surgeon,  has  announced  he  is  marking 
from  his  books  all  accounts  owed  to  him,  an  esti- 
mated $750,000. 

Dr.  Tally,  who  was  elected  Albemarle’s  “Man  of 


the  Year”  in  1956,  said  he  was  cancelling  the  bills 
for  two  reasons: 

“Many  people  are  having  short  hours  (of  work) 
and  are  out  of  jobs,  and  others  would  not  pay  the 
bills  even  if  they  had  the  money.” 
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EDWARD  B.  LEAHEY,  M.D.,  NYACK,  NEW  YORK 


V^olkmann’s  ischemic  contracture  leaves  in  its 
^ wake  crippled,  fibrosed  muscles  in  the  forearm 
and  hand,  which  to  a workman  are  functionally  use- 
less. About  a year  prior  to  the  case  here  reported 
we  had  seen  a crush  injury  of  the  hand  and  forearm 
due  to  a roller  injury  which  had  been  watched  and 
treated  conservatively  with  cervical  sympathetic 
blocks  for  approximately  thirty-six  hours  before 
the  fascia  in  the  forearm  was  slit  and  the  brachial 
artery  released.  A typical  atrophied  forearm  and 
clawed  function  in  his  hand  had  resulted,  requiring 
numerous  reconstructive  procedures.  A resolve 
was  made  at  that  time  to  be  more  direct  in  our  ap- 
proach should  the  opportunity  arise,  which  it  did  in 
about  a year.  Hence  the  following  case  is  reported, 
particularly  as  a reminder  to  surgeons  practicing  in 
smaller  centers  where  such  cases  may  be  admitted 
infrequently. 

Case  Report 

At  about  7:30  a.m.  on  October  5,  1956,  a twenty- 
three-year-old,  white,  male,  factory  worker  saw 
some  loose  fragments  of  plastic  in  a plastic  injec- 
tion machine.  He  opened  the  door  to  brush  out  the 
fragments,  and  the  hand  and  forearm  were  caught 
in  the  machine  while  it  was  running.  According  to 
his  employer  the  patient  apparently  pulled  the 
plug  on  the  machine  just  as  it  started  to  crush  his 
hand,  because  the  full  force  of  the  injection  machine 
is  estimated  by  the  employer  as  100  tons.  The 
patient  was  able  to  extricate  himself  from  the 
machine  and  was  referred  immediately  to  the  hos- 
pital with  dressings  on  his  hand  and  forearm.  He 
was  seen  at  about  9 : 00  a.m.  He  received  morphine 
for  his  pain,  his  dressings  w'ere  not  disturbed,  and 
he  was  examined  while  in  bed.  His  general  condi- 
tion was  satisfactory.  The  patient  stated  that  he 
could  not  bend  his  thumb  properly,  but  he  was  able 
to  flex  the  tips  and  the  proximal  interphalangeal 
joints  of  his  fingers,  although  these  motions  were 
limited  by  pain  and  spasm.  He  was  not  able  to  flex 
the  metacarpal  phalangeal  joint  of  his  thumb.  Sen- 
sation to  pin  prick  was  intact  on  the  exposed  finger 
tips  and  on  the  dorsum  of  the  hand  but  began  to  dis- 
appear a short  time  later. 

It  was  approximately  11:00  a.m.,  three  and  one- 
half  hours  after  injury,  before  the  patient  reached 
the  operating  room.  By  that  time  a tremendous 
swelling  of  the  hand  and  forearm  had  occurred. 

In  the  operating  room,  with  dressings  still  in 
place,  the  patient  was  anesthetized  with  intra- 
venous Pentothal  anesthesia.  The  dressings  were 
cut  away,  and  the  entire  extremity,  including  the 
arm  and  the  fingertips,  was  cleaned  and  irrigated 
thoroughly. 

Findings. — The  left  forearm  was  swollen  twice 


to  three  times  the  size  of  the  right  forearm.  The 
antecubital  space  was  tense  and  hard.  The  radial 
pulse  was  not  palpable.  There  was  a slicing-type, 
2-inch  laceration  at  the  base  of  the  thenar  eminence. 
There  was  a bursting-type  laceration  in  the  web 
between  the  thumb  and  the  index  finger,  with  a 
huge,  protruding,  herniated  muscle  mass,  which  was 
dark  red  in  color  and  which  was  not  bleeding.  The 
hand  was  moderately  swollen.  When  the  hand  was 
picked  up  and  held  for  cleaning,  crepitus  was  noted 
at  the  base  of  the  hand  and  the  hypothenar  emi- 
nence, and  the  transverse  arch  of  the  hand  appeared 
to  be  broken.  After  the  initial  cleaning  had  been  per- 
formed, gown  and  gloves  were  changed  and  a routine 
preparation  and  draping  was  done.  The  bursting 
laceration  of  the  skin  in  the  thumb  web  on  the  left 
measured  approximately  3 inches  in  its  largest  diam- 
eter. The  protruding  muscle  mass  was  identified 
as  the  whole  mass  of  the  muscles  of  the  thenar 
eminence.  This  included  the  short  abductor  of  the 
thumb,  the  short  flexor  of  the  thumb  and  the  oppo- 
nens.  The  adductor  of  the  thumb  was  intact. 
The  muscle  mass  was  simply  turned  back  through  the 
incision,  and  an  attempt  was  made  to  approximate 
it  with  the  gloved  finger  to  its  proximal  attachment 
from  which  it  had  been  ripped  at  the  base  of  the 
hand  where  it  attaches  to  the  deep  ligamentous 
structure  forming  the  roof  of  the  carpal  canal.  Pri- 
mary closure  of  the  laceration  was  then  done  with 
approximately  20  interrupted  black  silk  sutures. 
The  slicing  laceration  of  the  base  of  the  thenar 
eminence  was  also  closed.  On  the  dorsum  of  the 
proximal  forearm  was  a curved  laceration  about  2 
inches  in  diameter;  this  was  not  sutured. 

Before  the  hand  was  taken  care  of,  a long  incision 
had  been  made  through  the  skin  and  deep  fascia  of 
the  forearm,  starting  in  the  anticubital  space  and 
continuing  distally  about  7 inches.  The  flexor 
muscles  immediately  bulged  into  the  wound.  The 
muscle  itself  had  good  color.  The  brachial  artery 
was  identified  where  it  entered  the  antecubital 
space  and  split  into  its  two  terminal  divisions. 
Pulsation  was  questionably  present  to  palpation  at 
this  time.  In  five  minutes  pulsation  in  the  brachial 
artery  was  strong  and  the  radial  pulse  was  restored. 
Due  to  the  extreme  bulging  of  the  muscles,  skin 
closure  without  tension  was  impossible.  The  wound 
of  the  forearm  was  therefore  covered  with  Aureo- 
mycin  gauze.  A dorsal  molded  splint  from  the 
upper  arm  to  the  finger  tips  was  applied  in  a func- 
tional position,  being  held  with  an  Ace  bandage.  A 
brachial  block  was  performed  before  the  patient 
left  the  operating  room. 

The  patient  was  maintained  on  antibiotic  therapy 
thereafter,  and  an  initial  low-grade  fever  of  101  F. 
subsided.  Five  days  after  surgery  an  extensive  re- 
dressing with  the  application  of  a volar  molded 
plaster  splint  to  the  hand  and  forearm  was  per- 
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formed.  Mild  compression  was  maintained  with 
an  Ace  bandage.  The  broken  arch  of  the  hand  was 
carefully  molded  at  time  of  application  of  the 
splint,  and  the  sutures  in  the  hand  were  removed.  It 
should  be  noted  that  x-rays  taken  on  the  day  of  ad- 
mission had  shown  that  the  only  bony  injuries  were 
a fracture  of  the  unciforme  and  a spread  of  its  artic- 
ulation with  the  os  magnum  with  a separation  be- 
tween the  bases  of  the  third  and  fourth  metacarpals. 
There  was  also  a vertical  crack  in  the  radial  articular 
surface. 

After  the  redressing,  physiotherapy  by  a regis- 
tered physiotherapist  under  the  direction  of  the 
author,  consisting  of  active,  active-assistive  exer- 
cises and  gentle  massage,  was  started  five  times 
weekly  and  was  continued  as  necessary  for  several 
months.  On  October  19,  1956,  fourteen  days  after 
injury,  a primary  closure  of  the  long  wound  of  the 
forearm  was  done,  which  healed  without  any  diffi- 
culty. The  patient  was  discharged  from  the  hos- 
pital on  the  twenty-third  day  of  hospitalization. 

When  the  patient  was  discharged  the  hand  was 
swollen  and  stiff.  There  was  limitation  of  flexion 
at  the  metacarpal  phalangeal  joint  of  all  the  fingers. 
He  was  unable  to  make  a full  fist.  He  was  totally 
unable  to  oppose  the  tip  of  his  thumb  to  the  index 
or  the  other  fingers.  The  patient  continued  to  re- 
ceive physiotherapy  three  times  weekly. 

From  the  moment  physiotherapy  was  started, 
emphasis  was  placed  on  active  assistive  and  active 
exercises.  Massage,  gentle  stretching,  and  heat 
were  considered  secondary  modalities.  For  exam- 
ple, the  patient  felt  that  the  paraffin  bath  used 
after  the  first  month  loosened  his  fingers  and  made 
it  easier  for  him  to  exercise  actively  and  follow  the 
instructions  of  the  physiotherapist.  He  cooperated 
in  every  way  and  showed  the  will  to  help  himself. 
At  home  he  exercised  hourly,  stretching  his  fingers 
and  doing  other  exercises.  He  found  newspaper 
crumpling  exercises  particularly  helpful.  This  con- 
sists in  starting  at  the  corner  of  the  page  of  a news- 
paper and  crumpling  it  into  a ball,  sheet  by  sheet. 
Physiotherapy  was  an  active,  continuing,  hourly 
process.  The  surgeon  and  physiotherapist  worked 
as  instructors  to  obtain  the  active  cooperation  of 
the  patient.  He  was  shown  how  his  thumb  should 
oppose,  his  fingers  and  wrist  flex,  forearm  pronate 
and  supinate,  and  then  was  expected  to  continue 
these  movements  at  home  hourly. 

He  was  last  evaluated  on  March  1,  1957,  five 


months  after  injury.  At  that  time  he  had  a full 
range  of  elbow  motion  and  full  pronation  and  supina- 
tion of  the  forearms.  He  had  full  dorsiflexion  and 
palmar  flexion  of  both  wrists  as  well  as  radial  and 
ulnar  deviation  equal  on  both  sides.  On  the  left 
side  there  was  moderate  atrophy  at  the  base  of  the 
thenar  and  hypothenar  eminences.  The  grip  on 
the  left,  the  involved  side,  was  weaker  than  on  the 
right.  He  was  able  to  make  a full  tight  fist  with 
both  hands.  He  was  able  to  oppose  the  tip  of  his 
thumb  to  the  tips  of  all  fingers,  except  the  small  finger. 
The  transverse  arch  of  the  hand  was  restored.  He 
was  able  to  return  to  his  usual  work  on  March  4, 
1957,  almost  exactly  five  months  from  the  time  of 
injury.  At  this  time  the  patient  still  wears  the  im- 
print of  a wrist  watch  and  a metal  watch  band  which 
was  ground  into  his  skin  at  the  wrist  by  the  force  of 
the  machine  and  which  now  has  the  appearance  of  a 
tatoo. 

Comment 

This  case  is  worthy  of  reporting  for  several 
reasons.  It  was  managed  conservatively,  even 
though  surgery  was  performed.  The  avulsed  thenar 
muscles  were  merely  tucked  back,  and  nature  wat 
allowed  to  heal  them.  The  fascia  was  split  promptly 
when  it  was  evident  that  the  circulation  was  being 
impaired,  and  the  restoration  of  the  radial  pulse 
was  dramatic  at  the  operating  table.  The  constant 
physiotherapy  which  this  patient  received  was  as 
much  a part  of  the  care  as  the  surgery.  As  the 
tissues  healed,  all  modalities  of  physiotherapy  were 
used,  including  moist  heat,  massage,  stretching,  and 
active  and  active-assistive  exercises.  The  coopera- 
tion of  the  patient  in  this  program  was  most  im- 
portant. Prognostically,  the  case  was  aided  by 
the  fact  that  such  fractures  as  were  present  were  of  a 
minor  nature,  there  was  no  major  nerve  injury,  and 
the  elbow  itself  had  not  been  involved. 

The  writer  strongly  feels  that  in  a severe  crushing 
injury,  in  which  Volkmann’s  contracture  threatens 
the  hand  and  forearm  and  in  which  the  patient’s 
condition  permits  it,  an  early  surgical  conservative 
course  is  almost  mandatory.  The  satisfactory  func- 
tional result  obtained  here  seems  to  verify  this 
statement. 

259  Piermont  Avenue 
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Intraligamentous  Pregnancy 

MURRAY  L.  NUSBAUM,  M.D.,  UTICA,  NEW  YORK 
( From,  St.  Elizabeth's  Hospital ) 


C''  cto pic  pregnancy  may  occasionally  evade  even 
the  most  astute  clinician.  This  is  true  in  part 
because  of  the  protean  nature  of  symptoms  but  even 
more  because  he  neglects  the  subject.  The  follow- 
ing case  report  demonstrates  this  as  well  as  present- 
ing a rare  form  of  ectopia. 

Case  Report 

Mrs.  J.  D.*,  a twenty-seven-year-old  white 
primigravida,  was  first  seen  on  December  24,  1956. 
She  had  been  married  for  seven  years  and  had  never 
conceived.  Her  last  menstrual  period  was  on  April 
15,  1956.  She  spotted  intermittently  in  June,  1956, 
and  had  grippe.  In  July,  1956,  she  was  hospitalized 
because  of  vague  diffuse  abdominal  pain  and  was 
treated  with  antibiotics  and  transfused  because  of  a 
severe  anemia.  In  August,  1956,  she  was  readmitted 
to  the  hospital  with  a complaint  of  shaking  chills, 
fever,  and  arthritic  complaints.  Rheumatic  fever 
was  diagnosed.  The  patient  was  put  on  cortisone 
and  there  was  a dramatic  relief  of  symptoms,  al- 
though weakness  persisted. 

When  seen  in  the  office,  she  complained  of  per- 
sistent weakness,  continuous  severe  backache,  con- 
stipation and  severe  dyschezia,  and  marked  abdomi- 
nal tenderness.  Physical  examination  revealed  a 
pale,  well-developed  and  nourished  white  female  of 
twenty-seven  who  appeared  to  be  in  shock,  with 
blood  pressure  of  80/60,  pulse  of  112-124,  and  cold 
and  clammy  skin.  There  was  diffuse  tenderness 
and  spasm  throughout  the  lower  abdomen  without 
rebound.  Peristalsis  was  active.  A midline  mass 
containing  a fetus  extended  16  cm.  above  the  pubis. 
It  seemed  overly  tense  and  moderately  tender.  The 
fetal  heart  rate  was  144. 

Pelvic  examination  was  unsatisfactory  because  of 
severe  pain.  The  cervix  was  caught  up  behind  the 
pubis  and  could  not  be  seen.  An  exquisitely  tender 
fluctuant  mass  at  least  12  cm.  in  diameter  was  pal- 
pable in  the  cul-de-sac  and  dissected  down  into  the 
rectovaginal  septum.  This  mass  almost  completely 
occluded  the  rectum  and  seemed  to  be  continuous 
with  the  suprapubic  mass. 

The  patient  was  immediately  admitted  to  the 
hospital  where  a flat  plate  of  the  abdomen  revealed 
a five  months  pregnancy  in  the  midline,  and  the 
uterus  was  smooth  in  outline.  Admission  blood 
work  revealed  a hemoglobin  of  10.5,  hematocrit  of 
20  per  cent,  and  the  white  blood  cell  count  of  26,100 
with  a shift  to  the  left.  A catheterized  specimen  of 
urine  was  loaded  with  red  cells  and  cellular  casts, 
and  there  was  a trace  of  albumen. 

With  shock  therapy  the  pressure  rose,  blood  was 
obtained,  and  the  patient  was  taken  to  surgery. 


* A patient  of  Dr.  F.  M.  Miller,  Jr. 


A large  amount  of  free  blood  filled  the  peritoneal 
cavity.  Some  was  fresh,  but  the  vast  majority  was 
dark,  fluid,  and  old.  There  were  few  clots.  Most 
of  the  abdominal  and  all  of  the  pelvic  surfaces  were 
coated  with  adherent  laminated  fibrin  up  to  1 cm.  in 
thickness.  The  uterus,  about  the  size  of  a two  to 
three  month  normal  pregnancy,  was  pushed  up  and 
slightly  to  the  left  by  a tense  cystic  mass  which  lay 
to  the  right  and  behind  the  fundus  within  the  leaves 
of  the  right  broad  ligament.  The  cystic  wall,  thick- 
ened by  the  fibrin  to  about  1.5  to  2 cm.  evidently 
represented  the  smooth  outline  of  the  uterus  noted 
on  the  x-ray.  It  contained  a five  to  six-month  fetus. 
The  right  tube  and  ovary  were  splayed  out  above  the 
distended  broad  ligament.  The  right  round  liga- 
ment was  hypertrophied  and  prominent  on  the  an- 
terior surfaces  on  the  mass.  The  distal  half  of  the 
tube  was  mangled,  and  the  ovary  edematous  but 
normal.  The  pelvic  floor  was  the  inferior  border 
of  the  mass. 

The  round  ligament  was  divided  and  the  sac 
opened,  and  a living  five  to  six  month  fetus  was 
delivered.  The  placenta  lay  on  the  anterior  sur- 
face of  the  posterior  leaf  of  the  right  broad  ligament 
and  in  its  midportion  had  eroded  through  the  pos- 
terior wall  of  the  ligament.  It  was  possible  to  re- 
move the  placenta  intact  along  with  the  ovary  and 
right  tube.  There  was  slight  oozing.  Part  of  the 
area  could  be  peritonealized.  The  postoperative 
condition  was  fair.  Two  more  units  of  blood  were 
given.  After  twenty-four  hours  of  high  temper- 
ature and  rapid  pulse,  the  vital  signs  became  normal, 
and  the  remainder  of  the  course  was  uneventful. 
The  urine  cleared  spontaneously.  More  blood  was 
given,  and  the  patient  was  slowly  weaned  of  corti- 
sone. Two  months  later  physical  examination 
revealed  a relatively  normal  pelvis. 

Discussion  and  Summary 

Intraligamentous  pregnancy  is  the  rarest  form 
of  ectopia.  It  is  difficult  to  understand  how  a preg- 
nancy could  be  primarily  implanted  in  the  broad 
ligament.  Certainly  in  this  case  the  implantation 
was  secondary  to  a tubal  gestation. 

It  seems  likely  that  the  cortisone  buoyed  this 
patient  up.  At  any  rate  there  is  no  other  obvious 
explanation  for  the  chronicity  as  exemplified  by  the 
adherent  laminated  fibrin. 

Here  it  was  simple  to  completely  remove  the 
placenta.  Peristalsis  is  often  normal  in  the  presence 
of  blood  in  the  peritoneal  cavity.  This  helps  dif- 
ferentiation from  infection. 

Ectopic  gestation  masquerades  in  many  forms. 
A careful  pelvic  examination  and  a consideration  of 
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ectopia  will  disclose  misplaced  pregnancies  much 
earlier. 
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Hematemesis  Due  to  Benign  Gastric  Tumor 

WILLIAM  G.  CHORBA,  M.D.,  F.A.C.S.,  BRONX,  NEW  YORK,  AND  JOSEPH  FIDANZA,  M.D., 

FLUSHING,  NEW  YORK 

( From  the  First  Surgical  Division  of  Fordham  Hospital,  Bronx,  New  York) 


r1  astric  leiomyomas  are  rare.  The  following  case 
presentation  is  one  of  a leiomyoma  of  the  stom- 
ach, which  was  not  revealed  by  x-ray  but  was  found 
during  the  course  of  exploration  performed  to  deter- 
mine the  cause  of  severe  hematemesis. 

Case  Report 

Mrs.  M.  B.,  a seventy-five-year-old,  white  woman, 
was  admitted  to  Fordham  Hospital  on  June  28,  1955, 
with  chief  complaints  of  weakness  and  tarry  stools. 

Three  weeks  prior  to  admission  she  had  begim 
to  feel  weak  and  dizzy,  and  about  that  time  had 
noticed  the  passage  of  black  stools.  About  two 
years  before  that  the  patient  had  had  a similar 
episode  with  tarry  stools,  vomiting  of  blood,  and  a 
fainting  spell.  A local  medical  doctor  had  examined 
her  and  advised  x-ray  study,  but  she  felt  better  after 
a few  days  and  never  submitted  to  x-ray  examina- 
tion. There  was  no  history  of  an}'  other  bouts  of 


bleeding.  Although  the  patient  never  suffered  from 
gastric  distress,  she  complained  of  loss  of  appetite  for 
the  last  three  months  and  a weight  loss  of  24  pounds 
in  the  past  3rear  and  a half.  There  was  no  history 
of  alcoholism.  A system  review  revealed  no  further 
complaints. 

Family  History. — Her  grandfather,  father,  and 
one  sister  died  from  cancer  of  the  stomach. 

Physical  Examination. — The  important  find- 
ings were  as  follows:  The  mucous  membranes  were 
pale.  There  was  no  cervical  lymphadenopathy. 
The  blood  pressure  was  120/80,  and  the  pulse  rate 
was  80.  The  abdomen  was  soft  throughout. 
There  was  no  pain  or  tenderness,  and  the  fiver, 
kidneys,  and  spleen  were  not  palpable.  No  masses 
were  noted  or  palpated,  and  there  was  no  tenderness 
in  the  costovertebral  angles. 

Course  in  the  Hospital. — A Levin  tube  was 
inserted  and  attached  to  Wangensteen  suction. 
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Blood  was  seen  coming  through  the  Levin  tube  for 
about  twenty-four  hours.  Her  hemoglobin  was 
56  per  cent,  and  the  red  blood  cell  count  was  3,200,- 
000  per  cu.  mm.  She  was  transfused  and  received 
2,000  cc.  of  blood.  The  patient’s  blood  picture 
stabilized,  and  no  apparent  bleeding  was  noted 
after  a few  days.  X-ray  examination  of  the  gastro- 
intestinal tract  revealed  diverticulosis  of  the  colon 
and  multiple  calculi  of  the  gallbladder.  The 
esophagogram  was  normal.  Gastrointestinal  series 
showed  no  neoplasm  nor  peptic  ulcer.  The  small 
bowel  pattern  was  normal. 

Exploratory  laparotomy  was  performed,  and  there 
were  two  positive  findings,  a gastric  tumor  and 
cholelithiasis.  The  gastric  tumor  was  2 inches  in 
diameter,  located  in  the  fundic  portion  of  the  stom- 
ach on  the  greater  curvature,  lying  subserosally,  and 
extending  between  the  layers  of  the  gastrocolic 
ligament.  It  was  a circumscribed  mass  of  soft 
tissue,  well  encapsulated,  and  showed  no  evidence  of 
invasion  of  the  muscularis  of  the  stomach.  The 
surrounding  vessels  were  dilated.  The  serosa  was 
incised,  and  the  tumor  mass  was  enucleated  in  toto 
by  sharp  and  blunt  dissection.  The  opening  in  the 
greater  omentum  was  closed.  Because  of  the  ab- 
sence of  invasion  by  the  tumor  and  because  it  was 
discrete  from  the  muscularis,  no  incision  into  the 
stomach  mucosa  was  made.  The  stomach  and  duo- 
denum were  scrutinized  closely  and  palpated  care- 
fully, but  no  other  pathology  was  found.  The 
gallbladder,  which  contained  many  stones,  was  re- 
moved. The  abdomen  was  closed  in  layers  in  the 
usual  manner. 

Her  convalescence  was  uneventful  with  no  re- 
currence of  bleeding.  The  pathology  report  stated 
that  the  tumor  was  a degenerating  leiomyoma.  A 
four-month  follow-up  revealed  the  patient  to  be  in 
good  health  with  no  evidence  of  bleeding. 

Summary  of  Case 

This  was  a seventy-five-year-old,  white  female 
with  the  chief  complaints  of  tarry  stools  and  weak- 
ness of  three  weeks’  duration.  Stomach  contents 
revealed  blood.  X-ray  examination  was  negative, 
but  multiple  gallstones  were  present.  Operation 
showed  a tumor  mass  on  the  stomach,  subserosal, 
well  encapsulated,  with  no  evidence  of  invasion  of 
the  mucosa  or  muscularis  of  the  stomach.  The 
blood  vessels  in  the  surrounding  tissue  were  mark- 
edly dilated.  The  mass  was  completely  removed 
without  incision  into  the  mucosa  or  muscularis  of 
the  stomach.  Because  of  the  vascularity  of  this 


mass  and  the  surrounding  tissue,  it  is  felt  that  the 
bleeding  came  from  the  dilated  blood  vessels  in  the 
gastric  mucosa. 

Comment 

In  1952  Tempest1  of  the  Royal  Halifax  Infirmary 
reported  a case  of  leiomyoma  with  repeated  severe 
attacks  of  hematemesis.  He  reviewed  the  litera- 
ture and  stated  the  following:  “Benign  growths  of 
the  stomach  are  rare.  Eusterman  and  Senty  in 
1922,  after  a study  of  27  cases  of  benign  gastric 
neoplasm,  concluded  that  only  one  in  166  gastric 
tumors  is  benign.  Over  a period  of  five  years  at  the 
Lahey  Clinic,  Kiefer2  found  only  six  cases  of  benign 
gastric  tumor,  whereas  in  that  time  265  proved 
cases  of  carcinoma  of  the  stomach  were  seen  there. 
Eliason  and  Wright  (1925)  estimate  that  60  per  cent 
of  all  simple  gastric  neoplasms  are  leiomyomata. 
Leiomyomata  may  project  into  the  lumen  of  the 
stomach,  or  remain  in  the  gastric  wall,  or  be  attached 
to  the  serous  surface.  Their  most  striking  feature 
is  the  tendency  to  hemorrhage.  The  diagnosis  of 
leiomyoma  is  not  easy  unless  it  is  large.  They  are 
rarely  palpable.  Even  at  operation  with  the  stom- 
ach readily  palpable  under  direct  vision,  the  differ- 
ential diagnosis  may  be  difficult.3  Maingot4  states 
that  leiomyomata  are  liable  to  undergo  malignant 
change.” 

To  crystallize  the  above  statistics: 

1.  Of  gastric  tumors,  approximately  1 to  2 per 
cent  are  benign. 

2.  Of  benign  gastric  tumors,  60  per  cent  are 
leiomyomas. 

Straus  and  O’Kane,5  reviewed  the  literature  in 
1952  and  reached  the  conclusion  that,  “If  the  tumor 
is  small,  simple  excision  will  suffice.” 

Conclusion 

The  most  important  points  about  leioiityomas  are 
their  rarity  and  the  fact  that  when  encountered, 
they  should  be  removed,  since  they  may  cause  severe 
hemorrhage,  obstruction,  and/or  malignant  change. 
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How  typical  groups  of  specialists,  from  rhinolo- 
gists  to  coroners,  employ  photographic  recording  as 
a diagnostic  aid. 

leading  rhinologist  recently  stated,  “Pick 
up  a photograph  you  have  made  of  a pa- 
tient, and  you  are  immediately  reminded  of 
something  about  the  case.  For  the  busy  doctor, 
the  more  reminders  the  better.” 

The  rhinologist  has  come  to  appreciate  and 
rely  on  the  magnified  photograph  which  all  too 
often  reveals  details  overlooked  during  an  exami- 
nation. But  other  specialists,  as  well,  have 
learned  that  the  camera  sees  more  than  the  hu- 
man eye  and  retains  more  than  human  memory. 

Early  professional  uses  of  photography  grew 
out  of  this  need  for  making  and  keeping  accurate 
clinical  records.  Today,  each  medical  specialty 
has  adapted  the  camera,  in  its  own  way,  to  meet 
this  need. 

Pathologists  maintain  color  film  libraries  of  im- 
portant specimens.  Dermatologists  mark  their 
progress  in  treating  skin  lesions  with  photo- 
graphs. The  orthopedist  adds  a further  dimen- 
sion— action — using  a motion  picture  camera  to 
study  the  movement  of  limbs.  Sometimes  these 
studies  are  expanded  by  recording  with  cinefluoro- 
graphic  technics. 

Photography  of  the  skin  (changes  in  growth  or 
pigmentation,  eruptions,  burns,  ulcers,  etc.),  of 
the  eye  (inflammation  and  hemorrhaging  of  the 


conjunctiva),  of  the  teeth  (intraoral  photo- 
graphs, casts,  dentures  and  appliances),  of  various 
deformities  (congenital  types,  gaits,  artificial 
limbs,  plaster  casts),  of  special  surgical  proce- 
dures and  the  uses  of  special  equipment — these 
and  a hundred  other  uses  have  become  as  com- 
monplace as  the  traditional  before-and-after 
photographs  of  the  rhinologic  surgeon. 

In  fact,  the  multiple  uses  of  the  camera  as  a 
recording  instrument  have  tended  to  overshadow 
other  applications  of  photography  in  medicine — 
as  a medium  for  professional  training,  as  an  aid 
in  lay  education,  as  a medicolegal  instrument. 

The  Camera  as  Diagnostician 
and  Teacher 

By  projecting  the  “broad  picture”  compre- 
hensively, while  highlighting  vivid  details,  pho- 
tography is  a perfect  medium  for  exploring  and 
clarifying  facts  of  medicine  which  have  long  been 
unknown,  little  known,  or  glossed  over.  Rhinol- 
ogy  is  typical  of  specialties  which  have  profited 
from  such  clarification. 

As  recently  as  1929  a doctor  who  wrote  about 
the  common  cold  apologized  for  devoting  an  en- 
tire textbook  to  “such  a trivial  subject.”  Among 
the  host  of  unknowns  in  this  “trivial  subject,” 
the  structure  and  function  of  the  nose  has, -until 
recently,  been  relatively  ignored  by  the  profession 
at  large.  Photography  has  changed  this  situa- 
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tion. 

A new  motion  picture  that  will  be  released 
shortly — “The  Human  Nose:  What  Makes  It 
Different?” — points  out  that,  to  date,  “most 
textbooks  give  little  attention  to  the  many 
problems  of  the  nose,  and  only  a few  are  devoted 
exclusively  to  nasal  physiology.” 

The  film  is  devoted  to  building  understanding 
of  the  embryologic  development  and  subsequent 
growth,  and  the  anatomy  and  physiology  of  the 
nose,  a complex  organ  which  traditional  physiol- 
ogy has  viewed  merely  as  “an  air  passage  which 
moistens  and  warms  the  air,  provides  a sense  of 
smell,  and  to  a certain  degree,  filters  the  air.” 

The  medium  of  photography  enables  the  rhinol- 
ogist  to  raise  a number  of  important  questions  to 
his  colleagues:  “Is  nose  breathing  physiologically 
more  effective  than  mouth  breathing?”  Does 
nose  breathing  increase  the  efficiency  of  the 
lungs?  Of  the  heart?  Does  nasal  breathing 
enhance  oxygenation  of  the  blood  under  normal 
conditions?  Does  good  nasal  function  increase 
the  body’s  capacity  for  work?  Can  inefficient 
nasal  breathing  produce  fatigue?  Does  the  nose 
participate  in  meeting  stress  situations?  Can 
the  appearance  of  the  nose  affect  a person’s  life 
and  mental  health?” 

The  value  of  photography  in  this  exposition  is 
apparent  from  the  very  opening  of  the  film,  which 
depicts  a research  study  devoted  to  measuring 
the  temperature  of  air  passing  through  the  nose 
in  inhalation  and  exhalation — a technic  which 
the  motion  picture  camera,  better  than  most 
media,  is  inherently  capable  of  projecting.  The 
film  itself  makes  a strong  case  for  the  role  of 
photography  by  stating: 

“In  any  surgical  procedure  affecting  the  shape 
of  the  nose  (and  this  may  well  include  all  exten- 
sive septum  operations  and  nasal  fractures) 
photographs  and  masks,  as  well  as  written  de- 
scriptions, are  essential  to  the  complete  examina- 
tion and  should  be  part  of  the  permanent  record. 
Details  overlooked  during  examinations  may  be- 
come obvious  in  a photograph  (particularly  asym- 
metry, such  as  one  nostril  higher  than  the  other). 
In  four  views  taken  of  a subject,  standardization 
of  head  position  and  size  of  picture  is  important 
for  group  study  and  teaching.” 

Similarly,  a pediatrician,  Dr.  H.  E.  Thelander, 
of  San  Francisco  Children’s  Hospital,  reported 
his  problems  in  photographing  erythema  nodo- 
sum and  other  related  lesions  in  a recent  letter 
to  the  Journal  of  the  American  Medical  Associa- 


tion: 

“If  the  rash  (erythema  nodosum)  has  not  been 
seen,  it  is  very  difficult  for  the  student  to  inter- 
pret correctly  factors  such  as  shades  of  color.  It 
is  also  difficult  to  determine  whether  a rash  is 
fine,  feels  granular,  blanches  on  pressure,  or  has 
any  depth  to  it.  If  the  picture  is  taken  of  the 
entire  body,  then  the  details  are  missed;  if  a 
close-up  is  taken  of  only  a portion  of  the  rash,  the 
picture  as  a whole  is  lost.  In  some  diseases  it  is 
better  to  supplement  a still  picture  with  a short 
movie  that  not  only  shows  the  distribution  over 
the  whole  body  in  a long  shot  but  also  portrays 
the  intimate  details  of  the  rash  by  several  close- 
ups.  It  should  be  noted  that  such  manifestations 
as  Koplik’s  spots  or  an  acute  sore  throat  are 
much  better  portrayed  by  a short  movie  than  by 
a single  still  picture.  When  the  first  slides  were 
collected,  it  was  thought  that  one  good  slide  of  a 
classic  picture  was  all  that  was  necessary.  Ex- 
perience has  shown,  however,  that  many  slides 
showing  variations  are  far  more  effective  teach- 
ing material.  . . . 

“It  should  be  added  that  research  in  the  use  of 
visual  aids  should  not  be  left  to  camera  fans  or 
reluctant  teachers  who  need  props.  It  should  be 
diligently  analyzed  by  objective  critical  observers 
and  educators.” 

The  keeper  of  the  final  record,  the  coroner, 
has  long  been  aware  of  the  inalterable,  incontro- 
vertible story  told  by  the  medical  photograph. 
Writing  on  photography  in  the  coroner’s  program 
in  a recent  issue  of  Medical  Radiography  and  Pho- 
tography, Dr.  S.  R.  Gerber,  coroner  of  the  County 
of  Cuyahoga,  Ohio,  noted : 

“The  photographic  camera,  loaded  with  color 
film,  is  among  the  most  commonly  used  and 
valuable  pieces  of  equipment  in  the  coroner’s 
office.  Since  the  coroner  deals  with  highly  per- 
ishable material,  he  must  be  in  a position  to  re- 
cord permanently  and  accurately  the  appearance 
of  a body  or  organs  at  the  time  of  examination. 
Actually,  the  photographic  record  supplements 
and  complements,  but  does  not  supplant,  the 
complete  verbal  description.  Rarely,  however, 
will  the  words  of  the  individual  who  describes  the 
signs  of  injury  or  disease  be  as  graphic  or  com- 
pelling as  a well-made  color  photograph  of  the 
subject.” 

The  Camera  in  Professional  Education 

The  value  of  medical  motion  pictures  in  both 
undergraduate  and  postgraduate  education  has 
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become  universally  recognized.  The  statement 
of  a medical  problem,  or  the  recording  of  a clin- 
ical achievement,  in  the  graphic  form  of  a motion 
picture — with  the  added  teaching  aids  of  color 
photography  and  a recorded  narration — -provides 
the  most  vivid  teaching  aid  available,  the  next 
best  thing  to  on-the-scene  participation. 

It  has  been  conservatively  estimated,  on  the 
basis  of  information  published  by  the  American 
Medical  Association  and  other  sources,  that  a 
minimum  of  15,000  professional  film  showings  are 
currently  being  held  each  year,  to  a total  audience 
of  approximately  500,000  doctors,  medical  stu- 
dents, and  nurses. 

If  the  total  annual  usage  of  slides  and  film 
strips  were  added  to  this  growing  volume  of 
motion  picture  showings,  the  audiences,  com- 
puted in  repeated  use,  would  be  multiplied 
many  fold. 

Here  is  an  area  of  vast  significance  for  the  doc- 
tor, armed  with  a camera,  who  has  a valid 
research  or  clinical  message  for  his  colleagues. 
For,  where  a reticence  to  write  or  dictate  a re- 
search finding  or  case  history  may  prevent  a 
physician  from  recording  his  findings,  a filmed  re- 
port made  in  conjunction  with  his  research  or 
therapy  becomes  a permanent  record  for  con- 
ference or  training  purposes. 

The  Camera  as  a Medicolegal  Tool 

Medical  photography,  which  may  serve  as  a 
lasting  record,  a training  medium,  and  a public 
relations  instrument,  may  also  prove  a forensic 
aid.  In  a word,  the  photographic  record  may 
afford  protection  to  a doctor  threatened  with 
legal  action. 

The  majority  of  such  actions  against  physicians 


could  be  avoided  or  easily  disposed  of  if  more 
doctors  kept  complete  records.  A patient’s 
hoped-for  results,  despite  his  doctor’s  reservations 
or  caution,  may  result  in  a lawsuit  if  results  are 
not  up  to  the  patient’s  expectations.  Or,  a more 
dire  example,  a doctor  may  be  blamed  for  an  un- 
avoidable tragedy. 

The  rhinologist  is  perhaps  most  susceptible  to 
legal  attack  from  dissatisfied  overhopeful  patients, 
since  so  much  of  his  work  is  cosmetic  in  nature. 
No  wonder,  then,  that  rhinologists  have  de- 
veloped the  medical  photograph  as  an  instrument 
of  self-protection. 

The  photographic  record  alone  may  not  be  a 
complete  one;  if  not  ample  in  itself,  however,  it 
may  certainly  add  supportive  testimony  to  a doc- 
tor’s defense. 

This  article  has  attempted  to  indicate  broad 
areas  of  application  of  photographic  recording  in 
the  practice  and  progress  of  the  medical  pro- 
fession. 

Subsequent  articles  in  the  series  will  discuss  the 
professional  and  lay  audiences  for  medical  photog- 
raphy and  technics  for  reaching  them;  methods 
of  organizing  a photo  operation  in  your  office, 
clinic,  or  hospital;  various  types  of  photographic 
equipment  and  how  to  use  them;  supplementary 
equipment  for  photography  and  projection;  how 
to  get  the  best  result  in  color  photography,  and 
technics  for  producing  effective  stills,  film  strips, 
slides,  and  motion  pictures. 

Your  interests  and  problems,  incorporated  in  a 
Letter  to  the  Editor,  will  guide  the  writer  in  de- 
veloping this  series  so  as  to  meet  more  effectively 
the  individual  and  collective  film  needs  of  the 
readers  of  this  Journal. 

506  West  57th  Street 


{Number  four  of  a series  on  Visual  Education  in  Medicine ) 


A man  who  has  tried  to  play  Mozart,  and  failed,  through  that  vain  effort  comes  into  position 
better  to  understand  the  man  who  tried  to  paint  the  Sistine  Madonna,  and  did.  Gerald  W hite 
Johnson 
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IN  my  last  article  I dealt  with  the  evolution, 
conception,  and  birth  of  a national  health 
service  as  it  has  occurred  in  Great  Britain.  I 
dealt  also  with  its  implementation  and  the  quan- 
dary of  the  doctor  at  changing  overnight  from 
private  to  state  practice. 

The  first  matter  of  vital  interest  when  the  Brit- 
ish National  Health  Service  scheme  came  into 
operation  on  July  5, 1948,  was  that  of  the  freedom 
of  the  doctor  to  continue  to  treat  his  patients  as 
he  had  done  in  the  past  although  now  encom- 
passed in  a “system”  of  medical  practice.  The 
second  was  the  question  of  remuneration  of  the 
doctors  for  their  services. 

All  will  realize  the  great  practical  difficulties  in 
remunerating  a large,  heterogeneous  group  of 
some  20,000  medical  practitioners  from  govern- 
ment funds,  a group  which  had  previously  for  the 
most  part  decided  its  own  remuneration  insofar 
as  each  doctor  was  in  the  habit  of  sending  bills  for 
services  rendered.  The  patient,  for  his  part, 
either  paid  according  to  his  means  or  did  not  pay, 
and  the  doctor  probably  charged  an  amount  not 
far  out  of  line  with  that  charged  by  his  fellow 
practitioners,  just  as  you  still  do  in  the  United 
States  of  America. 

Inevitably  there  were  long-drawn-out  negotia- 
tions between  the  doctors  and  the  Ministry  of 
Health.  The  end  of  all  this  was  a rather  unsatis- 
factory scale  of  payment  based  on  the  capitation 
system,  which  had  in  fact  been  agreed  upon  by 
the  government  and  by  the  doctors,  though 
reluctantly. 

The  doctors  were  forced  by  a powerful  and 
socialist  Minister  of  Health  to  accept  a govern- 


ment interpretation  of  the  Spens  report  rate  of 
payment  for  medical  practitioners. 

The  Spens  Committee  report  had  stated  that 
medical  practitioners  “should  receive  a certain 
range  of  payment”  and  this  basis  had  been  agreed 
on  by  the  profession  with  suitable  adjustments  to 
compensate  for  the  rise  in  prices  since  before  the 
Second  World  War. 

The  government  had  agreed  with  the  profession 
on  the  Spens  basis  of  payment  but  had  applied  its 
own  interpretation  to  it.  However,  generally 
dissatisfied  with  this  basis,  the  profession,  with 
actuarial  and  statistical  help  from  high  authorities 
and  after  much  rather  bitter  negotiation  with  the 
government,  managed  to  have  the  matter  brought 
to  arbitration  before  a high  court  judge,  Mr. 
Justice  Danckwerts,  in  1951.  After  hearing  the 
case  of  the  doctors  and  the  Ministry  of  Health,  he 
made  a very  substantial  award  to  the  profession 
which  was  in  fact  exactly  the  amount  it  had  asked 
for.  It  amounted  to  a 25  per  cent  increase  with 
five  years  of  back  pay  at  this  rate ! This  was  a 
rapid  decision  on  the  part  of  the  judge  and  must 
have  proved  a blow  and  a salutary  shock  to  the 
government  at  the  time. 

For  approximately  five  years  our  cost  of  living 
in  Britain  continued  to  rise,  and  a profession  de- 
pending for  about  98  per  cent  of  its  income  on 
government  payments  began  to  feel  that  a fur- 
ther financial  adjustment  would  be  necessary.  It 
must  be  realized  that  the  medico-political  weap- 
ons of  the  doctors  were  of  necessity  being  sharp- 
ened, and  that  in  view  of  the  need  for  negotia- 
tion, the  largest  and  perhaps  most  influential 
professional  body  in  the  country  has  developed  a 
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team  of  determined  and  skillful  negotiators. 
Therefore,  in  1956  a further  case  was  put  to  the 
government  for  adjustment  of  payment  to  cope 
with  the  steep  and  continued  rise  in  the  cost  of 
living  of  24  per  cent  over  the  preceding  five  years. 
This  amount  no  doubt  again  proved  a further 
shock  for  the  government,  and  a stalemate  was 
reached  where  it  was  fully  realized  that  however 
good  our  case  was  likely  to  be,  a government  in- 
tent on  keeping  down  inflation  and  the  cost  of 
living  would  not  see  its  way  to  making  any  in- 
crease in  the  payment  to  the  doctors. 

Private  enterprise  projects,  meanwhile,  in  order 
to  keep  financially  in  the  black,  found  it  necessary 
to  raise  prices  to  cope  with  the  increased  cost  of 
living. 

Thus  the  profession  found  itself  in  a position 
which  was  quite  new  and  which  in  fact  could  not 
have  occurred  before  the  state  service  was  in- 
augurated. Of  course  theoretically,  with  a purely 
private  practice,  it  rests  with  the  individual  doc- 
tor to  decide  whether  he  is  going  to  keep  his  fees 
down  during  an  inflationary  trend  ! But  we  had 
a situation  where  the  government  wras  deciding 
this  on  behalf  of  all  the  doctors.  It  would  be 
wrong  to  suggest  that  some  did  not  agree  with 
this  policy  dictated  by  the  government,  and  that 
in  view  of  the  economic  situation  it  was  a public 
duty  to  offer  our  support.  In  the  main,  however, 
the  doctors  were  angered  and  frustrated  by  an 
apparent  failure  on  the  part  of  the  government  in 
1957  to  honor  its  pledge  to  pay  the  profession 
according  to  the  Spens  report  which  had  been 
mutually  agreed  upon  as  a proper  basis  for  pay- 
ment. 

Negotiations  broke  down  in  the  spring  of  1957, 
and  the  profession  was  told  that  the  government 
intended  to  set  up  a Royal  Commission,  i.e.,  a 
select  committee  to  examine  the  whole  question 
of  remuneration  as  compared  with  other  profes- 
sions. At  first  the  majority  of  the  doctors  re- 
belled against  cooperating  with  the  Royal  Com- 
mission, since  they  felt  it  had  been  set  up  without 
consultation  and  also  as  a possible  political  ruse 
to  delay  making  any  payment  for  another  year 
or  so.  However,  opinions  differed.  There  was 
considerable  evidence  of  an  actual  split  on  this 
matter,  and  slowly,  if  reluctantly,  the  profession 
decided  that  as  the  Royal  Commission  was  a fait 
accompli,  less  harm  might  result  from  giving 
evidence  to  the  R03M  Commission  than  from 
ignoring  it.  Thus,  in  this  unhappy  frame  of  mind, 
the  medical  profession  of  Great  Britain  looks 


forward  to  the  deliberations  of  the  Commission 
which  was  formed  without  its  full  agreement  in 
order  to  deliberate  on  the  fundamental  issue  of 
what  the  medical  practitioner  is  worth  to  his 
patients  in  terms  of  pounds,  shillings,  and  pence. 

Prompted  by  a feeling  of  disgust  at  the  gov- 
ernment’s precipitate  action  in  setting  up  the 
Royal  Commission,  and  realizing  that  the  pro- 
fession was  not  so  much  interested  in  payment  as 
in  the  question  of  terms  of  service  and  in  the 
smooth  and  proper  functioning  of  the  service,  the 
British  Medical  Association,  which  represents 
over  70  per  cent  of  the  doctors,  is  setting  up  a 
committee  of  inquiry  to  look  into  every  aspect 
of  the  National  Health  Service.  It  has  become 
obvious  that  with  all  its  potential  advantages  to 
patient  and  doctor  alike,  the  service  has  failed 
to  produce  a happy  and  united  working  system 
in  which  the  doctors  can  participate  with  a feeling 
of  pride  and  achievement. 

Certain  facts  and  figures  are  of  interest.  About 

97  per  cent  of  the  population  of  Great  Britain  is 
using  this  service.  Over  21,000  general  prac- 
titioners are  fully  committed  to  it  and  represent 

98  per  cent  of  general  practitioners  in  Great 
Britain.  About  94  per  cent  of  dentists,  all  chem- 
ists, and  druggists  are  also  taking  part. 

It  must  be  obvious  to  anyone  hearing  what  has 
been  said  that  the  state  service  has  brought  about 
a great  deal  of  dissension,  and  that  there  is  still 
much  speculation  about  what  the  future  holds 
in  store  for  the  doctors  in  Great  Britain. 

Some  of  us  argue  that  the  government  would 
find  it  much  easier  if  we  all  were  to  become  sal- 
aried servants.  Others  argue  that  if  we  were 
salaried  servants,  we  would  have  to  be  paid  over- 
time for  working  more  than  forty  hours  a week 
and  that  the  government  would  have  to  purchase 
our  premises  and  equipment,  thus  incurring  great 
extra  expenditure.  We  would  in  effect  be  the 
same  as  doctors  working  in  a public  health  or 
similar  clinic  on  a salaried  basis. 

It  cannot  be  denied  that  there  would  be  ad- 
vantages as  well  as  disadvantages,  but  it  seems 
impossible  to  imagine  such  a system  being  thrust 
on  a profession  without  creating  a further  wave 
of  dissatisfaction. 

Many  of  us  here  remember  the  days  of  private 
practice.  Most  still  have  a few  private  patients, 
and  some,  by  virtue  of  locality  or  approach  to 
work,  still  preserve  a certain  amount  of  private 
work  in  the  face  of  state  competition. 

We  feel  that  with  stimulation  and  encourage- 
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ment  of  private  practice  by  our  government  we 
might  regain  some  of  our  financial  and  therefore, 
true  independence. 

Since  the  National  Health  Service  started  in 
this  country,  although  it  was  stated  by  the  gov- 
ernment that  patients  would  be  free  to  accept  any 
benefits  offered,  a curious  anomaly  was  created 
in  that  it  was  made  illegal  for  our  private  patients, 
such  as  remained,  to  have  free  drugs  through  the 
Service.  In  other  words,  although  it  is  right  and 
proper  for  us  to  prescribe  on  a National  Health 
Service  prescription  for  any  drug  that  a patient 
may  require  in  the  treatment  of  his  illness,  the 
private  patient  who  is  nevertheless  paying  his 
weekly  levy  is  excluded  from  receiving  National 
Health  Service  prescriptions  and  therefore  free 
medicine. 

This  has  always  seemed  to  be  an  unfair  provi- 
sion but  has  been  justified  by  the  government  on 
the  grounds  that  the  drug  bill  would  increase 
considerably  if  private  patients  were  allowed  their 
drugs  on  National  Health  Service  prescriptions. 

However,  after  years  of  futile  argument  of 


this  point,  it  seems  that  a bill  is  about  to  be  pre- 
sented in  our  Parliament  to  allow  National 
Health  Service  prescriptions  for  private  patients, 
thus  giving  the  private  patient  the  benefit  of  free 
medicines  for  which  he  has  paid  out  of  his  com- 
pulsory levy. 

Nevertheless,  it  would  appear  that  such  a pro- 
vision might  weaken  the  position  of  the  govern- 
ment with  regard  to  the  doctors.  Considerable 
encouragement  would  be  given  to  private  prac- 
tice, but  in  the  eyes  of  the  government  two  kinds 
of  service  might  then  be  competing,  i.e.,  private 
and  National  Health  Service  practice!  This  pos- 
sibility would  be  more  distasteful  to  a Socialist 
than  to  a Conservative  government  but  would 
anyhow  cause  much  opposition  from  the  former 
in  a Conservative  parliament. 

This  is  the  frame  of  mind  in  which  the  doctors 
find  themselves  at  the  close  of  1957. 

In  my  next  article  I shall  attempt  to  describe 
how  the  service  has  affected  the  patient  with  his 
treatment. 


{Number  two  in  a series  of  five  articles  on  the  British  General  Practitioner  in  1957) 


New  Machine  to  Aid  in  Blood  Transfusions 


An  electronic  machine  that  enables  doctors  to 
know  when  a patient  needs  a blood  transfusion  dur- 
ing surgery  has  been  devised  by  a Veterans  Admin- 
istration surgeon. 

Called  a blood-loss  monitor,  the  new  instrument 
instantly,  automatically,  and  continuously  measures 
the  amount  of  blood  lost  by  a patient  during  an 
operation. 

► It  was  originated  by  Dr.  Harry  H.  LeVeen,  chief 
of  surgery  at  the  Veterans  Administration  hospital 
in  Brooklyn. 

Dr.  LeVeen  said  measurements  of  blood  loss 
made  by  the  monitor  are  accurate  to  within  one 
half  of  one  per  cent. 

The  machine  is  in  use  at  the  Brooklyn  Hospital  for 
all  heart  surgery  and  for  most  operations  for  cancer, 


burns,  and  other  conditions  in  which  heavy  blood 
loss  is  likely  to  occur.  The  monitor  is  about  two 
feet  square. 

Sponges  and  drapes  used  in  surgery  are  dropped 
into  a wire  basket  inside  the  machine  and  agitated 
in  a measured  amount  of  water  to  remove  the  blood. 
Other  blood  lost  at  the  site  of  surgery  is  sucked  into 
the  same  water  through  a tube. 

As  blood  is  added  to  and  mixed  with  the  water, 
the  electrical  conductivity  of  the  solution  changes. 
The  machine  measures  this  conductivity  and  trans- 
lates the  changes  into  cubic  centimeter  measure- 
ments of  blood  loss. 

The  cumulative  blood  loss  is  measured  on  a dial 
at  the  front  of  the  monitor. — Information  Service , 
Veterans  Administration 
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SPECIAL  ARTICLE 

The  Doctor's  Fee 

FREDERIC  E.  ELLIOTT,  M.D.,  BROOKLYN,  NEW  YORK 


\ ET’S  start  heads-up.  The  writer  thinks  doc- 
^ tors  rarely  receive  in  a lifetime  of  payments  a 
full  reimbursement  of  the  money  and  labor  made 
necessary  by  law  to  qualify  for  a license  to  practice 
medicine  ...  if  value  is  calculated  upon  “costs  of 
production’  ’ as  in  industry  and  commerce. 

No  price  can  be  put  upon  a service  which  wards 
off  death  from  illness  or  an  injury,  and  this  is  even 
more  true  of  the  minor  problems  of  doctor-care. 
They  defy  relative  value  scheduling.  If  doctoring 
were  a “trade,”  the  relief  of  pain  would  command  a 
price  up  to  the  maximum  ability  of  the  patient  to 
pay. 

The  profession  holds  its  place  of  respect  and  high 
regard  in  the  public  mind  because  medical  practice  is 
a “dedicated  service”  ...  its  basic  incentive  to  af- 
ford relief  and  relieve  distress  . . . without  thought  of 
pecuniary  reward. 

Little  is  heard  about  the  payments  made  with 
complete  accord  between  patients  and  their  doctors. 
The  furor  about  “costs  of  medical  care”  come  from 
the  relatively  few  instances  of  overcharge  by  a few 
doctors,  or  the  yelping  of  someone  who  lacks  under- 
standing or  would  like  to  receive  “something  for 
nothing.” 

Fees  which  impose  hardship  are  not  condoned  by 
the  profession  (as  it  is  represented  by  the  organized 
societies),  and  when  referred  to  a committee  for 
adjudication  ...  a reasonable  adjustment  is  made  or 
the  claim  is  totally  canceled. 

Few  of  our  public  know  that  to  qualify  under  the 
laws  of  the  State,  a large  sum  of  money  and  years  of 
hard  study  and  training  are  spent,  the  doctor  who 
makes  his  first  call  for  a remunerative  compensation 
is  usually  not  less  than  thirty  to  thirty-two  years  of 
age.  The  peak  of  earned  income  is  attained  in  about 
fifteen  years,  after  which  it  recedes.  Medicine  holds 
out  no  financial  lures. 

More  about  fees:  It  is  true  there  are  many  il- 
logical and  inconsistent  or  incongruous  peculiarities. 
A surgical  operation,  one  performed  here  and  one 
performed  there,  require  the  same  degree  of  knowl- 
edge and  skill,  yet  often  the  fee  charged  will  vary  in 
different  communities.  These  differences  are  ex- 
plainable when  historical  environments  are  known. 
They  cannot  be  justified  by  the  fixations  of  out- 
moded local  conventions  or  customs.  Neither  the 
people  nor  the  doctors  would  be  content  with  the 


methods  of  the  horse-and-buggy  and  stagecoach  era. 
however,  many  doctors  cling  to  the  economic  ide- 
ology of  that  past  age. 

The  first  great  step  in  the  acceptance  of  a “sched- 
ule of  minimum  fees”  came  with  the  1935  amend- 
ment of  New  York’s  Labor  Law.  Fears  were  ex- 
pressed by  some  of  the  standpat  croakers  about  the 
future  consequences.  Some  were  sure  acceptances 
would  lead  to  politically  controlled  “slavery”  under 
a system  of  compulsory  health  insurance. 

When  the  concept  of  “voluntary  nonprofit  medi- 
cal care  insurance’  ’ was  accepted  ...  a schedule  of 
benefits  became  obligatory  to  the  composition  of 
“subscribers”  certificates  and  contracts.  To  calm 
the  agitated  nerves  of  the  timid  the  State  of  New 
York  was  divided  into  eight  areas  and  each  set  up 
its  peculiar  schedule  of  variances,  all  being  based 
upon  the  state-wide  workmen’s  compensation  sched- 
ule which  had  applied  to  care  of  injured  workers  for 
nearly  a full  decade. 

About  that  word  “minimum”:  The  workmen’s 

schedule  permitted  charging  higher  fees  when  justi- 
fied by  the  exceptional  nature  of  certain  care  or  for 
executive  level  of  employe  income.  The  purpose 
of  the  “minimum”  schedule  was  to  prohibit  price 
cutting,  demoralization  and  incidental  abuses  to  the 
disadvantage  of  the  worker.  It  was  reasoned  that 
below  the  minimum  schedule  it  was  not  reasonable 
to  expect  first  class  service. 

The  phenomenal  growth  of  Blue  Shield  has  reached 
the  big  group  enrollment  stage  of  development. 
When  New  York  State  wanted  coverage  for  its 
Civil  Service  employes  and  their  dependents  (some 
200,000  persons)  there  was  demand  for  a uniform 
state-wide  coverage  and  schedule.  The  several 
Blue  Shield  Plans  of  the  state  made  the  necessary 
adjustments.  Large  group  employers  with  em- 
ployes in  many  states  are  making  similar  requests  for 
coverage  with  uniform  rates  and  coverage.  Blue 
Shield  must  go  on  growing  if  the  profession  looks  to 
it  for  fiscal  leadership.  It  is  generally  agreed  among 
the  plans:  “Blue  Shield  can  only  do  what  the  pro- 
fession wills  it  to  do:  it  can  be  only  what  Medicine 
wants  it  to  be.” 

In  New  York  City  free  clinic  and  free  ward  pa- 
tients of  former  days  are  now  moving  into  semi- 
private rooms— are  becoming  private  patients. 
The  local  Blue  Shield  plan  will  pay  some  42  millions 
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of  dollars  for  the  care  of  subscribers  for  the  year  of 
1957  and  no  complaints  are  being  received  from 
doctors  who  are  being  paid  for  the  free  care  patients 
of  other  days. 

The  “schedule  of  allowances”  is  payment-in-full 
for  patients  who  live  on  an  income  below  the  levels 
set  by  action  of  the  medical  societies  and  not  one 
item  is  in  the  schedule  which  has  not  been  passed 
upon  and  approved  by  the  societies’  constituted 
spokesmen. 

Insured  members  having  income  above  the  pre- 
scribed levels  pay  the  doctor  the  difference,  if  any, 
between  the  allowance  paid  by  the  plan  and  the 
doctor’s  normal  fee. 

The  doctor  who  has  cultivated  exceptional  skill  or 
displays  a special  talent  charges  fees  out  of  line  with 
the  schedule,  and  for  those  who  can  afford  it,  no  one 
can  complain  but  such  doctors  are  still  under  the 
traditional  obligations  of  a “dedicated  service” 
career. 

Other  doctors,  those  advancing  into  mature  years, 
who  choose  to  diminish  the  responsibilities  imposed 
by  new  patients  and  who  elect  to  reduce  their  activi- 
ties, increase  their  fees  above  the  schedule  to  accom- 
plish a lower  work  load  rather  than  to  increase  in- 
come. 

Mention  was  made  earlier  of  “the  organized 
societies”  and  the  public  should  know  that  the  pro- 
fession formed  the  medical  associations  to  promote 
better  distribution  of  knowledge,  science,  and  the 
art  of  practice;  to  better  the  application  of  these  to 
the  needs  of  patients.  In  no  chapter  of  its  history 
is  there  a record  of  effort  to  use  the  organization  for 
exploitation  or  gainful  ends — quite  unlike  the 
frankly  admitted  purposes  of  labor  organizations 
who  not  only  provide  protection  against  manage- 
ment exploitation,  but  constantly  demand  economic 
betterment  for  their  members. 

A fitting  conclusion  on  this  topic  comes  from  a 
page  of  our  New  York  State  Journal  of  Medi- 
cine, printed  in  September,  1940,  in  an  article  by 
Dr.  Floyd  Burrows,  of  Syracuse,  “Why  Not  Give 
the  Doctor  a Break?”1 

Recently  I read  in  the  American  Magazine  an  article 
that,  in  subtle  fashion,  cleverly  attacked  the  tenets  of 
present-day  medicine  and  vigorously  urged  the  early 
development  of  group  doctoring. 

Reading  it  makes  me  yearn  to  cross  verbal  swords  with 
its  author  and  ram  a sizzling  blade  through  his  left 
ventricle.  To  present  lavishly  only  one  side  of  an  im- 
portant subject,  vital  to  a more  or  less  uninformed, 
easily  misguided  public,  is  unquestionably  unfair  as 
well  as  harmfully  misleading.  The  old  puritan  town 
meetings  down  East  always  gave  the  opposition  a 
chance  to  elaborate  its  views.  That  is  what  I ask  for — 
an  opportunity  to  let  the  public  see  the  other  side  of  the 


shield. 

Perhaps  I am  a puny  medical  Jack  the  Giant  Killer 
attempting  to  climb  a tottering  bean  stalk — a vaunting, 
audacious  David  striding  forth  to  do  battle  in  the  arena 
of  argument  with  a powerful  Goliath,  M.D. 

But  if  I were  convalescing  from  pneumonia  with  my 
blood  pumped  full  of  curative  rabbit  serum,  I would  have 
sufficient  spunk  left  in  my  system  so  that  no  one  could 
heave  a pitcher  of  literary  ice  water  in  my  face  and  scare 
me  into  the  delusion  that  I had  just  broken  out  with  a 
cold  sweat  from  fright — even  if  the  author  who  hurls 
it  hails  from  a prominent  Boston  family  and  has  a 
national  reputation  for  big  achievements  with  a scalpel. 

This  particular  writer-exponent  of  group  medicine 
starts  off  by  submitting  the  naive  confession  that  he 
found  he  was  making  from  his  surgical  work“consider- 
able  more  money  than  an  honest  man  ought  to.” 

As  an  excuse  for  his  pirating  adventures  into  the 
pecuniary  realm  of  big  fees  he  gave — in  a remarkable 
example  of  fiction  composition — that  old  alibi  that  had 
its  origin  in  the  halcyon  Garden  of  Eden  time — he  laid 
the  blame  for  his  sin  on  a woman. 

He  discovered  that,  without  his  knowledge,  his 
grinningly  capable  secretary  had  skyrocketed  his  in- 
come amazingly! 

It  is  well-established  fact  that  an  office  girl  occa- 
sionally has  created  havoc  within  her  perfumed  zone  of 
activity,  but  few  ever  have  been  intrigued  into  such  a 
heinous  pastime  as  this  particular  doll. 

This  gal  would  gaze  with  malice  aforethought  through 
the  plate  glass  that  gave  view  to  the  street  and  charge 
for  the  boss’s  services  a price  based  on  the  value  of  the 
car  a patient  arrived  in!  ‘‘I  think  that  the  cost  of  an 
operation  is  worth  the  price  of  an  auto,  don’t  you?” 
she  coyly  gurgled  to  her  employer. 

Therefore,  if  doc  picked  a fester — a Ford;  if  he 
lanced  a carbuncle — a Cadillac!  A swell  dame  who 
clicked.  I wish  I could  hire  one  like  her. 

His  frank  admission  exemplifies  the  fact  that  fees 
have  grown  extravagant  among  many  strategic  sur- 
geons and  other  specialists  until  there  has  developed  an 
aristocracy  within  the  professional  domain.  Some  men 
have  become  wealthy  through  their  practice,  while 
many  of  the  rank  and  file  have  plodded  on  just  a few 
jumps  ahead  of  the  poorhouse.  Somewhere  around  90 
per  cent  of  the  doctors  do  a million  dollars  worth  of  work 
for  comparatively  nothing,  while  the  other  10  per  cent 
recoup  for  themselves  half  a million  in  cash.  The 
situation  is  analogous  to  two  miners  in  a partially  ex- 
hausted El  Dorado  pecking  away  for  gold.  One  gets 
all  the  nuggets  and  the  other  gets  only  the  dust.  This 
makes  things  sadly  out  of  balance. 

Perhaps  there  is  no  definite  proof  that  would  hold 
water  before  a judge  and  jury  that  such  assertions  are 
true;  but,  like  the  hairpin  in  a bachelor’s  bed,  the 
evidence  to  date  is  suggestively  suspicious  to  say  the 
least.  Everyone  knows  many  things  are  true  that 
can’t  be  legally  verified.  It  would  be  difficult  to  estab- 
lish in  a dingy  courtroom  the  claim  that  there  is  a deity 
known  as  the  Holy  Ghost;  yet  there  are  millions  of 
intelligent  people  who  devoutly  believe  in  such  a 
supernatural  being. 
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Editor’s  Note:  Occasionally  the  editors  of  the  Journal  find  articles  or  editorials  in 
other  medical  'publications  which  seem  to  us  so  noteworthy  that  reprinting  them  for  the 
information  of  the  readers  of  the  New  York  State  Journal  of  Medicine  seems  to  be 
indicated  as  a function  of  good  medical  journalism.  These  reprints  will  appear  from  time 
to  time  in  this  department. 


“ Old  Doc,”  First  Auto  Test  Driver * 

JOHN  A.  MIRT,  CHICAGO,  ILLINOIS 


\\7"hen  in  1901  the  late  Dr.  Charles  H.  Mayo, 
noted  surgeon  of  Rochester,  Minnesota,  in  a 
letter  to  the  editor  of  the  Journal  of  the  American 
Medical  Association  reviewed  the  relative  merits  of 
three  types  of  new-fangled  “horseless  carriages”  he 
set  off  a chain  reaction. 

Dr.  Mayo,  who  along  with  his  brother,  the  late 
Dr.  William  J.  Mayo,  had  founded  the  Mayo  Clinic, 
was  then  the  owner  of  a “steam  buggy.”  He  had 
operated  gasoline-driven  and  electrically-propelled 
machines  as  well.  In  his  letter  he  reported  the 
advantages  and  disadvantages  of  each  type,  in 
answer  to  a previous  request  from  a “Dr.  H.  S.  J.” 
in  Lead,  South  Dakota. 

The  mechanical  keenness  of  Dr.  Mayo  equalled 
his  surgical  skill,  for  he  concluded,  “Steam  is  the 
most  sure  power,  yet  the  rapid  advancement  of 
gasoline  engines  will  undoubtedly  make  them  the 
most  convenient  in  another  year.” 

The  letter  elicited  great  interest  in  the  new  “con- 
traption” among  his  medical  colleagues.  In  the 
seven  years  to  follow,  the  family  doctor  collectively 
was  to  become  the  test  driver  for  the  automobile 
industry,  then  in  its  infancy  and  subject  to  growing 
pains  and  the  ills  of  improper  nutrition.  “Old  Doc” 
was  to  report  his  “clinical”  and  “autopsy”  findings 
in  mechanical  and  scientific  detail  for  the  benefit  of 
future  motor  car  engineering  and  construction. 

The  Indianapolis  Motor  Speedway  as  a test  of 
stamina  for  engines  and  accessories  was  not  to  come 
upon  the  scene  until  1911.  There  were  no  proving 
grounds  in  those  early  days.  No  group  was  in  a 
better  position  than  the  100,000  physicians  of  the 
nation  to  give  the  automobile  its  needed,  thorough 
workout  and  to  find  its  mechanical  defects. 


* Reprinted  by  permission  from  the  Illinois  Medical 
Journal,  112:  223  (Nov.)  1957. 


To  them,  rapidity  and  certainty  of  transportation 
were  material  and  practical  considerations.  The 
long  time  spent  in  travel  was  an  economic  waste. 
In  some  instances,  the  speed  with  which  the  physi- 
cian reached  his  patient  was  a factor  between  life 
and  death.  So  he  took  up  the  new  automobile  not 
for  pleasure  but  for  professional — and  competitive — 
reasons. 

Manufacturers  realized  that  there  could  be  no 
greater  testimonial  for  their  products  than  to  have 
the  family  doctor  make  his  calls  in  city  and  country 
by  auto.  Promotion  was  directed  at  the  medical 
profession.  Physicians  gradually  switched  from 
horses. 

“Doc”  guided  his  automobile  over  city  and  coun- 
try, on  good  roads  and  bad,  through  mud,  snow, 
sand,  and  clay,  up  hill  and  down,  day  and  night, 
winter  and  summer,  under  every  weather  and  road 
condition  imaginable.  He  went  out  when  other  car 
owners  dared  not. 

When  the  mechanical  “bugs”  of  his  machine 
showed  up — and  this  happened  much  too  frequently — 
he  had  no  one  to  turn  to  for  help.  Repair  shops 
were  few  and  far  between.  Moreover,  mechanics 
were  of  little  help  because  of  lack  of  standardization 
of  parts  and  designs.  Each  model  of  car  required  a 
particular  knowledge  of  its  workings.  So,  he  had  to 
“get  out  and  get  under.”  With  the  aid  of  a few 
choice,  nonmedical  words,  he  did  the  repairing  him- 
self. 

It  became  evident  that  medical  and  mechanical 
emergencies  were  Siamese  twins.  In  order  to  deal 
with  both,  the  physician  learned  the  mechanics  of 
an  automobile  the  hard  way.  He  pored  over  tech- 
nical books  dealing  with  the  principles  of  gasoline 
and  steam  engines,  electric  motors,  fuels,  storage 
batteries,  and  other  accessories.  He  tinkered  with 
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a car  in  a stall  in  an  old  stable.  In  time,  he  came  to 
know  the  anatomy  of  his  automobile  as  well  as 
that  of  his  patients. 

The  Journal  carried  spasmodic  and  individual  re- 
ports from  physicians  on  their  experiences  with  the 
new  form  of  transportation.  By  1906,  the  auto- 
mobile was  recognized  as  an  important  potential 
factor  in  better  medical  care.  Yet  manufacturers 
were  not  far  along  the  way  to  solving  their  me- 
chanical problems. 

On  March  24  of  that  year,  the  Journal  editorially 
took  cognizance  of  the  uncertainty  which  existed. 
It  had  compiled  a large  number  of  experience  reports 
but  wanted  more. 

“To  no  one  class  of  people  is  the  automobile  of 
more  practical  importance  as  a business  proposition 
than  to  physicians,”  the  medical  publication  said. 
“Whether  in  the  city  or  country,  the  physician  needs 
a means  of  quickly,  safely,  and  surely  reaching  his 
patients — and  of  getting  home  again.” 

It  asked  for  reports  on  both  sides  of  the  subject — 
“experiences  and  difficulties  connected  with  the 
machine  as  compared  with  the  horse,  the  type  of  car 
most  practical,  technical  points  connected  with 
gears,  transmissions,  cylinders,  fuel,  cooling  ap- 
paratus, tires,  etc.” 

On  April  21,  1906,  36  pages  were  devoted  to  the 
driving  experiences  and  suggestions  of  68  physicians. 
“Clinical”  and  “autopsy”  findings  were  reported  in 
great  detail.  “Treatments”  were  prescribed. 
Advice  was  given  on  how  to  avoid  “symptoms”  of  a 
disorder.  “Systemic  weaknesses”  were  revealed, 
pointing  the  way  to  future  engineering  designing. 
The  pro’s  and  con’s  of  every  type  of  power,  trans- 
mission, electrical  system,  cooling  method,  wheel, 
and  tire  were  presented.  Each  accessory  had  its 
proponents,  who  gave  sound  mechanical  reasons  for 
their  opinions.  The  argument  was  heated. 

Typical  of  the  detail  in  specifications  was  the 
recommendation  of  Dr.  E.  C.  Rogers,  Montevideo, 
Minnesota.  Based  on  ownership  of  three  cars  and 
travel  twice  the  distance  around  the  world,  he 
said:  “The  engine  should  be  multiple  cylinders; 

gasoline  is  best  and  cheapest  fuel;  sliding  gear 
transmission;  drive  of  the  shaft  pattern;  cooling 
system,  water;  half  elliptical  springs;  double  tube 
tires;,  storage  battery  for  spark  and  ignition; 
acetylene  lamps.” 

Solid  tires  worked  best  on  mud  roads,  according 
to  Dr.  Eugene  F.  Talbott,  Grinnell,  Iowa.  The 
pneumatic  tire  was  “too  wide  to  go  into  the  rut 
made  by  wagon  wheels.” 

He  had  many  supporters  because  pneumatic  tires 
in  those  days  were  in  disfavor  despite  their  easier 
riding  qualities.  Flat  tires  were  too  common 
occurrences  to  suit  physicians  on  a hurry  call. 

Only  on  one  point  was  there  agreement.  The 
physician  had  to  be  an  auto  mechanic  as  well  as  a 


medical  man. 

A purchase  should  not  be  made  unless  the 
physician  also  undergoes  training  in  gas  engineer- 
ing, Dr.  C.  P.  Thomas,  Spokane,  wrote.  He  added, 
“He  should  know  the  mechanics  of  his  car  as  well 
as  he  knows  his  surgical  instruments.”  He  advised 
his  colleagues  to  “get  on  the  band  wagon”  because 
the  automobile  was  here  to  stay. 

“Study  and  understand  your  car  as  you  do  the 
human  body,”  Dr.  Rolandus  G.  Walker,  Denver, 
recommended.  “Learn  to  diagnose  your  trouble 
when  it  arises.  Understand  the  physiology  of  your 
engine.  Apply  the  treatment  as  when  you  prescribe 
drugs  in  your  daily  practice.” 

When  Dr.  F.  J.  Bomberger,  Mapleton,  Minne- 
sota, had  trouble  on  the  road,  and  was  asked, 
“What’s  bothering  you,  Doc?”  his  reply  was,  “My 
deplorable  ignorance.”  Then  he  took  up  a study 
of  gasoline  engines  and  his  troubles  ceased. 

From  Dr.  William  Thompson,  Chicago,  came  the 
sage  advice  concerning  autos,  “Study  its  anatomy 
and  physiology,  and  all  the  pathology  that  you  can 
acquire.” 

Dr.  Harry  S.  Kiskadden,  Detroit,  urged  physicians 
to  be  able  to  tell  the  “pulse  and  respiration”  of 
their  cars.  The  automobile  of  Dr.  W.  P.  Hartford, 
Cassville,  Wisconsin,  was  subject  to  “attacks  of 
indigestion”  and  sometimes  was  suspected  of 
“malingering.” 

Although  the  “three-wheeler”  purchased  in  1901 
by  Dr.  H.  C.  Martin,  Springfield,  Massachusetts, 
“coughed  and  coughed”  for  six  years,  it  was  good 
for  50,000  miles.  The  secret — he  spent  thirty  to 
forty-five  minutes  each  morning  checking  “the 
whole  wagon.” 

Irked  by  jibes  when  a breakdown  occurred,  Dr. 
Charles  Moir,  Louisville,  donned  overalls  and 
“made  a thorough  dissection  of  his  machine.”  He 
reported:  “Result:  No  more  street  scenes,  as  I 

can  get  started  before  the  crowd  gets  around.  As 
for  a vocabulary  of  interjaculatory  speech,  I do  not 
need  it  rewritten,  and  I am  now  going  to  teach  a 
Sunday  school.” 

Dr.  F.  M.  Crain,  Redfield,  South  Dakota,  was 
prophetic  when  he  wrote,  “One  of  the  beneficial 
results  of  the  use  of  the  automobile  will  be  its 
effect  on  the  good  roads  movement.” 

In  contributing  to  the  symposium  on  comparative 
cost  of  automobile  and  horse,  Dr.  Charles  P.  Sylves- 
ter, Dorchester.  Massachusetts,  gave  a report  which 
would  do  credit  to  a certified  public  accountant. 
Expenses  listed  included  a S5.25  item  for  “loss  of 
eyeglass  while  raising  a 30-mile  breeze  in  the 
woods”  and  10  cents  carfare  when  his  automobile 
had  to  be  left  behind  after  a breakdown.  Charges 
against  horse  upkeep  included  eight  cents  for  sugar 
and  50  cents  for  gin — not  explained.  The  auto- 
mobile came  out  SI  10.45  cheaper  over  seven  months. 
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He  was  analytical  in  other  respects.  He  kept  tab 
of  his  pulse  beats  and  found  the  tension  of  long 
drives  increased  his  rate  by  six  beats  per  minute. 
“The  public’s  probably  went  higher,”  he  added. 

Dr.  C.  B.  Miller,  Helena,  Montana,  was  a 
skeptic  on  his  first  trip  to  see  a patient  six  miles  out 
in  the  country.  He  had  his  horse  and  buggy  follow 
him.  The  caution  paid  off.  On  the  way  back,  he 
experienced  carburetor  trouble.  Eventually  he 
mastered  the  intricacies  of  the  vehicle  and  became 
a booster. 

“The  traumatism  of  the  conjunctiva  in  motoring 
is  very  severe  and  one  should  always  wear  goggles,” 
Dr.  Joseph  A.  Robertson,  New  York,  advised.  He 
discussed  in  mechanical  detail  the  relative  merits 
of  various  types  of  accessories. 

But  not  all  reports  were  favorable  to  the  new 
industry.  A sad  experience  was  related  by  Dr. 
Sterling  Gibson,  Thomson,  Georgia.  He  thought  by 
buying  an  automobile  he  could  dispose  of  one  of  his 
two  horses.  But  he  reported,  “I  found  I would 
have  to  get  a third  horse.” 

Experience  with  an  8-h.p.,  one  cylinder,  water- 
cooled  gasoline  runabout  in  country  practice  for 
two  seasons  caused  Dr.  F.  A.  Swezey,  Wakonda, 
South  Dakota,  to  report,  “I  will  never  buy  another.’’ 

Subsequent  letters  to  the  editor  showed  that 
physicians  all  over  the  country  appreciated  this 
special  feature.  One  point  made  was  that  the  ex- 
periences would  awaken  manufacturers  to  the  prob- 
lems of  motoring,  especially  in  cases  where  certainty 
of  performance  under  adverse  conditions  was  of 
paramount  importance. 

From  Dr.  J.  D.  Southard,  Fort  Smith,  Arkansas, 
came  the  prediction:  “The  edition  of  the  Journal 

will  increase  the  sale  of  automobiles  more  than 
anything  that  has  ever  happened.” 

Producers  apparently  were  of  the  same  mind 
because  several  were  represented  at  a commercial 
exhibit  alongside  surgical  supplies,  pharmaceuticals, 
and  other  doctors’  needs  at  the  annual  meeting  of 
the  American  Medical  Association  in  Boston  in 
June,  1906.  They  experienced  an  unusual  profes- 
sional interest  in  “motor  cars  adapted  to  the 
physician’s  use.” 

By  the  fall  of  1907,  physicians  from  all  parts  of 
the  country  were  asking  for  more  information.  The 
Journal  called  for  reports  on  one,  two,  and  four- 
cylinder  machines  both  as  to  efficiency  and  cost  of 
operations. 

It  wanted  to  know  the  comparative  value  of  large 
and  small  cars;  the  relative  usefulness  of  the  auto- 
mobile on  various  kinds  of  roads — loam,  clay,  sand, 
etc.,  hilly  and  level;  the  methods  used  to  prevent 
skidding;  the  relative  merits  of  air-cooled  and 
water-cooled  cars;  the  antifreezing  material  used; 
the  preference,  whether  for  electric,  steam,  or  gas- 
oline automobiles,  and  why. 


“Experiences,  not  theories  are  wanted,”  the 
Journal  emphasized. 

On  March  7,  1908,  in  a number  which  carried 
articles  on  “Subphrenic  Abscesses  as  a Condition  of 
Appendicitis,”  and  “Exophthalmic  Goiter,”  27 
pages  were  devoted  to  “The  Physician’s  Automo- 
bile,” More  than  100  reports  were  contributed  by 
physicians. 

Illustrations  showed  physicians’  cars  sloshing 
through  water  holes  on  country  roads,  pushing 
through  snow  drifts  or  bumping  over  rock-littered 
roads;  cars  with  tops  up,  tops  rolled  back,  no  tops; 
drivers  in  dusters,  caps,  and  goggles;  machines 
with  high  wheels  or  low  wheels;  cars  with  pneumatic 
or  solid  tires. 

Usually,  the  physician  was  pictured  at  the  wheel. 
One  illustration  showed  him  in  the  back  seat  while 
his  wife  and  daughter  sat  up  front. 

Operating  expenses  were  reported  in  great  detail. 
Physicians  gave  the  relative  costs  of  keeping  a 
“hay  burner”  and  a “gasoline  burner.”  Which  mode 
of  transportation  the  figures  favored  depended 
largely  on  repair  expenses. 

Some  physicians  found  it  cheaper  to  operate  an 
automobile,  but  few  took  into  consideration  the 
matter  of  depreciation.  Others  said  horse  and 
buggy  were  less  expensive,  but  many  added  that  the 
time  saved  more  than  offset  the  added  cost  of  a car. 

By  then,  the  preference  trend  had  been  estab- 
lished. Trials  under  all  conditions  had  brought  out 
the  better  advantages  of  gasoline  engines,  pneu- 
matic tires,  multicylinder  motors,  drive  shaft  trans- 
mission, sliding  clutch,  water  cooling  systems  and 
low  wheels.  These  were  reported  in  mechanical 
detail  and  these  were  to  become  the  specifications 
for  the  “physician’s  car.” 

The  consensus  was  that  the  physician  should  own 
an  automobile,  but  more  than  half  of  the  physicians 
still  emphasized  that  knowledge  of  mechanics  was  a 
requisite  to  satisfactory  operation. 

So  widespread  was  the  demand  of  physicians  for 
mechanical  knowledge  that  among  books  advertised 
in  the  Journal  was  J.  E.  Homans’  “Self-Propelled 
Vehicles.”  Described  as  a “thorough  course  in 
the  science  of  automobiles,”  it  contained  more  than 
400  illustrations  and  diagrams. 

Nevertheless,  the  horse  and  buggy  remained  “an 
ace  in  the  hole”  for  many  physicians.  Dr.  E.  T. 
Fields,  Ensley,  Alabama,  kept  a team  in  reserve.  In 
Lubbock,  Texas,  Dr.  M.  C.  Overton  depended  on 
hired  horses  for  use  in  muddy  weather. 

Memphis  in  those  days  had  many  unpaved  streets. 
Dr.  Max  Henning  of  that  city  advised  his  confreres 
not  to  buy  an  automobile  unless  a horse  and  buggy 
were  kept  for  use  on  bad  streets. 

Summarizing  the  opinions  of  physicians,  the 
Journal  said:  “The  automobile,  while  far  from  per- 
fect, has  reached  that  stage  where  it  is  a practical 
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and  economical  conveyance  under  certain  condi- 
tions. To  the  physician  who  has  some  mechanical 
genius,  it  is  not  only  a welcome  substitute  for  the 
horse,  but  it  is  a valuable  means  of  recreation  and 
diversion.” 

It  made  recommendations  which  the  automobile 
industry  adopted:  Standardization  of  parts  to  cut 
production  and  maintenance  cost;  a $500  car, 
which  Henry  Ford  eventually  produced;  reliability 
of  performance;  simplicity  of  construction  to  make 
parts  easy  to  reach. 

The  editor  decried  the  craze  for  speed  and  called 
for  a 20-mile-per-hour  limit.  He  urged  physical 
qualifications  for  drivers,  pointing  out  that  “if  an 
automobilist  is  out  of  health,  nervously  weak,  de- 
fective in  sight  and  hearing,  or  under  the  influence 
of  drugs  or  stimulants,  he  is  not  a safe  man  to  run 
an  automobile.” 

Physicians  occasionally  used  their  automobiles 
for  other  than  transportation  purposes.  Dr.  A.  R. 
Baker,  Cleveland,  connected  the  battery  in  his  elec- 
tric car  to  an  electro-magnet  in  his  office.  The  power 
delivered  excellent  street  current  for  magnetic 
removal  of  steel  and  iron  from  the  interior  of  the  eye 
in  more  than  300  cases,  he  informed  his  colleagues. 

In  Rome,  New  York,  Dr.  W.  B.  Reid  found  that 
the  lighting  in  country  houses  frequently  was  insuf- 
ficient for  emergency  surgery. 

He  backed  his  automobile  to  a window,  passed  the 
acetylene  lamp  into  the  house,  and  connected  it  with 
the  gas  tank  on  his  automobile  by  means  of  a rubber 
tubing. 

“The  light  is  as  good  as  in  any  well-appointed 
operating  room,”  he  reported. 

Dr.  J.  H.  Guinn,  Arkansas  City,  Arkansas,  ran 


wires  from  his  garage  to  his  office,  connecting  the 
battery  in  his  electric  automobile  to  electro-thera- 
peutic apparatus.  He  eliminated  “the  annoyance 
and  expense  in  keeping  up  a galvanic  apparatus,”  he 
wrote. 

At  the  American  Medical  Association’s  annual 
meeting  in  Chicago  in  June,  1908,  five  automobile 
makers  displayed  their  products.  Buick  and 
Cadillac  had  special  “physicians’  cars.”  Bendix 
Company,  Chicago,  had  a four-cylinder,  high-wheel 
model.  Doctors  were  invited  to  tour  the  Bendix 
plant  to  see  cars  in  construction. 

Holsman  Automobile  Company  and  J.  V.  Lindsley 
& Co.,  Chicago,  had  displays. 

For  the  physician  who  still  was  not  sold  on  the 
automobile,  or  who  wanted  a backstop,  Heinzelman 
Brothers  Carriage  Co.,  Belleville,  Illinois,  exhibited 
two  of  its  popular  style  buggies. 

On  March  6,  1909,  a third  automobile  section  was 
published.  It  comprised  34  pages.  Automotive 
engineers  contributed  articles  as  well  as  physicians. 
There  were  symposiums  on  wheels — low  and  high; 
on  tires — solid  and  pneumatic;  on  motors  and 
transmissions;  on  lubrication. 

Dr.  J.  E.  Alleben,  Rockford,  Illinois,  likened  the 
advance  in  the  automobile  industry  to  that  in  sur- 
gery— “after  many  years  of  patient  labor  and 
experiment.” 

From  then  on,  the  automobile  industry  grew  fast. 
In  1911,  the  Indianapolis  Motor  Speedway  staged 
its  first  500-mile  race,  to  put  the  automobile  to  a 
grueling  test.  This  merely  added  speed  to  the 
earlier  trials. 

But  the  physicians  of  the  country  had  served  as 
the  first  test  drivers  under  actual  road  conditions. 


Preventive  Role  of  the  Family  Physician  in  Sex  Crimes 


Although  the  sex  deviant  who  resorts  to  extreme 
violence  is  rare,  widely  publicized  murders  with  a sex 
motivation  periodically  bring  public  insistence 
that  “something  be  done.”  In  an  objective  anal- 
ysis of  what  “doing  something  about  it”  entails, 
Dr.  Eugene  Revitch  stresses  the  difficulty  of  pre- 
dicting with  any  certainty  whether  or  not  a given 
individual  may  turn  out  to  be  a dangerous  sex 
criminal.  Most  sex  deviants  limit  their  unsocial 
behavior  to  offenses  such  as  exhibitionism,  possession 
and  distribution  of  obscene  literature,  noncoital 


relations  with  boys  and  girls,  and  statutory  rape. 
The  problem  of  how  to  identify  the  potentially 
dangerous  individual  before  he  commits  an  extreme 
act  has  not  been  solved.  The  best  the  author  can 
do  is  to  classify  the  four  types  of  sexual  violence  and 
outline  certain  diagnostic  guideposts  to  help  the 
general  physician  make  a preventive  contribution 
by  requesting  psychiatric  consultation  when  it 
appears  to  be  indicated. 

— Journal  of  the  Medical  Society  of  New  Jersey , 
November , 1957 
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Do  You  Have  Your  Hotel  Reservation  for  the 
Annual  Meeting? 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to  May  16,  1958, 
at  the  Hotel  Statler,  please  fill  out  and  mail  the  form  at  the  bottom  of  this  page,  and 
send  it  directly  to  the  Hotel  Statler. 

Should  your  request  be  received  after  the  five  hundred  rooms  set  aside  for  the  Society 
at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned  over  to  one  of 
the  hotels  in  the  neighborhood.  Confirmation  will  come  to  you  direct  from  the  hotel 
making  the  accommodation. 

If  you  do  not  use  the  form  below,  please  be  sure  to  identify  yourself  as  a physician 
when  writing  regarding  reservations.  This  will  insure  proper  attention  to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 

All  Reservations  Must  Be  Received  by  April  25 

152nd  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
May  12  to  May  16,  1958 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name  ( Please  Print ) ' 

Address 

City Zone State 

(Unless  requested  otherwise,  we  will  hold  your, reservation  only  until  6 p.m.  of  the  day 
of  your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — 
per  day 

$ 8.00D 

$ 9.00Q 
10.00D 

S11.00D 

12.00D 

S13.00D 

14.00D 

Double-Bed  Room  with  Bath  for  two 
per  day 

li.oon 

12.00Q 

13.00D 

14.00D 

15.00D 

16.00Q 

17.00Q 

18.00D 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

S15.00Q 

16.00D 

□ □ 
o o 
o o 

r-  oo 

19.00D 

20.00D 

21.00Q 

22.00D 

Suite — Living  Room,  Bed  and  Bath 

36.00D 

37.00D 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double- 
or  Twin-Bed  Room,  the  extra  charge  is  $3.00  per  day. 

If  a room  at  the  rate  requested  is 
available  rate. 

unavailable,  reservation  will  be  made  at  the  next 
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Treasurer  s Report 


To  the  House  of  Delegates , Gentlemen: 

Your  treasurer  presents  herewith  in  Table  I a 
comparison  of  income  and  expenditures  for  the 
years  1952  through  1957. 

The  year  1957  indicates  a net  income  of  $66,213.80 
for  the  General  Fund.  (The  General  Fund  is  used 
to  carry  on  the  usual  work  of  the  Society  and  is  to  be 
distinguished  from  the  various  special  funds  created 
by  the  Board  of  Trustees.)  There  is  not  shown  a 
transfer  from  the  General  Fund  to  the  Employes 
Beneficiary  Fund  of  $25,000.  After  this  transfer, 
the  General  Fund  surplus  increased  $41,213.80. 

Some  comments  and  significant  figures  as  com- 
pared with  1956  follow:  The  net  loss  of  the  Journal 
decreased  from  $17,965  to  $12,650  or  $5,315.  It 
should  be  noted  that  this  loss  decrease  is  before 
allocation  of  a portion  of  members’  dues.  The 
allocation  amounted  to  $91,635  in  1957. 

Expenses  for  operating  the  Bureau  of  Medical 
Care  Insurance  decreased  from  $20,252  to  $7,621. 
This  decrease  of  more  than  $12,600  is  primarily  due 
to  credits  to  expense,  arising  from  the  Medicare 
Program.  Without  this  program  our  net  income 
would  have  been  reduced  about  $19,000. 

Traveling  expenses  decreased  from  $30,233  to 
$23,769.  Much  of  this  reduction  is  occasioned  by 
the  fact  that  the  American  Medical  Association’s 
meetings  were  held  in  New  York  City  and  Philadel- 
phia in  1957  whereas  in  1956  these  meetings  were 
held  in  Seattle  and  Chicago.  However,  the  Society 
expended  some  $7,746  for  hospitality  in  connection 
with  the  New  York  City  meeting. 

In  1956,  we  charged  off  as  expense  more  than 
$28,000  for  Medical  Directory  expense.  In  1957,  the 
comparable  figure  was  $64,674. 

Our  own  Annual  Meeting  resulted  in  a net  ex- 
pense increase  of  $7,153.  Most  of  this  was  due  to 
the  celebration  of  our  Sesquicentennial  in  February 
and  holding  only  a House  of  Delegates  meeting  in 
May. 

The  Blood  Banks  Association  of  New  York  State 
received  an  increased  amount  of  $4,222  as  shown  by 
the  following  tabulation : 


1956 

1957 

Increase 

Expenditures . . . 

$12,600 

$15,822 

$3,222 

Contributions.  . 

1,400 

2,400 

1,000 

Totals 

$14,000 

$18,222 

$4,222 

New  items  in  our  report  this  year  are  Cameron 
Parish  Medical  Rehabilitation  Fund,  $250;  Man- 
agement Survey,  $2,721.  The  Cameron  Parish 
Rehabilitation  Fund  was  a contribution  related  to 
the  disastrous  hurricane  and  floods  which  occurred 
in  Louisiana  last  year.  The  Management  Survey 
expenditure  relates  to  the  study  of  the  Society  now 
in  progress.  The  details  of  this  survey  are  pre- 
sumably covered  more  fully  in  other  reports.  It 
continues  into  1958. 

Without  citing  specific  figures.  Table  I will  show 
modest  expense  increases  in  other  bureaus  and  activi- 
ties. These  increases  merely  reflect  the  continuing 
rise  in  our  “cost  of  living.” 

Total  General  Fund  surplus  as  at  December  31, 
1957,  amounted  to  $186,545.  It  has  been  noted  in 
prior  years  in  this  report  that  our  surplus  ought  at 
least  to  equal  one  year’s  dues  received  from  mem- 
bers. In  1957,  we  received  almost  $573,000  in 
dues.  It  is  to  be  hoped  that  as  the  years  pass  we 
shall  be  able  to  reach  this  goal. 

Your  treasurer  submits  a monthly  report  of 
finances  to  the  Board  of  Trustees.  It  is  pleasing 
to  know  that  our  Board  spends  a reasonable  amount 
of  time  in  the  study  and  discussion  of  these  figures. 
Such  study  results  in  an  awareness  of  the  financial 
position  of  your  Society.  Without  it,  much  of  our 
work  would  be  carried  on  without  the  knowledge  of 
the  impact  proposed  expenditures  might  have  on  our 
operation. 

The  treasurer  expresses  deep  appreciation  to  our 
secretary  and  general  manager,  Dr.  W.  P.  Anderton. 
His  advice  and  suggestions  have  proved  to  be  most 
valuable.  Mr.  Thomas  E.  Alexander,  our  office 
manager  and  accountant,  has  cooperated  fully  in 
assisting  the  treasurer,  and  a word  of  thanks  is  ex- 
tended to  him  as  well  as  the  entire  staff  of  the  ac- 
counting department. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 


April  15,  1958 
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New  York  State  J.  Med. 


i 


TRUSTEES 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Operating  Income  and  Expenses 
For  the  Year  Ended  December  31,  1957 


OPERATING  INCOME 


Members  dues  after  reserve $572 , 886 . 30 

Less:  Allocation  to  Journal  circulation  income,  as  authorized  by  the 

Board  of  Trustees . 91, 635 . 00 


481,251.30 

N et  operating  income  from  J ourn al 78 , 984 . 23 

Interest  on  savings  accounts  and  treasury  bills 1 , 627 . 86 

Sundries 329 . 45 


562,192.84 

OPERATING  EXPENSES 


Administrative $135,965 . 68 

Public  and  Professional  Relations  Bureau 72,731.42 

Legislation  Bureau — Albany 29 , 950 . 53 

Workmen’s  Compensation  Bureau 36 , 267 . 97 

Bureau  of  Medical  Care  Insurance 7,621.43 

Scientific  Activities 21,819.55 

Woman’s  Auxiliary 9 , 058 . 64 

District  Branches 3 , 309 . 68 

Planning  Committee  for  Medical  Policies 420.51 

Malpractice  Insurance  and  Defense  Board 2, 154.83 

Malpractice  Defense  Audit 2 , 000 . 00 

Legal  counsel — retainer  and  expenses 35 , 000 . 00 

Traveling  expenses 23,769.28 

Cults , Committee  to  Combat 1 , 867 . 79 

Management  survey 2,721.62 

American  Medical  Association  conference  room  expenses 799.52 

World  Medical  Association 1 , 000 . 00 

Pensions 3,016.20 

American  Medical  Association— 1957  convention 7,745.95 

Contributions  to  Blood  Banks  Association  of  New  York  State,  Inc 2,400.00 

Sundries 3,221.23 

Expenses  of  Blood  Banks  Association  of  the  State  of  New  York,  Inc 15,822.86 

Annual  Meeting  1957 — including  Sesquicentennial 12,640. 11 

Medical  Directory,  1957  (portion  allocable  to  this  year) 64,674.24 


495,979.04 


TRANSFERRED  TO  GENERAL  FUND 


$ 66,213.80 


Auditor’s  Certificate 

To  the  Board  of  Trustees,  Medical  Society  of  the  State  of  New  York: 


We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1957,  and  the  related  statements  of 
operating  income  and  expenses  and  general  and  other 
funds  for  the  year  then  ended.  Our  examination 
was  made  in  accordance  with  generally  accepted 
auditing  standards,  and  accordingly  included  such 
tests  as  the  accounting  records  and  such  other 
auditing  procedures  as  we  considered  necessary  in 
the  circumstances. 

We  did  not  confirm  the  unpaid  members’  dues  by 
correspondence  with  the  members. 


In  our  opinion,  the  accompanying  balance  sheet 
and  the  statement  of  operating  income  and  expenses 
and  general  and  other  funds  present  fairly  the 
financial  position  of  the  Medical  Society  of  the 
State  of  New  York  as  of  December  31,  1957,  and 
the  results  of  its  operations  for  the  year  then  ended, 
in  conformity  with  generally  accepted  accounting 
principles  applied  on  a basis  consistent  with  that  of 
the  preceding  period. 

Patterson  and  Ridgway 
Certified  Public  Accountants 

March  12,  1958 


April  15,  1958 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet — December  31 , 1957 


GENERAL  FUND 
Current  Assets 

Cash  in  banks  and  on  hand 

Less:  Due  American  Medical  Association.  . . . 

Accounts  and  notes  receivable  (after  reserves) 

Dues  receivable — net,  estimated 

Due  from  War  Memorial  Fund,  per  contra.  . . 

Due  from  Endowment  Funds,  per  contra 

Due  from  U.S.  Government  “Medicare” 

Inventories 

Advances 


ASSETS 


$123,567.41 

287.50  $123,279.91 


18.573.30 
6,600. 00 
5,288.00 
1,000.00 

20,190.22 

25.281.31 
91.19 


Total  Current  Assets, 


Prepaid  Expenses 

Sundry  expenses  and  deposits 

Furniture  and  Fixtures 

At  nominal  value 

Advances  (After  Reserve) 

Veterans  Medical  Service  Plan  of  New  York 15,760.53 

Blood  Banks  Association  of  New  York  State,  Inc 3,777.14 


Total  Advances 


TOTAL  GENERAL  FUND 
INVESTMENT  FUND 


Cash  in  banks 101,736.99 

Investments  at  cost  (market  or  redemption  value  $660 , 057 .09) 443 , 656 . 70 

Accrued  interest  receivable 2,728.61 


Less:  Due  to  other  funds 


548,122.30 
6,776. 75 


TOTAL  INVESTMENT  FUND 

SPECIAL  FUNDS  UNDER  CONTROL  OF  THE  BOARD  OF  TRUSTEES 
Building  Fund 

Cash  in  banks 

Investments — U.S.  Treasury  obligations,  at  cost  (market  value 

$94,660.62) 

Accrued  interest  receivable 

Due  from  Investment  Fund 


8,755.64 

100,000.00 

683 . 28 

2,743.75  112,182.67 


Employes  Beneficiary  Fund 

Cash  in  banks 

Investments — U.S.  and  other  obligations,  at  cost  (market  value 

$96,508.28) 

Accrued  interest  receivable 

Due  from  Investment  Fund 

Due  from  General  Fund,  per  contra 


5,388.19 

100,575.82 

505.21 

2,428.25 

193.00  109,090.47 


Repair  and  Replacement  Fund 

Cash  in  banks 

Investments,  at  cost  (market  value  $40,155.26) 

Accrued  interest  receivable 

Due  from  other  funds 


15,414.43 

39,829.41 

102.34 

1,604.75 


56,950.93 


TOTAL  SPECIAL  FUNDS 

ENDOWMENT  FUNDS 

Cash  in  banks 15,415.48 

Less:  Due  to  General  Fund,  per  contra 1,000.00 


TOTAL  ENDOWMENT  FUNDS 


$ 200,303.93 
31,366.16 
2.00 


19,537.67 

251,209.76 


541,345.55 


278,224.07 


14,415.48 


PENSION  FUND 

Cash  in  bank 

Investments,  at  cost  (market  value  $235,085.00) 

Accounts  and  interest  receivable 

Due  from  General  Fund,  per  contra 

TOTAL  PENSION  FUND 

WAR  MEMORIAL  FUND 

Cash  in  bank 

Investments — U.S.  Treasury  Bonds  (market  value  $207,581.27) 
Accounts  and  interest  receivable 


1,568.67 

224,512.01' 

2,840.07 

2,120.00 


3,704. 03 
215,419.33 
2,765.39 


Less:  Due  to  General  Funds,  per  contra. 
TOTAL  WAR  MEMORIAL  FUND 


221,888.75 

5,288.00 


231,040.75 


216,600.75 


TOTAL  ASSETS 


$1,532,836.36 
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New  York  State  J.  Med. 


TRUSTEES 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet — December  31,  1957 


LIABILITIES  AND  FUNDS 

GENERAL  FUND 


Current  Liabilities 

Accounts  payable $ 19,062.35 

Taxes  payable  (including  withholding) 8,904.76 

Due  to  other  funds 2,313.00 


Total  Current  Liabilities 
Deferred  Credits 

Membership  dues  1958 

Annual  Meeting  1958 

Sundry 


8,729.91 

20,072.25 

5,582.25 


30,280.11 


Total  Deferred  Credits 
General  Fund 


34,384.41 

186,545.24 


TOTAL  GENERAL  FUND 


251,209.76 


INVESTMENT  FUND 

Reserve  for  depreciation  of  investments 50,000.00 

Balance 491,345.55 

TOTAL  INVESTMENT  FUND 541,345.55 


SPECIAL  FUNDS  UNDER  CONTROL  OF  THE  BOARD  OF  TRUSTEES 


Building  Fund 112,182.67 

Employes  Beneficiary  Fund 109,090.47 

Repair  and  Replacement  Fund 56,950.93 


TOTAL  SPECIAL  FUNDS 


278,224.07 


ENDOWMENT  FUNDS 

Lucien  Howe  Prize  Fund 6,030.93 

Merit  H.  Cash  Prize  Fund 2,080.49 

A.  Walter  Suiter  Lectureship  Fund 6,304.06 


TOTAL  ENDOWMENT  FUNDS 14,415.48 

PENSION  FUND 231,040.75 


WAR  MEMORIAL  FUND 


216,600.75 


TOTAL  LIABILITIES  AND  FUNDS 


$1,532,836.36 


Note:  The  Society  holds  in  trust  $36,055.38  for  the  account  of  the  U.S.  Army  to  be  used  for  the  payment  of  physicians’ 

claims  under  the  Medicare  Program. 


April  15,  1958 
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New  York  State  J.  Med 


* Italics  denote  figures  in  red. 


TRUSTEES 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Cash  in  Banks  and  On  Hand 
December  31,  1957 


GENERAL  FUND $123,567.41* 

INVESTMENT  FUND 101,736.99 

PENSION  FUND 1,568.67 

SPECIAL  FUNDS 29,558.26 


TOTAL $256,431.33 


ENDOWMENT  FUNDS 

Lucien  Howe  Prize  Fund $ 6 , 230 . 93 

Merit  H.  Cash  Prize  Fund 2,480.49 

A.  Walter  Suiter  Lectureship  Fund 6 , 704 . 06 


TOTAL  (UNION  DIME  SAVINGS  BANK) $ 15,415.48 


WAR  MEMORIAL  FUND 

On  deposit $ 3 , 704 . 03 


* Includes  $287.50  due  American  Medical  Association. 

Investments 


The  investments  of  the  Society  are  summarized  as  follows: 

Cost  Market 

INVESTMENT  FUND 

U.S.  Government  obligations $161,440.20  $160,318.45 

Railroad  Bonds 5,551.25  5,640.00 

Industrial  Bonds 27,673.50  27,696.25 

Public  Utility  Bonds 61 , 260 .49  62 , 525 . 00 

Mortgage 2,376.64  2,376.64 

Preferred  Stocks 29,501.47  27,391.50 

Common  Stocks 155,853.15  374,109.25 


TOTAL $443,656.70  $660,057.09 


PENSION  FUND 

Banks  and  Finance  Companies  Bonds $ 38,212.50  $ 40,637.50 

Public  U tility  Bonds 186, 299 .51  194, 447 . 50 


TOTAL $224,512.01  $235,085.00 


BUILDING  FUND 

U.S.  Treasury  Bonds $100,000.00  $ 94,660.62 


EMPLOYES  BENEFICIARY  FUND 

U.S.  Treasury  Bonds  and  Bills $ 79,810.84  $ 77,445.78 

Public  U tility  Bonds 10 , 427 .93  9 , 850 . 00 

Industrial  Bonds 10,337.05  9,212.50 


TOTAL $100,575.82  $ 96,508.28 


REPAIR  AND  REPLACEMENT  FUND 

U.S.  Treasury  Bonds $ 29,987.50  $ 29,628.13 

Common  Stocks 9,841.91  10,527.13 


TOTAL $ 39,829.41  $ 40,155.26 


WAR  MEMORIAL  FUND 

U.S.  Government  Obligations $215,419.33  $207,581.27 
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Budget  Committee 


To  the  House  of  Delegates,  Gentlemen: 

The  Budget  Committee  consists  of  the  following: 
Maurice  J.  Dattelbaum,  M.D.,  Chairman.  .Kings 


Samuel  Z.  Freedman,  M.D New  York 

Frederic  W.  Holcomb,  M.D Ulster 


Your  committee  met  three  times  since  the  1957 
meeting  of  the  House  of  Delegates.  The  first  meet- 
ing was  devoted  to  revising  the  budget  for  1957 ; the 
second  and  third  meetings  consisted  of  preparing  the 
1958  budget  for  submission  to  the  Council. 

As  a committee  we  are  extremely  interested  in 
presenting  a budget  which  on  the  one  hand  ade- 
quately meets  the  needs  of  the  activities  and  bureaus 
of  the  Society  and  on  the  other  is  reasonable  and 
within  our  financial  ability  to  meet  our  obligations. 
As  a budget  committee  we  are,  therefore,  concerned 
as  the  requests  for  appropriations  increase.  There 
is  no  doubt  that  increased  appropriations  in  many 
instances  have  been  due  to  increase  in  the  general 
cost  of  living.  The  Society  is  in  no  better  position 
than  any  other  individual  or  organization,  and  so 
we  have  felt  the  impact  of  increased  costs. 

In  the  preparation  of  a budget  each  department 
and  activity  is  requested  to  submit  a preliminary 
estimate  of  its  needs  for  the  succeeding  year.  In 
some  instances  your  committee  is  in  thorough  agree- 
ment with  an  estimate.  In  other  instances  we  re- 
quest the  committee  chairman  and  bureau  head  to 
appear  before  the  committee  for  further  details  be- 
fore appropriations  can  be  granted.  We  are  con- 
tinually seeking  waj^s  and  means  to  reduce  our 
costs  reasonably. 

After  completion,  the  budget  is  presented  to  the 
Council.  If  it  is  approved,  the  Board  of  Trustees 
receives  the  document  for  further  consideration. 
Board  approval  is  final,  and  no  item  may  be  over- 
expended later  without  approval  of  each  body. 

Our  budget  represents  a plan  of  operations  for  the 
succeeding  year.  At  best  it  is  only  an  estimate; 
unforeseen  emergencies  arise.  At  tmies,  estimates 
are  not  sufficiently  realistic.  Both  the  Council  and 
Board  of  Trustees  are  fully  cognizant  of  this.  So 
should  the  need  arise,  no  department  or  activity 
need  suffer  from  a lack  of  funds  for  reasonable  needs. 
However,  the  Bylaws  require  that  approval  must 
come  from  both  the  Council  and  Board  of  Trustees. 

Appended  is  a summary  of  our  budget  for  1958 
(Table  I).  These  figures  speak  for  themselves 
and  represent  our  needs  this  year. 


The  conscientious  effort  and  study  put  into  the 
work  of  the  Budget  Committee  is  deeply  appre- 
ciated. Without  this  fine  cooperation  this  activity 
could  not  be  worthwhile,  and  your  chairman  thanks 
Dr.  Samuel  Z.  Freedman,  Dr.  Frederic  W.  Holcomb, 
Dr.  W.  P.  Anderton,  and  Mr.  Thomas  E.  Alexander, 
our  able  accountant. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 

TABLE  I. — Budget  for  the  Year  Ended  December  31, 
1958 


Income 

Dues  (net) $470 , 000 

Journal 42,367 


Total  Income $512,367 


Expenditures 

Administration $160,502 

Public  and  Professional  Relations  Bureau 80 , 084 

Legislation  Bureau 32 , 449 

W orkmen’s  Compensation  Bureau 35 , 044 

Bureau  of  Medical  Care  Insurance 24 , 630 

Scientific  Activities 24 , 467 

W Oman’s  Auxiliary 9 , 045 

Travel 38 , 050 

Annual  Meeting,  1958 14,975 

Medical  Directory,  1959 63,647 

District  Branches 6 , 250 

Planning  Committee  for  Medical  Policies 750 

Malpractice  Insurance  and  Defense  Board 3 , 000 

Malpractice  Audit 2 , 000 

Legal  Counsel 35 , 000 

A. M. A.  Meeting  Expense 1,500 

Conference  of  Presidents 75 

Veterans  Medical  Service  Plan  of  New  York, 

Inc 300 

Pensions 10,100 

Citizens’  Health  Council 100 

Rural  Medical  Service  Committee 500 

Cults,  Committee  to  Combat 3 , 000 

New  York  State  Society  for  Medical  Research. . 100 

Provision  for  Salary  Increase 2 , 000 

World  Medical  Association 1 , 000 

Management  Survey 10 , 000 

Blood  Banks  Association  of  New  York  State, 

Inc 16,000 


Total  Expenditures $574,568 


Excess  of  Income  over  Expenditures — 62 , 201 

Interest  Earned 3 , 500 


Net  Excess  of  Income  Over  Expenditures.  . . . —58,701 
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Report  of  the  Counsel 


To  the  House  of  Delegates , Gentlemen: 

The  year  1958  marks  the  third  decade  of  your 
counsel’s  service  with  the  Society  and  the  fifteenth 
year  that  I have  submitted  a report  on  the  activities 
of  the  legal  counsel  to  the  House  of  Delegates. 

Mr.  Robert  J.  Bell  has  been  with  me  for  twenty- 
seven  years.  I regard  him  as  one  of  the  ablest  trial 
attorneys  in  the  State,  and  the  expressions  of  warm 
regard  from  a host  of  doctors  second  my  thoughts. 

I must  also  pay  a special  tribute  to  Mr.  Harold 
Shapero,  who  joined  our  staff  in  1955  after  having 
been  associated  for  twenty-four  years  with  the  late 
Lloyd  Paul  Stryker,  former  counsel  to  the  Society. 
He  has  tried  a number  of  our  important  cases  and 
spent  many  evening  hours  guiding  the  work  of  the 
malpractice  insurance  and  defense  committees  in 
some  of  our  larger  counties. 

The  brief  writing  of  Mr.  John  J.  DeLuca,  who 
has  been  associated  with  this  office  for  thirteen  years, 
has  received  favorable  comment  from  many  of  our 
appellate  judges. 

I would  like  to  express  my  heartfelt  thanks  to 
these  senior  members  of  my  staff  and  to  all  of  the 
others  for  their  continuing  excellent  work.  These 
include  Mr.  William  C.  Richardson,  who  has  been 
with  us  for  seven  years;  Mr.  J.  Richard  Burns,  who 
joined  our  staff  six  years  ago;  Mr.  Robert  C.  Heidell, 
who  has  been  associated  with  our  staff  for  five  years; 
Mr.  Donald  J.  Fager,  who  became  a member  of  our 
staff  in  1955,  and  Mr.  John  H.  Tovey,  Jr.,  who 
joined  us  in  1956.  The  newest  member  of  our  staff 
is  Mr.  John  P.  Brosnan,  a graduate  of  New  York 
Law  School. 

The  work  required  of  the  office  of  your  counsel  is 
constantly  increasing  and  has.  necessitated  the  con- 
tinuing expansion  of  our  staff.  The  new  pretrial, 
trial,  and  deposition  procedures  adopted  by  the 
courts  of  this  State  continue  to  demand  more  and 
more  time  and  manpower  each  year.  There  is  at 
least  one  deposition  scheduled  each  day  of  the  week, 
and  often  two  or  three  are  in  progress  at  the  same 
time.  Each  of  these  depositions  requires  the  service 
of  an  attorney,  who  must  devote  several  hours  to  the 
preparation  and  conduct  of  such  depositions.  In 
addition  the  courts  of  this  State,  in  order  to  relieve 
the  growing  problem  of  trial  calendar  congestion, 
have  adopted  extensive  pretrial  hearings  in  order  to 
dispose  of  law  suits  without  actual  trial.  These 
pretrial  hearings  are  held  daity  in  all  parts  of  the 
State,  from  Buffalo  to  Riverhead,  and  each  requires 
the  presence  of  a member  of  your  counsel’s  staff 
who  is  thoroughly  familiar  with  the  facts,  law,  and 
medicine  involved  in  each  law  suit. 

The  actual  trial  of  a suit  involving  a member  of  the 
Society  may  consume  only  three  or  four  days  be- 
fore a judge  and  jury,  but  the  preparation  for  trial 
consumes  weeks  and  months  of  intensive  work.  In 
addition  to  the  usual  legal  research  and  proceedings 
required,  there  is  an  extensive  study  made  of  the 
medical  principles  involved  and  innumerable  con- 
ferences with  medical  experts. 


We  have  been  greatly  aided  by  the  continuing  and 
fruitful  work  of  the  malpractice  insurance  and  de- 
fense committees  of  the  county  societies.  In  my 
opinion  the  establishment  of  these  committees  has 
been  one  of  the  most  significant  and  progressive  de- 
velopments in  the  work  of  the  Society.  I am  happy 
to  report  that  an  increasing  number  of  these  com- 
mittees were  activated  in  1957.  It  is  my  observa- 
tion and  that  of  my  associates  that  the  members  of 
those  county  societies  which  have  such  committees 
have  a much  clearer  understanding  of  the  basis  of 
malpractice  claims  and  a much  better  opportunity 
to  avoid  the  pitfalls  present  in  the  modern  day  prac- 
tice of  medicine. 

One  of  the  county  society  committees,  which  was 
organized  within  the  year,  learned  that  a general 
surgeon,  who  was  faced  with  an  operative  catas- 
trophe which  resulted  in  the  loss  of  a young  girl’s 
limb,  had  only  a $10,000  malpractice  insurance 
policy,  and  within  several  months  of  that  meeting 
settlement  was  effected  in  the  sum  of  $50,000,  with 
the  balance  over  the  policy  being  paid  by  the  doctor 
personally. 

I think  it  is  safe  to  say  that  the  committee  has 
alerted  the  surgeons  of  that  community  to  see  that 
they  are  amply  insured  in  the  future. 

While  all  generalizations  are  dangerous,  I think 
it  is  safe  to  say  that  pediatricians,  as  a group,  do  not 
seem  to  feel  that  they  need  anything  but  minimum 
coverage,  if  any.  We  have  had  several  cases  in 
which  the  care  of  newborn  babies  was  complicated 
either  by  an  Rh  factor  problem  or  retrolental  fibro- 
plasia, in  which  the  damage  to  the  child’s  mind  and 
body  is  irreversible,  and  where  suit  was  brought  for 
a very  large  sum.  In  one  case  of  absolute  liability, 
the  pediatrician  had  the  lowest  available  policy  and 
had  to  contribute  several  times  the  policy  to  aid  in 
effecting  a settlement,  and  in  the  other  case  the 
pediatrician  had  a low  policy  of  insurance  and  prac- 
ticed in  association  with  another  pediatrician  who 
had  no  insurance.  It  is  a safe  rule  that  a man  should 
have  enough  insurance  to  protect  his  temporal 
assets. 

One  of  the  suburban  malpractice  committees  wit- 
nessed a most  unusual  situation  in  its  county  re- 
cently. At  the  time  there  were  sitting  three  Supreme 
Court  judges,  trying  jury  cases.  Each  trial  part 
had  a medical  malpractice  case  on  trial  before  it. 
Fortunately,  we  obtained  a jury  verdict  for  the  de- 
fendant doctor  in  one  part  and  obtained  a dismissal 
in  another  part  and  the  other  case,  tried  for  a non- 
insured doctor  by  his  personal  lawyer,  was  settled 
for  a small  amount.  It  was  not  a very  edifying  sight, 
however,  for  several  hundred  jurors  who  were  called 
for  jury  service  to  find  that  all  of  the  business  before 
the  court  at  that  time  was  of  a medical-legal  nature. 
Ironically,  the  only  other  case  on  trial  in  the  county, 
to  which  the  jurors  from  the  same  panel  were  drawn, 
was  the  criminal  prosecution  of  a woman  for  prac- 
ticing medicine  without  a license.  The  judges 
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told  me  that  it  was  an  unprecedented  situation. 

In  many  of  the  cases  which  we  have  tried  of  late 
the  scientific  and  the  practical  discussion  of  per- 
sonalities involved  at  the  county  meetings  has  been 
most  helpful  to  us.  Of  course,  these  committees  do 
not  attempt  to  assert  the  function  of  judge  and  jury 
and  in  any  way  interfere  with  the  disposition  of  the 
cases.  They  insist  on  being  informed,  and  an  ex- 
planation is  given  to  them  of  the  reasons  for  the 
decisions  taken  in  respect  to  trial  and  settlement.  I 
am  sure  that  members  of  these  committees,  while 
careful  to  refrain  from  discussion  of  names  involved, 
carry  back  to  their  hospital  staffs  many  a practical 
lesson  in  how  to  avoid  future  trouble.  I respect- 
fully urge  that  all  county  societies  which  have  not  as 
yet  established  such  committees  give  earnest  con- 
sideration to  their  formation  in  the  near  future. 

Litigation. — At  the  end  of  1957  there  was  a total 
of  703  law  suits  against  Group  Plan  members  of  the 
Society  which  are  being  currently  defended  by  your 
counsel.  In  the  calendar  year  1957,  a total  of  248 
members  of  the  Society  insured  under  the  Group 
Plan  were  sued  for  malpractice  and  are  represented 
by  your  counsel.  In  addition  to  the  foregoing, 
where  actual  lawsuits  have  been  started  against 
Society  members,  there  have  been  163  claims  of  mal- 
practice made  against  Group  Plan  members  which 
have  not  as  yet  reached  the  lawsuit  stage.  Each  of 
these  claims  had  to  be  completely  investigated  and 
evaluated  since  they  represent  potential  lawsuits  and 
in  many  instances  will  eventually  become  lawsuits. 
There  were  also  122  Group  Plan  members  of  the 
Society  involved  in  reported  events  which  may  lead 
to  malpractice  claims  and  suits  and  which  required 
investigation  and  evaluation.  In  addition,  during 
1957  there  were  approximately  three  lawsuits  or 
claims  per  month  initiated  against  uninsured  mem- 
bers of  the  Society  and  which  are  currently  being 
defended  by  your  counsel. 

In  1957  an  even  greater  number  of  members  of  the 
Society  from  all  parts  of  the  State  communicated 
with  the  office  of  your  counsel  for  advice  and  sug- 
gestions in  connection  with  their  practice  of  medi- 
cine. Some  of  these  problems  involved  the  function 
of  tissue  committees  at  hospitals,  the  procedures  to 
be  followed  in  obtaining  the  patient’s  consent  for  a 
particular  procedure  such  as  vasectomy  or  shock 
therapy,  and  the  length  of  time  a physician  should 
retain  patients’  records. 

In  my  annual  report  for  1956  I called  your  at- 
tention to  the  decision  of  the  New  York  Court  of 
Appeals  in  the  case  of  Berg  v.  New  York  Society  for 
the  Relief  of  the  Ruptured  and  Crippled,  1 N.  Y.  2d 
499,  which  held  a hospital  liable  for  the  negligent 
acts  of  a laboratory  technician  employed  by  the 
hospital  in  testing  blood.  I went  on  to  say  that  “It 
is  possible  that  the  courts  of  this  State  in  the  near 
future,  when  the  proper  factual  situation  is  pre- 
sented, will  rule  that  hospitals  are  liable  for  the 
‘medical’  as  well  as  the  ‘administrative’  acts  of  their 
salaried  professional  staffs  of  physicians  and  nurses.” 

The  Court  of  Appeals  did  just  this  on  May  16, 
1957,  in  the  case  of  Bing  v.  Thunig  and  St.  John's 
Episcopal  Hospital,  2 N.  Y.  2d  656.  In  that  case  the 


patient  was  burned  during  the  course  of  an  operation 
for  correction  of  a fissure  of  the  anus.  In  prepara- 
tion for  administering  a spinal  anesthesia,  an  anes- 
thetist employed  by  the  hospital  painted  a portion 
of  the  patient’s  back  with  an  alcoholic  antiseptic, 
tincture  of  zepheran,  an  inflammable  fluid.  After 
induction  of  the  spinal  anesthesia,  one  of  the  nurses 
employed  by  the  hospital  applied  the  solution  to  the 
operative  area.  The  nurses  had  been  instructed  to 
see  not  only  that  none  of  the  fluid  dropped  on  the 
linens  but  to  inspect  them  and  remove  any  that 
had  become  stained  or  contaminated.  They  made 
no  inspection,  and  the  sheets  originally  placed  under 
the  patient  remained  on  the  table  throughout  the 
operation.  The  doctor  touched  a heated  electric 
cautery  to  the  fissure  to  mark  it  before  beginning 
the  actual  searing  of  the  tissue.  There  was  “smell 
of  very  hot  singed  linen,”  and  he  covered  the  area 
with  water  and  proceeded  with  the  operation. 
Subsequent  examination  of  the  patient  revealed 
severe  burns  on  her  body,  and  inspection  of  the 
linens  showed  several  holes  burned  through  the 
sheet  under  her. 

In  the  action  by  the  patient  to  recover  damages 
for  the  injuries  suffered,  the  trial  court,  following  the 
old  rule  of  law,  charged  the  jury  that  the  hospital 
could  be  held  liable  only  if  the  patient’s  injuries 
occurred  through  the  negligence  of  one  of  its  em- 
ployes while  performing  an  “administrative”  act  as 
contrasted  with  a “medical”  act.  The  jury  returned 
a verdict  against  the  hospital  but  on  appeal  the 
Appellate  Division  dismissed  the  complaint  against 
the  hospital  on  the  ground  that  the  injuries  resulted 
from  a “medical”  act.  The  Court  of  Appeals  re- 
versed the  Appellate  Division  and  ordered  a new 
trial.  It  held  that  the  jury  was  justified  in  conclud- 
ing that  the  nurses  were  negligent  in  failing  to  re- 
move the  linens.  It  went  on  to  abrogate  the  former 
rule  of  law  laid  down  in  the  case  of  Schloendorff  v. 
New  York  Hospital,  211  N.  Y.  125,  which  said  that 
the  liability  of  a hospital  for  injuries  suffered  by  a 
patient  through  the  negligence  of  its  employes  de- 
pended on  whether  the  act  which  produced  the  in- 
jury was  “administrative”  or  “medical.”  It  said  in 
part  that : 

The  conception  that  the  hospital  does  not  under- 
take to  treat  the  patient,  does  not  undertake  to  act 
through  its  doctors  and  nurses,  but  undertakes  in- 
stead simply  to  procure  them  to  act  upon  their  own 
responsibility,  no  longer  reflects  the  fact.  Present- 
day  hospitals,  as  their  manner  of  operation  plainly 
demonstrates,  do  far  more  than  furnish  facilities  for 
treatment.  They  regularly  employ  on  a salary  basis 
a large  staff  of  physicians,  nurses,  and  interns,  as 
well  as  administrative  and  manual  workers,  and  they 
charge  patients  for  medical  care  and  treatment, 
collecting  for  such  services,  if  necessary,  by  legal 
action.  Certainly,  the  person  who  avails  himself 
of  “hospital  facilities”  expects  that  the  hospital  will 
attempt  to  cure  him,  not  that  its  nurses  or  other  em- 
ployes will  act  on  their  own  responsibility. 

Hospitals  should,  in  short,  shoulder  the  responsi- 
bilities borne  by  everyone  else.  There  is  no  reason 
to  continue  their  exemption  from  the  universal  rule 
of  respondeat  superior.  The  test  should  be,'  for 
these  institutions,  whether  charitable  or  profit- 
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making,  as  it  is  for  every  other  employer,  was  the 
person  who  committed  the  negligent  injury-producing 
act  one  of  its  employes  and,  if  he  was,  was  he  acting 
within  the  scope  of  his  employment. 

The  rule  of  nonliability  is  out  of  tune  with  the  life 
about  us,  at  variance  with  modern-day  needs  and  with 
concepts  of  justice  and  fair  dealing.  It  should  be 
discarded. 

The  abandonment  of  the  old  rule  which  granted  a 
hospital  an  immunity  for  the  negligence  of  its  em- 
ployes has  had  a profound  effect  on  the  ability  of 
hospitals  to  obtain  liability  insurance  and  has  cast 
the  whole  relationship  of  physicians  and  hospitals 
into  a new  light.  I am  sorry  to  report  that  as  a re- 
sult of  the  change  in  the  law  we  are  increasingly  being 
confronted  with  situations  where  hospitals  have 
made  cross-claims  against  physicians  on  their  staffs 
and  have  instituted  proceedings  to  join  doctors  in 
law  suits  in  which  the  patient  did  not  desire  to  sue  the 
doctor.  I,  of  course,  have  made  every  effort  to  dis- 
courage such  actions  by  the  hospitals  and  have  been 
successful  in  doing  so  in  some  instances,  but  it  is  a 
problem  which  in  my  opinion  will  become  more  and 
more  widespread  in  the  future.  In  fairness  to  some 
of  the  hospital  administrators,  the  decision  to  join 
in  as  defendants  some  of  their  staff  members  is  not 
of  their  doing  but  rather  represents  a decision  by 
their  insurance  carriers. 

The  inflated  size  of  the  verdicts  returned  against 
defendants  in  all  types  of  negligence  suits  reflects 
the  times  in  which  we  are  living,  and  unfortunately 
the  physicians  and  hospitals  who  have  been  sued 
for  malpractice  have  been  caught  up  in  this  infla- 
tionary tide.  The  New  York  Times  of  December  18, 
1957,  reported  a payment  of  $200,000  which  was 
made  by  a New  York  City  hospital  in  connection 
with  the  settlement  of  a claim  for  the  death  of  a 
thirty-three-year-old  man  with  nine  children  who 
had  received  the  wrong  type  of  blood  while  a pa- 
tient at  the  hospital.  This  settlement  was  made  by 
the  hospital  even  before  a law  suit  was  instituted. 
It  is  clear  that  the  settlement  was  made  because  of 
the  fear  of  the  hospital  of  the  size  of  the  verdict  a 
jury  would  return  in  a case  like  this.  Just  recently  a 
malpractice  action  against  a group  of  physicians, 
involving  spinal  paralysis,  who  incidentally  are  not 
insured  under  the  Society’s  Group  Plan,  was  settled 
by  their  insurance  carrier  for  $92,500  during  the 
course  of  trial.  We  have  been  advised  that  several 
members  of  the  jury  which  was  hearing  the  case  felt 
that  a verdict  would  have  been  greatly  in  excess  of 
that  amount. 

May  I point  out  again  that  it  is  inestimable  help 
to  have  all  of  the  doctors  involved  in  a law  suit  in- 
sured with  the  Group  Plan  as  it  avoids  problems  of 
conflict  which  need  not  otherwise  arise. 

Council  Work. — -I  or  one  or  more  of  my  associates 
have  attended  each  meeting  of  the  Council  and 
Board  of  Trustees  of  the  Society.  Your  counsel  or 
one  of  my  associates  has  attended  each  meeting  of 
the  Malpractice  Insurance  and  Defense  Board  and 
most  of  the  meetings  of  its  subcommittees.  We  have 
attended  many  of  the  meetings  of  the  Society’s 
committees  throughout  the  year  and  advised  them 
on  the  legal  implications  of  their  work. 


We  reviewed  all  proposed  amendments  and 
changes  of  the  constitutions  and  bylaws  of  the  com- 
ponent county  societies  and  district  branches  and 
made  detailed  suggestions  and  recommendations  on 
these  proposals.  I or  my  associates  have  attended 
various  meetings  of  the  Blood  Banks  Commission 
and  the  Blood  Banks  Association  of  New  York  State 
and  have  made  various  suggestions  in  connection 
with  their  relationship  with  the  National  Clearing 
House  of  the  American  Blood  Banks  Association. 
We  have  continued  to  prepare  a great  many  opin- 
ions for  various  officers  of  the  component  county 
societies  who  turn  to  us  with  their  problems. 

I wish  to  express  my  sincere  thanks  to  Dr.  Thur- 
man B.  Givan,  president;  Dr.  W.  P.  Anderton, 
secretary,  and  Dr.  Maurice  J.  Dattlebaum,  treas- 
urer, for  the  help  and  cooperation  they  have  given 
so  readily  to  me  during  the  past  year. 

In  1957  I spoke  before  the  following  groups  and 
organizations:  the  Medical-Legal  Panel  of  the 

American  Medical  Association  and  American  Bar 
Association  at  Philadelphia,  Pennsylvania;  Denver, 
Colorado,  and  Atlanta,  Georgia;  the  Medical 
Society  of  Otsego  County,  at  Oneonta;  the  Ulster 
County  Medical  Society;  a panel  discussion  of  mal- 
practice before  the  Monroe  County  Medical  So- 
ciety; the  Insurance  Section  of  the  American  Bar 
Association  at  its  meeting  in  London,  England.  In 
connection  with  the  London  meeting  I had  an  ex- 
tensive conference  with  Mr.  William  G.  Hawkins, 
counsel  for  the  Medical  Protective  Society  of  Great 
Britain,  concerning  malpractice  problems  in  England. 
I also  was  chairman  of  the  malpractice  committee 
meeting  of  the  International  Association  of  Insur- 
ance Counsel  at  Atlantic  City,  New  Jersey.  In 
addition,  I had  the  honor  of  participating  in  a panel 
discussion  on  “Expert  Assistance  to  the  Court  on 
Technical  Questions”  at  the  annual  judicial  con- 
ference of  the  Second  Judicial  Circuit  of  the  United 
States  in  Hartford,  Connecticut.  Mr.  Bell,  my 
associate,  spoke  before  the  Metropolitan  Medical 
Society  in  New  York  City,  the  Dutchess  County 
Medical  Society,  and  the  Fourth  District  Branch 
meeting  at  Saratoga  Springs.  He  has  also  attended 
and  addressed  meetings  of  various  committees  of  the 
Erie,  Westchester,  New  York,  and  Queens  County 
societies.  He  and  my  associate,  Mr.  Richardson, 
also  spoke  to  the  staff  of  the  New  Rochelle  Hospital. 
My  associate,  Mr.  Shapero,  has  addressed  several 
joint  meetings  of  the  Queens  County  Medical  So- 
ciety and  the  Queens  County  Bar  Association;  a 
meeting  of  the  staff  of  the  Abraham  Jacobi  Hospital, 
Bronx;  a meeting  of  medical  students  of  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals, and  a meeting  of  the  Bronx  Italian  Medical 
Society.  My  associate,  Mr.  Burns,  together  with 
Dr.  John  C.  McClintock,  chairman  of  your  Eco- 
nomics Committee,  Dr.  W.  P.  Anderton,  secretary  of 
the  Society,  and  Mr.  George  P.  Farrell,  director  of 
the  Society’s  Bureau  of  Medical  Care  Insurance,  in 
June,  1957,  renegotiated  the  current  contract  for 
Medicare  with  the  Defense  Department  in  Wash- 
ington, D.C.  Mr.  Heidell,  another  of  my  asso- 
ciates, spoke  before  a meeting  of  the  Malpractice 
Insurance  and  Defense  Committee  of  Oneida 
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County. 

Since  my  last  annual  report,  Colonel  Harry  F. 
Wanvig,  Dr.  Floyd  S.  Winslow  of  Rochester,  and  Dr. 
Clarence  G.  Bandler  of  New  York  City,  have  died. 

Colonel  Wanvig  put  together  the  Group  Mal- 
practice Plan  and  gave  us  unsurpassing  leadership 
for  man}’  years.  He  was  always  a most  considerate 
friend  of  mine.  When  Lorenz  Brosnan  died  and  a 
question  arose  as  to  who  should  succeed  him  as 
counsel  for  the  Medical  Society,  I was  interviewed 
by  a committee  headed  by  Dr.  Clarence  G.  Bandler, 
and  I was  most  grateful  to  him  for  the  favorable 
consideration  he  showed  me.  From  that  time  on  to 
his  death,  he  was  unstinting  in  his  attention  to 
every  request  I made  of  him  for  help,  and  his  sound 
advice  helped  me  with  many  a difficult  case. 

In  the  many  situations  that  I helped  with  in 
Monroe  and  neighboring  counties,  Dr.  Floyd  S. 
Winslow  was  untiring  in  the  attention  he  gave  me. 
He  spent  many  days  in  and  out  of  court  with  me  and 
I miss  him  greatly. 

It  is  a great  source  of  consolation  to  me  that  the 
Wanvig  office,  with  which  we  have  so  many  common 
problems,  is  ably  headed  by  Mr.  James  M.  Arnold. 
He  has  acquired  a most  efficient  assistant  in  Mr. 
Frank  W.  Appleton,  who  was  formerly  associated 
with  the  handling  of  much  of  our  claim  work.  They 
have  attended  practically  all  of  our  malpractice 
meetings  and  efficiently  managed  the  agenda  of  the 
Malpractice  Insurance  and  Defense  Board.  I have 
appeared  with  them  at  many  county  meetings 
throughout  the  State,  and  I am  sure  that  they  will 
continue  to  give  the  best  type  of  management  to 
the  Plan,  which  is  so  important  to  the  members  of 
the  medical  profession  in  New  York  State. 

The  Employers  Mutual  Liability  Insurance  Com- 
pany of  Wausau,  Wisconsin,  and  Mr.  Dale  Snure, 
its  able  resident  vice-president,  who  spoke  at  the 
House  of  Delegates  meeting  last  year,  continue  to 
provide  us  with  efficient  State- wide  investigation  and 
claim  management. 

At  the  New  York  City  office  this  work  is  super- 


vised by  the  following  staff:  Messrs.  Marvin  H. 

Marx,  W.  F.  Hanner,  Richard  E.  Martens,  Gerald 
M.  Wilson,  Russell  H.  Feltus,  and  Michael  A. 
O’Malley. 

They  have  an  extremely  efficient  staff  of  investi- 
gators throughout  the  State.  I am  most  apprecia- 
tive of  the  help  that  they  have  given  us  through  the 
year,  and  on  their  behalf  I beseech  the  cooperation 
of  the  medical  profession. 

In  the  remaining  cases  for  the  Yorkshire  Insur- 
ance Company,  the  former  Group  Plan  insurance 
carrier,  that  we  have  in  our  office,  we  continue  to 
receive  the  complete  cooperation  of  Mr.  Horace 
Crowell,  their  vice-president  in  charge  of  claims,  and 
Mr.  Anthony  J.  Falke,  their  superintendent  of 
claims. 

It  might  be  interesting  to  point  out  at  this  time 
that  they  have  just  become  involved  in  a situation 
that  dates  back  sixteen  years  regarding  an  event 
which  happened  shortly  after  the  birth  of  a child  at 
an  upstate  hospital.  The  change  in  the  hospital 
rule  which  I spoke  of  above  encouraged  the  bringing 
of  this  law  suit.  As  a matter  of  fact,  at  one  point, 
the  law  suit  was  dropped  and  has  been  brought  to 
light  again.  As  you  know,  an  infant  may  bring  a 
suit  for  two  years  after  reaching  the  age  of  twenty- 
one. 

In  closing,  may  I again  call  attention  to  the  fact 
that  there  will  be  a bill  introduced  in  the  Legislature 
this  year  which  will  attempt  to  relax  considerably 
the  statute  of  limitations  so  far  as  it  relates  to  mal- 
practice. I called  attention  to  this  situation  in  my 
report  last  year,  and  I reiterate  the  warning  I 
sounded  then  as  I understand  this  bill  has  obtained 
some  substantial  support.  I think  that  the  recom- 
mendation for  this  change  has  come  about  without 
any  sound  factual  basis  indicating  such  a need.  I 
strongly  recommend  that  every  effort  be  made  to 
defeat  it. 

Respectfully  submitted, 

William  F.  Martin,  Counsel 
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Pari  VII — Economics 

Medical  Expense  Insurance 

The  Subcommittee  on  Medical  Expense  Insurance 
is  composed  of  the  following  members: 

Carl  R.  Ackerman,  M.D.,  Chairman Bronx 

Matthew  E.  Fairbank,  M.D Monroe 

Arthur  F.  Gaffney,  M.D Oneida 

C.  Otto  Lindbeck,  M.D Chautauqua 

Dwight  V.  Needham,  M.D Onondaga 

Lyle  A.  Sutton,  M.D Albany 

Melvin  S.  Martin,  M.D Wyoming 

George  P.  Farrell,  Adviser  . New  York 

The  subcommittee  met  on  January  7,  1958,  and 
February  22,  1958. 

The  subcommittee  reviewed  proposed  changes  in 
Sections  250,  256,  and  261  of  the  Insurance  Law 
which  were  discussed  at  a meeting  of  the  Joint 
Legislative  Committee  on  Health  Insurance  Plans  on 
December  12,  1957,  called  by  Senator  George  R. 
Metcalf,  chairman.  The  change  in  Section  250  of 
the  Insurance  Law  was  discussed  at  considerable 
length,  which  would  specifically  authorize  a hospital 
service  corporation  to  provide  reimbursement  for 
nursing  services,  necessary  appliances,  drugs, 
medicines,  and  supplies  which  are  not  provided 
through  a hospital,  whether  such  named  items  are 
provided  in  or  out  of  the  hospital.  This  change 
would  also  permit  a hospital  service  corporation  to 
furnish  ambulance  service.  The  Western  New 
York  Medical  Plan,  Buffalo,  expressed  opposition 
to  Senator  Metcalf  regarding  this  change  with  the 
exception  that  they  had  no  objection  to  a hospital 
plan  paying  for  ambulance  services.  It  was  pointed 
out  in  discussion  that  payment  for  nursing  services 
by  Blue  Shield  without  any  underwriting  liability 
on  the  part  of  nurses  would  put  an  unfair  burden  on 
the  participating  doctors.  There  was  also  the 
element  of  duplication  of  coverage.  However,  in 
the  interest  of  good  relations  with  Blue  Cross  plans 
the  subcommittee  voted  in  favor  of  going  along  with 
this  amehdment. 

After  discussing  Section  256,  the  subcommittee 
did  not  oppose  a reduction  from  4 to  2 per  cent  of 
earned  premium  income  to  the  special  contingent 
surplus  fund.  The  subcommittee  opposed  the 
reduction  whereby  the  maximum  of  the  special 
contingent  surplus  fund  would  be  reduced  from  25 
to  15  per  cent  because  it  was  their  belief  that  .under 
existing  circumstances  a reserve  of  15  per  cent  of 
net  earned  premium  income  will  not  be  sufficient  to 
protect  the  solvency  of  medical  expense  indemnity 
corporations. 

The  subcommittee  had  no  opposition  to  the  change 
in  Section  260  whereby  nonprofit  hospital  service, 
medical  expense,  and  dental  expense  indemnity 
corporations  would  be  permitted  to  increase  to 
7V2  per  cent  of  their  net  premium  income  during  a 
twelve-month  period  their  investments  in  real 
property. 


The  subcommittee  discussed  the  matter  of  non- 
cancellable  and  convertible  health  insurance  poli- 
cies. They  were  in  favor  of  the  principle  of  non- 
cancellable  and  no  loss  of  benefits  when  a subscriber 
changes  his  status  in  membership  such  as  converting 
from  a group  to  a direct  pay  subscriber. 

The  following  resolutions  were  considered  by  the 
subcommittee: 

Resolution  57-48,  introduced  in  the  1957  House 
of  Delegates  by  the  Medical  Society  of  the  County 
of  Oneida  on  the  subject  of  establishment  of  Blue 
Shield  fees,  with  a request  that  action  with  Blue 
Shield  counterparts  be  taken  in  order  to  protect  the 
rights  and  interests  of  the  medical  profession  from 
encroachment  and  detriment  by  the  rating  commit- 
tees of  other  than  medical  groups.  It  was  explained 
that  since  the  introduction  of  this  resolution,  be- 
cause of  a misunderstanding,  the  matter  has  been 
satisfactorily  clarified. 

Resolution  57-21,  introduced  by  the  First  Dis- 
trict Branch.  Only  the  second  resolved  was  re- 
ferred to  the  subcommittee  and  deals  with  the  pos- 
sibility of  Blue  Shield  and  other  insurance  plans 
under  Article  IX-C  providing  coverage  for  alcohol- 
ics during  acute  disabling  phases.  The  subcom- 
mittee agreed  to  make  this  request  of  insurance  plans 
under  Article  IX-C  as  outlined  in  the  resolution. 

Resolution  56-1,  introduced  by  the  Medical 
Society  of  the  County  of  Richmond,  was  reconsid- 
ered by  the  subcommittee,  regarding  payment  for 
diagnostic  study  by  Blue  Cross  and  Blue  Shield 
plans.  This  resolution  was  passed  by  the  subcom- 
mittee with  the  recommendation  that  Blue  Shield 
and  Blue  Cross  get  together  for  the  purpose  of 
settling  this  cooperatively  to  assign  the  areas  of 
coverage  and  that  an  appropriate  letter  be  again 
sent  requesting  Blue  Cross  and  Blue  Shield  plans 
to  have  an  appropriate  committee  from  each  group 
meet,  with  the  idea  of  studying  further,  diagnostic 
coverage  in  conjunction  rather  than  separately. 

A resolution  was  considered  from  Broome  County 
Medical  Society  regarding  payment  by  insurance 
carriers  for  minor  surgery  and  x-ray  in  the  doctor’s 
office  and  urging  that  the  State  Society  give  serious 
consideration  to  meeting  with  representative  groups 
of  insurance  carriers  to  discuss  this  problem.  It 
was  suggested  that  an  exploratory  letter  to  in- 
surance carriers  (commercial  and  nonprofit)  be 
sent  to  the  Health  Insurance  Council  which  repre- 
sents a large  majority  of  commercial  insurance 
companies,  asking  their  opinion  and  suggestions  on 
this  matter. 

At  its  January  meeting  the  Council  voted  ap- 
proval for  the  ensuing  year  to  the  following  Blue 
Shield  Plans;  United  Medical  Service,  Inc.,  New 
York  City;  Western  New  York  Medical  Plan,  Inc., 
Buffalo;  Genesee  Valley  Medical  Care,  Inc., 
Rochester;  Central  New  York  Medical  Plan,  Inc., 
Syracuse;  Medical  and  Surgical  Care,  Inc.,  Utica; 
Northeastern  New  York  Medical  Service,  Inc., 
Albany,  and  Chautauqua  Region  Medical  Service, 
Inc.,  Jamestown. 
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At  the  February  22,  1958,  meeting,  the  subcom- 
mittee considered  the  report  of  a special  committee 
referred  to  it  by  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  at  its  January  9,  1958, 
meeting,  appointed  to  investigate  approval  of  Group 
Health  Insurance,  Inc.  Special  consideration  was 
given  to  that  part  of  the  Standards  which  relates  to 
professional  control  whereby  a majority  of  the 
governing  board  shall  be  physicians  who  are  accept- 
able to  a local  county  medical  society  or  societies 
and/or  the  Medical  Society  of  the  State  of  New 
York  and  also  to  the  approval  or  duration  of  ap- 
proval of  a plan  where  accommodation  in  the  hos- 
pital is  the  sole  and  only  basis  of  remuneration  of 
the  physician  regardless  of  the  patient’s  income. 
It  was  the  unanimous  opinion  of  the  subcommittee 
that  the  present  rules,  regulations,  and  provisions 
should  not  be  changed  at  this  time,  with  the  ex- 
ception that  item  2,  under  “Professional  Control,” 
that  “The  medical  profession  shall  be  responsible 
for  rendering  medical  services  included  in  the  sub- 
scribers contract”  be  deleted  from  the  Standards 
because  it  has  no  significance  in  relation  to  approval 
standards. 

February  22  and  23,  1958,  the  subcommittee  met 
jointly  with  the  Blue  Shield  plans  of  New  York 
State.  The  purpose  of  this  joint  meeting  was  to 
consider  problems  of  mutual  interest  to  Blue  Shield 
plans  and  the  Medical  Society  of  the  State  of  New 
York  and  particularly  to  acquaint  Blue  Shield  plan 
doctor  trustees  with  these  problems.  The  meeting 
was  well  attended  by  medical  and  lay  representatives 
from  practically  all  plans.  There  was  also  repre- 
sentation from  the  national  Blue  Shield  Commission, 
Medical  Indemnity  of  America,  Inc.,  the  national 
Blue  Shield  insurance  plan,  and  from  your  State 
Society.  Many  problems  were  discussed  during  the 
two-day  session  concerning  a uniform  State- wide 
contract,  proposed  legislation  regarding  payments  to 
dentists  and  podiatrists  under  the  present  Blue 
Shield  plans,  changes  in  the  Standards  for  Approval 
by  the  Medical  Society  of  the  State  of  New  York  of 
medical  care  plans,  closer  cooperation  between 
participating  physicians  in  plans  outside  of  the  local 
operating  area  both  from  a state  and  interstate 
level.  It  was  the  consensus  of  the  representatives 
present  that  similar  meetings  should  be  continued 
for  the  mutual  interests  of  all  concerned. 

Your  subcommittee  wishes  to  express  its  thanks 
to  the  officers  of  the  State  Society  and  to  Dr. 
John  C.  McClintock,  chairman  of  the  Economics 
Committee,  for  their  interest  and  attendance  at 
meetings. 

Mr.  George  P.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance  and  adviser  to  jmur  sub- 
committee, has  been  of  great  assistance  to  the  sub- 
committee. 

Bureau  of  Medical  Care  Insurance 

The  Bureau  of  Medical  Care  Insurance,  Mr. 
George  P.  Farrell,  director  and  administrative 
officer  of  Medicare,  reports  through  your  Economics 
Committee  and  its  subcommittee.  The  Bureau 
operates  under  the  direction  of  the  Council  Corn- 
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mittee  on  Economics  and  its  Subcommittee  on 
Medical  Expense  Insurance. 

Mr.  Farrell  has  not  only  conducted  the  Bureau  of 
Medical  Care  Insurance  throughout  the  year,  but  he 
has  also  efficiently  administered  the  Medicare 
Program  with  its  myriads  of  detail.  In  addition, 
Mr.  Farrell  has  been  adviser  to  the  American  Medi- 
cal Association  Medicare  Task  Force,  necessitating 
trips  to  Washington  and  Philadelphia.  He  has 
appeared  before  county  medical  societies,  district 
branches,  the  New  York  State  Association  of  Pathol- 
ogists, and  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  to  explain  the 
Medicare  Program.  He  has  also  made  valuable 
contributions  to  several  teaching  sessions  for 
physicians’  office  assistants,  as  well  as  attending 
meetings  in  Albany  and  New  York  City  regarding 
proposed  legislation  which  would  affect  health 
insurance  plans. 

The  Bureau  compiled  the  eleventh  annual 
progress  report  for  1956,  showing  detailed  analysis 
of  each  plan  in  regard  to  membership,  incurred  and 
paid  claims,  claim  incidence,  operating  expenses, 
premium  rates,  reserves,  cancellation  studies,  dis- 
tribution of  earned  premium  income,  etc.,  for  the 
information  of  the  House  of  Delegates  and  members 
of  the  State  Society. 

Progress  of  the  Blue  Shield  plans  in  New  York 
State  shows  that  at  December  31,  1957,  total  mem- 
bership (subscribers  and  dependents)  was  6,543,315, 
an  increase  of  440,570  during  the  preceding  year. 

The  following  is  a statement  of  membership  in 
Blue  Shield  medical  care  plans  and  Blue  Cross 
hospital  plans,  showing  comparative  increases  for 
1957: 


Location 

Membership 
Medical  Hospital 

Increase 

Medical  Hospital 

New  York 

4,829,752 

6,873,606 

425,100 

330,133 

Buffalo 

570,981 

734,540 

-27,555 

7,928 

Rochester 

434,498 

500,590 

19,291 

6,425 

Syracuse 

222,345 

383,995 

18,678 

11,050 

Utica 

211,456 

218,154 

1,549 

4,199 

Albany 

250,500 

333,683 

1,767 

-560 

Jamestown 

23,783 

53,127 

1,740 

85 

Watertown 

27,503 

2,199 

Total 

6,543,315 

9,125,198 

440,570 

360,380 

Note:  Utica  Plan  serves  Watertown  area  for  Blue  Shield 
members. 


The  Blue  Shield  medical  care  plans  had  an  earned 
premium  income  during  1957  of  $76,736,086  as 
compared  to  $65,055,333  in  1956,  an  increase  of 
$11,680,753. 

Incurred  claim  expense  during  1957  amounted  to 
$65,295,327,  as  compared  to  $53,459,116  during 
1956,  an  increase  of  $11,836,211.  Incurred  claims 
were  85.09  per  cent  of  earned  premium  in  1957,  as 
compared  to  82  per  cent  in  1956. 

The  annual  and  quarterly  progress  reports  are  of 
great  value  to  each  plan  because  they  analyze  each 
plan’s  experience  and  indicate  trends  in  utilization. 
It  is  recommended  that  they  be  reviewed  carefully 
by  those  who  are  responsible  for  the  operation  of  a 
plan.  The  basic  information  in  these  reports  is 
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available  to  the  members  of  the  State  Society  at  the 
Medical  Care  Insurance  Bureau. 


Medicare 

It  was  necessary  for  the  Bureau  of  Medical  Care 
Insurance  to  increase  its  facilities  during  the  past 
year  in  order  to  handle  the  Medicare  Program.  The 
Program  became  effective  on  December  7,  1956,  and 
the  first  claims  were  processed  in  January  of  1957. 
During  that  month  150  claims  were  paid  in  the 
amount  of  $9,991.  Claims  submitted  showed  a 
steady  increase  during  the  year  and  by  the  month  of 
December  had  increased  to  approximately  2,000  per 
month  and  payments  to  approximately  $150,000  a 
month.  For  the  period  ending  December  31,  1957, 
12,497  claims  - were  paid  in  the  amount  of 
$949,988.39. 

In  September  it  was  necessary,  due  to  the  ex- 
pansion of  the  Medicare  Program,  to  take  space  on 
the  third  floor  of  our  building  where  at  the  present 
time  we  have  five  full-time  people,  not  including  the 
administrative  officer  and  his  secretary,  operating 
the  program. 

One  of  the  most  difficult  problems  the  Program  has 
experienced  is  the  number  of  claims  received  which 
are  not  properly  filled  out,  requiring  approximately 
25  per  cent  that  have  to  be  returned  for  additional 
information.  This  not  alone  causes  a delay  in  the 
payment  of  claims  but  increases  the  work  load  in  the 
office. 

We  have  found  it  necessary  only  on  two  occasions 
since  the  Program  went  into  effect  to  appeal  to  a 
local  county  medical  society  for  their  guidance, 
where  in  the  opinion  of  the  Physicians  Review  Com- 
mittee there  were  abuses  of  the  Program. 

On  occasions  when  it  was  necessary  to  submit 
claims  to  General  Paul  I.  Robinson  in  Washington 
for  adjudication,  the  relationship  has  been  most 
pleasant  and  cooperative.  He  has  accepted  the 
recommendation  in  practically  every  instance  of  the 
Physicians  Review  Committee  regarding  the  charges 
made  by  an  individual  doctor  for  special  services. 

The  government  has  advanced  sufficient  funds  so 
that  we  are  able  to  pay  doctor’s  claims;  thereby  no 
funds  of  the  State  Society  are  now  being  used  for  this 
purpose. 

There  have  been  approximately  4,500  doctors  who 
have  been  paid  for  services  rendered  under  the 
Program. 


PART  XII 


Miscellaneous 


Nursing  Education 

The  Council  Committee  on  Nursing  Education 
consists  of: 


Raymond  S.  McKeeby,  M.D.,  Chairman . Broome 


Louis  M.  Rousselot,  M.D New  York 

Beverly  Chew  Smith,  M.D New  York 


The  Nursing  Education  Committee  was  estab- 
lished on  January  28,  1907,  by  the  House  of  Dele- 
gates as  a committee  of  three,  because  the  secretary 
of  registered  nurses  of  the  New  York  State  Educa- 
tion Department  had  written  about  the  existence  of 
correspondence  and  short-term  courses  for  nurses 
which  gave  little  or  no  practice  training.  Since 
that  date,  the  Committee  on  Nursing  Education  or 
the  Committee  on  Nurse  Problems  has  been  ap- 
pointed each  year. 

Various  functions  have  been  attributed  to  this 
committee  through  the  years.  However,  the  com- 
mittee has  been  chiefly  advisory,  assisting  in  any 
nursing  education  problems  when  called  upon  to 
do  so.  Two  members  of  the  Nursing  Education 
Committee  are  members  of  the  Joint  Commission 
in  New  York  State  for  Improvement  of  Care  of  the 
Patient.  The  chairman  of  the  committee  was  as- 
signed to  the  Advisory  Council  of  the  Board  of 
Examiners  of  Nurses  of  the  State  Education  De- 
partment. 

On  February  13,  1958,  the  Council  approved  a 
report  of  the  Nursing  Education  Committee  in 
which  the  feasibility  of  widening  the  scope  of  this 
committee  was  proposed.  It  was  thought  that 
nursing  education  in  terms  of  the  present  needs  of 
the  physician  might  be  re-evaluated.  The  com- 
mittee proposed  to  contact  a fairly  large  segment 
of  our  membership  with  a questionnaire  which 
would  be  so  stated  that  many  valuable  suggestions 
might  be  received  which  would  be  given  their  proper 
consideration.  The  committee  feels  that  the  physi- 
cian is  the  logical  individual,  outside  the  nursing 
profession,  of  course,  to  evaluate  results  of  current 
nursing  education  curricula.  The  results  of  such 
studies  would  give  the  committee  a better  approach 
in  its  advisory  capacity  to  the  nursing  profession. 

Ways  and  means  of  establishing  a better  liaison 
between  the  various  levels  of  nursing  education 
should  be  considered.  The  part  the  physician  con- 
tributes to  nursing  education  might  be  worthy  of 
study.  Is  there  a trend  for  the  more  experienced 
physician  to  relinquish  to  residents  and  younger 
men  the  job  of  lecturing  to  nurses,  although  the 
latter  may  be  as  qualified  in  their  subject  material 
but  lack  color  and  impressiveness  which  only 
years  of  experience  can  give? 

One  of  the  problems  already  under  study  by 
the  Joint  Commission  is  “ways  in  which  doctors 
could  relieve  nurses  of  unnecessary  work.”  When 
such  a study  is  completed,  the  Nursing  Education 
Committee  will  give  it  its  proper  publicity. 

The  committee  is  also  aware  of  the  staff  phj^si- 
cians’  responsibility  toward  the  auxiliary  nursing 
services  such  as  the  practical  nurse,  aids,  and  order- 
lies. It  is  felt  that  in  order  for  physicians  to  secure 
better  care  for  their  patients  they  must  give  more 
leadership  to  the  effective  use  of  these  “para  medi- 
cal” personnel,  thus  allowing  better  use  of  all  the 
professional  skills. 

Another  study  which  was  suggested  was  “How 
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the  physician  might  assist  in  the  recruitment 
program.” 

The  committee  hopes  to  publicize  the  results 
of  these  studies  as  soon  as  they  are  correlated  in 
order  that  our  membership  may  have  the  benefit  of 
their  utilization. 


Office  Administration  and  Policies 

The  committee  on  Office  Administration  and 
Policies  consists  of: 


John  J.  Masterson,  M.D.,  Chairman Kings 

W.  P.  Anderton,  M.D New  York 

Maurice  J.  Dattelbaum,  M.D Kings 

John  M.  Galbraith,  M.D Nassau 

Leo  E.  Gibson,  M.D Onondaga 

Thurman  B.  Givan,  M.D.,  ex  officio Kings 


Your  committee  meets  monthly  except  during 
July  and  August.  During  this  latter  period,  how- 
ever, some  committee  members  are  always  avail- 
able should  the  need  arise.  It  is  believed  that  the 
makeup  of  the  committee  effectively  represents  those 
groups  and  individuals  primarily  concerned  with 
the  office  function.  Representation  from  the 
Council  is  obtained  through  the  president,  president- 
elect, and  one  councillor.  One  member  of  the 
Board  of  Trustees  serves  as  well  as  the  secretary 
and  general  manager  and  the  treasurer.  The  office 
manager  is  an  adviser  attending  all  meetings. 

The  committee’s  work  does  not  change  from  year 
to  year.  As  has  been  noted  in  past  reports,  we 
are  concerned  with  the  general  day-to-day  work  of 
the  office.  Reviewing  requests  for  personnel,  new 
equipment,  and  changes  of  office  procedures  all 
fall  within  our  purview.  We  have  the  responsi- 
bility of  the  salary  problem,  both  from  starting 
salary  as  well  as  salary  increases. 

As  to  our  pension  plan,  while  funds  have  been 
provided  through  a special  assessment  no  staff 
member  whose  pension  is  chargeable  to  these  funds 
has  made  application  for  retirement. 

During  1957,  the  Medicare  Program  went  into 
high  gear.  As  the  year  progressed  additional  per- 
sonnel was  required.  There  are  now  four  full- 
time and  two  part-time  employes  engaged  in  this 
work.  In  addition,  Mr.  George  P.  Farrell  is 
directly  in  charge  and  his  secretary,  Mrs.  Alice 
Arana,  utilizes  some  of  her  time  on  this  project. 

During  the  summer  it  became  increasingly  evi- 
dent that  additional  office  space  would  be  required. 
We  were  fortunate  in  being  able  to  arrange  for  an 
exchange  of  space  with  the  Blood  Banks  Association. 
This  was  done  in  September.  It  is  to  be  noted  that 
the  Office  for  Dependents’  Medical  Care,  the  gov- 
ernment agency  responsible  for  the  Medicare  Pro- 
gram, reimburses  the  Society  for  our  expenses  in- 
curred in  its  operation. 

In  March  your  committee  reviewed  the  salary 
scale  of  the  entire  clerical  staff  and  because  of  in- 
creases in  the  cost  of  living  approved  a general 
salary  increase  to  all  employes  in  this  category. 
The  effective  date  was  April  1. 

Last  summer  we  had  been  in  our  present  quarters 
more  than  five  years.  The  need  of  repainting  was 


quite  evident,  and  the  committee  approved  having 
this  work  done.  As  this  report  is  written  we  are 
looking  forward  to  the  possibility  of  a new  head- 
quarters office  in  a newer  building  and  better  loca- 
tion. 

In  keeping  with  the  past,  our  staff  had  its  annual 
Christmas  party  at  the  Biltmore  Hotel.  The  sum- 
mer outing  was  a day  at  Jones  Beach.  Each  staff 
member  was  invited  to  attend  the  Sesquicentennial 
dinner  as  well  as  the  annual  dinner  for  the  House 
of  Delegates.  The  staff  was  also  invited  to  a 
buffet  dinner  at  the  home  of  Dr.  Thurman  B.  Givan 
of  Brooklyn  on  January  10,  1958. 

It  is  fitting  that  we  single  out  members  of  our 
supervisory  staff  to  show  our  appreciation  and 
recognition  for  their  loyalty  to  the  Society  and  the 
job  they  are  doing.  Miss  Mary  McMahon  super- 
vises our  membership  department.  This  depart- 
ment is  responsible  for  keeping  records  of  members 
dues  and  payments  for  American  Medical  Associa- 
tion dues.  It  will  be  realized  there  is  an  enormous 
amount  of  detail  in  compiling  and  keeping  these 
records  complete  and  up  to  date.  Mr.  William 
Bonzer  is  our  mailroom  supervisor.  All  Society 
mail  as  well  as  mimeographing  must  pass  through 
his  department.  We  were  indeed  sorry  that  Mr. 
Frank  Grassi  left  the  employ  of  the  Society  after 
five  years  of  service.  However,  he  has  accepted 
a better  situation  and  we  wish  him  well.  In  his 
place,  we  employed  Mr.  Eugene  Dombrowski  as 
the  accounting  department  supervisor.  He  is 
responsible  for  the  financial  accounting,  not  only 
of  the  Society  but  the  Blood  Banks  Association  as 
well. 

The  wise  counsel  and  judgment  of  our  secretary 
and  general  manager,  Dr.  W.  P.  Anderton,  is  always 
appreciated.  We  find  him  very  necessary  in  all 
of  our  deliberations. 

To  comment  on  each  individual  member  of  the 
staff  would  make  for  an  unduly  long  report.  We  do 
know  though  that  each  is  a necessary  part  of  a 
smooth  functioning  office.  We  know,  too,  that  there 
are  times  when  the  pressure  of  work  becomes  great 
and  overtime  becomes  necessary.  The  committee 
is  well  aware  of  these  things  and  takes  this  oppor- 
tunity to  express  its  gratitude. 

We  are  pleased  to  submit  the  names  of  our  present 
staff  with  the  years  of  employment. 

1928 — Miss  Janet  Loy 

1935 — Miss  Alice  Wheeler 

1937 —  Miss  Doris  K.  Dougherty 

1938 —  Miss  Grace  I.  West 

1940 — Dr.  Laurance  D.  Redway 

1943 —  Mr.  Charles  L.  Baldwin 

1944 —  Miss  Mollie  Pesikoff 
Dr.  W.  P.  Anderton 
Mr.  William  Bonzer 

1945 —  Mr.  George  P.  Farrell 
Mrs.  Alice  Arana 

Mrs.  Eunice  Merriam  Leonard 

1946 —  Miss  Frances  E.  Casey 
Mrs.  Evelyn  DeMarco 
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Mr.  Thomas  E.  Walsh 

1947 —  Mr.  Thomas  E.  Alexander 
Miss  Alvina  Rich  Lewis 
Mrs.  Evelyn  Clark 

Miss  Mary  McMahon 

1948 —  Mr.  Frederick  W.  Miebach 
Miss  Gretchen  Wunsch 
Miss  Dorothy  Hart 

Miss  Camille  M.  Marra 
Mr.  Joseph  Logue 

1949 —  Mr.  Martin  J.  Tracey 
Miss  Susan  V.  Baker 
Mr.  James  F.  Kelly 
Mr.  Joseph  A.  Mullaney 

1950 —  Miss  Mary  Singer 

1951 —  Miss  Lieselotte  Benz 
Mrs.  Florence  Gallagher 
Dr.  Harold  B.  Smith 

1952 —  Miss  Julia  Downer 

1953 —  Mrs.  Yvonne  Chapman 
Miss  Marilyn  McKenna 

1954 —  Dr.  John  H.  Iselin 
Miss  Lucille  Leipziger 
Mrs.  Beatrice  Moosa 
Mrs.  Dorothy  Lotosky 
Mr.  Robert  Miller 
Miss  Joan  E.  Vitrano 
Mr.  Ackley  C.  Schuyler 


Mrs.  Eleonore  S.  Solden 

1955 —  Miss  Ann  Marie  Marrinan 
Mrs.  Hilda  Goller 

1956 —  Miss  Lucy  Ciccarone 
Mr.  Charles  Struzinski 
Mrs.  Eleanor  M.  Dickey 

1957 —  Miss  Roslyn  Feinberg 
Dr.  Norman  S.  Moore 
Dr.  Anthony  A.  Mira 
Mrs.  Nan  Boynton 
Miss  Nele  Lape 
Miss  Jane  Otterbein 
Mr.  John  Henry  Faria 
Mr.  Eugene  Dombrowski 
Mr.  Charles  Webster 
Mrs.  Estelle  Williams 
Miss  Fredda  Slavin 

Miss  Anne-Marie  Fanshaw 
Miss  Maxine  Siller 
Miss  Carol  Pickleman 
Mrs.  Marcia  N.  Werbin 

1958 —  Mr.  Bernard  Ascher 
Mr.  Robert  Parkinson 
Miss  Ita  Kenrick 
Mrs.  Alice  Kastle 

The  committee  recommends  that  a committee  of 
similar  composition  be  appointed  for  the  coming 
year. 
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Allegany  County 

Angelica. — Population  2,000  in  10-mile  radius. 
Hospitals  with  immediate  privileges  16,  20,  and  21 
miles  distant.  Opening  for  town  health  officer  in 
four  towns  and  opening  for  school  physician  avail- 
able after  July  1,  1957,  at  Allegany  County  In- 
firmary, salary  $2,000.  Contact  Dr.  George  W. 
Batt,  Angelica  (phone  Angelica  2921). 

Belfast. — Population  2,500  in  8-  to  10-mile  radius. 
Hospitals  with  immediate  privileges  15  and  20  miles 
distant.  Possible  opening  for  village  health  officer 
and  school  physician.  Contact  Dr.  Dorothy  Grey, 
2 South  Street,  Belfast;  also  Mr.  Percy  Collins, 
Supervisor,  Main  Street,  Belfast. 

Friendship.— Population  2,000  in  6-  or  7-mile 
radius.  Hospitals  with  immediate  privileges  8 and 
12  miles  distant.  Opportunity  for  school  physician. 
Contact  Dr.  E.  S.  Webster,  Friendship  (phone 
Friendship  2101  or  2301). 

Broome  County 

Windsor. — Population  2,000  plus  in  8-mile  radius. 
Hospital  at  Binghamton  15  miles  distant.  Contact 
Dr.  Austin  J.  Stillson,  Windsor  (phone  Windsor 
2-9080). 

Cattaraugus  County 

Randolph. — Population  4,000  in  15-mile  radius. 
Hospitals  17  miles  distant.  Contact  Mr.  Martin  F. 
Hayes,  Randolph  (phone  Randolph  32-882). 

South  Dayton. — Population  5,000  in  15-mile 
radius.  Immediate  hospital  privileges  8 miles  dis- 
tant on  sponsorship  of  Dr.  V.  M.  Dunfield.  Contact 
Dr.  Dunfield,  South  Dayton. 

Cayuga  County 

King  Ferry. — Population  250;  eight  villages  and 
hamlets  within  8 miles  with  population  1,200.  Ad- 
ditional 1,500  in  surrounding  farm  area;  summer 
population  adds  another  1,500  to  2,000.  Radius  of 
2 to  12  miles.  Appointment  as  school  physician 
available.  Town  health  officer  and  insurance  ex- 
aminer position  may  be  available.  House  with 
office  space  for  sale  or  rent.  Three  hospitals  within 
thirty  minutes  at  Auburn  and  Ithaca.  Contact  Mr, 
G.  J.  Cummings,  Box  145,  King  Ferry. 


Chautauqua  County 

Cherry  Creek.— Population  1,000  in  10-mile  plus 
area.  Immediate  privileges  in  hospitals  20  miles 
distant.  Opening  for  town  health  officer  available. 
Contact  Major  Irwin  Millspaw,  Cherry  Creek. 

Findley  Lake. — Population  1,000  in  10-mile  plus 
area.  Immediate  privileges  in  hospitals  25  miles 
distant.  Opening  for  town  health  officer  available. 
Contact  Mr.  Ray  O.  Jones,  Supervisor,  R.D.  #1, 
Sherman. 

Chenango  County 

Afton. — Population  2,047  in  10-  to  15-mile  area. 
Immediate  hospital  privileges  at  Bainbridge  (pri- 
vate) 5V2  miles,  Sidney  12  miles,  and  Binghamton 
22  miles.  Opening  for  town  health  officer.  Contact 
Mr.  C.  Wayland  Guy,  First  National  Bank  of  Af- 
ton (phone:  office,  Afton  7-2281;  home,  7-1131); 
Supervisor  Ernest  Poole,  R.  D.  Nineveh  (phone: 
office,  Afton  7-1071;  home,  Harpursville  5-2775); 
Mayor  Alden  A.  Mudge,  Jr.  (phone:  office,  Afton 
7-2331;  home,  7-2101). 

McDonough. — Population  200;  population  1,000 
within  a radius  of  10  miles.  Hospital  at  Norwich 
18  miles;  Greene  13  miles;  Binghamton  32  miles. 
Contact  Mr.  J.  J.  Duell,  Town  Supervisor,  Mc- 
Donough. 

Clinton  County 

Altona. — Population  2,000.  Radius  about  15 
miles  including  villages  of  Ellenburg,  Mooers  Forks, 
Sciota,  and  West  Chazy.  Two  hospitals  in  Platts- 
burgh, about  20  miles.  Excelsior  mill  and  milk 
plant.  Private  residence,  rent  free  for  one  year.  Ap- 
pointments as  school  health  officer  and  medical  of- 
ficer for  industries  available.  Contact  Mr.  Halsey 
J.  Stark,  County  Clerk,  Altona. 

Mooers. — Population  500;  population  3,000  to 
5,000  in  12-mile  radius  served.  Hospitals  in  Platts- 
burgh 25  miles.  Position  of  school  physician  avail- 
able, possibly  town  health  officer.  Contact  Mr. 
M.  B.  Stewart,  Mooers,  and  Dr.  Aaron  Davis,  9 
Rugar  Street,  Plattsburgh. 

Peru. — Population  4,500  in  13-mile  area.  Im- 
mediate hospital  privileges  10  miles  distant:  Con- 

tact Mr.  Howard  Marsha,  Peru  (phone  2-9019). 
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Cortland  County 

Cincinnatus. — Population  4,500  to  5,000  in  10-  to 
15-mile  area.  Immediate  hospital  privileges  17 
miles  distant.  Openings  for  town  health  officer  and 
for  school  physician  (1957).  Office  and  house  avail- 
able. Gross  income  $28,000.  Contact  Dr.  G.  R. 
Landwehr,  50  Hanscom  Place,  Rockville  Centre 
(phone  Rockville  Centre  6-0985). 

Delaware  County 

Andes. — Population  2,000  within  12-mile  radius. 
School  physician  and  health  officer  positions  avail- 
able. Hospitals  13  miles  distant  at  Delhi  and  Mar- 
garetville.  Contact  Miss  Eleanor  W.  Palmer,  Box 
105,  Andes. 

Essex  County 

Essex. — Population  1,000  plus;  about  2,000  in 
summer  in  8-  to  10-mile  radius.  Hospitals  at 
Elizabethtown  and  Mineville  16  miles  and  at  Platts- 
burgh 30  miles.  Position  of  town  health  officer 
available  at  $350;  also  post  as  school  physician. 
Contact  Mr.  Leonard  E.  Dempster,  Essex  (phone  Es- 
sex 2-573). 

Jefferson  County 

Ellisburg. — Population  3,000  in  15-mile  radius 
including  villages  of  Pierrepont  Manor,  Ellisburg, 
and  Mansville.  Hospitals  at  Watertown  22  miles 
distant,  Syracuse  48  miles  distant,  with  immediate 
privileges.  Opportunity  for  school  physician.  Con- 
tact Mr.  F.  M.  Collins,  Mannsville  (phone  Manns- 
ville  751)  or  Mr.  R.  J.  Phillips,  Mannsville  (phone 
Mannsville  162). 

Madison  County 

Canastota. — Population  4,800  in  village;  8,000  in 
township  in  28  square  mile  area.  Immediate  hos- 
pital privileges  in  village.  Contact  Mr.  Warren 
Bailey,  President,  Chamber  of  Commerce,  Cana- 
stota, or  Dr.  Richard  B.  Cuthbert,  Health  Officer, 
Lenox. 

Georgetown. — Population  800  in  10-mile  area. 
Hospital  at  Hamilton  12  miles  distant  with  privileges 
at  once.  Openings  for  town  health  officer  and  school 
physician.  Contact  Mr.  Edgar  Angelo,  George- 
town (phone  Georgetown  5). 

Madison. — Population  2,500;  area  100  square 
miles;  five  villages.  Doctor  expecting  to  come  by 
the  day.  Hospitals  at  Hamilton  7 miles,  Oneida 
20  miles,  Syracuse  40  miles.  Positions  as  school 
physician  and  town  health  officer  available.  - Con- 
tact Dr.  B.  L.  Rockwell,  Oriskany  Falls. 

Monroe  County 

Churchville. — Population  800  in  5-  to  10-mile 
radius.  Hospitals  10  to  15  miles  distant.  Opening 
for  school  physician.  Contact  Dr.  John  F.  Dietel, 
1303  York  Avenue,  New  York  City  (phone  REgent 
7-5319);  Mrs.  F.  W.  Dietel,  Churchville  (phone 
Churchville  704);  or  Dr.  Christopher  Parnell,  Ad- 
ministrator, Rochester  General  Hospital,  West 


Main  Street,  Rochester. 

Montgomery  County 

Amsterdam. — Population  35,000  in  school  dis- 
trict. Position  for  full-time  school  physician. 
Hospitals  y2  to  iy2  miles  distant.  Contact  Mr. 
E.  Y.  Cushman,  Superintendent  of  Schools,  41 
Division  Street,  Amsterdam  (phone  Victor  2-1270). 

Nassau  County 

Floral  Park. — Population  18,000  to  20,000  in  10- 
mile  radius.  Hospitals  8 to  10  miles  distant  prob- 
ably will  give  immediate  privileges.  Office  of  the 
late  Dr.  Louis  M.  Lally  for  lease,  furnished,  for 
$225.  per  month,  to  be  considered.  Contact  Mrs. 
L.  M.  Lally,  27  Verbena  Avenue,  Floral  Park. 

Port  Washington. — Population  25,000  in  15-mile 
radius.  Privileges  in  North  Shore  and  Nassau 
County  Hospitals  after  about  one  year.  Oppor- 
tunity for  school  physician.  Office  available  for  rent 
at  $150.  per  month.  House  and  office  for  sale 
$30,000.  Contact  Mrs.  Ingle  Apolant,  21  Belleview 
Avenue,  Port  Washington  (phone  PO  7-1714). 

Oneida  County 

Clayville. — Population  719;  3,800  more  popula- 
tion within  6-mile  radius  in  prosperous  farming  terri- 
tory. Three  industries  in  Clayville  with  525  em- 
ployes. Hospitals  and  laboratory  facilities  in  Utica 
8 miles  distant.  Town  health  officer  position  prob- 
ably available.  Home  and  office  of  former  doctor 
for  sale,  possibly  equipment.  Contact  Mr.  M. 
Donohue,  Real  Estate  Broker,  Sauquoit  (phone 
Utica  7-7383). 

Vienna. — -Population  2,175  in  10-mile  radius. 
Hospitals  10  to  16  miles.  Openings  for  town  health 
officer  and  school  physician.  Contact  Mr.  Russell 
Brown,  Sylvan  Beach  (phone  Poplar  2-4785); 
Mrs.  Eileen  Phelps,  Verona  Beach  (phone  Poplar 
2-4637);  Mrs.  Althea  J.  Babcock,  Sylvan  Beach 
(phone  Poplar  2-4617);  Mrs.  Lillian  Sawner,  Sylvan 
Beach  (phone  Poplar  2-4736). 

Onondaga  County 

Lafayette. — Population  about  2,080,  comprising 
also  villages  of  Pompey,  Cardiff,  and  Apulia  Station 
in  10  square  mile  area,  rapidly  growing.  Hospital 
at  Syracuse  7 miles.  When  privileges  may  be  ob- 
tained is  undetermined.  Opening  for  town  health 
officer.  Opening  available  for  school  physician. 
Contact  Mrs.  Marion  Leckonby,  c/o  Dr.  Leo  E. 
Gibson,  831  James  Street,  Syracuse  (phone  Syracuse 
9-2849);  Mr.  Charles  Adsitt,  Town  Supervisor 
(phone  OR  7-3107);  Miss  Bernice  Amidon  (phone 
OR7-7562). 

Syracuse. — Population  unlimited  within  8-mile 
radius.  When  privileges  may  be  obtained  is  un- 
determined. Contact  Mrs.  J.  Kallet,  1813  South 
Avenue,  Syracuse  (phone  76-4364);  or  Mr.  Stephen 
K.  Leech,  113  East  Onondaga  Street,  Syracuse  2, 
New  York. 
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Ontario  County 

Hall. — Population  300;  population  2,000  within 
surrounding  prosperous  farming  area.  Midway  be- 
tween Penn  Yan  and  Geneva,  each  about  8 miles 
distant.  Fifty-bed  hospital  at  Penn  Yan;  80-bed 
hospital  at  Geneva.  Rochester  45  miles;  Syracuse 
50  miles.  Contact  Dr.  Ray  E.  Deuel,  Jr.,  508 
Castle  Avenue,  Geneva,  or  Mr.  Joseph  Robson, 
Hall. 

Honeoye. — Population  2,500  in  winter  and  4,500 
in  summer  in  8-mile  radius.  Hospital  privileges  in 
thirty  days  at  Canandaigua,  18  miles  away.  Open- 
ing for  town  health  officer  and  school  physician. 
Contact  Rev.  P.  L.  Graham,  D.D.,  Secretary, 
Honeoye  Men’s  Club,  33  Main  Street,  Honeoye 
(phone  Honeoye  2353). 

Naples. — Population  5,000  in  5-  to  10-mile  area. 
Immediate  hospital  privileges.  Opening  for  town 
health  officer.  Contact  Dr.  C.  P.  Long  at  Naples, 
or  Mr.  James  P.  Long  (phone  Naples  3281). 

Orange  County 

Greenwood  Lake. — Population  2,000  in  winter 
and  20,000  in  summer  in  a 5-mile  radius.  Privileges 
in  hospitals  8 miles  distant  about  three  weeks  after 
application.  Opening  for  school  physician.  Contact 
Mr.  Frederick  F.  Salvidge,  Box  55,  Greenwood  Lake 
(phone  Greenwood  Lake  7-2721). 

Unionville. — Population  500;  additional  400 
population  within  8-  or  10-mile  radius.  Hospital  at 
Sussex,  New  Jersey,  8 miles;  two  at  Middletown, 
New  York,  13V2  miles.  Contact  Mrs.  Julia  Roche, 
Postmistress,  Unionville. 

Walden. — Population  5,000  in  5-mile  radius. 
Immediate  privileges  in  hospitals  10  to  12  miles 
distant.  Contact  Mrs.  L.  T.  Greene,  129  W.  Main 
Street,  Walden  (phone  23271),  or  Lt.  Commander 
L.  T.  Greene,  U.  S.  Naval  Hospital,  St.  Albans, 
(phone  JA6-1000). 

Warwick. — Population  9,828  in  10-mile  radius. 
Immediate  privileges  in  three  hospitals  10  to  20  miles 
distant.  Contact  Mrs.  A.  R.  Hicks,  30  Oakland 
Avenue  (phone  Warwick  55-4042).  Mrs.  Hicks  has 
large  house  near  school  on  main  street;  five  and 
one-half  room  apartment  on  second  floor,  five-room 
doctor’s  office  on  first  floor.  Gas  furnace,  four  exits, 
soundproof,  rubber  tile  floor. 

Washingtonville. — Population  10,000  in  12-  to 
15-mile  area.  Three  hospitals  10  miles  distant. 
Opening  for  town  health  officer  and  school  physician. 
Contact  E.  F.  Coleman,  Mayor,  Washingtonville 
(phone  Gypsy  6-6141). 

Orleans  County 

Holley. — Population  5,000  in  10-  to  15-mile  area. 
Privileges  a few  days  after  application  in  hospitals 
5 and  10  miles  distant.  Possible  openings  for 
village  health  officer  and  school  yhysician.  Contact 
Drs.  A.  O.  Riley  and  Arden  Snyder,  Holley. 


Medina. — Population  15,000  to  20,000  in  5-  to 
10-mile  area.  Immediate  privileges  in  hospital  (60 
beds)  in  Medina.  Contact  Mr.  H.  G.  Pollard,  W. 
Center  Street,  Chairman  of  Professional  Division  of 
Medina  Chamber  of  Commerce  (phone  1568  or 
15). 

Oswego  County 

Altmar. — Population  2,300  to  3,000  in  8-mile 
radius.  Hospitals  38  miles  away.  Opening  for 
town  health  officer  in  Albion  and  for  school  physician 
in  Altmar  and  Williamstown.  Contact  Mr.  Nor- 
man B.  Spear,  Supervisor,  Town  of  Albion,  Altmar; 
Mr.  Andrew  Ferguson,  Altmar;  or  Mr.  Eric 
Kruepke,  Pulaski,  and  confirm  with  postal  card  to 
Mr.  Andrew  Ferguson,  Secretary,  Altmar  Chamber 
of  Commerce,  Altmar. 

Hannibal. — Population  6,000  in  an  8-mile  radius. 
Immediate  privileges  in  hospitals  8 and  12  miles 
distant.  Part-time  position  available  as  school 
physician  and  as  town  health  officer.  Contact  Miss 
Ethel  P.  Gault,  Treasurer-Clerk  (phone  Logan  4- 
2391),  Mr.  George  Chillson,  Town  Supervisor  (phone 
Logan  2339),  Mr.  Carl  Andrews,  School  principal 
(phone  Logan  4-2108),  or  Mr.  Otis  Sennett,  Mayor, 
(phone  Logan  4-3465). 

New  Haven. — Population  8,000  in  5-  or  6-mile 
radius.  Privileges  after  one  month  in  hospitals  10 
and  12  miles  distant.  Position  as  school  physician 
available.  Contact  Mr.  Vernon  E.  Rank,  Box  38 
(phone  Mexico  7-7870),  or  Mr.  Leon  Stoddard 
(phone  Mexico  7-3716). 

Otsego  County 

Otego. — Population  3,000  in  6-mile  radius.  Fox 
Memorial  Hospital  (95  beds)  at  Oneonta  8 miles; 
Mary  Imogene  Bassett  Hospital  at  Cooperstown  39 
miles;  a 58-bed  hospital  in  Sidney  16  miles.  Posi- 
tions as  local  health  officer  and  school  physician 
available.  Contact  Mr.  Thomas  Joyce,  Secretary, 
Otego  Rotary  Club,  Otego. 

Putnam  County 

Brewster. — Population  8,000  to  10,000  in  radius 
of  5 to  8 miles.  Hospitals  8,  10,  and  17  miles  dis- 
tant. Position  of  school  physician  is  rotated  among 
local  doctors.  Possible  opening  for  town  health  of- 
ficer. Contact  Herman  H.  Donley  & Son,  35  Main 
Street,  Brewster  (phone  Brewster  9-6481  or  9-2428). 

Queens  County 

Kew  Gardens. — Population  1,550,000  in  entire 
Queens  area.  Immediate  privileges  in  hospital  three 
minutes  away.  This  is  an  active  practice  of  the  late 
Dr.  F.  Resek,  119-14  Union  Turnpike,  Kew  Gar- 
dens. Yearly  income  reported  at  $25,000.  About 
4,000  patients.  Contact  Mrs.  Resek  (phone  LI  4- 
4614),  Dr.  Walter  Edkins,  112-50  78th  Avenue, 
Forest  Hills  (phone  BO  8-3488),  or  Leo  Dikman, 
Esq.,  160-16  Jamaica  Avenue,  Jamaica  (phone  RE 
9-4830). 
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St.  Lawrence  County 

De  Kalb  Junction. — Population  2,500  in  10-mile 
radius.  Hospitals  8 and  18  miles  away  with  almost 
immediate  privileges  for  general  practitioners. 
Possible  openings  as  town  health  officer  and  school 
physician.  Contact  Mr.  Charles  Bush,  Route  1, 
Canton  (phone  Canton  2310) ; Mr.  Floyd  Powell,  De 
Kalb  Junction  (phone  De  Kalb  6-F-13) ; Mary  Mar- 
garet Hayes,  De  Kalb  Junction  (phone  De  Kalb 
15-F-21). 

North  Lawrence. — Township  of  Lawrence,  popu- 
lation about  1,625  in  three  villages.  Radius  of  ap- 
proximately 7 miles  east  to  west  and  16  miles  north 
to  south.  Hospitals  at  Massena  18  miles  and  at 
Malone  and  Potsdam  22  miles.  Contact  Mr.  Robert 
E.  Driscoll,  Town  Supervisor,  Lawrence. 

Saratoga  County 

Galway. — Population  2,500  in  6-mile  radius.  Im- 
mediate privileges  in  hospitals  12  miles  away.  Open- 
ings for  town  health  officer  and  school  physician 
available.  Contact  Dr.  Nicholas  Panin  (Tulip 
2-1251);  Mr.  Harry  M.  Hathaway,  Galway  Com- 
munity Men’s  Club,  R.F.D.  4,  Amsterdam. 

Mechanicville. — Population  8,000  plus.  Hos- 
pitals 10  and  15  miles  distant.  Industrial  positions 
may  be  available.  Contact  Dr.  Claire  K.  Amyot, 
Secretary,  Medical  Society  of  the  County  of  Sara- 
toga, 54  Greenfield  Avenue,  Saratoga  Springs. 

Waterford. — Population  3,000  plus.  Hospitals 
10  and  15  miles  distant.  Contact  Dr.  Claire  K. 
Amyot,  Secretary,  Medical  Society  of  the  County  of 
Saratoga,  54  Greenfield  Avenue,  Saratoga  Springs. 

Schenectady  County 

Pattersonville. — Population  about  1,300.  Two 
hospitals  at  Schenectady  and  two  hospitals  at  Am- 
sterdam, each  about  7 miles  distant.  Contact  Mr. 
W.  Eriksen,  R.  D.  #1,  Pattersonville  (phone  Tulip 
7-8776). 

Suffolk  County 

Brentwood. — Population  15,000  in  8-mile  radius. 
Privileges  in  hospital  4 miles  away  within  a month. 
Opportunity  for  school  physician.  Contact  Dr. 
M.  W.  Molinoff,  4 Brentwood  Parkway,  Brentwood 
(phone  Brentwood  3-4567). 

Hampton  Bays. — Population  about  15,000  In  8- 
mile  area.  G.  P.  wanted  to  join  group.  Immediate 
privileges  in  hospital  8 miles  distant.  Opportunity 
for  school  physician.  Contact  Dr.  Sidney  Saffer, 
Hampton  Medical  Center,  Southampton  (phone 
Hampton  Bays  2-0088). 

Mastic. — Population  10,000  to  12,000  in  5-mile 
radius.  Immediate  privileges  in  hospital  8 miles 
away.  Opportunity  for  school  physician.  Contact 
Dr.  Samuel  Gelband,  Mastic  (phone  Atlantic  1-8741). 


Sayville. — Population  12,000  in  10-mile  radius. 
Sayville  Medical  Group.  Immediate  privileges  and 
an  associate  position  on  staff  of  hospitals  8 to  10 
miles  distant  after  six  months.  Position  as  school 
physician  available.  Contact  Dr.  Warren  H.  Eller 
and/or  Mr.  David  L.  MacDonnell,  Jr.,  15  Greeley 
Avenue,  Sayville  (phone  Sayville  4-2000) . 

Sullivan  County 

Grahamsville. — Population  about  2,500  in  radius 
of  10  or  12  miles,  including  Neversink,  Claryville, 
Sundown,  and  Grahamsville.  Grahamsville  popula- 
tion 300.  Hospitals  at  Ellen ville  16  miles;  two  hos- 
pitals at  Monticello  18  miles,  and  two  hospitals  at 
Liberty  14  miles.  Contact  Mr.  Robert  Many, 
Grahamsville  (phone  Grahamsville  2941). 

Tompkins  County 

Trumansburg. — Population  4,000  to  5,000  in  8- 
to  10-mile  radius.  Privileges  after  about  one  month 
in  hospitals  10  miles  distant.  Contact  Dr.  Stanley 
K.  Gutelius,  17  Cayuga  Street,  or  Box  557,  Trumans- 
burg (phone  Trumansburg  2201). 

Ulster  County 

Phoenicia. — Population  1,887.  Hospitals  thirty 
minutes  away  in  Kingston  with  immediate  courtesy 
privileges.  Contact  Mr.  C.  B.  Mj^ers,  Phoenicia, 
or  Dr.  H.  F.  Schwartz,  Kingston  (phone  Kingston 
4030). 

W ashington  County 

Hartford. — Population  1,308.  Surrounding  terri- 
tory includes  towns  of  Argyle  and  Hebron.  Posts 
as  school  physician  and  town  health  officer  (New 
York  State  Department  of  Health)  will  be  available. 
Possibility  of  bonus  from  town  of  Hartford.  Con- 
tact Mr.  Howard  Hanna,  Town  Clerk,  Hartford. 

Salem. — Population  4,000  in  10-mile  radius.  Im- 
mediate privileges  in  medicine,  obstetrics,  and  minor 
surgery  at  Cambridge  Hospital  12  miles  and  Gran- 
ville 18  miles.  Opening  for  town  health  officer 
covering  Salem,  Hebron,  and  Jackson;  for  school 
physician  in  Salem;  also  for  physician  for  Wash- 
ington County  jail.  Contact  Dr.  Ward  S.  Jenkins 
(phone  Salem  3202);  Dr.  Gerlad  Fincke,  Salem; 
Mr.  Donald  Hanis,  Salem;  Mr.  Julian  Orton, 
Salem;  Mrs.  Catherine  Coutter,  Town  Clerk,  Salem, 
or  Dr.  Newton  Krumdieck,  Cambridge. 

Wayne  County 

Palmyra. — Population  3,800  in  10-  to  15-mile 
radius.  Hospitals  at  Newark  6 miles  and  Canan- 
daigua 14  miles.  Privileges  available  any  time. 
Contact  Mr.  J.  R.  Hagaman,  145  West  Main  Street, 
Palmyra  (phone  Palmyra  235). 

Savannah.— Population  1,500  to  2,000  in  radius 
of  12  to  15  miles.  Hospitals  at  Lyons  12  miles  and 
Auburn  17  miles.  Privileges  may  be  obtained  at 
once.  Positions  of  town  health  officer  and  school 
physician  available  in  Savannah.  Contact  Mrs. 
R.  O.  Jackson,  Savannah,  and  Mr.  Phil  N.  Rose- 
krans,  Administrator,  Lyons  Hospital,  122  Broad 
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Street,  Lyons. 

Yates  County 

Middlesex.— Population  1,300;  500  more  in 

summer  in  10-mile  area.  Privileges  in  hospitals  12 
and  14  miles  distant  after  short  probation  period. 
Position  as  town  health  officer  available.  An  open- 


ing for  school  physician  will  be  available.  Openings 
in  industry  with  Emerson  Produce  and  Comstock 
Canning  in  Rushville.  Contact  Rev.  T.  McGlauffin, 
Middlesex  (phone  Rushville  9F21),  Mr.  Wilford 
Kennedy,  Middlesex  (phone  Rushville  99F31),  or 
Mrs.  G.  S.  Eaton,  Middlesex  (phone  Rushville 
85F21). 


SPECIAL  PRACTICE 


Broome  County 
Dermatologist 

Johnson  City.— Population  about  250,000.  Hos- 
pitals in  5-mile  radius  with  immediate  privileges. 
Contact  Mr.  Robert  L.  Eckelberger,  Director,  Endi- 
cott  Johnson  Medical  Department,  33-57  Harrison 
Street,  Johnson  City  (phone  7-1211). 

Genesee  County 
Psychiatrist 

Batavia. — Population  20,000.  Immediate  privi- 
leges in  two  hospitals  in  Batavia.  Contact  Dr. 
Tannenberg.  Genesee  Laboratory,  Main  Street, 
Batavia. 

Nassau  County 

Ear,  Nose,  and  Throat  Practice 

Freeport. — Population  100,000  in  7-mile  radius. 
Immediate  privileges  in  hospitals  x/2  mile,  3 miles, 
and  7 miles  distant.  Contact  Mrs.  M.  Rossman,  154 
Mount  Joy  Avenue,  Freeport  (phone  FR  8-1081). 

Orange  County 
Psychiatrist 

Central  Valley. — Population  2,500.  Staff  psychia- 
trist for  Falkirk  in  the  Ramapos,  a psychiatric  hos- 
pital. Hospitals  10,  16,  and  20  miles  distant.  Pos- 


sible opening  with  school.  Contact  Dr.  T.  W. 
Neumann,  Jr.,  Physician  in  Charge,  Falkirk  in  the 
Ramapos,  Central  Valley  (phone  Highland  Mills 
2256). 

Queens  County 
Resident  Physician 

Long  Island  City. — Colonial  Arms  Apt.,  28-25 
33rd  Street.  Four  rooms,  private  entrance,  street 
level.  Hospitals  fifteen  minutes  distant.  Contact 
Mr.  H.  A.  Haefele,  Manager  (phone  Pioneer  6- 
5889). 

Rockland  County 
Resident  Physician 

Grand  View. — Twenty-five  miles  from  New  York 
City.  Resident  physician  in  Jewish  Home  for  Con- 
valescents. Contact  Mr.  Harry  D.  Cohen,  c/o 
Victory  Dress  Co.,  311  Mountain  Road,  Union 
City,  New  Jersey  (phone  Union  7-5758). 

Suffolk  County 
Pediatrician 

Huntington. — Population  80,000.  North  Shore 
Medical  Group.  Hospital  in  Huntington.  Con- 
tact Dr.  Oscar  L.  Frick,  325  Park  Avenue,  Hunting- 
ton  (phone  Hamilton  1-2000). 


That  indescribable  expression  peculiar  to  people  who  hope  that  they  have  not  been  asleep,  but 
know  they  have. — Helen  Hunt  Jackson 
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Proposed  Changes  in  Veterans  Medical  Care  Plan  of  Neiv  York,  Inc. 


Items 

0070 — Office  visit $ 5.00 

0060 — Allergy  survey  (excluding  tests) 15.00 

0095 — Dermatologic 15.00 

0170 — -Genitourinary  examination  without  cystos- 
copy including  prostatic  smear  and  urinal- 
ysis   15.00 

0200 —  Dermatologic  first  visit 10.00 

0201 —  Dermatologic  home  visit 7.00 

0205 — Dermatologic:  each  subsequent  office  visit.  5.00 

0210 —  Ear,  nose  and  throat:  first  visit 10.00 

0211-  — Ear,  nose  and  throat  home  visit 7.00 

0225 —  Ophthalmologic:  first  visit 10.00 

0226 —  Ophthalmologic  home  visit 7.00 

0245-  — Other  comparable  specialties  not  listed 

above : first  visit 10.00 

0246- Other  comparable  specialties  not  listed  above: 

home  visit 7.00 

0280 — Consultation  in  office,  subsequent  visit 10.00 

0635 — Patch  tests  (for  contact  dermatitis)  each  test . 3.00 

0640-^-Skin  tests:  diagnostic  only,  intradermal,  or 

scratch,  40  extracts 60.00 

0685 — Blood  for  transfusion  (supplied  by  donor) 

per  100  cc 10.00 

0690 — Colonic  irrigation 5.00 

0700 — Hypodermoclysis 10.00 

0705 — Injections:  subcutaneous,  intramuscular,  or 
intravenous  exclusive  of  cost  of  drug,  bio- 
logical or  other  medication 5.00 

0745 — Therapy,  electroshock  or  Metrazol,  per  treat- 
ment to  include  medication,  curare,  etc.,  as 

employed 17.50 

1005 — Anesthesia,  any  type,  each  subsequent  half- 

hour  or  fraction  thereof 7.50 

1160 — Gastroscopy 75.00 

1305 — Biopsy,  skin  and  subcutaneous  (surgical  pro- 
cedure)  10.00 

1400 — -Arteriotomy  with  removal  of  embolus,  ex- 
tremities  125.00 

1445 — Phlebotomy  wdth  removal  of  thrombus,  ex- 
tremity  125.00 

1450 — Phlebotomy  with  removal  of  thrombus,  neck . 125 . 00 

1455 — Phlebotomy  with  removal  of  thrombus, 

trunk 175 . 00 

1480 — Varicose  veins,  one  leg,  operation  for 100 . 00 

1485 — Varicose  veins,  both  legs,  operation  for 150.00 

1545 — Cystoscopy  operative 100 . 00 

1785 — Urethroscopy  for  fulguration  or  incision 

35 . 00-50  AA 

1925 — Brain  tumor,  operation  for 300 . 00 

1960 — Hematoma,  extradural,  operation  for 225 . 00 

1965 — Hematoma  subdural,  operation  for 225.00 

1970 — Laminectomy 225.00 

1980 — Nucleus  pulposus  or  intervertebral  disc, 
ruptured,  extruded  or  crushed,  operation 

for  225.00 

2110 — Esophagoscopy,  with  or  without  biopsy  or 

dilation 75.00 

2125 — Esophagoscopy  subsequent  to  initial  esopha- 
goscopy with  or  wdthout  dilation 25.00 

2405 — Cataract,  needling  operation  for 75.00 

2410 — Cataract,  operation  for 150 . 00 

2415 — Chalazion,  operation  for 20.00 

2425 — Corneal  ulcer,  cauterization 10.00 

2490 — Glaucoma  operations  of  all  types  for  at- 
tempted permanent  cure 150 . 00 

2495 — Hordeolum,  operation  for 15.00 

2800 — Carpal  bones,  each  additional 10.00 

2810— Clavicle 50.00 


2830— Hip 100.00 

2840— Mandible 25.00 

2850 — Metacarpal  bones,  each  additional 10.00 

2860 — Metatarsal  bones,  each  additional 10.00 

2885 — Shoulder,  recurrent  or  habitual,  reduction 

only 20.00-50  AA 

289G — Shoulder,  recurrent  or  habitual,  correcting 

operation 175 . 00 

2910 — Toe,  one 15.00 

2915 — Toes,  each  additional 10.00 

3005 — Carpal  bones,  each  additional 20.00 

3020— Femur 175.00 

3030 — Fibula,  including  Potts’  fracture 250.00 

3040 — Finger,  one 30.00 

3045 — Fingers,  each  additional 10.00 

3050 — Humerus 150 . 00 

3055 — Humerus,  suturing  or  plating 150.00 

3060 — Metacarpal  bone,  one 45.00 

3065 — Metacarpal  bone,  each  additional 10.00 

3070 — Metatarsal  bone,  one 40.00 

3075 — Metatarsal  bones,  each  additional 10.00 

3095 — Radius,  or  ulna,  or  both,  including  Colles’ 

fracture 75.00 

3100 — Radius,  or  ulna,  or  both,  including  Colles’ 

fracture  suturing  or  plating 150 . 00 

3120 — Scapula 45.00 

3135 — Tarsal  bones,  each  additional 10.00 

3140 — Tibia,  including  Potts’  fracture 100.00 

3145 — Tibia,  including  Potts’  fracture,  suturing  or 

plating 150  00 

3150 — Tibia  and  fibula 125.00 

3155 — Tibia  and  fibula,  suturing  or  plating 175.00 

3165 — Toes,  each  additional 10.00 

3170 — Vertebrae,  one  or  more 125.00 

3205 — -Application  of  plaster  cast,  entire  body 50.00 

3210 — Application  of  plaster  cast,  thighs  and  hips.  . 35.00 

3215 — Application  of  plaster  cast,  thigh  and  leg.  ...  25.00 

3230 — Arthroplasty,  major  joint 275.00 

3235 — Bone  graft  (long  bone),  including  plaster  cast  200  00 

3250 — Bone  tumor,  small,  removal  of 100  00 

3275 — Hallux  valgus,  unilateral,  operation  for 100.00 

3315 — Sequestrum — removal  of  (superficial) 100.00 

3410 — Mastoid,  acute,  operation  for 150.00 

3500 — Anal  fissure,  operation  for 50.00 

3510 — Hemorrhoidectomy.  . 75.00 

3515 — Proctoscopy 10.00 

3520 — Sigmoidoscopy 25.00 

3610 — Bronchoscopy,  without  biopsy 75.00 

3615 — Bronchoscopy,  with  biopsy 75.00 

3620 — Bronchoscopy,  with  removal  of  foreign  body . 100 . 00 

3625 — Bronchoscopy,  subsequent  to  initial  bron- 
choscopy  50.00 

3725 — Sulphrenic  abscess,  drainage 150 . 00 

3730 — Thoracentesis 15.00 

4000— Abdomen  (KUB) 15.00 

4005 — Colon,  barium  enema 20.00 

4015 — Esophagus  (only) 15.00 

4020 — Gallbladder,  Graham  technic 25.00 

4025 — Gastrointestinal,  including  barium  meal  and 
enema,  x-ray,  and  fluoroscopy  with  pre- 
liminary KUB  film 50.00 

4030 — Pyelography,  intravenous,  including  cost  of 

dye 25.00 

4035 — Pyelograph,  retrograde 25.00 

4045 — Small  intestinal  series 25.00 

4050 — -Stomach  and  duodenum  only  with  barium 

meal 30.00 

4055 — Uterosalpingography 30.00 
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4065 — -Urethrocystography 15.00 

4100— Hip  joint 15.00 

4110 — Films  of  bones  or  joints  distal  to  hip  or 

shoulder 10.00 

4200 — Angiography,  cardiac 50.00 

4205 — Bronchography,  x-ray  fee  only 35.00 

4215 — Chest,  AP  and  lateral 15.00 

4220 — Chest,  flat  plate 10.00 

4240 — Thorax,  ribs 10.00 

4300 — Angiography,  cerebral 35.00 

4325 — Nasal  bones 15.00 

4330 — Optic  foramina,  both  for  comparison 15.00 

4345— Skull 25.00 

4405 — Myelography,  including  operative  prepara- 
tion and  removal  of  contrast  medium  but 

excluding  x-ray  fee 20.00 

4415 — Sacroiliac  joint 15.00 

4500 — Arteriography  or  phlebography,  x-ray  fee 

only 35.00 

4510 — Fistulae,  contrast  study 25.00 

4520- — Sialography 15.00 

4525 — Smith-Petersen  nail 30.00 

4625 — Original  consultation 20.00 

4710 — Original  consultation 20.00 

5005— Autopsy,  including  brail  (histologic  technic 

by  VA  staff) 75.00 

5200 — Agglutination  test  for  typhoid,  paratyphoid, 

or  undulant  fever 5.00 

5205 — Amylase 5.00 

5215 — Bleeding  time 3.00 

5225 — Blood  chlorides 4.00 

5230 — Blood  culture,  including  classification 7.00 

5250 — Blood  typing  (grouping) 5.00 

5255 — Bromsulfalein  test 5.00 

5285 — Coagulation  time 3.00 

5290 — Complement-fixation  tes.s  for  syphilis 5.00 


5295 — Creatinine 4.00 

5315 — Estimation  of  sugar  tolerance 15.00 

5335 — hematocrit 2.00 

5355 — Nonprotein  nitrogen 4.00 

5365 — Precipitation,  microfloc  for  syphilis 3.00 

5370 — Prothrombin  time  (Quick’s  Method) 5.00 

5385 — RH  factor 5.00 

5395 — Serum  lipase 5.00 

5405- — Thymol  turbidity  test 7.00 

5420 — -Total  protein — A.G.  ratio 10.00 

5425 — Urea  clearance  test 10.00 

5430 — Urea  nitrogen 4.00 

5435 — Uric  acid 4.00 

5440 — -Van  den  Bergh  blood  test  for  icterus 3.00 

5445 — Volume  index 4.00 

5500 — Cultural  examination  of  feces  for  causative 
micro-organism  (classification  of  or- 
ganism)   10.00 

5505 — Fat  in  feces  (qualitative) 2.00 

5510 — Occult  blood 2.00 

5620 — -Duodenal  contents  for  pancreatic  ferments.  . 5.00 

5630 — Gastric  chemical,  routine,  including  test  meal 
and  withdrawal  of  stomach  contents  (single 

specimen) 10.00 

5635 — Gastric  contents  for  acidity,  by  histamine.  . . 7.50 

5640— Gastric  contents  for  pepsin 5.00 

5725 — Globulin  test 2.00 

5730 — Spinal  fluid  Wassermann  (complement-fix- 
ation)   5.00 

5735- — Sugar  and  chlorides  (quantitative) 6.00 

5740 — Total  protein  (quantitative) 4.00 

5805 — Sputum  culture  for  tubercle  bacilli 8.00 

5815 — Sputum  examination  for  tubercle  bacilli 

(plain  smear) 3.00 

5925 — Mosenthal  test 5.00 

5930 — Renal  function  test  (phenolsulfonphthalein) . 5.00 


Swimming  Pool  Injuries , 

Skin  abrasions  acquired  in  swimming  pools,  in- 
juries which  otherwise  w'ould  be  of  scant  conse- 
quence, may  lead  to  inoculation  lupus  vulgaris, 
granulomatous  tuberculosis  lesions,  or  other  tu- 
berculosis-like lesions  of  the  skin.  After  reviewing 
reports  from  Europe,  Canada,  and  the  United  States, 
the  authors  conclude  that  there  is  basis  for  the  belief 
that  these  lesions  have  a wide  geographic  distribu- 
tion, and  some  of  the  authors  reviewed  think  the 
incidence  may  be  higher  than  that  indicated  by 
published  reports. 

Operators  of  swimming  pools  should  be  awrare 
of  this  potential  hazard,  and  clinicians  should 


and  Tuberculosis-Like  Disease 

consider  this  entity  in  diagnosing  skin  infections 
of  a tuberculosis-like  character.  As  for  preven- 
tive measures,  pools  should  have  smooth-surface 
walls  and  breakpoint  chlorination.  Such  precautions 
have  proved  effective  in  curtailing  epidemics  of 
lupus-like  dermatitis.  Briick  ( Acta  Dermal.  Ven- 
ereol.  32 : 443,  1952)  concluded  that  “swdmmer’s 
lupus”  could  be  separated  into  two  types,  (a)  those 
in  which  mycobacterium  tuberculosis  is  the  causa- 
tive agent,  and  (b)  those  in  wdiich  the  agent  is  my- 
cobacterium balnei. — Arnold  E.  Greenberg , S.M .,  and 
Edward  Kupka,  M.D.,  Public  Health  Reports,  October, 
1957 


Mycobacteria , 
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The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the 
Medical  Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the 
Medical  Film  Library  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue, 
Albany  8,  New  York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organiza- 
tions. Return  postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both  professional 
and  lay  use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answer  period 
presided  over  by  a professional  person  familiar  with  the  topic  presented. 


Development  of  the  Nervous  System.  Classi- 
fication: Anatomy;  Neurology.  Black  and  white, 
sound,  18  minutes.  Produced  by  Dr.  L.  B.  Arey 
of  Northwestern  University  about  1940. 

Human  embryo  at  primitive  streak  stage,  showing 
neural  plate  in  dorsal  view  and  in  transverse  section. 
Rise  of  neural  folds,  formation  of  neural  groove  and 
tube,  and  closure  of  posterior  neuropore  at  30- 
somite  stage.  Relations  of  developing  ear,  eye,  etc. ; 
development  of  spinal  ganglia  from  neural  folds; 
details  of  growth  of  ganglionic  cells  and  formation 
of  dorsal  roots.  Axons  from  cells  in  mantle  layer 
grow  outward  to  form  ventral  root  which  unites  with 
dorsal  root  to  constitute  spinal  nerve.  Moulding  of 
gray  matter  to  reach  the  state  in  the  adult  spinal 
cord,  producing  dorsal,  ventral,  and  intermedio- 
lateral  columns  and  small  central  canal.  Develop- 
ment of  motor  end  plates  on  skeletal  muscle,  and 
sensory  receptors  in  skin  for  pain,  touch,  and  pres- 
sure. 

A basic  film,  well  produced  and  of  lasting  value 
to  all  students  of  anatomy  and  neurology. 

Audience:  Medical  students,  phj'sicians. 

Fractures  of  the  Femur  About  the  Hip.  Classi- 
fication: Orthopedics;  Anatomy.  Color,  sound, 

20  minutes,  40  seconds.  Produced  for  the  Veterans 
Administration  by  the  Churchill-Wexler  Film 
Productions,  801  N.  Seward  St.,  Los  Angeles  38, 
California,  1954. 

This  is  a teaching  film.  There  is  no  intention 
that  this  be  a “how-to-do-it”  film,  although  elements 
of  certain  technics  are  inevitably  shown.  It  is 
intended  to  give  the  student  an  understanding  of 
certain  accepted  methods  of  treatment;  e.g.,  main- 
tenance of  reduction  by  internal  fixation  or  by 
traction,  rather  than  to  teach  him  any  given  technic 
for  accomplishing  the  result.  Most  important, 
however,  is  the  intention  to  give  the  student  an 
understanding  of  the  problems  and  principles  under- 


lying the  methods  of  treating  fractures  about  the 
hip. 

The  anatom}^  of  the  region  about  the  hip  is  shown 
with  special  emphasis  on  the  blood  supply  to  the 
head  and  neck  of  the  femur.  Treatment  is  detailed 
for  fractures  of  the  femoral  neck  and  for  inter- 
condylar fractures.  The  relative  merits  of  main- 
tenance of  reduction  by  nailing  or  by  traction  are 
discussed. 

Audience:  Medical  students,  orthopedic  residents, 
orthopedic  surgeons. 

Lung  Cancer:  The  Problem  of  Early  Diagnosis. 

Classification:  Oncology;  Surgery;  Medicine. 

Color,  sound,  28  minutes.  Sponsors  are  the  Ameri- 
can Cancer  Society,  Inc.,  and  the  National  Cancer 
Institute,  United  States  Public  Health  Service,  U.  S. 
Department  of  Health,  Education,  and  Welfare; 
Producers  are  the  Audio  Productions,  Inc.,  Medical 
Division,  1954. 

This  film  emphasizes  the  need  for  periodic  chest 
films  as  well  as  the  prompt  action  of  the  doctor 
when  an  abnormal  chest  shadow  is  detected  on  x-ray. 
The  increase  in  incidence  of  this  disease  is  recorded 
in  an  animation  sequence,  and  further  animation 
shows  the  natural  history  of  lung  cancer.  Manage- 
ment of  the  patient  with  symptoms  is  discussed  with 
emphasis  on  the  frequent  neglect  of  considering 
cancer  in  the  patient  with  “virus  pneumonia.” 
The  x-ray  diagnostic  procedure  is  shown,  and  Dr. 
Peter  A.  Herbut,  Jefferson  Medical  College,  presents 
a diagnosis  emphasizing  the  value  of  exfoliative 
cytology.  Bronchoscopy  is  shown  and  a short 
sequence  illustrating  an  exploratory  thoracotomy  is 
presented. 

The  film  is  narrated  by  Dr.  Charles  Cameron  and 
closes  with  a summation  by  Dr.  Alton  Ochsner,  Dr. 
Evarts  A.  Graham,  and  Dr.  Richard  H.  Overholt. 

Audience:  Professional  groups,  such  as  county 
medical  societies  and  hospital  staff  meetings,  as  well 
as  medical  students  and  practitioners. 
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Foxgloves  in  Medicine.  Classification:  Phar- 
macology; Medicine;  Cardiology.  16  mm.  color, 
sound,  26  minutes.  Produced  by  the  Wellcome 
Foundation,  1952. 

This  film  is  an  excellent  historical  review  of  the 
evolution  of  digitalis  as  a therapeutic  agent.  The 
pharmacognosy  of  Digitalis  lanata  and  purpurea  is 
given,  and  also  the  complete  production  storjr  of 
Digoxin,  from  the  time  the  leaves  are  harvested 
through  the  isolation  of  the  purified  glycoside. 


The  normal  physiology  of  the  heart,  the  relation 
between  heart  action  and  electrocardiograms,  and 
the  therapeutic  effect  of  Digoxin  are  shown  by 
means  of  well-conceived  and  descriptive  animated 
drawings.  The  pharmacologic  action  of  Digoxin  is 
demonstrated  in  isolated  mammalian  and  frog 
hearts,  and  its  efficacy  in  the  treatment  of  congestive 
heart  failure  is  clinically  illustrated  in  human  sub- 
jects. 

Audience:  Medical  students,  cardiologists,  in- 

ternists. 


Potassium  Permanganate  Burns  of  the  Vagina 


A sudden  and  alarming  spurt  in  the  incidence  of 
potassium  permanganate  burns  on  the  vagina  in  this 
hospital  stimulated  the  authors  to  call  the  condition 
to  the  attention  of  the  medical  profession.  In  at- 
tempts at  self-induced  abortion  (which  almost  always 
fail)  the  woman  places  one  or  more  potassium  per- 
manganate tablets  high  in  the  vaginal  vault.  The 
Drs.  Augusta  Webster  and  Marsh  Stewart,  Jr., 
report  273  such  burns  and  their  sequelae,  adding  the 
comment  that  many  such  cases  that  escape  cesarean 
section  or  other  major  procedure  are  missed  and  not 
included  in  the  group.  If  the  interference  to  de- 
livery is  minor,  the  entity  does  not  always  appear 
in  the  final  diagnosis.  The  possible  consequences  of 
these  usually  futile  attempts  at  abortion  are  severe 


burn  causing  hemorrhages,  obstructive  scarring 
of  the  vagina  and  cervix,  and  often  troublesome 
fistulae.  Half  of  the  cases  in  this  series  required 
suture  to  control  the  bleeding,  and  about  a quarter 
of  them  needed  transfusion  of  500  cc.  to  3,000 
cc.  of  whole  blood.  Basic  to  the  treatment  is 
proper  irrigation  of  the  vaginal  vault  to  remove 
persisting  particles  of  potassium  permanganate. 
Most  of  the  patients  seen  had  initial  treatment  else- 
where and  had  been  managed  conservatively  or 
sutured  without  irrigation.  As  a result,  erosion 
continued  in  many  cases,  with  fistulae  often  re- 
sulting. 

— Quarterly  Bulletin  of  Northwestern  University 
Medical  School , Winter  1957 
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MONTH  IN  WASHINGTON 


rT1HOSE  who  are  trying  to  follow  the  course  of 
medical  legislation  find  an  unusual  situation  de- 
veloping in  this  session  of  Congress.  All  of  Wash- 
ington is  being  subjected  to  forces,  some  completely 
new,  that  often  work  at  cross-purposes  to  each  other. 
The  result  could  be  a moratorium  on  health  legisla- 
tion— or  it  could  be  a flood  of  new  laws. 

At  the  start  of  the  session  a newborn  interest  in 
science  completely  dominated  the  scene — by  a frantic 
spending  of  billions  of  dollars  we  would  overtake 
Russia.  That  was  the  theme  in  Washington,  and  it 
persisted  despite  a few  quiet  voices  that  asked 
whether  Russia  really  had  far  outdistanced  the  U.S. 
or  was  merely  exploiting  a slight  advantage. 

Even  before  the  American  satellite  started  on  its 
orbit,  some  of  the  panic  had  subsided,  and  most  of 
the  legislators  had  decided  that  advent  of  the  space 
age  had  not  removed  all  of  the  old  problems  and 
opportunities  in  legislation  and  politics.  The  famil- 
iar issues  were  still  there,  medical  panaceas  in- 
cluded. 

The  shock  of  Russian  achievements  will,  at  any 
rate,  produce  legislation  designed  to  shore  up  our 
educational  system.  This  seems  to  be  generally 
accepted.  For  the  medical  profession,  two  provi- 
sions are  of  major  interest.  Scholarships  would  be 
either  four  years  or  possibly  six,  offering  some  assist- 
ance to  premed  students  and  in  some  cases  to  those 
in  their  first  year  of  medical  school.  Also,  fellow- 
ships would  be  available  for  medical  and  other 
graduates  if  they  wanted  to  teach  or  go  into  research. 

The  administration’s  idea  was  a program  that 
would  cost  a billion  dollars;  several  leading  Demo- 
crats joined  in  a bill  proposing  three  billion  dollars 
as  a stimulant  to  mathematics  and  science. 

But  there  are  other  factors  to  be  reckoned  with. 
For  the  first  time  a President  set  down  in  black  and 
white  in  his  budget  just  how  he  proposed  to  with- 
draw the  Federal  government  from  some  activities, 
or  limit  its  participation,  and  turn  the  programs 
back  to  the  states.  Mr.  Eisenhower  wants  to  slow 
down  on  the  Hill-Burton  hospital  construction 
program  and  change  its  emphasis,  he  wants  to  mesh 
in  some  veterans’  benefits  with  social  security  pay- 
ments, he  would  have  the  states  do  more  and  the 
U.S.  less  in  public  assistance  (where  medical  pay- 
ments are  a growing  factor),  and  he  hopes  to  get 
Congress  to  drop  the  50  million  dollar  a year  pro- 
gram of  grants  to  help  build  water  treatment  plants. 

Whether  Congress  will  follow  the  President’s 
lead  in  the  back-to-the-states  movement  is  another 
question.  At  least  he  has  said  specifically  what  he 
thinks  should  be  done,  and  when. 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C, 


There  was  no  -expectation  that  the  Russian  scare 
would  dilute  politics  this  election  year — and  it 
hasn’t.  If  anything,  the  partisans  are  struggling 
harder  than  ever  to  make  records  that  will  reflect 
glory  on  them  next  November.  Some,  of  course, 
would  be  pressing  for  their  projects  regardless  of  the 
election. 

So  this  is  the  prospect,  in  brief : 

The  Defense  Department  and  science  will  get  the 
major  attention  and  the  major  money,  but  some 
may  spill  over  into  medicine. 

There  is  some  interest  in  a tight  domestic  budget 
and  returning  certain  activities  to  the  states,  but  old 
fashioned  politics  combined  with  a fear  of  a continu- 
ing recession  may  again  open  up  the  Federal  purse. 

Medical  legislation,  always  a popular  subject, 
may  get  more  and  more  attention  as  the  session  rolls 
on.  If  so,  the  Forand  bill  among  others  would 
come  immediately  to  the  fore. 

Notes 

Several  developments  in  the  legislative  field  on 
Jenkins-Keogh  bills  came  early  in  the  session.  The 
American  Thrift  Assembly,  representing  some  ten 
million  self-employed,  urged  favorable  House  Ways 
and  Means  action,  and  the  American  Medical  As- 
sociation pointed  out  that  the  proposal  for  tax  de- 
ferment of  money  paid  into  retirement  plans  could 
help  solve  the  problem  of  maldistribution  of  physi- 
cians. 

In  the  Senate,  a majority  of  the  Small  Business 
Committee  introduced  a tax  relief  bill  with  a J-K 
provision.  The  section  would  allow  anjmne  not  now 
benefitting  from  a qualified  pension  plan  to  set  aside 
10  per  cent  of  annual  income  ($1,000,  maximum). 
The  bill  went  to  Senate  Finance  Committee. 

A limited  number  of  medical  scientists  from  this 
country  and  Russia  will  give  lectures  in  each  other’s 
countries  this  year  in  an  exchange  program  worked 
out  by  the  State  Department  and  the  Soviet  govern- 
ment. Also  planned  are  exchanges  of  medical 
journals  between  medical  libraries  and  of  medical 
films.  All  these  are  part  of  a broad  scientific,  cul- 
tural, and  education  program  between  the  two  na- 
tions. Details  haven’t  been  worked  out. 

Six  members  of  the  Health  Resources  Advisory 
Committee  have  been  named  by  Defense  Mobilizer 
Gordon  Gray.  The  committee,  headed  by  Dr. 
Elmer  Hess,  advises  government  on  health  and 
medical  problems  in  time  of  war  or  national  emer- 
gency. Members  are  Dr.  George  C.  Whitecotten, 
Oakland,  California,  Dr.  Franklin  Yoder,  Cheyenne, 
Wyoming,  Dr.  Mary  Louise  Gloechner,  Consho- 
hocken,  Pennsylvania,  Harold  Oppice,  DDS,  Chi- 
cago, Dr.  William  Walsh,  Washington,  D.C.,  and 
Frances  Graff,  RN,  Grand  Rapids,  Michigan. 
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“Public  Attitudes  Toward  Mental  Illness” — 

“Public  Attitudes  Toward  Mental  Illness”  was  the 
topic  of  a joint  luncheon  address  by  Elaine  Cum- 
ming,  sociologist,  and  John  Cumming,  pyschiatrist, 
at  the  1958  spring  conference  and  annual  meeting  of 
The  New  York  State  Society  For  Mental  Health 
on  March  27.  On  the  following  day  Dr.  Henry 
Brill,  assistant  commissioner,  Division  of  Research 
and  Medical  Services,  New  York  State  Departs 
ment  of  Mental  Hygiene  spoke  on  the  subject, 
“The  New  York  State  Mental  Health  Research 
Program.” 

The  New  York  State  Society  for  Mental  Health 
is  a voluntary,  nonprofit,  citizens’  organization  es- 
tablished to  promote  mental  health. 

Ridgeboro  Medical  Society  Holds  Meeting — 

The  Ridgeboro  Medical  Society  met  on  April  10  in 
Brooklyn.  Mr.  Harry  A.  Gair,  Past  Dean,  Inter- 
national Academy  of  Trial  Lawyers  and  Past 
President,  Metropolitan  Trial  Lawyers  Association, 
spoke  on  the  topic,  “The  Doctor  as  a Witness.” 

Grant  for  Study  of  Dysautonomia — The  first 
grant  for  medical  research  into  dysautonomia,  a 
disease  caused  by  a malfunction  of  the  autonomic 
nervous  system,  has  been  given  to  Columbia  Uni- 
versity by  the  Dysautonomia  Association. 

Awarded  in  the  form  of  a five  thousand  dollar 
fellowship,  the  1958  grant  will  support  research  into 
the  metabolism  of  the  fluids  surrounding  the  brain 
now  being  carried  on  by  Dr.  Robert  A.  Fishman  at 
the  Columbia-Presbyterian  Medical  Center,  under 
the  supervision  of  Dr.  H.  Houston  Merritt,  director 
of  the  Neurological  Institute. 

Mayor  Launches  Program— Local  and  national 
health  and  hospital  leaders  joined  Mayor  Robert 
F.  Wagner,  Hospitals  Commissioner  Morris  A. 
Jacobs,  M.D.,  and  Dr.  Howard  A.  Rusk,  interna- 
tional authority  on  rehabilitation  and  physical  medi- 
cine, at  the  official  launching  of  New  York  City’s 
homestead  program  for  the  care  of  the  chronically 
ill  and  elderly  at  the  Goldwater  Memorial  Hospital 
on  Welfare  Island,  March  14.  The  City’s  home- 
stead plan  of  caring  for  its  increasing  number  of 
long-term  aged  patients  is  a development  of  the 
Public  Home  Infirmary  Program  conducted  in  co- 
operation with  the  State  Department  of  Social 
Welfare  and  the  New  York  City  Department  of 
Welfare,  which  determines  the  eligibility  to  receive 
public  assistance. 

A.M.A.  to  Publish  Newspaper — The  American 
Medical  Association  has  announced  that  it  will 


soon  begin  the  publication  of  a 16-page  tabloid  news- 
paper called  “The  A.M.A.  News”  which  will  be 
distributed  every  two  weeks  to  approximately 
200,000  physicians.  Dr.  F.  J.  L.  Blasingame,  newly- 
appointed  general  manager  of  the  A.M.A.  feels  that 
the  paper  will  “bring  to  the  attention  of  members 
the  multitude  of  projects  and  activities  carried  on 
by  their  association,  as  well  as  nonscientific  news  of 
special  interest  to  the  medical  profession.”  The 
first  issue  of  the  tabloid  is  expected  to  be  ready  for 
distribution  at  the  annual  A.M.A.  convention  in 
San  Francisco  in  June. 

Markle  Foundation  Grants — The  John  and  Mary 
R.  Markle  Foundation  has  announced  the  appoint- 
ment of  25  Scholars  in  Medical  Science,  all  faculty 
members  of  medical  schools  in  the  United  States  and 
Canada.  The  sum  of  $750,000  has  been  appro- 
priated toward  their  support  to  the  schools  where 
they  will  teach  and  do  research.  For  each  scholar 
appointed,  the  Foundation  has  allocated  $30,000 
to  the  school  at  the  rate  of  $6,000  a year  for  five  years. 
The  purpose  of  the  program  is  “to  strengthen  medical 
education  by  offering  academic  security  and  financial 
help  to  teachers  and  investigators  in  medical  schools 
early  in  their  careers.” 

Atomic  Energy  Commission  Awards  Research 
Contracts — The  United  States  Atomic  Energy  Com- 
mission has  awarded  51  unclassified  life  science  con- 
tracts in  the  fields  of  medicine,  biology,  environ- 
mental sciences,  radiation  instrumentation,  and 
special  training.  The  contracts  were  awarded  to 
universities  and  private  institutions  as  part  of  the 
Atomic  Energy  Commission’s  continuing  policy  of 
assisting  and  fostering  research  and  development 
in  fields  related  to  atomic  energy  as  specified  in 
the  Atomic  Energy  Act  of  1954,  and  as  amended  in 
1956. 

Rockefeller  Foundation  Grant  for  Radiation 
Study — A program  at  New  York  University-Belle- 
vue  Medical  Center  concerned  with  hazards  of  radi- 
ation as  they  are  to  be  found  in  the  environment, 
has  been  made  possible  through  a $500,000  grant 
from  the  Rockefeller  Foundation.  The  grant,  for 
use  during  the  ten-year  period  beginning  January, 
1958,  will  provide  salaries  for  additional  staff  re- 
quired for  development  of  a program  of  both  research 
and  teaching  within  the  new  unit.  Attention  will 
be  directed  both  to  radiation  hazards  for  general 
population  and  to  the  special  risks  arising  in  indus- 
trial applications. 

American  Medical  Education  Foundation — Con- 
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tributors  to  the  American  Medical  Education 
Foundation  for  the  month  of  January  were:  Albany: 
Dr.  Robert  W.  Raymond;  Ardsley:  Dr.  Samuel  G. 
Iassman;  Babylon:  Dr.  Arthur  Frankel;  Bellport: 
Dr.  William  P.  Kelly;  Binghamton:  Drs.  F.  R. 
Fenning  and  Harry  H.  Levy;  Bronx:  Drs.  John  J. 
Anastasi,  P.  DeCarlo,  Frank  Garofalo,  S.  Goldberg, 
Janet  Heller,  William  Horowitz,  Morris  Leff,  Y. 
Makarushka,  Edward  A.  Pfeiffer,  Jacob  B.  Pinkus, 
Samuel  Pochoda,  Milton  Reisch,  Henry  Robbins, 
Milton  Robbins,  Michael  A.  Senikowich,  Charles 
Steinhauser,  Louis  Tannenbaum,  Samuel  Weber, 
and  Max  J.  Weinstein. 

Brooklyn:  Drs.  William  Bloom,  J.  H.  Clark, 

Michael  J.  Fontanetta,  Joseph  L.  Gottesman, 
Harry  J.  Greene,  and  Leon  Schiffmann;  Buffalo: 
Drs.  Donald  J.  Nenno  and  Sigmund  A.  Zawadski; 
Clinton:  Dr.  James  E.  Compson;  Elmira:  Dr.  Wil- 
liam T.  Boland;  Forest  Hills:  Dr.  Ezra  Wolff; 
Franklin  Square:  Dr.  John  G.  Masterson;  Ft.  Jay: 
Dr.  Joseph  J.  Bellas;  Hartsdale:  Dr.  John  H.  Iselin, 
Jr.;  Hudson:  Dr.  Thomas  C.  Seymour;  Hudson 
Falls:  Dr.  Robert  W.  Homer;  Ithaca:  Dr.  Mary  B. 
Spahr;  Larchmont:  Dr.  William  J.  Sheils;  Little 
Falls:  Dr.  Joseph  W.  Conrad;  Little  Neck:  Dr. 
Morton  L.  Rosenthal;  Mamaroneck:  Dr.  C.  N. 
Jeffries;  Mt.  Vernon:  Dr.  N.  F.  Fiegoli;  Newburgh: 
Dr.  Paul  M.  Traub. 

New  York  City:  Drs.  Irving  Abelow,  Placido 
Acevedo,  Howard  J.  Agatston,  Albert  H.  Aldridge, 
E.  R.  Alexander,  Maurice  R.  Altchek,  F.  H.  Amen- 
dola,  Arthur  J.  Antenucci,  George  Baehr,  Howard 
Balensweig,  Irving  Balensweig,  Hugh  R.  Barber, 
William  A.  Barnes,  David  N.  Barrows,  John  M.  Beal, 
Robert  S.  Beekman,  Simon  A.  Beisler,  Samuel  H. 
Belgorod,  Bry  Benjamin,  Edmund  Bergler,  Louis 
Berk,  Alice  R.  Bernheim,  Morton  I.  Berson,  N.  A. 
Biondi,  Saul  Blau,  M.  C.  Blaydes,  Henry  Blum,  Rose 
C.  Boyer,  David  C.  Bull,  Donald  L.  Burdick,  C. 
L.  Burstein,  Edmund  Carter-Rosenhauch,  J.  M. 
Chamberlain,  Paul  F.  DeGara,  Edwin  J.  Foley,  S. 
E.  Ganz,  Thomas  G.  Guthrie,  James  P.  Hennessy, 
Edward  E.  Jemerin,  Samuel  Lanes,  A.  L.  Luhby, 
Eli  Moschcowitz,  A.  Needles,  Norman  Orentreich, 
Rudolf  Radna,  J.  E.  Sawhill,  David  Soletsky,  John 
A.  Taylor,  and  Harold  L.  Temple;  Niagara  Falls: 
Dr.  C.  Van  Deusen. 

Plattsburgh:  Dr.  Edward  Siegel;  Poughkeepsie: 
Dr.  William  H.  Liesenbein;  Rego  Park:  Dr.  James 


Marin;  Ridgewood:  Dr.  S.  Failla;  Rochester:  Drs. 
Russell  G.  Allenza,  W.  W.  Howe,  Jr.,  Lynn  Rum- 
bold,  and  Bernard  P.  Soehner;  Rome:  Dr.  Milton 
Dorfman;  Scarsdale:  Drs.  Jane  Lester  and  Maurice 
L.  Woodhull;  Schenectady:  Schenectady  Chapter  of 
the  American  Academy  of  General  Practice,  and 
Dr.  C.  M.  Zaia;  Syracuse:  Drs.  Mark  E.  Conan, 
Donald  E.  Moore,  and  Ralph  N.  Weller;  Tarry- 
town:  Dr.  F.  Giammattei;  Troy:  Dr.  Rudolph  F. 
Amyot;  Utica:  Dr.  Samuel  T.  Rubino;  Wappingers 
Falls:  Dr.  Paul  Jacobson;  Watervliet:  Dr.  W.  A. 
Stewart;  White  Plains:  Dr.  Raymond  Sobel;  White- 
stone:  Dr.  Alfred  I.  Frankel;  Woodhaven:  Dr.  J.  M. 
Krich;  Yonkers:  Dr.  Anthony  M.  De  Angelis. 

Purpose  of  Medical  Rehabilitation  Section — 

Angela  R.  Parisi,  Chairman  of  the  Workmen’s 
Compensation  Board,  has  reminded  physicians  that 
the  New  York  office  of  the  Workmen’s  Compensa- 
tion Board  operates  a Medical  Rehabilitation  Sec- 
tion to  assist  in  early  recognition  of  the  need  for 
rehabilitation  and  prompt  referral  for  the  appro- 
priate services.  Following  referral  to  the  Medical 
Rehabilitation  Section,  the  claimant  is  examined 
by  the  specialist  assigned  to  that  Section.  If  indi- 
cated, the  claimant  is  referred  to  a rehabilitation 
facility  for  treatment  after  permission  of  the  attend- 
ing physician,  the  carrier,  and  the  claimant  are  ob- 
tained. If  required,  the  claimant  is  referred  for  vo- 
cational guidance,  training,  and  job  placement. 

Rehabilitation,  where  possible,  is  the  most  satis- 
factory method  of  disposing  of  industrial  injury 
cases,  from  the  point  of  view  of  the  insurer,  the  em- 
ployer, and  the  public,  as  well  as  the  claimant. 
Cases  in  the  following  categories  are  most  likely  to 
benefit  from  rehabilitation  services:  Hand  and 

wrist  disabilities ; shoulder  and  arm  disabilities ; foot, 
leg,  and  ankle  disabilities;  hip  and  back  injuries; 
amputations;  limitation  of  motion  due  to  burns; 
hemiplegics,  paraplegics. 

Early  referral  for  needed  rehabilitation  has  been 
found  to  result  in  the  greatest  physical  and  voca- 
tional return. 

Your  cooperation  is  requested  in  utilizing  fully  the 
services  of  the  Medical  Rehabilitation  Section, 
toward  the  end  that  Workmen’s  Compensation 
claimants  in  the  New  York  City  area  may  receive 
the  most  effective  type  of  care. 


Personalities 


New  Offices 

Dr.  Marcel  Back,  Spring  Valley,  for  the  practice 
of  ophthalmology,  at  23  Fairview  Avenue  . . . Dr. 
John  Billington  Ludin,  Rome,  for  the  practice  of 
general  medicine,  at  311  North  George  Street. 

Appointed 

Dr.  Santino  F.  Lando,  as  assistant  director  of  the 
psychosomatic  division  of  Ellis  Hospital. 


Elected 

Dr.  Carlos  E.  Fallon,  Newburgh,  as  president  of 
the  Odell  Sanitorium  board  of  managers  . . . Drs. 
Elizabeth  Day,  Douglas  C.  Evans,  Ellis  Gruber, 
Arthur  Klass,  Sidney  Lerman,  Edith  D.  Mc- 
Donough, Stephen  R.  Pope,  Jorgen  U.  Schlegel,  Ira 
Seiler,  Thomas  F.  Sneed,  and  Michael  A.  Young 
to  membership  in  the  Monroe  County  Medical 
Society. 


April  15,  1958 


1385 


MEDICAL  MEETINGS 


Speakers 

Dr.  Ward  Darley,  executive  director  of  the  Asso- 
ciation of  American  Medical  Colleges,  on  April  24, 
presenting  the  annual  Alpha  Omega  Alpha  Lecture, 
at  Albany  Medical  College  . . . Dr.  William  W. 
Faloon,  February  20,  before  the  Utica  Academy  of 
Medicine,  on  the  topic  “Medical  Aspects  of  Cirrho- 
sis, Hepatic  Coma,  and  Portal  Hypertension”  . . . 
Dr.  Thomas  F.  Frawley,  associate  professor  of 
medicine,  Albany  Medical  College,  on  the  subject 
“The  Dietetic  Factors  in  Diagnosis  and  Manage- 
ment of  Endocrine  Metabolic  Disorders,”  March  3, 
before  the  Hudson  Valley  Dietetic  Association  . . . 
Dr.  Charles  Gwynn,  assistant  clinical  professor  of 
obstetrics,  State  University  College  of  Medicine, 
Syracuse,  on  March  18,  before  The  Medical  Society 
of  Jefferson  County,  on  the  subject  “Toxemias  of 


American  Board  of  Legal  Medicine 

April  12th  marked  the  first  in  a series  of  lectures 
presented  by  the  American  Board  of  Legal  Medicine 
at  Manhattan  General  Hospital,  2nd  Avenue  and 
17th  Street,  New  York  City.  Future  lectures  will 
be  held  in  the  hospital’s  auditorium  at  3:00  p.m.  on 
April  19,  April  26,  and  May  3.  The  topics  under 
discussion  at  the  April  19  meeting  will  be  “Trauma 
and  Heart  Disease”  by  George  Schwartz,  M.D., 
F.C.C.P.,  and  “Pathology  in  the  Atomic  Era  and 
the  Law”  by  George  A.  Friedman,  M.D.,  LL.M. 
Reservations  may  be  made  by  calling  in  New  York 
CHickering  4-6377. 


Pregnancy”  . . . Dr.  Frank  Leder,  principal  com-  tl 
pensation  examining  physician,  Workmen’s  Com-  B 
pensation  Board,  on  “The  Medical  Aspects  of  the  p 
Workmen’s  Compensation  and  Disability  Benefits  t 
Program”  before  the  Bay  Ridge  Medical  Society,  t 
March  11  . . . Dr.  Albert  Lobel,  Mount  Sinai  Hospi-  1 
tal,  on  the  topic  “What  Is  Psychiatry? — Some  Popu-  l 

lar  Misconceptions”  at  Taft  High  School,  March  t 
13  . . . Dr.  Otto  W.  Sartorius,  on  “The  Surgical  As-  [ 

pects  of  Cirrhosis,  Hepatic  Coma,  and  Portal  i 

Hypertension”  before  the  Utica  Academy  of  Medi-  1 
cine  February  20  . . . Dr.  Sandor  Rado,  professor  of 
psychiatry  and  director  of  the  Psychoanalytic  Clinic 
and  Research  at  Columbia  University,  before  the 
hospital  staff  of  the  Veterans  Administration  Hospi- 
tal at  Northport,  on  March  10,  on  the  topic,  “The 
Schizotype.” 


Association  for  the  Advancement  of 
Psychoanalysis 

On  Wednesday,  April  23,  the  Association  for  the 
Advancement  of  Psychoanalysis  will  sponsor  its 
regular  meeting  at  the  New  York  Academy  of 
Medicine  at  8:30  p.m.  There  will  be  a panel  dis- 
cussion on  the  topic  “Dynamics  of  Hostility.” 
Moderator  will  be  Dr.  Frederick  A.  Weiss.  Parti- 
cipants will  be  Drs.  Louis  Landman,  Joost  A.  Meer- 
loo,  Clara  Thompson,  Bella  S.  Van  Bark,  and 
Bernard  Zuger. 

Pediatric  Section  to  Meet 

The  Pediatric  Section  of  the  Medical  Society  of 
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he  County  of  Kings  and  Academy  of  Medicine  of 
Brooklyn  will  meet  on  Monday,  April  28,  at  8:45 
p.m.  All  members  of  the  medical  profession  are  in- 
vited to  attend  the  meeting  which  will  be  held  in 
the  Kings  County  Medical  Society  Auditorium, 
1313  Bedford  Avenue,  Brooklyn.  Speakers  from 
the  following  hospitals  will  participate  in  the  scien- 
tific session:  Beth-El  Hospital,  The  Brooklyn  Hos- 

pital, Jewish  Chronic  Disease  Hospital,  State  Uni- 
versity of  New  York  Downstate  Medical  Center, 
Wyckoff  Heights  Hospital  Society  of  Brooklyn,  and 
The  Jewish  Hospital  of  Brooklyn. 

New  York  City  Medical  Society  on  Alcoholism 

I “Cases  Complicated  by  Alcoholism”  will  be  the 
topic  under  discussion  at  the  sixth  annual  medical 
symposium  of  the  New  York  City  Medical  Society 
on  Alcoholism,  Tuesday,  April  29  at  8:00  p.m. 
The  detection,  medical  aspects,  long-term  therapy 
and  treatment  of  the  alcoholic  will  be  considered  by 
[experts  in  the  field.  Admission  is  restricted  to  phy- 
sicians and  medical  personnel.  The  meeting  will  be 
held  in  room  20  of  the  New  York  Academy  of 
Medicine  Building,  2 East  103rd  Street,  New  York 
City. 

Postgraduate  Course  at  Monticello  Hospital 

The  Council  Committee  on  Public  Health  and 
Medical  Education  of  The  Medical  Society  of  the 
State  of  New  York  in  cooperation  with  the  New 
York  State  Department  of  Health  will  present  a 
postgraduate  course  on  “The  Liver”  at  Monticello 
Hospital,  Monticello,  on  April  30.  The  course  will 
be  under  the  direction  of  Dr.  David  Schwimmer  of 
New  York  City. 

Symposium  on  Basal  Ganglia  Surgery 

A three  day  symposium  on  “Basal  Ganglia  Sur- 
gery for  Involuntary  Movement  Disorders”  will  be 
held  at  New  York  University-Bellevue  Medical 
Center,  Thursday,  May  15  through  Saturday, 
May  17,  it  has  been  announced  by  Dr.  George  E. 
Armstrong,  director. 

The  symposium  is  sponsored  by  the  Medical 
Center,  St.  Barnabas  Hospital,  New  York  City, 
the  Sister  Elizabeth  Kenny  Foundation  and  its  sub- 
sidiary, the  American  Rehabilitation  Foundation. 
Dr.  Irving  S.  Cooper  is  symposium  chairman. 

Complimentary  tickets  for  the  meeting,  the  pro- 
gram, and  hotel  reservation  blanks  will  be  sent  on 
request  to:  Miss  Dorothy  P.  Frome,  Office  of 

Public  Relations,  550  First  Avenue,  New  York  16, 
New  York. 

Postgraduate  Course  in  Geriatric  Medicine 

The  Washington  University  School  of  Medicine, 
Division  of  Gerontology,  will  conduct  a postgraduate 
course  in  geriatric  medicine  with  special  emphasis 
on  heart  disease  and  the  psychosocial  problems  of 


later  life.  The  course,  which  will  be  held  at  the 
University  on  Saturday,  May  24  and  Sunday,  May 
25,  will  feature  outstanding  speakers  from  the 
St.  Louis  area  and  several  authorities  in  the  field  of 
geriatrics  from  other  universities.  Clinical  appli- 
cation of  the  basic  principles  of  disease  in  later  life 
will  be  stressed. 

The  course  is  tuition-free  and  Category  I credit 
will  be  granted  to  members  of  the  American  Acad- 
emy of  General  Practice.  For  further  information 
write  to:  Dr.  John  C.  Herweg,  Assistant  Dean, 

Postgraduate  Education,  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri. 

The  Minnesota  United  Nations  Association 

The  Minnesota  United  Nations  Association  has 
extended  an  invitation  to  doctors,  medical  students, 
public  health  and  social  workers  and  nurses,  to  par- 
ticipate in  the  ninth  seminar  on  the  World  Health 
Organization  which  will  take  place  in  Minneapolis 
from  May  26  through  June  4,  simultaneously  with 
the  Eleventh  World  Health  Assembly.  Applica- 
tions should  be  addressed  to:  Committee  on  Gen- 

eral Arrangements  for  W.F.U.N.A.-W.H.O.  Semi- 
nar on  World  Health,  2808  West  River  Road,  Minne- 
apolis 6,  Minnesota. 

American  Academy  of  Dental  Medicine  Will 
Meet 

The  12th  annual  meeting  of  the  American  Acad- 
emy of  Dental  Medicine,  to  be  held  at  the  Sheraton 
Mount  Royal  Hotel,  Montreal,  Canada,  May  29 
through  31,  will  feature  the  inter-relationship  be- 
tween dental  and  general  medicine  in  a number  of 
practice  areas.  For  programs  and  reservations 
address:  Dr.  Albert  LaFerriere,  3689  Park  Avenue, 
Montreal,  Quebec,  Canada. 

American  Goiter  Association 

The  St.  Francis  Hotel,  San  Francisco,  California, 
will  be  the  scene,  June  17  through  19,  of  the  1958 
meeting  of  the  American  Goiter  Association.  The 
program  for  the  three  day  meeting  will  consist  of 
papers  and  discussions  dealing  with  the  physiology 
and  diseases  of  the  thyroid  gland.  Reservations 
may  be  secured  by  writing  to  Goiter  Housing  Bu- 
reau, Room  300,  61  Grove  Street,  San  Francisco. 

Hawaii  Medical  Association 

The  Hawaii  Medical  Association  recently  ex- 
tended an  open  invitation  to  members  of  the  medi- 
cal profession  to  attend  the  Hawaii  Summer  Medical 
Conference  in  Honolulu,  July  1 through  July  3. 
The  conference  has  been  timed  to  immediately  follow 
the  American  Medical  Association’s  annual  meeting 
in  San  Francisco,  June  23  through  27.  For  addi- 
tional information  contact,  Lee  Kirkland  Travel, 
c/o  Medical  Tours,  P.O.  Box  3433,  Chicago  54, 
Illinois. 
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Grant — Eli  Lilly  and  Company  has  granted 
$2,500  to  the  College  for  the  study  of  a new  anal- 
gesic drug.  The  research  will  be  done  by  Dr.  Charles 
M.  Landmesser,  professor  of  anesthesiology  and 
chairman,  Department  of  Anesthesiology,  and  Dr. 
Robert  C.  Brown,  instructor  in  anesthesiology. 

Dr.  Michael  G.  Melas  is  the  holder  of  a research 
fellow  ship  in  cardiology  from  the  Heart  Association 
of  Albany  County,  Inc.,  wdiich  is  enabling  him  in 
his  study  of  coronary  thrombosis. 

Speaker — Dr.  Robert  E.  L.  Nesbitt,  Jr.,  professor 
of  obstetrics  and  gynecology,  was  lecturer  at  a 


pediatrics  symposium  at  Baylor  University  College  pr 
of  Medicine,  Texas  Medical  Center,  Houston. 
Dr.  Nesbitt  also  addressed  the  Department  of  Ob- 
stetrics and  Gynecology  at  the  College  of  Medicine. 

Open  House — Participating  in  “Medical  Educa- 
tion Week,”  April  20  through  26,  the  College  will 
hold  an  open  house  for  the  general  public  on  the  M 
afternoon  on  April  27.  Each  of  the  College’s  c< 
preclinical  and  clinical  departments  has  created 
exhibits  and  tours  of  the  College’s  facilities  wrill  be 
led  by  members  of  the  student  body. 


Albert  Einstein  College  of  Medicine 


Research  Grants — Among  the  recent  grants  re- 
ceived by  the  College  w^ere:  National  Institutes  of 
Health  to  the  Department  of  Anatomy  in  the 
amount  of  $9,200  for  “Optic  Connections  of  the 
Hypothalamus”;  Department  of  the  Army  to  the 
Department  of  Microbiolog}'  and  Immunology  in 
the  amount  of  $10,235  for  “Evaluation  of  a New 
Dextran  Solution”;  National  Institutes  of  Health 
to  the  Department  of  Obstetrics  and  Gynecology  in 
the  amount  of  $4,763  for  “Maternal  and  Fetal  As- 
pects of  Placental  Circulation”;  National  Insti- 
tutes of  Health  to  the  Department  of  Pathology 
in  the  amount  of  $2,300  for  “Cocarcinogenesis  by 
Parasites  and  Chemicals  in  Liver,”  and  to  the 
Department  of  Pharmacology  in  the  amount  of 
$6,982  for  “Unilateral  Isolation  of  Renal  Function 
in  the  Dog,”  and  from  the  Muscular  Dystrophy 
Association  of  America  to  the  Department  of 
Rehabilitation  Medicine  in  the  amount  of  $15,000 
for  “Patient  Service  Program.” 

The  Department  of  Biochemistry  has  received 
grants  from  the  National  Multiple  Sclerosis  Society 
in  the  amount  of  $500  for  “Research  on  Rat 
Cerebral  Tissue,’’  from  the  Life  Insurance  Medical 
Research  Fund,  $17,600  for  “Endocrine  Influences 
in  Experimental  Hyperphagia,  ” and  from  the 
National  Science  Foundation  in  the  amount 
of  $30,000  for  “Coenzyme  Linked  Oxidation- 
Reduction  Reactions”:  the  Department  of  Surgery 
from  the  National  Institutes  of  Health  for 
“Progesterone  in  Advanced  Breast  Cancer,”  in 
the  amount  of  $8,590;  the  Department  of  Medicine 
from  the  National  Multiple  Sclerosis  Society  in  the 
amount  of  $12,410  for  “Biochemical  and  Morpho- 


I 
P 

logical  Changes  in  Developing  Brain  Induced  by  y 
the  Passive  Transfer  of  Antibody,”  $30,000  for  I 
“Markle  Scholarship  for  Research  in  Medicine,” 
from  the  Life  Insurance  Medical  Research  Fund 
$22,000  for  “Chemistry,  Physiology,  and  Pathology 
of  the  Plasma  Copper-protein,  Ceruloplasmin,” 
and  $7,360  from  the  New  York  Heart  Association 
for  “Pulmonary  Arterial  Hypertension  in  Man”; 
the  Department  of  Obstetrics  and  Gynecology, 
$9,955  for  “Maternal  and  Fetal  Aspects  of  Placental 
Circulation  from  the  National  Institutes  of  Health,  ( 
the  Department  of  Pathology,  $500  for  “Tumor  1 
Regression:  A Histochemical  and  Electron  Micro- 
scopic Study,”  and  $13,622  for  “Vascular  Beds  of 
Various  Organs,”  from  the  National  Institutes  of 
Health,  and  $13,500  for  Biochemical  and  Structural 
Correlations  of  Microsomes,”  from  the  National 
Science  Foundation;  the  Department  of  Physi- 
ology, $12,359.56  for  “Markle  Scholarship  for  Re- 
search in  Medicine,”  and  the  Life  Insurance  Medi- 
cal Research  Fund,  $11,000  for  “Cardiodynamics 
and  Coronary  Insufficiency”;  the  Department  of 
Preventive  and  Environmental  JVIedicine,  $1,200 
for  “Problems  in  Alcoholism  and  Addictions.” 

Visiting  Lecturers — During  the  month  of  January 
the  following  were  visiting  lecturers  at  the  College: 
Dr.  John  H.  Garlock,  Mt.  Sinai  Hospital,  clinical 
professor  of  surgery,  College  of  Physicians  and  Sur- 
geons, wrho  spoke  on  “The  Problem  of  Carcinoma 
of  the  Esophagus”;  Dr.  Dickinson  W.  Richards, 
Department  of  Medicine,  Columbia  University, 
wdio  spoke  on  “Shock”;  Dr.  Rulon  W.  Rawson, 
Chief,  Department  of  Medicine,  Memorial  Center, 
on  “Thyroid  Physicology,”  and  Dr. ' DeWitt 
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Itetten,  Jr.,  associate  director,  National  Institutes 
f Health,  who  spoke  on  “Diabetes  Mellitus.,, 

Dr.  Melvin  V.  Simpson,  Department  of  Bio- 
hemistry,  Yale  University,  in  January;  Dr.  W. 
larry  Wood,  Jr.,  Vice-President,  Johns  Hopkins 
dedical  Institute,  in  January;  Dr.  Paul  A. 
Ifounge,  Harvard  Medical  School,  Dr.  Kurt  Issel- 
bacher,  Harvard  University,  Dr.  T.  F.  Dougherty, 
department  of  Anatomy,  University  of  Utah, 
L)r.  Claude  A.  Villee,  Harvard  Medical  School, 
md  Dr.  Julius  White,  National  Cancer  Institute, 
National  Institutes  of  Health,  in  February. 
3rofessor  Jean  Brachet,  University  of  Brussels, 


Belgium;  Dr.  Elijah  Adams,  Department  of  Phar- 
macology, New  York  University;  Dr.  H.  M.  Rose, 
professor  of  microbiology,  College  of  Physicians  and 
Surgeons;  Dr.  Kenneth  B.  Olson,  director,  Sub- 
department of  Oncology,  Department  of  Medicine, 
Albany  Medical  College;  Dr.  S.  Van  Creveld, 
chief,  Pediatric  Clinic,  University  of  Amsterdam, 
Holland;  Dr.  Jay  Tepperman,  Department  of 
Pharmacology,  State  University  College  of  Medicine 
at  Syracuse;  Dr.  David  Rapaport,  research  asso- 
ciate, Austin  Riggs  Center,  Stockbridge,  Massa- 
chusetts in  March,  and  Dr.  I.  Arthur  Mirsky,  pro- 
fessor and  chairman,  Department  of  Clinical  Science, 
University  of  Pittsburgh,  in  February. 


Columbia  University  College  of  Physicians  and  Surgeons 

New  Dean — Dr.  Howard  C.  Taylor,  Jr.,  professor  in  July.  Dr.  Rappleye  has  been  dean  of  the  Faculty 

ind  chairman,  Department  of  Obstetrics  and  Gyne-  of  Medicine  since  1931  and  vice-president  for 

iology,  will  succeed  Dr.  Willard  C.  Rappleye  as  dean  medical  affairs  since  1949  and  will  retire  on  June  30. 


New  lork  Medical  College 


Expansion  of  Postgraduate  Department — Dr. 

Linn  J.  Boyd  has  been  appointed  director  of  the 
postgraduate  division  as  the  first  step  in  the  ten- 
year  development  program  of  the  division.  Dr. 
Boyd  is  now  director  of  the  Department  of  Medicine. 

Appointed — Dr.  Benjamin  Friedman,  associate 


New  York  University 

Lecture — Dr.  Konrad  Bloch,  professor  of  bio- 
chemistry at  Harvard  University,  delivered  the 
Christian  A.  Herter  Lecture  on  April  9.  The  lec- 


professor  of  ophthalmology,  has  been  appointed 
professor  and  director  of  the  Department  of  Ophthal- 
mology. 

Dr.  George  R.  Nagamatsu,  a faculty  member  of 
the  College,  has  been  appointed  director  of  the 
Department  of  Urology  and  professor  of  urology. 


College  of  Medicine 

ture  was  given  at  the  conclusion  of  Student  Assem- 
bly Day,  an  annual  event  of  the  College  at  which 
medical  students  present  papers  on  research. 


New  York  University  Post-Graduate  Medical  School 


Professorship  and  Division  Established — A divi- 
sion of  neuromuscular  diseases  and  a professorship 
of  research  surgery  in  the  Department  of  Surgery 
have  been  established  to  carry  out  a program  for 
the  investigation,  treatment,  and  rehabilitation  for 
neuromuscular  disorders  through  a pledge  of 
$1,250,000,  from  the  Sister  Elizabeth  Kenny  Foun- 
dation and  its  subsidiary,  the  American  Rehabilita- 
tion Foundation.  Dr.  Irving  S.  Cooper  will  be  the 
first  professor  and  director  of  the  division. 

Appointed — Dr.  Goodwin  M.  Breinin,  at  present 
[director  of  research,  Department  of  Ophthalmology, 
has  been  appointed  to  the  first  Daniel  B.  Kirby 
professorship  of  research  ophthalmology.  Dr. 
Kirby  was  one  of  this  country’s  outstanding  oph- 
thalmic surgeons  and  was  professor  of  ophthalmology 
at  New  York  University  from  1940  to  1949  and 
emeritus  until  his  death  in  1953.  He  established 


the  Eye  Surgery  Fund  which  was  to  promote  interest 
in  ophthalmic  research  problems  and  after  his 
death  this  Fund  was  further  augmented  by  Mrs. 
Charles  Melbourne  Higgins  who  willed  a sum  of 
money  to  the  Fund  in  commemoration  of  her  hus- 
band. 

Visiting  Professor — Dr.  Svend  M.  Clemmesen, 
Copenhagen,  Denmark,  in  charge  of  the  Department 
of  Physical  Medicine  and  Rheumatology,  Kom- 
munehospitalet,  Copenhagen,  will  be  the  first  Louis 
J.  Horowitz  visiting  professor  of  physical  medicine 
and  rehabilitation.  Dr.  Clemmesen  will  be  at  the 
Medical  Center  during  the  month  of  April. 

Alumni — Dr.  James  A.  Shannon,  director  of  the 
National  Institutes  of  Health,  Bethesda,  Maryland, 
received  the  New  York  University  College  of  Medi- 
cine Alumni  Association  1958  scientific  award  and 
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was  the  principal  speaker  on  Alumni  Day  on  Febru- 
ary 22  at  the  ceremonies  dedicating  the  new  Alumni 
Hall.  Dr.  Shannon  was  cited  for  “outstanding 
achievements  in  the  fields  of  renal  physiology,  ma- 


larial control,  and  national  administration  of  medi- 
cal research.’  ’ 

Dr.  I.  Snapper  delivered  the  annual  Phi  Lambda 
Kappa  Lecture  on  March  10. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Medical  Education  and  Licensure — Dr.  Herman 
G.  Weiskotten,  dean  emeritus,  was  participant-at- 
large,  and  Dr.  Julius  B.  Richmond,  professor  and 
chairman,  Department  of  Pediatrics,  who  took  part 
in  a discussion  on  “Changing  Characteristics  of 
Society  and  Their  Implications  in  Medical  Educa- 
tion,” represented  the  College  at  the  54th  annual 
Congress  on  Medical  Education  and  Licensure 
which  was  held  in  February  in  Chicago. 

American  Academy  of  Allergists — Drs.  William 
G.  Woodin,  clinical  associate  professor  of  medicine, 
and  Richard  D.  Wisemac,  clinical  instructor  of 
medicine,  presented  a paper  at  the  meeting  of  the 
American  Academy  of  Allergists  in  Philadelphia  in 
February.  Dr.  Howard  C.  Miller,  assistant  profes- 
sor of  biologic  science,  and  Morton  A.  Meyers,  a 
third-year  student,  were  coauthors  of  the  paper. 

New  Faculty  Members — Dr.  Philip  Kramer,  who 
has  been  an  assistant  professor  of  medicine,  Boston 
University  School  of  Medicine  since  September,  1948, 
has  joined  the  faculty  as  associate  professor  of  medi- 
cine and  will  also  be  a staff  physician  in  charge  of 


the  gastroenterology  section  of  the  Syracuse  Veter- 
ans Administration  Hospital. 

Dr.  Alan  S.  Feldman,  formerly  an  instructor  at 
the  Speech  and  Hearing  Center  of  Boston  Univer- 
sity and  at  the  College  of  Education  of  North- 
eastern University,  Boston,  has  been  made  assistant 
professor  of  otolaryngology  and  will  be  the  first  full- 
time audiologist  in  the  Department  of  Otolaryn- 
gology at  the  College  and  also  will  be  a consulting 
and  research  audiologist  at  the  Syracuse  Dispensary 
and  Gordon  Hoople  Hearing  and  Speech  Center. 

George  Birney  Broad  Lecture — Dr.  Saul  B. 
Gusberg,  associate  professor  of  clinical  obstetrics 
and  gynecology  at  Columbia  University  College  of 
Physicians  and  Surgeons,  and  associate  attending 
obstetrician  and  gynecologist,  Sloane  Hospital  for 
Women,  Vanderbilt  Clinic,  and  Francis  Delafield 
Hospital,  delivered  the  annual  George  Birney 
Broad  Lecture  on  March  11.  The  George  Birney 
Broad  Lecture  was  established  in  honor  of  Dr. 
Broad,  professor  emeritus  of  gynecology,  to  bring 
outstanding  speakers  in  gynecology  to  the  College. 


Staphylococcal  Infections  of  the  Heart  and  Great  Vessels  Due  to  Silk  Sutures 


In  presenting  five  cases  of  postoperative  staphy- 
lococcal stitch  abscesses  of  the  myocardium  or 
great  vessels  the  authors  note  that  it  is  surprising 
how  little  attention  has  been  paid  silk  sutures  as 
a cause  of  persistent  infection  after  cardiovascular 
surgery.  In  this  series  the  etiologic  factors  hardly 
appear  open  to  doubt:  the  authors  say  the  infection 
clearly  consisted  of  stitch  abscesses  around  the  silk 
sutures.  When  the  sutures  were  removed  at  a 
second  operation  the  infection  was  eradicated  in  all 
cases.  In  experiments  to  learn  whether  the  com- 
position of  sutures  is  an  important  factor  in  the 
genesis  of  an  infection  when  minimal  contamination 
occurs,  various  materials  were  studied  by  implanta- 


tion in  the  right  ventricular  myocardium  of  dogs. 
Minimally  contaminated  by  staphylococci,  silk, 
stainless  steel,  nylon,  dacron,  and  catgut  sutures 
led  to  the  formation  of  infected  granulomas  from 
which  organisms  could  be  cultured  for  as  long  as 
six  weeks.  Even  though  much  more  evidence  will 
be  needed  before  catgut  sutures  can  be  recommended 
in  cardiovascular  surgery,  Drs.  Henry  T.  Bahn- 
son,  Frank  C.  Spencer,  and  Ivan  L.  Bennett,  Jr., 
say  it  is  of  interest  to  note  that  infections  associated 
with  catgut  sutures  have  been  regularly  observed 
to  subside  after  three  weeks,  presumably  because 
of  the  gradual  absorption  of  the  foreign  body. — 
Annals  of  Surgery , September , 1957 
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Samuel  Aronson,  M.D.,  of  Brooklyn,  died  on 
April  28,  1957,  at  the  age  of  seventy-six.  Dr. 
Aronson  graduated  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1922. 

Frederick  W.  Bentley,  M.D.,  of  North  Tonawanda, 
died  on  February  23  in  DeGraff  Memorial  Hos- 
pital at  the  age  of  eighty-seven.  Dr.  Bentley  grad- 
uated from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital  in  1894.  He  had  practiced 
for  sixty-one  years  until  he  retired  in  May,  1957. 
Dr.  Bentley  was  a member  of  the  New  York  State 
Homeopathic  Society  and  the  Buffalo  Academy  of 
Medicine. 


Aaron  Samuel  Blumgarten,  M.D.,  of  New  York 
City,  died  on  March  13  at  his  home  at  the  age  of 
seventy-one.  Dr.  Blumgarten  graduated  in  1908 
from  Columbia  University  College  of  Physicians 
and  Surgeons  and  interned  at  Lenox  Hill  Hospital. 
Formerly  chief  of  the  endocrine  department,  he  was 
a consulting  physician  in  endocrinology  at  Lenox 
Hill  Hospital  and  a consulting  physician  at  Lebanon 
Hospital,  the  Bronx.  Dr.  Blumgarten  was  a mem- 
ber of  the  New  York  Academy  of  Medicine,  and 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Conrad  F.  E.  Blunck,  M.D.,  of  New  York  City, 
died  on  February  2 at  the  age  of  seventy.  Dr. 
Blunck  graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1923. 

Rudolph  George  Buchheit,  M.D.,  of  Buffalo  and 
Hamburg,  died  on  February  18  at  the  age  of  fifty- 
seven.  Dr.  Buchheit  graduated  from  the  University 
of  Buffalo  School  of  Medicine  in  1928.  He  was  an 
attending  in  ophthalmology  at  Our  Lady  of  Victory 
Hospital,  Lackawanna,  and  Mercy  Hospital, 
Buffalo.  Dr.  Buchheit  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Francis  Wayland  Goddard,  M.D.,  of  Valley 
Stream,  died  at  his  home  on  March  15  at  the  age  of 
eighty-one.  Dr.  Goddard  graduated  in  1901  from 
Jefferson  Medical  College  of  Philadelphia.  Before 
his  retirement  in  1937  he  served  as  a medical  mis- 
sionary in  China  for  thirty-five  years,  and  during 
World  War  II  came  out  of  retirement  to  serve  as 
physician  in  the  Rockville  Centre  school  system. 


Dr.  Goddard  was  a Fellow  of  the  American  College 
of  Surgeons. 


Mary  Theresa  Greene,  M.D.,  of  Castile,  died  on 
February  28  at  the  Ridder  Nursing  Home,  Gaines- 
ville, at  the  age  of  ninety-one.  Dr.  Greene  grad- 
uated from  the  University  of  Michigan  Medical 
School  in  1890.  For  fifty  years  she  ran  the  Castile 
Sanitarium  and  was  one  of  the  first  women  physi- 
cians in  western  New  York.  An  honorary  president 
of  the  National  Women’s  Medical  Society  of  New 
York  State  and  chairman  of  its  medical  education 
committee  for  many  years,  Dr.  Greene  was  a mem- 
ber of  the  Wyoming  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Samuel  Kahn,  M.D.,  of  New  York  City,  died  at 
his  home  on  March  14  at  the  age  of  sixty-six.  Dr. 
Kahn  graduated  in  1916  from  Columbia  University 
College  of  Physicians  and  Surgeons  and  interned 
at  Mount  Sinai  Hospital.  From  1925  to  his  re- 
tirement in  1956  he  was  a member  of  the  medical 
examining  staff  of  the  Workmen’s  Compensation 
Board.  Dr.  Kahn  was  a Fellow  of  the  American 
College  of  Chest  Physicians  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Ernest  H.  Kusch,  M.D.,  of  Wards  Island,  New 
York  City,  died  on  March  22  at  Tampa,  Florida, 
at  the  age  of  sixty-three.  Dr.  Kusch  received  his 
medical  degree  from  the  University  of  Wurzburg  in 
1921.  He  was  supervising  psychiatrist  at  Man- 
hattan State  Hospital.  Dr.  Kusch  was  a Member 
of  the  American  Psychiatric  Association  and  a mem- 
ber of  the  New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 


Herbert  Paterson  MacGregor,  M.D.,  of  New 

York  City,  died  in  Long  Island  College  Hospital 
on  March  15  at  the  age  of  eighty-five.  Dr.  Mac- 
Gregor graduated  from  Cornell  University  Medical 
College  in  1905.  He  was  a past  president  of  the 
Lutheran  Hospital  of  Manhattan  which  was  ab- 
sorbed a few  years  ago  by  the  Lutheran  Medical 
Center  in  Brooklyn  and  had  practiced  medicine  in 
New  York  City  for  fifty-three  years.  Dr.  Mac- 
Gregor was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Edward  Bartholomew  Manion,  M.D.,  of  Ilion, 
retired,  died  on  March  15  at  the  age  of  seventy. 
Dr.  Manion  graduated  from  Albany  Medical  College 
in  1910.  He  had  served  as  coroner  of  Herkimer 
County  for  over  fifteen  years.  Dr.  Manion  was  a 
retired  member  of  the  Herkimer  County  Medical 
Society. 

Arnold  Messing,  M.D.,  of  Newburgh,  died  in 
Cornwall  Hospital  on  March  21  at  the  age  of  sixty-six. 
Dr.  Messing  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1916  and 
interned  at  Gouverneur  and  Mount  Sinai  Hospitals. 
He  was  an  attending  in  surgery  at  The  Cornwall 
Hospital.  Dr.  Messing  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the  New 
York  Academy  of  Medicine,  the  Orange  County 
Medical  Society  of  which  he  was  a past  president, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alexander  Louis  Natter,  M.D.,  of  Woodside, 
died  on  March  15  at  the  age  of  sixty-one.  Dr. 
Natter  graduated  from  Long  Island  College  Hos- 
pital in  1923. 

Frederick  Emil  Neef,  M.D.,  of  Lewisboro,  Con- 
necticut, formerly  of  New  York  City,  retired,  died 
in  Porter  Hospital,  Middlebury,  Vermont,  on  March 
24  at  the  age  of  eighty-six.  Dr.  Neef  graduated  in 
1904  from  Columbia  University  College  of  Physi- 
cians and  Surgeons  and  interned  at  Lenox  Hill 
Hospital.  He  had  been  a president  of  the  medical 
board  and  director  of  gynecology  at  Misericordia 
Hospital,  and  had  served  as  consultant  in  gynecology 
at  Lenox  Hill,  Rockaway  Beach,  and  St.  Francis  Hos- 
pitals, as  well  as  served  as  junior  surgeon  at  Lincoln 
Hospital  and  attending  surgeon  at  St.  Elizabeth’s 
Hospital  and  the  New  York  Cancer  Institute.  For 
thirteen  years  he  taught  at  Fordham  University  serv- 
ing as  dean  of  the  Department  of  Gynecology  and  Ob- 
stetrics there  from  1919  to  1921  and  had  also  been  a 
postgraduate  teacher  at  the  New  York  Cancer 
Institute.  Dr.  Neef  was  a Fellow  of  the  American 
College  of  Surgeons. 

Hugh  Ernest  Newsam,  M.D.,  of  New  York  City, 
died  on  December  17,  1957,  at  the  age  of  fifty-six. 
Dr.  Newsam  graduated  from  Meharry  Medical  Col- 
lege in  1933. 

Robert  R.  Patterson,  M.D.,  of  Rochester,  died  on 
February  26  at  the  age  of  seventy-nine.  Dr.  Pat- 
terson graduated  from  Cornell  University  Medical 
College  in  1905.  He  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Younger  Lovelace  Power,  M.D.,  of  Ilion,  died  on 
March  4 at  the  age  of  fifty.  Dr.  Power  graduated 
in  1932  from  the  Medical  College  of  Virginia, 
Richmond.  He  was  a past  president  of  the  medical 
staff  at  Ilion  Hospital  where  he  was  an  attending  in 


obstetrics.  Dr.  Power  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Herkimer  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harold  Max  Rabinowitz,  M.D.,  of  Brooklyn, 
died  at  his  home  on  March  9 at  the  age  of  seventy- 
one.  Dr.  Rabinowitz  graduated  from  Cornell 
University  Medical  College  in  1908  and  interned  at 
Jewish  Hospital  of  Brooklyn.  He  was  a consultant 
in  surgery  at  Jewish  Chronic  Disease  and  Maimon- 
ides  Hospitals.  Dr.  Rabinowitz  was  a Fellow  of 
the  American  College  of  Surgeons  and  the  Inter- 
national College  of  Surgeons  and  a member  of  the 
Endocrine  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Rosenzweig,  M.D.,  of  Brooklyn,  died  on 
March  20  at  the  age  of  fifty.  Dr.  Rosenzweig 
graduated  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital  in  1933.  He  was  a 
member  of  the  Kings  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Ernest  Arthur  Simonetti,  M.D.,  of  Mount  Vernon, 
died  at  his  home  on  March  9 at  the  age  of  sixty. 
Dr.  Simonetti  received  his  medical  degree  from  the 
University  of  Rome  in  1921.  He  was  a member  of 
the  Westchester  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Michael  Spinrad,  M.D.,  of  Forest  Hills,  died  on 
January  28  at  the  age  of  seventy-seven.  Dr.  Spin- 
rad graduated  in  1902  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Daniel  Stats,  M.D.,  of  New  York  City,  died  in 
Mount  Sinai  Hospital  on  March  17  at  the  age  of 
forty-five.  Dr.  Stats  graduated  from  New  York 
University  Medical  College  in  1936  and  interned 
at  Mount  Sinai  Hospital.  He  was  an  associate  in 
hematology  at  Mount  Sinai  Hospital  and  had  served 
as  medical  director  of  the  Central  Manhattan  Med- 
ical Group  of  the  Health  Insurance  Plan  of  Greater 
New  York.  Dr.  Stats  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member 
of  the  American  Federation  for  Clinical  Research, 
the  Society  for  the  Study  of  Blood,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Med- 
ical Society,  and  the  Medical  Society  of  the  State 
of  New  York. 

Richmond  Stephens,  M.D.,  of  New  York  City 
and  Newtown,  Connecticut,  died  at  his  home  on 
March  17  at  the  age  of  sixty-seven.  Dr.  Stephens 
graduated  in  1913  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  and  interned  at 
New  York  Hospital  and  the  Hospital  for  Special 
Surgery.  He  was  emeritus  orthopedic  surgeon  at 
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the  Hospital  for  Special  Surgery,  consulting  in  ortho- 
pedic surgery  at  Yonkers  General  Hospital,  Nor- 
walk, Stamford,  and  St.  Joseph’s  Hospitals,  Stam- 
| ford,  Connecticut,  and  Waterbury  and  Danbury, 
Connecticut  Hospitals.  Dr.  Stephens  was  a Dip- 
lomate  of  the  American  Board  of  Orthopedic  Sur- 
gery, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  and  the  American  Orthopaedic 
Association. 


John  Mortimer  Taylor,  M.D.,  of  South  Egremont, 
Massachusetts,  formerly  of  Brooklyn,  retired,  died 
on  March  6 in  Fairview  Hospital,  Great  Barrington, 
I Massachusetts,  at  the  age  of  eighty-six.  Dr.  Taylor 
graduated  from  Columbia  University  College  of 
' Physicians  and  Surgeons  in  1898.  He  was  a con- 
sultant in  otolaryngology  at  Brooklyn  Hospital. 
Dr.  Taylor  had  been  a member  of  the  Kings  County 


Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Belle  Thomas,  M.D.,  of  St.  Petersburg,  Florida, 
formerly  of  New  York  City,  died  on  November  9, 
1957,  at  the  age  of  eighty-seven.  Dr.  Thomas 
graduated  from  Cornell  University  Medical  College  in 
1907.  Dr.  Thomas  was  a retired  member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Nicholas  Warner  Van  Lengen,  M.D.,  of  Syracuse, 
died  on  March  16  at  the  age  of  seventy-two.  Dr. 
Van  Lengen  graduated  from  Syracuse  University 
College  of  Medicine  in  1909.  He  was  a member  of 
the  Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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The  Council  of  the  Medical  Society  of  the  State 
of  New  York  met  from  9:05  a.m.  until  1 : 30  p.m., 
February  13,  1958,  at  the  Manhattan  Club,  New 
York  City.  President  Thurman  B.  Givan  occupied 
the  chair.  Twenty-three  members  of  the  Council 
were  present;  one  was  excused. 

Executive  Committee  Report 

Communications. — 1.  Letter  of  January  22  from 
Dr.  John  J.  Keenan,  secretary  of  the  Medical  So- 
ciety of  the  County  of  Rensselaer,  transmitting  a 
resolution  adopted  by  that  Society  on  January  14, 
as  follows: 

“ Where  as,  malpractice  committees  in  the 
counties  of  New  York  State  have  been  created  to 
participate  in  all  matters  having  to  do  with  mal- 
practice and  defense;  and 

“Whereas,  there  are  members  in  some  coun- 
ties who  do  not  have  insurance;  and 

“Whereas,  there  are  members  who,  for  their 
own  reasons,  do  not  carry  insurance  that  is 
sanctioned  by  the  Medical  Society  of  the  State 
of  New  York;  and 


“Whereas,  malpractice  is  not  solely  a problem 
of  the  State-sanctioned  insurance  plan  but  a 
problem  of  the  State  and  county  societies;  now 
therefore  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the 
County  of  Rensselaer  register  its  disapproval  of 
the  dictum  that  no  member  of  a county  society 
who  is  not  participating  in  the  insurance  plan  of 
the  State  Society  be  on  its  malpractice  com- 
mittee.” 

After  discussion  it  was  voted  to  write  to  Dr. 
Keenan  and  explain  that  the  carrier  will  open  its 
files  only  to  a review  committee  of  group  members 
and  therefore  the  Council  so  acted,  because  the  one 
is  definitely  dependent  upon  the  other. 

2.  Letter  of  February  5 from  Mr.  Alan  Steven- 
son, executive  director  of  the  New  York  State  Divi- 
sion of  the  American  Cancer  Society,  regarding  the 
supplying  of  cancer  material  to  osteopaths.  Before 
filling  requests  from  osteopaths,  the  Professional 
Education  Committee  of  the  New  York  State  Divi- 
sion wishes  to  learn  the  opinion  and  policy  of  this 
Society. 
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After  discussion,  it  was  voted  that  the  secretary 
write  to  the  American  Cancer  Society  that  we  have 
no  objection  to  dissemination  to  anybody  of  material 
concerning  cancer. 

3.  Letter  of  February  5 from  Dr.  Alfred  P. 
Ingegno,  transmitting  his  report  on  the  Student 
American  Medical  Association  Chapter  at  the  State 
University  of  New  York,  College  of  Medicine  at 
New  York  City. 

4.  Letter  of  January  10  from  Dr.  Louis  H.  Bauer, 
chairman  of  the  board  of  United  Medical  Service, 
requesting  nominations  to  fill  positions  on  the 
Board  of  Directors  at  expiration  of  the  terms  of 
office  of  five  physician  members. 

The  Executive  Committee  recommended  that  the 
Council  nominate  the  following  physician  members 
to  succeed  themselves:  Louis  H.  Bauer,  M.D., 
Nassau;  John  Beck,  M.D.,  Richmond;  Chester  O. 
Davison,  M.D.,  Dutchess;  Alfred  P.  Ingegno,  M.D., 
Kings;  Frederick  A.  Schroeder,  M.D.,  Rockland; 
(representing  the  New  York  Academy  of  General 
Practice). 

Approval  was  voted. 

5.  Due  to  decrease  of  our  membership  in  the 
American  Medical  Association,  our  delegates  have 
been  diminished  from  18  to  17.  It,  therefore,  is 
necessary  to  confirm  the  fact  that  Dr.  Thomas  M. 
d’Angelo,  who  was  thought  to  have  been  elected  a 
delegate  when  we  had  18,  is  now  really  first  alternate 
instead. 

It  was  voted  to  notify  Dr.  d’Angelo  to  that  effect. 

6.  A memorandum  was  submitted  to  the  Execu- 
tive Committee  from  Dr.  Anthony  A.  Mira  regard- 
ing absence  reports  by  our  employes.  The  Execu- 
tive Committee  recommended  that  we  continue 
our  present  policy  in  regard  to  reports  on  absen- 
teeism. 

After  discussion,  it  was  so  voted. 

Dues  Remissions. — The  Council  voted  to  remit 
annual  State  dues  of  six  members  for  1957  and  of 
32  members  for  1958  because  of  illness,  to  remit 
annual  State  dues  of  two  members  for  1957  and  of 
19  members  for  1958  because  of  military  service,  to 
request  remission  of  American  Medical  Association 
dues  of  three  members  for  1957  and  of  28  members 
for  1958,  and  to  rescind  the  remission,  granted  in 
January,  1958,  of  1958  annual  State  dues  of  one 
member  because  of  military  service. 

Secretary’s  Report 

Dr.  W.  P.  Anderton  presented  the  following  re- 
port: 

At  its  meeting  January  9,  1958,  the  Board  of 
Trustees  took  cognizance  of  your  request  for  50 
copies  of  Mr.  Roscoe  C.  Edlund’s  expected  report. 
The  Board  felt  that  our  Society  should  request  300 
copies,  because  you  will  probably  send  one  to  each 
member  of  the  Council,  Board  of  Trustees,  House  of 
Delegates,  and  one  to  the  secretary  of  each  com- 
ponent county  medical  society. 

At  the  same  meeting,  in  accordance  with  your 
recommendations,  the  Board  of  Trustees  voted 
$250  additional  appropriation  for  the  salary  budget 


for  the  Bureau  of  Medical  Care  Insurance.  They 
authorized  their  chairman  to  sign  a supplemental 
contract  for  Medicare  Program,  and  they  also 
authorized  the  budgetary  changes  which  you  re- 
commended. 

Dr.  George  G.  Hart  of  Lake  Placid  and  Dr. 
Philip  Sawyer  of  Schroon  Lake  have  been  appointed 
medical  advisers  for  Local  Selective  Service  Board 
No.  35,  Essex  County. 

As  authorized  by  you,  the  names  of  three  members 
were  transmitted  to  Mr.  Robert  C.  Killough,  Jr., 
Assistant  Commissioner  for  Professional  Educa- 
tion, the  University  of  the  State  of  New  York,  one 
to  be  chosen  for  the  Medical  Committee  on  Griev- 
ances of  the  State  Education  Department. 

Included  in  the  accompanying  minutes  is  a copy 
of  Dr.  James  Greenough’s  report  to  you  last  month, 
from  the  Hospital  and  Professional  Relations  Com- 
mittee. And  included  in  these  agenda  is  a minority 
report  from  that  committee,  which  Dr.  Greenough 
did  not  receive  in  time  to  present  in  January.  At 
Dr.  Greenough’s  request  there  is  also  included  in 
today's  agenda  copy  of  ‘ 'Proposed  Guiding  Princi- 
ples of  Hospital-Physician  Relationships."  He 
hopes  to  negotiate  about  them  with  the  Hospital 
Association. 

On  January  10  the  members  of  your  headquarters 
staff  enjoyed  a delightful  buffet  supper  as  guests  of 
President  and  Mrs.  Thurman  B.  Givan,  at  their 
home,  115  Remsen  Street,  Brooklyn. 

The  secretary  concluded  by  reporting  his  per- 
sonal activities  and  thanked  those  who  had  sub- 
mitted their  annual  reports. 

It  was  voted  to  accept  the  report. 

The  treasurer’s  report  was  approved. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Leo  E.  Gibson, 
chairman,  reported:  “I  have  a letter  dated  February 
11  from  Dr.  Herbert  Berger.  You  will  remember 
that  the  Blood  Banks  Commission  recommended 
that  the  Blood  Banks  Association  accept  a list  of 
names  from  the  Council  from  whom  three  directors 
would  be  chosen.  Dr.  Berger  graciously  concurs 
for  the  Association. 

“A  letter  written  to  Dr.  Berger,  president  of  the 
Blood  Banks  Association  of  New  York  State,  Inc., 
from  the  Massachusetts  Medical  Society,  February 
11,  1958,  states:  T am  happy  to  enclose  a check 
for  the  Massachusetts  Medical  Society  in  the 
amount  of  $350  as  a contribution  to  your  organiza- 
tion as  voted  by  our  Council  February  5,  1958. 
This  contribution  was  voted  following  an  explana- 
tion by  Dr.  Mark  F.  Lesses,  chairman  of  our  super- 
visory committee  on  blood  banks.’ 

"We  have  a report  about  the  North  East  District 
Clearing  House,  which  is  a comparison  of  the  trans- 
actions and  their  income,  from  its  organization  to 
date.  The  actual  transactions  have  increased  from 
January,  1957,  when  they  were  156,  to  January, 
1958,  when  they  were  1,490.  The  income  in 
January,  1957  was  $71,  and  in  January,  1958,  $658. 
Every  month  has  increased  both  in  transactions 
and  in  income,  so  that  the  total  income  per  year  is 
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now  about  $4,500.  If  that  continues  to  increase 
the  North  East  District  Clearing  House  may  have 
an  income  of  over  $10,000.” 

It  was  voted  to  approve  the  report  and  that  the 
president  be  authorized  to  submit  nine  names. 

Budget. — Dr.  Maurice  J.  Dattelbaum,  chairman, 
reported:  “At  the  House  of  Delegates  last  May  a 
resolution  was  introduced  by  Dr.  McCarthy  of  the 
Bronx  to  assist  the  Physicians’  Home  from  our  funds. 
The  reference  committee  brought  in  its  opinion, 
which  was  left  to  the  Budget  Committee  to  study 
and  report  to  the  Council. 

“The  Physicians’  Home  has  annually  among  the 
membership  of  the  Medical  Society  of  the  State  of 
New  York  a voluntary  assessment  that  is  col- 
lected through  the  county  medical  societies.  Be- 
sides, they  have  solicited  funds  from  the  members 
of  the  Medical  Society  of  the  State  of  New  York 
as  individual  contributors. 

“In  speaking  to  the  trustees  and  officers  of  the 
Physicians’  Home  I have  learned  they  felt  that  if 
we  contribute  from  our  funds  it  would  interfere 
with  collection  and  solicitation  from  those  that  they 
have  on  their  membership  list.” 

It  was  voted  that  at  present  the  Society  should  not 
i assist  the  Physicians’  Home  with  any  contribution. 

Convention. — Dr.  Frederick  A.  Wurzbach,  Jr., 
chairman,  reported:  “The  dinner  subcommittee, 

Dr.  Frank  J.  Borelli,  chairman,  states  it  has  a good 
I chance  of  having  a cocktail  party  underwritten  by 
i a pharmaceutical  concern. 

“Dr.  Ingegno’s  program  subcommittee  wish  to 
have  the  panel  discussions  transcribed.  The  Pub- 
lication Committee  concurs  in  this  idea,  for  publica- 
j tion  in  the  Journal.  This  is  20  hours  of  record- 
; ing,  and  the  International  Recording  Guild  will 
j transcribe  these  proceedings  at  approximately  $900. 

“The  Publication  Committee  has  stated  that 
I they  will  accept  $450  of  this  sum  and  absorb  it  into 
i their  expenses.  However,  the  Convention  Com- 
mittee has  no  such  backlog,  and  we  request  that  the 
Council  ask  the  Trustees  for  an  additional  appro- 
priation of  about  $450  for  this.” 

It  was  so  voted. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  his  report,  which  detailed  Mr.  George  P. 
Farrell’s  attendances  in  Binghamton,  Albany,  and 
Chicago. 

Also  there  was  submitted  the  following  Medicare 
information  for  1957 : “4,397  individual  doctors  were 
paid  $949,568.84  on  12,942  claims,  an  average  of 
$73.37  per  claim;  135  doctors  received  between 
$600  and  $1,000  representing  1,853  claims  for  a total 
of  $101,444.54  or  an  average  of  $54.80  per  claim. 

“There  were  69  doctors  who  received  between 
$1,000  and  $2,000  representing  1,048  claims  for 
$91,749.40  or  an  average  of  $87.54  per  claim. 
Eleven  doctors  received  between  $2,000  and  $3,000 
representing  324  claims  for  a total  of  $23,393.42  or 
an  average  of  $72.20  per  claim. 

“Seven  doctors  received  between  $3,000  and 
$4,000  representing  386  claims  for  $24,138.45  or  an 


average  of  $62.58  per  claim.  Three  doctors  re- 
ceived between  $4,000  and  $5,000  representing  133 
claims  for  a total  of  $12,608.35  or  an  average  of 
$94.79  per  claim.  Two  doctors  received  between 
$5,000  and  $6,000  representing  142  claims  for  a total 
of  $11,339.80  or  an  average  of  $79.85  per  claim. 
One  doctor  received  between  $10,000  and  $11,000 
representing  100  claims  for  $10,288.20  or  an  aver- 
age of  $102.58  per  claim. 

“There  were  two  doctors  who  received  between 
$11,000  and  $12,000  representing  167  claims  for 
$22,282.70  or  an  average  of  $133.42  per  claim. 
And  one  doctor  received  in  excess  of  $12,000  repre- 
senting 121  claims  for  $12,030  or  an  average  of 
$99.42  per  claim. 

“It  is  interesting  to  note  that  230  doctors  who  re- 
ceived in  excess  of  $600  represented  5.3  per  cent  of 
all  doctors  rendering  service  and  provided  care  for 
33  per  cent  of  the  total  number  of  claims  (4,274) 
or  32  per  centof  the  total  amountpaid  ($309,244.96).” 

A report  followed  of  the  public  hearing  held  in 
Albany  on  January  30  by  Senator  Metcalf  re  pro- 
posed legislation  by  Joint  Legislative  Committee  on 
Health  Insurance  Plans. 

Dr.  McClintock  continued:  “The  Economics 

Committee  met  last  evening.  In  addition  to  re- 
viewing questionable  claims  under  the  Medicare 
Program,  the  committee  recommends  that  the 
Council  request  the  chairman  of  the  Board  of 
Trustees  to  sign  a supplemental  agreement  to  our 
contract  with  the  government  for  the  Medicare 
Program  increasing  the  advance  deposit  paid  by  the 
Federal  government  from  $162,000  to  $245,000. 

“The  committee  heard  Mr.  Whitehall  of  the  Life 
Insurance  Association  of  America,  who  discussed 
the  House  of  Delegates  Resolution  57-50,  which  re- 
solved that  negotiations  be  undertaken  with  insur- 
ance companies  to  secure  an  increase  in  fees  paid  to 
physicians  for  life  insurance  examinations.  Mr. 
Whitehall  pointed  out  that  participation  in  such 
insurance  examinations  was  voluntary — a volun- 
tary act  on  the  part  of  the  physician — and  he  sug- 
gested that  the  best  solution  to  this  problem  was 
for  each  doctor  of  medicine  to  negotiate  his  fees 
with  each  insurance  company  involved.  The 
reason  for  this  is  that  under  the  antitrust  laws  if  a 
group  of  physicians  negotiated  with  a group  of  in- 
surance companies  to  establish  fees,  we  might  be 
subject  to  prosecution  under  such  laws. 

“The  report  of  the  Subcommittee  on  Liaison  with 
the  U.S.  Veterans  Administration  was  read  to  the 
committee.  This  report  includes  changes  in  the 
fee  schedule  for  the  Veterans  Home  Town  Medical 
Care  Program  which,  if  approved  by  the  Council, 
would  be  presented  to  the  Veterans  Administration. 
In  general,  these  fees  represent  an  increase  and  con- 
form to  the  Medicare  fee  schedule. 

“Your  committee  recommends  approval,  which 
carries  with  it  notification  of  the  chairman  of  the 
subcommittee  that  he  is  to  present  the  adjusted 
fee  schedule  to  the  Veterans  Administration. 

“The  Department  of  Defense  frequently  refers 
to  a Physicians  Review  Committee  when  referring 
claims  to  the  contractor  for  adjustment.  It  is  rec- 
ommended that,  when  the  Economics  Committee 
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sits  as  a claim  review  body,  with  whatever  advisers 
are  necessary,  that  it  shall  be  privileged  to  use  the 
title,  “Physicians  Review  Committee.” 

The  whole  report  was  adopted. 

In  connection  with  that  portion  of  Dr.  McClin- 
tock’s  report  which  concerns  proposed  health  insur- 
ance legislation,  it  was  voted  after  discussion  that  the 
Council  approves  any  steps  which  would  make  pos- 
sible and  feasible  the  continuation  of  hospital  and 
disability  insurance — voluntary  insurance — in  spite 
of  disability  or  age. 

Ethics. — Dr.  Harold  F.  Brown,  chairman,  re- 
ported: “The  Committee  on  Ethics  met  February 
12  and  considered  a request  from  Dr.  Richard  P. 
Bellaire,  Saranac  Lake,  concerning  the  propriety 
of  subscribing  to  Taylor  Credit,  Inc.,  of  Gloversville, 
a corporation  which  apparently  acts  as  a clearing- 
house for  subscriber  members — not  a collection 
agency.  They  charge  $65  a year  to  any  member 
who  subscribes,  and  the  member  sends  to  this  cor- 
poration a list  of  his  poor  pays  or  dead  beats,  and 
they  prepare  a list  of  these  so-called  poor  pays, 
using  code  numbers  for  where  they  live  and  the 
doctor  or  the  firm  to  whom  they  owe  money,  and 
they  send  this  to  the  subscribers. 

“Dr.  Bellaire  says,  T do  not  know  whether  there 
is  financial  or  legal  liability  for  a physician  to  allow 
to  be  published  the  name  of  a patient  as  a good,  poor, 
or  bad  credit  risk/ 

“The  committee  considered  this  proposition  and 
decided  that  subscribing  to  such  a service  is  a busi- 
ness arrangement.  It  has  nothing  to  do  with  the 
practice  of  medicine  per  se,  and  therefore  does  not 
involve  medical  ethics.  It  is  outside  of  our  juris- 
diction.” 

After  discussion  it  was  voted  that,  in  the  reply  of 
the  Ethics  Committee  to  this  inquiry,  a statement 
be  incorporated  that  it  is  the  opinion  of  the  Coun- 
cil that  it  is  very  poor  public  relations  to  join  such 
an  arrangement. 

Dr.  Brown  continued:  “A  physician  from  Chau- 
tauqua County  requested  advice  if  it  is  ethical  for 
a doctor  to  charge  for  filling  out  medical  forms. 
The  committee  feels  that  certification  as  to  the 
facts  of  illness  and  treatment,  when  requested  by  a 
patient  from  his  physician,  is  a responsibility  which 
is  inherent  in  his  care  of  the  patient.  However, 
when  such  certifications  are  frequent,  complex,  or 
time-consuming,  it  is  our  opinion  that  a reasonable 
charge  may  be  made. 

“Forms  required  by  law,  however,  should  not  be 
subject  to  any  charge  any  more  than  would  be  birth 
or  death  certificate — unless  there  is  some  provision 
in  the  law  for  such  remuneration. 

The  report  as  a whole  was  accepted. 

Hospital  and  Professional  Relations. — Dr.  James 
Greenough,  chairman,  presented  the  following: 
“Proposed  Guiding  Principles  for  Hospital-Physi- 
cian Relationships,”  “Appendix  A:  Principles  of 
Hospital  Staff  Tenure,”  and  a minority  report, 
signed  by  Dr.  Vincent  J.  Collins,  member  of  the 
Hospital  and  Professional  Relations  Committee. 


( These  appear  in  the  annual  report  of  the  committee , 
Council,  Part  VI,  in  the  April  1 issue  of  the  Journal, 
beginning  on  page  1110.) 

Dr.  Greenough  stated:  “The  report  of  the  Com- 
mittee on  Hospital  and  Professional  Relations  was 
in  the  agenda  and  in  the  minutes  of  the  last  Council 
meeting.  At  the  time  of  that  report,  the  committee 
had  unanimously  approved  it.  Following  approval 
one  member  of  the  committee  withdrew  his  vote  and 
submitted  a minority  report.  I don’t  think  we 
need  to  go  over  the  entire  agreement  since  it  has 
been  under  discussion  for  five  years.  At  present 
the  paragraph  in  question  is  number  four  in  the 
Hospital  and  Professional  Relations’  report  in 
agenda  page  two.  This  varies  from  previous  pro- 
posals for  an  agreement. 

“The  first  disagreement  is  that  ‘nonprofit’  has 
been  put  before  ‘hospital’  wherever  it  occurs  in  the 
agreement.  That  has  been  put  in  by  the  majority 
of  the  committee  to  point  out  that  nobody  is  mak- 
ing any  profit  out  of  this,  except  possibly  the  pa- 
tient. 

“Please  note  paragraph  four  has  been  changed. 
I will  read:  ‘The  financial  arrangements,  if  any, 
between  a nonprofit  hospital  and  a physician  prop- 
erly may  be  placed  on  any  mutually  satisfactory 
basis,  but  a physician  shall  not  dispose  of  his  profes- 
sional services  to  any  hospital,  lay  body,  organiza- 
tion, group,  or  individual,  by  whatever  name  called, 
or  however  organized,  under  terms  or  conditions 
which  allow  diversion  of  fees  in  such  a manner  as  to 
cause  deterioration  in  the  quality  of  the  medical 
services.’ 

“This  is  new — ‘or  to  provide  financial  assistance 
to  a hospital  for  any  purpose  other  than  improve- 
ment of  professional  care.’ 

“That  is  new  and  was  put  in  by  the  committee  in 
the  hope  that  the  Council  and  the  House  of  Dele- 
gates would  agree  that  this  prevented  profiting 
from  the  services  of  a physician  on  salary. 

“I  have  gone  back  over  the  records  of  the  A.M.A. 
since  1951.  I have  here  ‘Relations  of  Physicians 
and  Hospitals,’  and  in  that  the  remuneration  of  a 
physician  is  delineated  in  two  ways.  In  one  it  says 
any  contract  should  insure  the  policy  of  profes- 
sional incentive  for  the  physician  and  progressive 
development  of  the  hospital  departments  involved  in 
order  that  improved  services  to  patients  may  be 
rendered.  It  also  suggests  (but  this  is  not  part  of 
the  resolutions  which  are  approved  by  the  American 
Medical  Association,  this  is  part  of  the  Guides)  that 
a physician  shall  not  dispose  of  services  under  cir- 
cumstances which  permit  the  sale  of  his  services 
for  a fee.  That  is  the  crux  of  the  situation.  That 
carries  it  up  to  1953. 

“Since  that  time  a good  deal  of  action  has  been 
taken  by  the  American  Medical  Association.  I 
first  abstracted  the  old  code  of  ethics  in  which  there 
is  no  statement  that  a physician  should  not  allow 
his  employer  to  accept  the  fee  of  the  patient. 

“ The  new  Principles  of  Medical  Ethics  were 
brought  up  in  Seattle  in  1956.  It  was  Section  6: 
‘A  physician  shall  not  dispose  of  his  services  under 
terms  and  conditions  which  will  interfere  with  or 
impair  the  free  and  complete  exercise  of  his  in- 
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dependent  medical  judgment  and  skill  or  cause 
deterioration  of  the  quality  of  medical  care.’ 

“At  the  same  time  six  resolutions  were  put  in, 
most  of  them  stating  that  the  fee  could  not  be  col- 
lected by  the  hospital,  or  words  to  that  effect. 
These  were  referred  to  the  Board  of  Trustees. 

“In  New  York  City,  in  1957,  General  Guides,  2b, 
the  following  was  passed:  ‘A  physician  should  ac- 
cept only  such  terms  or  conditions  for  dispensing 
his  services  as  will  insure  his  free  and  complete 
exercise  of  independent  medical  judgment  and  skill, 
insure  the  quality  of  medical  care,  and  avoid  the 
exploitation  of  his  services  for  financial  profit.’ 

“Again,  I point  out  that  the  agreement,  as  drawn 
up  by  the  majority  of  the  committee,  specifically 
states  ‘a  nonprofit  hospital’  and  specifically  states 
that  any  money  collected  by  the  hospital  shall  only 
be  used  for  improvement  of  the  care  of  the  patient. 
I don’t  call  that  a profit. 

“Also  there  are  various  other  references.  In  the 
reference  committee  report,  major  discussion  con- 
cerned Section  6,  the  one  in  regard  to  the  payment 
of  physicians.  It  is  the  opinion  that  the  basic 
function  of  the  Principles  of  Medical  Ethics  in  the 
area  being  considered  in  Section  6 is  to  prevent 
conditions  which  (a)  interfere  with  or  impair  the 
free  and  complete  exercise  of  a physician’s  inde- 
pendent medical  judgment  and  skill  or  (6)  may  cause 
deterioration  in  the  quality  of  medical  care. 

“The  primary  obligation  of  both  physicians 
and  hospitals  is  to  serve  the  best  interests  of  pa- 
tients, the  decision  as  to  ethical  or  unethical  prac- 
tice must  be  based  on  the  ultimate  effect  for  good 
will  on  the  public.  All  of  the  various  questions  in- 
volved in  the  relationship  between  physicians  and 
hospitals,  both  legal  and  ethical,  particularly  ques- 
tions dependent  on  local  conditions,  must  be  con- 
sidered in  the  first  instance  at  the  local  level  because 
of  the  various  differences  which  exist  in  many  sec- 
tions of  the  country. 

“In  summary,  these  principles  were  suggested, 
but  this  was  not  passed  by  the  American  Medical 
Association:  ‘A  physician  should  not  dispose  of  his 
professional  attainments  or  services  to  any  hospital, 
corporation,  or  lay  body,  by  whatever  name  called 
or  however  organized,  under  terms  or  conditions 
which  permit  the  sale  of  the  services  of  that  physi- 
cian by  such  agency  for  a fee.’ 

“At  the  1957  meeting  the  American  Medical 
Association  turned  that  down  from  the  reference 
committee  report.  A committee  proposed  a new 
Section  6,  which  was:  ‘A  physician  should  not  dis- 
pose of  his  services  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and  complete 
exercise  of  his  medical  judgment  and  skill  or  cause  a 
deterioration  of  the  quality  of  medical  care.’ 

“There  were  several  resolutions  put  in,  one  by 
Colorado,  which  suggested  that  Section  6 be  referred 
back  and  rewritten.  That  was  turned  down  by  the 
House  of  Delegates  on  the  recommendation  of  the 
reference  committee.  Also  there  was  the  Ohio  res- 
olution to  change  Section  6 and  add  ‘or  permit  the 
sale  of  his  professional  services  by  any  lay  person 
or  corporation.’  That,  again, was  turned  down  on 
the  recommendation  of  the  reference  committee  in 


the  New  York  meeting  in  1957. 

“Now  the  resolution  from  New  York  came  up, 
and  that  resolution  was:  ‘In  those  states  which  have 
their  own  principles  of  professional  conduct  (or 
ethics)  these  principles  shall  be  binding  upon  all 
members  of  the  state  society  or  association  pro- 
viding they  are  not  inconsistent  or  in  conflict  with  the 
constitution  and  bylaws  of  the  American  Medical 
Association  and  enforcement  of  the  component 
state  associations’  or  societies’  principles  of  profes- 
sional conduct  (or  ethics)  is  a function  of  the  state 
medical  society  or  association  as  the  case  may  be.’ 

“That  refers  to  three  pages  in  our  New  York 
Principles  of  Professional  Conduct  which  say  that 
you  cannot  work  on  a salary.  I believe  that  is  in 
conflict  and  inconsistent  with  the  stand  of  the 
American  Medical  Association,  and,  therefore,  we 
have  no  right  to  use  the  rule. 

“We  have  had  a letter  from  the  American  Medical 
Association  dated  December  1,  1957,  that  the 
A.M.A.  and  the  American  Hospital  Association  rec- 
ommend to  their  constituent  associations  that 
joint  medical  and  hospital  liaison  committees  be 
appointed  at  the  state  level  with  purposes  similar 
to  those  of  the  national  professional  liability  com- 
mittee. 

“The  American  Medical  Association  wants  us  to 
have  an  agreement.  We  want  to  have  an  agree- 
ment. The  difficult  point  is  the  question  of  para- 
graph 4 in  this  proposed  agreement,  and  I put  it  to 
you  that  this  protects  the  physicians  and  the  Medi- 
cal Society  against  any  one  profiting  from  the  sale 
of  a physician’s  services.” 

It  was  moved  and  seconded  that  the  majority  re- 
port be  upheld. 

Dr.  Ezra  A.  Wolff  stated:  “Mr.  Chairman,  I 
assume  that  everybody  here  has  read  the  minority 
report.  I think  that  unless  they  have  it  is  unfair  to 
allow  this  to  come  to  a vote  until  they  have  been 
apprised  of  its  contents.  The  problem  is  a rela- 
tively simple  one.  A long  time  ago  we  estab- 
lished— and  with  my  due  respect  to  our  counsel, 
who  disagrees  with  some  of  the  legal  implications — 
that  corporations  should  not  practice  medicine,  that 
the  practice  of  medicine  is  an  individual  process  and 
has  to  be  a person-to-person  relationship,  and  that 
all  of  those  relationships  should  be  exactly  the  same. 
We  decided  for  ourselves  that  the  corporate  prac- 
tice of  medicine  involved — exploitation,  of  course, 
is  a bad  word — the  use  of  a physician’s  services  by  a 
corporate  body  who  would  then  derive  some  of  the 
professional  income.  That  is  a simple  definition. 
Legally  it  has  an  eel-like  quality  that  makes  it  diffi- 
cult to  pin  down,  but  we  know  what  we  mean  and 
we  are  against  corporate  practice  of  medicine  for 
the  reason  that  we  feel  that  the  quality  of  medical 
care  deteriorates  thereunder.  So  that  we  have 
always  been  of  the  opinion  that  corporations  deliver 
poor  care  medically,  and  it  is  undesirable  from  the 
public  point  of  view.  This  is  not  a selfish  view  on 
our  part;  this  is  to  protect  the  public. 

“To  simplify  or  possibly  oversimplify  the  entire 
matter,  what  we  believe  is  that  doctors’  fees  should 
go  to  doctors.  The  compromise  agreement  sug- 
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gested  by  this  committee  and  by  several  committees 
before  is  that  under  certain  conditions  doctors’  fees 
may  go  to  hospitals,  and  however  praiseworthy  the 
use  of  those  funds  may  be  it  is  still  an  abrogation  of 
our  principles  that  doctors’  fees  should  go  to  doctors. 
When  doctors  practice  medicine  they  should  be 
paid  for  this  service.  When  corporations  supply 
service,  it  should  not  be  medical  service,  and  they 
should  be  properly  compensated  for  the  service  they 
render,  but  they  should  not,  under  that  guise,  prac- 
tice medicine.  What  we  have  been  trying  to  do  is 
to  bridge  a gap  between  two  diametrically  opposite 
points  of  view.  We  say  only  doctors  should  prac- 
tice medicine.  The  hospitals  say  hospitals  should 
be  allowed  to  do  so  under  certain  circumstances.  I 
submit  that  no  matter  what  words  you  use  you 
cannot  bridge  the  gap  without  abrogating  a principle 
on  one  side  or  the  other.  I say  that  any  compromise 
we  make  here  is  a surrender.  We  cannot  in  good 
conscience  say  that  hospitals  should  be  allowed  to 
practice  medicine  and  still  retain  the  faith  that  the 
profession  has  or  should  have  in  us. 

“Furthermore,  by  the  argument  of  the  majority, 
the  American  Medical  Association  has  said  that 
such-and-such  should  be  the  case.  The  American 
Medical  Association  has  also  said  that  we  make  our 
own  rules  in  the  report,  Appendix  A,  on  your  page  4 
of  the  Hospital  and  Professional  Relations’  report, 
Section  2,  Ethics  and  Ethical  Relationships.  Re- 
gardless of  anything  else  the  American  Medical 
Association  has  said,  here  it  is  convicted  by  its  own 
statement  of  transgressing  its  own  rules.  It  says: 
‘The  code  of  ethics  as  adopted  by  the  Medical  So- 
ciety of  the  State  of  New  York  shall  govern  the  pro- 
fessional conduct  of  the  members  of  the  medical 
staff.’ 

“Our  code  of  ethics,  if  you  will  look  again  in  the 
minority  report,  quotes  the  provision  in  our  code  of 
ethics,  which  says:  ‘Contract  practice  which  allows 
diversion  of  fees  for  professional  medical  services  to 
a hospital,  organization,  or  political  subdivision  is 
unethical.’ 

“This  leaves  no  room  for  if’s,  and’s,  or  but’s. 
There  is  no  way  in  which  this  can  be  modified  and 
still  remain  ethical  according  to  our  own  rules,  and 
the  combined  group  has  agreed  we  will  abide  by  our 
own  rules.  I ask,  gentlemen,  how  then  can  we  say 
that  we  can  allow  under  certain  circumstances  pro- 
fessional fees  to  go  to  hospitals  when  we  have  set 
up  these  rules  very  painstakingly  to  prevent  exactly 
that? 

“I  submit  that  it  is  desirable  to  have  an  agreement 
but  not  at  the  complete  abandonment  of  principle. 
The  minority  report  suggests  that  this  point  of  con- 
tention be  left  out  of  the  agreement  entirely  and  that 
no  statement  be  made  concerning  it.  It  straddles 
the  problem,  true,  but  it  does  not  put  us  into  a false 
position  where  we  are  allowing  something  that  will 
permit  the  status  quo  to  exist  because  it  is  easier 
that  way.  This  would  be  a complete  surrender  to 
the  desires  of  those  who  want  hospitals  to  practice 
medicine,  and  I for  one  am  not  ready  to  make  such  a 
surrender. 

“I  ask  you,  gentlemen,  to  support  the  minority 
report  and  to  vote  down  the  present  motion,  which 


is  to  vote  in  the  majority  report.  The  House  of 
Delegates  of  this  State  Society  has  on  many  occa- 
sions made  this  same  stand.  It  has,  on  two  pre- 
vious occasions,  turned  down  the  action  of  this  or 
similar  committees  which  would  have  done  the  same 
thing.  The  Council  on  one  occasion  approved  that 
report.  It  was  turned  down  by  the  House  of  Dele- 
gates. Last  year  the  Council  simply  passed  it  on 
without  comment.  The  House  of  Delegates  un- 
equivocally turned  it  down,  so  there  has  been  noth- 
ing to  my  knowledge  that  has  come  up  to  make  me 
feel  that  the  House  of  Delegates  or  the  State  Society 
has,  as  a whole,  changed  its  mind.  I think  that  we 
would  be  doing  wrong  to  take  any  positive  action 
on  this,  and  I submit,  gentlemen,  that  we  should 
support  the  minority  report.  I am  going  to  vote 
against  the  present  proposition.” 

After  further  discussion,  Dr.  Frederick  W.  Wil- 
liams offered  the  following  substitute  motion:  “that 
both  the  majority  and  the  minority  reports,  having 
been  heard  by  the  Council,  be  submitted  to  the 
reference  committee  of  the  House  of  Delegates ; that 
we  just  accept  this  report  but  do  not  approve  either 
the  majority  or  minority  report.”  Dr.  Kenney 
seconded. 

After  further  discussion,  Dr.  Wolff  offered  a sub- 
stitute motion  that  the  minority  report  be  passed 
without  comment  to  the  House  of  Delegates.  This 
motion  was  lost. 

Dr.  Williams’  motion  that  the  Council  transmit 
both  the  majority  and  minority  reports  to  the  House 
of  Delegates  without  comment  was  passed. 

Dr.  Aaron  was  applauded  after  his  remarks  in 
praise  of  the  foregoing. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
man, presented  the  following:  “Your  Council  Com- 
mittee on  Industrial  Health  met  January  8,  1958. 
The  following  items  were  under  consideration: 

“1.  Medical  Bureau  Licenses  for  Small  Industry. 
— In  accordance  with  the  Workmen’s  Compensation 
Law,'  Section  13— j,  an  employer  may  obtain  a license 
to  operate  a medical  bureau  for  his  own  employes 
only.  A situation  involving  employers  in  the  meat- 
packing industry  was  brought  to  the  attention  of 
your  Bureau  in  a communication  sent  by  the  medi- 
cal director  of  the  Occupational  Health  Program  of 
the  Public  Health  Service.  Three  large  meat 
packers  established  a cooperative  medical  unit  to 
provide  emergency  care  for  their  employes.  A 
full-time  nurse  and  a part-time  physician  were  em- 
ployed in  this  unit.  When  a medical.bureau  license 
was  requested,  it  was  denied  on  the  basis  of  Section 
13— j . In  other  words,  each  of  the  employers  would 
need  a unit  for  his  own  use  and  could  not  establish 
a cooperative  unit  such  as  they  attempted,  although 
the  services  required  are  limited  and  the  number  of 
employes  would  not  exceed  500.  The  Public 
Health  Service  is  anxious  to  promote  such  projects 
since  it  meets  a need  in  industry  which  may  not  be 
obtained  in  any  other  way. 

“Your  committee  considered  this  thoroughly  and 
unanimously  endorsed  the  practice  by  small  indus- 
try in  grouping  together  to  seek  medical  services. 
However,  it  recommends  that  the  physician  should 
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establish  the  medical  bureau  in  his  own  name  and 
be  able  to  service  the  industry  through  private  ar- 
rangements. The  Workmen’s  Compensation  Board 
could  then  legally  issue  a license  in  the  physician’s 
name. 

“2.  Annual  Award  in  Industrial  Health. — Your 
Council  committee  considered  nominations  for  the 
first  annual  award  in  industrial  health  to  be  given  to 
New  York  University  Institute  of  Industrial  Medi- 
cine for  its  efforts  in  advancing  the  principles  of  in- 
dustrial health.  It  is  respectfully  requested  that  the 
Council  authorize  a presentation  of  a citation  to 
New  York  University  to  be  presented  during  the  an- 
nual meeting  of  the  State  Medical  Society. 

“3.  Standards  for  Health  Centers  Under  New 
York  State  Department  of  Social  Welfare  Super- 
vision.— After  consideration  of  the  standards  pre- 
sented by  the  New  York  State  Department  of 
Social  Welfare,  it  is  recommended  that  in  all  pro- 
posed legislation  in  the  establishment  of  union 
health  centers  sponsoring  organizations  write  into 
the  law  the  principle  of  the  free  choice  of  physician 
and  that  full  cooperation  be  enlisted  from  the  local 
county  medical  society.  ( Copies  of  the  standards 
were  distributed  for  information.) 

“4.  Industrial  Health  Committees  in  County 
Societies. — Your  director  is  pleased  to  announce  that 
as  a result  of  a survey  it  was  learned  that  24  county 
medical  societies  had  industrial  health  committees, 
12  have  shown  interest  in  establishing  an  industrial 
health  committee  and  have  been  advised  of  the 
general  scope  of  such  committees,  ten  have  no  com- 
mittee and  feel  there  is  no  need  for  one  in  their 
counties  because  of  rural  character,  and  15  have 
not  responded.  Further  follow-up  will  be  made. 

“5.  Annual  Congress  on  Industrial  Health  of  the 
American  Medical  Association. — Your  director  at- 
tended the  four-day  Congress  on  Industrial  Health 
under  the  auspices  of  the  Council  on  Industrial 
Health  of  the  ALmerican  Medical  Association, 
January  26  through  29.  Each  of  the  state  societies 
reported  on  the  activities  of  its  committee  on  indus- 
trial health,  and  these  reports  will  be  summarized 
and  distributed  by  the  A.M.A.  The  scientific  ses- 
sions included  such  items  as  'General  Aspects  of 
Disability  Evaluation,’  ‘Current  Problems  in  Oc- 
cupational Dermatoses,’  and  ‘Low  Back  Pain.’ 

“It  was  urged  by  the  Council  on  Industrial  Health 
and  the  Industrial  Medical  Association  that  each 
state  medical  society  seek  representation  on  the 
Governor’s  Committee  on  Employment  of  the 
Physically  Handicapped.  Nominations  from  the 
Governor’s  Committee  for  the  award  to  be  given  a 
physician  who  made  outstanding  contributions  to 
employment  of  the  physically  handicapped  to  the 
President’s  Committee  are  made  upon  the  advice  of 
the  State  Medical  Society.  The  national  physician 
so  honored  is  presented  the  award  at  the  Annual 
Congress  on  Industrial  Health.  It  is  an  honor  for 
which  there  is  competition  and  should  be  sought 
after  by  New  York  State.  It  is  recommended  that 
the  Medical  Society  of  the  State  of  New  York  com- 
municate with  the  Governor  in  an  effort  to  form  a 
liaison  advisory  group  to  this  committee.” 

Dr.  Di  Natale  stated:  “I  wish  to  bring  out  cer- 


tain points  particularly  in  the  report,  part  3,  if  you 
care  for  and  are  interested  in  the  practice  of  medi- 
cine not  by  hospitals  but  by  unions — and  I don’t 
know  what  the  difference  is.  Whether  we  can  ac- 
complish that  we  do  not  know,  but  at  least  we  are 
making  an  effort  that  each  local  county  society  has 
a part  in  the  development  as  the  adviser  to  the 
union  health  centers  if  it  is  possible.  That  we 
firmly  believe  in. 

“I  ask  the  Council  to  authorize  the  presentation 
of  a plaque  carrying  a citation,  to  be  presented  at  the 
next  House  of  Delegates  to  the  School  of  Occupa- 
tional Medicine  of  New  York  University  for  ad- 
vancement in  the  field  of  occupational  medicine.” 

It  was  voted  that  the  Council  recommend  to  the 
Board  of  Trustees  that  they  appropriate  an  amount 
not  to  exceed  $50  for  this  plaque. 

Dr.  Di  Natale  reported:  “A  meeting  of  the  Com- 
mittee on  Industrial  Health  was  held  on  February  7. 
The  first  item  was  consideration  of  proposed  legisla- 
tion for  the  establishment  of  a union  health  center 
for  Local  32B.  The  New  York  County  Medical 
Society  was  also  interested  in  this  legislation  and 
asked  to  be  invited  to  our  discussion  but  the  physi- 
cian appointed  to  appear  (Dr.  A.  Robert  Peskin) 
called  and  stated  that  he  could  not  be  present.  It 
was  pointed  out  that  the  center  basically  is  diag- 
nostic and  not  designed  for  treatment  beyond  first 
aid. 

“Dr.  Givan  asserted  that  the  medical  societies 
must  be  on  the  alert  for  legislation  that  is  detri- 
mental to  the  medical  profession.  The  I.L.A.  health 
center  in  Brooklyn  originally  was  to  offer  medical 
service  that  included  all  treatment.  The  lawyers 
for  the  county  society  and  the  lawyers  for  the  I.L.A. 
worked  out  an  agreement  that  formed  an  executive 
committee  which  was  composed  of  leading  members 
of  the  medical  profession.  The  president  of  Kings 
County  Medical  Society  is  a member.  The  execu- 
tive committee  selected  the  medical  director,  an 
obstetrician,  who  is  responsible  to  obtain  suitable 
practitioners  to  conduct  the  clinics.  It  has  been 
going  very  smoothly,  and  doctors,  hospitals,  and  the 
community  are  well  satisfied.  Union  members  get 
good  diagnostic  services  and  are  referred  to  the  doc- 
tor of  their  choice  for  further  treatment.  In  Dr. 
Givan’s  opinion,  this  is  ideal. 

“The  Medical  Society  of  New  York  County  was 
curious  to  know  whether  the  administration  of 
Local  32B  Health  Center  would  seek  its  advice  in 
setting  up  the  facilities  and  in  administration.  Dr. 
Givan  reiterated  that  the  main  concern  should  be 
whether  the  free  choice  of  physician  principle  would 
be  observed  and  that  it  be  purely  a diagnostic 
clinic. 

“Dr.  Benenson,  the  medical  director,  stated  that 
the  health  center  takes  care  of  members  of  the  union 
for  diagnostic  purposes  only  and  does  not  include 
service  to  their  families.  They  have  a closed  panel 
of  surgeons  who  adhere  to  certain  minimal  fees  and 
whose  names  are  available  to  the  members  upon  re- 
quest. As  soon  as  the  health  center  is  developed, 
they  will  try  to  expand  the  list  of  consultants  to  all 
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Consistent  Gains  in 
Can  Be  Achieved  with 

The  unemployable  arthritic  once 
again  may  undertake  full 
employment  and  normal  recreation. 
Patients  once  confined  to  the  home 
or  wheel  chair  often  find  it  possible 
to  engage  in  light  work.  And  even 
bedridden  patients  can  walk  with 

Superior  Conservative 
Buffered 

Buffered  Pabirin  epitomizes 
modern,  conservative  therapy 
without  the  serious  complications 
of  corticoid  therapy.  Adrenal 
atrophy,  peptic  ulcers,  moon-face, 
hypertension  or  psychotic  reac- 
tions, a constant  risk  whenever 
corticoids  are  used,4-7  will  not 


Functional  Capacity 
Conservative  Therapy 

comfort  again.  These  are  the 
benefits  of  conservative  therapy 
as  demonstrated  in  long-term 
studies.1, 2,3  In  fact,  in  these  four- 
year  comparative  studies  of 
salicylate  and  cortisone,  the 
corticoid  showed  no  superiority. 

Therapy  Provided  by 
Pabirin 

occur  with  Buffered  Pabirin.  Month 
after  month,  Buffered  Pabirin  can 
be  administered  with  a minimum 
of  problems  to  patient  and 
physician,  and  without  the  side 
effects  common  to  the  use  of 
salicylates  alone.  Buffered  Pabirin 
is  sodium  and  potassium  free. 


Buffered  Pabirin  combines  new  form  and  formulation 
for  faster  pain  relief,  improved  gastric  tolerance 

Each  tablet  of  Buffered  Pabirin  consists  of  an  outer 
layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid  and  ascorbic  acid;  an  inner 
core  of  aspirin.  The  outer  layer  quickly  releases 
aluminum  hydroxide  which  affords  superior  buffering 
action  and  protects  against  gastric  irritation.  The 
core  of  Buffered  Pabirin  then  disintegrates  rapidly, 
permitting  fast  absorption  of  acetylsalicylic  acid. 
PABA  potentiates  the  acetylsalicylic  acid  and  thus 
creates  high  salicylate  blood  levels.  The  ascorbic  acid 
counteracts  vitamin  C depletion. 

The  new  form  and  formulation  of  Buffered  Pabirin 
provides  high  and  sustained  salicylate  blood  levels. 
It  may  be  administered  over  long  periods  of  time 
without  the  nausea,  dyspepsia  or  other  gastrointes- 
tinal symptoms  so  frequently  experienced  with 
salicylates  alone. 


in  osteoarthritis,  gouty  arthritis,  rheumatoid  arthritis, 

bursitis,  fibrositis,  or  tendinitis 


Photographs  show  2-stage 
Tandem  Release  disintegration 


Buffered  Mirin'  Tablets 

Each  tablet  contains: 
Acetylsalicylic  acid  (5  gr.) . . 300  mg. 
Para-aminobenzoic  acid 


(5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum 

hydroxide  gel 100  mg. 


Sodium  and  potassium  free. 

Dosage:  Two  or  three  tablets  3 
or  4 times  daily. 

References:  1.  Report  of  Joint  Committee, 
Medical  Research  Council  & Nuffield  Founda- 
tion, Treatment  of  Rheumatoid  Arthritis, 
British  Medical  Journal  (May  29)  1223-1227, 
1954.  2.  ibid.  (April  13)  847-850,  1957.  3.  Hart, 
D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and  Polley, 
F.  H.:  Ninth  International  Congress  on 
Rheumatic  Diseases,  Toronto,  Ont.  (June  25) 
1957.  4.  Lewis,  L.,  et  al.:  Ann.  Int.  Med. 
S0-116,  1953.  5.  Demartini,  F.,  et  al.:  J.A.M.A. 
158: 1505,  1955.  6.  Segaloff,  A.:  Ann.  Allergy 
12: 565,  1954.  7.  Kern,  R.  A.:  Am.  J.  M.  Sc. 
233: 430,  1957 
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boroughs.  A report  of  the  medical  findings  is  sent 
to  the  individual’s  personal  physician  when  au- 
thorized. If  the  family  physician  sends  a member 
for  diagnostic  workup,  it  is  done  only  after  a com- 
plete physical  examination  of  the  patient  by  the 
center.  The  diagnostic  tests  prescribed  by  the 
family  pl^sician  will  be  done  at  the  center,  unless 
it  is  felt  that  the  tests  may  be  hazardous  for  the 
patient. 

“Answering  Dr.  Newquist  Dr.  Benenson  replied 
that  the  union  officials  do  not  have  access  to  the 
center’s  medical  files,  nor  does  the  center  com- 
municate with  management.  This  aspect  will  be 
developed  in  the  future  on  a broad  scale  through 
discussion  with  union  leaders  and  then  manage- 
ment will  be  informed.  If  a member  is  found  to 
have  active  tuberculosis,  for  example,  the  center 
will  communicate  with  the  City  Department  of 
Health. 

“Further  answering  Dr.  Newquist  Dr.  Benenson 
stated  he  was  sure  the  union  and  he  would  welcome 
an  advisory  committee. 

“Dr.  Mira  pointed  out  that  the  health  center 
would  be  under  supervision  of  the  New  York  State 
Department  of  Social  Welfare  and  that  this  De- 
partment has  set  up  regulations  for  which  approval 
has  been  asked  of  the  State  Medical  Society.  One 
of  the  recommendations  in  the  State  Department 
of  Social  Welfare  standards  was  that  ‘a  board  of 
directors  be  set  up  which  would  investigate  com- 
plaints or  any  evidence  of  unsatisfactory  profes- 
sional conduct  on  the  part  of  members  of  the  medi- 
cal staff  and  also  hear  and  determine  disputes 
between  center  staff  and  patients  or  nonparticipat- 
ing physicians  and,  where  appropriate,  make  rec- 
ommendations to  the  medical  director.’  It  was 
pointed  out  that  the  center  with  a closed  panel  of 
physicians  would  be  in  no  position  to  attempt  to 
discipline  physicians  who  are  nonmembers  of  the 
group.  The  nonpanel  physicians  will  ask  the  county 
society  for  support. 

“Dr.  Benenson  stated  he  would  discuss  the  need 
for  an  advisory  committee.  He  was  certain  that  the 
advisory  structure  of  the  I.L.A.  health  center  would 
be  acceptable  to  the  board  of  his  health  center. 

“Dr.  Mira  stated  that  one  of  the  recommenda- 
tions made  by  this  Council  committee  to  the  De- 
partment of  Social  Welfare  would  be  that  there  be  a 
closer  liaison  with  the  local  county  society,  and  the 
other  recommendation  would  insist  on  the  free 
choice  principle. 

“This  is  for  information,  but  I have  here  a bulle- 
tin that  is  issued  by  Service  Employees.  It  is  issued 
by  local  Building  Service  Employees  International 
Union  AFL-CIO  bimonthly,  and  in  headlines,  Local 
32B  Opens  Own  Health  Center.  Evidently  they 
are  expecting  the  law  to  be  passed,  and  it  probably 
will  be.  I think  some  of  these  health  centers  are 
both  sponsored  and  financed  by  management  and 
run  by  the  union.  I believe  the  Hotel  Trades  Coun- 
cil is  in  that  category;  the  hotel  people  pay  the  bill. 
All  we  can  do  is  to  try  to  advise  them  and  see  that 
they  live  up  to  the  free  choice  principle.  Also  that 


they  consult  the  local  county  medical  societies  be- 
fore these  things  are  set  up.  Up  to  this  moment, 
this  is  advisory,  and  no  decision  has  been  made  by 
the  advisory  committee.” 

After  discussion,  it  was  voted  to  adopt  the  report 
as  a whole. 

Legislation. — Dr.  Hemy  I.  Fineberg,  chairman, 
presented  the  following  report:  The  Legislature 

convened  on  January  8.  Excerpts  from  the  Gover- 
nor’s Message  to  the  Legislature  and  the  Republican 
Legislative  Program  for  1958  have  been  included  in 
the  bulletin  of  the  Legislation  Bureau.  Bills  con- 
cerned with  medicine  and  public  health  have  been 
introduced  in  great  numbers,  but  no  one  can  ac- 
curately predict  what  course  most  of  them  will 
take.  The  Assembly  rule  on  the  introduction  of 
bills  has  been  amended  making  the  final  date  for 
unlimited  introduction  of  bills  the  second  Tuesday 
of  February.  Thereafter,  each  member  of  the  As- 
sembly may  introduce  on  or  before  the  fourth 
Tuesday  of  February  not  to  exceed  a total  of  ten 
bills.  This  rule  is  not  applicable  to  the  Committee 
on  Rules. 

Your  chairman  attended  the  annual  dinner  of  the 
Council  of  Legislation  of  the  Dental  Society  of  the 
State  of  New  York  in  Albany  on  January  21.  A 
number  of  senators  and  assemblymen  were  present, 
and  your  chairman  had  the  opportunity  of  discuss- 
ing portions  of  our  legislative  program  with  them. 
The  president  of  the  Dental  Society  has  informed  us 
that  the  dentists  will  support  our  stand  against  the 
chiropractors  and  that  they  will  do  everything  in 
their  power  to  help  us. 

On  January  22  your  chairman  conferred  with 
Mr.  John  J.  Kelfy,  Jr.,  of  counsel  to  our  executive 
officer,  and  Dr.  Granville  W.  Larimore,  Deputy 
Commissioner  of  Health.  Our  entire  legislative 
program  was  reviewed. 

The  Department  of  Health  is  concerned  about  two 
bills:  Senate  Int.  796,  Assembly  Int.  1036  and 

Senate  Int.  797,  Assembly  Int.  1037.  These  are 
similar  in  that  both  require  the  Public  Health 
Council  to  hold  public  hearings,  after  publication 
of  notice,  before  any  regulation  of  the  SanitanT  Code 
is  established,  amended,  or  repealed. 

In  a memorandum  dated  January  24,  Commis- 
sioner Hilleboe  points  out  that  the  Public  Health 
Council  was  organized  in  1913,  with  six  members 
and  the  Commissioner  of  Health  ex  officio.  In  1935, 
the  membership  was  increased  to  eight  appointive 
members,  at  least  four  of  whom  are  required  to  be 
physicians  with  training  or  experience  in  sanitary 
science;  one  member  must  be  a sanitary  engineer. 
Since  its  establishment,  the  Council  has  always 
drawn  its  membership  from  the  outstanding  physi- 
cians and  scientists  of  the  State.  They  have  given 
unstintingly  of  their  time  and  their  talents  in  the 
interest  of  better  health  for  the  people  of  New 
York  State.  The  members  of  the  Council  receive 
no  special  privileges  and  their  monetary  compensa- 
tion has  always  been  nominal  for  men  of  their  cali- 
bre. The  Council  holds  about  ten  meetings  a year, 
plus  emergency  sessions  as  the  need  arises. 

[Continued  on  page  1404] 
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The  primary  purpose  for  creating  such  a Council 
was  to  establish  a Sanitary  Code.  Another  general 
purpose  was  to  relieve  the  Legislature  from  the  bur- 
den of  considering  technical  subjects  in  the  field  of 
medicine  and  sanitation  and  to  provide  a flexible 
mechanism  whereby  regulations  necessary  to  handle 
an  emergency  such  as  an  epidemic  or  disaster  could 
be  enacted  without  delay. 

The  proposed  bills  would  greatly  weaken  the  ef- 
fectiveness of  the  Public  Health  Council  in  the 
maintenance  and  improvement  of  public  health  in 
New  York  State.  They  should  be  strongly  opposed 
by  our  Society. 

Several  bills  have  been  introduced  which  would 
amend  the  Vehicle  and  Traffic  Law.  They  deal 
with  safety.  The  Department  of  Health  is  of  the 
opinion  that  many  are  premature  and  ill-advised  be- 
cause of  lack  of  true  standards. 

Your  chairman  was  invited  to  be  present  at  a din- 
ner meeting  in  Brooklyn  on  January  23,  arranged 
by  the  Medical  Society  of  the  County  of  Kings,  in 
order  to  discuss  the  Pino-Samansky  bill  (Senate  Int. 
173;  Assembly  Int.  98).  This  would  “amend  the 
public  health  law  in  relation  to  registration,  care, 
and  treatment  of  narcotic  drug  addicts  other  than 
adolescent  drug  users.”  The  Department  of 
Health  does  not  favor  this  bill  and  has  recom- 
mended that  it  be  changed  to  call  for  an  experi- 
mental program  for  a limited  number  of  drug 
addicts,  a pilot  study.  Money  for  this  purpose  has 
been  available  for  some  time.  Assemblyman 
Samansky  agreed  to  meet  Dr.  Hilleboe  again  in 
order  to  arrive  at  some  equitable  solution. 

In  accordance  with  the  wishes  of  the  Council, 
your  chairman  attended  a public  hearing  of  the 
Joint  Legislative  Committee  on  Health  Insurance 
Plans  on  January  30.  This  conference  was  held  for 
the  purpose  of  discussing  four  bills  on  health  insur- 
ance, sponsored  by  Senator  George  R.  Metcalf, 
which  have  two  purposes:  “(1)  to  protect  the  con- 
sumer against  nonrenewal  or  cancellation  of  his 
health  insurance  policy,  and  (2)  to  require  that 
upon  leaving  employment  he  be  permitted  to  con- 
vert his  group  insurance  to  an  individual  policy  if 
he  wishes  to  do  so.”  Dr.  Harold  B.  Smith,  execu- 
tive officer;  Mr.  George  P.  Farrell,  director  of  the 
Bureau  of  Medical  Care  Insurance,  and  Dr.  Carl  R. 
Ackerman,  chairman  of  the  Subcommittee  on 
Medical  Expense  Insurance,  were  also  present. 
Two  dozen  witnesses,  including  government  of- 
ficials, lauded  the  aims  of  the  committee’s  pro- 
posals. Representatives  of  insurance  voiced  strong 
opposition.  They  did  not  want  the  State  to  man- 
date the  terms  of  policies.  Compulsory  State 
health  insurance  might  be  the  result.  The  costs 
would  rise  as  much  as  40  per  cent.  Governor 
Harriman  is  supporting  Administration  bills  that 
also  provide  for  mandatory  conversions. 

The  Republican-sponsored  bill  would  bar  the  can- 
cellation of  hospital,  medical,  and  surgical  policies 
after  they  had  been  in  force  for  two  years  and  also 
would  permit  the  conversion  of  a group  policy  to  an 
individual  policy  at  a rate  increase  no  higher  than 
10  per  cent.  The  Democratic  bill  would  provide 


that  rates  on  conversions  would  be  determined  by 
the  rate  of  the  group  policy  under  which  the  insured 
was  formerly  covered.  It  also  provides  for  the 
conversion  of  fife  insurance  as  well  as  hospital, 
medical,  and  surgical  insurance. 

We  will  postpone  action  as  regards  these  insurance 
bills  pending  their  evaluation  by  the  Medical  Ex- 
pense Insurance  Subcommittee  and  the  recom- 
mendations of  the  Council. 

Two  bills  have  been  introduced  which  would 
amend  the  Lien  Law  (Senate  Int.  1073;  Assembly 
Int.  1291)  to  “include  persons  receiving  emergency 
treatment  in  provisions  allowing  hospitals  to  file 
lien  for  cost  of  treatment  and  care  against  pro- 
ceeds of  negligence  actions.”  Our  secretary  has 
made  the  wise  suggestion  that  this  law  be  further 
amended  to  provide  that  members  of  the  medical 
profession  also  be  given  the  right  to  file  liens  in  such 
cases.  This  matter  has  been  referred  to  our  execu- 
tive officer. 

As  this  report  is  being  dictated,  a number  of  our 
bills  have  already  been  introduced.  The  others 
have  been  drafted  and  will  soon  be  presented  with 
the  exception  of  the  one  calling  for  the  creation  of  a 
commission  to  study  autopsies  and  the  laws  govern- 
ing the  dead  human  body.  Here,  we  are  awaiting 
the  results  of  our  contacts  with  the  counsel  to  the 
Governor  and  the  majority  leader  of  the  Senate. 
Our  proposed  Injunction  Bill  was  written  after  con- 
sultation with  one  of  the  assistant  attorney  generals 
assigned  to  the  Education  Department. 

It  was  voted  to  approve  the  report. 

Federal  Legislation  Subcommittee. — Dr.  Fineberg 
submitted  the  following  report  at  the  request  of 
Dr.  John  F.  Rogers,  chairman  of  the  subcommittee: 
Since  the  Council  meeting  of  January  9 when  a res- 
olution directed  against  the  impending  legislation, 
the  Forand  Bill  (H.R.  9467),  was  approved  by  you, 
a request  was  received  from  the  office  of  the  Ameri- 
can Medical  Association  to  meet  with  Mr.  Aubrey 
D.  Gates  on  this  matter.  The  purpose  was  to  dis- 
cuss the  development  of  a long-range  program  set 
up  by  the  A.M.A.  Task  Force  to  meet  such  threats 
as  are  contained  in  legislation  like  the  Forand  Bill. 

This  meeting  was  held  February  6 in  Dr.  Ander- 
ton’s  office.  Present  were:  Dr.  Henry  I.  Fineberg, 
chairman,  Committee  on  Legislation;  Dr.  W.  P. 
Anderton,  secretary;  Dr.  George  J.  Lawrence,  Jr., 
member,  Subcommittee  on  Federal  Legislation; 
Dr.  Charles  F.  McCarty,  executive  director,  Medi- 
cal Society  of  the  County  of  Kings;  Mr.  Aubrey  D. 
Gates,  A.M.A.  Task  Force;  Mr.  O'.  D.  Campbell, 
Public  Relations  Counsel,  A.M.A.;  Mr.  Frederick 
W.  Miebach,  director,  Public  and  Professional  Rela- 
tions Bureau,  and  Dr.  John  F.  Rogers,  chairman, 
Subcommittee  on  Federal  Legislation. 

It  had  been  suggested  by  Mr.  Gates  that  we  invite 
physicians  who  personally  knew  the  two  members 
of  the  House  of  Representatives  Ways  and  Means 
Committee  from  New  York  State,  Mr.  Eugene  J. 
Keogh  and  Mr.  Daniel  A.  Reed.  Dr.  McCarty  is  a 
personal  friend  of  Representative  Keogh.  We  were 
unable  to  obtain  on  short  notice  anyone  from  Dun- 

[Continued  on  page  1406] 
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kirk. 

Your  chairman  will  endeavor  to  correlate  infor- 
mation and  report  to  the  Task  Force  of  the  Ameri- 
can Medical  Association. 

It  was  voted  to  approve  the  report. 

Cults. — Dr.  Henry  I.  Fineberg,  chairman,  re- 
ported that  since  the  last  meeting  of  the  Council, 
the  Plan  of  Action  has  been  set  into  motion  and  the 
action  timetable  of  the  committee  was  spelled  out. 

“The  Woman’s  Auxiliary  is  helping  in  our  anti- 
chiropractic campaign  in  every  way  possible.  Bills 
calling  for  the  licensing  of  chiropractors  have  been 
introduced.  What  is  more  ominous  is  that  the 
chiropractors  have  come  up  with  a new  line  of  attack 
in  order  to  gain  recognition  as  a profession.  They 
have  had  a bill  introduced  which  would  exempt 
chiropractors  from  jury  duty.  This  is  an  attempt  to 
gain  respectability  through  the  back  door.  We  must 
strongly  oppose  this  legislation. 

“The  following  is  an  excerpt  from  a regular  news 
column  which  appeared  in  the  New  York  Mirror  on 
Sunday,  February  2:  'QUIETLY,  BUT  effec- 

tively, chiropractors  of  New  York  State  who  have 
been  shut  out  for  more  than  40-yrs.  trying  to  win 
licensing  here,  are  organizing  what  might  be  a 
potent  factor  in  coming  state  elections.  Led  by  the 
Chiropractic  Assn,  of  N.Y.  State,  a large  voting 
bloc  is  being  assembled  through  their  patients  and 
their  families.  The  citizens  group  headed  by  Rev. 
Frank  Peer  Beal  is  extremely  active  in  Queens, 
B’klyn,  Nassau,  Suffolk  and  Richmond.’  From 
what  we  can  learn,  Reverend  Beal  is  a resident  of 
Brooklyn. 

“Your  chairman  has  alerted  the  presidents  and 
legislation  chairmen  of  the  Medical  Societies  of 
New  York,  Bronx,  Kings,  Richmond,  Queens, 
Nassau,  and  Suffolk  so  that  our  colleagues  in  these 
areas  will  be  aware  of  campaigns  to  be  conducted 
by  the  chiropractors.  All  efforts  must  be  made  to 
counteract  the  political  ambitions  of  chiropractic  by 
enlisting  the  aid  of  our  patients  and  other  public- 
spirited  citizens.” 

It  was  voted  to  approve  the  report. 

Dr.  Fineberg  called  on  Dr.  Smith  for  the  latest 
news  from  Albany.  Dr.  Smith  stated:  “Our  bills 
are  being  introduced  in  good  order.  The  only  bill 
which  has  progressed  is  the  one  on  group  life  insur- 
ance, which  has  been  reported  out  of  the  Senate 
Insurance  Committee.  On  the  other  side,  the  op- 
tometrists have  their  bill  reported  out  in  the  Senate 
which  would  place  them  in  Blue  Shield  Plans  in 
the  same  situation  that  the  dentists  and  podiatrists 
are.  That  has  not  moved  in  the  Assembly.  The 
Local  32-B  bill  has  not  been  reported  out  in  the 
Senate.  It  was  held  in  committee.  We  requested 
that.  They  held  it  for  a long  period  pending  con- 
versations between  some  of  the  interested  parties. 
On  the  issue  of  conversion  privileges  in  life  insurance 
policies,  I should  point  out  that  Senator  Metcalf’s 
proposals  are  not  necessarily  the  majority  Republi- 
can Party’s  proposals.  There  was  a considerable 
amount  of  opposition  on  the  basis  of  the  idea  that 


it  would  tend  to  dry  up  sources  of  health  insurance, 
make  plans  less  flexible,  and  might  ultimately  even 
lead  to  a State  health  insurance  fund  by  reason  of 
the  fact  that  nobody  else  could  compete  because 
of  the  conditions  that  would  be  placed  upon  the 
underwriting  of  insurance.  I think  that  the  ma- 
jority point  of  view  in  the  Senate  and  that  of  the 
leadership  is  something  different  from  Senator  Met- 
calf’s. I think  they  have  written  in  provisions  that 
would  prevent  companies  from  arbitrarily  cancel- 
ling policies  by  reason  of  disability;  in  other  words, 
when  a man  becomes  disabled  he  needs  his  insurance, 
and  I think  that  is  one  thing  they  would  like  to 
eliminate.  So  far  as  compulsory  conversion  privi- 
leges, I think  that  is  very  much  of  an  issue. 

“Another  bill  which  I would  like  particularly  to 
bring  to  your  attention  now  is  a new  twist  by  the 
physiotherapists.  In  past  years  they  have  tried  to 
set  up  an  independent  examining  board,  and  I suppose 
the  ultimate  objective  of  that  would  be  for  them  to 
function  independently  of  physicians,  but  they 
have  a different  twist  this  year,  which  is  a more 
limited  and  perhaps  a more  dangerous  objective  in 
the  long  run,  because  they  might  possibly  pass  it,  and 
that  is  they  want  to  set  up  a separate  grievance 
committee.  They  are  now  under  the  jurisdiction 
of  the  Medical  Grievance  Committee,  and  they 
want  to  break  away  from  that  and  handle  their 
own  disciplinary  matters. 

Malpractice  Insurance  and  Defense  Board.— 
Dr.  J.  Stanley  Kenney,  a member  of  the  Board, 
stated:  “I  have  a brief  report  of  the  meeting  last 
night,  which  contains  one  recommendation  to  the 
Council.  You  probably  all  received  in  the  mail 
within  the  past  week  a handsomely  engraved  card 
announcing  the  formation  of  the  Professional  Insur- 
ance Company  of  New  York,  which  has  been  granted 
a license  by  the  State  Insurance  Department  to 
write  malpractice  insurance  in  this  State.  Its  incor- 
porators are  the  firm  of  lawyers  that  represented 
Lloyd’s  in  this  State,  and  who  are  operating  out  of 
Baltimore,  Oakley,  Vaughan  and  Johnson,  and  a 
group  of  people,  selected  more  or  less  by  them. 
“This  is  a draft  of  a letter  to  Superintendent  Holz: 
‘The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  noted  that  the  recently 
organized  Professional  Insurance  Company  of 
New  York  has  been  licensed  and  has  had  its  pro- 
posed rates  approved  by  your  Department.  On 
behalf  of  the  Society,  the  Council  wishes  to  invite 
your  attention  to  what  it  considers  to  be  de- 
ficiencies in  the  data  submitted  in  support  of  the 
approved  rate  filing.  These  include  the  follow- 
ing: (a)  no  exposure  information;  (6)  no  divi- 
sion in  loss  experience  as  between  classes  and  ter- 
ritories; (c)  no  information  on  losses  as  between 
basic  and  excess  limits,  and  (d)  no  provision  for 
unreported  losses,  which  comprise  a substantial 
percentage  of  necessary  reserves,  and  no  data  on 
which  such  losses  can  be  estimated. 

‘It  would  also  appear  that  the  data  submitted 
are  unverified  and  that  sufficient  consideration 
may  not  have  been  given  to  the  experience  of 

[Continued  on  page  1408] 
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existing  admitted  carriers.  As  a result  of  our 
activities  and  long  experience  in  the  administra- 
tion of  the  Group  Plan  sponsored  by  the  Medical 
Society  of  the  State  of  New  York,  we  have  an 
appreciation  of  the  complex  underwriting  and  rat- 
ing problems  involved  in  providing  sound  medical 
malpractice  liability  insurance  in  the  State  of 
New  York.  Over  the  years,  in  cooperation  with 
the  Insurance  Department,  we  have  given  care- 
ful attention  to  the  relevant  factors  involved  in 
the  establishment  of  a proper  rate  structure  for 
this  type  of  insurance. 

Accordingly,  the  Society  views  with  serious 
concern  the  adverse  effects  that  inadequate  or 
inequitably  allocated  rates  may  have  upon  the 
continued  ability  of  its  members  to  retain  a de- 
pendable source  of  insurance  protection  with  the 
degree  of  coordination  now  exercised  by  the  So- 
ciety. Since  this  is  a matter  of  public  signifi- 
cance, we  desire  to  record  the  reservations  of  the 
Society  with  respect  to  the  correctness  and  sound- 
ness of  the  action  taken.’ 

“We  have  tried  to  phrase  this  letter  so  that  we 
would  not  appear  as  opposing  anything  that  legiti- 
mately is  trying  to  solve  a malpractice  problem  in 
this  State,  at  the  same  time  putting  ourselves  on 
record  as  to  our  experience  and  attitude. 

“As  a recommendation  from  the  Malpractice 
Insurance  and  Defense  Board,  as  a member  of  this 
Council  I move  this  letter  be  approved  and  sent.” 
It  was  voted  to  approve  and  send  this  letter. 

Nursing  Education. — Dr.  Raymond  S.  McKeeby, 
chairman,  presented  his  report  ( see  Additional  An- 
nual Reports , this  issue,  page  1371). 

Dr.  McKeeby  supplemented  by  stating:  “Per- 
haps a word  of  explanation  is  due  in  regard  to  our 
Nursing  Education  report.  Not  only  does  the 
committee  ask  for  more  work  to  do,  but  it  may  be  a 
little  vague  as  to  what  studies  are  intended.  We 
thought  that  if  an  evaluation  of  the  consensus  of  the 
members  as  to  the  result  of  nursing  education  as  it  is 
today  would  be  beneficial,  this  would  give  the  com- 
mittee a better  approach  in  their  advisory  capacity 
to  the  nursing  profession,  and  second  what  the 
physicians  can  do  to  further  aid  nursing  education 
is  a question  which  the  committee  feels  is  well  worth 
exploring. 

“In  the  report  where  it  was  mentioned,  ‘The 
committee  feels  that  the  physician  is  the  logical  in- 
dividual to  evaluate  results  of  current  nursing  educa- 
tion curricula,’  this  implies  outside  of  the  nursing 
profession  itself.  They  are  the  most  logical,  but  the 
results  of  the  nursing  education  could  be  left  up 
to  the  physician.” 

It  was  voted  to  approve  the  report. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  chairman,  reported:  “Yesterday,  the 
office  manager’s  report  was  received,  and  various 
personnel  matters  were  approved.  The  committee 
voted  to  continue  Blue  Cross  and  Blue  Shield 
coverage  until  July  1,  1958,  for  one  of  the  staff  mem- 
bers who  is  leaving  shortly  because  of  pregnancy. 


“It  was  reported  that  our  auditors  are  now  work- 
ing on  1957  financial  records.  It  is  hoped  that  they 
will  complete  their  work  in  time  to  publish  the  an- 
nual financial  reports  in  the  Journal  before  the 
annual  meeting. 

“An  additional  adding  machine  and  an  appro- 
priation of  $390  were  requested  for  the  accounting 
department.  The  need  for  the  machine  is  due  pri- 
marily to  the  volume  of  Medicare  checks.  After 
discussion,  it  was  voted  to  rent  one. 

“Dr.  Anderton  reported  that  he  had  received  a 
request  from  Mr.  John  H.  Hunt,  secretary-treasurer 
of  the  Medical  Society  Executives  Conference,  to 
fill  out  a questionnaire  on  personnel  practices.  After 
reviewing  the  questionnaire,  the  committee  felt 
that  it  would  be  proper  to  decline  to  take  part  in  this 
survey. 

“The  committee  discussed  various  office  rules  and 
procedures.  Among  them  was  changing  our  morn- 
ing starting  time  from  8:45  to  9 a.m.  The  com- 
mittee approved  this,  effective  February  17,  1958. 
This  will  change  our  work  week  from  36  V4  hours  to 
35  hours,  and  the  committee  authorized  the  office 
manager  to  pay  overtime  in  those  instances  where 
an  employe  works  more  than  35  hours.” 

It  was  voted  to  accept  the  report. 

Publication. — Dr.  Masterson,  chairman,  stated: 
“The  Publication  Committee  met  yesterday.  Dr. 
Redway  submitted  drawings  for  possible  use  for  the 
cover  of  the  convention  issue  of  the  Journal,  one 
of  which  was  selected  by  the  committee. 

“The  Publication  Committee  has  felt  for  some 
time  that  we  might  perhaps  summarize  scientific 
articles  in  the  Journal,  in  the  manner  in  which  this 
is  done  in  the  Journal  of  the  A.M. A.  It  was  felt 
that  this  might  increase  reader  interest.  No  deci- 
sion was  made  pending  further  study. 

“The  committee  considered  the  possibility  of  re- 
cording panel  discussions  at  the  Annual  Meeting. 
This  was  originally  suggested  by  Dr.  Alfred  P. 
Ingegno,  chairman  of  the  program  subcommittee. 
Our' committee  is  of  the  opinion  that  this  should  be 
done  but  that  the  cost  of  approximately  $900  ought 
to  be  borne  by  the  Journal  and  the  annual  meet- 
ing committee.  It  was,  therefore,  voted  that  a 
budgetary  increase  amounting  to  $450  covering  the 
Journal’s  portion  of  this  expense  be  requested. 

“Dr.  Redway  reported  that  he  had  received  an 
invitation  from  the  American  Medical  Writers  Asso- 
ciation to  fill  a vacancy  on  the  advisory  committee 
of  the  Association.  In  this  capacity  he  would 
represent  the  New  York  State.  Journal  of 
Medicine.  The  committee  voted  to  authorize 
Dr.  Redway  to  attend  the  annual  meeting  of  the 
Association  in  September. 

“The  committee  has  felt  for  some  time  that  we 
ought  to  have  someone  in  our  employ  as  assistant 
editor  on  a part-time  basis,  with  salary.  Dr.  Red- 
way was  authorized  to  explore  the  possibility  of  ob- 
taining someone  and  to  bring  in  his  recommenda- 
tions. 

“The  business  manager  submitted  his  monthly 
report,  and  it  was  noted  that  net  income  after  dues 

[Continued  on  page  1410] 
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allocation  for  the  Journal  had  decreased  $925  from 
last  year  at  this  time.  A comparison  of  gross  ad- 
vertising income  with  last  year  showed  an  increase 
of  $701  from  $35,424  in  1957  to  $36,125  in  1958.  As 
of  this  date  we  have  approximately  $277,288  in  ad- 
vertising scheduled  for  the  year  1958.  At  this  time 
last  year  we  had  a total  of  $281,036.  This  is  a de- 
crease of  $3,748  over  the  same  period  last  year. 

“It  was  proposed  that  the  Directory  exhibit  at  the 
1958  Annual  Meeting  present  the  procedures  used 
in  compiling  this  publication.  The  exhibit  would 
show  the  various  forms  used  and  the  flow  of  work 
from  start  to  finish.  It  was  estimated  that  the  cost 
of  preparing  this  exhibit  would  not  exceed  $200,  for 
which  an  appropriation  is  requested. 

"We  have  received  a letter  from  the  printer  of  the 
Journal  informing  us  that,  because  of  the  new 
contract  with  his  employes,  it  would  be  necessary 
to  increase  the  Journal  printing  rates  4 per  cent 
for  1958  and  3V2  per  cent  in  1959.  A supplemen- 
tary budgetary  increase  of  $5,000  is  requested  to 
cover  this  increase  in  printing  costs  for  1958.  We 
did  not  know  of  this  when  the  budget  was  prepared 
last  year.” 

It  was  voted  to  adopt  the  report. 

Planning  Committee  for  Medical  Policies. — Dr. 

Frederick  A.  Wurzbach,  Jr.,  chairman,  reported: 
“A  meeting  of  the  Planning  Committee  for  Medical 
Policies  was  held  on  Wednesday,  February  12,  at 
the  State  Society  offices.  The  chairman  announced 
that  Dr.  Frederick  W.  Williams  had  resigned.” 

It  was  voted  to  accept  Dr.  Williams’  resignation 
from  the  Planning  Committee  with  regret. 

Subcommittee  on  Suitable  Headquarters. — Dr. 

Walter  W.  Mott,  chairman,  submitted  a detailed  re- 
port. He  described  why  proposed  locations  at  10 
Columbus  Circle  and  50  West  44th  Street  were  un- 
desirable. 

“The  space  at  750  Third  Avenue  between  46th 
and  47th  Streets  is  very  convenient  to  Grand  Cen- 
tral. The  19th  floor  is  available,  with  room  for 
expansion.  There  is  a Schrafft’s  Restaurant  in  the 
building. 

“I  have  another  letter  from  Mr.  Blakeslee  de- 
scribing the  proposition.  In  addition,  Rodgers 
Associates,  the  firm  that  has  made  a tentative  layout 
of  the  floor  space,  have  offered  suggestions.” 

Dr.  Wurzbach  continued  with  his  report:  “The 
Planning  Committee  went  to  750  Third  Avenue  im- 
mediately after  the  meeting.  There  was  discussion 
as  to  whether  it  would  be  necessary  to  raise  dues  to 
cover  the  extra  cost  of  moving,  higher  rental,  etc. 
At  this  point,  Dr.  Maurice  J.  Dattelbaum,  treasurer, 
came  to  the  meeting  and  reported.  He  foresees  no 
necessity  for  raising  dues  for  about  four  years. 

“It  was  unanimously  resolved  that  the  Planning 
Committee,  after  inspection  of  the  premises  at  750 
Third  Avenue,  and  after  due  consideration  of  the  re- 
port presented  by  Dr.  Mott,  recommend  to  the 
Council  to  lease  the  premises  described.  It  was 
further  recommended  that  any  consideration  of 
office  space  be  made  with  the  thought  of  having  all 


of  the  departments  of  the  State  Society  together, 
with  the  exception  of  the  Albany  Office.” 

The  floor  plans  were  presented  to  the  Council, 
and,  after  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Board  of  Trustees  that  their 
chairman  be  authorized  to  have  a lease  drawn  up 
for  the  19th  floor  of  750  Third  Avenue  and,  after 
approval  by  our  legal  counsel,  to  sign  the  same. 

Dr.  Wurzbach  continued:  “The  Planning  Com- 
mittee felt  a vote  of  thanks  should  go  to  Dr.  Mott 
for  his  able  and  painstaking  efforts  as  chairman  of 
the  Suitable  Headquarters  Subcommittee. 

The  members  arose  and  applauded. 

It  was  voted  to  accept  the  report. 

Dr.  Mott  stated:  “May  I just  say  that  I can’t 
tell  you  what  this  means  to  me  because  I have  put 
in  an  awful  lot  of  work,  and  I am  glad  you  men  all 
approve.”  ( Applause ) 

At  Dr.  Mott’s  request,  it  was  voted  to  dissolve 
the  ad  hoc  committee  and  appoint  a new  committee 
to  go  over  the  final  plans  after  consultation  with 
the  various  heads  of  departments. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  presented  the  following  report: 

The  special  subgroup  on  ophthalmology  of  the 
Subcommittee  on  Accident  Prevention  met  on  January 
23  to  review  the  recommendations  made  to  Com- 
missioner Joseph  P.  Kelly  regarding  visual  tests  for 
applicants  for  operators’  licenses.  Doubt  as  to 
their  practicability  had  been  expressed  by  Dr. 
William  Haddon,  director  of  the  New  York  State 
Driver  Research  and  Testing  Center. 

It  was  agreed  that  as  information  becomes  avail- 
able through  research  as  to  the  correlation  of  visual 
defects  with  accidents,  the  examination  of  applicants 
can  be  patterned  accordingly,  but  the  immediate 
problem  is  that  many  persons  who  are  turned  down 
are  capable  of  safe  driving,  while  many  who  are 
passed  are  not  fit  to  drive.  The  tremendous  acci- 
dent rate  demands  prompt  measures,  even  though 
they  may  be  revised  later. 

The  immediate  problem  is  to  set  up  examining 
procedures  and  to  determine  the  role  of  the  private 
physician.  The  group  reviewed  their  previous  rec- 
ommendations in  detail  and  made  changes  which 
will  be  reported  later.  Dr.  Haddon  emphasized 
that  present  methods  of  examining  visual  acuity 
and  form  fields  are  inadequate  with  respect  to  the 
condition  of  the  chart,  the  accuracy  of  the  distance 
measured  off,  the  weather  conditions,  etc.  when  the 
testing  is  done. 

There  was  discussion  of  seat  belts  in  accident 
prevention.  The  matter  of  endorsing  them  as  the 
most  practical  and  feasible  means  of  controlling 
trauma  by  preventing  ejection  once  the  accident  is 
sustained  will  be  brought  before  the  over-all  Sub- 
committee on  Accident  Prevention  at  a meeting  in 
the  near  future. 

Postgraduate  Education. — Since  the  last  report 
to  the  Council,  meetings  have  been  arranged  for 
medical  societies  and  academies  of  medicine  in  the 
counties  of  Suffolk,  Rensselaer,  Herkimer,  Broome, 
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Greene,  Fulton,  Sullivan,  Chemung,  Jefferson, 
Schenectady,  and  Ontario. 

Approval  was  voted. 

Dr.  Moore  reported  regarding  a suggested  study 
of  alleged  use  of  amphetamine  among  college 
athletes. 

It  was  voted  that  it  be  left  to  the  chairman  of  the 
Public  Health  and  Education  Committee  whether  or 
not  he  contact  the  Carnegie  Foundation. 

Dr.  Moore  described  a meeting  of  the  Governor’s 
Committee  to  End  Poliomyelitis  by  Vaccination  at 
which  Dr.  Givan  represented  the  Medical  Society 
with  a pertinent  speech. 

It  was  voted  that  the  Medical  Society  support  the 
ideal  connected  with  this  effort. 

Dr.  Moore  reported  about  a letter  from  E.  J. 
Ade  & Company,  Inc.,  a fund-raising  public  rela- 
tions organization,  which  proposed  a televised  de- 
bate regarding  fluoridation  of  public  water  supplies. 
He  recommended  that  Dr.  Anderton  respond  that 
the  Medical  Society  has  made  a statement  and  de- 
clines this  invitation  to  debate. 

Approval  was  voted. 

Dr.  Moore  then  detailed  a misunderstanding  re- 
garding questionnaires  which  had  been  sent  to 
county  medical  societies  by  the  State  Joint  Legisla- 
tive Committee  on  Problems  of  the  Aging.  The 
main  subject  was  whether  to  transfer  supervision  of 
nursing  homes  from  the  Department  of  Social  Wel- 
fare to  the  Department  of  Health. 

After  discussion  it  was  voted  that  Dr.  Givan  and 
Dr.  Moore  should  attend  the  Ad  Hoc  Committee 
meeting  on  February  20. 

The  Public  Health  and  Education  Committee 
report  as  a whole  was  adopted. 

Public  Relations. — Dr.  John  M.  Galbraith,  vice- 
chairman  of  the  committee,  presented  the  following 
report  on  behalf  of  the  chairman,  Dr.  John  F. 
Rogers:  On  January  9,  the  Subcommittee  on  Coopera- 
tion with  Media  of  Information  met  representatives 
of  the  press,  radio,  TV,  and  magazine  writers  asso- 
ciations at  the  Hotel  Biltmore  in  New  York  City. 
Dr.  John  C.  McClintock,  subcommittee  chairman, 
presided  and  the  chairman,  the  subcommittee  mem- 
bers, Dr.  John  D.  Naples  and  Dr.  Henry  I.  Fine- 
berg,  and  the  staff  of  the  Public  and  Professional 
Relations  Bureau  were  present.  Representatives  of 
the  Greater  New  York  Hospital  Association  and 
the  New  York  State  Hospital  Association  also  were 
present.  The  purpose  of  the  meeting  was  to  “re- 
new and  review”  the  “Guide  for  Cooperation  for 
Doctors,  Hospitals  and  Reporters”  as  promised  in 
the  Guide. 

No  significant  changes  were  proposed.  All  pres- 
ent were  agreed  that  in  practical  operation  the 
Guide  was  working  very  satisfactorily.  It  was  sug- 
gested, however,  that  steps  be  taken  to  make  the 
contents  of  the  Guide  better  known  to  physicians. 
Requests  for  copies  of  the  Guide  continued  to  be  re- 
ceived including  an  order  for  300  copies  from  the 
Special  Committee  on  New  Members  of  the  Medi- 


cal Society  of  the  County  of  New  York,  which  was 
filled. 

A meeting  with  representatives  of  the  bar  to  dis- 
cuss any  needed  changes  in  the  “Standards  of  Prac- 
tice for  Doctors  and  Lawyers”  has  been  tentatively 
set  for  March  13  at  the  Hotel  Biltmore,  New  York 
City. 

Following  the  action  of  the  Council  in  January, 
adopting  a resolution  opposing  the  Forand  Bill,  the 
Bureau  assisted  the  chairman,  in  his  capacity  as 
chairman  of  the  Subcommittee  on  Federal  Legisla- 
tion, in  mailing  copies  of  the  resolution.  These  were 
sent  to  the  President,  the  Department  of  Health, 
Education  and  Welfare,  members  of  the  House 
Ways  and  Means  Committee,  as  well  as  New  York 
Congressman  and  Senators.  Replies  have  been  re- 
ceived, including  one  from  Representative  Forand. 

A release  announcing  the  Council’s  endorsement 
of  fluoridation  and  Dr.  Thurman  B.  Givan’s  meet- 
ing with  Mayor  Wagner  to  advise  him  of  this  action 
was  distributed  to  newspaper  editors.  This  release 
was  given  much  space  and  prominent  position  in  the 
New  York  City  newspapers. 

Working  closely  with  the  Blood  Banks  Association 
of  New  York  State,  the  Bureau  prepared  a feature 
story  on  the  North  East  Blood  Banks  Clearing 
House.  Plans  are  under  way  to  have  this  pub- 
lished. 

Publicity  was  given  to  the  Award  of  Merit  of  the 
American  Association  of  State  and  Local  History 
to  the  New  York  State  Journal  of  Medicine 
for  the  historical  material  published  in  the  Sesqui- 
centennial  issue.  There  were  news  releases  and 
photographs  of  the  presentation. 

At  the  request  of  Mr.  Roscoe  C.  Edlund  the  field 
staff,  the  secretarial  staff,  and  the  director  of  the 
Bureau  gathered  extensive  materials  on  why  New 
York  State  leads,  or  should  lead,  the  nation  in  medi- 
cine. These  included  a “Chart  of  County  Medical 
Society  Activities”  which  augments  previous  maps 
showing  emergency  services  and  mediation  com- 
mittees. 

The  attention  of  the  Council  is  called  to  the  fact 
that  the  February  issue  of  Newsletter  features  pic- 
tures and  brief  biographies  of  all  the  councillors. 
These  pictures  will  be  seen  by  readers  as  far  away  as 
Alaska.  The  Bureau  recently  received  a request 
from  the  Anchorage,  Alaska,  office  of  the  Depart- 
ment of  Health,  Education  and  Welfare  to  be  placed 
on  the  mailing  list. 

The  Speakers  Bureau  continued  to  receive  requests 
for  speakers  to  address  local  groups  on  medical  sub- 
jects. These  were  relayed  to  the  county  societies 
from  which  the  requests  came.  Plans  for  having 
more  physicians  available  to  participate  on  radio 
and  television  programs  are  being  developed.  In- 
quiries for  health  films  continued  to  increase. 

During  the  past  month,  the  Bureau  assisted  the 
Woman’s  Auxiliary  in  many  activities.  Several 
mailings  were  sent  concerning  the  American  Medi- 
cal Education  Foundation,  the  campaign  against 
chiropractic  licensure,  and  other  matters.  Help 
also  was  given  in  regard  to  the  Health  Poster  Con- 
test, the  Distaff,  articles  in  the  Journal,  and  the 
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The  field  staff  continued  their  activities.  Prog- 
ress continued  to  be  made  by  Mr.  Schuyler,  Mr. 
Tracey,  and  Mr.  Walsh  in  inducing  county  medical 
societies  to  sponsor  courses  for  medical  personnel 
and  to  implement  the  “Standards  of  Practice.” 
The  courses  flourished  in  the  metropolitan  area, 
where  Nassau  County  has  slated  a second  course  and 
New  York  County  and  Kings  County  have  scheduled 
sessions.  Queens  County  and  Bronx  County  re- 
cently conducted  these  courses. 

In  accordance  with  the  new  policy  approved  by 
the  Council  an  early  start  was  made  in  obtaining 
nominations  for  the  annual  General  Practitioner’s 
Award.  On  January  16  a letter  bearing  Dr.  W.  P. 
Anderton’s  signature  was  sent  to  all  county  medical 
society  secretaries  requesting  nominees.  The  co- 
operation of  the  members  of  the  Council  is  requested 
in  bringing  this  matter  to  the  attention  of  their 
local  societies.  Prompt  replies  from  a large  number 
of  counties  will  expedite  the  work  of  the  committee 
in  selecting  a candidate  for  the  national  A.M.A. 
award. 

The  chairman,  the  director,  and  the  field  repre- 
sentatives held  a meeting  to  discuss  the  report  of  the 
Ad  Hoc  Committee  concerning  the  Bureau,  sub- 
mitted to  the  Council  at  its  January  meeting.  As  a 
result  steps  are  being  taken  to  implement  the 
report. 

A campaign  to  prevent  the  licensing  of  chiroprac- 
tors was  developed  along  the  lines  of  previous  cam- 
paigns by  Mr.  Miebach  and  his  staff  under  the 
supervision  of  Dr.  Henry  I.  Fineberg,  chairman, 
Committee  to  Combat  Cults.  A “Plan  of  Action” 
outlining  the  objectives  and  a timetable  of  events 
was  put  into  operation.  The  county  medical  socie- 
ties and  the  Woman’s  Auxiliaries  throughout  the 
State  have  been  alerted. 

Dr.  Fineberg,  the  director  of  the  Bureau,  and  Mr. 
Richard  M.  Stalvey,  A.M.A.’s  Bureau  of  Investiga- 
tion, met  in  New  York  City  to  discuss  materials  the 
latter  might  be  able  to  furnish  to  help  us  in  the  cam- 
paign. The  chairman,  his  committee,  and  the 
Bureau  are  prepared  to  take  whatever  further  action 
Dr.  Fineberg  may  deem  necessary  to  make  certain 
that  chiropractors  are  not  granted  the  privilege  of 
licensure  by  the  1958  State  Legislature. 

It  was  voted  to  approve  the  report. 

Woman’s  Auxiliary,  Advisory  to. — Dr.  Samuel  Z. 
Freedman,  chairman,  presented  the  following: 
“Under  date  of  January  8,  I received  a letter  from 
Mrs.  Leif  G.  Jensen,  president,  Woman’s  Auxiliary, 
containing  some  suggested  revisions  to  the  constitu- 
tion of  the  Auxiliary.  Dr.  Anderton  and  I have 
gone  over  them. 

“The  suggested  revisions  would  (1)  require  that 
‘active  members’  be  wives  of  members  of  the 
A.M.A.,  and  (2)  that  an  Auxiliary  member  whose 
husband  is  not  a member  of  the  A.M.A.  would  be 
known  as  a ‘state  member.’ 

“It  is  suggested  that  the  Auxiliary  constitution 
should  be  amended  to  provide  that  all  amendments 
to  the  Auxiliary  constitution  and  bylaws  be  subject 


to  approval  of  the  Council  of  the  State  Medical 
Society.” 

After  discussion,  it  was  voted  to  advise  the 
Woman’s  Auxiliary  against  the  changes  they  propose 
in  their  constitution  as,  in  the  opinion  of  the  Coun- 
cil, it  is  not  wise  to  divide  their  membership. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  presented  the  following  report: 
“The  Institute  on  the  Workmen’s  Compensation 
Law  conducted  under  the  auspices  of  the  Work- 
men’s Compensation  Board  was  successful  from  the 
point  of  view  of  attendance  and  interest.  Our 
president,  Dr.  Thurman  B.  Givan,  acted  as  moder- 
ator for  a panel  discussion  on  the  medical  aspects  of 
workmen’s  compensation  on  the  afternoon  of  Janu- 
ary 22.  His  remarks  were  well  received. 

“Effective  March  1,  1958,  Nassau  County  will 
transfer  jurisdiction  concerning  workmen’s  com- 
pensation matters  from  the  county  medical  society 
to  the  Medical  Practice  Committee  of  the  Work- 
men’s Compensation  Board.  As  a result  of  a special 
census  of  Nassau  County  conducted  by  the  Bureau 
of  the  United  States  Census,  Department  of  Com- 
merce, Nassau  County  now  has  a population  in 
excess  of  one  million.  The  Medical  Practice  Com- 
mittee as  it  is  now  functioning  in  the  four  larger 
counties  of  New  York  City  will  take  over  jurisdiction 
in  the  arbitration  of  all  medical  bills,  the  issuance  of 
medical  bureau  licenses,  and  the  granting  of  ratings 
to  physicians  to  enable  them  to  render  service  under 
the  Workmen’s  Compensation  Law.  The  same 
personnel  of  the  Medical  Practice  Committee  that 
is  now  functioning  in  New  York  City  will  serve  in 
all  matters  concerning  medical  practice  under  the 
Workmen’s  Compensation  Law  in  Nassau  County. 
Arbitration  of  medical  bills  that  are  now  pending  in 
Nassau  County  will  be  held  on  February  19  and  20 
in  an  effort  to  clear  the  calendar  so  that  the  Medical 
Practice  Committee  will  have  a clean  slate.” 

Dr.  Dorman  stated:  “You  have  before  you  the 

report  of  the  Committee  on  Workmen’s  Compensa- 
tion. In  the  matter  of  Mr.  Brind’s  letter  on  podi- 
atrists’ treatments  and  examinations,  where  they 
wanted  to  extend  that,  it  was  an  item  on  page  36 
of  the  December  12  report,  page  48  on  the  January  9 
Council  report,  the  matter  is  still  under  consider- 
ation. There  will  be  a further  report  on  that  next 
time.” 

It  was  voted  to  accept  the  report  as  a whole. 

Dr.  Dorman  stated:  “In  connection  with  legis- 

lation, I would  like  to  bring  up  the  question  of  the 
Hatfield  Bill  on  workmen’s  compensation  rehabilita- 
tion. This  has  the  backing  of  the  commerce  and 
industry  group,  and  they  have  asked  for  our  support. 
There  is  one  catch  in  it,  which  was  that  we  had 
agreed  with  Miss  Parisi  that  we  would  not  push  the 
matter  of  specialists’  panels  at  this  session.  This 
does  incorporate  the  specialist  panels  in  one  section 
of  the  bill,  so  that,  if  we  give  our  support  for  this 
rehabilitation,  there  is  slid  into  it  something  which 
we  agreed  to  let  ride  over  this  year.  On  page  3 it 
says,  ‘The  chairman  shall  designate  physicians  of 
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outstanding  qualification  as  expert  consultants.’ 
If  that  could  be  changed  to,  ‘The  chairman  may 
designate,’  it  would  probably'  take  the  sting  out  of 
the  fact  that  we  were  backing  this  particular  legisla- 
tion. I would  like  the  backing  of  the  Council  to 
recommend  that  change  to  the  Legislation  chairman. 
Approval  was  voted. 

Unfinished  Business 

1957  A.M.A.  Convention. — Dr.  Gerald  D.  Dorman 


stated:  “I  would  like  to  bring  up  a closeout  on  the 

American  Medical  Association  convention.  I have 
a report  from  Dr.  Joseph  Corr  on  the  golf  tourna- 
ment, which  broke  even.  If  you  include  the  con- 
tributions from  Queens  County  Medical  Society,  the 
State  Medical  Society,  and  the  drug  companies,  they 
ended  up  with  a positive  balance  which  wipes  out 
any  previous  deficit.  Dr.  Corr,  himself,  is  still 
owed  $230  by  the  A.M.A.  Golf  Association.” 

It  was  voted  to  accept  the  report. 


Forand  Bill 


H.  R.  9467  was  introduced  into  the  last  session  of 
Congress  by  Rep.  Aime  Forand  (Dem.  R.  I.).  It 
represents  the  second  major  extension  of  the  com- 
pulsory Social  Security,  an  act  which  forms  the 
foundation  of  the  Welfare  State,  U.S.A.  The  first 
extension  was  H.  R.  7225  which  makes  disabled 
persons  past  fifty  years  of  age  eligible  for  Federal 
Social  Security  benefits. 

The  Forand  bill  provides  for  hospitalization  and 
specified  surgical  benefits,  if  the  surgical  services 
are  performed  by  a Board-certified  surgeon  or  a 
member  of  the  College  of  Surgeons.  (A  nice  built- 
in  method  of  creating  a schism  in  the  medical  pro- 
fession.) 

About  13,000,000  Americans  will  be  eligible  for 
its  benefits  and  it  will  be  financed  by  all  persons  who 
are  now  on  the  Social  Security  rolls,  with  the  em- 
ployee and  the  employer  each  paying  an  additional 
2 to  3 per  cent  tax. 

Thus,  the  social  security  contribution  wall  be  about 
9V2  per  cent  of  the  earned  income  subject  to  social 
security  tax.  It  also  provides  an  increase  of  this 
earned  income  subject  to  social  security  tax  from 
$4,200  to  $6,000  per  year. 

If  this  bill  should  become  law,  socialism  in  the 
United  States  will  be  assured  because  it  is  estimated 
that  within  twenty-five  years,  30,000,000  to  40,000,- 
000  Americans  will  be  dependent  upon  the  govern- 
ment for  their  health  care  and  practically  all  persons 
will  receive  Social  Security  checks.  The  Marxian 
philosophy'  of  individual  dependence  upon  the  central 
government  will  have  been  adopted  through  the 
democratic  processes  of  a Republic.  No  wonder 
Khruschchev  recently  stated  that  war  and  revolution 
were  no  longer  necessary  to  achieve  the  objectives  of 
communism. 

Organized  medicine  has  much  more  at  stake  than 
the  fear  of  professional  regimentation  under  social- 
ized medicine.  Organized  medicine  must  fear  the 
ravages  of  all  of  the  evils  of  socialism  in  a totalitarian 
state. 

The  medical  profession  represents  an  informed 
group  of  professional  persons  who  not  only  know 
that  health  care  under  a regimented  system  of 
government  control  soon  deteriorates  into  an  im- 
personal, unsympathetic  trade-like  service,  but  it 


also  knows  as  a body  of  responsible  citizens,  that 
the  passage  of  the  Forand  bill  would  mean  the 
destruction  of  the  last  vestige  of  individual  respon- 
sibility. By  this  I mean  that  our  enormous  in- 
heritance tax  places  in  the  hands  of  the  government 
the  right  to  distribute  a substantial  part  of  our 
personal  lifetime  earnings  to  those  in  whom  we 
have  no  personal  interest  or  who  do  not  deserve 
such  a gratuity;  our  confiscatory  income  tax 
destroys  any  possibility  of  accumulating  enough 
wealth  which  could  be  used  as  risk  capital,  the  means 
by  which  this  nation  has  developed  the  highest 
standard  of  living  of  any  nation  in  the  world; 
and  now  the  proposed  expanded  social  security 
act  will  soon  make  the  government  largely  respon- 
sible for  the  health  care  of  this  nation,  as  well  as 
the  custodian  of  the  “savings”  program  for  all  of 
its  citizens,  a program  which,  because  of  its  com- 
pulsory nature,  is  based  on  the  thesis  that  Americans 
are  incapable  of  taking  care  of  themselves. 

What  to  do ? Organized  medicine  has  done  poorly 
in  the  national  political  ring.  It  has  won  only' 
one  major  national  political  battle,  the  defeat  of 
the  Wagner-Murray-Dingell  Bill  in  1948.  It 
immediately  broke  training  after  that  victory  and 
has  not  wmn  a bout  since.  The  worst  defeat  was 
the  acceptance  of  the  principle  that  Health,  Educa- 
tion, and  Welfare  are  close  relatives  and  should 
be  combined  under  one  cabinet  post.  Oscar 
Ewing  could  not  have  done  it  better  because  all 
one  needs  to  create  a welfare  state  is  control  of 
education  and  health;  Bismarck,  Lloyd  George,  and 
Lenin  all  proved  that. 

We  must  revitalize  the  force  which  w’as  mobilized 
to  defeat  the  Wagner-Murray-Dingell  Bill.  We 
must  join  forces  with  enlightened  groups  such  as 
the  U.  S.  Chamber  of  Commerce  and  our  numerous 
voluntary'  insurance  carriers  in  the  United  States. 
We  must  tell  the  American  people  that  they  are 
selling  their  birthright  for  a mess  of  pottage.  And, 
finally  and  most  important  of  all,  we  must  make 
an  all-out  effort  to  analyze  the  health  needs  of  the 
aging  in  order  to  provide  on  a voluntary  but  in- 
dividual basis  for  the  deficiencies  which  are  present. 
— The  Bulletin , Omaha-Douglas  County  Medical 
Society , January,  1958 


1416 


New  York  State  J.  Med. 


PYRIDIUM  RELIEVES  PAIN  PROMPTLY 

BRAND  OF  PHENYLAZO-DIAMINO-PYR1DINE  HCL) 


fills  the  gap  between  complaint  and 
correction  of  urinary  tract  disorders. 
In  20-25  minutes,  Pyridium  gives  re- 
lief of  urinary  tract  symptoms,  even 
before  the  cause  can  be  effectively 
treated.  Diagnosis,  antibacterial 
action  or  surgery  may  take  time— but 
pain  relief  can  be  immediate  with 
Pyridium,  the  standard  urinary  tract 
analgesic,  warner-chucott 
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Jbr  the  obese 

Tasty  Junket” rennet 
desserts  are  low  in 
caloric  value  yet 
supply  all  of  the 
nutrients  of  milk 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 

"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


effective,  practical! 


UMPS  VACCINE 


A specific  immunizing  antigen  (chick  embryo 
origin)  for  prevention  or  modification  of  mumps 
in  children  and  adults.  Vaccination  should  be 
repeated  annually. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  N.  Y. 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrointestinal 
distress 


■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 

no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
stimulation 

■ often  works  when  other 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

■ \i  U MV" 


'KENACORT*  IS 


SQUIBB  TRADEMARK 


I 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P syehiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-th e-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Motidl  ScAod  554  " C 

Licensed  by  the  State  of  New  York 


HOLBROOK  MANOR  T* 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  *1  -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PI N EWOOD  g;:  tehwE$«n}  <» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BUY 

Savings  Bonds 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 
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Noludar 

will  put  your  patient 
to  sleep  £511^^22 


and  he  will  not  awaken 


with  that  knocked  out 
feeling 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 

Noludar®— brand  of  methyprylon— non-barbiturate 
sedative-hypnotic 


Two  200  mg  Noludar®  Tablets 
(non-barbiturate)  are  almost 
certain  to  produce  sound, 
restful  sleep.  One  200  mg 
tablet  is  frequently  adequate. 


CLASSIFIED  ADVERTISING 


FOR  SALE 


Two-story  brick  & fieldstone  house  and  office  with  facilities, 
ideal  location  for  a physician.  Population  100,000 — nearest 
physician  about  IV2  miles  away. 

The  immediate  area  has  several  large  developments. 

For  information,  address:  Dr.  M.  Kramer 

Huntington  Animal  Hospital 
113  Walt  Whitman  Road 
Huntington  Station,  N.  Y. 


Radiology  practice  for  sale  or  partnership.  Investment 
required.  Metropolitan  New  Jersey.  Apply  Box  720,  N.  Y. 
St.  Jr.  Med. 


G.  P.  Office  for  sale,  Brooklyn,  fully  equipped,  low  rent,  suit- 
able for  pediatrician.  Call  MA  4-2329.  6-8P.M.  weekdays. 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 
specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building; 
street  entrance;  apartment  residential  area;  concessions; 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


WANTED 


Association  in  OB  Gyn.  practice.  Have  just  completed  4 
year  residency.  Board  qualified.  Write  Box  710,  N.  Y.  St. 
Jr.  Med. 


ASSOCIATION  WANTED 


MD,  DYNAMIC — wishes  to  associate  with  overburdened 
practitioner.  Box  722,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


ASSOCIATION  WANTED 


Otolaryngologist-Board  Eligible — training  in  plastic  surgery 
seeks  association  or  will  share  office — would  consider  purchase 
of  practice.  . . .first  ad.  . . .Box  719,  N.  Y.  St.  Jr.  Med. 


General  Surgeon — 33;  completing  surgical  residency  Univer- 
sity Hospital.  Married;  veteran;  desires  association  with 
group  or  established  practice.  Box  723,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Urologist — Board  eligible;  36;  married;  completed  residency 
in  Medical  Center,  desires  association  with  group,  clinic  or 
established  urologist.  Box  736  N.  Y.  St.  Jr.  Med. 


Established  Nassau  County  Ophthalmologist  desires  assistant 
leading  to  partnership.  State  qualifications,  experience  and 
availability.  Box  732,  N.  Y.  St.  Jr.  Med. 


X-RAY  EQUIPMENT  FOR  SALE 


X-ray  Equipment  presently  installed  excellent  condition. 
Therapy  200KV  15MA— Diagnostic  100KV  200MA  Radiolo- 
gist Box  717,  N.  Y.  St.  Jr.  Med. 


Cameron  Gastroscope  for  sale.  Excellent  condition.  Write 
Box  733,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assures  results.  Free  Service  first  18  davs — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 Vi  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  H04-1100. 


POSITION  WANTED 


Locum  Tenens  position  desired  by  young  general  practitioner 
for  one  yr.  Available  July  '58.  Box  728,  N.  Y.  St.  Jr.  Med. 


PART  TIME  POSITION 


Physician,  experienced  in  general  practice  and  internal 
medicine  seeks  part-time  position  in  Queens  or  Nassau 
County.  Box  729,  N.  Y.  St.  Jr.  Med. 


WANTED 


Obstetrician — General  Practitioner  interested  in  becoming 
associated  with  an  established  Internist — General  Practitioner 
in  a fast  growing  community  100  miles  from  New  York  City. 
No  investment  required.  Write  for  interview,  Box  730, 
N.  Y.  St.  Jr.  Med. 


Psychiatrist  director  wanted  for  adult  clinic  of  Niagara 
County.  Population  over  200,000.  Licensed  in  New  York 
State.  Salary  $15,000.00.  Monday  through  Friday.  Clinic 
has  psychologist  and  two  social  workers.  Apply  William  G. 
Ferguson,  M.D.,  Niagara  County  Mental  Health  Board. 
650  Fourth  Street,  Niagara  Falls,  N.  Y. 


Doctor  needed!  Semi-rural,  potential  8000  plus.  Excellent 
hospital  with  laboratory  facilities  in  City  of  Oswego,  10 
miles.  Syracuse,  30  miles.  Located  in  heart  of  boating,  fish- 
ing, hunting,  camping  region.  Reply  Med.  Service  NYS 
Placement  Bureau,  or  Leon  Stoddard,  pres.  Citizens  Com- 
mittee, New  Haven,  N.  Y. 


RESIDENT  WANTED.  General  Practice.  155  bed  hos- 
pital in  North  Jersey.  Openings  immediately  and  July  1. 
Well  organized  training  program  supervised  by  Director  of 
Medical  Education.  Active  teaching  services  afford  wide 
clinical  experience  and  ample  responsibility.  Monthly  sti- 
pend $300  and  full  maintenance.  Reply  Box  725,  N.  Y.  St. 
Jr.  Med. 
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WANTED— OPHTHALMOLOGIST 


Active  Industrial  Eye  Practice,  well  located  in  L.I.C.  center, 
for  sale.  Terms  arranged — unusual  opportunity.  Box  577, 
N.  Y.  St.  Jr.  Med. 


Excellent  opportunity  for  an  ophthalmologist.  Well-estab- 
lished Medical  group,  located  in  upstate  New  York,  is  inter- 
ested in  adding  an  ophthalmologist  to  its  staff.  Group  is 
a general  service  type  group  serving  a population  of  approx- 
imately 50,000.  Centrally  located  in  beautiful  resort  area. 
Box  709,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


MASSAPEQUA ! Office  and  home  attached.  For  sale  or 
rent.  Occupied  by  M.D.  for  past  six  years.  Excellent  lo- 
cation— busy  thoroughfare.  Reasonable.  Available  July. 
Wells  1-2259. 


Upstate  New  York — Adirondacks,  11,000  population.  13 
years  established  General  Practice  with  office  and  residence 
combined — $20,000.  Will  introduce.  Leaving  to  specialize. 
Write  Box  715,  N.  Y.  St.  Jr.  Med. 


WANTED  PRACTICE 


Physician  qualified,  desires  purchase  of  busy  general  prac- 
tice. First  announcement.  Box  702,  N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


Internist  with  gastroenterology  training  desires  associa- 
tion, partnership  or  practice  in  New  York  City  or  West- 
chester. Apply  Box  721,  N.  Y.  St.  Jr.  Med. 


TAPE  RECORDING  & 
TRANSCRIBING  EXPERTS 

(Tape — discs-  audiograph  etc.) 

MEDICO-SCIENTIFIC-PHARMACEUTICAL 

Also  Stenotype  Reporting  Specialists 

HARRY  UNGARSOHN,  C.S.R. 

Certified  Stenotype  Reporter 
Tape  Recording  Expert  and  Staff 
145  Nassau  Street,  N.  Y.  C.  38,  WOrth  4-7589 


SERVICES 


CARDIOLOGIST  with  22  years  experience  in  Electro- 
cardiographic interpretation,  reads,  preferable  12  leads  Elec- 
trocardiograms. Air  mailed  same  day.  Modest  fees.  Box 
703,  N.  Y.  St.  Jr.  Med. 


Physicians,  internal  medicine  and  pediatrics,  wanted  for 
medical  group  providing  care  in  all  specialties  in  suburb  of 
New  York  City.  Box  735  N.  Y.  St.  Jr.  Med. 


See  the  Reference  and  Purchasing 
Guide  section  of  your  MEDICAL 
DIRECTORY  OF  NEW  YORK 
STATE  for  information  concerning  the 
many  valuable  services  listed  there. 


FOR  RENT 


Suffolk  County,  brand  new  3 room  professional  suite  in  build- 
ing with  active  G.  P.,  suitable  dentist,  surgeon  or  specialist. 
FO-8-2098. 


Physician’s  general  active  practice  5 room  office  or  office  and 
residence  low  rent  lease  equipment  also  gyn.  obst.  ped.  Bay 
Ridge  B’klyn.  Box  738  N.  Y.  St.  Jr.  Med. 


4 Beautiful  Rooms.  Good  Location.  Has  been  occupied  by 
doctor  for  17  yrs.  Near  Subway.  Inquire:  Julia  Bauer  32- 
20  33St.  Astoria  L.I.C.  Tel.  YE2-6720. 


FOR  SALE 


Active  general  medical  practice  and  home-office  combination. 
Located  in  thriving  Nassau  county  community.  Owner  spe- 
cializing. Box  707,  N.  Y.  St.  Jr.  Med. 


Young  Board  Certified  Surgeon  wishes  to  join  group  or  busy 
surgeon  within  commuting  distance  of  Pelham,  New  York. 
Call  Pelham  8-3761.  Box  734,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Charming  centerhall  corner  house  Central  Avenue  Wood- 
mere  $35,000.  Bus  stops  on  corner,  modern  kitchen,  baths, 
perfect  for  home  and  office  CE  9-7628. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief! 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these  I 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 


Compazine 


the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 


Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules,  Syrup  and  Sup- 
positories. 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


Smith  Kline  & French  Laboratories , Philadelphia 


UININE 


ABRINE® 


'f  3$:  ' 

"It  has  a high 
safety. . . It  is  c 
to  be  the 


of  connective  tissue, 
of  the  low  incidence  of  gastroint 
distress  as  compared  to  that 
with  chloroquine  phosphal 

. . . Plaquenil  is  decidedly  less  toxic  and  hel 
tolerated  by  the  average  patient,  even 
dosage,  than  is  chloroquine."2 


in 


. . the  least  toxic  of  its  class . . 


CH, 

I 

NH  CH  CHjfCHjJjNCCHjCH,), 


•2HCI-2H,0 


NOW...  A NEW  TREATMENT 


CARD  ILATE 


riuri 


I 


‘Cardilate’  tablets ' shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


‘Cardilate’  brand  Erythrol  Tetranitrate  SUBUNGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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“Meprotabs”  are  new,  coated,  white,  unmarked  400  mg.  tablets 
of  meprobamate.  ■ “Meprotabs”  are  pleasant  tasting,  and  easy  to 
swallow.  ■ In  this  new  form,  the  nature  of  medication  is  not  iden- 
tifiable by  the  patient.  ■ “Meprotabs”  are  indicated  for  the  relief  of 
anxiety,  tension  and  muscle  spasm  in  everyday  practice.  ■ Usual 
dosage:  One  or  two  tablets  t.i.d.  ((it  jt a — — ** 


w Wallace  laboratories,  New  Brunswick , N.  J. 


Meprotabs 


(2-methyl -2- n -propyl- 1 , 3-propanedlol  dicarbamate) 
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Unexcelled 

advantages 


relaxes  both 


mind  and 
muscle 


Miltown 


without 
impairing 
mental  or 
physical 
efficiency 

Tranquilizer  with 
muscle-relaxant  action 
The  original 
meprobamate, 
discovered  and 
introduced  by 

Mf  WALLACE  LABORATORIES 
\M  New  Brunswick,  New  Jersey 


2-methyl-2-n-propyl-l,  3-propanediol  dicarbamate 
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ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  T. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 
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INDICATIONS: 

Acute  renal  insufficiency 

Acute  tubular  necrosis 
(lower  nephron  nephrosis) 
Transfusion  reactions 
Postpartum  renal  insufficiency 
Crush  syndrome 
Postsurgical  anuria 

Dialyzable  poisons 

barbiturates,  bromides,  salicylates, 
thiocyanates 

Chronic  renal  insufficiency 


The  first  practical  and  disposable  coil  kidney  is  now 
available.  Developed  after  years  of  intensive  research  with 
leading  clinicians,  the  Travenol  Coil  Kidney,  with  a dialyz- 
ing area  of  19,000  sq.  cm.,  affords  distinct  advantages  in 
cost  and  ease  of  operation. 

The  efficacy  of  the  unit  is  indicated  by  urea  clearance 
figures  of  from  100  to  300  ml.  per  minute.  The  Coil  Kidney 
is  supplied  ready  for  use.  No  sterilizing  or  autoclaving  is 
necessary.  And  since  it’s  disposable,  cleaning  problems  are 
eliminated.  The  low  replacement  cost  of  the  disposable  coil 
and  the  small  initial  investment  required  for  the  perma- 
nent tank  unit  make  dialysis  a practical  and  economical 
hospital  procedure. 


For  additional  information,  address  inquiries  to  Travenol  Laboratories,  Inc.  Morton  Grove,  Illinois 

A DIVISION  OF  BAXTER  LABORATORIES.  INC. 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
atarax  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage : Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion. 10  cc.  multiple-dose  vials. 
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than  capsules  containing”  either  the  cbrlisfwndmg" 
base  or  the  hydrochloride  alone,  in  addition,  the 
average  levels  derived  from  the  tetracycline  base  or 
the  chlor tetracycline  base  were  higher  than  those  pro- 
duced by  the  corresponding  hydrochloride  though 
lower  than  those  resulting  from  the  mixture  contain- 
ing the  base  and  sodium  metaphosphate.  In  the  study 
with  chlortetracyeline'1  capsules  containing  a mixture 
of  the  hydrochloride  and  sodium  metaphosphate  were 
also  included  in  the  crossover,  and  the  average  levels 
produced  by  these  capsules  were  the  satne  as  with  the 
mixture  of  chlortetracyeline  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  either  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  'because  certain  reliable  observers  (includ- 
ing many  whose  results  have  not  been  published; 
failed  to  confirm  the  findings  with  the.  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  al.,7  who, 
in  repeating  a crossover  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline  Wdrc 
chloride  with  and  without  sod'  **' 
phate,  fqun  * w**^K  k:'- 


in  lower,  and  sodium  metaphosphate  in  higher,  serum 
antibacterial  activity  than  was  observed  in  their  ab- 
sence. Oil  and  sorbitol  did  not  interfere  with  tetra- 
cycline absorption. 

Dicalcium  phosphate  is  widely  used  as  a filler  in 
various  capsules,  including  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  that 
implicate  the  presence  of  calcium  ions  as  the  cause  of 
the  reduced  absorption  of  tetracyclines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depressing  effect  of  food  on  the  serum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
he  responsible  for  the  pooler  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
acid  to  enhance  serum  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  :ts  marked 
effect  when  given  as  the  hydrochloride.  However, 
they  hypothesized  that  the  ability  of  citric  acid  to 
enhance  serum  levels  of  tetrar  -fine  r«'  o its 
ability  to  form  complex  en 

. >>nay*il2*bfe  for 


hydroc 


Vdoride 


• *rid  an  enCaP 

ind  citric  ’ trations  a 


TeUaCy  une  P»duCed 

sulated  mixture,  P 


nd  greater  urinary  ex- 

of  tetracycimes: 


pi 

i 


wer«^aoiished  simul- 
ment  toned  report  of  Welch 
et  al.7  These  data  were  based  on  thoroughly  con- 
trolled studies  both  in  rats'  and  in  mart”  and  include 
additional  c “ *rve  to  explain,  fairly  con- 

dusiv  '“nancies  tb'  have  been 

tner 

study 

**’  Editorial.  :‘m* 

The  New  England  Journal  of  Medicine. 
258:97-99,  (January  9)  1958. 


st  mervfibh&d  paper  of 
al.7  indicates  that  in  their  study  the  capsules 
Itracydine  hydrochloride,  chlortetracyeline  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexameta- 
phosphate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.  Likewise,  the  inconsistencies  in  other 
studies  may  very  well  have  been  due  to  the  presence 
of  calcium  as  fillers  in  some  of  the  capsules  and  not 
%n  others. 

"'"his,  however,  fails  to  explain  ' 

'(  Welch  and  Wright,1”  - 
of  three  capsid**- 
vcline  hw* 


■ 


ACHROMYCIN-V 


TETRACYCLINE  HCI  BUFFERED  WITH  CITRIC  ACID 


is  tetracycline  and  citric  acid 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN 


CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

•Reg.  U.  S.  Pat.  Off. 
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to  achieve  oral  repository  therapy 

DURABOND®  is  a true  repository  technic  for  prolonging  therapeutic  effects  from  a 
single  dose  of  oral  medication.  In  Durabond  a large  molecular  weight  polyvalent 
base  acts  as  a bonding  agent  and  releases  medication  uniformly,  gradually  and  over 
a prolonged  period,  independently  of  intestinal  motility,  specific  pH  or  any  other 
physiologic  factor.  Durabond  employs  no  enteric  coatings,  waxes,  resins  or  any  other 
‘‘drug  traps.”  The  amount  of  drug  given  is  the  amount  released  ...  all  is  available 
for  absorption.  All  Synatan  products  incorporate  the  Durabond  Principle. 


Synatan 

for  control  of 
appetite  and  mood 

Each  Synatan  tabule  contains: 
Tanphetamin  (d-amphetamine  tannate) 
17.5  mg. 

in  a protocolloid  complex. 

Indications:  Whenever  sustained,  con- 
trolled tanphetamin  therapy  is  desired 
for  obesity;  premenstrual,  menopausal 
and  postpartum  depressions;  neurasthe- 
nia; fatigue  due  to  secondary  anemia  or 
other  chronic  illness;  geriatric  depres- 
sion; alcoholism,  and  drug-induced  drow- 
siness. 

Dosage:  1 or  2 tabules  at  10  a.m.  for  all- 
day control.  For  prescription  economy, 
prescribe  in  bottles  of  50. 


Seco-Synatan 

for  control  of  appetite  and 
mood  in  emotionally 
disturbed  patients 

Each  Seco-Synatan  tabule  contains: 
Tanphetamin  (d-amphetamine  tannate) 
17.5  mg. 

Secobarbital 35.0  mg. 

in  a protocolloid  complex. 

Indications:  In  addition  to  controlling  the 
patient’s  appetite,  Seco-Synatan  breaks 
the  barrier  of  depression  . . . creates  a 
sense  of  well-being . . . buffers  the  patient 
against  the  ups  and  downs  of  his  environ- 
ment. 

Dosage:  1 or  2 tabules  at  10  a.m.  for  all- 
day control.  For  prescription  economy, 
available  in  bottles  of  50. 


Synatan  Forte 

for  greater  anorexic  action 
and  control  of  mood 

A higher  potency  form  of  Synatan. 

Each  tabule  contains: 

Tanphetamin  (d-amphetamine  tannate) 
26.25  mg. 

in  a protocolloid  complex. 

Indications:  Whenever  higher  potency 
tanphetamin  therapy  is  desirable. 
Dosage:  1 or  2 tabules  at  10  a.m.,  or  1 
tabule  before  breakfast  and  1 before 
lunch,  for  all-day  control. 


Your  pharmacist  has  been 
alerted  to  provide  additional  i 
regarding  Neisler  prescription 


Irwin , Neisler  & Co, 

Decatur,  Illinois 
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New. . . 

meprobamate 

prolonged 


capsules 


Evenly  sustain  relaxation  of  mind 


TWO  MEPROSPAN  CAPSULES  IN  THE  MORNING 

RELIEVE  ANXIETY,  TENSION  AND  SKELETAL  MUS- 
CLE SPASM  THROUGHOUT  THE  DAY. 
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md  muscle  'round  the  clock 


\4bssssi 

12  A,  m\  4 A.M.  / 8 A.  M, 


rWO  MEPROSPAN  CAPSULES  AT  BEDTIME 

sROVIDE  UNINTERRUPTED  SLEEP  THROUGH- 
OUT THE  NIGHT. 


Each  Meprospan 
capsule  contains 
200  mg.  of 

meprobamate  in  the  form 
of  coated  pellets. 

The  drug  is  continuously 
released  over  a period 
of  10  to  12  hours . . . 

■ maintains  constant 
level  of  relaxation 

■ minimizes  the 
possibility  of 
side  effects 

■ simplifies  patient's 
dosage  schedule 


Dosage:  Two  Meprospan  capsules  q.  12  h.  Supplied:  Bottles  of  30  capsules. 
Each  capsule  contains:  Meprobamate  (Wallace)  . . . 200  mg. 

,2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Literature  and  samples  on  request 

^/WALLACE  LABORATORIES,  New  Brunswick,  N.  J • CHE6565-: 
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Frequently,  diabetes  mellitus  is  associ- 
ated with  excessive  coronary  athero- 
sclerosis and  heart  disease.  It  is  also 
well  recognized  that  vascular  disease 
manifests  itself  at  an  earlier  age  and 
progresses  more  rapidly  in  the  diabetic 
. . . especially  the  diabetic  female.  The 
early  onset  and  severe  degree  of  athero- 
sclerosis may  be  due  to  faulty  lipid  me- 
tabolism, with  a concomitant  elevation 
in  blood  cholesterol  levels.  Kinsell1  re- 
ports that  even  in  diabetics  with  exten- 
sive vascular  disease  it  is  possible  to 
produce  normal  cholesterol  levels  with 
an  essential  fatty  acid  emulsion. 

The  consensus  of  opinion  today  is 
that  elevated  cholesterol  levels  should 
be  reduced  or  prevented.  This  can  be 
done  very  well  by  the  addition  of  ade- 
quate amounts  of  linoleic  acid  and  vita- 
min B6  to  the  diet.  In  scores  of  dia- 
betic patients,  with  extensive  vascular 
disease,  diets  high  in  linoleic  acid  re- 
sulted in  improvement.2-3  Vitamin  B6 
apparently  is  necessary  to  convert  lino- 
leic acid  into  the  primary  essential  fatty 
acid,  arachidonic  acid.  Thus  the  body 
is  dependent  on  an  intake  of  both  lino- 
leic acid  and  vitamin  B6  for  normal 
cholesterol  levels.4-5 


Arcofac 


Armour  Cholesterol  Lowering  Factor 


This  is  why  ARCOFAC  (Armour 
Cholesterol  Lowering  Factor)  provides 
both  linoleic  acid  and  vitamin  B6  in  ade- 
quate amounts,  thus  allowing  the  pa- 
tient to  eat  a balanced,  nutritious  and 
palatable  diet.  Prophylactic  dosage  is 

1- 2  tablespoonfuls  daily;  therapeutic — 

2- 8  tablespoonfuls  daily. 


Each  tablespoonful  (15  ml.)  of  Arcofac 


emulsion  contains: 

Essential  fatty  acids f 6.8  Gm. 

(measured  as  linoleic)  with  2.5  I.U. 
of  Vitamin  E* 

Pyridoxine  hydrochloride 

(Vitamin  B6) . .1.0  mg. 


f Supplied  by  safflower  oil  which  contains 
the  highest  concentration  of  polyunsat- 
urated fatty  acids  of  any  commercially 
available  vegetable  oil. 

♦Added  as  Mixed  Tocopherols  Concentrate,  N.F. 

References  1-5  supplied  on  request. 


THE  ARMOUR  LARORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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Many  such  hypertensives 

have  been  on 


for  three  years 


and  more 


for  Rauwiloid  IS  better  tolerated . . . 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 


Ford,  R.  V.,  and  Moyer,  J.  H.:  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.'Med.  23:41  (Jan.)  1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

gs  are  needed,  prescribe 

Veriloid® 

Ikavervir  3 mg. 

oderate  to  severe  hypertension, 
dose  1 tablet  t.i.d.,  p.c. 

iloid®  + Hexamethonr 

xylon  1 mg.  and  hexamethonium  chloride 

in  severe, 


lllll 

50  mg. 

table  hypertension. 


Initial  dose  Vi  tablet  q.i. 


IOS  ANGELES 


Both  combinations  in  convenient  single-tablet  form. 
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new , superior 


Laboratories,  Inc  • Philadelphia  32,  Pa. 


IPECIFIC  FOR  PAINFUF  MUSCFE  SPASM 

PARAFLEX 

Chlorzoxazone  f 


skeletal  muscle  relaxant 


1IGHLY  EFFECTIVE  WITH  PRACTICAL  DOSAGE 


1 common  traumatic,  orthopedic,  arthritic  and 
leumatic  disorders,  including:  low  back  pain 
>prains  • strains  • rheumatoid  arthritis  • osteoarthri- 
s • spondylitis  • myalgia  • fibrositis  • cervical  root 
mdrome  • wry  neck  • disc  syndrome 

FFECTIVELY  RELIEVES  SPASM  AND  PAIN  — In  a COn- 
rolled,  double-blind  study,  marked  improvement 
fas  reported  in  all  but  one  of  15  patients  treated 
nth  Paraflex.1  Another  investigator  noted  that 
ymptoms  were  at  least  partially  alleviated  in  all  of 
lie  patients  treated.2 

RODUCES  LONG-LASTING  benefits- Significant 
•lood  levels  following  the  administration  of 
‘araflex  are  maintained  for  periods  of  6 hours  or 
lore.3  In  most  patients,  the  beneficial  effects  of 
'araflex  persisted  for  approximately  six  hours.4 


AVERAGE  DOSE-SIX  TABLETS  DAILY  — With 
Paraflex,  just  one  or  two  tablets,  three  times  daily 
is  an  average  effective  dose.  In  experimental  studies, 
Paraflex  was  found  to  be  from  one  and  one-half 
to  three  times  as  potent  as  other  commonly  used 
muscle  relaxants. 

is  well  tolerated  — Side  effects  are  uncommon 
and  seldom  severe  enough  to  require  discontinua- 
tion of  the  drug.5  Other  clinicians  have  encountered 
few  side  effects  to  date.1’2’4,6’7 

supplied— Tablets,  scored,  orange,  bottles  of  50. 
Each  tablet  contains  250  mg.  of  Paraflex. 

REFERENCES  — (1)  Settel,  E.:  Personal  communication. 
(2)  Holley,  H.  L.:  Personal  communication.  (3)  Bums,  J.  J.; 
Trousof,  N.,  and  Brodie,  B.  B.:  To  be  published.  (4)  Smith, 
R.  T.:  To  be  published.  (5)  Peak,  W.  P.,  and  Smith,  R.  T.: 
To  be  published.  (6)  Wiesel,  L.  L.:  Personal  communication. 
(7)  Passarelli,  W.  W.:  Personal  communication. 


CLINICAL  RESULTS  WITH  PARAFLEX 


Investigator 


Settel' 


Holley2 


/iesel* 


issarefii7 


Passarel 


Disorder 


jte  low  back  pain,  acute  traumatic 
yofascitis,  or  osteoarthritis 


vry  neck,  cervical  spondylitis, 
id  disc  syndrome 


ad,an  ced  osteoarthritis 


degenerative  and 
rheumatoid  arthritis 
— 
varied  arthritic  rheumatic, 
and  traumatic  disorders 




Totals 


Number  of 
patients 
treated 


52 


response  excellent 
in  nine,  good  in  five 


improvement,  ranging  from  some 
amelioration  of  symptoms 
to  profound  relief 


less  muscle  spasm  and  pain 

ment.  with  less  stiffness 
and  freer  motion 


less  stiffness,  less  pain 


[rade-mark  fU.  S.  Patent  Pending 
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/ YOU  CAN  **\ 

. ENJOY  DIETING  **• 

• • 

• Drink  • 


THE  NON  FATTENING  SOFT  DRINK 
THAT  CURBS  THE  URGE  TO  SNACK 

Patients  can  be  happy  though  dieting — 
when  you  recommend  No-Cal.  Absolutely 
non-fattening  No-Cal  really  tastes  good . . . 
and  more  than  fills  the  bill  as  a refreshing 
snack  or  to  sparkle  drab  diet  meals. 

No-Cal  is  sweetened  with 
calcium  cyclamate.  Con- 
tains no  sugar,  no  salt,  no 
fats,  proteins  or  carbohy- 
drates with  no  calories  de- 
rived therefrom. 

It  is  completely  safe  for 
diabetics  and  patients  on 
salt-free,  sugar-free  and  re- 
ducing diets. 

8 Real  Rich  Flavors 
Plus  Salt-Free 
Club  Soda 

KIRSCH  BEVERAGES,  INC. 

B’KLYN  6,  N.  Y. 
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Doctors,  too, 


like  “Premarin” 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  j ust  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARINI’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 
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Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem— well 
documented  in  a growing  body  of  literature. 


i sf:“In  view  of  the  beneficial  re- 
sponses observed  when  antacids 
and  bland  diets  were  used  concom- 
itantly with  prednisone  and  predni- 
tsolone,  we  feel  that  these  measures 
should  be,  employed  prophylacti- 
cally  to  offset  any  gastrointestinal 
side  effects.” — Dordick,  J.  R.  et  al 
N.  Y.  State  J.  Med.  57:2049  (June 
15)  1957. 


*“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


^J“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroicT  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  CO-hydeltra. 


CoDeltra 

PREDNISONE  BUFFERED 

multiple  compressed  tablets 


provide  all  the  benefits 

of  “Predni-steroid”  therapy 

plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & D0HME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  1.  Pa. 
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Pablum  Oatmeal  is  rich  in  Vitamin  B 
that  reduces  irritability  while  further- 
ing growth  and  repair.  Natural  vitamin 
and  mineral  content  of  oats  is  fortified 
in  Pablum  Oatmeal.  Babies  love  the 
taste  and  smooth  texture,  too.  For  vari- 


ety, baby  can  find  his  favorites  among 
all  five  Pablum  Cereals  . . . 

the  baby  cereals  made  to  pharma- 
ceutical standards  of  quality  — espe- 
cially processed  for  extra  smoothness 
and  lasting  freshness. 


PABLUM  MIXED  CEREAL  • BARLEY  CEREAL  • RICE  CEREAL  • OATMEAL  • HIGH  PROTEIN  CEREAL  AND  ASSORTED  PAK 


PaMmi/  fW uc£i 


DIVISION  OF  MEAD  JOHNSON  & CO..  EVANSVILLE.  INDIANA 


MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PRODUCTS. 
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TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— 3 to  4 hours  of  relief 
from  the  outer  layer 


then— 3 to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 
Phenylpropanolamine  HC1  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


TRIAMINIC  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•Trademark 


TRIAMINIC  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  V\  Triaminic 
Tablet  or  Vk  Triaminic  Juvelet. 


rp  • * • ® 

1 naminic 

SMITH-DORSEY  .a  division  of  The  Wander  Company.  Lincoln,  Nebraska  .Peterborough,  Canada 
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manages  both  the  psychic  and  somatic  symptoms 


and 


EACH  TABLET  CONTAINS:  Miltown®  (meprobamate,  Wallace)  400  mg, 

2-methyl-2-n-propyl-  1,3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine)  0.4  mg. 

DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 

Literature  and  samples  on  request. 

I I 

WALLACE  LABORATORIES,  New  Brunswick.  N.J. 


CMP-6671-38 
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new 


10  mg. 
100  mg. 
200  mg. 
5 mg. 
20  mg. 
5 meg. 


ALSO  AVAILABLE 

new ! THERAGRAN  JUNIOR 

formulated  for  vitamin  therapy  in  children  and  adolescents 
as  Theragran  is  formulated  for  adults. 

THERAGRAN  LIQUID 

for  patients  who  prefer  liquid  vitamin  therapy 

THERAGRAN-M 

with  extra  vitamins  and  minerals 


improved 
formula! 

THERAGRAN 

Squibb  Vitamins  for  Therapy 


expanded  to  include  certain  essential  vitamins 
extra  value . . . 

at  no  extra  cost  to  your  patients 

Theragran— the  original  and  most  widely  prescribed 
therapeutic  vitamin  preparation— is  now  expanded 
to  provide  additional  nutritional  support  for  your 
adult  patients.  In  keeping  with  the  proposals  of  in- 
vestigators, such  vitamins  as  B12,  pyridoxine  and 
d-calcium  pantothenate  have  been  added  to  the 
formula,  and  the  ascorbic  acid  content  has  been  in- 
creased. These  improvements  in  the  Theragran  for- 
mula provide  your  patients  with  extra  value  at  no 
additional  cost. 


Each  new,  improved  Theragran  capsule  supplies: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Mononitrate  10  mg. 

Riboflavin 

Niacinamide  

Ascorbic  Acid 
Pyridoxine  Hydrochloride 
d-Calcium  Pantothenate 

Vitamin  B,2  activity  concentrate 


1 or  more  capsules  daily  as  recommended  by  a physician. 

Family  Pack  of  180.  Bottles  of  30,  60,  100  and  1000. 


Squibb 


’THERAGRAN * IS  A SQUIBB  TRADEMARK 


Squibb  Quality- 
the  Priceless 
Ingredient 
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The  safe,  physiologic 
potentiation  of 


now  also  available  in  two  other 
outstanding  Pfizer  antibiotic  agents 
used  in  your  practice... 


Glucosamine,  a physiologic  absorption-enhancing  agent,  is  chemically  an 
amino  sugar,  2 amino  d-glucose,  CeHisNOs. 

Enhancement  studies  involving  84  adjuvants  and  30.000  blood  level  determi- 
nations revealed  glucosamine  as  the  enhancement  agent  of  choice  for  both 
tetracycline  and  oxytetracycline  (Tetracyn®  and  Terramycin®) . Not  only  did 
glucosamine  considerably  increase  antibiotic  blood  levels,  but  it  produced 
these  higher  blood  levels  more  consistently  in  crossover  tests.  And,  importantly, 
glucosamine  has  no  adverse  effect  in  the  human  body. 

Glucosamine  is  a normal  physiologic  metabolite  that  is  found  widely  in  the 
human  body.  Glucosamine  does  not  irritate  the  gastrointestinal  tract;  it  is 
sodium  free  and  releases  only  four  calories  of  energy  per  gram.  Further,  there 
is  evidence  that  glucosamine  may  influence  favorably  the  bacterial  flora  of 
the  intestine. 

first  available 


with 


new 


COSA-TETRACYN 


Capsules,  250  mg.  and  125  mg. 


GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


Cosa-Tetracyn  for  Oral  Suspension 

Delicious  orange  flavor.  1.5  Gm.,  125  mg.  per  5 cc.  teaspoonful  when 
reconstituted.  2 OZ.  bottle.  ^Trademark 

References:  Carlozzi,  M.:  Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  Shalowitz,  M.:  Clin.  Rev.  1:30  (April)  1958. 
Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Antibiotic  Med.  & Clin.  Therapy  5:52  (Jan.)  1958. 


new,  clinically  proven 


! TRIACETYLOLEANDOMYCIN  GLUCOSAMINE-POTENTIATED  TETRACYCLINE 

Signemycin*  (triacetyloleandomycin  tetracycline)  therapy— recommended 
for  home  and  office  where  susceptibility  testing  may  be  difficult  or 
impractical- 

now  enhanced  through 

1.  safe,  physiologic  potentiation  of  tetracycline,  with  glucosamine 

2.  faster,  higher  oleandomycin  blood  levels  obtained  with  triacetylolean- 
domycin, another  new  antibiotic  advance  from  Pfizer 

Capsules,  250  mg.;  half- strength  (125  mg.)  capsules  for  long-term  therapy  or 
pediatric  indications. 

new,  well-tolerated 


GLUCOSAMINE-POTENTIATED  OXYTETRACYCLINE 

A proven  standard  in  broad-spectrum  therapy  now  improved  with 

1.  safe,  physiologic  potentiation  with  glucosamine 

2.  triple  recrystallization  of  oxytetracycline  which  attains  a new  standard 
of  purity  and  assures  maximum  glucosamine  potentiation 

Capsules,  250  mg.;  half-strength  (125  mg.)  capsules  for  long-term  therapy  or 
pediatric  indications. 


Delicious  fresh  peach  flavor.  1.5  Gm.,  125  mg.  per  5 cc.  teaspoonful  when 
reconstituted.  2 oz.  bottle. 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 

♦Trademark 


Pfizer 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


when  should 
varicose  veins  of 
the  long  saphenous 
system  not  be 
treated  surgically? 

1 . When  the  superficial  veins  are  com- 
pensating for  a deep  circulation  that  has 
been  obliterated  by  thrombophlebitis; 

2.  when  there  is  inflammation  at  the 
operative  site  in  the  groin;  3.  when  there 
is  a very  septic  varicose  ulcer;  4.  when 
the  patient  is  confined  to  bed  for  reasons 
other  than  varicose  veins. 

Source  — Barrow,  D.  W.:  The  Clinical  Manage- 
ment of  Varicose  Veins,  ed.  2,  New  York,  Paul  B. 
Hoeber,  Inc.,  1957,  p.  79. 

in  varicose  vein  complications 

MY-B-DEr 

adenosine-5-monophosphate 

in  medical  or  surgical  management,  sys- 
temic therapy  with  My-B-Den  relieves 
itching  and  edema,  improves  dry  and 
scaling  skin  and  speeds  healing. 

dosage 

Sustained- Action  My-B-Den:  20  mg./cc. 
and  100  mg./cc.—  1 cc.  daily  or  three  times 
weekly  as  needed. 

My-B-Den  Sublingual  Tablets— As  a supple- 
ment to  intramuscular  injections  — one  tablet 
five  times  daily  at  hourly  intervals. 

Note:  Do  not  discontinue  therapy  should  symptoms 
suddenly  increase.  This  phenomenon  frequently  pre- 
cedes the  complete  remission. 

Literature  available  to  physicians. 

LV  AMES  COMPANY,  INC  . ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  4445s 
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a diaphragm 


new-woven  plastic- 

Ortho  Kit 


lark  for  Tridil 


iia 


Meprobamate  with  PATHILON®  Ledep 


COMPANY 


Keep  a 
tube  of 


TASHAN’ 


handy 


It  works  wonders  in 
dry,  scaly  skin,  chafing,  chapping, 
detergent  rash,  diaper  rash, 
intertrigo,  simple  eczema,  minor 
burns,  excoriation,  superficial 
ulcers  and  fissures. 

ANTIPRURIENT  • SOOTHING  • HEALING 

Contains  vitamins  A,  D,  E, 
and  d-panthenol  in  a 
water-miscible,  non-sensitizing  base. 

Roche  — Reg.  U.  S.  Pat  Off. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey 
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CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 

DELICIOUS  CHERRY  FLAVOR 
DESIGNED  TO  APPEAL  TO 
DOTH  CHILDREN  AND  ADULTS 


Supplies  essential  iron  as  ferric  pyrophos- 
phate, highly  stable,  well-tolerated,  readily 
absorbed ; essential  vitamins  Bi,  E?6  and  B12, 
established  as  appetite  stimulants ; essentia  I 
|-Lysine  for  greater  protein  economy  in  the 
pediatric  diet. 


INCREMIN  Syrup 

Each  teaspoonful  (5  cc.)  contains 

|-Lysine  HCI 

Ferric  Pyrophosphate  (Soluble)  . 
Iron  (as  Ferric  Pyrophosphate)  . 
Vitamin  B12  Crystalline  . . . . 
Thiamine  Mononitrate  (Bi).  . . 

Pyridoxine  HCI(B6) 

Alcohol  


300  mg. 
250  mg. 
30  mg 
25  mcgm. 
10  mg. 
5 mg. 
0.75% 
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FINALLY!  A TRANQUILIZER 
THAT  WILL 


SHORT  OF  DROWSINESS 
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quiactin— in  the  recommended  dose— one  400  mg.  tablet  q.i.d., 


provides  greater  tranquility  with  less  drowsiness  and  more  pro- 
longed activity.1  quiactin  is  remarkably  nontoxic,  noncumulative 
and  has  no  withdrawal  symptoms.1'3 


Structurally,  quiactin  is  a completely  new  tranquilizer... thera- 
peutically, it's  different... stops  before  it  goes  farther  than  patient 
comfort  or  safety  allows,  quiactin  does  not  push  the  patient 
beyond  tranquility  into  lassitude,  dullness,  depression. 


1.  Proctor,  R.  C.:  Dis.  Nerv.  Sys.  18:223, 1957. 

2.  Feuss,  C.  D.,  and  Gragg,  L.,  Jr. : Dis.  Nerv.  Sys.  18 :29, 1957. 

3.  Coats,  E.  A.,  and  Gray,  R.  W:  Dis.  Nerv.  Sys.  18:191, 1957. 


S.  MERRELL  COMPAI 


CINCINNATI 


tered  Trademark:  Quiactin 
Ontario  Another  Exclusive  Product  of  Original  Merrell  Research 
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new,  lifesaving 

Furadantin* 


brand  of  nitrofurantoin 


intravenous  solution 

■ so 

for  severe  infections 

I 

5 s: 

I : 

I f 


A WIDE  RANGE  OF 
CLINICAL  USEFULNESS... 

in  systemic  infections  such  as  septicemia  (bactere- 
mia), peritonitis,  and  other  bacterial  infections  as  of 
postoperative  wounds  and  abscesses.  In  severe  geni-  1 
tourinary  tract  infections  when  the  patient  is  unable 
to  take  Furadantin  per  os. 

. . . AND  A WIDE  RANGE  OF 
BACTERICIDAL  EFFECTIVENESS... 

wide-spectrum  activity  against  most  common  patho- 
gens • clinically  effective  against  many  antibiotic- 
or  sulfonamide-resistant  genera  such  as  Aerobacter,! 
Staphylococcus,  Proteus,  and  certain  strains  of 
Pseudomonas. 

...WITH  CERTAIN  UNIQUE  ADVANTAGES 

• negligible  development  of  bacterial  resistance 

• no  reports  of  renal,  hematopoietic  or  hepatic  toxi- 
city • no  monilial  superinfection  • safe  for  continu- 
ous use  without  danger  of  thrombophlebitis 

Full  dosage  instructions  and  discussion  of  indications  : 
and  side  effects  are  enclosed  in  each  package. 
Furadantin  Intravenous  Solution  is  available  to  all 
hospital  pharmacies. 

nitrofurans— a new  class  of  antimicrobials—  o2J[ 
neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


MY  PAP- 


HURT  me  FAC K REAL  “BAP 


"Dad  said 
we’d  play 
Lall  again 
tomorrow 
when  he 
comes  home" 


I "He  told 
I Mom  his 
I shoulder 
I felt  like 
I it  was  on 
I fire" 


"He  couldn’t 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


B "It  happened 
t at  work 
while  he  i 
was  putting 
oil  in 
something” 


FOR  PAIN 


Percodan 


(Salts  of  Dihydrohydroxycodeinone 
and  Homatropine,  plus  APC) 


TABLETS 


ACTS  FASTER... 

usually  within  5-15  minutes 


LASTS  LONGER... 

usually  for  6 hours  or  more 


MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 


RARELY  CONSTIPATES... 

excellent  for  chronic  or  bedridden  patients 


(fact/ n&ctr. . . N EW 


Percodan- 

Demi 


VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 


Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


ENDO  LABORATORIES 


Richmond  Hill  18,  New  York 


AND  THE  PAIN 
WENT  AWAY  FAST 


4U.S.  Pat.  2,628.185 


without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 

Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 

May  we  send  more  complete  information  and  bibliograph 

♦'Cytellin'  (Sitosterols,  Lilly) 


reduction  of  excess  serum  choles- 
terol (over  150  mg.  percents 
been  experienced.  / 

In  addition  to  lowerinjyhyper-' 
cholesteremia,  'CyteUin’ynas  been 
reported  to  effect  reducj 
ratio,  Sfl0-100  and 
proteins,  "atherogei 
lipoproteins,  and 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS 
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always  be  made  in  black.  For  half  tones,  glossy 
photographs  should  be  submitted.  Illustrations 
should  be  numbered  consecutively  and  indicated  in 
the  text.  The  number,  indication  of  the  top,  and 


the  author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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During  the  past  quarter  of  a century  there 
has  been  an  awakening  awareness  of  the 
medical  ramifications  in  alcoholism.  While 
many,  or  even  most,  of  the  general  public 
regards  ethylism  as  a moral  problem  of  per- 
sonal degradation,  an  ever  larger  number 
recognizes  the  syndrome  as  a disease, 
or  a symptom  of  one.  Strangely  enough, 
the  medical  profession  has  been  a fol- 
lower rather  than  a leader  in  this  concept. 
The  informed  citizenry  have  accepted  this 
approach  to  a much  greater  extent  than  we 
have. 

This  unique  situation  probably  owes  its 
origin  to  our  reluctance  to  bear  so  heavy  a 
burden  of  responsibility  for  a group  of  pa- 
tients who  are,  at  best,  noncooperative, 
sometimes  surly,  unappreciative,  and  un- 
rewarding either  professionally  or  economi- 
cally. While  we  have  readily  recognized  our 
obligations  in  the  management  of  the  compli- 
cations of  overindulgence  as  it  affects  the 
liver,  heart,  brain,  and  kidney,  we  have  so 
neglected  the  etiology,  epidemiology,  and 
therapy  of  the  uncomplicated  alcoholic  that 
his  care  has  fallen  largely  into  nonmedical 
hands.  Consequently,  we  see  our  work  rel- 
egated to  sociologists,  psychologists,  the 
clergy,  and  the  members  of  Alcoholics 
Anonymous.  All  of  them  have  done  ex- 
cellent work,  but  there  is  little  doubt  that 
further  cooperation  from  medicine  would 
add  immeasurably  to  the  final  results. 


Strangely  enough,  work  in  this  field  is  not 
an  onerous  chore  but  rather  a challenge  and  a ) 
rewarding  experience.  It  is  a challenge  be-  s 
cause  it  is  so  very  difficult.  This  is  no  place 
for  the  “Holier  Than  Thou”  approach  which 
looks  with  contempt  at  the  miserable  crea- 
ture on  the  other  side  of  the  desk.  “There  is 
no  group  of  individuals,  except  children,  i 
which  is  more  responsive  to  the  attitude  of  i 
the  physician  and  senses  his  sincerity,  or  lack  ! 
of  it,  more  accurately  than  the  alcoholic.” 
These  words  of  Howard  Haggard1  cannot  be  jj 
repeated  too  often.  He  added,  “An  adverse  „ 
attitude.  . . is  the  insurmountable  obstacle 
to  recovery.” 

There  are,  however,  some  positive  divi- 
dends that  will  accrue  to  the  physician  who 
successfully  conducts  an  alcoholic  back  to 
society,  to  his  family,  and  to  his  community. 
This  is  an  accomplishment  which  may  well 
fill  any  of  us  with  pride.  But  even  more,  we 
learn  humility,  a characteristic  which  we 
need  so  much  as  we  bask  endlessly  in  the 
approbation  of  our  patients  who  practically 
deify  the  physician  of  their  choice.  Finally, 
the  knowledge  gained  from  so  painful  an  ex- 
perience proves  invaluable,  since  it  adds  to 
our  skill  in  the  management  of  the  neuroses, 
obesity,  and  the  intricate  maze  of  doctor- 
patient  relationships. — H.  B. 


i Haggard,  H.  W.:  Quart.  J.  Stud.  Alcohol  6:  220  (Sept.) 
1945. 


The  Uneasy  Age 


Writing  in  the  World-Telegram  and  Sun,1 
columnist  Robert  Ruark  captions  his  piece 
“It’s  an  Uneasy  Age;  The  Question  Is, 
Why?”  Many  people  besides  Mr.  Ruark 


have  observed  the  phenomenon  and  have 
similarly  questioned  the  cause.  Mr.  Ruark 
frankly  admits  he  does  not  know  the  answer 
“because  never  has  there  been  a time  of  so 
much  plenty  in  the  land — so  much  wealth, 
so  much  employment,  so  many  adjuncts  to 
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ovely  living.  And  so  much  nervousness.” 

You  can  barely  find  a newspaper  that  doesn’t 
have  a clutch  of  problem  columns.  The  couch 
people  have  coined  billions  from  the  sale  of 
divans  to  the  psyche-feelers. 

Hand  in  hand  with  psychiatry  more  or  less 
short-order  religious  advice  as  a nerve  balm  is 
big  business  today.  People  seem  to  want 
soothing  and  that’s  how  Miltown  was  born. 

Why.  The  answer  worries  me.  I doubt  if 
it’s  war  or  threat  of  war  or  the  atom  or  the 
sputnik  which  just  arrived  the  other  day.  We 
have  always  lived  more  or  less  perilously,  and 
it  is  an  academic  certainty  that  some  day  you 
will  be  dead  unless  some  bifocaled  scientist  in- 
vents a specific  against  dissolution. 

Mr.  Ruark  presents  an  impressive  collec- 
tion of  modern  phenomena  about  which 
most  of  us  have  wondered  as  the  years  roll 
by.  Those  of  us  in  the  “sere  and  yellow  leaf” 
lave  observed  in  the  remembered  past  many 
of  the  same  things  here  and  there  and  have 
wondered  why — also  arriving  at  no  satis- 
factory answer. 

Mr.  William  Shakespeare  in  Hamlet  re- 
marked that  “Something  is  rotten  in  the 
State  of  Denmark,”  also  “The  time  is  out  of 
joint . . . .”  Oldsters,  probably  in  all  ages, 
have  observed  that  “The  country,  sir,  is 
going  to  hell”  or  remarks  to  that  effect  since 
' Rome  staved  off  insurrection  and  rioting  with 
I “Panem  et  Circences.”  Yet  observe,  Mr. 
Ruark,  that  both  destitution  and  super- 
abundance in  different  ages,  in  different  cli- 
mates, and  under  different  mores  seem  to 
have  produced  similar  human  reactions. 
Let  us  look  further  into  the  matter. 

In  410  a.d.  Alaric,  king  of  the  Visigoths, 
captured  and  sacked  Rome.  At  that  time 
this  must  have  been  quite  a sensational 
occurrence,  especially  since  it  put  an  end  to 
the  advanced  social  economic  and  political 
reforms  of  Diocletian  (284-305)  who  “sought 
to  regulate  by  an  edict  the  prices  of  pro- 
visions and  many  other  necessities  of  life, 
and  also  the  maximum  wages  for  workmen.” 


He  set  up  a dual  control  government  with 
Maximium  and  others  and  this  “system  but 
increased  the  size  of  the  already  huge  govern- 
mental bureaucracy,  with  the  four  imperial 
courts  and  their  officials  proving  a great 
financial  burden  upon  the  resources  of  the 
Empire.”  Do  you  not  think,  Mr.  Ruark, 
that  this,  too,  was  an  uneasy  age? 

Our  present  “uneasy  age”  does  not  differ 
vastly  from  much  of  what  has  gone  before; 
even  the  people  seem  to  react  somewhat  as  in 
former  ages.  But  there  is  a difference;  one 
that  seems  to  this  writer  significant.  In 
1836  Samuel  F.  B.  Morse  invented  the  tele- 
graph. Since  then  communications  have  be- 
come more  rapid  and  varied  with  the  tele- 
phone, radio,  and  television  operating  to 
create  an  incalculable,  sudden  impact  on 
peoples  to  contemporaneous  events  all  over 
the  world.  In  view  of  the  continuous  day 
and  night  bombardment  of  people  with 
music  (?),  news,  propaganda,  assorted  fads, 
fancies,  and  fiction  do  we  really  have  to  ques- 
tion seriously  why  this  age  is  uneasy?  How 
long  after  the  event  did  it  then  take  to  pass 
the  word  around  that  Rome  had  been  sacked 
by  Alaric?  We  doubt  if  a single  inhabitant 
of  the  then  Terra  Incognita  paid  any  atten- 
tion to  this  really  astounding  news  event 
nor  developed  a single  ulcer  because  of  it! 
Yet  an  incredibly  advanced  culture  and  a sig- 
nificant social  structure  had  vanished  from 
the  earth ! 

Covered  adequately  by  modern  communi- 
cations systems  complete  with  correspond- 
ents and  movies,  the  event  could  have  been 
a highly  significant  affair.  Properly  pub- 
licized, with  all  of  its  implications  high- 
lighted, it  could  have  struck  terror,  pro- 
moted hysteria,  lawlessness,  and  disorder 
far  and  wide.  But  softly,  Mr.  Ruark;  if 
today  we  have  modern  communications,  we 
have  also  aspirin  and  tranquilizers  to  mini- 
mize the  impact.  A significant  advance 
wouldn’t  you  say,  Mr.  Ruark?  Or  would 
you? 
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Costs  of  Medical  Education 


Many  of  our  older  readers  will  remember 
when,  around  the  1890’s,  medicine  was  con- 
sidered to  be  a profession  for  the  scions  of 
the  rich.  The  movement  begun  in  1849 
by  the  faculty  of  Harvard  College,  which 
led  to  the  appointment  of  a committee 
which  recommended  the  prolongation  of  the 
medical  course  from  four  to  six  months, 
initiated  a revolution  in  medical  education.1 

In  1889  the  J.A.M.A.  noted  editorially 
that  there  were  “little  more  than  eighty 
thousand  persons  practicing  medicine  in 
the  United  States,  of  whom  more  than 
sixty  thousand  are  regular  'practitioners .”2 
The  preparation  of  students  (in  1893)  for 
entrance  into  medical  schools  was  still 
far  below  the  quality  needed  to  insure 
culture.  An  example  from  the  J.A.M.A. 
of  an  essay  contributed  by  a student  im- 
mediately following  medical  school  gradua- 
tion: “The  Theory  of  diabetis  is  an  erection 
upon  the  floor  of  the  4th  ventrecle,  may  be 
due  to  Violence  or  High  Liveing.”3  Fraud- 
ulent medical  colleges  abounded  in  1894. 4 
They  were  the  “diploma  mills”  that  flour- 
ished to  a certain  extent  because  of  the  in- 
creasing time  and  cost  involved  in  obtaining 
a legitimate  medical  training.  Yet  it  was 
only  in  1906  that  “for  the  first  time  the 
Council  on  Medical  Education  (of  the 
A.M.A.)  recommended  a year  of  college 
education  before  entrance  into  a medical 
school.5 

In  1911  there  was  reported  a reduction 
in  medical  colleges  from  166  in  1904  to  129 
in  1911.  In  this  year  the  desirability  was 
advanced  of  a five-year  program  of  instruc- 
tion, one  year  of  which  was  to  be  spent  as 
an  intern.  In  1927  the  beginning  of  certi- 
fication of  hospitals  for  residencies  was  com- 
menced, and  in  1928  the  A-B-C  classification 
of  medical  colleges  was  discontinued.  In 


1 History  of  the  A.M.A. , Philadelphia,  W.  B.  Saunders 
Company,  1947.  p.  49. 

2 Ibid.:  p.  136  (italics  ours — Ed.). 

* Ibid.:  p.  158. 

* Ibid.:  p.  161. 

5 Ibid.:  p.  243. 


1934  A.M.A.  approval  of  examining  boards 
for  the  certification  of  specialists  and  es- 
tablishment of  standards  for  the  formation 
of  such  boards  commenced,  and  in  1934- 
1936  a survey  of  all  medical  schools  in  the ! 
United  States  and  Canada  was  prepared  by , 
Dr.  Herman  G.  Weiskotten. 

Thus  it  may  be  seen  that  the  standards! 
for  medical  education  were  constantly 
being  raised  and  the  length  of  training 
sharply  increased.  However,  in  the  same  | 
period  numbers  of  scholarships  offering  jj 
financial  assistance  to  students  were  created. 
This  not  only  opened  opportunities  to  many 
qualified  students  but  also  eased  the  burden 
of  financial  responsibility  on  the  family  j 
and  relatives  of  the  candidate  who  must 
now  undergo  the  longer  training  required  by  j 
American  Board  standards.  For  a while  i 
then  it  could  not  be  fairly  said  that  a career 
in  medicine  was  beyond  the  reach  of  quali- 
fied candidates  in  moderate  circumstances, 
since  scholarship  and  other  avenues  of  as- 
sistance from  foundations  and  the  like  were 
available. 

However,  educational  ideals  have  been 
pursued  so  effectively  due  to  the  continuing 
elevation  of  Board  standards  and  other 
factors,  that  in  spite  of  multiptying  scholar- 
ships and  grants,  medicine  as  a career  for 
those  of  modest  circumstances  bids  fair 
to  become  once  more  a “rich  man’s  pro- 
fession.” 

Medical  Economics , in  an  article  entitled 
“What  It  Costs  to  Be  a Doctor’s  Father” 
states  that  the  figure  amounts  to  nearly 
$37,000  at  the  present  time.6  This  is  no 
picayune  matter.  Anyone,  of  course,  may 
challange  the  cost  figure  cited  above.  But 
it  must  be  faced  realistically.  We  are 
again,  apparently,  reverting  to  the  old 
problem  which  we  thought  had  been  solved 
by  subsidy  through  scholarships,  and  foun- 
dations, and  grants-in-aid.  Obviously  these 
have  failed  to  outpace  the  increased  costs 

8 Medical  Economics,  34:  381  (Nov.)  1957. 
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of  living,  premedical  instruction,  doing 
business,  or  providing  adequate  medical 
training.7 

Is  there  a solution?  Many  minds  are 
working  around  the  clock  to  find  one. 

7 McEwen,  C.:  New  York  State  J.  Med.  54:  810  (Mar. 
15)  1954. 


Certainly  one  must  be  found  if  the  profes- 
sion of  medicine  is  to  continue  to  attract 
the  best  talent  in  the  country.  If  the 
health  of  the  people  is  the  wealth  of  the 
nation,  we  as  a profession  and  the  people 
themselves  as  beneficiaries  can  tolerate  no 
less  than  the  best. 


The  Foreign  Medical  Graduate 


Recently  the  Educational  Council  for  For- 
eign Medical  Graduates  opened  its  offices  in 
the  Orrington  Hotel,  1710  Orrington  Avenue, 
Evanston,  Illinois.  The  council  is  admin- 
istered by  a ten-member  board  of  trustees, 
two  each  from  the  American  Medical  As- 
sociation, the  Association  of  American  Med- 
ical Colleges,  the  American  Hospital  Asso- 
ciation, and  the  Federation  of  State  Medical 
Boards  of  the  United  States;  also  two  per- 
sons representing  the  public  at  large,  one 
designated  by  the  U.S.  Department  of  De- 
fense and  the  other  by  the  U.S.  Department 
of  Health,  Education,  and  Welfare.  Dr. 
Dean  F.  Smiley,  Chicago,  former  secretary 
of  the  Association  of  American  Medical 
Colleges,  is  executive  director,  and  Dr.  J. 
Murray  Kinsman,  dean  of  the  University  of 
Louisville  School  of  Medicine  is  the  president 
of  the  board. 

The  Council  will  be  financed  for  the  next 
two  years  by  the  four  sponsoring  agencies, 
and  the  Kellogg  and  Rockefeller  Foundations. 

It  will  distribute  to  foreign  medical  grad- 
uates around  the  world  authentic  informa- 
tion regarding  the  opportunities,  difficulties, 
and  pitfalls  involved  in  coming  to  the  U.S. 
on  an  exchange  visitor  or  exchange  student 
visa  in  order  to  take  training  as  an  intern  or 
resident  in  a U.S.  hospital,  or  coming  on  an 
immigrant  visa  with  the  hope  of  becoming 
licensed  to  practice. 

It  will  make  available  to  properly  qualified 
foreign  medical  graduates  while  still  in  their 


own  country  a means  of  obtaining  ECFMG 
certification  (1)  to  the  effect  that  their 
educational  credentials  have  been  checked 
and  found  meeting  minimal  standards 
(eighteen  years  of  formal  education,  including 
at  least  four  years  in  a bona  fide  medical 
school);  (2)  that  the  command  of  English 
has  been  tested  and  found  adequate  for 
assuming  an  internship  in  an  American  hos- 
pital; (3)  that  the  general  knowledge  of 
medicine  as  evidenced  by  passing  of  the 
American  Medical  Qualification  Examina- 
tion is  adequate  for  assuming  an  internship 
in  an  American  hospital. 

It  will  provide  hospitals,  state  licensing 
boards,  and  specialty  boards  which  the 
foreign  medical  graduate  designates,  the  re- 
sults of  the  three-way  screening  available. 

Foreign  medical  graduates  will  be  fur- 
nished information  while  still  in  their  own 
country  concerning  our  qualifications  and 
how  to  obtain  certification  here.  Medical 
Qualification  Examinations  in  America  for 
foreign  graduates  already  in  this  country  are 
tentatively  set  for  the  Spring  of  1958.  It  is 
understood  that  there  are  more  than  6,000 
foreign-trained  physicians  in  this  country 
on  temporary  visas  and  approximately  1 ,000 
foreign- trained  physicians  who  enter  each 
year  as  immigrants  or  American  citizens  re- 
turning after  completing  their  medical  edu- 
cation abroad. 

Inquiries  should  be  addressed  to  the  Coun- 
cil at  the  above  location,  Evanston,  Illinois. 
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Editorial  Comment 


AFL-CIO  Wants  More  Federal  Aid  for 
Health.  The  J.A.M.A.  under  this  caption 
says:1 

Federal  action  on  a broad  front  in  the  health 
and  medical  field  is  advocated  by  the  AFL- 
CIO.  Delegates  so  expressed  themselves  at 
the  annual  convention  of  the  combined  unions, 
which  have  a total  membership  of  around 
13,500,000. 

The  organization  adopted  a number  of 
resolutions  which  would  enlarge  the  social 
security  system,  including  the  Forand  bill  for 
hospitalization  and  surgical  services  for  the 
retired  aged.  Others  called  for  payment  of 
social  security  benefits  to  women  at  age  sixty 
(it  was  lowered  to  age  sixty-two  by  the  84th 
Congress),  increasing  the  primary  benefit  for 
each  year  of  continued  employment  after  age 
sixty-five,  higher  benefits  for  widows. 

The  unionists  also  want  the  disability  pay- 
ments program  for  covered  workers  liberalized 
because  of  what  they  describe  as  “stringent 
rulings  which  have  deprived  thousands  of  the 
disabled  of  their  benefits.”  This  program  also 
was  authorized  by  the  last  Congress;  it  pro- 
vides for  payment  of  social  security  to  the 
certified  disabled  at  age  fifty  instead  of  waiting 
until  sixty-five  for  a pension  based  on  age. 

Resolutions  approved  Federal  aid  to  medical 
schools  along  with  scholarships  for  qualified 
students,  a ten-year  extension  of  Hill-Burton 


1 J.A.M.A.,  165:  26  (Dec.  28)  1957. 


hospital  construction  program,  and  continued 

support  of  medical  research. 

It  has  long  been  foreseen  by  the  medical 
proponents  of  private  enterprise  that  such 
governmentally  supported  and/or  operated 
devices  as,  for  example,  social  security, 
would  be  under  continuing  pressure  for 
extension  of  benefits  and  expansion  of  cover- 
age. If  these  extended  benefits  concern 
matters  of  health  it  is  difficult  to  oppose 
them.  Particularly  is  this  true  if  a small 
minority  of  the  population,  such  as  the 
medical  profession,  is  in  opposition.  It 
seems  to  be  difficult  for  the  public  to  grasp 
that  such  opposition  is  not  to  the  objective 
(health)  but  to  the  method  of  pursuing  it,  in 
this  instance  the  Forand  bill  for  hospitaliza- 
tion and  surgical  services  for  the  retired 
aged. 

The  medical  profession  has  always  been 
sensible  of  its  obligations  in  the  matter  of 
health  to  people  of  whatever  age.  It  is  also 
realistic;  once  the  government  steps  in, 
how  long  will  it  be  before  pressure  on  the 
Congress  lowers  the  age  limit  and  extends 
the  benefits?  There  is  considerable  prec- 
edent for  this  reasoning.  Do  people  still 
hold  that  in  the  matter  of  security,  welfare, 
and  protection  the  function  of  government  is 
to  do  only  that  which  the  people  cannot  do 
for  themselves,  or  not? 
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SYNTHETIC  BILIARY  ABSTERGENT 


ZANCHOL 

(brand  of  florantyrone) 


Fills  an  Important  Postcholecystectomy  Need 


The  excellent  results  with  Zanchol  in  pa- 
tients whose  gallbladders  have  been  re- 
moved have  been  most  pronounced  in  two 
phases  of  management: 

1.  Early— Zanchol  in  Postoperative  Care. 

T-tube  studies  have  demonstrated  that 
Zanchol  increases  the  volume  and  fluidity 
of  bile,  at  the  same  time  changing  its  color 
to  a clear,  brilliant  green.  The  greatly  im- 
proved abstergent  cleansing  action  of  the 
bile  is  noted  in  its  ability  to  keep  the  T 
tubes  clean1  without  rinsing  in  most  cases. 

2.  Late— Zanchol  in  Postcholecystectomy 
Syndrome.  By  improving  the  physico- 
chemical properties  of  bile  and  increasing 


its  flow,  Zanchol  acts  to  eliminate  biliary 
stasis  and  sharply  reduce  or  eliminate  bil- 
iary sediment.  The  drug  may  be  employed 
in  both  prophylaxis  and  therapy  of  the  post- 
cholecystectomy syndrome. 

Medical  Indication  for  Zanchol 

This  includes  the  treatment  of  patients 
with  chronic  cholecystitis  for  which  sur- 
gery is  not  required  or  may  be  impossible 
for  any  reason. 

Dosage:  one  tablet  three  or  four  times 
daily.  Tablets  of  250  mg.  each. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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First  day,  before  administration  of  Zanchol. 


Second  day,  after  Zanchol  administration. 


photomicrographs1 

showing  daily  changes  in 
sediment  from  centrifuged  bile 
taken  from  T-tube  drainage  in 
a postcholecystectomized  patient. 


1.  McGowan,  J.  M.:  Clinical  Significance  of  Changes  in 
Common  Duct  Bile  Resulting  from  a New  Synthetic 
Choleretic,  Surg.,  Gynec.  & Obst.  103: 163  (Aug.)  1956. 
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PeritrateVv/7  Nitroglycerin 

(brand  of  pentaerythritol  tetranitrate) 

to  relieve  the  acute  attack  and 
sustain  coronary  vasodilatation 


the  long-acting  emergency  tablet  for  “stress  days” 

Peritrate  with  Nitroglycerin  (an  uncoated, 
sublingual  tablet  which  disintegrates 
immediately)  contains  1/200  gr. 
nitroglycerin  plus  10  mg.  Peritrate  (sublingual). 

It  provides  immediate  relief  of  anginal  pain 
with  hours  of  sustained  coronary  vasodilatation. 

Dosage:  1 tablet  sublingually  as  needed. 
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SCIENTIFIC  ARTICLES 

Anal  Fistula:  Background  and  Surgical 

Treatment* 


ROBERT  TURELL,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 


An  anal  fistula  is  essentially  the  final  result  of 
progression  of  an  acute  anal  abscess. 
Hence,  anal  fistulas  should  be  regarded  as  con- 
tracted cavities  of  chronic  anal  abscesses,  in  which 
the  walls  of  granulation  tissue  fail  to  adhere  to 
themselves.  In  children  the  tracts  are  usually 
but  not  always  (Figs.  1,  2)  on  the  lateral  aspect 
of  the  perianus.  The  primary  abscesses  ap- 
parently originate  in  the  lateral  anal  crypts 
(Figs.  3,  4)  which  are  said  to  be  larger  and  more 
vulnerable  to  trauma  and  infection. 

Anal  inflammation  and  infection  very  fre- 
quently originate  in  the  preformed  anal  ducts  and 
glands.  Historically  and  chronologically,  Winslow 
in  1773  first  observed  the  etiologic  role  of  infection 
of  the  anal  crypts  in  the  genesis  of  fistula  in  ano. 
This  was  first  confirmed  by  Haller  in  1754.  In 
1878  Chiari  was  the  first  to  describe  the  preformed 
anal  ducts  and  anal  glands.  His  work  was  con- 
firmed by  Herrmann  and  Desfosses  in  1880.  In 
the  United  States  this  subject  was  studied  by 
Johnson  in  1914.  In  1917  Pennington  discussed 
the  relationship  between  anal  ducts  and  glands 
and  the  genesis  of  anal  fistula,  a concept  which 
was  also  stressed  by  Harris  in  1929.  In  1933  and 
again  in  1937  Tucker  and  Helwig  restudied  the 
histopathology  of  these  structures,  and  their 
work  was  confirmed  by  Pope  and  Gunn,  Kratzer 
and  Dockerty,  and  others. 

The  anal  ducts,  which  usually  empty  into  the 
crypts  of  Morgagni,  may  lead  to  racemose  multi- 
glandular  structures  located  in  the  perianal 
tissue  and  even  piercing  the  sphincter  muscles 


* Parts  of  this  paper  appear  in  Diseases  of  the  Colon  and 
Anorectum,  edited  by  Dr.  Turell,  to  be  published  by  W.  B. 
Saunders  Co.,  Philadelphia. 


Fig.  1.  Note  external  (secondary)  opening  of  anal 
fistula  in  the  posterior  aspect  of  the  anal  canal  in  a three- 
week-old  infant.  Usually  the  tract  is  located  later- 
ally. 

especially  the  internal  sphincter  muscle.  The 
columnar  epithelium  lining  of  the  anal  ducts  is 
cuboidal  in  branches  and  under  suitable  condi- 
tions may  become  a natural  incubator  for  bac- 
teria. At  times  primary  infection  of  these  gland- 
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Fig.  2.  Top:  In  contrast  to  Fig.  1,  note  the  wounds 
of  two  excised,  laterally  situated,  anal  fistulas  in  an 
adult.  Bottom:  Complete  healing  of  both  wounds  oc- 
curred within  five  weeks. 


ular  structures  may  cause  perianal  and  perirectal 
suppurations  with  the  subsequent  formation  of 
fistulas.  The  frequency  of  inflammatory  and 
suppurative  processes  in  the  posterior  arc  of  the 
anal  canal  of  adults  is  attributable  to  the  prepon- 
derance of  anal  ducts,  anal  glands,  and  especially 
anal  crypts  in  the  posterior  portion  of  the  anal 
tube. 

For  a review  of  the  recent  anatomic  reinvesti- 
gation of  the  anal  sphincter  musculature  the 
reader  is  referred  to  the  papers  by  Goligher 
et  al.1’ 2 


Abscess 

Following  the  introduction  into  clinical  surgery 
first  of  the  sulfonamides  and  subsequently  of  anti- 
biotics, inflammatory  and  suppurative  disease 
were  prematurely  dubbed  as  dying  or  vanishing 
diseases.  This  paradoxical  term  has  naturally 
also  been  applied  to  anorectal  suppurations.  As 
in  the  case  of  pelvic  abscess,3  four  somewhat  un- 
substantial stages  may  be  recognized. 

1.  In  this  “early  or  suspect”  stage  the  patient 
may  complain  of  either  vague,  diffuse  but  con- 
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Fig.  3.  Note  the  numerous  possible  origins  for  crypt 
abscess  and  subsequent  fistula  formation. 
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Fig.  4.  Note  the  pathways  of  anal  fistulas  (a,  b,  c, 
d ) that  may  follow  the  anatomic  course  of  the  longi- 
tudinal muscle,  which  have  originated  in  an  abscess 
of  anal  crypt.  Anorectal  fistulas  (/  and  possibly  e) 
are  usually  the  result  of  perforation  of  the  rectum  by 
colonic  disorders,  such  as  ulcerative  colitis,  tuberculosis, 
etc.,  or  trauma  such  as  a foreign  body.  Consult  Goli- 
gher’s  newer  studies  on  the  anatomy  of  the  anal  sphinc- 
ter musculature.1’2 


tinual  or  throbbing  intermittent  pain.  On 
occasion,  however,  the  pain  is  poorly  localized. 
Bidigital  rectal  examination  at  times  detects  a 
tiny  area  of  localized  but  excruciating  tenderness, 
a finding  that  is  frequently  missed  on  monodigital 
examination.  The  total  white  blood  cell  count 
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Fig.  5.  Left:  Example  of  wide  unroofing  with  ample  drainage  of  an  abscess  cavity.  Right:  Same  patient.  Note 

healed  scar  (arrows)  five  weeks  after  operation. 


as  well  as  the  differential  are  invariably  within 
normal  limits,  but  the  sedimentation  rate  or  the 
sinking  of  the  erythrocytes  may  begin  to  show 
acceleration  of  varying  degrees.4 

2.  In  this  stage,  “abscess  is  declared.”  Pain 
is  constant  and  of  increasing  severity;  the  patient 
may  not  be  able  to  sit  on  the  affected  side.  This 
symptom  may  be  accompanied  by  increasing 
tenderness,  redness,  and  induration  of  varying 
degrees.  The  temperature  may  be  normal  or 
elevated,  but  the  sinking  of  the  red  blood  cells  is 
decidedly  accelerated. 

3.  In  this  stage  “the  abscess  is  evident.”  In 
addition  to  the  symptoms  and  findings  already' 
alluded  to,  unquestionable  central  fluctuation 
makes  its  appearance. 

4.  Spontaneous  rupture  of  the  abscess,  usually 
accompanied  or  followed  by  poor  drainage,  is 
likely  to  occur  in  this  stage  of  development. 

It  is  generally  conceded  that  abscesses  should 
be  drained  and  unroofed  early  and  widely  (Figs. 
5,  6).  It  is  my  practice  to  institute  surgical  in- 
tervention on  suspicion  during  the  first  stage  of 
the  development,  although  on  occasion  antibiotic 
therapy  is  given  for  not  more  than  twenty-four 
hours.5  Cellulitis  in  the  spreading  stage  fre- 
quently responds  within  about  twelve  hours  to 
broad-spectrum  antibiotics.5  There  is  little  justi- 
fication for  a “wait  and  see”  policy  during  the  sub- 
sequent stages  of  abscess  formation.  In  this  era 
of  surgical  enlightenment  there  is  decidedly  no 
excuse  for  the  development  of  the  fourth  stage 
except  when  the  patient  refuses  operative  inter- 


Fig.  6.  Top:  More  radical  unroofing  of  an  ex- 

tensive abscess.  Bottom:  Note  almost  complete  heal- 
ing of  wound  five  weeks  following  operation. 


vention  either  because  of  ignorance  or  religious 
beliefs. 

Under  certain  conditions  discussed  elsewhere  in 
the  text,  fistulectomy  may  be  performed  at  the 
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Fig.  7.  Hidradenitis  suppurativa  involving  the 
perineum,  which  must  be  differentiated  from  anal 
fistulas.  The  two  lesions  may  coexist,  however. 


Fig.  8.  Extensive  mucoid  cancer  in  an  untreated  anal 
fistula. 


time  of  drainage  and  unroofing  of  an  abscess. 

Fistula  in  Ano 

The  pathways  of  the  development  of  anal  and 
anorectal  fistulas  are  depicted  in  Fig.  4.  The 
main  tracts  of  anorectal  fistulas  usually  extend 
above  the  puborectalis  portion  of  the  levator  ani 


Fig.  9.  Mucoid  cancer  in  fistulotomy  wound. 

muscle  (anorectal  ring).  Secondary  tracts  may 
communicate  with  the  anal  canal  at  various 
levels. 

The  external  (secondary)  openings  of  anal  fis- 
tulas may  be  found  anywhere  in  the  perianus  and 
even  the  buttocks.  These  on  occasion  are  diffi- 
cult to  differentiate  from  suppurative  hidra- 
denitis (Fig.  7).  According  to  Goodsall  or 
Salmon,  external  openings  situated  posteriorly 
to  an  imaginary  fine  passing  transversely  through 
the  center  of  the  anal  orifice  have  curved  tracks 
(thejr  usually  follow  the  course  of  the  lymphatic 
drainage),  and  their  internal  (primary)  openings 
are  in  the  midline  posteriorly.  On  the  other 
hand,  external  openings  situated  anterior  to  this 
fine  have  straight  tracks  with  the  internal  open- 
ings anteriorly  opposite  the  level  of  the  external 
one.  - 

Anal  fistulas  should  be  excised  aggressively  and 
completely  (fistulectomy).  Surgical  timidity  in- 
variably results  in  incomplete  disposition  of  the 
lesion.  The  fistulous  tract  should  be  opened  from 
its  source  to  its  termination,  regardless  of  the 
amount  of  sphincter  muscle  involved,  a rule 
promulgated  by  John  of  Arderne  more  than  500 
years  ago,6  and  excised.  Many  surgeons  regard 
fistulotomy  as  an  inferior  operation.  Mucoid  or 
colloid  cancer  may  supervene  on  untreated  anal 
fistulas  (Fig.  8).7-8  Likewise,  mucoid  cancer 
(Fig.  9)  as  well  as  epidermoid  cancer  (Figs.  10, 
11)  may  arise  in  fistulotomy  wounds.  This  is 
another  powerful  argument  against  the  per- 
formance of  fistulotomies. 

Preoperative  Management 

The  patient  is  admitted  to  the  hospital  some 
twelve  hours  prior  to  operation.  The  perineal 
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Fig.  10.  Note  fistulotomy  scar  that  is  the  seat  of  an 
epidermoid  cancer  deep  in  the  anal  canal. 


and  perianal  regions  and  the  dorsolumbar  portion 
of  the  back  are  shaved  and  washed  with  soap  and 
water.  The  intestinal  preparation  consists  of  a 
saline  enema  given  eight  to  twelve  hours  before 
operation  or  an  enema  containing  5 to  10  cc.  of  1 
to  5 per  cent  solution  of  dioctyl  sodium  sulfo- 
succinate  (Colace)  for  each  500  cc.  of  enema  fluid. 
Tap  water  is  best  eschewed  in  order  to  avoid 
possible  water  intoxication. 

Suitable  sedation  consists  of  the  oral  adminis- 
tration of  a drug  of  the  barbiturate  group. 
Usually  a long-acting  barbiturate  such  as  pheno- 
barbital  in  a dose  of  0.090  Gm.  (IV2  grains)  is 
given  orally  about  eight  to  twelve  hours  before 
operation,  and  a short-acting  barbiturate,  such  as 
pentobarbital  sodium  (Nembutal)  or  sodium 
propylmethylcarbinylallylbarbiturate  (Seconal) , 
is  administered  in  doses  of  0.090  Gm.  (U/2  grains) 
one  to  two  hours  before  the  scheduled  time  of 
operation.  Morphine  sulfate,  0.011  to  0.016 
Gm.  (x/ 6 to  y4  grain),  or  meperidine  hydro- 
chloride (Demerol),  0.100  Gm.  (P/2  grains)  with 
atropine  sulfate,  0.00043  Gm.  (Vi5o  grain),  or 
scopolamine  hydrobromide,  0.00032  Gm.  (1/20o 
grain),  is  administered  subcutaneously  sixty  to 
ninety  minutes  before  the  patient  leaves  for  the 
operating  pavilion. 

Anesthesia 

The  anesthetic  of  choice  is  one  that  will  produce 
the  best  relaxation  of  the  muscles  of  the  anal  canal 
and  perineum.  My  choice  is  spinal  anesthesia 
produced  by  5 to  6 mg.  of  Pontocaine  Hydro- 


Fig.  11.  Photomicrograph  of  lesion  in  Fig.  10. 


chloride  (dimethylaminoethyl-p-n-butylamino- 
benzoate  hydrochloride)  in  1 to  2 cc.  of  spinal 
fluid  or  25  to  50  mg.  of  procaine  hydrochloride 
crystals  dissolved  in  1 cc.  of  spinal  fluid,  which  are 
injected  between  the  third  and  fourth  lumbar 
vertebrae.  Saddle  block  anesthesia  confined  to 
the  perianal  and  perineal  areas  may  be  effected 
by  keeping  the  patient  in  the  sitting  position  for 
about  thirty  seconds  after  the  completion  of  the 
intraspinal  injection.  The  incidence  of  post- 
spinal  headaches  has  been  reduced  by  employing 
small  puncture  needles  (22  to  25  gauge),  by  keep- 
ing the  patient  in  a horizontal  position  for  from 
eight  to  twenty-four  hours  after  operation, 
and  by  hydration.  If  headaches  do  occur,  they 
can  be  relieved  by  hydration  through  parenteral 
and  enteral  routes  with  2,000  to  3,000  cc.  of  5 per 
cent  dextrose  solution  with  or  without  saline. 

Caudal  and  transsacral  block  anesthesia  also 
may  be  employed.  This  is  an  effective  but  a diffi- 
cult and  time-consuming  procedure,  even  in  the 
hands  of  an  expert  anesthetist.  Because  of  the 
simplicity  of  execution  and  the  promptness  of 
anesthesia,  I prefer  spinal  to  caudal  transsacral 
anesthesia.  Inhalation  anesthesia,  usually 
cyclopropane,  is  employed  only  when  the  patient 
is  apprehensive  or  refuses  other  types  of  anes- 
thesia. 

It  has  been  unnecessary  to  utilize  the  long- 
acting  “anesthetic”  solutions  for  the  avoidance  of 
postoperative  pain.  The  use  of  these  drugs  also 
has  been  avoided  because  they  do  not  afford  an 
anesthetic  effect  in  many  instances  and  because 
they  may  produce  an  aseptic  inflammatory  re- 
action of  the  tissue  into  which  they  are  injected, 
eventuating  in  suppuration  and  necrosis.  In 
many  cases  there  occurs  a delay  in  the  healing 
process  of  the  wound  and  an  increase  in  the 
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scarring.  Also  the  repository  injection  of  d- 
tubocurarine  (Tubadil)  not  only  does  not  con- 
trol postoperative  pain9’10  but  may  constitute  a 
potential  respiratory  danger.  This  has  recently 
been  confirmed.11 

Technic 

After  induction  of  anesthesia  the  patient  is 
placed  in  the  proper  position  on  the  abdomen,  and 
the  operating  table  is  adjusted  so  that  a modified 
jackknife  inverted  position  is  obtained. 

It  is  my  unfailing  practice  to  perform  an  anor- 
proctosigmoidoscopic  examination  prior  to  the 
admission  of  the  patient  to  the  hospital,  except  in 
the  presence  of  very  painful  lesions.  In  instances 
such  as  this  the  complete  proctologic  survey  is 
carried  out  after  anesthesia  has  been  induced. 

With  the  patient  in  the  inverted  position,  the 
operative  field  is  cleansed  with  alcohol  and 
painted  with  aqueous  solution  (1:1,000)  of 
benzalkonium  chloride  (Zephiran) . 

With  a retracting  operative  anoscope  in  the 


anal  canal,  a gauze  sponge,  to  which  a long  piece 
of  silk  suture  material  is  tied,  is  placed  in  the  rec- 
tum well  above  the  proposed  operative  site  and  is 
anchored  to  the  outside  by  means  of  a forceps. 

An  attempt  is  made  to  thread  the  fistulous 
tract  with  a probe  or  grooved  director,  beginning 
with  the  external  opening.  Failing  in  this  effort, 
retrograde  probing  is  attempted  by  gentty  intro- 
ducing a bent  probe  into  the  internal  (primary) 
opening,  usually  in  an  anal  crypt  (Fig.  12). 12 
If  this  maneuver  also  fails,  an  attempt  is  made  to 
stain  the  fistulous  tract  by  injecting  without  force 
a solution  of  indigo  carmine  or  methylene  blue 
containing  a fewT  drops  of  hj^drogen  peroxide  into 
the  external  opening  of  the  fistula.  The  emer- 
gence of  the  dye  from  the  internal  opening  may  be 
observed  through  an  anal  speculum  or  by  the 
staining  of  the  gauze  that  has  been  placed  in  the 
anal  canal  prior  to  the  injection  of  the  dye.  This 
maneuver,  though  considered  unnecessary  by 
some  proctologic  surgeons,  has  served  me  so  w^ell 
in  the  occasional  case  that  I consider  it  an  indis- 
pensable diagnostic  adjunct.  By  direct  vis- 


New  York  State  J.  Med. 


1478 


ANAL  FISTULA:  BACKGROUND  AND  SURGICAL  TREATMENT 


Granulation 

tissue 


Beginning 
incision  of 
fistulous 
tract 


Grooved  director 


Incision  of 
anal  sphincter 
muscle 


Incision  A 
continued  and 
tract  laid  open 


Anal  sphincter  m. 


Complete  ^Jj 

excision  of 
fistulous  tract 
beyond  pectinate  line 


Fig.  13.  Note  the  various  steps  of  anal  fistulectomy.  A self-retaining  anal  retractor  is  employed  (Fig.  19). 


ualization  the  fistulous  tract  can  be  found  by  pass- 
ing a probe  as  far  as  possible  and  incising  and  lay- 
ing the  tract  open,  progressively  beginning  at  the 
external  opening  and  following  to  the  internal 
opening.  This  important  step  is,  however,  not 
always  susceptible  to  its  logical  conclusion  in  the 
hands  of  the  surgeon  with  limited  experience,  the 
“casual  operator.” 

Usually  (as  based  on  a personal  experience  with 
well  over  250  private  and  clinic  cases)  after  the 
probe  is  negotiated  along  the  fistulous  tract,  it  is 
laid  open  as  shown  in  Fig.  13  A,  B,  and  C,  and 
the  tract  is  excised  (Fig.  13D).  Posteriorly,  ex- 
cept for  the  puborectalis  portion  of  the  levator  ani 
muscle,  the  intervening  components  of  the  sphinc- 
ter muscle  are  incised  with  impunity  at  the  initial 
operation.  Anteriorly,  particularly  in  women 
who  have  borne  many  children,  it  is  advisable  not 
to  incise  the  deep  component  of  the  external  anal 
sphincter  muscle.  In  these  situations  it  is  wise 
to  tie  loosely  a seton  of  heavy  silk  around  the  in- 


volved muscle  after  the  fistulous  tract  has  been 
dissected  to  this  anatomic  point  (Figs.  14,  15). 
After  a wait  of  about  six  weeks,  during  which  time 
the  lateral  wounds  have  healed  firmly,  the  seton- 
ized  portion  of  the  fistula  is  excised  without  fear  of 
separation  or  retraction  of  the  cut  ends  of  the 
sphincter  muscle  and  of  resulting  rectal  incon- 
tinence (Fig.  16).  Incidentally,  separation  of  the 
cut  muscle  ends  and  rectal  incontinence  may  fol- 
low injudicious  packing  of  fistulectomy  wounds 
with  gauze.  For  some  time  I have  been  covering 
the  wounds  only  with  biologic  hemostatic  agents 
such  as  gelatin  sponges  that  disintegrate  spon- 
taneously in  the  first  sitz  bath.  Injudicious  over- 
packing is  impossible  by  the  use  of  these  sub- 
stances. On  occasion,  following  division  of  the 
sphincteric  musculature  and  excision  of  the  fistu- 
lous tract,  the  cut  ends  of  the  muscle  may  be 
loosely  approximated  with  several  interrupted  0 
chromic  catgut  sutures  (Fig.  17).  These  wounds 
are  best  protected  with  appropriate  antibiotics. 
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Tract  excised  to  ✓ 
Sphincter  muscle 


Internal 

(primary) 

opening 


Incision  of  remaining 
tract,  to  be  followed 
by  excision 


Fig.  14.  Top:  Introduction  of  seton.  Overlying 
skin  of  unexcised  portion  of  the  tract  is  usually  re- 
moved. Bottom:  Seton  may  serve  as  a guide  for  the  in- 
troduction of  grooved  director,  or  incision  into  tract 
may  be  made  without  the  aid  of  the  probe. 


This  maneuver  is  not  recommended  as  a routine 
procedure. 

Associated  pathologic  anorectal  lesions,  such  as 
infected  anal  crypts  or  fibroepithelial  polyps 
situated  in  other  parts  of  the  anal  canal,  may  be 
excised.  Except  for  hemorrhoids  situated  close 
to  or  opposite  the  fistula,  I prefer  not  to  remove 
concomitant  hemorrhoids,  for  these  frequently 
recede  after  excision  of  the  fistula. 

Hemostasis  may  be  secured  by  gentle  pressure 
with  gauze  or  by  clamping  the  bleeding  points 
with  small  artery  forceps  and  tying  them  with 
double  zero  plain  catgut.  As  already  mentioned, 
a gelatin  sponge  (with  or  without  thrombin)  or 
oxidized  cellulose  may  be  applied  to  the  wounds. 
I still  prefer  the  use  of  the  gelatin  sponge  to  oxi- 
dized cellulose  because  the  latter  produces  local 


Fig.  15.  Setons  in  actual  practice.  Note  seton 
has  almost  cut  through  the  encircled  muscle  (A) . This 
circumstance  frequently  renders  further  surgery  un- 
necessary. 


annoying  discomfort  for  a period  of  twelve  to 
eighteen  hours  after  operation  has  been  per- 
formed. 

At  the  conclusion  of  the  operation  the  wounds 
and  the  rectum  are  inspected.  The  gauze  sponge 
placed  in  the  rectum  at  the  beginning  of  the  opera- 
tion is  now  gently  removed.  This  gauze  had 
served  as  a barrier  against  blood  clots  which  may 
cause  postoperative  tenesmus  if  not  removed. 

If  an  anal  fistula  is  readily  demonstrable  by 
easily  manipulating  a probe  along  the  length  of 
the  tract  (the  probe  should  be  guided  into  the 
tract,  never  forced)  and  is  superficial,  it  is  in- 
variably excised  at  the  time  of  unroofing  of  the 
abscess.  If  it  is  deep  or  high  but  also  easily 
demonstrable,  the  tract  may  be  excised  to  the 
level  of  the  sphincter  muscle,  and  the  remainder 
of  the  tract  is  threaded  with  a seton  which  is  tied 
loosely.  This  portion  of  the  tract  is  to  be  excised 
at  a later  date. 
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ANAL  FISTULA:  BACKGROUND  AND  SURGICAL  TREATMENT 


Muscle 


NORMAL 
ANAL  RING 


Scar 
/ Tissue 


EFFECT  OF 
MUSCLE  SEPARATION 


Scar 

Tissue 


AFTER 

SURGICAL 

RECONSTRUCTION 


Fig.  16.  Effect  of  division  of  the  anorectal  ring.  If  the  entire  ring  is  divided  there  may  be  pronounced  separa- 
tion of  muscle  with  replacement  of  scar  tissue.  Even  though  the  muscle  may  be  normally  innervated  and  can  func- 
tion, all  leverage  on  the  ring  has  been  lost,  and  rectal  incontinence  will  ensue.  After  surgical  reconstruction  or  by 
means  of  a two-stage  operation,  the  amount  of  scar  tissue  can  be  reduced.  A minimal  amount  of  scar  tissue  is 
inevitable  but  will  not  interfere  with  normal  sphincteric  function  (Dunphy  and  Pikula12). 


Fig.  17.  Note  the  placing  of  interrupted  0 chromic 
catgut  sutures. 


Postoperative  Course 

The  immediate  postoperative  convalescence  is 
smooth  and  uneventful.  Pain  is  controlled  by 
the  administration  of  an  analgesic,  such  as  mor- 
phine sulfate  or  levorphan  tartrate  (Levo-Dro- 
moran)  in  a dosage  of  3 minims.  Parenthetically, 
over  40  per  cent  of  these  patients  do  not  require 
narcotic  analgesics  postoperatively.  Acetyl- 
salicylic  acid,  0.300  to  0.600  Gm.  (5  to  10  grains), 
with  or  without  phenobarbital,  0.030  Gm.  (V2 
grain),  is  prescribed  routinely  in  order  to  avoid 
possible  postoperative  anxiety. 

Catheterization  is  practiced  whenever  the  pa- 
tient has  suprapubic  pain  and  is  unable  to  urinate 


Fig.  18.  Note  the  two  posterior  external  fistulous  open- 
ings of  a horseshoe  fistula. 

in  the  standing  position  out  of  bed  regardless  of 
the  time  interval  between  catheterizations.  It 
frequently  is  necessary  to  recatheterize  patients 
within  two  to  three  hours.  At  times  even  larger 
amounts  of  urine  may  be  obtained  at  subsequent 
catheterizations  than  at  the  initial  one.  Cath- 
eterization is  usually  required  in  less  than  15  per 
cent  of  patients.  I do  not  share  the  opinion  that 
spinal  anesthesia  is  the  sole  cause  of  the  patient’s 
inability  to  urinate.  Rather,  I attach  some  sig- 
nificance to  the  reflex  inhibitory  action  produced 
by  the  operative  manipulation  of  the  tissues  and 
their  innervation,  which  are  in  close  anatomic 
proximity  to  the  bladder  neck. 

A liquid  or  soft  diet  with  a liberal  intake  of 
fluids  is  given  during  the  first  twenty-four  post- 
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Fig.  19.  Technic  of  fistulectomy  for  horseshoe  anal  fistulas.  Note  the  use  of  the  modified  Hill-Ferguson  anal 
retractor  in  place  of  the  self-retaining  anal  retractor.15  The  use  of  either  instrument  is  indispensable. 


operative  hours.  Thereafter  a full  house  diet 
supplemented  by  several  bananas  daily  is  allowed. 
In  the  past,  liquid  petrolatum  in  doses  of  15  to 
20  cc.  (V2  ounce)  was  given  daily  until  the  wounds 
were  completely  healed.  Dioctyl  sodium  sulfo- 
succinate  (Colace)  in  a dosage  of  100  mg.  every 
eight  hours  with  a full  glass  of  water  is  now  stand- 
ard procedure  in  place  of  conventional  liquid 
petrolatum,  which  has  been  almost  completely 
superseded.  A stimulant  laxative  such  as  cascara 
sagrada  (Peri-Colace)  is  required  in  addition  to 
dioctyl  sodium  sulfosuccinate  mostly  for  elderly 
patients  and  for  many  of  those  who  are  habit- 
uated to  cathartics.  Usually  a bowel  movement 
occurs  between  the  second  and  fourth  postopera- 
tive day,  when  the  patient  is  discharged  from  the 
hospital. 

A digital  examination  with  the  little  finger  is 
made  between  the  fifth  and  the  seventh  postop- 
erative days.  Thereafter,  this  procedure,  the 
index  finger  being  used,  is  repeated  about  once  in 
five  to  seven  days  to  control  the  rate  of  healing 
and  to  break  up  any  bridging  that  may  occur. 
Complete  healing  of  the  wound  usually  occurs 
within  three  to  four  weeks  with  a resultant  soft 
and  pliable  scar. 

Other  general  principles  of  postoperative  man- 
agement of  proctologic  operations  have  been  dis- 
cussed in  extenso  elsewhere. 2-13-14 


No  known  recurrence  has  been  observed  in 
patients  operated  upon  by  the  technic  of  fis- 
tulectomy herein  described. 

Horseshoe  fistulas  (Fig.  18)  are  also  treated  by 
fistulectomy  as  illustrated  (Fig.  19). 

The  surgical  treatment  of  anorectal  fistula  is 
the  subject  of  another  communication. 

25  East  83rd  Street 
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Metastasizing  Hydatidiform  Mole  with  Recovery * 


FRANK  SPIELMAN,  M.D.,  NEW  YORK  CITY 
( From  the  Woman’s  Hospital  Division  of  St.  Luke’s  Hospital) 


The  condition  that  is  now  called  hydatidi- 
form mole  was  known  and  recognized  by  the 
most  ancient  of  physicians.  At  one  time  in  the 
not  so  remote  past  each  case  seen  was  thought  to 
represent  multiple  pregnancies,  each  vesicle  being 
considered  as  a distinct  gravid  entity  in  itself. 
Our  modern  knowledge  of  hydatid  mole,  as  well  as 
of  its  related  condition  heretofore  known  as  cho- 
rionepithelioma,  actually  begins  with  the  obser- 
vations of  Saenger,1  who  believed  that  the  tumors 
originated  from  the  decidua,  and  Marchand,2 
who  correctly  recognized  them  as  being  chorionic 
in  origin  and  classified  them  as  typical  and  atypi- 
cal. Although  hydatid  mole  is  known  to  be 
fairly  common,  chorionepithelioma  is  regarded 
as  a very  rare  tumor,  and  the  relation  between  the 
two  in  both  their  clinical  and  pathologic  aspects 
is  controversial.  Any  discussion  of  hydatid  mole 
must  include  chorionepithelioma,  since  their  dis- 
tinct separation  according  to  definite  criteria  is 
not  possible  at  the  present  time.  A careful  pe- 
rusal of  the  literature  shows  that  the  two  terms, 
hydatid  mole  and  chorionepithelioma,  are  applied 
equally  to  cases  in  which,  although  metastases 
were  present  in  distant  organs,  some  patients  re- 
covered and  others  died.  The  fatal  cases  were  al- 
ways called  chorionepithelioma,  and  the  same 
term  was  employed  for  many  that  recovered. 
Whatever  the  terminology,  however,  metastases 
when  present  invariably  involved  the  lungs,  the 
vagina,  the  parametria,  and  the  brain,  in  that 
order  of  frequency,  and  only  terminally  the  liver 
and  other  organs.  Recovery  after  metastases  to 
the  lungs  has  been  reported  in  about  30  cases,  but 
I am  sure  there  are  many  more  which  are  not  rec- 
ognized or  are  diagnosed  as  pneumonia,  bron- 
chitis, etc.  The  following  case  is  reported  as  that 
of  a benign  hydatidiform  mole  with  metastases  to 
the  lungs,  in  which  the  patient  recovered  and  has 
remained  well  almost  three  years.  In  reporting 
it,  it  is  hoped  that  light  can  be  added  to  the  excel- 
lent and  penetrating  work  of  Marchand,2  Novak 
and  Seah,3-4  Park  and  Lees,5  Hertig  and  Sheldon,6 

* Read  at  the  April  23,  1957,  meeting  of  the  Obstetrical  and 
Gynecological  Section,  New  York  Academy  of  Medicine, 
New  York  City. 


Fig.  1.  June  11,  1954.  X-ray  of  lungs  at  time  of  first 
admission.  Findings  normal. 


Mathieu,7  Dilworth,  Mays,  and  Hornbuckle,8 
and  many  others. 

Case  Report 

R.  G.  was  first  seen  in  my  office  in  1947,  at  which 
time  she  was  pregnant.  After  a normal  prenatal 
course,  she  delivered  a female  child  without  diffi- 
culty or  complications.  In  March,  1954,  now  thirty- 
four  years  old,  she  was  again  ostensibly  pregnant, 
her  last  period  having  occurred  on  January  24,  1954. 
In  her  past  history  the  only  facts  of  interest  were 
an  attack  of  “influenza”  in  1940,  complicated  by 
cardiac  involvement,  and  a phlebitis  of  the  left  leg, 
from  all  of  which  she  fully  recovered.  Physical  and 
laboratory  examinations  were  at  first  normal,  but 
it  was  soon  noted  that  the  uterus  was  growing 
rapidly,  so  that  it  was  larger  than  was  to  be  expected 
for  the  period  of  amenorrhea.  In  May,  when  she 
was  in  her  fifth  month,  signs  of  toxemia  appeared, 
including  elevation  in  blood  pressure,  albuminurea, 
and  ankle  edema.  On  June  8 she  reported  a sudden 
gush  of  blood  from  the  vagina,  for  which  she  was 
quickly  admitted  to  Woman’s  Hospital.  On  exami- 
nation at  this  time  typical  hydatid  vesicles  were 
found  in  the  vagina,  so  that  the  diagnosis  was  evi- 
dent. At  operation  the  uterus  was  found  to  be 
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Fig.  2.  July  23,  1954.  Arrows  show  nodules  in  both 
lungs. 


Fig.  3.  July  23,  1954.  Close-up  of  previous  film. 


five  and  one-half  months  in  size,  and  the  cervix  was 
wide  open.  Large  masses  of  vesicles  were  removed 
manually  from  the  uterine  cavity,  and  this  was 
followed  by  curettage.  Recovery  was  uneventful, 


Fig.  4.  August  5,  1954.  Almost  no  change  from  pre- 
vious film. 


Fig.  5.  August  30,  1954.  Beginning  regression  of 
nodules  evident. 


and  after  an  x-ray  of  the  lungs  was  taken  and  a 
urinary  gonadotropic  hormone  determination  had 
been  performed,  she  was  discharged  on  the  fourth 
postoperative  day,  to  be  observed  while  ambulatory. 
The  chest  x-ray  (Fig.  1)  was  reported  as  negative, 
but  the  urinary  titer  of  hormone  showed  more 
than  10,000  units  per  1,000  cc.  After  she  left  the 
hospital,  repeated  urine  examinations  failed  to  show 
any  improvement,  and  almost  daily  spotting  and 
persistent  symptoms  of  toxemia  were  also  present. 
On  the  theory  that  these  findings  represented  resid- 
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■Fig.  6.  October  22,  1954.  Left  lung  clear.  Right 


lung  shows  several  regressing  nodules. 


Fig.  7.  December  17,  1954.  Remains  of  one  nodule 
barely  visible. 


ual  uterine  hydatid  mole,  she  was  readmitted  to 
the  hospital,  where  a second  curettage  was  per- 
formed on  July  24,  about  six  weeks  after  the  first. 
A large  quantity  of  tissue  was  obtained,  but  no 
villous  structures  could  be  recognized  grossly  in  the 
curettings.  Another  chest  x-ray  at  this  time,  how- 
ever, showed  nodules  in  both  lungs  (Figs.  2 and  3), 
which  were  interpreted  as  being  metastatic  from 
the  uterine  tumor.  This  unexpected  and  startling 
development  led  to  the  decision  to  remove  the 
uterus.  A total  hysterectomy  and  bilateral  sal- 


Fig.  8.  June  1,  1955.  Lungs  clear. 


Fig.  9.  February  21,  1956.  Lungs  clear. 


pingo-oophorectomy  was  performed  on  July  28, 
four  days  after  the  second  curettage.  Recovery  was 
uneventful,  and  the  patient  left  the  hospital  on  the 
tenth  postoperative  day. 

After  leaving  the  hospital  she  was  examined  peri- 
odically, and  simultaneous  chest  x-rays  and  urinary 
gonadotropic  hormone  examinations  were  per- 
formed. The  nodules  in  the  left  lung  gradually 
disappeared  spontaneously  (Figs.  4,  5,  and  6), 
but  several  in  the  right  persisted.  Because  of  this, 
radiotherapy  was  administered  from  September  15 
to  October  4,  inclusive.  She  received  a total  depth 
or  tumor  dose  of  2,100  roentgens  through  two  oppos- 
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Fig.  10.  First  curettage.  Typical  villi  of  hydatidi- 
form  mole. 


ing  fields,  one  anterior  and  one  posterior.  By 
December,  1954,  all  the  nodules  except  a tiny  one 
in  the  right  lung  (Fig.  7)  had  disappeared.  In  June, 
1955,  the  lungs  were  clear  (Fig.  8),  and  they  have 
remained  clear  to  date  (Fig.  9). 

The  gonadotropic  hormone  determinations  also 
showed  a gradual  diminution  in  titers  as  the  lung 
nodules  disappeared.  Table  I is  a comparison  of 
the  pulmonary  x-ray  findings  and  the  urinary  hor- 
mone determinations.  As  can  be  seen,  the  regres- 
sion of  the  lung  nodules  coincided  with  the  de- 
creasing quantities  of  hormone  found  in  the  urine. 
It  is  interesting  to  note  that  the  hormone  disap- 
peared before  the  nodules  in  the  lungs. 

The  continued  follow-up  of  the  patient,  now  for 
almost  three  j^ears,  has  been  entirely  negative.  At 
no  time  has  there  been  any  clinical  sign  of  recur- 
rence anywhere  in  the  body.  It  is  also  noteworthy 
that  she  has  not  as  yet  mentioned  symptoms  sug- 
gestive of  the  menopause.  She  has  gained  in 
weight  and  is  in  excellent  health. 

Pathology  Report 

First  Curettage. — Gross:  The  material  con- 
sisted of  about  300  cc.  of  semisolid  tissue  com- 
posed largely  of  segments  of  hydatidiform  mole, 


Fig.  11.  First  curettage.  Invasion  of  decidua  by  cho- 
rionic epithelium  undergoing  excessive  proliferation. 


TABLE  I. — Comparison  op  Pulmonary  X-Ray  Findings 
and  Urinary  Gonadotropic  Hormone  Determinations  jl 


- Date 

X-Ray  Findings 

Urine  Titer  (In 
Mouse  Units  Per 
1,000  cc.) 

6-11-54 

Negative 

10,000  + 

7-23-54 

Nodules  in  both  lungs 

10,000  + 

8-5-54 

Nodules  in  both  lungs,  signs 
of  regression  present 

1,000  + 

8-30-54 

Nodules  in  left  lung  almost 
gone ; still  present  in  right 

1,000  -(-  (but  lessi 
than  3,000) 

10-22-54 

Left  lung  clear;  nodules  in 
right  lung  still  present 

Less  than  1,000 

12-17-54 

Only  one  regressing  nodule 
in  right  lung;  left  clear 

Negative 

6-1-55 

Lungs  clear 

Negative 

2-21-56 

Lungs  clear 

Negative 

with  individual  vesicles  reaching  a diameter  of  1 
cm. 

Microscopic  (Figs.  10  and  11):  The  sections 
show  typical  villi  of  hydatidiform  mole  with  ex- 
cessive proliferation  of  chorionic  epithelium, 
which  in  areas  retain  the  characteristics  of  undif- 
ferentiated trophoblasts  undergoing  involutional 
changes.  The  decidua  shows  moderate-chorionic 
invasion,  but  not  exceeding  that  of  an  ordinary 
pregnancy. 

Second  Curettage. — Microscopic  (Fig.  12): 
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Fig.  12.  Second  curettage.  Typical  sheets  of  decidua 
characteristic  of  pregnancy.  No  villi  present. 

The  sections  show  sheets  of  decidua  with  areas  of 


myometrium  typical  of  physiologic  hypertrophy 
seen  in  pregnancy. 

Panhysterectomy. — Gross : The  specimen 

consisted  of  a uterus  removed  totally,  both  tubes, 
and  both  ovaries.  The  body  of  the  uterus  meas- 
ured 9 x 10  x 8 cm.,  and  the  cervix  4 cm.  in  length 
and  3.5  cm.  in  diameter.  The  endometrium  was 
granular,  and  the  myometrium  showed  prominent 
vascular  markings  and  occasional  myomas  up  to 
4.5  cm.  in  diameter,  undergoing  necrosis  in  some 
areas.  Both  tubes  were  patent,  measuring  5 and 
6 cm.,  respectively,  and  were  grossly  normal. 
The  ovaries  (Fig.  13  and  14)  have  been  trans- 
formed into  multilocular  cystic  structures,  the 
right  measuring  13  x 11  x 8 cm.,  and  the  left 
14  x 12  x 7 cm.  On  cut  section  (Fig.  14)  the  ap- 
pearance is  that  of  a honeycomb,  the  individual 
cysts  attaining  a diameter  of  up  to  5 cm.,  with  ac- 
tive luteinization  of  the  walls. 

Microscopic  (Fig.  15):  The  endometrium 

showed  decidual  transformation  in  a state  of 
involution,  and  the  myometrium  showed  the 
physiologic  hypertrophy  typical  of  pregnancy. 
There  is  occasional  adenomyosis  and  lymphocytic 
infiltration  of  the  stroma.  The  myomas  reveal 
partial  hemorrhagic  necrosis.  There  was  marked 
glandular  hypertrophy  of  the  endocervix  with 
epidermization  of  the  eroded  portio.  Examina- 
tion of  many  sections  of  the  uterine  wall  failed  to 


Fig.  13.  Lutein  cystic  ovaries  typical  of  hydatid  mole.  Note  large  size  and  multilocular  formation. 
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Fig.  14.  Appearance  of  cysts  on  section. 


show  any  evidence  of  chorionic  villi  or  chorionic 
epithelium. 

The  tubes  were  normal  except  for  fibrosis  of  the 
endometrial  stroma.  Both  ovaries  (Fig.  16)  show 
cysts  lined  by  luteinized  cells,  and  the  right  ovary 
includes  remnants  of  a corpus  luteum  of  preg- 
nancy. In  areas  the  luteinized  cells  were  replaced 
by  delicate  fibrous  connective  tissue  forming  a 
fibrillar  network.  The  ovaries  also  showed  oc- 
casional patches  of  ectopic  decidua. 

Diagnosis. — Gestational  hypertrophy  of  the 
myometrium  of  the  uterus  with  evidence  of  in- 
volution; decidual  transformation  of  the  uterine 
endometrium;  multiple  myomata  of* the  uterus, 
partially  necrotic;  adenomyosis  interna  of  the 
uterus  with  involutional  changes;  hypertrophic 
cervicitis  and  epidermization  of  a cervical  erosion ; 
fibrosis  of  the  tubes;  multiple  lutein  cysts  of  the 
ovaries  (bilateral);  regressing  corpus  luteum  of 
pregnancy  (right  ovary),  and  ectopic  decidua  in 
both  ovaries. 


Comment 


1488 


New  York  State  J.  Med. 


Classification  and  Nomenclature. — As  has 
been  stated  repeatedly  in  the  literature,  the  condi- 
tions known  as  hydatidiform  mole  and  chorion- 
epithelioma  have  proved  baffling  from  the  point 
of  view  of  classification.  Even  the  terms  em- 


Fig.  15.  Section  of  uterine  wall  after  hysterectomy. 
Endometrium  shows  involution  and  partial  necrosis 
following  previous  curettage.  Myometrium  shows 
hypertrophy  of  pregnancy. 
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luteum  of  pregnancy. 


ployed  have  been  found  to  be  faulty.  Thus  the 
name  “chorionepithelioma,”  as  Novak  and  Seah4 
point  out,  may  refer  to  both  benign  and  malignant 
tumors,  depending  on  the  author.  With  regard  to 
a definite  classification,  the  one  in  universal  use 
since  Marchand’s2  division  into  “typical”  and 
“atypical,”  has  been  that  of  Ewing,9  who  divided 
chorionepithelioma  into  (1)  choreoadenoma  des- 
truens, or  destructive  placental  mole,  (2)  chorio- 
carcinoma, and  (3)  syncytioma  or  syncytial  endo- 
metritis. Practically  all  of  the  reports  in  the 
literature  until  recently  followed  this  classifica- 
tion, although  many  authors4-8  expressed  dissatis- 
faction with  it.  In  Ewing’s  opinion,  chorioade- 
noma destruens,  syncytioma,  and  syncytial  endo- 
metritis were  usually  benign,  whereas  choriocar- 
cinoma was  always  fatal  and  therefore  highly 
malignant.  Recently  Schopper  and  Pliess10  pro- 
posed the  term  “chorionepitheliosis”  to  denote 
infiltrations  of  chorionic  tissue  from  the  endo- 
metrium into  the  myometrium,  the  parametrium, 
the  vagina,  the  lungs,  and  elsewhere.  Essentially 
these  infiltrating  structures  are  benign,  but  due  to 
a loss  of  what  the  authors  call  a “regulating 


TABLE  II. — Classification  of  Chorionepitheliosis* 
Benign 

Chorionepitheliosis  interna 

1.  Cell  proliferations  in  the  uterine  wall 

2.  Destructive  hydatid  mole 

Chorionepitheliosis  externa 

1.  Cell  proliferations  outside  of  the  uterus 

2.  Metastasizing  hydatid  mole 
Malignant 

Chorionepithelioma  malignum 

Intra-  and  extragenital  autonomous  cell  proliferations 

* According  to  Huber  and  Hormann.11 

power”  on  the  part  of  the  host,  the  chorionic 
epithelium  may  undergo  rapid  proliferation  with 
invasion  of  tissues  leading  to  widespread  destruc- 
tion. The  concept  is  based  on  biologic  considera- 
tions rather  than  histologic.  Huber  and  Hor- 
mann11 have  adopted  the  term  “chorionepithelio- 
sis,” finding  in  it  certain  parallelisms  to  endo- 
metriosis, and  have  presented  a classification  of 
their  own,  which  is  shown  in  Table  II. 

As  can  be  seen  this  classification  is  “biologic,” 
since  the  benignancy  or  malignancy  depends  on 
the  resistance  of  the  host  and  the  destructiveness 
of  the  invading  tissue.  These  authors  also  be- 
lieve that  benign  chorionepitheliosis  is  the  rule 
and  chorionepithelioma  malignum  the  exception. 
As  evidence  they  present  22  cases  with  absolute 
cure  in  86.4  per  cent.11 

The  above  concept  has  aroused  considerable 
discussion,  and  there  are  many  authors  who  dis- 
agree with  both  the  terminology  and  the  classifi- 
cation.12*13 To  this  writer  the  term  “chorionepi- 
theliosis” is  worthy  of  adoption.  It  satisfies  the 
need  for  a definite  term  for  the  physiologic  spread 
of  chorionic  wandering  cells  (or  syncytial  cells) 
from  a pregnancy  into  the  surrounding  tissues 
(myometrium,  parametrium,  vagina)  and  even  to 
the  lungs,  but  I would  limit  it  entirely  to  the 
physiologic  process.  The  analogy  to  endometrio- 
sis I consider  valid  and  as  such  acceptable,  since 
endometrium  is  also  capable  of  spread  to  the 
same  organs  and  tissues;  but  the  depredations 
produced  by  the  endometriosis  process  are  essen- 
tially physiologic,  being  entirely  dependent  on 
the  normal  physiologic  action  of  the  ovaries.  As 
a rule,  chorionic  wandering  or  syncytial  cells  will 
disappear  spontaneously  in  the  overwhelming 
majority  of  cases  once  a pregnancy  is  terminated. 
Where  they  persist  and  go  on  to  tumor  formation, 
they  must  be  regarded  as  autonomous,  losing 
completely  any  parallelism  to  endometriosis  and 
therefore  their  validity  to  be  considered  in  an 
analogous  nomenclature.  To  repeat,  I would 
limit  the  term  chorionepitheliosis  only  to  the 
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TABLE  III. — Chorionepithelioma:  Classification  and 
Nomenclature  for  Both  Primary  Tumor  and  Metastases 


Origin 

Benign 

Malignant 

Normal  pregnancy 

Chorionepithe- 
liosis  (physio- 
logic, chorionic 
wandering  cells, 
etc.) 

Choriocarcinoma 

Abortion  (intra- 

Chorionepithe- 

Choriocarcinoma 

uterine  or  tubal) 

liosis  or 

chorioma  (pla- 
cental polyp) 

Hydatid  mole 

Benign  hydatid 

Malignant  hyda- 

mole 

tid  mole 

Extrauterine  (extra- 
genital and/or 

teratomatous 
[ovary  or  tes- 
ticle) j 

Chorioma 

Choriocarcinoma 

physiologic  infiltration  occurring  after  a normal 
pregnancy  or  an  abortion,  either  intrauterine  or 
tubal.  The  following  classification  is  offered  in 
the  hope  that  it  may  further  help  to  clarify  the 
subject  (Table  III)  and  perhaps  serve  as  a stimu- 
lant for  the  evolution  of  other  ideas.  I have 
limited  the  term  “chorionepithelioma”  to  denote 
the  subject  as  a whole,  really  a generic  term,  and 
have  retained  only  those  names  which  are  accept- 
able because  they  are  semantically  consistent 
when  applied  to  other  tumors.  Thus,  I suggest 
“chorioma”  to  represent  a benign  tumor  of  chori- 
onic cells,  just  as  fibroma,  myoma,  osteoma,  li- 
poma, etc.,  are  also  benign  tumors.  I prefer  the 
name  “choriocarcinoma”  to  “chorionepitheli- 
oma,” as  does  Novak,3  since  carcinoma  definitely 
connotes  malignancy,  whereas  chorionepitheli- 
oma as  used  by  various  authors  does  not.  The 
classification  is  based  on  site  of  origin,  since 
choriomas,  hydatid  moles,  etc.  are  always  second- 
ary tumors,  usually  arising  from  an  extraneous 
tissue  such  as  a pregnancy  or,  when  extragenital, 
as  the  proliferation  of  a predominant  tissue  in  a 
teratoma.  I have  retained  “hydatid  mole,” 
both  benign  and  malignant,  because  these  tu- 
mors are  the  most  commonly  encountered  in  the 
group  and  therefore  are  simpler  to  encompass  as 
an  entity.  I wish  to  emphasize  that  the  classifi- 
cation is  based  on  the  concept  that  chorioma,  hy- 
datid mole,  and  choriocarcinoma  are  definite 
tumors  of  chorionic  tissue,  not  implants,  as  is 
suggested  by  Huber  and  Hormann’s  classifica- 
tion. The  analogy  to  endometriosis  also  gives 
rise  to  the  thought  that,  when  present  as  endo- 
metriosis interna,  it  may  serve  as  a pathway  along 
which  the  chorionic  cells  may  grow  and  develop. 
It  is  interesting  to  note  that  in  the  case  here  re- 
ported endometriosis  was  also  present.  Al- 


Fig.  17.  Decidua  in  vein  close  to  serous  surface  of 
uterus. 


though  no  chorionic  tissue  was  found  in  the  uter- 
ine wall,  decidual  tissue  can  be  seen  (Figs,  16  and 

17), 

Diagnosis 

As  has  been  pointed  out,  classification  is  dif- 
ficult. The  reason  lies,  of  course,  in  the  varia- 
tions in  the  criteria  accepted  by  different  observ- 
ers in  diagnosing  the  individual  case  as  benign  or 
malignant.  Occasionally  the  diagnosis  is  not 
made  early  enough  to  institute  proper  treatment, 
with  disastrous  results.  In  considering  hydatid 
mole,  the  most  frequent  tumor  encountered,  such 
symptoms  as  those  of  toxemia  early  in  pregnancy, 
increase  in  size  of  the  uterus  in  comparison  to  the 
period  of  amenorrhea,  and  proteinurea  should 
make  one  suspect  its  presence.  Ultimately, 
bleeding  with  passage  of  vesicles  is  pathogno- 
monic. The  important  symptom  in  chorionepi- 
thelioma is  always  bleeding.  It  must  be  remem- 
bered that  the  tendency  on  the  part  of  even  the 
benign  types  of  tumor  to  invade  and  erode  tissue 
in  which  they  are  imbedded  may  give  rise  to  se- 
vere hemorrhages  which  can  prove  fatal,  even 
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though  the  tumor  itself  may  show  no  evidence  of  a 
true  malignancy. 

The  following  factors  must  be  considered  in 
discussing  the  diagnosis  of  the  tumors,  especially 
in  differentiating  the  benign  from  the  malignant 
forms. 

Histology. — Most  authorities  agree  that  the 
microscopic  picture  is  still  the  most  important 
factor  in  making  a diagnosis.  It  can  be  definitely 
stated  that  in  over  90  per  cent  of  the  cases  ex- 
perienced pathologists  will  agree.14  Exception- 
ally there  may  be  considerable  controversy.  For 
example,  Hertig  and  Sheldon6  described  their  cri- 
teria of  malignancy  as  moderate  to  marked  ana- 
plasia with  hyperplasia,  exuberant  trophoblastic 
growth  (variable  mitotic  activity),  and  often 
evidence  of  endometrial  invasion.  On  the  other 
hand  Novak15  in  his  discussion  of  this  paper 
stated  that  “trophoblastic  activity,  anaplasia, 
and  large  hyperchromatic  nuclei,  as  well  as  in- 
vasiveness and  destructiveness,  do  not  necessarily 
mean  malignancy.”  In  this  connection  Sav- 
age’s16 case  is  of  interest.  It  involved  a young 
woman  who  was  curetted  five  times  over  a pe- 
riod of  seven  months  because  of  bleeding  due  to 
hydatid  mole,  and  who  in  addition  developed  nod- 
ules in  both  lungs.  The  slides  were  sent  to  No- 
vak, who  repeatedly  diagnosed  “benign  prolifera- 
tive mole,”  in  spite  of  a “wicked”  appearance, 
and  advised  against  hysterectomy.  The  preg- 
nancy test,  strongly  positive  at  first,  ulti- 
mately became  negative,  and  this  was  followed 
by  the  spontaneous  regression  of  the  lung  nod- 
ules. Two  years  after  this  experience  the  pa- 
tient became  pregnant  and  gave  birth  to  a nor- 
mal child.  Novak,4  who  probably  has  had  the 
best  opportunity  to  study  the  subject  because  of 
his  curatorship,  with  others,  of  the  Mathieu 
Memorial  Chorionepithelioma  Registry,  in  dis- 
cussing his  criteria  for  determining  malignancy 
or  benignancy,  emphasizes  the  tendency  toward 
diagnosing  malignancy  where  there  is  none, 
rather  than  failing  to  diagnose  it  where  it  is 
present.  With  Meyer17  he  believes  that  the 
most  important  evidence  of  a benign  or  malignant 
tumor  is  the  presence  or  absence  of  villi,  that  is, 
that  the  presence  of  chorionic  villi  will  denote  a 
benign  condition,  whereas  their  absence  means 
malignancy.  Anaplasia,  trophoblastic  prolifera- 
tion, hyperplasia,  hyperchromatosis,  and  mitotic 
activity  do  not  necessarily  denote  malignancy  but 
may  be  found  in  both  types.  It  must  also  be 
emphasized  that  in  questionable  cases  examina- 


tion of  curettings  alone  may  also  be  fallacious  in 
that,  on  the  one  hand,  the  presence  of  a deep- 
seated,  myometrially  imbedded,  malignant  tumor 
could  be  missed  entirely,18  or,  on  the  other,  a 
bizarre-appearing  benign  structure  could  be 
diagnosed  as  malignant.  Another  important 
consideration  that  must  be  kept  in  mind  is  that 
the  tumors,  even  though  benign,  may  cause 
death  by  hemorrhage,  perforation,  and  sepsis.6 

Hormone  Studies. — The  importance  of  uri- 
nary gonadotropic  hormone  determinations  in 
both  diagnosis  and  prognosis  is  so  well  known 
that  little  comment  is  required.  From  the  evi- 
dence at  hand  it  can  be  stated  that  quantitative 
diminution  in  urinary  hormone  content  heralds  a 
good  prognosis,  irrespective  of  the  sites  of  tumor 
tissue,  and  increase  in  titer  the  reverse.  The  es- 
trogenic hormone  is  also  increased,  in  the  author’s 
opinion,  although  there  is  no  unanimity  here, 
since  other  investigators  have  reported  quantita- 
tive diminution.  Recently  a third  factor,  preg- 
nanediol,  has  been  introduced  into  the  picture. 
Since  it  is  the  excretion  product  of  progesterone, 
Reviere  and  Chastrusse,19  among  others,  have 
suggested  that  its  determination,  particularly 
following  evacuation  of  the  uterus  for  hydatid 
mole,  could  help  in  deciding  subsequent  treat- 
ment. They  state  that  after  evacuation  preg- 
nandiol persists  for  about  fifteen  days.  Where  it 
is  present  and  increased  in  quantity  beyond  this 
interval,  it  would  indicate  an  “active  mole”  re- 
quiring further  treatment.  It  would  also  be  evi- 
dence of  the  presence  of  large  lutein  cystic  ova- 
ries. 

X-Ray  of  the  Lungs. — The  importance  of  re- 
peated periodic  chest  plates  is  obvious.  Where 
lung  nodules  are  associated  with  a pregnancy, 
pathologic  or  normal,  some  form  of  chorionepi- 
thelioma must  be  suspected.  I mention  preg- 
nancy specifically  because  there  are  reports  in 
the  literature10*20  of  cases  of  metastases  of  chori- 
onic tissue  to  the  lungs  and  vagina  in  the  presence 
of  a normal  viable  fetus.  The  source  is,  of  course, 
the  placenta,  which  not  infrequently  undergoes 
partial  hydatid  degeneration  late  in  pregnancy 
but  does  not  necessarily  interfere  with  the  fetus. 
It  is  suggested  that  simultaneous  urinary  hor- 
mone determinations  and  chest  x-rays  be  per- 
formed regularly  where  chorionepithelioma  or 
mole  has  been  treated  or  suspected.  In  the  case 
reported  here  the  value  of  this  combination  of 
studies  is  obvious  (Table  I).  It  is  also  interest- 
ing to  note  that  the  urinary  hormone  test  became 
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negative  before  the  nodules  in  the  lungs  had  com- 
pletely disappeared,  as  others  have  also  reported. 

Biologic  Considerations. — Apparently  be- 
cause of  the  lack  of  a clear-cut  histologic  differen- 
tiation of  the  conditions  discussed  and  the  result- 
ing confusion,  several  investigators10’11*13'21  have 
suggested  that  chorionepithelioma  is  really  a spe- 
cial form  of  implantation  tumor,  which  is  the  re- 
sult of  failure  of  a “regulating”  mechanism  during 
fetal  development,  resulting  in  a derangement  of 
growth  of  the  trophoblastic  ectoderm.  This  is 
entirely  a biologic  conception,  based  on  the  resist- 
ance potentials  of  the  mother’s  cells  rather  than 
the  inherent  malignancy  of  the  chorionic  cells.13 
In  this  category  there  may  also  be  various  blood 
tests  for  cancer,  which  are  still  in  the  experi- 
mental stage,  such  as  the  Sagi  test.22  Note- 
worthy from  the  biologic  point  of  view  is  such 
work  as  that  of  Greene,23  who  reports  successful 
transplantation  of  a choriocarcinoma  into  the 
anterior  chamber  of  the  eye  and  the  brain  of  the 
guinea  pig  with  resultant  death  of  the  animals. 
As  a biologic  test  this  could  be  of  great  value  in 
chorionepithelioma. 

Treatment 

From  the  foregoing  discussion  it  becomes  ob- 
vious that  treatment  depends  on  how  quickly  a 
diagnosis  can  be  made  and  whether  the  diagnosis 
is  that  of  a benign  or  malignant  condition.  The 
sequence  of  events  in  the  usual  case  is  as  follows : 
As  a rule,  since  uterine  bleeding  is  invariably  the 
first  symptom,  a curettage  is  performed.  Where 
the  report  is  benign  tissue,  a period  of  waiting 
ensues  during  which  urine  studies  are  made  and 
sometimes  chest  x-rays  are  taken.  Where  bleed- 
ing persists  and  the  gonadotropic  titer  remains 
high,  a second  curettage  is  performed.  In  only 
rare  instances16  is  conservatism  practiced  from 
here  on,  especially  if  lung  metastases  are  present. 
Usually  the  next  step  is  hysterectomy.  In  a 
general  way  this  management  may  be  said  to  be 
satisfactory,  but  a more  careful  evaluation  shows 
that,  as  Novak  has  repeatedly  stated,4  many 
uteri  are  needlessly  sacrificed.  Judging  from 
cases  reported  in  the  literature,  where  the  lesion 
was  not  recognized  until  late  in  the  disease  or 
where  there  was  procrastination  because  of  an 
intrauterine  pregnancy,  the  patient  invariably 
was  lost.  The  treatment  usually  advocated  and 
carried  out  was  radical,  since  in  so  many  of  the 
cases,  regardless  of  ultimate  outcome,  hysterec- 


tomy was  performed.  It  seems  to  this  writer 
that  a policy  of  watchful  expectancy,  as  has  also 
been  suggested  by  Hertig  and  Sheldon,6  is  the 
most  logical  way  of  managing  the  cases,  according 
to  the  present  state  of  our  knowledge.  Many 
uteri  will  be  saved  without  jeopardizing  the  pa- 
tients. Such  cases  as  those  of  Maier  and  Tay- 
lor,24 Duffy,25  and  Johnson,26  in  which  major 
surgery  was  deferred  but  subsequently  performed, 
in  one  case24  years  after  the  primary  lesion  was 
recognized,  prove  that  this  suggested  policy  is 
entirely  valid.  In  performing  hysterectomy  it 
may  be  mentioned  here  that  radical  operations  of 
the  Wertheim  type  are  not  indicated,  since  spread 
of  tumor  cells  is  always  by  way  of  the  blood 
stream  and  not  by  the  lymph  channels.  Regard- 
ing the  controversial  question  of  removal  or  re- 
tention of  the  ovaries,  the  logical  procedure  would 
be  removal,  since  the  operation  is  being  performed 
for  a presumed  uterine  malignancy  which  could 
spread  to  the  adnexa  by  direct  implantation. 

Nonoperative  treatment  that  must  be  consid- 
ered includes  the  utilization  of  radium,  x-ray, 
and  hormone  therapy,  and  here  again  there  are 
wide  differences  of  opinion.  The  efficacy  of  ra- 
dium and  x-ray  is  doubted  by  most  observers  al- 
though they  advocate  its  use.  Bruhl27  believes 
that  radiotherapy  should  be  administered  prior 
to  operation  in  order  to  prevent  the  dissemina- 
tion of  tumor  cells  which  occurs  during  opera- 
tion. From  another  point  of  view  it  has  been  ar- 
gued that  radiotherapy  may  stop  bleeding  and 
therefore  mask  a progressively  developing  malig- 
nancy. In  the  author’s  opinion  operation  is 
still  the  primary  method  of  choice,  radiotherapy 
being  employed  as  a supplement.  The  latter 
usually  represents  a treatment  of  desperation, 
and/  although  its  efficacy  has  not  been  proved,  it 
certainly  does  no  harm. 

Hormonal  treatment  has  its  advocates  as  well 
as  detractors.  Testosterone  preparations  seem  to 
be  the  most  popular  in  use,  but  the  estrogens  also 
have  enthusiasts.  The  results  obtained  are  far 
from  curative,  but  the  impression  obtained  is 
that  biologicals  may  be  of  distinct  palliative 
value  as  in  other  malignancies.  Recently  pro- 
gesterone has  been  suggested28  in  cases  that 
show  a diminution  in  pregnanediol  urinary  excre- 
tion. Cortisone  has  not  proved  of  value  so  far. 

Summary  and  Conclusions 

1.  A case  of  hydatidiform  mole  with  metas- 
tases to  the  lungs,  that  recovered  following  pan- 
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hysterectomy,  is  reported. 

2.  A new  classification  based  on  analogies  to 
parallel  conditions  both  neoplastic  and  non-neo- 
plastic is  presented  for  consideration  in  an  at- 
tempt to  clarify  the  subject  of  chorionepitheli- 
oma. 

3.  Factors  involved  in  diagnosis,  including 
histology,  x-ray,  hormone  studies,  and  others  are 
discussed. 

4.  Treatment,  both  operative  and  nonopera- 
tive, is  discussed,  with  a policy  of  watchful  ex- 
pectancy advocated  for  cases  where  the  diagnosis 
of  malignancy  is  in  doubt. 

1150  Park  Avenue 
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The  tensions  and  uncertainties  of  today’s  liv- 
ing are  responsible  for  an  increasing  amount 
of  psychosomatic  illness.  Day-to-day  frustrations 
are  productive  of  anxiety,  which  is  often  mani- 
fested by  hyperventilation.  The  physiologic 
effects  of  strenuous  hyperventilating,  resulting 
from  lowering  of  alveolar  carbon  dioxide  tension 
with  consequent  production  of  respiratory  alkalo- 
sis, are  well  known.1  Clinically,  milder  degrees 
of  hyperventilation  in  individuals  manifesting 
anxiety  result  in  a characteristic  set  of  symp- 
toms. This  common  syndrome  demands  the 
attention  of  physicians  in  all  fields  of  medicine. 

Rice2  found  107  patients  with  this  syndrome  in 
1,000  consecutive  office  patients  over  a three-year 
period.  McKell3  reported  5.8  per  cent  of  500 
patients  with  gastrointestinal  complaints  to  have 
hyperventilation  responsible  for  the  production  of 
their  symptoms.  With  these  figures  in  mind  the 
present  study  was  undertaken  in  an  effort  to  shed 
more  light  on  a common  but  infrequently  re- 
ported syndrome. 

Materials  and  Methods 

The  patients  investigated  consisted  of  a group 
of  female  military  dependents,  mostly  in  the 
twenty  to  thirty  age  group,  and  free  of  serious 
organic  disease.  They  were  seen  either  in  the 
medical  outpatient  clinic  or  as  inpatients  on  a 
medical  ward.  Approximately  800  new  patients 
were  seen  over  a six-month  period.  Fifty  were 
considered  to  manifest  the  hyperventilation  syn- 
drome, an  incidence  of  6.3  per  cent.  There  was 
a high  incidence  of  functional  disease  of  all  types, 
particularly  anxiety  syndromes.  This  was  due 
to  the  uncertainties  of  military  life,  that  is,  fre- 
quent moves,  etc.,  as  well  as  the  marital,  finan- 
cial, and  social  problems  of  young  married  women. 
History  and  physical  examinations  were  per- 
formed in  all  cases  and  appropriate  laboratory 


* Veterans  Administration  Hospital,  Bronx,  68,  New  York. 


TABLE  I. — Ages  of  Fifty  Patients  with  the 
Hyperventilation  Syndrome 


Age 

Number  of  Patients 

Under  20 

5 

20  to  30 

30 

30  to  40 

8 

40  to  50 

6 

Over  50 

1 

TABLE  II. — Symptoms  in  Fifty  Patients  with  the 
Hyperventilation  Syndrome 


Symptom 

Number  of 
Patients 

Dizziness  (five  actual  syncope) 

35 

Headache 

27 

Breathlessness 

24 

Chest  pain  or  discomfort 

21 

“Nervousness” 

20 

Palpitation 

17 

Numbness  and  tingling 

12 

Anorexia  and/or  nausea 

12 

Tinnitus 

8 

Abdominal  pain  or  discomfort 

6 

Choking  and/or  dysphagia 

6 

Belching  and  “gas” 

6 

Hot  or  cold  flashes 

6 

studies  ordered  when  indicated.  The  hyper- 
ventilation syndrome  was  considered  responsible 
for  the  patient’s  symptoms  when  organic  disease 
was  not  found  by  clinical  or  laboratory  examina- 
tion and  when  ninety  seconds  or  less  of  forced 
overbreathing  reproduced  a major  part  or  all  of 
the  patient’s  complaints.  Patients  were  evalu- 
ated at  subsequent  visits  for  evidence  of  improve- 
ment after  treatment,  which  consisted  of  explana- 
tion of  symptoms  and  reassurance,  with  minimal 
use  of  sedative  or  tranquilizing  drugs. 

Symptomatology 

Table  I lists  the  patients  by  age  group,  and 
Table  II  lists  the  patients’  symptoms,  multiple 
complaints  being  present  in  almost  all  cases. 
Almost  uniformly  patients  found  it  hard  to 
describe  their  symptoms  clearly.  The  very 
vagueness  of  their  complaints  immediately  sug- 
gested functional  disease.  In  a number  of  cases 
frequent  sighing,  gasping  for  breath,  and  heavy 
respirations  while  describing  symptoms  or  dis- 
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cussing  material  with  heavy  emotional  content 
during  history  taking,  pointed  to  the  hyper- 
ventilation syndrome  as  the  cause  of  the  patient’s 
symptoms. 

Dizziness. — This  symptom  was  present  in 
two  thirds  of  the  patients.  It  was  usually  de- 
scribed as  “I  feel  as  if  I’m  going  to  faint”  (in 
five  patients  actual  syncope  occurred),  giddiness, 
or  lightheadedness.  True  vertigo  was  not  de- 
scribed, nor  were  premonitory  symptoms  refer- 
able to  the  cranial  nerves.  The  dizzy  feeling  had 
no  relation  to  exertion  or  position,  except  that  it 
was  occasionally,  but  not  constantly,  described  as 
occurring  on  rising  rapidly.  Such  patients 
demonstrated  an  unstable  vascular  system  on 
examination.  It  was  usually  momentary  and 
transient  in  nature,  with  no  sequelae.  The  pa- 
tient often  admitted  more  frequent  attacks  when 
under  an  emotional  strain. 

Headache. — This  symptom  often  accompanied 
dizziness  and  was  usually  frontal,  described  as  a 
dull  ache  or  pressure  across  the  eyes  or  forehead. 
In  other  patients  descriptions  such  as  “the  top  of 
my  head  coming  off”  or  “all  over  my  head,”  were 
common.  Often  patients  did  not  complain  of 
headaches  but  admitted  this  symptom  on  direct 
questioning.  Some  women  had  assumed  that 
they  were  destined  to  suffer  this  affliction  as  a 
part  of  their  femininity,  especially  when  the  head- 
ache was  worse  at  the  time  of  the  menstrual 
period.  That  these  headaches  were  associated 
with  hyperventilation  was  borne  out  by  the  fact 
that  they  disappeared  with  control  of  over- 
breathing. However,  in  addition,  but  unrelated 
to  hyperventilation,  tension  headaches,  clearly 
functional  in  nature,  were  common  in  these 
patients  and  often  persisted. 

Nervousness. — This  was  often  the  presenting 
complaint  but  never  the  only  symptom.  Most 
often  the  patients  described  themselves  as  on 
edge,  tense,  jumpy,  or  anxious,  but  very  seldom 
as  depressed . N inety  seconds  of  hyperventilation 
usually  reproduced  the  feeling  of  nervousness, 
much  to  the  amazement  of  the  patient.  This 
served  as  an  excellent  beginning  for  a physiologic 
explanation  of  symptoms  to  the  patient. 

Breathlessness. — This  was  the  most  common 
and  most  completely  described  symptom  in  Rice’s2 
series,  and  one  should  refer  to  this  paper  for  a full 
description  of  its  various  patterns.  Of  22  pa- 
tients complaining  of  breathing  difficulties,  none 
complained  of  dyspnea  on  exertion  alone.  Most 
admitted  this  symptom  was  accentuated  by 


emotion,  especially  tension  and  anxiety.  The 
symptom  was  variously  described  as  an  inability 
to  take  a deep  breath,  “something  taking  my 
breath  away,”  “I  feel  like  I can’t  breathe  right,” 
“I  can’t  get  enough  air,”  or  “I’m  suffocating  for 
lack  of  air.”  Often  patients  awoke  from  sleep 
with  feelings  of  breathlessness,  necessitating  dif- 
ferentiation from  nocturnal  dyspnea.  However, 
absence  of  any  organic  cardiopulmonary  disease, 
rapid  recovery  from  attacks,  and  subsequent 
complete  disappearance  of  attacks  after  under- 
standing and  control  of  hyperventilation  attest  to 
the  functional  nature  of  the  symptoms.  On  care- 
ful questioning  patients  often  admitted  to  night- 
mares or  dreams  with  highly  charged  emotional 
material  just  before  awakening  with  hyper- 
ventilation. In  a few  cases  where  the  husband 
had  been  asked  to  observe  the  patient  in  sleep,  he 
reported  hyperventilation  while  the  patient  was 
still  asleep  in  the  few  minutes  prior  to  her  awaken- 
ing with  symptoms.  One  patient  who  is  being 
followed  by  a psychiatrist  for  more  deep-seated 
emotional  problems  and  whose  hyperventilation 
symptoms  were  completely  controlled  following 
an  explanation  of  symptoms,  admitted  on  subse- 
quent visits  that  her  breathing  pattern  had  been 
abnormal,  but  that  she  had  never  realized  this 
prior  to  an  explanation  of  hyperventilation. 

Chest  Pain  or  Discomfort. — These  symp- 
toms were  common  and  variously  described  as  a 
heaviness,  a tightness,  a soreness,  a pain  under 
the  breast,  more  often  the  left,  a vague  feeling  of 
discomfort  all  over  the  chest,  a subcostal  aching, 
or,  rarely,  a substernal  pressure.  Careful  ques- 
tioning revealed  that  in  no  case  was  the  pain  con- 
stantly related  to  exertion,  eating,  breathing,  or 
movement,  and  in  no  case  did  it  radiate  to  the 
arms  or  jaw.  Often  the  pain  was  related  to 
emotional  tension.  However,  as  Rice  points 
out,  the  pain  does  not  necessarily  occur  while  the 
patient  is  hyperventilating.  Pain  in  the  chest 
was  infrequently  reproduced  by  ninety  seconds  of 
forced  breathing,  in  contrast  to  headache,  diz- 
ziness, “nervousness,”  and  breathlessness.  A 
few  patients  were  unusually  sensitive  to  pressure 
on  the  lower  sternum  or  xyphoid.  Such  hyper- 
sensitivity has  been  reported  as  a specific  syn- 
drome by  Lipkin.4  The  author  states  that  pain 
arising  from  the  xyphoid  area  characteristically 
produces  anxiety,  and  reassuring  the  patient  that 
he  does  not  have  organic  disease  may  cause  spon- 
taneous disappearance  of  xyphoidalgia.  This  is 
also  true  of  hyper  ventilators.  Undoubtedly  the 
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two  conditions  have  a closely  related  functional 
etiology. 

Exercise  tolerance  tests,  electrocardiograms, 
and  chest  x-rays  on  those  15  patients  with  chest 
discomfort  as  a prominent  symptom  related  only 
one  significant,  but  unrelated,  abnormality.* 
Chest  pain  disappeared  or  significantly  decreased 
in  two  thirds  of  those  patients  with  this  symptom 
after  an  explanation  of  hyperventilation,  plus 
reassurance. 

Another  syndrome  of  anterior  chest  pain  re- 
sembling pain  of  cardiac  origin  has  recently  been 
described  by  Prinzmetal.5  Particularly  common 
in  postmyocardial  infarction  patients,  this  pain 
was  frequently  accompanied  by  hyperventilation 
and  is  felt  to  be  clearly  functional  in  origin. 

Electrocardiographic  changes  can,  however, 
occur  with  hyperventilation  as  shown  by  Wasser- 
burger  et  al .6  Thirty-seven  of  350  “normal”  sub- 
jects showed  T-wave  inversions  in  two  or  more 
precordial  leads  after  voluntary  overbreathing. 
The  authors  considered  this  a “juvenile”  electro- 
cardiogram pattern  and  compared  this  to  the 
“juvenile”  emotional  pattern  manifested  by 
hyperventilators.  It  was  postulated  that  the 
electrocardiogram  changes  were  not  due  to 
lowered  carbon  dioxide  tension  or  respiratory 
alkalosis,  since  they  also  occurred  with  breathing 
of  mixtures  containing  high  concentrations  of 
carbon  dioxide.  The  authors  felt  that  a vagal 
reflex  arising  in  the  thorax  (similar  to  the  Hering- 
Breuer  reflex)  was  the  etiologic  factor  and  could 
block  this  effect  by  the  administration  of  potas- 
sium or  Pro-Banthine. 

Palpitation. — This  symptom,  occurring  in 
one  third  of  the  patients,  was  almost  invariably 
associated  with  emotional  tension,  of  which  the 
patient  was  aware.  It  was  often  reproduced  by 
the  forced  breathing  test,  and  an  actual  increase 
in  pulse  rate  was  often  demonstrated.  Most 
patients  volunteered  the  information  that  then- 
hearts  were  pounding  or  beating  fast,  saying  that 
“my  heart  flip-flopped  over,”  or  “my  heart  skips 
beats.”  Except  for  an  occasional  dropped  beat 
or  premature  contraction,  arrhythmias  were  not 
demonstrated. 

Gastrointestinal  Symptoms. — Hyperventila- 
tion commonly  caused  upper  gastrointestinal  dis- 
tress: anorexia,  nausea,  choking,  dysphagia, 

bloating,  and  belching.  Air  swallowing,  with 


* A pulmonary  “coin”  lesion  in  a forty-seven-year-old 
female  subsequently  removed  and  found  to  be  a coccidioidal 
granuloma  on  pathologic  examination. 


distention  of  hollow  viscuses,  is  the  etiology  of 
these  symptoms.  This  was  strikingly  illustrated 
in  two  patients  where  hyperventilation  for  ninety 
seconds  brought  on  paroxysms  of  belching.  (See 
Case  1.)  McKell3  postulates  that  emotional 
tension,  particularly  anxiety,  produces  gastro- 
intestinal spasm.  The  patient,  in  turn,  swallows 
air  and  belches  in  an  attempt  to  relieve  his  symp- 
toms. This  is  similar  to  the  mechanism  used  by 
hyperventilators  who  feel  they  cannot  get  enough 
air  and  so  continue  to  overbreathe,  setting  up  a 
vicious  cycle. 

The  fact  that  distention  of  gastrointestinal 
viscuses  can  cause  chest  pain  is  well  known. 
Some  excellent  experiments  concerning  the  pro- 
duction of  pain  or  discomfort  in  the  chest  by 
distention  of  the  splenic  flexure  with  air  have 
been  performed  by  Machella  et  al.7'8  They  felt 
that  these  symptoms,  in  the  majority  of  instances, 
were  precipitated  by  emotional  disturbances,  were 
associated  with  constipation,  and  were  relieved 
by  the  expulsion  of  flatus  or  feces.  They  were 
able  to  show  visualization  of  gas  in  the  splenic 
flexure  during  symptoms,  absence  of  gas  during 
asymptomatic  intervals,  and  the  reproduction  of 
symptoms  by  distention  of  the  splenic  flexure  by 
an  inflated  balloon  introduced  per  rectum. 

Both  the  hyperventilation  syndrome  and  the 
splenic  flexure  syndrome  can  be  considered  to  be 
variants  of  a common  pattern  whereby  emotional 
disturbances  cause  physiologic  changes  in  thoracic 
and  abdominal  organs  which  produce  functional 
symptoms. 

Numbness  and  Tingling. — These  symptoms 
were  present  in  20  per  cent  of  the  patients  seen 
and  were  usually  associated  with  dizziness.  The 
numbness  was  usually,  but  not  always,  sym- 
metrical. These  symptoms  were  particularly 
alarming  and  distressing.  In  such  patients  a 
physiologic  explanation  of  the  production  of  these 
symptoms  was  particularly  reassuring  in  allaying 
anxiety  about  serious  organic  illness. 

Hot  or  Cold  Flashes. — These  were  relatively 
infrequent  and  occurred  in  the  tensest  patients. 
Women  most  often  attributed  these  to  the 
“change  of  life.”  However,  the  reproduction  of 
these  feelings  with  hyperventilation,  the  age  of 
the  patient,  and  subsequent  subsiding  with 
reassurance  pointed  to  anxiety  and  overbreathing, 
rather  than  hormonal  imbalance,  as  the  etiology. 

Case  Reports 

Case  1. — A forty-seven-year-old,  white  female  was 
first  seen  by  me  on  December  16,  1955,  at  which  time 
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she  was  concerned  about  irregular  menses,  having 
had  only  three  periods  in  the  previous  five  months, 
with  occasional  dizziness,  nervousness,  and  sweating. 
Vague  arthralgias  had  been  present  for  over  fifteen 
years.  Complete  orthopedic  evaluation,  including 
multiple  x-ray  examinations,  had  revealed  only 
lumbar  scoliosis  and  mild  arthritis  of  L5  and  Si. 
Two  years  previously  the  patient  had  had  “mi- 
graine” headaches,  with  a family  history  of  migraine. 
Neurologic  evaluation,  including  skull  films,  revealed 
no  significant  pathology.  Ergotamine  tartrate  had 
been  of  no  help,  but  in  the  past  year  the  headaches 
had  spontaneously  disappeared.  Chronic  sinusitis, 
confirmed  by  x-rays,  had  been  symptomatic  in  the 
past  but  had  not  bothered  the  patient  recently. 

The  patient  had  had  a myomectomy  and  bilat- 
eral salpingo-oophorectomy  at  the  age  of  nineteen, 
leaving  “the  uterus  and  one-half  ovary.”  The 
patient  was  happily  married  for  the  past  six  years 
but  had  never  been  pregnant.  She  had  been  taking 
estrogens  on  and  off  for  the  past  year,  with  incon- 
stant relief  of  arthralgia  and  “nervousness.” 
Papanicolaou’s  smear  of  the  cervix  before  estrogens 
were  begun  was  Class  I (normal).  A complete 
physical  examination  was  within  normal  limits 
except  for  scars  and  results  of  previous  surgery  and  a 
benign  papilloma  of  the  face  which  was  subsequently 
removed  by  our  dermatologist. 

A diagnosis  of  postmenopausal  osteoporosis  with  a 
large  functional  overlay  was  made,  and  the  patient 
was  put  on  Premarin,  1.25  mg.  four  times  a day. 
Complete  blood  count,  urinalysis  and  culture,  blood 
sugar,  and  blood  urea  nitrogen  were  all  within  nor- 
mal limits. 

The  patient  returned  one  month  later  greatly 
improved.  Further  history  was  elicited  that  all 
symptoms  were  worse  with  nervousness,  at  which 
time  the  patient  complained  of  belching.  Hyper- 
ventilation for  ninety  seconds  produced  constant 
and  persistent  belching.  A diagnosis  of  hyper- 
ventilation syndrome  with  aerophagia  was  made,  the 
mechanism  of  symptoms  explained  to  the  patient, 
and  reassurance  given.  A psychiatric  consultant 
felt  that  the  patient’s  difficulty  was  basically  a 
character  neurosis,  characterized  by  emotional 
instability.  Subsequent  visits  over  the  next  two 
months  showed  complete  disappearance  of  belching, 
lessening  of  arthralgias,  but  some  jitteriness,  neces- 
sitating reserpine,  0.25  mg.  twice  a day,  for  control. 
The  patient  was  subsequently  seen  four  months  later 
with  geniculate  ganglion  herpes  zoster  (Hunt’s  syn- 
drome) from  which  the  patient  gradually  recovered. 
Although  this  upset  the  patient  emotionally,  hyper- 
ventilation and  aerophagia  did  not  recur. 

Comment. — The  hyperventilation  syndrome  with 
aerophagia  was  only  one  manifestation  of  this  pa- 
tient’s anxiety  and  emotional  instability,  and  al- 
though completely  eliminated,  with  subsequent 


emotional  upset,  tranquilizing  medication,  as  well 
as  continued  reassurance,  had  to  be  used. 

Case  2. — This  twenty-one-year-old,  white  female 
first  presented  herself  to  me  on  December  12,  1955, 
with  complaints  of  dizzy  spells,  weakness,  insomnia, 
“nervousness,”  and  feelings  of  depression.  Since 
the  birth  of  her  second  child,  a premature,  eight 
months  previously,  she  had  manifested  the  above 
symptoms,  plus  headaches,  nausea,  fullness  in  her 
ears,  all  exacerbated  by  the  death  of  her  baby  at  the 
age  of  six  months.  The  baby  had  sustained  a skull 
fracture  with  brain  damage,  following  a fall.  The 
patient  had  extreme  guilt  feelings,  felt  that  her  hus- 
band did  not  love  her,  and  that  she  could  not  make 
friends.  Previous  treatment  in  the  clinic  had 
included  Dexamyl,  phenobarbital,  and  Serpasil, 
with  little  success. 

The  physical  examination  was  unremarkable,  ex- 
cept that  the  patient  seemed  to  be  untidy,  uncon- 
cerned about  her  appearance,  and  constantly 
fidgeting  and  sighing.  Only  thirty-five  seconds  of 
hyperventilation  reproduced  the  patient’s  dizziness 
and  queasiness,  with  near  syncope.  A diagnosis  of 
the  hyperventilation  syndrome,  with  emotional 
instability,  was  made.  The  mechanism  of  production 
of  symptoms  was  explained  and  the  patient  reas- 
sured. 

On  a return  visit  one  week  later  the  patient’s 
appearance  had  improved  markedly,  and  her  spells 
of  hyperventilation  had  almost  completely  dis- 
appeared. However,  on  subsequent  visits  the  pa- 
tient manifested  continued  immaturity,  instability, 
and  lack  of  confidence  in  herself,  with  feelings  of 
guilt  and  inferiority.  Psychiatric  consultation  re- 
vealed that  while  the  psychodynamics  were  obscure, 
the  patient  manifested  a chronic  emotional  insta- 
bility reaction  with  fluctuating  emotional  attitudes 
and  poorly  controlled  anxiety  and  hostility  under 
minor  stress.  Continued  reassurance  and  suppor- 
tive therapy  were  advised. 

Comment. — The  hyperventilation  syndrome, 

while  easily  controlled,  was  only  the  somatic  mani- 
festation of  a more  complex  psychiatric  problem 
which  required  prolonged  psychotherapy. 

Case  3. — This  thirty- two-year-old,  white  female 
first  presented  herself  to  me  on  December  27,  1955, 
with  complaints  of  “gas,”  trouble  breathing  on  ex- 
ertion or  rest,  tension,  “hot  feelings  in  the  head,”  a 
heaviness  in  the  chest,  and  numbness  and  tingling  in 
the  extremities.  Past  history  included  a psychiatric 
evaluation  in  March,  1955,  at  which  time  no  disease 
was  found.  However,  two  years  previously  the 
patient  had  been  in  a psychiatric  hospital  six 
months  for  an  illness  characterized  primarily  by 
depression.  She  received  12  electroshock  treat- 
ments with  good  recovery.  A broken  home  had 
existed  in  childhood,  including  an  alcoholic  mother 
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and  divorced  parents.  The  patient  herself  has  been 
married  three  times. 

The  patient’s  husband  is  at  present  being  treated 
for  active  pulmonary  tuberculosis.  The  patient’s 
oldest  son  had  had  pulmonary  surgery  for  bronchiec- 
tasis and  was  about  to  be  re-evaluated  for  possible 
further  surgery.  Repeated  chest  x-rays  and  tuber- 
culin skin  tests  on  the  patient  and  her  son  up  to 
October,  1955,  had  been  negative  for  tuberculosis. 

On  examination  the  patient  was  tense,  hyper- 
kinetic, and  sighing  deeply.  Except  for  acute  rhini- 
tis and  a cystocele  and  rectocele  with  stress  incon- 
tinence, the  physical  examination  was  negative. 
Ninety  seconds  of  hyperventilation  reproduced  all 
the  patient’s  symptoms.  The  mechanism  was  ex- 
plained to  the  patient,  and  she  was  reassured  about 
her  general  health.  Return  visit  one  week  later 
showed  no  change  in  her  symptomatology.  A 
gynecologic  consultant  advised  perineal  strengthen- 
ing exercises  for  her  pelvic  condition.  A third  visit 
five  weeks  later  showed  complete  disappearance  of 
her  spells  of  breathlessness  and  associated  symp- 
toms. The  patient  was  much  more  relaxed  and  had 
lost  15  pounds  in  weight.  In  the  interim  her  son  had 
been  evaluated  by  our  pulmonary  disease  service, 
and  it  was  concluded  that  he  had  done  so  well  on 
medical  management  that  this  should  be  continued, 
and  no  further  surgery  was  necessary. 

Comment. — In  this  patient  with  a strong  history 
of  psychiatric  illness,  the  acute  anxiety  produced  by 
her  son’s  consideration  for  surgery  precipitated  her 
hyperventilation  syndrome.  This  was  controlled 
when  the  stressful  situation  was  removed. 

Case  4. — This  thirty-three-year-old,  white  female 
first  presented  herself  at  the  clinic  with  a one  year 
history  of  a choking  sensation  in  her  throat,  ano- 
rexia, nausea,  nervousness,  with  numbness  and  heavi- 
ness of  her  body.  The  patient  had  chronic  rhinitis 
and  postnasal  drip  for  the  past  year,  and  her  chok- 
ing sensation  had  been  attributed  to  this  in  the  past. 
At  another  clinic  six  months  previously  the  patient 
had  acute  anxiety  with  crying  spells  but  refused  to 
discuss  any  emotional  problems.  Two  weeks  prior 
to  the  present  visit  the  patient  discovered  a lump  in 
her  right  breast,  with  worsening  of  her  previous 
symptoms. 

On  physical  examination  the  patient  was  acutely 
anxious  and  upset.  Except  for  a chronic  rhinitis, 
the  only  positive  finding  was  a sebaceous  cyst  in  the 
skin  overlying  the  right  breast.  Hyperventilation 
for  ninety  seconds  produced  a choking  sensation  in 
her  throat  and  a fullness  in  the  neck.  In  addition  to 
an  explanation  of  her  symptoms,  the  patient  was 
reassured  that  the  lump  was  not  in  the  breast  but  in 
the  skin,  and  this  was  confirmed  by  a dermatologic 
consultant.  The  patient  returned  two  weeks  later, 
after  a chest  x-ray  was  reported  as  normal,  feeling 
better  than  she  had  for  over  a year.  She  had  only 


one  spell  of  choking  in  the  interim. 

Comment. — This  patient  manifested  a globus 
hystericus  syndrome  from  hyperventilation.  This 
was  exacerbated  by  the  anxiety  created  by  finding 
what  she  thought  was  a breast  lump.  The  symp- 
toms were  effectively  controlled  by  removing  the 
precipitating  factor  of  anxiety  and  fear,  plus  an 
explanation  of  her  symptoms. 

Pathogenesis 

Physiologically,  excess  pulmonary  ventilation 
produces  a characteristic  chain  of  events.9 
There  is  an  increased  loss  of  carbon  dioxide  from 
the  body.  The  normal  partial  pressure  of  carbon 
dioxide  (40  mm.  Hg)  may  be  reduced  as  much  as  50 
per  cent.  Engel  et  al.10  showed  that  a single  deep 
inspiration  and  expiration  will  reduce  carbon  di- 
oxide content  by  5 to  7 volumes  per  cent  and  partial 
pressure  of  carbon  dioxide  (P-C02)  by  7 to  16  mm. 
Hg.  This  in  turn  decreases  blood  P-C02,  pro- 
ducing a more  alkaline  pH.  Ionizable  calcium  is 
thus  reduced,  contributing  to  increased  muscular 
irritability.  With  decreased  carbon  dioxide  ten- 
sion, the  dissociation  curve  for  oxyhemoglobin 
shifts  to  the  left  (Bohr  effect) ; thus  hemoglobin 
holds  onto  oxygen  more  tenaciously,  contributing 
to  tissue  anoxia.  Hill  and  Flack11  demonstrated 
that  anoxemia,  rather  than  hypocapnia,  was 
responsible  for  the  production  of  cerebral  symp- 
toms. They  showed  that  hyperventilation  would 
not  cause  convulsions,  even  when  the  alveolar 
carbon  dioxide  content  was  reduced  to  1.47 
volumes  per  cent,  if  100  per  cent  oxygen  was 
breathed.  Tissue  anoxia  is  also  heightened  by 
decreased  blood  flow  from  contracted  vessels  in 
tissues  with  hypocapnia.  All  these  changes 
force  an  increase  in  respiratory  rate  and  depth  to 
increase  oxygenation,  contributing  to  a lowering 
of  P-carbon  dioxide,  producing  a vicious  cycle. 
Clinically,  the  progression  of  symptoms  begins 
with  lightheadedness,  unsteadiness,  then  often  a 
feeling  of  being  unable  to  get  a deep  breath,  a dull 
pressure  in  the  anterior  chest,  and,  finally,  numb- 
ness, tingling,  paresthesias,  and,  occasionally 
tetany,  with  severe  respiratory  alkalosis,  and 
local  neurovascular  changes.  Kerr  et  al.12  per- 
formed multiple  biochemical  studies  on  patients 
manifesting  anxiety  with  hyperventilation  and 
found  a significant  drop  in  plasma  carbon  dioxide 
in  ten  of  14  patients,  and  a shift  in  urine  pH  of 
2 to  3 units  toward  alkaline  in  ten  patients. 

Why  should  some  persons,  specifically  those 
with  anxiety,  develop  symptoms  from  overbreath- 
ing, while  the  majority  of  people  may  overbreathe 
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without  producing  the  symptom  complex? 
Kerr12  feels  that  problems,  especially  financial  or 
sexual,  create  tension  and  fear  if  they  are  unable 
to  be  solved  or  faced  by  an  immature  personality. 
This  creates  anxiety,  which  in  turn  stimulates  the 
autonomic  (sympathetic)  nervous  system  to  pro- 
duce psychosomatic  symptoms,  specifically  hyper- 
ventilation. This  in  turn  produces  more  anxiety 
over  the  patient’s  health,  and  a vicious  cycle  is 
established.  Hyperventilation  increases  cerebral 
cortical  irritability  as  manifested  by  diffuse 
electroencephalographic  slowing.  Engel10  showed 
a positive  correlation  between  slowing  of  the 
electroencephalogram  and  the  level  of  conscious- 
ness. In  his  subjects  a slowing  to  fewer  than  5 
cycles  per  second  resulted  in  a decreased  conscious 
awareness.  It  is  known  that  electroencephalo- 
gram slowing  is  greatest  in  children  and  young 
adults.  Thus  the  younger  patient  is  more  likely 
to  develop  disturbances  in  consciousness  with 
hyperventilation . 

It  is  postulated  that  those  patients  manifesting 
anxiety  in  any  form  have  cortical  hyperirrita- 
bility. Since  the  stimulation  for  hyperventilation 
is  most  likely  central  in  origin,  the  summation  of 
these  factors  is  responsible  for  clinical  symptoms 
in  susceptible  individuals.  Expressed  psycho- 
dynamically,  these  patients  respond  to  anxiety 
states  with  hyperventilation,  producing  cerebral 
slowing,  which  is  a more  juvenile  pattern  of  re- 
sponse. McKell3  feels  that  patients  with  hyper- 
ventilation are  constantly  overbreathing  to  some 
extent  and  are  continually  on  the  verge  of 
respiratory  alkalosis.  Overbreathing  produces 
cerebral  vasoconstriction  and  decreased  cerebral 
flow,  and  this  may  be  responsible  for  the  cerebral 
symptomatology. 

The  conventions  of  modern  civilized  life  often 
prevent  people  from  adequately  resolving  anxiety- 
producing  situations,  and  psychosomatic  symp- 
toms result.  Hyper  ventilators  may  have  an  ac- 
quired predisposition  of  the  respiratory  tract  as 
the  end  organ  for  receipt  of  autonomic  responses, 
resulting  in  the  characteristic  symptoms  of  the 
hyperventilation  syndrome. 

Diagnosis 

The  diagnosis  of  the  hyperventilation  syn- 
drome should  be  based  on  positive  findings.  It 
should  not  be  a diagnosis  made  by  exclusion,  as 
is  erroneously  done  with  functional  disease  in 
many  cases.  The  patient  with  symptoms  from 
hyperventilation  presents  characteristic  features 


in  the  history.  She  is  usually  young  and  has 
many  vague,  seemingly  unrelated  minor  com- 
plaints. The  very  vagueness  and  inability  to 
fit  the  symptoms  into  an  organic  pattern  immedi- 
ately suggests  functional  illness.  Frequent  sigh- 
ing, heaving,  or  hyperventilation  while  eliciting 
the  history,  especially  at  times  when  highly 
charged  emotional  material  is  being  discussed, 
suggests  the  diagnosis.  The  exacerbation  of 
symptoms  with  emotion  and  their  negative  rela- 
tionship to  exertion,  eating,  breathing,  move- 
ment, or  position,  is  characteristic.  The  patient 
often  admits  being  “nervous”  and  often  has  been 
to  numerous  physicians  with  multiple  complaints 
for  which  no  etiology  has  been  found.  Often  a 
history  of  having  been  on  various  sedatives  with 
little  improvement  is  elicited.  A history  of 
marital  troubles  is  common.  Sixty  per  cent  of 
McKell’s3  patients  had  an  unsatisfactory  sexual 
adjustment. 

The  physical  examination  is  unremarkable, 
except  for  signs  of  functional  disease,  particularly 
anxiety,  characterized  by  cold,  clammy  hands, 
axillary  sweating,  dilated  pupils,  and  often  tachy- 
cardia, tremor,  and  sighing  respirations.  The 
hyperventilation  test13  confirms  the  diagnosis. 
The  patient  is  asked  to  breathe  deeply  with  par- 
ticular attention  to  voluntary  forced  expiration, 
approximately  20  to  30  respirations  per  minute, 
for  ninety  seconds.  The  normal  subject  may 
feel  slightly  dizzy,  but  the  reproduction  of  a 
major  portion  of  the  patient’s  complaints  consti- 
tutes a positive  test.  This  finding  in  a person, 
with  the  complaints  discussed  in  the  preceding 
section,  suggests  the  diagnosis  of  the  psychogenic 
hyperventilation  syndrome. 

Excluding  hyperventilation  secondary  to  en- 
cephalopathies, drug  poisoning,  particularly  sali- 
cylates,14 and  as  a compensatory  mechanism  in 
severe  metabolic  acidosis,  especially  diabetic  keto- 
acidosis, the  differential  diagnosis  rests  with  those 
organic  cardiac,  pulmonary,  gastrointestinal,  and 
neurologic  diseases  producing  similar  symptoms. 
Syncope  due  to  postural  hypotension  can  be  ruled 
out  by  the  occurrence  of  symptoms  in  the  recum- 
bent position.  The  absence  of  symptoms  on  care- 
ful carotid  sinus  pressure  rules  out  a sensitive  caro- 
tid sinus  producing  symptoms.  The  absence  of 
any  degree  of  heart  block  excludes  Stokes-Adams 
attacks,  which  is  rare  in  the  younger  age  group. 
Petit  mal,  typically  characterized  by  several 
momentary  losses  of  consciousness  per  day,  rarely 
has  its  onset  after  adolescence  and  can  be  ruled  out 
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by  the  electroencephalogram.  True  vertigo,  associ- 
ated with  various  intracranial  conditions,  can  be 
differentiated  by  the  presence  of  other  positive 
neurologic  signs.  Chest  pain  can  mimic  angina, 
but  a painstaking  history,  with  or  without  electro- 
encephalogram confirmation,  will  establish  this 
diagnosis.  Breathlessness  due  to  intrapulmonary 
disease  can  be  distinguished  by  normal  exercise 
tolerance,  plus  the  absence  of  orthopnea,  rales, 
cyanosis,  cough,  sputum,  or  x-ray  changes.  Or- 
ganic gastrointestinal  disease  can  be  excluded  by 
repeatedly  normal  x-ray  examinations.  Func- 
tional disease,  unrelated  to  hyperventilation, 
tends  to  be  relieved  by  antacids  and  antispas- 
modics,  while  gastrointestinal  symptoms  related 
to  overbreathing,  as  a rule  as  not  relieved  until 
the  hyperventilation  is  controlled. 

The  most  difficult  problem  is  to  separate  symp- 
toms of  hyperventilation  from  those  due  to 
organic  disease  where  the  two  coexist.  Careful 
evaluation  is  necessary  here.  Rice2  gives  a com- 
plete discussion  of  this  subject. 

Therapy 

The  successful  management  of  the  patient 
manifesting  psychogenic  hyperventilation  is  not 
treatment  of  isolated  symptoms,  but  considera- 
tion of  the  patient  as  a whole.  A sympathetic 
physician,  with  an  understanding  attitude  toward 
his  patient,  is  required.  A simple  physiologic 
explanation  to  the  patient  of  the  mechanism  of 
the  production  of  symptoms  will  aid  in  allaying 
anxiety.  On  the  one  hand,  the  patient  is  reas- 
sured that  serious  organic  disease  is  not  present; 
on  the  other  hand,  the  patient  realizes  that  there 
is  a definite  cause  for  the  symptomatology,  rather 
than  the  frustrating  explanation  that  “it’s  your 
nerves  and  nothing  can  be  done  about  it.” 
Consequently,  I very  seldom  use  sedatives  on 
these  patients,  since  this  focuses  attention  on  the 
“nervous”  aspects  without  getting  at  the  under- 
lying physiologic  cause.  Some  investigators  have 
advocated  the  use  of  ammonium  chloride,  carbon 
dioxide-oxygen  mixtures,  or  paper  bag  rebreath- 
ing12 to  restore  acid-base  balance.  However, 
simply  holding  one’s  breath  for  twenty  or  thirty 
seconds  serves  to  break  the  cycle  as  effectively  as 
any  therapy  advocated.  The  patient  is  advised 


to  use  this  breath-holding  technic  at  the  first  sign 
of  symptoms,  in  order  to  abort  an  attack. 

The  resolution  of  the  underlying  anxiety- 
producing  situation  through  psychotherapy  is  the 
ultimate  goal  of  treatment.  This  is  the  most 
difficult  aspect  of  therapy,  especially  in  a military 
situation  where  many  anxiety-producing  factors 
are  beyond  the  patient’s  control.  Nevertheless, 
with  the  realization  that  the  symptom  complex  of 
hyperventilation  results  from  underlying  anxiety, 
the  physiologic  and  psychotherapeutic  approach 
to  the  patient’s  problems  by  an  understanding 
physician  will  result  in  a significant  improvement 
in  at  least  one  half  of  these  patients. 


Summary 

The  hyperventilation  syndrome  is  a common 
manifestation  of  anxiety,  especially  in  young 
women.  The  symptoms  are  vague  and  may 
simulate  various  organic  disease  states,  but 
careful  history  and  physical  examination  can 
differentiate  these  conditions.  A review  of  symp- 
toms in  50  patients  is  presented,  with  typical 
case  histories.  A simple  program  of  therapy  is 
outlined,  which  can  be  expected  to  give  improve- 
ment in  at  least  one  half  of  the  patients  treated. 
It  is  hoped  that  physicians  in  all  fields  will  have 
an  increased  awareness  of  this  common  clinical 
syndrome. 
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Whiplash  Injury  of  the  Neck:  Symptoms, 
Diagnosis,  Treatment,  and  Prognosis 


MURRAY  M.  BRAAF,  M.D.,  NEW  YORK  CITY,  AND  SAMUEL  ROSNER,  M.D.,  F.I.C.S., 

BRONX,  NEW  YORK 


During  the  past  five  years  the  term  “ whip- 
lash injury  of  the  neck,”  has  repeatedly 
cropped  up  in  the  medical  literature  and  has 
sought  to  focus  attention  on  this  common  con- 
dition as  a clinical  entity,  which  heretofore  has 
not  been  too  well  understood  and  consequently 
not  properly  managed  in  both  diagnosis  and  treat- 
ment.1-8 

Whiplash  injury  of  the  neck  implies  trauma  to 
the  neck  caused  by  the  head  being  thrown  back- 
wards or  forwards  forcibly  with  a recoil  in  the 
opposite  direction.  Sometimes  there  may  be 
more  than  one  recoil,  since  the  head  may  be 
thrown  to  and  fro  several  times.  In  addition, 
there  may  also  be  a side-to-side  force  exerted  on 
the  neck.  Originally  this  type  of  trauma  was 
ascribed  to  persons  involved  in  automobile  acci- 
dents when  their  cars  collided  or  were  hit  in  the 
rear  while  they  were  sitting  in  a stopped  or  slowly 
moving  vehicle.  Actually  these  injuries  are  very 
common  occurrences  in  everyday  life  inasmuch 
as  any  accident  which  produces  hyperextension 
or  hyperflexion  of  the  neck  could  produce  a whip- 
lash neck  injury.  The  neck  may  be  snapped 
sharply  by  direct  or  indirect  force  following  a blow 
on  the  neck  or  back  or  a fall  on  the  outstretched 
arms,  etc.  Severe  damage  to  the  neck  very  often 
occurs  in  head  injuries,  such  as  those  sustained 
while  boxing,  diving,  etc.,  and  too  often  the  re- 
sulting symptoms  are  attributed  solely  to  the 
head  injury.  However,  for  the  purpose  of  this 
survey,  cases  presenting  a history  of  accompany- 
ing head  injury  or  concussion  were  excluded  so  as 
not  to  confuse  the  clinical  picture. 

In  this  series  over  1,000  cases  have  been  studied 
in  which  there  was  a history  of  neck  symptoms 
following  immediately  or  within  one  week  after 
a definite  injury  in  persons  who  had  no  symptoms 
prior  to  the  accident.  The  majority  were  in- 
volved in  automobile  accidents.  They  included 
patients  from  the  ages  of  six  to  sixty-five,  most  of 
whom  were  between  thirty  to  fifty  years  of  age. 
These  cases  were  observed  from  one  to  ten  years 
after  coming  under  our  care. 


Symptomatology 

It  is  important  for  the  physician  to  be  ac- 
quainted with  the  wide  range  of  symptoms  which 
may  be  produced  by  a whiplash  injury  of  the  neck 
because  of  the  common  tendency  to  dismiss  them 
as  being  psychoneurotic  or  irrelevant  to  the  in- 
jury. The  symptomatology  may  be  placed  into 
three  main  categories:  the  acute  phase,  the 
chronic  phase,  and  the  delayed  phase. 

The  acute  phase  follows  immediately  after  the 
injury.  When  the  force  directed  to  the  neck  has 
been  severe,  the  patient  may  be  dazed  and  badly 
shaken  up  or  even  bewildered  momentarily. 
However,  many  may  not  experience  any  of  these 
symptoms.  Most  of  the  symptoms  in  the  acute 
phase  are  concentrated  about  the  neck.  Neck 
symptoms  are,  as  a rule,  immediate  and  marked. 
However,  in  some  cases  they  may  be  so  mild  as  to 
be  overlooked  by  the  patient.  Usually  there  is  a 
slight  ache  in  the  back  of  the  neck,  which  may 
gradually  develop  into  severe  pain  associated  with 
alarming  symptoms  within  twenty-four  hours,  or 
the  condition  may  commence  with  such  severe 
nuchal  pain  that  the  patient  believes  the  neck  to 
be  broken.  The  pain  is  followed  by  spasm  of  the 
cervical  spinal  muscles  with  accompanied  re- 
striction of  movements  of  the  neck,  which  may 
vary  from  slight  stiffness  to  marked  rigidity  pro- 
ducing complete  inability  to  move  the  neck  in  any 
direction.  In  some  cases  acute  spasmodic  torti- 
collis may  develop  with  the  head  rotated  and 
pulled  to  one  side  in  rhythmic  movements. 

In  addition  to  the  neck  symptoms,  there  may 
be  multiple  symptoms  referred  to  many  parts  of 
the  body,  and  because  of  the  multiplicity  of 
symptoms,  the  condition  may  be  called  the 
“cervical  syndrome.”2-6'9  The  symptoms  in- 
cluded in  this  syndrome  have  been  subdivided  for 
descriptive  purposes  into  the  following  groups : 

Symptoms  Referred  to  the  Head. — The 
complaint  of  headache  is  the  most  common  and 
annoying  single  symptom  following  cervical 
trauma.  If  the  injury  is  severe,  headache  may 
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develop  within  a few  minutes  or  hours.  It  may- 
be constant  or  periodic.  The  degree  and  location 
of  pain  will  vary  a great  deal  in  each  case.  In 
some  the  head  pain  may  be  so  severe  as  to  over- 
shadow any  or  all  other  complaints  and  is  not  re- 
lieved by  simple  analgesics.  In  others  the  head- 
ache may  be  so  mild  that  no  medication  is  taken 
for  relief.  The  pain  may  be  unilateral  or  bilateral, 
localized  or  generalized  over  the  whole  head. 
When  localized  it  may  affect  any  part  of  the  head 
or  face  but  is  usually  frontal  or  occipital  or  a com- 
bination of  both.  However,  it  is  not  necessary 
for  the  headache  to  be  occipital  as  commonly  sup- 
posed. Sometimes  paresthesia  and  sensitivity  of 
the  scalp  and  face  or  neuralgia  of  teeth  and  jaws 
may  be  associated  with  or  substituted  for  the 
headaches.  It  is  not  unusual  for  the  headache 
to  be  vascular  in  nature  as  shown  by  the  increase 
in  pain  with  vasodilators  such  as  nitroglycerine 
and  by  the  alleviation  of  pain  by  vasoconstrictors 
such  as  ergotamine  tartrate.  However,  the  onset 
of  headaches  may  be  delayed  for  days,  weeks, 
months,  or  even  years  after  the  neck  injury. 
Consequently  many  of  these  patients  have  had 
their  headaches  diagnosed  by  reliable  clinicians 
as  “migraine,”  especially  when  the  headaches 
have  occurred  some  time  after  the  original  neck 
trauma.  This  fact  tends  to  emphasize  the  neces- 
sity of  taking  a complete  detailed  history  of 
trauma,  and  of  examining  the  neck  carefully  in 
every  chronic  headache  case. 

Symptoms  Referred  to  Upper  Extremity 
and  Shoulder  Girdle. — Pain  and/ or  paresthesia 
affecting  one  or  both  upper  extremities  is  the 
best  understood  symptom  resulting  from  cervical 
radiculitis  after  a neck  injury.  Pain  in  the 
upper  extremity  may  be  accompanied  by  or  may 
alternate  with  pain  referred  to  the  scapular  region 
and/or  precordial  region,  usually  associated  with 
definite  points  of  tenderness  most  commonly 
found  along  the  vertebral  border  of  the  scapula 
and  over  the  subdeltoid  area  of  the  shoulder  on 
the  affected  side.  Sometimes  pain  in  the  scapular 
area  or  in  the  pectoral  area  may  be  the  only  symp- 
tom of  radicular  irritation.  In  addition,  pain  and 
restriction  of  movements  of  the  shoulder  may  also 
be  present.  Symptoms  may  be  aggravated  by 
coughing,  sneezing,  straining,  or  movements  of 
the  neck.  Pain  may  be  very  severe  at  night  and 
interfere  with  sleep.  Some  relief  from  pain  may 
be  obtained  by  moving  about,  raising  the  arm,  or 
fixing  the  head  and  neck  in  different  positions  of 
flexion  or  extension. 


Symptoms  Referred  to  the  Gastroin- 
testinal System. — Gastrointestinal  disturbances 
occur  frequently  and  consist  of  nausea,  vomiting, 
anorexia,  diarrhea  or  constipation,  flatulence,  ab- 
dominal distension,  and  abdominal  pain. 

Symptoms  Referred  to  the  Eyes. — Eye 
symptoms  have  been  noted  quite  often  and  in- 
clude conjunctivitis,  photophobia,  lacrimation, 
scotomata,  hemianopsia,  diplopia,  nystagmus, 
temporary  amblyopia,  partial  or  complete  ptosis 
of  the  eylids,  twitching  of  the  eyelids,  and  pain  in 
or  behind  the  eyes. 

Symptoms  Referred  to  Ears,  Nose,  and 
Throat. — Rhinorrhea,  clogging  of  one  or  both 
nostrils,  disturbances  of  smell  and/or  taste, 
epistaxis,  tinnitus,  vertigo  (especially  on  move- 
ments of  the  head),  temporary  deafness,  neuralgia 
of  the  nose,  neuralgia  of  the  ear,  irritation  or 
pain  in  the  throat,  hoarseness,  yawning,  and 
dysphagia  may  be  present. 

Symptoms  Referred  to  the  Thorax. — These 
include  dyspnea,  paroxysmal  hyperpnea  (deep 
sighing),  palpitation,  tachycardia  or  bradycardia, 
neurogenic  cough,  wheezing  similar  to  bronchial 
asthma,  and  precordial  pain  or  discomfort  usually 
associated  with  superficial  tenderness.  The  pain 
in  the  chest  may  in  some  cases  be  so  pronounced 
that  it  simulates  angina  pectoris  or  coronary 
disease. 

Psychoneurotic  Symptoms. — Under  this 

heading  are  grouped  a number  of  symptoms  which 
are  just  as  much  a result  of  cervical  nerve  root 
irritation  as  pain  referred  to  the  upper  extremity. 
They  are  listed  here  only  because  no  suitable 
classification  can  be  found,  and  they  include  con- 
stant fatigue,  general  irritability,  poor  concentra- 
tion and  memory,  mood  changes,  feelings  of  ten- 
sion, depression,  confusion,  general  anxiety,  pro- 
fuse perspiration,  pallor,  flushes,  labile  hyper- 
tension or  hypotension,  faintness,  momentary 
blackouts,  tremor,  insomnia,  frequency  of  mic- 
turition, and  development  of  periodic  or  per- 
manent intolerance  to  certain  foods  and  drugs, 
such  as  chocolate,  cake,  meat,  raw  fruits,  orange 
juice,  alcohol,  aspirin,  etc. 

Symptoms  Referred  to  the  Spinal 
Cord. — Symptoms  resulting  from  compression  of 
the  spinal  cord  are  not  common.  However,  when 
they  do  occur,  they  are  usually  insidious  in  onset 
and  may  simulate  many  of  the  spinal  cord  diseases, 
such  as  multiple  sclerosis,  syringomyelia,  amyo- 
trophic lateral  sclerosis,  or  combined  nervous 
system  disease.10 
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Associated  Low  Back  Conditions. — Low 
back  conditions  are  often  found  associated  with 
neck  injuries  and  no  doubt  result  from  the  same 
basic  trauma,  producing  a weakness  of  the  sup- 
porting ligaments  of  the  lumbar  spine  with  prob- 
able herniation  of  the  intervertebral  disk. 
Sciatic  nerve  irritation  may  or  may  not  be  present 
with  the  back  condition. 

As  the  acute  condition  of  the  neck  subsides, 
which  may  take  a few  days  or  weeks,  pain  and 
restriction  of  movements  of  the  neck  will  di- 
minish or  disappear  and  may  be  replaced  by  re- 
ferred or  radicular  symptoms  mentioned  above 
if  not  already  present.  When  referred  symptoms 
exist  in  the  acute  phase,  they  may  be  aggravated 
and  become  more  pronounced  as  the  condition 
enters  the  chronic  phase.  It  must  be  emphasized 
that  although  one  symptom  or  group  of  symptoms 
is  the  outstanding  and  predominating  feature  of 
the  cervical  syndrome,  it  may  often  be  associated 
with  any  of  the  referred  symptoms  mentioned 
above,  it  may  be  substituted  entirely  by  one  or 
more  of  these  associated  symptoms,  or  it  may  al- 
ternate with  them. 

The  symptoms  are  usually  intermittent  and  re- 
current, subject  to  periods  of  remission  and  acute 
exacerbation.  Exacerbation  of  symptoms  may 
be  precipitated  by  many  extraneous  factors  in 
different  patients,  such  as  emotional  disturbances, 
tension,  menstruation,  barometric  pressure  varia- 
tions, fatigue,  exposure  to  sun,  smoke  fumes,  or 
drafts,  ingestion  of  alcohol  or  certain  foods, 
watching  fast-moving  objects  in  moving  pictures 
or  television.  Oversleeping,  which  is  common 
over  the  weekend,  may  aggravate  or  precipitate 
symptoms  in  some.  Prolonged  reading  or 
writing,  especially  in  an  unnatural  or  uncomfort- 
able position,  will  very  often  induce  symptoms. 
Physical  activities  involving  the  use  of  the  hands, 
arms,  or  shoulders  in  lifting,  ironing,  vacuum 
cleaning,  etc.  will  place  an  indirect  strain  on  the 
neck  and  may  provoke  an  acute  attack.  Some- 
times acute  flexion  or  rotation  of  the  neck  may  do 
the  same.  Additional  injury,  however  slight,  may 
aggravate  the  neck  condition. 

The  delayed  phase  is  characterized  by  appear- 
ance of  symptoms  days,  months,  or  years  after  the 
neck  injury.  The  symptoms  are  identical  with 
those  found  in  the  acute  or  chronic  phase  except 
that  there  is  no  history  of  any  immediate  injury. 
The  condition  may  commence  with  acute  neck 
symptoms.  However,  more  often  it  may  start 
with  only  referred  symptoms  without  any  neck 


complaints.  Careful  inquiry  will  usually  elicit  a 
history  of  previous  trauma. 

Physical  Findings 

In  the  acute  phase  neck  signs  are  very  definite. 
The  cervical  spinal  muscles  are  thrown  into  spasm 
producing  pain  and  restriction  of  movements  of 
the  neck.  Localized  tenderness  in  the  back  of  the 
neck  is  invariably  present.  The  entire  back  of 
the  neck  may  be  tender  on  pressure  with  the 
thumb,  but  usually  one  side  is  more  tender  than 
the  other.  The  area  of  maximum  tenderness  is 
most  often  found  at  the  lateral  aspect  of  the  lower, 
or  sometimes  the  upper,  part  of  the  cervical  spine. 

As  the  condition  becomes  chronic,  muscle 
spasm  gradually  diminishes  or  may  disappear  en- 
tirely in  some  cases,  and  there  may  be  a good 
range  of  movement  of  the  neck  with  little  or  no 
pain  except  for  extremes  of  motion. 

•Usually  there  are  periodic  bouts  of  stiffness  of 
the  neck  due  to  recurrent  spasm  of  the  neck 
muscles.  However,  localized  point  tenderness  in 
the  back  of  the  neck  will  persist  as  long  as  the  pa- 
tient continues  to  have  referred  or  radicular 
symptoms,  but  they  definitely  tend  to  lessen  with 
improvement  of  symptoms.  In  some,  small  ten- 
der nodules  of  varying  sizes  may  be  found  in  the 
back  of  the  neck,  which  disappear  from  time  to 
time  and  reappear  with  exacerbation  of  symp- 
toms. 

Objectively,  besides  the  neck  signs,  there  may 
be  tilting  of  the  head  forwards  or  to  one  side, 
motor  weakness,  fibrillation,  atrophy  of  the  mus- 
cles supplied  by  the  affected  cervical  nerves, 
positive  foraminal  test  of  Spurling  and  Scoville, 
and  sensory  and/or  reflex  changes  in  the  affected 
upper  extremities.  Reflex  changes  occur  only  in 
about  20  per  cent  of  the  cases  and  represent  the 
most  reliable  sign  of  compression  or  irritation  of 
the  cervical  nerve  roots. 

X-Ray  Findings 

Roentgenographic  examination  of  the  cervical 
spine  in  the  anteroposterior,  oblique,  and  lateral 
views  with  the  head  upright,  flexed,  and  hyperex- 
tended  is  important  and  should  be  performed  in 
every  case  suspected  of  a neck  injury,  not  only  to 
rule  out  the  possibility  of  dislocation,  fracture,  or 
other  bony  pathology,  but  also  to  gain  valuable 
information  concerning  the  alignment  of  the 
vertebrae.  In  interpreting  x-ray  findings,  it 
must  be  remembered  that  the  articulations  be- 
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Fig.  1.  Lateral  roentgenogram  of  the  cervical  spine 
of  a forty-eight-year-old  man,  following  a whiplash 
injury  of  the  neck,  shows  disk  pathology  at  the  level  of 
C6-C7,  manifested  by  narrowing  of  the  intervertebral 
space,  localized  hypertrophic  arthritic  changes  of  the 
contiguous  vertebral  bodies,  and  segmental  loss  of  the 
lordotic  curve.  Condition  produced  severe  intractable 
headaches  and  minor  symptoms  referred  to  both  upper 
extremities,  chest,  and  abdomen.  Rupture  of  the  inter- 
vertebral disk  between  C6  and  C7  was  found  at  surgery. 


tween  the  bodies  of  the  cervical  vertebrae  repre- 
sent amphiarthrodial  joints,  admitting  a com- 
paratively small  degree  of  mobility  singly. 
However,  when  the  amount  of  movement  of  one 
joint  is  added  to  that  of  all  the  cervical  vertebrae, 
the  range  of  movement  of  the  cervical  spine  is  con- 
siderable. Normally  every  vertebra  should  pro- 
duce an  equal  degree  of  movement  with  its  adja- 
cent vertebrae  above  and  below.  Loss  of  motion 
of  the  vertebrae  of  the  entire  or  part  of  the  cervi- 
cal spine  will  cause  alteration  of  its  normal  lor- 
dotic curve.  Complete  or  segmental  straight- 
ening (or  reversal)  of  the  lordotic  curve  of  the 
cervical  spine  is  the  most  consistent  characteristic 
feature  and  very  often  the  only  abnormality 
found  in  whiplash  injury  of  the  neck.  Exaggera- 
tion of  the  lordotic  curve  on  hyperextenSion  rep- 
resents overstretching  of  the  anterior  longitudinal 
ligament  of  the  cervical  spine,  which  acts  as  a 
check  strap  to  excessive  extension.  Careful  ex- 
amination may  also  reveal  varying  degrees  of 


ft 
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Fig.  2.  Lateral  roentgenogram  of  the  cervical  spine 
of  a fifty-three-year-old  man,  who  had  received  a whip- 
lash injury  of  the  neck,  reveals  marked  narrowing  of  the 
intervertebral  space  between  C5  and  C6,  accompanied 
by  localized  hypertrophic  changes  and  segmental  loss 
of  the  lower  portion  of  the  lordotic  curve.  In  addition, 
there  is  a pronounced  forward  displacement  of  the 
fourth  cervical  vertebra,  producing  a marked  subluxa- 
tion at  the  level  of  C3-C4.  Patient  complained  of 
severe  pain  in  the  back  of  neck,  radiating  into  the  left 
upper  extremity,  and  dizziness  on  movements  of  the 
head.  Rupture  of  the  intervertebral  disk  between  C5 

and  C6  was  found  at  surgery. 

' 

subluxation  showing  greater  extent  of  trauma  to 
the  ligaments.  In  addition,  the  size  of  the  inter- 
vertebral foramen  may  be  decreased.  There  may 
also  be  narrowing  of  the  intervertebral  space  and 
hypertrophic  lipping  or  spurring  of  the  contiguous 
vertebral  bodies,  which  indicate  previous  damage 
and  degeneration  of  the  disk  (Figs.-  1 and  2). 

Negative  x-ray  findings  in  a person  who  has  re- 
ceived a neck  injury  do  not  by  any  means  prove 
that  no  damage  has  been  done  to  the  cervical 
spine.  Conversely,  roentgenographic  evidence  of 
disk  pathology  alone  does  not  necessarily  imply 
that  the  condition  is  producing  symptoms,  be- 
cause symptoms  occur  only  when  there  is  me- 
chanical compression  or  irritation  of  the 'adjacent 
nerve  root.  However,  persons  with  roentgeno- 
graphic manifestations  of  marked  disk  pathology 
may  be  asymptomatic  for  years  until  they  sustain 
a neck  injury,  even  though  comparatively  slight 
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in  nature,  when  they  suddenly  develop  severe 
symptoms,  many  times  out  of  all  proportion  to 
the  injury  described. 

Diagnosis 

In  the  acute  phase  diagnosis  presents  no  prob- 
lem, for  a history  of  trauma  followed  by  neck 
symptoms  and  signs  makes  the  condition  ob- 
vious. The  only  difficulty  is  the  possibility  of  the 
physician  not  associating  the  accompanying 
radicular  or  referred  symptoms  with  the  injury. 

In  the  chronic  phase  there  is  usually  not  an 
overabundance  of  physical  or  neurologic  signs, 
and  the  examiner  must  not  be  misled  by  this  fact. 
Diagnosis  of  herniation  or  rupture  of  the  cervical 
intervertebral  disk  should  be  fundamentally  a 
clinical  diagnosis  based  on  the  over-all  clinical 
picture  plus  physical  and  roentgenographic  find- 
ings on  examination.  Local  tenderness  in  the 
neck  is  always  present  if  looked  for,  accompanied 
by  varying  degrees  of  muscle  spasm,  pain,  and 
restriction  of  movements  of  the  neck.  Move- 
ments of  the  neck  in  some  cases  may  appear  to  be 
normal.  However,  comparative  lateral  x-rays 
may  demonstrate  a segmental  loss  of  motion  of 
part  of  the  cervical  spine.  In  addition,  roentgen- 
ographic examination  may  reveal  characteristic 
evidence  of  disk  pathology.  Neurologic  signs,  es- 
pecially reflex  changes  when  present,  are  ex- 
tremely valuable  in  establishing  the  presence  of 
nerve  root  irritation.  Myelography  is  not  indi- 
cated as  a routine  diagnostic  procedure,  inasmuch 
as  it  is  not  a simple  procedure  and  is  not  without 
some  risk  to  the  patient.  However,  myelography 
should  be  performed  when  it  has  been  decided 
that  operative  intervention  is  advisable  or  the 
clinical  picture  is  not  clear.2*11’12 

Treatment 

Cervical  traction  is  specific  for  whiplash  in- 
juries and  is  by  far  the  most  effective  method,  not 
only  for  giving  the  patient  symptomatic  and  per- 
manent relief  but  also  for  preventing  the  occur- 
rence of  delayed  symptoms.  Repeated  experi- 
mentation has  shown  that  cervical  traction  must 
be  carried  out  in  the  supine  or  horizontal  position 
in  order  to  obtain  maximum  benefit.  Sayre’s 
halter  type  traction  has  proved  satisfactory 
using  5 to  15  pounds  of  weights,  according  to  the 
patient’s  weight  and  muscular  development. 
The  ideal  way  to  carry  out  traction  therapy  is  to 
hospitalize  the  patient  for  seven  to  twenty-one 


days.  Treatment  is  carried  out  intermittently 
consisting  of  thirty  minutes  of  traction  followed 
by  two  hours  of  rest  with  no  traction  during  sleep- 
ing hours.  During  mealtime  and  during  the  in- 
terval between  traction  the  patient  is  permitted 
to  sit  in  a chair  with  a simple,  well-fitting  cervical 
collar  made  of  sponge  rubber.  As  soon  as  the 
acute  symptoms  subside,  the  patient  may  be  dis- 
charged from  the  hosptial  but  should  continue 
traction  therapy  at  the  office  or  at  home  for  at 
least  two  to  three  months  longer.  If  it  is  imprac- 
tical to  hospitalize  the  patient,  traction  therapy 
should  be  performed  as  an  office  procedure  three 
to  five  times  weekly  for  twenty  to  thirty  minutes 
for  three  months.  In  some  severe  or  chronic  cases 
it  may  be  necessary  to  carry  out  treatment  for  as 
long  as  twelve  months  or  even  longer.2-13 

While  the  patient  is  undergoing  traction 
therapy,  drugs  can  play  an  important  part  in 
tiding  the  patient  over  his  symptoms.  Thiamine 
chloride  given  orally  or  intramuscularly  in  large 
doses  (200  mg.)  daily  is  a material  adjunct  in  re- 
lieving radicular  symptoms.  The  combination  of 
a simple  analgesic  such  as  acetalsalicylic  acid  with 
a barbiturate  has  been  found  most  useful  for 
pain,  headache,  and  other  symptoms  resulting 
from  the  neck  injury.  When  depressive  symp- 
toms are  marked,  dextro-amphetamine  sulfate 
can  be  added.  The  antihistaminic  drugs  are  use- 
ful to  combat  symptoms  referred  to  the  eye,  ear, 
nose,  and  throat,  and  their  sedative  action  is 
often  a welcome  relief  to  the  patient.  Recently 
the  use  of  meprobamate  has  been  very  helpful 
to  relieve  the  tension  and  apprehensiveness  which 
so  often  follow  cervical  trauma.  Once  the  symp- 
toms are  under  control,  all  medication  should  be 
stopped. 

Application  of  warm  moist  heat  to  the  neck  is 
useful  in  relieving  protracted  muscle  spasms  and 
pain.  However,  diathermy  may  not  be  tolerated 
well,  especially  in  the  acute  phase.  After  the 
acute  symptoms  have  subsided,  the  patient 
should  be  given  simple  graded  exercises  directed 
towards  strengthening  the  muscles  of  the  back 
of  the  neck  and  shoulder  girdle,  thus  aiding  in 
correcting  the  poor  posture  so  commonly  seen 
after  neck  injuries.  The  patient  should  be  in- 
structed to  limit  activities  to  essential  tasks. 
He  should  avoid  as  much  as  possible  all  work 
which  may  place  a direct  or  indirect  strain  upon 
the  neck,  such  as  excessive  reading,  writing, 
driving,  lifting,  carrying,  working  with  the  hands 
of  arms,  etc. 
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As  long  as  there  are  no  signs  or  symptoms  of 
spinal  cord  compression,  traction  should  be  con- 
tinued for  at  least  six  months  or  possibly  longer 
before  giving  up  on  conservative  treatment. 
Should  symptoms  persist  in  spite  of  adequate 
traction,  or  should  they  recur  after  ambulation  to 
such  a degree  as  to  make  normal  living  unbearable 
or  impossible,  surgical  intervention  is  to  be  given 
serious  consideration.  In  preparation  for  surgery, 
cervical  myelography  with  ethyl  iodophenylunde- 
cylate  (Pantopaque)  is  performed  to  confirm  and 
localize  the  exact  position  of  the  disk  lesion. 
Once  a disk  condition  is  demonstrated  by  mye- 
lography, cervical  laminectomy  is  recommended 
to  remove  the  offending  disk. 

Results 

Approximately  80  per  cent  of  our  cases  were 
completely  relieved  of  all  neck  and  other  referred 
symptoms.  However,  10  per  cent  of  this  group 
had  recurrences  within  one  year  after  cessation  of 
treatment,  which  required  further  traction  with 
good  results.  Another  10  per  cent  obtained 
sufficient  relief  of  symptoms  to  carry  on  a normal 
existence,  and  the  remaining  10  per  cent  received 
no  adequate  relief  with  any  form  of  conservative 
treatment.  The  majority  of  those  who  were 
not  benefited  with  traction  consisted  of  cases  of 
long  duration  before  treatment  was  commenced. 
As  a rule,  the  younger  the  patient  at  the  time  of 
the  accident  and  the  sooner  traction  therapy  is 
started,  the  better  is  the  outlook  for  complete 
and  permanent  relief  of  symptoms.  Cervical 
laminectomy  was  performed  in  ten  cases,  with 
five  obtaining  excellent  results  and  the  other  five 
either  receiving  no  material  relief  of  symptoms 
or  developing  annoying  complications  following 
surgery,  manifested  by  weakness  and  vasomotor 
changes  in  the  hands  and  occasional  selected 
atrophy  of  the  muscles  of  the  upper  extremities. 
At  surgery  herniation  or  rupture  of  the  nucleus 
pulposus  through  the  annulus  fibrosus  was  found 
in  every  case,  and  fragmentation  with  degenera- 
tion of  the  disk  material  was  present  in  four  of  the 
cases  on  which  surgery  was  performed. 

Prognosis 

The  prognosis  must  be  evaluated  in  each  in- 
dividual case  on  its  own  merits  and  must  be 
guarded,  especially  at  the  beginning,  because  re- 
currences as  well  as  development  of  delayed 
symptoms  are  common.  If  left  alone  without 


proper  treatment  the  condition  may  become 
chronic  and  last  for  years.  The  neck  injury  in  the 
chronic  stage  causes  a multiplicity  of  annoying 
and  recurring  symptoms,  which  in  the  past  were 
considered  to  be  part  of  a psychoneurosis  or  post- 
traumatic  syndrome.  However,  with  adequate 
traction  therapy  the  chances  of  complete  relief 
of  symptoms  are  very  good. 

The  settlement  of  cases  per  se  where  litigation 
involving  compensation  or  injury  award  was 
pending  had  no  material  effect  on  the  outcome  of 
the  condition,  inasmuch  as  many  of  these  pa- 
tients still  complained  of  symptoms  and  con- 
tinued treatment  at  their  own  expense  long  after 
the  final  settlement  had  been  completed.  There 
is  no  doubt  from  this  study  that  a whiplash  in- 
jury of  the  neck  may  produce  a condition  which  is 
much  more  complicated  and  disabling  than  have 
generally  been  supposed  among  physicians  and 
legal  authorities.  Consequently,  it  is  not  un- 
common to  have  a wide  diversity  of  opinion 
among  medical  examiners  and  insurance  carriers 
in  evaluating  the  injury  from  a legal  standpoint. 

Comment 

In  whiplash  injuries  of  the  neck  the  cervical 
spine  is  traumatized  as  a result  of  the  sudden 
oscillation  of  the  head  in  alternate  flexion  and  ex- 
tension, producing  primarily  a mechanical  over- 
stretching of  its  longitudinal  ligaments.  If  the 
injury  is  severe,  the  intervertebral  disk  may  also 
be  damaged  by  fragmentation  of  the  nucleus  pul- 
posus or  rupture  of  the  annulus  fibrosus.  The 
overstretching  of  the  longitudinal  ligaments 
causes  a weakening  of  subluxation  of  these  liga- 
mentous structures,  allowing  the  nucleus  pul- 
posus of  the  intervertebral  disk  to  herniate  out  of 
its  normal  position,  and  the  nucleus  pulposus  pro- 
duces compression  or  irritation  of  the  cervical 
nerves,  which  are  located  posterolateral  to  the  in- 
tervertebral disks.  Occasionally  the  herniation 
may  proceed  directly  posteriorly  and  produce 
compression  of  the  spinal  cord.  When  the  disk 
protrudes  from  its  natural  location,  the  normal 
lordotic  curve  is  altered  by  muscle  spasm,  and  the 
corresponding  foramen  may  be  relatively  de- 
creased in  size.  Eventually  the  intervertebral 
space  of  the  affected  disk  becomes  narrow,  usually 
accompanied  by  localized  or  sometimes  gen- 
eralized hypertrophic  osteoarthritic  changes. 
The  osteoarthritis  is  in  all  probability  a secondary 
reaction  to  damage  to  the  intervertebral  disks  and 
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does  not  per  se  cause  symptoms  unless  one  of  the 
osteophytes  becomes  large  enough  to  protrude 
into  the  intervertebral  foramen  so  as  to  compress 
the  cervical  nerve  root. 

The  referred  symptoms  following  a whiplash 
injury  of  the  neck  are  simply  mechanical,  re- 
sulting from  compression  or  irritation  of  one  or 
more  cervical  nerve  roots  or  portions  thereof.6 
The  greater  the  irritation  of  the  nerves,  the  more 
severe  are  the  symptoms.  When  the  cervical 
nerves  are  irritated,  there  is  no  doubt,  from  clini- 
cal observations,  a reflex  mechanism  is  set  up, 
probably  through  the  sympathetic  nervous  sys- 
tem, whereby  any  of  the  cervical  and/or  cranial 
nerves  are  stimulated,  producing  mainly  sensory 
and  vasomotor  symptoms.  However,  the  exact 
anatomic  and  physiologic  pathway  of  the  trans- 
mission of  afferent  impulses  from  the  cervical 
spine  to  the  cranial  nerves  is  not  apparent. 

Delayed  symptoms  are  probably  caused  by  the 
gradual  weakening  of  the  longitudinal  ligaments 
of  the  cervical  spine.  At  the  time  of  the  injury 
these  ligaments  are  traumatized  by  overstretching 
to  a degree  insufficient  to  produce  severe 
immediate  or  referred  symptoms.  However, 
with  the  routine  strain  normally  placed  on  the 
neck  during  everyday  life  in  performing  such 
activities  as  turning  or  bending  the  head  and  neck 
in  reading,  writing,  etc.,  or  indirectly  by  lifting 
heavy  objects,  the  longitudinal  ligaments  eventu- 
ally give  way,  permitting  the  nucleus  pulposus 
of  the  intervertebral  disk  to  herniate  sufficiently 
to  compress  or  irritate  the  adjacent  cervical  nerve 
root  and  produce  symptoms. 

Conclusions 

1.  Whiplash  injury  of  the  neck  produces  a 


definite  clinical  condition  characterized  by  a 
multiplicity  of  recurring  referred  symptoms  enu- 
merated above. 

2.  Headache  is  the  most  common  referred 
symptom  resulting  from  a whiplash  injury. 

3.  Cervical  traction  in  the  supine  position  is 
specific  therapy  for  this  type  of  trauma,  resulting 
in  complete  relief  of  symptoms  in  approximately 
80  per  cent  of  the  cases  and  satisfactory  relief  in 
another  10  per  cent. 

4.  Cervical  myelography  followed  by  surgery 
is  indicated  if  severe  symptoms  persist  in  spite  of 
adequate  traction  therapy. 

565  West  End  Avenue 
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Toxic  Reaction  to  Sulfamethoxypyridazine 

(. Kynex ) 


BARNET  M.  HERSHFIELD,  M.D.,  AND  JONNY  J.  STERN,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Medicine , Jewish  Memorial  Hospital ) 


Anew  sulfonamide  has  recently  been  released 
as  an  effective  agent  for  combating  geni- 
tourinary infections.  This  drug,  sulfamethoxy- 
pyridazine, sold  as  Kynex,  is  a substituted  sul- 
fonamide and  is  said  to  have  many  advantages 
over  other  medicaments  used  in  the  treatment  of 
sulfa-sensitive  infections.  Some  of  the  preferred 
qualities  are  high  solubility  in  the  plasma  and 
urine,1  low  initial  and  maintenance  doses,2  high 
diffusion  rate,  and  rapid  absorption.3  It  is 
claimed  that  serious  side-effects  are  rarely  en- 
countered. Walker  and  Hamburger4  have  ad- 
ministered the  chemical  to  52  subjects,  most  of 
whom  had  urinary  tract  infection.  They  reported 
only  one  instance  of  skin  rash.  No  other  reactions 
were  encountered.  Up  to  this  time  we  have 
found  no  reported  case  of  jaundice  or  hepatic  in- 
volvement. 

We  wish  to  report  two  cases  of  toxic  reactions 
to  sulfamethoxypyridazine.  The  first  case  will 
describe  liver  involvement  in  addition  to  rash  and 
temperature.  The  second  case  is  one  with  a skin 
reaction  who  improved  rapidly  on  discontinuation 
of  the  drug. 

Case  Reports 

Case  1. — A sixty-three-year-old  male  was  seen  by 
one  of  us  (J.  S.)  on  May  17,  1957.  His  past  history 
was  negative  except  for  herniorraphy  in  1939.  On 
March  30,  1957,  he  consulted  a urologist  because  of 
dysuria.  Pyuria  was  found,  and  an  excretory 
pyelogram  revealed  a normal  right  kidney  and 
ureter.  The  left  kidney  was  malrotated,  and  slight 
fullness  of  the  pelvis  and  calyces  was  reported. 
The  cystogram  showed  a mild  degree  of  prostatic 
intrusion. 

Furadantin  was  prescribed  and  the  urinary  infec- 
tion subsided  promptly.  In  the  middle  of  April 
dysuria  recurred,  and  the  patient  consulted  his 
urologist.  The  latter  prescribed  50  tablets  of 
Kynex.  Four  tablets  or  2 Gm.  were  taken  the 
first  day.  Two  tablets  or  1 Gm.  was  taken  daily 
for  the  next  twenty-four  days.  Once  again  the 
urinary  infection  subsided,  and  the  drug  was  dis- 
continued. On  May  14,  1957,  the  patient  developed 


nausea,  epigastric  discomfort,  and  anorexia.  He 
was  put  back  on  Kynex  two  days  later.  The  next 
day,  May  17,  he  consulted  Dr.  Jonny  Stern  who 
advised  hospitalization,  and  the  patient  was  ad- 
mitted to  Jewish  Memorial  Hospital  the  very  same 
day. 

Physical  examination  revealed  a thin  but  well- 
preserved  white  male.  Rectal  temperature  was 
101.6  F.  The  skin  and  sclerae  were  icteric.  A 
generalized,  morbiliform  rash  was  present  over  the 
trunk  and  extremities.  The  face  was  involved  to  a 
lesser  degree.  There  were  several  tiny,  shot-like 
nodes  along  the  posterior  cervical  chain  bilaterally 
and  slightly  tender  enlarged  nodes  in  the  axillae 
and  groins.  The  heart,  lungs,  and  blood  pressure 
were  normal.  The  liver  was  felt  about  three 
fingers  below  the  costal  margin.  It  was  slightly 
tender  but  smooth.  The  splenic  edge  was  felt  on 
deep  inspiration.  Examination  of  the  lower  ex- 
tremities was  negative.  Rectal  examination  re- 
vealed a soft,  moderately  enlarged  prostate  and 
brownish  stool.  Blood  count  on  admission  showed 
14  Gm.  of  hemoglobin,  4,300,000  red  cells,  and  10,500 
white  cells  with  a normal  differential.  The  pro- 
thrombin time  was  sixteen  seconds  (normal  fifteen 
seconds).  Serum  pyruvic  transaminase  was  84 
units,  and  the  oxalacetic  transaminase  determina- 
tion was  58  units.  The  alkaline  phosphatase  was 
62  King  Armstrong  units.  Serum  bilirubin  was  a 
total  of  5.4  mg.  per  cent  with  3.2  indirect.  Thymol 
turbidity  was  1.0  units  and  cephalin  flocculation 
was  negative.  Urine  analysis  revealed  3 plus  bile 
and  2 plus  albumin  with  occasional  red  and  white 
blood  cells.  Qualitative  urobilinogen  was  positive 
in  a 1:20  dilution. 

It  was  our  impression  that  we  were  dealing  with  a 
case  of  drug  sensitivity.  While  the  rash  and  febrile 
reaction  could  be  readily  explained  by  such  phe- 
nomena, and  conceding  that  liver  damage  and  cholan- 
giolitis  may  be  the  result  of  tissue  reaction  to  toxic 
and  antigenic  stimulation,  it  was  felt  that  other 
entities  should  be  considered  and  ruled  out.  Retic- 
uloendothelial involvement  by  lymphosarcoma  was 
considered.  Less  consideration  was  given  to  the 
possibility  of  Hodgkin’s  granuloma.  Other' labora- 
tory work  done  during  the  patient’s  hospital  stay 
were  heterophil  agglutination,  erythrocyte  fragility, 
reticulocyte  count,  and  Coombs’  test.  These  tests 
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TABLE  I. — Liver  Function  Tests  TABLE  II. — Liver  Function  Tests 


Date 

✓ — Bilirubin — •. 
One 
Min- 
ute Total 

Alkaline 

Phos- 

phatase 

(King 

Arm- 

strong 

Units) 

Cephalin 

Floccula- 

tion 

Thymol 

Tur- 

bidity 

! 5/18/57 

3.2 

5.4 

62 

Negative 

1.0 

5/20/57 

Negative 

2.0 

5/22/57 

4.0 

7.1 

66 

5/27/57 

1.7 

2.7 

35 

Negative 

2.5 

5/31/57 

1.2 

2.0 

30.5 

6/5/57 

1.0 

1.7 

22.0 

6/7/57 

0.9 

1.7 

19.0 

10/31/57 

0.4 

1.1 

3.5 

all  gave 

normal 

results. 

On 

May  23, 

1957,  a 

left  axillary  lymph  node  was  excised.  It  showed 
marked  fatty  infiltration  of  the  entire  medulla  and 
part  of  the  cortex,  which  was  reduced  to  a thin 
lymphoid  rim  with  somewhat  loose,  hypertrophic 
germinal  center.  A moderate  polymorphonuclear 
and  eosinophilic  infiltration  of  the  cortical  lymphoid 
tissue  was  present.  The  pathologic  diagnosis  was 
marked  follicular  hyperplasia  (reactive)  with  fatty 
infiltration.  Gastrointestinal  and  gallbladder  x-rays 
were  not  revealing.  While  we  were  considering  the 
relative  advantages  of  fiver  biopsy  and  abdominal  ex- 
ploration, the  patient  began  to  improve  rapidly.  The 
jaundice  faded,  the  urine  became  fighter,  and  the 
alkaline  phosphatase  dropped  precipitously.  The 
rash  and  temperature  were  no  longer  important 
considerations  at  this  time.  The  former  faded  in 
about  four  days,  while  the  temperature  receded  and 
remained  normal  after  the  third  hospital  day.  The 
patient's  appetite  improved.  The  fiver  and  spleen 
were  no  longer  palpable  at  the  time  of  his  discharge 
on  June  9,  1957. 

Tables  I and  II  contain  the  results  of  the  fiver 
function  tests. 

Comment 

This  case  illustrates  the  capacity  of  sulfon- 
amides to  produce  hepatic  injury  in  addition  to 
the  more  common  toxic  reactions  of  fever  and 
rash.  These  chemicals  fall  into  the  category  of 
drugs  capable  of  producing  fiver  damage  both  by 
direct  toxic  action  and  by  the  induction  of  a 
hypersensitivity  reaction.  Prolonged  administra- 
tion may  lead  to  focal  inflammation  and  necrotic 
lesions  in  the  fiver,  kidneys,  myocardium,  and 
lungs.5  The  high  alkaline  phosphatase  in  the 
presence  of  a negative  cephalin  flocculation  and 
a normal  thymol  turbidity  speaks  for  cholangio- 
litic  reaction  with  intrahepatic  obstruction. 
Garvin6  has  pointed  out  that,  in  toxic  hepatitis 
due  to  sulfonamide,  thelaboratory  features  need 


Date 

Cholesterol 
(mg.  Per 
Cent) 

Cholesterol 
Esters 
(Per  Cent) 

Pro- 

thrombin 

Time 

(Seconds) 

5/18/57 

242 

33 

16 

5/20/57 

300 

30 

5/22/57 

353 

28 

5/27/57 

348 

62 

15 

10/31/57 

278 

57 

not  be  very  distinctive,  except  that  the  serum  al- 
kaline phosphatase  level  may  be  very  high. 

Case  2. — On  June  1,  1957,  a fifty-six-year-old 
female  consulted  one  of  us  (B.  M.  H.)  and  com- 
plained of  extreme  weakness,  chills,  and  a generalized 
rash.  She  stated  that  she  consulted  a gynecologist 
on  May  22,  1957,  because  of  dysuria  and  lower 
abdominal  pain.  The  doctor  informed  her  that 
she  had  pus  in  her  urine  and  placed  her  on  Kynex 
therapy.  She  took  two  tablets  (1  Gm.)  daily. 
On  May  31,  1957,  a rash  broke  out  over  her  body, 
and  her  skin  felt  swollen.  There  was  relatively 
little  pruritis,  but  she  complained  of  severe  head- 
ache and  chilly  sensations.  On  examination  the 
patient's  temperature  was  101  F.  Her  conjunc- 
tivae  were  injected  and  edematous.  A generalized 
measles-like  rash  was  present.  There  was  some 
swelling  of  the  lower  eyelids.  The  fiver  and  spleen 
were  not  palpable.  Urinalysis  was  normal.  Hemo- 
globin was  13.9  Gm.,  with  4,550,000  red  blood  cells 
and  5,000  white  blood  cells.  The  differential  was 
segmented  neutrophils  52  per  cent,  band  neutro- 
phils 7 per  cent,  lymphocytes  34  per  cent,  eosino- 
phils 4 per  cent,  monocytes  2 per  cent,  and  baso- 
phils 1 per  cent. 

Kynex  was  discontinued,  and  Pyribenzamine  was 
prescribed.  The  patient  was  sent  home  and  asked 
to  remain  in  bed.  The  fever  was  gone  in  three  days, 
and  the  rash  faded  slowly  and  had  almost  dis- 
appeared on  June  8,  1957.  On  June  13,  1957,  I 
re-examined  the  patient.  There  was  no  evidence 
of  rash,  and  there  was  no  desquamation.  The 
conjunctivae  were  normal.  Appetite  and  strength 
had  returned  completely. 

Comment 

This  is  an  example  of  drug  fever  and  rash. 
Discontinuation  of  the  medication  was  all  that 
was  necessary  to  permit  reversal  with  disappear- 
ance of  the  fever  and  fading  of  the  rash. 

Summary 

1.  Two  cases  of  sulfamethoxypyridazine  tox- 
icity have  been  reported. 
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2.  Up  to  this  time  there  have  been  no  reports 
of  toxicity  causing  jaundice,  liver  damage,  or 
fever.  Case  1 describes  cholangiolitis,  intra- 
hepatic  obstruction,  and  jaundice,  in  addition  to 
rash  and  fever.  Case  2 developed  fever  as  well  as 
rash. 

3.  In  each  instance  the  symptoms  and  signs 
gradually  disappeared  on  discontinuation  of  the 
drug. 
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Accidental  Arsenic  Poisoning 

HAROLD  JACOBZINER,  M.D.,  AND  HARRY  RAYBIN,  M.S.,  NEW  YORK  CITY 
{From  the  New  York  City  Department  of  Health) 


Etiology 

Arsenic  poisoning  in  children  usually  results 
from  the  accidental  ingestion  of  arsenic  in 
rodenticides  and  insecticides. 

Pathogenesis 

Because  of  the  ready  availability  due  to  the 
deplorable  use  of  these  products  in  the  home  and 
because  of  a general  lack  of  proper  safety  pre- 
cautions, accidental  arsenic  poisoning  is  not  in- 
frequent. 

Soluble  arsenic  in  the  trivalent  form  is  absorbed 
through  the  mucous  membranes  and  skin.  It  has 
a cumulative  action,  since  it  is  eliminated  slowly. 
It  is  excreted  chiefly  through  the  kidneys  and  to  a 
lesser  degree  through  the  feces. 

Arsenic  reacts  with  the  sulfhydryl  group  in  the 
cells  and  thus  inhibits  the  action  of  enzyme  sys- 


tems. The  circulatory  system  is  markedly  af- 
fected. The  earliest  structures  affected  by  ar- 
senic are  the  capillaries,  particularly  of  the  vis- 
ceral bed — they  become  dilated  and  very  perme- 
able. Vesicles  appear  in  the  digestive  mucosa 
which  soon  rupture.  There  is  a diffuse  edema, 
congestion,  and  hemorrhage  in  the  gastric  mu- 
cosa resembling  that  of  cholera.  The  arterioles 
also  become  involved,  losing  their  normal  ability 
to  constrict.  The  renal  glomeruli  and  the  tubules 
become  injured. 

Arsenic  is  stored  mainly  in  the  liver,  kidney, 
walls  of  the  gastrointestinal  tract,  spleen,  and 
lungs.  Excretion  of  arsenic  from  the  body  be- 
gins from  two  to  eight  hours  after  the  ingestion. 
It  may  take  as  long  as  ten  days  to  complete  the 
elimination  of  a single  dose. 

The  lethal  dose  of  a trivalent  salt  of  inorganic 
arsenic  is  reportedly  about  120  mg.  for  an  adult. 
It  is  much  less  for  a child.  In  the  powdered  form 
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iTABLE  I. — Incidents  of  17  Cases  of  Arsenic  Poisonings  Reported  to  the  Poison  Control  Center,  New  York  City 

Department  of  Health,  1955-1957 


Year 

Age  (Years) 

Sex 

Toxic  Agent  Involved 

Outcome 

1955 

IV* 

Male 

Arsenic 

Nonfatal 

1955 

l1/* 

Male 

Arsenic 

Nonfatal 

1956 

61 

Male 

Lead  Arsenate* 

Nonfatal 

1956 

56 

Female 

Rough  on  Rats 

Nonfatal 

1956 

46 

Male 

Arsenic  Trioxide 

Nonfatal 

1956 

28 

Male 

Arsenic  Trioxide 

Nonfatal 

1956 

18 

Male 

Arsenic  Trioxide 

Nonfatal 

1956 

31 

F emale 

Arsenic  Trioxide 

Nonfatal 

1956 

21 

Female 

Arsenic  Rat  Poison 

Fatal 

1956 

40 

Male 

Rough  on  Rats 

Nonfatal 

1956 

43 

Male 

Arsenic 

Fatal 

1956 

48 

Male 

Arsenic 

Fatal 

1957 

4 

Female 

Rough  on  Rats 

Nonfatal 

1957 

53 

Male 

Rough  on  Rats 

Fatal 

1957 

1 

Female 

Ant  Button* 

Nonfatal 

1957 

2 

Male 

Rough  on  Rats 

Fatal 

1957 

l1/* 

Female 

Ant  Poison* 

Nonfatal 

* Insecticides.  All  others  are  rodenticides. 


the  toxicity  varies  with  the  size  of  the  particle. 

Symptoms  and  Diagnosis 

In  acute  poisoning  the  symptoms  usually  ap- 
pear within  thirty  minutes  to  one  hour  after  in- 
gestion. Delays  in  symptoms  have  been  noted, 
particularly  if  the  poison  was  taken  with  a meal. 

The  characteristic  symptoms  are  as  follows: 
Burning  and  dryness  in  the  mouth  and  throat,  a 
constricting  sensation  in  the  throat,  difficulty  in 
swallowing,  intense  colicky  pains,  vomiting  which 
is  projectile  and  often  bloody,  diarrhea  with  “rice 
water”  and  bloody  stools,  garlicky  odor  of  breath 
and  of  stools,  muscular  cramps,  dehydration, 
hematuria,  albuminuria  and  oliguria,  vertigo, 
rapid  and  weak  pulse,  and  cold  and  clammy  skin. 
Thirst  becomes  marked.  Shock,  convulsions, 
coma,  and  death  may  follow,  usually  within 
twenty-four  hours  after  ingestion.  If  the  patient 
survives,  residual  symptoms  may  become  mani- 
fested, such  as  encephalitis,  myelitis,  optic 
atrophy,  hypoplastic  anemia,  purpura,  nephritis, 
and  dermatitis.  A diagnosis  is  made  chiefly  on  a 
history  of  ingestion.  If  such  a history  is  unob- 
tainable, a diagnosis  of  arsenic  poisoning  may 
not  be  thought  of  unless  some  of  the  symptoms 
bring  it  to  mind.  A positive  diagnosis  is  made  on 
chemical  analysis  of  the  toxic  agent  and  of  urine, 
feces,  vomitus,  and  blood. 

Treatment 

As  soon  as  arsenic  poisoning  is  suspected,  treat- 
ment should  be  started.  The  patient  should  be 
kept  warm  in  a recumbent  position  and  hos- 
pitalized as  quickly  as  possible.  All  possible 
attempts  should  be  made  to  remove  the  arsenic 


from  the  stomach  with  the  greatest  dispatch. 
Copious  and  intensive  gastric  lavage  with  1 per 
cent  sodium  thiosulfate  solution  and  warm  water 
and  milk  should  be  given.  A freshly  prepared 
mixture  of  ferric  hydroxide  and  milk  of  magnesia 
also  has  been  used  effectively  as  a gastric  lavage. 
It  forms  an  insoluble  nontoxic  compound  with 
arsenic  trioxide.  Saline  cathartics  and  supportive 
therapy  must  also  be  given. 

The  best  specific  therapy  is  dimercaprol  (BAL). 
The  recommended  dosage  is  2 to  3 mg.  per  Kg.  of 
body  weight  intramuscularly  every  four  hours  un- 
til all  signs  of  toxicity  abate.  To  allay  the  un- 
pleasant side  effects  of  BAL,  aqueous  epinephrine 
preceding  the  administration  of  BAL  is  recom- 
mended. Fluids  to  combat  dehydration  and 
electrolyte  imbalance  should  be  administered  as 
indicated. 

In  order  to  ascertain  the  rate  and  degree  of 
arsenic  elimination,  the  urine  and  blood  should  be 
tested  periodically. 

It  may  be  mentioned  that  BAL  is  not  infallible 
and  hence  not  effective  in  all  cases  of  arsenic 
poisoning.  Whole  blood  transfusions  have  been 
recommended  recently  for  this  type  of  poisoning. 

Since  the  establishment  of  the  Poison  Control 
Center  on  March  9,  1955,  17  incidents  of  arsenic 
poisonings  were  reported  (Table  I).  Fourteen 
resulted  from  the  ingestion  of  a rodenticide  and 
three  from  an  insecticide. 

Six  or  35.3  per  cent  of  the  total  number  re- 
ported were  in  children  under  five  years  of  age. 
There  was  a significant  male  preponderance. 
Eleven,  or  65  per  cent,  were  males.  No  color 
variation  was  noted.  Five  terminated  fatally, 
a case  fatality  rate  of  30  per  cent.  It  may  be  well 
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to  cite  the  fatal  cases  in  greater  detail. 

Case  Reports 

Case  1. — A twenty-one-year-old  white  male  took 
an  arsenical  rodenticide  with  a suicidal  intent.  He 
was  found  comatose  on  the  floor  of  his  home.  He 
was  admitted  to  the  hospital  soon  after  he  was  dis- 
covered. The  exact  time  which  elapsed  after  in- 
gestion is  unknown.  The  quantity  ingested  is  also 
unknown.  On  admission  to  the  hospital  the  patient 
vomited  brown  and  yellow  fluid  and  was  comatose. 

He  was  treated  with  BAL,  penicillin,  and  dextrose 
solution.  On  the  second  day  of  hospitalization  the 
patient  went  into  shock  and  expired  about  forty- 
eight  hours  after  ingestion.  Toxicologic  examination 
revealed  1.2  mg.  per  100  Gm.  of  liver.  There  was 
also  noted  visceral  congestion,  fatty  infiltration  of 
the  liver,  hemorrhagic  endocarditis,  and  hemor- 
rhagic gastritis. 

Case  2. — A forty-three-year-old  male  Negro. 
A box  of  Quaker  Oats  mixed  with  arsenic  wras  taken 
from  an  exterminator  by  the  building  superintend- 
ent. A visiting  lady  friend  used  the  cereal  to  make 
corn  meal  and  chitterlings  for  a party.  Two  fatali- 
ties and  several  nonfatal  incidents  which  were  not 
reported  to  the  Poison  Control  Center  resulted  from 
this  episode. 

The  patient  ate  the  “cornmeal”  at  10  a.m.  and 
presumably  died  while  eating.  He  was  dead  on  ad- 
mission to  the  hospital  where  a diagnosis  of  food 
poisoning  was  made  on  admission.  Incidentally, 
one  of  the  most  frequent  erroneous  diagnoses  of 
“food  poisoning”  in  our  experience  is  that  old  devil, 
carbon  monoxide  poisoning. 

On  autopsy,  visceral  congestion  and  hemorrhagic 
gastritis  were  noted.  The  liver  was  enlarged  and 
contained  1 mg.  of  arsenic  per  50  Gm.  of  liver.  The 
stomach  contained  alcohol  and  a heavy  concentra- 
tion of  arsenic.  The  stomach  also  contained  corn 
meal  with  arsenic.  A 3 plus  alcohol  was  found  in 
the  brain.  A diagnosis  of  arsenic  poisoning  was 
confirmed. 

Case  3. — A forty-eight-year-old  male  Negro. 
This  patient  ate  the  “corn  meal”  prepared  in  the 
same  manner  as  in  Case  2 at  10  a.m.  He  was  ad- 
mitted to  the  hospital  at  3 p.m.  as  a food  poisoning 
case.  On  admission  he  had  red  vomitus,  bloody 
streaks  of  saliva,  loose  stools,  and  the  pulse  and 
blood  pressure  were  not  perceptible.  The  patient  ex- 
pired six  hours  after  admission  to  the  hospital  or 
eleven  hours  after  ingestion  of  the  “corn  meal.” 
On  autopsy  the  liver  was  pale,  dull,  and  yellowish 
brown  in  color.  There  was  a 2 plus  alcohol  and  1.2 
mg.  of  arsenic  per  50  Gm.  of  liver.  The  brain  was 
congested.  Visceral  congestion  and  hemorrhages 
were  noted.  The  stomach  contained  arsenic  and 


alcohol.  A diagnosis  of  arsenic  poisoning  was  made. 

Case  4. — A fifty-three-year-old  white  male  in- 
gested about  one-half  a can  of  “Rough  on  Rats,”  an 
arsenious  oxide,  with  a suicidal  intent  at  3 p.m.  on 
July  23,  1957.  The  patient  was  admitted  to  a 
hospital  about  one  hour  after  ingesting  the  poison. 

Vomiting  was  spontaneous  and  induced,  and  the 
stomach  was  immediately  lavaged  with  water  and 
saline.  On  admission  the  patient  had  abdominal 
pains,  nausea,  and  vomiting.  The  blood  pressure 
was  90/60  and  the  pulse  rate  120. 

BAL  5 mg,  per  Kg.  of  body  weight  every  four 
hours  was  administered  for  six  doses,  then  3 mg.  per 
Kg.  for  the  next  six  doses.  Three  ounces  of  mag- 
nesium sulfate  was  given  orally,  and  plasma  and 
dextrose  were  given  intravenously.  Neo-Synephrine 
drip  was  also  given. 

The  patient’s  condition  deteriorated  steadily,  and 
twenty-four  hours  after  admission  a tachycardia  of 
200  per  minute  was  noted.  A paroxysmal  auricular 
tachycardia  developed,  and  Cedilanid  and  hydro- 
cortisone were  administered.  The  patient  developed 
a tachypnea,  convulsions,  stupor,  coma,  and  went 
into  shock  and  expired  forty-four  hours  following 
ingestion  of  the  arsenic. 

Case  5. — A two-year-old  male  Puerto  Rican.  A 
visit  to  the  home  by  a Public  Health  Nurse  revealed 
the  following  history:  The  child  was  found  in  the 

bathroom  in  an  unconscious  state  by  his  grand- 
mother. The  mother  was  working,  and  the  child  was 
under  the  care  of  his  grandmother.  The  father  is 
separated  and  lives  away  from  the  family.  The 
family  lives  in  a four-room  apartment  and  consists 
of  the  mother  and  three  other  female  siblings  aged 
four,  five,  and  six  years.  Housing  conditions  are 
very  poor. 

A 4 ounce  bottle  labelled  “rat  poison”  was  found 
near  the  child.  The  bottle  was  half  empty  and  it 
is  presumed  that  the  child  ingested  half  of  its  con- 
tents. The  bottle  of  rat  poison  was  left  in  the  apart- 
ment by  a previous  occupant  and  was  there  when 
the  family  moved  in.  The  family  was  unaware 
that  the  substance  was  hazardous.  It  is  believed 
that  there  was  a delay  of  several  hours  between  in- 
gestion and  the  time  the  patient  was  admitted  in  the 
hospital  emergency  room  for  treatment.  (The 
bottle  with  the  contents  was  also  brought  to  the 
hospital  with  the  child.) 

This  was  the  patient’s  first  hospital  admission. 
He  was  presumed  to  be  well  until  the  day  of  ad- 
mission, although  the  public  health  nurse  ascer- 
tained that  the  patient  was  not  under  any  child 
health  supervision  and  that  he  was  never  immunized 
against  any  of  the  communicable  diseases.  The 
patient  presumably  ingested  2 ounces  of  rat  poi- 
soning containing  73.9  per  cent  of  arsenic  trioxide 
or  400  times  the  lethal  dose. 
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itfeir  A gastric  lavage  was  done,  and  one  dose  of  BAL 
was  administered  in  the  emergency  room.  The 
. child  vomited  and  appeared  in  very  acute  distress. 
He  was  then  immediately  admitted  to  the  inpatient 
service  on  the  ward.  He  vomited  many  times,  and 
i the  vomitus  was  bloody.  Respirations  were  25 
per  minute,  and  the  blood  pressure  was  75/40.  No 
» ' marked  dehydration  was  noted.  There  was  a rash 
on  the  neck  and  shoulders.  The  chest  was  clear  to 
! percussion  and  auscultation. 

The  heart  showed  a moderate  tachycardia.  The 
I abdomen  was  soft,  and  no  masses  were  felt.  The 
■ | spleen  was  normal,  and  the  liver  was  enlarged  21/2 
fingerbreadths  below  the  costal  margin.  There 
was  no  evidence  of  trauma.  The  patient  appeared 
dyspneic  and  cyanotic  and  soon  went  into  shock  in 
: spite  of  all  heroic  therapy.  The  laboratory  findings 
were  as  follows:  Hemoglobin,  11  Gm.;  white  blood 

; cells,  4,400;  polymorphonuclears,  67  per  cent;  lym- 
| phocytes,  42  per  cent;  and  basophils,  1 per  cent. 

I Platelets  were  normal,  and  urine  was  normal.  Gastric 
; juice  contained  arsenic.  Quantitative  data  are  still 
1 unavailable.  Treatment  in  the  hospital  consisted 
; of  gastric  lavage,  BAL,  dextrose  and  water,  saline, 

I plasma,  caffeine,  Levophed,  hypothermia,  and 
l intracardiac  adrenalin.  The  child  expired  about  six 
hours  after  admission  and  probably  about  nine  or 
; ten  hours  following  the  ingestion  of  arsenic. 

It  is  interesting  to  note  that  no  incidents  were 
I thus  far  reported  involving  arsenicals  used  for  thera- 
l peutic  purposes. 

Prevention  of  Arsenic  Poisonings 

The  best  treatment  is  total  prevention.  The 
above  case  reports  clearly  indicate  that  even  when 
a specific  antidote  for  a poisoning  is  available,  it 
will  not  necessarily  preclude  a fatal  outcome, 


since  the  outcome  depends  on  the  dose  ingested 
rather  than  merely  the  antidote. 

The  family  physician  and  pediatrician  are  the 
key  persons  in  the  accident  prevention  program. 
They  are  in  constant  touch  with  families  and  have 
a knowledge  of  home  conditions  and  the  family 
background.  Families  are  also  in  the  habit  of 
seeking  and  accepting  the  advice  and  counsel  of 
their  physicians. 

To  prevent  arsenic  poisonings  physicians 
should  alert  parents  to  look  carefully  on  the  label 
content  of  rodenticides  and  insecticides  and  not  to 
purchase  any  containing  arsenic,  strychnine, 
phosphorus,  or  thallium.  There  are  now  on  the 
market  many  products  which  do  not  contain  these 
ingredients  and  which  are  very  effective.  The  use 
of  arsenic  in  domestic  pesticides  should  be  dis- 
couraged and  perhaps  prohibited. 

Physicians  should  also  instruct  parents  in  the 
proper  storage  and  handling  of  such  products,  to 
keep  all  such  products  out  of  reach  of  children  and 
under  lock  and  key. 

In  case  of  a poisoning,  families  should  be  in- 
structed to  bring  the  injurious  product  along  with 
the  patient  to  the  treatment  agency. 

Summary  and  Conclusion 

1.  Arsenic  poisoning  is  discussed. 

2.  Seventeen  incidents  are  tabulated. 

3.  Five  fatal  cases  are  discussed  in  detail. 

4.  Preventive  measures  are  suggested. 


All  chemical  and  necropsy  findings  were  obtained  through 
the  courtesy  of  Dr.  Milton  Helpern,  the  Chief  Medical 
Examiner  of  the  City  of  New  York. 
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Clinical  Evaluation  of  Phenergan  in  the 
Management  of  Labor 

WILLIAM  J.  FITZGERALD,  M.D.,  ROGELIO  R.  GARCIA,  M.D.,  AND 
JAMES  J.  CASSIDY,  M.D.,  ALBANY,  NEW  YORK 

{From  the  Obstetric  Department,  A.  N.  Brady  Hospital ) 


Phenergan  Hydrochloride,  known  generally 
as  promethazine  hydrochloride,  is  N-(2'- 
dime thy lamino-2 '-methyl)  ethyl  phenothiazine 
hydrochloride.  It  is  known  to  have  the  most 
potent  antihistaminic  and  sedative  effect.  It  is 
the  sedative  effect  of  Phenergan  in  which  we  are 
most  interested.  Phenergan  Hydrochloride  has 
been  found  by  Atkinson  to  be  effective  in  dis- 
pelling preoperative  anxiety  of  surgical  patients. 
When  given  orally  the  evening  preceding  surgery, 
it  provided  appropriate  sedation  and  natural 
sleep.  As  a preoperative  medication,  Stephen  re- 
ported that  it  seemed  to  relieve  presurgical  ap- 
prehension and  to  produce  light  sleep  from  which 
the  patient  could  be  aroused  easily.  On  arousal 
and  questioning  patients  were  reported  to  show 
alertness  and  mental  accessibility  that  was  a 
marked  contrast  to  behavior  generally  observed 
after  administration  of  the  usual  preoperative 
sedatives  and  narcotics.  It  was  likewise  found 
that  Phenergan  used  preoperatively  reduces 
nausea  and  vomiting  and  potentiates  anesthesia 
in  surgen’.1-2 

The  purpose  of  this  study  is  to  find  out  if  these 
sedative  advantages  seen  in  surgical  patients  pre- 
operatively could  be  applied  to  obstetric  patients 
in  labor. 

Methods  and  Materials 

For  this  purpose  150  unselected  private  and 
ward  patients  in  active  labor  were  administered 
Phenergan  25  mg.  and  Demerol  75  mg.  Of  these 
150  patients  90  were  primigra vidas  and  60  were 
multigravidas.  All  delivered  term  infants  per 
vagina,  130  of  these  being  spontaneous  deliveries, 
15  by  low  forceps  application,  and  five  by  partial 
breech  extraction.  There  were  no  barbiturates 
given  to  these  patients.  Medication  was  started 
when  it  was  certain  that  the  patient  was  in  active 
labor  and  cervical  dilation  amounted  to  plus  2, 
3 fingerbreadths  for  primigravidas  and  plus  1,  2 
fingerbreadths  for  multigravidas.  Early  admin- 


TABLE  I. — Analgesic  Effect  with  Phenergan  in  150 
Patients 


Group 

Rating 

Number  of 
Patients 

A 

Excellent 

94 

B 

Good 

45 

C 

Fair 

7 

D 

Poor 

4 

istrationof  medication  was  given  to  some  patients, 
depending  on  their  degree  of  apprehension  and 
how  they  reacted  to  labor  pains.  Repetition  of 
the  premedication  was  given  no  closer  than  three- 
•hour  intervals,  and  of  the  150  patients  studied 
only  six,  four  primigravidas  and  two  multigravidas, 
required  a second  dose  of  the  medication.  Dem- 
erol was  reduced  to  50  mg.  in  the  subsequent 
doses,  but  Phenergan  was  given  in  the  same  ini- 
tial dose  of  25  mg. 

Observations  were  made  on  the  analgesic  and 
sedative  effects.  The  analgesic  effect  was  graded 
as  follows:  excellent,  good,  fair,  and  poor. 

“Excellent”  indicated  complete  cooperation  of 
patient  during  labor  and  delivery,  satisfactory 
relaxation  between  uterine  contractions,  satis- 
factory relief  of  pains  of  labor,  and  mental  alert- 
ness during  labor,  delivery,  and  the  postpartum 
period. 

“Good”  indicated  satisfactory  cooperation 
during  labor,  adequate  relief  of  pains  of  labor, 
with  the  patient  complaining  of  labor  pains  oc- 
casionally during  the  later  part  of  first  stage  and 
during  delivery. 

“Fair”  indicated  that  cooperation  of  the  pa- 
tient during  labor  was  not  entirely  satisfactory, 
that  she  was  apprehensive,  complained  of  labor 
pains  during  labor,  and  had  incomplete  relaxation 
of  the  uterus  between  contractions. 

“Poor”  indicated  no  cooperation  of  the  pa- 
tient during  labor,  that  relief  from  labor  pains 
was  unsatisfactory,  and  that  she  was  moderately 
apprehensive  during  delivery. 

The  analgesic  effect  in  this  series  of  150  cases 
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TABLE  II. — Analgesic  Effect  of  Demerol  (75  mg.) 
and  Scopolamine  (i/uo  grain)  in  100  Control  Cases* 


Group 

Rating 

Number  of 
Patients 

A 

Excellent 

40 

B 

Good 

20 

C 

Fair 

25 

D 

Poor 

15 

No  Phenergan  was  administered  to  this  group. 


was  graded  as  shown  in  Table  I.  The  results  in 
100  control  cases  is  listed  in  Table  II. 

Type  of  Anesthesia  Required. — Of  these 
I 150  patients  120  required  episiotomy  during  the 
I delivery.  No  restriction  as  to  the  kind  of  anes- 
; thesia  was  done.  The  kind  of  anesthesia  called 
! for  was  given  to  the  patient  during  the  delivery 
i|  and  episiorrhaphy  to  provide  the  most  comfort 
| without  causing  any  untoward  effect.  The 
I following  types  of  anesthesia  were  found  ade- 
ii  quate:  Nitrous  oxide  and  oxygen  inhalation  was 
| given  to  84  patients  during  the  late  part  of  the 
first  stage  and  second  stage  of  labor,  and  a small 
amount  of  ether  during  the  perineal  stage. 
Local  infiltration  with  1 per  cent  xylocaine  was 
! used  for  the  repair  of  the  episiotomy.  Thirty  pa- 
tients had  pudendal  block  together  with  the 
nitrous  oxide  and  oxygen  inhalation  but  no  ether 
for  the  delivery  and  repair  of  the  episiotomy. 

Effect  on  Duration  of  Labor. — The  median 
length  of  labor  in  patients  who  received  Phener- 
gan was  as  follows:  In  90  primigra vidas  it  was 
twelve  hours  and  thirty  minutes  and  in  the  60 
multigravidas  six  hours  and  ten  minutes. 

In  the  100  control  cases  (no  Phenergan  ad- 
ministered) the  average  median  length  of  labor 
in  the  60  primigra  vidas  was  sixteen  hours  and  in 
the  40  multigravidas  eight  hours. 

Condition  of  Baby  at  Birth. — Of  the  babies 
whose  mothers  received  Phenergan  93  per  cent 
cried  spontaneously  within  thirty-five  seconds 
after  delivery,  6 per  cent  were  mildly  depressed 


but  cried  readily  on  slight  external  stimulation, 
and  1 per  cent  were  moderately  depressed  and  re- 
quired administration  of  oxygen  for  one  minute. 

In  the  100  control  cases  (Demerol  and  scopola- 
mine) the  results  were  recorded  as  follows:  61 
per  cent  cried  spontaneously  within  forty-five 
seconds  after  delivery,  25  per  cent  were  mildly 
depressed  but  cried  after  external  stimulation, 
12  per  cent  were  moderately  depressed  and  re- 
quired administration  of  oxygen  for  1.5  minutes, 
and  2 per  cent  required  active  resuscitation.  No 
fetal  deaths  were  recorded  in  either  series. 

Effect  on  Blood  Pressure  with  Phener- 
gan.— No  significant  fall  in  blood  pressure,  either 
systolic  or  diastolic,  was  noted. 

Summary 

A clinical  evaluation  of  Phenergan  Hydro- 
chloride in  the  management  of  labor  was  done. 
A total  of  150  unselected  private  and  ward  pa- 
tients were  given  Demerol  75  mg.  and  Phenergan 
25  mg.  as  their  premedication  when  they  were  in 
active  labor,  and  the  following  results  were  ob- 
served: (1)  relieved  emotional  stress  and  appre- 
hension, (2)  satisfactory  analgesic  effect,  (3)  no 
uterine  inertia,  (4)  lowered  incidence  of  nausea 
and  vomiting,  (5)  shortened  labor  (the  average 
median  length  of  the  labor  was  shortened  by  four 
hours  and  thirty  minutes  as  compared  with  the 
100  control  cases  in  which  it  was  decreased  by  two 
hours  and  ten  minutes),  (6)  no  untoward  blood 
pressure  variation,  either  systolic  or  diastolic, 
(7)  no  tachycardia,  (8)  absence  of  postpartum 
mental  depression  effects,  (9)  no  postpartum 
hemorrhage,  (10)  no  allergic  reaction,  and  (11) 
no  localized  pain,  tenderness,  swelling,  or  infec- 
tion at  the  site  of  injection. 
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Like  a Cricket  in  a Cabbage 

“When  a man  is  asleep  he’s  a mere  vegetable,”  says  a scientific  writer.  “He  is,  however,  not  edible — 
only  audible.” 
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The  organization,  composition,  and  function 
of  the  cardiovascular  conference  at  the 
Montefiore  Hospital,  initiated  on  November  13, 
1950,  was  described  in  this  Journal  on  May  15, 
1953.1  Forty-seven  operations  were  reported  up 
to  July  1,  1952,  19  for  congenital  and  28  for  ac- 
quired cardiovascular  problems.  Despite  a num- 
ber of  personnel  changes  since  the  previous  re- 
port, the  conference  has  continued  to  function  as 
the  pivot  about  which  all  of  the  surgical  activities 
on  service  and  private  patients  revolve.  The 
chairman  currently  is  Dr.  Harry  Gross  of  the 
Medical  Division.  Because  there  have  been  sig- 
nificant changes  both  in  the  numbers  and  types  of 
operations  performed  now  in  contrast  to  five  years 
ago,  mirroring  the  spectacular  developments  in 
this  broad  field,  a comparison  between  the  work  in 
1952  and  1957  should  serve  clearly  to  emphasize 
these  recent  trends,  as  well  as  to  suggest  the  major 
direction  this  surgery  will  probably  take  in  the 
next  few  years. 

Analysis  of  Material 

During  1952,  54  operations  were  performed; 
ten  of  these  were  for  congenital  and  44  for  ac- 
quired cardiovascular  disorders.  In  1957  there 
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were  37  operations  for  congential  and  126  for  ac- 
quired problems,  with  a total  of  163  for  the 
twelve-month  period.  The  increases  were  ac- 
counted for  both  by  a greater  volume  of  cases  for 
already  established  procedures  and  by  the  appli- 
cation of  technics  developed  since  1952  and  de- 
scribed as  experimental  in  a recent  summary  from 
this  department.2  Examples  of  both  of  these 
factors  will  be  documented  in  the  following  para- 
graphs. 

Congenital  Anomalies 

Established  Procedures. — The  management 
of  patent  ductus  arteriosus,  accepted  as  surgical 
since  1938,  may  be  selected  to  illustrate  the  incre- 
ment in  this  category.  Four  of  these  patients 
were  operated  on  in  1952,  with  no  deaths.  The 
procedure  at  that  time  consisted  of  multiple  liga- 
ture occlusion  of  the  ductus.  In  1957  there  were 
15  operations,  with  no  deaths.  The  ductus  was 
divided  in  13  cases  and  obliterated  in  two.  Two 
of  the  cases  occurred  in  association  with  ventricu- 
lar septal  defects,  plus  a coarctation  of  the  aorta 
in  one  of  them.  All  of  these  lesions  were  corrected 
(see  below). 

New  Procedures. — Two  modalities  have  been 
introduced  for  open  heart  surgery. 

Hypothermia. — This  is  now  utilized  for  pro- 
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"!  cedures  that  may  well  be  completed  within  an 
eight-minute  period  of  venous  inflow  occlusion. 
In  1957  there  were  three  repairs  of  atrial  septal 

I defects  employing  hypothermia  and  direct  suture 
: of  the  defect,  with  no  deaths.  In  one  of  these  a 

left  superior  vena  cava  entering  the  left  auricle 
was  also  corrected,  and  in  another  a right  azygos 

I I lobe  was  found  and  reduced,  and  the  pleural  sul- 
i cus  behind  the  high  azygos  vein  was  obliterated 
! I by  sutures.  Cardiopulmonary  bypass  is  unques- 
tionably preferable  to  hypothermia  for  complex 
defects  of  the  ostium  primum  or  atrioventricularis 

! communis  types. 

There  were  four  open  pulmonic  valvulotomies, 

I three  of  which  were  for  isolated  pulmonic  stenosis, 

| with  excellent  results.  At  this  hospital  open  pul- 
1 monic  valvulotomy  has  supplanted  the  Brock 
j procedure,  a blind  cutting  and  dilating  of  the 
I valve  by  instruments  introduced  by  way  of  the 
[ right  ventricle,  which  was  the  operation  per- 
] formed  here  for  pulmonic  stenosis  in  1952.  The 
I fourth  operation  was  performed  early  in  the  year 
on  a very  ill  child  with  a tetralogy  of  Fallot,  and 
he  expired.  At  the  present  time  such  problems 
I would  be  considered  unsuitable  for  hypothermia 
j and  would  be  done  with  the  pump-oxygenator. 
It  may  well  be  that  ultimately  all  intracardiac 
procedures  will  be  done  by  open  technics  using 
I cardiopulmonary  bypass.  For  the  present,  how- 
ever, it  is  felt  by  many  of  us  that  these  shorter 
I procedures  may  be  performed  with  less  risk  under 
hypothermia,  as  advocated  by  Swan  etalA 

Cardiopulmonary  Bypass. — Early  in  1956  trips 
| were  made  to  a number  of  clinics  practicing  open- 
I heart  surgery  to  observe  different  types  of  equip- 
ment in  action.  The  DeWall-Lillehei  type  of 
I oxygenator  as  employed  in  Minneapolis  at  the 
I University  of  Minnesota  was  selected  as  being  a 
I workable  apparatus,  with  the  clear  conviction 
that  simpler  and  safer  machines  would  undoubt- 
i edly  be  available  within  a few  years.4  A program 
< was  organized  in  the  Surgical  Research  Labora- 
‘ tory  with  a team  consisting  of  Drs.  George  Robin- 
son and  Philip  Glotzer  as  surgeons,  Dr.  Marvin 
Gilbert  of  the  Medical  Division  to  monitor  the 
pump,  and  Mr.  Ruthven  Ferreira  to  assemble 
and  control  the  tubing  and  fittings  during  all  the 
operations.  After  a satisfactory  experience  in  the 
laboratory  had  been  acquired  and  it  was  con- 
sidered proper  to  proceed  with  clinical  material, 
the  machine  was  set  up  in  the  operating  room  by 
this  same  team  in  the  spring  of  1957. 

At  the  end  of  the  year  seven  ventricular  septal 


defects  in  children  had  been  repaired.  The  first 
two  were  unsuccessful,  although  the  perfusions 
were  completely  satisfactory.  The  repairs  were 
incomplete,  and  the  children  died  early  in  the 
postoperative  period.  One  of  these  was  a compli- 
cated tetralogy  with  a double  aortic  arch  and  a 
previous  Blalock  shunt;  the  other  occurred  in  a 
four-month-old  infant  with  an  isolated  ventricular 
septal  defect,  and  this  death  would  probably  have 
been  avoidable  in  the  light  of  our  present  clinical 
experience.  The  last  five  consecutive  operations 
were  uniformly  successful;  the  cardiopulmonary 
bypass  was  supplemented  by  cardiac  standstill, 
induced  with  a 2.5  per  cent  solution  of  potassium 
citrate  in  blood,  and  maintained  for  an  average  of 
twelve  minutes.  The  defects  were  all  closed  with 
interrupted  silk  sutures  without  the  use  of 
prostheses.  In  only  two  cases  was  the  septal  de- 
fect the  only  lesion.  One  was  associated  with  a 
retro-esophageal  left-sided  patent  ductus  arterio- 
sus and  a right  aortic  arch,  one  with  a coarctation 
of  the  aorta  and  an  open  ductus,  and  one  with  an 
anomalous  drainage  of  the  left  superior  pul- 
monary vein  into  the  left  innominate  vein.  In 
each  instance  all  of  the  anomalies  were  corrected 
simultaneously.  A detailed  report  of  these  cases 
is  in  preparation.5 

Experiments  have  been  conducted  with  the 
pump-oxygenator  for  the  correction  of  other  con- 
genital defects  as  well  as  acquired  lesions,  such  as 
aortic  stenosis  and  insufficiency  and  mitral  in- 
sufficiency. These  include  replacement  of  the 
pulmonary  artery,6  replacement  of  critical  small 
vessels,7  and  the  construction  of  artificial  heart 
valves.  A study  of  measures  to  improve  coronary 
insufficiency  has  been  in  progress  for  several 
years.8  It  is  anticipated  that  some  of  these  pro- 
cedures will  be  applied  to  clinical  material  in  the 
very  near  future. 

Among  the  new  equipment  contributing  to  in- 
creased diagnostic  accuracy  are  the  Schonander 
apparatus  for  biplane  angiocardiography  and  the 
Gidlund  pump  for  rapid  injection  of  the  bolus  of 
contrast  material.  Selective  intracardiac  angio- 
cardiography at  the  time  of  cardiac  catheteriza- 
tion has  added  to  the  security  of  the  surgeon,  who 
should  possess  preoperatively  as  clear  an  ana- 
tomic picture  as  possible  of  the  intracardiac  anom- 
alies. Dr.  Ulf  Rudhe  of  Stockholm  was  of  in- 
estimable help  to  us  in  developing  this  technic. 
The  catheterization  team,  headed  by  Dr.  Doris  J. 
Escher,  has  also  aided  immeasurably  by  taking 
pressure  measurements  and  curves,  as  well  as 
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blood  samples  for  oxygen  saturation,  directly 
from  the  cardiac  chambers  in  the  course 
of  the  more  complicated  operations.  The  anes- 
thesia problems  associated  with  hypothermia  and 
cardiopulmonary  bypass  have  been  managed  by 
Dr.  Edith  Kepes  and  her  staff. 

Acquired  Lesions 

Established  Procedures. — The  surgical  cor- 
rection of  mitral  stenosis  in  selected  patients  rep- 
resents the  operation  performed  most  frequently 
in  this  hospital  for  acquired  cardiovascular 
disease  and  may  serve  to  illustrate  the  trend  in  an 
established  procedure.  In  1952,  36  patients  were 
selected  for  mitral  valvular  surgery.  There  were 
three  deaths,  two  from  ventricular  arrhythmias 
during  the  induction  of  anesthesia  and  one  during 
operation  before  the  valvulotomy  could  be  com- 
pleted. All  were  in  an  advanced  stage  of  the 
disease. 

Fifty-six  patients  were  taken  to  the  operating 
room  in  1957  for  this  procedure,  with  ten  deaths 
within  the  first  postoperative  month.  The  pa- 
tients who  died  ranged  in  age  from  forty  to  fifty- 
seven  years  and  could  all  be  classified  in  the 
Group  IV  category  of  Harken  as  defined  in  a pre- 
vious analysis  of  our  data.9  Cerebral  embolization 
had  occurred  preoperatively  in  five  of  the  fatali- 
ties, and  only  one  of  the  deaths  was  due  to  a fresh 
embolus  to  the  middle  cerebral  artery  on  the  first 
postoperative  day.  Anticoagulant  therapy  re- 
sulted in  intracranial  bleeding  and  death  on  the 
thirteenth  day  after  operation  in  a second  patient. 
The  other  three  embolizers  died  as  follows: 
ventricular  arrhythmia  during  induction  of 
anesthesia,  blood  loss  during  operation,  and  over- 
whelming pulmonary  edema  a few  hours  after 
operation  due  to  unrecognized  aortic  stenosis. 
While  many  hemiplegics  have  survived  mitral 
valvular  commissurotomy,  the  operative  risk  is 
unquestionably  increased  in  such  patients. 
Three  of  the  other  deaths  were  due  to  massive 
cardiac  decompensation  six  hours,  nine  hours,  and 
twenty-one  days  after  operation.  A fourth  pa- 
tient with  uncontrollable  congestive  heart  failure 
preoperatively  developed  irreversible  ventricular 
fibrillation  as  soon  as  the  valve  was  opened.  The 
final  death  occurred  in  a patient  with  recurrent 
mitral  stenosis  after  an  unsuccessful  attempt  at 
secondary  valvulotomy  from  the  right-sided 
approach. 

The  conclusion  that  operation  should  be  with- 
held from  patients  in  this  category  because  of 


these  deaths  would  be  unjustified.  While  the| 
mortality  rate  may  be  as  high  as  25  per  cent  in| 
contrast  to  an  estimated  5 per  cent  for  patients  in 
better  condition,  the  life  expectancy  of  most  of 
the  patients  in  the  far-advanced  classification 
would  be  highly  limited  on  medical  management 
alone.  Some  of  these  patients  have  achieved 
extraordinary  degrees  of  rehabilitation  post- 
operatively,  lasting  for  several  years.  This  will  be 
documented  in  an  analysis  of  a five-year  follow-up 
study  of  our  first  40  patients  selected  for  mitral 
valvular  surgery.10 

The  conduct  of  the  operation  differs  in  a few 
details  from  that  described  previously  from  this 
department.9  The  plane  of  anesthesia  has 
lightened  to  the  point  where  at  times  the  surgeon 
may  hear  the  anesthesiologist  talking  to  the  pa- 
tient during  the  procedure,  and  the  patients  are 
almost  all  awake  when  the  dressing  is  being  ap- 
plied. The  position  is  more  posterior  to  the  right 
lateral  decubitus,  and  the  submammary  incision 
more  anteriorly  placed,  without  division  of  any 
muscles  other  than  some  pectoralis  fibers  and  the 
serratus  group.  Intermittent  occlusion  of  the 
great  vessels  by  tapes  to  minimize  cerebral  em- 
bolization has  been  replaced  by  having  the  anes- 
thesiologist apply  occluding  pressure  to  the  com- 
mon carotid  arteries  at  the  root  of  the  neck.  The 
operative  time  has  gradually  shortened  to  the 
point  where  most  of  the  procedures  are  done  in 
less  than  an  hour,  and  desperately  sick  patients 
have  been  off  the  table  within  a half-hour  of  the 
skin  incision.  A valvulotomy  for  tricuspid  steno- 
sis was  also  successfully  accomplished  at  the  same 
operation  in  one  case.  The  right-sided  approach 
to  the  mitral  valve,  as  described  by  Baily  et  al.  in 
1957, 11  was  employed  five  times;  two  of  these 
were  for  “recurrent”  mitral  stenosis,  in  two  the 
surgeon  had  been  unable  to  effect  any  entry 
through  an  obliterated  left  auricular  appendage, 
and  the  surgeon  chose  this  as  the  foute  of  election 
in  one  instance.  It  has  been  difficult  at  times  to 
reach  the  valve  from  the  right  side. 

In  general  there  seems  to  be  a tendency  to  ac- 
cept some  patients  for  surgery  earlier  in  the  course 
of  their  disease  than  formerly,  with  the  realiza- 
tion that  waiting  for  marked  pulmonary  hyper- 
tension with  advanced  pulmonary  vascular  lesions 
may  often  place  the  patient  in  an  irreversible 
category.  Many  of  the  deaths  in  1957  might  have 
been  avoided  by  such  a policy. 

Systemic  embolization  in  the  absence  of  pul- 
monary hypertension  or  other  symptoms  of  the 
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t|  mitral  stenosis  has  been  accepted  as  an  indication 
i for  commissurotomy  and  auricular  appendectomy 
by  some  of  the  members  of  our  group,  but  this 
opinion  is  not  shared  unanimously.  Several  pa- 
; tients  in  a small  earlier  series  selected  for  mitral 
:;r  surgery  on  the  basis  of  embolization  alone,  as  well 
as  in  the  larger  series  with  embolization  plus  pul- 
:•  monary  hypertension,  have  experienced  further 
e i emboli  months  or  years  after  operation.  In  none 
of  the  patients  operated  on  in  1957  was  previous 
embolization  the  sole  indication  for  mitral  val- 
I vulotomy.  Four  patients  sustained  emboli 
either  during  or  after  the  operation;  one  of  these 
has  already  been  described  among  the  fatalities. 
A second  patient  with  preoperative  emboli  and 
the  evacuation  of  clots  from  the  auricle  at  the 
ji  time  of  surgery  was  noted  to  have  an  absent  left 
i brachial  pulse  a few  hours  later,  and  this  was 

i successfully  managed  conservatively.  There  was 
: a transient  hemianopsia  on  the  third  and  a hemi- 
! plegia  on  the  eighteenth  postoperative  day  in  tw*o 
1 patients  with  no  history  of  previous  embolic 
I episodes  and  no  thrombi  in  the  auricle  at  the  time 

of  surgery.  At  autopsy  in  some  of  the  patients 
1 who  have  died  of  other  causes,  as  well  as  in  some 
| who  have  experienced  emboli  after  operation,  a 
! substantial  thrombus  has  been  found  at  the  suture 
, line  of  the  excised  auricular  appendage.  This  is 
by  no  means  a consistent  finding,  and  many 
! auricular  stumps  have  been  clean  when  examined 
three  and  four  years  postoperatively.  Since  the 
method  of  closure  has  been  constant,  additional 
factors  must  play  a role  in  determining  in  which 
patients  thrombosis  will  occur. 

New  Procedures. — The  increasing  avail- 
!,  ability  of  materials  satisfactory  as  substitutes  for 

ii  diseased  blood  vessels  has  resulted  in  an  active 
; program  in  vascular  replacement.  Both  pre- 
j served  homografts,  prepared  by  the  New  York 

Blood  Vessel  Bank,  and  synthetic  tubes  of  the 
i Edwards  type  have  been  employed. 

Obliterative  Arterial  Disease.—  Seventeen  bypass 
! procedures  were  performed  in  1957  for  segmental 
I occlusive  disease  of  the  aorta,  iliac,  and  femoral 
arteries,  with  no  fatalities.  Most  of  these  opera- 
tions were  carried  out  by  Dr.  Henry  Haimovici 
1 and  his  staff  of  the  Peripheral  Vascular  Service. 
While  it  is  too  soon  to  evaluate  the  ultimate  fate 
of  these  procedures,  the  immediate  palliation  in 
terms  of  relief  of  claudication,  healing  of  indolent 
ulcers,  and  improvement  of  arterial  insufficiency 
has  been  striking. 

Aneurysms. — The  treatment  of  choice  for 


aneurysms  is  now’  accepted  as  resection  and  aortic 
or  arterial  replacement,  and  this  has  been  carried 
out  by  members  of  both  the  peripheral  vascular 
and  cardiovascular  groups.  In  general  we  view 
as  contraindications  to  resection  either  a dilated 
aorta  that  is  not  truly  an  aneurysm,  or  generalized 
atherosclerotic  cardiovascular-renal  disease  so  ex- 
tensive as  to  preclude  a reasonable  chance  for 
survival.  Once  an  aneurysm  has  ruptured,  how- 
ever, operation  is  undertaken  no  matter  how  des- 
perate the  circumstances.  For  involvement  of  the 
thoraco-abdominal  aorta  and  its  essential  visceral 
branches,  protection  by  a temporary  bypass 
shunt  has  contributed  to  successful  resection.12 
The  use  of  a pump,  as  described  by  DeBakey 
et  al.u  will  probably  provide  the  safest  technic 
when  the  great  vessels  of  the  aortic  arch  are  in- 
volved. 

In  1957  there  wrere  two  operations  for  aneurysms 
of  the  thoracic  aorta,  one  of  which  involved  the 
arch.  There  were  three  aneurysms  of  the  popliteal 
artery;  two  occurred  in  the  same  patient,  and  one 
followed  a gunshot  wound  of  the  iliac  vessels. 
No  deaths  occurred,  but  one  leg  was  lost  in  which 
emboli  preoperatively  from  a thrombosed  pop- 
liteal aneurysm  resulted  in  gangrene.  There  were 
13  operations  for  abdominal  aortic  aneurysms, 
three  of  which  had  ruptured  preoperatively  wfith 
two  deaths.  There  were  four  deaths  in  the  ten 
nonruptured  abdominal  aneurysms,  as  follows: 
on  the  first  day  from  bleeding  from  the  preverte- 
bral  area,  on  the  second  day  from  myocardial  in- 
sufficiency, on  the  fifth  day  from  rupture  of  a 
defective  graft,  and  on  the  eighth  day  from  ure- 
mia. 

Superior  Vena  Caval  Obstruction.  —One  superior 
vena  caval  thrombosis  with  striking  cyanosis  and 
engorgement  of  the  head  was  dramatically  de- 
compressed by  the  insertion  of  an  aortic  homo- 
graft between  the  right  internal  jugular  vein  and 
the  right  auricle.14 

This  summary  of  operative  material,  as  well  as 
the  analysis  of  the  mitral  stenosis  data,  includes 
the  combined  efforts  of  a group  of  surgeons  sup- 
ported by  those  members  of  the  medical  division 
and  the  anesthesiology  and  diagnostic  roentgenol- 
ogy services  who  have  consistently  participated 
in  the  problems  and  decisions  of  the  cardiovascu- 
lar conference  and  in  the  intimate  care  of  the  pa- 
tients. The  principle  of  requiring  a cardiologist 
to  assume  the  medical  responsibility  for  each  in- 
dividual patient  about  to  undergo  cardiac  surgery 
— so-called  “medical  coverage”  before,  during, 
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and  after  the  operation — has  been  life-saving 
often  enough  to  convince  us  that  this  is  a real 
help  to  the  patient  and  the  surgeon.  While  most 
of  these  procedures  progress  without  incident, 
the  unanticipated  can  develop  so  suddenly  that  it 
is  far  better  to  have  a cardiologist  at  hand  un- 
necessarily than  to  have  to  start  looking  for  one 
when  the  crisis  abruptly  appears. 

Summary 

A comparison  of  cardiovascular  surgery  in 
1957  with  that  in  1952  shows  a marked  increase  in 
the  number  and  magnitude  of  the  procedures 
accomplished.  Open  heart  surgery  has  been  in- 
troduced with  the  successful  correction  of  atrial 
septal  defects  and  pulmonic  stenosis  under  hy- 
pothermia, and  of  ventricular  septal  defects  with 
cardiopulmonary  bypass  employing  a pump- 
oxygenator.  Resection  of  aortic  aneurysms  and 
bypass  operations  for  chronic  obliterative  arterial 
disease  have  greatly  improved  the  outlook  for  pa- 
tients with  these  lesions. 
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Internal  Revenue  Service  Modifies  Position 


The  Internal  Revenue  Service  has  announced 
that  it  is  modifying  its  position  with  respect  to 
classification  for  Federal  income  tax  purposes  of 
organized  groups  of  doctors  practicing  medicine. 

In  Rev.  Rul.  56-23,  C.B.  1956-1,598,  it  was  held 
that  a group  of  doctors  who  adopt  the  form  of  an 
association  in  order  to  obtain  the  benefits  of  cor- 
porate status  for  purposes  of  section  401(a)  of  the 
Internal  Revenue  Code  of  1954  is  in  substance  a 
partnership  for  all  purposes  of  the  Internal  Revenue 
Code. 

It  is  now  the  position  of  the  Service  that  the  fact 
that  an  association  establishes  a pension  plan  under 


section  401(a)  of  the  Internal  Revenue  Code  of 
1954  corresponding  to  section  165(a)  of  the  1939 
Code  is  not  determinative  of  whether  such  organ- 
ization will  be  classified  as  a partnership  or  an  as- 
sociation taxable  as  a corporation.  The  usual 
tests  will  be  applied  in  determining  whether  a 
particular  organization  of  doctors  or  other  pro- 
fessional groups  has  more  of  the  criteria  of  a 
corporation  than  a partnership. 

Basic  criteria  to  be  used  in  testing  the  existence 
of  an  association  taxable  as  a corporation'  will  be 
stated  in  a Revenue  Ruling  to  be  published  at  a later 
date. 
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DISCUSSED  BY  LOUIS  ROSENBAUM,  M.D. 


Atrial  Flutter  Precipitating  Congestive 
Failure  with  Massive  Anasarca 


Dr.  Louis  Rosenbaum:*  Atrial  flutter  is  not 
uncommonly  encountered  in  patients  with  and 
without  cardiac  disease.  The  arrhythmia  may 
present  grave  emergencies.  It  must  be  promptly 
and  effectively  managed  in  order  to  prevent  dire 
consequences  to  the  patient.  This  case  is  being 
presented  because  of  the  varied  and  severe  symp- 
tomatology induced  by  a paroxysm  of  atrial  flut- 
ter in  an  adult  with  no  clinical  evidence  of  pre- 
vious cardiac  disease. 

Dr.  Efrain  C.  Galarraga,  Medical  Resident: 
The  patient  you  see  here  this  morning  has  been 
through  a severe  bout  of  congestive  heart  failure 
precipitated  by  atrial  flutter.  Dr.  Rosenbaum 
will  present  the  details  and  discuss  the  case. 

Dr.  Rosenbaum:  A fifty-year-old  male  pa- 
tient was  admitted  to  Harlem  Hospital  on  No- 
vember 24,  1956,  with  signs  of  right  heart  failure, 
manifested  by  massive  anasarca  and  ascites. 
His  present  illness  began  two  months  prior  to  ad- 
mission to  the  Hospital  with  swelling  of  the  legs, 
which  gradually  extended  upward  to  involve  al- 
most the  entire  body.  In  1939  he  was  rejected  for 
service  because  of  the  presence  of  a heart  mur- 
mur, although  he  denied  any  knowledge  of  rheu- 
matic fever  or  hypertension.  In  1951,  while  eat- 
ing breakfast,  he  suddenly  suffered  a stroke, 
which  left  him  with  a paralysis  of  the  left  side  of 
the  body. 

Physical  examination  revealed  a male  adult 
lying  flat  on  his  back  and  showing  no  signs  of 

* From  the  Department  of  Medicine,  Visiting  Physician. 


dyspnea.  The  temperature  was  99.2  F.  rectally, 
pulse  130  to  150  per  minute,  and  a blood  pres- 
sure of  130  systolic  and  100  diastolic.  Cardio- 
vascular examination  revealed  a grade  I systolic 
murmur  at  the  apex  of  the  heart.  P2  was  equal  to 
A2.  The  cardiac  outline  was  normal  to  percussion 
and  auscultation.  Abdominal  examination 
showed  signs  of  shifting  dullness,  indicating  as- 
cites. There  was  marked  pitting  edema  of  the 
entire  body  and  particularly  on  the  paralyzed 
side.  Neurologic  examination  revealed  the 
presence  of  a hemiplegia  with  a wrist  drop  on  the 
left  side.  A slight  facial  palsy  was  also  present 
on  the  left  side  with  hyperactive  reflexes  on  this 
side.  A bilateral  Babinski  was  also  elicited. 

Laboratory  examination  revealed  the  follow- 
ing: Urinalysis  was  positive  for  albumin  (1  plus) 
and  negative  for  glucose  and  acetone,  with  a spe- 
cific gravity  of  1.020.  Blood  studies  showed  a 
hemoglobin  of  12  Gm.,  a red  cell  count  of 
3,990,000,  and  a white  cell  count  of  4,000  with  a 
normal  differential.  Serum  proteins  showed  a 
total  of  5.6  Gm.  with  albumin  of  2.4  Gm.  and 
globulin  of  3.20  Gm.  The  cholesterol  measured 
150  mg.  per  cent,  Bromsulphalein  2 per  cent  with 
a negative  cephalin  flocculation.  Blood  chemis- 
try showed  a urea  nitrogen  of  18  mg.  per  cent, 
creatinine  1 mg.  per  cent,  and  glucose  112  mg.  per 
cent. 

The  venous  pressure  was  180  mm.  and  the  cir- 
culation time,  utilizing  Decholin,  measured 
twenty-seven  seconds.  X-ray  of  the  chest  re- 
vealed the  presence  of  a small  patchy  consolidation 
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Fig.  1.  Auricular  flutter  with  myocardial  damage  (February  8,  1957). 


of  the  left  upper  lobe,  which  was  compatible  with 
a nonspecific  pneumonitis  or  infarction. 

We  are  presenting  this  morning  a patient  who 
had  massive  anasarca  induced  by  a paroxysm  of 
atrial  flutter  with  no  previous  clinical  evidence  of 
cardiac  disease.  The  heart  failure  was  of  severe 
degree,  sudden  in  onset,  and  proved  refractory  to 
digitalis.  Once  a normal  sinus  rhythm  was  re- 
stored with  quinidine,  the  response  to  digitalis 
and  mercurial  diuretics  was  dramatic  and  rapid. 
Within  a period  of  four  days  there  occurred  a 
marked  diuretic  response  with  a loss  of  approxi- 
mately 30  pounds  of  weight.  All  signs  and  symp- 
toms of  congestive  failure  disappeared,  and  the 
patient  became  ambulatory. 

The  case  is  also  of  interest  because  of  the 
marked  clinical  imbalance  between  the  right  and 
left  ventricular  failure.  Left  ventricular  failure 
was  not  impressive,  as  evidenced  by  the  lack  of 
significant  dyspnea  and  comparatively  few  signs 
in  the  lungs,  although  there  was  some  roentgen 


evidence  of  pulmonary  congestion.  It  is  well 
known  that  one  ventricle  can  fail  independently  of 
the  other  and  that  left-sided  failure  is  usually 
associated  with  pulmonary  congestion  and  right- 
sided failure  with  systemic  congestion.  Right- 
sided failure  usually  follows  left  ventricular  fail- 
ure or  pulmonary  hypertension  associated  with 
pulmonary  disease.  The  lack  of  dyspnea  in  the 
presence  of  congestive  failure  is  frequently  seen  in 
patients  with  mitral  stenosis  and  tricuspid  lesions, 
which  our  patient  did  not  have.  Its  absence  in 
the  case  being  demonstrated  this  morning  is  diffi- 
cult to  explain.  The  cardiac  silhouette  by  roent- 
gen study  suggested  a hypertensive  pattern  with 
some  enlargement  of  the  left  ventricular  mass. 
The  massive  anasarca  and  the  lack  of  dyspnea 
which  this  patient  displayed  at  the  time  of  ad- 
mission to  the  hospital  suggested  hepatic,  renal,  or 
nutritional  causes  rather  than  cardiac-  disease. 
The  presence  of  an  apical  rate  of  140  per  minute 
on  admission  was  also  compatible  with  a sinus 
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* 

Fig. 


2.  Sinus  rhythm  (arrhythmia)  with  first  degree  atrioventricular  block  after  five  days  of  quinidine  therapy 

(February  15,  1957). 


tachycardia  and  further  added  to  the  uncertainty 
in  the  diagnosis  of  atrial  arrhythmia . The  diagnosis 
of  atrial  flutter  was  finally  made  with  the  aid  of 
the  electrocardiographic  tracing  (Fig.  1).  There 
was  some  evidence  of  hepatic  impairment,  as  in- 
dicated by  the  reversal  of  the  albumin-globulin 
ratio  and  the  increased  alkaline  phosphatase,  but 
this  was  considered  to  be  a manifestation  of  sys- 
temic congestion,  as  subsequent  events  in  the 
management  of  the  patient  proved.  With  the  re- 
turn of  cardiac  compensation,  these  laboratory 
procedures  reverted  to  normal.  The  increased 
venous  pressure  and  prolonged  circulation  time 
were  additional  factors  supporting  the  diagnosis 
of  congestive  heart  failure. 

The  electrocardiogram  on  admission  (Fig.  1) 
showed  an  auricular  rate  of  300  and  a ventricular 
rate  of  150  or  a 2 : 1 flutter.  A total  of  eight  Gm. 
of  quinidine  was  administered  over  a period  of  five 


days  to  convert  the  flutter  to  a sinus  rhythm  (Fig. 
2) . This  was  preceded  by  full  digitalization  with 
digitoxin  and  a test  dose  of  quinidine  to  exclude 
any  possibility  of  idiosyncracy  to  the  drug.  Sub- 
sequent electrocardiogram  (Fig.  3)  shows  auricu- 
lar fibrillation  or  impure  flutter.  The  bigeminal 
rhythm  noted  in  Fig.  4 is  likely  a manifestation  of 
digitalis  toxicity.  Inasmuch  as  the  patient  had 
received  only  a total  of  1.2  mg.  of  digitoxin,  toxic- 
ity was  most  likely  the  result  of  redigitalization 
during  the  diuretic  phase.  There  was  also  evi- 
dence of  combined  strain  as  the  precordial  leads 
indicate. 

The  clinical  picture  presented  by  a patient  dur- 
ing an  arrhythmia  will  vary  with  the  rapidity  of 
the  ventricular  rate,  duration  of  the  seizure,  and 
the  condition  of  the  heart  prior  to  the  onset  of  the 
arrhythmia.  In  long-standing  seizures,  features 
of  congestive  heart  failure  with  engorged  neck 
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Fig.  3.  Flutter-fibrillation  following  digitalis  and  quinidine  therapy  (February  11,  1957) 
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veins,  enlarged  and  tender  liver,  and  ascites  may 
develop  with  great  rapidity,  all  to  disappear  when 
the  attack  has  subsided.  Anginal  pains  and  coro- 
nary insufficiency  may  result  from  increased 
energy  expenditure  by  the  heart  and  reduction  in 
the  coronary  flow  during  the  arrhythmia.  The 
reduced  cardiac  output  and  diminished  cerebral 
blood  flow  during  the  seizure  may  cause  syncope, 
convulsions,  and  loss  of  consciousness.  In- 
effectual atrial  contractions  may  lead  to  mural 
thrombi  and  expose  the  patient  to  the  hazards 
of  embolism. 

Most  atrial  arrhythmias  can  be  effectively 
treated  with  quinidine  or  procaine  amide 
(Pronestyl) . They  are  the  two  most  effective 
antiarrhy thmic  agents  in  general  use  today . 
Successful  treatment  with  either  agent  depends  on 
proper  dosage  of  the  drug.  Both  give  comparable 
clinical  effects  in  terminating  the  arrhythmia  and 
restoring  a normal  sinus  rhythm.  On  some  occa- 
sions a patient  may  fail  to  respond  to  quinidine 
but  will  respond  to  Pronestyl.  Both  will  produce 
their  effect  by  lengthening  the  refractory  period 
as  well  as  by  depressing  the  excitability  of  the 
ectopic  focus. 


Summary 

Dr.  Rosenbaum:  A case  of  severe  congestive 
heart  failure,  with  massive  anasarca,  precipitated 
by  atrial  flutter  has  been  presented.  The  case  is 
of  -interest  because  of  the  absence  of  any  signifi- 
cant heart  disease  prior  to  the  onset  of  the  atrial 
arrhythmia  and  the  marked  imbalance  between 
the  right  and  left  ventricular  failure.  The  case 
proved  refractory  to  usual  cardiac  management 
until  the  ectopic  rhythm  was  restored  to  normal 
sinus  rhythm  with  quinidine,  following  which  a 
marked  diuretic  response  occurred,  and  all  signs 
and  symptoms  of  congestive  failure  disappeared. 
While  auricular  flutter  can  often  be  suspected  at 
the  bedside,  the  electrocardiogram  is  usually  re- 
quired to  establish  definitely  its  presence.  The 
serial  electrocardiograms  demonstrated  this 
morning  are  of  considerable  interest  and  illustrate 
their  importance  in  the  treatment  and  manage- 
ment of  cardiac  arrhythmias. 

Discussion 

Dr.  Harry  Lowen:  In  the  treatment  of  re- 
fractory auricular  flutter,  I test  the  patient  for 
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Fig.  4.  Bigeminal  rhythm  (manifestation  of  digitalis  toxicity)  (February  13,  1957). 


I sensitivity  to  quinidine  with  0.1  Gm.  of  quini- 
dine  sulphate,  and  if  in  fifteen  minutes  there 
is  no  manifestation  of  cinchonism,  I give  0.2  Gm. 
every  three  or  four  hours  until  the  QRS 
complex  in  the  electrocardiogram  becomes  0.12 
seconds.  In  this  way  I know  that  I am  getting  a 
quinidine  effect,  and  the  attack  should  respond  to 
the  medication. 

Dr.  Neville  C.  Whiteman:  I do  not  think 
that  the  patchy  consolidation  is  merely  a non- 
specific pneumonitis.  It  is  probably  a pulmonary 
infarction  that  may  be  associated  with  atrial 
flutter.  The  large  number  of  cases  of  atrial  flutter 
that  we  see  on  the  cardiac  wards  are  not  associated 
with  congestive  heart  failure.  We  make  every 
effort  to  correct  this  arrhythmia  because  of  the 
possible  complication  of  congestive  heart  failure. 
I think  in  this  case  that  there  is  probably  an  asso- 
ciated coronary  disease  which,  with  the  tachy- 
cardia, produced  the  congestive  heart  failure.  I 
I do  not  think  that  liver  disease  can  be  dismissed 


from  the  patient’s  pathology. 

Dr.  Samuel  Sidat-Singh:  On  reviewing  the 
history  of  this  case,  one  finds  many  facts  of  in- 
terest. The  present  episode  of  two  months’  du- 
ration of  gradual  onset  of  edema  with  generalized 
anasarca  makes  one  wonder  which  came  first, 
atrial  flutter  or  the  massive  edema.  X-ray  report 
of  hypertensive  pattern  and  left  ventricular  en- 
largement brings  up  the  question  of  the  existence 
of  hypertension  prior  to  the  cerebral  vascular 
accident.  If  not  that,  then  cerebrovascular 
arteriosclerosis  should  be  considered.  Organic 
origin  of  atrial  flutter  cannot  be  dismissed. 

We  are  told  in  the  history  that  there  was  a hv- 
poproteinemia  with  a reversal  of  the  albumin- 
globulin  ratio,  absence  of  dyspnea,  no  evidence  of 
pulmonary  congestion  except  for  a patch  of  non- 
specific pneumonitis,  increase  in  the  venous  pres- 
sure and  circulation  time,  and  deficient  renal  ex- 
cretion with  electrolyte  imbalance.  I am  there- 
fore inclined  to  believe  that  we  are  dealing  with  a 
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case  of  cardiohepatorenal  insufficiency  with  right 
heart  failure  and  atrial  flutter. 

Our  experience  in  treating  cases  of  this  kind  has 
been  first  with  digitalis  alone,  and  if  that  fails, 
quinidine  is  used  in  combination  or  by  itself. 
Dosage  for  digitalization  is  constant  for  the  aver- 
age case,  but  all  cases  do  not  respond  adequately 
to  the  same  amount.  The  average  case  of  atrial 
flutter  responds  to  this  method  of  treatment.  It 
is  only  the  refractory  cases  that  give  much  con- 
cern. Our  classic  case  of  atrial  flutter  required 
5.5  Gm.  of  quinidine  daily  to  convert  to  sinus 
rhythm.  We  used  the  step-like  method,  increas- 
ing by  6 grains  daily.  Electrocardiogram  was 
taken  every  morning.  No  signs  of  toxicity  ap- 
peared. The  drug  was  discontinued  by  reducing 
50  per  cent  dosage  on  the  first  day,  then  step- 
like downward  until  the  patient  was  taking  no 
quinidine  before  discharge. 

Concluding  Remarks 

Dr.  Alexander  Altschul:  This  has  been  a 
very  interesting  presentation  because  of  the  se- 
verity of  the  attack  and  the  extensive  signs  of  heart 
failure  which  complicated  the  auricular  flutter. 
The  x-ray  signs  of  pneumonitis,  reported  as  such, 
may  very  well  have  been  due  to  pulmonary  in- 
farct secondary  to  embolism  from  the  atrial 
thrombi  which  developed. 

Atrial  flutter  is  usually  associated  with  heart 
disease,  mitral  stenosis  being  a common  condition 
noted.  It  not  infrequently  is  seen  in  hypertensive 
heart  disease,  thyrotoxicosis,  and  in  coronary 
thrombosis.  In  one  patient  it  was  the  only  ap- 
parent manifestation  of  thyrotoxicosis.  The  pa- 
tient was  so  apprehensive  that  a basal  metabolism 
determination  could  not  be  made.  This  was  long 
before  the  use  of  radioactive  iodine  (I131)  as  a 
diagnostic  procedure.  The  protein-bound  iodine 
determination  had  not  yet  been  popularized  either. 
I prescribed  Lugol’s  solution  minims  x.,  three 


times  daily  as  a therapeutic-diagnostic  procedure. 
After  the  second  dose  he  developed  marked  swell- 
ing of  the  salivary  glands,  fever,  and  restlessness. 
It  took  about  three  to  four  days  to  control  the 
symptoms  of  iodism,  but  he  did  not  have  another 
attack  of  auricular  flutter  for  four  weeks,  whereas 
previously  he  had  been  having  attacks  every  two  to 
three  days.  After  four  weeks  the  iodine  effect  on 
the  thyroid  gland  wore  off  and  the  thyrotoxicosis 
recurred,  with  the  return  of  atrial  flutter.  Digitalis 
is  the  therapy  of  choice  for  the  initial  treatment 
of  the  attack  of  atrial  flutter.  Moderate  digitali- 
zation, giving  0.6  to  0.8  Gm.  of  the  powdered  leaf 
or  other  products  in  divided  doses  the  first  day, 
with  half  the  dose  the  next  day,  and  a main- 
tenance dose  daily  thereafter  for  a long  time  or 
until  the  sinus  rhythm  is  established.  This 
method  converts  the  flutter  to  auricular  fibrilla- 
tion, which  is  then  controlled  by  digitalis.  It  is 
effective  in  about  half  the  cases.  Intravenous 
digitalization  may  have  to  be  used  in  urgent  cases. 

Quinidine  sulphate  by  mouth  gives  a higher 
percentage  of  control  but  is  more  toxic  and  oc- 
casionally fatal.  Recently  Pronestyl  has  been 
recommended.  This  drug  may  give  granulopenia 
in  a small  percentage  of  cases.  It  is  questionable 
as  to  whether  it  is  beneficial.  In  a condition 
which  frequently  stops  spontaneously  one  cannot 
accept  its  recommendation  until  a good  number  of 
cases  of  atrial  flutter  respond  to  its  use.  Carotid 
sinus  pressure  should  be  tried.  Sedation  with 
barbiturates  is  important  as  an  adjuvant.  It  is 
advisable  to  use  phenobarbital  for  a long  period  of 
time  to  avoid  the  emotional  factors  which  fre- 
quently play  an  important  part  in  the  etiology  of 
atrial  flutter. 

A case  of  auricular  flutter  of  prolonged  duration 
and  severe  complications  has  been  presented. 
The  important  methods  of  treatment  have  been 
stressed. 
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Allergy,  according  to  most  authorities,  af- 
fects about  10  per  cent  of  the  population. 
Naturally,  any  program  that  will  decrease  this 
high  incidence  is  most  desirable.  Furthermore, 
the  prevention  of  recurrences  or  exacerbations  of 
existing  allergic  conditions  needs  consideration. 
Therefore,  it  is  the  purpose  of  this  communica- 
. tion  to  anatyze  the  prophylactic  measures  avail- 
able to  those  engaged  in  the  treatment  of  allergic 
patients  and  to  indicate  those  of  practical  import. 

A review  of  the  literature  and  texts  on  allergy 
reveals  the  paucity  of  information  that  is  avail- 
I able  on  the  subject  of  prophylaxis.  Some  of  the 
texts  completely  ignore  this  subject;  others  de- 
; vote  only  limited  space  to  it.  The  most  com- 
, prehensive  coverage  of  anaphylaxis  is  to  be  found 
in  the  texts  of  Walzer  et  al.1  Unger, 2 and  Glaser.3 

The  available  knowledge  of  the  mechanisms  of 
allergy  is  limited  and  therefore  very  controversial. 
For  the  purposes  of  simplification  we  consider  al- 
lergy as  being  caused  by  an  antigen-antibody  re- 
action with  a release  of  histamine  which  affects 
various  shock  organs  that  are  in  an  already  re- 
ceptive stage.  The  isolated  fact  that  one  has  re- 
aginic  antibodies  in  his  blood  or  fixed  in  his  skin 


or  mucous  membrane  is  not  sufficient  to  produce 
symptoms  when  contact  is  made  with  the  spe- 
cific antigen.  There  are  many  people  who  give 
positive  skin  reactions  or  even  have  skin  sensi- 
tizing antibodies  in  their  blood  as  demonstrated 
by  indirect  skin  tests  (passive  transfer  method), 
who  are  nevertheless  free  of  symptoms.  There 
are  many  factors  which  make  shock  organs  re- 
ceptive or  excitable.  Some  of  these  are : massive 
exposure  to  allergens,  infections,  endocrine  dis- 
turbances, shock,  psychogenic  disturbances,  and 
causes  still  unknown.  The  control  of  each  of 
these  factors  may  serve  as  separate  avenues 
through  which  prophylaxis  may  be  approached. 

Another  important  predisposing  factor  deserv- 
ing special  consideration  in  clinical  allergy  is 
heredity.  Statistically,  Spain  and  Cooke4  have 
demonstrated  that  where  there  is  a bilateral 
family  history  of  allergy,  the  onset  of  allergic 
disease  is  much  earlier  and  more  frequent  as  com- 
pared with  those  with  a unilateral  or  negative 
family  history  of  allergy.  Ratner  and  Silberman5 
and  others  do  not  accept  this  view.  Ratner  and 
his  coworkers6  have  written  considerably  on  this 
subject.  In  brief,  their  conclusions  are  based  on 
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experiments  with  guinea  pigs.  Female  pigs  were 
sensitized  with  either  egg  white  or  horse  serum 
and  then  were  mated  with  normal  males.  Sen- 
sitivity was  transmitted  passively  through  the 
placenta  to  the  offspring  and  in  a certain  per- 
centage of  cases,  to  the  third  generation.  Rat- 
ner7  also  presented  15  cases  of  food  allergy  in 
children,  in  which  the  mother  consumed  unusu- 
ally large  amounts  of  certain  foods  in  the  ante- 
partum period.  Sometime  after  birth  the  off- 
spring showed  sensitivity  to  these  foods.  On  the 
basis  of  these  findings,  the  experimental  evi- 
dence of  intra-uterine  sensitization  in  the  guinea 
pig,  and  the  similarity  between  the  placenta  in 
man  and  that  in  the  guinea  pig  (in  that  a single 
cell  layer  separates  the  fetal  from  the  maternal 
circulation),  Ratner  concluded  that  sensitivity 
in  the  human  being  could  similarly  be  induced  in 
utero,  either  actively  or  passively. 

While  we  know  that  human  antibodies,  such  as 
antitoxins,  are  transmitted  through  the  placenta 
to  the  fetus,  the  transference  of  reagins  has,  as  yet, 
not  been  demonstrated.  Bell  and  Eriksson8 
studied  ten  pregnant  women  of  whom  five  were 
sensitive  to  pollen  and  five  to  inhalants  and  foods. 
In  all  of  these  cases,  reagins  for  these  substances 
were  demonstrated  in  the  maternal  blood. 
Studies  of  the  serum  obtained  from  the  fetal  cord 
at  term  failed  to  reveal  any  of  the  skin-sensitiz- 
ing antibodies  which  were  present  in  the  maternal 
blood.  Walzer9  and  Caulfield10  confirmed  the 
findings  of  Bell  and  Eriksson.8  Zohn11  induced 
sensitivity  in  12  pregnant  women  with  extracts  of 
Ascaris.  These  women  were  originally  negative 
to  Ascaris  on  direct  skin  tests  and  by  blood  studies 
for  reagins.  After  a number  of  weekly  intra- 
dermal  injections  of  Ascaris,  the  skin  reactions  be- 
came positive.  At  term,  reagins  for  Ascaris  could 
be  demonstrated  in  nine  of  11  specimens  of  ma- 
ternal blood  but  in  none  of  1 1 specimens  of  fetal 
blood.  Until  we  are  able  to  demonstrate  def- 
initely the  passage  of  reagins  from  the  mother  to 
the  offspring  through  the  placenta,  we  cannot  ac- 
cept intra-uterine  sensitization  as  the  mechanism 
of  production  of  allergy"  in  the  newborn,  and  so 
we  must  revert  to  the  concept  that  allergy  is 
primarily  a hereditary  disease. 

In  a consideration  of  the  prophylaxis  of  allergy 
through  the  avenue  of  heredity,  eugenic  marriages 
theoretically  have  merit,  but  they  are  impractical. 
However,  parents  who  are  allergic  can  be  edu- 
cated and  advised  to  take  precautions  with  their 
children  and  institute  measures  early  in  life  in 


order  to  prevent  clinically  significant  allergy. 
Prime  consideration  should  be  given  to  the  early 
recognition  of  allergic  signs  and  symptoms. 

What  are  some  of  these  early  signs?  We  can 
suspect  allergy  if  any  of  the  following  conditions 
exist: 

1.  Need  for  frequent  changing  of  feeding  for- 
mulae. 

2.  Persistent  sniffles. 

3.  Unusual  and  persistent  colic. 

4.  Unexplained  diarrhea  or  constipation. 

5.  Extreme  food  likes  and  dislikes. 

6.  Vague  and  unexplained  abdominal  pain, 
especially"  periumbilical. 

7.  Excessive  vomiting. 

8.  Unexplained  skin  rashes. 

9.  Unusual  amount  of  unexplained  fretfulness 
and  irritability. 

10.  Repeated  canker  sores. 

It  is  important  to  emphasize  that  these  symp- 
toms are  not  pathognomonic  of  allergy,  but  where 
organic  diseases  have  been  excluded,  the  pos- 
sibility of  allergy  should  be  considered. 

There  are  some  who  feel  that  prophylaxis  may 
be  attempted  at  even  an  earlier  level  than  in- 
fancy. This  implies  control  of  the  maternal  diet 
in  the  prenatal  period.  There  is  no  uniformity  of 
opinion,  however,  on  this  subject.  There  are 
some  who  believe  that  strong  allergenic  foods, 
such  as  eggs,  milk,  nuts,  and  fish  should  be  cur- 
tailed considerably  during  pregnancy.  Others 
take  a modified  position  and  allow  the  mother  to 
have  all  foods  but  not  in  excessive  amounts. 
Experimentally",  there  is  no  evidence  that  the 
newborn  is  affected  by"  the  excessive  ingestion 
of  foods  by"  the  mother  during  pregnancy.  Those 
cases  in  which  Ratner  demonstrated  that  children 
were  sensitive  to  the  same  foods  that  the  mother 
ate  excessively  during  pregnancy  were  not  seen 
at  birth  but  rather  months  or  a year  or  two  after 
birth.  Sensitization  could,  therefore,  have  taken 
place  during  this  interval  in  many  other  ways. 

Prophydaxis  in  relation  to  the  development  of 
sensitivity  to  foods  deserves  special  attention. 

A number  of  procedures  have  been  advocated  for 
the  treatment  of  foods  to  render  them  less  anti- 
genic. One  of  these  procedures,  the  denaturation 
of  food,  whether  by  chemical  treatment  or  by 
heat,  must  receive  prime  consideration  because  of 
its  simplicity  and  usefulness.  Since  milk  is  the 
earliest  and  most  important  food  for  th§  infant, 
denatured  milk  (boiled,  evaporated,  and  pow-  | 
dered)  is  valuable  prophydactically.  Milk  substi- 
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tutes,  such  as  soy  bean  milk  or  meat  base  milk 
may  at  times  serve  the  same  purpose.  Glaser3 
studied  a group  of  newborn  babies  where  soy  bean 
milk  was  substituted  for  cows’  milk.  His  findings 
were  most  encouraging  from  a prophylactic  point 
of  view.  In  his  experimental  group  only  8 per 
cent  developed  eczema,  while  in  the  control  group 
the  incidence  was  30  per  cent.  Suppression  of 
the  development  of  food  allergy  in  infants  does 
not  preclude  the  possibility  of  developing  aller- 
gies subsequently.  On  the  other  hand,  it  is 
suggested  that  the  prevention  of  allergy  early  in 
life  may  buttress  the  child  against  the  develop- 
ment of  allergy  subsequently.  This  is  only  true, 
however,  for  some  cases.  In  a follow-up  study 
Glaser3  observed  that  only  15  per  cent  of  the 
experimental  group  developed  major  allergic 
conditions  before  the  age  of  ten  years  as  com- 
pared with  60  per  cent  of  the  control  group. 
Glaser,  in  a later  study,  came  to  the  following  con- 
clusions: “ . . . there  is  approximately  a four-fold 
incidence  of  allergy  in  potentially  allergic  children 
started  on  cows’  milk  from  birth  as  compared  with 
those  started  on  soy  bean  milk.”  Denaturation 
of  food  therefore  serves  two  purposes.  It  re- 
duces the  possibility  of  specific  sensitization  from 
taking  place,  and  it  reduces  the  possible  expansion 
of  the  allergic  base. 

Continuing  with  prophylaxis  of  food  allergy  in 
infancy,  it  is  noteworthy  that  in  general,  new 
foods  in  potentially  allergic  children  should  be  in- 
troduced with  caution.  Some  pediatricians  over- 
feed their  babies  and  introduce  too  many  foods 
very  early  in  life.  Some  infants  at  two  months 
of  age  are  getting  a diet  that  would  be  more  suit- 
able for  a one-year-old.  One  wonders  whether 
this  is  justifiable.  It  is  true  that  some  infants 
thrive  on  this  regimen,  but  a great  many  de- 
velop gastrointestinal  disturbances.  The  de- 
velopment of  allergies  in  some  of  these  children  is 
greatly  increased  by  the  introduction  of  too  many 
foods  too  soon. 

Since  egg  is  an  important  allergen  in  infancy, 
special  attention  should  be  given  to  its  use, 
particularly  in  infants  born  to  allergic  parents. 
It  should  not  be  introduced  before  six  months  of 
age,  and  preferably  later.  When  eggs  are  intro- 
duced into  the  infant’s  diet,  only  the  yolk  of  the 
hard-boiled  egg  should  be  given. 

Other  highly  allergenic  foods,  such  as  wheat, 
also  deserve  consideration.  Rice  and  barley 
cereals  should  be  given  in  place  of  wheat.  The 
newborn  infant  does  not  have  amylase  which  is 


the  carbohydrate  enzyme.  Then  why  give 
cereals  so  early  in  life?  As  far  as  fruit  and  vege- 
tables are  concerned,  a gradual  introduction  is 
advisable.  Above  all,  only  one  food  should  be 
introduced  at  a time  and  observed  for  a week  or 
two  for  adverse  reactions  before  new  additions 
are  made.  Some  pediatric  allergists  recommend 
the  use  of  synthetic  vitamins  in  place  of  orange 
juice.  This  seems  to  have  some  merit. 

Those  interested  in  prophylaxis  for  allergic 
patients  have  already  been  alerted  to  taking  some 
necessary  precautions  to  avoid  the  development 
of  allergy  to  foods.  No  such  precautions,  how- 
ever, are  usually  offered  where  inhalants  or  in- 
fections are  involved.  We  turn  now  in  this  di- 
rection. 

In  the  prophylaxis  of  inhalant  allergy,  it  is 
particularly  advisable  to  reduce  exposure  to  po- 
tential allergenic  dusts.  Although  house  dust  is 
distributed  generally  throughout  the  household, 
the  bedroom  needs  special  consideration  because 
of  the  number  of  hours  spent  there  and  because 
of  contact  with  potential  inhalant  allergens.  The 
following  precautions  should  be  undertaken  to 
render  the  bedroom  relatively  dust-free : 

1.  Old  feather  pillows  should  be  removed,  or 
if  they  are  in  good  condition,  they  should  be  cov- 
ered with  dust-proof  encasings.  The  use  of  foam 
rubber  pillows  with  dust-proof  encasings  is  ideal. 
This  also  applies  to  the  rest  of  the  house. 

2.  Mattresses  should  be  covered  with  im- 
permeable materials. 

3.  Floors  should  be  either  wooden  or  covered 
with  linoleum  so  they  can  be  washed  readily. 

4.  Heavy  drapes  should  be  eliminated  and 
washable  curtains  substituted. 

5.  Overstuffed  chairs  should  be  removed  and 
leather  or  plastic-covered  chairs  substituted. 

6.  Stuffed  toys  should  not  be  kept  in  the 
bedroom,  and  preferably  those  made  of  metal, 
wood,  or  plastic  should  be  substituted. 

In  addition  to  the  above,  dogs  and  cats  should 
not  be  kept  in  the  house.  Insecticides,  espe- 
cially those  containing  pyrethrum,  should  be 
avoided. 

Since  it  is  virtually  impossible  to  render  any 
room  absolutely  free  from  dust,  and  since  contact 
with  dust  in  one  form  or  another  is  inevitable, 
hyposensitization  with  house  dust,  either  stock  or 
autogenous,  is  recommended.  Similarly,  sensi- 
tivity to  pollen  should  be  treated  bjr  injection 
either  preseasonally  or  perennially.  Reliance 
for  relief  on  antihistaminics  or  steroids  is  fraught 
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with  danger.  The  incidence  of  chronic  coughs, 
persistent  nasal  symptoms,  and  bronchial  asthma 
is  about  30  per  cent  in  untreated  cases,  and 
negligible  in  treated  ones. 

The  attempt  at  prophylaxis  of  infection  in  al- 
lergic patients  is  more  complex  and  more  dif- 
ficult. It  is  recognized  that  many  cases  of 
bronchial  asthma  date  their  onset  to  infection, 
be  it  exanthemata,  pneumonia,  pertussis,  in- 
fluenza, or  upper  respiratory  infections.  Fur- 
thermore, recurrent  asthmatic  attacks  are  com- 
monly associated  with  or  preceded  by  upper  re- 
spiratory infections.  Likewise,  allergic  syunp- 
toms  often  persist  despite  all  antiallergic  meas- 
ures because  of  an  underlying  infection.  For 
these  reasons  the  prophylaxis  of  infection  is  es- 
sential. 

Prigal12  has  contributed  much  to  a better  un- 
derstanding of  infection  in  its  relationship  to 
allergy.  He  firmly  believes  that  infection  plays 
a much  greater  role  than  is  commonly  known  or 
accepted  by^  allergists  or  the  medical  profession 
in  general.  Infection  broadens  the  base  of  al- 
lergy. In  its  presence,  new  sensitizations  are  apt 
to  emerge.  This  refers  not  only  to  the  conversion 
of  latent  to  active  sensitization  but  also  to  the 
triggering  of  completely  new  sensitivities. 

One  of  the  neglected  problems  in  treating  and 
preventing  sinorespiratory  infections  in  allergic 
patients  is  a lack  of  consideration  of  the  bacter- 
iologic  environment.  This  implies  a search  for 
possible  carriers  who  may  reinfect  the  patient. 
Some  cases  of  bronchial  asthma  or  sinusitis  will 
show  remarkable  improvement  when  attention 
is  paid  to  contacts  within  the  household,  some  of 
whom  may  harbor  pathogenic  organisms.  These 
individuals  are  usually  free  of  symptoms.  By 
treating  these  contacts,  problem  cases  can  at 
times  be  cleared  up,  according  to  Prigal.13 

More  important,  however,  is  the  large  group  of 
children  who  develop  asthma  with  each  inter- 
current upper  respiratory  infection.  With 
proper  and  adequate  use  of  antibiotics  in  the 
early  viral  phase,  many  attacks  of  asthma  can  be 
aborted,  since  these  are  usually  associated  with 
the  second  or  bacterial  phase  of  the  infection. 
Recurrent  asthma  is  one  of  the  few  indications 
for  the  use  of  antibiotics  in  the  early  phases  of 
the  common  cold. 

The  question  of  tonsillectomy  as  a prophylactic 
measure  in  the  allergic  or  potentially  allergic 
child  is  raised  frequently.  Certainly,  indiscrim- 
inate tonsillectomy  should  be  condemned.  Given 


an  allergic  child  who  gets  repeated  respiratory 
infections,  the  following  procedures  are  advisable: 

1.  A complete  allergic  work-up  and  institution 
of  proper  measures  with  regard  to  food  and  in- 
halant sensitivities. 

2.  Hyposensitization  treatments  should  be 
started  early. 

3.  Tonsils  should  never  be  removed  during  the 
pollen  season. 

4.  Removal  of  tonsils  should  only  be  recom- 
mended if  they  are  cryptic  and  diseased.  The 
presence  of  enlarged  anterior  cervical  glands 
which  persist  is  good  evidence  of  diseased  tonsils. 

5.  Complete  and  thorough  removal  of  adenoid 
tissue  is  important. 

Thus  far  in  our  discussion  of  prophylaxis  we 
have  stressed  measures  for  infants  and  children. 
It  is  in  this  group  that  the  most  can  be  accom- 
plished. Diseases  that  have  persisted  for  long 
periods  are  not,  however,  readily  amenable  to 
prophylaxis.  This  approach  is,  therefore,  more 
difficult  in  the  adult  than  in  the  child.  However, 
many  of  the  prophylactic  measures  that  we 
recommend  for  children  apply  similarly'  to  adults. 
These  are  early'  diagnosis  and  treatment,  dust 
precautions,  and  adequate  and  early'  treatment  of 
infections. 

Finally^,  brief  mention  should  be  made  of  the 
incidence  of  allergic  reactions  following  the  use 
of  diagnostic  procedures,  such  as  urography, 
cholecystography',  salpingography,  and  with 
drugs  in  general.  The  use  of  antihistaminics 
prior  to  the  administration  of  these  dyes  may  be 
helpful  in  some  cases.  Injectable  antihistamines, 
when  combined  with  the  dyes,  offer  even  a 
greater  margin  of  safety. 

Summary 

Prophylaxis  is  an  important  approach  in  the 
treatment  of  allergic  patients.  A discussion  is 
presented  of  the  many'  avenues  through  which 
prophylaxis  can  be  applied.  The  folio  whig 
measures  are  important:  Early  recognition  of 
allergy^,  the  proper  introduction  of  foods  in 
infancy,  the  use  of  denatured  foods,  meticulous 
dust  precautions  in  the  house,  avoidance  of  con- 
tacts with  pets,  and  early'  hy'posensitization  treat- 
ment where  indicated. 

When  infection  plays  a role  in  the  induction 
or  aggravation  of  allergic  syunptoms.  prophylactic 
measures  may  also  be  helpful. 

Waiting  for  a child  to  outgrow  his  allergic 
condition  can  be  catastrophic.  Pollen  cases 
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should  receive  specific  injection  therapy,  and 
reliance  should  not  be  placed  on  antihistaminics 
alone,  since  so  many  cases  of  asthma  arise  in 
untreated  hay  fever  cases.  Special  reference  is 
made  to  the  prophylaxis  of  infections  in  allergic 
patients. 

Prophylaxis  should  always  be  uppermost  in 
the  minds  of  all  physicians  who  treat  allergic 
patients. 

The  application  of  the  principles  outlined  in 
this  paper  should  lead  to  a reduction  in  the  in- 
cidence and  severity  of  allergic  conditions. 

1449  Union  Street 
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New  Theory  Advanced  on  Speech  Mechanism 


Recent  French  research  has  indicated  that  the 
brain,  not  the  movement  of  air  in  the  larynx,  causes 
the  vocal  cords  to  vibrate  and  produce  sound. 

This  new  and  controversial  theory  of  how  man 
speaks  was  reported  in  the  Archives  of  Otolaryngology , 
January,  1958,  by  Esti  D.  Freud,  Ph.D.,  New  York, 
a teacher  of  voice  and  speech  pathology. 

The  French  researchers  believe  that  vocaliza- 
tion results  from  the  action  of  the  brain  on  the 
nerves  of  the  larynx  which  in  turn  produce  vibra- 
tions of  the  vocal  cords. 

According  to  long-accepted  theory,  expiration  of 
air  from  the  trachea  causes  the  thyroarytenoid 
muscle  to  vibrate  and  thus  set  up  vibrations  of  the 
vocal  cords. 

In  a note  preceding  the  article,  Dr.  Ernest  M. 
Seydell,  Wichita,  Kansas,  a member  of  the  Archives 
editorial  board,  pointed  out  that  some  of  the  ar- 
ticle’s contents  were  “very  controversial,”  but  that 
they  were  published  with  the  hope  of  stimulating 
research  in  “a  phase  of  otolaryngology  in  which 
there  is  much  to  be  proved.” 

Dr.  Freud  said  the  French  experiments  have 
shown  “beyond  doubt”  that  vocal  cords  vibrate 


in  the  absence  of  an  exhaled  current  of  air,  and  that 
the  vibrations  seem  to  be  governed  by  excitations 
deriving  directly  from  the  recurrent  laryngeal  nerve. 
This  means  that  the  exhaled  air  current  cannot  be 
considered  instrumental  in  creating  the  vibrations 
of  the  vocal  cords,  but  only  as  a sound-carrying 
medium. 

The  exact  roles  of  air  pressure,  air  volume,  and 
the  breathing  motions  in  vocalization  are  questions 
that  still  must  be  answered,  she  said. 

Dr.  Freud  also  reported  that  French  researchers 
have  shown  that  singing  and  speaking,  which 
produce  different  vibratory  patterns  in  the  vocal 
cords,  originate  in  different  centers  of  the  brain, 
even  though  they  are  both  executed  by  the  vocal 
cords.  She  feels  that  this  helps  explain  why  per- 
sons who  stutter  or  who  have  lost  their  ability  to 
speak  can  still  sing  without  difficulty.  It  also 
helps  explain  why  a person  with  a tenor  singing 
voice  may  speak  with  a very  deep  voice. 

Dr.  Freud,  a daughter-in-law  of  the  late  Sigmund 
Freud,  is  associated  with  New  York  Hospital,  New 
York,  and  a Veterans  Administration  mental  hy- 
giene clinic  in  Newark,  New  Jersey. 
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Postoperative  Orthopnea 


Dyspnea  may  be  a problem  occasionally  en- 
countered in  the  postoperative  phase. 
Usually  the  cause  is  evident  when  dyspnea  is  due 
to  respiratory  inadequacy  because  of  atelectasis 
or  respiratory  obstruction,  and  the  appropriate 
treatment  may  then  be  instituted.  Occasionally, 
position  of  the  patient  is  the  incriminating  factor, 
as  was  observed  in  the  following  case  report. 

Case  Report 

A fifty-eight-year-old  male  was  admitted  to  the 
hospital  for  a repair  of  a diverticulum  of  the  bladder. 
Three  years  previous  to  this  admission  he  had  sus- 
tained a pneumonectomy  for  a carcinoma  of  the 
right  lung.  His  postoperative  course  from  this 
surgery  was  uneventful.  Physical  examination  now 
revealed  a man  in  good  physical  condition.  Aside 
from  his  urinary  complaints,  he  had  only  slight 
dyspnea  on  exertion.  Chest  sounds  in  the  remain- 

Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  February  3,  1958.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  first  Monday  of  every  month. 


ing  left  lung  were  good  and  his  heart  sounds  were  of 
good  quality.  His  arterial  blood  pressure  was  140 
mm.  Hg  systolic  and  80  diastolic.  His  pulse  rate 
was  84  per  minute  and  his  respiratory  rate  20  per 
minute. 

For  preanesthetic  medication  the  patient  was 
given  120  mg.  of  Nembutal  by  mouth  and  0.4  mg.  of 
atropine  sulfate  by  subcutaneous  injection,  both 
fifty  minutes  before  arriving  in  the  operating  room. 
At  this  time  his  arterial  blood  pressure  was  130/80, 
his  pulse  rate  88  per  minute,  and  his  respiratory  rate 
20  per  minute.  The  patient  was  placed  in  the  right 
lateral  position,  and  spinal  anesthesia  was  produced 
with  10  mg.  of  Pontocaine  and  125  mg.  of  dextrose. 
He  was  then  turned  in  the  supine  position,  and 
shortly  thereafter  the  sensory  level  of  anesthesia  was 
found  to  reach  the  eighth  thoracic  segment.  Sur- 
gery was  begun  and  the  diverticulum  was  repaired  in 
seventy-five  minutes.  Throughout  his  course  in  the 
operating  room  the  patient  was  completely  comfort- 
able, lying  in  the  supine  position,  with  no  complaints 
whatever  and  without  any  appreciable  change  in  his 
blood  pressure,  pulse  rate,  or  respiratory  rate. 
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Thirty-five  minutes  after  arrival  in  the  recovery 
room,  or  110  minutes  after  the  administration  of  the 
spinal  anesthesia,  the  patient  became  progressively 
more  dyspneic  and  complained  of  a sense  of  “full- 
ness to  tightness”  in  his  chest.  An  anesthesiologist 
was  called  to  see  him.  The  patient  was  then  some- 
what cyanotic.  His  arterial  systemic  blood  pressure 
had  diminished  to  60  mm.  Hg  systolic  and  30 
diastolic.  His  pulse  was  weak  and  thready,  and  the 
rate  had  risen  to  110  per  minute.  An  infusion  of 
5 per  cent  glucose  in  distilled  water  was  started 
immediately  intravenously.  Ephedrine  sulfate,  10 
mg.,  was  injected  intravenously  and  50  mg.  were 
injected  intramuscularly.  This  brought  the  blood 
pressure  up  to  120/60.  Oxygen  therapy  by  means 
of  a nasopharyngeal  catheter  was  started.  Despite 
these  measures  the  patient’s  cyanosis  deepened,  and 
his  respirations  became  progressively  more  labored. 
His  only  complaint  was  still  of  “tightness”  in  his 
chest.  Breath  sounds  in  the  left  lung  were  clear. 
Nasal  oxygen  was  discontinued,  and  oxygen  was 
administered  by  mask.  It  was  noted  at  this  time 
that  the  infusion  which  had  been  started  was  back- 
ing up  in  the  infusion  tubing.  There  did  not  appear 
to  be  any  mechanical  obstruction  to  the  flow  of 
solution,  but  it  did  require  further  elevation  of  the 
infusion  bottle  to  permit  an  adequate  flow.  Cya- 
nosis became  intense,  and  the  patient’s  breathing  be- 
came quite  labored. 

It  was  suggested  that  the  patient  be  placed  in 
semi-Fowler’s  position  by  elevating  the  patient’s 
head  and  trunk.  Almost  immediately  his  respira- 
tions improved,  and  the  cyanosis  lessened.  Within 
five  minutes  there  was  no  evidence  of  cyanosis,  and 
the  respiratory  rate  diminished  to  22  per  minute 
without  evidence  of  any  respiratory  distress.  The 
arterial  blood  pressure  was  maintained  at  120  to 
140/70  and  the  pulse  rate  at  80  to  90  per  minute. 
The  sensation  of  tightness  in  the  chest  had  dis- 
appeared completely.  The  man  remained  in  this 
position  for  one  hour  further  and  left  the  recovery 
room  in  good  condition. 

Comment 

This  patient  manifested  orthopnea;  i.e.,  his 
breathing  was  more  comfortable  in  the  erect  or 
partially  erect  posture.  The  most  common 
cause  of  orthopnea  is  congestive  heart  failure. 
In  the  latter  condition  the  erect  posture  serves  to 
reduce  venous  pressure  and  pulmonary  conges- 
tion so  as  to  diminish  the  resistance  to  breathing.1 
Another  mechanism  described  in  these  patients 
has  been  termed  “trepopnea.”2  This  denotes  a 
mechanical  obstruction  of  the  large  vessels  in  the 
chest  situated  behind  the  heart — the  aorta  and 
inferior  vena  cava — by  the  considerably  enlarged 
heart  when  the  patient  lies  supine. 


In  the  case  of  the  patient  in  question,  the  cause 
of  the  orthopnea  may  have  been  due  to  a com- 
bination of  factors.  In  one  who  has  sustained  a 
right  pneumonectomy,  the  remaining  left  lung 
must  assume  all  respiratory  function.  It  is 
understandable  that  even  after  postoperative 
adaptation  has  taken  place,  any  effort  or  exertion 
by  such  an  individual  will  result  in  respiratory 
insufficiency  with  left  heart  failure  characterized 
by  orthopnea,  pulmonary  congestion  which  may 
go  on  to  pulmonary  edema,  pallor,  or  cyanosis, 
and  arterial  hypotension  with  a rapid  feeble  pulse. 
When  right  ventricular  failure  is  predominant, 
there  are  dyspnea,  venous  engorgement,  and 
marked  fatigue.3  It  will  be  recalled  that  in  the 
history  of  this  patient  he  stated  that  he  had 
dyspnea  on  exertion.  Another  interesting  ob- 
servation was  the  increased  venous  pressure  as 
evidenced  by  the  backing  up  of  the  venous  blood 
into  the  infusion  tubing  when  the  patient  mani- 
fested dyspnea  in  the  supine  position  postopera- 
tively. 

During  spinal  anesthesia  with  a sensory  level  to 
the  eighth  thoracic  segment,  as  was  obtained  in 
this  patient,  there  is  vasodilatation  produced  in 
the  anesthetized  area  with  a decrease  in  arteriolar 
tone.  This  leads  to  postarteriolar  pooling  of 
blood  and  a decrease  in  venous  return.  This 
condition  has  been  termed  a “bloodless  phle- 
botomy” and  is  beneficial  in  congestive  heart 
failure.  During  the  time  that  spinal  anesthesia 
was  effective,  our  patient  was  comfortable  even 
in  the  supine  position.  It  was  only  two  hours 
after  the  spinal  anesthesia  had  been  induced — 
actually  when  it  was  wearing  off — that  this 
patient  developed  orthopnea.  In  normal  and 
unoperated  subjects  there  may  be  good  com- 
pensatory reactions  without  untoward  circulatory 
effects  during  and  after  spinal  anesthesia.4  How- 
ever, in  a subject  with  a right  pneumonectomy, 
the  increased  venous  pressure  during  spinal  anes- 
thesia followed  by  the  loss  of  peripheral  vaso- 
dilatation in  the  anesthetized  area  after  spinal 
anesthesia  may  well  embarrass  the  pulmonary 
circulation  and  determine  cardiac  failure  with 
orthopnea. 

In  this  particular  patient,  orthopnea  and 
circulatory  insufficiency  were  relieved  by  elevat- 
ing the  head  and  trunk.  This  position  is  usually 
avoided  for  several  hours  following  spinal  anes- 
thesia in  order  to  minimize  cerebrospinal  fluid 
disturbance  which  may  produce  severe  headache. 
Because  of  all  these  factors  involved,  some  anes- 
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thesiologists  would  have  preferred  to  have  given 
general  anesthesia  for  the  operative  procedure  in 
such  a patient.  With  the  use  of  an  endotracheal 
tube  this  would  have  permitted  assisted  pul- 
monary respiratory  efforts  and  the  ability  to  suc- 
tion off  tracheal  and  bronchial  secretions  during 
the  operative  period.  As  soon  as  the  patient’s 
protective  reflexes  had  returned  postoperatively, 
one  could  place  the  patient  in  Fowler’s  position  if 
orthopnea  developed  then.  To  others,  on  the 
contrary,  spinal  anesthesia  would  seem  to  be 
indicated  for  a patient  with  some  degree  of  con- 
gestive heart  failure  because  of  the  “bloodless 
phlebotomy”  produced  during  spinal  anesthesia. 


The  important  point,  therefore,  as  in  so  many 
difficult  situations,  is  that  it  is  the  manner  in 
which  any  particular  technic  or  anesthetic  agent  | 
is  used  that  is  important,  with  particular  refer- 
ence to  an  understanding  of  the  physiopathology  I 
involved. 
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Automation  Contributing  to  Obesity  Problem 


Automation  may  have  its  advantages  but  it  is 
causing  a major  problem  in  the  field  of  medicine. 

More  and  more  people  are  tending  to  become 
overweight  as  a result  of  our  new  sedentary  life 
which  provides  more  leisure  time  with  less  heavy 
physical  work,  according  to  Dr.  Robert  H.  Barnes, 
of  Seattle. 

Writing  in  the  February  22,  1958,  J.A.M.A .,  the 
University  of  Washington  School  of  Medicine  doctor 
said,  “Reduction  and  permanent  weight  control  re- 
quire healthy  changes  in  living  habits.” 

In  addition  to  physical  examinations  and  general 
health  evaluation,  a physician  today  must  also 
concern  himself  with  the  patient’s  personal  living 
habits  if  he  is  to  recommend  an  effective  reducing 
program. 

“Usual  eating  habits  and  average  daily  physical 
activity  are  two  of  the  most  important  points  to  be 
explored,”  said  Dr.  Barnes.  He  added,  “There  is 
no  single  approach  to  the  treatment  of  obesity, 
only  lifetime  control.” 

A special  weight  history  should  be  the  first  step 
in  determining  a program  to  bring  long-term  results. 
This  history  will  give  an  index  of  past  and  present 
weight,  maximum  weight,  and  estimated  ideal 
weight. 

The  second  step  is  to  modify  the  way  of  eating, 
which  must  be  designed  to  be  followed  during  the 
patient’s  lifetime.  This  approach  is  more  satis- 


factory on  the  long-range  basis  than  the  conven- 
tional rigid  diet,  Dr.  Barnes  said.  Lowering  the 
caloric  intake  is  necessary  for  anyone  to  reduce. 
Despite  the  fact  that  dieting  alone  has  been  a failure, 
it  is  still  the  principle  support  in  reducing,  he  said. 

In  setting  up  a diet,  the  patient’s  working  facili- 
ties, meal  hours,  family  food  patterns,  and  income 
level  must  all  be  considered.  Additional  steps  in 
the  program  should  include  the  use  of  medication 
dispensed  under  a physician’s  supervision,  exercise, 
and  posture  control. 

Dr.  Barnes  noted,  “Moderate  exercise,  month  in 
and  month  out,  can  be  the  difference  between 
following  a starvation  regimen  and  being  able  to 
follow  a more  normal  diet  according  to  one’s  appe- 
tite. Here  again  modern  civilization  makes  it 
difficult  for  the  overweight  patient  to  do  regular 
exercising  such  as  walking.  The  habit  of  riding 
everywhere,  even  three  blocks  to  the  store,  has  de- 
pressed the  physical  activity  of  many  to  a very  low 
state.” 

There  should  also  be  developed  a close  relation- 
ship between  doctor  and  patient,  for,  according  to 
Dr.  Barnes,  “The  patient  should  realize  that  he  is 
under  the  care  of  a physician  not  only  to  lose  weight 
but  also  to  have  treated  the  associated  medical 
disorders  common  to  obesity  which  commercial 
reducing  salons  are  admittedly  incapable  of  recog- 
nizing and  treating.” 


1534 


New  York  State  J.  Med. 


BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 

Front  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director , Poison  Control  Center 


Ingestion  Accidents  and  Their  Mode  of  Occurrence 


The  following  incidents  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 


Toxic  Agent 

Incident  1 
Age 

Sex 

Aspirin 

15  years 

Female 

The  patient  was  experiencing  severe  headaches 
which  started  on  and  off  the  previous  Monday. 
She  had  no  idea  what  could  have  caused  them, 
since  she  never  had  such  headaches  before. 
However,  on  the  night  of  the  incident  the  head- 
ache became  so  unbearable  that  she  took  two 
A.P.C.  tablets.  When  she  got  no  relief,  she  kept 
taking  more  until  she  had  taken  all  but  two  (40 
tablets).  The  patient  became  dyspneic  and 
went  to  bed  and  sat  up  all  night. 

Symptoms:  Dyspnea  and  abdominal  pains. 
Treatment:  The  family  physician  prescribed  as 
follows:  “Bicarbonate  of  soda,  two  tablets  every 

three  hours  (four  doses),  one  tablet  every  four 
hours  (four  doses).  (Mother  gave  child  two  Ex- 


Lax  tablets). 

Toxic  Agent 

Incident  2 
Age 

Sex 

Aspirin 

17  years 

Female 

The  patient  gave  a history  of  frequent  severe 
headaches  and  abdominal  cramps.  On  the  night 
of  the  accident  the  pain  became  unbearable.  She 
therefore  took  two  aspirins  and  repeated  taking 
the  aspirins  until  the  contents  of  the  entire  con- 
tainer (60  gr.)  were  ingested.  The  pain  persisted, 
and  the  patient  went  to  the  medicine  cabinet  and 
took  a bottle  of  yellow  pills  (pentobarbital)  which 
were  prescribed  for  her  mother  by  her  family 
physician.  She  ingested  an  unknown  quantity  of 
these  pills. 

The  patient  had  the  following  symptoms: 
Vomiting,  dyspnea,  and  she  appeared  comatose. 
She  was  taken  to  the  hospital  where  it  was  noted 
that  the  patient  had  myotic  pupils,  absent  re- 
flexes. The  patient  was  in  coma  for  two  days. 
The  stomach  was  lavaged  in  the  hospital  and  16 
cc.  intravenous  glucose  was  administered.  The 
patient  recovered  after  remaining  for  ten  days 
in  the  hospital. 

These  cases  are  cited  because  they  are  typical 
of  many  incidents  reported  to  our  center.  It 
illustrates  the  danger  of  self-medication,  at  times 
with  unknown  drugs  and  preparations  for  un- 
diagnosed conditions. 

The  chief  offenders  are  adolescents,  and  the 
most  frequent  cause  is  “headache”  of  undeter- 
mined origin. 
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Incident  3 

Toxic  Agent  Age  Sex 

Aspirin  2 years  Female 

The  following  story  was  obtained  by  the  public 
health  nurse  who  visited  the  home. 

“Sister  (three  years  old)  climbed  up  in  some 
manner  to  reach  the  top  shelf  of  the  kitchen 
pantry  to  get  a bottle  of  baby  aspirins  which  both 
children  believed  to  be  candy,  because  their 
mother  had  always  told  them  when  she  gave 
them  aspirin  from  the  bottle  that  she  was  giving 
them  candy.  Mother  was  talking  on  the  tele- 
phone in  another  room  at  the  time  the  accident 
occurred.” 

Although  there  were  no  symptoms,  the  patient 
was  taken  to  the  hospital  emergency  room  where 
stomach  was  lavaged. 

This  case  is  cited  to  caution  about  the  danger  of 
telling  children  that  a medication  is  candy. 
Children  believe  this  and  will  very  often  look  for 
such  products  in  the  belief  that  they  are  obtaining 


candy. 

Incident  4 

Toxic  Agent 

Age 

Sex 

Turpentine 

21/ 2 years 

Female 

The  following  history  was  obtained  by  the 
public  health  nurse  when  visiting  the  home. 
“An  uncovered  shellac  can  was  left  behind  furnace 
by  builder.  Family  in  new  home  only  a short 
time.  Mother  did  not  know  it  was  there. 
Three  children  were  playing  in  cellar  and  found 
can  which  had  turpentine  in  it.  They  put  some 
in  glasses.  The  two  older  children,  four  and  one- 
half  and  five  years  old  only  played  they  drank  it, 
but  the  two  and  one-half  year-old  drank  some.” 
Symptoms:  Burning  in  mouth  and  throat. 

The  child  was  brought  to  the  emergency  room 
where  he  was  treated  with  “mineral  oil,  diet,  and 
fluid.”  Child  was  discharged  after  twenty-four 
hours.  The  agent  provacateur  role  of  older  sib- 
ling in  these  cases  is  noteworthy.  Incidents  with 
similar  circumstances  are  reported  with  notable 
frequency. 

Incident  5 

Toxic  Agent  Age  Sex 

Enamel  Paint  2 years  Male 


Chacon  a son  gout. — The  mother  painted  a ^ 
closet  in  her  child’s  room  the  night  before  the  ^ 
accident.  The  can  of  paint  (tightly  covered) 
was  left  on  the  floor  near  the  painted  closet. 
When  mother  went  into  child’s  room  the  next 
morning,  she  found  the  top  removed,  paint  on  the 
floor,  and  the  child  smacking  his  lips. 

There  were  no  symptoms.  The  child  was  given 
ipecac  at  the  emergency  room  and  released. 

This  case  is  illustrative  of  the  unorthodox 
taste  acceptability  in  children,  a fact  that  adults 
too  often  forget. 

Incident  6 

Toxic  Agent  Age  Sex 

Benzine  17  months  Male 

The  nurse  reports  as  follows:  “Father  had  a 
small  bottle  with  benzine  in  the  kitchen  cleaning  a 
spot  on  his  suit.  He  turned  away  to  hang  suit  on 
door  and  child  grabbed  bottle  from  the  kitchen 
table  and  drank  some  of  the  benzine.” 

Symptoms  were  vomiting  and  drowsiness. 
Child  was  taken  to  a hospital  where  stomach  was 
lavaged  and  supportive  therapy  was  adminis- 
tered. After  six  days  in  the  hospital  the  patient 
was  discharged  as  recovered.  This  case  is  high- 
lighted by  two  pertinent  findings  which  have  been 
previously  noted.  (1)  The  injurious  agent  “ben- 
zine” was  obtained  from  a painter  who  left  it  in 
the  apartment.  (2)  The  unanticipated,  flash- 
light swiftness  of  these  ingestions  has  been  re- 
peatedly noticed. 

Incident  7 

Toxic  Agent  Age  Sex 

Benzine  4 years  Male 

Public  health  nurse  who  visited  the  home  re- 
ports as  follows:  “The  family  was  visiting  next 

door  neighbor  who  was  cleaning  up  after  having 
painted  one  of  the  rooms.  Neighbor’s  son 
placed  unused  benzine  in  a glass  jar  on  side  of 
sink.  Child  asked  for  a glass  of  water,  neighbor’s 
son  took  him  to  sink,  and  child,  without  waiting, 
picked  up  glass  jar  with  benzine  in  it  and  drank 
it.” 

The  patient  experienced  burning  in  the  mouth 
and  throat,  abdominal  pains,  and  vomiting.  He 
was  taken  to  the  hospital  where  the  stomach  was 
lavaged.  The  patient  was  put  in  an  oxygen  tent 
and  symptomatic  therapy  was  administered. 
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i After  four  days  the  patient  was  discharged  as 
.e  improved. 

i)  This  case  illustrates  the  hazard  which  results 
1 from  storing  preparations  in  household  utensils 
it  i and  not  in  their  original  containers. 

.el 

Incident  8 

Toxic  Agent  Age  Sex 

$ Prochlorperazine  15  months  Female 

(tranquilizer- 
antiemetic) 

This  incident  was  reported  from  an  out-of- 
I town  hospital.  A fifteen-month-old  infant  in- 
gested six  (5  mg.)  prochlorperazine  tablets  at  10 
a.m.  The  child  became  drowsy  and  stuporous 
i and  was  finally  hospitalized  ten  hours  following 
the  ingestion.  On  admission  to  the  hospital  the 
child  was  stuporous  and  had  tremors.  Later 
marked  extra  pyramidal  tremors  developed  fol- 
lowed by  convulsions.  The  tremors  lasted  about 
seventy-two  hours.  The  physician  at  the  hos- 
pital noted  that  oral  tea  ingestion  brought  oil 
convulsions  as  did  0.25  cc.  caffeine  and  sodium 
benzoate. 

The  child  was  sedated,  and  finally  the  symp- 
| toms  subsided.  The  patient  was  discharged 
after  several  days  in  the  hospital  as  fully  re- 
covered. 

It  is  recommended  that  stimulants  should  not 
be  used  in  the  case  of  tremors  and  convulsions. 


Incident  9 

Toxic  Agent  Age  Sex 

Triple  Bromide  2 years  Male 

The  mother  had  just  taken  the  medication  and 
then  left  it  on  the  bureau  in  the  bedroom.  While 
she  went  into  the  kitchen,  the  child  poured  the 
medication  into  a glass  and  drank  it.  The  child 
became  drowsy  and  was  taken  to  a hospital  where 
he  remained  for  twenty-four  hours.  A stimulant 
was  administered  in  the  hospital,  and  an  attempt 
was  made  to  keep  the  child  awake. 

The  nurse’s  comment  was,  “the  mother  usually 
keeps  the  medication  in  a locked  cabinet  but  this 
incident  happened  very  fast.”  As  a matter  of 
fact,  this  is  a striking  characteristic,  since  prac- 
tically all  reported  incidents  usually  happen  with 
lightning  rapidity. 


Incident  10 

Toxic  Agent  Age  Sex 

Digitoxin  2 years  Male 

The  Ice  Box  is  Not  So  Hot. — The  child  was  in 
the  kitchen  alone.  The  mother  kept  the  medica- 
tion in  the  Frigidaire  to  help  her  remember  to 
administer  the  medication  to  her  husband  at  meal 
time.  When  the  parents  came  into  the  kitchen, 
they  found  the  child  with  a bottle  of  digitoxin. 
Many  tablets  were  scattered  on  the  floor,  and  the 
child’s  face  and  mouth  were  smudged  with  a sub- 
stance resembling  the  color  of  the  tablets.  The 
exact  amount  ingested  is,  of  course,  unknown. 
The  child  presented  no  definite  symptoms.  He 
was  taken  to  a hospital  where  he  remained  over- 
night and  was  discharged  as  fully  recovered. 

Incident  11 

Toxic  Agent  Age  Sex 

Gasoline  5 years  Male 

The  child  was  playing  outdoors  with  children 
in  the  yard.  A tank  of  gasoline  was  dripping. 
Other  children  told  him  it  was  soda  and  gave  him 
a drink.  He  took  a few  sips,  ran  into  the  house, 
and  informed  his  mother  of  the  event.  His 
mother,  immediately  after  realizing  what  the 
child  had  consumed,  rushed  him  to  the  hospital. 
The  only  presenting  symptom  was  abdominal 
pains.  No  specific  therapy  was  administered, 
and  a complete  physical  examination  did  not  re- 
veal any  abnormalities. 

This  incident  was  classified  as  mild  and  is  not 
included  as  a “poisoning”  but  is  merely  related 
because  of  the  mode  of  occurrence. 


Toxic  Agent 

Incident  12 
Age 

Sex 

Kerosene 

F/2  years 

Female 

The  landlord  came  into  the  flat  to  light  a 
kerosene  stove  in  the  kitchen  (the  parents  were 
unfamiliar  with  the  stove),  and  when  he  finished 
he  left  an  ordinary  tin  can  one-quarter  filled  with 
kerosene  on  the  kitchen  floor  in  back  of  the  stove. 
Both  parents  were  occupied  and  in  different 
rooms  when  he  left  the  flat.  The  mother  entered 
the  kitchen  and  saw  the  child  with  the  can  to 
her  mouth  and  coughing.  Parents  took  the  child 
to  hospital  emergency  room. 
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Presenting  symptoms  were  burning  in  the 
mouth  and  throat  and  stupor.  Vomiting  was 
induced,  and  the  stomach  was  lavaged.  Uri- 
natysis  revealed  an  infection  in  the  bladder,  but  it 
was  undetermined  as  to  whether  this  was  caused 
by  consuming  kerosene.  A full  recovery  was 
effected. 

This  incident  was  classified  as  moderately 
severe. 

Incident  13 

Toxic  Agent  Age  Sex 

Pentolininum  2V2  years  Male 

Tartrate 

(Antihyper- 

tensive) 

The  patient  presumably  swallowed  five  to 
seven  pentolininum  (20  mg.)  tablets  which  his 
father  had  been  using  for  hypertension.  The 
mother  noticed  that  the  child  was  exceptionally 
drowsy  and  had  an  irregular  gait.  The  mother 
then  called  a doctor.  The  patient  was  hospital- 
ized immediately  and  lavaged.  Levophed  was 
started  intravenously,  but  the  child  had  hives 
from  it,  and  it  was  discontinued.  Blood  pressure 
readings  taken  every  half  hour  and  remained 
at  110/50  but  fell  by  11  p.m.,  twelve  hours  later, 
to  96/40.  Levophed  was  started  again.  The 
pupils  were  fixed  in  mid-dilation  for  twenty-four 
hours. 

The  patient  began  to  respond  about  twenty- 
eight  hours  after  the  second  administration  of 
Levophed  was  started.  In  addition  to  Levophed, 
intravenous  Ringer’s  solution  was  administered 
every  hour  for  twenty-four  hours,  and  alpha- 
lobeline  was  administered  every  three  hours. 
This  incident  was  classified  as  severe.  The 
patient  was  finally  discharged  as  improved. 

Incident  14 

Toxic  Agent  Age  Sex 

Carbon  Tetrachloride  2 years  Male 

The  father  had  cleaned  radio  parts  and  left  the 
bottle  on  a window  sill  behind  a curtain.  The 
mother  found  the  child  with  the  bottle  with  the 
cap  off  but  did  not  realize  that  the  child  had 
ingested  the  contents,  since  he  did  not  present 
any  symptoms  at  the  time.  Several  hours  later 
when  the  child  had  abdominal  pains,  diarrhea, 
cyanosis,  and  stupor,  the  mother  realized  that 


the  child  had  ingested  some  of  the  contents  and 
rushed  him  to  the  hospital.  The  child  was  ad-  fil 
mitted  to  the  hospital  about  nine  hours  after 
the  ingestion  of  an  unknown  quantity  of  carbon 
tetrachloride.  The  mother  also  related  that  the 
child  fell  several  times  since  the  time  of  ingestion 
and  admission  to  the  hospital.  On  admission  to 
the  hospital  the  child  still  had  an  odor  of  carbon 
tetrachloride  on  his  breath.  Eight  hours  after 
admission  to  the  hospital  the  child  vomited 
mostly  fluid  with  some  undigested  food  particles. 

He  also  had  some  loose  stools.  At  first  the  child 
walked  with  a staggering  gait  and  fell  many 
times.  Later  his  gait  returned  to  normal. 

The  following  treatments  were  given  in  the 
hospital:  Gastric  lavage,  intravenous  fluids 

with  calcium,  and  Achromycin. 

Diagnosis  on  admission  was  carbon  tetra- 
chloride poisoning  and  an  acute  brain  syndrome. 
Three  days  after  admission  the  patient  had  im- 
proved as  far  as  consciousness  was  concerned  but 
still  had  periods  of  drowsiness  alternating  with 
those  of  alertness.  Five  days  after  admission 
intravenous  therapy  was  discontinued  and  seven 
days  after  admission  the  patient  was  discharged 
as  recovered. 

Incident  15 

Toxic  Agent  Age  , Sex 

Kerosene  9 months  Male 

Kerosene  was  in  baby  food  jar  on  the  table  in 
the  living  room  and  was  being  used  to  remove 
paint  from  older  brother.  While  mother  was 
so  occupied,  the  baby  grabbed  jar  and  drank 
contents. 

The  child  did  not  present  any  symptoms. 
Prior  to  admission  to  the  hospital,  treatment  in- 
cluded vomiting  induced  by  the  mother.  In  the 
hospital  the  stomach  was  lavaged,  and  the  child 
was  kept  overnight  in  the  hospital  and  was  dis- 
charged as  fully  recovered. 

Incident  16 

Toxic  Agent  Age  Sex 

Kerosene  20  months  Male 

The  father  had  kerosene  in  Coca-Cola  bottle 
for  cleaning  brushes  while  he  was  painting  the 
living  room.  The  child  picked  the  bottle  up 
and  drank  its  contents. 

The  presented  symptoms  were  vomiting  and 
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choking.  The  child  was  taken  to  the  hospital 
where  the  stomach  was  lavaged,  and  he  remained 
there  for  two  days  under  observation.  The 
child  made  a complete  recovery. 

Incident  17 

Toxic  Agent  Age  Sex 

Kerosene  15  months  Female 

There  was  a leaking  kerosene  stove  in  the 
kitchen  with  a can  on  the  floor  to  catch  the  drip. 
The  child  pulled  up  the  can  and  drank  its  contents. 

Symptoms  were  vomiting,  dyspnea,  and  stupor. 
The  child  was  taken  to  the  hospital  where  her 
stomach  was  lavaged  in  the  emergency  room, 
and  she  was  discharged  as  fully  recovered. 

The  above  incidents  are  related  to  illustrate 
the  hazards  resulting  from  the  transfer  of  sub- 
stances from  an  original  container  to  storage  in 
a household  utensil. 

Incident  18  (Fatality) 

Toxic  Agent  Age  Sex 

Carbon  Tetrachloride  48  years  Male 

The  patient  drank  3 ounces  of  carbon  tetra- 
chloride in  error.  The  substance  was  stored  in  a 
vodka  bottle  and  he  thought  he  was  drinking 
vodka.  The  patient  induced  vomiting  himself. 
Carbon  tetrachloride  was  taken  four  days  prior 
to  admission  to  a hospital.  The  patient  had 
oliguria  and  passed  100  cc.  of  urine  three  succes- 
sive days  following  ingestion. 

He  was  admitted  to  a hospital  where,  on  the 


following  day,  150  cc.  of  urine  were  voided. 
In  the  next  two  successive  days,  250  cc.  and  370 
cc.  respectively  were  voided.  The  patient  was 
treated  for  acute  renal  failure  with  minimal 
fluid  requirements  and  preventive  measures 
against  congestive  heart  failure.  Four  days 
later  the  patient  had  convulsions  and  was 
transferred  to  James  Ewing  Hospital  for  dialysis. 
He  was  dead  on  arrival. 

Incident  19 

Toxic  Agent  Age  Sex 

Meprobamate  6 years  Female 

The  mother  was  in  another  part  of  the  house 
cleaning,  while  the  child  was  in  the  kitchen. 
The  child  climbed  on  a chair  and  reached  to  the 
top  of  the  refrigerator  for  a bottle  of  mother’s 
meprobamate  tablets  and  ingested  a maximum 
of  nine  (400  mg.)  tablets. 

Presenting  symptoms  were  stupor  and  coma. 
The  patient  was  rushed  to  the  hospital  where  he 
remained  for  a number  of  days.  The  stomach  was 
not  lavaged  because  the  interval  between  inges- 
tion and  hospital  admission  was  considered  too 
long  by  physician. 

The  patient  was  kept  under  observation  and 
given  supportive  therapy.  The  child  was  dis- 
charged as  fully  recovered. 

These  incidents  are  related  to  illustrate  the 
rapidity  with  which  accidental  poisonings  occur, 
the  danger  associated  with  transferring  a sub- 
stance from  the  original  container,  and  careless 
handling  and  storing  of  drugs  and  household 
preparations. 
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Antabuse  as  an  Adjunct  to  Psychotherapy  in  Alcoholism 
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It  was  accidentally  discovered  in  Denmark  in 
1947  that  tetraethylthiuram  disulfide  (sold 
as  Antabuse  in  this  country)  when  ingested  orally 
by  an  individual  would  render  him  highly  sensi- 
tive to  alcohol.  Since  that  time  many  thousands 
of  alcoholics  throughout  the  world  have  been 
given  this  drug  in  an  attempt  to  help  them  re- 
main abstinent.  My  own  experience  covers  over 
1,000  cases  treated  since  1949.  Of  our  American 
total  of  four  to  five  million  alcoholics,  it  has  been 
estimated  that  over  200,000  have  used  Antabuse 
at  one  time  or  another  in  their  effort  at  rehabilita- 
tion. 

Antabuse  is  dispensed  as  a scored  white  tablet 
of  0.5  Gm.  The  dosage  is  one  tablet  daily  for 
from  three  to  five  days,  with  a maintenance  dose 
thereafter  of  one-half  tablet  daily  (in  some  light- 
weight individuals  one-fourth  tablet  daily  may  be 
sufficient).  It  should  be  taken  daily,  preferably 
as  part  of  the  morning  routine,  and  may  be  con- 
tinued for  weeks,  months,  or  3rears  without  ill 
effect.  Some  individuals  become  somewhat  more 
sensitive  to  Antabuse  after  three  or  four  months, 
and  in  that  case  the  dose  should  then  be  appro- 
priately reduced. 

Doses  of  Antabuse  slightly  larger  than  the 


above  may  cause  side-effects  of  drowsiness, 
fatigue,  headache,  and  constipation.  Early  in 
my  experience,  doses  considerably  larger,  as  were 
used  originally,  caused  toxic  reaction  in  at  least 
50  per  cent  of  the  cases,  varying  from  mild  to 
severe.  One  hundred  fifty  patients  of  my  own, 
early  in  my  work,  were  given  four  tablets  on  the 
first  day,  three  on  the  second  day,  one  and  one- 
half  on  the  third  and  fourth  days,  and  then  main- 
tained on  one  tablet  daily.  Ten  of  them  de- 
veloped temporary,  toxic  psychosis,  4 per  cent  de- 
veloped skin  rashes,  and  4 per  cent  complained  of 
sexual  impotence.  Although  those  symptoms 
were  all  abolished  on  withdrawl  of  the  drug,  they 
serve  as  a warning.  It  is  wise  when  employing 
Antabuse  to  use  a dose  just  under  that  which  will 
cause  unpleasant  side-effects.  If  even  mild  toxic 
symptoms  are  produced,  they  may  be  used  as  an 
excuse  for  discontinuing  the  medication. 

Antabuse  produces  its  effects  by  blocking  an 
enzyme  which  is  necessary  for  the  breakdown  of 
acetaldehjrde,  an  intermediate  product  of  alcohol 
metabolism.  Acetaldel^de  is  normally  found  in 
the  body  in  small  amounts,  in  larger  amounts 
whenever  alcohol  is  imbibed,  and  in  toxic  amounts 
when  alcohol  is  taken  into  the  body  after  Anta- 
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buse  medication.  Antabuse  is  slowly  excreted 
so  that  the  individual  will  be  unable  to  drink  alco- 
hol in  any  form  without  symptoms  for  at  least 
two  to  five  days  (and  sometimes  even  longer) 
after  the  last  pill  has  been  taken.  It  is  the  ac- 
cumulation of  acetaldehyde  in  the  body  which 
produces  the  shock-like  symptoms  of  the  alcohol- 
Antabuse  reaction. 

This  reaction  is  capable  of  occurring  within 
twenty-four  hours  after  the  beginning  of  Anta- 
buse therapy  and  consists  of  flushing,  rapid 
pulse,  congestion  of  eye  balls,  salivation,  dyspnea, 
pounding  headache,  sense  of  apprehension,  and 
then,  as  the  blood  pressure  falls,  weakness,  dizzi- 
ness, nausea,  pallor  or  cyanosis,  vomiting  and 
sometimes  unconsciousness.  It  starts  usually 
within  five  to  twenty  minutes  after  drinking  as 
little  as  y2  to  1 ounce  of  whiskey  and  lasts  from  a 
few  minutes  to  one  to  two  hours  (occasionally  up 
to  six  or  eight  hours).  The  time  of  onset  of  the 
reaction,  its  severity,  and  the  duration  of  the 
effect  will  depend  on  the  previous  dose  of  Anta- 
buse, the  length  of  time  of  its  administration, 
and  the  amount  of  alcohol  imbibed. 

When  first  introduced,  it  was  thought  necessary 
to  give  each  patient  at  least  one  experience  of  the 
alcohol- Antabuse  reaction.  This  test  is  given 
after  at  least  four  days  on  Antabuse,  and  consists 
of  y2  of  whiskey  on  an  empty  stomach  repeated 
in  twenty  minutes  if  the  typical  reaction  fails  to 
appear.  Occasionally  a third  drink  is  necessary. 
The  test  should  not  be  given  except  in  a hospital 
or  its  equivalent  where  good  nursing  care  and 
emergency  equipment  are  available.  In  case  of  a 
severe  hypotensive  reaction  it  may  be  necessary 
to  administer  an  antihistaminic  drug,  oxygen,  one 
of  the  constrictor  amines,  and  intravenous  fluids. 
The  foot  of  the  bed  should  be  raised,  and  cardiac 
stimulants  may  be  needed.  My  first  300  patients 
were  given  one  reaction  in  the  hospital  and  several 
(usually  six  to  eight)  additional  less  severe  ones 
in  the  office  at  weekly  intervals  in  an  attempt  to 
produce,  through  conditioning,  an  aversion  to  al- 
cohol. Such  was  not  produced,  and  the  attempt 
was  abandoned. 

During  the  past  few  years  even  the  one  hospital 
test  dose  has  been  rarely  employed,  being  re- 
served for  those  who  need  to  experience  some- 
thing in  order  to  believe  it.  With  most  patients, 
all  that  seems  to  be  required  is  a detailed  de- 
scription and  some  printed  matter  describing 
Antabuse  and  its  reaction  with  alcohol.  Each 
patient  is  given  a card  to  carry  in  his  billfold 


stating  that  he  is  on  Antabuse,  describing  the  re- 
action, and  suggesting  the  type  of  treatment  in 
case  he  does  have  a reaction.  Patients  must  be 
warned  against  alcohol  in  medicaments  (cough 
medicines  and  tonics),  in  cooking  (wine  sauces 
and  wine  vinegar),  and  against  the  inhalation  of 
alcohol  fumes  (as  in  shellacking  a floor  in  a small 
enclosed  room).  If  the  alcohol  used  in  cooking 
has  undergone  boiling  or  baking,  i.e.,  volatilized 
— it  is  not  harmful,  nor  is  the  small  amount  of 
wine  vinegar  in  the  usual  salad  dressing.  Just 
being  aware  of  these  possibilities  seems  to  be  all 
that  is  required  for  their  adequate  avoidance. 

The  patient  should  never  be  given  Antabuse 
against  his  will  or  without  his  full  knowledge, 
consent,  and  understanding.  It  is  not  wrise  for 
the  wife  or  employer  to  take  over  the  administra- 
tion of  Antabuse,  although  occassionally  it  may 
be  done  if  the  patient  himself  asks  for  this  kind  of 
help. 

I do  not  believe  there  is  any  valid  contraindi- 
cation to  Antabuse  therapy  except  an  unwilling- 
ness on  the  part  of  the  patient  to  take  it.  Even 
severe  hypertensives  or  persons  with  coronary 
disease  do  well  on  Antabuse,  but  any  experi- 
menting with  alcohol,  either  through  a test  dose 
or  by  the  patient  himself,  might  prove  fatal. 
In  collaboration  with  a cardiologist,  I ad- 
ministered Antabuse  to  one  man  of  seventy-seven 
years  one  month  after  he  had  sustained  a severe 
coronary  occlusion.  The  result  has  been  four 
years  of  good  health  in  spite  of  three  short- 
periods  of  relapsing  into  drinking.  Another 
man,  also  seventy-seven  years  of  age  with  a blood 
pressure  of  300/140  did  well  on  Antabuse  for 
three  years  with  a blood  pressure  which  was 
maintained  during  sobriety  at  145/90  until  he 
retired  last  year  and  moved  away. 

I have  treated  several  diabetics  with  Antabuse 
without  ill  effects.  One  patient  currently  under 
treatment  also  had  a liver  enlarged  to  4 fingers 
below  the  costal  margin  with  a fasting  blood 
sugar  over  250.  After  a few  weeks  of  sobriety 
on  Antabuse,  her  liver  returned  to  normal  size, 
her  fasting  blood  sugar  fell  to  100,  and  her  dose 
of  30  units  of  protamine  zinc  insulin  was  gradu- 
ally reduced  to  zero.  With  analytic  help  she  is 
facing  her  problem  of  drinking  as  well  as  her 
problem  of  diet,  and  she  has  shed  an  excess  of  50 
pounds  of  weight. 

Tuberculosis  is  also  not  a contraindication. 
In  fact,  patients  generally  gain  well  and  improve 
because  of  their  better  general  health  without 
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alcohol.  Antabuse  should,  of  course,  not  be 
given  to  anyone  frankly  psychotic,  although  it 
can  materially  help  some  of  those  borderline 
schizophrenics  who  are  also  alcoholic.  In  fact,  I 
believe  by  helping  to  maintain  sobriety,  a com- 
plete break  with  reality  can  often  be  avoided. 

Since  alcoholism  is  an  extremely  complicated 
behavior  disturbance  with  roots  reaching  into  the 
psychologic,  social,  and  biologic  depths  of  the  in- 
dividual, Antabuse  could  not  possibly  be  con- 
sidered a total  therapy  in  itself.  Its  importance 
is  in  maintaining  sobriety  long  enough  to  in- 
stitute the  deeper  form  of  study  and  therapy 
necessary  to  arrest  the  disease.  It  is  but  the 
beachhead  from  which  to  launch  the  long  and 
difficult  battle.  Once  prescribed  it  should  be 
continued  as  long  as  the  patient  needs  it,  which 
may  be  for  a few  months  but  is  more  likely  to  be 
for  a few  years.  I have  two  patients  who  have 
been  on  the  drug  continuously  in  small  doses  for 
seven  years,  although  most  patients  find  they  do 
not  need  it  after  two  or  three  years  of  therapy. 
Some  patients  become  overconfident,  stop  the 
drug  prematurely,  and  find  to  their  chagrin  that 
they  succumb  again  to  the  temptation  to  drink. 
These  “slips”  are  to  be  expected,  human  nature 
being  as  it  is,  and  although  they  should  of  course 
not  be  encouraged,  should  be  no  more  lamented 
or  condemned  than  would  a relapse  into  asthma, 
colitis,  or  gastric  ulcer.  Actually,  through 
analyzing  the  events  and  the  emotions  experi- 
enced before  the  slip,  we  can  begin  to  learn  some- 
thing of  the  dynamics  of  the  case. 

An  alcoholic  who  is  unwilling  to  admit  he  is 
alcoholic  and  has  been  coerced  into  taking  Anta- 
buse, or  one  whose  pride  forbids  him  to  use  the 
“crutch”  of  Antabuse,  will  need  understanding 
and  encouragement.  He  may  even  need  further 
drinking  episodes  before  he  can  face  the  reality 
of  the  situation.  The  alcoholic  does  not  tvish  to 
be  alcoholic.  He  wishes  desperately  not  to  be 
different — to  be  able  to  drink  socially  and  with 
full  control.  That  he  cannot  do  so  he  has  to 
learn  for  himself.  But  it  is  a bitter  lesson,  and  he 
may  fight  learning  it.  Because  of  his  many 
specific  emotional  and  social  problems,  he  believes 
for  a long  time  that  he  cannot  live  without  alco- 
hol. And  when  he  finally  does  “surrender,”  to 
use  Dr.  Tiebout’s1  phrase,  and  acknowledges  that 
he  cannot  drink,  he  may  find  it  impossible  to  stop. 
His  resolve  in  the  morning  not  to  drink  may  be 
totally  ineffective  to  deter  him  from  drinking 
a ter  in  the  day  when  beset  by  the  overwhelming 


emotions  to  which  he  is  subject.  These  feelings 
may  be  elation,  excitement,  the  need  to  celebrate, 
or  they  may  be  anxiety,  tension,  anger,  fear, 
guilt,  lack  of  self-confidence,  self-loathing,  feeling 
of  isolation  and  rejection,  or  unsatisfied  longings 
for  love,  power,  or  prestige.  There  may  be  only 
a vague  restlessness,  an  indecision,  a self-pity, 
a feeling  of  hopelessness  and  despair,  or  there 
may  be  a feeling  of  sharp  hostility  and  rebellion. 
These  are  painful  feelings,  and  the  alcoholic 
knows  that  alcohol  will  abolish  them  partly  or 
completely  for  a time.  Is  it  any  wonder  that  he 
drinks?  He  is  often  a man  who  is  imaginative, 
sensitive,  idealistic  with  high  ambitions,  a lover  of 
beauty  and  truth,  gifted,  and  intelligent.  The 
picture  of  what  he  has  become  contrasted  with 
what  he  wished  to  be  may  be  too  shattering.  He 
will  need  acceptance,  sympathy,  and  help  to 
understand  himself,  but  somehow  he  will  have  to 
find  the  strength  not  to  obey  the  impulse  to 
drink.  Antabuse  may  make  the  difference  be- 
tween success  and  failure,  for  if  he  is  saturated 
with  this  medication,  he  knows  he  cannot  drink 
safely  for  the  next  four  to  five  days.  He  knows 
that  alcohol  now  can  no  longer  make  him  feel 
better,  but  instead  will  make  him  quite  ill.  He 
finds  something  else  to  do,  the  impulse  passes,  and 
he  is  often  quite  relieved.  As  the  weeks  and 
months  of  therapy  pass,  his  impulses  to  drink 
come  less  often  and  less  insistently.  He  is 
learning  other  more  mature  avenues  of  self- 
expression,  ones  that  he  may  never  have  learned 
in  the  past  or,  having  learned,  has  forgotten  how 
to  use  during  his  years  of  drinking.  His  tolerance 
for  anxiety  and  frustration  will  increase  with 
therapy. 

In  addition  to  this  automatic  check  on  the  im- 
pulse to  drink  which  Antabuse  gives,  there  seems 
to  be  a freeing  of  the  mind  from  its  preoccupation 
with  alcohol.  A man  not  on  Antabuse  who  is 
fighting  the  urge  to  drink  may  have  to  choose 
between  drinking  or  not  drinking  several  hundred 
times  a day,  while  the  man  on  Antabuse  makes 
the  decision  just  once,  i.e.,  on  taking  the  pill. 
He  decides  not  to  drink  not  only  for  that  day  but 
for  the  next  four  or  five  days,  and  since  he  takes 
the  pill  daily,  that  fourth  or  fifth  day  is  always 
well  in  the  future. 

There  are  two  quite  opposite  ways  in  which  the 
patient  may  regard  Antabuse.  If  he  is  rebellious 
and  angry  that  he  cannot  drink,  even  though 
consciously  accepting  the  fact  that  he  dare  not, 
he  is  apt  to  regard  Antabuse  as  a restricting  of  his 
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liberty  (the  coercing  mother  who  says  “you 
can’t !”),  and  he  may  grow  to  hate  taking  it  and 
soon  give  it  up  on  one  pretext  or  another,  usually 
rationalizing  that  it  makes  him  feel  ill.  A posi- 
tive attitude  toward  Antabuse  is  sounder.  It 
then  becomes  something  to  help  strenghten  his 
determination  not  to  drink,  and  he  may  develop 
a gratitude  for  it  (the  loving  mother  who  says 
“I’ll  help  you  to  be  good”).  Many  patients  ob- 
ject to  Antabuse  on  the  grounds  that  they  are 
weaklings  to  need  a “crutch,”  that  they  should 
be  able  to  desist  from  drinking  writh  will  power 
alone.  In  discussing  this  point  it  helps  to  point 
out  that  all  medicines  (insulin,  penicillin,  aspirin, 
etc.)  also  could  be  considered  as  crutches,  that 
alcoholism  is  as  much  an  illness  as  diabetes, 
pneumonia,  or  appendicitis,  and  that  they  prob- 
ably will  be  able  to  give  up  the  Antabuse  after  a 
year  or  two  of  therapy. 

The  best  therapy  of  all  in  alcoholism  I believe 
to  be  Alcoholics  Anonymous,  and  every  patient  is 
urged  to  associate  himself  with  this  group.  As 
one  of  the  founders  has  said,  “AA  is  a society 
where  men  and  women  understand  each  other, 
where  we  can  learn  enough  of  patience,  tolerance, 
honesty,  humility,  and  service  to  subdue  our 
former  masters, — insecurity,  resentment,  and 
unsatisfied  dreams  of  power.”2 

Although  taking  no  official  stand  in  regard  to 
Antabuse,  most  A A members  in  the  United 
States  are  opposed  to  it  on  the  ground  that  it  does 
nothing  to  promote  the  personality  change  so 
necessary  for  the  alcoholic  to  undergo.  This  is 
quite  true,  but  we  must  not  lose  sight  of  the  fact 
that  many  alcoholics  at  the  onset  of  their  treat- 
ment vehemently  reject  AA  only  to  embrace  it 
gladly  after  some  psychotherapy.  Others,  al- 
though attending  AA,  are  unable  to  overcome  the 
urge  to  drink  and  slip  back  so  frequently  into 
drinking  that  they  get  discouraged  and  drop  out. 
Antabuse  in  many  cases  has  tided  patients  over 
the  first  few  shaky  weeks  and  months  while  they 
are  “getting  the  program.”  Some  more  tolerant 
AA’s  even  refer  patients  to  doctors  for  Antabuse, 
realizing  that  the  two  forms  of  therapy  are  not 
mutually  exclusive.  In  some  of  the  European 
clinics  for  alcoholism,  as  a matter  of  fact,  Anta- 
buse is  given  routinely  at  the  onset  of  treatment 
to  all  individuals  entering  the  organizations  there 
which  are  roughly  equivalent  to  AA.  It  can  be 
given  up  as  soon  as  the  patient  is  well  launched 
in  this  fellowship. 

Some  patients  will  reject  both  AA  and  Anta- 


buse, stating  that  their  main  problem  is  not  al- 
coholism but  some  underlying  emotional  dis- 
turbance. This  is  also  quite  true  in  most  cases, 
but  in  order  to  make  any  progress  with  these 
deeper  problems  the  patient  must  maintain  so- 
briety. Actually  there  is  by  now  a double  prob- 
lem— the  personality  maladjustment  which  led 
the  individual  into  compulsive  drinking  in  the 
first  place,  plus  the  problems  engendered  by  and 
resulting  from  the  alcoholism.  These  problems 
are  very  real  and  may  enter  every  phase  of  the 
person’s  life — his  personal  feelings  about  himself, 
his  relationship  to  his  wife  and  children,  his  ability 
to  earn  a living,  and  his  cultural  and  social  life. 
No  therapy  directed  at  the  root  causes  alone 
which  disregards  the  control  of  the  drinking  itself 
will  be  effective.  One  needs  sobriety  to  obtain 
and  utilize  the  insights  which  can  be  acquired 
through  therapy.  I have  one  patient  eminent 
in  his  profession  who  had  had  seventeen  years  of 
excellent  analytic  work  without  success  in  con- 
trolling his  alcoholic  drinking.  He  now  has  had 
six  years  of  sobriety,  the  first  year  with  the  help 
of  Antabuse,  the  rest  mostly  on  his  own,  although 
from  time  to  time  he  took  Antabuse  when  in  any 
situation  which  he  felt  might  include  a temptation 
to  drink. 

Total  abstinence  must  be  the  goal  of  therapy. 
Even  after  years  of  avoiding  alcohol  completely, 
an  alcoholic  cannot  resume  normal  drinking  no 
matter  how  successful  he  has  become  in  his  under- 
standing of  himself.  This  is  somewhat  hard  to 
explain  and  very  painful  for  the  alcoholic  to  ac- 
cept. It  nevertheless  has  been  found  to  be  uni- 
versally true.  One  example  of  this  (among 
thousands  of  others)  is  that  of  a gifted,  extremely 
intelligent,  and  successful  man  in  one  of  the  arts 
who  underwent  a thoroughly  successful  analysis 
of  four  years’  duration  during  which  time  he  did 
not  drink  at  all  at  the  doctor’s  suggestion.  At 
the  termination  of  his  therapy  his  analyst  made 
the  remark  that  since  the  main  emotional  prob- 
lems had  been  well  solved,  he  believed  the  patient 
could  now  drink  socially.  Six  weeks  after  the 
doctor  left  for  Europe  for  the  summer,  the  man 
was  found  seriously  ill  with  delirium  tremens, 
alone  in  an  apartment  littered  with  empty 
bottles,  filth,  and  debris.  The  neighbors  had 
complained  to  the  police  because  of  the  stench 
emanating  from  his  apartment. 

This  might  be  explained  on  a physiologic  basis. 
Possibly  the  alcoholic  does  have  a body  which 
never  had  (or  has  lost)  the  ability  to  metabolize 
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alcohol  normally.  This  has  not  yet  been  proved. 
An  explanation  which  also  may  be  true  is  that  the 
years  of  alcoholic  drinking  have  established  a 
deeply  ingrained  pattern  of  response  in  the  brain 
which  is  readily  activated  and  put  back  into  use 
at  the  very  first  brush  with  alcohol  again.  An 
analogy  might  be  found  in  the  learning  process  in 
rats.  It  may  take  150  experiences  in  a maze  to 
teach  a rat  how  to  get  to  his  food.  The  rat  may 
then  be  allowed  to  forget  this  acquired  knowledge, 
i.e.,  he  no  longer  has  cause  to  use  these  tracts  in 
the  brain.  That  they  remain  there  though,  un- 
used or  dormant,  is  shown  by  the  fact  that  he  can 
be  made  to  relearn  the  maze  very  quickly,  often 
after  just  a few  trials.  It  is  as  though  the  habit 
of  alcoholic  drinking  has  been  deeply  etched  in  the 
brain  in  the  past  while  the  habit  of  sobriety  is  but 
a thin  veneer  of  protection  against  it.  One  drink 
seems  to  reactivate  the  old  pattern.  It  is  known 
that  the  most  recently  learned  responses  are  the 
first  to  be  given  up  as  regression  takes  place. 
Furthermore,  alcohol  inhibits  the  judgment,  and 
all  that  has  been  painstakingly  learned  may  be 
quickly  lost.  This  is  why  in  treating  alcoholism, 
there  must  be  built  up  a powerful  resistance  to  the 
first  drink.  AA  insists  on  this,  and  Antabuse 
makes  that  first  drink  dangerous  rather  than 
pleasant.  Should  the  patient,  in  spite  of  therapy, 
give  up  the  Antabuse  and  resume  drinking  early 
in  treatment  (and  in  the  unconvinced  we  can  ex- 
pect it),  he  can  return  to  his  Antabuse  six  or  eight 
hours  after  his  last  drink.  It  will  be  safe  for  him 
to  take  y4  of  a tablet  every  two  or  three  hours  for 
four  doses,  taking  25  to  50  mg.  of  Thorazine  or 
promazine  by  mouth  with  each  dose  if  his  ner- 
vousness is  intense.  If  he  is  unable  to  do  this 
alone,  one  or  two  days  in  a hospital  will  be  suffi- 
cient to  get  him  back  on  the  drug.  After  the  first 
day  he  takes  one  whole  pill  a day  for  three  to  five 
days,  reducing  it  to  the  usual  maintenance  dose 
of  one-half  a pill  daily  thereafter. 

Study  has  shown  the  family  of  an  alcoholic, 
especially  the  wife,  often  to  be  quite  neurotic 


also.3  Her  neurosis  may  have  antedated  the 
marriage  and  have  influenced  her  choice  of  an 
alcoholic  as  a mate,  or  it  may  have  arisen  as  a re- 
sult of  her  reaction  to  the  crisis  of  alcoholism  in 
the  family.4  The  best  results  are  obtained  when 
she  as  well  as  he  gets  some  psychotherapy. 
For  the  wife  to  know  that  her  husband  is  on  Anta- 
buse may  give  her  the  needed  assurance  that  he  is 
seriously  working  on  his  problem,  and  the  conse- 
quent peace  of  mind  will  make  her  more  amenable 
to  therapy  for  herself.  The  Al-Anon  Family 
Group*  is  of  great  help  to  the  families  of  alco- 
holics. 

Therapy  should  be  total,  directed  at  the  alco- 
holic’s physical  state  as  well  as  his  emotional  and 
spiritual  state.  Alcoholism  has  been  called  a 
philosophy  of  life,  and  for  this  negative  and  de- 
structive philosophy  a positive  one  must  be  ac- 
quired and  maintained  for  permanent  sobriety 
to  be  possible.  Through  AA,  group  therapy,  in- 
dividual counselling,  psychoanalysis,  or  ideally  all 
combined,  such  a result  can  be  expected  in  from 
50  to  75  per  cent  of  the  patients. 

In  summary,  I would  state  that  Antabuse  has 
been  a distinct  help  to  the  alcoholic  while  he  is 
undergoing  a deeper  form  of  therapy  aimed  at  his 
underlying  emotional  problems.  The  dosage, 
method  of  administration,  reaction,  and  results 
are  outlined.  An  attempt  is  made  to  explain  why 
Antabuse  as  an  adjunct  to  other  forms  of  therapy 
is  helpful. 

150  East  52nd  Street 
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One  on  the  Button 

Mr.  Grouch:  “Woman  is  nothing  but  a rag,  a bone,  and  a hank  of  hair.” 

Mrs.  Grouch:  “Man  is  nothing  but  a brag,  a groan,  and  a tank  of  air.” 
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Blood  Levels  of  Vitamin  B 
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Vitamin  B12  is  spectacularly  effective  in  the 
treatment  of  pernicious  and  certain  other 
macrocytic  anemias.  The  vitamin  similarly  is 
useful  as  the  “animal  protein  factor’  ’ in  promoting 
growth  in  animals  fed  relatively  inexpensive  “veg- 
etable-type” rations.  In  view  of  the  favorable 
results  obtained  with  the  use  of  vitamin  Bi2  in 
these  well-defined  conditions,  the  question  may  be 
asked  whether  or  not  there  exist  “marginal”  or 
subclinical  instances  of  vitamin  Bi2  deficiency  in 
the  over-all  population  that  have  previously  gone 
undetected.  The  ultimate  test  for  vitamin  B12 
utility  is  whether  or  not  it  produces  a desirable 
effect  when  administered.  On  the  other  hand, 
certain  nutritional  or  biochemical  studies  may  be 
useful  in  such  areas  as  the  discovery  of  unsus- 
pected instances  of  a deficiency,  in  following  the 
course  of  therapy,  in  confirming  a diagnosis,  and 
even  in  supplementing  the  soundness  of  vitamin 
Bi2  administration. 

An  established  method  for  determining  the 
status  of  an  individual  with  respect  to  a given  vi- 
tamin or  other  dietary  essential  is  to  determine  his 
blood  level  of  the  vitamin  and  compare  it  to  that 
of  a large  number  of  “normal”  individuals.  If 
the  unknown  sample  is  off  the  low  side  of  a nor- 
mal distribution  curve,  the  individual  is  suspected 
of  being  deficient  in  the  particular  vitamin,  and 
therapy  may  be  indicated. 

In  the  case  of  vitamin  Bi2,  blood  (whole  blood, 
plasma,  or  serum)  levels  are  determined  micro- 
biologically.  A numb&r-of  papers  have  been  con- 


cerned with  methodology,  but  this  reviewer  feels 
that  the  determination  as  described  by  Boger 
et  al.1  which  employs  Lactobacillus  leichmannii  as 
the  assay  organism  yields  values  that  may  be  con- 
sidered reliable,  and  in  addition,  this  method  is 
much  easier  to  carry  out  than  the  more  cumber- 
some, slow,  and  “tricky”  Ochromonas  or  Euglena 
methods  used  by  some  other  laboratories.  This 
group  determined  total  serum  vitamin  Bx2  con- 
centrations by  the  Lactobacillus  leichmannii 
method  in  528  individuals  from  a large  mental 
hospital.  The  individuals  studied  were  “normal” 
as  far  as  physical  health  was  concerned,  and  the 
major  variable  was  age.  For  the  group  as  a 
whole  the  average  blood  level  was  560  micromi- 
crograms per  ml  G^g/ml.) . A statistically  signifi- 
cant trend  toward  lower  serum  concentrations  of 
vitamin  Bx2  with  increased  age  was  observed.  A 
number  of  previous  groups  had  shown  a similar 
decline  in  blood  vitamin  BX2  values  with  age  but 
the  earlier  studies  may  be  criticized  because  of 
the  small  number  of  subjects  studied.2’3 

A number  of  preliminary  reports  have  indicated 
that  the  blood  level  of  vitamin  Bx2  falls  off  during 
the  progress  of  pregnancy  and  that  the  newborn 
infant  has  a high  blood  level  at  the  expense  of  the 
mother.  In  an  extended  study  Boger  et  al.4  de- 
termined the  vitamin  Bx2  level  on  sera  from  502 
women  after  varying  durations  of  pregnancy.  A 
direct  and  statistically  significant  (P  < 0.001) 
correlation  of  vitamin  Bx2  level  and  duration  of 
pregnancy  was  observed.  In  another  study  vita- 
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min  B12  levels  in  9G  paired  serum  samples  from 
mothers  and  infants  (umbilical  cord  blood)  were 
determined.5  The  average  serum  vitamin  Bi2 
concentration  of  the  infant  was  found  to  be  ap- 
proximately twice  that  of  the  mother.  In  89  of 
96  (92  per  cent)  of  the  cases,  the  infant’s  vitamin 
B12  concentration  was  higher  than  that  of  the 
mother,  the  difference  in  some  cases  being  as 
much  as  sixfold  in  favor  of  the  infant.  A large 
number,  28  of  96  (29  per  cent)  of  the  umbilical 
cord  serum  values  were  above  1,060  ppg/ml., 
which  has  been  defined  as  the  upper  band  of  95 
per  cent  confidence  limits  for  “normal”  adults. 
This  seeming  avidity  of  the  infant  for  vitamin 
B12  could  not  be  explained.  With  respect  to  vi- 
tamin B12  in  the  mothers  the  lowered  vitamin  Bi2 
concentration  due  to  pregnancy  was  confirmed. 
Questions  such  as  whether  or  not  vitamin  B12 
should  be  routinely  administered  to  pregnant 
women  in  an  attempt  to  maintain  prepregnant  or 
“normal”  blood  levels  of  the  vitamin  remain  to  be 
answered. 

All  investigators  in  the  field  are  agreed  that 
very  low  blood  levels  of  vitamin  B12  are  en- 
countered in  Addisonian  pernicious  anemia. 
Similarly,  after  gastrectomy  there  is  a gradual  de- 
cline in  blood  levels  due  to  ablation  of  tissue  con- 
cerned with  the  production  of  intrinsic  factor 
which  is  required  for  absorption  of  the  vitamin. 
Those  individuals  who  restrict  their  diets  entirely 
to  vegetable  products  also  show  a progressive  de- 
crease in  vitamin  Bi2  levels  over  a matter  of  3Tears. 
Eventually  a deficiency  of  the  vitamin  ensues  that 
ma\'  be  fatal  unless  corrective  measures  are  taken. 

Extremely  high  blood  levels  of  vitamin  Bi2 
have  been  reported  a number  of  times  in  cases  of 
chronic  or  acute  myeloid  leukemia.  On  the  other 
hand,  normal  blood  levels  are  encountered  in 
tymphatic  leukemia  as  well  as  undifferentiated 
stem  cell  leukemia,  Hodgkin’s  disease,  and  mul- 
tiple myeloma.  Rachmilewitz  et  al .6  point  out 


that  “serum  vitamin  B12  determinations  may  be 
used  as  an  additional  means  of  differentiation  be- 
tween the  various  types  of  leukemia,  particularly 
in  those  cases  where  the  classification  on  a mor- 
phological basis  is  difficult  or  impossible.”  Other 
conditions  where  elevated  blood  levels  of  vitamin 
B12  have  been  encountered  include  viral  hepatitis, 
obstructive  jaundice,  and  diffuse  hepatic  ne- 
crosis.7 

The  blood  level  of  vitamin  Bi2  in  diabetes  has 
been  controversial.  An  early  report  claimed  that 
diabetics  with  retinopathy  have  higher  levels  of 
vitamin  B]2  than  those  without  retinopathy.8  A 
recent  comprehensive  study  of  333  diabetic  cases 
by  Boger  et  al .9  disclosed  that  blood  levels  in  this 
group  were  not  statistically  different  from  the 
levels  found  in  420  “normal”  controls.  In  addi- 
tion, the  blood  levels  of  43  patients  with  diabetic 
retinopathy  were  found  to  be  no  different  from  the 
levels  of  138  diabetics  without  retinopathy.  Of 
the  333  diabetic  cases  studied,  the  225  females  had 
vitamin  Bi2  levels  slight^  higher  than  found  in 
the  group  of  108  males.  It  is  suggested  that  pre- 
viously observed  differences  in  blood  levels  of 
vitamin  Bi2  in  various  groups  of  diabetics  may  re- 
flect vascular  damage  rather  than  the  diabetic 
state  per  se. 
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Cancer  of  the  Maxillary  Antrum 

EDGAR  L.  FRAZELL,  M.D.,  NEW  YORK  CITY 


The  maxillary  sinus  or  antrum  is  the  largest 
of  the  paranasal  sinuses  and  is  commonly 
affected  by  inflammatory  conditions.  Cancer 
arising  in  this  region,  however,  is  so  relatively  un- 
common that  many  physicians  are  unacquainted 
with  the  signs  and  symptoms  of  the  disease. 
This  form  of  cancer  is  highly  lethal,  and  the  tragic 
results  of  the  failure  to  diagnose  accurately  are 
monotonously  uniform.  Therefore,  it  seems 
worth  while  to  review  our  knowledge  concerning 
this  condition. 

Definition 

The  term  cancer  of  the  maxillary  antrum,  as 
used  in  this  connection,  refers  chiefly  to  those 
tumors  which  arise  from  the  mucous  membrane. 
The  microscopic  picture  is  therefore  predomi- 
nantly that  of  squamous  or  epidermoid  carci- 
noma, and  the  grading  may  vary  from  low-grade 
to  highly  anaplastic  tumors.  Other  primary 
tumors  seen  in  this  region  are  lymphosarcomas, 
connective  tissue  sarcomas,  and  osteogenic  sar- 
comas. Secondary  invasion  of  the  maxillary 
antrum  by  tumors  arising  from  the  overlying  skin 
or  muscle  are  occasionally  seen. 

Etiology 

The  exact  etiology  of  cancer  of  the  antrum, 
like  cancer  elsewhere  in  the  body,  remains  ob- 


scure. The  relationship  to  chronic  sinusitis  is 
not  always  clearly  demonstrated,  although  a long- 
standing history  of  nasal  polyps  is  common. 
The  histories  of  some  patients  would  indicate 
that  no  symptoms  referable  to  this  region  were 
present  prior  to  the  probable  onset  of  the  tumor. 
Geographic  and  climatic  influences  as  etiologic 
factors  have  not  been  clearly  shown.  Race  and 
sex  data  are  not  contributory.  The  disease  is 
commonest  in  the  fifth,  sixth,  and  seventh  dec- 
ades of  life. 

Delay  in  Diagnosis 

Cancer  of  the  maxillary  antrum  is  rarely  diag- 
nosed early.  The  delay  in  early  diagnosis  is 
apparently  due  to  several  reasons.  Since,  as 
previously  noted,  inflammatory  conditions  of  the 
sinuses  are  so  common,  a factor  of  major  impor- 
tance in  the  delay  in  diagnosis  is  the  failure  to 
suspect  cancer  as  a possibility  when  treating  these 
disorders.  Also,  since  a cloudy  antrum  is  com- 
mon to  both  conditions,  radiographs  may  not  be 
diagnostic  in  differentiating  between  chronic 
sinusitis  and  early  cancer.  Due  to  the  cloudiness 
of  the  radiographs,  the  presence  of  bone  destruc- 
tion may  be  overlooked  or  its  possible  significance 
unrecognized  when  noted.  Conservative  meth- 
ods of  therapy  for  inflammatory  conditions  of  the 
paranasal  sinuses  are  commonly  employed,  but 
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when  operative  measures  are  indicated,  tissue  for 
biopsy  may  not  be  obtained.  A significant  fact 
is  that  when  cancer  develops  in  an  antrum  which 
has  previously  been  the  site  of  inflammatory  dis- 
ease, the  confused  clinical  picture  may  lead  to 
delay  in  establishing  the  diagnosis  of  cancer. 

From  a practical  point  of  view,  a significant 
fact  contributing  to  the  delay  in  establishing  the 
diagnosis  of  cancer  of  the  antrum  is  that  these 
tumors  rarely  produce  serious  symptoms  in  the 
early  stages  of  the  disease.  Cancer  of  the 
antrum  arises  from  the  mucous  membrane  lining 
the  bony  cavity.  Erosion  of  the  bony  walls 
seems  to  be  resisted  until  the  cavity  has  been 
filled  with  tumor  and  blockage  of  normal  drainage 
channels  takes  place.  Mechanical  pressure  on 
the  walls  of  the  antrum  then  leads  to  necrosis, 
erosion,  and  infiltration  of  the  bone.  After  per- 
foration of  the  antral  wall,  pressure  on  and  in- 
filtration of  the  surrounding  tissue  follows.  Pain 
as  a persistent  symptom,  referable  to  one  or  more 
divisions  of  the  trigeminal  nerve,  does  not  appear 
to  be  an  early  symptom  in  cancer  of  the  maxillary 
antrum.  This  constant  and  severe  pain,  so  com- 
mon to  the  later  stages  of  the  disease,  is  not  a 
prominent  symptom  until  the  onset  of  secondary 
infection  of  tumor,  osteomyelitis,  and  bone  ero- 
sion. It  appears,  therefore,  that  the  early  signs 
and  symptoms  of  cancer  of  the  maxillary  antrum 
are  relatively  mild  and  rarely  distinguishable 
from  acute  or  chronic  sinusitis.  It  is  not  sur- 
prising then  that  in  the  majority  of  the  patients 
with  cancer  of  the  antrum,  the  disease  is  ad- 
vanced at  the  time  of  diagnosis.  At  that  time 
the  diagnosis  is  often  self-evident. 

Findings  on  Admission 

On  admission  to  the  hospital,  the  presenting 
signs  and  symptoms  of  patients  with  cancer  of  the 
maxillary  sinus  may  be  exceedingly  variable. 
Depending  on  the  position  of  origin  of  the  growth 
within  the  antrum  and  the  direction  of  its  spread, 
the  symptoms  may  be  referable  to  the  nose,  malar 
region,  orbit,  or  teeth.  Tumors  arising  on  the 
mesial  wall  may  extend  through  the  antral  orifice 
to  fungate  into  the  nasal  cavity.  Infiltration  of 
the  thin,  bony  wall  between  antrum  and  nasal 
cavity  results  in  bone  destruction  in  this  region. 
Symptoms  of  nasal  obstruction  and  discharge 
from  the  nostril  may  in  such  cases  be  the  symp- 
toms which  lead  to  a first  examination  by  the 
physician.  Spread  of  the  tumor  may  be  rapid 
after  it  has  broken  through  the  confining  walls  of 


the  antrum.  At  the  time  of  the  initial  examina- 
tion it  is  not  uncommon  to  find  infiltration  and 
bone  destruction  involving  the  sphenoid,  eth- 
moid, and  frontal  sinus  regions  and  even  destruc- 
tion of  the  base  of  the  skull.  When  destruction 
of  the  mesial  wall  of  the  orbit  occurs,  ocular 
symptoms  secondary  to  invasion  of  the  orbit,  or 
obstruction  of  the  nasolachrymal  duct  may  then 
be  prominent.  Under  such  circumstances,  the 
exact  anatomic  site  of  origin  of  the  cancer  may^  be 
difficult  or  impossible  to  determine. 

When  cancer  of  the  maxillary  sinus  invades  the 
floor  of  the  antrum,  the  presenting  signs  and 
symptoms  may  be  dental  in  nature.  Pares- 
thesias of  the  gum  or  numbness  of  the  teeth  may 
be  the  chief  complaint.  Such  symptoms  may 
lead  to  extractions.  Fungation  of  tumor  through 
a tooth  socket  is  a common  finding  and  may 
suggest  the  diagnosis  of  primary  carcinoma  of  the 
alveolus.  Where  fungation  is  not  evident,  soften- 
ing of  the  bone  may  result  in  a bulging  mass  in 
the  region  of  the  gum,  hard  palate,  or  gingivo- 
buccal  gutter.  This  downward  rather  than  up- 
ward spread  of  the  tumor  may  present  a more 
optimistic  clinical  picture  of  the  disease  than 
when  the  extension  is  upward  to  encroach  on 
more  vital  structures. 

Clinical  and  radiographic  evidence  of  wide- 
spread destruction  of  the  anterior  wall  of  the 
antrum  may  be  seen  at  the  initial  examination. 
Swelling  and  redness  of  the  skin  of  the  malar 
region  plus  periorbital  edema  may  then  be 
present.  Such  findings  may  or  may  not  be  com- 
bined with  the  manifestations  previously  de- 
scribed. Metastatic  involvement  of  the  regional 
lymph  nodes  is  rarely  seen  at  the  initial  examina- 
tion. Such  nodes,  when  seen,  are  usually  associ- 
ated with  recurrent  tumor  or  the  terminal  phases 
of  the  disease. 

Treatment 

The  treatment  of  cancer  of  the  maxillary  sinus 
is  almost  incredibly  difficult  and  in  many  cases 
unsatisfactory  from  the  point  of  view  of  cure. 
The  presence  of  a sinus  full  of  necrotic  tumor,  plus 
osteomyelitis,  bone  destruction,  and  constant 
pain  necessitates  surgical  drainage  if  only  for 
palliative  reasons.  Such  drainage  is  also  re- 
quired in  those  patients  whose  treatment  is 
primarily  by  radiation  therapy.  Radical  surgery 
consisting  of  resection  of  the  maxilla  has  been  the 
treatment  of  choice  of  most  surgeons.  When 
radical  surgery  is  performed,  the  surgeon  is 
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sharply  limited  by  his  ability  to  encompass  the 
j tumor.  This  is  in  large  measure  due  to  the  com- 
. plex  anatomy  of  the  region.  Exenteration  of  the 
. orbital  contents  is  almost  invariably  required. 

Due  to  the  frequent  extension  of  the  disease, 
r diagnostic  curettage  of  the  other  paranasal  sinus 
• should  be  done  at  the  time  of  surgery.  Skin 
grafting  within  the  operative  defect  represents  an 
important  advance  in  the  surgical  treatment  of 
« cancer  of  the  antrum,  and  the  proper  construction 
of  dental  prostheses  has  greatly  reduced  the 
I functional  disabilities  following  this  type  of  sur- 
‘ gery.  Postoperative  irradiation  is  highly^  favored 
by  many  surgeons  and  is  often  successful  in  the 

( Number  six  in  a series  of  Cancer  Alerts ) 


control  of  locally  recurrent  disease. 

Conclusion 

Hope  for  the  salvage  of  increasing  numbers  of 
patients  with  cancer  of  the  maxillary  antrum 
depends  on  the  development  of  a greater  aware- 
ness of  the  possibility  of  cancer  in  this  region. 
The  more  diligent  use  of  biopsy  in  suspected 
cases  is  urged.  When  the  diagnosis  of  cancer  is 
established,  the  courageous  use  of  radical  surgery 
augmented  by  the  modern  surgical  aids  should 
materially  increase  the  survival  rate  from  this 
form  of  malignant  disease. 

655  Park  Avenue 


Childbearing  Safer  than  Ever  Before 


According  to  the  statisticians  of  the  Metropolitan 
Life  Insurance  Company,  childbearing  is  now  safer 
than  ever  before. 

In  1956,  when  registered  births  in  the  United 
States  reached  a record  high  of  4,168,000,  less  than 
1,600  deaths  were  reported  due  to  complications 
of  pregnancy  and  childbirth.  This  is  only  one 
maternal  death  for  every  2,700  live-born  babies. 

The  1956  maternal  mortality  rate  of  3.8  per  10,000 
live  births  represents  a reduction  of  about  one  half 
in  the  last  five  years,  and  of  about  three-fourths  in 
the  last  decade. 


The  statisticians  declare  that,  “Despite  these  ex- 
cellent gains  in  making  childbearing  safe,  continu- 
ing effort  is  necessary  to  further  reduce  the  maternal 
mortality  rate.  The  medical  profession  is  con- 
stantly striving  to  improve  the  care  of  women  dur- 
ing pregnancy  and  childbirth  but  the  responsibility 
for  reducing  maternal  deaths  rests  largely  with  the 
women  themselves.  They  need  to  realize  the  im- 
portance of  seeking  prenatal  care  early,  of  observing 
good  health  and  nutritional  habits  during  preg- 
nancy, and  of  cooperating  completely  with  their 
physicians.” 
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VISUAL  EDUCATION 

■ 

IN  MEDICINE 

c 

Colgate  Phillips,  m.d.,  Editor 

Chairman,  Scientific  Motion  Picture  Subcommittee 
Medical  Society  of  the  Stale  of  New  York 


Doctor,  What  Motivates  You  to  Attend  a Medical  Convention? 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild , Ltd.) 


The  mayor  or  other  local  or  national  celebrity 
welcomes  you  to  the  convention  city.  After 
this  introduction  the  president  of  your  medical 
society  tells  you  how  the  various  program  chair- 
men of  your  specialty  and  general  practice  groups 
have  labored  for  months  to  entice  speakers  with 
vital  messages  to  appear  on  the  platform  so  as 
to  interest  you  in  attending  the  meeting.  The 
staff  of  your  journal  and  personnel  charged  with 
convention  activities,  the  printer  of  your  pro- 
gram, and  even  the  hotel  management  have, 
individual^  and  collectively,  in  their  fashion, 
worked  very  hard  to  make  your  visit  informative 
as  well  as  comfortable. 

But  doctor,  what  actually  enticed  you  to 
come?  All  the  workers  in  the  convention  beehive 
are  anxiously  awaiting  your  answer.  The  many 
speakers  who  deliver  papers,  the  scientific  ex- 
hibitors, the  personnel  staffing  the  technical 
exhibit,  the  director  of  the  motion  picture  pro- 
gram even  down  to  the  projectionist,  and  we  can 
include  the  patient  who  participates  in  the  closed 
circuit  color  television  demonstration — all  want 
to  know  and  ask,  “Doctor,  did  we  put  on  a good 
show?” 

The  $64,000  question  goes  unanswered  be- 
cause the  moment  “Auld  Lang  Syne”  is  played 
at  the  close  of  the  convention,  the  doctor  falls 
right  back  into  the  routine  of  his  practice  of 
medicine  and  awajr  he  goes. 


No  poetic  license  has  been  taken  with  the  pre- 
vious remark.  At  practically  every  clinical  or 
annual  session  of  the  American  Medical  Associa- 
tion, the  business  manager,  by  invitation,  has 
requested  the  playing  of  “Auld  Lang  Syne”  on  a 
16  mm.  sound  projector  the  moment  the  noon 
hour  of  closing  da}'  arrives. 

Paraphrasing  Mark  Twain  and  the  weather, 
everybody  talks  about  the  medical  convention 
but  nobody  does  anything  about  it.  We  know 
that  there  are  twice  as  many  conventions  now  as 
there  were  ten  years  ago.  The  technical  exhibi- 
tor, who  financial^  supports  a considerable  part 
of  the  convention  expense,  gripes  about  his 
mounting  costs  of  exhibition.  We  also  know  that 
medical  meeting  programs  can  become  competi- 
tive not  011I3'  in  subjects  discussed,  but  in  the 
final  analysis,  by  selection  and  timeliness  become 
competitive  for  the  doctor’s  time. 

The  total  registration  figures  at  the  close  of 
the  convention  tell  the  convention  planner  or 
other  interested  observers  that  their  particular 
meeting  attracted  the  doctor. 

Knowledge  of  the  mechanisms  which  con- 
vince the  doctor  to  attend  a convention,  if 
known  beforehand,  would  be  of  inestimable  value 
to  all  concerned  with  such  preplanning  activities. 
One  convention  manager  decided  to  ask  questions 
and  find  out  what  motivates  the  doctor  to  attend 
a medical  convention.  In  the  mail  came  a sta- 
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TABLE  I. — Doctors’  Preference  of 
Convention  Features 


Feature 

Number  of 
Doctors 

Scientific  Exhibits 

7,043 

Lectures  or  Scientific  Meetings 

5,694 

Technical  Exhibits 

4,455 

Film  Showings 

1,892 

Closed  Circuit  Television 

1,100 

Social 

570 

tistical  breakdown  of  considerable  interest  to  all 
who  follow  the  medical  convention  trail  over  the 
country. 

At  the  previous  annual  meeting  of  the  Ameri- 
can Medical  Association  held  in  New  York  City, 
19,469  doctors  registered  officially  at  the  New 
York  Coliseum.  To  each  of  these  the  A.M.A. 
addressed  a questionnaire  and  received  replies 
from  8,012  doctors,  or  41  per  cent  of  the  registered 
total. 

The  doctors  were  asked  to  rank  in  order  of 
their  preference  those  features  at  the  convention 
which  they  found  most  rewarding.  The  tabula- 
tions are  noted  in  Table  I. 

It  is  interesting  to  note  that  in  the  doctor’s 
mind,  visiting  the  scientific  exhibits  outranked 
the  desire  to  attend  lectures  or  scientific  meetings. 
A viewer  clocking  such  floor  traffic  at  scientific 
exhibits  and  comparing  it  with  a seated  audience 
of  large  proportion  at  a lecture  program  would 
normally  assume  that  the  latter  was  better  at- 
tended. 

A further  observation  of  importance  is  that 
interest  in  the  hundreds  of  technical  exhibits 
was  78  per  cent  of  that  noted  at  scientific  meet- 
ings, indicating  that  there  is  a growing  apprecia- 
tion for  the  role  of  the  technical  exhibitor. 

Of  vital  importance  to  the  readers  of  this  arti- 
cle is  that  the  above  statistics  indicate  that  in- 
terest in  medical  films  was  33  per  cent  of  that  in- 
dicated for  scientific  meetings,  and  27  per  cent 
of  interest  in  scientific  exhibits,  a most  refresh- 
ing and  stimulating  finding,  and  surprisingly 
enough,  72  per  cent  greater  than  that  expressed 
for  television. 

This  confirms  to  a degree  observations  made  by 
certain  convention  authorities  at  your  own  con- 
vention last  year — that  motion  pictures  drew  a 
greater  audience  than  television.  It  hasn’t  al- 
ways been  so  and  perhaps  indicates  that  the 
medical  profession  has  become  more  critical  now 
that  the  novelty  of  television  has  worn  off. 

No  media  of  education  can  afford  to  rest  on  its 


laurels  in  this  day  of  competition  for  the  viewer’s 
eye.  Ways  and  means  must  be  found  to  intrigue 
the  doctor  to  the  particular  exhibit  worthy  of  his 
attention. 

How  does  one  discover  what’s  on  the  doctor’s 
mind  and  within  the  scope  of  his  interest?  Being 
a courteous  individual,  he  will  respond  to  search- 
ing questions  once  he  discovers  that  you  sincerely 
desire  to  be  of  service  to  him. 

Some  years  ago  at  a previous  convention  of 
the  American  Medical  Association  in  Atlantic 
City,  a technical  exhibitor  interested  in  medical 
education  asked  a series  of  pertinent  questions 
relative  to  the  doctor’s  interest  in  medical  mo- 
tion pictures.  Here  is  a breakdown  of  responses 
by  4,070  doctors  who  answered  “yes”  to  the 
exhibitor’s  inquiries  regarding  the  utilization  of 
medical  teaching  films. 

1.  Are  you  interested  in  using  medical  teach- 
ing films? 2,756 

2.  Does  }mur  hospital  own  a 16  mm.  sound 

projector? 1,927 

3.  If  sufficient  teaching  films  were  available, 
would  you  purchase  a sound  projector?.  . .1,105 

4.  If  you  found  suitable  films  with  long  range 

teaching  potential,  would  you  be  interested  in 
subscribing  to  such  a program? 1 , 603 

5.  Are  you  interested  in  a series  of  films  on 

nurses’  training  problems? 1 , 053 

6.  Are  you  interested  in  a series  of  films  high- 

lighting newsworthy  items  of  topical  interest  in 
medicine  prepared  in  newsreel  fashion  and  re- 
leased monthly? 945 

The  progress  in  medical  motion  pictures  is  no 
different  than  that  experienced  in  other  phases  of 
medical  education.  It  proceeds  slowly  in  our 
field,  and  success  or  failure  of  an  idea  is  deter- 
mined by  the  collective  response  of  the  thousands 
of  audiences  which,  by  trial  and  error,  determine 
whether  a certain  form  of  film  presentation  is  an 
acceptable  method  of  education. 

What  is  being  carried  out  in  these  articles  is 
just  one  phase  of  such  an  experiment.  Another 
is  being  carried  by  your  own  State  Society  at  its 
annual  convention.  The  program  chairman  of 
your  own  Motion  Picture  Program  Subcommittee 
has  worked  diligently  to  present  a suitable  series 
of  films  comparable  in  its  education  value  to  any 
topic  being  discussed  on  the  lecture  platform  or 
in  a scientific  exhibit  during  the  course  of  the 
meeting. 

The  films  chosen  were  those  which,  in  the  chair- 
man’s and  his  committee’s  opinion,  best  suited 
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the  divergent  needs  of  the  anticipated  audience. 
The  determining  factor  in  selection  was  the 
quality  of  the  film  and  the  medical  problems 
which  it  attempted  to  portray. 

One  need  only  read  the  titles  and  authors  to 
notice  the  variation  in  subject  matter  and  the 
many  different  localities,  authors,  and  producers 
who  made  their  contributions  to  this  program. 
Space  does  not  permit  a detailed  description  of 
the  many  films  scheduled  to  be  shown.  Consult 
your  program  for  details  and  no  doubt  you  will 
find  many  films  of  particular  interest  to  you. 

If  certain  films  are  completed  in  time,  several 
preview  showings  of  these  films  will  be  made  at 
your  convention.  You  will  find  no  particular 
fanfare  of  searchlights  striking  the  skies  as  occurs 
in  the  Times  Square  area  when  a new  film  is 
released,  nor  will  Hollywood  performers  walk 
down  the  red  carpet;  yet  there  will  be  sufficient 
dramatic  presentations  of  a scientific  order  to 
make  your  visit  to  your  own  State  medical  con- 
vention worthwhile. 

One  innovation  now  in  its  second  year  shows 
the  preplanning  of  your  motion  picture  sub- 
committee chairman.  This  is  the  symposium 
idea  of  making  a film  presentation  whereby  the 
author  or  main  collaborator  in  a film,  along  with 
those  in  the  audience,  are  invited  to  discuss  the 
clinical  or  surgical  problems  brought  out  in  the 
film. 

Another  novelty  in  your  motion  picture  pro- 
gram is  the  inclusion  ofi  “Medical  Films  For  Lay 
Education.”  Heretofore,  whenever  one  became 
concerned  with  the  use  of  a film  for  public  exhibi- 
tion, generally  what  was  offered  was  a watered 
down  product  suitable  only  for  presentation  to 


teenagers  on  the  public  school  or  junior  high 
school  level.  Today,  if  one  searches  diligently 
enough  and  can  preview  enough  subjects,  the 
reward  is  a truly  astonishing  series  of  subjects. 

For  example,  in  the  field  on  alcoholism  no  finer 
film  (both  in  story  content  and  in  quality  of  pro- 
duction) can  be  found  than  that  released  by  the 
World  Health  Organization  entitled  “To  Your 
Health.”  This  film  should  be  a must  on  your 
convention  participation  program. 

Another  example  of  a noteworthy  film  depicts 
an  adult  approach  to  one  of  the  doctor’s  most 
vital  problems.  The  film  shows  the  psj^chologi- 
cal  handling  of  the  patient  himself  and  the  pa- 
tient’s family  when  they  face  the  sorrowful 
problem  of  the  forthcoming  death  of  this  doctor’s 
patient.  This  film  was  produced  by  the  Tele- 
vision, Radio,  and  Film  Commission  of  the 
Methodist  Church.  As  one  example  of  its  use, 
this  film,  with  a 16  mm.  sound  projector,  was 
placed  in  an  automobile  and  taken  to  Gettys- 
burg, Pennsylvania,  to  aid  a distraught  friend 
facing  the  loss  of  his  wife  who  has  since  died  from 
cancer  of  the  uterus.  This  subject  is  a sermon 
on  film  and  shows  how  religion  and  medicine 
have  combined  their  psychologic  talents  to  aid 
the  family  in  time  of  their  greatest  need  for  moral 
support.  One  feels  proud  to  have  such  a tool  at 
hand. 

More  of  how  the  doctor  may  use  medical  films 
in  his  locality  whenever  he  is  invited  to  speak 
before  a lay  audience  will  appear  in  subsequent 
articles.  Your  needs  in  this  area  of  endeavor 
may  be  expedited  by  addressing  letters  to  the 
editor. 

506  West  57th  Street 


{Number  jive  of  a series  on  Visual  Education  in  Medicine ) 


Trimeprazine:  an  Adjuvant  in  the  Management  of  Itching  Dermatoses 


Of  85  patients  with  skin  conditions  in  which 
pruritus  was  the  chief  symptom,  84  got  some  degree 
of  relief  after  use  of  trimeprazine  (Tamaril,  Smith, 
Kline  and  French)  as  an  oral  adjuvant  in  the 
management  of  the  dermatoses.  Results  were 
judged  excellent  in  24,  good  in  46,  fair  in  13,  and 


poor  in  one.  The  only  side-effect  noted  in  this 
series  was  drowsiness,  which  in  general,  can  be 
overcome  by  adjusting  dosage.  In  many  instances 
tolerances  increased  as  the  medication  was  con- 
tinued.— Drs.  J.  Lamar  Callaway  and  Sidney  Olansky, 
North  Carolina  M.  J.,  August,  1957 
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THE  BRITISH  GENERAL 
PRACTITIONER  IN  1957 


Attitude  of  Patients  to  the  Scheme 

MICHAEL  ARNOLD,  L.R.C.P.I.,  L.R.C.S.I.,  WEMBLEY,  MIDDLESEX,  ENGLAND 


IN  my  last  talk  I told  3rou  something  of  the 
difficulties  and  frustrations  involved  in  set- 
bing  up  a National  Insurance  medical  service. 
l spoke  of  the  difficulties  in  remunerating  the 
loctors  satisfactory  from  government  funds  and 
:>f  the  political  maneuvering  which  must  inevi- 
tably take  place  in  the  management  of  so  large  a 
scheme. 

I would  like  you  to  examine  with  me  certain 
Aspects  of  the  British  National  Health  Scheme  in 
comparison  with  your  own  free  enterprise  prac- 
tice of  medicine.  Our  scheme  of  comprehensive 
medical  treatment,  known  as  the  National  Health 
Service , is  now  in  its  tenth  year,  and  as  a result, 
medicine  in  Great  Britain  has  by  now  developed  a 
; distinctive  pattern  of  its  own. 

I have  already  mentioned  that  talk  of  the 
British  State  medical  service  seemed  to  trigger 
off  a lot  of  emotional  interest  among  doctors  and 
[patients  alike  in  North  America. 

It  was  of  great  interest  to  me  in  my  talks  with 
the  lay  public  in  these  parts  that  first  and  fore- 
most in  their  minds  seemed  to  be  the  high  cost  of 
medical  treatment.  Such  statements  as  “I 
think  the  doctors  charge  far  too  much  in  Amer- 
ica,” “We  should  have  a system  of  socialized 
medicine  like  you  have  in  England,”  and  “It  is 
only  the  very  wealthy  or  the  very  poor  who  can 
afford  to  be  ill  in  America,”  made  me  feel  that 
there  is  a considerable  weight  of  feeling  about  the 
price  of  illness  in  the  United  States,  and  I suppose 
so  long  as  illness  is  paid  for  by  direct  charge  for 
each  individual  item,  the  price  of  illness  is  bound 
to  loom  high  in  the  minds  of  any  but  the  wealthy. 
Hearing  all  this  I discussed  the  question  at 
length  with  a number  of  people,  pointing  out 
that  medical  treatment  has  some  value  to  the 
patient  and  must  be  paid  for  in  some  way. 


I realize  that  some  millions  of  American  citi- 
zens are  insured  against  sickness  and  hospitaliza- 
tion charges  by  such  organizations  as  Blue 
Cross  and  Blue  Shield  or  the  Health  Insurance 
Plan  of  Greater  New  York,  and  I was  privileged 
to  discuss  the  basis  of  this  last  scheme  with  its 
president,  Dr.  George  Baehr,  and  others.  We 
know  in  Britain  that  many  doctors  in  America 
support  such  insurance,  and  it  is  of  considerable 
interest  to  see  private  enterprise  insurance 
schemes  more  or  less  attempting  to  do  what  our 
own  large  National  Health  Service  scheme  in 
Britain  has  been  trying  to  do  for  almost  ten 
years.  It  would  appear  that  the  fundamental 
problems  of  both  are  in  many  ways  similar  and 
are  usually  being  dealt  with  in  a comparable 
fashion. 

In  a medical  Utopia  one  would  like  to  see  all 
those  who  wish  to  be  insured  against  illness  having 
their  treatment  as  required  and  receiving  com- 
plete indemnity.  One  would  like  to  imagine  that 
no  unreasonable  claims  would  be  put  forward  by 
the  patients  but  that  they  would  nevertheless  be 
free  to  seek  medical  aid  and  receive  attention  as 
required  without  hindrance. 

I think  that  this  would  be  the  wish  of  any  true 
Hippocratic  doctor  throughout  the  world.  For 
his  part,  the  doctor  asks  for  a standard  of  remun- 
eration which  will  maintain  his  position  in  society 
as  hitherto,  whether  rightly  or  wrongly,  and  which 
will  allow  him  to  look  forward  to  a continued 
improvement  in  his  position  if  he  works  for  it, 
coupled  with  improving  service  to  his  patient. 
Of  course  we  know  there  are  many  interpretations 
of  such  demands  on  the  part  of  the  doctor.  If  he 
is  fully  self-employed  and  does  not  satisfy  these 
aspirations,  he  would  probably  blame  himself  and 
the  cruel  thrusts  of  fate  for  his  failure.  If  he  is 
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employed  by  any  authority,  whether  a govern- 
ment or  private  enterprise  organization,  there 
will  always  be  the  possibility  of  a dispute  over  the 
question  of  payment  for  services  rendered  unless 
these  are  extraordinarily  generous. 

Self-employed  shopkeepers  and  garage  owners 
do  not  ask  for  more  money  but  tend  to  do  more 
business  in  order  to  acquire  more.  Herein  lies 
the  fundamental  difficulty  of  any  health  insur- 
ance plan,  whether  run  by  the  government  or 
otherwise. 

From  the  patient’s  point  of  view,  on  examina- 
tion of  both  private  enterprise  systems  and  our 
own  National  system,  it  would  appear  pretty  ob- 
vious that  for  reasons  to  be  debated  later  we  in 
Britain  have  created  a greater  coverage  and 
indemnity  for  the  patient  than  in  countries  such 
as  yours,  where  private  enterprise  insurance 
schemes  are  the  only  ones  in  vogue.  In  our 
country  all  family  doctors’  treatment,  hospitaliza- 
tion, medicines,  ambulances,  medical  appliances, 
dental  and  optical  treatment  are  completely 
covered  by  the  National  Health  Service.  In 
addition  to  this,  every  patient  receives  a sickness 
benefit  allowance  if  he  is  ill  for  more  than  three 
days.  This  is  really  a minimum  living  wage,  and 
his  firm  will  in  many  cases  continue  to  pay  him 
and  deduct  this  amount  from  his  salary.  In  the 
event  of  his  being  unable  to  meet  his  expenses 
during  illness  these  would  be  readily  covered  by 
National  Assistance  which  is  not  far  removed 
from  National  Insurance  benefit  but  requires  a 
means  test. 

Out  of  an  employed  man’s  compulsory  weekly 
levy  of  something  less  than  a dollar,*  also  comes  a 
pension  at  sixty-five,  sixty  in  the  case  of  women, 
possible  widow’s  pension,  and  family  allowances. 
It  must  be  understood  that  his  employer  pays 
something  approaching  a dollar*  towards  his  levy, 
and  this  is  compulsory. 

Thus  it  can  be  said  quite  truthfully  that  except 
for  small  charges  for  dental  treatment,  i.e.,  about 
three  dollars  for  the  first  visit  of  a series  to  a den- 
tist, for  part  payment  for  appliances  such  as 
trusses,  for  spectacles,  and  for  a levy  of  15  cents 
on  each  item  on  a prescription,  no  other  payments 
are  made  by  the  patient  for  any  treatment  re- 
ceived. 

He  can  of  course  opt  to  have  private  treatment 
from  another  doctor  within  or  outside  the  service, 
but  his  doctor  is  not  permitted  by  law  to  accept 

* Since  the  writing  of  this  paper,  this  has  been  increased 
to  approximately  a dollar  and  half. 


any  fee  from  one  of  his  own  National  Health 
Service  patients.  So  far  as  we  are  able  to  say, 
in  this  country  this  regulation  is  adhered  to  pretty 
firmly  by  doctors  who  do  in  fact  when  they  re- 
ceive a patient’s  National  Health  Service  card, 
enter  into  a contract  for  treatment  of  his  illness. 

It  should  be  made  clear  that  the  patient  makes 
no  payment  whatever  for  his  stay  in  the  hospital, 
cost  of  operation,  or  treatment.  Thus  he  may 
even  conceivably  be  saving  money  by  being  in  a 
hospital ! These  are  facts,  and  they  cannot  be 
disputed.  It  must  be  realized,  nevertheless,  that  I 
a few  beds — about  10  per  cent — are  reserved  in  I 
many  hospitals  for  wholly  private  patients. 
There  they  receive  treatment  on  a purely  private  I 
basis  as  in  your  country.  The  consultants  con- 
cerned make  their  private  charges,  but  if  it  so 
happened  that  the  patient’s  general  practitioner 
was  visiting  that  patient  in  the  hospital,  he  would 
not  be  able  to  make  a charge  if  the  patient  hap- 
pened to  be  on  his  National  Health  Service  list. 
The  cost  of  such  a bed  in  a hospital  would  be 
approximately  the  actual  maintenance  cost  of 
such  a bed  to  the  hospital  concerned,  probably 
anything  from  60  to  90  dollars  per  week. 

Bearing  in  mind  that  our  money  purchases  two 
to  three  times  as  much  produce  in  Great  Britain 
as  in  the  United  States,  you  can  compare  the  cost 
of  one  of  our  private  beds  with  one  of  your  own. 
An  American  visitor  to  Great  Britain  would  have 
a private  bed  for  very  much  less  than  he  would 
pay  in  the  United  States  because  of  the  favorable 
exchange,  and  in  fact  according  to  our  law  would 
be  entitled  as  a visitor  to  receive  completely  free 
treatment  in  this  country  in  the  same  way  as  a 
British  citizen. 

From  what  I have  said  you  will  see  that  the 
patient  does  get  a most  comprehensive  range  of 
treatment  and  benefits  for  his  levy.  Is  there  any 
catch  in  this  from  the  patient’s  point  of  view? 
I think  the  answer  is  no ! Generally  speaking, 
the  patients  in  Great  Britain  seem  to  be  pretty 
satisfied  for  the  present  with  their  National 
Health  Service ! 

Herein  lies  the  strange  anomaly  and  paradox ! 
On  the  face  of  it  I felt  when  in  mid- Atlantic,  on 
my  way  home  after  freely  mixing  with  Americans 
and  English  people,  that  England  is  a country  of 
reasonably  satisfied  patients  and  not  very  happy 
doctors,  whereas  in  the  United  States  the  patients 
tend  to  complain  about  costs,  and  the  doctors 
seem  fairly  happy  so  long  as  they  are  not  to  be 
confronted  with  a State  Medical  Service ! 
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It  becomes  obvious  that  where  98  per  cent  of 
i the  population  is  getting  treatment  via  an  insur- 
ance scheme,  especially  a State  scheme  backed  by 
law,  that  a very  full  coverage  of  treatment  will  be 
provided,  since  there  is  little  or  no  other  form  of 
alternative  private  service  to  provide  the  doctors 
with  an  income.  In  other  words,  the  doctor  now 
depends  on  the  National  Health  Service  for  al- 
most his  entire  income  and  if  he  is  wise,  tries  by 
providing  an  efficient  service,  to  collect  as  many 
patients  and  their  capitation  fees  as  he  can.  At 
least,  he  says,  the  capitation  fee  is  an  annual 
income,  and  with  luck  may  keep  on  coming  in 
annually  throughout  his  own  working  life.  If  the 
patient  is  dissatisfied,  dies,  or  moves  away,  then 
he  loses  the  capitation  fee.  In  our  scheme  the 
doctor  also  contributes  to  and  benefits  from  a fair 
superannuation  scheme  based  on  his  net  income, 
i.e.,  his  gross  income  minus  about  35  per  cent. 
It  should  be  borne  in  mind  that  our  expenses 
include  only  a minimum  amount  for  drugs  which 
are  all  provided,  while  secretarial  help  is  smaller, 
since  few  accounts  have  to  be  kept.  Paper  work 
is  in  fact  small,  being  little  more  than  the  keeping 
of  case  records,  issuing  sickness  certificates,  for- 
warding new  cards,  receiving  and  sending  off 
record  cards  as  patients  come  and  go  and  writing 
letters. 

Few  practitioners  in  Great  Britain  carry  out 
much  pathologic  work  in  their  offices  except  in 
isolated  country  districts,  but  many  do  such  things 
as  urine  examinations,  erythrocyte  sedimenta- 
tion rates,  and  hemoglobin  tests.  The  same  ap- 
plies to  x-ray  work;  most  of  this  is  done  at  a hos- 
pital. Indeed,  there  are  many  and  improving 
facilities  throughout  the  country  for  doing  this 
work  at  the  request  of  the  doctor. 

The  general  practitioner  does  not,  however, 
receive  payment  for  any  extra  office,  x-ray,  or 
pathologic  work  he  may  wish  to  do  himself. 

There  has  been,  for  some  years  in  Great  Britain, 


a sharper  dividing  line  between  the  work  done  in 
general  practice  and  that  done  in  the  hospital. 
Unfortunately,  there  is  not  so  much  integration 
here  between  general  practitioners  and  the  hos- 
pital consultants,  although  we  have  in  fact  an 
excellent  system  whereby  a hospital  consultant 
can  be  called  out  at  any  time  to  see  a National 
Health  patient  in  his  own  home  if  his  condition 
warrants  this.  The  consultant  is  in  fact  paid  a 
fee  of  12  to  18  dollars  for  the  visit.  The  patient 
does  not  pay  anything. 

We  in  Britain  have  relatively  fewer  specialists 
than  you  have.  “Consultant”  is  the  term  we  tend 
to  use,  and  at  present  a consultant  in  the  great 
majority  of  cases  is  one  who  carries  a senior  ap- 
pointment in  a hospital  under  the  State  service 
either  part  time  or  whole  time.  These  appoint- 
ments are  difficult  to  obtain,  and  since  they  are 
State  appointments,  the  number  is  limited  be- 
cause of  the  financial  ceiling  imposed  on  the 
service.  Anyone  in  Britain  is  entitled  to  call 
himself  a “specialist,”  but,  unless  he  has  a con- 
sultant hospital  appointment,  he  is  unlikely  to 
have  patients  referred  to  him  from  other  prac- 
titioners, and  few  patients  will  visit  him  direct. 

The  vast  majority  of  patients  seen  by  a con- 
sultant if  he  does  part  time  private  work  are  in 
fact  referred  to  him  by  general  practitioners. 
We  prefer  patients  to  filter  through  to  the 
specialist  via  his  family  doctor  except  in  special 
instances  where  it  is  particularly  desirable  to  save 
time  or  in  limited  instances  of  a consultant  doing 
private  general  practice. 

From  what  I have  said  you  will  realize  that  the 
service  certainly  does  offer  practical  advantages 
to  the  patient  despite  any  misgivings  felt  by  the 
doctors.  Generally,  you  will  hear  the  English- 
man talking  of  his  National  Health  Service, 
whether  rightly  or  wrongly,  in  terms  of  reason- 
able approval. 

2,  Forty  Lane 


{Number  three  in  a series  of  five  articles  on  the  British  General  Practitioner  in  1957) 


Corruption  never  has  been  compulsory, 
the  mountains. — Robinson  Jeffers 


When  the  cities  lie  at  the  monster’ s feet  there  are  left 
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The  history  of  anesthesia  in  New  York  State 
begins  not  with  any  single  event  but  rather 
with  a pyramiding  of  circumstances.  These 
events,  occurring  within  the  State  and  elsewhere, 
just  happened.  Some  were  recorded  at  the  time, 
some  were  recorded  much  later,  and  some  not  at 
all.  None  of  these  events  left  an  imprint  during 
the  early  decades  of  this  period,  but  had  they 
been  rightly  interpreted,  they  might  have  has- 
tened the  advent  of  present  surgical  anesthesia. 

The  story  should  begin  in  England  at  the  turn 
of  the  nineteenth  century.  Sir  Humphrey  Davy, 
following  some  remarkable  experiments  with 
nitrous  oxide  gas,  wrote  a book  of  nearly  600 
pages.  It  was  published  in  1800  with  the  re- 
sounding title,  “Researches,  Chemical  and 
Philosophical,  Chiefly  Concerning  Nitrous  Oxide 
and  its  Respiration.”  In  this  treatise,1  he  de- 
scribed his  self-use  of  the  gas  to  alleviate  the  pain 
of  inflamed  gums  due  to  the  eruption  of  a wisdom 
tooth,  commenting  on  the  exhilarating  effects  of 
the  inhalation.  He  concluded  with  this  state- 
ment : “As  nitrous  oxide  in  its  extensive  operation 
appears  capable  of  destroying  physical  pain,  it 
may  probably  be  used  with  advantage  during 
surgical  operations  in  which  no  great  effusion  of 
blood  takes  place.” 

An  account  of  the  comparison  of  the  effects  of 
inhalation  of  ether  and  of  nitrous  oxide,  credited 
to  Michael  Faraday,  a student  of  Humphrey 
Davy,  was  published  in  the  quarterly  J ournal  of 
Science  and  the  Arts  in  1818.  These  results2  were 
published  for  all  the  scientific  world  to  read  and 
were  neglected.  Davy’s  book  had  been  widely  re- 


viewed and  acclaimed  by  the  scientific  and  med- 
ical journals  of  the  time.  Yet,  so  far  as  is  known, 
only  one  man  was  impressed  with  his  remarks  on 
the  loss  of  pain  perception  caused  by  nitrous 
oxide.  That  man  was  neither  scientist  nor  phy- 
sician. He  was  a poet,  the  pseudoscientific, 
imaginative  Samuel  Taylor  Coleridge.  Coleridge 
was  a friend  of  Davy  and  had  inhaled  nitrous 
oxide  in  the  laboratory.  He  was  well  aware  of  its 
effect  on  pain.3  The  extent  to  which  this  poet 
could  have  influenced  the  world  is  best  described 
by  Byron’s  description  of  him: 

“Explaining  Metaphysics  to  the  nation.  . . 

. I wish  he  would  explain  his  explanation.” 

In  1809  Dr.  Nicholas  Romayne,  president  of 
the  Medical  Society  of  the  State  of  New  York,  in 
his  anniversary  address,  stated,  “Though  the 
nations  of  Europe  are  engaged  in  sanguinary  wars, 
yet  at  no  period  have  the  philosophers  been  more 
successful  in  brilliant  discoveries. . . . Mr.  Davy, 
Professor  of  chemistry  in  the  Royal  Institution  at 
London,  pursuing  a train  of  ingenious  investi- 
gations, has  made  some  of  the  most  important 
discoveries  of  which  modern  times  can  boast,  or 
which  have  been  presented  to  the  world  since  the 
days  of  Sir  Isaac  Newton.”4  But,  when  he  dis- 
cussed the  experiments  of  “this  indefatigable 
inquirer,”  alas,  he  failed  to  mention  his  work  with 
nitrous  oxide. 

An  event  occurred  in  1821  in  Rome,  Oneida 
County,  which,  had  it  been  recorded  promptly 
and  interpreted,  might  also  have  advanced  the 
timetable  of  the  use  of  anesthesia  in  surgery. 
Unfortunately  the  facts  were  not  brought  to  light 
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until  sixty-seven  years  later,  when  they  were  re- 
ported by  Dr.  Oliver  P.  Hubbard  of  New  York 
City.  “ . . . Dr.  Stockman,  a German  druggist 
of  Utica,  came  to  Rome,  Oneida  County,  to  ex- 
hibit the  well-known  effects  of  its  inhalation 
(nitrous  oxide)  to  a large  number  of  people,  on  the 
evenings  of  November  5,  6,  and  7,  1821,  in  the 
hotel  and  county  courthouse.  On  the  first 
evening,  occurred  an  incident  still  fresh  in  my 
memory,  which  I have  frequently  cited  to  my 
classes.  I have  sought  in  vain  to  discover  a 
record  of  a case  of  an  earlier  date.  I have  always 
intended  to  publish  this  case,  and  during  these 
years,  to  fortify  my  own  impressions,  I have  pro- 
cured from  living  witnesses  written  confirmation 
of  all  my  recollections. 

“ . . . Now  I will  relate  from  memory  on  the 
first  evening,  when  the  exhibition  was  closed,  and 
while  many  were  standing  around  the  fire  talking 
over  the  occurrences,  the  doctor  went  into  the 
dressing  room  on  the  north,  and  found  a young 
man  lying  on  the  floor  close  by  the  gasometer, 
entirely  senseless. 

“He  had  gone  in  stealthily,  turned  the  stopcock, 
and  taken  his  fill,  and  here  was  the  legitimate  re- 
sult, a case  of  complete  anesthesia,  probably  the 
first  by  this  means  ever  authenticated.  The 
alarm  was  great.  Death  seemed  imminent,  if  not 
present.  He  was  lifted  with  difficulty  by  two  per- 
sons, one  under  each  arm,  and  brought  into  the 
large  ballroom;  and  after  long  and  anxious  sus- 
pense, he  came  to  his  natural  state  unharmed. 
How  long  he  had  been  under  the  influence  of  the 
gas  could  not  be  known,  for  the  ‘sweet  was 
stolen.’  ”5  Three  testimonials  were  appended  to 
this  report.  Like  the  ether  frolics  which  came 
later,  it  created  no  impression  until  another  lec- 
turer came  to  Hartford,  Connecticut,  twenty- 
three  years  later. 

In  a dissertation  on  delirium  tremens  before 
the  Medical  Society  of  the  State  of  New  York 
(1831),  James  Conquest  Cross  stated,  “Sul- 
phuric ether  can  only  be  considered  a valuable 
auxiliary  in  sudden  emergencies,  . . . and  when- 
ever we  could  succeed  in  giving  a dose  of  ether, 
the  convulsions  were  effectually  prevented.  It 
never  failed  in  a single  instance,  although  in  the 
course  of  four  to  five  days,  it  was  exhibited  at 
least  40  times.”6  This  report  is  remarkable  in 
that  the  ether  presumably  was  given  orally,  yet  it 
succeeded  in  stopping  the  convulsions.  It  was 
also  noted  that  ether  was  very  transient  in  its 
effects  and  had  to  be  given  for  a greater  length  of 


Fig.  1.  Samuel  Guthrie.  ( Photo  courtesy  of  the 
New  York  Academy  of  Medicine.) 


time. 

Dr.  Samuel  Guthrie  (Fig.  1),  practicing  in 
Sackets  Harbor,  Jefferson  County,  also  found 
time  to  set  up  a gunpowder  mill  and  a distillery, 
create  inventions,  carry  out  research  in  chemistry, 
and  in  this  same  year  (1831)  to  discover  chloro- 
form. “His  original  experiment,  if  we  are  to  be- 
lieve an  unidentified  newspaper  clipping,  hap- 
pened like  this:  With  the  whiskey  to  the 
amount  of  2 gallons  he  purchased  at  the  tavern, 
Dr.  Guthrie  added  3 pounds  of  chlorinated  lime 
he  had  been  using  as  a disinfectant  around  the  hen 
house.  Great  fortitude  and  self  denial  on  Dr. 
Guthrie’s  part  were  necessary,  it  is  said,  before  he 
could  bring  himself  to  the  point  of  consenting  to 
spoil  so  much  excellent  whiskey  by  adding  all 
that  abominable  old  lime  to  it.  But  resistance 
and  courage  won.  . . .Then  the  stuff  was  boiled, 
and  the  result  was  chloroform.”7  The  intoxicat- 
ing effects  of  drinking  the  distillate  of  chloroform 
in  alcohol  were  noted  many  times  in  his  labora- 
tory, which  he  reported  to  Professor  Silliman  of 
Yale.  The  time  of  his  writing  this  letter  placed 
his  discovery  around  February,  1831.  He  tested 
the  effect  of  this  drug  on  his  cat,  on  a Negro  man, 
and  on  his  housekeeper’s  husband,  who  had  com- 
plained of  a severe  headache.  He  also  used  the 
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concoction  for  the  setting  of  a fractured  arm  in  a 
boy  and  for  the  amputation  of  a leg  at  the  local 
military  barracks. 

After  its  use  was  reported  by  Sir  James  Simp- 
son, Guthrie  wrote  to  his  daughter  (February  1, 
1848),  “I  could  have  made  a fortune  if  I had  gone 
to  New  York  as  I was  urged  last  fall,  by  making- 
sweet  whiskey. . . .You  see  it  called  chloroform, 
and  the  newspapers  are  beginning  to  give  me 
credit  of  discovering  it.  . . .This  is  likely  to  prove 
the  grandest  discovery  in  medicine  the  world  ever 
saw.  By  Breathing  it  a few  seconds  the  person 
falls  apparently  into  a sweet  sleep . . .when 
breasts,  legs,  and  arms  may  be  cut  away,  painful 
labors  ended,  and  all  without  pain  or  injury.  . .”8 
But  Guthrie  died  on  October  19  of  that  same  year, 
at  the  age  of  sixty-six. 

Finally,  there  is  the  story  of  another  student  of 
chemistry,  a story  which  again  was  not  recorded 
until  many  years  afterward.  In  1839  this  stu- 
dent, William  E.  Clarke  of  Rochester,  was  in  the 
habit  of  entertaining  his  friends  with  “ether 
frolics.”  He  apparently  continued  this  practice 
while  attending  the  Berkshire  Medical  College. 
With  this  experience,  after  returning  to  Rochester 
in  January,  1842,  Clarke  administered  ether  from 
a towel  to  a young  woman  named  Hobbie.  One 
of  her  teeth  was  then  extracted  by  a dentist 
named  Elijah  Pope.9 

It  is  worthwhile  to  consider  why  the  suggestion 
of  Davy  and  the  subsequent  related  events  in 
New  York  State  did  not  hasten  the  advent  of 
surgical  anesthesia.  Cartwright  would  have  us 
believe  that  in  England,  at  any  rate,  this  same 
inertia  was  due  to  the  callousness  and  brutality  of 
that  period  in  history.10  What  mattered  was  not 
the  degree  of  pain  inflicted  but  the  fortitude  with 
which  it  could  be  borne.  Perhaps  that  was  so  in 
England,  but  we  do  not  believe  that  that  was  the 
case  here.  Rather  it  was  due  to  a multiplicity  of 
other  problems,  such  as  plagues  and  epidemics  of 
yellow  fever,  brain  fever,  and  the  like.  Also,  the 
public  was  suspicious,  the  press  critical,  and  the 
medical  world  distrustful  of  any  new  drugs. 
For  example,  in  a listing  of  doctors  practicing  in 
New  York  City  around  1800,  the  following  item 
is  found:  “Anderson,  Alexander ...  son  of  a 

Scotchman ...  He  lost  all  his  family  by  the 
yellow  fever  epidemic  of  1798,  which  destroyed 
2,036  persons.  He  was  himself  attacked  by  the 
disease  while  in  attendance  upon  the  physician 
with  whom  he  studied.  . . . Born  April  21,  1775, 
died  January  17,  1870.”11 


Fig.  2.  Horace  Wells.  ( Photo  courtesy  of  the  New 
York  Academy  of  Medicine.) 


At  the  time  of  Davy’s  discovery,  New  York 
was  bewailing  its  loss  as  the  seat  of  the  federal 
government.  Washington  had  just  died.  Medi- 
cine was  practiced  according  to  the  methods  of 
Galen,  that  is,  by  theory  rather  than  investiga- 
tion. The  learned  physicians  gave  conclusions, 
not  facts.  There  were  no  laboratories  for  chemi- 
cal and  physiologic  exploration.  Any  observa- 
tions made  were  either  kept  in  their  heads  or,  if 
written  in  text  form,  were  usually  sent  abroad  for 
publication.  It  was  the  age  of  medicine  where 
the  type  of  treatment  for  so-called  brain  fever 
(meningitis)  was  confidently  claimed  to  be 
calomel. 

In  the  midst  of  a struggle  to  cope  with  these 
epidemics,  one  would  be  considered  less  than  am- 
bitious were  he  to  spend  his  time  considering  the 
prevention  of  pain  in  a single  individual  under- 
going surgery.  The  facts  above  Show  that  from 
time  to  time  the  world  was  in  possession  of  anes- 
thetic agents,  capable  of  producing  complete  in- 
sensibility and  occasionally  actually  being  em- 
ployed in  surgical  operations.  Each  account  was 
a real  suspense  story,  but  no  one  was  endowed 
with  an  imagination  equal  to  the  theme.  . No  one 
seemed  to  foresee  the  advantages  which  could 
accrue  by  planned  and  skillful  re-creation  of  these 
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I Fig.  3.  William  T.  G.  Morton.  ( Photo  courtesy  of  the 
New  York  Academy  of  Medicine.) 

I experiences. 

Bigelow12  felt  that  other  reasons  may  have  been 
responsible  for  the  lack  of  exploitation  of  these 
! problems.  The  anesthetic  agent  could  not  be 
| relied  on  to  affect  everyone,  it  was  often  insuffi- 
I cient,  and  sometimes  it  was  dangerous.  And  one 
i must  remember  that  another  reason  for  not  pur- 
suing the  quest  for  pain  relief  was  the  religious 
belief  that  “the  Almighty  wanted  them  to  suffer.” 
And  so  it  remained  for  two  nonphysicians  to  re- 
solve this  situation.  Two  men  who  were  not  im- 
plicated in  the  medical  problems  of  that  day,  the 
dentists,  Drs.  Horace  Wells  (Fig.  2)  of  Hartford, 
Connecticut,  and  William  T.  G.  Morton  (Fig.  3) 
of  Boston.  Wells  introduced  nitrous  oxide  on 
December  11,  1844,  and  Morton  achieved  anes- 
thesia with  ether  October  16,  1846.  The  original 
reception  was  one  of  skepticism,  suspicion,  and 
in  some  cases  outright  hostility.  The  New  York 
Medical  Journal,  in  January,  1847,  asserted, 
“the  last  special  wonder  has  already  arrived  at  the 
natural  term  of  its  existence.  It  has  descended 
to  the  bottom  of  that  great  abyss  which  has  al- 
ready engulfed  so  many  of  its  predecessor  novel- 
ties, but  which  continues,  alas,  to  gape  until  a 
humbug  yet  more  prime  shall  be  thrown  into 
it.”13  Only  Buffalo,  in  this  area,  joined  in  ac- 


Fig.  4.  Valentine  Mott.  ( Photo  courtesy  of  the 
New  York  Academy  of  Medicine.) 


claiming  the  discovery.  Notwithstanding  the 
doubts  of  “those  sagacious  and  experienced 
philosophers  who  were  not  easy  to  be  deceived,” 
anesthesia  was  taken  up  all  over  the  world. 
Garrison  believes  this  was  largely  due  to  the  high 
character  and  renown  of  such  men  as  J.  C. 
Warren  and  H.  J.  Bigelow  who  endorsed  its 
effectiveness.14 

Probably  one  of  the  reasons  for  the  great  show 
of  dissatisfaction,  and  unwillingness  to  accept  the 
great  discovery  of  ether  anesthesia  as  such,  was 
the  endeavor  by  Morton  to  hide  its  nature  and  the 
attempt  to  patent  it  under  the  name  of  Letheon. 
Another  factor  may  have  been  due  to  W.  Clay 
Wallace  of  New  York  who  first  called  attention  to 
the  explosibility  of  ether-air  mixtures.15  Euro- 
pean acclaim  reversed  the  tide  of  criticism  here, 
and  when  Sir  James  Y.  Simpson  announced  the 
use  of  chloroform  in  November,  1847,  in  England, 
anesthesia  was,  in  the  words  of  Weir  Mitchell,  the 
“death  of  pain.”14 

Less  than  a year  later,  on  October  4,  1848,  we 
find  Valentine  Mott  (Fig.  4)  addressing  the  New 
York  Academy  of  Medicine:  “No  event,”  said 
he,  “has  occurred  in  the  whole  range  of  the  history 
of  surgery,  since  the  discovery  of  the  ligature  by 
Ambrose  Par6,  at  all  comparable  to  the  anes- 
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thetic  influence  of  the  ethers  in  surgical  opera- 
tions. It  not  only  robs  surgery  of  its  greatest 
terrors,  by  suspending  sensibility  and  all  con- 
sciousness of  pain  during  the  performance  of  op- 
erations, but  it  enable  us  to  operate  without  any 
dread  of  any  shock  to  the  nervous  system.”16  In 
reporting  on  two  cases,  he  described  the  technic  of 
inhaling  the  chloroform  from  a handkerchief  and 
the  light  plane  of  anesthesia  in  which  the  patients 
were  kept.  And  finally  he  noted  that,  “he  did 
not  vomit  after  the  operation,  though  while  it 
was  being  performed  he  had  several  turns  of  un- 
loading his  stomach.  He  had  been  permitted  to 
eat,  contrary  to  my  wishes,  a short  time  before  the 
operation  was  performed.”16 

Surgery  had  embarked  on  a new  era,  and  nu- 
merous accounts  of  the  use  of  chloroform  began  to 
appear  in  the  New  York  medical  literature. 
Despite  the  admonition  by  European  authorities 
that  anesthesia  was  contraindicated  in  cases  of 
tracheotomy  “on  account  of  a foreign  body  in  the 
windpipe”  due  to  risk  of  suffocation  by  accumu- 
lated blood,  the  successful  administration  of 
chloroform  in  this  as  in  other  operations  was  re- 
ported.17 W.  H.  Van  Buren  also  reported  the 
first  successful  amputation  at  the  hip  joint  per- 
formed under  chloroform  anesthesia.18  He  was 
loud  in  praise  of  its  value  in  preventing  shock  and 
its  power  of  annihilating  pain  and  the  “terrible 
consciousness  of  mutilation.”  It  was  also  noted 
in  this  case  that  there  was  a prolongation  of  the 
induction  period  because  of  the  patient’s  excessive 
familiarity  with  opium,  similar  to  that  seen  with 
the  habitual  alcoholic. 

J.  T.  Metcalfe  should  be  considered  as  the  first 
physician  anesthetist  in  New  York  if  not  in 
America.  From  our  study  of  the  literature,  he 
was  apparently  used  by  most  of  the  surgeons  like 
Valentine  Mott  and  Van  Buren  who  consistently 
praised  his  skill  in  the  use  of  chloroform.  In  a 
paper  he  presented  at  the  New  York  Academy  of 
Medicine  on  October  5,  1850,  he  demonstrated  a 
knowledge  of  the  fundamentals  of  anesthesiology 
which  were  not  improved  on  until  the  past  dec- 
ade.19 He  also  traced  the  history  of  anesthesia 
in  its  spread  throughout  the  world  and  in  New 
York.  Up  to  the  time  of  the  writing  of  that 
paper  he  had  given  800  administrations  and  also 
recorded  the  authenticated  deaths  due  to  chloro- 
form and  ether  occurring  throughout  the  world. 
He  stressed  the  necessity  of  a good  preoperative 
examination,  the  purity  of  the  chloroform  to  be 
used,  the  condition  of  the  viscera,  and  more  es- 


pecially the  state  of  the  heart.  He  also  pointed 
out  that  one  who  watches  the  performance  of  the 
operation  too  closely  could  not  properly  manage 
the  anesthetic  apparatus.  In  short,  “it  gives  full 
employment  to  one  person  to  attend  to  the  proper 
amount  of  vapor  administered,  the  state  of  res- 
piration and  of  the  pulse,  and  the  general  condi- 
tion of  the  patient.”19 

He  stressed  the  horizontal  position  of  the  pa- 
tient to  allow  the  respiratory  movements  to  be 
performed  more  freely,  the  value  of  an  induction 
room  to  avoid  mental  impressions,  and  an  empty 
stomach.  In  his  technic  of  administration  he 
urged  that  there  be  no  contact  between  the  hand- 
kerchief and  the  face  to  insure  a free  admixture  of 
atmospheric  air  at  each  respiration.  He  de- 
scribed the  effect  of  deep  anesthesia  on  respiration. 
Finally,  he  recounted  a case  of  cardiac  arrest  with 
recovery  in  a patient  he  anesthetized  for  Dr.  J. 
Delafield  of  New  York  City.  Following  the  in- 
cision by  the  surgeon  the  radial  pulse  and  res- 
piration disappeared.  “I  at  once  applied  my  lips 
to  those  of  the  patient,  holding  his  mouth  open 
with  my  right  hand  and  closing  his  nose  with  the 
left,  and  inflated  the  lungs  slowly  and  gently,  so 
as  to  imitate  as  much  as  possible  a natural  in- 
spiration. After  15  to  20  such  inspirations  the 
patient  gave  a feeble  gasp  and  blood  began  to 
spurt  from  the  artery.” 

Metcalfe  was  the  first  (1850)  to  use  the  term 
“tranquilizer”  when  he  noted  this  effect  in  using 
chloroform  to  assist  the  action  of  the  ordinary 
ppiate  in  violent  attacks  of  colic,  when  the  pain 
was  very  severe.  He  likewise  employed  chloro- 
form for  the  agonizing  pains  of  dysmenorrhea  and 
in  the  treatment  of  delirium  tremens. 

Ten  years  after  Valentine  Mott  had  given  the 
first  favorable  report  on  the  advantages  of  the  use 
of  anesthesia,  Peter  Van  Buren  acquainted  the 
Medical  Society  of  the  State  of  New  York  with 
the  progress  in  this  field.  His  article  was  a note- 
worthy essay  on  the  history  of  anesthesia  to  1858, 
embracing  the  chemical  history,  chemical  proper- 
ties, and  use  of  chloroform  in  various  conditions. 
He  wrote,  “Among  the  discoveries  of  the  present 
age,  wonderful  as  they  are  in  variety  and  extent, 
and  beneficient  in  their  results,  nothing,  in  its 
power  to  relieve  human  suffering,  equals  in  im- 
portance that  of  chloroform  and  its  kindred  com- 
pounds.”20 

The  question  naturally  arises  of  why  chloro- 
form was  the  agent  so  favored  in  those  first  ten 
years  of  the  use  of  anesthesia  in  New  York. 
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Could  it  have  been  a nod  of  approbation  to  the 
New  Yorker,  Samuel  Guthrie,  its  discoverer? 
Was  there  a reluctance  to  use  ether  because  of  the 
controversy  over  the  use  of  the  patented  Letheon, 
or  possible  jealousy  that  a rival  state  was  credited 
with  its  origin?  Perhaps  one  or  all  of  those 
reasons  played  a role,  but  it  is  much  more  likely 
that,  as  Van  Buren  stated,  chloroform  was  far 
more  generally  employed  than  ether  because  it 
presented  certain  advantages.  It  produced  a 
rapid  onset  of  anesthesia,  and  it  was  immeasur- 
ably more  pleasant,  less  irritating  to  the  air 
passages,  more  potent,  noninflammable,  and 
simpler  to  administer,  requiring  only  a sponge  or 
handkerchief.  Differences  in  mortality  rates  due 
to  chloroform  in  various  parts  of  the  world  were 
ascribed  to  impurities.  Much  of  the  popularity 
attached  to  the  use  of  chloroform  in  this  country 
was  due  to  two  preparations  regarded  as  chemi- 
cally pure,  one  made  by  Dr.  E.  R.  Squibb  and  one 
by  Cross  and  Young,  both  of  Brooklyn.  In  1853 
Squibb  devised  a method  for  the  large-scale  pro- 
duction of  relatively  pure  ether  for  anesthesia.21 

This  was  true  of  other  anesthetic  drugs.  For 
example,  Orton  of  Binghamton,  New  York,  was 
unable  to  duplicate  the  results  of  John  Snow  of 
London  to  obtain  anesthesia  with  amylene.  Not 
until  he  obtained  a supply  from  Snow  himself  was 
he  able  to  parallel  the  findings.  “This  being  the 
first  case  of  the  successful  administration  of  amy- 
lene in  this  country  (June  26,  1857),  I was  at  once 
convinced  that  the  previous  failures  in  its  use  did 
not  arise  from  a want  of  dexterity  in  the  American 
surgeons  to  administer  it,  but  simply  and  solely 
from  the  fact . . . that  it  was  not  amylene.”22 

For  another  ten  years  anesthesia  progressed  on 
all  fronts,  although  chloroform  continued  to  be 
advocated  in  obstetrics,  all  surgical  conditions  of 
any  magnitude,  spasmodic  and  nervous  condi- 
tions including  tetanus  and  convulsions  of  chil- 
dren, and  in  reduction  of  strangulated  hernia. 
And  so  criticism  ended  as  it  must  when  advances 
proved  its  effectiveness.  However,  this  period 
cannot  be  closed  until  some  of  the  sorrows  and 
tragedies  that  befell  two  of  the  protagonists  in 
this  story  are  voiced  here.  Such  is  the  wheel  of 
fortune  that,  although  the  men  who  introduced 
anesthesia  began  it  elsewhere,  the  wheel  spun 
round  until  it  reached  New  York. 

Horace  Wells,  having  demonstrated  that  ni- 
trous oxide  could  produce  insensibility  to  pain  for 
the  extraction  of  teeth  on  December  11,  1844,  in 
Hartford,  Connecticut,  sought  to  use  it  for  major 


operations  other  than  in  dentistry.  According  to 
Raper,  although  he  was  about  midway  between 
the  two  cities,  he  chose  Boston  rather  than  New 
York  because  he  had  friends  there  and  thus  the 
means  to  interest  a wider  audience.23  The 
Massachusetts  General  Hospital  was  the  obvious 
place  to  obtain  this  audience,  and  through  his 
friends  he  procured  permission  from  John  C. 
Warren.  Unfortunately  his  demonstration  was 
not  well  received,  due  to  the  misinterpretation  by 
the  assembled  group.  Wells  now  found  it  im- 
possible to  introduce  its  use  in  general  surgery 
because  of  ignorance  of  its  physiologic  effects.  It 
was  believed  that  any  agent  powerful  enough  to 
produce  so  profound  a sleep  as  to  permit  extrac- 
tion of  a tooth  or  the  amputation  of  a limb  with- 
out the  patient’s  knowing  it  or  suffering  any  pain 
was  a sleep  too  close  to  Lethe.  The  thought  of 
death  was  associated  with  the  use  of  any  anes- 
thetic drug  and  prevented  its  use  at  that  early 
date.  In  addition,  not  very  many  felt  safe  in 
administering  it. 

Broken  in  spirit  and  health,  Wells  went  abroad 
to  Paris.  By  the  time  he  returned  in  1847  he 
found  that  even  dentists  in  Hartford  had  stopped 
using  nitrous  oxide  because  they  had  meanwhile 
successfully  used  ether,  and  most  physicians  and 
dentists  found  this  agent  easier  to  handle.  He 
now  moved  to  New  York  where  he  opened  an 
office  at  120  Chambers  Street.  The  New  York 
Herald  of  January  17,  1848,  carried  his  advertise- 
ment as  a surgeon-dentist,  known  as  the  dis- 
coverer of  “ether  and  various  stimulating  gases 
in  annulling  pain,”  and  who  was  now  in  this  city 
to  attend  those  who  might  require  his  personal 
services.24  He  again  tried  to  demonstrate  the  use 
of  nitrous  oxide  at  New  York  Hospital  but  as  be- 
fore fell  short  of  success.  This  was  due  to  the 
cumbersome  apparatus  he  used  plus  the  fact  that 
without  the  addition  of  oxygen  it  was  unpre- 
dictable. The  admixture  of  these  two  gases  was 
not  to  be  advocated  for  another  twenty  years. 

Wells,  living  alone,  spent  many  bitter  and 
lonely  hours.  He  evidently  sought  surcease  by 
the  inhalation  of  chloroform  vapor.  Early  pio- 
neers in  anesthesia  still  recount  certain  habits 
bordering  on  addiction  resulting  from  frequent 
inhalation  of  nitrous  oxide.  It  is  possible  that 
Wells  had  shown  such  addiction  tendencies  be- 
cause of  his  association  with  the  gas,  and  during 
his  period  in  New  York  he  turned  to  chloroform 
because  of  its  simplicity  in  application.  Con- 
flicting stories  have  been  written  as  to  the  event 
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which  led  to  his  untimely  end.  Wells  was 
apparently  under  the  influence  of  chloroform 
while  strolling  on  lower  Broadway  on  the  evening 
of  January  21,  1848.  In  this  agitated  condition, 
either  accosted  by  or  accosting  a young  lady,  he 
was  accused  of  throwing  acid  at  her.  The 
New  York  Evening  Post  of  January  22,  1848,  re- 
ported the  incident  as  follows: 

“Diabolical  Outrage — A man  who  called  him- 
self John  Smith,  but  whose  name  is  supposed  to  be 
Horace  Wells,  residing  in  Chambers  Street,  was 
arrested  last  evening  by  Officer  George  Beard,  and 
taken  to  the  police  on  a charge  of  throwing  oil  of 
vitriol  on  a girl  in  Broadway.” 

Thrown  ignominiously  into  Tombs  Prison,  he 
brooded  for  two  days,  and  then  the  same  news- 
paper reported  on  Tuesday  evening,  January  25, 
1848: 

“Melancholy  Suicide — Dr.  Horace  Wells,  who 
was  arrested  last  Friday,  under  circumstances 
which  are  fully  explained  in  the  following  letter, 
and  with  apparent  truthfulness,  committed  sui- 
cide on  Sunday  night  last,  in  his  cell  at  the  Tombs. 
By  his  side  were  found,  on  his  bed,  an  empty  vial 
labelled  “Chloroform,”  the  contents  of  which  he 
had  doubtless  taken,  preparatory  to  taking  life. 
A penknife  and  a razor  were  also  on  the  bed ; with 
the  latter  he  had  lacerated  the  flesh  of  the  left 
thigh  quite  to  the  bone,  severing  the  femoral  ar- 
tery. The  verdict  of  the  coroner’s  jury,  held 
yesterday,  was  that  the  deceased  committed  the 
act  during  mental  aberration.  In  one  corner  of 
his  cell  were  found  his  watch  and  the  following 
letters.” 

One  of  the  letters  was  to  a newspaper  explaining 
the  events  which  led  up  to  the  catastrophe,  an- 
other to  his  solicitor,  and  a short  note  to  his  wife 
as  follows:  “To  my  Dear  Wife:  I feel  that  I am 
fast  becoming  a deranged  man,  or  I would  desist 
from  this  act.  I cannot  live  and  keep  my  reason, 
and  on  this  account  God  will  forgive  the  deed. 
I can  say  no  more.  Farewell.  H.”25  And  so  on 
January  24,  1848,  at  the  age  of  thirty-three,  the 
life  of  one  of  the  greatest  contributors  to  the  end 
of  pain  under  surgery  ended  itself  in  tragedy. 

The  story  of  William  T.  G.  Morton,  too,  be- 
gan with  great  promise,  greater  even  than  that  of 
Wells  perhaps,  because  he  was  a better  business 
man.  His  demonstration,  in  the  same  setting 
that  Wells  had  used,  but  this  time  with  ether,  on 
October  16,  1846,  was  the  shot  heard  round  the 
world.  The  use  of  anesthesia  developed  rapidly 
in  all  the  capitals  of  the  world  from  this  moment 


on.  But  Morton  was  subject  to  human  frailties. 
He,  in  conjunction  with  his  preceptor,  Charles  T. 
Jackson,  attempted  to  get  a patent  on  his  dis- 
covery under  the  name  of  Letheon.  This  act  was 
one  of  the  reasons  for  the  popularity  of  chloro- 
form over  ether,  particularly  in  New  York. 
A patent  having  been  granted  on  November  12, 
1846,  a great  many  physicians  were  afraid  he 
might  bring  suit  were  they  to  use  ether. 

Finally  in  1862  Morton  did  file  a suit  against 
the  New  York  Eye  Infirmary.  The  result  was 
calamitous  to  Morton,  since  the  court  stated  that 
the  patent  office  had  erred  in  granting  it.26 
Morton  received  an  even  greater  disappointment 
over  the  row  in  Congress  regarding  an  honorarium 
to  him  as  the  original  and  true  discoverer  of  anes- 
thesia. Jackson  fought  him  bitterly  for  the  title, 
as  did  friends  of  Horace  Wells  and  of  Crawford 
Long  of  Georgia.  Following  a biting  attack  on 
him  in  a publication  which  favored  Jackson  as  the 
discoverer  of  anesthesia,  he  personally  visited 
New  York  in  July,  1868,  to  defend  himself. 

Unfortunately  the  period  of  his  visit  was 
marked  by  a severe  heat  wave,  and  this  together 
with  fatigue,  anxiety,  and  sleepless  nights  brought 
on  a state  of  nervous  prostration,  which  in  all 
probability  was  a heat  stroke.  On  July  15,  1868, 
Drs.  Lewis  A.  Sayre  and  Yale  were  summoned  to 
treat  him  at  the  Riverside  Hotel.  They  con- 
sidered his  condition  critical  and  put  him  in  the 
hands  of  a trained  nurse  and  ordered  leeches  to 
his  temple,  cups  on  the  spine,  and  ice  to  his  head. 
As  soon  as  the  physicians  had  departed,  he  or- 
dered his  buggy  to  be  sent  around  to  the  hotel, 
saying  he  knew  he  would  be  well  soon  if  he  could 
get  out  of  the  hot  city.  He  drove  furiously  up 
Fifth  Avenue  and  through  Central  Park. 

As  with  the  story  of  Wells  there  are  conflicting 
accounts  of  what  transpired.  Fortunately  L.  W. 
Nevius  obtained  his  information  directly  from 
Mrs.  Morton,  the  widow,  and  we  are  thus  in- 
debted to  him.27  She  stated  that  she  was  alone 
with  her  husband  when  he  drove  up  Fifth  Avenue 
and  through  Central  Park  and  that  Morton  drove 
the  buggy  at  a dangerous  rate  of  speed.  Not 
thinking  there  was  anything  seriously  wrong  with 
him,  she  did  not  object  to  his  getting  out  of  the 
buggy  in  the  park,  nor  did  she  at  once  follow  him 
as  he  walked  away  from  the  carriage.  When  she 
did  follow  him  later,  she  found  him  at  the  edge  of 
the  lake,  bathing  his  head. 

She  persuaded  him  to  again  get  into  his  buggy, 
and  at  the  north  end  of  the  Park,  Morton  again 
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alighted.  He  sat  down  on  the  grass  with  his  back 
against  a tree  and  soon  lapsed  into  unconscious- 
ness. A Park  policeman  was  called,  who  ordered 
an  ambulance  from  St.  Luke’s  Hospital.  Mor- 
ton, however,  died  before  reaching  the  hospital.28 
And  so  on  July  15,  1868,  at  the  age  of  forty-nine, 
another  of  the  great  original  contributors  came  to 
an  unhappy  end. 

One  more  local  description  is  indicated  here  be- 
fore bringing  to  a close  this  era  of  the  history  of 
anesthesia  in  New  York,  that  of  “Professor” 
Gardner  Q.  Colton.  In  1843,  at  the  age  of 
twenty-nine,  he  came  to  New  York  to  study  medi- 
cine with  Dr.  Willard  Parker.  He  soon  gave  up 
this  idea  and  turned  his  attention  to  lecturing  on 
chemistry  and  natural  philosophy.  Like  a pre- 
vious lecturer  before  him,  Dr.  Stockman,  he 
toured  the  cities,  lecturing  and  demonstrating  the 
effects  of  nitrous  oxide.  It  was  at  one  of  these 
popular  lectures  in  Hartford  that  Wells  first  made 
this  discovery  of  the  insensibility  to  pain  under 
its  administration. 

So  far  as  can  be  ascertained,  Colton  continued 
this  highly  lucrative  practice  of  lecture  tours  on 
nitrous  oxide,  after  helping  Wells,  without  any 
practical  effort  to  use  the  gas  as  an  anesthetic. 
In  his  description  of  the  gas  for  its  amusement 
value  he  did  relate  how  Dr.  Horace  Wells  had  dis- 
covered its  anesthetic  effects.  Those  of  the  pub- 
lic who  might  be  interested  in  using  it  as  an  anes- 
thetic were  afraid  to  do  so  because  of  the  ridicule 
of  Wells  in  Boston.  The  later  claims  of  Jackson 
and  others  that  nitrous  oxide  could  not  be  classi- 
fied as  an  anesthetic  also  inhibited  physicians  and 
dentists  from  attempting  to  use  it. 

Colton  finally  did  succeed  in  getting  dentists  to 
allow  him  to  give  nitrous  oxide  for  extraction,  and 
in  Hartford  over  3,000  teeth  were  extracted  under 
this  gas  during  a three- week  period.  Elated  over 
this  success  and  now  thoroughly  convinced  that 
nitrous  oxide  was  a safe  anesthetic  and  that  ex- 
tracting teeth  without  pain  could  be  made  a pay- 
ing business  in  a large  city,  he  abandoned  his  lec- 
ture tours.  He  opened  an  office  in  New  York 
City  devoted  exclusively  to  the  extraction  of 
teeth  without  pain  by  the  use  of  “laughing  gas.” 
It  was  called  the  Colton  Dental  Association  and 
was  so  successful  that  he  soon  opened  branch 
offices  in  other  large  cities.  His  fame  and  fortune 
were  made.  It  compelled  Nevius  to  write,  “To 
Gardner  Q.  Colton  of  New  York  belongs  the 
honor  of  having  revived  and  brought  into  practi- 
cal use  nitrous  oxide  as  a safe  and  reliable  anes- 


thetic after  it  had  been  pronounced  a humbug  and 
abandoned  for  a period  of  fifteen  years.”29 

Anesthesia  was  now  an  accepted  means  of  pro- 
ducing insensibility  to  pain  during  surgical  opera- 
tions. Surgeons  everywhere  were  more  liberal  in 
their  attitude.  The  inhalation  of  ether  and  ni- 
trous oxide  for  frolics  and  amusement  was  at  an 
end.  Advertisements  in  the  local  newspapers 
called  attention  to  these  drugs  for  the  purpose  of 
“painless  surgerj^.”  In  New  York  as  in  other 
cities  the  tide  swung  away  from  chloroform. 
During  the  years  from  1860  to  1880,  as  records  of 
accidents  and  deaths  from  the  use  of  chloroform 
piled  up,  surgeons  began  to  discard  it  for  ether. 
Improved  methods  for  administering  ether  were 
worked  out,  including  methods  of  preliminary  in- 
duction with  nitrous  oxide.  Virchow’s  studies 
in  the  postmortem  room  produced  evidence  that 
deaths  in  the  operating  room  may  occur  during 
anesthesia  but  not  from  it.  A case  was  reported 
of  death  under  anesthesia  in  a patient  suffering 
from  a fracture  of  the  upper  end  of  the  shaft  of  the 
femur.  The  postmortem  examination  disclosed 
the  cause  of  death  as  fatty  embolism  of  the 
lungs.30  Ether  was  found  to  be  a useful  agent  in 
suspected  malingerers  in  the  Army  with  “lost 
voices.”  When  all  else  failed,  the  suspect  was 
given  enough  ether  to  set  him  talking.31  John  C. 
Dalton,  who  had  been  one  of  the  witnesses  to 
Morton’s  ether  demonstration,  advocated  the  use 
of  anesthesia  in  studying  physiology  in  living 
animals.  This  aroused  the  opposition  of  the  vivi- 
sectionists  in  New  York,  and  he  countered  with  a 
vigorous  defense  of  the  experimental  method  in 
medical  science.32 

Then,  suddenly,  an  event  was  recorded  in  an- 
other land,  and  the  anesthesia  world  was  again  on 
fire.  On  September  15,  1884,  Karl  Koller,  a 
young  intern  in  ophthalmology  in  a Vienna  hos- 
pital, conclusively  demonstrated  the  anesthetic 
properties  of  cocaine  in  its  topical  applications  to 
surgery  of  the  eye.33  Within  a month  Henry  D. 
Noyes,  one  of  the  delegates  to  the  Heidelberg 
Congress  where  the  paper  had  been  presented,  re- 
turned to  New  York,  and  his  account  was  pub- 
lished in  the  New  York  Medical  Record ,34  This 
was  the  first  news  of  Roller’s  work  to  reach  the 
medical  profession  here.  One  of  the  first  physi- 
cians in  this  country  to  realize  the  limitless  vistas 
in  surgery  that  would  be  opened  to  them  was 
William  Stewart  Halsted  (Fig.  5). 

In  1884  Halsted  was  at  the  height  of  his  New 
York  career;  a young  and  brilliant  surgeon,  an 
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Fig.  5.  William  Stewart  Halsted.  ( Photo  courtesy  of 
the  New  York  Academy  of  Medicine.) 

untiring  worker,  an  ever-ready  teacher,  and  an 
unsparing  Spartan.  He  at  once  sent  for  a large 
supply  of  cocaine.  Many  years  later  he  wrote  a 
letter  to  Rudolph  Matas,  in  which  he  disclosed 
how  quickly  and  energetically  he  had  reacted  to 
the  news  of  Roller’s  discovery.  “Within  a week,” 
he  wrote,  “or  two  at  most,  of  the  arrival  of 
Roller’s  first  paper  announcing  the  effect  of  co- 
caine on  the  conjunctiva  and  cornea,  we  began 
active  experimentation  with  this  drug,  hoping 
that  it  might  prove  of  use  in  general  surgery.”35 
At  that  period  he  was  chief  of  the  outdoor  clinic 
of  Roosevelt  Hospital.  He  was  also  visiting  sur- 
geon to  the  Bellevue  and  Presbyterian  Hospitals, 
all  in  New  York  City.  His  two  close  associates 
were  Richard  Hall,  his  first  assistant,  and  Frank 
Hartley,  his  second  assistant.  This  trio  plunged 
into  a series  of  experiments  on  themselves,  on 
some  of  their  surgical  colleagues,  and  on  precep- 
tor students  to  ascertain  the  anesthetic  effect  of 
the  cocaine  drug.  They  determined  the  effect 
on  their  mucous  membranes  by  insufflation  and 
on  the  peripheral  nerves  by  injection.  In  the 
few  short  weeks  in  which  the  supply  lasted, 
Halsted  was  the  first  to  recognize  the  principle  of 
regional  anesthesia  by  nerve  blocking,  to  demon- 
strate the  practical  value  in  producing  anesthesia 


(by  brachial  plexus  block  and  posterior  tibial 
block)  for  certain  extremity  surgery,  to  demon- 
strate the  value  of  intracutaneous  infiltration 
over  hypodermic  injection  to  obtain  anesthesia  of 
the  skin,  and  the  first  to  prove  that  one  could 
obtain  anesthesia  of  the  skin,  and  the  first  to 
prove  that  one  could  reduce  the  toxicity  of  co- 
caine by  using  greatly  diluted  solutions  of  the 
drug. 

The  first  deliberate  use  of  cocaine  by  intra- 
neural  injection  for  surgical  anesthesia  was  per- 
formed by  Halsted  and  Hall  early  in  November, 

1884.  After  injecting  the  supraorbital  nerve  at 
the  supraorbital  notch,  Halsted  painlessly  re- 
moved a lipoma  in  this  region.36  Among  other 
operations  performed  during  the  winter  of  1884- 

1885,  Halsted  had  freed  the  cords  and  nerves  of 
the  brachial  plexus  in  a cicatricial  mass  after  in- 
jecting the  roots  of  the  plexus  in  the  neck.  This 
operation  is  worthy  of  record  because  it  was  per- 
formed in  the  large  tent  he  had  set  up  on  the 
grounds  of  Bellevue  Hospital  “having  found  it 
impossible  to  carry  out  antiseptic  precautions  in 
the  general  amphitheatre  at  Bellevue,  where 
numerous  anti-Lister  surgeons  dominated  and 
predominated.”37 

On  April  30,  1885,  Charles  F.  Stillman  reported 
to  the  New  York  Orthopaedic  Society  on  a case  of 
congenital  talipes,  which  he  had  operated  on  fol- 
lowing surgical  anesthesia  produced  by  Halsted 
injecting  the  post-tibial  nerve  at  the  ankle.  In 
reporting  this  case  Stillman  noted,  that  “Though 
the  honor  of  the  discovery  of  cocaine  as  a local 
anesthetic  belongs  to  Germany,  yet  to  this  coun- 
try and  to  New  York  City  is  due  the  credit  of 
demonstrating  that  perfect  anesthesia  could  be 
obtained  by  injecting  the  trunk  of  the  nerve  that 
supplied  the  part  affected.”38 

Then  suddenly,  as  Halsted  was  preparing  a 
paper  on  the  use  and  abuse  of  cocaine,  disaster 
struck  again  at  pioneers  of  anesthesia.  Halsted 
and  his  associates  in  taking  the  drug  noted  that 
their  capacity  for  protracted  effort  was  amazingly 
increased,  that  they  had  no  need  for  food  or  sleep, 
and  that  they  seemed  to  have  eliminated  fatigue. 
With  increased  use  came  cumulative  demand. 
Finally,  when  the  supply  was  exhausted,  came  the 
then  unknown  but  inevitable  signs  of  drug  with- 
drawal. They  had  unwittingly  succumbed  to  the 
addiction  properties  of  the  very  drug  they  had  so 
industriously  investigated  by  experimenting  on 
themselves.  They  had  been  unaware  of  the 
treacherous  enslaving  potentiality  of  cocaine. 
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Halsted  and  three  of  his  associates  just  fell  apart. 
Attempts  at  treatment  with  alcohol  and  sedatives 
proved  unavailing. 

The  brilliant  career  of  Halsted  would  have  been 
destroyed  had  not  fate  stepped  in,  in  the  person 
of  William  Welch,  then  the  pathologist  at  Belle- 
vue Hospital.  A devoted  friend  and  admirer  of 
Halsted,  he  quickly  realized  the  urgency  of  the 
situation.  The  story  of  what  he  did  for  his 
friend  has  not  been  published,  but  Whipple 
in  1952  recorded  at  the  centenary  celebration  of 
Halsted’s  birth  some  of  the  story  told  him  by 
George  Woolsey  who  had  been  associated  with 
Halsted  during  that  momentous  period.  Wrote 
Whipple:  “Dr.  George  Woolsey,  some  two  years 
before  he  died,  told  me  that  Dr.  Welch  hired  a 
schooner  and  with  three  trusted  sailors  sailed  with 
Dr.  Halsted  to  the  Windward  Islands  and  back. 
This  was  as  great  an  example  of  Jonathan-David 
devotion  as  I have  ever  known.  What  a tragic 
experience  it  must  have  been  for  both  of  them!”39 

Of  those  associated  with  him  who  had  suc- 
cumbed to  the  drug,  Halsted  was  the  only  one 
who  succeeded  in  overcoming  the  addiction.  His 
rehabilitation  was  accomplished  through  his  own 
superhuman  strength,  determination,  and  the  de- 
votion of  Welch.  Within  two  years  he  had  re- 
established himself  at  Johns  Hopkins  and  em- 
barked on  a career  of  even  greater  achievement. 
Richard  Hall,  his  first  assistant  in  New  York 
and  close  friend,  never  recovered.  He  went  to 
California  where  he  died  in  1900,  ending  pre- 
maturely a brilliant  career  of  great  promise.  The 
others  faded  into  obscurity.  In  the  meantime, 
what  had  been  true  of  the  inhalation  agents  was 
now  repeated  with  cocaine.  The  new  method  of 
anesthesia  was  introduced  in  every  country  with 
new  ideas  and  method  and  safer  substitutes. 

Meanwhile,  independent  of  Halsted,  J.  Leon- 
ard Corning  (Fig.  6)  in  New  York  City  was 
working  on  the  problem  of  anesthesia  from  the 
neurologist’s  viewpoint.  He  first  showed  that 
the  action  of  cocaine  could  be  indefinitely  pro- 
longed by  arresting  the  circulation  in  the  anes- 
thetized area.40  He  followed  this  work  with  the 
first  description  of  how  he  injected  cocaine  between 
the  spinous  processes  of  the  lower  dorsal  vertebrae 
in  a dog  and  then  in  a human  being  with  “spinal 
weakness.”  He  felt  this  technic  possessed  the 
merit  of  novelty  and  wrote : “Whether  the  method 
will  ever  find  an  application  as  a substitute 
for  etherization,  further  experiences  alone  can 
show.  Be  the  destiny  of  observation  what  it 


Fig.  6.  J.  Leonard  Corning.  ( Photo  courtesy  of  the 
New  York  Academy  of  Medicine.) 


may,  it  has  seemed  to  me,  on  the  whole,  worth  re- 
cording.”41 He  evidently  was  encouraged  by  his 
results,  for  he  continued  his  work  and  in  1888  re- 
ported on  several  cases.42  He  likewise  was  the 
author  of  the  first  text  on  local  anesthesia.43 
Roller,  the  man  who  first  reported  on  the  effec- 
tiveness of  cocaine  as  an  anesthetic  agent,  re- 
mained in  the  background,  reticent,  reserved,  and 
unimpressed  by  his  discovery.  In  May,  1888, 
he  came  to  New  York  to  practice  as  an  ophthal- 
mic surgeon,  serving  on  the  staffs  of  Mt.  Sinai 
and  Montefiore  Hospitals.  His  usual  custom  was 
to  rise  early,  walk  to  his  office  by  7 o’clock,  and 
return  to  his  home  on  foot  afterwards.  He  never 
considered  the  idea  of  writing  of  his  “moments”  as 
the  discoverer  of  anesthesia. 

Anesthesia  began  the  twentieth  century  in  New 
York  with  the  knowledge  of  great  gains  accruing 
during  the  previous  hundred  years.  E.  R.  Squibb, 
to  whom  was  entrusted  the  supplement  on  Materia 
Medica,  Pharmacy,  and  Therapeutics  of  the 
first  New  York  State  Journal  of  Medicine, 
made  some  notations  under  anesthesia.  The 
first  was  that  anesthesia  had  rather  increased  as  a 
topic  for  discussion.  Second,  he  listed  a very 
valuable  and  interesting  symposium  which  had 
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Fig.  7.  James  T.  Gwathmey.  ( Photo  courtesy  of  the 
Wood  Library-Museum.) 


taken  place  at  a meeting  of  the  New  York  County 
Medical  Association  on  February  19,  1901:  (1) 
Selections  of  Anesthetic  in  Surgery — John  A. 
Wyeth,  (2)  The  amount  of  the  Anesthetic — 
Thomas  L.  Bennett,  (3)  Nitrous  Oxide  and  Its 
Modifications  in  Prolonged  Surgical  Operations — 
S.  Ormond  Goldan,  and  (4)  Experience  with 
Ether  Chloride  in  General  Anesthesia — James  A. 
Tuttle.  Third,  he  stated  that  the  administration 
of  ether  has  apparently  either  displaced  or  is 
being  used  in  equal  amounts  to  chloroform  in 
many  quarters.  Finally,  he  said  that  another 
new  inhaler  had  recently  been  offered  to  the  pro- 
fession by  George  ft.  Fowler  of  Brooklyn.44 

A pressing  article  by  Crothers  pointed  out  the 
dangers  of  cocaine  addiction  and  the  ease  with 
which  the  drug  could  be  obtained  with  or  without 
prescription.45  He  charged  that  some  lawyers, 
clergymen,  political  speakers,  and  lecturers  took 
cocaine  before  appearing  in  public,  which  resulted 
in  heightened  volubility  but  not  on  their  an- 
nounced topic.  He  made  a plea  for  the  enact- 
ment of  a law  to  restrict  its  sale  except  for  le- 
gitimate use.  S.  Ormond  Goldan  proposed  a 
spinal  anesthetic  record,  although  he  did  not  be- 
lieve that  this  form  of  anesthesia  would  displace 
the  other  methods:  “From  much  experience  in 


Fig.  8.  Adolph  F.  Erdmann.  ( Photo  courtesy  of  the 
Wood  Library-Museum.) 


the  administration  of  these  agents  I find  that 
superior  results  do  not  lie  in  the  use  of  any  single 
anesthetic  agent  and  method  to  the  exclusion  of 
others  but  in  their  proper  selection  to  the  case  in 
hand.  Thus,  the  operator  has  come  to  place  him- 
self largely  in  the  hands  of  the  skilled  anesthetist, 
realizing  that  the  best  interests  of  the  patient  are 
served  by  permitting  him  to  use  his  own  discre- 
tion.”46  Note  that  there  is  appearing  a delinea- 
tion between  the  surgeon  who  occasionally  la- 
bored in  anesthesia  and  the  specialist. 

One  of  the  early  specialists  in  anesthesia  in 
New  York  was  James  T.  Gwathmey  (Fig.  7), 
physician,  anesthetist,  scientist,  organizer,  and 
athlete.  On  October  7,  1904,  before  the  Surgical 
Section  of  the  New  York  Academy  of  Medicine, 
he  anesthetized  three  cats  under  chloroform  and 
air,  ether  and  air,  and  chloroform  and  oxygen. 
He  demonstrated  that  oxygen  increased  the  value 
of  all  anesthetics,  as  regards  life,  without  de- 
creasing their  anesthetic  effect.47  And  did  he 
not  foretell  the  future  of  anesthesia  when  he 
wrote,  “There  is  no  branch  of  medicine  in  which 
so  many  of  us  are  so  vitally  interested,  and  at  the 
same  time  in  which  so  little  progress  has  been 
made.  We  are  almost  as  far  from  the  ideal  anes- 
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Fig.  9.  Formation  of  the  American  Society  of  Anes- 
thesiologists. 

thetic  today  as  when  anesthetics  were  first  dis- 
covered. It  is  true  that  the  general  principles  of 
anesthetics  are  well  known,  but  this  knowledge 
is  usually  acquired  after  an  experience  that  is  al- 
ways painful  to  recall.  The  subject  is  neglected 
in  the  majority  of  medical  colleges,  because,  as  a 
rule,  it  is  assigned  to  some  professor  who  has  but  a 
poor  working  knowledge  of  anesthetics  and  who 
takes  this  as  a side  issue.”48  Gwathmey  was  peri- 
patetic along  the  highway  of  anesthesia.  He 
ranged  far  and  wide  in  every  phase  and  type  of 
anesthesia  in  over  forty  years  of  activity,  from  the 
rationale  for  the  use  of  oxygen  with  anesthetic 
agents  described  above,  to  the  successful  rectal 
rectal  administration  of  an  ether-oil  mixture  for 
general  anesthesia  in  1913, 49  especially  for  the  re- 
lief of  pain  in  childbirth,50  to  his  contributions  in 
the  construction  of  anesthetic  machines,  including 
a sightfeed  apparatus  which  enabled  the  anes- 
thetist to  regulate  the  proportions  of  gases  very 
carefully,  an  innovation  which  was  copied  the 
world  over,51  to  the  publication  of  his  book  on 
anesthesia,  the  first  active  textbook  in  anesthesia 
in  this  country,  in  1914  with  subsequent  revisions, 
to  his  organizing  ability  as  president  of  the  New 
York  Society  of  Anesthetists  in  1912  and  of  the 
American  Association  of  Anesthetists  in  1913, 
and  finally  to  the  patriotic  citizen,  as  chief  anes- 
thetist of  the  European  Theater  in  World  War  I, 
when  he  succeeded  in  obtaining  approval  for  gas- 
oxygen-ether  machines  as  required  equipment  for 
the  American  Expeditionary  Forces.62  Gwath- 
mey also  believed  in  physical  fitness,  and  until 


TABLE  I. — List  of  the  23  Members  of  the  Long  Island 
Society  of  Anesthetists  (1905-1911) 


A.  F.  Erdmann* 

L.  D.  Broughton 

H.  A.  Sanders 

H.  T.  Hotchkiss 

L.  Stock* 

D.  S.  Macnaughton 

R.  0.  Brockway* 

F.  Schroeder,  Jr. 

G.  L.  Buist* 

C.  H.  Watson 

A.  H.  Longstreet* 

Alfred  Bornmann 

H.  F.  McChesney* 

J.  D.  Kruskal 

G.  F.  Sammis* 

E.  S.  Stone 

G.  W.  Tong* 

T.  D.  Buchanan 

James  Watt 

J.  E.  Lumbard 

W.  E.  Woolsey 
Emeline  C.  Schirmer 

Jas.  T.  Gwathmey 

* Original  Founders  Group. 


about  a year  before  he  died  would  jog  two  miles 
every  day  on  the  New  York  Athletic  Club  track. 
He  was  a member  of  the  “Huckleberry  Indians,” 
a group  who  swam  each  New  Year’s  Day  in  Long 
Island  Sound.  He  also  found  time  to  write  a book 
on  tumbling.53 

Now  the  moment  was  at  hand  for  those 
specialists  in  anesthesia  to  get  together  and  form 
an  anesthesiology  society.  The  Long  Island 
Society  of  Anesthetists  was  founded  on  October 
6,  1905,  when  a group  of  nine  physicians  met  in 
Brooklyn  at  the  invitation  of  Adolph  F.  Erdmann 
(Fig.  8).  In  1911  the  name  was  changed  to  the 
New  York  Society  of  Anesthetists  and  had 
grown  to  23  members.  These  physicians,  as 
listed  in  Table  I,  were  the  first  group  in  New  York 
who  organized  “to  promote  the  art  and  science  of 
anesthetics.”54  This  Society  has  been  meeting 
formally  and  continuously  to  the  present  day, 
changing  only  its  name.  Today  it  is  called  the 
American  Society  of  Anesthesiologists  (Fig.  9). 
While  still  a local  State  organization  it  attracted 
members  from  the  neighboring  states  of  New 
Jersey,  Pennsylvania,  Connecticut,  Massachu- 
setts, and  Maryland  and  later  from  other  states. 
The  Society  held  frequent  clinical  meetings  at  the 
various  hospitals  in  metropolitan  New  York  and 
conducted  its  scientific  sessions  on  new  anesthetic 
equipment  and  methods  of  administration  of  the 
agents  then  employed. 

It  was  a time  when  everyone  tried  to  make  im- 
provement on  existing  equipment,  whether  it  be  a 
stopcock  to  provide  varying  percentage  mixtures 
of  nitrous  oxide  with  oxygen55  or  the  contention 
that  warmed  ether  and  chloroform  were  not  only 
safe  and  more  easily  inspired  but  also  had  less 
after-effect.48  It  was  a time  to  experiment  with 
other  drugs  when  G.  K.  Collier  of  Sonyea,  New 
York,  was  the  first  to  use  intravenous  paralde- 
hyde for  minor  surgical  operations,  when  he 
opened  and  curetted  an  abscess  of  the  foot  and  re- 
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Fig.  10.  Samuel  James  Meltzer.  ( Photo  courtesy  of 
the  New  York  Academy  of  Medicine.) 


duced  a dislocation  of  the  right  thumb  under  this 
method.57  It  was  a time  when  it  seemed  that  one 
could  facetiously  advocate  the  use  of  nitrous  oxide 
for  minor  operations  in  patients  of  the  “better 
class.”  “Especially  is  this  true  in  the  families 
of  physicians  or  in  the  families  of  the  wealthy, 
where  the  demand  is  that  the  safest  anesthetic 
shall  be  given  and  one  which  will  cause  a mini- 
mum of  discomfort.”67 

But  it  was  also  a time  to  exploit  and  follow 
through  on  the  reasoning  of  early  visionaries. 
Since  the  time  of  Vesalius  physicians  were  con- 
cerned with  intubating  the  trachea  or  bypassing 
the  mouth  and  nose  as  the  tract  for  getting  air 
into  the  lungs.  In  1888  Carmalt  advocated  a 
preliminary  tracheotomy  for  surgical  excision  of 
carcinoma  of  the  tongue,  in  order  that  “the  ad- 
ministration of  ether  is  removed  from  the  oper- 
ating field.”68  Meltzer  (Fig.  10)  and  Auer, 
working  at  the  Rockefeller  Institute  in  1909, 
demonstrated  that  if  air  were  blown  into  the 
trachea  of  an  animal  (insufflation)  whose  re- 
spiratory mechanisms  were  paralyzed,  full  oxy- 
genation of  the  blood  could  be  maintained.59 
These  experiments  plus  the  clinical  application  by 
Elsberg60  (Fig.  11)  of  Mount  Sinai  Hospital  in 
New  York  made  possible  a method  of  intra- 


Fig. 11.  Charles  A.  Elsberg.  ( Photo  courtesy  of  the 
New  York  Academy  of  Medicine.) 


tracheal  insufflation,  which  in  turn  permitted 
more  rapid  developments  in  thoracic  surgery. 
Now  there  was  a simple  method  by  means  of 
which  the  lungs  could  be  kept  inflated  when  the 
chest  cavity  was  opened.  At  first  Elsberg  intro- 
duced the  catheter  after  pulling  the  epiglottis 
forward  by  means  of  the  index  finger,  but  he  later 
advocated  the  use  of  the  Jackson  direct  laryngo- 
scope after  cocainization  of  the  larynx.61  Other 
improvements  were  refined  by  men  like  William 
E.  Branower.  Tracheal  intubation  paved  the 
way  for  the  creation  or  modification  of  a free  air- 
way by  the  use  of  oropharyngeal  or  nasopharyn- 
geal airways  by  such  New  York  anesthetists  as 
Joseph  Lumbard,  Karl  Connell,  and  R.  C.  Co- 
burn. 

The  period  from  1910  to  1920  was  marked  by 
the  development  of  gas  machines.  In  New  York 
Gwathmey  and  William  Woolsey  experimented 
with  a nitrous  oxide-oxygen  apparatus  in  1911. 
The  manufacturer,  Richard  Foregger  of  New 
York,  built  a nitrous  oxide-oxygen  apparatus  in 
1914  and  a similar  type  without  reducing  valves 
for  Gwathmey  the  following  year.  Karl  Connell 
(Fig.  12)  from  the  Department  of  Surgery  of  the 
College  of  Physicians  and  Surgeons,  Columbia,  in 
1913  devised  an  anesthetometer.62  It  was  an 
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Fig.  12.  Karl  Connell.  ( Photo  courtesy  of  the  Wood 
Library-Museum.) 


apparatus  which  could  automatically  measure 
and  mix  vapors  and  gases  used  to  maintain  anes- 
thesia. For  the  first  time  it  was  shown  that  the 
tension  of  ether  vapor  necessary  to  produce  narco- 
sis in  man  is  about  50  mm.  of  mercury.  He 
followed  this  by  constructing  a gas-oxygen  appa- 
ratus (War  Model)  in  1917.  He  later  reported 
on  the  use  of  high-resistance  intercoupling  for  the 
prevention  of  fires  and  explosions  due  to  static 
electricity  in  the  operating  room.63  A gas-oxygen- 
ether  apparatus  devised  by  H.  C.  Luke  appeared 
in  1915,  as  did  the  gas  machine  of  Paluel  Flagg. 
Like  Gwathmey,  Flagg  is  noted  for  the  early 
publishing  of  a textbook,  in  1916,  called  “The  Art 
of  Anesthesia.”64 

An  early  attempt  to  produce  a closed  system  of 
anesthesia  was  the  inhaler  of  Thomas  L.  Bennett 
of  New  York  in  1900.65  In  1912  R.  C.  Coburn 
achieved  an  inhaler  that  foreshadowed  the  pres- 
ent “to-and-fro”  method  of  carbon  dioxide  ab- 
sorption.66 Foegger  constructed  the  modern 
carbon  dioxide  absorption  cannister  for  his  gas 
machine  in  1928.  He  followed  this  with  the  circle 
filter  cannister  for  the  removal  of  carbon  dioxide 
after  Brian  Sword,  later  associated  with  the 
Polyclinic  hospital,  had  described  it  in  1930.67 


Fig.  13.  Thomas  Drysdale  Buchanan.  ( Photo  cour- 
tesy of  the  Wood  Library-Museum.) 


After  World  War  I there  was  a renascence  of 
popularity  for  regional,  local,  and  spinal  anes- 
thesia. Gaston  Labat,  who  settled  in  New  York, 
produced  a book  on  regional  anesthesia  in  1922 
which  was  the  first  text  soundly  based  on  ana- 
tomic considerations.68  Continued  advance  in 
the  development  of  the  professional  status  of  the 
anesthetist  was  made  during  these  and  the  en- 
suing years.  At  the  beginning  of  this  cen- 
tury one  of  the  physicians  who  was  devoting 
his  entire  practice  to  anesthesia  was  Thomas 
Drysdale  Buchanan  (Fig.  13).  Because  of  his 
efforts  to  elevate  this  specialty,  the  New  York 
Homeopathic  Medical  School,  now  called  the 
New  York  Medical  College,  created  a Depart- 
ment of  Anesthesia  and  appointed  Buchanan 
professor  of  anesthesia  in  1904.  He  later  re- 
ceived the  same  title  from  the  New  York  Post- 
graduate Medical  School  (1919),  and  after  being 
promoted  to  Professor  of  Clinical  Surgery  at  the 
College  of  Physicians  and  Surgeons  of  Columbia 
on  July  1,  1935,  was  made  Clinical  Professor  of 
Anesthesiology  at  this  institution  on  July  11, 
1938.69 

He  was  one  of  the  foremost  workers  to  raise  the 
professional  standards  by  the  creation  of  a certi- 
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fying  board  and  by  the  inauguration  of  regular 
residency  programs  in  anesthesia,  and  to  increase 
the  educational  facilities  in  medical  schools  and 
hospitals.  It  was  due  to  him  that  the  Hospital 
Superintendents  Association  of  New  York  in 
1934  requested  a model  set  up  for  a department 
of  anesthesia.  What  motivated  him  to  accom- 
plish these  aims  can  best  be  described  in  his  own 
words  on  how  he  started  in  anesthesia:  “I  was  a 
junior  (class  of  1897)  at  the  old  Homeopathic 
College,  and  at  that  time  it  was  the  practice  to 
take  on  four  seniors  to  do  anesthesia  for  the 
clinics.  Naturally  I was  anxious  to  be  selected 
as  one  of  the  four  who  were  to  do  the  anesthetics 
for  old  Dr.  Helmuth’s  clinic.  In  trying  to  get  this 
experience,  I finally  got  hold  of  a junior  surgeon 
and  asked  him  if  he  would  allow  me  to  give  an 
anesthetic,  and  he  said,  ‘Yes,  indeed,  you  bring 
me  a case  for  surgery,  and  I will  let  you  give  the 
anesthetic.’  So  I did.  And  that  was  about  the 
only  instruction  I had  in  anesthesia,  it  being  more 
than  most  interns  received  at  that  time.”69 

We  come  now’  to  the  final  years  of  the  New 
York  State  story  of  anesthesiology.  In  organized 
anesthesia,  the  New  York  Society  of  Anesthetists 
had  gone  on  to  become  the  American  Society  of 
Anesthetists  in  1936.  The  goals  of  the  original 
founders  group  had  taken  substance  in  the  crea- 
tion of  the  American  Board  of  Anesthesia  in  1937, 
a journal  of  anesthesiology  in  1940,  and  the  Sec- 
tion on  Anesthesiology  of  the  American  Medi- 
cal Association  in  1941. 70  The  Wood  Library- 
Museum  in  Anesthesiology  was  granted  a charter 
by  the  State  of  New  York,  the  only  surviving 
Library-Museum  in  the  world  devoted  entirely 
to  this  specialty.  This  was  the  only  recog- 
nition of  service  and  devotion  permitted  by 
Paul  M.  Wood  for  his  personal  crusade  in  the  de- 
velopment and  growth  of  the  specialty  of  anes- 
thesiology. In  1935  E.  A.  Rovenstine,  fresh 
from  his  exploits  with  cyclopropane  under  Ralph 
Waters,  was  appointed  as  department  director  at 
the  New  York  University-Bellevue  Medical 
School.  This  was  the  first  full-time,  salaried 
faculty  member  of  a medical  school  in  Newr  York. 
Undergraduate  and  postgraduate  instruction  was 
initiated.  A full  two  or  more  years  of  residency 
study  was  established,  which  included  experi- 
mental researches.  Soon  afterward,  medical 
schools  and  hospitals  in  the  State  began  to  re- 
organize. their  anesthesia  departments.  These 
residency  programs  have  spawned  anesthesiolo- 
gists who  are  scattered  now  as  professors  in  this 


specialty  in  New  York  and  across  the  land. 
Thus,  New  York  can  be  said  to  have  produced  a 
great  many  of  the  leading  role-makers  in  the  de- 
velopment of  anesthesiology. 

The  return  of  many  veterans  from  World 
War  II,  after  serving  more  than  creditably  with 
military  hospitals  and  auxiliary  surgical  teams, 
further  energized  the  activity  of  anesthesiology 
in  New  York  State.  The  anesthesia  services  at 
most  of  the  hospitals  underwent  a remarkable 
change.  The  lessons  learned  in  the  military 
theaters,  where  the  anesthesiologist  was  a mem- 
ber of  the  surgical  team,  was  carried  over  to  ci- 
vilian fife  by  surgeon  and  anesthesiologist  alike. 
Anesthesia  was  no  longer  merely  an  ancillary  serv- 
ice. Its  objectives  were  changed,  and  it  was 
recognized  as  a specialty  devoted  to  assisting 
other  specialties  in  striving  for  better  surgery, 
better  diagnosis  and  treatment,  and  lower 
morbidity  and  mortality.  The  constant  increase 
in  complexity  and  severity  of  surgical  manipula- 
tion in  hitherto  rarely  attempted  areas  of  the 
body,  the  development  of  inhalation  therapy,  the 
greater  use  of  nerve  blocking  for  therapeusis  and 
diagnosis  as  well  as  for  anesthesia,  new  means 
and  types  of  supportive  fluid  therapy,  and 
achievements  in  pain  control,  all  culminated  in  a 
prestige  never  before  enjoyed  by  the  specialty  of 
anesthesiology. 

Organized  anesthesiology  in  New  York  has 
flourished  as  a section  of  the  American  Society  of 
Anesthesiologists  since  1939,  and  since  1948  as  a 
State  component  society  of  the  national  organiza- 
tion. Originally  set  up  for  the  purpose  of  han- 
dling problems  on  the  local  level,  it  later  spon- 
sored a Postgraduate  Assembly  in  Anesthesiology. 
This  annual  meeting,  begun  in  1945,  has  become 
one  of  the  largest  anesthesia  gatherings  in  the 
world.  It  brings  new  thinking  and  new  prob- 
lems in  the  science  and  practice  of  anesthesiology 
to  those  who  come  to  listen.  Likewise  the  estab- 
lishment of  the  Section  in  Anesthesiology  of  the 
Medical  Society  of  the  State  of  New  York  in  1942 
has  further  elevated  its  status. 

The  advances  of  the  past  decade  and  a half 
have  been  so  great  and  the  number  of  contribu- 
tions from  this  state  so  numerous  that  the  limita- 
tions of  space  allow  only  the  listing  of  some  of  the 
distinguished  accomplishments  of  this  final  pe- 
riod. Methods  were  devised  for  measuring  pain 
thresholds  and  evaluating  the  effectiveness  of 
various  pain  relieving  drugs.71  This  has  led  to 
clinical  investigations  of  a host  of  drugs  for  anes- 
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thesia  and  analgesia,  which  has  resulted  in  new 
technics  or  improvement  of  old  ones.  When  the 
E.  R.  Squibb  Laboratories  successfully  accom- 
plished standardization  of  curare  to  give  a uni- 
form response  per  unit  amount,  it  led  Lewis  H. 
Wright  to  suggest  to  Griffith  the  use  of  this  drug 
as  a muscle  relaxant  in  surgery  in  light  planes  of 
anesthesia.72  This,  together  with  the  publishing 
of  a depleted  theory  for  the  acetylcholine  mech- 
anism for  nerve  conduction  in  1945  by  Nachman- 
sohn,73  resulted  in  the  investigation  by  Riker  and 
others  of  the  host  of  synthetic  muscle  relaxant 
drugs,  which  has  revolutionized  some  of  the 
theories  and  methods  of  producing  anesthesia.74 
This  in  turn  has  led  to  regulating  systems  such  as 
“servomechanisms”  and  to  electronic  devices, 
such  as  the  cardiotachoscope  and  the  electro- 
encephalograph, which  have  brought  the  labora- 
tory into  the  operating  room.  The  human- 
linked  servosystem  such  as  the  conventional 
anesthetist-patient  combination  has  been  dupli- 
cated by  an  automatic  method  of  regulation  of 
anesthesia,  which  was  demonstrated  as  clinically 
feasible  at  the  Presbyterian  Hospital  of  New 
York.75 

Despite  these  advances  we  are  still  a long  way 
off  from  understanding  completely  the  mecha- 
nisms of  action  of  the  anesthetic  agents.  We  can 
but  repeat  what  Chauncey  Leake  wrote:  “Before 
the  deep  barrier  of  these  great  mysteries  we  can 
only  stand  humbly  thankful  that  we  are  able  to 
accomplish  as  much  as  we  can  in  the  relief  of 
pain.  The  success  of  the  past  hundred  years  in 
the  acquisition  of  knowledge  with  which  to  im- 
prove our  ability  to  control  pain  may  serve  as  a 
continued  stimulus  for  us  to  keep  the  snowball 
rolling  during  the  next  hundred  years.  If  our 
proportionate  success  is  as  great,  then  we  are  on 
the  brink  of  awe-inspiring  discoveries.”76 
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Patterns  of  Disease 


Patterns  of  Disease,  a new  publication  prepared  by 
Parke,  Dauis  & Company  for  the  medical  profession 
relates  the  following  information  about  the  aged. 

Women  are  rapidly  outnumbering  men  in  the 
older  age  group  according  to  the  publication. 
Within  twenty  years  six  out  of  every  ten  persons 
sixty-five  years  and  older  will  be  women. 

The  average  aged  person  spends  50  per  cent  more 
on  personal  health  services  than  does  the  general 
population,  or  $122  a year  as  against  $78. 

The  three  commonest  health  problems  among 
America’s  more  than  14,000,000  persons  aged  sixty- 


five  and  over  are  heart  disease,  arthritis,  and  obesity. 
Heart  disease  ranks  first,  afflicting  well  over  half  of 
this  group;  arthritis  follows,  attacking  one  out  of 
every  two  older  persons;  and  obesity  is  next,  affect- 
ing two  out  of  five  older  persons. 

The  widely  held  notion  that  our  older  people  tend 
to  congregate  mainly  in  sunny  regions  such  as  the 
West  Coast  and  Gulf  states  is  exploded  by  the  pub- 
lication. 

Maximum  concentration  of  older  people  is  in  the 
New  England  states,  the  Great  Plains  states,  and  in 
Florida. 
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SPECIAL  ARTICLES 


Medical  Aspects  of  Workmens  Compensation 

THURMAN  B.  GIVAN,  M.D.,  BROOKLYN,  NEW  YORK 
( President , Medical  Society  of  the  State  of  New  York) 


Come  fifty  years  ago,  before  the  enactment  of  the 
^ Workmen’s  Compensation  Law,  injury  to  a 
worker  was  compensated  by  cash  payments  to  re- 
place lost  wages.  Even  these  payments  were  hard 
to  come  by  because  the  worker  had  to  take  the  em- 
ployer to  court  on  the  basis  of  the  common  law  of 
negligence.  Not  too  many  cases  were  won  by  the 
plaintiff  because  the  employer  was  well  protected 
by  precedent  and  established  law. 

In  the  few  cases  where  the  injured  worker  was 
able  to  overcome  any  of  the  legal  defenses  granted 
to  the  employer  and  “win”  the  case,  the  costs  and 
fees  involved  in  the  suit  usually  represented  more 
than  one  half  of  the  recovered  amount.  Little  or 
no  consideration  was  given  to  the  provision  of  medi- 
cal care  for  disabilities  resulting  from  industrial 
accidents. 

As  New  York  State’s  economy  rapidly  became 
more  industrial  than  rural,  and  injuries  more 
numerous,  our  civil  courts  became  jammed  with 
cases,  and  the  disabled  workers  had  to  resort  to 
community  charity  while  waiting  their  turn  on  the 
calendar  even  after  the  outcome  of  the  case  was 
known. 

By  legislation,  the  rules  of  common  law  were  re- 
placed with  another  system,  basically  that  which  we 
have  today.  It  has  been  said  that  this  change  was 
not  entirely  wise.  The  legal  safeguards  and  penal- 
ties under  common  law  rules  provided  a threat  to 
both  plaintiff  and  defendant.  For  the  employer, 
the  threat  lay  in  the  large  award  that  could  be 
granted.  This  potentially  large  loss  could  stimulate 
employer  interest  in  accident  prevention,  better 
claim  handling,  and  humane  hiring  practices.  The 
employe,  too,  would  have  more  responsibility,  since 
he  would  have  to  foot  the  cost  of  litigation,  and  this 
could  discourage  false  claims,  carelessness  on  the 
job,  and  compensationitis. 

The  Workmen’s  Compensation  law  was  a great 
social  advance.  However,  it  must  keep  pace  with 
the  rapidly  changing  industrial  sphere — the  advent 
of  automation  and  its  peculiar  injuries;  rapid  ad- 
vances in  medical  therapy  and  its  effect  on  medical 
costs;  new  products,  such  as  plastics  and  syn- 
thetics and  their  toxicology;  the  sudden  growth  of 
occupational  medicine  and  its  effect  on  accident  pre- 
vention and  control;  the  aging  worker;  the  spot- 
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light  on  early  rehabilitation  and  its  advantages; 
nuclear  energy  and  radiation  and  now — sputniks! 

In  1957  approximately  three-quarters  of  a million 
industrial  injuries  were  reported  in  New  York  State. 
All  of  these  required  the  service  of  one  or  more  physi- 
cians. Every  physician  who  treats  a compensable 
injury  therefore  becomes  the  mainspring  in  the  op- 
eration of  the  Workmen’s  Compensation  Law. 

As  Dr.  Forrest  Rieke  of  Portland,  Oregon,  has  so 
ably  stated:  “Every  physician’s  office  is  in  effect  a 
branch  of  the  (district  administrator)  or  carrier, 
doing  its  work,  performing  the  job  which  the  (Board) 
was  created  to  implement,  and,  if  successful, 
smoothly  minimizing  the  destructive  effect  of  the 
injury.  The  doctor’s  office  functions  in  the  prepa- 
ration of  the  office  record;  the  preparation  of  the 
claim  with  elucidation  of  the  subjective  description 
of  the  accident,  check  the  claim  with  the  employer 
and/or  insurance  carrier,  examination  of  the  patient 
with  medical  verification  of  the  history,  treatment  of 
the  patient,  creating  of  the  physician’s  record, 
sending  the  claim  to  the  insurance  carrier,  answering 
letters  and  requests  for  progress  notes,  confirmation 
of  time  loss  or  no-time  loss,  etc.  Each  injury  aver- 
ages an  original  office  call  and  2V2  follow-up  calls,  re- 
quires facilities  and  supplies  and  (we  hope)  com- 
mands careful  and  detailed  effort  by  physician, 
nurse  and  secretarial  aide.” 

Then  to  this  can  be  added,  after  all  the  above 
has  been  done,  a call  from  a clerk  in  the  insurance 
carrier’s  office  who  will  question  the  bill  for  services; 
a subpoena  from  the  Workmen’s  Compensation 
Board  to  testify  for  the  claimant,  and  a multitude  of 
other  time  consuming,  hypertension-producing, 
petty  and  not  so  petty  incidents  that  make  many 
well-qualified  physicians  loathe  to  treat  a com- 
pensation case  beyond  emergency  first  aid,  if  at  all. 
Not  the  least  of  these  nuisances  is  the  embarrassing, 
expensive,  and  occasionally  disillusionary  man- 
dated appearance  before  an  arbitration  committee 
for  medical  bills. 

I can  positively  say  that  the  vast  majority  of 
physicians  are  inherently  honest  and  possess  a high 
sense  of  dedication.  The  very  few  who  tread  on  the 
periphery  of  medical  ethics  should  be  referred  to  the 
proper  medical  society  for  consideration.  The 
Medical  Society  of  the  State  of  New  York  stands 
ready,  as  it  has  in  the  past  one  hundred  and  fifty 
years,  to  support  its  share  of  the  burden  in  the  in- 
dustrial community  by  advice,  proper  guardianship  of 
its  code  of  ethics,  and  assistance  in  the  equitable  ad- 
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ministration  of  the  compensation  law. 

One  of  the  keys  to  the  reduction  of  costs  of  com- 
pensable injuries  and  illnesses  is  the  prevention  of 
these  accident  exposures.  Another  is  total  re- 
habilitation starting  with  the  first  day  of  injury  or 
illness. 

I should  like  to  say  a few  words  about  occupational 
medicine  at  this  time.  This  branch  of  medicine, 
now  formally  considered  a specialty,  had  its  early 
beginning  in  1776  when  Benjamin  Franklin  claimed 
that  the  “West  India  Gripes”  was  lead  colic  due  to 
drinking  Jamaica  rum  made  in  stills  that  had  still 
heads  and  worms  made  of  lead.  As  a result,  the 
Massachusetts  Legislature  prohibited  their  use  in 
stills. 

In  1837  the  Medical  Society  of  the  State  of  New 
York  sponsored  a paper  on  the  problems  of  indus- 
trial health  entitled  “On  the  Influence  of  Trades, 
Professions,  and  Occupations  in  the  United  States 
in  the  Production  of  Disease”  which  was  written  by 
Dr.  William  McCready,  one  of  the  founders  of 
Bellevue  Hospital  Medical  College  and  the  New 
York  Academy  of  Medicine.  Industry  in  those 
days  was  concentrated  in  the  New  England  area  and 
in  Massachusetts  in  particular.  As  a result  that 
state  recognized  the  need  for  safety  in  industry  and 
passed  various  laws  controlling  manufacture. 

The  first  major  industrial  care  program  on  a pre- 
payment basis  was  known  as  the  Hospital  Depart- 
ment of  the  Southern  Pacific  Railroad  in  Sacramento 
and  was  established  in  1869.  It  was  financed  by 
both  the  employers  and  employes.  In  1888  the 
American  Association  of  Railroad  Surgeons  was 
founded. 

The  first  formal  instruction  in  industrial  hygiene 
was  given  at  M.I.T.  in  1905,  and  in  1906  the  Uni- 
versity of  Pennsylvania  established  the  first  oc- 
cupational disease  clinic  in  the  United  States. 

Since  then  occupational  medicine  has  grown  by 
leaps  and  bounds.  Through  the  efforts  exerted  by 
an  inplant  medical  department  it  has  been  reported 
that  accidents  have  been  reduced  by  45  per  cent, 
occupational  disease  by  45.6  per  cent,  and  compen- 
sation insurance  premiums  anywhere  from  30.3 
per  cent  to  50  per  cent.  Why? 

As  Dr.  William  P.  Shepard,  Chairman  of  the 
American  Medical  Association  Council  on  Industrial 
Health,  has  pointed  out,  industry  has  expanded 
tremendously  in  the  last  twenty-five  years.  For 
example,  the  gross  national  product  of  Canada  was 
four  billion  dollars  in  1931  and  in  1955  it  increased 
to  26  billion  dollars.  This  means  more  manufacture, 
more  employment,  more  accidents,  more  expensive 
care  and  awards,  and  more  concern  on  the  part  of 
the  employer,  carrier,  and  Workmen’s  Compensa- 
tion Law  administrators.  Search  for  a solution 
resolved  itself  in  accident  prevention  and  a closer 
relationship  with  medicine. 


The  scope  of  industrial  medicine  has  been  clearly 
defined  by  Dr.  Shepard:  “Control  of  hazards  in  the 
work  environment  is  one  of  the  first  duties  of  the 
industrial  physician.”  He  classifies  these  hazards 
as  follows : 

Toxic  Hazards. — Many  materials  used  in  in- 
dustry are  hazardous.  They  are  limited  in  number 
but  are  a source  of  compensation  claims  and  are 
certainly  preventable. 

Air,  light,  temperature,  sound. — This  includes  ex- 
cessive noise,  extremes  of  barometric  pressure, 
temperature  and  humidity,  defective  lighting,  de- 
fective ventilation,  and  exposure  to  radiant  energy. 

Infections. — These,  in  the  main,  are  the  same  as 
seen  in  the  ordinary  practice  of  medicine  but  may 
present  a special  problem  in  industry,  as  with  bru- 
cellosis, anthrax,  and  ornithosis. 

Accidents. — Job  placement  is  the  second  important 
duty  of  the  industrial  physician.  This  fits  the  job 
applicant  to  a specific  job.  The  doctor  in  the  medi- 
cal department  of  a plant  knows  the  requirements 
of  the  job  and  can  recommend  placement  of  the 
individual  with  greater  understanding  while  keeping 
the  second  injury  clause  (Section  15,  8.  of  the  Work- 
men’s Compensation  Law)  in  mind.  Maintenance 
of  the  good  health  of  the  worker  is  the  third  major 
responsibility  of  the  industrial  physician.  This  is 
good  business  and  also  is  reflected  back  into  the 
worker’s  home  and  own  community. 

Periodic  examinations  are  also  a valuable  means 
of  maintaining  good  health.  Insidious  beginnings 
of  disease  can  be  detected  in  this  manner  and  the 
worker  can  gain  by  early  referral  to  his  family  doc- 
tor. 

The  industrial  physician  can  help  the  injured 
worker  by  prompt  first  aid  and  later  by  encourage- 
ment to  an  earlier  return  to  work  and  self-respect 
by  recommending  a change  in  job  assignment  either 
on  a temporary  or  permanent  basis,  thereby  sal- 
vaging a worker  and  all  his  inherent  skills  and  ex- 
perience. 

On  the  question  of  rehabilitation,  the  State  Medi- 
cal Society  is  firm  in  its  belief  that  the  free  choice  of 
physician  principle  shall  prevail  in  this,  the  most 
important  phase  of  a claimant’s  medical  care. 

As  Dr.  Rusk  has  stated:  “As  in  all  medical  pro- 
grams, the  physician  is  the  first  fine  of  defense  in 
rehabilitation.  Many  of  the  simpler  technics  can 
be  done  efficiently  and  adequately  in  the  physician’s 
own  office.  However,  as  in  other  branches  of  medi- 
cine, if  consultative  services  are  used  early  and 
wisely,  many  injuries  or  disabilities  can  be  mini- 
mized so  that  long-term  and  often  permanent  dis- 
ability is  avoided.  This  applies  especially  to  back 
injuries,  injuries  of  the  hand,  and  fractures  requiring 
long  mobilization.  It  is  important  that  these 
patients  be  referred  at  the  earliest  possible  time  with 
emphasis  on  a return  to  the  job  as  soon  as  possible. 
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A rehabilitation  program  is  a service  program  to  the 
physician.  He  does  not  and  should  not  lose  control 
of  his  patient  but  continues  to  be  responsible  for  the 
patient's  definitive  care  and  well-being  while  re- 
habilitation, treatment,  and  training  are  being 
effected.  It  is  only  by  such  a teamwork  approach 
that  the  goals  of  rehabilitation  may  be  effected.” 

In  closing  I shall  again  quote  Dr.  Forrest  Rieke: 
“Essential  to  the  understanding  of  the  origins  and 
purpose  of  workmen’s  compensation  laws  is  the 
knowledge  that  they  were  promulgated  in  a time  of 
crisis,  were  of  challenged  constitutionality,  and  were 
necessarily  narrow  in  objectives  and  vision.  With 
the  passage  of  time  they  have  become  an  important, 
expanding,  but  subordinate  segment  of  a broader 
vision,  that  of  modern  occupational  medicine  with 
its  goal  of  optimum  health  and  prevention  of 
physical  and  emotional  pain.  As  guides  in  the 


changing  scene  a suggested  list  of  the  laws’  objec- 
tives include:  preservation  of  the  workman  as  a 
free  individual  American  citizen;  delivery  of  satis- 
fying, superb  medical  care  by  unhampered  and 
excellent  physicians;  service  in  the  industrial  milieu 
which  extends  all  rights  to  each  party  without  di- 
vorcing the  employee  and  employer;  preservation  of 
self-reliance  by  speedy  return  to  work;  avoidance 
of  law  interpretation  which  will  discourage  re- 
employment; attainment  of  diligent  accident  pre- 
vention without  action  against  the  earnest  and 
striving  employer,  and  blending  of  compensation 
medicine  into  broad,  constructive  industrial  health 
service  for  the  whole  man  in  a safe  and  healthful 
environment. 

“A  major  shift  in  emphasis  is  required  away  from 
legalistic  formalities  and  awards  and  toward  full 
rehabilitation  ...” 


A Vote  For  Free  Choice 

HERBERT  BERGER,  M.D.,  F.A.C.P.,*  STATEN  ISLAND,  NEW  YORK 


HPhe  Civil  Service  employes  of  the  State  of  New 
York,  through  their  legally  constituted  repre- 
sentatives, had  requested  medical  care  insurance. 
In  an  effort  to  be  completely  fair,  the  State  authori- 
ties offered  these  citizens  the  opportunity  to  choose 
either  of  three  competing  plans.  This  principle  of 
free  choice  had  been  endorsed  by  the  Coordinating 
Council  of  the  five  county  medical  societies  of  the 
City  of  New  York  (The  First  District  Branch  of  the 
New  York  State  Medical  Society  and  by  the  Medical 
Society  of  the  State  of  New  York).  For  some  years 
we  have  supported  and  worked  for  the  enactment  of 
legislation  in  the  State  Capitol  making  it  mandatory 
that  city,  State,  Federal,  or  even  union  employes  be 
granted  free  choice  of  medical  care  plan  and/or  free 
choice  of  physician. 

This  has  been  a controversial  subject  in  this  area 
because  there  are  three  philosophies  of  prepayment 
medical  care  available.  They  are  the  nonprofit  fee 
for  service  plans,  such  as  Blue  Shield  and  Group 
Health  Insurance;  the  closed  panel  systems,  such 
as  the  Health  Insurance  Plan  and  certain  union- 
dominated  groups,  and  the  wholly  commercial  in- 
surance programs  sponsored  by  companies  like  Met- 
ropolitan, Prudential,  and  many  others. 

The  efforts  of  the  medical  societies  to  secure  the 
privilege  and  right  of  free  choice  for  civil  service 
employes  was  initiated  originally  in  the  City  of  New 
York  because  a former  city  administration  had 
sponsored  a closed  panel  system  of  comprehensive 
medical  care  with  the  Health  Insurance  Plan.  The 

* President,  First  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York. 


municipal  employe  was  granted  neither  the  oppor- 
tunity to  choose  which  plan  he  preferred  nor  the 
right  to  select  his  own  physician.  In  most  instances 
this  meant  destroying  doctor-patient  relationships 
which  had  been  developed  over  years  of  mutual 
regard.  If  the  city  employe  became  dissatisfied 
with  this  particular  coverage  (as  he  might  with  a 
private  physician  in  any  other  plan),  he  had  no  free- 
dom to  leave  it.  Should  he  elect  to  do  so,  the  city 
not  only  refused  to  contribute  one-half  his  premium 
to  the  Health  Insurance  Plan,  but  also  terminated 
its  contribution  toward  his  Blue  Cross  hospital  in- 
surance. This  was  a severe  penalty  indeed  to  these 
often  underpaid  individuals,  because  they  not  only 
would  have  to  enter  another  medical  care  plan 
wholly  at  their  own  expense  but  also  shoulder  the 
entire  cost  of  their  Blue  Cross  hospital  insurance. 

Despite  these  obvious  economic  penalties,  several 
groups  of  these  employes,  comprising  one-half  of  all 
those  eligible,  either  left  or  did  not  elect  the  munic- 
ipally sponsored  Health  Insurance  Plan. 

Here  at  last,  with  the  new  State  Employes  Plan, 
was  exactly  “what-  the  doctor  ordered.”  This  was 
an  opportunity  to  determine  what  the  employes 
really  wanted  in  prepaid  health  insurance.  They 
were  offered  three  options,  all  of  which  included  Blue 
Cross  benefits  up  to  one  hundred  twenty  days. 
Thus,  hospital  insurance  was  the  same  in  each  in- 
stance and  was,  for  this  survey,  noncompetitive. 

Health  Insurance  Plan 

This  was  a full  coverage  capitation  plan  with  a 
closed  panel  at  a cost  of  $45.50  per  year  to  the  indi- 
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vidual  employe.  No  additional  sums  could  ever  be 
charged  the  patient  for  any  covered  service  except 
$2.00  for  a night  call.  This  plan  provides  full  med- 
ical, surgical,  laboratory,  and  diagnostic  service  in 
home,  office,  or  hospital.  Excluded  are  compensa- 
tion, veterans  care,  alcoholism,  drug  addiction, 
mental  and  nervous  disease  after  diagnosis,  diseases 
or  injuries  treated  in  institutions  other  than  a gen- 
eral hospital,  artificial  insemination,  anesthesia  in  a 
hospital,  cosmetic  surgery,  electrolysis,  dentistry, 
drugs,  nurses,  hospital-regulated  laboratory  proce- 
dures, diagnostic  or  therapeutic  x-rays,  and  physical 
therapy. 

The  Blue  Shield  Plans 

This  was  a fee  for  service  plan  with  the  doctor 
obliged  to  accept  the  scheduled  fees  for  those  earning 
less  than  $6,000  yearly.  Those  who  earned  more 
could  be  charged  additional  fees.  This  was  com- 
bined with  major  medical  insurance  provided  by  the 
Metropolitan  Life  Insurance  Company.  It  costs 
the  single  employe  $30.94  per  year.  This  is,  of 
course,  a free  choice  plan.  This  plan  is  not  as  com- 
prehensive as  the  above.  Therefore,  it  is  less  ex- 
pensive. The  Blue  Shield  portion  covers  inhospital 
medical,  surgical,  anesthesia,  and  radiation  therapy. 
The  major  medical  covers  80  per  cent  of  any  inpa- 
tient or  outpatient  services  in  excess  of  $50.  up  to 
$7,500  in  any  calendar  year  or  $15,000  over  the  life 
of  the  contract.  Exclusions  are  similar  to  those 
listed  under  Health  Insurance  Plan. 

Group  Health  Insurance 

Another  nonprofit  free  choice  plan  offering  fee  for 
service  benefits  somewhat  different  in  amount  and 
character  from  the  Blue  Shield  Plans,  costs  $43.16 
per  year  to  the  individual  patient.  This  plan  in- 
cludes unlimited  general  medical  care  in  the  home, 
office,  or  hospital,  including  laboratory,  x-ray,  medi- 
cal, preventative,  maternity,  and  surgical  care. 
Consultation  and  treatments  in  physiotherapy,  al- 
lergy, obstetrics  ($125.  for  normal  delivery),  annual 
physical  examinations,  well  baby  care,  and  im- 
munization. Exclusion  are  similar  to  those  listed 
under  Health  Insurance  Plan. 

Eighty  thousand  State  employes  were  subjected 
to  considerable  pressure  by  the  sponsors  of  the 
three  plans.  There  were  meetings  in  each  of  the 
State  facilities  of  all  employes  staggered  at  different 
times  of  the  day  so  as  to  give  each  worker  an  op- 
portunity to  hear  the  proponents  of  each  system. 
After  the  period  of  study  was  completed,  the  em- 
ploye, in  a free  election,  chose  whichever  plan  seemed 
most  desirable.  The  majority  could  not  impose  its 
will  on  the  minority,  since  each  worker  was  granted 
coverage  in  the  particular  system  he  preferred. 

The  results  were:  Health  Insurance  Plan,  2,  132; 


Blue  Shield,  54,000;  Group  Health  Insurance,  12,- 
347. 

These  figures  must  be  corrected  since,  of  the  three 
plans,  only  Blue  Shield  operated  over  the  entire 
State.  The  contesting  ideologies  competed  only  in 
the  area  between  New  York  City  and  Albany  inclu- 
sive, where  33,401  of  the  workers  were  employed. 

In  this  area  the  results  were:  Health  Insurance 
Plan,  2,132;  Group  Health  Insurance,  12,347;  Blue 
Shield,  18,922.  f 

Since  both  Group  Health  Insurance  and  Blue 
Shield  are  free  choice  of  physician  plans,  their  figures 
may  be  properly  combined  for  the  purposes  of  this 
survey.  The  final  corrected  figures  in  this  area 
read:  for  free  choice  of  doctor  31,269;  against 
free  choice  of  doctor,  2,132.  This  indicates  approx- 
imately a 15  to  one  endorsement  by  the  public  of 
the  right  to  choose  their  own  physician. 

Interpretation 

Certainly  this  was  an  overwhelming  expression  in 
favor  of  a principle  for  which  many  of  us  had  fought 
for  so  long.  When  one  realizes  that  employes,  in 
their  selection  of  free  choice  plans,  may  have  to  bear 
additional  expenses  as  the  latter  are  not  comprehen- 
sive (except  in  the  lowest  income  brackets),  the 
victory  of  this  philosophy  is  even  more  significant. 

The  success  of  Group  Health  Insurance  in  garner- 
ing about  one  half  of  these  citizens  was  very  surpris- 
ing. It  is  a smaller  company  which  had  in  the  past 
operated  only  in  the  Metropolitan  area.  In  seeking 
an  explanation  for  this  result  it  would  seem  that  their 
Family  Doctor  Plan  is  the  cause  for  its  endorsement 
by  so  many  of  the  insurees.  It  permits  outpatient 
diagnosis  in  the  doctor’s  office,  paying  for  x-rays, 
laboratory  work,  electrocardiogram,  and  basal  meta- 
bolic rate.  It  pays  for  unlimited  consultation  and 
recompenses  the  physician  with  satisfactory  fees  for 
outpatient  services. 

Conclusion 

Organized  medicine  in  this  State  now  may  feel 
entirely  justified  in  continuing  its  battle  for  free 
choice  of  plan  and  of  physician,  secure  in  the  knowl- 
edge that  when  the  public  is  given  a fair  opportunity 
to  exercise  a completely  free  selectiop  of  a plan  of 
medical  protection,  it  has  shown  (in  this  well-planned 
experiment)  an  overwhelming  preference  for  a doctor 
of  its  own  choice  rather  than  be  subjected  to  the 
vagaries  of  a closed  panel  system. 

This  interesting  precedent-making  experiment 
discloses  that  our  people  favor  free  choice  of  their 
own  doctor,  outpatient  diagnosis  and  treatment  in 
the  physician’s  office  or  patient’s  home,  freedom  of 
expense  from  laboratory  procedures,  better  fees  for 
their  physician,  and  service  benefits. 

7440  Amboy  Road 

t Figures  obtained  from  the  New  York  State  Civil  Service 
Commission. 
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Editor’s  Note:  Occasionally  the  editors  of  the  Journal  find  articles  or  editorials  in 
other  medical  'publications  which  seem  to  us  so  noteworthy  that  reprinting  them  for  the  infor- 
mation of  the  readers  of  the  New  York  State  Journal  of  Medicine  seems  to  be  indicated 
as  a function  of  good  medical  journalism.  These  reprints  will  appear  from  time  to  time  in 
this  department. 


Trauma  and  Cancer* 

WILLIAM  F.  MARTIN,  NEW  YORK  CITY 
( Legal  Counsel , Medical  Society  of  the  State  of  New  York) 


T)efore  I discuss  trauma  and  cancer,  may  I, 
because  of  the  great  interest  which  I know  you 
have  in  medical-legal  problems,  call  your  attention 
to  a recent,  very  interesting  decision  in  the  Courts 
of  New  York  State,  relating  to  trauma  and  heart 
disease.  The  case  is  Matter  of  Burris  v.  Lewis , 
(2  N.  Y.  2d,  323) — I quote  the  head  note  from  the 
case. 

“Decedent  collapsed  and  died  from  heart  failure 
while  placing  or  being  about  to  place  some  tools  or 
other  articles  on  a truck.  The  only  medical  evidence 
for  claimant  was  furnished  by  an  assistant  medical 
examiner,  whose  opinion  depended  upon  an  autopsy 
which  he  performed.  He  testified  that  the  cause  of 
death  was  ‘chronic  rheumatic  heart  disease,  active’ 
and  that  the  ‘antecedent  causes,  diseases  or  condi- 
tions, if  any,  giving  rise  to  the  above’  were  ‘severe, 
calcific  aortic  stenosis.’  He  described  the  details 
of  a long-term  deterioration  in  the  man’s  heart  and 
commented  that  ‘no  fresh  lesions  are  noted.’  He 
testified  that  ‘any  stress  or  strain’  would  have  been 
sufficient  to  precipitate  his  death.  The  testimony 
indicated  that  death  resulted  from  previous  heart 
disease,  which  was  a competent  producing  cause 
regardless  of  whether  or  not  decedent  was  subjected 
to  any  unusual  strain.  The  medical  witness  failed 
to  establish  that  the  man  died  from  any  unusual 
strain  connected  with  his  work  or  otherwise.  In 
order  to  justify  an  award,  the  regular  job  activity 
must  entail  greater  exertion  than  the  ordinary  wear 
and  tear  of  life,  and  the  heart  attack  must  have  been 
produced  by  the  unusually  hard  work  thus  de- 


*  Reprinted  by  permission  from  the  Proceedings,  Medico- 
legal Symposium,  sponsored  by  the  Law  Department  and 
Committee  on  Medicolegal  Problems,  American  Medical 
Association,  Chicago,  Illinois,  held  at  Denver,  Colorado, 
March  22  and  23,  1957. 


manded.  The  testimony  of  the  doctor  supports  the 
original  opinion  that  the  death  was  caused  by 
‘chronic  rheumatic  disease,  active’  and  ‘Severe, 
calcific  aortic  stenosis.’  The  claim,  based  on  the 
theory  that  the  man  died  as  a result  of  an  industrial 
accident,  is  dismissed  on  the  law.’  ’ 

The  decision  reverses  many  previous  cases  dealing 
with  the  relationship  between  trauma  and  heart 
disease,  and  I know  will  be  very  useful  to  many  of 
you  who  are  in  the  workmen’s  compensation  field. 

The  subject  of  trauma  and  cancer  has  been  most 
ably  discussed  before  you  by  the  medical  members  of 
the  panel.  See  also  American  Bar  Association, 
Section  of  Insurance  Law,  1955  Proceedings,  pages 
83-111.  If  I had  to  recommend  to  any  lawyer  or 
doctor  interested  in  this  subject  one  article  to  read 
before  all  others,  I would  suggest  that  he  read 
“Occupational  and  Post-Traumatic  Cancer”  by 
Dr.  Fred  W.  Stewart,  Chief  Pathologist  of  Memorial 
Hospital  in  New  York  City,  printed  in  the  Bulletin 
of  the  New  York  Academy  of  Medicine , March,  1947, 
Second  Series,  Volume  23,  Number  3,  pages  145  to 
162.  That  article  is  not  only  an  excellent  discussion 
of  our  topic  but  is  well  written  from  a literary  stand- 
point. I have  reason  to  believe  as  a result  of  recent 
conversations  that  I have  had  with  Dr.  Stewart 
that  he  has  not  changed  the  views  expressed  in  that 
paper. 

My  good  friend  Mr.  Traylor  will  talk  to  you  about 
some  Colorado  decisions  which  have  dealt  with  our 
subject.  When  I came  to  your  city  yesterday,  I 
went  to  the  beautiful  library  of  the  Denver  Bar 
Association  and  read  the  only  Colorado  case  that  I 
could  find  on  this  subject.  It  is  a 1922  decision  and 
Mr.  Traylor  deals  with  it  in  his  paper,  but  I was 
particularly  interested  in  this  one  quotation  from 
the  opinion:  “The  testimony  may  be  unreliable,  the 
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whole  subject  is  shrouded  in  mystery,  despite  present 
opinions  and  theories  of  some  of  the  authorities  and 
members  of  the  profession.  Truth,  as  to  the  cause 
of  such  a cancer,  may  soon  be  established  as  entirely 
separate  and  apart  from  such  an  injury,  but  we 
believe  the  evidence  in  this  case  to  be  sufficiently 
credible.” 

More  recently  and  in  another  jurisdiction  to  wit: 
Minnesota,  see  Pittman  v.  Pillsbury  Flour  Mills  (48 
N.  W.  2d,  735) — the  Court  said:  “Notwithstanding 
the  lack  of  adequate  medical  knowledge  relating  to 
cancer,  in  the  present  case  it  cannot  be  said  that  the 
industrial  commission’s  findings  rest  upon  specula- 
tion and  conjecture.”  The  Minnesota  court  in 
that  case  quoted  from  Austin  v.  Red  Wings  Sewer 
Pipe  Company  (163  Minnesota,  397,  204  N.  W.  323) 
where  an  injury  on  a man’s  cheek  was  followed  by 
cancer  a year  and  a half  later  . . . “The  employee  in 
the  course  of  his  employment  suffered  an  injury 
upon  his  cheek  at  a place  previously  free  from  blem- 
ish. Under  constant  care,  developed  a malignant 
growth  which  was  eventually  diagnosed  as  cancer. 
The  circumstance  alone  is  pretty  strong  evidence 
that  the  injury  was  the  proximate  cause  of  the  result, 
and  would  be  quite  convincing  to  the  mind  of  a lay- 
man. There  is  no  apparent  break  in  the  chain  of 
causation.  If  the  medical  profession  conceded  that 
it  did  not  know  the  cause  of  cancer,  the  connecting 
events  between  the  cause  and  effect  in  this  case 
might  be  sufficient  to  justify  the  conclusion  that  the 
injury  was  the  legal  cause,  and  that  the  result  should 
be  compensible.”  They  also  quote  from  a Virginia 
case,  Winchester  Milling  Corporation  v.  Sencindiver 
(138  S.  E.  479  at  481) — “Taking  a common  sense 
practical  view,  as  courts  and  commissions  must  take 
of  the  ordinary  happenings  of  life,  boiled  down  to  its 
last  analysis  the  medical  theory  is  that  there  is  a 
relationship  between  the  receipt  of  injury  and  origin 
of  sarcoma,  and  that  the  degree  of  injury  plays  no 
important  part.  With  this  in  mind,  we  find  a 
perfectly  healthy,  strong  man  who  has  never  lost 
any  time  from  work  or  complained  of  any  illness, 
suffers  an  injury  and  from  that  time  on  is  incapaci- 
tated, grows  worse  and  worse;  sarcoma  develops  at 
the  point  of  injury,  from  which  he  dies.  The  lay 
mind  under  such  circumstances  can  reach  no  other 
conclusion  than  that  reached  by  the  commission, 
viz.,  that  the  sarcoma  was  either  caused  by  the 
injury  or  was  aggravated  by  it.” 

In  addition  to  the  cases  which  I have  already  men- 
tioned, there  are  a number  of  cases  in  other  juris- 
dictions which  have  found  a connection  between  a 
single  trauma  and  a malignancy.  Two  of  these  were 
discussed  at  the  Philadelphia  Symposium  of  the 
Insurance  Section  of  the  American  Bar  Association. 
One  was  the  case  of  Menarde  v.  Philadelphia  Trans- 
portation Company  (103  Atl.  (2d)  681)  and  the  other 
is  a California  case,  United  States  Casualty  Company 


v.  Industrial  Accident  Commission  (265  Pac.  (2d) 
35).  I think  the  testimony  in  the  Menarde  case  is 
quite  typical  of  the  testimony  that  appears  in  many 
of  the  cases  which  connect  trauma  and  cancer. 
There  a doctor  appeared  for  the  plaintiff  and  defi- 
nitely stated  that  a single  act  of  trauma  produced 
a cancer.  Opposed  to  that  doctor,  the  only  doctor 
called  by  the  Transportation  Company,  was  an 
examining  doctor  who  admitted  that  he  did  not  know 
much  about  cancer.  It  is  my  recollection  that  the 
defendant’s  doctor  had  seen  the  plaintiff  a long  time 
before  any  cancer  issue  was  raised  and  shortly  after 
the  accident  that  was  the  subject  matter  of  the  law- 
suit. He  did  not  seek  to  examine  the  plaintiff  at 
any  time  when  it  was  said  that  she  had  a malig- 
nancy. The  finding  of  causal  connection,  on  such 
record,  would  seem  to  me  to  be  inevitable. 

There  is  no  question  that  the  connection  of  trauma 
and  disease  is  of  vital  interest  to  plaintiffs’  lawyers 
and  particularly  with  relation  to  the  connection  be- 
tween trauma  and  cancer.  The  latest  issue  of  the 
NACCA  Law  Journal  says  that  the  purpose  of  the 
National  Association  of  Claimants’  Compensation 
Attorneys  is  to  train  its  members  in  the  so-called 
“roast  beef”  subjects  among  which  the  relationship 
of  a single  act  of  trauma  to  the  subsequent  de- 
velopment of  malignancy  is  mentioned.  Some  of  the 
cases  cited  above  relate  to  a single  act  of  trauma  pro- 
ducing a breast  cancer.  See  the  Menarde  case. 
And  yet  Dr.  Stewart,  who  is  one  of  the  world’s 
greatest  authorities  on  malignancy,  says  in  the 
paper  to  which  I have  made  reference  above,  “I 
would  refuse  to  entertain  even  the  suspicion  that 
mammarjr  cancer  is  caused  by  trauma.”  I have 
heard  Dr.  Crane  and  other  specialists  testify  along 
the  same  line. 

The  Courts  of  New  York  State,  particularly  the 
Appellate  Division  of  the  First  Department,  have 
been  seriously  concerned  about  the  number  of  cases 
coming  before  them  where  alleged  connection 
between  trauma  and  different  diseases  was  held  to 
exist.  They  wrote  three  decisions  in  a short  period 
of  time,  all  of  which  deal  with  the  connection  be- 
tween trauma  and  cancer,  and  I think  the  decisions 
are  particularly  well  thought  of  and  I wish  to  call 
them  to  your  attention.  They  are:  Dennison  v. 
Wing  (279  App.  Div.  494);  Ranney  v.  Habern 
Realty  Corp.  (279  App.  Div.  426)  and  Sikora  v. 
Apex  Beverage  Corp.  (282  App.  Div.  193).  The 
Dennison  v.  Wing  case,  which  deals  with  an  alleged 
production  of  cancer  by  a single  act  of  trauma,  is 
quoted  almost  in  full  in  my  speech  at  the  Phila- 
delphia panel  previously  referred  to.  May  I,  in  the 
limited  time  which  I have,  quote  from  it  just  briefly: 

“We  are  satisfied  that  the  breast  cancer  from 
which  plaintiff  unfortunately  suffered  was  not  caused 
by  the  accident.  Ruling  the  cancer  out  of  con- 
sideration, a generous  allowable  recovery  would  be 
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$10,000  to  the  plaintiff  and  $1,000  to  the  husband 
for  loss  of  services  in  addition  to  the  $1,000  awarded 
him  for  his  own  injury.’  ’ 

This  effected  a reduction  from  the  amount 
awarded  by  the  jury  of  $51,000  to  a final  net  figure 
of  $12,000.  Probably  the  most  important  part  of 
the  decision  is  the  paragraph  in  which  a direction 
is  given  as  to  how  the  case  must  be  tried  if  the  re- 
duction in  the  verdict  is  not  agreed  to.  That  part 
of  the  opinion  reads  as  follows: 

“A  word  should  be  said  about  any  new  trial,  in  the 
event  that  plaintiffs  should  elect  not  to  stipulate  to 
a reduction  of  the  judgment  and  decide  to  press  their 
claim  that  the  cancer  was  caused  by  the  accident. 
Plaintiffs  should  be  expected  in  that  event  to  have 
the  doctors  who  observed  and  treated  plaintiff  wife 
after  her  accident  give  such  testimony  as  they  might 
be  able  and  qualified  to  give  as  to  whether  the  in- 
juries which  they  observed  could  have  caused  the 
cancer  in  the  location  in  which  it  developed.  The 
surgeon  who  performed  the  breast  operation  should 
be  called  for  such  relevant  testimony  as  he  might 
give,  and  one  or  more  recognized  authorities  on 
breast  cancer  should  be  called.” 

The  Ranney  case  is  a case  of  aggravation  of  a pre- 
existing cancer  by  a subsequent  trauma.  The  same 
problem  of  aggravation  is  considered  in  the  Sikora 
case,  and  for  brevity’s  sake  I will  quote  from  the 
opinion  in  the  Sikora  case  only.  Speaking  through 
Peck,  P.  J.  the  Court  said:  “We  have  had  occasion 
previously  to  consider  the  possible  causation  of 
breast  cancer  by  trauma  [( Dennison  v.  Wing  (279 
App.  Div.  494,  110  N.Y.S.  2d,  811)].  Here  it  is 
conceded  that  the  inception  of  the  cancer,  which 
plaintiff  first  noticed  shortly  after  the  accident,  had 
no  connection  with  the  accident.  Two  physicians, 
however,  one  a pathologist  and  the  other  a radiolo- 
gist, expressed  an  opinion  in  answer  to  hypothetical 
questions,  that  the  injury  sustained  by  plaintiff 
aggravated  and  accelerated  the  growth  of  the  exist- 
ing breast  tumor.  The  opinion  of  both  witnesses 
seemed  to  be  based  upon  the  rapid  growth  of  the 
cancer,  although  it  had  not  spread  into  surrounding 
areas,  which  growth  they  thought  was  more  rapid 
than  would  ordinarily  be  expected  between  the  time 
when  plaintiff  first  detected  the  lump  and  the  time 
when  it  was  diagnosed  as  malignant.  Both  seemed 
to  recognize  the  accepted  postulate  that  injury 
directly  to  a tumor  is  necessary  to  any  determination 
of  aggravation  by  trauma,  but  expressed  the  view 
that  the  transmission  of  force  to  the  breast  region 
by  a fall  on  the  back  was  sufficient  to  satisfy  the 
postulate.  The  pathologist  acknowledged  that  he 
had  never  treated  cancer  of  the  breast,  and  the 
radiologist  that  he  had  not  been  connected  with  any 
hospital  that  specialized  in  the  care  or  treatment  of 
cancer.  The  latter  expressed  the  opinion  that  the 
cancer  was  quiescent  or  in  an  arrested  stage  before 


it  was  activated  by  the  trauma  of  plaintiff’s  fall. 

“Two  surgeons  who  had  for  many  years  special- 
ized in  the  diagnosis  and  treatment  of  cancer  were 
called  by  defendants.  They  testified  that  the  type 
of  cancer  which  plaintiff  had  was  the  fastest  growing 
type  of  cancer  of  the  breast,  that  it  would  not  have 
been  quiescent  or  dormant,  and  that  the  rate  of 
growth  in  plaintiff’s  case  was  not  unusual.  Both 
doctors,  noting  the  absence  of  any  direct  blow  to  the 
tumor,  which  would  be  a requisite  by  accepted 
postulates  to  any  aggravation  of  a cancer  through 
trauma,  rejected  the  theory  that  the  indirect  trans- 
mission of  force  from  the  shoulder  to  the  cancerous 
focus  could  aggravate  or  accelerate  its  growth. 
They  further  testified  that  the  only  way  in  which 
trauma  could  aggravate  a cancer  was  by  rupturing 
and  spreading  the  cancer  cells  and  the  fact  that  the 
cancer  here  had  not  spread  to  surrounding  tissue 
negatived  the  notion  that  its  growth  had  been 
affected  or  aggravated  in  any  way  by  trauma. 

“Without  reflecting  upon  the  qualifications  of 
plaintiff’s  experts  within  their  limited  fields,  it  is 
apparent  that  they  did  not  have  the  experience  or 
qualifications  to  speak  authoritatively  of  the  effect 
of  trauma  upon  a cancer  or  its  growth  and  that  their 
opinions  were  not  grounded  on  scientific  facts.  In 
the  absence  of  a direct  blow  to  the  site  of  the  cancer 
or  spreading  into  surrounding  areas,  there  is  no 
adequate  basis  for  believing  that  the  growth  of  the 
cancer  was  in  any  way  affected  or  accelerated  by 
plaintiff’s  fall. 

“Our  conclusion  is  that  plaintiff  has  not  sustained 
his  burden  of  proof  either  with  respect  to  establish- 
ing his  cause  of  action  or  connecting  it  with  his 
claimed  injury.  The  judgment  appealed  from 
should  be  reversed  and  the  complaint  dismissed, 
with  costs  to  appellants. 

“Judgment  unanimously  reversed,  with  costs,  and 
judgment  is  directed  to  be  entered  in  favor  of  the 
appellants  dismissing  the  complaint,  with  costs.” 

That  the  problem  of  trauma  and  cancer  has  been 
of  concern  to  other  Appellate  Courts  is  illustrated  by 
the  well  written  opinion  in  Loprez  v.  Community 
Traction  Co.,  an  Ohio  case,  the  exact  quotation  which 
I do  not  have,  but  which  I believe  was  rendered  in 
1954.  In  that  case  it  was  alleged  that  cancer  was 
aggravated  by  an  automobile  injury,  and  a large 
verdict  was  returned  which  was  set  aside  by  the 
Appellate  Court.  While  there  is  a Georgia  decision 
rendered  in  the  last  four  or  five  years  to  the  effect 
that  trauma  may  produce  a cancer,  it  is  interesting 
to  read  in  the  New  York  University  Law  Journal 
for  February,  1957,  “Annual  Survey  of  American 
Law,  Tort  Section,”  in  relation  to  a claimed  pre- 
natal injury,  the  following  opinion  of  a Georgia 
Court:  “It  might  be  advisable  to  require  as  a 
condition  of  recovery  that  clear  and  convincing 
medical  evidence  be  adduced  pointing  to  trauma 
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rather  than  to  natural  factors  as  cause  of  injury. 
Such  a road  would  give  the  Court  some  control  over 
that  segment  of  the  medical  profession  which  is 
willing  to  testify  in  vague  phraseology  to  the  exist- 
ence of  causal  connection  in  almost  any  kind  of  a 
case.” 

I think  that  the  argument  which  is  presented  over 
and  over  again  to  justify  recoveries  based  on  testi- 
monies such  as  that  which  claims  that  a single  act 
of  trauma  can  produce  a cancer  is  summed  up  by 
Judge  Neil  in  a Tennessee  case,  Boyd  v.  Young 
(245  S.W.  2,  10):  “In  short,  so  long  as  a reputable 
doctor  testified  to  at  least  a probable  medical  rela- 
tionship, the  Court  will  refuse  on  appeal  to  overturn 
an  award  in  favor  of  the  victim,  unless  it  is  ‘contrary 
to  common  sense,’  and  Courts  on  appeal  properly 
hesitate  to  say  any  medical  theory  propounded  by 
a reputable,  licensed  medical  practitioner  is  patently 
absurd.” 

It  seems  to  me  that  this  is  fallacious  reasoning. 
Just  because  a doctor  is  reputable  does  not  mean  that 
he  is  expert  in  relation  to  what  he  is  talking  about. 
I remember  years  ago  in  a lawsuit  where  we  were 
defending  a doctor  for  having  failed  to  give  tetanus 
antitoxin  for  a very  dirty  deep  wound  which  arose 
from  an  accident  near  a stable,  that  we  ran  into  one 
doctor  who  said  he  could  testify  that  in  his  opinion 
tetanus  antitoxin  was  dangerous  and  should  not  be 


given  under  any  conditions.  This  opinion  of  his, 
perhaps  honestly  held,  flew  in  the  face  of  all  sound 
thinking  in  his  profession  and  was  against  the  direc- 
tions issued  by  the  State  Board  of  Health.  The 
ethical  question  arises,  namely,  just  because  you  can 
find  a doctor  who  will  support  your  theory  shouldn’t 
you  go  further  and  make  sure  that  what  the  doctor 
is  willing  to  testify  to  is  medically  correct?  When 
the  cause  of  cancer  is  unknown,  should  we  take  the 
attitude  that  trauma  does  produce  it  if  experts  who 
have  studied  the  subject  all  their  life  feel  that  trauma 
does  not  produce  cancer,  or  should  we  take,  what 
seems  to  me,  the  rather  fallacious  argument  pre- 
sented in  a recent  NACCA  Journal  that:  “The 
shortcomings  of  medical  science  are  not  to  be  visited 
upon  the  victims  of  industrial  accidents.”  I prefer 
the  thinking  of  Judge  Adlow  of  Boston  as  expressed 
in  the  Atlantic  Monthly , May,  1953,  issue,  where  he 
said,  “When  the  entire  world  of  science  is  at  a loss  to 
explain  the  cause  of  cancer,  isn’t  it  ridiculous  to 
believe  that  a jury  is  able  to  decide  the  question? 

I wish  to  state,  in  closing,  that  from  all  of  the 
literature  which  I have  read,  both  in  textbooks  and 
in  medical  periodicals,  I cannot  find  one  sound  refer- 
ence that  would  support  the  theory  that  a single  act 
of  trauma  can  produce  a cancer,  and  indeed  I can 
find  but  a suggestion  that  trauma  can  aggravate  a 
previously  existing  cancer. 


No  Habituation  to  Meprobamate 


No  habituation  to  the  tranquilizer  meprobamate 
developed  among  60  state  prison  inmates  given  the 
drug  during  a recent  study.  The  results  were  con- 
trary to  expectations,  according  to  an  article  by 
Dr.  Austin  R.  Stough,  McAlester,  Oklahoma  in 
the  February  22,  1958  J.A.M.A. 

“Because  meprobamate  (Miltown,  Equanil)  is 
widely  used,  it  was  considered  desirable  to  evaluate 
the  possibility  of  habituation  among  a prison  popu- 
lation, in  which  a high  incidence  of  susceptibility 
might  normally  be  expected,”  Dr.  Stough  said. 

The  Oklahoma  state  prison  inmates  given  the 
drug  were  considered  to  be  highly  unstable,  with  a 
history  of  injury,  illness,  or  other  physical  or  psy- 
chologic abnormality.  Several  had  once  been  ad- 
dicted to  narcotics  or  alcohol.  Yet  during  the 
study  none  developed  a “true  habituation”  in 
which  they  became  physically  or  psychologically 
dependent  on  the  drug. 

In  the  current  Oklahoma  study  the  drug  was 


given  in  two  separate  six-week  tests.  The  first 
called  for  meprobamate  to  be  administered  in  dosages 
far  in  excess  of  amounts  needed  to  allay  symptoms, 
followed  by  abrupt  withdrawal. 

During  the  second  phase,  the  drug  was  given  in 
dosages  more  commonly  used  followed  by  gradual 
withdrawal. 

Results  of  both  tests  showed  that  the  patients  had 
returned  to  pre-treatment  status  within  forty-eight 
hours  after  withdrawal,  including  recurrence  of 
previous  psychosomatic  symptoms  from  illness. 
It  was  noted  that  a small  percentage  of  those  under- 
going the  tests  had  an  undesirable  reaction  to  abrupt 
withdrawal.  This  was  particularly  apparent  in 
persons  with  serious  nervous  disorders. 

Dr.  Stough  concluded  that  gradual  withdrawal 
of  any  tranquilizer  is  recommended.  Thus,  return 
of  pre-treatment  symptoms,  if  it  occurs,  will  be 
gradual,  and  the  patient  will  adjust  with  less  diffi- 
culty. 
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The  Future  of  Blue  Shield 


To  the  Editor: 

I have  just  read  the  “Letter  to  the  Editor”  from 
Dr.  S.  J.  Baudo  in  the  March  1 issue  of  the  Journal 
relative  to  my  article,  “The  Future  of  Blue  Shield.” 
For  the  sake  of  clarity,  and  especially  for  those  who 
may  not  have  read  the  article  when  it  was  first 
printed  in  the  New  York  State  Journal  of 
Medicine,  I would  welcome  an  opportunity  to  set 
the  record  straight. 

Dr.  Baudo  bases  his  case  on  Blue  Shield’s  philos- 
ophy of  “payment  in  full,”  but  I am  afraid  he  does 
not  understand  the  meaning  of  the  term.  He  speaks 
of  the  doctor’s  “loss  of  individual  economic  free- 
dom,” implying  that  Blue  Shield’s  payment  for  a 
doctor’s  services  is  perhaps  arbitrary,  always  com- 
plete and  final,  covering  the  entire  range  of  his  prac- 
tice. This  simply  is  not  so. 

“Payment  in  full”  properly  refers  only  to  those 
types  of  medical  care  for  which  the  patient  is  in- 
sured, with  this  further,  highly  important  proviso: 
only  insured  persons  who  fall  within  a certain  income 
level  may  be  eligible  to  have  their  medical  bills  paid 
in  full.  In  my  article  I stated  this  quite  clearly — 
“The  Blue  Shield  philosophy  is  this:  No  doctor  is 
compelled  to  belong  to  Blue  Shield  as  a Participating 
Physician.  But  if  he  does,  he  has  to  accept  the 
schedule  of  allowances  (which  he  has  approved  and 
which  provides  service  benefits  only  for  those  mem- 
bers within  certain  income  ceilings,  again  decided  by 
the  doctor).”  The  term  “Service  Benefits,”  of 
course,  is  understood  to  be  synonymous  with  “pay- 
ment in  full.”  In  practice,  “payment  in  full”  has 
worked  out  this  way  in  New  York  City:  Partici- 
pating Physicians  agreed  that  Blue  Shield’s  allow- 
ances (determined  by  the  doctors  themselves)  for 
surgical  care,  inhospital  medical  care,  radiation 
therapy  for  malignant  conditions,  and  anesthesia 
would  be  acceptable  as  full  payment  for  persons 
within  the  income  ceilings.  For  all  other  services — 
and  this  includes  maternity  care,  consultation  care, 
home  and  office  medical  care,  and  pathology — the 
doctor  is  free  to  charge  whatever  fee  he  desires. 
Furthermore,  for  patients  whose  total  income  is 
above  the  specified  ceiling  of  the  contract  he  holds, 
the  doctor  may  charge  any  fee  for  all  services,  in- 
cluding surgery,  inhospital  medical  care,  etc.  There- 
fore, this  cannot  be  said  to  be  depriving  the  physi- 
cian of  his  “individual  economic  freedom,”  especially 


when  it  is  remembered  that  all  Blue  Shield  allow- 
ances are  determined,  amended,  added  to,  or 
changed  only  with  the  approval  of  physicians  them- 
selves. 

Dr.  Baudo  is  quite  within  his  right  not  to  parti- 
cipate in  Blue  Shield.  I did  not  imply  that  all 
physicians  must  become  Participating  Physicians, 
as  he  suggests.  It  happens  that  the  majority  of 
doctors  do  participate,  but  that  majority  has  never 
compelled  any  single  physician  to  join.  The  point  I 
made,  and  it  is  one  I cannot  stress  too  strongly,  is 
that  those  doctors  who  do  participate,  who  do  set  up 
rules  governing  Blue  Shield,  should  not  then  turn 
around  and  give  active  support  to  a plan  which  has 
lower  standards  than  the  one  they  control. 

All  I ask  is  that  we  see  to  it  that  we  offer  in  our 
own  plan  medical  protection  that  will  meet  the  needs 
of  the  public  at  a price  the  public  will  be  able  to  pay 
— and  that  it  be  a medical  profession  plan  and  not  a 
government  plan. 

As  for  your  correspondent’s  prophecy  that  Blue 
Shield  will  be  taken  over  by  the  government,  al- 
though it  is  a frightening  thought,  I do  not  believe 
it  has  any  substance  in  reality.  The  government 
could  put  Blue  Shield  out  of  business,  but  it  could  not 
take  over  the  running  of  the  plan.  If  government 
ever  does  become  all  pervasive,  it  will,  without  a 
shadow  of  a doubt,  take  over  all  aspects  of  medical 
care,  just  as  has  happened  in  England  and  in  other 
countries.  Government,  by  its  very  nature,  is  in 
no  position  to  run  a fee-for-service  plan,  nor  does  it 
give  any  indication  of  a desire  to  run  one.  A govern- 
ment plan  can  be  run  on  a capitation  system  or  on 
the  basis  of  employing  full-time,  salaried  physicians. 
Free  choice  of  physician  might  be  allowed  for  a time, 
but  history  demonstrates  that  government  plans 
aim  eventually  at  a full-time,  salaried  service. 

In  closing,  I should  like  to  say  that  it  is  true  that 
Blue  Shield  is  the  voice  of  the  majority,  and  indeed, 
a minority  exists  that  does  not  favor  participation. 
The  minority  may  feel  that  Blue  Shield  does  not 
perfectly  meet  their  aims,  but  the  fact  that  the  ma- 
j ority  is  a continually  growing  one  indicates  that  the 
few  sacrifices  a doctor  must  make  as  a Participating 
Physician  are  reasonable  and  worthwhile  in  terms 
of  the  greater  good  that  is  accomplished. 

Blue  Shield  grew  up  to  become  the  tangible  evi- 
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dence  of  the  conscience  of  the  majority  of  the  medical 
profession,  protecting  the  profession  from  the  de- 
ficiencies and  even  the  excesses  of  a very  tiny  minor- 
ity. While  I am  certain  that  Dr.  Baudo  is  not  guilty 
of  any  excess,  I do  feel  he  could  do  better  to  inform 
himself  more  thoroughly  and  accurately  about  Blue 
Shield  philosophy  and  methods.  For,  as  I said  in 
my  original  article,  the  end  we  have  in  mind  is 


identical:  “We  cannot  win  the  battle  by  fighting 

each  other  or  by  frittering  away  our  strength  in  in- 
dependent groups.  . 

Louis  H.  Bauer,  M.D. 

2 Park  Avenue 

New  York  16,  New  York 


Woman’s  Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


The  1958  New  York  State  Convention 


r I ''he  1958  annual  State  convention  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York  will  be  held  once  again  in  New  York  City 
from  May  11  to  15.  We  are  happy  to  report  that 
headquarters  will  be  the  Hotel  Statler,  and  we  shall 
convene  at  the  same  time  as  the  Medical  Society  of 
the  State  of  New  York.  Our  hostess  counties  are 
Dutchess,  Kings,  Nassau,  Orange,  Queens,  Rich- 
mond, Rockland,  Suffolk,  and  Westchester.  Our 
president,  Mrs.  Leif  G.  Jensen,  officers  of  the  State 
Auxiliary,  and  the  convention  committee  extend  a 
cordial  invitation  not  only  to  Auxiliary  members  but 
to  all  doctors’  wives  to  attend  this,  our  twenty-sec- 
ond State  convention. 

Plans  are  being  made  for  a very  interesting  pro- 
gram. There  will  be  a Sunday  night  reception  from 
6 to  8 p.m.  for  out-of-town  arrivals.  A buffet  supper 
preceded  by  a social  hour  will  be  held  Monday 
evening,  to  honor  our  past-presidents.  Amusing  en- 
tertainment is  being  planned.  Tuesday  will  be 
the  annual  luncheon  in  honor  of  the  president.  A 
most  interesting  and  unusual  program  is  under  con- 
sideration and  many  attractive  prizes  are  promised. 
The  final  social  activity  will  be  the  dinner  dance  of 
the  Medical  Society  on  Wednesday  night.  We  hope 


that  many  will  plan  to  attend. 

So  much  for  the  social  activities  and  now  for  the 
outline  of  our  work  schedule:  There  will  be  a board 
of  directors  meeting  Sunday  afternoon  at  4;  registra- 
tion on  Sunday  from  4 to  6 p.m.  ; Monday  and  Tues- 
day, 8:30  a.m.  to  4:30  p.m.,  and  Wednesday,  8:30 
a.m.  to  10 : 30  a.m.  ; round  table  discussions  on  Monday 
9 a.m.  to  12  noon.  There  will  be  informative  panels 
on  American  Medical  Education  Foundation,  To- 
day’s Health,  Legislation,  Safety,  Recruitment,  and 
Public  Relations.  House  of  Delegates  will  convene 
on  Monday  at  1 p.m.  and  Tuesday  and  Wednesday  at 
9 A.M. 

We  hope  for  a record  attendance  and  again  urge 
all  doctors’  wives  to  join  us.  There  will  be  a hospi- 
tality room  for  your  use  and  many  hostesses  to  greet 
you. 

Doctor,  will  you  please  pass  this  invitation  on  to 
your  wife  so  that  she  may  plan  to  be  with  us? 

Mrs.  Samuel  Reback,  Chairman 
Convention 

Seven  Gables  Road 
Staten  Island  4,  New  York 
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Sidney  Hillel  Cohen,  M.D.,  of  Wantagh,  died  on 
February  1,  1957,  at  the  age  of  thirty-seven.  Dr. 
Cohen  graduated  from  the  University  of  Rochester 
School  of  Medicine  and  Dentistry  in  1943  and 
interned  at  Mount  Sinai  Hospital  and  Strong 
Memorial  Hospital,  Rochester.  Dr.  Cohen  had 
been  a service  member  of  the  American  Medical 
Association. 

Alexander  Friedman,  M.D.,  of  New  York  City, 
died  on  January  24  at  the  age  of  ninety-five.  Dr. 
Friedman  received  his  medical  degree  from  the 
University  of  Dorpat  Faculty  of  Medicine  in  1886. 

Joseph  Anthony  Gaetane,  M.D.,  of  Flushing,  died 
on  April  1 at  the  age  of  forty-eight.  Dr.  Gaetane 
graduated  from  the  University  of  Boston  School  of 
Medicine  in  1937  and  interned  at  Bellevue  and 
Queens  General  Hospitals.  He  was  an  associate  in 
obstetrics  and  gynecology  at  Queens  General  Hos- 
pital and  Flushing  Hospital  and  Dispensary  and  an 
attending  in  obstetrics  and  gynecology  at  Booth 
Memorial  Hospital.  Dr.  Gaetane  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Sur- 
geons and  of  the  American  College  of  Obstetrics  and 
Gynecology  and  a member  of  the  American  Public 
Health  Association,  the  Queens  Gynecological 
Society  of  which  he  was  president  and  a charter 
member,  the  Queensboro  Surgical  Society,  the 
Brooklyn  Gynecological  Society,  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Meyer  Joseph  Lossow,  M.D.,  of  Alamo,  California, 
formerly  of  the  Bronx,  died  on  March  27  at  the  age 
of  sixty-five.  Dr.  Lossow  graduated  from  Cornell 
University  Medical  College  in  1919  and  interned  at 
Beth  Israel  Hospital. 

Stanley  Joseph  Makowski,  M.D.,  of  Glen  Cove, 
died  on  April  4 at  the  age  of  fifty-four.  Dr.  Makow- 
ski graduated  from  Rush  Medical  College  in  1930 
and  interned  at  St.  Catherine’s  Hospital,  Brooklyn. 
He  was  an  attending  in  orthopedic  surgery  at 
Meadowbrook,  Community,  and  St.  Charles  (Port 
Jefferson)  Hospitals.  Dr.  Makowski  was  a Fellow 
of  the  American  College  of  Surgeons  and  of  the 
International  College  of  Surgeons,  a Diplomate  of 
the  International  College  of  Surgeons,  and  a member 
of  the  Nassau  Surgical  Society,  the  Associated 
Physicians  of  Long  Island,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Herbert  Christian  Mann,  M.D.,  of  Orchard  Park, 
died  in  Buffalo  General  Hospital  on  March  8 at  the 
age  of  seventy.  Dr.  Mann  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1911. 
He  was  an  attending  physician  at  Mercy  Hospital, 
Buffalo,  and  for  many  years  had  been  physician  for 
Orchard  Park  Central  School.  During  World 
War  I he  served  in  the  U.S.  Army  Medical  Corps. 
Dr.  Mann  was  a member  of  the  American  Public 
Health  Association,  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  state  of  New  York,  and  the  American 
Medical  Association. 

L.  Mary  Moench,  M.D.,  of  New  York  City  and 
White  Plains,  died  on  March  27  in  the  White  Plains 
Hospital  at  the  age  of  sixty-six.  Dr.  Moench  gradu- 
ated from  Johns  Hopkins  University  School  of 
Medicine  in  1919  and  interned  at  the  Mayo  Clinic. 
She  was  an  attending  physician  at  the  New  York 
Hospital  Outpatient  Department  and  an  instructor 
in  medicine  at  Cornell  University  Medical  College. 
Formerly  she  had  been  on  the  medical  staff  at  Smith 
College  and  for  seven  years  was  an  associate  and  an 
instructor  in  medicine  at  the  Mayo  Clinic.  Dr. 
Moench  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Otto  Louis  Munch,  M.D.,  of  Newark,  died  on 
March  10  at  the  age  of  fifty-seven.  Dr.  Munch 
graduated  from  Creighton  University  School  of 
Medicine  in  1927.  He  was  chief  pathologist  for 
Wayne  County  and  director  of  laboratories  at 
Newark  State  School.  Formerly  he  had  been 
director  of  medical  laboratories  at  Genesee  Hospital. 
From  1946  to  1954  he  was  director  of  laboratories  at 
the  Veterans  Administration  Hospital,  Bath,  St. 
Jerome’s  Hospital,  Batavia,  and  Kenmore  Merc}7 
Hospital,  Kenmore.  Dr.  Munch  was  a member  of 
the  Wayne  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Allan  C.  Parker,  M.D.,  of  Altmar,  died  at  his 
home  on  March  10  at  the  age  of  eighty-one.  Dr. 
Parker  graduated  from  Hahnemann  Medical  College 
and  Hospital  of  Philadelphia  in  1904.  Dr.  Parker 
practiced  in  Altmar  until  his  retirement  about  six 
months  ago. 

Diomede  Petillo,  M.D.,  of  New  York  City,  died  on 
March  25  at  the  age  of  seventy-seven.  Dr.  Petillo 
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received  his  medical  degree  from  the  University  of 
Naples  in  1907.  He  was  consulting  urologist  at 
Italian  Hospital. 

Joseph  George  Preuss,  M.D.,  of  New  York  City, 
died  on  March  30  at  the  age  of  sixty-three.  Dr. 
Preuss  received  his  medical  degree  from  the  Univer- 
sity of  Munich  in  1920.  He  was  an  assistant 
attending  physician  at  Metropolitan  Hospital. 
Dr.  Preuss  was  a Member  of  the  American  College  of 
Gastroenterology  and  belonged  to  the  Rudolf 
Virchow  Medical  Society,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Samuel  Soifer,  M.D.,  of  New  York  City,  died  on 
November  20,  1957,  at  the  age  of  seventy-four.  Dr. 
Soifer  graduated  from  Long  Island  College  Hospital 
in  1911.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


William  J.  Tiffany,  M.D.,  of  New  York  City,  died 
at  Columbia-Presbyterian  Medical  Center  on 
March  28  at  the  age  of  seventy-five.  Dr.  Tiffany 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1905.  He  was  a former 
State  Commissioner  of  Mental  Hygiene.  Dr. 
Tiffan}^  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  a Fellow  of  the  American 
Psychiatric  Association,  and  a member  of  the  New 
York  Society  for  Clinical  Psychiatry. 

Irving  Tran,  M.D.,  of  Brooklyn,  died  on  April  3 
at  the  age  of  sixty-nine.  Dr.  Tran  graduated  from 
Cornell  University  Medical  College  in  1909  and 
interned  at  Jewish  Hospital  of  Brooklyn.  He  was  a 
consultant  in  gynecology  at  Jewish  Hospital  of 
Brooktyn.  Dr.  Tran,  who  retired  in  1946,  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Brooklyn  Gynecological  Society,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Gallstones  in  Young  Women 


Despite  evidence  to  the  contrary,  the  impression 
tends  to  persist  that  gallstones  are  an  affliction  of 
middle  or  advanced  years.  In  a series  of  100  con- 
secutive female  patients  seen  by  the  author,  the 
largest  number  of  cases  (23)  occurred  in  the  twenty- 
two  through  thirty-age  group.  Moreover,  says  the 
author,  if  all  the  patients  had  undergone  operation 
in  the  early  period  of  their  symptoms,  the  incidence 
curve  for  the  decades  probably  would  have  shifted 
toward  the  younger  groups.  In  this  paper  Dr. 
Robert  S.  Sparkman  concentrates  on  the  23  patients 
who  were  in  their  third  decade,  discussing  general 


symptomatology,  treatment,  relationship  of  preg- 
nancy to  stone  formation,  and  related  data.  Errors 
in  diagnosis  are  not  uncommon  since  manifesta- 
tions of  gallstones  in  younger  women  may  differ 
from  symptoms  in  later  years.  The  author  con- 
cludes that  since  the  mortality  and  morbidity  of 
biliary  tract  surgery  increase  with  the  age  of  the 
subject  and  the  duration  of  symptoms,  the' young 
patient  is  the  ideal  candidate  for  cholecystectomy. 
Earlier  recognition  and  treatment  are  the  key  to 
reduction  of  morbidity  and  mortality. — Annals  of 
Surgery , June , 1957 
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Town  Honors  Dr.  Jolls — Dr.  Willard  B.  Jolls, 
eighty-eight,  who  has  been  practicing  in  the  town  of 
Orchard  Park  since  1895,  was  honored  March  4 at  a 
dinner  and  community  meeting  in  Orchard  Park 
Central  School. 

Dr.  Jolls  came  to  Orchard  Park  in  1895  at  the  in- 
vitation of  Quaker  leaders.  The  town  had  no  doctor 
at  that  time.  He  is  the  son  of  a Dayton,  New  York, 
farmer  whose  ancestors  were  Revolutionary  War 
Tories  banished  by  the  colonists.  His  great-grand- 
mother was  an  Indian  of  the  Cattaraugus  Lightfoot 
tribe. 

Dr.  Jolls,  long  an  advocate  of  better  sanitation, 
played  a prominent  part  in  the  bitter  dispute  which 
brought  sewers  to  the  town  in  the  late  1930’s.  His 
health  column,  “Timely  Health  Talks,”  appeared  in 
the  weekly  Orchard  Park  Press  for  almost  twenty- 
five  years. 

Dr.  Jolls  has  delivered  over  1,200  babies  since  he 
came  to  Orchard  Park  after  graduating  from  the 
University  of  Buffalo  Medical  School  in  1895.  He 
had  previously  attended  the  normal  schools  in 
Fredonia  and  Gowanda. 

In  addition  to  his  many  other  activities,  Dr.  Jolls 
finds  time  to  pursue  two  of  his  favorite  hobbies, 
music  and  photography.  He  is  a member  of  the 
Buffalo  Guild  of  Organists.  His  photographs  of 
Orchard  Park  provide  a record  of  much  of  the  early 
history  of  the  town.  In  1945  Dr.  Jolls  was  honored 
by  the  Erie  County  Medical  Society  for  half  a cen- 
tury of  medical  practice. 

Note  to  Psychiatrists — Psychiatrists  who  would 
like  to  know  more  about  The  American  Academy  of 
Psychotherapists  are  invited  to  write  to  Dr.  Jerome 
M.  Schenck,  vice-president,  who  would  be  glad  to 
supply  information  and  application  for  membership. 
Address  correspondence  to  Dr.  Jerome  M.  Schneck, 
26  West  9th  Street,  New  York  11,  New  York. 

Golf  Tournament  at  A.M.A.  Convention — In  con- 
junction with  the  A.M.A.  Convention,  The  American 
Medical  Golfing  Association  is  holding  its  annual  golf 
tournament  June  23,  at  the  Olympic  Lakeside  Golf 
and  Country  Club,  San  Francisco.  Tee  off  time  is 
from  8:00  a.m.  to  2:00  p.m.  A luncheon  and  a 
banquet  are  also  planned  for  the  day.  For  further 
information  contact  Dr.  James  J.  Leary,  Secretary, 
450  Sutter  Street,  San  Francisco,  California. 

Trudeau  School  of  Tuberculosis  and  Pulmonary 
Diseases — The  Trudeau  School  of  Tuberculosis  and 
Other  Pulmonary  Diseases  will  hold  its  forty-third 
session  in  Saranac  Lake,  June  2 through  20.  This 
annual  postgraduate  course,  conducted  under  the 


auspices  of  the  Trudeau  Foundation  and  supported 
by  the  Hyde  Foundation,  provides  outstanding  in- 
struction in  the  field  of  chest  diseases  at  a minimal 
tuition  for  a three  weeks  session.  Attendance  at  the 
Trudeau  School  carries  with  it  a thorough  review  for 
specialization  in  pulmonary  disease  or  for  work  in 
public  health  involving  tuberculosis.  Approxi- 
mately half  of  the  time  will  be  devoted  to  tubercu- 
losis and  the  other  half  divided  between  such  sub- 
jects as  silicosis,  pulmonary  fibrosis,  emphysema, 
fungus  infection,  sarcoidosis,  pneumonias,  and  intra- 
thoracic  tumors. 

A few  scholarships  are  available  for  those  who 
qualify.  All  inquiries  should  be  addressed  to  the 
Secretary,  Trudeau  School  of  Tuberculosis  and  Other 
Pulmonary  Diseases,  Box  500,  Saranac  Lake,  New 
York. 

Institute  for  the  Crippled  and  Disabled — How  to 

integrate  a community’s  facilities  into  a working 
rehabilitation  program  for  the  disabled  is  the  sub- 
ject of  the  fifth  annual  three  week  Work  Conference 
for  professional  persons,  June  2 through  20,  at  the 
Institute  for  the  Crippled  and  Disabled  in  New 
York  City. 

The  course  is  being  offered  jointly  by  the  Institute 
and  Columbia  University.  Faculty  members  of 
Columbia’s  Department  of  Physical  Medicine  and 
Rehabilitation,  College  of  Physicians  and  Surgeons, 
and  the  Department  of  Psychological  Foundations 
and  Services,  Teachers  College,  have  joined  with  the 
Institute’s  professional  staff  to  develop  the  course 
content  and  to  provide  the  instruction.  The  Office 
of  Vocational  Rehabilitation,  United  States  Depart- 
ment of  Health,  Education,  and  Welfare,  is  providing 
financial  support  for  the  Work  Conference.  This  in- 
cludes a limited  number  of  transportation  and  sub- 
sistence stipends  for  enrollees. 

A brochure  and  application  form  may  be  obtained 
on  request  to  Miss  Marguerite  Abbott,  Director  of 
Professional  Education,  Institute  for  the  Crippled 
and  Disabled,  400  First  Avenue,  New  York  10,  New 
York. 

Grand  Rounds — Barnert  Memorial  Hospital, 
Paterson,  New  Jersey,  in  affiliation  with  Montefiore 
Hospital,  New  York  City,  presented  a series  of  grand 
rounds  April  1 through  April  29.  Montefiore  Hos- 
pital physicians  participating  were  Drs.  Charles  A. 
Carton,  Alfred  S.  Dooneief,  Jacob  Grossman,  Tiffany 
Lawyer,  Jr.,  and  Frederick  Reiss. 

American  Board  of  Legal  Medicine — The  Ameri- 
can Board  of  Legal  Medicine,  Inc.,  held  a sym- 
posium on  “The  Medicolegal  Aspects  of  Back  and 
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Neck  Injuries”  on  March  19.  Those  interested  in 
obtaining  copies  of  the  proceedings  should  address 
the  American  Board  of  Legal  Medicine,  Inc.,  Suite 
1802,  1501  Broadway,  New  York  36,  New  York. 

Course  in  Postgraduate  Gastroenterology — The 

American  College  of  Gastroenterology  announces 
that  its  annual  course  in  postgraduate  gastroenter- 
ology will  be  given  at  the  Jung  Hotel  in  New  Orleans, 
October  23  through  25.  The  course  will  be  under 
the  direction  and  cochairmanship  of  Dr.  Owen  H. 
Wangensteen,  professor  of  surgery  of  the  University 
of  Minnesota  Medical  School  and  Dr.  I.  Snapper, 
director  of  medical  education,  Beth-El  Hospital, 
Brooklyn. 

For  further  information  write  to  the  American 
College  of  Gastroenterology,  33  West  60th  Street, 
New  York  23,  New  York. 

Eye  Histopathology  Course — An  intensive  course 
in  normal  ocular  histology  and  histopathology  will  be 
given  June  2 through  7,  from  2 to  6 p.m.  at  the  New 
York  Eye  and  Ear  Infirmary  by  Drs.  Bernard 
Roberts  and  Lawrence  Samuels  of  the  Department 
of  Ophthalmic  Pathology.  Dr.  Brittain  F.  Payne  is 
director  of  the  department.  Slides  and  specimens 
for  the  course  will  be  drawn  from  one  of  the  largest 
eye  collections  in  the  world. 

Registration  is  limited  to  15.  For  further  informa- 
tion write  to  Mrs.  Tamar  Weber,  Registrar,  Institute 
of  Ophthalmology  of  the  Americas  of  the  New  York 
Eye  and  Ear  Infirmary,  218  Second  Avenue,  New 
York  3,  New  York. 

Society  for  Clinical  and  Experimental  Hypnosis — 

The  New  York  Section  of  the  Society  for  Clinical 
and  Experimental  Hypnosis  held  the  second  of  a 
series  of  three  meetings  open  to  the  medical,  dental, 
and  psychologic  professions,  at  the  New  York 
Academy  of  Medicine  on  April  25. 

“The  Use  of  Hypnosis  in  Medical  and  Surgical 
Emergencies,”  a panel  discussion,  was  chaired  by 
Dr.  Abdul  Islammi,  assistant  dean  and  director  of 
the  Postgraduate  School,  Seton  Hall  Medical  Col- 
lege, Newark,  New  Jersey.  Speakers  were  Dr.  Al- 
bert Betcher  of  the  Hospital  for  Joint  Diseases,  New 
York  City,  and  Dr.  Abraham  Weinberg  of  Lincoln 
Hospital,  Bronx.  The  final  meeting  in  this  series 
will  be  held  on  Friday,  May  23. 

Symposium  on  Alcoholism — The  sixth  annual 
medical  symposium  of  the  New  York  City  Medical 
Society  on  Alcoholism  was  held  April  29  in  the 
Academy  of  Medicine  Building.  The  program  was 
devoted  to  examination  of  various  aspects  of  com- 
plications caused  by  alcoholism  and  what  can  be 
done  to  handle  such  cases  more  effectively.  Adele 
E.  Streeseman,  M.D.,  secretary  of  the  Society,  pre- 
sided. 

Postgraduate  Courses  for  Specialists — The  Insti- 
tute of  Ophthalmology  of  the  Americas  of  the  New 
York  Eye  and  Ear  Infirmary  announces  a series  of 


Postgraduate  Courses  for  Specialists  to  be  given 
from  November  3,  1958,  to  January  9,  1959. 

Courses  will  be  given  in  the  following  subjects: 
Anomalies  of  Extraocular  Muscles,  Including 
Ptosis;  Aniseikonia;  Biomicroscopy;  Cataracts; 
Clinical  Bacteriology;  Complications  of  Ophthalmic 
Surgery;  Electrophysiology  of  the  Eye;  Glaucoma; 
Conioscopy  and  Tonography;  Keratectomy  and 
Keratoplasty;  Lacrimal  Sac  Surgery;  Medical 
Ophthalmoscopy;  Near  Ultra-Violet  Biomicros- 
copy, Ocular  Allergy;  Ocular  Biochemistry;  Ocu- 
lar Microbiology;  Ocular  Neuro-Ophthalmology; 
Ocular  Photography;  Ocular  Radiology;  Ocular 
Trauma;  Ophthalmoscopy;  Pathology;  Perimetry; 
Plastic  Eye  Surgery;  Pleoptics  and  Macular  Func- 
tion Testing;  Psychosomatic  Factors  in  Ophthal- 
mology; Radioisotopes  in  Ophthalmology;  Refrac- 
tion, and  Retinal  Detachment. 

Further  information  regarding  the  courses  may  be 
obtained  by  writing  to  Mrs.  Tamar  Weber,  Regis- 
trar, Institute  of  Ophthalmology  of  the  Americas 
of  the  New  York  Eye  and  Ear  Infirmary,  218  Second 
Avenue,  New  York  3,  New  York. 

Nassau  Ophthalmological  Society — Dr.  I.  D. 

Okamura  spoke  on  the  “Management  of  Retinal 
Detachment”  at  the  quarterly  meeting  of  the 
Nassau  Ophthalmological  Society  on  April  28.  The 
next  meeting  of  the  Society  will  be  on  September  22. 

Western  New  York  Chest  Conference — The 

Western  New  York  Chest  Conference  Spring  Meet- 
ing was  held  at  E.  J.  Meyer  Memorial  Hospital, 
Buffalo,  on  April  10.  Guest  speaker  was  Dr.  Otto 
Charles  Brantigan,  chief  of  surgery,  Baltimore  City 
Hospital.  His  topic  was  “Surgical  Management  in 
Emphysema.”  New  York  physicians  participating 
in  the  conference  were  Howard  Dayman,  Buffalo; 
Walter  L.  Evans,  J.  N.  Adam  Hospital,  Perrysburg; 
Victor  Kaunitz,  Buffalo;  H.  Paul  Longstreth,  Buf- 
falo Medical  School;  Khlar  McDonald,  E.  J.  Meyer 
Memorial  Hospital;  Donald  R.  McKay,  E.  J. 
Meyer  Memorial  Hospital,  Buffalo;  Casimir  F. 
Pietraszek,  E.  J.  Meyer  Memorial  Hospital,  Buffalo; 
Vincent  Scamurra,  Kenmore  Mercy  Hospital,  Ken- 
more;  and  W.  Berkeley  Zinn,  Buffalo  Veterans  Ad- 
ministration Hospital. 

Accident  Motivation — “Human  Factors  in  Acci- 
dent Motivation”  was  the  theme  of  a conference  of 
industrial  nurses,  physicians,  and  psychiatrists  held 
at  the  Hotel  Statler  on  April  16.  Dr.  David  H. 
Goldstein,  professor  of  industrial  medicine  at  New 
York  University  Post-Graduate  Medical  School,  was 
conference  chairman. 

Laboratory  Course  Offered — A special  summer 
laboratory  course  in  “The  Techniques  and  Applica- 
tions of  the  Electron  Microscope”  will  be  offered  to 
qualified  senior  biologists  and  medical  research 
workers  under  the  direction  of  Professor  Benjamin 
M.  Siegel,  at  Cornell  University’s  Electron  Micros- 
copy Laboratory.  The  session  will  run  from  June 
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16  through  July  3.  It  will  include  extensive  labora- 
tory work,  lectures  covering  the  basic  principles  and 
methods,  and  lectures  on  specific  biologic  applica- 
tions to  be  given  by  prominent  guest  lecturers.  The 
course  is  being  sponsored  by  a grant  from  the 
National  Science  Foundation. 

Application  should  be  made  to  Professor  Benjamin 
M.  Siegel,  Rockefeller  Hall,  Cornell  University, 
Ithaca. 

Chronic  Lung  Disease — “Chronic  Lung  Disease,” 
a problem  of  increasing  importance,  was  the  theme 
of  an  interhospital  conference  of  the  New  York 
State  Health  Department  Tuberculosis  Hospitals 
held  at  the  J.  N.  Adam  Memorial  Hospital,  Perrys- 
burg,  on  March  27. 

Courses  to  be  Given  at  N.Y.U. — Dr.  Clarence  E. 
de  la  Chapelle,  associate  dean,  has  announced  that 
seven  courses  will  be  given  on  a new  summer-time 
basis  by  the  New  York  University  Post-Graduate 
Medical  School.  One  of  the  courses,  “Modern 
Methods  in  the  Recognition  and  Treatment  of 
Heart  Disease,”  will  be  given  for  the  first  time  and  is 
designed  to  provide  for  the  practicing  physician  both 
a review  and  modern  knowledge  on  the  newer  diag- 
nostic technics,  such  as  audio-visual  auscultation, 
cardiac  catheterization,  angiocardiography  and 
other  special  methods  in  diagnosis  of  all  types  of 
heart  disease. 

For  further  information  about  these  courses  write 
to  the  Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  New  York. 

Training  Program  for  Steroid  Biochemistry — The 

Worcester  Foundation  for  Experimental  Biology, 
Shrewsbury,  Massachusetts,  with  the  Department 
of  Chemistry,  Clark  University,  Worcester,  Massa- 
chusetts, and  the  Department  of  Biochemistry,  Col- 
lege of  Medicine,  University  of  Utah,  Salt  Lake 
City,  announce  the  third  training  program  for  steroid 
biochemistry  on  October  1 . 

The  training  program  is  offered  by  the  United 
States  Public  Health  Service  through  the  National 
Cancer  Institute  of  the  National  Institutes  of 
Health.  It  is  designed  to  alleviate  the  shortage  of 
qualified  trained  personnel  in  steroid  research.  Final 
date  for  application  is  June  1.  Send  inquiries  and 
applications  to:  Training  Program  for  Steroid  Bio- 
chemistry, Department  of  Chemistry,  Clark  Uni- 
versity, Worcester,  Massachusetts. 

Course  in  Occupational  Medicine — Occupational 
Medicine,  a full-time  course  for  physicians,  will  be 
given  for  eight  weeks  from  September  15  through 
November  7,  by  the  New  York  University  Post- 
Graduate  Medical  School. 

The  course  will  cover  the  following  areas:  Preven- 
tive Medicine,  including  epidemiology  and  biosta- 
tistics, Administrative  Medicine,  Occupational 
Diseases,  and  Industrial  Hygiene.  It  is  aimed  at 
meeting  the  need  for  specialized  training  in  indus- 


trial medicine.  Didactic  instruction  will  be  supple- 
mented with  field  trips  to  industrial  plants,  govern- 
mental agencies  concerned  with  industrial  health, 
and  to  union  health  centers.  Opportunity  will  be 
given  to  attend  medical,  surgical,  and  clinical- 
pathologic  conferences  held  in  the  New  York  Uni- 
versity-Bellevue  Medical  Center. 

For  further  information  write  to:  Office  of  the 
Associate  Dean,  New  York  University  Post-Gradu- 
ate Medical  School,  550  First  Avenue,  New  York  16, 
New  York. 

Russell  M.  Wilder  Fellowship — The  National 
Vitamin  Foundation  invites  those  holding  doctorate 
degrees  in  medicine  or  one  of  the  biologic  sciences, 
who  are  interested  in  continuing  their  training  in  the 
science  of  nutrition,  to  become  candidates  for  a 
National  Vitamin  Foundation-Russell  M.  Wilder 
Fellowship.  This  postdoctorate  fellowship  was 
created  by  the  Foundation  to  honor  Dr.  Russell  M. 
Wilder,  of  the  Emeritus  Staff  of  the  Mayo  Clinic. 

The  fellowship  is  for  three  years  and  pays  the 
recipient  $4,500  the  first  year,  $5,000  the  second,  and 
$5,500  the  third  year.  It  becomes  effective  in  July 
or  September  of  1959.  Application  forms  can  be  ob- 
tained from  the  offices  of  the  National  Vitamin 
Foundation  at  149  East  78th  Street,  New  York  21, 
New  York.  The  forms  must  be  completed  and  re- 
turned before  September  1,  1958. 

Applications  must  be  accompanied  by  a letter  from 
the  executive  officer  of  the  institution  where  the 
work  is  to  be  done  and  by  a letter  from  the  head  of 
the  department  under  which  the  candidate  is  to  work 
attesting  to  the  fact  that  the  candidate  will  be  per- 
mitted and  encouraged  to  carry  on  his  work  and 
studies  in  the  institution  and  department  indicated. 
Reasonable  assurance  must  be  given  that  he  will 
complete  his  fellowship  and  continue  to  work  in  the 
field  of  metabolism  and  nutrition  following  the 
period  covered  by  the  fellowship. 

American  Board  of  Obstetrics  and  Gynecology 
Examinations — Applications  for  certification,  new 
and  reopened,  Part  I,  and  requests  for  re-examination 
Part  II,  are  now  being  accepted  by  the  American 
Board  of  Obstetrics  and  Gynecology.  All  candi- 
dates are  urged  to  make  such  application  at  the 
earliest  possible  date.  Deadline  for  receipt  of  ap- 
plication is  September  1,  1958.  No  applications  can 
be  accepted  after  that  date. 

Candidates  for  admission  to  the  examinations  are 
required  to  submit  with  their  application  an  un- 
bound 8V2  by  11  typewritten  list  of  all  patients  ad- 
mitted to  the  hospitals  where  they  practice,  for  the 
year  preceeding  their  application  or  the  year  prior 
to  their  request  for  reopening  of  their  application. 

For  bulletin  outlining  present  requirements  write 
to,  Robert  L.  Faulkner,  M.D.,  2105  Adelbert  Road, 
Cleveland  6,  Ohio. 

New  Course  on  Clinical  Electrocardiography — A 

new  course  on  “The  Physiological  Basis  of  Clinical 
Electrocardigoraphy”  is  offered  by  the  New  York 
University  Post-Graduate  Medical  School  June  2 
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through  6.  It  will  be  given  under  the  direction  of 
Dr.  J.  Marion  Brjmnt  in  the  air  conditioned  class- 
room of  Alumni  Hall. 

The  course  is  designed  for  physicians  interested 
in  the  fundamentals  of  clinical  electrocardiography 
interpretation — following  a logical  and  nonpattern 
approach.  The  following  subjects  will  be  empha- 
sized: elements  of  electric  theory  imperative  for 
communication  of  ideas,  discrepancies  between 
theory  and  practice,  normal  variations  easily  mis- 
interpreted as  having  pathologic  significance,  in- 
tracardiac leads,  and  nonspecific  changes. 

For  further  information  write  to  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16,  New  York. 

New  Program  to  Train  Psychiatric  Researchers — 

The  Downstate  Medical  Center  of  the  State  Uni- 
versity of  New  York  has  announced  a new  program 
to  train  researchers  in  psychiatry.  The  program 
leads  to  the  degree  of  Doctor  of  Medical  Science  and 
is  open  to  M.D.’s  who  have  completed  three  years  of 
residency  training  in  psychiatry.  It  will  go  into 
effect  in  September. 

Under  a grant  from  the  Commonwealth  Fund, 
graduate  students  enrolled  in  the  program  will  re- 
ceive stipends  of  $7,500  during  the  first  year  and 
$8,000  during  the  second  year. 

Columbia  Receives  Grant  for  Polio  Study — 

Columbia  University  will  continue  studies  of  the 
mechanism  that  controls  heredity  in  polio  viruses 
under  a grant  of  $70,226  from  the  National  Founda- 
tion for  Infantile  Paralysis.  The  grant  has  been 
announced  jointly  by  Dr.  Grayson  Kirk,  president 
of  the  University,  and  Basil  O’Connor,  president  of 
the  National  Foundation. 

The  work  is  under  the  direction  of  Dr.  Hattie  E. 
Alexander,  associate  professor  of  pediatrics  at  the 
University,  whose  research  group  recently  suc- 
ceeded in  developing  what  amounts  to  a hybrid 
virus,  with  the  combined  characteristics  of  Type  I 
and  Type  II  polio  virus.  Under  the  new  grant  the 
Columbia  scientists  will  continue  these  recombina- 
tion studies. 


Dr.  Alexander’s  coworkers  are  Dr.  Isabel  Morgan 
Mountain,  research  associate,  Department  of 
Microbiology;  Dr.  Katherine  Sprunt,  research  as- 
sociate in  pediatrics,  and  Dr.  Gebhard  Koch,  of 
Germany. 

University  of  Southern  California  Offers  Course — 

The  University  of  Southern  California  School  of 
Medicine  is  offering  a postgraduate  refresher  course 
to  be  held  in  Hawaii  and  on  board  the  S.  S.  Matsonia 
August  5 through  21.  In  order  that  each  physician 
may  have  the  opportunity  to  choose  the  subject 
which  will  be  most  valuable  to  him,  several  programs 
will  be  given  simultaneously.  For  information  write 
to  Dr.  Phil  R.  Manning,  Director,  Postgraduate 
Division,  School  of  Medicine,  University  of  Southern 
California,  2025  Zonal  Avenue,  Los  Angeles  33, 
California. 

Israel  Medical  Association — The  American  Physi- 
cians Fellowship,  Inc.,  for  the  Israel  Medical  Asso- 
ciation is  sponsoring  an  all-inclusive  tour  to  Israel 
for  the  fourth  World  Medical  Assembly  of  the  Israel 
Medical  Association,  which  will  be  held  in  Tel  Aviv, 
Haifa,  and  Jerusalem  August  12  through  24.  For 
further  details  contact  the  American  Phj^sicians  Fel- 
lowship, Inc.,  1330  Beacon  Street,  Brookline  46, 
Massachusetts. 

Foreign  Officials  to  Attend  Health  Conference — 

Herman  E.  Hilleboe,  State  Health  Commissioner, 
has  announced  that  health  officials  representing  the 
Soviet  Union,  India,  and  Africa  will  speak  at  one  of 
the  two  general  sessions  at  the  54th  Annual  Health 
Conference  in  Rochester.  The  four-day  conference 
will  start  June  9. 

Participating  will  be  Sir  Arcot  Mudaliar,  M.D., 
vice-chancellor  of  the  University  of  Madras  in 
Madras,  India;  Dr.  F.  Cambournac,  World  Health 
Organization  Regional  Director  for  Africa,  and  Dr. 
Victor  Zhdanov,  vice-minister  of  health  for  Russia. 
Moderator  will  be  Dr.  Henry  Van  Zyle  Hyde,  chief 
of  the  Division  of  International  Health  for  the  U.  S. 
Public  Health  Service. 


Personalities 


New  Office 

Dr.  William  C.  Harrison,  Salem,  for  the  general 
practice  of  medicine,  in  the  Cereghino  Building. 

Awarded 

Dr.  George  W.  Corner,  Rockefeller  Institute  for 
Medical  Research,  with  the  $5,000  Passano  Founda- 
tion Award  for  1958. 

Appointed 

Dr.  Walter  T.  Hauscheer,  Staten  Island,  as  as- 
sistant medical  director  of  Esso  Research  and  Engi- 
neering Company. . . Dr.  Max  E.  Moravec,  Schenec- 


tady, as  chief  of  the  department  of  medicine  at  Ellis 
Hospital.  . . Dr.  Victor  N.  Tompkins,  Albany,  as 
Assistant  Commissioner  of  Health  for  the  State 
Health  Department’s  Division  of  Laboratories  and 
Research. 

Elected 

As  officers  of  the  American  Federation  for  Clinical 
Research:  president,  Dr.  Charles  Bertrand,  White 
Plains;  president-elect,  Dr.  Alfred  S.  Dooneief,  Mt. 
Kisco,  and  secretan^-treasurer,  Dr.  Bruce  J.  Sobol, 
White  Plains.  . . Dr.  Raffaele  Paolucci  diValmaggi- 
ore,  Rome,  Italy,  as  president-elect  of  the  Inter- 
national College  of  Surgeons.  . . Dr.  Norvin  C. 
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Kiefer,  medical  director  of  the  Equitable  Life  As- 
surance Society,  as  president  of  the  National  Health 
Council.  . . Dr.  Theodore  R.  Miller,  New  York  City, 
as  president-elect  of  the  American  Radium  Society. 
. . Brigadier  General  M.  S.  White,  USAF  (MC),  as 
president  of  the  Aero  Medical  Association. 

Speakers 

Dr.  Herman  J.  Bennett,  plant  physician,  Inter- 
national Business  Machines  Corporation,  on  April  9, 
before  the  staff  of  the  Veterans  Administration  Hos- 
pital, Castle  Point,  on  the  topic“Current  Trends  in 
Industrial  Medicine”.  . . Dr.  J.  Maxwell  Chamber- 
lain,  New  York  City,  delivering  the  seventh  annual 
Adrian  A.  Ehler  Memorial  Lecture  entitled  “Liga- 
ture and  Division  of  the  Bronchus  in  the  Surgical 
Treatment  of  Tuberculosis,”  on  March  20,  at  Al- 
bany Medical  College  . . . Dr.  Oskar  Diethelm,  pro- 
fessor of  psychiatry,  Cornell  University  Medical  Col- 
lege and  psychiatrist-in-chief  at  Payne  Whitney 
Psychiatric  Clinic,  on  March  25  before  the  staff  of 
the  Veterans  Administration  Hospital  at  Northport 
on  the  Topic  “The  Concept  of  Regression  in  Schizo- 
phrenia” . . . Dr.  Flanders  Dunbar,  on  April  16  at  the 
annual  convention  of  the  Greater  New  York  Safety 
Council  on  the  topic  “Accident  Predilection”  . . . Dr. 
Thomas  Gallagher,  Rochester,  before  the  Ontario 
County  Medical  Society,  Inc.,  on  the  subject  “The 
Child  With  the  Limp”  on  April  8 . . . Before  the 
Medical  Society  of  Jefferson  County,  Dr.  Alfred 
Jaretzki,  assistant  clinical  professor  of  surgery  at 


Columbia  University,  April  15,  on  the  topic  “Sur- 
gery of  the  Peripheral  Arteries”  . . . Dr.  Charles  W. 
Mayo,  Rochester,  Minnesota  on  “Diverticulosis 
and  Diverticulitis  of  the  Colon”  as  his  topic  for  the 
thirteenth  Elliott  T.  Bush  Memorial  Lecture, 
Elmira,  April  16,  . . . Dr.  Marvin  Moser,  Scarsdale, 
at  the  meeting  of  the  Westchester  Chapter  of  the 
American  Federation  for  Clinical  Research,  April  3, 
on  the  subject  “Drug  Treatment  of  Hypertension” 
. . . Dr.  Peter  Marshall  Murray,  past  president  of  the 
New  York  County  Medical  Society,  on  April  5 at 
the  alumni  dinner  of  Virginia  Union  University, 
Sheraton-McAlpin  Hotel,  New  York  City  . . . Dr. 
George  Robinson,  Mt.  Vernon,  before  the  West- 
chester Chapter  of  the  American  Federation  for 
Clinical  Research,  April  3,  on  the  topic  “Replace- 
ment of  Pulmonary  Artery  with  Aortic  Grafts”  . . . 
Dr.  Alix  Steigman,  professor  of  pediatrics,  Uni- 
versity of  Louisville  School  of  Medicine,  delivering 
the  fifteenth  Bela  Schick  Lecture,  at  Mount  Sinai 
Hospital,  on  the  topic  “Neurotropic  Properties  of 
Certain  Nonpolio  Viruses”  on  April  7 . . . Dr.  Joseph 
Wilder,  clinical  professor  of  neurology  at  the  New 
York  Medical  College,  before  the  staff  of  the  Veter- 
ans Administration  Outpatient  Clinic,  Brooklyn,  on 
the  subject  “Law  of  Initial  Value”  on  April  4 . . . Dr. 
Charles  F.  Wilkinson,  Jr.,  professor  and  chairman, 
Department  of  Medicine,  New  York  University 
Post-Graduate  Medical  School,  on  the  topic  “Diseases 
of  the  Liver  and  Their  Laboratory  Interpretation” 
April  7,  at  Forest  Hills  General  Hospital. 
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The  Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis  will  hold  its  spring 
meeting  and  scientific  session  on  May  11  at  the  Sir 
Francis  Drake  Hotel,  San  Francisco,  California. 

There  will  be  a symposium  on  the  “Family  . Ap- 
proach” in  psychoanalytic  therapy.  New  York 
physicians  attending  the  meeting  are  Drs.  Nathan 
W.  Ackerman  and  Iago  Galdston. 


International  College  of  Surgeons 

The  New  York  State  Section  of  the  International 
College  of  Surgeons  will  hold  its  annual  convention 
May  25  through  May  29  at  the  Concord  Hotel, 
Kiamesha  Lake,  New  York.  For  information  write 
to  Dr.  Charles  Thom,  General  Chairman,  100  Cen- 
tral Avenue,  Staten  Island  New  York. 


A.M.A.  to  Meet  in  San  Francisco 

The  American  Medical  Association  will  hold  its 
107th  annual  meeting  in  San  Francisco,  June  23 
through  27.  The  meeting  will  feature  scientific 
exhibits,  lectures,  motion  pictures,  panel  discus- 
sions, televised  surgical  procedures,  and  commercial 
exhibits. 

Gerontological  Society 

The  eleventh  annual  scientific  meeting  of  the 
Gerontological  Society,  Inc.,  will  be  held  at  the 
Bellevue  Stratford  Hotel,  Philadelphia,  November  6 
through  8.  Cochairmen  of  the  meeting  are  Drs. 
Warren  Andrew,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina,  and  Joseph  T. 
Freeman,  1530  Locust  Street,  Philadelphia  2,  Penn- 
sylvania. Dr.  Leo  Gitman,  813  Howard  Avenue, 
Brooklyn  12,  New  York,  is  chairman  of  the  exhibi- 
tions committee. 
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\ t least  for  this  year,  it  appears  that  Congress 
will  keep  its  hands  off  tranquilizer  drug  regu- 
lation. The  issue  was  studied  by  a House  Govern- 
ment Operations  Subcommittee  in  three  days  of 
hearings,  where  experts  on  tranquilizers  testified. 
With  few  exceptions  they  told  the  subcommittee 
they  thought  the  situation  was  well  in  hand  now 
and  that  no  new  legislation  was  needed. 

The  investigation  grew  out  of  reports  that  some 
tranquilizer  manufacturers  are  misleading  doctors 
in  literature  describing  the  drugs  and  in  advertise- 
ments in  medical  journals,  and  that  somehow  the 
general  public  is  reading  these  claims  and  prevailing 
on  doctors  to  prescribe  the  drugs  when  they  aren’t 
indicated  medically. 

A report,  when  issued  by  the  full  committee  later 
in  the  year,  is  expected  to  point  out  some  of  the 
danger  areas  explored  at  the  hearings  but  not  to 
make  a strong  demand  for  further  Federal  regula- 
tion in  this  area. 

Dr.  Leo  Bartemeier,  chairman  of  the  American 
Medical  Association’s  Council  on  Mental  Health, 
told  the  subcommittee  under  Rep.  John  Blatnik 
(D.,  Minn.)  that  he  knows  of  no  “gross  misrepre- 
sentation” of  the  drugs  and  that  it  is  his  under- 
standing that  the  producers  subject  the  drugs  to 
careful  tests  before  releasing  them  to  the  medical 
profession.  Dr.  Bartemeier  explained  that  the 
drugs  are  helpful  in  bringing  mental  patients  in  con- 
tact with  reality,  thus  preparing  them  for  treat- 
ment. 

Dr.  Robert  H.  Felix,  head  of  the  National  Insti- 
tute of  Mental  Health,  agreed  that  the  tranquilizers 
are  “a  new  source  of  hope”  for  patients  and  psychi- 
atrists alike,  but  he  pointed  out  that  their  success 
actually  highlighted  the  acute  shortage  of  trained 
psychiatric  personnel  in  public  mental  hospitals. 
He  said  that  too  many  patients,  after  being  made 
ready  for  treatment  through  use  of  the  drugs,  have 
to  wait  for  long  periods  until  overworked  psychia- 
trists can  start  their  treatments. 

Two  other  government  witnesses  also  said  no  new 
legislation  is  needed.  They  were  Dr.  Albert  H. 
Holland,  Jr.,  medical  director  of  Food  and  Drug 
Administration,  and  Commissioner  Sigurd  Anderson 
of  the  Federal  Trade  Commission.  They  argued 
that  even  the  most  questionable  wording  does  not 
mislead  the  wary  physician  and  that  there  is  no  rec- 
ord in  twenty  years  of  any  drug  advertisement  sent 
exclusively  to  the  profession  that  carried  false  or  mis- 
leading claims. 

Dr.  Nathan  Kline,  research  director  for  the  New 
York  State  Department  of  Mental  Hygiene,  said 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


there  may  be  occasional  abuses  or  “honest  mis- 
takes,” but  that  they  are  not  frequent  enough  to 
justify  new  legislation. 

Dr.  Kline  did  suggest  that  it  might  be  wise  to  give 
Food  and  Drug  Administration  full  authority  over 
policing  of  advertising.  At  present  FDA  is  responsi- 
ble for  checking  on  claims  on  labels  or  enclosed  litera- 
ture, and  Federal  Trade  Commission  for  checking 
advertisements.  The  advantage  would  lie  in  FDA’s 
authority  to  move  faster  against  producers  in  case  of 
abuse. 

Among  the  few  who  called  for  new  control  legisla- 
tion was  Dr.  J.  Murray  Steele,  who  headed  a New 
York  Academy  of  Medicine  study  of  tranquilizer 
advertising.  In  contrast  to  evidence  from  witnesses 
before  the  Blatnik  subcommittee,  Dr.  Steele  said  a 
number  of  psychiatrists  had  told  his  panel  that  the 
ads  often  serve  more  to  mislead  than  to  guide  physi- 
cians. 

Notes 

A four-day  Washington  conference  of  representa- 
tives of  organizations  concerned  with  nursing  homes 
and  homes  for  the  aged  agreed  on  the  need  for  Fed- 
eral legislation  to  help  renovate  and  build  facilities. 
Left  open  was  the  question  of  whether  aid  should  be 
through  grants  or  mortgage  guarantees.  Surgeon 
General  Burney  told  the  group  that  lack  of  good 
nursing  homes  was  keeping  “tens  of  thousands  of 
older  patients  in  general  hospitals  for  prolonged 
periods  beyond  the  time  when  they  need  or  even  can 
benefit  from  ‘full-dress’  hospital  services.” 

Dr.  David  B.  Allman,  AMA  president,  has 
warned  the  country  of  food  faddists  and  diet  quacks. 
Speaking  at  the  National  Food  Conference,  he  said 
too  many  people  put  off  seeing  a physician  while  ac- 
cepting certain  health  foods,  herb  mixtures,  or  “some 
other  phony  remedy.”  AMA  and  Food  and  Drug 
Administration  are  working  on  a progam  on  the 
dangers  of  food  quackery.  This  includes  a television 
film. 

Senator  Lister  Hill  (D.,  Ala.),  chairman  of  the 
Senate  Appropriations  subcommittee  that  handles 
the  HEW  budget,  is  convinced  work  should  be 
pushed  on  the  new  National  Library  of  Medicine 
building.  Only  planning  funds  have  been  voted  to 
date.  Hill  wants  the  administration  to  endorse 
seven  million  dollars  for  the  library  in  the  face  of 
deterioration  of  the  present  structure.  He  cites  an 
editorial  in  the  Journal  of  the  American  Medical 
Association  on  the  need  for  action. 

Dr.  F.  J.  L.  Blasingame,  AMA  general  manager, 
has  informed  the  House  and  Senate  Armed  Services 
committees  of  AMA  support  for  continuing  the  1956 
incentive  pay  act  for  medical  officers.  The  House 
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Tcntex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


◄ Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


Fostex  is  easy  for  your  patients  to  use 

◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 
468  Dewitt  Street  • Buffalo  1 3,  New  York 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 
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• . . ill  Skin  DiSG&SGS:  In  a study  of  26  patients  with  severe  der- 
matoses, aristocort  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  2A  that  of  prednisone1 11. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved2. . . absence  of  serious  side  effects  specifically  noted.1, 2>  3 


...in  RhGUmatOid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients4. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
aristocort  therapy).5 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.: 

J.  A.  M.  A.  165:1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.: 

Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L. : Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L. : Personal  Communication. 

1 1.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 
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...in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.6. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.7 

...  in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  aristocort  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.8,9. . .Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.10,11,12. . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.13 

-OH 


ng  on  the  acuteness  and  severity  of  the  disease  under 
the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
hen  acute  manifestations  have  subsided,  maintenance 
arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 

Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  Vi 
in  rheumatoid  arthritis,  by  Vi  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vi  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  aristocort,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 
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group  is  considering  legislation  to  change  the  base 
pay  of  all  military  personnel;  this  would  have  the 
effect  of  cutting  down  the  special  pay  for  experienced 
officers. 

The  House  Government  operations  Committee 


also  has  been  busy  in  another  field.  Reporting  on  its 
long  hearings  of  last  year  on  advertising  of  filter  tip 
cigarettes,  the  group  declared : “The  cigarette  indus- 
try has  done  a grave  disservice  to  the  smoking  public 
initially,  blatantly  and,  more  recently,  very  subtly 
publicizing  the  filter  tip  smoke  as  a health  pro- 
tection.’’ 


INSURANCE  PLANS 


The  following  is  a message  from  Governor  Aver  ell 
Harriman  of  New  York , to  the  State  Legislature.  It 
concerns  the  medical  profession  and  should  be  of  interest 
to  our  readers. 

The  growth  of  nonprofit,  prepayment  hospital 
and  medical  care  plans  since  their  inception  about 
twenty  years  ago  has  been  phenomenal.  By  the 
close  of  1957  almost  nine  million  residents  of  our 
State  were  covered  for  hospital  expenses  under  Blue 
Cross  plans,  and  nearly  six  and  one-half  million  for 
medical  and  surgical  services  in  hospitals  under 
Blue  Shield  plans.  The  use  of  the  prepayment  idea 
to  meet  unexpected  and  costly  health  bills  has  gained 
acceptance  because  it  effectively  meets  a real  need. 
These  plans  are  now  as  much  of  a fixture  in  our 
society  as  other  forms  of  insurance. 

As  in  all  rapidly  expanding  operations,  this  growth 
has  not  been  without  its  problems.  When  the  stat- 
utes governing  these  corporations  were  first  written 
into  the  Insurance  Law,  we  were  dealing  with  an 
untried  and  interesting  innovation.  Today,  we  are 
dealing  with  a large-scale  operation  that  has  wide- 
spread social  and  economic  effects.  As  a natural 
consequence,  the  laws  governing  these  plans  are  in 
need  of  modernization. 

In  a recent  decision  disapproving  an  application 
by  the  Associated  Hospital  Service  (Blue  Cross)  of 
New  York,  for  an  increase  in  subscriber  rates  ap- 
proximating 40  per  cent,  the  Superintendent  of  In- 
surance indicated  that,  in  several  significant  respects, 
the  operations  of  these  plans  were  beyond  his  pur- 
view. He  also  indicated  the  need  for  a change  in 
the  statutory  requirements  relative  to  the  mainte- 
nance of  a contingent  surplus  fund.  Legislation 
has  been  introduced  to  permit  a reduction  in  these 
funds.  The  moneys  so  released  can  be  used  to  pay 
claims  and  expenses.  This  proposed  change  will 
permit  a greater  degree  of  flexibility,  while  at  the 
same  time  recognizing  the  needs  of  the  plans  to  be 
able  to  meet  unexpected  contingencies.  It  will  also 
permit  requests  for  changes  in  subscriber  rates  to  be 
determined  by  the  Superintendent  of  Insurance  on  a 
more  realistic  basis. 


I recommend  that  this  legislation  be  approved. 
If  it  is  not,  a considerable  increase  in  Blue  Cross 
rates  in  New  York  City  will  be  inevitable  within  a 
very  few  months. 

In  order  to  enable  the  Superintendent  of  Insurance 
to  deal  on  a fully  informed  basis  with  future  rate 
problems,  it  is  important  that  a careful  study  of 
Blue  Cross  and  Blue  Shield  operations  be  under- 
taken by  highly  qualified  personnel.  This  study 
should  encompass  the  following  areas,  among  others : 

1.  Costs  of  administration  and  efficiency  of  op- 
eration of  Blue  Cross  and  Blue  Shield  plans  through- 
out New  York  State.  Questions  have  been  raised 
as  to  possible  reductions  in  operating  costs  and  more 
efficient  operations.  Information  on  these  subjects 
is  basic  for  any  future  review  of  applications  for  sub- 
scriber rate  increases. 

2.  Coverage  of  plans.  Costs  of  services  are  di- 
rectly related  to  types  and  quantity  of  services  ren- 
dered, including  outpatient  and  emergency  services. 
One  important  question  which  has  been  raised  in 
this  area  is  whether  costs  of  mental  illness  should  be 
included. 

3.  Excessive  use  of  hospital  services.  This  is  a 
knotty  problem  and  involves  the  medical  aspects  of 
the  whole  program.  A study  should  be  able  to  pro- 
duce recommendations  for  methods  of  combatting 
excessive  use,  if  it  is  found  to  exist. 

4.  Regulatory  powers  to  be  vested  in  the  Superin- 
tendent of  Insurance.  The  Superintendent  now  has 
full  authority  to  approve  or  disapprove  subscriber 
rates,  but  his  authority  over  the  charges  made  by 
member  hospitals  for  services  rendered  is  limited. 

5.  Requirements  with  respect  to  representative 
character  of  Boards  of  Directors.  In  view  of  the  fact 
that  these  plans  are  of  a quasi-public  character,  the 
question  has  been  raised  whether  their  Boards  of 
Directors  should  not  be  more  widely  representative 
of  the  subscribers. 

At  no  time  since  the  plans  were  introduced  in  the 
1930’s  has  there  been  a thorough  review  of  their 
operations,  conducted  by  an  impartial  body.  Such 
a study  should  make  it  possible  to  provide  a sound 
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Avoid  “BOTTOM  OF  THE  VIAL”  reactions 


Of  the  intermediate-acting  insulins, 
only  Globin  Insulin  is  a clear  solution. 


24-hour  control  for  the  majority 
of  diabetics 


GLOBIN  INSULIN 


‘B.  W.  & CO.’ 


Each  cc.  of  Globin  Insulin 
-including  the  last  one- 
provides  the  same 
unvarying  potency. 


JUH  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


DINNER  DANCE 

and 

RECEPTION 


Wednesday,  May  14,  1958 

In  the  PENN  TOP  of  the  HOTEL  STATLER-HILTON 
During  the  Annual  Convention  in  New  York  City 
Dancing  to  Ben  Cutler’s  Music 
Entertainment 
Valuable  Door  Prizes 
No  Speeches 


This  will  be  a spring  evening 
devoted  to  the  pleasures  of  the  table , 
good  dancing  and  fine  company. 


Please  send  me tickets  at  $12.50*  each. 

I would  like  to  reserve Tables(s)  (Tables  seat  10) 

Please  attach  guest  list. 

Enclosed  please  find  my  check  for  $ 


Name 


Please  Print 


Address 


Please  Print 


Send  checks  and  orders  to:  Dr.  Frank  J.  Borrelli 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Ave.,  New  York  16,  New  York 

* Includes  reception  with  cocktails 


TAKE  A NEW  LOOK  AT  ALLERGENS' 
TAKE  A LOOK  AT  NEW  DIMETANE 

There  is  no  antihistamine  better  than  dimetane  for  allergic  protection.  DIMETANE 
gives  you  good  reasons  to  re-examine  the  antihistamine  you  are  now  using:  unex- 
celled potency,  unsurpassed  therapeutic  index  and  relative  safety. . .minimum 
drowsiness  or  other  side  effects.  Has  been  effective  where  other  antihistamines  have 
failed,  dimetane  Extentabs®  (12  mg.)  protect  for  10-12  hours  on  one  tablet.  Also 
available:  Tablets  (4  mg.),  Elixir  (2  n 
A.  H.  robins  CO.,  INC.,  Richmond  ‘ 

Ethical  Pharmaceuticals  of  Merit 

•Typical  Allergens:  Animal  Hair  and  Dander  • Pollen  • Molds  • Bacteria 
and  Viruses  • Feathers  • Insect  Scales  • Vegetable  Fibers  and  Seeds 
Plant  Juices  • House  Dust  • Drugs  and  Chemicals  • Minerals  and  Metals. 
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basis  for  review  of  future  applications  with  regard  to 
subscriber  rate  increases. 

To  accomplish  the  proposed  study  in  the  shortest 
possible  time  and  at  minimum  expenditure  of  public 
funds,  I propose  that  the  State  Health  Department 
receive  a special  appropriation.  I have  been  in- 
formed by  the  Commissioner  of  Health  that  this 
can  be  done  under  contract  between  the  Health 
Department  and  one  of  our  great  universities,  which 
has  the  staff  and  is  prepared  to  proceed,  providing 
we  make  available  professional  and  technical  services 
from  the  Departments  of  Insurance  and  Health  for 
consultation  and  assistance  in  every  way  possible. 

If  this  sudy  is  authorized,  I will  ask  the  Com- 
missioner of  Health,  with  the  advice  of  the  Super- 
intendent of  Insurance,  to  set  up  an  advisory  com- 


mittee representative  of  all  interested  parties — the 
public,  the  medical  profession,  hospital  authorities, 
health  insurance  administrators,  labor  organizations, 
and  other  interested  groups.  This  advisory  com- 
mittee will  serve  to  assist  in  the  planning  and  re- 
view of  the  work  of  the  university  staff  of  experts 
that  will  carry  out  the  study. 

I am  confident  that  such  a study  will  be  welcomed 
by  the  health  insurance  plans,  the  public,  and  the 
allied  medical  and  hospital  professions  alike.  It  is 
an  immediate  necessity,  if  we  are  to  face  our  public 
responsibility  of  developing  a basis  for  determining 
a sound  rate  structure  early  in  1959  for  subscribers 
to  Blue  Cross  and  Blue  Shield  plans  in  New  York 
State. 

I therefore  recommend  legislation  authorizing  the 
Department  of  Health  to  make  such  a study  and 
appropriating  $100,000  to  it  for  that  purpose. 


BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  February,  1958 ) 


Erythroblastosis  Fetalis  Including  Exchange  Trans- 
fusion Technic.  By  Fred  H.  Allen,  Jr.,  M.D.,  and 
Louis  K.  Diamond,  M.D.  Duodecimo  of  143  pages, 
illustrated.  Boston,  Little,  Brown  & Co.,  1958. 
Cloth,  $4.00. 

General  Pathology.  2nd  ed.  By  Howard  Florey, 
Prof,  of  Pathology.  Octavo  of  932  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1958. 
Cloth,  $16. 

Current  Therapy,  1958.  By  Howard  F.  Conn, 
M.D.  Quarto  of  827  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1958.  Cloth,  $12. 

The  Physical  Chemistry  of  Electrolytic  Solutions. 

3rd  ed.  By  Herbert  S.  Harned,  Prof,  of  Chemistry, 
and  Benton  B.  Owen,  Prof,  of  Chemistry.  Octavo 
of  803  pages,  illustrated.  New  York,  Reinhold 
Pub.  Corp.,  1958.  Cloth,  $20. 

Gynecologic  and  Obstetric  Pathology  With  Clini- 
cal and  Endocrine  Relations.  4th  ed.  By  Emil 
Novak,  M.D.,  and  Edmund  R.  Novak,  M.D.  Oc- 


tavo of  650  pages,  683  illustrations.  Philadelphia, 
W.  B.  Saunders  Co.,  1958.  Cloth. 

Spezielle  Chirurgische  Therapie.  By  Max  Sae- 
gesser,  Prof.  Dr.  Octavo  of  1,476  pages,  illustrated. 
Bern,  Hans  Huber.  1957.  Cloth,  Fr./Dm  128. 

Vertigo  and  Dizziness.  By  Bernard  J.  Alpers, 
M.D.  Duodecimo  of  120  pages.  New  York, 
Grune  & Stratton,  Inc.,  1958.  Cloth,  $5.00. 

Theory  and  Problems  of  Child  Development. 

By  David  P.  Ausubel,  M.D.  Octavo  of  650  pages. 
New  York,  Grune  & Stratton.  1958.  Cloth,  $12. 

Heart  Disease  and  Pregnancy.  By  C.  Sidney 
Burwell,  M.D.,  and  James  Metcalfe, 'M.D.  Octavo 
of  338  pages  illustrated.  Boston,  Little,  Brown  and 
Co.,  1958.  Cloth,  $10. 

The  Essence  of  Surgery.  By  C.  Stuart  Welch, 
M.D.,  and  Samuel  R.  Powers,  Jr.,  M.D.  Octavo  of 
320  pages,  50  illustrations.  Philadelphia,  W.  B. 
Saunders  Co.,  1958.  Cloth,  $7.00. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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Clinical  Proctology.  By  J.  Peerman  Nesselrod. 
Second  edition.  Octavo  of  296  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1957. 
Cloth,  $7.00. 

After  a period  of  seven  years  a second  edition  of 
the  author’s  Proctology  in  General  Practice  is  brought 
forth  under  the  title  Clinical  Proctology.  As  in  the 
first  edition,  the  scope  of  this  book  does  not  include 
the  abdominal  approach  to  colonic  and  rectal  sur- 
gery, but  the  author  covers  the  anorectal  division  of 
proctology  with  care.  There  are  16  chapters  and 
the  space  allotted  to  the  various  subjects  has  been 
skillfully  and  judiciously  apportioned.  The  72 
figures  are  well  done  and  clear,  and  carry  on  where 
the  author  leaves  off.  The  color  plates  are  ex- 
ceptionally fine. 

This  reviewer  is  in  total  accord  with  the  author’s 
statement  concerning  “ambulant  proctology”  which 
follows:  “Accordingly,  the  writer  uses  his  office 

for  examination  of,  and  consultation  with,  new 
patients,  and  for  dressings  of  surgical  patients  who 
have  been  discharged  from  the  hospital,  and  not  for 
office  surgery.”  Figure  67  on  page  237  may  prove 
confusing  to  the  medical  student  and  others.  It 
illustrates  fulguration  of  a pedunculated  polyp  in 
the  rectum.  The  ample  working  space  in  the  rectum 
as  shown  in  the  illustration  would  make  such  a 
pedunculated  polypoid  lesion  suitable  for  electroco- 
agulation snare  removal.  Perhaps  in  the  next 
edition  an  illustration  with  a sessile  polyp  will  be 
substituted. 

The  reviewer  really  enjoyed  reading  this  book  and 
heartily  recommends  it  to  medical  students  and 
house  officers  as  well  as  to  general  practitioners  and 
internists  who  may  wish  to  perform  their  own 
proctoscopies. — A.  W.  Martin  Marino 

Blood  and  Bone  Marrow  Patterns.  By  G.  D 

Talbott,  M.D.,  Elmer  R.  Hunsicker,  B.S.,  and  Jonah 
Li,  M.D.  Folio  of  59  pages,  illustrated.  New 
York,  Grune  & Stratton,  1957.  Cloth,  spiral  bind- 
ing, $12. 

The  authors  are  to  be  complimented  on  the  beauti- 
ful color  reproductions  of  photographed  cells  in  the 
important  hematologic  entities. 

It  would  have  served  the  interest  of  the  average 
reader,  even  the  hematologist,  to  have  kept  the 
original  classification  of  the  red  cell  series,  or  at  least 
to  have  indicated  in  parenthesis  the  more  classical 
nomenclature  as  is  followed,  for  example,  in  the 
case  of  the  Rh  types  versus  the  C.D.E.  types. — 
Maurice  Morrison 

The  Malabsorption  Syndrome.  Edited  by  David 


Adlersberg,  M.D.  Contributions  to  the  Symposium 
by  members  of  the  staff  of  the  Mount  Sinai  Hospital, 
New  York.  David  Adlersberg,  Elaine  T.  Bossak, 
Henry  Colcher,  David  A.  Dreiling,  et  al.  Quarto 
of  252  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1957.  Cloth,  $5.50.  (A  Mount  Sinai 
Hospital  Monograph) 

The  editor  and  his  corps  of  contributors  are  to 
be  congratulated  on  tackling  this  fascinating  prob- 
lem. To  quote  the  editor  in  his  introduction, 
“there  are  considerable  gaps  in  our  knowledge  par- 
ticularly with  regard  to  the  basic  mechanisms  respon- 
sible for  the  disorder.”  However,  one  must  say 
that  the  collection  of  the  material  relative  to  the 
celiac  syndrome  of  children,  nontropical  sprue,  and 
similar  disturbances  of  the  digestive  apparatus  as 
it  affects  the  small  bowel  functions  especially,  is  to 
be  commended,  and  the  volume  as  a whole  adds 
much  to  the  further  studies  necessary  for  the  elucida- 
tion of  the  physiologic  and  clinical  manifestations 
of  this  important  though  so  little  understood  dis- 
turbances and  its  results  on  a variety  of  metabolic 
activities. — Benjamin  Bernstein 

Atlas  of  Eye  Surgery.  By  R.  Townley  Paton, 
M.D.,  and  Herbert  M.  Katzin,  M.D.  Illustrated 
by  Daisy  Stilwell.  Quarto  of  248  pages,  illustrated. 
New  York,  McGrawr-Hill  Book  Company,  1957. 
Cloth,  $15. 

Drs.  Paton  and  Katzin  have  collaborated  with 
an  artist  to  produce  an  excellent  guide  especially 
designed  for  residents  in  ophthalmology.  Step- 
by-step  drawings  illustrating  most  of  the  operations 
in  common  usage  comprise  the  main  part  of  the 
book.  A brief  text  introduces  each  section,  and 
adequate  legends  accompany  the  illustrations. 
Operations  on  the  eyelids  and  lacrimal  apparatus 
are  not  included.  The  various  types  of  suturing 
employed  in  cataract  extraction  are  clearly  dem- 
onstrated. The  classic  corneoscleral  trephination 
for  glaucoma  is  not  given;  in  its  place  there  is  a 
relatively  simple  posterior  lip  sclerotomy  to  accom- 
plish the  same  result.  The  various  operations  for 
retinal  detachment  and  keratoplasty,  including  the 
latest  innovations,  are  well  covered.  This  book 
should  prove  extremely  helpful  and  a great  time- 
saver  for  residents  in  ophthalmology,  and  can  be  used 
profitably  by  anyone  interested  in  the  field  of  eye 
surgery. — Jesse  M.  Levitt 

The  Function  of  the  Ureter  and  Renal  Pelvis. 
Pressure  Recordings  and  Radiographic  Studies  of 
the  Normal  and  Diseased  Upper  Urinary  Tract  of 

[Continued  on  page  1G02] 
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For  Speedier  Return  to  Normal  Nutrition 


and  the  Medically  Acceptable 
Reducing  Diet 

In  any  medically  acceptable  reducing  diet  prescribed  today, 
meat  can  serve  as  an  important  nutritional  component. 

Curtailment  of  the  daily  calorie  allowance  must  not  deny 
the  patient  the  protein,  vitamins,  and  minerals  required  for 
good  nutritional  health.  Fad  diets  which  eliminate  certain 
basic  foods  can  hardly  be  considered  medically  acceptable. 

Calorie  for  calorie,  no  other  commonly  eaten  food  supplies 
the  quality  and  quantity  of  protein  which  lean  meat  pro- 
vides. Its  B vitamins  and  minerals  are  needed  daily,  regard- 
less of  calorie  restrictions. 

Even  when  coexistent  pathological  conditions  require  that 
the  calorie-reduced  diet  be  further  limited  to  foods  low  in 
fiber  or  in  sodium,  meat  fills  the  same  important  place  in 
each  day’s  food  allowance.  The  fat  content  of  lean  meat  is 
relatively  low,  and  meat  can  be  prepared  in  various  ways, 
as  called  for  by  almost  every  special  diet. 

In  any  diet  which  must  deviate  from  accustomed  eating 
habits,  the  taste  appeal  of  meat  makes  it  easier  for  the  patient 
to  adhere  to  the  restrictions  imposed. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
. tion  of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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[Continued  from  page  1600] 

Man.  By  Fredrik  Kiil,  M.D.  Octavo  of  205 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Cloth,  $7.50.  (From  the  Insti- 
tute for  Experimental  Medical  Research,  University 
of  Oslo,  and  Dept.  Ill,  Ulleval  Hospital,  Oslo,  Nor- 
way. Head:  Professor  of  Surgery,  Carl  Semb, 

M.D.) 

The  introduction  of  sensitive  electronic  recording 
devices  as  aids  to  physiologic  research  has  brought 
further  understanding  of  peristalsis  of  the  ureter. 
The  experiments  of  Fredrik  Kiil  done  mainly  in  the 
laboratory  and  clinic  of  Professor  Carl  Semb  of 
Oslo,  Norway  are  major  contributions  in  this  field 
and  are  ably  summarized  in  this  monograph.  By 
means  of  pressure  transducers  Kiil  has  studied  the 
phasic  pressures  of  the  ureter  as  varied  by  peristaltic 
contractions  in  the  intact  as  well  as  the  ureter  altered 
by  disease.  In  other  experiments  the  response  of 
the  ureter  to  the  administration  of  drugs  was  also 
evaluated.  The  early  conclusions  are  important 
but  the  author  is  first  to  admit  that  much  more 
investigation  is  necessary  before  definite  conclusions 
are  reached  which  can  be  applied  to  clinical  prac- 
tice. 

The  text  is  recommended  to  all  physicians  as  an 
understanding  of  the  function  of  the  ureter,  but  it 
is  recommended  especially  to  urologists  who  daily 
face  problems  that  are  discussed  in  this  book. — 
Sidney  R.  Weinberg 


Operative  Obstetrics.  By  R.  Gordon  Douglas, 
M.D.,  and  William  B.  Stromme,  M.D.  Quarto  of 
735  pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1957.  Cloth,  $20. 

Planned  more  than  a decade  ago  as  a complement 
to  Williams  Obstetrics,  this  text  is  devoted  to  detailed 
technic  of  obstetric  operations.  There  is  nothing 
like  it  in  English.  Anesthesia  is  included  of  course. 
In  a chapter  on  surgery  outside  the  genital  tract  the 
authors  have  discussed  these  procedures  briefly  but 
well.  Nowhere  is  the  obstetrician,  or  the  gynecolo- 
gist for  that  matter,  persuaded  to  invade  the  field 
of  the  surgeon.  This  is  as  it  should  be. 

Up-to-date  bibliographies  and  a large  number  of 
excellent  illustrations  are  used  in  this  book.  Speak- 
ing from  his  great  experience  at  Cornell,  Douglas 
is  modest  and  unassuming,  but  very  direct.  The 
book  is  highly  recommended  for  residents  in  training 
and  to  others  growing  up  in  the  practice  of  obstetrics 
and  gynecology. — Charles  A.  Gordon 

Extensile  Exposure.  By  Arnold  K.  Henry,  M.D. 
(Dublin).  Second  edition.  Octavo  of  320  pages, 
illustrated.  Baltimore,  The  Williams  and  Wilkins 
Company,  1957.  Cloth,  $10. 

Fortunate  indeed  is  the  surgeon  who  becomes 
familiar  with  this  book.  Here  is  an  anatomy  book 
for  the  surgeon.  This  remarkable  volume  is  an 
approach  to  proper  surgery.  One  of  the  essentials 
to  good  surgery  is  a thorough  knowledge  of  anatomy. 
Too  often  the  anatomy  book  has  a disjointed  ap- 


proach. In  a most  enchanting  manner,  the  author 
reveals  the  structures  of  the  extremities  and  por- 
tions of  the  trunk.  The  study  is  coherent  and 
readily  grasped. 

During  surgery,  important  neuromuscular  and 
vascular  structures  must  be  sought  out  for  protection 
or  for  guideposts.  This  volume  with  numerous 
aids  and  mnemonics  is  a tremendous  help.  The 
author  contrives  to  bring  out  the  utmost  significance 
from  all  the  details  of  anatomy.  Planes  of  cleavage, 
bursae,  all  help  in  making  the  surgical  approach  less 
difficult. 

The  book  contains  numerous  line  drawings. 
Every  detail  is  well  sketched.  The  author  shows 
how  to  approach  bones  and  joints  and  vital  struc- 
ture without  causing  “A  clotting  mass  adrip  with 
blood.”  The  reader  is  taught  to  free  a pair  of 
sides  or  pry  up  a corner.  Positions  of  the  limbs 
to  assist  in  surgery  are  depicted  throughout  the 
book.  This  book  is  highly  recommended. — Alan 
A.  Kane 

Battle  for  the  Mind.  A Physiology  of  Conver- 
sion and  Brain- Washing.  By  William  Sargant. 
Octavo  of  263  pages,  illustrated.  Garden  City, 
N.  Y.,  Doubleday  & Company,  1957.  Cloth,  $4.50. 

In  this  informative  and  easily  readable  book,  the 
author  discusses  technics  used  by  theologians, 
psychiatrists,  and  political  agents  to  dominate  and 
influence  people.  Personality  changes  which  result 
are  shown  to  have  a common  physiology  much 
like  that  discovered  by  Pavlov  in  his  experiments 
with  dogs.  The  mechanism  consists  essentially  of 
the  induction  of  brain  disturbance  by  means  of 
overwhelming  stress.  This  produces  reactive  in- 
hibition, the  loss  of  critical  faculties,  and  mental 
regression  to  a level  of  hypersuggestibility  and  sub- 
mission. Indoctrination  of  beliefs  follows.  One 
major  conclusion  of  the  writer  is  that  the  doctor’s 
job  is  to  “indurate  the  brain”  so  that  free  will  is 
preserved  in  the  face  of  stress. 

Although  this  thesis  is  scientifically  sound,  the 
reader  must  “indurate”  himself  against  the  writer’s 
flagrant  weakness  in  applying  it  indiscriminately 
to  psychiatry.  Certainly  psychoanalysis,  in  par- 
ticular, aims  to  eliminate  the  causative  factor  and 
develops  ego  independence.  On  the  contrary,  doc- 
trinaires found  on  myth,  illusion,  and  falsehood 
perpetuate  ego  infantilism  and  dependency. 

This  work  is  timely  in  our  period  of  brain-washing, 
hidden  persuaders,  and  the  increasing  dilution  of 
psychiatry  with  mysticism  and  religion.  It  will 
stimulate  the  informed  person  interested  in  technics 
devised  by  men  in  power  to  control  the  thought 
and  destiny  of  their  fellowman.  Pictures  of  a 
revival  meeting,  an  adequate  index,  and  a broad 
bibliography  are  included — George  J.  Train 

Essentials  of  Clinical  Proctology.  By  Manuel  G. 
Spiesman,  M.D.,  and  Louis  Malow,  M.D.  Third 
edition.  Octavo  of  316  pages,  illustrated.  New 
York,  Grune  & Stratton,  1957.  Cloth,  $8.75. 

[Continued  on  page  1604] 
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anginaphobia:  must  anger  cause  angina? 

Fear  of  anginal  attack  may  cause  a patient  to  simmer  in 
repressed  hostility  — potentially  as  harmful  as  blowing  off  steam. 

Remove  the  fear  factor  by  lowering  the  anginal  attack  rate.  Peritrate, 
a long-acting  coronary  vasodilator,  reduces  the  frequency  and  severity 
of  attacks,  lessens  nitroglycerin  dependence,  increases  exercise  tolerance. 

For  the  unduly  apprehensive  patient  (especially  early  in  treatment), 
Peritrate  with  Phenobarbital  relieves  tension  without  daytime  drowsiness. 

Usual  dosage:  20  mg.  of  Peritrate  before  meals  and  at  bedtime. 
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[Continued  from  page  1602] 

This  is  a revision  of  the  first  edition  published 
in  1946.  Essentially  a compendium  of  anorectal 
proctology,  it  is  highly  condensed  into  309  pages. 
To  achieve  this,  discussion  of  many  topics  is  quite 
brief  but  highly  factual.  New  chapters  on  injec- 
tion treatment  of  hemorrhoids,  pediatric  proctology, 
hydradenitis  suppurativa,  and  a chapter  on  coccy- 
godynia  and  practalgia  fugax  have  been  added.  An 
exhaustively  researched  chapter  on  the  pecten 
band,  pectenosis,  and  pectenotomy  is  included. 

As  a convenient  reference  to  many  proctologic 
conditions  this  volume  is  of  value. — A.  W.  Martin 
Marino,  Jr. 

The  Healing  of  Wounds.  A Symposium  on  Re- 
cent Trends  and  Studies.  Edited  by  Martin  B. 
Williamson,  Ph.D.  Octavo  of  202  pages,  illustrated. 
New  York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1957.  Cloth,  $7.00. 

This  is  a symposium  from  Loyola  University 
which  has  to  do  with  tissues  and  cells  on  what  the 
authors  call  the  biologic  level.  Suture  technic  and 
material  get  very  little  attention.  There  is  little 
new  in  this  interesting  small  volume. — Charles 
A.  Gordon 

Viruses  in  Search  of  Disease.  By  Robert  J. 
Huebner,  M.D.,  (Conference  Chairman),  W.  W. 
Ackermann,  A.  J.  Beale,  J.  A.  Bell,  M.D.,  P.  S. 
Brachman,  M.D.,  et  al.  Octavo  of  138  pages,  illus- 
trated. New  York,  The  Academy,  1957.  Paper, 
$5.00.  ( Annals  of  the  New  York  Academy  of 
Sciences , v.  67,  Art.  8,  pp.  209-446) 

This  volume  continues  the  series  of  symposia  on 
viruses  which  have  been  held  from  time  to  time  by 
the  Academy.  The  essays  are  divided  into  five 
groups.  Three  have  to  do  with  a virus  each-cox- 
sackie,  adenoviruses,  and  echo  viruses.  Part  four 
covers  the  subject  of  advances  in  the  identification 
and  classification  of  these  viruses.  The  last  part  con- 
sists of  a most  interesting  paper  by  Robert  J. 
Huebner  entitled  “The  Virologist’s  Dilemma.” 

Concerning  the  coxsackie  virus,  the  evidences  that 
type  A is  the  cause  of  herpagina  are  definite.  The 
group  B viruses  are  quite  definitely  associated 
with  aseptic  meningitis  and  polio-like  syndromes 
comprising  a combination  of  aseptic  meningitis 
with  painful  myositis.  The  heart  muscle  is  involved 
along  with  the  voluntary  muscles. 

The  adenoviruses  are  the  etiologic  factors  in  acute 
respiratory  infections  in  new  recruits  in  military 
camps.  They  also  give  rise  to  localized,  sporadic 
acute  respiratory  disease  epidemics  in  family  and 
hospital  groups,  and  in  the  latter  spread  freely  and 
rapidly  among  the  exposed.  A new  group  has  been 
isolated  in  croup  in  young  children.  Adenovirus 
vaccines  have  been  shown  to  reduce  remarkably 
the  incidence  of  this  disease  in  new  military  recruits. 

The  echo  viruses  have  been  shown  to  cause  aseptic 
meningitis  and  some  strains  have  been  found  fre- 
quently associated  with  attacks  of  undifferentiated 
diarrheal  syndromes  in  early  childhood. 


In  the  section  devoted  to  virus  identification  we 
are  treated  to  an  excellent  discussion  with  illustra- 
tions of  the  new  foaming  agent  and  minnia  phenom- 
ena in  monkey  kidney  tissue  cultures.  Whether 
these  are  due  to  autolytic  processes  or  viruses 
native  to  the  culture  cells  is  not  yet  surely  known. 

Huebner  in  his  essay  reviews  Koch’s  postulates 
for  bacterial  diseases  as  modified  by  Dr.  Sabin  for 
virus  diseases  and  then  goes  on  to  modify  and  extend 
the  latter  into  Huebner’s  postulates. 

The  symposium  is  very  well-organized,  contains 
new  material  that  anyone  who  is  interested  in  the 
rapidly  growing  knowledge  of  human  virus  disease 
cannot  afford  to  miss. — Kenneth  G.  Jennings 

The  Premature  Baby.  By  V.  Mary  Crosse, 
M.D.  Fourth  edition.  Octavo  of  242  pages,  39 
illustrations.  Boston,  Little,  Brown  & Company, 
1957.  Cloth,  $5.00. 

While  of  interest  primarily  to  pediatricians,  this 
volume  should  be  valuable  and  instructive  to  general 
practitioners,  obstetricians,  nurses,  and  medical 
students  as  well.  Noteworthy  to  the  American 
reader  are  the  details  of  the  home  care  of  the 
premature  infant  and  the  extent  to  which  the 
Welfare  State  will  go  to  provide  for  these  babies. 
The  importance  of  breast  milk,  a feeding  for  pre- 
matures, presently  not  too  widely  used  in  this 
country,  was  strongly  emphasized.  The  author 
also  stresses  that  success  in  raising  premature  infants 
is  dependent  far  more  on  skilled  and  devoted  nursing 
care  than  on  the  use  of  costly  and  complicated 
equipment. 

Dr.  Crosse  has  written  a very  complete,  well- 
illustrated,  readable  book  treating  all  aspects  of 
the  problem  of  prematurity. — Thomas  M.  Lamb 

Medical  Radiation  Biology.  By  Friedrich  El- 
linger,  M.D.  Octavo  of  945  pages,  illustrated. 
Springfield,  Illinois,  Charles  C Thomas,  1957. 
Cloth,  $20. 

This  book  is,  as  it  is  supposed  to  be,  essentially 
a textbook.  In  its  compilation,  its  arrangement 
of  material,  its  division  into  titled  paragraphs, 
and  its  very  extensive  bibliography  it  presents  a 
very  difficult  and  complicated  subject  in  an  orderly 
and  reasonably  thorough  fashion.  Dr.  Ellinger  is 
unusually  qualified  to  be  the  author  of  this  volume. 
He  has  spent  nearly  a professional  lifetime  in  the 
field  of  radiation  biology.  He  grew  up  in  an  atmos- 
phere rich  in  the  lore  of  radiobiology.  He  witnessed 
the  growth  of  that  field  from  the  times  of  its  pioneers 
to  the  present,  and  participated  in  much  of  the 
work  that  was  done  during  this  generation.  It  is 
of  great  interest  to  note  the  strong  influence  of  the 
early  workers  on  Dr.  Ellinger’s  thinking,  and  it  is 
refreshing  to  have  reviewed  so  much  of  the  basic 
and  essential  work  which  was  done  in  the  earlier 
years. 

The  book  is  easy  to  use.  It  is  a volume  which 
can  be  of  service  to  the  reader,  rather  than  a task 
in  reading.  As  a textbook  in  medical  radiation 
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biology,  it  is  almost  without  equal. — Asa  B.  Fried- 
mann 

The  Medical  Clinics  of  North  America.  New 
York  Number.  May  1957.  Medical  Emergencies. 

H.  Sherwood  Lawrence,  M.D.  Consulting  Editor. 
Octavo,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Published  bimonthly  (six  num- 
bers a year).  Cloth,  $18  net;  Paper,  $15  net. 

The  May  issue  of  The  Medical  Clinics  of  North 
America  is  devoted  to  a symposium  on  Medical 
Emergencies  prepared  by  the  staff  of  the  Medical 
School  of  New  York  University.  The  editing  has 
been  careful  and  the  articles  interesting  and  reli- 
able.— Milton  Plotz 


Anesthesia  and  Otolaryngology.  By  Donald  F. 
Proctor,  M.D.  Octavo  of  267  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1957. 
Cloth,  $7.00. 

The  theme  of  Dr.  Proctor’s  book  is  that  although 
many  otolaryngologic  procedures  are  of  minor 
surgical  nature,  there  is  no  such  thing  as  a minor 
general  anesthetic.  To  prove  this  axiom  he  re- 
produces Beecher’s  and  Todd’s  figures  on  anesthetic 
mortality  published  in  Annals  of  Surgery,  August, 
1954.  Many  studies  on  anesthetic  mortality  tend 
to  show  that  cardiac  arrest  occurs  more  frequently 
in  the  first  or  second  decade  of  life,  but  these  figures 
are  weighted  unfavorably  with  many  more  operations 
performed  during  this  time  of  life,  particularly 
tonsillectomy  and  adenoidectomy. 

To  reduce  this  incidence,  Dr.  Proctor  outlines 
in  the  first  portion  of  his  book  the  fundamentals 
of  safe  anesthesiologic  practice,  which  he  then 
correlates  with  the  various  surgical  procedures  in 
otorhinolaryngology.  No  criticism  could  be  levelled 
at  the  tenets  promulgated  except  that  the  author 
repeats  the  familiar  cliche  that  slight  Trendelenberg 
will  prevent  aspiration.  In  truth,  only  deep  Tren- 
delenberg, 15-20  degrees,  will  prevent  aspiration. 

In  the  latter  portion  of  the  book,  the  author  deals 
with  problems  common  to  anesthesiology  and 
otolaryngology,  and  here  he  makes  his  contribution 
to  medical  literature.  In  discussion  of  such  prob- 
lems as  respiratory  resuscitation,  high  airway  ob- 
struction and  tracheotomy,  surgery  for  intrathoracic 
disease,  postoperative  atelectasis  and  resuscitation 
of  the  newborn,  Dr.  Proctor  has  written  chapters 
which  should  be  required  reading  for  the  anesthesiol- 
ogist. The  first  sections  of  the  book  are  meant  for 
the  specialist  in  otolaryngology  to  make  him  more 
cognizant  of  the  problems  in  anesthesiology.  The 
book  can  therefore  be  recommended  for  specialists 
in  both  fields  of  medical  practice. — Samuel  Berk- 

OWITZ 

The  Practice  of  Medicine.  Edited  by  Jonathan 
Campbell  Meakins,  M.D.,  and  24  associates.  Sixth 
edition.  Quarto  of  1,916  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1956.  Cloth,  $16. 


This  excellent  work  can  be  used  by  the  general 
practitioner  as  a ready  reference  in  medicine. 
The  subject  matter  has  been  handled  by  the  asso- 
ciate editors  in  a manner  which  will  give  information 
quickly  and  accurately.  During  a period  of  chang- 
ing therapy  resulting  from  the  use  of  new  drugs,  it 
is  most  difficult  to  publish  a monograph  or  to  edit 
a reference  book  which  will  keep  abreast  of  rapidly 
occurring  advances.  The  sixth  edition  of  this 
excellent  compilation  of  medical  information  has 
even  handled  this  most  difficult  problem  in  a very 
practical  way.  This  book  is  a must  on  the  shelf 
of  every  physician. — Irving  Greenfield 

Obesity,  Its  Cause,  Classification  and  Care.  By 
E.  Philip  Gelvin,  M.D.,  and  Thomas  H.  McGavack, 
M.D.  Octavo  of  146  pages,  illustrated.  [New 
York],  A Hoeber-Harper  Book,  1957.  Cloth,  $3.50. 

This  short  monograph  is  the  result  of  ten-years 
experience  in  an  obesity  clinic.  “Basic”  advances 
in  fat  metabolism,  physiology,  and  the  sciences  of 
dietetics  and  nutrition  are  presented.  The  dangers 
of  depression  from  fat  reduction  are  not  mentioned. 
While  others  get  only  almost  10  per  cent  satisfactory 
results,  Gelvin  and  McGavack  report  excellent 
results  in  a short-term  study  of  a group  of  96 
adults  in  industry. — Bernard  Seligman 

Progress  in  Gynecology.  Volume  III.  Edited  by 
Joe  V.  Meigs,  M.D.,  and  Somers  H.  Sturgis,  M.D. 
Octavo  of  780  pages,  illustrated.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $15.50. 

The  gynecologist  will  appreciate  this  book  even 
if  he  should  find  but  little  new  in  it.  He  will  be 
astonished  to  read  of  the  varieties  of  vitamins  and 
gland  preparations  which  have  been  recommended 
for  dysfunctional  bleeding;  treatment  of  this  con- 
dition is  still  sadly  confused.  The  Stern  Leventhal 
Syndrome  is  no  clearer  than  it  has  been.  The 
common  problem  of  pelvic  pain  without  an  organic 
basis  is  very  well  discussed.  There  are  a great  many 
contributors,  but,  for  the  most  part,  very  few 
references. — Charles  A.  Gordon 

Spontaneous  and  Habitual  Abortion.  By  Carl  T 
Javert,  M.D.  Octavo  of  450  pages,  illustrated. 
New  York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1957.  Cloth,  $11. 

The  book  is  concerned  with  the  causes,  pathology, 
and  prevention  of  abortion.  Dr.  Javerts  is  particu- 
larly well  suited  to  write  this  text  because  of  his 
many  years  of  experience  with  the  subject  matter 
both  from  its  clinical  and  pathologic  aspects.  It  is 
quite  apparent  that  the  author  is  an  independent 
thinker  and  excellent  observer.  His  studies  have 
indicated  the  importance  of  decidual  hemorrhage 
as  a factor  in  abortion  and  the  value  of  vitamins 
C,  P,  and  K in  preventing  this  hemorrhage. . The 
role  of  occlusion  of  the  umbilical  cord  in  late  abortions 
is  shown  to  be  a prominent  cause  of  fetal  death  and 
abortion.  His  incidence  of  pathologic  ova  as  a 
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cause  for  abortion  is  lower  than  that  generalty 
stated,  but  since  his  series  of  cases  numbers  in  the 
neighborhood  of  2,000  one  must  have,  respect  for 
his  conviction.  Disturbances  in  psyche  in  relation 
to  the  etiology  of  abortion  is  evaluated,  a predis- 
posing factor  which  is  not  generally  emphasized. 
Included  in  the  many  illustrations  is  an  amusing 
cartoon  type  which  serves  to  more  forcibly  carry  an 
instructive  message.  The  author  has  made  a 
definite  contribution  in  that  his  teachings  should 
aid  in  the  reduction  of  fetal  wastage,  one  of  our 
most  important  obstetric  problems. 

For  the  subject  of  abortion  alone,  this  is  a big 
book  of  about  450  pages  and  includes  an  extensive 
bibliography  as  well  as  close  to  200  illustrations. 
The  completeness  with  which  Dr.  Javert  has  covered 
the  subject  should  make  it  of  great  value  not  only 
to  physicians  but  to  all  others  interested  in  this 
subject.  It  should,  however,  be  particularly  val- 
uable to  those  engaged  in  the  practice  of  obstetrics 
and  it  is  highly  recommended. — Alexander  H. 
Rosenthal 

Annual  Review  of  Medicine.  Volume  8,  1957. 
Edited  by  David  A.  Rytand,  M.D.,  and  William 
Creger,  M.D.  Octavo  of  530  pages.  Palo  Alto, 
Calif.,  Annual  Reviews,  1957.  Cloth,  $7.00. 

The  Annual  Review  of  Medicine  for  1957  reflects 
the  careful  editing  and  good  judgment  of  Dr. 
Rytand,  the  editor.  The  articles  selected  are  timely, 
informative,  and  give  a wide  panorama  of  present- 
day  medicine.  The  volume  is  enthusiastically 
recommended. — Milton  Plotz 

Calderwood’s  Orthopedic  Nursing.  Revised  by 
Carroll  B.  Larson,  M.D.,  and  Marjorie  Gould,  R.N. 
Fourth  edition.  Octavo  of  701  pages,  with  307 
illustrations.  St.  Louis,  C.  V.  Mosby  Company, 
1957.  Cloth,  $5.75. 

The  fourth  edition  is  a most  excellent  treatise 
of  nursing  care  of  orthopedic  patients. 

The  book  gives  all  the  essential  data  necessary  for 
the  proper  handling  of  injuries  and  disease  of  the 
skeletal  system.  The  book  can  be  highly  recom- 
mended for  nursing  schools  as  a text. — Otho  C. 
Hudson 

Modern  Perinatal  Care.  By  Leslie  V.  Dill, 
M.D.  Octavo  of  309  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1957.  Cloth,  $6.50. 

It  is  seldom  that  one  finds  as  readable  a medical 
book  as  this  interesting  volume.  The  entire  sub- 
ject of  obstetric  care  is  covered  in  clear  and  simple 
language  in  such  a manner  that  it  can  be  read  with 
profit  by  anyone  interested  in  obstetrics.  The  treat- 
ment of  the  hygiene  of  pregnancy  is  particularly 
well  handled  with  a simple,  common  sense  approach. 
The  complications  of  pregnancy  are  covered  in  a 
clear  concise  manner. 

In  these  days  of  constantly  rising  malpractice 
rates  it  is  refreshing  to  find  a chapter  on  the  practice 


of  obstetrics  and  the  law  as  well  as  one  on  the 
ethics  of  the  Catholic  Church  as  they  pertain  to 
obstetrics. 

In  spite  of  an  occasional  lapse  in  proof  reading 
this  volume  should  be  of  value  to  anyone  interested 
in  obstetrics,  young  or  old.  This  book  will  teach 
many  of  us  to  more  fully  relieve  the  tensions  and 
anxieties  of  our  patients. — W.  E.  Stumpf 

The  Merck  Manual  of  Diagnosis  and  Therapy. 

Editorial  Board,  Charles  E.  Lyght,  M.D.,  Editor, 
William  P.  Boger,  M.D.,  George  A.  Carden,  M.D., 
Augustus  Gibson,  M.D.,  and  Dickinson  W.  Richards, 
M.D.  Duodecimo  of  1,870  pages,  illustrated.  Rah- 
way, N.  J.,  Merck  & Co.,  1956.  Cloth,  $6.75. 

This  manual  will  provide  a quick  source  of  infor- 
mation for  the  busy  practitioner  of  medicine.  The 
separate  section  describing  routine  procedures  such 
as  immunizations,  bedside  procedures,  and  lab- 
oratory tests  should  prove  valuable.  The  ninth 
edition  is  recommended  as  a ready  reference  for 
those  to  whom  time  is  of  essence. — Irving  Green- 
field 

An  Introduction  to  Blood  Group  Serology.  The- 
ory, Techniques,  Practical  Applications,  Apparatus. 

By  Kathleen  E.  Boorman  and  Barbara  E.  Dodd, 
Ph.D.  Octavo  of  317  pages,  30  illustrations.  Bos- 
ton, Little,  Brown  & Company,  1957.  Cloth, 
$7.50. 

This  317-page  book  is  a comprehensive  survey 
of  the  subject  by  two  of  the  most  outstanding 
English  authorities.  There  is  an  orderly  discussion 
of  theory,  technics,  practical  applications,  and 
apparatus.  The  ABO,  Rh,  and  other  blood  group 
systems  are  included.  This  book  is  recommended 
especially  to  technicians  and  doctors  specializing 
in  serology  as  a valuable  reference. — R.  Janet 
Watson 

A System  of  Ophthalmic  Illustration.  By  Peter 
Hansell,  M.R.C.S.  Quarto  of  114  pages,  illustrated. 
Springfield,  Illinois,  Charles  C Thomas,  1957.  Cloth, 
$5.75. 

This  book  of  114  pages  presents  in  most  beautiful 
and  illustrative  style  the  many  problems  dealing 
with  photography  of  the  eye.  Many  different 
types  of  special  cameras  and  equipment  are  shown 
to  undertake  external  eye  photography,  retinal 
photography,  stereophotography,  goniophotogra- 
ph}q  photokeratoscopv,  and  many  other  special- 
ized tasks.  One  sees  at  a glance  that  the  eye 
unlike  any  other  organ  of  the  bod}^  provides  a vast 
field  for  intriguing  photographic  research.  Un- 
fortunately one  senses  that  verjr  few  institutions 
can  afford  such  expensive  equipment.  As  for  the 
practising  ophthalmologist  who  likes  to  do  his  own 
eye  photography  with  simple  equipment  he  will 
receive  little  assistance.  Because  this  book  is  so 
beautifully  presented  and  covers  so  many  phases 
it  should  prove  valuable  in  equipping  an  institution 
or  specialized  laboratory. — Emanuel  Krimsky 
[Continued  on  page  1612] 
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HOLBROOK  MANOR  "K® 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  g;  iart&Sffj  Ph”ic!™ * 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  V.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


GIVE  to  Conquer  Cancer 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


Watch  the  Classified  Pages  for 
Business  Opportunities 
Pages  1613-1615 


BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY 

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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BOOKS  REVIEWED 


[Continued  from  page  1610] 

Textbook  of  Pathology  with  Clinical  Applica- 
tions. By  Stanley  L.  Robbins,  M.D.  Quarto  of 
1,351  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Cloth,  $18. 

It  is  interesting  that  most  of  the  textbooks  of 
pathology  published  in  the  past  few  years  seem  to 
follow  a common  pattern  of  presentation  of  patho- 
logic material  with  emphasis  chiefly  on  the  classifica- 
tion and  pathogenesis  of  disease.  Descriptive 
morphologic  and  microscopic  pathology  usually 
occupy  less  than  one  third  of  these  texts.  Robbin’s 
Textbook  of  Pathology  also  shows  a similar  pattern. 
It  is  commendable,  however,  that  it  does  emphasize 
descriptive  pathology  somewhat,  by  inserting  this 
phase  of  the  text  in  heavy  type.  Many  excellent 
black  and  white  illustrations  of  gross  and  micro- 
scopic material  accompany  each  chapter,  which 
also  add  to  the  student’s  clearer  knowledge  of 
anatomic  pathologjr.  As  this  is  an  encyclopedia  of 
pathology,  it  also  may  serve  as  a good  reference  to 
the  general  practitioner  for  an  understanding  of 
many  specific  disease  processes. — Caspar  G.  Burn 

Modern  Treatment  Yearbook  1956.  A Yearbook 
of  Diagnosis  and  Treatment  for  the  General  Prac- 
titioner. Edited  by  Sir  Cecil  Wakeley,  M.Ch.  Oc- 
tavo of  344  pages,  illustrated.  London,  Bailliere, 
Tindall  & Cox,  (Baltimore,  Williams  & Wilkins 
Company),  1956.  Cloth,  $6.00. 

Selected  topics  receive  practical  treatment.  The 
principal  tone  and  purpose  is  that  of  a review  for  the 
general  practitioner.  More  extensive  chemical  lab- 
oratory diagnosis  seems  somewhat  neglected  in  the 
more  complicated  conditions  described.  ACTH 
therapy  is  not  mentioned  in  the  acute  asthmatic 
state.  The  brief,  simple  exercises  lend  appeal  to  the 
busy  practitioner  for  whom  the  book  is  designed. — 
Alfred  R.  Lenzner 

Clinical  Gastroenterology.  By  Lt.  Col.  Eddy  D. 
Palmer,  M.C.,  U.S.A.  Illustrations  by  Phyllis  An- 
derson. Quarto  of  630  pages,  illustrated.  [New 
York],  A Hoeber-Harper  Book,  1957.  Cloth, 
$18.50. 

It  is  difficult  to  restrain  enthusiasm  in  praise  of 
this  fine  book  and  really  no  apology  is  necessary  for 
giving  it  high  praise.  Anyone  interested  in  gastro- 
enterology as  a clinical  exercise  in  medical  practice 
will  feel  the  same  way  after  reading  this  excellent 
work.  Besides  the  author’s  great  facility  in  the  use 
of  words,  he  tackles  the  problem  of  the  specialty 
with  rare  directness  and  clarity  of  thinking.  It  is  a 
refreshing  experience  to  read  “serendibitous”  and 
“scription”  and  “a  puzzle  with  too  many  solutions” 
among  many  more  such  stimulating  words  and 
phrases  in  any  medical  tone,  and  especially  in  one 


discussing  a rather  new  field  of  specialization,  “the 
gastroenterologic  internist.” 

Congratulations  and  thanks  are  due  Dr.  Palmer 
for  making  this  work  available. — Benjamin  M. 
Bernstein 

Practical  Refraction.  By  Bernard  C.  Gettes, 
M.D.  Octavo  of  170  pages,  illustrated.  New 
York,  Grune  & Stratton,  1957.  Cloth,  $6.50. 

In  his  preface  the  author  states  that  this  book  is 
“primarily  designed  to  be  used  as  a supplement  to 
the  usual  tests  on  refraction.”  This  aim  has  been 
accomplished  admirably  and  adequately  in  this 
comprehensive  office  manual.  The  student  required 
to  master  geometric  optics  often  loses  track  of  the 
practical  implications  or  problems  one  encounters  in 
everyday  clinical  practice.  For  the  seasoned  prac- 
titioner Dr.  Gettes  provides  much  valuable  informa- 
tion in  the  handling  of  patients  and  in  the  more  dif- 
ficult case  offers  refreshing  reassurance  with  his 
frank  confessions  of  limitations.  For  those  who  seek 
maximum  clinical  information  from  simple  rather 
than  elaborate  equipment  he  tells  us,  for  example, 
that  in  most  cases  the  ophthalmometer  “is  not  an  ab- 
solute necessity  for  the  examining  room.”  When  it 
comes  to  using  cycloplegic  eyedrops  the  author  is 
tactfully  not  fully  committal  but  tells  us  that  “in 
many  communities  cycloplegic  drugs  or  ‘drops’  must 
be  used  because  it  is  the  accepted  practice  in  those 
areas.”  His  conservative  comments  regarding  con- 
tact lenses  and  visual  aids  are  timely. 

For  the  student  or  practitioner  who  seeks  facts 
about  refraction  presented  in  simple  practical 
language  this  book  is  highly  recommended. — 
Emanuel  Krimsky 

Medical  Writing.  The  Technic  and  the  Art. 

By  Morris  Fishbein,  M.D.  Third  Edition.  Oc- 
tavo of  262  pages,  illustrated.  New  York,  The 
Blakiston  Division,  McGraw-Hill  Book  Company, 
1957.  Cloth,  $7.00. 

Dr.  Fishbein’s  Medical  Writing  has  for  many 
years  helped  the  American  physician  in  the  prepara- 
tion of  articles  for  publication.  The  third  edition  is 
enlarged  and  carefully  revised.  It  will  not  do  the 
doctor’s  writing  for  him  but  it  will  give  him  invalu- 
able advice  on  the  construction  of  a manuscript,  an 
acceptable  style,  and  such  matters  as  preparing  a 
biobibliography,  illustrations,  etc. 

Dr.  Fishbein’s  own  prose  is  clear  and  flowing  and 
the  examples  he  quotes  are  well  chosen.  This  re- 
viewer would  make  an  exception,  however,  of  the 
third  sentence  in  the  quotation  from  Huneker 
which  heads  chapter  two;  it  could  profitably  be  rele- 
gated to  the  section  on  fancy  writing  to  be  avoided. 

The  budding  (or  even  mature)  medical  writer  will 
do  well  to  keep  this  volume  at  his  side. — Milton 
Plotz 
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OPHTHALMOLOGY  PRACTICE  FOR  SALE 


Schenectady,  N.  Y.  practice  and  home  of  late  Dr.  Harry 
Miller.  Best  professional  location  in  city  where  urgent  need 
for  eye  specialists  exists.  Active  patient  following  at  same 
address  over  22  years.  Phone  Mrs.  Miller,  DI  6-3152. 


FOR  SALE 


Two-story  brick  & fieldstone  house  and  office  with  facilities, 
ideal  location  for  a physician.  Population  100,000— nearest 
physician  about  l1/*  miles  away. 

The  immediate  area  has  several  large  developments. 

For  information,  address:  Dr.  M.  Kramer 

Huntington  Animal  Hospital 
113  Walt  Whitman  Road 
Huntington  Station,  N.  Y. 


Upstate  New  York — Adirondacks,  11,000  population.  13 
years  established  General  Practice  with  office  and  residence 
combined — $20,000.  Will  introduce.  Leaving  to  specialize. 
Write  Box  715,  N.  Y.  St.  Jr.  Med. 


GEOGRAPHICALLY  PERFECT 


West  Nyack — in  NY’s  fastest-growing  county  25  mi.  north 
of  N.  Y.  City — needs  specialists:  allergist,  ENT,  surgeon, 

psychiatrist,  ob/gyn,  dermatologist,  radiologist,  neuro-sur- 
geon. Unusually  attractive  air-conditioned  prof.  bldg,  at 
Historic  Corner.  Dentist  and  Internist  already  established. 
Write  Riverstrip,  Nyack,  N.  Y.,  or  phone  Nyack  7-0063. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Active  Practice;  general  and  minor  surgery,  major  surgery 
if  desired.  Compensation  and  insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  Northern  N.  Y. 
Box  599,  N.  Y.  St.  Jr.  Med. 


Radiology  practice  for  sale  or  partnership.  Investment 
required.  Metropolitan  New  Jersey.  Apply  Box  720,  N.  Y , 
St.  Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1 .35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

386  Fourth  Avenue  New  York  16,  N.  Y. 


FOR  RENT 


GREAT  NECK  MEDICAL  CENTER  at  Great  Neck  L.  I., 
offers  an  attractive  Doctor’s  or  Dentist’s  suite  in  a brick, 
modern,  completely  air  conditioned,  equipped  and  serviced 
Professional  Building.  Attractively  priced  with  terms. 
Parking  facilities  on  the  property.  Write  or  phone  Edgar 
Storms,  Managing  Agent,  51  So.  Middle  Neck  Rd.  Tel. 
HU  2-0103. 


FOR  SALE 


Active  general  medical  practice  and  home-office  combination. 
Located  in  thriving  Nassau  county  community.  Owner  spe- 
cializing. Box  707,  N.  Y.  St.  Jr.  Med. 


MASSAPEQUA 


Office  and  home  attached.  For  sale  or  rent.  Occupied  by 
M.D.  for  past  six  years.  Excellent  location — busy  thorough- 
fare. Reasonable.  Available  July.  Wells  1-2259. 


FOR  SALE  OR  RENT 


Professional  building,  North  Shore,  L.  I.  Established  Doc- 
tor’s corner  40  yrs.  On  main  thoroughfare.  One  acre.  On- 
site parking.  Landscaped.  Available  July  1st.  Ideal  for 
groups.  For  appointment  write:  Laurie  Patiky,  1078  New 
York  Ave.,  Huntington,  N.  Y.  HAmilton  7-7770. 


Dental  or  medical  office  available  in  small  prosperous  com- 
munity near  New  York  City.  Write  box  740  N.  Y.  St.  Jr. 
Med. 


TO  SHARE 


New  York  City.  74th  Street  between  Fifth  and  Madison 
Avenues.  Fully  equipped.  Flexible  arrangement.  Air 
conditioned.  Reasonable  rent.  Telephone:  BU  2-3444  or 
GR  3-5943. 


FOR  SALE 


A Meditron  Electromyograph  practically  new  for  a reason- 
able price.  If  interested,  please  contact  Mercy  Hospital  565 
Abbott  Road,  Buffalo,  N.  Y. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


SERVICES 


CARDIOLOGIST  with  22  years  experience  in  Electro- 
cardiographic interpretation,  reads,  preferable  12  leads  Elec- 
trocardiograms. Air  mailed  same  day.  Modest  fees.  Box 
703,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33l/3  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 
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Officers — County  Medical  Societies — 1958 

TOTAL  MEMBERSHIP  AS  OF  MAY  1,  1958—24,518 


County 


President 


Secretary 


Treasurer 


Albany Albert  Vander  Veer,  2nd. . . .Albany 

Allegany Kurt  Zinner Wellsville 

Bronx Joseph  P.  Alvich Bronx 

Broome Ralph  J.  McMahon. . . .Binghamton 

Cattaraugus.  . . Robert  D.  Kelsey Franklinville 

Cayuga Darrell  D.  Althouse Auburn 

Chautauqua.  . . Allen  A.  Pierce Fredonia 

Chemung Earle  G.  Ridall Elmira 

Chenango Algelo  Franco New  Berlin 

Clinton Francis  F.  Baker Plattsburgh 

Columbia Gene  S.  Rogati Valatie 

Cortland Robert  T.  Corey Cortland 

Delaware Marvin  D.  Huyck Walton 

Dutchess Leo  P.  O’Donnell Wingdale 

Erie Max  Cheplove Buffalo 

Essex Oscar  Greene Mineville 

Franklin Carl  G.  Merkel Saranac  Lake 

Fulton Clem  E.  Gritsavage Northville 

Genesee Peter  F.  Baker Batavia 

Greene Curtis  Lacy Catskill 

Herkimer Robert  C.  Ashley Little  Falls 

Jefferson Juda  B.  Bickel Sackets  Harbor 

Kings John  J.  Flynn Brooklyn 

Lewis Harry  E.  Chapin Lowville 

Livingston.  ...  F.  L.  Armstrong Mount  Morris 

Madison John  D.  George,  Jr Verona 

Monroe Arthur  H.  Walker Rochester 

Montgomery.  . Norbert  Fethke Amsterdam 

Nassau Ralph  S.  Emerson.  . Roslyn  Heights 

New  York Philip  D.  Allen New  York 

Niagara Carleton  P.  Kavle. . . . Niagara  Falls 

Oneida Frank  A.  Graniero Utica 

Onondaga Robert  J.  Collins Syracuse 

Ontario Osbern  P.  Wilson Phelps 

Orange Fritz  Blumenthal Middletown 

Orleans James  G.  Parke Albion 

Oswego F.  Edward  Fox Fulton 

Otsego James  Bordley,  III. . . .Cooperstown 

Putnam Robert  C.  Eliot Brewster 

Queens Harry  H.  Epstein Jamaica 

Rensselaer.  . . . Marshall  W.  Quandt Troy 

Richmond.  . . Charles  L.  Reigi Staten  Island 

Rockland Emile  J.  Buscicchi Congers 

St.  Lawrence.  . Louis  J.  Benton Ogdensburg 

Saratoga R.  E.  Rockwell.  . .Saratoga  Springs 

Schenectady . Carl  F.  Ruge Schenectady 

Schoharie Peter  J.  Sacket Schoharie 

Schuyler Francis  C.  Ward Odessa 

Seneca Robert  F.  D.  Gibbs Seneca  Falls 

Steuben  Thomas  S.  Cotton Hornell 

Suffolk Francis  J.  O’Neill Central  Islip 

Sullivan George  R.  Mills Callicoon 

Tioga Paul  E.  Zoltowski Waverly 

Tompkins.  . . . Edward  F.  Hall Ithaca 

Ulster Bartholomew  J.  Dutto. . . . Kingston 

Warren Richard  C.  Batt Glens  Falls 

Washington.  . Alexander  Avrin Fort  Edward 

Wayne Thomas  C.  Hobbie Sodus 

Westchester.  . John  N.  Dill Yonkers 

Wyoming Paul  G.  Sternberg Perry 

Yates Allen  W.  Holmes Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr. . . Binghamton 

Robert  D.  Davis Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daidy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Copperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 
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CLASSIFIED  ADVERTISING 


PHYSICIANS  (Male  & Female),  lic’nd;  for  Childrens 
Camps;  July— Aug;  goodsaiary;  free  placement;  250  member 
camps.  Assoc  n Private  Camps,  55  West  42d  St.,  N.  Y.  36. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


Young  Board  Certified  Surgeon  wishes  to  join  group  or  busy 
surgeon  within  commutin'*  distance  of  Pelham,  New  York. 
Call  Pelham  8-3761.  Box  734,  N.  Y.  St.  Jr.  Med. 


WANTED 


Association  in  OB  Gyn.  practice.  Have  just  completed  4 
year  residency.  Board  qualified.  Write  Box  710,  N.  Y.  St. 
Jr.  Med. 


— 

Ophthalmologist,  diplomate,  desires  connection  with  partner- 
ship; or  will  invest  in  private  hospital  or  group.  Box  737, 
N.  Y.  St.  Jr.  Med. 


Assistant  for  General  practice  and  Surgery — New  York  State 
License — July  and  August — Excellent  Salary — Dr.  S.  Holtz- 
man,  So.  Fallsburg,  N.  Y. 


WANTED 


Young  physician  desires  to  take  over  busy  general  medical 
practice  for  one  month  during  July  or  August.  Write  box 
739  N.  Y.  St.  Jr.  Med. 


Doctor  needed!  Semi-rural,  potential  8000  plus.  Excellent 
hospital  with  laboratory  facilities  in  City  of  Oswego,  10 
miles.  Syracuse,  30  miles.  Located  in  heart  of  boating,  fish- 
ing, hunting,  camping  region.  Reply  Med.  Service  NYS 
Placement  Bureau,  or  Leon  Stoddard,  pres.  Citizens  Com- 
mittee, New  Haven,  N.  Y. 


RESIDENT  WANTED.  General  Practice.  155  bed  hos- 
pital in  North  Jersey.  Openings  immediately  and  July  1. 
Well  organized  training  program  supervised  by  Director  of 
Medical  Education.  Active  teaching  services  afford  wide 
clinical  experience  and  ample  responsibility.  Monthly  sti- 
pend $300  and  full  maintenance.  Reply  Box  725,  N.  Y.  St. 
Jr.  Med. 


Physician,  age  33  Family,  Military  Service  completed,  Board 
Certified  General  Surgery  DNB,  desires  association  with  in- 
dividual or  group.  Small  community  and  General  Practice 
no  objection.  Box  741,  N.  Y.  St.  Jr.  Med. 


See  the  Reference  and  Purchasing 
Guide  section  of  your  MEDICAL 
DIRECTORY  OF  NEW  YORK 
STATE  for  information  concerning  the 
many  valuable  services  listed  there. 


POSITION  WANTED 


Locum  Tenens  position  desired  by  young  general  practitioner 
for  one  yr.  Available  July  ’58.  Box  728,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Urologist — Board  eligible;  36;  married;  completed  residency 
in  Medical  Center,  desires  association  with  group,  clinic  or 
established  urologist.  Box  736  N.  Y.  St.  Jr.  Med. 


General  Surgeon — 33;  completing  surgical  residency  Univer- 
sity Hospital.  Married;  veteran;  desires  association  with 
group  or  established  practice.  Box  723,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 
specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building; 
street  entrance;  apartment  residential  area;  concessions: 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


Physicians,  interna]  medicine  and  pediatrics,  wanted  for 
medical  group  providing  care  in  all  specialties  in  suburb  of 
New  York  City.  Box  735  N.  Y.  St.  Jr.  Med. 


Physician’s  general  active  practice  5 room  office  or  office  and 
residence  low  rent  lease  equipment  also  gyn.  obst.  ped.  Bay 
Ridge  B’klyn.  Box  738  N.  Y.  St.  Jr.  Med. 


Established  Nassau  County  Ophthalmologist  desires  assistant 
leading  to  partnership.  State  qualifications,  experience  and 
availability.  Box  732,  N.  Y.  St.  Jr.  Med. 


1615 


mm  ii  'itiMWMM 


mm 


With  only  one  dose  ql2h,  ‘Thorazine’  Spansule 
capsules  give  the  chronic  alcoholic  continuous 
relief  from  anxiety  and  tension  24  hours  a day. 
This  sustained  ‘Thorazine’  therapy  helps  him  to 
refrain  from  drinking  and  makes  him  more 
amenable  to  your  counsel  and  guidance. 

‘Thorazine’  Spansule  capsules  give  you  better 
control  over  your  patient’s  course  of  therapy, 
too.  The  ql2h  dosage  regimen  eliminates  the 
risk  of  forgotten  midday  doses  and  consequent 
medication-free  intervals  that  can  be  dangerous. 

‘Thorazine’  Spansule  capsules  are  available  in 
four  dosage  strengths:  30  mg.,  75  mg.,  150  mg. 
and  200  mg.  ‘Thorazine’  is  also  available  in 
tablets,  ampuls,  syrup,  suppositories  and  the 
new  10  cc.  (250  mg.)  multiple  dose  vials. 

Smith  Kline  & French  Laboratories  (^)  Philadelphia  1 

first  J in  sustained  release  oral  medication 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
t T.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


^ ^ msm 

all  day  or 
all  night 
with  just 
one  Pyribenzamine 


The  Pyribenzamine  Lontab  is  unique 
in  two  ways.  Its  outer  shell  actually 
releases  33  mg.  Pyribenzamine  for 
immediate  relief.  Its  specially  formulated 
inner  core  slowly  and  consistently 
releases  an  additional  67  mg.  Pyribenzamine 
to  extend  relief  up  to  12  hours. 

For  short-term  or  intermittent  therapy,  you 
can  prescribe  regular  Pyribenzamine  tablets. 

SUPPLY:  Pyribenzamine 
Lon  tabs,  100  mg.  (light  blue). 

Pyribenzamine  Regular  Tablet, 

50  mg.  (scored)  and  25  mg. 

(sugar-coated). 

PYRIBENZAMINE®  hydrochloride 
(tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting tablets  CIBA) 


CIBA  SUMMIT,  N.  J. 


2/2610MK 


Milpath 

Miltown®  + anticholinergic 


Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion  and  spasm,  and  to  allay  anxiety  and 
tension.  The  loginess,  dry  mouth  and  blurred  vision 
so  characteristic  of  some  barbiturate-belladonna 
combinations  are  minimal  with  Milpath. 

Formula:  each  scored  tablet  contains:  meprobamate  400  mg.,  tridihexethyl  iodide  25  mg. 
Dosage:  1 tablet  t.i.d.  with  meals  and  2 tablets  at  bedtime. 

WALLACE  LABORATORIES 

New  Brunswick,  N.  J. 


*TM 
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In  parkinsonism  Parsidol  has  proved  outstandingly  effective 
for  controlling  tremor  and  muscular  rigidity,-  the  principal  impair- 
ments in  this  disease.1*  2 


With  Parsidol  most  patients  show  rapid,  even  dramatic  improve- 
ment— both  in  major  symptoms  and  in  gait,  posture,  balance  and 
speech.  Side  effects  are  minimal.  Parsidol  is  compatible  with  all 
other  antiparkinsonian  drugs  and  its  effectiveness  may  even  be 
increased  in  combination  or  rotation  with  such  preparations  as 
atropine  and  dextroamphetamine.3  Parsidol  improves  the  patient’s 
emotional  perspective,  promotes  a more  optimistic  outlook  as 
physical  coordination  and  dexterity  return. 

Most  patients  can  be  controlled  with  a maintenance  dosage  of 
50  mg.  four  times  daily.  However,  more  severe  cases  may  require 
up  to  600  mg.  daily,  a dosage  level  ordinarily  well  tolerated. 

References:  1.  Doshay,  L.  J.;  Constable,  K.  and  Agate,  F.  J.,  Jr.:  J.A.M.A.  160: 348  (Feb.) 
1956.  2.  Berris,  FI.: J. -Lancet  74:245  (July)  1954.  3.  Timberlake,  W.  H.  and  Schwab, 
R.  S.:  N.  Eng.  J.  Med.  247:9 8 (July  17)  1952. 


PARSIDOL* 

Brand  of  Ethopropazine  Hydrochloride 


WARNER  - CHI  LCOTT 
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Unexcelled 

advantages 


relaxes  both 


mind  and 
muscle 


without 
impairing 
mental  or 


physical 

efficiency 


Tranquilizer  with 
muscle-relaxant  action 


The  original 


Miltown 


meprobamate, 
discovered  and 
introduced  by 


m 


® WALLACE  LABORATORIES 

’£/  New  Brunswick,  New  Jersey 


2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 


CM-6931 
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DYNAMIC 
ANTI-INFECTIVE 
THERAPY  for  mixed 

PREM0CILLIN 


, ...  infections 

penicillin  — triple  sulfonamide 

^ combination  in  exceptionally  palatable 

fluid  form  . . . provides  a wider  antibacterial 
spectrum;  is  convenient  to  administer  and  is  usually 
well  tolerated.  PREM0CILUN  combines  250,000  U.  potassium 
penicillin  G and  0.5  Gm.  sulfonamide  (0.167  Gm.  each  sulfadiazine,  sulfamerazine, 
sulfacetamide)  per  teaspoonful.  • 


premo  pharmaceutical  laboratories,  inc.,  south  hackensack,  new  jersey 


designed  for  the  young 
in  severe  infections  . . 
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/low  Even  Greater 
Effectiveness 


iA/i  EAR  CANAL 
THERAPY 


EARDROPS  bactericidal 


OTITIS  EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS  MEDIA 

Excellent  Topical  Tolerance  • No  Systemic  Effects 
The  addition  of  hydrocortisone  to  the  Otamylon  formu- 
lation greatly  enhances  its  effectiveness  against  infectious 
processes  involving  the  ear  canal  and  ear  drum.  Exudation, 
erythema,  itching  and  sensation  of  fulness  subside  rapidly. 

Otamylon  with  Hydrocortisone  is  effective  against  all 
commonly  encountered  ear  pathogens. 


FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 

Anti-allergic  • Anti-inflammatory 

Otamylon  with  Hydrocortisone  is  a clear,  odor- 
less, sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI _ 5% 

Benzocaine  5% 

Hydrocortisone  0.02% 

Anhydrous  glycol  q.s.  100 


Also  available  for  highly  effective  topical  chemotherapy 
on  skin,  mucous  membranes,  etc.,  and  in  peritoneal  cavity: 

Sulfamylon  5%  solution  (1  fl.  oz.  and  8 fl.  oz.) 
Sulfamylon  with  Streptomycin— 5%  solution  (100  cc.) 
with  streptomycin  20  mg.  (20,000  units). 


Manner  of  Use:  2 or  3 drops  or  moistened 
wick  applied  three  or  four  times  daily. 

Supplied:  Combination  package  with  drop- 
per: Otamylon  (13.4  cc.)  and  hydrocortisone 
solution  (2  cc.)  to  be  mixed  prior  to  dispensing. 


LABORATORIES 

NEW  YORK  II,  N.  Y. 


Otamylon  and  Sulfamylon  (brand  of  mafenide),  trademarks  reg.  U.JS.  Pbt,  Off# 


Otamylon  and  Sulfamylon  (brand  of  mafenide). 
Trademarks  reg.  U.S.  Pat.  Off. 
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Noludar 


will  put  your  patient 


to  sleep 
and  he  will  not  awaken 


with  that  knocked  out 
feeling 


restful  sleep.  One  200  mg 
tablet  is  frequently  adequate. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 

Noludar®— brand  of  methyprylon  — non-barbiturate 
sedative-hypnotic 
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for  the 

who  “can’t 


! 

i 


i 

i 

i 


after  4:30 


i 

c 

! 

ytany  of  your  patients  probably  suffer  from  brief  spells  of  dejection.  Frequently 

hese  "letdowns”  appear  at  the  same  time  each  day:  at  4:30  in  the  afternoon  J 

o the  man  in  his  office  and  at  8:30  in  the  morning  to  his  wife,  after  she’s 
leen  her  husband  and  children  off  to  work  and  school. 

i 


3examyl* — the  unique  "normalizer” — offers  the  balanced  actions  i 

)f  Dexedrine*  (dextro-amphetamine  sulfate,  S.K.F.)  and  amobarbital  to  help 

tout  patients  "weather”  these  brief  episodes  of  discouragement.  Dexamyl’s  \ 

effect  is  one  of  gentle  mood  amelioration,  uncomplicated  by  after  effects. 

Available  as  tablets,  elixir  and  Spansule*  sustained  release  capsules. 

$ 

« 

5 
3 


Smith  Kline  & French  Laboratories , Philadelphia  (^) 


*T.M.  Reg.  U.S.  Pat.  Off. 
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HE  FACTS  ON  SAFETY  WITH 

METIICORTEW' 

prednisone 

ased  on  published  experience  in  4,279  patients 


edema only  1% 

peptic  ulcer  less  than  ly2% 

osteoporosis only  Vb  of  1% 

psychosis less  than  % of  1% 


*arely  seen  with 

METICORTEN- 
Dften  reported  with  the 
more  recent  steroids 


undesirable  weight  loss 
dermatologic  side  effects 


and 

never  reported  with 

METICORTEN- 
noted  with  the 
more  recent  steroids 


unexplained  leg  cramps, 
lightheadedness, 
headaches,  tiredness, 
weakness,  anorexia 


I,  2.5  and  5 mg.  white  tablets 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


nothing  takes  the  place  of  experience  especially  in  long-term  steroid  therapy 
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BONADOXIN 

STOPS  MORNING  SICKNESS ...  BUT 


IT  DOESN’T  STOP  THE  PATIENT 


r"" — * ■sMsrjsri 

...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 

STORCAVITE 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.1-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
"toxicity  and  intolerance ...  [is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 


phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

•due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  \ 
EACH  TABLET  CONTAINS: 


MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.-. 
Minnesota  Med.  40:99  (Feb.)  1957. 
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m 

for 

2-dimensional 

menopausal 

therapy 


manages  both  the  psychic  and  somatic  symptoms 

relieves  emotional  stress  in  the  menopause 


treats  somatic  disturbances  due  to  ovarian  decline 

Milprem 

^TRADE-MARK  MILTOWN®  _L  CONJUGATED  ES 

A PROVEN  TRANQUILIZER  I A PROVEN  ESTR 


ESTROGENS  (EQUINE) 
A PROVEN  ESTROGEN 


SUPPLIED:  Bottles  of  60  tablets. 

EACH  TABLET  CONTAINS:  Miltown®  (meprobamate,  Wallace)  400  mg. 

2-methyl-2-n-propyl-l,3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine)  0.4  mg. 

DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 

Literature  and  samples  on  request. 

) 

WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


CMP-6671-38 
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THIS  5-YEAR  STUDY  SHOWS... 
CONTINUED  EFFICACY 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Recent  reports  comparing  the  effectiveness  of  various  antibiotics  against 
commonly  encountered  pathogens  indicate  that  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  has  maintained  its  high  degree  of  effective- 
ness.1-5 It  is  still  highly  active  against  many  strains  of  staphylococci,1-8 
streptococci,2*7  pneumococci,2  and  gram-negative1’2’7’9’10  organisms. 


12  3 4 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES:  (1)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J. 
77:844  (Nov.  1)  1957.  (2)  Schneierson,  S.  S.  J.  Mount  Sinai  Hosp.  25:52  (Jan.-Feb.)  1958.  (3)  Koch,  R., 
& Donnell,  G.:  California  Med.  87:313,  1957.  (4)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  A Five-Year 
Study  of  the  Antibiotic  Sensitivities  and  Cross  Resistances  of  Staphylococci  in  a General  Hospital,  paper 
presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957.  (5)  Doniger,  D.  E.,  & 
Parenteau,  Sr.  C.  M.:  J.  Maine  M.  A.  48:120,  1957.  (6)  Royer,  A.:  Changes  in  Resistance  to  Various 
Antibiotics  of  Staphylococci  and  Other  Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics, 
Washington,  D.  C.,  Oct.  2-4,  1957.  (7)  Hasenclever,  H.  E : J.  Iowa  M.  Soc.  47:136,  1957.  (8)  Josephson, 
J.  E.,  & Butler,  R.  W.:  Canad.  M.A.J.  77:567  (Sept.  15)  1957.  (9)  Rhoads,  E S.:  Postgrad.  Med.  21:563, 
1957.  (10)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


IN  VITRO  SENSITIVITY  OF  FOUR  COMMON  PATHOGENS 
TO  CHLOROMYCETIN  FROM  1952  TO  1956* 


STAPHYLOCOCCUS  PYOGENES 


(518  STRAINS)  96% 

STRAINS) 

(749  strains) 

STRAINS)  99% 

(296  STRAINS) 


ESCHERICHIA  COLI 


(91  STRAINS) 

(128  strains) 

(106  STRAINS) 

(87  STRAINS)  1 00% 

(66  STRAINS) 


PROTEUS  MIRABILIS 


(46  STRAINS) 

(72  STRAINS)  ■■ili^^^■^■i■i■■■i■il^■i■■l■■i■■■■■■■■■^■■ 

(36  STRAINS) 

(39  strains)  ■■■■BHHHHSHHHHBBHHHB  90% 

(14  STRAINS) 


38% 

25% 

15% 

17% 

29% 

80  90  100 


1956  (55  STRAINS) 

1955  (113  STRAINS) 

1954  (102  STRAINS) 

1953  (78  STRAINS) 

1952  (51  STRAINS) 


PSEUDOMONAS  AERUGINOSA 


40 


50 


60 


70 


* Adapted  from  Roy  and  others.1 
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NEW- 

CONTROLS 
DEPRESSION 
WITHOUT  STIMULATION 


■ Relieves  depression  without  masking  it  with  artificial  elation  ■ Restores 
natural  sleep  without  depression-producing  aftereffects  * Reduces  de- 
pressive rumination  Often  makes  electroshock  therapy  unnecessary 

■ Deprol  acts  promptly  and  has  a simple  dosage  schedule.  No  known  liver 
toxicity.  No  effect  on  blood  pressure,  appetite.  No  effect  on  sexual  function. 


Deprol 

Side  effects  are  minimal  and  easily 
controlled  by  dosage  adjustment. 

Does  not  interfere  ivith 
other  drug  therapy. 

Composition:  Each  tablet  contains  400  mg. 
meprobamate  and  1 mg.  2-diethylaminoethyl 
benzilate  hydrochloride  (benactyzine  HC1). 

Recommended  Starting  Dose:  1 tablet  q.i.d. 

Literature  and  samples  on  request 


^WALLACE  LABORATORIES 

New  Bmnswick,  N.  J. 


^TRADE-MARK 


*Behne,  D.;  Clark,  F.;  Jennings,  M.;  Pallais,  V.;  Olson,  H.;  Wolf,  L, 
and  Tyler,  E.  T.:  West  J.  Surg:  64;  152,  1956. 

Composition;  Nonylphenoxypolyethoxyethonol  5%  in  on  oil-in-woter  emulsion  ot  pH  4.5. 


Its  relative  simplicity 
makes  it  very  acceptable 
to  the  patient.”* 


ORTHO’S  MOST  SPERMICIDAL  CONTRACEPTIVE 


INDEX  TO  ADVERTISERS 


Allergens,  Div.  Chemical  Specialties  Co.,  Inc 1637 

Ames  Company,  Inc 3rd  cover 

Armour  Laboratories 1647 

James  M.  Arnold 1783 


Bayer  Aspirin  Company 1801 

Birtcher  Corporation 1791 

Brigham  Hall  Hospital 1803 

Bristol  Laboratories  Inc 1796-1797 

Burroughs  Wellcome  & Co.  Inc 1789 


Canada  Dry  Corp 1802 

Ciba  Pharmaceutical  Pdts.,  Inc 1617 


Desitin  Chemical  Company 1639 

Dome  Chemicals  Company 1783 


Eaton  Laboratories . 


1651 


Geigy  Pharmaceuticals Between  1648-1649 


Hall-Brooke 1803 

G.  F.  Harvey  Company 1643 

Holbrook  Manor 1803 


Industrial  Bank  of  Commerce 1787 

Irwin  Neisler  & Co 1646 


Jackson-Mitchell  Pharmaceuticals,  Inc 1640 

Junket  Brand  Foods 1779,  1799,  1802 


Lakeside  Laboratories 1664 

Lederle  Laboratories,  Div.  Amer.  Cyanamid  Co 

1638,  1784-1785,  1802 

Eli  Lilly  & Company 1654,  1793 

Louden-Knickerbocker  Hall 1803 


Mandl  School 1803 

Mead  Johnson  Company 4th  cover 

Merck  Sharp  & Dohme,  Div.  Merck  & Co.,  Inc 

1652-1653,  1781 

William  S.  Merrell  Company 2nd  cover 


Ortho  Pharmaceutical  Company 1635 


Parke  Davis  & Co 1632-1633 

Pine  wood 1803 

Pitman-Moore  Company 1650 

Premo  Pharmaceutical  Company 1622 


Riker  Laboratories 1642,  1779,  1805 

A.  H.  Robins  Co.,  Inc 1645 

Roche  Laboratories,  Div.  Hoffmann-La  Roche  Inc..  . 

1625,  Between  1640-1641 

J.  B.  Roerig  & Company 1630 


Sandoz  Pharmaceutical  Company 1777 

Schering  Corporation 1629,  1795 

Schieffelin  Company 1644,  1779 

G.  D.  Searle  Company 1663 

Sherman  Laboratories 1648 
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Standard  Pharmaceutical  Company,  Inc 1787 
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Warner  .Chilcott 1619,  1641 

West  Hill 1803 

White  Sulphur  Baths,  Inc 1799 

Winthrop  Laboratories 1623,  1636 


“No  patient  failed  to  improve.”1 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“. . . far  excelled . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.T.:  GP  14:8 6,  Nov.,  1956. 


hypoallergenic. 
Contains  3% 
hexachlorophene. 
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Empirin  Compound  (Burroughs  Wellcome  & Co.  Inc.)  1789 

Eucarbon  (Standard  Pharmaceutical  Co.,  Inc.) 1787 

Furacin  (Eaton  Laboratories) 1651 

Hist-A-Cort-E  (Dome  Chemicals) 1783 

Intromycin  (Pitman-Moore  Co.) 1650 

Kolantyl  (William  S.  Merrell  Co.) 2nd  cover 

Kynex  (Lederle  Labs,  Div.  Am.  Cyanamid  Co.)  . 1784  1785 

Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 1617 

Medihaler-EPI  (Riker  Laboratories) 1805 

Medihaler-ISO  (Riker  Laboratories) 1805 

Meticorten  (Schering  Corporation) 1629 

Milpath  (Wallace  Laboratories) 1618 

Milprem  (Wallace  Laboratories) 1631 

Miltown  (Wallace  Laboratories) 1621 

Mumps  Vaccine  (Lederle  Labs.,  Div.  Am.  Cyanamid 

Co.) 1802 

Neludar  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 1625 

Orinase  (Upjohn  Co.) 1649 

Otamylon  c Hydrocortisone  (Winthrop  Laboratories)  1623 

Parsidol  (Warner  Chilcott) 1619 

Pentoxylon  (Riker  Laboratories) 1779 

Phenaphen  with  Codeine  (A.  H.  Robins  Co.) 1645 

pHisoHex  (Winthrop  Laboratories) 1636 

Polio  Vaccine  (Eli  Lilly  & Co.) 1654 

Preludin  (Geigy  Pharmaceutics) Between  1648-1649 

Premocillin  250  (Premo  Pharmaceutical  Labs.,  Inc.)  . 1622 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.)  ....  1787 

Pro-Banthine  (G.  D.  Searle  & Co.) 1663 

Pyridium  Tri-Sulfa  (Warner  Chilcott) 1641 

Rynatan  (Irwin  Neisler  & Co.) 1646 

Sigmagen  (Schering  Corporation) 1795 

Sustagen  (Mead  Johnson  Co.) 4th  cover 

Tetrex  (Bristol  Laboratories) 1796-1797 

Tridal  (Lakeside  Laboratories) 1664 

Trinsicon  (Eli  Lilly  & Co.) 1793 

Tryptar  (Armour  Laboratories) 1647 

Valerianets-Dispert  (Standard  Pharmaceutical  Co., 

Inc.) 1787 


Medical  and  Surgical  Supplies 


Electrocardiograph  (Birtcher  Corporation) 1791 


Dietary  Foods 


Goat’s  Milk  (Jackson-Mitchell  Pharmaceuticals,  Inc.)  1642 
Junket  (Junket  Brand  Foods) 1779,  1799,  1800 


Miscellaneous 


Hennessey  Cognac  Brandy  (Schieffelin  Co.) 1779 

Johnnie  Walker  (Canada  Dry  Corp.) 1802 

Sulphur  Baths  (White  Sulphur  Baths,  Inc.)  1799 


AQUA  IVY,  AP 


a new  approach  to 


i 


93%  EXCELLENT  TO  GOOD  RESULTS 

AQUA  IVY,  AP®  — the  poison  ivy  and  poison 
oak  desensitizer,  developed  by  Strauss  and 
Spain,  is  the  whole  pyridine  extract  of  poison 
ivy  leaves  which  is  alum  precipitated  to  form  an 
insoluble  complex  that  is  readily  suspended  in 
normal  saline  for  injection.  This  results  in  immun- 
ity and  prevents  the  severe  reactions  often  seen 
from  the  prophylactic  use  of  ordinary  poison 
ivy  extracts. 


* EFFECTIVE  * NON-IRRITATING 

* LONG  ACTING  * INEXPENSIVE 

V;  , . ~ ‘ ''  ' 
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AQUA  IVY,  AP®,  is  administered  subcut- 
aneously with  little  or  no  pain,  and  without 
the  usual  reaction  at  the  site  of  injection. 
That's  why  it  is  so 


Gaillard,  C.  E.:  New  York  State  J.  Med.  56:  2255  (1956.) 
Literature  Available — Write  Dept.  M 
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Welcome  relief  can  be  the  rule  rather  than  the  exception  in  the  treatment  of  premenstrual 
tension  so  often  associated  with  fluid  retention. 


Patients  report  marked  improvement  of  physical  and  emotional  well-being  on  a simple  regimen 
of  Diamox— V2-IV2  tablets  daily,  depending  on  weight.  Treatment  begins  6-10  days  prior  to 
onset  of  menstruation,  or  at  the  onset  of  symptoms. 

Well-tolerated,  a single  oral  dose  of  Diamox  offers  convenient  daytime  diuresis  and  nighttime  rest. 

Supplied:  Scored  tablets  of  250  mg.;  Syrup  containing  250  mg.  per  5 cc.  teaspoonful  and  vials 
of  500  mg.  for  parenteral  use. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

♦Reg.  U.S.  Pat.  Off. 
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lassie  therapy 

for  preventing  and  healing 

diaper  rash 

excoriation,  chafing,  irritation 


M, 

t€SITW 
»**|r 

A 


DESITIN 

OINTMENT 


. . . enduring  in  its  efficacy 

. . . pleasing  in  its  simplicity 

. . . exemplifying  pharmaceutical  elegance 

SAMPLES  on  request  DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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MeYenJBeRG-Goat  Milk... 

the  First  choice 
for  imfanits  Allergic 

to  cowg  milk... 


FOR  INFANTS  allergic  to  cow’s  milk,  Meyenberg  Goat  Milk  is  the  medication 
of  choice.  Since  the  offending  antigen  in  cow’s  milk  is  usually  lactalbumin,  a 
species-specific  protein,  goat  milk  has  frequently  proven  a practical  and  success- 
ful substitute  for  cow’s  milk.  Goat  milk  does  not  deprive  the  infant  of  the  important 
and  irreplaceable  values  of  milk,  such  as  occurs  when  synthetic  milk  formulas  are  fed. 
Recent  clinical  findings  indicate  that  the  promiscuous  use  of  milk-free  substitutes 
is  not  without  deleterious  effects.  Sensitivity  to  soy  protein  with  cross  sensitization  to 
other  legumes  has  been  demonstrated  * In  addition , gastrointestinal  disturbances  with 
abnormal  stools , diarrhea , sore  buttocks , cramping  and  occasionally  vomiting , have 
been  reported  following  the  ingestion  of  soy  be  an- containing  preparations  ** 

In  light  of  this  evidence,  for  infants  allergic  to  cow’s  milk,  prescribe  Meyenberg  Goat 
Milk  first.  It  is  nutritionally  equal  to  cow’s  milk  in  protein,  carbohydrates  and  fat . . . 
It  contains  no  crude  fibers  or  other  extraneous  material  which  cause  digestive  upset. 
Meyenberg  Goat  Milk  is  rich  in  animal  protein  and  accessory  growth  factors.  Most 
important  of  all . . . it  is  not  a milk  substitute,  but  milk  itself. 


Evaporated  in  14  fluid  oz.  cans,  powdered  in  14  oz.  cans. 
Write  for  a full  can  size  sa?nple  to: 

JACKSON  - M ITCH  E LL  Pharmaceuticals,  Inc. 

10401N  Virginia  Avenue,  Culver  City,  California.  Since  1934 

* Fries,  J.  H.,  Milk  Allergy-Diagnostic  Aspects  and  the  Role  of  Milk  Substitutes, 
J.A.M.A.,  Nov.  23,  1957. 

* * Ibid.  Write  for  a free  reprint  of  this  article. 
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PYRIDIUM  RELIEVES  PAIN  PROMPTLY 

BRAND  OF  PHENYLAZO-DIAMINO-PYRIDINE  HCL) 


(Pfony!azo. 


fdPyrimidin9} 


controls  mf< 
f'ev«  Pein  Pl 

''t1*  only  1 tab. 


fills  the  gap  between  complaint  and 
correction  of  urinary  tract  disorders. 
In  20-25  minutes,  Pyridium  gives  re- 
lief of  urinary  tract  symptoms,  even 
before  the  cause  can  be  effectivel 
treated.  Diagnosis,  antibacteria 
action  or  surgery  may  take  time— b 
pain  relief  can  be  immediate  wit, 
Pyridium,  the  standard  urinary  tra 
analgesic,  warn er -chi lc 
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In  muscle  spasm  due  to  sprains,  strains,  herniated 
intervertebral  disc,  fibrositis,  noninflammatory  ar- 


ln  Parkinsonism 


thritic  states  and  many  other  musculoskeletal  dis- 


Highly  selective  action... energiz- 
ing against  weakness,  fatigue, 
adynamia  and  akinesia ...  potent 
against  sialorrhea,  diaphoresis, 
oculogyria  and  blepharospasm... 
lessens  rigidity  and  tremor... 
alleviates  depression. ..safe 
...even  in  glaucoma. 


orders,  the  first  demand  is  for  relief.  Disipal  fills  this 
need.  It  is  quickly  effective  in  skeletal  muscle  spasm 
almost  regardless  of  origin.  Its  mood-alleviating 
effect  braces  the  patient  against  the  depression  so 
often  accompanying  severe  pain  of  any  type. 


•Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.S.  Patent  No.  2,567,351.  Other  patents  pending. 


LOS  ANGELES 


Dosage:  1 tablet  (50  mg.)  t.i.d. 
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H1CH-D0STGE  7ISPIRIN...7ICTH-LIKE  ACTION 
CORTISONE  RESULTS 


F7ICT: 


Recent  studies1 2 show  that,  in  inflammatory  disease,  high-level 
aspirin  dosage  produces  effective  results  comparable  to  corti- 
sone. BUT  . . . massive  doses  of  aspirin  may  alter  prothrombin 
levels  and,  with  ACTH-like  action,  cause  a depletion  of  Vitamin 
C.3  Link4  was  first  to  demonstrate  that  both  side  actions  of 
aspirin  may  result  in  hemorrhage. 


Adequate  vitamin  C and  vitamin  K should  always  accom- 
pany high-level  aspirin  dosage. 


71-C-K®  BUFFERED  combines  Aspirin  with  Vitamins  C 

and  K to  guard  against  hemorrhagic  tendencies  with  therapeutic 
aspirin  dosage. 


F7ICT: 


Three  to  ten  per  cent  of  the  population  exhibits  gastric  intol- 
erance to  even  ordinary  aspirin  dosage.5,6  Arthritics  may  be  . 
even  more  prone  to  gastric  upset.7 


Especially  in  therapeutic  dosage,  an  acid-neutralizing  agent 
provides  a safeguard  to  patients  who  tolerate  aspirin  poorly. 


Z-C-K  BUFFERED  supplies  Calcium  Carbonate,  a su- 
perior buffering  agent  to  assure  satisfactory  intake. 


Available  in  yellow  and  white  two-layered  tablets,  in  bottles  of  100  and 
1000.  Each  tablet  contains:  Acetylsalicylic  Acid  — 333  mg.  (5  gr.); 
Ascorbic  Acid-33.3  mg.  (Vi  gr.);  Menadione— 0.33  mg.  (1/200  gr.); 
Calcium  Carbonate— 60  mg.  (1  gr.).  A development  of  the  Wisconsin 
Alumni  Research  Foundation. 


Bibliography : 1.  Busse,  Edwin  A.:  Clinical  Medicine  2:1105  (Nov.)  1955.  2.  Brit. 
M.  J.  1:1223  (May)  1954.  3.  Segard,  Christian  P.:  Med.  Times  81:41  (Jan.)  1953. 
4.  Link,  Karl  P.:  Chi.  Med.  Soc.  Bull.  51:23  (July)  1948.  5.  Ind.  Med.  20:480 
(Oct.)  1951.  6.  J.  Am.  Pharm.  Assoc.,  Sc.  Ed.,  39:21  (Jan.)  1950.  7.  Fremont-Smith, 
Paul:  JAMA  158:386  (June)  1955. 


more  rapid  and  lasting 
responses  in: 

atopic  dermatitis  (—) 
eczematous  dermatoses 
pruritic  states 
psoriasis 

seborrheic  dermatitis 


alma-tar 

alma-tar,. 

alma-tar, 

alma-tar, 


T.M. 


alma-tar 


TM 


Low  pH  (6.4)  approximates  skin’s  “acid 
mantle,”  does  not  alkalize  the  skin ; 
therapeutically  cleanses  without 
discoloring  skin,  hair  or  tub. 

In  8 fl.  oz.,  quart,  gallon  bottles. 

Non-greasy,  “vanishing  cream”  type  of 
preparation  for  extended  tar  action; 
easily  washed  from  skin  or  clothing. 

In  1 oz.  tubes,  4 oz.  and  1 lb.  jars. 

particularly  effective  in  seborrea  capitis; 
will  not  darken  blonde  or  gray  hair ; 
easily  rinses  out.  In  8 fl.  oz.  and  qt.  bottles. 

used  for  general  washing  where  skin  is 
involved  but  not  broken.  In  4 oz.  cakes. 

used  where  soap  is  contraindicated  or 
skin  is  broken ; low  pH  (6.6)  approximates 
“acid  mantle”  and  does  not  alkalize  skin. 
In  8 fl.  oz.  and  quart  bottles. 


Literature  and  samples  sent  on  request. 


Qbnce 

20  Cooper  Square  New  York  3,  N.  Y. 


Schieffelin 


yj'*- Integrity*^ 


Pharmaceutical  and  Research  Laboratories 
In  Canada:  W.  Sofin  Ltd.,  Montreal  25,  Quebec 
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Raise  the  Pain  Threshold 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (16.2  mg.) 


PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 


Acetylsalicylic  Acid  2%  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  V4  gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (32.4  mg.) 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


don’t  STOP  the  clock 
in  therapy  for 

sinusitis 
rhinitis 
coryza 


relief 


effectiveness  with  greatly 


Keeps  heads  clear  10-12  hours  • 
Stops  the  cycle  of  post-nasal  drip  • 


Without  drowsiness  • 

2 Convenient  Dose  Forms. ..both  DURABONDED- 

Each  Tabule  contains:  Suspension— each  5 cc.  contains: 

Phenylephrine  Tannate 25.0  mg.  Phenylephrine  Tannate 5.0  mg. 

Prophenpyridamine  Tannate 37.5  mg.  Prophenpyridamine  Tannate 12.5  mg. 

Pyrilamine  Tannate 37.5  mg.  Pyrilamine  Tannate 12.5  mg. 

TABULES:  Usually  1 or  2 tabules  each  12  hours. 

SUSPENSION:  Adults  1 to  3 teaspoonfuls  each  12  hours.  Children:  Six  years  and  older, 

1 to  2 teaspoonfuls  each  12  hours;  under  six  years,  according  to  age. 

Dosage  may  be  increased  or  decreased  as  required. 


Durabond  Process — Neisler  Exclusive , Patent  Pending 

Write  for  Literature  and  Samples. 


any 

break 
in  tbe 

skin  invites 
infection 

In  varicose  ulcers 
infection  is  almost  always 
present.  Cleansing 
of  the  ulcerated  area 
and  administration 
of  antibiotics 
becomes  a one-step 
procedure  when 
Tryptar  Antibiotic 
Ointment  is  used. 

Tryptar  Antibiotic 
Ointment  cannot  harm 
living  tissue.  It  is 
safe  . . . virtually 
nonsensitizing  . . . has 
no  known  contraindication. 


an  m 

OINTMENT 


Each  gram  contains: 

Trypsin  (crystallized)  .5,000  Armour  Units 

Chymotrypsin  (crystallized) 
5,000  Armour  Units 

Bacitracin  U.S.P 500  units 

Polymyxin  B Sulfate  U.  S.  P..  .5,000  units 
in  a water-washable  special  ointment  base 
Supplied  in  % and  2 oz.  tubes 


first  cleans  the  wound 
then  fights  infection 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE,  ILLINOIS 
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after  30  min. 


Progressive  increases  in  vital 
capacity  following  a single 
oral  dose  of  five  tablespoonfuls 
of  Elixophyllin. 

(Average  increase  in 
30  minutes  — 807  cc.)* 


Average  vital 
capacity  of 
20  patients  in 
acute  asthmatic 
attack  was 
2088  cc.  before 
treatment.* 


*Spielman,  D.: 
Ann.  Allergy 
15:270,  1957. 


< 


V. 


RELIEVED  IN  MINUTES 
BY  ORAL  DOSAGE... 


70o  of  severe  attacks 
terminated  by  oral  medication 


Fifty  unselected  patients  admitted  for  emergency  room 
treatment  of  severe  acute  asthmatic  attacks  were  given  75  cc. 
Elixophyllin  orally  instead  of  intravenous  aminophylline. 

Of  these,  37  (74%)  were  completely  relieved  and  discharged 
without  further  treatment  — 9 responded  to  additional 
therapy  — 4 were  hospitalized  as  status  asthmaticus  cases. 

- Schluger,  J .,  et  al.:  Am.  J.  M.  Sci.  234:28,  1957. 


Each  tbsp.  (15  cc.)  contains:  theophylline  80  mg.,  alcohol  3 cc. 
Bottles  of  16  fl.  oz.  available  at  prescription  pharmacies  — Rx  only. 


ELIXOPHYLLIN 

Gastric  intolerance  rarely  encountered  /„  • . 

Literature  upon  request  Detroit  J 1 , Michigan 
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"Most  likely  age:  40+ 

candidate 

for  ORINASE"  insulin 

now  more  than  250,000  diabetics 
enjoy  oral  therapy 

In  the  presence  of  a functional 

pancreas,  Orinase  produces 

native  insulin,  at  a normal  rate, via 


Upjohn 


TRADEMARK,  req.  u.  S.  PAT.  OfF. —TOLBUTAMIDE.  UPJOHN 


to  pull  your  diarrhea  patients  back  in  shape  rapidli 


two  palatable  antidiarrheals 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 


O NORMA 


water  loss  is  better  controlled 


AROBON- carob  powder. . . demul- 
cent and  adsorbent .. .contains  no 
chemotherapeutics,  no  sedatives,  no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN-caroft  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  2%  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  41: 182,  1952. 


the  unique  nitrofurans  eliminate 

problem  pathogens 

problem  pathogen:  Staphylococcus  aureus 

“The  ability  of  this  organism  to  adjust  to  its  antibiotic  environment 
is  one  of  the  major  problems  in  medicine  today.”* 


FURACIN  CASE  REPORT  : STAPHYLOCOCCAL  OSTEOMYELITIS 

Severe  compound  fracture  of  right  foot  led  to  a large, 
open  ulcerated  wound  on  the  sole,  with  tarsal  bones 
exposed  and  necrotic.  Despite  extensive  debridement, 
removal  of  necrotic  bone  and  attempted  closure  with 
a pedicle  flap,  the  wound  failed  to  heal  and  developed 
considerable  purulent  drainage. 


Culture  of  pus  revealed  Staphylococcus  aureus,  re- 
sistant to  all  antibiotics  tested,  but  sensitive  to 
Furacin.  Daily  irrigation  was  instituted,  employing 
1 part  of  Furacin  Solution  to  4 parts  normal  saline. 
Depths  of  the  wound  were  reached  with  a long  #20 
needle  on  a 20  cc.  syringe. 

Purulent  drainage  decreased  considerably  within  a 
few  days,  stopped  completely  after  2 weeks  of  irriga- 
tion with  Furacin  Solution.  The  open  space  beneath 
the  pedicle  flap  gradually  filled  with  healthy  granula- 
tion tissue,  and  6 weeks  after  institution  of  Furacin 
treatment,  healing  was  complete. 


In  clinical  use  for  more  than  12  years  and  today  the  most  widely  prescribed 
single  topical  antibacterial,  Furacin— like  other  nitrofurans— remains  effec- 
tive against  pathogens  which  have  developed,  or  are  prone  to  develop,  resist- 


ance to  antibiotics. 


Products  of 
Eaton  Research 


® 

brand  of  nitrofurazone 

Available  as  Soluble  Dressing,  Soluble  Powder,  or 
Solution.  Also  in  Vaginal  and  Urethral  Suppositories 
and  in  special  formulations  for  eye,  ear  and  nose. 

♦Koch,  R.,  and  Donnell,  G. : California  Med.  87:313,  1957. 

EATON  LABORATORIES,  NORWICH,  NEW  YORK 
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Investigator 

after  investigator  repor? 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide."  ". . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic). . . .” 


Freis,  E.  D„  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 


“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  “Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension,"  Hollander, 

W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8:  1,  September,  1957. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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as  simple  as  2,-3 


i 


INITIATE  THERAPY  WITH  'DIURIL1.  'diuril*  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


2 


ADJUST  DOSAGE  OF  OTHER  AGENTS.The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


3 


ADJUST  DOSAGE  OF  ALL  IVIEDICATION.The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 
'DIURIL'  is  a trade-mark  of  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIL' 
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At  the  last  accounting,1  physicians  throughout  the  country  had  administered  at 
least  one  dose  of  poliomyelitis  vaccine  to  64  million  Americans— all  three  doses 
to  an  estimated  34  million.  Undoubtedly,  these  inoculations  have  played  a major 
part  in  the  dramatic  reduction  of  paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under  forty  who  have  received  no 
vaccine  at  all  and  many  more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Department  of  Health,  Education, 
and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public  apathy,  vaccine  which 
might  prevent  paralysis  or  even  death  lies  on  the  shelf  unused.”2 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and  your  local  medical  society 
to  reach  those  individuals  who  still  lack  full  protection.  For  information  see  your 
Lilly  representative. 

1.  J.  A.  M.  A.,  165:22  (. November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 

1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Help  for  Indigent  Doctors 


It  seems  but  yesterday  that  Dr.  John  Doe 
was  a very  active  member  of  the  surgical 
staff  of  the  XYZ  hospital.  He  was  a well- 
trained,  able,  and  pleasant  person  whose 
medical  and  surgical  skills  were  appreciated 
by  both  his  colleagues  and  his  patients. 
However,  he  apparently  had  committed  the 
unpardonable  sin  of  living  too  long.  At  the 
age  of  sixty  he  reached  the  retirement  age  at 
that  institution.  He  was  then  made  a con- 
sultant. Being  loyal  to  the  hospital,  he  had 
limited  his  activities  and  sent  all  his  private 
patients  to  that  institution.  He  had  no 
other  hospital  connections.  On  retirement 
from  active  service  he  found  that  his  practice 
had  gradually  dwindled,  so  that  at  the  end  of 
tw^o  years  it  had  become  quite  insignificant. 

In  the  meantime  he  developed  hyperten- 
sion and  visual  disturbances  and  became 
physically  handicapped  in  taking  care  of  his 
small  practice.  He  lived  on  his  savings 
which  soon  became  exhausted,  and  injudi- 
cious investments  made  him  practically 
penniless.  He  had  no  children,  and  his  rela- 
tives could  not  give  him  any  financial  aid. 
He  was  too  proud  to  appeal  to  his  friends  for 
help.  Finally,  a colleague  visited  him  and 
found  him  and  his  wife  subsisting  on  a 
starvation  diet  and  living  in  a small  apart- 
ment with  two  months’  rent  overdue.  The 
colleague,  an  understanding  and  tactful 
person,  learned  of  the  serious  plight  of  the 
erstwhile  successful  surgeon.  An  appeal  to 
the  Physicians’  Home  brought  immediate 
aid.  The  doctor  and  his  wife  are  now  re- 
ceiving adequate  assistance  from  that  organi- 
zation so  that  both  may  spend  the  remainder 
of  their  lives  assured  of  having  peace  of  mind. 
This  is  but  one  of  the  many  case  histories  of 
our  colleagues  receiving  support  from  the 
Home. 

The  young  and  enthusiastic  medical  stu- 
dent or  the  active  practitioner  of  medicine 
hardly  ever  thinks  of  old  age.  The  world 


seems  bright,  the  work  most  satisfying,  and 
the  social  status  very  attractive.  But  doc- 
tors are  human,  and  they,  too,  want  to  live 
long.  If  one  lives  long,  one  is  bound  to  be- 
come old,  but  old  age  may  not  always  be  a 
happy  period  in  life.  There  are  a number  of 
indigent,  elderly  members  of  our  profession 
who  are  in  need  of  sympathetic  understand- 
ing and  financial  support.  The  Physicians’ 
Home  was  organized  by  a group  of  medical 
leaders  who  became  aware  of  the  number  of 
elderly  colleagues  who  wrere  too  proud  to  seek 
help  and  who  were  too  perturbed  to  meet 
their  problems  effectively.  Self-employed 
doctors  have  no  Social  Security.  They  have 
no  pensions.  A certain  number  of  them  do 
not  make  provision  for  later  years.  At  first 
a Home  was  established  where  these  depend- 
ent doctors  and  their  families  could  live — 
therefore  the  name,  Physicians’  Home.  How- 
ever, it  was  soon  discovered  that  displacing 
these  elderly  physicians  from  their  usual 
environment  added  to  their  burden  and  in- 
tensified their  anxieties.  Hence  it  was  de- 
cided to  let  them  live  in  their  old  neighbor- 
hoods and  to  supply  them  sufficient  funds  to 
provide  decent  living  conditions. 

The  officers  and  directors  of  the  Physi- 
cians’ Home  have  regularly  appealed  to 
doctors  for  contributions  to  maintain  that 
organization.  The  annual  voluntary  assess- 
ment of  two  dollars  collected  with  the  county 
society  dues,  plus  the  income  from  the  en- 
dowment fund,  proved  insufficient  to  cover 
the  requirements  for  beneficiary  aid.  We 
are  in  a period  of  inflation.  Everything,  ex- 
cept doctors’  fees,  has  gone  up.  Therefore, 
more  money  is  needed  for  the  support  of  our 
sick,  elderly,  and  indigent  colleagues.  It  is 
the  hope  of  the  directors  and  officers  of  the 
Physicians’  Home  that  as  many  doctors  as 
possible  will  become  members  of  the  organi- 
zation at  an  annual  membership  fee  of  ten 
dollars  (or  more).  Self-preservation  is  the 
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first  law  of  nature,  as  is  the  responsibility  of 
caring  for  one’s  own.  Twenty  cents  a week 
could  be  spared  easily  by  an  actively  prac- 
ticing physician.  Such  a contribution  would 
lighten  the  burdens  of  some  of  our  colleagues 
who  have  entered  the  winter  of  their  lives 
and  who  are  cold,  homeless,  and  starving. 
When  one  considers  how  much  doctors  con- 
tribute to  hospitals  and  to  other  charitable 
organizations,  ten  dollars  annual  member- 


Automotive Crash 

On  September  12,  1953,  there  appeared  in 
Business  Week  an  article  entitled,  “What 
Causes  Auto  Injuries?”  This  article  called 
attention  to  the  1949  tabulations  of  Sergeant 
Elmer  C.  Paul  of  the  Indiana  State  Police. 
Being  curious  about  the  types  of  injuries 
from  which  people  died  in  automobile  acci- 
dents, he  soon  found  out  that  police  records 
did  not  contain  such  data;  however,  moti- 
vated by  the  fact  that  frequently  people 
died  or  became  seriously  hurt  in  what  ap- 
peared to  be  a minor  accident,  Sergeant  Paul 
began  a tabulation  of  the  number  of  skull 
fractures  from  automobile  accidents  which 
he  had  personally  investigated. 

Sergeant  Paul’s  one-man  investigation 
soon  expanded  to  a state-wide  project  which 
in  turn  attracted  the  attention  of  a unit  of 
the  Cornell  University  Medical  College  in- 
vestigating aviation  crash  injuries.  They 
had  likewise  developed  an  interest  not  only 
in  what  constituted  a lethal  blow  in  an  auto- 
mobile accident  but  in  all  types  and  severi- 
ties of  injuries  from  motor  accidents.  As  a 
result,  the  Cornell  research  unit  was  ex- 
panded to  include  a search  for  answers  to 
some  of  Sergeant  Paul’s  questions.  With 
state  police  interest  in  many  states  and  with 
support  from  the  Public  Health  Service  and 
industrial  sources,  Cornell  Automotive  Crash 
Injury  Research  became  affiliated  with  phy- 
sicians, police,  and  government  officials,  all 
working  together  in  the  study  of  automobile 
accident  injuries  in  a number  of  states.  Last 


ship  dues  to  the  Physicians’  Home  would 
prove  a most  heartwarming  and  gratifying 
experience  to  all  who  make  such  a donation. 
The  dues  could  be  sent  to  the  Physicians’ 
Home,  386  Fourth  Avenue,  New  York  16, 
New  York.  It  would  be  well  if  all  would  im- 
mediately join  the  Physicians’  Home  and 
not  delay,  since  the  money  is  urgently  needed. 
Such  a contribution  is  tax  deductible. — 
I.  J.  S. 


Injury  Research 

year  in  New  York  State  the  Legislature  pro- 
vided legal  protection  to  the  doctor  who  re- 
ported the  physical  injuries  of  his  patients  to 
this  center  via  the  State  Health  Department. 
As  a result,  the  program  now  includes  in  its 
analysis  accidents  which  occur  along  the 
New  York  State  Thru  way. 

In  1955  the  American  Medical  Association 
gave  public  assurance  that  American  phy- 
sicians were  interested  in  this  problem  when 
it  set  up  a Committee  on  Automotive  Crash 
Injuries  and  Deaths.  Since  then,  the  A.M.A. 
has  reported  that  8 per  cent  of  hospital  ad- 
missions are  from  trauma  caused  by  auto- 
mobile accidents,  requiring  55,000  hospital 
beds  per  year. 

In  this  issue  of  the  Journal  there  appears 
an  article  in  the  form  of  a panel  discussion 
which  is  most  informative  and  perhaps  one 
of  the  first  medical  meeting  programs  of  its 
kind  limited  to  automotive  crash  injuries 
and  their  prevention.  The  historical  develop- 
ment of  the  automotive  accident  problem  is 
given,  together  with  experimental  data  from 
both  the  laboratory  and  the  field  regarding 
the  destructive  force  of  a heavy  mass  in 
motion.  Finally,  questions  which  are  fore- 
most in  doctors’  minds  concerning  the  phy- 
sician’s role  and  responsibilities  in  crash 
injury  are  taken  up  in  the  discussion. 

Capture  of  this  panel  discussion  by  trans- 
cription is  a “fait  accompli”  of  the  editorial 
board  of  the  Journal.  The  result  is  worthy 
of  every  reader’s  attention. 


May  15,  1958 
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Editorial  Comment 


Aspects  of  the  Suicide  Problem.  The 

Metropolitan  Life  Insurance  Company  has 
some  cheering  news  to  offer  to  many  who  are 
alarmed  by  the  death  toll  on  our  highways.1 

The  suicide  rate  in  the  United  States  has 
been  exceptionally  low  in  recent  years.  In 
1952-1955  the  rate  averaged  10.1  per  100,000, 
or  about  10  per  cent  below  the  level  for  1946- 
1951,  the  years  immediately  following  World 
War  II.  Moreover,  provisional  figures  for 
1956  indicate  that  the  frequency  of  suicide  has 
fallen  below  10.0  per  100,000  for  the  first  time 
on  record. 

The  reduction  in  suicide  has  extended  to  the 
entire  range  of  ages  in  both  sexes.  Among 
white  males  the  reduction  was  about  one-third 
in  the  broad  age  range  twenty-five  to  sixty-four 
years,  and  was  at  least  20  per  cent  in  prac- 
tically every  other  age  group. 

The  relative  frequency  of  suicide  varies 
markedly  with  marital  status,  being  lowest  for 
the  married,  somewhat  higher  for  the  widowed 
and  the  divorced.  In  1949-1951,  the  latest 
data  available  on  this  point,  the  age-adjusted 
suicide  rate  among  white  males,  aged  twenty  to 
seventy-four  years,  ranged  from  slightly  over 
20  per  100,000  for  the  married  to  80  per  100,000 
among  the  divorced.  The  rate  for  single  men 
was  a little  more  than  twice  that  for  the 


1 Metropolitan  Life  Insurance  Company  Statistical  Bulle- 
tin, 38:  8 (Nov.)  1957. 


married;  the  widowed  had  a suicide  rate  more 
than  three  and  one-half  times  and  the  divorced 
nearly  four  times  that  for  the  married.  Among 
white  females  the  disparity  in  the  frequency  of 
suicide  between  the  married  and  the  unmarried 
was  less  pronounced,  the  rates  ranging  from  6.6 
per  100,000  for  the  married  to  19.2  for  the 
divorced. 

Suicide,  despite  its  reduced  frequency  in 
recent  years,  continues  to  be  a major  cause  of 
death.  In  1956  somewhat  over  16,000  people 
in  the  United  States  were  reported  to  have 
died  by  their  own  hand.  The  studies  being 
made  by  psychiatrists  and  investigators  in  the 
behavioral  sciences  may  help  to  reduce  this 
needless  loss  of  life. 

For  statistical  purposes  death  on  the  high- 
ways is  not  considered  suicide  even  though 
nowadays  to  drive  an  automobile  on  many 
of  our  roads  is  popularly  referred  to  as 
“suicidal.”  However,  self-destruction  by 
motor  vehicle  exhaust  gases,  either  in  the 
car  itself  or  in  a closed  garage,  is  included 
statistically  as  a method  of  terminating  life. 

It  is  a hopeful  sign  when  the  frequency  of 
self-destruction  drops  “below  10.0  per  100,- 
000  for  the  first  time  on  record.”  Life 
would  seem  to  be  worth  living  to  its  full 
span  of  years  even  in  the  shadow  of  possible 
nuclear  destruction. 


A nnouncement 

A new  feature,  “The  Gallery,”  depicting  art  by  physicians,  begins  in  this 
issue  on  page  1770.  The  editors  hope  you  will  enjoy  this  new  depart- 
ment in  charge  of  Dr.  Walter  J.  Alexander  of  Binghamton. 
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Medical  Defense  Committee  of  the  Medical  Society  of 
the  State  of  New  York  and  the  Office  of  Medical 
Defense , New  York  State  Department  of  Health 

j.  g.  fred  hiss,  m.d.,  Syracuse,  new  york,  Chairman 


Training  Improvised  Emergency  Hospital  Teams 


In  Hiroshima,  when  the  atom  bomb  exploded 
without  warning,  medical  facilities  were  al- 
most completely  wiped  out,  and  thousands  of  in- 
jured needed  care.  They  swarmed  to  those  hos- 
pitals whose  walls  were  still  standing.  Injured 
persons  lay  in  every  available  space;  on  the  floors 
of  the  wards,  in  the  corridors,  on  the  stairs,  in  the 
halls,  on  the  steps,  and  out  into  the  streets.  But 
with  most  of  their  staff  dead  or  injured  and  with 
most  of  their  medical  supplies  destroyed,  the  hos- 
pitals could  give  little  or  no  care  to  the  injured, 
for  in  Hiroshima  there  was  no  medical  defense 
plan.  There  were  no  medical  stockpiles;  there 
were  no  people  in  outlying  areas  or  unattacked 
cities  who  had  been  trained  to  go  to  the  help  of 
people  stricken  by  disaster.  In  fact,  it  was  some 
time  before  people  in  other  cities  realized  that 
Hiroshima  needed  help,  and  when  they  did  come, 
it  was  as  individual  volunteers. 


In  1945,  in  Hiroshima,  thousands  of  people  who 
might  have  lived,  died  for  lack  of  medical  atten- 
tion. 

Today  there  are  many  physicians  in  New  York 
State  who  are  determined  to  do  their  best  to  pre- 
vent a similar  situation  here  in  the  event  of  a 
major  disaster.  These  are  the  men  who  are 
taking  part  in  medical  defense  planning  and  train- 
ing programs. 

On  weekday  evenings  in  various  communities 
in  the  State  this  year  you  can  find  physicians  can- 
celling their  evening  office  hours  to  take  part  in 
an  Improvised  Emergency  Hospital  Training 
Exercise.  For  two  evenings  they  meet,  with  a 
76-man  team,  in  an  armory  or  other  large  area. 
They  learn  how  to  turn  a school  building  into  an 
improvised  emergency  hospital  using  a Mobile 
Hospital  Outfit.  The  Outfit  contains  all  the 
equipment  and  supplies  necessary  to  set  up  a 


Setting  up  the  sterile  supply  section  at  an  Improvised  Emergency  Hospital  Training  Exercise.  Par- 
ticipant is  reading  instructions  for  operating  gasoline  stove.  In  back,  portable  autoclaves  rest  on 
stands  that  hold  stoves. 


May  1,  1958 
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Before  the  exercise  be- 
gins, boxes  of  supplies  and 
equipment  are  distributed 
to  hospital  sections  accord- 
ing to  labels 


200-bed  improvised  hospital  and  keep  it  in  opera- 
tion for  about  ten  days. 

A hospital  medical  director,  director  of  nurses, 
and  executive  officer  head  these  teams  who  are 
being  trained  to  form  the  core  of  a staff  of  220  who 
will  operate  each  hospital  around  the  clock  after  a 
disaster. 

Two  trailer  trucks,  each  loaded  with  a Mobile 
Hospital  Outfit,  are  touring  the  State.  On  the 
first  day  of  an  Improvised  Emergency  Hospital 
training  exercise,  a truck  pulls  up  at  an  armory, 
and  the  supplies  are  placed  in  a pile  in  the  center 
of  the  armory  floor.  The  sections  of  the  hospital 
are  marked  off  on  the  floor. 

From  the  moment  the  exercise  begins,  members 
of  the  hospital  team  act  as  they  would  after  a dis- 


aster. At  the  first  session,  after  reporting  to  the 
administration  office,  they  help  to  set  up  the  hos- 
pital section  to  which  they  are  assigned.  The 
boxes  of  hospital  supplies  are  brought  to  each  sec- 
tion by  medical  aides  who  distribute  them  ac- 
cording to  the  labels  on  the  outside  of  the  boxes. 
Physicians,  nurses,  and  medical  aides  work  to- 
gether, learning  how  to  lay  out  the  section  and  set 
up  the  equipment  in  order  that  it  may  be  ac- 
complished as  quickly  and  efficiently  as  possible 
after  a disaster. 

At  the  second  session,  members  of  the  hospital 
team  learn  through  practice  the  procedures  of 
administration,  communication,  supply,  and 
transport  within  the  hospital.  Litter-cots  are 
tagged  to  simulate  casualties.  The  tag  gives 


Wagensteen 
ratus  during  the 
of  the  shock  room 
Improvised 
Hospital. 
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These  nurses  are  prepar- 
ing an  operating  room  unit. 
Each  Hospital  Outfit  con- 
tains four  of  these  portable 
operating  tables  and  lamps 
and  other  equipment  neces- 
sary to  perform  surgery. 
In  the  foreground  can  be 
seen  the  elec  trosurgical  unit. 


personal  information  on  the  person  supposed  to  be 
injured  and  the  type  of  injury  he  incurred.  The 
litter-cots  enter  the  hospital  through  the  Ad- 
mission and  Triage  Section  and  are  moved  from 
there  through  the  hospital  sections,  as  appro- 
priate. The  treatment  for  each  case  is  simulated, 
and  supplies  are  presumed  used  and  placed  on  the 
“patient's”  litter-cot. 

The  Mobile  Hospital  Outfits,  200  of  which  are 
being  stockpiled  at  strategic  locations  throughout 
the  State,  contain  all  the  supplies  necessary  to  set 
up  and  operate  the  hospital.  However,  because 
it  was  necessary  to  keep  the  Outfit  mobile,  it  does 
not  contain  every  type  of  equipment  used  in  a 
permanent  hospital.  Other  equipment  has  been 
modified  for  portability.  Also,  to  provide  the 


equipment  necessary  to  treat  the  types  of  in- 
juries which  may  be  expected  in  a nuclear  disaster, 
the  outfit  contains  supplies  which  are  not  found  in 
a permanent  hospital. 

If  as  many  lives  as  possible  are  to  be  saved  after 
a disaster,  it  is  necessary  for  physicians  and  other 
medical  personnel  to  learn  what  they  have  to 
work  with,  what  they  have  to  do  without,  how  to 
use  what  is  available,  and  how  to  obtain  what 
they  need. 

At  the  training  exercise,  members  of  the  team 
learn  how  to  take  a truckload  of  supplies  and  a 
building  and  create  a functioning  hospital.  The}r 
learn  how  to  put  the  supplies  to  work  quickly  and 
effectively,  how  to  set  up  the  streamlined  or- 
ganization of  a surgical  hospital,  how  to  manage 


x-ray  section  of 
hospital  workers  are 
up  the  fluoroscopic 
unit.  In  the  background 
other  workers  are  opening 
boxes  of  supplies  to  be  used 
in  the  burn  ward. 
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Participant  at  IEH  training  exercise  examining  one  of  the  electrical  distribution  systems  furnished 
with  the  hospital  supplies  in  the  wooden  box  shown.  It  will  be  hooked  up  to  a portable  generator 
located  outside  of  the  building. 


the  sorting  of  casualties,  and  how  to  obtain  from 
the  community  the  food,  blood,  oxygen,  and  gaso- 
line that  cannot  be  stockpiled  with  the  hospital 
outfits. 

They  are  learning  something  else.  As  they 
work  with  the  Mobile  Hospital  Outfit,  those  who 
did  not  realize  it  before  become  aware  of  the  im- 
portance and  necessity  for  medical  defense  train- 
ing. They  realize  that  unless  there  are  enough 
medical  service  people  trained  to  work  in  a dis- 
aster, the  injured  will  not  receive  care  no  matter 
how  skilled  the  available  medical  help  is.  They 
are  determined  that  this  will  not  happen  in  New 
York  State. 

Every  physician  who  has  not  yet  taken  part  in 
an  IEH  training  exercise  is  urged  to  attend  the 
next  time  an  exercise  is  held  in  his  locality.  If  we 
are  attacked  and  permanent  hospitals  are  de- 


stroyed, he  may  be  working  in  an  Improvised 
Emergency  Hospital . Even  if  his  city  is  evacuated , 
he  may  be  working  in  an  IEH  set  up  to  supple- 
ment hospital  facilities  in  a rural  area.  In  the 
event  of  a natural  disaster  he  may  have  to  work 
in  an  IEH — one  was  set  up  this  year  after  a 
hurricane  demolished  a southern  town.  Unless 
the  physician  understands  the  Improvised 
Emergency  Hospital,  lives  may  be  lost  while 
supplies  lie  unused. 

In  a disaster,  physicians  can  be  relied  on  to 
volunteer  their  services.  But  one  man,  working 
alone,  can  do  little  in  the  face  of  hundreds  of 
casualties.  By  attending  an  Improvised  Emer- 
gency Hospital  training  exercise,  a physician  can 
learn  how  to  obtain  a team  of  helpers  and  the 
stock  of  medical  supplies  he  will  need  to  function 
effectively  in  a major  disaster. 
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RELIEVES  THE  GNAWING  ACHE 


Pro-BanthIne@provides  rapid 

control  of  pain  in  peptic  ulcer 


In  a two-year  study1  by  Lichstein  and  co- 
workers, documented  by  intensive  personal 
observation  and  by  follow-up  studies,  Pro- 
Banthlne  (brand  of  propantheline  bromide) 
often  brought  immediate  relief  of  ulcer  pain. 
Patients  (11  per  cent)  who  did  not  respond 
satisfactorily  to  Pro-Banthlne  therapy  had 
“anxiety  manifestations  of  psychoneurotic 
proportions.” 

In  addition  to  frequent  immediate  sympto- 
matic relief,  Pro-Banthlne  reduces  gastroin- 
testinal motility  and  diminishes  the  secretion 
and  acidity  of  gastric  juice,  all-important 
factors  in  the  generation  and  aggravation  of 
peptic  ulcer. 

These  actions  of  Pro-Banthlne  and  its 
demonstrated  effectiveness  in  accelerating  ul- 


cer healing2 3 4'5  mark  the  drug  as  a most  valu- 
able adjunct  in  the  treatment  of  peptic  ulcer. 

The  suggested  initial  dosage  is  one  15-mg. 
tablet  with  meals  and  two  tablets  at  bedtime. 
An  increased  dosage  may  be  necessary  for 
severe  manifestations  and  then  two  or  more 
tablets  four  times  a day  may  be  prescribed. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Am.  J.  M.  Sc.  232. 156  (Aug.)  1956. 

2.  Sun,  D.  C.  H.,  and  Shay,  H.:  Arch.  Int.  Med.  97:442 
(April)  1956. 

3.  Rafsky,  H.  A.;  Fein,  H.  D.;  Breslaw,  L.,  and  Rafsky, 
J.  C.:  Gastroenterology  27: 21  (July)  1954. 

4.  Schwartz,  I.  R.;  Lehman,  E.;  Ostrove,  R.,  and  Seibel, 
J.  M.:  Gastroenterology  25:416  (Nov.)  1953. 

5.  Silver,  H.  M.;  Pucci,  H.,  and  Almy,  T.  P.:  New  Eng- 
land J.  Med.  252: 520  (March  31)  1955. 
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. . the  most  effective  available 
colonic  anticholinergic  drug”1 


rapid,  prolonged  relief 
throughout  the  G.I.  tract 


TABLET 

Conti  I 

plain  or  with  phenobarbital 

for  the  colon 

“...relieves  or  reduces  diarrhea,  distention 
and  pain  in  many  patients  with  functional 
and  organic  colon  disorders.”2 

CANTIL  (plain)  — each  scored  tablet  contains  25  mg. 
of  CANTIL.  Bottles  of  100  yellow  compressed  tab- 
lets. CANTIL  with  Phenobarbital  — each  scored  tablet 
contains  25  mg.  of  CANTIL  and  16  mg.  of  pheno- 
barbital (warning:  may  be  habit  forming).  Bottles 
of  100  cocoa-brown  compressed  tablets.  CANTIL  is 
the  only  brand  of  the  postganglionic  parasympa- 
thetic inhibitor  N-methyl-3-piperidyl-diphenylgly- 
colate  methobromide. 


TABLET 

TRIDAL 

(DACTIL  + PIPTAL  in  one  tablet) 

A,  cholinolytic  of  choice,3  tridal  relieves 
pain  and  spasm,  normalizes  motility  and 
secretion.  It  is  rapidly  and  dramatically 
effective  in  pylorospasm,  peptic  ulcer,  hiatus 
hernia,  biliary  dyskinesia,  chronic  pancre- 
atitis.3 

Each  tridal  tablet  contains  50  mg.  of  the  visceral 
eutonic  DACTIL®  (the  only  brand  of  piperidolate 
hydrochloride)  and  5 mg.  of  the  anticholinergic 
PIPTAL®  (the  only  brand  of  pipenzolate  methyl- 
bromide).  Bottles  of  50  compressed,  white  tablets. 
CANTIL  and  TRIDAL  are  distinguished  by  unusual 
freedom  from  urinary  retention,  blurred  vision,  dry 
mouth.2'5 


(1)  Kleckner,  M.  S.,  Jr.:  J.  Louisiana  M.  Soc.  108: 359,  1956.  (2)  Riese,  J.  A.:  Am.  J.  Gastroenterol.  28:541,  1957. 

(3)  Settel,  E.:  J.  Am.  Geriatrics  Soc.  In  press.  (4)  Jefferson,  N.  C.,  and  Necheles,  H.:  J.  Urol.  76: 651,  1956.  (5)  Necheles,  H., 

and  Kirshen,  M.  M. : The  Physiologic  Basis  of  Gastrointestinal  Therapy,  New  York,  Grune  & Stratton,  Inc.,  1957,  p.  88. 
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SCIENTIFIC  ARTICLES 


Psychologic  Aspects  of  Pediatric  Practice:  Acute 
Psychiatric  Illness  in  Children 


A.  W.  SULLIVAN,  M.D.,  ROCHESTER,  NEW  YORK 

{From  the  Departments  of  Pediatrics  and  Psychiatry,  Strong  Memorial  and  Rochester  Municipal  Hospitals, 
and  the  University  of  Rochester  School  of  Medicine  and  Dentistry ) 


The  younger  end  of  the  spectrum  of  life  may 
be  more  related  to  the  opposite  end  than  we 
yet  know.  Psychiatric  studies  have  indicated 
that  early  emotional  experiences  affect  person- 
ality maturation.  For  example,  early  nutri- 
tional deprivation  appears  to  affect  the  final 
height  of  the  individual.  Phenylketonuria,1  a 
genically  determined  condition  due  to  a deficiency 
of  an  enzyme  involved  in  the  metabolism  of 
phenylalanine,  an  essential  amino  acid,  results  in 
excessive  accumulation  of  phenylpyruvic  acid  in 
the  blood  stream,  which  affects  adversely  the  de- 
velopment of  the  central  nervous  system.  Un- 
controlled, this  condition  results  in  mental  re- 
tardation, difficult  behavior,  and  sometimes  con- 
vulsions. With  the  early  institution  of  a phenyl- 
alanine-controlled diet,  the  circulating  phenyl- 
pyruvic acid  remains  within  the  normal  range, 
and  the  child’s  psychomotor  and  intellectual  de- 
velopment proceeds  normally.  If  the  controlled 
condition  can  prevail  continuously  during  the 
early  years  of  life  when  the  central  nervous  system 
is  growing  so  rapidly,  the  intellectual  capacity  will 
be  preserved  even  though  the  child  goes  off  his 
diet.  On  the  contrary,  if  the  diet  is  uncontrolled 
during  these  early  years,  irreversible  brain 
damage  is  done.  Thus,  early  environmental  fac- 
tors can  affect  the  physical  and  psychologic  matu- 
ration of  the  young  child  with  a genically  deter- 
mined disease.  Traditionally,  the  aim  of  medi- 
cine has  been  the  treatment  and  prevention  of 
disease.  It  would  seem  that  medicine  is  assum- 
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ing  another  aim,  that  is,  the  promotion  of  health 
through  better  application  of  the  principles  of 
physical  and  psychologic  maturation  during  all  of 
life  but  particularly  during  the  early  years.  If 
the  physical  and  psychologic  potentials  of  the 
young  organism  can  be  brought  to  their  optimum 
capacity,  the  result  should  be  happier,  healthier, 
and  longer  lives  for  people  who  will  have  greater 
capacity  to  adapt  to  physical  and  psychologic 
stress.  Secondarily  the  incidence  of  breakdown 
should  be  lowered. 

The  doctor  plays  an  important  role  in  the  men- 
tal health  of  his  patient,  whether  child  or  adult. 
Through  education  he  promotes  more  modern 
child-rearing  practices  and  helps  to  alleviate  the 
sometimes  harmful  practices  of  cultural  tradition 
and  superstition.  Perhaps  more  important,  the 
physician  gives  considerable  emotional  support 
to  his  patients  by  being  a capable,  confident,  and 
available  medical  consultant  on  whom  they  can 
lean  in  periods  of  family  crisis. 

Another  way  in  which  the  physician  plays  an 
important  role  in  mental  health  is  the  early  recog- 
nition and  treatment  of  acute  psychiatric  prob- 
lems which,  untreated,  may  go  on  to  chronicity 
and  even  irreversibility.  The  latter  role  of  the 
physician  who  cares  for  children  should  be  con- 
sidered in  the  light  of  the  following  child  psy- 
chiatric principles: 

First,  psychiatric  symptoms  of  a child  are  man- 
ifestations of  his  reaction  to  stress.  The  stress 
may  be  external,  for  example,  an  insoluble,  ex- 
cessive demand  made  on  him  at  home  or  in  school, 
or  internal,  due  to  concomitant,  incompatible 
feelings,  such  as  love  and  intense  anger  or  fear  of 


1665 


A.  TV.  SULLIVAN 


a parent. 

Second,  the  psychologic  unit  is  not  the  child 
but  the  family.  Because  of  the  infant  and  young 
child’s  immaturity  and  inability  to  care  for  him- 
self, he  is  dependent  on  a more  mature  person  who 
will  assume  this  responsibility.  Nature  insures 
the  provision  of  this  through  parental  feelings. 
Transactionally,  as  the  infant  develops  he  be- 
comes more  dependent  on  his  family  and  they  on 
him.  This  continuous  interrelationship  appears 
to  be  necessary  for  optimum  personality  matura- 
tion. But  because  of  this  interrelationship, 
problems  of  the  infant  and  child  also  affect  other 
members  of  the  family,  particularly  the  parents. 
Problems  that  affect  one  or  both  parents  in  turn 
affect  the  maturational  processes  of  the  child. 

Child  psychiatry  thus  becomes  family  psy- 
chiatry. Psychiatric  illness  in  one  member  of  the 
family  may  reflect  an  undetected  disturbance  in 
another  member,  or  it  may  cause  emotional  dis- 
turbances in  other  members.  A case  in  point  is 
that  of  an  adolescent  boy  who  had  a psychotic  re- 
action following  an  emergency  operation.  It  was 
apparent  that  the  boy  was  predisposed  to  have 
this  reaction  to  the  stress  of  surgery  because  of  his 
reaction  to  a prolonged  menopausal  depression 
suffered  by  his  mother.  Her  changed  relationship 
to  him  confused  him.  He  became  anxious  that  her 
sickness  would  progress  so  that  he  would  lose  her, 
and  he  felt  guilty  that  he  had  caused  it.  He 
adapted  to  this  by  overly  controlling  his  feelings . 
and  constantly  repressing  his  own  aggressive 
tendencies.  Because  of  this  continuous,  prolonged 
stress  in  his  relationship  with  his  mother,  he  was 
predisposed  to  decompensate  in  the  new  stress 
of  surgery  to  which  he  should  have  adjusted  with 
little  emotional  difficulty.  With  treatment  he 
improved  rapidly  and  was  able  to  return  to  school 
within  a few  months.  However,  his  father  faced 
a double  stress;  he  too  had  been  concerned  about 
his  wife’s  illness.  He  also  became  concerned 
about  his  son’s  mental  health,  and  six  months 
later  he  developed  severe  rheumatoid  arthritis,  a 
stress  disease  which  psychiatric  investigation  has 
shown  may  be  precipitated  by  emotional  stress.2 

The  third  principle  involves  the  interrelation- 
ship between  constitutional  and  environmental 
factors  in  personality  development.  Historically, 
the  theory  that  constitutional  factors  determine 
the  course  of  personality  maturation  has  given 
way  to  a more  dynamic  theory  of  interrelationship 
of  intra-  and  extrapsychic  factors,  which  is  best 
understood  in  terms  of  the  psychoanalytic  theory. 


Yet  the  endemic  pattern  of  psychiatric  problems  I 
in  families  has  been  known  for  many  years.  An  I 4 
early  original  attempt  to  study  constitutional  fac-  I* 
tors  is  reported  in  the  book,  “The  Kallikak  Fam-  1 1) 
ily,”3  which  reported  an  investigation  of  several  I P 
generations  of  a family  which  started  with  a nor-  I > 
mal  man  and  a mentally  retarded  barmaid  who  I 
had  an  illegitimate  son.  The  high  incidence  of  I ' 
mental  retardation,  illegitimate  offsprings,  and  I 
economic  irresponsibility  of  his  progeny  led  to  I 
the  conclusion  that  psychic  characteristics  which  I 
affect  one’s  adjustment  to  life  were  determined  by  I 
heredity. 

More  recently  there  have  been  many  studies  of  I 
twins,  one  or  both  of  whom  had  developed  a major  I 
psychosis,  such  as  schizophrenia  or  manic  de-  I 
pressive  psychosis.  When  the  incidence  of  these  I 
illnesses  among  both  fraternal  (dizygotic)  twins  8 
were  compared  with  the  incidence  of  identical  I 
(monozygotic)  twins,  a significant  difference  was  I 
evidenced.4  If  one  of  these  illnesses  occurred  in  | 
one  twin,  the  chance  of  it  occurring  in  the  second  j 
was,  in  the  case  of  the  isogenic  monozygotic  twins,  I 
five  times  greater  than  in  the  dizygotic  twinship.  I 
Several  of  these  studies  have  provided  data  which  I 
support  the  premise  that  the  predisposition  to  ] 
these  illnesses  is  at  least  partially  genically  deter-  • 
mined. 

Other  studies  have  demonstrated  that  constitu-  I 
tional  activity  patterns  vary  in  the  newborn  and 
predispose  certain  infants  to  provoke  conflicts 
with  their  environment.  In  1928  Margaret 
Fries5  noted  the  motor  behavior  differences  of 
newborn  infants  and  predicted  that  overactive, 
aggressive,  determined  infants  were  more  likely 
to  provoke  controls  from  one  or  both  parents,  re- 
sulting in  conflict  in  the  infant-parent  relationship 
early  in  life,  due  to  the  parent’s  need  to  deal  with 
this  constitutional  characteristic  of  the  child. 

Other  studies  have  demonstrated  a wide  range 
of  variations  in  the  gastric  activity  patterns  of 
newborns,  and  it  has  been  speculated  that  those 
infants  with  constitutionally  determined  gastric 
hyperactivity  may  be  prone  to  become  hungry 
more  frequently  and  in  greater  intensity  than 
those  with  normal  or  low  activity  patterns.  The 
former  group,  therefore,  would  be  more  demand- 
ing of  their  environment  to  satisfy  these  needs  and 
psychologically  would  perceive  greater  and  more 
prolonged  oral  frustration,  predisposing  them  to 
the  types  of  personality  traits  and  psychiatric 
problems  which  have  their  roots  in  this  early 
period  of  development. 
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Thus,  environmental  factors  interrelate  with 
the  constitutional  factors  in  determining  the  di- 
rection that  personality  maturation  takes  and  the 
types  of  psychiatric  problems  the  child  will  be 
prone  to  develop  under  stress.  Other  recent 
studies  have  demonstrated  this,  among  them  the 
classic  cinemagraphic  studies  of  infantile  depres- 
sion and  the  somatic  consequences  of  prolonged 
emotional  deprivation  by  Rene  Spitz.6  In 
Spitz’s  studies  infants  who  were  removed  from 
their  mothers  in  early  infancy  and  placed  in  a 
bacteriologically  and  emotionally  sterile  en- 
vironment of  a fondling  home  initially  developed 
symptoms  of  depression  and  withdrawal.  When 
this  separation  from  their  mothers  was  continued 
for  a prolonged  period  of  time,  serious  somatic 
consequences  resulted,  including  poor  physical 
development,  vasomotor  instability,  and  retarded 
psychomotor  maturation. 

There  are  many  child  psychiatric  problems 
which  the  practicing  physician  sees  among  his 
patients.  Many  are  transitory  problems  which 
resolve  themselves;  others  are  mild,  chronic  prob- 
lems which  are  of  only  little  inconvenience  to  the 
child  and  of  little  concern  to  his  family,  thereby 
not  lending  themselves  to  the  physician’s  inter- 
vention or  referral  to  psychiatric  facilities.  Other 
problems  of  the  chronically  neurotic  child  may 
continue  indefinitely  with  little  intensification  of 
the  underlying  neurotic  problem,  so  they  can  wait 
until  treatment  is  available  for  them  without  real 
progression  of  the  underlying  pathology. 

However,  there  are  psychiatric  problems  which 
can  be  considered  urgent  and  demand  immediate 
diagnosis  and  treatment.  Psychiatric  problems 
of  infancy  and  early  childhood  fall  in  this  cate- 
gory. There  should  be  no  waiting  list  for  the 
psychiatric  problems  of  the  infant,  and  a very 
short  one  for  the  problems  of  early  childhood. 

Because  of  his  physiologic  and  psychologic  im- 
maturity, the  infant  and  young  child  is  more  vul- 
nerable to  emotional  stress.  Problems  in  the  per- 
sonality maturation  in  these  early  years  will  ad- 
versely affect  the  total  personality  structure,  since 
each  stage  in  personality  maturation  is  built  on 
the  foundation  of  the  previous  one.  Therefore, 
problems  in  early  life,  even  infancy,  may  affect 
the  mental  health  and  perhaps  the  physical  health 
of  the  adult  and  older  citizen.  Problems  in  these 
early  years  are  more  difficult  to  identify  because 
of  the  normal  unpredictability  of  the  infants. 
These  problems  are  frequently  difficult  to  treat 
because  they  always  involve  significant  problems 


in  the  child-parent  relationship  which  reflect 
parental  inadequacy  to  adapt  flexibly  to  the 
changing  needs  of  the  growing  child.  It  is  par- 
ticularly in  the  psychiatric  problems  of  early 
years  that  the  application  of  the  principles  of 
family  psychiatry  is  necessary. 

Problems  of  Infancy 

Case  1. — An  infant  was  admitted  to  the  hospital 
at  five  months  of  age  because  of  intractable  crying 
since  very  early  life.  The  crying  began  as  physi- 
ologic colic  but  was  intensified  by  his  mother’s 
exaggerated  reaction  to  it  and  resulted  in  a family 
breakdown. 

The  child  was  planned  and  wanted.  The  preg- 
nancy and  delivery  were  normal.  On  the  fifth  day 
of  life  the  child  and  mother  went  home.  That  night 
the  parents  experienced  their  first  disappointment 
with  him  when  he  began  to  scream  uncontrollably 
as  if  in  pain  and  flex  his  legs  and  arms.  Yet  he 
sucked  vigorously  when  presented  with  a nipple. 
The  crying  continued  at  unscheduled  times  during 
the  day  and  night. 

A pediatrician  was  consulted  who  prescribed  a 
mild  sedative  for  the  baby  and  reassured  the  parents 
that  the  condition  would  disappear  by  the  time  the 
infant  was  three  months  old.  Shortly  afterward  he 
was  discharged  and  a second  physician  consulted. 
He  noted  the  mother’s  undue  anxiety  and  pre- 
scribed sedatives  for  both  mother  and  infant.  He 
also  reassured  the  family  that  the  colic  would  stop 
by  the  time  the  infant  was  three  months  old. 

However,  the  colic  did  not  cease  at  this  age,  and 
the  mother  became  progressively  more  anxious, 
frustrated,  and  fatigued.  The  second  physician  was 
discharged.  The  third  physician  also  prescribed 
sedatives  for  the  baby  and  mother  and  told  the 
mother  that  her  tension  was  perpetuating  the 
infant’s  difficulty.  The  mother  rejected  this  and 
became  convinced  there  was  something  wrong  with 
the  infant’s  intestines,  since  the  infant  was  no  longer 
eating  well  and  was  constipated.  By  the  time  the 
infant  was  five  months  old  the  mother  had  lost  25 
pounds,  was  seriously  fatigued,  and  had  severe 
insomnia.  Her  symptoms  were  similar  to  those  of 
soldiers  with  battle  fatigue.  Because  she  felt  she 
was  “losing  her  mind,”  she  consulted  a psychiatrist 
friend  who  referred  her  for  care.  The  infant  was 
admitted  to  the  hospital  to  separate  him  from  his 
mother  so  that  both  might  get  some  rest  and  to 
interrupt  the  vicious  cycle  which  had  been  estab- 
lished in  their  relationship:  the  mother  increased 

the  baby’s  tension,  and  the  baby  in  turn  increased 
the  mother’s  stress. 

In  the  hospital  the  crying  stopped  within  twelve 
hours,  and  in  two  days  the  infant  was  eating  large 
amounts  of  food.  He  gained  nearly  2 pounds  in  ten 
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days.  It  was  recognized  that  the  mother’s  convic- 
tion that  the  infant  was  physically  sick  was  neces- 
sary to  protect  her  from  the  feeling  of  guilt  which 
would  come  if  she  believed  that  she  was  the  cause 
of  her  infant’s  difficulty.  This  could  have  caused 
her  to  become  depressed.  No  attempt  was  made  to 
work  this  through  with  her  until  she  had  several 
days  of  rest  and  relaxation.  Heavy  sedation  was 
given  her  to  induce  sleep  in  the  first  few  days. 

Following  this,  psychotherapeutic  interviews  with 
the  mother  helped  her  to  ventilate  some  of  her 
anxieties  and  frustrations  about  the  child’s  problem 
and  to  assuage  her  guilt  related  to  the  cause  of  the 
child’s  difficulty.  Under  the  supervision  of  skilled 
pediatric  nurses,  she  was  re-educated  in  the  feeding 
of  the  infant. 

When  the  infant  was  discharged  from  the  hospital 
on  the  tenth  day,  the  mother  was  still  anxious  that 
the  problem  would  reoccur.  She  was  supported 
with  frequent  contacts  with  her  physician,  mostly  by 
phone,  which  occurred  at  least  twice  daily  for  the 
first  week  and  once  daily  for  nearly  two  months. 
These  telephone  calls  were  routinely  scheduled  at 
the  physician’s  convenience  and  were  supplemented 
by  personal  interview  and  examinations  of  the  child. 
As  the  mother  became  more  confident  in  her  own 
abilities  to  manage  her  baby,  the  telephone  calls 
became  less  frequent. 

Thus,  there  were  three  phases  to  the  treatment 
of  this  problem: 

1.  Emergency  treatment  in  which  the  mother 
and  infant  were  separated  and  emergency  efforts 
were  made  to  re-establish  the  emotional  status  of 
both. 

2.  Rejoining  the  infant  and  mother,  who  was 
given  emotional  support  to  help  her  regain  her 
confidence  in  her  maternal  abilities. 

3.  In  the  convalescent  phase,  the  mother’s 
dependency  on  the  physician  was  tolerated  only 
as  long  as  was  necessary.  As  her  confidence  in- 
creased she  was  encouraged  to  reassume  the  re- 
sponsibility of  rearing  her  infant. 

The  result  in  this  case  was  a happy  one.  In 
similar  cases  in  which  the  problem  persisted  for 
many  months,  the  conflict  between  infant  and 
mother  deepened  and  problems  in  the  psychologic 
maturation  of  the  child  occurred.  The  earlier 
such  cases  have  adequate  psychologic  care,  the 
more  treatable  they  are,  and  the  more  satisfactory 
is  the  result. 

Another  common  problem  in  infancy  is  the 
feeding  problem.  This  problem  is  more  common 
in  the  second  year  of  life  when  the  child  becomes 
more  aggressive,  assertive,  and  resistant  to  efforts 
to  control  him.  When  the  resistance  involves  his 


eating,  it  may  reactivate  unconscious  problems 
of  the  parents  which  are  related  to  feeding  diffi-  ® 
culties  in  their  own  childhood.  Occasionally  feed- 
ing  problems  begin  in  the  first  year  and  sometimes 
early  in  the  first  year.  Here  is  such  a case. 

Case  2. — A sixteen-month-old  was  admitted  to 
the  hospital  because  of  a severe  feeding  problem 
since  five  months  of  age.  The  weight,  which  had 
been  in  the  50  percentile  for  the  first  five  months  of 
life,  had  dropped  to  the  3 percentile  level  at  sixteen 
months. 

The  child  struggled  against  forced  feeding  and,  if 
food  was  forced  into  him,  would  regurgitate  it. 
Sometimes  he  indicated  hunger  by  pointing  to 
foods,  but  when  it  was  presented  to  him  by  his 
mother,  he  would  cry  and  reject  it.  Observing  her 
preparing  food  for  his  bowl  caused  him  to  act  in  a 
frightened  manner.  On  the  other  hand,  he  was  able 
to  eat  diced  ham  and  other  foods  which  were  given 
to  him  by  a neighbor  whom  he  liked.  He  took 
liquids  best,  especially  if  he  could  hold  his  own  cup. 

Understanding  this  child  necessitated  understand- 
ing his  mother.  His  mother  was  an  adopted  child 
whose  adoptive  parents  were  rather  strict  and 
inclined  to  force-feed  her  as  a child,  causing  her  to 
develop  many  food  idiosyncrasies,  especially  a 
marked  aversion  to  milk.  When  she  was  twelve 
years  of  age,  she  was  admitted  to  a hospital  for  a 
tonsillectomy.  The  nurses  urged  her  to  drink  milk, 
and  she  passively  complied.  In  retrospect,  she  did 
this  because  she  was  afraid  she’d  have  another 
operation  if  she  didn’t.  She  was  able  to  conquer 
her  aversion  for  milk  because  of  the  greater  fear  of 
being  further  traumatized. 

During  the  first  four  months  of  age  the  infant  was 
fed  primarily  on  a formula.  His  growth  was  satis- 
factory. At  four  months  of  age  he  was  started  on 
solids,  which  he  did  not  take  well  initially,  appar- 
ently resisting  them  as  many  infants  do  when  newly 
started  on  such  foods.  However,  his  resistance  pro- 
voked his  mother  to  force  him  to  take  the  solids. 
She  rationalized  this  on  the  basis  that  they  were 
prescribed  by  the  doctor,  and  she  was  carrying  out  j 
his  orders. 

In  the  first  month  of  solid  feeding  there  was  no 
significant  change  in  the  child’s  intake,  so  his  weight 
continued  to  be  within  the  normal  range.  However, 
two  months  after  the  beginning  of  solids  the  feeding 
problem  was  apparent  in  his  resistance  to  being  fed, 
so  his  mother  intensified  her  attempts  to  force  him 
to  eat.  The  more  she  forced  him,  the  more  he 
resisted,  the  less  he  ate,  and  the  less  weight  he  gained. 
The  child’s  feeding  problem  interfered  with  his 
nutritional  status  and  seriously  retarded  his  physical 
development.  His  intense  resistance  to  his  mother 
was  promoted  by  her  compulsion  to  control  him  as 
she  had  been  controlled  when  she  was  a child. 
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The  emergency  treatment  was  to  find  a way  to 
increase  the  child’s  caloric  intake  without  intensify- 
ing the  existing  exaggerated  feeding  problem.  In 
this  case  it  was  necessary  to  examine  the  resources 
not  only  of  the  family  but  also  of  the  neighborhood. 
It  was  arranged  that  the  child  would  have  one  meal 
a day  with  a neighbor  with  whom  he  seemed  to  have 
a good  relationship  and  whose  food  he  would  accept. 
During  his  other  meals  his  mother  was  encouraged 
to  allow  the  child  to  feed  himself  without  regard  to 
waste  and  messiness.  Because  of  her  compulsion 
to  control  the  child,  particularly  in  the  feeding 
situation,  and  because  of  her  meticulousness,  this 
was  difficult  for  her  to  accept  without  psychiatric 
help. 

Vitamin  supplements,  tonics,  sedatives,  and 
tranquilizers  do  little  to  resolve  such  problems. 
Meaningful  improvement  occurs  when  there  is  an 
alteration  of  the  parent-child  relationship. 
Guidance  of  the  family  doctor  is  sufficient  to  treat 
many  of  these  problems,  but  at  times  the  psycho- 
pathology within  the  family  is  such  that  psychi- 
atric treatment  is  necessary. 

Separation  Reactions 

A common  reaction  of  the  preschool  child  is  the 
separation  reaction.  Because  of  his  dependence 
on  his  family  for  the  gratification  of  his  instinctual 
needs  and  for  protection,  anxiety  reactions  occur 
when  there  is  a separation  from  them.  Separa- 
tion reactions  are  particularly  difficult  in  children 
who  are  making  a marginal  adjustment  because 
of  other  stresses,  particularly  in  the  parent-child 
relationship.  In  the  infant  or  young  child  sudden 
separation  from  the  mother  and  placement  in  a 
strange  environment  or  placement  with  a strange 
person  can  sometimes  result  in  psychiatric  prob- 
lems which  demand  immediate  recognition  and 
emergency  treatment.  Even  relatively  minor 
separations  of  the  young  child  from  his  parents 
may  precipitate  significant  emotional  problems 
which  may  seriously  impair  the  child’s  mental 
status. 

Case  3. — An  interesting,  relatively  minor  re- 
action to  a separation  is  that  of  a three-year-old, 
Negro  boy,  who  began  to  hallucinate  a black  dog  a 
few  hours  after  his  mother  left  to  attend  a funeral 
in  another  city.  The  boy  was  the  youngest  of  five 
children,  and  because  of  the  limitation  of  sleeping 
facilities,  he  slept  with  his  parents.  His  mother  was 
a rather  warm,  understanding  person  who  was 
adequate  to  his  needs  and  perhaps  somewhat  over- 
protective  of  him,  since  he  was  the  baby  of  the 


family.  The  father  was  a large,  very  dark-skinned 
Negro  who  was  rather  aggressive,  dominating,  and 
impatient. 

About  an  hour  after  the  mother’s  sudden  depar- 
ture the  child  was  put  to  bed  by  an  older  sibling.  A 
few  hours  later,  as  his  father  was  undressing  pre- 
paratory to  joining  the  child  in  bed,  the  latter  sud- 
denly jumped  into  the  middle  of  the  floor  screaming 
that  a black  dog  was  biting  at  him.  For  forty- 
eight  hours  he  was  inconsolable,  refusing  to  sit, 
lie  down,  or  sleep.  He  constantly  insisted  that  a 
black  dog  was  biting  at  him  and  acted  as  though 
this  were  actually  happening.  Even  with  the  return 
of  his  mother  this  disturbed  behavior  persisted. 

The  child  was  hospitalized  and  given  pheno- 
barbitol  with  the  suggestion  that  he  would  sleep 
and  wouldn’t  see  the  black  dog  when  he  awoke. 
The  next  day  he  awoke,  no  longer  hallucinating,  and 
seemed  active  and  happy.  He  was  somewhat 
anxious  but  was  able  to  relate  well.  In  order  that 
the  separation  from  his  mother  would  not  prolong, 
he  was  discharged  immediately,  to  be  followed  in 
the  psychiatric  clinic. 

The  child’s  hallucination  of  a black  dog  biting 
him  was  a symbolic  expression  of  his  fear  of  his 
dominating  father.  The  loss  of  his  protecting 
mother  heightened  this  repressed  anxiety,  and  it 
found  expression  in  a disguised  way,  which  was 
similar  to  a phobia  in  an  older  person.  Early 
adequate  treatment  rapidly  controlled  the  dis- 
abling symptom.  Long-term  aims  would  at- 
tempt to  help  the  parents  be  more  adequate  to 
the  child’s  needs. 

Accidents  in  Childhood 

Accidents  have  become  the  most  common  cause 
of  death  in  childhood.  A frequent  type  of  acci- 
dent in  childhood  is  the  auto  accident.  In  most 
incidences  the  child  is  not  killed,  but  he  may  have 
significant  physical  or  psychologic  sequelae  of  the 
accident.  The  emotional  reaction  of  a child  to  an 
accident  varies  with  his  age,  his  emotional  ma- 
turity, the  presence  of  pre-existing  emotional  dis- 
turbances, and  whether  or  not  he  sustained  sig- 
nificant brain  damage. 

Because  auto  accidents  often  involve  litigation, 
the  differential  diagnosis  and  prognosis  is  very 
important  to  the  family.  Because  accidents 
sometimes  precipitate  acute  emotional  disturb- 
ances, it  is  important  that  the  physician  recog- 
nizes this  early  and  institutes  immediate  treat- 
ment and  prophylactic  measures  which  will  pre- 
vent the  process  from  going  on  to  chronicity. 

Psychologic  reactions  of  children  to  auto  acci- 
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dents  seem  to  fall  into  three  categories:  (1)  cen- 
tral nervous  system  injury,  (2)  emotional  trauma 
of  the  accident  or  of  the  hospitalization  which  re- 
sulted from  the  accident,  or  (3)  disturbance  in  the 
relationship  with  a parent,  who  may  become  over- 
anxious and  overprotecting  of  the  child  in  a con- 
trolling way  because  of  his  guilt  about  the  acci- 
dent. In  these  cases  the  child  may  not  have  been 
traumatized  by  the  accident  itself,  but  because  of 
the  parents’  emotional  reaction  to  it  the  homeo- 
stasis of  the  family  is  disturbed  and  the  parents’ 
behavior  towards  the  child  changed,  and  psy- 
chiatric problems  result. 

The  course  of  a brain  damaged  child  usually 
has  two  phases.  The  acute  phase  is  that  of  de- 
lirium, in  which  the  child  may  be  confused,  som- 
nolent, or  sleepless,  anxious,  and  have  difficulty 
in  concentrating  and  remembering.  In  the 
second  phase  there  frequently  is  considerable 
emotional  lability.  These  children  tend  to  be 
impulsive,  easily  frustrated,  and  are  prone  to  ex- 
plode angrily  due  to  their  poor  emotional  control. 
On  the  other  hand,  they  are  usually  quite  affec- 
tionate and  relate  fairly  well. 

These  children  often  develop  school  problems, 
particularly  in  reading.  This  is  related  in  part  to 
their  hyperkinetic  tendencies,  which  appears  as 
restlessness  in  the  school  situation,  as  well  as  de- 
creased concentration,  a shortened  attention 
span,  and  usually  a disturbed  perception  of  geo- 
metric designs  such  as  letters.  Often  their  recall 
is  poor. 

The  routine  evaluation  of  these  children  in- 
cludes the  neurologic  examination  which  fre- 
quently is  negative.  Brain  waves  rarely  show 
conclusive  evidence  of  brain  damage  and  may  be 
normal  in  a brain-damaged  child.  The  most 
sensitive  measures  of  mild  brain  damage  are  the 
psychologic  tests  and  psychiatric  evaluation. 

Chronic  brain  syndromes  due  to  trauma  need 
continuous  treatment.  Psychotherapy  is  not 
helpful  unless  there  are  complicating  emotional 
difficulties  in  the  child.  However,  guidance  to 
the  family  to  acquaint  them  with  the  nature  of  the 
child’s  disability  and  the  meaning  of  his  organ- 
ically determined  behavior  is  important  to  help 
them  understand  his  handicap  and  to  make  al- 
lowances for  it. 

Drugs  sometimes  help  to  decrease  the  child’s 
hyperkinesis  and  poor  concentration.  Benze- 
drine and  Dexedrine  are  particularly  effective. 
Tranquilizers  sometimes  are  helpful,  particularly 
in  alleviating  the  hyperkinesis  and  excessive 


anxiety.  Both  Dexedrine  and  tranquilizers,  how- 
ever, must  be  used  with  caution,  since  they  may 
decrease  the  convulsive  threshhold.  Barbiturates 
typically  intensify  the  brain-damaged  child’s 
hyperkinesis  and  impulsivity. 

Psychiatric  evaluation  of  the  child  who  has  had 
a personality  change  following  an  accident  should 
be  done  early  in  an  attempt  to  evaluate  the  extent 
of  his  anxiety  and  the  brain  injury.  In  an  acute 
psychologic  trauma  heavy  sedation  may  be  indi- 
cated as  well  as  the  emotional  support  of  a loved 
person  such  as  a mother.  In  the  early  phases  of 
the  hospitalization  it  is  helpful  to  have  an  adult 
room  in  with  him.  When  the  child  is  at  home, 
the  parents  may  need  help  in  understanding  and 
accepting  the  sleep  disturbances  which  frequently 
occur  subsequent  to  such  accidents.  They 
should  also  understand  the  nature  of  the  neurotic 
behavior  which  may  occur.  Preschool  children 
are  prone  to  develop  anxiety  reactions  with  symp- 
toms of  clinging,  phobias,  and  severe  nightmares. 
Older  children  may  also  have  anxiety  symptoms 
but  in  addition  present  school  problems  and  re- 
bellious behavior.  These  school  problems  usually 
are  more  transitory  than  in  the  case  of  the  brain- 
damaged children. 

Childhood  Psychosis 

Psychotic  episodes  in  children  are  more  fre- 
quent than  perhaps  is  usually  imagined.  Many 
of  them  go  undetected  and  continue  as  a chronic, 
incapacitating  condition.  This  type  of  mental 
illness  can  be  acute  as  well  as  chronic  in  children 
as'  in  adults.  With  the  increased  use  of  steroid 
therapy  in  pediatrics  and  internal  medicine,  it  is 
necessary  to  have  a continuous  awareness  of  the 
possibility  of  psychotic  episodes  being  precip- 
itated by  this  medication.  To  date  most  reports 
in  pediatrics  have  been  about  adolescents  who  are 
on  large  doses  of  the  medication.  In  those  cases 
studied  by  the  author  there  have  been  significant 
pre-existing  emotional  difficulties,  but  there  was 
no  question  that  the  steroid  therapy  was  the  pre- 
cipitating factor  of  the  acute  illness. 

Case  4. — A girl  who  was  treated  with  large  doses 
of  Meticorten  for  a severe  hemolytic  anemia  had 
the  following  clinical  course:  About  a week  after 

therapy  had  been  started  her  concentration  began 
to  be  impaired.  She  expressed  considerable  anxiety 
about  this  because  she  was  not  able  to  keep  up 
with  her  school  work.  Her  anxiety  progressed,  and 
she  began  to  withdraw,  became  confused,  and 
developed  delusions  of  being  poisoned  and  attacked. 
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t.  She  had  hallucinations  of  men  dressed  in  white 
v surrounding  her  bed.  At  one  point  she  became  com- 
ju  pletely  unresponsive  for  several  days  and  refused  to 
j»  eat  or  take  medications.  This  child  suffered  a 
schizophrenic-like  reaction.  The  immediate  treat- 
ment was  to  withdraw  the  Meticorten.  This  had 
1 to  be  done  over  a period  of  several  days  because  of 
4 the  threat  of  an  adrenal  crisis.  In  addition,  she 
at  was  given  a tranquilizer  to  assuage  her  anxiety, 
ite  Her  mother  was  invited  to  stay  with  her  whenever 
she  was  able.  The  child  gradually  improved  and 
j within  two  months  returned  to  school  where  she 
^ has  been  doing  satisfactory  work. 

However,  she  continues  to  have  a schizoid  per- 
sonality. She  is  an  overly  conscientious  girl  who 
' has  excessive  dependence  on  her  mother  and 
^ inability  to  relate  herself  healthily  to  her  chronologic 
peers.  Though  adequate  emergency  treatment  in 
v this  case  shortened  her  hospital  stay  and  perhaps 
c lessened  her  vulnerability,  further  steroid  therapy 
q and  stressful  procedures  such  as  surgery  should  be 
attempted  with  extreme  caution. 

The  physician  has  traditionally  been  the  first 


line  of  extrafamily  defense  against  the  ravages  of 
physical  and  mental  disease.  The  handwriting 
on  the  wall  indicates  that  in  the  future  he  will  con- 
cern himself  increasingly  with  the  psychologic  as- 
pects of  medicine.  As  in  the  past,  he  will  con- 
tinue to  give  leadership  to  other  disciplines  in  the 
treatment  of  these  problems.  One  of  the  impor- 
tant contributions  of  the  practicing  doctor  in  the 
field  of  mental  health  of  children  is  the  early  rec- 
ognition and  early  treatment  of  their  acute  psy- 
chiatric problems. 

16  North  Goodman  Street 
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Out  the  Window  He  Must  Go 


There  are  audiences  and  audiences.  Some  rank 
high  in  the  scale  of  intelligence  (like  this  one),  and 
have  a peculiar  ability  to  disconcert  a speaker. 
Even  those  low  in  the  scale  of  intelligence  provide 
their  embarrassing  moments.  Henry  Brown  had  a 
great  desire  to  become  a public  speaker  and  accepted 
every  invitation  that  came  his  way.  One  day  the 
superintendent  of  the  state  insane  asylum  asked  him 
to  speak  to  an  assembly  of  the  inmates.  The  day 
came  for  the  speech;  Brown  had  hardly  begun  when 
a fellow  in  the  back  of  the  room  said,  “Rotten.’ ’ 


Brown  was  nervous,  but  continued.  The  inmate 
yelled  “Rotten”  still  louder.  Brown  considered 
the  nature  of  his  audience  and  decided  to  give  his 
speech  one  more  whirl.  He  began  all  over,  but  the 
fellow  yelled  “Rotten”  again  so  loudly  the  whole 
audience  was  disturbed.  Brown  finally  turned  to 
the  superintendent  and  said,  “Steve,  shall  I go  on, 
or  shall  I stop?”  The  superintendent  said,  “Henry, 
you  go  right  ahead.  We’ve  had  that  fellow  in  here 
ten  years,  and  this  is  the  first  time  he  ever  showed 
any  intelligence.” 
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Transient  Electrocardiographic  Patterns  of  Acute 
Myocardial  Infarction  in  Spontaneous  or 
Induced  Attacks  of  Angina  Pectoris 


MAX  POMERANCE,  M.D.,  F.A.C.P.,  AND  JULIAN  B.  HOFFMAN,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Cardiology,  Beth-El  Hospital) 


The  electrocardiographic  pattern  of  acute 
myocardial  infarction  has  only  rarely  been  re- 
ported during  the  occurrence  of  spontaneous  or 
induced  angina  pectoris.  Only  two  years  ago 
Klakeg  and  Parkin1  published  the  first  such  case 
seen  at  the  Mayo  Clinic.  The  authors  empha- 
sized that  Master  et  al.,2~A  in  their  many  observa- 
tions of  coronary  insufficiency,  had  not  reported 
any  similar  instance  of  ST  elevations  in  the  pre- 
cordial leads  after  exercise.  Since  then  Roessler 
and  Dressier5  described  two  cases  and  referred 
to  several  others  in  the  literature.  In  a personal 
communication  Master  has  called  attention  to 
several  reports  in  which  he  and  his  colleagues  have 
described  ST  elevations  after  exercise  test.  We 
have  recently  encountered  four  patients  in  whom 
the  electrocardiographic  features  of  acute  in- 
farction appeared  during  spontaneous  or  induced 
attacks  of  angina,  which  subsided  within  minutes 
in  three  of  the  patients  and  within  a few  days 
rather  than  the  customary  weeks  or  months  in 
the  fourth  patient.  These  electrocardiographic 
changes  included  reciprocal  ST  deviations,  ele- 
vation in  lead  III  with  depressed  ST  in  I and/or 
V6,  or  the  converse  and  elevation  in  leads  I or  V6 
with  depression  in  lead  III.  While  these  findings 
have  been  considered  characteristic  of  acute  myo- 
cardial infarction,  the  clinical  picture  in  our  pa- 
tients was  that  of  angina  pectoris  or  coronary  in- 
sufficiency. Since  the  differentiation  of  an  attack 
of  angina  pectoris  from  that  of  myocardial  in- 
farction is  of  considerable  prognostic  and  thera- 
peutic significance,  we  believe  a presentation  of 
these  four  cases  to  be  of  interest. 

Review  of  Literature 

In  1931  Parkinson  and  Bedford6  reported  elec- 
trocardiographic changes  during  attacks  of  an- 
gina in  five  patients.  In  three  of  the  patients 
there  were  ST  elevations  in  lead  III  with  ST  de- 
pressions in  lead  I. 


it 
ai 
el 

In  1933  Brow  and  Holman7  described  a patient 
in  whom  reciprocal  ST  changes  occurred  (STi 
depressed  and  ST2  and  ST3  elevated).  Repeat 
electrocardiogram  was  normal  two  minutes  later. 

The  authors  observe  that  the  one  differential 
point  on  electrocardiograms  in  patients  with  myo- 
cardial infarction  and  those  with  angina  such  as 
theirs  lies  in  the  length  of  time  the  electrocardio- 
graphic changes  persist.  Whereas  in  myocardial 
infarction  the  electrocardiogram  stabilized  in 
weeks  or  months,  in  their  patient  is  reverted  to 
normal  within  minutes. 

In  1939  Burrett8  reported  four  cases  of  “high 
ST  take-off  without  coronary  occlusion.”  In 
two  there  is  evidence  of  old  posterior  wall  infarc- 
tion at  rest,  which  changes  to  a pattern  of  acute 
posterior  wall  infarction  with  exercise  and  reverts 
to  the  resting  electrocardiogram  in  a few 
minutes.  The  electrocardiograms  in  the  other 
patients  do  not  appear  to  be  relevant  to  this  sub- 
ject. One  shows  a picture  of  posterior  wall  in- 
farction at  rest  on  two  occasions  at  ten-day 
intervals  in  a patient  with  luetic  heart  disease. 
The  other  case  show’s  ST  depressions  in  leads 
II  and  III  before  exercise,  which  are  increased 
by  exertion.  In  their  discussion  the  authors 
state  that  only  three  similar  observations  of 
high  ST  take-off  without  coronary  occlusion 
were  reported  in  the  literature.  One  was  a 
publication  by  Hausner  and  Scherf  in  Zeitschrift 
fiir  Klinische  Medicine,  describing  transient 
reciprocal  ST  changes  in  an  attack  of  an- 
gina. Postmortem  examination  revealed  rheu- 
matic heart  disease  with  aortic  insufficiency, 
stenosis  of  the  right  coronary  orifice,  and  normal 
coronary  arteries.  The  second  paper  is  Browr  and 
Holman’s.7  The  third  case  is  that  of  Scherf  and 
Bovd9  in  a patient  who  developed  reciprocal  ST 
changes  during  paroxysmal  auricular  fibrillation 
with  angina.  Postmortem  examination  showed 
luetic  coronary  stenosis  wdthout  coronary  throm- 
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bosis. 

In  1941  Wilson  and  Johnston10  reported  “the 
occurrence  in  angina  pectoris  of  electrocardio- 
graphic changes  similar  in  magnitude  and  kind  to 
those  of  myocardial  infarction.”  In  one  case 
there  is  ST  depression  in  lead  I and  ST  elevation 
in  II  and  III.  The  other  four  show  only  ST  de- 
pressions without  reciprocal  ST  changes. 

In  1948  Randles  and  Fradkin11  published  a case 
report  of  electrocardiographic  alterations  during 
angina  simulating  myocardial  infarction.  The 
electrocardiogram  reverted  to  normal  in  two 
minutes. 

In  1948  Gubner  and  Ungerleider,12  in  their  dis- 
cussion of  electrocardiography,  include  the  trac- 
ings of  a patient  whose  exercise  electrocardiogram 
during  convalescence  from  myocardial  infarction 
shows  the  temporary  reappearance  of  ST  eleva- 
tions in  V4  which  had  occurred  during  the  acute 
infarct. 

In  1949  Kroop  etal.13  reported  that  25  patients 
had  developed  ST  elevations  after  exercise. 
Most  of  these  patient  had  previous  posterior  in- 
farcts and  showed  ST  elevations  in  lead  III. 
Several  had  no  previous  myocardial  infarction. 
It  was  stressed  that  although  this  occurrence  is 
rare,  it  is  important  to  recognize  that  ST  eleva- 
tions can  occur  in  coronary  insufficiency  without 
myocardial  infarction.  In  a subsequent  publi- 
cation Chesky  et  al.1A  showed  that  in  eight  pa- 
tients with  positive  two-step  tests  (depressions  in 
left  chest  leads)  ST  elevations  were  present  in 
right  chest  leads  taken  posteriorly  and  laterally. 

In  1953  Klakeg  and  Parkin1  described  a patient 
who  developed  ST  elevations  in  Vx  and  V3  after 
exercise,  which  subsided  with  rest.  This  was  the 
first  observation  at  the  Mayo  Clinic  of  (transient) 
ST  elevations  in  precordial  leads  during  an  exer- 
cise test. 

In  1954  Roessler  and  Dressier5  reported  two 
patients  in  whom  transient  infarction  patterns 
developed  during  attacks  of  angina.  In  one 
patient  Q and  ST  elevation  appeared  in  Vi  and 
V2  with  reciprocal  ST  depressions  in  V4_6.  After 
nitroglycerine,  pain  disappeared  along  with  the  Q 
wave  and  ST  changes.  Subsequent  sedimenta- 
tion rate  was  10  and  the  course  afebrile.  One 
week  later  the  patient  had  eight  attacks  of  an- 
gina. Electrocardiogram  again  showed  ST  ele- 
vations in  Vi  and  V2  with  depressions  in  V4-6. 
T was  inverted  in  V2  and  V3  during  the  attack  and 
became  diphasic  with  relief  of  pain,  whereas  the 
ST  changes  disappeared.  The  patient  then  im- 


proved and  his  electrocardiogram  six  months  later 
was  normal ! The  second  patient  had  arterio- 
sclerotic heart  disease.  The  resting  electrocardio- 
gram showed  inverted  T in  V6.  During  angina 
QS  appeared  in  Vi_3  and  the  next  day  R appeared 
in  Vi-s. 

In  1955,  in  a discussion  of  the  electrocardio- 
graphic diagnosis  of  myocardial  ischemia,  Myers 
and  Talmers15  present  an  electrocardiogram  taken 
during  a spontaneous  attack  of  angina  which 
shows  marked  ST  elevations  in  V5  and  V6.  A 
repeat  tracing  in  forty-five  minutes  shows  dis- 
appearance of  the  ST  changes.  The  authors 
state  that  such  transitory  ST  elevations  have 
rarely  been  encountered  in  angina,  and  they  offer 
this  case  as  a contrast  from  the  more  common 
pattern  of  ST  depression. 

In  1956  Sanzaro16  described  the  transient  oc- 
currence of  myocardial  infarction  patterns  during 
several  episodes  of  a typical  angina  and  syncope. 
There  were  no  clinical  features  of  myocardial 
infarction,  and  the  electrocardiographic  patterns 
disappeared  within  a few  days.  The  author  cites 
four  other  articles  in  the  literature  as  evidence 
that  all  reports  of  transient  infarction  patterns 
in  humans  have  been  associated  with  atypical 
angina,  or  what  he  thinks  might  properly  be 
called  coronary  failure.  While  we  are  in  general 
agreement  with  this  conclusion,  it  should  be 
pointed  out  that  a number  of  the  patients  de- 
scribed have  had  classic  angina  of  effort  relieved 
by  rest. 

In  summary,  it  appears  well  established  that 
patients  experiencing  angina  may  develop  electro- 
cardiographic changes  simulating  acute  myo- 
cardial infarction,  particularly  reciprocal  ST 
elevation  and  depression.  A review  of  the  litera- 
ture indicates  that  this  occurrence  is  distinctly 
unusual.  Apparently  the  majority  of  the  pa- 
tients studied  have  had  coronary  artery  disease 
and  did  sustain  at  least  transient  myocardial 
ischemia,  differing  from  infarction  chiefly  in 
degree  because  of  difference  in  duration. 

Case  Reports 

Case  1. — J.  H.  W.,  a sixty-one-year-old  man,  was 
seen  on  April  26,  1952,  because  of  recurrent  pressing 
pain  in  the  chest  for  one  month.  The  pain  was 
usually  related  to  effort  and  radiated  to  the  left 
arm  and  fourth  and  fifth  fingers. 

A review  of  systems  was  noncontributory.  On 
physical  examination  the  patient  was  well  developed, 
well  nourished,  and  in  no  acute  distress.  The  first 
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Fig.  1.  Spontaneous  angina  (J.  H.  W.).  On  April  26,  1952,  during  spontaneous  angina,  the  electrocardiogram 
shows  acute  posterolateral  infarction  with  ST  elevations  in  leads  2,  3,  and  AVF  with  reciprocal  depressions  in 
leads  1 and  AVL  and  T wave  inversions  in  V5  and  V6.  Three  minutes  later  the  electrocardiogram  shows  only  T 
inversion  in  leads  V5  and  V6.  Six  minutes  later  the  electrocardiogram  is  normal.  On  June  23,  1952,  follow-up 
electrocardiogram  is  normal. 


heart  sound  at  the  apex  was  accentuated  and  fol- 
lowed by  a systolic  murmur.  The  second  heart 
sound  was  diminished.  The  lungs  were  clear.  On 
fluoroscopy  the  heart  was  enlarged  to  the  left,  and 
the  aorta  was  tortuous. 

The  resting  electrocardiogram  was  negative. 
While  the  patient  was  being  examined  he  developed 
a spontaneous  attack  of  angina.  An  immediate 
electrocardiogram  showed  a typical  pattern  of  acute 
posterior  wall  infarction.  Follow-up  tracings  at 
three-minute  intervals  showed  reversion  to  resting 
electrocardiogram  within  nine  minutes  (Fig.  1). 

In  this  patient  a spontaneous  attack  of  angina 
was  associated  with  the  appearance  and  disappear- 
ance of  the  classical  pattern  of  acute  infarction 
within  a matter  of  minutes. 

Case  2. — S.  S.,  a forty-eight-year-old  man,  was 
seen  on  March  17,  1955,  in  consultation  because  of 
attacks  of  back  pain  radiating  to  the  left  arm.  For 
two  years  the  patient  had  been  having  interscapular 
pain  coming  on  with  effort  and  relieved  by  rest. 


In  "the  past  two  weeks  the  pain  radiated  to  the  left 
arm  and  was  relieved  by  nitroglycerin. 

A review  of  systems  was  negative.  There  was  no 
history  of  hypertension  or  diabetes.  Cardiovascular 
examination  revealed  heart  sounds  of  poor  quality 
and  a regular  sinus  rhythm.  There  were  no  signs 
of  cardiac  failure.  On  fluoroscopy  the  heart  was 
normal  in  size  and  shape.  The  lungs  were  clear. 

The  electrocardiogram  at  rest  showed  minimal 
signs  suggestive  of  coronary  disease.  In  order  to 
obtain  a more  definitive  electrocardiogram  an  exer- 
cise test  was  done.  After  mounting  15  single  steps 
the  patient  developed  back  pain  radiating  to  the 
left  arm.  Electrocardiogram  presented  a picture 
of  acute  posterior  wall  infarction  (Fig.  2).  Pain 
persisted  despite  the  administration  of  nitroglyc- 
erin. Six  minutes  later,  however,  the  electrocardio- 
gram showed  disappearance  of  the  ST  elevation, 
and  within  fifteen  minutes  the  electrocardiogram 
had  reverted  to  the  resting  form  electrocardiogram. 
Follow-up  tracings  at  three-minute  intervals  showed 
no  further  change.  A 1 mm.  ST  depression  in  Vs 
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Fig.  2.  Angina  induced  by  exercise  test  (S.  S.).  On  March  17,  1955,  control  electrocardiogram  at  rest  is 
normal.  Immediately  following  exercise  the  electrocardiogram  shows  the  pattern  of  acute  posterior  wall  infarction 
with  elevation  of  ST  in  leads  3 and  AVF  and  reciprocal  ST  depressions  in  1,  AVL,  and  V2-  6.  Three  minutes  later 
lead  3 has  the  same  appearance  as  in  the  control  electrocardiogram.  T is  inverted  in  leads  2 and  3,  and  ST  is 
slightly  depressed  in  leads  V5  and  V6.  Six  minutes  later  the  electrocardiogram  has  almost  returned  to  the  control 
electrocardiogram . 


and  V 6 persisted,  as  might  be  expected  in  a positive 
exercise  test,  indicating  coronary  insufficiency.  A 
six-minute  tracing  reverted  to  the  resting  electro- 
cardiogram. 

The  patient  was  later  admitted  to  Beth-El  Hos- 
pital because  of  recurrent  anginal  attacks.  Physical 
examination  was  normal.  On  March  23,  two  days 
after  admission,  the  patient  complained  of  chest  pain 
at  night,  but  on  March  24  he  felt  fine.  On  March  25 
he  awakened  with  severe  pain  in  the  chest  radiating 
to  the  wrists,  went  into  shock,  and  died.  His  tem- 
perature had  risen  to  101  F.  on  the  third  day  of 
hospitalization.  The  electrocardiogram  revealed 
acute  posterior  infarction  with  a Q3T3  pattern  in 
leads  III  and  AVF.  The  white  count  was  12,000 
with  69  segmenters  and  10  stabs.  Sedimentation 
rate  was  18. 

It  is  apparent  from  the  course  of  recurrent  pain 
with  the  electrocardiographic  changes  noted  that 
this  patient  was  suffering  from  coronary  arterio- 
sclerosis with  attacks  of  coronary  insufficiency.  The 
episode,  which  was  studied  in  detail,  appears  to  have 
been  one  in  which  myocardial  ischemia  occurred, 
simulating  by  electrocardiogram  the  occurrence  of 
infarction. 

Case  3. — J.  G.,  a fifty-two-year-old  male,  was 
admitted  to  Beth-El  Hospital  on  April  29,  1953, 
with  sudden  chest  pain  radiating  to  the  left  shoulder 
and  back  for  three  and  one-half  hours. 


Two  weeks  prior  to  admission  the  patient  experi- 
enced sudden  chest  pain  for  three  hours  which  sub- 
sided with  rest.  He  continued  to  work  until  the 
morning  of  admission,  when  pain  recurred  with 
greater  intensity  so  that  the  patient  felt  unable  to 
breathe  and  required  Demerol  for  relief. 

A review  of  systems  was  negative.  On  physical 
examination  the  patient  was  not  acutely  ill.  His 
blood  pressure  was  155/90  (had  been  190).  An 
x-ray  of  the  chest  was  normal. 

On  admission  his  electrocardiogram  was  normal. 
A repeat  electrocardiogram  May  1 was  also  negative. 
On  May  6 he  had  another  attack  of  chest  pain. 
Electrocardiogram  taken  at  the  height  of  the  attack 
showed  the  pattern  of  acute  anterior  wall  infarction. 
See  Figure  3.  Electrocardiogram  the  following  day 
revealed  only  T wave  changes  of  coronary  insuffi- 
ciency. On  May  8 the  only  remaining  abnormality 
was  a diphasic  T in  V5  and  V6.  Follow-up  electro- 
cardiogram on  May  11,  five  days  after  the  initial 
tracing  of  infarction,  showed  minimal  T wave 
changes  in  V4  and  V5.  On  May  12  the  electrocardio- 
gram was  interpreted  as  negative,  and  subsequent 
electrocardiograms  showed  no  significant  change. 
Temperature,  white  blood  count,  and  sedimentation 
rate  remained  normal  throughout. 

In  this  patient  the  spontaneous  attack  of  chest 
pain  was  accompanied  by  the  electrocardiographic 
pattern  of  acute  infarction,  which  disappeared 
within  twenty-four  hours,  leaving  only  minimal 
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Fig.  3.  Spontaneous  angina  (J.  G.).  On  May  1,  1953,  the  control  electrocardiogram  is  normal.  On  May  6, 
1953,  during  spontaneous  angina,  the  electrocardiogram  shows  a classic  pattern  of  acute  anterior  wall  infarction, 
with  ST  elevations  in  leads  1,  AVL,  and  V2-6,  and  reciprocal  ST  depressions  in  leads  2,  3,  and  AVF.  On  May  8, 
1953,  the  only  abnormalities  are  T inversions  in  V4  and  V5.  On  May  12,  1953,  the  electrocardiogram  is  normal 
again,  less  than  a week  after  the  initial  pattern  of  infarction. 


changes  a day  later  and  returning  to  normal  within 
five  days.  This  is  in  contrast  to  the  serial  changes 
usually  seen  in  myocardial  infarction,  in  which  the 
evolution  to  stable  pattern  takes  from  four  weeks 
to  three  months  and  even  more. 

Case  4. — I.  S.,  a thirty-seven-year-old  man,  was 
first  seen  on  October  29,  1954,  because  of  dyspnea 
and  substernal  pain  of  two  hours’  duration,  which 
required  a hypodermic  for  relief.  For  four  weeks 
prior  to  admission  the  patient  had  been  under  treat- 
ment with  pills  and  injections  for  obesity.  Two 
weeks  before  examination  he  had  experienced  an 
attack  of  dyspnea.  On  October  23,  after  lifting 
heavy  packages,  he  developed  dyspnea  and  sub- 
sternal  pain  lasting  one  hour. 

For  one  year  the  patient  had  suffered  with  post- 
prandial dyspepsia.  His  physical  examination  was 
entirely  negative.  His  blood  pressure  was  120/80. 

An  electrocardiogram  and  chest  x-ray  were  normal. 

On  November  2,  1954,  the  patient  felt  substernal 
pain  for  two  hours.  There  was  no  sweating.  An 
electrocardiogram  showed  the  pattern  of  acute  pos- 
terior myocardial  infarction,  and  he  was  therefore 
admitted  to  the  hospital  on  November  3.  On 
November  4 an  electrocardiogram  showed  only 
equivocal  changes.  On  November  8 an  electro- 
cardiogram was  interpreted  as  normal.  Subsequent 
electrocardiograms  showed  no  change.  White  blood 
counts  remained  normal.  The  sedimentation  rate 
was  28  mm.  per  hour  on  admission  and  remained 
approximately  34  during  subsequent  hospitaliza- 
tion. His  temperature  was  100.6  F.  on  admission 
but  was  flat  through  the  remainder  of  the  course. 


In  July,  1955,  the  patient  was  seized  with  severe 
substernal  pain  accompanied  by  pallor  and  profuse 
sweating,  and  he  died  within  a few  days. 

In  retrospect  it  may  be  said  that  this  patient  had 
suffered  recurrent  episodes  of  coronary  insufficiency 
prior  to  a fatal  attack  of  myocardial  infarction. 

Comment 

Displacement  of  the  ST  segment  is  often  of 
diagnostic  significance  in  electrocardiographic 
interpretation.  Three  basic  patterns  have  been 
established  by  experimental  and  pathologic 
studies.17’18  In  pericarditis  there  is  elevation  of 
ST  in  two  or  more  leads.  This  may  be  referred 
to  as  concordant  upward  displacement  of  ST. 
In  coronary  insufficiency  or  coronary  failure, 
whether  spontaneous  or  induced,  depression  of  the 
ST  is  characteristic.  This  is  termed  concordant 
downward  displacement.  In  myocardial  in- 
farction ST  is  elevated  over  the  area  of  infarction 
and  depressed  opposite  this  area.  Thus,  in  an- 
terior wall  infarction  ST  is  elevated  in  leads  I,19 
VL,  and  V2-e,  while  ST  is  depressed  in  leads  III 
and  AVF.  In  posterior  wall  infarction  the  re- 
verse occurs,  with  ST  elevations  in  leads  from  the 
infarcted  posterior  wall  (III  and  VF)  and  ST 
depressions  from  the  anterior  wall  of  the  left 
ventricle  (I,  VL,  and  V2-6).  These  ST  displace- 
ments may  be  regarded  as  reciprocal  or  discord- 
ant. The  direction  and  kind  of  ST  displacement 
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is  frequently  the  basis  for  differentiating  among 
pericarditis,  acute  coronary  insufficiency,  and 
acute  myocardial  infarction. 

Coronary  artery  disease  has  been  separated  into 
three  fairly  distinct  entities: 

1 . In  angina  pectoris  the  resting  electrocardio- 
gram may  be  normal  in  50  per  cent  of  patients.12,20 
The  others  may  show  the  changes  due  to  accom- 
panying hypertension  and  the  residua  of  old  myo- 
cardial infarcts,  including  bundle  branch  block. 
After  exercise  or  anoxia,  however,  over  90  per 
cent  show  ST  depressions  or  T waves  changes  as 
seen  in  spontaneous  coronary  insufficiency.3,21 
These  alterations  disappear  within  a few  minutes. 

2.  In  acute  coronary  insufficiency*’22 ,23  electro- 
cardiograms show  depressed  ST  segments  in  two 
or  more  leads,  especially  those  from  the  left  pre- 
cordium  as  well  as  the  left  arm.  T wave  in- 
versions may  occur  in  association  with  the  ST  de- 
pressions or  independent  of  them.  Most  au- 
thors2-4,9,17 regard  depression  of  the  RS-T  seg- 
ment as  characteristic  of  coronary  insufficiency. 
Scherf24  points  out  that  in  spontaneous  angina,  as 
well  as  in  those  with  the  exercise  tests,  ST  de- 
pression is  the  most  common  electrocardiographic 
alteration. 

3.  In  acute  myocardial  infarction  the  electro- 
cardiogram shows  a Q wave  attributed  to  dead 
muscle,  initial  ST  elevations  over  the  area  of  in- 
jury with  reciprocal  (discordant)  ST  depressions 
opposite  the  site  of  injury,  and  T wave  inversion 
due  to  ischemia  in  the  region  adjacent  to  infarc- 
tion. Serial  changes  evolve  in  one  or  more 
months.19,25 

The  patients  we  have  presented  experienced 
substernal  pain  which  was  anginal  in  nature.  It 
was  short-lived  and  relieved  either  by  nitro- 
glycerin or  rest.  It  was  unattended  by  systemic 
reaction,  but  electrocardiograms  in  each  case 
simulated  the  classic  picture  of  acute  myocardial 
infarction.  Serial  electrocardiograms,  however, 
reverted  to  normal  within  minutes  or  hours  in- 
stead of  weeks  or  months.  It  is  of  interest  in  this 
connection  that  in  Bay  ley’s22, 23  experiments  when 
the  ligature  occluding  the  anterior  descending- 
coronary  artery  was  released  after  one  and  one- 
half  minutes,  the  ST-T  changes  disappeared 
within  five  seconds.  Wood  et  al2e  have  recorded 
similar  observations.  Murphy  and  Livezay27 
report  the  case  of  a patient  in  whom  a perforated 
ulcer  was  associated  with  electrocardiographic 
changes  simulating  lateral  wall  infarction.  These 
observations  would  appear  to  indicate  that  the 


pattern  of  acute  myocardial  infarction  may  be 
produced  by  obstruction  to  coronary  flow  without 
permanent  muscle  injury.  The  evidence  is  not 
conclusive,  however.  Graham  and  Lavaret,28 
for  example,  report  two  cases  in  which  inadvertent 
ligation  of  the  left  coronary  artery  was  followed 
in  five  minutes  by  electrocardiographic  changes 
indicative  of  muscle  death.  It  is  our  interpreta- 
tion that  the  patients  we  have  described  sustained 
myocardial  injury  as  a result  of  coronary  in- 
sufficiency. 

In  presenting  these  patients  we  wish  to  empha- 
size (1)  that  the  electrocardiogram  during  angina 
may  simulate  myocardial  infarction,  differing 
only  in  the  evolution  to  the  resting  state  within 
minutes  or  days  rather  than  weeks  or  months, 
and  (2)  that  the  final  responsibility  in  diagnosis 
rests  with  the  clinician  who  has  to  evaluate  the 
patient,  using  the  electrocardiogram  as  one  source 
of  information. 

Summary 

Four  cases  are  presented  of  patients  in  whom 
spontaneous  or  induced  attacks  of  angina  were 
accompanied  by  electrocardiographic  findings  of 
myocardial  infarction.  Serial  electrocardiograms 
revealed  rapid  disappearance  of  infarction  pat- 
terns, two  within  minutes,  one  within  a single 
day,  and  another  within  a few  days.  Angina  did 
not  persist.  There  was  no  systemic  reaction. 
It  is  concluded  that  these  patients  had  attacks 
of  coronary  insufficiency  which  yielded  electro- 
cardiographic changes  generally  attributed  to 
myocardial  infarction. 

These  observations  are  emphasized  because  the 
immediate  prognosis  in  patients  with  angina 
having  transient  electrocardiographic  features  of 
infarction  should  be  that  of  coronary  insufficiency 
rather  than  that  of  true  infarction.  Moreover, 
management  should  be  the  same  as  for  coronary 
insufficiency.  Hence,  anticoagulant  therapy  and 
prolonged  inactivity  may  not  be  necessary  if  true 
myocardial  infarction  does  not  supervene. 
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Conservatism  in  Medical  Advertisements 


In  opening  the  sessions  of  the  second  day  with  a 
discussion  of  editorial  responsibility  for  medical 
advertisements,  Dr.  J.  Garland,  editor  of  the  New 
England  Journal  of  Medicine,  indicated  the  possible 
risks  to  good  medical  practice  attendant  on  the 
economic  advantages  achieved  by  the  pharma- 
ceutical industry.  He  emphasized  the  necessity  of 
careful  editorial  supervision  of  advertising  text  as 
well  as  careful  selection  of  the  products  accepted  for 
advertising.  Dr.  T.  F.  Fox,  of  London,  editor  of  the 


Lancet,  agreed  in  general  with  this  principle,  al- 
though with  a cautionary  word  regarding  the  rights 
of  the  advertiser  to  considerable  freedom  of  expres- 
sion. He  summed  up  his  conservative  attitude  in 
the  statement:  “Am  I being  old-fashioned  when  I 

add  that  I think  we  should  try  to  persuade  adver- 
tisers, or  their  agents,  that  neither  great  cleverness 
nor  great  emphasis  is  appropriate  for  the  columns  of 
a medical  journal?” — New  England  Journal  of 
Medicine,  November  21,  1957 
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Chlorothiazide:  A New  Approach  to  the  Therapy 

of  Edematous  States 

STANLEY  I.  FISHMAN,  M.D.,  ROBERT  J.  JAFFE,  M.D.,  GEORGE  SCHWARTZ,  M.D.,  GEORGE  H. 
STECHEL,  M.D.,  AND  ARTHUR  FANKHAUSER,  M.D.,  BROOKLYN,  NEW  YORK,  DONALD  J.  BEHR, 
M.D.,  AND  JACOB  J.  YARYIS,  M.D.,  LONG  BEACH,  NEW  YORK. 

( From  the  Cardiopulmonary  Laboratory,  Department  of  Medicine,  Division  I,  Kings  County  Hospital  Center, 

Brooklyn,  New  York ) 


The  effective  control  of  patients  with  edema 
demands  a therapeutic  agent  meeting  the 
following  criteria: 

1 .  The  agent  must  be  a potent  inhibitor  of  the 
renal  reabsorption  of  sodium. 

2.  The  agent  must  be  orally  effective. 

3.  The  agent  must  cause  minimal  excretion  of 
bicarbonate  and  therefore  reciprocally  a consider- 
able excretion  of  chloride. 

4.  The  agent  must  have  a short  duration  of 
action  following  a single  dose. 

5.  The  agent  must  be  recurrently  effective 
when  administered  repeatedly  over  a long  period 
of  time. 

6.  The  agent  should  not  produce  metabolic 
acidosis  or  other  physiologic  or  pharmacodynamic 
side-effects. 

7.  The  agent  should  have  a high  therapeutic 
index  and  a low  inherent  toxicity. 

Chlorothiazide*  appears  to  be  such  an  agent. 
It  does  not  contain  mercury.  In  animals  it 
causes  a marked  increase  in  the  renal  elimination 
of  sodium,  potassium,  chloride,  and  at  higher  doses 
bicarbonate.  A water  diuresis  accompanies  the 
increased  electrolyte  output.  The  unusual 
ability  of  chlorothiazide  to  promote  the  excretion 
of  sodium  (and  to  a smaller  extent  potassium) 
chloride  has  led  to  its  designation  as  a saluretic 
agent. 

The  following  is  a report  of  a clinical  study  of 
chlorothiazide  as  a therapeutic  agent  for  edema. 

Case  Material 

At  the  time  of  this  report  the  study  has  ex- 
tended for  over  nine  months.  Chlorothiazide 
was  administered  to  125  patients  of  whom  87 

* Chlorothiazide,  designated  chemically  as  6-chloro-7-sul- 
famyl-1,  2,  4-benzothiadiazine-l,  1-dioxide,  is  marketed  under 
the  trade  name  of  Diuril  by  Merck  Sharpe  & Dohme,  Phila- 
delphia. 


were  attending  the  out-patient  department  and 
38  were  hospitalized  at  Kings  County  Hospital 
Center.  The  38  hospitalized  patients  received 
chlorothiazide  intravenously,  and  are  considered 
in  a separate  section  of  this  report.  Only  the 
following  criteria  were  used  in  selecting  patients 
for  this  study:  (1)  evidence  of  peripheral  edema 
demonstrable  on  physical  examination,  (2)  in- 
complete or  no  response  to  the  usual  therapeutic 
regimen,  and  (3)  an  attempt  to  select  patients 
who  would  be  reliable  in  following  instructions 
and  reporting  for  examination  (this  attempt  was 
not  wholly  successful). 

Of  the  87  outpatients  studied  78  were  cardiacs 
with  congestive  failure  and  nine  were  patients 
with  Laennec’s  cirrhosis.  Of  the  78  patients  with 
congestive  failure  ten  were  considered  to  have 
“cardiac  cirrhosis.”  Etiologically  15  patients 
had  rheumatic  heart  disease,  18  had  hypertensive 
heart  disease,  33  had  arteriosclerotic  heart  disease, 
and  12  patients  had  congestive  failure  secondary 
to  previous  myocardial  infarction.  Functionally 
these  patients  were  grouped  as  follows: 

(1)  15  with  rheumatic  heart  disease  (12  class 

III,  three  class  IV),  (2)  18  with  hypertensive 
heart  disease  (13  class  III,  five  class  IV),  (3)  33 
with  arteriosclerotic  heart  disease  (19  class  III, 
14  class  IV),  and  (4)  12  with  myocardial  infarc- 
tion (all  class  III). 

All  of  these  outpatients  had  been  previously 
treated  with  the  usual  therapeutic  regimen  of 
sodium  restriction,  digitalis,  ammonium  chloride, 
acetazoleamide  (Diamox),  mercurial  diuretics, 
etc.  Of  these  87  patients  17  comprised  a special 
group  who  had  received  aminometramide  (Mic- 
tine)1  and  later  aminoisometramide  (Rohe ton) 2 
in  previous  studies.  This  latter  special  group  re- 
ceived meralluride  (Mercuhydrin)  periodically  as 
clinically  indicated.  The  other  70  patients  in  the 
clinical  group  required  meralluride  2 cc.  intra- 
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muscularly  twice  weekly  prior  to  the  institution 
of  chlorothiazide  therapy. 

Considered  as  a group,  all  of  the  125  patients 
studied  were  among  the  most  severe  cases  having 
edema  under  treatment  at  this  institution  and 
undoubtedly  would  be  considered  as  such  by  any 
standards  elsewhere.  No  patient  was  included 
who  was  considered  as  being  satisfactorily  treated 
by  other  methods.  Conversely,  no  patient  was 
excluded  because  of  “poor  prognosis”  or  antici- 
pated poor  response  to  any  modality.  Rather, 
such  patients  were  readily  included  in  the  study 
in  order  to  rigorously  test  the  efficacy  of  this  new 
agent. 

Method 

No  attempt  was  made  to  discontinue  previous 
therapy  for  any  extended  length  of  time  as  a 
“stabilization  period”  or  to  allow  any  respite  from 
previous  oral  diuretics  such  as  ammonium  chlo- 
ride. All  other  oral  diuretics  were  discontinued 
on  the  day  chlorothiazide  therapy  was  instituted. 
Meralluride  2 cc.  intramuscularly  was  injected  on 
the  first  day  of  chlorothiazide  therapy  in  35  of 
the  70  patients  who  had  been  receiving  it  twice 
weekly  and  thereafter  as  seemed  clinically  war- 
ranted. All  medications  other  than  diuretics 
(digitalis,  vitamins,  antihypertensive  agents,  etc.) 
were  continued  in  the  same  dosages  as  prior  to 
chlorothiazide  administration.  Sodium  restric- 
tion was  likewise  continued,  but  in  many  cases 
this  had  been  adhered  to  in  a haphazard  manner, 
as  commonly  noted  in  many  patients  supposedly 
on  a rigid  low-sodium  diet. 

These  outpatients  were  seen  at  weekly  inter- 
vals early  in  the  study  and  later  at  two-week  in- 
tervals as  therapy  continued.  Electrocardio- 
grams, roentgenograms,  and  appropriate  labora- 
tory examinations  were  obtained  periodically. 

Dosage. — Initial  dosage  was  2 Gm.  per  twenty- 
four  hours.  In  most  instances  this  dosage  was 
continued  as  maintenance  therapy.  Seventeen 
patients  were  maintained  on  1 Gm.  per  twenty- 
four  hours,  and  five  were  maintained  on  3 Gm. 
per  twenty-four  hours,  while  one  patient  received 
3.5  Gm.  per  twenty-four  hours  and  2 cc.  meral- 
luride weekly.  Chlorothiazide  was  supplied  in 
compressed  tablets  of  250  mg.  and  later  500  mg. 
Since  most  of  the  patients  in  this  study  were  of 
rather  limited  mental  capacity,  it  was  deemed  ad- 
visable not  to  vary  dosage  in  the  individual  pa- 
tient if  possible.  Therefore,  no  attempt  to  use 


an  interrupted  schedule  was  made.  The  major- 
ity of  patients  were  instructed  to  take  1 Gm. 
“after  breakfast”  and  1 Gm.  “before  supper.” 

Results 

At  the  time  this  report  was  written  the  duration 
of  therapy  was  as  follows:  31  patients  thirty- 
eight  weeks,  19  patients  thirty-one  weeks,  seven 
patients  twenty-seven  weeks,  30  patients  nine- 
teen weeks.  As  a general  rule  a relatively  stable 
state  with  regard  to  edema  was  noted  in  the  pa- 
tients in  this  study,  commencing  within  the  first 
four- week  period.  Therefore,  it  was  felt  that  an 
adequate  period  of  study  had  now  been  attained, 
and  a report  of  results  was  indicated  at  this  time. 

Effect  on  Body  Weight. — The  average 
weight  loss  in  the  first  week  of  therapy  was  4.94 
pounds  with  a range  of  from  1 to  13  pounds.  The 
average  total  weight  loss  (regardless  of  duration 
of  therapy)  was  11.75  pounds  with  a range  of 
from  3 to  72  pounds.  Most  patients  lost  their 
total  amount  within  the  first  four  weeks,  with 
little  (1  to  3 pounds)  or  no  further  weight  loss 
after  that  period.  Subsequently  many  patients 
gained  small  amounts. 

Effect  on  Edema. — Peripheral  edema  was 
noted  by  the  conventional  method  and  tabulated 
as  0 to  4 plus.  Three  patients  in  this  study  had 
peripheral  edema  of  such  magnitude  as  to  be  con- 
sidered in  excess  of  4 plus.  It  will  be  recalled 
that  the  presence  of  obvious  and  easily  detectable 
peripheral  edema  was  a requirement  in  the  selec- 
tion of  each  patient  for  this  study. 

Thirty-eight  patients  became  free  of  peripheral 
edema  by  the  end  of  the  first  week,  and  12  more 
became  edema  free  by  the  end  of  the  second  week. 
The  attainment  of  edema-free  status  was  not  nec- 
essarily relatable  to  the  quantity  of  edema  noted 
at  initiation  of  therapy.  For  example,  eight  of 
the  patients  who  became  edema  free  were  origi- 
nally tabulated  as  4 plus.  Ten  patients  became 
edema  free  by  the  end  of  the  fourth  week,  and  11 
patients  maintained  a trace  to  1 plus  peripheral 
edema.  The  status  of  peripheral  edema  has 
varied  only  slightly  beyond  the  fourth  week. 
To  summarize:  71  of  the  87  patients  have  shown 
significant  to  marked  reduction  in  peripheral 
edema. 

Effect  on  Other  Abnormalities. — Almost 
all  patients  reported  improvement  in  exertional 
ability,  with  decrease  in  breathlessness,  cough, 
orthopnea,  and  paroxysmal  nocturnal  dyspnea. 
Two  patients  with  small  pleural  effusions  demon- 
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strated  complete  clearing  on  roentgenograms. 
Seven  out  of  nine  patients  with  ascites  showed 
definite  reduction  in  the  amount  of  abdominal 
fluid;  one  of  these  lost  72  pounds.  Patients  re- 
ceiving antihypertensive  drug  therapy  generally 
demonstrated  a further  drop  in  blood  pressure, 
slight  to  moderate  in  degree. 

General  Effects. — Improvement  in  the  gen- 
eral sense  of  well-being  was  extremely  gratifying. 
The  great  majority  of  patients  volunteered  the 
information  that  they  “haven’t  felt  this  good  in 
years.”  At  about  the  eighth  to  tenth  week  of 
therapy  a significant  number  of  patients  began  to 
show  a small  increase  in  weight  not  accompanied 
by  an  increase  or  return  of  edema.  The  general 
appearance  of  these  patients  indicates  that  this 
increase  is  referable  to  an  improvement  in  appe- 
tite accompanying  the  improvement  in  the  gen- 
eral sense  of  well-being.  It  is  noteworthy  that 
those  patients  in  the  same  clinic  who  were  not 
receiving  chlorothiazide  became  envious  as  they 
observed  the  change  in  their  fellow-patients  com- 
prising this  study  group. 

Adverse  Effects. — Five  patients  discon- 
tinued chlorothiazide  in  the  first  or  second  week 
of  therapy  because  of  reported  nausea.  Five 
patients  also  reported  nausea  (two  of  these  five 
also  had  epigastric  distress)  in  the  sixteenth  week 
of  therapy.  Three  of  these  patients  were  im- 
proved on  lowering  the  dosage  to  1 Gm.  per 
twenty-four  hours,  and  two  were  relieved  by  an 
antacid-antispasmodic  while  the  original  dosage 
of  chlorothiazide  was  unchanged.  “Liver  pro- 
file” was  normal  in  one  patient  who  was  thought 
to  be  clinically  icteric.  Periodic  urinalyses  were 
not  remarkable,  with  the  exception  of  decreased 
albuminuria  in  26  patients.  No  adverse  hemato- 
logic, dermatologic,  or  neurologic  effects  were 
noted.  Two  patients  developed  hypokalemia, 
reversed  with  potassium  chloride. 

Adjunctive  Therapy. — Seventeen  patients 
receiving  aminoisometramide  immediately  prior 
to  chlorothiazide  therapy  were  receiving  meral- 
luride  at  periods  varying  from  weekly  to  occa- 
sionally. Seventy  patients  were  receiving  meral- 
luride  twice  weekly.  Of  these  70  patients  35 
received  their  usual  meralluride  on  the  day 
chlorothiazide  was  started.  Comparison  with  the 
remaining  35  patients  indicates  that  simultaneous 
administration  of  meralluride  is  not  necessary  but 
that  it  results  in  greater  initial  weight  loss.  At 
present  11  patients  receive  meralluride  weekly, 
five  patients  receive  it  every  two  weeks,  and  two 


patients  receive  it  every  three  weeks.  Seven 
patients  still  receive  meralluride  twice  weekly. 
Patients  may  receive  an  occasional  injection  of 
meralluride  simply  to  avoid  instructing  the  pa- 
tient in  a temporary  change  in  chlorothiazide 
dosage.  No  patient  receives  an  oral  diuretic 
other  than  chlorothiazide.  Digitalis  require- 
ments have  remained  unchanged,  with  the  excep- 
tion of  eight  patients  in  whom  the  maintenance 
dose  was  reduced. 

Therapeutic  Failures. — Eleven  patients 
were  considered  as  having  failed  to  respond  to 
chlorothiazide  therapy.  Five  of  these  patients 
discontinued  chlorothiazide  in  the  first  or  second 
week  due  to  nausea.  The  other  six  patients 
failed  to  show  the  significant  loss  of  weight  and 
peripheral  edema  which  could  be  attributed  to 
chlorothiazide.  The  cause  for  these  apparent 
“failures”  was  not  immediately  obvious,  since 
patients  with  comparable  degrees  and  duration  of 
edema  are  among  those  with  good  results.  Three 
patients  in  this  study  died  during  the  period  of 
chlorothiazide  therapy. 

Chlorothiazide  Used  Intravenously 

In  order  to  determine  the  feasibility  of  using 
chlorothiazide  intravenously  in  those  patients 
who  might  be  unable  to  ingest  the  oral  prepara- 
tion a group  of  patients  was  selected  for  study. 
The  failure  of  other  diuretics  was  not  made  a pre- 
requisite for  this  section  of  the  study.  Conse- 
quently these  patients  are  not  considered  with  the 
87  outpatients,  in  whom  inadequate  response  to 
other  diuretics  was  required.  Thirty-eight  hospi- 
talized patients  were  given  chlorothiazide  in- 
travenously on  three  successive  days.  Of  these 
patients  37  were  maintained  on  oral  chlorothia- 
zide following  this  period  with  results  similar  to 
those  reported  above.  The  results  of  intravenous 
therapy  are  herewith  reported. 

Case  Reports 

Case  1. — This  patient  had  recent  myocardial  in- 
farction and  pulmonary  fibrosis.  Chlorothiazide  2 
Gm.  in  500  cc.  of  5 per  cent  glucose  in  water  was  ad- 
ministered over  a three-hour  period  daily  for  three 
days.  A 6-pound  weight  loss  occurred,  and  pe- 
ripheral edema  was  reduced  from  4 plus  to  2 plus. 

Case  2. — This  patient  had  emphysema  and  cor 
pulmonale.  He  had  previously  been  treated  with 
the  standard  diuretic  regimen  (meralluride,  amino- 
phylline,  ammonium  chloride)  with  a 20-pound 
weight  loss  in  the  two  weeks  prior  to  chlorothiazide 
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therapy.  Chlorothiazide  1 Gm.  in  250  cc.  of  5 per 
cent  glucose  in  water  was  administered  over  a fifteen- 
minute  period  twice  daily  for  three  days.  There 
was  an  additional  13-pound  weight  loss,  and  pe- 
ripheral edema  was  reduced  from  4 plus  to  0. 

Case  3.* — This  patient  was  admitted  to  Kings 
County  Hospital  Center  on  April  29,  1957,  with  a 
history  of  rheumatic  fever  in  childhood.  Nine 
years  prior  to  admission  this  forty-three-year-old, 
white  female  developed  dyspnea  on  exertion  and 
orthopnea,  for  which  she  was  treated  with  digitalis. 
One  year  prior  to  admission  she  developed  swelling 
of  the  abdomen  and  ankles,  which  improved  on 
treatment  with  mercurial  injections.  Four  months 
prior  to  admission  she  discontinued  these  injections 
because  of  a change  in  residence,  and  one  month 
prior  to  admission  she  noted  abdominal  swelling, 
increase  in  dyspnea,  and  orthopnea.  Admission 
diagnosis  was  rheumatic  heart  disease  with  mitral 
insufficiency  and  stenosis,  tricuspid  insufficiency, 
congestive  heart  failure,  and  digitalis  intoxication. 
The  salient  findings  were  cyanosis,  dyspnea,  neck 
vein  distention,  rales  at  both  lung  bases,  ascites,  2 
plus  peripheral  edema,  and  enlargement  of  the  liver 
by  3 fingerbreadths.  The  heart  was  enlarged  to 
both  right  and  left  with  bigeminal  rhythm.  Admis- 
sion laboratory  data  included  2 plus  albuminuria, 
white  blood  count  of  12,500,  blood  urea  nitrogen  of 
17  mg.  per  cent,  and  serum  amylase  of  150  units. 
Fasting  blood  glucose,  calcium,  phosphorus,  total 
protein,  albumin-globulin  ratio,  and  “liver  profile’  ’ 
were  normal.  The  patient  was  treated  with  meral- 
luride,  acetazoleamide,  ammonium  chloride,  and 
potassium  chloride.  On  May  3,  1957,  atrial  fibrilla- 
tion had  supplanted  the  bigeminy,  and  gitalin  was 
started.  A blood  urea  nitrogen  was  22  mg.  per 
cent,  and  carbon  dioxide  content  was  25.0  mEq.  per 
liter.  On  May  9,  1957,  blood  urea  nitrogen  was  34 
mg.  per  cent,  and  carbon  dioxide  content  was  18.8 
mEq.  per  liter.  Urine  output  had  varied  between 
2,400  cc.  and  800  cc.  per  twenty-four  hours.  On 
May  14,  1957,  urine  output  was  350  cc.  and  carbon 
dioxide  content  15.6  mEq.  per  liter.  Chlorothiazide 
2 Gm.  in  250  cc.  of  5 per  cent  glucose  in  water  was 
administered  intravenously  over  a fifteen-minute 
period  daily  on  May  15,  16,  and  17.  Urine  output 
was  850  cc.  on  May  15,  50  cc.  on  May  16,  and  100 
cc.  on  May  17,  with  4 plus  albuminuria  and  micro- 
scopic hematuria.  On  May  17  blood  urea  nitrogen 
was  44  mg.  per  cent.  The  patient  was  transferred  to 
Jewish  Hospital  of  Brooklyn  on  May  18,  1957,  for 
treatment  with  the  “artificial  kidney.” 

On  admission  to  Jewish  Hospital  the  physical 
findings  were  almost  identical  with  those  reported 


* The  authors  are  deeply  indebted  to  Drs.  Leonard  Castle- 
man,  Jerome  A.  Gold,  and  Jacob  Goldstein  of  Jewish  Hospital 
of  Brooklyn  for  their  treatment  of  this  patient  and  the 
preparation  of  the  case  summary. 


above.  Admission  laboratory  data  included  a I 
white  blood  count  of  6,750,  blood  urea  nitrogen  of  I 
58  mg.  per  cent,  and  a carbon  dioxide  content  of  I 
17.6  mEq.  per  liter.  Urine  showed  3 plus  albumin  I ' 
and  many  white  blood  cells.  Cystoscopy  and  bilat-  I 
eral  ureteral  catheterization  were  performed,  and  t 
10  cc.  of  bladder  urine  was  obtained,  but  no  urine  I 
was  obtained  from  either  kidney.  Urine  culture  I 
produced  Escherichia  coli  and  Proteus  vulgaris.  I 
The  patient  was  treated  with  prednisone,  tetracy-  I 
cline,  and  a diet  of  “butter  balls  and  sugar  water.”  I 
There  was  no  urine  output  on  May  19  and  20,  1957,  I ' 
and  blood  urea  nitrogen  was  88  mg.  per  cent  on  May  I 
20.  On  May  21  the  patient  was  treated  by  dialysis  I : 
for  three  hours,  during  which  time  the  blood  urea  I 
nitrogen  fell  from  95  mg.  per  cent  to  65  mg.  per  cent. 

The  urine  output  was  110  cc.  on  May  22,  rose  to  750 
cc.  by  May  26,  was  1,000  cc.  on  May  27,  and  was  5,- 
000  cc.  on  May  28.  The  blood  urea  nitrogen  rose  to 
a high  of  163  mg.  per  cent  on  May  27  and  was  down 
to  43  mg.  per  cent  on  June  10,  1957.  By  June  5 the 
urine  was  completely  clear  of  albumin  with  only  an 
occasional  white  blood  cell.  Following  the  diuretic 
phase,  water  and  electrolyte  balance  were  controlled, 
and  the  patient’s  clinical  condition  slowly  improved. 

On  discharge  she  had  lost  approximately  20  pounds, 
the  lungs  were  clear,  ascites  was  decreasing,  and 
pedal  edema  was  reduced  to  1 plus. 

Case  4. — This  patient  had  arteriosclerotic  heart  i 
disease.  Chlorothiazide  1 Gm.  in  250  cc.  of  5 per 
cent  glucose  in  water  was  administered  intrave- 
nously over  a fifteen-minute  period  twice  daily  for 
three  days.  A weight  loss  of  20  pounds  resulted, 
and  peripheral  edema  was  reduced  from  3 plus  to  0. 

Case  5. — This  patient  had  hypertensive  heart 
disease.  Chlorothiazide  1 Gm.  in  250  cc.  of  5 per 
cent  glucose  in  water  was  administered  intravenously 
over  a fifteen-minute  period  twice  daily  for  three 
days.  The  patient  lost  10  pounds,  and  peripheral 
edema  was  reduced  from  4 plus  to  1 plus. 

Case  6. — This  patient  had  Laennec’s  cirrhosis. 
Chlorothiazide  2 Gm.  in  1,000  cc.  of  5 per  cent  glu- 
cose in  water  was  administered  intravenously  over  a 
six-hour  period  daily  for  three  days.  The  patient 
lost  7 pounds  and  peripheral  edema  was  reduced 
from  4 plus  to  3 plus  with  no  noticeable  alteration  of 
ascites. 

Case  7. — This  patient  had  arteriosclerotic  heart 
disease.  Chlorothiazide  2 Gm.  in  250  cc.  of  5 per 
cent  glucose  in  water  was  administered  intravenously 
over  a fifteen-minute  period  daily  for  three  days. 

The  patient  lost  14  pounds,  and  peripheral  edema 
was  reduced  from  3 plus  to  0. 

Cases  8 to  38. — These  31  cases  received  500  mg. 
of  chlorothiazide  reconstituted  in  18  cc.  of  distilled 
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water  intravenously  over  a three-minute  period. 
Weight  loss  of  1 to  3 pounds  was  noted  in  the  suc- 
ceeding twenty-four  hours,  and  there  were  no  ad- 
verse effects. 

Comment 

The  purpose  of  this  study  was  to  determine  the 
practical  efficacy  of  a new  diuretic  agent  in  the 
treatment  of  patients  with  edema.  Obviously, 
any  patient  with  edema  could  have  been  selected 
for  treatment,  but  the  use  of  patients  whose 
edema  had  been  unsatisfactorily  treated  by  other 
modalities  posed  a more  rigorous  test  of  this  new 
agent.  It  is  believed  that  the  number  of  such 
patients  treated,  the  severity  of  their  edema  prob- 
lems, and  the  duration  of  treatment  make  this 
study  adequate  for  the  evaluation  of  the  efficacy 
of  chlorothiazide,  and  this  report  is  therefore  indi- 
cated. 

That  chlorothiazide  is  an  extremely  effective 
agent  in  reducing  or  eliminating  edema  is  well 
demonstrated  by  the  bald  facts  of  the  results  pre- 
sented above.  Since  comparison  with  other  diu- 
retic agents  was  an  integral  part  of  this  study, 
the  results  obtained  lead  one  to  conclude  that 
chlorothiazide  represents  a far-reaching  advance 
over  other  oral  diuretics.  However,  in  compari- 
son with  standard  parenteral  diuretic  therapy  the 
results  are  even  more  significant.  An  oral  diu- 
retic comparable  in  efficacy  to  potent  parenteral 
diuretics  would  seem  an  adequate  advance  in 
therapy,  but  the  results  obtained  in  this  study  in- 
dicate that  oral  chlorothiazide  is  probably  supe- 
rior to  such  agents.  The  relative  absence  of  dis- 
tressing side-effects  makes  for  almost  effortless 
administration.  The  effect  on  general  well-being 
was  striking. 

It  is  quite  possible  that  the  dosages  and  fre- 
quency of  administration  used  in  this  study  are 
not  optimal,  but,  since  excellent  results  were  be- 
ing obtained,  there  appeared  to  be  little  reason  to 
vary  the  regimen.  It  is  questionable  whether  a 
more  rapid  rate  of  diuresis  and  weight  loss  than 
that  generally  noted  in  this  study  is  desirable. 
The  methods  used  in  cases  treated  by  the  intra- 
venous route  are  too  limited  to  recommend  a 
tentative  dosage  schedule.  The  only  conclusion 


warranted  is  that  intravenous  administration  of 
chlorothiazide  is  practical  and  effective  for  pa- 
tients unable  to  ingest  the  oral  preparation.  In- 
travenous case  3 is  summarized  in  greater  detail 
because  of  renal  failure,  which  appeared  to  coin- 
cide with  the  use  of  intravenous  chlorothiazide. 
Careful  evaluation  of  this  case  indicates  that  the 
onset  of  renal  failure  preceded  chlorothiazide 
therapy  and  probably  is  not  wholly  attributable 
to  its  use,  and  the  total  absence  of  similar  in- 
stances makes  it  doubtful  that  chlorothiazide 
represents  an  aggravating  factor.  The  possi- 
bility of  individual  idiosyncrasy  of  course  exists. 
Further  study  of  intravenous  chlorothiazide  in 
the  presence  of  renal  damage  is  now  being  carried 
on  without  attendant  difficulty. 

Finally,  it  should  be  stated  that  among  a skep- 
tical group  of  impartial  observers  not  associated 
with  this  study  the  over-all  impression  is  that  the 
advent  of  chlorothiazide  has  considerably  im- 
proved the  therapeutic  approach  to  edematous 
states. 

Summary 

A study  of  the  use  of  chlorothiazide,  a new 
diuretic  agent,  in  125  patients  is  reported.  The 
results  indicate  that  this  new  agent  is  distinctly 
superior  to  other  modalities  for  the  therapy  of 
patients  with  edema. 

Addendum 

Since  the  time  this  report  was  originally  sub- 
mitted, patients  with  less  severe  and  comparable 
edema  problems  have  been  treated  with  chloro- 
thiazide. The  range  of  maintenance  dosage  has 
been  as  low  as  250  mg.  daily  of  chlorothia- 
zide alone  and  as  high  as  4 Gm.  daily  of  chloro- 
thiazide plus  2 cc.  of  meralluride  three  times  a 
week . The  daily  ingestion  of  oranges  or  bananas 
has  been  uniformly  effective  as  prophylaxis 
against  hypokalemia. 
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Use  of  Hydroxyzine  ( Atarax ) in  the  Management 
of  Ear,  Nose,  and  Throat,  Disorders 
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In  the  practice  of  otolaryngology,  as  in  any 
other  specialty  or  general  practice,  a large 
percentage  of  the  patients  seen  in  the  office  pre- 
sent symptoms  of  tension  and  anxiety.  The  diag- 
nosis of  many  of  the  diseases  of  the  hearing  mech- 
anism, throat,  and  nose  may  be  obscured  by  emo- 
tions and  tension.  In  some  cases,  rather  than  ob- 
scuring the  diagnosis,  the  presenting  symptoms 
may  be  exaggerated  far  out  of  proportion  to  the 
pathology  detected  on  subsequent  physical  ex- 
amination. 

In  recognition  of  the  importance  of  emotional 
disturbances  in  relation  to  treatment  of  the 
“whole  patient,”  almost  all  physicians  have 
watched  with  interest  the  development  of  a new 
class  of  compounds  which  appear  to  possess  calm- 
ing and  tranquilizing  properties.  Despite  con- 
siderable sensationalism  on  the  part  of  many  lay 
publications  and  the  daily  press,  there  appears  to 
be  mounting  evidence  that  these  new  drugs  are 
destined  to  play  an  important  role  in  future 
therapy. 

There  is  little  doubt,  for  instance,  that  some  of 
these  drugs  have  been  widely  accepted  for  use  in 
institutions  to  quiet  and  treat  severely  disturbed 
mental  patients.  Our  mental  hospitals  have  not 
been  emptied  overnight,  but  we  would  hardly  ex- 
pect them  to  be.  We  know  far  too  little  about 
the  etiology  of  mental  illness  to  explain  fully  how 
these  new  drugs  help  the  psychotic  or  other  in- 
stitutionalized patient,  but  there  is  little  doubt 
that  they  do  help.  This  obvious  lack  of  knowl- 
edge, and  medical  curiosity  being  what  it  is, 
should  serve  to  stimulate  renewed  interest  in  the 
understanding  of  the  etiology  of  mental  illnesses. 
Some  of  the  answers  may  be  found  as  a result. 

In  the  meantime,  there  is  still  need  to  provide 
some  relief  for  the  tense  and  emotionally  dis- 
turbed person  seen  in  the  office  practice  of  medi- 
cine. This  is  especially  the  case  if  tension  and 
anxiety  are  actually  interfering  with  the  patient’s 
normal  activities,  as  is  often  true.  Any  drug  used 
in  the  management  of  outpatient  problems  should 
not  only  be  effective  in  providing  relaxation  and 
release  from  undue  tension  but  should  also  have  a 


wide  margin  of  safety,  not  be  habit  forming,  and 
be  without  adverse  side-effects. 

Some  of  the  original  ataractics  developed  have 
been  implicated  in  serious  liver  damage,  severe 
cutaneous  lesions,  and  blood  dyscrasias.  Such 
side-reactions,  in  themselves  serious,  are  not 
reason  to  discard  any  therapeutic  agent,  however, 
if  the  majority  of  patients  benefit  from  its  use 
without  a reaction.  In  therapy  the  physician 
usually  takes  a calculated  risk  in  treating  a pa- 
tient, weighing  the  benefits  to  be  expected  on  the 
one  hand  against  the  possibility  of  toxicity  on  the 
other.  Whenever  any  therapeutic  agent  can  be 
found  which  gives  a good  response  with  fewer 
side-effects  than  other  agents,  it  is  obvious  that 
its  use  would  seem  indicated. 

One  of  the  newer  tranquilizing  drugs,  hydroxy- 
zine (Atarax*),  appears  to  have  such  an  advan- 
tage. Chemically  this  drug  is  designated  as 
1 -(p-chlorobenzhydryl)  -4- [2-(2-hydroxyethoxy) 
ethyl]  diethylenediamine  dihydrochloride.  It  is 
a crystalline  solid  readily  soluble  in  water  and 
appears  to  be  rapidly  absorbed  from  the  gastro- 
intestinal tract. 

It  is  a completely  different  chemical  substance 
from  any  of  the  other  tranquilizing  drugs  and 
might  be  expected  to  differ  in  potential  and  actual 
toxicity.  Pharmacologic  studies  have  indicated 
that  hydroxyzine  possesses  a number  of  other 
interesting  properties  such  as  vasodilatation  of 
coronary  arteries.  In  addition,  the  drug  prevents 
or  allays  cardiac  arrhythmia  in  animals  and  has 
the  ability  to  produce  a state  of  ataraxia  without 
affecting  mental  acuity.1 

Clinical  studies  have  confirmed  its  tranquilizing 
properties.  Shalowitz2  reported  that  51  of  54 
agitated  senile  patients  responded  well  with  no 
evidence  of  toxicity  after  long-term  therapy. 
Farah3  administered  the  drug  to  96  patients 
ranging  in  age  from  two  to  ninety-three  years  and 
observed  lessening  of  anxiety  and  tension  in  82. 
Robinson  et  at.4  used  improvement  in  cutaneous 
manifestations  of  emotional  disturbances  to 
measure  improvement  in  159  patients.  Re- 

* Trade-mark  of  J.  B.  Roerig  & Co.,  New  York  City. 
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USE  OF  HYDROXYZINE  IN  MANAGEMENT  OF  ENT  DISORDERS 


TABLE  I.- — Patients  Treated  with  Hydroxyzine 


Diagnosis 

Number 
of  Patients 
Treated 

Number 
of  Patients 
Improved 

Tinnitus 

13 

11 

Tension  headache 

20 

18 

Hypertension 

5 

4 

Anxiety  and  tension 

28 

25 

Postoperative  anxiety 

3 

3 

Vertigo 

5 

5 

Total 

74 

66 

sponse  was  satisfactory  in  132,  and  patients  given 
placebos  did  poorly  when  compared  to  the  group 
on  hydroxyzine.  This  series  of  patients  has  been 
further  expanded  with  comparable  results.5 

Ende6  and  Seneca7  have  confirmed  these  im- 
pressions in  additional  studies.  The  drug  has 
largely  been  used  in  milder  emotional  states,  but 
more  recently  some  work  indicates  that  at  high 
dosages  there  is  significant  response  among  many 
patients  with  severe  neuroses,  behavior  problems, 
psychoses,  and  alcoholism.8 

It  is  interesting  to  note  that  all  of  the  investi- 
gators have  been  impressed  with  the  absence  of 
adverse  side-effects,  even  when  hydroxyzine  has 
been  employed  at  high  dosages  over  long  periods 
of  time. 

In  this  study  74  patients  with  a wide  variety 
of  diagnoses  were  placed  on  hydroxyzine  for  clin- 
ical evaluation  (Table  I) . Patients  ranged  in  age 
from  six  to  seventy-seven  years  of  age.  Dosage 
varied  widely,  and  it  was  found  that  patients  re- 
sponded best  when  the  amount  of  hydroxyzine 
was  adjusted  up  or  down  to  meet  individual  need. 
In  general,  between  20  mg.  and  100  mg.  were  ad- 
ministered daily  in  either  the  tablet  or  syrup  form. 


One  common  dosage  schedule  used  was  10  mg. 
three  times  a day  with  25  mg.  given  at  bedtime. 
As  can  be  seen  from  Table  I,  the  majority  of  pa- 
tients complained  of  tension,  nervousness,  dizzi- 
ness, tinnitus,  and  headache.  The  improvement, 
always  difficult  to  evaluate  in  such  cases,  was 
measured  by  both  patient  and  physician  and  re- 
corded at  subsequent  visits. 

The  drug  was  administered  postoperatively  to 
reduce  anxiety  in  a tracheotomy  patient.  It  was 
rapidly  effective  in  doing  so.  In  five  patients 
with  elevated  blood  pressure  four  showed  a sig- 
nificant reduction  and  maintained  it  while  ther- 
apy was  continued.  Undoubtedly  this  response 
can  be  attributed  more  to  the  relief  of  tension  and 
anxiety  than  to  a significant  effect  on  the  vascular 
system  itself. 

Of  28  patients  complaining  of  tension  and 
anxiety  and  manifesting  emotional  disturbances 
when  examined  25  felt  they  obtained  excellent  to 
fair  relief  from  this  medication.  In  the  group  of 
20  with  tension  headaches  18  appeared  to  be  con- 
trolled entirely  or  to  be  appreciably  improved. 
Even  among  the  group  complaining  of  tinnitus 
there  was  subjective  improvement  in  11  of  13 
patients.  Over  all,  66  of  the  74  patients  were 
found  to  be  improved  or  stated  they  felt  better 
after  taking  the  medication  for  periods  varying 
from  a few  hours  to  several  months.  Inasmuch 
as  this  group  included  a number  of  patients  with 
severe  vertigo,  headache,  and  tinnitus  resistant  to 
previous  therapy,  the  response  of  these  conditions 
to  hydroxyzine  wras  encouraging  and  impressive 
(Table  II).  The  drug  appeared  free  of  any 
severe  adverse  side-reactions.  Three  patients 


TABLE  II. — Selected  and  Typical  Cases 


Patient 

Age 

(Years) 

Sex 

Diagnosis 

Dosages 

(mg.) 

Remarks 

I.  G. 

27 

M 

Tension  headaches 

10  q.i.d. 

Patient  still  has  occasional  headaches  but  states  they 
are  much  less  severe 

R.  R. 

57 

F 

Tension  headaches 

lOt.i.d. 

Patient  reports  headaches  much  less  severe  and  she  was 
able  to  relax 

A.  C. 

23 

F 

Tension  headaches 

25  t.i.d. 

Headaches  markedly  improved,  patient  more  relaxed 

E.  C. 

74 

F 

Postoperative  tracheotomy 

10  q.i.d. 

Much  less  apprehensive  during  hospital  recovery;  at 
home  drug  had  a marked  quieting  effect  and  patient 
was  noticeably  less  apprehensive 

E.  C. 

52 

F 

Toxic  thyroid  and  tinnitus 

10  t.i.d. 

Tinnitus  markedly  reduced  and  patient  less  worried  and 
apprehensive 

O.  H. 

70 

M 

Tinnitus  and  anxiety 

10  t.i.d. 

Striking  improvement  in  patient’s  attitude  and  appear- 
ance, tinnitus  disappeared,  and  blood  pressure 
dropped  from  190/100  to  150/92 

O.  L. 

28 

M 

Tension  headaches  and  tinnitus 

10  q.i.d. 

Headaches  relieved  and  tinnitus  reduced 

G.  N. 

61 

F 

Vertigo  and  tinnitus 

10  q.i.d. 

Almost  complete  relief  noted  with  disappearance  of 
vertigo  and  diminution  of  tinnitus 

W.  N. 

64 

M 

Anxiety 

10  b.i.d. 

Blood  pressure  dropped  165/100  to  140/80  and  patient 
less  tense  after  two  weeks 

M.  R. 

51 

M 

Severe  tinnitus 

25  b.i.d. 

Tinnitus  reduced,  blood  pressure  dropped  from  185/105 
to  130/80 

Z.  M. 

6 

M 

Hypermotive  child 

10  b.i.d. 

Relaxed  and  more  cooperative;  sleep  and  eating  habits 
became  regular 
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complained  of  slight  “fluttering  in  the  stomach” 
shortly  after  ingestion,  one  developed  flushing  and 
a slight  papular  skin  rash  which  cleared  when 
medication  was  stopped.  These  are  extremely 
rare  occurrences.  Nine  patients  reported  mild 
drowsiness.  This  last  effect  usually  subsided 
in  prolonged  therapy  and  can  be  considered 
as  an  indirect  effect  of  the  preparation.  For  ex- 
ample, patients  suffering  from  a degree  of  chronic 
nervous  exhaustion  will,  when  relaxed  by  this  or 
other  ataractic  agents,  experience  transitory 
drowsiness  until  some  of  their  lost  energy  is  re- 
couped. 

Summary 

Seventy-four  patients  with  various  symptoms 
of  tension,  anxiety,  headache,  vertigo,  and/or 
tinnitus  seen  in  the  practice  of  otolaryngology 
were  placed  on  hydroxyzine  with  dosages  ranging 
from  20  to  100  mg.  daily.  Sixty-six  patients  re- 
ported improvement  in  their  symptoms,  and  even 
previously  resistant  cases  of  vertigo,  tinnitus,  and 


tension  headache  responded  to  this  medication. 
No  severe  adverse  side-reactions  were  observed, 
even  after  long  continued  (three  months)  admin- 
istration of  hydroxyzine.  This  compound  ap- 
pears to  be  effective  in  controlling  tension  and 
anxiety  often  seen  in  the  practice  of  medicine, 
either  alone  or  as  a complication  of  some  other  ill- 
ness. Its  safety  makes  it  an  excellent  drug  for 
outpatient  use  in  office  practice. 

202  Weirfield  Street 
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A New  Instrument  for  Common  Duct  Exploration 

JOSEPH  M.  BENNETT,  M.D.,  FREEPORT,  NEW  YORK 
( From  the  Department  of  Surgery,  Lincoln  Hospital,  New  York  City ) 


This  communication  describes  a new  instru- 
ment that  permits  the  surgeon  to  determine 
accurately  whether  the  common  duct  sound  has 
passed  through  the  ampulla  of  Vater  and  into  the 
lumen  of  the  duodenum. 

Experience  has  shown  that  passage  of  the  Bakes 
dilator  is  often  accompanied  by  the  doubt  that  the 
dilating  tip  has  actually  passed  through  the  am- 
pulla. The  generally  accepted  technics  of  sensing 
the  yielding  of  the  sphincter,  feeling  the  dilating 
tip  beneath  the  anterior  wall  of  the  duodenum  or 
the  Kocher  maneuver  to  straighten  the  common 
duct  and  better  palpate  the  dilator  have  all  fre- 
quently failed  to  locate  accurately  the  dilating  tip. 

Mahorner  and  Browne1  state".  . .that  though 
one  may  judge  before  opening  the  duodenum  that 
the  Bakes  dilator  is  through  the  papilla  of  Vater, 
frequently  it  is  merely  displacing  the  opposite 
wall  of  the  duodenum,  giving  a mistaken  impres- 
sion that  it  has  traversed  it.  So  frequently  was 


this  found  to  be  true  in  the  group  of  cases  where 
the  duodenum  was  opened,  that  there  is  little 
doubt  in  our  mind  that  it  is  possible  to  gain  an 
inaccurate  impression  on  the  passage  of  the 
sound.”  Cattell  et  al.,2  discussing  stenosis  of  the 
sphincter  of  Oddi,  state,  “.  . .the  mere  distance  to 
which  a sound  has  seemingly  passed  into  the  duo- 
denum does  not  necessarily  mean  that  it  has 
passed  into  the  duodenum.  The  papilla  of  Vater 
may  have  been  simply  invaginated  into  the  duo- 
denum by  the  instrument.”  The  knowledge  that 
a 3-mm.  dilator  has  failed  to  pass  through  the 
sphincter  of  Oddi  is  considered  by  Cattell  et  al.2  to 
be  indication  of  obstruction  of  the  ampulla  and  re- 
quires transduodenal  exploration.  Welch3  also 
cautions  against  misjudging  the  position  of  the  di- 
lating tip.  That  the  dilator  has  effectively  passed 
through  the  sphincter  of  Oddi  and  dilated  it  to  the 
desired  diameter  is  important  in  determining  the 
incidence  of  residual  or  re-formed  stones  is  re- 
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A NEW  INSTRUMENT  FOR  COMMON  DUCT  EXPLORATION 


Fig.  1.  (A)  Assembled  instrument.  ( B ) Dilating  tip  unscrewed. 
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ported  by  Brush  et  alA  They  reported  no  further 
stone  formation  in  198  patients  with  adequate 
dilatation,  as  opposed  to  positive  findings  in  ten 
patients  of  a control  group  of  230  without  ade- 
quate dilatation.  Walters5  routinely  attempts 
to  dilate  the  ampulla  to  8 mm. 

The  instrument*  (Figs.  1 and  2)  combines  an 
olive  tip  and  a hollow  stainless  steel  shaft  which 
has  an  opening  into  the  lumen  immediately  prox- 
imal to  the  dilating  end.  The  shaft  is  malleable 
but  of  adequate  strength  to  avoid  breaking  or 
occlusion  of  the  lumen  when  acutely  angulated. 
Dilating  tips  of  different  sizes,  2 to  8 mm.,  may 
be  easily  interchanged,  allowing  the  operator  to  be 
certain  that  the  ampulla  has  been  dilated  to  the 
chosen  diameter.  For  the  irrigating  medium  to 
enter  the  duodenum  the  entire  dilating  tip  must 
pass  through  the  ampulla,  since  the  lumen  by 
which  the  fluid  leaves  the  shaft  is  located  behind 
the  dilating  tip.  To  confirm  the  passage  of  the 
dilator  through  the  sphincter,  air  or  saline  (30  to 
50  cc.)  is  injected  into  the  shaft.  If  the  olive 
tip  has  passed  through  the  ampulla  and  lies  free 
within  the  duodenum,  the  jet  is  readily  felt 
against  the  anterior  wall,  and  the  duodenum  bal- 
loons out.  Should  the  dilator  not  pass  into  the 
duodenum  but  rest  within  the  common  duct  or 

* Manufactured  by  J.  Sklar  Manufacturing  Co.,  Long 
Island  City,  New  York. 


invaginate  the  sphincter,  there  is  pronounced  in- 
crease in  resistance  to  the  jet,  no  jet  is  felt  against 
the  anterior  wall  of  the  duodenum,  and  there  is  a 
strong  reflux  through  the  choledochotomy.  If  a 
false  passage  has  been  created,  the  usual  sensation 
of  flow  is  absent.  The  latter  situation  has  never 
been  encountered  clinically  but  has  been  simu- 
lated in  the  postmortem  specimen. 

During  common  duct  exploration  the  Bakes 
dilator,  the  irrigating  catheter,  and  other  stand- 
ard instruments  may  be  used.  The  described 
instrument  gives  the  surgeon  confidence  that  the 
dilator  has  passed  through  the  ampulla  and  into 
the  duodenum.  The  instrument  eliminates  de- 
pendence on  the  blind  impression  of  patency  of 
the  ampulla,  it  eliminates  the  error  created  by  in- 
vaginating  the  ampulla,  it  confirms  dilatation  of 
the  ampulla  to  the  desired  diameter,  and  it  per- 
mits a sounder  decision  for  or  against  duodeno- 
tomy  if  a benign  stenosis  of  the  common  duct  or 
ampulla  is  suspected. 

West  Merrick  Road 
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Nystatin  in  the  Office  Treatment  of  Vaginal 

Moniliasis 


LAWRENCE  J.  CARUSO,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
( From  New  York  Polyclinic  Medical  School  and  Hospital) 


Until  the  discovery  of  nystatin*  by  Hazen 
and  Brown,1  therapeutic  regimens  for 
vaginal  moniliasis  often  compounded  the  pa- 
tient’s disability  from  this  chronic  and  unpleas- 
ant disease.  Results  of  treatment  with  gentian 
violet,  voluminous  alkaline  douches,  or  jellies 
containing  calcium  and  sodium  proprionate  have 
been  therapeutically  indifferent  and  esthetically 
unattractive.  Nystatin  has  converted  this  prob- 
lem into  one  solved  in  almost  all  cases2-5  by  the 
insertion  of  one  or  two  vaginal  tablets  a day  with 
rapid  relief  of  symptoms  (forty-eight  to  seventy- 
two  hours),  absence  of  side-effects,  and  extremely 
low  spontaneous  recurrence  rate. 

In  this  antibiotic  era  leukorrhea  with  pruritus 
is  more  likely  to  be  caused  by  monilial  (Candida 
albicans)  vaginitis  than  by  trichomonal  vaginitis. 
Lee  and  Keifer6  report  that  prior  to  the  wide- 
spread use  of  antibiotics  the  usual  office  practi- 
tioner encountered  four  cases  of  trichomoniasis  to 
one  due  to  vaginal  moniliasis.  They  now  find 
this  ratio  reversed  with  a 3:1  preponderance  of 
monilial  vaginitis.  Pace  and  Schantz2  note  a 
generally  higher  reversal  of  ratio,  and  in  then- 
group  of  nonpregnant  patients  they  found  a pro- 
portion of  seven  cases  of  vaginal  moniliasis  to  only 
one  of  trichomonal  origin;  in  pregnant  patients 
the  ratio  found  was  even  higher.  The  observation 
made  by  Jones  et  at?  in  1947  that  a fungus 
etiology  should  be  suspected  in  all  patients  of 
menstruating  age  complaining  of  pruritus  vulvae, 
would  seem  to  have  been  an  accurate  prediction. 
This  marked  increase  in  ratio  of  candidal  vaginitis 
over  trichomonal  vaginitis  appears  to  be  largely 
due  to  a rise  in  the  incidence  of  monilial  infection 
rather  than  to  a decrease  in  the  number  of  cases  of 
trichomonal  vaginitis. 

Wright  and  associates8  believe  that  this  in- 
crease is  not  due  to  an  enhanced  virulence  of 
Candida  albicans  but  rather  that  antibiotics  often 


* The  nystatin  used  in  this  study  was  supplied  by  E.  R. 
Squibb  & Sons,  New  York  City,  as  Mycostatin  Vaginal 
Tablets. 


eliminate  a large  segment  of  intestinal  saprophytic 
bacteria,  which  appear  to  have  a suppressive 
effect  on  their  growth.  They  also  note  that  corti- 
costeroid therapy  is  accompanied  by  conditions 
favorable  for  the  development  of  moniliasis.  It 
is  speculated  that  there  may  be  other,  as  yet  un- 
recognized, factors  related  to  the  increase  of 
clinical  moniliasis. 

Cohn9  has  demonstrated  the  overgrowth  of 
proliferative  yeast  forms  in  the  intestinal  tract  of 
patients  in  whom  antibiotics  were  given  preopera- 
tively  to  reduce  the  intestinal  flora.  Further- 
more, he  was  able  to  control  this  yeast  overgrowth 
with  nystatin.  Sarewitz,10  administering  nysta- 
tin tablets  orally,  has  utilized  this  phenomenon  to 
treat  vulvovaginal  moniliasis  by  elimination  of 
the  fungus  from  the  lower  intestinal  tract. 

Local  therapy  with  nystatin  vaginal  tablets  at- 
tacks the  problem  of  vaginitis  more  simply  and 
directly  with  a high  concentration  of  the  medica- 
tion at  the  site  of  infection.  Furthermore,  intra- 
vaginal  nystatin  not  only  controls  the  symptoms 
of  monilial  vaginitis  more  quickly  than  does  oral 
nystatin  but  also  appears  to  keep  the  spontaneous 
recurrence  rate  at  a lower  level.  This  paper  re- 
ports the  experience  with  the  local  use  of  nystatin 
in  monilial  vaginitis  cases  under  the  conditions  of 
the  usual  office  practice. 

Materials  and  Methods 

Patient  Material. — This  report  comprises  a 
study  of  the  effectiveness  of  nystatin  vaginal  tab- 
lets in  26  private  office  patients  with  laboratory- 
proven  moniliasis.  Eleven  were  pregnant  and  15 
were  nonpregnant.  The  average  duration  of 
symptoms  was  approximately  one  month,  al- 
though some  of  these  women  exhibited  a monilial 
infection  of  long  standing.  All  patients  included 
in  this  report  had  unmixed  infection. 

Diagnosis. — Clinical  Symptoms  and  Signs: 
All  complained  of  leukorrhea  with  pruritis.  As 
is  usual  writh  monilial  vaginitis,  the  symptoms 
were  appreciably  more  severe  in  the  pregnant  sub- 
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TABLE  I. — Results  After  Fourteen  Days  of  Treatment 
with  Nystatin 


Total 

Number 

Persistent 

Positive  Culture 

Preg- 

Number of 

of 

Marked 

Moderate 

nant 

Patients 

Cures 

Improvement  Improvement 

No 

15 

12 

2 

1 

Yes 

11 

9 

1 

1 

jects.  The  most  frequent  gross  pathologic  signs 
were  edema  and/or  redness  of  the  vaginal  mucosa 
ic  and  the  vulva.  A white  to  yellowish-white  dis- 
charge was  visible,  with  white,  flaky,  cheese-like 
:•  exudates  on  the  vaginal  wall. 

2.  Laboratory  Studies:  A sterile  cotton-tipped 
t applicator  was  used  to  obtain  secretion  for  cul- 
ture. It  was  spread  on  Nickerson’s  medium.11 
After  two  to  five  days’  incubation  at  room  tem- 
perature, a positive  culture  of  Candida  albicans 
appears  as  jet-black  or  dark  brown  hemispherical 
f colonies. 

Immediate  smears  of  vaginal  secretions  were 
also  studied,  after  Gram-staining  for  visualization 
of  yeast  buds. 

Treatment 

Regimen. — After  the  smear  had  been  ex- 
amined, treatment  was  begun  and  consisted  solely 
of  the  insertion  of  one  nystatin  vaginal  tablet  on 
retiring.  This  was  continued  for  fourteen  days, 
at  which  time  all  patients  were  re-examined  and 
the  laboratory  studies  repeated.  In  those  not 
cured  by  this  regimen,  a second  course  of  nystatin 
therapy  was  administered  over  a seven-day 
period.  Treatment  was  the  same  for  both  preg- 
nant and  nonpregnant  patients. 

Results. — Clinical  and  my  cologic  cure  was 
obtained  in  24,  or  92  per  cent,  of  these  26  patients. 
Twenty-one  of  the  26  cases  were  cured  (negative 
culture  and  asymptomatic)  after  the  initial  course 
of  nystatin  intravaginal  therapy  of  one  nystatin 
vaginal  tablet  each  day  for  fourteen  days  (Table 

I) .  The  remaining  five  patients  were  improved 
but  still  showed  positive  growth  on  re-culture.  A 
second  course  of  nystatin  for  seven  days  (Table 

II)  resulted  in  a cure  in  three  and  persistence  of 
monilia  in  two  patients.  Reinfection  from  the 
husband  in  these  two  patients  was  not  ruled  out, 
but  failure  to  use  the  nystatin  vaginal  tablets  ac- 
cording to  instructions  was  felt  to  be  the  major 
cause  of  unsatisfactory  results  in  these  subjects. 

Tables  I and  II  demonstrate  that  nystatin  was 
approximately  of  equal  effectiveness  in  both  preg- 
nant and  nonpregnant  patients.  There  was  com- 


Table  II.  Results  After  Seven  Days  of  Treatment  in 
Patients  Who  Did  Not  Respond  to  First  Course  of 
Treatment 


Total 

Number 

Persistent 

Number  of 

of 

Positive 

Pregnant 

Patients 

Cures 

Culture 

No 

3 

2 

1 

Yes 

2 

1 
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plete  absence  of  any  untoward  reactions  to  this 
medication. 

Case  Report 

The  following  case  illustrates  the  efficacy  of  this 
new  antifungal  agent,  nystatin,  in  a patient  who 
had  exhibited  a persistent  mondial  vaginitis  of 
two  years’  duration  and  who  had  failed  to  respond 
to  gentian  violet  and  a variety  of  other  therapeu- 
tic measures. 

The  patient  was  a forty-year-old,  white,  married, 
nulliparous  woman  with  a severe  monilial  vaginitis 
of  two  years’  duration.  During  this  two-year  period 
she  had  been  undergoing  constant  treatment,  which 
consisted  of  therapeutic  douches,  local  application  of 
gentian  violet  preparations,  and  the  use  of  various 
other  antifungal  medicaments.  She  had  failed  to 
show  any  satisfactory  degree  of  response,  either 
clinically  or  mycologically,  to  any  of  these  forms 
of  therapy. 

On  December  8,  1956,  all  previous  therapy  was 
stopped  and  a course  of  nystatin  was  begun.  One 
nystatin  (Mycostatin)  vaginal  tablet  was  inserted 
into  the  vagina  each  day,  at  hour  of  sleep,  for  a total 
of  sixteen  days.  Clinical  improvement  was  evident 
within  a short  time,  and  relief  from  symptoms  was 
rapidly  obtained.  On  December  29,  cultures  were 
negative  for  Candida  albicans,  and  the  vaginal 
mucosa  appeared  healthy.  The  only  residual  symp- 
tom at  this  time  was  a very  slight  watery  discharge. 

In  January,  1957,  the  patient  experienced  a slight 
recurrence  of  symptoms  following  her  menstrual 
period.  A second  course  of  nystatin  vaginal  tablets 
was  started,  the  patient  using  one  tablet  each  day 
for  seven  days.  All  symptoms  promptly  disap- 
peared, and  smears  and  cultures  became  negative  for 
Candida  albicans  and  have  remained  so. 

Comment 

Prior  to  the  availability  of  nystatin  the  thera- 
peutic problem  with  monilial  vaginitis  was  pro- 
ductive of  almost  equal  dissatisfaction  in  the  pa- 
tient and  the  physician  and  not  infrequently  of 
each  with  the  other.  The  generally  “messy” 
nature  of  older  treatments  often  was  accompanied 
by  inadequate  patient  cooperation,  thereby  fur- 
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ther  compounding  their  inherent  therapeutic 
weaknesses.  In  contrast,  the  nystatin  regimen 
here  described  was  well  accepted  by  the  patients, 
who  liked  its  simplicity,  convenience,  and  absence 
of  staining,  as  well  as  the  rapidity  with  which  they 
obtained  relief  from  symptoms. 

With  some  long-standing  infections  it  is  axio- 
matic that  they  respond  more  slowly  and  less 
successfully  than  more  acute  ones.  In  this  series, 
although  the  average  duration  was  one  month, 
several  of  the  patients,  including  the  case  de- 
scribed above,  had  severe  symptoms  for  a much 
longer  time  and  had  failed  to  respond  to  all  other 
treatments.  Nevertheless,  they  responded  in 
general  as  satisfactorily  and  as  completely  to 
nystatin  intravaginal  therapy  as  did  the  others. 

Although  pruritus  vulvae  is  considered  by 
many  to  precede  the  leukorrhea,  in  my  experience 
pruritus  will  be  absent  at  the  onset  of  mondial 
vaginitis  in  about  30  to  40  per  cent  of  patients.  In 
these  subjects  the  presenting  complaint  will  be 
leukorrhea.  However,  since  large  numbers  of 
women  appear  not  to  consider  a slight  vaginal  dis- 
charge abnormal,  they  consequently  do  not  seek 
medical  advice  until  the  pruritus  develops.  Thus, 
in  an  appreciable  percentage  of  patients  the  pre- 
senting complaint  will  be  pruritus,  with  leukor- 
rhea a secondary  symptom  or  even  one  of  which 
they  were  unaware. 

In  this  series  it  was  of  interest  to  note  that  some 
of  the  cases  with  the  most  severe  symptoms  pro- 
duced only  a light  growth  on  the  cultural  media. 
The  examining  physician  should  bear  in  mind  this 
quite  commonly  observed  lack  of  correlation  be- 
tween the  severity  of  symptoms  and  the  heaviness 
of  the  Candida  albicans  growth;  otherwise  this 
confusing  situation  can  lead  to  an  erroneous  diag- 
nosis. 

In  relation  to  recurrence  of  mondial  vaginitis, 
it  is  well  to  remember  that  poor  hygiene,  recon- 
tamination from  the  perineum,  conjugal  reinfec- 
tion, and  debilitation  of  the  vaginal  tract  from  in- 
fectious processes  or  systemic  antibiotic  therapy, 
in  that  order,  are  the  most  likely  causes  of  any  re- 
activation of  the  mondial  infection. 


Wright  et  al.&  emphasize  that  relapse  is  more 
likely  to  occur  in  patients  with  serious  systemic 
diseases  or  diabetes  or  who  receive  prolonged  anti- 
biotic or  steroid  therapy.  Pregnant  patients  are 
also  particularly  predisposed  not  only  to  recur- 
rence but  also  to  the  initial  candidal  infection 
through  the  genital  tract  hyperemia  and  conges- 
tion which  pregnancy  produces. 

It  is  commonly  assumed  that  the  antibiotics 
produce  mondiasis  indirectly  by  reducing  the  num- 
ber of  intestinal  bacteria  so  that  the  unaffected 
monilia  can  flourish.  Blank,11  however,  offers 
evidence  that  antibiotics  enhance  the  virulence 
of  mondia.  In  all  patients  treated  with  anti- 
biotics it  would  seem  worthwhile  to  include  oral 
nystatin  therapy.  It  is  our  impression  that  this 
prophylactic  use  of  the  antifungal  agent  will 
greatly  reduce  the  incidence  of  postantibiotic 
vaginitis.  In  addition,  we  feel  that  in  pregnant 
subjects  or  in  women  with  a history  of  a previous 
postantibiotic  vaginitis,  the  use  of  nystatin  vag- 
inal tablets  during  systemic  antibiotic  therapy 
may  be  a justified  precaution. 


Summary 

The  simple  therapeutic  regimen  outlined,  using 
solely  one  nystatin  vaginal  tablet  per  day,  re- 
sulted in  cure  in  24  (92  per  cent)  of  26  patients 
with  vaginal  moniliasis. 

11  East  68th  Street 
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Varicose  veins  are  one  of  mankind’s  com- 
monest afflictions.  An  understanding  of 
their  nature  and  treatment  is  essential,  since 
practically  even^  practitioner  of  medicine  is  con- 
fronted frequently  by  varices  or  their  complica- 
tions. Man  has  not  yet  adjusted  to  the  upright 
position.  He  pays  a penalty  because  an  added 
burden  has  been  placed  on  his  back  and  lower 
extremities. 

Certain  pathologic  states  have  developed 
which  are  rarely  seen  in  quadrupeds.  This  fac- 
tor of  evolution  has  been  aggravated  by  a pro- 
gressively longer  span  of  life  in  recent  years. 
The  veins  of  the  lower  extremities  are  rarely 
diseased  in  youth.  It  is  usually  in  the  middle  and 
later  decades  that  the  abnormalities  due  to 
chronic  venous  congestion  appear. 

The  exact  etiology  of  varicose  veins  is  obscure. 
Although  a familial  predisposition  is  probably 
the  most  important  cause,  prolonged  periods  of 
standing,  obesity,  and  pregnancy  are  all  aggra- 
vating factors. 

For  purposes  of  presentation  the  subject  matter 
has  been  divided  into  the  following  categories: 
diagnosis;  varicose  veins  of  pregnancy;  treat- 
ment, including  injections  of  sclerosing  solution 
and  surgery,  and  complications  of  varicose  veins, 
including  phlebitis,  sudden  hemorrhage,  eczema, 
and  varicose  ulcer. 


Diagnosis  of  Varicose  Veins 

Many  diagnostic  tests  have  been  devised  to 
aid  physicians  in  detecting  varicose  veins  and 
localizing  incompetent  perforators  (“blowouts”). 
The  tests  most  commonly  used  are  the  Brodie- 
Trendelenburg,  comparative  tourniquet  (Ochs- 
ner-Mahorner),  Perthes’,  compression,  and 
Schwartz  (percussion)  test.  Performing  and  in- 
terpreting these  tests  is  a rather  formidable  and 
time-consuming  procedure  for  the  student  or 
practitioner.  According  to  Steiner  and  Palmer’s1 
findings,  the  Perthes’,  compression,  and  Schwartz 
tests  have  little  to  offer,  are  unreliable,  and  re- 
veal no  information  that  cannot  be  obtained  by 
other  methods.  “It  would  seem  that  the  Brodie- 
Trendelenburg  test  with  the  additional  feature 
of  the  tourniquet  placed  just  above  the  level  of 
the  knee  . . . will  actually  afford  all  of  the  infor- 
mation required  for  one  to  treat  any  uncompli- 
cated case  of  varicose  veins.”  Luke2  also  be- 
lieves that  valvular  incompetence  can  be  de- 
termined by  the  Brodie-Trendelenburg  test  and 
that  the  other  modifications  are  unnecessary  in 
the  evaluation  of  any  case  of  primary  varicose 
veins.  He  states,  “the  modification  of  the  Tren- 
delenburg test  was  designed  to  indicate  the  com- 
petence of  communicating  veins.  In  theorjq  this 
would  appear  to  be  worthwhile;  however,  in 
practice,  one  cannot  rely  on  such  findings.  In 
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addition,  when  the  operation  of  stripping  of  the 
great  and  small  saphenous  veins  is  carried  out, 
most  incompetent  communicating  veins  are  auto- 
matically interrupted.  Thus,  the  modifications 
of  the  Trendelenburg  test,  such  as  the  compara- 
tive tourniquet  or  multiple  tourniquet  tests, 
become  unnecessary.” 

After  examining  many  patients  with  varicose 
veins,  it  becomes  apparent  that  in  practically  all 
cases  there  is  valvular  insufficiency  at  the  sapheno- 
femoral  junction.  A definite  “bulge”  (distended 
vein)  can  invariably  be  palpated  in  the  region  of 
the  fossa  ovalis.3  This  is  true  even  in  obese 
patients.  If  one  palpates  just  below  the  inguinal 
ligament,  just  mesial  to  the  femoral  artery,  this 
“bulge’  ’ is  easily  felt.  In  order  to  detect  valvular 
incompetence  distal  to  this  level,  the  tip  of  the 
index  finger  is  run  slowfy  down  the  thigh  and  leg 
along  the  course  of  the  saphenous  vein.  If  other 
“blowouts”  exist,  a sudden  increase  in  pressure 
within  the  saphenous  vein  will  occur  immediately 
below  the  site  of  each  incompetent  valve.  In 
order  to  detect  valvular  incompetence  along  the 
short  saphenous  system,  the  popliteal  space  is 
similarly  palpated.  If  popliteal-short  saphenous 
vein  insufficiency  exists,  a “bulge”  can  usually  be 
palpated  in  the  center  of  this  space.  The  finger 
is  then  run  downward  along  the  course  of  the 
short  saphenous  vein  to  detect  further  “blow- 
outs.” If  other  incompetent  perforators  are 
present,  separate  from  the  saphenous  system, 
they  can  be  detected  similar^  b}^  inspection  and 
palpation.  If  the  examiner  is  not  certain  about 
sites  of  valvular  incompetence,  multiple  tourni- 
quets can  be  used  as  a confirmation.4  With  the 
patient  reclining  and  the  leg  elevated,  tourni- 
quets are  applied,  one  just  distal  to  the  sapheno- 
femoral  junction,  one  just  above  and  a third  just 
below  the  knee.  The  patient  then  stands,  and 
venous  filling  is  observed.  If  rapid  filling  occurs 
in  the  leg,  it  implies  abnormal  reflux  of  blood 
through  communicating  veins  in  the  lower  leg. 
The  normal  direction  of  blood  flow  should  be  from 
superficial  to  deep  veins  and  from  short  to  long 
saphenous  veins.  If  rapid  venous  filling  occurs 
immediately  following  removal  of  the  third  tour- 
niquet just  below  the  knee,  abnormal  retrograde 
flow  has  occurred  via  the  short  saphenous  vein. 
If  the  filling  occurs  rapidly  after  the  release  of  the 
middle  tourniquet,  this  is  due  to  an  incompetent 
perforator  in  the  thigh.  Release  of  the  first 
tourniquet  in  the  upper  thigh  is  the  Brodie- 
Trendelenburg  test  and  signifies  insufficiency  at 


the  saphenofemoral  junction.  Many  modifica- 
tions of  these  multiple  tourniquet  tests  have  been 
devised,  but  they  are  similar  in  principle  in  that 
they  are  used  to  localize  venous  valvular  incom- 
petence. Phlebography  has  been  recommended 
as  a diagnostic  tool  in  complicated  cases,  but  it 
is  rarely  necessary.  The  more  experience  one 
acquires,  the  less  these  complicated  tests  are  used. 
Garber5  concludes  that  the  venous  competency 
tests  supply  no  information  that  is  not  easily 
secured  by  inspection,  palpation,  and  percussion. 

In  the  majority  of  patients  with  varicose  veins, 
all  venous  incompetence  originates  along  the  long 
or  short  saphenous  vein.  Other  “blowouts”  do 
occur,  and  these  can  be  easily  detected  by  simple 
inspection  and  palpation  of  the  thigh  and  leg. 
The  patient  should  stand  for  several  minutes 
before  his  examination  so  that  the  veins  assume 
their  greatest  prominence.  Each  site  of  valvular 
insufficiency  is  localized  and  accurately  mapped 
out  prior  to  surgery  so  that  it  can  be  found 
easily  on  the  operating  table.  Cado  ink  is  a 
valuable  skin  marker.6  It  is  not  soluble  in  alco- 
hol, soap,  or  the  usual  tincture  solutions,  but  it 
washes  off  easily  with  ether  or  benzene.  If  the 
skin  preparation  is  carried  out  with  pHisoHex 
or  other  appropriate  agents,  the  marking  remains 
undisturbed. 

Deep  Vein  Disease  Associated  With  Vari- 
cose Veins. — The  question  frequently  arises 
whether  treatment  should  be  performed  for  vari- 
cose veins  in  the  presence  of  deep  vein  disease. 
Varices  in  themselves  do  not  produce  significant 
edema.  The  presence  of  marked  edema  invari- 
ably indicates  deep  vein  insufficiency.  Some 
have  hesitated  to  operate  on  varicose  veins  in  the 
presence  of  deep  vein  disease.  The  fear  is  that 
the  varices  act  as  collateral  vessels  and  if  re- 
moved, venous  insufficiency  in  the  leg  would  be 
aggravated.  Experience  has  not  borne  this  out. 
In  any  case  in  which  a retrograde  flow  of  blood 
can  be  demonstrated,  regardless  of  the  status  of 
the  deep  circulation,  not  only  will  no  harm  be 
done  by  removing  the  varices,  but  actually,  the 
usual  benefit  from  this  treatment  should  be 
anticipated.  Homans7  believes  that  varicose 
veins  do  not  forward  venous  blood  against 
gravity  and  that  a collateral  circulation  by  non- 
varicose  veins  must  be  established  after  deep 
thrombophlebitis  if  the  leg  is  not  to  remain 
grossly  congested  and  cyanotic.  Thus,  oblitera- 
tion of  varicose  veins  is  beneficial  regardless  of 
the  state  of  the  deep  circulation,  because  the 
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varices  are  actually  contributing  to  venous  stasis 
in  the  leg. 

Varicose  Veins  of  Pregnancy 

McPheeters8  believes  there  is  much  evidence 
to  suggest  that  the  rapid  development  of  varicose 
veins  in  pregnancy  is  in  large  measure  due  to  an 
increase  in  hormones.  “In  almost  every  case, 
the  symptoms  directly  due  to  the  varicose  vein 
development  in  itself  can  be  completely  relieved, 
and  the  progress  of  the  varicose  vein  formation 
be  checked  by  the  judicial  use  of  some  ovarian 
hormone.”  The  same  opinion  is  expressed  by 
Marazita,9  who  states  that  during  the  ante- 
partum period,  patients  who  have  disabling 
complaints  due  to  varicose  veins  may  be  relieved 
by  treatment  with  estrogenic  substances.  Shank10 
has  treated  varices  in  pregnancy  by  combined  high 
saphenous  and  segmental  ligations,  followed  by 
the  injection  of  residual  varicosities.  “The 
patients  must  be  carefully  selected  as  this  is  not  a 
procedure  recommended  for  all  pregnant  women 
with  varicosities.  It  is  for  that  group  who  have 
severe  grade  3 or  4 varices  which  produce  symp- 
toms.” McPheeters,  however,  believes  that 
ligation  of  varicose  veins  during  pregnancy  has 
been  a failure. 

Before  contemplating  any  therapy  for  varicose 
veins  during  pregnancy,  it  must  be  remembered 
that  many  of  these  dilated  veins  recede  spon- 
taneously following  delivery.  Although  it  is 
conceivable  that  injections  for  varicose  veins 
during  pregnancy  may  be  indicated  in  an  occa- 
sional patient  (when  there  is  an  unusually  large 
varix  producing  significant  symptoms),  there  are 
several  inherent  disadvantages  to  be  considered: 

1.  Injections  of  sclerosing  solution  are  gener- 
ally considered  inadequate  if  there  is  valvular 
insufficiency  along  the  long  or  short  saphenous 
system  or  if  there  are  other  incompetent  perfor- 
ators. 

2.  Even  in  the  most  competent  hands,  the 
occasional  allergic  reaction,  skin  slough,  or  deep 
phlebitis  which  may  accompany  injections  is 
especially  undesirable  during  pregnancy. 

3.  The  scarring  and  distortion  of  the  veins 
incident  to  injection  therapy  sometimes  makes 
future  surgery,  such  as  stripping,  more  difficult. 

4.  Although  it  is  technically  feasible  to  per- 
form any  type  of  surgery  for  varices,  the  pregnant 
state  often  distorts  the  venous  status  to  such  an 
extent  that  one  is  not  sure  which  veins  are 


temporary  (due  to  pregnancy)  and  which  are 
true  varicose  veins  which  will  eventually  require 
definitive  treatment. 

An  effective  method  of  treatment  consists  of 
compression  of  the  varices  by  proper  elastic 
bandages  until  after  delivery.  This  invariably 
controls  all  symptoms  and  prevents  complica- 
tions. After  delivery  the  transient  varices  due 
to  pregnancy  will  disappear  and  the  true  ex- 
tent of  the  varicose  veins  can  be  ascertained  and 
effective  treatment  instituted.  This  conservative 
regime  has  proved  satisfactory  over  a period  of 
many  years. 

Treatment  of  Varicose  Veins 

Injections  of  Sclerosing  Solutions. — If 
there  are  small  varicose  veins  but  no  valvular  in- 
sufficiency, and  if  the  patient  desires  treatment 
because  of  minor  symptoms  or  cosmetic  reasons, 
local  injections  can  be  given.  New  varicosities 
tend  to  develop,  so  the  patient  should  be  re- 
examined at  periodic  intervals.  The  use  of  local 
injections  in  veins  with  incompetent  valves,  al- 
though temporarily  successful,  is  doomed  to 
failure,  since  recurrence  is  inevitable.  Han- 
schell11  believes  that  varicose  veins  thrombosed 
apparently  solidly  by  sclerosants  seldom  fail  to  be 
recanalized  completely.  “If  injected  cases  with 
or  without  concurrent  or  subsequent  ligation  had 
been  followed  for  periods  over  ten  months,  in- 
jections would  long  ago  have  been  abandoned  as 
useless.”  In  a series  of  biopsies,  the  author  ob- 
served that  recanalization  always  occurred  unless 
the  vein  wall  became  necrosed,  and  with  necrosis 
the  injected  vein  was  soft  rather  than  hard. 
“This  necrosis,  in  severity,  extent  and  possible 
harmfulness  is  not  within  the  injector's  control.” 
Prioleau12  also  believes  that  injections  should  be 
reserved  for  the  obliteration  of  small  unsightly 
varicosities.  Garber13  states  that  the  benefit,  if 
any,  derived  from  sclerosant  injections  is  at  best 
of  a temporary  nature. 

Assuming  that  no  valvular  insufficiency  exists 
and  that  injections  of  sclerosing  solution  are  in- 
dicated, a useful  agent  to  use  is  Sotradecol,  a 
sodium  salt  of  tetradecyl  sulfate.  Many  reports 
concerning  its  use  have  appeared.  Pierpont  and 
Brantigan14  and  Cooper15  found  it  less  toxic  and 
more  effective  than  other  sclerosing  agents  avail- 
able. This  potent  thrombogenic  action  and  the 
relative  absence  of  side-effects  have  been  con- 
firmed by  Dingwall,  Lin,  and  Lyon.16  The 
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solution  is  clear,  nonviscid,  has  a low  surface 
tension,  and  is  readily  miscible  with  blood,  thus 
providing  a uniform  distribution  following  injec- 
tion. A 3 per  cent  solution  is  used  for  large 
varices,  while  the  1 per  cent  concentration  is  re- 
served for  “spiders”  or  other  small  veins.  The 
technic  of  injection  suggested  by  Orbach17  has 
been  found  useful.  Dilution  of  the  sclerosing 
solution  by  blood  is  minimized  by  introducing  a 
small  air  bubble  or  foam  into  the  lumen  of  the 
vein  immediately  preceding  the  injection.  There 
is  no  danger  of  air  embolism,  and  the  results  re- 
veal a high  incidence  of  obliteration.  Minimal 
thrombosis  should  be  achieved,  and  methods 
should  be  used  which  produce  venous  obliteration 
by  intima  concretion  and  not  by  organization  of 
large  thrombi. 

While  a great  variety  of  procedures  for  the  in- 
jection of  varicose  veins  has  been  described,  the 
“empty  vein”  technic  has  proved  most  satis- 
factory for  the  following  reasons;  (1)  the  irritant 
exerts  its  maximum  effect  when  the  vein  is  empty, 

(2)  there  is  minimum  postinjection  reaction,  and 

(3)  large  postinjection  thrombi  (which  may  take 
months  to  absorb)  do  not  develop.  This  tech- 
nic can  be  carried  out  in  the  following  manner: 
The  patient  stands  erect  while  the  needle  is  being- 
introduced,  since  the:  veins -assume  their  greatest 
prominence  in  this  position.  As  soon  as  the  vein 
is  punctured,  the  leg  is  raised  to  a horizontal 
position  to  empty  the  vein.  The  injection  (usu- 
ally y4  to  1 cc.)  is  given,  and  the  leg  is  maintained 
quietly  in  this  position  for  two  to  three  minutes. 
Then  the  patient  stands  and  actively  flexes  and 
extends  the  foot  to  cause  rapid  dissipation  of  the 
irritant. 

A platform  device  has  been  devised  to  facilitate 
the  examination  and  injection  treatment  of  vari- 
cose veins.18  It  consists  of  a platform  raised  30 
inches  above  the  floor  with  two  steps  leading  up  to 
it.  There  are  two  side  bars  for  the  patient’s  sup- 
port, and  a seat  is  fastened  along  the  back  portion 
of  the  stand.  An  adjustable  leg  support  is  pres- 
ent to  maintain  the  horizontal  position  when  it  is 
desired.  Just  below  the  platform  there  is  a 
drawer  which  contains  all  necessary  solutions  and 
equipment.  With  a stand  of  this  type  the  physi- 
cian is  comfortable  and  the  patient  feels  secure  at 
all  times. 

Operative  Treatment. — Every  recent  report 
concerning  varicose  veins  has  emphasized  the  im- 
portance of  an  adequate  high  ligation  of  the  long 
saphenous  vein.  This  implies  that  the  saphenous 


vein  is  ligated  flush  with  the  femoral  after  all  of 
its  adjacent  branches  have  been  divided.  Un- 
fortunately, in  a significant  proportion  of  cases 
this  dissection  is  not  carried  high  enough.  Unless 
the  femoral  vein  is  visualized,  small  branches  near 
the  saphenofemoral  junction  may  be  overlooked, 
and  it  is  these  vessels  that  pave  the  way  for  re- 
current varicosities.  Assuming  that  an  adequate 
high  ligation  has  been  performed,  there  remains 
the  problem  of  dealing  with  residual  varices.  Any 
one  of  the  following  procedures  may  be  carried 
out:  mass  retrograde  injection  of  the  distal 
saphenous  vein  segment  immediately  following 
the  high  ligation;  multiple  ligations  of  residual 
saphenous  and  perforator  veins;  a complete 
stripping  procedure,  or  obliteration  of  the  residual 
varices  by  injections  of  sclerosing  solution  after 
discharge  from  the  hospital. 

Satisfactory  results  can  be  achieved  in  many 
patients  with  any  of  the  aforementioned  opera- 
tions because  an  essential  part  of  all  these  technics 
is  a ligation  at  the  saphenofemoral  junction,  where 
the  predominant  insufficiency  usually  occurs. 
Patients  with  multiple  incompetent  perforator 
veins  present  a more  complicated  problem,  since 
all  venous  incompetency  must  be  eliminated. 
The  ideal  operative  procedure  should  include  the 
following  features:19  elimination  of  all  venous  in- 
competency at  its  source;  extirpation  of  practi- 
cally all  residual  varicose  vein  segments  so  that 
few,  if  any,  postoperative  injections  are  required; 
making  a minimum  number  of  incisions  so  that 
the  operating  time  is  short  and  the  cosmetic  re- 
sult good;  and  mobilization  of  patient  shortly 
following  surgery  (preferably  with  local  anes- 
thesia) to  minimize  postoperative  complications. 

It  is  becoming  increasingly  apparent  that  the 
most  effective  method  of  treatment  for  varicose 
veins  consists  of  a high  ligation  followed  by  a 
complete  stripping  procedure.20-23  According 
to  Myers,23  “The  stripping  operation  is  the  best 
method  as  yet  devised  for  the  treatment  of  vari- 
cose veins.  If  properly  performed,  it  destroys  the 
venous  pattern  and  collateral  veins  sufficiently 
well  that  recurrences  or  persistences  are  uncom- 
mon at  least  for  years.”  Most  surgeons  perform 
a stripping  operation  under  general  anesthesia. 
A complete  operation  can  be  carried  out  under  lo- 
cal anesthesia  on  a semiambulatory  basis.24  The 
patient  can  be  admitted  in  the  early  morning  and 
operation  performed  in  the  late  morning  or  early 
afternoon.  Two  incisions  (groin  and  ankle)  are 
usually  made,  but  additional  incisions  are  nec- 
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essary  if  there  are  incompetent  perforators.  All 
incisions  below  the  groin  can  be  very  small 
(Vs  inch),  since  the  exact  course  of  each  vein  has 
already  been  delineated  by  a skin-marking  ink. 
The  scars  that  remain  are  practically  invisible. 
If  incompetency  exists  in  the  short  saphenous 
system,  it  is  also  stripped  out.  One  per  cent 
Novocain  without  Adrenalin  is  injected  at  the  site 
of  each  incision  and  in  the  subcutaneous  tissue 
along  the  course  of  each  vein  to  be  stripped  out. 
The  head  of  the  operating  table  is  lowered  during 
the  actual  stripping  so  that  bleeding  from  torn 
branches  is  not  excessive.  The  entire  procedure 
can  be  performed  without  pain.  Elastic  bandages 
are  applied  from  the  toes  to  the  groin  at  the  com- 
pletion of  surgety.  The  patient  walks  for  a few 
minutes  one  to  two  hours  following  operation  to 
prevent  deep  vein  thrombosis.  He  then  remains 
in  bed  for  the  remainder  of  the  afternoon.  He  is 
discharged  from  the  hospital  the  same  evening  or 
the  following  morning.  He  remains  fully  am- 
bulatory and  can  return  to  work  one  to  two  days 
after  surgery.  It  has  been  noted  that  there  is 
minimal  postoperative  reaction  when  this  routine 
is  practiced.  The  early  postoperative  activity 
minimizes  any  tendency  toward  thrombo-embolic 
phenomena.  Postoperative  treatments  are  re- 
duced to  a minimum,  since  few,  if  any,  postopera- 
tive injections  of  sclerosing  solution  are  necessary. 

The  effectiveness  of  the  stripping  procedure  de- 
pends to  a large  extent  on  the  type  of  stripper 
used.  The  ideal  instrument  should  have  the  fol- 
lowing characteristics:  it  should  be  simple  to  use 
and  have  a minimum  number  of  parts;  it  should 
be  sufficiently  thin  and  flexible  so  that  it  can  be 
guided  through  a narrow  tortuous  vein,  and  at  the 
same  time  it  should  be  rigid  enough  so  that  it  will 
not  be  blocked  easily  by  kinks  in  the  vein;  it 
should  be  constructed  of  a strong  material  so  that 
long  and  adherent  segments  of  vein  can  be  ex- 
tracted easily;  the  stripper  should  consist  of  a 
material  which  can  be  sterilized  repeatedly  with- 
out deleterious  effects;  and  the  instrument 
should  have  a detachable  handle  so  that  the-  vein 
may  be  pulled  out  with  minimum  effort. 

Many  excellent  strippers  have  been  developed 
in  recent  years.20-23  A new  instrument  which 
has  proved  highly  satisfactory  consists  of  a thin 
stainless  steel  cable  with  various-sized  replaceable 
olives  for  each  end.25  Since  it  is  fashioned  of  fine, 
twisted  strands  of  stainless  steel  wire,  it  is  ex- 
tremely flexible.  At  the  same  time,  the  cable  has 
a stiffness  which  makes  possible  its  guidance 


through  tortuous  veins.  A handle  allows  the 
surgeon  to  strip  out  the  varicosities  with  mini- 
mum effort.  The  stainless  steel  gives  great 
strength  and  allows  for  repeated  sterilization. 
This  instrument  has  been  used  effectively  in  more 
than  750  operations. 

Although  the  results  of  stripping  operations 
have  been  excellent,  it  is  possible  for  other  com- 
municating veins  to  become  incompetent  in  later 
years.  Therefore,  the  patient  should  be  in- 
structed to  return  for  re-evaluation  at  least  once  a 
year.  In  this  way,  all  budding  varicosities  can  be 
easily  obliterated  by  injections  of  sclerosing  solu- 
tion and  the  complications  of  varicose  veins  com- 
pletely prevented. 

Complications  of  Varicose  Veins 

Superficial  Phlebitis. — Thrombophlebitis  is 
common  in  varicose  veins.  Matyas26  found  post- 
operative thrombophlebitis  in  6 per  cent  of  his 
patients  who  had  well-marked  varicose  veins,  as 
compared  to  the  usual  incidence  of  0.5  to  0.7  per 
cent.  Inflammation  of  varicosities  is  frequent 
even  in  ambulatory  patients.  Tender,  firm  nod- 
ules develop  in  varices  which  were  previously  soft 
and  painless.  Deep  phlebitis  does  not  usually 
occur  in  association  with  the  superficial  variety. 

The  proper  treatment  of  this  usually  benign 
entity  is  often  poorly  understood.  Superficial 
phlebitis  is  rarely  responsible  for  pulmonary  em- 
boli. Frequently  these  patients  are  put  on  com- 
plete bed  rest  for  weeks  or  months,  with  wet  com- 
presses and  elevation  of  the  involved  extremity. 
Not  only  is  the  loss  of  time  unnecessary,  but  this 
immobilization  is  conducive  to  the  more  danger- 
ous deep  vein  thrombophlebitis.  In  the  average 
case  with  superficial  phlebitis  involving  a vein 
segment  below  the  knee,  an  elastic  bandage  will 
produce  relief  from  symptoms  and  allow  complete 
ambulation.  Spontaneous  improvement  usually 
occurs.  If  the  inflammation  is  unusually  severe, 
anticoagulants  or  anti-inflammatory  agents,  such 
as  trypsin,  may  be  of  value.  If  the  phlebitis  ex- 
tends upward  in  the  long  saphenous  vein  toward 
the  groin  or  if  it  originates  in  the  upper  thigh,  a 
high  saphenous  vein  ligation  is  indicated  to  pre- 
vent spread  of  the  inflammation  into  the  femoral 
vein.  Division  of  the  saphenous  vein  at  the  sa- 
phenofemoral  junction  not  only  produces  im- 
provement of  the  phlebitis,  but  it  also  corrects 
the  underlying  cause  of  the  varicose  veins.  This 
ligation  can  be  performed  under  local  anesthesia 
on  an  ambulatory  basis. 
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Sudden  Hemorrhage. — Alarming  hemorrhage 
from  a friable  superficial  varix  occurs  occasionally. 
It  often  follows  trivial  trauma,  and  it  frequently 
occurs  in  the  lower  leg  or  foot.  Treatment  con- 
sists of  immediate  elevation  of  the  affected  limb 
and  application  of  firm  pressure  over  the  rup- 
tured vein.  After  the  bleeding  stops,  an  elastic 
support  is  used  to  compress  the  varices,  and  the 
patient  can  be  completely  ambulatory.  As  soon 
as  possible  the  patient  should  have  a high  ligation 
and  stripping  procedure  to  prevent  recurrent 
bleeding. 

Varicose  Eczema. — The  exact  etiology  of  the 
skin  eruptions  associated  with  varicose  veins  is 
often  obscure.  The  usual  picture  is  one  of  neg- 
lected varicose  veins  with  chronic  venous  con- 
gestion and  discoloration  of  the  skin  surrounding 
the  medial  malleolus.  The  eczema  usually 
starts  in  the  malleolar  region  and  then  spreads  to 
adjacent  areas.  This  is  often  associated  with  a 
generalized  skin  eruption.  By  the  time  the  pa- 
tient is  seen,  many  ointments  and  other  topical 
agents  have  been  applied  to  the  leg,  all  of  which 
further  confuse  the  clinical  picture. 

The  essence  of  treatment  is  the  elimination  of 
all  venous  stasis,  since  this  is  the  underlying  cause 
of  the  eczema.  A gelatin  paste  boot  has  proved 
very  effective  for  this  condition.  These  supports 
are  simple  to  apply  and  they  control  all  venous 
stasis  and  soothe  the  inflamed  area.  Not  the 
least  important  is  the  fact  that  the  patient  is  pre- 
vented from  applying  further  medication  to  the 
inflamed  area.  No  local  therapy  is  used,  since  the 
skin  in  this  area  is  highly  irritable  and  it  becomes 
sensitized  rapidly.  If  a fungus  infection  is  pres- 
ent between  the  toes,  potassium  permanganate 
solution  1 : 5,000,  can  be  used.  However,  in  most 
cases  if  the  inflamed  area  is  kept  clean  and  dry 
and  all  venous  stasis  is  eliminated  by  means  of 
paste  boots,  the  eczema  will  subside  gradually. 
The  patient  can  be  fully  ambulatory  during  treat- 
ment. The  boots  are  usually  changed  once  a 
week.  Occasionally  the  skin  is  so  irritable  or  the 
weeping  so  excessive  that  the  boot  will  not  be 
tolerated.  In  these  instances  compression  of  the 
varices  is  accomplished  by  means  of  rubber- 
reinforced  elastic  bandages,  which  are  worn 
during  the  day  and  removed  at  night. 

Varicose  Ulcer. — This  is  the  most  serious 
and  frequent  complication  of  varicose  veins.  In 
clinics  it  is  present  in  from  30  to  50  per  cent  of  the 
patients  either  at  the  time  of  examination  or  at 
some  time  in  the  past.4  The  ulceration  is  the  end 


result  of  chronic  venous  congestion  in  the  skin  P1 
surrounding  the  lower  portion  of  the  long  saphe- 
nous  vein.  The  adjacent  skin  is  pigmented  for  a & 1 
variable  distance,  and  the  subcutaneous  tissue  1:8 
may  be  edematous  due  to  abnormal  accumu-  w 
lations  of  interstitial  fluid.  Enlarged  lymph 
glands  are  constantly  present  in  the  groin.  The 
ulceration  is  usually  single,  and  it  is  frequently  j 
seen  just  below  a prominent  varicose  vein  or  over- 
lying  an  incompetent  perforator.  There  has  been 
a great  tendency  to  lump  all  ulcers  of  the  leg  into 
one  category  and  attempt  one  type  of  treatment 
for  all.  Each  ulcer  has  a specific  cause,  even 
though  it  is  not  readily  apparent.  Although  the 
ulceration  is  usually  precipitated  by  trauma,  it  is 
the  venous  stasis  associated  with  the  varices 
which  prevents  normal  healing.  The  healing  is 
further  delayed  by  the  lack  of  well-vascularized 
tissue  in  the  malleolar  region. 

The  crux  of  effective  treatment  is  the  elimina- 
tion of  venous  stasis.  Operative  therapy  for  the 
varices  should  not  be  performed  until  the  ulcer 
has  healed.  It  is  common  practice  to  treat  vari- 
cose ulcers  by  means  of  complete  bed  rest.  This 
involves  a great  loss  of  time  and  predisposes  the 
patient  to  thrombo-embolic  complications. 
Practically  all  complications  of  varicose  veins  can 
be  treated  effectively  by  the  use  of  elastic  band- 
ages. If  these  supports  are  applied  properly,  all 
venous  stasis  can  be  controlled.  If  there  is  no 
skin  irritation,  a 4-inch  rubber-reinforced  elastic 
bandage,  worn  from  the  toes  to  the  knee,  is  effec- 
tive. If  eczema  or  marked  skin  irritation  is  pres- 
ent, the  support  is  maintained  more  effectively 
with  gelatin  paste  boots,  which  also  aid  in  reliev- 
ing the  skin  eruption.  No  topical  therapy  is  used 
for  the  ulcer.  If  infection  is  present,  the  offend- 
ing organisms  are  cultured,  and  appropriate  anti- 
biotic therapy  is  given  by  injection  or  orally.  If 
the  ulcer  is  grossly  infected,  wet  saline  dressings 
are  useful  in  cleaning  up  the  area.  If  necrotic 
tissue  is  present,  it  is  excised.  Surgical  removal 
of  the  varicose  veins  is  carried  out  two  to  three  i 
weeks  after  complete  healing  of  the  ulcer.  If 
surgery  is  performed  any  sooner,  the  inflamma- 
tory reaction  present  in  the  groin  and  along  the 
course  of  the  saphenous  vein  predisposes 
to  greater  postoperative  morbidity. 

It  is  apparent  that  varicose  veins  and  all  of 
their  complications  can  be  effectively  controlled 
while  the  patient  is  fully  ambulatory.  Even  the 
operative  treatment  can  be  performed  on  a semi- 
ambulatory  basis,  requiring  only  one  day  of  hos- 


1696 


New  York  State  J.  Med. 


MANAGEMENT  OF  VARICOSE  VEINS 


pitalization.24  If  every  patient  with  varicosities 
would  seek  competent  medical  advice  in  proper 
time,  and  if  periodic  follow-up  examinations  were 
carried  out,  the  problems  posed  by  varicose  veins 
would  be  a thing  of  the  past. 

1150  Park  Avenue 
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I like  to  watch  the  sky  at  night, 

And  see  the  stars  go  by, 

They  stay  up  there  where  they  belong 
And  here  below  stay  I. 

Let  others — restless  souls! — aspire 
To  journey  to  the  moon. 

Let  them  elect  their  *, 


May  they  return  eftsoon!1 
And  when,  eftsoon,  they  have  returned 
And  restless  still  remain, 

Then  let  them  turn  their  rockets  round 
And  blast  off  once  again. 

— Anon 

1 C.F.  Ancient  Mariner — Coleridge. 
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ROSWELL  PARK  MEMORIAL  INSTITUTE 
BUFFALO,  NEW  YORK 

Conducted  by  john  w.  pickren,  m.d.  November  3,  1956 


Discussed  by  richard  adler,  m.d. 


Case  Report 

This  sixty-nine-year-old  white  male  was  first 
admitted  to  Roswell  Park  Memorial  Institute 
with  a long  history  of  symptoms  related  to  ure- 
thral stricture.  Rectal  examination  revealed 
a very  hard  prostate  with  the  induration  ex- 
tending to  the  seminal  vesicles.  Urinalysis  was 
unremarkable.  On  admission  his  blood  sugar 
was  90  mg.  per  cent,  nonprotein  nitrogen  37 
mg.  per  cent,  acid  phosphatase  5.4  King  Arm- 
strong units,  and  alkaline  phosphatase  4.0 
King  Armstrong  units.  A clinical  diagnosis  of 
carcinoma  of  the  prostate  was  made,  but  no 
biopsy  was  performed.  The  patient  was  placed 
on  stilbestrol  and  a bilateral  orchiectomy  was 
performed  one  month  after  admission.  In 
spite  of  repeated  urethral  dilatations,  he  de- 
veloped increasing  difficulty  in  urination  and 
started  to  have  nocturia.  His  phosphatase  de- 
clined to  a level  of  3 King  Armstrong  units. 
Pelvic  and  chest  roentgenograms  were  essentially 
normal,  except  for  a poorly  defined  density  in  the 
pubis  noted  about  one  year  after  the  orchiectomy 
and  a slight  distortion  of  a hilar  shadow  noted 
two  years  after  the  orchiectomy.  Approximately 
five  months  before  his  final  admission  (five  years 
after  the  first  admission),  the  patient  developed 
weight  loss,  anorexia,  and  pain  in  both  lower  ex- 
tremities. At  this  time  there  was  slight  edema  of 
the  lower  extremities  and  tenderness  of  the  knee 
joints  and  ankle.  The  patient  was  given  Delta- 
Cortef,  with  symptomatic  relief.  Repeated  ex- 
aminations showed  little  change.  Three  months 
before  the  final  admission  persistent  pain  de- 
veloped in  the  leg  with  varicosities  and  discolora- 


Fig.  1 . Biopsy  from  tibia  shows  a spindle  cell  tumor 
with  numerous  mitoses.  A questionable  diagnosis  of 
sarcoma  of  unspecified  type  was  made. 


tion  in  the  region  of  the  left  tibia  and  a small, 
left  tibial  swelling.  Additional  x-ray  films  ex- 
posed at  this  time  showed  in  both  femurs,  hu- 
meri, tibias,  and  fibulas  periosteal  thickening  that 
was  interpreted  as  hypertrophic  pulmonary  os- 
teoarthropathy. A chest  roentgenogram  showed 
a large,  5-cm.  mass  in  the  anterior  segment  of  the 
right  upper  lobe.  The  patient  was  readmitted. 
Alkaline  phosphatase  on  several  occasions  varied 


1698 


New  York  State  J.  Med, 


CLINICOPATHOLOGIC  CONFERENCE 


Fig.  2.  Anteroposterior  projection  showing  a tumor  in 
the  right  upper  lobe. 


between  13  and  23  King  Armstrong  units. 
The  acid  phosphatase  was  4.7  King  Armstrong 
units.  Hemoglobin  was  approximately  10  Gm. 
Intravenous  pyelograms  showed  normal  kidneys. 
A biopsy  of  the  left  tibia  revealed  a tumor  that 
infiltrated  the  periosteum  and  the  cortical  bone 
(Fig.  1).  A questionable  diagnosis  of  sarcoma 
was  made  on  this  biopsy. 

Biopsy  of  the  prostate  showed  prostatitis. 
The  patient  developed  hydrarthrosis  of  the  left 
knee  and  hemoptysis.  A biopsy  of  a mass  that 
developed  in  the  contralateral  tibia  and  knee 
joint  showed  a tumor  histologically  similar  to 
the  neoplasm  in  the  left  tibia.  The  patient  was 
transferred  to  the  chemotherapy  service  and 
treated.  For  two  months  he  gradually  deterior- 
ated. He  developed  pulmonary  rales  and  ques- 
tionable diffuse  infiltrations  and  expired  quietly 
three  months  after  his  last  admission. 

Dr.  Alfred  Katz:  What  was  the  blood 
calcium? 

Dr.  C.  Lenore  Simpson:  Calcium  was  9.1. 

Dr.  George  Moore:  Was  histochemical  de- 
termination of  acid  phosphatase  performed  on 
the  biopsy  material? 

Dr.  Simpson:  This  stain  was  not  done. 

Dr.  William  Staubitz:  If  it  had  been  done, 
it  might  have  been  helpful.  It  depends  a good 


Fig.  3.  Lateral  projection  showing  a tumor  in  the  right 
upper  lobe. 


deal  on  the  tumor.  However,  there  are  cases 
where  the  metastatic  lesions  as  well  as  the 
primary  ones  do  not  display  phosphatase  activity. 
The  cells  in  this  case  are  anaplastic  and  might 
not  produce  this  enzyme. 

Dr.  Richard  Adler:  The  first  blood  chem- 
istries were  all  essentially  normal,  except  for 
some  elevation  of  the  acid  phosphatase.  From 
the  physical  examination  and  the  elevated  acid 
phosphatase,  one  could  assume  that  the  patient 
had  a carcinoma  of  the  prostate,  although  no 
biopsy  was  taken.  Therefore,  stilbestrol  therapy 
and  orchiectomy  were  carried  out.  Afterwards 
the  serum  phosphatase  declined  to  normal.  All 
the  factors  are  consistent  with  the  clinical  pro- 
gression of  a prostatic  carcinoma  until  five 
months  before  his  last  admission. 

Then  he  complained  of  weight  loss,  anorexia, 
and  pain  in  both  lower  extremities.  At  this 
time  attention  was  first  called  to  the  bony  struc- 
tures, except  for  a prior  suspicious  lesion  in  the 
pubis.  Evidently  under  Delta-Cortef  he  re- 
ceived symptomatic  relief,  but  the  pain  in  the 
leg  continued.  A large,  5-cm.  mass  in  the  an- 
terior segment  of  the  right  upper  lobe  was  inter- 
preted as  possible  bronchogenic  carcinoma.  The 
roentgenograms  of  the  bones  were  interpreted 
as  hypertrophic  pulmonary  arthropathy. 


May  15,  1958 


1699 


CLINICOPATHOLOGIC  CONFERENCE 


Fig.  4.  Anteroposterior  and  lateral  projections  of  the 
left  tibia  reveal  rather  uniform  osteohypertrophic 
changss  in  the  periosteum.  Note  area  of  biopsy. 


Dr.  Ru-Kan  Lin:  X-ray  examination  of  the 
osteoblastic  lesion  of  the  right  symphysis  pubis 
showed  no  changes  in  appearance  from  1951 
through  1954.  The  first  film  of  the  chest  in 
1951  showed  scoliosis  of  the  upper  dorsal  spine. 
The  next  examination  in  1953  showed  only  dis- 
tortion of  the  hilar  shadow.  In  June,  1956,  a 
roentgenogram  of  the  chest  showed  a large, 
circumscribed  lesion  and  atelectasis  of  the  an- 
terior segment  in  the  right  upper  lung  field 
(Figs.  2 and  3).  Follow-up  films  three  months 
later  revealed  no  change,  except  a slightly 
increased  area  of  atelectasis  of  the  right  upper 
lobe.  It  was  therefore  felt  that  the  tumor  was 
slow  growing. 

Roentgenograms  in  a bone  survey  showed  a 
very  uniform  type  of  osteohypertrophic  change 
of  the  periosteum  (Fig.  4) . This  picture  is  often 
seen  secondary  to  pulmonary  infection,  neoplas- 
tic disease,  cardiac  lesions,  and  liver  damage. 
Because  of  the  chest  findings  we  concluded  that 
the  bone  changes  were  typical  of  hypertrophic 
pulmonary  osteoarthropathy.  Later  the  patient 


complained  of  pain  in  the  right  knee.  X-ray  W 
films  of  the  right  knee  showed  a picture  entirely  I 
different  from  the  hypertrophic  pulmonary  I 
osteoarthropathy.  It  showed  active  destruction  I ® 
in  the  anterior  portion  of  the  distal  end  of  the  I 
right  femur  and  effusion  in  the  bursa.  There  I ! 
was  some  periosteal  thickening  above  the  knee.  I0' 
An  arteriogram  of  the  right  knee  showed  a con-  I 
siderable  increase  of  the  arterial  supply. 

Dr.  Adler  : No  one  is  quite  sure  of  the  signifi- 
cance of  the  roentgenogram  pattern  in  pulmonary 
osteoarthropathy.  It  may  be  the  only  finding,  | 
or  it  may  be  associated  with  clubbing  of  the 
fingers.  It  may  either  be  idiopathic,  familial, 
or  associated  with  chronic,  long-standing  chest 
disease,  such  as  emphysema,  lung  abscesses,  or  j 
bronchiectasis.  Since  the  era  of  antibiotics  it  ! 
rarely  is  associated  with  lung  abscesses.  Also 
certain  congenital  heart  conditions  leading  to 
low  arterial  oxygen  saturation  etc.  may  be  a 
causative  factor. 

There  has  been  an  interesting  relationship 
between  primary  lung  carcinomas  and  this  pat- 
tern in  the  bone.  No  one  has  been  able  to  figure 
out  the  mechanism  whereby  pulmonary  tumor 
results  in  periosteal  thickening.  However,  we 
know  that  these  people  may  get  extremely  painful 
swollen  joints  with  periosteal  thickening,  similar 
to  the  picture  described  in  this  protocol.  When 
the  tumor  is  removed  by  pneumonectomy  or 
lobectomy,  the  symptoms  and  x-ray  changes 
completely  abate.  Recently  an  Englishman1 
reported  several  cases  in  which,  for  one  reason  or 
another,  the  hilus  was  dissected  without  further 
surgery.  He  noticed  complete  amelioration  of  the 
symptoms  and  disappearance  of  the  roentgeno- 
graphic  changes.  He  concluded  from  his  five 
patients  that  if  the  vagus  nerve  is  severed,  prox- 
imal to  the  hilus  of  the  lung,  there  is  complete 
disappearance  of  the  clinical  symptoms  and  the 
roentgenographic  changes.  He  therefore  be- 
lieves the  mechanism  of  change  is  through  a neu- 
rogenic reflex  by  the  pathway  of  the  vagus  nerve. 

If  the  patient  under  discussion  has  a pulmonary 
osteoarthropathy,  then  primary  bronchogenic 
carcinoma  must  be  considered.  He  developed 
hydrarthrosis  of  the  left  knee  and  hemoptysis. 
Hemoptysis  is  not  of  tremendous  help  in  dif- 
ferentiating a primary  malignancy  of  the  lung 
from  a metastatic  pulmonary  tumor  because, 
contrary  to  earlier  thinking,  about  10  or  15  per 
cent  of  pulmonary  metastases  may  have  bronchial 
involvement  that  leads  to  positive  biopsy  on 
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bronchoscopy  or  symptoms  such  as  hemoptysis 
or  tumor  cells  in  the  sputum. 

Metastatic  carcinoma  to  the  lung  does  not 
cause  pulmonary  osteoarthropathy.  Further- 
more, metastatic  carcinoma  to  the  lung  from  the 
prostate  is  rarely  found.  Therefore,  I will  rule 
out  metastatic  carcinoma  from  the  prostate  as  a 
cause  of  the  bone  changes. 

The  patient  on  his  second  admission  had  an 
alkaline  phosphatase  that  was  elevated,  some 
degree  of  anemia,  and  a slightly  elevated  white 
cell  count.  At  this  time  a tumor  of  the  leg  was 
biopsied  and  diagnosed  as  a sarcoma  without 
specifying  the  type.  A biopsy  of  the  prostate 
showed  no  evidence  of  tumor. 

Primary  sarcomas  of  the  lung  are  much  less 
common  than  primary  carcinomas.  A primary 
sarcoma  of  the  lung  that  metastasized  to  the 
bone  is  much  rarer  than  a sarcoma  of  the  bone 
that  metastasized  to  the  lung. 

Although  one  would  like  to  try  to  fit  this 
patient’s  clinical  picture  into  one  disease,  I 
feel  that  it  is  improbable.  I believe  that  the 
patient  had  a carcinoma  of  the  prostate  despite 
the  absence  of  a positive  biopsy  on  one  occasion. 
I’d  like  to  ask  the  pathologists  whether  the  tumor 
in  the  tibia  has  a histologic  pattern  consistent 
with  a carcinoma  of  the  prostate. 

Dr.  John  Pickren:  The  histologic  picture 
of  this  lesion  is  a very  unusual  pattern  for  a car- 
cinoma of  the  prostate. 

Dr.  Adler:  Since  the  histologic  pattern  is 
an  unusual  one  for  a carcinoma  of  the  prostate, 
other  primary  malignancies  must  be  considered. 
A person  with  one  neoplasm  has  a higher  chance 
of  getting  a second  malignancy  than  a person 
without  a malignancy.  Occasionally  metastases 
in  the  bone  marrow  cause  periosteal  reaction  and 
thickening  when  the  tumor  penetrates  into  the 
cortex.  Such  a reaction  might  be  interpreted 
as  an  osteoarthropathy. 

Dr.  Pickren:  The  swellings  in  the  tibias 
were  biopsied  bilaterally.  The  pulmonary  osteo- 
arthropathy was  not  biopsied. 

Dr.  Adler:  The  bilateral,  symmetrical  peri- 
osteal thickening  is  consistent  with  pulmonary 
osteoarthropathy,  but  bilateral  tumors  would 
certainly  speak  for  widespread  metastatic  process. 

Surgical  Resident:  How  long  does  it  take 
for  the  changes  of  pulmonary  osteoarthropathy 
to  develop  in  the  long  bones? 

Dr.  Adler:  It  can  occur  very  rapidly.  I 

know  of  one  patient  with  bronchogenic  carcinoma 


who  developed  marked  clubbing  in  both  his 
fingers  and  toes  within  a five-month  period. 
There  is  no  real  relationship  of  the  size  of  the 
bronchogenic  carcinoma  and  the  bone  changes. 

Medical  Resident:  How  often  do  patients 
develop  multiple  primary  tumors? 

Dr.  Pickren:  A patient  who  has  a tumor  of 
the  digestive  tract  is  more  likely  than  a patient 
without  a cancer  to  develop  another  tumor  in 
the  digestive  tract.  A person  who  has  breast 
cancer  is  more  likely  to  develop  cancer  of  the 
opposite  breast  than  an  individual  without 
cancer.  However,  the  risk  of  developing  a 
second  cancer  in  a different  organ  or  tissue  from 
the  one  first  affected  is  neither  increased  nor  de- 
creased by  the  presence  of  a primary  malignant 
neoplasm.2 

Medical  Resident:  What  diagnosis  do  you 
consider  correct,  pulmonary  osteoarthropathy  or 
sarcoma  of  the  tibia? 

Dr.  Adler:  A diagnosis  by  x-ray  is  based  on 
a shadow  of  the  lesion.  Certainly  the  shadow 
here  is  compatible  with  an  osteoarthropathy. 
However,  one  can’t  disregard  the  fact  that  a 
surgeon  took  a piece  of  tissue  from  these  shadows 
and  the  pathologist  called  it  a sarcoma.  There- 
fore, I feel  that  we  are  dealing  with  an  anaplastic 
lesion.  It  is  just  a question  of  whether  all  of 
what  we  see  can  be  explained  on  the  basis  of  a 
diffuse  type  of  medullary  metastases  with  a 
periosteal  reaction.  Actually  it  is  an  uncommon 
picture  for  metastatic  cancer  of  the  bone. 

Dr.  Staubitz  : I should  like  to  say  that  biopsies 
should  be  made  of  a prostatic  gland  suspicious  by 
physical  examination  to  harbor  cancer.  This 
man  was  seen  in  1951  and  apparently  the  ex- 
aminer on  initial  examination  was  quite  con- 
vinced that  he  had  a carcinoma  of  the  prostate. 
Why  a needle  biopsy  of  the  gland  was  not  per- 
formed at  this  time  I am  unable  to  say.  This 
man  was  treated  as  a clinical  carcinoma  of  the 
prostate.  His  urinary  obstruction  improved, 
indicating  that  he  did  respond  to  the  hormone 
therapy.  In  most  cases  of  carcinoma  this 
therapy  does  cause  subjective  and  objective 
improvement.  In  benign  hypertrophy  or  other 
inflammatory  conditions  of  the  prostate  there  is 
no  response  to  the  estrogen  therapy.  This 
patient  was  seen  periodically.  The  prostate  did 
not  change  a great  deal  as  far  as  a periprostatic 
infiltration  was  concerned.  Symptomatically 
he  was  much  better.  However,  in  1955  he  began 
again  to  have  symptoms,  and  he  responded  to 
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steroid  therapy,  which  would  again  indicate  that 
this  man  had  a carcinoma  of  the  prostate.  A 
transrectal  biopsy,  which  gives  a much  better 
approach  to  the  posterior  lobe  of  the  prostate, 
where  most  carcinomas  have  their  origins, 
showed  only  prostatitis.  However,  I still  feel 
that  he  had  a carcinoma  of  the  prostate,  although 
we  were  unable  to  obtain  tissue  to  show  it. 

The  bone  lesions  in  the  tibia  are  not  classic 
of  an  osteoblastic  bone  metastasis  from  the 
prostate.  The  pelvic  lesion  is  characteristic, 
but  it  never  progressed.  This  absence  of  growth 
may  be  related  to  his  therapy.  Lung  metastases 
are  usually  more  diffuse  than  this  patient’s 
lesion.  Therefore,  I think  this  man  had  a car- 
cinoma of  the  prostate,  and  another  lesion  un- 
related to  the  primary  in  the  prostate. 

Dr.  Joseph  Sokal:  It  should  be  pointed  out 
that  the  prostate  is  not  the  only  source  of  acid 
phosphatase.  A group  in  Boston  worked  out 
various  technics  for  differentiating  prostatic 
acid  phosphatase  on  the  basis  of  chemical  prop- 
erties from  the  acid  phosphatase  in  the  serum 
from  the  other  sources.3  They  believe  that  they 
can  increase  the  accuracy  of  diagnosis  of  prostatic 
dysfunction  by  this  type  of  chemical  fractiona- 
tion. Out  of  the  total  number  of  units  a certain 
amount  is  produced  by  the  prostate,  and  the 
remainder  are  produced  by  other  sources. 
Therefore,  they  can  set  a lower  level  for  the 
limit  of  the  normal  prostatic  acid  phosphatase. 
The  point  that  we  should  remember  is  that  there 
are  other  sources  of  acid  phosphatase  and  there- 
fore that  an  increase  in  total  acid  phosphatase 
without  fractionation  may  be  due  to  other 
sources. 

Dr.  Adler:  Were  sputum  examinations 
performed  for  cancer  cells? 

Dr.  Pickren:  Cytologic  smears  were  nega- 
tive. 

Dr.  Adler:  I’d  also  be  interested  if  he 
smoked  or  not. 

Dr.  Pickren:  He  smoked. 

Dr.  Adler:  That  isn’t  a tremendous  help. 
If  he  didn’t  smoke  at  all,  then  one  would  have  to 
weigh  that  as  a factor.  To  me,  the  most  crip- 
pling thing  is  my  inability  to  discuss  this  case  with 
the  pathologist.  Sarcoma  per  se  doesn’t  mean 
much  to  me,  and  I’d  want  some  information  as  to 
the  type  or  whether  the  lesion  is  an  anaplastic 
carcinoma.  Many  of  the  bronchogenic  carci- 
nomas in  the  early  1900’s  were,  by  histologic 
methods,  diagnosed  as  sarcomas.  A highly  ana- 


Fig.  5.  Note  epithelial  character  of  the  primary  lung 
tumor. 


plastic  carcinoma  that  metastasized  might  appear 
to  be  a sarcoma.  It  would  seem  less  likely  that 
it  is  a primary  bone  sarcoma.  But  I do  get  the 
impression  from  the  history  that  the  carcinoma 
of  the  prostate  was  under  control.  Either  one 
has  to  assume  that  this  prostatic  carcinoma 
started  to  grow  and  to  spread,  or  he  has  another 
primary.  Since  it  is  extremely  unusual  for  a 
carcinoma  of  the  prostate  to  have  a histologic 
or  clinical  picture  similar  to  this  one,  I’ll  assume 
that  he  had  a carcinoma  of  the  prostate  that 
was  being  held  fairly  well  under  control.  He  had 
a second  primary  malignancy,  and  the  proba- 
bilities are  that  it  is  from  the  lung.  The  other 
lesions  in  the  tibias  represent  metastases.  Fur- 
thermore, I feel  that  the  lesion  is  an  anaplastic 
carcinoma  rather  than  a sarcoma. 

Diagnoses 

Clinical. — ( 1 ) Carcinoma  of  the  lung,  with  me- 
tastases to  the  tibias,  (2)  carcinoma  of  the  prostrate, 
controlled,  and  ( 3 ) hypertrophic  pulmonary  osteoar- 
thropathy. 

Dr.  Adler. — Carcinoma  of  the  lung,  with  me- 
tastases to  the  tibias,  and  carcinoma  of  the  prostate. 

Anatomic. — ( 1 ) Carcinoma  of  the  lung  with 
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Fig.  6.  Same  tumor  as  Fig.  5,  showing  spindle 
cell  component.  Transitions  between  these  areas  were 
present. 


Fig.  7.  Adenocarcinoma  of  the  prostate  is  well 
differentiated. 


metastases  to  the  brain,  adrenals,  tibias,  femur, 
and  bronchial  lymph  nodes,  (2)  hypertrophic 
pulmonary  osteoarthropathy,  (3)  carcinoma  of  the 
prostate,  and  (4)  gynecomastia. 

Dr.  Simpson:  This  case  was  a problem.  It 
is  a good  lesson  in  how  clinicians,  pathologists, 
and  radiologists  must  cooperate.  At  the  post 
mortem  examination  the  patient  was  consider- 
ably emaciated.  He  had  gynecomastia,  and  his 
testes  were  absent.  A swelling  over  the  left 
tibia  was  quite  prominent.  He  had  a swollen 
right  knee  and  he  had  an  edematous  right  hand. 
The  left  pleural  space  was  obliterated  by  adhe- 
sions. In  the  upper  lobe  of  the  right  lung  there 
was  a scar.  Deep  to  this  scar  the  tumor  that 
was  visualized  on  the  chest  film  had  caused  ul- 
ceration of  the  mucous  membrane  of  the  upper 
lobe  bronchus.  Grossly  this  lesion  was  indistin- 
guishable from  a primary  carcinoma  of  the 
bronchus.  The  other  lung  showed  only  patchy 
atelectasis.  Both  adrenals  were  almost  completely 
replaced  by  tumor.  The  right  knee  joint  was 
full  of  hemorrhage  and  necrotic  material.  This 
hemorrhagic  material  did  not  show  tumor.  Mi- 
croscopically the  tumor  involved  the  lower  end 
of  the  femur  and  the  tibias.  There  was  also  sub- 


periosteal bone  formation  in  the  tibia,  much  as 
one  sees  in  hypertrophic  pulmonary  osteo- 
arthropathy. The  prostate  was  enlarged,  and 
grossly  there  was  a slight,  indistinct  area  of 
light  yellow  material  throughout  both  lobes  and 
the  posterior  lobe.  The  brain  contained  me- 
tastatic carcinoma.  No  other  organs  were 
grossly  involved  by  the  cancer.  There  was 
nothing  in  any  of  the  vertebrae. 

Microscopically  the  tumor  was  a carcinoma 
that  arose  from  the  bronchial  epithelium.  The 
picture  varied  from  a spindle  cell  carcinoma  to  a 
polyhedral,  anaplastic  carcinoma  (Figs.  5 and 
6).  The  tumors  in  the  bones,  adrenals,  brain, 
and  bronchial  lymph  nodes  were  similar  to  the 
primary  lesion  in  the  lung.  The  prostate 
showed  a well-differentiated  adenocarcinoma 
(Fig.  7).  Histologically  there  was  also  hyper- 
trophic pulmonary  osteoarthropathy. 
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CRASH  INJURIES  AND 
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Presented  at  the  51st  Annual  Meeting 
of  the  Sixth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
at  the  Cortland  Country  Club 

norman  s.  moore,  m.d.,  Moderator 


Dr.  Norman  S.  Moore:  Mr.  President, 
members  of  the  Society,  I am  happy  to  be  chosen 
moderator  in  one  respect  because  for  man}^  years 
I have  been  a member  of  the  board  for  Crash 
Injury  Research  at  Cornell  which  began  with  the 
goal  of  improving  aviation  safety.  In  1952  it 
became  obvious  that  automobile  accidents  were 
much  more  prevalent  than  airplane  accidents  and 
that  more  people  were  losing  their  lives  and  being 
maimed  in  automobiles  than  in  airplanes.  Con- 
sequently, the  Crash  Injury  Research  group 
added  the  study  of  automobile  crash  injuries  to 
the  program.  Through  my  association  with  this 
study,  I have  learned  much  about  the  destructive 
force  of  a mass  in  motion  the  size  and  weight  of 
an  automobile.  This  group  has  simulated  ac- 
cidents at  varying  speeds  in  the  laboratory. 
Some  of  the  data  from  experiments  of  this  type 
will  be  presented  today  by  members  of  the  panel. 

We  have  now  come  to  the  point  where  the  phy- 
sicans  of  the  country  have  recognized  the  im- 
portance of  this  subject.  Doctors  have  a 
responsibility  not  only  for  treatment  of  injuries, 
but  also  for  their  prevention  on  the  highway; 
thus,  the  American  Medical  Association  entered 
the  picture  within  the  last  two  years. 

A year  ago  at  a meeting  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York, 
Joseph  P.  Kelley,  Commissioner  of  Motor  Ve- 
hicles, appeared  to  request  help  in  the  problem 
of  safe  automobile  driving.  This  request  was 
promptly  fulfilled  by  the  appointment  of  a com- 


mittee on  accident  prevention  which  is  a sub- 
committee of  the  Council  Committee  on  Public 
Health  and  Education.  With  Commissioner 
Kelley,  the  State  Department  of  Health,  the 
State  Department  of  Mental  Hygiene,  and  the 
State  Medical  Society  cooperating,  a Driver  Re- 
search Center  has  been  set  up  in  Albany  with  a 
goal  of  obtaining  enough  data  to  provide  or  dis- 
prove that  there  is  a correlation  between  driver 
physical  defects  and  accidents.  So  it  is  with  some 
background  that  I serve  as  moderator  this  after- 
noon, and  now  it  is  my  pleasure  to  introduce 
the, members  of  the  panel  who  will  give  you  a 
discussion  of  the  subject  in  toto. 

The  first  speaker  will  be  Air.  Leo  W.  Begley, 
Assistant  Commissioner  of  Motor  Vehicles  of  the 
State  of  New  York,  who  is  speaking  for  Commis- 
sioner Kelle}7-  on  the  New  York  State  Bureau  of 
Motor  Vehicles’  point  of  view  of  crash  injury 
research.  Air.  Begley. 

AIr.  Leo  W.  Begley:  Air.  President,  officers, 
and  members  of  the  Aledical  Society,  first  I 
want  to  bring  the  greetings  of  Commissioner 
Kelley  to  you  and  express  his  regrets  for  not  being 
able  to  be  here.  He  was  called  to  Virginia  for  a 
similar  meeting  at  which  he  will  help  prepare  data 
for  a meeting  to  be  held  by  the  President  on  this 
very  subject.  Therefore,  I was  called  on  to  take 
his  place  at  this  meeting. 

I will  tr}”  to  set  the  stage  for  the  talks  that  you 
will  have  here  today  and  for  the  panel  discussion. 
In  the  y ear  1897  a newspaper  in  the  state  of 
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Ohio  printed  an  article  which  said  in  part: 
“The  number  of  serious  accidents  is  appalling.  . . 
Almost  without  exception  every  accident  is  a 
result  of  fast  and  reckless  riding.” 

Automobiles  were  not  the  vehicles  in  question 
at  that  time;  the  reference  was  to  bicycles.  The 
comments,  however,  are  reminiscent  of  the  com- 
ments relative  to  today’s  motoring. 

There  was  a time  years  ago  when  motor  ve- 
hicles traveled  at  the  high  rate  of  speed  of  12 
miles  an  hour.  This  was  a time  when  there 
were  no  windshields  required,  and  drivers  and 
passengers  wore  the  old-fashioned  dusters  and 
goggles.  Automobiles  traveling  at  that  high 
rate  of  speed  scared  and  caused  the  runaway  of 
horses.  The  police  on  bicycles  easily  overtook 
these  vehicles,  and  many  drivers  were  arrested 
for  fast  driving.  Accidents  were  common  then, 
too,  as  they  are  today.  Seldom  if  ever  did  any 
of  the  accidents  cause  serious  injury  or  death. 
Damage  at  that  time  actually  consisted  of  one 
or  two  crumpled  fenders.  Injuries,  if  any,  were 
generally  confined  to  cuts  and  bruises.  Auto- 
mobiles were  considered  dangerous  then,  and 
they  are  steadily  continuing  to  become  commen- 
surately  dangerous  as  the  size  and  the  horsepower 
have  been  increased  from  year  to  year  until 
today.  Speed  has  been  increased  from  12  miles 
an  hour  until  this  very  day  a speed  of  75  miles 
an  hour  is  not  uncommon.  Damage  has  long 
left  the  fender-crumpling  type.  We  now  have 
cars  in  accidents  twisted  and  broken  with  no 
semblance  of  their  former  size  or  shape,  and  of 
course,  the  occupants’  injuries  have  been  more 
serious,  and  deaths  are  increasingly  taking  the 
place  of  injuries  in  proportion  to  the  increasing 
rate  of  speed  of  motor  vehicles.  To  give  you 
some  indication  of  the  relationship  of  speed  to 
fatal  accidents,  let  me  tell  you  that  at  50  miles 
an  hour  there  is  one  death  for  every  50  accidents; 
at  55  miles  an  hour  there  is  one  death  for  every 
30  accidents;  at  65  miles  an  hour  there  is  one 
death  for  every  15,  and  at  75  miles  an  hour 
there  is  one  death  for  every  seven  accidents. 

We  usually  associate  men  of  the  armed  forces, 
particularly  men  of  the  Air  Corps,  with  those  wdio 
must  know  the  danger  of  speed  in  relation  to 
travel.  However,  the  Air  Corps  recently  re- 
ported that  each  year  approximately  600  mem- 
bers are  killed  in  automobile  accidents,  and 
actually  approximately  5,500  of  their  personnel 
are  injured.  The  official  Army  records  show, 
for  a representative  period,  more  military  per- 


sonnel were  injured  in  motor  vehicle  accidents 
than  were  put  out  of  action  as  casualties  during 
the  Korean  War.  Strangely  enough,  the  Navy, 
too,  has  found  it  necessary  to  urge  the  utmost 
care  on  its  men  in  operating  motor  vehicles. 
I have  taken  these  figures  above  from  one  of  their 
recently  issued  memoranda  addressed  to  the 
personnel  on  this  subject. 

We  must,  therefore,  impress  on  all  of  our  drivers 
the  essential  necessity  of  safe  driving.  These 
motor  vehicle  operators  must  be  made  to  realize 
the  fearful  day  by  day  price  the  American 
public  is  paying  for  their  indifference.  We 
must  seriously  warn  them  that  if  they  themselves 
don’t  do  something  to  stop  this  wholesale 
slaughter,  then  the  State  and  the  Federal  gov- 
ernment must  and  certainly  will  take  action. 
We  cannot  as  a nation  permit  1,500,000  of  our 
people  annually  to  become  injured  or  maimed 
for  life,  nor  can  we  permit  the  indifferent  and  care- 
less drivers  who  are  causing  damages  estimated 
at  over  $4,750,000,000  annually  to  continue  the 
use  of  our  streets  and  highways.  The  cost  of 
this  indifference  and  carelessness  is  prohibitive 
and  cannot  be  tolerated. 

There  is  another  problem  we  must  soon  meet, 
and  this  will  be  of  interest  to  you  men  of  the 
medical  profession.  It  deals  with  people  who 
are  mentally  and  physically  unfit  to  drive  but 
who  are  allowed  to  operate  these  dangerous 
pieces  of  machinery.  Recently  the  city  of 
Detroit,  I am  told,  conducted  a clinic  and 
gave  psychiatric  examinations  to  some  10,000 
drivers  who  were  repeat  accident  offenders. 
The  amazing  report  of  these  examinations  was 
as  follows:  Eight  hundred  and  fifty  were  found 
to  be  feeble  minded;  100  were  found  to  be  in- 
sane; 1,000  were  found  to  have  been  formerly 
in  a mental  institution  and  were  still  malad- 
justed as  far  as  driving  was  concerned.  Over 
5,000  were  found  to  have  various  physical  de- 
fects making  them  unsafe  drivers. 

We  of  the  Motor  Vehicle  Bureau  have  found 
that  this  human  factor  is  a major  cause  of  acci- 
dents. More  often  than  cars,  the  road,  or  the 
weather,  the  driver  is  the  cause  of  traffic  troubles. 
No  one  should  drive  an  automobile  when  he  is 
in  poor  health  or  worried  or  distracted.  An 
illness  affecting  the  nervous  system  is  definitely 
dangerous  in  drivers.  There  is  now  a definite 
program  of  weeding  out  persons  with  major 
disabilities,  such  as  a disease  which  causes  an 
uncontrollable  tendency  to  fall  asleep,  epilepsy, 
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brain  hemorrhages,  Parkinson’s  disease,  or 
paralysis  of  the  nerve  centers  which  control  the 
muscles.  We  must  also  rule  out  persons  with 
very  high  blood  pressure,  certain  heart  conditions, 
or  certain  disorders  of  the  main  arteries  in  the 
neck.  There  has  always  been  a great  deal  of 
talk  about  the  human  factor  in  automobile 
accidents,  but  no  one  has  ever  been  able  to  define 
it  in  exact  terms.  Now  we  are  on  the  threshold 
of  a dramatic  new  approach  to  accident  studies. 
For  the  first  time  we  are  going  to  attack  accident 
problems  the  way  the  scientists  set  out  to  find 
the  cure  for  diseases  b}^  first  isolating  and  identi- 
fjdng  the  causes.  Realizing  that  our  Bureau 
needs  the  assistance  of  medical  experts  to  cope 
with  the  human  side  of  this  problem,  we  have 
enlisted  the  State  Medical  Society  as  well  as  the 
State  Health  and  Mental  Hygiene  Departments 
and  are  now  getting  underway  a cooperative 
enterprise  known  as  the  Drivers  Research  and 
Testing  Center.  The  Center  serves  two  pur- 
poses; first  to  provide  medical  and  psychiatric 
consultation  service  to  our  Bureau  and  second 
to  set  up  and  conduct  a series  of  pioneering  studies 
of  the  human  factor  in  accidents.  This  is  the 
first  time  the  Motor  Vehicle  Commissioner  has 
had  independent  expert  medical  advice  on  which 
to  base  his  decisions. 

The  Center  is  a cooperative  enterprise  with  the 
Bureau  of  Motor  Vehicles,  State  Health  and 
Mental  Hygiene  Departments,  and  the  State 
Medical  Society  all  acting  as  partners.  It  will 
be  situated  physically  in  the  State  Health  De- 
partment in  the  new  office  building  in  Albany. 
Its  staff  will  be  on  the  Motor  Vehicles’  payroll 
but  will  function  generally  under  the  Health 
Department’s  supervision.  It  will  start  with  a 
small  appropriation  of  $80,000  which  is  all  we 
were  able  to  get,  and  is  now  under  the  director- 
ship of  Dr.  William  Haddon. 

I don’t  want  to  bore  you  with  statistics,  but 
I think  it  is  important  to  state  here  that  it  is 
estimated  that  about  80  per  cent  of  the  accidents 
are  caused  by  violation  of  traffic  laws,  while  only 
5 per  cent  are  caused  by  mechanical  defects. 
Intoxication  accounts  for  about  9 per  cent. 
The  new  approach  to  the  research  of  crash  injury 
prevention  follows  the  familiar  pattern  of  your 
fight  against  epidemics  in  the  past.  It  is,  as 
you  know,  a team  effort.  First  come  the  find- 
ings. State  and  municipal  police  gather  the 
data  when  accidents  take  place.  Physicians 
in  the  hospitals  which  receive  the  accident  vic- 


tims contribute  detailed  descriptions  of  their 
injuries.  Next  come  the  analyzers.  The  data  is 
forwarded  to  Cornell  University  Medical  College 
— the  location  of  automobile  crash  injury  re- 
search of  which  Mr.  John  Moore  is  the  head — 
and  is  analyzed  by  trained  analysts.  Finally, 
the  information  is  utilized.  For  instance,  you 
as  doctors  were  provided  with  accurate  data 
indicating  the  type  of  injuries  that  will  result 
from  automobile  accidents.  One  of  the  early 
pioneers  in  the  field  was  Hugh  DeHaven,  I 
am  told,  whose  investigation  led  to  the  estab- 
lishment in  1942  of  the  Automotive  Crash  Injunr 
Research  Project  at  Cornell  University  Medical 
College. 

While  on  this  subject,  might  I add  that  about 
5,000,000  motor  vehicles  are  registered  in  New 
York  State.  We  have  about  65,000,000  such 
vehicles  in  the  nation.  Nationally,  it  is  estimated 
that  there  are  1.21  operators  for  each  motor 
vehicle.  We  have  greatly  improved  our  streets 
and  our  highways  in  the  interest  of  motor 
vehicle  travel  and  safety.  Our  automobile 
engineers  and  manufacturers  have  constantly 
improved  the  construction  and  the  safety  of 
our  motor  vehicles,  but  the  qualifications  and 
the  ability  of  our  motor  vehicle  operators 
have  not  kept  pace  with  these  developments. 
Safety  is  not  a signal  light.  Safety  is  not 
a jail  sentence.  Safety  is  not  a divided  high- 
way, nor  is  safety  an  enforcement  index. 
Safety  is,  however,  a state  of  mind,  which  all 
our  people  must  realize.  They  must  become 
willing  and  anxious  to  accept  things  necessary 
to  prevent  accidents. 

Dr.  Moore:  Thank  you,  Mr.  Begley.  We 
now  have  the  State  Department  of  Motor 
Vehicles,  The  State  Department  of  Health,  the 
Department  of  Mental  Hygiene,  and  the  State 
Medical  Society  in  a partnership  for  the  in- 
vestigation of  the  human  factors  in  motor  ve- 
hicle accidents.  Mr.  Begley  mentioned  the 
pioneer,  Hugh  De  Haven.  I would  like  to 
supplement  his  remarks  about  Hugh  De  Haven 
by  identifying  him  as  the  man  who  began  the 
study  of  crash  injury  in  aviation.  Mr.  De  Haven 
made  many  pioneering  contributions  to  this 
field  while  he  directed  the  original  aviation  part 
of  this  research.  An  important  milestone  was 
reached  when  the  subject  of  automotive  crash 
injury  research  was  accepted  as  a public  health 
matter,  and  the  support  of  public  health  officials 
was  obtained  for  automotive  crash  injury  re- 
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search.  This  type  of  research  has  come  to  the 
attention  of  people  in  government,  in  industry, 
and  in  various  state  health  departments,  all  of 
whom  have  had  much  influence  on  the  medical 
profession  as  a whole.  Stemming  directly  from 
this  general  interest  has  come  the  large  auto- 
motive crash  injury  research  study  at  Cornell, 
directed  by  Mr.  John  Moore.  He  is  here  today 
to  tell  you  about  many  observations  in  this  field 
of  research,  some  of  which  show  promise  toward 
the  ultimate  control  of  unnecessary  injuries. 
Mr.  Moore. 

Mr.  John  0.  Moore:  Ladies  and  gentlemen 
of  the  Sixth  District  of  the  Medical  Society  of  the 
State  of  New  York,  it  is  a pleasure  to  be  invited 
to  tell  you  what  knowledge  has  been  gained  from 
the  work  you  have  helped  us  do.  To  feel  welcome 
after  having  been  the  cause  of  an  added  work  load 
is  very  pleasant.  We  at  Cornell  have  officially 
asked  the  Medical  Society  of  the  State  of  New 
York  to  join  us  in  gathering  information  that 
will  help  us  identify  some  factual  aspects  of  the 
problem  of  trauma  in  automobile  accidents. 

May  I preface  my  remarks  by  trying  to  provide 
you  with  a frame  of  reference  regarding  the  mag- 
nitude of  the  problem  of  injuries  in  automobile 
accidents.  It  is  undoubtedly  true  that  no 
nation  in  the  history  of  man  has  ever  been 
able  to  provide  so  much  in  the  way  of  economic 
and  social  benefits  for  its  citizens  as  present- 
day  America.  Without  doubt  the  ability  of 
American  civilization  to  provide  these  benefits  is 
directly  related  to  its  capacity  to  make  more 
products  and  to  move  those  products  and  its 
manpower  resources  more  places  faster  than  any 
nation  in  the  history  of  man  has  ever  done. 

One  of  the  most  influential  nations  in  the  his- 
tory of  the  world,  prior  to  our  own,  was  that  of 
Rome.  A major  factor  determining  Rome’s 
influence  was  the  system  of  50,000  miles  of  road 
which  that  nation  built.  Over  these  roads  went 
Roman  law,  Roman  order,  Roman  culture,  and 
Roman  money.  Back  to  Rome  over  these- same 
roads  came  taxes  and  the  benefit  of  the  cultures 
that  Rome  had  conquered.  When  Rome  was 
sacked  and  destroyed  in  440  a.d.,  one  of  the  first 
elements  to  fall  into  disuse  was  the  Roman 
system  of  roads.  The  Germanic  tribes  of  the 
north  had  no  concept  of  what  the  Roman  system 
of  roads  and  communications  implied.  With 
the  breakdown  from  lack  of  care  and  main- 
tenance of  Roman  roads,  man  and  the  entire 
world  went  into  the  Dark  Ages,  The  character- 


istic of  human  society  for  almost  1,000  years  was 
a man  on  foot,  a man  on  the  back  of  an  ass. 

A man  could  go  as  far  as  the  might  of  his  right 
arm  and  a sword  could  carry  him.  Civilized 
order,  culture,  society,  and  economics  went  into 
eclipse. 

Europe,  even  at  the  height  of  its  influence, 
had  only  utilized  that  part  of  its  manpower  and 
resources  which  were  found  along  the  coastal 
and  the  river  areas.  With  the  advent  of  the 
railroad  train,  Europe  bypassed  the  development 
of  a system  of  roads,  and  even  today  the  absence 
of  such  a system  affects  European  production 
and  distribution  capacities. 

When  our  own  country  was  colonized,  it  was 
a land  of  vast  geographic  proportions.  Prob- 
ably the  most  truly  American  characteristic  of  our 
way  of  life  is  the  American  road.  It  was  built 
with  American  tools  to  meet  American  needs. 
Along  with  this  great  system  of  roads  has  come 
the  greatest  economic  and  social  order  of  man. 

Until  1940  the  movement  of  our  vehicles  and 
our  people  over  this  vast  network  and  the  move- 
ment of  our  trucks  carrying  our  products  was 
relatively  smooth.  In  1946  we  had  approxi- 
mately 35,000,000  vehicles  moving  over  this 
system  of  roads.  By  1957  we  had  approximately 
60,000,000  moving  over  essentially  the  same 
network.  In  fact,  in  this  ten-year  span  a little 
more  than  1 per  cent  was  added  to  our  total  high- 
way mileage,  while  our  motor  vehicle  population 
was  almost  doubled. 

The  motor  vehicle  has  become  the  common 
denominator  of  present-day  American  life.  It  is 
the  thing  we  have  most  in  common,  except  for 
the  income  tax.  With  all  the  undesirable  ad- 
vantages and  benefits  that  present-day  motor 
vehicles  provide,  they  also  produce  one  important 
and  highly  undesirable  by-product:  highway  in- 
jury and  fatality. 

Since  it  has  been  so  commonly  assumed  that 
trauma  results  from  the  fact  that  we  have  acci- 
dents, many  groups  in  this  country  have  per- 
sisted in  the  belief  that  unless  we  found  ways  to 
prevent  accidents,  we  could  not  possibly  pre- 
vent trauma.  This  is  a false  belief,  since  acci- 
dents, per  se,  do  not  produce  trauma.  If  they 
did,  every  accident  would  produce  trauma,  and 
as  you  well  know,  this  is  not  true. 

In  1941  a basic  program  of  research  at  Cornell 
University  Medical  College  established  the  fact 
that  biologic  tissue  has  amazing  capacity  to 
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resist  the  forces  which  are  known  to  be  created 
by  sudden  stoppage.  From  a study  of  accidental 
falls  and  attempted  suicide  jumps  of  50  to  150 
feet,  De  Haven1  and  his  associates  documented 
the  fact  that  biologic  tissue  could,  for  brief 
intervals  tolerate  force  in  the  range  of  25,000 
pounds  without  fatal  injury.  And  yet,  many 
cases  were  documented  where  a man  falling  no 
further  than  5 feet  was  killed. 

This  early  basic  research  program  attempted 
to  investigate  the  phenomena,  or  the  mechanics, 
associated  with  the  production  of  trauma.  I 
would  like  to  tell  you  some  of  the  things  we 
have  learned  about  man's  tolerance  to  sudden 
stoppage  and  how  factual  knowledge  in  this  area 
can  be  developed. 

The  first  question  to  be  discussed  is  this: 
“Is  injury  the  inescapable  price  we  have  to  pay 
for  motion?"  In  the  early  days,  DeHaven  and 
his  associates  at  Cornell  documented  that  injury 
is  not  the  inescapable  price  you  must  pay  for 
motion.  It  is  perfectly  possible  to  have  sudden 
stoppage  from  motion  without  injury. 

In  1951  the  Defense  Department,  looking  at 
its  biostatistical  data,  was  suddenly  made 
aware  of  the  fact  that  during  the  height  of  the 
Korean  activities,  more  men  were  in  the  hospital 
from  automobile  accidents  than  were  there  from 
combat  casualties.  In  fact,  the  Navy  reported 
8,700  admissions  to  the  sick  book  from  combat, 
50  per  cent  of  whom  went  back  to  duty  within 
twenty-four  hours.  During  the  same  period 
they  had  8,486  admissions  to  the  hospital  from 
automobile  accidents,  with  the  average  man  re- 
maining in  the  hospital  forty-six  days.2 

Last  year  Defense  Department  losses  ap- 
proached 600,000  man-days  due  to  injuries  in 
automobile  accidents.  Ninety  per  cent  of  these 
injury-producing  accidents  occurred  off  duty, 
off  the  post  on  liberty  leave  status,  in  the  kind 
of  car  that  you,  I,  and  the  rest  of  the  American 
public  drive.  This  problem  of  injury  and 
death  in  automobiles  is  not  restricted  to  the 
military  department  alone,  but  is  a general  by- 
product of  the  very  system  of  mobility  which 
enables  Americans  to  live  the  way  we  do.  We 
can’t  live  without  the  motor  vehicle;  therefore, 
we  must  learn  to  live  with  it  and  to  delethalize 
its  traumatic  effect. 

I would  like  next  to  show  you  the  distribution 
of  deaths  from  accidental  causes.  From  these 
data,  prepared  by  the  United  States  Bureau  of 
Vital  Statistics,  we  learn  that  all  of  America’s 


transportation  system  put  together,  with  the  ex- 
ception of  motor  vehicles,  causes  approximately 

5.000  deaths  per  annum.3  At  the  same  time, 
motor  vehicles  alone  produce  approximately 

8.000  pedestrian  deaths  and  somewhere  in  the 
vicinity  of  28,000  to  30,000  automobile  occupant 
deaths.  If  you  plan  to  do  research  on  trauma 
associated  with  motion,  the  obvious  place  to 
begin  is  with  the  common  denominator  of  man’s 
motion,  which  today  is  the  passenger  automobile. 

Accidental  death  is  the  fourth  leading  cause  of 
death  in  our  society,  regardless  of  age.  How- 
ever, if  you  were  to  classify  all  deaths  from  all 
causes  according  to  age  groups  by  five-year 
increments,  you  would  observe  that  in  the  ages 
of  five  through  thirty-nine  the  leading  cause  of 
death  in  the  United  States  is  accidental  death, 
not  cancer,  circulatory  disease,  or  diseases  of  the 
nervous  system. 

The  same  data  source  provides  a distribution 
of  deaths  from  motor  vehicle  accidents  according 
to  age.  We  observe  that  the  peak  of  the  death 
rate  is  reached  in  the  ages  of  fifteen  through 
twenty-five.  In  our  society,  one  out  of  every 
three  deaths  in  the  age  bracket  is  produced  by 
a motor  vehicle — not  just  accidents,  but  motor 
vehicle  accidents.  In  this  age  group  the  victims 
are  seldom  pedestrians;  they  are  occupants  of 
automobiles. 

We  must  concede  from  these  data,  that  motor 
vehicle  accident  fatality  is  probably  one  of  the 
paramount  medical  problems  existing  today. 
Its  real  nature  has  not  been  previously  recog- 
nized because  we  have  been  willing  to  say  that 
if  we  can’t  prevent  accidents,  we  can’t  prevent 
deaths.  Now,  if  the  early  work  of  De  Haven  and 
associates  at  Cornell  is  valid — and  it  has  been 
documented  and  corroborated  by  other  groups — 
then  there  is  a method  of  approach  to  the  control 
of  death  and  injury  directly.  While  we  must 
wait  for  methods  and  research  technics  which 
can  prevent  the  accident,  there  is  already  a 
possibility  of  “delethalizing’’  the  accident. 

People  who  survive  sudden  stoppage  in  motion 
do  so  because  the  force  which  arrested  their 
motion  was  spread  over  a very  wide  body  area, 
thereby  reducing  the  pressure  per  square  inch 
on  those  body  areas  coming  in  contact  with 
structures.  Second,  those  who  survive  do  so 
because  they  hit  something  which  can  bend  and 
yield,  thereby  translating  the  kinetic  energy 
of  motion  into  the  energy  of  bending.  You 
learned  early,  as  a high  school  student  of  physics, 
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that  you  cannot  destroy  energy — you  must  do 
work  with  it.  I have  on  the  wall  of  my  office  a 
2 by  2 inch  angle  iron,  which  Mr.  De  Haven  and 
his  early  associates  recovered  from  a building 
in  New  York  City.  This  bar  supported  a metal 
screen  over  a skylight  on  the  building’s  first 
floor.  It  was  hit  by  a psychotic  female  patient 
who  escaped  from  her  retainers  and  launched 
herself  from  the  eleventh  floor  window.  The 
angle  bar  is  bent  in  a loop  48  inches  deep.  The 
patient  had  abrasions  and  lacerations  from  the 
metal  wire  of  the  screen  and  the  glass  in  the 
light.  She  did  not  have  broken  ribs,  and  she 
did  not  have  severe  injuries  of  the  chest,  although 
she  struck  the  bar  directly  across  her  breast 
line.  The  kinetic  energy  of  her  motion  was 
translated  into  the  energy  of  bending  the  bar. 
When  that  energy  was  absorbed,  the  bar  stopped 
bending  and  she  stopped  moving.  The  force 
was  distributed  across  the  width  of  the  chest, 
and  since  force  was  not  localized,  biologic  tissue 
escaped  massive  injury. 

When  man  is  placed  inside  a moving  container 
and  that  container  stops,  he  continues  to  move 
at  the  same  speed  and  in  the  same  direction  as 
the  container  was  originally  moving  until  he 
is  brought  to  a stop  by  contact  with  structures 
ahead  of  him.  It  is  the  characteristics  of  the 
structure — its  capacity  for  bending  and  absorb- 
ing and  distributing  force — rather  than  the  fact 
of  the  accident,  which  will  determine  whether 
or  not  the  subject  is  injured. 

Early  findings  at  Cornell  established  and  doc- 
umented man’s  limits  of  tolerance  to  sudden 
stoppage.  If  we  can  keep  the  peak  load  of  force 
below  25,000  pounds  and  the  duration  of  the  ap- 
plication of  that  force  to  the  magnitude  of  one 
tenth  of  a second,  we  do  not  produce  excessive 
injury.  As  regards  distribution  of  this  amount 
of  force,  every  physician  here  today  knows  that 
five  pounds  of  force  applied  by  an  icepick  in  the 
fifth  intercostal  space  to  the  left  of  the  mid- 
sternal  line  will  kill  a man.  On  the  other  hand, 
if  you  use  a metal  waste  basket  or  a metal 
tray  and  hit  a man  over  the  head  with  500  pounds 
of  force,  you  will  probably  make  him  mad, 
but  you  won’t  hurt  him.  You  will  also  be  il- 
lustrating the  problem  of  distribution  of  force 
and  the  reduction  of  pressure  per  square  inch 
which  is  associated  with  bending  and  the  re- 
sulting increase  in  area  of  body  contact. 

The  third  principle  of  protection  of  human 
occupants  in  moving  containers  was  discovered 


by  my  very  close  friend  and  colleague  in  the 
U.  S.  Air  Force,  Col.  John  P.  Stapp,  who  used  the 
rocket  sled  as  a research  tool.  Stapp  himself 
survived  impacts  of  45  units  of  gravity  (45  times 
his  own  body  weight),  sustaining  8,000  pounds  of 
force  for  durations  of  283  milliseconds  or  283 
thousandths  of  a second  without  loss  of  con- 
sciousness. Stapp  had  almost  complete  circula- 
tory collapse  when  he  sustained  stops  of  39  units 
of  gravity  built  up  and  dissipated  within  180 
milliseconds,  (180  thousandths  of  a second).  It 
was  the  rate  of  change  of  force — in  other  words, 
the  sharp  peak  in  stopping  rate — and  the  prob- 
able resulting  hydraulic  effect  built  up  within 
the  fluids  of  the  body  which  apparently  cause 
circulatory  collapse. 

Let  us  visualize  the  three  principles  just  dis- 
cussed— human  tolerance  limits  to  force  in  terms 
of  (1)  peak  load  and  duration,  (2)  distribution 
over  body  area,  and  (3)  rate  of  onset — as  the  three 
sides  of  a triangle.  This  will  help  us  to  visualize 
the  problem  itself. 

If  man,  when  in  motion,  can  be  enclosed  in 
structures  designed  so  that  the  limits  of  tolerance 
symbolized  by  this  triangle  will  not  be  exceeded 
when  sudden  stoppage  occurs,  then  man  can  be 
exposed  to  accidental  sudden  stoppage  without 
being  badly  hurt.  This  is  the  hypothetical 
basis  on  which  automobile  crash  injury  research 
was  undertaken  at  the  request  of  the  Department 
of  Defense. 

With  the  assistance  of  the  state  medical  so- 
cieties, the  departments  of  public  health,  and  the 
state  police  and  motor  vehicle  groups  in  16  states 
throughout  the  nation,  we  have  turned  the  high- 
way into  a “laboratory.” 

Here  we  are  able  to  observe  human  beings — 
living  or  dead,  but  actual  men  and  women,  not 
artificial  mannequins.  We  observe  them  travel- 
ing their  customary  routes,  in  their  own  cars, 
within  the  framework  of  normal  and  commonplace 
traffic  patterns  on  all  kinds  of  roads  and  high- 
ways. 

When  the  interrelationship  between  man, 
vehicle,  route,  and  traffic  circulation  momen- 
tarily fails  and  an  accident  occurs  in  our  “lab- 
oratory,” we  observe  and  record  which  of  the 
factors  first  failed,  and  the  effect  of  that  failure 
on  other  variables  known  to  be  present. 

What  happens  to  the  patient  is  reported  by 
the  physician  who  treats  him.  All  such  data 
are  maintained  in  medical  channels  and  consid- 
ered as  privileged  medical  communication. 


May  15,  1958 


1709 


PANEL  DISCUSSION 


What  happens  to  the  vehicle  is  reported  to  us 
in  a very  precise,  specific  form  by  the  investigat- 
ing state  police  officer,  who  also  takes  detailed 
photographs  of  the  vehicle.  The  complete  re- 
search reports,  which  are  entirely  confidential, 
are  sent  to  Cornell  University  Medical  College 
where  they  are  analyzed  by  two-man  teams  of 
analysts.  Differences  in  the  two  analysts’  eval- 
uations of  a case  must  be  adjusted  before  the 
analysis  is  translated  to  an  IBM  code  card. 

We  have  available  for  study  from  this  lab- 
oratory on  the  highway,  over  10,000  accident 
case  histories  exposing  nearly  20,000  human 
beings.*  We  are  reasonably  certain  that  the 
sampling  technic  of  our  method  of  research  has 
successfully  represented  the  accident  popula- 
tion of  this  country  in  a reliable  fashion.  We 
have  the  advantage  of  the  best  of  statistical 
consultation  and  assistance  in  preplanning  and 
selecting  the  areas  we  are  going  to  study. 

If  accidents,  per  se,  do  not  cause  injuries,  it  is 
apparent  that  injury  is  caused  by  force  and  the 
manner  of  the  absorption  of  that  force.  If  we 
must  talk  about  force,  we  should  have  some 
accurate  means  of  measuring  it.  One  method 
of  describing  force  is  in  terms  of  gravity,  or 
“G”  units.  This  is  a practical  way  of  estimating 
mean  force  where  modern  electronic  measuring 
devices,  such  as  accelerometers,  are  not  avail- 
able. The  meaning  of  this  “G”  unit  is  expressed 
in  the  following  formula: 

G = mph2  X .034 

stopping  distance 
in  feet 

Suppose  we  have  an  automobile  moving  40 
miles  an  hour  and  that  we  are  going  to  bring  it 
to  a complete  stop  in  ten  feet.  Applying  the 
“G”  formula,  we  first  square  the  speed  40  mph  X 
40  mph  = 1600.  We  multiply  this  result  by 
the  conversion  factor  .034,  and  divide  by  the 
stopping  distance  of  10  feet: 

1600  X 0.34  K , ..  , 

=5.4  units  oi  gravity 

10  ft. 

We  multiply  the  number  of  units  of  gravity 
by  the  weight  of  the  object,  the  man,  or  the  ve- 
hicle we  are  studying.  In  this  case  the  vehicle 
weighs,  let  us  say,  4,000  pounds,  and  the  result 
is  that  we  must  do  work  with  21,600  foot-pounds 


* As  of  February  1,  1958,  this  volume  had  increased  to 
14,000  accident  case  histories  involving  roughly  26,300 
people.  New  accident  cases  are  currently  being  collected 
at  the  rate  of  approximately  1,000  per  month. 


of  force.  What  is  “work”  in  this  case?  It  is 
the  heating  of  brake  bands,  skidding  of  tires, 
bending  of  fenders,  crumpling  of  structures, 
breaking  of  glass,  impact  of  bodies  against  for- 
ward structures — all  these  are  what  we  mean  by 
work. 

Now,  to  return  to  the  formula  once  more,  let 
us  keep  the  speed  of  40  mph  as  constant  but  vary 
the  stopping  distance.  To  choose  a true-to-life 
example,  let  us  say  the  car  is  stopped  in  about 
half  a foot,  as  could  happen  if  the  car  struck 
a big  maple  tree,  a concrete  bridge  abutment  or 
a large  metal  stanchion.  In  this  situation  the 
number  of  units  of  gravity  developed  is  much 
greater; 

1600  X .034 

= 108.8  units  of  gravity 

0.5  ft  * J 

Multiplied  by  the  4,000  pound  weight  of  the 
car,  this  means  that  435,200  foot-pounds  of  force 
must  be  translated  into  work  and  dissipated 
in  one  tenth  of  a second.  Incredible  as  it  may 
seem  to  the  layman,  this  range  of  force  is  ob- 
served when  an  automobile  moving  no  faster 
than  35  mph  plows  into  a brick  wall. 

You  must  do  enough  work  within  one  tenth 
of  a second  to  absorb  over  200  tons  of  force, 
and  yet  human  beings  have  very  frequently  lived 
through  accidents  of  this  magnitude.  This  is 
encouraging.  This  means  that  the  problem  of 
trauma,  which  is  not  measured  accurately  by 
the  annual  toll  of  40,000  deaths,  but  more 
accurately  by  the  more  than  2 million  cases  of 
injury  each  year,  has  hopes  of  being  solved. 

I know  of  only  one  way  to  solve  a problem, 
whether  in  medicine,  research,  mathematics, 
or  any  other  field  of  endeavor.  First,  you  must 
find  facts,  and  you  must  find  facts  in  a consistent 
manner,  defining  your  facts  consistently  wherever 
they  are  found.  Second,  you  must  analyze 
them  in  a standard  and  controlled  fashion. 
Third,  you  must  find  some  way  to  utilize  them, 
to  affect  the  relations  that  you  have  demon- 
strated to  exist. 

In  dealing  with  certain  epidemic  diseases,  the 
relations  to  be  affected  are  those  between  the 
host  who  has  the  disease,  the  agent  which  gives 
it  to  him,  and  the  environment  in  which  the 
agent  and  the  host  are  operating. 

The  tools  and  methods  of  epidemiology  and 
biologic  statistics  can  be  applied  to  accidental 
trauma  as  well  as  to  parasitic  disease.  Facts 
are  found  from  the  highway  with  the  help  of  the 


1710 


New  York  State  J.  Med. 


CRASH  INJURIES  AND  THEIR  PREVENTION 


physician  and  the  trooper.  Analysis  is  accom- 
plished by  the  research  team.  Utilization  is 
accomplished  by  the  automobile  industry.  With 
this  approach  we  have  found  some  facts  which  tell 
us  some  characteristic  things  about  how  injuries 
occur  in  automobile  accidents.  We  are  very 
pleased  to  report  that  the  industry  which  makes 
the  agent  that  transmits  this  “disease”  has  al- 
tered the  characteristics  of  its  agent,  starting  in 
1956,  and  that  it  looks  as  though  we  have  opened 
the  door  to  a new,  encouraging,  and  hopeful 
era. 

The  first  question  you  ought  to  ask  of  anyone 
who  begins  to  talk  of  massive  figure  gathering  is, 
do  the  figures  really  represent  the  population  he 
is  gathering  data  about?  Is  his  sample  of  data 
a true  scale  likeness,  in  miniature,  of  the  over-all 
picture,  or  is  it  distorted  and  out  of  proportion, 
like  an  exaggerated  caricature?  In  the  case  of 
crash  injury  studies,  can  the  accident  sampled 
be  taken  as  representative  of  accidents  common 
throughout  the  United  States,  or  must  they 
perhaps  be  regarded  as  a haphazard  assortment 
of  possibly  freakish  occurrences? 

Fortunately,  there  are  ways  in  which  the  re- 
liability of  given  samples  of  accident  data  can  be 
tested  with  reasonable  certainty.  For  example, 
the  distribution  of  automobiles  by  year  of  manu- 
facture, within  the  sample,  can  be  compared 
with  national  registration  figures  to  ascertain 
whether  the  proportions  for  each  year  are  similar. 
The  contents  of  Cornell  Automotive  Crash 
Injury  Research  case  files  are  periodically 
checked  against  national  registration  records. 
Results  have  been  most  reassuring.  There  is 
scientifically  acceptable  similarity  between  the 
national  distribution  by  year  of  manufacture  and 
that  observed  in  the  Cornell  body  of  data.  The 
same  type  of  similarity  could  be  determined  in 
terms  of  other  factors,  such  as  age  of  driver, 
make  of  car,  or  body  style.  We  are  fairly  sure 
that  our  data  are  beginning  to  represent  the 
nation’s  accident  population  with  an  acceptable 
degree  of  accuracy. 

What  are  the  types  of  accidents  in  which 
trauma  is  seen?  Epidemiologically  they  differ 
considerably  between  the  city  and  the  open 
highway.  We  observe  that  in  only  1 per  cent 
of  the  city  accidents  does  a car  overturn  without 
hitting  something  first.  Yet  26  per  cent  of  the 
cars  in  accidents  on  the  open  highway  do  so. 
We  also  observe  that  there  is  considerable  dif- 
ference in  the  frequency  of  two-car  accidents  in 


the  city  and  on  the  open  highway  and  that  the 
types  of  accidents  which  are  most  common  vary 
considerably  according  to  terrain.  Therefore, 
you  must  investigate  accidents  in  a wide  spread 
of  topographic  circumstances  and  under  diverse 
conditions  of  traffic  control. 

We  have  observed  that  on  the  open  highway 
about  54  per  cent  of  all  accidents  resulting  in 
reported  injury  involved  only  one  car.  In  the 
city,  70  per  cent  of  such  accidents  observed  in- 
volved two  cars.  This  logically  would  lead  me 
to  assume  that  we  are  not  very  good  yet  at  han- 
dling the  design  of  intersections  in  cities.  The 
bulk  of  our  two-car  accidents  in  the  city  occurs 
at  intersections.  Actually,  if  you  look  at  the 
intersections  in  your  own  villages,  you  will 
probably  observe  a good  many  which  seem 
almost  deliberately  designed  so  that  a driver 
must  be  out  in  the  middle  before  he  can  see 
what’s  coming  down  the  road . It  is  small  wonder 
that  we  observe  a higher  percentage  of  two-car 
accidents  in  town  than  in  the  country. 

The  engineer  who  makes  the  package  which 
carries  the  most  valuable  “goods”  in  our  trans- 
portation system — human  beings — is  interested 
in  finding  out  where  the  principal  forces  are 
applied  to  his  package  when  accidents  occur. 
In  addition,  Automotive  Crash  Injury  Research 
investigates  the  direction  of  principal  impacts 
to  the  automobiles  observed. 

This  engineer  can  design  a better  package  as 
he  knows  how  the  principal  impact  forces  are 
going  to  be  applied  to  it  when  accidents  occur. 
For  this  reason,  factual  information  concerning 
the  most  common  directions  of  impact  is  collected 
under  our  investigation  program.  As  you  would 
suspect,  the  bulk  of  accident  impacts  are  from 
the  front,  whether  in  the  city  (59  per  cent)  or  in 
the  country  (56  per  cent).  However,  when  im- 
pacts to  side  panels  are  investigated,  a significant 
difference  is  observed  between  town  and  country 
accidents.  Side  area  impacts  account  for  34 
per  cent  of  urban  accidents  and  only  14  per  cent 
of  those  occurring  in  rural  areas. 

Rear  area  impacts,  however,  are  about  equally 
frequent  in  and  out  of  urban  areas,  occurring  in 
about  3 per  cent  of  all  the  accidents  observed. 
This  leads  us  to  an  interesting  speculation.  If  it 
is  conceded  that  the  whiplash  injury  syndrome 
is  associated  with  impacts  from  the  rear,  pro- 
ducing hyperextension  of  the  cervical  spine,  then 
there  is  reason  to  assume  that  the  whiplash 
injury  in  motor  accidents  may  be  much  less 
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frequent  than  has  been  supposed.  Perhaps  we 
should  not  be  incorrect  in  assuming  that  the 
initial  diagnosis  of  “whiplash  injury”  not  in- 
frequently is  made  in  the  office  of  the  patient’s 
lawyer,  rather  than  in  that  of  his  physician. 

Another  matter  of  interest  to  the  engineer  is 
the  severity  of  the  impacts  to  which  the  “pack- 
age” he  designs  is  exposed  under  common  accident 
conditions.  Does  it  stand  up  well  under  the 
beating  it  has  to  take?  There  is  not  much  point 
to  designing  a safe  interior  if  the  package  itself 
is  going  to  be  badly  damaged,  ripped  open,  or 
crushed  in  on  top  of  the  “goods”  it  contains. 

Our  studies  of  crash  severity  have  been  gen- 
erally reassuring  in  this  respect.  In  74  per 
cent  of  the  rural  accidents  in  which  human  oc- 
cupants are  injured  and  in  86  per  cent  of  the 
urban  ones,  the  damage  to  vehicular  structure  is 
in  the  moderately  severe,  moderate,  or  minor 
categories.  This  means  that  the  external  com- 
ponents of  these  cars  are  capable  of  absorbing 
the  massive  forces  impinging  upon  them,  and 
that  they  are  holding  the  “goods”  fairly  well. 
If  this  were  not  the  case — if  it  had  been  found 
that  crash  severity  and  damage  were  most  often 
in  the  extreme  ranges — then  it  would  mean  to 
me  that  we  would  have  to  start  back  at  scratch 
and  try  to  rebuild  the  whole  vehicle,  this  common 
denominator  of  our  transportation  system,  from 
the  ground  up.  This  would  undoubtedly  spell 
economic  catastrophe.  It  is  encouraging  to 
observe  that  not  only  is  a human  tough  and  hard 
to  hurt,  but  that  the  over-all  vehicle  structure  is 
doing  a fairly  good  job  of  containing  him. 
This  leads  to  the  logical  assumption  that  if  car 
occupants  are  being  hurt  in  epidemic  propor- 
tions, it  is  either  because  they  are  ejected  through 
open  doors,  or  because  the  small  interior  com- 
ponents are  not  properly  designed.  Fortunately, 
these  structural  components  can  be  changed  at 
much  less  cost  than  the  entire  basic  framework 
of  the  vehicle. 

Speed  is  always  a very  controversial  issue. 
I sometimes  wonder  if  we  have  not  been  merely 
reporting  accidents  and  their  causes,  rather  than 
investigating  them.  If  this  is  true,  then  we  have 
been  indicating  cause — in  this  case,  speed — 
without  due  investigation,  and  to  me  this  seems 
to  be  a violation  of  the  guarantees  given  under 
the  Constitution.  The  data  obtained  from  the 
highways  by  Automotive  Crash  Injury  Research 
indicates  that  in  rural  injury-producing  acci- 
dents, the  average  impact  speed  of  the  vehicle 


in  which  the  injury  occurs  is  41  mph.  The 
following  figures  indicate  the  distribution  of  these 
rural  injury-producing  accidents  according  to 
impact  speed  of  the  car  in  which  injury  took 
place. 

Under  40  mph 44  per  cent 

Under  50  mph 69  per  cent 

Under  60  mph 87  per  cent 

Dangerous  or  fatal  injuries  have  been  ob- 
served in  all  speed  ranges.  While  there  is  an 
obvious  correlation  between  increasing  speed  and 
increased  occurrence  of  dangerous  or  fatal  injury, 
this  increase  in  injury  does  not  parallel  the  in- 
crease in  speed  absolutely.  We  have  investi- 
gated the  association  of  such  injuries  with  pro- 
gressive speed  increments  of  10  miles  per  hour. 
Findings  indicated  that  increases  in  dangerous 
and  fatal  injuries  associated  with  speed  ranges 
up  to  and  including  40  to  49  mph  are  small. 
In  the  50  to  59  mph  range  and  progressing  up- 
ward through  the  higher  speed  ranges,  the  in- 
crease in  dangerous  and  fatal  injuries  is  much 
more  marked. 

Another  way  to  look  at  speed,  from  a research 
point  of  view,  is  in  terms  of  the  reduction  in 
trauma  which  might  reasonably  be  expected  if  it 
were  somehow  possible  to  obtain  absolute  com- 
pliance with  fixed  maximum  speed  limits.  Our 
most  recent  study  of  speed  in  injury-producing 
accidents  has  produced  evidence  that  even  if 
you  could  keep  all  speed  down  to  60  mph  on  the 
open  highway,  you  could  still  expect  to  observe 
73  per  cent  of  the  dangerous  and  fatal  injuries 
we  now  see.*  With  an  absolute  50  mph  top 
speed  limit,  you  could  still  expect  the  continued 
occurrence  of  60  per  cent  of  them. 

It  is  not  our  purpose  here  to  argue  the  point 
of  whether  speed  control  is,  in  itself,  good  or  bad, 
but  rather  to  suggest  that  a reassessment  of  the 
effect  such  controls  may  have  toward  reduction 
of  trauma  may  be  indicated.  A further  question 
for  consideration  is  that  of  the  end  product  which 
a good  transportation  system  is  designed  to 
provide — can  speed  reduction  be  reconciled 
with  a system  whose  purpose  is  to  expedite  travel 
and  transport?  I do  not  know  the  answers. 
I merely  ask  these  questions  as  a researcher. 

To  turn  now  to  another  application  of  our 


* Ready  for  immediate  publication.  A revised  and  ex- 
panded version  of  the  Preliminary  Study  of  Speed  As  Re- 
lated to  Injury-Producing  Automobile  Accidents,  by  John  O. 
Moore,  which  appeared  in  Highway  Research  Board  Bulle- 
tin 142,  Washington,  D.  C.,  1956. 
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TABLE  I. — Frequency  of  Body  Area  Injury 


Body  Area  Injured 

Percentage 
of  Injured 
Persons 

Head 

72.3 

Lower  extremities 

45.6 

Thorax  and  dorsal  spine 

34.2 

Upper  extremities 

34.1 

Abdomen-pelvis  and  lumbar  spine 

14.9 

Neck  and  cervical  spine 

6.9 

research,  what  useful  data  can  we  provide  to 
the  physician  concerning  patterns  of  trauma 
he  may  expect  to  see  when  the  ambulance  pulls 
up  at  the  emergency  room  entrance?  The 
figures  we  are  about  to  discuss  are  preliminary 
findings  based  on  data  from  4,931  automobiles 
in  which  11,041  occupants  were  exposed  to  injury 
and  in  each  of  which  at  least  one  occupant 
sustained  some  kind  of  injury.  Of  these  11,041 
occupants,  8,259  (75  per  cent)  were  injured  to 
some  degree. 

It  is  encouraging  to  note  that  25  per  cent  of  the 
total  occupants  were  unhurt  and  that  44  per 
cent  of  those  injured  were  injured  only  to  a 
minor  degree,  since  this  observation  further 
documents  the  hypothesis  that  human  biologic 
tissue  is  very  resistant  to  sudden  stoppage 
forces.*  Another  15  per  cent  survived  injuries 
of  unreported  severity.  The  fact  that  these 
patients  were  reported  as  surviving  by  members 
of  the  medical  profession,  without  sufficient 
additional  data  to  permit  determining  their 
exact  degree  of  injury,  leads  us  to  suspect  that 
the  bulk  of  them  probably  should  be  included 
with  the  44  per  cent  whose  injuries  were  minor. 

The  remaining  injured  occupants  (41  per  cent) 
were  sufficiently  hurt  to  require  the  serious  medi- 
cal attention  of  a physician — or  a coroner. 
Within  twenty-four  hours  subsequent  to  the 
accident,  seven  per  cent  of  these  occupants 
sustained  injuries  potentially  dangerous  to 

* Superficial  soft  tissue  injuries;  sprains,  dislocation,  or 
fractures  of  fingers,  toes,  or  nose;  mild  concussion  without 
loss  of  consciousness. 


life,  and  5.4  per  cent  were  fatally  injured.  Thus, 
when  we  talk  about  automobile  fatalities,  we 
are  only  talking  about  roughly  5 per  cent  of  the 
spectrum  of  the  medical  problem  which  crash 
injuries  represent.  Further  information  on  this 
segment  of  the  problem  is  difficult  to  obtain, 
since  in  automobile  accident  deaths,  complete 
autopsy  is  rarely  performed. 

When  crash  injury  occurs,  it  is  often  massive, 
which  necessarily  complicates  the  problem  of 
treatment.  In  Table  I the  figures  show  the 
percentage  of  injured  persons  who  sustained 
injury  in  the  body  areas  indicated.  The  total 
of  the  percentage  column  comes  to  considerably 
more  than  100  per  cent.  When  people  are 
injured  in  auto  accidents,  a great  many  of  them 
are  injured  in  more  than  one  body  area. 

It  is  also  interesting  to  note  the  seriousness  of 
injury  to  the  various  body  areas  when  these 
areas  are  injured.  In  Table  II,  injuries  observed 
for  each  of  the  six  body  areas  are  tabulated  ac- 
cording to  degree  of  severity.  The  combination 
of  injury  data  of  this  kind  and  accident  data  of 
the  sort  discussed  earlier,  is  provided  through 
the  cooperation  of  the  physician  who  treated 
the  patient,  the  highway  patrol  officer  who  in- 
vestigated the  accident,  and  the  public  health 
or  other  regional  official  who  was  responsible 
for  forwarding  the  complete  reports  to  us  in 
good  order.  With  these  data  we  have  been  able 
to  rank  the  objects  inside  the  automobile  “pack- 
age” according  to  the  frequency  and  the  serious- 
ness of  the  injury  they  produce. 

In  1956,  using  findings  from  these  data,  the 
automobile  industry  began  to  change  the  design 
characteristics  of  those  objects  which  ranked 
highest  in  the  list  of  “agents”  transmitting 
“traumatic  disease,”  as  it  is  sometimes  called. 
Changes  were  made  in  door  lock  designs  by  all 
manufacturers  because  this  program  presented 
evidence  that  in  52  per  cent  of  all  injury-produc- 
ing accidents  observed,  one  or  more  front  doors 
popped  open  as  a result  of  impact  to  some  area 


TABLE  II. — Degree  of  Injury  to  Body  Areas 


-Area  Injured — 

Abdomen- 


Degree 

Head 

Lower 

Extremities 

Thorax  and 
Dorsal  Spine 

Upper 

Extremities 

Pelvis  and 
Lumbar 
Spine 

Neck  and 
Cervical 
Spine 

Minor 

56.8 

74.2 

53.0 

73.4 

45.1 

38.2 

Nondangerous 

20.6 

20.5 

23.9 

20.4 

23.1 

22.4 

Dangerous 

4.5 

.6 

6.1 

.8 

15.8 

7.9 

Fatal 

4.5 

.1 

4.7 

.1 

3.0 

15.4 

Not  reported 

13.6 

4.6 

12.3 

5.4 

13.0 

16.1 

Total 

100.0 

100.0 

100.0 

100.1 

100.0 

100.0 
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TABLE  III. — Major  CatJses  of  Injury  in  Order  of 
Importance 


Percentage  of 

✓ Occupants  Injured  to: 


Injury  Cause 

Any 

Degree 

Moder- 

ate 

Fatal 

Degree 

Danger- 

ous 

Fatal 

Degree 

Steering  assembly 

29.4 

8.4 

2.5 

Ejection 

14.6 

6.9 

3.2 

Instrument  panel 

20.6 

4.2 

.7 

Windshield 

Backrest  of  front  seat 

16.9 

4.6 

.6 

(top  portion) 

11.0 

2.4 

1.1 

Door  structures 
Backrest  of  front  seat 

7.7 

2.4 

.5 

(lower  portion) 

15.1 

2.5 

0.0 

Front  corner  post 

2.0 

1.2 

.7 

Flying  glass 

3.0 

.5 

.02 

Top  structures 

1.2 

.6 

.2 

Rear  view  mirror 

2.2 

.6 

.02 

other  than  the  door  itself.  Approximately  25 
per  cent  of  the  occupants  in  those  cars  whose 
doors  opened  were  ejected.  By  comparing 
injuries  between  those  people  who  remained  in 
the  vehicle  with  those  who  went  out,  we  de- 
termined that  the  ejectee  was  twice  as  likely  to 
be  placed  in  the  moderate,  critical,  severe,  and 
dangerous  category  of  injury  as  was  the  re- 
tainee.  The  ejectee  wTas  five  times  more  likely 
to  fall  into  the  fatal  category  than  was  the  re- 
tainee,  regardless  of  whether  the  accident  oc- 
curred at  20  mph  in  Connecticut  or  70  mph  in 
Texas.  The  first  studies  of  ejection  and  its 
influence  on  trauma  were  based  on  only  360 
case  histories.  The  same  studies  have  since 
been  repeated  with  10,000  case  histories,  and  the 
findings  of  the  smaller  study  were  confirmed 
within  one  per  cent. 

Ejection  has  more  influence  on  the  degree  and 
grade  of  injury  than  any  other  variable  we  have 
been  able  to  isolate.  So  it  was  encouraging  that 
the  first  thing  changed  about  automobiles  was 
the  design  of  the  door  lock.  Here  we  come  to 
the  heart  and  soul  of  this  research  program, 
which  attempts  to  correlate  trauma  with  the 
agent  that  produces  it. 

In  Table  III,  the  major  causes  of  injury  which 
we  have  been  able  to  isolate  and  identify  are 
ranked  in  order  of  importance.  This  order  is 
based  on  three  considerations:  the  number  of 
occupants  actually  exposed  to  the  injury  hazard 
of  the  object;  the  frequency  of  injury  caused 
by  each  object;  the  degree  of  injury  caused  by 
the  object. 

In  1956,  automobile  designers  made  changes 
in  the  steering  wheel  to  reduce  the  possibility 
of  chest  impacts  against  the  hub  of  the  wheel, 


which  would  produce  a high  level  of  localized 
force.  Door  locks  were  changed  to  control 
ejection.  Instrument  panel  padding  was  of- 
fered as  optional  equipment.  With  this  padding 
built  over  the  back  of  bendable  or  malleable 
metal  with  no  sharp  edges,  I almost  defy  you 
to  hurt  the  human  head.  Windshields  have 
not  been  changed,  but  with  restraining  devices 
it  is  possible  to  keep  the  head  away  from  the 
windshield. 

In  any  experiment  testing  variables,  you  must, 
of  course,  compare  them  against  a control. 
For  us,  pre-1956  cars  were  the  control  group 
available  for  comparison  in  testing  the  effect  of 
design  changes  indicated  on  more  recent  models. 
Our  first  step,  as  soon  as  sufficient  data  was 
available  for  comparison,  was  to  ascertain 
whether  pre-1956  cars  and  more  recent  cars  were 
getting  into  the  same  kinds  of  accidents,  and 
whether  those  accidents  were  comparable  in 
severity.  Once  this  was  established,  it  was  pos- 
sible to  compare  the  effectiveness  of  the  new 
door  locks.  The  findings  were  that  on  1956 
cars,  doors  popped  open  20  per  cent  less  often  in 
rollover  accidents,  and  33  per  cent  less  often  in 
accidents  where  no  overturn  was  involved. 

A second  control  had  to  be  established  in 
measuring  the  effectiveness  of  new  design  fac- 
tors on  human  occupants.  Even  if  the  two 
groups  of  cars  were  involved  in  comparable 
accidents , we  had  to  be  sure  that  the  same  num- 
ber of  people  were  exposed  to  the  two  groups 
and  that  they  were  located  in  seats  of  compar- 
able injury  risk.  With  all  these  similarities  estab- 
lished, we  were  able  to  compare  data  on  people 
as  well  as  accidents.  With  the  reduced  frequency 
of  doors  opening  on  the  new  cars,  we  found  an 
associated  reduction  of  approximately  48  per 
cent  in  the  risk  of  occupant  ejection.  Owing  to 
the  control  of  ejection,  the  frequency  of  dangerous 
and  fatal  injuries  among  occupants  of  1956 
cars  observed  was  down  29  per  cent. 

Of  all  the  devices  offered  in  1956  as  a means 
of  approaching  therapeutically  the  control  of 
the  problem  of  trauma,  the  device  known  as  the 
safety  belt  seems  to  offer  the  most  hope.  Out 
of  10,000  cases  the  cars  with  no  belts  and  400 
cases  of  cars  wdth  belts,  we  were  able  to  match 
81  sets  of  cars  that  were  identical  as  to  the 
following : 

Type  of  accident,  number  of  cars  involved, 
area  of  principal  impact,  make  of  car,  direction  of 
force,  weight  of  car,  speed  (identical  within  five 
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miles),  year  of  manufacture,  frequency  of  doors 
opening,  and  seated  areas  occupied. 

When  we  took  these  pairs  and  compared  them, 
we  noted  that  where  a belt  was  used,  the  fre- 
quency of  injury  to  any  degree  was  reduced  by  a 
factor  in  the  range  of  up  to  60  per  cent.  Injur- 
ies in  the  moderate  through  fatal  grades  were  also 
reduced  in  the  range  of  up  to  60  per  cent.  I 
know  of  no  other  device  or  method  of  therapy 
for  this  national  “disease”  of  crash  injury  that  is 
so  promising  or  that  could  be  more  highly 
recommended  to  your  patients.  Gentlemen, 
this  sums  up  briefly  how  research,  combining 
its  activities  with  the  local  physician  and  the 
local  patrolman,  can  get  significant  correlations 
on  the  relationships  between  the  host,  the  agent, 
and  the  environment,  make  those  available  to 
the  people  who  design  the  characteristics  of  the 
agent,  and  begin  for  the  first  time  to  offer  some 
hope  of  controlling  the  dangerous  by-product  of 
crash  injury  Which  is  associated  with  the  world’s 
greatest  degree  of  mobility.  Thank  you  very 
much. 

Dr.  Moore:  Thank  you  very  much,  John, 
for  the  excellent  presentation  of  facts  which  have 
accumulated  in  the  study  of  automotive  crash 
injury  research.  I know  there  will  be  many 
questions  asked  later  in  the  program  about  these 
findings. 

Some  years  ago,  when  a good  friend  of  mine 
and  I were  having  a discussion,  he  asked  me  if 
I had  ever  thought  about  the  multiple  meaning 
of  the  word  “tolerance,”  to  which  I replied: 
“No,  I have  never  thought  about  the  word 
‘tolerance.’  ” “Well,”  he  said,  “I’m  writing  a 
speech  and  I have  thought  about  the  word  a 
good  deal.”  He  said,  “You  know,  ‘tolerance’ 
is  a word  that  is  used  in  the  machine  tool  in- 
dustry meaning  a very,  very  close  clearance  of  a 
machine  part.  It  is  used  by  you  physicians  as 
a person’s  ‘tolerance’  to  a drug  or  an  antigen 
of  some  kind.  But,  “he  said,  “did  you  ever 
think  of  ‘tolerance’  being  indifference,  such  as  the 
indifference  of  the  people  to  the  tremendous 
number  of  motor  accidents  on  the  highways, 
to  the  total  number  of  deaths  from  highway 
accidents?  Each  holiday  weekend  we  hear  the 
Safety  Council  predict  certain  death  and  accident 
rates,  yet  we  are  indifferent,  and  that  is  a great 
and  sad  tolerance  of  the  American  people.” 
Well,  I am  glad  to  say  that  our  next  speaker 
represents  the  end  of  that  kind  of  tolerance  on 
the  part  of  the  medical  profession,  for  in  1955, 


the  medical  profession  decided  it  should  do 
something  about  this  and  no  longer  have  tol- 
erance for  the  great  toll  on  our  highways.  Out 
of  this  type  of  thinking  came  the  Committee  on 
Safety  of  the  American  Medical  Association  of 
which  Dr.  Fletcher  Woodward  is  chairman. 
He  will  be  our  next  speaker  and  will  discuss  the 
medical  profession’s  responsibility  in  motor 
vehicle  accidents.  Dr.  Woodward. 

Dr.  Fletcher  Woodward:  Thank  you  very 
much,  Mr.  Moderator.  Ladies  and  gentlemen 
of  the  Sixth  District  of  the  New  York  State 
Medical  Society,  I first  would  like  to  thank  you 
for  the  opportunity  of  coming  to  this  beautiful 
country  and  participating  in  this  program.  I 
hope  that  what  we  have  to  say  on  this  day 
will  enable  you  to  continue  to  enjoy  this  beautiful 
country  in  good  health. 

Now,  as  far  as  the  medical  profession  is  con- 
cerned, we  feel  that  we  have  a definite  respon- 
sibility at  this  time,  and  I would  like  to  go  over 
briefly  what  the  American  Medical  Association 
through  its  Committee  on  Automotive  Crash 
Injuries  and  Deaths  is  hoping  to  accomplish 
and  what  our  plans  are  in  that  regard.  As  a 
preliminary  to  the  things  that  I am  going  to  out- 
line, I would  like  to  refresh  your  memory  just 
a little  bit  more  in  regard  to  the  necessity  for 
this  business.  You  have  heard,  of  course,  a 
great  deal  as  to  what  the  State  has  done.  You 
have  also  heard  in  regard  to  the  epidemiology 
of  this  disease  from  John  Moore,  and  now  I 
want  to  tell  you  what  plans  we  are  making  in 
regard  to  a remedy  for  this  disease. 

In  the  past  thirty  years  the  number  of  auto- 
mobiles increased  three  times,  from  20  to  60 
million.  The  death  rate  for  100  million  miles, 
which  was  19  thirty  years  ago,  has  now  been 
reduced  to  6.4.  The  credit  for  this  happy 
result  is  due  to  the  automobile  manufacturers, 
the  police,  and  many  fine  local,  state,  and  na- 
tional safety  organizations  who  did  indefatigable 
work  over  the  years  and  made  this  reduction 
possible.  Unfortunately,  this  figure  is  now  prac- 
tically a static  one  and  only  by  running  hard  can 
we  hope  to  stand  still.  The  doctors  who  are 
called  on  to  pronounce  death  or  treat  these  un- 
fortunate victims  night  and  day  are  greatly 
concerned  with  the  fact  that  although  the  rate 
is  now  about  6.4,  there  is  a slow  but  steady  in- 
crease in  the  total  number  of  deaths  and  injuries, 
which  this  year  are  expected  to  reach  about  40,000 
and  1,500,000  respectively.  Of  this  number  of 
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injured,  20  per  cent  will  be  classified  as  severe  or 
critical,  according  to  the  figures  of  Mr.  John 
Moore. 

In  all  our  wars,  less  than  one  million  men  have 
been  killed.  The  automobile  got  its  millionth 
victim  more  than  four  years  ago,  and  the  rate 
has  been  accelerating  since  the  use  of  increased 
horsepower.  The  number  one  health  problem 
in  this  country  today  is  the  carnage  created 
by  the  automobile.  One  car  in  12  now  crashes 
every  three  seconds,  causing  one  death  and  25 
injuries  every  ten  minutes.  The  Institute  of 
Life  Insurance  says  highway  accidents  in  the 
past  four  years  have  cost  them  more  than  did 
World  War  II.  Cardiovascular  diseases  and 
cancer  are  leading  causes  of  death,  but  the 
automobile  rate  is  close  to  high  if  figured  on 
man-years  of  life  lost,  for  the  first  two  categories 
are  primarily  diseases  of  old  age  groups,  whereas 
the  automobile  rate  is  high  in  our  younger  age 
group.  In  a search  for  the  cause  of  this  tragic 
toll  each  year,  three  factors  stand  out  above  all 
the  rest:  the  drinking  driver,  who  is  estimated 
to  be  involved  in  one  half  of  our  fatal  crashes; 
the  speeding  driver,  who  is  involved  in  one- 
third  and  is  also  listed  as  reckless,  driving  on 
the  wrong  side  of  the  road,  and  is  a frequent 
contributing  factor  in  drinking  driver  crashes, 
and  poorly  designed  automobiles  from  a safety 
standpoint.  For  instance,  the  average  steering 
wheel  collapses  on  impact  at  12  miles  per  hour, 
leaving  the  steering  post  as  a lethal  projection. 
Also,  an  unrestrained  passenger  is  unable  to 
protect  himself  from  injury  on  impacts  of  12 
miles  per  hour,  and  if  thrown  out,  his  chance  of 
injury  or  being  killed  is  twice  as  great  as  you 
have  heard.  If  he  is  thrown  out,  the  many 
projecting  buttons  and  knobs  and  unpadded 
areas,  along  with  many  other  poorly  designed 
features,  also  contribute  to  the  large  number  of 
deaths  and  injuries  directly  due  to  poor  design. 

It  is  welcome  news  that  the  automobile  manu- 
facturers have  now  agreed  to  minimize  speed, 
acceleration,  and  horsepower  in  their  advertis- 
ing. I am  sure  that  the  average  youngster  would 
be  less  inclined  to  check  on  these  fantastic  claims 
if  he  were  not  daily  confronted  with  them.  As  a 
result  of  our  studies,  we  are  convinced  that  if 
drinking  and  driving,  speed,  and  recklessness 
are  controlled,  and  improvements  in  automobile 
design  are  provided,  the  present  appalling  toll 
of  deaths  and  injuries  can  be  substantially 
reduced,  perhaps  by  one-half.  We  are  firmly 


convinced  that  enough  facts  are  at  hand  to  ac-  I 
complish  this  goal  now.  A certain  basic  number  1^ 
of  accidents  are  inevitable  in  our  complex  and  | ( 
mobile  society,  but  the  number  is  at  present  I 
far  too  high.  If  20,000  lives  can  be  saved  each  | 
year  by  employing  these  suggestions,  why  not  I 
employ  them.  If  doctors  had  waited  until  all  I 
the  facts  were  at  hand  in  controlling  typhoid,  I 
smallpox,  malaria,  yellow  fever,  venereal  disease,  I 
and  polio,  as  examples,  then  the  control  of  these  I 
scourges  would  have  been  long  delayed.  Since  I 
we  have  enough  facts  to  begin  the  control  of  \ 
our  number  one  health  problem,  it  is  certainly  | 
the  doctor’s  business  to  advocate  and  employ  I 
these  preventive  measures. 

Since  the  number  one  killer  is  the  drinking  1 
driver,  since  repeated  tests  have  shown  that  !l 
driving  skill  deteriorates  with  an  alcohol  blood  j 
level  of  around  .03  to  .05  per  cent,  then  let’s  see  ji 
that  the  present  accepted  limit  in  most  states  of 
about  15  one  hundredths  per  cent  is  placed  at  a 
lower  level,  because  that  alone  will  go  a long 
way  toward  convicting  and  eliminating  the 
drinking  driver,  the  cause  of  one  half  of  our  fatal 
crashes. 

Since  the  number  two  killer  is  speed,  let’s  see 
that  we  have  an  adequate  police  force,  and  let’s 
back  it  up  with  adequate  laws  and  impartial 
enforcement.  To  get  adequately  stringent  laws, 
both  the  public  and  the  legislator  need  to  be  j 
educated  as  to  the  seriousness  of  the  problem  and 
to  be  shown  that  the  remedy  is  at  hand. 

As  for  the  number  three  killer,  automobile 
design,  we  must  again  educate  the  public  to 
demand  safety  features  as  standard  equipment, 
and  in  order  to  hasten  this  day  we  must  back 
the  thoughtful  members  of  Congress  who  at  this 
time  are  considering  Federal  legislation  to  require 
the  various  manufacturers  to  meet  certain 
basic,  proved  safety  features  in  their  product. 

As  it  stands  today,  the  destiny  of  thousands  rests 
in  the  hands  of  a comparative  handful  of  men 
who  are  the  designers  and  automotive  engineers.  I 
They  decide  that  next  year’s  cars  are  to  be 
with  no  benefit  of  medical  advice  or  consulta- 
tion. Many  useful  lifesaving  suggestions  have 
been  made  over  the  years  and  have  been  con- 
sistently ignored.  The  American  Medical  As- 
sociation, realizing  that  a certain  undetermined 
percentage  of  accidents  is  caused  directly  or 
indirectly  by  medical  conditions,  such  as  drugs 
and  other  related  physical  factors,  claimed  that 
it  was  our  first  duty  to  clean  our  own  house. 
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To  this  end,  the  Board  of  Trustees  of  the 
American  Medical  Association  established  a com- 
mittee to  study  the  medical  aspects  of  automobile 
crash  injuries  and  deaths  in  1955.  This  com- 
mittee sponsored  a symposium  on  this  subject 
in  June,  1956,  at  the  Chicago  meeting.  It  is 
now  preparing  a book  to  serve  as  a guide  for 
physicians  in  determining  fitness  to  drive  as 
related  to  the  medical  background  of  the  indi- 
vidual. When  completed,  this  book  will  advise 
the  physician  relative  to  his  patient’s  driving 
limitations  that  may  be  involved  in  physiologic 
states;  pathologic  conditions;  emotional  dis- 
turbances, and  drugs  and  alcohol.  In  addition  to 
the  guide  for  physicians,  a pamphlet  will  be 
written  at  the  popular  level  concerning  the  more 
commonly  encountered  situations.  The  patient 
will  then  have  the  advantage  of  something  in 
print  to  guide  him  as  to  whether  or  not  he 
should  drive  and  if  so,  under  what  safeguards. 
There  is  little  doubt  that  a good  deal  of  attention 
must  be  given  to  the  very  serious  question  of 
who  shall  be  permitted  to  drive  an  automotive 
vehicle  and  who  should  be  denied  that  privilege. 
We  emphasize  that  driving  should  be  a privilege 
not  a right. 

The  third  objective  is  to  develop  better  medical 
standards  for  driver  licensure.  A guide  will  also 
be  prepared  for  examining  police  officers  and  for 
state  agencies  concerned  with  licensing.  We 
hope  that  each  state  medical  society  will  appoint 
a committee  on  traffic  safety  which  would  be  in 
a position  to  advise  and  assist  state  driver  licens- 
ing bodies  in  their  efforts  to  improve  medical 
standards  and  licensing. 

Similar  traffic  safety  committees  should  be 
appointed  by  county  medical  societies.  They 
should  promote  the  extension  of  emergency 
first  aid  training  to  as  many  citizens  as  possible. 
This  training  will  be  of  value  not  only  in  the 
reduction  of  the  severity  of  automobile  crash 
injury,  but  also  will  serve  the  needs  of  Civilian 
Defense.  They  also  feel  that  it  is  desirable  to 
equip  all  automobiles  with  first  aid  kits. 


Related  to  first  aid  is  another  objective  which 
is  to  see  that  proper  and  adequate  emergency 
transportation  is  provided  in  their  local  com- 
munities. We  hope  to  accomplish  this  work 
through  the  state  and  county  medical  societies. 
Since  the  drivers  of  ambulances  frequently  abuse 
their  privilege,  we  feel  that  all  signs  should  be 
removed  and  that  ambulances  as  well  as  all 
other  emergency  vehicles  should  obey  all  traffic 


regulations.  As  citizens  and  physicians  we  feel 
that  accredited  driver  training  schools  should 
be  established  for  all  high  school  level  children. 
Similar  schools  should  be  provided  for  the  public 
and  all  applicants  for  licensure  and  all  reapplica- 
tions after  suspension  or  revocation  of  their 
licenses  should  be  required  to  present  a certificate 
from  such  a school  certifying  that  they  have 
successfully  passed  the  course.  In  addition  to 
the  driver  training  schools,  we  hope  the  day  will 
soon  come  when  a certificate  from  a physician 
will  also  be  required  certifying  to  the  physical 
and  mental  fitness  of  the  applicant.  A referral 
clinic  staffed  by  physicians  and  psychologists  will 
also  be  established.  It  will  be  their  duty  to  pass 
on  the  fitness  to  drive  of  repeat  offenders  referred 
to  them  by  the  police,  the  court,  and  the  physi- 
cian, and  on  those  past  sixty-five  years  of  age 
at  the  time  of  their  date  for  re-examination. 

As  to  definitive  care  of  the  injured,  the  physi- 
cian is  justifiably  proud.  The  results  in  World 
War  II  were  much  better  than  in  World  War  I. 
There  was  a further  improvement  during  the 
Korean  conflict.  Prompt  and  efficient  first  aid, 
better  and  prompt  transfusions,  treatment  of 
shock,  more  blood  transfusions,  better  anesthetic 
technics,  the  use  of  antibiotics  to  control  infection, 
improved  surgical  technics  were  all  responsible 
for  this  gratifying  improvement.  The  AM  A 
committee  intends  to  invite  representatives  from 
all  state  medical  societies  to  meet  with  them  in 
San  Francisco  in  June,  1958,  at  the  time  of  the 
annual  meeting.  A uniform  group  of  objectives 
will  be  presented  for  discussion  and  considera- 
tion by  all  state  medical  societies.  As  evidence 
of  the  interest  of  the  entire  medical  profession 
in  the  subject  and  the  conviction  that  something 
can  and  should  be  done  toward  prevention  of 
accidents  and  injuries,  I wish  to  quote  a resolution 
adopted  by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  meeting  in  Boston, 
December  1,  1955. 

Whereas,  traffic  accidents  in  the  United  States 
at  that  time  claimed  38,000  lives  and  one  and  one- 
quarter  million  injured  each  year  with  the  prob- 
able 45  per  cent  increase  in  vehicle  mileage  in  the 
next  ten  years  and 

Whereas,  the  death  and  accident  toll  would  be 
materially  reduced  with  improvement  of  automo- 
tive design  and  construction  and 

Whereas,  all  other  modes  of  public  transpor- 
tation except  automobiles  are  already  safeguarded 
by  Federal  safety  standards,  therefore,  be  it 
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Resolved,  that  the  American  Medical  Associa- 
tion through  its  House  of  Delegates  should 
strongly  urge  the  President  of  the  United  States 
to  request  legislation  from  Congress  authorizing 
the  appointment  of  a national  body  to  regulate 
safety  standards  of  automobile  construction.” 

On  January  9, . 1956,  Dr.  George  F.  Lull, 
Secretary  and  General  Manager  of  the  Associa- 
tion, addressed  a letter  to  President  Eisenhower, 
in  which  he  directed  attention  to  this  resolution. 
The  magnitude  of  this  problem  is  well  recog- 
nized by  the  medical  profession.  The  epidemi- 
ology is  understood.  The  remedy  is  known  and 
available,  so  why  not  get  on  with  the  treatment. 
Thank  you. 

Dr.  Moore:  Thank  you,  Dr.  Woodward. 
We  are  going  to  have  the  panel  answer  questions 
for  about  twenty  minutes.  First,  I would  like 
to  lay  down  the  ground  rules  so  the  discussion 
can  be  kept  under  control.  Please  signify  a 
desire  to  ask  a question.  Then  the  gentleman 
with  the  microphone  will  come  to  you.  Will 
you  please  state  your  name,  your  county,  and 
whether  you  are  directing  the  question  to  any 
particular  member  of  the  panel.  If  you  are  not, 
I will  ask  one  of  the  panel  to  answer  it.  Who 
would  like  to  start  asking  questions? 

Dr.  Howard  D.  Kelly,  Cortland:  I have 
two  questions.  To  get  to  the  practical  aspect  of 
this  discussion,  I would  like  to  know  what  type 
of  safety  belt  is  considered  best  and  also  whether 
helmets  are  being  used.  If  so,  what  brand  of 
helmet  is  considered  best,  particularly  for 
children  who  are  riding  in  vehicles  like  station 
wagons  and  cannot  be  strapped  in? 

Dr.  Moore:  I’ll  ask  Mr.  Moore  to  answer 
the  question. 

Mr.  Moore:  As  to  the  official  name  brand, 
there  is  no  commercial  name  brand  that  is  known 
to  excel  another.  I would  suggest  that  the  ques- 
tion would  best  be  answered  by  saying  that  those 
belt  manufacturers  who  assure  the  purchaser  that 
they  meet  the  minimum  standards  set  forth  by 
the  Society  of  Automotive  Engineers  Committee 
on  Safety  Belt  Standards  should  be  procured. 
All  belts  sold  by  the  major  automobile  manufac- 
turers through  their  licensed  dealers  have  been 
dynamically  tested  to  meet  this  standard. 
The  procurement  of  a belt  for  installation 
in  a vehicle  is  no  better  than  the  quality  of  its 
installation,  so  that  the  belt  that  is  offered  with- 
out an  installation  that  has  been  tested  is  of 
questionable  value.  I would  suggest  that  the 


medical  profession  of  the  State  of  New  York  E 
has  an  excellent  opportunity  to  suggest  legis-  t: 
lative  protection  here  which  may  resemble  the  v 
type  of  protection  offered  to  the  people  of  \ 
California  in  that  any  belt  offered  for  sale  in 
the  State  of  California  must  be  tested  by  the  t 

California  highway  patrol  and  certified  as  avail-  , 
able  for  sale.  I know  of  no  way  we  can  protect 
against  the  unscrupulous  manufacturer  of  a safety 
belt  other  than  this  device.  As  to  the  type  of 
helmets,  I would  recommend  the  helmet  which 
has  the  general  configuration  of  a helmet  and 
which  has  a shell  made  of  laminated  fiberglass 
with  an  interior  made  of  energy-absorbing  plastic 
material,  such  as  cellulose  acetate. 

I believe,  however,  that  in  place  of  trying  to 
substitute  helmets  for  children,  you  could  ac- 
complish more  if  you  were  to  get  the  restraining 
type  of  jacket,  which  is  a vest  made  of  a cotton 
poplin  with  njdon  cross  straps  and  round  the 
waist  straps  which  can  be  clipped  to  the  attach- 
ment of  the  safety  belt.  This  is  available  from 
one  commercial  manufacturing  source  I know 
of,  but  as  an  academic  man  I prefer  not  to  quote 
commercial  sources. 

Dr.  James  Greenough,  Otsego:  Mr.  Moore, 

I believe  you  said  that  you  did  not  have  much 
autopsy  material  in  your  study,  or  was  I in- 
correct in  that? 

Mr.  Moore:  That  is  correct,  sir. 

Dr.  Greenough:  Would  more  autopsy  ma- 
terial be  of  benefit,  and  if  so,  might  it  be  possible  | 
either  by  legislation  or  by  medical  examiners’ 
rules,  to  make  vehicular  deaths  obligator}^  autop- 
sies? 

Mr.  Moore:  It  would  be  most  useful  infor- 
mation, sir.  The  great  fallacy  of  studying  fatali- 
ties today  is  that  we  do  not  even  know  reliably 
what  degrees  of  body  injury  are  associated  with 
death.  The  patient  is  generally  viewed  by  the 
physician,  pronounced  dead  on  arrival,  turned 
over  to  a coroner,  who  in  many  states  is  not  even 
a medical  man,  and  the  most  common  result  is  , 
that  you  get  the  report,  death  by  automobile 
accident,  broken  neck,  and  fractured  skull. 

Recently  I heard  of  many  of  the  autopsies 
done  on  people  killed  in  airplane  crashes.  Au- 
topsy material  showed  that  death  was  due  to 
the  liver  breaking  loose  from  its  attachments. 
The  heavy  weight  of  the  liver  was  the  cause  of 
death  and  not  the  blow  on  the  head.  This  ex- 
ample shows  the  value  of  autopsy  material — 
we  need  it. 
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Voice  from  Floor.  I would  like  to  ask  Mr. 
Begley  a question  I have  been  asked  many 
times.  Is  there  any  liability  of  the  physician 
who  draws  blood  for  an  alcohol  test  against  the 
patient’s  will? 

Mr.  Begley  : There  have  been  some  decisions 
that  have  been  held  that  the  doctor  is  guilty 
of  assault  if  he  takes  blood  from  a man  who  is 
intoxicated  and  incapable  of  giving  his  consent. 
We  discussed  this  before  the  panel,  and  Dr.  Wood- 
ward will,  I think,  bear  me  out  that  there  is  a 
recent  decision  that  has  held  that  it  is  not  assault 
for  a doctor  to  take  it,  but  there  is  the  difficulty 
that  there  has  been  no  final  decision  on  this, 
and  thus  the  state  police  have  difficulty  in  getting 
physicians  to  make  the  test,  because  some  of  the 
decisions  have  held  that  a man  who  is  intoxicated 
is  incapable  of  giving  his  consent,  therefore  the 
taking  of  it  involuntarily  is  assault.  However,  we 
have  made  some  stringent  rules  in  the  Motor 
Vehicle  Bureau  that  if  a man  refuses  to  give  con- 
sent to  a test,  his  license  is  generally  revoked. 
That  in  itself  is  only  a penalty,  and  it  doesn’t 
answer  the  question  you  asked.  I think  prob- 
ably Dr.  Woodward  has  something  he  can  tell 
you  on  this  recent  decision.  Dr.  Woodward. 

Dr.  Woodward:  I don’t  recall  anything 
more  than  what  you  have  said.  I think  that  is 
the  way  it  stands  today  as  I remember  it.  Do 
you  have  any  information  on  that,  John? 

Mr.  Moore:  New  York  State  has  a special 
advantage  here  in  that  when  you  accept  a 
license  you  automatically  sign  a statement 
that  if  you  refuse  to  submit  to  an  examination  for 
intoxication,  the  license  is  automatically  for- 
feited. I think  that’s  a sleeper  clause  of  which 
most  people  who  hold  New  York  State  drivers’ 
licenses  are  not  aware.  The  fine  print  is  in  the 
contract.  Very  few  states  have  that  protection, 
and  most  of  them  that  don’t  have  it  sort  of  envy 
New  York  the  protection  it  gives  the  physician, 
because  although  the  man  may  be  a little  tipsy, 
if  this  fine  print  is  read  to  him  and  he  still  re- 
fuses, then  he  knows  his  license  is  going  to  be 
automatically  revoked,  so  that  in  most  cases  he 
voluntarily  signs  a release  to  the  physician  to 
take  a blood  sample. 

Dr.  Everett  W.  Corradini,  Chemung: 
Mr.  Moore  made  some  surprising  statements 
about  the  speed  of  accidents.  I can  well  imagine 
that  estimates  of  speed  made  by  the  drivers 
may  be  a little  suspect.  We’re  all  aware  of 
accidents  that  occur  in  the  middle  of  the  night 


unobserved.  The  people  involved  can’t  testify 
as  to  the  speed,  and  often  there  are  no  skid 
marks.  I would  wonder  about  the  source  of  the 
information  concerning  the  speed  at  which  these 
accidents  take  place. 

Mr.  Moore:  The  data  collected  by  Auto- 
motive Crash  Injury  Research  is  submitted  by 
the  highway  patrolman  who  investigates  the 
accident.  The  data  in  the  absence  of  any  instru- 
mentation must  be  admitted  to  be  subjective. 
Methods  of  validation  of  the  data  consist  of 
taking  photographs  of  the  vehicle  of  an  identical 
nature,  hit  in  the  same  area,  from  the  same 
angle.  This  method  is  used  in  the  states  of 
Texas,  New  York,  Pennsylvania,  Connecticut, 
and  Indiana  for  estimating  speed  at  contact. 
Repeated  examinations  of  this  type  of  data  have 
demonstrated  that  when  this  is  done,  the  troopers 
seldom  vary  as  much  as  five  miles  an  hour. 

Another  method  of  validating  the  data  is  to 
cross-check  with  the  data  maintained  by  the 
United  States  Bureau  of  Public  Roads,  which 
is  secured  by  unobserved,  mechanically  recorded 
radar  checks  of  speed  on  a national  random 
sample.  The  distribution  of  accidents  and  the 
distribution  of  speed  in  these  accidents  is  almost 
identical  with  that  maintained  by  the  Bureau  of 
Public  Roads. 

The  third  method  of  validating  this  subjective 
data  is  that  photographs  of  vehicles  involved  in 
laboratory  type  controlled  crash  tests  are 
available  for  the  analyst  to  compare  the  damage 
patterns  with  those  coming  in  from  the  highway 
laboratories.  The  data  admittedly  has  never 
been  presented  as  anything  other  than  subjective, 
but  methods  of  cross-validation  indicate  to  us 
that  although  it  is  subjective,  it  has  a useful 
purpose. 

One  further  comment  on  this,  a simple  method 
of  finding  out  with  instrumental  accuracy  could 
be  devised  if  the  manufacturers  were  willing. 
The  design  of  the  speedometer  needle  could  be 
so  constructed  that  a shear  pin  could  be  built 
into  it  and  the  back  of  the  needle  could  be  run 
with  radium  paint.  The  shear  point  could  be 
selected  arbitrarily  at  2 G of  impact  which  is 
above  normal  breaking  impacts,  and  when  the 
needle  breaks  and  swings  forward  it  would 
impinge  against  the  surface  of  the  speedometer 
face  and  mark  the  face  with  radium  paint.  Y ith 
the  use  of  a black  light,  i.e.,  ultra  violet  light, 
the  point  at  which  the  shear  pin  broke  and  the 
speedometer  needle  flipped  forward  could  be  very 
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clearly  found.  This  is  an  accepted  method  of 
finding  out  in  aviation  accident  investigation  at 
what  point  the  instruments  in  the  aircraft 
stopped  running,  because  the  needles  have  ra- 
dium paint  dripped  on  the  back.  This  was  ac- 
cidentally discovered  during  an  investigation  I 
happened  to  be  a party  to  some  years  ago. 

Dr.  John  Kalb,  Broome  County:  Mr.  Moore, 
I do  not  feel  confident  to  speak  about  this  subject 
because  I arrived  late,  but  I have  asked  law 
enforcement  people  and  have  intended  to  write 
the  Bureau  of  Motor  Vehicles  to  inquire  about  a 
common  sight  that  people  who  drive  on  the  high- 
ways see  every  day.  I refer  to  the  system  of 
putting  up  highway  traffic  control  signs  on  the 
road.  A typical  example  of  what  I think  is 
bad  practice  is  when  you  come  to  the  edge  of  a 
small  village  or  community  and  a sign  reads  “End 
of  Speed  Zone.”  At  that  particular  point  there 
may  be  a little  rise,  a little  knoll  over  which  one 
cannot  see,  and  the  person  who  is  not  acquainted 
with  that  particular  highway,  a stranger,  natu- 
rally at  the  “End  of  Speed  Zone”  steps  on  his 
accelerator,  and  in  an  instant  he  is  over  the  knoll 
and  there  appears  another  sign  which  greets 
him  with  “Dangerous  Intersection  Three  Hun- 
dred Feet  Ahead.”  One  can  see  these  kinds  of 
examples  all  the  time.  I asked  the  sheriff 
what  about  it?  Well,  it  appears  each  little  sub- 
division apparently  has  a right  to  make  up  its 
speed  zones  so  the  state  controls  it  in  one  area, 
the  little  village  controls  it  in  another.  I can 
show  you  a picture  of  a sign  that  reads  “End  of 
Speed  Zone”  and  about  ten  feet  behind  it  another 
reading  “Stop.”  I should  think  that  something 
could  be  worked  out  to  stop  this  contradiction, 
for  it  is  most  confusing  for  a stranger. 

Dr.  Moore:  I am  not  sure  whether  the 

Bureau  of  Motor  Vehicles  and  the  Department 
of  Highways  overlap  here,  but  I am  going  to  take 
a chance  and  call  on  Mr.  Begley. 

Mr.  Begley:  There  is  a conflict  of  authority 
there  as  I see  it.  The  town  regulates  the  speed 
and  mounts  the  sign  that  shows  the  speed,  and 
then  when  they  strike  the  state  highway,  they 
put  the  “End  of  Speed  Zone”  up  to  indicate  the 
end  of  the  rural  speed  zone,  or  the  village  speed 
zone.  Now  of  course,  that’s  a highway  matter, 
but  it  really  is  an  important  point  to  bring  to  the 
attention  of  the  Motor  Vehicle  Bureau.  They 
could  place  a different  kind  of  sign  there  to  in- 
dicate that  there  is  a place  where  one  auto- 
matically slows.  I have  driven  many  highways, 


and  I think  that  the  instances  that  you  quote  are 
not  as  prevalent  as  you  indicate.  However,  if 
the  condition  is  present,  it  ought  to  be  brought 
to  the  attention  of  the  Highway  Department  by 
the  Motor  Vehicle  Bureau  and  I will  be  glad  to 
consider  that  as  one  of  the  suggestions  we  have — 
that  is,  the  matter  of  signs. 

While  we  are  on  this  subject,  there  is  some 
talk  about  the  road  signs  being  changed  a little 
where  the  writing  indicates  speed  and  that  sort 
of  thing.  In  Europe,  for  instance,  they  have 
signs  which  demonstrate  whether  it  is  speed 
or  whether  it  isn’t  speed  so  that  people  from  out 
of  a country  would  know  universally  what  these 
signs  mean,  and  I think  there  will  be  something 
coming  up  in  the  uniform  traffic  regulations  to 
regulate  also  the  types  of  signs  that  will  be 
adopted  throughout  the  nation  as  soon  as  they 
get  these  uniform  rules  together,  because  you 
know  in  one  state  they  have  a certain  kind  of 
sign  and  in  another  state  they  have  another  kind 
of  sign,  and  here  we  have  the  situation  you  are 
talking  about  because  of  the  conflict  of  two 
authorities.  But  I think  it  is  a good  suggestion 
and  I will  be  glad  to  present  it. 

We  have  many  other  difficulties  too.  One 
is  the  flash  signal  for  advertising  restaurants 
along  the  road.  These  flash  signals  and  signs 
will  probably  eventually  lead  to  some  regulation 
prohibiting  flashing  signs  or  signs  that  may  con- 
fuse you  from  a distance  as  you  are  approaching 
an  intersection.  Something  with  a sign  on  it, 
which  you  have  thought  was  a signal  light,  will 
turn  out  to  be  a hot  dog  stand  or  some  other  sort 
of  place. 

Dr.  Moore:  Any  other  questions? 

Dr.  W.  A.  Lucas,  Chemung:  About  a year 
ago  I talked  with  one  of  the  members  of  the  Cor- 
nell Research  team  on  the  shortcomings  of  our 
own  safety  belts  on  our  car,  and  one  of  the 
things  he  pointed  out  as  a rather  grave  fault 
was  the  fact  that  the  seat  belts  in  the  second  and 
third  seats  in  the  station  wagon  were  not  at- 
tached to  the  frame  of  the  car.  Under  any 
severe  condition  of  stress,  they  could  easily 
tear  loose.  I am  wondering  if  Mr.  Moore 
could  mention  some  other  specific  points  of 
weaknesses  that  one  might  look  into  when  he 
buys  these  belts  or  should  he  just  get  a good 
brand  and  trust  in  that? 

Mr.  Moore  : I am  a little  hesitant  to  mention 
commercial  sources  because  I am  speaking  for  the 
record.  This  is  often  mistaken  to  constitute 
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endorsement.  Cornell  University’s  Committee 
for  Transportation  Safety  Research  was  the  first 
public  group  that  I know  of  to  come  out  without 
equivocation  and  recommend  seat  belts.  We 
recommended  that  any  belt  that  is  used  meet 
certain  standards.  Among  the  standards  was 
that  the  belt  be  so  designed  that  the  attachment 
point  could  be  demonstrated  by  actual  test  to 
carry  the  full  load  which  could  be  developed 
against  the  belt  webbing  and  buckle.  Whether 
this  is  attached  to  the  frame  of  the  car  or  to  the 
floor  pan  of  the  car  is  a moot  question  in  my 
mind,  as  long  as  the  engineering  of  the  attach- 
ment point  will  carry  all  the  load  that  the  webb- 
ing of  the  belt  can  develop.  If  the  webbing  of  the 
belt  will  develop  4,000  pounds  of  load  across  the 
pelvis,  then  it  is  foolish  to  tie  it  to  a structure 
that  will  carry  10,000  pounds  of  load,  because 
you’re  breaking  at  4,000  pounds.  If  your  belts 
in  your  station  wagon — as  in  mine,  and  I am 
the  proud  possessor  of  seven  children  and  my 
station  wagon  has  nine  belts  in  it — are  attached 
to  the  floor  pan  and  the  attachment  is  engineer- 
ing know-how  by  the  manufacturer  who  built 
the  vehicle,  there  will  be  a large  reinforcing 
plate  underneath  the  floor  pan.  This  manu- 
facturer has  demonstrated  repeatedly  that  this 
method  of  attachment  which  does  not  neces- 
sarily go  to  the  frame  of  the  car  will  carry  all 
the  load  that  the  webbing  will  develop.  Now 
the  floor  pan  is  limited  here  in  that  if  you  do 
not  care  for  it,  it  deteriorates  from  erosion,  and 
it  will  become  a weak  attachment  point  so  that 
the  best  solution  would  be  to  attach  belts  to  the 
frame  if  the  engineering  installation  will  allow 
so.  Only  one  or  two  installations  manufactured 
today  do  go  to  the  frame.  Most  of  the  rest  are 
attached  to  the  floor,  but  they  have  engineered 
large  reinforcement  plates  that  will  securely  an- 
chor the  belt.  If  you  have  a fairly  recent  auto- 
mobile, station  wagon  design,  and  if  an  orthodox 
manufacturer  made  that  automobile,  I am  sure 
you  are  safe. 

Dr.  Moore  : Any  other  questions? 

Dr.  E.  F.  Butler,  Chemung : The  past  presi- 
dent of  the  State  Society,  Dr.  Greenough,  has 
brought  up  a very  worth-while  and  important 
point;  namely,  the  desirability  of  additional  au- 
topsy findings  to  determine  the  full  effect  of 
crash  injuries  leading  to  death.  I assume  that 
Dr.  Greenough  would  be  more  interested  in  the 
sum  total  of  those  injuries  leading  to  early  death 
rather  than  delayed  death.  Now,  it  seems  to  me 


that  this  poses  a direct  challenge  to  the  execu- 
tive and  legislative  branches  of  the  State  gov- 
ernment to  this  extent;  autopsies  cost  money 
to  the  counties  in  which  they  are  carried  out. 
You  might  find  considerable  obstruction  arising 
from  county  groups.  Would  the  State  Legisla- 
ture prompted  by  the  wishes  of  the  executive 
draw  up  a bill  to  cover  three  points? 

1.  Appropriation  of  funds  to  reimburse 
counties  for,  let  us  say,  a limit  of  1,000  autopsies. 

2.  For  a type  of  report  that  would  be  ac- 
ceptable in  order  to  secure  reimbursement,  and 
in  that  I would  suggest  that  Mr.  Moore  should 
have  a good  hand  in  preparing  the  specifications 
of  the  bill. 

3.  The  legalization  of  autopsies  done  on  crash 
victims  under  these  conditions,  so  as  to  obviate 
the  very  unhappy  experiences  that  the  medical 
profession  has  come  to  associate  with  any  ef- 
forts on  their  part  to  render  public  service  in 
these  situations. 

Dr.  Moore:  Thank  you.  Do  you  have  any 
comments,  Mr.  Begley? 

Mr.  Begley:  Well,  with  the  autopsy  prop- 
osition you  intrude  on  family  and  relatives. 
That  sort  of  thing  has  always  caused  a lot  of 
difficulty.  I think  the  coroner,  who  has  the 
most  authority  in  this  sort  of  thing,  could  order 
an  autopsy  if  he  believes  that  it  is  necessary, 
but  it  would  have  to  be  an  order  of  the  coroner. 
Often  the  district  attorney  recommends  in  some 
cases  an  autopsy  for  the  purpose  of  determining 
the  cause  in  the  case  of  an  accidental  death  to 
find  out  whether  it  was  caused  by  a heart  con- 
dition possibly  or  as  the  result  of  the  accident. 
However,  that  is  a matter  that  would  have  to 
be  brought  up  at  the  Legislature.  From  past 
experience  as  a district  attorney,  I’ll  tell  you  this, 
that  you  are  going  to  run  into  a whole  lot  of 
difficulty  with  people  giving  consent  to  autopsy, 
even  on  people  who  have  died  as  the  result  of  an 
automobile  accident,  unless  the  coroner  or  district 
attorney  directs  that  an  autopsy  be  held  by  an 
order  from  him  as  an  official.  Whether  you 
could  get  legislation  of  this  type  through  or  not 
is  something  that  I can’t  answer.  I know  that 
it  is  difficult  to  get  that  sort  of  thing  through, 
and  you,  as  doctors,  know  the  difficulty  of  asking 
relatives  for  autopsy  in  such  cases. 

Dr.  Moore  : Dr.  Anderton? 

Dr.  W.  P.  Anderton,  New  York  City:  Did 
I understand  Mr.  Begley  to  say  that  applicants 
for  motor  vehicle  licenses  are  required  by  the 
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Commissioner  to  sign  a permit  to  have  their 
blood  taken  for  alcohol  testing  on  the  request  of 
a police  officer? 

Mr.  Begley:  We  don’t — that’s  a police  * 
measure.  The  police  handle  the  question  of 
having  them  sign  the  consent.  The  whole 
question  comes  up  whether  or  not  the  consent 
is  a valid  consent  depending  on  the  condition 
of  the  man  at  that  time.  That’s  been  our  diffi- 
culty as  far  as  court  decisions  are  concerned. 

I think  the  question  of  whether  the  man  in 
question  is  capable  of  giving  his  consent  has 
been  the  difficulty  in  the  past.  However,  we 
have  tried  to  overcome  that  by  putting  the 
penalty  on  him  in  our  State,  i.e.,  if  he  refuses  to 
consent  to  a test  we  can  revoke  his  license  with 
that  as  a basis.  I couldn’t  answer  what  the 
courts  are  going  to  do  on  this.  We  have  been 
tr}ring  to  get  an  answer  for  it  for  about  a year 
now,  and  we  haven’t  got  a clear-cut  decision  on 
this  matter  from  the  courts  on  this  medical 
question.  However,  the  troopers  are  using  a 
device  called  a drunkometer  with  which  they 
take  a breath  test,  but  I don’t  believe  it  is  any- 
where near  as  accurate  as  the  blood  test  that  is 
given. 

Dr.  Moore  : I believe  that  it  was  Mr.  Moore 
who  said  that  when  you  make  application  for  a 
license,  in  the  fine  print  it  states  that  in  case 
you  are  requested  to  have  a blood  sample,  if 
you  do  not  honor  the  request,  your  license  is 
void.  Is  that  what  you  said? 

Mr.  Moore  : That  is  a rather  broad  interpre- 
tation of  the  driver  licensing  law  in  New  York. 
Simultaneous  with  the  issuance  of  the  license 
you  sign  an  agreement  whereby  if  you  are  ap- 
prehended and  accused  of  driving  under  the 
influence  and  refuse  to  submit  voluntarily  for  a 
blood  test,  a hearing  is  automatically  to  be  held 
to  revoke  your  license.  Am  I not  right,  Com- 
missioner? 

Mr.  Begley:  That’s  right. 

Dr.  Moore  : Does  that  answer  your  question, 
Dr.  Anderton? 

Dr.  Anderton:  Thank  you. 

Dr.  Moore:  Dr.  Schamel  wants  to  ask  a 
question. 

Dr.  John  B.  Schamel.  Waverly:  Speaking  of 

autopsies,  in  the  absence  of  the  coroner,  the 
health  officer  acts.  Can  he  order  an  autopsy? 

Mr.  Begley:  The  answer  to  that  would  be 
“no.”  I think  that,  of  course  as  you  know, 
the  coroner  in  the  count\T  has  the  supreme  au- 


thority. He  is  the  one  with  the  greatest  au- 
thority in  the  county  as  far  as  county  officials 
are  concerned.  I don’t  know  how  he  could  dele- 
gate that  authority  unless  he  has  an  assistant. 
Usually  a coroner  who  is  not  a physician  has  a 
coroner’s  pltysician  who  advises  him,  and  if  the 
man  is  not  a physician,  then  he  should  seek  the 
advice  and  then  put  the  order  in  himself. 

Dr.  Vincent  M.  Maddi,  Broome:  I happen  to 
be  coroner  in  Broome  County,  and  I disagree 
with  the  assistant  commissioner  that  the  coroner 
has  the  right  to  order  an  autopsy,,  because  there 
occur  a lot  of  cases  where  I know  I don’t  have 
the  right  to  order  one.  In  fact,  the  coroner’s 
law  is  evasive,  and  there  isn’t  anything  concrete 
to  go  by.  Some  questions  have  come  up  with 
me  in  the  past,  and  the  district  attorney  has 
said,  “Wait,  I don’t  know,  I don’t  think  you  have 
the  right  to  order  an  autopsy  in  this  case.” 
As  far  as  I can  interpret  the  law — maybe  I’m 
wrong,  but  this  is  my  interpretation — a coroner 
can  onU  order  an  autopsy  if  he  suspects  foul 
play. 

Dr.  Moore:  Anjmne  else  want  to  talk? 

Dr.  Schamel:  I know  of  a case  where  a per- 
son coming  home  from  a party  made  a wrong 
turn,  went  through  a guard  rail,  and  hit  a loco- 
motive broadside.  He  was  from  out  of  state, 
and  a hundred  miles  from  home.  The  coroner 
was  not  available.  There  was  a question  of 
alcoholism  as  the  cause.  Are  you  going  to 
order  an  autopsy,  or  what  are  you  going  to  do? 
The  man  is  dead,  of  course,  and  with  double 
indemnity  insurance  involved,  an  answer  is 
important. 

Mr.  Moore  : May  I make  a comment  on  this 
point  of  the  importance  of  autopsy  information? 
I refer  to  an  aviation  accident  which  occurred 
some  years  ago  at  Mitchel  Field  with  a reserve 
pilot  out  of  proficiency  flying  in  an  AT  6 aircraft. 
The  aircraft  suddenly  peeled  out  of  formation, 
spun,  and  then  went  into  the  edge  of  the  water 
along  the  Great  South  Bay.  The  report  reached 
Air  Force  headquarters  organization  with  which 
I was  associated,  stating  that  the  cause  of  the 
death  was  concussion  and  drowning.  No  cause 
for  the  accident  could  be  found  or  for  his  disap- 
pearance from  formation.  The  altitude  of  the 
flight  was  only  about  5,000  feet.  A team  of  in- 
vestigators was  dispatched,  and  the  first  thing  we 
requested  by  telephone  before  leaving  for  Mitchel 
Field  was  an  autopsy.  This  autopsy  showed  no 
water  in  the  lungs  and  no  particular  hemorrhage 
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of  a magnitude  to  contribute  concussion  as  a 
cause  of  death.  A microscopic  autopsy  was  or- 
dered, and  it  was  discovered  that  the  anterior 
coronary  artery  was  completely  degenerated 
from  fatty  degeneration.  This  was  on  a twenty- 
seven-year-old  pilot  who  only  two  weeks  before 
had  successfully  passed  a six-four  physical  ex- 
amination for  flying  status.  Without  autopsy 
the  cause  of  this  accident,  which  was  coronary 
failure,  would  never  have  been  known.  Another 
unexplained  accident  with  somebody  saying, 
“Oh,  these  foolish  drivers  or  these  foolish  pilots 
that  do  such  dumb  things.” 

Dr.  Moore:  We  have  time  for  just  one  more 
question. 

Dr.  C.  E.  Erway,  Chemung  County:  I would 
like  to  address  a question  to  Mr.  Begley.  You 
mentioned  about  the  small  print  on  these  licenses 
that  can  allow  you  to  revoke  a license.  You 
have  to  go  to  the  effort  of  reading  them  before 
the  driver  will  submit  to  a blood  test.  Is  there 
any  way,  or  does  this  get  too  legal,  to  have  on 
the  license  when  you  sign  your  name:  “if 

Fm  accused  of  driving  while  under  the  influence 
of  alcohol,  I hereby  submit  to  allow  a blood 
test  to  be  taken.”  They  sign  it  or  they  don’t  get 
their  license.  Then  there  would  be  no  questions 
to  be  asked  at  the  time  if  they  were  accused  of 
being  intoxicated  and  they  would  just  auto- 
matically allow  the  blood  to  be  taken. 

Mr.  Begley  : That  is  substantially  what  is  on 
the  license  today,  only  it  is  stated  in  reverse. 


Dr.  Moore:  Well,  I don’t  know  how  you  are 
going  to  force  anybody  to  give  his  consent  except 
by  means  of  what  already  is  provided  by  law. 
It  is  a law  in  this  State  to  revoke  the  person’s 
license  if  he  refuses  to  submit  to  a blood  test. 
That  is  about  as  far  as  we  can  go.  When  the 
question  comes  up  as  to  whether  he  was  in  con- 
dition to  consent,  at  present  this  issue  is  in  a 
confused  state,  but  I think  there  will  be  some 
legislation  clarifying  this  angle  during  the 
coming  session  of  the  legislature;  i.e.,  to  absolve 
a doctor  legally  if  he  does  his  duty.  Of  course, 
no  legal  measure  can  protect  a doctor  from  neg- 
ligence if  he  is  careless  in  drawing  the  blood. 
The  problem  rests  with  the  legislature,  and  what 
we  attempt  to  do  or  say  here  isn’t  of  much  value. 
What  we  hope  to  do  by  legislation  is  to  protect 
doctors  from  unnecessary  liability  and  thus  ob- 
tain their  help  in  making  blood  tests. 

May  I take  the  last  moment  on  the  tape  to 
thank  Mr.  Begley,  Mr.  Moore,  Dr.  Woodward, 
and  all  you  who  participated  in  helping  to 
make  this  panel  a success. 

Acknowledgment — Appreciation  is  extended  to  Station 
WKRT,  for  donating  the  equipment  to  put  this  discussion 
on  tape  for  publication  in  the  New  York  State  Journal  of 
Medicine. 

References 

1.  De  Haven,  H. : War  Med.  2:  586  (July)  1942. 

2.  Office  of  Naval  Research,  Department  of  the  Navy, 
Washington,  D.  C.:  Research  Reviews,  1953. 

3.  United  States  Department  of  Health,  Education,  and 
Welfare:  Vital  Statistics  of  the  United  States  for  1955. 


Treatment  of  Impaction  of  Feces  with  an  Enema  Containing  an  Enzyme 


While  soapsuds  enemas,  retention  enemas  of 
warm  olive  oil,  or  solutions  containing  small 
amounts  of  hydrogen  peroxide  occasionally  are  bene- 
ficial in  treating  impacted  feces,  often  required  are 
procedures  such  as  digital  manipulation  to  break 
up  the  mass  or  some  type  of  enema  more  effective 
than  those  mentioned  above.  By  experimentation 
and  clinical  trial,  Drs.  George  C.  Godfrey  and 
Joseph  M.  Miller  established  to  their  satisfaction 


that  certain  enzyme-containing  solutions  are  effec- 
tive in  fragmenting  the  hardened  stool,  which  is 
then  washed  out  by  the  liquid  vehicle.  A solution 
of  5.0  Gm.  of  Caroid  (brand  of  papain)  or  of  0.13 
Gm.  of  crystalline  papain  in  300  ml.  of  a warm 
aqueous  solution  of  Zephiran  Chloride  (Winthrop, 
brand  of  benzalkonium  chloride)  was  found  to  be 
safe  and  effective  when  used  as  an  enema. — United 
States  Armed  Forces  Medical  Journal,  August,  1957 
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The  possibility  of  profound  allergic  reaction  to 
immunizing  agents,  although  rare,  is  never- 
theless real  enough  to  warrant  thought  when- 
ever vaccine  injections  are  to  be  given.  Serious 
complications  following  routine  vaccination  pro- 
cedures in  practice  are  infrequent,  and  with 
systematic  knowledge  of  the  antigen-antibody 
interactions  involved,  the  risk  of  allergic  reaction 
can  be  held  to  a minimum.  The  appraisal  of  this 
possibility  should  be  part  of  the  armamentarium 
of  the  practicing  physician.  It  is  the  purpose  of 
this  report  to  provide  a background  of  the  experi- 
ence with  the  common  immunization  procedures 
and  to  indicate  steps  which  may  be  taken  to  re- 
duce hazards. 

In  the  process  of  vaccination  certain  population 
groups  may  present  special  problems.  The  young 
and  the  aged  or  debilitated  individuals  require 
particular  protection.  The  pregnant  woman  ex- 
posed to  increased  hazard  from  poliomyelitis  or 
Asian  influenza  should  also  be  given  added  con- 
sideration. The  reluctance  on  the  part  of  some 
physicians  to  vaccinate  the  allergic  individual  is 


unfortunate,  since  these  persons  are  prone  to 
additional  complication  from  infections  and  are 
therefore  in  special  need  of  protection.1 

Reactions  to  vaccines  may  be  grouped  into  non- 
allergic  and  allergic  types  (Table  I).  In  the  for- 
mer, local  inflammatory  reaction  occurs  at  the  in- 
jection site.  Not  uncommonly  systemic  reactions 
such  as  fever,  malaise,  nausea,  and  vomiting  may 
occur.  These  symptoms  are  nonspecific  protein 
reactions  and  are  not  based  on  an  antigen-anti- 
body mechanism.  The  allergic  reactions,  how- 
ever, which  are  antigen-antibody  reactions,  are 
primarily  characterized  by  skin,  respirator}",  and 
nervous  tissue  responses  and  rarely, by  anaphylac- 
tic shock  and  death. 

In  Table  II  are  listed  some  of  the  antigenic 
proteins  and  haptenes  contained  in  the  commonly 
used  vaccines.  It  is  obvious  that  the  various 
antigenic  agents,  singly  or  in  combination,  can 
result  in  untoward  reactions  different  from  the 
desired  immunologic  antibod}"  production'.  It  is 
the  desired  goal  of  individuals  preparing  these 
vaccines  to  rid  them  of  undesirable  elements  or 
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TABLE  I. — Types  of  Reactions  to  Vaccine  Injection*  TABLE  II. — Antigens  and  Haptenes  Contained  in 
Preparations  Used  for  Active  Immunization 


Type  of  Allergic  Nonallergic  — - - ■■  ■ 

Reaction  Reaction  Reaction  Viral  and  Rickettsial 


Onset 

Sudden  and  explo- 

Delayed 

Bacterial  Vaccines 

Vaccines 

sive 

Somatic  antigens  related  to 

Somatic  antigens 

Fever  and  malaise 

Absent 

Moderate 

immunity 

Viral  or  rickettsial  proteins, 

Chills 

Absent 

Often  present 

Bacterial  protein,  endo- 

toxins 

Local  skin  reaction 

Prompt  whealing 

Usually  absent; 

toxins,  exo toxins,  tox- 

Antigens derived  from  host 

to  vaccine 

or  persistent 

when  present, 

oids,  polysaccharides, 

Chick  embryo  culture 

erythema 

delayed  red- 

lipoids 

Egg  white,  egg  yolk,  mem- 

ness and 

Antigens  and  haptenes  un- 

brane tissue  and  fluids, 

swelling 

related  to  immunity 

chick  embryo  tissue 

Local  skin  reaction 

Present,  usually 

Absent 

Culture  media 

Tissue  culture 

to  egg  proteins 

egg  white 

Peptone,  Witte,  Berna, 

Cerebrospinal  nervous  tis- 

|  Allergic  manifesta- 

Various forms, 

Absent 

proteose,  traces  of 

sue  of  host  animal,  red 

tions 

usually  urti- 

horse serum,  silk 

cells  of  host  animal,  kid- 

caria, asthma, 

Inactivators 

ney  tissue  of  monkey 

and  others 

Formalin 

or  human,  horse  serum 

History  of  allergy 

Often  present 

Usually  absent 

Phenol 

(trace) 

to  egg 

Inactivators  (Formalin,  phenol) 

1 Clinical  hypersensi- 

Often present 

Absent 

Preservatives,  etc. 

tivity  to  egg  or 

Penicillin,  streptomycin, 

chicken 

polymyxin,  neomycin, 

| History  of  allergy 

May  be  present 

May  be  present 

mercurial  antiseptics, 

to  other  sub- 

parahydroxybenzoate 

stances 

derivatives,  phenol  red 

Eosinophilia 

Often  present 

Usually  absent 

or  other  indicators 

* Ratner,  B.,  and  Untracht,  S.:  J.A.M.A.  132:  899 

(1946). 


I at  least  to  render  them  inactive. 

In  the  following  discussion  allergic  reactions 
1 to  vaccines  are  grouped  according  to  type  of  vac- 
i cine:  bacterial,  and  viral  and  rickettsial. 

Allergy  to  Bacterial  Vaccines 

Considering  the  complexity  and  controversy 
' concerning  the  underlying  basic  mechanism  in- 
j volved,  no  attempt  is  made  in  this  discussion  to 
j elaborate  on  the  nature  of  bacterial  hypersensi- 
i tivity.  The  bacterial  vaccines  and  their  reac- 
j tions  are  now  considered. 

Pertussis. — Vaccination  against  whooping 
cough  is  a procedure  of  high  priority,  since  among 
all  possible  infections  it  presents  a most  serious 
threat  to  the  infant. 

Febrile  reactions  and  local  induration  with 
nodule  formation  at  the  site  of  inoculation  are 
most  commonly  seen.  Rarely  more  serious 
sequellae  are  observed  and  of  these,  neurologic 
j complications,  such  as  convulsions,  are  a fre- 
quent subject  in  recent  reports.  A serious  out- 
[ look  with  prospect  of  possible  irreversible  damage 
is  pictured  by  Byers  and  Moll,2  Toomey,3  Kong,4 
I and  Escardo  and  Nazquez.5  However,  with 
! suitable  precaution,  Melin6  satisfactorily  im- 
munized 45  children  with  convulsive  disorders. 
This  problem  is  also  discussed  in  an  editorial  in 
the  Journal  of  Pediatrics.'1 

An  unusual  instance  of  generalized  purpura 
with  angioneurotic  edema,  reported  by  Freud  and 


Greenberg,8  followed  twenty-four  hours  after  the 
initial  injection  of  a pertussis  vaccine.  Five 
months  and  again  one  year  later,  an  intradermal 
injection  of  0.1  cc.  of  the  vaccine  caused  wheal 
formation  with  pseudopodia.  Challenge  doses  of 
1 and  2 cc.  of  the  vaccine  given  subcutaneously  at 
this  time  caused  no  reappearance  of  the  purpura, 
but  reddening  and  induration  of  the  site  of  injec- 
tion were  noted  for  twelve  hours. 

Typhoid. — Recent  reports'  have  raised  the 
question  as  to  the  efficacy  of  triple  typhoid  im- 
munization.9- 10  While  there  is  no  doubt  that  high 
sanitary  standards  are  of  paramount  importance 
in  reducing  the  incidence  of  infection,  the  need  for 
proper  immunization  may  paradoxically  be  even 
greater  now  in  view  of  the  restless  migrations  to 
distant  lands.  With  an  ever  decreasing  reservoir 
of  subclinical  contact  infection,  booster  injections 
should  be  made  a routine  program. 

Apart  from  the  usual  local  reactions  with  swell- 
ing, tenderness,  erythema,  induration,  and  sys- 
temic symptoms  of  fever  sometimes  accompanied 
by  chills,  headache,  and  general  malaise,  the 
typhoid  vaccine  injection  may  rarely  induce 
severe  shock.  The  injection,  if  given  intrave- 
nously, will  infrequently  cause  a fatal  reaction.11 
Occasionally,  neurologic  complications  similar  to 
those  seen  in  clinical  infection  with  typhoid 
bacilli  are  observed  after  vaccination.  Bann- 
warth12  attributed  such  reactions,  accompanied 
by  increased  protein  in  the  cerebrospinal  fluid,  to 
an  allergic  or  parallergic  mechanism.  Similarly, 
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Juon13  reported  that  previously  existing  erythema 
nodosum,  erythema  exudativum  multiforme, 
eczema,  and  alopecia  areata  may  be  reactivated 
by  the  vaccine  injection.  Rossle,14  attempting  to 
influence  a favorable  outcome  in  the  course  of 
typhoid  infection  by  injection  of  typhoid  vaccine, 
noted  the  occurrence  of  hemorrhages  in  the  sites 
of  the  typhoid  process  in  the  intestines,  mesen- 
tery, spleen,  and  cerebral  meninges.  He  indicated 
that  these  effects  were  not  merely  the  result  of 
added  toxin  but  rather  that  they  represented  a 
pathergic  phenomenon. 

Catarrhal  Vaccines. — Vaccines  cultured 

from  the  respiratory  tract  are  probably  the  most 
frequently  employed  bacterial  antigens  given  for 
active  immunization.  It  is  not  the  purpose  of 
this  discussion  to  enter  into  the  relative  value  of 
this  type  of  therapy.  It  is  sufficient  to  point  out 
that  both  stock  and  autogenous  vaccines  have 
their  protagonists. 

Reactions  to  these  vaccines  may  be  local,  de- 
layed, inflammatory  in  character,  or  general, 
accompanied  by  fever  and  malaise  such  as  usually 
follow  absorption  of  larger  doses  of  bacterial 
products. 

In  individuals  sensitive  to  bacteria  derived 
from  the  respiratory  tract,  an  allergic  reaction  in 
the  nature  of  exacerbation  of  respiratory  allergic 
symptoms  may  ensue,  as  in  perennial  rhinitis  or 
asthma.15  Evidence  of  focal  flare-up  of  sites  of 
previous  injections  or  in  areas  of  inflammatory 
disease  support  the  concept  of  allergic  reactivity 
to  bacteria  or  may  also  be  explained  as  a mech- 
anism similar  to  the  Schwartzman  phenomenon. 
Bacterial  sensitization  may  have  a role  in  collagen 
disease  reactions  and  vascular  allergy.16  The  use 
of  catarrhal  vaccines  where  such  conditions  exist 
should  be  tempered  with  caution. 

BCG. — No  ill  effects  have  been  reported  follow- 
ing BCG  (bacille  Calmette  Guerin)  vaccination 
attributable  to  allergy.  Localized  induration 
with  possible  ulceration  at  the  site  of  vaccination 
may  be  accompanied  by  swelling  and  tenderness 
of  the  regional  lymph  nodes.  It  is  expected 
that  with  the  development  of  tuberculin  hyper- 
sensitivity, a state  of  increased  resistance  to 
natural  infection  is  effected. 

Reactions  may  occur  not  only  to  bacteria  but 
also  to  their  products,  such  as  toxins.  Toxoid 
preparations  which  are  modified  toxins  are  in 
common  use.  Those  of  scarlet,  diphtheria,  and 
tetanus  merit  special  consideration. 

Reactions  to  Toxoid  Preparations. — Tox- 


oid preparations,  containing,  in  addition  to  toxoid 
protein,  also  appreciable  amounts  of  proteoses, 
peptones,  and  formalin,  are  known  to  provoke  al- 
lergic reactions  which  may  be  particularly  severe 
in  the  older  age  groups.  In  such  individuals  a skin 
test  with  diluted  vaccine  using  from  0.02  cc.  to 
0.05  cc.  of  a 1 : 10  to  1 : 20  dilution,  as  in  the  Molo- 
ney17 test  with  diphtheria  toxoid,  will  elicit  either 
immediate  wheal  and  flare  reactions  or  local  in- 
duration over  a twelve  to  twenty-four  hour 
period  and  may  serve  as  a guide  in  planning  a 
course  of  vaccination. 

Scarlet  Toxoid. — Wang18  reported  two  ana- 
phylactic reactions  among  100  persons  vaccinated 
with  scarlet  toxoid.  He  indicated  that  prior 
Dick  tests  on  these  individuals  may  have  been  a 
predisposing  factor  inducing  sensitization  to  the 
toxin. 

A fatal  result  in  a thirteen-year-old  naval  cadet 
following  the  first  streptococcus  toxin  injection 
(500  skin  test  doses),  was  reported  by  O.  D. 
Brownfield.19 

Diphtheria  Toxoid. — Experience  with  pri- 
mary and  supplementary  toxoid  injections  of 
diphtheria  toxoid  in  over  11,000  school  children 
in  New  York  City  resulted  in  no  alarming  reac- 
tions.20 Not  more  than  three  to  four  in  a thou- 
sand suffered  mild  local  or  general  reactions,  such 
as  fever,  while  only  one  instance  of  a generalized 
rash  was  reported. 

An  interesting  experiment  with  a novel  method 
of  immunization  was  performed  with  adult  volun- 
teers exposed  to  nebulized  aerosols  of  diphtheria 
toxoid.  Inhalation  for  fifty  minutes  resulted  in 
appreciable  rises  of  antitoxin  blood  titers,  with  no 
ill  effects.  However,  the  second  inhalation  treat- 
ment produced  tightness  of  the  chest,  cough,  and 
headache  which  was  attributed  to  allergy.21 

Schick  Test. — Reactions  following  the  Schick 
test  and  ascribed  to  the  Witte’s  peptone  contained 
in  the  preparation  include  acute  anaphylaxis22-24 
which  according  to  Beck,25  occurred  in  three  in- 
stances in  over  15,000  Schick  tests  performed. 

Tetanus  Toxoid. — In  61,042  patients  given 
two  doses  of  tetanus  toxoid  at  an  interval  of  six 
weeks,  Whittingham26  described  two  acute  ana- 
phylactic reactions  and  12  mild  reactions,  such  as 
urticaria,  headache,  and  joint  pain.  Others27-31 
have  reported  similar  allergic  experiences  proved 
in  some  instances  by  skin  tests  and  passive  trans- 
fer studies  to  have  been  caused  by  the  meat  in- 
fusion products  (peptone).  Pruritic  papular 
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eruptions  and  angio-edema  may  be  similar  to 
those  encountered  in  allergy  to  foods.32 

In  recent  years  immunization  against  viral  and 
rickettsial  infections  has  assumed  great  impor- 
tance. Therefore,  we  turn  now  to  a review  of  the 
reactions  encountered  with  vaccines  against  these 
agents. 

Allergy  to  Viral  and 
Rickettsial  Vaccines 

With  improved  culture  technics,  viruses  and 
rickettsiae  have  become  available  to  the  im- 
munologist for  practical  application.  These 
organisms,  acting  as  obligate  parasites,  must  be 
grown  on  suitable  animal  tissues.  In  general,  two 
types  of  vaccines  are  used : attenuated  live  virus 
vaccines  as  in  smallpox,  rabies,  and  yellow  fever, 
and  killed  virus  vaccines  derived  from  chick 
embryo  or  tissue  culture. 

The  introduction  of  the  foreign  substances 
present  therein,  as  well  as  those  in  their  culture 
media,  have  resulted  in  reactions  of  hypersensi- 
tivity. 

Allergy  to  Egg  Chick  Embryo  Propagated 
Vaccines. — Antigenicity  of  the  embryonic  fluids 
and  chick  embryo  proteins,  as  indicated  in  animal 
experimentation  and  experiences  in  veterinary 
practice,  was  reviewed  in  a previous  communica- 
tion.33 


The  experiences  with  animal  immunization 
have  been  closely  paralleled  in  humans.  Re- 
actions fall  into  the  two  general  categories 
previously  described  and  tabulated  in  Table  I. 

Reactions  to  vaccines  of  this  type  which  are  in 
common  use  are  discussed  below. 

Yellow  Fever. — A form  of  allergic  manifesta- 
tion, namely  serum  sickness-like  reaction,  has 
been  reported  by  Sulzberger  and  Asher34  following 
the  use  of  this  vaccine.  In  two  individuals, 
symptoms  which  appeared  six  and  seven  days 
after  the  injection  included  headache,  pain  in  the 
joints,  nausea,  and  vomiting  together  with  an 
urticarial  and  erythema  multiforme  eruption. 
Symptoms  in  the  third  individual  were  similar 
but  appeared  after  thirty-six  hours. 

Swartz35,  and  Sprague  and  Barnard,36  using 
this  vaccine,  reported  severe  anaphylactic  shock 
in  egg  sensitive  individuals.  Skin  tests  and  pas- 
sive transfer  studies  demonstrated  the  presence  of 
egg  and  chick  protein  antibodies.  Yellow  fever 
vaccine  is  prepared  from  whole  chick  embryo. 

Typhus  Vaccine. — That  the  yolk  of  the  fertile 


egg  may  contain  specific  allergens  is  attested  to  by 
Park,37  who  described  a patient  with  a life  history 
of  egg  allergy  and  who  had  received  an  inoculation 
of  yellow  fever  vaccine  with  no  ill  effects  but  col- 
lapsed with  asthmatic  breathing,  generalized 
urticaria,  and  vomiting  of  blood,  and  passed  into 
a coma  in  fifteen  minutes  after  an  injection  of 
typhus  vaccine  given  about  a year  later.  He  was 
shown  to  be  sensitive  to  yolk  allergen. 

Other  reports  of  severe  shock  reactions  from 
typhus  vaccine  have  been  reported  by  Rubin,38 
Roth,39  Plotz,40  and  Sprague  and  Barnard.36 
Rubin  was  also  able  to  demonstrate  antibodies 
to  egg  yolk  allergen.  His  patient  could  tolerate 
hard  boiled  egg  white  but  vomited  when  whole 
egg  was  eaten,  indicating  specific  sensitization  to 
egg  yolk. 

Fatal  reactions  to  typhus  vaccine  injection 
have  been  reported  by  Plotz,40  Rifkin,41  and 
Walker.42  In  each  instance  a history  of  egg  in- 
tolerance could  have  been  elicited  had  the  ques- 
tion been  posed.  Autopsy  in  each  instance  re- 
vealed the  typical  anaphylactic  lung  of  the  guinea 
pig  type. 

Rocky  Mountain  Spotted  Fever. — This 
vaccine,  produced  from  chick  embryo  culture, 
may  also  cause  typical  anaphylaxis.  Caution  in 
its  administration,  as  with  other  vaccines  of  this 
group,  is  indicated,  since  Forman43  has  described 
a fatal  reaction  occurring  in  a child  after  adminis- 
tration of  the  vaccine. 

Influenza  Virus  Vaccine. — Detailed  studies 
of  the  reactions  encountered  in  allergic  and  non- 
allergic  children  have  been  reported  by  Ratner 
and  Untracht. 44-47  The  incidence  of  individuals 
in  whom  egg  sensitivity  may  be  of  an  order  high 
enough  to  present  serious  hazard  from  injection 
of  chick  egg  propagated  vaccine  is  estimated  to  be 
about  one  or  two  in  1,000  treated  persons.  In 
these,  a history  of  egg  intolerance  is  positive  fre- 
quently enough  to  caution  the  physician.  In  each 
instance  of  suspected  egg  intolerance,  an  intra- 
dermal  test  with  0.02  cc.  of  the  undiluted  vaccine 
should  be  done  prior  to  inoculation.  Should  a 
systemic  reaction  occur  while  testing  an  ex- 
quisitely egg-sensitive  individual,  an  immunizing 
dose  should  not  be  given.  However,  with  a 
moderately  positive  reaction,  (moderate  wheal 
with  flare)  repeated  cautious  intradermal  injec- 
tions of  small  doses  (0.1  cc.)  together  with  small 
amounts  of  epinephrine  (0.1  cc.  of  1:1000  solu- 
tion) can  provide  effective  immunization  without 
reactions. 
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In  studies  conducted  over  a three-year  period, 
children  who  had  received  as  many  as  30  separate 
injections  of  influenza  and  mumps  virus  vaccine 
nevertheless  failed  to  develop  intolerance  to  egg. 
It  would  seem  that  with  this  ubiquitous  food,  a 
hard  core  of  resistance  to  sensitization  is  main- 
tained from  daily  contact  in  the  diet. 

That  inoculation  of  influenza  virus  vaccine  may 
have  serious  consequence  is  attested  to  by  reports 
of  fatal  reactions.40’48  Salk49  believed  that  the 
death  in  one  of  these  instances,  which  occurred 
in  a three-and  one-half-year-old  child,  was  caused 
by  viral  toxins  in  the  vaccine  resulting  in  a ne- 
crotic type  of  pneumonitis  resembling  the 
Schwartzman  phenomenon.  This  example  pre- 
sents a dramatic  plea  for  low  dosage  intradermal 
immunization  in  children  and  perhaps,  too,  in  de- 
bilitated or  aged  individuals. 

In  view  of  the  Asian  influenza  epidemic  of  1957, 
special  attention  is  given  to  the  use  of  the  vaccine 
available  for  this  type  of  influenza.  It  should  be 
pointed  out  that  the  virus  involved  here  is  akin  to 
the  A1  virus  of  influenza,  although  it  differs  from  it 
antigenically.  All  the  principles  concerning  pro- 
phylaxis for  influenza  previously  described  are 
therefore  applicable  to  the  so  called  Asian  in- 
fluenza. Some  experience  has  already  been  ob- 
tained with  the  use  of  a vaccine  specific  for  this 
type  of  influenza.  In  evaluating  the  prophylactic 
experience,  the  United  States  Public  Health 
Service  has  recommended  that  the  concentration 
of  the  vaccine  be  increased  from  200  to  400 
chicken  cell  agglutination  units  per  cc.  It  is  be- 
lieved that  the  antibody  production  is  adequate 
in  95  per  cent  of  persons  treated  with  this  higher 
concentration.  In  allergic  and  debilitated  pa- 
tients smaller  and  more  frequent  injections  (0.1 
cc.)  given  intradermally  can  be  effective  without 
causing  undue  reactions  encountered  with  the 
large  doses  (1.0  cc.)  administered  intramuscu- 
larly. 

Other  vaccines  of  the  chick  egg  culture  type 
which  have  not  yet  found  general  application  are 
equine  encephalomyelitis,  mumps,  and  herpes 
simplex.  Allergy  to  these  agents,  consisting 
mainly  of  local  manifestations,  has  been  discussed 
in  recent  reports.50-54 

Antirabic  Vaccine. — Because  of  the  affinity 
the  viral  agent  has  for  the  cerebrospinal  nervous 
system,  this  vaccine  presents  antigen  specificity 
characteristic  of  both  the  host  animal  and  organ 
in  which  it  is  grown.  Thus  it  is  not  surprising 


that  many  reports  are  found  describing  neurologic 
sequellae  following  the  use  of  this  vaccine. 

The  occurrence  of  acute  myelitis  with  fatal 
outcome  following  antirabic  vaccine  injection  has 
been  described  by  Ansell.55  He  quoted  Green- 
wood’s estimate  of  the  incidence  of  such  neuro- 
paralytic accidents  as  one  in  8,517  cases  (0.012 
per  cent)  treated  with  killed  phenol  vaccine  and 
one  in  5,814  cases  (0.017  per  cent)  for  all  types  of 
antirabic  vaccine,  the  mortality  in  each  group 
being  25  per  cent.  The  cause  of  the  neurologic 
involvements  may  be  viral  infection,  toxicity,  or 
allergy.56-57 

The  incidence  of  neuroparalytic  accidents  of 
rabies  vaccination  was  further  estimated  by  Mc- 
Fadzean  and  Choa,58  who  reviewed  records  of 
14,119  patients  in  Hong  Kong  during  the  years 
1949  to  1952.  With  the  injection  of  Semple 
vaccine,  17  cases  of  paralysis  occurred,  an  inci- 
dence of  one  in  831 . 

Some  indication  of  impending  adverse  reaction 
may  be  gleaned  from  the  advent  of  urticarial 
rash  and  increasingly  severe  local  reactions  at  the 
injected  sites.59  A positive  skin  test  with  diluted 
vaccine  occurs  in  every  person  who  has  had  a 
neurologic  reaction  and  in  60  per  cent  of  all  in- 
dividuals vaccinated.60 

Smallpox. — Attenuated  in  passage  through 
the  cow,  this  classic  vaccine  with  live  virus  has  a 
record  of  effective  immunization  unsurpassed  by 
any  other  single  vaccination  procedure.  Compli- 
cations in  this  type  of  immunization  are  similar 
to  those  which  occur  in  the  course  of  natural  in- 
fection, and  allergic  manifestations  are  in  every  I 
respect  comparable  with  those  of  the  more  com- 
mon exanthemata. 

Encephalitis  following  smallpox  vaccination  is 
an  allergic  complication,  according  to  Finley,61 
who  finds  a similarity  with  the  incubation  period 
prior  to  the  appearance  of  exanthemata  of 
measles. 

Smallpox  vaccination  may  be  followed  by 
exanthems  of  erythema,  urticaria,  or  purpura.62-63  | 

Tissue  Cultured  Viral  Vaccines. — The 
tissue  culture  method  offers  possibilities  for  new  ! 
vaccines  which  in  the  coming  years  will  perhaps 
encompass  the  entire  field  of  viral  diseases.64 
An  outstanding  example  is  the  Salk  poliomyelitis 
vaccine.  A recent  addition  is  the  adenoviral 
(APC)  vaccine. 

Such  vaccines  may  retain  antigens  of' the  host 
tissue.  That  traces  of  monkey  kidney  protein 
may  be  sufficient  to  induce  allergic  reaction  in  a 
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rare  case  is  suggested  by  Crepea.65  His  patient, 
a nine-year-old  boy  with  a history  of  sensitivity 
to  monkey  on  contact  in  the  zoo,  reacted  to  each 
dose  of  Salk  polio  vaccine  with  asthma  and  rhini- 
tis within  a few  hours.  Scratch  tests  with  diluted 
vaccine  (1:10)  elicited  a characteristic  wheal  re- 
action. This  child  tolerated  penicillin  orally. 

Such  reactions  as  have  been  reported  with  the 
Salk  vaccine  are  relatively  mild  and  consist 
mainly  of  urticarial  and  other  rashes  in  rare 
instances.66,67  The  fear  of  specific  organ  sensitiza- 
tion induced  through  the  use  of  tissue  culture 
vaccines  has  largely  been  dispelled,  since  no  in- 
stances have  been  reported  despite  millions  of 
injections  given.68  -70  (Crepea’s65  report  is  an  ex- 
ception. Sensitivity  to  monkey  tissue  is  strongly 
suggested  but  not  proved,  since  a skin  test  with 
monkey  tissue  extract  was  not  performed.) 

In  view  of  the  widespread  use  of  penicillin  in 
the  treatment  of  infection  and  the  increasing  in- 
cidence of  anaphylactic  reaction  to  this  anti- 
biotic, McLean71  wisely  suggested  substitution 
of  another  antibiotic,  such  as  polymyxin,  in  the 
manufacture  of  the  Salk  poliomyelitis  vaccine. 

Whenever  a vaccine  is  administered,  thought 
should  be  given  to  the  possibility  of  reactions. 
The  following  precautions  should  be  followed: 

General  Considerations  in  the  Proper  Use 
of  Vaccines. — In  the  presence  of  infections  ac- 
companied by  general  malaise  or  fever,  it  is  best 
to  withhold  routine  elective  immunizations,  since 
febrile  reactions  are  inevitable  in  some  proportion 
of  inoculations  and  at  times  may  be  unpredict- 
able. The  physician  must  always  be  cognizant  of 
a calculated  risk  to  the  patient  which  is  to  be 
weighed  against  benefits  derived  from  immuniza- 
tion. 

The  route  of  administration  plays  an  important 
role  in  the  severity  of  allergic  reactions.  Where- 
ever  possible,  the  intradermal  route  with  small 
amount  of  antigen  is  to  be  preferred.  Alum-pre- 
cipitated vaccines  are  best  given  intramuscularly. 
Subcutaneous  inoculations  may  be  accompanied 
by  the  addition  of  a small  dose  (0.15  cc.)  of  epi- 
nephrine solution  (1 : 1000).  This  serves  to  delay 
absorption  of  the  antigens,  thus  ameliorating  the 
possibility  of  constitutional  reaction,  and  may 
improve  the  efficacy  of  the  immune  response. 

Specific  Cautions  to  be  Observed. — In- 
quire as  to  symptoms  following  previous  injec- 
tions of  the  same  vaccine  or  similar  material. 
The  physician  should  be  alerted  to  caution  if  pre- 
vious inoculations  have  caused  fever,  general 


malaise — restlessness  or  somnolence,  nausea, 
headache,  local  induration  of  unusual  size  or 
duration,  transient  paresthesias,  generalized 
rashes,  edema,  or  unusual  respiratory  symp- 
toms— especially  coughing  or  wheezing. 

In  the  event  of  a positive  history  to  the  above, 
give  subsequent  injections  in  smaller  (divided) 
doses,  and  if  feasible,  intradermally.  For  or- 
dinary material,  inject  subcutaneously  rather 
than  intramuscularly.  Avoid  the  possibility  of 
intravenous  inoculation  by  drawing  back  on  the 
syringe  piston  prior  to  injection.  If  blood  enters 
the  syringe  neck  barrel,  withdraw  the  needle  and 
select  another  site.  Press  the  injected  area  follow- 
ing inoculation  in  order  to  avoid  leakage  into  any 
blood  vessels  which  may  have  been  punctured. 
For  precipitated  materials  (alum,  etc.)  give  a deep 
intramuscular  injection.  Select  muscle  areas 
that  provide  sufficient  area  for  the  injection  with- 
out pressure  and  eventual  leakage  into  sub- 
cutaneous spaces.  Avoid  deposition  of  vaccine 
in  or  near  large  nerve  trunks. 

With  a history  of  clinical  intolerance  to  egg  or 
of  previous  reactions  to  specific  antibiotics,  test 
intradermally  with  a small  amount  of  vaccine. 
In  the  event  of  a systemic  reaction,  the  vaccine 
should  be  withheld. 

WLere  cerebrospinal  nervous  system  compli- 
cations have  been  noted  in  prior  history,  divided 
smaller  doses  of  vaccine  should  be  used. 

Toxoids  should  be  given  to  adolescents  and 
adults  only  after  a preliminary  intradermal  injec- 
tion of  a small  test  dose  (0.02  cc.  to  0.05  cc.) 
using  a 1 : 10  dilution. 

Summary 

The  appraisal  of  the  possibility  of  reaction  from 
injection  of  commonly  used  vaccines  for  active 
immunization  must  take  into  consideration  the 
antigenic  components  of  the  vaccines  to  be  used 
and  the  personal  history  of  the  individual.  In 
the  event  that  specific  allergic  sensitization  is  sus- 
pected, the  reaction  to  intradermal  injection  of 
appropriate  dilution  of  the  material  to  be  used  can 
guide  the  physician  in  a proper  course  of  vaccina- 
tion procedure. 

A history  of  specific  sensitization  to  egg  or  meat 
infusion  products  should  alert  the  physician  to  the 
possibility  of  hazard  from  chick  egg  propagated 
vaccine  or  from  toxoid  vaccines,  respectively. 
Caution  is  also  indicated  in  the  event  that  prior 
injections  of  the  vaccines  have  caused  inordinate 
local  reactions  or  unusual  generalized  systemic 
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reaction  either  of  nonspecific  or  specifically  aller- 
gic types. 

A review  of  the  reports  of  reactions  to  vaccines 
has  been  presented.  With  such  experiences  in 
mind,  specific  cautions  have  been  offered  to  min- 
imize possible  hazards. 

50  East  78th  Street 
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Marriage  resembles  a pair  of  shears,  so  joined  that  they  can  not  be  separated;  often  moving  in 
opposite  directions , yet  always  punishing  anyone  who  comes  between  them. — Sydney  Smith 
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Respiratory  Obstruction 


¥3  espiratory  obstruction  is  one  of  the  com- 
JL  L mon  problems  encountered  by  the  anes- 
I thesiologist.  Usually  one  is  well  equipped  to 
I cope  with  obstruction  of  the  upper  respiratory 
I tract  due  to  secretions.  Occasionally,  respiratory 
obstruction  is  of  a mechanical  nature,  the  cause 
of  which  may  not  be  discerned  readily,  as 
occurred  in  the  following  case. 

Case  Report 

An  eighty-two-year-old  woman  entered  the  hos- 
pital with  a fractured  right  head  of  the  femur  for 
which  she  was  to  undergo  a Moore-type  replace- 
ment prosthesis  of  the  femoral  head.  Physical 
examination  revealed  an  elderly  white  woman  who 
was  very  apprehensive.  She  had  marked  senile 
pulmonary  emphysema  but  manifested  no  dyspnea 
while  at  rest.  She  had  mild  arterial  hypertension 
of  150  mm.  Hg  systolic  and  90  diastolic,  a pulse 

Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  February  3,  1958.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  first  Monday  of  every  month. 


rate  of  100  per  minute,  and  respiratory  rate  of  24  per 
minute.  There  were  a few  wheezes  heard  through- 
out both  lung  fields,  but  breath  sounds  were  clear 
throughout.  Her  blood  hemoglobin  was  12  Gm.  per 
100  cc.  Urinalysis  was  negative. 

For  preanesthetic  medication  she  was  given 
Demerol  50  mg.  and  atropine  sulfate  0.4  mg.  sub- 
cutaneously at  7 a.m.  One  hour  later,  in  the  oper- 
ating room,  she  was  still  somewhat  apprehensive. 
Her  arterial  blood  pressure  was  150/94,  her  pulse 
rate  90  per  minute,  and  her  respiratory  rate  24  per 
minute.  Anesthesia  was  induced  in  her  bed  by 
means  of  an  intravenous  drip  of  0.4  per  cent  thio- 
pental sodium,  and  she  was  moved  over  to  the  oper- 
ating table  and  placed  on  her  left  side.  Thirty  mg. 
of  succinyl  choline  were  injected  intravenously  and 
a number  35  F cuffed  endotracheal  tube  was  inserted 
in  place  and  connected  to  a flow  of  nitrous  oxide 
being  delivered  at  a rate  of  6 L.  per  minute  combined 
with  oxygen  at  a rate  of  3 L.  per  minute  in  a semi- 
closed  system.  It  was  not  deemed  necessary  to 
inflate  the  cuff  on  the  endotracheal  tube. 

After  forty-five  minutes  of  surgery,  during  which 
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time  the  patient  appeared  to  be  tolerating  the  pro- 
cedure well,  it  was  noted  that  the  patient’s  respir- 
atory efforts  were  somewhat  labored,  and  the  rate 
had  increased  to  30  per  minute.  Thinking  that 
perhaps  the  anesthesia  was  too  light  for  the  pro- 
cedure, we  increased  the  rate  of  the  thiopental  drip, 
which  had  been  administered  slowly.  The  patient’s 
respirations,  which  had  been  assisted  throughout, 
were  hyperventilated  at  this  time,  but  the  arterial 
blood  pressure  rose  progressively  to  164/96,  and  the 
pulse  rate  increased  to  104  per  minute.  The  nail 
beds  appeared  dusky,  and  so  the  nitrous  oxide  was 
turned  off,  the  breathing  bag  was  flushed  several 
times,  and  pure  oxygen  was  given  through  the  endo- 
tracheal tube.  Despite  this,  respirations  became 
more  labored,  and  the  patient  began  to  manifest  a 
tracheal  tug.  Auscultation  of  the  chest  revealed 
expiratory  wheezes  throughout  which  were  more  pro- 
nounced than  preoperatively.  Although  both  phases 
of  respiration  seemed  difficult,  expiration,  in  par- 
ticular, was  ineffectual.  The  thiopental  drip  was 
completely  shut  off  (total  dosage  to  this  point  had 
been  300  mg.).  When  respiration  was  assisted,  it 
was  noted  that  whereas  inspiration  was  easy  and 
without  noticeable  increase  in  pressure  needed  to 
expand  the  lungs,  expiration  was  extremely  diffi- 
cult and  ineffectual.  The  endotracheal  tube  was 
examined  as  were  all  connecting  pieces,  but  no  ob- 
struction could  be  found.  A large  catheter  could 
easily  be  inserted  through  the  entire  length  of  the 
endotracheal  tube. 

By  this  time,  sixty  minutes  after  onset  of  surgery, 
the  blood  was  noticed  to  be  dark,  and  cyanosis  was 
obvious.  The  arterial  blood  pressure  had  reached 
180/110,  and  the  pulse  rate  was  104  per  minute. 
Since  we  thought  that  perhaps  this  might  be  due  to 
bronchiolar  spasm,  a small  amount  of  ether  was  cut 
into  the  oxygen,  but  this  maneuver  proved  to  be 
ineffectual.  Since  no  obstruction  could  be  found 
above  the  level  of  the  endotracheal  tube,  it  was 
finally  decided  to  remove  it  and  to  replace  it  with 
another  tube.  This  was  easily  and  quickly  accom- 
plished. Examination  of  the  first  endotracheal  tube 
revealed  that  the  cuff  had  been  torn,  and  approxi- 
mately one  half  of  it  had  invaginated  itself  into  the 
lumen  of  the  endotracheal  tube,  acting  as  a ball 
valve.  When  the  new  tube  was  in  place,  res- 
piration readily  became  slower  and  smooth.  The 
arterial  blood  pressure  diminished  to  preoperative 
levels,  and  the  cyanosis  cleared.  The  rest  of  the 
surgical  procedure  was  comnleted  without  event. 

Comment 

This  case  report  is  similar  to  one  reported  in 
this  series  of  conferences  two  years  ago.1  In  the 
previous  case,  as  in  this  one,  respiratory  obstruc- 
tion was  produced  by  the  cuff  on  the  endotracheal 
tube  which  had  become  so  dislodged  as  to  en- 


croach on  the  lumen  of  the  tube  at  its  distal  end. 
The  results  in  this  case  were  not  so  dramatic  as 
the  previous  one  in  which  the  resulting  asphyxia 
was  undiagnosed  until  the  patient  had  died. 
The  lessons  to  be  learned,  however,  are  just  as 
demonstrative  in  both  cases. 

The  present  case  illustrates  the  first  doctrine 
expressed  in  the  comment  of  the  previous  case: 
“Whenever  one  cannot  be  certain  why  an  endo- 
tracheal tube  does  not  provide  a clear  airway,  it  is 
wise  to  consider  removal  of  the  tube.”  In  this 
case,  removal  of  the  tube  showed  what  had  hap- 
pened; the  cuff  had  been  torn  and  had  lodged 
itself  into  the  lumen  of  the  tube. 

The  present  case  report  further  illustrates  the 
sequence  of  events  and  the  signs  that  may  be  ob- 
served when  oxygen-lack  occurs  due  to  tracheal 
obstruction.  The  respirations  become  labored, 
and  the  accessory  muscles  of  respiration  come 
into  play.  The  color  of  the  blood  becomes  dark, 
since  an  insufficient  amount  of  oxygen  is  present 
to  oxygenate  the  hemoglobin;  this,  despite 
attempts  to  increase  the  oxygen  concentration 
in  the  inspired  atmosphere.  Progressively  in- 
creasing tachycardia  and  arterial  hypertension 
develop.  If  the  condition  is  recognized  at  this 
point  and  it  is  corrected,  the  vital  signs  become 
normal  again  in  a short  time.  If  the  condition 
is  not  relieved,  acute  asphyxia  develops  which 
may  be  followed  quickly  by  sudden  circulatory 
collapse. 

Again,  one  must  repeat  that  the  presence  of  an 
endotracheal  tube  does  not  necessarily  obviate 
the  possibility  of  respiratory  obstruction.  An 
endotracheal  tube  in  place  does  eliminate  laryn- 
geal obstruction  and  usually  allows  a more  patent 
airway.  However,  as  it  was  demonstrated  in 
both  of  these  cases,  an  endotracheal  tube  may  of 
itself  be  the  cause  of  respiratory  obstruction  when 
the  lumen  of  the  tube  becomes  occluded,  such  as 
when  the  cuff  overrides  the  tube’s  distal  opening, 
when  the  inner  lining  of  a tube  becomes  dis- 
lodged and  occludes  the  tube;2  when  the  proximal 
interconnecting,  soft  portion  of  an  “anode”  tube 
becomes  twisted;3  when  the  tube  itself  is  sharply 
kinked,  or  when  some  foreign  tissue  becomes 
lodged  inside  the  tube. 

In  the  presence  of  respiratory  obstruction  in  a 
patient  who  has  an  endotracheal  tube  in  place, 
the  following  should  be  done : 

1.  Ascertain  proper  positioning  of  the  tube. 
The  most  common  error  is  passage  of  the  distal 
end  of  the  tube  beyond  the  carina  and  into  the 
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right  bronchus.  Inspection  of  the  patient’s 
thoracic  movements  may  reveal  the  inactivity  of 
the  left  lung  and  left  chest.  Auscultation  of  both 
lungs  will  corroborate  this.  To  remedy  this  con- 
dition one  need  simply  withdraw  the  entire  tube 
until  auscultation  detects  good  breath  sounds  in 
the  left  lung  and  inspection  shows  resumption  of 
good  left  thoracic  movements.  Occasionally, 
the  tube  may  be  properly  placed  in  the  upper  por- 
tion of  the  trachea,  but  obstruction  may  be  due  to 
compression  of  the  trachea  by  some  tumefaction, 
such  as  an  enlarged  thyroid  mass  or  an  enlarged 
aortic  arch  aneurysm.  In  such  cases  it  is  usually 
necessary  to  pass  the  distal  end  of  the  endo- 
tracheal tube  beyond  the  point  of  compression, 
and  the  tube  itself  must  be  sufficiently  rigid  so  as 
to  overcome  the  compressing  tendency  of  the 
mass. 

2.  Ascertain  the  patency  of  the  tube.  The 
distal  end  of  the  tube  may  be  properly  placed, 
but  the  tube  itself  may  be  obstructed.  Such  was 
the  condition  in  the  present  case  report  as  well  as 
in  the  one  previously  reported.  A simple  means 
for  testing  adequate  patency  of  the  tube  is  to  in- 
troduce a good  sized  suction  catheter  throughout 
the  entire  length  of  the  endotracheal  tube.  This 
can  detect  an  obstruction  and  give  information  as 
to  the  location  of  the  obstruction.  Examination 


of  the  tube  from  its  outer  end  to  its  point  of 
passage  into  the  glottis  may  show  a kink  which 
can  be  rectified  readily.  If  the  obstruction  is  due 
to  accumulation  of  secretions,  this  may  be 
remedied  by  proper  suctioning.  Occasionally,  as 
in  the  present  case  report,  a foreign  body  may  be 
lodged  inside  the  lumen  of  the  tube  which  may 
act  as  a unidirectional  ball  valve.  In  such  cases 
inspiration  is  possible,  and  a catheter  may  pass 
through  the  tube;  it  is  expiration  that  is  inter- 
fered with.  Under  such  circumstances  the  tube 
should  be  removed  and  replaced. 

3.  Ascertain  the  proper  size  and  length  of  the 
tube.  A small  size  tube  may  be  easier  to  insert, 
but  it  may  offer  increased  resistance  to  breathing.4 
Similarly,  a tube  that  is  too  long  in  a closed  sys- 
tem technic  may  cause  increased  resistance  to 
breathing.  If  any  of  these  two  conditions  pre- 
vail— too  narrow  a tube,  or  too  long  a tube — it 
may  be  necessary  to  change  the  tube  for  a more 
proper  one  in  order  to  overcome  the  respiratory 
inadequacy. 
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Prednisone  in  Treatment  of  Cardiac  Decompensation 


The  author  presents  the  case  of  a man  seventy- 
five  years  old  suffering  from  pleural  effusion  (due 
to  myocardial  failure)  on  the  right  side  whose  con- 
dition worsened  on  conventional  drugs  over  a period 
of  about  a year  and  a half.  Finally,  prednisone, 
5 mg.  three  times  a day  was  prescribed  with  almost 
immediate  response.  Chest  fluid  decreased  radi- 
cally in  two  weeks,  and  in  less  than  one  month  dis- 
appeared completely.  It  has  not  recurred  during  a 
nine-month  follow-up.  The  patient  reports  feeling 
well  during  this  time.  In  addition  to  prednisone 
at  the  same  dosage  (5  mg.  three  times  a day),  the 
patient  gets  digitalis,  a diuretic  (Thiomeran,  Wyeth) 
twice  a week,  vitamin  injections,  and  is  on  a salt- 


free  diet.  The  author  reviews  the  literature  on  the 
prevention  of  recurrence  of  pleural  effusion  in  cases 
similar  to  this  and  cites  Riemer  ( Bulletin  of  the 
Johns  Hopkins  Hospital  445:  98  1956),  who  gave 
prednisone  to  a patient  in  cardiac  failure  when  the 
latter  had  become  refractory  to  Diamox,  Mercu- 
hydrin,  ammonium  chloride,  and  the  other  drugs 
conventionally  used  in  such  cases.  Camara  and 
Schemm  0 Circulation  11:  702,  1955)  also  are  cited, 
but  these  authors  did  not  mention  pleural  effusion 
in  their  discussion  of  the  use  of  corticotropin  in 
heart  disease. — M.  T.  Bolotin , M.D.,  American 
Practitioner  and  Digest  of  Treatment , November , 
1957 
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BRIEFS  ON  ACCIDENTAL 
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IN  NEW  YORK  CITY 

From  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported  to 
the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Pellex  (Hair  2 years  Male 

Remover) 

(Calcium 

Thioglycolate) 

Mother  was  removing  hair  from  her  legs  and 
the  child  obtained  some  of  the  hair  cream  and 
ingested  it.  It  should  also  be  noted  that  a large 
number  of  hair  waving  preparations  containing 
ammonium  thioglycolate  have  been  involved  in 
ingestions  reported  to  the  New  York  City  Poison 
Control  Center.  All  the  incidents  have  had  a 
favorable  outcome.  The  hair  waving  prepara- 
tions frequently  contain  a small  percentage  of 
free  ammonia. 

Incident  2 

Toxic  Agent  Age  Sex 

Nonbarbiturate  13  years  Female 
and 

“Over-the-Counter  ’ 5 
Sedatives 

(A  sedative  sold  over  the  counter  is  composed  of 
methapyrilene.  Ethchlorvynol  is  an  ethically 
prescribed  nonbarbiturate  sedative). 


While  her  parents  were  playing  cards  in  the 
living  room  and  the  child  was  supposedly  asleep, 
the  patient  presumably  took  18  methapyrilene 
tablets  and  one  ethchlorvynol  pill  in  an  attempt 
to  commit  suicide.  The  patient  came  into  the 
living  room,  where  the  parents  were  playing  cards, 
in  a stuporous  condition.  She  was  immediately 
rushed  to  the  hospital.  This  patient  had  made 
several  previous  suicide  attempts.  According  to 
the  family  physician,  the  reason  the  patient  re- 
peatedly attempted  suicide  was  to  gain  attention 
and  to  gain  independence.  This  patient  had  been 
under  psychiatric  care  but  the  family  found  it 
difficult  to  accept  the  fact  that  the  child  was 
emotionally  disturbed.  In  addition  to  therapy 
for  the  toxic  agent  which  consisted  of  lavage,  the 
child  was  also  referred  to  a psychiatric  institute 
for  further  observation  and  treatment. 

Incident  3 

Toxic  Agent  Age  Sex 

Paint  Thinner  16  months  Male 
(Benzine) 

While  mother  was  busy  with  household  duties 
in  another  room,  the  child  ingested  paint  thinner 
from  a large,  empty  food  can.  The  child  com- 
plained of  burning  in  the  mouth  and  throat  and 
coughing.  He  was  taken  to  the  hospital  where  he 
remained  for  about  three  days.  Treatment  con- 
sisted of  stomach  lavage,  milk  of  magnesia,  and 
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antibiotics.  He  was  finally  discharged  as  fully  re- 
covered. To  rule  out  any  chest  pathology,  bi- 
weekly visits  for  several  months  were  advised. 

Incident  4 

Toxic  Agent  Age  Sex 

Aspirin  13  years  Female 

This  child  had  rheumatic  fever  with  a cardiac 
involvement  and  was  under  the  care  of  a medical 
treatment  agency.  She  was  advised  to  take  a 
sulpha  drug  every  day,  and  aspirin  for  pain,  when 
indicated.  The  child  had  pains  in  her  legs  and 
took  13  tablets  of  5 gr.  aspirins  within  a twenty- 
four-hour  period.  She  complained  of  abdominal 
pains  and  nausea  and  was  taken  to  the  hospital 
where  a stomach  lavage  was  done.  The  patient 
remained  in  the  hospital  for  twenty-four  hours 
and  was  discharged  as  fully  recovered.  This  is 
cited  as  an  incident  due  to  an  overdose  of  therapy. 

Incident  5 

Toxic  Agent  Age  Sex 

Sleeping  Pills  15  years  Male 

This  child  was  suffering  from  a skin  condition 
and  took  the  medications  to  see  if  it  would  help. 
The  patient  obtained  the  pills  from  a bottle  which 
was  discarded  by  his  father  and  left  in  open  closet. 
He  immediately  complained  of  abdominal  pains, 
nausea,  and  vomiting.  The  patient  was  hospi- 
talized, and  intravenous  injections  were  admin- 
istered. The  child  remained  in  the  hospital  for 
three  days  and  was  discharged  home. 

Incident  6 

Toxic  Agent  Age  Sex 

Ear  Drops  5 months  Female 

Mother  wanted  to  administer  ear  drops  to  the 
infant,  but  the  infant  was  crying  and  kicking,  at 
which  point  the  mother  became  very  nervous  and 
excited  and  mistakenly  put  the  ear  drops  in  the 
infant’s  mouth  instead  of  ear.  The  patient  was 
taken  to  the  hospital  where  lavage  and  other 
supportive  therapy  was  given.  Patient  remained 
in  the  hospital  for  two  weeks  and  finally  was 
discharged  fully  recovered. 

Incident  7 

Toxic  Agents  Age  Sex 

Camphorated  Oil  13V2  months  Male 


Grandmother  was  taking  care  of  the  infant  and 
wanted  to  administer  cough  syrup  for  a cough. 
She  was  unable  to  read  and  could  not  smell  the 
camphor  and  thus  mistakenly  administered  oil  of 
camphor  instead.  The  patient  soon  began  to 
vomit  and  had  convulsions.  He  was  taken  to  the 
hospital  where  his  stomach  was  lavaged  and 
fluid  was  administered  intravenously.  After  two 
days  the  child  was  discharged  as  recovered. 

Incident  8 

Toxic  Agent  Age  Sex 

Lye  2 1/2  years  Male 

Child  climbed  up  on  a chair  onto  the  cupboard 
and  obtained  a can  of  lye  which  was  on  a shelf. 
He  put  his  hands  into  the  can  and  rubbed  some 
of  its  contents  on  his  nose.  The  child  immediately 
complained  of  burning  of  the  hands  and  the  area 
around  the  nose.  Mother  washed  the  area  with 
water  and  then  rushed  the  child  to  the  hospital 
where  vomiting  was  induced  and  vinegar  applied. 
On  a home  visit  the  Public  Health  nurse  noted 
some  scar  tissues  in  the  area  where  the  lye  was 
applied.  The  child  was  referred  to  a hospital  for 
further  observation  and  possible  treatment. 

Incident  9 

Toxic  Agent  Age  Sex 

Lead  Poisoning  2 1/2  years  Male 

Child  presumably  ingested  paint  enamel  from 
the  crib  and  plaster  from  the  wall.  Mother  also 
stated  that  the  child  ate  root  cement  from  the 
sidewalk.  Child  complained  of  nausea,  vomiting, 
sore  mouth,  and  anorexia.  Child  was  hospital- 
ized for  two  weeks.  Laboratory  findings  for  lead 
poisoning  were  positive. 

Incident  10 

Toxic  Agent  Age  Sex 

Methapvrilene  17  years  Female 

Patient  attempted  suicide  because  she  was  get- 
ting involved  with  a boy  of  questionable  back- 
ground. Her  family  was  opposed  and  put  pres- 
sure on  the  patient  to  break  off  her  relationship 
with  the  boy.  She  took  100  capsules  of  metha- 
pjTilene  before  retiring.  She  soon  became 
nauseous  and  vomited  and  lapsed  into  a coma. 
The  patient’s  sister,  who  sleeps  in  the  same  room, 
heard  vomiting.  Mother  tried  to  arouse  her  but 
without  success.  An  ambulance  was  called,  and 
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the  patient  was  transferred  to  a hospital  where  a 
stomach  lavage  was  done  and  the  patient  placed 
in  an  oxygen  tent.  After  five  days  in  the  hospital 
the  patient  was  discharged  home  fully  recovered. 
Mother  was  advised  to  take  patient  for  psychi- 
atric observation  and  care. 

The  incidents  reported  here  illustrate  the  need 
for  keeping  medications  in  their  original  contain- 
ers and  out  of  reach  of  children  and  the  danger  of 
giving  medicines  by  persons  who  are  unable  to 
read. 

The  several  suicide  attempts  reported  here  are 
but  a few  of  a very  large  number  in  the  thirteen 
through  nineteen  years  of  age  group  which  are 
being  reported  with  an  increasing  frequency  to  the 
Poison  Control  Center. 

Incident  11 

Toxic  Agent  Age  Sex 

Chlorpromazine  5 years  Male 

The  child  watched  the  grandmother  take 
chlorpromazine  pills.  He  crawled  out  of  bed  and 
helped  himself  to  six  pills,  which  he  ingested. 
The  symptoms  w'ere  drowsiness  and  stupor.  The 
child  was  taken  to  the  hospital  emergency  room 
where  his  stomach  was  lavaged,  and  the  patient 
was  discharged  after  an  observation  period  of 
three  hours. 

Incident  12 

Toxic  Agent  Age  Sex 

Benzine  4 years  Male 

The  father  took  the  child  into  the  kitchen  to 
give  him  a cough  medicine,  but  instead  of  the 
cough  medicine  the  father  gave  the  child  benzine 
from  a bottle  which  was  placed  on  the  same  shelf 
with  the  cough  medicine.  The  father  apparently 
failed  to  read  the  label.  The  child  complained  of 
abdominal  pains,  nausea,  and  vomiting.  He  was 
taken  to  the  hospital  where  his  stomach  was 
lavaged,  and  the  patient  was  sent  home  after  the 
emergency  treatment. 

Incident  13 

Toxic  Agent  Age  Sex 

Oil  of  Wintergreen  2 j^ears  Male 

A Three  Time  Loser. — While  mother  was  in  the 
bedroom,  the  child  climbed  up  to  the  top  of  the 
kitchen  cabinet  and  drank  an  unknown  quantity 
of  oil  of  wintergreen.  Child  immediately  com- 


plained of  burning  of  the  mouth  and  throat,  and 
the  mother  administered  first  aid  by  trying  to 
induce  vomiting  but  was  unsuccessful.  The  child 
was  rushed  to  the  hospital,  his  stomach  was  lav- 
aged, and  the  patient  was  sent  home  as  improved. 

A year  ago  the  same  child  (eleven  months  old) 
ingested  the  contents  of  a tube  of  diaper  ointment, 
and  shortly  after  this  incident  the  patient  fell  in 
the  hallway  and  had  lacerations  on  the  forehead 
which  necessitated  four  stitches.  Nurse  also  re- 
ports that  before  her  home  visit  the  mother 
slipped  on  the  waxed  floor  and  had  lacerations 
which  necessitated  three  stitches. 

Incident  14 

Toxic  Agent  Age  Sex 

Camphor  Oil  2 years  Male 

The  camphor  oil  was  used  to  rub  the  chest  of  a 
friend’s  baby  who  was  visiting  in  this  apartment. 
After  its  use,  the  camphor  oil  bottle  was  put  on 
the  night  table.  Child  obtained  the  bottle  and 
ingested  some  of  its  contents.  Presenting  symp- 
toms were  vomiting  and  stupor.  The  child  was 
rushed  to  the  hospital  emergency  room  where 
vomiting  was  induced,  and  the  stomach  was  lav- 
aged. After  several  hours  the  patient  was  dis- 
charged as  improved. 

Incident  15 

Toxic  Agent  Age  Sex 

Camphorated  Oil  3 years  Male 

Mother  wanted  to  administer  castor  oil  to  the 
child  but  mistakenly  used  the  wrong  bottle  which 
contained  camphorated  oil  and  administered  one 
teaspoonful  to  the  child.  Sjunptoms  were  vomit- 
ing, convulsions,  and  stupor.  Child  was  taken 
to  the  hospital  where  he  remained  for  two  days. 
Therapy  consisted  of  stomach  lavage.  The 
patient  made  a complete  recovery. 

Incident  16 

Toxic  Agent  Age  Sex 

Moth  Balls  23  months  Male 

Moth  balls  were  put  by  the  mother  in  the  pock- 
ets of  clothing  which  were  hung  in  the  closet  to 
protect  them  against  moths.  The  child  managed 
to  get  into  the  closet  and  obtained  some  of  the 
moth  balls  from  the  pockets  and  ingested  an  un- 
known quantity.  Mother  did  not  know  the  child 
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ingested  moth  balls  until  he  began  to  vomit. 
Other  symptoms  were  nausea,  drowsiness,  and 
dizziness.  The  child  was  taken  to  the  hospital 
where  the  stomach  was  lavaged  and  the  patient 
was  kept  for  observation  for  twenty-four  hours. 
Although  the  case  was  classified  as  severe,  the 
child  made  an  uneventful  recovery. 

Incident  17 

Toxic  Agent  Age  Sex 

Turpentine  P/2  years  Male 

Father  was  cleaning  paint  brushes  at  the 
kitchen  sink.  The  turpentine  was  stored  in  a 
whiskey  bottle.  He  left  the  bottle  on  the  sink 
and  after  he  was  through  the  child  obtained  the 
bottle  and  ingested  some  of  its  contents.  The 
child  presented  the  following  symptoms:  vomit- 
ing and  stupor.  He  was  taken  to  the  hospital 
where  his  stomach  was  lavaged.  The  patient  was 
observed  for  several  hours  and  was  discharged  as 
improved. 

Incident  18 

Toxic  Agent  Age  Sex 

“Mouse  Seeds”  (strychnine)  26  years  Male 

Dr.  Barbara  Parker  of  Bellevue  Hospital  re- 
ports the  following  interesting  incident  concern- 
ing a patient  who  took  strychnine  “Mouse  Seeds” 
in  a suicidal  attempt. 

“The  patient  emptied  a box  of  “Mouse  Seeds” 
into  two  cans  of  beer  and  one  can  of  grapefruit 
juice  and  over  a period  of  about  an  hour  drank 
the  contents  of  the  cans.  He  was  aware  occasion- 
ally of  having  the  “seeds”  in  his  mouth  and 
swallowing  them.  He  had  no  way  of  knowing 
how  much  of  the  material  was  left  in  the  bottom 
of  the  cans.  Within  one  hour  he  began  to  feel 
stiff,  jumpy,  hypersensitive  to  noise.  He  got  in 
bed  expecting  to  die.  He  had  several  generalized 
convulsions.  About  seven  hours  after  ingestion 
he  told  his  roommate  what  he  had  done.  The 
ambulance  was  called,  and  he  was  taken  to  a 
hospital,  given  barbiturate,  and  transferred  to 
Bellevue.  He  was  given  barbiturates  in  suffi- 
cient quantity  to  induce  a state  of  relaxation. 
The  symptoms  of  strychnine  poisoning  lasted  at 
least  twelve  hours  and  possibly  longer.  There- 
after the  patient  was  asymptomatic.  He  was 
transferred  about  ten  days  later  to  a Veterans7 
installation  for  psychiatric  care.77 


Incident  19 

Toxic  Agent  Age  Sex 

Camphorated  Oil  17  months  Female 

Child  went  to  sleep  with  her  mother  but  awoke 
and  obtained  a bottle  of  camphor  oil  which  was 
placed  on  a side  table  in  the  dining  room.  She 
developed  burning  in  the  mouth  and  throat, 
stupor,  and  convulsions.  She  was  taken  to  the 
hospital  where  the  stomach  was  lavaged.  The 
child  was  hospitalized  for  three  days  and  eventu- 
ally made  a full  recovery. 

Incident  20 

Toxic  Agent  Age  Sex 

Barbiturate  1 year  Female 

While  this  infant  was  visiting  grandmother, 
she  climbed  on  a chair,  opened  the  drawer,  and 
obtained  a box  of  grandmother’s  capsules  and 
ingested  some  of  them.  Child  became  stuporous 
and  was  taken  to  the  hospital  where  her  stomach 
was  lavaged.  The  child  was  kept  for  a twenty- 
four  hour  period  for  observation  and  then  dis- 
charged as  improved. 

Incident  21 

Toxic  Agent  Age  Sex 

Spot  Remover  18  months  Female 

(Trichloroethylene) 

Father  had  poured  cleaning  fluid  into  a drink- 
ing glass  to  clean  bicycle  parts.  After  finishing, 
he  poured  back  contents  into  original  can,  leav- 
ing some  in  glass  and  set  it  on  table  to  be  washed 
out.  Infant  reached  up  and  drank  contents. 
Coughing  was  the  only  symptom.  Mother  could 
not  induce  vomiting  with  fingers.  The  child  was 
then  taken  to  a hospital  where  her  stomach  was 
lavaged,  and  after  a period  of  twenty-four  hours 
the  child  was  discharged  as  improved.  The  nurse, 
on  making  the  home  visit,  noted  that  “father 
spends  so  much  time  away  from  home  that  mother 
claims  he  was  unaware  of  the  activity  of  toddlers.” 

These  episodes  are  related  to  illustrate  the 
hazards  associated  with  storing  of  chemicals  and 
household  preparations  in  household  utensils. 

Physicians  are  again  reminded  to  instruct  par- 
ents to  keep  all  drugs  and  household  preparations 
securely  away  from  children  and  in  their  original 
containers. 


( Number  seven  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 
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It  has  long  been  suspected  that  nutritional 
factors  may  play^  a role  in  the  development  of 
some  types  of  cancer  in  man.  The  reasons  for 
such  theories  can  generally  be  traced  to  epi- 
demiologic observations  which  have  shown  sig- 
nificant differences  in  the  incidence  of  specific 
lesions  in  varying  population  groups  in  circum- 
stances suggesting  that  environmental  rather 
than  racial  or  hereditary  factors  were  involved.1 
Such  is  the  complexity  of  these  situations,  how- 
ever, that  proof  of  a cause  and  effect  relationship 
has  rarely  been  obtained,  and  the  uneasy  suspi- 
cion remains  that  etiologic  nutritional  factors  for 
malignant  disease  may  exist  which  could  be 
eradicated  if  they  could  be  identified. 

The  nutritional  environment  is,  of  course,  only 
one  of  the  many  exogenous  circumstances  which 
might  be  responsible  for  a given  type  of  neo- 
plastic change.  Such  change,  however,  occurs  at 
the  level  of  the  individual  cell,  and  it  seems  logical 
that  early  attention  should  be  paid  to  metab- 
olism at  this  level,  which  must  be  affected  by 
the  supply  of  nutrients  as  well  as  by  other  non- 
nutrient factors,  endogenous  and  exogenous. 
The  problem  is  further  complicated  by  demon- 
strated differences  in  species  specificity  which 
make  it  difficult  to  transpose  evidence  adduced  in 
animals  to  man.  It  is  proposed,  therefore,  to  re- 
view briefly  what  is  known  about  nutrition  and 
cancer  in  man,  making  only  passing  reference  to 
animal  studies  as  they  may  have  made  contribu- 
tion to  the  human  problem.  More  complete  and 


recent  reviews  are  available.2-4 

There  is  some  evidence  that  body  weight 
status,  which  reflects  both  caloric  nutrition  and 
basic  body  habitus,  is  associated  with  a varyfing 
incidence  of  malignant  disease  in  a given  popula- 
tion. Dublin5  has  reported  an  analysis  of  insur- 
ance company^  records  showing  cancer  mortality 
in  men  over  age  forty-five  to  be  graduated  in  ac- 
cordance with  their  weight  at  the  time  of  is- 
suance of  the  policy,  in  a range  of  15  per  cent  to 
50  per  cent  underweight  to  25  per  cent  or  more 
overweight.  Comparable  cancer  mortality  varied 
from  95  to  143  per  100,000  persons.  Endometrial 
cancer  apparently"  occurs  disproportionately'  in 
heavier  women.6  Conversely,  in  periods  of  rela- 
tive food  scarcity  during  and  after  the  two  world 
wars,  data  from  some  countries  showed  a general 
tendency  towards  a lower  cancer  incidence  which 
rose  again  as  food  supplies  became  normal.7 
The  problem  is  to  be  certain  that  there  were  not 
hidden  and  concomitant  variables.  Experiments 
in  animals  have  demonstrated  that  both  spon- 
taneous and  induced  malignant  growths  occur 
less  frequently'  in  the  presence  of  marked  caloric 
undernutrition.2  Recurrences  of  tumors  after 
surgical  removal  also  can  be  reduced  in  incidence 
by  the  same  means.  However,  lesser  degrees  of 
undernutrition  have  produced  little  or  no  bene- 
ficial effect,  and  these  observations  seem  of  little 
practical  application  to  the  problem  in  humans. 

Only  three  instances  are  known  where  a type 
of  malignancy  can  reasonably  be  attributed  to 
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nutritional  deficiency,  and  in  two  of  these  cases 
no  specific  nutrient  has  been  finally  identified. 
Primary  carcinoma  of  the  liver  occurs  only  when 
superimposed  on  previous  liver  injury  and  the 
high  incidence  in  populations  manifesting  signs  of 
chronic  malnutrition  suggests  that  this  is  the 
I causative  circumstance.8  No  precise  etiology  has 
been  identified,  although  the  diets  of  endemic 
groups,  such  as  the  Bantus  of  South  Africa,  are 
' generally  low  in  protein  and  some  of  the  asso- 
ciated nutrients,  such  as  the  B group  vitamins. 
Gillman  and  Gilbert9  have  stated  that  three 
conditions  seem  to  be  necessary  for  the  develop- 
ment of  hepatoma : continued  or  intermittent  in- 
jury to  the  liver,  the  promotion  of  conditions 
leading  to  active  regeneration  and  hyperplasia 
of  that  organ,  and  the  continued  vitality  of  the 
whole  organism  in  the  face  of  these  processes. 
The  associated  role  of  other  toxic  factors,  such  as 
excessive  alcohol  intake  and  infections,  remains 
suspected  but  unproved.8  It  is  also  of  interest 
that  despite  the  large  volume  of  successful  work 
done  on  the  production  of  nutritional  liver  injury 
in  the  experimental  animal,  primary  liver  car- 
cinoma has  rarely  been  a sequela  in  the  absence 
of  specific  carcinogenic  substances  in  the  diet. 
An  exception  to  this  was  reported  by  Copeland 
and  Salmon10  for  severe  choline  deficiency  in  the 
rat. 

Carcinoma  of  the  thyroid  occurs  with  much 
greater  frequency  in  endemic  goitrous  regions 
than  in  goiter-free  areas  and  the  frequent  asso- 
ciation of  this  type  of  malignancy  with  thyroid 
adenoma  is  now  well  established.11  The  coinci- 
dent occurrence  of  endemic  goiter  and  thyroid 
carcinoma  in  areas  where  iodine  intake  is  low 
therefore  places  this  malignancy  in  the  category 
of  being  nutritionally  induced  in  many  instances. 

The  relatively  high  incidence  of  carcinoma  of 
the  postcricoid  region  of  the  hypopharynx  in 
Swedish  women  has  been  linked  to  the  so-called 
Plummer-Vinson  syndrome.12  The  syndrome  oc- 
curs predominantly  in  the  northern  areas  of  that 
country  and  has  been  reported  from  similar 
latitudes  in  Great  Britain  and  the  United  States. 
The  frequent  association  of  the  diagnostic  symp- 
tom, dysphagia,  with  clinical  and  laboratory  find- 
ings indicating  iron  deficiency  has  generally  led 
to  the  conclusion  that  the  latter  is  the  causative 
factor,  and  iron  therapy  is  often  beneficial.  The 
case  is  not  finally  proved;  however,  it  seems  cer- 
tain that  some  feature  of  the  nutritional  environ- 
ment in  the  endemic  areas  is  responsible,  since 


with  improving  food  supply  the  syndrome  and 
the  concomitant  malignant  lesions  are  becoming 
much  rarer.  The  fully  developed  Plummer- 
Vinson  syndrome  is  frequently  associated  with 
grossly  visible  and  microscopically  identifiable 
atrophy  of  the  mucous  membrane  of  the  pharynx 
and  the  formation  of  webs  in  the  hypopharynx. 
The  relationship  of  these  changes  to  the  ultimate 
development  of  malignant  lesions  in  the  same 
area  may  be  specific,  representing  the  result  of  a 
continuing  biochemical  insult,  or  nonspecific, 
the  atrophic  mucosa  being  rendered  more  sus- 
ceptible to  unidentified  carcinogens.13  Hence 
the  important  role  of  the  nutritional  deficiency, 
per  se,  in  the  malignant  process  cannot  be  re- 
garded as  established. 

Certain  types  of  potentially  premalignant  le- 
sions in  the  mouth  are  suspected  to  be  nutritional 
in  origin.  Carcinoma  occurs  more  frequently  in 
this  site  in  the  same  Swedish  population  that 
manifests  the  Plummer-Vinson  syndrome,  and 
the  sequence  of  events  is  presumably  the  same  in 
the  mouth  and  hypopharynx.12  In  contrast  to 
atrophy  as  a premalignant  phase,  however,  the 
hypertrophic  process,  leukoplakia,  frequently  pre- 
cedes carcinoma  of  the  tongue  or  buccal  cavity, 
and  this  has  long  been  suspected  to  be  on  a 
nutritional  basis.14  The  evidence  for  this  is  cir- 
cumstantial and  incomplete.  The  lesion  occurs 
with  some  frequency  in  chronic  alcoholics,  whose 
nutritional  status  is  generally  suspect,  and  the 
fact  that  tissues  of  the  mouth  are  commonly  af- 
fected by  B vitamin  deficiency  has  led  to  the 
suspicion  that  these  nutrients  are  in  some  way 
involved  in  the  hypertrophic  process.  However, 
specific  or  general  dietary  therapy  is  frequently 
totally  ineffective  in  modifying  the  lesion,  which 
may  become  malignant  after  long  periods  of  ob- 
servation by  the  physician  who  is  powerless  to 
change  the  process.  The  precise  etiology  of  this 
condition  must  therefore  be  regarded  as  totally 
unknown  and  further  research  is  badly  needed 
in  this  area. 

It  is  a matter  of  definition  whether  factors  as- 
sociated with  food  and  drink,  other  than  their 
nutrient  content,  be  considered  “nutritional.” 
However,  for  practical  purposes  it  is  hard  to 
make  a division  along  these  lines,  especially  in 
the  earliest  stages  of  thought  and  research  into 
any  given  problem  based  on  epidemiologic  ob- 
servations. This  is  particularly  true  of  lesions 
in  the  gastrointestinal  tract  itself.  Hueper3  has 
pointed  out  the  frequency  of  cancers  at  sites 
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where  the  contents  of  the  alimentary  tract  move 
slowly  or  may  remain  stationary,  such  as  the 
pylorus  and  rectum,  and  here  direct  carcinogenic 
action  would  be  expected  to  be  maximal.  Some 
types  of  food  or  drink  may  contain  substances, 
either  through  natural  circumstances  or  as  addi- 
tives or  contaminants,  which  under  certain  condi- 
tions have  been  demonstrated  to  have  carcino- 
genic properties.  Examples  of  such  compounds 
are  certain  azo  dyes  formerly  used  as  food  color- 
ing agents,  pesticides  such  as  D.D.T.,  stilbene 
derivatives  used  to  color  household  detergents, 
natural  or  synthetic  estrogens,  arsenicals,  and 
polycyclic  hydrocarbons.  The  effects  of  the  in- 
gestion of  any  radioactive  substances  which 
might  find  their  way  into  food  and  water  can 
only  be  suspected  at  the  present  time.  Hueper15 
has  recently  reviewed  the  whole  of  this  complex 
problem  in  some  detail.  It  must  be  said,  how- 
ever, that  examples  of  human  cancer  definitely 
traced  to  such  compounds  are  rare  and  occurred 
under  uncommon  circumstances.  Furthermore, 
the  conditions  necessary  to  produce  malignant 
lesions  in  the  experimental  animal  frequently 
bear  little  relationship  to  those  in  which  human 
exposure  occurs,  especially  with  regard  to  the 
dosage  of  the  potential  carcinogen.  This  area 
is  one  in  which  there  is,  as  yet,  too  little  evidence 
for  an  adequate  evaluation  of  the  possible  role  of 
ingested  substances  in  cancer  as  it  occurs  in  our 
communities.  Meanwhile,  the  authorities  con- 
cerned with  the  maintenance  of  public  health 
have  the  problem  under  observation,  and  con- 
trols have  been  established  within  the  limits  of 
firm  knowledge. 

Notwithstanding  the  suspicions  which  must 
exist  about  the  direct  role  of  carcinogens  in  the 
diet,  evidence  in  the  experimental  animal  has 
indicated  that  mucous  membrane  throughout  the 
gastrointestinal  tract  is  generally  relatively  re- 
sistant to  the  action  of  applied  carcinogenic  com- 
pounds. Adenocarcinoma  of  the  glandular  stom- 
ach has  been  produced  in  the  rat,  for  example, 
only  by  the  injection  of  benzpyrene  beneath  the 
mucosa.  The  forestomach  of  this  animal  is 
lined  with  squamous  epithelium  and  reacts  more 
like  the  skin  in  its  susceptibility  to  carcinogens. 
Roffo  originally  reported  the  production  of  car- 
cinoma in  this  viscus  by  a diet  containing  50  per 
cent  of  heated  fats,  but  this  observation  and  a 
similar  one  by  Fibiger  have  been  shown  to  re- 
flect largely  the  results  of  avitaminosis  A which 


produces  a premalignant  gastropapillomatosis  in 
the  rat.  Peacock16  has  reviewed  this  subject 
and  has  reported  that  heated  fats  may  render 
vitamin  A unavailable  but  that  they  also  prob- 
ably contain  an  active  carcinogen.  Both  the  tem- 
peratures to  which  the  fats  are  exposed  and  the 
presence  or  absence  of  iron,  which  acts  as  a cat- 
alyst, appear  to  be  of  importance  in  this  mech- 
anism. Once  again,  there  is  no  evidence  cur- 
rently available  which  links  these  observations  to 
any  human  situation.  They  remain,  however,  as 
a reminder  that  a conventional  nutritional  survey 
concentrating  on  nutrient  intake  and  general 
nutritional  status  would  be  very  likely  to  miss 
the  point  in  seeking  for  a cause  and  effect  rela- 
tionship between  diet  and  malignancy. 

The  final  effect  of  a reappraisal  of  current 
knowledge  of  the  role  of  nutrition  in  human  can- 
cer must  be  to  stress  the  paucity  of  scientifically 
valid  evidence  available.  This  in  turn  reflects 
the  difficulty  in  proceeding  beyond  the  hypoth- 
eses which  are  readily  provoked  by  epidemio- 
logic studies  but  are  exceedingly  difficult  to  test. 
The  urgency  of  the  problem,  however,  is  such 
that  detailed  screening  programs  to  detect  causa- 
tive factors,  and  parallel  research  endeavors,  are 
certainly  called  for  at  the  earliest  possible  mo- 
ment. Meanwhile,  only  a few  situations  exist, 
which  have  been  touched  on,  where  the  knowl- 
edge of  dietary  factors  causing  human  cancer 
already  permits  preventive  measures  to  be  taken. 
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Cancer  of  the  Esophagus 

JOHN  H.  GARLOCK,  M.D.,  NEW  YORK  CITY 


Cancer  of  the  esophagus ! It  wasn’t  so  many 
years  back  that  this  diagnosis  spelled  doom 
to  the  patient  and  his  family.  As  recently  as  the 
middle  thirties,  the  generally  accepted  treatment 
was  radiation  therapy  and  a gastrostomy  for  feed- 
ing purposes.  Almost  100  per  cent  of  these  un- 
fortunates died  within  twelve  to  eighteen  months 
after  a period  of  great  discomfort  which  included 
the  inconvenience  of  an  opening  on  the  abdominal 
wall  leaking  gastric  contents.  The  past  sixteen 
years  have  seen  great  changes  in  our  therapeutic 
approach  to  this  disease,  and  I would  like  to  tell 
you  briefly  what  has  been  accomplished  and  how 
you  can  help  to  improve  the  results  so  far 
achieved. 

Remember  that  the  outstanding  important 
symptom  of  this  disease  is  dysphagia,  a disturb- 
ance of  the  act  of  swallowing.  This  may  assume 
several  forms.  By  far  the  most  common  is  in- 
creasing difficulty  in  swallowing  solid  food. 
Another  is  localized  burning  when  swallowing  hot 
liquid.  Any  patient  who  presents  these  symp- 
toms to  his  physician  must  be  accorded  every  in- 
vestigative method  available  today  to  establish 
the  true  diagnosis.  I cannot  overemphasize  the 
fact  that  early  diagnosis  and  early  radical  therapy 
constitute  the  only  way  that  long-term  results  can 
be  materially  improved,  and  the  responsibility 
for  establishing  early  diagnosis  rests  squarely  with 


the  family  physician.  It  is  difficult  to  under- 
stand how  or  why,  in  a disease  with  one  clearly 
defined  cardinal  symptom,  both  physician  and  pa- 
tient will  frequently  disregard  persistent  swal- 
lowing difficulty  and  term  it  a nervous  manifes- 
tation. I can  cite  one  instance  after  another 
where  this  has  occurred,  and  in  most  of  them  in- 
operability of  the  tumor  was  demonstrated  at  the 
time  of  exploration. 

In  cancers  of  the  stomach  at  or  near  the  cardiac 
orifice,  dysphagia  may  not  be  the  initial  symptom. 
Vague  epigastric  distress,  unexplained  loss  of 
appetite,  and  unrelieved  indigestion  will  often 
precede  the  onset  of  dysphagia  which  occurs  when 
the  cardia  is  narrowed  by  the  growth  of  the 
tumor.  We  should  not  be  too  concerned  in  this 
discussion  with  the  usual  textbook  description  of 
the  late  symptoms  of  this  disease,  i.e.,  marked 
weight  loss,  emaciation,  evidences  of  water, 
vitamin,  and  electrolyte  deficiencies,  etc.  Em- 
phasis must  be  placed  on  the  early  signs  of  this 
disease  rather  than  the  late,  when  the  diagnosis 
becomes  self-evident. 

In  the  early  stages,  the  physical  examination 
usually  reveals  little  of  importance.  The  physi- 
cian should  always  look  for  enlarged  cervical  nodes 
and  never  fail  to  complete  his  investigation  with  a 
digital  rectal  examination  to  demonstrate  the 
presence  or  absence  of  a “rectal  shelf.”  The  find- 
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ing  of  a firm  induration  in  the  pouch  of  Douglas, 
the  “rectal  shelf,”  is  indicative  of  pelvic  metas- 
tases  and  indicates  inoperability.  The  presence 
of  a “rectal  shelf”  is  not  uncommon  with  gastric 
cancers  but  is  rarely  seen  with  esophageal  cancers. 

The  symptom  of  persistent  dysphagia  calls  for 
two  additional  methods  of  examination  to  estab- 
lish the  diagnosis  of  cancer — roentgenography 
and  esophagoscopy.  X-ray  examination  of  the 
esophagus  and  stomach  will  usually  demonstrate 
clearly  any  obvious  abnormality.  The  improve- 
ment in  x-ra}'  technics  in  recent  years,  especially 
with  respect  to  demonstrating  tumors  of  the 
upper  end  of  the  stomach,  has  been  a great  factor 
in  bringing  patients  to  the  surgeon  at  an  earlier 
stage  of  their  disease  than  was  possible  in  former 
years.  Occasionally  it  may  be  difficult  to  tell  the 
difference  in  the  x-ray  film  between  benign  cardio- 
spasm and  an  infiltrating  cancer  of  the  cardia. 
It  is  under  such  circumstances  that  esophagos- 
copy by  a competent  operator  has  its  greatest 
field  of  usefulness.  Those  of  us  who  have  had 
much  experience  with  this  disease  believe  that  all 
patients  with  suspected  tumors  of  the  esophagus 
and  cardia  should  be  esophagoscoped.  Not  only 
is  the  exact  diagnosis  established  by  biopsy,  but 
certain  information  is  obtained  for  the  surgeon 
who  may  then  more  intelligently  plan  the  opera- 
tion for  the  individual  case.  While  there  is  some 
justification  for  the  opinion  held  by  many  that 
esophagoscopy  is  far  from  a simple  procedure  be- 
cause of  the  danger  of  instrument  perforation  of 
the  esophagus,  I believe  that  most  competent  ob- 
servers agree  that  the  value  of  positive  infor- 
mation gained  by  this  modality  far  outweighs  the 
fear  of  the  occasional  instrument  injury.  The 
finding  of  a squamous  cell  tumor  in  the  biopsy 
specimen  indicates  its  origin  from  the  esophagus, 
while  the  report  of  adenocarcinoma  almost  in- 
variably indicates  the  upper  stomach  as  the 
source  of  the  tumor.  It  is  important  to  remem- 
ber this  histologic  differentiation  both  from  the 
standpoint  of  operative  approach  and  the  prog- 
nostic significance  of  long-term  survival  figures. 

The  great  advances  in  the  treatment  of  cancer 
of  the  esophagus  in  the  past  fifteen  years  have 
been  made  possible  by  a combination  of  circum- 
stances. These  may  be  enumerated  as  follows  in 
the  order  of  their  importance: 

1.  Marked  progress  in  the  field  of  anesthesia. 


2.  A more  complete  understanding  of  the 
pathologic  physiology  of  intrathoracic  diseases 
and  operative  procedures. 

3.  The  development  of  new  operative  pro- 
cedures. 

4.  The  recognition  and  correction  preopera- 
tively  of  vitamin,  electrolyte,  and  fluid  im- 
balances. 

5.  The  importance  of  thorough  postoperative 
care. 

6.  The  advent  of  the  antibiotics. 

Progress  in  this  field  of  surgery  has  been  so 
rapid  and  satisfactory  that  it  is  now  possible  to 
remove  radically  malignant  tumors  of  the  esopha- 
gus and  cardiac  end  of  the  stomach  with  restitu- 
tion of  the  normal  act  of  swallowing  and  with  a 
general  operative  mortality  of  under  15  per  cent. 
This  includes  all  ages  with  occasional  patients 
over  eighty  years.  The  operation  entails  a sub- 
total removal  of  the  esophagus  by  a transthoracic 
approach  and  the  transplantation  of  the  stomach 
into  the  chest  for  anastomosis  with  the  remaining 
portion  of  the  esophagus.  For  high-lying  tumors 
it  has  even  been  possible  to  bring  the  stomach 
through  the  apex  of  the  chest  into  the  neck  for  re- 
connection with  the  cervical  esophagus. 

Appraisal  of  long-term  survival  statistics  indi- 
cates that  with  increasing  experience  and  famili- 
arity with  the  details  and  the  pitfalls  of  the  sur- 
gical treatment  of  this  disease,  an  increasing  num- 
ber of  patients  are  passing  the  five-year  post- 
operative period  without  obvious  evidence  of  re- 
currence of  the  disease. 

A recent  survey  of  a large  series  of  patients 
treated  by  the  methods  I have  outlined  empha- 
sizes most  clearly  that  the  percentage  of  long-term 
cures  can  be  materially  improved  if  the  diagnosis 
is  made  earlier  and  treatment  instituted  sooner 
than  has  been  the  case  in  recent  years.  I must 
therefore  stress  again  what  I said  in  my  opening 
remarks.  On  the  practitioner  of  medicine  rests 
the  responsibility  of  paying  heed  to  the  warning 
symptom  of  difficulty  in  swallowing  and  of  em- 
ploying every  diagnostic  aid  at  his  disposal  to  es- 
tablish the  diagnosis  of  cancer  of  the  esophagus 
in  the  early  stages  of  the  disease.  Only  by  this 
approach  can  the  percentage  of  operability  be 
improved  and  the  number  of  long-term  cures 
materially  increased. 
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Blighted  Twin  Diagnosed  by  X-Ray 

ROBERT  N.  MELNICK,  M.D.,*  NEW  YORK  CITY,  AND  WILLIAM  H.  GODSICK,  M.D.,  BRONX,  NEW  YORK 

tive  : 

■-  ( From  the  Department  of  Obstetrics  and  Gynecology , Lincoln  Hospital,  Bronx,  New  York ) 

so 


} 1VT ANY  cases  twins  have  been  reported  in  which 
one  twin  was  blighted.1-4  The  cause  of  this 
i-  phenomenon  is  generally  unknown,  although  it  is 
most  commonly  believed  to  be  due  to  some  ab- 
[ normality  in  the  blood  supply  of  the  blighted  twin. 
In  exceptional  cases  constriction  of  the  umbilical 
cord  has  been  demonstrated,  but  more  frequently  it 
can  be  assumed  that  there  was  some  defect  in  the 
implantation  or  the  development  of  the  placenta  of 
the  affected  twin. 

In  most  cases  the  prenatal  history  and  the  physical 
' findings  during  labor  do  not  suggest  a diagnosis  of 
this  condition.  When  the  blighted  twin  precedes 
the  living  infant  and  when  it  is  sufficiently  well 
preserved,  it  may  sometimes  be  felt  as  an  irregularity 
on  the  presenting  part  of  the  second  twin.  It  was 
this  finding  in  the  case  to  be  presented  which  caused 
confusion  in  the  attempt  to  determine  the  presenting 
part.  The  correct  diagnosis  was  made  only  with  the 
aid  of  an  x-ray. 

Case  Report 

N.  R.,  age  nineteen,  gravida  I,  para  O,  was  first 
seen  in  the  prenatal  clinic  on  May  5,  1956.  Her 
last  menstrual  period  was  January  29,  1956  and  the 
expected  date  of  confinement  was  November  5,  1956. 
The  uterus  was  estimated  to  be  approximately  the 
size  of  a three-and-one-half  month  pregnancy,  which 
was  consistent  with  the  history  of  amenorrhea. 

The  prenatal  course  was  uneventful  until  August 
10,  1956,  when  the  patient  was  seen  in  the  emergency 
room  with  a history  of  having  spontaneously  rup- 
tured her  membranes.  According  to  the  patient, 
she  had  had  a sudden  profuse  gush  of  clear  odorless 
fluid.  At  the  time  of  examination  the  flow  had 
ceased,  there  were  no  uterine  contractions,  and  the 
cervix  was  uneffaced  and  closed.  The  size  of  the 
uterus  was  compatible  with  the  duration  of  amenor- 
rhea. The  fetal  heart  tone  was  normal. 

The  patient  was  admitted  to  the  hospital  and  was 
given  oxytetracycline  250  mg.  four  times  daily. 
During  the  next  three  days  in  the  hospital  no  leak- 
age of  fluid  was  observed.  The  patient  was  dis- 
charged, but  the  antibiotic  was  continued.  When 
she  was  seen  one  week  later  in  the  clinic,  no  further 
amniotic  fluid  had  been  passed,  and  the  oxytetra- 
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Fig.  1.  Abdominal  x-ray  showing  normal  fetus. 


cy cline  was  stopped. 

The  remainder  of  the  prenatal  course  was  un- 
complicated, and  the  patient  was  readmitted  to  the 
hospital  in  early  labor  on  November  18,  1956. 
Membranes  were  intact,  and  the  fetal  heart  was 
heard  in  the  right  lower  quadrant.  During  the  next 
twelve  hours  the  contractions  remained  mild  in 
character.  On  sterile  vaginal  examination  the  cer- 
vix was  5 cm.  dilated  and  the  presenting  part  was 
at  the  level  of  the  ischial  spines.  The  presenting 
part  was  quite  irregular  in  outline,  and  it  was  be- 
lieved that  there  was  an  abnormal  presentation, 
possibly  a face.  An  x-ray  was  taken,  and  this  re- 
vealed the  presence  of  twins.  One  fetus  appeared 
normal  with  the  vertex  presenting  (Fig.  1).  Be- 
neath this  was  the  small  compressed  body  of  a 
blighted  twin  (Fig.  2). 
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Fig.  2.  Enlargement  of  x-ray  of  pelvis,  showing  skeleton  of  blighted  twin  below  vertex  of  normal  fetus. 


Because  of  the  desultory  character  of  the  labor 
the  patient  was  given  an  intravenous  Pitocin  in- 
fusion. After  two  hours  the  cervix  was  fully  dilated, 
and  the  blighted  fetus  was  visible  at  the  introitus. 
It  was  closely  adherent  to  the  membranes  of  the 
second  twin,  but  a free  area  of  the  membranes 
could  be  felt  just  anterior  to  the  edge  of  the  blighted 
twin,  which  was  in  a transverse  position.  The 
membranes  were  ruptured  at  this  site,  the  macer- 
ated fetus  swung  downward  but  remained  attached 
to  the  membranes  posteriorly,  and  the  second  twin 
delivered  spontaneously  without  difficulty.  It  was 
a normal  female  and  weighed  5 pounds  3 ounces. 
Immediately  afterward  the  macerated  twin,  still 
adherent  to  the  membranes,  and  the  placenta  were 
delivered.  The  postpartum  course  of  the  mother 
and  the  surviving  twin  was  uneventful. 

The  blighted  twin  was  flattened,  macerated,  and 
21  cm.  in  length,  crown-rump.  Its  umbilical  cord  was 
unremarkable.  There  was  a single  normal-sized 
placenta,  approximately  one  third  of  which  consisted 
of  a crescent-shaped  area  that  was  grayish-yellow 
and  firm  in  consistency.  Microscopic  slides  pre- 
pared from  this  tissue  showed  hyalinization. 

Comment 

When  this  patient  was  first  admitted,  it  was  be- 
lieved that  she  had  ruptured  her  membranes,  and 
she  was  treated  accordingly.  After  three  days  with 
no  leakage  of  fluid  it  was  assumed  that  either  the 


history  was  incorrect  or  the  leak  in  the  membranes 
had  sealed  off.  In  retrospect  it  seems  most  likely 
that  the  membranes  of  one  twin  had  indeed  rup- 
tured at  that  time  and  that  this  was  followed  by  the 
death  of  the  fetus.  The  size  of  the  blighted  fetus 
is  consistent  with  the  duration  of  the  pregnancy  at 
that  time.  No  explanation  can  be  offered  for  the 
rupture  of  one  set  of  membranes  at  that  time. 
Likewise  it  is  not  known  if  there  is  any  relationship 
between  the  presence  of  a blighted  twin  preceding 
the  living  infant  and  the  desultory  character  of  the 
labor,  requiring  Pitocin  augmentation. 

In  the  largest  series  of  these  cases  reported 
Kindred1  points  out  that  it  is  unusual  to  encounter 
a history  of  any  acute  episode  in  the  prenatal  course. 
Most  mothers  were  older  than  the  patient  in  the 
case  presented,  and  the  death  of  the  affected  twin 
generally  occurred  earlier  in  the  pregnancy.  There 
was  a single  chorion  in  about  one  third  of  the  cases. 
With  the  patient  in  this  report  it  was  not  possible 
to  determine  definitely  whether  there  was  a single 
or  double  chorion. 
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Editing  Your  Motion  Picture  Film 
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Simple  Technics  for  Producing  Effective  Train- 
ing Films  in  Your  Hospital  or  Clinic. 

The  medical  motion  picture  film  can  become  a 
versatile  training  aid  of  major  importance  in 
medicine  only  when  the  mechanism  of  its  em- 
ployment is  sufficiently  understood. 

A small  South  Carolina  college,  working  with 
its  student  staff  and  faculty,  recently  completed  a 
series  of  13  nominal  length  films  for  showing  on 
local  television  stations.  This  effort  is  note- 
worthy mainly  because  it  was  accomplished  by  an 
amateur  cinematographic  group  of  enthusiasts. 
The  equipment  used  consisted  of  two  16  mm. 
cameras,  two  homemade  lighting  units  employing 
banks  of  eight  1,000- watt  lamps,  and  several 
strip  lights  using  photofloods.  Even  such  rela- 
tively complex  operations  as  shooting  with  a dolly 
and  camera  crane,  synchronizing  the  sound,  and 
working  with  multiple  cameras  were  achieved 
with  a modicum  of  professional  consultation. 

At  the  University  of  Michigan,  several  cameras 
and  a portable  tape  recorder  have  produced  an 
impressive  array  of  location  films,  ranging  from 
microphotographing  the  movement  of  plankton 
to  the  filming  of  the  birth  of  a baby.  Additional 
medical  subjects  filmed  by  the  Michigan  students 
were  a blood  transfusion,  an  appendectomy,  and  a 
neurosurgical  procedure.  Even  animation,  usu- 
ally a procedure  requiring  expensive  equipment, 
was  achieved  by  anchoring  a camera  rigidly  to  a 


tripod  with  masking  tape  and  heavy  rope. 

How  often  we  have  heard  about  the  film  editor 
in  Hollywood.  He  is  the  man  who  receives  very 
little  fanfare  and  just  manages  to  squeeze  in  a 
credit  line  in  the  titles  of  a film.  Yet,  this  is  the 
self-same  chap  who  takes  one  million  feet  of  35 
mm.  theatrical  film  and  condenses  it  down  to  be- 
tween 6,000  to  9,000  feet,  or  roughly,  one  to  one- 
and-a-half  hour  projection  time. 

In  the  making  of  a medical  motion  picture  film, 
neither  the  time,  energy,  nor  funds  are  available 
for  such  time-consuming  mechanical  evaluation 
(editing)  of  film  content. 

Motion  picture  photography  in  medicine  re- 
quires considerable  planning  to  avoid  the  Holly- 
wood type  of  wastefulness  of  shooting  significant 
procedures  over  and  over  again  and  then  project- 
ing them  several  times  to  study  the  action,  thus 
allowing  several  hundreds  or  even  thousands  of 
feet  of  film  to  pile  up  on  a shelf  in  a variety  of  cans 
cursorily  identified  by  dates  and  diffieult-to-de- 
cipher  titles. 

To  save  time  in  editing,  plan  your  film  before 
shooting.  A “story  conference”  is  not  difficult  to 
achieve;  a fraction  of  the  time  spent  discussing  a 
medical  procedure  can  be  devoted  to  planning  a 
series  of  camera  shots  and  orienting  the  personnel 
involved  in  the  scene.  A simple  outline  of  an- 
ticipated activities  can  serve  as  a shooting  sched- 
ule, providing  a beginning,  middle,  and  end  to 
your  “story.” 
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To  facilitate  editing,  arrange  your  lighting  so 
that  you  can  rely  on  the  proper  exposure  for  each 
scene  you  photograph.  Set  up  your  lighting  in 
advance.  For  most  scenes  in  an  office,  clinic,  or 
operating  theater,  a simple  bar  light  with  four 
375- watt  lamps  (and  built-in  safety  fuse)  should 
be  ample  where  closeups  of  a patient  are  called 
for.  In  filming  a surgical  procedure,  of  course, 
high  lighting  of  the  surgical  area  is  vital  to  over- 
come shadows.  This  can  be  accomphshed  with 
one  or  two  additional  lamps  focused  on  the  sub- 
ject at  the  optimum  distance  for  proper  illumina- 
tion of  the  surgical  held  and  so  arranged  as  to  be 
nominally  comfortable  for  the  operating  team. 

Varying  the  magnification  of  certain  scenes  will 
add  brilliance  or  sparkle  to  j^our  editing  job. 
Even  professional  audiences,  intent  as  they  are  on 
a training  message,  react  more  positively  to 
photography  which  is  varied  and  differentiated, 
rather  than  a series  of  scenes  which  are  “hat.” 
It  is  a simple  matter  to  shoot  from  different 
positions,  to  vary  the  camera  distance  from  the 
subject,  and  to  photograph  scenes  of  differing 
length  depending  on  their  importance.  The  best 
technic  is  to  open  with  a long,  or  “establishing” 
shot,  to  follow  with  a medium  shot,  and  then  go 
on  to  a close-up.  The  length  of  each  shot,  of 
course,  will  depend  on  the  camera  speed  (deter- 
mined by  whether  you  are  making  a silent  or 
sound  him),  but  make  allowance  for  subsequent 
editing. 

Standard  terms  dehning  these  camera  shots  are : 
“long  shot”  (generally  15  to  25  feet  from  subject, 
surrounding  it  with  foreground  and  background) ; 
“medium  shot”  (10  to  15  feet  from  subject,  or 
approximately  a head-to-toe  view,  useful  for  re- 
cording the  general  group  activity);  “medium 
close-up”  (7  to  10  feet  from  subject);  “close-up” 
(3  to  6 feet  from  subject) ; “extreme  close-up”  for 
deep-seated  photography  of  cavities,  such  as  in 
gynecology,  rhinology,  etc.;  “pan”  (derived  from 
the  word  panorama,  meaning  to  swing  the 
camera  in  a horizontal  or  vertical  arc  either  to 
follow  action  or  him  a larger  area  than  a hxed 
camera  can  catch — best  accomplished  with  a slow, 
steady  movement  on  a tripod  or  other  solid 
mount);  “cut”  (a  hlm-editing  term,  meaning  a 
sharp  transition  from  one  scene  and  following 
immediately  with  another  scene  in  the  very  next 
frame);  “going  to  black”  (shooting  several 
frames  with  the  diaphragm  closed  to  establish 
the  end  of  one  scene  and  the  beginning  of  the  next 
sequence) . 


Several  simple  technics  add  professional  luster 
to  a him.  One  such  is  the  “fade  in”  and  “fade 
out,”  a means  of  allowing  a scene  to  materialize 
from  nothing,  or  to  disappear  slowly  and  pleas- 
antly. Easily  accomphshed  by  gradually  opening 
or  closing  the  iris  of  the  lens  or  by  manipulation  of 
the  camera  shutter,  this  allows  transitions  which 
do  not  jar  the  audience’s  vision  or  reaction. 
Similar  is  the  “dissolve,”  on  optical  effect  which 
allows  the  previous  scene  to  fade.  This  is  now 
provided  automatically  on  some  new  8 mm.  and 
16  mm.  cameras. 

The  “cut  to  a long  shot  or  close-up”  parlance 
means  that  it  is  used  to  show  transitions.  This 
may  be  to  indicate  changes  in  time,  place,  etc., 
and  can  be  simply  accomplished  with  short 
“takes”  of  a doctor’s  order  chart,  a prescription 
pad,  a clock,  a calendar,  or  a moving  ambulance, 
etc. 

Take  advantage  of  available  landmarks,  signs, 
titles,  etc.  The  entrance  to  a hospital,  the  main 
door  of  a department,  a bulletin  board,  a name 
plate — dozens  of  such  readily  identifiable  objects 
and  symbols  are  available  to  establish  a setting  or 
a situation  with  ease  and  immediacy. 

Edit  your  film  without  delay.  This  is  im- 
portant. To  facilitate  editing,  rough  cut  your 
film  immediately  on  receipt.  That  is  when  your 
story  is  freshly  in  mind.  Keep  your  50-foot  film 
spools  handy  for  preliminary  editing.  It  is  ad- 
visable to  splice  a small  roll  of  film  onto  a larger 
reel  as  soon  as  it  is  returned  from  the  processing 
lab  and  to  keep  all  reels  in  film  cans.  This  affords 
a double  protection  for  unedited  film — it  prevents 
film  shrinkage,  since  less  air  exposure  will  occur 
between  layers  (on  a large  reel),  and  film  cans  will 
keep  dust  out  of  the  reels,  thus  avoiding  scratch- 
ing during  projection. 

Consolidation  onto  larger  reels  also  provides  a 
yardstick  for  determining  when  you  have  suffi- 
cient quantity  of  film  for  showing  with  nominal 
audience  impact — usually  200  feet  for  8 mm., 
or  400  feet  for  16  mm.  (Projection  time  equiva- 
lent to  eleven  minutes  in  sound  and  sixteen  min- 
utes silent.) 

The  conscientious  film  producer  should  refuse 
to  project  any  original  film  material  on  a motion 
picture  projector  to  obviate  the  possibility  of 
scratching  his  film.  With  the  aid  of  a simple 
film  splicer  and  viewer  (available,  in  any  photo 
supply  shop),  your  own  creative  abilities. should 
indicate  the  presence  of  a complete  training  mes- 
sage in  your  footage,  or  point  up  the  need  for  some 
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' additional  shooting.  Cutting  scenes  apart  and 
splicing  them  together  in  proper  order  will  high- 
light areas  in  your  photographic  record  that  may 
• be  bridged  by  simple  art  work,  narration,  etc. 

? If  a viewer  is  not  immediately  available,  a 
f temporary  expedient  may  be  to  use  the  illumina- 
i tor  from  a microscope  as  a light  source  and  the 
microscope  eyepiece  as  a magnifier  to  pinpoint 
picture  content. 

Here  is  a simple  technic  for  editing.  As  you 
1 examine  your  film  with  a viewer  or  projector, 
(first  cleaning  the  gate  to  protect  against  scratch- 
e ing  the  film) , make  notes  of  each  scene  on  separate 
index  cards — date,  procedure  photographed, 
name  of  patient,  and  other  pertinent  details, 
t Number  each  card  to  coincide  with  the  scene,  and 
mark  your  film  with  gummed  paper  stickers  sup- 
plied for  the  purpose  of  editing  on  film  (called 
Kum-Kleen  Labels) . Continue  your  examination 
until  each  action  of  your  procedure  is  indexed, 
then  lay  out  your  cards  (or  sections  of  cards)  so  as 
to  tell  a complete  story.  Your  filmed  scenes  may 
then  be  spliced  into  a sequence  to  conform  with 
the  action  series  you  have  indexed. 

Title  your  scenes  just  enough.  Like  good  wine, 
titles  should  not  be  offered  in  excess,  but  used 
sparingly  and  appropriately  they  enormously  en- 
hance a film’s  communication  value.  Use  only  a 
few  words.  Sometimes  as  little  as  one,  two,  or 
three-word  titles  preceding  important  sequences 
to  add  definition  to  the  photographic  sequences 
will  be  helpful  even  for  the  most  astute  specialist 
in  your  audience. 

The  titling  technics  may  be  as  simple  as  your 
available  facilities.  Adequate  titles  may  be  pre- 
pared from  cutouts,  using  illustrations  from 
pharmaceutical  direct  mail,  pen-and-ink  or  type- 
written cards,  or  similar  combinations  of  words 
and  background  diagrams.  A local  sign  man  can 
accomplish  a lot  for  you  in  producing  inexpensive 
titles.  For  nonfocusing  cameras,  use  titles  that 
are  a minimum  of  18  by  24  inches.  Setting  your 
camera  on  a table,  fix  your  title  to  a wall  about 
5 feet  away,  the  center  of  the  title  the  same 
height  from  the  floor  as  your  lens,  and  evenly 
centered  to  left  and  right.  Trial  and  error  will 
tell  you  if  your  title  card  is  centered.  Two  375- 
watt  lamps,  placed  to  the  left  and  right  of  the 
camera  so  as  to  strike  the  title  at  a 45  degree 
angle,  will  provide  ample  illumination  without  re- 


flections. Run  the  camera  long  enough  to  read 
the  title  at  least  twice. 

Obviously,  the  artistry  of  your  titles,  like  the 
artistry  of  your  editing,  depends  on  your  imagina- 
tion. Much  assistance,  however,  can  be  obtained 
by  the  use  of  a simple  titling  device  available  at 
your  camera  store. 

The  result  of  these  labors,  semi-professional  as 
they  may  be,  will  more  than  repay  your  invest- 
ment of  time  and  effort  by  heightened  audience 
interest. 

The  aforegoing  is  not  at  all  beyond  the  capacity 
of  any  reader  of  this  Journal  who  has  a film- 
worthy story  to  record  and  has  the  energy  and  the 
elementary  talents  to  record  it.  All  that  is  re- 
quired is  an  investment  of  time,  some  planning 
with  associates,  and  if  necessary,  some  minor 
purchases  of  equipment.  All  is  then  in  readiness. 

If  help  is  needed,  most  doctors  probably,  in- 
clude among  their  professional  and  social  ac- 
quaintances at  least  one  camera-wise  friend  who 
can  offer  advice,  help,  or  the  loan  of  equipment. 
In  an  extremity,  particularly  if  your  subject  mat- 
ter is  of  sufficient  medical  significance,  it  may 
warrant  professional  handling  by  technically 
trained  individuals. 

In  short,  don’t  let  your  film  ideas  lie  dormant. 
The  technics  lie  within  your  ken,  the  resources 
are  within  your  grasp,  and  the  audience  is  waiting. 

Your  colleagues  in  your  own  institution  or 
local  society,  medical  students,  and  postgrad- 
uates, will  view  your  film  with  enthusiasm  and 
interest  and  carry  away  more  of  your  message 
than  any  limited  nonillustrated  talk  you  may 
give. 

The  chiefs  of  service  of  your  local  hospitals  and 
clinics  and  the  education  chairmen  of  your  local 
societies  will  invite  you  to  show  your  subject. 
The  public  relations  officers  of  your  hospital  and 
medical  society  may  have  a number  of  suggestions 
for  further  showings  to  professional  and  possible 
lay  groups.  County  and  state  groups  are  avid  foi 
film  material  to  be  used  for  training  purposes. 
Your  own  State  Society  motion  picture  chairman 
is  constantly  seeking  new  films  for  exhibition  on 
the  scientific  program  of  your  next  annual  con- 
vention. 

As  a service  to  Journal  readers,  correspond- 
ence regarding  their  own  problems  or  experi- 
ences in  medical  film  production  is  invited. 


{Number  jive  of  a series  on  Visual  Education  in  Medicine ) 
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Probably  in  revolt  against  the  limitations  and  strictures  of  a “State  System,”  the  general 
practitioner  nevertheless  remains  viable  and  shows  signs  of  a renaissance.  The  growth 
of  the  new  College  of  General  Practitioners  is  described,  undergraduate  and  post- 
graduate education  grows,  research  in  general  practice  takes  shape,  information  on 
equipment  and  premises  is  tabulated.  Royal  Society  of  Medicine,  General  Practi- 
tioners section,  brings  into  relief  the  special  nature  of  general  practice  and  of  domi- 
ciliary medicine. 


A New  Awakening 

MICHAEL  ARNOLD,  L.R.C.P.I.,  L.R.C.S.I.,  WEMBLEY,  MIDDLESEX,  ENGLAND 


And  trust  that  somehow  good  will  be  the  final 
goal  of  ill. — Tennyson 

Out  of  the  seething  caldron  of  unsatisfactory 
political  bargaining  there  has  also  bubbled 
forth  something  which  may  augur  well  for  the  fu- 
ture of  general  practice  in  Great  Britain. 

In  a bygone  era  good  has  often  come  out  of  evil. 
No  doubt  the  advent  of  the  National  Health  Serv- 
ice produced  an  awareness  among  general  prac- 
titioners that  despite  the  strictures  imposed,  more 
could  be  done  to  bring  about  improvements  in 
the  practice  of  medicine  on  the  part  of  about 
20,000  general  practitioners  in  this  country. 

Almost  spontaneously  in  1952,  but  also  as  a re- 
sult of  good  planning  and  leadership,  there  was 
conceived  the  idea  of  a “College  of  General  Prac- 
titioners.’ ’ Just  as  we  in  Britain  have  our  Royal 
Colleges  of  Surgeons,  Physicians,  and  Obste- 
tricians, we  would  henceforth  formally  recognize 
general  practice  at  least  as  a special  field  worthy 
of  its  own  college  or  academic  body.  As  a stim- 
ulus to  the  formation  of  a college,  there  was  a 
growing  realization  among  general  practitioners 
of  a lack  of  academic  recognition  of  the 
“specialty”  of  general  practice  as  such.  As  a 
further  mark  of  this  recognition,  for  the  first  time 
in  its  history,  The  Royal  Society  of  Medicine  in 
London  gave  encouragement  to  general  practi- 


tioners now  wishing  to  form  their  own  special 
group. 

Previously,  this  worthy  academic  center  had 
catered  to  the  needs  of  all  specialties  except  that 
of  general  practice.  However,  the  wish  of  a 
hitherto  largely  academically  inarticulate  body  of 
the  profession  to  form  a section  was  warmly  wel- 
comed by  the  Royal  Society  of  Medicine. 

It  would  also  appear  that  this  move  toward 
academic  general  practice  and  a recognition  of  its 
special  needs  springs  from  a realization  that  the 
general  practitioner  of  the  future  must,  like  his 
hospital  colleagues,  look  more  towards  scientific 
and  clinical  achievement  as  a worthy  goal.  In 
the  past  the  general  practitioner  has  rather,  and 
understandably,  concentrated  on  the  stones  and 
mortar  of  his  own  castle.  He  . has  often  sur- 
rounded it  with  a moat.  His  incentives,  albeit 
unconsciously,  often  have  been  to  increase  the 
number  of  patients  he  handles,  thereby  increasing 
his  local  prestige  and  financial  gain.  These  aims 
can  indeed  all  be  achieved  within  the  Hippo- 
cratic framework. 

Developmentally,  his  purely  specialist  con- 
temporary perforce  treads  a different  path.  He  is 
much  more  aware  of  the  academic  nature  of  his 
calling,  and  the  need  to  compete  academically 
with  his  fellow  specialists  is  important  in  pro- 
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moting  the  success  of  his  career.  His  contribu- 
tion to  the  work  of  the  hospital  is  also  important 
and  is  indeed  of  considerable  personal  interest. 
However,  his  “backwoods’ ’ general  practitioner 
colleague  may  only  be  responsible  to  himself  and 
his  patient.  His  awareness  of  the  growing  team- 
work of  medicine  is  usually  less  because  of  his 
isolation.  He  may  in  fact  be  a more  independent 
character  and  more  versatile,  or  perhaps  less 
aware  of  the  possibilities  of  medicine  owing  to  his 
lack  of  outside  contacts.  Many  of  our  doctors 
here  are  in  singlehanded  practice  and  need  see 
little  of  their  colleagues  if  they  so  ordain  it. 

Our  College  of  General  Practitioners  in  1957 
was  a lusty  infant.  Turning  over  the  leaves  of 
the  fifth  annual  report  of  the  College,  just  recently 
published,  reveals  a membership  of  about  4,000. 
Overseas  faculties  in  Australia,  New  Zealand, 
Kenya,  Eire,  and  other  countries,  have  sprung 
up  with  the  same  spontaneity  as  the  parent  body. 

Dissociated  from  Medico  Politics,  the  College, 
now  negotiating  for  permanent  and  worthy  head- 
quarters, has  made  remarkable  strides  in  en- 
couraging undergraduate  and  postgraduate  edu- 
cation in  general  practice. 

Over  the  years  in  Great  Britain  and  no  doubt  in 
your  country,  much  lip  service  has  been  given  to 
the  cause  of  general  practice,  but  it  is  encouraging 
to  find  that  throughout  our  field  of  membership, 
medical  schools  are  becoming  increasingly  aware 
of  the  dearth  of  undergraduate  teaching  of  gen- 
eral practice.  Thus  “student  attachment” 
schemes  are  going  forward  smoothly,  and  it  would 
appear  that  an  educational  vacuum  is  at  last 
being  filled.  Practitioners  are  being  approached 
by  the  deans  of  many  schools  and  are  welcoming 
students  to  stay  in  the  medical  household  for 
periods  of  two  or  three  weeks  as  part  of  the  reg- 
ular teaching  course  of  the  final  year  student. 
At  least  these  young  people  will  see  a little  of  the 
mysteries  of  the  little  black  bag  and  will  above  all, 
we  hope,  start  medicine  with  more  knowledge  of 
what  for  the  patient  is  his  most  human  and  fre- 
quent medical  contact — the  family  doctor. 

General  practitioners  are  being  appointed  to 
lecture  undergraduates  in  general  practice,  and 
several  departments  in  general  practice  are  al- 
ready working  in  the  teaching  schools.  More  will 
follow,  and  there  will  soon  no  doubt  be  university 
chairs  in  this  field. 

Thus,  a growing  and  sensible  realization  that 
the  student  has  for  too  long  learned  all  his  medi- 


cine from  hospital-trained  specialists  is  bringing 
about  a welcome  change  in  the  student  curric- 
ulum. 

In  the  realm  of  postgraduate  education  of  the 
general  practitioner,  a lot  is  being  done  by  the 
College. 

Membership  of  the  College  is  centered  on  fac- 
ulties in  areas  throughout  the  country,  so  that  its 
work  and  influence  is  very  much  decentralized. 
Each  faculty  can  consider  seriously  the  local 
facilities  for  postgraduate  education  and  its  own 
particular  problems  of  geography  and  population. 
Those  near  a teaching  hospital  center  have 
formed  a liaison,  and  much  effort  is  being  put  into 
producing  the  most  suitable  kind  of  teaching  for 
general  practitioners.  Hitherto  there  has  been  a 
tendency  for  general  practitioners  to  go  and  listen 
to  the  discourse  of  the  hospital  specialist.  Now 
the  voices  of  general  practitioners  and  the  special- 
ists are  heard  in  a symposium,  which  association 
may  also  be  of  the  greatest  value  to  the  specialists 
taking  part. 

An  extensive  questionnaire  on  the  view  of  1,664 
general  practitioners  on  postgraduate  education 
has  now  been  analyzed  and  will  form  a useful 
basis  for  future  teaching. 

It  is  heartening  to  find  that  by  virtue  of  the 
existence  of  the  College,  such  assets  as  travelling 
fellowships  for  general  practitioners  have  been 
instituted.  Prior  to  the  conception  of  a college 
such  a possibility  hardly  existed.  Now,  however, 
a number  of  well-known  manufacturing  firms  and 
corporations,  such  as  Upjohn,  Pfizer,  and  Bengers 
have  rallied  in  producing  funds  for  such  amenities. 

Further  investigation  into  the  possibilities  of 
overseas  study  for  members  is  being  done  by  the 
College.  Although  such  scholarships  and  grants 
have  hitherto  been  open  mainly  to  hospital  re- 
search workers  and  teachers,  the  general  practi- 
tioner is  in  fact  more  in  need  of  such  facilities 
in  view  of  his  comparative  isolation. 

Encouragement  is  also  being  given  to  members 
to  seek  higher  degrees  and  diplomas.  Efforts  are 
being  made  to  render  conditions  of  entry  for  such 
examinations  compatible  with  the  limitations  of 
practice  and  the  difficulties  of  taking  time  off  for 
hospital  residence. 

Prizes  for  papers  and  essays  are  also  being  in- 
stituted as  an  encouragement  towards  investi- 
gation and  research. 

There  has  been  in  active  development  a re- 
search organization  which  is  already  sponsoring 
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and  encouraging  some  good  work.  Over  500 
practitioners  are  on  the  research  register,  and 
various  lines  of  work  are  being  tackled.  Note- 
worthy are  investigations  into  Bornholm  disease, 
epidemics  of  certain  diseases  hitherto  rare  or  un- 
known, and  of  course  useful  work  in  the  influenza 
field.  Apart  from  teamwork,  which  is  a welcome 
innovation  in  general  practice,  individual  studies 
into  such  conditions  as  zoster  sine  herpete,  pri- 
mary pneumonia,  chronic  bronchitis,  epilepsy, 
and  asthma  in  childhood,  have  been  done. 

The  College  is  able  to  organize,  encourage,  and 
finance  such  research  and  also  to  seek  and  offer 
advice  on  research  methods.  A regular  research 
newsletter  is  published  in  which  results  of  re- 
search and  the  work  of  individuals  is  recorded. 

In  time,  with  good  record  keeping  at  the  College 
headquarters,  considerable  experience  will  be 
gained  of  the  technic  and  conduct  of  studies  in 
general  practice,  a hitherto  almost  untapped  and 
vast  field. 

It  is  encouraging  to  find  that  the  various  facul- 
ties in  Wales,  Scotland,  the  North  and  South  of 
Ireland,  although  of  small  individual  membership, 
have  each  shown  keenness  in  participation  in  re- 
search projects.  Often  these  have  been  with  the 
full  collaboration  of  university  and  statistical  de- 
partments. 

There  can  be  no  doubt  that  the  field  of  general 
practice  offers  scope  for  research  into  diseases 
which  seldom  enter  the  demesne  of  the  consulting 
specialist  whether  in  hospital  or  otherwise,  and 
such  works  may  lead  to  further  interesting  areas 
of  investigation. 

A further  field  of  legitimate  interest  of  the  Col- 
lege is  that  of  practice  equipment.  To  date  it  has 
been  left  to  the  individual  doctor  to  decide  how  he 
should  equip  his  office.  However,  a department 
has  been  set  up  in  the  College  to  advise  on  these 
matters,  and  a library  of  plans  and  material  rel- 
evant to  the  building  and  equipping  of  premises 
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has  been  set  up.  Enquiries  on  the  equipping  of 
premises  are  being  received  from  all  over  the 
world. 

The  question  of  method  of  entry  to  the  College 
has  been  given  much  consideration.  While  it  is 
felt  that  as  many  interested  general  practitioners 
as  possible  should  be  associated  with  the  College, 
nevertheless  there  should  be  firm  criteria  for 
membership.  It  rests  with  the  council  to  decide 
whether  full  membership  will  be  by  interview, 
theses,  examination,  or  a combination  of  these 
methods.  Certainly  an  examination  for  entry 
seems  to  be  a distinct  possibility  for  the  future, 
especially  since  the  eventual  status  of  the  College 
should  be  the  same  as  that  of  the  other  British  i 
Royal  Colleges  and  may  also  be  enhanced  by  a i 
Royal  Charter. 

This  description  of  the  work  of  the  College,  its 
phenomenal  growth,  and  mention  of  the  general 
practitioners  section  of  the  Royal  Society  of  Med- 
icine, has  been  given  to  show  that  despite  medico- 
political  difficulties  and  the  changing  face  of  med- 
icine, a “Renaissance  in  General  Practice”  has 
been  taking  place  in  Great  Britain.*  At  last,  it  is 
hoped  that  general  practitioners  will  have  a sound 
body  which  can  help  to  preserve  and  enhance  the 
status  of  practice  and  encourage  an  academic 
standard  of  good  work.  Furthermore,  the  College 
can  uphold  the  general  practitioner’s  viewpoint  in 
official  quarters  and  negotiate  with  other  organi- 
zations on  a firm  authoritative  footing. 

It  is  so  vitally  important  that  the  general 
practitioner  should  have  a better  raison  d’etre 
than  that  of  counting  heads  and  running  a “sick- 
ness” service.  The  College  will  act  as  his 
spokesman  in  matters  medical;  he  has  perforce 
his  advocates  in  the  medicopolitical  field. 

2,  Forty  Lane 


* Lloyd  Roberts  lecture  presented  by  Dr.  J.  H.  Hunt  at 
Manchester  University,  “Renaissance  of  General  Practice.” 

the  British  General  Practitioner  in  1957 ) 


When  the  rich  assemble  to  concern  themselves  with  the  business  of  the  poor  it  is  called  charity. 
When  the  poor  assemble  to  concern  themselves  with  the  business  of  the  rich  it  is  called  anarchy. — 
Paul  Richard 
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Chapter  1 

r I ^he  first  physician  on  record  in  Broome 
J-  County  was  Dr.  Osias  Crampton,  who  came 
here  from  Montpelier,  Vermont,  in  1793  and 
settled  in  the  Town  of  Windsor.  An  epidemic 
of  malaria  was  raging  at  the  time  and  his  coming 
was  most  timely.  He  was  a well-educated  in- 
dividual, and  the  pioneers  who  were  then  settling 
in  this  area  thought  highly  of  him.  His  stay  was 
short-lived,  however,  for  in  1797  he  died  of  a vio- 
lent hemorrhage  while  traveling  through  the  for- 
est. 

Dr.  Crampton  was  typical  of  the  physicians  of 
these  earlier  days.  Staunch  of  heart,  sturdy  of 
frame,  they  were  very  human,  and  they  lived  as 
they  died,  brave  men. 

By  trail  and  bridle  path,  guided  at  night  by 
Indian  on  foot  and  on  horseback,  the  doctor  was 
required  to  respond  to  emergencies.  In  times  of 
freshet,  without  bridges,  and  in  the  winter  on 
snowshoes  when  the  trail  was  obscured,  he  some- 
times became  hopelessly  lost.  Despite  these 
seemingly  insurmountable  problems  the  physician 
of  those  early  years  persevered  and  provided  suc- 
cor to  the  ill  and  help  to  the  injured,  as  well  as 
comfort  to  the  grieving  survivors  when  the  aid  of 
a physician  was  of  no  help. 

Medical  training  was  largely  under  the  pre- 
ceptorship  system,  which  meant  that  a student 
acquired  his  education  by  making  calls  with  the 
doctor  and  receiving  such  instruction  as  his 
teacher  was  able  to  impart.  Some  literature 
was  available,  although  very  little,  and  by  pres- 
ent standards  it  was  almost  useless. 

It  is  fortunate  that  the  patients  were  of  hardy 
stock,  and  with  the  natural  tendency  of  most  ill- 
nesses to  be  self-limiting,  these  people  responded 
well  to  the  simple  methods  then  in  use. 

There  was  no  specific  period  required  before  a 
person  could  venture  forth  into  the  practice  of 
medicine.  There  were  no  licensing  requirements 
of  examination.  As  was  true  throughout  the 


country,  the  practice  of  medicine  in  Broome 
County  was  somewhat  chaotic  in  the  early  3rears. 

Whenever  the  student  felt  he  was  adequately 
prepared,  he  began  his  practice.  Those  who 
could  afford  it  and  realized  their  inadequacies 
attended  lecture  courses  held  in  New  York  and 
Philadelphia.  Until  the  year  1806  there  was 
only  one  medical  school  in  the  entire  State  of  New 
York.  The  lecture  courses  given  were  all-day 
sessions  and  were  completed  in  four  months. 
There  were  no  dissecting  room  or  chemical  or 
pathologic  laboratories. 

As  mentioned  before,  the  majority  of  those  in 
attendance  had  received  their  training  under  the 
preceptorship  system.  Their  teachers,  having 
to  rely  on  their  own  resources  and  ingenuity, 
became  very  keen  observers  and  developed  un- 
canny tactile  senses,  arriving  at  their  deductions 
with  great  intellectual  skill. 

While  the  general  standard  of  medical  educa- 
tion and  practice  in  these  early  years  was  some- 
what haphazard  and  deplorable,  the  general 
average  in  training  and  experience  of  the  early 
physicians  in  this  area  was  very  high. 

In  1797  county  courts  were  authorized  to  grant 
diplomas  which  gave  individuals  the  right  to 
practice  medicine.  The  certificates  issued  by 
the  courts  read  in  part,  “I  hereby  certify  that 
Dr. has  produced  to  me  satisfactory  evi- 

dence that  he  has  studied  the  practice  of  physic 
and  surgery  with  a reputable  physician  and  sur- 
geon for  the  space  of  twTo  years  or  more  before  he 
began  to  practice,  and  that  he  has  practiced  as 
such  for  more  than  two  years  prior  to  the  first  of 
October,  1797,  in  the  County  and  State  of  New 
York,  given  under  my  hand  and  seal  this 
twentieth  day  of  October,  1797.” 

This  constituted  the  first  attempt  to  control 
in  some  manner  the  practice  of  medicine.  Even 
at  this  time  such  practice  was  with  many  an 
avocation  rather  than  a vocation.  Many  men 
conducted  drug  stores  in  connection  with  their 
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practice,  while  others  were  farmers,  merchants, 
and  other  types  of  businessmen. 

Chapter  2 

Becoming  somewhat  concerned  over  the  hap- 
hazard way  of  doing  business,  the  physicians  of 
New  York  State  endeavored  for  several  years  to 
have  legislation  passed  which  would  place  in  the 
hands  of  the  profession  itself  the  authority  to 
grant  licenses  to  practice  medicine  after  examina- 
tion by  men  best  qualified  to  do  so.  Before  such 
authority  could  be  granted,  however,  it  was 
necessary  to  have  some  form  of  organizational 
procedure  to  whom  this  authority  could  be  dele- 
gated. 

In  the  j^ear  1806  on  April  24,  a State  law  was 
passed  which  authorized  the  formation  of  county 
medical  societies.  Broome,  which  had  only  been 
declared  a separate  county  in  this  same  year,  was 
quick  to  take  advantage  of  this  new  law.  The 
requirements  of  the  Act  were  that  sufficient  doc- 
tors must  gather  together  on  the  courthouse  steps 
and  declare  themselves  formed  into  a Society. 
On  July  4,  1806,  six  or  seven  physicians  (the  rec- 
ord is  not  clear  on  this  point)  gathered  together 
at  the  courthouse  at  Chenango  Point  and  so  de- 
clared themselves  a Society.  Officers  were 
elected,  and  the  “meeting”  adjourned  to  July  30, 
1806. 

At  the  adjourned  meeting  of  the  Society,  held 
on  the  prescribed  date,  bylaws  were  drawn  up, 
voted  on,  and  accepted.  Present  at  this  meeting, 
the  first  of  which  there  is  any  record,  were  Drs. 
Phineas  Bartholomew,  Daniel  A.  Wheeler, 
Thaddeus  Thompson,  Chester  Lusk,  Elihu  Ely, 
Ezra  Seymour,  Samuel  Barclay,  Louis  Allen,  and 
Jessie  Hotchkiss,  each  of  whom  was  separately 
and  unanimously  voted  in,  and  all  were  con- 
sidered legal  members  of  the  Medical  Society  of 
the  County  of  Broome. 

Without  any  further  ado  these  members  of  the 
Medical  Society  immediately  took  steps  to  ensure 
that  any  individual  granted  a license  to  practice 
medicine  did  so  only  after  having  been  duly  ex- 
amined by  a special  committee  appointed  by  and 
of  the  members  of  the  Society  for  this  purpose. 
Such  was  written  into  the  bylaws  as  well  as  con- 
trols and  procedures  governing  the  acts  of  mem- 
bers of  the  Society  and  arrangements  for  action 
against  members  contravening  the  bylaws  by  due 
process  of  the  law. 

Once  such  rules  were  drawn  up,  the  meeting 


adjourned,  and  each  of  the  physicians  went  his  ■. 
own  way.  There  were  no  regular  meeting  nights  ^ 
established,  and  sporadic  meetings  were  held  in 
1807,  1812,  and  1823.  No  minutes  were  kept,  f 
but  it  can  be  presumed  that  the  gatherings  were  * 
small  although  keenly  participated  in  by  those  ei; 
physicians  interested  in  maintaining  control  over  . 
the  pseudophysicians  who  were  continuing  to  prac-  0 
tice  medicine  without  presenting  proper  creden- 
tials. 

These  early  founders  of  the  Medical  Society  of 
the  County  of  Broome  took  a deep  interest  in 
each  other’s  problems.  Cases  were  discussed  and 
new  treatments  suggested  or  old  ones  improved 
on.  This  was  the  only  opportunity  many  of  the 
men  had  to  expand  their  knowledge  and  to  dis- 
cuss cases  that  were  baffling  to  the  physician  in 
attendance. 

In  November,  1823,  at  the  first  meeting  of 
which  minutes  are  available,  a resolution  was 
formally  adopted  providing  for  the  issuance  of  a 
diploma  of  the  Broome  County  Medical  Society, 
“such  diploma  to  be  presented  to  those  who  are 
licensed  by  the  Broome  County  Medical  Society 
as  qualified  to  practice  medicine.”  Such  a 
diploma  is  on  display  in  the  Stuart  B.  Blakely 
Memorial  Library  of  the  Broome  County  Medical 
Society,  presently  located  in  quarters  at  Bing- 
hamton City  Hospital. 

The  next  recorded  meeting  was  on  September 
8,  1829.  At  this  time  several  resolutions  were 
introduced  for  discussion,  one  of  which  dealt  with 
the  habitual  use  of  “ardent  spirits  in  health  even 
moderately.”  The  use  of  alcohol  was  un- 
doubtedly quite  common  among  all  classes  of 
people  at  this  time.  There  were  no  amusements 
as  we  know  them  today.  No  television,  radio, 
cinema,  or  other  outlets  existed,  and  there  is  not 
much  doubt  that  these  early  settlers  used  the 
taverns  as  places  to  gather  and  discuss  current 
events.  The  resolution  read  in  part,  “. . .and 
that  we  will,  as  much  as  is  practical,  abstain 
from  the  use  of  it  in  medical  practice  and  prepara- 
tions;  that  we  will  personally  be  abstemious  and 
by  all  the  means  in  our  power  inculcate  principles 
of  temperance  and  promote  temperate  habits 
among  our  patients  and  ourselves;  and  that 
Drs.  Robinson,  Doubleday,  and  Nash  be  a com- 
mittee to  present  this  sentiment  to  the  public.” 

It  can  easily  be  seen  that  the  doctors  of  these  j 
days  were  certainly  conscious  of  the  ills  of  too 
much  alcohol  and  were  determined  to  carry  this  j 
message  to  the  public.  This  could  be  the  first  | 
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Jattempt  in  the  county  of  the  physicians  to  enter 
lthe  field  of  public  relations. 

J Another  interesting  resolution  passed  at  this 
. I meeting  provided  that,  “any  member  of  this 
.J  Society  who  shall  be  absent  without  reasonable 
J excuse  made  at  the  next  meeting  shall  pay  a fine 
Jof  $2.00.”  Truly,  the  feelings  of  the  physicians 
I of  those  days  were  strong  for  group  participation. 
J From  1830  to  1834,  yearly  meetings  were  held 
and  dealt  strictly  with  routine  minutes  so  essen- 
1 tial  to  the  proper  functioning  of  any  organization. 
. J Case  reports  of  interesting  patients  physicians 
J had  treated  were  discussed  at  all  the  meetings, 
j some  of  which  took  as  long  as  five  to  six  hours  to 
I present,  discuss,  and  arrive  at  a conclusion,  if 
ever  there  is  a definite  conclusion  after  unusual 

cases  are  discussed. 

ml 

As  mentioned  earlier,  the  Society  was  anxious 
.!  to  keep  the  practice  of  medicine  on  as  high  a 
J plane  as  possible.  Consequently,  at  a meeting 
; in  May,  1834.  a committee  was  appointed  to  in- 
vestigate the  moral  character  of  two  members  of 
I the  Society  and  report  back  to  the  Society  as  a 
whole.  The  committee’s  report  indicated  that 
! there  was  good  reason  to  believe  that  one  John 
i Barney  was  guilty  of  perjury,  and  Jonas  Sawtell 
1 1 of  rape,  and  requested  the  president  to  institute 
I the  usual  legal  proceedings  against  them.  The 
! result  of  these  proceedings  has  been  lost  in  the 
years,  and,  since  no  further  mention  is  made  in 
r|  later  Society  minutes,  it  can  only  be  presumed 
1 ! that  the  members  were  either  expelled  from  mem- 
1 bership,  never  to  be  heard  of  again,  or  that  the 
charges  were  proved  false  and  the  members  re- 
gained their  stature  in  the  eyes  of  their  confreres 
and  the  public.  In  such  a small  community  as 
I existed  in  these  days  there  is  no  doubt  that  the 
committee  was  reasonably  sure  of  its  ground  be- 
t fore  it  made  any  such  recommendations. 

In  1835,  1836,  and  1837  the  regular  meetings 
consisted  of  case  reports  exclusively,  which 
showed  that  the  physicians  were  still  extremely 
interested  in  broadening  their  knowledge. 

Chapter  3 

In  1837  and  1838  several  events  took  place 
which  were  of  extreme  importance  to  the  County 
as  well  as  to  the  Broome  County  Medical  Society 
itself.  Perhaps  the  most  portentous  was  that 
of  election  to  membership  of  Dr.  Nathan  Smith 
Davis,  who  became  a national  figure  in  medicine 
and  was  one  of  the  founders  of  the  present  Ameri- 
can Medical  Association  (Fig.  1).  The  other 


Fig.  1.  Nathan  Smith  Davis,  M.D.,  acknowledged 
“Father”  of  the  American  Medical  Association.  ( From 
the  Library  of  the  Medical  Society  of  the  County  of  Kings) 


event,  much  less  pretentious,  was  the  passing  of  a 
resolution  which  provided  that  notices  of  the  So- 
ciety meetings  must  be  published  in  the  “public 
papers  of  the  village”  previous  to  their  meeting 
and  that,  “such  extracts  of  their  proceedings  be 
published  in  the  newspapers.”  Perhaps  the  pur- 
pose behind  such  publication  was  to  bring  to  the 
attention  of  the  public  the  strides  being  made  in 
medicine  and  to  emphasize  the  attempts  by  the 
physicians  to  keep  abreast  of  the  latest  ad- 
vances in  medicine  and  to  discuss  their  “prob- 
lem” cases  with  each  other,  giving  the  patient  the 
benefit  of  consultation  and  additional  medical 
opinion  at  the  same  time.  A third  resolution 
provided  for  the  designation  of  five  members  who 
would  read  dissertations  at  the  next  meeting  of 
the  Society. 

Dr.  Davis  played  an  important  part  in  the  prep- 
aration of  a report  for  a plan  for  a permanent  na- 
tional medical  society.  A committee  recom- 
mended the  organization  of  a society  to  be  called 
the  American  Medical  Association,  the  members 
of  which  were  to  be  delegates  from  the  state, 
county,  and  local  medical  societies  and  institu- 
tions and  from  medical  colleges.  Dr.  Davis’  abil- 
ity as  a debater,  his  lucid  statements  in  support 
of  the  report  and  in  opposition  especially  to  an 
amendment  providing  that  its  membership 
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should  be  composed  of  individuals  elected  by  the 
Society,  were  largely  responsible  for  the  organi- 
zation of  the  American  Medical  Association  at 
that  meeting.  In  1854,  Dr.  Davis  was  elected  a 
vice-president  of  the  Association. 

In  a paper  on  the  nutritive  qualities  of  milk  he 
asked,  “Is  there  not  some  mode  by  which  the 
nutritive  constituents  of  milk  can  be  preserved 
and  their  purity  and  sweetness  furnished  to  the 
inhabitants  of  cities  in  such  quantities  as  to  su- 
persede the  present,  defective,  unwholesome 
methods  of  supply?”  A proposal  was  made  to 
determine  the  real  value  of  indigenous  plants  as 
remedial  agents.  This  may  well  have  initiated 
the  movement  that  resulted  in  the  formation  of 
some  of  the  association’s  councils  and  in  the  pass- 
age of  our  Pure  Food  and  Drug  Laws. 

Dr.  Davis  was  elected  president  of  the  Ameri- 
can Medical  Association  in  1864,  which  office  he 
held  for  two  years.  Extemporaneous  speeches 
made  at  the  1881  and  1882  meetings  of  the 
A.M.A.  are  reported  by  those  present  to  have 
demonstrated  that  Dr.  Davis  was  a most  accom- 
plished orator  whose  command  of  the  English 
language  and  resonant  voice  made  it  easy  for  him 
to  sway  any  audience. 

Late  in  1882  Dr.  Davis  was  made  editor  of  the 
Journal  of  the  American  Medical  Association, 
which  he  had  founded  when  he  was  thirty  years 
old.  At  a meeting  of  the  American  Medical  As- 
sociation held  in  Philadelphia  in  1897  Dr.  Nich- 
olas Senn  said:  “Dr.  Davis,  in  the  name  of  9,000 
members  of  the  Association,  I greet  you  and 
congratulate  you  that  you  have  been  permitted  to 
live  long  enough  to  witness  commemoration  ex- 
ercises of  your  life  work,  the  fiftieth  anniversary 
of  your  favorite  child,  the  American  Medical 
Association.” 

On  June  4,  1904,  after  walking  home  from  a 
busy  day  in  his  office,  Dr.  Davis  was  seized  with 
marked  precordial  pain,  and  on  June  19,  1904,  he 
passed  away  of  a coronary  thrombosis  at  the  age 
of  eighty-seven  years,  thus  ending  a long  and 
noble  career. 

Chapter  4 

Once  again  the  minutes  of  the  Medical  Society 
meeting  were  either  not  kept  or  were  lost  over  the 
years,  for  the  next  recorded  meeting  was  one  held 
in  September,  1839,  at  the  Phoenix  Hotel.  This 
was  a special  meeting  called  to  consider  the 
charges  against  one  John  Barney,  a member  of 
the  Society. 


These  charges  culminated  in  his  being  expelled 
from  the  membership  of  the  Society,  such  action 
being  taken  on  the  basis  of  two  things:  (1)  his 
being  confined  in  the  State  prison  for  crime  (a 
similar  act  today  means  automatic  loss  of  license 
to  practice  medicine  in  the  State  of  New  York), 
and  (2)  “he  had  abandoned  the  business  of  his 
profession  by  going  about  the  country  and  call- 
ing together  companies  of  people  to  witness  his 
mountebank  exhibitions,  tricks  of  magic,  and  so 
forth  and  other  improper  conduct.  Therefore, 
being  convinced  of  the  truth  of  the  above  charges 
and  considering  his  conduct  disrespectful  to  the 
Society,  unworthy  of  a member  of  the  profes- 
sion, Resolved : that  he  be  expelled  from  the  So- 
ciety; that  the  proceedings  of  this  meeting  or  an 
abstract  be  published  in  the  papers  of  this  vil- 
lage.” 

From  this  it  can  be  seen  that  the  physicians  did 
not  hesitate  to  bring  to  task  one  of  their  numbers. 

It  can  also  be  seen  that  often  these  charges  are 
difficult  to  prove  and  consume  great  lengths  of 
time  before  concrete  action  can  be  taken.  In 
1834  a special  committee  had  recommended  that 
proper  action  be  instituted  by  the  president  in 
the  courts  of  the  County  against  Dr.  Barney.  It 
apparently  did  not  reach  a final  decision  until 
five  years  later  when  this  esteemed  gentleman  was 
languishing  in  jail  and  action  could  be  taken  by  ] 
the  medical  society  itself  to  expel  him  from  their  [( 
ranks.  Today  such  expulsion  is  automatic  with  ^ 
conviction  of  any  physician  of  a felony  or  when- 
ever a physician  loses  his  license  to  practice  medi- 
cine issued  by  the  State  Education  Department  \ 
of  New  York. 

Apparently  not  satisfied  with  the  results  of 
such  expulsion  action  alone  and  its  presumed  ef- 
fect on  other  members  of  the  community  who 
may  or  may  not  be  practicing  medicine  under 
legal  auspices,  the  Society  at  a meeting  on  Janu- 
ary 8,  1840,  unanimously  voted  to  establish  a 
special  committee  to  “notify  all  persons  who  may 
in  the  County,  not  members  of  the  Society,  be  ; 
engaged  in  the  practice  of  Medicine,  that  they  | 
must  comply  with  the  requisitions  of  the  law  and 
unite  with  the  Society  without  delay.” 

The  Committee,  composed  of  Drs.  S.  D.  Hand, 

S.  H.  French,  and  N.  S.  Davis,  was  also  enjoined  ! 
to  “circulate  a remonstrance  to  the  Legislature  1 
against  all  applications  which  may  be  made  for  an 
alteration  in  the  law  so  as  to  favor  quackery  in  j 
the  continuance  of  its  practice  or  the  collection  of 
its  demands.”  Members  of  the  Society  were 
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Fig.  2.  Copy  of  a license  issued  to  one  Harry  Beardsley  by  the  Broome  County  Medical  Society. 


“hereby  to  pledge  themselves  to  sustain  their 
committee  in  all  its  lawful  attempts  to  suppress 
quackery.” 

Today  the  State  Education  Department  wages 
a continuing  war  against  quackery  in  all  its  forms. 
No  county  in  the  State  of  New  York  is  free 
from  the  charlatans  who  prey  on  the  sick  of  mind 
and  body  and  promise  them  relief  and  succor  for 
their  problems  and  troubles,  while  the  victims 
can  only  be  sadly  disillusioned,  ending  up  poorer 
in  the  pocketbook  and  generally  in  a worse  state 
of  health  than  before. 

The  tactics  may  have  changed  over  the  years, 
but  the  principle  remains  the  same.  Many 
groups  attempt  to  obtain  special  favor  through 
the  passage  of  licensing  laws  which  would  permit 
! them  to  treat  the  ills  of  the  human  body  without 
any  of  the  formal  training  that  a physician  is  re- 
quired to  take  before  he  is  even  permitted  to  take 
the  State  licensing  examinations.  Others  would 
endeavor  to  have  laws  passed  which  would  enable 
them  to  treat  individuals  outside  the  scope  of 
their  training.  And  still  others  masquerade 
under  fancy  names  and  use  fancy  gadgets  and 
machinery  which  do  no  good  and  in  some  cases 


can  do  considerable  harm.  These  individuals 
were  preying  on  the  public  in  those  times  just  as 
they  are  today. 

Determined  to  ensure  the  proper  licensing  of 
physicians  in  the  County,  a concerted  drive  was 
entered  upon  to  examine  the  credentials  of  all 
physicians  then  practicing  in  the  County  as  well  as 
to  ensure  that  newcomers  to  the  communhy  were 
properly  qualified  to  care  for  the  sick  (Fig.  2). 
The  years  1840  and  1841  were  primarily  devoted 
to  this  problem,  and  the  meetings  during  these  two 
years  were  given  up  entirely  to  the  examination 
of  certificates  of  men  who  were  either  beginning 
the  study  of  medicine  or  who  had  completed  their 
prescribed  course  of  training  and  now  wished  to 
enter  the  profession. 

Typical  of  the  certificates  issued  at  this  time 
was  one  issued  to  Orville  S.  Hill,  which  read, 
“This  may  certify  that  Orville  S.  Hill  has  com- 
menced the  study  of  medicine  under  my  instruc- 
tion and  tuition  this  fourth  day  of  January,  1841, 
at  Triangle,  New  York,”  and  it  was  signed  by  G. 
L.  Spencer.  Another  such  certificate  reads: 
“This  is  to  certify  that  John  0.  Hill  has  com- 
menced the  study  of  medicine  under  the  care  and 
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instruction  of  the  subscriber  who  thinks  him  en- 
titled to  a reduction  of  his  term  of  study  on  the 
grounds  of  his  classical  study  of  one  year,” 
signed  G.  L.  Spencer. 

The  following  years  were  devoted  to  various 
problems  which  had  arisen  during  the  early  years 
of  organized  medicine.  They  were  many  and 
could  not  always  be  simply  wished  away  by  a 
simple  passing  of  a rule.  Typical  of  this  type  of 
problem  was  one  dealing  with  “any  secret  com- 
position which  may  be  put  forth  as  medicine.” 

From  this  we  can  assume  that  many  individu- 
als were  concocting  their  own  remedies,  holding 
the  ingredients  secret  and  purveying  them  to  the 
public.  As  a result  the  society  at  a meeting  on 
January  10,  1843,  passed  a resolution  declaring 
such  practice  “highly  improper.”  This  rule 
still  holds  true  and  is  incorporated  in  the  Princi- 
ples of  Professional  Conduct  in  force  and  use  by 
the  American  Medical  Association.  And  yet, 
despite  this  principle,  there  are  still  physicians 
who  claim  to  have  secret  remedies  for  diseases 
which  are  by  present  standards  incurable.  There 
is  no  doubt  where  such  individuals  stand,  and  the 
fact  that  they  are  not  members  of  their  local  med- 
ical groups  is  evidence  enough  of  their  profes- 
sional standing  in  their  communities. 

Chapter  5 

On  January  25,  1845,  a resolution  was  intro- 
duced at  a meeting  urging  county  medical  socie- 
ties to  “double  our  diligence  to  render  our  meet- 
ings more  interesting  and  elevate  more  the  stand- 
ard of  medical  excellence  among  us.”  This 
shows  again  the  attempts  of  the  medical  profes- 
sion to  continue  to  raise  the  standards  of  their 
practice  in  line  with  the  dictates  of  their  own  con- 
science. 

As  proof  the  July  21,  1846,  meeting,  the  semi- 
annual session  of  the  Society,  was  devoted  to  a 
discussion  of  cholera  morbus,  its  causes,  and  the 
merits  of  the  various  astringents  in  its  treatment. 

Following  a few  years  of  relative  inactivity, 
an  attempt  was  made  in  1849  to  revise  the  by- 
laws and  bring  them  up  to  date.  At  the  October 
meeting  that  year  the  new  bylaws  were  read  and 
passed  without  dissent  by  the  members.  Chief 
among  the  provisions  of  these  new  bylaws  was 
the  formation  of  a Board  of  Censors  which  would 
have  “authority  to  examine  students  and  others 
who  may  apply  for  diplomas,  and  their  certificates 
shall  be  authority  to  the  president  and  secretary 
to  grant  such  diplomas,  but  the  censors  shall  not 


examine  any  person  until  he  has  produced  to  them  fQ1 
proof  of  his  having  studied  during  the  term  of 
time  required  by  the  medical  colleges  of  this  State  f 
or  three  years  in  the  office  of  a regular  practicing  j° 
physician,  or  a course  of  lectures  at  an  incorpo- 
rated  medical  school  of  respectable  character,  or 
of  his  having  studied  four  years  with  a physician 
duly  qualified  to  practice  in  this  County ...”  <1 

Other  excerpts  from  the  new  bylaws  required 
that  every  member  of  the  group  report  at  least 
one  case  which  had  occurred  in  his  practice  during 
the  year,  embracing  its  history,  treatment,  and 
pathology.  Thus,  the  prime  objectives  of  the 
organized  Medical  Society  itself  were  not  lost  j 
sight  of,  namely,  to  ensure  that  only  the  best 
qualified  were  permitted  to  practice  the  art  of 
healing  in  the  County,  and  to  require  that,  once 
admitted  to  such  profession,  they  keep  abreast  of 
all  the  latest  advances  in  healing  by  continued 
discussion  of  their  own  unusual  and  interesting 
cases. 

In  the  year  1856  the  State  Medical  Society  ap- 
parently was  becoming  concerned  with  the  fact  I 
that  little  if  any  statistics  were  being  collected  | 
throughout  the  State  on  the  various  diseases 
prevalent.  Accordingly,  this  year  a resolution  i 
was  passed  requiring  “that  it  shall  be  the  duty  of  j 
each  member  of  this  Society  to  keep  a faithful  rec-  ! 
ord  of  diseases  which  may  fall  under  his  observa- 
tion during  each  month  according  to  the  classifi- 
cation which  may  be  adopted  by  the  State  Soci-  j 
ety,  stating  the  age,  sex,  occupation,  color,  and  i 
nativity  of  the  patient,  the  average  duration  of 
the  disease,  and  finally  his  recovery  or  death,  and 
to  report  same  in  writing  to  the  Secretary  during 
the  first  week  in  January  of  each  year,  who  shall 
immediately  transmit  a digest  thereof  to  the 
committee  appointed  by  the  State  Society  for 
its  reception.”  This  was  probably  the  forerunner 
of  the  present  vital  statistics  department  now  ] 
accepted  as  an  everyday  fact  by  the  public  today. 

Chapter  6 

After  the  passing  of  this  vital  statistics  resolu-  i 
tion  in  1857,  the  physicians  turned  their  thoughts 
to  more  scientific  matters,  and  the  minutes  of  the 
meetings  during  the  following  years  were  de- 
voted entirely  to  medical  matters  of  great  import 
in  their  day.  In  May,  1864,  Dr.  W.  J.  Orton  re- 
ported on  specimens  of  albuminous  urine  and  dia- 
betic urine  and  performed  “delicate”  tests  for 
their  detection. 

That  these  old-time  physicians  were  “bears 
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for  punishment”  can  be  seen  from  the  minutes  of 
the  annual  meeting  held  in  October  of  the  same 
year.  This  meeting  started  at  1:00  p.m.,  ad- 
journed at  5:  30  p.m.  for  dinner,  and  reconvened 
at  7 : 00  p.m.  for  a second  session. 

At  the  meeting  Dr.  Orton  presented  a resolu- 
tion which  was  passed  unanimously  and  re- 
quired that  every  “regular  practitioner  of  medi- 
cine and  surgery  in  this  county  must  present 
himself  or  forward  his  credentials  to  the  secretary 
during  the  next  semiannual  meeting  to  be  held 
in  this  place  on  the  ninth  day  of  May,  1865.” 

In  the  preamble  to  this  resolution  it  was  pointed 
out  that  the  State  Legislature  had  enacted  into 
law  that  the  county  medical  societies  were  to 
serve  as  the  “legal  representatives  and  guardians 
of  the  interests  of  the  regular  medical  profession 
of  their  localities.”  It  also  provided  that  “every 
regular  practitioner  of  medicine  and  surgery  in 
this  County  (as  distinguished  from  the  various 
followers  of  quackery,  such  as  homeopathy,*  hy- 
dropathy, and  electicism)  become  a member  of 
this  Society  and  participate  in  its  proceedings.” 

Activities  of  the  local  medical  society  were  not 
always  restricted  to  their  own  area,  however,  for 
at  the  semiannual  meeting  in  May,  1865,  we  read 
of  the  passage  of  a resolution  which  urged  the 
residents  of  the  community,  of  New  York  City, 
and  the  State  Legislature  to  “insist  that  such 
changes  be  instituted  as  shall  put  the  preservation 
of  health  of  the  inhabitants  of  the  City  of  New 
York  and  thereby  the  whole  State  on  the  scien- 
tific basis  and  thus  remedy  the  existing  evils.” 

The  following  eleven  years  were  uneventful, 
and  minutes  available  for  this  period  are  from 
newspaper  clippings  pasted  into  a book.  In 
1866,  however,  Dr.  George  Burr,  who  was  the 
president  of  the  Society,  drew  to  the  attention  of 
those  gathered  on  May  8 in  the  Court  House  that 
Dr.  Nathan  Smith  Davis  was  present  and  in  his 
honor  a resolution  was  offered  to  “welcome  him 
cordially  on  this  occasion  . . . and  tender  to  him 
hearty  congratulations  on  the  professional  emi- 
nence which  he  has  attained.” 

Following  the  introduction  of  this  resolution, 
Dr.  Davis  was  invited  to  speak  and  sit  on  the 
platform.  Dr.  Davis  thanked  the  members  for 
the  expression  of  sentiments  and  cordiality  and 

* Homeopathy  later  became  a recognized  branch  of  medi- 
cine, and  homeopaths,  as  physicians  practicing  this  type  of 
medicine  were  known,  were  admitted  to  membership  in  the 
Medical  Society  in  the  early  1900’s.  This  was  only  after 
many  modifications  had  been  made  in  their  precepts  and  they 
had  abandoned  the  principles  of  the  founder  of  this  type  of 
medicine,  Samuel  C.  F.  Hahnemann. 


said  how  much  a source  of  pleasure  it  was  to 
renew  his  old  acquaintances  and  to  exchange  con- 
gratulations. He  talked  of  the  recent  meeting 
of  the  American  Medical  Association  held  in 
Baltimore,  which  he  had  attended,  and  said  he 
regarded  it  as  a powerful  means  of  assimilating 
and  reuniting  the  divided  elements  of  our  once 
happy  country.  Every  portion  of  the  United 
States  was  represented  by  delegates,  and  a 
marked  interest  was  manifest  in  the  advancement 
of  the  profession  and  the  reunion  of  the  peoples 
of  the  United  States. 

It  is  interesting  to  note  that  Dr.  Davis  re- 
ferred to  the  recently  ended  Civil  War  of  the 
United  States  and  still  more  interesting  to  note 
that  a one-time  president  of  the  Broome  County 
Medical  Society,  Dr.  Dwight  Dudley,  was  a med- 
ical cadet  during  the  Civil  War.  He  had  not 
finished  his  medical  schooling  and  was  stationed 
at  the  Frederick,  Maryland,  hospital.  At  the 
close  of  the  war  he  visited  Secretary  of  War 
Stanton  and  challenged  him  with  the  remark  that 
officers  of  the  line  had  their  education  paid  for  at 
West  Point  and  wanted  to  know  what  the  Sec- 
retary was  going  to  do  about  medical  officers. 
As  a result  he  was  given  his  education  at  Colum- 
bia University  and  was  the  first  man  ever  to  be 
given  medical  education  at  government  expense. 
After  graduation  he  practiced  at  Whitestone, 
Long  Island,  and  then  at  Maine,  New  York. 

Toward  the  close  of  this  decade,  attempts  were 
made  to  cement  closer  the  relations  between  sur- 
rounding county  medical  societies,  as  well  as  to 
determine  the  causes  of  prevalence  of  diphtheria 
in  the  County.  In  addition,  the  County  Medi- 
cal Society  unanimously  established  a fee  sched- 
ule to  be  used  by  the  physicians  in  the  practice  of 
medicine.  Considering  the  charges  and  the  cost 
of  living  in  comparison  with  the  present  status  of 
living  today,  the  charges  compare  very  favorably. 
Examples  of  these  are:  For  a single  house  visit, 
the  fee  was  one  to  two  dollars.  Visits  at  night 
added  25  per  cent.  Advice  or  prescription  at  the 
office  was  fifty  cents  to  one  dollar.  Consultation 
was  five  dollars.  Simple  obstetric  case  not  ex- 
tending beyond  ten  hours  was  ten  dollars.  Ob- 
stetric care  of  servants  was  five  dollars.  Instru- 
ment delivery  was  twenty  to  twenty-five  dollars. 
Restoring  a prolapsed  uterus  was  five  dollars. 
Operation  for  cataract  was  fifty  dollars.  Extir- 
pating the  tonsils  was  five  to  fifteen  dollars. 
Radical  operation  for  hernia  was  twenty-five 
to  fifty  dollars.  Operation  for  strangulated 
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hernia  was  fifty  dollars.  Circumcision  was  five 
to  ten  dollars.  Extirpating  the  breast  was 
twenty-five  to  fifty  dollars.  Treatment  of 
malignant  tumors  was  fifteen  to  one  hundred 
dollars.  Scarification  and  cupping  cost  one 
dollar.  Application  of  leeches  was  one  dollar. 
Administration  of  anesthetics  was  two  dollars. 
Reducing  of  fracture  of  the  forearm  was  twenty- 
five  to  fifty  dollars.  Reducing  a fracture  of  the 
thigh  was  fifty  to  seventy-five  dollars.  Reducing 
a dislocated  hip  was  twenty-five  to  fifty  dollars. 
Lotions  and  blisters  cost  twent}r-five  cents  to  a 
dollar. 

As  always,  the  physicians  were  in  the  forefront, 
urging  the  county  and  local  governments  to  take 
steps  to  provide  for  the  health  and  safety  of  the 
community.  Repeated^  attention  was  drawn 
to  the  condition  under  which  sew^age  was  dis- 
posed of.  In  October,  1877,  a report  was  pre- 
sented to  the  Society  giving  144  deaths  occurring 
in  the  City  of  Binghamton  since  the  last  meeting 
of  the  Society  held  in  May.  Of  this  number,  30 
were  due  to  diphtheria  and  seven  to  membraneous 
croup.  The  report  contained  a caustic  comment 
to  the  fact  that  most  if  not  all  of  the  cases  of 
diphtheria  could  be  traced  to  the  cause  of  impro- 
per sewage.  Following  this  comment,  another 
physician  pointed  out  that  he  thought  the  epi- 
demic of  diphtheria  was  more  prevalent  outside 
the  City  than  within  its  confines  and  that  it  was 
entirely  due  to  a want  of  enforcement  of  proper 
hygienic  measures. 

Such  epidemics  were  not  confined  to  diphthe- 
ria, for  we  read  in  1879  of  the  incidence  of  mala- 
rial fever  in  the  City  of  Binghamton.  It  was 
pointed  out,  however,  that  “malaria  did  not  pre- 
vail to  any  great  extent  in  Binghamton  or  its  im- 
mediate vicinity.”  This  apparently  was  an  after- 
math  and  the  result  of  action  taken  by  the  govern- 
ment with  respect  to  laying  of  sewers  and  closure 
of  the  Chenango  Canal,  and  “that  this  could 
hardly  be  otherwise  from  the  very  nature  of  its 
soil  and  natural  drainage.”  Presumably  the  gov- 
ernment officials  had  finally  decided  to  do  some- 
thing about  sewage  and  had  started  work  on  the 
laying  of  lines.  As  a consequence  of  this  mala- 
rial fever  resulted,  probably  due  to  the  uncover- 
ing of  sewage  that  had  permeated  the  soil. 

The  problem  of  educational  requirements  of 
individuals  entering  the  profession  of  medicine 
also  came  in  for  close  study  this  year.  In  1872, 
the  State  Society  had  passed  a resolution  urging 
County  Medical  Societies  to  examine  carefully 


the  credentials  and  qualifications  of  all  persons 
preparing  to  start  the  study  of  medicine  as  a pre- 
liminary to  their  being  received  as  students  in  the 
offices  of  members  of  county  societies.  In  1878 
we  read  that  the  Broome  County  Medical  Society 
formally  adopted  this  requirement  and  that  the 
Board  of  Censors  added  this  additional  duty  to 
its  field  of  endeavor. 


Chapter 


In  the  decade  1880  to  1890  we  find  continuing 
attempts  of  the  medical  profession,  through  its 
own  professional  organization,  to  foster  and  pro- 
tect the  health  of  the  people.  It  was  during  this 
period  that  extensive  attempts  were  being  made 
to  organize  a State  Board  of  Health,  now  one  of 
the  largest  State  Health  Departments  in  the 
country,  which  is  completely  free  from  political 
pressure  and  political  appointments.  Also  during 
this  period  attempts  were  made  to  prosecute  ad- 
ditional persons  in  the  community  who  were  prac- 
ticing medicine  without  a license,  and  comments 
were  presented  to  the  public  with  respect  to 
sewer  reform,  soil  saturation,  baths,  lack  of  ven- 
tilation, impure  drinking  water,  as  well  as  re- 
flecting on  the  management  of  “asylums”  in  the 
county. 

Meetings  were  long  and  drawn  out,  not  pri- 
marily from  the  length  of  items  discussed  or  the 
length  of  the  case  reports  which  were  presented 
to  those  present.  The  discussions  which  took 
place  following  the  presentation  of  case  reports 
always  occupied  page  after  page  of  the  minute 
book  of  the  Society’s  meetings.  Apparently  the 
county  medical  societies  provided  a means  of 
postgraduate  education  for  practicing  physicians, 
a means  which  enabled  them  to  hear  of  other  cases 
and  the  treatment  rendered  as  well  as  the  final 
result  of  such  treatments.  There  is  no  doubt 
that  these  scientific  sessions  added  greatly  to  the 
knowledge  of  the  practicing  physician. 

In  1888  a case  of  hemophilia  was  reported  by 
one  of  the  members,  the  first  mention  of  this 
condition  in  the  records  of  the  Society.  A fam- 
ily living  in  the  City  of  Binghamton  was  reported 
to  liave  carried  this  tendency  through  three  gen- 
erations, only  in  the  male  portion. 

The  cooperation  of  the  local  press  with  the 
medical  profession  was  evident  too,  for  we  read 
of  one  resolution  passed  in  this  decade  which  was 
reported  in  detail  in  the  local  press.  This' resolu- 
tion had  to  do  with  Sanitary  Reforms  and  read  in 
part,  “ . . . Everything  that  tends  to  lower  the 
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standard  of  public  health,  such  as  lack  of  proper 
sewage,  cesspools,  soil  saturation,  decaying 
pavements,  baths,  or  lack  of  ventilation  and  im- 
pure drinking  water,  are  all  wrong  financially. 
It  is  much  cheaper  to  maintain  the  public  in 
health  than  in  ill-health.” 

Early  in  this  decade  we  read  of  a physician  who 
was  practicing  in  the  county  and  who  had  given 
his  place  of  graduation  as  the  Jefferson  Medical 
College.  In  this  period  the  County  Medical  So- 
ciety went  on  record  as  having  the  Censors  of  the 
Society  prosecute  this  party  for  the  welfare  of  the 
public  for  failing  to  register.  Whether  or  not  this 
individual  was  ever  prosecuted  and  the  result  of 
such  prosecution  is  not  available  from  the  Society 
minutes. 

At  the  close  of  this  decade,  after  having  pre- 
sented a paper  on  medicine  and  surgery  in  Ger- 
many, in  which  the  virtues  and  excellence  of 
medical  care  in  Germany  were  extolled,  the  Soci- 
ety was  urged  to  do  something  about  raising  the 
standards  of  medicine  and  surgery  in  this  country 
by  the  following  remarks:  “We  need  some  whole- 
some legislation  in  regard  to  the  practice  of  medi- 
cine and  surgery,  and  it  will  come,  and  though  it 
does  not  benefit  those  of  us  now  in  the  ranks,  it 
will  those  who  practice  in  the  years  to  come.  The 
county  societies  are  the  caucuses  in  which  this 
legislation  must  begin  that  shall  entitle  us  to  the 
greater  respect  and  standing  among  the  medical 
centers  of  the  world  and  make  us  investigators 
and  discoverers  in  the  science  of  medicine  and 
surgery.” 

Chapter  8 

In  the  summer  of  1893  the  New  York  State 
Legislature  passed  an  act  which  transferred  the 
writing  of  licenses  from  the  county  societies  to 
the  Regents  of  the  University  of  the  State  of  New 
York.  On  January  25,  1894,  the  following  com- 
munication was  read  at  a county  society  meeting. 

Dear  Sir: 

Certificates  of  registration  issued  under  medical 
laws  in  force  prior  to  May  9,  1893,  are  of  course 
good  for  the  county  or  counties  for  which  they 
were  issued.  The  law  of  1893  forbids  the  regis- 
tration of  any  authority  to  practice  medicine  un- 
less issued  under  seal  by  the  Regents  of  the  Uni- 
versity of  New  York  or  endorsed  by  the  Regents  as 
entitled  to  registration.  As  certificates  of  regis- 
tration granted  prior  to  May,  1893,  were  neither 
issued  under  seal  by  the  Reagents  nor  endorsed 
by  the  Regents  as  entitled  to  registration,  it  is 
necessary  in  each  case  for  registration  in  another 


county  to  send  the  diploma  to  Albany  for  the  en- 
dorsement of  the  Regents.  Proper  blanks  are  fur- 
nished in  each  case.  There  is  no  fee  for  such  en- 
dorsement. The  endorsement  renders  the  di- 
ploma practically  a State  license  as  the  diploma  is 
stamped,  “Endorsed  with  all  the  rights  and  privi- 
leges of  the  Regents.”  License  is  issued  upon  ex- 
amination and  entitles  the  holder  to  registration 
without  further  formality  in  any  county  in  New 
York  State. 

We  feel  quite  sure  that  physicians  will  see  the  ad- 
vantage of  this  step  when  they  consider  the  cer- 
tificates which,  through  carelessness,  were  often 
registered  prior  to  passage  of  the  present  law. 

Yours  truly, 

James  Russell  Parsons,  Jr. 

Once  again  the  passage  of  time  showed  the  ne- 
cessity of  providing  State-wide  standards  for 
medical  care  with  licensing  being  controlled  by 
an  independent  body  with  proper  examinations 
and  requirements  established. 

There  is  mention  made  of  epidemics  of  typhoid 
fever  throughout  the  county  which  were  all 
traced  back  to  polluted  water.  Reference  is 
again  made  to  “inducing  the  Health  Department 
to  take  the  matter  in  hand.”  Presumably  the 
physicians  were  continuing  to  argue  for  better 
sanitation  but  never  seemed  able  to  convince 
those  in  charge  and  responsible  for  the  conditions, 
over  which  the  physicians  had  no  control. 

In  the  1890’s  reference  is  made  to  many  im- 
portant medical  advances,  and  these  topics  were 
discussed  at  County  Society  meetings,  still  the 
best  way  of  continuing  postgraduate  education  on 
the  part  of  the  physicians.  We  hear  of  the  newly 
discovered  x-rays  and  skin  grafts,  and  in  1898  Dr. 
William  Moore  reported  to  the  meeting  that  the 
latest  advance  in  surgery  was  the  operation  of 
“gasterectomy.” 

Many  of  the  same  problems  that  had  beset 
their  predecessors  continued  to  confront  the 
members  of  the  Society  in  these  years.  There 
was  a continued  need  for  “providing  pure  air, 
pure  water,  and  pure  food.  This  includes  sew- 
age drainage,  the  disposal  of  garbage,  and  food 
inspection,  especially  the  inspection  of  milk.” 
The  Board  of  Censors  also  reported  that,  “After  a 
careful  examination  of  the  Books  of  Registration 
in  the  County  Court  House,  there  are  a great 
number  of  persons  who  advertise  or  claim  to  be 
doctors  for  the  cure  of  disease  who  have  not  reg- 
istered according  to  the  law,  and  it  is  very  much 
doubted  that  any  of  them  has  passed  the  tests  re- 
quired by  the  Board  of  Regents.”  As  a result  the 
Medical  Society  “fully  endorses”  the  efforts  of 
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Fig.  3.  Joint  Committee  of  Conference  for  the  Union  of  the  Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Medical  Association  sitting  at  the  New  York  Academy  of  Medicine,  New  York  City,  1903-1904. 


the  chairman  of  the  Committee  on  Legislation  of 
the  Medical  Society  of  the  State  of  New  York,  in 
its  attempts  to  modify  State  medical  laws  so  as 
to  accomplish  what  they  ought  to,  “namely,  the 
protection  of  the  health  of  the  community,  or  re- 
peal them  altogether.” 

Chapter  9 

With  the  turn  of  the  century  came  the  newly 
developed  antitoxin  for  the  treatment  of  diph- 
theria, and  in  1902  this  antitoxin  was  formally 
endorsed  for  use  in  this  community.  The  So- 
ciety recommended  that  “Mulford’s  diphtheria 
anti-toxin  be  used  in  all  cases  of  diphtheria,  even 
in  cases  of  doubt.”  In  1902  the  Society  heard  of 
another  new  development,  that  of  spinal  anes- 
thesia. This  was  apparently  the  first  time  that 
spinal  anesthesia  had  come  before  the  Society  for 
discussion. 

In  1904  the  Society  called  a special  meeting  to 
ratify  the  consolidation  of  two  State  medical 
groups:  The  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Medical  Associa- 
tion (Fig.  3).  At  the  same  time  the  question  of 
legalizing  the  practice  of  osteopathy  was  discussed. 
The  Society  went  on  record  as  being  opposed  to 
such  licensing  of  osteopaths.  Today  the  licensing 
of  osteopaths  is  legal,  with  such  individuals  being 
required  to  pass  the  same  examination  for  licen- 
sure that  medical  doctors  do.  Two  years  later 


this  goal  was  actively  recommended  by  the 
Broome  County  Medical  Society.  The  Society 
went  on  record  again  as  being  opposed  to  the 
passage  of  a special  act  regulating  the  practice  of 
osteopathy  as  a separate  branch  of  medicine  but 
urged  that,  “a  single  Board  of  Examiners  (be 
adopted)  to  pass  on  the  qualifications  of  all  candi- 
dates.” Many  cogent  reasons  were  given  for  this 
action,  not  the  least  of  which  was  the  desire  of 
the  members  of  the  Society  to  maintain  the  high 
standard  of  medical  practice  in  the  State  which 
had  seen  great  progress  over  the  years.  Part  of 
this  resolution  reads : 

Whereas  the  medical  profession  has  constantly 
advanced  the  requirements  for  the  preliminary 
study  of  medicine,  has  extended  the  period  of  time 
demanded  in  theoretical  education,  has  continu- 
ously raised  the  standard  of  knowledge  necessary 
for  the  practice  of  medicine,  always  placing  the 
requirements  far  in  advance  of  legislation.  There- 
fore, be  it  resolved  that  we,  the  Medical  Society  of 
the  County  of  Broome,  believe  that  the  high 
qualifications  of  the  professional  requirements 
should  in  no  way  be  lowered.  We  believe  that  the 
making  of  the  act  regulating  the  practice  of  oste- 
opathy a law,  would  greatly  lower  the  standard 
now  set.  We  have  no  objection  to  any  special 
line  of  practice,  provided  all  candidates  qualify 
for  the  existing  law  regulating  the  practice  in  the 
State  of  New  York.  We  urge  the  adoption  of  a 
single  Board  of  Examiners  to  pass  on  the  qualifica- 
tions of  all  candidates.” 

The  year  1906  saw  the  celebration  of  the  Soci- 
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ety’s  centennial.  The  members  called  a special 
meeting  in  January  of  that  year  and  unani- 
mously endorsed  the  idea  of  having  a specific 
celebration  to  honor  this  auspicious  occasion. 
October  24  was  the  final  date  selected,  and  this 
proved  to  be  one  of  the  outstanding  medical 
events  of  the  community  of  the  century. 

In  the  afternoon  of  this  day  the  Society  con- 
vened in  the  lecture  room  of  the  City  Library. 
On  display  were  the  original  minutes  of  the  or- 
ganization of  the  Society  in  1806,  the  Book  of 
Minutes  in  use  from  1823,  and  the  old  Seal  of  the 
Society  used  at  that  time.  Each  person  attend- 
ing the  meeting  was  decorated  with  a buttonhole 
souvenir  and  a facsimile  of  the  old-fashioned  lan- 
cet having  the  dates  1806-1906  inscribed  on  the 
blade  and  the  name  of  the  Society  on  the  handle. 

One  hundred  people  attended  the  banquet  in 
the  evening  held  at  the  Monday  Afternoon  Club 
on  Upper  Court  Street  in  Binghamton.  This  was 
a gastronomic  event,  as  can  be  seen  from  the 
menu  fisted  below. 

MENU 

Oyster  Cocktail 

Banquet  Wafers  Fine  Celery 

Mock  Turtle  Soup 
English  Bread  Twists 

Filet  of  Sole  Sauce  Toulouse 

Grill  Potatoes  Finger  Rolls 

Beef  Tenderloin,  Mushrooms 
Hashed  Brown  Potatoes  Jardiniere  of  Vegetables 

Rolled  Bread 

Roman  Punch  Turkish  Cigarettes 

Philadelphia  Squab,  Chestnut  Dressing 
Wild  Plum  Jelly  Graham  Sandwiches  Stuffed  Peppers 
Celery  and  Fresh  Lobster  Salad 
Walnut  Sandwiches  Queen  Olives 

Individual  Ice  Cream 

Macaroons  Queen’s  Cake  Coconut  Wafers 

Salted  Almonds 
Crackers  Coffee  Cigars 

Chapter  10 

The  homeopathic  physician  was  a continual 
problem  to  those  practicing  medicine  in  the  com- 
munity, but  in  1907  we  find  that  the  barriers  to 
the  intermingling  of  the  regular  medical  doctors 
and  the  homeopath  were  breaking  down. 

Homeopathy  was  established  by  Samuel  C.  F. 
Hahnemann,  whose  first  hypothesis  was  similia 
similibus  curantur  (like  cures  like)  and  second 
hypothesis  stated  that  the  greater  the  dilution, 
the  greater  the  potency  of  the  drug.  This  was 
unfortunate  because  it  led  many  men  astray 
working  on  this  false  premise.  There  have  been 
many  false  premises  presented  which  have  been 
followed  for  a time  and  then  those  following  them 
have  had  to  backtrack. 


It  is  interesting  to  note  that  there  were  several 
homeopathic  physicians  present  at  the  Centennial 
Banquet.  This  might  have  been  the  end  of  an 
era.  It  is  difficult  to  ascertain  from  the  minutes 
of  the  Medical  Society,  but  it  was  evident  that 
some  of  these  so-called  homeopaths  had  appar- 
ently “changed  their  ways,  and  become  accepted 
by  their  confreres.” 

Further  proof  that  physicians  in  the  Count}" 
were  ever  alert  against  the  inroads  that  quacks 
and  charlatans  were  making  into  the  medical  pro- 
fession is  that  the  post  office  inspectors  informed 
the  members  of  the  Medical  Society  in  August, 
1907,  that  they  “have  collected  documentary  evi- 
dence showing  residents  of  Broome  County  and 
this  State  have  criminally  violated  the  laws  of  the 
State  relating  to  the  practice  of  medicine  in  using 
the  mails  to  defraud.” 

This  notification  was  quickly  commended  by 
the  members  of  the  Medical  Society,  who  praised 
the  post  office  department  for  “exposing  these 
persons”  and  for  “their  efforts  to  protect  the  wel- 
fare of  the  public.” 

Ever  willing  to  take  up  the  cudgels  in  support  of 
those  in  want,  the  physicians  of  Broome  County 
at  the  January  7 meeting  in  1908  went  on  record 
as  supporting  pensions  for  the  widows  of  Dr. 
James  W.  Lizier  and  Dr.  James  Carroll,  “who 
voluntarily  sacrificed  their  fives  to  the  welfare  of 
the  human  race  and  especially  for  the  benefit  of 
our  nation  and  our  people  as  shown  by  their  sub- 
mission to  the  test  to  determine  the  cause  of 
Yellow  Fever.” 

And  at  this  same  meeting,  as  a further  step 
towards  protecting  the  health  of  the  public 
generally,  a resolution  was  passed  requiring  the 
president  to  appoint  five  members  of  the  Societ}’ 
to  devise  a method  by  which  some  plan  could  be 
inaugurated  to  examine  the  milk  produced  and 
consumed  in  this  vicinity,  this  body  of  men  to 
be  known  as  the  Milk  Commission. 

Recognizing  too  the  continued  lack  of  sanitary 
sewage  disposal,  the  Society  heard  a paper  pre- 
sented by  Dr.  R.  A.  Seymour,  Whitney  Point, 
calling  attention  to  the  “very  usual  close  prox- 
imity of  the  privy  and  the  water  supply  as 
a pregnant  evil  and  undoubtedly  the  source  of 
much  intestinal  disorder.” 

The  action  of  1908  resulted  one  year  later  in 
the  Society’s  hearing  the  first  report  of  the  Milk 
Commission,  which  dealt  with  the  investigation 
of  the  needs  of  the  community,  cooperation  of 
the  producers,  communication  with  the  various 
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established  commissioners  and  the  assimilation 
of  their  views  and  work,  tuberculin  tests  of  cattle, 
and  the  establishment  in  Binghamton  of  a firm 
willing  to  produce  certified  milk,  namely  F.  R. 
Borden  and  Company. 

The  report  also-  included  detailed  accounts  of 
prehminary  investigation  of  the  supply  and  its 
quality,  the  inspection  of  the  producer’s  herds 
and  bacterial  and  chemical  examination  of  the 
supply,  provisions  for  the  proper  inspection  and 
examination  to  get  certified  milk,  the  establish- 
ment of  a dairy  producing  certified  milk,  and  the 
awakening  of  the  public  and  private  interest  in 
clean,  wholesome  milk. 

Following  this  report  a paper  was  read  on  the 
relation  of  bacterial  infection  of  milk  to  the 
diarrheal  disorders  of  children  and  a plea  for 
pure  milk  to  prevent  the  high  mortality  and  mor- 
bidity. 

Chapter  11 

The  second  decade  of  the  twentieth  century 
showed  that  at  least  some  progress  was  being 
made  in  agreement  with  the  physicians’  requests 
for  procedures  which  would  result  in  better 
health  for  the  community  as  a whole.  At  the 
first  meeting  in  1910  the  Society  had  an  exhaus- 
tive report  on  the  milk  commission,  which  noti- 
fied the  members  that  “Binghamton  was  getting 
good  certified  milk  from  about  75  cows,  with  path- 
ogenic bacteria  in  the  milk  being  reduced  to  the 
minimum  of  harmful  quantity.” 

At  this  same  meeting  a discussion  took  place 
concerning  “the  advancement  of  the  medical 
profession  with  the  object  of  securing  final 
qualifications  of  all  legally  qualified  physicians 
into  one  strong  body  without  any  separate  cult 
or  creeds  of  practice.”  The  idea  behind  this 
was  to  provide  one  medical  examination  for  all 
those  wishing  to  practice  the  art  of  medicine. 
This  would  then  separate  the  wheat  from  the 
chaff  with  only  those  individuals  who  were  fully 
qualified  being  able  to  pass  the  examinations 
established  by  the  State  Legislature  and  the 
State  Education  Department.  A representative 
from  the  State  Medical  Society  pointed  out: 
“It  is  also  regretted  that  many  of  the  unthinking 
public  should  so  readily  take  up  natural  bone 
setters  and  herb  doctors  as  they  were  super- 
naturally  endowed  in  preference  to  the  regular 
professional  man  who,  of  necessity,  is  so  much 
better  qualified.” 

This  decade  also  saw  the  admission  of  the  ho- 


meopathic physician  to  membership  in  the 
Medical  Society,  and  in  1911  such  members  were  11 
voted  on  by  ballot  and  declared  elected  as  mem-  " 
bers  after  they  had  signed  the  constitution  and 
bylaws  and  certified  their  intention  to  observe  all  ' 
the  laws  of  medical  practice  as  designated  by 
the  Board  of  Regents. 

At  the  April  meeting  the  members  heard  of 
the  comparatively  new  technic  of  anastomosis  of 
blood  vessels,  which  came  into  prominence  only 
in  recent  years.  And,  surprisingly  enough,  at 
this  early  date  the  individual  was  urged  to  “go  \ 
to  his  physician  once  in  six  months  or  a year  | 
for  a thorough  physical  examination.” 

In  1913  another  report  of  progress  was  heard  I 
from  the  milk  commission.  In  the  short  period 
of  a few  years,  chiefly  due  to  the  efforts  of  the 
medical  profession  of  Broome  County,  the  prev- 
alence of  such  diseases  as  typhoid  fever,  septic 
throat,  and  many  others  had  been  reduced  con- 
siderably. This  same  year  the  Society  heard  a 
report  on  an  epidemic  of  septic  sore  throat 
occurring  in  Cortland,  which  was  traced  to  its 
source,  one  dairy  in  that  district.  A total  of  669 
cases  was  treated,  with  480  being  traced  directly 
to  the  source  of  milk  from  the  dairy  in  question. 
The  public  had  much  to  be  thankful  for  in  the 
profession’s  untiring  efforts  to  correct  such 
dangerous  threats  to  health  and  life. 

In  this  same  year  an  attempt  was  made  to 
start  a Medical  Society  library,  with  Dr.  Stuart 
B.  Blakely  completing  plans  for  City  Hospital 
to  set  aside  a room  for  this  purpose.  Nothing 
came  of  this  plan  for  some  time,  but  in  a later 
chapter  more  will  be  said  of  this  matter. 

But  the  fight  for  continued  improvement  of 
sanitary  conditions  as  well  as  for  protection  for 
the  public  against  disease  in  all  its  forms  had 
to  be  fought  at  great  length.  In  1914  the 
members  of  the  Medical  Society  were  calling  on 
the  residents  of  the  community  to  be  vaccinated 
against  smallpox.  Speakers  at  one  of  the  meet-  j 
ings  this  year  said,  “It  seems  strange.  . .that 
after  more  than  a century  and  a quarter  of 
success  anyone  should  doubt  the  greatness  and 
practicability  of  vaccination.”  And  again,  “It 
seems  queer  to  me  that  we  should  be  called  upon 
at  this  late  date  to  defend  the  merits  of  something 
which  has  proved  a success  for  so  many  years.”  j 

In  1915  the  Medical  Society  battled  for  in- 
creased  appropriations  to  the  State  Health  De- 
partment  for  its  work  and  voiced  opposition  to 
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“all  legislation  which  would  tend  to  break  down 
the  present  model  health  law  or  to  hamper  the 
work  of  public  health  officials  in  the  State.” 

In  1916  the  Medical  Society  took  under  ad- 
visement the  problem  of  “Cancer  Quacks”  and 
approved  an  educational  program  to  acquaint 
the  public  with  the  true  facts  about  cancer  and 
its  treatment  as  well  as  to  dissipate  some  of  the 
many  superstitions  relative  to  cancer. 

Chapter  12 

The  “roaring  twenties”  and  depression-ridden 
thirties  saw  two  decades  of  advancement  for  the 
United  States  which  up  to  that  time  had  never 
been  equalled.  Broome  County  and  medicine 
generally  are  no  exceptions  to  this  rule. 

Radium  was  purchased  by  a local  physician 
and  used  for  the  first  time  in  the  County.  An- 
other physician  established  the  first  industrial 
health  plan  with  free  choice  of  physician.  An 
intensive  health  campaign  to  educate  the  public 
in  periodic  health  or  physical  examinations  was 
started.  Plans  for  a sewage  system  were  pre- 
sented to  the  Society  for  its  approval,  and 
members  concerned  themselves  over  the  large 
number  of  diphtheria  cases  occurring  in  the  city. 

In  1934  one  of  the  first  tumor  clinics  was  begun 
at  Binghamton  City  Hospital,  a forerunner  of 
the  present  clinics  now  in  operation  throughout 
the  County.  And  in  1935  a committee  was  ap- 
pointed by  then  Governor  Lehman  to  study  the 
Workmen’s  Compensation  Law.  As  a result  of 
this  study  later  years  saw  county  societies 
charged  with  establishing  a physician’s  qualifica- 
tions to  treat  Workmen’s  Compensation  cases,  as 
well  as  providing  for  free  choice  of  physician  in 
such  care. 

Ever  active  in  the  attempt  to  protect  the  health 
of  the  public,  the  Society  expressed  concern  at 
the  large  number  of  foreign  physicians  who  were 
being  licensed  in  New  York  State  without  due 
examination  and  with  only  their  credentials  from 
foreign  medical  schools,  many  of  which  were  being 
forced  to  conform  to  regulations  of  dictatorships 
in  these  countries.  The  Society  wished  all 
such  physicians  to  be  required  to  pass  the  regular 
licensure  examination  of  the  Board  of  Regents 
before  issuance  of  a license  to  practice  medicine. 
Later  the  same  year  the  Board  of  Regents  of  the 
Education  Department  passed  such  a law,  ex- 
tending such  a regulation  to  the  legal  and  archi- 
tectural professions  as  well. 

In  the  late  thirties  it  was  ascertained  in  a survey 
made  by  the  New  York  State  Health  Department 


that  Binghamton,  as  well  as  the  County  as  a 
whole,  had  a very  good  rating  in  health  condi- 
tions, except  in  two  instances.  One  of  these 
was  prenatal  care  and  the  other  annual  examina- 
tion of  adults  by  private  physicians.  Needless 
to  say,  both  of  these  instances  were  corrected 
a short  time  after  the  survey  was  completed. 
In  an  attempt  to  correct  the  lack  of  annual  adult 
examinations,  the  Medical  Society  at  this  time 
formed  a speakers’  bureau  to  disseminate  informa- 
tion to  the  public  to  “dispel  some  of  the  fears 
and  superstitions  that  seem  to  be  in  the  public 
mind  (as  to  cancer  and  annual  examinations) 
and  also  to  advocate  procedures  which  would 
permit  early  diagnosis  of  disease.” 

The  Society  also  endorsed  the  law  which  would 
require  premarital  Wassermann  tests  for  syphilis 
and  gave  its  full  endorsement  to  the  local  Kiwanis 
Club  in  its  purchase  of  an  iron  lung,  commending 
the  organization  for  “this  humanitarian  act.” 

Chapter  13 

But  all  was  not  to  be  serene  for  long  in  the  halls 
of  the  Medical  Society  during  the  period  from 
1940  to  1950.  Early  in  the  year  1940  the  Society 
petitioned  the  board  of  managers  at  Binghamton 
City  Hospital  to  provide  a permanent  meeting 
place  for  the  Society.  Permission  was  granted 
by  the  board,  and  since  that  date  the  Society 
has  held  its  monthly  meetings,  with  minor 
changes,  in  the  auditorium  at  the  hospital. 

With  the  advent  of  rationing  and  the  draft 
the  medical  profession  was  once  again  saddled 
with  multitudinous  responsibilities  in  this  con- 
nection. Names  of  members  to  serve  on  draft 
boards  throughout  the  County  were  requested. 
Physicians  were  asked  by  inconsiderate  indi- 
viduals to  falsify  applications  for  additional 
quotas  of  gasoline,  sugar,  meat,  butter,  and  all 
the  other  items  that  were  obtainable  in  extra 
quantites  on  presentation  of  medical  certifica- 
tion that  they  were  needed. 

In  1943  a blood  bank  was  established  at 
Binghamton  City  Hospital  after  some  prodding 
by  the  medical  profession.  That  this  was  needed 
is  evident  by  its  existence  today  as  an  integral 
part  of  the  community  on  a county- wide  basis. 
The  same  year  mass  x-rays  were  offered  to  the 
County  under  the  sponsorship  of  the  medical 
profession  and  the  Health  Association  of  Broome 
County.  As  the  years  passed  this  too  has  proved 
its  value  in  the  discovery  of  unsuspected  cases 
of  tuberculosis.  Physicians  from  the  County 
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were  named  to  help  evaluate  and  advise  in  the 
processing  of  these  films. 

During  the  war  years  of  1941  to  1945  the  So- 
ciety, depleted  by  the  large  number  of  physicians 
called  to  serve  the  armed  forces,  was  forced  to 
carry  on  with  many  individuals  working  around 
the  clock.  So  many  in  the  County,  working 
long  hours  to  further  the  war  effort,  became  more 
susceptible  to  disease  than  they  would  be  other- 
wise. But  many  of  the  physicians  remaining 
in  the  County  to  serve  the  population  did  not 
lessen  their  sights  because  of  their  long  working 
hours.  The  Society  unanimously  endorsed  a 
resolution  that  a sewage  plant  become  a reality  as 
a postwar  construction  project  of  the  community. 

Rheumatic  fever  and  its  importance  as  an 
etiologic  factor  in  heart  disease  was  discussed 
at  some  length  during  this  period,  and  an  edu- 
cational campaign  to  explain  this  to  the  public 
was  formulated.  At  the  same  time  additional 
items  were  placed  on  the  restricted  list  by 
the  Government,  wfith  a medical  certificate  being 
required  for  permission  to  obtain  such  services 
and  items.  Not  the  least  of  these  were  telephone 
service  and  gas  installations  for  heating  purposes. 

Chapter  14 

With  the  postwar  return  of  many  physicians 
to  their  prewar  activities  and  with  the  addition 
of  new  physicians  to  the  County,  the  Society 
began  to  grow  in  leaps  and  bounds.  From  1950 
to  the  present  day  there  has  been  a phenomenal 
growth  in  the  physician  population,  just  as 
there  has  been  considerable  growth  in  the 
County  population. 

In  1950  to  quote  from  the  minutes  of  a meeting 
held  at  that  time,  “the  meetings  began  to  assume 
more  of  the  atmosphere  of  a medical  society  and 
less  that  of  a debating  society.”  The  Society 
urged  the  Governor  to  establish  a cerebral  palsy 
movement,  held  a diabetes  detection  drive  with 
free  testing  being  provided  all  who  wished  to 
use  the  service,  and  in  March  of  the  mid-century 
year,  the  Society  established  a mediation  com- 
mittee, “to  hear  the  complaints  of  the  public, 
relative  to  what  they  consider  unfair  treatment 
by  the  physician.” 

Lectures  were  given  by  leading  authorities 
of  various  phases  of  atomic  injuries  at  a full  day’s 
symposium  on  the  medical  aspects  of  atomic  ex- 
plosion. An  emergency  service  was  established 
to  ensure  that  a physician  be  available  to  take 
care  of  emergency  medical  care  when  the  victim 


is  unable  to  reach  his  own  family  physician. 
This  was  similar  to  one  established  during  the 
war  years  in  Binghamton  by  Dr.  Martin  Weiss 
and  in  Endicott  by  Dr.  Marion  Morse.  In 
1951  the  Society  became  a legally  incorporated 
entity,  pursuant  to  a special  act  passed  by  the 
New  York  State  Legislature. 

In  1953  the  Society  gave  its  endorsement  to 
the  Halpern  bill  to  provide  for  compulsory 
blood  testing  for  drunken  drivers.  And  in  this 
same  year,  the  society  urged  “any  sanitary  type 
of  garbage  disposal.” 

In  April,  1954,  the  Society  formal^  endorsed 
the  field  trial  program  for  the  Salk  Polio  vaccine, 
and  at  another  meeting  the  same  year  urged  in- 
dividuals to  use  and  install  safety  belts  in  their 
cars. 

A Welcome  Wagon  booklet  was  prepared  in 
1955  for  distribution  to  all  newcomers  in  the 
community.  Listed  in  the  booklet  was  informa- 
tion on  all  physicians  in  the  county  as  well  as 
how  to  obtain  a physician  in  an  emergency, 
information  on  hospitals,  accident  room  service, 
protection  against  quacks  and  frauds,  first  aid 
suggestions,  and  many  other  items. 
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The  Physician  in  the  Cardiac  Compensation  Case 


IRVIN  KLEIN,  M.D.,  NEW  YORK  CITY 


( Associate  Compensation  Examining  Physician,  Workmen’s  Compensation  Board,  New  York  State,  and  Mem- 
ber, Work  Classification  Unit,  Cardiac  Clinic,  Beekman  Hospital ) 


T)oth  the  referee,  who  must  be  the  arbiter  in 

claims  for  compensation,  and  the  impartial 
State  physician,  who  must  express  his  medical  opin- 
ion in  doubtful  claims,  depend  in  great  part  on  the 
attending  physician  for  vital  evidence. 

The  State  physician  especially,  having  carefully 
examined  a claimant,  must  base  his  judgment  in 
each  particular  case  on  all  the  data  known  to  him, 
on  past  experience  and  learning  and  on  accepted, 
authoritative  medical  opinion  in  similar  cases.  His 
judgment  need  not  necessarily  be  accepted  by  the 
referee.  But,  since  it  is  an  obviously  impartial 
opinion,  it  is  usually  given  careful  consideration. 

Some  of  the  medical  reports  and  opinions,  particu- 
larly in  cardiovascular  cases,  have  justly  been  sub- 
ject to  much  criticism.  The  relationship  of  indirect 
trauma  to  disease  of  the  heart  and  coronary  arteries 
is  only  vaguely  known.  Authoritative  medical 
opinion  differs  greatly,  even  in  such  common  con- 
ditions as  coronary  occlusion  or  myocardial  in- 
farction. The  presence  of  pre-existing  coronary 
arteriosclerosis  having  been  conceded  in  such  cases, 
the  relationship  of  a lift  to  the  precipitation  of  a 
myocardial  infarction  is  determinedly  denied  by 
some,  is  questioned  by  many,  and  is  accepted  by 
few.  The  type  and  severity  of  the  work  done  prior 
to  the  attack,  the  time  of  onset  of  the  attack  after 
the  work,  the  diagnosis  of  the  resulting  condition, 
the  presence  or  absence  of  bridging  symptoms  in  the 
interval  between  the  time  when  the  work  was  done 
and  when  the  disease  became  manifest,  are  all  prob- 
lems of  the  greatest  moment  and  must  each  be  given 
intense  scrutiny  and  deep  thought.  Only  then  is  it 
possible  to  say  with  reasonable  assurance  that  the 
injury  did  or  did  not  precipitate  the  attack  in  ques- 
tion. 

The  problems  are  vast  because  of  the  still  dim 
knowledge  of  the  pathogenesis  of  coronary  artery 
disease  and  coronary  occlusion.  In  Utah  a group 
of  cardiologists  surveyed  some  of  the  problems  at  the 
suggestion  of  the  State  Industrial  Commissioner. 
Their  report  touches  on  many  points  at  issue 
throughout  the  country,  and  suggestive  portions  are 
quoted  as  follows: 

. . . Seemingly  contradictory  or  confused  medical 


testimony  has  plagued  the  Industrial  Commission. 
. . . Workers  known  to  have  or  suspected  of  heart  dis- 
ease were  finding  it  more  difficult  to  secure  employ- 
ment. . . . The  question  is  whether  or  not  coronary 
thrombosis  with  myocardial  infarction  may  be  pre- 
cipitated by  exertion  or,  more  specifically,  by  unusual 
exertion.  Exertion  usual  to  the  individual  . . . 
should  not  be  considered  as  a cause. 

...  It  seems  reasonable  for  us  to  assume  a probable 
relation  if  new  symptoms  of  cardiac  disease  appear 
within  one  or  two  hours  . . . even  though  the  charac- 
teristic picture  of  myocardial  infarction  may  be  de- 
layed longer.  ...  (If  they)  appear  later  than  twelve 
hours  after  exertion,  . . . relation  . . . would  be  im- 
probable. . . . Some  of  the  members  felt  that  a six- 
hour  minimum  interval  would  be  preferable  to  the 
twelve-hour  maximum  interval.  . . . Emotional 
stress,  unusual  for  the  individual,  should  be  consid- 
ered as  exertion,  unusual  for  the  individual,  etc. 

It  is  evident  then  that  some  of  the  difficulties  can 
be  traced  to  incomplete  medical  knowledge  arising 
from  the  fact  that  several  concepts  basic  to  legal 
determinations  are  still  in  doubt. 

Usual  and  unusual  “exertion,”  for  instance,  may 
be  defined  in  law,  but  precisely  what  activities  con- 
stitute unusual  exertion  for  a given  individual  still 
are  matters  of  fact  and  judgment  and  not  of  law. 
Should  age  and  reserve  power  not  be  considered  as  a 
factor  in  evaluating  exertion?  Can  a man  of  seventy 
years  resist  successfully  the  stresses  of  a man  of 
twenty-five  or  thirty?  Must  we  not  weigh  these 
items  in  determining  the  effect  of  exertion  on  any 
particular  cardiac  affection? 

In  many  areas  the  work  which  a patient  has  done 
for  years  is  the  base-line  used  for  comparison.  The 
value  of  such  a method  is  held  in  doubt  by  many. 
Again  the  aging  process  is  disregarded.  Should  a 
man  of  sixty-five  be  allowed  to  walk  up  steps  in  the 
same  manner  as  he  has  done  for  thirty  years  in  his 
work,  simply  because  he  has  done  it  for  thirty  years? 
Such  an  approach  may  have  some  reason  in  law, 
but  it  is  poor  medicine! 

Perhaps  more  difficult  than  physical  exertion  is  the 
effect  of  an  emotional  disturbance  on  a heart  condi- 
tion. The  degree  of  emotion  necessary  to  upset  a 
given  individual  is  almost  impossible  to  measure; 
still,  shocking  news  has  affected  certain  people  se- 
riously. Bridging  or  time  relationships  are  impor- 
tant, but  as  in  the  cases  of  emotion  or  exertion  the 
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exact  mechanisms  and  their  effects  on  the  heart  are 
still  not  clear.  We  can  only  reason  and  apply  our 
knowledge  and  experience  in  the  best  way  possible. 

Medical  considerations  have  the  first  claim  on  the 
doctor’s  attention,  and  very  often  they  are  the  only 
ones  that  concern  him.  Much  difficulty  ensues 
when  the  medical  and  the  legal  opinions  are  con- 
fused. Occasionally  they  appear  paradoxical.  In  a 
back  case,  for  example,  the  physician  may  believe 
that  only  a partial  disability  exists,  whereas  the 
referee  may  grant  a total  disability  because  of  the 
heavy  work  which  the  injured  is  obliged  to  do. 
The  reverse  too  may  occur;  the  physician  may  find 
a bookkeeper  totally  disabled,  and  the  referee  may 
grant  a mild  partial  disability  or  none  at  all  in  view 
of  the  character  of  the  work  done. 

Careful  analysis,  however,  will  reveal  no  contra- 
dictions. There  would  be  no  need  for  a separate 
legal  conclusion  if  the  medical  opinion  were  all  in- 
clusive. If  this  is  not  so  and  if  factors  other  than 
medical  (such  as  work  history,  work  programs,  and 
travel  hazards)  are  not  included,  then  the  legal 
opinion  must  embrace  all  factors  and  may  vary 
from  the  medical  opinion  alone.  When  some  legal 
conclusion  is  necessary,  it  should  be  stated  briefly 
but  only  after  all  medical  conclusions  have  been 
independently  studied  and  set  forth. 

So  large  a number  of  cases  pass  through  the 
medical  rooms  of  the  Workmen’s  Compensation 
Board  that  many  cardiac  states  of  interest,  not  nec- 
essarily involved  in  a claim,  will  be  encountered 
more  frequently  perhaps  than  in  regular  office  ex- 
perience. Essentially  the  more  common  conditions 
seen  are  coronary  occlusion,  insufficiency,  hyper- 
tensive heart  disease,  and  auricular  fibrillation. 

The  electrocardiograph  in  series,  ballistocardio- 
graph,  unipolar  leads,  x-ray,  fluoroscopy,  sedimenta- 
tion rate,  blood  count,  pressure  studies,  all  valuable 
tests  widely  used  in  general  practice,  are  not  less  but 
perhaps  more  important  in  the  diagnosis  on  which  a 
compensation  claim  is  principally  based.  The 
diagnosis  should  be  made  only  after  careful  study. 
A careless  conclusion  may  injure  the  patient  medi- 
cally and  also  impair  his  claim  to  the  point  of  causing 
its  rejection. 

The  experienced  practitioner  may  occasionally 
feel  quite  justified  in  making  a diagnosis  without 
the  aid  of  these  tests.  But  when  compensation  or 
other  legal  process  is  involved,  it  should  be  borne 
in  mind  that  the  claimant’s  case  will  be  critically 
scrutinized  by  the  carrier  and  the  Board  and  may  be 
vigorously  contested  by  the  carrier.  The  unsup- 
ported opinion  of  the  physician  may  be  controverted 
or  put  in  doubt  by  contradictory  testimony. 

The  physician  must  recognize  the  enviable  posi- 
tion he  holds  in  medicolegal  matters.  This  is  more 
striking  when  one  recalls  that  the  physician  gives 
medical  information  and  is  examined  on  material 


and  theory  in  which  he  is  trained  and  proficient. 
With  sufficient  foresight,  preparation,  and  com-  *' 
posure,  he  assumes  a stature  difficult  to  shatter.  ’ 
In  any  event  he  knows  more  about  medicine  than  his  ** 
interrogators. 

Related  to  this  point  is  another,  the  considerable 
importance  of  careful,  thoughtful  history  taking. 
The  age  and  progress  of  a medical  condition  in  re- 
lation to  a trauma  must  be  determined  as  accurately 
as  possible,  since  obviously  this  will  have  a strong 
bearing  on  the  case.  Furthermore,  special  care 
should  be  taken  with  the  history  so  that  the  diagnosis 
is  not  unduly  influenced  by  the  knowledge  of  a 
lawsuit  or  some  other  legal  process.  The  physician’s 
ability  to  weigh  each  segment  of  the  story  against 
the  findings  is  of  prime  importance. 

The  type  of  “accident”  affecting  the  heart  can  be 
classified  as  “direct”  trauma  (bullet  and  knife 
wounds,  crushing)  and  “indirect”  (excitement, 
lifting  heavy  weights).  The  part  these  etiologic 
facts  play  in  causing,  accelerating,  or  aggravating  a 
heart  condition  must  be  carefully  evaluated  in  re- 
lation to  the  legal  claim  and  to  the  pre-existing  dis- 
ease if  any.  No  one  can  deny  in  a coronary  case 
the  presence  of  pre-existing  sclerosis  which  played  its 
part  in  the  subsequent  clinical  picture  of  angina  or 
infarction. 

Very  often  consultation  with  other  physicians  in  a 
given  case  becomes  necessary.  It  is  wise  to  seek 
this  help  and  use  it  fully  after  complete  discussion. 
Too  frequently  consultation  is  delayed  to  the  point 
where  desirable  elements  in  diagnosis,  therapy,  and 
legal  questions  on  causal  relationship  are  lost  or 
distorted. 

Whatever  final  opinion  is  given,  the  doctor  must 
ask  himself  the  question:  “Can  I support  this  con- 
clusion with  the  facts  I have  before  me?”  If  he 
answers,  “Yes,”  then  all  is  well.  If  not,  then  more 
work,  more  thought,  and  more  talk  must  go  into  the 
case.  Additional  facts  ought  either  to  substantiate 
the  original  opinion  or  give  a strong  basis  for  altering 
it. 

The  final  diagnosis  should  be  listed  in  conformity 
with  the  suggestions  made  by  the  New  York  Heart 
Association.  The  etiologic,  anatomic,  and  func- 
tional diagnosis  should  be  named  as  well  as  the  thera- 
peutic classification  (for  example,  IB  3C).  In  this 
way  the  nomenclature  is  maintained  and  under- 
stood by  all  parties  to  the  case  and  the  question  of  \ 
disability  more  easily  examined  and  resolved. 

In  compensation  cases  the  evidence  is  heard  by 
nonmedical  judges,  who  listen  to  all  the  evidence 
and  who  must  make  their  findings  of  fact  and  I 
decisions  under  the  Law  based  on  all  the  evidence 
presented,  not  on  the  medical  opinion  alone.  It  is  ' 
always  possible  that  the  support  which  the  doctor 
thought  was  adequate  will  be  insufficient  to  impress 
the  judge,  jury,  or  referee. 
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WORLD  MEDICAL  ASSOCIATION  AND  WORLD  HEALTH  ORGANIZATION 


tjJ  The  legal  decision  should  not  excite  the  physician. 
Y(Ia,  His  satisfaction  should  and  must  come  from  a case 
sttd  well  handled,  from  clear  and  full  records,  from  ade- 
ij  quate  and  understandable  reports,  and  from  testi- 
mony well  founded  and  given  without  compulsion 


in  line  with  theoretical  considerations  and  in  any 
event  based  on  the  known  facts  in  anatomy  and 
physiology. 
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World,  Medical  Association  and  World  Health  Organization 

i. 

LOUIS  H.  BAUER,  M.D.,  NEW  YORK  CITY 

r {Secretary-Treasurer,  United  States  Committee,  Inc.,  and  Secretary-General,  The  World  Medical  Association) 


T)  oth  of  these  organizations  have  the  common  ob- 
jective of  improved  health  for  the  peoples  of 
the  world.  However,  there  are  fundamental  dif- 
ferences in  the  structure  and  functions  of  each. 

Many  of  our  colleagues  are  not  clearly  aware  of 
the  distinctions  between  the  World  Medical  Associa- 
tion (WMA)  and  the  World  Health  Organization 
(WHO).  There  is  also  confusion  as  to  the  distinc- 
tion between  the  United  States  Committee  of  WMA 
and  Citizens  Committee  for  the  WHO. 

Since  WHO  is  to  hold  its  World  Health  Assembly 
in  the  United  States  this  Spring,  it  would  be  desir- 
able for  our  colleagues  to  have  a clear  understanding 
of  these  two  organizations  before  this  meeting. 
The  A.M.A.  is  a member  of  WMA,  and  the  A.M.A. 
House  of  Delegates  last  June  strongly  urged  every 
member  of  the  A.M.A.  to  join  the  U.  S.  Committee 
of  WMA. 

The  differences  between  the  two  organizations 
are  set  forth  below : 


World  Medical  Association 

1.  WMA  is  an  organi- 
zation of  national  medical 


World  Health  Organization 

1.  WHO  is  an  inter- 
governmental health 


associations.  The  unit  of 
membership  is  the  most 
representative  national 
medical  association  in 
each  country.  It  is  not 
part  of  the  U.  N.  It  is  a 
voluntary  organization. 

2.  WMA  represents 
the  practicing  medical 
profession. 

3.  WMA  was  organ- 
ized in  1947  by  AM  A rep- 
resentatives and  Western 
European  medical  lead- 
ers. Purpose  was  to  ex- 
change medical  knowl- 
edge, to  protect  the  free- 
dom of  medicine,  and  to 
promote  world  peace. 

4.  Each  member  as- 
sociation sends  two  dele- 
gates, two  alternate  dele- 
gates, and  observers  to 
the  General  Assembly — 
the  supreme  policy-mak- 
ing body  of  WMA. 

5.  The  executive  body 


agency.  The  members  are 
the  governments  that  ac- 
cept the  nine  principles  on 
which  WHO  is  founded. 


2.  WHO  represents 
governments  in  their  pub- 
lic health  and  medical  ac- 
tivities. 

3.  WHO  is  the  result 
of  proposal  of  the  U.  N. 
in  1945  to  create  a special- 
ized agency  to  deal  with 
all  matters  related  to 
health  on  a world-wide 
scale. 


4.  Each  member  gov- 
ernment sends  three  dele- 
gates, chosen  preferably 
from  the  national  health 
administration  of  the  gov- 
ernment, to  the  annual 
World  Health  Assembly. 

5.  The  Executive 
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of  WMA  is  the  Council. 

This  meets  twice  a year 
and  comprises  1 1 members 
elected  from  the  Assem- 
bly and  the  president, 
president-elect,  and  treas- 
urer. 

6.  WMA  is  supported 
by  members’  dues  and 
contributions,  and  the  an- 
nual budget  is  about 
$165,000. 

7.  American  physicians 
and  allied  corporations 
interested  in  the  work  of 
WMA  are  organized  as  the 
United  States  Committee 
of  the  World  Medical 
Association. 

Every  active  physician  recognizes  the  constantly 
growing  importance  of  his  county,  state,  and  na- 
tional medical  societies — the  three  great  “estates” 
of  organized  medicine  in  America. 

In  the  past  few  decades  medical  practice  has  be- 
come ever  more  complex.  Doctors  today  must 
deal  not  only  with  more  than  a score  of  fellow  medi- 
cal specialists,  but  with  several  score  of  “paramedi- 
cal” technicians,  many  of  whom  are  finding  it  dif- 
ficult to  adjust  themselves  to  a “table  of  organiza- 
tion” in  which  the  Doctor  of  Medicine  must,  by 
training  and  responsibility,  be  the  captain  of  the 
team.  Then,  too,  in  the  areas  of  hospital-physician 
relations,  of  public  health,  of  medical  care  prepay- 
ment, and  of  social  security,  organized  medicine  is 
required  to  think  in  new  terms  and  to  act  with  de- 
cision if  it  is  to  retain  the  leadership  which  the  people 
expect  of  their  physicians.  The  demands  of  our 


time  call  for  medical  statesmanship  of  the  highest 
order. 

And  now  medicine  has  added  a “fourth  estate,” 
the  World  Medical  Association,  which,  though  it  was 
founded  only  a little  more  than  ten  years  ago,  has 
already  earned  for  itself  world-wide  recognition  as 
“the  international  voice  of  organized  medicine.” 
Our  American  Medical  Association  is  one  of  the  53 
national  medical  associations  which  comprise  the 
membership  of  the  World  Medical  Association. 
Within  the  United  States,  some  5,500  leading  Ameri- 
can physicians  have  formed  a supporting  committee, 
known  as  the  United  States  Committee  of  the 
World  Medical  Association.  President  of  the  U.  S. 
Committee  is  Dr.  Austin  Smith,  editor  of  the  Journal 
of  the  American  Medical  Association,  and  its  secre- 
tary-treasurer is  Dr.  Louis  H.  Bauer,  who  has  also 
served  as  secretary  general  of  the  World  Medical 
Association  since  its  founding  in  1947. 

The  purposes  of  the  U.  S.  Committee  are  those  of 
W.  M.  A.  itself;  to  work  for  the  highest  standards  of 
medical  care  in  all  parts  of  the  world;  to  defend 
and  preserve  the  freedoms  that  are  essential  to  good 
medical  practice;  to  provide  a forum  for  the  solu- 
tion of  problems  common  to  physicians  the  world 
over,  and  to  promote  world  peace.  You  have  an 
opportunity  to  play  your  part  in  this  vital  cause  by 
becoming  a member  of  the  U.  S.  Committee  of 
W".  M.  A.  The  A.M.A.  House  of  Delegates  has 
urged  that  every  member  of  A.M.A.  join  the  U.  S. 
Committee.  Annual  dues  are  $10,  and  the  Com- 
mittee’s headquarters  are  at  10  Columbus  Circle, 
New  York  19,  New  York. 


Board  of  WHO  is  the  exec- 
utive body  and  consists  of 
18  members  elected  to 
represent  18  member  gov- 
ernments. 


6.  WHO  is  supported 
by  dues  allocated  by  the 
U.  N.  scale,  and  the 
budget  for  1958  is 
$13,000,000. 

7.  American  citizens 
interested  in  the  work  of 
WHO  are  organized  as  the 
Citizens’  Committee  for 
the  World  Health  Organi- 
zation. 


The  lust  for  comfort,  that  stealthy  thing  that  enters  the  house  a guest,  and  then  becomes  a host, 
and  then  a master. — Kahlil  Gibran 
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FILM  REVIEWS 

The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the 
Medical  Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the 
Medical  Film  Library  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue, 
Albany  8,  New  York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organiza- 
tions. Return  postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both  professional 
and  lay  use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answer  period 
presided  over  by  a professional  person  familiar  with  the  topic  presented. 


Pressure  Steam  Sterilization.  Classification: 
Surgery;  Nursing;  Bacteriology.  Color,  sound, 
26  minutes.  Produced  for  Society  of  American 
Bacteriologists  by  the  American  Sterilizer  Company, 
1954. 

This  film  was  produced  for  the  purpose  of  demon- 
strating proper  technic  in  sterilization  by  pressure 
steam.  The  introduction  discusses  advantages  of 
moist  heat  produced  by  steam  under  pressure  for 
sterilization  of  all  microbial  life.  Graphs  and  elec- 
tron photomicrographs  are  used  to  demonstrate 
protein  coagulation  and  destruction  of  bacteria. 

Animated  diagrams  show  operation  of  the  modern 
autoclave  and  passage  of  steam  through  a load  of 
packs.  Correct  technic  of  preparing  packs  and 
proper  methods  of  loading  sterilizers  are  shown. 

Methods  of  preparing  utensils,  rubber  gloves, 
rubber  tubing,  and  surgical  instruments  are  shown, 
in  addition  to  loading  methods.  The  modern 
method  of  packaging  syringes  and  needles  for  pres- 
sure steam  sterilization  is  demonstrated.  Cyclo- 
matic  control  governing  the  entire  sterilizing  cycle 
shows  that  the  operator  saves  time  that  may  be 
devoted  to  other  duties. 

Manual  and  automatic  autoclaves  of  monel 
metal  construction  are  demonstrated. 

An  excellent  film  for  teaching  the  principles  of 
steam  sterilization.  Possibly  too  much  emphasis  is 
placed  on  automatic  controls. 

Audience:  Operating  room  personnel,  medical 

students,  nurses,  surgeons  in  training. 

Nephrosis  in  Children.  Classification:  Pedi- 

atrics; Medicine.  Color,  sound,  18  minutes.  . Pro- 
duced for  the  National  Nephrosis  Foundation,  Inc. 
in  June,  1954,  under  the  medical  supervision  of 
Robert  E.  Cooke,  M.D.,  Associate  Professor  of 
Pediatrics  and  Physiology,  Yale  University  School 
of  Medicine  and  Grace  New  Haven  Community 
Hospital. 

This  film  illustrates  the  early  stages  of  nephrosis 
and  continues  to  demonstrate  later  developments  in 
the  disease.  The  clinical  and  biochemical  features 
of  the  disease  are  admirably  and  simply  presented. 
Emphasis  is  placed  on  recovery  and  hope  for  children 


with  this  malady  despite  the  lack  of  knowledge  of  its 
etiology  or  specific  measures  for  its  treatment.  The 
film  is  slightly  superficial  in  its  handling  of  the  sub- 
ject and  of  course  must  be  supplemented  with  addi- 
tional material.  It  is  doubtful  if  any  but  the  largest 
of  clinics  could  assemble  so  much  clinical  material 
for  a presentation  of  this  sort,  and  this  enhances  its 
teaching  value. 

Audience:  Medical  students,  medical  and  pedi- 

atric interns  and  residents,  practitioners. 

Diagnosis  of  Syphilis  by  the  General  Practitioner. 

Classification:  Medicine;  Preventive  Medicine. 

Color,  sound,  22  minutes.  Revised  in  1954  by  the 
Communicable  Disease  Center,  Atlanta,  Georgia, 
and  the  U.  S.  Public  Health  Service. 

This  motion  picture  film  is  a revision  of  a former, 
and  now  obsolete,  three-reel  film  entitled  “Syphilis.” 
It  demonstrates  a number  of  primary  luetic  lesions 
that  are  now  rarely  seen.  A dark  field  examination 
is  explained.  It  covers  other  phases  of  the  diagnosis 
and  treatment  that  are  of  importance  to  the  medical 
student.  In  view  of  changing  opinions  regarding 
the  control  of  syphilis,  the  recommendations  for 
routine  pre-employment  and  premarital  serologic 
examinations  for  syphilis  seem  outdated.  This  film 
condenses  a considerable  knowledge  of  an  almost 
obsolete  acute  disease  into  a few  short  minutes  and 
represents  about  the  only  way  that  clinical  material 
can  be  shown  to  the  student. 

Audience:  Medical  students,  interns  and  resi- 

dents, general  practitioners,  and  internists. 

Erythrocytic  Stages  of  Plasmodium  Vivax. 

Classification:  Medicine;  Clinical  Pathology. 

Black  and  white,  sound,  4 minutes.  Produced  in 
1954. 

Designed  to  depict,  for  medical,  public  health,  and 
parasitology  students,  sanitarians,  and  laboratory 
technicians,  the  appearance  and  behavior  of  living 
malaria  parasites  within  infected  red  blood  cells,  this 
motion  picture,  by  means  of  the  phase  contrast 
microscope,  shows  ring  stages,  young  and  mature 
trophozoites,  and  schizonts  of  Plasmodium  vivax. 

Audience:  Medical  students,  residents. 
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^^ITH  this  issue,  the  Journal  is  inaugurating  a new  page  entitled  “The  Gal- 
lery/? This  gives  physician  artists  of  New  York  State  an  opportunity  to 
exhibit  their  paintings  or  sculptures. 
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By  Victor  Bergstrom,  M.D.,  a retired  pathologist  of  Binghamton  Hospital,  who 
has  painted  for  the  past  ten  years,  mostly  as  a “Sunday”  painter.  The  picture  depicts, 
in  a modern  approach,  the  feeling  encompassed  in  viewing  a gnarled  tree  with  its  various 
angulations  and  textures — the  branches  pointing  one  way,  now  another — perhaps 
depicting  symbolically  the  paths  of  lives  in  terms  of  the  branches. 

Dr.  Bergstrom  had  never  painted  until  his  retirement  and  then  suddenly  discovered 
painting  and  the  opening  of  new  vistas  in  the  world  of  art.  He  started  as  a representa- 
tational  painter  but  is  now  exploring  the  more  abstract  concepts  of  the  visual  arts  and 
is  an  enthusiastic  performer.  He  has  had  a number  of  formal  painting  courses  at  Harpur 
College  and  private  instruction  in  Clearwater,  Florida,  and  has  taken  numerous  prizes 
both  in  New  York  State  and  Florida. 

Data  on  'painting:  The  concept  was  from  imagination  executed  in  polyvinyl  acetate 
medium  plus  casein  on  Bristol  board. 
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Turbet’s  Creek , Maine. 
By  Walter  J.  Alex- 
ander, M.D.,  of  Bing- 
hamton . The  present 
picture  was  one  of 
the  first  watercolors 
painted  by  Dr.  Alex- 
ander in  1944  while  a 
student  at  the  Eliot 
O’Hara  watercolor 
school  at  Goose  Rocks 
Beach,  Maine.  This 
was  done  during  a two- 
week  vacation  while  in 
residency  training  at 
the  Boston  Lying-In 
Hospital.  He  has 
painted  since  1931  and 
has  had  considerable 
formal  training  in 
painting  elsewhere. 

This  was  an  “ena- 
bling” lesson  using  a 
special  ready-mixed 
moist  neutral  spec- 
trum of  color  and  D ’Arches  paper.  The  picture  is  a representational  approach  depicting  the  isolation  and 
calm  environment  in  which  the  Maine  lobster  man  works.  In  1953  the  picture  took  a first  prize  in  the 
watercolor  division  of  the  American  Physicians’  Art  Association  exhibit  in  New  York  City. 


INFORMATION  ABOUT  “ THE  GALLERY ” 

On  these  pages,  the  Journal  is  presenting  the  first  of  a series  of  reproductions 
of  physician  art  work,  and  each  member  of  the  Medical  Society  of  the  State  of  New 
York  is  invited  to  contribute  to  this  new  feature. 

If  you  would  like  to  participate,  please  furnish  an  8 by  10  inch  black  and  white 
glossy  print  of  good  quality  suitable  for  reproduction.  Prints  of  the  art  work  are 
not  returnable.  This  should  be  sent  in  a cardboard  back  manila  envelope  to  the 
editor  of  “The  Gallery”: 

Walter  J.  Alexander,  M.D. 

333  Main  Street 
Binghamton,  New  York 

Please  include  the  following  information: 

1.  Your  name  and  address 

2.  Title  of  picture 

3.  Where  and  when  painted  or  sculpted 

4.  Where  previously  exhibited ; any  prizes  received 

5.  Short  interpretation  of  the  work 

6.  How  long  you  have  painted;  any  instruction  you  have  had. 
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Comment  on  “Drug- Induced  Depression — Fact  or  Fallacy 99 


To  the  Editor: 

A recently  published  article  in  the  Journal, 
"Drug-Induced  Depression — Fact  or  Fallacy/’  by 
Dr.  Frank  J.  Ayd,  Jr.,1  would  seem  to  infer  that  the 
tranquilizers  are  unjustly  accused  of  inducing  men- 
tal depression.  Dr.  Ayd’s  findings  and  conclusions 
are,  I believe,  opposed  to  the  experience  of  other 
psychiatrists  and  internists  who  find  that  the 
tranquilizers,  especially  chlorpromazine  and  reser- 
pine  (and  other  Rauwolfia  preparations),  are  prone 
to  induce  mental  depression  in  a considerable  pro- 
portion of  cases  and  that  this  propensity  seriously 
limits  their  proper  use.2 

In  support  of  the  viewpoint  that  one  of  these 
tranquilizers — reserpine — is  an  important  cause  of 
drug-induced  mental  depression,  the  experience  of 
Faucett  et  al. 3 is  relevant  to  this  discussion  and 
should  be  cited.  "Since  reserpine  began  to  be  used 
clinically,  we  have  seen  42  patients  at  the  Mayo 
Clinic  in  whom  administration  of  this  drug  had  led 
to  reactive  depression.  All  of  these  patients  have 
been  seen  in  psychiatric  consultation;  many  more 
patients  with  milder  depression  have  been  cared 
for  by  our  cardiovascular  colleagues  without  psy- 
chiatric consultation. 

"These  patients  did  not  recover  when  adminis- 
tration of  the  drug  was  stopped.  Instead,  the  de- 


pression continued  and  was  indistinguishable  from 
ordinary  reactive  depression.  Of  these  42  patients, 
12  had  electroshock  therapy  and  recovered  un- 
eventfully. The  rest  were  not  judged  to  be  incapac- 
itated enough  for  treatment  or  else  refused  it.  Two 
patients  committed  suicide.  . . .The  42  patients 
in  our  study  . . . included  only  those  who  did  not 
have  clinical  depression  prior  to  medication  and  in 
whom  careful  psychiatric  probing  could  elicit  no 
data  to  indicate  shifts  in  their  interpersonal  situa- 
tion that  could  lead  to  a depressive  reaction.” 

In  order  to  accept  Dr.  Ayd’s  contention  that  the 
"so-called  drug-induced  depression”  is  fallacious, 
one  would  be  obliged  to  disregard  such  careful 
studies  as  this  one  made  by  Faucett  and  his  asso- 
ciates. 

Lawrence  H.  Gahagan,  M.D.,  Ph.D. 

164  East  74th  Street 
New  York  21,  New  York 


1 Ayd,  F.  J.,  Jr.:  New  York  State  J.  Med.  58:  354 

(Feb.  1)  1958. 

2 Gahagan,  L.  H. : Dis.  Nerv.  System  18:  390  (Oct.) 

1957. 

3 Faucett,  R.  L.,  Litin,  E.  M.,  and  Achor,  W.  P.:  Arch. 
Neurol.  & Psychiat.  77:  513  (May)  1957). 


Comment  by  Dr.  Ayd 


To  the  Editor: 

In  reply  to  Dr.  Gahagan’s  letter,  I acknowledge 
that  many  psychiatrists  believe  tranquilizers,  es- 
pecially the  Rauwolfia  compounds,  may  induce  a 
depression.  In  fact,  I was  among  the  first  to  report 
the  occurrence  of  depression  in  patients  treated  with 
Thorazine  and  Serpasil.1*2  What  raised  doubt 
about  the  scientific  accuracy  of  my  conclusion  as  to 
the  drug’s  role  in  causing  depression  was  the  fact 
that  sbme  patients  initially  diagnosed  as  cases  of 
drug-induced  depression  continued  to  take  the  same 
tranquilizer  after  the  depression  subsided,  in  some 
instances  for  more  than  three  years,  without  recur- 
rence of  depressive  symptoms. 

Because  of  this  and  other  facts  which  became  ap- 
parent with  further  clinical  experience  in  treating 
patients  with  tranquilizers,  the  follow-up  study. 


which  is  reported  in  my  paper,  "Drug-Induced 
Depression — F act  or  F allacy , ’ ’ was  undertaken . T o 
my  knowledge  this  is  the  first  published  report  of 
of  the  subsequent  course  of  patients  originally 
diagnosed  as  cases  of  drug-induced  depression.  The 
findings  argue  against  the  positive  conclusion  that 
tranquilizers  cause  depression.  Apparently  Dr. 
Gahagan  missed  the  point  that  this  conclusion  is 
based  on  a careful  follow-up  study. 

Frank  J.  Ayd,  Jr.,  M.D. 

6231  York  Road 
Baltimore  12,  Maryland 


1 Ayd,  F.  J.,  Jr.:  South,  M.  J.  48:  177  (Feb.)  1955. 

2 Idem.  Am.  J.  Psychiat.  113:  16  (July)  1956. 
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Chiropractor  Convicted  on  Medical  Count 


To  the  Editor: 

Dr.  Walter  W.  Mott,  White  Plains,  recently  sent 
me  the  following  clipping  from  the  White  Plains  Re- 
porter Dispatch. 

A chiropractor  charged  with  unlawfully  practic- 
ing medicine  and  using  the  title  of  doctor  was 
found  guilty  on  both  charges  last  night. 

A jury,  deliberating  from  shortly  after  noon, 
returned  the  verdict  against  Michael  L.  Bartone, 
twenty-nine,  of  36  Valley  Road,  Katonah,  at 
10:20  p.m.  County  Judge  James  D.  Hopkins 
released  Bartone  in  his  lawyer’s  custody  pending 
sentence.  Bartone  faces  up  to  one  year  in  jail 
for  each  charge  and  a maximum  $500  fine. 

Hopkins  reserved  decision  on  defense  motion  to 
set  aside  the  verdict  on  the  grounds  that  Bartone’s 
business  card  was  sent  into  the  jury  room  without 


his  consent. 

Bartone  was  charged  with  practicing  medicine 
on  two  women  agents  of  the  State  Education  De- 
partment. 

Frank  W.  Ford,  assistant  attorney  general  in 
the  office  of  Attorney  General  Louis  J.  Lefkowitz, 
was  the  prosecutor,  and  Charles  Hollander  and 
Morris  Schwalb  were  defense  counsel. 

I thought  you  would  be  interested  in  seeing  this 
report.  It  shows  what  can  be  accomplished  if  the 
law  enforcement  agencies  “go  to  town.” 

Henry  I.  Fineberg,  M.D. 

82-68  164th  Street 
Jamaica,  New  York 


Plasmacytoma  of  the  Lip 


To  the  Editor: 


Plasmacytoma  of  the  lij 
years  ago  in  the  Journal  ! 
Brooklyn  State  Hospital, 
performed  in  1949.  I wis 
tient  is  still  alive. 


is  a rare  condition.  Six 
reported  a case  from  the 
The  surgery  had  been 
i to  report  that  this  pa- 


six  years  of  age. 

2301  Newkirk  Avenue 
Brooklyn,  New  York 


Alan  A.  Kane,  M.D. 


He  has  had  no  recurrence  either  locally  or  in  the 
regional  nodes.  The  patient  at  present  is  seventy- 


1 Kane,  A.  A.:  New  York  State  J.  Med.  52:  1327  (May 
15)  1952. 


Eye  for  Eye 

A small  boy  leading  a donkey  passed  by  an  army  camp.  A couple  of  soldiers  wanted  to  have  some  fun 
with  the  lad. 

“What  are  you  holding  on  to  your  brother  so  tight  for,  sonny?”  said  one  of  them. 

“So  he  won’t  join  the  army,”  the  youngster  replied  without  blinking  an  eye. 


May  15,  1958 


1773 


SYNOPSIS  OF 
COUNCIL  MINUTES 

There  follows  a synopsis  of  the  minutes  of  the  March  13,  1958, 
Council  meeting,  as  adopted  April  10,  1958. 


The  Council  of  the  Medical  Society  of  the  State 
of  New  York  met  March  13,  1958,  at  the  Man- 
hattan Club,  New  York  City,  from  9 a.m.  to  12:15 
p.m.  President  Thurman  B.  Givan  presided. 

The  minutes  of  the  February  13,  1958,  meeting 
were  approved  with  the  following  corrections: 
page  15 — on  the  next  to  the  last  line  at  the  bottom 
of  the  page,  “deposit  paid  by  the  Federal  Govern- 
ment,the  figures  should  be  $162,000  instead  of 
$32,400  and  $245,000  instead  of  $49,000;  pages  45 
to  49  inclusive — “Standards  for  Health  Centers” 
should  be  marked  “for  information  only.” 

Executive  Committee 

Communications. — -1.  Letter  of  February  14 
from  Dr.  Henry  D.  Grane,  Jr.,  secretary  of  the  Medi- 
cal Society  of  the  County  of  Washington,  transmit- 
ting a resolution  of  the  county  society  which  “recom- 
mends to  all  its  members  that  they  refuse  to  partake 
in  blood  alcohol  sample  determinations  unless  medi- 
cally indicated,  till  such  time  as  the  legislature  of 
New  York  State  passes  some  form  of  legislation 
which  will  protect  the  doctor  in  the  law  courts  of 
this  State  in  the  future.” 

Referred  to  the  Committee  on  Legislation. 

2.  Letter  of  February  14  from  Dr.  Louis  H. 
Bauer,  secretary-general  of  the  World  Medical 
Association,  inviting  observers  at  its  12th  General 
Assembly;  also  a letter  from  Dr.  Edward  P.  Flood 
asking  to  be  so  designated. 

This  was  voted. 

3.  It  was  voted  that  the  secretary  be  requested  to 
notify  Mr.  Robert  E.  Killough,  Jr.,  Assistant  Com- 
missioner for  Professional  Education,  and  Regent 
Maurillo  that  we  believe  Dr.  Alfred  A.  Schenone  is  an 
ethical,  honorable  physician,  and  we  have  no  ob- 
jection to  his  being  a member  of  the  Committee  on 
Medical  Grievances  of  the  State  Education  Depart- 
ment. 

4.  The  next  order  of  business  was  the  request 
from  the  Medical  Society  of  the  County  of  Onondaga 
that  Dr.  Bartholomew  J.  Murphy  be  elected  a re- 
tired member.  The  Council  voted  that  Dr.  Bar- 
tholomew J.  Murphy’s  1957  dues  be  refunded  if  his 
1957  Onondaga  County  Society  dues  have  either 
been  refunded  or  remitted.  Then  he  would  be 
eligible  for  life  membership,  retroactive  to  May, 
1957,  if  so  elected  by  the  House  of  Delegates. 

5.  Upon  recommendation  of  the  Executive  Com- 
mittee the  Council  voted  as  follows:  “We,  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York, 
hereby  resolve  that  it  is  the  policy  of  the  Society 
that  no  soliciting  of  gifts  be  undertaken  in  our  name, 


including  solicitation  by  the  Woman’s  Auxiliary 
and  the  district  branches,  unless  authorized  by  the 
Executive  Committee.” 

6.  The  Executive  Committee  recommended  the 
following  resolution  which  was  adopted: 

Whereas,  it  has  pleased  Almighty  God  to 
withdraw  from  our  midst  Dr.  Floyd  Stone 
Winslow;  and 

Whereas,  for  many  years  Dr.  Winslow  demon- 
strated his  devotion  to  the  public  weal  in  the 
County  of  Monroe,  State  of  New  York,  as  coro- 
ner’s physician,  pathologist,  and  practitioner  of 
his  profession;  and 

Whereas,  Dr.  Winslow  also  was  a splendid 
constructive  influence  for  the  good  of  his  fellows 
through  his  services  in  various  high  offices  in  the 
Medical  Society  of  the  County  of  Monroe,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association;  now  therefore 
be  it 

Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  hereby  records 
our  deep  sense  of  loss ; and  be  it  further 

Resolved,  that  these  words  be  recorded  in  our 
minutes,  expressing  our  sympathy  for  his  family, 
and  that  a copy  be  sent  to  Dr.  Philip  M.  Winslow. 
The  members  arose  and  stood  with  bowed  heads 
in  silent  memory  of  their  departed  confrere. 

Dues  Remission. — The  Council  granted  remission 
of  annual  State  dues  of  12  members  for  1958  be- 
cause of  illness  and  of  one  member  for  1957  and  six 
members  for  1958  because  of  military  service.  It 
was  voted  to  request  remission  of  1958  American 
Medical  Association  dues  of  nine  members  because 
of  illness. 

The  Council  also  voted  that  Dr.  Stephen  Opalat, 
Jr.,  of  Tully,  be  allowed  to  join  the  Medical  Society 
of  the  County  of  Cortland,  although  he  lives  in 
Onondaga  County,  since  the  Medical  Society  of  the 
County  of  Onondaga  have  voted  that  they  have  no 
objection. 

Secretary's  Report 

Dr.  Anderton  detailed  his  activities  during  the 
preceding  month  and  reported  about  leasing  head- 
quarters at  750  Third  Avenue,  New  York  City,  and 
actions  of  the  Board  of  Trustees.  He  stated: 
“Since  your  last  meeting,  I have  been  at  the  Dis- 
ability Advisory  Committee  to  the  New  York  State 
Department  of  Social  Welfare  on  February  18; 
Subcommittee  on  Medical  Care  Insurance  in  Syra- 
cuse, February  22  and  23. 

“On  February  24  I attended  a conference  in  Mr. 
William  F.  Martin’s  office  to  confer  with  Frederick 
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L.  Carver,  Esq.,  a real  estate  lawyer,  regarding  a 
lease  for  the  18th  floor  of  750  Third  Avenue.  Presi- 
dent Givan,  Chairman  of  Trustees  Kenney,  Mr. 
Alexander,  Mr.  Martin,  and  Mr.  J.  R.  Burns  at- 
tended this  meeting,  where  it  developed  that  so- 
called  “escalator”  clauses  regarding  possible  increase 
in  taxes  and  possible  increase  in  porters’  wages  would 
be  part  of  our  lease.  This  unexpected  develop- 
ment, in  addition  to  possible  unexpected  fees  for 
Messrs.  Rogers  Associates  in  connection  with  plan- 
ning the  many  details  in  space  allotment,  lighting, 
telephone  locations,  flooring,  and  so  forth,  have 
made  Dr.  Kenney  reluctant  to  authorize  Mr. 
Carver  to  negotiate  with  Uris  Brothers,  owners  of 
the  property,  without  further  confirmation  by  the 
Board  of  Trustees. 

“On  February  27,  your  secretary  attended  a meet- 
ing of  the  executive  committee  of  the  Seventh 
District  Branch,  a dinner  at  Canandaigua.  The 
following  day,  I was  at  the  meeting  of  your  Public 
Health  and  Education  Committee,  which  was 
attended  by  several  of  the  medical  school  deans  or 
their  representatives. 

“My  schedule  calls  for  attendance  March  12  at 
the  following  committees:  Publication,  Office 

Administration  and  Policies,  Executive,  Economics, 
and  a conference  with  Drs.  Williams  and  Lane  and 
Mr.  Baldwin. 

“You  will  be  glad  to  learn  that  the  Board  of 
Trustees  acted  favorably  upon  all  your  February 
recommendations — authorization  to  sign  lease  for 
18th  floor  of  750  Third  Avenue;  increase  of  Journal 
budget,  annual  meeting  budget;  appropriations 
for  Journal  printing,  for  Industrial  Health  award 
citation  at  annual  convention,  and  for  Directory 
exhibit  at  annual  convention,  as  well  as  authorizing 
signature  of  supplemental  contract  for  Medicare. 

“Dr.  John  M.  Galbraith,  Councillor,  of  Glen  Cove, 
has  been  notified  as  alternate  that  he  will  replace 
Dr.  Floyd  S.  Winslow  at  the  American  Medical 
Association  in  June.” 

After  discussion,  it  was  voted  to  approve  the  secre- 
tary’s report  with  the  exception  of  the  last  item. 

The  Treasurer’s  report  was  approved. 

Reports  of  Committees 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  recommended  approval  of 
amendments  to  the  bylaws  of  the  Broome  County 
Medical  Society,  and  the  Council  approved. 

Convention. — Dr.  Frederick  A.  Wurzbach’s  re- 
port stated : 

“A  meeting  of  the  Dinner  Dance  Subcommittee 
and  the  chairmen  of  Convention  subcommittees 
was  held  on  Thursday,  February  27,  1958. 

“ Dinner  Dance  Subcommittee — Dr.  Borrelli  re- 
ported that  $1,000  is  available  as  a contribution 
from  several  pharmaceutical  houses  to  be  used  for  a 
reception  for  those  attending  the  dinner. 

“It  was  decided  to  have  the  reception.  It  was 
decided  to  request  the  Council  to  authorize  in- 
creasing the  $400  budget  item  to  $750  for  dinner 
dance.” 

May  15,  1958 


Approval  of  this  part  of  the  report  was  voted. 

The  report  continued:  “The  price  of  tickets  will 
be  $12.50,  including  cocktails.  It  was  planned  to 
have  entertainment,  decorations,  and  wine,  and  that 
there  be  no  speeches.  Dr.  Thurman  B.  Givan, 
president,  has  already  approved  this  suggestion. 
It  was  decided  to  engage  Ben  Cutler  and  his  band  to 
provide  music  from  8 p.m.  to  midnight.  The  re- 
ception will  last  from  6:30  until  7 : 30  p.m. 

“Chairman  Borrelli  plans  to  try  to  get  prizes  for 
the  ladies. 

“The  committee  felt  that  the  dinner  should  be 
held  on  the  Monday  rather  than  the  Wednesday  of 
convention  week.  Dr.  Borrelli  will  present  a resolu- 
tion to  this  effect  in  the  1958  House  of  Delegates. 

“ Reception  Subcommittee — Dr.  Henry  Barrow 
suggested  that  the  members  be  provided  with  an 
identifying  badge  and  that  they  be  placed  through 
the  convention  area  and  assigned  to  cover  definite 
functions  of  the  convention — social  as  well  as  scien- 
tific. 

“Industrial  Exhibits — Mr.  Baldwin  reported  that 
all  industrial  exhibit  space  is  sold  and  that  approxi- 
mately $45,000  has  been  collected  for  rental. 

“Motion  Pictures — Dr.  Colgate  Phillips,  chairman, 
Motion  Pictures  Subcommittee  was  not  present 
but  reported  that  25  motion  pictures  are  scheduled. 
He  will  have  several  of  the  film  authors  present 
at  the  time  of  showing  to  narrate  or  discuss  their 
presentations. 

“ Scientific  Program — Dr.  Alfred  P.  Ingegno, 
chairman,  Scientific  Program  Subcommittee,  was 
not  present.  His  program  for  general  sessions  and 
all  section  and  sessions  programs  is  complete. 
Dr.  Wurzbach  reported  that  an  appropriation  of 
$900  was  passed  by  the  Council  and  Board  of  Trus- 
tees to  cover  the  cost  of  recording  and  transcribing 
panel  discussions. 

“Scientific  Exhibits — Dr.  William  L.  Watson, 
chairman,  Scientific  Exhibits  Subcommittee,  was 
not  present.  Fifty-one  applications  have  been 
accepted.” 

Approval  was  voted  by  the  Council. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  his  report  detailing  Mr.  George  P.  Far- 
rell’s activities  during  the  month. 

The  meeting  of  the  Subcommittee  on  Medical 
Expense  Insurance  with  representatives  of  Blue 
Shield  plans,  in  Syracuse,  February  22  and  23,  was 
described. 

The  report  stated:  “Considerable  discussion  was 
given  to  a basic  Blue  Shield  State-wide  contract. 
Discussion  at  some  length  was  also  given  to  pro- 
viding extended  benefits  to  a basic  State-wide 
contract  in  the  form  of  a rider. 

“Proposed  legislation  was  discussed  as  presented 
by  the  Metcalf  bills.  It  was  felt  that  the  statutory 
reserve  fund  should  not  be  reduced  from  25  to  15 
per  cent  because,  in  the  case  of  an  emergency,  it 
will  be  equivalent  to  only  about  two  months  claim 
losses. 

“There  was  considerable  discussion  regarding  pay- 
ment of  dentists  and  podiatrists  under  the  present 
Blue  Shield  plans.  It  was  suggested  that  the  chair- 
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man  of  New  York  State  Medical  Care  Plans  call  a 
meeting  regarding  the  possibility  of  developing 
some  legislation  which  could  be  introduced  next  year. 

“There  was  considerable  discussion  whether  or 
not  it  would  be  advisable  to  make  any  changes  in 
the  Standards  for  Approval  by  the  Medical  Society 
of  the  State  of  New  York  of  New  York  State  Medical 
Care  Plans.  It  was  the  unanimous  feeling  of  those 
present  that  the  Standards  should  not  be  changed. 

“There  was  discussion  regarding  closer  coopera- 
tion between  participating  physicians  in  plans  out- 
side of  their  operating  areas,  whereby  some 
mechanism  could  be  made  available  so  that  the  sub- 
scriber would  get  the  same  benefits  in  the  out-of- 
state  plan  as  he  would  in  his  own  area,  a program 
similar  to  the  Inter-Plan  Bank  arrangement  used  in 
Blue  Cross  plans. 

It  was  voted  to  approve  this  portion  of  the  report. 

Dr.  McClintock  also  stated:  “The  Economics 

Committee  met  representatives  of  the  Health  In- 
surance Council  yesterday  afternoon.  We  dis- 
cussed a resolution  from  the  House  of  Delegates 
pertaining  to  simplification  in  forms  required  of 
physicians  on  submitting  claims,  and  the  Health 
Insurance  Council  has  already  done  this  job. 

“As  the  insurance  industry  is  writing  about  50 
per  cent  of  the  health  insurance  in  this  country, 
they  are  very  much  in  the  picture.  The  Economics 
Committee  recommends  to  the  Council  that  its 
Committee  on  Economics  continue  to  discuss  mutual 
problems  with  representatives  of  the  Health  In- 
surance Council.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  McClintock  explained  that  there  is  also  the 
Health  Insurance  Institute,  the  public  relations 
arm  of  the  industry. 

It  was  voted  to  adopt  the  report  as  a whole. 

U.S.  Veterans’  Administration,  Liaison  Sub- 
committee with. — Dr.  Herbert  H.  Bauckus  reported 
for  Dr.  George  Burgin,  chairman.  He  discussed 
renewal  of  contract  between  Veterans’  Medical 
Service  Plan  of  New  York,  Inc.  and  U.  S.  Veterans 
Administration . 

He  stated:  “This  afternoon  we  will  meet  the 

Assistant  Chief  Medical  Director  for  Operations  of 
the  Veterans  Administration  to  iron  out  a few 
complaints.” 

Dr.  Bauckus  described  several  of  the  problems 
which  have  arisen  through  our  home-town  care  plan. 

It  was  voted  to  accept  the  report. 

Hospital  and  Professional  Relations. — -Dr.  James 
Greenough,  chairman,  stated  that  a meeting  was 
held  March  12.  A resolution  was  considered  from 
the  Medical  Society  of  the  County  of  Kings  which 
resolved  “that  the  Medical  Society  of  the  County 
of  Kings  record  its  disapproval  of  the  use  of  State 
funds  for  the  building  of  such  a proposed  hospital  for 
the  care  of  private  patients,”  and  “that  the  Medical 
Society  of  the  County  of  Kings  and  the  medical 
profession  approve  and  endorse  a university  hos- 
pital for  education  and  research  provided  that  no 
payments  to  doctors  for  private  professional  care 
be  permitted.” 


The  Committee  recommended  to  the  Council 
approval  of  the  resolution  in  principle  and  referral 
to  the  Legislation  Committee  for  action. 

After  discussion,  it  was  voted  to  table. 

Dr.  Greenough  continued:  “The  committee  dis- 
cussed a letter  from  Dr.  Edwin  Emma,  chairman  of 
the  Committee  on  Foreign  Graduates  of  the  New 
York  State  Society  of  Anesthesiologists.  The 
anesthesiologists  believe  it  is  discriminatory  for 
the  Regents  to  refuse  to  accept  hospital  training  of 
anesthetists  as  credit  toward  training  of  foreign 
graduates,  to  qualify  them  to  take  the  State  ex- 
amination for  a license  to  practice  medicine.  The 
chairman  reported  on  conversations  he  had  had 
with  Dr.  Ezell  and  Dr.  Maurillo.  The  Committee 
recommended  that  the  Council  suggest  to  the  anes- 
thesiologists that  they  present  to  Dr.  Maurillo  and 
the  Board  of  Regents  a detailed  curriculum  for  an- 
esthesia training  in  hospitals,  providing  a broad 
training  in  medicine. 

It  was  voted  to  approve  the  report  as  amended 
and  deleted. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale, 
chairman,  presented  his  report,  voicing  opposition 
to  a bill  in  the  State  legislature  in  regard  to  establish- 
ing first  aid  stations  in  places  where  50  or  more 
persons  are  employed.  He  described  bills  to  make 
possible  a Union  Health  Center  for  Building  Service 
Employees  and  another  for  the  Longshoremen’s 
Medical  Center  of  New  York.  He  described  a 
questionnaire  on  in-plant  medical  facilities  and  a 
questionnaire  announcing  a part-time  course  in 
occupational  medicine. 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  Di  Natale  continued:  “Our  supplemental 

report  to  the  House  of  Delegates  will  include  the 
guides  for  evaluation  of  management-union  health 
centers,  as  revised  to  December,  1957,  by  the  Ameri- 
can Medical  Association.” 

Dr.  Di  Natale  then  described  some  of  the  methods 
being  pursued  in  attempts  to  establish  labor  union 
health  centers,  and  Dr.  Joseph  A.  Lane  told  of 
efforts  under  way  at  Rochester,  New  York. 

The  report  was  accepted. 

It  was  voted  that  an  ad  hoc  committee  be  ap- 
pointed to  gather  facts  relative  to  this  situation  and 
to  prepare  suggestions  about  our  relations  with 
labor  unions. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
reported:  “All  bills  sponsored  by  the  Medical 

Society  have  been  introduced.”  He  described  them 
in  detail  as  well  as  other  bills  we  are  supporting  and 
those  we  oppose.  The  report  included  a copy  of 
Governor  Harriman’s  message  to  the  Legislature 
of  February  25,  1958,  advocating  a study  by  the 
Health  Department  of  nonprofit  prepayment  hos- 
pital and  medical  care  insurance  plans. 

The  Council  voted  approval. 

Federal  Legislation  Subcommittee — Dr.  John  F. 
Rogers,  chairman,  presented  his  report  regarding 
steps  to  combat  the  Forand  Bill  (HR  4967)  which 
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was  approved. 

Cults,  Committee  to  Combat. — Dr.  Henry  I. 
Fineberg,  chairman,  told  the  Council  about  efforts 
to  license  chiropractors  and  the  progress  of  our 
opposition. 

After  discussion,  it  was  voted  to  approve  the  report. 

Office  Administration  and  Policies. — Dr.  John  J. 

Masterson,  chairman,  reported  actions  with  recom- 
mendations that  the  Board  of  Trustees  allocate 
funds  for  three  typewriters  and  two  typist  chairs. 

It  was  voted  to  accept  the  report. 

Publication. — Dr.  Masterson,  chairman,  notified 
the  Council  that  the  committee  advocated  employ- 
ing Dr.  William  Hammond  of  Scarsdale  to  be  as- 
sistant editor  of  the  Journal. 

It  was  voted  to  approve  the  report  and  present  the 
matter  to  the  Trustees. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  presented  his  report,  which  cov- 
ered a meeting  of  the  Subcommittee  on  Maternal 
and  Child  Welfare  and  a meeting  of  the  Council 
Committee  with  representatives  of  the  medical 
schools  of  the  State,  postgraduate  education  meet- 
ings, progress  of  recommendations  for  the  Com- 
missioner of  Motor  Vehicles,  and  the  new  publica- 
tion, What  Goes  On. 

The  Council  voted  approval  of  President  Givan’s 
dismissing  an  ad  hoc  committee  on  nursing  homes 
which  had  become  attached  to  the  Joint  Legislative 
Commission  on  Care  of  the  Aged  and  appointing  its 
members  to  be  a special  ad  hoc  committee  of  the 
Council. 

It  was  also  voted  to  instruct  Secretary  Anderton 
to  invite  Mr.  R.  C.  Swan,  a British  medical  student, 
to  be  a guest  at  our  annual  convention. 

The  report  as  a whole  was  adopted. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
reported  about  activities  of  the  Public  and  Pro- 
fessional Relations  Bureau,  its  cooperation  with  the 
New  York  State  Health  Department  concerning 
water  pollution  news  releases,  work  against  passage 
of  a chiropractor  licensing  bill,  help  afforded  the 
Woman’s  Auxiliary,  promotion  of  courses  for  physi- 
cians’ office  assistants,  assisting  lay  authors,  and 
plans  to  publicize  Medical  Education  Week,  April 
20  to  26. 

The  Council  approved  this  report  and  voted  to 
recommend  to  the  trustees  that  they  appropriate  a 
sum  not  to  exceed  $700,  “to  be  found  by  the  Budget 
Committee,”  to  pay  for  an  eight-page  issue  of  News- 
letter to  publicize  the  scientific  program  of  the  an- 
nual convention. 

Woman’s  Auxiliary.— Dr.  Samuel  Z.  Freedman, 
chairman,  moved  that  the  Distaff  be  allowed  to 
accept  advertising  from  the  Blue  Shield  Plans  of  this 
State. 

Approval  was  voted. 

Dr.  Freedman  discussed  changing  the  constitu- 
tion to  the  effect  that  only  members  of  the  Woman’s 


Auxiliary  to  the  American  Medical  Association 
could  be  delegates  to  the  national  auxiliary’s  House 
of  Delegates. 

After  discussion,  it  was  voted  to  approve  the  above 
in  principle  and  suggest  that  the  language  be  studied 
and  clarified. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  reported  progress  on  the  proposed 
minimum  medical  fee  schedule  and  that,  commenc- 
ing March  1,  1958,  compensation  matters  in  Nassau 
County  would  come  under  the  Medical  Practice 
Committee,  in  accordance  with  the  Workmen’s 
Compensation  Law,  which  stipulates  that  the  Medi- 
cal Practice  Committee  has  jurisdiction  in  all 
questions  relating  to  authorization  and  rerating  of 
physicians,  qualifications,  licensing  of  medical 
bureaus  and  laboratories,  arbitration  of  disputed 
compensation  medical  bills  in  any  county  with  a 
population  of  more  than  one  million. 

It  was  voted  to  adopt  the  report. 

Special  Advisory  Committee  to  the  Bureau  of 
Disability  Determinations. — Dr.  Anderton  related 
two  meetings  with  the  Social  Welfare  Department 
representatives,  nothing  active  to  report. 

Edlund  Committee. — Dr.  John  J.  Masterson, 
chairman,  reported  that  Mr.  Edlund’s  report  is 
expected  to  be  ready  so  that  a copy  can  be  sent  to 
all  of  the  delegates  and  alternate  delegates  before 
the  meeting  of  the  House  of  Delegates. 

Ad  Hoc  Committee  to  Consult  with  Interdepart- 
mental Health  Resources  Board  Regarding  Pro- 
posed Licensure  of  Medical  Technicians. — Dr. 

Henry  I.  Fineberg,  chairman,  presented  a report 
recently  issued  by  the  New  York  State  Interde- 
partmental Health  Resources  Board — the  result  of 
the  efforts  of  Dr.  Brightman,  Dr.  Carroll,  the 
Board  Committee  on  Professional  Personnel  and 
Training,  and  your  Ad  Hoc  Committee  regarding 
orthoptic  technicians.  It  states  in  part: 

“The  American  Orthoptic  Council  has  been 
granting  certificates  to  orthoptic  technicians  who 
meet  their  requirements.  The  latter  includes  a 
basic  course  in  orthoptics,  which  may  be  the  basic 
one  sponsored  by  the  Council  and  given  at  the 
University  of  Iowa,  or  an  equivalent  course  given 
elsewhere,  plus  ten  months  of  apprenticeship  under 
an  ophthalmologist  or  a certified  technician.  The 
certificates  are  granted  only  after  the  candidates 
have  satisfactorily  passed  three  separate  examina- 
tions, a written  examination  followed  by  a practical, 
and  then  an  oral  examination.  The  candidate  must 
agree  to  abide  by  a “Code  of  Rules  governing  de- 
portment of  orthoptic  technicians,”  which,  as  re- 
vised in  1955,  includes  the  following: 

“1.  The  technician  is  employed  in  a single  oph- 
thalmologist’s office  on  a salaried  basis,  works  under 
the  direct  supervision  of  the  ophthalmologist;  or 

“2.  The  technician  is  employed  by  a specified 
group  of  ophthalmologists  from  whom  she.  receives 
cases  and  to  each  of  whom  she  reports.  Supervision 
is  the  responsibility  of  these  ophthalmologists.  The 
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bills  for  services  must  be  sent  by  the  group  or  by 
each  member  of  the  group  to  his  own  patients,  and 
the  technician  shall  be  paid  a salary;  or 

“3.  The  technician  may  be  similarly  employed 
by  a hospital  or  a clinic,  with  supervision  by  an 
ophthalmologist  on  the  clinic  staff,  the  bills  for 
services  to  be  sent  by  the  employer,  and  the  tech- 
nician to  be  compensated  by  salary. 

“With  the  New  York  State  Ophthalmological 
Society  cooperating,  a questionnaire  was  forwarded 
to  ophthalmologists  throughout  the  State  and  also 
to  hospitals  in  which  ophthalmologic  clinics  were 
conducted.  The  reports  were  forwarded  to  the 
Board  staff  for  analysis.” 

The  findings  were  summarized  and  the  following 
opinion  was  issued  by  Dr.  Charles  A.  Brind,  Jr.,  the 
State  Education  Department  Counsel: 

“My  opinion  has  been  requested  with  respect  to 
the  activities  of  orthoptic  technicians.  As  I under- 
stand it,  this  refers  to  a system  of  exercises  for 
vision  training  as  used  in  connection  with  ophthal- 
mology and  optometry. 

“Section  7101  of  the  Education  Law,  which  de- 
fines the  practice  of  optometry,  includes  ocular 
exercises,  and  in  1956  this  definition  was  amended 
to  include  in  explanation  the  term  ocular  exercises 
‘also  termed  orthoptics,  visual  training  or  vision 
training,  or  eye  training.’ 

“However,  Section  7110  provides  that  the  provi- 
sions of  Part  I of  the  optometry  article  (which 
includes  Section  7101)  shall  not  be  construed  to 
apply  to  duly  licensed  physicians  authorized  to 
practice  medicine  under  the  law  of  the  State  of 
New  York.  It  is  quite  clear,  therefore,  that  there 
is  no  restriction  on  the  ophthalmologist  in  using 
ocular  exercises  in  his  practice. 

“It  follows  that  nurses  and  technicians  acting 
under  the  immediate  supervision  of  ophthalmologists 
and  optometrists  in  their  offices  or  in  hospitals,  dis- 
pensaries, or  clinics  may  carry  out  these  technics 
as  directed  by  the  practitioners  in  cases  where  there 
is  no  exercise  of  professional  judgment  or  discretion 
required  on  the  part  of  the  technician.  Immediate 
supervision  would  mean,  of  course,  that  the  physi- 
cian or  optometrist  must  give  personal  attention  and 
direction.  In  this  situation  no  charge  can  be  made 
to  the  patient  by  the  technician. 

“It  is  clear,  of  course,  that  such  persons  cannot 
legally  act  as  independent  practitioners,  since  they 
are  not  licensed  as  physicians  or  optometrists.  Any 
unlicensed  person  holding  himself  out  to  the  public 
to  perform  such  service  would  be  practicing  medi- 
cine and/or  optometry  illegally.” 

Dr.  Fineberg  stated  that  Dr.  Frank  D.  Carroll, 
president  of  the  New  York  Ophthalmological 
Association,  said  he  agrees  with  the  report  as  a 
whole  but  objects  to  certain  portions  of  Mr.  Brind’s 
opinion,  especially  the  paragraph  which  reads: 
“It  follows  that  nurses  and  technicians  acting  under 
the  immediate  supervision  of  ophthalmologists  and 
optometrists  in  their  offices  or  in  hospitals,  dis- 
pensaries, or  clinics  may  carry  out  these  technics  as 
directed  by  the  practitioners  in  cases  where  there  is 


no  exercise  of  professional  judgment  or  discretion 
required  on  the  part  of  the  technician.  Immediate 
supervision  would  mean,  of  course,  that  the  physi- 
cian or  optometrist  must  give  personal  attention 
and  direction.  In  this  situation  no  charge  can  be 
made  to  the  patient  by  the  technician.” 

Dr.  Fineberg  added:  “Mr.  Brind  has  declared 

he  cannot  disassociate  the  practitioner  of  opto- 
metries from  the  practitioner  of  medicine  as  far  as 
his  opinion  is  concerned  because  they  are  both 
licensed  to  practice.  I did  believe  that  you  should 
have  the  thinking,  however,  of  the  Ophthalmological 
Society.” 

Approval  of  the  report  was  voted. 

It  was  voted  to  discharge  the  ad  hoc  committee 
with  thanks. 

Polio,  Advisory  Committee  to  New  York  State 
Health  Department  Regarding. — Dr.  Givan  stated: 
“As  a result  of  the  committee  meeting  there  has 
been  a good  deal  of  advertising  over  television  and 
radio  to  get  everyone  under  forty  inoculated  in  the 
spring.” 

Ad  Hoc  Committee  to  Study  the  Public  and  Pro- 
fessional Relations  Bureau. — Dr.  Frederic  W. 
Holcomb,  chairman,  stated:  “We  will  give  you  a 

detailed  report  next  month.” 

Ad  Hoc  Committee  on  Scars  and  Bums. — It  was 

voted  to  discharge  the  committee  with  thanks. 

Unfinished  Business 

New  Headquarters. — Dr.  J.  Stanley  Kenney 
stated:  “The  Board  of  Trustees  at  its  last  meeting 

authorized  me  to  make  an  agreement  with  Rogers 
Associates,  who  would  plan  our  new  headquarters. 
Mr.  Martin  advised  special  counsel  regarding  the 
lease.  The  Trustees  have  authorized  Sage,  Gray, 
Todd  & Sims  of  37  Wall  Street,  and  their  senior 
partner,  Mr.  Carver,  to  be  our  representative  in 
negotiating  with  Uris  Brothers,  the  landlord, 
750  Third  Avenue.” 

Dr.  Kenney  touched  on  the  cost  of  moving  and 
new  equipment  and  explained  progress  in  negoti- 
ating a lease. 

Dr.  Dattelbaum  moved  that  the  Council  recom- 
mend to  the  Trustees  that  $25,000  be  allocated  for 
moving  to  new  headquarters. 

Carried. 

New  Business 

House  of  Delegates. — Dr.  Frederick  W.  Williams 
reported  about  reference  committees  and  moved 
that  the  award  for  Outstanding  Accomplishment  in 
Employment  of  the  Physical^  Handicapped  be 
presented  this  year  by  President  Givan  on  April  9 
at  a luncheon  to  be  held  by  the  Arthritis  and 
Rheumatism  Association. 

Carried. 

Nominations. — Dr.  James  Greenough  of  Oneonta 
and  Dr.  George  Burgin  of  Little  Falls  were  nomi- 
nated to  Governor  Harriman,  one  to  be  appointed 
to  the  Medical  Advisory  Council  to  the  State  Joint 
Hospital  Survey  and  Planning  Commission. 
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IMPORTANT  THERAPY 


in  Pruritus  Vulvae  Et  Ani  « 
Postmenopausal  Vaginitis 


Kraurosis  Vulvae 
Senile  Vaginitis 
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ACID  MANTLE®  Hydrocortisone-Estrone-Pyrilamine  Maleate-Synthetic  Vitamin  A 
providing 

Epithelium  Regenerative  • Antiinflammatory  J 

Antipruritic  • Antikeratotic  f . 

Antiallergic  • Antihistaminic  / * 

Normal-Vaginal-  and  Anal-Tract-  pH-Restorative  \ 

Samples  and  literature  on  request. 


MALPRACTICE  INSURANCE  PROTECTION 


WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO  9:  Because  the  Society,  through  its  Malpractic  Insurance  and  Defense 

Board,  is  better  able  to  guard  your  interests  than  you,  as  an  individual,  can  in  dealing 
with  an  insurance  company.  In  the  Group  Plan  you  cannot  be  subjected  to  an  un- 
warranted attempt  to  avoid  liability  under  your  policy,  to  cancel  it,  or  to  deny  renewal  of 
your  insurance. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

James  M.  Arnold,  Indemnity  Representative, 

Medical  Society  of  the  State  of  New  York 

% H.  F.  Wanvig,  Inc.  Telephone: 

2 Park  Avenue,  New  York  16,  N.  Y.  Murray  Hill  4-3211 
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Unusual  Antibacterial  and  Anti-infective  Properties.  More  rapid  absorption 
. . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from 
crystalluria  and  absence  of  significant  accumulation  of  drug,  even 
in  patients  with  azotemia.  1 

Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 
tablets)  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of 
other  sulfonamides — a notable  asset  in  prolonged  therapy.  2 


New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains  the 
prolonged,  high  tissue  concentrations  of  primary  importance  in 
treatment  of  urinary  infections  ...  a therapeutic  asset  toward 
preventing  manifest  pyelonephritis  as  a complication  of  persistent 
bacteriuria  during  pregnancy  and  puerperium.  Maintenance  of 
sterile  urine  in  such  patients  was  accomplished  with  1 tablet  of 
Kynex  daily.  3 


Dosage : The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first 
day,  followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm. 
every  other  day  for  mild  to  moderate  infections.  In  severe  infec- 
tions where  prompt,  high  blood  levels  are  indicated,  the  initial 
dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive 
of  the  adult  dosage.  It  is  recommended  that  these  dosages  not 
be  exceeded. 


KYNEX  — WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (73^  grains)  of  sulfame- 
thoxypyridazine.  Bottles  of  24  and  100  tablets. 

Syrup : Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G:  Prolonged  Treatment 
of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England 
J.  Med.  258:1-7,  1958.  2.  Editorial  New  England  J.  Med.  258:48-49, 
1958.  3.  Jones,  W.  F.,  Jr.  and  Finland,  M.:  Sulfamethoxypyridazine  and 
Sulfachloropyridazine.  Ann.  New  York  Acad.  Sc.  60:473-483,  1957. 

*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 
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Richard  M.  Andrew,  M.D.,  of  New  York  City, 
died  on  April  15  at  the  age  of  ninety-eight.  Dr. 
Andrew  graduated  in  1891  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital.  He 
had  practiced  for  more  than  fifty  years  and  was  a 
member  of  the  County  Homeopathic  Society. 

Boris  Abraham  Beskin,  M.D.,  of  Buffalo,  died  on 
August  27,  1957,  at  the  age  of  fifty-one.  Dr.  Beskin 
received  his  medical  degree  from  the  University  of 
Vienna  in  1937.  He  was  director  of  laboratories 
and  pathology  at  Buffalo  State  Hospital.  Dr. 
Beskin  was  a Diplomate  of  the  American  Board  of 
Pathology  (Clinical  Pathology  and  Pathologic 
Anatomy)  and  a member  of  the  Erie  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Thomas  Stanislaus  Cusack,  M.D.,  of  Brooklyn, 
died  on  April  14  at  his  home  at  the  age  of  seventy- 
four.  Dr.  Cusack  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1915.  He  was  an  attending  in  neurology  and 
psychiatry  at  Samaritan  Hospital  of  Brooklyn  and 
Central  Islip  State  Hospital.  Dr.  Cusack  was  a 
member  of  the  Brooklyn  Neurological  Society,  the 
New  York  Society  for  Clinical  Psychiatry,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Albert  Lewis  Levy,  M.D.,  of  New  York  City,  died 
on  April  12  at  his  home  at  the  age  of  sixty-eight. 
Dr.  Levy  graduated  from  Cornell  University  Medical 
College  in  1911.  He  was  a consultant  in  ortho- 
pedics at  Jewish  Memorial  Hospital  and  a former 
president  of  the  medical  board.  Dr.  Levy,  who  re- 
tired from  active  practice  about  five  years  ago,  was  a 
Diplomate  of  the  American  Board  of  Orthopedic 
Surgery. 

Bernardino  Longo,  M.D.,  of  New  York  City,  died 
on  November  27,  1957,  at  the  age  of  sixty.  Dr. 
Longo  received  his  medical  degree  from  the  Univer- 
sity of  Naples  in  1921. 

Solomon  S.  Lubin,  M.D.,  of  New  York  City,  died 
in  Edgewater  Hospital,  Chicago,  on  April  15  at  the 
age  of  seventy-six.  Dr.  Lubin  graduated  in  1913 
from  New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  attending  physician 
at  Deborah  Sanatorium  and  Hospital,  Browns  Mills, 
New  Jersey,  where  he  had  served  as  secretary  of  the 
medical  board.  Dr.  Lubin  was  a Fellow  of  the 


American  College  of  Chest  Physicians,  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Tinney  McNulty,  M.D.,  of  Brooklyn, 
died  on  January  19  at  the  age  of  seventy-seven. 
Dr.  McNulty  graduated  in  1906  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Abbott  Smith  Payn,  M.D.,  of  New  York  City,  died 
on  January  3 at  the  age  of  eighty-five.  Dr.  Payn 
graduated  from  Georgetown  University  School  of 
Medicine  in  1895.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Victor  Cox  Pedersen,  M.D.,  of  New  York  City, 
retired,  died  on  April  9 at  Le  Deau  Gardens  Sani- 
torium,  Forest  Glen,  Maryland,  at  the  age  of  ninety. 
Dr.  Pedersen  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1898.  He 
was  a Diplomate  of  the  American  Board  of  Urology, 
a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Urological  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  C.  Shaw,  M.D.,  of  Dannemora,  died  in 
Montreal  General  Hospital  on  April  6 at  the  age  of 
sixty-one.  Dr.  Shaw  graduated  from  the  Univer- 
sity of  Vermont  College  of  Medicine  in  1920.  He 
was  director  of  Dannemora  State  Hospital.  Dr. 
Shaw  was  a Member  of  the  American  Psychiatric 
Association  and  a member  of  the  Clinton  County 
Medical  Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Edward  Felix  Shnayerson,  M.D.,  of  Brooklyn, 
died  on  April  10  at  the  Caledonian  Hospital  at  the 
age  of  fifty-three.  Dr.  Shnayerson  graduated  from 
Cornell  University  Medical  College  in  1928.  He  was 
an  associate  in  gynecology  and  obstetrics  at  Cale- 
donian, Maimonides,  and  Kings  County  Hospitals. 
Dr.  Shnayerson  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetrics  and  Gynecology 
and  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Association  of  Military  Surgeons  of 
the  United  States,  the  Brooklyn  Gynecological 
[Continued  on  page  1788] 
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pick  up  the  phone  to 
arrange  for  a loan 

MUrray  Hill  2-5000 

Only  your  signature  required 

It's  as  simple  as  that.  No  visit  to  this  bank 
necessary.  No  collateral.  No  endorsements. 

Low  bank  rates.  Payments  spread  over  2 years. 

*1500  *2500  *5000 

INDUSTRIAL 

BANK  OF  COMMERCE 

Main  Office:  56  East  42nd  St.,  New  York 

opposite  Grand  Central— other  offices  throughout  City 
Loans  available  to  residents  of  New  York 
Metropolitan  area,  including  Conn,  and  N.  J. 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATEjhas  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


FOR  CASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI  FLATULENT  EFFECTS  IN  FERMENTATION 


‘Sedition  & Euphoru  for  Nervous. 
Irritable  Patients" 


'A  rrodernued  method  of  prepannf  Ruro» 
Solution  U S P XIV" 


EUCARB0N® 


Each  tablet  contains:  Extract  of  Rhubarb, 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vt  hr.  after 
meals  — Supply:  Tins  of  100.  . 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.05  gm, 
dispergentued.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming,  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PREST0-B0R0® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thew  Wright,  M.D.,  of  Tucson,  Arizona,  formerly 
of  Buffalo,  died  in  Veterans  Administration  Hos- 
pital, Buffalo,  on  March  20  at  the  age  of  eighty. 
Dr.  Wright  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1903.  He  had  been  an  attend- 
ing in  surgery  and  a consultant  in  surgery  at  Chil- 
dren’s Hospital  and  Buffalo  General  Hospital. 
Dr.  Wright  retired  from  practice  eighteen  years  ago. 


He  had  served  as  chief  of  the  surgical  staff  at  Buf- 
falo General  and  Children’s  Hospitals,  and  during 
World  War  I he  was  commanding  officer  of  Base 
Hospital  110  in  France.  In  1920  he  was  named 
assistant  professor  of  surgery  at  the  University  of 
Buffalo  School  of  Medicine,  becoming  an  associate 
professor  in  1933  and  a full  professor  in  1934.  Dr. 
Wright  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Association  of 
Obstetrics,  Gynecology,  and  Abdominal  Surgery, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Speaker — Dr.  Robert  E.  L.  Nesbitt,  Jr.,  professor 
of  obstetrics  and  gynecology,  took  part  in  a discus- 
sion at  the  annual  meeting  of  the  Society  for  Gyne- 
cologic Research  and  the  annual  clinical  meeting  of 
the  American  College  of  Obstetrics  and  Gynecology, 
both  of  which  were  held  in  April  in  California. 

Visiting  Professor — Dr.  Thomas  F.  Frawley,  as- 
sociate professor  of  medicine  and  head,  Sub-Depart- 
ment of  Endocrinology  and  Metabolic  Diseases,  was 
visiting  professor  of  medicine  at  the  University  of 
Buffalo  School  of  Medicine  and  Buffalo  General 


Hospital  for  a week  in  April.  Dr.  Frawley  was  also 
invited  to  serve  as  chief  of  medicine,  pro  tempore, 
St.  Vincent’s  Hospital,  Worcester,  Massachusetts  on 
April  10  and  11  and  on  April  12  lectured  to  the  House 
Officers  Association,  Rhode  Island  Hospital,  Provi- 
dence. 

Dr.  Mark  D.  Altschule,  assistant  professor  of 
medicine,  Harvard  Medical  School,  gave  the  fifth 
annual  S.  Eugene  Barrera  Memorial  Leeture  in 
April.  Dr.  Altschule  spoke  on  “Anxiety,  Hallu- 
cinogenic Agents  and  Tranquilizers.” 

[Continued  on  page  1790] 
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relieves  the  discomfort  of  colds 


‘TABLOID’ 


‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC  Tuckahoe,  N.  Y. 
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Columbia  University  College  of  Physicians  and  Surgeons 

Grant— $6, 132  has  been  awarded  as  a grant  to  inves-  of  Dr.  M.  Jack  Frumin,  assistant  professor  of  anes- 
tigate  the  technics  for  maintaining  high  oxygen  blood  thesiology,  from  the  National  Foundation  for  In- 
levels during  open  chest  surgery  under  the  direction  fantile  Paralysis. 


New  York  University  College  of  Medicine 


Alumni  Association — Dr.  Maxwell  H.  Poppel,  pro- 
fessor and  chairman,  Department  of  Radiology,  was 
named  as  president  for  1958-1959;  Dr.  Bernard  J. 
Pisani,  president-elect,  Dr.  Edgar  H.  Bates,  vice- 
president,  Dr.  Sophia  J.  Kleegman,  secretary,  Dr. 
Alan  A.  Scheer,  treasurer,  and  Dr.  Claude  E. 


Heaton,  historian. 

Lecturer — Dr.  Svend  M.  Clemmesen,  chairman, 
Department  of  Physical  Medicine  and  Rheuma- 
tology, Kommunehospitalet,  Copenhagen,  delivered 
the  first  annual  Louis  J.  Horowitz  lecture  on  April 
21. 


New  York  University  Post-Graduate  Medical  School 

Rush  H.  Kress  Professor — Dr.  L.  Corsan  Reid  of  Research  Surgery,  made  available  through  a 
has  been  appointed  the  Rush  H.  Kress  Professor  fund  created  by  the  Samuel  H.  Kress  Foundation. 


The  University  of  Rochester  School  of  Medicine  and  Dentistry 


New  Faculty  Member — Dr.  John  H.  Vaughan, 
now  on  the  faculty  of  the  Medical  College  of  Virginia, 
will  join  the  Faculty  July  1 to  head  a broad  new 
training  and  research  program  in  clinical  im- 
munology. Dr.  Vaughan  will  head  a new  section  on 
clinical  immunology  in  the  Department  of  Medicine 
and  will  have  the  major  responsibilities  for  teaching, 
research,  and  patient  care. 


Accompanying  Dr.  Vaughan  from  the  Medical 
College  of  Virginia  are:  Dr.  and  Mrs.  Richard  W. 
Dutton,  London,  England;  Dr.  Mariam  George, 
Bombay,  India,  and  Dr.  Jean  Harris.  Their  posi- 
tions are,  respectively:  research  instructor  in  medi- 
cine and  biochemistry;  research  biochemist,  re- 
search bacteriologist  and  immunologist,  research 
fellow  in  medicine. 


State  University  of  New  York  Downstate  Medical  Center 


First  President — Dr.  Robert  A.  Moore,  formerly 
vice  chancellor,  health  professions,  University  of 
Pittsburgh,  and  president  and  dean,  Downstate 
Medical  Center  since  October  1,  1957,  was  formally 
inaugurated  as  first  president  of  the  Downstate 
Medical  Center  on  May  2.  Dr.  Peter  Marshall 
Murray,  chairman  of  the  Trustees’  Committee  on 
Medical  Education,  installed  the  president  and  pre- 
sented him  with  the  medallion  of  his  office. 

Appointed — Dr.  Isadore  Katz,  assistant  chief  of 


radiology,  and  chief  of  the  x-ray  department,  as 
associate  professor  of  radiology.  Dr.  Thomas 
McKeown,  professor  of  social  medicine,  University 
of  Birmingham,  England,  as  visiting  professor  from 
April  23  through  May  23  in  the  Department  of 
Environmental  Medicine  and  Community  Health, 
and  Dr.  Ashley  A.  Miles,  director,  Lister  Institute 
of  Preventive  Medicine,  and  professor  of  experi- 
mental pathology,  University  of  London,  as  visiting 
professor  of  microbiology  and  immunology  from 
April  15  to  July  15. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Grants — $10,010  to  Dr.  Gordon  K.  Moe,  professor 
and  chairman,  Department  of  Physiology,  for  studies 
of  the  origination  of  variations  from  the  normal 
rhythm  of  the  heart  beat  from  the  Life  Insurance 
Medical  Research  Fund;  $1,760  to  Dr.  John  M. 
McKibbin,  professor  of  biochemistry  for  a project 
involving  analysis  of  the  fatty  substances  present  in 
animal  tissue,  also  from  the  Life  Insurance  Medical 
Research  Fund,  and  $5,516  and  $6,503  from  the 
National  Heart  Institute  to  Dr.  Jane  S.  Robb, 


associate  professor  of  pharmacology,  for  the  con- 
tinuation of  her  studies  on  specialized  heart  tissue 
and  the  nerve  supply  of  these  tissues  and  phases  of 
heart  metabolism. 

Promoted — Dr.  Henry  Di  Stefano,  from  assistant 
to  associate  professor  of  anatomy;  Dr.  J.  Howland 
Auchincloss,  Jr.,  from  assistant  to  associate  professor 
of  medicine;  Dr.  Ellen  Cook  from  instructor  to 
assistant  professor  of  medicine. 
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THE  NEW 
ALL-NEW 
BIRTCHER  300 


SPEED 

ELECTROCARDIOGRAPH 


FULL  COLOR  BROCHURE 


Fill  out  the  coupon  or  attach  it  to 
your  prescription  blank  for  our  new 
full  color  brochure  illustrating  19 
engineering  achievements  found  in 
the  new  Birtcher  300  Electrocardio- 


graph. No  obligation. 

FREE  TRIAL 


For  a one  week  FREE 

TRIAL  in  your  office,  including  FREE 

PAPER  call: 


Tachycardia,  encountered  in  children  and 
frequently  in  the  aged,  makes  electrocardiograms 
difficult  or  impossible  to  read.  The  double  speed 
feature  of  the  new  Birtcher  300  Electrocardiograph 
makes  reading  these,  and  all  other  traces  where 
a double  magnification  of  the  horizontal  is  desirable, 
more  accurate.  Dual  speed  is  just  one  of  19 
engineering  achievements  found  in  the  Birtcher 
300  ...  a result  of  more  than  22  years  devoted 
to  the  manufacture  of  the  finest  medical 
electronic  equipment. 

immediate  delivery 

WRITE  FACTORY  FOR  BROCHURE— CALL 
NEW  YORK  OFFICE  FOR  FREE  TRIAL 

I THE  BIRTCHER  CORPORATION  Dept.  NYS-5  58 
I 4371  Valley  Blvd.,  Los  Angeles  32,  California 

I Send  me  descriptives  detailing  the  engineering  achievements 
in  the  new  Birtcher  300  Electrocardiograph. 

Dr 


BIRTCHER  MEDICAL 
DISTRIBUTORS  OF  NEW  YORK 
ESPLANADE  2-2546 


Address — 

City Zone State 
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MONTH  IN  WASHINGTON 


r I ^he  recession  continues  to  influence  the  course  of 
much  legislation  as  Congress  points  toward  the 
windup  of  its  session.  Even  in  the  health  fields,  bills 
that  promise  in  one  way  or  another  to  alleviate  un- 
employment appear  to  have  priority.  At  the  same 
time,  Federal  departments  are  favoring  construction 
grants  to  projects  that  can  be  started  without  much 
delay.  In  legislation,  here  are  some  of  the  develop- 
ments : 

1.  Liberalizations  in  unemployment  compensa- 
tion and  in  Social  Security  are  receiving  constant 
attention  on  Capitol  Hill.  At  this  writing,  the  bill 
to  extend  the  period  for  unemployment  compensa- 
tion payments  is  making  progress.  There  is  the 
possibility  also  that  it  will  make  participation 
mandatory  for  all  employers. 

Prominent  among  proposed  changes  in  the  Social 
Security  program  itself  is  the  Forand  bill  for  free 
hospitalization  and  inhospital  medical  care  and  sur- 
gery for  persons  entitled  to  Social  Security  benefits. 
It  is  being  pushed  by  the  AFL-CIO  and  by  some 
liberal  Democrats,  and  opposed  by  the  American 
Medical  Association  and  a growing  group  of  other 
organizations.  The  opposition  is  convinced  that  the 
Forand  bill  is  unnecessary,  that  it  would  be  far  more 
costly  than  anticipated,  and  that  it  would  point  the 
way  to  a broad  national  medical  care  plan  for  all  per- 
sons covered  by  Social  Security. 

2.  A controversial  bill  to  vastly  increase  money 
available  for  grants  for  community  facilities — waste 
plants,  hospitals,  state  medical  schools  included — is 
active  in  Congress.  One  proposal  is  to  vote  a billion 
dollars,  to  be  lent  out  (at  about  3V2  per  cent  interest 
for  50  years)  to  communities.  The  objective  here, 
as  in  many  other  measures,  is  to  put  people  to  work 
on  construction  projects. 

Federal  agencies  have  evolved  a number  of 
schemes  to  get  U.S.  dollars  into  circulation  faster 
and  are  attempting  to  work  out  others.  In  each  case 
described  below,  no  additional  appropriation  is  in- 
volved; money  is  shifted  from  a project  that  is  get- 
ting a slow  start  to  one  that  is  about  ready  to  begin 
construction.  Also,  all  totals  given  represent 
amounts  to  be  spent  by  the  sponsors  as  well  as  the 
Federal  government.  Here  are  arrangements  al- 
ready made: 

1.  In  January,  the  Hill-Burton  hospital  con- 
struction program  called  for  U.S.  grants  to  start 
buildings  valued  at  381  million  dollars;  this  figure 
has  been  stepped  up  to  405  million  dollars  by  July  1. 

2.  Between  January  and  July  1,  the  original  plan 
was  to  allocate  enough  money  to  start  120  million 
dollars  in  construction  for  health  research  plants. 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


This  has  been  increased  to  182  million  dollars. 

3.  Before  the  recession  became  so  prominent  an 
issue,  the  plan  was  to  grant  enough  U.S.  money  to 
start  construction  of  170  million  dollars  in  sewage 
plants.  Under  pressure,  the  total  has  been  increased 
to  215  million. 

In  most  cases,  when  a project  is  delayed  and  thus 
loses  its  allocation,  the  grant  is  rescheduled  for  next 
fiscal  year. 

American  Medical  Association  is  one  of  the  four 
sponsors  of  a new  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged.  The  others  are  American 
Dental  Association,  American  Hospital  Association, 
and  American  Nursing  Homes  Association. 

The  council  already  has  authorized  research  in  a 
number  of  directions  to  analyze  the  health  needs  of 
the  aged,  appraise  available  health  resources  for 
them,  and  develop  the  best  possible  health  care  for 
them,  regardless  of  their  economic  status. 

Effects  of  this  united  front  action  should  be  felt 
when  Congress  takes  up  the  Forand  bill  and  other 
legislation  pointed  toward  relief  for  the  aged. 

Notes 

American  Medical  Association  is  asking  Congress 
to  strengthen  the  Civil  Aeronautics  Administration’s 
medical  department  so  it  can  properly  supervise 
fliers’  physical  examinations  and  advise  on  other 
aviation  medical  matters.  A.M.A.  also  is  recom- 
mending that  an  office  of  civil  air  surgeon  and  a 
medical  research  laboratory  be  established  within 
C.A.A. 

Congress  has  under  consideration  several  plans  for 
reorganizing  the  Defense  Department,  two  of  which 
would  result  in  elimination  of  the  office  of  Assistant 
Secretary  for  Health  and  Medical  Matters. 

Progress  on  appropriations  bills  indicates  more 
money  for  research  at  the  Institutes  of  Health,  and 
at  least  121.2  million  dollars  (the  same  as  this  year) 
for  Hill-Burton  hospital  construction. 

Andrew  Biemiller,  top  legislative  man  for  the 
AFL-CIO,  told  a recent  delegation  just  returned 
from  visiting  Capitol  Hill:  “Congressmen  are  fall- 

ing all  over  themselves  in  wanting  to  do  something 
in  the  recession.  I think  we  can  cash  in  on  this.” 

Testifying  before  a House  appropriations  sub- 
committee, Secretary  Folsom  said  coverage  under 
major  medical  insurance  has  gone  up  almost  20-fold 
in  the  last  five  years. 

Medicare  is  working  up  a new  claim  form  that  will 
have  a check  list  of  common  errors  on  the  back;  this 
is  intended  to  eliminate  much  correspondence  now 
necessary  when  the  physician  makes  an  error  on  the 
form. 
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Provides  therapeutic  quantities  ot  all  known  hematinic  tactors 


Potent  'Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just 
two  Pulvules  'Trinsicon’  daily  pro- 
duce a standard  response  in  the  aver- 
age uncomplicated  case  of  pernicious 
anemia  (and  related  megaloblastic 
anemias)  and  provide  at  least  an  aver- 

ELI  LILLY  AND  COMPANY  • INDIANA 


age  dose  of  iron  for  hypochromic 
anemias,  including  nutritional  defi- 
ciency types.  The  intrinsic  factor  in  the 
'Trinsicon’  formula  enhances  (never 
inhibits)  vitamin  B12  absorption. 
Available  in  bottles  of  60 

♦‘Trinsicon*  (Hematinic  Concent^ 

Lilly) 
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American  College  of  Physicians — The  American 
College  of  Phjrsicians  held  its  thirty-ninth  annual 
session  in  Atlantic  City,  April  28  through  May  2. 
The  United  States  Navy  Band  presented  a program 
for  the  physicians.  “Miss  America  of  1958”  was 
the  guest  at  a tea  held  for  the  doctors’  wives. 

Physicians  Win  Vacations — -Nine  doctors  from 
various  parts  of  the  country  were  awarded  an  all 
expense  paid,  seventeen-day  Caribbean  vacation  for 
two  in  a United  Fruit  Company  sponsored  contest 
which  invited  doctors  to  summarize  their  “most 
gratifying  discovery  . . . made  about  the  clinical  use 
of  the  banana.”  Winners  from  the  New  York  area 
were  Dr.  Richard  A.  Daniels,  Riverdale,  and  Dr 
Samuel  Waldman,  Brooklyn. 

Workshop  on  Mentally  Retarded — Teachers  Col- 
lege, Columbia  University,  Department  of  Psycho- 
logical Foundations  and  Services  and  The  Associa- 
tion for  the  Help  of  Retarded  Children,  Inc.,  will 
present  a workshop  on  “Rehabilitation  of  the  Ado- 
lescent and  Adult  Mentally  Retarded — Pyscho- 
logical  and  Vocational  Approaches”  July  7 through 
25. 

This  workshop  has  been  planned  to  give  profes- 
sional persons  in  the  general  field  of  rehabilitation 
and  advanced  graduate  students,  an  orientation  to 
the  philosophy,  principles,  and  technics  of  rehabili- 
tation of  the  adolescent  and  adult  mentally  retarded. 
Emphasis  will  be  placed  on  the  vocational  adjust- 
ment aspects  of  the  total  rehabilitation  process,  with 
special  attention  devoted  to  the  role  of  the  sheltered 
workshop  and  the  interdisciplinary  nature  of  re- 
habilitation. Selected  areas  of  interest  to  the  work- 
shop participants  will  be  included  in  the  curriculum. 

For  information  and  application  forms  write  to 
Dr.  Abraham  Jacobs,  Box  35,  Teachers  College, 
Columbia  University,  New  York  27,  New  York. 

Teaching  Day  for  Office  Personnel — On  May  1 

the  Jefferson  County  Medical  Society  sponsored  a 
“Teaching  Day”  for  physicians’  office  personnel. 
Authorities  on  Welfare,  Workmen’s  Compensation, 
Medicare,  Blue  Cross,  Blue  Shield,  and  medical 
public  relations,  were  present  to  answer  the  questions 
of  the  participants. 

Central  New  York  Psychiatric  Society — The  Cen- 
tral New  York  Psychiatric  Society  and  the  Finger 
Lakes  Neuropsychiatric  Society  held  its  Spring 
meeting  at  Rochester  State  Hospital  on  April  10. 
Dr.  Sydney  Koret  delivered  a talk  on  the  “Residen- 
tial Treatment  of  Disturbed  Children.” 


American  Academy  of  General  Practice  Lists 
Officers — Physicians  in  all  parts  of  the  country 
frequently  desire  to  contact  or  correspond  with 
American  Academy  of  General  Practice  officers. 
In  response  to  many  requests  received  from  state 
and  national  medical  publications,  the  Academy 
has  compiled  a list  of  officers.  From  the  New  York 
area  is  Dr.  Floyd  C.  Bratt,  833  South  Avenue, 
Rochester,  New  York.  For  the  complete  fist  write 
to  The  American  Academy  of  General  Practice, 
Volker  Boulevard  at  Brookside,  Kansas  City  12, 
Missouri. 

Asia-Pacific  Academy  of  Ophthalmology  to  Spon- 
sor Good  Will  Tour — The  Asia-Pacific  Academy  of 
Ophthalmology  is  sponsoring  a good  will  tour  to 
countries  of  the  Orient  following  the  International 
Congress  of  Ophthalmology  in  Brussels  in  Septem- 
ber. The  purpose  of  this  tour,  which  is  to  last 
approximately  one  month,  is  to  hold  joint  meetings 
with  ophthalmologists  in  Pakistan,  India,  Thailand, 
the  Philippines,  and  Hong  Kong.  It  is  expected 
that  the  tour  will  create  much  interest  among 
physicians  in  the  countries  to  be  visited  and  con- 
tribute greatly  to  American-Asiatic  medical  rap- 
prochement. 

The  Asia-Pacific  Academy  of  Ophthalmology  was 
organized  in  1957.  Its  principal  purpose  is  to  ex- 
tend ophthalmologic  knowledge  and  to  advance  the 
arts  and  sciences  of  ophthalmology  and  related 
sciences  in  Asia  and  in  countries  bordering  the 
Pacific  Ocean. 

Those  wishing  to  participate  in  the  postgraduate 
lectures  and  seminars  on  medical  subjects  pertinent 
to  ophthalmology  should  contact  William  John 
Holmes,  M.D.,  Liaison  Secretary,  Suite  280,  Alex- 
ander Young  Building,  Honolulu  13,  Hawaii.  In- 
quiries regarding  travel  arrangements  should  be 
sent  to  Compass  Travel  Bureau,  55  West  42nd 
Street,  New  York  36,  New  York.  Physicians  other 
than  ophthalmologists  and  their  families  are  wel- 
come to  join  the  trip. 

American  Medical  Education  Foundation  Adds 
to  Board — Dr.  George  F.  Lull,  president  of  the 
American  Medical  Education  Foundation,  has 
announced  that  four  new  members  have  been  added 
to  the  Board  of  Directors  of  the  Foundation.  This 
expands  the  Board  from  11  members  to  15.  Those 
elected  were:  Dr.  Lowell  T.  Coggeshall,  president 
of  the  American  Association  of  Medical  Colleges 
and  dean  of  the  Division  of  Medical  Sciences  at  the 
University  of  Chicago;  Dr.  Hugh  H.  Hussey, 
professor  of  medicine  at  Georgetown  University 
and  a member  of  the  Board  of  Trustees  of  the 
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American  Medical  Association;  and  two  recent 
past-presidents  of  the  American  Medical  Associa- 
tion, Drs.  Dwight  Murray,  Napa,  California,  and 
Walter  B.  Martin,  Norfolk,  Virginia. 

Training  for  Brace  and  Limb  Makers  Offered — 
Two  nine-month  training  courses  for  orthopedic  and 
prosthetic  technicians  will  be  offered  jointly  in  the 
Fall  of  this  year  by  the  Institute  for  the  Crippled  and 
Disabled,  the  Presbyterian  Hospital  in  the  City  of 
New  York  and  Columbia  University.  The  courses 
will  begin  on  September  8,  1958  and  end  on  June  27, 
1959.  Candidates  are  being  accepted  from  all  parts 
of  the  world  in  an  effort  to  meet  the  international 
shortage  of  qualified  brace  and  limb  making  techni- 
cians. 

Persons  accepted  for  the  courses  will  spend  the 
majority  of  their  time  in  training  at  the  Institute 
for  the  Crippled  and  Disabled.  Academic  instruc- 
tion as  well  as  practical  experience  in  the  making  of 
braces  and  artificial  limbs,  and  in  working  with 
patients  requiring  these  devices,  will  take  place  at 
the  Institute’s  Prosthetic  and  Orthopedic  Labora- 
tories. The  balance  of  the  trainees’  time  will  be 
spent  in  clinical  field  training  at  leading  hospitals 
and  other  institutions  which  provide  services  to 
patients  involving  the  use  of  prosthetic  and  ortho- 
pedic equipment. 

For  information  write  to:  Institute  for  the  Crip- 
pled and  Disabled,  23rd  Street  and  First  Avenue, 
New  York  10,  New  York. 

Public  Health  Service  Announces  Changes — The 


Public  Health  Service  has  announced  a series  of 
changes  among  medical  directors  assigned  to  the 
regional  offices  of  the  Department  of  Health, 
Education,  and  Welfare.  The  changes  will  become 
effective  July  1,  1958. 

Dr.  Francis  J.  Weber,  medical  director  of  Region 
8,  with  headquarters  in  Denver,  Colorado,  has  been 
appointed  chief  of  the  Service’s  newly  created 
Division  of  Radiological  Health  in  Washington,  D.  C. 

Dr.  Michael  Pescor,  who  is  at  present  the  medical 
director  of  Region  7,  with  headquarters  in  Dallas, 
Texas,  will  become  medical  director  of  the  Denver 
office. 

Dr.  Richard  Boyd,  now  medical  director  of  Re- 
gions 1 and  2,  stationed  in  New  York  City,  will 
assume  the  same  position  in  the  Dallas  office. 

Dr.  Harald  M.  Graning,  medical  director  of 
Region  5,  in  Chicago,  will  move  into  the  New  York 
City  position. 

Dr.  Arthur  B.  Price,  at  present  on  loan  from  the 
Public  Health  Service  to  the  Bureau  of  Old-Age 
and  Survivors  Insurance,  Social  Security  Adminis- 
tration in  Baltimore,  will  become  the  medical  direc- 
tor of  the  Chicago  office. 

American  Medical  Education — Contributors  to 
the  American  Medical  Education  Foundation  for 
the  month  of  February  were:  Brooklyn:  Drs. 

Max  Adelman,  Thurman  B.  Givan,  and  M.  Shlan- 
sky;  Buffalo:  Dr.  Charles  S.  Matthews;  DeWitt: 
Dr.  Max  N.  Marvin;  Elmhurst:  Dr.  James  R. 

[Continued  on  page  1798] 
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THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 

U S.  PAT.  NO.  2.791.609 

Tetrex  requires  no  "activating  additive" 

— it  is  purely  tetracycline  phosphate  complex,  with  an  inherent, 
chemically  unique  property  of  being  rapidly  and  efficiently 
absorbed. 

Each  Tetrex  Capsule  contains: 

Active  ingredient:  Tetracycline  Phosphate  Complex,  250  mg. 

Excipient : Lactose  q.  S.  (tetracycline  HCl  activity) 

Tetrex  produces  "peak  high"  tetracycline 
serum  levels 

— over  5000  human  blood  determinations  after  oral  or  intramus- 
cular administration  have  consistently  demonstrated  fast,  high, 
prolonged  serum  levels  in  patients  of  all  ages.3,5,6’7’8,9’10,11, 12,13,14,15 

Tetrex  has  an  impressive  documented 
record  of  clinical  effectiveness 

— more  than  170  million  doses  of  tetracycline  phosphate  com- 
plex in  1957,  with  5 published  clinical  reports  by  9 investigators 
on  826  patients. 3’5, 7,8,10  Clinical  evaluation:  “should  probably 
be  considered  an  improvement  over,  and  an  ultimate  replace- 
ment for,  the  older  tetracycline  hydrochloride.”10 
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Lisa;  Fayetteville:  Drs.  Leonard  D.  Carpenter  and 
T.  L.  Keese;  Great  Neck:  Drs.  M.  A.  Berkun  and 
Herman  Wolff;  Greenwich:  Dr.  R.  L.  Skinner; 
Hartsdale:  Dr.  Edwin  D.  De  Polo;  Hastings-On- 
Hudson:  Dr.  Henry  Aranow,  Jr.;  Hudson  Falls: 
Drs.  R.  W.  Homer  and  C.  V.  Latimer,  Jr. ; Jackson 
Heights:  Dr.  JohnE.  Lally;  Little  Falls:  Dr.  Fred  C. 
Sabin;  Mattydale:  Dr.  Leon  M.  Popoff;  Minoa: 
Dr.  Harold  J.  Platz;  Mount  Vernon:  Dr.  George 
R.  Gerst;  New  York  City:  Drs.  Harold  Abramson, 
Isidor  Arons,  Helene  E.  Aronson,  B.  Ashe,  Louis 
Barash,  Julian  Barish,  Doris  Bate,  Julius  W.  Bell, 
Otelia  J.  Bengtsson,  G.  Bonaccolto,  William  D. 
Brandon,  Ernest  S.  Breed,  Goodwin  M.  Breinin, 
K.  L.  Breydert,  Marvin  Brodey,  Norton  S.  Brown, 
Howard  G.  Bruenn,  Michael  S.  Burman,  and 
Murray  E.  Burton. 

Also  Drs.  Janet  Caldwell,  Robert  J.  Campbell, 
George  Z.  Carter,  Daniel  F.  Casten,  Ramon  Castro- 
vieja,  Max  Chamlin,  Orville  K.  Chancellor,  Harry 
C.  Christie,  John  A.  Cinelli,  Graham  Clark,  D.  H. 
Clarke,  John  R.  Cobb,  Richard  J.  Conroy,  E.  F. 
Constantine,  Joseph  E.  Constantine,  Nelson  W. 
Cornell,  Joseph  E.  Corr,  John  M.  Cotton,  F.  S. 
Craig,  Stuart  L.  Craig,  Robert  M.  Cushing,  Carlos 
J.  D’Scott,  Edward  P.  Danforth,  George  E.  Daniels, 
J.  H.  Daniels,  Arthur  M.  Davids,  Archie  L.  Dean, 
A.  Dombrowiecki,  Kenneth  T.  Donaldson,  Alvin 
M.  Donnenfeld,  John  F.  Donohue,  Gerald  D.  Dor- 
man, H.  D.  Dunton,  J.  F.  Eagle,  Jr.,  Dorian  Eisen- 
klam,  Simon  Elisberg,  William  D.  Eller,  Anny 
Elston,  James  H.  Ewing,  Morris  Feldstein,  John  B. 
Ferran,  Jr.,  Joseph  D.  Ferrara,  Francis  P.  Ferrer, 
Irving  C.  Fischer,  George  W.  Fish,  William  H. 
Foege,  Andrew  G.  Franks,  V.  K.  Frantz,  Selwyn 
Z.  Freed,  Milton  Friedman,  M.  E.  Fries,  Emil 
Froeschels,  Anthony  R.  Gabriel,  Samuel  A.  Gadsby, 


Walter  I.  Galland,  Francis  G.  Geer,  David  P.  Ger- 
man, Alfred  Glauber,  Andre  Glaz,  and  Ernst  Gold. 

Also  Drs.  David  Goldblatt,  Salomon  Gold- 
schmitt,  Jacob  M.  Goldstein,  Dan  M.  Gordon, 
Saul  Gordon,  Eugen  Grabschied,  Emil  Granet, 
Samuel  Grosberg,  Frank  Hardart,  Jr.,  Errol  N. 
Harding,  Harold  D.  Harvey,  Lionel  M.  Heiden, 
J.  M.  Hiebert,  George  F.  Hoch,  Jerome  J.  Hoffman, 
Murray  Hoffstein,  V.  A.  Hofmann,  William  A. 
Horwitz,  Eugenia  Ingerman,  Kinichi  Iwamoto, 
Edward  D.  Joseph,  Henry  A.  Kingsbury,  Ellen 
McDevitt,  J.  H.  Norton,  Alice  D.  Weber,  and 
Michael  Werlinich.  Also  the  Rose  Medical  Foun- 
dation; North  Syracuse:  Drs.  Erwin  Lindenfeld, 
Francis  J.  Lonergan,  and  Carl  E.  Marlow;  Pelham 
Manor:  Dr.  Arthur  G.  DeVoe;  Port  Washington: 
Dr.  Anthony  A.  Ressa;  Poughkeepsie:  Dr.  Helen 
E.  Van  Alstine;  Riverdale:  Dr.  Solomon  G.  Her- 
shey;  Rochester:  Dr.  E.  F.  Merrill;  Solvay:  Dr. 
David  I.  Sidnam;  Suffern:  Dr.  Frank  J.  Errico; 
Syracuse:  Drs.  J.  H.  Auchincloss,  Jr.,  Stephen  Bas- 
table,  Alfred  S.  Berne,  Hans  J.  Bruns,  Agnes  Buck, 
Walter  F.  Bugden,  Leon  Burak,  Linus  W.  Cave, 
Ralph  V.  Chester,  Mark  E.  Conan,  Harold  Courtney, 
Albert  C.  De  Furia,  Daniel  H.  Deyoe,  Herbert  R.  Di- 
aso,  Edwin  J.  Euphrat,  Leo  E.  Gibson,  Thomas  N. 
Gigantelli,  Leon  H.  Griggs,  Norman  E.  Johnson, 
Irving  Kalow,  Lucyan  Klimas,  S.  T.  Krzywicki, 
George  G.  Lerner,  Robert  C.  Lockwood,  Charles  H. 
Lynch,  F.  N.  Marty,  Henry  W.  Mayo,  Jr.,  James 
L.  McGraw,  M.  P.  McCarthy-Brough,  William  J. 
Michaels,  Jr.,  Roy  S.  Moore,  Jr.,  Thomas  J.  Mur- 
phy, William  G.  Peacher,  L.  K.  Pickett,  Charles  K. 
Planer,  Henry  S.  Rubinstein,  George  A.  Sisson, 
David  B.  Stark,  John  B.  Stevens,  Edward  A.  Swift, 
Marie  C.  Wasileska,  and  William  G.  Woodin;  White- 
hall: Drs.  Leslie  Ofner  and  Leslie  White;  Woodside: 
Dr.  Raymond  M.  Abrams. 


Personalities 


Appointed 

Dr.  Robert  L.  Berg,  Harvard  Medical  School,  as 
the  first  Albert  D.s  Kaiser  Professor  of  Preventive 
Medicine  and  Community  Health  at  the  University 
of  Rochester  School  of  Medicine  and  Dentistry. 

Elected 

Dr.  John  L.  Norris,  Medical  Director,  Kodak  Park 
Works,  Eastman  Kodak  Company,  Rochester,  as 
Treasurer  of  the  Industrial  Medical  Association  . . . 
Drs.  Benjamin  Goldsmith,  as  president;  Frederick 
Castro vinci,  as  vice-president;  Emanuel wFletcher, 
as  secretary,  and  Elmer  E.  Amerman,  as  treasurer, 
of  the  Queens  Pediatric  Society. 

Speakers 

Dr.  Lauretta  Bender,  principal  research  scientist, 
Child  Psychiatry,  Creedmore  State  Hospital,  before 


the  hospital  staff  of  the  Veterans  Administration 
Hospital,  Northport  on  April  14,  on  the  topic 
“Adolescent  Psychiatric  Disorders”  ...  at  the  Thir- 
teenth National  Industrial  Health  Conference 
April  19  through  25,  Atlantic  City,  Drs.  Harold 
Brandaleone,  Chairman  of  the  , Committee  of 
Standards  for  Motor  Vehicle  Drivers;  S.  Charles 
Franco,  of  Consolidated  Edison  Company;  Elliott 
S.  Hurwitt,  Clinical  Professor  of  Surgery,  Columbia 
University,  and  Chief  of  Surgical  Division,  Monte- 
fiore  Hospital;  Norman  Plummer,  Medical  Director, 
New  York  Telephone  Company;  William  A. 
Sawyer,  Medical  Consultant  to  the  International 
Association  of  Machinists  and  Chairman  of  the 
American  Medical  Association’s  Committee  on 
Medical  Care  of  the  Industrial  Worker;  and  Harry 
E.  Ungerleider,  Director  of  Medical  Research, 
Equitable  Life  Assurance  Society. 
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DOORWAY  to  HEALTH 


FOR  THE 

cardiac  patient 

Tasty  Junket  rennet 
desserts  average  about 
62  mg.  sodium  per 
serving  while  supplying 
all  the  nutrients  of  milk. 


RENNET  POWDER 


makes  fresh  milk  into 
rennet-  custards 

—7  tempting  flavors 

"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
.jind  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


Stubborn  cases  of  arthritis  and  rheumatism  will 
often  respond  to  complete  relaxation  in  pleasant 
surroundings. 

That  has  proved  to  be  especially  true  at  Sharon 
Springs,  N.  Y.  Here,  balneotherapy  (sulphur  water 
baths,  massage,  Nauheim  baths  and  related  treat- 
ments) has  combined  with  bracing  mountain  air 
and  a restful  atmosphere  to  "perform  wonders" 
for  patients  with  these  disorders. 

A new  color  brochure  on  this  old-established 
spa,  50  miles  west  of  Albany,  will  gladly  be  sent 
to  you  or  the  patients  you  specify. 

Write 

WHITE  SULPHUR  BATHS,  Inc. 
Sharon  Springs  3,  N.  Y. 

Charter  Member,  Association  of  American  Spas 
(Medically  Supervised ) 


“I  know  you  have  writer’s  cramp,  Mr,  Pringle . . . but  you’re  still  not  supposed  to  typewrite  your  name  on  a 

check!” 
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MEDICAL  MEETINGS 


Eastern  Psychiatric  Research  Association 

The  Eastern  Psychiatric  Research  Association  will 
hold  its  fourteenth  scientific  meeting,  Thursday, 
June  5,  at  8:00  p.m.  at  New  York  University 
Medical  School’s  Alumni  Hall  “B”,  30th  Street  and 
First  Avenue,  New  York  City. 

The  program  will  be  as  follows:  “The  Suicidal 
Risk  in  the  Municipal  General  Hospital”  by  Drs. 
Jacob  H.  Friedman  and  Remo  Cancellieri,  with  Dr. 
Louis  Wender  as  discussant.  “Psychomotor  Par- 
oxysms of  Nonepileptic  Origin”  by  Dr.  Eugene 
Revitch.  The  question  of  the  evening  to  be 
discussed  by  all  present  is  to  be,  “Is  Marsilid  a 
Dangerous  Drug?” 

The  American  Neurological  Association 

The  83rd  Annual  Meeting  of  The  American 
Neurological  Association  will  be  held  at  the  Claridge 
Hotel,  Atlantic  City,  June  16  through  18,  under  the 
presidency  of  Dr.  Israel  S.  Wechsler.  Information 
regarding  the  meeting  may  be  obtained  from  the 
secretary,  Dr.  Charles  Rupp,  133  South  36th  Street, 
Philadelphia  4,  Pennsylvania. 

Civil  Defense  Meetings  Scheduled 
for  San  Francisco 

Two  medical  civil  defense  meetings  will  be  held  in 
San  Francisco  immediately  preceding  the  American 
Medical  Association’s  107th  Annual  Meeting.  On 
June  19  and  20,  the  12th  Naval  District  will  sponsor 
a symposium  on  “Medical  Problems  of  Modern 
Warfare  and  Civil  Defense”  at  the  U.S.  Naval 
Radiological  Defense  Laboratory,  and  on  June  21 
the  AMA’s  Council  on  National  Defense  will 
sponsor  its  6th  Annual  National  Medical  Civil 
Defense  Conference  in  the  Sheraton-Palace  Hotel. 

Dr.  David  B.  Allman,  AM  A president,  and 
Frank  W.  Barton,  secretary,  AMA  Council  on 
National  Defense,  will  speak  at  the  naval  symposium 
on  the  plan  and  activities  of  organized  medicine  for 
medical  preparedness  in  disasters  or  in  the  event  of 
all-out  war.  Dr.  Gunnar  Gundersen,  AMA  presi- 
dent-elect, will  welcome  participants  to  the  AMA’s 
civil  defense  meeting  on  June  21. 

Symposium  for  General  Practitioners 
on  Pulmonary  Diseases 

The  seventh  annual  Symposium  for  General 
Practitioners  on  Tuberculosis  and  Other  Chronic 
Pulmonary  Diseases  will  be  held  July  7 through  11, 
at  Saranac  Lake,  New  York.  The  symposium 
will  be  sponsored  by  the  American  Trudeau  Society, 
Saranac  Lake  Medical  Society,  and  Adirondack 


Counties  Chapter  of  the  New  York  State  Academy 
of  General  Practice.  For  information  write  to 
Henry  W.  Leetch,  M.D.,  General  Chairman,  P.O. 
Box  627,  Saranac  Lake,  New  York. 

Biological  Photographic  Association 
to  Hold  Meeting 

All  representatives  of  the  photographic,  medical, 
and  scientific  professions  have  been  invited  to 
attend  the  28th  Annual  Meeting  of  the  Biological 
Photographic  Association,  which  will  be  held 
August  18  through  21  at  the  Shoreham  Hotel  in 
Washington,  D.  C. 

Highlighting  the  program  will  be  an  all  day  session 
at  the  Walter  Reed  Army  Institute  of  Research, 
where  members  will  see  the  latest  technics  being 
employed  by  the  Medical  Audio  Visual  Department 
of  this  world  famous  research  installation.  For 
further  information  about  the  meeting  write  to: 
George  M.  Jones,  Secretary-Treasurer,  Photo- 
graphic Laboratory,  Diamond  Ordnance  Fuse  Lab- 
oratory, Washington  25,  D.C. 

University  of  Illinois  to  Hold 
Otolaryngologic  Assembly 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  announces  its 
Annual  Assembly  in  Otolaryngology  from  September 
29  through  October  5.  The  Assembly  will  consist 
of  an  intensive  series  of  lectures  and  panels  concern- 
ing advancements  in  otolaryngology,  and  evening 
sessions  devoted  to  surgical  anatomy  of  the  head  and 
neck  and  histopathology  of  the  ear,  nose,  and 
throat. 

Interested  physicians  should  write  to  the  Depart- 
ment of  Otolaryngology,  1853  West  Polk  Street, 
Chicago  12,  Illinois. 

American  Public  Health  Association 
to  Meet  In  Fall 

In  an  effort  to  help  health  services  on  national, 
state,  and  local  levels  to  keep  pace  with  changing 
human  needs  and  technologic  advances,  the 
American  Public  Health  Association  is  scheduling 
research  reports  and  discussions  on  a wide  variety  of 
topics  for  its  86th  annual  meeting  in  St.  Louis, 
October  27  through  31. 

The  meeting  will  feature  scientific  and  technical 
exhibits  as  well  as  scientific  sessions  and  work- 
shops. Highlights  will  include  presentation  of  the 
annual  Albert  Lasker  Awards  of  the  American 
Public  Health  Association  and  the  Sedgwick 
Memorial  Medal,  highest  awards  in  public  health. 

[Continued  on  page  1804] 
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How 


+©  wi n 


’Friends  ... 


The  Best  Tasting  Aspirin  you  can 
prescribe. 

The  Flavor  Remains  Stable  down  to 
the  last  tablet. 

25^  Bottle  of  48  tablets  (134  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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effective,  practical! 

MUMPS  VACCINE 


A specific  immunizing  antigen  (chick  embryo 
origin ) for  prevention  or  modification  of  mumps 
in  children  and  adults.  Vaccination  should  be 
repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  N.  Y. 


in  pregnancy 

Junket  rennet - 
custards  furnish  all 
the  nutrients  of  milk 
in  a pleasant,  more  easily 
assimilable  form. 

I 

mm 

RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 

"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


Always  in 
Good  Taste ! 


Scotch.  Why  not 
try  some  soon? 


Johnnie  IJHieer 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 


SCOTCH  WHISKY 


BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED 
BY  CANADA  DRY  CORPORATION,  NEW  YORK,  N.  Y. 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma*tdl  School 

Licensed  by  the  State  of  New  York 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658 *West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  "Some3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


H ALL-BROOKE  • • • d modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PI  N E WOOD  gl:  tehwE.D„sr } 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


“My  husband  decided  to  stop  in  for  a check-up, 
doctor ” 
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BOOKS  RECEIVED 


[Continued  from  page  1800] 

Registration  for  scientific  sessions  of  the  meeting 
will  be  open  to  all  interested  persons,  both  laymen 
and  professionals.  F^r  further  information  write 
to  the  American  Public  Health  Association,  1790 
Broadway,  New  York  19,  New  York. 

Society  for  the  Scientific  Study  of  Sex 

The  Society  for  the  Scientific  Study  of  Sex  will 
hold  its  first  annual  meeting  on  November  8 at 
the  Barbizon  Plaza  Hotel,  New  York  City.  For 
details  write  to  Robert  V.  Sherwin,  1 East  42  Street, 


New  York  17,  New  York. 

Symposium  on  Tuberculosis 

A three-day  international  symposium  on  the 
status  of  tuberculosis  as  a public  danger  will  be  held 
in  Philadelphia  November  20  through  22,  at  the 
Bellevue-Stratford  Hotel  under  the  auspices  of 
Deborah  Tuberculosis  Sanatorium  and  Hospital 
of  Browns  Mills,  New  Jersey.  Chairman  of  the 
Deborah  Symposium  Planning  Committee  for 
arrangements  for  the  symposium  is  Dr.  George  N.  J. 
Sommer,  Jr.,  of  Trenton,  New  Jersey. 


BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  March , 1958) 


Pharmacology  in  Medicine.  A Collaborative 
Textbook.  Second  edition.  By  Victor  A.  Drill, 
M.D.  Quarto  of  1,273  pages,  illustrated.  New 
York,  Blakiston  Division,  McGraw-Hill  Book  Co. 
1958.  Cloth,  $19.50. 

The  Medical  World  of  the  18th  Century.  By 

Lester  S.  King,  M.D.  Octavo  of  346  pages,  illus- 
trated. Chicago,  The  University  of  Chicago  Press. 
1958.  Cloth,  $5.75. 

Physical  Dynamics  of  Character  Structure.  By 

Alexander  Lowen,  M.D.  Octavo  of  358  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc.  1958. 
Cloth,  $7.75. 

Psychopathology  of  Communication.  By  Paul 
Hoch,  M.D.,  and  Joseph  Zubin,  Ph.D.  Octavo  of 
305  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, Inc.  1958.  Cloth,  $6.75. 

The  Medical  Clinics  of  North  America,  March, 
1958.  The  Convulsive  Disorders.  By  Peter  Kell- 


away,  Ph.D.,  and  Howard  F.  Conn,  M.D.  Octavo 
of  574  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.  1958.  Cloth,  $2.70. 

Practical  Pediatrics.  By  R.  Cannon  Eley,  M.D. 
and  Benjamin  Kramer,  M.D.  Octavo  of  309  pages, 
illustrated.  New  York.  McGraw-Hill  Book  Co. 
Inc.  1958.  Cloth,  $7.00. 

Report  of  the  Department  of  Health,  The  City  of 
New  York,  for  years  1955-1956.  By  Leona  Baum- 
gartner, M.D.  Octavo  of  171  pages,  illustrated. 
Cloth. 

Antibiotics  Annual,  1957-1958.  By  H.  Welch, 
Ph.D.  and  F.  Marti-Ibanez,  M.D.  Octavo  of  1,070 
pages,  illustrated.  New  York  Medical  Encyclopedia, 
Inc.  1958.  Cloth,  $12. 

Human  Biochemistry.  Fifth  Edition.  By  I.  S. 
Kleiner,  Ph.D.  and  James  M.  Orten,  Ph.D.  Octavo 
of  808  pages,  illustrated.  St.  Louis,  Mo.  C.  V. 
Mosby  Co.  Cloth,  $9.00. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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For  Ample  Air  Right  Now! 

and  other  Allergic  States 

Medihaler-EPI 

For  quick  relief  of  bronchospasm  of  any  origin.  More  rapid 
than  injected  epinephrine  in  acute  allergic  attacks. 
Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 


Med i haler- 1 SO 


\ 


Unsurpassed  for  rapid  relief  of  symptoms  of  asthma  and 
emphysema. 


Nothing  is  Faster 


Nothing  is  More 
Effective 


PREMICRONIZATION 

assures  particle  size  for 
maximum  effectiveness . . . 
more  active  medication  per 
dose ...  no  large  particles  to 
cause  unpleasant  taste. 


in  1-5  micron  diameter  particles 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


Photomicrograph 
showing  uniformity  of 
Medihaler  particle  size  averaging 
2.1  microns  diameter.  Space  between 
grid  lines  represents  10  microns 
(1/2500  inch) 


90%  of  MEDICATION 


r. 

* 

S]  "ir 

! » 
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THE  MEDIHALER® 
PRINCIPLE 

means  automatically 
measured-dose  aerosol 
medications  in  spill- 
proof,  leakproof,  shatter- 
proof,  vest-pocket 
size  dispensers. 


99.9%  of  PARTICLES 

in  1-7  micron  diameter  range 

New  Improved  Premicronlzed  Medihaler  suspension 
..  .55  meg.  drug/dose  1-5  microns  range 

10-12  meg.  drug/dose 

1- 5  microns  range 

2- 3  meg.  drug/dose 
1-5  microns  range 


Old  type  aerosol  solution. 
Squeeze  bulb  nebulizers. 


LOS  ANGELES 
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WANTED 


WANTED 


Established  Nassau  County  Ophthalmologist  desires  assistant 
leading  to  partnership.  State  qualifications,  experience  and 
availability.  Box  732,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner,  under  35,  to  join  very  busy  young 
M.D.  Long  Island,  one  hour  from  NYC.  Starting  salary 
S10.000  with  percentage  leading  to  full  partnership.  Prefer- 
ably no  previous  practice.  Fifth  year  income  would  be  about 
$50,000.  Reply  with  detailed  background.  Box  744,  N.  Y. 
St.  Jr.  Med. 


General  Practitioner — New  York  City,  to  affiliate  with 
established  Group.  2 years  approved  medical  residency 
required.  Eventual  partnership  available.  Salary  up  to 
$10,000  to  start  depending  on  qualifications.  Outside  prac- 
tice allowed.  Box  747,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  (Male  & Female;,  lic’nd;  for  Children's 
Camps;  July-Aug;  goodsaiary;  free  placement;  250  member 
camps.  Assoc'n  Private  Camps,  55  West  42d  St.,  N.  Y.  36. 


POSITION  WANTED 


Urologist — Board  eligible;  36;  married;  completed  residency 
in  Medical  Center,  desires  association  with  group,  clinic  or 
established  urologist.  Box  736  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1 .35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

386  Fourth  Avenue  New  York  16,  N.  Y. 


Association  in  OB  Gyn.  practice.  Have  just  completed  4 
year  residency.  Board  qualified.  Write  Box  710,  N.  Y.  St. 
Jr.  Med. 


Physicians,  internal  medicine  and  pediatrics,  wanted  for 
medical  group  providing  care  in  all  specialties  in  suburb  of 
New  York  City.  Box  735  N.  Y.  St.  Jr.  Med. 


Young  Board  Certified  Surgeon  wishes  to  join  group  or  busy 
surgeon  within  commuting  distance  of  Pelham,  New  York. 
Call  Pelham  8-3761.  Box  734,  N.  Y.  St.  Jr.  Med. 


G.  P.  for  July,  Aug.  in  attractive  town,  Finger  Lakes  area  of 
N.Y.  Fully  equipped  home-office.  Moderate  rental. 
Average  net  income  $1200  per  mo.  John  Ferger,  M.D., 
Dryden,  N.  Y. 


Physician,  age  33  Family,  Military  Service  completed,  Board 
Certified  General  Surgery  DNB,  desires  association  with  in- 
dividual or  group.  Small  community  and  General  Practice 
no  objection.  Box  741,  N.  Y.  St.  Jr.  Med. 


Active  General  Practice;  Insurance;  Compensation;  App’t 
School  physician.  Open  hospitals.  Good  income.  For  price 
of  equipment.  Northern  N.  Y.  Box  745,  N.  Y.  St.  Jr.  Med. 


Excellent  opportunity  physician  to  establish  practice.  None 
in  this  busy  western  Suffolk  County  community.  Share 
office  with  established  dentist.  WAlnut  1-3466. 


Physician  wishing  to  retire  offers  busy  general  practice 
with  home-office  combination.  Open  hospital.  Experience 
in  anesthesia  helpful.  Upstate  New  York.  Box  748, 
N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  331/*  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


FOR  RENT— UNIONDALE,  L.  I. 


Fully  equipped  est.  M.S.  office,  main  thorofare,  lucrative 
practice.  Dentist  shares  waiting  room.  Moving  to  West 
Coast.  Quarters  available  for  third  office  or  residence. 
Near  Hempstead  General  and  Meadowbrook  Hospitals. 
Excellent  income  property — Sale  optional.  Box  750,  N.  Y. 
St.  Jr.  Med. 


WANTED 


Obstetrician — General  Practitioner — interested  in  becoming 
associated  with  an  established  Internist — General  Practi- 
tioner in  a fast  growing  community  100  miles  from  New 
York  City.  No  investment  required.  Write  for  interview. 
Box  749,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Nassau  County,  3 rooms  in  building  with  active  G.P.,  near 
proposed  new  hospital,  suitable  ophthalmologist.  WA  1-0701. 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 
specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building: 
street  entrance;  apartment  residential  area;  concessions; 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


FOR  LEASE 


Prof,  zoned.  4Vfe  lge  rm  apt.  off  cent  hall  walkin  clos.  Main 
fl  1 or  2 rm  office,  2 fam,  Garden,  ect  Riverdale,  Yonkers 
N.  Y.  Yo-3-7262,  Mrs.  Heisler,  249  Valentine  La. 


OFFICE  SPACE  FOR  RENTING 


Beautiful  large  room  available  after  1 P.M.  at  30  Park 
Avenue,  New  York  City.  Ideal  for  psychiatrist.  Telephone 
mornings  Le  2-5441. 


TO  SHARE 


New  York  City.  74th  Street  between  Fifth  and  Madison 
Avenues.  Fully  equipped.  Flexible  arrangement.  Air 
conditioned.  Reasonable  rent.  Telephone:  BU  2-3444  or 

GR  3-5943. 


Dental  or  medical  office  available  in  small  prosperous  com- 
munity near  New  York  City.  Write  box  740  N.  Y.  St.  Jr. 
Med. 


Montclair,  N.  J. — professional  building — office  to  share — 
physicians  suite — rent  includes  air  conditioning,  heat,  electric- 
ity, daily  cleaning  service — private  parking — excellent  loca- 
tion. Call  Dr.  Mearin Pilgrim  4-5657. 


FOR  SALE  OR  RENT 


Professional  building,  North  Shore,  L.  I.  Established  Doc- 
tor’s corner  40  yrs.  On  main  thoroughfare.  One  acre.  On- 
site parking.  Landscaped.  Available  July  1st.  Ideal  for 
groups.  For  appointment  write:  Laurie  Patiky,  1078  New 
York  Ave.,  Huntington,  N.  Y.  HAmilton  7-7770. 


FOR  SALE 


House  office  combination,  2 car  garage  on  “Doctor’s  Row” 
in  Suffern,  Rockland  County.  Half  mile  to  hospital,  22 
miles  to  George  Washington  Bridge.  Call:  Suffern  5-0800. 


FOR  SALE 


Active  general  medical  practice  and  home-office  combination. 
Located  in  thriving  Nassau  county  community.  Owner  spe- 
cializing. Box  707,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


GENERAL  PRACTICE.  Town  3,000  near  Buffalo.  Gross 
$25,000  plus  $7,500  assured  income  from  morning  institu- 
tional work.  Should  net  over  $20,000  yearly.  Wish  to  sell 
home  and  adjacent  office  building.  Equipment  and  new  furni- 
ture optional.  2 modern  150-bed  hospitals  11  miles  away 
with  all  available  consultants.  Staff  positions  assured. 
Moving  south.  Wonderful  opportunity.  Box  743,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


A Meditron  Electromyograph  practically  new  for  a reason- 
able price.  If  interested,  please  contact  Mercy  Hospital  565 
Abbott  Road,  Buffalo,  N.  Y. 


FOR  SALE 


Jericho  (L.I.)  8V2  room  brick  split  level  on  oversized  corner 
plot.  Location  & layout  excellent  for  physician.  Pros- 
perous community  of  2000  homes.  No  doctor  in  immediate 
area.  Professional  landscaping,  4 bedrooms,  3 baths,  wood 
paneled  recreation  room,  2 car  garage.  Complete  G.E. 
equipped  kitchen  and  laundry.  $29,500.  Tel.  OV.  1-1772. 


FOR  SALE 


Home  and  Office.  General  Practice  established  fifteen 
years.  On  Thruway  20  miles  from  NYC.  Reason  for  leaving 
— specializing.  Box  742,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Busy  practice,  Brooklyn,  Office  with  X-ray,  EKG,  air- 
conditioned,  including  home  completely  furnished.  Leaving 
to  specialize. 

114  Arlington  Avenue,  Brooklyn  AP  7-1194 


Active  busy  general  practice.  For  sale  busy  Nassau  County 
community.  Large  home  office  combination  on  good  corner. 
Price  low.  Leaving  for  specialty.  Box  746,  N.  Y.  St.  Jr.  Med. 


Active  Practice:  general  and  minor  surgery,  major  if  desired. 
Compensation  and  Insurance  work.  Two  open  hospitals. 
Good  income.  Spacious  home  and  grounds.  Office  fully 
equipped.  Schools.  Sports.  Northern  N.Y.  Box  599, 
N.  Y.  St.  Jr.  Med. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE 


Schenectady,  N.  Y.  practice  and  home  of  late  Dr.  Harry 
Miller.  Best  professional  location  in  city  where  urgent  need 
for  eye  specialists  exists.  Active  patient  following  at  same 
address  over  22  years.  Phone  Mrs.  Miller,  DI  6-3152. 


FOR  SALE 


Authentic  Colonial  10  room  house  plus  servants  quarters, 
2 car  garage,  trout  stream  on  six  acres  of  land  2 miles  from 
Boston  N.Y.  Thruway. 

Excellent  business  possibilities  or  an  ideal  residential  prop- 
erty. Price  $20,000.  V2  cash. 

Contact:  Lawrence  F.  Graves,  D.D.S. 

9 Rittenhouse  PI. 

Ardmore,  Pa. 


FOR  SALE 


Physician’s  general  active  practice  5 room  office  or  office  and 
residence  low  rent  lease  equipment  also  gyn.  obst.  ped.  Bay 
Ridge  B’klyn.  Box  738  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


MASSAPEQUA ! Office  and  home  attached.  For  sale  or 
rent.  Occupied  by  M.D.  for  past  six  years.  Excellent  lo- 
cation— busv  thoroughfare.  Reasonable.  Available  July. 
Wells  1-2259. 


FOR  SALE 


Upstate  New  York — Adirondacks,  11,000  population.  13 
years  established  General  Practice  with  office  and  residence 
combined — $20,000.  Will  introduce.  Leaving  to  specialize. 
Write  Box  715,  N.  Y.  St.  Jr.  Med. 
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new!  multiple  dose  vials 

for  immediate  effect — 
always  carry  one  in  your  bag 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


Also  available: 
tablets,  ampuls,  Spansule 
sustained  release  capsule 
syrup  and  suppositories. 


Smith  Kline  & French 
Laboratories,  Philadelph 


. . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine."2 


CH,0 


the  least  toxic  of  its  class . . ,"3 


DOSE:  initial  - 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 

SUPPLIED:  Tablets  of  200  mg.,  bottles  of  100. 


A.L.,  Schuchter,  S.L.,  and  Harrison.  J.W.:  Cleveland  Clin.  Quart.  24:98.  Apr..  1957. 

«h,  A.G.,  and  Alexander,  L.J.:  The  Schoch  section,  Bu.lL  A.  Mil  Dermatologist*  5:26,  Nov.,  1956. 


:,  Theodore:  Arch.  Dermat.  73:672,  Jane,  1966. 


"It  has  a high  degree  of  clinical 
safety. . . It  is  considered 
to  be  the  preferred  antimalarial 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 

with  chloroquine  phosphate."1 


Drand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


uam,  bAmd,-igjoeSum  lUuiptf 

mM- 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  Vs  oz.  tubes. 


BURROUGHS  WELLCOME  & CO. 


(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Unexcelled 

advantages 


relaxes  both 


mind  and 
muscle 


Miltowir 


without 
impairing 
mental  or 
physical 
efficiency 

Tranquilizer  with 
muscle-relaxant  action 
The  original 
meprobamate, 
discovered  and 
introduced  by 

Mj*  WALLACE  LABORATORIES 
\kr  New  Brunswick,  New  Jersey 


2-methyl-2-n-propyl- 1,3-propanediol  dicarbamate 


CM-6931 
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Scientific  Articles 
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Nutrition  Excerpts 

The  Wheat  Protein  Effect  in  Celiac  Disease,  Richard  H.  Barnes,  Ph.D 1926 
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manages  both  the  psychic  and  somatic  symptoms 


2-methyl-2-n-propyl-  1,3-propanediol  dicarbamate 


Conjugated  Estrogens  (equine) 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 
Literature  and  samples  on  request . 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


0.4  mg. 


CMP-6671-38 
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Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARIN® 

conjugated  estrogens  (equine) 


Ayerst  Laboratories  • New  York  16,  New  York 


Montreal,  Canada 

5840 


1814 


THE  PHYSIOLOGIC  PLASMA  ELECTROLYTE 


Provides  ionic  concentrations  of  sodium,  chloride,  calcium 
and  magnesium  precisely  as  found  in  human  plasma . . . 
the  potassium  concentration  is  twice  that  of  normal 
plasma  and  bicarbonate  is  also  provided  in  twice  its 
plasma  concentration  in  the  form  of  metabolizable  pre- 
cursors, acetate  and  citrate. 

INDICATIONS:  Uncomplicated  medical,  surgical,  pediatric, 
orthopedic  and  urologic  cases  ...  to  counteract  dehydration 
...  to  expand  volume  of  plasma  and  intracellular  fluid  with- 
out distorting  ionic  composition  ...  to  prevent  postoperative 
potassium  deficiency  ...  to  restore  normal  plasma  electrolyte 
values  in  infantile  diarrhea  . . . and  in  the  management  of 
metabolic  acidosis. 


Because  of  the  unique  balance  of  its  components,  Plasma- 
lyte  promotes  normal  fluid  and  electrolyte  balances  without 
inducing  potassium  toxicity,  tetany  or  metabolic  acidosis. 

HOW  SUPPLIED:  Bottles  containing  500  ml.  and  1000  ml. 

Where  protein-sparing  effect  and  increased  caloric  infusion 
are  indicated,  specify 

RLASMALYTE  with  Travert®10% 

Bottles  containing  500  ml.  and  1000  ml. 
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Enhances  safety  when  more  potent  drugs 
are  needed. 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 


Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


Initial  dose,  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 


dihydrate  250  mg. 


in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  H tablet  q.i.d. 

Both  combinations  in  convenient 
single- tablet  form. 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

*Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med. 23:41 
(Jan.)  1958. 


just  two  tablets 
at  bedtime 
After  full  effect 
one  tablet  suffices 
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inaxar  STYRAMATE,  ARMOUR 

-hydroxy  2-phenylethyl  carbamate 


AN  ENTIRELY  NEW  CHEMICAL  STRUCTURE 


. . . unlike  any  other 
muscle  relaxant 
currently  available 


consistently  effective 

• rapid  onset  of  action 

• long  acting:  no  fleeting  effects 

• well  tolerated  by  the  G.I.  tract 

• won’t  cause  drowsiness  or 
dizziness 

• produces  no  adverse  psychic 
effects  even  on  prolonged 
administration 

• effective  in  low  dosage 


Each  Sinaxar  tablet  contains:  Dosage:  One  or  two  tablets  t.i.d. 

Styramate,  Armour  200  mg. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  ANO  COMPANY  • KANKAKEE.  ILLINOIS 
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more  rapid  and  lasting 
responses  in: 

atopic  dermatitis  (IS) 
eczematous  dermatoses 
pruritic  states 
psoriasis 

seborrheic  dermatitis 


Low  pH  (6.4)  approximates  skin’s  “acid 
mantle,”  does  not  alkalize  the  skin; 
therapeutically  cleanses  without 
discoloring  skin,  hair  or  tub. 

In  8 fl.  oz.,  quart,  gallon  bottles. 

Non-greasy,  “vanishing  cream”  type  of 
preparation  for  extended  tar  action; 
easily  washed  from  skin  or  clothing. 

In  1 oz.  tubes,  4 oz.  and  1 lb.  jars. 

particularly  effective  in  seborrea  capitis; 
will  not  darken  blonde  or  gray  hair; 
easily  rinses  out.  In  8 fl.  oz.  and  qt.  bottles. 

used  for  general  washing  where  skin  is 
involved  but  not  broken.  In  4 oz.  cakes. 

used  where  soap  is  contraindicated  or 
skin  is  broken;  low  pH  (6.6)  approximates 
“acid  mantle”  and  does  not  alkalize  skin. 
In  8 fl.  oz.  and  quart  bottles. 


Literature  and  samples  sent  on  request. 


& 

20  Cooper  Square  New  York  3,  N.  Y. 


Pharmaceutical  and  Research  Laboratories 
In  Canada:  W.  Sofin  Ltd.,  Montreal  25,  Quebec 
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A POINT  OF  VIEW  IN  *55  “At  this  time,  it  appears  that  the  problem  of  anti- 
biotic-resistant bacteria  is  the  greatest  fear  in  the  future  with  chronic  infections 
of  the  urinary  tract . . -”1 

A POINT  OF  FACT  IN  *58  . . This  prediction  has  proved  to  be  correct  for 

both  gram-positive  and  gram-negative  organisms.”2 

...WITH  ONE  NOTABLE  EXCEPTION  . . studies  indicate  that  microor- 
ganisms, in  vitro  and  in  vivo,  do  not  appear  to  develop  resistance  to  Furadantin.”3 

for  acute  and  chronic 
genitourinary  tract  infections 

FU  RADANTI N 


brand  of  nitrofurantoin 


average  furadantin  dosage:  In  acute,  complicated  or  refractory  cases  and  in 
chronic  infections— 100  mg.  q.i.d.,  with  meals  and  with  food  or  milk  on  retiring. 

REFERENCES  : l.  Flippin,  H.  F.:  Virginia  M.  Month.  82:436.  1966.  2.  Caswell,  H.  T.,  et  al. : Surg.  Gyn. 

Obst.  106  : 1,  1958.  3.  Nesbitt,  R.  E.  L.,  Jr.,  and  Young,  J.  E. : Obst.  Gyn.,  N.  Y.  10:89.  1967. 


NOW,  for  hospitalized  patients,  for  severe  urinary  tract  infections  when  peroral 
administration  of  Furadantin  is  not  feasible  and  for  serious  infections  as 
septicemia  (bacteremia):  FURADANTIN  IntVCLVenOUS  Solution 


NITROFURANS  ...  a new  class  of  antimicrobials  ...  o.n  ! 


extended  action  tablets  of  Codeine  with  Donnatal® 

Lights  out,  pain’s  out,  all  night  long  . . . 
Donnagesic,  the  first  12-hour  analgesic, 
gives  pain-free  nights  to  patients  with 
postsurgical  or  gastrointestinal  pain,  or 
other  sustained  somatic  and  visceral  dis- 
comfort. Donnagesic’s  subtly  balanced 
combination  of  codeine  and  Donnatal 
gives  more  analgesia  without  more  code- 
ine . . . with  fewer  codeine  side  effects. 


DONNAGESIC  No.  1 (pink)  CODEINE  Phosphate  (%  gr.) 
48.6  mg.  / Hyoscyamine  Sulfate  0.3111  mg. /Atropine 
Sulfate  0.0582  mg.  / Hyoscine  Hydrobromide  0.0195 
mg.  / Phenobarbital  (%  gr.)  48.6  mg. /also  available: 
DONNAGESIC  No.  2 (red)  containing  1 y2  gr.  (97.2  mg.) 
codeine  phosphate./Since  one  Donnagesic  Extentab  gives 
continuous  analgesia  for  10  to  12  hours,  it  replaces  the 
equivalent  dose  of  3 codeine  tabs  and  3 Donnatal  tabs,  and 
the  cost  is  practically  the  same./A.  H.  ROBINS  CO.,  INC., 
Richmond.  Va./Ethical  Pharmaceuticals  of  Merit  Sincel878 


"Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles, 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  s 


rheumatoid  arthritis 

involves  both 
joints  and 
muscles 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1 — supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe’s  Arthritis:  Hollander,  J.  L.,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


only 

MEPROLONE 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 
meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 


relieves  both 


muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & D0H ME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  Inc. 


•• 

YOU  CAN  \ 

•'  ENJOY  DIETING  **♦ 

• • 


Drink 


THE  NON-FATTENING  SOFT  DRINK 
THAT  CURBS  THE  URGE  TO  SNACK 


Patients  can  be  happy  though  dieting — 
when  you  recommend  No-Cal.  Absolutely 
non-fattening  No-Cal  really  tastes  good  . . . 
and  more  than  fills  the  bill  as  a refreshing 
snack  or  to  sparkle  drab  diet  meals. 

No-Cal  is  sweetened  with 
calcium  cyclamate.  Con- 
tains no  sugar,  no  salt,  no 
fats,  proteins  or  carbohy- 
drates with  no  calories  de- 
rived therefrom. 


It  is  completely  safe  for 
diabetics  and  patients  on 
salt-free,  sugar-free  and  re- 
ducing diets. 

8 Real  Rich  Flavors 
Plus  Salt-Free 
Club  Soda 

KIRSCH  BEVERAGES,  INC. 

B’KLYN  t,  N.  Y. 
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an 

entirely  new 

concept 

in 

broad-spectrum 
therapy 


Cosa  is  an  abbreviation  for  glucosamine,  a basic  substance 
older  than  man  himself,  found  throughout  the  human  body 
and  in  the  whole  spectrum  of  nature— lobster  shells  . . . 
mother’s  milk  . . . eggs  . . . gastric  mucin. ...  It  achieved  new 
importance  when  Pfizer  scientists  discovered  that  this 

interesting  compound  provided 
the  following  significant  advantages 
when  added  to  antibiotics  such  as 
tetracycline  and  oxy tetracycline: 


1 . Higher,  faster  antibiotic  blood  levels1 

2.  More  consistent  high  antibiotic  blood  levels2 

3.  Effective,  well-tolerated  broad-spectrum  therapy3-4*5 

4.  Safe,  physiological  potentiation  with  glucosamine, 
a nontoxic  human  metabolite6-7-8 


References:  1.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Antibiotic 
Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  2.  Carlozzi,  M.:  Ibid.  5:146 
(Feb.)  1958.  3.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  4.  Stone, 

M.  L.;  Bamford,  J.,  and  Bradley,  W.:  Antibiotic  Med.  & Clin.  Therapy  5:322 
(May)  1958.  5.  Combleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ibid.  5:328 
(May)  1958.  6.  West,  R.,  and  Clarke,  D.  H.:  J.  Clin.  Invest.  17:173 
(March)  1938.  7.  Jimenez-Diaz,  C.;  Aguirre,  M.,  and  Arjona,  E.:  Bull.  Inst. 
M.  Res.  Madrid  6:137  (Oct.-Dec.)  1953.  8.  Lerman,  S.;  Pogell,  B.  M., 
and  Lieb,  W.:  A.M.A.  Arch.  Ophth.  57:354  (March)  1957. 

Your  patients  will  do  better  when  you  choose  CO$A  antibiotics 


! CO$A.-tetracyn* 

I GLUCOSAM I N E-POTENTIATED TETRACYCLI NE 

This  excellently  tolerated  formu- 
lation provides  highest,  fastest 
blood  levels  of  tetracycline,  the 
most  widely  used  broad-spectrum 
antibiotic.  Capsules  (black  and 
white)  250  mg.  and  125  mg.; 
orange-flavored  Oral  Suspension, 
125  mg.  per  5 cc. 

Researching  the  future  — today 


co$a^signemycin* 

TRIACETYLOLEANDOMYCIN  GLUCOSAMINE- 
POTENTIATED  TETRACYCLINE 

Provides  broad-spectrum  anti- 
biotic activity  ( Cosa-Tetracyn) 
plus  triacetyloleandomycin  effec- 
tiveness against  many  organisms 
resistant  to  currently  used  antibi- 
otics. Recommended  for  home  or 
office  where  sensitivity  testing  is 
difficult  or  impractical.  Capsules 
(green  and  white)  250  mg.  and 
125  mg. 


COSA.-TERRAMYCIN* 

OXYTETRACYCLINE  WITH  GLUCOSAMINE 

A proven  standard  in  antibiotic 
therapy  for  over  8 years  now 
significantly  improved  through  (1) 
glucosamine  potentiation,  (2)  addi- 
tional recrystallizations  for  maxi- 
mum purity.  Capsules  (yellow) 
250  mg.  and  f25  mg.;  peach-fla- 
vored Oral  Suspension,  125  mg. 
per  5 cc. 


Pfizer  Laboratories,  Division , Chas.  Pfizer  6-  Co.,  Inc.,  Brooklyn  6,  N.  Y. 


♦Trademark 


\ 


Combines  Achromycin  V with  Nystatin 


SUPPLIED: 

capsules  contain  250  mg.  tetracycline 
hcI  equivalent  (phosphate-buffered) 
and  250,000  units  Nystatin,  oral  sus- 
pension (cherry-mint  flavored)  Each 
5 cc.  teaspoonful  contains  125  mg. 
tetracycline  hc!  equivalent  (phosphate- 
buffered)  and  125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body 
weight  per  day)  in  the  average  adult  is 
4 capsules  or  8 tsp.  of  Achrostatin  V 
per  day.  equivalent  to  1 Gm.  of  Achro- 
mycin V. 


Achrostatin  V combines  Achromy- 
cin! V . . . the  new  rapid-acting  oral 
form  of  AcHROMYCiNt  Tetracycline . . . 
noted  for  its  outstanding  effectiveness 
against  more  than  50  different  in- 
fections . . . and  Nystatin  . . . the  anti- 
fungal specific.  Achrostatin  V pro- 
vides particularly  effective  therapy  for 
those  patients  prone  to  monilial  over- 
growth during  a protracted  course  of 
antibiotic  treatment. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYAN  AM  1 0 COMPANY.  PEARL  RIVER.  NEW  YORK 

♦Trademark  (Reg.  U.  S.  Pat.  Off. 
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INDEX  TO  ADVERTISED  PRODUCTS 


Achromycin-V  (Lederle  Labs.,  Div.  Am.  Cyanamid 


Co.).  . 1838-1839 

Achrostatin-V  (Lederle  Labs.,  Div.  Am.  Cvanamid 

Co.) ; 1828 

Allergens  (Center  Laboratories,  Inc.) 1829 

Alma-Tar  (Schieffelin  Company; 1821 

Atarax  (J.  B.  Roerig  & Co.) 1837 

Auralgan  (Doho  Chemical  Company) 1833 

Azo  Gantrisin  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) Between  1840-1841 

Cardilate  (Burroughs  Wellcome  & Co.  Inc.) 1961 

Charcoal  Tablets  (Requa  Manufacturing  Company) . . 1969 

Co-Deltra  (Merck  Sharp  & Dohme,  Div.  Merck  & Co. 

Inc.) 1970-1971 

Co-Hydeltra  (Merck  Sharp  & Dohme,  Div.  Merck  & 

Co.  Inc.) 1970-1971 

Cosa,  (Pfizer  Labs.,  Div.  Chas.  Pfizer  Co.) 1827 

Darvon  (Eli  Lilly  & Co.) 1850 

Deaner  (Riker  Laboratories) 1848  1849 

Desitin  Baby  Lotion  (Desitin  Chemical  Company) . . . 1967 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  cover 

Donnagesic  Extentabs  (A.  H.  Robins  Company,  Inc.) . 1823 

Dramamine-d  (G.  D.  Searle  Company) 1855 

Flexilon  (McNeil  Laboratories) 1841 

Fostex  (Westwood  Pharmaceuticals) 1957 

Furadantin  (Eaton  Laboratories) 1822 

Gantrisin  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 1830 

Kondremul  (E.  L.  Patch  & Company) 1964 

Lactum  (Mead  Johnson  & Co.) 4th  cover 

Larylgan  (Doho  Chemical  Company) 1833 

Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 2nd  cover 

Meprolone  (Merck  Sharp  & Dohme,  Div.  Merck  & 

Co.) 1824-1825 

Meprospan  (Wallace  Laboratories) 1966 

Meprotabs  (Wallace  Laboratories) 1975 

Meti-Derm  (Schering  Corporation) 1843 

Milprem  (Wallace  Laboratories) 1813 

Miltown  (Wallace  Laboratories) 1811 

Neohydrin  (Lakeside  Laboratories) 3rd  cover 

Neo-Slowten  (E.  L.  Patch  & Co.) 1965 

Nostyn  (Ames  Company,  Inc.) 1832 


Nutramigen  (Mead  Johnson  & Co.) 4th  cover 

Olac  (Mead  Johnson  & Co.) 4th  cover 

Ortho  Kit  (Ortho  Pharmaceutical  Company) 1845 

O-Tos-Mo-San  (Doho  Chemical  Company) 1833 

Percodan  (Endo  Laboratories) 1832 

Percodan-Demi  (Endo  Laboratories) 1842 

Peritrate  (Warner  Chilcott) 1844 

Peritrate  with  Nitroglycerin  (Warner  Chilcott) 1856 

Plaquenil  (Winthrop  Laboratories) 1809 

Plasma  Lyte  (American  Hospital  Supply  Co.,  Baxter 

Labs.) 1815 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 1810 

Premarin  (Ayerst  Laboratories) 1814 

Probana  (Mead  Johnson  & Co.) 4th  cover 

Quiactin  (William  S.  Merrell  Company) 1834  -1835 

Rauwiloid  (Riker  Laboratories) 1817 

Rhinalgan  (Doho  Chemical  Company) 1833 

Robaxin  (A.  H.  Robins  Company,  Inc.) 1837 

Seco-Synatan  (Irwin  Neisler  & Co.) 1831 

Sinaxar  (Armour  Laboratories) 1819 

Sobee  (Mead  Johnson  & Co.) 4th  cover 

Synatan  (Irwin  Neisler  & Co.) 1831 

Synatan  Forte  (Irwin  Neisler  & Co.) 1831 

Tensodin  (Knoll  Pharmaceutical  Company) 1969 

Thorazine  (Smith  Kline  & French) 1846 

Triaminic  (Smith-Dorsey,  Div.  of  The  Wander  Co.) . . 1847 

Vesprin  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 1840 

Dietary  Foods 

Coca  Cola  (Coca  Cola  Co.) 1976 

No-Cal  (Kirsch  Beverages,  Inc.) 1826 

Soyalac  (Loma  Linda  Food  Co.) 1959 

Medical  and  Surgical  Supplies 

BasalMeter  (Liebel-Flarsheim,  Div.  Ritter  Co.) 1953 

Filter  Queen  (Health  Mor) 1963 

Miscellaneous 

Sulphur  Baths  (White  Sulphur  Baths,  Inc.) 1969 


diagnostic 

and  therapeutic 


. .We  have  had  greatest 
success  with  extracts 
prepared  by 
Center  Laboratories  . . 


Silbert,  N.  E.,  Ciba  Clinical  Symposia;  6:  86:  May  1954 


Complete  allergy  service  from  solution  to  syringe 

Write  for  complete  literature  and  prices  on  our  complete  line. 

CENTER  LABORATORIES,  INC. 

Port  Washington,  New  York 
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More  than 
enough 
Gantrisin 
Tablets 
to  encircle 
the  earth- 


If  all  the  Gantrisin  tablets*  produced  and  used 
since  the  introduction  of  this  single,  soluble 
sulfonamide  were  placed  "end  to  end,"  the  distance 
would  exceed  24,000  miles --more  than  enough  to 
encircle  the  globe  at  the  equator. 

This  acceptance  by  the  medical  profession  is 
overwhelming  evidence  of  the  clinical  usefulness, 
efficacy  and  safety  of  Gantrisin. 

*More  than  3 billion  tablets  (liquids  and  other 
forms  not  included) . 


Original  Research  in  Medicine  and  Chemistry 


GANTRISIN®— brand  of  sulfisoxazole 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 

Nut  ley  10,  N.  J. 
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to  achieve  oral  repository  therapy 

DURABOND®  is  a true  repository  technic  for  prolonging  therapeutic  effects  from  a 
single  dose  of  oral  medication.  In  Durabond  a large  molecular  weight  polyvalent 
base  acts  as  a bonding  agent  and  releases  medication  uniformly,  gradually  and  over 
a prolonged  period,  independently  of  intestinal  motility,  specific  pH  or  any  other 
physiologic  factor.  Durabond  employs  no  enteric  coatings,  waxes,  resins  or  any  other 
‘‘drug  traps.”  The  amount  of  drug  given  is  the  amount  released  ...  all  is  available 
for  absorption.  All  Synatan  products  incorporate  the  Durabond  Principle. 


Synatan 


SecoSynatan 


Synatan  Forte 


for  control  of 
appetite  and  mood 

Each  Synatan  tabule  contains: 
Tanphetamin  (d-amphetamine  tannate) 
17.5  mg. 

in  a protocolloid  complex. 

Indications:  Whenever  sustained,  con- 
trolled tanphetamin  therapy  is  desired 
for  obesity;  premenstrual,  menopausal 
and  postpartum  depressions;  neurasthe- 
nia; fatigue  due  to  secondary  anemia  or 
other  chronic  illness;  geriatric  depres- 
sion; alcoholism,  and  drug-induced  drow- 
siness. 

Dosage:  1 or  2 tabules  at  10  a.m.  for  all- 
day control.  For  prescription  economy, 
prescribe  in  bottles  of  50. 


for  control  of  appetite  and 
mood  in  emotionally 
disturbed  patients 

Each  Seco-Synatan  tabule  contains: 
Tanphetamin  (d-amphetamine  tannate) 
17.5  mg. 

Secobarbital 35.0  mg. 

in  a protocolloid  complex. 

Indications:  In  addition  to  controlling  the 
patient's  appetite,  Seco-Synatan  breaks 
the  barrier  of  depression  . . . creates  a 
sense  of  well-being . . . buffers  the  patient 
against  the  ups  and  downs  of  his  environ- 
ment. 

Dosage:  1 or  2 tabules  at  10  a.m.  for  all- 
day control.  For  prescription  economy, 
available  in  bottles  of  50. 


for  greater  anorexic  action 
and  control  of  mood 

A higher  potency  form  of  Synatan. 

Each  tabule  contains: 

Tanphetamin  (d-amphetamine  tannate) 
26.25  mg. 

in  a protocolloid  complex. 

Indications:  Whenever  higher  potency 
tanphetamin  therapy  is  desirable. 
Dosage:  1 or  2 tabules  at  10  a.m.,  or  1 
tabule  before  breakfast  and  1 before 
lunch,  for  all-day  control. 


Your  pharmacist  has  been  especially 
alerted  to  provide  additional  information 
regarding  Neisler  prescription  specialties. 


Irwin , Neisler  & Co, 
Decatur , Illinois 
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if  your  patient  wears  tinted  glasses 
and  sighs  frequently. . .? 

She  may  have  an  anxiety  state.  The  tinted  glasses  may  be  worn  as  a shield 
against  the  world  — and  to  relieve  the  photophobia  resulting  from  pupillary  dila- 
tation caused  by  anxiety-induced  hyperadrenalism.  The  sighs  may  be  a result  of 
fatigue  from  emotional  unrest. 

Source— Meyer,  O.  O.:  Northwest  Med.  53:1006,  1954. 


4 findings  from  a recent  study* 

calmative  nostyri 

1.  Anxiety  and  nervous  tension  appeared  to  be  most 
benefited  by  Nostyn. 

2.  Seventy  per  cent  of  patients  obtained  some  degree 
of  relief. 

3.  Greater  inward  security  and  serenity  were  experi- 
enced and  expressed. 

4.  Mental  depression  did  not  develop  in  patients  pre- 
viously depressed  by  meprobamate  or  a similar  drug. 


Ectylurea,  Ames 
(2-ethyl-m-crotonylurea) 

dosage:  150-300  mg.  (Vi  or 
1 tablet)  three  or  four  times 
daily,  supplied:  Nostyn  tab- 
lets, 300  mg.,  scored.  Bottles 
of  48  and  500. 


’)Bauer,  H.  G.;  Seegers,  W.; 
Krawzoff,  M.,  and  McGavack, 
T.  H.:  New  York  J.  Med. 
58: 520  (Feb.  15)  1958. 
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JUST  AS  A REMINDER 


B.tu.T /yu)dua&  fa Ae*n&ynJev  / 


AURALGAN 


IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 


0-T0S-M0-SAN 


BROAD-SPECTRUM 
THERAPY  WITHOUT 
ANTIBIOTICS 


RHINALGAN 


SAFE! 

"NOT  JUST  ANOTHER 
DECONGESTANT" 


LARYLGAN 


FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 


D O H O CHEMICAL  CORP.,  100  VARICK  ST.,  NEW  YORK  13,  N.Y. 
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FINALLY ! A TRANQUILIZER 
THAT  WILL 


SHORT  OF  DROWSINESS 


for  quieting 


quiactin— in  the  recommended  dose— one  400  mg.  tablet  q.i.d., 
provides  greater  tranquility  with  less  drowsiness  and  more  pro- 
longed activity.1  quiactin  is  remarkably  nontoxic,  noncumulative 
i and  has  no  withdrawal  symptoms.1'3 


Structurally,  quiactin  is  a completely  new  tranquilizer... thera- 
peutically, it’s  different... stops  before  it  goes  farther  than  patient 
comfort  or  safety  allows,  quiactin  does  not  push  the  patient 
beyond  tranquility  into  lassitude,  dullness,  depression. 


| 1.  Proctor,  R.  C.:  Dis.  Nerv.  Sys.  18:223, 1957. 

2.  Feuss,  C.  D.,  and  Gragg,  L.,  Jr.:  Dis.  Nerv.  Sys.  18:29, 1957. 

3.  Coats,  E.  A.,  and  Gray,  R.  W. : Dis.  Nerv.  Sys.  18 : 191, 1957. 


THE  W M.  S.  MERRELL  COMPANY  New  York  . CINCINNATI 


Registered  Trademark:  Quiactin 
St.  Thomas,  Ontario  Another  Exclusive  Product  of  Original  Merrell  Research 
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FIRST— clinically  confirmed  for  belter  management!  c 
of  psychotic  patients 

NOW— clinically  confirmed  as  an  improved 
antiemetic  agent 


PROMPT,  POTENT  and  LONG-LASTING  ANTIEMETIC  ACTIVITY 


Clinical  investigators * report  that  in  clinical  studies 


Post- 

operatively 

After 

Nitrogen 

Mustard 

Therapy 

In  Chronic 
Nausea  and 
Vomiting 

In  Infections, 
Intra-abdominal 
Disease,  and 
Carcinomatosis 

In 

Neurosurgical 

Diagnostic 

Procedures 

In 

Pregnancy 
When  Vomiting 
is  Persistent 


VESPRIN 

■ showed  potent  antiemetic  action 

■ completely  relieved  nausea  and  vomiting  in  small 
intravenous  doses 

■ showed  a prolonged  antiemetic.effect 

■ caused  little  or  no  pain  at  injection  site 

■ controlled  chronic  nausea  and  vomiting  in 
orally  administered  doses 

■ produced  relief  in  certain  cases  refractory  to  other  antiemetics 

■ often  markedly  depressed  or  abolished  the  gag  reflex 

■ effectively  terminated  the  hard-to-control  nausea  and 
vomiting  common  to  nitrogen  mustard  therapy 

■ provided  prophylaxis  against  the  nausea  and 
vomiting  associated  with  pneumoencephalography 


♦Reports  to  the  Squibb  Institute  for  Medical  Research 


antiemetic  dosage:  Intravenous  route- 8 mg.  average  single  dose;  dosage  range  5 to  10  mg. 

Intramuscular  route  — 15  mg.  average  single  dose;  dosage  range  5 to  15  mg. 
Oral  route  — 10  to  20  mg.  initially,  subsequently  10  mg.  t.i.d. 


supply : Parenteral  Solution— 1 cc.  ampuls  (20  mg./cc.) 

Oral  Tablets— 10  mg.,  25  mg.,  50  mg.,  in  bottles  of  50  and  500 


Squibb 


r'^0, 

'■-nr1 

SQUIBB 


Squibb  Quality -the  Priceless  Ingredient 


•VESPRIN'  IS  A fauiBS  TRAOEMARK 
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Supply:  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 


Comments  by  investigators  on 


(Methocarbamol  Robins.  U.S.  Pat.  No.  2770649) 


-the  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 

PUBLISHED  REFERENCES:  1.  Carpenter.  E.  B.:  Southern  Medical  Journal  51:627,  1958. 
2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1938.  3.  Little,  J.  M.,  and  Truitt,  E.  B.,  Jr.:  J.  Pharm. 
& Exper.  Therap.  119:161.  1957.  4.  Morgan,  A.  M.,  Truitt,  E.  B.,  Jr.,  and  Little,  J.  M.:  J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374,  1957.  S.  O’Doherty,  D.  S.,  and  Shields,  C.  D.:  J.A.M.A. 
167:160,  1958.  6.  Park,  H.  W.:  J.A.M.A.  167:168,  1958.  7.  Truitt,  E.  B.,  Jr.,  and  Patterson, 
R.  B.,  Proc.  Soc.  Ex  per.  Bio.  & Med.  95:422,  1957.  8.  Truitt,  E.  B.,  Jr.,  Patterson,  R.  B., 
Morgan,  A.  M. , and  Little,  J.  M.:  J.  Pharm.  & Exper.  Therap.  119:189,  1957. 

' 


THE  JOURNAL 


"In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . ."2 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Vo. 

Ethical  Pharmaceuticals  of  Merit  since  1878 

Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm 1 2 5 


I 

CONDITION  i PATIENTS 

RESPONSE 

STUDY  l1 

“marked” 

moderate 

slight 

none 

Skeletal  muscle 

spasm  secondary  to 

acute  trauma 

33 

26 

6 

1 

— 

STUDY  2 2 

“pronounced” 

Herniated  disc 

39 

25 

13 



1 

Ligamentous  strains 

8 

4 

4 

— 

— 

Torticollis 

3 

3 





— 

Whiplash  injury 

3 

2 

1 

— 

— 

Contusions, 

fractures,  and 

muscle  soreness 

due  to  accidents 

5 

3 

2 

— 

— 

STUDY  3s 

"excellent” 

Herniated  disc 

8 

6 

2 



___ 

Acute  fibromyositis 

8 

8 







Torticollis 

1 

— 

— 

1 

— 

STUDY  46 

"significant” 

Pyramidal  tract 

and  acute  myalgic 

disorders 

30 

27 

— 

2 

1 

TOTALS 

138 

104 

28 

4 

2 

(75.3%) 

(20.3%) 

THE  JOURNAL 

American  Medical  Association 


"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm."5 


THE  JOURNAL 

American  Medical  Association 


"In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."6 


Southern 

Medial  lounnit 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."1 


I 

I 


ACHROMYCIN*  V 

Tetracycline  and  Citric  Acid  Lederle 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently, 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms, 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
physicians  in  every  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of  AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
atarax  because  (+)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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he’ll  soon  be  on  the  beam  again,  thanks  to 


(Flexin®  + Tylenol®) 


sprains 


Flexilon  gets  them  back  on  the  job  fast.  Each 
tablet  contains : 


Flexin  Zoxazolaminej: 125  mg. 


The  most  effective  oral  skeletal  muscle  relaxant. 


Tylenol  Acetaminophen 300  mg. 


The  preferred  analgesic  for  painful  musculoskeletal 


disorders. 


SUPPLIED:  Tablets,  enteric  coated,  orange,  bottles  of  50. 
(tstructural  steel  worker  — construction  workers’  slang.) 


LABORATORIES,  INC  . PHILADELPHIA  32,  PA. 


• Trade-mark 
tO.  S.  Patent  Pending 
I56A58 


"'She  said  she 

couldn't  do  any  _ 

gardening  today 


"And  the  pain 
away  fast . . . P 
like  1, 2,  3 


ISAV  GRANAPMA 

WER 
^URT 
SO  * * 


E2S£» 


"But  then  she  took 

those  nice  pills  _ 

Doctor  gave  her 


FOR  PAIN 

Percodan 

(Salts  of  Dihydrohydroxycodeinone  X A BLPTQ 

and  Homatropine,  plus  APC)  1 **  ° c 1 ^ 

d#,/ /^NEW 

Percodan- 

Demi 


ACTS  FASTER... 

usually  within  5-15  minutes 

LASTS  LONGER  . . . 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES  . . . 

excellent  for  chronic  or  bedridden  patients 

VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  PERCODAN-DEMI  pro- 
vides the  PERCODAN  formula  with  one-half  the  amount 
of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

average  ADULT  dose:  1 tablet  ever y 6 hours.  May  be 
habit-forming.  Available  through  all  pharmacies. 

Each  PERCODAN*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

*U.  S.  Pat.  2,628,185 


tpdd 


ENDO  LABORATORIES 
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WANTED 


BY  ALL  DERMATOLOGISTS 


A TOPICAL  “METI’STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


NAME 


METI-DERM  CREAM  0.5% 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram- nonstaining,  water-washable  base- 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 


supplied:  10  Gm.  tube. 

Meti—T.M.™  brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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OR  ALLERGY  Pi 


anginaphobia:  must  he  live  in  fear? 

For  the  angina  patient,  fear  of  attack  often  restricts  even 
normal  activity.  With  Peritrate,  you  can  restore  confidence  and  help 
the  patient  live  more  fully— within  the  limits  of  his  disability. 

Peritrate 


WARNER-CHI  L.COTT 


prescribing 
a diaphragm 
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Thorazine* 
Spansule* 
capsules 
can  help 
the  chronic 
alcoholic 
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With  only  one  dose  ql2h,  ‘Thorazine’  Spansule 
capsules  give  the  chronic  alcoholic  continuous 
relief  from  anxiety  and  tension  24  hours  a day. 
This  sustained  ‘Thorazine’  therapy  helps  him  to 
refrain  from  drinking  and  makes  him  more 
amenable  to  your  counsel  and  guidance. 

‘Thorazine’  Spansule  capsules  give  you  better 
control  over  your  patient’s  course  of  therapy, 
too.  The  ql2h  dosage  regimen  eliminates  the 
risk  of  forgotten  midday  doses  and  consequent 
medication-free  intervals  that  can  be  dangerous. 

‘Thorazine’  Spansule  capsules  are  available  in 
four  dosage  strengths:  30  mg.,  75  mg.,  150  mg. 
and  200  mg.  ‘Thorazine’  is  also  available  in 
tablets,  ampuls,  syrup,  suppositories  and  the 
new  10  cc.  (250  mg.)  multiple  dose  vials. 

Smith  Kline  & French  Laboratories  (^)  Philadelphia  1 

first  J in  sustained  release  oral  medication 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
t T.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


running  noses . . . 


caused  by  pollen  allergies 


TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— $ to  4 hours  of  relief 
from  the  outer  layer 


then— 3 to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HC1  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


TRIAMINIC  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

'Trademark 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  V\  Triaminic 
Tablet  or  V2  Triaminic  Juvelet. 


r m~~\  • • • ® 

1 riaminic 

SMITH-DORSEY  . a division  of  The  Wander  Company*  Lincoln,  Nebraska  .Peterborough,  Canada 
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Reports  from  Investigators 


In  medical  student  volunteers, 
*Deaner’  produced  increased  daytime 
energy  and  attentiveness  at  lectures, 
sounder  sleep  (with  a reduction  in 
the  hours  of  sleep  needed),  better 
ability  to  concentrate  on  both  study- 
ing and  writing,  decreased  apprehen- 
siveness prior  to  and  during  examina- 
tions, a more  affable  mood  and 
outspoken  personality. 

1.  Murphree,  H.B.,  Jr.;  Jenney,  E.H.,  and 
Pfeiffer,  C.C.:  2-Dimethylaminoethanol  as  a 
Central  Nervous  System  Stimulant.  Presented 
before  Assoc,  for  Research  in  Nervous  and 
Mental  Disease,  New  York,  Dec.  12-14,  1957. 
To  be  published. 


In  Exhaustion  and  Depression— In 
a study  of  over  100  patients  suffering 
from  various  psychiatric  disorders, 
especially  exhaustion  and  mild  de- 
pression, the  clinical  effect  of 
'Deaner*  was  to  increase  energy  and 
to  relieve  depression  in  over  70%. 

2.  Lemere,  F.,  and  Lasater,  J.H.:  Am.  J. 

Psychiat.  114'- 655  (Jan.)  1958. 

In  Learning  Problems— Some  of  the 
children  with  reading  problems  and 
other  learning  defects  have  improved 
markedly  during  their  treatment  with 
'Deaner.  3 0ettinger>  L>:  To 

" be  published. 
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2-dimethylaminoethanol  (deanol) 


Totally  New  Molecule  for  the  Treatment  of 

Chronic  Fatigue  States 
Mild  Depression 
Chronic  Headache 
Migraine 
Neurasthenia 

In  extensive  clinical  trials,  DEANER  has  proved  to  be  of  value  in  that  large 
contingent  of  patients  with  vague,  undefined  symptoms,  who  feel  under  par 
and  lack  energy  or  are  mildly  depressed. 

Patients  with  chronic  headache  including  migraine  are  benefited. 

Advantages  of  ‘Deaner’ 

Effects  come  on  gradually  and  are  prolonged  . . . 

Without  causing  hyperirritability,  jitteriness  or 
emotional  tension  . . . 

Without  causing  excess  motor  activity  ... 

Without  causing  loss  of  appetite  . . . 

Without  elevating  blood  pressure  or  heart  rate  . . . 

Without  sudden  letdown  on  discontinuance  of 
therapy. 

Another  \KIKey  First 

ANGELES 


Dosage 

Initially,  1 tablet  (25  mg.)  daily  in 
the  morning.  Maintenance  dose,  1 
to  3 tablets  (25  mg.  to  75  mg.)  for 
adults;  Vi  to  3 tablets  for  children. 
Full  benefits  may  require  two  weeks 
or  more  of  therapy. 

* Deaner ’ is  supplied  in  25  mg. 
scored  tablets  in  bottles  of  100. 


\ * / 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  Lilly)  is  equally  as 
potent  as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nau- 
sea or  constipation,  are  minimal. 
You  will  find  'Darvon’  helpful  in 
any  condition  associated  with  pain. 
The  usual  adult  dose  is  32  mg. 
every  four  hours  or  65  mg.  every 
six  hours  as  needed.  Available  in 
32  and  65-mg.  pulvules. 


DARVON  COMPOUND  (Dextro 
Propoxyphene  and  Acetylsalicylic 
Acid  Compound,  Lilly)  combines  the 
antipyretic  and  anti-inflammatory 
benefits  of  'A.S.A.  Compound’*  with 
the  analgesic  properties  of  'Darvon.’ 
Thus,  it  is  useful  in  relieving  pain  as- 
sociated with  recurrent  or  chronic  dis- 
ease, such  as  neuralgia,  neuritis,  or 
arthritis,  as  well  as  acute  pain  of  trau- 
matic origin.  The  usual  adult  dose  is 
1 or  2 pulvules  every  six  hours  as 
needed. 


Each  Pulvule  ‘Darvon  Compound’  provides: 

' Darvon ’ 

Acetophenetidin 

'A.S.A.’  {Acetylsalicylic  Acid,  Lilly) . . . . 
Caffeine  

*’A.S.A.  Compound’  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lill 

ELI  LILLYAND  COM  PA  NY*  INDIANAPOLIS  6 
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New  Captain  of 

Experience  with  the  widespread  round  of 
respiratory  infections  which  we  have  had 
this  past  winter  shows  that  where  fatalities 
have  occurred  the  causative  organism  has 
frequently  been  the  hemolytic  staphylococcus 
aureus.  In  the  severe  cases  the  upper  re- 
spiratory infection  has  rapidly  developed  into 
a necrotizing  bronchitis  and  bronchiolitis 
with  multiple  areas  of  discrete  and  confluent 
bronchopneumonia. 

The  frustrating  part  of  it  is  that  this 
organism  is  a highly  adaptable  parasite  and 
that  it  is  resistant  to  the  broad  spectrum 
antibiotics  in  common  use.  It  has  been 
found,  however,  that  three  groups  of  anti- 
biotics are  of  value,  namely  novobiocin, 
chloramphenicol,  and  nitrofurantoin. 

The  attack  on  this  killer  should  be  many- 
faceted  and  ought  to  include  the  following. 
First,  determine  whether  you  are  dealing 

The 

The  New  York  Herald  Tribune 1 asks  edi- 
torially, “Who’s  been  walking  around  on  the 
bottom  of  the  Arctic  Ocean?”  Personally, 
we  enter  a disclaimer,  and  on  behalf  of  the 
membership  of  the  Medical  Society  of  the 
State  of  New  York  we  think  it  is  improbable 
that  any  of  our  physician  friends  would  take 
kindly  to  this  bizarre  form  of  exercise  or  pre- 
scribe it  for  a patient,  but — one  never  knows. 
Assuming  that  we  are  correct  in  our  self- 
imposed  task  of  eliminating  the  doctors  of 
the  Empire  State  from  this  general  accusa- 
tion by  inference,  cannot  this  elimination  be 
credited  to  the  Society  as  its  contribution  to 
the  International  Geophysical  Year? 

It  seems  that,  reportedly,  “Some  Colum- 
bia University  scientists,  taking  photographs 


1 Editorial:  New  York  Herald  Tribune,  Feb.  25,  1958,  p. 
20. 


the  Men  of  Death 

with  this  organism  by  nose  and  throat  cul- 
ture, sputum  culture,  and  blood  culture  be- 
fore any  antibiotic  is  given.  If  the  staphy- 
lococcus is  implicated  or  if  the  clinical  de- 
velopment causes  suspicion,  do  not  waste 
time  with  other  antibiotics,  but  use  one  of 
the  three  groups  intensively.  Also,  since 
intramural  cross-infection  of  debilitated  pa- 
tients is  a strong  probability,  attendants 
should  observe  scrupulous  toilet  of  the  hands 
and  ought  to  be  thickly  masked  not  with  one 
layer  but  with  two  or  three  layers  of  gauze 
to  obstruct  droplet  dissemination.  Some 
institutions  have  even  gone  so  far  as  to 
screen  all  personnel  by  nose  and  throat  cul- 
ture and  eliminate  carriers  from  contact 
with  such  patients. 

In  dealing  with  this  formidable  foe  the 
doctor  must  be  as  wily  as  his  antagonist. — 
W.  H. 

Thing 

of  the  Arctic  floor  as  their  contribution  to 
the  International  Geophysical  Year,  have 
just  come  up  with  evidence  of  mysterious 
tracks  at  the  bottom  of  the  icy  ocean,  and 
aren’t  sure  just  what  is  making  them.” 
We  should  like  to  be  helpful  in  solving  this 
whodunit  but  find  the  evidence  sadly  de- 
ficient. The  Tribune  is  perhaps  understand- 
ably reticent  on  such  matters  as  for  instance, 
direction.  Did  the  tracks  go  this-a-way  or 
that-a-way?  In  the  Arctic,  we  seem  to  re- 
member, direction  is  either  around  or  South. 

This  affords  us  a clue.  If  whatever  made 
the  tracks  went  around,  did  it  go  around  this- 
a-way  or  that-a-way?  Could  it  have  been  a 
prehistoric  ringworm?  But  either  way 
wouldn’t  get  it  anywhere.  If  it  went  South, 
now  that  seems  an  argument  for  a rudimen- 
tary intelligence,  or  does  it?  Possibly  only 
photosensitiveness  after  all!  Or  a primitive 


1852 


New  York  State  J.  Med. 


EDITORIALS 


arge  to  find  out  what’s  cooking  at  Miami? 
Yes,  even  a possible  desire  or  migratory  im- 
pulse to  visit  a cousin  at  Loch  Ness.  If 
memory  serves  us,  this  is  nearly  the  season  of 
the  year  for  monsters  of  the  deep  to  break 
into  the  news. 

We  hope  that  by  eliminating  the  doctors 
as  possible  suspects  we  have  narrowed  the 


field  and  thus  made  our  modest  contribution 
to  the  I.G.Y.  True,  we  have  not  materially 
aided  the  Columbia  scientists  except  to  fur- 
nish, gratis,  some  possible  motivations  for 
the  itinerant  “Thing.”  But  at  any  rate  we 
have  added  our  trifle  of  confusion  to  the  cur- 
rent submarine  mystery  as  an  underwater 
agent  of  the  I.G.Y. 


e- 

te, 

)f 
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Respect  for  Law  by  Law  Enforcers: 


Let  All  Obey  Traffic  Rules 


. We  face  grave  problems  with  teenagers, 
v They  show  little  respect  for  law.  All  about 
> them  they  see  violation  of  law  without 
punishment.  You  and  I see  it.  Perhaps  you 
and  I violate  the  law  and  expect  immunity 
through  being  physicians.  The  kids  are 
expected  to  obey  laws.  They  insist  they 

(break  only  nuisance  ones — minor  infractions. 
They  cite  examples.  Your  car  and  mine 
with  M.D.  license  plates  are  double  parked, 
I parked  too  close  to  a fire  hydrant,  or  parked 
in  a bus  stop.  Or  they  are  parked  over- 
night with  hope  and  promise  of  immunity 
through  the  device  of  a placard  from  the 
local  medical  society  or  an  honorary  police 
or  fire  surgeon  sticker.  Cars  less  favored 
have  tags  on  the  windshield  wiper.  They 
i mean  fines  of  five  or  fifteen  dollars.  Teen- 
! agers  recognize  those  tickets.  They  may 
not  be  able  to  read  them,  but  they  recognize 


the  green  ticket  easily  enough.  They  count 
the  cars  without  tickets  breaking  the  same 
traffic  regulations  but  bearing  low  number 
license  plates  or  special  signs.  Thus  un- 
punished violation  of  the  law  has  an  in- 
fluence on  the  teenager,  and  it  is  a bad  one. 
The  late  Clarence  Darrow  made  a great 
point  about  all  of  us  being  law  violators. 
We  physicians  should  not  obviously  become 
law  breakers  without  punishment. 

Let  the  police  enforce  the  law  without 
having  to  weigh  the  possible  dire  consequence 
of  tagging  a car  belonging  to  a person  with 
influence.  The  sight  of  a green  tag  on  a 
car  bearing  distinctive  license  plates  is  an 
excellent  object  lesson  for  the  prevention  of 
delinquency. 

Prevention  is  better  than  cure.  Let  all  of 
us  obey  the  laws.  Including  the  honorable 
police  and  fire  surgeons. — H.  G. 


Editorial  Comment 


Standards  of  Practice  for  Doctors  and 
Lawyers.  It  has  been  recognized  for  some 
time  that  mutual  problems  exist  for  both  the 
medical  and  the  legal  professions  in  this 
State.  In  1957  the  New  York  State 
Journal  of  Medicine1  published  “Stand- 
ards of  Practice  for  Doctors  and  Lawyers” 
as  a joint  enterprise  of  the  two  professions. 

At  a joint  meeting  of  special  committees 
of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Bar  Associa- 

1  New  York  State  J.  Med.  57 : 2867  (Sept.  1)  1957. 


tion  held  at  the  Hotel  Biltmore,  New  York 
City,  March  13,  1958,  legal  and  medical 
representatives  reported  that  they  were 
greatly  encouraged  by  the  results  following 
the  adoption  of  “Standards  of  Practice  for 
Doctors  and  Lawyers,”  approved  a year  ago 
by  both  organizations. 

The  Standards  give  practical  pointers  and 
concrete  suggestions  for  efficiently  carrying 
out  legal  procedures.  Improved  relations, 
the  representatives  said,  had  been  noted 
throughout  the  State  in  the  cooperative  ef- 
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forts  of  doctors  and  lawyers  handling  court 
cases.  The  purpose  of  the  meeting  was  to 
revaluate  and  reaffirm  the  Standards  as 
promised  in  the  original  document. 

Although  agreeing  that  no  changes  had  to 
be  made  at  this  time,  the  committees  made 
plans  to  stimulate  local  bar  associations  and 
medical  societies  in  implementing  the  Stand- 
ards. An  intensive  campaign  will  soon  be 
launched  to  have  more  of  these  groups  hold 
grass  roots  conferences  to  iron  out  mutual 
problems  and  to  set  up  standards  adapted  to 
local  needs,  as  many  already  have  done.  A 
drive  also  will  be  made  to  induce  more  as- 
sociations and  societies  to  establish  joint 
medical-legal  committees  to  take  care  of 
occasional  difficulties  that  arise  from  time  to 
time  affecting  both  professions.  Similar 
committees  are  now  active  in  many  areas. 

The  two  committees  spearheading  the 
campaign  to  improve  public  and  professional 
relations  are  the  Subcommittee  on  Cooper- 
ation with  Media  of  Information  of  the 
Medical  Society  of  the  State  of  New  York, 
led  by  John  C.  McClintock,  M.D.,  of  Al- 
bany, and  the  New  York  State  Bar  Associa- 
tion Committee  to  confer  with  the  Medical 
Society  of  the  State  of  New  York,  headed  by 
Charles  Margett,  Esq.,  of  Queens  County. 

“The  primary  objective  of  the  joint  en- 
deavors of  the  State  Medical  Society  and 
Bar  Association/’  Dr.  McClintock  pointed 
out,  “is  to  protect  the  legal  rights  of  pa- 
tients and  clients  while  promoting  the  just 
and  speedy  disposition  of  personal  injury 
cases.  To  accomplish  this  end,  every  effort 
is  being  made  to  enlist  the  cooperation  of  in- 
dividual doctors  and  lawyers  in  dealing  with 
one  another,  through  planned  programs  of 
their  county  and  district  organizations.” 

In  nearly  every  area  of  the  State  there  are 
local  service  clubs,  chambers  of  commerce, 
posts  of  the  American  Legion,  and  Veterans 
of  Foreign  Wars,  some  or  all  of  which  might 
be  interested  to  bring  together  at  the  “grass 
roots”  representatives  of  the  two  professions 
for  such  discussions.  Why?  Because  the 
public  has  a vital  interest  in  the  solution  of 
these  problems.  These  citizens  are  the  pa- 


tients and  clients  of  whom  Dr.  McClintock 
spoke.  Their  interest  is  paramount.  Civic 
organizations  could  be  hosts  to  the  local  pro- 
fessions. The  “ Standards  of  Practice”  could 
well  be  used  as  a guide  to  the  discussions. 

Study  of  Insurance  Plans  Proposed.  In 

a message  to  the  Legislature  dated  February 
25,  1958,  Governor  Harriman  proposed  and  j 
requested  approval  for  a study  of  the  Blue 
Cross  and  Blue  Shield  plans  operating  in  the 
State.  It  is  pointed  out  that  the  laws  gov- 
erning these  rapidly  growing  plans  are  in 
need  of  modernization.  Says  the  Governor, 
in  part: 

In  a recent  decision  disapproving  an  appli- 
cation by  the  Associated  Hospital  Service 
(Blue  Cross)  of  New  York,  for  an  increase  in 
subscriber  rates  approximating  40  per  cent, 
the  Superintendent  of  Insurance  indicated  that, 
in  several  significant  respects,  the  operations  of 
these  plans  were  beyond  his  purview.  He  also 
indicated  the  need  for  a change  in  the  statutory 
requirements  relative  to  the  maintenance  of  a 
contingent  surplus  fund.  Legislation  has  been 
introduced  to  permit  a reduction  in  these  funds. 
The  moneys  so  released  can  be  used  to  pay  ■ 
claims  and  expenses.  This  proposed  change  will 
permit  a greater  degree  of  flexibility,  while  at 
the  same  time  recognizing  the  needs  of  the  plans 
- to  be  able  to  meet  unexpected  contingencies. 
It  will  also  permit  requests  for  changes  in  sub-  j 
scriber  rates  to  be  determined  by  the  Super- 
intendent of  Insurance  on  a more  realistic 
basis. 

It  would  seem  to  be  only  common  sense 
and  certainly  in  the  public  interest  to  re- 
view the  plans  from  time  to  time  in  the  light 
of  the  rapid  social  and  other  changes  that  are 
taking  place  in  our  economy,  especially  as 
there  has  been  no  “ Thorough  review  of  their 
operations,  conducted  by  an  impartial  body” 
since  the  1930’s. 

The  entire  message  was  reproduced  on  page 
1594  of  the  May  1 issue  for  the  information  of 
our  membership.  We  feel  that  few  will  dis- 
agree with  the  intent  of  the  study  and  that 
most  will  concur  in  the  proposed  plan  to  im- 
plement it.  We  urge  all  to  read  it  carefully. 
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brand  of  dlmenhydrinate  with  dextro-amphetamine  sulfate 


EFFECTIVELY  TREATS  THE  NAUSEA  AND 
KEEPS  THE  PATIENT  ALERT 


When  prescribing  an  antinauseant  and 
drowsiness  is  undesirable,  Dramamine-Z) 
alleviates1’6  the  nausea  yet  keeps  the 
patient  alert. 

Dramamine-Z)  is  available  on 
prescription  only. 

Each  scored,  orange  tablet  of  Dramamine-Z) 
contains  50  mg.  of  Dramamine  and  5 mg.  of 
dextro-amphetamine  sulfate. 
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The  Evaluation  of  Metabolic  Factors  in 

Hypertension 
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I From  the  Jewish  Hospital  of  Brooklyn  and  the  State  University  of  New  York , College  of  Medicine,  at  New 

York  City) 


In  the  past  several  decades  considerable  prog- 
ress has  been  made  in  our  understanding  of 
[hypertensive  vascular  disease.  Effective  sur- 
gical procedures1-3  and  the  various  recently  de- 
veloped hypotensive  drugs,1 * * 4’5  though  not  proving 
any  etiologic  hypothesis,  have  given  insight  and 
better  understanding  of  the  mechanisms  in- 
volved . Yet  many  questions  remain  unanswered . 
The  clinical  course  which  any  case  of  hyperten- 
sion will  follow  is  unpredictable.  As  a question  in 

I point,  individuals  with  marked  elevation  of  both 
the  systolic  and  diastolic  blood  pressure  readings 
have  been  known  to  live  many  years  symptom 
I free,  without  evidence  of  cardiac  enlargement, 
and  showing  normal  electrocardiographic  tracings 
i (case  1),  while  cases  with  only  mild  elevation  of 
the  blood  pressure  readings  may  develop  marked 
cardiac  enlargement,  evidence  of  severe  strain 
electrocardiographically,  and  early  left  ventricu- 
lar failure  (case  2) . 

1 Case  Reports 

Case  1. — R.  B.  was  a forty-six-year-old,  white, 

married  male  salesman  in  whom  hypertension  was 

first  discovered  while  he  was  in  military  service 
during  a routine  examination  for  overseas  duty  in 
1943.  After  a period  of  hospitalization  he  received 
a medical  discharge  from  the  Army.  His  past  his- 
tory was  entirely  negative.  A maternal  grand- 
mother had  hypertension.  He  has  been  observed 

in  the  clinic  at  regular  intervals  for  thirteen  years. 
He  has  remained  symptom  free.  His  blood  pressure 
has  ranged  between  180  and  220  systolic  over  120 
to  135  diastolic.  On  physical  examination  his  ret- 
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inal  arteries  showed  a mild  angiospastic  tendency 
and  his  aortic  second  sound  was  accentuated. 
There  were  no  other  abnormal  physical  findings. 
Urinalysis  and  blood  studies  were  normal.  Blood 
chemistry  studies,  including  a glucose  tolerance 
curve,  showed  normal  figures.  Electrocardiograms 
(Fig.  1)  were  within  normal  limits.  A chest  x-ray 
(Fig.  2)  showed  a mild  tortuosity  of  the  aorta,  but 
the  cardiac  size  and  configuration  was  well  within 
normal  limits. 


Case  2. — W.  Z.  was  a forty-four-year-old,  white, 
married  male  clerk,  in  whom  mild  hypertension  was 
first  discovered  during  a routine  medical  examination 
at  the  time  of  his  discharge  from  the  Army  in  1945. 
There  was  nothing  of  significance  in  his  past  history. 
His  service  in  the  Army  included  overseas  duty. 
In  his  family  history  his  father  died  of  coronary 
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Fig.  3.  W.  Z„  June  16,  1954. 


disease,  and  an  older  brother  suffers  from  coronary 
insufficiency.  In  1948  he  started  complaining  of 
exertional  dyspnea  but  was  able  to  continue  at  his 
work.  In  1950  he  was  hospitalized  in  an  attack  of 
acute  left  heart  failure.  He  responded  well  to  treat- 
ment. Since  then  he  has  been  maintained  in  a fair 
state  of  compensation  on  digitalis  and  mercurial 
diuretics  at  regular  intervals.  He  has  been  under 
frequent  observation  since  the  h}rpertension  was 
first  discovered  in  1945.  His  blood  pressure  at  no 
time  recorded  above  160  to  170  systolic  over  90  to 
100  diastolic.  On  physical  examination  the  eye 


grounds  showed  grade  2 hypertensive  retinal  changes. 
His  heart  percussed  enlarged  in  the  transverse  diam- 
eter. A grade  3 sclerotic  systolic  murmur  was 
heard  at  the  apex  and  transmitted  toward  the  base 
and  to  the  axilla.  The  aortic  second  sound  was 
accentuated.  Scattered  moist  rales  were  heard  at 
both  bases  posteriorly.  The  liver  was  palpable 
2 fingerbreadths  below  the  costal  margin  but  was 
not  tender.  There  was  no  edema  or  cyanosis.  ] 
Urinalysis  showed  a faint  trace  of  albumen  but  was  I 
otherwise  normal.  His  blood  study  was  normal,  n 
Blood  chemistry  showed  a urea  nitrogen  of  20  mg. 
per  cent  and  a positive  glucose  tolerance  curve.  ■ 
All  other  figures  were  normal.  Electrocardiograms  I 
(Fig.  3)  show  evidence  of  a severe  left  ventricular  I 
hypertrophy  and  strain  pattern.  Chest  x-ray  I 
(Fig.  4)  shows  an  elongation  and  tortuosity  of  the  I 
aorta  and  an  increase  in  the  transverse  diameter  of  fl 
the  heart.  Multiple  views  of  the  heart  indicate  that  I 
this  is  due  to  left  ventricular  enlargement. 


as 


These  cases  were  ideal  for  the  purpose  of  our  1 
study  because  they  are  in  the  same  age  group  I 
and  it  was  possible  to  follow  their  clinical  courses  I 
practically  from  the  inception  of  the  hyperten-  I 
sion  and  at  regular  intervals  since  then.  The  I 
picture  they  present  is  one  that  might  be  called  a 
clinical  paradox.  An  attempt  at  better  under- 
standing of  these  clinical  patterns  prompted  this 
study. 

One  hundred  and  five  consecutive  ambulatory  [ 
hypertensive  cases  referred  to  our  cardiac  clinic  i 
were  studied.  Patients  with  a positive  diabetic 
history  were  not  included. 
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TABLE  I. — 'Blood  Studies  in  Cases  op  Hypertensive  Vascular  Disease 


Test 

Normal 

Number 
of  Cases 

Per  Cent 
Normal 

Remarks 

Urea  nitrogen 

10  to  15  mg.  per  cent 

100 

96 

Uric  acid 

4 to  6 mg.  per  cent 

59 

100 

Chlorides 

450  to  550  mg.  per  cent 

24 

100 

Sodium 

139  to  152  mEq./l 

27 

92.5 

Slightly  elevated  in  two  patients 
(7.5  per  cent) 

Potassium 

4.1  to  5.6  mEq./l 

27 

85 

Slightly  elevated  in  four  patients 
(15  per  cent) 

Glucose 

80  to  100  mg.  per  cent 

105 

26.7 

Elevated  in  76  patients  (72.3  per  cent) 

Total  cholesterol 

150  to  240  mg.  per  cent 

100 

68 

Elevated  in  32  patients  (32  per  cent) 

Cholesterol  esters 

50  to  66  per  cent 

85 

48 

Elevated  in  44  patients  (52  per  cent) 

Liver  function  tests 

73 

91.7 

Slightly  elevated  Bromsulphalein  in 
six  patients  (8.3  per  cent) 

Analysis  of  Results 

Table  I shows  the  result  of  the  blood  investiga- 
tions. The  urea  nitrogen  was  normal  in  96  per 
cent  of  100  cases,  slightly  elevated  in  three  cases, 
and  markedly  elevated  in  one  case  of  renal  in- 
sufficiency. Uric  acid,  chlorides,  calcium,  and 
phosphorus  figures  were  normal  in  all  cases  where 
done.  Sodium  was  normal  in  92.5  per  cent  of 
cases  and  slightly  elevated  in  two  of  27  cases 
studied.  Our  findings  are  not  consistent  with  the 
findings  of  Kylin  and  Elmquist6  who  reported  on 
a small  series  of  hypertensive  cases  where  serum 
determinations  showed  a small  but  definite  ele- 
vation of  the  sodium.  Potassium  was  normal  in 
85  per  cent  of  cases  and  slightly  elevated  in  four 
out  of  27  cases.  The  total  blood  cholesterol  was 
normal  in  68  per  cent  of  100  cases  and  elevated  in 
32  per  cent  of  the  cases  studied.  Glucose  toler- 
ance curves  were  normal  in  only  26.7  per  cent 
and  elevated  in  72.3  per  cent  of  105  cases  studied. 

Liver  function  tests  were  done  in  73  cases.  Of 
these,  91.7  per  cent  were  normal.  There  was  a 
slight  elevation  of  the  Bromsulphalein  in  6,  or 
8.3  per  cent  of  the  cases.  Bradley7  reported  that 
during  the  course  of  hypertensive  disease  the 
liver  function  remains  normal.  He  stated  further 
that  jaundice  and  other  manifestations  of  hepatic 
dysfunction  may  occur  independently  or  as  a re- 
sult of  congestive  heart  failure. 

Renal  function  tests,  including  phenolsulfon- 
phthalein,  urea  clearance,  and  dilution  and  con- 
centration tests  on  the  urine,  were  done  in  30 
cases  and  found  normal  in  all  except  one  case 
that  proved  to  be  one  of  renal  insufficiency. 

Basal  metabolic  studies  were  done  in  80  cases. 
Thirty-six  or  45  per  cent,  showed  high  readings 
(over  plus  10)  and  nine,  or  11.2  per  cent,  showed 
low  readings  (under  minus  10).  It  has  been  re- 
ported that  hypertensives  with  high  basal  meta- 
bolic readings  have  a normal  radioactive  iodine 


TABLE  II. — Glucose  Tolerance  Tests  in  50  Normal 
Individuals* 


Age  (Years) 

Number  of  Patients 
with  Positive 
Glucose  Tolerance 

Per  Cent  of 
Patients 

16  to  38 

1 out  of  20 

5 

39  to  59 

3 out  of  20 

15 

61  to  76 

2 out  of  10 

20 

* True  blood  sugar  determinations,  Somogyi  method,  by 
Mosenthal  and  Barry.10 


uptake.8  It  would  seem,  therefore,  that  the  in- 
creased metabolism  is  not  due  to  a hyperthyroid 
factor. 

Comment 

While  the  total  cholesterol  was  high  in  32  per 
cent  of  the  cases  and  the  percentage  of  cholesterol 
esters  was  high  in  52  per  cent  of  the  cases,  the 
significant  finding  in  this  study  is  the  high  per- 
centage of  patients  (72.3  per  cent)  having  posi- 
tive glucose  tolerance  curves.  Moyer  and 
Womack9  reported  no  diabetic  curves  in  a group 
of  103  normal  controls.  Table  II  shows  a study 
of  glucose  tolerance  curves  in  50  normal  individ- 
uals by  Mosenthal  and  Barry10  showing  an 
over-all  average  of  12  per  cent  with  positive 
curves  using  the  Somogyi  method.  We  used  the 
same  method  and  criteria  in  our  study. 

The  frequency  of  the  occurrence  of  high  glucose 
tolerance  curves  in  hypertension  has  long  been 
known.  O’Hare11  in  1920  was  possibly  the  first 
to  make  note  of  this.  There  have  been  a number 
of  reports  since  then.12  Attention  has  been  called 
to  the  occurrence  of  high  glucose  tolerance  curves 
in  cases  having  the  combination  of  hypertension 
and  obesity.13-14  However,  the  clinical  signifi- 
cance of  these  findings  were  neither  evaluated 
nor  clearly  understood. 

Dressier15  recently  did  glucose  tolerance  curves 
on  a series  of  cases  of  coronary  sclerosis  and  found 
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TABLE  III.  —Analysis  of  105  Cases  of  Hypertension  in  Relation  to  Unsuspected  Hyperglycemia* 


Types  of  Cases 

Number 
of  Cases 

Per  Cent 
of  Cases 

Number  of 
Cases  with 
Hyperglycemia 

Per  Cent  of 
Cases  with 
Hyperglycemia 

Age 

Under  50  years 

34 

30 

22 

64.7 

Over  50  years 

71 

70 

54 

76 

Arteriosclerotic  history 

40 

31 

75 

Obesity  (20  pounds  overweight) 

20 

18 

90 

Smoking 

Heavy 

33 

27 

82 

Mild 

47 

29 

62 

None 

18 

12 

66.7 

Family  history 

Diabetes 

19 

17 

84.2 

Hypertension 

34 

21 

61.7 

Obesity 

18 

10 

55 

Arteriosclerosis 

25 

18 

72 

Basal  metabolism  studies  (80  cases  studied) 

High  readings  (over  + 10) 

36 

45 

25 

69.4 

Low  readings  (under  — 10) 

9 

11.2 

6 

66.7 

X-ray  evidence  of  cardiac  enlargement  (104  cases  studied) 

19 

18.2 

17 

90 

Eye  ground  hypertensive  changes  (77  cases  studied) 

61 

79.2 

46 

75.4 

Electrocardiogram  evidence  of  hypertensive  strain 

52 

49.5 

40 

76.9 

Cholesterol  total  elevated  (100  cases  studied) 

32 

32 

24 

75 

Cholesterol  esters  per  cent  elevated  (85  cases  studied) 

44 

52.8 

33 

75 
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* The  number  of  cases  with  hyperglycemia  was  76  (72.3  per  cent)  out  of  the  105  cases  studied. 


a high  percentage  of  positive  curves.  In  the 
light  of  his  findings  we  studied  a small  series  of 
14  cases  of  advanced  coronary  disease  and  found 
positive  glucose  tolerance  curves  in  nine,  or 
64.2  per  cent,  of  the  cases.  With  this  in  mind  we 
decided  to  study  the  relationship  of  the  occur- 
rence of  high  glucose  tolerance  curves  to  the  var- 
ious clinical  and  laboratory  data  in  our  series  of 
cases  which  suggested  a stigma  of  arteriosclerosis. 
Table  III  summarizes  our  observations.  The 
ages  of  our  group  of  cases  ranged  from  twenty- 
two  to  seventy-eight.  Of  these,  34  or  30  per 
cent,  were  under  the  age  of  fifty,  and  71  or  70 
per  cent  were  over  the  age  of  fifty.  Of  the  34 
patients  under  the  age  of  fifty,  22,  or  64.7  per 
cent  had  positive  glucose  tolerance  curves,  while 
54  of  the  71  cases  over  the  age  of  fifty,  or  76 
per  cent  had  positive  glucose  tolerance  curves. 
It  would  appear  that  the  percentage  of  cases  with 
positive  glucose  tolerance  curves  increases  with 
the  higher  age  group  as  does  the  incidence  of 
arteriosclerosis.  A review  of  Table  II  showing 
the  percentage  of  positive  glucose  tolerance 
curves  in  normal  individuals  shows  that  the  per- 
centage, though  small,  nevertheless  does  increase 
with  the  advancing  age,  as  would  the  incidence 
of  arteriosclerosis  even  in  so-called  normal  in- 
dividuals. 

Of  the  105  cases  of  hypertension  40  per  cent 
gave  a history  suggestive  of  coronary  sclerosis  or 
arteriosclerosis  elsewhere.  Of  the  40  cases  31,  or 
75  per  cent,  had  positive  glucose  tolerance  curves. 
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Of  the  40  cases  13  had  old  histories  of  myocardial 
infarctions,  more  conclusive  evidence  that  these 
patients  had  coronary  sclerosis.  Of  these  13 
cases  11,  or  84.6  per  cent,  had  positive  glucose 
tolerance  curves. 

Of  the  105  cases  20  were  obese  (more  than  20 
pounds  over  the  normal  estimated  weight),  and 
of  these  18,  or  90  per  cent,  had  positive  glucose 
tolerance  curves.  Our  findings  are  consistent 
with  the  reports  of  other  observers13-14  who  found 
a high  incidence  of  positive  glucose  tolerance 
curves  in  patients  having  both  hypertension  and 
obesity.  While  an  exact  relationship  between 
obesity  and  arteriosclerosis  has  not  been  estab- 
lished, Scherf  and  Boyd18  state  that  arteriosclero- 
sis is  more  common  in  certain  types  of  obesity. 

Of  the  105  cases  33  were  heavy  smokers,  and 
of  these  27,  or  82  per  cent,  had  high  glucose  toler- 
ance curves.  There  were  47  mild  smokers,  and 
29  of  these,  or  62  per  cent,  have  high  curves. 
There  were  18  nonsmokers,  and  of  these  12,  or 
66.6  per  cent,  had  high  curves.  The  high  per- 
centage of  positive  curves  in  the  case  of  the  heavy 
smokers  is  of  significance  to  those  who  believe 
that  heavy  smoking  is  a potent  factor  in  the  path- 
ogenesis of  coronary  sclerosis. 

There  was  a family  history  of  diabetes  in  19  of 
the  patients  and  17  of  these,  or  84.2  per  cent,  had 
high  glucose  tolerance  curves.  Thirty-four  of  the 
patients  had  a family  history  of  hypertension, 
and  21  of  these,  or  61.7  per  cent  had  high  curves. 
Eighteen  patients  had  a family  history  of  obesity, 
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and  of  these  ten  or  55  per  cent,  had  high  curves. 
Twenty-five  of  the  patients  had  a family  history 
of  arteriosclerosis,  and  of  these  18,  or  72  per  cent, 
had  high  curves.  It  is  of  interest  to  note  that 
while  the  number  of  cases  having  a family  history 
of  hypertension  was  higher  than  those  with  a 
family  history  of  arteriosclerosis,  there  was  a 
higher  percentage  of  high  glucose  tolerance  curves 
in  the  cases  with  a family  history  of  arteriosclero- 
sis than  in  those  with  a family  history  of  hyper- 
tension. 

X-ray  evidence  of  cardiac  enlargement  was  ob- 
served in  19  out  of  104  cases,  and  17,  or  90  per 
cent,  of  these  had  high  glucose  tolerance  curves. 
This  is  significant  because  arteriosclerosis  of  the 
coronary  arteries  is  commonly  found  in  cases  of 
hypertension  that  develop  cardiac  hypertrophy. 

Positive  eye  ground  changes  were  observed  in 
61  out  of  77  cases  and  46,  or  75.4  per  cent,  of 
these  had  high  glucose  tolerance  curves. 

Electrocardiographic  evidence  of  hypertensive 
strain  was  present  in  52  out  of  105  cases,  and  40, 
or  76.9  per  cent,  of  these  had  high  glucose  toler- 
ance curves.  While  White  et  at.11  and  other  ob- 
servers consider  the  strain  pattern  a result  of  pres- 
sure stress  upon  the  heart,  a view  supported  by 
the  dramatic  return  of  the  electrocardiograms  to 
normal  in  some  cases  following  the  return  of  the 
arterial  pressure  to  normal  after  lumbodorsal 
sympathectomy,  Filley18  found  a good  correlation 
of  the  strain  pattern  with  the  presence  of  arterio- 
sclerosis of  the  coronary  arteries,  and  he  suggests 
that  the  relative  sufficiency  of  these  vessels  is  in- 
creased by  reducing  the  work  of  the  heart  con- 
comitant with  the  lowering  of  the  arterial  pres- 
sure. Goldring19  stated  that  there  is  evidence 
that  the  vascular  disease  may  persist  and  pro- 
gress even  after  the  reduction  in  the  blood  pres- 
sure. 

Elevated  total  cholesterol  figures  were  found 
in  32  out  of  100  cases,  and  of  these  24,  or  75  per 
cent,  had  high  glucose  tolerance  curves.  A high 
percentage  of  cholesterol  esters  was  found  in  44 
out  of  85  cases,  and  33,  or  75  per  cent,  of  these 
had  high  glucose  tolerance  curves.  Both  a high 
total  cholesterol  and  a high  percentage  of  cho- 
lesterol esters  are  frequently  observed  in  arterio- 
sclerosis. 

Our  observations  suggest  that  there  is  a rela- 
tionship between  the  frequency  of  the  occurrence 
of  high  glucose  tolerance  curves  and  the  various 
clinical  and  laboratory  data  in  our  series  of  cases 
which  may  be  considered  as  stigma  of  arterio- 


sclerosis. The  relationship  of  hyperglycemia  to 
arteriosclerosis  is  not  clear.  Whether  the  hyper- 
glycemia here  observed  is  the  manifestation  of  a 
true  diabetes  is  questionable.  Duncan20  states 
that  arteriosclerosis  per  se  is  not  a cause  of  dia- 
betes. He  reasons  that  if  it  were,  the  incidence 
of  diabetes  would  not  be  decreasing  during  the 
phase  of  life  in  which  arteriosclerosis  is  on  the  in- 
crease. However,  a hyperglycemic  tendency 
may  favor  the  occurrence  or  accelerate  the  degree 
of  arteriosclerosis  as  is'  the  case  in  true  diabetes. 
The  cause  of  hyperglycemia  in  hypertension  and 
arteriosclerosis  is  not  known.  O’Hare11  sug- 
gested arteriosclerosis  of  the  arteries  of  the  pan- 
creas as  the  cause,  but  Joslin  et  al.n  found  marked 
arteriosclerosis  of  the  pancreatic  arteries  in  only 
23  of  484  autopsies  and  concluded  that  arterio- 
sclerosis as  a factor  in  the  etiology  of  diabetes  is 
hardly  of  great  significance. 

Goldring  and  Chasis22  found  that  coronary  in- 
sufficiency occurs  more  frequently  among  hyper- 
tensives than  among  nonhypertensives  of  the 
same  age  group.  Bradley7  in  a comprehensive  re- 
view of  the  subject  also  stated  that  it  is  an  ac- 
cepted fact  that  arteriosclerosis  is  more  common  in 
hypertensives  than  in  normotensives  of  the  same 
age.  He  further  states  that  when  arteriosclero- 
sis does  occur,  it  is  apt  to  be  more  severe  because 
it  is  believed  that  hypertension  may  accelerate 
the  arteriosclerotic  process.  Rosenberg23  in 
discussing  the  cerebral  complications  of  hyper- 
tension stated  that  there  is  no  connection  be- 
tween the  severity  and  duration  of  the  elevated 
blood  pressure  and  the  arterial  changes.  The 
same  may  hold  true  for  arteriosclerosis  elsewhere 
in  the  body,  and  thus  a mild  hypertension  may  be 
associated  with  severe  coronary  arteriosclerosis. 

Summary 

1.  One  hundred  and  five  male  ambulatory 
clinic  cases  of  hypertension  were  studied. 

2.  Of  these  cases  72.3  per  cent  had  high  glu- 
cose tolerance  curves. 

3.  A relationship  was  demonstrated  between 
the  frequency  of  occurrence  of  high  glucose  toler- 
ance curves  and  the  various  clinical  and  labora- 
tory data  in  this  series  of  cases  which  could  be  con- 
sidered as  stigma  of  arteriosclerosis. 

Conclusions 

This  stud}^  suggests  that  it  is  not  the  hyper- 
tension per  se  but  rather  the  degree  of  concomi- 
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tant  arteriosclerosis  which  determines  the  course 
which  a case  of  hypertension  will  follow. 
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Plasma  Storage  Eliminates  Danger  from  Hepatitis 


A recent  four-year  study  has  given  additional 
proof  that  storage  of  pooled  blood  plasma  at  room 
temperature  eliminates  the  danger  of  hepatitis  being 
transmitted  by  the  plasma. 

Hepatitis,  a liver  disease,  is  caused  by  a virus 
which  may  be  transmitted  through  transfusion  of 
whole  blood  or  plasma. 

The  study  was  conducted  at  the  University  of 
Cincinnati  College  of  Medicine  and  Cincinnati 
General  Hospital  between  January,  1953  and 
January,  1957.  The  survey  included  282  patients 
who  were  given  plasma  taken  from  4,892  donors. 
This  plasma  was  pooled  and  stored  at  room  temper- 
ature for  six  months.  None  of  the  recipients  de- 
veloped hepatitis. 

The  authors,  Dr.  Paul  I.  Hoxworth  and  Walter 
E.  Haesler,  Jr.,  B.S.,  said  several  methods  for  cir- 
cumventing the  problem  of  hepatitis  virus  trans- 
mission by  plasma  have  been  tried  since  World  War 
II  when  the  problem  first  became  apparent.  All 
methods  were  unsuccessful  in  eliminating  virus  ac- 
tivity in  the  plasma. 

Among  the  methods  tried  were:  ultraviolet  irra- 

diation of  the  plasma;  addition  of  chemicals  to  de- 
stroy virus  activity,  and  elimination  of  pooling,  in 
which  plasma  from  several  persons  is  put  together 
without  regard  to  blood  type.  Storing  of  pooled 
plasma  at  room  temperature  was  suggested  in  1951. 


The  Cincinnati  study  indicates  that  the  storage 
method  is  “a  practicable  and  effective  solution”  to 
the  plasma-hepatitis  problem  and  plasma  can  now 
be.  given  to  patients  without  concern  over  the  trans-  j 
mission  of  serum  hepatitis. 

This  inability  to  detect  hepatitis  in  the  study 
group  “is  in  sharp  contrast”  to  all  previous  ex- 
periences with  untreated  and  irradiated  pooled 
plasma,  in  which  the  infection  rate  has  Iranged 
from  one  per  cent  in  small  pools  of  six  or  eight 
units  to  22  per  cent  in  larger  pools. 

In  addition  to  causing  the  virus  to  lose  its  ac- 
tivity, the  storage  method  has  permitted  a return  to 
pooling  and  has  removed  the  limitation  imposed 
by  the  use  of  group-specific  plasma,  a requirement 
that  had  eliminated  one  of  the  most  important  ad-  j 
vantages  of  plasma — use  in  the  treatment  of  shock  j 
while  waiting  for  whole  blood  to  be  matched. 

Under  the  new  method  it  is  possible  for  many 
blood  banks  to  salvage  plasma  from  outdated  blood 
which  is  now  being  wasted.  The  survey  indicates 
that  plasma,  when  stored,  will  remain  suitable  and 
effective  for  an  indefinite  period  of  time. 

The  storage  method  is  simple  and  adaptable  to 
existing  blood  bank  facilities.  It  requires  only  the 
ordinary  safeguards  necessary  to  insure  other  re- 
quirements for  suitability  of  plasma. — Journal  of  the 
American  Medical  Association , March , 1958 
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Intestinal  Amebiasis  in  Rochester,  New  York 

MAURICE  L.  KELLEY,  JR.,  M.D.,  ROCHESTER,  NEW  YORK* 

{From  the  Department  of  Medicine,  University  of  Rochester  School  of  Medicine  and  Dentistry,  and  the 
Department  of  Medicine  of  Strong  Memorial  Hospital ) 


It  is  well  recognized  that  infestation  with 
Endamoeba  histolytica  is  not  unusual  in  the 
northeastern  United  States.  The  rate  of  asymp- 
tomatic cyst  passers  in  this  area  has  been  esti- 
mated at  from  3 to  5 per  cent.1-3  The  prevalence 
of  symptomatic  amebic  dysentery,  however,  is 
low  in  New  York  State,  except  in  hospitals  for  the 
mentally  ill,  where  personal  habits  favor  the 
fecal-oral  spread  of  the  organism.2  Although 
patients  with  clinical  manifestations  of  intestinal 
amebiasis  are  not  common  in  this  section  of  the 
country,  they  do  occasionally  appear,  and  the 
diagnosis  may  elude  the  physician  who  does  not 
keep  the  possibility  in  mind.  The  problem  be- 
comes even  more  difficult  because  of  the  indi- 
viduals seen  so  frequently  in  medical  practice 
who  have  diarrhea  of  a nonspecific  (possibly 
viral)  etiology  or  functional  gastrointestinal  com- 
plaints. The  rare  patient  with  amebiasis  is  easily 
missed  among  the  large  number  of  cases  in  this 
category. 

It  is  hoped  that  the  following  presentation  will 
be  of  help  in  elucidating  some  of  the  features  of 
intestinal  amebiasis  as  seen  at  the  present  time  in 
western  New  York  State.  The  study  is  not  an 
attempt  to  determine  the  frequency  of  amebic  in- 
festation or  the  efficacy  of  any  particular  type  of 
treatment. 

This  report  concerns  30  patients  with  intestinal 
amebiasis  who  were  seen  at  Strong  Memorial  and 
Rochester  Municipal  Hospitals  during  a three- 
year  period  (1954-1956).  The  group  consisted 
of  17  men  and  13  women.  The  youngest  pa- 
tient was  a nine-year-old  boy  and  the  oldest 
a seventy-five-year-old  white  dishwasher  with 
chronic  lymphatic  leukemia.  The  majority  of 
the  patients  (21)  were  between  the  ages  of  twenty 
and  fifty.  The  patients  were  all  native  born 
Americans  with  the  exception  of  one  Puerto  Rican 
and  one  Mexican.  Twenty-six  were  Caucasians 
and  four  were  Negroes. 

Diagnostic  Data 

Identification  of  Amebae. — Organisms 

identified  as  E.  histolytica  were  in  all  instances 

Present  address:  Mayo  Clinic,  Rochester,  Minnesota. 


confirmed  by  Dr.  Albert  Ritterson,  instructor  in 
parasitology  and  bacteriology.  Wet  preparations 
with  saline  and  iodine  were  used.  Trophozoites 
and  cysts  were  found  in  12  patients.  Tropho- 
zoites alone  were  seen  in  five  cases,  and  in  13 
patients  cysts  only  were  identified.  In  22  pa- 
tients the  protozoa  were  found  in  the  stool,  and  in 
eight  cases  swabs  from  the  rectum  or  sigmoid  were 
positive.  In  one  patient  trophozoites  were  seen 
in  swabs  from  an  ulcer  of  the  skin  and  cysts  were 
found  in  the  stool. 

Symptomatology. — Twenty-four  patients  had 
the  major  complaint  of  diarrhea,  consisting  of  four 
or  more  loose  watery  stools  a day.  Eleven  of 
these  had  noted  blood  in  the  stool.  Thirteen 
denied  the  presence  of  blood.  Of  these  24  pa- 
tients nine  experienced  crampy  abdominal  pain. 
Two  noted  weakness  and  fatigability  and  two 
weight  loss.  The  duration  of  symptoms  ranged 
from  one  week  to  three  years. 

Four  patients  were  hospitalized  for  reasons 
other  than  gastrointestinal  complaints  (cerebral 
thrombosis,  repair  of  an  inguinal  hernia,  broncho- 
pneumonia, and  psychoneurosis).  In  these  pa- 
tients a history  of  loose  stools  was  elicited  and 
amebae  were  subsequently  found  in  the  stools. 

One  patient,  a Puerto  Rican,  was  hospitalized 
because  of  an  upper  respiratory  infection.  All 
gastrointestinal  complaints  were  denied,  but 
amebae  were  found  on  routine  stool  examination. 

Another  patient’s  primary  complaint  was  an 
ulcer  of  the  perineum  which  proved  to  be  of  both 
amebic  and  tuberculous  etiology. 

Physical  Findings. — No  abnormal  physical 
findings  relevant  to  amebiasis  were  present  in  25 
patients,  except  for  hyperactive  bowel  sounds. 
Two  patients  were  tender  to  palpation  over  the 
cecum  and  one  had  tenderness  over  both  the 
cecum  and  liver.  One  patient’s  liver  was  pal- 
pable 2 fingerbreadths  below  the  right  costal 
margin.  One  patient  had  an  ulcer  of  the  peri- 
neum. Fever  was  present  in  only  one  patient 
who  had  a low-grade  temperature  elevation  for 
one  week’s  time. 

Sigmoidoscopic  Findings. — A sigmoidoscopic 
examination  was  performed  on  19  patients.  The 
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mucous  membrane  of  the  bowel  was  normal  in  all 
respects  in  ten  patients.  Nonspecific  changes  con- 
sisting of  slight  granularity  and  areas  of  injection 
were  noted  in  four.  Small  discrete  ulcerations 
compatible  with  amebic  ulcers  were  found  in  five 
patients.  Positive  smears  were  obtained  in  four 
of  these. 

Findings  on  Barium  Enema. — Sixteen  pa- 
tients had  a barium  enema.  The  examination 
was  interpreted  as  normal  in  13  of  these.  One  of 
these  cases  was  tender  to  palpation  over  the 
cecum  during  fluoroscopy,  one  was  tender  over 
the  ileum,  and  a “spastic  colon”  was  noted  in  one. 

In  the  other  three  patients  the  following  ob- 
jective abnormalities  were  found.  One  patient 
had  an  irritable  cecum.  Slight  coarsening  of  the 
mucosal  pattern  of  the  ascending  and  transverse 
colon  was  noted  in  one  case.  The  other  patient 
had  a coarse  mucosal  pattern  in  the  transverse 
colon. 

Blood  Studies. — A hematocrit  determination 
(Wintrobe)  was  done  on  all  30  patients.  In  24 
cases  the  hematocrit  was  40  per  cent  or  over.  In 
the  remaining  six  patients  the  hematocrit  ranged 
from  35  to  38  per  cent. 

A white  blood  cell  count  was  carried  out  on  all 
30  patients.  In  26  patients  the  white  blood  cell 
count  was  between  5,000  and  10,000.  In  two 
cases  there  was  a slight  leukocytosis  of  12,000  to 
14,000.  (Two  patients,  one  with  bronchopneu- 
monia and  one  with  lymphatic  leukemia  are  ex- 
cluded.) An  eosinophilia  of  from  7 to  12  per  cent 
was  found  in  three  of  the  30  patients.  One  of 
these  patients  had  an  amebic  and  tuberculous 
ulcer  of  the  skin,  and  another  was  a Puerto 
Rican  who  harbored  Trichuris  trichiura  and 
Strongyloides  stercoralis  as  well  as  E.  histo- 
lytica. The  third  had  intestinal  amebiasis  only. 

Blood  Chemical  Analyses  Reflecting  Liver 
Function. — Twenty-seven  of  the  30  patients 
had  the  following  blood  chemical  analyses  to 
assess  liver  function:  serum  albumin  and  globu- 
lin, thymol  turbidity,  cephalin  flocculation,  and 
alkaline  phosphatase.  These  determinations 
were  normal  in  24  patients.  Two  patients  had 
a 3 plus  cephalin  flocculation,  and  one  had  a 
slightly  elevated  alkaline  phosphatase  (7  and  9 
Bodansk}'  units) . 

Stool  Cultures. — Stools  were  cultured  for 
bacterial  enteric  pathogens  in  29  patients.  The 
only  pathogen  isolated  was  a salmonella  of  un- 
identifiable type  in  one  case. 

Complement  Fixation  Test  for  Amebiasis. 


— The  complement  fixation  test  for  amebiasis  was 
carried  out  on  12  patients.  It  was  positive  in 
only  one,  the  patient  who  had  a combined  amebic 
and  tuberculous  ulcer  of  the  skin. 

Relation  of  Amebae  to  the  Patient’s 
Symptoms. — In  18  patients  it  was  felt,  after  care- 
ful evaluation,  that  intestinal  amebiasis  was  re- 
sponsible for  the  patient’s  symptomatology. 
These  cases  had  symptoms  suggestive  of  amebia- 
sis, E.  histolytica  were  demonstrated,  and  symp- 
toms cleared  following  therapy  and  disappearance 
of  the  protozoa  from  the  stools. 

In  eight  patients  infestation  with  amebae  was 
possibly  related  to  their  complaints.  Onty  par- 
tial alleviation  of  symptoms  was  observed  follow- 
ing eradication  of  E.  histolytica  by  appropriate 
therapy. 

In  four  patients  it  seemed  very  doubtful  that 
amebae  were  responsible  for  any  symptoms. 

History  in  Relation  to  Areas  in  which 
Amebiasis  May  Have  Been  Contracted. — Two 
patients  had  traveled  extensively  in  southern 
Italy  and  developed  diarrhea,  subsequently  found 
to  be  due  to  amebiasis,  shortly  after  returning  to 
the  United  States.  One  patient  had  been  in 
India  and  Japan  for  nine  months,  and  amebae 
were  found  shortly  after  his  return  to  this  country. 
One  patient  had  served  in  the  Armed  Forces  in 
Japan  and  Korea  for  two  years  and  had  the  onset 
of  symptoms  one  year  after  his  return.  Two  pa- 
tients, a man  and  his  wife,  had  taken  a trip  to 
Puerto  Rico  eight  months  prior  to  the  onset  of 
symptoms.  Their  son,  who  did  not  travel  to 
Puerto  Rico,  was  also  found  to  harbor  amebae. 
One  patient  had  been  on  a hunting  trip  to  Mexico 
and  developed  diarrhea  one  week  after  his  return. 
One  patient  was  a native  born  Puerto  Rican  who 
had  been  in  the  United  States  for  two  years,  and 
another  was  a Mexican  who  had  only  recently 
come  to  the  United  States. 

Six  patients  had  either  lived  or  traveled  ex- 
tensively in  the  southern  part,  of  the  United 
States. 

Two  patients  had  served  in  the  Armed  Forces 
during  World  War  II  in  the  South  Pacific,  but 
symptoms  of  amebiasis  did  not  develop  until  ten 
years  later.  One  patient  was  a Ukrainian  who 
had  spent  much  time  in  displaced  persons’  camps 
before  coming  to  the  United  States,  eight  years 
prior  to  the  onset  of  symptoms. 

Ten  patients  had  never  been  out  of  .western 
New  York  State.  One  of  these  had  been  on  a 
boat  trip  in  New  York  State  waters  three  weeks 
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before  the  onset  of  symptoms  and  gave  a history 
of  ingesting  well  water.  Two  were  young  adult 
males  who  had  lived  on  farms  most  of  their  lives. 

Treatment 

Therapy  was  controlled  by  a number  of  physi- 
cians and  consequently  was  varied.  Nine  pa- 
tients received  courses  of  emetine  hydrochloride 
in  combination  with  Diodoquin,  carbarsone,  or 
chiniofon.  In  others  combinations  of  chloro- 
quine,  Diodoquin,  chiniofon,  Milibis,  aureomycin, 
terramycin,  or  fumagillin  were  used.  Chloro- 
quine  and  Diodoquin  given  simultaneously  was 
the  most  frequently  used  therapy. 

No  toxic  reactions  developed  in  the  patients 
who  were  given  emetine.  It  was  necessary  to  ad- 
minister a second  course  of  treatment  to  nine  pa- 
tients who  had  relapses  after  the  initial  course  as 
evidenced  by  diarrhea  and  positive  stools.  Ter- 
ramycin alone  was  used  as  the  initial  therapeutic 
agent  in  three  cases,  all  of  whom  required  a 
second  course  of  treatment. 

It  seems  appropriate  to  describe  one  of  the  cases 
in  some  detail  because  of  the  unusual  features 
which  she  presented. 

Case  Report 

This  twenty-nine-year-old,  white  housewife,  a 
resident  of  Rochester,  New  York,  who  had  never 
been  out  of  New  York  State,  was  admitted  to  Strong 
Memorial  Hospital  on  March  26,  1954,  because  of  a 
large  ulcer  of  the  perineum.  Ten  weeks  prior  to 
admission,  at  which  time  she  was  in  the  seventh 
month  of  her  fourth  pregnancy,  she  developed  a 
profuse,  watery,  irritating  vaginal  discharge.  This 
was  thought  to  be  due  to  a trichomonal  vaginitis 
but  failed  to  respond  to  treatment.  As  the  dis- 
charge continued  the  perineal  area  became  raw, 
irritated,  and  eventually  ulcerated.  Three  weeks 
prior  to  admission  labor  was  induced  at  another 
hospital,  and  she  was  delivered  of  a normal,  full- 
term  male  infant.  During  the  postpartum  period 
the  vaginal  discharge  subsided,  but  the  perineal  area 
continued  to  ulcerate  and  discharge  thick,  purulent 
material.  Local  treatment  was  ineffective.  She 
was  then  referred  to  this  institution. 

The  patient  appeared  chronically  ill.  She  denied 
any  gastrointestinal  symptoms,  including  diarrhea. 
Examination  of  the  lungs  showed  dullness  and  rales 
at  both  apices.  A large  ulcerated  area  with  a rather 
distinct  margin  was  present  surrounding  the  anus 
and  covering  the  entire  perineum  (Fig.  1).  Several 
external  hemorrhoids  were  also  noted. 

A chest  x-ray  showed  moderately  advanced  tuber- 
culosis of  both  upper  lobes.  Cultures  of  gastric 


Fig.  1.  Large  cutaneous  ulceration  involving  the 
perianal  tissues  and  perineum.  Both  M.  tuberculosae 
and  trophozoites  of  E.  histolytica  were  isolated  from 
the  lesion. 

washings  were  positive  for  Mycobacterium  tuber- 
culosis. A blood  Kahn  test  was  negative. 

Cultures  from  the  ulcer  showed  Staphylococcus 
aureus  hemolyticus  and  Staph,  albus.  Microscopic 
examination  of  material  swabbed  from  the  margin 
of  the  ulcer  revealed  many  polymorphonuclear 
leukocytes  and  huge  numbers  of  motile  trophozoites, 
identified  as  those  of  E.  histolytica  by  Dr.  Albert 
Ritterson.  Sigmoidoscopic  examination  showed  a 
normal  rectal  and  sigmoidal  mucosa.  Liquid  stool 
and  mucus  swabbed  from  the  bowel  showed  cysts  of 
E.  histolytica.  A complement  fixation  test  for  ame- 
biasis was  positive.  Liver  function  tests  were  all 
normal. 

A surgical  biopsy  from  the  edge  of  the  ulcer  re- 
vealed tuberculosis  of  the  skin  of  the  perineum.  A 
number  of  giant  cells  containing  acid-fast  bacilli 
were  seen. 

On  the  fifth  hospital  day  therapy  with  emetine 
hydrochloride  in  a dosage  of  0.03  Gm.  a day  intra- 
muscularly was  started.  This  was  continued  for 
four  days  and  then  increased  to  0.04  Gm.  a day.  A 
total  of  ten  days  of  treatment  was  given.  Chinio- 
fon, 1 Gm.  by  mouth  three  times  a day,  was  also 
administered.  Except  for  two  days  of  diarrhea,  no 
toxic  effects  were  noted.  Rapid  improvement  of  the 
perineal  area  occurred.  On  the  sixth  day  of  treat- 
ment pain  and  discomfort  were  greatly  reduced,  and 
much  of  the  edema  and  inflammation  had  subsided. 
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No  trophozoites  were  present  in  scrapings  from  the 
ulcer  following  the  institution  of  emetine  therapy. 

After  eradication  of  the  amebic  component  of  the 
infection,  therapy  for  the  tuberculosis,  consisting 
of  Streptomycin  and  para-amino  salicylic  acid  was 
started.  She  was  transferred  to  a tuberculosis 
sanatorium  on  the  twenty-fourth  hospital  day. 
Healing  of  the  ulcer  was  complete  within  a month, 
and  the  pulmonary  tuberculosis  was  arrested  after  a 
six-month  period  of  hospitalization. 

It  seems  probable  that  this  patient  developed 
tuberculosis  cutis  orificialis4  as  a result  of  active 
pulmonary  tuberculosis.  In  all  likelihood  she 
was  an  asymptomatic  cyst  passer  of  E.  histolytica, 
and  amebae  invaded  the  ulcerated  perianal  area 
presumably  by  direct  contact  with  contaminated 
feces.  Involvement  of  the  skin  in  this  fashion 
has  been  described  by  Ngai  and  Frazier5  in  pri- 
mary cutaneous  amebic  ulcerations.  Morton 
and  Souter6  observed  a symptomless  cyst  passer 
who  developed  an  amebic  abscess  of  the  buttock. 
Their  case  initially  had  a staphylococcal  abscess 
which  was  secondarily  infected  with  E.  histoly- 
tica, a situation  which  seems  analogous  to  the 
course  in  our  patient.  Careful  study  of  the  biopsy 
material  in  our  case  failed  to  reveal  histologic 
evidence  of  invasion  of  the  tissues  by  amebae. 
However,  the  large  number  of  trophozoites  found 
in  smears  from  the  edge  of  the  ulcer  and  the  rapid 
response  to  emetine  prior  to  administration  of 
antituberculous  therapy  indicate  that  amebae 
were  an  important  component  of  the  infection. 

The  unusual  etiology  of  the  skin  lesion  in  this 
patient  should  prompt  the  physician  to  consider 
the  possibility  of  cutaneous  amebiasis  in  the 
differential  diagnosis  of  perianal  ulcerations,  even 
in  areas  where  amebiasis  is  not  heavily  endemic. 

Comment 

In  the  majority  of  patients  described  in  this  re- 
port the  most  important  factor  in  establishing  the 
diagnosis  of  intestinal  amebiasis  was  a careful 
evaluation  of  the  history  followed  by  repeated 
microscopic  examination  of  the  stools  or  rectal 
swabs  for  the  protozoa.  Twenty-four  cases  had 
the  chief  complaint  of  diarrhea  which  suggested 
the  possibility  of  amebiasis.  In  the  18  patients 
in  whom  it  was  felt  that  amebic  infection  was  defi- 
nitely producing  symptoms,  the  duration  of  symp- 
toms ranged  from  one  week  to  three  years.  Many 
of  these  patients  had  consulted  physicians  and  re- 
ceived symptomatic  treatment.  Stool  examina- 
tions had  rarely  been  done  with  consequent  failure 


to  make  the  correct  diagnosis.  It  is  important 
that  the  possibility  of  intestinal  amebiasis  be  con- 
sidered in  all  patients  with  diarrhea,  even  in  areas 
where  it  is  not  a particularly  common  disease. 

It  is  of  course  well  known  that  amebiasis  may 
exist  in  the  absence  of  diarrhea.  The  frequency 
of  this  symptom  varies  considerably  and  is  sur- 
prisingly low  in  some  reports.  A review  of 
symptoms  in  75  patients  harboring  amebae  by 
Brown  et  al3  revealed  the  facts  that  only  24  per 
cent  mentioned  diarrhea  as  a presenting  symptom 
and  an  additional  9 per  cent  gave  a history  of 
diarrhea.  Normal  bowel  habits  were  present  in 
44  per  cent,  and  32  per  cent  complained  of  consti- 
pation. No  analysis  of  the  symptomatology  in 
our  group  of  cases  is  valid  because  of  the  nature  of 
the  study  and  the  selectivity  of  patients,  except  to 
say  that  pursuing  the  possibility  of  intestinal 
amebiasis  in  patients  with  diarrhea  was  diag- 
nostically rewarding. 

A history  of  visiting  or  residing  in  areas  with  a 
high  incidence  of  amebic  infestation  or  poor  sani- 
tary conditions  was  found  in  a considerable  num- 
ber of  our  patients  (20) . This  was  helpful  in  sug- 
gesting amebiasis  as  a possible  diagnosis.  The 
incubation  period  of  amebiasis  is  so  long  (two  to 
three  weeks  to  several  months  in  the  Chicago 
epidemic7)  and  so  irregular  that  it  is  usually  im- 
possible to  track  down  the  source  of  a single  case. 
Furthermore,  the  development  of  amebic  colitis 
may  represent  a transition  to  a clinical  phase  in  an 
individual  who  has  been  a carrier  of  cysts  for  a 
considerable  period  of  time. 

The  etiology  of  the  acute  diarrhea  which  travel- 
ers so  frequently  experience  is  unknown.8  There 
is  some  evidence  that  neither  amebiasis  nor  any 
other  protozoal  disease  is  responsible.9  However, 
it  seems  important  to  investigate  the  possibility 
of  intestinal  amebiasis  as  well  as  other  etiologic 
factors  in  patients  who  have  suggestive  symptoms 
following  a stay  in  areas  in  which  amebiasis  is 
highly  endemic.  Because  of  the  large  numbers 
of  Americans  traveling  to  foreign  countries 
(1,500,000  in  1957)8  this  problem  may  very  well 
be  met  with  increasing  frequency  in  the  future. 

No  convincing  evidence  of  amebic  hepatitis, 
liver  abscess,  or  other  complications  was  noted  in 
our  group  of  patients.  Extracolonic  manifesta- 
tions of  amebiasis  were  present  in  only  one  pa- 
tient who  had  skin  involvement. 

At  the  present  time  identification  of  E.  histo- 
lytica in  the  stools  by  microscopic  examination  is 
the  only  practical  means  of  establishing  the  diag- 
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nosis  of  intestinal  amebiasis.  In  our  group  of  pa- 
tients and  in  other  series  physical  examination 
and  blood  studies  have  revealed  little  in  the  way 
of  objective  abnormalities.  Barium  studies  of 
the  colon  may  suggest  amebic  disease,  par- 
ticularly by  demonstrating  abnormalities  of  the 
cecum,10  but  are  usually  of  little  help.  Only 
three  of  our  patients  showed  any  structural 
changes,  and  these  were  of  a nonspecific  type. 

Demonstration  of  ulcers  by  proctoscopy  or  sig- 
moidoscopy, as  was  possible  in  five  of  our  cases,  is 
helpful,  particularly  when  amebae  can  be  demon- 
strated in  smears  from  the  lesions.  Nonspecific 
changes,  such  as  areas  of  injection  and  slight 
granularity  found  in  four  patients,  are  of  no  diag- 
nostic importance,  and  may  be  seen  with  a variety 
of  diarrheal  disorders. 

Culture  technics  for  amebae  are  still  too 
specialized  for  widespread  availability.  Because 
of  the  difficulty  encountered  in  making  the  diag- 
nosis of  amebiasis11  it  was  hoped  that  the  comple- 
ment fixation  test  developed  by  Bozicevich  et  al.12 
would  be  a valuable  diagnostic  aid.  In  a study 
of  1,370  patients  in  whom  the  test  was  performed, 
Spicknall  et  al.11  found  it  to  be  positive  in  only 
17.5  per  cent  of  the  cases  with  intestinal  amebia- 
sis, indicating  that  in  this  type  of  infection  it  is  of 
little  diagnostic  help  to  the  clinician.  The 
complement  fixation  test,  however,  was  con- 
sistently positive  in  patients  with  amebic  involve- 
ment of  the  liver  (23  of  25  cases).  The  test  was 
positive  in  only  one  of  our  patients  who  had  cu- 
taneous amebiasis. 


Identification  of  amebae  in  the  stool  is  fraught 
with  a number  of  difficulties  for  those  not  ex- 
perienced in  the  field  of  parasitology.  The 
! technics  for  proper  study  of  stool  specimens  have 
been  well  reviewed  by  Neumann  et  al .13  It  is 
, important  that  stool  examinations  be  done  before 
j any  therapy,  particularly  antibiotics  and  sulfa 
preparations,  is  given.  The  alteration  of  the  in- 
testinal flora  produced  by  these  agents  may  sup- 
j press  amebae  for  weeks  without  effecting  a cure, 

I making  identification  of  the  organisms  impossible. 

I Many  proprietary  antidiarrheal  preparations  con- 
I tain  small  amounts  of  antibiotics  or  sulfas  suffi- 
cient to  interfere  with  identification  of  amebae. 
Barium  studies  of  the  gastrointestinal  tract  will 
I also  create  problems  in  this  regard,  and  stools 
; should  be  obtained  prior  to  the  institution  of  these 
diagnostic  procedures. 

Examination  of  a fresh  diarrheal  stool  may  re- 
veal amebae.  Smears  from  the  bowel  lumen  at 


the  time  of  proctoscopy  ensures  a fresh  prepara- 
tion for  study.  If  the  patient  is  not  having  diar- 
rhea, Epsom  salts  (magnesium  sulfate,  50  per  cent 
solution,  dose  1 ounce)  will  produce  a purged 
stool  in  one  or  two  hours  which  should  be  ex- 
amined immediately.  Positive  identification  of 
E.  histolytica  trophozoites  or  cysts  should  usually 
be  left  to  a trained  technician  or  parasitologist. 

A long-standing  problem  of  considerable  im- 
portance is  the  finding  of  amebae  in  the  stools  of 
patients  whose  symptoms  are  doubtfully  related 
to  the  amebic  infestation.  Their  symptoms  often 
fail  to  respond  to  proper  treatment  and  eradica- 
tion of  the  parasite,  or  they  are  only  temporarily 
or  partially  relieved.  They  may  have  a functional 
(neurogenic)  diarrhea,  weakness,  neurasthenia, 
gas,  heartburn,  nondescript  abdominal  soreness, 
bloating,  and  other  symptoms  which  can  only 
with  difficulty  be  related  to  amebic  infection. 
This  state  of  affairs  seemed  to  exist  in  12  of  our 
patients.  There  has  been  much  discussion  and 
conflicting  opinion  regarding  the  pathogenicity  of 
amebae  in  patients  who  fall  into  this  cate- 
gory.3-14-17 There  is  no  doubt  that  all  patients 
deserve  a very  careful  diagnostic  study,  and  those 
found  to  be  harboring  E.  histolytica  should  re- 
ceive treatment  with  amebicides  until  the  pro- 
tozoa are  eradicated.  However,  it  seems  to  be 
equally  important  that  all  future  or  recurring 
symptoms  should  not  necessarily  be  repeatedly 
attributed  to  amebiasis.  If  this  occurs,  other 
pathologic  states  may  be  missed  or  repetitive 
courses  of  amebicidal  drugs  needlessly  admin- 
istered to  patients  without  organic  disease. 

The  relation  of  amebic  colitis  to  chronic  non- 
specific ulcerative  colitis  has  been  a subject  for 
discussion  for  many  years.  Amebiasis  preceding 
ulcerative  colitis  has  been  described,  and  difficulty 
in  diagnosis  may  be  encountered  in  rare  cases  of 
chronic  amebic  dysentery  who  develop  a diffuse 
ulcerative  colitis  on  the  basis  of  secondary  infec- 
tion of  the  mucous  membrane.18  Our  experience 
with  coexisting  amebiasis  and  ulcerative  colitis 
is  therefore  included  in  this  report. 

Patients  with  Chronic  Nonspecific  Ulcer- 
ative Colitis  in  whom  Amebae  were  Found. — 
Seventy-one  patients  with  chronic  ulcerative 
colitis  were  admitted  to  Strong  Memorial-Roches- 
ter  Municipal  Hospitals  between  January,  1949, 
and  January,  1954.  None  of  these  patients  was 
found  to  have  amebae  in  the  stools.  During  1954, 
1955,  and  1956  we  have  seen  eight  patients  with 
ulcerative  colitis  who  harbored  amebae.  These 
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TABLE  I. 


Case 

Num- 

ber 

Age 

Sex  (Years) 

Duration 
of  Ulcer- 
ative 
Colitis 

Extent 
by  X-Ray 

Sigmoidos- 

copy 

Previous 

Cortisone 

Treatment 

Amebae 

1. 

F 

40 

3»/i  years 

Entire  colon,  pseudopoly- 
posis 

Friable,  ulcer- 
ated 

None 

Numerous  trophozoites 
smears  from  rectum 

2. 

M 

32 

6 months 

Ascending  colon  to  mid- 
sigmoid;  ulcerated  and 
pseudopolyposis ; cecum 
normal 

Thickened,  fri- 
able mucosa 

None 

Numerous  trophozoites 
and  few  cysts  stool 

3. 

M 

17 

4 years 

Entire  colon,  rectum,  and 
terminal  ileum;  ulcer- 
ated and  pseudopoly- 
posis 

Friable 

Four  months  of  cor- 
tisone prior  to 
finding  amebae 

Numerous  trophozoites 
stool 

4. 

M 

22 

2 years 

Lower  descending  colon 
and  sigmoid;  ulcera- 
tions and  loss  of  haus- 
trations 

Stiff,  friable,  ul- 
cerated 
mucosa 

Four  weeks  of  corti- 
sone prior  to  find- 
ing amebae 

Trophozoites  and  cysts 
in  smears  from  rec- 
tum 

5. 

M 

15 

3 years 

Entire  large  bowel  and 
rectum  ulcerated 

Friable,  stiff,  ul- 
cerated 

Two  years  on  pred- 
nisone 

Trophozoites  and  cysts 
in  stool 

6. 

M 

43 

7 months 

Distal  transverse  colon  to 
rectum;  ulcerated  and 
pseudopolyposis 

Friable,  ragged, 
ulcerated 
mucosa 

Two  weeks  of  corti- 
sone prior  to  ad- 
mission 

Numerous  trophozoites 
in  swabs  from  rectun 

7. 

F 

63 

21  years 

Entire  colon,  fibrous  and 
loss  of  pattern 

Granular 

None 

Trophozoites  and  cysts 
in  stool 

8. 

M 

35 

20  years 

Entire  colon  and  rectum 
fibrotic  and  loss  of  haus- 
trations 

Granular 

None 

Trophozoites  and  cysts 
in  stool 

cases  are  briefly  summarized  in  Table  I. 

Six  patients  had  extensive  ulcerative  colitis 
with  marked  ulceration  of  the  colon  and  pseudo- 
polyposis by  x-ray  examination.  Two  patients 
had  a more  or  less  “burned  out”  colitis  of  about 
twenty  years’  duration. 

Patients  1,  2,  4,  and  6 were  referred  to  the 
hospital  because  of  severe  bloody  diarrhea. 
Amebae  were  found  in  the  stools  and  appropriate 
treatment  given.  In  all  four  cases  there  was 
transient  improvement  following  antiamebic 
therapy.  However,  subsequent  exacerbations 
occurred  which  failed  to  respond  to  amebicidal 
drugs,  and  no  protozoa  could  be  identified  in  the 
stools.  Because  of  the  clinical  patterns  of  these 
patients,  the  roentgenographic  appearance  of  the 
colon,  and  the  sigmoidoscopic  appearance  of  the 
bowel  mucosa,  there  is  little  doubt  that  they  have 
nonspecific  ulcerative  colitis. 

Patients  3,  5,  7,  and  8 had  been  followed  for 
long  periods  of  time  at  this  hospital  and  were 
known  to  have  chronic  ulcerative  colitis.  In  all 
four,  repeated  examinations  of  the  stools  had  been 
negative  for  amebae  for  periods  of  two  to  ten 
years.  Patient  3 had  22  stool  examinations  and 
three  rectal  swabs  done  over  a two-year  period. 
Patient  5 had  ten  negative  stool  examinations 
over  a two-and-one-half-year  period  before  ame- 
bae appeared. 

Patient  1 took  a trip  to  Bermuda  two  years 
prior  to  the  finding  of  amebae  in  the  stools.  Pa- 
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tient  2 served  in  Europe  during  World  War  II, 
ten  years  prior  to  the  onset  of  symptoms  and  the 
finding  of  amebae.  He  drank  well  water  at  a 
camp  four  weeks  prior  to  discovery  of  amebae. 
Patients  3 and  4 were  farm  boys  living  under  sani- 
tary conditions  which  were  not  ideal.  Patient 
8 served  in  Japan  in  the  Army  and  returned  to 
the  United  States  six  months  before  amebae  were 
found. 

Although  it  would  be  ill  advised  to  draw  any 
conclusions  as  to  the  specific  role  of  amebae  in  the 
pathogenesis  of  ulcerative  colitis  in  this  group  of 
cases,  it  was  our  impression  in  following  these  pa- 
tients that  amebae  were  not  primarily  responsible 
for  the  inflammatory  process  in  the  bowel.  The 
clinical  pattern  of  the  disease  in  all  eight  patients 
was  that  of  ulcerative  rather  than  amebic  colitis. 
In  the  four  patients  who  were  known  to  have  ul- 
cerative colitis  without  amebae  in  the  stools,  the 
appearance  of  the  protozoa  indicated  that  infes- 
tation had  occurred  during  the  course  of  an  ulcera- 
tive colitis  which  provided  a “fertile  soil”  for 
amebae.  The  other  four  cases  were  not  initially 
studied  at  this  institution  but  were  referred  to  the 
hospital  having  bloody  diarrhea  attributed  to  ul- 
cerative colitis.  Treatment  for  amebiasis  pro- 
duced only  temporary  improvement.  Ulcera- 
tive colitis  was  undoubtedly  the  primary  disease 
process  in  these  patients,  with  amebae  playing  a 
secondary  role.  However,  Bockus18  and  others; 
have  seen  patients  develop  ulcerative  colitis  I 
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following  a successfully  treated  amebic  colitis, 
and  this  remote  possibility  cannot  be  completely 
ruled  out. 

It  is  interesting  to  note  that  four  patients  had 
received  corticosteroid  treatment  for  ulcerative 
colitis  prior  to  the  identification  of  amebae  in  the 
stools. 

As  can  be  seen  from  this  group  of  patients,  it  is 
important  to  search  for  amebae  in  new  cases  of 
ulcerative  colitis  as  well  as  to  carry  out  periodic 
stool  examinations  on  individuals  known  to  have 
the  disease.  Proper  treatment  of  superimposed 
amebic  infection  may  favorably  influence  the 
course  of  ulcerative  colitis  and  produce  a re- 
mission by  healing  this  component  of  inflamma- 
tion in  the  bowel.  Our  experience  has,  however, 
been  rather  discouraging  in  these  cases. 

Summary 

Thirty  patients  with  intestinal  amebiasis  were 
studied  at  Strong  Memorial  Hospital  during  a 
three-year  period.  In  18  patients  it  was  felt  that 
amebic  infection  was  definitely  producing  symp- 
toms. Diarrhea  was  the  most  frequently  en- 
countered symptom.  Trophozoites  and  cysts 
were  found  in  the  stools  of  12  patients,  tropho- 
zoites alone  were  seen  in  five  cases,  and  in  13  pa- 
tients cysts  only  were  identified.  Five  patients 
were  found  to  have  ulcerations  of  the  rectal  mu- 
cosa. Barium  enemas  showed  changes,  which 
were  minor,  in  only  three  cases.  A considerable 
number  of  patients  gave  a history  of  visiting  or 
living  in  areas  where  sanitary  conditions  are  poor. 
No  suggestion  of  hepatic  involvement  was  noted 
except  in  two  patients,  one  of  whom  was  tender 
to  percussion  over  the  liver  and  the  other  whose 


liver  was  palpable  two  fingerbreadths  below  the 
right  costal  margin. 

One  patient  had  a large,  cutaneous  ulcer  of  the 
perineum  and  perianal  area,  which  proved  to  be 
of  combined  tuberculous  and  amebic  etiology. 
She  was  the  only  case  with  a positive  complement 
fixation  test  for  amebiasis. 

In  addition,  eight  patients  with  chronic  ulcera- 
tive colitis,  four  of  whom  had  received  corti- 
costeroid therapy,  were  found  to  harbor  amebae. 
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“ You  and  Your  Heart ” in  Revised  Edition 


Particularly  suited  for  distribution  by  physicians 
to  their  patients  is  the  new  revised  edition  of  “You 
and  Your  Heart,”  published  in  a paper-bound  Signet 
edition  by  the  New  American  Library.  Intended 
for  the  layman,  the  volume  includes  the  latest  medi- 
cal findings  on  diseases  of  the  heart  and  blood 
vessels. 


Written  chiefly  by  Dr.  H.  M.  Marvin,  the  book 
contains  a foreword  by  Dr.  Paul  D.  White  and  chap- 
ters by  the  late  Dr.  T.  Duckett  Jones,  Dr.  Irvine 
H.  Page,  Dr.  Irving  S.  Wright,  and  Dr.  Maclyn 
McCarty.  Copies  are  available  from  local  Heart 
Associations  or  the  national  American  Heart  Asso- 
ciation office. 
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Bacillus  Subtilis  Septicemia  and  Generalized 
Aspergillosis  in  a Patient  with  Acute 
Myeloblastic  Leukemia 

MARIE  N.  SATHMARY  M.D.,  BROOKLYN,  NEW  YORK 
{From,  the  Medical  Service,  Veterans  Administration  Hospital ) 


The  following  case  is  reported  because  it  dem- 
onstrates the  unusual  occurrence  of  Bacillus 
subtilis  bacteremia  and  penumonia  as  well  as 
multiple  organ  involvement  with  Aspergillus 
fumigatus  abscesses  in  a patient  with  acute 
myeloblastic  leukemia. 

The  higher  incidence  of  infections  as  a compli- 
cation of  leukemia,  especially  of  the  lympho- 
cytic type,  is  well  accepted.1  Larson2  found  that 
patients  with  chronic  lymphatic  leukemia  and 
multiple  myeloma  showed  little  or  no  antibody 
formation.  Those  with  chronic  myeloid  leu- 
kemia show  an  antibody  response  somewhat 
higher  than  the  normal  level.  In  acute  leukemia 
the  production  of  exceedingly  large  amounts  of 
antibody  occurred.  However,  this  response  was 
impaired  by  treatment  with  cortisone.  Pa- 
tients with  the  highest  percentage  of  immature 
white  blood  cells  in  the  peripheral  blood  and  mar- 
row had  the  largest  antibody  response.  There 
was  no  apparent  relationship  between  the  total 
white  blood  count  of  the  peripheral  blood  and  the 
amount  of  antibody  production.2  Review  of  the 
literature  between  1888  and  1955  reveals  few  ref- 
erences to  B.  subtilis  in  clinical  medicine,  and  in 
those  studies  where  this  organism  was  found  to 
exist  either  in  blood  cultures  or  cultures  of  exu- 
dates its  occurrence  was  generally  considered  to 
constitute  contamination  rather  than  true  in- 
fection. Behrend  and  Krause3  reported  the  pres- 
ence of  B.  subtilis  and  an  anaerobic  nonhemolytic 
streptococcus  in  a case  of  postoperative  cellulitis 
of  the  abdominal  wall.  Burrows4  mentions  the 
occasional  occurrence  of  infection  of  the  respira- 
tory tract  and  of  the  eye  by  B.  subtilis  and  the 
rare  incidence  of  septicemia  in  the  immature 
animal. 

Aspergillus  infections  in  man,  though  infre- 
quent, have  been  described,  and  they  appear  most 
often  to  present  with  pulmonary  symptoms,  such 
as  bronchitis,  bronchopneumonia,  or  chronic 


pneumonitis  with  or  without  the  presence  of 
cavitation.5  Aspergillus  fumigatus  has  been 
found  to  be  highly  pathogenic  for  fowl,  in  which 
it  produces  pulmonary  infection.  The  organism 
is  ubiquitous  in  nature,  infections  in  man  having 
been  reported  in  the  United  States,  Europe,  and 
Asia.  The  source  of  the  organism  is  frequently 
traced  to  infected  moldy  straw  or  grain,  and  many 
of  the  cases  described  have  been  in  farmers.  In 
man  the  infection  generally  manifests  itself  by 
pulmonary  involvement  or  by  otomycosis,  the 
latter  seen  most  often  in  India. 

Case  Report 

A thirty-seven-year-old,  married,  white  male 
laborer  was  admitted  to  the  Brooklyn  Veterans 
Administration  Hospital  on  November  29,  1954, 
complaining  of  “anemia,  easy  bruising,  and  red 
spots  over  the  body”  since  July,  1954,  and  develop- 
ment of  a small,  slightly  tender,  right  submandibular 
lymph  node  present  for  one  week.  Prior  to  the  on- 
set of  these  symptoms  he  had  been  in  excellent  health 
and  subjectively  continued  to  feel  well,  with  main- 
tenance of  weight,  appetite,  and  strength.  He  had 
stopped  working  in  September,  1954,  because  of  the 
development  of  extensive  ecchymoses  and  purpura 
following  minimal  trauma,  and  at  this  time  ad- 
mission to  another  hospital  for  diagnostic  investiga- 
tion resulted  in  a diagnosis  of  acute  myeloblastic 
leukemia.  He  had  three  admissions  to  that  hos- 
pital over  the  next  three  months  during  which  period 
he  received  a total  of  12,000  cc.  of  blood  (Table  I). 
At  the  time  of  the  first  admission  he  was  treated  with 
blood  transfusions,  ferrous  sulfate,  and  100  mg.  of 
6-mercapto-purine  daily  for  one  week.  On  his 
second  and  third  admissions  he  was  treated  only  with 
transfusions.  During  the  second  admission  he  bled 
from  the  gums  for  the  first  time. 

Physical  examination  on  admission  to  the  Brooklyn 
Veterans  Administration  Hospital  revealed  a well- 
developed,  well-nourished,  thirty-seven-year-old, 
white  male  in  no  acute  distress.  He  did  not  appear 
ill  and  was  alert,  well  oriented,  cheerful,  and  co- 
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TABLE  I. — Blood  Data  of  Patient  Dubing  Three  Hospital  Admissions* 


Data 

First 

Second 

Third 

Admission  Discharge 

/ iioopiiau 

Admission 

Discharge 

> ■ Hospitalization  . 

Admission  Discharge 

Hemoglobin  (Gm.  per  cent) 

5.6 

15.6 

5.9 

12.4 

5.9  13.2 

Red  cell  count 

1,490,000 

4,690, 000 

1,490, 000 

2,340,000 

White  cell  count 

7,300 

8,950 

1,250 

2,650 

Neutrophils  (per  cent) 

6 

5 

6 

1 

Lymphocytes  (per  cent) 

48 

15 

82 

72 

Megaloblasts  (per  cent) 

46 

80 

12 

Juveniles  (per  cent) 

3 

Blasts  (per  cent) 

27 

Platelets 

Diminished 

40,000 

* All  data  given  per  cu.  mm. 


operative.  His  temperature  was  98.2  F.  (rectal), 
pulse  92  per  minute  and  regular,  and  blood  pressure 
114/70.  The  pharynx  was  diffusely  hyperemic,  but 
there  were  no  exudates,  ulcerations,  or  petechiae  over 
the  mucous  membranes.  The  only  palpable  node 
was  a 1-cm.,  slightly  tender,  mobile,  firm  right  sub- 
mandibular node.  The  skin  was  suntanned,  and 
there  were  numerous  small  purpuric  lesions  scattered 
over  the  trunk,  arms,  and  legs,  predominantly  at  the 
sites  of  minimal  trauma.  The  liver  edge  was  firm, 
nontender,  and  palpable  3 fingerbreadths  below  the 
right  costal  margin.  There  was  a nontender  re- 
sistance 2 fingerbreadths  below  the  left  costal  mar- 
gin; however,  no  definite  splenic  edge  was  present. 
The  prostate  was  moderately  enlarged,  smooth,  and 
nontender.  The  remainder  of  the  physical  examina- 
tion, including  fundoscopic,  pulmonary,  and  cardio- 
vascular examinations,  was  within  normal  limits. 

Significant  laboratory  findings  at  the  time  of 
admission  were  as  follows: 

X-ray  of  the  chest  showed  small  calcific  foci  in  the 
right  apex.  The  lungs  were  otherwise  clear. 

An  electrocardiogram  showed  first  degree  atrio- 
ventricular block. 

The  patient’s  hemoglobin  was  14.2  Gm.  per  cent. 
His  white  cell  count  was  4,500  per  cu.  mm.  with 
neutrophils  4 per  cent,  lymphocytes  86  per  cent, 
and  monocytes  10  per  cent.  Many  of  the  white 
cells  appeared  blast-like,  some  showing  Auer  bodies. 
Platelets  were  13,000  per  cu.  mm.  Coombs’  test  and 
serologic  test  for  syphilis  were  negative.  Serum 
bilirubin,  alkaline  phosphatase,  Bromsulphalein 
excretion,  uric  acid,  urea  nitrogen,  and  fasting  blood 
sugar  were  all  within  normal  limits.  Reticulocyte 
count  was  0.2  per  cent. 

Course  in  the  Hospital. — The  patient  felt  well 
on  admission.  Marrow  aspirated  from  the  iliac 
crest  was  interpreted  as  showing  acute  monocytoid- 
myelogenous  leukemia  (Naegeli  type  of  monocytic 
leukemia).  Erythropoiesis  was  reduced.  The  num- 
ber of  blast  cells  in  the  peripheral  blood  appeared  to 
increase  rapidly  towards  the  end  of  the  first  week, 
and  by  the  tenth  hospital  day  the  hemoglobin  had 
diminished  to  12  Gm.  per  cent.  On  the  eighth 
hospital  day,  after  having  had  his  teeth  cleaned  by 


the  dental  service,  the  patient  developed  generalized 
oozing  from  the  gums,  which  continued  for  eighteen 
hours  despite  hemostatic  packs.  Between  the 
twelfth  and  fifteenth  days  the  hemoglobin  suddenly 
fell  from  13  to  9 Gm.  per  cent  without  any  obvious 
bleeding  site.  At  this  time  physical  examination 
was  unchanged,  and  the  patient  remained  afebrile 
and  without  complaints.  Two  days  after  trans- 
fusion of  500  cc.  of  blood  he  developed  fever  and  clin- 
ical and  x-ray  evidence  of  consolidation  of  the 
posterior  basal  segment  of  the  right  lower  lobe. 
Sputum  cultures  and  four  blood  cultures  were  ob- 
tained, and  within  eighteen  hours  the  laboratory  re- 
ported the  presence  of  large,  gram-positive,  sporulat- 
ing  bacilli,  in  addition  to  hemolysis,  in  all  four  blood 
culture  flasks.  Final  identification  of  these  or- 
ganisms in  four  sputum  cultures  revealed  them  to  be 
B.  subtilis.  The  patient  received  a variety  of  anti- 
biotics including  tetracycline  (Terramycin)  and 
erythromycin  (Erythrocin)  by  mouth  and  intra- 
venous penicillin.  Concomitant  with  the  bactere- 
mia the  hemoglobin  decreased,  and  he  developed 
tarry  stools  as  well  as  numerous  petechial  hemor- 
rhages into  the  skin,  mucous  membranes,  and  sclerae. 
In  view  of  the  bacteremia,  thrombocytopenia,  and 
absence  of  mature  granulocytes,  intravenous  ACTH 
was  started.  This  was  changed  to  oral  cortisone 
when  he  became  afebrile  five  days  later. 

Within  forty-eight  hours  after  starting  steroid 
therapy  the  patient  became  less  toxic,  his  appetite 
improved,  and  no  new  spontaneous  purpura  oc- 
curred. Hemorrhagic  sputum,  tarry  stools,  and 
epistaxis,  however,  continued  for  approximately 
ten  days  after  starting  adrenocorticoid  therapy, 
and  at  no  time  did  the  platelet  count  rise  above  10,- 
000  per  cu.  mm.  Positive  tourniquet  tests  and  oc- 
cult blood  in  the  stools  persisted.  Although  the 
patient  continued  to  improve  clinically,  the  area  of 
consolidation  in  the  posterior  basal  segment  of  the 
right  lower  lobe  showed  no  appreciable  change  over 
the  next  thirty-seven  days.  He  was  maintained  on 
penicillin  for  a total  of  thirteen  days  and  tetracycline 
and  erythromycin  for  twenty-one  days  and  nineteen 
days,  respectively.  Their  discontinuation  was 
prompted  by  the  development  of  oral  moniliasis 
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Fig.  1.  Posteroanterior  chest  x-ray  at  onset  of 
pulmonary  symptoms  and  fever. 


twenty-one  days  after  the  onset  of  the  pneumonic 
infection.  Repeat  bone  marrow  examination  was 
most  compatible  with  acute  myeloblastic  leukemia. 
There  was  no  increased  adenopathy  or  hepato- 
splenomegaly  beyond  that  noted  on  admission. 

One  week  after  the  onset  of  oral  moniliasis  the 
patient  developed  a sore  throat,  tenderness  over  the 
neck,  rales  in  the  right  lower  lung  field  and  fever. 
Chest  x-ray  showed  the  residual  infiltration  in  the 
right  base  and  a small  infiltration  in  the  right  mid- 
lung field.  Throat  and  sputum  cultures  grew  out 
Aerobacter  aerogenes,  Streptococcus  viridans,  and 
Neisseria  saprophytica.  Daily  temperature  be- 
tween 98.0  and  102.0  F.  continued  despite  trial  on 
penicillin  and  streptomycin,  Gantrisin  and  erythro- 
mycin, and  oxy tetracycline.  A systolic  gallop  de- 
veloped. Tenderness  over  the  left  lobe  of  the  thy- 
roid and  over  the  lateral  aspect  of  the  right  midcalf 
was  observed.  No  palpable  vein  or  Homan’s  sign 
could  be  detected.  Skin  purpura  again  became  a 
prominent  finding,  and  despite  negative  studies  for 
hemolysis,  except  for  a slightly  elevated  urinary 
urobilinogen,  transfusions  did  not  appear  appre- 
ciably to  increase  the  hemoglobin.  Radioactive 
iodine  uptake  study  was  within  normal  limits. 
Venous  pressure  and  circulation  time  were  normal. 

Four  weeks  after  the  onset  of  sore  throat  the  pa- 
tient suddenly  developed  sharp  pleuritic  pain  over 
the  left  lower  chest  in  the  midaxillary  line,  with 
point  tenderness  over  this  area.  Chest  x-ray  re- 
mained essentially  the  same,  but  electrocardiogram 
now  showed  significant  T wave  changes  in  all  leads, 


Fig.  2.  Note  consolidation  of  posterior  basal  segment 
of  right  lower  lobe. 


thought  to  be  related  to  leukemic  infiltrates  and/or  I 
anemia.  Agranulocytic  ulcers  were  noted  over  the  I 
buccal  and  palatine  mucosa.  He  complained  of  in-  | 
creasingly  severe  pounding  bitemporal  headaches  in-  I 
volving  predominantly  the  right  temporal,  supraor-  I 
bital,  and  occipital  regions.  Ptosis  of  the  right  eye,  I 
with  dilatation  of  the  pupil,  left  Babinski  toe  sign,  I 
and  nuchal  rigidity  developed.  Electroencephalo- 
gram  revealed  a focus  in  the  right  parietal  and  tern-  I 
poral  regions.  Lumbar  puncture  was  not  performed  | 
because  of  the  thrombocytopenia.  The  patient  I 
became  increasingly  somnolent  and  developed  bi-  I 
lateral  neurologic  signs,  including  papilledema  and  I 
petechiae  in  the  right  fundus,  absent  left  cremasteric  I 
and  abdominal  reflexes,  bilateral  Hoffman’s  and  I 
Babinski  signs,  bilateral  ankle  clonus,  and  blurred  1 
margins  of  the  optic  disks.  He  expired  seventy-  I 
eight  days  after  admission. 

Postmortem  Findings * 

The  left  pleural  cavity  contained  approxi-  I 
mately  300  cc.  of  thin,  blackish  fluid.  When  I 
pressure  was  applied  to  the  stomach  in  situ,  more  I 
of  this  fluid  entered  the  left  hemithorax  from  an  I 
apparent  tear  in  the  esophagus  (Figs.  1 and  2).  I 

The  liver  edge  was  two  cm.  below  the  right  costal  | 


* Postmortem  examination  performed  by  Dr.  Hillard  W.  I 
Himes. 
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margin.  A few  petechiae  were  scattered  over 
I the  mesentery  and  serosa  of  the  bowel.  The 
thyroid  gland  showed  slight  enlargement  of  the 
left  lobe.  In  each  lobe  there  was  an  abscess 
measuring  two  cm.  in  diameter  and  containing 
thin,  greenish  material.  Examination  of  the 
lungs  showed  the  right  base  to  be  firmly  adherent 
to  the  posterior  thoracic  wall.  There  was  a 
r small  area  in  the  left  base  which  was  softened  and 
stained  by  the  gastric  contents. 

The  lungs  were  heavy,  diffusely  dark  red,  and 
noncrepitant.  On  cut  section  a large  amount 
of  dark  red  and  grey  purulent  material  was  ex- 
pressed. There  were  several  1-  to  2-cm.,  well- 
circumscribed  abscesses  in  both  lungs  containing 
greenish  material.  The  bronchi  contained  thin, 
dark  red  mucoid  material,  and  the  bronchial 
mucosa  was  reddened.  The  hilar  lymph  nodes 
were  enlarged  from  1 to  3 cm.,  soft,  and  uni- 
| formly  reddish-purple  in  color.  The  posterior 
basal  segment  of  the  right  lower  lobe  was  firm, 
dark  red,  and  appeared  cornified. 

The  heart  weighed  500  Gm.  The  pericardial 
sac  contained  50  cc.  of  blood-tinged  fluid.  The 
epicardium  contained  several  areas  which  were 
slightly  raised,  firm,  and  dark  red.  On  cut 
section  small  abscesses  were  found  to  underlie 
these  areas.  The  endocardium  of  the  left  ven- 
tricle contained  several  subendocardial,  flame- 
shaped hemorrhages.  The  endocardium  of  the 
left  auricle  revealed  a 1-cm.,  elevated,  round 
nodule,  which  on  cut  section  appeared  to  be  an 
abscess  and  contained  greenish  material.  The 
valves  and  leaflets  were  normal.  There  were 
several  circumscribed  1-  to  2-cm.  abscesses 
scattered  throughout  the  musculature  of  both 
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Fig.  4.  Esophageal  perforations. 


ventricles  (Fig.  3). 

The  spleen  weighed  150  Gm.,  was  extremely 
soft,  and  no  architectural  pattern  was  discernible. 

The  liver  weighed  2,200  Gm.  There  were 
numerous  1-cm.,  whitish,  round  infiltrates  scat- 
tered throughout  the  parenchyma. 

Both  adrenal  glands  were  small.  The  left 
contained  a 2-cm.  calcified  nodule  which  con- 
tained yellowish,  soft,  grumous  material. 

Gastrointestinal  Tract:  The  esophagus  revealed 
the  presence  of  two  linear  defects  through  the 
entire  wall,  the  lowermost  measuring  3 cm.  in 
length  and  situated  just  above  the  hiatus  (Fig.  4). 
The  edges  were  ragged  and  blackish  in  color.  A 
similar  defect  was  situated  6 cm.  proximal  to  this. 
The  remainder  of  the  esophageal  mucosa  con- 
tained several  small,  whitish,  slightly  elevated 
areas  which  were  millet-seed  in  appearance. 
The  stomach  contained  a large  amount  of  black- 
ish fluid.  The  mucosa  showed  cerebriform 
whitish  elevations,  measuring  1 to  2 mm.  in 
height  and  giving  the  mucosa  a reticulated  ap- 
pearance. Petechiae  were  scattered  throughout 
the  gastric  mucosa.  There  were  several  0.5- 
to  1-cm.,  dark  red,  soft  mesenteric  lymph  nodes. 

Genitourinary  Tract:  Each  kidney  weighed  200 
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Fig.  5.  Kidney  with  multiple  abscesses. 

Gm.  The  subcapsular  surfaces  were  smooth 
except  for  the  presence  of  several  1-  to  2-cm.,  soft, 
greyish  elevations,  which  on  cut  surface  appeared 
to  be  cortical  abscesses  containing  greenish  ma- 
terial. These  abscesses  did  not  communicate 
with  the  pelvis.  There  was  a submucosal  hemor- 
rhage in  the  right  pelvis  measuring  2 cm.  in  diam- 
eter (Fig.  5). 

Bladder:  The  bladder  mucosa  showed  several 
petechiae. 

Lymph  Nodes : The  pancreaticolienal,  peri- 
portal, mesenteric,  retroaortic,  and  pelvic  lymph 
nodes  were  very  slightly  enlarged  and  measured  a 
maximum  of  2 cm.  They  were  dark  red  and 
soft. 

Bone  Marrow:  The  bone  marrow  of  the  ribs 
was  plentiful,  but  it  was  dark  brown  in  color  and 
fluid  in  consistency.  The  bone  marrow  of  the 
vertebrae  was  normally  cellular,  and  the  tra- 
beculae were  normal. 

Brain:  The  brain  weighed  1,400  Gm.  The 
dura  and  piarachnoid  were  normal.  The  sulci 
were  shallow,  the  gyri  flattened.  There  was  a 
1-cm.  abscess  on  the  superior  surface  of  the  right 
cerebellar  hemisphere.  On  cut  sections  there 
were  found  (1)  small  hemorrhages  of  the  right 
frontal  lobe,  (2)  right  temporal  abscess  occupying 
the  bulk  of  the  right  temporal  lobe  with  rupture 
medially  into  the  area  of  the  interpeduncular 
fossa,  (3)  edema  of  the  brain,  more  marked  on  the 
right  with  compression  of  the  left  side,  (4) 
hemorrhage  into  the  right  prefrontal  gyrus,  (5) 


Fig.  6.  Brains  showing  abscess  of  right  cerebellar  I 
hemisphere. 

small  abscess  of  the  caudal  end  of  the  middle  II 
temporal  gyrus,  (6)  F/rcm.  abscess  of  the  right  || 
splenium  of  the  corpus  callosum,  (7)  abscess  of  U 
the  right  lateral  occipital  gyrus,  and  (8)  abscess  I 
of  the  right  middle  cerebellar  hemisphere  (Fig.  6).  I 

Bacteriologic  Study:  Thyroid:  Aspergillus  I 

fumigatus.  Lungs:  saprophytic  yeast.  Heart:  I 
beta  hemolytic  streptococcus,  Aerobacter  aero-  I 
genes,  no  fungi.  Blood:  diphtheroids,  Aero-  I 
bacter  aerogenes.  Kidne3^s:  Aspergillus  fumi-  1 
gatus.  Brain:  beta  hemolytic  streptococcus,  1 

Aerobacter  aerogenes,  Bacillus  proteus,  Asper-  I 
gillus  fumigatus. 

Microscopic  examination  of  the  abscesses  in  the  I 
thyroid,  lungs,  heart,  kidneys,  and  brain  revealed  I 
the  presence  of  aspergifli. 


Comment 


The  rarity  with  which  B.  subtilis  infections  are 
reported  in  the  literature  in  clinical  medicine  is 
testimony  for  its  usually  benign  character  and 
generally  insignificant  role  as  a pathogen.  Al- 
though usually  regarded  as  a saprophyte,  Zinsser 
and  Bayne- Jones6  include  B.  subtilis  in  then- 
table  of  pathogenic  bacteria.  B.  subtilis,  fre- 
quently referred  to  as  the  “hay  bacillus,”  is 
a gram-positive,  aerobic,  sporulating  rod,  some 
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strains  of  which  produce  beta  type  hemolysis  on 
horse  blood  agar  plates.  Bacillus  megatherium,  a 
less  familiar  member  of  the  group  of  soil  bacteria, 
produces  a powerful  hemolysin  which  is  fatal  to 
laboratory  animals  and  readily  hemolyzes  the 
erythrocytes  of  man,  monkeys,  and  guinea  pigs. 

The  soil  bacteria  most  often  encountered  in 
clinical  medicine  is  Bacillus  anthracis.  Like  B. 
anthracis,  B.  subtilis  is  commonly  found  in  dust 
and  hay  infusions.  It  is  a frequent  saprophyte  or 
secondary  invader  in  chronic  suppurative  lesions, 
of  more  importance  in  those  working  with  bac- 
teria. Jordan-Burrows4  states  that  “Bacillus 
subtilis  infects  human  beings  only  rarely.” 
Conjunctivitis,  iridochoroiditis,  and  panophthal- 
mitis due  to  B.  subtilis  have  been  reported  in  man. 
Johnson  et  aV  reported  the  isolation  of  bacitracin 
from  a strain  of  B.  subtilis  cultured  from  an  in- 
fection of  the  leg  in  his  patient.  B.  subtilis  has 
been  rarely  found  to  invade  the  blood  stream  in 
cachectic  states.  During  blood  culture  studies  of 
apparently  healthy  persons  Reith  and  Squier8 
obtained  B.  subtilis  and  sarcina  in  20  out  of  293 
cultures.  They  regarded  these  organisms  as 
constituting  frank  contaminants.  Kotin,9  in  his 
series  of  routine  blood  cultures,  also  regarded  the 
occurrence  of  B.  subtilis  as  a contaminant. 
Keefer10  feels  that  bacteremia  without  local 
signs  should  suggest  an  intravascular  focus, 
for  example,  septic  thrombophlebitis  or  endo- 
carditis. He  found  hemolytic  streptococcus  to  be 
the  most  frequently  encountered  organism  in 
positive  cultures.  Brenes  and  associates11  have 
found  a higher  incidence  of  positive  blood  cul- 
tures from  arterial  than  venous  blood  in  patients 
with  septicemia.  Others  have  observed  a higher 
percentage  of  positive  cultures  in  marrow,  and 
instances  have  occurred  where  simultaneous 
venous  and  marrow  cultures  resulted  in  positive 
marrow  and  negative  venous  cultures. 

Because  of  his  leukemia  with  relative  leuko- 
penia and  absence  of  granulocytes,  the  case  pre- 
sented might  be  likened  to  the  experimental 
studies  of  Kerby  and  Martin.12  These  investi- 
gators in  their  studies  of  bacteremia  in  leukopenic 
rabbits  found  that  the  number  of  bacteria  present 
in  the  blood  stream  was  dependent  on  (1)  the 
rate  at  which  local  tissue  defenses  permitted 
entry,  (2)  the  species  of  bacteria,  and  (3)  the  rate 
at  which  the  bacteria  are  removed  from  the  blood 
stream.  They  found  that  bacteria  were  removed 
from  the  blood  stream  predominantly  during  their 
course  through  the  organs  drained  by  the  hepatic 


vein  (splanchnic  area) . They  produced  a marked 
leukopenia  by  destroying  the  hematopoietic 
tissues  with  parenteral  benzene,  thorotrast,  and 
mechlorethanine  and  found  that,  although  the 
absence  of  leukocytes  interferred  with  the  effi- 
ciency of  splanchnic  removal  of  bacteria  from  the 
circulating  blood,  the  bacteremia  could  not  be 
maintained  unless  the  organisms  were  intro- 
duced constantly  into  the  blood  stream  from  some 
source.  Kerby  et  al.iz  observed  that  active  or 
passive  immunity  in  leukopenic  rabbits  helped  to 
immobilize  bacteria  at  the  injection  site  and 
delayed  but  did  not  prevent  progressive  bac- 
teremia. Bull  was  able  to  correlate  the  acceler- 
ated disappearance  of  injected  pneumococci  in 
rabbits  with  the  administration  of  homologous 
immune  horse  serum,  in  each  instance  the  acceler- 
ated disappearance  being  correlated  and  attrib- 
uted to  the  agglutination  of  the  organisms. 
Although  the  major  site  of  removal  was  consid- 
ered to  be  the  splanchnic  area,  there  was  sug- 
gested evidence  for  the  development  of  some 
ability  to  clear  bacteria  in  the  pulmonary  cir- 
culation on  repeated  exposure. 

Tuttle  and  Cannon14  have  postulated  two  path- 
ways by  which  bacteria  in  the  lungs  may  leave 
this  organ  and  produce  a bacteremia:  (1)  direct 
passage  via  the  blood  vessels  and  (2)  indirect 
passage  into  the  blood  via  the  pulmonary 
lymphatics.  In  the  second  instance  the  bacteria 
must  pass  through  the  hilar  nodes,  since  all 
lymphatics  from  the  lungs  drain  into  these  nodes 
before  entering  the  thoracic  duct.  The  alveolar 
septa  are  considered  to  be  semipermeable,  allow- 
ing fluids  to  pass,  but  as  a rule  impermeable  to 
particulate  matter.  The  septal  cells  in  the 
alveoli  of  the  lung  are  regarded  as  macrophages 
with  a protective  function.  Blood  stream  in- 
vasion associated  with  pulmonary  infection  is 
felt  to  reflect  severe  injury  to  the  finer  cellular 
structures  normally  constituting  the  barrier  be- 
tween alveolar  air  spaces  and  blood. 

The  occurrence  of  Aspergillus  infections  in 
man,  although  infrequent,  has  been  reported  by  a 
number  of  investigators.  This  mold,  together 
with  the  genus  Penicillium,  constitute  the  Asco- 
mycetes,  an  order  in  which  the  members  possess 
mycelia  of  septate  filaments  with  sexual  endoge- 
nous spores  in  sacs  and  generally  ascospores  and 
conidia.  Asperigillus  fumigatus  is  considered  to 
be  pathogenic,  especially  for  birds,  producing  in- 
fection of  the  lungs.  It  has  also  produced  pul- 
monary lesions  in  mammals,  especially  horses  and 
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cattle.  In  man  the  disease  frequently  takes  the 
form  of  otomycosis  or  bronchopulmonary  as- 
pergillosis and  occurs  primarily  in  farmers,  han- 
dlers of  pigeons  and  parrots,  or  those  working 
with  rye  flour.  Aspergillosis  resembles  moniliasis 
in  that  it  may  complicate  other  chronic  lung  in- 
fections, including  tuberculosis  and  neoplasms.15 
The  inhalation  of  aspergilli  may  produce  symp- 
toms similar  to  seasonal  hayfever  and  asthma, 
and  hemoptysis,  acute  bronchopneumonia,  or 
chronic,  ulcerative,  pulmonary  infection  have 
been  observed.  It  has  been  noted  that  as  a rule 
patients  with  pulmonary  aspergillosis  do  not 
appear  as  ill  as  do  patients  with  a comparable 
degree  of  tuberculosis.  Over  the  past  two  years 
four  patients  in  our  hospital  on  prolonged  anti- 
biotic and  corticoid  therapy  were  found  to  have 
generalized  fungus  infection  at  autopsy.  Three 
of  these  patients  also  had  leukemia. 

The  decision  to  use  ACTH  and  cortisone  in 
acute  infections  is  especially  perplexing  when  one 
considers  that  there  is  an  increased  susceptibility 
to  infection  in  both  Cushing’s  syndrome  and 
Addison’s  disease.  Kass  and  Finland16  showed 
that  ACTH  therapy  in  pneumococcal  pneumonia 
may  result  in  dramatic  clinical  improvement  de- 
spite persistence  of  bacteremia.  Treatment  with 
cortisone  resulted  in  marked  enhancement  of 
blood  and  tissue  infection  by  streptococci  and 
pneumococci  in  rabbits.  Augmentation  of  infec- 
tion was  also  noted  in  corticoid-treated  rats  with 
experimentally  induced  tuberculosis.  ACTH 
and  cortisone  would  appear,  therefore,  to  invoke 
complex  biologic  alterations  in  the  host,  some 
of  which  are  of  unquestionable  benefit,  while 
others  increase  the  intensity  and  extensiveness  of 


infection.  The  increase  in  bacteremia  which 
may  occur  during  corticoid  therapy  has  been 
compared  to  the  leukopenic  state  wherein  there 
is  a decreased  ability  for  the  host  to  localize  the 
invading  organism  at  the  site  of  entry. 


Summary 

A case  of  Bacillus  subtilis  pneumonia  and 
septicemia  in  a patient  with  acute  myelogenous 
leukemia  is  reported.  This  infection  was  eradi- 
cated with  a combination  of  massive  antibiotic 
and  corticoid  therapy.  However,  the  patient 
subsequently  succumbed  to  multiple  system  in- 
volvement with  Aspergillus  fumigatus  abscesses. 
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“What  is  the  difference  between  results  and  consequences?”  a teacher  asked  her  class. 

Little  Jackie  answered:  “Results  are  what  you  expect.  Consequences  are  what  you  get.” 

The  Recorder 
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Five  Cases  of  Heat  Stroke  Observed  in  Mentalty  III 
Patients  Treated  with  Pacatal  During  the  Hot 

Weather  Spell 

H.  J.  EXT,  M.D.,  MIDDLETOWN,  NEW  YORK 
( From  the  Middletown  State  Homeopathic  Hospital) 


Pacatal,  which  is  10-(N-methyl-3-piperi- 
dylmethyl)-phenothiazine,  and  one  of  the 
newer  ataractics  produced  by  Warner-Chilcott 
Laboratories,  had  been  evaluated  on  a selected 
group  of  patients  in  Middletown  State  Homeo- 
pathic Hospital  during  an  approximate  sixteen- 
week  course  of  treatment  (March  1 to  June  18, 
1957).  All  patients  were  schizophrenics  with 
an  age  range  of  seventeen  to  sixty-four  and  a du- 
ration of  hospitalization  up  to  twenty-seven  years. 

At  about  the  middle  of  June,  1957,  towards  the 
end  of  a prolonged  hot  weather  spell,  seven  cases 
of  heat  stroke  occurred.  One  of  these  cases  ter- 
minated fatally  within  twenty-four  hours,  four 
cases  needed  infirmary  care  for  various  lengths 
of  time,  and  two  other  cases  recovered  on  the 
ward  within  a few  hours  and  are  not  included  in 
this  report  because  of  the  relatively  mild  symp- 
toms. These  seven  cases  were  the  only  cases 
of  heat  stroke  among  the  3,650  patients  of  this 
hospital  and  occurred  only  among  the  23  patients 
being  treated  with  Pacatal. 

In  order  to  better  understand  the  various  fac- 
tors which  came  into  play,  it  will  be  helpful  to 
recapitulate  the  related  pharmacology  and 
physiology. 

Pacatal 

The  main  effect  of  Pacatal1  appears  to  be 
exerted  on  the  nervous  system,  namely,  the  cen- 
tral, peripheral,  and  autonomic.  Pacatal  also 
possesses  sympathetic  and  parasympathetic  ef- 
fects, and  some  antihistaminic  and  antispasmodic 
activity.  Other  actions  include  analgesic,  anti- 
cholinergic, anticonvulsive,  and  temperature 
regulatory  actions.  It  is  also  said  to  have  a mild 
circulatory  effect.  Side-effects  of  Pacatal  in- 
clude dryness  of  mouth,  thirst,  visual  disturb- 
ances, dizziness,  nausea  and  vomiting,  con- 
stipation, diarrhea,  loss  of  energy  and  appetite, 
and  transient  pyrexia.2 


The  phenothiazines  are  known  to  have  some 
anticholinergic  effects,  and  it  is  believed  that  the 
side  chain  in  Pacatal  is  responsible  for  making 
the  atropine-like  effect  of  this  drug  more  pro- 
nounced.3 This  property  of  Pacatal  has  to  be 
kept  in  mind  in  order  to  understand  the  occur- 
rence of  heat  stroke  in  our  patients.  The  clinical 
picture  we  dealt  with  resembled  closely  the  clini- 
cal picture  of  atropine  poisoning.  It  is  well 
known  that  “Patients  on  large  doses  of  atropine 
may  be  very  sensitive  to  hot  weather,  and  heat 
stroke  may  occur.”4 

The  Pacatal  doses  administered  to  our  patients 
did  not  produce  serious  toxic  effects  under  usual 
weather  conditions.  However,  under  the  heat 
wave  conditions  when  additional  physiologic 
factors  became  operative,  the  doses  apparently 
were  large  enough  to  produce  a severe  toxic  pic- 
ture reminiscent  of  atropine  poisoning. 

Atropine  and  Heat  Stroke 

Atropine. — Atropine5  has  two  principle  ac- 
tions in  the  body.  The  first  one  is  on  the  central 
nervous  system,  the  second  and  more  important 
one  is  a highly  selective  blocking  action  on 
effector  organs  innervated  by  postganglionic, 
cholinergic  nerves.  The  site  of  blocking  action  is 
directly  on  effector  cells  of  the  smooth  and  cardiac 
muscles,  as  well  as  the  exocrine  glands. 

Pharmacologic  Actions: 

1.  Central  nervous  system:  Atropine  pro- 
duces stimulation  of  the  medulla  and  higher  cere- 
bral centers.  This  effect  is  manifested  by  respir- 
atory stimulation.  If  respiration  is  already  seri- 
ously depressed,  repeated  doses  of  atropine  may 
cause  even  further  depression  of  breathing. 
Restlessness,  disorientations,  hallucinations,  and 
delirium  may  be  evident  when  central  excitation 
becomes  more  prominent. 

2.  Eyes:  Mydriasis  and  paralysis  of  accom- 
modation is  caused  by  the  action  of  atropine  in 
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that  it  blocks  the  response  to  cholinergic  nerve 
impulses  of  sphincter  and  ciliary  muscles. 

3.  Respiratory  tract:  Atropine  inhibits  glan- 
dular secretion,  causing  dryness  of  the  mucous 
membranes. 

4.  Cardiovascular  system:  The  main  effect  of 
atropine  is  a biphasic  action  on  the  heart  rate. 
Low  doses  cause  temporary  decrease  in  heart  rate. 
Higher  doses  cause  tachycardia.  Large  thera- 
peutic doses  may  cause  auriculoventricular  block 
and  nodal  rhythm. 

5.  Circulation:  Atropine  counteracts  com- 
pletely the  peripheral  vasodilation  in  the  flush 
area.  It  may  cause  an  active  dilatation  of  cu- 
taneous blood  vessels.  The  mechanism  of  this 
anomalous  vascular  response  is  unknown.  It  has 
been  suggested  that  the  flush  is  a compensatory 
reaction  permitting  the  reduction  of  heat  to  offset 
the  atropine-induced  rise  in  temperature. 

6.  Coronary:  Atropine  has  no  significant  vas- 
odilatory  action. 

7.  Other  smooth  muscles : In  the  urinary  tract 
atropine  causes  dilation  of  the  pelves,  calyces, 
ureters,  and  bladders;  normal  tone  and  amplitude 
of  contractions  are  decreased. 

In  the  biliary  tract  atropine  exerts  a mild  anti- 
spasmodic  action.  Atropine  is  a potent  in- 
hibitor of  sweat  glands.  Sweating  is  suppressed 
and  skin  becomes  hot  and  dry.  In  body  tempera- 
ture, hyperthermia  from  moderate  doses  of  atro- 
pine may  occur.  The  term  “atropine  fever”  is 
applied  to  this  phenomenon.  Suppression  of 
sweating  is  probably  the  main  factor  of  the  pro- 
duction of  fever.  It  also  has  been  suggested  that 
atropine  may  exert  a central  effect  on  temperature 
regulation.  In  atropine  poisoning  the  tempera- 
ture may  reach  109  F. 

Miscellaneous  Actions. — Atropine  in  large  doses 
may  cause  a rise  in  the  metabolic  rate,  a fall  of 
alveolar  carbon  dioxide,  and  a rise  in  alveolar 
ventilation.  Blood  sugar  is  not  altered.  Leuko- 
cytosis may  occur.  Autonomic  ganglia  and 
neuromyal  junctions  in  skeletal  muscles  are  de- 
pressed by  high  concentrations  of  atropine. 
Large  doses  of  atropine  produce  antidiuresis  by 
increasing  the  renal  tubular  reabsorption  of 
water. 

Poisoning  by  Belladonna  Alkaloids. — Intoxica- 
tion frequently  occurs  in  the  clinical  use  of  atro- 
pine. Fatalities  are  rare,  although  Morton,  in 
1939,  recorded  two  fatalities  among  eight  cases 
of  atropine  poisoning.  Side-effects  of  atropine  in 
relation  to  increasing  dosages  include  (1)  dryness 


of  mouth,  (2)  definite  dryness  of  mouth  (thirst), 
(3)  rapid  heart  rate  (palpitation),  inhibition  of 
sweating,  some  blurring  of  near  vision,  dilated 
pupils,  (4)  all  of  the  above  symptoms  marked, 
and  in  addition,  disturbed  speech,  difficulty  in 
swallowing,  restlessness  combined  with  fatigue, 
dry,  hot  skin,  (5)  all  of  the  above  symptoms 
marked,  and  in  addition,  rapid  and  weak  pulse, 
flushed,  hot  and  dry  skin,  ataxia,  hallucinations, 
delirium,  coma,  very  blurred  vision,  and  a prac- 
tically obliterated  iris. 

Symptoms  and  Signs  of  Atropine  Poisoning. — 
These  develop  promptly  after  ingestion  of  the 
drug.  The  mouth  becomes  dry  and  burns, 
swallowing  is  difficult,  and  there  is  marked  thirst. 
Vision  is  blurred.  Skin  is  hot,  dry,  and  flushed. 
Body  temperature  rises  and  may  reach  109  F. 
The  pulse  is  weak  and  cardiac  rate  is  very  rapid. 
Palpitation  is  prominent.  Urinary  urgency  and 
difficulty  in  micturition  are  sometimes  noted. 
Patient  is  confused  and  exhibits  weakness,  gid- 
diness, and  muscular  incoordination.  Gait  and 
speech  are  disturbed.  Nausea  and  vomiting 
sometimes  occur.  The  behavior  and  mental 
symptoms  may  suggest  organic  psychosis.  Mem- 
ory is  disturbed,  orientation  faulty,  hallucinations 
are  common,  sensorium  is  clouded,  and  delirium 
is  not  infrequent.  The  diagnosis  of  an  acute 
schizophrenic  episode  has  been  mistakenly  made, 
and  patients  have  been  admitted  to  mental  insti- 
tutions. 

Diagnosis  of  Atropine  Poisoning. — The  mental 
symptoms  may  distract  the  physician’s  attention 
from  the  obvious  peripheral  autonomic  signs. 
Any  patient  with  an  acute  onset  of  behavior, 
mental  or  neurologic  symptoms  should  be  sus- 
pected of  drug  poisoning,  especially  by  atropine. 
Significant  are  dry  mucous  membranes,  dilated, 
unresponsive  pupils,  tachycardia,  and  cutaneous 
flush  and  fever. 

If  one  deals  with  mentally  ill  patients,  such  as 
schizophrenics,  as  in  our  study,  the  alarming 
mental  sjunptoms  are  easily  overlooked,  as  well 
as  the  early  symptoms  produced  by  the  atropine- 
like effect  of  Pacatal. 

Heat  Stroke. — Heat  stroke  is  a failure  of 
adequate  heat  elimination  and  almost  always  is 
related  to  the  breakdown  of  the  sweating  mech- 
anism.6 Experimentally  the  rate  of  sweating  in 
normal  individuals  has  been  found  to  decrease 
progressively  during  work  in  the  heat  and  finally 
lead  towards  real  deficiency  of  sweating.  In  heat 
stroke,  this  process  has  apparently  gone  on  to 
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complete  breakdown  to  the  mechanism,  to  com- 
i plete  cessation  of  sweating,  and  to  extreme  ele- 
i vation  of  body  temperature.  Although  the 
exact  mechanisms  of  sweating  are  not  known,  it  is 
clear  that  they  fail  in  incipient  heat  stroke,  and 
the  process  behaves  like  a local  fatigue  of  the 
glands.  The  first  overt  symptoms  are  those  re- 
ferable to  the  central  nervous  system.  In  the 
early  phases  circulation  is  maintained  with  a 
rapid,  full  pulse,  but  soon  a stage  of  vasomotor 
collapse  supervenes  with  low  blood  pressure  and  a 
rapid,  weak  pulse. 

Physiology  of  Pyrexia 

Rise  in  temperature  is  due  primarily  to  an  im- 
pairment of  the  mechanisms  for  heat  elimination, 

I such  as  an  increase  of  blood  volume,  vasodilata- 
I tion,  and  sweat  secretion.7  First,  heat  elimina- 
tion is  reduced.  Therefore,  heat  is  retained  in  the 
body,  and  temperature  rises.  The  higher  tem- 
perature, induced  through  heat  retention,  causes 
in  turn  greater  heat  productions,  for  the  heat 
generated  in  the  body  is  the  result  of  chemical 
reactions,  mainly  oxidative  in  nature,  and  like 
chemical  reactions  in  general,  they  are  accelerated 
by  a rise  in  temperature.  A rise  of  1 F.  in  bodily 
temperature  increases  the  metabolism  by  about 
7 per  cent.  The  center  for  control  of  body  tem- 
perature is  located  in  the  forepart  of  the  hy- 
pothalamus. Stimulation  causes  rise  in  tempera- 
ture. Liberation  of  Adrenalin  from  the  adrenal 
medulla  stimulates  heat  production  and  so  do  se- 
cretions of  the  thyroid  glands  (calorigenic  actions 
of  these  hormones).  Hypersensitivity  of  hyper- 
thyroid patients  to  a warm  environment  is  well 
known. 

In  our  patients  we  found  that  both  Pacatal  and 
hot,  humid  weather  conditions,  combined  in 
their  actions,  formed  a vicious  cycle  which  re- 
sulted in  the  occurrence  of  heat  stroke. 

Case  Reports 

Case  1. — A thirty-six-year-old  patient  was  diag- 
nosed as  demetia  praecox,  catatonic  type,  with 
eleven  years  hospitalization.  The  patient  was 
started  on  Pacatal  on  March  1,  1957,  with  a dosage 
of  100  mg.  daily.  A dosage  of  450  mg.  was  attained 
on  April  12,  1957.  On  April  27,  the  patient  felt 
sick,  and  had  fever  (102.2  F.).  Pacatal  was  discon- 
tinued. Blood  examination  on  April  29,  1957, 
showed  10,000  leukocytes;  31  per  cent  lympho- 
cytes, and  67  per  cent  neutrophil  cells.  Nuclear 
index  was  67.0.  On  April  30,  the  patient  was  re- 


started on  Pacatal,  receiving  225  mg.  daily.  Doses 
were  gradually  increased,  and  a dosage  of  450  mg. 
daily  was  attained  by  May  22,  1957.  On  June 
14,  the  dosage  was  reduced  to  300  mg.  daily  because 
of  the  continuous  hot  weather.  Leukocyte  count 
prior  to  start  on  Pacatal  on  March- 1,  1957,  was  re- 
ported as  8,800  leukocytes,  on  June  4,  6,600  leuko- 
cytes, and  on  June  13,  8,700  leukocytes. 

On  June  17,  at  8:00  a.m.,  the  patient  was  unable 
to  get  out  of  bed  for  breakfast.  Temperature  was 
106.6  F.,  pulse  was  144,  and  respiration  was  40. 
The  patient  was  confused  and  restless.  Heart 
sounds  were  normal.  There  was  abdominal  gas 
distention.  The  patient  was  transferred  to  the 
infirmary  of  the  hospital  and  was  catheterized;  1,300 
cc.  of  urine  were  obtained. 

On  June  18,  1957,  at  12:45  a.m.,  his  condition 
was  poor.  Temperature  was  108.8  F.  pulse  was  144, 
and  respiration  was  28.  The  patient  experienced  a 
series  of  petit  mal  convulsions  with  emesis  of  watery 
fluid  in  small  amounts.  He  had  not  voided  since 
catheterization  the  previous  morning.  He  was 
catheterized  again  at  1:00  a.m.,  and  2,150  cc.  were 
obtained.  At  3 : 20  a.m.  the  patient  vomited  a small 
amount  again.  No  respiratory  distress  was  noted. 
Diaphoresis  was  noted.  Blood  sugar  was  161  mg. 
per  cent,  and  nonprotein  nitrogen  was  37  mg. 
per  cent.  White  blood  count  was  12,300,  hematocrit 
was  49  per  cent,  lymphocytes  were  14  per  cent,  and 
neutrbphil  cells  were  86  per  cent.  Abnormalities 
included  six  juvenile  cells,  and  the  nuclear  index  was 
13.6.  The  patient  continued  to  fail.  The  abdomen 
was  very  distended. 

The  patient  expired  at  7 : 55  a.m. 

Case  2. — A sixty-two-year-old  patient  was  diag- 
nosed as  dementia  praecox,  paranoid  type,  with  ten 
and  one-half  years’  hospitalization.  He  was  started 
on  Pacatal  on  March  1,  1957,  with  a dosage  of  100 
mg.  daily.  A dosage  of  400  mg.  daily  was  attained 
by  April  1,  1957.  Dosage  increased  to  450  mg.  on 
May  4,  1957,  and  was  reduced  to  400  mg.  daily  on 
June  14,  1957,  because  of  the  continuous  hot 
weather.  Leukocyte  count  prior  to  start  on  Pacatal 
was  reported  as  1,400  leukocytes;  on  May  3,  1957, 
as  9,500  leukocytes,  and  on  June  7,  1957,  12,000 
leukocytes  were  counted. 

On  June  17,  1957,  at  1 : 45  p.m.,  the  patient  became 
very  unsteady  on  his  feet.  Respiration  was  labori- 
ous and  “noisy.”  Temperature  was  103.4  F.,  pulse 
was  120,  and  respiration  was  30.  The  patient  was 
transferred  to  the  infirmary  of  the  hospital.  On  ar- 
rival there  examination  revealed  barely  audible 
heart  sounds  and  a congested  right  lo^wer  lung. 
Blood  pressure  was  90/60.  Fade  was  flushed,  speech 
slurred,  and  tongue  dry. 

On  June  18,  1957,  the  lab  report  was  as  follows: 
blood  sugar  81  mg.  per  cent,  nonprotein  nitrogen 
was  30  mg.  per  cent.  Urinalysis  revealed  an  alkaline 
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reaction,  yellow  color  (turbid),  offensive  odor, 
specific  gravity  of  1.015,  negative  for  sugar  and 
albumen,  occasional  leukocytes,  and  many  micro- 
organisms. The  white  blood  count  wTas  14,500, 
hematocrit  43  per  cent,  differentiated  blood  count 
19  per  cent,  lymphocytes,  81  per  cent  neutrophil 
cells,  and  nuclear  index  was  39.5. 

The  chest  x-ray  read  as  follows:  “A  small  area 

in  the  left  lower  lobe  is  seen  to  be  effusively  con- 
gested, with  some  pleuritis  associated.  Diagnosis: 
pleuritis  and  pneumonia  (residuals).’’ 

On  June  25,  1957,  the  patient  had  recovered  from 
his  heat  stroke  and  returned  to  his  original  ward. 

Case  3.— A twenty-six-year-old  patient  was  diag- 
nosed as  dementia  praecox,  paranoid  type,  with  ten 
months  hospitalization.  He  wras  started  on  Pacatal 
on  March  1,  1957,  w'ith  a dosage  of  100  mg.  daity. 
A dosage  of  400  mg.  daily  was  attained  by  April  1, 
1957.  The  dosage  was  increased  to  450  mg.  daily 
on  April  12,  1957,  and  to  500  mg.  daily  on  May  4, 
1957,  on  which  the  patient  was  kept  until  June  16, 
when  Pacatal  was  discontinued.  Leukocyte  count 
prior  to  start  on  Pacatal  was  reported  as  10,000 
leukocytes,  on  May  2,  as  9,400,  and  on  June  5,  as 
7,700  leukocytes. 

On  June  16,  1957,  at  3 : 00  p.m.,  the  patient  fainted. 
When  found,  he  had  a flushed  dry  face,  fever,  rapid 
pulse,  and  was  unconscious.  The  patient  was  trans- 
ferred to  the  infirmary  of  the  hospital.  On  arrival 
there  his  tongue  was  found  to  be  dry.  He  was  said 
to  perspire  profusely  and  to  be  incontinent  of  urine 
and  feces.  Temperature  was  102,  pulse  was  98,  and 
blood  pressure  was  90/48.  On  June  17,  at  5 : 00  a.m., 
temperature  was  105.8  F.,  and  the  patient  was 
restless.  His  condition  appeared  poor.  The  patient 
suffered  from  excessive  thirst.  On  June  21,  blood 
examination  showed  8,500  leukocytes,  hematocrit 
39  per  cent,  red  cells  normal,  lymphocytes  22  per 
cent,  neutrophils  at  78  per  cent.  Nuclear  index  was 
78.0.  Blood  sugar  was  79  mg.  per  cent,  nonprotein 
nitrogen  23  mg.  per  cent.  On  June  24,  1957,  “pa- 
tient has  recovered  from  his  heat  exhaustion  and 
returned  to  his  original  ward.” 

Case  4. — A sixty-four-year-old  patient  was  diag- 
nosed as  dementia  praecox,  paranoid.  He  was 
started  on  Pacatal  on  March  1,  1957,  with  a dosage 
of  100  mg.  daily.  A dosage  of  400  mg.  daily  was 
attained  by  April  1,  1957.  The  dosage  was  increased 
to  450  mg.  daily  on  May  4,  1957,  and  was  reduced 
to  400  mg.  daily  on  June  14,  1957,  because  of  the 
continuous  hot  weather. 

Leukocytes  prior  to  start  on  Pacatal  were  8,400 
leukocytes,  on  May  3,  8,900  leukocytes,  and  on  June 
5,  7,400  leukocytes.  On  June  18,  1957,  at  4:45  p.m., 
the  patient  appeared  to  suffer  from  heat  stroke. 
Temperature  was  103,  pulse  was  124,  and  respiration 
was  32.  The  patient  was  transferred  to  the  infir- 


mary of  the  hospital  where  muscular  incoordination  1 
was  noted.  Temperature  at  8:00  p.m.  was  104  F., 
pulse  was  103,  and  respiration  was  32. 

On  June  19,  the  white  blood  count  was  5,400,  and 
hematocrit  was  39  per  cent;  differential  count  was 
45  per  cent  lymphocytes,  55  per  cent  neutrophil 
cells.  The  nuclear  index  was  55.0.  On  June  20, 
urinalysis  showed  an  acid  reaction,  yellow  (turbid) 
color,  normal  odor,  and  specific  gravity  of  1.014. 

It  was  negative  for  albumen  and  sugar.  Pus  cells, 
many  with  clumping,  were  present.  Epithelial 
cells  were  also  present. 

Blood  sugar  was  85  mg.  per  cent,  nonprotein 
nitrogen  was  29  mg.  per  cent.  Blood  examination 
revealed  6,500  leukocytes,  and  hematocrit  of  41 
per  cent.  Red  cells  were  normal,  Lymphocytes  were 
31  per  cent,  neutrophils  of  69  per  cent.  Nuclear 
index  was  69.0.  On  July  8,  “Patient  has  recovered 
from  his  heat  stroke  and  returned  to  his  original 
ward.” 

Case  5. — P.F.,  thirty-five  years  of  age,  was  diag- 
nosed as  dementia  praecox,  paranoid  type,  with 
eight  years  hospitalization.  He  was  started  on 
Pacatal  on  March  1,  1957,  with  a dosage  of  100  mg. 
daily.  A dosage  of  400  mg.  daily  was  attained  by 
April  1,  1957.  The  dosage  was  increased  to  450 
mg.  on  April  12,  1957,  and  to  500  mg.  daily  on  May 
4,  1957,  and  was  reduced  to  400  mg.  daily  on  June 
14,  1957,  because  of  the  continuous  hot  weather. 
Leukocyte  count  prior  to  start  on  Pacatal  was 
11,000  leukocytes;  on  May  1,  white  blood  count 
was  reported  as  11,200  leukocytes,  and  on  June  5, 
as  10,000  leukocytes.  On  June  17,  1957,  at  2:00 
p.m.,  the  patient  became  very  unsteady  on  his  feet 
and  had  to  be  assisted  from  the  picnic  grounds  to  the 
ward.  Temperature  was  104,  pulse  was  120,  and 
respiration  was  40.  On  June  18,  1957,  the  white 
blood  count  was  11,200  leukocytes.  On  June  20, 
1957:  “Patient  has  recovered  and  is  up  and  about  ! 
again.” 

Comment 

The  combination  of  high  environmental  tem- 
perature, high  relative  humidity,  and  the  atropine- 
like effect  of  Pacatal  resulted  in  the  breakdown 
of  the  heat  elimination  mechanism  in  our  patients 
treated  with  Pacatal.  These  patients  apparently 
had  become  so  sensitive  to  hot  weather  by  the  1 
atropine-like  action  of  Pacatal  that  heat  stroke 
occurred.  The  symptomatology  of  atropine 
poisoning  as  outlined  earlier  can  be  overlooked 
easily  in  mentally  ill  patients,  especially  if  they 
are  schizophrenic  individuals.  Having  become 
used  to  the  atropine-like  effects  of  this  drug  during 
many  weeks  of  use,  those  symptoms  were  not 
given  much  weight  by  the  nursing  staff,  since  al- 
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most  every  patient  suffered  from  them  in  varying 
degrees  as  soon  as  a certain  level  of  dosage  had 
been  attained.  Furthermore,  certain  measures 
had  been  applied,  such  as  oral  administration  of 
neostigmine,  to  counteract  these  side  effects. 
This  may  have  disguised  the  onset  of  heat  stroke. 

Conclusions 

It  has  been  pointed  out  that  larger  doses  of 
atropine  make  the  patient  very  sensitive  to  hot 
weather  and  that  heat  stroke  may  occur.  There- 
fore, because  of  the  atropine-like  effects  of  Paca- 
tal,  extreme  caution  should  be  observed  in  any 
mentally  ill  person  who  is  treated  with  larger 
doses  of  Pacatal  under  weather  conditions  as  they 
prevail  during  a prolonged  heat  spell.  The  same 
precaution  should  be  observed  in  persons  who  live 
in  tropical  or  subtropical  zones  not  being  ac- 
climatized completely,  for  example,  the  Armed 
Forces,  and  who  are  undergoing  treatment  with 
Pacatal.  It  is  advisable  to  reduce  the  daily 
dosage  to  300  mg.  or  even  less,  to  keep  the  pa- 
tient on  an  optimum  level  of  fluid  intake,  to  re- 
strain his  activities  to  a minimum,  and  to  provide 
sufficient  air  circulation  to  favor  the  proper  heat 
elimination  from  the  body. 

With  these  precautions  strictly  observed  and 
being  familiar  with  the  various  physiologic  and 
pharmacologic  factors  and  actions,  it  should  be 
possible  to  avoid  such  occurrences  in  the  future. 

Summary 

This  report  deals  with  five  severe  cases  of  heat 
stroke  (one  fatal)  out  of  seven  cases  which  had 
occurred  in  mentally  ill  patients  treated  with  large 


doses  of  Pacatal  at  the  Middletown  State  Homeo- 
pathic Hospital.  These  seven  cases  of  heat 
stroke  were  the  only  occurrences  among  3,650 
patients  of  this  hospital  and  occurred  only  among 
the  23  patients  being  treated  with  this  drug.  The 
phenothiazines  are  known  to  exert  some  more  or 
less  marked  anticholinergic  effects,  and  it  is  be- 
lieved that  the  side  chain  in  Pacatal  is  responsible 
for  making  the  atropine-like  effect  of  this  drug 
more  pronounced.  The  symptomatology  of  the 
five  cases  reported  is  reminiscent  of  atropine 
poisoning.  Atropine  administered  in  large  doses 
is  known  to  make  the  patient  very  sensitive  to 
hot  weather,  so  that  heat  stroke  may  occur. 
The  breakdown  of  the  heat  elimination  mech- 
anism is  considered  to  be  responsible  for  the 
occurrence  of  the  heat  stroke  in  these  patients. 
In  this  connection,  the  pharmacology  of  atropine 
and  physiology  of  heat  stroke  and  pyrexia  are  re- 
capitulated. Recommendations  are  given  for 
prevention  of  further  occurrences  of  heat  stroke 
in  mentally  ill  patients  treated  with  larger  doses 
of  Pacatal  during  heat  spells. 
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Planning  a vacation  in  Florida,  the  tourist  didn’t  know  what  to  do  with  his  dog. 

In  reply  to  his  letter  the  hotel  manager  wrote  hack:  uPve  been  in  this  business  for  30  years. 

Never  have  1 called  on  police  to  eject  a disorderly  dog.  Never  had  a dog  set  fire  to  a bed  with  a 
cigarette.  I have  never  found  a hotel  towel  or  blanket  in  a dog’s  suitcase,  nor  a whiskey  ring  on  a 
dresser.  The  dog  is  welcome,  and  if  he  will  vouch  for  you,  come  along,  too.”— WP  Mileposts 


June  1,  1958 


1881 


Improvement  of  Sarcoidosis  During  Pregnancy 

M.  MAURICE  ABITBOL,  M.D.,*  BROOKLYN,  NEW  YORK 
. ( From  the  Jewish  Hospital  of  Brooklyn ) 


Sarcoidosis  is  a systemic  disease  of  young 
adults.  It  can  involve  any  organ  in  the 
body,  but  mostly  it  attacks  the  reticuloendothelial 
system,  particularly  the  bronchial  and  subcutane- 
ous lymph  nodes.  The  lungs,  skin,  bones,  spleen, 
liver,  kidneys,  eyes,  and  parotid  glands  may  also 
be  involved  and  be  the  site  of  the  chief  complaint 
which  brings  the  patient  to  consultation. 

The  pathologic  lesion  is  characterized  by  a 
miliary  sarcoid  granuloma  with  epithelioid  and 
giant  cells,  containing  typical  inclusions.  The 
lesion  undergoes  sclerosis  but  not  caseation,  be- 
cause the  tubercles  have  no  tendency  to  fuse. 
The  course  of  the  disease  is  variable,  erratic,  and 
unpredictable,  with  regression  of  the  lesion  in  one 
organ  and  progression  or  appearance  of  the  lesion 
in  another  organ.  The  symptoms  and  signs  are 
multiple.1'  The  proof  of  complete  recovery  is 
rarely  available  because  there  are  long  periods  of 
hidden  latency.  Progressive  diffuse  pulmonary 
fibrosis  and  sarcoidosis  of  the  myocardium  are  the 
most  serious  forms  of  the  disease  and  responsible 
for  most  of  the  fatalities.  Secondary  pulmonary 
involvement,  particularly  tuberculosis,  is  fre- 
quent. The  blood  count  shows  moderate  eosino- 
philia.  There  is  usually  hyperproteinemia  with 
inversion  of  the  albumin-globulin  ratio. 

Case  Reports 

Case  1. — M.  O.  is  a thirty-year-old  female  with 
a known  sarcoidosis  which  started  six  years  ago  with 
a typical  uveoparotid  fever  (parotitis,  blurring  of 
vision,  periorbital  edema).  The  diagnosis  was  con- 
firmed by  biopsy.  She  had  a long  history  of  sterility. 
For  the  year  prior  to  admission  she  was  complaining 
of  chronic  cough  increasing  in  severity.  This  gradu- 
ally progressed  to  a persistent  severe  cough  produc- 
tive of  foamy  white  sputum  and  accompanied  by 
exertional  dyspnea.  She  was  admitted  at  this  time. 
On  admission  she  had  diffuse  inspiratory  and  expira- 
tory wheezing  throughout  all  pulmonary  fields. 
She  was  found  to  be  three  months  pregnant.  The 
chest  x-ray  showed  a diffuse  nodularity  throughout 
both  fields  without  evidence  of  hilar  adenopathy 
(Fig.  1).  There  was  a localized  patch  of  infiltration 

* Present  address:  M.D.  Anderson  Hospital,  Houston, 
Texas. 


Fig.  1.  f Chest  plate  at  three  months  of  gestation. 


in  the  right  upper  lobe.  Tuberculosis  complicating 
sarcoidosis  was  strongly  considered,  but  skin  tests, 
gastric  washings,  urine,  and  sputum  examinations 
and  culture  were  constantly  negative  for  acid-fast 
organisms.  Other  laboratory  studies  showed  no 
significant  abnormalities. 

The  patient  did  not  receive  any  special  treatment 
and  her  condition  improved  slowly  during  the  fol- 
lowing weeks.  At  term  she  was  completely  asympto- 
matic, the  lungs  being  clear  to  percussion  and  auscul- 
tation. On  a chest  x-ray  done  at  this  time  the  previ- 
ously described  nodularity  was  .considerably  im- 
proved and  the  localized  patch  of  infiltration  in  the 
right  upper  lobe  had  disappeared  with  a residual 
reticulum  still  left.  The  patient  had  a rapid  labor, 
and  a normal  living  infant,  female,  weighing  2,500 
Gm.  was  delivered  spontaneously. 

The  postpartum  course  was  uneventful,  and  in  a 
chest  x-ray  done  two  months  after  delivery  the  im- 
provement previously  mentioned  was  maintained 

(Fig.  2). 

Case  2. — S.  O.  at  the  age  of  twenty-nine  developed 
a cutaneous  form  of  sarcoidosis  consisting  of  a 
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Fig.  2.  Chest  plate  after  delivery. 


papulous  rash  on  the  back  and  front  of  the  neck 
and  scattered  lesions  on  the  face  (Fig.  3).  The  diag- 
nosis was  confirmed  by  biopsy.  One  year  later, 
during  her  first  pregnancy,  her  skin  condition  im- 
proved markedly.  However,  it  recurred  to  a lesser 
degree  after  delivery.  The  following  year,  during 
her  second  pregnancy,  the  skin  condition  cleared 
up  almost  completely,  and  this  was  maintained 
three  months  after  delivery.  The  only  visible  re- 
mains is  some  pigmentation  at  the  area  of  the  previ- 
ous papules  (Fig.  4).  Other  laboratory  studies 
showed  no  important  abnormalities.  The  patient 
herself  states  that  only  pregnancies  have  improved 
her  skin  condition. 

Comment 

The  association  of  sarcoidosis  and  pregnancy  is 
of  more  than  academic  interest  for  many  reasons : 

1.  This  association  is  rare.  This  is  the  12th 
case  reported  in  the  literature.  It  is  possible 
that  the  genital  organs  are  involved  in  this  sys- 
temic disease.  Longcope  and  Freiman  have  re- 
ported a case  of  sarcoidosis  involving  the  endo- 
metrium in  a woman  on  whom  a curettage  was 
performed  for  uterine  bleeding. 

2.  The  exact  relationship  between  sarcoidosis 
and  tuberculosis  has  never  been  clearly  defined. 


Fig.  3.  Back  of  neck  at  beginning  of  first  pregnancy. 


Fig.  4.  Back  of  neck  three  months  after  second 
delivery. 


Therefore,  the  obstetrician  may  have  to  consider 
the  sarcoid  patient  as  one  having  or  potentially 
having  tuberculosis,  especially  when  there  is 
pulmonary  involvement. 

3.  The  relationship  between  sarcoidosis  and 
pregnancy,  as  revealed  in  the  literature  is  rather 
confusing.2-4  Donaldson  et  al .5  and  Russell6  have 
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considered  pregnancy  as  aggravating  the  pul- 
monary involvement  of  sarcoidosis.  Aikens  and 
Beckwith7  and  Mayock  et  al*  have  reported  cases 
of  marked  improvement  of  sarcoidosis  during 
pregnancy.  The  general  opinion,  however,  is 
that  there  is  no  influence  of  one  condition  on  the 
other. 

Our  cases  showed  a remarkable  improvement 
(clinically  and  by  x-ray)  in  association  with  preg- 
nancy. Of  course,  we  may  attribute  this  varia- 
tion to  the  normal  course  of  the  disease.  How- 
ever, this  improvement  was  reached  so  quickly 
that  one  might  consider  it  due  to  the  beneficial 
influence  of  the  pregnancy. 

4.  Would  the  association  of  the  two  conditions 
bring  a contribution  to  the  understanding  of  the 
etiology  of  sarcoidosis  and  help  to  decide  whether 
sarcoidosis  is  a mild  form  of  tuberculosis  or  a 
collagen  disease? 

If  we  accept  the  fact  that  pregnancy  has  a 
beneficial  influence  on  sarcoidosis,  we  will  be 
rather  inclined  to  consider  sarcoidosis  as  belong- 
ing to  the  group  of  collagen  diseases,  which  are 
known  to  improve  during  pregnancy  (such  as 
rheumatoid  arthritis).  The  fact  that  steroid 
therapy  benefits  sarcoidosis  leads  us  to  the  same 


conclusion. 

Further  pregnancies  have  been  suggested  to; 
these  patients  as  therapy  for  their  sarcoidosis. 


Summary 

Two  cases  of  sarcoidosis  associated  with  preg- 
nancy are  reported,  showing  the  clinical  and  chest 
x-ray  improvement  during  gestation.  The  im- 
provement was  maintained  up  to  two  and  three 
months  after  delivery. 

The  literature  is  reviewed  concerning  the  in- 
fluence of  pregnancy  on  sarcoidosis  and  sarcoid- 
osis on  pregnancy. 
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Alcoholic  beverages  are  helpful  in  fighting  the 
common  cold — at  least  in  the  early  stages.  Al- 
though consumption  of  alcohol  is  obviously  not  a 
cure  for  the  common  cold,  its  beneficial  role  in  some 
persons  can  neither  be  minimized  nor  dismissed. 

Alcohol  has  long  been  a popular  remedy  for  ward- 
ing off  colds  after  chilling  or  exposure  in  inclement 
weather.  It  increases  blood  circulation,  provides 
warmth  and  comfort,  induces  drowsiness,  and  pro- 
motes a desire  to  rest.  Once  acted  upon,  the  de- 
cision to  rest  in  bed  can  serve  a most  useful  purpose. 
Rest  in  bed  diminishes  the  severity  of  the  common 
cold,  limits  its  spread  to  others,  and  reduces  the 
frequency  of  complications. 

Alcohol  is  valuable  in  fighting  a cold  in  still 
another  way.  A cold  is  preceded  by  a lowering  of 


the  temperature  in  the  nasal  passages  and  a constric- 
tion of  blood  vessels  within  the  nose.  The  passages 
then  become  dry  and  the  defense  against  the  cold 
is  weakened.  This  paves  the  way  for  acute  infec- 
tion. The  prime  intent  on  discovering  a cold  in  its 
early  stages  is  to  restore  the  nasal  passage  to  its 
normal  state.  This  can  best  be  done  by  raising  the 
temperature  of  the  membranes. 

To  test  this  theory  12  persons,  two  with  symptoms 
of  a cold,  were  given  one  ounce  of  a blended  whiskey. 
Temperatures  were  checked  before  the  test  began 
and  again  at  fifteen-minute  intervals  following  the 
taking  of  the  alcohol.  All  12  showed  a nasal  tem- 
perature rise  within  thirty  minutes. 

— Dr.  Noah  D.  Fdbricant , Archives  of  Otolaryn- 
gology, March , 1958 
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Semiannual  Chest  Roentgenograms  for  the  Detection 

of  Lung  Cancer 

A Preliminary  Report 

HENRY  H.  SHULTZ,  M.D.,  PAUL  R.  GERHARDT,  M.D.,  VINCENT  H.  HANDY,  M.D.,  AND  JOSEPH  T. 

DOYLE,  M.D.,  ALBANY,  NEW  YORK 

( From  the  New  York  State  Department  of  Health ) 


It  is  axiomatic  that  early  carcinoma  of  the  lung 
is  difficult  to  diagnose.  At  present  the  chest 
roentgenogram  is  the  only  practicable  screening 
device  for  early  diagnosis,  and  the  deficiencies  of 
this  method  are  well  known.  The  cytologic 
method  is  not  well  adapted  for  mass  screening, 
and  to  await  the  development  of  symptoms  is  to 
invite  disaster.  The  fact  that  an  occasional  in- 
dividual with  lung  cancer  develops  symptoms  be- 
fore roentgenologic  signs  merely  compounds  the 
confusion.  Since  semiannual  chest  roentgeno- 
grams have  been  advocated  for  early  diagnosis,  it 
was  felt  that  an  effort  should  be  made  to  evaluate 
the  effectiveness  of  this  procedure  in  the  early 
detection  of  this  disease. 

An  ideal  opportunity  to  carry  out  such  a study 
was  afforded  by  the  group  of  male  New  York 
State  employees,  aged  forty  to  fifty-four,  who  are 
examined  annually  by  the  Cardiovascular  Health 
Center  at  Albany  Hospital  for  evidence  of  coro- 
nary artery  disease.  This  examination  includes 
a chest  roentgenogram.  With  the  cooperation  of 
the  Bureau  of  Cancer  Control  and  the  Cardiovas- 
cular Health  Center,  arrangements  were  made  to 
x-ray  again  each  individual  at  the  Division  of  Tu- 
berculosis Control  six  months  after  his  cardiovas- 
cular examination.  In  this  way  each  participant 
received  a chest  roentgenogram  every  six  months. 
Occasionally  individuals  failed  to  appear  for  their 
six-month  x-ray  film,  but,  on  the  other  hand,  cer- 
tain employes  in  the  same  age  group  or  older  who 
were  not  participating  in  the  Cardiovascular 
Health  Program  requested  films  at  six-month  in- 
tervals, and  these  were  all  done  at  the  Division  of 
Tuberculosis  Control. 

All  films  were  interpreted  independently  by  two 
readers.  Those  taken  at  the  Cardiovascular 
Health  Center  were  standard  14  X 17  inch  films, 
and  each  individual  received  a posteroanterior 
and  a lateral  projection.  At  the  Division  of 


TABLE  I.- — Results  of  Semiannual  Chest  X-ray 
Examinations  Tabulated  by  Age  and  Diagnosis 


Age 

Number  of 
Persons 
X-rayed* 

Tuberculosis 

In- 

Active  active 

Neo- 

plasm 

Miscel- 

laneous 

40  to  44 

296 

5 

45  to  54 

976 

19 

2 

15 

55  to  64 

218 

9 

65  and  over 

5 

6 

Not  stated 

48 

1 

Total 

1,543 

34 

2 

21 

* Most  persons  were  x-rayed  two  or  more  times. 


Tuberculosis  Control  a single  4X5  inch  postero- 
anterior photofluorogram  was  taken.  It  was  felt 
that  the  radiologic  hazard  involved  was  negligible, 
since  the  average  gonadal  dose  from  the  two  stand- 
ard-size films  is  approximately  1.25  milli- 
roentgens,  and  that  from  the  specially  shielded 
photoroentgen  unit  averages  0.4  milliroentgens. 
This  represents  a total  gonadal  dose  of  about  1.65 
milliroentgens  or  0.00165  roentgen  in  one  year. 
The  genetic  aspect  of  this  amount  of  ionizing 
radiation  is  of  little  or  no  significance,  particularly 
in  a group  of  males  all  of  whom  are  over  forty  and 
have  largely  completed  their  families. 

The  program  was  started  on  September  1,  1955. 
Table  I shows  the  results  of  the  x-raying  of  1,543 
individuals  from  that  time  until  August  31,  1957. 
It  should  be  remembered  that  all  the  participants 
had  been  x-rayed  prior  to  September  1,  1955,  and 
all  were  presumably  negative  for  lung  cancer. 
With  the  exception  of  the  two  cases  of  neoplasm, 
the  other  abnormal  conditions  listed  were  pre- 
viously known  or  were  of  little  or  no  clinical  sig- 
nificance. Several  individuals  developed  pul- 
monary lesions  seen  by  x-ray  that  were  at  first 
thought  to  be  suspicious  for  cancer.  However,  on 
further  clinical  study  these  lesions  proved  to  be 
pneumonitis  or  some  other  benign  condition.  In 
addition  to  the  two  proved  cases,  another  in- 
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dividual  was  found  to  have  developed  a pul- 
monary lesion  in  March,  1955,  at  the  Cardio- 
vascular Health  Center,  having  had  a normal 
chest  x-ray  in  June,  1953.  This  lesion  was  at 
first  thought  to  be  tuberculous  but  later  was 
proved  to  be  carcinoma,  and  he  died  in  June, 

1956.  Since  the  original  abnormality  was  dis- 
covered prior  to  September  1,  1955,  and  since 
semiannual  x-rays  were  not  taken,  this  case  has 
been  excluded  from  the  present  study.  No  other 
cases  of  carcinoma  were  discovered  at  the  Cardio- 
vascular Health  Center  during  this  period. 

The  two  proved  cases  discovered  at  the  Di- 
vision of  Tuberculosis  Control  are  of  considerable 
interest,  and  a short  summary  of  each  follows. 

Case  Reports 

Case  1. — Mr.  R.  H.,  age  forty-eight,  had  a normal 
chest  x-ray  film  on  October  15,  1956.  On  April  15, 

1957,  a film  taken  at  the  Division  of  Tuberculosis 
Control  revealed  a small  round  shadow  in  the  left 
midlung  field.  There  were  no  symptoms  referable 
to  the  lungs.  A left  upper  lobectomy  was  performed 
at  the  Albany  Hospital  on  May  20,  1957,  and  the 
pathologic  report  was  adenocarcinoma  of  the  left 
upper  lobe  bronchus  with  no  evidence  of  metastases. 
An  incidental  finding  was  a small  caseous  focus 
walled  off  by  thick  fibrous  tissue  located  in  the  ex- 
treme apex.  This  lesion  was  not  visualized  on  the 
x-ray  films,  even  in  retrospect.  This  patient  is  well 
and  working  at  the  present  time,  although  it  is,  of 
course,  too  early  to  tell  if  a cure  has  been  achieved. 

Case  2. — Mr.  B.  S.,  aged  fifty-four,  had  a negative 
chest  x-ray  film  on  January  31,  1957.  On  July  31, 
1957,  a film  at  the  Division  of  Tuberculosis  Control 
revealed  abnormal  shadows  radiating  downward  and 
outward  from  the  region  of  the  right  hilum.  He  was 
immediately  recalled  for  another  film  but  failed  to 
appear  until  September  4,  1957.  At  this  time  a brief 
history  revealed  that  cough,  wheezing,  and  right 
lower  chest  pain  had  been  present  for  several  weeks. 
He  was  admitted  to  the  Albany  Veterans  Admin- 
istration Hospital  on  September  6,  1957.  At  that 
time  it  was  felt  that  some  type  of  tumor  was  present, 
since  cytologic  smears  of  the  sputum  revealed  the 
presence  of  malignant  cells.  However,  operation 
was  delayed  because  of  a superimposed  pneumonia 
for  which  appropriate  treatment  was  instituted.  At 


operation  on  October  14,  1957,  carcinoma  of  the 
right  lung  was  found  with  metastases  to  the  hilum 
and  to  the  left  atrium  by  direct  extension.  Biopsy 
revealed  an  undifferentiated  carcinoma,  the  so- 
called  “oat  cell”  type.  No  resection  was  possible, 
but  deep  x-ray  therapy  was  given  with  some  sympto-  1 
matic  improvement.  He  was  discharged  on  Decem- 
ber 20,  1957,  to  be  followed  as  an  outpatient.  The 
prognosis  of  course  is  very  grave. 

Comment 

The  occurrence  of  two  cases  of  lung  cancer 
among  1,543  individuals  in  a two-year  period 
gives  an  annual  average  incidence  rate  of  65  per 
100,000  population  in  males,  ages  forty  to  sixty- 
five.  The  average  annual  incidence  rate  in  the 
same  age  and  sex  group  for  the  year  1951  in  up-  ! 
state  New  York  was  60  per  100,000  population  as 
calculated  by  the  Bureau  of  Cancer  Control  from  j 
the  626  cases  of  lung  and  bronchus  cancer  reported 
for  this  age  group  in  1951.  The  average  annual 
incidence  rate  for  this  same  age  and  sex  group  for  j 
the  three-year  period  1949-1951  was  55  based  on  j 
1 ,702  cases  reported  in  1 949-195 1 . Although  this 
study  revealed  a rate  somewhat  higher  than  that  | 
reported  above,  the  numbers  involved  are  too 
small  to  draw  definite  conclusions. 

The  question  under  consideration,  the  value  of 
semiannual  chest  roentgenograms  in  the  early 
detection  of  lung  cancer,  remains  so  far  un- 
answered. Of  the  two  cases  discovered  one  was 
“early”  and  one  was  obviously  late.  The  dis- 
covery of  only  one  curable  cancer  might  seem  to 
justify  the  entire  program.  On  the  other  hand, 
in  spite  of  relatively  early  discovery  in  the  other 
case,  there  was  a delay  of  three  and  one-half 
months  between  the  time  of  the  first  film  and  sur- 
gery, and  the  cancer  was  so  advanced  as  to  be  in- 
operable. It  is  apparent  that  this  study  must  be 
continued  over  a considerable  period  of  time  be- 
fore definite  conclusions  can  be  drawn.  If  in  this 
highly  selected  group  it  can  be  shown  that  more 
early,  curable  cancers  are  discovered  by  this  than  ; 
by  other  means,  it  can  then  be  concluded  that 
semiannual  chest  x-ray  films  are  of  value  in  the 
early  diagnosis  of  the  disease. 


I have  a profound  respect  for  the  sea  as  a moral  teacher.  No  man  can  he  tossed  about  upon  it 
without  feeling  his  impotence  and  insignificance, — Charles  B.  Fairbanks 
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Suppression  of  Lactation:  A Simple  Method 


DONALD  H.  KARIHER,  M.D.,  AND  THOMAS  W.  SMITH,  M.D.,  ROCHESTER,  NEW  YORK 

( From  the  Departments  of  Obstetrics  and  Gynecology , University  of  Rochester  School  of  Medicine  and  Dentistry , 

and  Highland  Hospital ) 


Relief  of  breast  pain  and  inhibition  of  lacta- 
tion in  the  non-nursing  mother  are  common 
problems  in  the  postnatal  period.  Like  many 
others1-4  in  the  field  of  obstetrics  during  the  past 
ten  years,  we  have  tried  various  forms  of  estrogen 
and  estrogen-androgen  combinations  in  an  at- 
tempt to  suppress  lactation.  We  have  found 
that  all  of  the  regimens  described  to  the  present 
writing  have  in  common  one  or  more  of  the  fol- 
lowing disadvantages:  (a)  unpleasant  side-effects 
such  as  nausea,  (b)  withdrawal  bleeding,  (c) 
administration  of  large  numbers  of  tablets,  (d) 
frequent  intramuscular  injections,  and  (e)  com- 
plicated dosage  schedules  devised  in  an  attempt 
to  minimize  these  objectionable  features. 

The  present  investigation  was  undertaken  to 
confirm  whether  a simplified  dosage  schedule 
employing  Eticylol  Linguets*  could  overcome 
some  of  the  above  objections  and  provide  a satis- 
factory form  of  therapy  for  the  non-nursing 
mother. 

The  Study 

A series  of  114  consecutive  patients  from  the 
authors’  private  practice  were  investigated.  As 
soon  as  feasible  after  delivery,  each  mother  who 
elected  not  to  nurse  her  baby  was  given  a packet 
containing  0.5  mg.  Eticylol  Linguets  with  a 
dosage  schedule  and  instructions  for  the  use  of 
the  drug. 

Patients  were  instructed  to  restrict  their  intake 
of  milk  and  to  refrain  from  eating  ice  cream  or 
large  quantities  of  cheese.  Breast  binders  were 
not  used.  However,  the  patient  could  wear  her 
own  brassiere  if  she  wished.  Each  patient  was 
also  given  a questionnaire  to  be  returned  at  the 
time  of  the  first  postpartum  visit.  This  ques- 
tionnaire provided  detailed  information  regard- 
ing time  of  instituting  therapy,  filling  of  breasts 
during  and  after  therapy,  and  the  amount  of 
vaginal  bleeding  after  cessation  of  therapy.  With 

* Eticylol  Linguets,  registered  trade-mark  for  ethinyl 
estradiol  sublingual  tablets,  were  kindly  supplied  for  this  in- 
vestigation by  Ciba  Pharmaceutical  Products,  Inc.,  Summit, 
New  Jersey. 


our  questionnaire  we  hoped  to  avoid  suggestion 
and  obtain  objective  and  subjective  evaluation  of 
this  method  by  the  patient  herself.  In  addition, 
patients  were  requested  to  compare  Eticyclol 
Linguet  treatment  with  any  other  therapy  which 
might  have  been  used  in  previous  pregnancies. 

Two  simple  dosage  schedules  were  employed. 
The  first  schedule  consisted  of  one  0.5-mg.  Lin- 
guet per  day  for  a total  of  eight  days.  This 
schedule  was  used  in  76  patients.  The  second 
plan  utilized  two  0.5-mg.  Linguets  per  day,  one 
in  the  morning  and  one  in  the  evening,  for  the 
same  length  of  time.  This  schedule  was  used  in 
38  patients. 

Results 

An  examination  of  the  questionnaires  revealed 
certain  general  conclusions: 

1.  The  Linguet  (sublingual  tablet)  is  an  ac- 
ceptable form  of  administration.  In  only  a 
few  instances  was  absorption  time  felt  to  be  un- 
duly long  (over  forty-five  minutes). 

2.  Some  secondary  filling  was  encountered, 
and  when  it  did  develop,  it  was  most  commonly 
on  the  third  or  fourth  day  following  cessation  of 
medication. 

3.  The  effectiveness  of  therapy  generally  was 
greatest  if  medication  was  started  within  twelve 
hours  after  delivery. 

One  Linguet  Per  Day. — Of  the  76  patients 
on  this  regime  two  did  not  complete  the  course  of 
therapy,  discontinuing  the  Linguets  on  discharge 
from  the  hospital. 

Breast  Filling. — Thirty-one  patients  reported 
slight  filling  of  the  breasts  while  in  the  hospital, 
but  their  condition  did  not  require  treatment. 
Sixty-three  patients  had  some  filling  after  medi- 
cation was  stopped,  and  31  required  some  form 
of  additional  treatment,  such  as  binding,  aspirin, 
or  ice  applications. 

Withdrawal  Bleeding. — Fifty-four  patients 

noted  no  change  in  the  vaginal  bleeding  after 
stopping  the  Linguets.  Seven  patients  reported  a 
decrease  and  15  patients  an  increase  in  bleeding. 
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Although  there  may  have  been  other  causes,  all 
increases  in  bleeding  were  attributed  to  medica- 
tion. In  no  instance  was  the  amount  of  bleeding 
alarming,  or  did  it  require  therapy. 

Comparison  with  Previous  Control. — In  21  pa- 
tients other  methods  of  lactation  control  had 
been  employed  in  previous  pregnancies.  Eight- 
een patients  preferred  the  above  routine  with 
Eticylol  Linguets. 

Two  Linguets  Per  Day. — Thirty-eight  pa- 
tients took  one  Linguet  twice  a day.  One  patient 
did  not  continue  treatment  after  leaving  the 
hospital. 

Breast  Filling . — These  patients  did  not  notice 
breast  filling  while  taking  the  hormone.  How- 
ever, some  filling  occurred  in  26  patients  after 
stopping  the  ethinyl  estradiol  sublingual  tablets. 
Of  this  number,  ten  patients  had  some  discom- 
fort for  which  binding,  aspirin,  and  ice  applica- 
tions were  sufficient  treatment. 

Vaginal  Bleeding.-— There  was  no  change  in  the 
amount  of  vaginal  bleeding  in  23  patients,  while 
in  six  patients  it  decreased,  and  in  one  it  was  not 
evaluated. 

Comparison  with  Previous  Methods. — Ten  pa- 
tients in  this  group  had  employed  other  methods 
for  the  control  of  postpartum  breast  engorgement 
following  previous  pregnancies.  Eight  of  these 
patients  preferred  this  method  utilizing  Eticylol 
Linguets. 

Comment 

The  administration  of  one  Eticyclol  Linguet 
every  day  or  twice  a day  for  eight  days  provided 
satisfactory  symptomatic  relief  of  breast  pain 
and  suppression  of  lactation  in  postpartum  moth- 
ers. The  results  using  either  one  or  two  Linguets 
daily  as  evaluated  on  the  basis  of  the  question- 
naires are  about  the  same,  although  we  feel  that 
the  twice  daily  dosage  provided  more  relief. 
Postmedication  breast  filling  occurred  in  83  per 
cent  of  group  1 and  in  68  per  cent  of  group  2. 
However,  less  than  half  of  each  group  in  whom 
filling  occurred  required  additional  treatment, 


and  they  all  responded  to  simple  measures,  such 
as  binding,  ice  applications,  and  aspirin  by  mouth. 
Although  in  20  per  cent  of  the  patients  there  was 
an  increase  in  vaginal  bleeding  after  withdrawal 
of  the  hormone,  in  no  instance  was  it  excessive  or 
were  specific  measures  necessary  for  its  control. 
It  usually  lasted  no  more  than  two  days.  None 
of  the  patients  were  alarmed  by  it. 

From  the  patient's  point  of  view,  this  relatively 
simple  dosage  routine  was  well  received.  Ninety 
per  cent  of  those  who  had  been  on  previous  rou- 
tines for  control  of  lactation  during  other  preg- 
nancies preferred  this  method  or  felt  that  it  was 
as  good  as  other  methods  used  before. 

Thus,  this  routine  is  very  satisfactory  and  very 
easily  administered.  Nursing  time  is  saved  not 
only  by  not  having  to  apply  binders  etc.  but  also 
by  having  the  medication  self-administered.  In 
addition,  treatment  is  easily  continued  after  dis- 
charge from  the  hospital. 

Summary 

For  the  relief  of  mammary  discomfort  and  in- 
hibition of  lactation,  114  non-nursing  mothers 
were  given  0.5-mg.  Eticylol  Linguets  once  or 
twice  a day.  The  intake  of  fluids  (particularly 
milk)  and  milk  products  was  limited,  but  no 
other  special  measures  were  taken.  Although 
secondary  breast  filling  occurred  in  about  80  per 
cent  of  the  patients,  it  was  of  short  duration  and 
responded  promptly  to  simple  measures  where 
required. 

' The  slight  withdrawal  bleeding  which  occurred 
in  20  per  cent  of  the  patients  required  no  specific 
therapy. 

The  routine  provides  a simple  satisfactory 
method  for  the  control  of  lactation  and  relief  of 
breast  discomfort  in  non-nursing  mothers. 
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What  is  a weed ? A plant  whose  virtues  have  not  yet  been  discovered. — Ralph  Waldo 
Emerson 
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IN  recent  years  many  changes  have  taken 
place  in  our  concepts  of  the  development  and 
treatment  of  disease  of  the  peripheral  blood  ves- 
sels. It  would  be  impossible  to  outline  here  all 
that  is  now  known  of  the  so-called  peripheral 
vascular  diseases.  It  would  be  best,  therefore,  to 
confine  this  discussion  to  emphasis  on  the  more 
recent  trends  in  the  management  of  this  hetero- 
geneous group  of  conditions.  Since  treatment 
depends  to  some  extent  on  concepts  of  patho- 
genesis, physiologic  and  pathologic  studies  which 
throw  light  on  this  subject  also  will  be  briefly 
reviewed  as  will  some  of  the  newer  methods  for 
investigating  these  vascular  diseases  in  the  in- 
dividual patient. 

Physiology  and  Pa  thology 

From  a physiologic  standpoint  there  is  one 
thing  that  normal  blood  vessels  are  capable  of 
doing  actively,  and  that  is  to  constrict.  Con- 
versely they  may  also  dilate.  This  constriction 
or  dilatation  is  accomplished  by  means  of  con- 
traction or  lack  of  contraction  of  the  smooth 
muscle  which  surrounds  the  blood  vessels,  largely 
in  circular  fashion.  Although  this  situation 
would  at  face  value  seem  quite  simple  to  analyze, 

Aided  by  grants  from  the  National  Heart  Institute  (H- 
1164)  and  the  American  Heart  Association. 


it  is  actually  very  complex,  largely  because  blood 
vessels  do  not  necessarily  all  constrict  together 
but  often  at  different  sites  in  the  vasculature  with 
different  effects  on  the  rest  of  the  circulation  and 
on  the  tissues.  For  example,  dilatation  of  cap- 
illaries does  not  have  the  same  effect  or  the  same 
meaning  as  dilatation  of  venules  or  of  large  ar- 
teries, and  the  same  holds  for  constriction  of  nor- 
mal, small  arteriovenous  anastomoses  or  glomera 
as  against  constriction  of  large  arteries. 

What  is  more,  the  physiologic  laws  governing 
vasoconstriction  are  still  imperfectly  understood, 
chiefly  because  blood  vessels  can  be  observed 
directly  in  only  a few  regions,  such  as  the  epony- 
chium  or  bulbar  conjunctivae,  and  there  are  lim- 
itations to  what  one  can  adduce  from  such  direct 
observation.1-2  Vasoconstriction  or  dilatation, 
therefore,  must  usually  be  inferred  from  such 
measurements  as  can  be  made;  namely,  those  of 
blood  flow  and  blood  pressure.  The  complexities 
of  this  subject  need  not  be  belabored  here  except 
to  say  that  quantitative  estimates  of  vasocon- 
striction can  be  made  only  if  both  pressure  and 
flow  are  measured  together  and  radius  equivalents 
as  well  as  the  physical  work  of  vasoconstriction 
calculated  from  these  data.3 

It  is  now  relevant  to  discuss  the  pathogenesis 
and  pathology  of  peripheral  vascular  diseases 
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with  particular  reference  to  the  more  current  con- 
cepts. Again,  there  is  a very  limited  number  of 
pathologic  changes  than  can  take  place  within 
blood  vessels.  If  the  walls  of  the  vessel  are  in- 
jured by  disease  or  trauma,  the  pressure  within 
them  usually  produces  various  types  of  aneurys- 
mal dilatation.  If  the  injury  is  severe  enough 
with  extravasation  of  blood,  arteriovenous  fistu- 
lae  may  be  formed.  In  veins,  aneurysmal  dilata- 
tion with  viscosity  formation  usually  depends  on 
incompetence  of  the  venous  valves.  The  intima 
of  blood  vessels  may  be  injured,  largely  by  pres- 
sure acting  over  long  periods  of  time  and  es- 
pecially by  elevated  pressure,  and  also  by  the 
intimal  deposition  subsequently  of  lipid  sub- 
stances, such  as  cholesterol,  to  produce  athero- 
sclerosis. Atherosclerotic  plaques  may  subse- 
quently become  calcified.  The  degree  of  athero- 
sclerosis is  influenced  by  the  amount  of  lipid  sub- 
stances present  in  the  blood,  and  this  is  in  turn 
influenced  by  a complex  variety  of  as  yet  poorly 
understood  factors.4  Finally,  clot  may  form 
within  a blood  vessel  as  affected  by  many  fac- 
tors, including  stasis,  clotting  properties  of  the 
blood,  and  atherosclerotic  changes  in  the  intima 
of  the  vessels. 

There  is  another  pathologic  change  which  is 
very  imperfectly  understood  and  which  should  be 
discussed  here  briefly.  This  change  involves  the 
media  of  relatively  large  arteries  and  is  probably 
concerned  with  the  nutrition  of  the  walls  of  these 
vessels.  It  is  known  that  vasa  vasorum  supply 
the  adventitia  and  the  outer  portion  of  the  media 
with  blood,  but  the  inner  portion  of  the  media  and 
the  intima  probably  receive  nutrition  by  diffusion 
from  within  the  lumen  of  the  blood  vessel.5  This 
mechanism  may  become  impaired  by  thickening 
of  the  intima  and  atherosclerosis  or  by  hyper- 
trophy of  the  media,  or  by  some  other  factor  pro- 
ducing inadequate  diffusion.  Medial  necrosis 
thus  produced  may  lead  to  the  deposition  of  cal- 
cium in  the  mid-zone  of  these  vessels.  This  is 
known  as  Monckeberg’s  arteriosclerosis.  It  may 
be  completely  asymptomatic  and  not  associated 
with  obstructive  arterial  disease.  Obstructive 
arterial  disease,  however,  may  occur  together 
with  Monckeberg’s  arteriosclerosis  in  many  cases. 
Whether  medial  necrosis,  which  favors  the  de- 
velopment of  dissecting  aneurysms,  is  part  of  this 
process  is  not  yet  clear,  although  this  is  possible. 
Medial  necrosis  seems  particularly  common  in 
patients  with  so-called  Marfan’s  syndrome,  a 
hereditary  disease.6 


The  relationship  between  diabetes  mellitus  and 
peripheral  arterial  disease  is  well  established,  al- 
though the  exact  nature  of  the  relationship  is  as 
yet  unknown.  Diabetes  can  affect  capillaries, 
arterioles,  and  venules,  as  well  as  arteries,  and  the 
degree  of  arteriosclerosis  may  be  influenced  by 
the  lipemia  so  often  seen  in  diabetes.  The  ar- 
terial tree  of  the  lower  extremities  seems  to  be 
most  vulnerable  and  is  involved  very  early  in  the 
course  of  the  disease.7  The  relationship  in  dia- 
betes between  neuritis,  especially  as  involving  the 
sympathetic  nervous  system,  and  arteriosclerosis 
is  as  yet  unclear. 

That  tobacco  smoking  also  accelerates  arterial 
disease  is  now  definitely  established.8  In  most 
people  arterial  spasm  alone  is  the  only  effect, 
whereas  in  others  intra-arterial  clotting  as  well  as 
intravenous  clotting  is  probably  the  consequence 
of  severe  arterial  or  venous  spasm  respectively. 
It  may  be  questioned  whether  this  should  be  con- 
sidered a separate  clinical  disease  entity,  namely 
thromboangiitis  obliterans,  since  a variety  of 
clinical  and  pathologic  pictures  is  produced,  de- 
pending on  the  degree  of  underlying  arterio- 
sclerosis. The  pathology  is  therefore  not  really 
specific.  Why,  for  example,  is  the  diagnosis  of 
Buerger’s  disease  never  made  in  the  aged? 

It  will  be  recognized  that  this  oversimplification 
leaves  vast  areas  of  vascular  pathology  undis- 
cussed, such  as  the  subjects  of  vascular  allergy, 
periarteritis  nodosa,  lupus  erythematosus,  bac- 
terial phlebitis,  etc.,  but  since  these  diseases  are 
diffuse  and  involve  so  many  vascular  systems 
other  than  the  peripheral  circulation,  they  are 
conventionally  classified  with  the  more  general 
disease  of  internal  medicine,  rather  than  with  the 
admittedly  arbitrary  group  of  peripheral  vascular 
diseases  as  such. 

Diagnosis  and  Management 

From  the  point  of  view  of  diagnosis  and  man- 
agement of  peripheral  vascular  disease,  there  are 
two  major  problems;  one  is  arterial  insufficiency 
and  the  other  is  venous  stasis.  A collateral 
problem  is  the  management  of  aneurysm  and 
varicosity  formation. 

Arterial  Insufficiency. — Raynaud’s  Dis- 
ease, Acrocyanosis,  and  Scleroderma. — These  three 
diseases  produce  arterial  insufficiency,  involving 
chiefly  the  arteries  of  the  fingers  and  toes.  The 
distinction  between  them  is  no  longer  so  clear  as 
we  were  once  led  to  believe.9  All  three  may  make 
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^ the  patient  subject  to  arterial  spasm  characterized 
' by  pain  and  blanching  followed  by  erythema  and 
; cyanosis.  A clear  distinction  between  cases  in 
' which  there  is  spasm  only  without  obstructive 
e arterial  disease  can  only  be  made  by  means  of 
1 circulatory  tests.  This  involves  the  measurement 
of  flow  either  by  digital  plethysmography  or  cal- 
orimetry after  vasodilatation  by  indirect  heat  and 
ganglion  blockade  or  nerve  block.10-11  Arteriog- 
raphy may  also  be  used  to  distinguish  the  two 
types.12 

Diffuse  scleroderma  often  produces  Raynaud’s 
spasm  and  is  always  associated  with  obstructive 
arterial  disease.13  The  skin  condition  may  be  a 
feature  of  lupus  erythematosus  or  some  unknown 
generalized  process.  Involvement  of  the  face, 
esophagus,  and  viscera  is  characteristic.  When 
Raynaud’s  disease  itself  is  produced  at  least  in 
part  by  digital  arterial  obstruction,  it  may  be 
followed  by  sclerodactyly,  which  is  always  con- 
fined to  the  extremities.  Acrocyanosis  may  be  a 
feature  of  digital  arterial  obstruction  whether  or 
not  there  is  a history  of  Raynaud’s  spasm.  Most 
often,  however,  acrocyanosis  is  caused  by  the 
venular  dilatation  so  often  seen  in  chronic  digital 
vasospasm. 

The  prognosis  of  scleroderma  is  usually  grave. 
That  of  vasospastic  Raynaud’s  disease  or  acro- 
cyanosis, in  contrast,  is  usually  good.  It  is  these 
cases  that  respond  well  to  treatment  of  the  major 
causes  of  digital  arterial  spasm,  namely  cold  and 
emotional  instability.  Such  treatment  consists 
of  warm  clothing,  heated  rooms,  gloves,  thyroid 
extract  if  hypothroidism  is  present,  attention  to 
good  nutrition,  and  tranquilizing  drugs.  Vaso- 
dilating drugs  are  also  of  some  value  here.  In 
the  Raynaud’s  disease  or  acrocyanosis  associated 
with  digital  arterial  obstruction,  however,  prog- 
nosis is  guarded  and  gangrene  is  a common  sequel. 
If  the  disease  is  advancing,  sympathectomy  may 
be  attempted  despite  the  ensuing  Horner’s  syn- 
drome and  despite  the  frequent  return  of  the  dis- 
ease, at  least  to  some  extent,  after  the  operation. 

Arterial  Insufficiency  in  the  Lower  Extremity. — 
With  the  aging  of  the  population  there  is  an  un- 
derstandable increase  in  the  number  of  patients 
with  ischemia  of  the  legs.  The  basis  of  therapy 
is  an  accurate  comprehension  of  the  pattern  of 
disease  in  each  individual  case.  The  last  decade 
has  witnessed  a most  salutary  change  in  view- 
point. The  term  “obliterative  arteriosclerosis” 
suggesting  a morbid  process  resembling  the  piling 
up  of  sand  against  a dike,  is  less  often  used.  It  is 


now  realized  that  this  disease  is  patchy  and  that 
its  physical  expression  in  the  tissues  is  caused 
largely  by  the  distribution  of  the  lesions  in  the 
arterial  tree.  The  symptomatology  depends  on 
the  degree  and  site  of  narrowing  of  the  lumen  of 
the  involved  vessel  rather  than  on  the  physical 
changes  in  the  wall.  The  onset  of  symptoms 
marks  the  time  when  the  collateral  blood  flow 
cannot  compensate  for  the  failure  of  the  diseased 
artery  as  a conduit  of  blood.  Where  the  ob- 
struction is  sudden,  as  with  local  thrombosis  at 
the  site  of  an  ulcerated  atheroma,  the  oxygen  de- 
privation may  be  so  great  as  to  lead  to  gangrene 
of  the  toes  or  entire  foot.  With  more  gradual 
encroachment  on  or  occlusion  of  smaller  vessels, 
the  clinical  picture  may  be  that  of  intermittent 
claudication  or  simply  of  color  and  temperature 
changes  in  the  distal  extremity.  In  short,  the 
morbid  process  is  dynamic,  uneven,  and  highly 
individual,  depending  as  it  does  on  the  size  of  the 
involved  vessel,  the  site  and  nature  of  the  occlu- 
sion, and  the  collateral  circulatory  response. 

Certain  clinical  pictures  are  sufficiently  com- 
mon to  be  easily  recognizable.  Probably  the 
most  common  lesion  is  that  of  thrombosis  of  the 
superficial  femoral  artery.  This  occlusion  char- 
acteristically occurs  at,  or  just  proximal  to,  the 
adductor  tubercle  at  the  distal  end  of  the  adduc- 
tor canal  where  the  artery  winds  round  the  femur 
under  the  closely  applied  adductor  magnus  ten- 
don to  enter  the  popliteal  space.  The  symptoms 
of  painful  cold  foot  and  claudication  are  im- 
mediate in  onset  and  can  be  recalled  by  the  pa- 
tient even  if  he  delays  for  weeks  in  obtaining  med- 
ical aid.  The  clinical  sequel  depends  on  the 
collateral  circulatory  response.  It  varies  greatly, 
but  in  general  it  is  unusual  for  an  initial  attack 
to  result  in  death  of  tissue.  In  the  absence  of 
disseminated  arteriosclerosis  or  diabetes,  many 
of  these  patients  spontaneously  recover  with  com- 
paratively slight  functional  limitation.  Other 
patients,  however,  are  left  with  varying  degrees 
of  disability,  and  it  is  in  this  group  that  bypass 
shunts  are  most  effective.14,15 

A second  common  clinical  picture  is  represented 
by  the  patient  who  appears  with  gangrene  of  one 
or  more  toes.  This  group  can  be  divided  into 
three  categories.  The  first  is  exemplified  by  the 
diabetic  patient  with  good  peripheral  pulses  who 
paradoxically  exhibits  a black  toe  with  a bound- 
ing dorsalis  pedis  pulse  4 to  5 cm.  away.  The 
pathogenesis  here  involves  both  arteriolar  disease 
and  those  subtle  changes  in  local  tissue  metab- 
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olism  that  render  the  diabetic  patient  so  vul- 
nerable to  trauma  whether  mechanical,  thermal, 
or  chemical. 

The  second  type  is  represented  by  the  diabetic 
patient,  usually  older,  who  does  not  have  open 
pedal  pulses  and  is  therefore  suffering  from  the 
additional  hazard  of  arteriosclerosis.  The  third 
type  of  patient  is  the  aged  nondiabetic  man  or 
woman  who  has  had  repeated  arterial  occlusions 
and  whose  degree  of  arteriosclerosis  is  so  severe 
that  the  collateral  circulatory  response  is  too 
feeble  to  prevent  death  of  tissue.  The  inevitable 
infection  that  is  associated  with  gangrene  in  the 
foot  increases  the  danger  in  all  types. 

A third  clinical  grouping  embraces  those  pa- 
tients in  whom  the  causative  factor  is  occlusive 
disease  at  the  bifurcation  of  the  aorta  or  in  one  or 
both  iliac  arteries.  Over  thirty  years  ago, 
Leriche16  described  this  condition  with  its  varia- 
tions. Our  present  awareness  and  the  wide- 
spread use  of  aortography  has  made  us  realize  its 
frequency.  Suspicion  should  arise  whenever  a 
complaint  of  bilateral  or  unilateral  claudication  is 
associated  with  absent  or  feeble  femoral  pulsa- 
tions. Unless  specific  contraindications  are  pres- 
ent, an  aortogram  should  be  obtained.  It  is 
essential  to  remember  that  in  all  variations  of 
arterial  disease  the  chronic  case  results  from  a suc- 
cession of  morbid  events,  some  so  minor  as  to  be 
individually  unrecognizable. 

Thrombo-angiitis  obliterans  seems  to  be  less 
common  than  it  was  at  one  time.  It  is  manifested 
by  a succession  of  thromboses,  chiefly  in  medium 
sized  arterial  and  venous  segments.  It  is  dis- 
tinguished from  arteriosclerotic  thrombosis  only 
by  the  absence  of  underlying  changes  in  the  walls 
of  the  blood  vessels.  The  relationship  to  smok- 
ing is  clearly  established,  and  the  prognosis  is 
usually  good  with  cessation  of  smoking,  since  we 
are  dealing  with  a young  group  of  patients  with 
potentially  good  collateral  circulation.  Surgical 
management  of  this  group  of  patients,  however,  is 
no  different  from  that  of  other  varieties  of  arterial 
insufficiency  and  depends  on  the  development  of 
gangrene,  possibilities  for  grafting,  etc. 

The  diagnosis  of  arterial  insufficiency  in  the 
lower  extremity  can  ordinarily  be  made  from  clin- 
ical history  and  examination  alone.  Adjuvant 
procedures,  however,  are  often  employed.  Os- 
cillometric  testing  is  most  reliable  in  the  calf 
and  is  rarely  necessary  except  for  confirmation. 
Plethysmography  is  also  of  little  clinical  value 
either  in  the  leg,  foot,  or  toe,  but  may  afford  val- 


uable confirmatory  evidence  of  early  disease  and 
is  especially  useful  as  a research  tool.  The  same 
may  be  said  for  skin  temperature  determination 
as  well  as  calorimetry,  the  latter  being  par- 
ticularly applicable  to  the  great  toe.  Whenever 
blood  flow  determinations  are  made  in  the  toe 
with  the  calorimeter  or  plethysmograph,  studies 
should  be  done  before  and  after  some  type  of 
sympathetic  nerve  blockade,  whether  produced 
by  indirect  heat  and  drugs  or  more  directly  by 
nerve  block.  These  technics  are  especially  use- 
ful for  research  purposes  and  they  have  taught  us, 
among  other  things,  that  maximal  blood  flow  is 
often  reduced  by  two-thirds  or  more  before  clini-  j 
cal  symptoms  appear.  They  may  be  valuable  in 
detecting  incipient  preclinical  arterial  disease  and  | 
for  following  its  progress. 

It  is  well  to  remember  that  aortography  carries  J 
the  hazard  of  1 per  cent  mortality  and  10  per  cent 
recognizable  morbidity.  This  implies  that  it 
should  not  be  performed  unless  a positive  finding  [ 
will  be  followed  by  reparative  surgery.  An 
aortogram  adds  little  to  the  elucidation  of  an  i 
abdominal  aneurysm  except  for  the  depiction  of  ! 
possible  renal  artery  involvement.  In  fact,  many  | 
cases  of  Leriche  syndrome  can  be  satisfactorily  j| 
evaluated  without  x-ray  studies.  In  short,  the  j 
aortogram  is  a highly  useful,  potentially  danger- 
ous diagnostic  modality  that  should  be  used  with 
discrimination. 

The  hazard  of  arteriography  is  considerably  . 
less.  Whether  a closed  or  open  technic  is  used, 
complications  are  unusual.  The  method  is  most  ; 
useful  in  determining  the  patency  of  the  distal 
arterial  tree  preliminary  to  grafting.  In  the  ab- 
sence of  diabetes  or  marked  changes  in  the  foot,  I 
cases  of  thrombosis  of  the  femoral  artery  in 
Hunter’s  canal  can  be  explored  for  shunt  grafting  \ 
without  prior  arteriography. 

Certain  principles  are  often  forgotten  in  man- 
aging this  group  of  diseases.  The  adequate  j 
treatment  of  underlying  diseases,  such  as  diabetes, 
needs  little  additional  emphasis.  It  should  be  I 
remembered  that  intermittent  claudication  may 
spontaneously  disappear  as  collateral  circulation 
becomes  adequate,  only  to  reappear  at  a later 
date.  When  there  is  skin  necrosis  and  pain,  the 
foot  should  be  kept  low,  not  high,  in  contrast  to 
therapy  for  venous  insufficiency.  The  importance  j 
of  walking  despite  necrosis  or  even  frank  dry 
gangrene  has  been  pointed  up  by  Foley.17  Only  ! 
massive  gangrene  or  severe  infection  requires  bed-  j 
rest.  Vasodilating  drugs  orally  administered  are  I 
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| of  little  value,  although  intra-arterial  2-benzyl 
| imidazoline  hydrochloride  (Priscoline)  or  hista- 
mine will  tide  the  patient  over  a critical  period, 
remembering  always  the  danger  of  occasional 
thrombosis  with  this  type  of  therapy.  The  anti- 
biotics should  always  be  used  in  the  presence  of 
infection  and  may  make  the  difference  between 
manageable  and  rapidly  progressive  disease. 
Priscoline  and  an  antibiotic  may  have  to  be  ad- 
ministered together  intra-arterially  on  occasion. 
The  place  of  anticoagulants  in  the  treatment  of 
embolism  or  acute  thrombosis  is  well  established, 
but  how  useful  they  are  in  the  more  chronic  case 
needs  clarification.18 

In  the  last  five  years  an  exciting  burgeoning  in 
the  field  of  artery  replacement  has  taken  place. 
To  the  original  contributions  of  Leriche16  and  Dos 
Santos  et  al .,19  there  were  added  those  of  Gross 
et  al.20  in  introducing  the  practical  artery  bank 
and  Voorhees,  Jaretski,  and  Blakemore21  in  con- 
tributing the  arterial  prosthesis.  We  now  have  at 
hand  the  technical  means  to  treat  a disease  of 
known  morbid  anatomy  that  can  be  graphically 
delineated  in  each  case. 

Replacement  of  the  postrenal  aorta,  bifurca- 
tion, and  iliac  arteries,  either  by  homograft  or 
plastic  tube,  has  become  a surgical  common- 
place.22 Three  fourths  of  the  cases  are  completely 
successful,  and  the  mortality  is  about  15  per  cent. 
In  view  of  the  age  of  these  patients  and  the  usual 
presence  of  serious  disease  in  other  parts  of  the 
body,  this  can  truly  be  considered  one  of  the 
bright  aspects  of  surgery  in  this  century.  It  is 
hard  to  realize  that  in  one  clinic  over  1,000  graft- 
ing procedures  have  already  been  performed. 

The  results  in  femoral  and  popliteal  replace- 
ment and  bypassing  are  quite  naturally  not  as 
good.23  These  arteries  are  smaller  and  the  grafts 
more  sensitive  to  inadequate  run-off  in  the  distal 
vascular  tree.  The  immediate  effect  of  the  opera- 
tion is  good  in  two  thirds  of  the  patients,  but  fol- 
low-up after  a year  reveals  peripheral  pulses  in 
about  half.  The  final  evaluation  of  artery  graft- 
ing must  be  deferred  until  a ten-year  review  of  a 
sufficiently  large  series  gives  the  answer.24-25 

Different  types  of  grafts  are  still  the  subject 
of  intensive  investigation.  The  ideal,  the  auto- 
graft, is  obviously  not  available  in  quantity. 
The  homograft  is  technically  easiest  to  handle, 
and  available  statistics  indicate  a high  degree  of 
success  years  after  insertion.  However,  the 
homograft  is  not  always  easy  to  obtain  in  most 
hospitals,  and  there  are  reports  suggesting  a 


higher  degree  of  arteriosclerotic  degeneration  in 
these  transplants  than  in  the  host  arteries.26-27 
The  plastic  graft  is  readily  available,  cheap, 
sterilizable,  and  in  long  follow-up  studies  in  the 
laboratory,  does  not  seem  to  develop  areas  of  de- 
generation. It  is  well  to  remember  that  all  these 
grafts,  with  the  exception  of  the  autograft,  are 
dead  tissue  or  material  used  as  a mold  or  strut 
by  the  host  fibrocytes  which  invade  and  encom- 
pass them  to  form  tubular  conduits  of  blood. 
Deterling  and  Bhonslay28  have  intensively 
studied  the  physical  traits  of  the  plastic  graft. 

The  development  of  this  phase  of  surgery  has 
thrown  still  another  responsibility  on  the 
shoulders  of  the  physician  who  first  sees  the  pa- 
tient complaining  of  claudication.  He  must 
make  an  anatomic  diagnosis  with  or  without 
arteriography  and  then  proceed  with  the  new 
armamentarium  at  his  command. 

In  1947,  Dos  Santos29  reintroduced  the  pro- 
cedure of  reaming  the  occluded  interiors  of  ar- 
teriosclerotic vessels  in  such  fashion  as  to  create 
a new  lumen,  the  new  wall  consisting  of  the  outer 
half  of  the  media  and  the  adventitia.  He  pointed 
out  that  refinements  in  technic  and  the  avail- 
ability of  heparin  offered  a promise  of  success  that 
had  been  lacking  in  the  past. 

Despite  some  disagreement  it  can  be  said  that 
endarterectomy  has  a definite  place  in  aorto-iliac 
surgery.30-31  Recently,  Cannon  and  Barker32 
have  presented  their  experience  in  femoral  and 
popliteal  intimectomies.  Their  immediate  re- 
sults in  properly  selected  cases  were  remarkably 
successful.  They  have  so  treated  considerable 
lengths  of  vessel  with  permanent  restoration  of 
peripheral  pulses. 

There  are  few  subjects  so  controversial  as  the 
therapeutic  status  of  lumbar  sympathectomy. 
The  views  are  so  disparate  as  to  make  one  wonder 
whether  the  same  operation  and  the  same  group  of 
patients  are  under  discussion.  In  general,  in- 
ternists question  its  value  while  surgeons  exhort 
it.  The  place  of  this  procedure  in  the  treatment 
of  arterial  disease  of  the  inferior  extremities  also 
has  been  affected  by  the  development  of  vessel 
grafting.  Since  the  final  evaluation  of  arterial 
replacement  awaits  further  experience,  dog- 
matism in  regard  to  lumbar  sympathectomy  is 
clearly  unwarranted. 

The  prime  indication  for  the  latter  procedure 
is  present  in  those  patients  manifesting  increased 
sympathetic  tone.  This  would  include  Ray- 
naud’s disease  of  the  inferior  extremities,  hyper- 
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hidrosis,  and  causalgia.  Another  indication  is  in 
the  presence  of  tissue  changes  in  the  integument 
of  the  foot  which  are  not  due  to  a discrete  arterial 
lesion  responsive  to  grafting  or  endarterectomy. 
A third  indication  is  found  in  that  large  group  of 
patients,  many  diabetic,  in  which  grafting  is  not 
feasible  for  systemic  reasons  or  because  of  the 
diffuse  nature  of  the  vascular  involvement.  A 
fourth  type  of  patient-candidate  is  the  sufferer 
from  ischemic  night  pain  or  dysesthesias  in  the 
foot.  He  is  frequently  benefitted  by  lumbar 
sympathectomy. 

In  the  prognostic  evaluation  of  candidates  for 
this  operation,  such  tests  as  skin  temperature 
measurements,  plethysmography  and  calorimeter 
are  helpful,  but  the  findings  are  not  infrequently 
too  equivocal  to  be  of  clinical  value.  It  is  gen- 
erally agreed  that  lumbar  sympathectomy  is  not 
indicated  for  the  relief  of  intermittent  claudica- 
tion. 

Peripheral  Arterial  Embolism. — Successful  em- 
bolectomy  is  now  a commonplace.  Not  too  long 
ago,  a happy  outcome  warranted  publication. 
The  fact  that  this  operation  can  be  safely  and 
expeditiously  performed  on  the  sickest  of  pa- 
tients throws  an  additional  responsibility  on  the 
physician  caring  for  the  arrhythmic  heart  case. 
He  must  promptly  recognize  the  accident  of 
embolisation  and  identify  the  anatomic  site  of 
obstruction.  Careful  observation  must  not  be 
confused  with  delay  or  vacillation.  In  most  cases 
simple  palpation  of  the  pulses  provides  the  most 
important  information.  Oscillometry  is  con- 
firmatory in  the  localization  of  the  embolus. 

The  decision  as  to  treatment  depends  largely  on 
determining  the  viability  of  the  distal  tissues. 
Their  state  is  the  resultant  of  several  factors, 
chief  among  which  is  the  collateral  circulatory 
potential  of  the  arterial  tree  in  the  affected  ex- 
tremity. This  can  be  ascertained  by  careful 
neurologic  examination  of  the  foot  and  distal  leg. 
The  finding  of  unimpaired  epicritic  sensation  is 
positive  indication  of  sufficient  blood  supply  to 
provide  enough  oxygenation  for  the  peripheral 
nerves.  This  usually  means  that  there  is  more 
than  enough  flow  for  survival  of  the  extremity. 
It  does  not,  however,  guarantee  a good  prognosis 
for  future  function,  since  it  is  not  uncommon  for 
survival  without  operation  to  be  followed  by 
severe  intermittent  claudication. 

In  general,  responsibility  rests  heaviest  on  the 
physician  who  delays  operation  in  the  inferior 
extremity  unless  he  is  positive  that  epicritic  sen- 


sation has  remained  unimpaired  whatever  the 
changes  in  color  and  temperature.  The  use  of 
such  ancillary  measures  as  paravertebral  block, 
elevation  of  the  head  of  the  bed,  local  applications 
and  “vosodilating  drugs”  may  comfort  the  physi- 
cian during  a period  of  indecision  at  the  risk  of  in- 
creasing delay.  Small  emboli  in  the  lower  ex- 
tremity, however,  may  leave  little  or  no  residua  if 
left  untreated. 

Operative  removal  of  arterial  emboli  in  the  su- 
perior extremity  is  rarely  necessary.  The  re- 
markable collateral  circulatory  potential  of  the  ! 
arm  is  well  known.  Embolectomy  is  done  only 
in  the  uncommonly  severely  arteriosclerotic, 
usually  diabetic  patient  who  has  suffered  the 
additional  insult  of  embolism  of  the  brachial 
artery. 

The  most  effective  prophylaxis  against  em-  I 
bolism  is  anticoagulation.  In  mitral  stenosis,  a I 
commissurotomy  may  decrease  the  incidence  of 
embolism  in  the  long  run. 


Trauma  to  Arteries. — On  the  basis  of  experience 
in  World  War  II,  the  Army  Medical  Corps  was 
able  to  so  organize  its  handling  of  wounds  of 
arteries  that  brilliant  results  were  obtained  in  the 
Korean  war.33  Although  the  logistics  of  the  latter 
conflict  were  conducive  to  early  treatment  of  the 
wounded,  full  advantage  of  recent  technical 
accomplishments  plus  the  development  of  mobile 
teams  of  specialists  largely  accounted  for  this 
success. 

In  civilian  practice  fives  and  extremities  are 
now  being  saved  as  a result  of  the  skilled  emer- 
gency treatment  of  wounds  of  arteries.  In  rou- 
tine work  operative  accidents  involving  blood 
vessels  as  well  as  their  replacement  by  grafts  dur- 
ing the  course  of  resections  of  extensive  neo- 
plasms, are  being  taken  care  of  daily.  Neglect 
of  trauma  may  result  in  the  development  of  ar- 
teriovenous fistulas,  the  surgical  treatment  of 
which  has  remained  largely  unchanged  over  the 
years.  In  short,  the  present  generation  of  sur- 
geons is  being  taught  to  treat  the  major  blood 
vessels  and  not  avoid  them  in  their  operative 
work. 


Peripheral  Aneurysms. — These  are  classified  i 
into  three  types:  the  congenital,  with  multiple  j 
arteriovenous  communications,  the  mycotic,  and  \ 
the  arteriosclerotic.  The  first  is  best  left  alone  jl 
with  selective  amputation  in  the  event  of  local  ; 
or  cardiac  complication.  The  infectious  an-  | 
eurysm  is  frequently  not  diagnosed.  It  is  diffi-  j 
cult  to  treat  because  the  patient  usually  presents  I 
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himself  rather  late  in  the  morbid  process,  but  ex- 
cision and  grafting  should  be  done  when  feasible. 
Arteriosclerotic  dilatations  of  the  peripheral 
vessels  are  most  commonly  popliteal  in  location. 
They  too  are  treated  by  excision  and  grafting.34 

Although  dissecting  aneurysm  is  a lesion  char- 
acteristically located  in  the  aorta,  its  effects  are 
frequently  manifested  peripherally  due  to  en- 
croachment on  the  lumina  of  the  iliac  arteries. 
Its  presence  should  be  suspected  when  there  is 
coincidental  severe  chest  pain  or  upper  abdominal 
pain  and  sudden  marked  ischemia  of  previously 
normal  inferior  extremities.  This  condition  is 
now  amenable  to  specific  surgical  treatment.35 

Venous  Insufficiency. — It  is  needless  here  to 
reiterate  the  various  causes  and  types  of  thrombo- 
phlebitis, such  as  bacterial  endophlebitis,  throm- 
bophlebitis of  pregnancy,  etc.  It  is  perhaps  of 
more  importance  to  re-emphasize  the  role  of  stasis 
and  recumbency  in  the  production  of  the  most 
common  type  of  thrombophlebitis  as  seen  in  the 
lower  extremity.  Not  only  total  body  re- 
cumbency but  immobilization  of  the  lower  ex- 
tremity as  by  a cast  may  be  a predisposing  factor. 
Venous  stasis  is  more  common  with  age  because  of 
decreasing  arterial  inflow  as  produced  by  heart 
disease  or  arteriosclerosis,  and  venous  dilatation 
with  or  without  varicosity  formation  and  conse- 
quent “puddling,”  especially  in  the  deep  calf 
veins.  In  the  younger  age  group,  where  smoking 
produces  arterial  constriction  and  superficial 
arterial  thrombosis  known  as  thromboangiitis 
obliterans,  the  same  stimulus  can  also  produce 
venular  and  venous  constriction.  The  type  of 
thrombophlebitis  in  thromboangiitis  obliterans 
is  thus  often  superficial  and  segmental  as  dis- 
tinguished from  the  deep  thrombophlebitis  seen 
in  the  older  age  group,  although  the  latter  type 
may  also  be  seen  in  thromboangiitis.  The  dif- 
ferences are  probably  caused  by  physiologic  fac- 
tors rather  than  by  any  intrinsic  difference  in  the 
diseases.  It  should  be  pointed  out  again,  more- 
over, that  migrating  thrombophlebitis  can  occur 
as  a disease  independent  of  thromboangiitis  and 
if  visceral  venous  systems  are  involved,  may  pro- 
duce puzzling  clinical  pictures.36  The  relation- 
ship between  various  neoplasms,  such  as  car- 
cinoma of  the  pancreas  and  of  the  stomach,  to 
thrombophlebitis  is  well  known,  although  the  na- 
ture of  this  relationship  is  not  clearly  understood. 
Studies  on  factors  in  the  clotting  mechanism  of 
the  blood  predisposing  to  thrombophlebitis  are  of 
progressing  interest. 


The  clinical  distinction  between  “phlebothrom- 
bosis”  and  “thrombophlebitis”  is  probably  arti- 
ficial and  dependent  on  whether  there  is  complete 
obstruction  of  a vein  with  perivenous  lymphangi- 
tic  edema  or  whether  the  clot  is  attached  to  a 
small  area  of  the  venous  wall  and  becomes  propa- 
gated. Mixed  types  are  common,  and  embolism 
can  occur,  although  less  often  from  the  leg  of  a 
patient  with  “thrombophlebitis.” 

The  most  important  recent  advance  in  therapy 
of  thrombophlebitis  is  the  use  of  the  anticoagu- 
lants.37 They  are  of  definite  value,  especially  in 
the  patient  who  has  or  may  develop  pulmonary 
embolism  and  are  useful  even  in  the  superficial 
and  edematous  types  to  limit  the  disease.  If  ade- 
quate anticoagulation  does  not  stop  pulmonary 
embolization,  ligation  first  of  the  femoral  veins 
and  finally  of  the  inferior  vena  cava  is  indicated. 
In  recent  years,  however,  ligation  has  rarely  been 
necessary.  Other  substances  used  in  the  treat- 
ment of  thrombophlebitis,  such  as  plasmin,  are 
not  as  yet  of  proved  clinical  value.  Elastic 
stockings,  however,  may  be  of  value  both  in  pre- 
venting thrombophlebitis  and  preventing  its  ex- 
tension after  it  has  occurred,  especially  in  the 
postoperative  patient. 

The  long-term  effects  of  thrombophlebitis  are 
now  becoming  better  understood.  Those  effects 
often  do  not  become  apparent  until  ten  years  or 
more  after  the  acute  venous  obstruction.  De- 
pending on  the  extent  of  the  thrombosis,  there 
may  be  no  effect  at  all  or  chronic  edema  and  even 
elephantiasis.  Dilated  venules  appear  around 
the  ankles,  or  there  may  be  secondary  large 
superficial  varicosities.  Blood  is  deposited  in  the 
skin  especially  around  and  above  the  ankles  with 
hemosiderosis  of  the  skin  and  subcutaneous 
tissues  and  secondary  pigmentation  and  scaling. 
There  may  even  by  subcutaneous  calcinosis  in 
some  cases.  Secondary  infections  are  common 
and  cellulitis  may  be  of  low  grade  and  resistant 
to  antibiotics.  Ulcerations  of  various  size  provide 
the  most  difficult  and  resistant  management  prob- 
lem. Often  it  is  necessary  to  put  such  patients 
to  bed  with  the  extremity  elevated  before  heal- 
ing can  be  effectuated.  Antibiotics  and  proteo- 
lytic enzymes  may  be  useful  adjuvants  here.  For 
a time  it  was  hoped  that  the  operation  advocated 
by  Linton  would  solve  the  chronic  postphlebitic  leg 
problem.38  However,  it  is  now  generally  felt  that 
conservative  treatment  is  the  most  effective.39 

Varicose  veins  increase  susceptibility  to  throm- 
bophlebitis and  venous  stasis.  Such  veins  are 
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now  usually  treated  with  elastic  stockings,  or  if 
they  become  too  troublesome,  they  are  removed 
surgically  after  multiple  ligations.  Injection 
therapy  is  much  less  commonly  used.  The  im- 
portance of  an  adequate  deep  venous  circulation 
before  surgery  is  attempted  need  hardly  be 
stressed. 
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New  Teacher;  “Where  is  the  elephant  found?”  Jane:  “It’s  so  big,  it’s  hardly  every  lost.” 
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History 

The  patient  was  a seventy-three-year-old  bar- 
i her  admitted  to  the  hospital  by  ambulance  at 
2:00  a.m.  because  of  dyspnea. 

In  response  to  an  emergency  call,  the  admitting 
doctor  had  arrived  to  find  the  patient  coughing 
up  copious  quantities  of  white,  phlegm-like  spu- 
tum. He  was  sweating  profusely,  markedly 
dyspneic,  and  too  distressed  to  give  a history. 
The  doctor  administered  intravenous  amino- 
phylline  and  100  mg.  of  Demerol.  On  admission 
to  the  hospital  he  was  placed  in  an  oxygen  tent 
and  received  a Digoxin  and  aminophylline  sup- 
pository. The  electrocardiogram  showed  a sinus 
tachycardia  with  marked  ST  depression  in  leads 
I,  II,  AVL,  AVF,  and  V3_4-5-6  (Fig.  1). 

By  the  next  morning  he  was  much  improved. 
He  was  a.  most  reluctant  patient,  however,  and 
gave  only  grudgingly  of  any  history  whatsoever. 

In  the  past  he  had  been  told  by  a doctor  that  he 
had  “leakage  of  the  heart.”  For  two  years  he  had 
been  taking  nitroglycerine  with  relief  of  rather 
typical  angina  pectoris.  He  had  never  had  high 
blood  pressure  to  his  knowledge. 

On  the  night  of  admission  he  had  felt  all  right 
on  going  to  bed  but  awoke  early  in  the  morning 
aware  of  substernal  tightness  with  pain  radiating 
into  the  left  arm.  Nitroglycerine  failed  to  give 
him  relief.  Dyspnea,  which  had  been  present 
from  the  onset,  became  more  and  more  severe. 
He  summoned  a neighbor  who  called  the  doctor. 

On  the  first  hospital  day  his  temperature  was 

* Harry  M.  Dent,  professor  of  clinical  research  in  cardio- 
vascular disease,  University  of  Buffalo. 


100.5  F.  Blood  pressure  was  120/80.  The  neck 
veins  were  distended.  There  were  numerous 
wheezes  with  rales  over  the  chest  fields  bilaterally. 
Moist  rales  were  still  heard  well  over  the  lung 
bases.  The  heart  sounds  were  muffled  and  heard 
best  near  the  sternum.  Because  of  the  muffling 
effect  and  numerous  pulmonary  sounds,  cardiac 
auscultation  was  not  satisfactory.  However,  a 
grade  I systolic  murmur  could  be  heard  over  the 
aortic  area.  A grade  II  systolic  murmur,  well 
localized,  could  be  heard  at  about  the  fourth  in- 
tercostal space  to  the  left  of  the  sternum.  A 
thrill  could  not  be  palpated.  The  heart  rate  was 
72.  The  rhythm  was  regular.  Ai  and  P2  could 
be  heard  only  with  difficulty.  The  fiver  was 
questionably  palpable.  There  was  no  peripheral 
edema. 

The  sedimentation  rate  was  38  mm.  Red 
blood  cell  count  was  4,500,000.  White  blood 
count  was  12,400  with  78  polymorph  onuclears,  13 
lymphocytes,  4 stabs,  and  5 monocytes.  Urine 
specific  gravity  was  1.001.  There  was  a trace  of 
albumin,  an  occasional  fine  granular  cast,  and 
1 to  3 white  blood  cells.  Nonprotein  nitrogen 
was  50  mg.  The  fasting  blood  sugar  was  78 
mg.  Serum  sodium  chloride  was  675  mg.  and 
serum  sodium  was  130  mEq.  The  carbon  di- 
oxide combining  power  was  39  vols.  per  cent.  A 
chest  x-ray  disclosed  accentuated  lung  markings 
radiating  outward  from  both  hilar  areas.  The 
electrocardiogram  showed  a normal  heart  rate 
with  only  slight  depression  of  the  ST  segment  in 
leads  I,  II,  AVL  and  V5_6.  There  was  a sizable 
Q in  lead  III  and  a minimal  Q in  lead  AVF. 
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Early  Hospital  Course. — He  gradually  im- 
proved on  a low  salt  diet,  Digoxin  0.25  mg.  twice 
a day,  and  Thiomerin  1 cc.  every  other  day.  He 
also  received  ephedrine  3/s  grain  every  six  hours, 
ammonium  chloride  15  grains  three  times  a day 
for  four  days,  and  Pyridium  four  times  a day.  By 
the  third  hospital  day  his  temperature  was  nor- 
mal. The  chest  was  clear  to  auscultation,  and  he 
was  able  to  go  by  wheelchair  for  a chest  x-ray. 


The  chest  x-ray  showed  some  clearing  of  the! 
hilar  congestion  present  on  the  initial  bedside  x- 
ray  and  reported  a small  shadow  of  increased  den- 
sity in  the  right  cardiophrenic  angle  (Fig.  2) 
ST  depression  was  more  marked  in  the  repeat 
tracing  on  the  third  hospital  day  and  present  in 
leads  V2  and  V3  as  well  as  V4-5-6,  AVL,  and  leads  I 
and  II.  Sedimentation  rate  at  that  time  was  32 
mm.  He  continued  to  do  well  and  was  free  ol 
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Fig.  2.  Pulmonary  infarct,  right  cardiophrenic  angle. 


pain.  He  was  allowed  bathroom  privileges  and 
was  permitted  to  sit  in  the  chair  in  his  room  when 
not  in  bed. 

In  spite  of  doing  well  clinically  the  nonprotein 
nitrogen  on  the  fifth  hospital  day  was  60  mg. 
Four  random  urine  specimens  showed  specific 
gravity  varying  from  1.001  to  1.008  with  a trace 
of  albumin  consistently.  Microscopic  examina- 
tion disclosed  1 to  3 red  blood  cells,  5 to  6 white 
blood  cells  with  occasional  clumps,  1 to  2 hyaline 
casts,  and  an  occasional  granular  cast.  The 
serum  sodium  chloride  was  585  mg.  and  carbon 
dioxide  combining  power  was  62  vols.  per  cent. 
A urine  culture  grew  hemolytic  Escherichia  coli. 
A kidney-ureter-bladder  examination  disclosed 
no  significant  findings. 

He  continued  to  be  up  and  about  and  do  well 
until  the  eighth  hospital  night,  when  he  was  taken 
with  a severe  pain.  He  localized  the  pain  over  the 
right  upper  and  midabdomen  extending  well  up 
into  the  right  chest.  He  was  in  considerable  dis- 
tress, raised  blood-tinged  sputum,  and  the  pulse 
rate  dropped  to  40.  His  temperature,  previously 
normal,  was  now  99.6  F.  There  was  questionable 
right  calf  tenderness  but  no  evidence  of  phlebitis. 
Examination  of  the  chest  disclosed  no  significant 
findings  except  that  the  systolic  murmur  in  the 
fourth  interspace  to  the  left  of  the  sternum 
seemed  more  audible.  He  received  100  mg.  of 


Demerol,  was  put  back  in  an  oxygen  tent,  and 
was  started  on  Dicumerol  therapy. 

An  electrocardiogram  showed  some  widening 
of  the  QRS  duration  to  0.12  second  and  auricular 
fibrillation.  The  T waves  were  now  deeply  in- 
verted, and  the  ST  segments  further  depressed  in 
leads  I,  II,  AVL,  and  V2_3_4_5_6.  A chest  x- 
ray  disclosed  no  new  findings.  Serum  amylase 
was  113  mg.  The  serum  potassium  was  4.2 
mEq.,  serum  sodium  129  mEq.,  and  serum  sodium 
chlorides  630  mg. 

For  the  next  two  hospital  days  he  did  well  and 
was  free  of  pain.  However,  on  the  night  of  the 
tenth  hospital  day  he  complained  of  pain  in  the 
right  arm  and  hand.  On  examination  the  hand 
and  fingers  and  lower  third  of  the  arm  were 
cyanotic  and  cold.  Pulsations  were  absent  from 
the  brachial  artery.  A good  axillary  pulsation 
was  palpable.  On  the  following  day  the  brachial 
artery  was  opened  and  a clot  removed.  Circu- 
lation was  re-established,  and  the  affected  part 
became  warm  with  good  brachial  pulsations. 
Thirty-six  hours  postoperatively  he  was  placed 
on  aqueous  heparin  75  mg.  every  eight  hours. 

White  blood  count  at  this  time  was  7,800  with 
polymorphonuclears  65  per  cent,  lymphocytes 
23  per  cent,  monocytes  3 per  cent,  eosinophils 
1 per  cent,  stabs  7 per  cent,  and  basophils  1 per 
cent.  The  sedimentation  rate  was  39  mm. 
Electrocardiograms  on  the  eleventh  and  twelfth 
hospital  days  showed  no  significant  changes  from 
the  previous  tracing. 

Once  again  he  appeared  well  and  seemed  to  im- 
prove and  recover.  On  the  twelfth  hospital  day, 
however,  he  was  noted  by  a nurse  to  be  sitting  in 
a chair  somewhat  confused.  A half-hour  later  he 
complained  of  severe  abdominal  pain.  The  ab- 
domen became  greatly  distended.  He  began  to 
sweat  profusely.  Abdominal  tenderness  was 
generalized.  He  was  cyanotic,  and  the  pulse  be- 
came thready.  His  temperature  remained  at 
99.6  F.  Initially  he  received  morphine  for  pain 
and  later  Levophed  intravenously  for  shock.  He 
vomited  and  passed  liquid  stools.  Confusion 
gave  way  to  stupor,  and  he  died. 

The  nonprotein  nitrogen  on  the  final  hospital 
day  was  90  mg.  Serum  sodium  chloride  was 
585  mg.  The  carbon  dioxide  combining  power 
was  36  vols.  per  cent.  Serum  sodium  was  125 
mEq.  White  blood  count  was  14,500  with  75 
polymorphonuclears,  15  lymphocytes,  8 stabs, 
and  2 monocytes.  The  sedimentation  rate  was 
42  mm.  The  electrocardiogram  continued  to 
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show  widened  QRS  complexes  and  T wave  inver- 
sions, and  ST  depression  in  leads  I,  II,  AVL, 
V2-3-4-5-6  (Fig-  3). 

Dr.  David  Greene:  This  elderly  man  awoke 
early  in  the  morning  complaining  of  substernal 
tightness  and  pain  radiating  into  the  left  arm. 
Nitroglycerine  failed  to  give  him  relief.  Dyspnea, 
present  from  the  onset,  became  more  severe,  and 
a doctor  was  called.  This  certainly  suggests  a 


myocardial  infarction.  The  doctor  found  him 
sweating  profusely,  markedly  dyspneic,  and  too 
distressed  to  give  a history.  He  was  coughing  up 
copious  quantities  of  white  phlegm,  and  numerous 
wheezes,  rales,  and  rhonchi  could  be  heard. 
This  is  the  picture  of  a man  who  has  a diminished 
myocardial  reserve,  to  whom  something  suddenly 
happened  which  cut  dowm  on  the  competency  of 
the  left  side  of  the  heart.  He  developed  pul-  I 
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monary  congestion  and  perhaps  pulmonary 
edema  and  required  emergency  treatment. 

On  admission  to  the  hospital  it  was  noted  that 
he  had  a low-grade  fever,  was  coughing  and 
wheezing,  and  had  an  increased  anteroposterior 
^ diameter  of  the  chest.  I believe  that  a man 
seventy-three  years  old  is  entitled  to  have  a cer- 
J tain  amount  of  pulmonary  emphysema  and  that  it 
. was  not  a significant  contribution  to  his  clinical 
. picture.  Moist  rales  persisted  at  the  lung  bases. 
I’m  not  inclined  to  attach  any  particular  signifi- 
cance to  the  grade  I aortic  systolic  and  grade  II 
apical  systolic  murmurs  in  a man  of  his  age  with 
myocardial  disease.  I don’t  think  that  they  are 
helpful  in  distinguishing  one  type  of  disease  from 
another. 

He  had  a slight  leukocystosis  as  one  might  ex- 
pect. We  are  brought  to  a consideration  of  the 
kidneys  by  a high  nonprotein  nitrogen,  low  carbon 
! dioxide  combining  power,  low  specific  gravity, 
granular  casts,  and  white  blood  cells  in  the  urine. 
These  findings  are  more  than  I would  expect  if 
inadequate  renal  circulation  on  the  basis  of  car- 
diac failure  were  the  whole  explanation,  par- 
i ticularly  so  since  this  picture  becomes  progressive 
as  we  follow  him  throughout  his  hospital  course. 
Thus,  I think  that  we  are  forced  to  bring  in  some- 
thing more  in  the  way  of  renal  disease  than  simply 
the  circulatory  changes  following  his  myocardial 
difficulties. 

One  of  the  things  we  could  consider  in  view  of 
subsequent  episodes  in  this  man’s  course  is  renal 
infarction,  either  repeated  small  infarcts  or  a 
large  infarct.  I don’t  think  that  this  is  exactly  the 
picture  of  renal  infarction,  however.  I would  ex- 
pect bleeding  to  be  more  prominent.  Later  on 
we  find  that  he  had  a pyuria  and  a positive  urine 
culture.  This  would  suggest  pyelitis  and  prob- 
ably  pyelonephritis.  In  a man  of  his  age,  who  has 
some  urinary  tract  infection  and  atherosclerosis,  it 
may  be  very  difficult  for  the  pathologist  to  tell  us 
how  this  kidney  disease  started.  Kidney  lesions 
as  they  progress  tend  to  become  more  limited  in 
their  distinguishing  manifestations,  and  it  is  some- 
times difficult  to  reconstruct  the  early  part  of  the 
picture,  even  when  one  has  the  kidney  under  the 
microscope. 

The  chest  x-ray  disclosed  accentuated  lung 
markings  radiating  out  from  both  hilar  regions. 

I gather  that  this  is  a portable  chest  x-ray.  The 
lung  markings  certainly  are  increased,  as  one 
might  expect  in  pulmonary  congestion.  The 
projection  is  different  from  the  usual  one  with  a 


6-foot  film.  The  mediastinal  structures  are 
slightly  displaced  and  made  more  prominent, 
since  the  tube  distance  is  shorter. 

He  was  treated  for  congestive  heart  failure  with 
a low  salt  diet  and  Digoxin,  and  he  improved 
rather  markedly.  Three  days  later  he  was  able  to 
go  to  x-ray  for  a film  taken  in  the  conventional 
manner,  which  showed  the  pulmonary  congestion 
to  be  decreased.  Looking  closely  one  can  see 
what  appears  to  be  diaphragmatic  adhesions. 
These  apparent  adhesions  are  sometimes  not 
adhesions  at  all  but  rather  the  septa  in  between 
bullae  seen  in  pulmonary  emphysema.  Occasion- 
ally they  may  be  the  only  indication  of  pulmonary 
emphysema.  This  shadow  in  the  right  cardio- 
phrenic  angle  looks  like  an  infarct,  since  lung 
tissue  can  be  seen  well  demarcating  the  lesion. 
The  question  arises  as  to  whether  or  not  a pul- 
monary embolism  was  part  of  the  problem  at  the 
time  of  admission.  His  electrocardiographic 
changes  are  not  particularly  striking  or  specific. 
He  does  have  ST  and  T wave  changes  a Q in  lead 
III.  As  we  go  along  we  find  that  his  QRS  com- 
plexes widen;  they  vary  between  0.08  and  0.12 
second  in  duration.  This  is  a very  definite  change 
which  I don’t  think  we  can  neglect  and  suggests 
to  me  that  whatever  happened  to  his  myocardium 
has  involved  the  conduction  system  and  probably 
the  septum. 

He  did  well  except  that  the  urine  specific 
gravity  never  rose  very  high,  another  evidence  of 
impaired  kidney  function.  I suspect  that  a con- 
centration test  would  not  have  shown  a specific 
gravity  much  above  1.010,  had  it  been  done.  His 
carbon  dioxide  came  back  toward  normal,  al- 
though he  still  had  a low  sodium  chloride.  Then 
he  developed  pain  over  the  upper  and  middle 
abdomen  extending  up  into  the  right  chest.  He 
raised  blood-tinged  sputum,  and  his  pulse  rate 
dropped  to  40.  He  had  a little  fever,  and  there 
was  questionable  right  calf  tenderness  but  no 
other  evidence  of  phlebitis.  There  were  question- 
able changes  in  the  systolic  murmur.  Again  I am 
not  able  to  ascribe  a specific  significance  to  this 
change  in  the  murmur.  The  whole  thing  sounds 
as  if  he  probably  had  a small,  pulmonary  infarc- 
tion, and  this  may  have  been  associated  with  his 
right  calf  tenderness,  and  it  may  have  come  from  a 
phlebothrombosis  in  his  right  leg  or  elsewhere. 
Or  it  may  have  come  from  an  actual  involvement 
of  the  myocardium,  a mural  thrombus  breaking 
off.  I would  think  the  latter  to  be  equally  likely 
if  this  tenderness  described  as  questionable  was 
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not  a very  definite  finding. 

It  was  at  this  time  that  the  widening  of  the  QRS 
was  noted  and  his  rhythm  changed  to  auricular 
fibrillation,  both  of  which  changes  I think  would 
go  along  with  arteriosclerotic  heart  disease  and  the 
evolution  of  an  infarction  or  addition  of  new  in- 
farction on  an  old  infarct.  By  old  I mean  one 
occurring  at  the  time  of  admission.  Then  he  had 
an  embolus  to  his  brachial  artery  which  was 
treated  surgically  with  success.  Apparently  func- 
tion was  restored.  Here  I don’t  think  we  are 
dealing  with  something  from  the  calf  vein.  The 
patent  foramen  ovale  and  paradoxical  embolus  are 
favorite  findings,  particularly  in  these  conferences. 
This  has  actually  happened  to  me  within  the  past 
year  in  real  life  unassociated  with  a clinicopath- 
ologic  conference.  I’ve  had  a patient  who  had  a 
paradoxical  embolus  through  an  unsuspected  pat- 
ent foramen  ovale  and  who  died  following  it. 
It  does  occur,  but  in  this  case  I think  it  is  much 
more  likely  that  we  are  dealing  with  a thrombus 
arising  from  the  left  side  of  the  heart  following 
myocardial  infarction. 

On  the  twelfth  hospital  day  he  was  found  sitting 
in  a chair  somewhat  confused,  and  a half  hour 
later  he  complained  of  severe  abdominal  pain. 
The  abdomen  became  greatly  distended  and  he 
began  to  sweat.  This  was  followed  by  marked 
abdominal  tenderness,  shock,  vomiting,  and  the 
passing  of  liquid  stools.  In  a man  who  has  al- 
ready had  a pulmonary  infarct  and  embolus  to  the 
brachial  artery,  I think  that  this  fits  in  very  well 
with  a picture  of  an  embolus  to  a mesenteric  ves- 
sel. How  much  of  the  mesentery  and  bowel  was 
involved  it’s  difficult  to  say,  but  since  this  pro- 
duced shock  and  then  in  spite  of  energetic  treat- 
ment of  shock,  death,  I would  say  that  probably 
a large  portion  of  the  mesentery  was  involved. 

His  final  laboratory  work  shows  no  specific 
changes  in  the  electrocardiogram.  A nonprotein 
nitrogen  which  was  50  on  admission  rose  to  90, 
evidence  of  progressive  renal  failure,  and  perhaps 
circulatory  changes  added  to  the  already  existing 
kidney  disease.  His  carbon  dioxide  went  down 
again  into  the  acidotic  range.  I would  think  this 
goes  along  with  his  nitrogen  retention. 

I would  like  then  to  put  this  together  on  the 
basis  of  a myocardial  infarction  in  a seventy-three- 
year-old  man  with  a previous  history  of  angina 
pectoris.  This  infarct  probably  involves  the  sep- 
tum, possibly  with  areas  of  mural  thrombosis  on 
both  sides  of  the  septum,  nephrosclerosis,  pos- 
sibly on  the  basis  of  arteriosclerosis  and  perhaps 


some  pyelonephritis,  incidental  pulmonary  em-  $ 
physema  and  emboli  to  the  lung  the  evidence  foi  $ 
which  may  not  have  persisted  until  the  time  of  I 
death,  embolus  to  the  right  arm  established  at 
surgery,  and  embolus  to  the  mesentery  which  pre- 
cipitated his  final  shock  and  failure. 

Question  : I would  like  to  ask  Dr.  Greene  why 
he  thinks  the  myocardial  lesion  to  be  septal. 

Dr.  Greene:  The  widening  of  the  QRS  com- 
plexes is  the  chief  evidence.  The  electrocardio- 
grams here  are  not  very  specific.  I would  agree 
with  the  conservative  interpretation  of  these 
electrocardiograms.  The  diagnosis  of  myocardial 
infarction  is  certainly  made  without  reference  to 
the  electrocardiograms. 

Question:  How  do  you  rule  out  subacute  bac- 
terial endocarditis? 

Dr.  Greene  : Well,  that’s  always  a possibility. 
It’s  the  diagnosis  I suppose  that  is  one  of  the  most 
treacherous  in  clinical  medicine.  Multiple  em- 
boli and  perhaps  a changing  murmur  with  a low- 
grade  fever  could  go  together  on  the  basis  of  a 
bacterial  endocarditis.  The  clinical  picture  as  a 
whole,  however,  would  not  suggest  subacute  bac- 
terial endocarditis. 

Question:  Would  you  have  used  heparin 
therapy  from  the  outset  of  this  case? 

Dr.  Greene:  If  I had  suspected  an  acute  epi- 
sode of  coronary  occlusion  at  the  time  of  his  ad- 
mission, I would  have  started  anticoagulant  ther- 
apy. However,  I believe  that  the  suspicion  of  in- 
farction is  easier  to  raise  from  the  protocol  in  view 
of  the  subsequent  course  than  it  was  to  entertain 
such  a diagnosis  at  that  time.  Apparently  he  was 
up  in  a wheelchair  on  the  third  day  after  his  ad- 
mission, so  I doubt  that  myocardial  infarction  was 
seriously  considered  then.  As  far  as  the  heparin 
goes,  I think  that  when  one  has  an  embolus  to  a 
limb  and  then  treats  it  surgically  or  conserva- 
tively, one  wants  to  get  anticoagulant  therapy 
started  as  quickly  as  possible.  Heparin  is  a good 
way  of  doing  this.  I think  that  it  was  wise  to 
give  heparin  at  that  time  and  not  wait  for  the 
effects  of  Dicumarol  which  are  delayed  and  uncer- 
tain. 

Question:  I was  the  attending  physician  on| 
this  case.  This  man’s  pain  was  far  less  than  his 
dyspnea.  His  dyspnea  was  the  major  problem,  i 
These  changes  were  interpreted  as  probably! 
secondary  to  a large  left  heart  with  myocar- 
dial anoxia,  changes  which  might  be  seen  in  any 
patient  with  the  accentuated  effect  of  digitaliza- ' 
tion.  The  possibility  of  subendocardial  infarction 
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was  entertained,  and  I would  like  to  ask  you  how 
nany  such  cases  have  emboli. 

Dr.  Greene:  Oh,  certainly  if  the  infarct 
doesn't  reach  the  endocardium  there  is  no  basis 
on  which  the  mural  thrombus  forms  and  from 
which  an  embolus  should  break  off.  The  diffi- 
culty, of  course,  is  that  we  cannot  explore  all  of  the 
heart  wall  electrically  and  find  that  there  was  an 
absence  of  any  endocardial  involvement  through- 
lout.  After  all  we  are  picking  only  certain  ac- 
cessible areas  of  the  heart  for  our  electrocardio- 
graphic diagnosis,  and  there  are  areas  which  we 
! cannot  explore.  I would  have  to  assume  here 
that  those  areas  are  the  ones  in  which  the  endo- 
icardium  was  involved. 

I Question:  May  I ask  if  any  oblique  x-rays  were 
taken? 

Dr.  Greene:  These  are  only  four  x-rays  that 
I know  about,  and  I believe  these  are  the  only 
ones  which  were  taken. 

Dr.  James  Mitchell:  Do  you  think  there  is 
anything  in  the  murmurs  that  might  suggest  a 
septal  defect? 

Dr.  Greene:  Well,  a grade  I and  grade  II 
systolic  murmur  certainly  are  findings  which  I am 
accustomed  to  associate  with  people  over  fifty. 
I think  that  there  are  a great  many  systolic  mur- 
murs for  which  we  do  not  have  an  obvious  cause 
even  after  the  heart  is  in  the  hand. 

Question  : Is  it  possible  that  the  murmurs  were 
somewhat  diminished  by  the  emphysema  and  con- 
comitant pulmonary  findings? 

Dr.  Greene:  Yes,  I'm  glad  you  brought  that 
question  up,  because  that  was  another  point  that 
led  me  to  the  diagnosis  of  emphysema.  I think 
one  of  the  best  physical  signs  of  emphysema  is  the 
distant  quality  of  the  heart  sounds,  and  here  these 
heart  sounds  are  distant.  In  addition  to  that, 
there  are  extra  sounds  from  the  lungs  in  the  way  of 
rales  and  rhonchi  which  it  is  quite  possible  some- 
what obscured  the  significant  physical  findings 
here. 

Diagnoses 

Clinical. — (1)  Arteriosclerotic  heart  disease , 
left  ventricular  failure,  and  subendocardial  myo- 
cardial infarction.  (2)  Emboli  to  the  brachial 
artery,  lung,  and  mesentery  ( possible  paradoxical 
emboli ).  (3)  Nephrosclerosis  or  pyelonephritis. 

Dr.  Greene. — (1)  Myocardial  infarction 

{probably  involving  septum),  and  possible  mural 
thrombosis.  (2)  Incidental  pulmonary  em- 


physema. (3)  Emboli  to  the  right  brachial 
artery  and  mesenteric  artery  and  lung.  (4) 
Nephrosclerosis  or  pyelonephritis. 

Pathologic. — (1)  Thrombosis  of  the  right 

coronary  artery.  (2)  Subendocardial  infarction 
of  the  anterior  wall  of  the  left  ventricle.  (3) 
Ventricular  septal  defect.  (4)  Chronic  adhesive 
pleuritis.  (5)  Emphysema.  (6)  Terminal 
bronchopneumonia.  (7)  Hemorrhagic  infarc- 
tion of  the  right  lower  lobe.  (8)  Mesenteric 
thrombosis  (venous).  (9)  Nephrosclerosis  and 
pyelonephritis.  (10)  Phlebothrombosis  of  the 
right  femoral  vein. 

Pathologic  Report 

Dr.  James  Mitchell:  At  autopsy  the  abdo- 
men was  noted  to  be  greatly  distended.  On  the 
opening  of  the  abdominal  cavity  the  ascending, 
transverse,  and  descending  colon  were  markedly 
distended.  The  pleural  cavities  showed  no  free 
fluid.  The  right  lung  was  bound  down  by  rather 
dense  fibrous  adhesions  in  the  region  of  the  apex 
and  several  adhesions  to  the  diaphragmatic  sur- 
face. Both  lungs  were  markedly  voluminous, 
emphysematous,  and  light  gray  in  color.  On 
section  they  were  filled  with  air,  and  in  the  right 
lower  lobe  at  the  dependent  portion  there  was 
noted  a rather  solid  hemorrhagic  area  approxi- 
mately 2 X 3 cm.  which  was  firmer  than  the  sur- 
rounding parenchyma.  It  was  somewhat  irregu- 
lar and  had  the  typical  wedge-shaped  appearance 
of  an  infarct.  The  upper  lobes  were  light  gray  in 
color  and  markedly  emphysematous.  The  main 
bronchi  and  the  pulmonary  vessels  were  patent. 

The  pericardium  showed  no  free  fluid.  The 
heart  was  moderately  enlarged.  It  weighed  400 
Gm.  On  section  there  was  noted  marked  thicken- 
ing and  calcification  of  the  aortic  leaflets  with 
calcification  of  the  aortic  ring  and  moderate  ste- 
nosis of  the  valve  orifice.  The  mitral,  tricuspid, 
and  pulmonic  valves  showed  no  evidence  of  vege- 
tations or  thickening.  On  serial  section  of  the 
myocardium  there  was  noted  a subendocardial 
area  of  hemorrhage  situated  in  the  anterior  wall 
of  the  left  ventricle  in  the  upper  third  of  the  ven- 
tricle. There  was  also  noted  a ventricular  septal 
defect  situated  just  above  the  apex  which  meas- 
ured approximately  2 cm.  in  diameter.  The 
coronaries  were  markedly  sclerotic  and  pipe  stem 
in  character.  There  was  complete  obliteration  of 
the  left  coronary  artery  and  a small,  soft,  reddish 
thrombus  in  the  lumen  of  the  right  coronary  ar- 
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tery  approximately  2 cm.  below  the  orifice. 
There  were  no  mural  thrombi  or  any  evidence  of 
thrombi  on  the  auricular  appendages. 

The  spleen  and  fiver  were  approximately  normal 
in  size  and  showed  some  congestion.  The  kidneys 
were  approximately  normal  in  size.  The  capsules 
stripped  with  difficulty,  leaving  red  granular  sur- 
faces. On  section  the  cut  surfaces  were  dark  red 
in  color,  and  the  cortices  were  somewhat  di- 
minished. The  arcuate  vessels  were  unusually 
prominent.  The  lower  third  of  the  ileum  was 
plum-colored  in  appearance.  The  serosa  of  the 
ileum  was  rather  friable,  and  the  lumen  contained 
dark  red  hemorrhagic  fluid  material.  The  mucosa 
of  the  ileum  was  also  a deep  red  color.  There  was 
an  adhesive  band-  which  partly  obstructed  the 
ascending  colon.  The  band  was  just  above  the 
cecum,  which  probably  accounted  for  the  marked 
distention  of  the  colon,  although  the  serosa  of  the 
colon  appeared  to  be  normal  in  appearance. 
There  was  no  evidence  of  complete  obstruction. 

In  view  of  the  fact  that  the  patient  had  an  em- 
bolus to  the  brachial  artery,  we  explored  the  iliac 
and  femoral  veins,  and  there  was  a soft,  reddish, 
bland  thrombus  in  the  right  femoral  vein  just  be- 
low the  inguinal  ligament. 

The  final  anatomic  diagnoses  were:  chronic 
adhesive  pleuritis,  emphysema  of  both  lungs,  and 
hemorrhagic  infarction  of  the  right  lower  lobe. 
Microscopically  there  was  a terminal  bronchial 
pneumonia,  coronary  sclerosis  with  thrombosis  of 
the  right  coronary  artery,  subendocardial  infarc- 
tion of  the  anterior  wall  of  the  left  ventricle,  ven- 
tricular septal  defect,  atherosclerosis  of  the  aortic 
valves,  nephrosclerosis,  mesenteric  thrombosis, 
and  phlebothrombosis  of  the  right  femoral  vein. 

We  explored  the  mesenteric  arteries  and  did  not 
find  any  evidence  of  an  embolus,  so  we  believe  that 
this  was  a venous  thrombosis.  As  is  often  the 
case  in  venous  thrombosis,  the  exact  location  of 
the  thrombus  could  not  be  determined,  but  it 
probably  was  a branch  of  the  superior  mesenteric 
vein.  Histologically  the  appearance  of  the  ileum 
suggested  that  it  was  probably  venous  rather  than 
arterial. 

Histologically  the  heart  muscle  showed  necrosis 
and  collagen  replacement  of  the  nn-  ocardium  with 
some  cellular  infiltration  still  present.  Section  of 
a coronary  artery  showed  calcification  with  cho- 
lesterol deposits  in  the  lumen  and  marked  intimal 
thickening. 

The  lungs  showed  marked  distention  of  the 
alveoli  with  an  area  of  hemorrhagic  infarction. 


Many  heart  failure  cells  were  noted  in  the  alveoli. 

The  mucosa  of  the  ileum  showed  marked  en 
gorgement  of  the  venous  channels  and  some  be 
ginning  necrosis,  which  is  suggestive  of  venou 
rather  than  arterial  thrombosis.  The  absenc* 
of  gangrene  of  the  serosa  is  also  in  favor  of  venou 
origin. 

The  kidneys  showed  an  area  of  old  pyelo 
nephritis  with  some  glomerular  fibrosis  and  som< 
cellular  infiltration  in  the  interstitial  tissue.  Then 
was  also  a benign  type  of  nephrosclerosis. 

Dr.  Shortsleeve:  Thank  you  very  much 
Dr.  Mitchell.  Dr.  Greene  would  you  like  tc 
make  some  comments  after  knowing  the  autops} 
findings? 

Dr.  Greene  : I would  like  to  ask  Dr.  Mitchel 
where  he  thinks  the  embolus  to  the  right  arn 
came  from.  If  the  infarct  of  the  myocardium  was 
entirely  subendocardial  and  there  is  no  surface 
from  which  we  might  expect  a thrombus  to  breai 
off  from  the  endocardium,  then  we  have  to  loot 
somewhere  else.  Now  the  ventricular  septal  de- 
fect was  certainly  unsuspected,  and  I think  il 
probably  should  have  been  unsuspected  in  this 
case.  Ventricular  septal  defect  of  this  sort  al- 
most always  carries  a strong  current  from  the  lefl 
to  the  right,  and  I find  it  hard  to  believe  thal 
there  could  be  an  embolus  which  could  insinuate 
its  way  across  this  anatomic  opening  between  the 
two  ventricles.  Now  it  is  possible,  of  course,  thal 
terminally  these  relationships  could  be  reversed 
but  the  amount  of  cyanosis  mentioned  here 
doesn’t  seem  to  be  compatible  with  the  reversal  oi 
flow  through  this  ventricular  septal  defect. 

Question:  Is  it  possible  for  a pulmonary  em- 
bolus to  change  the  pressure  relationships  suffi- 
ciently to  temporarily  reverse  the  flow? 

Dr.  Greene  : Certainly  there  are  cases  of  ven- 
tricular septal  defects  where  there  is  reversal  o] 
flow.  Such  cases  in  my  experience  have  gross 
cardiac  enlargement  and  severe  failure  of  both 
ventricles,  a lowering  of  the  pressure  on  the  left, 
and  increase  of  pressure  on  the  right,  until  finally 
there  is  equalization  of  pressures  and  then  some 
terminal  reversal  of  flow.  This  reversal  of  flov 
may  go  on  for  a period  of  time  but  not  the  sort  oi 
a picture  we  have  here  at  all,  as  I am  familiar  with 
it. 

Dr.  Mitchell:  I agree  with  Dr.  Greene  that 
the  clinical  history  and  absence  of  cyanosis  are 
definitely  against  possible  changes  in  the  pressure 
of  the  ventricles.  It  is  possible  that  this  patient 
may  have  had  a small  thrombus  on  the  auricular 
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appendage  that  was  not  present  at  autopsy. 

Question:  On  what  basis  would  there  be  a 
thrombus  on  the  auricular  appendage?  He  had 
no  valvular  disease. 

Dr.  James  Mitchell:  It  may  have  been  on 
the  basis  of  auricular  fibrillation.  What  do  you 
think  about  that,  Dr.  Greene? 

Dr.  Greene:  I don’t  believe  that  I would  con- 
sider that  a usual  cause  of  systemic  embolus.  I 
believe  it  is  quite  unusual. 

Question:  May  I ask  how  thick  the  right 
ventricular  wall  was? 

Dr.  James  Mitchell:  That  was  of  normal 
thickness. 

Question:  I would  like  to  ask  Dr.  Greene  if  he 
would  ordinarily  use  anticoagulant  therapy  in  an 
individual  who  has  sudden  left  ventricular  failure 
with  minor  ST-T  electrocardiographic  changes 
but  no  classic  evidence  of  myocardial  infarction? 

Dr.  Greene:  Well,  I think  we  should  bear  in 
mind  that  myocardial  infarction  can  occur  in  the 
absence  of  electrocardiographic  evidence.  The 
diagnosis  ought  to  be  made  on  clinical  grounds 
rather  than  electrocardiographic.  The  electro- 
cardiogram, when  it  confirms  our  clinical  im- 
pression, is  a very  helpful  and  useful  aid,  but  I 
think  that  we  can  make  mistakes  in  both  direc- 
tions by  following  an  electrocardiogram:  if  we 
restrict  a person  simply  because  they  have  an 
abnormal  electrocardiogram,  or  if  we  allow  a per- 


son to  go  with  a diagnosis  of  no  disease  simply  be- 
cause the  electrocardiogram  is  normal.  This  is 
stating  the  black  and  the  white  of  it,  and  of 
course  the  grays  are  where  we  get  into  trouble. 
I think  this  fellow  is  a gray.  He  doesn’t  have 
good  evidence  of  a typical  myocardial  infarct 
in  his  electrocardiograms.  On  the  other  hand 
his  electrocardiograms  do  show  some  changes. 
They  are  not  normal.  These  are  changes  which 
could  go  with  a failing  myocardium. 

Question:  Do  you  advocate  the  use  of  long- 
term anticoagulant  therapy? 

Dr.  Greene:  That  is  a question  for  which 
sufficient  data  is  lacking.  Long-term  anti- 
coagulant therapy  has  its  difficulties  and  its 
hazards,  and  whether  we  are  actually  going  to  do 
a great  deal  of  good  with  it  or  not  requires  much 
more  extensive  clinical  testing  than  has  been 
forthcoming  so  far. 

Question:  Do  you  have  a personal  opinion? 

Dr.  Greene  : I’m  a nonanticoagulater  in  gen- 
eral. I have  to  be  forced  into  using  anticoagu- 
lants, by  and  large. 

Question:  Do  you  have  any  idea  what  per- 
centage of  brachial  emboli  are  treated  either  med- 
ically or  surgically  in  Buffalo? 

Dr.  Greene:  I think  that’s  a function  of  the 
time  in  which  they  are  seen.  If  they  are  seen 
early,  an  attempt  is  made  to  relieve  them  sur- 
gically. 


Publications  and  Teaching  Aids  Available  for  Physicians 


A revised,  comprehensive  catalog  “Publications 
and  Teaching  Aids  for  Physicians,”  is  available 
free  of  charge  from  the  national  office  of  the  American 
Heart  Association  or  from  local  Heart  Associations. 
Listed  among  the  catalog’s  teaching  aids  are  pam- 
phlets, monographs,  films,  slides,  recordings,  and  other 


audiovisual  materials.  It  points  out  that  the  Heart 
Association’s  educational  programs  include  scientific 
sessions,  postgraduate  courses,  teaching  days,  and 
annual  symposia. 

Brief  descriptions  of  each  item  and  prices  are  also 
included. 
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A detailed  and  well-organized  history  is  of 
inestimable  value  when  seeing  the  allergic 
patient  on  his  first  visit.  A full  hour  should  be 
given  for  the  initial  interview  in  a period  when 
one  is  not  rushed  or  interrupted  by  phone  calls  or 
the  presence  of  other  patients  in  the  waiting 
room.  At  such  a time  both  the  physician  and 
the  patient  can  be  at  ease  and  not  under  any  un- 
due stress.  Questions  and  answers  can  then  be 
discussed  properly.  Not  only  will  a complete 
history  help  in  making  a correct  diagnosis,  but  it 
will  also  be  a great  aid  throughout  the  period  that 
the  patient  is  under  observation  and  treatment. 
Minor  revelations  at  this  time  may  turn  out  to  be 
important  later  on  as  the  patient  is  observed. 
A careful  and  detailed  history  will  also  help  to 
create  good  will  and  engender  confidence  in  the 
patient  without  which  little  can  be  achieved. 
The  necessary  good  doctor-patient  relationship 
that  develops  will  also  help  the  patient  to  impart 
on  subsequent  visits  information  he  could  not 
divulge  in  the  beginning. 

Since  allergy  patients  frequently  present  them- 
selves when  their  physical  examination  does  not 


reveal  evidence  of  disease,  the  diagnosis  will  de- 
pend a good  deal  on  the  history.  We  have  all 
seen  patients  with  asthma  who  were  perfectly  well 
in  the  office,  although  the  night  before  they  may 
have  suffered  a paroxysm  that  required  epi- 
nephrine for  relief. 

The  history  that  patients  volunteer  to  give 
should  be  listened  to  carefully.  They  often  tell 
us  about  certain  foods  and  inhalants  that  bring 
on  their  attacks  of  asthma  or  rhinitis,  and  when 
we  have  gained  their  confidence,  they  may  also 
admit  that  these  attacks  sometime  follow  an 
argument  at  home  or  in  the  office.  A reliable 
history  is  more  important  than  a positive  skin  test, 
for  the  latter  is  of  value  only  if  it  can  be  correlated 
with  the  history  of  the  patient. 

Skin  tests  should  never  be  made  before  the  his- 
tory is  completed,  since  the  testing  material  may 
have  to  be  diluted  considerably  or  some  tests 
eliminated  when  the  patient  tells  us  that  he  is 
highly  sensitive  to  a particular  food  or  inhalant. 
The  history  will  also  be  a guide  as  to  the  number 
and  kind  of  skin  tests  to  be  performed.  Hence 
both  negative  and  positive  skin  reactions  will  be 
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Name 

Age  Date 

Referred  by 

Address 

S.  M.  W. 

Occupation 

Chief  Complaint  Family  History  of  Allergy 

Relative  Age  Age  at  onset 

Father 

Mother 

Sibs 

Present  Illness 

(a)  Age  when  first  attacked 

(b)  Perennial  or  seasonal 

(c)  Followed  infection?  Change  of  food? 

(d)  Course 

(e)  Place  of  first  attack 

(f)  Attacks  influenced  by  (weather  changes 

foods  plants  excitement 

(g)  Symptoms 

(h)  Location 

(i)  Relief  obtained  by 

(j)  Expectoration 

Past  History 

1.  Nose  and  throat  conditions 

2.  G.I.  disorders  (food  idiosyncrasies) 

3.  Respiratory  infections  (Flu.  Pn.  Bronchitis) 

4.  Other  allergic  conditions  (Eczema  H.F.  Hives) 

5.  Serum  injections 

6.  Operations 

Personal  History 

1.  Weight  present 

2.  Business  contact 

3.  Animal  contacts 

4.  Bedding  Sachets 

5.  Constipation  diarrhea 


past  General  Health  Menses 

Home  contacts 
Insecticides 

alcohol  tobacco  drugs 


Sinuses 

Susceptibility  to  colds 


Location?  Etc. 

dampness  cold  smoke  dust  odors  drugs 
exertion 

Day  Night 


Previous  Treatment  and  Results 


Summary 


Fig.  1.  Outline  of  History  for  Allergic  Patients. 


important  only  when  we  confirm  their  value  with 
the  history. 

The  physician  should  always  endeavor  to  deal 
with  the  allergic  patient  patiently,  probe  gently, 
and  remember  that  these  patients  are  highly  sensi- 
tive individuals.  Many  of  them  have  been  ill  for 
a long  period  and  need  sympathy  and  under- 
standing in  addition  to  the  relief  of  their  symp- 
toms. If  the  patient  is  a child,  it  is  best  to  make 
him  wait  outside  the  consultation  room  while 
taking  the  history  from  the  parents.  We  can 
then  impress  the  parent  with  the  fact  that  it  is 


advisable  to  discuss  the  illness  of  the  child  behind 
closed  doors  both  at  home  and  in  the  physician’s 
office.  The  reason  for  this  is  that  we  are  dealing 
with  a chronic  disease  and  that  the  child  may  be 
ill  for  a long  time.  Therefore,  he  should  not  be 
made  to  feel  apprehensive  or  self-conscious,  or 
allowed  to  develop  a feeling  that  he  is  different 
from  his  playmates.  The  mother  is  also  in- 
structed not  to  ask  the  child  too  often  how  he 
feels  or  nag  him  continuously  about  what  he  can 
or  cannot  do.  The  intelligent  mother  can  tell 
whether  her  child  is  well  or  not  without  asking  too 
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many  questions.  She  should  be  interested  in  the 
welfare  of  her  child  without  showing  anxiety.  If 
the  patient  is  a teenager,  the  doctor  should  ar- 
range a session  without  the  presence  of  the  par- 
ents. All  concerned  should  be  assured  that  the 
interviews  will  be  confidential  and  that  frank  dis- 
cussions will  result  in  a better  understanding  of 
the  patient’s  problems,  thereby  making  the  treat- 
ment more  effective. 

For  convenience,  history  taking  may  be  di- 
vided into  the  categories  as  shown  in  Fig.  1 and  as 
described  below.  This  is  an  outline  of  the  most 
common  questions  posed  to  the  patient.  Not  all 
allergic  patients  have  to  be  questioned  in  detail. 
The  hay  fever  patient  needs  but  a few  questions; 
the  asthmatic,  on  the  other  hand,  requires  a fuller 
inquiry. 

Although  the  approach  may  be  standard  for 
each  allergic  disease  entity,  the  questioning  be- 
comes individualized.  Let  us  now  turn  to  the 
major  questions  covered  by  a good  history. 

Chief  Complaint 

“What  is  your  problem?”  is  the  first  im- 
portant inquiry  put  to  the  patient.  When  we 
ask  that  question,  some  patients  reply  with  a diag- 
nosis instead  of  telling  us  their  complaints.  We 
rarely  interrupt  the  story  that  they  are  eager  to 
relate.  However,  in  some  cases  guidance  is 
necessary  or  one  becomes  swamped  with  irrele- 
vant talk  which  reveals  the  personality  of  the  pa- 
tient but  does  not  disclose  enough  about  the  pa- 
tient’s illness.  These  loquacious  patients  are 
told  politely  that  what  we  are  anxious  to  know  is 
whether  they  cough,  wheeze,  sneeze,  suffer  from 
skin  eruptions,  or  whether  they  have  other  com- 
plaints which  need  attention.  When  the  chief 
complaints  are  satisfactorily  stated,  it  is  then  ad- 
visable to  allow  the  patient  to  do  all  the  talking, 
and  if  we  now  listen  to  the  story  in  detail  without 
interruption,  we  can  learn  a good  deal  about  the 
patient.  We  often  get  insight  as  to  the  kind  of 
person  we  are  dealing  with,  his  emotional  back- 
ground, family  relationships,  marital  status,  and 
reliability. 

It  is  impossible  to  give  in  detail  all  the  questions 
that  the  physician  should  ask  during  the  initial 
and  subsequent  visits.  These  will  depend  on  his 
experience,  training,  and  the  problems  that  pre- 
sent themselves  in  each  case.  The  questions  will 
also  depend  on  the  patient’s  answers  which  may 
in  turn  initiate  further  questioning. 


Present  Illness 

We  begin  with  the  present  age  of  the  patient 
and  the  age  of  onset  of  the  illness.  What  period 
of  the  year  did  the  symptoms  begin?  Was  in- 
fantile eczema  the  precursor  of  the  present  symp- 
toms? What  precipitated  the  first  attack  and 
where?  How  frequent  did  they  appear  at  first? 
Subsequently?  In  children  it  is  likely  that  a food 
was  involved  in  the  beginning,  then  as  time  went 
on  inhalants,  and  later  infection  became  the 
causative  factors.  Do  these  attacks  occur  in 
paroxysms,  or  are  they  more  or  less  continuous? 
If  the  seizures  are  intermittent,  some  extraneous 
contactant  or  some  particular  dust  or  a food 
eaten  occasionally  may  be  the  factor.  If  on  the 
other  hand,  the  attacks  are  continuous  and  do  not 
vary  during  environmental  changes,  some  re- 
spiratory infection  has  to  be  considered.  Are  the 
attacks  seasonal  or  perennial?  In  the  summer, 
pollen  or  some  mold  is  a likely  cause.  In  the 
winter  infection  has  to  be  considered.  If  non- 
seasonal,  inhalants,  foods,  and  infection  may  be 
present  in  combination,  and  each  possibility  will 
have  to  be  evaluated.  Did  the  original  paroxysm 
follow  an  upper  respiratory  infection,  pneumonia, 
pertussis,  scarlet  fever,  or  measles?  Does  the 
patient  live  in  the  city  or  country?  Does  he  live 
near  a factory  and  is  he  exposed  to  certain  aller- 
gens or  irritants?  Is  his  home  dry  and  in- 
habited all  year  round?  A summer  house  that  is 
left  neglected  during  the  winter  months  can  be- 
come a breeding  spot  for  various  molds,  and  the 
patient  may  be  sensitive  to  their  spores.  He  will 
then  sneeze,  wheeze,  or  cough  every  time  he 
enters  that  abode. 

In  the  adult  it  is  important  to  know  the  occu- 
pation, since  there  may  be  exposure  to  allergenic 
inhalants  and  dusts  encountered  in  certain  in- 
dustries. Bakers,  furriers,  painters,  upholsterers, 
chemists,  etc.,  come  in  close  contact  with  aller- 
genic dusts  and  other  irritants  in  their  daily  work. 
Irritating  fumes,  gases,  and  even  perfumes  are 
additional  factors  which  can  precipitate  allergic 
attacks. 

Some  patients  are  sensitive  to  drugs  and  should 
be  questioned  about  such  possibilities.  The  most 
common  are  aspirin,  penicillin,  quinine,  and  the 
sulfonamides. 

Food  sensitivities,  as  already  mentioned,  are 
more  apt  to  occur  in  childhood.  Sometimes  a pa- 
tient will  develop  a dislike  for  a food  to  which 
he  is  sensitive.  Adults  usually  lose  their  food 
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sensitivities,  although  they  may  carry  the  anti- 
bodies to  these  foods  in  their  blood  and  tissues 
for  many  years.  They  may  therefore  show  a 
positive  skin  reaction  to  a particular  food  to 
which  they  were  clinically  sensitive  years  before 
but  are  able  to  tolerate  now.  Sensitivity  to  a 
food  by  a patient  should  not  be  disregarded  but 
should  be  investigated  carefully.  Many  times 
these  suspicions  are  not  warranted ; nevertheless, 
they  occasionally  do  point  in  the  right  direction. 
Some  patients  are  so  highly  sensitive  to  a food 
that  even  its  odor  or  minimal  contact  will  produce 
an  allergic  reaction.  The  odor  of  fish  or  coffee 
can  cause  asthma  or  vasomotor  rhinitis  in  those 
who  are  so  hypersensitive.  Some  patients  suffer 
severe  cramps,  nausea,  or  vomiting  when  they 
partake  of  the  smallest  amount  of  the  food  to 
which  they  are  highly  sensitive.  In  fact,  the  in- 
finitesimal amount  that  is  introduced  in  a skin 
test  will  sometimes  produce  a constitutional  re- 
action in  these  patients.  It  is  therefore  im- 
portant to  ask  about  these  sensitivities  and  to  be 
cautious  when  testing  with  the  antigens  con- 
cerned. Known  sensitivities  should  not  be  min- 
imized by  the  novice  in  allergy. 

Past  History 

Eczema  in  infancy,  as  previously  mentioned,  is 
a frequent  forerunner  of  asthma  later  in  life. 
“Cyclic  vomiting”  or  “colic”  in  infancy  might 
have  been  manifestations  of  allergy.  Positive 
answers  to  questions  eliciting  this  information 
may  indicate  an  allergic  background  of  the  pa- 
tient. One  must  also  be  aware  that  a history  of 
frequent  attacks  of  “bronchitis”  or  “pneumonia” 
in  childhood  may  have  been  attacks  of  asthma 
not  properly  diagnosed.  The  same  may  be  true 
of  a past  history  of  “sinus  trouble”  which  in  our 
experience  usually  turns  out  to  have  been  allergic 
rhinitis  and  only  rarely  sinus  infection. 

Has  the  patient  been  operated  on  for  polypi? 
A positive  answer  is  suggestive  of  allergy. 

Has  the  patient  any  other  allergies  besides  the 
one  that  he  complains  of  mainly?  Does  he  feel 
better  when  away  from  his  home  or  place  of  busi- 
ness? The  answers  to  these  questions  may  es- 
tablish the  allergic  background  of  the  patient  and 
indicate  contact  with  specific  allergens. 

Concerning  the  possible  role  of  infection  in 
asthma  or  allergic  rhinitis,  it  is  important  to 
know  whether  these  are  aggravated  by  repeated 
upper  respiratory  infections  or  by  injected  vac- 
cines. 


A history  of  a reaction  to  horse  serum  is  very 
important  and  puts  us  on  guard  in  the  event  of 
future  need  for  a similar  injection.  The  same 
holds  true  of  a history  of  hypersensitivity  to 
drugs,  as  mentioned  before.  It  is  also  important 
to  remember  that  a history  of  gastrointestinal 
complaints,  diagnosed  as  gallbladder  disease, 
appendicitis,  or  renal  colic,  may  have  been  mani- 
festations of  hypersensitivity.  When  these  com- 
plaints are  associated  with  asthma,  hay  fever, 
allergic  eczema,  or  vasomotor  rhinitis,  they  are 
more  readily  diagnosed  correctly.  Furthermore, 
when  these  gastrointestinal  complaints  exist  in 
the  absence  of  overt  allergic  disease  but  in  the 
presence  of  a familial  history  of  allergy,  then  al- 
lergy as  a cause  should  be  ruled  out  before  any 
other  etiologic  diagnosis  is  made. 

Personal  History 

The  general  health  of  the  patient,  present  and 
past,  should  be  gone  into.  Menstrual  cycles  in 
the  female  are  important  to  inquire  about.  The 
relation  of  asthma  to  the  cycle  of  menstruation,  to 
the  menopause,  and  to  pregnancy  are  important 
considerations.  Asthma,  allergic  rhinitis,  and 
allergic  eczema  are  sometimes  aggravated  during 
or  just  before  the  menstrual  period.  Some  pa- 
tients find  that  their  hay  fever  or  asthma  is  com- 
pletely relieved  during  pregnancy.  The  meno- 
pause occasionally  diminishes  or  relieves  various 
allergies  in  some  women;  in  others  these  allergies 
are  made  worse.  Puberty  in  the  male  is  oc- 
casionally followed  by  a lessening  or  complete 
disappearance  of  allergic  attacks.  In  the  female 
these  attacks  may  first  begin  at  that  period. 

Queries  should  be  made  as  to  the  presence  of 
pets,  such  as  cats,  dogs,  rabbits,  etc.,  in  the  en- 
vironment. Does  the  patient  use  insecticides  in 
his  home  or  garden?  What  are  the  smoking 
habits?  What  kinds  of  cosmetics  are  used?  All 
such  data  are  important  and  may  have  some  bear- 
ing on  the  patients  illness. 

Once  the  allergic  pattern  of  symptoms  has  been 
established,  an  asthmatic  patient  may  develop 
an  attack  after  a heavy  meal,  walking  against  a 
wind,  during  changes  in  atmospheric  pressure, 
after  exertion,  a hearty  laugh,  straining  when  con- 
stipated, or  during  a quarrel  or  when  excited. 

Some  patients  under  stress  or  strain  can  repro- 
duce or  aggravate  any  form  of  allergic  symptoms 
from  which  they  have  been  suffering.  The  writer 
has  seen  a ten-year-old  patient  with  pollen 
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asthma  develop  a paroxysm  when  she  felt  neg- 
lected while  watching  her  mother  kissing  and 
hugging  her  year-old  niece.  Hence  the  relations 
at  home  between  husband  and  wife  and  their 
allergic  child  and  the  relations  between  siblings 
should  be  made  an  integral  part  of  a complete 
history. 

Family  History 

This  is  important  not  only  for  statistical  pur- 
poses but  may  also  aid  in  the  diagnosis.  It  is  now 
recognized  that  allergic  diseases  are  usually 
transmitted  from  one  generation  to  the  next. 
Occasionally  a generation  is  skipped,  and  the  next 
one  continues  the  cycle.  When  a member  in  a 
family  is  suffering  from  some  allergic  manifesta- 
tion, it  is  reasonable  to  assume  that  the  com- 
plaint of  the  patient  also  belongs  in  that  domain. 
About  65  per  cent  of  our  patients  give  us  a posi- 
tive history  of  allergy  in  their  family. 

Previous  Treatment  and  Results 

What  type  of  treatment  was  previously  ad- 
ministered? What  steps  were  not  undertaken? 
What  diagnostic  or  therapeutic  procedure  was 
omitted?  Which  drugs  gave  relief?  Does  the 
patient  use  drops  or  nasal  sprays  to  shrink  the 
swollen  mucosal  membrane,  and  how  often?  Was 
the  patient  ever  skin  tested?  What  were  the  re- 
sults of  those  tests?  Was  surgery  performed  on 
the  nose  and  throat,  and  if  so,  what  were  the 
results?  Many  patients  have  had  x-ray  studies 
made  of  the  chest  and  sinuses  before  coming  for 
consultation.  If  made  recently,  these  may  be 
important  to  see,  or  it  may  be  worth  while  to 
compare  them  with  new  studies  if  indicated. 
Answers  to  these  questions  will  help  us  a great 
deal  in  the  management  of  the  patient. 

Summary  of  the  History 

This  should  include  the  most  important  infor- 
mation that  we  have  gathered  and  can  be  re- 


ferred to  readily  without  going  into  the  detailed 
history. 

The  above  method  of  history  taking  is  an  out- 
line only.  One  can  add  or  delete  questions  de- 
pending on  the  individual  case.  We  should  not 
bombard  each  patient  with  stereotyped  questions. 
The  inquiry  should  be  friendly,  reasonable,  and 
intelligent,  with  the  realization  that  each  question 
has  its  significance  and  purpose. 

To  insure  against  overlooking  important  points, 
the  printed  questionnaire  used  by  the  author  is 
appended  and  can  be  used  as  a guide. 

Conclusions 

A comprehensive  history  is  extremely  impor- 
tant in  order  to  see  the  problem  of  the  patient  as  it 
is  presented  at  the  outset. 

A good  history  at  this  time  is  more  important 
than  skin  tests,  for  the  latter  are  valuable  only 
when  they  can  be  correlated  with  our  history. 

The  seasonal  hay  fever  case  may  only  require 
a brief  inquiry;  however,  the  patient  with 
asthma,  urticaria,  vasomotor  rhinitis,  or  atopic 
eczema  should  be  given  adequate  time  for  a com- 
plete history. 

Since  the  diagnosis  of  allergy  will  depend  a good 
deal  on  the  information  that  the  patient  offers,  it 
is  essential  to  give  this  period  all  the  consideration 
possible. 

The  time  should  therefore  be  chosen  when  the 
physician  as  well  as  the  patient  are  at  ease  and 
undisturbed. 

15  Park  Avenue 
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The  Epidemiology  of  Alcoholism 

JOHN  E.  GORDON,  M.D.,  BOSTON,  MASSACHUSETTS 


The  epidemiology  of  alcoholism  is  ill-defined. 

Reasonable  doubt  exists  that  there  are 
enough  data — particularly  of  the  right  kind — on 
which  to  formulate  an  epidemiology  of  alcoholism. 
That  alcohol  has  the  capacity  to  produce  physical 
and  mental  abnormalities  consistent  with  a con- 
cept of  disease  is  a justifiable  premise.  That  it 
involves  groups  of  people  in  sufficient  numbers  to 
be  recognized  as  a mass  disease  is  equally  evident. 
The  inference  follows  that  there  is  an  epidemi- 
ology of  alcoholism  irrespective  of  its  present 
state  of  development,  for  epidemiology  has  to  do 
with  disease  as  manifested  in  populations.  The 
essential  restriction  is  that  alcoholism  be  viewed 
as  a medical  problem. 

There  are  three  general  methods  by  which  med- 
ical problems  are  investigated : clinical  investiga- 
tion, experimental  pathology,  and  epidemiologic 
analysis.  Their  application  rests  on  the  unit  of 
observation:  a cell  or  tissue  in  the  laboratory 
technics  of  experimental  pathology;  the  total 
organism  in  clinical  study.  The  unit  of  observa- 
tion with  the  epidemiologist  is  a population,  with 
a range  in  size  from  family  to  nation  or  even  the 
world.  Epidemiologic  method  is  advanced  not  as 

First  presented  at  a New  York  Academy  of  Medicine  Con- 
ference held  under  the  auspices  of  the  Committee  on  Public 
Health  of  the  New  York  Academy  of  Medicine  and  the  New 
York  State  Mental  Health  Commission.  Reprinted  with 
permission  of  Paul  B.  Hoeber,  Inc.,  New  York  City,  pub- 
lishers, from  Alcoholism  As  A Medical  Problem,  1956,  H.  D. 
Kruse,  M.D.,  Editor. 


a substitute  for  either  of  the  other  general 
methods  of  approach  but  rather  as  a supplement, 
in  the  reasonable  belief  that  for  alcoholism — as  for 
a variety  of  other  diseases — the  opportunity  exists 
to  learn  useful  facts  not  possible  to  obtain  by 
other  means  because  of  limiting  factors  in  experi- 
mental pathology  or  the  inadequacies  of  clinical 
method. 

Three  general  objectives  are  to  be  recognized  in 
applying  the  epidemiologic  method  to  mass  dis- 
eases of  human  populations.  The  first  is  to  iden- 
tify the  time-place-person  relationships  of  the 
disease  process,  distinguishing  those  groups  of 
people  who  do  and  do  not  have  the  particular 
disease.  This  locates  the  situations  of  greatest 
risk  and  logically  directs  the  search  for  cause. 

The  second  objective  is  to  identify  those  causes 
of  the  mass  phenomenon  which  have  their  origin 
in  the  natural  behavior  of  a population,  are  com- 
monly ill-suited  to  laboratory  experiment,  and  are 
beyond  the  compass  of  examination  of  the  in- 
dividual patient.  They  rest  in  the  natural  his- 
tory of  the  disease  and  to  a large  extent  are  to  be 
found  in  factors  of  the  environment,  particularly 
in  those  conditions  which  arise  through  the  ag- 
glomeration of  peoples,  the  contact  of  man  with 
his  fellow  man. 

The  third  objective  is  to  define  the  size  and 
nature  of  the  problem,  to  determine  trends,  to 
learn  whether  the  problem  is  increasing  or  de- 
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creasing.  The  epidemiologic  method  is  dis- 
tinguished from  that  of  medical  statistics  which 
deal  with  collected  individuals,  more  or  less 
selected  because  of  a particular  reaction  to  a dis- 
ease process  and  thereby  representing  various 
parts  of  a total  condition.  Epidemiology  at- 
tempts to  interpret  a given  medical  condition  as 
reflected  in  a general  population. 

In  recent  years  the  epidemiologic  method  has 
been  applied  to  a variety  of  mass  diseases  much  en- 
larged from  the  original  limitation  to  the  com- 
municable diseases.  These  interests  have  in- 
cluded mental  disorders,  primarily  that  group 
described  as  psychosomatic  and  characterized  by 
both  mental  and  physical  disability^.  Drug  ad- 
diction, multiple  sclerosis,  suicide,  involutional 
melancholia,  senile  dementia,  juvenile  delin- 
quency, and  of  course,  alcoholism,  are  some  of  the 
conditions  that  have  attracted  the  attention  of 
epidemiologists  as  mass  diseases  of  man  having 
both  mental  and  physical  components.  Alco- 
holism, like  the  others,  has  multiple  aspects  of 
interest  to  society,  sometimes  emotional  and 
political,  sometimes  moral  and  religious.  The 
present  concern  is  wholly  with  alcoholism  as  a 
medical  problem.  Social  factors  will  enter  only 
insofar  as  they  contribute  to  causation  of  rec- 
ognizable disease.  In  that  respect  social  in- 
fluences are  heavily  weighted  in  alcoholism,  as  in 
many  other  diseases,  notably  tuberculosis. 

The  final  restriction  is  to  a consideration  of 
alcoholism  as  a mass  disease.  A medical  prob- 
lem commonly  has  a significance  for  an  individual 
which  differs  strikingly  from  that  faced  by  a 
population.  This  difference  may  be  expressed 
both  qualitatively — the  kind  of  problem  may  be 
wholly  different — and  quantitatively.  Rabies  is 
a good  example  of  the  latter.  That  disease  is  of 
tremendous  significance  to  the  individual,  death 
being  essentially  inevitable,  but  for  a population 
it  has  relatively  little  significance.  The  number 
of  deaths  is  so  small  in  a country  such  as  the 
United  States,  and  especially  in  Great  Britain, 
that  it  exerts  no  discernible  effect  on  death  rates 
as  usually  expressed.  The  common  cold  is  in 
strong  contrast.  A cold  may  be  a disagreeable 
interlude  for  the  individual  without  serious  conse- 
quence. For  a population  it  leads  all  other  dis- 
eases as  a cause  of  disability.  Population  effect 
and  the  effect  on  the  individual  are  often  independ- 
ent considerations,  a useful  viewpoint  in  examin- 
ing the  question  of  alcoholism.  With  interests  al- 
ready limited  to  alcoholism  as  a medical  problem, 


the  opportunity  still  exists  to  look  at  the  situation 
from  the  standpoint  of  personal  hygiene,  of  social 
conduct,  or  of  the  public  health.  My  choice  is 
that  of  alcoholism  in  its  mass  relationships,  as  a 
problem  of  populations  and  as  a mass  disease. 

Alcoholism  as  a Disease  Entity 

The  first  step  in  considering  the  epidemiology 
of  alcoholism  or  of  any  other  disease  condition  is 
to  define  the  clinical  entity.  Confusion  is  in- 
evitable in  such  definitions  of  alcoholism  as  an  in- 
take of  ethyl  hydrate  beyond  custom,  in  excess  of 
the  usual  drinking  habits  established  by  cultural 
levels  of  a community.  This  merely  raises  such 
questions  as  the  actual  established  levels  of  al- 
cohol intake;  whether  they  are  determinable  by 
measurement  or  depend  on  estimate  and  opinion, 
and  finally,  what  variations  are  recognized  in 
limits  of  excess  within  a concept  of  true  alcohol- 
ism. The  WHO  expert  committee  defines  al- 
coholism as  any  form  of  drinking  which  goes  be- 
yond the  traditional  and  customary  “dietary” 
use,  or  ordinary  compliance  with  the  social  drink- 
ing customs  of  the  whole  community,  irrespective 
of  the  etiologic  factors  leading  to  such  behavior 
and  irrespective  also  of  the  extent  to  which  such 
etiologic  factors  are  dependent  on  heredity,  con- 
stitution, or  acquired  physiopathologic  and  meta- 
bolic influences.  That  definition  may  serve  some 
purposes,  but  it  is  meaningless  if  alcoholism  is  to 
be  viewed  as  a biologic  entity  and  from  a world 
standpoint,  a disease  of  man  and  not  of  localities. 

Traditional  and  customary  dietar}'  drinking  is 
an  arbitrary  value,  ill-suited  to  measurement,  and 
with  the  special  disadvantage  that  it  introduces 
one  standard  of  alcoholism  for  a particular  popu- 
lation and  a second  standard  for  another. 

Nations  and  populations  clearly  differ  one  from 
another  in  habits  of  alcohol  consumption;  they 
show  similar  differences  in  frequency  of  malaria. 
The  state  of  a population  in  respect  to  either  con- 
dition is  advisedly  judged  by  the  degree  of  de- 
parture from  an  established  level  of  normality, 
beyond  which  a population  experiences  unde- 
sirable or  pathologic  effects.  The  traditional  and 
customary  dietary  use  of  alcohol  by  a particular 
population  may  be  well  beyond  that  level;  to  rec- 
ognize alcoholism  only  when  it  still  further 
exceeds  that  level  is  illogical. 

Social  custom  likewise  varies  within  societies, 
with  the  result  that  constituent  groups  evidence  a 
greater  or  lesser  departure  from  what  is  ordinary 
for  the  larger  general  population.  When  the 
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basis  for  judgment  is  the  average,  inherent  dan- 
gers enter  into  interpretation.  An  infantry  di- 
vision had  a deplorable  record  for  trench  foot 
during  the  last  war;  the  trouble  was  almost 
wholly  in  one  of  its  three  regiments,  and  there 
among  riflemen.  Detroit  was  once  concerned 
about  its  rising  rate  for  tuberculosis;  the  adverse 
record  for  the  city  as  a whole  was  largely  due  to 
conditions  within  two  of  its  wards. 

The  main  difficulty  with  ordinary  definitions  of 
alcoholism  is  that  the  identity  of  the  condition  re- 
mains indefinite,  and  indefiniteness  precludes 
counting  of  cases  within  a total  population. 
Without  a count,  degrees  of  effect  and  of  disability 
i cannot  be  measured,  and  classification  is  impos- 
sible. Without  that,  the  assembling  of  data  on 
i causes,  extent,  and  course  of  a mass  disease  is 
j scarcely  possible.  The  end  result  is  empiricism 
if  not  chaos  in  attempted  prevention  and  control. 

The  outstanding  merit  of  the  stated  definition  is 
perhaps  that  it  disregards  etiologic  factors;  a look 
i at  the  second  section  of  this  program  seemingly 
supports  that  decision  as  well  advised.  A uni- 
formity of  ideas  is  scarcely  evident.  An  identi- 
fication of  the  causitive  factors  is  nevertheless 
essential  to  administrative  action  in  prevention 
and  control  of  alcoholism  as  a communal  prob- 
lem. The  necessary  prelude  is  to  define  the  dis- 
ease for  which  the  cause  is  sought. 

Uninhibited  by  tradition  and  unhampered  by 
prevailing  usages  of  the  words — which  are  many 
and  variable — alcoholism  is  here  defined  as  the 
use  of  alcohol  as  a beverage,  irrespective  of 
amount,  place,  periodicity,  or  practice.  On  that 
basis  a separation  is  possible  of  people  who  do  and 
do  not  use  alcohol.  Comparison  of  the  two 
groups  leads  to  a search  for  characteristics  bear- 
ing on  causation  and  behavior  of  the  mass  phe- 
nomenon of  alcoholism. 

Further  separation  follows  among  users  of  al- 
cohol, with  recognition  of  fractions  of  a popula- 
tion according  to  the  amount  of  alcohol  which  is, 
has  been,  or  will  be  consumed.  Quantitation  ex- 
tends to  a consideration  of  the  kinds  of  people 
within  the  several  groups  and  of  the  environment 
to  which  they  are  exposed.  End  effect  is  meas- 
ured in  terms  of  death,  defect,  and  disability,  the 
three  criteria  by  which  mass  health  problems  are 
judged:  death  (the  most  certain  measure);  de- 
fect relating  to  permanent  damage  from  the  dis- 
ease process,  and  disability,  loss  of  efficiency  and 
time  in  industry  or  occupation  but  with  return  to 
essentially  normal  function.  The  assumption  is 


reasonable  that  limits  might  well  be  determined 
within  which  no  measureable  ill  effect  from  alco- 
hol is  discernible.  Viewed  objectively,  positive 
benefits  are  also  possible  under  prescribed  condi- 
tions of  use,  a theme  to  be  developed  momentarily 
in  analogy  with  infectious  processes. 

The  World  Health  Expert  Committee  has  dis- 
tinguished variable  effects  of  alcoholism  as  symp- 
tomatic, addictive,  and  with  physical-mental 
deterioration,  in  that  order  and  corresponding  to 
degrees  of  excessive  drinking.  Symptomatic 
alcoholism  is  defined  as  the  consumption  of  al- 
cohol to  deal  with  a current  problem  but  not  reg- 
ularly nor  systematically.  Addictive  alcoholism 
represents  an  overpowering  need  for  alcohol  lead- 
ing to  increased  dosage  and  physical  or  mental 
dependence  on  drinking.  The  end  state  is  that 
associated  with  organic  disease  or  psychic  deteri- 
oration. These  are  the  clinically  evident  and 
manifest  features  of  alcoholism;  they  fail  ma- 
terially in  representing  the  total  process. 

Biologic  Gradient  of  Alcoholism 

A biologic  gradient  which  has  served  usefully  in 
understanding  other  mass  diseases  is  now  pro- 
posed for  alcoholism.  A large  fraction  of  the  to- 
tal population  is  first  distinguished  as  those  who 
abstain  from  alcohol.  A second  major  part  of  a 
population  includes  those  who  take  alcohol  cus- 
tomarily in  dietary  or  social  use,  but  in  limited 
amounts  with  little  material  variation  in  con- 
sumption from  day  to  day.  Symptomatic  al- 
coholism as  already  described  is  a third  division. 
Addictive  alcoholism  and  advanced  alcoholism 
with  organic  and  mental  change  are  the  end  parts 
of  the  gradient.  In  analogy  with  infective  proc- 
esses, such  as  diphtheria,  the  abstainers  are  the 
immunes  and  susceptibles  of  a normal  population, 
the  people  who  do  not  have  diphtheritic  infection. 
The  customary  or  social  drinker  corresponds  to 
the  person  with  inapparent  diphtheric  infection 
lacking  clinically  discernible  disease,  but  never- 
theless infected.  The  symptomatic  drinker 
matches  atypical  diphtheria,  the  presence  of 
modified  disease  clinically  evident  and  yet  pro- 
ducing relatively  minor  effect  in  terms  of  death, 
defect,  and  disability.  Within  what  is  ordinarily 
distinguished  as  clinical  alcoholism,  the  addictive 
drinker  is  in  analogy  with  classical  diphtheria, 
and  the  exaggerated  organic  or  psychic  deteriora- 
tion corresponds  to  malignant  or  black  diphtheria. 

Such  a concept  has  practical  usefulness.  Scar- 
let fever,  diphtheria,  and  many  other  infections 
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were  never  understood  until  the  total  process  was 
taken  into  consideration  to  include  infection  as 
well  as  clinically  discernible  disease.  The  in- 
apparent  infection  of  diphtheria,  tuberculosis, 
and  the  others  is  of  material  advantage  to  a pop- 
ulation because  such  infections  have  an  immuniz- 
ing effect  that  leads  to  protection  against  the 
clinical  disease. 

The  biologic  gradient  of  a disease  as  outlined 
represents  prevalence  of  the  several  components 
in  a population  at  a prescribed  time.  For  most 
disease  processes,  this  is  a dynamic  system;  for 
some  few  the  several  divisions  remain  relatively 
fixed  in  size  and  in  proportion  to  each  other.  Ir- 
respective of  the  system  tending  to  be  dynamic  or 
static  by  reason  of  the  biologic  nature  of  the  dis- 
ease, distinct  variations  are  to  be  expected  in  dif- 
ferent societies,  and  changes  are  anticipated  with 
time.  Each  component  of  the  gradient  ordinarily 
shows  different  and  measurable  results  in  terms  of 
death,  defect,  and  disability.  The  extent  of  al- 
coholism and  the  gains  and  losses  in  health  ex- 
perienced by  a particular  population  are  com- 
pared by  this  means  according  to  different  time 
periods.  Alcoholism  in  one  place  may  be  judged 
in  respect  to  its  behavior  in  another  and  similarly 
by  the  reaction  of  contrasting  populations. 

Such  comparisons,  and  judgment  on  the  abso- 
lute situation  in  a selected  population,  have  more 
value  when  the  total  phenomenon  is  the  basis  for 
evaluating  the  critically  important  end  result, 
which  is  clinical  alcoholism.  That  concept  has 
gained  ground  since  Theobald  Smith  first  warned 
of  the  inherent  dangers  of  studying  a part  of  a 
problem,  of  isolating  some  precious  morsel  and 
subjecting  it  to  meticulous  dissection,  in  the 
belief  that  the  results  of  such  observation  were 
representative  of  the  total  problem.  Certainly 
tuberculosis  in  a population  is  not  to  be  judged 
solely  by  the  end  result  of  pulmonary  cavitation. 
The  frequency  of  tuberculous  infection  has  a di- 
rect bearing  on  the  frequency  of  tuberculous 
disease.  Command  of  a community  situation 
follows  when  the  total  complex  of  infection  and 
disease,  of  susceptibles  and  immunes  is  known — 
including  that  part  of  the  iceberg  which  sticks  up 
out  of  the  water  and  warns  of  danger  and  that 
part  which  is  lost  to  sight,  submerged  below  the 
level  of  visibility.  The  size  and  significance  of  a 
problem  can  be  exaggerated  or  minimized  by  rea- 
son of  the  relative  proportions  of  the  total — that 
which  is  evident  and  appreciated  and  that  which 
is  hidden  and  unevaluated. 


The  iceberg  takes  different  shapes,  if  th<  ; 
analogy  be  carried  to  communicable  disease  ■ 
Rabies  is  wholly  above  water,  for  it  exists  in  mai 
solely  as  a clinical  disease.  Poliomyelitis  is  mor< 
like  the  iceberg  in  nature : nine-tenths  submergec  $ 
below  the  level  of  clinical  recognition.  These  re  1 
lations  are  undefined  for  alcoholism.  A majority  ^ 
of  adults  in  this  country  use  alcohol.  Abstinent  1 
is  therefore  not  the  norm.  What  part  corre- 
sponds to  infection  and  what  part  to  disease?  Th( 
more  significant  consideration  is  what  part  of  in- 
fection is  truly  latent,  ending  benignly  or  con- 
ceivable even  with  benefit  to  the  host,  and  whal 
part  is  merely  incubatory  infection,  destined  tc 
evolute  into  actual  disease.  More  directly,  what 
proportion  of  users  of  alcohol  will  eventually  be-  : 
come  alcoholics  and  what  are  the  factors  of  host  : 
and  environment  that  determine  that  result? 

f 

Movement  of  Alcoholism  in  Population 
Groups  by  Time 

The  biologic  gradient  of  a pathologic  process — ([ 
including  alcoholism  as  just  outlined — is  charac- 
terized by  change,  and  the  expectation  is  that  the 
pattern  currently  representing  the  behavior  of  a j 
total  population  will  be  altered  from  time  to  time 
through  action  of  a variety  of  environmental  fac- 
tors. Practically,  and  aside  from  research  inter-  1 
ests,  measurements  of  these  changes  with  time  is  j 
limited  to  the  evident  clinical  manifestations  of 
the  process,  in  this  instance  the  last  two  cate- 
gories of  the  gradient,  the  end  stages  of  alco-  ^ 
holism.  A base  line  is  needed  by  which  to  judge  r 
movement,  either  that  of  increase  or  decrease  of 
numbers  of  drinkers  in  a population,  or  that  of  a 
change  in  the  relative  proportions  of  kinds  of  •' 
drinkers  within  an  unchanging  total.  Actual  P 
increase  or  decrease  in  alcoholism  may  be  a gen-  f 
eral  phenomenon,  affecting  all  classes  of  drinkers,  1 
with  the  endemic  level  rising  equally  and  ver- 
tically, or  it  may  result  from  Some  specific  cir- 
cumstance affecting  some  particular  group  of  1 
users  of  alcohol  and  yet  of  such  magnitude  as  to 
be  reflected  as  a general  increase  in  alcoholism.  « 
The  most  striking  deviation  from  usual  or  es-  3 
tablished  behavior  is  that  which  corresponds  to  ' 
the  point  or  common  source  epidemic  of  infectious  1 
disease.  Such  sharply  developing  outbreaks  oc-  1 
cur  in  alcoholism  and  often  have  a significant  ef- 
fect on  general  rates  of  death  from  that  condition.  < 
During  World  War  II,  I saw  such  a point  out-  : 
break  among  displaced  persons  in  South  Ger- 
many. The  episode  had  its  origin  in  a single 
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source  of  liquor  contaminated  with  methyl  al- 
cohol, and  86  persons  died  within  forty-eight 
hours. 

Most  mass  processes  of  health  and  disease  are 
subject  to  cyclic  changes  in  frequency,  and  alco- 
holism is  no  exception.  Important  examples  are 
seen  in  relation  to  prohibition  and  other  changes 
in  the  social  environment,  such  as  industrializa- 
tion and  war.  In  the  European  Theater  of  the 
last  war  more  deaths  were  reported  among  Ameri- 
can soldiers  from  alcohol  poisoning  than  from  all 
communicable  diseases  combined.  In  many 
countries  spring  is  characterized  by  an  excess 
prevalence  of  alcoholism  as  an  annual  event.  In 
almost  all  parts  of  the  world  long-term  trends  are 
discernible,  an  upward  or  downward  movement 
in  frequency  of  alcoholism  over  the  years,  this 
being  especially  evident  in  a number  of  the  states 
of  America.  In  summary,  a general  endemic 
I prevalence  is  characteristic  of  alcoholism  what- 
ever the  region;  this  usual  behavior  is  commonly 
modified  over  longer  periods  of  time  by  cyclic 
changes  in  frequency  and  by  short-term  variations 
corresponding  to  true  epidemics. 

The  Ecology  of  Alcoholism 

Various  degrees  of  alcoholism  have  been  dis- 
tinguished according  to  a biologic  gradient.  They 
are  recognizable  by  differences  in  clinical  mani- 
festations. They  are  associated  with  varying 
costs  in  terms  of  death,  defect,  and  disability. 
The  proportions  of  a population  included  within 
each  division  is  a function  that  varies  with  time 
and  presumably  with  numerous  features  of  the 
population  itself  and  of  the  environment.  Little 
is  known  quantitatively  of  these  divisions  of  a 
population,  either  in  respect  to  size  or  resulting 
effect.  Morbidity  and  mortality  data  are  essen- 
tial to  a search  for  cause,  and  a knowledge  of 
cause  is  the  fundamental  consideration  in  practi- 
cal prevention  and  control.  An  ecologic  analysis 
of  representative  populations  is  the  means  by 
which  to  determine  these  matters.  The  elements 
involved  in  the  ecology  of  a mass  disease  are  the 
agent  of  the  disease,  the  particular  thing  respon- 
sible for  the  process;  a host  who  is  attacked,  and 
the  environment  in  which  that  host  and  agent 
operate.  They  are  now  considered  in  order. 

The  Agent  of  Disease. — Ethyl  alcohol  as  the 
agent  of  disease  in  alcoholism  is  clearly  not  the 
main  determining  factor  in  origin  of  the  process. 
It  has  even  less  significance  than  in  tuberculosis 
where  the  tubercle  bacillus  has  come  to  be  rec- 


ognized as  an  important  rather  than  as  the  only 
cause  of  tuberculosis,  acting  with  many  features  of 
host  and  environment.  The  infectious  agent  is  a 
necessary  factor  in  the  production  of  tuberculosis; 
it  is  also  one  of  the  most  efficient  means  by  which 
tuberculosis  in  a population  may  be  controlled 
through  its  immunizing  effect,  a principle  which 
holds  for  many  other  infections.  Many  factors 
other  than  alcohol  enter  into  causation  of  this 
disease. 

The  varieties  of  alcoholic  beverages  are  a fea- 
ture of  the  agent  acting  directly  in  determining 
the  end  result,  and  consequently  interest  centers 
on  beer,  wine,  and  whiskey  in  much  the  same  way 
that  the  bovine,  human,  and  avian  forms  of  the 
tubercle  bacillus  are  a concern  in  the  general 
problem  of  tuberculosis.  The  influence  of  the 
kind  of  alcoholic  beverage  on  the  biologic  gradi- 
ent of  alcoholism  as  defined  for  a particular  pop- 
ulation therefore  stands  in  causal  relationship. 

The  mechanism  of  action  of  alcohol  on  the  hu- 
man host  is  well  defined.  Alcohol  is  a depressant 
narcotic,  and  not  a stimulant.  It  exerts  a toxic 
action  on  the  central  nervous  system.  Alcohol  is 
not  a useful  food,  having  a limited  function  in  that 
respect.  Reflexes  are  slowed,  mental  and  physi- 
cal performance  are  inhibited,  and  so  far  as  the 
evidence  goes,  alcohol  makes  no  contribution  to 
the  health  of  a normal  person.  These  are  the 
basic  effects ; the  extent  and  degree  of  action  vary 
materially  with  amount  and  concentration  of  al- 
cohol in  a beverage.  Dosage  is  an  outstanding 
consideration. 

Dosage. — The  conventional  restriction  of 
dosage  to  considerations  of  the  individual  person 
is  inadequate  in  relation  to  the  ecologic  factors  of 
alcoholism.  There  is  the  further  factor  of  com- 
munity dosage,  again  drawing  an  analogy  to  the 
processes  of  infection.  Community  dosage  has 
reference  to  the  number  of  people  affected  per 
unit  of  population  at  a particular  time.  This  is  a 
material  factor  in  infections  because  of  the  effect 
on  transmission,  the  number  of  opportunities  for 
contact  with  the  infectious  agent  determining  the 
readiness  with  which  it  tends  to  spread.  I suggest 
that  the  actual  number  of  users  of  alcohol  per  unit 
of  population  may  well  have  an  influence  on  the 
group  habits  and  customs  of  a population,  thus 
bearing  strongly  in  the  frequency  of  alcoholism 
maintained  in  the  community. 

The  Host. — The  problem  of  those  attributes  of 
the  host  which  contribute  directly  to  the  incidence 
of  alcoholism  resembles  in  many  respects  that  pro- 
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vided  by  poliomyelitis.  A goodly  proportion  of 
people — estimated  from  80  to  90  per  cent — con- 
tract poliomyelitis  infection  sometime  during  life. 
Only  a few  people  develop  clinical  poliomyelitis 
and  fewer  still  the  paralytic  variety — sometimes 
one  in  200,  sometimes  one  in  500,  and  in  some  lo- 
calities no  more  than  one  in  1,000.  It  is  equally 
clear  that  all  people  who  take  alcohol  do  not  end 
with  the  clinical  condition  of  chronic  alcoholism, 
estimates  again  varying  from  one  to  15  or  one  to 
25  to  one  in  several  hundreds.  The  important 
consideration  is  what  sort  of  people  develop  the 
clinical  disease,  and  that  is  precisely  the  problem 
in  poliomyelitis.  Poliomyelitis  could  be  readily 
controlled  were  it  possible  to  identify  the  people 
likely  to  develop  the  paralytic  disease.  Progress 
is  being  made  in  that  direction;  for  example,  the 
relationship  of  tonsillectomy  to  bulbar  polio- 
myelitis. 

Many  other  characteristics  of  the  host  influence 
the  frequency  of  a mass  disease.  Alcoholism  is 
determined  by  age,  by  sex,  by  ethnic  group,  and 
sometimes  by  race.  The  frequency  of  chronic 
alcoholism  is  greater  among  older  populations: 
they  live  long  enough  to  acquire  the  condition,  a 
situation  not  unlike  that  of  cancer.  The  gradient 
of  alcoholism  thus  must  be  age-specific.  Ex- 
treme differences  between  the  sexes  are  observed 
in  comparison  of  rates  in  different  countries.  The 
ratio  of  males  to  females  in  the  United  States  is 
six  to  one;  in  Great  Britain  it  is  two  to  one,  and  in 
Scandinavia  it  is  23  to  one,  raising  the  question  of 
the  differences  between  the  women  of  Sweden  and 
the  women  of  the  United  States  that  account  for 
such  a material  variation.  The  rates  of  chronic 
alcoholism  in  the  Mediterranean  countries  and  in 
China  are  low;  they  are  high  in  Northeast  Eu- 
rope. Jews  as  a group  have  exceptionally  low 
rates.  A genetic  inherent  susceptibility  of  a peo- 
ple towards  clinical  disease  as  distinguished  from 
the  manifestations  of  simple  infection  charac- 
terizes many  disease  processes.  A directly  genetic 
factor  in  alcoholism  seems  improbable;  the  more 
likely  sequence  is  an  abnormal  reaction  to  alcohol 
by  a maladjusted  personality.  The  psychologic 
constitution  would  seem  to  have  greater  weight 
than  the  physical.  Physiologic  differences  de- 
pending on  metabolic  and  other  activities  are 
recognized  as  factors  contributing  to  alcoholism. 
There  is  acquired  resistance,  a matter  receiving 
much  attention  in  respect  to  tolerance. 

Host  factors  vary  widely,  and  seemingly  in- 
sufficient attention  has  been  accorded  these 


variations  in  the  search  for  causes  determining  to 
the  clinical  disease  of  alcoholism.  The  view  is 
too  common  that  any  ingestion  of  alcohol  has 
deleterious  effect;  that  it  serves  no  useful  pur- 
pose. An  open  mind  is  desirable  as  to  whether  or 
not  alcoholic  beverages  may  be  taken  in  reason- 
able amounts  without  social  or  physical  harm; 
such  practices  may  indeed  serve  a useful  function 
through  an  immunizing  effect  as  in  low-grade  or 
latent  infection.  The  dictum  of  one  man’s  meat 
being  another  man’s  poison  is  as  old  as  civiliza- 
tion. The  classes  of  alcoholism  listed  within  the 
gradient  of  the  condition  are  to  be  weighed  in  re- 
lation to  the  kinds  of  people  represented.  Host 
factors  have  high-grade  significance. 

Environment. — Environment  as  the  third  fea- 
ture of  the  ecologic  triad  has  an  evident  influence 
on  the  frequency  of  alcoholism  and  the  extent  to 
which  the  disease  progresses  clinically.  So  far  as 
the  physical  environment  is  concerned,  well- 
marked  differences — as  yet  not  measured  ade- 
quate^-— have  been  observed  between  rural  and 
urban  communities;  they  are  by  no  means  uni- 
form, in  that  the  greater  rates  are  sometimes  seen 
in  urban  districts  and  sometimes  in  rural  com- 
munities. The  causes  of  this  varied  behavior 
are  ill-defined.  Geographic  differences  are  com- 
mon, notably  between  North  and  South  Europe 
and  between  the  various  states  of  America.  This 
information  is  of  decided  usefulness  in  reaching 
the  first  general  objective  of  epidemiology,  identi- 
fication of  the  places,  the  times,  and  the  persons 
where  the  disease  exists  in  exaggerated  propor- 
tions. A knowledge  of  cause  does  not  necessarily 
follow,  but  an  intelligent  search  is  possible  in 
place  of  wasteful  and  empiric  effort. 

The  biologic  environment  has  been  defined  as 
including  all  living  things  other  than  man  him- 
self. The  relation  to  alcoholism  is  clear-cut,  for 
much  of  the  work  of  the  past  has  been  devoted  to 
the  effect  of  alcohol  on  nutrition  and  nutrition  on 
alcoholism,  with  studies  of  much  interest  cur- 
rently under  way. 

The  contributions  of  the  social  environment  to 
causation  of  alcoholism  are  not  developed  here,  i 
because  these  matters  will  receive  serious  atten- 
tion by  others  later  in  this  program.  Their  im- 
portance is  not  thereby  discounted.  Without 
doubt,  the  main  search  for  causative  factors  of  the 
mass  disease  is  in  that  area  of  environmental  fac- 
tors having  to  do  with  occupation,  economic  sta- 
tus, religion,  social  class,  and  education. 

Mortality  and  Morbidity  Data. — An  epi- 
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i demiologic  approach  to  alcoholism  requires,  first 
of  all,  more  precise  information  on  factors  of  host, 
* agent,  and  environment,  to  be  derived  by  actual 
measurement  and  count  of  directly  observable 
i phenomena.  Mass  disease  is  measured  broadly 
in  respect  to  three  events:  death,  defect,  and  dis- 
ability. Mortality  is  of  less  than  usual  reliability 
in  alcoholism,  and  the  fault  is  more  than  that  or- 
dinarily associated  with  recorded  causes  of  death; 
i such  errors  are  taken  as  apparent.  Estimates 
have  been  made  that  perhaps  not  more  than  one- 
half  the  deaths  from  alcoholism  are  so  recorded. 
There  is  frequent  reluctance  to  record  alcoholism 
as  a cause  of  death,  and  conversely  many  deaths 
among  psychotics  are  attributed  to  alcohol  with 
reasonable  doubt  of  the  proportion  due  to  al- 
coholism and  that  due  to  the  inherent  psychotic 
| condition.  Indirect  measurements,  such  as  the 
f frequency  of  cirrhosis  of  the  liver,  are  commonly 
: more  reliable.  Under  many  circumstances,  data 
on  mortality  provide  the  most  practical  index  of 
frequency  of  a disease. 

Because  of  the  stated  inadequacies  of  reported 
deaths  from  alcoholism  and  the  varying  interpre- 
tation of  what  chronic  alcoholism  is,  a study  of  al- 
coholism in  a total  population  with  the  objective 
of  determining  morbidity  demands  more  consider- 
ation than  with  most  mass  diseases.  Almost  no 
data  are  available  on  the  morbidity  of  alcoholism, 
whether  considered  in  its  totality  as  here  ad- 
vanced, or  in  respect  to  the  more  limited  clinical 
manifestations.  Such  knowledge  as  exists  comes 
from  a variety  of  indirect  measurements,  such  as 
arrests  for  drunkenness  or  first  admission  to  a 
mental  hospital. 

It  would  appear  high  time  that  the  problem  of 
alcoholism  be  given  the  benefit  of  study  by  mod- 
ern field  methods,  which  have  come  to  be  rec- 
ognized as  providing  the  single  promise  of  under- 
standing for  such  mass  chronic  disease  as  diabetes, 
cancer,  and  other  long-continued  processes.  A 
good  illustration  of  such  studies  is  that  of  heart 
conditions  in  Framingham,  Massachusetts,  where 
the  experimental  design  provides  for  observation 
of  the  population  of  that  city  during  twenty-five 
successive  years,  in  the  belief  that  the  funda- 
mental factors  of  heart  disease  as  a mass  phe- 
nomenon are  to  be  learned  only  in  this  way.  An 
essential  requirement  is  technics  by  which  com- 
plete and  reliable  measurements  can  be  made. 
For  many  factors  and  presumably  for  heart  dis- 
ease as  well  as  alcoholism,  such  technical  methods 
must  be  developed,  for  they  do  not  now  exist. 


Morbidity  studies  in  nature  and  under  field 
conditions  follow  a variety  of  patterns.  Some- 
times they  are  incorporated  as  a part  of  the  gen- 
eral health  surveys  that  have  been  made  in  several 
countries;  they  may  be  incorporated  to  advan- 
tage in  nutritional  surveys.  To  combine  studies 
on  alcoholism  with  a nutritional  survey  has  a de- 
cidedly practical  appeal;  the  two  go  well  to- 
gether. Finally,  a study  on  alcoholism  could 
evolve  as  an  ad  hoc  field  investigation,  directed  to 
that  single  purpose.  My  personal  choice  is  to 
combine  interests  in  nutrition  and  alcoholism,  for 
the  reason  that  some  of  the  difficulty  in  asking 
about  habits,  behavior,  and  effect  of  alcohol  is  re- 
moved. A considerable  experience  in  field  studies 
on  the  use  of  contraceptives  has  demonstrated 
that  an  indirect  approach  is  best  suited  in  matters 
of  such  intimate  habit.  The  use  of  alcohol  would 
appear  to  be  in  that  class. 

A second  general  feature  of  such  field  studies  is 
the  use  of  the  family  as  the  unit  of  observation. 
Experience  assures  that  the  effects  of  alcohol  ex- 
tend beyond  the  individual  person,  affecting  the 
family  group  as  a whole,  medically  and  from  a 
health  standpoint,  and  of  course  profoundly  in 
respect  to  social  and  economic  reaction. 

This  laborious,  time-consuming,  and  expensive 
procedure  of  field  survey  has  come  to  be  appre- 
ciated, after  much  experiment,  as  the  only  practi- 
cal measure  assuring  adequate  knowledge  of 
long-term  chronic  illness  in  its  mass  relationships. 
Once  the  problem  is  defined  as  to  nature  and  fre- 
quency of  occurrence  of  the  disease,  together  with 
major  variations,  a comparison  of  constituent 
groups  within  a population,  which  is  the  basis  of 
the  epidemiologic  method,  leads  naturally  to  a 
search  for  causative  factors.  As  they  are  located, 
the  other  methods  of  medical  investigation,  those 
of  experimental  pathology  and  clinical  study,  are 
brought  to  bear  in  refining  and  adding  to  that 
knowledge. 

Control 

As  causative  factors  are  recognized  and  defined 
by  this  combination  of  epidemiologic,  clinical,  and 
laboratory  observation,  a program  for  control  be- 
comes possible,  based  on  specific  preventative 
action  instead  of  empiric  procedure  or  emotional 
stimulus.  The  hope  of  an  adequate  control  of 
alcoholism  on  a population  basis  rests,  in  my 
opinion,  on  this  approach : a better  knowledge  of 
cause,  which  in  turn  permits  a direct  and  specific 
prevention  and  control.  I disagree  sharply  with 
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the  statement  in  the  1952  report  of  the  Expert 
Committee  of  the  WHO  that  interests  at  this  time 
should  be  on  the  outspoken,  fully  confirmed  al- 
coholic, stressing  treatment  of  the  individual  in  an 
attempt  to  cut  down  the  clinical  load  and  thus 
make  possible  a more  reasonable  and  promising 
approach  to  the  population  as  a whole.  No  mass 
disease  of  man  has  ever  been  adequately  con- 
trolled by  attempt  to  treat  the  affected  individual. 
Some  progress  can  be  made,  there  are  ethical 
reasons  for  that  approach,  but  if  the  objective  is 
control  of  the  condition  in  a population,  the  fun- 
damental approach  is  through  definition  of  the 
nature  and  extent  of  the  problem,  the  recognition 
of  causative  factors,  and  prevention.  A pro- 
gram based  on  treatment  of  the  exaggerated  ill- 
ness is  temporizing  and  with  no  great  promise  of 
productive  result;  it  is  good  clinical  medicine  but 
poor  public  health. 

Granting  an  improved  knowledge  of  cause  as 
the  primary  need  in  a better  control  of  alcoholism, 
the  search  for  those  basic  causes  of  the  mass 
disease  presumably  is  best  directed  toward  fac- 
tors resident  first,  in  the  host,  and  second,  in  the 
social  environment  of  populations. 

Comment 

Chairman  Ralph  W.  Gerard. — Thank  you 
very  much,  Dr.  Gordon,  for  placing  this  firm  un- 
derstructure of  epidemiologic  thought  and  knowl- 
edge before  us.  I think  you  might  have  pointed 
out  one  important  aspect  in  which  alcoholism  is 
not  analogous  to  other  disease — the  host  can 
spread  the  disease  even  if  he  is  not  infected.  I 
suppose  you  could  say  that  he  is  a direct  vector, 
could  you  not?  I cannot  resist  complimenting 
you  on  your  sharp  distinction  between  the  prob- 
lem as  affecting  the  individual  and  the  problem 
as  affecting  the  group.  This  distinction  is  some- 
times overlooked. 

Dr.  August  P.  Hollingshead. — Dr.  Gordon 
stressed  the  social  factor  in  a mass  disease,  alco- 
holism. He  implied  heart  disease  and  other  dis- 
eases also  have  strong  social  components.  If  the 
family  is  taken  as  a unit  of  observation,  I wonder 
if  he  would  tell  us  any  ideas  he  has  on  some 
methods  we  might  use  to  isolate  some  of  the  social 
factors  in  such  mass  diseases. 

Dr.  Gordon. — I should  say  that  the  first  essen- 
tial is  a means  by  which  to  define  and  thereby 
recognize  the  four  or  five  grades  of  alcoholism  just 
distmguished.  Then  by  field  study  of  people  in 
their  homes,  not  by  questionnaire  but  by  actual 


interview,  attempt  to  measure  the  extent  to  which  ini' 
those  four  or  five  blocks  are  represented  in  a pop-  0 
ulation.  Within  each  group,  on  the  basis  of  sep-  : - 
arations  by  ethnic  origin,  age,  sex,  occupation,  ^ 
income,  marital  state,  and  other  factors,  deters  |D: 
mine  the  characteristics  of  the  several  classes,  p 
Compare  one  with  the  other,  searching  for  dif-  $ 
ferences  to  account  for  observed  variations  in  : 
death,  permanent  defect,  and  disability  from  al- 
coholism.  That  is  just  basic  epidemiologic 
method,  the  same  procedure  as  in  an  outbreak  of  h 
food  poisoning.  Those  who  ate  the  food  are 
separated  from  those  who  did  not.  Attention  jj 
then  turns  to  how  much  food  was  eaten  by  the  .. 
various  persons  concerned,  their  age  and  sex,  the  t? 
time,  the  place,  and  the  persons  who  prepared  the 
food. 

That  is  the  same  general  method  that  we  need 
in  the  study  of  alcoholism,  that  which  is  being 
used  in  the  study  of  heart  disease  and  a variety  of 
other  mass  diseases  of  both  infectious  and  non- 
infectious  origin.  It  is  applied  in  poisonings  and 
injuries  of  many  kinds,  other  than  in  food  poison- 
ing just  cited  and  in  alcohol  poisoning  just  sug- 
gested. A most  recent  use  is  in  radiation  effect 
after  the  atomic  bomb.  The  principle  is  the  in- 
terplay of  host  and  environment.  Tuberculosis  as 
it  occurs  in  a population  heavily  infected  by 
malaria  is  a different  sort  of  tuberculosis  to  that  in 
a population  suffering  from  trypanosomiasis,  and 
of  still  another  order  from  that  observed  in  a nor- 
mal community.  This  comparison  of  contrasting 
groups  is  the  basis  of  epidemiology,  the  means  by 
which  the  multiple  causes  of  a condition  are  rec- 
ognized and  evaluated  in  terms  of  frequency  and 
of  deaths. 

Chairman  Gerard. — I suppose  an  example  of 
what  you  have  in  mind  would  be  the  study  that 
was  done  on  dental  caries,  which  is  known  to 
have  a marked  difference  in  incidence  between  ra- 
cial groups.  That  study  showed  that  among  the 
children  of  mixed  marriages,  the  incidence  of 
dental  caries  followed  the  pattern  of  the  racial 
group  of  the  mother  and  not  that  of  the  father. 
Thus  the  causative  factor  lay  in  the  dietary  habits 
of  the  mother  rather  than  in  the  genes. 

Dr.  Gordon. — An  equally  good  and  similar 
example  is  seen  in  scrub  typhus,  a rickettsial; 
disease.  Scrub  typhus  was  recognized  as  a dis- 
ease of  low-lying  coastal  areas  and  greatly  in- 
fluenced by  floods.  Those  factors  did  not  cause 
scrub  typhus,  but  they  did  direct  attention  to 
some  definite  association  with  those  situations.  | 
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\ mite  was  discovered  and  was  proved  capable  of 
icting  as  a vector.  Scrub  typhus  occurred  be- 
cause a wet  terrain  favored  multiplication  of 
the  vector. 

Dr.  Stephen  P.  Jewett. — I gained  the  im- 
pression that  Dr.  Gordon  has  no  one  pet  theory 
regarding  alcoholism  which  he  is  trying  to  defend. 
It  appeared  rather  that  he  looks  on  alcoholism  as  a 
syndrome  with  a multiple  etiology  rather  than  a 
disease.  Over  the  years  I have  come  to  the  con- 
clusion that  there  are  many  different  factors  that 
operate  in  varying  degrees  in  different  cases,  not 
all  of  which  are  necessarily  present  in  any  given 
case.  These  factors  are  physical,  emotional  or 
psychological,  environmental,  and  constitutional. 
In  other  words,  I am  inclined  to  believe  in  the 
| nonspecificity  of  the  factors  in  alcoholism. 

Dr.  Gordon. — I endorse  thoroughly  the  view 
! just  expressed  that  causation  of  mass  disease  of 
! man  rests  in  a complex  of  many  factors,  variously 
! related  to  the  agent  of  the  disease,  the  host  af- 
fected, and  the  environment  in  which  both  exist. 
The  emphasis  commonly  is  too  much  on  a single 
element,  the  agent  of  disease,  sometimes  to  the 
extent  that  it  is  considered  the  sole  factor  in  start- 
ing the  process.  Many  of  us  would  be  hard  put  to 
determine  how  much  of  tuberculosis  is  due  to  social 
factors  and  how  much  to  biologic  factors  of  the 
human  host  and  the  tubercle  bacillus.  Is  not  the 
business  of  the  diphtheria  bacillus  as  much  to  end 
epidemics  through  immunization  as  it  is  to  set 
them  in  motion? 

Dr.  Giorgio  Lolli. — I felt  greatly  encouraged 
by  some  hint  made  by  Dr.  Gordon  relative  to  the 
need  of  linking  research  on  problems  of  alcohol 
and  research  on  nutrition.  We  at  the  Yale  Plan 
Clinic  have  studied  the  problems  of  normal  and 
excessive  use  of  alcoholic  beverages  within  the 
framework  of  nutritional  habits  in  general.  There 
is  growing  evidence  that  the  problems  of  excessive 
use  of  alcoholic  beverages  are  linked  with  the 
problems  of  excessive  use  of  beverages  in  general. 
There  is  also  evidence  pointing  to  the  advisability 
of  studying  the  problems  relating  to  the  ingestion 
of  liquid  foods  in  conjunction  with  problems  re- 
lating to  the  ingestion  of  solid  food.  There  are 
not  only  practical  but  also  sound  theoretical  rea- 
sons why  the  study  of  problems  of  alcohol  should 
be  linked  with  the  study  of  nutrition  in  general. 

At  the  Yale  Plan  Clinic  we  studied  the  eating 
and  drinking  habits  of  a group  of  Italians  and 
Americans  of  Italian  extraction.  Our  inquiry, 
which  covered  the  physiology,  the  psychology, 


and  the  social  adjustments  of  our  subjects,  was 
centered  around  a dietary  record.  As  accurate 
data  as  possible  were  gathered  about  the  con- 
sumption, both  of  solid  and  liquid  food,  including 
alcoholic  beverages.  The  study  was  not  a study 
of  alcoholism.  However,  useful  information  was 
gathered  about  consumption  of  alcoholic  bev- 
erages in  individuals  who  are  not  alcoholic.  There 
is  no  doubt  whatsoever  that  it  is  much  easier  to 
get  information  about  drinking  habits  of  indi- 
viduals if  these  drinking  habits  are  studied  in  con- 
junction with  eating  habits. 

Chairman  Gerard. — May  I ask  you  one  ques- 
tion? Do  you  distinguish  between  moderate  and 
excessive  drinking  in  terms  of  an  absolute  amount 
of  alcohol  or  in  terms  of  its  action? 

Dr.  Lolli. — I do  not  distinguish  between  mod- 
erate and  excessive  drinking  mainly  in  terms  of 
the  amount  of  absolute  alcohol  ingested.  I feel 
that  the  distinction  ought  to  be  based  mostly  on 
the  analysis  of  the  reactions  of  the  individuals  to 
the  amount  of  alcohol  ingested.  These  reactions 
include  his  physiology,  his  psychology,  and  his 
social  adjustment. 

Chairman  Gerard. — Would  that  be  a serious 
problem  in  your  approach,  Dr.  Gordon? 

Dr.  Gordon. — That  state  of  affairs  would  pre- 
sent no  problem  at  all;  it  is  precisely  what  I 
would  expect:  that  individuals  react  differently 
to  a given  agent  and  again  under  different  en- 
vironmental conditions.  That  behavior  is  found 
in  all  human  pathology.  Furthermore,  the  study 
of  many  health  problems  is  combined  to  advan- 
tage with  something  as  fundamental  as  nutrition. 
Many  questions  are  difficult  to  approach  di- 
rectly because  of  custom,  prejudice,  or  habit  of  a 
given  society.  Nutrition  is  a universal  interest 
and  a matter  of  everyday  concern.  To  start  with 
the  subject  is  easy;  attention  can  then  turn  to  the 
more  complex  matter.  This  is  a most  practical 
field  method. 

Dr.  Franz  Alexander. — This  comparison  of 
alcoholism  with  such  diseases  as  tuberculosis  re- 
quires one  very  important  qualification,  and  I 
would  like  to  ask  Dr.  Gordon  whether  he  would 
express  himself  on  the  qualification  which  I want 
to  propose.  Alcoholism  is  a part  of  the  person’s 
behavior.  The  host  actively  brings  about  the 
disease.  If  alcoholism  would  consist  only  of  a 
person  opening  his  mouth  and  alcohol  being 
poured  into  it  in  different  quantities,  it  would  de- 
pend only  on  his  immunity.  This  comparison 
with  tuberculosis  would  hold  very  well,  but  since 
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alcoholism  becomes  an  integral  part  of  the  host’s 
behavior,  the  emphasis  on  the  host  is  probably 
even  more  important.  In  tuberculosis  only  the 
immunity  of  the  host,  whether  acquired  or  con- 
genital, is  important.  In  alcoholism  his  co- 
ordinated behavior  as  a person  is  the  subject  of 
study,  and  I think  that  would  probably  explain 
your  emphasis  on  the  host. 

You  said  that  in  this  case  the  host  is  very  im- 
portant. Of  course,  everything  is  important. 
The  environment  is  important  and  the  physiology 
is  important,  but  when  you  meant  host  you  prob- 
ably had  in  mind  the  host  as  a person. 

Dr.  Gordon. — The  unit  of  observation  in 
epidemiology  is  a population  of  people;  indeed, 
that  is  the  primarj^  characteristic  of  that  disci- 
pline. 

Dr.  Alexander. — The  person  integral,  taking 
the  whole  population. 

Dr.  Gordon. — My  emphasis  on  the  host  is  be- 
cause of  increasing  conviction  that  in  degenerative 
disease,  in  mental  disorder,  in  most  diseases  of 
chronic  nature,  the  kind  of  person — the  human 
organism — affected  determines  in  large  measure 
the  pathology  that  results.  This  would  seem 
especially  true  of  alcoholism:  the  kind  of  people 
in  a community,  more  than  anything  else,  deter- 
mines the  frequency  of  alcoholic  excess. 

Dr.  Alexander. — Yes. 

Dr.  Leona  Baumgartner. — I am  curious 
about  Dr.  Gordon’s  experience  with  point  epi- 
demics and  wonder  how  frequent  they  are  and 
how  hopeful  he  is  about  research  in  that  field  in 
view  of  the  fact  that  he  emphasized  the  causative 
factors  in  the  host.  Is  there  any  evidence  that 
these  point  epidemics  occur  in  certain  specific 
groups? 

Dr.  Gordon. — I am  not  quite  certain  that  I 
have  understood  your  point. 

Dr.  Baumgartner. — I was  anxious  to  have 
you  expand  a little  more  on  point  epidemics. 
You  said  jmu  had  experience  with  small  epi- 
demics of  alcoholism.  To  what  extent  do  they 
throw  fight  on  the  problem?  Are  they  frequent 
enough  for  people  to  be  keeping  their  eyes  open 
for  them  for  study  purposes?  If  so,  are  there  any 
leads  in  relation  to  the  kind  of  people  affected? 
In  other  words,  what  are  the  host  populations  in 
such  point  epidemics? 

Dr.  Gordon.— The  study  of  an  epidemic  is  but 
one  phase  of  epidemiology  and  does  not  always 
provide  the  best  material  to  learn  about  disease, 


whether  it  be  infectious  disease  or  cancer.  Ai 
epidemic  is  the  unusual  occurrence.  The  par 
ticular  factors  responsible  for  a morbid  process  an 
commonly  exaggerated.  They  are  thus  mon 
readily  identifiable.  In  alcoholism  they  seem  t» 
be  largely  social,  the  result  of  stress  as  in  dis 
placed  person  populations  of  the  last  war;  or  u 
release  of  inhibitions  as  at  a celebration  of  a wed 
ding,  the  end  of  a war,  or  at  New  Year’s  Eve.  Sucl 
events  favor  qualitative  recognition  of  causativ* 
factors;  quantitative  effect  on  a total  populatioi 
and  over  a period  of  time  is  to  be  had  from  obser 
vation  of  endemic  prevalence.  Epidemics  aris< 
because  the  ecologic  balance  ordinarily  character 
izing  presence  of  a disease  is  disturbed.  Identi 
fication  of  the  factors  which  lead  to  such  im- 
balance is  the  key  to  control. 

Chairman  Gerard. — Of  course  you  get  a re- 
currence. 

Dr.  Gordon. — The  need  is  to  know  the  tota 
process,  not  only  the  fluctuations  recognized  as 
epidemics  but  the  base  fine  of  endemic  prevalence 
from  which  they  arise.  There  is  further  need  tc 
know  that  hidden  part  of  most  diseases  whicl 
corresponds  to  the  inapparent  infection  of  com- 
municable processes.  It  is  the  moderate  or  casual 
drinking  in  alcoholism.  A fundamental  questior 
is  whether  alcoholism  in  its  broader  aspects  as  here 
presented  is  a disease  entity  or  a syndrome,  one  oi 
a number  of  substitutive  procedures  adopted  by  a 
population  in  relief  of  an  innate  psychiatric  de- 
ficiency or  a constitutional  defect  induced  by 
•stress.  In  the  latter  instance  the  moderate  con- 
sumption of  alcohol  is  to  be  weighed  against  head- 
ache tablets. 

Dr.  M.  Ralph  Kaufman. — It  seems  to  me  the 
comparison  Dr.  Gordon  made  is  a beautiful  one. 
In  tuberculosis  the  behavior  of  the  host  is  tre- 
mendously  important.  What  we  are  dealing  with 
in  this  problem,  and  in  all  others,  as  was  brought 
out  by  Dr.  Gordon,  are  total  biologic  phenomena 
in  which  each  individual’s  uniqueness  plays  a 
tremendously  important  role;  so  one  cannot 
really  look  at  it  in  terms  of  the  broad  mass  of  pop- 
ulation or  pinpoint  it.  But  in  every  disease, 
whether  it  is  tuberculosis,  malaria,  or  alcoholism, 
the  specific  uniqueness  of  the  individual  plays  a 
tremendous  role  as  to  how  that  individual  is  going 
to  react.  This  brings  both  points  of  view,  as  it 
were,  focused  together  on  the  type  of  approach 
that  will  ultimately  be  significant. 
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“Mass  Reflex ” in  Paraplegic 


Persons  rendered  paraplegic  following  spinal 
cord  injuries  may  present  certain  problems 
when  further  surgery  and  anesthesia  are  required. 
One  such  problem  is  the  severe  hypertension  that 
may  develop  during  surgical  anesthesia.  Al- 
though these  patients  may  have  anesthesia  in  the 
area  to  be  operated  on,  general  anesthesia  may  be 
desired  in  order  to  avoid  reflex  spasms  and  move- 
ments annoying  to  surgeons,  to  permit  open  dis- 
cussion of  problems  during  operation,  or  to  facili- 
tate functional  studies.  Also,  general  anesthesia 
usually  is  administered  because  of  the  patient’s 
request  “to  be  put  to  sleep”  during  the  proposed 
operation. 

The  following  case  is  illustrative  of  such  a 
patient  who  developed  hypertension  during  a 
relatively  minor  procedure. 


Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  February  3,  1958.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  first  Monday  of  every  month. 


Case  Report 

A twenty-one-year-old  male  with  a diagnosis  of 
transverse  myelopathy  secondary  to  a fracture  of  the 
fifth  cervical  vertebra  sustained  in  an  automobile 
accident  was  to  have  a cystoscopy  performed.  The 
paraplegia  had  developed  three  years  earlier  and  the 
patient  had  sensory  anesthesia  below  the  fifth 
cervical  level.  It  was  the  patient’s  wish  to  be  given 
general  anesthesia  for  this  procedure. 

Preoperatively,  this  quadriplegic  patient  had  an 
arterial  blood  pressure  of  90  mm.  Hg  systolic  and  60 
diastolic.  His  urine  was  charted  as  containing  2 plus 
albumin.  All  other  vital  signs  were  normal.  For 
preanesthetic  medication  he  was  given  50  mg.  of 
Demerol  combined  with  0.4  mg.  of  atropine  sulfate 
by  subcutaneous  injection  at  12:45  p.m.  On  arrival 
for  cystoscopy  at  3:00  p.m.,  his  arterial  blood  pres- 
sure was  110/70,  his  pulse  rate  was  84  per  minute, 
and  his  respiratory  rate  wras  22  per  minute.  An 
infusion  of  0.4  per  cent  thiopental  drip  was  started. 
After  150  mg.  had  been  infused  the  patient  became 
unconscious.  He  was  then  given  nitrous  oxide  and 
oxygen  (2L.:1L.)  in  a semiclosed  carbon  dioxide 
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absorption  system  while  the  thiopental  drip  was 
diminished  in  rate  so  that  only  another  100  mg.  were 
infused  during  the  next  thirty-five  minutes  which 
was  the  duration  of  the  cystoscopy.  It  was  noted 
that  shortly  after  the  start  of  the  procedure  the 
patient’s  arterial  blood  pressure  gradually  rose  with 
instrumentation  and  distension  of  the  bladder. 
Excessive  perspiration  and  flushing  of  the  face  and 
neck  were  noted.  Within  fifteen  minutes  the  arterial 
blood  pressure  had  risen  to  190/ 1 10.  Concomitantly 
with  this  hypertension,  the  pulse  slowed  to  66  per 
minute.  As  the  bladder  was  emptied  and  the 
procedure  terminated,  the  patient’s  blood  pressure 
gradually  returned  to  preoperative  levels. 

Comment 

Many  quadriplegic  patients,  although  not  all, 
who  have  a transverse  myelopathy  at  the  fifth 
thoracic  level  or  above,  may  exhibit  a “mass  re- 
flex” characterized  by  symptoms  of  excessive 
perspiration,  pilomotor  erection,  flushing  of  the 
face,  severe  headache,  arterial  hypertension  with 
bradycardia,  and  occasionally  convulsive  episodes 
with  loss  of  consciousness.1  This  phenomenon 
apparently  is  a reflex  response  to  diffuse  sympa- 
thetic overactivity.  The  stimulus  or  trigger 
mechanism  that  sets  off  this  widespread  sympa- 
thetic stimulation  often  is  due  to  distension  of  the 
urinary  bladder.  Various  cutaneous,  proprio- 
ceptive, or  visceral  stimuli  also  may  be  followed 
by  such  a response.  The  strength  of  the  stimulus 
and  depth  of  anesthesia — when  general  anesthesia 
is  being  administered — undoubtedly  influence  the 
degree  of  response.2-3 

As  illustrated  in  the  above  case,  such  a response 
can  occur  during  general  anesthesia  in  patients 
with  myelopathy  lesions  at  or  above  the  fifth 
thoracic  segment.  In  some,  the  arterial  blood 
pressure  response  may  not  be  significant,  and  no 
therapy  need  be  given.  In  others,  the  arterial 
blood  pressure  may  spike  upward  to  alarming 
heights.  This  may  cause  a problem  of  hemosta- 
sis during  a surgical  procedure.  It  may  also  pro- 


voke cardiac  arrhythmias.  Cerebral  arteriolar 
hemorrhage  may  be  feared.  Corrective  action 
may  be  necessary  in  such  cases.  This  can  be  ac- 
complished by  removal  of  the  stimulus  if  this  is 
apparent  and  accessible.  If  not,  ganglionic 
blocking  agents  are  recommended  to  counteract 
the  arterial  hypertension  and  other  symptoms  of 
sympathetic  stimulation.  One  such  useful  prep- 
aration is  the  intravenous  drip  administration  of  a 
solution  of  Arfonad. 

It  has  been  observed  that  the  use  of  spinal, 
regional,  or  local  anesthesia  in  place  of  general 
anesthesia  when  feasible,  can  prevent  this  “mass 
reflex.”  One  should  not  be  concerned  with 
the  medicolegal  aspect  of  introducing  a local 
anesthetic  solution  into  the  subarachnoid  space  or 
the  epidural  space,  because  the  spinal  cord  lesion 
is  already  recognized.  Besides,  these  patients 
already  have  had  extensive  laminectomy  proce- 
dures done  which  are  more  traumatic  than  any 
needling  procedure. 

As  mentioned  previously,  although  these  pa- 
tients have  sensory  anesthesia  in  the  area  to  be 
operated  or  manipulated,  general  anesthesia  may 
be  necessary  to  avoid  reflex  spasms  and  uncon- 
trollable movements  that  may  be  annoying  to 
the  surgeon  or  dangerous  for  the  patient.  These 
patients,  as  might  be  expected,  have  poor  com- 
pensatory circulatory  mechanisms,  and  they  may 
develop  shock  following  minor  stimuli.  This 
may  be  coped  with  more  effectively  when  the  pa- 
tient is  unconscious.  Moreover,  these  patients 
easily  become  overapprehensive  and  themselves 
request  to  be  given  general  anesthesia  for  a nec- 
essary operative  procedure. 
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The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 


Incident  1 

Toxic 

Agent 

Age  Sex 

Color 

Camphorated 

Oil 

7 months  Male 

Non  white 

A bottle  with  camphorated  oil  was  left  on  the 
floor  after  mother  used  the  contents  to  rub  her 
chest.  The  child  picked  up  the  camphorated  oil 
bottle  and  drank  some  of  its  contents.  The  fol- 
lowing signs  and  symptoms  were  presented: 
nausea,  vomiting,  and  convulsions.  The  patient 
was  admitted  to  the  hospital  and  lavaged  four 
hours  after  the  ingestion.  The  ingested  contents 
had  a camphor  odor.  In  addition  to  the  lavage, 
antibiotics  were  also  administered.  The  child 
remained  in  the  hospital  for  eight  days  and  was 
finally  discharged  as  improved. 

Incident  2 

Toxic  Agent  Age  Sex  Color 

Cyclizine  2 years  Female  Non  white 

(Antivertigo) 

While  her  mother  was  out  of  the  room,  the  pa- 
tient was  playing  with  other  siblings  and  watch- 
ing television.  The  child  found  a bottle  contain- 


ing the  tablets  in  a dresser  drawer.  She  ingested 
six  to  eight  tablets  and  immediately  complained 
of  a sensation  of  falling  and  was  delirious.  She 
was  taken  to  the  hospital  where  she  was  lavaged 
and  remained  for  four  days  under  observation. 
In  addition  to  the  lavage,  the  patient  was  treated 
with  phenobarbital  and  sodium  amytal.  The 
patient  made  an  uneventful  recovery. 

Incident  3 

Toxic  Agent  Age  Sex  Color 

Selenium  Sulfide  15  months  Female  White 

Solution 

The  father,  who  is  a pediatrician,  received  a 
sample  of  selenium  sulfide  in  the  mail,  and  the 
bottle  containing  the  selenium  was  left  on  the  edge 
of  the  tub  in  the  bathroom  after  the  father  had 
used  it  as  a dandruff  remover.  The  child  went 
into  the  bathroom,  obtained  a container  of 
the  selenium,  and  ingested  some  of  its  contents. 
Since  the  child  was  asymptomatic,  and  since  the 
father  was  a pediatrician,  he  gave  the  patient 
milk  as  a first  aid  measure  and  the  child  ap- 
parently made  a full  recovery.  We  have  other 
cases  of  selenium  ingestion  involving  physicians’ 
families.  Although  the  selenium  bottle  has  a 
poison  label,  it  appears  that  the  ingestion  of 
selenium  does  not  present  a major  emergency 
primarily  because  of  the  insolubility  of  selenium 
sulfide  and  the  presence  of  the  soap,  which  is  a 
“built-in”  emetic. 
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Incident  4 

Toxic  Agent  Age  Sex  Color 

Iron  Sulfate  2 years  Male  White 

This  child  obtained  tablets  of  iron  sulfate  from 
a box  on  a shelf  of  a cabinet  while  the  mother 
was  asleep  in  the  same  room  (bedroom).  It  was 
reported  that  the  child  ingested  35  tablets.  The 
drug  was  originally  dispensed  by  a hospital  dis- 
pensary. 

The  child  vomited,  became  stuporous,  and  was 
immediately  taken  to  the  hospital  in  critical  con- 
dition, where  he  remained  for  five  days.  The 
poisoning  was  classified  as  severe.  The  patient 
was  discharged  as  improved. 

Happily,  the  cases  of  iron  sulfate  poisoning  re- 
ported to  the  New  York  City  Poison  Control 
Center  have  been  nonfatal,  unlike  many  of  the 
cases  reported  elsewhere. 

Incident  5 

Toxic  Agent  Age  Sex  Color 

Sodium  Pentobarbital  1 year  Female  Gypsy 

While  the  child  was  getting  ready  for  bed,  she 
obtained  three  sleeping  tablets  from  the  bedside 
table.  These  were  used  by  the  child’s  grand- 
mother whom  the  family  was  visiting  at  the  time. 
The  patient  became  stuporous  and  was  taken  to 
the  hospital  for  emergency  treatment.  A gastric 
lavage  was  done,  and  the  patient  remained  in  the 
hospital  for  two  days. 

Incident  6 

Toxic  Agent  Age  Sex  Color 

Amphetamine  4 years  Male  White 

The  child  climbed  up  on  a chair  onto  a wash- 
ing machine  in  order  to  reach  the  top  shelf  of  a 
six-foot  high  kitchen  closet.  He  obtained  a 
bottle  containing  amphetamine,  ingested  all  its 
contents,  and  then  gave  the  empty  bottle  to  the 
younger  sibling  to  play  with. 

It  is  believed  that  the  child  ingested  five  cap- 
sules. The  total  amount  ingested  was  60  mg. 
The  only  symptom  presented  was  excessive  talk- 
ing, and  on  admission  to  the  hospital  mania  was 
noted.  The  child  was  given  60  mg.  of  pheno- 
barbital  intramuscularly  and  remained  in  the 
hospital  for  three  days.  He  was  discharged  as 
fully  recovered. 


Incident  7 

Toxic  Agent  Age  Sex  Color 

Copper  Sulfate  (from  3 years  Female  White 

chemistry  set) 

The  child  was  playing  alone  in  the  bedroom. 
She  climbed  up  on  a step  stool  and  obtained  the 
chemistry  set  from  the  top  shelf  of  the  closet. 
She  ingested  one  quarter  of  a vial.  The  vial  con- 
tained two  ounces  of  copper  sulfate.  The  child 
complained  of  abdominal  pains  and  vomited. 
She  was  taken  to  her  family  physician  and  re- 
ceived treatment.  The  nurse  reports,  following 
a home  visit,  that  “This  family  had  taken  steps 
prior  to  accident  to  prevent  same;  i.e.,  no  glass 
tumblers  in  home,  dishes  are  plastic,  all  medica- 
tions kept  in  upper  cabinet  in  kitchen.  Parents 
appeared  interested  in  follow-up  re : getting  after 
manufacturer  to  print  necessary  caution  litera- 
ture to  be  included  in  each  chemistry  set.  Litera- 
ture noted  commented  only  on  making  various 
formulas.”  The  child  made  a full  recovery. 

Incident  8 

Toxic  Agent  Age  Sex  Color 

Rubbing  Alcohol  16  years  Male  White 

This  accident  occurred  in  a school  for  emo- 
tionally disturbed  children  which  the  patient 
was  attending.  The  patient  went  to  the  refrig- 
erator to  obtain  some  milk  for  his  afternoon 
snack.  After  consuming  half  a cup  of  “milk,” 
he  thought  the  milk  was  “spoiled.”  It  was  re- 
vealed that  another  boy  apparently  took  a 
bottle  of  rubbing  alcohol  and  poured  the  contents 
into  the  milk  container.  Vomiting  was  induced, 
and  the  patient  recovered.  Several  other  boys 
were  involved  in  the  same  incident. 

Incident  9 

Toxic  Agent  Age  Sex  Color 

Benzine  3 years  Male  Puerto 

Rican 

The  patient  was  playing  with  other  children 
in  a neighbor’s  furnished  room  apartment.  The 
occupant  of  the  furnished  room  used  some  benzine 
to  clean  her  clothes.  The  benzine  was  stored  in 
a cup  and  left  on  the  floor  after  use.  The  patient 
obtained  the  cup  of  benzine  and  drank  its  con- 
tents. The  child  complained  of  nausea,  vomit- 
ing, and  abdominal  pains  and  informed  the  occu- 
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pant  of  the  apartment  that  he  ingested  a cup  of 
benzine.^  The  child  was  taken  to  the  hospital 
for  emergency  treatment.  However,  he  was  ad- 
mitted to  another  hospital  eighteen  hours  after 
ingestion  where  he  was  observed  for  five  days  and 
discharged  as  improved. 

Incident  10 

Toxic  Agent  Age  Sex  Color 

Phenobarbital  3 and  4 Male  and  White 
years  Female 

Dr.  Yasuda  of  Queens  General  Hospital  re- 
ports as  follows:  Two  siblings  three  and  four 
years  of  age  were  admitted  unconscious  on 
January  16,  1957.  “The  mother  of  these  chil- 
dren stated  that  they  had  been  in  good  health 
when  she  left  them  at  home  about  1:00  p.m.  that 
day.  She  returned  about  2:00  p.m.  and  found 
the  children  unconscious.  Apparently  they  had 
obtained  a bottle  of  phenobarbital  containing  85 
pills  of  one-half  gr.,  which  was  left  on  top  of  a 
refrigerator.  The  children  evidently  ingested  all 
of  the  pills  between  them.  They  were  brought 
to  Queens  General  Hospital  at  about  3 : 15  p.m. 

“Gastric  lavage  and  gavage  were  performed  on 
both  children,  producing  red-colored  stomach 
content  with  some  white  material  in  it.  Lavage 
was  repeated  until  clear  fluid  was  obtained. 

“Physical  examination  on  the  boy  revealed  a 
well-developed,  well-nourished  child  who  was  in 
a coma.  Pulse  rate  was  96,  respirations,  24 
regular.  He  did  not  respond  to  painful  stimuli. 
The  pupils  were  contracted  and  responded  slug- 
gishly to  light.  Diffuse  rhonchi  were  heard  in 


entire  lung  fields.  Heart  and  abdomen  were 
negative.  Gag  reflex  was  present,  but  super- 
ficial, and  deep  tendon  reflexes  were  absent. 

“Physical  examination  of  the  girl  on  admission 
was  essentially  the  same  except  that  she  re- 
sponded to  strong  painful  stimuli  and  coughed 
occasionally. 

“Both  of  the  children  were  put  on  sympto- 
matic treatment,  i.e.,  in  Trendelenberg  position, 
oxygen  tent,  penicillin,  Achromycin,  and  fluid 
intake  by  clysis. 

“The  girl  started  responding  to  milder  stimuli 
about  eight  hours  after  admission,  and  she  be- 
came gradually  more  and  more  responsive.  She 
became  fully  aware  of  her  surroundings  on  the 
third  hospital  day. 

“Improvement  of  the  boy  was  slower,  with 
no  response  to  painful  stimuli  until  the  second 
hospital  day.  On  the  third  day,  however,  he  be- 
came more  responsive  to  vocal  stimuli  and  was 
fully  alert  by  the  sixth  hospital  day. 

“Both  of  the  children  remained  afebrile,  and 
diffuse  rhonchi,  which  were  heard  on  admission, 
had  cleared  up  by  the  third  hospital  day  on  both 
patients. 

“Analysis  of  urine  and  stomach  content  for 
barbiturate  was  reported  to  be  positive.”  The 
two  patients  were  discharged  seven  days  later  as 
improved. 

These  cases  are  cited  because  they  illustrate 
successful  outcome  in  a severe  barbiturate  poison- 
ing without  the  use  of  analeptics  or  antagonists. 

These  incidents  also  illustrate  the  relationship 
between  an  accidental  occurrence  and  avail- 
ability and  accessibility. 


( Number  eight  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


Be  not  angry  that  you  cannot  make  others  as  you  wish  them  to  be,  since  you  cannot  make 
yourself  as  you  wish  to  be. — Thomas  a Kempis 
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The  Wheat  Protein  Effect  in  Celiac  Disease 

RICHARD  H.  BARNES,  PH.D.,  ITHACA,  NEW  YORK 


Eight  years  have  passed  since  the  dramatic 
clarification  of  the  nutritional  significance  of 
wheat  and  rye  proteins  in  celiac  disease.  A great 
deal  of  new  knowledge  has  now  accumulated, 
primarily  the  results  of  the  Dutch  workers  who 
pioneered  in  this  field.  Although  this  subject 
has  been  reviewed  frequently,  its  practical  im- 
portance and  significant  new  disclosures  may  be 
justification  for  presenting  this  fascinating  story 
once  more. 

In  1950,  two  Dutch  students,  Dicke  and 
Weijers,  presented  theses  to  substantiate  the  ob- 
servation that  wheat  flour  in  the  diet  of  patients 
with  celiac  disease  aggravates  the  condition  in  a 
remarkable  manner.  Others1  provided  confirma- 
tion. In  the  next  few  years  the  original  Dutch 
workers  and  their  collaborators  published  a series 
of  contributions  on  the  subject.  First,  they  es- 
tablished that  starch  is  not  the  responsible  factor 
in  wheat  flour.2  Immediately  thereafter  they 
found  that  the  harmful  agent  in  wheat  flour  is  as- 
sociated with  the  protein  fraction,  chiefly  the 
gliadin.3  They  predicted  that  the  amide  of 
glutamic  acid,  glutamine,  must  be  involved,  since 
this  compound  is  present  in  such  large  quantities 
in  wheat  gliadin  (43  per  cent),  and  that  mild 
treatment  with  hydrochloric  acid,  known  to  de- 
stroy amides  without  hydrolyzing  amino  acid 
bonds,  in  proteins,  completely  abolishes  the  tox- 
icity of  the  gliadin.4-5  Peculiarly  enough,  free 
glutamine,  when  administered  orally,  was  com- 
pletely devoid  of  toxic  properties  in  the  celiac 
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children.  And  finally,  it  was  noted  that  following 
the  ingestion  of  a small  amount  of  gliadin  the 
level  of  glutamine  in  the  blood  rose  much  higher 
in  patients  with  celiac  disease  than  it  did  in  nor- 
mal children.5 

The  original  observation  that  wheat  protein 
aggravates  the  symptoms  of  celiac  disease  has 
been  amply  confirmed.6  Today,  treatment  of 
such  patients  quite  commonly  calls  for  the  ex- 
clusion of  wheat  and  rye  flour.  However,  the 
chemical  culprit  has  not  yet  been  established 
unequivocally.  It  has  been  implied  that  gluta- 
mine bound  in  the  protein  is  harmful  as  con- 
trasted with  free  glutamine,  which  lacks  toxicity. 
This  has  led  to  speculation  that  the  celiac  child 
lacks  the  ability  to  hydrolyze  a glutamine-con- 
taining peptide  and  that  this  entity  is  the  toxic 
factor.  Preliminary  work  from  two  different 
laboratories  provides  some  indirect  support  for 
such  an  hypothesis.  The  first  of  these  reported 
experiments  indicates  that  the  celiac  patient  has 
no  deficiency  of  peptic  or  tryptic  enzymes  in  the 
intestinal  tract.7  The  in  vitro  digestion  of  wheat 
gluten  by  peptic  and  tryptic  enzymes  does  not 
diminish  its  toxicity,  but  complete  hydrolysis  to 
the  amino  acid  stage  will  completely  remove  the 
toxic  principle.  Although  the  experimental  con- 
ditions are  not  described,  these  authors  state  that 
when  a glutamine-containing  peptide  was  ad- 
ministered to  a wheat  gluten-sensitive  patient, 
an  exacerbation  of  symptoms  resulted,  but  when 
this  fraction  was  digested  with  pig  intestinal 
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mucous  membrane  extract,  no  effect  was  pro- 
duced. It  is  claimed  that  a glutamine-containing 
peptide  is  found  in  abnormally  large  quantities  in 
the  blood  after  feeding  the  glutamine-containing 
peptide  to  a patient  with  celiac  disease. 

The  second  laboratory  again  confirmed  the 
toxicity  of  a tryptic  (pancreatin)  type  digest  of 
wheat  gluten  and  the  lack  of  toxicity  of  an  amino 
acid  digest  (presumably  an  acid  hydrolysate).8 
In  addition,  no  gross  evidence  of  abnormality  in 
the  digestive  activity  of  gastric  or  duodenal  fluids 
from  celiac  patients  could  be  found.  These  in- 
vestigators were  unable  to  demonstrate  any  un- 
usual peptide  in  the  blood  of  celiac  children  after 
feeding  wheat  gluten.  Furthermore,  a glutamic, 
acid-rich  peptide  fraction  from  a tryptic  digest  of 
wheat  gluten  proved  to  be  without  toxicity. 

The  suggestion  that  a glutamine-containing 
peptide  is  the  causative  agent  in  wheat  proteins 
appears  logical.  However,  a close  examination 
of  the  written  evidence  shows  that  this  hypothesis 
is  far  from  proved.  Nevertheless,  the  practical 
implication  cannot  be  denied.  It  has  been  shown 
quite  conclusively  that  the  gluten  effect  is  not  an 
allergic  phenomenon.  At  least  intradermal  skin 
tests  give  no  evidence  of  hypersensitivity  in  the 
celiac  patient. 

It  is,  of  course,  very  logical  that  investigators 
should  attempt  a carry-over  of  the  wheat  gluten 
effect  from  celiac  disease  to  other  types  of  mal- 
absorption, such  as  the  so-called  idiopathic  sprues. 
This  subject  is  touched  on  in  the  recent  Mount 
Sinai  Monograph,  “The  Malabsorption  Syn- 
drome.”9 In  addition,  a few  cases  of  idiopathic 
steatorrhea  or  sprue  treated  successfully  by 
gluten-free  diets  have  been  described.10-12  One 


clinician  has  proposed  the  existence  of  a “pre- 
celiac”  syndrome  characterized  by  “irritability” 
and  “naughtiness”  commonly  seen  in  children.13 
Evidence  is  presented  that  this  syndrome  is 
alleviated  by  the  ingestion  of  a wheat  protein-free 
diet.  It  has  even  been  noted  in  the  literature  that 
wheat  gluten  lowers  the  digestibility  of  fat  in  the 
normal  rat,  suggesting  that  its  toxicity  in  the 
celiac  patient  is  an  exacerbation  of  a normal 
effect.14 

The  various  attempts  to  establish  the  mech- 
anism whereby  wheat  protein  exerts  its  effect  in 
human  subjects  suffering  from  what  Aldersberg 
describes  as  the  malabsorption  syndrome  are  far 
from  conclusive.  A practical  dietary  therapy 
has  been  described,  but  the  biochemical  explana- 
tion still  remains  a mystery. 


References 

1.  Anderson,  C.  M.,  Frazer,  A.  C.,  French,  J.  M., 

Gerrard,  J.  W.,  Sammons,  H.  G.,  and  Smellie,  J.  A.:  Lancet 

1:  836  (1952). 

2.  Dicke,  W.  K.,  Weijers,  H.  A.,  and  Van  de  Earner, 

J.  H.:  Acta  paediat.  42:  34  (1953). 

3.  Ibid.:  42:  223  (1953). 

4.  Van  de  Earner,  J.  H.,  and  Weijers,  H.  A.:  ibid.  44: 

465  (1955). 

5.  Ibid.:  44:  536  (1955). 

6.  Weijers,  H.  A.,  Van  de  Kamer,  J.  H , and  Dicke, 

W.  K.:  Advances  Pediat.  9:  277  (1957). 

7.  Frazer,  A.  C. : Proc.  Roy.  Soc.  Med.  49:  1009 

(1956). 

8.  Alvey,  C.,  Anderson,  C.  M.,  and  Freeman,  M.: 
Arch.  Dis.  Childhood  32:  434  (1957). 

9.  Adlersberg,  D.:  The  Malabsorption  Syndrome, 

New  York,  Grune  & Stratton,  Inc.,  1957. 

10.  Forshaw,  J.  W.  B. : Lancet  2:  720  (1957). 

11.  Ruffin,  J.  M.,  Carter,  D.  D.,  Johnston,  D.  H.,  and 

Baylin,  G.  J.:  New  England  J.  Med.  250:  281  (1954). 

12.  Anderson,  C.  M.,  Frazer,  A.  C.,  French,  J.  M., 
Hawkins,  C.  F.,  Ross,  C.  A.  C.,  and  Sammons,  H.  G.: 
Gastroenterologia  81 : 98  (1954). 

13.  Daynes,  G. : Proc.  Roy.  Soc.  Med.  49:  391  (1956). 

14.  Ribeiro,  E.,  Sobrinho-Simoes,  M.,  and  Mesquita,  A.: 
Metabolism  6:  378  (1957). 


{Number  four  of  a series  of  Nutrition  Excerpts ) 


A first  grader  described  to  his  father  how  his  school  day  began.  11  First,  you  have  to  be  in  your 
seat  when  the  bell  rings.  Next,  we  say  our  morning  prayer,  give  the  pledge  to  the  flag  and  then 
sing  America.  Then,  Mr.  York,  our  principal,  gives  the  commercial .” — Atlanta  Consti- 
tution 
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The  specter  of  cancer  often  creates  blind  terror 
in  the  mind  of  the  layman.  The  physician 
should  not  be  helpless  in  this  situation,  nor 
should  his  help  consist  merely  of  a few  sympa- 
thetic, protective,  or  truthfully  spoken  words 
followed  by  narcosis  with  drugs.  The  practi- 
tioner must  indeed  have  knowledge  to  help  in 
diagnosis  and  treatment  at  a stage  when  cure  is 
possible.  Moreover,  he  must  also  have  courage 
in  carrying  out  treatment,  even  when  it  may  fail, 
and  a proper  persevering  attitude  in  dealing  with 
the  “incurable”  cancer  patient. 

What  is  the  proper  attitude  and  approach?  To 
begin  with,  should  the  cancer  patient  be  told  he 
has  cancer?  I am  sure  that  all  practitioners  in 
good  conscience  have  pondered  this  question. 
There  is  no  hard  and  fast  rule  which  can  be  ap- 
plied here.  Many  variables  influence  the  de- 
cision, including  the  severity  and  prognosis  of  the 
cancer  case  as  well  as  the  personality  and  back- 
ground of  the  patient,  and  other  external  cir- 
cumstances. Success  depends  in  large  part  on 
the  competent  care  and  detailed  consideration 
with  which  the  approach  is  employed,  as  well  as 
the  initial  decision. 

Certain  types  of  cancer  cases  lend  themselves 
more  simply  and  successfully  than  others  to  the 


so-called  completely  truthful  attitude  of  physician 
and  patient.  These  include  the  less  incapacitating 
and  easily  curable  cancers  and  those  in  wdiich  the 
disease  and  treatment  are  not  often  associated 
wdth  misery  and/or  death.  Basal  cell  cancer  of 
the  skin  is  a good  example  of  this.  Cancer  in 
situ,  noninvasive,  and  borderline  cancers  arising 
slowly  in  percancerous  lesions  of  skin  or  mem- 
branes fit  this  category.  Also  included  here  are 
localized  and  well-encapsulated  cancers  which  do 
not  spread  or  metastasize  for  many  years. 
Mixed  tumors,  some  encapsulated  adenocarcino- 
mas arising  in  carcinomas,  and  certain  sarcomas 
(fibrosarcoma)  which  are  histologically  malignant 
but  clinically  benign,  fit  this  category.  Certain 
cancers  also  have  a long  natural  history  with  little  I 
morbidity  and  slight  mortality.  This  is  true  in 
some  thyroid  cancers. 

Since  the  factual  picture  in  these  cases  points  to 
a relatively  good  prognosis,  it  may  be  possible  to 
transfer  to  the  patient  an  optimistic  point  of  view 
even  when  he  is  confronted  wdth  the  true  nature  of 
his  disease.  But  the  facts  must  be  adequately 
presented  and  wdth  understanding  of  the  wreak 
spots  in  the  patient’s  pattern  of  fears  and  w ishful 
escape.  A little  knowdedge  can  be  a dangerous 
thing,  and  even  the  faintest  shadow  of  misery  and 
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: death,  however  remote,  may  become  a “sword  of 
Damocles”  to  plague  the  patient’s  peace  of  mind. 

Most  cancers  do  not  fit  the  above  categories. 
There  are  many  cancers  which  kill  brutally  if  not 
quickly  and  in  which  at  present  there  is  only  a 
limited,  low  cure  rate.  Included  here  are  cancers 
of  the  lung,  esophagus,  stomach,  and  pancreas,  in 
which  the  cure  rate  may  be  under  10  per  cent,  and 
the  disease  is  usually  associated  with  severe  in- 
capacitating pain  and/or  other  symptoms. 
Should  the  truth,  the  whole  truth  and  nothing  but 
; the  truth  prevail  here,  including  details  of  prog- 
nosis as  well  as  diagnosis?  Since  there  is  much  to 
! be  said  on  both  sides,  let  us  examine  the  problem 
more  closely. 

To  begin  with,  is  the  truth  a necessity?  I do 
i not  believe  it  is.  The  tradition  of  medicine  has 
not  been  dedicated  to  sharing  every  detail  of 
I knowledge  with  the  public,  especially  morbid  and 
miserable  facts.  The  pronouncement  of  death 
t has  not  been  made  by  the  doctor  to  the  patient  in 
I all  fatal  diseases.  Nor  is  it  necessary  to  tell  the 
patient  the  entire  truth  in  order  to  institute  treat- 
ment of  a radical  nature.  This  can  be  accom- 
plished if  the  patient  has  confidence  in  his  physi- 
cian. Such  confidence  and  trust  are  constantly 
obtained  by  the  physician  whose  patient  believes 
in  his  competence  and  sincere  interest.  How- 
ever, should  a patient  refuse  adequate  and  proper 
treatment,  the  physician  may  have  to  tell  him  the 
diagnosis.  It  also  may  be  necessary  to  tell  him 
when  there  is  no  available  responsible  member 
of  the  family  to  relieve  the  patient’s  burden  of 
obligations,  such  as  business  and  family  affairs, 
wills,  etc. 

Usually  a proper  approach  to  suitable  members 
of  the  family  will  greatly  facilitate  all  these  mat- 
ters. The  patient’s  remaining  life  can  usually  be 
rearranged  to  fit  his  strength,  to  avoid  premature 
hospitalization,  and  to  help  improve  his  morale 
through  other  activities.  This  can  only  be 
accomplished  if  the  family  is  given  sufficient 
knowledge,  insight,  and  understanding  of  the 
course  of  the  disease.  This  is  certainly  not  an 
easy  task,  but  well  worth  it. 

Certain  studies  have  been  done  which  purport 
to  show  that  many  cancer  patients  know  they 
have  their  disease.1*2  Undoubtedly  there  are 
some  who  do  know,  particularly  because  of  what 
they  have  been  told  as  well  as  their  own  high  de- 
gree of  technical  knowledge.  However,  most 
patients  are  merely  suspicious  that  they  have  can- 
cer. Such  suspicion  has  entirely  different  impli- 


cations. For  the  very  essence  of  hope  in  living 
frequently  lies  in  the  narrow  realm  between  sus- 
picion and  the  factual  realization  of  the  misery 
and  death  that  surrounds  and  awaits  us.  And 
even  the  best  informed  may  finally  be  fooled  be- 
cause of  this  eternal  need  for  hope.  Howsoever 
we  may  state  a desire  to  know  the  truth  and  even 
have  sufficient  intellectual  curiosity  to  seek  it  out, 
we  are  not  always  able  to  cope  with  inexorable 
suffering. 

The  personality  of  the  patient,  his  background 
of  education  and  beliefs,  his  age  and  faith — all 
must  be  considered  by  the  physician  in  deter- 
mining the  proper  attitude  and  approach.  Some 
of  us  are  wont  to  be  martyrs,  or  stoics,  or  esthetes. 
The  former  may  derive  excessive  strength  from 
misery,  the  latter  may  be  irreparably  damaged  by 
its  presence.  Acquiescence  to  fate  and  death  is 
sometimes  easier  with  advanced  age.  The  man 
who  tills  the  soil  usually  lives  closer  to  it.  He 
meets  the  problems  of  life  and  death  in  somewhat 
different  fashion  that  the  urbane  city  dweller. 
He  may  even  wish  to  die  with  his  boots  on. 

Consistency  of  approach  is  essential  to  all 
physicians  as  well  as  to  family  and  others  in 
attendance.  If  one  decides  to  tell  the  patient  the 
true  facts,  this  should  not  be  done  recklessly.  A 
quick  or  casual  pronouncement  may  be  disastrous. 
The  patient  may  even  seek  suicide.  Frequently, 
the  help  of  a psychiatrist  as  well  as  the  help  of  a 
minister  of  the  patient’s  faith  may  be  of  value  in 
reconciling  the  patient  to  his  disease  or  death. 
If  one  decides  that  it  is  better  to  share  the  burden 
with  the  family  and  spare  the  patient,  then  it  is 
necessary  to  pay  considerable  attention  to  each 
new  development  in  the  patient’s  course  and  pre- 
sent to  him  a satisfactory  explanation  of  progress. 
The  sicker  the  patient,  the  easier  this  may  be- 
come with  proper  management.  The  control  of 
fever  and  infection,  the  diminution  of  pain,  or  the 
return  of  appetite  all  bring  new  hope. 

The  spoken  word  is  only  part  of  the  proper  con- 
siderate approach  to  the  difficult  cancer  case.  It 
is  not  enough  to  tell  the  patient  he  is  getting  bet- 
ter. He  must  be  made  to  feel  it.  There  is  much 
to  be  gained  by  avoiding  premature  hospitaliza- 
tion and  segregation  of  the  patient  in  terminal 
care  institutions.  Constant  symptomatic  care 
on  an  ambulatory  basis  (or  home  care)  is  often 
adequate  until  the  very  last  stages.  The  use  of 
antipain  drugs  may  become  necessary  but  should 
not  be  indiscriminate  or  instituted  too  early.  It 
is  a great  temptation  to  pacify  the  patient,  his 
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family,  and  one’s  conscience  by  giving  narcotics, 
especially  when  the  patient  is  considered  incur- 
able, but  the  attendant  complications  ma}^  pro- 
duce more  difficulties  than  the  disease  itself. 
Courage  in  resisting  the  onslaught  of  the  patient 
and  the  family,  even  in  the  middle  of  the  night, 
may  be  necessary  to  take  advantage  of  any  period 
of  grace.  One  cannot  always  accurately  predict 
the  time  of  death,  even  in  known  bad  cases,  and 
there  may  be  a tendency  to  label  the  patient  as 
hopeless  too  soon.  In  our  clinic  and  practice  the 
great  majority  of  patients  are  treated  on  a rela- 
tively ambulatory  basis  or  in  the  care  of  their 
families  without  the  use  of  major  narcotics  until 
death  is  imminent.  The  salvaging  of  the  pa- 
tient’s last  few  months  of  life  through  an  active 
and  useful  existence  is  a great  satisfaction  to 
family  and  physician. 

In  summary,  it  should  be  stated  that  the  proper 


approach  to  the  difficult  cancer  case  should  be  on< 
of  courage  and  perseverance.  The  decision  as  t( 
whether  or  not  to  discuss  the  true  nature  of  hit 
disease  with  the  patient  should  depend  on  com- 
plete understanding  of  the  particular  cancer  prob- 
lem as  well  as  the  patient’s  personality  and  othei 
individual  circumstances.  One  should  avoid  the 
easy  way  of  a casual  attitude,  early  narcosis,  and 
premature  terminal  care  segregation.  Propel 
ambulatory  (or  home)  symptomatic  care  with  the 
cooperation  of  the  family — the  attempt  to  main- 
tain an  active  and  useful  existence  for  the  pa- 
tient— will  make  the  best  of  the  worst  of  cancer.  [ 
25  Central  Park  West 
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Poison  Proofing  Your  Home 


A new  public  service  brochure,  “Poison  Proofing 
Your  Home”  has  been  prepared  for  parents  by 
Johnson  & Johnson,  New  Brunswick,  New  Jersey. 

The  eight-page,  two-color  brochure  statistically 
dramatizes  the  problem  of  accidental  chemical  poi- 
sonings in  children,  lists  common  household  prod- 
ucts most  responsible  for  poisonings,  suggests  ways 
of  preventing  such  occurrences,  points  out  how  to 
recognize  poisoning  symptoms  and  provides  rules  to 
be  applied  should  the  child  accidentally  take  poison 
or  an  overdose  of  drugs. 

In  explaining  the  problem,  the  brochure  states: 
in  1955,  63  per  cent  of  the  accidental  poisoning  cases 
in  New  York  City  occurred  in  the  one-  to  two-year 
age  group;  93  per  cent  of  the  time  an  adult  member 
of  the  family  was  at  home  when  the  accident  took 
place.  In  76  per  cent  of  the  cases  it  was  the  mother; 
95  per  cent  of  all  poisonings  were  classified  as  pre- 
ventable by  public  health  officials ; among  the  twelve 
common  household  products  that  are  most  respon- 
sible for  poisoning  accidents  and  fatalities,  the 


brochure  includes  cosmetics,  baby  and  regular  as- 
pirin, benzene,  and  bleach. 

Fourteen  simple  suggestions  that  the  parent  can 
implement  to  “poison-proof”  her  home  are  pro- 
vided. These  include:  locking  the  medicine  cabi- 

net (drugs,  led  by  aspirin,  account  for  33  per  cent  of 
fatal  accidental  poisonings  in  children  under  five 
years);  making  a regular  monthly  check  around 
the  house;  educating  the  child;  looking  for  the  prod- 
uct with  the  safety  cap;  and  dangers  of  transferring 
potentially  poisonous  materials  from  their  original 
containers. 

The  brochure  lists  eight  important  tips  on  how 
the  mother  can  recognize  poisoning  symptoms  in  the 
child.  It  also  provides  eight  rules  on  what  the  par- 
ent should  do,  should  the  child  take  poison  or  an 
overdose  of  a drug. 

Single  copies  of  the  brochure  may  be  received  free 
of  charge  by  writing  to  “Poison-Proofing  Your 
Home,”  130  East  59th  Street,  Room  800,  New  York 
22,  New  York. 
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Multiple  Retroperitoneal  Desmoids 

ZELMA  WESSELY,  M.D.,  JAMAICA,  NEW  YORK 
{From  the  Department  of  Pathology , Queens  General  Hospital ) 


JP^  esmoids  are  benign,  locally  infiltrative,  yellow- 
ish-white or  grayish,  firm  tumor-like  masses 
of  fibrous  tissue  arranged  in  whorls  and  bands  along 
the  long  axis  of  muscle  fibers.  They  usually  occur 
in  the  abdominal  wall  of  relatively  young,  mul- 

I!  tiparous  women,  where  they  are  thought  to  be  the 
result  of  repeated  hemorrhage  following  prolonged 
labor.  They  have  also  been  described  in  other  loca- 
I tions  in  connection  with  fascia,  muscle,  tendon 
aponeuroses,  and  related  structures.1-4 

The  following  is  a case  report  of  multiple  retro- 
peritoneal desmoids  in  a woman  who  had  many 
| pregnancies.  Although  abdominal  and  even  retro- 
| peritoneal  desmoids  have  been  described  previously, 
this  case  appears  to  merit  recording  because  of  the 
unusual  finding  of  three  simultaneous  lesions,  partly 
intra-  and  partly  retroperitoneally  situated. 

Case  Report 

The  patient,  a twenty-four-year-old  Negro  female, 
gravida  V,  Para  IV,  was  first  admitted  in  labor  to 
Queens  General  Hospital  in  December,  1946.  Since 
then  the  patient  has  had  six  uncomplicated  deliveries 
at  Queens  General  Hospital  and  one  abortion. 

In  1948  the  patient  was  admitted  with  right  upper 
quadrant  pain,  vomiting,  jaundice,  dark  urine,  and 
clay-colored  stools  for  a week.  Cholelithiasis  was 
diagnosed,  and  a cholecystectomy  was  performed. 

In  November,  1956,  the  patient,  then  thirty- 
five  years  old,  gravida  XII,  Para  XI,  abort  I,  was 
admitted  because  of  left  lower  quadrant  pain  and 
menorrhagia  of  three  months’  duration.  After  her 
last  delivery  (in  January,  1956)  she  had  been  told 
of  the  presence  of  an  abdominal  mass.  She  pre- 
sented no  symptoms  referable  to  the  gastrointestinal 
or  genitourinary  tracts.  Physical  examination  con- 
firmed a palpable  abdominal  mass.  A laparotomy 
was  performed,  and  three  tumor-like  masses  were 
found  in  the  following  situations: 

1.  One  tumor,  measuring  approximately  10  X 
15  cm.,  was  located  anteriorly  and  to  the  right  of  the 
ascending  colon.  It  extended  posteriorly  and  was 
attached  to  the  retroperitoneal  tissues  just  below 
the  lower  pole  of  the  right  kidney,  without  actual 
involvement  of  the  latter.  It  appeared,  however, 
to  be  attached  to  the  ascending  colon. 

2.  A second  mass,  measuring  3 cm.  in  diameter, 
was  present  in  the  transverse  colon.  The  bulk  of  the 
tumor  appeared  to  be  situated  in  the  mesocolic  fat 


Fig.  1.  Ovoid  tumor  mass  with  appendix  partly  ad- 
herent to  mass  and  partly  surrounded  by  it. 


Fig.  2.  Cut  section  of  tumor  mass  showing  grossly 
visible  whorls  and  interlacing  bands  of  fibrous  connec- 
tive tissue. 


and  to  extend  to  the  colonic  wall,  which  could  not 
be  separated  from  the  tumor  mass. 

3.  The  third  lesion,  also  firm  and  indurated,  was 
situated  at  the  ligament  of  Treitz.  It  involved  the 
wall  of  the  first  portion  of  the  jejunum  and  extended 
into  the  mesentery,  very  close  to  the  superior 
mesenteric  vessels.  It  measured  approximately 
2V2  cm.  in  diameter.  The  largest  of  the  three 
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Fig.  5.  Infiltration  into  the  muscle  coat  of  the 
appendix  by  the  connective  tissue  bundles  of  the 
desmoid. 

was  removed  and  the  other  two  lesions  biopsied. 

The  patient  was  discharged  on  December  4,  1956. 
Follow-up  to  date  revealed  no  recurrence  of  clinical 
symptoms. 

Pathologic  Report 

Gross  (Figs.  1 and  2). — Specimen  1:  The  tumor 
attached  to  the  ascending  colon  consists  of  an  ovoid 
mass  measuring  approximately  15  X 10  X 6 cm. 
The  external  surface  of  this  mass  is  smooth  and 
glistening  and  of  pinkish-gray  color.  A segment  of 
intestine  is  attached  to  this  mass,  consisting  of  cecum 
and  about  10  cm.  of  ileum.  The  cecum  and  ileum 
are  grossly  natural.  The  cecal  opening  of  the  ap- 
pendix is  visible  and  patent.  Part  of  the  appendix 
is  surrounded  by  the  lateral  third  of  the  previously 
described  ovoid  mass,  while  the  remaining  part  of 
the  appendix  is  adherent  to  the  surface  of  the  tumor 
mass.  The  appendix  is  patent  throughout  and  ap- 
pears grossly  natural  except  for  the  part  surrounded 
by  tumor,  where  appendiceal  wall  appears  to  merge 
into  tumor  wall.  Sectioning  the  tumor  mass  reveals 
a cut  surface  of  whorled  appearance.  The  color  of 
the  surface  is  pinkish  gray  and  glistening.  The  con- 
sistency is  firm. 

Specimen  2:  The  biopsy  of  the  tumor  from  the 

transverse  colon  consists  of  a fragment  of  tissue 
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Fig.  4.  Richly  vascularized  interlacing  bundles  of 
mature  fibrous  connective  tissue. 

masses  (the  one  attached  to  the  ascending  colon) 
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Fig.  3 


. Interlacing  bands  and  whorls  of  mature  fibrous 
connective  tissue. 


MULTIPLE  RETROPERITONEAL  DESMOIDS 


Fig.  6.  Fibrous  connective  tissue  bundles  infiltrate 
into  the  periappendiceal  fat,  leaving  small  islets  of 
mature  fat  surrounded  by  connective  tissue. 


measuring  1 X 0,  8 X 2 cm.  It  is  of  grayish-white 
color.  It  is  of  a roughly  rectangular  shape.  One 
of  the  large  surfaces  is  smooth  and  glistening;  the 
opposite  one  has  a whorled  appearance.  The  con- 
sistency of  the  tissue  is  firm  and  elastic. 

Specimen  3:  The  biopsy  of  the  tumor  from  the 

first  portion  of  the  jejunum  has  the  same  appear- 
ance as  specimen  2 but  measures  1.5  X 0.6  X 0.4 
cm. 

Microscopic  (Figs.  3 and  4). — Sections  from  all 
three  specimens  have  the  same  microscopic  appear- 
ance of  thick  interlacing  bands  and  whorls  of  ma- 
ture fibrous  tissue  in  areas  showing  only  a few  cells 
between  wide  bands  of  homogeneous,  deeply  eosino- 
philic collagen.  Section  of  the  largest  specimen 
(number  1)  shows,  in  addition,  infiltration  into  the 
muscle  coat  of  the  appendix  by  these  interlacing 
bands  of  fibrous  tissue,  which  appear  to  split  up 
and  engulf  the  adjacent  muscle  fibers  (Fig.  5).  It 
also  appears  to  infiltrate  into  the  periappendiceal  fat 
and  engulf  it,  leaving  small  islets  of  mature  fat  sur- 
rounded by  fibrous  connective  tissue  bundles  (Fig. 
6).  On  the  serosal  surface  of  the  appendix  sur- 
rounded by  fibrous  connection  tissue  bundles  are  also 
a few  small  granulomas  present,  composed  of  giant 


cells  of  foreign  body  type  and  lymphocytes.  No  cat- 
gut or  talc  can  be  identified.  All  sections  show  ma- 
ture fibroblasts,  and  there  is  hardly  any  mitosis 
noticeable. 

Microscopic  examination  of  the  appendix  and 
ileum  revealed  no  findings  of  significance. 

Comment 

Desmoids  have  been  the  subject  of  controversy 
since  their  original  description  in  1832. 

1.  Some  authors  believe  these  tumors  are  not 
true  neoplasms,  but  they  are  willing  to  concede  to 
them  an  ascending  level  of  aggressiveness  compared 
to  palmar  and  plantar  fibromatosis,  keloids,  etc.5 

2.  These  tumors  grow  to  a large  size;  they  are 
not  encapsulated;  they  split  up  muscle  fibers  and 
destroy  them,  and  they  tend  to  become  fixed  to  sur- 
rounding structures  like  bone,  intestine,  etc.,  making 
the  distinction  from  fibrosarcomas  difficult.6 

3.  Some  authors  claim  a relationship  between  this 
tumor  and  endocrinologic  disturbances,7  and  others 
are  more  inclined  to  connect  these  tumors  with 
either  physiologic  birth  trauma  or  surgical  or  exter- 
nal trauma.4  The  patient  described  offers  a history 
of  repeated  deliveries  as  well  as  that  of  a cholecystec- 
tomy. 

Summary 

The  case  of  a thirty-five-year-old,  Negro  female, 
gravida  12,  Para  11,  abort  I,  and  an  additional  his- 
tory of  cholecystectomy,  is  reported  because  of  pre- 
senting an  unusual  case  of  multiple  abdominal  des- 
moids, partly  intra-  and  partly  retroperitoneal. 
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Heart  Association  Reaffirms  Independent  Fund  Policy 


Reaffirmation  of  the  policy  of  the  American  Heart 
Association  to  conduct  independent  fund  cam- 
paigns rather  than  participate  in  United  Funds  has 
been  voted  overwhelmingly  by  the  National  As- 
sembly of  the  Association. 

An  increasing  number  of  Heart  Associations  were 
reported  withdrawing  from  the  United  Funds  and 
community  chests,  with  at  least  93  Heart  units 
which  participated  in  federal  drives  in  1957  con- 
ducting independent  campaigns  in  February. 


Since  adoption  of  the  Heart  Association  policy  re- 
garding United  Funds  in  1955,  a total  of  171  Heart 
units  have  withdrawn  from  federated  drives. 

Dr.  Robert  W.  Wilkins  of  Boston,  president  of  the 
American  Heart  Association,  said  that  “our  experi- 
ence over  the  years  with  United  Funds  has  proved 
conclusively  that  the  independent  Heart  Fund  cam- 
paign is  the  best  way  to  finance  the  Heart  Associ- 
ation's expanding  program  of  research,  education 
and  community  service.” 
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Bilateral  Independent  Seminomas  of  the  Scrotal  Testes 


BAXTER  BROWN,  M.D.,  BUFFALO,  NEW  YORK 

{From  the  Department  of  Urology , Buffalo  General  Hospital  and  School  of  Medicine , University  of  Buffalo ) 


HP  he  incidence  of  bilateral  tumors  of  the  testes  has 
been  reviewed  recently  and  exhaustively  by 
Abeshouse,  Tiongson,  and  Goldfarb.1  They  have 
pointed  out  the  distinction  between  simultaneous 
and  independent  testicular  tumors.  Lewis2  has 
seen  three  instances  of  bilateral  independent  semino- 
mas, in  two  of  which  the  second  tumor  appeared 
within  two  years. 

This  report  is  concerned  with  the  occurrence,  at 
the  ages  of  forty-nine  and  fifty-two,  of  independent 
seminomas  involving  first  the  left  and  later  the  right 
testis.  The  unusual  finding  of  a seminomatous 
nodule  within  the  spermatic  cord  is  recorded. 

Case  Report* 

M.  W.  D.,  a white  male,  forty-four  years  old, 
chemist,  first  presented  himself  in  August,  1948, 
with  a long  history  of  intermittent  pain,  fever, 
pyuria,  and  hematuria.  For  two  days  previous  to 
examination  he  had  had  frequency,  urgency,  pain  in 
the  left  loin  area,  and  fever  which  reached  102.4  F. 
on  one  occasion.  Cystopanendoscopy  with  compre- 
hensive urographic  and  bacteriologic  studies  and 
examination  of  the  prostate,  seminal  vesicles,  and 
their  fluids  led  to  a diagnosis  of  chronic  bilateral 
pyelonephritis  and  chronic  prostatovesiculitis.  He 
was  treated  at  intervals  thereafter  without  recur- 
rence of  symptoms  other  than  mild  ones  of  short 
duration.  In  1953,  after  an  absence  of  four  months, 
he  complained  of  left  scrotal  swelling.  The  findings 
were  typical  of  tumor  testis.  On  July  2,  1953, 
orchidectomy  with  high  spermatic  cord  ligation  was 
done  through  an  inguinal  incision.  In  December, 

1953,  the  patient  experienced  a typical  attack  of 
right  epididymitis,  which  subsided.  In  February, 

1954,  May,  1954,  March,  1955,  and  in  November, 

1955,  the  right  testis  was  normal  to  palpation  and 
the  epididymis  was  somewhat  thickened.  In 
February,  1956,  the  physical  findings  were  typical 
of  tumor.  On  February  6,  1956,  the  right  testis  was 
explored,  the  cord  was  ligated  at  the  internal  in- 
guinal ring,  and  orchidectomy  accomplished. 

Pathology  Reports* 

Left  Testis. — Gross:  Resected  testicle  and  cord 

structures.  Testicle  8.5  X 5 X 4 cm.  On  section 
the  testicular  tissue  is  replaced  by  a firm,  whitish, 
lobulated  cancer  in  which  there  are  small  areas  of 
hemorrhage  and  necrosis.  Cord  structures  18  cm. 


* Studies  by  Dr.  Dorothy  Shaver. 


in  length.  At  the  distal  line  of  resection  there  is  a 
whitish  carcinomatous  nodule  1.8  cm.  in  diameter. 

Microscopic:  Histologically  this  tumor  is  a 

seminoma  replacing  almost  the  entire  testicle. 
There  is  a thin  rim  of  tubules  preserved.  There  are 
some  rather  large  nuclei  and  many  mitotic  figures. 
The  tumor  is  infiltrated  by  many  lymphocytes,  and 
there  is  an  occasional  multinucleated  giant  cell. 
The  nodule  in  the  cord  shows  the  same  tumor  pat- 
tern. The  epididymis  is  not  remarkable. 

Right  Testis. — Gross:  Resected  testicle  and  at- 

tached cord,  specimen  measuring  10  X 7 X 4 cm. 
The  testicle  measures  7X5X4  cm.  On  section 
the  testicle  is  replaced  by  a firm,  tan-colored  mass 
with  a fairly  homogenous  surface. 

Microscopic:  Sections  show  a seminoma  with  the 

cell  nests  varying  in  size  and  separated  by  fairly 
wide  bands  of  fibrous  tissue.  In  some  sections  there 
are  large  areas  which  are  almost  completely  replaced 
by  fibrous  tissue.  The  connective  tissue  is  in- 
filtrated by  moderate  numbers  of  leukocytes  and 
plasma  cells.  The  epididymis  shows  an  increase  in 
fibrous  tissue  but  no  evidence  of  tumor.  The  cord 
is  not  remarkable. 

Follow-up 

Periodic  radiographic  examinations  of  the  chest, 
the  last  of  which  was  dated  August  3,  1956,  have  al- 
ways been  negative.  Between  July  7,  1953,  and 
August  7,  1953,  he  received  a total  tumor  dose  of 
3,000  r to  the  drainage  area  of  the  left  testis.  Be- 
tween February  8 and  March  21,  1956,  he  received  a 
total  tumor  dose  of  3,200  r to  the  right  side.  All 
radiation  therapy  was  directed  by  Dr.  William  P. 
Martin. 

Frequent  physical  examinations  have  been  nega- 
tive. Metandren  orally  has  been  used  in  varied 
dosages  with  satisfactory  results. 

Summary 

1.  A case  of  bilateral  independent  seminomas  is 
reported. 

2.  The  finding  of  a metastatic  lesion  within  the 
spermatic  cord  is  recorded. 

40  West  North  Street 
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Chairman , Scientific  Motion  Picture  Subcommittee 
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The  Medical  Film  As  A Public  Relations  Medium 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
(. President , Medical  Film  Guild,  Ltd.) 


Using  motion  pictures  or  photographs  to  build 
favorable  opinion  among  the  laity  and  referring  to 
the  Medical  Society  of  the  State  of  New  York 
booklet,  “A  Guide  For  Cooperation .” 

The  lay  public  is  avid  for  information  about 
personal  health,  progress  in  diagnosis  and 
treatment,  research  problems — in  fact,  it  can 
probably  be  said  with  more  validity  than  ever 
before  that  any  significant  medical  development 
is  “news.” 

This  is  amply  demonstrated  by  the  volume  of 
popular  articles  on  medicine  appearing  with  in- 
creasing frequency  in  such  popular  magazines  as 
The  Saturday  Evening  Post,  Life,  and  Look.  All 
the  major  news  magazines  feature  regular  medical 
news  sections,  and  the  leading  women’s  maga- 
zines headline  one  or  more  articles  by  leading 
medical  authorities  in  almost  every  issue. 

Similarly,  the  news  wire  services,  which  serv- 
ice tens  of  thousands  of  newspapers  throughout 
the  world,  have  long  maintained  science  news 
desks  which  today  devote  the  greatest  volume 
of  their  daily  coverage  to  medical  subjects. 
And,  although  it  has  been  a long  time  coming, 
leading  metropolitan  newspapers  now  have  at 
least  one  staff  reporter  assigned  more  or  less  ex- 
clusively to  medical  coverage. 

Medical  groups  themselves  are  answering  the 
call  of  the  lay  audience  for  more  information  by 


scheduling,  with  increasing  frequency  and  regu- 
larity, programs  like  the  annual  Laity  Lectures 
of  the  New  York  Academy  of  Medicine  (held 
semimonthly  throughout  the  winter),  the  annual 
New  England  Health  Institute  (sponsored  by 
the  Department  of  Public  Health  of  the  Com- 
monwealth of  Massachusetts),  and  the  Okla- 
homa City  medical  film  festival  which  was  held 
last  Spring  as  part  of  the  semicentennial  cele- 
bration of  the  city’s  birth. 

Good  public  relations  is  nothing  more  than  the 
concept  of  “good  bedside  manner”  extended  to 
the  profession  as  a whole.  It  is  not  a remedial 
tool  to  be  urgently  called  on  in  an  emergency. 
It  should  be  a systematic  program  of  carefully 
supervised,  but  forthright,  communication  of  in- 
formation to  the  public.  Such  information  in- 
cludes a variety  of  subjects  which  may  be  routine 
to  the  doctor  but  are  news  to  the  layman. 

The  medical  photograph,  originally  intended 
only  for  record  keeping,  may  serve  a greater  and 
more  useful  purpose  in  the  field  of  public  rela- 
tions. In  a booklet  entitled  “A  Guide  for  Co- 
operation,” the  Medical  Society  of  the  State  of 
New  York  has  clarified  the  do’s  and  don’ts  of 
supplying  material  to  an  information-hungry 
public. 

It  states:  “Doctors  of  medicine  . . . when  ap- 
proached by  representatives  of  newspapers, 
radio,  and  television,  and  science  or  magazine 
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writers  for  information  relating  to  scientific 
subjects  are  urged  to  comply  with  such  requests. 
In  cases  where  premature  release  of  scientific 
information  is  a concern,  a frank  discussion  of  the 
problem  is  suggested,  between  the  doctor  and  the 
press  representative.” 

Regarding  photographs:  “Publications  of 

photographs  of  speakers,  who  appear  before 
recognized  medical  organizations,  either  in  the 
official  program  of  the  scientific  meeting  or  in  the 
public  press  in  connection  with  such  meeting, 
shall  be  acceptable. 

. . . Photographs  of  physicians  in  general  or 
society  news,  not  related  to  medical  news  or  the 
care  of  patients,  shall  be  acceptable  unless  the 
frequence  of  such  photographs  bespeaks  self- 
exploitation.” 

Regarding  hospitals:  “When  newspapers  re- 
quest the  photographing  of  a patient  in  the  hos- 
pital, such  permission  shall  be  given  at  the  dis- 
cretion of  the  administrator,  if  the  patient  con- 
sents and  if  the  attending  doctor  decides  the 
patient’s  condition  or  interests  will  not  be 
jeopardized.” 

Legitimate  Medical  News 

In  a paper  read  at  a conference  of  presidents 
and  other  officers  of  state  medical  associations, 
Alton  L.  Blakeslee,  science  editor  of  the  Asso- 
ciated Press,  defined  “legitimate  medical  news” 
as  “the  same  as  a definition  of  news  of  any  kind.” 

News  is  whatever  is  interesting  and  significant 
to  human  beings,  he  said.  “It  is  perfectly  ob- 
vious that  people  are  interested  in  themselves, 
in  their  own  health,  and  in  their  own  chances  for 
long  life. 

This  is  the  force  which  has  primarily  made 
medical  news  so  popular  in  newspapers  and  maga- 
zines today. 

“Medical  news  can  be  anything  pertaining  to  a 
new  or  improved  treatment,  a drug,  a discovery 
of  even  the  dangers  and  hazards  in  old  and  ac- 
cepted treatment . . . 

“What  you  do  in  your  house  of  delegates  and 
medical  councils  is  also  medical  news,  very 
legitimate  medical  news.  For,  by  your  policy- 
making steps,  you  are  affecting  the  public.  They 
have  a right  to  know  how  you  feel  about  organ- 
ization and  operation  of  hospitals,  prepayment 
plans,  your  attitudes  toward  fees,  your  contri- 
butions to  care  of  patients  who  cannot  afford  to 
pay  for  the  medical  care  they  should  have.” 


Avenues  to  the  Public 

I 11 : 

“.  . . A new  or  improved  treatment,  a drug,  a 
discovery  . . .”  These  are  “news”  to  the  wire 
service  editor  who  scans  hundreds  of  medical 
journals  and  attends  a number  of  meetings 
and  conventions  during  the  year.  To  the  aver- 
age layman  even  the  interpretation  of  conven-  i ] 
tional  medical  practice  is  news,  hence,  legitimate 
public  relations  material. 

Medical  public  relations  may  be  defined  as 
having  three  functions.  The  first  and  primary 
function  is  developing  and  maintaining  a favor-  , 
able  climate  of  opinion  by  building  understanding 
of  doctors’  aims  and  objectives,  attitudes  and 
opinions,  problems  and  needs.  This  requires 
communicating  those  aims,  attitudes,  and  prob- 
lems and  providing  news  of  diagnostic  and  thera- 
peutic achievements  in  a consistent  manner  to 
compete  successfully  with  the  multitude  of  less 
reliable  sources  of  information. 

A second  function  is  to  underline  the  true  role 
of  the  doctor  as  a member  of  his  community. 
The  doctor’s  status  in  the  community  is  the  sum 
total  of  the  attitudes  maintained  by  each  of  his 
“publics” — political,  industrial,  and  civic  leaders; 
pharmacists,  dentists,  educators,  attorneys,  and 
other  related  professionals;  health  and  welfare 
organizations;  business  men’s  and  trade  union 
groups;  fraternal  organizations;  religious  and 
social  groups;  women’s  clubs,  etc.  These  are  as 
vital  in  determining  the  doctor’s  present  and 
future  status  in  the  community  as  his  immediate 
circle  of  patients  and  working  colleagues. 

The  third  function  may  be  called  preventive — 
building  a reservoir  of  understanding  and  good 
will  that  may  insure  the  doctor  and  his  pro- 
fession against  future  attack,  whether  through 
harmful  legislation,  a vitriolic  press  campaign,  or 
the  unpredictable  “whispering”  campaign. 
Clearly,  no  professional  group  that  enjoys  public 
understanding,  esteem,  and  affection  is  a likely  | 
target  for  such  attacks. 

There  are  literally  hundreds  of  groups  in  any 
community — service  clubs,  women’s  clubs,  church 
and  synagogue  memberships,  social,  business, 
labor,  civic,  and  fraternal  groups — which  would  ! 
welcome  discussion  with  the  local  professional 
people  on  significant  medical  topics.  Here  is  a 
ready-made  opportunity  for  public  relations  at  its 
best. 

But  doctors,  to  whom  the  clock  and  calendar  j 
are  twin  ogres,  have  been  regrettably  reticent  to 
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even  accept  invitations  proffered  by  local  organ- 
izations, much  less  initiate  suggestions  for  such 
mutually  profitable  meetings.  Clearly,  the  reason 
for  this  reticence,  has  been  their  lack  of  time  re- 
quired for  the  preparation  of  a speech  or  dis- 
cussion. 

The  Value  of  the  Motion  Picture 

The  use  of  a motion  picture  at  such  meetings 
affords  the  doctor  a unique  opportunity  to  tell  a 
comprehensive  story  at  a minimum  time  loss  to 
himself.  The  film,  normally  the  product  of  a 
team  of  professional  minds,  tells  a complete  story 
with  strong  visual  impact,  allowing  the  doctor  a 
point  of  departure  from  which  he  may  proceed 
with  absolute  control  of  his  subject  in  any  direc- 
tion he  desires. 

The  result  of  a well-organized  combination  of 
film  and  lecture  can  be  a public  relations  activity 
of  which  the  doctor  may  justifiably  be  proud — an 
inspirational  or  interpretative  meeting  which 
provides  a memorable  experience  for  his  audience 
and  leaves  a strong  and  lasting  impression  on 
their  understanding  and  attitudes. 

A wealth  of  film  subjects  which  present  medical 
problems  in  a layman’s  language  are  available 
for  such  use  by  medical  groups  and  individual 
physicians.  Also  adaptable  to  such  usage  are 
many  film  subjects  traditionally  shown  only  to 
professional  audiences.  While  use  of  these  latter 
subjects  requires  careful  screening,  they  offer  the 
attending  physician  an  excellent  opportunity  to 
present  his  specialty  in  a more  concrete  manner 
than  the  usually  generalized  lay  film  subject  can 
accomplish. 

The  use  of  professional  film  subjects  in  this 
fashion,  accompanied  by  a lecture,  discussion,  or 
question  and  answer  seminar,  considerably  broad- 
ens the  “lay  education”  film  sources  available  to 
the  doctor  and  allows  him  to  schedule  a number  of 
lay  forums  on  subjects  with  which  he  is  inti- 
mately familiar.  Films  commonly  used  in  pro- 
fessional programs  merit  examination  for  this 
“public  relations”  point  of  view.  Similarly,  of 
course,  the  doctor  may  use  enlargements  of  still 
photographs,  lantern  slides,  film  strips,  etc.  to 
lend  audio-visual  interest  to  his  lay  presentation. 

County  and  municipal  medical  societies,  medi- 


cal school  and  hospital  public  relations  personnel, 
and  others  working  in  the  field  of  medical  public 
relations  or  lay  education  would  do  well  to  ex- 
amine their  files,  consult  their  members  and  staffs, 
and  investigate  existing  libraries  of  film  materials 
in  medicine.  A rich  supply  of  challenging  and 
adult  photographic  aids  to  the  doctor-lecturer 
should  result,  providing  media  for  telling  the 
complex  story  of  medicine  in  a graphic  and  dra- 
matic fashion  and  promising  well-organized  meet- 
ings with  high  audience  attention  and  retention. 
Best  of  all,  the  dimension  and  scope  of  a film 
added  to  a talk  by  an  informed  doctor  would  earn 
him  a guest’s  finest  compliment  — an  invitation 
to  return. 

Among  available  photographic  media,  the 
motion  picture,  specifically,  is  without  question 
the  most  dynamic  and  absorbing  communication 
medium  developed  in  our  time.  The  doctor  has 
only  to  avail  himself  of  it. 

Making  Your  Own  Lay  Films 

Making  a film  to  report  a local  research  or 
therapeutic  achievement  or  to  show  pictorially 
how  Community  Chest  and  other  financial  sup- 
port is  used  is  well  within  the  capacity  of  the 
average  medical  organization  or  society.  Such  a 
film  is  a logical  extension  of  present  public  rela- 
tions programs.  A service  is  needed  to  awaken  a 
community  to  its  real  needs  like  slum  clearance, 
air  pollution,  juvenile  delinquency  correction, 
mental  health  programs,  diabetes,  heart  disease, 
Asian  flu,  etc.  This  would  provide  an  excellent 
beginning  where  no  lay  program  presently  exists. 

We’ve  shown  something  of  the  use  of  medical 
photography  in  public  relations  programs. 
Perhaps  the  most  significant  concern  of  the  doc- 
tor in  this  area  is  his  responsibility  to  the  com- 
munity, especially  at  this  time  of  intensifying 
interest  in  health.  Take  part  in  local  meetings. 
Use  public  relations  films  and  all  other  visual 
aids  at  hand  to  enlighten  the  public  as  to  the 
doctor’s  contribution.  This  activity  is  the  mod- 
ern expression  of  the  social  role  of  the  traditional 
horse  and  buggy  doctor  who  was  the  center  of 
community  life  as  well  as  a neighbor  and  friend 
to  all  his  patients. 
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IN  attempting  to  arrive  at  a fair  assessment, 
the  effect  of  State  intervention  must  not  be 
overestimated  when  considering  the  scope  of  the 
service  given  and  the  quality  of  work  done. 

The  conflict  produced  by  the  shadow  of  the 
civil  servant  between  the  patient  and  the  doctor 
is  in  essence  a clash  of  ideologies;  that  of  the 
planners  and  the  doctor-artist. 

Each  one  of  us  examining  the  problem  of 
practicing  “good  medicine”  for  the  patient  rec- 
ognizes the  need,  however  modest,  for  a planned 
policy  including  teamwork  and  a variety  of  suit- 
able and  specialized  hospitals.  In  fact,  there  is 
universal  scope  for  organization  of  available  re- 
sources in  the  interests  of  the  patient.  Such 
organization  cannot  be  done  without  some  sub- 
jugation of  the  individual  doctor’s  freedom  in  the 
common  interest  of  mankind.  There  must,  in 
fact,  be  a continual  reconciliation  if  not  conflict 
between  the  individual  doctor  and  the  organiza- 
tion in  which  he  vests  his  skill,  enterprise,  and 
some  of  his  freedom. 

A clash  of  ideologies  has  occurred  in  Britain 
and  it  appears  that  two  kinds  of  individuals  have 
emerged,  almost  as  politicians  in  opposite  Right 
and  Left  camps,  each  equally  sincere  in  his  own 
right.  I refer  to  the  logical  planners  and  the 
idealists  who  are  exponents  of  free  enterprise,  and 
who  regard  medicine  as  an  art  rather  than  as  a 
logical,  matter-of-fact,  scientific  service  which 
must  be  rendered  to  the  patient  in  the  correct 
quantities  and  with  the  utmost  efficiency. 

Intellectual  men  will  realize  that  some  kind  of  a 
compromise  must  be  struck  between  planning  and 
free  enterprise.  Whether  the  planning  agent  is  a 
government  or  a large  free  enterprise  organiza- 
tion, similar  difficulties  and  defects  may  occur. 
Nevertheless,  a private  organization  is  more  vul- 
nerable, for  it  may  lose  its  public  support  if  it 
produces  a poor  service,  or  that  of  its  employees  if 
its  terms  of  service  prove  unsatisfactory. 

A government  service,  however,  has  a virtual 
monopoly  and  can  provide  an  indifferent  service 


for  compulsory  subscribers  and  likewise  poor  con- 
ditions of  service  for  its  dependent  employes. 
The  government  and  its  policies  can  also  fail,  but 
it  may  take  a long  time  before  this  happens. 

Bearing  in  mind  that  planning  is  required  in 
any  project,  where  this  becomes  irksome  or  hurt- 
ful, a buttress  of  criticism  must  be  built  between 
the  would-be  planners,  and  the  organization  con- 
cerned. It  is  on  the  success  of  such  a “go  be- 
tween” that  any  hope  of  harmony  and  accord  de- 
pends. 

Although  State  intervention  is  unpopular,  as 
any  meeting  or  gathering  of  doctors  in  Britain 
testifies,  almost  all  these  individuals  would  sup- 
port the  intervention  of  an  efficient  and  wholly 
benevolent  planning  organization.  Such  a Utopia 
seems  but  a Narghile  pipe  dream  ! 

Those  who  are  by  nature  planners  and  ad- 
ministrators derive  some  power  and  satisfaction 
out  of  organizational  achievement,  whether  in- 
tentionally or  otherwise.  The  likelihood  of  this 
fact  being  a source  of  antagonism  is  patent  and 
human.  Doctors  by  the  very  nature  of  their  work 
and  training  will  never  regard  themselves  as  any- 
thing but  wholly  responsible  independent  people  in 
their  own  special  field  of  activity.  Therefore,  if 
they  are  incorporated  in  a service,  the  ultimate 
responsibility  for  their  work  and  terms  of  service 
must  be  in  their  own  hands.  It  does  not  matter 
how  benevolent  or  well-wishing  a government 
administration  purports  to  be,  it  mpst  always  re- 
main the  whipping  boy  of  an  irate  profession. 
As  long  as  “they”  are  running  it,  the  dead  arm  of 
the  civil  service  will  weigh  heavily  on  the  shoulder 
of  the  individual  doctor.  In  terms  of  logic  this 
may  all  seem  nonsense.  There  is  as  we  here  know 
and  the  patients  know,  an  instrument  administer- 
ing a service  which  is  doing  good  work,  by  inter- 
national comparison.  Our  hospitals  are  far  better 
than  they  were  ten  years  ago.  Treatment  is  avail- 
able to  all  for  the  asking,  and  for  nothing,  and 
there  are  efficient  ambulance  services,  mental 
health  services,  and  a school  medical  service, 
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besides  maternity  and  sickness  financial  benefits. 

No  thinking  man  could  see  the  Welfare  State 
vanishing  overnight.  As  long  as  our  present  sys- 
tem of  government  continues,  the  National 
Health  Service  will,  in  all  reasonableness,  con- 
tinue. It  is  already  too  deeply  embedded  in  the 
lives  of  the  people  to  be  rejected,  because  it  has 
done  the  greatest  amount  of  work  for  the  greatest 
number  of  people.  Its  influence  has  spread  far 
and  wide  without  discrimination  among  patients 
of  all  income  and  social  levels. 

The  people  want  it.  To  some  extent  they  are 
now  conditioned  to  this  kind  of  service.  Some  still 
say  they  would  prefer  the  old  way.  A few  are 
sincere.  The  majority  would  only  like  “the  old 
way”  to  suit  particular  occasions  and  moments 
of  stress. 

We  in  Britain  are,  as  you  see,  caught  up  in  a 
system  of  medicine.  Collapse  is  anything  but  im- 
minent. Just  as  man  must  reconcile  himself  with 
woman,  tempests,  and  nuclear  fission,  the  doctors 
in  Britain  must  also  be  reconciled  with  the 
planners — those  who  indeed  commandeered  medi- 
cine because  it  had  become  so  useful.  We  must 
nevertheless  be  employed  on  a fair  basis,  and  the 
role  of  the  planner  must  become  that  of  servant, 
not  leader. 

Can  we  achieve  this  in  the  N.  H.  S.  service? 
We  don’t  know,  but  we  are  in  it  and  must  achieve 
a service  which  gives  us  hope  for  the  future  of 
medicine. 

Britain  is  a country  of  compromise  and  reason- 
ably good  sense.  Our  people  have  pulled  through 
difficult  times.  We  in  our  time,  like  yourselves, 
have  achieved  much,  and  we  thrive  on  adversity ! 

As  has  been  said  in  a previous  article,  no  one 
can  deny  that  there  is  despite  all,  a new  con- 
sciousness awakening  in  the  ranks  of  general  prac- 
tice. With  the  work  of  the  College  of  General 
Practitioners  and  others,  the  growing  importance 
of  this  field  is  already  becoming  apparent,  and 
especially  to  our  colleagues  in  other  fields  of  medi- 
cine. This  alone,  we  hope,  will  strengthen  our 
hand  in  voicing  our  needs  and  aspirations. 

Clinically,  our  needs  in  equipment  and  facilities 
are  being  more  forcibly  publicized.  There  is  con- 
siderable evidence  to  indicate  a change  of  heart  in 
those  responsible  for  our  tenuous  hospital  links, 
and  it  is  likely  that  more  part-time  hospital  work 
will  become  available  for  general  practitioners. 


There  will  be  in  this  sphere  and  others  many 
opportunities  for  the  creation  of  an  elite  corps 
in  general  practice  to  which  others  may  aspire. 

Politically,  in  a service  we  must  be  strong,  and 
in  this  field  we  already  have  some  cards  to  play. 
Negotiation  with  the  government  on  the  running 
of  the  service,  terms  of  service,  and  methods  of 
improvement  must  be  done  if  possible  in  terms  at 
least  of  intellectual  parity  if  not  superiority.  We 
have  had  some  memorable  sparring  matches  in 
the  past,  and  there  is  much  room  and  need  in  the 
profession  for  strong  advocates  who  can  forever 
state  our  case  and  arguments  in  the  strongest  and 
clearest  succinct  terms. 

It  is  either  this  or  the  withering  and  failure  of 
our  great  profession  into  mediocrity.  Despite  all, 
and  we  as  a profession  are  not  happy  about  our 
forced  marriage  with  the  planners,  we  still  fail  to 
see  why  in  an  age  of  increasing  prosperity,  a some- 
times opulent  and  wealthy  family  should  be 
almost  expected  as  a matter  of  loyalty  to  partici- 
pate in  free  treatment.  It  is  cheaper  to  live  as  a 
patient  in  a hospital,  for  your  food  and  keep  then 
costs  nothing,  while  would-be  private  patients  are 
almost  discouraged  by  doctors  who  do  not  wish  to 
upset  their  National  Health  Service  patients. 
Doctrinaire  political  considerations  have  pre- 
vented either  ruling  political  party  from  allowing 
the  private  patient  to  have  drugs  on  a National 
Health  Service  prescription,  for  which  he  is  paying 
anyhow.  We  are  a little  tired  of  the  politicians’ 
excuses  in  this  matter,  when  in  fact  all  they  really 
fear  is  the  possibility  of  a split  service,  i.e., 
National  Health  and  Semi  National  Health  pa- 
tients who  would  pay  for  their  consultations  while 
receiving  free  drugs.  We  are  very  tired  of  any 
political  affiliations,  but  then  the  government 
rather  than  the  profession  is  committed  to  pro- 
viding a health  service  for  the  people.  We  hope 
that  somehow  this  bed  of  convenience  will  even- 
tually prove  comfortable  enough  to  lie  on. 
Those  who  cannot  wait  can  and  are  leaving  us; 
the  guerrillas  remain  to  fight.  Student  entrants, 
however,  still  clamour  for  admission  to  the  medi- 
ical  schools.  Let  us  hope  that  we  can  see  that 
they  are  not  disillusioned  with  our  great  profession. 

2,  Forty  Lane 

Acknowledgement  is  hereby  given  to  Dr.  Iago  Galdston  for 
encouragement  in  preparation  of  these  articles;  to  Dr.  R.  E. 
Davie  for  his  help  with  the  proofs;  to  Dr.  A.  N.  Mathias  for 
his  help  in  securing  material  for  the  final  article. 
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Introductory  Note 

Podiatrists , through  their  organized  society , the  New  York  State  Society  of  Podiatrists, 
have  for  many  years  attempted  to  expand  the  scope  of  their  practice.  In  October  of  1957 
another  attempt  was  made  by  this  organization  to  further  encroach  on  the  practice  of  medi- 
cine beyond  the  limits  specified  in  both  the  Education  Law  and  the  Workmen’s  Compensa- 
tion Law.  The  following  series  of  letters  reveals  this  activity  and  the  protests  made  by  your 
State  Medical  Society  through  its  Council  Committee  on  Workmen’s  Compensation  and  the 
Bureau  of  Industrial  Health  and  Workmen’s  Compensation. 

It  is  felt  by  Dr.  Gerald  D.  Dorman,  Chairman  of  the  Council  Committee  on  Workmen’s 
Compensation,  that  this  material  is  of  such  interest  that  its  publication  is  warranted.  These 
communications  will  serve  as  the  basis  of  a letter  of  protest  to  be  sent  to  Miss  Angela  R. 
Parisi,  Chairman  of  the  Workmen’s  Compensation  Board,  in  an  effort  to  have  her  consider 
carefully  the  demands  made  by  the  New  York  State  Society  of  Podiatrists  in  their  drive 
toward  an  expanded  perimetry  of  their  practice. 

Anthony  A.  Mira,  M.D.,  Director 

October  23,  1957 


William  F.  Martin,  Esq. 

30  Broad  Street 
New  York  4,  New  York 
Dear  Bill: 

Enclosed  please  find  some  material  that  was  pre- 
sented to  us  by  a representative  of  the  New  York 
State  Society  of  Podiatrists.  A Mr.  Hollander 
presented  himself  in  person  and  handed  this  material 
to  Dr.  Dorman,  Chairman  of  the  Council  Committee 
on  Workmen’s  Compensation. 

Mr.  Hollander  indicated  to  this  Society  that  his 
Society  is  now  asking  that  these  additional  items  be 
included  in  the  proposed  fee  schedule  for  medical 
services  rendered  to  individuals  that  are  eligible  for 
workmen’s  compensation  benefits.  The  podiatrists 
feel  that  on  the  basis  of  a ruling  given  to  them  in 
writing  by  Mr.  Charles  A.  Brind,  Jr.,  Counsel  for 
the  University  of  the  State  of  New  York,  State 
Education  Department,  they  are  entitled  to  these 
additional  items  in  the  fee  schedule.  Mr.  Hollander 
further  indicated  that  they  will  insist  hereafter  that 
the  fees  for  podiatrists  shall  be  equivalent  to  those 
of  physicians  for  the  same  services  and  not  20  per 
cent  less  than  they  are  now  listed  in  the  current  fee 
schedule. 

Dr.  Dorman  feels  that  the  ruling  by  Mr.  Brind  is 
not  entirely  correct  nor  that  the  podiatrists  can 


demand  these  additional  items  to  be  included  in  the 
present  fee  schedule,  particularly  where  such  items 
such  as  intravenous  injections,  certain  laboratory 
procedures,  treatment  of  the  bones  of  the  ankle 
(astragalus,  os  calcis,  etc.)  are  concerned. 

Your  opinion  is  respectfully  requested  as  to  the 
legality  of  the  claims  of  the  podiatrists,  and  it  is 
urged  that  this  be  given  expeditiously,  since  Miss 
Angela  R.  Parisi,  Chairman  of  the  Workmen’s  Com- 
pensation Board,  has  been  pressured  by  this  group 
for  these  additional  items  and  will  no  doubt  seek  the 
opinion  of  her  Advisory  Committee,  of  which  Dr. 
Dorman  is  a member,  very  soon. 

With  kind  personal  regards,  I remain 

Cordialfy  yours, 
Anthony  A.  Mira,  M.D.,  Director 
Bureau  of  Industrial  Health 
and  Workmen’s  Compensation 
Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue 
New  York  16,  New  York 
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November  2,  1956 

Bernard  H.  Chernin,  Esq. 

Chernin  & Gold 
300  Press  Building 
Binghamton,  New  York 

Dear  Mr.  Chernin: 

You  have  requested  that  I write  you  concerning 
questions  which  have  been  raised  with  respect  to 
the  scope  of  the  practice  of  licensed  podiatrists, 
particularly  in  treating  industrial  injury  cases  under 
the  Workmen’s  Compensation  Act.  Specifically, 
the  questions  concern  the  following: 

Schedule  A 

1.  Injections. — The  right  of  podiatrists  to  treat 
for  diseases  of  the  foot  by  injection. 

Subcutaneous 
Intramuscular  or  deep 
Intravenous 
Intravenous 
Antibiotic  therapy 

2.  Allergies. — The  right  of  podiatrists  to 
diagnose  and  treat  for  dermatologic  conditions  of 
the  feet. 

Protein  sensitization  tests 
Patch  tests 
Identification  of  fungi 
Trichophytin  test  with  controls 
Roentgen  therapy  (warts  and  benign  tumors) 
Superficial  roentgen  therapy 
Tetanus  antitoxin  including  preliminary  skin 
test 

3.  Roentgenology. — The  right  of  podiatrists 
to  diagnose  injuries  of  the  foot  by  use  of  x-ray. 

Ankle  including  lower  three  inches  of  leg. 

4.  Laboratory  Work. — The  right  of  podiatrists 
to  utilize  laboratory  facilities  and  procedures  in 
order  to  diagnose  properly  diseases  of  the  foot. 

Blood  test 
Urine  analysis 
Culture  of  bacteria 
Culture  of  fungus 

Examining  smear  for  bacilli  or  fungi  in  exu- 
dates. 

Section  7001  of  the  Education  Law,  subdivision  2, 
paragraph  c,  defines  the  practice  of  podiatry  and  the 
function  of  the  holder  of  a license  to  practice  podia- 
try as  follows: 

“c.  Podiatrist  means  a practitioner  of  podiatry 
or  chiropody.  The  holder  of  a license  to  practice 
podiatry  shall  be  entitled  to  perform  any  or  all  of 
the  acts  designated  and  defined  in  this  subdivision. 
A person  practices  podiatry  who  holds  himself  out 
as  being  able  to  diagnose  ailments  of  the  human  foot 
by  mechanical,  chemical,  and  physical  means,  and/ 
or  as  being  able  to  practice  minor  surgery  on  the 
feet  within  the  following  limitations:  the  practice  of 
minor  surgery  shall  not  permit  operations  on  the 
bones,  muscles,  or  tendons  of  the  feet  or  any  other 
part  of  the  body  except  operations  for  minor  de- 
formities of  mechanical  and  functional  nature,  includ- 
ing the  structures  superficial  to  the  deep  fascia  and 


Items  Not  Presently  Contained  in  Workmen’s 
Compensation  Fee  Schedule 


Item 

Recom- 

mended 

Podiatry 

Fee 

Medical 

Schedule 

Fee 

Injections 

Subcutaneous 

$ 2.50 

$ 2.50 

Intramuscular  or  deep  (add  $1.00) 

2.50 

2.50 

Intravenous  (add  cost  of  drug) 

5.00 

5.00 

Antibiotic  therapy  except  for  emer- 
gencies (above  fees  for  injections 
cover  office  visit  and  medication) 

A & A 

A & A 

Allergies  (dermatologic) 

Initial  allergy  investigation 

15.00 

15.00 

Subsequent  allergy  investigation 
visit  with  examination,  report  and 
protein  sensitization  tests;  for 
each  25  tests 

15.00 

15.00 

Patch  tests  up  to  ten  in  number 

15.00 

15.00 

Patch  tests,  additional,  each 

1.00 

1.00 

Identification  of  fungi 

5.00 

15.00 

Trichophytin  test  with  controls  (in- 
cluding reading) 

5.00 

5.00 

Roentgen  therapy  (warts  and  be- 
nign tumors) 

5.00 

5.00 

Superficial  roentgen  therapy  (frac- 
tional) 

5.00 

5.00 

Tetanus  antitoxin  including  prelim- 
inary skin  test,  add  cost  of  drug  to 
routine  office  fee 
Roentgenology  (diagnostic) 

Ankle  including  lower  3 inches  of  leg 

4.00 

4.00 

Dislocations  (provide  for  three  weeks 
after-care) 

Ankle,  closed 

40.00 

40.00 

Astragalus 

50.00 

50.00 

Os  calcis 

50.00 

50.00 

Reductions  (two  months  after-care) 
Tarsal  bone,  one,  closed  (two 
months  after-care) 

60.00 

60.00 

Tarsal  bone,  each  additional 

10.00 

10.00 

Surgery 

Incision  of  deep  abscess 

15.00 

15.00 

Laboratory  Work  in  Podiatrist’s  Office 
Diagnosis,  prescription,  and  casting 
for  foot  mold,  balance  casting  for 
foot  mold,  balance  inlays,  sup- 
ports, etc. 

20.00 

20.00 

Blood  test 

Sedimentation 

3.00 

3.00 

Clotting  time 

3.00 

3.00 

Urine 

1.00 

1.00 

Culture  of  bacteria  (includes  identi- 
fication) 

5.00 

5.00 

Culture  of  fungus  (includes  identifi- 
cation 

5.00 

5.00 

Examining  smear  for  bacilli  or  fungi 
in  exudates 

3.00 

3.00 

including  all  structures  of  the  terminal  phalanges. 
It  shall  confer  the  right  to  treat  for  disease,  pain,  in- 
jury, and  deformity  of  the  feet,  and  it  shall  not  in- 
clude any  other  part  of  the  human  body. 

The  treatment  of  fractures  shall  be  limited  to 
simple,  uncomplicated  fractures  of  the  phalanges 
and  metatarsals.  The  use  of  anesthesia  shall  be 
limited  to  local  anesthetics  for  therapeutic  purposes 
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as  well  as  for  anesthesia,  and  the  right  to  use  non- 
narcotic postoperative  sedatives.’ ’ 

I have  had  occasion  in  the  past  to  comment  on 
specific  questions  raised  with  respect  to  the  adminis- 
tration of  certain  medicines  by  podiatrists,  such  as 
penicillin  by  injection  or  oral  administration,  and 
have  pointed  out  that  the  statute  confers  the  right 
on  the  podiatrist  to  treat  for  disease,  pain,  injury,  or 
deformity  of  the  feet  but  not  for  any  other  part  of 
the  human  body. 

The  statute  does  not  contain  any  limitation  as  to 
the  means  or  method  of  treatment,  and  I have  there- 
fore been  of  the  opinion  that  such  methods  may 
properly  be  used  when  their  purpose  is  to  treat  a 
disease  or  condition  of  the  foot. 

I have  pointed  out  that  in  treating  conditions  such 
as  an  infection,  a point  may  be  reached  where  the 


March  10,  1958 

Mr.  William  F.  Martin 
30  Broad  Street 
New  York,  New  York 
Dear  Mr.  Martin: 

As  previously  mentioned  to  you  in  our  letter  of 
October  23,  1957,  the  New  York  State  Society  of 
Podiatrists  is  endeavoring  to  expand  the  scope  of 
podiatry  under  the  Workmen’s  Compensation  Law 
by  asking  for  additional  items  to  be  added  to  their 
fee  schedule  and  also  requesting  that  the  fees  they 
receive  for  services  rendered  be  on  an  equal  level 
with  the  fees  received  by  physicians  who  render 
similar  services.  These  proposals  were  submitted 
by  the  Podiatry  Society  to  Mr.  Charles  E.  Brind, 
Jr.,  Counsel  for  the  University  of  the  State  of  New 
York,  Education  Department,  who  in  part  indicated 
that  the  expansion  of  podiatry,  as  manifested  in 
these  proposals,  are  “in  accordance  with  the  statute 
when  such  treatments  are  directed  to  conditions  of 
the  foot.” 

Armed  with  this  ruling  by  the  Counsel  for  the 
State  Education  Department,  the  podiatrists, 
through  their  organized  Society,  have  approached 
Miss  Angela  R.  Parisi,  Chairman  of  the  Workmen’s 
Compensation  Board,  in  an  effort  to  effect  the  inclu- 
sion of  these  new  items  in  the  workmen’s  compensa- 
tion fee  schedule. 

In  reviewing  our  files  dating  back  to  1939,  we 
find  that  the  podiatrists  were  constantly  endeavor- 
ing to  establish  themselves  as  a “specialized”  ancil- 
lary service  of  medicine.  In  fact,  in  1952,  through 
the  efforts  of  their  Society,  they  were  able  to  have 
enacted  into  law  their  participation  in  the  care  of 
the  occupationally  disabled.  In  reviewing  the 
briefs  submitted  by  the  podiatrists  in  1952,  certain 
statements  presented  to  Governor  Thomas  E.  Dewey 
were  based  on  exhibits  of  articles  and  abstracts  ap- 
pearing in  medical,  podiatric,  and  lay  literature, 
and  statements  by  Dr.  Marcus  Kogel,  then  Com- 
missioner of  Hospitals  of  the  City  of  New  York,  also 
some  testimonials  by  laymen  on  the  services  rendered 
by  podiatrists.  The  statements  quoted  by  the 


condition  affects  a greater  area  of  the  body  than  the 
foot,  and  at  that  point  the  podiatrist  has  a grave 
responsibility  to  estimate  whether  the  treatment  he 
prescribes  will  affect  another  part  of  the  body,  and  it 
may  become  necessary  for  him  to  consult  with  a 
physician. 

In  accordance  with  the  specific  inquiry  which  has 
been  addressed  to  me,  with  respect  to  the  items 
listed  above,  I am  of  the  opinion  that  the  podiatrist 
may  use  the  treatments  so  listed  in  accordance  with 
the  statute  when  such  treatments  are  directed  to 
conditions  of  the  foot. 

Very  truly  yours, 
Charles  A.  Brind,  Jr. 

State  Education  Department 
Albany  1,  New  York 


Podiatry  Society  in  these  briefs  were  “slanted”  to 
their  advantage.  Podiatrists,  in  those  days,  were 
not  permitted  to  amputate  toes  nor  to  reduce  dis- 
locations and  fractures  of  the  ankle.  They  were 
limited  to  treat  and  prevent  minor  dysfunctions  of 
the  foot,  such  as  athlete’s  foot,  callouses,  corns, 
nonsurgical  care  of  ingrown  nails,  and  some  limited 
physical  therapy  for  “tired  and  burning  feet.” 
Since  then  they  have  encroached  on  the  practice  of 
medicine  by  a “scientific”  approach  through  ex- 
tended courses  in  podiatry  which  include  many  of 
the  disciplines  that  properly  belong  to  general  medi- 
cine and  surgery.  Through  the  efforts  of  Dr. 
Maurice  J.  Lewi,  the  podiatrists  have  attempted  to 
attain  a level  in  medical  practice  which  is  designed 
to  establish  them  as  specialists  in  the  practice  of 
medicine.  Unfortunately,  the  ordinary  physician 
considered  the  care  of  simple  conditions  of  the  feet  as 
too  menial  for  his  concern  when  combined  with 
catastrophic  illnesses,  such  as  coronary  occlusion, 
pneumonia,  meningitis,  and  other  serious  illnesses. 

One  of  the  exhibits  enclosed  in  the  original  brief 
submitted  by  Messrs.  Chernin  and  Gold,  attorneys 
for  the  Podiatry  Society  of  the  State  of  New  York, 
on  March  27,  1952,  was  a reprint  from  the  Journal  of 
the  National  Association  of  Chiropodists,  May,  1952. 
This  was  the  publication  of  an  address  delivered  by 
invitation  by  Dr.  John  A.  Kolmer,  a physician  from 
Philadelphia,  to  the  Iota  Chapter  of  Phi  Alpha  Pi 
Fraternity  of  the  Temple  University  School  of 
Chiropody  on  March  30,  1952.  In  it  there  is  noted 
a listing  of  such  vague  diseases  and  conditions  which 
could  be  potentially  due  to  focal  infections  of  chiro- 
podical  origin;  namely,  anemia,  anorexia  debility, 
drowsiness,  fatigability,  headaches,  loss  of  height, 
reduction  of  resistance,  arthritis  (rheumatoid), 
episcleritis,  fibrositis,  iridocyclitis,  iritis,  metatarsal- 
gia,  osteomyelitis,  pyelonephritis,  and  some  pyoder- 
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mias.  Another  table  lists  other  diseases  that  phy- 
sicians treat,  that  produce  pain  in  the  feet  and  toes, 
or  pain  in  the  lower  legs  and  ankles,  or  paresthesia  of 
the  lower  legs  and  foot  drop,  or  edema  of  the  lower 
legs  and  enlargement  of  the  feet,  or  ulcers  and/or 
gangrene  of  the  lower  legs  and  feet.  There  is  also 
reference  to  vascular  diseases  of  the  lower  legs  and 
feet,  describing  their  signs  and  symptoms,  including 
arteriosclerosis  of  the  lower  legs  and  feet,  Buerger’s 
disease,  embolism,  Raynaud’s  disease,  erythrome- 
lalgia,  trench  foot,  and  immersion  foot.  The  effects 
of  diabetes  mellitus,  the  arthritides,  gout  and  hemo- 
philia, and  syphilis  of  the  feet  and  legs  are  also 
tabulated. 

It  is  apparent  from  the  evidence  of  this  exhibit 
that  the  chiropodist  has  to  be  on  the  alert  for  signs 
and  symptoms  of  numerous  general  systemic  dis- 
eases. The  diseases  or  conditions  that  could  be 
due  to  focal  infections  of  the  foot  are  very  vague  and 
difficult  to  describe.  There  are  some  doubts  as  to 
whether  or  not  podiatrists  are  educational^  equipped 
to  differentiate  and  to  recognize  diseases  other 
than  those  of  limited  local  origin.  Quoting  from  a 
brief  presented  by  Dr.  David  J.  Kaliski,  then  Direc- 
tor of  the  Bureau  of  Workmen’s  Compensation  in  the 
State  Medical  Society  in  September  of  1953,  it  was 
evident  that  there  was  some  question  as  to  the  extent 
of  medical  services  that  can  be  rendered  under  the 
law  by  podiatrists.  “According  to  Section  7001  of 
the  Education  Law,  subdivision  c,  ‘a  podiatrist 
means  a practitioner  of  podiatry  or  chiropody.  The 
holder  of  a license  to  practice  podiatry  shall  be  en- 
titled to  perform  any  or  all  of  the  acts  directed  and 
defined  in  this  subdivision.  A person  practices 
podiatry  who  holds  himself  out  as  being  able  to 
diagnose  ailments  of  the  human  feet  by  mechanical, 
chemical,  or  physical  means,  and/or  as  being  able  to 
practice  minor  surgery  upon  the  feet  within  the  fol- 
lowing limitations:  The  practice  of  minor  surges 
shall  not  permit  operations  upon  the  bones,  muscles, 
or  tendons  of  the  feet  or  any  other  part  of  the  body 
except  operations  for  minor  deformities  of  mechani- 
cal and  functional  nature,  including  the  structures 
superficial  to  the  deep  fascia  and  including  all  struc- 
tures of  the  terminal  phalanges.’  ” (Quoting  from 
Dorland’s  American  Illustrated  Medical  Dictionary, 
the  definition  of  ankle:  “The  part  of  the  leg  just 
above  the  foot;  also  the  joint  between  the  foot  and 
the  leg;  ankle  joint.”  “Ankle  bone:  the  astrag- 
alus.” “Calcaneus:  The  heel  bone  or  os  calcis; 
the  irregular  quadrangular  bone  at  the  back  of  the 
tarsus.”  “Cuboid:  The  cuboid  bone;  on  the  outer 
side  of  the  tarsus,  between  the  calcaneum  and  the 
fourth  and  fifth  metatarsals.”  “Navicular:  The 
scaphoid  bone  of  the  carpus  or  of  the  tarsus.”  The 
os  calcis,  the  navicular,  the  astragalus,  the  cuboid 
and  the  cuneiform  bone  are  part  of  the  ankle  (tarsus) 
and  not  part  of  the  foot.) 

“It  shall  confer  the  right  to  treat  for  diseases,  pain, 
injury,  and  deformity  of  the  feet  and  which  shall  not 
include  any  other  part  of  the  human  body.  The 
treatment  of  fractures  shall  be  limited  to  simple,  un- 
complicated fractures  of  the  phalanges  and  meta- 
tarsals. The  use  of  anesthesia  shall  be  limited  to 
local  anesthetics  for  therapeutic  purposes  as  well  as 


for  anesthesia,  and  the  right  to  use  non-narcotic 
preoperative  sedatives.”  This  law  is  specific 
in  defining  the  scope  and  extent  of  podiatry. 
It  indicates  that  podiatrists  shall  treat  superficial 
disturbances  of  the  foot  and  excludes  the  ankle.  It 
has  permitted  surgery  of  the  toes  to  the  extent  of 
amputation.  However,  the  limitation  concerning 
the  use  of  non-narcotic  sedatives  puts  a burden  of 
unnecessary  pain  on  a patient  who  had  undergone 
surgery,  such  as  an  amputation  of  the  toe.  Yet,  in 
accordance  with  the  law  the  patient  cannot  be  given 
medications  to  reduce  the  suffering,  since  narcotics 
cannot  be  prescribed  by  podiatrists. 

Section  7001  of  the  Education  Law  further  speci- 
fies that  fractures  of  the  foot  should  be  limited  to  the 
simple  uncomplicated  fractures  of  the  phalanges  or 
metatarsals  only.  The  other  bones  proximal  the 
foot,  which  include  the  cuneiforms,  the  navicular, 
the  cuboid,  the  astragalus  and  the  os  calcis  are  not 
anatomically  part  of  the  foot  and  therefore  are  be- 
yond the  scope  of  podiatry.  Section  13-k  of  the 
Workmen’s  Compensation  Law  further  limits  the 
scope  of  podiatry  by  stating  that  if  the  claimant  suf- 
fers injuries  in  addition  to  those  of  the  foot,  that  the 
podiatrist  must  advise  the  injured  employe  to  consult 
a physician  for  appropriate  care  and  treatment  and 
that  said  physician  shall  have  over-all  supervision  of 
the  treatment  of  the  patient  including  all  further 
treatment  that  may  he  within  the  scope  of  podiatry. 
It  is  our  opinion  that  if  a podiatrist  intends  to  ex- 
tend the  scope  of  his  field  beyond  that  described  in 
the  Education  Law  or  by  the  Workmen’s  Compen- 
sation law,  which  are  specific  in  definition,  he  may 
open  himself  to  serious  malpractice  action.  This,  in 
addition  to  any  disciplinary  action  that  might  be 
imposed  by  the  Education  Law  or  the  Workmen’s 
Compensation  Law  if  charges  be  made  which  reveal 
that  the  podiatrist  involved  has  given  treatment 
beyond  his  qualifications  as  limited  by  these  laws. 
It  is  proposed  by  the  representatives  of  the  New 
York  State  Society  of  Podiatrists  that  members  of 
their  organization  be  permitted  to  give  subcutane- 
ous, intramuscular,  or  intravenous  injections.  In 
addition,  they  should  like  to  have  the  privilege  of 
injecting  antibiotics  in  an  “emergency”  or  on  an  ex- 
tended period  by  authorization  and  arrangement  by 
the  insurance  carrier  or  self-insured  employer.  The 
injecting  of  antibiotics  by  individuals  who  are  not 
qualified  educationally  nor  by  experience  is  fraught 
with  considerable  danger.  An  editorial  in  the  Jour- 
nal of  the  American  Medical  Association  (Volume 
166,  February  22,  1958)  is  quoted  as  follows: 

“In  the  survey  recently  reported,  it  is  believed 
that  a representative  and  fair  sampling  of  the  coun- 
try was  made.  Each  state  and  the  District  of 
Columbia  was  included  and  a total  of  685,655  general 
hospital  beds  available  in  this  country,  approxi- 
mately 29  per  cent,  were  included.  A total  of  3,419 
case  histories  of  reactions  were  reported  as  severe  by 
the  physician  or  hospital  involved.  Of  these,  424 
cases  were  eliminated  mainly  because  of  lack  of  data 
and  proper  classification.  Of  the  remaining  2,955 
cases,  2,517  were  associated  with  the  use  of  penicillin. 
There  were  1,925  reactions  which  were  not  classified 
as  life  threatening  and  in  1,616  of  these,  penicillin 
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was  the  responsible  agent.  One  thousand  seventy 
cases  were  classified  as  severe  or  life  threatening, 
and  of  these,  penicillin  was  involved  in  901.  Of  the 
901  persons  reacting  to  penicillin , 83  died , a fatality 
rate  of  about  9 per  cent.” 

It  is  therefore  seen  that  the  injecting  of  penicillin 
is  fraught  with  some  danger.  The  individual  who 
administers  this  antibiotic  (and  there  are  other  in- 
jectable antibiotics  causing  severe  and  fatal  reac- 
tions) must  be  qualified  educationally  and  have 
available  lifesaving  equipment  to  handle  such 
reactions.  The  intravenous  injections  of  many"  drugs 
other  than  antibiotics  are  fraught  with  danger,  nor 
are  intramuscular  nor  deep  subcutaneous  injections 
excluded  from  reactions  which  may  be  fatal  re- 
gardless of  the  medication  injected. 

It  is  noted  that  the  podiatrists  list  other  therapies, 
particularly  antiallergy  care  and  dermatology, 
wherein  they  should  like  to  have  the  privilege  of 
doing  “allergy  injections”  and  which  may  involve 
patch  testing  and  identification  of  fungi,  which  is  an 
encroachment  on  the  practice  of  medicine  as  mani- 
fested under  the  Workmen’s  Compensation  Law. 
Not  all  doctors  of  medicine  are  permitted  to  give 
these  injections  and  tests  unless  qualified  especially' 
by  the  Workmen’s  Compensation  Board  under 
specialty  codes.  In  addition,  the  podiatrists  wish 
the  privilege  to  treat  tumors  and  “skin  conditions” 
with  x-rayrs.  Needless  to  say,  radiation  has  gone 
under  careful  scrutiny  by  medical  scientists  to  such 
an  extent  that  simple,  routine,  diagnostic  chest  x- 
rays  are  now  carefully  being  evaluated  as  a source 
of  danger  to  the  patient. 

Podiatrists  also  wish  to  inject  tetanus  antitoxin- 
All  physicians  actively"  in  practice  can  testify  to  the 
dangers  of  this  serum.  There  are  some  doubts  as  to 
the  abilities  of  podiatrists  to  properly  “skin  test” 
for  sensitivity  to  serum  to  treat  the  reactions  that 
are  immediate  or  delayed  after  the  administration 
of  tetanus  antitoxin. 

Under  diagnostic  radiology,  the  podiatrists  wish 
the  privilege  of  being  able  to  be  paid  for  x-ray  di- 
agnosis of  the  ankle  (which  is  beyond  the  sphere  of 
their  practice)  so  they  may"  diagnose  any  “irregu- 
larity, deformity,  fracture”  of  these  bones.  Able 
radiologists,  fully  qualified  by  fellowship  in  the 
American  College  of  Radiology"  or  as  Diplomates  of 
the  Board  in  Radiology,  have  had  difficulty  in  di- 
agnosing involvement  of  these  ankle  bones.  Podia- 
trists also  wish  to  be  able  to  treat  dislocations  in- 
volving the  ankle,  including  the  astragalus  and  the 
os  calcis.  These  bones  are  beyond  the  legally  de- 
scribed portion  of  the  anatomy',  namely  the  foot, 
that  is  within  the  province  of  podiatry.  It  is  our 
opinion  that  podiatrists  are  illegally  attempting  to 
encroach  on  the  practice  of  medicine  and  are  not 
now  qualified  by  education  nor  experience  in  treat- 
ing these  most  difficult  fractures  or  dislocations  in- 
volving the  bones  of  the  ankle  j oint.  The  podiatrists 
also  wish  to  extend  their  scope  beyond  the  deep 
fascia  of  the  foot  when  they  request  a fee  for  service 
that  permits  the  incision  of  a deep  abscess  in  any 
part  of  the  foot  which  extends  beyond  the  superficial 
and  deep  fascia  of  the  foot. 

Finally,  the  podiatrists  wish  the  privilege  of  doing 


certain  laboratory  work  in  their  offices.  This  in- 
cludes blood  tests  (sedimentation  time,  clotting 
time);  culture  of  bacteria,  including  their  identifica- 
tion; culture  of  fungi,  including  their  identification; 
examination  of  smears  for  bacteria  or  fungi  in  exu- 
dates. These  laboratory  determinations  properly 
belong  in  the  field  of  pathology.  Physicians  possess- 
ing a doctorate  in  medicine  cannot  undertake  these 
tests  without  limitations.  Fully"  accredited  physi- 
cians who  have  had  special  training  and  are  well 
qualified  by"  the  American  Boards  and/or  by  the 
Medical  Practice  Committee  of  the  Workmen’s 
Compensation  Board  are  privileged  to  undertake 
tests  such  as  this.  It  is  our  opinion  that  podiatrists 
are  not  qualified  to  undertake  such  procedures  as 
demanded  in  the  proposed  new  schedule. 

Furthermore,  further  definition  of  the  item  listed 
under  “urine”  should  be  made.  Is  the  urine  test 
designed  to  exclude  diabetes  (sugar  determination), 
or  will  it  also  involve  microscopic  examination  for 
casts,  cells,  bacteria,  etc.  If  it  is  a simple  test  for 
sugar  and  albumin  it  may'  be  practicable,  since  lay- 
men can  readily  obtain  the  necessary  supplies  for  the 
determination  of  sugar  content  in  the  urine  at  many 
drugstores  for  pennies.  The  presence  of  albumin  in 
the  urine  can  also  be  determined  very'  simply"  by"  a 
similar  patented  procedure,  also  for  pennies. 

As  the  Medical  Society"  of  the  State  of  New  York 
has  previously  stated,  if  the  Chairman  of  the  Work- 
men’s Compensation  Board  wishes  to  extend  the 
practice  of  podiatry  to  include  certain  laboratory 
procedures,  that  privilege  should  be  controlled  by 
determining  the  qualifications  of  the  podiatrist  to 
conduct  these  tests  and  then  be  given  a special  rating 
indicating  that  he  is  competent.  However,  it  is 
our  opinion  that  the  inclusion  of  such  items  as  pro- 
posed by"  podiatrists  at  this  time  will  certainly"  en- 
courage them  to  perform  certain  procedures  which 
they  are  by  no  means  competent  nor  qualified  to 
carry  out  and  interpret.  “Certainly  neither  the  fee 
schedule  nor  the  forms  which  the  podiatrists  are 
required  to  file  should  encourage  them  to  exceed  the 
limitations  of  their  qualifications  and  of  their  license. 
Podiatrists  are  now  perhaps  unwittingly"  to  be  re- 
quired to  answer  questions  on  report  forms  concern- 
ing parts  of  the  body  other  than  the  feet,  which 
questions  could  only  be  answered  by"  the  podiatrist 
as  a result  of  an  examination  of  the  patient  bey'ond 
the  scope  and  qualifications  of  the  podiatrist.  Fur- 
thermore, such  examinations  might  - involve  the 
podiatrist  in  supplying  an  opinion  before  a referee  or 
the  Workmen’s  Compensation  Board  which  he  is 
not  competent  to  render  but  which  might  illegally 
influence  the  opinion  of  a referee  or  judge.”  (Dr. 
David  J.  Kaliski,  Brief  submitted  by  the  Medical 
Society  of  the  State  of  New  York,  1953.) 

In  rebuttal  to  a second  brief  presented  by  Messrs. 
Chernin  and  Gold,  Counsellors  of  the  Podiatry 
Society"  of  the  State  of  New  York,  Dr.  Kaliski  fur- 
ther said:  “At  the  outset  it  should  be  borne  in  mind 
that  the  Medical  Society  of  the  State  of  New  York 
has  no  intention  of  imposing  restrictions  on  podiatry 
practitioners  nor  does  it  have  the  legal  right  to  do  so. 
As  an  interested  party",  the  Medical  Society  of  the 
State  of  New  York  is  interested  in  the  welfare  and 
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i health  of  the  citizens  of  this  State  and  is  interested 
only  to  the  extent  of  assisting  the  administrative 
officers  of  the  Workmen’s  Compensation  Board  in  so 
devising  rules  and  regulations,  forms  and  fee  sched- 
ules, that  the  purposes  of  Section  13-k  of  the  Work- 
men’s Compensation  Law  may  be  carried  out  con- 
sistent with  the  provisions  of  the  Education  Law  as 
they  apply  to  the  practice  of  podiatry.  Since  podia- 
trists are  licensed  to  practice  in  this  State,  there  is 
no  purpose  on  the  part  of  the  Medical  Society  of  the 
State  of  New  York  as  guardian  of  the  public  health 
than  to  do  more  than  give  such  advice  to  the  Chair- 
man of  the  Workmen’s  Compensation  Board  as 
would  limit  the  practice  of  podiatrists  under  the 
Workmen’s  Compensation  Law  to  such  activity  as  is 
legal  and  ethical  under  said  law. 

“We  agree  that  the  definition  of  the  scope  of  prac- 
! tice  of  an  individual  licensed  under  the  Education 
Law  is  not  within  the  province  of  the  Workmen’s 
Compensation  Board,  the  Medical  Society  of  the 
i State  of  New  York,  nor  a committee  to  consider  a 
fee  schedule  for  podiatrists.  The  scope  of  practice 
of  any  practitioner  of  the  healing  arts  is  defined  by 
the  Education  Law  with  interpretations  by  the 
I Courts,  or  opinions  by  the  Attorney  General  which 
are  not  legal  nor  binding,  though  advisory.  The 
highest  courts  have  upheld  the  right  of  the  Legisla- 
| ture  to  limit  the  scope  of  the  physician  already  li- 
censed under  the  Medical  Practice  Act  who  desires 
to  treat  workmen’s  compensation  claimants.” 

In  fact,  the  Workmen’s  Compensation  Law  man- 
i dates  the  careful  scrutiny  of  the  qualifications  of  any 
physician  making  application  to  treat  these  claim- 
1 ants  and  to  indicate  his  abilities  by  code  letters. 
Certain  monetary  and  other  penalties  are  imposed 
; on  the  physician  who  practices  beyond  the  scope  of 
one’s  practice  for  which  he  is  qualified  by  the  Work- 
| men’s  Compensation  Board.  In  1952  when  the 
I podiatrists  were  given  the  privilege  to  treat  claim- 
I ants  under  the  Workmen’s  Compensation  Law 
i and  a schedule  of  fees  and  procedures  was  being 
evolved,  representatives  of  the  insurance  carriers 
and  self-insured  employers  raised  some  question  as 
to  whether  or  not  a procedure  such  as  an  amputation 
| could  be  considered  under  minor  surgery  for  podia- 
trists. Further,  they  questioned  the  advisability  of 
providing  a fee  schedule  for  such  an  item  as  the 
j preparation  of  a “plate”  for  flat  fee  at  a fee  that  is 


April  8,  1958 

Anthony  A.  Mira,  M.D.,  Director 

Bureau  of  Industrial  Health  and 

Workmen’s  Compensation 

Medical  Society  of  the  State  of  New  York 

386  Fourth  Avenue 

New  York  16,  New  York 

Dear  Dr.  Mira: 

We  are  in  receipt  of  your  letter  dated  March  10, 
1958,  together  with  the  enclosures  containing: 

A.  A copy  of  a letter  written  by  Charles  E. 
Brind,  Jr.,  Counsel  to  the  University  of  the  State  of 
New  York,  The  State  Education  Department,  ad- 
dressed to  Bernard  H.  Chernin,  who  apparently 


the  same  as  that  for  an  orthopedic  specialist.  The 
carriers  also  felt  that  laboratory  procedures  are 
“entirely  within  the  province  of  the  medical 
practitioner  and  should  not  be  allowed  to  -the 
podiatrists.” 

In  her  memorandum  relative  to  the  adoption  of 
the  podiatry  fee  schedule  issued  by  Miss  Mary 
Donlon,  then  Chairman  of  the  Workmen’s  Compen- 
sation Board,  under  the  dateline  of  November  30, 
1953,  it  was  stated: 

“Chapter  787  of  the  Laws  of  1952  authorizes, 
with  limitations,  the  free  choice  of  injured  workers  of 
a podiatrist  to  render  care  for  injury  to  the  foot  alone. 
However,  if  the  injury  or  condition  is  one  that  is 
outside  the  limitations  prescribed  by  the  Education 
Law  for  podiatry  care  and  treatment,  or  if  the  in- 
juries that  are  caused  by  an  accident  that  arose  out 
of  and  in  the  course  of  employment  affect  other  parts 
of  the  body  in  addition  to  the  foot , the  podiatrist  may 
not  render  care  except  under  the  supervision  of  a duly 
authorized  physician . ’ ’ 

It  can  be  presumed,  therefore,  that  if  a podiatrist 
goes  beyond  the  limitations  outlined  in  this  partic- 
ular chapter  of  the  law,  he  is  exceeding  his  quali- 
fications and  is  open  to  serious  malpractice  actions. 

In  conclusion,  we  should  like  to  point  out  that  the 
opinion  given  by  Mr.  Charles  H.  Brind,  Jr.,  spe- 
cifically does  not  give  privilege  to  the  podiatrists  to 
render  such  medical  care  as  stipulated  in  their  re- 
quest. He  proposes  to  leave  the  responsibility  of 
determining  whether  or  not  the  podiatrist  is  exceed- 
ing the  scope  of  his  practice  entirely  on  the  podia- 
trist himself.  It  is  felt  that  this  opinion  is  not  clear- 
cut.  It  should  be  clarified,  pointing  up  the  various 
arguments  presented  in  this  letter.  Quoting  from 
the  last  paragraph  of  his  letter,  he  says,  “I  am  of  the 
opinion  that  the  podiatrists  may  use  the  treatments 
so  listed  in  accordance  with  the  statute,  when  such 
treatments  are  directed  to  the  conditions  of  the 
foot.” 

Truly  yours, 
Anthony  A.  Mira,  M.D.,  Director 
Bureau  of  Industrial  Health 
and  Workmen’s  Compensation 
Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue 
New  York  16,  New  York 


represents  the  Podiatry  Society  of  the  State  of  New 
York. 

B.  Schedule  of  items  not  presently  contained  in 
the  Workmen’s  Compensation  Fee  Schedule  for 
podiatry  treatment.  You  state  that  the  Podiatry 
Society  armed  with  the  ruling  by  Mr.  Brind  (his 


June  1,  1958 


1945 


INDUSTRIAL  HEALTH  AND  WORKMEN'S  COMPENSATION 


letter  of  November  2,  1956)  has  approached  Miss 
Parisi,  Chairman  of  the  Workmen’s  Compensation 
Board,  in  an  effort  to  effect  the  inclusion  of  these  new 
items  in  the  Workmen’s  (Compensation)  Fee 
Schedule. 

The  scope  of  the  practice  of  medicine  is,  by  statu- 
tory definition  (Section  6501  of  the  Education  Law), 
unlimited  both  with  respect  to  the  area  of  the  body 
to  be  treated,  diagnosed,  and  prescribed  for,  and 
with  respect  to  the  means  or  method  employed  to 
diagnose,  treat,  operate,  or  prescribe. 

The  scope  of  the  practice  of  podiatry  is,  by  statute, 
markedly  restricted  both  as  to  the  area  of  the  human 
person  to  be  treated  by  a podiatrist  and  with  respect 
to  treatment  of  that  portion  of  the  anatomy  (Section 
7001  of  the  Education  Law).  Under  the  last  section 
referred  to,  a podiatrist  has  the  right  to  diagnose  ail- 
ments of  “the  human  feet.”  However,  he  does  not 
have  the  right  to  diagnose,  treat,  and  prescribe  for 
disease,  pain,  injury,  and  deformity  of  any  part  of 
the  human  part  except  “the  feet.”  The  fact  that 
the  Legislature  intended  to  restrict  podiatrists  in 
the  treatment  of  ailments  of  even  “the  human  feet” 
is  abundantly  established  by  its  mandate  (Section 
7001),  for  a podiatrist  is  not  permitted  to: 

A.  Operate  on  the  “bones,  muscles,  or  tendons 
of  the  feet”  except  for  operation  for  minor  deformi- 
ties of  mechanical  and  functional  nature  including 

B.  Only  those  structures  which  are  “superficial 
to  the  deep  fascia  and  including  all  structures  of  the 
terminal  phalanges.” 

C.  Even  with  respect  to  treatment  of  fractures, 
the  statute  limits  such  treatment  to  “simple,  uncom- 
plicated fractures  of  the  phalanges  and  metatarsals.” 

Section  7001  even  restricts  the  podiatrists  to  the 
type  of  anesthesia  to  be  employed  by  them,  since  the 
section  expressly  provides  that  the  use  of  anesthesia 
shall  be  limited  to  “local  anesthetics.”  Nor  does  the 
podiatrist  have  the  right  to  use  narcotic  postopera- 
tive sedatives,  for  he  is  limited  to  only  “non- 
narcotic postoperative  sedatives”  (Section  7001, 
Subdivision  2). 

Thus,  it  becomes  clear  from  the  very  wording  of 
the  statutes  above  referred  to  that  the  Legislature 
did  not  intend  to  regard  the  podiatrists  on  a plane 
of  equality  with  the  physician  or  to  equate  one  with 
the  other  in  the  diagnosis  and  treatment  of  “the 
human  feet.”  Further,  these  statutes  indicate 
quite  plainly  that  the  Legislature  recognized  the  vast 
difference  in  the  educational  qualifications  required 
of  physicians  and  their  training  as  contrasted  with 
that  of  podiatrists. 

One  might  very  well  ask  why  podiatrists  were 
limited  by  statute  to  the  type  of  anesthesia  and  to 
the  type  of  postoperative  sedatives  to  be  employed. 
The  answer  can  only  lie  in  the  fact  that  the  Legis- 
lature recognized  that  complications  could  ensue 
from  the  use  of  anesthesias  which  were  not  local, 
which  the  podiatrist  was  not  adequately  trained  to 
meet.  To  our  way  of  thinking,  it  is  a rational  in- 
ference from  the  limitations  placed  on  the  podiatrist 
that  he  was  not  to  employ  any  method  of  treatment, 
even  in  his  circumscribed  field,  which  could  give 
rise  to  complications  for  which  he  was  not  adequately 
trained  to  cope  with  and  which  might  constitute 


probable  danger  to  the  health  and  even  life  of  th 
patient.  The  modalities  of  treatment  proposed  t 
be  used  by  podiatrists  cannot  be  considered  in  th 
abstract.  Nor  can  they  be  considered  divorce 
from  the  experience  reflected  not  only  in  the  dail 
practice  of  physicians  but  in  medical  literature  dis 
closing  that  there  are  many  modalities  of  treatmen-  ' 
such  as  the  use  of  certain  types  of  antibiotics,  whic 
are  fraught  with  potential  danger  and  which  in  faci  s 
in  many  cases,  actually  endanger  not  only  the  healt 
but  the  life  of  the  patient,  necessitating  immediat 
application  of  knowledge  and  training  in  the  em 
ployment  of  immediate  measures  to  alleviate  and  t 
avert  dire  consequences.  We  doubt  that  it  was  th 
intention  of  the  Legislature  to  confer  on  the  podia 
trists  the  use  of  modalities,  such  as  even  penicillin  f 
which  can  and  have  affected  portions  of  the  bod; 
other  than  the  feet.  Thus,  the  New  York  Stat]  11 
Journal  of  Medicine  of  May  15,  1954,  refers  t»  S1 
eight  fatal  anaphylactic  reactions  to  penicillin.  (Se-  ® 
also  other  literature  in  the  same  Journal  of  Sep  tern 
ber  15,  1956,  July  1,  1956,  June  1,  1956,  August  15 
1955,  and  January  1,  1955;  see  editorial  in  the  Jour 
nal  of  the  American  Medical  Association  (Volume  166 
No.  8,  February  22,  1958.) 

To  hold  that  podiatrists  may  employ  such  meth 
ods  as  may  be  properly  used  when  their  purpose  i: 
to  treat  a disease  or  condition  of  the  foot  is  to  ignor< 
what  common  medical  experience  has  demonstratec 
to  be  true;  namely,  that  lesions  of  the  feet  canno1 
be  isolated  from  the  rest  of  the  entire  organism 
A lesion  of  the  foot  may  be  merely  a manifestatioi 
of  many  neurologic  conditions,  of  constitutiona 
abnormalities,  such  as  infection  in  the  teeth,  tonsils 
sinuses,  glands,  lungs,  and  the  genitourinary  tract 
and  by  disturbances  of  the  circulatory  apparatus 
(see  The  Foot  and  Ankle  by  Lewin).  One  needs 
only  to  consult  page  59  of  Professor  Lewin’s  book  or 
The  Foot  and  Ankle  to  ascertain  the  host  of  condi- 
tions of  the  entire  organism,  any  one  of  which  may 
manifest  itself  in  a disease  or  condition  of  the  feet. 
To  say  that  the  podiatrist  has  a grave  responsibility 
to  estimate  whether  the  treatment  he  prescribes  will 
affect  another  part  of  the  body  and  that  it  may  be- 
come necessary  for  him  to  consult  with  the  physician 
(Mr.  Brind’s  letter)  is  to  place  or  confer  on  the  podia- 
trist the  right  to  evaluate  conditions  existing  outside 
“the  human  feet”  but  which  manifest  themselves 
by  the  condition  of  “the  human  feet.”  If  this  be 
so,  then  such  an  interpretation  confers  on  him  a 
right  to  evaluate  and  to  diagnose  conditions  which 
exist  beyond  the  area  to  which  he  is  severely  confined 
by  statute  to  diagnose  or  treat,  and  this  is  so  irre- 
spective of  whatever  high  ethical  Standards  or  good 
intentions  he  might  have. 

We  now  turn  to  the  specific  items  referred  to  in  the 
letter  of  Mr.  Brind  and  the  schedule  of  items  not 
presently  contained  in  the  Workmen’s  Compensa- 
tion Fee  Schedule. 

Roentgenology. — It  is  Mr.  Brind’s  opinion  the 
podiatrists  may  employ  roentgenology  to  diagnose 
injuries  of  the  foot  by  use  of  x-ray  which  would  in- 
clude the  area  of  “ankle  including  lower  3 inches  of 
leg.”  Section  7001  limits  the  podiatrist  to  diag- 
nosing ailments  of  “the  human  feet.” 
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Does  the  ankle  including  the  lower  3 inches  of  the 
leg  constitute  a part  of  “the  human  feet?”  We  take 
it  that  the  terminology  “lower  3 inches  of  the  leg” 
refers  to  that  portion  of  the  tibia  and  fibula  which 
is  proximal  to  the  ankle  (or  tarsus).  We  doubt  that 
the  commonly  accepted  lay  understanding  of  “the 
human  feet”  encompasses  the  “ankle.”  We  doubt 
that  even  a lay  person  referring  to  a fracture  of  the 
ankle  would  refer  to  it  as  a fracture  of  his  foot. 

The  ankle  is  defined  by  the  “The  American  Illus- 
trated Medical  Dictionary”  by  Dorland,  22nd  edi- 
tion, as: 

“The  part  of  the  leg  just  above  the  foot;  also  the 
joint  between  the  foot  and  the  leg;  ankle  joint” 
(page  99).  The  ankle  bone  is  defined  by  the  same 
author  (page  99)  as  the  astragalus.  The  os  calcis, 
the  navicular,  the  astragalus,  the  cuboid  and  the 
cuneiform  bone  are  part  of  the  ankle  (tarsus)  and 
are  not  anatomically  a part  of  the  foot.  The  very 
title  of  the  book  by  Professor  Lewin,  The  Foot  and 
Ankle,  evidences  most  clearly  that  this  authority 
distinguishes  between  the  ankle  and  the  foot.  This 
distinction  is  one  entertained  by  the  medical  pro- 
fession, and  as  we  have  suggested  above,  by  the  lay 
public.  If  the  foregoing  be  right,  and  we  believe  it 
is,  then  it  follows  that  the  podiatrist  would  be  seek- 
ing by  x-ray  to  evaluate  and  diagnose  an  ailment  not 
of  “the  human  feet”  and  hence  beyond  the  statutory 
area  granted  to  him. 

We  direct  your  attention  to  Section  13-c  of  the 
Workmen’s  Compensation  Law  which  is  headed 
“Licensing  of  Compensation  Medical  Bureaus  and 
Laboratories.”  In  Subdivision  2 thereof,  it  is 
stated : 

“No  claim  for  services  in  connection  with  x-ray 
examination,  diagnosis,  or  treatment  of  any  claimant 
shall  be  valid  or  enforceable  except  by  a laboratory 
or  bureau  of  a voluntary  hospital  authorized  and 
licensed  under  Subdivision  1 of  this  section  or  except 
by  a 'physician  duly  authorized  as  a roentgenologist 
by  the  chairman  for  services  performed  by  such  phy- 
sician or  under  his  immediate  supervision.” 

Subdivision  1 of  13-c  of  the  Workmen’s  Compen- 
sation Law  provides  that:  “The  chairman  may  on 
the  recommendation  of  the  Medical  Practice  Com- 
mittee in  certain  counties  and  in  other  counties  on 
the  recommendation  of  the  Medical  Society  of  the 
county  . . . authorize  and  license  Compensation 
Medical  Bureaus  in  such  counties  operated  by  quali- 
fied physicians.” 

Subdivision  1 further  provides:  The  chairman 
may,  on  recommendation  of  the  medical  Practice 
Committee,  in  certain  counties  with  a designated 
population  and  in  other  counties  upon  the  recom- 
mendation of  the  Medical  Society  of  a county  or  of  a 
board  as  provided  in  Section  13-b,  authorize  and 
license  separate  laboratories  and  bureaus  engaged  in 
x-ray  diagnosis  or  treatment. 

Section  13-b  is  designated  Medical  Practice  Com- 
mittee; authorization  of  physicians,  medical  bu- 
reaus and  laboratories  by  chairman. 

Thus,  it  would  appear  that  under  the  Workmen’s 
Compensation  Law  a podiatrist  cannot  make  a valid 
claim  for  services  in  connection  with  x-ray  examina- 
tion or  diagnosis. 


Injections. — In  the  fore  part  of  this  letter  we 
have  referred  to  the  complications  which  can  ensue 
from  the  injections  of  antibiotics  and  the  possible 
and  actual  immediate  complications  that  might 
arise,  and  we  have  expressed  the  thought  based  on 
the  analysis  of  the  statute  relating  to  Podiatry  that 
we  doubted  that  it  was  the  intention  of  the  Legis- 
lature to  confer  on  the  podiatrists  the  right  to  em- 
ploy these  modalities. 

Allergies. — Has  it  been  demonstrated  that  podi- 
atrists are  capable  of  making  the  tests  as  listed  under 
the  heading  of  “Allergies”  in  Mr.  Brind’s  letter  and 
on  the  proposed  schedule?  Certainly  those  which 
require  pathology  training  to  make  and  evaluate 
would  appear  to  be  beyond  the  training  of  the  podia- 
trists, since  it  is  common  practice  within  the  medi- 
cal profession  itself  to  refer  suspected  cases  of  allergy 
to  an  allergist. 

Under  the  “Schedule  A”  dealing  with  allergies  in 
the  proposed  schedule  for  Workmen’s  Compensa- 
tion, reference  is  made  to  the  right  of  the  podiatrists 
to  employ  x-ray  therapy  for  warts  and  benign  tu- 
mors. The  reports  dealing  with  the  effects  of  radia- 
tion have  caused  so  much  concern  that  have  been 
reflected  in  the  daily  newspapers.  Most  medic 
practitioners  refer  persons  suffering  with  the  condi- 
tions mentioned  to  dermatologists  or  x-ray  special- 
ists, for  they  recognize  that  this  modality  is  one 
fraught  with  danger  and  should  be  employed  only 
by  those  who  are  especially  qualified  by  training. 

In  any  event,  we  call  your  attention  to  Paragraph 
13-c  of  the  Workmen’s  Compensation  Law  to  which 
we  have  referred  and  which  provides  that  no  claim 
shall  be  valid  for  services  in  connection  with  x-ray 
treatment  of  any  claimant  except  by  a laboratory 
or  bureau  of  a voluntary  hospital  authorized  and 
licensed  or  except  by  a physician  duly  authorized  as 
a roentgenologist  by  the  Chairman  for  services  per- 
formed by  such  physician  or  under  his  immediate 
supervision. 

What  we  have  said  above  applies  also  to  item  I 
Superficial  Roentgen  therapy.  Under  this  same 
heading  of  “Allergies,”  tetanus  antitoxin  including 
preliminary  skin  test  is  mentioned. 

The  reaction  to  tetanus  antitoxin  is  well  known 
and  is  recorded  in  the  medical  literature.  Reactions 
both  immediate  and  delayed  are  mentioned  with  the 
terrible  consequences  that  may  ensue.  We  suggest 
that  the  same  reasoning  or  view  that  we  have  set 
forth  regarding  injections  of  penicillin  is  equally  ap- 
plicable to  tetanus  antitoxin.  If  the  podiatrist 
cannot — and  he  cannot — diagnose  an  ailment  other 
than  of  “the  human  feet”  nor  treat  any  ailment  other 
than  that  afflicting  “the  human  feet”  and  hence  can- 
not treat  or  diagnose  the  conditions  which  may  result 
from  the  employment  of  tetanus  antitoxin,  it  indeed 
would  be  strange  reasoning  to  say  that  the  podiatrist 
is  authorized  to  employ  a modality  which  can  bring 
about  such  reactions,  and  yet  he  is  forbidden  to  di- 
agnose or  treat  them. 

Dislocations. — (1)  Ankle,  closed,  (2)  Astragalus, 
(3)  Os  calcis. 

We  have  previously  noted  that  the  ankle  and 
items  2 and  3,  just  referred  to,  are  not  within  the 
definition  of  the  “human  feet,”  and  hence  it  would  ap- 
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pear  that  a podiatrist  has  not  had  conferred  on  him 
the  right  to  treat  these  portions  of  the  anatomy. 
However,  apart  from  the  definition  of  the  word 
“ankle”  and  the  “human  feet,”  it  would  appear 
from  Section  7001  that  the  Legislature  did  not  in- 
tend to  confer  on  the  podiatrist  the  right  to  treat 
the  dislocations  set  forth  in  items  1,  2,  and  3. 

A dislocation  is  defined  by  Dorland  ( The  American 
Illustrated  Medical  Dictionary)  at  page  447  as:  “The 
displacement  of  any  part,  more  especially  of  the 
bone.”  It  is  a separation.  Dislocation  of  the  ankle 
is  generally  caused  by  a twist  of  the  foot  with  the  super 
incumbent  weight  of  the  body  coming  down  unu- 
sually with  a rotatory  movement.  And  most  ma- 
lignments  about  the  ankle  are  due  to  fracture  (Lewin 
— The  Foot  and  Ankle  at  pages  353  to  354). 

Since  the  statute  provides  that  the  treatment  of 
fractures  by  the  podiatrist  shall  be  limited  to  simple 
uncomplicated  fractures  of  the  phalanges  and  the 
metatarsals  (Subdivision  2,  Section  7001),  it  would 
follow  that  the  limitation  thus  imposed  on  the  podia- 
trist precludes  him  from  undertaking  to  treat  dislo- 
cations, items  1,  2,  and  3 above  mentioned. 

The  metatarsus  is  defined  by  Dorland  at  page  902 
as  follows:  “The  part  of  the  foot  between  the  tarsus 
and  the  toes,  its  skeleton  being  the  five  long  bones 
(the  metatarsals)  extending  from  the  tarsus  to  the 
phalanges.” 

The  bones  of  the  tarsus  (or  ankle)  are  the  as- 
tragalus (knuckle  bone),  the  calcaneous  (os  calcis  or 
heel  bone),  and  the  scaphoid  (or  navicular)  forming 
the  proximal  row,  and  the  cuboid  and  internal,  mid- 
dle, and  external  cuneiform  bones  forming  the  distal 
row,  or  tarsalia. 

Since  the  metatarsals  are  those  parts  of  the  foot 
between  the  tarsus  (the  bones  above  defined  or  de- 
scribed) and  the  toes,  it  would  follow  that  the  re- 
striction placed  on  the  podiatrist  by  Section  7001  in 
the  treatment  of  fractures,  i.e.,  simple  uncomplicated 
fractures  of  the  phalanges  and  metatarsals,  preclude 
the  podiatrist  from  undertaking  the  treatment  of 
dislocations,  items  1,  2,  and  3. 

Since  x-ray  is  essential  in  order  to  establish  the 
diagnosis  of  a dislocation  of  items  1,  2,  and  3,  and 
since  under  Section  13-c  of  the  Workmen’s  Compen- 
sation Law,  no  claim  is  valid  for  services  rendered  in 
connection  with  x-ray  examination  or  x-ray  diagno- 
sis except  by  a physician  duly  recognized  by  the 
Chairman  as  a roentgenologist,  it  would  logically 
follow  that  the  podiatrist  is  placed  in  the  position 
where  he  cannot  employ  those  methods  which  are 
essential  to  the  determination  of  whether  there  are 


dislocations  concerning  items  1,  2,  and  3 and  hence 
should  not  be  permitted  to  undertake  treatment 
thereof.  Further,  as  we  have  noted  under  this  sub- 
heading of  “Dislocations,”  the  podiatrist  is  attempt- 
ing to  treat  an  area  which  does  not  fall  within  that 
of  “the  human  feet.” 

Conclusion. — The  Legislature — Section  7001,  by 
its  restrictions  as  to  the  area  of  the  anatomy  which 
the  podiatrist  can  diagnose  or  treat  and  the  limita- 
tions imposed  on  him  in  the  treatment  of  that  very  d 
circumscribed  area — made  it  abundantly  clear  that, 
even  as  regards  the  treatment  of  “the  human  feet” 
and  the  diagnosis  of  ailments  of  “the  human  feet,” 
the  podiatrist  was  not  to  stand  in  the  same  position 
with  regard  to  diagnosis  and  treatment  as  the  phy- 
sician. Yet  the  practical  effect  of  approval  of  the 
schedule  would  be  to  enlarge  the  markedly  re- 
stricted area  within  which  the  Legislature  intended 
the  podiatrist  should  be  confined. 

The  schedule  and  the  practical  effect  of  Mr. 
Brind’s  opinion  would  place  the  podiatrist  on  the 
same  level  as  the  physician  with  regard  to  the  di- 
agnosis and  treatments  of  ailments  of  “the  human 
feet,”  although  it  is  clear  from  the  statute  that  the 
Legislature  did  not  intend  to  equate  the  podiatrist 
with  the  physician  in  the  diagnosis  and  treatment  of 
ailments  of  “the  human  feet.” 

The  Medical  Practice  Act  and  the  Podiatry  Act 
were  intended  to  safeguard  the  health  of  the  public. 
We  doubt  that  members  of  the  public  understand 
that  a podiatrist  or  chiropodist  is  one  who  diagnoses 
and  treats  ailments  of  the  ankle  or  of  any  serious 
condition  even  of  the  feet. 

It  is  our  belief  that  they  do  not  regard  many  of  the 
items  set  forth  in  the  schedule  and  seemingly  ap- 
proved by  Mr.  Brind  as  falling  within  the  province 
of  a podiatrist  or  a chiropodist.  Rather  we  believe 
they  consider  those  matters  within  the  province  of 
physicians  qualified  by  exacting  requirements  both 
as  to  training  at  hospitals  following  graduation  from 
medical  school,  and  practice. 

We  feel  that  the  Legislature  did  not  intend  by  the 
Podiatry  Act  to  open  the  door  to  the  diagnoses  of 
ailments  and  the  treatments  thereof  which  are 
commonly  recognized  by  the  public  as  being  within 
the  sphere  and  province  of  the  physician. 

Very  truly  yours, 
Wtlltam  F.  Martin 

Martin,  Clearwater  & Bell 

30  Broad  Street 

New  York  4,  New  York 


Happiness  is  beneficial  for  the  body  but  it  is  grief  that  develops  the  powers  of  the  mind. — 

Marcel  Proust 
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Oscar  Karlis  Adamsons,  M.D.,  of  Staten  Island, 
died  on  April  28  at  the  age  of  sixty-nine.  Dr. 
Adamsons  received  his  medical  degree  from  the 
University  of  Bern  in  1914  and  was  the  first  medical 
director  of  the  City  Hospital  in  Riga,  Latvia.  He 
was  an  assistant  attending  physician  at  Sea  View 
Hospital.  Dr.  Adamsons  was  a member  of  the  Rich- 
mond County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Sidney  Arnster,  M.D.,  of  the  Bronx,  died 
on  April  29  at  the  age  of  seventy-three.  Dr.  Arnster 
graduated  in  1911  from  Long  Island  College  Hospital 
Medical  School  and  interned  at  Sydenham  Hospital. 

Michael  Otto  Bauer,  M.D.,  of  Forest  Hills  West, 
died  on  March  27  at  the  age  of  sixty-four.  Dr. 
Bauer  received  his  medical  degree  in  1919  from  the 
University  of  Vienna.  He  was  a member  of  the 
Queens  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Besemer,  M.D.,  of  Cupertino,  California, 
formerly  of  Marion,  died  on  April  18  at  the  age  of 
ninety-four.  Dr.  Besemer,  who  had  practiced  medi- 
cine for  sixty-three  years  before  his  retirement, 
graduated  from  Cleveland  Homeopathic  Medical 
College  in  1892.  He  had  been  a member  of  the 
American  Academy  of  General  Practice,  the  Wayne 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

J.  Byington  Covert,  M.D.,  of  Geneva,  died  on 
March  25  in  the  Margaret  Ayer  Nursing  Home  at  the 
age  of  eighty-two.  Dr.  Covert  graduated  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1902.  He  had  been  on  the  staff  of 
Geneva  General  Hospital.  Dr.  Covert  was  a mem- 
ber of  the  Ontario  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Drosin,  M.D.,  of  New  York  City,  died  on 
April  18  at  the  age  of  seventy-six.  Dr.  Drosin 
graduated  in  1905  from  Baltimore  Medical  College. 
He  was  chief  of  the  Outpatient  Department  at  Beth 
David  Hospital  for  fourteen  years  and  attending 
gynecologist  and  obstetrician  at  Beth  David  Hos- 
pital for  thirty-four  years  until  he  retired  two  years 
ago.  Dr.  Drosin  was  a Fellow  of  the  American  Col- 
lege of  Obstetrics  and  Gynecology  and  a member 
of  the  American  Geriatrics  Society,  the  New  York 


County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


John  Duff,  M.D.,  of  La  Jolla,  California,  formerly 
of  New  York  City,  died  at  Mercy  Hospital,  San 
Diego,  on  April  21  at  the  age  of  sixty-four.  Dr. 
Duff  graduated  from  Tufts  College  Medical  School 
in  1916.  Formerly  a clinical  professor  of  urology  at 
New  York  Medical  College  and  Flower  and  Fifth 
Avenue  Hospitals,  he  had  also  been  a professor  at  the 
New  York  Polyclinic  Medical  School  and  Hospital, 
director  of  urology  at  Seton  and  Morrisania  Hos- 
pitals, consultant  in  urology  at  Fordham,  Bronx 
Eye  and  Ear,  St.  Luke’s  (Newburgh),  and  Vassar 
Brothers  (Poughkeepsie)  Hospitals.  Dr.  Duff  was  a 
Diplomate  of  the  American  Board  of  Urology,  a Fel- 
low of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Urological  Association,  the 
New  York  Academy  of  Medicine,  and  the  ^Tew  York 
Society  of  the  American  Urological  Association. 

Morris  M.  Estrin,  M.D.,  of  Brooklyn,  died  in 
Flower  and  Fifth  Avenue  Hospitals  on  April  18  at 
the  age  of  fifty-eight.  Dr.  Estrin  graduated  from 
the  University  of  Colorado  School  of  Medicine  in 
1923.  He  was  an  attending  in  dermatology  at 
Adelphi  Hospital  and  an  associate  in  dermatology 
at  Kings  County  Hospital.  Dr.  Estrin  was  a 
Diplomate  of  the  American  Board  of  Dermatology 
and  a member  of  the  American  Academy  of  Derma- 
tology and  Syphilology,  the  Society  for  Investigative 
Dermatology,  the  Brooklyn  Dermatological  Society, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Jacob  Carter  Fisk,  M.D.,  of  New  York  City,  died 
in  Bird  S.  Coler  Hospital  on  April  26  at  the  age  of 
eighty-four.  Dr.  Fisk  was  graduated  from  the 
College  of  Physicians  and  Surgeons  of  Baltimore  in 
1905.  During  World  War  I he  was  a captain  with 
the  neuropsychiatric  branch  of  the  Army  Medical 
Corps.  Dr.  Fisk  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Leo  Kristeller,  M.D.,  of  New  York  City,  died  on 
April  22  at  the  age  of  seventy-nine.  Dr.  Kristeller 
was  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1912.  He  was 
clinical  assisting  physician  in  diabetes  at  Gouverneur 
Hospital  Outpatient  Department. 
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Joseph  George  Riekert,  M.D.,  of  New  York  City, 
died  on  April  28  at  the  age  of  forty-five.  Dr.  Riekert 
graduated  from  Cornell  University  Medical  College 
in  1938  and  interned  at  Bellevue  Hospital.  He  was 
an  associate  in  urology  at  Lenox  Hill  Hospital  and 
an  attending  in  urology  at  Manhattan  Eye,  Ear  and 
Throat  Hospital.  Dr.  Riekert  was  a Diplomate  of 
the  American  Board  of  Urology  and  a member  of  the 
American  Urological  Association,  the  New  York 
Society  of  the  American  Urological  Association,  the 
New  York  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Morris  S.  Smolens,  M.D.,  of  Levittown,  died  on 
April  9 at  the  age  of  sixty-two.  Dr.  Smolens  gradu- 
ated from  New  York  University  and  Bellevue  Hos- 
pital Medical  College  in  1921. 


Henry  Wallace,  M.D.,  of  New  York  City,  died  on 
April  22  at  Bellevue  Hospital  at  the  age  of  eighty- 
nine.  Dr.  Wallace  graduated  in  1890  from  Long  | 
Island  College  Hospital  Medical  School  and  in- 
terned at  Long  Island  College  Hospital.  He  was  an 
honorary  attending  physician  at  Mountainside 
Hospital,  Montclair,  New  Jersey,  where  he  estab- 
fished  a cardiac  department  during  World  War  I. 

He  had  served  with  distinction  in  the  Spanish- 
American  War,  winning  a citation  from  the  Govern-  . 
ment  of  Cuba.  Dr.  Wallace  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the  *r  f 
Association  of  Military  Surgeons  of  the  United  r 
States,  the  New  York  Academy  of  Medicine,  the  lUre 
New  York  County  Medical  Society,  the  Medical  , 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Crisis  Medicine 


Events  of  the  past  few  years  and  particularly  of 
the  past  few  months  make  us  wonder.  Are  we 
entering  a new  era  of  medical  practice — an  era  of 
“crisis  medicine”  practiced  on  a nationwide  scale? 

Our  profession  has  a long  tradition  of  conserva- 
tism or  caution,  if  you  will,  which  has  been  fre- 
quently a source  of  irritation  to  some  within  and 
without  the  profession,  but  has  been  accepted  gen- 
erally as  being  in  the  best  interests  of  all.  Perhaps 
at  times  we  lag  in  the  adoption  of  newer  methods 
and  in  acclaiming  new  discoveries  but  the  record 
shows  that  most  of  the  great  advances  in  medicine 
have  been  accepted  and  implemented  very  quickly 
by  the  profession  at  large.  These  advances  have 
“sold”  themselves  without  any  large-scale  propa- 
ganda— professional,  commercial,  political,  or  other- 
wise. 

Now  we  seem  to  be  witnessing  a new  trend.  Not 
too  long  ago  the  Salk  vaccine  was  introduced  to  the 
nation  on  a coast-to-coast  television  hook-up  with 
no  preliminary  briefing  for  the  average  physician. 
Overnight,  profession  and  public  alike  were  bom- 
barded with  pressures  from  many  sides  for  immedi- 
ate immunization  on  a massive  scale  never  known 
before.  Within  a few  weeks  some  tragedies  oc- 
curred; within  a few  months  control  and  production 
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methods  were  being  re-examined  and  altered.  Even 
today,  although  we  all  feel  that  the  Salk  vaccine 
represents  a tremendous  medical  achievement,  ques- 
tions as  to  optimum  dosage,  duration  of  protection, 
ideal  methods  of  production  and  control  still  remain 
to  be  answered.  More  recently  we  see  a more  dis- 
turbing phenomenon:  the  United  States  Public 
Health  Service  has  gone  “all-out”  in  promoting 
immediate  immunization  of  millions  of  people 
against  an  apparently  mild  form  of  influenza  which 
most  unfortunately  has  been  labelled  officially 
“Asian” — a name  that  seems  to  have  horrible  con- 
notations for  the  uninformed  layman. 

We  do  not  doubt  the  benevolent  intentions  of  our 
public  health  people  or  their  sincefe  belief  in  the 
efficacy  of  these  methods.  However,  it  is  not  in  the 
tradition  of  medicine  and  if  this  represents  a new 
era  we  can  only  wonder  what  lies  ahead.  Perhaps 
we  shall  soon  have  a surgeon-general  for  the  world 
making  his  headquarters  in  “Sputnik”  or  some 
American  improvement  of  same,  spinning  round  us 
every  hour  on  the  hour  and  calling  the  “shots”  as 
he  whirls. 

For,  to  say  the  least,  our  people  are  becoming  all 
too  “shot-minded.” — Westchester  Medical  Bulletin , 
February,  1958 
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Benefit  Performance  for  Nassau  Medical  Library 

—Jones  Beach  will  be  the  scene,  June  18,  of  a benefit 
performance  of  Guy  Lombardo’s  “Song  of  Norway” 
or  the  Nassau  Academy  of  Medicine  Library.  Fea- 
tured attractions  at  the  performance  will  be  an  au- 
thentic Viking  boat,  an  ice  show,  water  ballet,  and 
fireworks.  Tickets  may  be  obtained  by  writing  to: 
j Nassau  Academy  of  Medicine,  1200  Stewart  Avenue, 
Garden  City,  New  York. 


Doctors  Please  Take  Notice — Countless  hours  are 
(wasted  and  numerous  delays  occasioned  due  to  the 
failure  of  physicians  to  enclose  the  authorization  of 
the  patient  when  requesting  information  from  other 
physicians,  from  hospitals,  health  centers,  etc.  In 
New  York  State  no  information  may  be  divulged 
without  such  authorization  in  accordance  with 
Amendment  to  Article  II  of  the  Regulations  of  the 
Commissioner  of  Education. 


Mental  Hospital  Widens  Work  Aid — Dr.  Francis 
J.  O’Neill,  director  of  Central  Islip  State  Hospital 
in  Suffolk  County,  has  reported  that  a compensated 
work  program  for  mental  patients  has  been  under 
way  at  the  hospital  for  the  last  two  months. 

The  Central  Islip  program  gives  patients  work  in 
a small  handcraft  program,  similar  to  some  of  the 
work  done  by  the  blind  in  workshops.  Present 
jobs  range  from  woodworking  to  such  simple  tasks 
as  sewing  buttons  on  cards  for  sale. 

The  25  patients  participating  in  the  pilot  program 
are  not  approaching  financial  independence  through 
the  work,  but  Dr.  O’Neill  hopes  that  it  will  show  the 
way  toward  new  methods  of  rehabilitation  to  help 
the  patient  find  a job  after  his  discharge. 

Dr.  Mabel  Ross,  mental  health  consultant  of  the 
Department  of  Health,  Education  and  Welfare,  New 
York  regional  office,  reports  that  unions  have 
largely  been  disregarded  by  mental  health  workers. 
Dr.  Ross  feels  that  the  unions  have  taken  an  admir- 
able stand  on  mental  health  and  should  be  consulted 
on  wage  levels,  sheltered  workshops,  work  for  prison- 
ers, and  vocational  advice  for  discharged  patients. 


American  Medical  Society  of  Vienna  Reactivated 

— The  American  Medical  Society  of  Vienna,  which 
has  been  reactivated,  reports  a current  membership 
of  590.  Honorary  president  of  the  Societ}'  is  the 
United  States’  Ambassador  to  Austria,  the  Honor- 
able H.  Freeman  Matthews.  President  is  professor 
Dr.  Karl  Fellinger  and  vice-presidents  are  profes- 
sor Drs.  Hans  Boehler  and  professor  Dr.  Hans  Hoff. 

The  Society  was  originally  founded  in  1879  and 
was  previously  known  to  American  physicians  as 
the  American  Medical  Association  of  Vienna. 


Pediatricians  Open  Accident  Prevention  Cam- 
paign— New  York  State  pediatricians  have  opened  a 
State-wide  educational  campaign  to  prevent  acci- 
dents among  children.  A guide  for  physicians,  to 
be  distributed  in  the  program,  says  accidents  are 
the  leading  cause  of  death  among  American  children 
one  to  fourteen  years  old. 

The  campaign  is  being  developed  by  the  New  York 
State  Committee  on  Accident  Prevention  of  the 
American  Academy  of  Pediatrics  in  cooperation 
with  the  Medical  Society  of  the  State  of  New  York 
and  State  and  local  health  departments.  Dr. 
George  M.  Wheatley,  State  district  chairman  for  the 
academy,  says  that  physicians  wdll  be  urged  to  be  on 
the  alert  for  accident  hazards  in  their  patients’ 
homes  and  to  make  detailed  case  histories  of  acci- 
dents that  do  occur. 


Bibliography  of  Medical  Reviews — The  Depart- 
ment of  Health,  Education,  and  Welfare  has  an- 
nounced the  publication  of  the  third  annual  volume 
of  the  Bibliography  of  Medical  Reviews.  In  Vol- 
ume 3 the  collection  of  review  articles  has  been  ex- 
tended to  all  of  the  current  journals  received  by  the 
National  Library  of  Medicine.  The  result  has  been 
the  inclusion  in  Volume  3 of  approximately  600  non- 
current  list  articles  along  with  the  2,300  review  ar- 
ticles also  listed  in  the  current  list. 

The  1958  volume  of  the  Bibliography  of  Medical 
Reviews  is  arranged  by  subject  with  a separate  author 
index  and  will  contain  approximately  2,900  refer- 
ences to  review  articles  in  clinical  and  experimental 
medicine  and  allied  fields  which  have  appeared 
largely  in  1957.  Copies  of  Volume  3 for  1958  will 
be  available  from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington  25, 
D.C. 

A.M.A.  Meeting  to  be  Featured  in  Grand  Rounds 
Telecast — A ninety-minute  closed  circuit  television 
program  emanating  from  the  A.M.A.’s  annual  con- 
vention in  San  Francisco  will  be  transmitted  to  phy- 
sician audiences  gathered  in  Boston,  Chicago, 
Cleveland,  Kalamazoo,  Philadelphia,  New  York, 
and  Syracuse.  The  program  will  be  presented 
Wednesday,  June  25,  from  6 : 00  p.m.  to  7 : 30 
p.m.,  Pacific  daylight-saving  time,  by  the  Upjohn 
Company  in  cooperation  with  the  American  Medical 
Association.  Physicians  attending  the  convention 
will  be  able  to  view  this  program  in  the  Civic  Audi- 
torium area. 

The  first  thirty  minutes  of  the  telecast  will  be 
devoted  to  a report  on  outstanding  highlights  of  the 
scientific  meeting,  including  excerpts  from  some 
of  the  papers  and  a brief  tour  of  the  scientific  ex- 
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hibit.  The  remaining  sixty  minutes  will  be  in  the 
form  of  a Grand  Rounds  clinical  session  on  the  sub- 
ject of  diabetes.  This  portion  of  the  program  will 
originate  from  the  University  of  California  School  of 
Medicine  under  the  chairmanship  of  Dr.  Peter  H. 
Forsham,  professor  of  medicine.  Patients  illustrat- 
ing some  of  the  common  problems  encountered  in 
diabetes  will  be  presented.  Attention  also  will  be 
given  to  recent  progress  in  the  management  of  the 
diabetic  patient  and  the  role  of  oral  hypoglycemic 
agents,  their  proper  use,  and  the  details  of  their 
clinical  application . 

Cancer  Detection  Symposium — The  New  York 
County  Academy  of  General  Practice  and  New  York 
City  Cancer  Committee  of  the  American  Cancer  So- 
ciety, Inc.  will  sponsor  a postgraduate  course  in 
“The  Diagnosis  and  Management  of  Early  Cancer 
in  the  General  Office”  on  three  consecutive  Thurs- 
day evenings,  June  5,  June  12,  and  June  19.  The 
meetings  will  be  held  from  9 to  10  : 30  p.m.  at  the 
Auditorium  of  Memorial  Center  for  Cancer  and 
Allied  Diseases,  444  East  68th  Street,  New  York 
City.  The  course  is  open  to  all  physicians  who  regis- 
ter. Contact  Dr.  Joseph  A.  Pincus,  140  West  58th 
Street,  New*  York  19,  New  York  for  information 
and  registration. 

Society  for  Crippled  Children  and  Adults — Na- 
tionally recognized  authorities  in  rehabilitation  and 
prominent  personalities  from  many  fields  will 
participate  in  the  1958  convention  of  the  National 
Society  for  Crippled  Children  and  Adults,  to  be  held 
November  16  through  20  at  the  Statler  Hotel, 
Dallas,  Texas. 

Among  the  nationally  known  doctors  to  be  cited 
at  the  meeting  for  their  outstanding  contributions  in 
the  field  of  cerebral  palsy,  will  be  Dr.  George  G. 
Deaver,  professor  of  physical  medicine  at  New 
York’s  Bellevue  Hospital. 

International  College  of  Surgeons — The  Concord 
Hotel  was  the  scene  May  25  through  29  of  the  New 
York  State  Surgical  Sectional  Meeting  of  the  Inter- 
national College  of  Surgeons.  The  meeting  also 
included  the  Ontario  and  Quebec  Sections  of  the 
International  College  of  Surgeons. 

Workmen’s  Compensation  Board  Continues  Se- 
ries— The  fourth  in  a series  of  State-wide  institutes 
will  be  held  at  the  Hotel  Statler  in  Buffalo  on  June  4 
and  5,  Miss  Angela  R.  Parisi,  Chairman  of  the  Work- 
men’s Compensation  Board,  has  announced. 

The  program  is  intended  to  provide  a general  dis- 
cussion of  the  problems,  philosophy,  and  intent  of 
workmen’s  compensation  by  outstanding  specialists 
in  the  field  for  the  benefit  of  those  who  work  with 
the  Workmen’s  Compensation  Law  in  the  four  coun- 
ties served  by  the  Buffalo  District  Office. 

Governor  Averell  Harriman  will  deliver  the  open- 
ing address  on  June  4.  Physicians  participating 
in  the  institute  are  as  follows:  Dr.  Henry  V.  Morel- 
wicz,  chief  of  the  Department  of  Physical  Medicine 


and  Rehabilitation,  University  of  Buffalo  Researcl 
Institute;  Dr.  Bruce  Grynbaum,  director  of  physi 
cal  medicine  and  rehabilitation,  Department  o 
Hospitals,  City  of  New  York;  Drs.  Donald  R 
McKay  and  Theodore  F.  Ciesla,  Buffalo  specialist 
in  tuberculosis  and  lung  diseases;  Dr.  Edward  G 
Whipple,  Rochester,  chest  consultant;  and  Drs 
Joseph  E.  McManus  and  David  G.  Greene,  Buffal< 
heart  specialists. 

American  Medical  Education — Contributors  t( 
the  American  Medical  Education  Foundation  fo: 
the  month  of  March  were:  Amenia:  Dr.  Carnes 
Weeks,  Jr.;  Binghamton:  Dr.  Jack  Hussing;  Brook- 
lyn: Drs.  Julius  M.  Dan,  Herman  Mautner,  Eve 
S.  Vandow,  and  A.  S.  Werner;  Camden:  Dr.  Danie 
Simmons;  Canastota:  Dr.  George  S.  Pixley;  Ca- 

zenovia:  Dr.  Samuel  H.  Raymond;  Clinton:  Dr 

Joseph  B.  Katz;  Dolgeville:  Dr.  William  A.  Jarrett 
Flushing:  Drs.  Edward  J.  Carey  and  Herbert  H. 

Pomerance;  Forest  Hills:  Drs.  Harry  Kassop  and 
Carl  C.  Mandelbaum;  Frankfort:  Dr.  Leroy  S. 
Wolfe,  Jr.;  Granville:  Dr.  John  H.  Ring;  Great 

Neck:  Dr.  Gerald  M.  Branower;  Hamilton:  Dr. 

L.  K.  Rainsford;  Herkimer:  Dr.  Harold  T.  Golden; 

Ilion:  Dr.  L.  Merson;  Jamaica:  Dr.  Henry  B. 

Nachtigall;  Leonardsville:  Dr.  Eugene  E.  Evans; 

Little  Falls:  Drs.  George  A.  Burgin,  Bernard  J. 

Burke,  Joseph  W.  Conrad,  and  H.  D.  Vickers; 
Morrisville:  Dr.  Frank  Matthias;  Munnsville:  Dr. 
Fred  Feldman;  Newburgh:  Dr.  Edwin  H.  Doug- 
lass, Jr.;  New  Hartford:  Dr.  Esther  L.  Moeller; 
Newport:  Drs.  Leo  L.  Heller  and  Timothy  J. 

Howard. 

New  York  City:  Drs.  Leo  Bernanke,  Austin  P. 
Boleman,  U.  I.  Carrington,  Anthony  C.  Cipollaro, 
Edward  C.  Coats,  Harry  Cohen,  R.  Conklin,  John 

M.  Converse,  Dimitry  S.  Dibich,  Vito  W.  Dilluvio, 
John  Donadeo,  J.  E.  Drew,  Joseph  J.  Eller,  Laci 
Fessler,  Bernard  R.  Fink,  Joseph  Fisher,  Paul  Freud, 
Max  Frick,  Eugene  W.  Friedman,  Maurice  R. 
Friend,  Helen  Gavin,  Saul  G.  Gilson,  Donald  L. 
Gordon,  Arthur  J.  Greenberger,  Leonora  L.  Grete- 
man,  Halford  Hallock,  Richard  H.  Hamilton,  Verna 
M.  Hardin,  Louis  A.  Hauser,  L.  S.  Heifer,  Jean 
Henley,  Albert  C.  Herring,  Leo  Hess,  Trude  T. 
Hirsch,  Heloise  B.  Hough,  Jesse  J.  Hymes,  Edward 
Jacobs,  Rita  G.  Jacobs,  Max  Jacobson,  William 
C.  Jacobson,  Zygmunt  Jaffe,  Carl  T.  Javert,  C. 
Jernakoff,  Vansel  S.  Johnson,  A.  W.  Jones,  Martin 
Jungmann,  N.  B.  Kanof,  Edwnrd  E.  Kaplan,  Gerald 
B.  Kara,  Naomi  Katcher,  Abraham  Katz,  Joseph  T. 
Kauer,  John  J.  Keating,  Abraham  Keesing,  Samuel 
F.  Kelley,  Samuel  Kenigsberg,  Janet  A.  Kenned}^ 
Kathryn  Kirby,  Henry  B.  Kirkland,  John  Klauber, 
I.  S.  Klemes,  Edward  W.  Kloth,  Elliott  Konis, 
Rudolph  Kramer,  L.  S.  Kubie,  Martin  Kurzner. 

Also:  Drs.  Marion  D.  Laird,  Norman  F.  Laskey, 
John  K.  Lattimer,  Joseph  A.  Lazarus,  Robert  Learn- 
ing, Samuel  R.  Lehrman,  James  L.  Leland,  Paul  J. 
Lepore,  Charles  W.  Lester,  Samuel  Z.  Levine,  Nor- 
man J.  Levy,  M.  Lewisohn,  Earl  F.  Limbadh,  Al- 
fonso A.  Lombardi,  Jean  A.  Luke,  William  F.  Mac- 
Fee,  Herbert  R.  Marcus,  D.  M.  Mayer,  Marsh 
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TO  EASY, 
ACCURATE 

BMR 

TESTS 


BY  SETTING  THESE  DIALS 


With  this  new,  efficient  BMR  appara.Us 

you  put  in  four  factors  (age,  he  ght, 
Light  and  sex)  and  the 

in  the  fiftL,hLlTe%fac'ors  electrically 

T“lts- 

NO  HEAVY  OXYGEN  TANKS. 


Now  you  or  your  nurse  can  give  BMR  tests  right 
in  your  office  with  amazing  facility  and  accuracy. 
The  BasalMeteR  does  all  the  calculating  for  you, 
gives  you  the  answer  as  soon  as  the  test  is  timed. 
MAIL  THE  COUPON  BELOW  FOR  NEW 
6-PAGE  BROCHURE. 


Medical-Hospital  Division,  Dept.  7342 
Ritter  Company,  Inc.,  Rochester  3,  New  York 

Gentlemen:  Please  send  me,  without  obligation,  your  NEW 
6-PAGE  BROCHURE  describing  the  L-F  BasalMeteR  self- 
calculating BMR  unit. 

NAME 

ADDRESS  • 

CITY-STATE  
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McCall,  Paul  McGehee,  Robert  B.  McGraw,  John  J. 
Mead,  III,  Samuel  Milbank,  Lucy  C.  Miller,  Theo 
R.  Miller,  Bela  Mittelmann,  Erika  Mohr,  Kalman 
Molnar,  Joseph  F.  Montague,  Burness  E.  Moore, 
Samuel  Mufson,  A.  J.  Mullen,  V.  F.  Murray,  Carl 
Muschenheim,  John  Neilson,  Jr.,  Lilly  Ottenheimer, 
Z.  R.  Parker,  Hugo  Peiser,  M.  M.  Peshkin,  Herbert 
M.  Porter,  Harry  R.  Potter,  Pro  V.  Prewitt,  Eda 
L.  Priest,  Heino  Provet,  James  J.  Rafter,  Howard 
G.  Rapaport,  Elise  Renning,  Hector  J.  Ritey,  Leon- 
ard Roberts,  James  A.  Rosen,  and  Arthur  Rosen- 
berg. 

Also:  Drs.  Louis  J.  Rosenfeld,  Adolph  Ross,  Her- 
man S.  Roth,  Charles  M.  Rothburd,  Milton  Roth- 
man, Albert  C.  Santy,  Leo  M.  Satlof,  Albert  J. 
Schein,  A.  Schiff,  Emil  M.  Schnebel,  Herman  B. 
Schoenberg,  Edward  F.  Schortman,  Joseph  Schroff, 
Emil  Schwarzmann,  Henry  Silver,  Sidney  M.  Silver- 
stone,  Ellen  I.  Simon,  Henry  T.  Smith,  Mary  Spald- 
ing, J.  J.  Squire,  John  L.  Sullivan,  Henry  M.  Ta- 
terka,  M.  Termini,  Clara  Thompson,  Mary  M. 
Thomson,  A.  E.  Timpanelli,  Solomon  J.  Turel, 
Harry  E.  Ungerleider,  Jerome  A.  Urban,  Byard 
Williams,  and  Wilfred  Yoslow. 

New  York  Mills:  Dr.  Walter  J.  Karwowski; 


Oneida:  Drs.  Howard  Beach,  Ernest  Freshman, 
Wallace  B.  Nixdorf,  Felix  Ottaviano,  Richard  J. 
Rebasz,  and  J.  F.  Rommel,  Jr.;  Rocky  Point:  Dr. 
De  Witt  C.  Rulon;  Rome:  Drs.  Charles  M.  Brown, 
John  B.  De  Long,  Milton  Dorfman,  Eugene  A.  Kas- 
kiw,  F.  J.  Mahrer,  James  H.  McDonough,  Lois  C. 
Menzies,  Joseph  P.  Ostrowski,  Edwin  P.  Russell, 
Jr.,  Martin  M.  Sanders,  Arthur  G.  Schwartz,  and 
Hans  A.  Zutrauen;  Syracuse:  Drs.  Wesley  H. 
Bradley,  Stephen  S.  Cost,  J.  E.  Delmonico,  Jr.,  Al- 
fred W.  Doust,  Michael  J.  Elwood,  Thomas  J. 
Fahey,  Robert  D.  Fairchild,  Charles  H.  Hitchcock, 
Jacob  Israel,  Richard  H.  Lyons,  Searle  B.  Marlow, 
T.  Perl,  Robert  H.  Rowner,  and  Lee  R.  Stoner; 
Tuckahoe:  Dr.  Seymour  Goldenberg;  Utica:  Drs. 
Roy  C.  Ainsworth,  Robert  D.  Brennan,  William  F. 
Coxon,  Jr.,  Fel  G.  Davies,  Vincent  De  Lalla,  Jr., 
B.  V.  Di  Iorio,  James  W.  Dimon,  James  G.  Douglas, 
Paul  A.  Dwyer,  Willard  N.  Failing,  James  I.  Far- 
reil,  Eliot  M.  Friedman,  Paul  H.  Girard,  Karl  W. 
Gruppe,  Robert  C.  Hall,  Harold  C.  Heintz,  Alfred 
Heymann,  John  F.  Kelley,  N.  M.  Levine,  Robert  J. 
MacCallum,  John  R.  Malcewicz,  P.  Montesano, 
Patrick  S.  Mullins,  Harold  L.  Pender,  John  W. 
Platt,  Anthony  J.  Sherban,  Joseph  W.  Sokolowski, 
T.  F.  Thomas,  Philip  L.  Turner,  and  W.  H.  Zwah- 
len;  Verona:  Dr.  John  D.  George,  Jr. 


Personalities 


Honored 

Dr.  Conrad  Berens,  managing  director  of  the 
Ophthalmological  Foundation,  as  knight  commander 
in  the  Dominican  Republic’s  Meritorious  Order 
of  Duarte,  Sanchez  and  Mella  . . . Dr.  I.  C.  Rubin, 
New  York  City,  as  an  honorary  member  of  the  Zeta 
Beta  Tau  fraternity. 

Appointed 

Dr.  Julia  L.  Freitag,  as  associate  public  health 
physician  (epidemiology)  in  the  State  Health  De- 
partment’s Bureau  of  Epidemiology  and  Commu- 
nicable Disease  Control  . . . Dr.  Bernard  Saper,  as 
director  of  psychologic  services  in  the  State  De- 
partment of  Mental  Hygiene  . . . Dr.  James  H. 
Sterner,  medical  director  of  Eastman  Kodak  Com- 
pany, as  chairman  of  the  1959  National  Health 
Forum. 

Elected 

Dr.  S.  Charles  Franco,  associate  medical  director, 
Consolidated  Edison  Company,  as  a director  of  the 
Industrial  Medical  Association  . . . Dr.  Barber  Muel- 
ler, professor  and  chairman  of  the  Department  of 
Surgery  of  the  State  University  College  of  Medicine 
in  Syracuse,  to  membership  in  the  American  Surgical 
Association  . . . Dr.  A.  A.  Karan,  director,  Bronx 
Hospital,  as  president-elect;  Dr.  Henry  N.  Pratt, 
director,  New  York  Hospital,  to  the  board  of  gover- 
nors, and  Dr.  Martin  R.  Steinberg,  director,  Mount 
Sinai  Hospital,  as  secretary,  of  the  Greater  New 
York  Hospital  Association  . . . Dr.  Arthur  J.  Walling- 


ford, professor  of  obstetrics  and  gynecology  at  Al- 
bany Medical  College,  to  the  board  of  governors  of 
the  International  College  of  Surgeons. 

Speakers 

Dr.  Mark  D.  Altschule,  assistant  professor  of 
medicine,  Harvard  Medical  School,  on  April  11  be- 
fore the  Mohawk  Valley  Psychiatric  Association  and 
the  Capital  District  Chapter  of  the  American  Psy- 
chiatric Association  . . . Dr.  L.  R.  Christensen, 
director  of  the  Henry  W.  and  Albert  A.  Berg  Insti- 
tute of  New  York  University-Bellevue  Medical  Cen- 
ter, on  April  26,  before  the  Annual  Symposium  of 
the  Laboratory  Animals  Center,  Surrey,  England  . . . 
Dr.  Burrill  B.  Crohn,  consultant  in  gastroenterology, 
Mount  Sinai  Hospital,  before  the  staff  of  the  Forest 
Hills  General  Hospital,  on  May  5,  on  the  topic 
“Therapy  of  Terminal  Ileitis”  . . . Dr.  John  H.  Gar- 
lock,  director  of  surgery,  Mount  Sinai  Hospital,  on 
May  5,  before  the  staff  of  the  Forest  Hills  General 
Hospital  on  the  subject  “Therapy  of  Terminal  Ilei- 
tis” ...  Dr.  Stanley  Gitlow,  Mount  Sinai  Hospital 
and  Dr.  Frederick  Flach,  New  York  City,  at  the 
sixth  annual  symposium  of  the  City  Medical  Society 
on  Alcoholism  on  April  29  . . . Dr.  Nicholas  I.  Kli- 
mow,  director,  Compensation  Bureau,  Endicott 
Johnson  Corporation,  at  the  Thirteenth  National 
Industrial  Health  Conference,  Atlantic  City,  April 
19  through  25  . . . Dr.  Theodore  H.  Noehren,  Buf- 
falo, at  a meeting  of  the  Student  Medical  Association 
in  Chicago,  May  4 . . . Dr.  Saul  S.  Samuels,  New 
York  City,  before  the  Third  International  Congress 
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of  Angiology  in  San  Remo,  Italy,  in  September  . . . 
Dr.  Edmund  L.  Shlevin,  Brooklyn,  before  the  New 


York  Diabetes  Association,  April  29,  on  the  topic 
“Causes,  Symptoms,  Treatment,  and  Prevention  of 
Insulin  Reaction.” 


MEDICAL  MEETINGS 


American  College  of  Surgeons 

The  latest  developments  and  thinking  in  Sweden 
and  North  America  on  many  of  surgery’s  most 
pressing  problems  will  comprise  the  program  of  the 
final  1958  Sectional  Meeting  of  the  American  College 
of  Surgeons,  being  held  for  the  first  time  in  Stock- 
holm, Sweden,  July  2 through  7.  The  Swedish 
Surgical  Society  will  be  host  to  the  meeting. 

Visitors  from  America  may  arrange  with  American 
Express  for  hotel  and  travel  accommodations  by  air 
or  aboard  the  S.S.  Statendam,  sailing  from  New  York 
June  20,  for  a cruise  which  will  stop  for  clinical  visits 
at  Oslo  and  Gothenburg  en  route  to  Stockholm,  also 
holding  some  sessions  aboard  ship. 

Oklahoma  Colloquy  on  Advances  in  Medicine 

The  Second  Oklahoma  Colloquy  on  Advances  in 
Medicine  will  be  held  November  12  through  15.  It 
will  be  devoted  to  “Arthritis  and  Related  Disorders” 
and  will  be  under  the  joint  sponsorship  of  the  De- 
partment of  Medicine,  University  of  Oklahoma,  the 
Division  of  Postgraduate  Education,  Geigy  Pharma- 
ceuticals, Wyeth  Laboratories,  The  Upjohn  Com- 
pany, Pfizer  Laboratories,  and  Schering  Corpora- 
tion. 

Twelve  nationally  prominent  investigators  in  their 
field  will  participate  and  present  the  results  of  orig- 
inal work  from  their  laboratories.  Among  the 
guest  speakers  will  be  the  following  New  York  phj^- 
sicians:  Dr.  Alexander  B.  Gutman,  director,  De- 
partment of  Medicine,  The  Mount  Sinai  Hospital; 
Dr.  John  H.  Talbott,  professor  of  medicine,  Univer- 
sity of  Buffalo  School  of  Medicine,  and  Dr.  Morris 
Ziff,  associate  professor  of  medicine,  New  York 
University  College  of  Medicine. 

Further  information  may  be  obtained  by  writing 
to  the  Division  of  Postgraduate  Education,  Univer- 
sity of  Oklahoma  School  of  Medicine,  Oklahoma 
City,  Oklahoma. 
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Third  W orld  Congress  on  Fertility  and  Sterility 

The  Third  World  Congress  on  Fertility  and  Ste- 
rility, sponsored  by  the  International  Fertility  Asso- 
ciation, will  be  held  in  Amsterdam,  Holland,  June  7 
through  13,  1959. 

Although  any  original  report  on  some  phase  of  fer- 
tility and  infertility,  either  clinical  or  in  the  field  of 
the  basic  sciences,  will  be  considered,  definite  prior- 
ity will  be  given  to  those  papers  concerning  the  fol- 
lowing subjects:  embryonic  death;  hormonal  fac- 
tors and  vitamins  in  fertility  and  sterility;  relative 
value  of  the  technics  for  study  of.  the  endocrine  func- 
tions in  human  sterility;  biochemistry  of  spermato- 
genesis; and  psychosexual  problems  in  sterility. 
Titles  for  papers  should  be  sent  not  later  than 
June,  1958,  to  both  Dr.  Alfonso  Alvarez-Bravo, 
Chairman,  Avenida  Horacio  1506,  Mexico  City  5, 
D.F.,  Mexico,  and  Prof.  Dr.  B.S.  ten  Berge,  Acade- 
misch  Ziekenhuis,  Groningen,  Holland. 

For  further  information  and  registration  apply  to 
Dr.  L.  I.  Swaab,  Hon.  Secretary  Third  World  Con- 
gress on  Fertility  and  Sterility,  Sint  Agnietenstraat 
4,  Amsterdam-C. , Holland. 

International  Society  for  the  Welfare  of 
Cripples  to  Meet  in  1960 

The  Eighth  World  Congress  of  the  International 
Society  for  the  Welfare  of  Cripples  will  convene  in 
New  York  at  the  Waldorf-Astoria  Hotel,  August  29, 
1960,  with  Dr.  Howard  A.  Rusk,  Associate  Editor  of 
the  New  York  Times  and  specialist  in  physical  medi- 
cine and  rehabilitation,  as  president.  The  National 
Society  for  Crippled  Children  and  Adults  will  act  as 
the  host  organization. 

Further  information  concerning  the  1960  World 
Congress  is  available  from  Donald  V.  Wilson,  Sec- 
retary General,  International  Society  for  the  Wel- 
fare of  Cripples,  701  First  Avenue,  New  York  17, 
New  York. 
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Toitex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


4 Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


Fostex  is  easy  for  your  patients  to  use 


◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 

468  Dewitt  Street  • Buffalo  13,  New  York 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


The  Councillors — Eleven  Years  of  Experience 


\\T hen  Mrs.  Alfred  Madden  took  office  as  presi- 
* * dent  of  the  Auxiliary  in  1946  she  had  many 
ideas  for  the  new  organization.  Up  to  that  time  ac- 
tivities had  had  to  be  curtailed  because  of  the  many 
restrictions  imposed  by  the  war.  Mrs.  Madden 
felt  much  could  be  learned  from  the  older  and  more 
experienced  state  auxiliaries  in  existence  and  ac- 
cepted as  many  invitations  as  possible  to  attend 
their  meetings.  Following  a visit  to  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Pennsylvania, 
Mrs.  Madden  and  the  president-elect,  Mrs.  Harry 
Pohlmann,  were  especially  impressed  by  the  coun- 
cillor system  and  the  district  meetings. 

Due  to  their  enthusiasm,  at  the  annual  meeting 
in  the  spring  of  1947,  the  councillor  system  was  put 
into  effect  by  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York.  An  addition  to 
the  Auxiliary’s  constitution  and  bylaws  provided  for 
eight  councillors,  one  for  each  district,  and  when  the 
Medical  Society  of  the  State  of  New  York  reorgan- 
ized its  districts,  the  Auxiliary  did  the  same  so  that 
they  also  would  have  nine  councillors. 

These  councillors  are  officers  elected  for  a term  of 
two  years.  To  insure  the  Auxiliary  of  four  or  five 
experienced  councillors,  the  councillors  for  the  odd 
numbered  districts  are  elected  in  the  odd  numbered 
years,  and  vice  versa.  The  councillor-at-large  is 
elected  annually,  serves  as  chairman,  and  coordi- 
nates the  work  of  all  the  councillors,  thus  making  for 
a closer  cooperation  between  them  and  the  county 
auxiliaries. 

The  councillors  are  the  liaison  officers  between  the 
State  and  county  auxiliaries.  As  officers  they  are 
members  of  the  board  of  directors  and  must  attend 
the  meetings;  they  are  kept  posted  on  routine  busi- 
ness matters  of  the  Auxiliary — finances,  aims,  and 
policies — which  enables  them  to  provide  the  auxilia- 
ries in  their  districts  with  the  facts;  they  work  with 
all  State  chairmen  to  correlate  the  State  programs 
with  corresponding  county  programs. 

The  councillors  having  served  as  county  auxiliary 
presidents  and  on  the  State  board  can  evaluate  the 
work  the  counties  are  doing  and  serve  in 
advisory  positions.  It  is  the  councillors  who  are 
ever  on  the  alert  for  opportunities  to  organize  new 
county  auxiliaries  and  unify  and  strengthen  those 
already  existing — thus  aiding  the  State  chairman  of 


organization.  The  councillors  are  the  delegates  to 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association  and  in  this  way  keep  up-to-date  on  na- 
tional affairs  and  policies  which  they  interpret  on  the 
county  level.  As  “trouble  shooters”  they  are  called 
on  to  settle  county  problems  brought  about  in  many 
cases  by  differences  in  personalities.  By  their  tact- 
ful perseverance,  they  have  reactivated  or  kept  alive 
auxiliaries  on  the  brink  of  folding  up.  They  are  al- 
ways on  “stand-by”  to  give  guidance  and  encourage- 
ment, if  asked,  and  will  attend  all  meetings  if  invited 
whether  asked  to  speak  or  not. 

The  newly  organized  county  auxiliaries  are  aided 
by  the  councillors  who  advise  the  new  officers,  help 
in  framing  the  constitution  since  membership  on  the 
council  means  a familiarity  with  the  policies  of  the 
State  Auxiliary,  and  help  in  selecting  projects. 
They  stand  by  the  new  auxiliary  until  it  has  sur- 
vived the  growing  pains  and  can  continue  on  its 
own. 

A most  important  responsibility  of  the  councillor 
is  the  planning  of  the  district  meeting  which  is  usu- 
ally held  in  conjunction  with  that  of  the  Medical 
Society  of  the  State  of  New  York.  Much  thought 
and  planning  is  necessary  for  these  district  meetings. 
The  district  branch  meeting  is  the  time  when  the 
counties  get  together  to  discuss  their  problems. 
This  is  also  the  time  the  councillor  stands  by  to  as- 
sist the  president  of  that  district  branch  of  the  Medi- 
cal Society  of  the  State  of  New  York.  The  Woman’s 
Auxiliary  members  feel  that  if  the  district  branch 
president  of  the  Medical  Society  of  the  State  of  New 
York  would  call  on  the  councillor  and  members  of  the 
Auxiliary  in  his  district  and  assign  them  definite 
tasks,  that  perhaps  they  could  provoke  a better  at- 
tendance at  the  district  branch  meetings. 

The  councillors  have  long  since  justified  their  be- 
ing and  the  State  Auxiliary  takes  pride  in  them — 
from  the  first  group  in  1947  to  those  of  today  who 
give  unselfishly  of  their  time  and  effort  and  who 
meet  their  ever-increasing  responsibilities  with  zeal 
and  unstinted  cooperation. 

Mrs.  Thomas  M.  d’Angelo 
Councillor-at-Large 

157  Rose  Avenue 
Flushing  55,  New  York 


To  be  a leader  of  men  one  must  turn  one’s  back  on  men. — Havelock  Ellis 
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Provides  balanced 
nutritional  values 

(D  Fibre-free  HYPOALLERGENIC  formula. 

(§S  An  excellent  formula  for  regular 
infant  feeding. 

® An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


request  on  your  professional  letterhead  or  prescription  form 
ill  bring  to  you  complete  information,  and  a supply  of 
imples.  Please  address  the  Loma  Linda  Food  Company, 
rlington,  California,  or  Mount  Vernon,  Ohio. 


Medical  Products  Division 

OMA  LINDA  FOOD  COMPANY 

RLINGTON,  CALIFORNIA  • M T.  VERNON,  OHIO 
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BOOKS  REVIEWED 


Practical  Use  of  the  Office  Laboratory  and  X-Ray 
Including  the  Electrocardiograph.  By  Paul  Wil- 
liamson, M.D.  Quarto  of  323  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$10.75. 

Dr.  Williamson’s  text  embraces  so  many  branches 
of  medicine  and  reveals  him  to  be  a man  of  so  many 
skills  (including  major  surgery)  and  of  such  wisdom 
that  the  alternative  title  of  the  book  might  well  be 
. “The  compleat  Physician — containing  Aphorisms 
for  Young  Doctors.” 

The  first  17  chapters  are  devoted  to  laboratory 
and  electrocardiographic  procedures  in  the  office  of 
the  general  practitioner.  The  reviewer,  a radiolo- 
gist, confined  himself  to  that  section  of  the  book,  the 
next  13  chapters,  which  deal  with  roentgenology  in  a 
matter  of  108  pages. 

The  author  repetitively  stresses  the  simplicity  of 
his  work  and  the  need  for  consultation  in  problem 
cases.  Faced  with  this,  it  is  difficult  to  find  fault. 
Further,  the  desire  not  to  be  embroiled  in  a specialist 
versus  general  practitioner  controversy,  kept  a tight 
rein  on  destructive  criticism. 

There  is  no  discussion  of  radiation  protection — a 
must  for  the  practitioner.  Roentgenograms  are  sup- 
planted by  line  drawings.  These  are  neat  but  fail 
to  convey  sufficient  diagnostic  information.  Denial 
of  the  value  of  roentgen  examinations  in  areas  where 
this  is  often  the  only  means  of  making  a diagnosis, 
makes  one  feel  the  author  is  an  unusually  astute 
clinician  or  poor  roentgenologist.  Avowed  over- 
simplification has  led  to  errors  of  omission.  There 
are  equally  serious  errors  of  commission,  a discus- 
sion of  which  would  necessarily  be  longer  than  the 
text. 

For  the  above  reasons,  the  vein  broke.  The  roent- 
genologic section  of  the  book  cannot  be  recom- 
mended.— Solomon  Schwartz 

Experimental  Psychopathology.  Edited  by  Paul 
H.  Hock,  M.D.,  and  Joseph  Zubin,  Ph.D^  The 
Proceedings  of  the  45th  Annual  Meeting  of  the 
American  Psychopathological  Association,  held  in 
New  York  City,  June  1955.  Octavo  of  275  pages, 
illustrated.  New  York,  Grune  & Stratton,  1957. 
Cloth,  $6.50. 

This  book  consists  of  the  proceedings  of  the  forty- 
fifth  annual  meeting  of  the  American  Psychopatho- 
logical Association  during  the  year  1955.  These  an- 
nual meetings  have  been  known  in  the  past  for  their 
scientific  approach  to  mental  phenomena  and  their 
reproduction  in  book  form  is  looked  forward  to  by 
this  reviewer  with  great  anticipation.  The  articles 
cover  experimental  and  study  situations  in  man  and 


animals  followed  by  highly  analytic  and  critical  dis- 
cussion essays.  The  subjects  range  from  psy- 
chosurgery, psychopharmacology,  psychosomatics 
through  social  attitudes  and  behavior  cycles.  The 
very  interesting  article  on  the  phenomenon  of  de- 
personalization induced  by  chemical  agents  is  an 
example  of  the  present  trend  in  psychiatry.  It  is  a 
good  omen,  for  modern  science  has  depended  upon 
the  ability  to  study  natural  happenings  in  a well- 
controlled  laboratory  setting.  This  book  is  a must 
for  all  psychiatrists  and  neurophysiologists. — 
Theodore  Meltzer 


Principles  of  Renal  Physiology.  By  Homer  W. 
Smith,  Sc.D.  Octavo  of  237  pages,  illustrated. 
New  York,  Oxford  University  Press,  1956.  Cloth, 
$5.00. 

This  volume  is  a lucid  and  concise  survey  of  mod- 
ern knowledge  of  renal  physiology,  to  which  the 
author  has  contributed  so  notably.  The  internist 
will  find  the  book  a valuable  adjunct  in  the  practical 
problems  of  management  of  renal  disease.  In- 
cluded is  an  interesting  appendix  on  electron  micros- 
copy of  the  nephron. — Richard  S.  Gubner 

Anatomy  for  Surgeons.  Vol.  2.  The  Thorax, 
Abdomen  and  Pelvis.  By  W.  Henry  Hollinshead, 
Ph.D.  Quarto  of  934  pages.  1109  illustrations. 
New  York,  Hoeber-Harper.  1956.  Cloth,  $20. 

This  anatomy,  although  written  primarily  for 
surgeons  will  be  found  of  considerable  reference  value 
for  anyone  interested  in  detailed  human  anatomy. 

Although  the  author  is  not  a physician,  he  had  the 
benefit  of  close  association  and  collaboration  with  the 
large  surgical  and  medical  staff  of  the  Mayo  Clinic  of 
which  he  is  a member. 

The  book  contains  a thorough  description  of  the 
gross  anatomy  of  the  thorax,  abdomen,  and  pelvis 
together  with  adequate  references  and  discussions  of 
embryologic  and  functional  facts  associated  with 
the  anatomy  of  the  parts  described. 

The  book  is  recommended  to  those  interested  in 
detailed,  comprehensive  knowledge  of  the  parts  of 
the  body  designated  by  the  title. — Walter  H. 
Schmitt. 

Five  Hundred  Over  Sixty.  A Community  Survey 
on  Aging.  By  Bernard  Kutner  and  David  Fanshel, 
Alice  M.  Togo,  and  Thomas  S.  Langner.  Octavo 
of  345  pages.  New  York,  Russell  Sage  Foundation, 
1956.  Cloth,  $4.00. 

[Continued  on  page  1962] 
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NOW... A NEW  TREATMENT 


‘Cardilate’  tablets  :/  f shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


* ‘Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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[Continued  from  page  1960] 

What  are  the  basic  needs  of  old  people?  With 
admirable,  seasoned  common  sense,  the  Committee, 
which  conceived,  directed,  and  evaluated  this  timely 
“action  research,”  decided  that  the  best  way  to  find 
out  was  “to  ask  them  personally  and  individually.” 
The  area  selected  for  this  study  was  the  Kips  Bay- 
Yorkville  Health  Center  in  New  York  City,  subserv- 
ing the  health  needs  of  250,000  people.  It  was  found 
that  all  various  health  services  were  functioning 
rather  commendably,  but  notwithstanding  a grow- 
ing number  of  elderly  people,  nothing,  or  very  little, 
was  being  done  to  solve  their  daily  problems  pre- 
sented to  the  Health  Center.  “We  did  not  know 
what  to  do.  We  did  not  know  what  the  fundamen- 
tal needs  of  elderly  people  were,  nor  how  they  should 
be  met  . . . .The  direct  medical  needs  were  only  a 
part  of  the  problem  of  the  elderly.  Social  and  eco- 
nomic factors  loomed  large  in  the  foreground.” 

As  a direct  result  of  this  study,  an  official  “Adult 
Counseling  Center”  was  installed  in  The  Kips  Bay- 
Yorkville  Health  Center,  a joint  enterprise  of  the 
Departments  of  Health,  Hospitals,  and  Welfare  of 
New  York  City.  Initially  supported  by  the  New 
York  Foundation,  it  is  anticipated  that  it  will  soon 
become  an  effective,  official,  and  integrated  com- 
munity service. 

This  study  is  not  intended  to  serve  as  an  exact 
model  or  demonstration  for  other  areas,  but  rather 
aims  to  suggest  ways  and  means  of  approaching  the 
problems  of  aging  in  social  and  cultural  contexts. 
There  will,  of  course,  be  some  degree  of  common 
ground  and  generalizability  in  other  settings. 

Herein  one  can  find  many  of  the  timely  answers  to 
a growing  host  of  pressing  problems  and  questions 
related  to  “senior  citizens,”  such  as  retirement  satis- 
factions, capitalizing  community  services,  relation  of 
social  isolation  to  physical  health,  and  what  we  might 
expect  as  infirmities  or  natural  upshots  in  this  upper- 
age  bracket.  Physicians  should  embrace  opportuni- 
ties for  leadership  in  this  very  important  aspect  of 
health  obligation.  This  is  a basic  volume  which 
merits  the  widest  reading.  It  has  many  of  the  an- 
swers and  is  wholesomely  provocative  toward  gaining 
a better  understanding  and  appreciation  of  the  all- 
too-often  neglected  needs  and  rights  of  those  aged 
sixty  to  eighty  and  over.  The  life  you  help  might 
be  your  own! — Frederick  L.  Patry 

Gout.  By  John  H.  Talbott,  M.D.  Octavo  of 
205  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1957.  Cloth,  $6.75. 

Many  textbooks  on  internal  medicine  devote  chap- 
ters to  the  subject  of  gout  and  its  many  ramifica- 
tions, but  in  none  can  there  be  found  a study  of  the 
disease  such  as  is  presented  in  this  volume.  All 
aspects  of  the  condition  are  considered  in  detail. 
The  historical  sketch  of  gout  is  most  interesting, 
as  is  the  tracing  of  the  effects  of  heredity  in  the 
gouty  tendency.  A considerable  part  of  the  text  is 
devoted  to  the  treatment  of  gout.  Although  encour- 
aging progress  has  been  made  through  the  use  of 
both  old  and  newer  remedies  and  regimen,  in  many 


cases  treatment  still  leaves  much  to  be  desired  mb 
The  book  is  well  written  and  very  clearly  illustrated,* 
and  is  a most  valuable  contribution  to  current® 
knowledge  of  gout  and  its  treatment. — Jerome 
Weiss. 

An  Atlas  of  Anatomy.  By  J.  C.  Boileau  Grant, 
M.B.  By  Regions,  Upper  Limb,  Abdomen,  Perineum, 
Pelvis,  Lower  Limb.  Vertebrae,  Vertebral  Column, 
Thorax,  Head  and  Neck,  Cranial  Nerves  and  Der- 
matomes. 4th  Ed.  Quarto.  N.p.  Illustrated. 
Baltimore,  The  Williams  and  Wilkins  Company, 
1956.  Cloth,  $15. 

This  edition  includes  a high  proportion  of  new  il- 
lustrations in  addition  to  improved  older  ones. 

The  illustrative  and  descriptive  matter  is  very 
clear,  concise,  and  well  done.  There  is  a minimum 
of  redundant  material  so  that  salient  features  stand 
out  as  they  should,  and  lighten  the  task  of  the  reader 
in  understanding  the  text. 

The  book  contains  approximately  600  illustrations 
with  adequate  but  concise  descriptive  material. 

No  one  genuinely  interested  in  detailed  human  I 
anatomy  should  be  without  a copy  of  this  book. — L 
Walter  H.  Schmitt 

Surgery  in  World  War  II.  Ophthalmology  and# 
Otolaryngology.  By  Medical  Department,  United  I 
States  Army.  Editor  in  Chief,  Col.  John  BoydB 
Coates,  Jr.,  M.C.,  Editor  for  Ophthalmology,  M.  H 
Elliott  Randolph,  M.D.,  Editor  for  Otolaryngology,  H 
Norton  Canfield,  M.D.,  and  Associate  Editor,  Eliza- H 
beth  M.  McFetridge,  M.A.  Quarto  of  604  pages,  18 
illustrated.  Washington,  D.C..  Office  of  the  Sur-B 
geon  General  Department  of  the  Army,  1957.  B 
Cloth,  $5.00. 

This  is  a rather  comprehensive  study  of  the  ad- ! "i 
ministrative  and  clinical  aspects  of  ophthal- 
mology and  otolaryngology  in  World  War  II. 
Ophthalmology  and  its  associated  activities  such  as  ; 
optical,  artificial  eye  program  and  the  rehabilitation 
of  blind  casualties,  are  considered.  Some  of  the  i 
clinical  procedures  are  somewhat  outmoded  since ! 1 
newer  methods  have  been  developed.  The  adminis-  i 
trative  aspect  occupies  a considerable  portion  of  this 
volume. 

The  management  of  intraocular  foreign  bodies,  i 
because  of  their  frequency  and  quantitative  de- 
struction of  tissue,  is  instructive.  Retinal  detach- 
ment, traumatic  cataracts,  visual  disturbances  as- 
sociated with  head  injuries  and  plastic  surgery  of  lids 
and  orbit  are  worth  reading. 

Otitis  externa,  a major  problem  in  the  tropics,  j ] 
psychogenic  deafness  treated  by  narcosynthesis,  and 
the  development  of  the  acrylic  eye  and  its  advan-  i 
tages  over  glass,  because  of  its  more  natural  appear- 
ance and  unbreakable  character,  are  described. 

For  the  medical  veteran  it  is  nostalgic  and  worth  f 
reading. — Norris  C.  Elvin  j \ 

Tumor  Surgery  of  the  Head  and  Neck.  By  Ro- 
bert S.  Pollack,  M.D.  Quarto  of  101  pages,  with  49 

[Continued  on  page  1965] 
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Respirati 

Dust  and  D 
i the  Home 


Patients  with  dust  allergies  frequently  experi- 
ence marked  discomfort  during  home  cleaning 
activities  due  to  dust  and  dirt  in  the  air.  The 
Filter  Queen  Home  Sanitation  System  relieves 
such  distress  by  removing  the  cause.  It  operates 
on  an  entirely  different  principle— really  two 
principles  in  one.  First,  by  means  of  an  unique, 
exclusive  Sanitary  Filter  Cone  it  actually  filters 
the  air,  cleans  it  by  aeroscopic  action  of  the 
smallest  particles,  even  matter  as  fine  as  smoke. 
Second,  the  Filter  Queen  Centrifugal  Chamber 
traps  all  matter  ^collected,  positively  eliminates 
scattering  or  dispersion  of  dust  in  room  air. 
Unbiased  scientific  proof  of  Filter  Queen’s  air 
purifying  efficiency  is  shown  in  a recent  report* 
from  the  Biological  Sciences  Department  of  an 
eastern  university  which  states,  “The  Filter 
Queen  cellulose  Filter  Cone  removes  practically 
all  dust  and  atmospheric  pollen’.’  This  is  another 
reason  why  Filter  Queen  has  been  selected  for 
use  in  many  of  America’s  leading  hospitals. 


A Filter  Queen  demonstration  in  your  home 
or  office  can  be  easily  arranged  at  no  obliga- 
tion by  writing  or  calling  your  local  Filter 
Queen  distributor. 


Filter  Queen  carries  the  seals  of  Good  Housekeeping  Magazine,  Rice  Leaders  of  the 
World,  Underwriters’  Laboratories,  and  is  advertised  in  A.M.A.’s  “Today’s  Health." 


Guaranteed  by 
Good  Housekeeping 

ADVERTISED 
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IN  CONSTIPATION 

TO  SOFTEN  STOOLS  WITHOUT  TISSUE  DEHYDRATION 
AND  MAKE  THEM  MOVE  WITHOUT  STRAINING 


SOFTENS  FECES 


KONDREMUL! 

COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS  [ patch  ] 


ADDS  FORMED  BULK 


EASES  EVACUATION 


’Unique  encapsulation  of 
millions  of  minute  oil 
globules  by  Irish  moss 
assures  complete  pene- 
trant diffusion  in  stools. 


PROVEN  SAFE...  EFFECTIVE  . IN  PREGNANCY  . IN 
CHILDHOOD  • IN  MIDDLE-AGED  PATIENTS  . IN  ELDERLY 
PATIENTS  • THROUGH  MORE  THAN  25  YEARS  OF  USE 

available  in  three  pleasant-tasting  formulas: 
for  the  average  patient 

KONDREMUL  (Plain) 

containing  55%  mineral  oil.  Bottles  of  t pint. 

for  more  hypotonic  cases 

KONDREMUL  WITH  CASCARA 

0.66  Gm.  non-bitter  Ext.  Cascara  per  tablespoonful. 

Bottles  of  14  fl.oz. 

for  more  resistant  constipation 

KONDREMUL  WITH  PHENOLPHTALEIN 

0.13  Gm.  (2.2  gr.)  phenolphthalein  per  tablespoonful. 

Bottles  of  1 pint. 

| patch  1 THE  E.  L.  PATCH  COMPANY  Stoneham,  Massachusetts 


70  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


1964 


BOOKS  REVIEWED 


[Continued  from  page  1962] 

illustrations.  Philadelphia,  Lea  & Febiger,  1957. 
Cloth,  $5.00. 

In  this  small  volume  the  author  attempts  to  cover 
a large  field  of  surgery  of  cancer  of  the  head  and  neck. 
Line  drawings  are  used  to  illustrate  many  points. 
The  author  has  had  considerable  experience  and  gives 
the  reader  the  benefit  of  this  experience.  He  has  an 
excellent  bibliography  of  the  various  procedures  and 
modalities  which  he  discusses  in  his  monograph. 

The  chapter  headings  include  diagnosis,  diagnostic 
procedures,  pre-  and  postoperative  concepts,  and 
surgical  technic.  The  book  is  sketchy,  and  the  author 
should  have  given  more  detail  to  cover  the  subject 
adequately. — Alan  Kane 

Human  Histology.  A Textbook  in  Outline  Form. 

By  Leslie  Brainerd  Arey,  Ph.D.  Quarto  of  337 
pages.  Philadelphia,  W.  B.  Saunders  Company, 
1957.  Paper,  $6.50. 

“Human  Histology”  is  a full-length  textbook  ex- 
panded from  mimeographed  sheets  without  illus- 
trations. It  is  complete  although  in  outline  form. 
It  can  be  used  in  the  laboratory  for  review  and  for 
reference.  It  is  equally  important  to  the  student 
and  the  teacher  because  of  its  format. — Nathan 
Reibstein 

Practitioners’  Conferences.  Held  at  the  New 
York  Hospital-Cornell  Medical  Center.  Volume  6. 

Edited  by  Claude  E.  Forkner,  M.D.  Octavo  of  378 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1957.  Cloth,  $6.75. 

This  series  has  attained  popularity  as  an  informal 
presentation  of  a variety  of  subjects  of  clinical  inter- 
est. The  present  volume  contains  16  chapters  which 
range  over  a wide  variety  of  the  medical  specialties. 
The  nature  of  the  presentations,  i.e.,  transcripts  of 
conferences  held  at  the  New  York  Hospital-Cornell 
Medical  Center,  precludes  comprehensive  surveys  of 
the  subjects  but  the  result  is  a refreshing  personal 
type  of  presentation.  The  editor  has  appended  a 
concise  and  useful  summary  to  each  chapter  inte- 
grating various  facets  of  the  material  discussed. — 
Richard  S.  Gubner 

Man  Against  Germs.  By  A.  L.  Baron,  Ph.D., 
Decorations  by  Dora  Baron.  Octavo  of  320  pages. 
New  York,  E.  P.  Dutton  & Co.,  1957.  Cloth,  $4.50. 

In  this  fascinating  book  the  author  has  condensed 
the  findings  of  years  of  medical  research  on  bacterial 
and  other  infections.  Written  for  lay  information, 
it  nevertheless  will  be  found  to  be  of  great  interest  to 
the  medical  practitioner  as  well.  The  puzzles  of 
the  past  which  have  been  solved  are  now  replaced  by 
puzzles  of  the  present  which  are  as  yet  unsolved.  A 
documentary  account  of  the  puzzle  and  its  solution 
could  make  very  dull  reading  indeed  but  the  author 
has  put  the  facts  before  us  in  a most  entertaining 
manner,  and  thus  has  provided  us  with  one  of  those 
rare  volumes  which,  once  started,  is  difficult  to  put 


NEW  3-WAY  “PICKUP” 

FOR  APPREHENSIVE  AND/OR 
HYPERTENSIVE  PATIENTS 

NEO-SLOWTEN 

[patch  | 

A TRANQUILIZING  COMBINATION 

■ relieves  anxiety,  irritation,  fatigue 

■ reduces  mild  elevated  blood 
pressure 

■ refreshes  neural  tone 

EACH  WHITE,  SCORED  TABLET  CONTAINS: 

Phenobarbital 16.2  mg.  ( V % gr.) 

Warning:  May  be  habit-forming 

Reserpine 0.1  mg. 

Thiamine  hydrochloride  ....  5.0  mg. 

supplied:  Bottles  of  100  scored  tablets. 

| patch ) THE  E-  L-  patch  company 

LEl ) Stoneham,  Massachusetts 
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meprobamate 

prolonged 

release 


Evenly  sustain  relaxation  of  mind  and  muscle  ’round  the  clock 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient's  dosage  schedule 

Dosage : Two  Meprospan  capsules  q.  12  h. 

Supplied  : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Literature  and  samples  on  request. 

, WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

TRADE-MARK  CME-6598-48  'A' 
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untLbaby’s  skin  needs 


new,  different 

antibacterial 


)ESITIN^ 

IABY, 

LOTIONja 

In  tune  with  modern  dermatological  concepts,  only 
Desitin  BABY  Lotion  combines  all  these  ingredients  for 
over-all  care  of  the  baby's  skin: 

• Lano-Des*—  Desitin’s  special  soothing,  lubricating,  liquid  lanolin. 

• Hexachlorophene— effectively  protects  against  ammonia-producing 
and  other  common  skin  bacteria. 

• Vitamins  A and  E — important  to  skin  health  and  smoothness. 

• Special  Emulsifiers  — to  cleanse  baby’s  skin  gently  and  thoroughly 

— yet  free  from  mineral  oil. 

Desitin  BABY  Lotion  is  unusually  bland,  non-toxic,  safe.  Non- 
greasy,  stainless;  free-flowing,  pleasantly  scented. 

We  would  be  pleased  to  send  you  samples  and  literature. 

*trade  mark  DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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down.  Each  paragraph  and  chapter  leads  smoothly 
into  the  next  as  the  story  of  the  struggle  of  man 
against  germs  unfolds. — Jerome  Weiss 

Physiology  of  Prematurity,  Transactions  of  the 
First  Conference,  March  21,  22,  and  23,  1956, 
Princeton,  N.J.  Edited  by  Jonathan  T.  Lanman, 
M.D.  Octavo  of  151  pages,  illustrated.  New  York, 
Josiah  Macy,  Jr.  Foundation,  1957.  Cloth,  $3.25. 

During  the  past  fifteen  years  this  Foundation  has 
organized  conference  groups  from  time  to  time  to  dis- 
cuss informally  various  urgent  topics  in  medicine. 
This  is  one  more  of  such  conferences.  The  partici- 
pants were  the  regular  panel  for  this  subject  plus  in- 
vited guests  totaling  25,  the  regulation  number  for 
such  conferences.  The  discussors  represented  vari- 
ous departments  of  pediatrics,  obstetrics,  gynecol- 
ogy, physiology,  biologic  chemistry,  etc ” in  an 

attempt  to  stimulate  research  and  to  promote  effec- 
tive communication  across  the  departmental  walls 
which  tend  to  isolate  the  professions  and  specialists 
from  one  another.”  This  the  conference  accom- 
plished admirably. 

“The  Physiology  of  Prematurity”  was  discussed 
from  every  departmental  facet  and  possibility.  Yet 
notwithstanding  all  the  knowledge  brought  out  in 
the  discussions  we  are  ‘not  much  nearer  to  the  solu- 
tion of  this  vexing  problem  than  we  were  a quarter 
of  a century  ago,  except  for  our  ability  to  understand 
better  the  processes  by  which  prematurity  occurs. 
Even  then  the  explainable  causes  of  prematurity 
could  be  ascertained  only  in  38  per  cent  of  the  cases 
and  in  62  per  cent  of  the  number  we  are  still  in  the 
dark. 

Although  therapy  was  not  discussed,  one  panelist 
suggested  that  we  revert  to  the  old  time  and  well- 
tried  method  of  keeping  the  patient  at  rest  if  there’s 
a history  of  repeated  abortions  without  an  assignable 
cause,  in  addition  to  whatever  other  therapy  is  being 
used.  Bender  of  England  reported  good  results 
with  this  procedure. 

The  subject  matter  in  this  small  book  of  151  pages 
is  divided  into  two  parts.  Fetal-Maternal  Endo- 
crinology in  Late  Pregnancy,  and  The  Fetal  and 
Placental  Circulation  in  Late  Pregnancy. 

The  book  is  illustrated  with  42  schematic  draw- 
ings, graphs,  diagrams,  photomicrographs,  and  many 
tables.  Many  references  and  a good  index  add  to 
the  value  of  this  work. — Jacob  Halperin 

Bronchopulmonary  Diseases.  Basic  Aspects, 
Diagnosis  and  Treatment.  By  142  authors.  Edited 
by  Emil  A.  Naclerio,  M.D.  Quarto  of  956  pages, 
719  illustrations.  New  York,  A Hoeber-Harper- 
book,  1957.  Cloth,  $24. 


To  present,  in  adequate  fashion,  the  multifaceted 
aspects  of  a subject  as  extensive  as  that  of  broncho- 
pulmonary diseases  in  a single  volume,  even  one  of 
more  than  900  pages,  is  a distinct  challenge.  It  is  a 
credit  to  the  editor  and  to  the  142  contributors  who, 
singly  and  jointly,  have  presented  discussions  of  115 
topics  in  this  field,  that  this  challenge  has  been  met 
with  notable  success. 

Quite  appropriately,  the  opening  chapters  of  this 
book  deal  with  embryology,  developmental  abnor- 
malities, pulmonary  function,  and  the  physiology 
of  respiration;  without  a basic  knowledge  of  these 
subjects,  a full  comprehension  of  the  protean  mani- 
festations of  bronchopulmonary  diseases  cannot  be 
achieved.  The  hematologic  role  of  the  lung,  a sub- 
ject concerning  which  so  much  still  remains  to  be 
clarified,  is  discussed  in  stimulating  fashion. 

This  treatise  is  primarily  clinical  in  character, 
designed  for  the  physician  who  is  called  upon  to 
diagnose  and  to  treat  bronchopulmonary  diseases. 
Although  many  of  the  chapters  could  deservably 
have  been  expanded  into  monographs  of  consider- 
able length,  they  have  been  presented  in  concise 
form,  an  obvious  necessity  in  order  to  encompass  the 
vast  field  of  bronchopulmonary  diseases  in  a single 
volume.  The  schematic  drawings,  the  reproduc- 
tions of  x-ray  films,  and  the  illustrative  case  reports, 
all  of  which  have  been  liberally  employed,  accentu- 
ate the  clinical  aspects  of  this  book.  The  reader  will 
readily  recognize  that  the  adequate  management  of 
some  cases  of  bronchopulmonary  disease  demands 
the  collaborative  efforts  of  physicians  with  different 
specialized  skills;  a decision  on  the  advisability  of  a 
surgical  procedure  requires  a knowledge  of  the  limi- 
tations as  well  as  the  potentialities  of  medical  ther- 
apy. The  chapter  on  the  reliability  of  x-ray  ex- 
amination of  the  chest  may  well  startle  those  who 
may  be  inclined  to  the  complacent  acceptance  of  a 
single  negative  report  by  a competent  roentgenolo- 
gist as  sufficient  evidence  for  ruling  out  the  presence 
of  pulmonary  disease.  As  demonstrated  by  a case 
report  in  the  chapter  on  angiocardiography,  it  may 
be  necessary  at  times  to  employ  this  diagnostic  pro- 
cedure to  demonstrate  the  presence  of  bronchopul- 
monary disease  which  has  escaped  detection  by 
physical  examination  and  conventional  x-ray  studies. 

It  is  inevitable  that  a volume  of  this  kind,  with  so 
many  contributors,  would  include  some  instances  of 
reduplication  of  discussions  of  some  topics  in  dif- 
ferent chapters.  Rather  than  detracting  from  the 
total  worth  of  the  book,  this  limited  degree  of  over- 
lapping and  reduplication  is  actually  of  definite 
value  in  that  it  presents  somewhat  different  methods 
of  appraisal  of  a given  problem.  For  those  who  de- 
sire to  inquire  more  deeply  into  any  of  the  phases  of 
bronchopulmonary  diseases,  limited  bibliographies 
at  the  conclusions  of  the  separate  chapters  indicate 
the  source  material  considered  to  be  of  particular 
value  by  the  contributors. — Milton  R.  Louria 


Who  knows  but  life  be  that  which  men  call  death,  and  death  what  men  call  life ? — Euripides 
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CHARCOAL  THERAPY 

DHARCOAL’S  popularity  rests  upon  its  clinical 
effectiveness  and  safety  in  use.  The  therapeutic 
idsorption  of  gases,  toxins  and  a host  of  other 
rritants  is  a purely  physical  accomplishment.  No 
uhemical  reaction  takes  place.  Also,  Charoal’s 
idsorption  of  gastrointestinal  toxins  may  be  re- 
garded as  a ‘ ‘delaying”  mechanism.  It  hinders 
systematic  assimilation  of  a toxin  by  binding  it  until 
:ase  specific  therapy  can  be  instituted. 

REQUA’S  CHARCOAL  TABLETS  contain  11  gr. 
of  wood  charcoal  and  have  been  preferred  since  187(J. 
Dosage : As  Required.  Packed : 100  & 250  per  Box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  CORP.— BROOKLYN  16,  N.Y. 


PSYCHIATRISTS 

Attractive  opportunities  in  California  State  mental  health  and 
rehabilitation  programs. 

Several  locations  in  modern  facilities.  No  written  examination. 
Interviews  twice  a month  in  San  Francisco  and  Los  Angeles. 
Three  salary  groups: 

$950-$1050  a month 
$1000-1100  a month 
$1100-$1200  a month 

Annual  merit  increases  . . .Liberal  retirement  plan  . . and  other 
benefits 

Medical  Personnel  Services 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue 
Sacramento,  California 


DOORWAY  to  HEALTH 


Stubborn  cases  of  arthritis  and  rheumatism  will 
often  respond  to  complete  relaxation  in  pleasant 
surroundings. 

That  has  proved  to  be  especially  true  at  Sbaron 
Springs,  N.  Y.  Here,  balneotherapy  (sulphur  water 
baths,  massage,  Nauheim  baths  and  related  treat- 
ments) has  combined  with  bracing  mountain  air 
and  a restful  atmosphere  to  "perform  wonders" 
for  patients  with  these  disorders. 

A new  color  brochure  on  this  old-established 
spa,  50  miles  west  of  Albany,  will  gladly  be  sent 
to  you  or  the  patients  you  specify. 

Write 

WHITE  SULPHUR  BATHS,  Inc. 
Sharon  Springs  3,  N.  Y. 

Charter  Member,  Association  of  American  Spas 
(Medically  Supervised ) 


,»  Sras,ur  - «**  Vascular  leases  T E N S O D I N 

Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverine  HC1  (non-narcotic  ethyl|  homolog  of  papaverine) 

Yi  gr.,  phenobarbital  M gr.,  theophylline  calcium  salicylate  3 grs. 

Tensodin  ® E.  Bilhuber,  Inc. 

KNOLL  PHARMACEUTICAL  COMPANY  kb’w  jkksky 

11?%  BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
|SyJ  DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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Gastric  distress  accompanying  “predni-steroid” 
therapy  is  a definite  clinical  problem— well 
documented  in  a growing  body  of  literature. 


|:“In  view  of  the  beneficial  re- 
onses  observed  when  antacids 
[1  bland  diets  were  used  concom- 
ntly  with  prednisone  and  predni- 
one,  we  feel  that  these  measures 
mid  be  employed  prophylacti- 
ly  to  offset  any  gastrointestinal 
le  effects.” — Dordick,  J.  R.  et  al.: 
Y.  State  J.  Med.  57:2049  (June 
) 1957. 


%“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


5fc“The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  “predni-steroid"  therapy  plus 


positive  protection  against  gastric  distress  is 
by  prescribing  CO-DELTRA  or  co-hydeltra. 


PREDNISONE  BUFFERED 

multiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & D0HME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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HOLBROOK  MANOR  "5g“G 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PI  N E WOOD  & [:S; } 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31  55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PHONE 
CH  2- 
8686 


for  well  trained  highly  qualified  personne 

MEDICAL 

OFFICE  SECRETARIES  OR  ASSISTANT! 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y . State  Licensed  • Day-Eve  Course : 
Co-Ed  ( Founded  1936) 

request  Free  Cat.  i 

85  Fifth  Ave.  (16th  St. 
New  York  3,  N.Y. 
SCHOOL  FOR  PHYSICIANS*  AIDES 


astern 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on- the- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


“I  can’t  sleep,  doctor!” 


CLASSIFIED  ADVERTISING 


FOR  RENT— UNIONDALE,  L.  I. 


Fully  equipped  est.  M.D.  office,  main  thorofare,  lucrative 
practice.  Dentist  shares  waiting  room.  Moving  to  West 
Coast.  Quarters  available  for  third  office  or  residence. 
Near  Hempstead  General  and  Meadowbrook  Hospitals. 
Excellent  income  property — Sale  optional.  Box  750,  N.  Y. 
St.  Jr.  Med. 


FOR  RENT 


3 large  offices  in  well  est.  location  on  Main  St.  suitable  for 
G.P.  or  specialist  near  modern  hospital.  Write  Occupant, 
106  Main  St.,  Hudson  Falls.  N.  Y. 


FOR  RENT 


Nassau  County,  3 rooms  in  building  with  active  G.P.,  near 
proposed  new  hospital,  suitable  ophthalmologist.  WA  1-0701. 


FOR  LEASE 

Prof,  zoned.  4Vi  lge  rm  apt.  off  cent  hall  walkin  clos.  Main 
fl  1 or  2 rm  office,  2 fam,  Garden,  ect  Riverdale,  Yonkers 
N.  Y.  Yo-3-7262,  Mrs.  Heisler,  249  Valentine  La. 


FOR  RENT 


4 room  professional  apartment  available.  Private  entrance. 
Levitt  ranch,  excellent  location  Hicksville-Levittown  area. 
Dentist  has  remainder.  Wells  1-8313. 


WANTED 


Young  Board  Certified  Surgeon  wishes  to  join  group  or  busy 
surgeon  within  commuting  distance  of  Pelham,  New  York. 
Call  Pelham  8-3761.  Box  734,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Dental  or  medical  office  available  in  small 
prosperous  community  near  New  York 
City.  Write  Box  740,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  over  a year  and  50%  on  payments 

of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg.  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  H04-1 100. 


“I’ve  been  on  the  go  all  day.” 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner,  under  35,  to  join  very  busy  young 
M.D.  Long  Island,  one  hour  from  NYC.  Starting  salary 
$10,000  with  percentage  leading  to  full  partnership.  Prefer- 
ably no  previous  practice.  Fifth  year  income  would  be  about 
$50,000.  Reply  with  detailed  background.  Box  744,  N.  Y. 
St.  Jr.  Med. 


PHYSICIANS  (Male  & Female),  lic’nd,  for  Children's 
Camps;  July-Aug;  goodsalary;  free  placement;  250  member 
camps.  Assoc'n  Private  Camps,  55  West  42d  St.,  N.  Y.  36. 


Physician,  age  33  Family,  Military  Service  completed,  Board 
Certified  General  Surgery  DNB,  desires  association  with  in- 
dividual or  group.  Small  community  and  General  Practice 
no  objection.  Box  741,  N.  Y.  St.  Jr.  Med. 


GEOGRAPHICALLY  PERFECT 


West  Nyack — in  NY’s  fastest-growing  county  25  miles  north 
of  N.  Y.  City — needs  General  Practitioner,  allergist,  ENT, 
surgeon,  psychiatrist,  ob/gyn,  dermatologist,  radiologist, 
neuro-surgeon.  Unusually  attractive  air-conditioned  prof, 
bldg,  at  Historic  Corner.  Write  Riverstrip,  Nyack,  N.  Y., 
or  phone  Nyack  7-0063. 


POSITION  WANTED! 


Finishing  4 years  of  medical  residency,  cardiopulmonary 
emphasized,  including  pulmonary  function.  Desire  associa- 
tion within  50  mile  radius  of  New  York  City.  Box  755 
N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
(j  Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

386  Fourth  Avenue  New  York  16,  N.  Y. 
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WANTED 


Active  General  Practice;  Insurance;  Compensation;  App’t 
School  physician.  Open  hospitals.  Good  income.  For  price 
of  equipment.  Northern  N.  Y.  Box  745,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Modern  8 room  brick  dispensary  containing  small  surgery, 
3 bed  recovery  room,  x-ray  equipment  worth  $11,000,  on  acre 
of  land  with  surfaced  parking  area  at  entrance  to  town. 
4,600  population,  Orange  County.  Sole  general  practitioner, 
offers  lucrative  income,  will  orientate  successor.  Price: 
$35,000,  Cash:  $7,500.  Panarello  & Hudson,  Inc.,  North 
Plank  Road,  Newburgh,  New  York. 


Available  immediately,  established  physician’s  home-office. 
Beautiful  10  rooms,  3 baths,  ideal  location,  Nassau  County. 
Excellent  opportunity.  Box  752,  N.  Y St.  Jr.  Med. 


FOR  SALE 


E.E.N.T.  practice  Central  New  York  available  immediately. 
Could  be  divided  into  Ophthalmology  and  E.N.T.  Box  753, 
N.  Y.  State  Jr.  Med. 


Physician  wishing  to  retire  offers  busy  general  practice 
with  home-office  combination.  Open  hospital.  Experience 
in  anesthesia  helpful.  Upstate  New  York.  Box  748, 
N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


GENERAL  PRACTICE.  Town  3,000  near  Buffalo.  Gross 
$25,000  plus  $7,500  assured  income  from  morning  institu- 
tional work.  Should  net  over  $20,000  yearly.  Wish  to  sell 
home  and  adjacent  office  building.  Equipment  and  new  furni- 
ture optional.  2 modern  150-bed  hospitals  11  miles  away 
with  all  available  consultants.  Staff  positions  assured. 
Moving  south.  Wonderful  opportunity.  Box  743,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


Highly  regarded  busy  young  physician’s  rural  general  prac- 
tice made  available  by  sudden  death;  established  18  years; 
office-home  with  separate  entrances;  well-equipped  office; 
local  hospital;  Upper  New  York  State,  progressive  commun- 
ity, population  5,000,  drawing  area  15,000,  summer  and 
winter  resort.  Box  754,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Professional  building,  North  Shore,  L.  I.  Established  Doc- 
tor's corner  40  yrs.  On  main  thoroughfare.  One  acre.  On- 
site parking.  Landscaped.  Available  July  1st.  Ideal  for 
groups.  For  appointment  write:  Laurie  Patiky,  1078  New 
York  Ave.,  Huntington,  N.  Y.  HAmilton  7-7770. 


FOR  SALE 

Jericho  (L.I.)  8*A  room  brick  split  level  on  oversized  corner 
plot.  Location  & layout  excellent  for  physician.  Pros- 
perous community  of  2000  homes.  No  doctor  in  immediate 
area.  Professional  landscaping,  4 bedrooms,  3 baths,  wood 
paneled  recreation  room,  2 car  garage.  Complete  G.E. 
equipped  kitchen  and  laundry.  $29,500.  Tel.  OV.  1-1772. 


PRACTICE  FOR  SALE 


New  York  State  active  General  Practioner  & Surgeon  re- 
tiring. Excellent  location  for  EENT  or  Surgeon  & General 
Practitioner — Community  of  40,000.  Box  751,  N.  Y.  St.  Jr. 
Med. 


Mannsville  needs  general  practitioner.  Farming,  small  in- 
dustry and  vacation  area.  378  village  plus  3,116  population 
area.  Dr.  left  to  specialize,  potential  income  $35,000  up, 
yearly.  200  sq.  mi.  drawing  area.  Nursing  home  with 
ambulance  service,  school  physician  available.  Hospitals 
nearby.  Thurs.  Sun.  call  system.  Write  Organizations 
Committee,  Mannsville,  New  York. 


PRACTICE  FOR  SALE 


General  practice;  predominantly  Workmen’s  Compensation 
injuries;  fully  equipped,  well  established  in  Manhattan 
manufacturing  area;  regular  hours,  five  day  week;  good 
lease.  Box  758,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

Home  and  Office.  General  Practice  established  fifteen 
years.  On  Thruway  20  miles  from  NYC.  Reason  for  leaving 
— specializing.  Box  742,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Busy  practice,  Brooklyn,  Office  with  X-ray,  EKG,  air- 
conditioned,  including  home  completely  furnished.  Leaving 
to  specialize. 

114  Arlington  Avenue,  Brooklyn  AP  7-1194 


Active  busy  general  practice.  For  sale  busy  Nassau  County 
community.  Large  home  office  combination  on  good  corner. 
Price  low.  Leaving  for  specialty.  Box  746,  N.  Y.  St.  Jr.  Med. 


Active  Practice:  general  and  minor  surgery,  major  if  desired. 
Compensation  and  Insurance  work.  Two  open  hospitals. 
Good  income.  Spacious  home  and  grounds.  Office  fully 
equipped.  Schools.  Sports.  Northern  N.Y.  Box  599, 
N.  Y.  St.  Jr.  Med. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE 


Schenectady,  N.  Y.  practice  and  home  of  late  Dr.  Harry 
Miller.  Best  professional  location  in  city  where  urgent  need 
for  eye  specialists  exists.  Active  patient  following  at  same 
address  over  22  years.  Phone  Mrs.  Miller,  DI  6-3152. 


FOR  SALE 


Physician’s  general  active  practice  5 room  office  or  office  and 
residence  low  rent  lease  equipment  also  gyn.  obst.  ped.  Bav 
Ridge  B’klyn.  Box  738  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Upstate  New’  York — Adirondacks,  11,000  population.  13 
years  established  General  Practice  with  office  and  residence 
combined — $20,000.  Will  introduce.  Leaving  to  specialize. 
Write  Box  715,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


MASSAPEQUA ! Office  and  home  attached.  For  sale  or 
rent.  Occupied  by  M.D.  for  past  six  years.  Excellent  lo- 
cation— busy  thoroughfare.  Reasonable.  Available  July. 
Wells  1-2259. 


FOR  SALE 


Authentic  Colonial  10  room  house  plus  servants  quarters, 
2 car  garage,  trout  stream  on  six  acres  of  land  2 miles  from 
Boston  N.Y.  Thruway. 

Excellent  business  possibilities  or  an  ideal  residential  prop- 
erty. Price  $20,000.  V2  cash. 

Contact:  Lawrence  F.  Graves,  D.D.S. 

9 Rittenhouse  PI. 

Ardmore,  Pa. 


FOR  SALE 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 
specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building: 
street  entrance;  apartment  residential  area;  concessions; 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  practitioner’s  fully  equipped,  5 room  office,  X-Ray, 
air-conditioner.  10  years  in  East  Bronx,  specializing. 
TY3-7160. 


General  medical  practice,  rural  community  near  Buffalo, 
home-office  combination,  fully  equipped,  excellent  offer, 
must  sacrifice.  Box  757,  N.  Y.  St.  Jr.  Med. 


TO  SHARE 


New  York  City.  74th  Street  between  Fifth  and  Madison 
Avenues.  Fully  equipped.  Flexible  arrangement.  Air 
conditioned.  Reasonable  rent.  Telephone:  BU  2-3444  or 

GR  3-5943. 


1974 


‘Meprotabs”  are  new,  coated,  white,  unmarked  400  mg.  tablets 
3f  meprobamate.  ■ “Meprotabs”  are  pleasant  tasting,  and  easy  to 
swallow.  ■ In  this  new  form,  the  nature  of  medication  is  not  iden- 
tifiable by  the  patient.  ■ “Meprotabs”  are  indicated  for  the  relief  of 
anxiety,  tension  and  muscle  spasm  in  everyday  practice.  ■ Usual 

dosage:  One  or  two  tablets  t.i.d.  ( 4 JVlGprO t B/b S 

WALLACE  LABORATORIES,  New  Brunswick.  N.  J.  w i.3.pW°«m «'«*»»»'•> 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


Sign  of  Good  Taste 


1976 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE 

LONTAB 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lon  tab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 


supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 


PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 
LONTABS®  (long-acting  tablets  CIBA) 

S/2S63MK  C I B A 


SUMMIT,  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  ot' 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 


1977 


buoy  up 
your  patient 


nutritionally 


with 


Saturation  Dosage 
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Scientific  Articles 

Review  of  New  Knowledge  in  Study  and  Therapy  of  Infectious  Diseases,  Aldona  Baltch , M.D.  2025 
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Clinical  Staff  Conference — Panel  Discussion 

The  Steroids,  New  and  Old,  Their  Toxicity  and  Application  in  Medicine  Today,  William  B. 
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relaxes  both 


mind  and 
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Miltown 


without 
impairing 
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physical 
efficiency 

Tranquilizer  with 
muscle-relaxant  action 
The  original 
meprobamate, 
discovered  and 
introduced  by 

WALLACE  LABORATORIES 

Xkf  New  Brunswick,  New  Jersey 


2-methyl-2-n-propyl- 1,3-propanediol  dicarbamate 
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PSORIASIS 

Proved  Clinically  Effective  Oral  Therapy  — 


maintenance  regimen  may  keep  patients 
lesion-free . 

COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 


LI  PAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas:  Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 


LIPAN 

Spirt  & Co.,  Inc. 


Available:  Bottles  180’s,  500's. 


WATERBURY.  CONN. 


©Copyright  1!*56  Spirt  & Co. 
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Neocurtasal 


AN  EXCELLENT  SALT  REPLACEMENT 

ftw. 

Qcdfc-ThM.  (JH&uj  QoduuM.}V<MZ 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0.01%). 

2 oz.  shakers  and  8 oz.  bottles 

Sold  Only  Through  Drugstores . 


Assures 

patient  cooperation 


Neocurtasal,  trademark  reg.  U.S.  Pat.  Oft 
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For  Ample  Air  Right  Now! 

w*' other  Allergic  States 


Med  ilia  ler-EPr 

For  quick  relief  of  bronchospasm  of  any  origin.  More  rapid 
than  injected  epinephrine  in  acute  allergic  attacks. 
Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 

Medihaler-ISO 


Unsurpassed  for  rapid  relief  of  symptoms  of  asthma  and 
emphysema. 


Nothing  is  Faster 


Nothing  is  More 
Effective 


PREMICRONIZATION 

assures  particle  size  for 
maximum  effectiveness . . . 
more  active  medication  per 
dose ...  no  large  particles  to 
cause  unpleasant  taste. 


Photomicrograph 
showing  uniformity  of 
Medihaler  particle  size  averaging 
2.1  microns  diameter.  Space  between 
grid  lines  represents  10  microns 
(1/2500  inch) 


90%  of  MEDICATION 

in  1-5  micron  diameter  particles 

99.9%  of  PARTICLES 

in  1-7  micron  diameter  range 


THE  MEDIHALER® 
PRINCIPLE 

means  automatically 
measured-dose  aerosol 
medications  in  spill- 
proof,  leakproof,  shatter- 
proof,  vest-pocket 
size  dispensers. 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


New  Improved  Premicronized  Medihaler  suspension 
. . .55  meg.  drug/dose  1-5  microns  range 


Old  type  aerosol  solution 10*12  meg.  drug/dose 

1-5  microns  range 

Squeeze  bulb  nebulizers 2-3  meg.  drug/dose 

\ 1-5  microns  range 

LOS  ANGELES 
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TASHAN® 

TO  RELIEVE 

■ simple  eczema 

■ dry,  scaly  skin 

■ detergent  rash 

■ intertrigo,  chapping 

■ contact  dermatitis 

■ minor  burns 

■ sunburn,  windburn 

■ decubitus  ulcers 

■ diaper  rash 

■ excoriation 


These  and  many  other  superficial  skin  complaints  usually  respond  dramati- 
cally to  Tashan  Cream  Roche.  Antipruritic,  soothing  and  healing,  Tashan 
contains  vitamins  A,  D,  E and  cf-panthenol,  in  a cosmetically  pleasing, 
virtually  non-sensitizing,  water-soluble  base. 


ROCHE  LABORATORIES 


In  1-oz  tubes 
and  1-lb  jars. 


Division  of  Hoffmann-La  Roche  Inc  • N utley  10,  N.  J. 
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'T'hese  Visette  owners  are 
-*■  increasingly  making  the 
’cardiogram  a part  of  many 
examinations  in  patients’  homes, 
at  hospitals,  plant  clinics  — 
wherever  the  need  is  indicated. 
Its  18  pound  weight  and  “brief- 
case” size  allow  the  Visette  to 
go  along  on  these  calls  as  readily 
as  an  instrument  bag.  Tests  are 
made  quickly  and  easily  because 
of  such  typical  Visette  features 
as  all  accessories  right  at  hand 
in  the  cover  compartments  . . . 
automatic  grounding  by  push- 
button control  . . . lead  selection 
by  simply  turning  a knob,  with 
automatic  stylus  stabilization 
between  leads  . . . “double- 
check” standardization  signals 
. . . instantly  visible,  inkless 
record  made  by  a heated  stylus 
. . . convenient  “writing  table” 
surface  for  making  test  notations 
on  the  record.  And  Visette  per- 
formance stays  accurate  and 
reliable,  as  a result  of  rugged 
mechanical  construction  . . . the 
use  of  modern  electronic  compo- 
nents including  transistors  and 
aircraft  type  ruggedized  tubes 
. . . and  a smaller,  more  durable 
recording  assembly. 

If,  like  this  growing  number 
of  your  colleagues,  you  feel  your 
practice  would  benefit  by  such 
convenient  ’cardiography,  ask 
your  local  Sanborn  Representa- 
tive for  complete  information 
and  a Visette  demonstration.  Or 
for  descriptive  literature,  write 
Sanborn  Company,  attention 
Inquiry  Director. 


Sanborn  Model  300  Visette  electro- 
cardiograph $625  delivered,  con- 
tinental U.S.A. 


otieyeal  afiet  inlioducfton  . . . 

than  2000  doctors  already  know 

the  convenience  and  value  of  "VISETTE”  ’cardiography 


Model  51  V iso-Car diette,  “ office  standard”  in  thousands  of 
practices,  remains  available  at  $785  delivered,  continental  U.S.A. 


SANBORN 
COM  PA  N Y 

MEDICAL  DIVISION 
175  WYMAN  STREET, 

WALTHAM  54,  MASS.  New  York  Branch  Office  1860  Broadway,  Circle  7-5794  and  7-5795 
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FACT! 


DOCTOR,  IT’S  A 


(yUr 


THEaDIAPHRAGM 
WITH  THE 

CONTOURING 

COIL  SPRING 

OFFERS  YOU  AND  YOUR  PATIENTS 
MORE  BENEFITS  THAN  ANY  OTHER  TYPE 


FIQ.  3 


1.  Expressly  designed  to  assure  your  patient  ease  of  insertion  and  auto- 
matic  placement. 

2.  Conserves  physician's  time  by  reducing  fitting  and  instruction  period. 

3.  Patients  learn  faster  and  develop  greater  confidence  because  of  the  ease 
with  which  they  learn  to  place  and  use  the  diaphragm. 

4.  Affords  greater  patient  protection  by  locking  in  spermicidal  lubricant 
and  delivering  it  directly  under  and  next  to  the  os  uteri. 

5.  Folds  behind  pubic  bone  with  suction-like  action  forming  a more 
effective  barrier. 

6.  Simple  to  remove. 

When  compressed,  diaphragm  forms  into  semi-curve  or  half-moon  shape 

(Fig.  I)  permitting  it  to  pass  easily  along  floor  of  the  vagina  beyond  cervix 

(Fig.  2)  without  any  difficulty.  No  mechanical  inserter  or  introducer  is  re- 
quired (Fig.  2)  since  the  KORO-FLEX  will  not  buckle  or  butterfly  in  form. 


Suggest  the  convenient-economical 
KORO-FLEX  COMPACT  60-95  mm 
Sanitary  plastic  bag  with  zipper  closure. 
Diaphragm,  tube  KOROMEX  Jelly  (3  oz.). 
Cream  (1  oz.  trial  size). 


Available  at  all  prescription  pharma- 
cies. Write  for  descriptive  literature. 


KORO-FLEX  (contouring)  Diaphragm  is  ideal,  not  only  where  ordinary 
coilspring  diaphragms  are  indicated  but  for  Flat  rim  (Mensinga)  type 
as  well. 


May  be  used  in  cases  of  mild 
prolapse,  cystocele  or  rectocele. 


HOLLAND-RANTOS  COMPANY,  145  HUDSON  STREET,  NEW  YORK  13,  N.  Y. 
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Y as  many 
tablets  needed 


• to  produce  diuresis  in  cardiac  edema 
. . . used  alone  or  to  potentiate 
mercurial  diuretics 


• to  relieve  premenstrual  tension 

# to  eliminate  stilbestrol  nausea 


The  Smallest,  Most  Preferred  One  Gram  Enteric 
Coated  Ammonium  Chloride  Tablet,  originated 
by  Brewer  . . . easy-to-swallow  . . . provides 
freedom  from  gastric  irritation  ...  15  gr., 
instead  of  71/2  gr.,  reducing  the  number  of 
tablets  to  be  taken  daily  by  1/2  • • • 


recognized  by  its  unique  mottled  green 
enteric  coating  . . . supplied  in  bottles  of  100 
and  500 


Samples  and  Literature  will  be  mailed  to 
you  immediately  on  your  request 


WORCESTER  8,  MASSACHUSETTS,  U S.A. 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  Lilly)  is  equally  as 
potent  as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nau- 
sea or  constipation,  are  minimal. 
You  will  find  'Darvon’  helpful  in 
any  condition  associated  with  pain. 
The  usual  adult  dose  is  32  mg. 
every  four  hours  or  65  mg.  every 
six  hours  as  needed.  Available  in 
32  and  65-mg.  pulvules. 


DARVON  COMPOUND  (Dextro 
Propoxyphene  and  Acetylsalicylic 
Acid  Compound,  Lilly)  combines  the 
antipyretic  and  anti-inflammatory 
benefits  of  'A.S.A.  Compound’*  with 
the  analgesic  properties  of  'Darvon.’ 
Thus,  it  is  useful  in  relieving  pain  as- 
sociated with  recurrent  or  chronic  dis- 
ease, such  as  neuralgia,  neuritis,  or 
arthritis,  as  well  as  acute  pain  of  trau- 
matic origin.  The  usual  adult  dose  is 
1 or  2 pulvules  every  six  hours  as 
needed. 


Each  Pulvule  ‘Darvon  Compound’  provides: 

' Darvon ’ 32 

Acetophenetidin 16^4f(g. 

'A.S.A’  {Acetylsalicylic  Acid,  Lilly) . . , 

Caffeine  

*‘A.S.A.  Compound’  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  LillJ 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6, 
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to  pull  your  diarrhea  patients  back  in  shape  rapidly 


two  palatable  antidiarrheals 


FOR  IMMEDIATE  RELIEF  OF  SYMPTOMS  AND  A QUICKER  RETURN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


AROBON  — carob  powder... demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics,  no  sedatives,  no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN  —carob  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  2J/£  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  42:182,  1952. 


HOW  DIURETICS  ACT 

Primarily  by  regulation 
of  bicarbonate  transport 

■ 

DIAMOX  acetazolamide 

r .... 

Primarily  by  regulation 
of  chloride  transport 

mercurials 

chlorothiazide 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat.  Off. 


ACETAZ0LAM1DE  LEDERLE 


Advantages  of  DIAMOX  in  single-drug  diuresis  CARDIAC  EDEMA 


Diamox — operating  through  the  well-understood  mechanism 
of  bicarbonate  transport  regulation — provides  ample,  prolonged 
diuresis  in  the  great  majority  of  patients. 

Diamox  is  virtually  nontoxic  . . . has  not  caused  renal  or 
gastric  irritation . . . has  no  pronounced  effect  on  blood  pressure. 
It  is  rapidly  excreted,  does  not  accumulate  in  the  body,  permits 
convenient  dosage  adjustment,  allows  unbroken  sleep.  Small, 
tasteless,  easy-to-take  tablets . . . usual  dosage,  only  one  a day. 


PREMENSTRUAL 

TENSION 

EDEMA  OF 
PREGNANCY 

OBESITY 


Advantages  of  DIAMOX  in  intensive,  two-drug  diuresis  ADVANCED 

CONGESTIVE 
HEART  FAILURE 

When  intensive  diuresis  must  be  maintained,  Diamox,  alter- 
nated with  an  agent  for  regulation  of  chloride  transport,  has 
proved  a regimen  of  choice.  Through  dual  bicarbonate-chloride  REFRACTORY 
regulation,  it  produces  maximal  sodium-water  excretion  with  TfiXFMIA  OF 
minimal  distortion  of  serum  electrolyte  patterns,  greater  U pyljnv 
patient  comfort,  lessened  risk  of  induced  drug  resistance.  PREGNANCY 


* 


. 

effective 
prophylaxis 


93%  EXCELLENT  TO  GOOD  RESULTS 

AQUA  IVY,  AP®  — the  poison  ivy  and  poison 
oak  desensitizer,  developed  by  Strauss  and 
Spain,  is  the  whole  pyridine  extract  of  poison 
ivy  leaves  which  is  alum  precipitated  to  form  an 
insoluble  complex  that  is  readily  suspended  in 
normal  saline  for  injection.  This  results  in  immun- 
ity and  prevents  the  severe  reactions  often  seen 
from  the  prophylactic  use  of  ordinary  poison 
ivy  extracts. 

AQUA  IVY,  AP®,  is  administered  subcut- 
aneously with  little  or  no  pain,  and  without 
the  usual  reaction  at  the  site  of  injection. 
That's  why  it  is  so 

* EFFECTIVE  * NON-IRRITATING 

♦ LONG  ACTING  * INEXPENSP 


Gaillard,  C.  E.:  New  York  State  J.  Med.  56:  2255  (1956.) 
Literature  Available — Write  Dept.  M 
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THE  BIRTCHER  CORPORATION 

Department  nys-658 

4371  Valley  Blvd.,  Los  Angeles  32,  California 

□ Send  me  a copy  of  “Medical  Ultrasonics  in  a Nutshell” 

□ I would  like  a demonstration  in  my  office. 

Dr 

Address 

City Zone State 


She's  Been 


SONATED 


She’s  just  one  of  more  than  a million  patients  who  have  been  treated  with 
Ultrasound  by  the  more  than  20,000  physicians  using  Ultrasonics  in  their 
practices.  If  you  are  thinking  of  buying  an  Ultrasonic  examine  the 

mechanical  features  : look  at  the  transducer.  Is  it  adaptable  (adjustable) 
to  all  five  of  the  recommended  treatment  positions  ? Is  the  crystal  small 

enough  (5CM2  is  the  experts’  choice)  to  treat  the  concave  areas  ? Is  the 
electronic  circuit  stable  so  that  output  remains  constant  throughout 

treatment  ? Is  the  dosage  always  what  reads  on  the  meter  ? Is  the 
manufacturer  experienced  in  producing  equipment  for  the  medical 

profession  ? Does  he  have  dealers  everywhere  to  give  you  service  when 
you  need  it  ? You  owe  it  to  yourself  to  know  the  answers  to  these  questions. 

In  all  sincerity  we  believe  that  every  Birtcher  MEGASON  Ultrasonic 
(there  are  four  models,  you  know)  will  meet  your  every  qualification. 


64  page  booklet 
“Medical  Ultrason- 
ics in  a Nutshell” 
answers  25  com- 
monly asked  ques- 
tions about  ultra- 
sound and  contains 
abstracts  of  several 
medical  journal 
articles. 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 


480  Lexington  Ave.,  N.Y.C.  • ESplanade  2-8269 


1997 


of  infant  feeding 

Standard  formulas  for  WELL  INFANTS 

Since  age,  appetite  and  digestive  capacity 
vary,  hospital  practice  favors  an  individual- 
ized formula  for  each  infant. 

The  total  daily  feeding  usually  amounts  to  2 
ounces  of  milk  per  pound  of  body  weight,  plus 
1 ounce  of  Karo  Syrup  with  enough  water  to 
satisfy  fluid  requirements. 

The  newborn  usually  takes  from  2 to  3 ounces 
of  formula  per  feeding;  the  very  young  infant, 
4 to  5 ounces— the  daily  quota  yielding  over 
50  calories  for  each  pound  the  infant  weighs. 
The  quantity  per  feeding  should  not  exceed 
8 ounces. 

Newborns  are  fed  at  3 to  4 hour  intervals 
throughout  the  24-hour  period— the  2 or  3 
A.M.  feeding  is  discontinued  after  the  neo- 
natal period.  In  the  third  or  fourth  month  the 
10  or  12  P.M.  feeding  is  discontinued,  once 
the  infant  fails  to  awaken  for  the  bottle. 
Standard  but  individualized  formulas  which 
constitute  the  hospital  infant  feeding  regimen 
are  shown  here. 

WHOLE  MILK  FORMULAS 

Each 

Age  Cow’s  Milk  Water  KARO  Feeding  Feedings  Total 
Months  Fluid  Oz.  Oz.  Tbsp. Oz.  in  24  Hrs.  Calories 


Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

21/2 

4 

6 

390 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

31/2 

6 

5 

610 

5 

23 

11 

4 

6V2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  MILK  FORMULAS 

Evap.  Each 

Age  Milk  Water  KARO  Feeding  Feedings  Total 

Months  Fluid  Oz.  Oz.  Tbsp. Oz.  in  24  Hrs.  Calories 


Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

31/2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

6V2 

5 

768 

6 

13 

22 

4 

7 

5 

768 

ADVANTAGES  OF  KARO  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a 

superior  dextrin-maltose-dextrose  i 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which  i 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi-  ; 
fiers  in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

LOW  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians  — Book  of 
Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write: 

Medical  Division 

CORN  PRODUCTS  REFINING  COMPANY 

1 7 Battery  Place,  New  York  4,  N.  Y. 


1998 


Com, 


In  parkinsonism  Parsidol  has  proved  outstandingly  effective 
for  controlling  tremor  and  muscular  rigidity,-  the  principal  impair- 
ments in  this  disease.1’  2 


With  Parsidol  most  patients  show  rapid,  even  dramatic  improve- 
ment— both  in  major  symptoms  and  in  gait,  posture,  balance  and 
speech.  Side  effects  are  minimal.  Parsidol  is  compatible  with  all 
other  antiparkinsonian  drugs  and  its  effectiveness  may  even  be 
increased  in  combination  or  rotation  with  such  preparations  as 
atropine  and  dextroamphetamine.3  Parsidol  improves  the  patient’s 
emotional  perspective,  promotes  a more  optimistic  outlook  as 
physical  coordination  and  dexterity  return. 

Most  patients  can  be  controlled  with  a maintenance  dosage  of 
50  mg.  four  times  daily.  However,  more  severe  cases  may  require 
up  to  600  mg.  daily,  a dosage  level  ordinarily  well  tolerated. 

References:  1.  Doshay,  L.  J.;  Constable,  K.  and  Agate,  F.  J.,  Jr.:  J.A.M.A.  160: 348  (Feb.) 
1956.  2.  Bettis,  H.:J. -Lancet  74: 245  (July)  1954.  3.  Timberlake,  W.  H.  and  Schwab, 
R.  S.:  N.  Eng.  J.  Med.  247:98  (July  17)  1952. 
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Brand  of  Ethopropazine  Hydrochloride 


WARNER  - CHI  LCOTT 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  Cremosuxidine  is  so  pleasant  to  take  too ! 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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The  diagnosis  of  hypothyroidism 
necessitates  a broader  clinical 
concept  and  should  be  considered 
in  a wide  range  of  clinical  condi- 
tions, even  in  the  absence  of  a 
lowered  basal  metabolic  rate.* 
Treatment  implies  a simple,  effec- 
tive and  direct  approach. 


SPECIFY 

ARMOUR 


Unsurpassed  in  quality  and  for 
consistent  therapeutic  results. 


When  to  Suspect  Hypothyroidism*  Growth  failure  in  childhood;  Delayed  puberty; 
Menorrhagia  and  Amenorrhea;  Anovulation,  Infertility,  Habitual  abortion; 

Mastalgia  and  Cystadenosis  of  the  breast;  Obesity  (some  cases);  Peptic  ulcer, 
Hypochlorhydria,  Constipation;  Chronic  fatigue,  Anorexia,  Leanness,  Neurasthenia; 
Anemia  (some  cases);  Dry  skin,  Alopecia;  Allergic  syndromes. 

*Starr,  P.:  Postgrad.  Med.  17:73,  1955. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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For  better  films— proved  SUPERMIX 


® 


STAIN-LESS 

SPEED 

SUPERMIX  LIQUIDS 

DEVELOPER 

REFRESHER 

FIXER* 

FIXER 

26  oz.  makes  1 gal 

$1.42  .... 

$1.42  ... 

$1.22  

$1.27 

12  or  more,  each 

1.28  ... 

1.28 

1.10  

1.14 

80  oz.  makes  3 gal 

3.84  .... 

3.52 

4 or  more,  each 

3.46  .... 

3.17 

1 gal.  makes  5 gal 

5.07  ... 

5.07  ... 

4.25  

4.61 

4 or  more,  each 

4.56  .... 

4.56. 

..  3.83  

....  4.15 

*Comes  in  1 and  5 qt.  only,  to  make  1 and  5 gal.  of  solution. 

• Stainless-steel  processing  tanks  are  no  longer  a luxury  . . . l 
Ask  us  for  full  details  on  economical  G-E  “5-15-5”  models,  f 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Elk  St.  • Phone  3-4447 
BUFFALO 

27  Barker  St.  • GArfieid  5425 
NEW  YORK  CITY 
205  E.  42nd  St.  • MUrray  Hill  9-4422 
ROCHESTER 
66  Scio  St.  • BAker  5-5040 
SYRACUSE 

3001  James  St.  • HOpkins  3-6921 


RESIDENT  REPRESENTATIVES 

CHENANGO  BRIDGE 

H.  J.  MILLER,  2 Elizabeth  St.  • CHenango  Bridge  4608 
CUBA 

G.  C.  REINHEIMER,  36  Maple  St.  • Phone  203 
SARANAC  LAKE 

S.  MARTIN,  24  Birch  St.  • Phone  2049 


/T  0 P I C A l \\ 

lYlENSIIINS 

f / I I \ \ \ 


Antiinflammatory 
^ Antipruritic 
v Antiallergic 
\ Bactericidal 
x Fungicidal 
, Protozoacidal 


action 


ph 5.o  \ \ \ \ Creme 

COR-TAR-QUIN 

ACID  MANTLE®  • hydrocortisone  • stainless  tar  • diiodohydroxyquinoline 

In  subacute  and  chronic  dermatoses,  “especially  where  an  inflammatory  re- 
action was  accompanied  by  increased  scaling  and  lichenification  with  second- 
ary infection  such  as  is  seen  in  seborrheic  dermatitis,  atopic  dermatitis 
contact  dermatitis,  and  neurodermatitis.” 

- Rein,  C.  R.,  and  Fleischmajer,  R.:  Personal  Communication. 
Sig:  Apply  b.  i.  d.  Supply:  Vi  oz.,  1 oz.,  2 oz.,  & 4 oz.  tubes  either  0.5%  or  1.0%  hydrocortisone 

Samples  and  literature  on  request. 

DOME  C 109  WEST  64  ST.,  NEW  YORK  23,  N.Y 

665  N.  Robertson  Blvd.,  los  Angeles.  Calif.  — In  Canada:  2765  Bates  Rd.,  Montreal,  P.Q. 
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in  vaginal  trichomoniasis- 


Vagisec 

liquid  and  jelly 


Trichomonads  are  literally  exploded  by  speedy,  thorough- 
acting  Vagisec®  liquid  and  jelly.  Taking  as  a criterion 
of  cure  repeated  negative  cultures  for  three  months  follow- 
ing treatment,  Weiner1  reported  Vagisec  therapy  “cured” 
90.2%  of  his  patients  (46  of  51). 

Vagisec  therapy  relieved  half  the  patients  of  all  annoying 
symptoms  of  trichomoniasis  after  only  one  week  of  treat- 
ment. In  agreement  with  findings  of  other  investigators,2’3 
three  to  four  weeks  of  therapy  were  sufficient  in  most  cases 
for  complete  eradication  of  trichomonads. 


Such  successful  treatment  of  stubborn  cases  of  vaginal  | 
trichomoniasis  is  due  to  the  penetrating  and  explosive 
action  of  Vagisec  liquid  and  jelly.  Each  spreads  over  the 
entire  mucosal  surface,  reaching  into  folds  and  dissolving 
secretions  to  reach  parasites  buried  beneath.  The  wetting, 
detergent  and  chelating  agents  weaken  trichomonal  cell 
membranes,  remove  waxes  and  lipids,  and  denature  the 
proteins.  Within  15  seconds  of  contact,  hidden  trichomo- 
nads are  exploded.  When  ’round-the-clock  therapy  is 
employed— vaginal  scrub  with  Vagisec  liquid  in  the  office 
and  instillation  of  Vagisec  jelly,  followed  by  home  douches  ■ 
and  insertion  of  jelly— trichomonads  cannot  survive. 

References : 1.  Weiner,  H.  H. : Clin.  Med.  5 :25  (Jan.)  1958.  2.  Decker,  A. : New  York 
J.  Med.  57:2237  (July  1)  1957.  3.  Davis,  C.  H. : West.  J.  Surg.  63:53  (Feb.)  1955. 


th  anniversary 

1883-1958  ' 


service  to  the  medical  and  drug  professions 


JULIUS  SCHMID,  INC. 

423  West  55th  Street , New  York  19 , N.  Y. 


Vagisec  is  a registered  trade-mark  of  Julius  Sobmid,  Inc. 
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■f  infections  . . . PREMOCILLIN 

penicillin  — triple  sulfonamide 

^ combination  in  exceptionally  palatable 

fluid  form  . . . provides  a wider  antibacterial 
spectrum;  is  convenient  to  administer  and  is  usually 
well  tolerated.  PREMOCILLIN  combines  250,000  U.  potassium 
penicillin  G and  0.5  Gm.  sulfonamide  (0.167  Gm.  each  sulfadiazine,  sulfamerazine, 
sulfacetamide)  per  teaspoonful.  • 


premo  pharmaceutical  laboratories,  inc.,  south  hackensack,  new  jersey 


designed  for  the  young 
in  severe  infections  . . 


PREMOCILLIN  ”250” 


WITH 

THREE  SULFONAMIDES 


PHYSICIANS' 

HOME 

for  four  decades  has  given  aid  to 
needy  retired  physicians,  their  wives 
and  widows  throughout  the  State. 
The  need  for  such  aid  is  increasing. 
Your  contribution  will  help  continue 
this  worthy  service. 

• 

Physicians’  Home 
386  Fourth  Avenue 
New  York  16,  N.  Y. 


one  of  baby's 
first  solid  foods 

is  tasty  Junket  rennet- 
custard...  supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 


Ice#. 


un 

RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 
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Investigator 

after  investigator  report 


In  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 
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to 


as  simple  as  J-2,-3 


INITIATE  THERAPY  WITH  'DIURIL1. 

mg.  twice  a day  to  500  mg.  three  times  a day. 


'oiuril*  is  given  in  a dosage  range  of  from  250 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


3 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED: 250  mg.  and  500  mg.  scored  tablets  'diuril' (chlorothiazide);  bottles  of  100  and  1,000. 
'DIURIL*  is  a trade-mark  of  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'diuril* 
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OINTMENT 

and  so  is  still  irritated  by 

diaper  rash 


samples  on  request 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue 
Providence  4,  R.  I. 
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PYRIDIUM  RELIEVES  PAIN  PROMPTLY 


titi-SULFA 

r^o.MsuZu  A 


fa Pyrimidin* ) 


J°ntroh  infection 


BRAND  OF  PHENYLAZO-OIAMINO-PYRIDINE  HCL) 


fills  the  gap  between  complaint  and 
correction  of  urinary  tract  disorders. 
In  20-25  minutes,  Pyridium  gives  re- 
lief of  urinary  tract  symptoms,  even 
before  the  cause  can  be  effectively 
treated.  Diagnosis,  antibacterial, 
action  or  surgery  may  take  time— bu 
pain  relief  can  be  immediate  witl 
Pyridium,  the  standard  urinary  tra< 
analgesic,  warner-chucot 
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VAGINAL  SUPPOSITORIES  AND  POWC 


for  vaginal  moniliasis,  trichomoniasis  or  I: 


85%  CLINICAL  CURES*  In  219  patients  with  either  trichomona!  vagi 
monilial  vaginitis,  or  both,  clinical  cures  were  secured  in  187. 

71%  CULTURAL  CURES*  157  patients  showed  negative  culture  tests 
months’  follow-up  examinations. 


Simple  two-step  treatment  swiftly  brings  relief  a nd 
control  of  vaginal  moniliasis  and  trichomoniasis . 


STEP  1 Office  administration  of  TRICOFURON  VAGINAL  POWDER 
Applied  by  the  physician  at  least  once  a week,  except  during  menstrua 

(Micofur  0.5%  [anti  5-nitro-2-furaldoxime],  the  new  nitrofuran  fungicide,  and  Fur 
0.1%  in  an  acidic,  water-soluble  powder  base).  Plastic  insufflator  of  15  Gm.,  v 
sanitary  disposable  tips.  Also  glass  bottle  of  30  Gm. 

STEP  2 Continued  home  use  to  maintain  moniliacidal-trichomona 
action:  Tricofuron  vaginal  suppositories  Employed  b: 

patient  each  morning  and  night  the  first  week  and  each  night  thereaf 
through  one  cycle,  especially  during  the  important  menstrual 


(Micofur  0.375%  and  Furoxone  0.25%  in  a water-soluble  base)  Box  °f  24  t 

shaped  suppositories,  each  hermetically  sealed  in  green  foil;  with  applicator.  Box 
wedge-shaped  suppositories  without  applicator. 
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•Combined  results  of  12  clinical  investigators.  Data  available  on  request. 


NITROFURANS— a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamide 


EATON  LABORATORIES.  NORWICH.  NEW  YORK 


your  patient  requires... 
low  fat. . . low  calorie.. . 
restricted  fiber...  high 


protein . . . bland . . . 


or  low  purine... 
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ease  the ... 

burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


for  ulcer  cases 

Milk,  when  made  into 
tasty  Junket  rennet- 
custard  is  more  readily 
assimilable  than  un- 
rennetized  milk 


in  bronchial  asthma 
paroxysmal  dyspnea 
Cheyne-Stokes  respiration 

tablets,  ampuls,  powder  and  suppositories 

H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 


RENNET  POWDER 


makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


“ . . .and  now,  we  may  well  ask,  where  will  the  eighteen  million  dollars  for  the  new  hospital  come  from?” 
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manages  both  the  psychic  and  somatic  symptoms 

relieves  emotional  stress  in  the  menopause 


treats  somatic  disturbances  due  to  ovarian  decline 

Milprem 

•trade-mark  MILTOWN®  1 CONJUGATED  ES 

A PROVEN  TRANQUILIZER  ' A PROVEN  ESTR 


ESTROGENS  (EQUINE) 
A PROVEN  ESTROGEN 


SUPPLIED:  Bottles  of  60  tablets. 

EACH  TABLET  CONTAINS:  Miltown®  (meprobamate,  Wallace)  400  mg. 

2-methyl-2-n-propyl-l,3-propanediol  dicarbamate 


Conjugated  Estrogens  (equine)  0.4  mg. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 
Literature  and  samples  on  request. 


# 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


CMP-6671-38 
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2014 


Unusual  Antibacterial  and  Anti-infective  Properties.  More  rapid  absorption 
. . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from 
crystalluria  and  absence  of  significant  accumulation  of  drug,  even 
in  patients  with  azotemia.  1 

Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 
tablets)  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of 
other  sulfonamides — a notable  asset  in  prolonged  therapy.  2 

New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains  the 
prolonged,  high  tissue  concentrations  of  primary  importance  in 
treatment  of  urinary  infections  ...  a therapeutic  asset  toward 
preventing  manifest  pyelonephritis  as  a complication  of  persistent 
bacteriuria  during  pregnancy  and  puerperium.  Maintenance  of 
sterile  urine  in  such  patients  was  accomplished  with  1 tablet  of 
' Kynex  daily.  3 


Dosage : The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first 
day,  followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm. 
every  other  day  for  mild  to  moderate  infections.  In  severe  infec- 
tions where  prompt,  high  blood  levels  are  indicated,  the  initial 
dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive 
J4  of  the  adult  dosage.  It  is  recommended  that  these  dosages  not 
be  exceeded. 


KYNEX— WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (734  grains)  of  sulfame- 
thoxypyridazine.  Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G:  Prolonged  Treatment 
of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England 
J.  Med.  258:1-7,  1958.  2.  Editorial  New  England  J.  Med.  258:48-49, 
1958.  3.  Jones,  W.  F.,  Jr.  and  Finland,  M. : Sulfamethoxypyridazine  and 
Sulfachloropyridazine.  Ann.  New  York  Acad.  Sc.  60:473-483,  1957. 


Sulfamethoxypyridazine  Lederle 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River, -New  York 
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ankle 

there’s  pain  and  j 
inflammation  here...! 
it  could  be  mild  I 
or  severe,  acute  or  ' 
chronic,  primary  or 
secondary  fibrositis— or  eve 
early  rheumatoid 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage  cor- 
ticosteroid1 . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate2-5  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range  of 
application  including  the  entire  fibrositis  syndrome 
as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting  side 
effects1'6  . . . reduces  possibility  of  residual  injury 
. . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times 
daily.  After  desired  response  is  obtained,  gradually 
reduce  daily  dosage  and  then  discontinue, 
subacute  or  chronic  conditions:  Initially  as  above. 
When  satisfactory  control  is  obtained,  gradually  re- 
duce the  daily  dosage  to  minimum  effective  mainte- 
nance level.  For  best  results  administer  after  meals 
and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone, 
the  same  precautions  and  contraindications  observed 
with  this  steroid  apply  also  to  the  use  of  sigmagen. 

References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D„  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  G^lli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  OhioState  M.  J.  52:1037,  1956. 


C Softs'* 


Composition 

meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 


A MIRACLE 

At  the  last  accounting,1  physicians  throughout  the  country  had  administered  at 
least  one  dose  of  poliomyelitis  vaccine  to  64  million  Americans — all  three  doses 
to  an  estimated  34  million.  Undoubtedly,  these  inoculations  have  played  a major 
part  in  the  dramatic  reduction  of  paralytic  poliomyelitis  in  this  country. 


APR.  MAY  JUNE  JULY  AUG.  SEPT.  OCT.  NOV.  DEC. 

Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under  forty  who  have 
vaccine  at  all  and  many  more  who  have  taken  only  one  or  two 

As  it  was  phrased  in  a public  statement  by  the  Department  of 
and  Welfare: 

“It  will  be  a tragedy  if , simply  because 
might  prevent  paralysis  or  even 

Eli  Lilly  and  Company  is  prepared  to  assist  you 
to  reach  those  individuals  who  still  lack  full 
Lilly  representative. 

1.  J.  A.  M.  A.,  165 .21  {November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 

1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

849008  - 
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EDITORIALS 


Untoward  Effects  Following  Antimicrobial  Therapy 


The  use  and  number  of  chemotherapeutic 
agents  has  been  increasing  steadily  since  the 
discovery  of  Prontosil  in  1932.  There  are 
more  than  15  antimicrobial  agents  on  the 
market  today.  This  number  would  be  in- 
creased significantly  if  various  combinations 
of  the  available  agents  are  included.  The 
quantity  of  the  drugs  produced  has  increased 
as  well.  In  1956,  for  example,  production  of 
penicillin  reached  597,589  pounds. 

Chemotherapeutic  drugs  are  being  ad- 
ministered for  a variety  of  reasons,  such  as 
for  primary  bacterial  infections;  for  pro- 
phylaxis against  secondary  bacterial  in- 
vaders in  patients  with  burns,  operations,  in- 
juries, cerebrovascular  accidents,  and  chronic 
and  malignant  diseases,  and  for  preven- 
tion of  extension  of  an  existing  infection. 
Not  infrequently  they  are  given  for  viral  or 
noninfectious  diseases  without  proper  bac- 
terial study.  For  these  they  are  admin- 
istered by  virtually  every  conceivable  route. 

With  the  increased  usage  of  these  agents 
an  increased  number  of  sensitivity  reactions, 
superinfections,  and  metabolic  disturbances 
have  become  evident.  Indeed,  many  of  these 
reactions  have  been  more  serious  than  the 
original  illness  exhibited  by  the  patient. 
Occasionally  the  complication  has  ended 
fatally. 

Most  of  the  allergic  manifestations,  such 
as  skin  rash,  angioneurotic  edema,  and  ana- 
phylactoid reactions  have  been  caused  by 
penicillin  administration  alone,  and  of  these 
30  per  cent  are  considered  to  be  threatening 
to  life.  Although  no  fatalities  have  been  re- 
ported following  the  oral  administration  of 
penicillin,  fatality  rates  due  to  anaphylac- 
toid reactions  following  parenteral  injections 
have  been  reported  to  be  as  great  as  10  per 
cent.  In  1956  over  300  such  cases  were  re- 
ported. On  the  other  hand,  allergic  re- 
actions due  to  broad  spectrum  drugs  are  un- 
common. However,  with  their  administra- 


tion the  number  of  superinfections  caused  by 
microorganisms  partially  or  completely  re- 
sistant are  much  greater  than  those  ob- 
served by  penicillin  therapy.  In  a recent 
survey  (1957),  it  was  found  that  between  80 
and  90  per  cent  of  superinfections  were  due 
to  penicillin-resistant  Staphylococci  and  that 
enterocolitis  was  the  commonest  form. 
Tetracycline  or  its  derivative  was  the  major 
offending  agent.  The  fatality  rate  in  these 
cases  reached  nearly  40  per  cent.  Within  the 
last  year  and  a half,  perhaps  because  of  the 
widespread  use  of  drugs  available  to  treat 
penicillin-resistant  Staphylococcal  infections, 
superinfections  due  to  gram-negative  micro- 
organisms, such  as  Proteus,  pyocyaneus,  and 
coliforms,  as  well  as  fungal  organisms,  such 
as  monilia,  are  now  seen  more  frequently. 
It  has  been  observed  that  1 to  3 per  cent  of 
patients  receiving  broad-spectrum  anti- 
biotics may  develop  superinfections  of  one 
type  or  another. 

The  use  of  chloramphenicol  has  caused 
agranulocytosis  in  at  least  16  cases  reported 
in  a recent  three-year  survey  ending  one 
year  ago.  Children  under  the  age  of  twelve 
years  appear  to  develop  this  serious  compli- 
cation more  frequently.  Fatty  infiltration  of 
the  liver  has  been  described  following  ad- 
ministration of  Aureomycin.  With  an  in- 
creased surgical  use  of  neomycin  for  bowel 
sterilization  or  for  the  reduction  in  number 
of  urea-splitting,  urease-producing  micro- 
organisms in  the  bowels  of  patients  with 
hepatic  coma,  a spruelike  syndrome  with 
loss  of  fecal  fat  has  been  observed  recently. 
This,  too,  must  be  considered  an  unfavorable 
effect  of  antibacterial  therapy. 

It  appears  that  the  greatest  success  with 
the  use  of  antibacterial  substances  is 
achieved  when  the  drugs  are  used  for  a 
specific  purpose,  such  as  therapy  of  beta 
hemolytic  Streptococcal  or  pneumococcal 
infections,  or  with  the  prophylactic  use  of 
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penicillin  in  rheumatic  fever  prevention.  It 
does  not  appear  to  be  wise  to  use  antibac- 
terial substances  without  a clear-cut  indi- 
cation and  without  a proper  pretreatment 
bacteriologic  study.  It  should  be  remem- 
bered that  the  use  of  any  therapeutic  sub- 
stances is  accompanied  by  a calculated  risk. 

Once  again  it  must  be  emphasized  that  the 
physician  should  exercise  superlative  dis- 
cretion and  discrimination  when  he  pre- 
scribes any  chemotherapeutic  material. 


From  production  figures  it  is  evident  that 
antimicrobial  agents  are  being  used  far  too 
often  in  humans.  There  results  needless 
economic  waste  in  drug  costs,  mental  sub- 
ordination to  advertising  claims,  increased 
numbers  of  serious,  even  fatal,  reactions  with 
accompanying  lost  time  for  the  patient,  and 
the  inevitable  development  of  a bacterial 
population  in  our  society  for  which  there  is 
no  effective  specific  therapy  when  we  become 
infected. — A.  B. 


The  For  and  Bill 


A bill  now  in  Congress,  H.R.9467,  is  de- 
signed to  place  the  health  care  of  the  aged 
and  other  OASI  claimants  under  government 
supervision.  This  bill,  introduced  by  Rep. 
Aime  J.  Forand,  would  provide  government 
hospital  and  medical  care  for  about  13 
million  Social  Security  claimants  by  amend- 
ing the  Social  Security  Act.  The  legis- 
lation is  said  to  be  sponsored  by  the  AFL- 
CIO  and  thus  has  legislative  priority. 

This  piece  of  legislation  does  not  seem  to 
be  in  the  public  interest  and  for  this  reason 
is  opposed  by  the  medical  profession  as  bad 
legislation  for  all  Americans.  There  are 
several  reasons  why  this  is  so. 

1.  It  would  bring  the  aged  under  govern- 
ment-controlled and  supervised  health  care. 
The  government  would  set  and  enforce 
standards  of  health  care  under  bureau- 
cratic control,  limiting  the  choice  of  hos- 
pitals and  physicians. 

2.  It  would  eventually  destroy  private 
health  insurance  and  the  Blue  Shield-Blue 
Cross  plans. 

3.  It  would  introduce  into  the  economy 
of  the  country,  on  a permanent  basis,  wage, 
fee,  and  price  fixing  by  government  fiat. 

4.  It  is  national  compulsory  health 
insurance  for  a segment  of  our  population. 
Once  established,  this  concept  would  be 
extended  to  all  Social  Security  claimants. 
Ultimately  America  would  have  national- 
ized hospitals  and  medical  care  for  everyone. 


5.  It  is  an  attempt  to  solve  a compli- 
cated health  problem  by  political  means 
rather  than  through  established  medical 
resources.  Making  the  aged  wards  of  the 
government  with  health  care  handouts  is 
not  the  proper  way  to  solve  the  problem. 

6.  It  would  mean  higher  taxes  and  less 
take-home  pay  for  all  wage  earners  for  the 
benefit  of  a minority. 

7.  It  could  bankrupt  the  entire  Social 
Security  program  and  jeopardize  the  basic 
retirement  incomes  of  millions  of  Americans. 

A basic  objection  to  such  legislation  is 
that  once  enacted  it  becomes  subject  to 
amendment.  As  an  example,  the  bill  in  its 
present  form  would  affect  principally  persons 
over  sixty-five,  approximately  13  million  of 
them.  How  long  would  it  be  before  pres- 
sure would  be  applied  to  lower  the  age 
limit  by  amendment?  If  this  were  done, 
what  would  happen  to  costs  of  operation  of 
the  Social  Security  system?  Taxes  to 
finance  the  present  program  are  already 
scheduled  to  reach  8V2  per  cent  of  pay  roll 
up  to  $4,200  in  coming  years.  The  Forand 
bill  provides  for  raising  the  tax  base  from 
$4,200  of  income  to  the  first  $6,000.  It 
proposes  a political  solution  to  a health 
problem. 

We  urge  our  membership  to  inform 
themselves  about  this  new  proposal.  Do 
we  want  nationalized  hospitals  and  medical 
care  ultimately  for  everyone? 


June  15,  1958 
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The  Journal  Training  Program  Expanded 


It  is  with  pleasure  that  we  announce  that 
the  intraining  program  of  the  Journal 
has  been  expanded  to  include  an  assistant 
editor  on  part-time.  As  will  be  seen  from 
the  annual  report  of  the  Publication  Com- 
mittee, the  growth  of  the  Journal  has 
been  steady  over  the  recent  years  and  will 
probably  continue  to  grow  as  the  Society 
expands.  A large  number  of  interested 
associate  editors  have  assisted  the  Editor 
to  appraise  the  value  of  submitted  articles, 
but  the  executive  direction  of  the  Journal 
has  been  vested  in  one  person  only,  the 
Editor. 

The  Publication  Committee  has  been 
aware  of  certain  risks  to  the  continuity  of 
publication  of  the  Journal  in  having  no 
paid  understudy  to  take  over  for  the  Editor. 
Previous  assistant  editors  have  contributed 
many  valuable  ideas  and  suggestions  on  a 


voluntary  basis  and  have  been  of  invaluable 
assistance  to  the  Editor  as  consultants. 
However,  being  actively  engaged  in  practice 
and  in  teaching,  they  have  had  no  time  nor 
inclination  to  assume  the  executive  functions 
of  the  editorship. 

The  present  Editor  had  the  rare  op- 
portunity to  obtain  his  training  under  the 
scholarly  guidance  of  the  late  Dr.  George  W. 
Kosmak  for  a period  of  ten  years  or  more, 
a period  none  too  long  to  learn  the  funda- 
mentals. 

Now  the  Committee  has,  after  deliberation, 
requested  the  appointment  of  Dr.  William 
Hammond  as  part-time  salaried  assistant 
editor.  Dr.  Hammond  has  for  years  been 
associated  with  the  Journal  as  an  asso- 
ciate editor  as  well  as  a contributor  of 
articles  and  editorials.  He  assumed  his 
duties  on  April  1,  1958. 


ONE- AFTERNOON- A-  WEEK  COURSE  IN 
OCCUPATIONAL  MEDICINE 

Considerable  interest  in  this  course  has  been  demonstrated  by  the  physi- 
cians who  were  asked  to  complete  a questionnaire  concerning  the  conduct  of 
this  course. 

Many  physicians  who  did  not  receive  this  questionnaire  have  been 
writing  the  Bureau  of  Industrial  Health  and  Workmen’s  Compensation  to 
request  a copy. 

Any  physician  who  is  interested  in  attending  a one-afternoon-a-week 
course  in  occupational  medicine  at  the  Institute  of  Industrial  Medicine, 
New  York  University  Post-Graduate  Medical  School,  New  York  City,  may 
obtain  more  information  by  writing  Anthony  A.  Mira,  M.D.,  Director  of 
the  Bureau  of  Industrial  Health  and  Workmen’s  Compensation,  386  Fourth 
Avenue,  New  York  16,  New  York. 
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the  clinical  results  are  positive  when 


restores  positive  nitrogen  balance 

The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses: 

• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  of  both  forms  is  from  10  to  50  mg.  daily. 
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COLON  DISORDERS  “...the  most  effective  avail- 
able colonic  anticholinergic  drug.”1 

for  tflC  colon  “...relieves  or  reduces  diarrhea,  distention 

and  pain ”2 

remedial  action  where  you  want  it.... 


Cantil 

plain  or  with  phenobarbital 


UPPER  6.1.  SYMPTOMS-cholinolytic  of  choice 
in  a variety  of  conditions.3 

Rapidly  and  dramatically  effective  in 
pylorospasm,  biliary  dyskinesia,  peptic 
ulcer,  hiatus  hernia,  chronic  pancreatitis.3 

CANTIL  and  tridal  give  relief  with  unusual  free- 
dom from  urinary  retention,  blurred  vision,  dry 
mouth.23 


TABLET 

Tridal 

(DACTIL  + PIPTAL  in  one  tablet) 

prompt,  prolonged  relief 


See  complete  description  in  1958  P.  D.R. 

(1)  Kleckner,  M.  S.,  Jr.:  J.  Louisiana  M.  Soc.  1 08: 359,  1956. 

(2)  Riese,  J.  A.:  Am.  J.  Gastroenterol.  28:541,  1957.  (3)  Settel,  E.: 
J.  Am.  Geriatrics  Soc.,  in  press. 
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SCIENTIFIC  ARTICLES 

Review  of  New  Knowledge  in  Study  and  Therapy 

of  Infectious  Diseases 


ALDONA  BALTCH,  M.D.,  SYRACUSE,  NEW  YORK 
{From  the  Department  of  Medicine,  State  University  of  New  York  Upstate  Medical  Center ) 


During  the  past  twenty  years  antibiotic 
and  chemotherapeutic  drugs  have  proved 
to  be  of  great  importance  in  therapy  of  infectious 
diseases.  Although  more  and  new  antibiotics 
and  their  combinations  are  being  described  each 
year,  the  therapy  of  infections  seems  to  have 
become  more  complicated  and  difficult.1  This 
has  happened  mainly  because  of  the  increased 
use  of  antibiotics  and  the  consequent  emergence 
of  many  strains  of  antibiotic-resistant  microor- 
ganisms. In  addition,  it  does  not  appear  that 
prophylactic  administration  of  chemotherapeutic 
drugs  has  achieved  the  universal  protection 
against  infection  which  was  desired,  except  of 
course  when  the  drug  was  given  for  a specific 
purpose;  for  example,  the  prevention  of  beta 
hemolytic  streptococcal  infections.  Nor  has  the 
advent  of  adrenocortical  hormones  or  vasopres- 
sor substances  solved  the  problem  of  acute  in- 
fection with  severe  toxemia  and  shock;  indeed, 
if  used  without  proper  antibiotic  therapy  for  the 
primary  disease,  steroids  may  be  extremely 
dangerous.  Perhaps  because  of  these  unsolved 
problems  complicating  therapy  of  infections, 
investigators  have  returned  to  the  study  of 
natural  body  defenses  elaborated  against  in- 
fections. Although  the  importance  of  anti- 
bodies has  been  recognized  for  more  than  seventy 
years,  the  significance  of  gamma  globulin  and 
properdin  has  been  recognized  and  studied  only 
relatively  recently,  i.e.,  in  the  last  five  or  six  years. 
There  seems  to  be  little  doubt  that  these  and 
other  substances  have  an  important  if  not  major 
influence  on  the  outcome  of  any  infection,  re- 
gardless of  its  treatment. 

In  this  paper  some  of  the  newly  described  anti- 


biotics, their  efficacy  and  limitations;  the  com- 
plications caused  by  their  improper  use  in  therapy 
and  prophylaxis;  the  limited  but  sometimes  im- 
portant use  of  adrenal  cortical  steroids  in  acute 
infections,  and  the  progress  in  the  studies  of 
natural  body  defense  mechanisms  in  infection 
are  discussed. 

New  Chemotherapeutic  Agents 

V Penicillin  K is  a new  penicillin  preparation 
effective,  as  are  all  penicillins,  against  pneumo- 
coccal, streptococcal,  neisserian,  spirochetal  and 
penicillin-susceptible  staphylococcal  organisms. 
The  decreased  destruction  of  V penicillin  K by 
gastric  juice  makes  it  the  best  drug  for  oral  ad- 
ministration. If  taken  before  meals,  blood  levels 
twice  as  high  as  those  with  penicillin  V (8  meg. 
per  ml.)  are  obtained  in  thirty  minutes.  If 
taken  after  meals,  levels  similar  to  those  of  peni- 
cillin V (4  meg.  per  ml.)  are  attained.  At  the 
end  of  two  hours  the  two  preparations  produce 
similar  blood  levels  (2  meg.  per  ml.) . 

Kynex  (sulfamethoxypyridazine)  is  a new  sul- 
fonamide with  high  plasma  and  urine  solubility 
and  low  urinary  excretion.  In  the  human  only 
6 to  20  per  cent  is  acetylated.  Eighty-two  to 
96  per  cent  of  a dose  is  recovered  in  the  urine. 
Blood  levels  after  a single  dose  are  maintained  for 
forty-eight  hours  and  longer.  During  the  first 
few  days  of  therapy  the  drug  shows  a tendency 
to  accumulate  in  serum,  but  later  concentrations 
are  maintained  at  more  fixed  levels.  The  average 
dose  is  1 Gm.  daily.  It  may  cause  systemic  tox- 
icity similar  to  other  sulfonamides — occasional 
rash,  headache,  drug  fever,  leukopenia,  purpura — 
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but  because  of  its  high  urine  solubility,  hem- 
aturia and  crystalluria  occur  rarely.  Its  dis- 
tinct advantage  is  that  daily  dosage  regimens  are 
simpler  than  in  the  instance  of  the  more  soluble 
sulfonamides  because  less  is  needed  less  often. 

Vancomycin  is  a new  antibiotic  isolated  from 
Streptomyces  Orient alis.  It  is  a complex  am- 
photeric material,  active  against  gram-positive 
microorganisms  (including  penicillin-resistant 
staphylococci)  and  spirochetes.  Its  chief  disadvan- 
tage is  that  it  must  be  given  intravenously  be- 
cause of  poor  absorption  from  the  intestinal  tract. 
After  intravenous  administration  67  per  cent  is 
recovered  in  urine  within  twenty-four  hours. 
Tissue  concentrations  and  penetration  into  the 
cerebrospinal  fluid  and  bile  are  poor.  A cumu- 
lative action  is  noted  if  it  is  given  more  often  than 
every  eight  to  twelve  hours.  Bacterial  resist- 
ance develops  slowly.  The  known  important 
complications  are  local  thrombophlebitis,  oc- 
casional rash  (4  per  cent),  and  chills.  The  aver- 
age dose  for  therapy  of  a serious  staphylococcal 
infection  is  2 Gm.  daily  given  in  two  doses.  Its 
main  clinical  usage  will  be  in  the  management  of 
staphylococcal  infections  caused  by  organisms 
resistant  to  other  commonly  used  antibiotics. 

Oleandomycin  (Matromycin)  is  an  antibiotic 
derived  from  Streptomyces  antibioticus  and  as  a 
monohydrochloride  salt  presents  as  a white 
crystalline  compound,  soluble  in  water  up  to  5 
per  cent.  It  can  be  administered  by  both  par- 
enteral and  oral  routes.  It  appears  to  be  effec- 
tive principally  against  some  gram-positive 
micro-organisms,  including  the  penicillin-resist- 
ant Staphylococcus.  Its  toxicity  is  low.  The 
chief  disadvantages  of  its  use  in  human  infections 
are  that  therapeutic  efficacy  is  one-third  that  of 
erythromycin  and  that  cross-resistance  develops 
with  erythromycin  and  spiramycin.  Thus, 
oleandomycin  is  of  no  value  if  the  microorganism 
has  become  resistant  to  a superior  drug,  such  as 
erythromycin. 

This  drug  in  combination  with  tetracycline 
is  named  Sigmamycin.  The  tetracycline  effect 
apparently  overshadows  that  of  oleandomycin. 
Synergism  between  the  two  agents  has  not  been 
proved. 

Ristocetin  (Spontin)  has  been  isolated  in  a 
crystalline  state  from  a species  of  actinomycetes, 
Nocardia  lurida.  The  drug  is  composed  of  two 
fractions,  ristocetin  A and  B,  the  B fraction  being 
three  times  more  active  antibacterially.  Its 
activity  is  not  significantly  influenced  by  blood 


or  serum.  It  is  effective  against  gram-positive 
micro-organisms,  including  penicillin-resistant 
Staphylococcus.  Its  chief  disadvantage  is  that 
it  must  be  administered  intravenously.  (There 
is  little  absorption  from  the  gastrointestinal 
tract.)  Its  use  is  followed  by  thrombophlebitis 
at  the  site  of  administration,  occasional  diarrhea, 
skin  rash,  drug  fever,  and  rarely  leukocyte  de- 
pression without  total  bone  marrow  depression. 
There  is  no  known  cross-resistance  with  penicil- 
lin, erythromycin,  chloramphenicol,  tetracycline, 
streptomycin,  or  polymyxin  B.  Its  activity  is 
probably  less  than  that  of  Vancomycin  in 
staphylococcal  infections  and  should  therefore  be 
used  when  it  and  other  agents  fail. 

Kanamycin  is  derived  from  Streptomyces 
Kanamyceticus  (Japan),  and  as  a hemisulfate 
has  broad  microbiologic  properties,  being  effec- 
tive against  tubercle  bacilli,  certain  gram-nega- 
tive organisms,  and  pneicillin-resistant  staph- 
ylococci. Interestingly,  it  is  not  very  active 
against  streptococci  or  pneumococci.  It  is 
given  by  the  intramuscular  route  only,  for  there 
is  minimal  absorption  when  given  orally.  Pene- 
tration into  the  cerebrospinal  fluid  and  muscle 
is  poor.  Approximately  50  per  cent  of  an  in- 
jected dose  is  excreted  in  the  urine  in  twenty-four 
hours.  Toxicologic  studies  in  humans  are  now 
in  progress.  Preliminary  observations  indicate 
that  it  may  simulate  streptomycin  in  its  toxicity. 
With  large  doses  albuminuria  and  casts  occur, 
but  no  elevation  of  the  nonprotein  nitrogen  has 
been  noted.  There  is  no  cross-resistance  be- 
tween Kanamycin  and  neomycin  or  streptomycin. 
Kanamycin  may  prove  to  be  a valuable  drug 
in  management  of  infections  caused  by  Escheri- 
chia coli,  proteus  species,  Klebsiella,  and  peni- 
cillin-resistant staphylococci.  Preliminary  clin- 
ical experiences  suggest  that  in  this  last  infection 
it  may  be  the  drug  of  choice. 

Chemoprophylaxis  and  Its 
Complications 

The  reasons  for  using  antibacterial  agents 
prophylactically  are  multiple.  They  are  used  to 
prevent  secondary  bacterial  complications  in  the 
acutely  or  chronically  ill,  or  in  postoperative  or 
post-traumactic  cases,  and  for  the  prevention 
of  extension  of  an  existing  infection.  However, 
the  degree  of  success  is  highest  in  the  prevention 
of  a specific  infection,  e.g.,  streptococcal,  and 
least  when  protection  against  infection  in  general 
is  attempted.  The  use  of  these  substances  is 
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accompanied  by  dangers,  such  as  invasion  by 
micro-organisms  which  are  not  susceptible  to 
available  drugs,  other  untoward  side  reactions, 
and  occasional  disturbances  in  metabolism. 
Therefore,  the  necessity  for  the  use  of  any  anti- 
bacterial substance  prophylactically  should  be 
evaluated  carefully  before  its  administration  is 
begun. 

There  are  only  a few  definite  instances  in 
which  the  prophylactic  administration  of  an 
antibiotic  may  effectively  prevent  an  infection  in 
the  human.  Rheumatic  fever  can  be  prevented 
by  long,  continued,  judicious  use  of  penicillin 
given  in  small  daily  doses.  This  is  accomplished 
by  preventing  streptococcal  infections.  Ad- 
ministration of  large  doses  are  needed  prior  to  and 
at  the  time  of  dental  procedures  and  other  trau- 
matic experiences  in  patients  with  rheumatic 
heart  disease  in  order  to  prevent  bacterial  en- 
docarditis. 

Similarly,  well-timed  and  judicious  use  of 
antibiotics  can  prevent  other  infections,  such  as 
those  caused  by  spirochetes,  gonococci,  and 
meningococci.  In  such  circumstances  the  anti- 
biotic should  be  used  only  for  short  periods. 
One  can  presume  that  there  are  multiple  other 
situations  in  which  the  prophylactic  use  of  anti- 
microbial agents  may  reduce  the  hazard  of  sub- 
sequent infection,  but  they  cannot  be  common  or 
frequent. 

The  administration  of  an  antibacterial  agent 
may  eliminate  a pathogenic  organism,  but  it 
may  also  be  followed  by  a profound  alteration  in 
the  bacterial  flora  normally  present  in  various 
body  cavities.  For  instance,  administration  of 
penicillin  causes  a disappearance  of  gram-posi- 
tive bacteria  from  the  upper  respiratory  tree; 
they  are  replaced  by  gram-negative  organisms. 
Penicillin  with  streptomycin,  or  tetracycline,  or 
chloramphenicol  alone  may  cause  the  flora  to 
change  even  more  profoundly,  often  with  the 
appearance  of  antibiotic-resistant  staphylococcal 
or  fungal  organisms,  both  potentially  pathogenic. 
Weinstein2-4  has  stated  that  in  1 to  2 per  cent  of 
such  instances  the  secondary  bacterial  or  fungal 
invader  will  actually  cause  disease.  This  phe- 
nomenon of  superinfection  should  be  recognized 
promptly,  and  if  the  patient  is  to  avoid  a new 
and  serious  infection,  change  in  or  cessation  of 
therapy  must  be  considered.  It  is  unfortunate 
that  frequently  there  are  no  effective  drugs  to 
combat  antibiotic-resistant  secondary  invaders. 
The  phenomenon  of  superinfection  is  generally 


seen  on  the  fourth  and  fifth  day  after  initial 
therapy.  This  is  more  particularly  true  in 
children  under  three  years  of  age.  The  type  of 
drug  used  is  also  important,  the  phenomenon 
of  superinfection  occurring  most  commonly  with 
broad-spectrum  antibiotics,  least  commonly  with 
penicillin.  It  is  anticipated  that  cessation  of 
therapy,  when  a profound  change  in  bacterial 
flora  develops  without  secondary  reinvasion  of 
tissues  or  blood  stream,  is  followed  by  a return 
to  a normal  bacteria  flora  within  a period  of  days 
or  several  weeks. 

Antimicrobial  prophylaxis  for  patients  acutely 
ill  with  viral  diseases  or  diseases  of  noninfectious 
origin  does  not  accomplish  the  same  end;  indeed, 
administration  of  chemotherapeutic  agents  under 
such  circumstances  may  be  harmful.  Several 
examples  can  be  cited  to  emphasize  this.  It  has 
been  observed  by  many  that  administration  of 
drugs  in  patients  with  bulbar  poliomyelitis  may 
be  followed  by  secondary  bacterial  compli- 
cations more  than  twice  as  often  as  in  a non- 
treated  group.4  The  patients  were  rendered 
more  susceptible  to  pneumonitis,  cutaneous  in- 
fections, and  bacteremia.  Similarly,  it  has  been 
observed  that  the  lower  the  initial  respiratory 
tract  disease  is,  the  greater  are  the  chances  for  a 
superimposed  secondary  bacterial  infection. 
Also,  in  measles,  secondar}*-  bacterial  infection 
in  an  antibiotically  treated  group  is  ten  times 
more  frequent  than  in  an  untreated  group. 
Further  investigations  have  shown  that  the  in- 
cidence of  secondary  bacterial  infections  is  not 
reduced  in  patients  treated  with  antibiotics  for 
pertussis,  mumps,  chickenpox,  and  infectious 
mononucleosis.  Finally,  Kirby5  and  Kass6  has 
repeatedly  emphasized  that  prophylactic  adminis- 
stration  of  drugs  in  catheterized  patients  is  of  no 
protective  value. 

It  has  been -shown  that  chemoprophylaxis  has 
done  no  appreciable  good  in  patients  with  con- 
gestive heart  failure,  cerebrovascular  accidents, 
diabetic  coma,  shock,  lacerations,  and  burns. 
For  example,  recently  Petersdorf  et  all  studied 
the  results  of  the  prophylactic  use  of  antibiotics 
in  unconscious  patients.  Thirty-two  of  his 
patients  were  placed  on  antibiotics,  30  others 
were  given  none.  Mortality  in  both  groups  was 
54  per  cent.  At  autopsy,  however,  50  per  cent 
of  the  treated  group  had  pneumonia,  while  only 
15  per  cent  of  the  untreated  group  manifested  it. 

Prophylactic  administration  of  drugs  to  pa- 
tients with  chronic  pulmonary  disease  is  most 
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likely  not  justified.  However,  if  cough,  pro- 
duction, and  quality  of  sputum  change,  and 
temperature  and  leukocyte  counts  become  ele- 
vated, treatment  should  be  instituted,  i.e.,  a 
therapeutic  not  a prophylactic  gesture. 

There  is  no  real  evidence  that  postoperative 
chemoprophylaxis  is  of  value.  An  exception  is 
made  in  resection  of  a tuberculous  lung  where 
chemotherapy  should  be  used  prior  to  and  follow- 
ing surgery.  Also,  in  obstetric  practice  in  pro- 
longed labor  where  the  possibility  of  puerperal 
infection  may  exist,  prophylactic  drugs  may 
rarely  be  indicated. 

Finally,  the  use  of  any  therapeutic  substance 
is  accompanied  by  a calculated  risk.  If  there  is 
no  clear  reason  for  the  use  of  a chemotherapeutic 
agent,  do  not  use  it.  Once  therapy  for  a spe- 
cific infection  has  been  instituted,  it  should  not 
be  changed  or  stopped  unless  some  complications 
develop.  In  medicine  today  there  is  no  room  for 
trial  of  antibiotic  therapy  in  infectious  diseases. 

The  Use  of  Steroids  in  Acute  Infections 

Corticotrophin  and  adrenal  cortical  steroids 
have  a pronounced  anti-inflammatory  effect, 
causing  a decrease  in  plasma  cells  and  lympho- 
cytes by  the  lessening  of  deposition  of  fibrin  and 
by  the  reduction  of  necrosis  and  edema.8  With 
their  use  there  is  an  increase  in  arteriolar  tone 
and  there  is  reduced  damage  to  arteriolar  and 
venule  walls,  all  resulting  in  lessened  diapedesis. 
These  anti-inflammatory  actions  caused  by 
steroids  may  be  beneficial  or  detrimental  to 
patients  with  infectious  diseases.  Finland 
et  al9  have  observed  that  patients  with  pneumo- 
coccal pneumonia  treated  with  steroids  or  ACTH 
alone  show  a rapid  subsidence  of  toxic  manifesta- 
tions and  fever  but  maintain  positive  blood 
cultures  for  as  long  as  fourteen  days.  Many 
authors  have  described  a spread  of  tuberculosis 
following  steroid  therapy.  In  neither  event  is 
the  deleterious  effect  of  steroids  due  to  inter- 
ference with  antibody  formation.10 

The  use  of  steroid  therapy  in  any  infectious 
disease  must  be  determined  individually  and 
with  great  caution.  If  they  are  given  for  a brief 
period  of  time  (seven  to  ten  days)  and  at  crucial 
moments,  they  may  reduce  temperature,  in- 
flammation, chills,  and  anorexia  and  certainly 
increase  the  sense  of  well  being.  If  these  ad- 
vantages are  necessary  though,  it  is  imperative 
that  the  patient  receive  concomitantly  a proper 
antibiotic  with  the  steroids.  If  effective  anti- 


biotics are  not  available,  steroids  should  not  be 
used.  The  single  exception  to  this  is  the  patient 
who  has  Addison’s  disease.  It  must  be  empha- 
sized that  the  antibiotic  agent  should  not  be 
stopped  until  steroid  therapy  is  withdrawn. 

Judicious  and  prompt  use  of  steroids  in  some 
instances  of  acute  infection  with  severe  toxemia 
and  shock  may  prevent  fatalities.11-13  Uncon- 
trolled and  painful  symptoms,  such  as  seen  in 
tuberculous  laryngitis,  may  warrant  steroid 
therapy  as  well.  The  major  problem  is  making 
the  decision  about  which  infection  is  serious 
enough  to  warrant  the  risks  of  steroid  therapy. 
If  a decision  has  been  made  to  use  steroids  in  the 
desperate  case,  a daily  dose  of  200  to  300  mg.  of 
hydrocortisone  is  recommended.  The  dose  is 
tapered  slowly  after  the  desired  effect,  and  ACTH 
is  added  for  a few  days  at  the  end  of  the  period. 
The  total  time  for  steroid  administration  should 
not  exceed  seven  to  ten  days.  During  such 
therapy,  promptness  in  recognizing  secondary 
bacterial  complications  is  mandatory.  For  this 
reason,  repeated  cultures  from  the  infected  site 
should  be  obtained.  Water  and  salt  retention, 
hypokalemia,  hypertension,  diabetes,  and  a 
Cushing-like  syndrome  during  steroid  therapy 
can  be  expected  and  proper  precautions  exercised 
to  prevent  them. 

Natural  Resistance  to  Infections 

Natural  or  innate  resistance  is  the  phenomenon 
of  .body  defense  mechanisms  to  infection  dis- 
played by  an  animal  which  has  not  had  prior 
exposure  to  or  experience  with  that  infection. 
The  term  by  definition  excludes  specifically  in- 
duced antibody  immunity  which  remains  after 
the  animal’s  experience  with  a pathogen.  Among 
the  many  mechanisms  of  innate  immunity  are 
local  defenses  which  are  especially  important 
during  the  first  two  to  three  hours  following  an 
infectious  insult.14  During  this  time  a healthy 
host  responds  with  vasodilatation,  increased 
stickiness  of  the  capillary  endothelium,  increased 
permeability  of  the  capillary  wall  to  large  mole- 
cules, leukocytic  diapedesis,  and  four  to  five  hours 
later,  local  lymphatic  and  vascular  thrombosis. 
These  phenomena  are  responsible  for  localization 
of  infection.  The  final  extent  of  any  lesion  is 
thus  determined  during  these  first  few  hours.  In 
addition  to  the  local  defense  phenomena,  sub- 
stances such  as  properdin,  gamma  globulin,  and 
leukocytosis-promoting  factors  have  been  rec- 
ognized as  playing  some  role  in  defense  against 
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infection. 

Properdin  is  an  euglobulin,  most  likely  in  the 
beta  fraction  of  globulins,  and  is  about  0.02  per 
cent  of  total  plasma  proteins.15-18  In  the  pres- 
ence of  all  four  components  of  complement  and 
magnesium,  it  kills  certain  bacteria,  inactivates 
some  viruses,  lyses  abnormal  red  blood  cells 
(such  as  in  paroxysmal  nocturnal  hemoglobin- 
uria), and  kills  certain  protozoa  (toxoplasma). 
Substances  found  to  interact  with  the  properdin 
system  are  highly  branched  polysaccharides  of 
high  molecular  weight,  such  as  zymosan,  endo- 
toxins, dextran,  and  mucins. 

It  has  been  demonstrated  that  properdin  pro- 
tects animals  from  death  after  an  injection  of 
gram-negative  bacteria  or  bacterial  invasion 
following  irradiation  or  hemorrhagic  shock.  In 
man  properdin  levels  are  low  in  severe  bacter- 
emias, pneumonias,  and  fulminating  blood  dys- 
crasias.  Pillemer  has  stated  that  at  least  to  a 
certain  extent  “the  fate  of  the  host  may  depend 
on  the  rapidity  and  extent  to  which  properdin 
is  subsequently  mobilized  and  maintained  in 
response  to  the  stimulus  of  infection.” 

Gamma  globulin  is  another  body  defense 
against  infection.19-20  Approximately  25  Gm.  of 
gamma  globulin  circulates  in  normal  blood.  Oc- 
casionally abnormalities  of  quantity  or  quality  of 
gamma  globulin  are  associated  with  serious  in- 
fectious disease.  Three  forms  of  a metabolic 
disturbance  called  dysglobulinemia  or  agamma- 
globulinemia have  been  described — a physiologic 
and  temporary  form  in  early  infancy,  a congenital 
sex-linked  recessive  trait  in  males,  and  an  ac- 
quired form  in  adults  of  either  sex.  In  other 
diseases,  such  as  multiple  myeloma,  or  chronic 
lymphatic  leukemia,  functional  agammaglob- 
ulinemia may  be  present.  In  these  instances 
also  there  is  a striking  predisposition  to  infection. 
Although  the  total  determination  of  gamma  glob- 
ulin is  relatively  easy,  the  interpretation  of  the 
results  is  difficult,  for  the  total  quantity  repre- 
sents a summation  of  values  for  a number  of  dif- 
ferent fractions  of  the  gamma  globulins.  For  ex- 
ample, antibodies  are  gamma  globulins,  but  they 
represent  only  a small  part  of  the  total  gamma 
globulin  product.  Antibodies  against  infection 
may  be  distinguished  by  their  capacity  to  com- 
bine with  specific  antigens,  but  it  is  conceivable 
that  other  fractions  of  normal  gamma  globulins 
are  also  antibodies  which  have  not  been  tested 
or  detected  by  known  immunologic  reactions. 
It  is  recognized  that  gamma  globulins  increase 


during  immunization  and  are  decreased  in 
patients  with  agammaglobulinemia  in  whom 
antibody  production  is  poor.  It  has  been  ob- 
served that  the  half-life  of  gamma  globulin  is 
thirty-six  days,  that  half  of  the  gamma  globulin 
injected  is  degraded  at  different  rates,  and  that 
a normal  lymph  node  implanted  into  a patient 
with  agammaglobulinemia  will  survive  for  one 
hundred  fifty  to  one  hundred  sixty  days  and  will 
respond  to  an  antigenic  stimulus.  If,  therefore, 
a patient  with  extreme  susceptibility  to  infection 
has  either  decreased  or  no  effective  gamma  glob- 
ulins and  poor  antibody  formation  as  demon- 
strated by  lack  of  immunologic  response  to 
antigenic  stimulus,  and  has  a decrease  in 
lymphoid  tissue  and  absence  of  plasma  cells,  he 
probably  has  the  syndrome  of  agammaglob- 
ulinemia, and  he  should  benefit  from  repeated 
injections  of  gamma  globulin.  Doses  of  0.1  Gm. 
gamma  globulin  per  Kg.  of  body  weight  at  thirty- 
day  intervals  is  recommended.  Although  such 
treatment  usually  presents  an  economic  problem, 
its  results  are  excellent.  It  is  not  known  at 
present  how  long  this  replacement  therapy 
should  be  continued. 

Recently  several  authors  have  studied  the 
usefulness  of  combined  antibiotic  and  gamma 
globulin  therapy  in  animals  and  man  infected 
with  staphylococci.21-22  Lesser  amounts  of  the 
antibiotic  are  required  to  protect  the  animal 
when  gamma  globulin  is  given  concomitantly 
than  when  the  drug  is  used  alone.  Waisbren, 
in  a small  series  of  chronic  and  complicated  hu- 
man infections  has  shown  similar  results  al- 
though, to  be  sure,  they  are  more  difficult  to 
evaluate  than  the  animal  experiences.  Further 
investigation  along  these  lines  is  certainly  war- 
ranted. 

Phagocytosis  as  a mechanism  of  body  protection 
against  infection  vras  described  more  than  fifty 
years  ago.  Formation  of  lactic  acid  within  the 
cell  and  enzymatic  action  of  lysozyme  and  phag- 
ocytin  contribute  to  “intracellular  inflamma- 
tion” and  destruction  of  the  engulfed  micro- 
organism, thus  aiding  the  irradication  of  an  in- 
fection.23 According  to  Tullis  and  Surgenor, 
phagocytosis-promoting  factors  are  now  be- 
lieved to  be  heat  labile  proteins  and  are  present 
in  the  alpha  and  beta  globulin  fractions.24 
These  substances  also  seem  to  be  important  in 
innate  resistance. 

Braun25  has  studied  the  problem  of  bacterial 
mutation  and  bacterial  virulence.  He  believes 
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that  certain  amino  acids,  such  as  thyronine  and 
D-alanine,  may  cause  a mixture  of  virulent  and 
avirulent  micro-organisms  to  become  avirulent. 
Products  of  action  of  desoxyribonuclease  on 
desoxyribonucleic  acid  cause  more  virulent  strains 
to  develop.  In  the  human  there  is  a serum 
globulin  which  may  change  the  virulence  of  the 
invading  micro-organism  in  a fashion  similar  to 
these  in  vitro  observations. 

The  importance  of  nutritional  and  genetic 
factors  cannot  be  ignored  because  general  good 
health  depends  on  such  specific  factors.  Geneti- 
cists are  able  to  obtain  “susceptible”  and  “re- 
sistant” stocks  of  animals  by  inbreeding  and 
selection.  In  life,  however,  one  deals  with  a 
partially  resistant  host  and  a microorganism 
population  of  varying  degrees  of  virulence. 

Finally,  one  may  state  that  the  problems 
associated  with  natural  or  innate  resistance  to 
infection,  although  incompletely  understood,  are 
fascinating.  Because  of  their  complexities,  in- 
terpretation of  new  results  should  be  done 
cautiously  and  critically. 

Summary 

Although  the  importance  of  chemotherapeutic 
agents,  and  in  some  selected  cases  steroid  sub- 
stances, cannot  be  disputed,  the  complications 
these  substances  produce  may  exceed  the  im- 
portance of  their  clinical  usefulness.  They 
should  be  used  only  after  proper  bacteriologic 
evaluation  of  a patient’s  problem  is  made,  this 
being  the  most  important  and  perhaps  only  guide 
to  their  rational  use. 

More  knowledge  is  needed  about  man’s  in- 
nate resistance  to  infection.  Until  we  have  such 


knowledge  and  understanding,  antibacterial 
agents  remain  the  only  specific  treatment  to  aid 
the  patient  in  recovery.  Eventually  practical 
means  to  strengthen  his  own  defenses  will  be 
described. 
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Were  we  to  take  as  much  pains  to  be  what  we  ought  to  be,  as  we  do  to  disguise  what  we  really 
are,  we  might  appear  like  ourselves  without  being  at  the  trouble  of  any  disguise  whatever. — 
la  Rochefoucauld 
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Hemophilus  Influenzae  Meningitis  in  Adults 
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While  meningitis  caused  by  Hemophilus 
influenzae  is  of  fairly  common  occurrence 
in  young  children,  especially  in  America,  it  is 
quite  rare  in  adults.  Dolphin  and  Popham1  of 
London  reviewed  912  cases  reported  between  1899 
and  1948,  confining  themselves  to  those  proved 
bacteriologically  and  eliminating  mixed  infec- 
tions. Only  25  of  these  occurred  in  individuals 
twenty  years  of  age  and  over,  in  addition  to  the 
case  they  recorded.  Since  two  of  these  25  cases 
appear  to  be  duplicated,  their  case  would  bring 
the  total  number  to  24.  Since  then  a number  of 
authors  2-8  have  reported  from  one  to  three  cases. 
It  is  obvious  that  no  single  group  of  clinicians  is 
likely  to  encounter  more  than  an  odd  case  or  two 
of  this  disease  in  adults  in  their  own  material. 
Hence,  each  individual  report  may  add  some  sig- 
nificant information.  Of  equal  certainty  is  the 
fact  that  many  cases  must  have  escaped  estab- 
lishment of  a definite  diagnosis  and/or  documen- 
tation. 

Incidence 

From  the  larger  published  series  it  would  ap- 
pear that  approximately  30  cases  of  influenzal 
meningitis  occur  in  children  for  every  adult  pa- 
tient.1-5 The  disease  is  very  rare  before  the  age 
of  two  months  and  reaches  its  peak  incidence  at 
six  to  nine  months.  After  the  age  of  two  years 
there  is  a sharp  falling  off  of  reported  cases.  We 
have  been  able  to  collect  a total  of  31  cases  re- 
corded in  individuals  aged  twenty  or  over  in  addi- 
tion to  our  case  (Table  I).  There  is  no  complete 
explanation  for  the  high  resistance  to  the  disease 
after  early  childhood.  Of  importance  in  this 
connection  was  the  demonstration  by  Fothergill 
and  Wright26  that  the  whole  blood  of  very  young 
infants  and  adults  contains  large  amounts  of  a 
bactericidal  substance. 

We  have  been  impressed  by  the  presence  in 
three  of  the  five  most  recently  reported  cases  of 
some  kind  of  antecedent  central  nervous  system 
disorder,  namely  idiopathic  epilepsy  beginning  at 
the  age  of  thirty-one,6  cerebrospinal  rhinorrhea,4 


and  in  the  present  case  a former  severe  head  in- 
jury, which  included  skull  fracture  and  con- 
cussion. Head  injuries  and  prior  otorhinologic 
infections  and  operations  are  mentioned  in  the 
older  literature,  but  the  reports  are  too  meager 
in  number  and  details  for  tabulation. 

Clinical  Features 

There  seem  to  be  no  clinical  characteristics  that 
serve  to  differentiate  influenzal  from  other  forms 
of  acute  purulent  bacterial  meningitis  in  the  adult. 
The  disease  often  follows  a simple  respiratory  in- 
fection. At  times  the  patient  has  been  receiving 
antibacterial  drugs.  The  onset  varies  from 
dramatic  suddenness  to  a gradual  worsening  of 
the  preceding  respiratory  infection.  The  tem- 
perature is  usually  elevated  and  may  be  over 
105  F.  There  may  be  no  fever,  however,7  and  in 
the  case  of  an  older  patient  a cerebrovascular  ac- 
cident may  be  suspected.  Severe  headache, 
restlessness,  disorientation,  vomiting,  and  stupor 
are  common.  Examination  will  usually  reveal 
nuchal  rigidity  and  positive  Kernig  and  Brud- 
zinski  signs.  There  may  be  various  neurologic 
abnormalities.  Evidence  of  an  accompanying 
respiratory  disorder  is  likely  to  be  present. 
Table  II  lists  the  symptoms  and  signs  mentioned 
in  individual  case  reports. 

Prior  to  1937  the  duration  of  the  illness  varied 
considerably  but  was  usually  several  weeks. 
With  modern  treatment  improvement  usually 
begins  within  forty-eight  hours,  and  the  illness 
appears  to  be  terminated  within  another  few 
days.  Recovery  may  be  complete,  or  there  may 
be  variable  neurologic  residua.  When  these  in- 
clude visual  disturbances,  giddiness,  or  disorders 
of  equilibrium  it  may  be  difficult  to  distinguish 
the  effects  of  the  disease  itself  from  those  of  the 
therapy  employed. 

Diagnosis 

The  diagnosis  is  usually  made  quite  easily  by 
lumbar  puncture,  though  it  may  come  as  quite  a 
surprise.  Typically  the  fluid  is  turbid  or  cloudy, 
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TABLE  I.  -Summary  op  Reported  Cases  op  Hemophilus  Influenzae  Meningitis  in  Patients  Aged  Twenty  and  Over 


Author 

Reference 

Age 

Sex 

Treatment 

Result 

Saathoff 

1907 

9 

25 

M 

Collargol  injections,  camphor  and  saline  paren- 
terally 

Died 

Cohoe 

1909 

10 

33 

M 

Lumbar  punctures 

Recovered 

Klinger 

1912 

11 

20 

M 

Intravenous  Elektrargol 

Recovered 

Ducrot 

12 

32 

F 

Died 

1913 

Imperatori 

13 

26 

M 

Lumbar  punctures 

Died 

1915 

Lorey 

14 

47 

F 

Lime-tree  flower  tea,  lumbar  punctures 

Recovered 

1917 

Worster-Drought  and  Quarterly 
1923 
Strange 

15 

62 

M 

Pfeiffer’s  Bacillus  Vaccine,  lumbar  punctures 

Died 

16 

51 

M 

Lumbar  punctures 

Died 

1931 

Needles 

1932 

17 

29 

M 

Antimeningococcal  serum  intravenously  and 
intrathecally,  lumbar  punctures 

Recovered 

Dyke  and  Little 
1934 

18 

22 

M 

Antistreptococcal  serum  intrathecally,  lumbar 
punctures 

Recovered 

Neal  et  al. 
1934 

19 

28 

M 

Antimeningoccal  and  antiinfluenzal  serum  intra- 
thecally, lumbar  punctures 

Neal  et  al. 

19 

20  to  30 

M 

Not  stated 

Died 

1934 

Neal  et  al. 
1934 

19 

38 

M 

Antimeningococcal  and  anti-influenzal  serum  in- 
trathecally, lumbar  punctures 

Recovered 

Neal  et  al. 

19 

50  to  60 

F 

Not  stated 

Died 

1934 

Neal  et  al. 

19 

50  to  60 

F 

Not  stated 

Died 

1934 

Applebaum 

1935 

20 

47 

M 

Anti-influenzal  serum  intrathecally  and  intra- 
muscularly 

Recovered 

Watson-Williams 

21 

46 

F 

Intravenous  silver  salts 

Recovered 

1937 

Teggert 

22 

60 

M 

Soluseptasine 

Recovered 

1938 

Neal  et  al. 
1940 

23 

51 

M 

Sulfanilamide  and  azosulfamide,  sulfapyridine, 
serum  and  sodium  sulfapyridine  intrathecally 

Recovered 

Neal  et  al. 
1940 

23 

22 

M 

Sulfapyridine  orally,  sodium  sulfapyridine  and 
serum  intrathecally 

Recovered 

Neal  et  al. 
1940 

23 

35 

M 

Sulfapyridine  orally,  sodium  sulfapyridine  and 
serum  intrathecally 

Recovered 

Mutch 

24 

30 

M 

Sulfonamide  E.O.S. 

Recovered 

1941 

Harold 

25 

59 

M 

Oral  sulfapyridine 

Recovered 

1941 

Dolphin  and  Popham 
1951 

1 

25 

F 

Streptomycin  intramuscularly  and  intrathecally, 
penicillin  intramuscularly  and  intrathecally, 
oral  sulfadiazine 

Recovered 

Steinberg  and  Kagen 
1948 

7 

58 

M 

Penicillin  intramuscularly  and  intrathecally, 
streptomycin  intramuscularly  and  intrathecally 

Recovered 

Applebaum  and  Nelson 
1950 

2,3 

29 

F 

Streptomycin  intramuscularly  and  intrathecally, 
sulfadiazine 

Recovered 

Applebaum  and  Nelson 
1950 

2,3 

44 

F 

Streptomycin  intramuscularly  and  intrathecally, 
sulfadiazine 

Recovered 

Applebaum  and  Nelson 
1950 

2,3 

51 

M 

Streptomycin  intramuscularly  and  intrathecally, 
sulfadiazine 

Recovered 

Mose 

5 

59 

F 

Sulfonamide,  streptomycin  (and  wide-spectrum?) 

Recovered 

1954 

Pike 

1955 

6 

36 

M 

Penicillin  intramuscularly,  dihydrostreptomycin 
intramuscularly,  sulfamerazine  intravenously 
and  orally,  tetracycline  orally 

Recovered 

Meade  and  Weinstein 
1956 

4 

43 

F 

Streptomycin  intramuscularly  and  intrathecally, 
sulfonamides  intravenously 

Recovered 

Romansky  et  al. 

8 

49 

M 

Erythromycin  intramuscularly  and  orally 

Recovered 

1957 

Present  case 

28 

M 

Penicillin  intramuscularly,  sulfadiazine  intra- 
venously and  orally,  chloramphenicol  intra- 
muscularly and  orally 

Recovered 

under  increased  pressure,  and  exhibits  an  eleva- 
tion of  protein,  a lowered  sugar  content,  and  a 
pleocytosis,  chiefly  of  polymorphonuclear  leuko- 
cytes. In  those  reports  in  which  a cerebrospinal 
fluid  cell  count  was  made,  this  ranged  from  138  to 


152,000  per  cu.  mm.  (in  all  but  one  case13  in  which 
there  were  10  or  12  cells  per  cu.  mm.)  with  neutro- 
phils comprising  60  to  100  per  cent.  Where 
quantitative  estimations  of  protein  are  stated, 
this  ranged  from  80  to  1,122  mg.  per  100  ml. 
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TABLE  II.— Frequency  of  Symptoms  and  Signs  Men- 
tioned in  Individual  Case  Reports  (Including  Present 
Case)  in  Adults  With  Hemophilus  Influenzae  Menin- 
gitis 


Symptoms 

Frequency 

Fever 

18 

Headache 

18 

Nuchal  rigidity 

16 

Disordered  sensorium 

15 

Vomiting 

13 

Positive  Kernig  sign 

11 

Focal  neurologic  signs 

9 

Labial  herpes 

3 

Urinary  retention 

2 

Apart  from  one  instance  of  a normal  sugar  con- 
tent, the  value  for  this  ranged  from  complete 
absence  to  59  mg.  per  100  ml.  Means  for  these 
values  were  not  computed,  since  the  reports  are 
few  and  such  phrases  as  “numerous  polymorpho- 
nuclear cells,”  “globulins  increased,”  and  “Pandy 
positive  are  commonly  found. 

The  presence  of  gram-negative  pleomorphic 
bacilli,  which  give  a positive  quelling  reaction 
with  specific  antiserum,  establishes  the  diagnosis 
of  Hemophilus  influenzae  meningitis.  Culture  of 
the  cerebrospinal  fluid  will  confirm  the  diagnosis. 

Other  findings,  such  as  a polymorphonuclear 
leukocytosis  in  the  blood  and  albuminuria,  are 
nonspecific.  In  11  cases  in  which  a white  blood 
count  was  mentioned,  this  ranged  from  6,400  to 
32,000  per  cu.  mm.,  averaging  15,800.  The 
neutrophils  comprised  from  72  to  87.5  per  cent  of 
the  total  leukocytes. 

Prognosis 

Even  before  the  advent  of  the  sulfonamide 
drugs  the  outlook  in  adults  appeared  much 
brighter  than  in  children,  for  eight  out  of  16  pa- 
tients recovered  (Table  I).  Since  1937  all  16 
adult  patients  have  recovered,  although  as  men- 
tioned above,  variable  degrees  of  neurologic  se- 
quelae have  at  times  occurred. 

Treatment 

The  objectives  of  therapy  are  to  induce  as 
rapid  a recovery  as  possible,  to  prevent  or  limit 
neurologic  sequelae,  and  to  avoid  undesirable 
effects  of  antibacterial  drugs. 

General  Measures. — General  nursing  care, 
attention  to  hygiene,  nutrition,  fluid  balance,  and 
necessary  sedation  are  important  therapeutic 
measures.  During  the  initial  days  of  illness  the 
patient  should  have  a special  nurse.  In  our  pa- 
tient we  found  chlorpromazine  useful  in  enhancing 


the  effects  of  other  sedative  drugs.  We  see  no 
reason  to  disagree  with  Jacoby27  that  only  a single 
lumbar  puncture,  for  diagnostic  purposes,  is  nec- 
essary if  the  progress  of  the  disease  is  satisfactory. 
The  therapeutic  use  of  repeated  lumbar  punctures 
and  nonspecific  serum  may  be  mentioned  as  of 
historical  interest  only. 

Specific  Antibacterial  Measures. — It  is 
safe  to  state  that  at  present  there  is  no  general 
agreement  on  three  important  points:  (1) 

whether,  in  addition  to  antibiotics,  sulfonamides 
are  necessary,  (2)  which  antibiotic  is  most  ef- 
fective, and  (3)  whether  intrathecal  therapy 
should  be  generally  used.  In  1955  Finland28 
stated  that  all  the  then-known  antibiotics  had 
been  found  effective  in  vitro  except  carbomycin 
and  bacitracin.  He  believed  that  the  adjunctive 
use  of  sulfonamides  was  probably  not  necessary, 
and  he  speculated  that  tetracycline  might  prove 
to  be  the  drug  of  choice.  The  disadvantage  of 
streptomycin  was  that  it  had  to  be  given  intrathe- 
cally.  Applebaum  and  Nelson,2-3  reporting  their 
results  in  76  patients  of  all  ages  treated  with  strep- 
tomycin, believed  that  their  results  in  the  17  pa- 
tients in  whom  intrathecal  therapy  was  avoided 
were  just  as  good  as  in  the  others  and  suggested 
that  the  intramuscular  route  alone  might  prove 
to  be  more  desirable.  Pike6  was  of  this  same 
opinion.  As  late  as  1956,  however,  Meade  and 
Weinstein,4  who  included  one  adult  among  their 
40  cases,  stated  their  preference  for  both  intra- 
muscular and  intrathecal  streptomycin,  in  addi- 
tion to  the  use  of  a sulfonamide.  They  found 
that  this  regimen  sterilized  the  cerebrospinal 
fluid  more  rapidly  than  any  other  method. 
Whether  a somewhat  earlier  clearing  of  the  spinal 
fluid  warrants  even  the  slight  additional  risk  of 
intrathecal  therapy  remains  to  be  proved.  Re- 
cently an  adult  patient  was  successfully  managed 
with  erythromycin  given  systemically.8 

As  a tentative  suggestion  the  following  is  of- 
fered: Once  the  spinal  tap  is  made  and  blood  is 
drawn  for  culture,  an  intravenous  infusion  is 
started  to  which  sodium  sulfadiazine  is  added, 
large  doses  of  penicillin  (1,000,000  units  for  an 
adult)  are  given  intramuscularly  every  two  hours, 
and  large  doses  of  a wide-spectrum  antibiotic  such 
as  chloramphenicol  are  given  parenterally.  If 
examination  of  the  spinal  fluid  reveals  a meningo- 
coccal infection,  only  the  sulfadiazine  need  be 
continued,  unless  the  patient’s  extreme  restless- 
ness prevents  intravenous  or  oral  therapy.  If  it 
proves  to  be  pneumococcal,  the  wide-spectrum 
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antibiotic  can  be  discontinued.  Finally,  in  the 
unusual  instance  of  a Hemophilus  influenzae  in- 
fection the  penicillin  can  be  discontinued.  When 
the  condition  of  the  patient  permits,  the  oral 
route  can  then  be  substituted  for  the  parenteral  in 
continuing  treatment  with  the  sulfonamide  and 
the  wide-spectrum  antibiotic.  Alkalinization  of 
the  urine  is  of  course  maintained. 

Should  subsequent  experience  show  that  the 
more  rapid  clearing  of  the  cerebrospinal  fluid  by 
means  of  intrathecal  streptomycin  actually  re- 
duces or  eliminates  neurologic  sequelae,  this  regi- 
men plus  intramuscular  strepton^cin  will  re- 
place reliance  on  systemic  use  of  wide-spectrum 
antibiotics.  On  the  other  hand,  if  it  is  shown  in 
the  future  that  the  addition  of  sulfonamide  drugs 
adds  nothing  to  the  use  of  wide-spectrum  anti- 
biotics, the  sulfonamides  can  be  dropped  from  the 
therapeutic  program. 

Case  Report 

A twenty-eight-}- ear-old,  white  male,  a machinist 
in  a dyeing  plant,  was  hospitalized  on  January  22, 
1957,  in  a stuporous  condition.  His  wife  stated  that 
he  had  had  a mild  upper  respiratory  infection  for 
about  a week,  which  culminated  in  a chill  the  day 
prior  to  admission.  He  was  then  given  some 
erythromycin  tablets.  The  following  day  another 
severe  shaking  chill  occurred.  That  evening  he 
complained  of  an  intense  frontal  and  occipital  head- 
ache, vomited  once,  and  became  confused  and 
stuporous. 

The  only  significant  feature  of  the  past  history 
was  a skull  fracture  resulting  in  unconsciousness 
thirteen  years  previously,  due  to  a wartime  bicycle 
accident  in  Italy. 

On  admission  his  temperature  was  104.6  F.,  pulse 
130,  and  blood  pressure  140  systolic  and  80  diastolic. 
The  patient  was  a well-developed  and  well-nourished 
adult,  confused  and  unresponsive  to  questioning, 
but  apparently  conscious.  The  impression  was 
obtained  that  he  tried  to  cooperate  but  was  unable 
to  do  so.  He  was  lying  on  his  side  with  his  neck 
extended,  continuously  moaning.  The  skin  was  hot 
and  dry,  the  throat  reddened,  and  there  was  a thick 
secretion  covering  the  posterior  aspect  of  the 
pharynx.  A healed  depressed  scar  was  present  over 
the  left  supraorbital  and  infraorbital  regions. 
Moderate  nuchal  rigidity  and  a well-marked  Kernig 
sign  were  evident.  The  pupils  were  equal,  regular, 
and  reacted  to  light.  The  patient’s  restlessness 
hampered  the  neurologic  examination,  but  no  other 
abnormalities  were  found.  The  remainder  of  the 
examination  was  nonrevealing. 

The  admission  blood  count  revealed  32,000  leuko- 
cytes per  cu.  mm.,  of  which  81  per  cent  were  seg- 


mented neutrophils  and  2 per  cent  stab  cells,  10 
per  cent  lymphocytes,  and  7 per  cent  monocytes. 
There  were  4,900,000  erythrocytes  per  cu.  mm.,  the 
hemoglobin  was  13  Gm.  per  100  ml.,  and  the  hemato- 
crit was  41  per  cent.  The  serology  was  negative. 
Urine  analysis  revealed  a faint  trace  of  albumen,  an 
occasional  white  cell,  and  an  occasional  red  cell  per 
high  power  field  and  was  otherwise  normal.  A 
blood  culture  resulted  in  no  growth.  Lumbar  punc- 
ture disclosed  a cloudy  fluid.  The  pressure  could 
not  be  measured  because  of  the  patient’s  restlessness. 
There  w'ere  152,000  cells  per  cu.  mm.,  of  which  93 
per  cent  were  segmented  neutrophils  and  6 per  cent 
stab  cells.  There  were  352  mg.  of  protein  and  15 
mg.  of  sugar  per  100  ml.  (done  eight  hours  after 
collection).  There  were  many  pleomorphic  gram- 
negative bacilli,  wrhich  gave  a positive  reaction 
with  anti-Hemophilus  influenzae  type  B serum.  A 
culture  of  this  was  later  identified  by  the  Division 
of  Laboratories  and  Research,  New  York  State 
Department  of  Health,  as  Hemophilus  influenzae, 
Type  B. 

The  patient  was  started  on  intravenous  fluids 
containing  5 Gm.  of  sodium  sulfadiazine,  1 Gm. 
intramuscular  chloramphenicol  every  six  hours,  and 
one  million  units  of  penicillin  every  tw'o  hours.  The 
latter  was  discontinued  early  next  morning  w'hen  the 
bacteriology  of  the  cerebrospinal  fluid  w'as  learned. 
The  subsequent  course  is  depicted  in  the  chart  (Fig.  1 ). 
The  patient  remained  extremely  restless  for  the  first 
thirty-six  hours  and  then  became  rational  and  partly 
oriented.  At  this  time  he  was  able  to  take  oral 
feedings  and  medications.  On  the  third  hospital 
day  he  became  much  more  comfortable  but  still 
exhibited  some  nuchal  rigidity  and  a positive  Kernig 
sign.  At  this  time  the  chloramphenicol  was  re- 
duced to  3 Gm.  per  day.  On  the  fourth  hospital 
day  his  temperature  was  down  to  101.2  F.,  and  there 
was  only  slight  nuchal  rigidity,  but  labial  herpes  had 
appeared.  By  the  sixth  hospital  day  he  had  become 
afebrile,  and  neither  nuchal  rigidity  nor  a positive 
Kernig  could  be  demonstrated.  On  the  following 
day  the  labial  herpes  had  cleared.  The  patient  was 
ambulated,  and  the  chloramphenicol  was  reduced  to 
2 Gm.  per  day.  He  continued  to  improve  rapidly 
thereafter,  complaining  of  slight  fullness  of  the  head, 
weakness  of  the  back,  and  vague  abdominal  dis- 
comfort after  taking  medication.  The  chlor- 
amphenicol was  discontinued  on  the  eleventh  hos- 
pital day  and  the  sulfadiazine  on  the  fourteenth  day. 
During  this  time  the  elevated  w'hite  blood  count  had 
become  normal. 

The  patient  was  discharged  on  February  6,  1957. 
At  this  time  an  electroencephalogram*  revealed  a 

* The  electroencephalograms  were  interpreted  by  Dr. 
George  Jervis,  Director  of  Laboratories,  Letchworth  Village, 
Thiells,  New  York.  The  assistance  of  Dr.  A.  Dolphin  of 
London,  in  the  preparation  of  Table  I,  is  gratefully  ac- 
knowledged. 
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COURSE  OF  28  YEAR  OLD  MAN  WITH  H.  influenzae  MENINGITIS 

Fig.  1 


record  essentially  of  the  alpha  type.  The  frequency 
was  9 to  10  cycles  per  second,  the  voltage  40  to  50 
with  the  usual  increase  in  voltage  in  occipital  leads. 
There  was,  in  addition,  a certain  amount  of  slower 
activity  in  the  6 to  7 cycle  per  second  range,  which 
was  usually  synchronous  and  not  localized.  During 
hyperventilation  the  slow  activity  increased.  This 
was  interpreted  as  a mildly  abnormal  record  with  the 
slow  activity  ascribed  to  recent  recovery  from 
meningitis.  ^ ^ 

On  March  11,  1957,  a thorough  neurologic  ex- 
amination revealed  no  abnormalities.  It  was  de- 
duced from  a psychiatric  evaluation  at  this  time  that 
the  patient  exhibited  some  chronic  anxiety  which 
had  been  intensified  by  his  recent  illness.  The 
electroencephalogram  was  now  within  normal 
limits.  The  patient  scored  115  on  the  Wechsler- 
Bellevue  test. 

Comment 

The  difficulty  in  providing  answers  to  certain 
unsettled  questions  concerning  influenzal  menin- 


gitis is  accentuated  by  the  scarcity  of  clinical  ma- 
terial. 

Possible  reasons  for  the  low  incidence  of  the 
disease  in  older  children  and  adults  have  been 
mentioned.  The  demonstration  of  a bactericidal 
substance  in  whole  blood  was  of  great  interest. 
The  development  of  natural  resistance  to  in- 
fections as  an  individual  matures,  independent  of 
specific  prior  exposure  to  certain  organisms,  is 
also  a well-recognized  concept.  In  those  adults 
who  prove  exceptional  by  coming  down  with  the 
disease,  factors  which  lower  their  resistance  must 
be  considered.  Among  these  are  certain  possi- 
bilities, such  as  prior  injury  to  the  brain  as  well  as 
otorhinologic  diseases  and  operations.  Complete 
reporting  of  cases  observed  may  throw  some  light 
on  this  relationship. 

Although  with  modern  facilities  no  difficulty 
exists  in  making  the  diagnosis,  the  same  cannot  be 
said  for  selection  of  a therapeutic  regimen.  Of  the 
several  controversial  details,  the  main  problem 


June  15,  1958 


2035 


SELMAN  AND  SEIDES 


concerns  the  use  of  a drug  such  as  streptomycin 
intrathecally.  This  would  be  recommended  if  it 
can  be  established  that  the  more  rapid  steriliza- 
tion of  the  cerebrospinal  fluid  so  obtained  di- 
minishes the  incidence  of  neurologic  sequelae  and 
if  these  findings  in  sufficient  numbers  of  pediatric 
patients  can  be  transposed  to  adults.  Additional 
study  of  this  and  other  aspects  of  antibacterial 
medication  appears  indicated. 

Summary 

1.  A total  of  32  proved  cases  of  Hemophilus 
influenzae  meningitis  occurring  in  individuals 
twenty  years  of  age  or  over  has  been  collected 
from  the  literature.  Individual  features  of  these 
cases  have  been  summarized. 

2.  An  additional  case  occurring  in  a twenty- 
eight-year-old  man  has  been  studied.  This  pa- 
tient manifested  the  highest  degree  of  leukocyto- 
sis and  cerebrospinal  pleocytosis  we  have  been 
able  to  find. 

3.  The  rarity  of  this  disease  in  adults  as  com- 
pared with  children,  the  clinical  features, 
methods  of  establishing  a diagnosis  and  the  di- 
vergence of  opinion  in  regard  to  optimal  thera- 
peutic management  have  been  discussed. 

Addendum 

Since  the  preparation  of  this  paper  a report 
has  appeared  (Domz,  C.  A.,  and  Dickson,  D.  R.: 
Am.  J.  Med.  23 : 917,  1957)  in  which  a case  of 
H.  influenzae  meningitis  is  described  in  an  adult 


suffering  from  acquired  agammaglobulinemia 
and  two  other  such  cases  are  cited. 
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Benefit  Payments  Reach  New  High 


Benefit  payments  by  insurance  companies  to  the 
people  of  New  York  State  who  are  covered  by  health 
insurance  policies  reached  a new  high  during  1957. 

In  the  period  from  January  1 through  December 
31,  1957,  over  $252.5  million  was  paid  out  to  help 
cover  the  cost  of  hospital  and  doctor  bills,  and  to 
replace  income  lost  through  sickness  or  disability. 
This  represents  a 14.7  per  cent  gain  over  the  1956 
figure  of  $220.2  million,  and  is  based  upon  reports 
from  insurance  companies  doing  business  in  the 
State. 


The  rise  in  benefit  payments  in  New  York  was 
also  reflected  in  the  figures  for  the  nation  as  a whole. 
Persons  protected  against  the  expenses  of  hospital 
and  medical  care  and  treatment  received  a total  of 
$2.5  billion  in  benefits  from  their  insurance  com- 
pany policies  in  1957,  up  16.1  per  cent  over  the  pre- 
vious year’s  high  of  $2.1  billion.  By  the  end  of  the 
year,  an  estimated  70  million  persons  were  covered 
by  health  cost  policies  bought  from  insurance  com- 
panies, more  than  all  other  types  of  voluntary  health 
plans  combined. — Health  Insurance  Institute 
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Leriche  s Syndrome 

GEORGE  J.  PAUL,  M.D.,  MINEOLA,  NEW  YORK 
{From,  Nassau  Hospital) 


Leriche’s  syndrome  has  a long  and  interesting 
history.  Graham  in  1814  reported  a case  of 
occlusion  of  the  terminal  aorta,  the  diagnosis 
being  made  from  a preserved  specimen.  Various 
papers  had  reported  cases  of  occlusion,  but  none  of 
them  differentiated  whether  the  occlusion  was 
caused  by  thrombosis  or  embolism. 

The  first  paper  which  clearly  defined  the  prob- 
lem was  that  of  Leriche1  in  1940,  and  the  condi- 
tion of  thrombotic  occlusion  of  the  terminal  aorta 
is  now  commonly  called  Leriche’s  syndrome.  He 
wrote  that  the  thrombotic  disease  appears  to  be  a 
disease  with  a long  course.  It  may  remain  com- 
patible for  years  with  a seemingly  almost  normal 
life.  Its  occurrence  is  not  infrequent. 

Incidence 

As  a rule,  patients  are  young  adults  (Leriche 
had  a patient  twenty-nine  years  of  age),  and  most 
of  the  patients  are  males.  In  1952  Jawar  and 
Plice2  reported  a case  of  thrombotic  obliteration 
of  the  abdominal  aorta  occurring  in  a woman. 
From  their  review  of  the  literature,  this  was  the 
third  recorded  authentic  case  in  a female. 

In  1952  Theis3  reported  on  his  series  of  cases. 
From  1934  to  1951  he  had  29  cases.  There  were 
13  females  and  16  males.  This  series  represented 
1.6  per  cent  of  all  patients  examined  for  peripheral 
circulatory  disease  of  the  lower  extremities  at  the 
Presbyterian  Hospital  in  Chicago.  Eighty-six 
per  cent  of  his  patients  were  under  sixty  years  of 
age. 

Clinical  Features 

In  general,  the  patients  come  to  the  physician 
because  of  one  or  several  of  the  following  symp- 
toms. 

1.  Inability  to  keep  a stable  erection.4 — The 
blood  flow  was  insufficient  to  fill  the  spongious 
processes.  If  the  disease  is  left  to  itself,  sexual 
impotency  will  soon  be  permanent.  Although 
this  is  a common  symptom,  there  are  series  re- 
ported where  none  of  the  patients  presented  this 
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symptom. 

2.  Intermittent  claudication. — This  is  a pri- 
mary complaint  in  the  vast  majority  of  patients. 
In  Theis’  series  93  per  cent  of  the  patients  pre- 
sented with  this  complaint. 

3.  Extreme  fatigue  of  both  lower  limbs. — This  is 
an  extreme  weariness  which  comes  quickly  on 
walking  and  may  also  involve  the  hips.  Some- 
times the  weariness  occurs  with  minimal  activity 
such  as  in  the  ordinary  standing  position. 

4.  Atrophy  of  both  lower  limbs. — This  may  be 
difficult  to  appreciate,  since  there  is  no  normal 
limb  to  be  used  for  comparison. 

5.  No  trophic  changes. — The  skin,  nails,  and 
toes  appear  normal.  Wounds,  however,  heal 
sluggishly  or  not  at  all. 

6.  Pallor  of  the  legs  and  feet. — This  may  be 
present  even  when  the  patient  is  in  the  erect  posi- 
tion. When  the  legs  are  elevated,  the  pallor  be- 
comes striking. 

Coldness  of  the  feet  or  legs  is  usually  not  con- 
stant nor  is  it  troublesome.  Nocturnal  rest  pains 
in  the  extremities  are  severe  whenever  infection  or 
gangrene  is  present. 

Onset  of  symptoms  is  insidious  in  the  vast 
majority  of  cases.  The  average  duration  of 
symptoms  is  three  years. 

Cardiac  disease,  hypertension,  cerebral  throm- 
bosis, or  anemia  are  present  in  over  75  per  cent 
of  the  cases.  Since  the  primary  disease  is  not 
confined  to  the  abdominal  aorta,  these  complica- 
tions occur  as  part  of  a generalized  arterial  disease 
process. 

Clinical  investigation  reveals  the  following: 
Skin  temperature  of  the  toes  and  feet  is  usually 
within  normal  limits.  Peripheral  arterial  pulsa- 
tions are  usually  absent.  Oscillometric  readings 
are  frequently  pathognomonic  for  occlusive 
thrombosis  of  the  abdominal  aorta.  The  read- 
ings at  all  levels  of  the  extremities  may  approach 
zero,  but  low  oscillations  are  usually  present  due 
to  collateral  vessels.  The  presence  of  atrophy  of 
both  lower  limbs  is  evidence  of  the  chronicity  of 
the  circulatory  deficiency. 

Vasodilator  tests,  such  as  reflex  heat  or  drugs, 
usually  produce  good  responses.  This  is  con- 
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sidered  reliable  evidence  for  the  success  of 
sympathetic  neurotomy. 

The  presumptive  diagnosis  of  Leriche’s  syn- 
drome is  confirmed  by  the  aortogram,  which  was 
originally  described  by  Dos  Santos.  In  selected 
cases  aortographjr5  gives  a neat  picture  of  the 
lesions,  of  their  extent,  and  of  the  network  of 
anastomoses  which  allow  a very  scanty,  though 
vital,  blood  supply  to  reach  the  ischemic  limbs. 

Pathology 

Disease  of  the  aorta  itself  is  the  primary  cause 
of  the  thrombosis.  Atheromatous  and  calcium 
deposits  in  the  wall  of  the  vessels  narrow  the 
lumen  gradually,  and  rupture  of  the  intima  with 
thrombus  formation  completes  the  occlusion. 

Differential  Diagnosis 

The  primary  problem  in  differential  diagnosis 
concerns  the  differentiation  of  thrombosis  from 
embolism. 

Usually  the  onset  of  thrombosis  of  the  terminal 
aorta  is  gradual,  accompanied  by  a subtle  de- 
velopment of  symptoms.6  This  is  quite  unlike 
the  saddle  embolus,  whose  victim  is  suddenly 
stricken  with  severe  pain  and  cyanosis  of  the  lower 
extremity.  An  exception  to  this,  according  to 
Rothstein,7  is  the  thrombus  which  partially  oc- 
cludes the  aorta  without  producing  symptoms  un- 
til the  narrow  channel  suddenly  becomes  ob- 
literated. In  this  case  thrombosis  may  manifest 
itself  abruptly. 

Another  differentiating  factor  is  the  duration  of 
symptoms.  Commonly  thrombosis  presents 
symptoms  of  months’  or  years’  duration.  The 
patient  with  embolism  of  the  aorta  and  iliac 
vessels  usually  suffers  only  hours  or  days. 
Rarely,  without  surgical  intervention,  does  a case 
of  embolic  obliteration  of  the  aortic  bifurcation  re- 
cover from  the  acute  episode  and  develop  chronic 
arterial  insufficiency  of  the  lower  limbs. 

Antecedent  embolic  phenomena  favor  the 
diagnosis  of  embolism.  Most  cases  of  embolism 
involving  the  aorta  have  infarction  in  the  upper 
extremities,  kidney,  spleen,  or  other  viscera.  In 
nearly  all  embolic  occlusions  of  the  terminal  aorta 
there  is  an  antecedent  history  of  mitral  stenosis, 
auricular  fibrillation,  or  myocardial  infarction  to 
account  for  the  source  of  the  emboli.  In  this 
connection  one  must  remember  the  syndrome 
of  essential  thrombophilia  as  described  by 
Nygaard  and  Brown.8  This  consists  of  multiple 


arterial  occlusions  which  might  easily  be  mistaken 
for  emboli.  In  thrombosis  there  is  in  the  great 
majority  of  cases  a local  pathologic  change  in  the 
aorta  at  the  site  of  thrombosis. 

Chronic  thrombotic  obliteration  of  the  ab- 
dominal aorta  must  be  differentiated  from  other 
conditions  in  which  the  patient  complains  of  easy 
fatigability  of  the  legs  or  intermittent  claudica- 
tion, with  diminished  or  absent  pulsations  in  the 
lower  limbs.  Coarctation  of  the  aorta  may  be 
ruled  out  by  the  absence  of  rib  notching,  the 
presence  of  a normal  aortic  arch  on  the  chest 
x-ray,  and  x-ray  demonstration  of  calcification  of 
the  abdominal  aorta.  This  last  point  is  impor- 
tant because  atherosclerosis  with  calcification  of 
the  aorta  distal  to  coarctation  is  said  to  be  rela- 
tively uncommon. 

Atherosclerosis  obliterans  of  the  legs  occurs  in 
the  more  aged;  trophic  changes  and  gangrene 
appear  relatively  early.  Pulsations  in  the  entire 
abdominal  aorta  are  palpable.  Sclerotic  changes 
in  the  dorsalis  pedis  artery  may  be  detectable. 

Thromboangiitis  obliterans,  or  Buerger’s  dis- 
ease, may  be  differentiated  to  some  extent  by  a 
history  of  phlebitis  which  is  commonly  present. 
Pain  is  a much  earlier  symptom  in  this  condition. 
Although  common  in  Buerger’s  disease,  rubor 
with  dependency  is  rare  in  aortic  thrombotic 
obliteration. 

Aneurysm  of  the  abdominal  aorta  will  usually 
manifest  itself  as  a pulsatile  abdominal  tumor. 
Erosion  of  the  vertebrae  by  the  aneurysm  can 
frequently  be  demonstrated  by  x-ray. 

Dejerine’s  syndrome  is  suggested  by  loss  of 
sexual  power  and  weakness  of  the  lower  extremi- 
ties. This  condition  is  attributed  to  progressive 
occlusion  of  the  arteries  supplying  the  lower  spinal 
cord. 

To  illustrate  many  of  the  points  made  in  this 
paper,  a rather  typical  case  report  is  presented  in 
the  following. 

Case  Report 

A fifty-one-year-old,  white  male  entered  the  hos- 
pital because  of  pain  in  both  lower  extremities  for  the 
past  twelve  months.  During  the  past  year  his  activi- 
ties had  been  markedly  limited  because  of  his  ina- 
bility to  walk  long  distances.  He  had  experienced 
intermittent  claudication,  which  had  become  pro- 
gressively worse  prior  to  admission.  He  described 
his  pain  as  a “crampy  soreness,”  starting  in  the 
calf  and  extending  up  to  the  thighs.  Recently  he 
had  numbness  in  the  left  thigh.  He  had  no  pain 
while  at  rest.  There  was  no  coldness  of  the  feet  or 
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legs.  He  had  experienced  some  sexual  impotence 
during  the  past  year. 

The  patient’s  past  history  was  noncontributory. 

On  physical  examination  he  presented  as  a well- 
! developed,  well-nourished,  white  male  in  no  acute 
distress.  Positive  physical  findings  were  limited  to 
his  lower  extremities. 

The  femoral  pulse  was  present  on  the  right  but 
absent  on  the  left.  Popliteal,  posterior  tibial,  and 
dorsalis  pedis  pulsations  were  absent  bilaterally.  No 
edema  of  the  lower  extremities  was  present.  The 
skin  of  the  feet  and  legs  was  warm  and  of  normal 
color.  No  trophic  changes  were  visible.  He  had 
marked  pallor  of  the  feet  and  legs  on  elevation. 

An  aortogram  revealed  the  presence  of  a partial 
occlusion  of  the  distal  aorta  and  a complete  occlusion 
of  the  left  common  iliac  vessel.  This  patient  sub- 
sequently was  operated  on,  and  a resection  was  per- 
formed of  the  distal  aorta  and  proximal  portions  of 
both  common  iliac  arteries,  with  the  insertion  of  an 
aortic  homograft. 

The  patient  was  recently  seen  for  his  six-month 
follow-up,  and  his  course  since  surgery  has  been  ex- 
cellent. At  the  present  time  he  is  asymptomatic  and 
does  not  have  any  complaints.  He  has  not  had  an 
episode  of  intermittent  claudication,  in  spite  "of 
walking  as  much  as  ten  city  blocks  (approximately 
a half  mile).  He  is  back  at  work  on  light  duty. 
He  has  had  a complete  return  of  sexual  functions. 

Physical  examination  reveals  bilateral  equal  fem- 
oral, popliteal,  dorsalis  pedis,  and  posterior  tibial 
pulses.  There  is  no  edema  of  the  lower  extremities. 
The  skin  of  the  feet  and  legs  is  of  normal  color  and 
warmth.  No  gross  abnormalities  of  the  lower 
extremities  are  present. 

Treatment 

The  treatment  of  Leriche’s  syndrome  has  un- 
dergone tremendous  advancement  these  last  few 
years  due  to  the  advent  of  vascular  surgery. 
Conservative  or  nonsurgical  treatment  is  di- 
rected towards  improving  the  collateral  circula- 
tion to  the  lower  extremity.  This  is  most  success- 
ful when  the  circulatory  deficiency  is  caused  by 
the  aortic  occlusion  and  there  is  a minimal  in- 
volvement of  the  peripheral  arteries. 

Some  of  the  modes  of  therapy  which  have  been 
and  are  currently  being  used  in  this  condition  are 
•as  follows : 

1.  Alternating  positive  and  negative  pressure .9 — - 
This  was  used  prior  to  1946  and  produced  good  re- 
sults. The  objection  to  this  form  of  treatment 
was  the  length  of  time  required  for  furthering  the 
improvement. 

2.  Bilateral  lumbar  sympathectomy. — This  is 
still  being  recommended  routinely.  This  pro- 


cedure removes  the  vasoconstricting  nerve  supply 
to  the  collateral  pathways  below  the  area  of 
sympathectomy  and  to  the  arterial  trunks  below 
the  obliterated  bifurcation.  The  advantages  of 
the  procedure  are  that  improvement  of  the  pe- 
ripheral circulation  occurs  more  rapidly  and  that 
sweating  of  the  limb  ceases  immediately. 

3.  Dietary  restriction  of  cholesterol-containing 
food. — Some  authors  feel  that  this  is  advisable 
because,  as  reported  by  Theis,  subjective  im- 
provement in  some  patients  seemed  to  be  related 
to  the  successful  lowering  of  the  blood  cholesterol. 

4.  Anticoagulant  therapy. — This  is  not  practi- 
cal, nor  is  it  indicated  because  of  the  usual  insid- 
ious onset  of  the  occlusion. 

5.  Resection  of  the  bifurcation  of  the  aorta  and 
the  thrombosed  area. — This  was  thought  to  per- 
form a two-fold  purpose;  it  removes  the  thrombo- 
sis and  prevents  a continuation  of  its  formation, 
which  otherwise  would  be  fatal,  and  it  also  re- 
moves the  area  of  irritation,  which  is  the  site  for 
excitory  vasoconstrictor  impulses  that  produce 
vasospasm  in  patent  peripheral  channels.  How- 
ever, certain  contraindications  are  evident  for  re- 
section of  the  bifurcation  of  the  aorta.  Marked 
arteriosclerosis  does  not  permit  clamping  or 
obliteration  with  surgical  sutures  after  division, 
since  the  vessel  tears  easily  and  fatal  hemorrhage 
may  ensue.  At  operation  the  extent  of  the  throm- 
bosis and  the  degree  of  arteriosclerosis  can  be  de- 
termined by  palpation.  If  the  thrombosis  is  ex- 
tensive and  approaches  the  renal  arterial  orifices, 
resection  is  contraindicated  because  of  the  tech- 
nical difficulty  in  closing  the  proximal  end  of  the 
aorta  and  at  the  same  time  maintaining  function 
of  the  renal  arteries.  Under  such  circumstances 
the  procedure  of  choice  would  be  a bilateral 
sympathectomy. 

6.  Resection  of  the  bifurcation  of  the  aorta  and 
replacement  by  grafts. — Ideal  treatment  of  throm- 
botic occlusion  of  the  terminal  aorta  should  be  di- 
rected towards  re-establishment  of  normal  blood 
flow  via  normal  channels  to  the  lower  extremities. 
This  is  best  accomplished  by  resection  of  the  in- 
volved segment  of  distal  abdominal  aorta  and 
common  iliac  arteries  with  replacement  by  a bi- 
furcation homograft  or  synthetic  prosthesis.10-12 
Before  insertion  of  the  graft  it  is  necessary  to  re- 
move any  thrombi  and  atheromatous  debris  re- 
maining in  proximal  and  distal  segments.  In 
cases  in  which  the  occlusive  process  is  extensive 
distally  and  involves  virtually  the  entire  iliac 
vessels,  thromboendarterectomy  has  been  found 
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less  effective  and  associated  with  a high  incidence 
of  subsequent  thrombosis.  Under  these  circum- 
stances a by-pass  procedure  is  employed,  with  in- 
sertion of  another  segment  of  graft  between  the 
bifurcation  homograft  and  the  femoral  artery  be- 
low. It  is  attached  to  the  bifurcation  homograft 
by  end-to-end  anastomosis  and  below  to  the 
femoral  artery  by  end-to-side  anastomosis.  This 
type  of  procedure  leaves  the  collateral  vessels 
proximal  to  the  femoral  anastomosis  undisturbed 
and  has  proved  highly  successful  in  restoring 
blood  flow  to  the  lower  extremities. 
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Tinea  Capitis  in  a City  Hospital 

Treatment  with  X-Ray 

WILLIAM  M.  SISKIND,  M.D.,  AND  DOROTHEA  RICHTBERG,  M.A.,  BRONX,  NEW  YORK 
{From  the  Department  of  Dermatology  and  Bacteriology,  Morrisania  City  Hospital ) 


Ringworm  of  the  scalp  is  still  prevalent  in 
New  York  City.  The  actual  incidence  is 
not  known,  since  it  is  not  a reportable  disease. 
The  routine  examination  of  school  children  with 
the  Wood’s  light  has  been  abandoned  by  the  New 
York  City  Department  of  Health. 

From  January,  1957,  to  July,  1957,  there  were 
54  admissions  of  suspected  ringworm  of  the  scalp 
to  our  clinic,  indicating  a continued  high  incidence 
of  this  fungus  infection. 

A series  of  specimens  was  obtained  from  pa- 
tients clinically  diagnosed  as  tinea  capitis  from  the 
dermatology  clinic  of  the  outpatient  department 
of  the  Morrisania  City  Hospital,  from  January, 
1957,  to  July,  1957. 

The  frequency  in  which  the  organisms  were  re- 
covered was  as  follows:  25  Microsporum  au- 
douini,  nine  Microsporum  canis,  and  one  Micro- 
sporum gypseum. 

In  an  endeavor  to  shorten  the  period  of  treat- 
ment, it  was  decided  to  change  from  the  long 
home  treatment  to  that  of  x-ray  epilation,  which 
greatly  reduced  the  necessity  of  frequent  peri- 
odic clinic  visits. 

Technic  of  Treatment 

The  following  routine  for  each  patient  was 
instituted  on  admission  to  the  clinic.  A history 


of  duration  of  infection  was  obtained,  and  Wood’s 
light  examination  of  the  scalp  and  cultural  studies 
of  infected  hairs  were  made. 

The  method  of  treatment  consisted  of  epilation 
by  5-point  x-ray  therapy1  and  was  performed  on 
all  children  with  extensive  involvement  of  the 
scalp,  whether  caused  by  M.  audouini  or  M. 
canis.  Patients  with  kerion  follicular  involve- 
ment were  treated  topically,  since  this  is  usually 
self-limiting.  Spot  epilation  was  given  to  two 
patients,  but  both  children  developed  extension  of 
the  infection  in  other  areas  of  the  scalp  after  it 
seemed  that  adequate  time  was  given  for  the 
disease  to  enter  a stable  phase.  The  child  with 
the  M.  gypseum  infection  did  not  return  to  the 
clinic. 

Summary 

Tinea  capitis  was  successfully  treated  by  the  5- 
point  x-ray  epilation  method  in  the  25  cases  of  M. 
audouini  and  nine  cases  of  M.  canis  infected  pa- 
tients treated  at  Morrisania  City  Hospital.  They 
have  remained  symptom-free  to  date. 

Reference 
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The  Efficiency  of  the  Cytologic  Method  in  the 
Detection  of  Bronchogenic  Carcinoma * 

Preliminary  Report 

M.  GARRET,  M.D.,  I.  KOPROWSKA,  M.D.,  H.  A.  LYONS,  M.D.,  C.  G.  CARO,  M.D.,  M.R.C.P., 
AND  MABEL  ELI,  BROOKLYN,  NEW  YORK 

{From  the  Departments  of  Pathology  and  Medicine , State  University  of  New  York  Medical  Center ) 


The  evaluation  of  the  efficiency  of  the  cyto- 
logic method  in  the  detection  of  broncho- 
genic carcinoma  should  be  based  on  the  per- 
centage of  true  positive,  false  positive,  and  false 
negative  diagnoses.  These  figures  depend  on 
proper  technic  in  collection  of  the  specimens, 
fixation  and  staining  of  smears,  and  meticulous 
screening  of  slides  by  experienced  cytotechnicians. 
The  final  results  also  vary  with  the  approach  of 
the  cytologists  toward  the  evaluation  of  markedly 
atypical  cells  which  may  arouse  suspicion  of  a 
malignant  neoplasm. 

The  material  on  which  this  study  is  based  con- 
sists of  500  consecutive  cases  from  the  chest  serv- 
ice of  Kings  County  Hospital  examined  during 
a fifteen-month  period  (June  2,  1955,  to  August 
28,  1956). 

Methods 

Routine  Papanicolaou  technic  was  used  for 
collecting  respiratory  secretions  and  for  prepar- 
ing and  staining  smears.  From  each  sputum 
specimen  four  slides  were  prepared  and  screened, 
and  one  to  four  slides  were  prepared  from  bron- 
chial aspirates,  depending  on  the  amount  of  sedi- 
ment present.  The  number  of  specimens  ex- 
amined from  each  patient  varied  from  one  to 
eight.  The  smears  were  screened  by  cytotech- 
nologists,  and  the  reports,  issued  by  cytopa- 
thologists,  were  based  on  Papanicolaou’s  original 
classification : classes  I through  V.  In  addition, 
deferred  classification  was  used  in  such  cases 
where  marked  cellular  degeneration  or  unusual 
features  of  atypical  cells  precluded  a definite 
cytologic  evaluation. 

Whenever  a biopsy,  surgical,  or  necropsy 
specimen  was  available,  the  tissue  sections  were 


* This  study  has  been  supported  by  the  Division  of  Cancer 
Control  and  Research  of  the  Department  of  Health,  City  of 
New  York,  to  which  the  authors  are  indebted  for  assistance. 


TABLE  I. — Class  Distribution  of  Pulmonary  Secre- 
tions In  50  Cases  of  Histologically  Proved  Pulmonary 
Carcinoma 


Cytologic  Classification 

Number  of  Cases 

Per  Cent 

Classes  IV  and  V 

29 

58 

Class  III 

7 

14 

Deferred 

2 

4 

Classes  I and  II 

12 

24 

studied  and  compared  with  the  smears. 

Results 

1.  Efficiency  of  the  Cytologic  method. — 
There  were  50  cases  of  histologically  proved 
bronchogenic  carcinoma  among  a total  of  500  pa- 
tients (10  per  cent).  The  efficiency  of  the  de- 
tection of  malignant  neoplasm  by  the  cytologic 
method  in  these  50  cases  is  presented  in  Table  I. 
It  is  shown  that  in  58  per  cent  of  these  cases 
smears  provided  definite  evidence  and  in  14  per 
cent  aroused  suspicion  of  carcinoma.  In  4 per 
cent  of  cases  markedly  atypical  cells  of  an  incon- 
clusive nature  were  found,  and  therefore  classifi- 
cation was  deferred.  In  24  per  cent  negative 
cytologic  reports  wrere  issued. 

In  25  of  the  29  cases  which  had  positive  (classes 
IV  and  V)  cytologic  reports,  the  evidence  of  pul- 
monary carcinoma  was  obtained  by  lung  biopsy, 
at  operation,  or  at  necropsy.  In  the  remaining 
four  cases  the  evidence  was  indirect  and  based 
on  the  presence  of  metastases  in  regional  lymph 
nodes.  Similar  indirect  evidence  of  carcinoma 
was  also  accepted  for  one  out  of  seven  cases 
which  had  class  III  cytologic  reports  and  for  two 
out  of  12  cases  which  had  negative  cytologic  re- 
ports. It  is  of  interest  that  one  of  the  12  cases 
which  were  reported  negative  on  the  basis  of  the 
cytologic  findings  also  had  a negative  pathologic 
report  on  bronchial  biopsy.  A critical  review  of 
the  cytologic  specimens  would  lead  to  the  placing 
of  at  least  one  case  with  class  III  cytologic  report 
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TABLE  II. — Comparative  Value  op  Cytologic  Examina- 
tion of  Sputum  and  Bronchial  Washings  for  the  Detec- 
tion of  Proved  Bronchogenic  Carcinoma 


Number 

Type  of  Pulmonary  Secretions  Examined  of  Cases 


Total  of  sputa  and  bronchial  washings 
with  positive  cytologic  reports  (Classes 
IV  and  V)  29 

Only  sputum  examined  7 

Only  bronchial  washings  examined  10 

Both  secretions  examined  but  only  sputum 

positive  4 

Both  secretions  examined  but  only  bron- 
chial washings  positive  3 

Both  secretions  found  positive  5 


in  a higher  class  and  to  the  issuing  of  a deferred 
classification  for  two  out  of  12  cases  with  class  II 
reports.  However,  no  changes  were  made  as  the 
result  of  knowledge  gained  from  subsequent  re- 
view of  the  cytologic  material,  and  the  evaluation 
of  the  accuracy  of  the  cellular  findings  given  in  the 
table  rests  on  the  original  interpretation. 

The  figures  for  the  efficiency  of  the  cytologic 
method  in  detection  of  pulmonary  carcinoma  for 
the  entire  group  of  500  patients  are  preliminary, 
since  follow-up  studies  thus  far  are  only  available 
for  59  per  cent  of  the  49  cases  in  which  positive 
cytologic  reports  were  issued  and  for  31  per  cent 
of  the  32  cases  in  which  suspicious  reports  were 
issued.  The  follow-up  of  these  cases  was  based  on 
data  available  up  to  December,  1956.  There 
were  no  proved  false  positive  reports,  but  there 
were  three  class  III  reports  in  cases  of  tuberculo- 
sis. The  remaining  seven  out  of  ten  class  III  re- 
ports with  available  histologic  follow-up  occurred 
in  cases  of  proved  bronchogenic  carcinoma. 

Among  the  29  cytologically  recognized  and 
histologically  confirmed  cases  of  carcinoma  the 
histologic  type  was  specified  in  the  cytologic  re- 
ports of  17  cases  (58  per  cent).  Out  of  15  cases 
11  (73  per  cent)  of  epidermoid  carcinoma  were 
correctly  diagnosed  as  such.  In  four  cases  of 
epidermoid  carcinoma  the  cytologic  report  made 
no  comment  about  the  histologic  type  of  the  tu- 
mor. In  five  out  of  11  cases  (45  per  cent)  of 
histologically  diagnosed  anaplastic  carcinoma  the 
cytologic  report  had  a comment  about  the  sus- 
pected type  of  neoplasm,  which  was  in  agreement 
with  the  tissue  diagnosis  in  four  cases  and  differed 
in  one. 

The  comparison  of  the  efficiency  in  the  detec- 
tion of  pulmonary  carcinoma  by  the  cytologic 
examination  of  sputum  and  bronchial  washings  is 
given  in  Table  II.  This  table  shows  that  there  is 
a definite  and  mutually  complementary  value  to 
the  examination  of  both  types  of  specimen. 


TABLE  III. — Diagnosis  on  50  Cases  of  Carcinoma 


Data 

Only 

Biopsy 

Only 

Cytology 

Biopsy 

and 

Cytology 

Num 

ber 

- Per 
cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Cases 

19 

29 

31 

Per  cent  of  total 

cases 

36 

58 

62 

Positive  diagnoses 

19 

29 

31 

Cases  examined 

25 

76 

50 

58 

50 

62 

Negative  diagnoses 

6 

21 

42 

38 

Cases  examined 

25 

24 

50 

False  positives 

0 

0 

0 

0 

0 

0 

An  attempt  was  made  to  determine  the  number 
of  specimens  required  per  patient  for  the  more 
efficient  detection  of  bronchogenic  carcinoma  by 
the  cytologic  method.  The  average  number  of 
specimens  per  patient  in  which  cancer  of  the  lung 
was  correctly  diagnosed  from  smears  was  2.5, 
whereas  in  the  false  negative  group  it  was  1.6. 
This  indicates  the  desirability  of  having  at  least 
three  specimens  examined.  In  18  out  of  the  29 
cytologically  positive  and  histologically  confirmed 
cases  of  bronchogenic  carcinoma,  all  specimens, 
ranging  in  number  from  one  to  four  per  patient, 
were  positive.  In  one  case  however,  only  one  out 
of  eight  specimens  submitted  was  positive,  the 
others  being  only  suspicious. 

The  Comparative  Value  of  Detecting 
Bronchogenic  Carcinoma  by  Smears  and 
Biopsies. — Among  the  29  cases  of  histologically 
proved  bronchogenic  carcinoma  correctly  diag- 
nosed on  smears,  that  is,  those  in  which  classes 
IV  or  V reports  were  issued,  biopsy  was  done  in 
21,  being  positive  in  17  and  negative  in  three.  In 
one  case  insufficient  tissue  was  obtained.  In  the 
remaining  eight  cases  (23  per  cent)  no  biopsy  was 
done.  In  19  per  cent  of  the  cases  of  carcinoma 
detected  by  smears  and  in  which  biopsy  was  per- 
formed, it  was  either  negative  or  there  was  in- 
sufficient tissue.  Among  seven  cases  of  car- 
cinoma given  class  III  reports,  ho  biopsy  was 
done. 

In  the  group  of  21  cases  in  which  cytologic  ex- 
amination failed  to  detect  carcinoma,  biopsy  was 
done  in  only  four,  being  positive  in  two  and  nega- 
tive in  two.  In  11  per  cent  of  the  cases  of  car- 
cinoma detected  by  biopsy,  the  cytologic  findings 
were  negative.  The  percentage  of  positive  diag- 
noses in  the  histologically  confirmed  cases  was 
58  (29  out  of  50)  by  cytology  and  76  (19  out  of  25) 
by  biopsy  (see  Table  III).  But  since  for  the  en- 
tire group  of  50  cases  of  proved  bronchogenic 
carcinoma  biopsy  was  performed  in  only  half, 
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cytology  led  to  the  detection  of  58  per  cent 
whereas  biopsy — a more  clinically-difficult  tech- 
nic— detected  only  36  per  cent.  No  false  posi- 
tives were  reported  in  either  group. 

Comment 

The  efficiency  of  the  cytologic  method  in  the 
detection  of  bronchogenic  carcinoma  as  evaluated 
by  percentage  of  true  positive  diagnoses  varies 
from  47.4  to  92.5  per  cent.1-10  Some  statistics, 
however,  are  not  based  on  the  exclusive  use  of 
histologically  confirmed  material,  as  is  done  in  the 
present  limited  series.  In  our  study  higher  per- 
centages of  detection  would  have  been  achieved 
if  a less  conservative  approach  was  used.  How- 
ever, it  is  of  primary  importance  that  positive 
reports  should  be  dependable  and  equivalent  to 
positive  tissue  diagnoses.  The  class  III  reports 
are  therefore  classed  with  the  group  of  false  nega- 
tive, although  70  per  cent  of  these  were  shown  to 
occur  in  cases  of  bronchogenic  carcinoma.  We 
have  in  this  limited  study  successfully  achieved 
our  objective  of  eliminating  false  positives.  With 
a less  conservative  evaluation  of  markedly  atypi- 
cal cells,  undoubtedly  more  cases  would  be  classed 
as  positive.  This  would  decrease  the  dependa- 
bility of  the  test,  but  there  would  be  a corre- 
sponding increase  of  its  sensitivity. 

False  cytologic  diagnoses  of  carcinoma  varying 
from  1 to  8 per  cent  have  been  reported  by  dif- 
ferent workers.  Incorrect  evaluation  of  the  cel- 
lular findings  has  been  attributed  to  an  insuffi- 
cient amount  of  cytologic  material  being  available 
or  to  its  poor  state  of  preservation.  It  has  also 
occurred  in  cases  where  the  diagnosis  was  based 
on  a single  cell  or  where  markedly  atypical  cells, 
peeled  off  from  areas  of  squamous  metaplasia, 
were  erroneously  identified  as  malignant.11-13 

Although  no  false  positive  reports  were  en- 
countered in  our  series,  class  III  reports  were 
issued  in  a few  cases  of  tuberculosis,  and  the 
morphologic  features  of  confusing  cells  in  these 
cases  will  be  discussed  in  a forthcoming  separate 
communication. 

The  percentage  of  positive  diagnoses  is  higher 
in  biopsies  than  in  smears  in  cases  where  both 
technics  were  employed.  But  because  of  the 
difficulty  of  obtaining  tissue,  especially  when  the 
lesion  is  situated  in  the  upper  lobe  or  peripherally, 
more  cases  of  bronchogenic  carcinoma  are  de- 
tected by  the  cytologic  method  than  by  biopsy. 
A combination  of  these  two  methods  gives  the 
best  results. 


The  significance  of  cell  types  has  been  discussed 
by  McDonald.14  The  degree  of  accuracy  of 
“typing”  malignant  tumors  in  smears  has  been 
given  in  a series  by  Foot15  as  89  per  cent  for 
epidermoid  carcinoma,  83.5  per  cent  for  small  cell 
carcinoma,  and  69.2  per  cent  for  large  cell  car- 
cinoma. The  over-all  accuracy  was  80  per  cent. 
In  the  present  study  the  accuracy  was  less  favor- 
able, but  an  attempt  to  define  the  histologic  type 
of  carcinoma  was  not  made  in  every  instance,  and 
the  evaluation  was  based  on  a small  number  of 
cases. 


Conclusions  and  Summary 

1.  The  efficiency  of  the  cytologic  method  in 
the  detection  of  bronchogenic  carcinoma  in  a 
series  of  500  patients  is  analysed  on  the  basis  of 
50  histologically  confirmed  cases  of  lung  car- 
cinoma. Of  these  58  per  cent  had  positive 
(classes  IV  and  V)  cytologic  diagnoses,  and  only 
36  per  cent  were  diagnosed  by  biopsy.  There 
were  no  false  positive  cytologic  reports. 

2.  The  efficiency  in  the  detection  of  broncho- 
genic carcinoma  by  biopsy,  however,  was  76  per 
cent  in  25  of  50  cases  in  which  it  was  employed. 

3.  A combination  of  the  clinically  facile  cyto- 
logic examination  with  its  lower  percentage  of 
positive  findings  and  the  clinically  less  feasible 
biopsy  with  its  higher  yield  (percentagewise)  of 
positive  findings  led  to  the  diagnosis  of  broncho- 
genic carcinoma  in  62  per  cent  of  50  histologically 
proved  cases. 

4.  Cytologic  examination  of  both  sputum  and 
bronchial  washings  was  found  useful  and  mutually 
complementary  in  the  detection  of  bronchogenic 
carcinoma. 
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Intravenous  Nitrofurantoin  ( Furadantin ) 
in  the  Treatment  of  Systemic  Infections 
Caused  by  Antibiotic-Resistant  Bacteria 

CHARLES  E.  FR1EDG00D,  M.D.,  BROOKLYN,  NEW  YORK 
{From  U nit  Hospital) 


The  tremendous  advances  in  the  therapy  of 
infectious  diseases  during  the  past  decade 
have  produced  new  problems,  prominent  among 
these  being  the  appearance  of  extremely  virulent 
pathogenic  bacteria  which  are  resistant  to  all 
available  sulfonamides  and  antibiotics.  In  this 
type  of  cases  we  have  found  that  nitrofurantoin 
(Furadantin*)  can  sometimes  be  life  saving.1 
Until  very  recently,  however,  this  drug  was 
available  only  in  a peroral  form,  rapidly  excreted 
by  the  kidneys  and  producing  nitrofurantoin 
blood  levels  which  are  comparatively  low.2  For 
this  reason  its  use  was  generally  restricted  to 
infections  of  the  urinary  tract  and  prostate, 
although  a few  instances  have  been  reported  of 
apparent  cure  with  nitrofurantoin  perorally  of 
blood  stream  infections  wdth  sensitive  bacteria.1-3 
In  1956  efforts  to  develop  a parenteral  dosage 
form  of  nitrofurantoin  were  successful,  and  wre 
were  supplied  with  the  drug  for  clinical  studies. 
This  report  is  based  on  26  patients  with  severe 
bacterial  infections  who  were  treated  with  an 
intravenous  solution  of  nitrofurantoin  following 
failure  of  other  available  antibacterial  therapy. 

Materials  and  Methods 

The  ages  of  our  26  patients  ranged  between 
nineteen  and  seventy-six  years.  Only  three 
were  younger  than  thirty,  and  six  over  sixty 
years  old.  About  half  were  male.  All  were 
severely  ill  writh  infection  mostly  superimposed 
on  other  pathologic  states:  nine  patients  had 
malignant  neoplasms,  13  had  various  diseases  of 
the  genitourinary  tract,  while  the  remainder 
included  cases  of  peritonitis  due  to  a ruptured 
viscus,  bacterial  endocarditis,  cholecystitis  with 
cholangitis,  empyema,  phlebitis,  pneumonia, 
and  mediastinitis.  Previous  antibacterial  treat- 
ment with  antibiotics  had  proved  unsuccessful 
in  all  patients.  Before  therapy  with  intravenous 


* Trade  name  used  by  Eaton  Laboratories,  Norwich,  New 
York. 


nitrofurantoin,  positive  bacterial  cultures  of  the 
blood  were  obtained  in  nine  patients,  of  the  urine 
in  12,  of  the  bile  in  three,  and  of  the  peritoneal 
fluid  in  five.  Tests  for  in  vitro  sensitivity  to  the 
common  antibacterial  agents  including  nitro- 
furantoin were  carried  out  in  all  cases.  The 
blood  concentration  of  nitrofurantoin  during 
therapy  was  determined  in  13  of  the  patients. 

The  drug  is  supplied  as  a sterile  0.6  per  cent 
solution  of  nitrofurantoin  in  polyethylene  glycol 
300,  each  10-cc.  ampule  containing  60  mg.  of 
nitrofurantoin  (Furadantin  Intravenous  Solu- 
tion). Dilution  of  the  intravenous  solution  is 
done  immediately  prior  to  administration,  using 
sterile  precautions,  and  infusion  should  be  by 
slow  drip.  The  recommended  dose  for  the 
average  adult  is  3 ampules  in  at  least  500  cc. 
intravenous  diluent  twice  daily  for  a daily 
dose  of  360  mg.,  which  is  roughly  com- 
parable to  the  usual  peroral  dose  of  400  mg. 
nitrofurantoin  daily.  For  patients  weighing 
over  180  or  under  120  pounds  the  dosage 
is  increased  or  reduced  proportionately  on 
the  base  of  3.5  mg.  per  Kg.  (1.6  mg.  per 
pound)  of  bodjr  weight.  In  our  study  the  stock 
solution  was  diluted  with  about  20  volumes  of 
5 per  cent  glucose  in  either  water  or  saline,  and 
the  usual  dose  was  either  3 ampules  in  500  cc. 
of  the  diluent  or  4 to  6 ampules  in  1,000  cc. 
diluent,  infused  twice  daily.  Isotonic  saline, 
1/6  molar  sodium  lactate,  and  other  common 
intravenous  solutions  are  compatible,  but  we 
have  not  used  other  diluents,  since  precise  blood- 
electrotyte  data  were  not  always  available. 

In  half  of  our  patients  sufficient  improvement 
was  obtained  within  three  days  to  warrant  dis- 
continuation of  the  intravenous  treatment.  In 
some  of  these  patients  the  drug  was  then  con- 
tinued perorally  for  a period  ranging  up  to  two 
weeks.  The  longest  duration  of  intravenous 
therapy  was  seven  days.  The  daily  dose  ranged 
from  4 ampules  (240  mg.)  to  20  ampules  (1,200 
mg.)  , the  total  dosage  from  720  mg.  to  4,500  mg. 


2044 


New  York  State  J.  Med. 


INTRAVENOUS  NITROFURANTOIN  IN  SYSTEMIC  INFECTIONS 


TABLE  I. — Bacteriologic  Results 


Species 

Total 

Strains 

Elimi- 

nated 

Not 

Elimi- 

nated 

Proteus  sp. 

19 

18 

1 

Escherichia  coli 

8 

8 

Pseudomonas  sp. 

3 

1 

2 

Aerobacter  aerogenes 

3 

3 

Micrococci 

2 

2 

Enterococci 

1 

1 

Streptococcus  hemolyticus 

2 

1 

1 

Streptococcus  faecalis 

1 

1 

Total 

39 

35 

4 

nitrofurantoin.  Other  coincidental  antibacterial 
treatment  was  given  in  only  three  cases:  paren- 
teral chloramphenicol  in  two  patients  and  topical 
nitrofurazone  (Furacin)  in  one. 

Results 

The  results  are  tabulated  according  to  baterio- 
logic  data  and  clinical  diagnoses.  Table  I shows 
the  pathogenic  organisms  involved  in  these  cases 
and  the  strains  eliminated  with  treatment.  In- 
fections with  one  bacterial  strain  were  present 
in  13  patients,  with  two  strains  in  12,  and  three 
in  one  patient,  but  the  presence  of  mixed  in- 
fection did  not  seem  to  influence  results.  Neither 
can  results  be  predicted  according  to  the  species 
involved.  Of  the  four  patients  in  whom  bacterio- 
logic cure  was  not  achieved  one  had  an  alpha- 
hemolytic  Streptococcus  and  one  Proteus  sp. 
alone.  The  other  two  patients  had  Pseudomonas 
associated  with  either  Proteus  sp.  or  Streptococ- 
cus faecalis.  At  the  end  of  the  therapy  Pseudo- 
monas alone  persisted  in  both.  These  results  agree 
with  those  usually  obtained  with  peroral  nitro- 
furantoin therapy:  Proteus  sp.  is  frequently  very 
sensitive  but  Pseudomonas  often  resistant.  Of 
the  three  mixed  infections  with  Pseudomonas 
in  this  series,  this  organism  persisted  in  two;  in 
the  remaining  case  all  three  organisms  present 
(Proteus  sp.,  Pseudomonas  sp.,  and  Escherichia 
coli)  were  eliminated  by  treatment. 


The  two  patients  who  received  nitrofurantoin 
and  chloramphenicol  simultaneously  both  had 
mixed  infections  with  Proteus  sp.;  in  one  case 
this  was  associated  with  Micrococcus  pyogenes 
and  in  the  other  with  E.  coli.  Bacteriologic 
cure  was  achieved  in  both  instances,  and  to 
simplify  Table  II,  these  organisms  are  included 
among  the  “eliminated,”  although  it  cannot  be 
determined  with  certainty  whether  either  single 
drug  or  their  combination  was  in  fact  responsible 
for  eradicating  the  pathogens  in  these  two  cases. 

Table  II  summarizes  clinical  diagnoses  and 
results  in  our  patients.  In  addition  to  the  seven 
patients  classed  under  “peritonitis  and  bactere- 
mia,” the  blood  cultures  were  positive  also  in 
one  case  included  among  those  of  cholecystitis 
and  cholangitis  and  one  of  severe  cystitis  from 
vesical  involvement  by  advanced  intestinal  neo- 
plasm. 

Case  Reports 

Case  1.- — A woman  aged  sixty-nine  was  admitted 
with  a history  of  nausea  and  emesis  for  four  days, 
a temperature  of  103  to  104  F.,  and  general- 
ized abdominal  rigidity  with  rebound  tenderness. 
Roentgenologic  examination  revealed  small  bowel 
obstruction  with  bilateral  subdiaphragmatic  pneu- 
moperitoneum. Penicillin  with  streptomycin,  and 
later  tetracycline,  were  administered  without 
benefit.  Laparotomy  revealed  a perforated  cecum, 
fecal  material  free  in  the  abdominal  cavity,  and 
carcinoma  of  the  right  colon  completely  occluding 
the  intestinal  lumen.  Right  hemicolectomy  was 
performed.  Blood  and  peritoneal  fluid  cultures 
were  positive  for  Escherichia  coli  and  Proteus  sp.,  sen- 
sitive only  to  nitrofurantoin  and  chloramphenicol. 

Postoperatively,  a total  of  2,400  mg.  of  nitro- 
furantoin was  administered  during  four  days, 
infusing  twice  daily  5 ampules  (50  cc.)  of  the  drug 
in  1,000  cc.  of  glucose.  This  dosage  produced  a 
blood  level  averaging  10.5  meg.  per  cc.  and 
ranging  from  6 meg.  to  12.5  meg.  per  cc. 
Her  temperature  became  normal  within  forty- 
eight  hours  of  the  start  of  treatment,  and  wound 


TABLE  II. — Results  by  Clinical  Diagnosis 


Diagnosis 

Number  of  Cases 

Cured  with  Nitro- 
furantoin Used 
Alone 

Cured  with  Nitro- 
furantoin 
Used  with 
Chloramphenicol 

Improved  but 
Culture  Still 
Positive 

Failed 

Peritonitis,  bacteremia 

7 

5 

1 

1 

N ephrolithiasis 

2 

2 

Pyelonephritis,  cystitis 

7 

5 

2 

Cholecystitis,  cholangitis 
Other  (empyema,  endo- 
carditis, mediastinitis, 

4 

3 

1 

etc.) 

6 

3 

2 

1 

- 

. 

— 

— 

— 

Total 

26 

18 

2 

4 

2 
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drainage  ceased  four  days  postoperatively.  Blood 
leukocyte  count  decreased  from  a preoperative 
22,600  to  9,200  per  eu.  mm.,  and  the  patient  was 
discharged  virtually  asymptomatic  two  weeks 
after  admission. 

Case  2. — A man  aged  sixty-six  was  admitted 
with  a history  of  progressively  worsening  cough  of 
several  months’  duration.  One  week  ago  he  began 
having  hemoptysis,  chills,  and  fever.  His  tem- 
perature was  101  F.,  and  fluoroscopy  showed  a 
widened  mediastinum  with  a large  round  mass 
involving  the  left  lower  lobe  bronchus.  The  left 
lower  lobe  of  the  lung  was  atelectatic  with  fluid  in 
the  pleural  cavity.  On  aspiration  and  culture  of 
this  fluid,  a Proteus  sp.  was  grown  and  found  sen- 
sitive to  nitrofurantoin.  Microscopic  examination 
of  the  pleural  fluid  revealed  exfoliated  malignant 
cells.  During  three  days  4 ampules  in  1,000  cc.  of 
glucose  in  water  were  given  intravenously  daily  for 
a total  of  720  mg.  of  nitrofurantoin.  In  addition, 
100  mg.  of  nitrofurantoin  were  given  by  mouth 
four  times  daily  and  the  pleural  cavity  irrigated 
twice  daily  with  nitrofurantoin  solution.  The  empy- 
ema gradually  subsided,  and  the  patient’s  condition 
improved.  He  was  discharged  afebrile  and  feeling 
much  better,  although  the  carcinoma  of  the  lung 
remained  unchanged.  The  blood  levels  of  nitro- 
furantoin during  treatment  averaged  3.1  meg.  per 
cc.,  with  a range  of  1.8  meg.  per  cc.  to  6.0  meg. 
per  cc. 

Case  3. — A man  aged  fifty-six  had  had  an  ab- 
dominal perineal  resection  of  the  rectum  for  car- 
cinoma. Postoperatively  severe  cystitis  developed 
with  chills  and  fever  of  102.4  F.  Dysuria  and 
frequency  increased  in  spite  of  intensive  treatment 
with  penicillin,  streptomycin,  and  sulfonamides. 
Nausea  developed,  so  that  nasogastric  suction  and 
intravenous  fluids  became  necessary.  Urinary 
culture  was  positive  for  Proteus  sp.  sensitive  to 
nitrofurantoin  only.  Four  ampules  of  the  drug 
were  given  intravenously  in  1,000  cc.  of  glucose 
in  water  twice  daily  during  three  days  for  a total 
dosage  of  1,440  mg.  During  treatment  chills  and 
fever  subsided,  blood  leukocyte  count  decreased, 
urine  became  clear,  dysuria  ceased,  and  culture  of 
the  urine  became  negative.  The  blood  level  of  nitro- 
furantoin during  treatment  averaged  6.8  meg. 
per  cc.,  ranging  between  3.4  and  8.2  meg.  per  cc. 

Case  4. — A man  aged  fifty-five  had  recurrent 
bouts  of  prostatitis  and  urethritis  for  several  years. 
During  the  past  two  weeks  his  condition  had  progres- 
sively deteriorated  in  spite  of  sulfonamide  and 
antibiotic  therapy.  His  temperature  was  102  F., 
and  the  prostate  was  markedly  enlarged  and  tender, 
with  a thick,  white  urethral  discharge.  The  patient 
was  complaining  of  severe  pain  in  the  rectum.  The 


urine  was  cloudy,  and  its  culture  was  positive  for 
Proteus  sp.  and  Pseudomonas  sp.  Nitrofurantoin 
was  administered  by  intravenous  drip:  4 ampules 
in  1,000  cc.  of  5 per  cent  glucose  in  water  daily 
during  four  days  for  a total  of  960  mg.  Thereafter, 
nitrofurantoin  was  given  orally  for  seven  more 
days  at  a dosage  of  100  mg.  four  times  daily. 
During  treatment  the  fever  subsided  and  urethral  dis- 
charge ceased,  with  marked  clinical  improvement. 
However,  the  urine  culture  was  still  positive  for 
Pseudomonas  sp. 

Case  5. — A woman  aged  thirty-nine  had  fever 
for  five  weeks  preceding  admission,  with  upper 
respiratory  infection  and  pain  in  the  left  flank. 
The  condition  had  been  deteriorating  progressively 
in  spite  of  treatment  with  penicillin,  erythromycin, 
chloramphenicol,  and  tetracycline.  Blood  culture 
was  positive  for  enterococci  and  alpha-hemolytic 
Streptococcus  sp.  Bacterial  endocarditis  was  di- 
agnosed. Nitrofurantoin  was  administered  in- 
travenously: 1,620  mg.  during  three  days  of  thrice 
daily  doses  of  3 ampules  in  500  cc.  of  5 per  cent 
glucose  in  water.  During  this  therapy  her  con- 
dition improved  rapidty,  her  temperature  decreased 
from  105.6  to  99.8  F.,  and  blood  culture  became 
negative.  However,  two  days  after  treatment 
with  nitrofurantoin  was  discontinued  the  patient’s 
condition  suddenly  deteriorated,  and  she  expired. 
Necropsy  revealed  massive  septic  emboli  to  brain, 
kidney,  spleen,  liver,  and  other  organs. 

Case  6. — A thirty-eight-year-old  woman  had 
cholecystectomy  for  acute  suppurative  cholecys- 
titis. Postoperatively  she  developed  an  E.  coli 
septicemia,  with  a temperature  of  106  F.  Sensi- 
tivity tests  on  the  organism,  obtained  from  bile 
and  blood  cultures,  showed  this  strain  to  be  com- 
pletely resistant  to  every  antibiotic  available. 
The  patient  did  not  respond  to  massive  doses  of 
chloramphenicol,  novobiocin,  tetracycline,  peni- 
cillin, and  streptomycin.  Intravenous  treatment 
with  nitrofurantoin  included  6 ampules  (360  mg.) 
of  the  drug  twice  daily  in  1,000  cc.  of  5 per  cent 
aqueous  glucose.  Her  temperature  decreased  im- 
mediately to  normal  values.  However,  the  patient 
seemed  to  become  stuporous.  In  view  of  the 
possibility  that  the  changes  in  the  sensorium  were 
produced  by  toxic  effects  of  this  high  dose  of  the 
drug  (twice  the  recommended  dosage),  the  drug 
was  discontinued  after  1,440  mg.  had  been  so  ad- 
ministered during  forty-eight  hours.  Her  senso- 
rium cleared,  but  the  fever  returned,  her  temperature 
reaching  104.6  F.  within  twenty-four  hours.  A 
blood  culture  taken  at  this  time  was  reported 
negative.  Nitrofurantoin  was  started  again  in- 
travenously at  a lower  dosage  (3  ampules  twice 
daily  in  1,000  cc.  diluent).  After  three  days  of 
such  treatment  all  symptoms  of  the  infection  dis- 
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appeared,  and  an  uneventful  recovery  ensued. 

Case  7. — A nineteen  year  old  girl,  who  had  a 
criminal  abortion  with  intestinal  rupture,  developed 
a diffuse  peritonitis  and  an  E.  coli  septicemia. 
She  was  treated  with  penicillin,  streptomycin, 
intravenous  tetracycline,  and  chloramphenicol, 
without  improvement.  The  sensitivity  tests  showed 
the  organism  to  be  completely  resistant  to  all 
known  antibiotics.  The  patient  was  deteriorating 
progressively  when  nitrofurantoin,  6 ampules 
(360  mg.)  in  1,000  cc.  of  5 per  cent  glucose  in  water, 
was  administered  continuously  by  intravenous 
drip  for  four  days.  This  dosage  averaged  800  mg. 
of  nitrofurantoin  daily.  Her  clinical  course  im- 
mediately improved,  she  became  afebrile,  mental 
alertness  returned,  and  she  eventually  made  a com- 
plete recovery  without  showing  any  apparent  side- 
effects  from  the  drugs. 

Comment 

It  is  of  interest  that  treatment  with  intravenous 
nitrofurantoin  was  followed  by  negative  cultures 
in  both  of  the  patients  classified  as  failures  in 
Table  II.  One  of  these  (case  5)  manifested  also 
considerable  clinical  improvement.  However, 
two  days  after  treatment  was  discontinued  she 
succumbed  to  generalized  septic  emboli.  In  the 
other  case  there  was  a severe  mixed  postopera- 
tive infection  after  hemicolectomy  for  ruptured 
diverticuli.  Treatment  with  intravenous  nitro- 
furantoin was  followed  by  some  decrease  in 
temperature  and  in  drainage  from  the  operative 
wound.  Cultures  of  both  blood  and  wound  exu- 
date also  became  negative.  However,  the 
patient  continued  deteriorating  and  expired 
five  weeks  later.  It  is  possible  that  in  this  case 
better  results  might  have  been  achieved  if  treat- 
ment with  nitrofurantoin  had  been  started  earlier. 
Streptomycin,  penicillin,  chloramphenicol,  and 
oleandomycin-tetracycline  had  all  been  used 
unsuccessfully  in  this  patient  previous  to  nitro- 
furantoin. 

Nitrofurantoin  is  one  of  the  synthetic  nitro- 
furans,  a group  of  antimicrobials  first  discovered 
during  World  War  II.4  Generally,  the  nitro- 
furans  are  active  against  both  gram-negative 
and  gram-positive  organisms,  permitting  com- 
paratively little  development  of  bacterial  resist- 
ance and  showing  minimal  toxicity  to  mam- 
malian cells  and  organ  systems.5  The  low 
aqueous  solubility  of  the  nitrofurans  is  one  of 
their  disadvantages,  which  limited  their  use 
largely  to  topical  applications  until  the  develop- 
ment of  nitrofurantoin  in  1952. 6 Nitrofuran- 


toin was  found  to  be  rapidly  bactericidal  and 
comparable  in  effectiveness  to  the  tetracyclines.7 
Like  other  nitrofurans,  it  showed  little  tendency 
to  induce  development  of  significant  bacterial 
resistance.  Until  recently,  however,  the  recom- 
mended use  of  this  agent  was  limited  to  infections 
of  the  urinary  tract  and  prostate,  where  the 
effectiveness  of  this  drug  corresponded  to  its 
high  concentration  in  the  urine.8’9  The  highest 
reported  hemic  level  of  nitrofurantoin  following 
oral  administration  is  about  4 meg.  per  cc.2  On 
the  other  hand,  the  maximal  blood  level  found  in 
13  patients  of  this  series  so  studied  was  over  14 
meg.  nitrofurantoin  per  cc.,  the  concentration  of 
10  meg.  per  cc.  being  achieved  in  several  patients 
receiving  average  doses.  This  high  concentra- 
tion of  the  drug  in  the  blood  is  doubtlessly  in  a 
large  measure  responsible  for  our  positive  re- 
sults in  systemic  infection. 

Toxic  Effects 

Close  observation  of  our  patients  during  in- 
travenous treatment  with  nitrofurantoin  failed 
to  show  evidence  of  any  obvious  toxic  or  allergic 
reaction  to  the  drug  in  this  series.  Peroral 
therapy  with  nitrofurantoin  is  often  accompanied 
by  nausea,  with  tendency  to  emesis  in  some 
patients,  but  there  are  indications  that  this  is 
due  mostly  to  a direct  irritating  effect  on  the 
gastrointestinal  mucosa,8  so  that  this  side-effect 
would  not  be  expected  with  intravenous  therapy. 
Other  adverse  reactions  reported  with  peroral 
treatment  include  malaise,  headache,  gastralgia, 
and  occasional  drug  rash.10  No  fatal  complica- 
tion or  permanent  disability  as  a consequence 
of  side-effects  from  nitrofurantoin  has  ever  been 
reported,  but  an  apparent  anaphylactoid  reac- 
tion has  been  described  recently,11  as  well  as 
occasional  transient  hemolytic  anemia  in  Negro 
patients,12  apparently  by  an  identical  mechanism 
as  causes  hemolytic  anemia  during  treatment 
with  primaquine  in  some  predisposed  individuals 
of  the  same  race.  These  reactions  are  due  to  an 
inborn  defect,  which  may  be  present  in  about  2 
per  cent  of  the  American  Negroes13  and  consists 
of  an  intraerythrocytic  deficiency  of  glutathione. 
The  reactions  are  self-limiting,  since  only  senile 
red  blood  cells  are  susceptible.14  An  interesting 
case  of  transient  methemoglobinemia  has  been 
reported  by  German  clinicians,15  while  from 
Denmark  there  have  been  reported  two  cases  of 
peripheral  neuritis,16’17  which  responded  slowdy 
to  massive  doses  of  B-complex  vitamins.  During 
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intravenous  treatment,  careful  watch  for  any 
symptoms  of  peripheral  neuritis  is  recommended, 
and  Negro  patients  should  be  observed  for  any 
sign  of  hemolysis,  so  that  medication  may  be 
discontinued  promptly  if  such  should  appear. 
In  our  series  two  Negro  patients  showed  no 
evidence  of  hemolysis.  Our  experience  with 
relatively  heavy  intravenous  doses  of  nitrofuran- 
toin would  indicate  that  such  dangers  are  minimal, 
but  possible  idiopathic  tendencies  in  some 
patients  make  a close  supervision  advisable  dur- 
ing treatment. 

If  saline  is  used  as  a diluent,  close  observation 
of  the  fluid  and  electrolyte  status  is  necessarjL 
In  some  patients  treated  intravenously  with 
nitrofurantoin  in  saline,  muscular  irritability 
was  observed.18 

In  addition  to  case  number  6,  there  were  three 
other  patients  who  showed  evidence  of  a semi- 
stuporous  state  during  therapy.  In  all  four 
of  these  severe  bacteremia  was  present,  and 
it  was  difficult  to  determine  whether  the  stu- 
por was  due  to  bacterial  toxins  or  possibly 
a neurotoxic  effect  of  the  drug  or  its  diluent 
(polyethylene  glycol).  All  four  patients  re- 
ceived comparatively  heavy  doses.  We  inter- 
rupted treatment  in  these  cases,  whereupon  the 
patients  became  mentally  alert.  When  treat- 
ment was  reinstituted  at  a lower  dosage,  there 
were  no  further  manifestations  of  cerebral  in- 
volvement. Nevertheless,  it  is  possible  that 
these  were  side-effects  of  therapy,  and  careful 
observation  of  the  patient  seems  advisable  during 
intravenous  treatment  with  this  drug.  We  do 
not  believe  that  the  drug  is  suitable  for  use  in  any 
but  hospitalized  patients. 

As  noted,  two  patients  in  this  series  died,  re- 
spectively, twenty  days  and  two  daj^s  after 
treatment  with  nitrofurantoin  had  been  discon- 
tinued following  apparent  cure  of  the  infection. 
In  both  of  these  cases  death  was  due  to  pathologic 
changes  that  seemed  quite  unrelated  to  treatment. 

Summary 

A new  intravenous  dosage  form  of  nitrofuran- 
toin (Furadantin)  was  used  to  treat  26  patients 
with  severe  bacterial  infections,  including  peri- 
tonitis with  overwhelming  bacteremia,  acute 
pyelonephritis  and  cystitis,  endocarditis,  chol- 
ecystitis with  cholangitis,  and  others.  About 
half  of  the  patients  had  advanced  neoplastic  or 
other  primary  surgical  disease.  All  26  had  some 
previous  antibiotic  treatment,  and  17  had  had 


unsuccessful  previous  intensive  antibiotic  ther- 
apy. Most  of  the  infections  were  caused  by 
Proteus  sp.  showing  in  vitro  resistance  to  most 
or  all  antibiotics  but  sensitivity  to  nitrofurantoin. 
The  0.6  per  cent  solution  of  nitrofurantoin  in 
polyethylene  glycol  was  diluted  with  about  20  vol- 
umes of  5 per  cent  glucose  and  administered  by  in- 
travenous drip.  In  three  of  the  patients  concomi- 
tant antibacterial  therapy  was  used : chlor- 

amphenicol parenterally  in  two  and  nitrofurazone 
topically  in  one. 

All  cases  showed  prompt  clinical  improvement 
with  remission  of  fever  and  leukocytosis.  Blood 
or  urine  cultures  became  sterile  in  all  but  four 
patients.  No  side-reactions  were  noted  in  this 
small  series.  Extraneous  complications  caused 
the  death  of  two  patients  some  days  after  therapy 
had  been  discontinued  following  cure  of  the 
infection. 

Intravenous  nitrofurantoin  appears  to  be  a 
valuable  drug  for  the  treatment  of  systemic 
bacterial  infections  caused  by  nitrofurantoin- 
sensitive  organisms,  especially  if  resistant  to 
other  antibacterial  agents.  It  also  promises  to 
be  useful  in  cases  of  severe  genitourinary  in- 
fections where  peroral  treatment  with  nitrofuran- 
toin is  impracticable  for  any  reason.  The  in- 
travenous form  is  suitable  solely  for  the  treat- 
ment of  hospitalized  patients. 
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HIDEO  UEHARA,  M.D.,  AND  ELMER  G.  ST.  JOHN,  M.D.,  BINGHAMTON,  NEW  YORK 


(From  the  Departments  of  Surgery  and  Radiology , Binghamton  City  Hospital) 


Polyostotic  fibrous  dysplasia  with  absence  of 
pubic  hair  on  the  side  of  the  lesion  has  not 
been  observed  before  to  our  knowledge.  Al- 
bright, Butler,  Hampton,  and  Smith1  described 
i the  first  cases  of  polyostotic  fibrous  dysplasia,  sub- 
sequently named  Albright’s  syndrome.  They  re- 
ported five  cases,  four  in  females,  characterized  by 
multiple  bone  cysts,  areas  of  skin  pigmentation, 
and  precocious  puberty.  The  dermal  and  osseous 
I lesions  tended  to  be  unilateral.  Many  other  au- 
I thors  have  since  described  the  disorder  as  anestab- 
I lished  entity.  However,  it  is  a rare  disease  and 
I less  than  100  cases  of  the  complete  syndrome  have 
I been  reported  to  date.  Emphasis  has  been  given 
I to  the  dependence  of  the  disease  on  endocrine 
I dysfunction. 

Report  of  a Case 

A seventeen-year-old,  white  man  was  admitted 
I to  the  hospital  in  August,  1956,  approximately  one 
I hour  after  an  automobile  accident  in  which  his  left 
leg  and  left  side  of  the  pelvis  were  injured.  The 
patient  stated  that  his  left  foot  was  caught  beneath 
the  front  seat  and  wrenched.  He  had  considerable 
pain  in  the  left  hip,  particularly  in  the  region  of  the 
I greater  trochanter  during  attempted  motion. 

The  patient  on  admission  was  a conscious,  respon- 
I sible,  well-developed,  well-nourished,  white  man. 

Blood  pressure  was  110  mm.  Hg  systolic,  50  mm. 
| Hg  diastolic.  Apparent  external  injuries  were  a 
E laceration  of  5 cm.  length  in  the  region  of  the  left 
: eyebrow  surrounded  by  hematoma,  contusion  and 
ecchymosis  in  the  region  of  the  left  posterolateral 
chest  wall  with  localized  tenderness,  and  small  areas 
of  ecchymosis  and  excoriations  scattered  on  the  left 
| thigh,  knee,  and  foot.  Lung  fields  were  clear  roent- 
, genographically.  His  abdomen  was  soft,  and  bowel 
sounds  were  normal  on  auscultation,  but  consider- 
able tenderness  was  present  in  the  region  of  the 
I suprapubic  area  and  pubic  symphysis.  Gross  hema- 
turia was  noted. 

Roentgenograms  of  the  pelvis  and  left  ribs  are 
shown  in  Figs.  1 and  2.  No  abnormality  was  visual- 
ized in  the  right  side  of  the  pelvis.  However,  the  left 
) intertrochanteric  and  periacetabular  regions  had 
' multicystic  lesions  of  undetermined  origin,  which 
was  thought  to  be  characteristic  of  polyostotic  fi- 
| brous  dysplasia.  There  was  also  a single  cyst  involv- 
• 


Fig.  1.  The  left  innominate  bone  is  extensively 
involved  by  the  typical  lesions  of  polyostotic  fibrous 
dysplasia.  The  right  innominate  is  not  involved. 
The  symphysis  is  separated  by  recent  trauma. 

ing  the  left  sacroiliac  joint  measuring  approximately 
2.3  cm.  in  diameter  with  a dense  border.  Multiple 
similar  cystic  lesions  also  were  seen  in  the  left  ilium. 
In  the  thoracic  roentgenogram  thickening  of  the 
cortex  of  the  left  seventh  rib  was  detected  approxi- 
mately 8 mm.  wide.  A few  other  ribs  were  also 
involved  on  the  left  side,  principally  in  the  axillary 
line. 

There  was  separation  of  the  left  innominate  bone 
at  the  symphysis.  Inasmuch  as  this  patient  had 
been  inducted  into  the  Navy  approximately  two 
months  prior  to  the  accident,  films  made  at  that 
time  showed  the  same  defect  in  the  left  innominate 
bone  but  without  the  separation  at  the  symphysis. 

Further  study  including  radiographic  and  labora- 
tory procedures  was  made.  The  patient’s  past 
history  was  irrelevant.  However,  as  far  as  he  could 
remember  he  had  suffered  from  occasional,  slight 
aching  pain  in  the  left  hip  and  had  limped  slightly 
since  early  childhood.  The  family  history  failed  to 
disclose  any  facts  to  suggest  the  lesion  to  be  a heredi- 
tary one.  The  most  conclusive  physical  finding  was 
a skin  pigmentation  in  the  left  chest  wall  in  the 
region  covering  the  third  to  sixth  ribs  (Fig.  3).  It 
was  faint,  brownish,  cafe  au  lait  colored  with  an 
irregular  margin.  No  sensory  disturbances  were 
found  in  this  area.  No  gynecomastia  was  found,  but 
pubic  hair  was  noted  to  be  absent  on  the  left  side 
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Fig.  2.  Several  ribs  are  involved  on  the  left.  None 
are  involved  on  the  right. 


(Fig.  3).  The  scrotum  was  normal  in  size,  and  the 
testicles  appeared  to  be  bilaterally  equal  in  size. 
The  left  leg  was  approximately  2.5  cm.  shorter  than 
the  right.  The  circumferences  of  either  midthigh 
were  equal,  but  that  of  the  left  calf  was  1.2  cm. 
smaller  than  the  right.  In  general  appearance  both 
hands  and  both  feet  appeared  to  be  somewhat  large 
in  proportion  to  the  whole  body. 

A roentgenogram  of  the  skull  revealed  evidence 
of  probable  increased  intracranial  pressure,  but  the 
ocular  fundi  were  normal.  The  right  lesser  sphe- 
noidal wing  was  greatly  hypertrophied  and  had  an 
oval  radiolucent  area  measuring  approximately  1 cm. 
in  diameter  in  its  posterior  aspect.  There  was  also 
linear  density  measuring  2 cm.  in  length  immediately 
above  the  right  temporal  squama,  strongly  sugges- 
tive of  pressure  from  a cyst.  Roentgenograms  of 
both  forearms  and  arms  revealed  no  abnormalities. 
Those  of  the  femurs  revealed  pronounced  widening 
of  the  shaft  to  a cross  section  of  6 cm.  in  the  left 
compared  to  a normal  of  4 cm.  in  the  right.  The 
cortex  was  thickened  in  the  left,  and  the  trabecular 
pattern  was  distorted  by  many  cystic  areas  (Fig.  4). 
The  roentgenogram  of  both  legs  showed  also  a widen- 


Fig.  3.  The  pigment  change  of  the  skin  lies  on  the 
left  side  of  the  chest  wall.  Note  the  absence  of  pubic 
hair  on  the  left. 


ing  of  the  midleft  tibial  shaft  and  fibulal  shaft  with 
abnormal  trabeculations.  Cystic  lesions  were  also 
visualized  in  the  left  astragalus  (Fig.  5).  All  of  the 
left  tarsal  bones  and  the  first,  second,  and  fifth  meta- 
tarsals as  well  as  several  of  the  phalangeal  bones  had 
the  typical  roentgenographic  changes  of  polyostotic 
fibrous  dysplasia  (Fig.  6).  Intravenous  pyelogram 
revealed  no  abnormality  in  the  upper  urinary  tract. 

Laboratory  Findings. — The  patient’s  hemo- 
globin was  13.8  Gm.  of  89  per  cent.  Erythrocyte 
count  was  4,600,000  and  leukocyte  7,700.  Uri- 
nalysis was  negative  on  three  occasions  except  for 
numerous  erythrocytes  in  the  first  specimen.  Blood 
urea  nitrogen  was  13  mg.  per  cent,  serum  protein  5.9 
Gm.  per  cent,  albumin/globulin  ratio  4.2/1. 7,  serum 
calcium  10.5  and  10.2  mg.  per  cent  on  two  occasions, 
acid  phosphatase  2.3  and  0.5  King  Armstrong  units 
on  two  occasions,  alkaline  phosphatase  7.2  and  12.7 
King  Armstrong  units  on  two  occasions,  inorganic 
phosphorus  4.1  mg.  per  cent,  total  blood  cholesterol 
77.5  mg.  per  cent,  and  esterified  cholesterol  30.9  per 
cent. 

The  hospital  course  was  uneventful  and  the 
patient  was  dismissed  after  two  weeks  with  a diag- 
nosis of  polyostotic  fibrous  dysplasia  and  dislocation 
of  the  left  innominate  bone. 
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Fig.  4.  The  lesions  are  seen  in  the  left  femoral  shaft. 
The  right  femur  is  intact. 


Comment  and  Review  of  Literature 

The  cause  of  fibrous  dysplasia  is  unknown. 
McCune  and  Bruch2  reported  a case  which  ante- 
dated the  report  of  Albright’s  and  regarded  the 


Fig.  5.  The  left  tibia  is  involved,  whereas  the  right  is 
intact. 

fundamental  pathologic  condition  as  an  atypical 
variety  of  Von  Recklinghausen’s  neurofibromato- 
sis, an  unusual  type  of  xanthomatosis,  or  an  un- 
identified disease  of  the  hypothalamic  region  of 
the  brain.  After  Albright’s  report  many  cases 
have  been  reported,  and  various  theories  as  to  the 
cause  of  the  disease  have  been  proposed.  Among 
these  are:  (a)  atypical  Ollier’s  disease,3  (b)  pri- 
mary hepatic  disease,4  (c)  abnormality  of  the 
bone-forming  mesenchyme,  and  (d)  primary 
neurologic  or  embryologic  defect.  Albright  et  al.1 
stated  that  a hypothetic  neurologic  disturbance 
which  causes  the  osseous  change  and  dermal  pig- 
mentation likewise  initiates  the  endocrine  dis- 
turbance, rather  than  an  endocrine  disturbance 
causing  the  changes.  Furthermore,  they  sug- 
gested a disturbance  in  the  follicle-stimulating 
hormone  of  the  anterior  pituitary  gland  on  the 
basis  of  their  observation  that  precocity  ap- 
parently does  not  occur  in  males.  However, 
several  cases  of  sexual  precocity  in  males  have 
been  reported.5’6  In  the  article  by  Lichtenstein,7 
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Fig.  6.  The  typical  lesions  are  seen  in  the  left  tarsal 
bones  and  in  the  metatarsals  as  well  as  in  phalanges. 
The  right  foot  is  not  involved. 


in  which  the  term  polyostotic  fibrous  dysplasia 
was  first  applied  to  this  disease  in  1938,  he  the- 
orized that  the  disease  is  a defect  of  the  bone- 
forming mesenchyme  giving  rise  to  a proliferating 
fibrous  tissue  in  which  scanty  fibrous  bone  parti- 
cles are  still  found,  whereas  under  normal  cir- 
cumstances this  tissue  forms  spongy  bone  and  nor- 
mal marrow.  Further  suggestion  was  made  by 


Lichtenstein  and  Jaffe8  that  the  sexual  precocity 
may  be  due  to  lesions  of  the  wall  of  the  third  ven- 
tricle. They  stated  that  the  disease  is  a defect 
of  development  in  which  the  central  clinical  pic- 
ture, represented  by  a skeletal  lesion,  is  amplified 
by  the  various  extraskeletal  abnormalities. 


In  a case  of  an  imcomplete  form  of  this  disease 
as  reported  by  Berardinelli,9  a similar  endoerinal 
dysfunction  was  found  in  the  patient’s  mother. 
However,  no  hereditary  predisposition  has  been 
detected  in  this  disease.  Hypotheses  have 
favored  some  sort  of  congenital  anomaly,  and 
actually  a case  in  a three-year-old  child  was  ob- 
served.10 Precocity  is  usually  one  of  the  first 
symptoms  or  signs  in  these  cases,  and  it  is  well 
known  that  one  patient  with  this  disease,  a 
Peruvian  girl,  won  world-wide  notoriety  when 
she  was  delivered  of  a child  at  the  age  of  five. 
The  earliest  manifestation  of  a bone  lesion  is  the 
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formation  of  minute,  cyst-like  areas  within  the  tai 
cortical  structure,  often  no  more  than  a few  mm.  ca 
in  diameter  when  first  observed.11  As  these  Hi 
rounded  areas  become  larger,  they  may  merge  L; 
with  each  other,  giving  the  appearance  of  pseudo-  ft 
expansion,  and  the  bony  outline  may  assume  a L 
knobby  appearance.  Shell-like  thinning  of  the  | 0t 
cortex  may  result,  causing  weakening  of  the  bone  ft 
as  the  end  result.  Cases  have  been  observed  in  [e 
which  there  were  pathologic  fractures,  and  their 
diagnoses  were  made  accidentally.12-13  In  long-  U 
term  observation  these  fractures  heal  readily  by  | 
new  bone  formation  and  no  surgical  procedures  I 
are  warranted.14-16  Widening  and  elongation  of 
the  shaft  of  the  bone  occur  as  a result  of  the  hy- 
perplastic process  within  the  medullary  canal  and 
interstitial  spaces,  although  there  are  often  pre-  ^ 
mature  fusions  of  the  epiphysis,  so  that  many  of 
the  adult  victims  are  of  small  stature.6 


a 


Generally  it  is  believed  that  this  disease  is  be-  j 
nign.  Emphasis  on  precautionary  measures  to  e 
prevent  fractures  is  the  most  practical  treatment.  v 
Roentgen  and  gamma-ray  radiations  were  re-  , 
ported  by  some  to  be  effective.17  A remarkable  1 j 
case  was  observed  in  which  multiple  arteriovenous  j 
aneurysms  were  present  in  the  extremities.18 
Sarcomatous  degeneration  should  be  suspected 
when  there  is  apparent  activation  of  an  old  lesion 
in  an  adult.  Jaffe19  reported  a case  in  which  a 
sarcoma  developed  in  the  midshaft  of  the  tibia 
superimposed  on  an  area  of  fibrous  dysplasia. 
Others20  reported  cases  of  sarcoma  arising  in  more  j 
than  one  area  of  fibrous  dysplasia.  Surgical  re- 
moval of  an  ovary  containing  luteinized  follicular  i 
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cyst  and  primordial  follicles  in  one  case10  resulted 
. in  arrest  of  sexual  precocity  for  almost  four  years, 
but  sexual  precocity  does  not  interfere  with  fe- 
: male  adult  life,  and  there  is  no  loss  of  fertility.21 

Differential  diagnosis  of  this  disease  from  tu- 
berous sclerosis,  Von  Recklinghausen’s  neuro- 
* fibromatosis,  and  hyperparathyroidism  is  difficult 
^ at  times.22  The  importance  of  differentiation 
from  hyperparathyroidism  should  be  emphasized, 
11  so  that  unnecessary  surgery  is  avoided.23’24  More 
e than  20  cases  were  labelled  polyostotic  fibrous 
dysplasia  instead  of  hyperparathyroidism  before 
establishment  of  the  entity.25 

Based  on  important  endocrine  findings  at  post- 
mortem examination,  Sternberg  and  Joseph26 
stated  that  the  presence  of  exophthalmic  goiter 
might  furnish  a clue  to  the  complex  hormonal 
dysfunction  present  in  these  cases  and  probably 
involving  the  gonads,  adrenals,  thyroid,  and  pitui- 
tary. Approximately  5 per  cent  of  these  reported 
cases  are  associated  with  hyperthyroidism.27 
Hormonal  disturbances  in  male  cases,  such  as 
marasmus  in  infancy,  homolateral  enlargement  of 
the  breast  and  of  the  testis,28’6  besides  the  pre- 
viously mentioned  precocious  puberty,  have  been 
observed.  Homolateral  absence  of  pubic  hair  in 
the  present  case  might  add  another  clinical  mani- 
festation to  the  disease. 

Summary 

Polyostotic  fibrous  dysplasia  is  a rare  disease  of 
unknown  cause,  but  hypotheses  have  favored 
some  congenital  anomaly.  Most  of  the  reported 
cases  were  discovered  by  the  presence  of  pre- 
cocious puberty  and  pigmental  changes  of  the 
skin  in  younger  patients.  The  peculiar  skeletal 
lesions  leading  to  fractures  and  severe  expansile 
and  bending  deformities  were  also  early  features. 
Although  sarcoma  may  arise  in  the  lesion,  it  is 
essentially  benign,  and  no  surgical  treatment  is 
warranted.  Multiplicity  of  the  manifestations 
of  the  disease,  especially  as  to  endocrinologic  dys- 
function, makes  the  disease  complex. 


An  additional  case  is  presented  here  in  which 
the  diagnosis  first  was  made  roentgenologically 
after  injury.  Pigmentation  of  the  skin  was  also 
found.  A new  feature,  homolateral,  complete 
absence  of  pubic  hair,  was  noted. 


The  authors  are  indebted  to  Dr.  John  T.  Kane  for  the  use 
of  the  case. 

The  reproductions  of  the  films  were  made  by  logetronic 
methods. 
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Ethotoin  ( Peganone ),  a New  Anticonvulsant 


FREDERIC  T.  ZIMMERMAN,  M.D.,  AND  BESSIE  B.  BURGEMEISTER,  PH.D.,  NEW  YORK  CITY 

( From  the  College  of  Physicians  and  Surgeons,  Columbia  University,  and  the  Division  of  Child  Neurology,  the 

Neurological  Institute  of  New  York ) 


As  is  well  known,  no  anticonvulsant  is  com- 
pletely effective  in  all  cases  of  epilepsy  or 
even  in  all  cases  of  one  of  the  several  principal 
types.  Likewise,  no  anticonvulsant  is  free  from 
objectionable  side-effects  for  all  patients  to  whom 
it  is  administered.  For  these  reasons  every  new 
anticonvulsant  is  welcomed  with  the  hope  that  it 
will  prove  useful  in  a large  number  of  cases  in 
which  other  anticonvulsants  have  been  found  un- 
satisfactory. It  was  with  this  hope  that  we  un- 
dertook the  present  investigation  of  ethotoin 
(Peganone).* 

Ethotoin,  chemically  3-ethyl-5-phenylhydan- 
toin,  resembles  in  certain  respects  other  hydan- 
toins,  such  as  diphenylhydantoin  (Dilantin)  and 
methylphenylethylhydantoin  (Mesantoin).  First 
made  available  for  clinical  trial  slightly  more  than 
two  years  ago,  ethotoin  has  already  undergone 
extensive  investigation,  and  several  reports1-3  are 
generally  favorable. 

We  have  now  been  using  ethotoin  for  almost 
two  years  in  the  treatment  of  grand  mal  epilepsy 
in  a group  of  60  children  and  adolescents,  all  of 
whom  had  been  resistant  to  a variety  of  standard 
and  experimental  drugs.  In  many  cases  previous 
medication,  when  given  in  sufficient  amount  to 
obtain  the  desired  clinical  effect,  had  produced 
untoward  side-reactions  necessitating  reduction  in 
dosage  or  discontinuance  of  that  particular  medi- 
cation. Patients  included  in  the  present  study 
were  known  to  us  for  several  years,  and  accurate 
records  had  been  kept  of  their  progress  before 
ethotoin  was  introduced. 

Nature  of  Cases  and  Method  of  Study 

Most  of  the  60  cases  included  in  this  investiga- 
tion were  subject  to  both  petit  mal  and  grand  mal 
attacks.  A few  were  petit  mal  or  psychomotor 
cases  not  subject  to  grand  mal  seizures.  All  the 
patients  were  children  with  ages  ranging  from  four 
to  eighteen  years  and  averaging  eleven  years  at 
the  beginning  of  treatment. 


* Trade  name  for  ethotoin  supplied  for  this  study  by  the 
manufacturers,  Abbott  Laboratories,  North  Chicago,  Illinois. 


A record  of  convulsive  attacks  w*as  kept  by 
parents  of  the  children  on  a daily  calendar  sheet. 
At  each  consultation  results  were  transcribed  for 
subsequent  analysis.  Ethotoin  was  studied  from 
the  standpoint  of  its  effectiveness  as  an  anti- 
convulsant in  the  absence  of  supplemental  medi- 
cation and  also  its  synergistic  action  in  combina- 
tion with  diphenylhydantoin  and  methylphenyl- 
ethylhydantoin. 

Dosage 

Ethotoin  was  given  initially  in  a dosage  of  0.5 
Gm.  a day.  This  was  gradually  increased  over  a 
period  of  several  weeks  until  the  maximum  effect 
in  reducing  seizures  was  obtained  or  (in  a few 
cases  showing  toxic  reactions)  until  toxicity  inter- 
vened. In  most  cases  an  average  daily  dosage 
of  1.0  Gm.  gave  optimal  results,  although  indi- 
vidual dosages  reached  as  much  as  4.5  Gm.  a day. 
With  regard  to  these  low  dosage  levels,  it  should 
be  kept  in  mind  that  all  the  patients  in  the  present 
study  were  children. 

Results 

In  evaluating  results  with  ethotoin,  action  of 
the  drug  immediately  preceding  ethotoin  was  used 
as  the  basis  for  comparison.  Such  a basis  af- 
fords the  most  rigid  criterion  possible  for  con- 
servative interpretation  of  results,  because  pre- 
vious medication  has  already  been  evaluated. 

On  an  average  daily  dose  of  1.0  Gm.  of  etho- 
toin for  an  average  of  twenty-one  weeks,  grand 
mal  seizures  were  reduced  an  average  of  71  per 
cent  for  all  cases  studied.  Some  of  the  patients 
involved  have  now  received  ethotoin  for  one  and  a 
half  years. 

Complete  control  (absence  of  seizures  for  at 
least  eight  consecutive  weeks)  was  achieved  in 
20  per  cent  of  the  cases  treated  and  practical  con- 
trol in  10  per  cent,  making  a total  of  30  per  .cent  in 
which  a very  high  degree  of  improvement  was 
obtained.  Some  beneficial  effect  was  achieved  in 
an  additional  12  per  cent  of  the  cases  (Table  I). 

If  the  categories  of  complete,  practical,  and 
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TABLE  I. — Effectiveness  of  Ethotoin,  Alone  or  in 
Combination  with  Other  Hydantoins,  in  Reducing 
Grand  Mal  Seizures 


Degree 

of 

Control 

Reduction 
in  Attacks 
(Per  Cent) 

Number 

of 

Patients 

Per  Cent 
of 

Total 

Complete 

100 

12 

20 

Practical 

80  to  99 

6 

10 

Partial 

5 to  79 

7 

12 

No  effect 

0 to  4 

26 

43 

Worse 

(Increase) 

9 

15 

Total 

71  (Average) 

60 

100 

partial  control  are  combined  (that  is,  if  “some 
improvement”  is  taken  as  a criterion  of  effective- 
ness), then  ethotoin  benefited  a total  of  42  per 
cent  of  the  patients  in  this  study. 

When  used  in  combination  with  other  anticon- 
vulsants, ethotoin  gave  complete  control  of  grand 
mal  seizures  in  19  per  cent  more  cases  than  when 
given  alone  and  practical  control  in  6 per  cent 
more  cases  (Table  II).  In  addition,  although  76 
per  cent  of  the  patients  showed  no  effect  or  were 
worse  when  ethotoin  was  the  only  medication 
given,  this  was  true  of  only  42  per  cent  of  the  pa- 
tients when  ethotoin  was  combined  with  other 
drugs.  In  many  cases  it  was  also  possible  to  re- 
duce the  dosage  of  the  other  medication,  thereby 
reducing  the  likelihood  of  toxic  side-reactions. 

It  should  not  be  forgotten  that  each  of  the  cases 
in  this  study  had  been  intractable  to  previous 
medication  and  that  the  reported  percentages  of 
control  are  not  absolute  values  but  only  per- 
centages of  improvement.  Hence,  the  relatively 
low  percentages  of  complete  and  practical  control 
achieved  with  ethotoin,  rather  than  implying  in- 
feriority to  other  anticonvulsants,  actually  may 
indicate  superiority.  Further  research  is  needed 
to  make  certain. 

Side- Reactions 

Originally  an  n-methyl  homolog  was  investi- 
gated experimentally,  but  discarded  because  of 
occasional  hematotoxic  incidences.  It  was  theo- 
rized that  n-methylation  in  the  hydantoin  or 
oxazolidine  series  might  be  partially  responsible 
for  these  occurrences  and  that  an  n-ethyl  substi- 
tuted hydantoin  would  be  a safer,  although  rel- 
atively less  effective  drug.  Clinical  experience 
to  date  with  ethotoin  has  substantiated  this 
theory. 

Only  five  patients  in  the  study  reported  any 
side-reactions  in  connection  with  the  use  of 
ethotoin  (Table  III).  Toxicity  seemed  to  be  un- 
related to  dosage  level  and  due  only  to  individual 


TABLE  II. — Effectiveness  of  Ethotoin  in  Reducing 
Grand  Mal  Seizures,  Alone  and  in  Combination  with 
Other  Hydantoins 


Degree 

Ethotoin  Alone 
Reduction  Number  Per  Cent 

Ethotoin  with 
Other  Hydantoins 
Number  Per  Cent 

of 

in  Attacks  of  of 

of 

of 

Control 

(Per  Cent)  Patients  Total 

Patients 

Total 

Complete 

100 

3 

10 

9 

29 

Practical 

80  to  99 

2 

7 

4 

13 

Partial 

5 to  79 

2 

7 

5 

16 

No  effect 

0 to  4 

16 

55 

10 

32 

Worse 

(Increase) 

6 

21 

3 

10 

Total 

29 

100 

31 

100 

TABLE  III.- — -Nature  and  Incidence  of  Side-Effects 
Observed  in  Connection  with  the  Use  of  Ethotoin 


Side-Effect 

Number 

of 

Patients 

Per  Cent 
of 

Total 

Vomiting 

2 

3 

Anorexia  and  abdominal  distress 

2 

3 

Rash 

1 

2 

(No  side-effects) 

55 

92 

Total 

60 

100 

idiosyncracy  to  the  drug.  In  the  case  of  one  pa- 
tient reporting  a rash,  reduction  from  2.5  to  1.0 
Gm.  a day  did  not  eliminate  symptoms,  and  the 
medication  had  to  be  discontinued. 

To  date  no  blood  dyscrasias  have  been  ob- 
served, and  urinary  findings  have  remained  within 
normal  limits.  Since  it  was  possible  in  many  in- 
stances to  reduce  the  dosage  of  diphenylhydan- 
toin,  ataxia  and  gum  swelling  were  also  elim- 
inated. 

Summary 

Ethotoin  (Peganone),  a new  anticonvulsant, 
was  studied  in  60  refractory  cases  of  epilepsy, 
principally  mixed  grand  mal  and  petit  mal.  Both 
alone  and  in  combination  with  other  hydantoins, 
ethotoin  was  compared  with  the  anticonvulsants 
previously  used  in  the  same  cases. 

The  over-all  improvement  obtained  with  etho- 
toin was  71  per  cent  reduction  in  the  average  num- 
ber of  attacks  per  week.  Used  alone,  ethotoin 
provided  complete  control  in  10  per  cent  of  the 
cases  compared  and  some  control  in  another  14  per 
cent. 

Combined  with  other  hydantoins,  ethotoin 
provided  complete  control  in  29  per  cent  of  the 
cases  and  some  control  in  another  29  per  cent. 

There  has  long  been  a need  for  such  a com- 
pound, which  not  only  gives  good  synergistic 
anticonvulsant  action  but  permits  reduction  of 
the  more  serious  side-effects  of  other  medication. 
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A.  J.  GRAFFEO 


On  the  basis  of  findings  so  far,  ethotoin  seems  to 
hold  promise  as  a grand  mal  anticonvulsant.  If 
further  investigation  bears  out  these  results, 
ethotoin  will  be  a highly  desirable  addition  to  the 
repertory  of  anticonvulsant  drugs  now  available. 
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Promazine  and  Azacyclonol  in  the  Treatment  of 

Chronic  Psychotics 

A Clinical  Nole 


A.  J.  GRAFFEO,  M.D.,  ROCHESTER,  NEW  YORK 
(From  the  Department  of  Psychiatry , Rochester , State  Hospital) 


In  april,  1956,  a study  was  initiated  to  com- 
pare the  efficacy  of  promazine  hydrochloride* 
with  that  of  azacyclonol  hydrochloridef  among 
patients  with  chronic  mental  ailments  in  a State 
hospital  environment.  This  preliminary  report 
describes  the  response  observed  after  nine 
month’s  treatment  of  22  patients  in  a larger  series. 
All  22  patients  were  unpredictable  in  behavior, 
often  upset,  irritable,  agitated,  restive,  resentful, 
antagonistic,  and  with  hallucinations  and/or 
delusions.  In  a previous  era  these  cases  would 
have  been  classed  as  hopeless. 

Ages  of  the  22  patients  ranged  from  twenty-five 
to  sixty-one  years  with  a median  of  forty-four 
years.  Duration  of  illness  ranged  from  two  to 
twenty-seven  years  with  a median  duration  of 

* Promazine  hydrochloride  (gamma-dimethylamino-n- 
propyl  phenothiazine  hydrochloride)  was  supplied  by  Wyeth 
Laboratories.  Radnor,  Pennsylvania,  as  Sparine. 

t Azacyclonol  hydrochloride  (alpha- [4-piperidyl  ]benz- 
hydrol  hydrochloride)  was  supplied  as  Frenquel  by  the  Wm. 
S.  Merrell  Co.,  Cincinnati,  Ohio. 


sixteen  years.  Diagnoses  are  shown  in  Table  I. 
Six  patients  had  previously  undergone  chlor- 
promazine  therapy,  which  was  discontinued  be- 
cause of  various  untoward  reactions,  similar  to 
those  noted  in  a prior  study  from  this  institu- 
tion.1*2 Several  other  patients  had  received 
electro  convulsive  shock  treatment. 

Method 

The  study  was  divided  into  five  phases:  (1) 
azacyclonol  therapy,  (2)  promazine  therapy,  (3) 
a control  period,  (4)  placebo  therapy,  and  (5) 
promazine  therapy  at  a maintenance  dosage  level. 

Prior  to  accepting  any  patient  in  the  series  each 
received  a complete  physical  examination.  No 
unusual  findings  were  reported. 

Results 

Azacyclonol  therapy  continued  among  16  pa- 
tients for  seven  weeks  at  20  mg.  three  times 
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TABLE  I. — Response  to  Promazine  Therapy 


Number 

Behavioral  Improvement 

Psychotic 

Improvement- 

of 

Trends 

Diagnosis 

Patients 

Marked 

Moderate 

None 

Marked  Regressing  Moderate 

None 

Dementia  praecox,  hebephrenic 

9 

2 

6 

1 

5 

3 

1 

Dementia  praecox,  paranoid 

8 

3 

4 

1 

5 

2 

1 

Dementia  praecox,  catatonic 

1 

1 

1 

Psychotic  with  syphilitic  meningo-encephalitis  1 

1 

1 

Psychotic  with  mental  deficiency 

2 

1 

1 

1 

1 

Psychotic  with  convulsive  disorder  (epilepsy) 

1 

1 

1 

Total 

22 

6 

13 

3 

1 11 

5 

5 

daily,  the  recommended  dosage.  Response  was 
minimal.  No  improvement  was  recognized  but 
no  side-effects  developed.  Delusions  or  halluci- 
nations were  not  modified  to  any  measurable 
extent. 

Following  abrupt  withdrawal  of  azacyclonol, 
promazine  hydrochloride  was  substituted  at  100 
mg.  three  times  daily.  No  complications  were 
observed,  and  behavioral  improvement  began. 
At  the  end  of  five  and  one-half  weeks  daily  pro- 
mazine intake  was  increased  to  600  mg.  (200 
mg.  three  times  daily).  Six  additional  patients 
were  admitted  to  the  study  at  this  point.  Gen- 
erally, psychic  tension  and  stress  were  largely  re- 
lieved at  this  second  dosage  level  without  evidence 
of  central  nervous  system  depression.  Table  I 
lists  responses  observed. 

During  the  forty-six-day  control  period  no  drug 
was  administered.  Fifteen  of  22  patients  re- 
lapsed into  their  original  state.  The  remaining  six 
patients  maintained  their  quiet,  improved  be- 
havior. Five  of  these  six  have  continued  to  show 
behavioral  improvement  up  to  the  present  writing 
(February  7,  1957)  without  further  need  of  pro- 
mazine. After  fifty-eight  days  without  promazine 
the  sixth  patient  had  a recurrence  of  disturbed 
psychic  equilibrium. 

During  the  final  sixteen  days  of  the  control 
period  all  patients  received  lactose  tablets  three 
times  daily  as  a placebo.  No  change  was  noted. 

In  the  last  phase  of  this  study  promazine  ther- 
apy was  resumed  at  200  mg.  three  times  daily  to 
the  16  patients  who  regressed  during  the  control 
period.  Again,  behavior  patterns  began  to  im- 
prove after  forty-eight  hours.  After  three  days 
at  300  mg.,  promazine  intake  was  increased  to 
600  mg.  in  twenty-four  hours.  Over  the  past  six 
months  this  dosage  level  has  sufficed  to  maintain 
behavioral  improvement,  and  several  patients 


have  continued  to  show  progress. 

Promazine  in  this  limited  study  brought  about 
substantial  behavioral  improvement  in  19  of  22 
cases.  Patients  became  more  cooperative,  less 
restless,  and  less  destructive.  While  receiving 
the  drug  they  remained  alert  and  responded  to 
questions  readily. 

Under  promazine  therapy  17  of  22  chronically 
disturbed  patients  showed  some  degree  of  re- 
gression of  psychotic  trends.  These  psychotic 
trends  were  less  pronounced  than  formerly  and  ex- 
hibited much  less  apparent  drive.  Patients 
showed  more  interest  in  both  individual  and  group 
psychotherapy  than  previously.  It  has  been 
possible  to  discontinue  electroconvulsive  shock 
therapy  among  all  these  cases. 

Where  psychotic  symptoms  recurred  on  with- 
drawal of  promazine,  they  generally  did  so  in  our 
series  within  three  to  ten  days  following  sus- 
pension of  the  drug. 

No  blood  dyscrasia  has  been  observed  in  any 
patient  as  of  the  date  of  this  writing.  No  com- 
plications or  side-effects  have  been  noted  after 
more  than  nine  months  of  therapy. 

Summary 

Promazine  and  azacyclonol  were  compared  over 
a nine-month  period  in  their  ability  to  modify  the 
disturbed  behavior  pattern  of  chronic  psychotics. 
In  this  preliminary  report  on  22  patients  of  a 
larger  series,  azacyclonol  produced  no  regression 
of  psychotic  trends  and  no  behavioral  improve- 
ment. Promazine  elicited  a satisfactory  response 
in  19  of  22  patients.  No  side-effects  or  complica- 
tions appeared  during  nine  months  of  observation. 
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Typical  and  Atypical  Etiologic  Factors  of 
Plexus  Neuritis 

ARPAD  LUX,  M.D.,  NEW  YORK  CITY 


For  the  proper  diagnosis  and  management  of 
the  condition  ascribed  to  brachial  plexus 
neuritis,  critical  evaluation  of  its  etiology  is  of 
great  importance.  The  etiologic  factor  may  be: 
(1)  mechanical  compression  of  the  nerve  ele- 
ments, (2)  affliction  of  the  circulatory  system  of 
this  region,  or  (3)  inflammation  of  the  vegetative 
endings  in  the  region  of  the  cervical  spine. 

The  study  of  860  cases  with  symptoms  of  pain 
in  the  shoulder  and  arm  (mostly  unilateral)  tends 
to  show  that  46  per  cent  of  all  cases  examined  pre- 
sented pathologic  changes  in  the  region  of  the  mid 
and  lower  cervical  vertebra.  There  were  only 
five  cases  where  the  diagnosis  of  herniated  disk 
could  be  ascertained.  Not  included  in  the  860 
cases  were  those  caused  by  subacute  or  acute  in- 
flammation of  bursa  or  osteoarthritic  changes  in 
the  shoulder  girdle  area.  Attention  should  be 
called  to  the  fact  that  calcareous  deposits  in  the 
bursa  in  this  region  might  exist  indefinitely  with- 
out causing  any  symptoms.  The  case  of  a fifty- 
year-old  patient  is  of  interest  in  this  connection. 
The  x-ray  of  this  patient  revealed  extensive  cal- 
cification of  the  subacromial  bursa  of  both  shoulder 
joints.  The  fact  that  his  excruciating  pain  was 
not  associated  with  the  typical  rigid  immobiliza- 
tion of  the  shoulder  of  the  affected  side  was  taken 
as  an  indication  that  the  etiology  was  other  than 
inflammation  of  the  calcareous  bursa.  Further 
x-ray  studies  revealed  osteoarthritic  changes  of 
the  midcervical  region  with  lipping.  Traction  of 
the  neck  and  cervical  plexus  block  gave  this  pa- 
tient relief. 

The  observation  of  28  cases,  all  between  the 
ages  of  twenty-eight  and  forty-five,  with  typical 
symptoms  of  unilateral  plexus  neuritis  may  be  of 
further  interest.  These  patients  gave  the  history 
of  more  or  less  sudden  development  of  pain  in  the 
affected  side  associated  with  stiffness  of  the  neck. 
X-ray  studies,  anteroposterior,  lateral,  and 
oblique,  of  the  cervical  spine  and  shoulder  region 
revealed  loss  of  lordosis  of  the  cervical  spine 
associated  with  muscular  spasm  but  no  osteo- 
arthritic changes.  There  were  no  histories  of 
trauma.  Only  five  of  these  cases  played  golf 
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or  tennis,  and  only  one  was  a ball  player.  Occu- 
pational history  and  daily  routine  of  all  cases 
were  unrevealing. 

Local  therapy  and  rest  brought  relief.  Six  of 
these  cases  had  relapses  within  two  years.  In  the 
absence  of  any  other  pathologic  findings  it  was 
assumed  that  these  cases  were  caused  by  a series 
of  minute  injuries  to  the  cervical  spine,  through 
sudden  stops  of  elevators  or  riding  in  automobiles. 
Follow-up  x-ray  studies  did  not  reveal  any  osteo- 
arthritic changes  in  these  cases,  although  it  might 
have  developed  at  a later  date.  In  30  per  cent  of 
all  cases  observed  the  loss  of  lordosis  was  still  visi- 
ble twelve  to  twenty-six  months  after  the  acute 
attack. 

It  is  generally  accepted  that  even  the  most  ad- 
vanced osteoarthritic  changes  in  the  region  of  the 
spinal  column  do  not  necessarily  cause  any  symp- 
toms. It  is  always  surprising  to  detect  acciden- 
tally most  extensive  bridging  of  the  vertebral  col- 
umn in  patients  who  never  complained  of  any 
pain.  In  fact  some  of  them  are  laborers  or  sports 
enthusiasts.  Consequently  we  have  concluded 
that  the  osseous  changes  per  se  are  less  frequently 
the  cause  of  neuritic  symptoms  than  inflammation 
of  this  region.  As  a further  step  in  this  direction 
it  should  be  left  open  for  consideration  that  a pa- 
tient might  have  a plexus  neuritis  and  also  osteo- 
arthritic changes  in  the  regional  vertebra  at  the 
same  time  without  causal  relationship  to  each 
other.  Neuritis  of  the  plexus  is  not  always  caused 
by  direct  pressure  on  the  plexus  or  its  ganglion. 

The  source  of  mechanical  pressure  can  be  quite 
a surprise  at  times,  as  the  following  case  history 
will  demonstrate.  This  case  is  particularly  sig- 
nificant because  it  shows  that  the  enlargement  of 
the  thyroid  can  cause  symptoms  ascribed  to 
plexus  neuritis.  In  fact  the  presence  of  hyper- 
thyroidism was  not  diagnosed  for  almost  eleven 
years,  because  the  patient  predominantly  com- 
plained of  pain  and  paresthesia  in  the  arms.  The 
more  classic  symptoms  of  l^perthyroidism,  that 
is,  pain  by  swallowing,  palpitation,  and  diarrhea 
caused  so  little  discomfort  compared  to  the  pain 
in  the  neck  and  arms  that  they  were  completely 
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ignored  as  a possible  basis  for  the  diagnosis. 

Case  Report 

A thirty-seven-year-old,  white  male  was  examined 
in  May,  1957,  with  the  following  history:  No  previ- 
ous illnesses.  Family  history  of  arthritis.  In  1946, 
while  in  the  Army  on  active  duty,  he  turned  his 
head  and  suddenly  experienced  a sharp  pain  in  the 
neck  with  referred  pain  in  the  shoulder  and  right  arm. 
His  neck  was  immobilized  due  to  spasm  of  muscles 
and  very  painful.  The  condition  cleared  up  with 
local  heat  treatment  and  rest  within  two  weeks. 
After  being  discharged  from  the  Army  he  had  several 
similar  attacks  which  all  cleared  up  after  a while 
under  local  treatment  given  mostly  by  chiropractors. 
In  between  attacks  he  experienced  some  tinnitus, 
soreness  of  throat,  and  attacks  of  dizziness.  In  1949, 
after  a serious  attack  of  dizziness  and  palpitation, 
he  was  hospitalized,  and  a diagnosis  of  rheumatic 
heart  disease  was  made.  During  all  this  time  he 
complained  of  steady  pain  in  both  arms.  In  the 
following  years  he  had  periodic  treatment  of  the 
throat  and  sinuses  due  to  his  complaint  of  pain  by 
swallowing. 

In  July,  1956,  his  head  was  again  partially  im- 
mobilized due  to  pain  in  the  neck  and  back.  He 
also  had  severe  pain  in  both  arms  and  paresthesia  in 
the  hands.  His  dizziness  and  tinnitus  grew  steadily 
worse,  and  he  was  again  hospitalized.  X-ray  of  the 
spine  and  a myelogram  were  performed  without  any 
findings.  After  a series  of  consultations  he  was  ad- 
vised to  have  complete  immobilization  in  a plaster 
cast  with  a possibility  of  an  exploratory  operation 
of  the  spine  at  a later  date.  In  the  meantime  the 
patient  was  given  a stiff  collar  around  the  neck  and 
had  to  sleep  in  traction.  His  condition  grew  steadily 
worse. 

The  patient’s  status  was:  a well-nourished, 

thirty-seven-year-old,  white  male,  5 feet  9 inches 
tall,  weight  188  pounds,  blood  pressure  144/100, 
pulse  94,  oral  temperature  99.6  F.,  heart  not  en- 
larged, electrocardiogram  negative,  reflexes  normal, 
no  atrophy  of  the  muscles,  Rhomberg  negative, 
slight  tremor  of  hands,  abdomen  negative.  Turning 
of  the  head  was  5 degrees  less  to  the  right  than  to  the 
left.  Pain  on  swallowing  was  present,  nose  and 
throat  were  negative.  Extreme  dizziness  and  un- 
certainty were  present  while  walking.  Both 
shoulders  were  free  on  motion,  and  there  was  no 
increase  of  pain  on  exertion.  There  was  pain  on 
pressure  over  both  supraclavicular  fossa.  No 
constipation  was  present,  but  he  had  occasional 
attacks  of  diarrhea  for  many  years.  He  claimed  that 
he  gained  weight  in  the  last  year. 

Since  this  patient  had  pain  and  paresthesia  in  both 
arms  for  a number  of  years,  it  was  surprising  that 
there  were  no  atrophy  of  muscles  and  no  sensory 
changes.  Both  arms  and  shoulders  were  free  on 


active  and  passive  motion,  and  there  was  no  increase 
of  pain  while  exercising  the  arms,  but  the  pain  did 
increase  by  turning  the  head  in  any  direction.  His 
eyes  were  negative,  also  for  nystagmus.  The  thyroid 
seemed  painful  on  pressure,  and  on  questioning  the 
patient  admitted  that  he  had  to  change  the  size  of 
his  collar  about  one  year  ago,  which  he  attributed  to 
the  fact  that  he  gained  weight  at  the  same  time. 
There  was  difficulty  in  swallowing  (primarily  diag- 
nosed as  postnasal  drip).  The  fact  was  established 
and  corroborated  by  his  surroundings  that  he  devel- 
oped a habit  of  having  his  head  tilted  to  the  right 
side.  It  was  established  that  this  position  of  his 
head  gave  a certain  relief  of  the  pain  in  his  arms. 

The  possibility  of  some  pathology  of  the  thyroid 
was  entertained  and  confirmed  by  finding  the 
protein-bound  iodine  to  be  9.6  meg.  The  rest  of  the 
blood  chemistry,  complete  blood  count,  sedimenta- 
tion rate,  uric  acid  test,  and  glucose  were  negative. 
The  patient  was  treated  with  200  to  300  mg.  of 
propylthiouracil  per  day.  Three  weeks  after  this 
therapy  he  had  definitely  less  pain.  Tinnitus  and 
dizziness  were  reduced.  There  was  no  reduction  in 
the  measurement  of  the  neck.  Swallowing  was  still 
somewhat  painful,  and  there  was  pain  on  pressure 
over  the  brachial  plexus.  Eight  weeks  after  the 
beginning  of  therapy  the  patient  had  no  complaint  of 
pain.  His  neck  was  completely  free  on  motion,  and 
it  was  observed  that  he  did  not  carry  his  head  tilted 
to  the  right.  He  was  free  of  dizziness  and  pares- 
thesia of  the  fingers.  His  gait  became  normal. 
Measurement  of  the  neck  was  reduced  by  V4  inch, 
but  there  was  still  pain  on  pressure  over  the  brachial 
plexus  and  over  the  thyroid.  The  protein-bound 
iodine  taken  August  19  was  5 meg.  The  patient 
claimed  that  this  was  the  first  time  in  almost  twenty 
years  that  he  was  completely  free  of  pain  and  dizzi- 
ness. 

Subsequently  the  patient  was  taken  off  propyl- 
thiouracil medication.  When  he  was  re-examined 
three  weeks  later  the  physical  findings  were  un- 
changed. The  patient  claimed,  however,  that  about 
two  weeks  after  he  stopped  taking  the  medication 
he  started  to  feel  a slight  sensation  of  pain  in  the 
right  arm  and  occasional  dizziness.  He  also  had  an 
episode  of  diarrhea  lasting  three  days.  After  being 
put  on  placebos  his  condition  grew  worse  to  the 
point  of  disability.  Finally  in  November,  1957, 
he  was  started  on  Tapazol,  one  tablet  three  times 
a day,  which  promptly  relieved  his  symptoms.  On 
re-examination  at  the  end  of  April,  1958,  he  had  no 
complaints. 

Summary 

The  etiologic  factors  of  brachial  plexus  neuritis 
are  discussed.  The  inter-relation  of  osteoar- 
thritic  changes  in  the  regional  vertebrae  and  plexus 
neuritis  are  evaluated.  A typical  case  of  hyper- 
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thyroidism  is  presented.  This  case  exhibits  classic 
symptoms  of  cervical  plexus  neuritis  which  are 
actually  caused  by  the  pressure  of  the  enlarged 
thyroid. 

The  symptoms  are  controlled  by  antithyroid 
drugs. 
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Soft  Tissue  Placentography  Using  Differential 
Intensifying  Screens 

ARTHUR  WEINBERG,  M.D.,  F.A.C.S.,  FAR  ROCKAWAY,  NEW  YORK,  AND  STANLEY  DECKOFF,  M.D., 

M.A.C.R.,  LEVITTOWN,  NEW  YORK 

( From  the  Departments  of  Radiology , New  York  University-Bellevue  Medical  Center , New  York  City , and 

Mid-Island  Hospital , Bethpage,  New  York ) 


Soft  tissue  placentography  is  being  bypassed 
quite  often  in  favor  of  vaginal  examinations 
because  of  the  technical  inadequacy  of  many 
placentography  studies. 

A lateral  x-ray  of  the  whole  uterus  using  soft 
tissue  technic  to  show  the  anterior  wall  is  often 
unsatisfactory  for  the  posterior  uterine  wall, 
which  is  surrounded  by  thick  musculoskeletal 
structures.  The  use  of  filters,  sight  development, 
intense  local  illumination,  and  double-film  tech- 
nics have  not  been  completely  reliable. 

We  are  now  engaged  in  a study  to  improve  the 
technical  quality  of  the  films  in  direct  placen- 
tography. Four  types  of  intensifying  screens  were 
supplied:*  High  speed  with  a speed  factor  of  0.5, 
general  purpose  with  a speed  factor  of  1.0,  high 
resolution  with  a speed  factor  of  2.0,  and  ultra 
detail  with  a speed  factor  of  4.0.  Three  casettes 
were  made,  each  with  the  posterior  half  of  the 
screen  having  a speed  factor  of  0.5  and  the  an- 

* Radelin  Duo  Speed  Screens  were  supplied  by  the  Radelin 
Division,  United  States  Radium  Corporation,  Morristown, 
New  Jersey. 


Fig.  1.  Anterior  half  has  speed  factor  of  1.0. 
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Fig.  2.  Anterior  half  has  speed  factor  of  2.0. 


terior  half  having  speed  factors  of  1.0  (Fig.  1), 
2.0  (Fig.  2),  and  4.0  (Fig.  3).  It  was  then  de- 
termined that  the  best  combination  was  0.5  pos- 
teriorly and  4.0  anteriorly,  giving  a ratio  of  8:1. 
I'lie  casette  is  placed  in  the  bucky  tray  so  that  the 
higher  speed  screen  is  toward  the  back  of  the  pa- 
i tient.  Exposure  factors  are  36-inch  film  dis- 
tance, 100  milliamperes,  two  seconds,  and  65  to 
75  kv.  according  to  body  thickness.  This  tech- 


Fig. 3.  Anterior  half  has  speed  factor  of  4.0. 


nic  has  resulted  in  high  quality  films  demonstrat- 
ing placental  localization. 

Bibliography 

1.  Snow,  W.:  Clinical  Roentgenology  of  Pregnancy, 

Springfield,  Illinois,  Charles  C Thomas,  1942. 

2.  Berman,  R. : Obstetrical  Roentgenology,  Philadelphia, 
F.  A.  Davis  Co.,  1955. 

3.  Weinberg,  A.:  Obst.  & Gynec.  Surv.  10:  461  (1955). 


“Darling,  tomorrow  is  your  birthday,”  sighed  the  enraptured  young  man.  “And  to  think 
a year  ago,  I didn’t  even  know  you” 

“ Sweetheart , let’s  not  talk  about  our  past,”  responded  the  Sweet  Young  Thing.  “Let’s  talk 
about  my  present.” — Material  Handling  Digest 
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( Executive  Secretary , The  National  Committee  on  The  Aging ) 


The  role  of  the  community  in  meeting  the 
problems  of  aging  people  is  to  take  the  re- 
sponsibility (1)  to  assess  the  needs  of  its  older 
people,  (2)  to  determine  the  resources  currently 
available  for  meeting  their  needs,  and  (3)  to  in- 
stitute the  action  necessary  to  bridge  the  gap  be- 
tween the  needs  and  the  resources.  It  sounds  so 
simple  and  inevitable.  Only  one  sentence  more 
needs  to  be  added,  and  the  story  is  complete. 
Each  community  is  different  from  every  other, 
and  each  must  find  its  own  method  for  carrying 
out  the  responsibilities  peculiar  to  it.  In  general 
terms,  those  two  statements  comprise  all  the  wis- 
dom wre  have  about  the  community’s  role  in  re- 
lation to  any  social  problem,  including  aging. 

The  Individual  in  the  Community 

The  role  of  the  individual  is  somehow  lost  in  a 
vague  entity  known  as  the  community,  which 
may  be  anything  from  a little  collection  of  houses 
at  a crossroad  to  a big  metropolitan  area  with 
millions  of  people.  In  a narrow  legal  sense  com- 
munity can  refer  to  two  people,  as  the  community 
property  of  man  and  wife,  or  in  a broad  sense  we 
speak  of  a world  community.  At  other  times  we 
refer  to  the  business  community,  the  religious 
community,  or  the  Jewish,  Catholic,  or  Protestant 
community.  Many  cities  have  a foreign  com- 
munity, a Negro  community,  or  a college  com- 
munity. As  is  well  known,  a hospital  or  a nurs- 
ing home  may  in  itself  be  a community. 

In  view  of  this  complicated  social  structure 
how  can  we  say  what  is  the  role  of  the  community 
with  respect  to  aging,  and  how  can  the  individual 
find  in  it  his  own  place  and  method  of  action? 
The  beauty  of  the  answer  lies  in  the  fact  that  the 
inescapable  unit  of  every  community  is  the  in- 
dividual, having  interests  in  common  with  or 
taking  action  with  one  other  or  many  others  like 
himself. 

Attitudes  Are  Important. — -All  of  us  would 
agree  that  the  single  most  important  positive  step 
to  aid  the  lot  of  older  people  in  our  country  is  to 
change  community  attitudes.  We  usually  say 
this  without  recognizing  that  a “community”  per 


se  cannot  change  and  cannot  act  except  unit  by 
unit,  person  by  person.  The  only  real  reason  we 
have  cause  to  regret  community  attitudes  toward 
older  people  is  that  our  owrn  feelings  and  actions 
are  faulty  toward  the  aged  persons  we  know,  or 
because  we  take  a dim  view  of  ourselves  as  old. 

The  aged  person  will  never  have  a more  secure 
position  in  the  community  until  he  has  it  in  his 
own  home,  his  factory,  his  union,  his  church,  the 
public  welfare  office,  the  doctor’s  office,  the  hospi- 
tal, the  restaurant,  the  social  gathering,  the  street. 
He  will  have  it,  if  at  all,  because  you  and  I give 
him  the  sense  of  being  wanted,  of  being  useful,  of 
being  wTorthy,  even  of  being  loved.  We  will  never 
be  able  to  give  him  the  respect  we  in  theory  be- 
lieve he  should  have  from  the  community  until  we 
can  face  our  own  old  age  writh  equanimity  if  not 
anticipation.  We  need  to  concentrate  less  on  the 
gray  hair  and  crepy  skin,  as  the  ads  for  beauty 
creams  so  realistically  describe  it,  and  trj^  to  ex- 
plore the  true  meaning  and  value  of  life  in  the 
later  years,  not  for  others  but  for  ourselves.  This 
is  the  foundation  for  the  “preventive  aspect”  of 
aging  and  the  first  step  in  community  action. 

With  general  agreement  on  this  essential  point, 
we  may  consider  some  of  the  forms  community  ac- 
tion may  take  or  is  taking. 

Retiring  “To”  not  “From” 

Some  of  the  most  positive  thinking  going  on 
around  the  country  today  is  in  connection  with 
preparation  for  retirement.  This  kind  of  counsel- 
ing is  being  carried  on  by  industry,  by  universi- 
ties and  public  schools  in  adult  education  classes, 
and  by  social  agencies  and  civic  groups  singly  or 
together.  In  general  the  programs  follow  the 
same  pattern.  A look  at  some  of  the  problems  of 
retirement  reveals  to  how  great  an  extent  the 
ability  to  carry  out  the  recommendations  of  the 
counseling  sessions  depends  on  community  re- 
sources and  attitudes. 

The  course  usually  starts  with  the  broad  pro- 
posal that  the  individual  should  retire  not  “from” 
but  “to”  something.  This  may  be  (1)  another 
job,  (2)  a small  independent  business,  (3)  pursuit 
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of  a hobby,  preferably  one  which  can  be  made  to 
pay,  (4)  pursuit  of  further  education,  and  (5) 
community  service,  often  as  a volunteer  in  a so- 
cial agency.  House  organs  and  books  on  how  to 
retire  successfully  are  full  of  individual  success 
stories.  But  none  of  the  roles  for  the  retired  per- 
son has  been  critically  examined  in  relation  to  the 
problem  of  mass  retirement,  in  terms  of  how  much 
the  individual  can  do  on  his  own,  or  to  what  ex- 
tent the  situation  is  beyond  his  power  to  control 
and  hence  become  a part  of  larger  community  re- 
sponsibility. 

Another  Job. — It  is  true  that  a few  individuals 
can  get  jobs  on  their  own  after  retirement.  Some 
companies  employ  skilled  people  over  sixty-five 
who  have  been  retired  by  others. 

Some  state  employment  offices  and  other 
agencies  have  established  community-wide  pro- 
grams with  many  different  facets  to  open  up  more 
employment  possibilities  for  older  people.  For 
any  degree  of  success  in  these  programs  a com- 
bination of  part  or  all  of  the  following  is  needed: 
(1)  specialized  counseling  and  encouragement  of 
older  workers,  (2)  specialized  training  and/or  re- 
habilitation of  older  workers  for  a new  kind  of  job, 

(3)  intensified  program  of  community  education, 

(4)  stimulation  of  individual  companies  to  abolish 
employment  and  retirement  age  limits.  Im- 
provement in  the  amount  of  employment  of  older 
workers  results  from  such  a program,  but  a lot  of 
cooperation  and  planning  is  required. 

It  should  be  noted,  however,  that  a few  experi- 
ments have  been  undertaken  in  setting  up  small 
companies  to  provide  work  for  older  people.  So 
far  these  are  significant  only  as  examples  of  possi- 
bilities and  make  no  important  contribution  to 
solving  the  major  mass  employment  problems  of 
older  workers. 

Small  Business. — That  retirement  to  small 
business  is  a favorable  solution  is  evidenced  by  the 
fact  that  40  per  cent  of  all  persons  over  sixty-five 
who  are  employed  are  self-employed.  National 
statistics  on  the  mortality  rates  of  small  busi- 
nesses are  discouraging,  however,  for  the  retired 
person.  Too  often  he  engages  in  the  kind  of  busi- 
ness for  which  he  has  no  preparation.  The  city 
dweller  dreams  of  retiring  to  a chicken  farm  at  the 
same  time  the  chicken  farmer  dreams  of  giving  it 
up  because  of  the  hard  work.  The  number  of 
business  failures  of  retired  persons  in  Florida  has 
led  the  president  of  a leading  bank  in  that  state  to 
suggest  that  bankers  provide  an  advisory  service 
on  business  investments. 


Hobbies. — The  pursuit  of  a hobby  as  a source 
of  income  for  the  masses  of  retired  people  is  ob- 
viously unsound  unless  we  want  to  make  our  old 
people  peddlers  of  second-rate  crafts  work.  Some 
notable  contributions  have  been  made  in  com- 
munities by  providing  instruction,  giving  advice 
on  design,  packaging,  and  marketing,  and  in  pro- 
viding outlet  shops  on  a percentage  basis  for  work 
done  by  individuals.  In  most  cases  the  income 
derived  by  the  individual  is  pocket  money  only. 

Education. — Pursuit  of  further  education 
can  be  an  exciting  venture.  But  in  considering 
this  kind  of  experience  for  the  mass  of  retired 
people  we  must  remember  that  one  in  five  has  had 
less  than  five  years  of  schooling,  about  half  failed 
to  complete  elementary  school,  about  one  fourth 
have  had  any  high  school,  and  one  tenth  have 
gone  to  college. 

Community  Service. — Retirement  to  com- 
munity service  can  also  be  a rewarding  experience, 
as  those  who  have  supervised  Red  Cross  sewing 
and  other  projects  or  who  have  used  older  people 
as  volunteers  can  well  attest.  That  there  is  a 
potential  gold  mine  in  the  capacities  of  older 
people  to  aid  the  community  is  unquestioned. 
But  tools  are  necessary  to  mine  the  gold : volun- 
teer service  bureaus,  training  courses  and  in- 
stitutes, and  supervision  on  the  job. 

Preparation  for  Retirement 

The  counseling  sessions,  having  pointed  out 
the  various  things  to  which  one  may  retire,  next 
explore  the  ways  of  preparing  for  retirement.  As 
the  first  step  it  is  often  suggested  that  each  person 
consider  all  the  things  work  has  contributed  to 
his  life:  income,  daily  routine,  companionship, 
sense  of  usefulness.  Then  each  person  plans  ways 
to  fill  gaps  opened  when  work  ends. 

Later  sessions  deal  in  some  way  with  the  fol- 
lowing: 

Finances:  How  to  live  on  reduced  income, 
budgeting,  supplementing  income. 

Health:  How  to  keep  it,  the  importance  of  diet 
and  of  regular  check-ups. 

Use  of  leisure  time:  Things  to  do,  places  to  go. 

Family  and  other  personal  relationships. 

Living  arrangements:  Staying  in  the  community 
versus  going  to  Florida  or  California ; keeping  the 
large  house  in  which  the  family  was  raised  versus 
going  to  a small  apartment. 

Spiritual  development:  The  meaning  of  re- 

ligion in  the  later  years,  formulating  a personal 
philosophy  in  relation  to  life  and  death. 
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What  an  Older  Person  Needs 
in  His  Community 

From  a review  of  the  kind  of  personal  planning 
now  being  suggested  to  persons  about  to  retire, 
we  get  an  important  clue  to  the  kind  of  com- 
munity planning  that  has  to  proceed  simul- 
taneously if  the  individual  plans  can  be  carried 
out.  Only  a few  of  the  suggested  steps  in  planning 
a “second  career,”  as  the  New  York  State  De- 
partment of  Education  so  hopefully  describes  re- 
tirement, can  be  carried  out  by  the  individual. 
Nearly  every  positive  action  must  be  taken  in 
community  with  others. 

It  is  nothing  but  wishful  thinking  to  consider 
moving  into  a small  compact  apartment  suitable 
for  an  elderly  couple  or  individual  if  there  are  no 
such  facilities  in  the  community  at  a price  a re- 
tired person  can  afford  to  pay.  It  is  useless  to 
seek  a job  to  supplement  the  pension  if  the  mere 
date  of  birth  on  an  application  blank  means  you 
cannot  even  get  an  interview.  It  is  frustrating  to 
try  to  get  help  in  working  out  the  problems  of 
living  with  your  children  if  there  is  no  family 
agency,  if  you  do  not  know  how  to  find  one  if 
it  does  exist,  or  go  there  only  to  find  the  case 
workers  so  involved  with  other  “more  hopeful” 
cases  that  you  cannot  even  get  an  appointment 
for  weeks,  if  ever. 

A retired  person  may  deeply  desire  to  devote 
his  time  and  talents  to  community  service.  Find- 
ing a volunteer  job  may  be  even  more  difficult 
than  one  with  pay.  It  is  discouraging  to  take  a 
“pain”  in  the  early  stages  to  a doctor  who  believes 
a certain  amount  of  discomfort  is  just  a normal 
part  of  getting  old.  It  is  a crowning  discourage- 
ment to  seek  spiritual  consolation  or  spiritual 
growth  in  a church  which  rates  its  success  by  the 
extent  to  which  it  is  able  to  attract  young  people. 

Planning  for  Physical  and  Mental 
Health. — To  complete  the  community  planning 
picture  one  further  step  must  be  taken.  Retire- 
ment plans  discussed  so  far  are  based  on  the  needs 
of  the  aged  who  are  active  and  well.  Retirement 
counselors  are  well  advised  to  stress  the  urgency 
of  maintaining  good  physical  and  mental  health. 
Indeed,  enough  of  follow-through  on  the  kind  of 
planning  suggested  above  would  go  a long  way  in 
preventing  the  disabilities  we  are  accustomed  to 
associate  with  advancing  years.  The  fact  re- 
mains, however,  that  any  realistic  current  plan- 
ning in  a community  must  take  into  account  the 
physically  and  mentally  infirm,  a group  whose 
comfort  and  safety  depends  almost  entirely  on  the 


resources  of  the  community.  Doubtless  there  is 
no  community,  regardless  of  size  or  nature,  which 
can  take  honest  inventory  of  existing  facilities 
and  resources  in  relation  to  these  needs  without 
having  to  face  a sobering  if  not  shocking  situation. 

Institutional  Care. — One  of  the  proudest 
states  in  the  country  has  recently  published  the 
first  of  a series  of  reports  on  state  institutions. 
Here  one  finds  that  for  16,500  mental  patients, 
one  fifth  of  whom  are  over  sixty-five,  there  are 
only  11  fully  trained  professional  personnel,  in- 
cluding six  Board  certified  psychiatrists,  one 
clinical  psychologist,  two  social  workers,  and  two 
occupational  therapists.  It  is  not  too  surprising  to 
find  further  in  the  report  that  20  per  cent  of  all 
patients  in  that  state’s  mental  hospitals  and  14 
per  cent  in  state  geriatric  centers  are  not  even 
diagnosed,  though  some  have  been  in  the  state 
hospital  system  fifteen  years.  Furthermore, 
approximately  50  per  cent  of  first  admissions  to 
state  mental  hospitals  over  the  age  of  sixty-five 
die  before  they  have  been  in  the  hospital  a year. 
According  to  the  report,  most  of  them  should  not 
have  been  admitted  in  the  first  place.  They  were 
in  need  of  medical  and/or  custodial  care  and 
would  not  have  been  sent  to  the  mental  hospital  if 
there  had  been  any  other  facility.  This  state  is 
comfortably  distant  from  New  York. 

However,  the  annual  report  of  one  of  the  most 
advanced  sectarian  agencies  serving  the  aged  in 
New  York  indicates  that  of  233  persons  for  whom 
institutional  care  was  deemed  suitable,  and  who 
were  referred  for  placement,  only  39  were  ad- 
mitted. The  report  goes  on  to  say,  “Beds  were 
not  sufficiently  available  for  the  chronically  sick 
aged  because  the  homes  with  vacancies  were  not, 
and  still  are  not,  equipped  to  handle  these  sick 
persons.  Many  homes  do  not  care  for  the  sick, 
but  there  is  a long  waiting  list  at  such  institutions. 
The  problem  of  facilities  for  the  mentally  infirm 
aged  remains  a very  serious  one.” 

If  this  situation  prevails  for  the  clientele  of  an 
agency  with  central  intake,  casework,  and  re- 
ferral service,  with  a comparatively  large  number 
of  institutional  beds  available,  supplemented  by 
home  care  and  foster  home  programs,  what  can  be 
said  of  the  plight  of  the  great  majority  of  elderly 
people  not  known  to  agencies?  A great  deal  is 
being  said  these  days  about  “family”  respon- 
sibility. But  how  can  a family  properly  dis- 
charge its  responsibility  if  the  community  lacks 
the  visiting  services  of  nurse  and  housekeeper 
which  might  enable  the  patient  to  be  cared  for  in 


2064 


New  York  State  J.  Med. 


THE  COMMUNITY'S  ROLE  IN  AGING 


his  own  home  or  that  of  relatives,  or  if  there  is  no 
facility  providing  appropriate  care  at  a price  the 
family  can  afford  to  pay? 

Standards  for  Institutions. — This  situation 
necessitates  a word  about  standards  in  the  insti- 
tutional field.  At  present  every  state  in  the 
Union  has  some  kind  of  standard-setting  “au- 
thority.” Through  the  work  of  one  of  the  proj- 
ects of  The  National  Committee  on  The  Aging  a 
set  of  “Suggested  Standards  for  Homes  for  the 
Aged  and  Nursing  Homes”  is  available.  How- 
ever, in  a series  of  grass  roots  regional  conferences 
held  a few  years  ago  to  find  ways  of  bridging  the 
gap  between  desirable  goals  and  present  practices, 
some  frustrating  situations,  none  of  which  can  be 
remedied  without  community  action,  came  to  light. 

What  can  we  do  when  a state  sets  high  stand- 
ards but  maintains  a rate  of  payment  for  Old  Age 
Assistance  which  is  not  sufficient  to  pay  for  the 
minimum  standards  required  by  law,  when  there 
is  not  sufficient  field  staff  to  carry  out  an  adequate 
program  of  visitation  and  inspection,  when  lack 
of  training  facilities  makes  it  impossible  for  the 
field  staff  to  carry  out  the  modern  concept  of 
education  and  counseling  as  opposed  to  inspection 
and  policing?  How  is  a conscientious  nursing 
home  operator  to  maintain  the  desirable  quota  of 
registered  nurses  and  social  workers  when  there 
aren't  enough  to  go  around  and  when  many  have 
a deep-seated  prejudice  about  working  with  older 
people?  What  must  be  said  about  the  frustration 
of  the  conscientious  and  intelligent  member  of  a 
field  staff  who  repeatedly  reports  violations  of 
standard  requirements  in  an  institution  only  to 
find  nothing  is  done  because  there  is  no  other  place 
to  which  the  patients  can  be  transferred? 

Community -Wide  Committees 

Probably  the  most  useful  lesson  gained  from  the 
regional  conferences  was  the  need  for  coordinated 


community  action. 

Those  communities  across  the  country  where 
the  needs  of  older  people  are  being  met  most 
satisfactorily  are  those  with  genuinely  community- 
wide committees,  including  representation  from 
all  interests:  business  and  labor,  civic  and  re- 
ligious groups,  health  and  social  agencies,  govern- 
ment and  voluntary. 

Many  communities  have  made  surveys  pre- 
ceding and  recommendations  in  conjunction  with 
establishing  these  committees.  A New  York 
community,  Westchester  County,  is  one  of  the 
few  that  has  taken  the  second  and  third  steps, 
both  of  which  required  considerable  courage, 
namely,  establishing  priorities  and  computing 
costs. 

Westchester  County  estimated  the  cost  of  a 
ten-year  program  and  set  the  amount  needed 
for  the  first  year  as  $269,000,  divided  among  the 
departments  of  health  and  welfare  and  the  West- 
chester County  Council  of  Social  Agencies,  Inc. 
Because  so  many  of  those  charged  with  adminis- 
tration of  public  and  private  funds  had  been  part 
of  the  group  investigating  need,  substantially  the 
amount  requested  was  voted.  A study  of  the 
Westchester  experience  reveals  the  remarkable 
extent  to  which  individuals,  lay  and  professional, 
were  involved  in  planning. 

A Personal  Responsibility 

We  now  come  back  to  the  original  statement 
about  the  role  of  the  community,  its  responsibility 
to  assess  need  and  resources  and  to  take  action  to 
fill  in  the  gaps.  Each  community,  whether  it  be  a 
geographical  unit  as  a town  or  a community  of  in- 
terest as  a church,  takes  hold  of  the  problem 
wherever  it  can.  With  such  consideration  no  one 
can  retain  the  comfortable  belief  that  there  is 
nothing  he,  personally,  needs  to  do. 


Minus  a Mind 

Wife:  “I  can’t  decide  whether  to  go  to  a palmist  or  to  a mindreader.” 

Husband:  “Go  to  a palmist.  It’s  obvious  that  you  have  a palm.” 
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ROSWELL  PARK  MEMORIAL  INSTITUTE 
BUFFALO,  NEW  YORK 

Conducted,  by  j.  w.  pickren,  m.d.  October  26,  1957 

Discussed  by  george  collins,  m.d.,  and 

E.  R.  STUDENSKI,  M.D. 


Case  History 

Present  Illness. — This  seventy-year-old, 
white  male  had  noted  the  simultaneous  onset  of 
progressive  exertional  dyspnea  and  upper  abdom- 
inal discomfort  nine  months  before  admission. 
This  discomfort  became  increasingly  severe  and 
constant  and  began  to  radiate  to  the  back.  It 
became  so  severe  that  he  had  slept  very  little  in 
the  two  months  prior  to  admission.  For  six 
months  he  had  noted  orthopnea  and  dependent 
edema.  He  was  placed  on  digitalis  with  only 
slight,  temporary  improvement  of  his  cardiac 
symptoms,  which  then  became  progressively 
worse.  He  was  unable  to  work  for  six  months  be- 
cause of  weakness.  During  this  illness  he  de- 
veloped intermittent  constipation  that  alternated 
with  diarrhea.  For  several  days  prior  to  admis- 
sion, he  had  nausea  but  no  vomiting. 

Past  History. — The  patient  had  enjoyed  good 
general  health  until  the  onset  of  his  present  ill- 
ness. He  had  malaria  at  twelve  years  of  age.  He 
denied  a past  history  of  rheumatic  manifestations, 
Bright’s  disease,  or  hypertension. 

Physical  Examination. — His  blood  pressure 
was  120/90,  temperature  98.4  F.,  pulse  75  per  min- 
ute, and  respirations  24  per  minute.  He  appeared 
chronically  ill  with  dyspnea  and  orthopnea  and 
complained  of  upper  abdominal  and  back  pain. 
He  was  cyanotic  and  had  a plethoric  face.  A 
funduscopic  examination  revealed  arteriolar  nar- 
rowing and  arteriovenous  nicking.  The  cervical 
veins  were  engorged  when  he  was  in  the  sitting 
position.  At  both  posterior  lung  bases  there  was 


dullness  on  percussion,  diminished  breath  sounds, 
and  numerous  moist,  crackling  rales  on  ausculta- 
tion. Although  the  rhythm  of  the  heart  was  ir- 
regular, the  heart  sounds  were  of  fair  quality. 
The  second  pulmonic  sound  was  greater  than  the 
second  aortic  sound.  There  were  no  murmurs. 
The  abdomen  was  distended.  A large  right  and 
mid-upper  abdominal  mass  had  a smooth  edge 
and  extended  10  cm.  below  the  costal  margin. 
The  spleen  was  not  palpable.  An  additional  mid- 
abdominal mass  had  distinct  arterial  pulsations. 
There  was  2 plus  pitting  edema  of  the  lower  ex- 
tremities to  the  level  of  the  midleg.  There  were 
numerous  small,  soft,  subcutaneous  masses  from 
2 cm.  to  3 cm.  in  diameter  over  the  anterior  thorax 
and  the  abdomen. 

Laboratory  Work. — Urinalyses  revealed  a 
specific  gravity  varying  between  1.015  and  1.020, 
a pH  of  4.3,  and  a positive  albumin  varying  from  a 
trace  to  2 plus,  but  no  sugar.  Microscopic  study 
revealed  a few  red  and  white  blood  cells  per  high 
power  field . Bence- J ones  protein  was  not  present . 
A hemogram  showed  a hemoglobin  of  10.8  Gm. 
per  cent,  leukocytes  of  3,250,  and  a normal  dif- 
ferential. Platelets  were  290,000.  Reticulocytes 
were  0.6  per  cent.  Corrected  sedimentation  rate 
was  34  mm.  per  hour.  Hematocrit  was  34  per 
cent.  His  prothrombin  time  was  eighteen  sec- 
onds, which  was  equivalent  to  40  per  cent  activity 
of  the  control  prothrombin  time  of  fourteen  sec- 
onds. Cephalin  flocculation  was  negative. 
Bromsulphalein  retention  was  0 per  cent  at  thirty 
minutes.  Although  the  bone  marrow  showed  a 
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1 normal  cellularity  and  a normal  myeloid- 
erythroid  ratio,  almost  two  thirds  of  the  cells  con- 
I sisted  of  abnormal  plasma  cells,  and  the  number 
j of  megakaryocytes  was  decreased. 

Blood  analyses  revealed  a sugar  of  97  mg.  per 
I cent,  a nonprotein  nitrogen  of  49  mg.  per  cent, 
uric  acid  of  6.7  mg.  per  cent,  chloride  of  110 
mEq/1,  potassium  of  4.5  mEq./l,  and  serum 
sodium  of  136  mEq./l.  His  serum  proteins  were 
7 Gm.  per  cent  with  2.4  Gm.  per  cent  albumin  and 
4.6  Gm.  per  cent  globulin. 

Paper  electrophoresis  of  serum  proteins  showed 
I 8.54  Gm.  per  cent  total  protein,  of  which  1.84 
Gm.  per  cent  was  albumin  (normally  3.28  Gm. 
per  cent),  0.55  Gm.  per  cent  was  alpha-1  globulin 
(normally  0.33  Gm.  per  cent),  0.46  Gm.  per  cent 
was  alpha-2  globulin  (normally  0.68  Gm.  per 
I cent),  5.14  Gm.  per  cent  was  beta  globulin  (nor- 
mally 1.04  Gm.  per  cent),  and  0.55  Gm.  per  cent 
was  gamma  globulin  (normally  1.29  Gm.  per- 
cent). Serum  carbon  dioxide  content  was  17 
mm./l,  total  cholesterol  was  187  mg.  per  cent, 
alkaline  phosphatase  was  9.5  units,  and  the  Van- 
denberg  in  one  minute  was  0.1  mg.  per  cent  and  in 
thirty  minutes  was  0.2  mg.  per  cent.  Serologic 
test  for  syphilis  was  negative.  Sputum  culture 
showed  pneumococci  and  rare  Neisseria.  Tu- 
berculosis culture  of  sputum  was  sterile.  An 
electrocardiogram  showed  an  auricular  fibrillation 
and  nonspecific  ST  and  T wave  changes. 

A roentgenogram  of  the  chest  showed  gen- 
eralized demineralization  of  the  bony  cage,  car- 
diac enlargement  of  the  left  ventricular  type, 
prominent  hilar  shadows,  and  lung  markings,  but 
no  mediastinal  adenopathy.  Study  of  the  abdo- 
men showed  a greatly  enlarged  liver.  A barium 
enema  showed  diver ticulosis  of  the  lower  colon. 
An  upper  gastrointestinal  study  revealed  a mini- 
mal degree  of  cardiospasm.  Cardiac  fluoroscopy 
showed  an  enlarged  and  globular-shaped  heart 
with  weak  pulsation.  The  film  of  the  skull  was 
normal. 

Sputum  smears  and  gastric  washings  did  not 
show  tumor  cells. 

Hospital  Course. — Throughout  his  hospital 
stay  the  patient  complained  of  upper  abdominal 
! and  back  pain.  There  was  some  improvement  of 
the  dyspnea  and  orthopnea  on  a strict  cardiac 
regimen  of  digoxin,  salt-free  diet,  and  mercurial 
diuretics,  but  the  abdominal  findings  remained 
unchanged.  On  his  sixteenth  hospital  day,  while 
eating  lunch  and  talking  to  his  wife,  he  suddenly 
lost  consciousness.  He  was  seen  within  two  min- 


utes by  his  physician.  He  was  gasping  and  cya- 
notic. Rapid,  faint  heart  sounds  were  at  first 
heard,  and  intravenous  Pronestyl  was  adminis- 
tered. Soon  thereafter  the  heartbeat  stopped, 
and  the  patient  was  pronounced  dead. 

Discussion 

Dr.  George  Collins:  I’d  like  to  say  right  at 
the  beginning  that  I believe  that  this  patient  had 
multiple  myeloma  and  that  the  major  problem  is 
the  cause  of  his  sudden  demise.  I believe  the 
protocol  shows  that  most  if  not  all  of  the  data  is 
compatible  with  multiple  myeloma.  Let  us  con- 
sider some  of  the  clinical  findings  and  the  usual 
picture  seen  in  multiple  myeloma.  Multiple 
myeloma  ordinarily  occurs  in  people  in  the  age 
group  in  which  this  patient  falls,  namely  forty 
years  or  older,  or  usually  above  fifty.  Multiple 
myeloma  is  often  associated  with  pain  in  various 
parts  of  the  body.  Such  pain  is  frequently  re- 
ferred to  the  spine.  This  patient  had  such  pain. 
Patients  with  multiple  myeloma  often  have  hypo- 
albuminemia.  This  patient’s  orthopnea,  dyspnea, 
and  dependent  edema  did  not  respond  to  digitalis 
therapy,  probably  because  they  were  related  not 
to  his  heart  disease  but  to  his  hypoalbuminemia. 
It  is  well  known  that  most  individuals  going  into 
congestive  heart  failure  from  arteriosclerotic 
heart  disease  respond  very  nicely  to  the  first  ad- 
ministration of  mercurials,  sodium  restriction, 
and  digitalis.  This  individual  did  not.  He  did 
not  even  respond  to  intensive  treatment  while 
hospitalized  for  cardiac  failure.  There  was  no 
decrease  in  the  size  of  the  man’s  liver.  This 
therapeutic  failure  mitigates  against  congestive 
heart  failure  as  a cause  of  his  large  liver. 

Physical  examination  revealed  hepatomegaly,  a 
distended  abdomen,  and  a pulsating  mass  in  the 
midabdomen,  synchronous  with  the  heartbeat. 
The  enlarged  liver  is  compatible  with  multiple 
myeloma,  but  the  pulsating  mass  most  likely 
represents  another  disease.  So  much  for  his 
complaints  and  physical  examination. 

The  laboratory  analyses  are  also  consistent  with 
multiple  myeloma.  The  2 plus  albuminuria  is 
compatible  with  multiple  myeloma  as  well  as  a 
host  of  other  diseases.  The  absence  of  Bence- 
Jones  protein  in  the  urine  does  not  rule  out  multi- 
ple myeloma,  for  in  many  cases  it  is  not  present. 
Furthermore,  in  order  to  be  sure  of  the  finding  of  a 
negative  Bence-Jones  proteinuria,  one  must  do 
repeated  tests  of  the  urine  for  this  substance, 
since  Bence-Jones  protein  may  be  absent  in  the 
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urine  on  one  day  and  present  in  the  urine  on  an- 
other day. 

In  addition  to  a clinically  recognizable  hepa- 
tomegaly, he  had  some  evidence  of  hepatic  dys- 
function noted  by  a prolongation  of  his  pro- 
thrombin time.  However,  his  cephalin  floccula- 
tion test  and  excretion  of  Bromsulphalein  were 
normal.  These  findings  are  against  his  hepa- 
tomegaly being  due  to  a cirrhotic  process.  In 
cirrhosis  the  first  test  that  usually  demonstrates 
any  abnormality  is  the  Bromsulphalein  excretion. 
He  apparently  was  not  jaundiced.  He  was 
mildly  anemic,  and  he  had  a low  to  normal  white 
blood  cell  count  with  a normal  differential.  Al- 
most two  thirds  of  the  cells  of  the  bone  marrow 
were  abnormal  plasma  cells.  This  factor  in  itself 
is  probably  diagnostic  of  multiple  myeloma.  I 
don’t  know  the  significance  of  the  slightly  de- 
creased number  of  megakaryocytes.  The  blood 
chemistries  show  that  the  patient  had  minimal 
nitrogen  retention.  The  slightly  increased  uric 
acid,  I presume,  is  due  to  hyperactivity  of  the 
plasma  cells  and  perhaps  other  cellular  elements. 
I don’t  think  it  is  due  to  renal  disease.  His  elec- 
trolytes were  essentially  normal. 

His  serum  protein  pattern,  when  studied  by 
electrophoresis,  showed  two  main  abnormalities: 
(1)  low  albumin  and  (2)  high  beta  globulin.  In 
multiple  myeloma  there  are  essentially  two  types 
of  electrophoretic  patterns;  as  a matter  of  fact 
the  disease  has  been  given  two  names  by  the 
chemists,  (1)  beta  myeloma  and  (2)  gamma  mye- 
loma. Gamma  myeloma  is  by  far  the  more  com- 
mon and  shows  marked  elevation  of  the  gamma 
globulin.  However,  in  a certain  proportion  of 
cases,  Laurell  et  al.1  in  Sweden  found  that  around 
15  to  20  per  cent  of  all  the  patients  with  myeloma 
had  elevated  beta  globulins;  the  remainder  had 
elevated  gamma  globulins.  Occasionally  both 
fractions  are  elevated.  I should  like  to  know 
whether  this  spike  was  in  the  S 4.5  or  S 7 range  of 
beta  globulin. 

Dr.  Joseph  Sokal:  Sedimentations  were  not 
performed. 

Dr.  Collins:  There  is  one  case  reported  by 
Laurell  et  al.1  in  which  there  was  a big  beta  peak 
such  as  this  which  was  due  to  chronic  renal  dis- 
ease. In  fractionating  the  beta,  he  found  that  the 
beta  peak  was  at  the  S 4.5  level  and  S 7 level.  He 
concluded  that  the  simple  elevation  of  the  beta 
globulin  might  be  due  to  a chronic  renal  dis- 
ease. However,  his  cases  all  had  frank  renal  fail- 
ure. Our  patient  did  not.  The  electrophoretic 


pattern  is  consistent  with  the  presence  of  multiple  | 
myeloma.  The  remainder  of  the  laboratory  work  to 
is  essentially  normal. 

Dr.  Herschel  Moss:  What  other  diseases  Ca 
may  cause  elevated  serum  globulins?  ai 

Dr.  Collins:  There  are  a large  number  of  b( 
diseases  that  may  cause  elevated  serum  globulins,  ol 
I’m  sure  that  this  patient  didn’t  have  lympho-  ai 
pathia,  Kala-azar,  sarcoidosis,  severe  renal  dis-  a1 
ease,  or  cryoglobulinemia.  vi 

Dr.  Robert  Tarail:  Hyperglobulinemia  may  a’ 
also  occur  in  lymphomas  and  leukemia.  p 

Dr.  Collins:  May  we  see  the  x-ray  films? 

Dr.  Franz  Lessman:  The  films  of  the  chest  ai 
show  increased  markings  and  some  accentuation  e’ 
of  the  hilar  shadow.  These  changes,  associated  st 
with  heart  configuration,  are  compatible  with 
mild  congestion.  Also,  some  pleural  thickening  ^ 
in  the  interlobar  fissures  is  noted.  There  is  de-  a 
mineralization  of  the  ribs  and  the  dorsal  spine.  Sl 
The  heart  configuration  is  suggestive  of  an  aortic  ^ 
or  hypertensive  heart  disease.  A flat  film  of  the  c 
abdomen  shows  calcification  extending  on  the  left  e 
side  between  L2  and  L3.  This  calcification  does  P 
not  have  the  configuration  of  calcified  lymph  11 
nodes  but  is  more  suggestive  of  calcification  of  the 
abdominal  aorta.  The  scout  films  of  the  skeleton  * 
show  degrees  of  demineralization.  When  one  i & 
considers  that  this  patient  is  seventy  years  old,  e 
one  must  exclude  senile  osteoporosis  as  the  pri-  a 
mary  factor  of  the  demineralization.  The  barium  t 
enema  examination  shows  some  diverticula  in  the  j a 
sigmoid  and  descending  colon.  The  examination 
of  the  stomach  shows  no  abnormalities.  The  ex-  j, 
animation  of  the  skull  shows  the  calvarium  and  j 
the  base  well  outlined  and  no  evidence  of  in-  s 
creased  intracranial  pressure.  There  are  some  j \ 
formations  of  vessels  demonstrated  but  no  definite  a 
evidence  of  destruction.  1 E 

Dr.  Ben  Harned:  Is  the  calcification  noted  in  ] 
the  abdominal  aorta  compatible  with  a normally  f 
shaped  aorta,  or  is  it  more  suggestive  of  an  a 
aneurysm?  I t 

Dr.  Lessman:  It  could  be  an  aneurysm.  1 ] 

Dr.  Collins:  Multiple  mj^eloma  usually  re-  \ ( 
suits  in  punched-out  areas  of  destruction  without  j 
evidence  of  new  bone  formation.  However,  J t 
Sturgis2  comments  that  about  15  per  cent  of  the  i 1 
individuals  with  this  disease  show  no  punched-  ;j  } 
out  areas  but  simply  diffuse  demineralization.  c 
Therefore,  the  roentgenograms  of  the  bones  are  | 
consistent  with  multiple  myeloma.  D 

The  question  now  arises  as  to  the  cause  of  his 
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death.  Apparently  the  patient  was  transferred 
to  the  medical  service  because  of  his  apparent  con- 
gestive heart  failure.  While  under  a fairly  strict 
cardiac  regimen,  he  suddenly  lost  consciousness 
and  died  within  a few  minutes.  His  appearance 
before  death  apparently  included  such  things  as 
obvious  dyspnea  with  gasping  and  cyanosis  and 
an  extremely  rapid  heart  rate.  There  was  time 
available  to  attempt  to  give  the  patient  intra- 
venous Pronestyl,  but  apparently  this  was  to  no 
avail,  and  the  patient  died  very  quickly.  At  this 
point  I think  it  is  important  for  us  to  study  the 
two  electrocardiograms.  The  one  shortly  after 
admission  shows  simply  auricular  fibrillation  and 
evidence  of  left  ventricular  hypertrophy.  The 
second,  on  the  twenty-fifth  hospital  day,  fourteen 
days  before  death,  again  shows  about  the  same 
findings,  namely,  ventricular  hypertrophy  and 
auricular  fibrillation  at  a slower  rate,  indicating 
some  improvement  following  digitalis  therapy, 
but  there  is  no  evidence  of  an  old  or  recent  myo- 
cardial infarction.  There  are  deep  S waves  pres- 
ent in  leads  III  and  AVF,  but  I think  these  are 
preceded  by  small  It  waves  and  probably  do  not 
indicate  the  presence  of  an  old  posterior  wall  in- 
farct, although  that  is  open  to  question.  I think 
that  on  the  basis  of  the  patient’s  electrocardio- 
gram we  can  assume  that  he  has  myocardial  dis- 
ease probably  secondary  to  arteriosclerosis  and 
accompanied  by  auricular  fibrillation.  We  know 
that  he  had  some  arteriosclerosis  of  his  abdominal 
aorta. 

One  of  the  difficult  problems  of  a Clinicopatho- 
logic  Conference  is  to  decide  the  cause  of  death 
in  a patient  who  is  doing  well  in  the  hospital  and 
suddenly  drops  dead.  There  is  so  little  informa- 
tion, simply  that  the  man  was  talking  to  his  wife 
and  died  within  a period  of  two  minutes.  We 
must  base  our  diagnosis  on  the  patient’s  history. 
From  this  history  there  are  two  possible  causes 
for  his  sudden  death,  his  heart  disease  and  his 
abdominal  aneurysm.  If  the  heart  disease  is  of 
the  arteriosclerotic  variety,  certainly  he  could 
have  suffered  a myocardial  infarction.  Or- 
dinarily, however,  in  myocardial  infarction  the 
patient  complains  of  chest  pain.  In  this  instance 
there  is  no  mention  of  precordial  pain.  He  might 
have  ruptured  an  aneurysm  in  the  abdomen. 
However,  although  death  may  occur  rapidly,  it 
doesn’t  usually  occur  within  two  minutes.  Fur- 
thermore, no  pain  referable  to  his  abdomen  was 
noted.  Perhaps  he  became  unconscious  very 
quickly  and  wasn’t  able  to  complain,  but  these 


factors  are  against  myocardial  infarction  or  sud- 
den hemorrhage  from  his  aneurysm.  I grant  you 
that  myocardial  infarctions  can  occur  silently, 
and  I presume  even  an  arteriosclerotic  abdominal 
aneurysm  can  rupture  silently. 

One  other  cause  of  sudden  death  is  the  onset  of 
an  arrhythmia.  This  individual’s  pulse  was  de- 
scribed as  rapid . The  time  was  not  available  to  do 
an  electrocardiogram,  and  of  course  there  are  all 
sorts  of  rapid  rhythms.  In  an  individual  with 
congestive  heart  failure  refractory  to  treatment 
excessive  dosages  of  digitalis  may  lead  to  ven- 
tricular tachycardia,  ventricular  fibrillation,  and 
death. 

In  summary,  I think  this  man  had  multiple 
myeloma  with  involvement  of  the  liver,  kidney, 
bone,  and  subcutaneous  tissue.  Furthermore,  he 
had  generalized  arteriosclerosis,  an  aneurysm  of 
the  abdominal  aorta,  and  arteriosclerotic  heart 
disease.  His  death  was  due  to  the  sudden  onset 
of  an  arrhythmia. 

Dr.  John  Pickren:  Are  there  questions  or 
comments  from  the  audience? 

Dr.  Harned  : In  the  lateral  view  of  the  gastro- 
intestinal films,  was  the  stomach  displaced  for- 
ward? 

Dr.  Lessman:  Yes,  the  stomach  is  displaced 
anteriorly,  but  this  is  usually  present  in  a stout, 
heavy  person  due  to  collections  of  retroperitoneal 
fat.  Was  this  man  obese? 

Medical  Resident:  He  was  stout. 

Dr.  Tarail:  Dr.  Collins,  what  is  the  relation- 
ship of  amyloidosis  of  the  kidney  and  myeloma? 

Dr.  Collins:  These  two  diseases  occur  to- 
gether frequently.  Of  course  albuminuria  with- 
out hypertension  and  with  nitrogen  retention 
often  makes  us  think  of  amyloidosis.  However, 
the  same  triad  is  present  in  myeloma  kidney.  So, 
I don’t  know  which  it  is.  The  man  was  not  hy- 
pertensive. All  I can  say  is  that  amyloid  disease 
is  frequent^  associated  with  multiple  myeloma, 
and  if  it  were  present,  it  would  not  be  a great  sur- 
prise. 

Dr.  Henry  Riegler:  The  cardiac  fluoroscopy 
which  revealed  an  enlarged,  globular-shaped 
heart  with  weak  pulsations  might  indicate  pericar- 
dial effusion.  Do  the  electrocardiograms  show 
changes  consistent  with  a pericardial  effusion? 

Dr.  Collins:  An  electrocardiogram  is  not  100 
per  cent  diagnostic  of  this  lesion,  but  the  records 
on  this  patient  do  not  suggest  pericarditis  or  peri- 
cardial effusion. 

Dr.  Ellen  Lessman:  What  is  the  importance 
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of  an  accentuation  of  the  second  pulmonic  sound? 

Dr.  Collins:  Anyone  in  congestive  heart 
failure  can  have  an  accentuated  second  pulmonic 
sound  due  to  pulmonary  hypertension.  The 
characteristics  of  the  second  pulmonic  sound  may 
be  very  misleading  in  a physical  diagnosis. 

Diagnoses 

Clinical. — (l ) Multiple  myeloma  associated  with 
arteriosclerotic  heart  disease , and  (2)  aneurysm  of 
abdominal  aorta. 

Dr.  Collins. — ( 1 ) Multiple  myeloma  associated 
with  sudden  arrhythmia  of  the  heart  due  to  coronary 
arteriosclerosis,  and  ( 2 ) aneurysm  of  abdominal 
aorta. 

Anatomic. — ( 1 ) Diffuse  plasmacytosis  of  un- 
known etiology  associated  with  primary  amyloi- 
dosis of  the  heart  and  other  organs , and  ( 2 ) active 
cholangitis,  ( 8 ) aneurysm  of  aorta. 

Pathologic  Report 

Dr.  Eugene  R.  Studenski:  The  heart  showed 
left  ventricular  hypertrophy,  dilated  atria,  and  a 
thick  and  rigid  mitral  valve.  The  heart  seemed 
contracted  and  firm  as  if  it  had  stopped  during 
a ventricular  fibrillation  in  a tonic  state.  The 
aortic  valves  were  stiffened  and  did  not  open  well, 
but  there  was  no  definite  fusion  at  the  cusps. 
The  myocardium  showed  no  gross  changes.  The 
aorta  showed  considerable  atherosclerosis 
throughout  and  a large  saccular  aneurysm  in  the 
abdomen.  There  was  no  evidence  of  a rupture  of 
the  aneurysm.  The  kidneys  showred  mild  scar- 
ring with  mild  ureteral  obstruction  at  the  level  of 
the  bladder.  There  wTere  no  areas  of  bone  de- 
struction. The  bone  marrow  was,  grossly,  en- 
tirely normal. 

Dr.  George  Moore  : There  was  no  infiltration 
in  the  liver? 

Dr.  Studenski:  The  liver  was  large  but 

showed  no  other  gross  abnormality. 

Except  for  minor  abnormalities,  this  case  can  be 
explained  on  a unitary  diagnosis.  One  of  the 
clinical  keys  to  the  diagnosis  is  the  lack  of  re- 
sponse to  a cardiac  regimen.3*4  This  lack  of  re- 
sponse also  impressed  his  attending  physician,  so 
that  constrictive  pericarditis  was  considered. 
The  symptoms  associated  with  constrictive  peri- 
carditis are  also  typical  of  this  patient’s  lesion. 

The  microscopic  changes  in  the  lung  demon- 
strate the  earliest  and  clearest  abnormalities. 
The  normal  concentric  pattern  of  the  muscle 


Fig.  1.  The  myocardium  shows  hydropic  degenera- 
tion of  the  muscle  fibers  and  marked  deposits  of  amy- 
loid in  the  walls  of  the  arterioles  and  the  interstitium. 


coats  of  many  of  the  arterioles  is  completely  lost. 
The  smooth  muscle  cells  are  disoriented,  sep- 
arated, and  thickened  by  eosinophilic,  amorphous 
material.  Some  of  the  arterioles  show  marked 
narrowing  of  their  lumens,  and  in  others  entire 
segments  of  the  wall  have  been  replaced.  In  the 
aorta  the  vasa  vasorum  show  deposits  of  material 
stained  bright  red  with  Congo  red.  Their  walls 
are  largety  destroyed  by  these  masses  in  the  mus- 
cle coats.  In  addition,  material  stained  by  Congo 
red  has  replaced  zones  of  the  wall  of  the  aorta. 
The  heart  shows  extensive  infiltration  with  Congo 
red  positive  material,  primarily  involving  the 
myocardial  arteries  (Fig.  1).  Several  of  the  small 
arteries  show  occlusion  of  their  lumens.  There 
is  replacement  of  cardiac  muscle  b}’’  scar  tissue. 
In  addition,  masses  of  myocardial  fibers  are  re- 
placed by  amyloid.  Other  groups  of  fibers  show 
♦hydropic  degeneration.  The  arterioles  of  the 
liver  show  marked  changes  with  replacement  of 
normal  muscle  tissue  (Fig.  2).  The  intestine 
similarly  shows  destruction  of  the  wall  of  regional 
arterioles  with  retention  of  the  pattern  of  the 
smooth  muscle  and  the  mucosa.  The  tongue 
.shows  extensive  deposits  of  amyloid  between  the 
bands  of  muscle.  It  is  not  possible  to  find  in- 
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Fig.  2.  In  the  liver  there  is  replacement  of  the 
concentric  pattern  of  the  muscle  coats  of  arterioles  by 
amorphous,  eosinophilic  material. 


dividual  muscle  fibers  that  are  replaced  by  amy- 
loid. The  bone  marrow  shows  in  all  the  sections 
a large  excess  of  plasma  cells  without  structural 
alterations  (Fig.  3).  However,  they  are  not  or- 
ganized in  neoplastic-like  masses  but  occur  in 
small  aggregates  and  in  diffuse  infiltrations. 
There  is  no  localized  destruction  of  bony  tra- 
beculae. 

The  interpretation  of  these  findings  patho- 
logically may  be  done  in  two  phases.  The  most 
prominent  anatomic  finding  is  the  presence  of 
amyloid  in  many  of  the  organs.  The  amyloidosis 
correlates  very  closely  with  the  clinical  presence 
of  the  abnormal  globulins.  The  physiologic  ef- 
fect of  this  accumulation  of  material  in  the  heart 
is  relatively  intractable  cardiac  failure  which 
classically  shows  the  clinical  pattern  of  constric- 
tive pericarditis. 

There  are  two  main  morphologic  patterns  of 
amyloidosis:  (1)  intercellular  and  interstitial  de- 
posits in  parenchymal  organs  and  (2)  deposits  in 
smooth  muscle  of  arteries  and  in  the  muscle  of  the 
tongue.  The  first  group  of  organ  deposits  has 
been  correlated  very  largely  with  preceding- 
chronic  inflammatory  conditions  such  as  tubercu- 
losis. The  second  group  has  been  called  “pri- 


Fig.  3.  Bone  marrow  smear  shows  an  excess  number  of 
plasma  cells  that  have  no  structural  alterations. 


mary”  or  without  a known  cause,  except  for  one 
subclassification,  that  is,  amyloidosis  following 
plasma  cell  myeloma.  The  distribution  in  this 
patient  fits  perfectly  with  primary  amyloidosis 
following  plasma  cell  myeloma. 

The  second  part  of  the  discussion  concerns  the 
etiology.  Since  the  beginning  of  the  century  more 
cases  of  myelomas  in  a diffuse  pattern  without 
tumor  formation  have  been  recognized.  How- 
ever, in  recent  years  more  cases  have  been  dis- 
covered of  bone  marrow  plasmacytosis  associated 
with  other  disease,5’6  sulfonamide  allergies,  rheu- 
matoid arthritis,  hepatic  cirrhosis,  trichinosis,  etc. 
These  cases  have  shown  a pattern  of  diffuse  bone 
marrow  involvement  with  scattered  deposits  else- 
where. In  addition,  Propp  et  al.6  reported 
plasmacytosis  with  amyloidosis  without  other  fea- 
tures of  myeloma.  They  felt  that  there  should  be 
a re-examination  of  the  criteria  for  the  diagnosis 
of  plasma  cell  myeloma. 

We  must  try  to  decide  whether  this  patient’s 
diffuse  marrow  plasmacytosis  is  related  to  multi- 
ple myeloma  or  some  other  etiology.  The  ab- 
sence of  focal  tumor-like  growth  and  the  morpho- 
logic normality  of  the  plasma  cells  are  suggestive 
of  diffuse  plasmacytosis,  not  plasma  cell  myeloma. 
However,  this  differential  is  not  so  definite  that  a 
phase  of  multiple  myeloma  can  be  completely  dis- 
regarded, particularly  when  no  other  underlying 
etiology  is  discovered.  I can  only  say  that  with 
our  present  knowledge  it  is  impossible  to  state 
categorically  the  etiology  of  this  patient’s  plasma 
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cell  proliferation. 

Dr.  Moss. — What  were  the  skin  nodules? 

Dr.  Studenski. — I blushingly  admit  I have  no 
sections  on  them. 

Dr.  Collins. — The  involvement  of  the  heart 
is  fairly  typical  of  primary  amyloidosis;  sec- 
ondary amyloidosis  rarely  involves  the  heart. 
The  renal  findings  of  albuminuria  and  hypoal- 
buminemia  without  hypertension  also  fit  the  diag- 
nosis of  amyloid  disease,  although  usually  the  kid- 
neys are  more  apt  to  be  involved  in  secondary 
amyloid  disease. 

Dr.  Studenski. — The  kidneys  are  essentially 
uninvolved  except  for  the  arteriole  changes.  I 
failed  to  tell  you  about  an  active  cholangitis  that 
I cannot  explain  or  correlate  with  anything. 


Dr.  Collins. — Cholangitis  may  explain  some- 
thing, because  it  is  well  known  that  hyper- 
globulinemia  occurs  in  the  presence  of  biliary 
cirrhosis  and  inflammatory  reactions  involving 
the  small  biliary  radicals.  This  inflammation  may 
possibly  explain  some  of  the  hyperglobulinemia. 
However,  it  does  not  explain  the  multitude  of 
plasma  cells. 
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Distorting  Facts  into  Fads 


Never  have  ignorance  and  lack  of  common  sense 
in  matters  of  food  and  health  held  so  much  danger 
for  the  population.  Faddism  has  flourished  be- 
cause of  our  economic  prosperity.  Faddism  can 
exist  only  in  situations  where  there  is  opportunity 
for  at  least  some  free  choice.  People  who  must  be 
concerned  with  keeping  themselves  from  starving 
are  not  susceptible  to  fads.  As  the  science  of  food 
and  nutrition  has  advanced,  we  have  proved  re- 
peatedly the  relation  of  food  to  health  and  vigor. 
This  fact  has  been  accepted  by  many,  but  with  two 
quirks:  (1)  Many  have  not  associated  good,  every- 

day food  with  this  health.  They  have  turned  to 
something  spectacular  to  bring  them  health,  and 
this  was  usually  a fad.  (2)  Many  have  not  viewed 
seriously  the  relationship  of  food  to  health  until 
they  were  nutritionally  bankrupt;  then  in  their  des- 
peration to  correct  the  results  of  twenty  years  of 
poor  food  habits  in  one  month,  they  have  turned  to 
fads. 

Food  has  become  an  object  of  ridicule — again 
because  it  is  plentiful  and  thus  can  be  trifled  with. 
Nutritious  food,  balanced  diets,  attitudes  toward 
food,  fat  people,  and  dietitians  are  often  the  subject 
of  cartoons,  quips,  and  jokes.  Perhaps  the  adults 
can  see  the  truth  behind  the  humor  in  this  attitude 
toward  food,  but  what  of  the  children  who  may  be 


an  even  larger  audience? 

A contributing  factor  which  may  have  permitted 
fads  to  flourish  is  that  we  are  living  in  an  era  of 
“organized  supervision,”  of  programs  designed  to 
benefit  large  groups  of  people  as  painlessly  as  pos- 
sible. Such  programs  tend  to  make  the  individual 
feel  less  responsible  and  permit  him  to  shift  respon- 
sibility from  himself  to  the  programs.  There  is  no 
question  about  the  long-range  value  or  programs  of 
enrichment,  fluoridation,  school  lunch,  extra  school 
milk,  and  others.  However,  these  have  been  inter- 
preted by  many  parents  as  reasons  for  shifting  re- 
sponsibility rather  than  as  means  of  supporting  and 
strengthening  the  training  in  the  home. 

We  seem  to  have  a pernicious  “groupitis” — we 
have  lost  confidence  in  the  strength  and  power  and 
example  of  the  individual.  Because  a child  doesn’t 
eat  well,  he  is  sent  to  nursery  school  to  learn  to  eat 
with  other  children.  When  some  behavior  problem 
gets  out  of  hand,  the  church,  school,  or  scout  group 
is  asked  to  take  over  the  work  for  its  correction. 
Groupitis  contributes  to  our  susceptibility  to  fad- 
dism. It  works  like  the  facetious  definition  of  a 
committee:  “a  group  of  persons  who  individually 
can  do  nothing  and  collectively  decide  that  nothing 
can  be  done.” — R.  M.  Leverton,  Ph.D.,  Journal 
of  the  American  Dietetic  Association , August , 1957 
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Dr.  William  B.  Rawls:  The  steroids  are  used 
! in  every  field  of  medicine,  and  tonight  we  have 
representatives  of  as  many  specialties  as  was  con- 
sidered feasible,  because  I believe  a specialist  in 
J his  own  field  can  give  a quicker,  better  answer 
! than  one  who  is  not  primarily  interested  in  that 
field.  I have  a list  of  questions  which  the  panel 
members  thought  would  bring  out  important 
points  concerning  steroid  therapy  in  their  own 
specialties. 

Dr.  Hartung,  at  the  recent  Interim  Session 
of  the  American  Rheumatism  Association,  Dr. 
Arthur  Hollander  reported  that  the  new  steroid 


preparation,  triamcinolone  (Aristocort),  is  valu- 
able in  the  treatment  of  psoriasis  and  reported  his 
results  in  several  cases.  Have  you  had  any  ex- 
perience with  this  preparation  in  psoriasis? 

Dr.  Edward  Hartung:  Triamcinolone  is,  I 
believe,  one  of  the  best  corticosteroids  developed 
so  far,  and  I have  been  using  it  for  about  one 
year.  As  you  know,  it  is  delta-l-9-alpha-fluoro- 
hydrocortisone  with  a hydroxy  group  at  the  16 
position.  In  other  words,  it  is  a fluoride  analogue 
of  hydrocortisone,  and  in  addition,  it  has  the  OH 
radical  in  the  position  16.  The  fluoride  ana- 
logues, as  you  know,  have  produced  marked  re- 
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tention  of  sodium  and  therefore  marked  edema, 
but  peculiarly  enough,  adding  the  OH  radical  at 
position  16  eliminates  this  factor  and  produces  a 
corticosteroid  which  has  a sodium  excreting  prop- 
erty. The  patients  all  lose  weight  and  water 
during  the  first  few  weeks  of  triamcinolone  ther- 
apy. Triamcinolone  has  a special  affinity  for  the 
skin,  I believe,  but  unfortunately  produces  side- 
effects  as  related  to  the  skin,  as  do  the  other  cor- 
ticosteroids— for  example,  more  hirsutism,  more 
acne,  more  ecchymoses  than  some  of  the  other 
steroids — but  it  also  has  a more  favorable  effect 
on  some  of  the  skin  diseases,  particularly  psori- 
asis. 

Dr.  Rawls:  Dr.  Costello,  have  you  had  any 
experience  with  triamcinolone  for  psoriasis? 

Dr.  Maurice  Costello:  I have  had  no  per- 
sonal experience  with  it.  If  this  is  an  effective 
therapeutic  agent  for  psoriasis,  then  it  is  the  first 
that  we  have  had.  So  far,  very  few  of  the  ster- 
oids have  had  the  slightest  effect  on  psoriasis,  and 
if  any  it  is  usually  on  the  psoriasis  associated 
with  arthritis,  the  so-called  arthropathia  psori- 
atica.  Recently,  at  a meeting  of  the  American 
Academy  of  Dermatology,  one  of  the  dermatolo- 
gists from  Philadelphia  stated  that  triamcinolone 
was  of  value  in  psoriasis,  but  I doubt  if  this  state- 
ment will  be  confirmed  after  further  experience 
because  all  of  the  steroids  have  appeared  initially 
to  be  of  value  in  the  treatment  of  psoriasis  asso- 
ciated with  arthritis  but  not  in  psoriasis  otherwise. 

Dr.  Rawls:  Dr.  Hollander’s  first  cases  were 
patients  with  arthropathia  psoriatica,  but  later  a 
dermatologist  in  Philadelphia  used  triamcinolone 
in  patients  with  psoriasis  not  associated  with  ar- 
thritis and  reported  good  results.  However,  as 
you  state,  any  new  treatment  of  psoriasis  requires 
time  before  a final  appraisal  can  be  made. 

We  would  like  to  keep  our  discussion  tonight  as 
practical  and  as  short  as  possible  in  order  to  cover 
the  main  facts  concerned  with  steroid  therapy. 
Dr.  Bassin,  with  this  in  mind  would  you  discuss 
the  use  of  the  steroid  compounds  in  relation  to 
acute  respiratory  infections,  particularly  whether 
they  increase  the  possibility  of  these  infections, 
especially  if  administered  over  a long  period  of 
time. 

Dr.  Sidney  Bassin:  I am  happy  that  you  in- 
cluded the  phrase,  “administered  over  a long  pe- 
riod of  time,”  in  your  question.  It  has  been 
stressed  that  the  steroid  compounds  do  tend  to 
decrease  resistance  to  infection,  and  this  has  been 
noted  in  many  reports.  It  may  also  be  men- 


tioned that  during  the  steroid  therapy  of  myelo- 
genous leukemia,  sarcoid,  Hodgkin’s  disease,  and 
lupus  erythematosus,  monilial  infections  of  a se- 
vere degree  have  been  encountered.  This  possible 
complication  should  be  considered  if  respiratory 
infections  occur  during  such  therapy.  I should 
like  to  emphasize,  however,  that  short-term  ster- 
oid therapy  rarely  leads  to  complicating  respira- 
tory infections.  We  have  utilized  the  steroids  in 
acute  pneumonic  processes  and  in  influenzal  con- 
ditions with  great  benefit  to  the  clinical  course  of 
the  patient. 

Dr.  Rawls:  Dr.  Bassin,  would  you  decrease  or 
omit  steroids  in  a patient  with  an  acute  respira- 
tory infection,  particularly  if  the  patient  had 
been  on  steroid  therapy  for  a long  period  of  time? 

Dr.  Bassin:  I would  not  decrease  or  omit  the 
steroids  but  would  perhaps  increase  the  dosage 
during  the  period  of  stress. 

Dr.  Rawls:  Dr.  Hartung,  what  is  your  pro- 
cedure in  patients  on  long-term  cortisone  therapy 
who  develop  respiratory  infections? 

Dr.  Hartung:  In  the  acute  respiratory  infec- 
tions I would  agree  with  Dr.  Bassin  that  the  ster- 
oid should  be  neither  reduced  nor  omitted  during 
the  acute  phase,  but  the  dose  may  have  to  be  in- 
creased. The  more  difficult  cases  with  which  I 
have  had  to  deal  are  those  infections  that  some- 
times persist  for  many  months  in  patients  with 
rheumatoid  arthritis  on  long-term  steroid  ther- 
apy. It  is  difficult  to  know  what  to  do  in  these 
instances,  and  I have  reduced  the  dose  in  some  of 
these  patients  commensurate  with  their  reason- 
able comfort,  hoping  that  this,  with  the  use  of  an- 
tibiotics would  help  to  combat  the  infection. 
Some  patients  become  habituated  to  the  steroids, 
and  even  though  we  try  to  reduce  the  dose,  it  is 
difficult  to  do  because  the  patient  refuses  to  tol- 
erate the  increase  in  pain.  There  is  no  doubt 
that  there  is  lowered  resistance  in  some  of  these 
patients,  but  as  far  as  I know  it  is  only  a clinical 
observation. 

Dr.  Rawls  : Dr.  Flood,  it  is  a well-known  fact 
that  steroids  are  of  value  in  certain  blood  dys- 
crasias  and  help  to  prevent  hemorrhage  in  some  of 
these,  and  yet  they  have  been  blamed  for  the 
production  of  massive  gastric  hemorrhage  in 
other  patients.  Could  you  explain  why  in  one 
instance  steroids  help  to  prevent  hemorrhage  and 
in  another  they  produce  it? 

Dr.  Charles  Flood:  I am  not  so  sure,  Dr. 
Rawls,  that  the  steroids  do  produce  massive  gas- 
tric hemorrhage.  Certainly  there  is  a prepon- 
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derance  .of  evidence  at  the  present  time  that  peo- 
ple with  rheumatoid  arthritis  on  long-term  ster- 
oid therapy  are  more  apt  to  develop  ulcers  than 
those  not  on  steroid  therapy,  and  the  incidence  of 
ulcers,  for  example,  in  patients  with  rheumatoid 
arthritis  on  long-term  steroid  therapy  is  25  per 
cent.  I think,  therefore,  that  with  this  high  in- 
cidence of  ulcers  some  are  bound  to  bleed,  and  if 
the  steroid  is  the  causative  agent  of  the  ulcer, 
then  indirectly  it  might  be  the  cause  of  the  mas- 
sive gastric  hemorrhage.  I think  that  probably 
the  action  of  the  steroids  on  the  stomach  is  simply 
to  produce  or  help  to  create  the  recrudescence  of 
an  ulcer  which  happens  to  bleed. 

Dr.  Rawls:  Dr.  Flood,  do  you  believe  that 
the  steroids  may  actually  produce  an  ulcer  in  a 
patient  who  has  not  previously  had  one? 

Dr.  Flood  : Yes,  they  appear  to  produce  ulcers 
in  patients  who  have  never  had  them  before,  par- 
ticularly in  the  rheumatoid  arthritis  group.  It  is 
rather  surprising  that  ulcers  are  uncommon  in 
the  group  which  has  been  treated  for  chronic  ul- 
cerative colitis  with  long-term  steroid  therapy, 
and  perhaps  this  may  be  due  to  the  differences 
between  people  wdth  rheumatoid  arthritis  and 
those  with  ulcerative  colitis.  I am  aware  that 
this  is  a speculation,  but  clinically  it  appears  to 
be  true. 

Dr.  Rawls:  Dr.  Flood,  do  you  think  the 
steroids,  when  administered  parenterally,  in- 
crease the  frequency  of  peptic  ulcer? 

Dr.  Flood  : I am  not  aware  of  any  good,  long- 
term study  on  that  subject,  Dr.  Rawls.  There 
are  not  many  patients  who  are  kept  on  long-term 
parenteral  steroids.  My  assumption  would  be 
that  they  do,  but  I don’t  have  any  data  to  sup- 
port this. 

Dr.  Rawls:  Dr.  Flood,  your  observation  that 
with  steroid  therapy  ulcers  seem  to  develop  with 
greater  frequency  in  rheumatoid  arthritis  than  in 
ulcerative  colitis  is  an  interesting  one.  Other 
physicians  as  well  have  noted  that  reactions  to 
the  steroids  in  rheumatoid  arthritis  and  perhaps 
in  other  collagen  diseases  are  more  frequent  and 
different.  In  addition,  patients  with  collagen 
diseases  are  perhaps  more  susceptible  to  other  dis- 
ease processes. 

Dr.  Slocumb  and  his  group  at  the  Mayo  Clinic 
have  observed  that  long-term  steroid  therapy  can 
be  stopped  suddenly  in  patients  who  have  other 
than  a collagen  disease,  and  these  patients  do  not 
develop  the  signs  and  symptoms  that  usually 
follow^  the  sudden  withdraw  al  from  steroid  ther- 


apy in  rheumatoid  arthritis.  These  observations 
force  us  to  ask  the  question,  “Are  patients  writh 
collagen  diseases  more  susceptible  to  ulcers,  other 
complications,  and  severe  reactions  following  the 
sudden  withdrawal  of  the  steroids?”  This  is  a 
question  wre  cannot  fully  answer  tonight. 

Dr.  Rawls:  Dr.  Flood,  what  regimen  wrould 
you  prescribe  for  massive  gastric  hemorrhage  if  it 
should  develop  in  a patient  on  steroid  therapy? 

Dr.  Flood  : In  the  course  of  treatment  for  the 
hemorrhage,  it  naturally  may  be  necessary  to 
consider  emergency  surgery,  in  which  case  a sub- 
total resection  of  the  stomach  is  made  to  arrest 
the  hemorrhage.  Assuming,  howrever,  that  the 
hemorrhage  can  be  controlled  by  the  usual  con- 
servative measures,  one  would  hope  that  subse- 
quently it  would  be  possible  to  withdraw  the  pa- 
tient from  steroids.  In  actual  practice,  I think 
that  as  you  have  indicated,  it  is  often  impossible 
to  withdraw  a patient  with  rheumatoid  arthritis 
from  the  steroids  completely,  since  the  disease 
itself  makes  him  dependent  on  them.  It  may 
then  be  necessary  to  continue  the  steroid  therapy 
and  to  treat  the  ulcer  wdth  diet,  frequent  feed- 
ings, and  alkalis.  This  has  in  fact  been  done,  and 
the  patients  seemed  to  do  quite  w'ell. 

Dr.  Rawls:  Have  you  had  patients  wrho  have 
received  steroid  therapy  for  rheumatoid  arthri- 
tis develop  ulcers,  and  have  these  patients  been 
continued  on  steroid  therapy  even  in  the  presence 
of  ulcers?  Have  the  ulcers  healed  on  an  ulcer 
regimen? 

Dr.  Flood:  Yes,  quite  a number  of  patients 
have  been  continued  on  steroid  therapy  for  rheu- 
matoid arthritis  and  have  been  treated  for  an  ul- 
cer. The  ulcers  have  healed  and  have  not  re- 
curred in  spite  of  the  continuation  of  steroid  ther- 
apy. As  a rule,  an  attempt  has  been  made  to 
reduce  the  steroids  to  the  lowest  possible  level  of 
dosage  that  maintains  the  patient  with  a reason- 
able degree  of  comfort,  but  the  ulcer  does  heal  in 
spite  of  the  continued  administration  of  steroid 
therapy. 

Dr.  Rawls  : Dr.  Hinton,  Professor  of  Surgery 
at  Newr  York  University,  has  done  vagotomies  on 
seven  patients  with  massive  gastric  hemorrhage 
following  steroid  therapy,  and  every  patient  has 
stopped  bleeding  within  twenty-four  hours  after 
the  operation.  A patient  of  mine  who  had  been 
taking  40  mg.  of  hydrocortisone  daily  developed 
a rather  severe  gastric  hemorrhage.  This  patient 
was  seventy-five  years  of  age,  and  w*e  did  not 
wish  to  operate  on  him  because  of  his  age  and 
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other  factors.  Therefore,  he  was  treated  con- 
servatively, and  in  the  course  of  a few  days  he 
received  12  quarts  of  blood  but  continued  to 
bleed  in  spite  of  all  conservative  measures.  It 
was  then  decided  that  an  operation  was  the  only 
measure  that  might  be  of  advantage.  The  pa- 
tient’s condition,  however,  was  not  good,  and  I 
am  sure  that  he  would  not  have  been  able  to 
withstand  a subtotal  gastric  resection.  Vagot- 
omy was  done  rapidly,  and  the  patient  was  still 
in  poor  condition  on  the  operating  table.  His 
bleeding,  however,  ceased  within  twenty-four 
hours  after  the  vagotomy,  and  he  made  an  un- 
eventful recovery.  He  has  been  followed  for 
two  years  since  that  time  and  has  not  had  any 
difficulty.  In  spite  of  his  age  he  continues  to  be 
active  in  business. 

Dr.  Costello:  Dr.  Rawls,  before  we  leave 
this  subject,  I would  like  to  comment  on  this  also. 

Dr.  Rawls:  All  right,  Dr.  Costello. 

Dr.  Costello:  In  the  November  9,  1957  issue 
of  the  Journal  of  the  American  Medical  Associa- 
tion, we  reported  52  patients  who  were  treated 
for  pemphigus  at  the  Bellevue  Hospital  for  peri- 
ods of  three  to  thirty  months.  Two  of  these  pa- 
tients had  gastric  ulcers  before  steroid  therapy 
was  administered  and  three  following  therapy, 
making  a total  of  five.  Three  had  duodenal  ul- 
cers before  steroid  therapy  and  four  after  steroid 
therapy.  There  were  12  patients  with  either 
gastric  or  duodenal  ulcers  before  or  after  therapy. 
Five  of  these  patients  died  either  with  gastric  or 
duodenal  hemorrhage.  In  our  series  the  patients 
were  dead  within  five  minutes  of  the  tremendous 
gastric  hemorrhage,  and  in  some  of  these  cases 
there  was  actual  ulceration  of  the  gastroduodenal 
artery,  which  accounted  for  the  massive  hemor- 
rhage. Nothing  could  have  saved  these  patients. 
I have  had  the  opportunity  to  observe  patients 
with  pemphigus  for  over  twenty-five  years  at 
Bellevue  Hospital,  and  never  in  333  cases  that 
have  been  reported  before  steroid  therapy  did 
a patient  with  pemphigus  hemorrhage  from  a 
duodenal  or  gastric  ulcer.  I believe,  therefore, 
that  steroid  therapy  is  definitely  the  cause  of 
these  duodenal  and  gastric  ulcers  and  the  tre- 
mendous massive  hemorrhages  which  follow. 

Dr.  Rawls:  Dr.  Costello,  I believe  that  the 
total  amount  of  steroid  given  may  have  some  re- 
lation to  the  number  of  ulcers  that  occur  and 
the  massive  hemorrhages  that  follow.  Do  you 
have  any  opinion  concerning  this? 

Dr.  Costello:  The  patients  with  pemphigus 


have  to  be  treated  for  a long  period  of  time.  I 
agree  that  to  avoid  severe  complications  one 
must  not  give  too  much  steroid  for  too  long.  In 
the  treatment  of  pemphigus  it  is  always  necessary 
to  give  too  much  for  too  long  a period  of  time. 
The  dose  in  the  beginning  is  500  mg.  of  cortisone 
or  100  mg.  of  prednisone  for  a period  of  eight  to 
ten  days.  The  gastric  hemorrhages  in  the  cases 
mentioned,  however,  did  not  occur  until  the  pa- 
tient was  on  the  maintenance  dose  for  a long  pe- 
riod of  time. 

Dr.  Rawls:  Dr.  Costello,  what  was  the  main- 
tenance dose? 

Dr.  Costello  : The  maintenance  dose  in  most 
instances  was  100  mg.  of  cortisone,  80  mg.  of  hy- 
drocortisone, or  20  mg.  of  prednisone,  or  16  mg. 
of  triamcinolone. 

Dr.  Rawls  : Dr.  Hartung,  do  you  wish  to  com- 
ment on  this  subject? 

Dr.  Hartung:  There  is  no  doubt  that  the  in- 
cidence of  peptic  ulcer  is  much  greater  in  patients 
receiving  steroid  therapy  for  rheumatoid  arthritis 
than  in  those  who  do  not  receive  steroid  therapy. 
I do  not  believe  there  is  any  argument  about  this 
today. 

Dr.  Rawls:  Dr.  Hartung,  do  you  not  believe 
that  a great  many  of  the  toxic  symptoms  from 
steroid  preparations  are  due  to  the  total  amount 
used?  In  other  words,  20  mg.  of  prednisone  a 
day  at  the  present  time  is  considered  a fairly  high 
maintenance  dose,  although  I agree  with  Dr. 
Costello  that  some  diseases  can  be  controlled 
only  with  larger  doses.  However,  we  are  per- 
fectly aware  that  there  is  a calculated  risk  in 
giving  them.  Isn’t  it  true,  therefore,  that  the 
higher  the  dose,  the  greater  the  frequency  of 
these  complications? 

Dr.  Hartung:  I am  sure  that  is  true,  and  I 
believe  that  the  ideal  maintenance  dose  of  pred- 
nisone or  prednisolone  is  10  mg.  a day  in  four  di- 
vided doses,  but  even  with  this  dose  the  incidence 
of  peptic  ulcer  is  higher  than  in  normal  people. 

Dr.  Rawls:  Dr.  Duryee,  would  you  like  to 
comment? 

Dr.  A.  Wilbur  Duryee:  I am  wondering 
whether  there  is  any  relation  between  the  type  of 
steroid  given  and  the  hemorrhage  that  occurs. 
The  reason  for  this  question  is  that  we  have  had  a 
group  of  patients  with  scleroderma  on  steroids  for 
periods  up  to  five  and  one-half  years.  We  started 
with  cortisone,  and  when  the  newer  steroids  be- 
came available,  we  shifted  to  some  of  them.  In 
this  group  with  scleroderma,  there  were  seven 
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hemorrhages,  but  none  of  them  were  in  patients 
on  cortisone.  Therefore,  we  are  treating  all  of 
our  patients  with  scleroderma  with  cortisone  and 
not  with  the  analogues.  I would  be  interested 
in  hearing  from  the  other  panel  members  whether 
they  believe  there  is  any  relationship  between  the 
ulcers  formed  and  the  type  of  steroids  used. 

Dr.  Rawls:  Dr.  Flood,  would  you  like  to 
comment? 

Dr.  Flood:  We  have  the  impression  that  ul- 
cers are  more  common  with  prednisone  therapy 
than  cortisone  therapy. 

Dr.  Rawls:  Dr.  Hartung,  have  you  any  com- 
ment? 

Dr.  Hartung:  I agree  with  Dr.  Duryee  and 
Dr.  Flood  that  the  incidence  of  ulcers  is  much 
higher  with  prednisone  than  with  the  other  corti- 
costeroids; that  is,  with  cortisone  or  hydrocorti- 
sone. In  my  experience,  triamcinolone  has  the 
lowest  incidence  of  ulcers  of  any  other  of  the  cor- 
ticosteroids. 

Dr.  Rawls:  Dr.  Hartung,  do  you  believe 
that  triamcinolone  has  any  other  advantages? 

Dr.  Hartung:  I believe  it  has  three  advan- 
tages. It  has  no  salt  and  water  retention  proper- 
ties. There  is  much  less  psychic  irritation.  The 
incidence  of  peptic  ulcer  is  low.  These  are  the 
three  most  important  advantages  of  triamcino- 
lone. 

Dr.  Rawls:  We  have  recently  analyzed  1,000 
patients  picked  at  random  from  those  seen  in  the 
office.  There  were  350  receiving  steroid  therapy 
and  650  not  on  steroid  therapy.  Gastric  or  duo- 
denal ulcers  were  no  more  frequent  in  those  re- 
ceiving steroid  therapy  than  in  those  not  on 
steroid  therapy,  but  our  patients  are  all  carried  on 
small  doses.  The  maximum  maintenance  dose 
was  15  mg.  of  prednisone,  which  is  equivalent  to 
60  mg.  of  hydrocortisone,  or  75  mg.  of  cortisone. 
In  this  series,  however,  90  per  cent  of  the  patients 
received  10  mg.  or  less  of  prednisone  daily,  and 
there  was  one  severe  gastric  hemorrhage  in  each 
group.  I believe  that  the  total  amount  of  steroid 
given  may  have  a bearing  on  the  severity  and 
frequency  of  gastric  hemorrhage.  There  has  also 
been  a great  deal  of  comment  about  the  frequency 
of  thrombo-embolic  phenomena  in  patients  on 
steroid  therapy.  Cosgriffe  in  1950  reported  that 
the  heparin-retarded  clotting  time  was  decreased 
in  patients  receiving  steroid  therapy  and  that  he 
believed  the  number  of  thrombo-embolic  phe- 
nomena was  increased  in  patients  receiving  steroid 
therapy.  He  reported  only  ten  patients,  and 


eight  of  these  showed  a very  definite  reduction  in 
the  heparin-retarded  clotting  time.  Two  of  his 
patients  who  received  100  mg.  of  cortisone  daily 
did  not  show  a significant  change.  The  other 
eight  patients  were  receiving  larger  doses,  some  of 
them  100  mg.  of  ACTH  daily.  Cosgriffe 
stated  in  his  article  that  he  thought  there  might 
be  some  relationship  between  the  increase  of  the 
thrombo-embolic  phenomena  and  the  total  daily 
dose  administered.  In  1953  I stated  that  from 
clinical  experience  I did  not  believe  the  steroids 
increased  thrombo-embolic  phenomena  and  that 
we  should  re-evaluate  the  role  of  steroids  in  the 
production  of  thrombo-embolic  phenomena.  Re- 
cently Dr.  Edward  K.  Boland  of  Los  Angeles,  in  a 
personal  communication,  stated  that  he  had  not 
found  any  increase  in  the  thrombo-embolic  phe- 
nomena in  those  patients  on  steroid  therapy.  In 
the  1,000  cases  that  we  analyzed,  we  did  not  find 
thrombo-embolic  phenomena  any  more  frequent 
in  patients  on  steroid  therapy  than  in  those  not 
on  steroid  therapy.  Dr.  Duryee,  what  has  been 
your  experience  with  this? 

Dr.  Duryee  : In  the  early  days  when  this  ob- 
servation first  came  to  our  attention  we  had 
within  one  week  two  instances  of  thrombophlebi- 
tis in  patients  who  were  receiving  steroid  therapy 
for  rheumatoid  arthritis.  Both  of  these  cases 
had  pulmonary  emboli.  I think  that  if  we  reas- 
sessed these  patients,  we  would  find  reasons  for 
these  emboli.  In  acute  thrombophlebitis  occur- 
ring in  patients  who  are  on  steroid  therapy  or  who 
have  previously  received  steroid  therapy,  the 
inflammatory  reaction  subsides  more  rapidly 
than  in  the  nonsteroid  group,  and  there  is  a tend- 
ency to  ambulate  these  patients  a little  too 
quickly.  There  may  be  another  theoretic  an- 
swer to  this  problem.  In  thrombophlebitis  it  is 
possible  that  the  organization  of  the  clot  to  the 
wall  of  the  vein  is  less  secure  in  patients  on  ster- 
oid therapy  than  in  those  not  on  steroid  therapy. 
Once  we  realized  the  above  factors,  we  treated 
these  cases  as  we  would  those  not  on  steroid  ther- 
apy; that  is,  with  more  caution,  and  after  that  we 
saw  fewer  and  fewer  patients  on  steroid  therapy 
with  thrombo-embolic  phenomena.  At  the  pres- 
ent time  I do  not  believe  the  frequency  of 
thrombo-embolic  phenomena  is  any  greater  in 
those  on  steroid  therapy  than  in  those  not  on 
steroid  therapy.  Dr.  Allen  Rose  has  used  steroid 
therapy  in  the  treatment  of  superficial  thrombo- 
phlebitis. I have  also  used  steroid  therapy  in 
such  instances  in  very  small  doses,  using  cortisone 
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in  doses  of  25  or  50  mg.  a day  or  even  less.  I be- 
lieve that  such  doses  give  some  relief  from  the  in- 
flammatory process  and  the  painful  reaction  that 
follows,  but  the  thrombotic  process  ma}^  still  be 
present.  The  cortisone  may  produce  some 
trouble  but  at  least  will  give  the  patient  comfort. 
I do  not  believe,  as  Dr.  Rose  does,  that  the  dura- 
tion of  the  disease  is  shortened,  but  as  I have 
said,  the  cortisone  does  give  the  patient  more 
comfort. 

Dr.  Rawls  : Dr.  Connor,  it  has  been  reported 
that  the  steroids  are  valuable  in  the  treatment  of 
cerebral  thrombosis.  It  is  claimed  that  the  pa- 
tient recovers  faster,  that  the  depression  is  con- 
trolled, the  appetite  is  improved,  and  the  fatigue 
that  usually  follows  these  episodes  is  lessened. 
Have  you  had  any  experience  with  this? 

Dr.  Charles  A.  R.  Connor:  My  experience 
on  this  subject  is  limited.  I have  used  steroids  in 
only  two  cases  of  cerebral  thrombosis.  I be- 
lieve, however,  that  it  is  difficult  to  evaluate  the 
results  in  patients  with  cerebral  thrombosis.  As 
you  mentioned,  the  general  symptoms  perhaps 
may  be  slightly  improved,  but  in  my  opinion  it  is 
exceedingly  doubtful  that  one  obtains  more  than 
a nonspecific  effect,  namely  a feeling  of  euphoria. 
I do  not  believe  there  is  any  evidence  of  a specific 
effect  on  the  cerebral  pathology. 

Dr.  Rawls:  Dr.  Connor,  the  steroids  have 
been  tried  in  shock  following  myocardial  infarc- 
tion. What  is  your  opinion  about  their  use  in 
such  instances? 

Dr.  Connor:  Manchester,  of  Washington, 

would  indicate  that  cortisone  is  helpful  in  the  se- 
vere shock  that  sometimes  accompanies  myo- 
cardial infarction.  These  studies,  however,  were 
not  well  controlled.  In  my  limited  experience  I 
have  not  found  steroids  to  be  of  value  in  such  in- 
stances. 

Dr.  Rawls:  Dr.  Connor,  do  you  believe  that 
the  steroids  administered  over  a long  period  of 
time  play  any  part  in  the  production  of  myocar- 
dial infarction? 

Dr.  Connor:  I do  not.  I have  seen  a great 
number  of  complications  occur  in  people  being 
treated  with  steroids  for  chronic  diseases,  such  as 
rheumatoid  arthritis,  ulcerative  colitis,  allergies 
of  one  type  or  another,  or  pemphigus.  Rela- 
tively large  doses  of  corticosteroids  w*ere  given 
these  patients  for  long  periods  of  time.  My  ob- 
servations did  not  indicate  that  the  steroids  had 
the  least  effect  on  the  production  of  the  most  com- 
mon disease  of  all,  namely,  myocardial  infarction. 


I am  aware  of  the  clinical  and  investigative  stud- 
ies that  have  been  done,  but  I do  not  believe  that 
these  reports  indicate  that  the  steroids,  per  se, 
play  any  part  in  the  production  of  myocardial  in- 
farction. However,  this  is  an  individual  prob- 
lem. I personally  would  prefer  to  avoid  the  use 
of  cortisone  or  like  compounds  following  myocar- 
dial infarction.  Nevertheless,  in  a patient  being 
treated  for  another  serious  disease  requiring  ster- 
oid therapy,  I would  not  hesitate  to  continue 
maintenance  therapy. 

Dr.  Rawls:  Dr.  Duryee,  what  is  your  opin- 
ion? 

Dr.  Duryee  : I agree  with  Dr.  Connor.  I do 
not  believe  the  steroids  produce  myocardial  in- 
farction. In  reference  to  their  value  in  the  treat- 
ment of  myocardial  infarction,  I believe  that  there 
is  still  much  investigative  work  to  be  done  in  this 
field,  and  the  indications  for  this  use  of  the  ster- 
oids are  not  definite  at  the  present  time.  It  is 
very  difficult  to  evaluate  the  therapy  in  any 
thrombotic  process.  One  cannot  prognosticate 
in  a given  case.  I believe  it  was  Sir  William  Osier 
who  said  that  the  most  unpredictable  disease  in 
the  world  is  coronary  thrombosis;  in  the  mildest 
instance  of  coronary  thrombosis  the  patient  may 
be  dead  the  next  day,  and  in  the  most  severe  case 
the  patient  may  be  alive  ten  years  later.  There- 
fore, before  we  can  give  any  semblance  of  an 
answer  to  the  value  of  steroids  in  a thrombosing 
process  of  the  blood  vessels,  we  have  a long  way 
to  go.  Certainty  there  is  nothing  dramatic  in 
favor  of  their  use  at  this  time. 

Dr.  Rawls:  In  our  series  we  found  that  cere- 
bral thrombosis  was  no  more  frequent  in  the  ster- 
oid-treated group  than  in  the  group  not  receiving 
steroid  therapy.  I do  not  mean  to  imply  that 
steroid  therapy  prevented  cerebral  thrombosis, 
but  certainty  in  our  group  the  steroids  did  not 
contribute  to  its  frequency. 

Dr.  Connor:  Dr.  Rawls,  is  there  any  statis- 
tical difference  between  the  two  groups? 

Dr.  Rawls:  There  is  no  statistical  age  dif- 
ference. 

Dr.  Connor:  Dr.  Rawls,  what  was  the  inci- 
dence of  the  disease? 

Dr.  Rawls:  It  was  greater  in  the  nonsteroid 
treated  group. 

Dr.  Connor:  Dr.  Rawls,  would  you  say  that 
the  difference  would  be  within  an  experimental 
variation? 

Dr.  Rawls:  Yes,  I believe  it  would.  One 
could  not  draw  any  conclusion  as  to  whether  it 


2078 


New  York  State  J.  Med. 


THE  STEROIDS,  NEW  AND  OLD 


was  more  frequent  in  the  nonsteroid  group  or  the 
steroid  group. 

Dr.  Rawls:  Dr.  Jordan,  there  has  been  a great 
deal  of  discussion  concerning  the  effect  of  steroids 
on  the  menstrual  cycle  and  on  gestation. 

Dr.  Michael  Jordan:  No  change  in  corticoid 
excretion  rates  has  been  reported  with  the  men- 
strual cycle  in  normally  menstruating  women. 
Cortisone  and  ACTH  in  therapeutic  ranges  can 
produce  amenorrhea  which  will  sometimes  outlast 
the  therapy;  on  the  other  hand,  ovulation  and 
menstruation  can  continue  during  cortisone  ther- 
apy, and  conception  can  take  place  while  the 
patient  is  receiving  cortisone.  Corticosteroids 
have  been  of  some  use  in  the  so-called  Stein- 
Leventhal  syndrome,  and  small  doses  have  been 
given.  Steroids  are  used  locally  in  some  of  the 
leukoplakic  lesions,  in  some  lesions  of  the  vulva, 
and  in  preoperative  preparation  when  a ligneous 
type  of  inflammation  requires  softening.  The 
steroids  are  also  used  to  soften  the  tissue  sur- 
rounding a vessicle  or  a vaginal  or  rectovaginal 
fistula.  While  the  drug  is  of  benefit  in  softening 
the  so-called  ligneous  type  of  induration,  it  has 
been  stated  that  the  corticosteroids  may  prolong 
wound  healing.  There  has  been  a great  deal  of 
research  work  but  very  little  that  is  applicable  to 
direct  treatment  in  which  a patient  received  the 
drug  for  acute  obstetric  or  hemorrhagic  shock 
when  other  vasopressors  had  failed,  but  if  ster- 
oids are  used,  the  feeling  has  been  to  give  no  more 
than  2 Gm.  of  cortisone  over  a ten-day  period. 
Beyond  that,  any  drug  administered  should  be 
controlled  by  the  medical  man  who  is  using  the 
drug.  In  addition  to  this,  I think  the  effect  on 
the  baby  must  be  kept  in  mind. 

Dr.  Rawls:  I had  planned  to  mention  the  ef- 
fect on  the  baby  later.  However,  do  you  believe 
that  cortisone  will  not  prevent  pregnancy  even 
though  it  may  affect  the  menstrual  period  and 
although  there  may  be  amenorrhea? 

Dr.  Jordan:  That  is  right. 

Dr.  Rawls:  Is  it  contraindicated  during 
pregnancy  either  for  the  mother’s  welfare  or  the 
baby’s? 

Dr.  Jordan:  There  is  no  positive  evidence 
that  the  steroids  will  produce  damage,  but  if 
possible,  they  should  be  withheld  until  the  end  of 
the  third  month  when  genital  differentiation  of 
the  fetus  is  well  completed. 

Dr.  Rawls:  After  that  period,  then,  is  there 
no  contraindication? 

Dr.  Jordan:  After  that,  there  is  no  contrain- 


dication. 

Dr.  Rawls:  Dr.  Jordan,  what  is  the  effect  on 
the  baby? 

Dr.  Jordan:  There  is  a belief  that  in  the  last 
trimester  steroid  therapy  may  account  for  some 
neonatal  deaths;  in  addition,  a definite  with- 
drawal effect  has  been  noted  on  the  babies  and 
mothers  who  have  been  receiving  large  doses  of 
the  corticosteroids. 

Dr.  Rawls:  You  stated  a moment  ago  that 
no  more  than  2 Gm.  of  cortisone  should  be  given 
in  ten  days.  I think  some  of  the  panel  members 
might  consider  this  a fairly  large  dose.  Formerly 
we  did  not  believe  so.  However,  the  trend  to- 
day— and  I believe  the  panel  members  will  agree 
— is  toward  a lower  dose  than  that  mentioned. 
Dr.  Hartung  stated  a few  moments  ago  that  he 
felt  10  mg.  of  prednisone  was  an  ideal  mainte- 
nance dose.  Only  two  or  three  years  ago  we  be- 
lieved that  15  mg.  of  prednisone  was  a moderate 
maintenance  dose.  At  present,  however,  we  be- 
lieve that  the  maintenance  dose  should  be  10  and 
not  15  mg.  of  prednisone.  Dr.  Duryee  remarked 
that  some  of  the  analogues  of  cortisone,  such  as 
prednisone,  prednisolone,  and  triamcinolone  seem 
to  have  more  toxic  effects  in  certain  fields  than 
the  original  preparation.  I have  heard  others 
make  the  same  comment,  and  I think  this  might 
be  considered  in  our  future  studies. 

Dr.  Costello,  it  is  not  our  intention  to  discuss 
treatment  in  detail  tonight,  but  we  would  like  to 
discuss  briefly  the  role  of  the  steroids  in  the 
treatment  of  lupus  erythematosus  disseminatus. 
Does  this  disease  require  fairly  large  doses?  How 
long  must  the  steroid  be  continued?  What  dosage 
should  be  employed?  Have  you  noted  any  seri- 
ous side-effects? 

Dr.  Costello:  Before  answering  those  ques- 
tions, let  me  state  that  doses  which  other  mem- 
bers of  the  panel  have  mentioned  as  safe  and  ef- 
ficacious in  the  treatment  of  various  conditions 
may  not  in  my  particular  field  be  adequate.  In 
my  experience,  an  efficacious  dose  is  100  mg.  of 
cortisone  or  80  mg.  of  hydrocortisone,  or  to  make 
it  simpler  four  tablets  of  any  of  the  preparations. 
In  the  treatment  of  certain  dermatologic  condi- 
tions it  is  worthless  to  give  less  than  four  tablets  a 
day,  and  this  dose  may  have  to  be  continued  over 
an  extended  period.  In  the  treatment  of  lupus 
erythematosus,  for  example,  massive  doses  should 
be  given  early,  just  as  is  done  in  patients  with 
pemphigus.  When  I say  massive  doses,  I mean 
100  mg.  of  prednisone  a day,  or  20  tablets.  This 
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would  be  the  equivalent  of  500  mg.  of  cortisone 
or  400  mg.  of  hydrocortisone.  We  believe  that  it 
is  better  to  get  complete  suppression  and  control 
of  the  disease  early  and  then  to  reach  a mainte- 
nance dose  than  to  give  small  doses  over  long  pe- 
riods of  time  and  perhaps  permit  Cushingoid 
symptoms  before  the  disease  is  under  control  or 
arrested.  After  control  or  suppression  of  the  dis- 
ease is  reached,  it  is  usually  not  necessary  to  give 
more  than  four  tablets  and  sometimes  only  three 
daily  to  control  the  lupus  erythematosus.  Side- 
effects  depend  on  the  amount  of  cortisone  ad- 
ministered and  on  the  duration  of  treatment, 
whether  it  be  for  collagen  disease  or  otherwise. 
Any  patient  who  receives  a steroid  over  a long 
period  of  time  in  large  enough  doses  will  develop 
various  complications.  I believe  we  listed  57 
different  complications  that  occurred  in  patients 
who  have  been  treated  with  large  doses  of  ster- 
oids for  a long  period. 

Dr.  Rawls:  Dr.  Costello,  I believe  the  panel 
members  would  disagree  with  your  maintenance 
dose  of  four  tablets  a day.  Such  a dose  may  be 
necessary  in  dermatology,  but  in  the  field  of  rheu- 
matology the  thinking  is  very  different  and  is  in 
favor  of  a lower  dosage  than  that  you  have  men- 
tioned. In  fact,  several  papers  on  the  question 
of  low  maintenance  dose  have  appeared  very 
recently. 

Dr.  Costello:  I think  that  is  quite  true.  I 
have  many  patients  who  have  psoriasis  and  ar- 
thritis. The  arthritis  is  helped  and  kept  under 
control  with  two  tablets  a day,  but  larger  doses 
are  required  if  the  psoriasis  associated  with  the 
arthritis  is  to  be  helped  in  any  way.  I am  sure 
that  other  conditions  are  probably  helped  by 
smaller  doses,  but  in  dermatology  patients  re- 
quire four  tablets  a day. 

Dr.  Rawls:  In  surgery  the  calculated  risk  in 
every  operation  and  every  general  anesthesia  has 
long  been  accepted.  However,  in  the  field  of  in- 
ternal medicine  and  in  the  medical  specialties,  the 
idea  of  a calculated  risk  has  not  been  fully  ac- 
cepted. The  physician,  as  well  as  the  surgeon, 
must  weigh  the  risks  of  the  treatment  against 
those  of  the  disease  itself.  For  example,  when 
the  original  sulfa  preparations  were  used  in  the 
treatment  of  pneumonia,  it  was  estimated  that  1 
to  2 per  cent  of  sulfa-treated  patients  died  from 
the  drug,  but  with  sulfa  treatment  the  mortality 
rate  from  pneumonia  was  reduced  from  30  to  5 
per  cent.  Even  with  those  deaths  from  the  drug, 
23  or  24  of  every  30  patients  who  would  ordi- 


narily have  died  from  pneumonia  were  saved. 
This  was  a calculated  risk  well  worth  taking. 
In  the  field  of  rheumatology,  although  20  mg.  or 
more  of  prednisone  may  be  necessary  for  short 
periods,  in  some  instances  the  risk  of  continuing 
such  a dose  over  a long  period  may  outweigh  the 
benefits.  However,  some  of  the  collagen  dis- 
eases which  have  a high  mortality  rate  and  which 
are  difficult  to  control  constitute  a greater  risk 
than  the  steroids.  Dr.  Costello,  do  you  feel  that 
these  patients  with  lupus  and  pemphigus  perhaps 
tolerate  larger  doses  with  fewer  side-effects  than 
patients  with  other  diseases? 

Dr.  Costello:  It  is  perhaps  true  that  pa- 
tients with  lupus  or  some  of  the  other  collagen  dis- 
eases appear  to  tolerate  larger  doses  than  patients 
with  rheumatoid  arthritis.  However,  if  there 
are  no  contraindications,  most  patients  tolerate 
large  doses  for  a relatively  short  period  of  time,  let 
us  say,  for  two  weeks.  After  that  time  if  the 
disease,  whatever  it  might  be,  is  under  control, 
the  dose  should  be  gradually  tapered  down  to  a 
minimum  of  four,  three,  or  two  tablets  daily  or 
whatever  is  necessary  to  control  the  disease. 

Dr.  Rawls:  Dr.  Connor,  if  a patient  receiv- 
ing steroid  therapy  for  severe  rheumatoid  arthri- 
tis developed  a thrombophlebitis  after  an  opera- 
tion, would  you  continue  the  steroid? 

Dr.  Connor:  I would  have  no  hesitancy  about 
using  steroid  therapy  if  it  were  the  only  medicine 
which  afforded  relief. 

Dr.  Rawls:  Dr.  Duryee,  would  you  continue 
steroid  therapy,  and  would  you  use  anticoagu- 
lants? 

Dr.  Duryee  : I would  certainly  go  ahead  with 
the  steroid,  even  though  it  might  mask  the  symp- 
toms of  the  thrombophlebitis.  As  I stated  be- 
fore, with  steroid  therapy  the  thrombophlebitis 
may  seem  to  be  under  control  and  to  have  passed 
the  embolic  stage.  Keeping  this  in  mind,  one 
must  treat  these  patients  conservatively.  The 
difficult  problem  is  the  anticoagulant,  a problem 
for  which  I do  not  have  a clear  answer  myself. 
We  know  that  the  use  of  anticoagulants  may  in- 
crease the  risk  of  hemorrhage,  and  if  it  is  true 
that  bleeding  is  increased  with  corticosteroids, 
certainly  you  have  a scientific  basis  for  not  using 
the  two  together.  However,  it  is  not  definite 
that  the  steroids  increase  the  risk  of  hemorrhage 
if  one  excludes  the  gastrointestinal  tract.  On  the 
other  hand,  one  might  argue  that  if  a patient  such 
as  you  have  just  illustrated  requires  steroids  for 
the  control  of  his  rheumatoid  arthritis  but  also 
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has  phlebitis,  the  careful  administration  of  anti- 
coagulants might  cut  down  a possible  increase  of 
embolic  phenomena.  One  can  argue  both  ways. 

Our  own  policy  is  that  in  a superficial  thrombo- 
phlebitis which  is  an  extremity  where  it  can  be 
treated  with  some  of  the  old-fashioned  methods, 
such  as  elevation,  hot  packs,  and  so  forth,  we  do 
not  use  anticoagulants.  On  the  other  hand,  if 
there  are  symptoms  of  embolic  phenomena,  of 
deep  thrombophlebitis,  or  of  progressive  throm- 
bophlebitis, we  do  combine  the  two,  but  we  ob- 
serve the  patient  carefully.  One  patient  with 
rheumatoid  arthritis  and  thrombophlebitis  of 
unknown  etiology  with  embolic  phenomena  was 
given  combined  therapy,  and  there  was  a rather 
massive  fall  in  the  prothrombin  level  and  a mas- 
sive gastrointestinal  and  genitourinary  bleeding 
which  cleared  when  we  stopped  the  anticoagulant 
therapy.  However,  this  occurs  in  anticoagulant 
therapy  alone  when  the  patient  has  never  re- 
ceived steroid  therapy,  so  it  is  difficult  from  a sin- 
gle case  to  draw  a definite  conclusion.  I think 
they  should  be  used,  but  if  used  in  combination, 
caution  should  be  exercised. 

Dr.  Rawls:  For  over  five  years  we  have  used 
combined  steroid  and  anticoagulant  therapy  in 
the  older  age  group,  since  we  believed  by  doing  so 
we  could  possibly  prevent  some  of  the  supposedly 
increased  number  of  thrombo-embolic  phenom- 
ena. We  did  not  experience  any  difficulty  with 
the  combined  therapy.  The  prothrombin  level 
was  studied  in  a series  of  patients  for  several 
weeks  before  and  after  steroid  therapy.  The 
steroids  did  not  affect  the  prothrombin  level  in 
any  of  a large  series  of  patients.  Cosgriffe  also 
reported  that  he  did  not  find  any  change  in  the 
prothrombin  time  in  patients  receiving  very  large 
doses  of  steroids.  I would  therefore  conclude 
that  the  massive  fall  in  the  prothrombin  level  in 
your  case,  Dr.  Duryee,  must  have  been  due  to  the 
anticoagulant.  As  I mentioned,  before,  Cos- 
griffe stated  that  it  appeared  that  the  dose  given 
might  have  some  relation  to  the  change  in  the 
heparin-retarded  clotting  time.  I am  now  en- 
gaged in  a study  of  the  effect  of  the  steroids  on 
the  heparin-retarded  clotting  time.  There  is  no 
change  if  the  patient  is  receiving  15  mg.  or  less  of 
the  prednisone  daily.  There  is  some  change  if 
the  patient  is  taking  more.  Therefore,  in  pa- 
tients on  15  mg.  or  less  of  prednisone  there  should 
not  be  an  increase  in  the  thrombo-embolic  phe- 
nomena, and  our  old  conception  was  an  erro- 
neous one  and  should  be  disregarded.  This  fact 


is  borne  out  clinically.  Rawls  et  al.  in  an  analy- 
sis of  1,000  office  patients,  350  on  steroid  therapy 
and  650  not  on  steroid  therapy,  found  no  in- 
crease in  thrombo-embolic  phenomena  in  those 
on  steroid  therapy.  The  steroids  also  have  been 
used  to  prevent  hemorrhage  in  certain  blood  dys- 
crasias,  and  on  the  other  hand  they  may  produce 
bleeding  from  the  gastrointestinal  tract.  Dr. 
Duryee,  would  you  like  to  comment? 

Dr.  Duryee:  Cosgriffe  did  state  that  he  be- 
lieved steroid  therapy  would  increase  the  possi- 
bility of  thrombo-embolic  phenomena.  His  was 
the  original  work,  but  I had  thought,  as  you  did, 
that  clinically  with  the  small  doses  this  did  not 
appear  to  be  true.  Your  report  of  your  labora- 
tory findings  on  the  heparin-retarded  clotting 
time,  therefore,  supports  my  own  clinical  observa- 
tion. 

Dr.  Hartung:  Isn’t  the  problem  mainly  one 
of  capillary  fragility  as  a side-effect  in  corticos- 
teroid therapy?  In  my  opinion,  it  isn’t  so  much 
an  increase  or  decrease  in  the  rate  of  coagulation 
and  clot  formation  as  it  is  the  capillary  fragility 
in  the  ordinary  corticosteroid  therapy  without 
complicating  hematologic  problems.  The  ecchy- 
motic  phenomena  that  are  so  common  and  one  of 
the  most  disturbing  side-effects  are  purely  a mat- 
ter of  capillary  fragility,  are  they  not? 

Dr.  Rawls:  I think  this  might  be  true  in  re- 
lation to  the  bleeding,  but  this  would  not  have 
any  effect  on  the  production  of  thrombo-embolic 
phenomena. 

Dr.  Hartung:  The  capillary  fragility  is  never 
controlled  by  any  medication  such  as  vitamin  K, 
Ki,  etc.  These  ecchymotic  phenomena  per- 
sist and  increase  during  the  duration  of  treatment 
regardless  of  what  one  does. 

Dr.  Duryee:  My  own  experience  with  these 
patients  has  been  that  the  Rumpei-Leede’s  test 
is  not  positive  as  frequently  as  one  would  think. 
I would  like  to  hear  other  opinions. 

Dr.  Rawls:  Dr.  Connor,  would  you  like  to 
comment? 

Dr.  Connor:  I have  had  no  personal  experi- 
ence with  the  Rumpei-Leede’s  test  and  capillary 
fragility  in  these  patients.  I think  in  general  one 
should  look  on  the  question  asked  by  Dr.  Duryee 
from  another  point  of  view,  and  that  is  whether 
steroid  therapy  can  wait.  I would  prefer  that 
any  patient  with  a recent  thrombosis  wait  a 
period  of  about  three  weeks  before  beginning 
steroid  therapy.  I admit  that  this  is  not  always 
possible.  One  must  consider  the  condition  for 
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which  steroid  therapy  is  recommended  and  must 
weigh  the  assets  against  the  liabilities.  In  an 
ordinary  case  of  rheumatoid  arthritis  I do  not  see 
any  reason  for  starting  the  patient  on  steroid 
therapy  immediately  if  he  has  not  had  it  before. 
If  the  thrombophlebitis  occurs  in  a patient  who 
has  been  on  steroid  therapy  for  rheumatoid  ar- 
thritis, then  it  becomes  a serious  problem,  and  I 
would  abide  by  the  judgment  of  the  physician 
who  had  been  taking  care  of  the  patient  and 
would  continue  the  steroid  therapy  if  he  so  ad- 
vised. However,  I would  not  start  the  two  si- 
multaneously if  there  had  not  been  previous 
steroid  therapy.  I would  prefer,  particularly  in 
cases  of  coronary  or  peripheral  thrombosis,  to 
wait  a period  of  three  weeks  before  beginning  the 
steroid  therapy. 

Dr.  Duryee:  I agree  with  you  100  per  cent. 
I was  referring  to  those  already  on  steroid  ther- 
apy. 

Dr.  Connor:  I agree.  I did  not  intend  to 
contradict  but  to  present  another  point  of  view. 

Dr.  Rawls:  Although  no  specific  questions 
have  been  presented  on  the  use  of  the  steroids  in 
diseases  of  the  kidney,  I would  like  to  comment 
brieffy  on  their  use  in  nephrosis.  The  present 
concept  of  the  etiology  of  nephrotic  syndrome  of 
glomerulonephritis  holds  that  the  glomerulus  is 
damaged  by  an  antigen-antibody  reaction  aris- 
ing after  a streptococcal  infection.  Since  the  cor- 
ticosteroids are  known  to  suppress  the  antibody 
formation,  it  would  seem  logical  that  these  com- 
pounds would  be  useful  in  this  condition  to  pro- 
tect the  shock  organ.  The  exhibition  of  the  cor- 
ticosteroids in  the  nephrotic  syndrome  does  in- 
deed produce  a diuresis  even  before  there  is  any 
change  in  plasma  protein.  It  has  therefore  been 
assumed  that  the  antigen-antibody  reaction  in 
this  syndrome  is  not  confined  to  the  glomerular 
capillaries  but  probably  extends  throughout  the 
body.  Dr.  Kurt  Lange  reported  in  the  June  15, 
1957  issue  of  the  New  York  State  Journal  of 
Medicine  that  among  51  cases  with  an  average 
observation  period  of  thirty-one  and  one-half 
months,  there  wTas  only  one  death,  and  that  in  a 
comparable  nonsteroid-treated  group  there  would 
be  an  expected  12.8  deaths.  The  program  used  in 
these  cases  was  the  production  of  an  initial  diure- 
sis with  large  amounts  of  ACTH  followed  by  four 
days  of  steroid  abstinence.  This  was  continued 
for  at  least  one  year,  the  intermittency  of  dosage 
usually  serving  to  prevent  Cushing’s  syndrome. 
Prior  to  treatment  the  serum  complement  was 


regularly  found  to  be  low  in  these  patients,  indi- 
cating that  it  was  being  rapidly  used  in  an  active 
antigen-antibody  reaction.  About  eight  to  fif- 
teen days  after  the  beginning  of  therapy  a sudden 
diuresis  ordinarily  occurred  with  return  of  the 
serum  complement  to  normal,  indicating  that  the 
steroid  had  suppressed  the  antigen-antibody  re- 
action in  the  glomerulus  and  probably  other  cap- 
illary surfaces.  The  steroids  are  contraindicated 
in  acute  glomerulonephritis  and  in  uremia  in 
general,  although  there  is  some  doubt  that  they 
are  as  dangerous  in  the  presence  of  an  elevated 
blood  urea  nitrogen  as  was  at  first  thought. 

Dr.  Bassin,  it  has  been  almost  universally  con- 
ceded that  steroid  therapy  is  contraindicated  in 
tuberculosis,  but  here  again  is  the  paradox  of 
steroid  therapy.  Sometimes  it  is  beneficial,  and 
sometimes  it  is  harmful  in  the  same  disease.  I 
believe  it  is  a fact  that  steroids  are  now  used  in 
the  treatment  of  tuberculous  meningitis  and  occa- 
sionally in  pulmonary  tuberculosis.  Would  you 
give  us  a brief  comment  on  the  use  of  steroids  in 
tuberculosis? 

Dr.  Bassin:  They  are  used  not  only  in  menin- 
gitis, in  which  they  have  had  greater  acceptance, 
but  also  in  fulminating  pulmonary  tuberculosis. 
Our  previous  fears  were  based  on  animal  experi- 
ments, which  are  not  comparable  to  the  human 
situation,  and  the  development  of  tuberculosis  in 
patients  on  steroid  therapy  without  prior  lung 
evaluation.  In  meningeal  tuberculosis  when  the 
patient  is  severely  ill,  is  in  coma,  has  an  extremely 
high  protein,  a high  cell  count,  and  evidence  of 
subarachnoid  block,  he  can  in  most  instances  be 
saved  only  by  the  addition  of  cortisone  to  the 
isoniazid  therapy.  When  adequate  isoniazid 
therapy  is  given  and  100  or  150  mg.  of  prednisone  a 
day  is  added,  the  change  in  the  patient  is  dramatic. 
One  of  the  reasons  for  giving  steroid  therapy 
is  to  try  to  prevent  the  formation  of  a communi- 
cating hydrocephalus  in  children.  This  is  one  of 
the  complications  even  with  successful  isoniazid 
therapy.  It  is  not  a question  of  giving  the  pa- 
tient therapy  for  a week  or  so;  if  the  child  is  to  be 
safeguarded,  therapy  must  be  continued  for  at 
least  four  months.  Even  then,  we  are  not  able 
to  state  definitely  whether  hydrocephalus  will  or 
will  not  be  prevented.  We  usually  begin  with  a 
high  dose,  tapering  off  rather  quickly,  and  we 
maintain  the  patient  on  as  low  as  10  to  20  mg.  of 
prednisone  a day  for  a period  of  four  months;  in 
some  instances  therapy  has  been  continued  for  as 
long  as  six  months  with  very  good  results.  In 
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pulmonary  tuberculosis  the  steroids  are  dangerous 
but  can  be  used.  Cortisone  increases  the  multi- 
plication of  the  tubercular  bacillus  intracellu- 
larly.  We  can  take  advantage  of  this  fact,  be- 
cause isoniazid  acts  best  on  actively  multiplying 
bacilli,  so  this  effect  of  cortisone  plays  into  the 
hands  of  the  antituberculous  drug.  The  steroids 
should  never  be  used  in  the  routine  case  because 
combined  antimicrobial  therapy  is  more  than 
adequate  to  control  this  type  of  case.  However, 
if  a patient  has  a fulminating  disease  with  a high 
temperature  and  there  isn’t  time  for  the  antitu- 
berculous drug  to  take  effect,  we  can  buy  time  by 
giving  the  patient  cortisone.  The  result  even  in 
moribund  patients  has  been  dramatic,  which  is 
the  only  way  the  results  can  be  described.  In 
forty-eight  hours  such  patients  are  better,  take 
nourishment,  and  a temperature  as  high  as  105  F. 
may  be  reduced  to  99  F. ; this  does  not  occur  with 
antituberculous  drugs  alone.  I think  the  evi- 
dence is  certainly  startling,  true,  and  proved.  In 
these  patients,  however,  it  is  wise  to  taper  off 
steroid  therapy  very  quickly  and  discontinue  it 
within  two  to  four  weeks,  continuing  isoniazid, 
streptomycin,  and  para-aminosalicylic  acid. 

Dr.  Rawls:  Thank  you,  Dr.  Bassin;  I am 
quite  sure  that  you  have  expressed  a new  idea  to 
many  of  us  here  tonight.  Dr.  Flood,  could  you 
give  us  a brief  resume  on  the  steroids  and  liver 
disease? 

Dr.  Flood  : I think  the  steroids  have  a definite 
place  in  the  treatment  of  patients  with  acute  hep- 
atitis, and  there  is  now  sufficient  evidence  in  the 
literature  to  show  that  they  are  valuable  in  the 
treatment  of  acute  or  subacute  yellow  atrophy. 
Steroids  have  been  responsible  for  the  recovery  of 
many  of  these  patients,  and  I am  convinced  that 
they  constitute  a life-saving  measure.  The  dos- 
age employed  is  a large  one,  ranging  as  high  as  a 
gram  of  cortisone  the  first  day.  When  a patient 
with  acute  hepatitis  exhibits  signs  of  becoming 
rapidly  worse,  manifested  by  increasing  jaundice 
and  impending  coma,  it  is  an  indication  for  ster- 
oid therapy.  There  is  a difference  of  opinion, 
however,  as  to  whether  steroids  should  be  used 
for  an  ordinary  case  of  hepatitis.  Personally,  I 
believe  that  they  should  not,  for  as  a rule  the  dis- 
ease is  relatively  benign,  and  the  patient  recov- 
ers. In  this  instance  the  hazards  of  large  doses  of 
the  steroids  may  outweigh  the  advantages  to  be 
gained.  It  is  nevertheless  true  that  steroids  im- 
prove the  clinical  picture  in  the  patient  with  acute 
hepatitis  in  that  they  cause  a decline  in  the  level 


of  serum  bilirubin  and  an  improvement  in  the 
sense  of  well-being  and  appetite.  However,  it 
has  been  noted  that  in  patients  who  are  treated 
with  steroids  for  acute  hepatitis  there  is  a greater 
tendency  to  relapse.  In  chronic  liver  disease  the 
problem  is  different.  In  the  ordinary  patient 
with  portal  cirrhosis,  steroid  therapy  usually  has 
little  to  offer  except  in  cirrhosis  which  may  have 
been  a continuation  of  and  a sequel  to  hepatitis, 
and  the  postnecrotic  cirrhosis  which  occurs  in 
some  of  these  patients  appears  to  respond  favor- 
ably to  steroids. 

Dr.  Rawls:  Thank  you,  Dr.  Flood. 

Dr.  Costello,  the  steroids  are  used  in  a great 
many  dermatologic  conditions.  I wonder  if  you 
might  enumerate  a few  of  these  and  also  mention 
some  of  the  skin  lesions  that  the  steriods  may  pro- 
duce. Some  patients  with  skin  lesions  are  helped, 
but  the  steroids  may  in  themselves  produce  skin 
lesions.  Would  you  elaborate  on  this  for  us? 

Dr.  Costello:  The  main  indication  for  the 
use  of  steroids  is  eczema.  The  so-called  allergic 
eczemas  commonly  referred  to  as  atopic  dermati- 
tis or  atopic  allergic  eczema  react  very  well  to  the 
steroids.  I think  we  must  remember,  however, 
that  the  cortisone  or  steroid  preparation  does  not 
cure  all  types  of  dermatitis.  Today  I told  a pa- 
tient that  I intended  to  give  her  one  of  the  ster- 
oids. She  remarked,  “That  is  the  stuff  that  helps 
everything  and  cures  nothing.”  I could  not  have 
expressed  it  better,  and  it  was  a very  apt  remark. 
In  our  cases,  as  in  those  mentioned  by  Dr.  Bas- 
sin, it  does  give  us  time.  We  are  inclined  some- 
times, however,  to  depend  too  much  on  these 
preparations.  In  general,  the  indications  for 
steroid  therapy  are  atopic  dermatitis,  allergic 
eczemas,  contact  dermatitis  of  an  eczematous  na- 
ture, general  eczematoid  reactions,  urticarial 
types  of  drug  eruptions,  angioneurotic  edema,  and 
the  systemic  collagen  diseases.  In  New  York 
City  we  see  a number  of  lepers,  especially  on 
our  dermatologic  service,  and  the  steroids  are  of 
considerable  value  in  the  treatment  of  leprous 
fever.  Because  the  steroids  help  so  many  pa- 
tients, we  are  tempted  to  treat  acne  to  zoster  with 
them.  In  regard  to  the  cutaneous  manifestations 
of  prolonged  steroid  therapy,  I would  say  acnei- 
form  lesions,  not  of  the  ordinary  acne  type  but  of 
the  rosacea  type,  are  most  often  seen  with  ACTH 
and  cortisone.  The  model  hyperpigmentation 
seen  in  Cushing’s  syndrome  is  also  frequent  in 
patients  on  long-term  steroid  therapy. 

Dr.  Rawls:  Dr.  Hartung,  in  the  field  of  rheu- 
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matology,  lupus  is  encountered  fairly  frequently, 
but  the  differential  diagnosis  may  be  difficult. 
Would  you  discuss  the  frequency  of  lupus  found 
in  a rheumatologist’s  practice  and  the  differential 
diagnosis?  In  addition,  how  many  people  do 
you  find  with  a positive  lupus  erythematosus 
phenomenon?  Will  you  also  discuss  the  Latex 
fixation  test? 

Dr.  Hartung  : Rheumatoid  arthritis  is  one  of 
the  collagen  diseases,  and  evidence  is  accumulat- 
ing that  lupus  erythematosus  disseminata  and 
rheumatoid  arthritis  are  very  much  alike.  For 
example,  there  is  a certain  factor  common  in  all 
rheumatoid  arthritis  patients’  blood  called  the 
rheumatoid  factor;  it  is  present  100  per  cent  in 
patients  with  rheumatoid  arthritis  if  the  test  is 
properly  done.  The  Latex  fixation  test  is  a 
method  of  determining  the  rheumatoid  factor;  it 
is  positive  in  about  70  per  cent  with  the  ordinary 
technic.  With  the  refined  technic  it  is  positive 
in  100  per  cent,  whereas  it  is  positive  in  only  4 per 
cent  of  normal  controls.  On  the  other  hand,  it  is 
positive  in  35  per  cent  of  patients  with  lupus 
erythematosus  disseminata,  showing  an  overlap  of 
the  two  diseases.  In  other  words,  35  per  cent 
of  patients  with  lupus  show  the  rheumatoid  fac- 
tor. Conversely,  12  per  cent  of  unquestioned 
rheumatoid  arthritis  patients  show  a lupus  ery- 
thematosus phenomenon.  So  from  both  points  of 
view  there  is  an  overlap  of  these  two  diseases. 
Under  a microscope  it  is  almost  impossible  to 
make  a differential  diagnosis.  Clinically  many 
joints  may  be  involved  in  both  diseases,  but  I be- 
lieve the  main  differentiation  lies  in  whether  there 
is  an  involvement  of  the  renal,  cardiac,  pleural, 
and  lung  tissues — particularly  renal  or  cardiac 
manifestation.  There  are  also  various  derma- 
tologic manifestations  of  lupus  and  in  addition,  a 
neutropenia,  a marked  leukopenia,  an  acquired 
decrease  in  the  platelet  count,  and  a hemor- 
rhagic diathesis.  I believe  the  two  diseases  are 
different,  but  they  are  allied  in  this  clinical  and 
laboratory  manifestations  and  possibly  in  their 
etiologies. 

Dr.  Rawls:  Dr.  Hartung,  some  patients  with 
rheumatoid  arthritis  may  exhibit  a polyarteritis. 
Is  this  the  same  type  of  pathologic  lesion  that  is 
found  in  lupus? 

Dr.  Hartung:  They  are  similar.  Sometimes 
it  is  impossible  to  differentiate  under  the  micro- 
scope. 

Dr.  Rawls:  I would  like  next  to  discuss 
adrenal  insufficiency  occurring  under  stress  and 


strain  in  patients  on  steroid  therapy.  I believe 
that  this  is  more  frequent  than  is  generally  recog- 
nized and  quite  often  is  not  properly  treated. 
Stress  and  strain  may  produce  adrenal  insuffi- 
ciency in  a patient  on  steroid  therapy.  Stress  and 
strain  includes  infection,  emotional  strain,  surgi- 
cal procedures,  exposure  to  the  elements,  and  so 
forth.  There  are  many  physicians  who  still  dis- 
continue steroid  therapy  before  surgical  proce- 
dures, during  the  time  of  infections,  or  in  other 
forms  of  stress  and  strain.  Some  surgeons  still 
omit  cortisone  or  prednisone  for  two  weeks  prior 
to  surgery  and  substitute  ACTH.  This  is  a dan- 
gerous procedure  because  the  adrenal  gland  may 
require  from  two  to  forty-four  weeks  to  return 
to  normal.  ACTH  is  of  no  value  if  there  is 
atrophy  of  the  adrenal  gland.  Dr.  Hartung,  I 
wonder  if  you  would  like  to  comment  particu- 
larly on  the  procedures  to  follow  in  patients  under 
stress  and  strain.  For  example,  if  long-term 
steroid  therapy  has  been  discontinued  in  a patient 
who  is  to  undergo  surgery,  for  how  long  must  he 
have  been  off  steroids  to  assure  a safe  surgical 
procedure  without  the  addition  of  steroid  ther- 
apy? 

Dr.  Hartung:  We  put  these  patients  on  ster- 
oid therapy  before  and  during  the  operation.  My 
only  experience  with  steroid  therapy  in  surgical 
procedures  is  in  the  orthopedic  operations  for 
rehabilitation  of  various  arthritic  joints.  In 
these  cases  we  are  not  afraid  to  use  the  corti- 
costeroids, and  we  do  not  believe  the  corticoster- 
oids interfere  with  wound  healing.  As  a matter  of 
fact,  the  scar  appears  better,  there  is  less  exuber- 
ance of  the  scar,  there  are  fewer  adhesions,  less 
interference  with  mobility  of  the  joints,  and  easier 
rehabilitation.  In  fact,  in  orthopedic  operations 
as  we  see  them  in  our  clinic,  it  is  an  advantage, 
not  a disadvantage,  to  give  the  corticosteroids 
during  operation — this  in  spite  of  the  fact  that  in 
the  laboratory  there  seems  to  be  without  any 
question  fibroblastic  proliferation,  and  Ragan  at 
the  Presbyterian  Hospital  apparently  showed 
some  interference  with  wound  healing  in  animals. 

Dr.  Rawls:  I agree  with  you,  Dr.  Hartung. 
However,  I wanted  you  particularly  to  bring  out 
the  fact  that  the  steroids  should  not  be  discon- 
tinued during  surgical  procedures  or  other  forms 
of  stress  and  strain,  but  as  a rule  should  be  in- 
creased during  such  times.  In  other  words,  if  a 
patient  is  receiving  20  mg.  of  prednisone  prior  to 
operation,  we  give  40  mg.  of  prednisone  the  day 
before,  the  day  of,  and  the  day  after  operation, 
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and  the  dose  is  regulated  thereafter  according  to 
the  individual’s  needs.  Under  no  circumstances 
do  we  omit  the  steroid  before  surgery.  If  a pa- 
tient had  been  on  long-term  steroid  therapy  and 
this  had  been  omitted  six  or  even  twelve  months 
prior  to  operation,  he  should  receive  steroid  ther- 
apy as  outlined  above  until  he  has  passed  any 
danger  of  shock.  I believe  this  is  the  standard 
procedure  among  rheumatologists  today.  Just  a 
few  days  ago  an  instance  came  to  my  attention  in 
which  a patient  had  been  receiving  steroids  for 
rheumatoid  arthritis  for  a period  of  one  year,  and 
a surgeon  advised  the  patient  to  omit  all  steroids 
two  weeks  prior  to  operation.  Fortunately  for 
the  patient  and  the  doctor,  the  arthritis  became 
very  much  worse,  and  the  patient  returned  to  the 
steroid  therapy  and  refused  the  operation.  He 
probably  saved  his  own  life  and  the  doctor  a lot 
of  trouble.  Dr.  Hartung,  do  you  agree  with  this 
return  to  cortisone  even  though  patients  have 
not  received  any  for  a long  period  of  time? 

Dr.  Hartung:  I agree  with  you  completely. 
Our  experience  has  been  as  you  described  it. 

Dr.  Duryee:  What  happens  to  the  adrenal 
glands  one,  two,  or  three  years  after  steroid  ther- 
apy has  been  discontinued?  Has  any  real  in- 
vestigative work  been  done  on  this  subject? 

Dr.  Connor:  Do  you  refer  to  anatomic  stud- 
ies? 

Dr.  Duryee:  Yes,  and  I do  not  mean  short- 
term but  long-term  steroid  therapy. 

Dr.  Connor:  The  adrenal  glands  are  atro- 
phied. Even  on  a short  course  of  therapy,  per- 
haps up  to  a month,  the  adrenal  glands  may  re- 
quire nine  months  to  return  to  normal  size. 

Dr.  Duryee:  Is  there  any  evidence  that  they 
never  return  to  normal? 

Dr.  Connor:  That  I cannot  answer.  I do 
not  know. 

Dr.  Duryee:  I asked  the  question  because  a 
patient  who  had  been  off  steroid  therapy  for  two 
and  one-half  years  was  studied  at  autopsy.  From 
a structural  standpoint,  the  adrenal  glands  still 
showed  a marked  insufficiency. 

Dr.  Connor:  That  may  be  so.  I do  not  know. 

Dr.  Costello  : In  reference  to  your  increasing 
the  dose  preoperatively  and  postoperatively,  is  it 
not  true  that  many  patients  now  receive  intra- 
venous cortisone  during  the  operative  procedure? 

Dr.  Rawls:  Some  patients  receive  intrave- 
nous cortisone,  but  unfortunately  many  do  not. 
Patients  of  mine  who  have  been  on  long-term 
cortisone  therapy  receive  100  mg.  of  cortisone  in- 


travenously during  the  operation,  and  this  is  re- 
peated following  the  operation  if  there  is  any 
evidence  of  shock.  If  shock  occurs,  the  cortisone 
is  continued  in  large  doses  until  this  has  disap- 
peared. It  is  fully  as  important  not  to  discon- 
tinue cortisone  during  infections  as  it  is  during 
surgical  procedures.  There  are  some,  however, 
who  believe  steroids  should  be  omitted  during  in- 
fection because  of  the  effect  on  the  resistance  of 
the  patient,  but  as  Dr.  Bassin  pointed  out,  even 
in  severe  infections  the  continued  use  of  cortisone 
with  antimicrobial  therapy  gives  the  patient  a 
better  chance  for  recovery.  I have  observed 
several  patients  with  acute  infections,  who  were 
taken  off  cortisone,  and  they  have  gone  into 
shock,  but  with  the  reinstitution  of  steroid  ther- 
apy they  made  uneventful  recoveries.  I believe 
these  patients  would  have  died  had  cortisone  not 
been  reinstituted.  If  these  patients  are  not 
properly  treated,  hospital  stays  may  be  consider- 
ably prolonged,  the  patients  may  experience  many 
shocklike  episodes,  and  their  lives  may  be  en- 
dangered during  these  periods.  Thorne  states 
that  these  people  require  prompt  and  thorough 
treatment  to  avoid  undue  risk.  I have  observed 
one  such  patient.  Dr.  Duryee,  do  you  wish  to 
discuss  this?  Have  you  had  any  experience  with 
this  problem? 

Dr.  Duryee  : Yes,  I have  had  one  experience 
with  a case  of  scleroderma  on  steroid  therapy. 
This  patient  had  been  on  steroid  therapy  longer 
than  any  of  my  other  patients.  He  was  ad- 
mitted to  the  hospital  with  pneumonia,  and 
unfortunately  the  same  course  of  events  that 
you  describe  took  place  here.  The  cortisone 
was  stopped,  started,  and  stopped.  I believe 
this  patient  remained  in  the  hospital  for  a longer 
period  than  otherwise  would  have  been  necessary. 

Dr.  Hartung:  In  patients  with  rheumatoid 
arthritis  and  long-term  steroid  therapy  there  may 
be  decreased  resistance  in  some  instances.  I do 
not  discontinue  the  steroids  but  decrease  the 
dose  in  small  amounts  and  add  antibiotics.  I 
hope  in  this  manner  to  increase  the  resistance  of 
the  patient,  and  by  reducing  the  corticosteroids 
I believe  I am  removing  some  of  the  underlying 
basic  reasons  for  the  decreased  resistance. 

Dr.  Rawls:  But  you  do  not  decrease  the 
steroids  rapidly? 

Dr.  Hartung:  No,  sir. 

Dr.  Rawls:  If,  for  example,  a patient  has 

been  on  10  mg.  of  prednisone  one  or  more  years, 
how  long  would  you  take  to  reduce  this  dose? 
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Dr.  Hartung:  Every  case  is  different.  The 
dose  might  have  to  be  reduced  by  as  little  as  1 
mg.  every  one  or  two  weeks. 

Dr.  Rawls:  Are  there  any  other  comments? 

Dr.  Costello:  I think  an  instance  such  as 

you  cite  is  more  likely  to  occur  in  patients  who 
have  received  corticosteroids  over  long  periods 
of  time  than  in  those  who  have  received  moderate 
or  minimal  doses  over  short  periods  of  time. 
There  is  a great  deal  of  discussion  about  whether 
the  patient  on  long-term  steroid  therapy  should 
or  should  not  receive  ACTH  at  the  same  time. 
There  is  also  some  discussion  as  to  its  value,  but 
I believe  that  a patient  who  is  receiving  long-term 
steroid  therapy  should  also  receive  ACTH.  In  a 
large  series  of  patients  with  pemphigus  and  other 
collagen  diseases  treated  at  Bellevue,  we  have 
concluded  that  patients  should  receive  ACTH, 
40  units,  every  week  or  every  other  week.  I 
would  like  to  mention  that  although  patients  are 
prepared  properly  by  increased  doses  of  corti- 
costeroids before  operation  and  even  though  intra- 
venous cortisone  is  given  during  operation,  there 
still  may  be  increased  danger  to  the  patient  at  the 
time  of  operation.  I would  like  to  cite  one  in- 
stance in  which  this  occurred,  but  before  doing  so 
I would  like  to  state  that  patients  who  have 
never  received  steroid  therapy  die  on  the  op- 
erating table  at  times  and  that  the  larger  the  dose 
of  the  steroid  and  the  longer  the  period  of  time 
administered,  the  more  danger  there  is  to  the 
patient.  The  patient  in  question  had  severe 
pemphigus,  and  her  life  had  been  prolonged  by  the 
use  of  the  corticosteroid.  She  had  received 
steroid  therapy  for  over  one  year,  as  much  as  100 
mg.  of  prednisone  daily,  and  just  prior  to  opera- 
tion she  was  receiving  40  mg.  daily.  She  had  a 
ruptured  viscus,  and  it  was  not  an  operation  of 
choice.  Death  occurred  immediately  after  the 
skin  incision  was  made,  and  death  could  not  be 
attributed  to  surgical  shock.  I believe  the 
patient  who  has  had  steroid  therapy  in  large 
doses  for  a long  period  of  time  is  a candidate  for 
all  types  of  serious  complications.  However,  in 
modern  day  therapy,  there  is  a certain  calculated 
risk  in  administering  the  present  potent  drugs  for 
treatment  of  various  diseases.  One  must  weigh 
the  benefits  obtained  against  the  risk  taken. 
In  instances  of  the  collagen  diseases,  the  risk 
from  the  corticosteroids  is  certainly  less  by  far 
than  the  benefits  derived. 

Dr.  Rawls:  The  patients  to  whom  I referred 
did  have  ACTH  throughout  their  treatment  with 


steroids.  Dr.  Joseph  Goldzieher  and  I did  re- 
search work  here  at  St.  Clare’s  Hospital  on  the 
simultaneous  administration  of  ACTH  and  corti- 
sone in  1950  and  1951.  We  concluded  that  all 
patients  on  long-term  steroid  therapy  should  also 
receive  ACTH. 

Dr.  Costello:  In  our  series  there  were  seven 

autopsies.  Four  of  these  patients  showed  hyper- 
plastic adrenal  cortices,  and  three  showed 
atrophy.  I would  state  that  each  patient  re- 
ceived an  equal  amount — a large  amount — of  the 
corticosteroids  over  a long  period  of  time. 

Dr.  Duryee  : Is  there  any  explanation  for  the 

hyperplasia  found? 

Dr.  Costello  : No,  not  that  I know  of. 

Dr.  Rawls:  Dr.  Hartung,  in  the  past  few 
months  a great  deal  has  appeared  in  the  literature 
on  a syndrome  associated  with  administration  of 
the  corticosteroids  over  long  periods  of  time,  or  of 
large  doses  over  short  periods  of  time,  the  so- 
called  syndrome  of  hypercortisonism.  Would 
you  like  to  discuss  this  syndrome  for  us,  giving  us 
the  differential  diagnosis,  the  difficulties  involved 
in  making  the  differential  diagnosis  between 
hypercortisonism  and  a flare-up  of  the  rheuma- 
toid arthritis? 

Dr.  Hartung:  I have  not  seen  very  many  of 
these  cases.  I have  read  all  the  reports  of 
Slocumb  of  Mayo  Clinic.  I have  not  had  any 
experience  with  the  polyarteritis-like  syndrome 
during  cortisone  therapy.  Have  you  had  any 
experience  with  it? 

Dr.  Connor:  I have  not  seen  any.  I just 
know  what  I have  read  concerning  this. 

Dr.  Rawls:  In  addition,  the  rapid  with- 

drawal of  cortisone  may  produce  a so-called 
lupus-like  reaction.  Have  you  seen  any  in- 
stances of  this,  Dr.  Costello? 

Dr.  Costello:  No,  I have  not. 

Dr.  Rawls:  Patients  with  hypercortisonism 

may  develop  a polyarteritis  and  exhibit  various 
symptoms,  and  there  may  be  involvement  of  any 
or  all  of  the  tissues  of  the  body.  There  have  been 
some  reports  that  a polyarteritis  may  develop  also 
if  the  cortisone  is  withdrawn  too  rapidly.  I had 
hoped  that  Dr.  Hartung  might  describe  some  of 
the  symptoms  that  the  patients  develop  with 
hypercortisonism.  Patients  may  have  a tempera- 
ture and  an  increase  in  joint  pain,  and  they  at- 
tribute this  to  the  rheumatoid  arthritis  and  per- 
haps believe  it  is  an  indication  for  increasing  the 
dose  of  the  steroid  rather  than  decreasing  it.  It  is 
sometimes  very  difficult  to  determine  whether  a 
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patient  is  developing  a flare-up  of  rheumatoid 
arthritis  or  whether  he  is  developing  hyper- 
cortisonism.  Is  there  anyone  else  here  who 
would  like  to  comment  on  this? 

Dr.  Duryee:  When  you  say  hypercortison- 
ism,  are  you  including  a periarteritis  or  poly- 
arteritis as  part  of  that  picture? 

Dr.  Rawls:  Periarteritis  or  polyarteritis  may 
develop  as  part  of  the  picture,  and  I believe  it  is 
now  thought  that  the  number  of  patients  who 
have  rheumatoid  arthritis  and  who  develop 
polyarteritis  has  increased  since  the  advent  of 
steroid  therapy. 

Dr.  Duryee:  Do  you  refer  to  patients  who 
are  still  on  steroid  therapy  and  not  to  those  who 
have  been  taken  off? 

Dr.  Rawls  : Two  things  may  happen.  Those 
who  are  taken  off  steroids  too  rapidly  may  de- 
velop a polyarteritis,  and  those  who  have  been  on 
steroids  for  a long  time  may  develop  hyper- 
cortisonism,  and  polyarteritis  may  be  a part  of 
the  picture  of  hypercortisonism. 

Dr.  Duryee:  A case  of  polyarteritis  is 
treated  with  cortisone,  and  now  you  state  that 
cortisone  may  produce  polyarteritis.  There 
appears  to  be  an  ambiguity  in  the  use  of  this 
drug. 

Dr.  Rawls:  Yes,  the  steroids  are  a two-edged 
sword. 

Dr.  Connor:  The  use  of  cortisone  is  of 
limited  value  in  polyarteritis.  It  perhaps  pro- 
longs life  for  only  a short  time,  but  there  is  no 
other  form  of  therapy  available  at  present.  Cer- 
tainly the  results  obtained  in  polyarteritis  are  not 
comparable  to  those  obtained  in  lupus,  rheuma- 
toid arthritis,  and  dermatologic  states.  I cannot 
explain  the  mechanism  that  underlies  the  produc- 
tion of  arterial  lesions  in  some  cases  treated  with 
cortisone. 

Dr.  Duryee  : Is  this  a very  rare  disease? 

Dr.  Connor  : It  is  not  common. 

Dr.  Rawls:  Dr.  Connor,  we  speak  of 

cortisone  as  producing  polyarteritis  and  second- 
arily myocarditis,  and  yet  in  a patient  who  has 
rheumatic  fever  with  myocarditis,  endocarditis, 
pericarditis,  etc.,  we  give  cortisone.  I believe 
it  is  conceded  that  cortisone  is  definitely  ad- 
vantageous in  these  patients  and  that  even 
though  they  may  have  congestive  heart  failure, 
the  cortisone  is  valuable  and  helps  to  improve 
the  congestive  failure.  What  is  your  opinion? 

Dr.  Connor  : There  is  no  contraindication  for 

the  use  of  steroids  in  these  patients.  The  mere 


fact  that  the  individual  has  evidence  of  congestive 
heart  failure  with  severe  carditis,  in  my  opinion  is 
the  best  indication  for  their  use.  As  a matter 
of  fact,  I believe  that  the  use  of  the  steroids  in 
rheumatic  fever  should  be  limited  to  those 
patients  showing  evidence  of  myocarditis  and 
congestive  failure.  Most  of  the  cases  are  rela- 
tively mild  and  clear  up  with  salicylates,  and  it  is 
only  in  the  severe  cases  with  severe  carditis  that 
I think  cortisone  therapy  is  of  real  value. 

Dr.  Rawls:  Dr.  Connor,  do  you  believe  that 
cortisone  in  itself  produces  congestive  heart 
failure? 

Dr.  Connor:  I think  we  must  make  a dis- 
tinction between  individuals  on  steroids  who 
develop  symptoms  very  similar  to  congestive 
heart  failure  but  not  true  congestive  failure 
and  those  on  steroids  who  have  true  congestive 
heart  failure.  Particularly  is  this  true  in  the  use 
of  cortisone  or  hydrocortisone  because  of  the 
retention  of  sodium  and  water.  Patients  have 
symptoms  very  much  like  heart  failure  but  do  not 
have  true  congestive  heart  failure.  The  only 
treatment  necessary  is  the  use  of  digitalis  and 
mercurials  to  help  them  get  rid  of  the  water,  and 
when  the  water  is  eliminated,  the  symptoms  all 
disappear,  and  there  is  no  residual  damage.  If 
one  reduces  the  cortisone  slowly  or  reduces  the 
sodium  intake,  these  patients  improve  in  most 
instances,  particularly  with  the  use  of  mercurials. 
Angitis  can  occur  in  the  heart  muscle  as  wrell,  but 
it  is  also  conceded  that  this  may  be  a part  of  the 
rheumatoid  process  and  may  and  does  occur  in 
patients  who  do  not  receive  steroid  therapy. 
How  many  patients  develop  angitis  from  the 
disease  process  itself  and  how  many  secondar}T  to 
steroid  therapy  is  a question  I cannot  answer, 
but  aside  from  this,  I do  not  believe  that  we  see 
any  heart  disease  that  can  be  directly  attributed 
to  cortisone  therapy.  I would  like  to  remark  that 
I think  as  a whole  we  look  on  the  new  corticos- 
teroids as  being  more  beneficial  because  of  the 
fact  that  they  do  not  produce  retention  of  sodium 
and  water.  The  prednisones,  in  my  opinion,  are 
not  better  therapeutic  agents  just  because  they 
do  not  cause  retention  of  sodium  and  water. 
This  lack  of  retention  of  sodium  and  water  may 
lead  us  to  be  less  careful  in  our  regulation  of 
dosage,  and  I believe  that  we  should  be  just  as 
careful  in  administering  the  prednisones  as  we 
have  been  with  the  cortisones. 

Dr.  Rawls:  Dr.  Connor,  you  believe,  then, 
that  a patient  on  steroid  therapy  who  develops 
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symptoms  of  congestive  heart  failure  due  to  fluid 
retention  is  not  in  true  congestive  heart  failure 
and  that  as  soon  as  the  fluid  is  eliminated,  the 
patient  returns  to  normal,  and  there  is  no  further 
effect  on  the  heart? 

Dr.  Connor:  Ido. 

Dr.  Duryee:  How  about  cor  pulmonale  if 
you  add  cortisone  therapy? 

Dr.  Connor:  In  many  of  the  patients  with 
cor  pulmonale  there  is  also  a lung  infection, 
which  I think  is  the  more  difficult  problem.  Dr. 
Bassin  brought  out  that  resistance  to  infection  is 
definitely  changed  in  the  course  of  cortisone 
therapy.  Many  of  the  poor  results  in  patients 
with  bronchial  asthma  on  cortisone  therapy  are 
perhaps  on  the  basis  of  infection  in  the  lungs 
rather  than  on  a cardiac  basis. 

Dr.  Rawls:  Dr.  Jordan,  what  procedures 
do  you  follow  during  delivery  in  patients  who 
have  been  on  long-term  cortisone  therapy? 

Dr.  Jordan:  These  patients  should  be  kept 
on  cortisone  therapy  and  the  dosage  managed  in 
conjunction  with  the  clinician  who  originally 
prescribed  the  drug.  It  most  certainly  should 
not  be  stopped.  The  use  of  cortisone  to  differ- 
entiate adrenal  hyperplasia  from  adrenal  tumors 
has  not  been  mentioned  tonight.  In  patients 
with  adrenal  hyperplasia,  cortisone  will  produce 
a definite  decrease  in  the  17-ketosteroids,  but  if 


there  is  an  adrenal  tumor,  there  is  an  increase  or 
there  is  no  change  in  the  17-ketosteroids.  An- 
other point  of  interest  is  medical  adrenalectomy 
by  the  use  of  cortisone  versus  surgical  adrenal- 
ectomy in  carcinoma  of  the  breast  or  metastatic  I 
disease  from  breast  tumors.  Some  of  the  newer 
cortisone  preparations  might  be  free  of  some 
of  the  bad  effects  of  the  earlier  cortisone  prepara- 
tions and  could  be  used  more  extensively.  The 
work,  however,  is  mostly  investigative,  but  I 
think  we  should  keep  this  in  mind  because  the 
use  of  steroids  in  certain  metastatic  diseases  is 
quite  important,  and  we  might  see  cortisone  play 
a much  wider  role  in  metastatic  disease  in  the 
future  than  we  have  in  the  past. 

Dr.  Rawls:  Our  time  is  up.  There  are 
many  problems  of  steroid  therapy  which  we  have 
not  been  able  to  cover  tonight.  I believe,  how- 
ever, that  we  have  demonstrated  that  all  branches 
of  medicine  are  involved.  In  closing  I would  like 
to  thank  all  the  panel  members  for  their  most  in- 
structive discussion  of  the  problems  involved. 

I am  sorry  we  have  not  been  able  to  ask  them 
more  questions.  Dr.  Connor,  now  I will  turn  the 
meeting  over  to  you  again. 

President  Connor:  Dr.  Rawls,  on  behalf 
of  the  medical  staff  I would  like  to  thank  you  and 
all  the  members  of  the  panel  who  participated 
this  evening  and  made  it  the  enjoyable  meeting 
that  it  has  been. 


Be  Kind  to  Your  Fellow  Physician 


Yes,  be  kind!  His  principles,  his  aims  and  am- 
bitions are  much  as  your  own.  He  wishes  to  bring 
help  to  his  fellow  man  and  in  so  doing  he  hopes  to 
attain  a reasonable  amount  of  the  material  things 
in  life. 

Assume  that  your  brother  physician  is  honest  in 
his  approach  to  patients,  that  he  is  human  and  may 
occasionally  make  a mistake.  Don’t  attempt  to  be 
the  judge  and  jury  when  the  patient  comes  to  you 
from  another  physician. 

In  our  democracy  the  free  choice  of  physician  is 
basic  and  we  are  all  pledged  to  preserve  it.  Conse- 
quently, when  another  physician  is  consulted  it  only 
means  that  the  patient  is  exercising  his  right  and 
does  not  presuppose  wrong  doing  on  the  part  of  his 
medical  advisor.  The  reasons  for  change  are  legion 
and  often  inconsequential.  Nevertheless,  it  arouses 


feelings  of  failure  in  the  physician  who  lost  the  pa- 
tient and  too  often  brings  to  the  new  doctor  an 
opportunity  to  indulge  his  ego.  This  indulgence  of 
ego  may  result  in  statements  intended  to  enhance 
his  standing  with  the  new  patient,  but  instead  sug- 
gests negligence  by  the  original  doctor.  Such  be- 
havior can  lead  to  loss  of  confidence  by  the  patient 
in  the  profession  as  a whole.  It  can,  of  course,  also 
lead  to  legal  action. 

When  a patient  arrives  in  the  consulting  chair  use 
this  opportunity  to  increase  the  prestige  of  the  other 
physician — in  so  doing  the  prestige  of  the  entire 
profession  is  raised.  Consider  each  such  occasion  as 
a golden  opportunity  to  act  as  a committee  of  one 
to  improve  public  relations  between  the  medical 
profession  and  the  public. — Westchester  Medical 
Bulletin , February , 1958 
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A major  problem  of  anesthesia  in  allergy  is  the 
management  of  anesthesia  for  the  patient 
with  bronchial  asthma.  Less  common,  but  of  sig- 
nificance, is  the  problem  of  allergic  reactions  to 
anesthetic  drugs  or  medications  used  in  relation  to 
anesthesia,  most  particularly  allergy  to  local 
anesthetics. 

The  Management  of  Anesthesia 
in  Bronchial  Asthma 

The  asthmatic  patient  may  present  significant 
problems  to  the  anesthesiologist  because  of  im- 
pairment of  pulmonary  ventilation  and  the  irrita- 
bility of  the  bronchial  tree.  Abnormality  of 
ventilatory  mechanism  may  be  readily  demon- 
strated by  a reduction  either  in  total  or  timed 
vital  capacity.  There  is  almost  invariably  a 
diminution  of  maximum  breathing  capacity. 
Pulmonary  ventilation  is  uneven,  and  there  may 
be  impairment  of  pulmonary  mixing.  A di- 
minished ventilatory  response  to  carbon  dioxide, 
and  in  some  instances,  decreased  oxygen  satura- 


tion of  the  blood,  may  be  encountered.  De- 
pending on  the  degree  of  advancement  of  the 
disease  and  the  particular  status  of  the  patient’s 
asthma  at  the  time,  there  may  be  considerable 
variation  in  the  extent  of  these  changes.  In  the 
intractable  asthmatic  of  long  standing,  par- 
ticularly when  the  disorder  is  complicated  by  em- 
physema, there  will  be  greater  degrees  of  more 
persistent  impairment  and  more  significant  haz- 
ards and  difficulties  in  anesthesia.1*2 

Elevated  arterial  carbon  dioxide  and  anoxemia 
are  dangers  of  which  the  anesthesiologist  must  be 
constantly  aware,  since  they  may  be  aggravated 
in  the  course  of  anesthesia.  The  induction  phase 
of  anesthesia  may  be  both  difficult  and  prolonged 
in  such  patients.  The  administration  of  the  anes- 
thetic is  further  complicated  by  the  bronchial 
irritability  which  is  characteristic  of  asthma.  In 
addition,  there  is  proneness  to  bronchostenosis 
with  patchy  or  even  massive  atelectasis  and 
heightened  susceptibility  to  bronchopulmonary 
infection.  For  all  these  reasons  the  proper  pre- 
anesthetic preparation  of  these  patients,  the  wise 
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choice  of  anesthetic,  and  above  all  the  skillful 
handling  of  its  administration,  as  well  as  metic- 
ulous postanesthetic  observation  and  care  are  of 
importance  in  the  optimal  management  of  anes- 
thesia in  the  asthmatic  patient. 

Preanesthetic  Preparation. — Elective  sur- 
gery should  not  be  performed  in  the  presence  of 
active  bronchial  asthma.  On  the  other  hand, 
emergency  surgery  may  be  undertaken  despite 
intractable,  even  severe,  bronchial  asthma.  Be- 
fore anesthesia  and  surgery  every  needed  measure 
should  be  instituted  to  bring  the  asthma  under 
control  as  completely  as  possible.  The  aim  is  to 
achieve  maximum  improvement  in  pulmonary 
function  in  advance  of  anticipated  surgery.  All 
accepted  bronchodilator  medications,  including 
steroids  and  ACTH,  may  be  used  unless  there  are 
medical  or  surgical  contraindications  to  the  latter 
agents.  The  antihistamines,  while  of  little  use  in 
adult  asthma,  may  be  helpful  in  children. 

In  asthma  of  severe  degree  intravenous  hydro- 
cortisone may  be  given  before  and  during  the  pro- 
cedure. This  measure  may  be  of  particular  im- 
portance in  patients  who  have  recently  had 
steroid  therapy,  and  who  therefore  require  addi- 
tional steroid  to  sustain  the  adrenals  under  the 
stress  of  surgery  and  anesthesia.  Antibiotics 
should  be  employed  whenever  there  is  evidence 
of  complicating  infection,  especially  if  steroids  are 
being  used.  The  choice  of  the  antibiotic  agent 
will  be  dictated  not  only  by  the  requirements  of 
the  infection  but  also  in  relation  to  any  evidence 
of  allergy  to  these  agents,  particularly  to  peni- 
cillin, which  should  be  carefully  evaluated. 

Preoperative  agitation  should  be  minimized  to 
avoid  precipitation  of  an  asthmatic  attack  during 
anesthesia.  Repeated  reassurance  by  both  the 
patient’s  doctor  and  the  anesthesiologist  is  of  the 
utmost  importance  in  allaying  anxiety.  Short- 
acting barbiturates,  such  as  pentobarbital  or 
secobarbital,  are  helpful  and  distinctly  preferable 
to  narcotics,  both  morphine  or  meperidine  (Dem- 
erol), as  preanesthetic  medication.  The  bar- 
biturates seldom  depress  respiration,  do  not  cause 
nausea  and  vomiting,  and  unlike  the  narcotics,  do 
not  release  histamine  and  therefore  are  unlikely 
to  induce  bronchospasm.3-4  Before  operation 
suitable  inquiry  should  be  made  as  to  allergy  to 
drugs,  particularly  the  barbiturates,  anesthetics, 
and  antibiotics. 

Atropine  and  scopolamine,  while  usually  em- 
ployed to  reduce  respiratory  secretions  and  to  in- 
hibit cholinergic  reflexes,  may  in  the  patient  with 


severe  asthma  have  the  disadvantage  of  aggravat- 
ing the  tendency  to  formation  of  inspissated,  ob- 
structive bronchial  mucus  which  is  a significant 
danger  to  such  patients.  The  use  of  these  agents 
may,  therefore,  be  contraindicated. 

For  extreme  preoperative  apprehension,  such  as 
may  occur  in  children,  the  administration  of  the 
basal  rectal  anesthetic,  tribromethanol  in  amylene 
hydrate  (Avertin)  in  doses  of  70  to  80  mg.  per 
Kg.  of  body  weight  may  be  of  great  usefulness. 
This  agent  possesses  bronchodilator  action,  and 
its  chief  disadvantage,  its  action  as  a respiratory 
depressant,  can  be  minimized  by  limitation  of 
its  administration  to  these  dosage  levels. 

General  Anesthesia. — The  intravenous  thio- 
barbiturates,  such  as  thiopental  (Pentothal)  and 
thiamylal  (Surital)  are  contraindicated  in  bron- 
chial asthma,  since  they  may  initiate  broncho- 
spasm. 

Of  the  inhalation  anesthetics,  cyclopropane  must 
be  used  with  caution  as  it  tends  to  induce  bron- 
choconstriction.  Nitrous  oxide  and  ethylene  are 
both  relatively  weak  anesthetics  but  may  be  used 
in  induction  preliminary  to  ether  anesthesia. 
Diethyl  ether  is  by  far  the  most  versatile  and  most 
useful  of  all  inhalation  anesthetics  for  the  asth- 
matic patient.  It  is  not  only  potent  but  also 
possesses  a bronchodilator  effect  of  sufficient  de- 
gree so  that  in  the  past  it  has  been  applied  as  a 
therapeutic  measure  in  the  control  of  otherwise 
intractable  asthma.  It  is  therefore  the  in- 
halation anesthetic  of  choice  for  the  patient  with 
bronchial  asthma. 

Spinal  and  Regional  Anesthesia. — Spinal 
anesthesia  is  satisfactory  in  bronchial  asthma  only 
for  operations  which  can  be  performed  with  an  anes- 
thetic level  below  the  tenth  thoracic  dermatome, 
so-called  “low  spinal”  anesthesia.  In  this  group 
are  included  operations  on  the  lower  extremities, 
perineum,  urinary  bladder,  and  inguinal  area,  as 
well  as  for  vaginal  deliveries.  At  this  level  spinal 
anesthesia  does  not  further  compromise  the  im- 
paired pulmonary  function  of  the  asthmatic  as 
would  occur  at  higher  levels  of  anesthesia  which 
interfere  with  the  action  of  the  respiratory  mus- 
cles. Regional  anesthesia  also  has  its  place  for 
the  asthmatic  patient.  It  must  be  stressed,  how- 
ever, that  before  consideration  can  be  given  to  the 
use  of  a spinal  Or  regional  anesthetic  in  an  asth- 
matic or  allergic  patient,  a careful  history  must  be 
taken  to  exclude  the  possibility  of  a hazardous 
reaction  to  the  anesthetic  agent.  The  problem  of 
allergy  to  local  anesthetics  is  discussed  at  length 
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below.  If  doubt  persists  as  to  a possible  adverse 
reaction,  resort  to  general  ether  anesthesia  is 
preferable.  Some  advise  avoidance  of  spinal 
anesthesia  in  the  asthmatic  because  of  the  factor 
of  anxiety  in  operations  on  a conscious  patient. 
However,  with  the  use  of  appropriate  precautions 
to  manage  apprehension,  the  experience  at  the 
Mount  Sinai  Hospital  has  been  most  favorable 
as  to  low  spinal  anesthesia  in  the  presence  of 
bronchial  asthma. 

Muscle  Relaxants. — These  agents  are  now  so 
widely  used  in  anesthesia  that  their  application  to 
the  asthmatic  patient  deserves  discussion.  Cer- 
tain muscle  relaxants  release  histamine  and  are 
therefore  unsuitable  for  such  patients.  Among 
these  may  be  mentioned  d-tubocurarine,  di- 
methyl tubocurarine,  benzoquinoline  and  galla- 
mine  in  descending  order  of  potency  as  histamine 
liberators.  In  contrast,  decamethonium,  suxe- 
thonium,  and  succinylcholine  do  not  in  ordinary 
dosage  release  histamine.5  The  last  named  is  the 
muscle  relaxant  of  choice  in  asthma,  for  it  is 
short-acting  and  can  be  controlled  continuously 
as  a dilute  intravenous  infusion.  Some  observers 
have  reported  this  drug  as  actually  being  useful 
in  overcoming  bronchoconstriction.  It  should  be 
mentioned  that  the  antagonists  to  the  excessive 
effects  of  the  relaxants  are  all  parasympatho- 
mimetic drugs  which  also  induce  asthma  and 
must  therefore  be  avoided. 

Acute  Bronchial  Asthma  During  Anes- 
thesia.— Bronchospasm  is  not  rare  during  gen- 
eral anesthesia  and  is  not  limited  to  the  allergic  or 
asthmatic  patient.  Precipitating  causes  include 
aspiration  of  blood  or  tracheal  secretions,  visceral 
traction  under  light  anesthesia,  and  the  probable 
release  of  histamine  or  other  tissue  substances  due 
to  the  trauma  of  operation. 

The  asthmatic  attack  during  general  anes- 
thesia is  best  handled  by  the  introduction  of  di- 
ethyl ether  into  the  breathing  circuit  of  the  anes- 
thesia apparatus  or  by  deepening  an  already 
existing  ether  anesthesia.  Deep  anesthesia  is 
required  to  relax  bronchoconstriction,  but  care 
must  be  taken  to  avoid  circulatory  or  respiratory 
depression.  Isopropylarterenol  (Isuprel)  may  be 
employed  by  nebulization  into  the  breathing  cir- 
* cuit  or  by  parenteral  administration.  Epineph- 
rine is  avoided  during  inhalation  anesthesia  be- 
cause of  the  risk  of  precipitating  ventricular 
fibrillation,  especially  in  the  presence  of  cyclo- 
propane. 

Post  anesthetic  Care. — When  there  is  evi- 


dence of  excessive  retained  secretions  or  undue  re- 
spiratory embarrassment  in  the  asthmatic,  vthe 
anesthesiologist  may  order  immediate  postopera- 
tive bronchoscopy,  with  aspiration  of  tracheo- 
bronchial secretions.  This  may  also  be  indicated 
if  auscultation  of  the  patient  reveals  evidence  Of 
atelectasis.  In  the  later  postoperative  period  me. 
asthmatic  patient  must  be  carefully  watched  with 
regard  to  the  development  of  pneumonia  or  other 
respiratory  infection.  * 

Allergy  to  Anesthetics 

Allergic  reactions  to  the  agents  used  in  local, 
regional,  and  spinal  anesthesia  are  well  docu- 
mented, although  fortunately  they  are  uncom- 
mon. In  contrast,  inhalation  anesthetics  are 
scarcely  ever  incriminated  as  allergens. ( In  its 
one  hundred-year  history,  ether  has  been,  re- 
corded as  causing  an  allergic  reaction  but  once. 
Cyanosis  and  collapse,  with  subsequent  pruritus 
and  edema  of  eyelids  and  extremities  occurred. 
Simple  contact  of  the  skin  with  ether  induced  a 
huge  urticarial  wheal.  This  positive  test  could 
be  confirmed  by  the  passive  transfer  reaction,  in- 
dicating its  immunologic  character.6 

Drugs  used  as  preanesthetic  medication,  es- 
pecially the  barbiturates,  may  induce  allergic 
eruptions  with  or  without  fever.  Pentobarbital 
may  also  elicit  an  unusual  bullous  reaction  af- 
fecting the  lips,  mouth,  tongue,  and  genitals. 
Nonetheless,  the  most  common  allergic  reactions 
of  the  postoperative  period  are  those  due  to  the 
antibiotics,  particularly  penicillin. 

Local  anesthetics  have  long  been  a source  of 
concern  as  a cause  of  anaphylactic  shock  and  sud- 
den death.  While  some  of  the  reactions  charac- 
terized by  excitement  and  convulsions  are  due  to 
overdosage  and  too  rapid  absorption  from  vascu- 
lar areas,  others  appear  to  be  truly  anaphylactic 
in  character.  Procaine,  in  many  ways  the  safest 
of  local  anesthetic  agents,  has  been  the  cause  of 
anaphylaxis  in  several  well-documented  reports.7-8 
Pontocaine,  administered  by  injection  or  topically 
to  membrane  surfaces  has  been  more  frequently 
incriminated  in  fatal  episodes.9- 10  Allergic  shock, 
asthma,  and  rhinitis  have  been  induced  by  cocaine 
in  exceptional  instances.11  Skin  tests  with  the 
local  anesthetics  have  proved  valueless  for  the 
avoidance  of  these  acute  allergic  reactions. 

More  recently,  procaine  has  been  reported  as  a 
cause  of  local  allergic  edema  at  the  site  of  injec- 
tion.12-14 The  swelling  appears  several  hours 
after  injection  and  may  last  a few  days  or  as  long 
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Fig.  1.  Positive  twenty-four  hour  skin  tests  to  pro- 
caine (upper)  and  monocaine  (lower)  in  patient  with 
local  allergic  edema  due  to  procaine. 


as  two  weeks.  Local  pain  or  itching  may  be 
present.  There  is  no  evidence  of  accompanying 
generalized  cutaneous  or  systemic  reaction.  In 
such  cases  a specifically  diagnostic  positive  skin 
test  of  the  tuberculin,  twenty-four  hour  type, 
may  be  elicited.  In  three  instances  there 
was  cross-sensitization  to  monocaine,  an  anes- 
thetic with  a chemical  structure  little  different 
from  procaine  (Fig.  I).14 

Experience  with  contact  dermatitis  due  to 
procaine  indicates  that  members  of  the  “pro- 
caine group,”  all  para-aminobenzoic  acid  £sters, 
are  most  likely  to  show  such  cross-reactivity.15 
In  the  presence  of  allergy  to  any  one  of  them  it  is 
preferable  to  seek  safety  with  anesthetics  of  a 
distinctly  different  chemical  configuration.  Nu- 
percaine  has  been  substituted  in  the  past,  and 
currently  Xylocaine  appears  to  be  the  most 
available,  effective,  safe  substitute. 

Local  allergic  edema  due  to  injected  procaine 
has  attracted  attention  particularly  in  recent 
years,  although  this  agent  has  been  in  widespread 
use  for  almost  half  a century.  The  occurrence  of 
positive  twenty-four  hour  skin  tests  to  penicillin 
in  two  of  three  such  cases,  together  with  the 
finding  of  positive  procaine  tests  in  two  patients 


with  penicillin  allergy,  suggests  that  the  almost 
universal  use  of  procaine  penicillin  may  be  a 
source  of  origin  of  this  type  of  procaine  hyper- 
reactivity.14 These  observations  may  call  for 
increased  awareness  of  a possible  hazard  attend- 
ant upon  the  use  of  this  anesthetic  in  spinal 
anesthesia. 

Careful  questioning  of  patients  before  ad- 
ministration of  a local  anesthetic,  and  especially 
before  spinal  anesthesia,  is  a necessary  precaution. 
A history  of  previous  reaction  to  a local  anesthetic 
is  of  obvious  significance,  but  a general  history  of 
allergy  and  especially  of  reactions  to  drugs  or 
serum  should  put  the  anesthesiologist  on  guard. 
Unfortunately,  preliminary  skin  tests  are  gen- 
erally of  no  value.  Only  the  twenty-four-hour 
procaine  skin  test  probably  has  value  in  predicting 
a reaction  of  local  allergic  edema.  For  this  rea- 
son, where  the  history  is  doubtful,  it  may  be  an 
additional  desirable  precaution  to  administer  a 
preliminary  trial  dose  either  subcutaneously  or  as 
drops  into  the  lower  anterior  Up  fold.  If  no  re- 
action occurs  in  fifteen  minutes,  the  hazard  of  any 
anaphylactic  reaction  is  minimized. 

Allergic  contact  dermatitis  to  local  anesthetics 
is  a well-established  entity.  Among  dentists, 
procaine  dermatitis  of  the  fingers  is  an  occupa- 
tional disease,16  just  as  Pontocaine  dermatitis  may 
be  among  ophthalmologists.  Occasional  instances 
of  contact  allergy  have  been  reported  among  pa- 
tients using  eyedrops  of  Nupercaine,  larocaine, 
or  Pontocaine.17-19  Benzocaine  is  a common 
sensitizer  as  a topical  anesthetic  application  to  the 
skin.  In  all  these  instances  patch  tests  are  diag- 
nostic. 


Summary 


1.  The  patient  with  bronchial  asthma  pre- 
sents a special  problem  in  anesthesia  because  of 
impairment  of  pulmonary  ventilation,  bronchial 
irritability,  and  proneness  to  bronchostenosis  and 
respiratory  infection. 

2.  Proper  preanesthetic  preparation  requires 
maximum  control  of  asthma,  avoidance  of 
anxiety,  employment  of  sedation,  including  in 
special  instances  the  cautious  use  of  tribrometh- 
anol  ethanol  in  amylene  hydrate  (Avertin). 
Narcotics  should  be  avoided  and  atropine-like 
agents  employed  with  care. 

3.  Ether  is  the  inhalation  anesthetic  agent  of 
choice  because  of  its  wide  range  of  effectiveness 
and  its  bronchodilator  action.  Cyclopropane 
should  be  used  only  with  great  caution.  Low 
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spinal  anesthesia  may  be  safely  employed  with 
precautions  against  allergy  to  the  anesthetic. 
The  intravenous  thiobarbiturates  are  contra- 
indicated 

4.  Succinylcholine  is  the  preferred  muscle 
relaxant  in  bronchial  asthma.  It  does  not  re- 
lease histamine  and  will  not  aggravate  asthma. 

5.  The  asthmatic  episode  occurring  during 
anesthesia  may  be  managed  by  the  induction  of 
deep  ether  anesthesia  or  by  nebulization  or  in- 
jection of  Isuprel. 

6.  Bronchoscopy  may  be  indicated  postopera- 
tively  for  aspiration  of  excessive  tracheobronchial 
secretions  or  for  atelectasis. 

7.  Allergy  to  local  anesthetics  is  uncommon, 
and  anaphylactic  shock  and  death  are  rare  oc- 
currences. Reactions  may  occur  after  injection 
or  topical  application  to  membranes.  Ponto- 
caine  appears  less  safe  than  other  agents.  Skin 
tests  are  usually  negative.  Preliminary  trial 
doses  may  provide  an  additional  safeguard. 

8.  Local  allergic  edema  due  to  procaine,  a re- 
cently observed  entity,  may  be  diagnosed  by  a 
positive  twenty-four  hour  skin  test.  Patch  tests 
are  diagnostic  in  allergic  contact  dermatitis  due  to 
local  anesthetics. 
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A Howling  Success 

Oletimer:  “Is  your  married  life  one  grand  sweet  song?” 

Newlywed:  “Well,  since  our  baby’s  been  born  it’s  more  like  an  opera  full  of  grand  marches,  with  loud 

calls  for  the  author  every  night.” 
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Surgical  Anesthesia  in  a Patient  with  Hypophysectomy 


Hypophysectomy  has  been  advocated  for 
therapy  of  certain  neoplastic  states.  The 
endocrine  disturbances  produced  by  the  loss  of  the 
pituitary  gland  result  not  only  in  pituitary  de- 
ficiency but  also  in  adrenocortical  insufficiency. 
(It  will  be  recalled  that  it  is  the  adrenocorti- 
cotropic hormone,  ACTH,  secreted  by  the  an- 
terior pituitary,  which  acts  on  the  adrenal  cortex 
to  cause  secretion  of  the  adrenocortical  steroids. 
When  the  pituitary  gland  is  ablated,  the  loss  of 
ACTH  secretion  will  result  in  adrenocortical 
atrophy  and  insufficiency.)  These  endocrine 
deficiencies  can  be  controlled  by  proper  replace- 
ment therapy.  During  periods  of  “stress”  it  may 
be  necessary  to  administer  greater  quantities  of 
the  lacking  endocrine  secretions  in  order  to  pre- 
vent acute  circulatory  depression.  Patients  who 
have  had  a hypophysectomy  may  require  some 

Discussed  at  a conference  held  at  Bellevue  Hospital, 
New  York  City,  March  3,  1958.  Clinical  Anesthesia  Con- 
ferences are  held  on  the  first  Monday  of  every  month. 


other  surgical  intervention  occasionally.  Anes- 
thesiologists should  know  some  of  the  principles 
involved  when  such  patients  are  referred  to  their 
care.  The  following  case  report  and  the  com- 
ments that  follow  illustrate  some  of  the  salient 
points. 

Case  Report 

A sixty-year-old  woman  sustained  a pathologic 
fracture  of  her  left  femur,  and  it  was  proposed  to 
correct  this  defect  by  the  insertion  of  an  intra- 
medullary nail.  This  patient’s  history  is  of  interest 
in  that  nine  years  ago  she  was  to  have  had  a radical 
mastectomy  for  advanced  carcinoma  of  the  right 
breast.  This  operation  was  cancelled  when  it  was 
discovered  by  roentgenograms  that  there  were  wide- 
spread neoplastic  skeletal  lesions.  Instead,  the 
patient  was  started  on  x-ray  therapy  and  was  treated 
medically  by  means  of  estrogens,  testosterone,  and 
x-ray  therapy.  F ollowing  this  treatment,  the  tumor 
in  the  breast  regressed.  Eight  years  later  the  breast 
involved  seemed  perfectly  normal.  However,  at 
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Fig.  2.  Electrocardiogram  showing  regular  sinus  rhythm  during  surgical  anesthesia. 


this  time  the  patient  began  to  note  symptoms  due 
to  metastatic  bone  lesions.  Hypophysectomy  was 
then  proposed  and  performed.  As  a result  of  the 
ablation  of  the  pituitary  gland,  a number  of  endo- 
crine disturbances  ensued.  Adrenocortical  in- 
sufficiency was  controlled  with  adrenocortical 
steroid  therapy,  and  the  patient  was  finally  stabilized 
on  a dose  of  25  mg.  of  cortisone  twice  a day.  Thy- 
roid deficiency  was  corrected  with  Cytomel,  25  mg. 
twice  a day.  Diabetes  insipidus  developed,  and  for 
this  the  patient  was  given  Pitressin  snuff  by  nasal 
insufflation.  Despite  this  latter  therapy,  which  was 
carried  out  frequently  throughout  the  day,  the 
patient  required  a water  intake  varying  between  3 
and  5 L.  a day  with  a similar  quantity  of  urinary 
output.  Six  weeks  after  the  hypophysectomy  the 
patient  sustained  a pathologic  fracture  of  the  mid- 
portion of  her  left  femur  which  invalided  her.  It 
was  decided  to  correct  this  femoral  fracture  by  the 
insertion  of  two  nestled  intramedullary  nails. 

The  problem  of  anesthesiologic  management  was 
that  this  patient  who  had  secondary  adrenocortical 
insufficiency  due  to  her  hypophysectomy  was  to 
undergo  another  traumatic  intervention.  The 
patient’s  polydipsia  was  so  intense  that  she  could  not 
go  for  more  than  an  hour  without  drinking  water. 
Her  physical  status  was  further  complicated  by 
severe  chronic  bronchitis,  hypertensive  cardio- 
vascular disease  with  an  arterial  blood  pressure  of 
170  mm.  Hg  systolic  and  105  diastolic,  arterioscle- 
rosis, albuminuria,  and  pathologic  fractures  of  her 
second  and  third  cervical  vertebrae  requiring  im- 
mobilization of  her  neck.  Preoperatively,  the 
patient’s  cortisone  therapy  was  increased.  The 
day  preceding  the  operation  she  was  given  50  mg. 
of  cortisone  intramuscularly  every  four  hours  for 
six  doses,  and  on  the  morning  of  the  operation  she 
was  given  100  mg.  of  cortisone  intramuscularly  at 


7 : 30  a.m.  The  Pitressin  snuff  was  replaced  by  the 
intramuscular  injection  of  10  pressor  units  of  Pi- 
tressin. Water  to  drink  was  allowed  as  required. 
Determinations  of  the  contents  of  sodium,  potas- 
sium, and  chlorides  in  the  blood  were  made  daily 
for  several  days.  For  preanesthetic  medication 
the  patient  was  given  20  mg.  of  Pantopon  and  0.3 
mg.  of  scopolamine  hydrobromide  by  subcutaneous 
injection  at  7:30  a.m.  When  the  patient  arrived 
in  the  operating  room  one  hour  later,  she  was  slightly 
drowsy.  Her  brachial  arterial  blood  pressure  was 
140  mm.  Hg  systolic  and  100  diastolic,  and  the  pulse 
rate  was  100  per  minute.  An  electrocardiogram 
showed  numerous  ventricular  extrasystoles  (Fig.  1). 

An  intravenous  infusion  of  500  cc.  of  5 per  cent 
dextrose  in  water  containing  1 Gm.  of  Viadril  was 
started.  Anesthesia  was  supplemented  by  the  ad- 
ministration of  cyclopropane  and  oxygen  in  a closed, 
to-and-fro,  carbon  dioxide  absorption  system. 
Solu-Cortef,  100  mg.,  was  injected  into  the  rubber 
tubing  of  the  infusion.  Soon  after  surgical  anes- 
thesia was  established,  the  pulse  became  regular, 
and  the  electrocardiogram  showed  a regular  sinus 
rhythm  which  was  maintained  (Fig.  2).  The  oper- 
ation was  completed  uneventfully  in  one  hour  and 
fifty  minutes  during  which  time  the  patient  was 
given  1,000  cc.  of  citrated  whole  blood  as  replace- 
ment for  blood  loss  of  an  estimated  similar  amount. 
Postoperatively,  cortisone  therapy  consisted  of  50 
mg.  intramuscularly  every  four  hours  for  six  doses 
the  first  postoperative  day.  The  next  two  days  the 
patient  was  given  150  mg.  each  day.  The  two  days 
following,  this  was  reduced  to  100  mg.  of  cortisone 
intramuscularly  each  day,  after  which  the  patient 
was  replaced  on  her  preoperative,  oral  intake  dosage 
of  25  mg.  twice  a day.  All  other  medications, 
particularly  thyroid  and  Pitressin,  were  resumed  on 
the  day  after  the  operation.  The  postoperative 
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course  was  uneventful  with  satisfactory  main- 
tenance of  electrolyte  balance. 

Comment 

The  importance  of  the  pituitary-adrenocortical 
system  in  “stress”  has  become  well-known.1  The 
basic  concepts  of  such  involvement  both  in  nor- 
mal patients  and  in  patients  with  adrenocortical 
insufficiency  are  known  also,  so  that  there  is  an 
awareness  of  the  need  of  increased  adrenocortical 
steroid  therapy  in  patients  submitted  to  surgical 
stress  who  have  some  form  of  adrenocortical  in- 
sufficiency.2,3 Other  factors  that  are  important 
during  such  conditions  are  being  studied  cur- 
rently, and  we  have  asked  Dr.  James  A.  Nicholas 
to  tell  us  about  them. 

Dr.  Nicholas. — Metabolic  studies  in  patients 
after  surgical  intervention  have  shown  the  marked 
endocrine  stimulation  that  occurs  with  the  pi- 
tuitary-hypothalamic and  adrenal  systems  playing 
the  major  part.  A number  of  problems  come  up 
in  the  management  of  patients  with  preoperative 
adrenocortical  deficiency.  Briefly,  the  essential 
problems  are  the  following: 

First,  the  age  of  the  patient  and  the  prior  de- 
pletion from  previous  illness  so  that  the  potas- 
sium, nitrogen,  and  other  electrolyte  reserves  are 
depleted. 

Second,  the  way  the  patient  eats  and  the  gastro- 
intestinal tract  function  as  restoration  of  deple- 
tion are  best  handled  by  adequate  feeding. 

Third,  once  the  feeding  factor  has  been  abated 
or  is  not  a factor  in  the  management  of  hypo- 
adrenalism,  for  example  because  of  good  re- 
serves, then  the  problem  of  evaluation  of  the  pa- 
tient’s condition  is  important.  There  are  a num- 
ber of  ways  for  such  evaluation  of  a patient  prior 


to  surgery,  particularly  when  he  has  been  on 
steroid  therapy.  Clinical  appearance  is  impor- 
tant. Asthenia,  lassitude,  and  weakness  or  a 
Cushing  facies  would  indicate  considerable  adren- 
ocortical steroid  treatment.  Useful  laboratory 
tests  consist  of  determinations  of  electrolyte  con- 
tents in  the  blood  and  urine,  quantity  of  salt  ex- 
cretion, eosinophil  count,  and  the  ACTH  response 
of  the  urinary  excretion  of  the  17-ketosteroids  and 
the  acid  steroid  fraction. 

In  the  postoperative  care,  factors  which  are  im- 
portant in  the  patient’s  management  are  the  dura- 
tion of  surgery,  the  patient’s  degree  of  pain  and 
stress,  the  amount  of  feeding  that  can  be  taken  by 
the  patient,  and  the  determinations  of  the  losses 
of  urinary  nitrogen  excretion,  neutral  17-keto- 
steroid  excretion,  acid  fraction  of  steroid  excre- 
tion, and  the  potassium,  sodium,  and  chloride 
losses.4,5  Other  problems  of  management  in  the 
postoperative  care  of  such  patients  are  also  im- 
portant. In  the  concurrent  infection  which  cer- 
tain adrenal  steroids  might  be  antagonistic  to,  it 
may  be  necessary  to  find  a balance  in  the  use  of 
steroids  with  the  proper  steroid.  In  the  case  of 
bone  surgery,  the  evaluation  of  the  relation  of 
bone  healing  to  heavy  doses  of  adrenal  steroids 
is  important.  Here  again,  determination  of  the 
proper  program  of  therapy  is  essential. 
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A series  prepared  by 
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Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director , Poison  Control  Center 


The  following  incidents  were  recently  re- 
ported to  the  New  York  City  Poison  Control 


Center. 

Incident  1 

Toxic  Agent 

Age 

Sex 

Ammonia 

1 year 

Female 

“ Unto  the  Fourth  Generation .” — The  child 
visited  her  great  grandmother’s  home.  The 
patient  found  an  ammonia  bottle  under  the  bath- 
room sink  and  ingested  some  of  its  contents. 
The  following  symptoms  were  noted : burning  in 

mouth  and  throat,  vomiting,  cyanosis,  convul- 
sions, stupor,  and  frothing  and  bleeding  from  the 
mouth.  Lemon  juice  was  administered  in  the 
home,  and  vomiting  was  induced.  The  child 
was  then  taken  to  the  hospital  where  she  remained 
for  two  and  one-half  weeks.  In  the  hospital  the 
treatment  consisted  of  a gastric  lavage,  Levin 
tube  feeding,  Achromycin  and  cortisone.  During 
the  hospital  stay  edema  of  the  pharynx  was  also 
noted.  The  patient  was  finally  discharged  as 
improved. 

It  is  interesting  to  note  that  this  child,  while 
under  the  care  of  an  aunt,  a year  ago  burned  her 
face  with  an  electric  hair  curler.  Accident  prone? 


Incident  2 

Toxic  Agent 

Age 

Sex 

Black  Widow 
Spider  Bite 

18  years 

Female 

This  incident  was  reported  from  St.  Peters 
Hospital  of  New  Brunswick,  New  Jersey.  The 
hospital  reports  as  follows:  “Patient  sustained 
black  widow  spider  bite  on  left  leg  while  asleep. 
Awakened,  and  she  later  noted  to  have  complete 
paralysis  of  lower  extremities.  Mother  killed 
black  widow  spider  in  room.”  The  patient  was 
admitted  to  the  hospital  about  twelve  hours 
after  the  bite  occurred.  In  the  hospital  calcium 
and  mephenesin  were  administered,  but  no  re- 
sponse to  therapy  was  noted.  The  New  York 
City  Poison  Control  Center  was  called  and  was 
able  to  provide  the  antivenin  which  could  not  be 
obtained  locally.  There  was  a dramatic  improve- 
ment following  the  administration  of  21/2 
cc.  of  antivenin.  The  patient  was  discharged 
four  days  after  admission,  and  on  discharge  there 
was  still,  according  to  the  hospital,  some  spasm 
of  both  lower  extremities.  The  patient  is  ap- 
parently being  observed. 

This  is  the  first  episode  with  alarming  symp- 
toms due  to  a black  widow  spider’s  bite  reported 
to  the  New  York  City  Poison  Control  Center. 
Although  fatalities  have  been  reported  in  the 
literature,  no  deaths  have  thus  far  occurred  from 
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such  bites  in  patients  reported  to  the  New  York 
City  Poison  Control  Center.  It  is  to  be  remem- 
bered, however,  that  the  black  widow  spider  is 
very  commonly  found  in  this  area,  and  the 
paucity  of  reports  would  indicate  perhaps  that 
the  hazard  may  be  overrated. 

Incident  3 

Toxic  Agent  Age  Sex 

Dicumarol  74  years  Female 

Iatrogenic  Accident. — The  patient  gave  a his- 
tory of  having  taken  six  tablets  of  Dicumarol  on 
six  successive  days,  one  tablet  per  day,  when 
hematuria  followed  by  ecchymotic  areas  was 
noted  on  the  seventh  day  of  ingestion.  The  pa- 
tient was  admitted  to  the  hospital  on  that  day, 
when  complete  collapse  of  blood  vessels  was 
noted  which  necessitated  cutting  down  of  blood 
vessels  in  order  to  obtain  blood  for  chemical 
analysis  and  to  administer  blood  transfusions. 
The  hematologist  found  that  there  was  some  in- 
terference with  the  clotting  mechanism.  The 
hemoglobin  was  6 Gm.,  and  the  red  blood  count 
was  1.3  million.  The  treatment  in  the  hospital 
consisted  of  repeated  transfusions,  vitamin  K 
intravenously,  vitamin  C,  and  1,000  meg.  of 
Bi2.  Calcium  gluconate  was  also  administered. 
After  twenty-seven  days  of  hospitalization,  the 
patient  was  discharged  as  improved. 

It  is  noteworthy  that  the  same  patient  took 
Dicumarol  about  two  and  one-half  years  ago  for 
phlebitis  for  an  interval  of  several  months  with- 
out any  apparent  ill  effects. 

Therapeutic  accidents  are  reported  very  in- 
frequently. It  is  felt  that  meticulous  reporting 
of  therapeutic  accidents  would  enhance  our 
knowledge  about  the  natural  history  of  such 
accidents  and  would  provide  a basis  for  better 
management.  Therefore,  a strong  plea  is  made 
to  all  practicing  physicians  and  hospitals  for  the 
routine  reporting  of  such  accidents. 

Incident  4 

Toxic  Agent  Age  Sex 

Chlorpromazine  5 years  Male 

Iatrogenic  Accident. — The  following  history 
was  obtained  from  the  physician.  “A  five-year- 
old  chronic  asthmatic  was  seen  on  April  15,  1957 
in  acute  status  asthmaticus,  the  attack  having 


been  on  April  13,  1957  precipitated  by  an  attack 
of  acute  tonsillitis.  He  received  antibiotics, 
penicillin  injection,  and  Gantrisin  by  mouth  as 
well  as  aminophylline  and  ephedrine  sulfate  and 
sedation.  He  failed  to  respond,  and  as  a matter 
of  fact  the  tonsillitis  cleared,  but  the  asthma  grew 
worse.  He  had  marked  dyspnea.  Five  mg. 
of  chlorpromazine  were  given  intravenously. 
In  about  ten  minutes  the  youngster  was  coma- 
tose. By  the  time  he  was  examined,  however, 
he  regained  consciousness  but  remained  limp  and 
areflexic.  The  windows  were  opened,  the  child 
supported,  and  every  attempt  made  to  keep  him 
awake.  Cyanosis,  marked  drowsiness,  and 
tachycardia  lasted  about  two  hours  when  the 
child  was  driven  to  Flower  and  Fifth  Avenue 
Hospital  and  admitted.  By  then  all  asthmatic 
signs  had  subsided,  and  the  child  was  clinically 
markedly  improved.” 

On  admission  to  the  hospital  the  child  was  no 
longer  in  distress  nor  did  he  show  any  signs  of 
lethargy.  He  appeared  slightly  anemic,  and  the 
blood  showed  a hemoglobin  of  11.7  Gm.,  the  urine 
showed  1 plus  acetone,  and  two  to  three  red 
blood  cells.  The  patient  was  treated  with 
antibiotics,  saline  and  glucose  infusions,  and  cor- 
tisone. After  four  days  the  child  was  discharged 
as  improved. 

In  analyzing  this  case  several  questions  need 
to  be  answered.  (1)  Was  parenteral  medication 
indicated?  (2)  Should  not  parenteral  medica- 
tion be  discouraged  if  equally  good  results  could 
be  obtained  by  the  oral  route? 

Incident  5 

Toxic  Agent  Age  Sex 

Amphetamine  and  11  months  Female 
Amobarbital  Tablets 

An  eleven-month-old  girl  took  ten  capsules  at 
1 : 30  p.m.  from  a container  which  the  mother  gave 
the  child  to  play  with.  The  patient  was  ad- 
mitted to  a hospital  where  the  stomach  was 
lavaged.  On  admission  the  patient  was  comatose 
and  remained  so  for  thirty-six  hours  after  ad- 
mission. After  the  coma  the  patient  was  stupor- 
ous for  an  additional  twelve  hours.  During  her 
hospitalization  she  showed  signs  of  stimulation- 
dilated  fixed  pupils,  hypertension  of  160/120, 
tachycardia  of  240  to  260,  and  tachypnea,  80 
per  minute.  She  had  motor  excitability,  thrash- 
ing about  while  in  the  coma.  Therapy  was  sup- 
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portive,  and  the  patient  recovered  without  se- 
quelae. 

The  developing  use  of  “delayed  action’  ’ 
capsules  and  similar  forms  of  long-lasting  medica- 
tions would  appear  to  complicate  the  problem  of 
overdosage,  especially  accidental  ingestion  by 
children. 

The  adequacy  of  incorporating  sedating  agents 
with  the  various  amphetamines  seems  open  to 
question  from  the  symptoms  reported  to  us  in 
these  ingestions. 

Incident  6 

Toxic  Agent  Age  Sex 

Methobromide  2y2  weeks  Male 

A physician  prescribed  for  a two  and  one-half 
week-old  infant,  methobromide,  an  anticholiner- 
gic medication  for  colic  and  excessive  crying. 
He  prescribed  15  drops  to  be  added  in  the  child’s 
formula.  In  making  the  formula,  however,  the 
mother  added  15  droppersful  of  the  medication 
instead  of  15  drops.  After  the  10  a.m.  feeding  to 
which  the  medication  was  added,  the  child  be- 
came drowsy  and  stuporous,  and  the  grand- 
mother noticed  that  the  child  was  in  a deep  sleep. 
A family  physician  was  called  who  advised  hos- 
pitalization because  of  the  alarming  symptoms. 
During  the  child’s  stay  at  the  hospital  the  follow- 
ing findings  were  presented:  tachycardia  of  180 
to  200  per  minute,  child’s  face  flushed,  respira- 
tions shallow.  The  intern  and  the  family 
physician  called  the  Center  for  advice.  The 
Pharmacological  Department  of  the  Milwaukee 
Drug  Manufacturer  was  contacted  and  advised 
the  Center  with  regard  to  treatment.  After 
two  days  of  hospitalization  the  child  was  dis- 
charged as  improved. 

Incident  7 

Toxic  Agent  Age  Sex 

Kerosene  2 years  Female 

Two  children  were  supposedly  asleep  when  the 
patient  called  her  mother  and  told  her  she  had 
swallowed  kerosene,  l/2  ounce  from  a medicine 
bottle  on  the  dresser  top  in  the  bedroom.  Symp- 
toms of  burning  in  the  mouth  and  throat  and 
nausea  were  noted.  The  child  was  taken  to  a 
hospital  where  the  stomach  was  lavaged,  and  the 
patient  was  discharged.  The  child  continued  to 
vomit  at  home  and  appeared  lethargic.  She 


was  taken  to  another  hospital  on  the  following 
day  where  she  remained  for  two  weeks.  The 
diagnosis  of  bronchopneumonia  from  the  aspira- 
tion of  kerosene  was  made  at  the  hospital.  The 
patient  was  treated  with  penicillin  and  acetyl 
salicylic  acid. 

This  case  again  illustrates  strikingly  the  need 
for  hospitalization  and  careful  observation  of 
patients  who  ingest  kerosene  or  other  petroleum 
products,  such  as  furniture  polishes,  etc.  It  has 
been  found  that  although  victims  may  at  first 
appear  asymptomatic,  pneumonitis  or  broncho- 
pneumonia often  follow  several  days  later. 

Incident  8 

Toxic  Agent  Age  Sex 

Potassium  21/*  years  Male 

Permanganate 

The  child  climbed  on  the  toilet,  then  onto  the 
sink  to  reach  the  medicine  cabinet.  He  obtained 
the  box  containing  potassium  permanganate 
tablets  and  ingested  eight  tablets.  He  ran  to  his 
mother  who  noticed  bleeding  from  the  mouth 
and  discoloration  of  the  lips.  The  child  also  had 
burning  in  the  mouth,  abdominal  pains,  nausea, 
and  vomiting.  He  was  taken  to  a hospital  where 
his  stomach  was  lavaged,  and  after  one  week  of 
hospitalization  the  child  was  discharged  as  im- 
proved. 

Reports  of  the  accidental  ingestions  of  potas- 
sium permanganate  by  children  is  being  received 
at  this  Center  with  increasing  frequency.  Physi- 
cians and  clinics  are  requested  to  warn  families 
about  the  hazards  of  this  substance  and  caution 
them  not  to  allow  children  access  to  them. 

Incident  9 

Toxic  Agent  Age  Sex 

Lye  9 years  Male 

A lye  solution  used  by  the  grandfather  for 
cleaning  wine  bottles  was  placed  in  the  refriger- 
ator by  a senile  grandmother.  The  child  ob- 
tained the  bottle  from  the  refrigerator  and  drank 
some  of  its  contents.  The  patient  complained 
of  burning  in  the  mouth  and  throat  and  of  ab- 
dominal pains.  He  also  vomited.  The  patient 
was  taken  to  a hospital  where  burns  of  tongue 
and  pharynx  were  noted.  He  remained  in  the 
hospital  for  two  weeks  where  he  was  observed 
and  treated  and  discharged  as  improved. 
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Incident  10 

Toxic  Agent  Age  Sex 

Barbiturate  8 years  Female 

The  father  left  a box  of  “worm  pills”  in  the 
medicine  cabinet.  The  patient  climbed  up  and 
obtained  the  box  and  ingested  11  J/4  gr.  pills. 
The  child  appeared  stuporous  and  was  taken  to 
the  hospital.  On  admission  the  patient  also 
showed  constricted  pupils  and  reacted  sluggishly 
to  light.  Diminished  knee  jerks  and  supra- 
abdominal  reflexes  were  also  present.  The 
patient  was  treated  with  caffeine,  sodium  ben- 
zoate, amphetamine,  and  intravenous  glucose, 
and  was  discharged  after  four  days  as  fully  re- 
covered. 

Incident  11 

Toxic  Agent  Age  Sex 

Clorox  and  10  years  Male 

Sani-Flush 

Future  Alchemist. — After  taking  a bath  the 
child  remained  alone  in  the  bathroom  and  took 
from  the  shelf  Clorox  and  Sani-Flush,  mixing  the 
two  in  a glass.  He  inhaled  the  liberated  gasses 
(chlorine)  and  developed  dyspnea.  The  pa- 
tient was  taken  to  a hospital  where  he  was  given 
oxygen  and  observed  overnight. 

It  is  pointed  out  that  not  only  acid  substances 
but  also  household  ammonias  should  not  be  mixed 
with  the  chlorine  household  bleaches. 

Incident  12 

Toxic  Agent  Age  Sex 

Sedative  Pill  1 year  Male 

According  to  the  nurse  who  visited  the  home, 
the  mother  claimed  that  the  child  had  been  asleep. 
He  awoke  and  rummaged  through  his  father’s 
chest  of  drawers.  The  child  noticed  pills  which 
were  left  in  the  drawer  over  a year  ago.  The 
mother  completely  forgot  that  these  pills  were 
stored  there.  The  patient  took  about  six  pills 


and  ingested  them.  The  mother  was  entirely 
unaware  that  the  child  had  ingested  the  drug 
until  he  became  drowsy.  He  was  then  rushed  to 
the  hospital  and  on  admission  was  in  cyanosis  and 
coma.  Ipecac  was  administered  by  private 
physician  and  the  stomach  was  lavaged  at  the 
hospital  emergency  room.  Oxygen,  iron  lung, 
and  intravenous  feeding  were  used.  The  patient 
was  discharged  as  recovered  after  five  days  of 


hospitalization. 

Incident  13 

Toxic  Agent 

Age 

Sex 

Barbiturate 

21/2  years 

Female 

While  playing  in  the  bedroom,  the  patient  took 
the  medication  from  the  bedside  table  and  in- 
gested about  30  tablets.  She  then  went  to  the 
living  room  and  told  her  mother  that  she  had 
taken  “lollypops.”  The  mother  investigated 
and  learned  that  the  “lollypops”  were  pheno- 
barbital  tablets.  The  patient  had  been  receiving 
this  medication  (32  mg.)  three  times  daily  for 
three  months  prior  to  the  episode  for  the  control 
of  convulsive  seizure  secondary  to  birth  injury 
and  anoxia.  After  the  ingestion  the  patient  be- 
came very  drowsy,  and  the  mother  rushed  the 
child  to  the  New  York  Hospital.  On  admission 
the  patient  was  already  in  a coma.  The  blood 
analysis  showed  a blood  level  barbiturate  of 
0.15  mg.  per  cent,  and  the  urine  showed  a bar- 
biturate level  of  2 mg.  per  cent.  Her  stomach 
was  lavaged,  and  the  patient  was  treated  with 
intravenous  fluid,  oxygen,  penicillin,  and  suction. 
After  three  days  in  the  hospital  the  patient  was 
discharged  as  fully  recovered. 

This  case  illustrates  the  hazards  which  may 
result  from  laxity  in  handling  a drug  even  though 
it  may  have  been  prescribed  for  therapeutic  use. 
It  is  also  dangerous  when  administering  a medica- 
tion to  tell  a child  that  it  is  a candy. 

To  prevent  accidental  chemical  poisonings, 
greatest  caution  must  be  exercised  in  the  storing 
and  handling  of  drugs  and  household  prepara- 
tions. 


( Number  nine  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 
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The  Chemical  Forms  of  Vitamin  Bl2 

LOUISE  J.  DANIEL,  PH.D.,  ITHACA,  NEW  YORK 


The  monumental  task  of  deciphering  the 
structure  of  vitamin  Bi2  was  accomplished 
by  the  concerted  effort  of  scientists  at  Oxford 
and  Cambridge  Universities  in  England,  and 
at  Princeton  University  and  the  University  of 
California  at  Los  Angeles  in  the  United  States.1-3 
Such  diverse  technics  as  electron  density  maps, 
crystallographic  and  chemical  analyses,  and 
electronic  computers  were  used  to  establish  the 
structure  of  the  molecule  only  seven  years 
after  its  isolation  in  1948.  The  main  part  of 
the  structure  of  vitamin  B12  is  an  atypical  por- 
phyrin ring  with  a cobalt  atom  in  the  center  of 
the  tetra-ring  structure,  comparable  to  the 
iron  in  heme  and  the  magnesium  in  chlorophyll. 
A cyanide  group  is  attached  to  the  cobalt,  hence 
the  name  cyanocobalamin,  a term  sometimes 
applied  to  vitamin  Bi2.  A nucleotide  portion 
composed  of  the  nitrogen  base,  5,6-dimethyl- 
benzimidazole,  ribose,  and  phosphate  are  joined 
to  the  ring  structure  through  aminopropanol  (Fig. 
1). 

Two  variations  in  the  structure  of  vitamin 
B12  were  observed  before  the  entire  molecule 
was  identified.  It  was  possible  to  remove  the 
cyanide  group  and  replace  it  with  other  anions 
that  can  form  complexes  with  cobalt.  Sub- 
stituting an  hydroxyl  group  for  the  cyanide 
radical  gives  vitamin  Bi2a  or  hydroxocobalamin; 
addition  of  a nitrite  group  produces  vitamin 
Bi2c  or  nitritocobalamin.  This  series  of  com- 
pounds is  referred  to  as  “the  cobalamins,” 


cyanocobalamin  (true  vitamin  Bi2)  being  a 
member  of  the  series.  These  substances  are 
active  in  vitamin  Bi2-deficient  animals  and  in 
pernicious  anemia,  although  when  administered 
orally,  they  may  be  less  potent  than  cyano- 
cobalamin  itself.  This  may  be  due  to  the 
fact  that  they  are  less  well  absorbed  from  the 
gastrointestinal  tract  than  vitamin  Bi2.4  Par- 
enterally  administered,  they  are  as  active. 

The  second  change  in  the  vitamin  Bi2  mole- 
cule is  the  replacement  of  the  5,6-dimethyl- 
benzimidazole  moiety  of  the  nucleotide  by 
another  nitrogen  base.  By  rather  mild  treat- 
ment (warming  with  concentrated  hydrochloric 
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acid)  the  nucleotide  portion  is  removed,  leaving 
the  rest  of  the  molecule  intact;  this  portion 
has  been  named  Factor  B (Fig.  I).5  Analogues 
of  vitamin  Bi2  can  be  produced  by  the  addition 
of  other  nucleotides  to  Factor  B.  In  the  past 
few  years  many  “pseudo”  vitamins  Bi2  have 
been  isolated  from  material  in  which  microbial 
fermentation  has  occurred,  such  as  rumen  and 
intestinal  contents,  feces,  sewage,  and  fermen- 
tation residues.  These  compounds,  differing 
from  cyanocobalamine  only  in  the  nitrogen  base 
component,  are  so  similar  chemically  that  it 
has  been  necessary  to  resort  to  the  newer  technics 
of  paper  chromatography,  paper  electrophoresis, 
and  bioautography  to  separate  them. 

The  only  known  source  of  vitamin  B12  is 
microbial  in  origin.  Evidently  the  organisms 
that  synthesize  the  vitamin  can  make  a series 
of  pseudo  forms  depending  on  the  available 
nitrogen  bases.  Ford,  Holdsworth,  and  Kon6 
supplied  Escherichia  coli  with  Factor  B and 
some  48  nitrogen  bases  or  analogous  nucleotides 
and  were  able  to  direct  the  synthesis  of  a number 
of  new  pseudo  vitamins  Bi2.  Some  of  these 
were  active  for  bacteria  which  require  a source 
of  vitamin  Bi2,  and  some  were  also  active  for 
Ochromonas  malhamensis,  a protozoan  whose 
response  to  the  various  forms  of  the  vitamin  is 
very  similar  to  that  of  the  animal  and  man. 
As  the  methyl  groups  were  removed  from  the 
benzimidazole  moiety,  the  activity  for  Ochro- 
monas malhamensis  decreased. 

Thus  far  only  one  naturally  occurring  pseudo 
vitamin  B12  has  been  shown  to  be  active  in 
pernicious  anemia.  This  is  vitamin  Bi2m, 
isolated  from  sewage  by  Bernhauer  and  Fried- 
rich.7 It  has  been  reported  to  be  the  5-hy- 
droxy benzimidazole  analogue.8  Desdimethyl  vi- 
tamin B12  (benzimidazole  replaces  5,6-dimethyl- 
benzimidazole)  synthesized  by  Streptomy- 


ces  griseus  was  also  shown  to  be  active  in 
pernicious  anemia.9  The  lowered  activity  in 
animals  when  this  compound  was  given  via  the 
oral  route  may  be  explained  by  the  lower  ab- 
sorption of  the  pseudo  forms.10*11  Thus,  in 
animal  tissues  (with  the  possible  exception  of 
the  ruminant)  the  vitamin  Bi2  present  is  largely 
true  vitamin  B12,  whereas  in  natural  products 
subjected  to  microbial  fermentation,  the  pseudo 
forms  predominate.  Since  most  of  the  pseudo 
forms  are  active  for  many  of  the  organisms 
used  to  assay  vitamin  Bi2,  the  presence  of  the 
pseudo  forms  which  are  not  active  for  man  or 
animals  has  been  a real  problem  in  the  determi- 
nation of  vitamin  Bi2  in  products  in  which  mi- 
crobial action  has  occurred.  The  use  of  Ochro- 
monas malhamensis  holds  considerable  promise, 
since  its  specificity  is  rather  similar  to  that  of 
man  and  animals. 

Vitamin  Bi2  is  certainly  unique  among  the 
B-vitamins  in  many  ways,  one  of  which  is  its 
multiplicity  of  structural  forms. 
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Malignant  Lymphomas 

DAVID  A.  KARNOFSKY,  M.D.,  NEW  YORK  CITY 


I intend  to  discuss  briefly  several  aspects  of 
the  malignant  lymphomas.  Since  the  sub- 
ject is  so  broad  and  can  easily  become  too  de- 
tailed, it  seems  best  to  view  the  whole  problem 
by  answering  a few  important  questions. 

What  Are  the  Malignant  Lymphomas? 

The  malignant  lymphomas  comprise  a group 
of  diseases,  arising  in  the  lymph  nodes  and  re- 
lated structures,  which  present  themselves  in 
a variety  of  histologic  forms.  These  have  been 
given  distinguishing  names  such  as  Hodgkin’s 
disease,  lymphosarcoma,  reticulum  cell  sarcoma, 
and  giant  follicle  lymphosarcoma  or  Brill-Sym- 
mer’s  disease.  While  in  many  instances  each 
type  of  lymphoma  tends  to  follow  its  separate 
clinical  course,  the  lymphomas  actually  appear 
to  be  interrelated,  and  during  the  course  of  the 
disease  one  histologic  type  may  be  transformed 
into  another. 

How  Are  the  Malignant 
Lymphomas  to  be  Diagnosed ? 

The  possible  diagnosis  of  lymphoma  should 
be  considered  in  patients  with  enlarged  lymph 
nodes,  liver,  and  spleen,  particularly  if  the  en- 
largement persists,  is  not  tender,  and  there  is 
unexplained  fever,  weakness,  or  anemia.  Other 
causes  than  lymphoma  for  clinical  findings  should 


be  ruled  out.  The  diagnosis  of  lymphoma  can 
be  established  easily  and  with  reasonable  cer- 
tainty by  a biopsy  of  an  enlarged  lymph  node  or 
of  some  other  accessible  lesion.  Occasionally 
the  disease  appears  to  begin  within  the  chest  as 
seen  by  x-ray  examination,  or  within  the  abdo- 
men. If  the  diagnosis  cannot  be  established  on 
accessible  tissue,  an  exploratory  procedure  is 
usually  justified.  In  some  instances  several 
lymph  node  biopsies  may  be  necessary  before  a 
diagnostic  specimen  is  obtained.  A pathologist’s 
opinion  is  not  necessarily  final,  and  if  the  biopsy 
report  is  not  compatible  with  the  clinical  picture, 
the  section  should  be  reviewed  or  another  biopsy 
be  taken.  It  is  poor  medical  practice  to  have  a 
therapeutic  trial  of  x-ray  therapy  without  an 
established  diagnosis  or  to  procrastinate  in  mak- 
ing a diagnosis  until  overwhelming  signs  of  a 
malignant  lymphoma  make  their  appearance. 

Can  Lymphomas  Be  Cured? 

It  is  our  belief  that  the  lymphomas  originate 
at  a single  site,  and  therefore  it  is  conceivable 
that  obliteration  of  the  process  before  it  has  be- 
come disseminated  will  be  curative.  In  patients 
with  localized  disease  when  first  seen,  particularly 
in  the  absence  of  systemic  symptoms,  a wide- 
spread surgical  excision  or  intensive  radiotherapy 
or  a combination  of  the  two  procedures  is  to  be 
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recommended.  In  lymphosarcoma  originating 
in  the  head  and  neck  region  and  in  reticulum  cell 
sarcoma  of  bone  approximately  50  per  cent  five- 
year  survivals  have  been  obtained  by  intensive 
therapy,  and  this  method  of  treatment  has  also 
been  associated  with  long-term  survivals  in 
Hodgkin’s  disease.  Consequently,  a prompt 
diagnosis  is  necessary,  and  where  possible, 
radical  cancer  therapy  is  justified. 

What  Methods  of  Treatment 
Are  Available? 

The  most  generally  useful  form  of  treatment 
for  the  lymphomas  is  x-ray  therapy.  While  this 
is  administered  by  a radiotherapist,  the  physician 
should  work  very  closely  with  him  in  the  over-all 
management  of  the  patient.  The  dosage  of 
x-rays  used,  the  area  treated,  and  the  indications 
for  treatment  are  determined  by  the  stage  and 
extent  of  the  disease. 

Recently  several  chemicals  have  been  found 
useful  in  the  treatment  of  the  lymphomas. 
Nitrogen  mustard,  which  is  given  intravenously, 
produces  an  effect  similar  to  total  body  irradia- 
tion. It  is  used  in  the  disseminated  form  of  the 
disease  when  systemic  symptoms,  such  as  fever, 
itching,  anorexia,  and  weakness  are  present.  It 
produces  remissions  lasting  several  weeks  to 
months,  and  it  has  been  most  effective  in  Hodg- 
kin’s disease. 

A compound  closely  allied  to  nitrogen  mustard, 
triethylene  melamine  or  TEM,  has  not  induced 
the  nausea  and  vomiting  which  usually  follow 
the  intravenous  injection  of  nitrogen  mustard. 
This  agent  is  also  effective  when  taken  orally. 
Chlorambucil  is  another  form  of  orally  effective 
nitrogen  mustard.  The  limiting  factor  in  giving 
either  of  these  compounds  is  their  depressing 
effect  on  the  bone  marrow,  with  the  resultant 
leukopenia,  thrombocytopenia,  anemia,  and 
bleeding.  Consequently,  these  drugs  must  be 
given  in  adequate  dosage  but  with  a proper  re- 
spect for  their  toxicity. 

Cortisone  or  ACTH  has  in  some  instances 
caused  regression  of  lymph  nodes  and  general 
increase  in  strength.  At  present  prednisone  is 
the  adrenal  steroid  of  choice.  A variety  of  other 
agents  has  been  tried  but  without  any  substantial 
or  consistent  effect. 

Of  great  importance,  however,  is  the  use  of 
supportive  measures,  such  as  blood  transfusions 
and  antibiotics.  Palliative  surgery  is  indicated 


in  certain  situations  where  local  disease  is  re- 
sistant to  irradiation  and  serious  mechanical 
disturbances  are  present. 

What  Are  Some  Principles  in  the 
Management  of  the  Disease? 

The  great  majority  of  patients  with  lymphomas 
cannot  be  cured  by  present  methods,  and  the 
disease  follows  its  independent  and  natural 
evolution.  There  are  many  variations  of  the 
lymphoma  pattern,  both  as  to  histologic  type  and 
clinical  behavior.  In  one  case  it  proceeds  very 
rapidly,  whereas  in  another  it  has  a slow  and 
relatively  benign  course  during  the  greater  part 
of  the  patient’s  life.  The  physician  directs  the 
application  of  x-rays  or  chemotherapy  but  must 
also  be  responsible  for  managing  the  patient 
often  for  periods  of  five  or  more  years.  It  is 
usually  not  desirable  to  tell  the  patient  the  exact 
diagnosis  and  prognosis,  although  he  should 
realize  that  he  has  a chronic  disease  which  re- 
quires frequent  observation  and  treatment.  A 
responsible  member  of  the  family,  however, 
should  be  informed  of  the  situation.  The 
disease,  in  most  instances,  should  be  controlled 
by  local  irradiation  directed  to  enlarged  nodes  as 
they  appear.  If  the  patient  develops  systemic 
symptoms,  particularly  in  Hodgkin’s  disease,  a 
trial  of  nitrogen  mustard  or  triethylene  melamine 
is  indicated.  While  these  drugs  may  temporarily 
suppress  many  of  the  symptoms  of  the  disease, 
x-ray  therapy  should  continue  to  be  used  to 
treat  persistently  enlarged  lymph  nodes,  tissue 
infiltrations  with  the  disease,  and  bone  lesions. 
The  lymphomas  may  involve  any  tissue,  and 
careful  attention  should  be  paid  to  the  patient’s 
complaints.  A patient  with  back  pain  may  be 
developing  an  osseous  lesion ; one  who  complains 
of  indigestion  or  epigastric  distress  may  have 
infiltration  of  the  stomach;  one  who  complains 
of  paresthesia  or  weakness  of  his  legs  may  have 
an  impending  paralysis.  Each  symptom  should 
be  carefully  and  thoroughly  evaluated  and  x-ray 
treatment  applied  if  there  is  evidence  of  a new 
lesion  appearing.  Treatment  of  early  lesions 
may  prevent  later  serious  complications.  In 
some  instances  surgical  procedures  are  indicated; 
one  patient  with  an  infiltration  of  the  stomach 
wall  with  resulting  gastric  hemorrhage,  and  one 
with  obstruction  of  the  common  bile  duct  were 
benefited  for  substantial  periods  by  appropriate 
operations. 
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As  the  patient  becomes  unresponsive  to  x-ray 
therapy,  treatment  with  nitrogen  mustard,  TEM, 
and  in  occasional  instances,  prednisone  or  ACTH, 
may  produce  temporary  symptomatic  improve- 
ment. In  the  far-advanced  stage  of  the  disease, 
blood  transfusions  and  antibiotics  for  secondary 
infections  may  prove  of  great  value. 

Lymphosarcomas,  as  a group,  do  not  respond 
as  consistently  as  Hodgkin’s  disease  to  nitrogen 
mustard  or  TEM,  and  it  is  better  to  control  these 
patients  by  x-ray  therapy  as  long  as  possible. 
Occasionally,  a prolonged  response  has  followed 
treatment  with  nitrogen  mustard  or  adrenocor- 
tical hormones. 

Twenty-five  per  cent  of  the  patients  with 
Hodgkin’s  disease  survive  for  five  years  or  longer, 
and  in  certain  types  of  lymphosarcoma,  a sur- 
vival time  higher  than  five  years  has  been  ob- 
tained. 

By  good  medical  management  these  patients 
can  be  kept  useful  and  active  during  the  major 
portion  of  their  disease. 

Is  Mycosis  Fungoides  Related 
to  the  Lymphomas ? 

Mycosis  fungoides  is  a particularly  distressing 
generalized  disease  beginning  in  the  skin.  It 
first  appears  as  a localized  chronic  dermatitis, 
and  usually  after  several  years  the  process 
accelerates  and  becomes  generalized.  Finally, 
actual  tumors  appear  in  the  skin.  The  disease 
appears  to  be  primarily  a neoplastic  process, 
and  at  autopsy  many  of  the  patients  show  re- 
ticulum cell  sarcoma. 

These  patients  will  respond  usually  to  low- 
voltage  x-ray  therapy.  In  the  far-advanced 
stages  of  the  disease,  nitrogen  mustard,  TEM, 
and  urethan  have  been  reported  to  give  some  re- 
lief of  itching  and  some  improvement  in  the  con- 
dition of  the  skin. 


What  is  Multiple  Myeloma? 

Multiple  myeloma  is  a neoplastic  disease 
which  appears  to  originate  in  plasma  cells.  It 
usually  involves  the  bones,  but  it  can  also  mani- 
fest itself  as  a plasma  cell  leukemia  and  as 
localized  plasma  cell  tumors.  Multiple  myeloma 
should  be  considered  when  severe  bone  pain, 
pathologic  fractures,  neurologic  symptoms,  weak- 
ness, or  progressive  anemia  are  found.  X-ray 
examination  often  may  give  the  presumptive 
diagnosis  which  can  be  established  by  aspiration 
of  the  bone  marrow  and  by  immunologic  and 
electrophoretic  studies  of  the  serum  proteins. 
Other  clinical  findings  are  Bence  Jones  protein  in 
the  urine  and  hyperglobulinemia.  X-ray  therapy 
has  been  useful  in  treating  the  localized  masses 
and  relieving  pain.  Urethan,  cortisone,  or  ACTH 
have,  in  occasional  patients,  relieved  pain,  and 
urethan,  particularly,  has  resulted  in  objective 
improvement.  While  relief  is  not  produced  con- 
sistently by  any  of  these  methods  of  treatment, 
they  should  be  tried  in  each  case. 

In  conclusion,  the  lymphomas  and  allied  con- 
ditions can  be  diagnosed  readily  in  most  cases  if 
the  proper  effort  is  made.  Localized  disease  is 
potentially  curable  by  early  removal  or  oblit- 
eration of  the  disease.  The  disseminated  proc- 
ess runs  a varied  course,  and  careful  management 
is  essential  so  as  to  relieve  symptoms  and  to 
maintain  the  patient  as  an  active  and  useful 
individual  as  long  as  possible.  The  patient 
should  be  observed  frequently  and  each  new 
symptom  carefully  evaluated  and  treatment 
given  promptly  and  adequately.  While  the 
methods  of  treatment  are  limited,  they  have  been 
effective  in  many  cases,  and  the  results  merit 
their  vigorous  application.  WTith  the  availabil- 
ity of  new  drugs  and  new  methods  of  temporarily 
suppressing  or  controlling  the  lymphomas,  one 
can  take  increasing  hope  in  the  possibility  that 
an  even  more  effective  treatment  will  be  with 
us  soon. 


( Number  eight  in  a series  of  Cancer  Alerts ) 


Cant  Fire  the  Cook 

Woman:  “Does  your  husband  kick  about  the  meals?” 

Other  Bridge  Player  (smiling):  “No,  what  he  kicks  about  is  having  to  get  them.” 
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How  Visual  Aids,  presented  as  part  of  a sym- 
posium, may  meet  certain  requirements  for  educa- 
tional credits  established  by  The  American  Academy 
of  General  Practice  in  order  to  maintain  the  high 
standards  they  have  set  for  their  membership. 

r I ^he  doctor,  by  his  power  of  observation  and 
JL  through  his  investigative  turn  of  mind,  has 
brought  many  medical  discoveries  to  the  atten- 
tion of  his  colleagues.  However,  in  centuries 
gone  by,  simple  everyday  phenomena  that  we 
take  for  granted  today  were  considered  new  and 
astonishing  facts  subject  to  controversy  and 
beset  with  doubt  by  physicians  of  that  era. 

On  occasion,  the  medical  motion  picture  has 
taken  some  of  these  prominent  figures  in  medicine 
out  of  the  past  and,  by  contemporary  character- 
ization, presented  these  people  visually  on  the 
motion  picture  screen.  The  object,  of  course, 
is  to  establish  by  contrast  the  great  strides  that 
medicine  has  made  in  the  past  two  centuries. 

Quoting  only  a few  examples,  in  one  film  wTe 
have  seen  Pasteur  voicing  his  disillusionment 
with  his  contemporaries  because  of  the  doubt 
that  they  have  cast  on  his  discoveries.  In 
another,  Semmelweiss  talks  about  his  difficulties 
in  convincing  his  colleagues  to  practice  ordinary 
obstetric  asepsis.  In  one  film,  the  Reverend 
Hales’  observation  of  the  rising  of  sap  in  a tree 
stimulates  his  thinking  about  the  circulation. 

Sir  Astley  Cooper  (circa  1810)  describes  in  the 


London  Pocket  Medical  Dictionary  how  an 
individual,  making  a misstep  off  a London  side- 
walk, may  fracture  the  neck  of  the  femur  from 
excessive  muscular  torsion  used  to  restore  equi- 
librium. Furthermore,  he  made  the  observa- 
tion that  such  a person  may  easily  fracture  the 
femur  before  the  individual  strikes  the  pavement 
in  his  fall. 

How  do  medical  educators  in  this  contemporary 
era  handle  the  problems  associated  with  medical 
education?  One  method  is  to  build  up  the  power 
of  observation  in  the  doctor  so  that  he  will 
have  prior  knowledge  in  the  handling  of  his  many 
problems  as  they  arise.  One  way  of  accomplish- 
ing this  purpose  is  through  the  means  of  estab- 
lishing medical  motion  picture  theatres  at  leading 
medical  conventions. 

Such  organizations  as  the  American  College 
of  Surgeons,  the  American  Medical  Association, 
the  American  College  of  Physicians,  the  Texas 
Medical  Association,  the  Medical  Society  of  the 
State  of  New  York,  and  many  others  too  numer- 
ous to  mention,  present  film  exhibitions  on  a 
regular  program  basis  at  their  annual  convention. 
This,  then,  is  one  way  of  measuring  the  magnitude 
of  interest  in  visual  education  of  wdiich  the  med- 
ical motion  picture  film  is  one  prime  source  of 
information. 

The  premise  on  which  the  American  Academy 
of  General  Practice  works  is  that  a firm  respon- 
sibility is  placed  on  its  membership  to  continue 


2106 


New  York  State  J.  Med. 


MEDICAL  MOTION  PICTURE  AND  THE  GENERAL  PRACTITIONER 


postgraduate  education.  This  postgraduate  ed- 
ucation may  be  secured  by  courses  in  recognized 
postgraduate  medical  schools,  Academy-spon- 
sored courses  or  meetings  such  as  its  national 
annual  scientific  assembly,  the  annual  state 
chapter  scientific  assembly  or  other  Academy- 
sponsored  meetings,  as  well  as  scientific  meetings 
held  by  all  recognized  medical  groups.  At 
these  the  medical  motion  picture  frequently 
serves  as  a valuable  audio  and  visual  aid,  sup- 
plemented by  the  qualified  medical  lecturer  who 
guides  the  discussion  and  answers  questions 
from  the  floor. 

In  this  day  of  new  developments  in  therapy 
and  discovery  of  new  therapeutic  agents  or 
analytic  technics,  the  doctor  must  intensify 
his  search  for  knowledge  on  how  to  apply  this 
information  to  his  practice  of  medicine.  That  is 
why  the  American  Academy  of  General  Practice 
requires  that  each  member  must  acquire  one 
hundred  fifty  (150)  hours  of  educational  credits 
every  three  years  to  make  him  eligible  for  re- 
election  to  membership. 

To  facilitate  this  effort,  the  Academy  has 
divided  this  requirement  into  two  phases,  nam- 
ing them  Category  I and  Category  II.  In 
Category  I,  fifty  hours  (every  three  years)  must 
be  achieved.  These  hours  may  be  obtained 
from  attendance  at  recognized  postgraduate 
medical  school  courses;  attending  American 
Academy  of  General  Practice  sponsored  meetings, 
such  as  national  and  state  annual  scientific  as- 
semblies; publication  of  a scientific  paper,  or 
certain  state  chapters  of  the  Academy  which 
have  specialized  educational  activities,  such  as 
the  Illinois  “Medicine  for  Today”  series  and  the 
Indiana  circuit  rider  setup. 

In  Category  II,  one  hundred  hours  per  three- 
year  period  are  required.  These  may  be  ob- 
tained from  participation  in  scientific  meetings 
of  other  medical  organizations  recognized  by  the 
Academy;  state  and  county  medical  society 
meetings  where  the  scientific  program  is  one 
hour  or  longer,  and  hospital  staff  scientific  con- 
ferences and  clinical  pathologic  conferences. 

The  Commission  on  Education  of  the  American 
Academy  of  General  Practice  allows  a spillover 
for  credits  from  Category  I into  Category  II 
but  does  not  allow  the  reversal  from  Category 
II  into  Category  I. 

How  does  the  bookkeeping  of  listing  the  mem- 
bers’ educational  credits  work  out  for  each 
member?  They  have  a unique  system.  For 


many  of  the  courses  or  scientific  programs,  ar- 
rangements are  made  to  forward  copies  of  the 
registration  of  Academy  members  to  the  Acad- 
emy’s headquarters  office  in  Kansas  City  to 
facilitate  records  of  attendance.  Each  member 
also  reports  annually. 

Regarding  local  activities,  a sort  of  honor 
system  prevails  where  the  member  reports  what 
postgraduate  meetings  he  has  attended.  An 
official  of  the  local  chapter  spot  checks  such 
credits  to  make  sure  that  these  fit  the  require- 
ments for  eligibility. 

As  far  as  credits  for  visual  aids  are  concerned, 
the  Commission  on  Education  of  the  American 
Academy  of  General  Practice  annually  distributes 
a guide,  The  Policy  and  Procedure  for  Classifying 
Postgraduate  Programs.  I quote  from  the  para- 
graph, “Teaching  Aids.” 

The  commission  believes  that  films,  kinescopes, 
and  tape  recordings  are  all  teaching  aids  which  may 
be  used  in  developing  and  conducting  postgraduate 
programs.  It  does  not  believe  it  necessary  nor  de- 
sirable to  classify  or  list  individual  films,  kinescopes, 
or  tape  recordings,  nor  the  organizations  that  pro- 
duce or  distribute  them.  The  program  in  which 
these  aids  are  used  should  be  judged  on  its  merit. 
Local  groups  in  the  more  remote  districts  should  be 
encouraged  to  use  these  teaching  aids  in  developing 
their  programs. 

How  does  this  work  out  in  practice?  The 
Academy  recognizes  the  advantages  of  a film 
when  shown  as  part  of  an  educational  process 
which  in  turn  permits  a qualified  lecturer  to 
conduct  his  course  more  adequately. 

Where  practical,  educational  credits  may  be 
more  readily  forthcoming  by  giving  members 
participating  in  such  programs  additional  liter- 
ature in  the  form  of  a manual  or  training  guide 
which  may  allow  subsequent  review  or  detailed 
study  of  problems  appearing  in  the  film. 

This  type  of  follow-through  from  film  to  dis- 
cussion period  to  manual  is  fast  becoming  a 
basic  training  procedure  with  our  larger  business 
enterprises  which  have  established  training 
schools  for  their  employes,  and  these  principles 
can  be  easily  applied  to  medical  education. 
For  example,  not  too  long  ago,  in  GP,  the  official 
journal  of  the  American  Academy  of  General 
Practice,  there  appeared  an  article,  “Refractory 
Heart  Failure,”  by  John  F.  Stapleton,  M.D., 
and  W.  Proctor  Harvey,  M.D.,  which  discussed 
many  problems  in  electrolyte  imbalances  which 
contributed  to  cases  of  heart  failure  becoming 
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refractory.  This  article  gave  birth  to  the  film, 
“Pitfalls  in  Management  of  Refractory  Heart 
Failure,”  based  on  the  work  of  the  above  authors 
at  Georgetown  University  School  of  Medicine. 

The  film  so  adequately  reviewed  the  problem 
of  electrolyte  imbalances  caused  by  low  potas- 
sium, low  salt,  low  chloride,  or  excess  chloride 
that  it  received  the  joint  sponsorship  of  the 
American  College  of  Physicians  and  Georgetown 
University  and  has  appeared  on  many  scientific 
programs  of  national  medical  associations. 

Here  we  have  two  legs  of  the  triangle — an 
article  in  a journal  which  can  be  referred  to  or 
reprinted  as  a manual  and  the  film  itself. 

An  educational  program  could  be  built  around 
the  film  and  the  article  with  the  addition  of  a 
qualified  speaker,  such  as  a cardiologist  who  could 
answer  questions  about  refractory  cases  in  which 
electrolyte  imbalances  were  factors  inhibiting 
proper  cardiac  therapy. 

Another  example  of  how  educational  credit 


may  be  obtained  is  a new  film  on  rhinology 
shortly  to  be  released  which  may  receive  the 
approval  of  the  American  Rhinologic  Society, 
the  most  representative  teaching  group  of  this 
specialty  in  this  country.  Active  symposia 
have  been  given  by  this  group  with  their  members 
participating  at  such  institutions  as  the  Univer- 
sity of  Cincinnati,  Yale  University,  University 
of  Oregon,  Louisiana  State  University-Tulane, 
Johns  Hopkins,  and  Chicago  Medical  School. 

Preliminary  discussions  held  so  far  indicate 
that  there  is  a strong  possibility  that  where 
general  practice  groups  and  members  of  this 
Rhinologic  Society  find  it  desirable,  a rhinologist 
will  accompany  the  film  on  rhinology  and  arrange 
for  a lively  and  profitable  discussion  close  to  the 
interests  of  both  groups. 

The  portent  for  the  future  in  medical  education 
is  that  where  there  is  a will,  there  is  a way.  It 
may  require  a little  more  planning,  but  the  end 
result  of  appreciation  is  well  worth  the  effort. 


{Number  eight  of  a series  on  Visual  Education  in  Medicine ) 


Pain  is  the  deepest  thing  we  have  in  our  nature , and  union  through  pain  and  suffering  has 
always  seemed  more  real  and  holy  than  any  other. — Hallam 
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MONTH  IN  WASHINGTON 


T^he  Hill-Burton  program  for  U.S.  grants  to  states 
to  help  build  hospitals  and  other  health  facilities 
has  run  a successful  course  for  almost  twelve  years. 
It  has  never  been  cut  back  in  scope,  and  once  (in 
1954)  it  was  expanded  to  take  in  diagnostic  treat- 
ment centers,  nursing  homes,  chronic  disease  hos- 
pitals, and  rehabilitation  centers. 

On  the  over-all,  the  U.S.  puts  up  one  third  of  the 
money  for  a state’s  projects,  but  the  state  may 
give  individual  projects  as  much  as  two  thirds  of 
their  costs. 

In  the  twelve  years,  3,725  projects  have  been 
completed,  are  under  construction,  or  have  been 
approved.  They  represent  a total  investment  of 
about  3 billion  dollars,  just  under  one  third  of  it 
federal  money.  Included  are  156,658  hospital  beds, 
4,542  nursing  beds,  and  almost  1,000  other  facili- 
ties, such  as  rehabilitation  centers. 

Congress,  as  it  has  several  times  in  the  past,  now 
is  being  asked  to  renew  the  program,  which  no  doubt 
it  will  do.  Also,  the  Department  of  Health,  Educa- 
tion, and  Welfare  and  several  organizations  in  the 
health  fields  have  looked  over  the  twelve  years’ 
experience  and  want  some  changes  made  in  the  way 
the  program  is  handled.  None  of  them,  however, 
wants  to  end  it. 

The  American  Medical  Association,  for  example, 
is  suggesting  that  diagnostic  treatment  and  public 
health  centers  be  dropped  from  the  program  and  that 
the  mandatory  emphasis  on  rural  communities  also 
be  eliminated.  These  and  other  A.M.A.  recommen- 
dations are  the  result  of  a 14-state  survey  by  the 
association. 

Also,  the  A.M.A.  joins  with  the  Department  of 
Health,  Education,  and  Welfare  in  proposing  that 
emphasis  be  placed  on  facilities  for  the  chronically 
ill  and  nutsing  homes,  and  that  states  be  given  more 
freedom  in  shifting  money  among  the  various  cate- 
gories. 

Both  the  A.M.A.  and  the  A.H.A.  want  Congress 
to  authorize  loans  for  hospitals  and  nursing  homes, 
with  the  A.M.A.  recommending  that  loan  guarantees 
be  offered  to  proprietary  as  well  as  nonprofit  insti- 
tutions. 

Before  Congress  are  a dozen  or  more  other  sug- 
gested changes.  Several  groups  want  the  research 
fund  raised  from  the  present  1.5  million  dollars  a 
year  to  four  or  five  million,  and  HEW  would  like  to 
be  able  to  advance  money  for  planning  when  this 
action  would  hurry  construction.  HEW  also,  along 
with  several  Congressmen  and  state  medical  socie- 
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ties,  would  like  to  see  the  eligibility  requirements 
eased  so  more  nonprofit  groups  can  build  diagnostic 
treatment  centers.  Another  HEW  proposal  would 
recognize  a rehabilitation  center  even  if  it  did  not 
furnish  psychologic,  social,  and  vocational  evalua- 
tion services,  as  well  as  medical;  now  the  center  has 
to  furnish  all  four  services. 

At  this  writing,  indications  are  that  Congress 
will  not  allow  a slip-up  in  extending  the  program, 
which  is  scheduled  to  expire  June  30,  1959,  even  if 
it  has  to  move  along  a simple  extension  bill,  then  try 
to  work  out  agreement  on  all  the  suggested  changes. 

Regardless  of  what  happens,  Hill-Burton  is  under- 
going more  friendly  but  critical  examination  than 
it  has  experienced  since  its  birth  in  1946. 

Notes 

American  Association  of  Medical  Colleges  esti- 
mates that  the  country’s  85  medical  schools  will 
require  275  million  dollars  for  rehabilitation  and  new 
construction  in  the  next  few  years,  not  including 
money  for  research  and  hospital  construction. 

To  learn  how  far  our  supplies  could  be  stretched  in 
event  of  nuclear  attack,  the  Office  of  Defense  Mobil- 
ization has  asked  Public  Health  Service  to  survey 
700  wholesale  drug  houses,  surgical  supply  firms,  and 
chain  drug  store  warehouses  for  an  inventory  of  their 
stocks. 

American  Medical  Association,  among  other 
groups,  is  supporting  legislation  that  would  request 
President  Eisenhower  to  call  a 1960  White  House 
Conference  on  the  problems  of  the  aged.  However, 
HEW  sees  no  need  for  the  conference,  nor  does  it 
favor  suggestions  that  a new  bureau  be  set  up  to 
handle  the  problem,  nor  a commission  created. 

After  conclusion  of  hearings,  a House  subcommit- 
tee has  under  consideration  legislation  for  “ bricks- 
and-mortar”  U.S.  grants  to  help  medical  and 
dental  schools  finance  buildings  and  purchase  of 
equipment;  money  could  not  be  used  for  general 
operating  expenses. 

Dr.  Thomas  H.  Alphin  has  resigned  as  director  of 
A.M.A.’s  Washington  Office  to  become  associate 
medical  director  of  the  Equitable  Life  Assurance 
Society  at  the  group’s  main  office  in  New  York 
City.  Dr.  William  J.  Kennard,  deputy  director,  has 
been  named  acting  director  of  the  Washington  Office. 

VA  is  calling  for  bids  on  12  construction  projects 
estimated  to  cost  a total  of  at  least  4.2  million  dol- 
lars. Locations  include  Murfreesboro,  Tenn.; 
Tomah,  Wis.;  Columbia,  S.  C.;  Bay  Pines,  Fla.; 
Newington,  Conn.;  Iowa  City,  Iowa;  West  Rox- 
bury,  Mass.;  Rutland  Heights,  Mass.;  Walla 
Walla,  Wash.;  Wood,  Wis.;  Wadsworth,  Kan. 


June  15,  1958 
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Albany  Medical  College 


Alumni  Weekend — Alumni  weekend  was  held  on 
May  2 and  3.  Dr.  G.  Return  Denton,  Albany,  was 
chairman  of  a scientific  program  at  which  papers  by 
Drs.  Robert  E.  L.  Nesbitt,  Jr.,  Charles  Eckert,  and 
Tiffany  Lawyer  were  presented.  Fifty-year  certifi- 
cates were  presented  to  Drs.  Earl  E.  Babcock, 
Adams  Center;  George  B.  McMurray,  Bradenton, 
Florida;  John  P.  O’Keeffe,  Albany;  John  J.  Rainey, 
Troy;  Bert  W.  Roy,  Sussex,  New  Jersey,  and 
Aaron  Sobel,  Poughkeepsie.  Dr.  Michael  A. 

Blase,  Albany,  was  chairman  of  social  activities  for 
the  weekend. 

Alumni  Officers — Dr.  Clarence  F.  Ackerknecht, 
Schenectady,  was  elected  president:  Dr.  R.  Leith 
Skinner,  Greenwich,  president-elect,  and  Dr.  Wilbur 
C.  Caney,  Jr.,  Watertown,  Connecticut,  correspond- 
ing secretary.  Re-elected  were:  Dr.  Philip  S.  Van 
Orden,  Albany,  treasurer;  Dr.  Beverly  L.  Vosburgh, 
Schenectady,  secretary,  and  Dr.  Emerson  C.  Kelly, 
Albany,  historian.  Named  to  three-year  term  on 
executive  committee  were:  David  W.  Beard, 

Cobleskill;  George  A.  Burgin,  Little  Falls;  Douw 
S.  Meyers,  Kingston;  Lester  C.  Huested,  Glens 
Falls;  Samuel  N.  Bacon,  Jr.,  Williamstown,  Mas- 


sachusetts, and  Michael  A.  Blase,  Albany. 

Lecture — Dr.  Harry  Bakwin,  professor  of  clinical 
pediatrics,  New  York  University-Bellevue  Medical 
Center,  delivered  the  fourth  annual  Otto  A.  Faust 
Lecture  on  May  15.  Dr.  Bakwin  spoke  on  “Re- 
search Approaches  to  Child  Psychiatry.” 

Commencement  Speaker — Dr.  John  McK. 
Mitchell,  Dean,  School  of  Medicine,  University  of 
Pennsylvania,  spoke  at  the  1958  commencement 
exercises  on  May  29. 

Alpha  Omega  Alpha  Lecture — Dr.  Ward  Darley, 
executive  director  of  the  Association  of  American 
Medical  Colleges,  delivered  the  annual  Alpha 
Omega  Alpha  Lecture  at  the  College  on  April  24. 
Preceding  the  lecture,  ten  new  members  were 
initiated.  These  were:  Allan  Goldblatt,  Wood- 

mere;  Jerome  Levy,  Portland,  Connecticut;  Carl 
A.  Paylsen,  Albany;  Samuel  Milham,  Jr.,  Albany; 
Pasquale  Palumbo,  Rochester;  Robert  M.  Richter, 
Queens;  Cornelius  A.  Toner,  Brooklyn;  George  M. 
Howard,  Detroit;  Donald  P.  McKibbin,  White 
Plains,  and  Roger  A.  Yerry,  Kingston. 


Albert  Einstein  College  of  Medicine 


Research  Grants — To  the  Department  of  Anat- 
omy, $11,000  for  “Gene  Determined  Chemical 
Differentiation  of  the  Central  Nervous  System,” 
from  the  National  Institutes  of  Health;  Department 
of  Pathology,  $6,000,  for  “The  Role  of  the  Egg 
Surface  and  Cortex  in  Control  of  Sperm,”  from 
Planned  Parenthood  Association  of  America; 
Department  of  Pediatrics,  $5,000,  for  “Diagnostic 
and  Treatment  Services  for  Patients  with  Cerebral 
Palsy,”  State  of  New  York;  Department  of 
Psychiatry,  $17,531,  for  “Psychophysiological 
Studies  in  Child  Development,”  and  to  the  Depart- 
ment of  Pharmacology,  $23,346,  for  “Neuro- 
humor al  Transmission  of  Sensory  Nerve  Activity,” 
from  the  National  Institutes  of  Health;  Department 
of  Surgery,  $1,471.73,  for  “Effects  of  Cigaret 
Smoking  on  Levels  of  Gastric  Acid,  Pepsin,  and 
Uropepsin,”  from  Tobacco  Industry  Research 
Committee. 

Training  Grants — From  the  National  Institutes 
of  Health  to  the  Departments  of  Biochemistry, 


Medicine  and  Radiology,  and  Pharmacology,  grants 
of  $30,240;  $19,440,  and  $24,651  for  “Training  of 
Individuals  in  Research  in  Biochemistry,”  “Training 
Grant,”  and  “Training  in  Pharmacology.” 

Visiting  Lecturers — During  March;  Dr.  Richard 
C.  DeBodo,  Department  of  Pharmacology,  New 
York  University;  Dr.  Alexander  B.  Gutman, 
Director,  Department  of  Medicine,  Mount  Sinai 
Hospital,  and  Dr.  Roy  R.  Grinker,  Director, 
Institute  for  Psychosomatic  and  Psychiatric  Re- 
search and  Training,  Michael  Reese  Hospital, 
Chicago,  Illinois.  During  April:  Dr.  William 

Stein,  Rockefeller  Foundation  for  Medical  Research; 
Dr.  Samuel  P.  Hicks,  Department  of  Pathology, 
Harvard  Medical  School;  Dr.  Dominick  P.  Purpura, 
Department  of  Neurological  Society,  College  of 
Physicians  and  Surgeons,  and  Dr.  Norman  Kretch- 
mer,  New  York  Hospital-Cornell  Medical  School, 
and  Dr.  George  Jervis,  Director  Clinical  Laboratory, 
Letchworth  Village. 


New  York  University  College  of  Medicine 

Symposium — Dr.  Aims  C.  McGuinness,  special  Welfare;  Dr.  George  Silver,  chief,  division  of  social 

assistant  for  health  and  medical  affairs,  United  medicine,  Montefiore  Hospital,  and  Dr.  Leonard  J. 

States  Department  of  Health,  Education,  and  [Continued  on  page  2112] 
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When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  386  Fourth 
Ave.,  New  York  16,  N.  Y.  Your 
ad  will  pay  you  well  in  replies. 


Jor  the  obese 

Tasty  “Junket”  rennet 
desserts  are  low  in 
caloric  value  yet 
supply  all  of  the 
nutrients  of  milk 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 

“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 
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How  dare  you  tell  me  the  doctor  took  sick  and  went  home  to  bed- — we  had  a strict  appointment !” 
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[Continued  from  page  2110]  the  Costs  of  Medical  Care”  which  was  the  final 

Raider,  vice-president,  United  Medical  Service,  program  in  a series  of  six  lectures  on  the  future 

were  guest  speakers  at  the  symposium  “Meeting  of  American  medicine  on  May  13. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Promoted — Dr.  Lawrence  A.  Kohn,  first  chief 
resident  in  medicine  at  the  Medical  Center  when  it 
opened  January  21,  1926,  has  been  named  clinical 
professor  of  medicine,  the  first  to  be  given  that 
title;  Dr.  E.  Henry  Keutmann  and  Dr.  Paul  H. 


Garvey  have  also  been  named  full  professors. 
Drs.  Kohn,  Keutmann,  and  Garvey  have  been  on 
the  faculty  of  the  Department  of  Medicine  for 
thirty  years.  Dr.  Garvey  has  been  in  charge  of 
the  neurology  section  since  1928. 


State  University  of  New  York  Downstate  Medical  Center 


Alumni  Day — The  78th  annual  Alumni  Day  was 
held  at  the  Downstate  Medical  Center  on  May  10. 
It  began  at  9 a.m.  with  a specially  arranged  scientific 
program,  including  obstetric  and  gynecologic 
ward  rounds,  a surgical  conference  on  current 
developments  in  radiology,  a clinical-pathologic 
conference  and  photographic  pediatric  case  presenta- 
tions, all  under  the  direction  of  faculty  members  of 
the  Center.  These  were  followed  by  lunch  in  the 
cafeteria  and  a greeting  by  President  Robert  A. 
Moore.  The  afternoon  session  featured  a talk  on 
“The  Space  Age:  Its  Medical  Aspects”  by  Dr.  Leon 
Star  of  the  Class  of  1941.  Dr.  Star  is  physician-in- 
charge of  the  medical  office,  Idlewild  Airport. 
The  Alumni  Day  reunion  ended  with  the  annual 
dinner  dance  at  the  Hotel  Roosevelt,  proceeds  of 
which  go  to  the  Alumni  Association’s  Research, 
Scholarship,  Student  Loan  and  Welfare  Fund  to 
assist  medical  students  in  need  of  financial  aid  and 
to  encourage  research. 

Medical  Education  and  State  Open  House 
Weeks — The  Medical  Center  held  open  house  for 
the  public  in  its  Basic  Sciences  Building,  450  Clark- 
son Avenue,  during  Medical  Education  and  State 
Open  House  Weeks,  April  20-26  and  May  4-10. 
Groups  from  hospitals,  schools,  medical  and  other 
organizations  in  the  community  were  invited  to 


view  the  facilities  of  the  Center  and  exhibits  demon- 
strating various  phases  of  operation  and  research. 
Approximately  700  persons  visited  the  Center 
during  this  period. 

Visiting  Professor  from  England — Appointed 
visiting  professor  at  the  Medical  Center  this  spring: 
Dr.  Leslie  John  Witts,  Nuffield  Professor  of  Medi- 
cine at  Oxford  University,  professor  of  medicine 
during  March. 

New  Program  to  Train  Researchers  in  Psychiatry 

— A new  program  to  train  researchers  in  psychiatry, 
leading  to  the  Degree  of  Doctor  of  Medical  Science 
and  open  to  M.D.’s  who  have  completed  three 
years  of  residency  training  in  psychiatry,  will  go 
into  effect  in  September,  1958.  Under  a grant  from 
The  Commonwealth  Fund,  graduate  students 
enrolled  in  the  Program  will  receive  stipends  of 
$7,500  during  the  first  year  and  $8,000  during  the 
second  year.  Tuition  will  be  $200  a year.  This 
program  is  part  of  the  Graduate  Educational 
Program  of  the  Downstate  Medical  Center  which 
was  inaugurated  in  1956.  Programs  leading  to  the 
M.S:  and  Ph.D.  degrees  in  the  basic  medical  sciences 
of  anatomy,  biochemistry,  microbiology  and  im- 
munology, pharmacology  and  physiology  are  pres- 
ently offered. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Inaugural  Ceremonies — Dr.  Carlyle  Jacobsen 
was  formally  inaugurated  by  Dr.  Peter  Marshall 
Murray  as  first  president  of  the  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse  at 
the  Commencement  exercises  on  June  8.  George 
Lamb,  ’59,  president  of  the  third-year  class, 
gave  a welcome  on  behalf  of  the  student  body,  and 
Dr.  W.  W.  Westerfeld,  professor  and  chairman, 
Department  of  Biochemistry,  and  acting  dean  from 
August  7,  1956,  to  December  1,  1957  gave  the 
welcoming  on  behalf  of  the  faculty. 

Lecture — Dr.  Edmond  J.  Farris,  research  anat- 
omist, executive  director  and  associate  member  in 
anatomy,  Wistar  Institute  of  Philadelphia,  delivered 
the  annual  Albert  G.  Swift  Lecture  on  May  1. 

Special  Research  Project — Dr.  David  G.  Whit- 
lock, assistant  professor  of  anatomy,  will  spend 
three  months  this  summer  at  the  University  of  Utah 
School  of  Medicine  to  work  on  a special  research 


project.  His  stay  will  be  supported  by  a grant 
from  the  U.  S.  Public  Health  Service. 

Student  Aid  Fund — An  anonymous  gift  of  $1,000 
was  received  recently  for  the  student  aid  fund. 
It  is  planned  to  award  a substantial  portion  of  the 
gift  as  scholarships  to  two  or  three  particularly 
deserving  individuals  in  the  near  future. 

Speaker — Dr.  Paul  A.  Bunn,  professor  of  medi- 
cine, presented  a report  on  the  use  of  kanamycin, 
a new  antibiotic,  before  the  Japanese  Medical 
Association,  Tokyo,  early  in  May.  Kanamycin 
is  a drug  developed  by  the  Japanese  Public  Health 
Service.  On  May  9 Dr.  Kenneth  Wright,  assistant 
director  of  Onondaga  Sanatorium  and  clinical  in- 
structor of  medicine,  delivered  a paper  co-authored 
by  Dr.  Bunn  on  the  tuberculosis  cases  treated  with 
kanamycin  in  Syracuse  at  meetings  of  the  New  York 
State  Trudeau  Society  in  Albany  and  the  National 
Tuberculosis  Association  on  May  19  in  Philadelphia. 
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" Doctors  can’t  help  shingles?” 


Physicians  who  have  used  Protamide  extensively  deplore  such 
statements  as  unfortunate  when  they  appear  in  the  lay  press.  They 
have  repeatedly  observed  in  their  practice  quick  relief  of  pain, 
even  in  severe  cases,  shortened  duration  of  lesions,  and 
greatly  lowered  incidence  of  postherpetic  neuralgia  when 
Protamide  was  started  promptly.  A folio  of  reprints  is 
available.  These  papers  report  on  zoster  in  the  elderly — 
the  severely  painful  cases — patients  with  extensive 
lesions.  Protamide  users  know  “shingles”  can  be  helped. 

PROTAMIDE* 


Detroit  11,  Michigan 

Available:  Boxes  of  10  ampuls  — prescription  pharmacies. 
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Theron  Blain  Bond,  M.D.,  of  Dresden,  died  on 
January  30  at  the  age  of  seventy-five.  Dr.  Bond 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1912.  He  was  an  honorary  member  of 
the  staff  of  the  Geneva  General  Hospital.  Dr. 
Bond  was  a member  of  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Anton  B.  Carero,  M.D.,  of  Amsterdam,  died  on 
April  9 at  his  home  at  the  age  of  fifty-eight.  Dr. 
Carero  graduated  from  Hahnemann  Medical  Col- 
lege of  Philadelphia  in  1938.  He  was  an  attending 
in  otorhinolaryngology  at  St.  Mary’s  and  Amster- 
dam City  Hospitals.  Before  his  retirement  in  1956 
he  had  also  served  on  the  medical  staffs  of  Veterans 
Administration  Hospitals  in  Dayton,  Ohio;  Bed- 
ford, Massachusetts,  and  Canandaigua,  New  York. 
Dr.  Carero  was  a member  of  the  Montgomery 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  Raymond  Cronin,  M.D.,  of  the  Bronx, 
died  on  May  6 at  Harkness  Pavilion,  Columbia- 
Presbyterian  Medical  Center,  at  the  age  of  sixty. 
Dr.  Cronin  graduated  in  1925  from  Georgetown  Uni- 
versity School  of  Medicine  and  interned  at  Fordham 
Hospital.  He  was  director  of  surgery  at  St.  Eliza- 
beth’s Hospital.  Dr.  Cronin  was  a Fellow  of  the 
American  College  of  Surgeons,  a Diplomate  and 
Fellow  of  the  International  College  of  Surgeons,  and 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Simon  Ehrlich,  M.D.,  of  New  York  City,  died  on 
May  7 at  his  home  at  the  age  of  eighty.  Dr.  Ehr- 
lich graduated  from  Cornell  University  Medical 
College  in  1902.  Until  his  retirement  in  1956  he 
had  practiced  in  New  York  City  for  thirty-three 
years  and  was  an  assistant  adjunct  in  gastroenter- 
ology at  Beth  Israel  Hospital. 

Edwin  Godfrey  Manovill,  M.D.,  of  Jackson 
Heights,  died  on  May  5 at  his  home  at  the  age  of 
fifty-five.  Dr.  Manovill  graduated  in  1926  from 
Columbia  University  College  of  Physicians  and 
Surgeons. 

Luis  Mendez,  M.D.,  of  New  York  City,  died  on 
May  1 at  the  age  of  sixty-three.  Dr.  Mendez  re- 
ceived his  medical  degree  from  the  University  of 
Bogota  in  1921.  He  was  an  associate  in  surgery  at 


New  York  Polyclinic  Hospital  and  New  York  Poly- 
clinic Hospital  Outpatient  Department.  Dr.  Men- 
dez was  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Max  Nisselson,  M.D.,  of  Long  Beach,  formerty  of 
New  York  City,  died  on  May  12  at  New  York  Poly- 
clinic Hospital  at  the  age  of  eighty-four.  Dr.  Nis- 
selson graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1905.  For  many 
years  he  had  been  adjunct  ophthalmologist  at  Leb- 
anon Hospital  and  associate  otolaryngologist  at 
Bronx  Hospital.  In  1914  he  helped  to  organize  the 
Bronx  County  Medical  Society,  was  also  an  organ- 
izer of  the  Bronx  Chapter  of  the  Physicians  Square 
Club,  and  was  Past  Sublime  Healer  of  the  Associa- 
tion of  Physicians  Square  Clubs  of  America.  From 
1945  to  1957  he  was  medical  director  of  the  Associ- 
ated Group  Optical  Plan.  Dr.  Nisselson  was  a mem- 
ber of  the  American  Academy  of  Ophthalmology  and 
Otolarjmgology,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  John  Pellini,  M.D.,  formerly  of  Putnam 
Valley,  died  on  May  5 in  Miami,  Florida  at  the  age 
of  seventy.  Dr.  Pellini  graduated  in  1915  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  Dr.  Pellini  was  a member  of  the  New  York 
Academy  of  Medicine,  and  the  Society  for  Experi- 
mental Biology  and  Medicine. 

William  Perrin,  M.D.,  of  Rochester,  died  on  April 
7 in  Genesee  Hospital  at  the  age  of  eighty-two.  Dr. 
Perrin  graduated  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1901.  He 
was  a consultant  in  obstetrics  at  Strong  Memorial 
and  Genesee  Hospitals.  For  about  twenty  years 
he  was  director  of  the  Department  of  Obstetrics  at 
Genesee  Hospital  and  in  1956  was  honored  by  the 
Monroe  County  Medical  Society  for  fifty  years  of 
practice.  Dr.  Perrin  was  a member  of  the  Roches- 
ter Academy  of  Medicine. 

Felix  R.  Sabatini,  M.D.,  of  the  Bronx,  died  on  May 
4 at  the  age  of  sixty-two.  Dr.  Sabatini  graduated 
from  Fordham  University  School  of  Medicine  in 
1921.  He  was  a clinical  assistant  in  surgery  at 
Fordham  Hospital  Outpatient  Department.  Dr. 
Sabatini  was  a member  of  the  Bronx  County  Medi- 
cal Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Eugene  S.  Sagi,  M.D.,  of  Jackson  Heights,  died  at 
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his  home  on  May  15  at  the  age  of  sixty-six.  Dr. 
Sagi  received  his  medical  degree  from  the  University 
of  Budapest  in  1918.  He  was  a member  of  the 
Queens  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

William  Dennis  Scanlan,  Jr.,  M.D.,  of  Manhasset 
and  New  York  City,  died  at  his  home  on  May  8 at 
the  age  of  forty-sLx.  Dr.  Scanlan  graduated  in 
1948  from  Yale  University  School  of  Medicine.  He 
was  an  assistant  physician  at  St.  Francis  Hospital 
and  Sanatorium,  Roslyn,  Roosevelt  and  St.  Clare’s 
Hospitals,  New  York  City,  and  an  associate  physi- 
cian at  North  Shore  Hospital,  Manhasset.  Dr. 
Scanlan  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Max  Shevell,  M.D.,  of  Otisville,  died  on  April  22 
at  the  age  of  sixty-six.  Dr.  Shevell  received  his 
medical  degree  from  the  University  of  Petrograd  in 
1921.  He  was  an  assistant  physician  at  Elizabeth 
A.  Horton  Memorial  Hospital,  Middletown,  and  a 
consulting  physician  in  tuberculosis  at  St.  Francis 


Hospital,  Port  Jervis.  Dr.  Shevell  was  a Fellow  of 
the  American  College  of  Chest  Physicians  and  a 
member  of  the  American  Trudeau  Society,  the 
Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Smith,  M.D.,  of  Great  Neck,  died  on 
May  1 at  the  age  of  sixty-six.  Dr.  Smith  graduated 
from  Long  Island  College  Hospital  Medical  School 
in  1918.  He  was  an  associate  attending  physician 
at  Maimonides  Hospital.  Dr.  Smith  was  a member 
of  the  Nassau  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Clayton  Halsey  Snover,  M.D.,  of  Randolph, 
died  on  April  1 1 in  the  Woman’s  Christian  Associa- 
tion Hospital,  Jamestown,  at  the  age  of  seventy- 
five.  Dr.  Snover  graduated  in  1908  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Until  his 
retirement  in  April,  1948,  he  had  been  a practicing 
physician  for  forty  years.  Dr.  Snover  was  a mem- 
ber of  the  Cattaraugus  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Institute  on  Workmen’s  Compensation 

A two-day  Institute  on  Workmen’s  Compen- 
sation Mil  be  held  at  the  Arlington  Hotel  in  Bing- 
hamton June  18  and  19.  Governor  Averell  Harri- 
man  will  address  the  Institute  on  the  first  day.  Dr. 
Bruce  Gynbaum,  director  of  physical  medicine  and 
rehabilitation,  department  of  hospitals,  City  of  New 
York,  Mil  speak  on  “Rehabilitation.” 

American  College  of  Chest  Physicians 

The  Fairmont  Hotel  in  San  Francisco  Mil  be  the 
scene  June  18  through  22  of  the  24th  annual  meet- 
ing of  the  American  College  of  Chest  Physicians. 
Many  physicians  from  the  New  York  area  plan  to 
attend  the  meeting. 

Civil  Defense  Conference  in  San  Francisco 

The  American  Medical  Association,  through  its 
Council  on  National  Defense,  is  sponsoring  its 
sixth  annual  National  Medical  Civil  Defense  Con- 
ference on  Saturday  June  21,  at  the  Sheraton-Palace 
in  San  Francisco.  There  is  no  registration  fee  or 
other  charges  except  for  the  luncheon. 

Northeastern  Surgical  Conference  to  be  Held 
The  fourth  annual  Northeastern  regional  meeting 


of  the  International  College  of  Surgeons  will  be 
held  in  the  Equinox  House,  Manchester,  Vermont, 
June  30  through  July  5. 

Latest  developments  in  the  surgical  specialties  Mil 
be  emphasized  by  the  scientific  lectures,  panels  and 
symposia,  Dr.  Leopold  Brodny  of  Boston,  general 
chairman,  has  announced. 

Among  those  participating  Mil  be  the  following 
doctors  from  the  New  York  area:  Irving  A.  Pallin, 
Brooklyn,  Max  Simon,  Poughkeepsie,  and  Joseph 
A.  Malejka,  New  York. 

Further  information  may  be  had  by  writing  to 
Dr.  M.  Leopold  Brodny,  636  Beacon  Street,  Boston 
15,  Mass. 

Congress  on  Occupational  Health  to  Meet  in 
1960 

The  13th  International  Congress  on  Occupational 
Health  Mil  be  held  in  New  York  City  during  July, 
1960,  it  has  been  announced  by  Dr.  Leo  Wade, 
Medical  Director  of  the  Esso  Standard  Oil  Com- 
pany, who  is  chairman  of  the  Organizing  Committee 
for  the  Congress. 

The  theme  of  the  Congress  Mil  be  prevention, 
rather  than  cure,  of  occupational  injury  and  disease. 
The  meeting  will  mark  the  first  time  that  this  inter- 
national group  has  met  in  the  Western  Hemisphere. 
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Suffolk  Surgical  Society — On  April  30  the  Suffolk 
Surgical  Society  was  incorporated.  Dr.  William 
Heroy  of  Huntington  was  elected  president  and 
Dr.  William  G.  Abel,  East  Hampton,  secretary- 
treasurer. 

Study  of  Premiums  for  Health  Insurance — Health 
Information  Foundation  has  announced  that  it  will 
finance  a $36,000,  eighteen-month  study  of  “experi- 
ence rating”  in  voluntary  health  insurance,  the 
setting  of  charges  or  premiums  according  to  varying 
use  of  services  by  different  groups.  The  study  will 
investigate  advantages  and  disadvantages  of  fixed 
“community-wide”  rates  and  “experience”  rates 
based  on  the  use  of  insured  services. 

Tie  Between  Penicillin  and  Anemia  Suggested — 

Reporting  before  the  fiftieth  annual  meeting  of  the 
American  Society  for  Clinical  Investigation,  May  5, 
Drs.  Allyn  B.  Ley,  Amos  Cahan,  and  Klaus  Mayer 
of  Memorial  Center  for  Cancer  and  Allied  Diseases 
in  New  York  City  suggested  a possible  explanation 
for  the  occasional  appearance  of  anemia  in  persons 
treated  with  penicillin.  It  appears  that  the  body 
forms  an  antibody  as  a result  of  penicillin  in  the 
blood,  they  reported.  The  antibody  may  destroy 
red  blood  cells  and  cause  anemia.  So  far,  they  said, 
tests  show  that  about  16  per  cent  of  hospital  pa- 
tients receiving  penicillin  have  evidence  of  the  anti- 
body. 

Downstate  Medical  Center  Announces  Promo- 
tions— Promotion  of  faculty  members  at  the  State 
University  of  New  York  Downstate  Medical  Center 
in  Brooklyn  has  been  announced  by  Robert  A. 
Moore,  president  of  the  Center. 

Advanced  to  full  professor  were  Drs.  David  M. 
Kydd  and  Harold  A.  Lyons,  associate  professors  of 
medicine,  and  Dr.  Arthur  A.  Siebens,  associate 
professor  of  physiology. 

Associate  professorships  went  to  Drs.  Eustace  E. 
Suckling  and  Paul  F.  Cranefield,  assistant  professors 
of  physiology,  and  Dr.  Anne  Cohen  Carter,  assistant 
professor  of  medicine. 

Promoted  to  assistant  professor  were  Dr.  Harriet 
Bernheimer,  instructor  in  medicine;  Dr.  Donald  M. 
Kirschenbaum,  instructor  in  biochemistry;  Dr. 
Sigmund  A.  Wesolowski,  instructor  in  surgery; 
Dr.  Harold  A.  Levey,  instructor  in  physiology,  and 
Dr.  Lowell  M.  Greenbaum,  instructor  in  pharma- 
cology. . 

Dr.  Joseph  Avin,  clinical  assistant  in  pediatrics, 
was  promoted  to  clinical  assistant  professor. 

Openings  for  Ophthalmologists — The  Eye  Di- 


vision of  the  Bureau  for  Handicapped  Children, 
Department  of  Health,  has  several  vacancies  for 
qualified  ophthalmologists  to  work  in  the  clinics  of 
the  department.  Applicants  must  possess  a degree 
from  an  approved  medical  school,  a New  York  State 
medical  license,  and  have  completed  an  internship 
of  not  less  than  one  year  at  a hospital  approved  by 
the  A.M.A.  Council  on  Medical  Education  and 
Hospitals.  The  applicant  should  also  have  no  less 
than  thirty-six  months  of  combined  study  and  train- 
ing in  the  practice  of  ophthalmology.  He  must 
have  sufficient  formal  training  to  be  eligible  to  take 
the  examination  for  the  American  Board  of  Ophthal- 
mology or  be  Board  certified  and  must  have  one 
appointment  in  ophthalmology  at  a hospital  with 
an  approved  residency  in  ophthalmology. 

Vacancies  are  at  present  available  in  each  of  the 
boroughs  in  several  of  the  26  clinics  operated  by  this 
division.  The  position  offers  work  sessions  at  $15 
per  session  with  a vacation  allowance.  Social 
Security  benefits  are  available,  and  successful  appli- 
cants are  invited  to  join  the  pension  system  of  New 
York  City.  No  examination  is  required.  For  fur- 
ther information  contact  Dr.  Irwin  J.  Cohen  at 
93  Worth  Street,  New  York  City,  or  call  WOrth 
4-3800  extension  887. 

Laboratory  Course  for  Diagnosis  of  Tuberculosis 
Offered — In  cooperation  with  the  Division  of  Spe- 
cial Health  Services,  Public  Health  Service,  the 
Microbiology  Laboratories  of  the  Communicable 
Disease  Center,  Chamblee,  Georgia,  offers  a course 
in  laboratory  methods  in  the  diagnosis  of  tuberculo- 
sis, October  20  through  31,  1958  and  on  January  26 
through  February  6,  1959. 

The  course  is  open  to  all  grades  of  employed  labo- 
ratory personnel  who  are  approved  by  their  State 
Health  Officers.  Practical  laboratory  of  culture 
media,  microscopy,  cultural  procedures,  diagnostic 
use  of  animals,  and  testing  of  drug  sensitivity  will  be 
included.  Students  who  attend  this  course  will  be 
offered  a student  extension  service  for  a period  of 
one  year  following  termination  of  the  course. 

Laboratory  directors  and  senior  laboratory  staff 
members  may  also  make  application  for  the  course. 
No  tuition  or  laboratory  fees  are  charged.  Reser- 
vations should  be  made  well  in  advance.  Appli- 
cation forms  may  be  obtained  from  the  Laboratory 
Branch,  Communicable  Disease  Center,  Public 
Health  Service,  P.O.  Box  185,  Chamblee,  Georgia. 

Medical  Teaching — A summer  institute  on  medi- 
cal teaching  will  be  presented  by  the  University  of 
Buffalo  and  the  Association  of  American  Medical 
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Colleges  June  16  through  27.  The  purpose  of  the 
institute  is  to  provide  a limited  number  of  medical 
instructors  with  an  opportunity  to  examine  in  some 
detail  the  problems  they  face  in  creating  effective 
learning  experiences  for  their  students.  In  this 
study  they  will  have  the  aid  and  guidance  of  special- 
ists in  education  who  have  become  familiar  with  the 
issues  involved  in  medical  teaching. 

Postgraduate  Assembly  in  Endocrinology — The 

tenth  annual  postgraduate  assembly  in  endocrinol- 
ogy and  metabolism  of  the  Endocrine  Society  will 
take  place  September  29  through  October  3 at  the 
State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse.  Thirty-five  hours  of  credit  in 
Category  I will  be  allowed  for  the  course  by  the 
American  Academy  of  General  Practice.  Further 
information  can  be  obtained  by  writing  to  Dr. 
William  A.  Harris,  Dean  of  Postgraduate  Education, 
State  University  Upstate  Medical  Center,  766  Irving 
Avenue,  Syracuse  10,  New  York.  Registration  is 
limited  to  100. 


Association  for  the  Advancement  of  Psycho- 
analysis— On  June  11  the  Association  for  the  Ad- 
vancement of  Psychoanalysis  sponsored  its  regular 
meeting  at  the  New  York  Academy  of  Medicine. 
The  program  consisted  of  reports  from  San  Francisco 
on  the  meetings  of  the  Academy  of  Psychoanalysis 
and  the  American  Psychiatric  Association.  Among 
the  physicians  attending  the  meeting  were:  Nathan 
Ackerman,  Eleanor  Crissey,  B.  Joan  Harte,  and 
William  V.  Silverberg. 

Investigatorship  Awards  in  Arthritis  Offered — The 

Arthritis  and  Rheumatism  Foundation  offers  pre- 
doctoral,  postdoctoral  and  senior  investigatorship 
awards  in  the  fundamental  sciences  related  to  ar- 
thritis for  work  beginning  July  1,  1959.  Deadline 
for  applications  is  October  31,  1958. 

These  awards  are  intended  as  fellowships  to  ad- 
vance the  training  of  young  men  and  women  of 
promise  for  an  investigative  or  teaching  career. 
They  are  not  in  the  nature  of  a grant-in-aid  in  sup- 
port of  a research  project.  The  program  provides 
for  three  awards:  (1)  Predoctoral  Fellowships  are 
limited  to  students  who  hold  a bachelor’s  degree. 
Each  applicant  studying  for  an  advanced  degree 
must  be  acceptable  to  the  individual  under  whom 
the  work  will  be  done.  These  fellowships  are  tenable 
for  one  year,  with  prospect  of  renewal.  Stipends 
range  from  $1,500  to  $3,000  per  year,  depending  on 
the  family  responsibilities  of  the  Fellow.  (2)  Post- 
doctoral Fellowships  are  limited  to  applicants  with 
the  degree  of  Doctor  of  Medicine,  Doctor  of  Phi- 
losophy, or  their  equivalent.  These  fellowships  are 
also  tenable  for  one  year,  with  prospect  of  renewal. 
Stipends  range  from  $4,000  to  $6,000  per  year,  de- 
pending on  the  family  responsibilities  of  the  Fellow. 
(3)  Senior  Investigator  Awards  are  made  to  candi- 
dates holding  or  eligible  for  a “faculty  rank,”  such 
as  instructor  or  assistant  professor  (or  equivalent) 


and  who  are  sponsored  by  their  institution.  Stipends 
are  from  $6,000  to  $7,500  per  year  and  are  tenable  for 
five  years. 

For  further  information  and  application  forms,  ad- 
dress the  Medical  Director,  Arthritis  and  Rheuma- 
tism Foundation,  10  Columbus  Circle,  New  York  19, 
New  York. 

Cancer  Teaching  Day — In  cooperation  with  the 
Erie  County  Medical  Society,  the  University  of 
Buffalo  School  of  Medicine  and  the  Bureau  of  Can- 
cer Control,  the  New  York  State  Department  of 
Health  held  its  Fourth  Annual  Cancer  Teaching 
Day  at  Roswell  Park  Memorial  Institute  on  May  22. 

American  Medical  Education — Contributors  to 
the  American  Medical  Education  Foundation  for 
the  month  of  April  were:  Brooklyn:  Dr.  Philip  N. 
Sawyer;  Flushing:  Drs.  R.  V.  Grieco  and  Anthony 
Vasilas;  Jackson  Heights:  Dr.  Carl  C.  Salzman; 
Jamaica:  Dr.  Robert  E.  Carter;  Long  Island  City: 
Dr.  Gerald  F.  Machacek;  Mount  Vernon:  Dr. 

Gertie  F.  Marx;  New  York  City:  Drs.  Harold  H. 
Aaron,  Milton  P.  Adel,  Joseph  Ballinger,  Sara  Bass, 
Edgar  H.  Bates,  Walter  Berlin,  William  B.  Bilecky, 

F.  Bracken,  Murray  L.  Brandt,  Paul  H.  Brauer, 

G.  J.  Coffin,  Helen  E.  Cohn,  Jerome  S.  Coles,  George 
N.  Cornell,  Robert  L.  Craig,  Douglas  S.  Damrosch, 
Lewis  J.  Doshay,  Murray  Dworetsky,  Wilhelm 
Eilbott,  Emil  Endreny,  Herbert  A.  Epstein,  Samuel 
A.  Feldman,  Gerald  H.  Flamm,  Kenneth  C.  Francis, 
Samuel  Z.  Freedman,  W.  G.  Frey,  Jr.,  Gerald  J. 
Friedman,  Jacob  Friedman,  John  Frosch,  Alice  L. 
Gilbert,  Myer  E.  Golan,  Morris  Grayson,  B.  B. 
Greenberg,  Sidney  M.  Greenberg,  Paul  Gross,  Loren 
P.  Guy,  Edwin  T.  Hauser,  Suzanne  Howe,  George 

H.  Hyslop,  Charles  H.  Immordino,  D.  R.  Jensen, 
Michael  J.  Jordan,  Anna  Kaslow,  Jetti  Katz,  John 

A.  Kelly,  F.  T.  Kirkham,  Jr.,  Emory  Klein,  Philip 
Knapp,  Edmund  F.  Kohl,  Harvey  P.  Kopell,  B.  E. 
Krentz,  M.  Kris,  Morton  Landau,  Jules  Landowski, 
Alfred  G.  Langmann,  Ludwig  G.  Laufer,  Thomas 
E.  Lee,  Leon  I.  Levine,  David  M.  Levy,  Leo  Loewe, 
Jere  W.  Lord,  Jr.,  Harry  J.  Lowen,  Moriz  Lowy, 
Charles  L.  Lumb,  M.  S.  Mahler,  Herbert  C.  Maier, 
Maxwell  Maltz,  Mary  R.  Markham,  Samuel  Mar- 
ton,  Nina  M.  Mazzola,  Lilliam  McGowan,  William 
T.  Medl,  Myer  D.  Mendelson,  Emy  A.  Metzger, 
Isidore  Miller,  Jay  W.  Miller,  Max-  Miller,  Julius 
Miltz,  Bernard  J.  Mintz,  F.  Miraglia,  Erika  Mohr, 

B.  F.  Morrow,  Eduard  Muehsam,  Thomas  M. 
Mulcahy,  Daniel  A.  Mulvihill,  Mary  L.  Murphy, 
Peter  M.  Murray,  Robert  A.  Nabatoff,  and  M.  N. 
Newquist. 

Also:  Drs.  Raymond  P.  Nolan,  Jane  D.  Northup, 
Herman  Nunberg,  Joseph  H.  O’Connell,  Herbert  S. 
Ogden,  Julius  G.  Ottenheimer,  Blaise  Pasquarelli, 
Samuel  M.  Peck,  Nancy  M.  Peters,  Richard  U. 
Peterson,  T.  Pick,  Richard  N.  Pierson,  Bernard  J. 
Pisani,  David  L.  Poe,  John  L.  Pool,  Leonard  J. 
Raider,  Loton  H.  Rasmussen,  Charles  Ressler, 
Harmon  T.  Rhoads,  Jr.,  Alfred  A.  Richman,  Robert 
Richman,  Nathan  Robbins,  Ralph  G.  Rohner, 

[Continued  on  page  2126] 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P sychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on- the- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  “5s 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamcvcy  5-4875 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  X-ray, 

medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MoncLl  School 

Licensed  by  the  State  of  New  York. 


254  W.  54  St— N Y C 
Circle  7-3434 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  "1  -hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 


A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PINEWOOD  g;:  iaftfiS?}  *• 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BUY 

Savings  Bonds 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 
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Nathan  Root,  Maurice  S.  Rosen,  Albert  Rosenblatt, 
Isidor  C.  Rubin,  Daniel  E.  Russo,  Charles  A.  Ru- 
volo,  Rupert  C.  Sancho,  Grant  Sanger,  Vito  F. 
Santangelo,  Theresa  Scanlan,  John  E.  Scarff,  Lewis 
Schachne,  Alan  A.  Scheer,  Norman  P.  Schenker, 
Charles  F.  Schetlin,  William  Schick,  Arthur  Schif- 
rin,  Fred  J.  Schilling,  Jr.,  Herman  Schneck,  Blanca 
Schneid,  Rudolph  Schullinger,  Sigmund  Schutz, 
Irving  Schwartz,  Leo  Schwartz,  Otto  F.  Schwartzer, 
Alfred  Schwarz,  Charles  D.  Schwarz,  Headley  L. 
Scott,  Daniel  Shapiro,  Edward  Sheckman,  Robert 
S.  Sherman,  Norman  Simon,  Carl  A.  Smith,  Harry 
P.  Smith,  James  J.  Smith,  Martin  D.  Smith,  Ruth 
E.  Snyder,  Harry  A.  Solomon,  M.  D.  Speiser,  Maus 
W.  Stearns,  Jr.,  Aaron  Stein,  Edward  Stern,  C.  R. 
Straatsma,  Philip  Strax,  Raymond  P.  Sullivan, 
Marion  B.  Sulzberger,  Ralph  M.  Sussman,  M.  P. 
Sykes,  Nathan  Tandet,  Fannie  I.  Tomson,  Morris 
Touriel,  S.  Trinidad,  Max  Trubek,  Maurice  Tulin, 
Arthur  M.  Tunick,  Morris  Turell,  Arnold  I.  Turtz, 
Charles  A.  Turtz,  Abraham  L.  Umansky,  Bella  S. 
Van  Bark,  B.  M.  Vance,  Leo  R.  Varon,  John  J. 


Vetter,  Diodato  Villamena,  David  P.  Waldman, 
George  E.  Wantz,  Jr.,  Bettina  Warburg,  Jerome  P. 
Webster,  M.  L.  Wenger,  F.  J.  Wertz,  M.  C.  Wheeler, 
Chester  H.  Whitney,  Charles  L.  Whittemore,  Felix 
Widder,  Irja  E.  Widenius,  F.  H.  Wilke,  Robert  S. 
Wilkinson,  Seymour  Wimpfheimer,  T.  S.  Winslow, 
George  N.  Wise,  Samuel  E.  Witt,  Victor  H.  Witten, 
Herbert  Zerner,  F.  Ziman,  Angelo  A.  Zingaro,  and 
Judah  Zizmor. 

Norwich:  Dr.  H.  L.  Wilson;  Perry shurg : Dr. 
Richard  Nauen;  Rome:  Dr.  Edwin  P.  Russell,  Jr.; 
Seaford:  Dr.  Louis  Z.  Pampellonne;  Skaneateles: 
Drs.  Robert  P.  Horne  and  Herman  Weiskotten; 
Syracuse:  Drs.  Samuel  Belkowitz,  David  W.  Brewer, 
Leon  A.  Chadwick,  E.  J.  Delmonico,  Herman  J. 
Dick,  Irving  L.  Ershler,  Carmen  D.  Gelormini,  Otto 
Gelormini,  Gordon  D.  Hoople,  Drs.  Edward  C. 
Hughes,  Philip  Menter,  George  M.  Raus,  and  Albert 
W.  Van  Ness;  Tuckahoe:  Dr.  Robert  G.  Hicks; 
Utica:  Dr.  James  I.  Farrell;  Watertown:  Dr.  An- 
drew J.  Summa;  Woodside:  Dr.  Alfred  E.  Passera; 
Wyandanch:  Dr.  Jean  F.  Huddleston,  and  Yonkers: 
Dr.  Aino  Tuul. 


Personalities 


Appointed 

Dr.  Henry  L.  Schmidt,  Jr.,  director  of  professional 
services  at  the  New  York  Veterans  Administration 
Hospital,  as  manager  of  the  Brooklyn  Veterans 
Administration  Hospital  near  Fort  Hamilton. 

Elected 

As  officers  of  the  New  York  Trudeau  Society: 
president,  Dr.  James  W.  Raleigh,  Sunmount;  presi- 
dent-elect, Dr.  Alfred  S.  Dooneief,  Mount  Kisco; 
vice-president,  Dr.  J.  Maxwell  Chamberlain,  New 
York  City;  and  secretary-treasurer,  Dr.  Walter  L. 
Evans,  Penysburg.  . .Dr.  Arthur  Linksz,  New  York 
City,  as  president  of  the  New  York  Society  for 
Clinical  Ophthalmology. 

Honored 

Dr.  Edward  C.  Reifenstein,  Sr.,  former  chairman 
of  the  Department  of  Medicine  of  the  State  Univer- 
sity College  of  Medicine  in  Syracuse,  with  a testi- 
monial dinner  May  8 given  by  doctors  who  trained 
under  him.  . .Dr.  Howard  A.  Rusk,  by  the  Associ- 
ation for  the  Help  of  Retarded  Children,  with  a 
bronze  plaque  for  his  leadership  in  rehabilitating  the 
handicapped. 

Awarded 

Dr.  Jerome  Glaser,  clinical  associate  professor  of 
pediatrics  at  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  the  Albert  David  Kaiser 
Medal  for  1958.  . .Dr.  Morris  A.  Jacobs,  Commis- 
sioner of  Hospitals,  a certificate  of  appreciation  for 
his  service  to  the  Red  Cross. 


Speakers 

Dr.  Philip  S.  Bergman,  at  the  Black  River  Valley 
Club,  May  20,  on  the  topic  1 ‘Neuropsychiatric  As- 
pects of  Alterations  in  the  Cerebral  Circulation”.  . . 
Dr.  Marion  Echols,  at  the  158th  scientific  meeting 
of  the  Association  for  the  Advancement  of  Psycho- 
therapy, on  the  subject  “Preventive  Psychiatry”.  . . 
Dr.  Paul  Gerhardt,  at  the  State  University  College 
of  Medicine  in  Syracuse,  May  15,  on  the  topic 
“Lay  Education  Program  for  the  Early  Diagnosis  of 
Cancer”.  . .Dr.  Emil  A.  Gutheil,  on  “Preventive 
Psychiatry”  May  23.  . .Dr.  Alan  T.  Guttmacher, 
May  8,  before  the  junior  auxiliary  of  Planned  Parent- 
hood of  Manhattan  and  the  Bronx.  . .Dr.  Vincent  H. 
Handy,  before  a physicians’  postgraduate  course  on 
malignant  disease  May  15.  . .Dr.  Clinton  Van  Zandt 
Hawn,  Cooperstown,  at  the  Fourth  Annual  Meeting 
of  the  Oklahoma  Association  of  House  Staff  Physi- 
cians, May  23.  . .Dr.  Ira  I.  Kaplan,  presenting  the 
seventh  annual  Ira  I.  Kaplan  Lecture  at  Lore-Wert- 
heim  Alumni  Hall  at  New  York  University-Bellevue 
Medical  Center,  May  8.  . .Dr.  Margaret  M.  Law- 
rence, at  the  third  annual  conference  of  the  New 
York  State  Association  of  Community  Mental 
Health  Boards,  May  18.  . .Dr.  Alan  McLean,  before 
the  Association  for  the  Advancement  of  Psycho- 
therapy, on  May  23.  . .Dr.  Burton  Pfeffer,  on  the 
subject  “Preventive  Psychiatry  in  Community 
Action,”  May  23.  . .Dr.  Christopher  F.  Terrence,  at 
the  annual  conference  of  the  New  York  State  Asso- 
ciation of  Community  Mental  Health  Boards,  May 
20.  . .Dr.  Robert  Weiss,  presenting  the  dinner 
address  on  the  Washington  Heights  project  in 
community  psychiatry,  May  19,  at  the  annual  con- 
ference of  the  New  York  State  Association  of  Com- 
munity Mental  Health  Boards. 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 
specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building: 
street  entrance;  apartment  residential  area;  concessions; 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  medical  practice,  rural  community  near  Buffalo, 
home-office  combination,  fully  equipped,  excellent  offer, 
must  sacrifice.  Box  757,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  practitioner’s  fully  equipped,  5 room  office,  X-Ray, 
air-conditioner.  10  years  in  East  Bronx,  specializing. 
TY3-7160. 


FOR  SALE  OR  FOR  LEASE 


Lindenhurst,  L.  I.  For  Sale  or  Lease.  Doctors  Residence. 
Suitable  for  Professional  Offices.  Lindenhurst  5-0031. 


FOR  SALE 


Home  and  Office.  General  Practice  established  fifteen 
years.  On  Thruway  20  miles  from  NYC.  Reason  for  leaving 
— specializing.  Box  742,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Busy  practice,  Brooklyn,  Office  with  X-ray,  EKG,  air- 
conditioned,  including  home  completely  furnished.  Leaving 
to  specialize. 

114  Arlington  Avenue,  Brooklyn  AP  7-1194 


Active  busy  general  practice.  For  sale  busy  Nassau  County 
community.  Large  home  office  combination  on  good  corner. 
Price  low.  Leaving  for  specialty.  Box  746,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


New  York  State  active  General  Practitioner  & Surgeon  re- 
tiring. Excellent  location  for  EENT  or  Surgeon  & General 
Practitioner — Community  of  40,000.  Box  751,  N.  Y.  St.  Jr. 
Med. 


Available  immediately,  established  physician’s  home-office. 
Beautiful  10  rooms,  3 baths,  ideal  location,  Nassau  County. 
Excellent  opportunity.  Box  752,  N.  Y St.  Jr.  Med. 


General  Practitioner,  Age  31,  Family.  Interested  in  leasing 
or  purchasing  active  general  practice.  Available  now.  Will 
consider  partnership.  Box  761,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


GENERAL  PRACTICE.  Town  3,000  near  Buffalo.  Gross 
$25,000  plus  $7,500  assured  income  from  morning  institu- 
tional work.  Should  net  over  $20,000  yearly.  Wish  to  sell 
home  and  adjacent  office  building.  Equipment  and  new  furni- 
ture optional.  2 modern  150-bed  hospitals  11  miles  away 
with  all  available  consultants.  Staff  positions  assured. 
Moving  south.  Wonderful  opportunity.  Box  743,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


QUEENS— HOLLISWOOD  VICINITY  $42,990 

10^  rooms — Brick  & Stone  Ranch 
Ideal  for  Professional 

1st  level  4 room  office  area.  Upper  level  6J 
tremendous  rooms.  41  ft.  living  & dining 
room,  20  ft.  kitchen,  3 bedrooms,  3 baths,  2 
zone  heating,  2 car  att.  garage,  large  rear 
patio  & barbeque.  OWNER — SPruce  6-6050 


OPHTHALMOLOGIST— Board  certified  or  eligible,  take 
over  well-established  practice  of  late  Dr.  Theodore  Paprocki 
in  Ogdensburg,  N.Y.  centrally  located,  drawing  from  entire 
St.  Lawrence  County — well  equipped  office — hospital  posi- 
tions open-available  immediately.  For  further  information 
write  to  Dr.  John  G.  Lipani,  921  President  Street,  Brooklyn 
15,  N.  Y. 


POSITION  OPEN 


Montefiore  Medical  Group  seeks  Board  eligible  internist  for 
family  practice  with  Group.  Starting  salary  $10,300  with 
annual  increments  and  other  benefits.  Write  George  A. 
Silver,  M.D.,  Montefiore  Medical  Group,  NewYork  67,  New 
York. 


Rockland  County:  Dentist  with  active  practice  in  rapidly 

growing  community  will  sublease  to  suitable  physician.  Box 
762,  N.  Y.  St.  Jr.  Med. 


CONVALESCING  OR  RESIDENT 
HOME  FOR  THE  AGED 


Fabulous  mansion  and  country  surroundings,  ideally  situ- 
ated in  Saugerties,  N.  Y.,  off  thruway,  2 hrs  from  New  York, 
(caretakers  on  property  and  kept  in  perfect  condition)  100 
acres,  12  large  rooms,  accomodating  22  persons.  Won- 
derful opportunity  for  Doctor  with  exclusive  following,  will- 
ing to  discuss  either  sale  of  this  fabulous  set  up  or  willing  to 
consider  a business  venture.  Please  state  all  particulars  in 
letter.  Box  759,  N.  Y.  St.  Jr.  Med. 


WESTCHESTER 

Professional  Apartment 

New  Garden  Apartment  House  Now  under 
Construction,  N.  Y. — Excellent  Location — West 
Street  Gardens  MU  4-6390 


FOR  CASTRO- INTEST  INAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


^Each  tablet  contains:  Extract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vz  hr.  after 
meals  — Supply:  Tins  of  100.  J 


"Sedation  L Euphoria  for  Nervous, 
Irritable  Patients" 


VALERIANETS-OISPERT® 

\ 

Each  Chocolate  Coated  Tab.  Contains  Ext 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


"A  modernized  method  of  preparing  Burow's 
Solution  U S P.  XIV" 


PRESTO-BORO® 

> 

POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 

V / 


AVAILABLE  AT  ALL  PHARMACIES 


EUCARBON® 


@ STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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FILM  REVIEWS 


The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the  Medical 
Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the  Medical 
Film  Libras  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue,  Albany,  New 
York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organizations.  Return 
postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both  professional  and  lay  use  are 
available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answer  period  pre- 
sided over  by  a professional  person  familiar  with  the  topic  presented. 


Oral  Cancer.  Classification:  Oncology;  Den- 

tistry; Oral  Surgery;  Medicine;  Surgery.  Color, 
sound,  33  minutes.  Produced  by  the  American 
Cancer  Society  and  the  United  States  Public  Health 
Service,  1953. 

This  film  has  been  produced  for  both  the  medical 
and  the  dental  professions  and  appears  ’to  have  con- 
siderable practical  value  for  the  practicing  physician 
and  dentist.  “Oral  Cancer’  ’ outlines  the  physi- 
cian’s and  dentist’s  responsibility  for  the  early 
recognition  of  malignant  and  potentially  malignant 
lesions  of  the  oral  cavity;  depicts  the  steps  in  a 
thorough  examination  of  the  mouth  which  can  be 
carried  out  by  either  the  dentist  or  the  doctor; 
presents  significant  statistical  data  illustrating  the 
increased  five-year  survival  rates  when  such  lesions 
are  treated  early,  and  concludes  by  presenting  six 
cases  of  oral  cancer  illustrating  early  cancers  of  the 
gingiva,  tongue,  buccal  mucosa,  palate,  lip,  and  the 
floor  of  the  mouth. 

Audience:  Medical  and  dental  students,  physi- 
cians, and  dentists. 

The  Autonomic  Nervous  System.  Classification: 
Neurology;  Anatomy;  Pharmacology;  Medicine; 
Surgery.  Color,  sound,  39  minutes.  Produced  by 
Duke  University  School  of  Medicine  and  distributed 
by  the  National  Foundation  of  Infantile  Paralysis, 
1953. 

Starting  with  animated  diagrams,  the  film  por- 
trays sympathetic  as  well  as  parasympathetic  nerv- 
ous systems.  Indication  of  the  effects  of  some 
enzymes  and  drugs  is  included.  This  is  followed  by 
a demonstration  of  the  autonomic  nervous  system 
on  a cadaver.  At  times  this  demonstration  is 
tedious  and  not  clear.  The  film  is  accurate  and 
will  serve  as  an  excellent  introduction  or  a review  of  a 
difficult  subject.  It  is  not  a sufficient  presentation 
in  itself. 

Audience:  Medical  students,  residents,  surgeons. 


Alcoholism.  Classification:  Public  Health;  Psy- 
chiatry. Black  and  white,  sound,  22  minutes. 
Year  of  Production,  1952;  Encyclopedia  Britannica 
Film  Inc. 

The  background  of  this  film  on  “Alcoholism”  is 
made  up  of  the  interviews  of  a physician  with  an 
alcoholic.  These  interviews  portray  the  alcoholic’s 
progress,  development,  and  recovery.  The  patient 
is  an  upper  middle  class,  typical  suburbanite  with  a 
simple,  classical  problem  that  can  be  treated  in  the 
“outpatient”  department  or  in  the  office.  It  is, 
of  course,  an  over-simplification  of  an  extremely 
complex  problem,  even  though  this  one  case  is  por- 
trayed very  well.  It  is  most  useful  as  a presenta- 
tion by  a qualified  physician  to  lay  groups,  although 
in  the  present  state  of  our  knowledge,  it  would  be 
acceptable  for  medical  students,  nurses,  and  general 
medical  audiences. 

Audience:  Professional,  clinical  graduate. 

Plague  Control  (Navy  Code  No.  MN-4049). 

Classification:  Bacteriology;  Public  Health.  Year 
of  Production:  1944  to  1945;  Country  of  Origin, 
U.  S.  A.  Color,  sound,  approximately  24  minutes. 
Producer:  U.  S.  Navy,  in  collaboration  with  Pathe- 
scope  Company  of  America,  Inc. 

An  arresting  film  on  the  clinical  manifestations, 
epidemiology,  distribution,  and  technics  for  control 
of  epidemic  plague,  and  therapy.  Presented  in 
verbally  well-organized  but  visually  uneven  form. 
The  problems  presented  are  slanted  to  a military 
audience  facing  potential  contact  with  native  popu- 
lations in  endemic  areas,  but  the  principles  taught 
will  find  application  wherever  plague  is  a potential  or 
active  public  health  problem. 

Audience:  Medical  students;  public  health 

workers,  including  sanitarians  and  engineers;  medi- 
cal practitioners  (in  event  of  an  epidemic),  and 
students  of  medical  entomology  and  advanced 
bacteriology. 
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WANTED 


FOR  LEASE 

Prof,  zoned.  4V£  lge  rm  apt.  off  cent  hall  walkin  clos.  Main 
fl  1 or  2 rm  office,  2 fam,  Garden,  ect  Riverdale,  Yonkers 
N.  Y.  Yo-3-7262,  Mrs.  Heisler,  249  Valentine  La. 


FOR  RENT 


Dental  or  medical  office  available  in  small 
prosperous  community  near  New  York 
City.  Write  Box  740,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


3 large  offices  in  well  est.  location  on  Main  St.  suitable  for 
G.P.  or  specialist  near  modern  hospital.  Write  Occupant, 
106  Main  St.,  Hudson  Falls,  N.  Y. 


FOR  RENT 


Nassau  County,  3 rooms  in  building  with  active  G.P.,  near 
proposed  new  hospital,  suitable  ophthalmologist.  WA  1-0701. 


Impressive  5 room  suite  in  air  conditioned  professional  bldg, 
with  DDS,  POD,  OPT,  large  community,  equipment  op- 
tional, SH.  3-5199,  NI  8-6671. 


PRACTICE  FOR  SALE 


General  practice;  predominantly  Workmen’s  Compensation 
injuries;  fully  equipped,  well  established  in  Manhattan 
manufacturing  area;  regular  hours,  five  day  week;  good 
lease.  Box  758,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Completely  furnished  and  equipped  five  room  doctor’s  office 
including  200MA  x-ray  and  fluoroscope.  Rent  free.  Cen- 
tral location  and  parking  available.  WH.  9-2689. 


WANTED 


Internist,  pediatrician,  E.N.T.,  or  general  practitioner  to 
share  building.  Will  rent  or  form  group.  General  surgeon, 
formerly  in  general  practice,  will  finance.  N.J.  community 
of  40,000,  just  10  miles  from  Times  Square.  Call  New 
Jersey,  WYman  1-0928. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33M  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


FOR  RENT 


MEDICAL  OFFICE  BUILDING.  Fast  growing  New 
Jersey  surburban  area.  Newly  constructed  modern  medical 
offices.  Central  air-conditioning.  Built  in  music  system. 
Wood  panelled  consultation  rooms,  private  lavatories, 
nurses  stations  etc.  Nothing  has  been  overlooked.  Mod- 
erate rentals — from  $75.00  to  $185.00  per  suite.  For  infor- 
mation call  WA  6-3238. 


Active  General  Practice;  Insurance;  Compensation;  App’t 
School  physician.  Open  hospitals.  Good  income.  For  price 
of  equipment.  Northern  N.  Y.  Box  745,  N.  Y.  St.  Jr.  Med. 


WANTED 


Young  Board  Certified  Surgeon  wishes  to  join  group  or  busy 
surgeon  within  commuting  distance  of  Pelham,  New  York. 
Call  Pelham  8-3761.  Box  734,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner,  under  35,  to  join  very  busy  young 
M.D.  Long  Island,  one  hour  from  NYC.  Starting  salary 
$10,000  with  percentage  leading  to  full  partnership.  Prefer- 
ably no  previous  practice.  Fifth  year  income  would  be  about 
$50,000.  Reply  with  detailed  background.  Box  744,  N.  Y. 
St.  Jr.  Med. 


Mannsville  needs  general  practitioner.  Farming,  small  in- 
dustry and  vacation  area.  378  village  plus  3,116  population 
area.  Dr.  left  to  specialize,  potential  income  $35,000  up, 
yearly.  200  sq.  mi.  drawing  area.  Nursing  home  with 
ambulance  service,  school  physician  available.  Hospitals 
nearby.  Thurs.  Sun.  call  system.  Write  Organizations 
Committee,  Mannsville,  New  York. 


WANTED 


Pediatrician  desired  in  a busy  pediatric  practice,  Western 
N.  Y.  State,  University  Hospital  association,  on  a salary 
basis  at  start,  eventual  partnership.  Box  756,  N.  Y.  St.  Jr. 
Med. 


Pediatrician,  Board  qualified  or  certified,  for  established  pri- 
vate group,  Staten  Island,  New  York.  Initial  contract  leading 
to  partnership.  Write  giving  Curriculum  Vitae,  Box  760, 
N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1 .35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

386  Fourth  Avenue  New  York  16,  N.  Y. 
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BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  April,  1958 ) 


Endocrine  Pathology  of  the  Ovary.  By  J.  M. 

Morris,  M.D.,  and  R.  E.  Scully,  M.D.  Octavo  of 
151  pages,  illustrated.  St.  Louis,  Mo.  The  C.  V. 
Mosby  Co.  1958.  Cloth,  $8.50. 

Strabismus  Ophthalmic  Symposium  II.  By 

J.  H.  Allen,  M.D.  Octavo  of  552  pages,  illustrated. 
St.  Louis,  Mo.  The  C.  V.  Mosby  Co.  1958. 
Cloth,  $16. 

Heart  Disease  in  Infancy  and  Childhood.  By  J. 

D.  Keith,  M.D.,  R.  D.  Rowe,  M.B.,  and  P.  Vlad, 
M.D.  Quarto  of  877  pages,  illustrated.  New 
York,  The  Macmillan  Co.  1958.  Cloth,  $22.50. 

Collected  Papers  of  Dr.  I.  C.  Rubin,  1910-1954. 

New  York,  Dr.  I.  C.  Rubin.  Octavo  of  797  pages, 
illustrated.  Cloth. 

Mental  Health  in  Industry.  By  A.  A.  McLean, 
M.D.,  and  G.  C.  Taylor,  M.D.  Octavo  of  262 
pages.  New  York,  McGraw-Hill  Book  Co.  1958. 
Cloth,  $6.50. 

Group  Processes.  Transactions  of  the  Third 
Conference,  October  7,  8,  9 and  10,  1956.  By  B. 

Schaffner,  M.D.  Octavo  of  328  pages.  New  York, 
Josiah  Macy,  Jr.  Foundation.  1957.  Cloth,  $4.00. 

The  Impact  of  the  Antibiotics  on  Medicine  and 
Society.  Monograph  II.  By  I.  Galdston,  M.D. 
Octavo  of  222  pages,  illustrated.  New  York, 
International  Universities  Press,  Inc.  1958.  Cloth, 
$5.00. 

Human  Infertility.  By  C.  L.  Buxton,  M.D.,  and 
Anna  L.  Southam,  M.D.  Octavo  of  229  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc.  1958. 
Cloth,  $7.50. 

Polysaccharides  in  Biology.  Transactions  of  the 
Second  Conference  April  25,  26  and  27,  1956. 

By  G.  F.  Springer,  M.D.  Octavo  of  245  pages, 
illustrated.  New  York,  The  Josiah  Macy,  Jr. 
Foundation.  1957.  Cloth,  $5.00. 

The  Atomic  Age  and  Our  Biological  Future.  By 

H.  V.  Br0ndsted.  Duodecimo  of  80  pages.  New 
York,  Philosophical  Library.  1957.  Cloth,  $2.50. 

Fat  Consumption  and  Coronary  Disease : The 
Evolutionary  Answer  to  This  Problem.  By  T.  L. 

Cleave.  Duodecimo  of  40  pages.  New  York, 
Philosophical  Library.  1958.  Paper,  $2.50. 

The  Medical  Management  of  Cancer.  By  H.  D. 

Diamond,  M.D.  Octavo  of  179  pages.  New  York, 
Grune  & Stratton.  1957.  Cloth,  $6.75. 

Rehabilitation.  By  W.  Scott  Allan.  Octavo  of 


247  pages.  New  York,  John  Wiley  & Sons,  Inc. 
1958.  Cloth,  $5.75. 

The  Treatment  of  Fractures.  Volume  III.  By 

L.  Bohler,  M.D.  Octavo  of  2307  pages,  illustrated. 
New  York,  Grune  & Stratton.  1958.  Cloth,  $21. 

Everyday  Problems  of  Boys  and  Girls.  By  S.  M. 

Gruenberg.  Octavo  of  363  pages.  New  York, 
Random  House.  1958.  Cloth,  $4.95. 

A Therapy  for  Anxiety  Tension  Reactions.  By 

G.  B.  Haugen,  M.D.,  H.  H.  Dixon,  M.D.,  and  H.  A. 
Dickel,  M.D.  Duodecimo  of  110  pages,  illustrated. 
New  York,  The  Macmillan  Co.  1958.  Cloth, 
$3.50. 

You  Can  Increase  Your  Heart  Power.  By  P.  J. 

Steincrohn,  M.D.  Octavo  of  381  pages.  New 
York,  Doubleday  & Co.  1958.  Cloth,  $4.95. 

Chronic  Schizophrenia.  By  T.  Freeman,  M.D., 
J.  L.  Cameron,  M.B.,  and  A.  McGhie,  M.A.  Duo- 
decimo of  158  pages.  New  York,  International 
Universities  Press,  1958.  Cloth,  $4.00. 

Pregnancy  and  Birth.  By  A.  F.  Guttmacher, 

M. D.  Duodecimo  of  255  pages,  illustrated.  New 
York,  The  New  American  Library.  1958.  Paper, 
$.50.. 

Medicine  and  Man.  By  R.  Calder.  Duodecimo 
of  256  pages.  New  York,  The  New  American 
Library,  1958.  Paper,  $.50. 

The  Extent  of  Cancer  Illness  in  the  United  States. 

By  the  Biometry  Branch  of  the  National  Cancer 
Institute.  Public  Health  Service  Publication  #547. 
Octavo  of  23  pages,  illustrated.  Paper,  $.25. 

Tuberculosis  In  White  and  Negro  Children. 

Volume  I.  By  Janet  B.  Hardy,  M.D.  Cambridge, 
Mass.  Harvard  University  Press,  1958.  Quarto  of 
122  pages,  illustrated.  Cloth,  $7.50. 

Tuberculosis  In  White  and  Negro  Children. 

Volume  II.  By  Miriam  E.  Brailey,  M.D.  Quarto 
of  103  pages,  illustrated.  Cambridge,  Mass., 
Harvard  University  Press.  1958.  Cloth,  $4.50. 

Something  for  the  Birds.  B\r  T.  S.  Drachman, 
M.D.  Octavo  of  190  pages.  New  York,  Crown 
Publishers,  1958.  Cloth,  $2.95. 

The  Neuroses  and  Their  Treatment.  By  E. 

Podolsky,  M.D.  Duodecimo  of  555  pages,  illus- 
trated. New  York,  Philosophical  Library,  1958. 
Cloth,  $10. 

[Continued  on  page  2132] 
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IN  FIFTY-TWO  SECONDS 


you  can  locate  any  registered  physician  in  New  York  State , 
together  with  data  on  his  professional  background  and 
affiliations , by  using  your  Medical  Directory. 


You  want  to  find: 

Dr.  John  Paul  Doe 


Do  this  first: 

Turn  to  the  “Alphabetical  Listing 
of  Physicians”  and  you’ll  find.  . . 
Doe,  Aaron  Roger,  Manhattan 
James  George,  Utica 
John  Paul , Syracuse 
Violet  Ann,  Bronx 
William  Robert,  Rochester 


Then  do  this: 

Turn  to  the  “Syracuse  Listing  of  Phy- 
sicians” and  you’ll  find.  . 

DOE , John  Paul , 17  W Adams  St. 
1-3  except  Thurs  & Sat.  Tel  Bowling 
7-1414.  Res  41  Beauty  Lane.  Tel 
Elmford  9-1744.  McGill  1933.  D-0. 
D-OL.  SEF.  FACS.  Am  Ac  Ophth 
& Otolar;  A1  Bell.  Sr  Otolar  Strong 
Meml;  Asst  ENT  Genl. 


A quick  reference  to  the  pages  on  abbreviations 
would  show  you  that  Dr.  John  Paul  Doe  is  a 
Diplomate  American  Board  of  Ophthalmology 
(D-O),  Diplomate  American  Board  of  Oto- 
laryngology (D-OL),  his  qualifications  under  the 
New  York  State  Workmen’s  Compensation  Law 
are  Ophthalmology,  Laryngology,  Rhinology, 
Otology  (SEF),  he  is  a Fellow  of  the  American 
College  of  Surgeons,  he  has  completed  service 
at  Bellevue  Hospital,  he  is  Senior  Otolaryngolo- 
gist at  Strong  Memorial  Hospital  and  Assistant 
Attending  Physician  Ear,  Nose  and  Throat  at 
General  Hospital. 


Orders  are 
now  being 
taken  for 
195  7 

EDITION 


Only  in  the  MEDICAL  DIRECTORY  OF  NEW  YORK  STATE  is  this  in- 
formation  available  to  you  so  quickly.  This  is  your  book,  published  by 
your  Society  and  you  can  be  sure  that  every  effort  is  made  to  provide  you 
with  accurate,  fully  detailed  listings.  Make  use  of  your  Directory — it’s  a 
volume  of  valuable  referencefor  data  on  physicians , hospitals , your  Medi- 
cal Society , general  information , pharmaceutical  and  equipment  suppliers. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


BOOKS  RECEIVED 


[Continued  from  page  2130] 

Psychoprophylactic  Preparation  for  Painless 
Childbirth.  By  I.  Bonstein,  M.D.  Duodecimo  of 
143  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1958.  Cloth,  $2.50. 

Chemistry  and  Biology  of  Mucopolysaccharides. 


Ciba  Foundation  Symposium.  By  G.  E.  W. 
Wolstenholme  and  M.  O’Connor.  Octavo  of  323 
pages,  illustrated.  Boston,  Mass.,  Little,  Brown  & 
Co.  1958.  Cloth,  $8.50. 

Our  Nuclear  Adventure.  By  D.  G.  Arnott. 
Duodecimo  of  170  pages.  Illustrated.  New  York, 
Philosophical  Library,  1958.  Cloth,  $6.00. 


Books  for  review  should  he  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue , 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  he  made  in  these  columns  and 
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of  systemic  infections  caused  by  antibiotic-resistant  bac- 
teria, 2044 

Nitrogen  mustard:  malignant  lymphomas  [Cancer  Alerts], 
2103 

Nostyn  (ectyluria),  clinical  evaluation  of,  520 
3-n-pentadecyl  catechol,  prophylactic  treatment  of  poison 
ivy  dermatitis  with,  using  the  wheal  method,  57 
Nutrition  and  the  Etiology  of  Human  Cancer  [Nutrition  Ex- 
cerpts] [Frayer),  1738 

Nutrition  Excerpts  (Series),  1331,  1738,  1926,  2101 
Nystatin  in  the  Office  Treatment  of  Vaginal  Moniliasis 
(Caruso),  1688 


Oaks:  see  Trees 

Obesity:  diet  composition  and  reducing  regimen  [Nutrition 
Excerpts],  1331 

Obesity,  management  of  [Cornell  Conferences  on  Therapy], 
79 

Obliterative  arterial  disease:  cardiovascular  surgery  at 

Montefiore  Hospital  in  1957  as  compared  with  1952  [Re- 
cent Advances  in  Medicine  and  Surgery],  1516 

Obstetrics' 

clinical  evaluation  of  Phenergan  in  the  management  of 
labor,  1514 

Pitocin-caudal  anesthesia  method  of  artificial  induction 
of  labor,  198 

respiratory  difficulties  of  newborn  infants  [Proceedings  of 
the  Special  Committee  on  Infant  Mortality],  372 


suppression  of  lactation:  a simple  method,  1887 
see  also  Pregnancy 

Old  Age  Assistance:  The  community’s  role  in  aging,  2062 
“Old  Doc.”  First  Auto  Test  Driver  [Selected  ReprintsJ 
(Mirt),  1352 

Oleandomycin  (Matromycin) : review  of  new  knowledge  in 
study  and  therapy  of  infectious  diseases,  2025 
Operating  room,  filming  an  emergency  in  the  [Visual  Educa- 
tion in  Medicine],  900 

OraP’Substitutes”  for  Insulin  [Health  Forums]  (Anderson), 

Oral  Treatment  of  Chronically  111  Mental  Patients  with 
Promazine  (Palmer  and  Apolito),  1294 
Orchard  grass : see  Grasses 

Orinase:  indications  and  contraindications  for  the  clinical 
use  of  the  hypoglycemic  sulfonylureas,  665 
Orinase:  oral  “substitutes”  for  insulin  [Health  Forums],  238 
Orthopnea,  postoperative  [Clinical  Anesthesia  Conference], 
1532 

Ortolani’s  sign:  can  congenital  dislocation  of  the  hip  be 
prevented?,  847 

Osteogenic  sarcoma:  see  Sarcoma 

Otosclerotic  deafness,  advances  in  the  stapes  mobilization 
operation  for,  191 

Ovary,  adrenal-like  tumor  of  the  (Clinicopathologic  Con- 
ference], 556 

Ovary,  epidermoid  carcinoma  arising  in  dermoid  cyst  of,  95 
Overdosage  of  Doriden  (Wigderson,  Samostie,  Brunner,  and 
Pittari),  874 
Oxytocin:  see  Pitocin 


Pacatal,  five  cases  of  heat  stroke  observed  in  mentally  ill 
patients  treated  with,  during  the  hot  weather  spell.  1877 
Pacatal  in  anesthesia,  preliminary  observations  on,  63 
Papanicolaou  smears:  reliability  of  cytodiagnostic  methods 
in  cancer  detection,  1265 
Paper  electrophoresis,  clinical  evaluation  of,  689 
Paraplegic,  “Mass  Reflex”  in  [Clinical  Anesthesia  Confer- 
ence], 1921 

Parkinsonism:  assaultive  behavior  in  the  aged,  515 
Patient  Accidents  Occurring  in  Hospitals:  Epidemiologic 
Study  of  614  Accidents  (Parrish  and  Weil),  838 
Pediatric  practice,  psychologic  aspects  of:  acute  psychiatric 
illness  in  children,  1665 

Pediatric  premedication,  methantheline  bromide  in,  682 
Pediatrics:  see  Child(ren) 

Peganone  (ethotoin),  a new  anticonvulsant,  2054 
Penicillin:  advances  in  the  diagnosis  and  treatment  of  acute 
pyogenic  meningitis,  part  II  [Recent  Advances  in  Medicine 
and  Surgery],  363 
Pentaerythritol : see  Peritrate 

Peptone  shock:  enzymatic  mechanisms  in  allergy  [Funda- 
mentals of  Modern  Allergy],  722 
Peripheral  Neuronopathy  (Charcot-Marie-Tooth  Disease) 
in  Association  with  Gastrointestinal  symptoms  (Nor- 
strand  and  Margulies),  863 

Peripheral  vascular  diseases,  recent  advances  in  the  manage- 
ment of  [Recent  Advances  in  Medicine  and  Surgery],  1889 
Peritrate,  sustained-action,  in  arterial  insufficiency  of  the 
low’er  extremities,  1301 

Pertussis:  allergic  reactions  to  vaccines  [Fundamentals  of 
Modern  Allergy],  1724 

Phenergan  in  the  management  of  labor,  clinical  evaluation 
of,  1514 

Phenothiazine:  preliminary  observations  on  Pacatal  in 

anesthesia,  63 

Phlebitis:  management  of  varicose  veins  [Recent  Advances 
in  Medicine  and  Surgery],  1691 
Photography,  medical,  the  value  of  to  the  specialist  [Visual 
Education  in  Medicine],  1344 

Physical  medicine:  rehabilitation  services  in  the  municipal 
hospitals  of  New  York  City,  60 
Physician  in  the  Cardiac  Compensation  Case  [Special  Article] 
(Klein),  1765 

Pickwickian  syndrome:  management  of  obesity  [Cornell 

Conferences  on  Therapy],  79 

Pitocin-Caudal  Anesthesia  Method  of  Artificial  Induction 
of  Labor  (Nowill  and  Howland),  198 
Pituitary  gland:  surgical  anesthesia  in  a patient  with  hypo- 
physectomy  (Clinical  Anesthesia  Conference],  2094 
Placentography,  soft  tissue,  using  differential  intensifying 
screens,  2060 

Plasmacytosis  [Clinicopathologic  Conference],  2066 
Plexus  neuritis,  typical  and  atypical  etiologic  factors  of,  2058 
Pneumococcic  meningitis:  advances  in  the  diagnosis  and 

treatment  of  acute  pyogenic  meningitis,  part  II  (Recent 
Advances  in  Medicine  and  Surgery],  363 
Pneumonia:  Bacillus  subtilis  septicemia  and  generalized 

aspergillosis  in  a patient  with  acute  myeloblastic  leukemia, 
1870 

Pneumonia,  eosinophilic,  eosinophilic  granuloma  of  the  lung 
with,  1279 

Poisoning,  arsenic,  accidental,  1510 
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Poison  ivy  dermatitis,  prophylactic  treatment  of,  with 
3-n-pentadecyl  catechol  using  the  wheal  method,  57 
Poison,  ivy,  poison  oak,  poison  sumac:  see  Dermatitis,  rhus 
Polio  vaccination  program:  reviewing  today’s  child  health 
conference  in  New  York  City,  675 
Polycythemia  Vera  and  the  Chronic  Leukemias  [Cancer 
Alerts],  (Diamond),  565 

Polyostotic  Fibrous  Dysplasia  (Uehara  and  St.  John),  2049 
Pollen:  Botany  and  allergy  [Fundamentals  of  Modern  Al- 
lergy], 227 

Polymeric-Coated  Aspirin  in  the  Treatment  of  Aspirin- 
Sensitive  Arthritic  Patients  (Giovinco),  356 
Poplars:  see  Trees 

Postoperative  Orthopnea  [Clinical  Anesthesia  Conference], 
1532 

Potassium  permanganate,  burns  of  the  vagina  and  cervix 
following  the  use  of,  527 

Practical  Aspects  of  Patient  Protection  in  Diagnostic  Roent- 
genography (Finby),  185 

Prausnitz-Kustner  reaction:  types  of  allergic  reactions 

[Fundamentals  of  Modern  Allergy],  561 
Prednisone:  see  Steroids 
Pregnancy 

blighted  twin  diagnosed  by  x-ray,  1743 
improvement  of  sarcoidosis  during,  1882 
intraligamentous,  1341 

management  of  varicose  veins  [Recent  Advances  in 
Medicine  and  Surgery],  1691 
metastasizing  hydatidiform  mole  with  recovery,  1483 
unruptured  interstitial,  in  association  with  multiple 
myomas,  245 
see  also  Obstetrics 

Preliminary  Observations  on  Pacatal  in  Anesthesia  (Bucceri, 
Richardson,  and  Rovenstine),  63 
Preliminary  Report  on  the  Clinical  Use  of  a New  Antico- 
agulant (Miradon)  (Blaustein),  701 
Prevention  of  Coronary  Artery  Disease  [Health  Forums] 
(Grover),  404 

Problem  of  Fees  for  Emergency  Service  [Public  Relations 
Conference]  (Rafle),  419 

Proceedings  of  the  New  York  Allergy  Society  (Panel  Dis- 
cussion), 534 

Proceedings  of  the  Special  Committee  on  Infant  Mortality 
(Series),  372 

Promazine  and  Azacyclonol  in  the  Treatment  of  Chronic 
Psychotics  (Graffeo),  2056 

Promazine,  oral  treatment  of  chronically  ill  mental  patients 
with,  1294 

Prophylactic  Treatment  of  Poison  Ivy  Dermatitis  with  3-n- 
Pentadecyl  Catechol  Using  the  Wheal  Method  (Keil),  57 
Prophylaxis  in  Allergy  [Fundamentals  of  Modern  Allergy] 
(Zohn),  1527 

Prostheses : historical  review  and  recent  advances  in  surgery 
of  the  aorta,  part  II  [Recent  Advances  in  Medicine  and 
Surgery],  69 

Protein,  wheat,  effect  in  celiac  disease  [Nutrition  Excerpts], 
1926 

Proteolytic  activity:  enzymatic  mechanisms  in  allergy,  722 
Psyche,  allergy  and  the  [Proceedings  of  the  New  York  Allergy 
Society  ],  534 

Psychiatric  illness,  acute,  in  children:  psychologic  aspects  of 
pediatric  practice,  1665 

Psychologic  Aspects  of  Pediatric  Practice:  Acute  Psychiat- 
ric Illness  in  Children  (Sullivan).  1665 
Psychotherapeutic  technic,  brief,  for  the  treatment  of  severe 
alcoholism  by  the  family  physician  [Treatment  of  Alcohol- 
ism], 397 

Psychotherapy:  assaultive  behavior  in  the  aged,  1515 
Psychotherapy;:  hyperventilation  syndrome  in  clinical 

medicine,  1494 

Psychotherapy:  management  of  obesity  [Cornell  Confer- 

ences on  Therapy],  79 

Psychotics,  chronic,  promazine  and  azacyclonol  in  the  treat- 
ment of,  2056 

Public  Relations  Conference,  415 

Public  Relations,  medium,  the  medical  film  as  a [Visual 
Education  in  Medicine],  1935 

Public  Relations  Phases  of  Industrial  Medicine  [Public 
Relations  Conference]  (Mira),  427 
Pulmonary  tuberculosis,  simultaneous  primary  resection  and 
thoracoplasty  for,  1297 

Pulmonary  Ventilation  Function  Tests  in  Allergy  Practice 
[Fundamentals  of  Modern  Allergy]  (Beecher),  891 
Purification  of  milk  in  New  York,  history  of  the,  or  how  now 
brown  cow  [History  of  Medicine  in  New  York  State],  911 
Purpura:  clinical  evaluation  of  paper  electrophoresis,  689 
Pyelonephritis  [Clinicopathologic  Conference],  715 
Pyogenic  Meningitis,  acute,  advances  in  the  diagnosis  and 
treatment  of  [Recent  Advances  in  Medicine  and  Sur- 
gery], 204,  363 


Radioactive  iodine:  surgery  of  the  thyroid  gland  [Recent 
Advances  in  Medicine  and  Surgery],  548,  703 
Radiology:  practical  aspects  of  patient  protection  in  diagnos- 
tic roentgenography,  185 


Radiotherapy:  metastasizing  hydatidiform  mole  with  re- 

covery, 1483 
Ragw'eed : see  Hay  fever 

Rapid  Treatment  of  Severe  Diabetic  Ketosis  Associated 
with  Severe  Insulin  Allergy  (Poliakoff),  243 
Rauwolfia  serpentina:  drug-induced  depression — fact  or 

fallacy,  354 

Rauwolfia  serpentina,  use  of  derivatives  of,  in  the  treatment 
of  malnutrition,  505 

Raynaud’s  disease:  recent  advances  in  the  management  of 
peripheral  vascular  diseases  [Recent  Advances  in  Medicine 
and  Surgery],  1889 

Recent  Advances  in  Medicine  and  Surgery  (Series),  69,  204, 
363,  548,  703,  877,  1303, 1516,  1691,  1889 
Recent  Advances  in  the  Management  of  Peripheral  Vascular 
Diseases  [Recent  Advances  in  Medicine  and  Surgery] 
(Blum  and  Mendlowitz),  1889 
Red  top : see  Grasses 

Reducing  regimen,  diet  composition  and  [Nutrition  Ex- 
cerpts], 1331 

Rehabilitation:  Buffalo  cardiac  work  evalution  unit,  868 
Rehabilitation  Services  in  the  Municipal  Hospitals  of  New 
York  City  (Grynbaum  and  Friedman),  60 
Reliability  of  Cytodiagnostic  Methods  in  Cancer  Detection 
(Graham),  1265 

Religion  in  Medicine  (Symposium),  219 
Report  of  a Cancer  Detection  Clinic  (Tirsch),  54 
Resection,  sumultaneous  primary,  and  thoracoplasty  for  pul- 
monary tuberculosis,  1297 

Respiration:  pulmonary  ventilation  function  tests  in  allergy 
practice  [Fundamentals  of  Modern  Allergy],  891 
Respiratory  Difficulties  of  Newborn  Infants  [Proceedings  of 
the  Special  Committee  on  Infant  Mortality],  372 
Respiratory  disease:  medical  and  surgical  considerations  in 
selecting  airline  passengers,  853 
Respiratory,  upper,  inflammation,  antimicrobial  treatment 
of,  195 

Retarded,  mentally,  children,  some  common  medical  prob- 
lems encountered  in,  670 
Retirement : the  community’s  role  in  aging,  2062 
Review  of  New  Knowledge  in  Study  and  Therapy  of  Infec- 
tious Diseases  (Baltch),  2025 

Reviewing  Today’s  Child  Health  Conference  in  New  York 
City  (Bleiberg),  675 

Revitalizing  the  County  Medical  Society’s  Speakers’  Bureau 
[Public  Relations  Conference]  (Madonia),  420 
Rheumatoid  arthritis:  see  Arthritis 

Rhinitis:  value  of  surgery  in  the  treatment  of  nasal  al- 
lergy, 359 

Rhus  dermatitis : see  Dermatitis 
Ringworm:  see  Tinea 

Ristocetin  (Spontin) : review  of  new'  knowledge  in  study  and 
therapy  of  infectious  diseases,  2025 
Rochester,  New  York,  intestinal  amebiasis  in,  1863 
Rocky  Mountain  spotted  fever  : allergic  reactions  to  vaccines 
[Fundamentals  of  Modern  Allergy],  1724 
Roentgenograms,  semiannual  chest,  for  the  detection  of  lung 
cancer,  1885 

Roentgenography,  diagnostic,  practical  aspects  of  patient 
protection  in,  185 

Rupture  of  the  Auricle  During  Cardiac  Resuscitation  with 
Complete  Recovery  (Schweizer,  Howland,  Miller,  and 
Bellville) , 104 
Rusts:  see  Fungi 


Salk:  allergic  reactions  to  vaccines  [Fundamentals  of 

Modern  Allergy],  1724 

Sarcoidosis,  improvement  of,  during  pregnancy,  1882 
Sarcoma:  diagnosis  of  bone  tumors  [Cancer  Alerts],  241 
Scarlet  toxoid:  allergic  reactions  to  vaccines  [Fundamentals 
of  Modern  Allergy],  1724 

Schick  test:  allergic  reactions  to  vaccines  [Fundamentals  of 
Modern  Allergy],  1724 

Schultz-Dale  reactions:  types  of  allergic  reactions  [Funda- 
mentals of  Modern  Allergy],  561 
Scleroderma:  recent  advances  in  the  management  of  pe- 

ripheral vascular  diseases  [Recent  Advances  in  Medicine 
and  Surgery],  1889 

Schonlein-Henoch  purpura:  see  Purpura 

Scopolamine:  methantheline  bromide  in  pediatric  premedi- 
cation, 682 

Scrotal  testes,  bilateral  independent  seminomas  of  the,  1934 
Sedatives:  preliminary  observations  on  Pacatal  in  anes- 

thesia, 63 

Selected  Reprints  (Series),  746,  1352,  1577 
Semiannual  Chest  Roentgenograms  for  the  Detection  of 
Lung  Cancer  (Shultz,  Gerhardt,  Handy,  and  Doyle),  1885 
Seminomas,  bilateral  independent,  of  the  scrotal  testes,  1934 
Separation  reactions:  psychologic  aspects  of  pediatric  prac- 
tice: acute  psychiatric  illness  in  children,  1665 
Septicemia,  Bacillus  subtilis,  and  generalized  aspergillosis  in 
a patient  with  acute  myeloblastic  leukemia,  1870 
Serial  Electrocardiogram  in  Acute  Infectious  Hepatitis 
(Acierno),  1289 
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Serpasil:  see  Rauwolfia  serpentina 

Shoulder  pain:  typical  and  atypical  etiologic  factors  of 

plexus  neuritis,  2058 

Shoulder  pain:  whiplash  injury  of  the  neck:  symptoms,  di- 
agnosis, treatment,  and  prognosis,  1501 
Sickel-cell  anemia:  clinical  evaluation  of  paper  electrophore- 
sis, 689 

Simultaneous  Primary  Resection  and  Thoracoplasty  for 
Pulmonary  Tuberculosis  (Stranahan,  Reeve,  Alley,  Kausel, 
Peck,  and  Blake),  1297 

Sinusitis:  value  of  surgery  in  the  treatment  of  nasal  allergy, 
359 

Sinus : see  Antrum 

Situs  inversus,  acute  appendicitis  in,  67 
Skin  cancer:  see  Cancer 

Smallpox:  allergic  reactions  to  vaccines  [Fundamentals  of 
Modern  Allergy],  1724 

Smoking:  prevention  of  coronary  artery  disease  [Health 

Forums],  404 
Smuts:  see  Fungi 

Soft  Tissue  Placentography  Using  Differential  Intensifying 
Screens  (Weinberg  and  Deckoff),  2060 
Some  Common  Medical  Problems  Encountered  in  Mentally 
Retarded  Children  (Drayer  and  Mauss),  670 
Some  New  Frontiers  in  Adult  Health — 1956  [Health  Forums] 
(Muller),  568 
Sparine:  see  Promazine 

Spherocytosis,  congenital  [Clinicopathologic  Conference], 
885 

Spinal  cord,  brain  and,  tumors — their  importance  to  the  gen- 
eral practitioner  [Cancer  Alerts],  904 
Spine:  whiplash  injury  of  the  neck:  symptoms,  diagnosis, 
treatment,  and  prognosis,  1501 
Spleen,  spontaneous  rupture  of  the,  in  Felty’s  syndrome, 
413 

Spondylitis:  evaluation  of  nikethamide  in  rheumatoid 

arthritis,  686 

Spontaneous  Rupture  of  the  Spleen  in  Felty’s  Syndrome 
(Granirer,  Milstein,  and  Schmidt),  413 
Spontin:  see  Ristocetin 

Squamous  cell  carcinoma:  see  Epidermoid  carcinoma 
Stapes  mobilization  operation  for  otosclerotic  deafness, 
advances  in,  191 

Staphylococcic  meningitis:  advances  in  the  diagnosis  and 
treatment  of  acute  pyogenic  meningitis,  part  II  [Recent 
Advances  in  Medicine  and  Surgery],  363 
Steroids 

advances  in  the  diagnosis  and  treatment  of  acute  pyogenic 
meningitis,  part  I [Recent  Advances  in  Medicine  and 
Surgery],  204 

malignant  lymphomas  [Cancer  Alerts],  2103 
review  of  new  knowledge  in  study  and  therapy  of  infectious 
diseases,  2025 

systemic  lupus  erythematosus,  345 
Steroids,  New  and  Old,  Their  Toxicity  and  Application  in 
Medicine  Today  [Clinical  Staff  Conference],  2073 
Stomach,  benign  carcinoid  of  the  [Clinicopathologic  Con- 
ference], 88 

Stomach,  cancer  of  the  [Cancer  Alerts],  1333 
Stones  [Clinicopathologic  Conference],  885 
Streptococcic  meningitis:  advances  in  the  diagnosis  and 

treatment  of  acute  pyogenic  meningitis,  part  II  [Recent 
Advances  in  Medicine  and  Surgery],  363 
Streptomycin:  advances  in  the  diagnosis  and  treatment  of 
acute  pyogenic  meningitis,  part  II  [Recent  Advances  in 
Medicine  and  Surgery],  363 
Stuart  factor:  hemorrhagic  screening  tests,  1270 
Succinylcholine:  allergy  and  anesthesia  [Fundamentals  of 
Modern  Allergy],  2089 

Sulfamethoxypyridazine  (Kynex),  toxic  reaction  to,  1508 
Sulfonamides:  advances  in  the  diagnosis  and  treatment  of 
acute  pyogenic  meningitis,  [Recent  Advances  in  Medicine 
and  Surgery],  204,  363 

Sulfonylureas,  hypoglycemic,  indications  and  contraindica- 
tions for  the  clinical  use  of  the,  665 
Superior  vena  cava  obstruction:  cardiovascular  surgery  at 
Montefiore  Hospital  in  1957  as  compared  with  1952  [Re- 
cent Advances  in  Medicine  and  Surgery],  1516 
Suppression  of  Lactation:  a Simple  Method  (Kariher  and 
Smith),  1887 
Surgery 

acute  appendicitis  in  situs  inversus,  67 

advances  in  the  stapes  mobilization  operation  for  otoscle- 
rotic deafness,  191 

anal  fistula:  background  and  surgical  treatment,  1473 
bleeding  esophageal  varices  with  ulcer  of  the  cardia,  410 
cardiovascular,  at  Montefiore  Hospital  in  1957  as  com- 
pared with  1952  [Recent  Advances  in  Medicine  and 
Surgery],  1516 

new  instrument  for  common  duct  exploration,  1686 
of  the  aorta,  historical  review  and  recent  advances  in, 
part  II,  69 

simultaneous  primary  resection  and  thoracoplasty  for 
pulmonary  tuberculosis,  1297 
value  of,  in  the  treatment  of  nasal  allergy,  359 
Volkmann’s  ischemic  contracture,  1339 


Surgery  of  the  Thyroid  Gland  [Recent  Advances  in  Medicine 
and  Surgery],  548,  703 

Surgical  Anesthesia  in  a Patient  with  Hypophysectomy 
[Clinical  Anesthesia  Conference],  2094 
Surgical,  medical  and,  considerations  in  selecting  airline 
passengers,  853 

Sustained-Action  Peritrate  in  Arterial  Insufficiency  of  the 
Lower  Extremities  (Samuels),  1301 
Symptomless  Incidents  [Briefs  on  Accidental  Chemical 
Poisonings  in  New  York  City],  572 
Systemic  Lupus  Erythematosus  (Robbins),  345 
Systemic  Lupus  Erythematosus  in  Identical  Twins  (Wagen- 
hals  and  Burgeson),  98 


Tax  I.Q.,  test  your  [Special  Article],  582 
Testes,  scrotal,  bilateral  independent  seminomas  of  the,  1934 
TEM:  malignant  lymphomas  [Cancer  Alerts],  2103 
Test  Your  Tax  I.Q.  [Special  Article]  (American  Institute  of 
Certified  Public  Accountants),  582 
Tetanus  toxoid:  allergic  reactions  to  vaccines  [Funda- 

mentals of  Modern  Allergy],  1724 
Tetracyclines:  advances  in  the  diagnosis  and  treatment  of 
acute  pyogenic  meningitis,  part  II  [Recent  Advances  in 
Medicine  and  Surgery],  363 
Thiosulfil:  see  Sulfonamides 

Thiourea:  surgery  of  the  thyroid  gland,  part  II  [Recent  Ad- 
vances in  Medicine  and  Surgery],  703 
Thoracochondralgia  (Tietze’s  Syndrome)  (Salomon),  530 
Thoracoplasty,  simultaneous  primary  resection  and,  for 
pulmonary  tuberculosis,  1297 
Thorazine:  see  Chlorpromazine 

Thromboangiitis  obliterans:  recent  advances  in  the  manage- 
ment of  peripheral  vascular  diseases  [Recent  Advances  in 
Medicine  and  Surgery],  1889 
Thromboembolism:  see  Embolism 

Thrombosis:  critical  appraisal  of  anticoagulants  for  short- 
term and  long-term  use  in  the  management  of  myocardial 
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County 


President 


Secretary 


Treasurer 


Albany 

Albert  Vander  Veer,  2nd Albany 

Allegany 

Kurt  Zinner 

Bronx 

Joseph  P.  Alvich 

Bronx 

Broome 

Ralph  J.  McMahon. 

. . . Binghamton 

Cattaraugus. . . 

Robert  D.  Kelsey.  . . 

. . Franklin ville 

Cayuga 

Darrell  D.  Althouse. 

Chautauqua. . . 

Allen  A.  Pierce 

Chemung 

Earle  G.  Ridall 

Chenango 

Algelo  Franco 

...  New  Berlin 

Clinton 

Francis  F.  Baker. . . . 

Columbia 

Gene  S.  Rogati 

Cortland 

Robert  T.  Corey.  . . 

Delaware 

Marvin  D.  Huyck.  . 

Dutchess 

Leo  P.  O’Donnell.  . . 

Erie 

Max  Cheplove 

Essex 

Oscar  Greene 

Franklin 

Carl  G.  Merkel .... 

. . Saranac  Lake 

Fulton 

Clem  E.  Gritsavage. 

Genesee 

Peter  F.  Baker 
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Elwood  G.  Weisenburn.  . .Coxsackie 

Herkimer 

Robert  C.  Ashley. . . 
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Juda  B.  Bickel 

Sackets  Harbor 
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John  J.  Flynn 
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Harry  E.  Chapin . . . 
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F.  L.  Armstrong. . . . 
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John  D.  George,  Jr.. 
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Arthur  H.  Walker.  . 
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New  York 
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Carleton  P.  Kavle. . 
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James  G.  Parke.  . . . 
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Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 
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Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 
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Daidy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 
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G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 
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William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Copperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Fauerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 


Richard  J.  Harpending. . .Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore.  Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murry  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick.  . .Port  Chester 
Newland  W.  Fountain Warsaw 


Richard  J.  Harpending. . Penn  Yan 
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new!  multiple  dose  vials 

for  immediate  effect — 
always  carry  one  in  your  bag 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.FC.F. 


Also  available: 
tablets,  ampuls,  Spansule® 
sustained  release  capsules, 
syrup  and  suppositories.  J 

Smith  Kline  & French  [ 
Laboratories,  Philadelphia 
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when  there’s 
trouble,  trouble 
everywhere... 
along  her 
G.l.  tract 


trouble 

\e 


^'\tooV>'e 


. ■ y 


(DACTIL  + PIPTAL  in  one  tablet) 


rapidly  and  dramatically  effective 1 

cholinolytic  of  choice  in  a variety  of 
gastrointestinal  conditions 1. . . relieves 
pain  and  spasm,  normalizes  motility  and 
secretion1... “remarkably  free  of  undesir- 
able effects....”2 


wo* 

trouble 


\&e 


(1)  Settel,  E.:  J.  Am.  Geriatrics  Soc.,  January 
1958.  (2)  Necheles,  H.,  and  Kirshen, M. M. : The 
Physiologic  Basis  of  Gastrointestinal  Therapy, 
New  York,  Grune  & Stratton,  Inc.,  1957,  p.  87. 

Each  TRIDAL  tablet  contains  50  mg.  of  the  visceral 
eutonic  DACTIL®  (the  only  brand  of  piperidolate  hydro- 
chloride) and  5 mg.  of  the  anticholinergic  PIPTAL®  (the 
only  brand  of  pipenzolate  methylbromide).  Bottles  of 
50  compressed,  white  tablets. 


trouble 


LAKESIDE 
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infant  feeding  in  the  hospital 


your  selection  is  easy. . . 


The  Mead  Johnson  Formula  Products 
Family  offers  you  a formulation  and 
form  for  each  infant  feeding  need 

for  house  and  discharge  formulas 

• carbohydrate  modifier  • liquid  formulas 

• powdered  formulas  • all  with  simple  basic 
dilutions  • easy  to  mix,  easy  to  autoclave 

To  help  save  you  time  in  nursery,  formula  room 
and  obstetric  department,  Mead  Johnson 
printed  services  include  Nursery  Record  Book, 
Formula  Room  Handbook,  instructions  for 
mothers  and  other  materials.  Ask  your  Mead 
Johnson  Representative,  or  write  to  us,  Evans- 
ville 21,  Indiana. 


Mead  Johnson 

Symbol  of  service  in  medicine 


FP577 


milk-formula  feedings 


protein-generous  feedings 


New  York  Office:  Empire  State  Building,  350  Fifth  Ave.,  Room  6219,  New  \ork  1,  N.  \ ., 

Phone:  CHickering  4-7985 
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Scientific  Articles 


SEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Review  of  New  Knowledge  in  Study  and  Therapy  of  Infectious  Diseases 

Aldona  Baltch,  M.D.  2025 

Hemophilus  Influenzae  Meningitis  in  Adults  

David  Selman,  M.D. , and  Jerome  M.  Seides , M.D.  2031 

Leriche’s  Syndrome George  J.  Paul,  M.D.  2037 

Tinea  Capitis  in  a City  Hospital  . William  M.  Siskind,  M.D.,  and  Dorothea  Richtberg,  M.A.  2040 
Efficiency  of  Cytologic  Method  in  Detection  of  Bronchogenic  Carcinoma  . M.  Garret, 

M.D.,  I.  Koprowska,  M.D.,  H.  A.  Lyons,  M.D.,  C.  G.  Caro,  M.D.,  and  Mabel  Eli  2041 
Intravenous  Nitrofurantoin  in  Treatment  of  Systemic  Infections  Caused  by  Antibiotic- 

Resistant  Bacteria Charles  E.  Friedgood,  M.D.  2044 

Polyostotic  Fibrous  Dysplasia  . . Hideo  Uehara,  M.D. , and  Elmer  G.  St.  John,  M.D.  2049 

Ethotoin,  a New  Anticonvulsant 

Frederic  T.  Zimmerman,  M.D.,  and  Bessie  B.  Burgemeister,  Ph.D.  2054 

Promazine  and  Azacyclonol  in  Treatment  of  Chronic  Psychotics  . A.  J.  Graff eo,  M.D.  2056 
Typical  and  Atypical  Etiologic  Factors  of  Plexus  Neuritis  ....  Arpad  Lux,  M.D.  2058 

Soft  Tissue  Placentography  Using  Differential  Intensifying  Screens 

Arthur  Weinberg  M.D.,  and  Stanley  Deckoff,  M.D.  2060 

The  Community’s  Role  in  Aging  Geneva  Mathiasen  2062 


Clinicopathologic  Conference Roswell  Park  Memorial  Institute  2066 

Clinical  Staff  Conference — Panel  Discussion — Steroids,  New  and  Old,  Their  Toxic- 
ity and  Application  in  Medicine  Today  ...  William  B.  Rawls,  M.D.,  Moderator  2073 

Fundamentals  of  Modern  Allergy — Allergy  and  Anesthesia 

Sheppard  Siegal,  M.D.,  and  Milton  H.  Adelman,  M.D.  2089 

Clinical  Anesthesia  Conference — Surgical  Anesthesia  in  a Patient  with  Hypophysec- 

tomy 2094 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City 

Harold  Jacobziner,  M.D.,  and  Harry  W.  Raybin,  M.S.  2097 

Nutrition  Excerpts — Chemical  Forms  of  Vitamin  Bi*  . . .Louise  J.  Daniel,  Ph.D  2101 

Cancer  Alerts — Malignant  Lymphomas David  A.  Karnofsky,  M.D.  2103 

Visual  Education  in  Medicine — Medical  Motion  Picture  and  the  General  Practitioner 

Joseph  P.  Hackel  2106 


Editorials  2019 

Semiannual  Index,  January  1 to  June  15 2133 

(For  Complete  Table  of  Contents,  See  Pages  1980  and  1982 ) 


treat  her  morning  sickness ...  the  night  before 


8entyl  (dicyclomine)  HC!  10  mg.. 
Decapryn  (doxylamine)  Succinate 
10  mg.,  Pyridoxine  HCI  10  mg. 


. Nulsen,  R.  O.:  Ohio  State  M.  J.  53:665,  1957. 
. Clinical  communications,  1956-57. 


THE  WM.  S.  MERRELL  COMPANY 
New  York  . CINCINNATI  • St.  Thomas,  Ontario 

Another  Exclusive  Product  of  Original  Merrell  Research 


should  a non-diabetic, 

transient  glycosuria  ever  be 
considered  unimportant? 


Never.  A patient  showing  even  a mild  transient  glycosuria  should 
be  observed  for  years  as  a diabetic  suspect.* 

Ultimate  diagnosis  on  126  patients  with  a previous  transient  mild 
glycosuria.  Twenty  diabetics  were  discovered  5-10  years  after  a 
recorded  glycosuria— 10  diabetics  after  more  than  10  years.* 
*Murphy,  R.:  Connecticut  M.  J.  27:306,  1957. 

COLOR  CALIBRATED  CLINITESTL.™,™.,, 

BRAND 

the  STANDARDIZED  urine-sugar  test 
for  reliable  quantitative  estimations 

• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 

AMES  COMPANY,  INC  • ELKHART.  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  45457 


nutritional  rehabilitation  / not  well , but  ivell  fed 


he’ll  be  back  with  the  family  soon 
he’s  being  well  fed  with 

Sustagen* 

Therapeutic  food.  Mead  Johnson 

powder 

the  only  single  food  complete  in  all  known 
essential  nutrients 

With  Sustagen  you  can  provide  every  essential 
nutrient  your  medical,  surgical  and  poorly  nour- 
ished patients  need  for  nutritional  maintenance 
and  rehabilitation.  Generous  in  protein,  calo- 
ries, vitamins,  calcium  and  iron,  Sustagen 
builds  tissue... helps  patients  feel  better,  re- 
cover faster.  As  the  sole  source  of  food  or  as  a 
supplement,  Sustagen  is  easy  to  take  in  hospital, 
at  home,  on  the  job. 

The  booklet  “Recipes  for  Sustagen  Bevei’ages”  tells  your 
patients  how  easy  it  is  to  prepare  flavorful  drinks.  For 
your  copies,  ask  your  Mead  Johnson  Representative  or 
write  to  us,  Evansville  21,  Indiana. 
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Scientific  Articles 

Fats,  Cholesterol,  Lipoproteins,  and  Atherosclerosis — Facts,  Fallacies,  Fancies,  and 

Formulas  for  Therapy Bernard  Amsterdam,  M.D.  2199 

High  RS-T  Take  Off  in  Patients  Without  Myocardial  Infarction 

Isidore  Stein,  M.D. , and  Joseph  Weinstein,  M.D.  2213 

Improvement  of  Diabetes  Insipidus  in  Hepatitis J.  Hankiss,  M.D.  2219 

Use  of  Nonabsorbable  Water  Soluble  Contrast  Media  for  Gastrointestinal  Radiography 

in  Infants  and  Children  Bernard  S.  Epstein,  M.D.  2223 

Profound  Deafness  from  Neomycin  Sulfate  Abraham  I.  Gotdner,  M.D.  2226 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 


With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 


Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 


supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  Cl  BA)  ^ 

B A SUMMIT.  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 


3/2562MK 


"It  has  a high  degree  of  clinical 
safety. . . It  is  considered 
to  be  the  preferred  antimalaria! 

drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 

with  chloroquine  phosphate."1 

Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine."2 


the  least  toxic  of  its  class 


NH  CH  CH,  CH,  CH,  N(C,H^, 


SULFATE 


SIDE  EFFECTS  MARKEDLY  REDUCED 


supplied:  Tablets  of  200  mg.,  bottles  o: 


%765C< 


1959 


Write  for  Booklet 


DOSE:  Initial  - 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 


daily. 


, A.L.,  Schuchter,  S.L.,  and  Harrison,  J.W.:  Cleveland  Clin.  Quart.  24:98,  Apr.,  1957. 

A.G.,  and  Alexander,  L.J.:  The  Schoch  section,  BulL  A.  Mil.  D^rmatologieU  5:25.  Nov.,  1956. 
, Theodore:  Arch.  Derraat.  73:572,  June,  1956. 


Atabrine  (brand  of  uuinacrine),  Aralen  (brand  of  chloroquine) 
and  Plaquenil  (brand  of  hydroxychloroquine) 
trademarks  res.  U.S.  Pat.  Off 


NOW... A NEW  TREATMENT 


CARDILATE 


381  jgn 


‘Cardilate’  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

“. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.f  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


‘Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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When  you  wish 
to  prescribe 
Miltown  but, 
for  psychological 
reasons,  not  by  its 
brand  name... 
specify 


Special  advantages: 

■ same  efficacy,  same  long-term  safety 
as  the  original  meprobamate 

■ patients  cannot  identify  the  kind  of 
medication  they  are  receiving 

■ may  be  prescribed  as  a muscle  relaxant 
without  revealing,  through  the  name, 
its  tranquilizing  action 

Meprotabs  relieves  both  mental  and  muscular  tension 

without  affecting  autonomic  balance. 

Literature  and  samples  on  request 

WALLACE  LABORATORIES,  Neiv  Brunswick,  N.  J.  •trade  mark 
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ALLERGENS 

diagnostic 

and  therapeutic 

“ . . . We  have  had  greatest 
success  with  extracts 
prepared  by 
Center  Laboratories  . . 

Gilbert,  N.  E.,  Ciba  Clinical  Symposia;  6:  86:  May  1954 


Mi 


Complete  allergy  service  from  solution  to  syringe 

Write  for  complete  literature  and  prices  on  our  complete  line. 

CENTER  LABORATORIES,  INC. 

Port  Washington,  New  York 
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TRAVENOL  LABORATORIES 


6t 


Laboratories,  Inc.  Morton  Grove,  Illinois 

A DIVISION  OF  BAXTER  LABORATORIES,  INC. 


announces 


the 
Coil 
Kidney 
Film ... 


MACHINE 


This  dramatic  sound  and  color  film 
demonstrates,  by  means  of  animation 
and  patients,  how  the  Travenol 
Coil  Kidney  makes  hemodialysis  practical 
in  almost  every  hospital.  It  shows 
. . . step-by-step  . . . the  ease  of  setting 
up  the  Travenol  Coil  Kidney, 
and  how  quickly  hemodialysis  is 
available  to  the  patient. 

"Machine  Mimics  Man”  also  reviews 
normal  kidney  function,  the  basic 
principles  of  hemodialysis,  and 
its  role  in  renal  insufficiencies  and 
certain  systemic  poisonings. 

For  information  on  scheduling  the  film, 
"Machine  Mimics  Man,”  write  to 
Film  Library,  Travenol  Laboratories,  Inc. 
Morton  Grove,  Illinois. 
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to  achieve  oral  repository  therapy 

DURABOND®  is  a true  repository  technic  for  prolonging  therapeutic  effects  from  a 
single  dose  of  oral  medication.  In  Durabond  a large  molecular  weight  polyvalent 
base  acts  as  a bonding  agent  and  releases  medication  uniformly,  gradually  and  over 
a prolonged  period,  independently  of  intestinal  motility,  specific  pH  or  any  other 
physiologic  factor.  Durabond  employs  no  enteric  coatings,  waxes,  resins  or  any  other 
‘‘drug  traps.”  The  amount  of  drug  given  is  the  amount  released  ...  all  is  available 
for  absorption.  All  Synatan  products  incorporate  the  Durabond  Principle. 


Synatan 

for  control  of 
appetite  and  mood 

Each  Synatan  tabule  contains: 
Tanphetamin  (d-amphetamine  tannate) 
17.5  mg. 

in  a protocolloid  complex. 

Indications:  Whenever  sustained,  con- 
trolled tanphetamin  therapy  is  desired 
for  obesity;  premenstrual,  menopausal 
and  postpartum  depressions;  neurasthe- 
nia; fatigue  due  to  secondary  anemia  or 
other  chronic  illness;  geriatric  depres- 
sion; alcoholism,  and  drug-induced  drow- 
siness. 

Dosage:  1 or  2 tabules  at  10  a.m.  for  all- 
day control.  For  prescription  economy, 
prescribe  in  bottles  of  50. 


Seco-Synatan 

for  control  of  appetite  and 
mood  in  emotionally 
disturbed  patients 

Each  Seco-Synatan  tabule  contains: 
Tanphetamin  (d-amphetamine  tannate) 
17.5  mg. 

Secobarbital 35.0  mg. 

in  a protocolloid  complex. 

Indications:  In  addition  to  controlling  the 
patient’s  appetite,  Seco-Synatan  breaks 
the  barrier  of  depression  . . . creates  a 
sense  of  well-being . . . buffers  the  patient 
against  the  ups  and  downs  of  his  environ- 
ment. 

Dosage:  1 or  2 tabules  at  10  a.m.  for  all- 
day control.  For  prescription  economy, 
available  in  bottles  of  50. 


Synatan  Forte 

for  greater  anorexic  action 
and  control  of  mood 

A higher  potency  form  of  Synatan. 

Each  tabule  contains: 

Tanphetamin  (d-amphetamine  tannate) 
26.25  mg. 

in  a protocolloid  complex. 

Indications:  Whenever  higher  potency 
tanphetamin  therapy  is  desirable. 
Dosage:  1 or  2 tabules  at  10  a.m.,  or  1 
tabule  before  breakfast  and  1 before 
lunch,  for  all-day  control. 


:t  has  been  especially 
e additional  information 
prescription  specialties. 


rrwin,  Neisler  & Co, 

Decatur , Illinois 
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taining  glucosamine,  a basic  substance  older  than  man 
himself,  found  throughout  the  human  body  and  in  the  whole 
spectrum  of  nature— lobster  shells  . . . mother’s  milk  . . . 
eggs  . . . gastric  mucin.  Glucosamine  achieved  new  impor- 
tance when  Pfizer  scientists  discovered  that  this  interesting 
compound  provides  significant  advantages  when  added  to 

cs  such  as  Tetracyn®  (tetracycline)  and  Terramy- 

ytetracycline) . 

TAGES  OF  ANTIBIOTICS: 

it,  faster  antibiotic  blood  levels’ 
consistently  elevated  antibiotic  blood  levels2 
bive,  well-tolerated  broad-spectrum  therapy**4  5 
physiological  potentiation  with  glucosamine, 
toxic  human  metabolite6*7*^ 


Division,  Chao.  Pfizer  & Co.,  Inc. 

Welch.  H.;  Wright.  W.  W.,  and  Staffa,  A.  W. 

tSSSStSl-  Cite* 
4.  Stone,  M.  L.;  Bamford,  J.,  and  Bradley,  W. 


Your  patients  will 
do  better  when 
you  choose 
COSA*  antibiotics 


Pfizer  | Pfizer N ) 


COSA-TETRACYN* 

glucosamine-potentiated  tetracycline 

Capsules  (black  and  white),  250 
mg.  and  125  mg.;  orange-flavored 
Oral  Suspension,  125  mg.  per  5 cc. 
Also  available: 

COSA-TETRASTATIN*  (gluco- 
samine-potentiated tetracycline 
with  nystatin)  Capsules  (pink 
and  black),  250  mg.;  orange-pine- 
apple flavored  Oral  Suspension, 
125  mg.  per  5 cc. 

COSA-SIGNEM  YCIN* 

triacetyloleandomycin  glucosamine-potentiated 
tetracycline 

Capsules  (green  and  white),  250 
mg.  and  125  mg. 

COSA-TERRAMYCIN* 

oxytetracycline  with  glucosamine 

Capsules  (yellow),  250  mg.  and 
125  mg.;  peach-flavored  Oral  Sus- 
pension, 125  mg.  per  5 cc. 

’•'trademark 
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Alseroxylon  less  toxic  than  reserpine 

“...alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid ® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


len  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertensio: 
Initial  dose  x/%  tablet  q.i.d. 

Both  combinations  in  convenie 


LOS  ANGELES 


single-tab 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SULFASUXID1NE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 

CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  Cremosuxidine  is  so  pleasant  to  take  too ! 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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sM?"  SINCE  YOU  ARE 


disappointed  , 


W . 

f with  muscle  relaxants 


THAT  ALMOST  WORK 
OR  WON’T  WORK 
LONG  ENOUGH 


we  offer 


s* 


STYRAMATE,  ARMOUR 


2-hydroxy  2-phenyiethyl  carbamate 


AN  ENTIRELY  NEW  CHEMICAL  STRUCTURE 


. . . unlike  any  other 
muscle  relaxant 
currently  available 


• consistently  effective 

• rapid  onset  of  action 

• long  acting:  no  fleeting  effects 

• well  tolerated  by  the  G.I.  tract 

• won’t  cause  drowsiness  or 
dizziness 

• produces  no  adverse  psychic 
effects  even  on  prolonged 
administration 

• effective  in  low  dosage 


Each  Sinaxar  tablet  contains:  Dosage:  One  or  two  tablets  t.i.d. 

Styramate,  Armour  200  mg. 


TBE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 


The 

Achievements 


. . . in  Skill  Diseases:  In  a study  of  26  patients  with  severe  der- 
matoses, aristocort  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone1. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved 2. . . absence  of  serious  side  effects  specifically  noted.1, 2>  3 


...in  Rheumatoid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients4. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
aristocort  therapy).5 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.: 

J.  A.  M.  A.  165: 1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.: 

Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F. : Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid. : Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 


2166 


,..in  Respiratory  Allergies:  "Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.6. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.7 

...in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  aristocort  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.8,9. ..  Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.10,11,12. . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.13 


-OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  Vi 
in  rheumatoid  arthritis,  by  Vi  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vi  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  aristocort,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 


aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


PREVENT 

both  cause  and  fear  of 


ATTACKS 

“In  diagnosis  and  treatment  [of  cardiovascular  diseases ] 
...  the  physician  must  deal  with  both  the  emotional  and 
physical  components  of  the  problem  simultaneously”' 

The  addition  of  Miltown  to  petn,  as  in  Miltrate, 

. .appears  to  be  more  effective  than  [petn]  alone  in  the 
control  of  coronary  insufficiency  and  angina  pectoris.”" 


1 Friedlander,  H.  S. : The  role  of  ataraxxcs  Cn  cardiology.  Am.  J.  Card.  I :S95,  March  1958. 
2.  Shapiro.  S-  ! Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8:504,  Dec.  1957 
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proven  safety  for  long-term  use 


prolonged  relief  from 
anxiety  and  tension  with 

miuowns+ 

The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


sustained  coronary 
vasodilation  with 

PETN 

pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  -f-  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized. 

For  clinical  supply  and  literature,  write  Dept.  16 A 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


*TRADE*  MARK 


CM  L-7183 


YOU  CAN  \ 

•*  ENJOY  DIETING  **• 

• • 


Drink 


THE  NON-FATTENING  SOFT  DRINK 
THAT  CURBS  THE  URGE  TO  SNACK 

Patients  can  be  happy  though  dieting— 
when  you  recommend  No-Cal.  Absolutely 
non-fattening  No-Cal  really  tastes  good . . . 
and  more  than  fills  the  bill  as  a refreshing 
snack  or  to  sparkle  drab  diet  meals. 

No-Cal  is  sweetened  with 
calcium  cyclamate.  Con- 
tains no  sugar,  no  salt,  no 
fats,  proteins  or  carbohy- 
drates with  no  calories  de- 
rived therefrom. 

It  is  completely  safe  for 
diabetics  and  patients  on 
salt-free,  sugar-free  and  re- 
ducing diets. 

8 Real  Rich  Flavors 
Plus  Salt-Free 
Club  Soda 

KIRSCH  BEVERAGES,  INC. 

B’KLYN  (,  N.  Y. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories Between  2174-2175 

American  Felsol  Co 2313 

American  Hospital  Supply  Corp ’ 2157 

American  Meat  Institute 2176 

Armour  Laboratories 2165,  2174 

Ayerst  Laboratories 2172 


Brigham  Hall  Hospital 2313 

Burroughs  Wellcome  & Co.  Inc 2152,  2318 


Center  Laboratories,  Inc 2156 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover 


Eastern  School  for  Physicians  Aides 2313 

Eaton  Laboratories 2189 

Endo  Laboratories 2180 


Hall-Brooke 2313 

Holbrook  Manor 2313 


Irwin  Neisler  & Co 2159 


Kirsch  Beverages,  Inc 2170 

Knoll  Pharmaceutical  Co 2317 


Lakeside  Laboratories 3rd  cover 

Lederle  Laboratories,  Div.  American  Cyanamid  Co..  . 

2166-2167 

Eli  Lilly  & Company 2190 

Louden- Knickerbocker  Hall 2313 


Mead  Johnson  & Company 4th  cover 


Merck  Sharp  & Dohme,  Div.  Merck  & Co.  Inc 

2164,  2184-2185 


Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co 2161 

Pinewood 2313 

Pitman-Moore  Company 2171 


Requa  Mfg.  Co 2313 

Riker  Laboratories 2163,  2175,  2182 

A. H.  Robins  Company 2183 

Roche  Laboratories,  Div.  Hoffmann  La-Roche  Inc .... 


J.  B.  Roerig  & Co 2187 


Schering  Corporation 2311 

G.D.Searle&Co 2197 

Smith  Dorsey,  Div.  Wander  Co 2177 

Smith  Kline  & French  Labs • 2173 

E.R.  Squibb  & Sons,  Div  Mathieson  Chemical  Co 2188 


Travenol  Laboratories,  Inc.,  Div.  Baxter  Labs.,  Inc. . 2157 

Wallace  Laboratories  ..  .2153,  2155,  2168-2169,  2178,  2181 


Warner-Chilcott  Laboratories 2198 

Westwood  Pharmaceuticals 2186 

West  Hill 2313 

Winthrop  Laboratories 2151 


Yale  Registry  for  Nurses *.  2317 
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h 

HAY  FEVER 


\ 


SUFFERERS  get  greater  relief*  with 


Novahistine  LP 


than  with  antihistamines  alone 


* greater  relief ...  because  a distinctly  additive 
action  is  obtained  by  combining  a sympatho- 
mimetic with  an  antihistaminic  drug. 


continuous -acting  tablets ..  .for  continuous  relief 


EACH  LP  TABLET  CONTAINS: 
Phenylephrine  hydrochloride....  20  mg. 
Chlorprophenpyridamine  maleate  . 4 mg. 


Supplied  in 
bottles  of  50  tablets. 


- For  day-long  or  night-long  relief  1 dose  of  2 tablets 


(7  tablet  for  mild  cases  and  children). 


tTrademark 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES.  INC.  • INDIANAPOLIS  6,  INDIANA 
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Meprotabs  (Wallace  Laboratories) 2155 

Milprem  (Wallace  Laboratories) 2178 


Miltown  (Wallace  Laboratories) 2153 

Miltrate  (Wallace  Laboratories) 2168-2169 

Neohydrin  (Lakeside  Laboratories) 3rd  cover 

Novahistine  LP  (Pitman-Moore  Co.) 2171 

Percodan  (Endo  Laboratories) 2180 

Peritrate  with  Nitroglycerin  (Warner  Chilcott) 2198 

Plaquenil  (Winthrop  Laboratories) 2151 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 2318 

Premarin  (Ayerst  Laboratories) 2172 

Rauwiloid  (Riker  Laboratories) 2163 

Seco-Synatan  (Irwin  Neisler  & Co.) 2159 

Sigmagen  (Schering  Laboratories) 2311 

Sinaxar  (The  Armour  Laboratories) 2163 

Sustagen  (Mead  Johnson  & Co.) 4th  cover 

Synatan  (Irwin,  Neisler  & Co.) 2159 

Synatan  Forte  (Irwin,  Neisler  & Co.) 2159 

Tashan  (Roche  Labs.,  Div  Hofmann-La  Roche  Inc.).  2179 

Tensodin  (Knoll  Pharmaceutical  Co.) 2317 

Theragran  (E.R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 2188 

Thorazine  (Smith  Kline  & French  Laboratories) 2173 

Triaminic  (Smith-Dorsey,  Div  The  Wander  Co.) 2177 

Dietary  Foods 

Meat  (American  Meat  Institute) 2176 

Medical  and  Surgical  Supplies 

Coil  Kidney  (Travenol  Laboratories  Inc.) 2157 

Miscellaneous 

No-Cal  (Kirsch  Beverages,  Inc.) 2170 


Also  available  as 
PMB-400  (0.4  mg.  " Premarin 400  mg.  meprobamate 
in  each  tablet). 


PM  B~  200 

"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin/'  200  mg.  meprobamate 

For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY.,. 


No.  881,  PMB-400 
bottles  of  60  and  500. 


Supply; 


No.  880,  PMB-200 
bottles  of  60  and  500. 


AYERST  LABORATORIES 


New  York  16,  New  York 


Montreal,  Canada 


"Premarin®"  conjugated  estrogens  (equine) 


Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 


Thorazine’  by  injection  (ampuls  or  multiple  dose  vials)  often  provides  immediate  relief  from 
;evere  attacks. 

Thorazine’  Spansule*  sustained  release  capsules  ql2h  provide  continuous,  round-the-clock 
protection  against  emotional  stress  that  can  precipitate  attacks. 

[Thorazine’,  in  any  dosage  form,  promotes  sound  sleep  without  respiratory  depression. 
THORAZINE*  one  of  the  fundamental  drugs  in  medicine  *t.m.  Reg.  u.s.  Pat.  oaf. 

fhlorpromazine,  S.K.F. 

l\lso  available:  Tablets,  syrup  and  suppositories. 

Smith  Kline  & French  Laboratories , Philadelphia  1 


in  asthma 


when  emotional 
stress  is  a 
complicating 
factor 


Frequently,  diabetes  mellitus  is  associ- 
ated with  excessive  coronary  athero- 
sclerosis and  heart  disease.  It  is  also 
well  recognized  that  vascular  disease 
manifests  itself  at  an  earlier  age  and 
progresses  more  rapidly  in  the  diabetic 
. . . especially  the  diabetic  female.  The 
early  onset  and  severe  degree  of  athero- 
sclerosis may  be  due  to  faulty  lipid  me- 
tabolism, with  a concomitant  elevation 
in  blood  cholesterol  levels.  Kinsell1  re- 
ports that  even  in  diabetics  with  exten- 
sive vascular  disease  it  is  possible  to 
produce  normal  cholesterol  levels  with 
an  essential  fatty  acid  emulsion. 

The  consensus  of  opinion  today  is 
that  elevated  cholesterol  levels  should 
be  reduced  or  prevented.  This  can  be 
done  very  well  by  the  addition  of  ade- 
quate amounts  of  linoleic  acid  and  vita- 
min B6  to  the  diet.  In  scores  of  dia- 
betic patients,  with  extensive  vascular 
disease,  diets  high  in  linoleic  acid  re- 
sulted in  improvement.2-3  Vitamin  B6 
apparently  is  necessary  to  convert  lino- 
leic acid  into  the  primary  essential  fatty 
acid,  arachidonic  acid.  Thus  the  body 
is  dependent  on  an  intake  of  both  lino- 
leic acid  and  vitamin  B6  for  normal 
cholesterol  levels.4  5 


This  is  why  ARCOFAC  (Armour 
Cholesterol  Lowering  Factor)  provides 
both  linoleic  acid  and  vitamin  B6  in  ade- 
quate amounts,  thus  allowing  the  pa- 
tient to  eat  a balanced,  nutritious  and 
palatable  diet.  Prophylactic  dosage  is 

1- 2  tablespoonfuls  daily;  therapeutic — 

2- 8  tablespoonfuls  daily. 

Each  tablespoonful  (15  ml.)  of  Arcofac 


emulsion  contains: 

Essential  fatty  acids f 6.8  Gm. 

(measured  as  linoleic)  with  2.5  I.U. 
of  Vitamin  E* 

Pyridoxine  hydrochloride 

(Vitamin  B6) . .1.0  mg. 


f Supplied  by  safflower  oil  which  contains 
the  highest  concentration  of  polyunsat- 
urated fatty  acids  of  any  commercially 
available  vegetable  oil. 

* Added  as  Mixed  Tocopherols  Concentrate,  N.F. 
References  1-5  supplied  on  request. 

Arcofac* 

Armour  Cholesterol  Lowering  Factor 


THE  ARMOUR  LARORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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Relieves  Spasm,  Pain,  and  Depression  too 


IN  PARKINSONISM 
Highly  selective  action ...  energizing 
against  weakness,  fatigue,  adynamia 
and  akinesia.. .potent  against  sialor- 
rhea, diaphoresis,  oculogyria  and 
blepharospasm  ...  lessens  rigidity  and 
tremor . . . alleviates  depression . . . safe 
. , even  in  glaucoma. 


Patients  with  muscle  spasm  of  the  usual  types 
demand  relief  first.  Disipal  fills  this  need.  In 
sprains,  strains,  fibrositis,  noninflammatory 
arthritic  states  and  other  musculoskeletal  dis- 
orders, Disipal  not  only  relieves  the  spasm, 
but  alleviates  the  depression  which  so  often 
accompanies  pain  of  any  type. 


•Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.  S.^Patent  No.  2,567,351.  Other  patents  pending. 

Dosage:  1 tablet  (50  mg.)  t.i.d. 

r 

i f A 

\KikerJ  iM  mm 
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For  Speedier  Return  to  Normal  Nutrit 


and  the  Protein  Depletion 
of  Severe  Infectious  Disease 

Recovery  from  severe  infectious  processes  entails  more 
than  emergence  from  the  effects  of  the  causative  agent. 
The  semistarvation,  the  inactivity,  the  suppression  of 
physiologic  activity  must  all  be  corrected  as  rapidly 
and  thoroughly  as  can  be  tolerated  by  the  patient. 

Return  to  normal  nutrition  can  be  speeded  by  an 
easily  digested  diet  high  in  top  quality  protein  and 
vitamin-mineral  components. 

Lean  meat  serves  several  purposes  in  such  a program: 
It  supplies  easily  digested  protein  of  highest  biologic 
quality  for  rapid  re-establishment  of  nitrogen  balance; 
it  provides  the  gamut  of  B vitamins  as  well  as  certain 
minerals  important  to  sound  nutrition,  and  it  brings 
appetite-stimulating  flavor  to  meals,  a consideration  not 
to  be  underestimated  in  the  psychic  rehabilitation  of 
appetite. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


2176 


TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— 3 to  4 hours  of  relief 
from  the  outer  layer 


then— 3 to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HC1  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


TRIAMINIC  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•Trademark 


TRIAMINIC  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  V\  Triaminic 
Tablet  or  V2  Triaminic  Juvelet. 


np  • • • ® 

1 riamimc 

SMITH-DORSEY  . a division  of  The  Wander  Company.  Lincoln,  Nebraska  .Peterborough,  Canada 
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manages  both  the  psychic  and  somatic  symptoms 

relieves  emotional  stress  in  the  menopause 


and 


treats  somatic  disturbances  due  to  ovarian  decline 


Milprem 

^trade-mark  MILTOWN®  1 CONJUGATED  ES' 

* nnAt.PM  TniilAim  i7rD  I A DDA\/C  Kl  CCTD/ 


A PROVEN  TRANQUILIZER 


1 CONJUGATED  ESTROGENS  (EQUINE) 
| A PROVEN  ESTROGEN 

SUPPLIED:  Bottles  of  60  tablets. 

EACH  TABLET  CONTAINS:  Miltown®  (meprobamate,  Wallace)  400  mg. 

2-methyl-2-n-propyl-l,3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine)  0.4  mg. 

DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 

Literature  and  samples  on  request. 

> 

WALLACE  LABORATORIES,  New  Brunswick.  N.J. 


CMP-6671  c8 
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TRY 


TO  RELIEVE 

■ simple  eczema 

■ dry,  scaly  skin 
» detergent  rash 

■ intertrigo,  chapping 

■ contact  dermatitis 

■ minor  burns 

■ sunburn,  windburn 

■ decubitus  ulcers 

■ diaper  rash 

■ excoriation 


These  and  many  other  superficial  skin  complaints  usually  respond  dramati- 
cally to  Tashan  Cream  Roche.  Antipruritic,  soothing  and  healing,  Tashan 
contains  vitamins  A,  D,  E and  c/-panthenol,  in  a cosmetically  pleasing, 
virtually  non-sensitizing,  water-soluble  base. 


In  1-oz  tubes 
and  1-lb  jars. 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc  »Nutley  10,  N.  J. 


Roche— Reg.  U.  S.  Pat.  Off, 
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ACTS  FASTER . . . 


MV  GFANAPM&- 

WORT 

S o^K15**' 


couldn't  d°a^y 

gardening  today 


>1  wasn't  g^ny-  s? 

g^*^h«bacV 


'So  here  I am,  and 

there's  Grandma 

picking  h°wf f'  V. 

she  teels  justhne 


'And  the  pain  went 

away  fast;- -inst 

like  1,2,  3 


"But  then  she  took 

those  nice  pills  m 


Doctor  gave 


FOR  PAIN 

Percodan' 


(Salts  of  Dihydrohydroxycodeinone 
and  Homatropine,  plus  APC) 


TABLETS 


usually  within  5-15  minutes 

LASTS  LONGER... 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES... 

excellent  for  chronic  or  bedridden  patients 


(he/ NEW 

Percodan- 

Demi 


VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  PERCODAN-DEMI  pro- 
vides the  PERCODAN  formula  with  one-half  the  amount 
of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

average  adult  dose:  1 tablet  every  6 hours.  May  be 
habit-forming.  Available  through  all  pharmacies. 

Each  PERCODAN*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

*U.S.  Pat.  2,628,185 

rJnRffi  endo  laboratories 

Richmond  Hill  18,  NewYork 


AND  THE  PAIN  WENT  AWAY  FAST 


sustained 

capsules 


release 


? 


• Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 

“The  administration  of  meprobamate  in 
sustained  action  form  [Meprospan"]  produced 
a more  uniform  and  sustained  action  . . . 
these  capsules  offer  effectiveness  at 


2.  Baird,  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958. 


reduced  dosage”2 

Dosage : 2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 


*trade-mark  Literature  and  samples  on  request  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
cme-7327  who  discovered  and  introduced  Miltown® 


A Totally  New  Molecule  for  the  Treatment  of 


2-dimethylaminoethanol  (deanol) 


• Effects  come  on  gradu; 


activity 


and 


• Without  causing  hy  perirrita- 

bility,  jitteriness  or 
emotional  tension . . . 

• TT7’  1 

• Without  causing  excess  motor 


• Without  causing  loss  of 

appetite  . . . 

• Without  elevating  blood 

pressure  or  heart  rate  . . . 

I 

• Without  sudden  letdown  on 

discontinuance  of  therapy. 


' Deaner ’ is  supplied  in  25  mg. 
scored  tablets 


Another 


\Rikerj  First 


LOS  ANGELES 


Proved  of  value  in  that  large  contingent  of  patients 
with  vague,  undefined  symptoms,  who  feel  under  par 
and  lack  energy  or  are  mildly  depressed.  Failure  to 
obtain  adequate  restoration  from  sleep  is  another 
indication. 

Reports  from  Investigators 

In  medical  student  volunteers,  'Deaner’  produced  in- 
creased daytime  energy  and  attentiveness  at  lectures, 
sounder  sleep  (with  a reduction  in  the  hours  of  sleep 
needed),  better  ability  to  concentrate,  decreased  appre- 
hensiveness prior  to  and  during  examinations,  a more 
affable  mood  and  outspoken  personality. 

1.  Murphree,  H.B.  Jr.;  Jenney,  E.H.,  and  Pfeiffer,  C.C.: Presented  before  Assoc,  for 
Research  in  Nervous  and  Mental  Disease,  New  York,  Dec.  12-14, 1957.To  be  published. 

In  Exhaustion  and  Depression jn  a stuciy  0f  over 

100  patients  suffering  from  various  psychiatric  disorders, 
especially  exhaustion  and  mild  depression,  the  clinical 
effect  of  'Deaner’  was  to  increase  energy  and  to  relieve 
depression  in  over  70%. 

2.  Lemere,  F.,  and  Lasater,  J.H. : Am.  J.  Psychiat.  114-655  '(Jan.)  1958. 

In  Learning  Problems_Some  of  the  children  with 
reading  problems  and  other  learning  defects  have  improved 
markedly  during  their  treatment  with  'Deaner’. 

3.  Oettinger,  L.:  To  be  published. 


Dosage:  Initially,  1 tablet  (25  mg.)  daily  in  the  morn- 
ing. Maintenance  dose,  1 to  3 tablets  (25  to  75  mg.) 
for  adults,  XA  to  3 tablets  daily  for  children.  Full 
benefits  may  require  two  weeks  or  more  of  therapy. 
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TAKE  A NEW  LOOK  AT  FOOD 
ALLERGENS-TAKE  A LOOK 
AT  NEW  DIMETANE 


*HSea  food — source  of  highly  potent  allergens.  Typical  are: 
lobster;  tuna;  sturgeon  roe;  fish  oil  used  to  prepare  leather, 
chamois, soaps;  cuttlefish  bone  for  polishing  material 
and  tooth  powder;  glues  made  from  fish  products. 


In  a recent  140-patient  study1  dimetane  gave  “more  relief  or  was  superior  to  other  anti- 
histamines,” in  63,  or  45%  of  a group  manifesting  a variety  of  allergic  conditions.  Gave 
good  to  excellent  results  in  87%.  Was  well  tolerated  in  92%.  Only  1 1 patients  (8%) 
experienced  any  side  reactions  and  5 of  these  could  not  tolerate  any  antihistamines. 

dimetane  Extentabs  (12  mg.  each,  coated)  provide  antihista- 
mine effects  daylong  or  nightlong  for  10-12  hours.  Tablets 
(4  mg.  each,  scored)  or  pleasant-tasting  Elixir  (2  mg./5  cc.) 
may  be  prescribed  t.i.d.  or  q.i.d.,  or  as  supple-  K|||||j||m 
mentary  dosage  to  Extentabs  in  acute  allergic 
situations.  A.  H.  ROBINS  CO.,  INC.,  Richmond  1111 

20,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


1.  Thomas,  J.  W.:  Ann.  Allergy  i6\  128,  1958 

(PARABROMDYLAMINE  MALEATE) 


EXTENTABS®  • TABLETS  • ELIXIR 


Faster  rehabilitation  in 


Joint  inflammation  and  muscie  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders—and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antirheu- 
matic-antiarth  ritic  agent. 


MEPROLONE-2  is  indicated  in  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  involvement  is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas  : MEPROLONE-2— 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  lOO).  M E PROLONE-5 — 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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Rheumatoid  Arthritis 


ultiple  compressed  tablets 


MEPROLONEis  a trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  joint  inflammation... 


c 

Therefore.  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 
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Toatex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


◄ Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


Fostex  is  easy  for  your  patients  to  use 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 
468  Dewitt  Street  • Buffalo  1 3,  New  York 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
atarax  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
broncho  spasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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new 

improved 

formula! 


Squibb  Vitamins  for  Therapy 


expanded  to  include  certain  essential  vitamins 
extra  value . . . 

at  no  extra  cost  to  your  patients 


Theragran— the  original  and  most  widely  prescribed 
therapeutic  vitamin  preparation— is  now  expanded 
to  provide  additional  nutritional  support  for  your 
adult  patients.  In  keeping  with  the  proposals  of  in- 
vestigators, such  vitamins  as  pyridoxine  and 
d-calcium  pantothenate  have  been  added  to  the 
formula,  and  the  ascorbic  acid  content  has  been  in- 
creased. These  improvements  in  the  Theragran  for- 
mula provide  your  patients  with  extra  value  at  no 
additional  cost. 


Each  new,  improved  Theragran  capsule  supplies: 

Vitamin  A 25,000 

Vitamin  D 1,000 

Thiamine  Mononitrate  * 

Riboflavin  

Niacinamide 

Ascorbic  Acid  

Pyridoxine  Hydrochloride  

d-Calcium  Pantothenate 
Vitamin  Bu  activity  concentrate 


1 or  more  capsules  daily  as  recommended  by  a physician. 

Family  Pack  of  180.  Bottles  of  30,  60,  100  and  1000, 


ALSO  AVAILABLE 

new!  THERAGRAN  JUNIOR 

formulated  for  vitamin  therapy  in  children  and  adolescents 
as  Theragran  is  formulated  for  adults. 


’THERAGRAN*  IS  A SQUIBB  TRADEMARK 


Squibb 


Squibb  Quality - 
the  Priceless 
Ingredient 


THERAGRAN  LIQUID 

for  patients  who  prefer  liquid  vitamin  therapy 


THERAGRAN-M 

with  extra  vitamins  and  minerals 


] 
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PYELONEPHRITIS 

! 

“A  DISEASE  OF  THE  T U B U L E S’M  as  well  as  the  glomeruli. 

In  pyelonephritis,  “the  tubules  suffer  from  damage  to  their  lining  cells 
which  show  cloudy  swelling,  granular  degeneration  and  diminution  in 
size.  Inflammatory  cells  and  colloid  casts  are  found  in  the  lumen  of  the 
tubules.  . . . The  glomeruli  remain  normal  over  a long  period."1 

in  addition  to  simple  glomerular 
filtration,  furadantin  is  actively 
excreted  by  the  tubule  cells. 

Furadantin  "may  be  unique  as  a wide-spectrum  antimicrobial  agent  that 
is  bactericidal,  relatively  nontoxic,  and  does  not  invoke  resistant  mutants."2 
Available  as  Tablets,  Oral  Suspension  and  Intravenous  Solution. 


References:  1.  Smith,  I.  M.,  and  Lenyo,  L.:  Am.  Practitioner  9:78,  1958.  2.  Waisbren,  B.  A.,  and 
Crowley,  W.:  A.M.A.  Arch.  Int.  M.  95:653,  1955. 

NITROFU  RANS-a  new  class  of  antimicrobials-neither  antibiotics  nor  sulfonamides  OjnI^  Jjn 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


Prescribe  'Co-PyroniT  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  'Co-Pyronil’  provides: 

‘Pyronil’  (Pyrrobutamine,  Lilly).  . . 15  mg. 

‘Histadyl’  (Thenylpyramine, 

‘Clopane 
tamine 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

858016 


'Co-Pyronil’  combines  a long-acting  and 
a short-acting  antihistamine  with  a 
synergistic  sympathomimetic.  It  usu- 
ally begins  to  combat  symptoms  within 
fifteen  to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients 
and  other  allergy  victims  remarkably 
complete  relief  on  a dosage  of  only  2 or 
3 pulvules  daily. 

*‘Co-PyroniP  (Pyrrobutamine  Compound,  Lilly) 
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The  Floyd  S.  Winslow  Memorial  Fund 


In  memory  of  the  late  Dr.  Floyd  S.  Winslow 
there  has  been  established  at  the  Rochester 
General  Hospital  in  Rochester,  a “Fund 
for  Cardiac  Research.”  The  fund  is  under 
the  direction  of  Dr.  Leonard  Horn,  chief  of 
medicine.  It  is  contemplated  that  the 
fund  Avill  be  restricted  in  its  scope  but 
basically  will  be  used  in  the  Cardiac  Re- 
search Program  of  the  hospital.1 

We  bring  this  Fund  and  its  objective  to 

1 Personal  communication  to  the  Editor. 


the  attention  of  our  readers,  many  of  whom 
knew  Dr.  Winslow  personally  during  his 
long  period  of  service  to  the  Medical  Society 
of  the  State  of  New  York  but  who  may  not 
have  been  aware  that  such  a memorial 
has  been  established.  Those  of  his  friends 
and  admirers  who  might  wish  to  contribute 
should  address  communications  to  the 
Floyd  S.  Winslow  Memorial  Fund  for 
Cardiac  Research,  Rochester  General 
Hospital,  Rochester,  New  York. 


Labeling  of  Hazardous  Substances 


A broad  and  encompassing  act  requiring 
precautionary  labeling  of  hazardous  sub- 
stances in  commercial,  household,  and 
industrial  chemicals  has  been  drafted  by 
the  American  Medical  Association’s  Com- 
mittee on  Toxicology.  The  bill  is  intended 
as  a model  for  uniform  laws  to  require  the 
declaration  of  hazardous  ingredients  and 
warning  statements  on  the  label  and  in  the 
accompanying  literature  of  chemical  prod- 
ucts used  in  the  home  and  elsewhere. 

Hazardous  substances  are  those  which 
are  toxic,  irritating,  sensitizing,  corrosive, 
flammable,  explosive,  or  radioactive  under 
customary  or  reasonably  anticipated  con- 
ditions of  handling  and  use. 

The  proposed  legislation  differs  from 
legislative  proposals  and  existing  laws  in 
both  scope  and  content.  The  bill  requires 
the  labeling  of  all  chemical  products  con- 
taining hazardous  substances  which  are  not 
now  so  regulated.  It  also  requires  the  same 
labeling  standards  to  apply  to  chemicals  for 
export  to  foreign  countries  as  those  for 
domestic  consumption,  thereby  obviating 
the  recurring  complaint  that  less  than 
standard  products  are  sold  to  the  foreign 
purchasers.  It  prohibits  the  re-use,  for 
hazardous  substances,  of  food  and  drug 


containers  bearing  their  original  labels  or 
identifiable  with  food  and  drug  containers 
by  reason  of  shape  or  other  characteristics. 

A new  class  of  products,  not  heretofore 
considered  in  label  legislation,  is  included 
in  this  measure.  It  requires  identification 
and  warnings  for  strongly  sensitizing  chemi- 
cals. These  are  chemicals  which  through  an 
allergic  mechanism  or  photodynamic  process 
may  cause  an  inflammatory  reaction  in 
living  tissue  on  contact  in  some  individuals. 
The  frequency  and  severity  of  the  sensiti- 
zation reaction  determines  whether  a sensi- 
tizing material  offers  a significant  potenti- 
ality for  causing  injury. 

Another  significant  departure  is  the 
omission  of  “poison”  from  the  bill’s  pro- 
visions. Decision  to  abandon  the  term 
“poison”  was  based  on  surveys  which 
revealed  a wide  variation  in  existing  legal 
limits  for  poison  and  a marked  lack  of 
agreement  among  scientific  experts  on  a 
definition  of  this  term  and  its  usefulness. 
It  is  felt  that  reference  standards  for  toxicity 
based  on  animal  tests  provide  a more  con- 
sistent and  reliable  index  of  the  poisonous 
properties  of  chemicals.  According  to  the 
standards  in  this  bill,  a toxic  (poisonous) 
substance  is  any  material  which  kills  half  or 
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more  of  a group  of  laboratory  animals 
(rats)  within  two  weeks  in  a single  oral 
dose  of  5 Gm.  per  Kg.  or  less,  or  on  skin 
contact  for  twenty-four  hours  in  a concen- 
tration of  1 Gm.  per  Kg.  or  less.  Compa- 
rable standards  are  proposed  for  inhalation 
of  atmospheric  concentrations  of  toxic 
gases,  vapors,  mists  or  dusts.  Degrees  of 
toxicity  are  reflected  through  use  of  signal 
words  and  statement  of  principal  hazards 
on  the  label. 

In  our  opinion  legislation  of  this  kind  is 
long  overdue.  This  seems  to  be  one  of  the 
areas  where  something  positive  can  be  done 


to  reduce  morbidity  and  mortality.  Such  a 
proposed  uniform  law  seems  only  common 
sense,  and  we  are  for  it.  One  has  only  to 
refer  to  the  “Briefs  on  Accidental  Chemical 
Poisonings  in  New  York  City”  appearing  in 
this  Journal  to  realize  the  hazards  involved. 

While  precautionary  labeling  alone  will 
not  solve  the  problem  of  accidental  ingestion 
of  these  substances,  especially  by  children, 
it  should  alert  adults  who  can  read  to  their 
own  danger  and  perhaps  lead  to  more 
careful  storage  of  those  substances  in  the 
home  and  elsewhere.  It  is  a step  in  the 
right  direction. 


The  Well-Drugged  Driver 


Many  drugs  prescribed  today  are  likely  to 
produce  effects  dulling  mental,  sensory, 
and  physical  reactions.  Since  so  many 
people  propel  themselves  about  in  machines 
of  great  power  which  require  split-second 
judgments  and  timing  to  operate  safely, 
the  doctor  has  a clear  and  presently  grave 
responsibility.  He  must  know  thoroughly 
both  the  drug  and  the  patient. 

Untoward  reactions  of  the  idiosyncratic 
and  allergic  type  can  well  be  foretold  by 
careful  test  dosage.  We  are  accustomed  to 
test  dose  in  this  respect  quinidine  and  a few 
other  potent  drugs,  but  the  practice  ought 
to  be  broadened.  The  reaction  of  drowsi- 
ness produced  by  antihistaminics  and  motion 
sickness  drugs  varies  greatly  both  as  to 
individuals  and  also  as  to  product.  Only 
after  prior  trial  and  determination  of 
reaction  should  a person  under  treatment 
with  these  drugs  feel  free  to  drive  a car. 
Many  of  the  drugs  we  use  today  are  only 
effective  when  pushed  to  their  full  pharma- 
cologic dosages.  During  this  process  side- 
effects  may  appear,  and  patient  and  doctor 
should  look  for  them.  Full  dosages  of  the 
tranquilizers  may  drop  the  blood  pressure 
enough  to  cause  transient  episodes  of 
faintness  or  giddiness.  One  shudders  to 
think  of  such  a spell  occurring  at  70  miles 
per  note. 


There  is  some  note  in  the  medical  litera- 
ture recently  of  a suspicion  that  chlor- 
promazine  can  bring  out  latent  convulsive 
disorders  in  persons  unsuspected  of  having 
such  defect. 

Fortunately,  the  newer  antihypertensive 
ganglionic  blocking  agents,  when  regulated, 
do  not  cause  syncope  in  the  sitting  position. 
However,  an  important  side-effect  of  these 
agents  in  relation  to  driving  is  that  blurring 
of  vision  and  sluggishness  of  accommodation 
may  be  produced. 

The  amphetamine  group  of  drugs  is 
widely  used  for  a number  of  conditions 
from  alcoholism  to  obesity.  It  should  be 
noted  that  a reactive  period  of  fatigue, 
depression,  and  difficulty  in  concentration 
occurs  in  some  people  following  the  initial 
stimulation.  A person  may  safely  take 
this  type  of  drug  to  promote  alertness  for 
driving  for  a period  of  two  hours  and  no 
longer.  He  should  then  give  up  the  wheel. 
Multiple  doses  of  these  drugs  on  a long 
automobile  trip  are  distinctly  not  recom- 
mended. 

The  amount  of  hypnotics  sold  would 
indicate  that  people  must  be  taking  them 
night  and  day.  Some  so-called  “short- 
acting” hypnotics  can  dull  the  sensorium 
for  as  long  as  twenty-four  hours  from  a 
single  dose  in  certain  individuals. 
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Our  profession  is  working  valiantly  to 
promote  safety  features  in  automobiles. 
While  we  have  been  pointing  out  the  mote 


in  the  manufacturer’s  eye,  have  we  failed  to 
see  the  beam  in  our  own — potent  drugs 
prodigally  prescribed? 


Editorial  Comment 


Medical  Rating  of  Physical  Impairment. 

The  attention  of  our  readers  is  drawn  to  the 
first  of  a series  of  guides  prepared  by  the  ad 
hoc  committee  on  Medical  Rating  of  Physi- 
cal Impairment  of  the  American  Medical 
Association’s  Board  of  Trustees.  The  first 
guide  which  was  released  on  February  15 
and  came  with  the  Journal  of  that  week  deals 
with  impairments  of  the  back  and  extremi- 
ties. The  committee  is  composed  of  ex- 
perts and  consultant  authorities  highly  com- 
petent in  all  fields  related  to  these  impair- 
ments. The  ratings  are  reduced  to  the  sim- 
plest common  denominator  and  are  emi- 
nently practical. 

This  particular  guide  is  arranged  in  three 
sections  dealing  with  the  upper  extremity, 
the  lower  extremity,  and  the  back.  Each 
section  contains  material  on  technic  of 
measurement,  tables  of  relative  impairment 
due  to  restriction  of  motion,  ankylosis,  am- 
putations, fractures,  and  other  conditions, 
and  methods  for  combining  and  relating 
various  impairments. 

As  one  becomes  acquainted  with  this  ma- 
terial, its  simplicity  and  uniformity  of  ap- 
plication becomes  readily  apparent. 

All  who  are  concerned  with  accidents  and 
their  litigious  aspects,  all  who  deal  with  com- 
pensation boards,  insurance  companies,  and 
other  agencies  interested  in  physical  dis- 
ability will  find  this  a useful  and  authorita- 
tive guide.  The  committee  is  to  be  con- 
gratulated. We  look  forward  to  the  subse- 
quent guides  in  this  series. 

Asian  Influenza.  The  last  year  saw  the 
rapid  rise  of  this  disease  in  the  United 
States,  according  to  the  Statistical  Bulletin A 


1 Metropolitan  Life  Insurance  Company  Statistical  Bulle- 
tin, Dec.,  1957,  p.  6. 


What  of  its  probable  course,  mortality,  and 
morbidity  in  the  current  year? 

Asian  influenza  first  appeared  in  the  Far 
East  during  the  spring  of  1957  and  spread  to 
many  other  areas  of  the  world,  reaching  the 
United  States  in  August.  The  disease  began 
to  attain  epidemic  proportions  here  in  late 
summer  and  recorded  its  maximum  incidence 
in  mid-autumn.  Data  collected  by  the  Public 
Health  Service  indicate  that  the  peak  was 
reached  in  the  week  ending  November  2,  when 
1,250,000  new  cases  are  estimated  to  have  oc- 
curred. The  outbreak  then  subsided  rapidly, 
new  cases  of  the  disease  continuing  to  decrease 
in  number  to  the  end  of  the  year.  The  Public 
Health  Service  estimates  that  approximately  20 
million  cases  of  Asian  influenza  occurred  in  the 
United  States  from  September  through  Decem- 
ber. It  is  difficult  to  ascertain  with  any 
certainty  the  incidence  of  the  disease  on  a 
national  basis  because  influenza  is  not  report- 
able  in  large  areas  of  the  country,  and  an 
accurate  diagnosis  is  established  in  relatively 
few  cases.  . . 

Similarly,  the  impact  of  the  epidemic  on  the 
total  death  rate  has  been  much  less  this  year 
than  it  was  in  1918.  The  mortality  from  all 
causes  combined  in  1957  is  expected  to  be  only 
about  2 per  cent  higher  than  that  in  1956 — 
reflecting  largely  the  increased  mortality  from 
the  cardiovascular  diseases  occasioned  by  the 
influenza  outbreak — whereas  the  total  death 
rate  in  1918  was  29  per  cent  in  excess  of  that  in 
1917. 

It  is  instructive  to  view  the  current  epidemic 
in  the  light  of  the  long-term  trend  of  mortality 
from  pneumonia  and  influenza. . . 

During  the  decade  of  the  1920’s  there  were 
four  monthly  peaks  in  which  the  mortality 
from  pneumonia  and  influenza  exceeded  200 
per  100,000  policyholders,  the  rate  reaching  411 
in  January,  1929.  In  each  successive  decade 
the  peaks  became  progressively  lower;  even 
though  the  death  rate  from  pneumonia  and  in- 
fluenza among  the  industrial  policyholders  rose 
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to  about  50  per  100,000  in  the  autumn  of  1957, 
this  rate  is  overshadowed  by  the  peaks  re- 
corded in  earlier  decades. 

Although  there  is  the  possibility  that  a sec- 
ond wave  of  influenza  may  sweep  the  country, 
the  prospects  of  keeping  it  in  check  are  good. 
Barring  unforeseen  changes  in  the  type  of  virus 
involved,  the  incidence  of  the  disease  may  be 
reduced  by  wider  use  of  the  vaccine  which  has 
been  developed.  Furthermore,  the  dangerous 
respiratory  complications  that  account  for  a 
large  proportion  of  the  deaths  among  influenza 
victims  can  be  combated  in  a large  proportion 
of  cases  by  antibiotics  and  chemotherapy,  even 
though  no  specific  treatment  is  available  for 
influenza  itself. 

This  historical  note  and  hopeful  forecast 
should  cause  a slight  disturbance  in  the  vi- 
cinity of  Elmira,  last  resting  place  of  the  late 
Samuel  Clemens  who  said  of  the  weather 
that  everybody  talks  about  it  but  no  one 
does  anything  about  it.  Weather  or  not 
this  is  now  true,  plenty  has  been  done  about 
the  influenza  as  the  foregoing  statistical 
study  shows.  The  medical  profession  may 
well  be  proud  of  its  achievement  to  date. 

Train  Watchers.  While  casually  perus- 
ing the  pages  of  the  Bulletin  of  the  American 
Medical  Writers’  Association 1 we  came  upon 
a quatrain: 

We  watch  the  trains  come  in; 

We  hear  the  porters  shout; 

And  after  we  watch  the  trains  come  in, 

We  watch  the  trains  go  out. 

Having  lived  in  small  towns  ourself,  the 
lines  evoked  memories — the  local  railroad 
station  with  its  semaphore  and  worn  wooden 
platform,  the  station  plaza  a sea  of  yellow 
mud  in  springtime  deep-rutted  from  the 
wheels  of  carriages,  the  mournful  whistle  of 
the  westbound  express,  the  panting,  smoke- 
belching  impatience  of  the  twice  a day  local, 
and  the  self-appointed  delegation  of  train 
watchers. 

This  delegation  was  self-perpetuating, 
mostly  unshaven,  casually  attired  according 

JBull.  Am.  Med.  Writers’  Assoc.  8:  1 (Jan.)  1958. 


to  the  season  of  the  year,  and  recruited  from 
the  ranks  of  the  voluntarily  unemployed,  a 
group  composing  the  local  philosophical 
society.  This  society  or  perhaps  more  ac- 
curately, association,  maintained  a head- 
quarters of  sorts  in  a public  house  on  the 
station  plaza  where  warmth,  entertainment 
for  man  and  beast,  liberty,  equality,  and 
fraternity  were  enjoyed  between  the  sched- 
uled arrival  and  departure  of  trains  and/or 
the  unscheduled  appearance  of  the  “ black 
maria”  in  the  interests  of  public  tranquillity 
and  order. 

Some  ten  minutes  before  train  time  the  re- 
maining members  of  the  association  would 
migrate  to  the  depot  platform  to  supervise 
the  placement  by  the  station  agent  of  the 
baggage,  express,  and  mail  truck  in  its  place 
on  the  platform.  This  supervision  was  done 
by  placing  the  back  against  the  baggage 
room  wall,  assuming  a relaxed  pose,  shifting 
a quid  of  fine  cut  or  plug  from  one  cheek  to 
the  other,  and  observing  outgoing  passen- 
gers speculatively  while  whittling  small 
shavings  from  a piece  of  soft  wood  broken 
from  a crate. 

This  colorful  occupation  of  train  watching 
had  its  irresistible  allure  for  the  young. 
The  raising  of  the  semaphore  arm  to  the 
horizontal  or  stop  position,  the  exodus  of  the 
philosophers  from  the  public  house,  the  pro- 
cession to  the  platform,  the  arrival  by  car- 
riage or  on  foot  of  departing  passengers  twice 
daily,  the  engine  whistle,  its  clanging  bell 
and  clanking  driving  rods,  were  soul-satisfy- 
ing in  an  era  of  little  recreation  for  the  young 
and  no  movies. 

Then,  too,  the  tobacco  chewing  of  the 
train-watching  philosophers  was  fascinating. 
It  had  been  developed  to  the  status  of  an  art. 
Cigar  smoking  was  the  prerogative  of  the 
filthy  rich.  Their  Havanas  reputedly  scented 
the  air  of  such  fabulous  establishments 
as  Delmonico’s  or  Sherry’s  in  New  York 
City,  a locale  said  to  combine  the  worst  fea- 
tures of  Sodom  and  Gomorrah.  Cigarets 
— remember  Sweet  Caporals  with  the  ac- 
tresses’ pictures? — even  if  you  could  roll  your 
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own  were  not  then  considered  carcinogenic 
but  allegedly  diagnostic  of  homosexuality 
or  worse. 

The  technic  and  art  of  chewing  cutplug  or 
“fine  cut”  went  with  the  occupation  of  train 
watching  like  ham  and  eggs.  First  experi- 
ments were  discouraging  but  definitely 
wicked;  forbidden  and  therefore  alluring,  a 
challenge.  Some  sage  once  said  that  the 
descent  to  hell  is  easy.  He  never  chewed 
tobacco  or  aspired  to  be  a proper  train 
watcher.  But  once  the  initial  difficulty  is 
overcome,  more  or  less  in  private,  a second 
takes  its  place — the  problem  of  disposal; 
for  chewing  resulted  for  physiologic  reasons 
in  the  urgent  necessity  for  the  development 
of  an  admittedly  crude,  initially  inaccurate, 
but  later  more  precise  missile  launching 
technic.  This  at  first  was  confined  to  nearby, 
stationary  targets,  such  as  knot  holes,  but 
later  even  included  the  interception  of  mov- 
ing targets. 


This  self-education  in  practical  ballistics, 
projection,  and  elementary  meteorology  as  a 
corollary  to  the  allegedly  time-wasting  occu- 
pation of  train  watching  came  to  a sudden, 
and  if  memory  serves  us  accurately,  painful 
end  at  the  insistence  of  aging,  unsympa- 
thetic and  querulous  persons  related  to  us  who 
seemed  to  feel  that  attendance  upon  a more 
formal  system  of  education  was  not  only  de- 
sirable but  enforceable. 

Were  these  persons  right?  We  now  ob- 
serve formally  educated  citizens  carrying 
on  alow  and  aloft  with  missiles  of  a far  dif- 
ferent character.  They  are  so  occupied  with 
their  highly  educated  activities  that  they 
must  take  tranquilizers  to  make  their  con- 
scious lives  endurable  or  rush  off  to  the  moon 
for  a little  rest  and  relaxation.  We  doubt  if 
many  persons  now  do  any  train  watching. 
Our  simple  self-education  program  in  rudi- 
mentary missile  firing  is  completely  out  of 
date.  Eheu,  fugaces! 


ONE- AFTERNOON -A-WEEK  COURSE  IN 
OCCUPATIONAL  MEDICINE 

Considerable  interest  in  this  course  has  been  demonstrated  by  the  physi- 
cians who  were  asked  to  complete  a questionnaire  concerning  the  conduct  of 
this  course. 

Many  physicians  who  did  not  receive  this  questionnaire  have  been 
writing  the  Bureau  of  Industrial  Health  and  Workmen's  Compensation  to 
request  a copy. 

Any  physician  who  is  interested  in  attending  a one-afternoon-a-week 
course  in  occupational  medicine  at  the  Institute  of  Industrial  Medicine, 
New  York  University  Post-Graduate  Medical  School,  New  York  City,  may 
obtain  more  information  by  writing  Anthony  A.  Mira,  M.D.,  Director  of 
the  Bureau  of  Industrial  Health  and  Workmen's  Compensation,  386  Fourth 
Avenue,  New  York  16,  New  York. 


2196 


New  York  State  J.  Med. 


NEW 

Dramamine-D 

brand  of  dlmenhydrinate  with  dextro-amphetamine  sulfate 

EFFECTIVELY  TREATS  THE  NAUSEA  AND 
KEEPS  THE  PATIENT  ALERT 


SEARLE 


When  prescribing  an  antinauseant  and 
drowsiness  is  undesirable,  Dramamine-Z) 
alleviates1'6  the  nausea  yet  keeps  the 
patient  alert. 

Dramamine-Z)  is  available  on 
prescription  only. 

Each  scored,  orange  tablet  of  Dramamine-Z) 
contains  50  mg.  of  Dramamine  and  5 mg.  of 
dextro-amphetamine  sulfate. 

References: 

1.  Arner,  O.,  and  Others:  Nord.  med.  55:1346  (Sept.  12)  1957. 

2.  Wilner,  S.:  Canad.  M.  A.  J.  77:199  (Aug.  1)  1957. 

3.  Bruner,  J.  M.  R.:  U.  S.  Armed  Forces  M.  J.  5:489  (April)  1955. 

4.  Diamant,  A.  H.:  Nord.  med.  48:1324  (Sept.  26)  1952. 

5.  Wendt,  G.  R.,  and  Cameron,  J.  S.:  Personal  communication,  Jan.  4,  1955. 

6.  Stough,  A.  R.:  Personal  communication,  Aug.  10,  1957. 


2197 


in  angina  pectoris 


new  Peritrate*  with  N itroglycerin 

brand  of  pentaerythritol  tetranitrate 

for  immediate  relief  of  the  acute  attack 

plus 

extended  protection  against  subsequent  episodes 


How  overlap  effect  of  Peritrate  with  Nitroglycerin 
extends  coronary  vasodilatation 


A sublingual,  hypodermic-type  tablet.  Disintegrates  completely  in  less  than  5 seconds. 


f 


SCIENTIFIC  ARTICLES 

Fats,  Cholesterol,  Lipoproteins,  and  Atheroscle- 
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Foremost  in  the  vanguard  of  causes  of  death 
stands  atherosclerosis,  more  particularly 
coronary  atherosclerosis,  number  one  killer. 
Within  the  past  few  decades  there  has  been  a 
progressively  mounting  incidence  of  coronary 
atherosclerosis  with  an  appalling  toll  of  life  in 
the  most  fruitful  years,  forty-five  to  sixty-four, 
notably  in  the  male.  The  gravity  of  this  prob- 
lem and  the  alarming  increase  in  its  incidence 
have  stimulated  world-wide  interest  and  research 
from  different  viewpoints,  resulting  in  the  accrual 
of  a prodigious  amount  of  clinical,  pathologic, 
experimental,  and  epidemiologic  data  which  have 
opened  new  vistas.  Although  the  evidence  is 
still  circumstantial  and  there  are  controversial 
issues,  recent  epoch-making  studies  have  closed 
many  of  the  gaps  in  our  knowledge,  and 
the  sum  total  of  the  evidence  at  hand  is 
sufficiently  strong  to  warrant  formulation  of  a 
rational  hypothesis  for  the  genesis  of  athero- 
sclerosis and  a highly  promising  program  for  its 
prophylaxis  and  treatment.  It  is  my  intention 
to  summarize,  highlight,  and  correlate  the  salient 
aspects  of  the  voluminous  current  literature  on 
this  crucial  problem  which  weighs  so  heavily  on 
the  heart  of  mankind. 

Incidence  of  Atherosclerosis 

Although  vital  statistics  within  the  past  few 
decades  show  an  increase  in  the  span  of  life  from 
birth  to  the  age  of  forty-five  this  is  far  less  true 
from  forty-five  to  sixty-four.1  At  the  beginning 
of  the  century  life  expectancy  at  the  age  of  fifty 
was  approximately  20.8  years,  while  by  mid- 
century it  had  increased  by  only  2.2  years,2  an 
increment  far  too  small  in  the  face  of  such  out- 


standing discoveries  as  chemotherapy,  antibiotics* 
anticoagulants,  progress  in  surgical  technics,  and 
other  advances  which  have  helped  to  stem  the 
tide  of  death  from  infectious  and  other  diseases. 
This  paradox  is  due  in  the  main  to  the  increasing- 
incidence  of  coronary  atherosclerosis,  partic- 
ularly in  males  between  the  ages  of  forty-five  and 
sixty-four.  Prior  to  1920  coronary  atheroscle- 
rosis was  uncommon  in  this  age  group,  but  it 
has  now  assumed  staggering  proportions,  stig- 
matizing it  as  the  leading  cause  of  death. 

The  mortality  rate  from  atherosclerosis  is 
higher  in  the  Western  industrialized  countries  of 
the  world,  with  a peak  incidence  in  the  United 
States.  In  countries  and  people  with  more 
primitive  standards  of  living,  as  for  example 
Japan,  the  Bantu  natives  of  South  Africa,  var- 
ious parts  of  Italy,  Sardinia,  the  Guatemalan 
Indians,  Nigerians,  Yemenite  Jews,  and  many 
others,  the  mortality  is  only  one-quarter  to  one- 
tenth  that  of  the  United  States.3-4  Even  within 
countries  there  are  sectional  and  socioeconomic 
strata  differences  of  from  4:1  to  10:1  or  more. 
For  example,  in  the  United  States  the  mortality 
from  coronary  atherosclerosis  is  highest  in 
New  York  State,  where  it  is  about  twice  that  of 
New  Mexico,  Arkansas,  and  Kentucky.5  Al- 
though vital  statistics  have  their  shortcomings, 
disparities  in  incidence  of  such  magnitude 
throughout  the  world,  as  well  as  sectional  and 
socioeconomic  group  differences,  are  sufficiently 
striking  to  make  us  take  cognizance  of  them  and 
seek  the  cause.  In  an  attempt  to  explain  these 
facts  various  environmental  and  endogenous 
factors  have  been  implicated,  such  as  heredity, 
genetics,  sex,  climate,  diet,  stress  and  strain, 
physical  activity,  and  tobacco.  However,  an 
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analysis  of  these  elements  points  to  some  environ- 
mental factor  playing  a major  role.  That  im- 
portant heredity  influences  are  involved  is 
apparent  from  statistical  studies,  but  they  appear 
to  effect  the  degree  of  susceptibility  to  athero- 
sclerosis rather  than  to  be  causally  related.  The 
environmental  factor  that  best  correlates  with 
the  incidence  of  coronary  atherosclerosis  is  that 
of  dietary  fat  consumption.3-4  Other  exogenous 
factors  play  a minor  role,  one  of  a sensitizing 
nature.  Before  discussing  the  more  important 
investigations  leading  up  to  this  concept,  let  us 
review  some  of  the  background  studies  linking 
atherosclerosis  to  a disturbance  of  lipoprotein 
metabolism. 

Atherosclerosis , a Disturbance  in 
Lipoprotein  Metabolism 

Chemical  studies  of  the  content  of  athero- 
matous plaques  reveal  cholesterol  and  its  esters, 
triglycerides  and  phospholipids,  as  major  lipids. 
Quantitatively  and  qualitatively  the  composition 
of  fatty  acid  fractions  in  normal  plasma  and  in 
these  plaques  are  essentially  similar.6  This  points 
to  atherosclerosis  as  a disorder  of  lipid  metabolism 
in  which  the  lipids  are  derived  from  the  plasma. 

Strengthening  this  view  is  the  high  incidence 
of  atherosclerosis  in  such  clinical  entities  as 
diabetes  mellitus,  hypothyroidism,  nephrosis,  and 
familial  hypercholesteremia,  all  having  as  a 
common  denominator  elevated  serum  cholesterol. 

Furthermore,  experimental  animals,  notably 
chickens,  guinea  pigs,  and  hamsters,  when  fed 
cholesterol  or  high-fat  diets  alone,  develop 
atherosclerosis.  In  the  rat  and  dog  additional 
requirements  are  thiouracil  or  renal  hypertension. 
In  monkeys  a diet  deficient  in  S-containing 
amino  acids  is  a necessary  adjunct.  However, 
in  the  adult  rhesus7  and  cebus8  monkeys  a high-fat 
diet  alone  has  produced  atherosclerosis. 
Through  all  this  one  consistent  feature  is  appar- 
ent, that  however  experimental  atherosclerosis  is 
produced,  hypercholesteremia  is  the  common 
denominator.  One  of  the  most  important  differ- 
ences between  experimental  animal  and  man  is 
the  absence  of  myocardial  infarction.  Recently, 
however,  Hartroft  and  Thomas9  have  induced 
myocardial  infarction  in  rats  by  feeding  them 
diets  high  in  saturated  or  hydrogenated  fat 
supplemented  with  cholesterol,  cholic  acid,  and 
thiouracil  for  fourteen  weeks.  Moreover,  in- 
dividuals who  suffered  from  myocardial  in- 
farction have  as  a group  average  cholesterol 
levels  higher  than  that  of  healthy  normals.4 


This,  briefly,  is  the  background  evidence  for 
atherosclerosis  as  a disturbance  of  lipid  metab- 
olism. What  is  the  lipid  or  lipids  at  fault?  It 
was  formerly  thought  that  cholesterol  was  the 
culprit.  Since  cholesterol  was  a major  com- 
ponent of  the  atheromatous  plaque  and  simple 
to  determine,  it  received  major  consideration, 
and  studies  were  carried  out  centering  about  it. 
However,  atheroma  reveals  equal  proportions  of 
triglyceride  and  phospholipid  as  well.6  More- 
over, there  are  many  cases  of  coronary  athero- 
sclerosis with  cholesterol  levels  within  so-called 
normal  limits.  Furthermore,  cholesterol  feeding 
in  man  does  not  appreciably  increase  cholesterol 
levels.  Whereas  the  rabbit  and  chick  are  very 
sensitive  to  dietary  cholesterol,  man  is  remark- 
ably resistant.  The  average  diet  of  man  is  within 
1 Gm.  of  cholesterol  per  day,  and  if  it  is  increased 
even  up  to  30  Gm.  per  day,  it  has  only  a trivial 
effect,  unless  accompanied  by  additional  fat.10 
Cholesterol  in  man  is  notably  a product  of  endog- 
enous synthesis  in  the  liver  and  is  not  appre- 
ciably affected  by  dietary  cholesterol.  It  has 
been  shown  that  when  excess  cholesterol  is  in- 
gested, synthesis  by  the  liver  and  its  excretion  in 
the  bile  diminish  and  increased  excretion  of  cholic 
acid  occurs.11  As  a result  serum  levels  remain 
unaltered,  save  in  conditions  causing  disorder  of 
the  transport  system. 

In  recent  years  physicochemical  studies  by 
Barr12  and  Gofman  and  associates13-14  have  shed 
considerable  light  on  the  importance  of  serum 
Apoproteins  other  than  cholesterol.  They  have 
shown  that  the  atherogenic  factor  of  the  plasma 
is  the  beta  globulin  Apoprotein  complex12  and 
low-density  Apoprotein  groups,  notably  Svedberg 
flotation  10  to  20. 13,14  Hence,  it  is  not  total 
serum  cholesterol  but  a Apoprotein  complex  con- 
taining cholesterol  which  chemicafly  correlates 
best  with  atherosclerosis.  However,  since  the 
bulk  of  serum  cholesterol  is  in  these  Apopro- 
teins, elevation  of  serum  cholesterol  is  sufficiently 
frequent  when  judged  by  recent  criteria  to  be  a 
useful  index  as  well  as  technically  simple  and 
inexpensive  to  determine. 

Some  Salient  Features  of 
Lipoprotein  Metabolism 

Search  for  the  key  to  the  disturbance  of  the 
Apoprotein  metaboAsm  in  atherosclerosis  has 
resulted  in  intensive  investigation  into  Apo- 
protein metaboAsm  and  the  mechanism  of  Apid 
transport.  Lipids  exist  in  the  blood  as  emulsions 
(chylomicrons)  and  Apoproteins.  Normally 
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plasma  contains  some  300  mg.  of  fatty  acids  per 
100  cc.,  of  which  80  per  cent  exist  as  phospho- 
lipids and  triglycerides,  15  per  cent  as  cholesterol 
esters,  and  about  5 per  cent  as  unesterified  fatty 
acids.15  These  insoluble  fatty  acids,  as  also  the 
unesterified  cholesterol,  are  transported  in  the 
blood  in  combination  with  proteins  as  lipo- 
protein complexes,  thereby  rendering  them  more 
soluble  and  capable  of  participating  in  biologic 
reactions.  Cholesterol  esters,  phospholipids,  and 
triglycerides  are  bound  to  globulin,  whereas  un- 
esterified fatty  acids  are  bound  to  albumin. 
Cholesterol  esters  and  phospholipids  have  a 
peculiar  predilection  for  the  essential  fatty  acids.16 

Based  on  different  technics,  the  lipoproteins 
have  been  further  classified  into  various  fractions. 
By  electrophoresis  the  major  lipids  are  found  to 
be  carried  by  the  beta  alpha  1 and  alpha  2 serum 
globulins.  The  ultracentrifugal  technic  of  Gofman 
and  associates17  has  given  us  the  most  complete 
fractionation.  They  divide  lipoproteins  into 
two  broad  groups;  low-  and  high-density  lipo- 
proteins. The  low-density  groups  consists  of 
classes  characterized  by  the  Svedberg  Unit,  Sf., 
which  expresses  the  positive  migration  rate  for 
lipoproteins  undergoing  flotation  in  an  ultra- 
centrifugal analysis.  The  Sf.  increases  with 
increasing  rate  of  flotation  and  is  inversely 
proportional  to  density.  These  Sf.  classes 
are  more  simply  designated  as  those  of  very 
low  density  (Sf.>10),  and  those  of  low  density 
(Sf.  0 to  10).  Chylomicrons  are  lipoproteins 
consisting  notably  of  triglycerides  with  small 
amounts  of  phospholipid,  cholesterol,  and  pro- 
tein. They  are  normally  present  only  when  large 
amounts  of  absorbed  fat  enter  the  blood  from  the 
thoracic  duct  and  rapidly  disappear  thereafter. 
Lipoproteins  function  as  carriers  in  the  transport 
of  fatty  acids  to  and  from  the  fiver,  fat  depots, 
and  peripheral  tissues.  The  role  of  the  various 
fractions  has  not  been  definitely  established. 
Inferences  may  be  drawn  from  their  body  dis- 
tribution, and  knowledge  concerning  their 
metabolism  has  been  gleaned  from  labeling  them 
with  isotopes.  Table  I reveals  the  major  classi- 
fications of  lipoprotein  fractions  and  their  relative 
chemical  composition. 

This  table  will  explain  many  of  the  clinical 
features  associated  with  disorders  of  lipoprotein 
metabolism.  For  example,  lactescence  (milky 
serum),  is  imparted  by  chylomicrons  and  very 
low-density  lipoproteins,  due  to  their  high  tri- 
glyceride content.  This  is  the  case  in  essential 
hyperlipemia,  where  most  of  the  lipoproteins  are 


chylomicrons.  For  some  unknown  reason, 
xanthomas  in  this  condition  tend  to  be  of  the 
tuberosum  pattern.19  The  diagnosis  of  this 
disorder  may  be  overlooked  if  serum  cholesterol 
alone  is  determined,  for  turbidity  need  not  be 
accompanied  by  a striking  cholesterol  elevation, 
since  the  chylomicron  is  cholesterol-poor.  Fur- 
thermore, striking  elevations  of  cholesterol  are 
apt  to  be  associated  with  increased  levels  of  low- 
density,  and  to  a lesser  extent  very  low-density, 
lipoproteins,  due  to  their  high  content  of  cho- 
lesterol. The  bulk  of  cholesterol  is  to  be  found  in 
these  densities  and  in  beta  lipoproteins.  Since 
the  triglyceride  content  of  the  low-density  frac- 
tion is  poor,  increases  in  their  level  will  result  in 
marked  hypercholesteremia  with  a very  clear 
serum.  Xanthoma  here  tend  to  be  of  the 
tendonosum  pattern,  although  both  types  may 
occur  simultaneously.19  Coronary  atheroscle- 
rosis is  found  much  more  often  in  familial  hy- 
percholesteremia than  in  familial  hyperlipemia. 
This,  I believe,  can  be  attributed  to  the  greater 
elevation  of  chylomicrons  and  very  low-density 
lipoproteins  in  the  latter  and  of  low-density  and 
beta  lipoproteins  in  the  former. 

The  process  by  which  chylomicrons  are  re- 
moved from  the  blood  is  known  as  “clearing  of 
alimentary  lipemia.”  Some  conversion  to  low- 
density  lipoproteins  occurs  during  their  dis- 
appearance. For  the  most  part,  they  disappear 
to  unknown  organs  and  are  rapidly  hydrolyzed 
to  fatty  acids,  returning  to  the  plasma  bound 
to  protein  for  retransport.  “Clearing”  is  a 
process  of  serial  triglyceride  hydrolysis  believed  to 
be  catalyzed  by  a tissue  lipoprotein  lipase  system 
in  which  reaction  albumin  is  an  integral  factor 
necessary  to  bind  fatty  acid,  so  that  hydrolysis 
can  proceed.  Hence,  “clearing,”  intercon version 
of  lipoprotein  from  very  low-  to  low-density 
groups  and  release  of  unesterified  fatty  acids, 
occur  through  triglyceride  hydrolysis  catalyzed 
by  a lipoprotein  lipase  system.  A decrease  in 
this  system  may  be  the  cause  of  one  form  of 
hyperlipemia.20  Heparin  or  a related  substance 
appears  to  be  an  integral  part  of  this  lipase  com- 
plex.21 Parenteral  administration  of  heparin 
causes  lipase  activity  to  appear  quickly  with 
decline  of  very  low-density  and  rise  in  low-den- 
sity lipoproteins.  Heparin,  therefore,  is  anti- 
lipemic  as  well  as  anticoagulant.  It  is  possible 
that  the  effect  of  heparin  in  myocardial  infarction 
is  via  its  antifipemic  reaction  as  well.  The  albu- 
min-bound unesterified  fatty  acids  appear  to  be 
the  states  in  which  fat  is  transported  from  the  fat 
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TABLE  I. — -Major  Lipoprotein  Fractions* 


Fraction 

Density 

Sf.  Class 

Electro- 

phoretic 

Motility 

- Relative  Chemical  Composition • 

Tri-  Phospho-  Choles- 

Protein  glycerides  lipids  terol 

Chylomicron 

About  40 , 000 

2 

81 

7 

9 

Very  low  density 

>1.019 

10  to  400 

Alpha  2 

7 

52 

18 

22 

Low  density 

1.019  to  1.063 

0 to  10 

Beta 

21 

9 

23 

47 

High  density 

1.063  to  1.21 

Alpha  1 

46 

8 

26 

19 

Alb-unesterified 

fatty  acids 

>1.21 

albumin 

0 

0 

0 

* Modification  after  Fredrickson15  and  Bragdon  et  al.is 


depots  to  other  tissues  for  oxidization  for  energy. 
Their  blood  levels  increase  with  fat  burning,  as  in 
fasting,  and  diminish  with  ingestion  of  non-fat 
calories.22  Serum  albumin  is  essential  for  un- 
esterified  fatty  acid  transport.  In  nephrosis, 
where  urinary  loss  of  albumin  results  in  hypo- 
albuminemia,  the  blood  lipid  pattern  becomes  one 
of  hyperlipemia  and  hypercholesteremia.23-24 

Abnormal  lipoprotein  blood  patterns  may  occur 
in  many  diseases  associated  with  derangement 
in  lipoprotein  metabolism.  In  some  it  results 
from  primary  metabolic  fault;  in  others  it  is 
secondary  to  some  known  disease,  such  as  di- 
abetes mellitus,  hypothyroidism,  and  nephrosis. 
In  most  cases  of  atherosclerosis,  particularly  in 
males  between  the  ages  of  forty-five  and  sixty- 
four,  the  lipoprotein  disorder  appears  to  stem 
from  the  burden  imposed  on  this  phase  of  metab- 
olism by  dietary  fats.  The  investigations  by 
Gofman  and  associates13-14  showing  elevated 
levels  of  lower-density  lipoproteins,  especially 
the  Sf.  10  to  20  classes,  and  those  of  Barr  and  as- 
sociates12 showing  elevated  levels  of  beta  lipo- 
proteins in  atherosclerosis,  survivors  of  myo- 
cardial infarction,  familial  hypercholesteremia, 
and  clinical  states  characterized  by  athero- 
sclerosis, such  as  diabetes  mellitus,  hypothyroid- 
ism, and  nephrosis,  are  highly  significant.  These 
fractions  were  not  found  to  be  elevated  in  young 
healthy  men  and  women  or  animals.  It  is  be- 
lieved by  these  investigators  that  the  above 
fractions  are  atherogenic.  It  would  therefore 
appear  that  atherosclerosis  is  due  to  an  alteration 
of  lipoprotein  metabolism  involving  certain 
cholesterol-lipoprotein  moieties  and  in  which 
serum  cholesterol  is  frequently,  though  not  in- 
variably, elevated.  There  is  also  a decrease  in 
the  phospholipid  cholesterol  ratio,  since  these 
lipoproteins  have  more  cholesterol  than  phos- 
pholipid in  their  molecule  (Table  I) . 

These  studies  have,  furthermore,  shed  light  on 
the  relative  immunity  of  premenopausal  females 
to  atherosclerosis.  Up  to  age  forty-five,  the 
mortality  from  coronary  atherosclerosis  runs  up 


to  approximately  eight  times  as  high  for  men  as 
for  women,  after  which  the  ratio  progressively 
decreases  with  advancing  age,  until  at  age  sixty- 
five  it  is  almost  the  same.  There  is  an  important 
physiologic  difference  in  the  serum  lipoprotein 
pattern  in  males  and  females  between  fifteen  and 
sixty-five  which  appears  to  account  for  this.  In 
males  there  are  more  low-density  and  beta  lipo- 
proteins and  fewer  high-density  and  alpha  1 
lipoproteins  as  compared  with  females.12-25 
The  action  of  heparin  in  clearing  alimentary 
hyperlipemia  is  also  less  prompt  in  young  men.25 
Barr25  has  shown  that  estrogen  administered  to 
men  causes  their  lipoprotein  pattern  to  resemble 
that  of  premenopausal  women.  Testosterone 
tends  to  oppose  this  effect  and  exaggerates  the 
male  pattern.26  After  the  menopause  female  and 
male  patterns  approximate  each  other,  and  the 
incidence  of  atherosclerosis  tends  to  be  similar. 
Furthermore,  the  male  requirement  for  essential 
fatty  acids  is  about  five  times  that  of  females, 
which  may  contribute  to  their  relative  im- 
munity.27 Dock28  found  that  the  intima  of  the 
left  coronary  artery  was  2.5  times  thicker  in  the 
male  and  felt  that  this  acted  as  more  cushion  for 
the  deposition  of  lipoprotein  complexes. 

Relationship  Between  Dietary  Fat9 
Serum  Lipids , and  Coronary 
Atherosclerosis 

The  environmental  factor  that  best  correlates 
with  the  incidence  of  atherosclerosis  is  dietary  fat 
expressed  as  per  cent  of  caloric  intake.  On  the 
basis  of  world-wide  statistical  studies  it  has  been 
postulated  by  Keys  and  White3-4  that  countries 
or  populations  with  a high  percentage  of  dietary 
fat  (40  to  60  per  cent)  have  a high  incidence  or 
mortality  from  atherosclerosis,  those  with  low  in- 
take (up  to  25  per  cent)  have  a low  incidence,  and 
those  with  intermediate  intake  have  intermediate 
values.  This  applies  to  over  30  population 
studies.3  No  group  of  people  have  been  .found 
with  a high  incidence  of  coronary  atherosclerosis 
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whose  dietary  fat  intake  was  low.  Similarly  it 
has  been  postulated  that  those  populations  with 
a high  serum  cholesterol  (200  mg.  per  100  cc.  and 
over)  have  a high  incidence  of  coronary  athero- 
sclerosis for  its  otherwise  healthy  middle-aged 
males.  Conversely,  those  populations  with  a low 
serum  cholesterol  (<  200  mg.  per  100  cc.)  have  a 
low  incidence  of  coronary  atherosclerosis.3-4 

The  highest  incidences  of  coronary  athero- 
sclerosis, dietary  fat,  and  serum  cholesterol  were 
found  in  the  Western  industrialized  countries, 
particularly  the  United  States.  Prior  to  1920 
the  incidence  of  coronary  atherosclerosis  in 
middle-aged  males  was  very  low.  Since  then 
there  has  been  a progressive  increase  correlating 
roughly  with  a parallel  rise  in  dietary  fat.  The 
latter  has  increased  decade  by  decade  from  ap- 
proximately 31.8  per  cent  in  1910  to  about 
41.6  per  cent  in  1955. 2 In  many  areas  and 
people  fat  consumption  runs  as  high  as  45  to  60 
per  cent  of  the  total  caloric  intake. 

Japan,  on  the  other  hand,  shows  the  lowest 
incidence  of  coronary  atherosclerosis,  the  mor- 
tality being  about  one-tenth  that  of  the  white 
American  male  and  about  one-fourth  that  of  the 
white  American  woman.29  The  average  fat  in 
the  Japanese  diet  is  about  10  per  cent.  A most 
illuminating  study  is  the  comparison  of  diet, 
serum  cholesterol,  and  coronary  atherosclerosis 
in  native  Japanese,  Hawaiian  Japanese,  and 
those  who  migrated  to  Los  Angeles.30  It  was 
found  that  serum  cholesterol,  dietary  fat,  and 
atherosclerosis  have  a parallel  relationship,  with 
the  lowest  values  for  the  native  Japanese,  inter- 
mediate values  for  those  of  Hawaii,  and  highest 
values  for  the  California  Japanese,  whose  values 
correspond  with  those  of  white  Californians.  As 
with  other  populations,  the  differences  between 
serum  cholesterol  of  the  various  groups  was  ac- 
counted for  by  differences  in  beta  lipoprotein 
cholesterol,  alpha  lipoprotein  cholesterol  showing 
no  tendency  to  vary  with  diet.  Also,  as  in  other 
populations,  cholesterol  differences  were  not  de- 
pendent on  differences  in  relative  obesity,  al- 
though the  frequency  of  obesity  rose  from  Japan 
to  Los  Angeles. 

Another  case  in  point  is  that  of  the  rural 
population  of  Eastern  Finland,  where  the  inci- 
dence of  coronary  atherosclerosis,  serum  choles- 
terol, and  dietary  fat  are  very  high.3  Butter  fat 
consumption  here  is  one  of  the  highest  in  the 
world. 

In  Italy,  where  in  general  the  fat  consumption 
is  low,  serum  cholesterol  and  the  incidence  of 


coronary  atherosclerosis  in  middle-aged  men 
were  likewise  low.  In  Naples,  where  dietary  fat 
constitutes  about  20  per  cent  of  caloric  intake, 
coronary  atherosclerosis  is  rare,  occurring  only 
among  the  wealthy  whose  fat  intake  is  high.31 
In  Bologna,  on  the  other  hand,  where  the  diet  is 
rich  in  fat,  high  cholesterol  and  incidence  of 
atherosclerosis  were  associated. 

Similarly,  the  correlation  between  fat,  choles- 
terol, and  the  proclivity  for  atherosclerosis  was 
noted  among  the  South  African  Bantu  natives, 
whose  dietary  fat  is  very  low  (10  per  cent)  and 
in  whom  atherosclerosis  is  virtually  unknown. 
The  reverse  was  found  to  be  true  in  the  European 
settler.32 

Furthermore,  during  World  War  II  the  mor- 
tality from  coronary  atherosclerosis  declined 
sharply  in  Finland,  Norway,  and  Sweden  and 
increased  in  the  postwar  years.  This  too  cor- 
relates the  reduced  fat  consumption  during  the 
War  and  the  resumption  of  high  dietary  fat  after 
the  War.33  In  Denmark,  where  total  fat  con- 
sumption declined  but  that  of  butter  and  eggs 
increased,  there  was  no  fall  in  the  mortality  rate 
during  the  War.  Stress  and  strain  as  a factor  in 
the  genesis  of  atherosclerosis  obviously  play  but  a 
minor  role,  for  surely  the  war-torn  countries  had 
their  share  of  stress  and  strain  to  the  full. 

In  England  Morris  and  associates34  found  that 
workers  in  sedentary  occupations  have  a higher 
coronary  mortality  than  those  engaged  in  heavy 
manual  labor.  Likewise,  it  has  been  shown  that 
cholesterol  levels  are  lower  in  the  latter.  From 
these  studies  physical  activity  per  se  was  thought 
to  influence  serum  cholesterol,  which  in  turn  af- 
fected atherogenesis.  However,  Mann  and  as- 
sociates35 proved  that  the  determining  factor  was 
not  physical  activity  but  the  amount  of  fat  con- 
sumed. Furthermore,  Keys30  found  that  men 
performing  heavy  work  pay  off  the  energy  re- 
quired by  physical  activity  with  foods  largely 
derived  from  carbohydrates,  so  that  their  dietary 
fat  intake  was  comparatively  less  than  that  of 
sedentary  workers.  The  specific  effect  of  physi- 
cal activity,  after- a fat  meal,  on  cholesterol  lower- 
ing is  but  slight.  In  the  case  of  sedentary  pro- 
fessional and  business  men  I believe  the  epi- 
curean tendency  is  also  apt  to  create  increased  fat 
consumption. 

In  view  of  elevated  cholesterol  levels  in  athero- 
sclerosis and  in  those  clinical  entities  prone  to 
atherosclerosis,  can  we  predict  from  an  elevated 
cholesterol  in  an  otherwise  healthy  individual 
that  he  will  be  prone  to  coronary  atherosclerosis 
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subsequently?  This  has  been  answered  in  the 
affirmative  in  a study  on  the  evaluation  of  serum 
lipoprotein  and  cholesterol  as  predictors  of 
atherosclerosis.36  It  was  found  in  clinically 
healthy  men  observed  for  approximately  two 
years  that,  of  those  who  developed  coronary 
atherosclerosis,  approximately  three  out  of  four 
had  cholesterol  levels  above  the  median  choles- 
terol for  the  entire  group  at  the  outset  of  the  study. 
In  another  prospective  study  on  1,000  healthy 
medical  students,  Thomas37  correlated  serum 
cholesterol  with  family  history  and  found  that 
about  9 per  cent  had  levels  of  300  to  434  mg.  per 
100  cc.  Furthermore,  a parent,  usually  the 
father,  was  affected  with  coronary  atherosclerosis 
in  32  per  cent,  in  contrast  to  12  per  cent  of  those 
with  normal  serum  cholesterol.  Hypertension, 
diabetes,  and  obesity  also  appeared  with  unusual 
frequency. 

Our  concept  of  normal  and  abnormal  choles- 
terol values  in  this  country,  as  a result  of  epidemio- 
logic studies,  requires  redefinition.  Formerly 
hypercholesteremia  was  considered  to  exist  when 
cholesterol  exceeded  250  mg.  per  100  cc.  How- 
ever, in  countries  relatively  free  from  athero- 
sclerosis, serum  cholesterol  is  of  far  lower  levels. 
By  comparison  our  so-called  normal  levels  are 
hypercholesteremic.  Are  not  most  Americans 
after  age  thirty  also  atherosclerotic?  In  the  face 
of  this  data  the  following  criteria  are  desirable: 
Values  up  to  180  mg.  per  100  cc.  should  be 
considered  normal,  above  180  as  elevated,  and 
above  300  as  decidedly  high. 

The  opponents  of  the  dietary  fat  hypothesis 
have  cited  exceptions  which  heretofore  were 
difficult  to  reconcile.  Notable  among  these  are 
the  Eskimos  and  the  wealthy  Japanese,  whose 
diets  were  rich  in  fats,  yet  they  infrequently 
succumb  to  atherosclerosis.  It  is  apparent  from 
these  and  other  examples  that  obesity  per  se  is 
not  a factor  in  the  genesis  of  atherosclerosis. 
There  are  also  the  Norwegians,  Swedes,  and 
Danes,  whose  fat  consumption  is  similar  to  that 
of  the  Americans,  yet  incurs  a lower  incidence  of 
coronary  atherosclerosis. 

These  exceptions  and  others  have  recently 
been  clarified  by  qualitative  fat-feeding  studies. 
Before  presenting  the  results  of  these  highly  il- 
luminating investigations,  a word  about  types  of 
dietary  fat. 

Types  of  Dietary  Fat 

The  dietary  fats  consist  of  saturated,  un- 
saturated, and  hydrogenated  varieties.  Fats 


are  mixtures  of  fatty  acids  and  glycerol.  When 
the  carbon  atoms  in  the  fatty  acid  chain  are  all 
finked  to  adjacent  carbons  by  a single  chemical 
bond,  the  fatty  acid  is  said  to  be  saturated,  for 
example,  steric,  palmitic,  and  butyric  acids. 
When  two  carbons  have  a double  bond,  the  fatty 
acid  is  said  to  be  unsaturated.  If  there  is  one 
double  bond,  it  is  called  a monounsaturated  fatty 
acid,  such  as  oleic  acid.  Those  with  more  than 
one  double  bond  are  called  polyunsaturated 
fatty  acids,  such  as  finoleic  (two  double  bonds), 
finolenic  (3  double  bonds),  and  arachidonic 
(four  double  bonds)  acids.  The  polyunsaturated 
acids  are  also  referred  to  as  the  essential  fatty 
acids,  for  they  have  been  shown  to  be  essential  for 
many  species.  Arachidonic  acid  is  endogenously 
synthesized  from  finoleic  acid  in  the  presence  of 
pyridoxine  (found  within  body),  being  present  in 
only  small  and  inconsistent  amounts  in  some 
dietary  fats.  Fats  with  a high  percentage  of 
unsaturated  fatty  acids  are  referred  to  as  un- 
saturated fats,  for  example,  marine  and  vegetable 
oils,  except  cocoa  bean  and  cocoanut  oil  which  are 
highly  saturated.  Fats  with  a high  percentage  of 
saturated  fatty  acids  are  called  saturated  fats, 
for  example,  meat,  poultry,  butter,  egg  yolk, 
cream,  and  milk  and  milk  product  fats.  The 
unsaturated  fatty  acids  are  chemically  more  ac- 
tive with  a tendency  to  become  rancid,  take  on 
odors  and  tastes,  are  liquid  at  room  temperature, 
and  have  a high  iodine  number.  The  saturated 
fatty  acids,  on  the  other  hand,  are  chemically  less 
active  and  less  apt  to  become  rancid  or  to  take 
on  odors  and  tastes,  are  solid  or  plastic  at  room 
temperature,  and  have  a low  iodine  number. 
The  iodine  number  is  a measure  of  the  degree  of 
saturation,  a low  number,  meaning  few  double 
bonds  or  high  saturation,  a high  number  indic- 
ative of  many  double  bonds  or  high  unsatura- 
tion. The  iodine  numbers  of  some  of  the  natural 
fats  and  oils  are  as  follows:  cocoanut  oil  9.7, 
cocoa  butter  36.6,  butter  fat  39.5,  meat  fat  46.6, 
lard  66.5,  chicken  fat  86.5,  olive  oil  89.7,  peanut 
oil  93,  cottonseed  oil  105.8  (if  hydrogenated 
68.1),  corn  oil  125.9  (if  hydrogenated  57.7),  soy 
bean  oil  134,  sunflower  seed  oil  145.3,  safflower 
seed  oil  144.3,  and  fish  oils  160  to  180.29 

Hydrogenation  is  a commercial  process  that 
has  come  into  vogue  since  1915  and  has  become 
almost  world- wide.  It  is  the  means  of  convert- 
ing unsaturated  oils  with  some  of  their  unfavor- 
able physical  properties  into  a saturated-like 
physical  state.  Shortening  and  margarines  are 
examples  of  hydrogenated  vegetable  oils.  Al- 
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though  hydrogenation  does  not  chemically  alter 
the  unsaturated  oils,  it  does  vitiate  their  physio- 
logic effect.  In  recent  decades  the  dietary  trend 
has  been  toward  luxury  diets  high  in  fats,  notably 
those  that  are  saturated  and  hydrogenated  and 
relatively  low  in  the  unsaturated  oils. 

Effects  of  Types  of  Dietary 
Fat  on  Serum  Lipids 

The  epoch-making  studies  of  Bronte-Stewart 
and  collaborators32  have  shed  great  light  on  the 
dietary  fat  hypothesis  and  the  aforementioned 
exceptions.  These  investigators  studied  serum 
cholesterol  and  beta  lipoprotein  levels  in  the  mul- 
tiracial community  of  Cape  Town,  South  Africa, 
and  found  in  each  racial  group  that  serum  lipids 
and  the  incidence  of  coronary  atherosclerosis  was 
greatest  in  those  of  highest  economic  status  and 
paralleled  fat  intake.  The  European  eats  twice 
as  much  fat  as  the  Bantu,  with  the  Cape  Town 
Negro  group  intermediate.  They  fed  several 
different  fats  and  oils  under  control  conditions 
and  studied  their  effects.37  Alteration  in  pro- 
tein, calories,  or  vitamins  had  no  effect.  Changes 
were  related  to  the  quality  rather  than  the  quan- 
tity of  fat  intake.  In  equivalent  amounts  the 
saturated  fats  caused  an  increase  in  the  serum 
lipids.  Marine  and  vegetable  oils  had  the  op- 
posite effect.  They  clearly  demonstrated  that 
the  unsaturated  oils  caused:  (1)  a fall  in  serum 
cholesterol  and  beta  lipoproteins,  (2)  this  effect 
to  be  intensified  when  the  oil  was  fractionated 
and  the  highly  unsaturated  fraction  was  fed,  and 
(3)  when  the  oil  or  highly  unsaturated  fraction 
was  hydrogenated,  the  effect  to  be  reversed,  with 
one  similar  to  that  of  highly  saturated  fats.  In 
the  light  of  this  work,  it  has  since  been  shown 
that  the  high  fat  consumption  of  Eskimos  con- 
sists of  a high  percentage  of  unsaturated  marine 
oils  and  that  the  high  fat  intake  of  the  upper  class 
Japanese  consists  of  a high  percentage  of  un- 
saturated vegetable  oils.  Similarly,  it  has  been 
shown  that  the  high  fat  intake  of  the  Norwegians, 
Swedes,  and  Danes  consists  of  a high  per  cent  of 
unsaturated  marine  oils.  Their  research  also 
clears  up  another  weak  link  in  the  fat  hypothesis, 
namely,  that  in  certain  countries,  despite  high  in- 
take of  unsaturated  oils,  the  incidence  of  coronary 
atherosclerosis  was  high.  This  can  now  be  ex- 
plained by  the  fact  that  hydrogenation  nullifies 
the  favorable  effect  of  the  unsaturated  oils,  re- 
sulting in  atherogenic  proteins  as  in  the  case  of 
saturated  fat  feeding. 

Other  data  relevant  to  the  importance  of  the 


quality  rather  than  quantity  of  dietary  fat, 
comes  from  the  feeding  experiments  of  Kinsell 
and  associates,38  Ahrens  and  associates,29’39 
Beveridge  and  associates,40  Keys  and  associates,41 
and  many  others.  Keys  tested  various  fats, 
such  as  cocoanut,  butter,  olive,  lard,  corn,  sar- 
dine, cottonseed,  sunflower,  and  safflower  seed 
oils,  and  also  mixed  fats  of  the  usual  American 
diet,  in  amounts  ranging  from  8 to  40  per  cent  of 
the  total  caloric  intake.  Their  results  also 
strongly  attest  to  the  cholesterol-raising  effect 
of  the  saturated  fatty  acids,  slight  effect  of  the 
monounsaturated  fatty  acids,  and  cholesterol- 
lowering effect  of  the  polyunsaturated  fatty 
acids.  They  also  showed  that,  per  gram  of  fat, 
the  saturated  have  twice  as  much  effect  as  the 
polyunsaturated  acids  and  that  the  degree  of 
unsaturation  beyond  two  double  bonds  had  no 
additional  cholesterol-lowering  effect.  For  ex- 
ample, the  removal  of  one  gram  of  butter  fat 
from  the  diet  had  a cholesterol  lowering  effect 
approximately  equal  to  that  from  the  addition  of 
two  grams  of  a vegetable  or  marine  oil. 

Likewise,  Ahrens  and  associates,39  by  iso- 
calorically  substituting  one  fat  for  another,  stud- 
ied the  effect  of  25  different  fats  on  serum  lipid 
levels  in  man.  They  found  that  the  highest 
serum  cholesterol  occurred  when  butter  and 
cocoanut  oil  were  fed.  as  sole  dietary  fat,  and  inter- 
mediate levels  with  peanut  butter,  cottonseed, 
corn,  and  safflower  oils.  They  also  found  that 
hydrogenation  of  unsaturated  fats  vitiated  their 
cholesterol-lowering  effect,  and  iodine  values 
under  90  resulted  in  cholesterol  elevation  as 
saturation  of  the  fat  increased,  whereas  fats 
with  iodine  values  over  100  equally  produced  low 
cholesterol  levels,  suggesting  a limit  of  the  effects 
of  unsaturation. 

Studies  on  vegetarians  have  also  lent  confirma- 
tion to  the  fat  hypothesis.  Hardinge  and 
Stare42  found  that  serum  cholesterol  was  higher 
in  nonvegetarians  than  in  lacto-ovo-vegetarians 
and  lowest  in  true  vegetarians,  in  spite  of  the 
fact  that  35  per  cent  of  their  total  calories  came 
from  fats. 

As  a result  of  these  human  feeding  investi- 
gations, a more  embracing  hypothesis  can  be 
elaborated,  namely,  that  countries  or  populations 
with  a high  dietary  fat  intake,  particularly  satu- 
rated and  hydrogenated  fats,  and  relatively  low 
in  unsaturated  oils,  have  a tendency  to  elevated 
serum  lipoproteins  and  cholesterol  and  are  more 
vulnerable  to  coronary  atherosclerosis.  Con- 
versely, those  on  low  saturated  or  high  unsatu- 
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rated  fat  intake  have  a tendency  to  low  serum 
lipids  and  are  less  vulnerable  to  coronary  athero- 
sclerosis. It  is  the  quality  rather  than  the 
quantity  of  dietary  fat  that  correlates  best  with 
cholesterol  lipoprotein  moieties  and  the  incidence 
of  coronary  atherosclerosis. 

Human  Aortic  Tissue  Culture  Studies 

Rutstein,  Ingenito,  Craig,  and  Martinelli43 
have  devised  a most  ingenious  and  illuminating- 
in  vitro  method  of  directly  observing  the  factors 
believed  to  be  involved  in  the  genesis  of  athero- 
sclerosis. By  using  cultures  of  human  aortic  tis- 
sue in  a medium  containing  blood  serum,  they 
have  shown  the  effects  of  cholesterol,  beta  lipo- 
protein cholesterol,  and  saturated  and  unsatu- 
rated fatty  acid  on  intracellular  lipid  deposit. 
Their  conclusions  can  be  summarized  as  follows: 

1.  Cholesterol-Induced  Lipid  Deposition. 
— The  addition  of  cholesterol  to  the  culture  me- 
dium induced  lipid  deposition  within  the  cells  pro- 
portional to  the  amount  added,  with  little  dep- 
osition at  a concentration  of  1 mg.  per  100  ml. 
and  considerable  deposition  at  5 mg.  per  100  ml. 

2.  Cholesterol  Lipoprotein-Induced  Lipid 
Deposition. — Similarly,  cholesterol  bound  to 
beta  lipoprotein  when  added  to  the  culture  me- 
dium resulted  in  lipid  deposition  proportional  to 
the  amount  added,  with  little  deposition  at  a con- 
centration of  30  mg.  per  100  ml.  and  consider- 
able deposition  at  70  mg.  per  100  ml. 

3.  Regression  of  Lipid-Induced  Deposi- 
tion.— If  the  medium  containing  cholesterol  or 
cholesterol  bound  to  beta  lipoprotein  is  replaced 
by  normal  medium,  regression  of  most  of  the  de- 
posited lipid  occurs  within  five  days. 

4.  Inhibition  of  Lipid  Deposition  of  Un- 
saturated Fatty  Acid. — The  simultaneous  ad- 
dition of  linolenic  acid,  an  unsaturated  fatty  acid, 
in  concentrations  over  0.005  mg.  per  100  ml. 
resulted  in  inhibition  of  lipid  deposition,  with 
very  slight  deposition  at  0.5  mg.  per  100  ml. 
and  none  at  1 mg.  per  100  ml. 

5.  Potentiation  of  Lipid  Deposition  by 
Saturated  Fatty  Acid. — The  addition  of 
stearic  acid,  a saturated  fatty  acid,  in  a concen- 
tration of  1 mg.  per  100  ml.  resulted  in  marked 
potentiation  of  lipid  deposition. 

Hence,  in  tissue  cultures  of  aortic  cells,  lipid 
deposition  can  be  induced  by  the  addition  of 
cholesterol  or  beta  lipoprotein  to  the  medium, 
reversed  on  their  withdrawal,  inhibited  by  the 
addition  of  unsaturated  fatty  acid,  and  poten- 


tiated by  the  addition  of  saturated  fatty  acid. 

These  results  lend  strong  confirmation  to  the 
clinical,  epidemiologic,  experimental,  and  feeding 
studies  of  the  roles  of  saturated  and  unsaturated 
fatty  acids  in  the  genesis  of  atherosclerosis.  In- 
deed, this  unique  technic  may  hold  the  key  to  fur- 
ther investigation  and  elucidation  of  human  ath- 
erogenesis. 

The  Fat- Atherosclerosis  Hypothesis 

From  the  composite  of  world-wide  statistical 
data,  clinical  studies,  pathologic  and  experimen- 
tal research,  and  the  more  recent  human  feeding- 
investigations  and  human  aortic  tissue  culture 
studies,  it  appears  highly  probable  that  a major 
factor  in  the  pathogenesis  of  atherosclerosis  is 
that  of  dietary  fat  ingestion,  particularly  the 
high  percentage  of  saturated  fats  and  the  high 
saturated-to-unsaturated  fat  ratio.  It  is  the  in- 
creasing amount  of  saturated  and  hydrogenated 
fat  in  the  diet  of  the  countries  of  Western  civiliza- 
tion in  recent  decades  which  have  imposed  a 
strain  on  lipoprotein  metabolism,  resulting  in  the 
elevation  of  certain  cholesterol-lipoprotein  com- 
plexes and  their  infiltration  into  the  intima  of  the 
arterial  system.  These  saturated  fatty  acids  in- 
gested in  the  diet  over  the  years  appear  to  be  the 
major  factor  in  the  genesis  of  atherosclerosis. 
The  polyunsaturated  fatty  acids,  on  the  other 
hand,  are  cholesterol  lowering  and  would  appear 
to  be  antiatherogenic.  The  increase  in  the  satu- 
rated fats  of  the  diet  has  not  been  paralleled  by  a 
like  increase  in  the  unsaturated  fats.  If  the  lat- 
ter. have  increased,  it  has  been  mainly  by  way  of 
hydrogenated  vegetable  oils.  These  oils,  so 
popular  in  recent  years,  have  vitiated  the  favor- 
able effect  of  the  unsaturated  oils,  behaving  in 
the  body  like  saturated  fats.  Were  we  to  allow 
for  even  a parallel  increase  in  the  polyunsaturated 
fatty  acids,  it  must  be  recalled  that  their  anti- 
atherogenic effect  is  only  about  one-half  to  one- 
third  that  of  the  atherogenic  effect  of  the  satu- 
rated fatty  acids.30  All  in  all,  a chronic  relative 
insufficiency  of  unsaturated  fatty  acids  has  been 
created  by  the  increased  percentage  of  saturated 
and  hydrogenated  dietary  fat  and  the  high  satu- 
rated-to-unsaturated fat  ratio  in  our  modern  diets. 
Hammond  and  Lindberg44  found  that  sera  from 
atherosclerotic  patients  contained  less  linoleate 
and  arachidinate  than  sera  from  random  donors. 
Sinclair27  believes  that  the  greater  saturated  fat 
intake  creates  an  even  greater  requirement  for 
the  essential  fatty  acids.  Since  cholesterol  (also 
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phospholipids)  has  a predilection  to  be  esterified 
with  these  essential  fatty  acids,16  he  hypothesizes 
that  a deficiency  of  the  latter  results  in  esteri- 
fication with  the  saturated  fatty  acids  provided 
by  dietary  fat  or  synthetized  endogenously  from 
carbohydrates.  This  saturated  fatty  acid-choles- 
terol-protein  complex  tends  to  be  less  soluble  in 
plasma  and  more  difficult  to  metabolize,  resulting 
in  elevated  serum  lipids  and,  with  time,  in  the 
deposition  of  these  lipoprotein  complexes  in  the 
intima  of  high-pressure  arteries.  The  feeding  of 
polyunsaturated  fatty  acids  would  result,  there- 
fore, in  the  more  normal  high-density  and  alpha, 
rather  than  the  low-density  and  beta  lipoproteins. 
Since  the  former  have  less  cholesterol  and  more 
protein  in  their  structure,  it  appears  to  me  to  ac- 
count for  the  cholesterol-lowering  effect  of  un- 
saturated fats  and  great  solubility  of  their  lipo- 
protein moieties.  The  studies  of  Heilman  and 
associates45  indicate  that  the  character  of  dietary 
fat  affects  the  level  of  serum  cholesterol  by  dimin- 
ishing or  increasing  its  fecal  excretion  and  its 
transport  products.  Intestinal  loss  would  there- 
fore account  for  the  fate  of  cholesterol  during  its 
lowering.  Schroeder46  and  Sinclair27  theorize 
that,  since  the  most  important  essential  fatty  acid 
is  arachidonic,  which  is  synthetized  in  the  body 
from  linoleic  acid  by  pyridoxine,  a deficiency  of  the 
latter  may  also  be  responsible  for  atherosclerosis. 
The  pyridoxine  deficiency  atherosclerosis  of  mon- 
keys47 is  probably  due  to  this  mechanism.  For 
some  obscure  reason,  the  male  requirement  for  the 
essential  fatty  acids  is  at  least  five  times  that  of 
the  female,  which  in  part  may  explain  the  relative 
immunity  of  premenopausal  women  to  athero- 
sclerosis.27 

Thus,  the  essentiality  of  the  essential  or  poly- 
unsaturated fatty  acids,  which  has  never  been 
demonstrated  for  man  as  it  has  for  other  species, 
now  truly  merits  its  designation. 

There  is  yet  an  aspect  to  high  fat  consumption 
other  than  its  atherogenic  potentialities,  namely, 
its  thrombogenic  potentialities. 

Fat:  A Thrombogenic  Agent 

The  relationship  of  thromboembolic  phenomena 
to  dietary  fat  has  received  relatively  scant  atten- 
tion until  recently.  Keys30  has  shown  that  coun- 
tries where  diets  are  low  in  fat,  as  in  Africa  and 
Asia,  have  a much  lower  incidence  of  postopera- 
tive, postpartum,  and  post-traumatic  thrombo- 
embolic complications  than  those  of  western 
civilization  where  diets  are  high  in  fat.  He  also 


points  out  that  in  Norway  during  World  War  II, 
when  dietary  fat  intake  was  low,  the  incidence  of 
thromboembolic  complications  as  well  as  that  of 
coronary  mortality  fell  to  much  lower  than  pre- 
war level  and  rose  to  surpass  prewar  level  as  die- 
tary fat  was  restored  in  the  postwar  years.  Keys 
and  Buzzini48  have  also  shown  that  a fatty  meal 
induces  a state  of  blood  hypercoagulability  for 
some  hours.  This  effect  does  not  appear  unless 
fat  intake  amounts  to  about  50  Gm.  in  a single 
meal,  and  it  occurs  irrespective  of  the  quality  of 
fat  ingested.  Williams  and  associates49  have  also 
shown  that  increased  blood  cell  agglutination 
follows  a high  fat  meal  and  that  severe  coronary 
patients  may  develop  angina.  Still  another 
mechanism  which  may  predispose  to  the  throm- 
botic tendency  after  a fatty  meal  is  that  of  in- 
hibition of  fibrinolysis.50 

These  alterations  in  blood  coagulability  assoc- 
iated with  high  fat  intake  may  explain  postpran- 
dial anginal  attacks  which  often  occur  in  severe 
cases  of  coronary  disease  as  well  as  the  greater 
susceptibility  to  coronary  thrombosis.  It  is 
therefore  important  to  minimize  postprandial 
lipemia  in  cases  of  vascular  disease. 

It  also  has  been  reported  by  Kramer  and 
Levine51  that  the  increased  capillary  fragility  and 
permeability  which  frequently  accompany  the 
atherosclerotic  process  can  be  reversed  by  feed- 
ing essential  fatty  acids. 

One  may,  therefore,  formulate  a more  all-em- 
bracing postulate,  namely,  that  those  countries 
and  populations  with  low  dietary  fat  have  lower 
blood  levels  of  serum  lipids  and  a lower  incidence 
of  coronary  atherosclerosis  and  thromboembolic 
complications.  The  converse  likewise  holds  true. 

There  have  been  many  articles  written,  some 
with  dissenting  viewpoints,  others  discussing  the 
pros  and  cons  and  adopting  a middle-of-the- 
road  attitude.  Differences  of  opinion  always 
make  for  healthier  concepts  and  research.  Let  us 
now  consider  some  of  the  viewpoints  of  those  less 
protagonistic  to  the  hypothesis. 

Some  Objections  to  the  Fat- 
Atherosclerosis  Hypothesis 

The  case  that  has  been  developed  for  the  fat 
hypothesis  is  far  from  being  airtight.  There  is  no 
gainsaying  that  the  evidence  is  circumstantial 
and  that  there  are  controversial  issues,  some 
difficult  to  reconcile.  A number  of  these  have 
already  been  discussed  through  the  text,  and 
others  will  now  be  briefly  mentioned. 
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There  are  those  who  feel  that  the  statistical  in- 
crease in  mortality  from  coronary  atherosclerosis 
is  more  apparent  than  real.  Lew62  believes  that 
probably  less  than  15  per  cent  of  the  increase 
since  1940  is  actual,  30  per  cent  being  due  to  the 
aging  of  the  population,  40  per  cent  to  revision  in 
the  classification  of  causes  of  death,  and  a major 
part  of  the  remaining  30  per  cent  to  improved 
diagnostic  methods.  Although  vital  statistics 
have  their  shortcomings,  the  world-wide  dispari- 
ties in  incidence  as  well  as  sectional  and  socio- 
economic group  differences,  are  of  sufficient 
magnitude  to  indicate  a genuine  increase  and 
relationship. 

It  has  also  been  claimed  that  the  world-wide 
surveys  of  Keys  and  associates  are  not  an  accurate 
index  of  dietary  fat  consumption.  Admittedly, 
estimate  of  food  consumption  on  such  a large 
scale  have  infinite  complexities.  However,  Keys 
et  al .3,4,1°  feel  that  our  concern  in  these  studies  is 
not  with  precise  values  per  individual  but  rather 
with  averages,  and  different  methods  of  ascer- 
taining dietary  fat  consumption  have  all  yielded 
similar  results  as,  for  example,  averages  of  over 
40  per  cent  calorie  fat  intake  in  the  United  States, 
about  10  per  cent  in  Japan,  and  20  per  cent  in 
Italy. 

Hilleboe  and  Yerushalmy63  are  of  the  opinion 
that  there  is  a hiatus  in  the  relationship  between 
dietary  fat,  increased  serum  lipids,  and  the  inci- 
dence of  coronary  atherosclerosis.  They  believe 
that  their  epidemiologic  data  from  some  22  coun- 
tries reveal  a better  relationship  by  plotting  cor- 
onary mortality  against  dietary  protein  and  also 
cite  further  studies  using  rank  correlation  coeffi- 
cients showing  the  relationships  to  be  no  greater 
for  dietary  fat  than  for  protein.  They  conclude 
that  other  data  must  be  found  to  support  the  fat 
hypothesis.  Keys30  has  shown  the  unimportance 
of  dietary  protein  as  an  etiologic  factor,  and  the 
subject  has  been  approached  from  other  than 
epidemiologic  angles. 

Page,  Stare,  Corcoran,  Pollack,  and  Wilkin- 
son54-66 have  summarized  the  evidence  for  and 
against  the  fat-atherosclerosis  hypothesis  and 
conclude  that  the  atherosclerotic  problem  is  a 
multifaceted  one  in  which  dietary  fat  is  an  im- 
portant factor  but  difficult  to  disentangle  from 
caloric  balance  changes  in  body  weight,  exercise, 
and  such  endogenous  factors  as  sex,  hemodynam- 
ics, genetics,  etc.  They  feel  that  diet  and  nu- 
trition, though  important  in  experimental  and 
very  probably  in  human  atherosclerosis,  do  not 


at  this  time  justify  drastic  dietary  changes  in  the 
quantity  and  quality  of  fat  for  the  general  popu- 
lation. However,  they  advise  reductions  of  total 
fat  to  25  to  30  per  cent  in  cases  of  obesity  and 
those  with  strong  predisposition  or  clinical  evi- 
dence of  coronary  atherosclerosis  and  would  defer 
using  the  unsaturated  fatty  acids  until  further 
investigation.  There  is  no  gainsaying  that  the 
problem  is  a complex  one,  that  other  environ- 
mental factors  may  play  a sensitizing  role,  and 
that  endogenous  influences,  such  as  heredity, 
hemodynamic  conditions,  anatomic  and  meta- 
bolic factors,  and  sex,  affect  the  susceptibility  to 
atherosclerosis.  The  roles  played  by  some  of 
these  factors  have  already  been  discussed;  the 
genetic  factor  will  shortly  be  considered. 

The  work  of  Ahrens  and  others29-35, 38,39  with 
human  fat-feeding  experiments  has  been  cited 
above.  Ahrens  et  al.b 7 are  of  the  opinion  that  the 
fat  hypothesis,  though  plausible  and  appealing, 
is  as  yet  unproved,  although  he  finds  serum  lipids 
to  be  affected  by  both  the  quality  and  quantity  of 
fat  ingested.  He  does  not  advise  radical  dietary 
changes  for  the  general  public.  However,  he 
does  advocate  a higher  proportion  of  unsaturated 
fats  for  those  with  existing  or  threatened  athero- 
sclerosis. 

It  has  been  argued  that  a weak  link  in  the  fat 
hypothesis  is  our  inability  to  quantitate  the  de- 
gree of  the  atherosclerotic  process  during  life  and 
to  directly  estimate  the  extent  of  its  amelioration 
by  dietary  and  other  means.  Evidence  in  ex- 
perimental animals  suggests  that  restricted  lipid 
intake  produces  regression  of  induced  atheroscle- 
rosis, and  Peifer  and  Holman58  have  shown  that 
similar  regression  occurs  with  the  addition  of  es- 
sential fatty  acids  to  the  diet.  Furthermore,  the 
human  aortic  tissue  culture  studies  of  Rutstein 
and  associates43  are  most  revealing. 

I am  a strong  protagonist  for  the  fat-athero- 
sclerosis hypothesis.  For  me  the  array  of  world- 
wide epidemiologic  data,  pathologic  and  clinical 
studies,  and  human  feeding  experiments  are  im- 
pressive and  of  far-reaching  importance.  That 
the  paths  of  research  are  beset  with  complexities, 
that  conflicting  viewpoints  exist,  that  long-term 
and  further  investigations  are  called  for  are  un- 
deniable. 

However,  the  sum  total  of  facts  on  hand  has 
given  us  a promising  program  and  much  hope 
and  merit  the  judicious  application  of  the  hy- 
pothesis at  this  time,  with  modifications -as  fur- 
ther studies  provide. 


2208 


New  York  State  J.  Med. 


BERNARD  AMSTERDAM 


The  Genetic  Factor  in  Atherosclerosis 

The  problem  of  environment  versus  heredity 
constitutes  a perennial  challenge.  The  role 
played  by  heredity  in  the  genesis  of  atherosclerosis 
is  undeniably  important.59*60  Heredity  is  in  the 
last  analysis  responsible  for  the  fabric  or  stock  of 
our  bodily  tissues  and  organs  and  to  their  re- 
sponse to  invasion  from  without.  Disease  in- 
duced by  environmental  agents  is  the  result  of 
their  interaction  with  the  host.  Just  as  infec- 
tious disease  is  the  product  of  germ  invasion  and 
the  defense  mechanisms  on  the  part  of  the  host,  so 
too  is  atherosclerosis  the  result  of  the  interaction 
between  dietary  fat,  on  the  one  hand,  and  the  lipo- 
protein metabolic  and  vascular  apparatus,  on  the 
other.  If  the  host  is  made  of  “sterner  stuff”  the 
inroads  wrought  by  environmental  factors, 
notably  dietary  fat,  will  be  inconsequential  or 
may  even  be  blocked,  resulting  in  longevity  of  the 
host.  High  fat  intake  has  imposed  a burden  on 
our  lipoprotein  metabolism,  resulting  in  athero- 
genic lipoproteins.  High  dietary  fat  consump- 
tion is  therefore  a major  and  alterable  factor  in 
the  genesis  of  atherosclerosis,  whereas  the  genetic 
factor  is  unalterable  and  affects  the  vulnerability 
of  the  host.  There  are  other  environmental  and 
endogenous  factors,  but  they  are  minor  or  con- 
tributory. Sex  is  an  endogenous  factor  which 
confers  relative  immunity  on  the  premenopausal 
female.  Another  aspect  of  heredity  is  that  of 
bodily  habitus.  The  atherosclerotic  is  often  a 
mesomorph.  This  type  of  constitution  may  in- 
directly be  responsible  for  the  high  fat  ingestion 
due  to  the  drive  and  lust  for  luxury  living  as- 
sociated with  it.  A combination  of  faulty  genet- 
ics and  excessive  dietary  fat  ingestion  would 
make  the  odds  for  the  development  of  athero- 
sclerosis considerably  greater. 

Dietary  Management 

What  are  the  practical  therapeutic  inferences 
that  can  be  drawn  from  these  studies.  Until  re- 
cently it  was  felt  that  atherosclerosis  was  the  in- 
evitable and  irreversible  consequence  of  senes- 
cence, and  little  hope  was  offered  the  patient 
save  to  caution  him  against  overeating.  Today 
the  dietary  fat  hypothesis  supplies  a key  to  the 
understanding  of  the  problem  and  is  a highly 
promising  step  toward  its  prophylaxis  and  treat- 
ment. It  has  given  us  the  concept  of  athero- 
sclerosis as  a disease  which,  within  limits,  is  pre- 
ventable and  reversible.  The  so-called  athero- 
genic lipoproteins  can  be  altered  by  dietary 


means.  Modern  luxury  living,  with  its  indul- 
gence in  food  rich  in  saturated  and  hydrogenated 
fats  and  poor  in  unsaturated  oils,  places  a con- 
tinuous burden  on  our  lipoprotein  metabolism, 
resulting  in  the  formation  of  the  cholesterol-lipo- 
protein complexes  which  appear  to  be  precursors 
to  the  genesis  of  atherosclerosis. 

I strongly  feel  the  need  for  applying  these  nu- 
tritional principles  to  the  population  as  a whole 
and  most  certainly  to  those  with  proved  athero- 
sclerosis or  with  a strong  personal  or  family  pre- 
disposition to  it.  Dietary  regimes  reducing  the 
intake  of  saturated  fats  and  increasing  the  un- 
saturated fat  may,  over  a long  period  of  time, 
stem  the  advancing  tide  of  atherosclerosis  and 
stay  or  possibly  cause  regression  of  its  inroads. 
Such  regimes  have  resulted  not  only  in  definite 
lowering  of  serum  cholesterol  and  so-called  ather- 
ogenic proteins  but  also  in  clinical  improvement 
characterized  by  the  disappearance  of  cutaneous 
xanthoma,  amelioriation  of  the  anginal  syndrome, 
apparent  decrease  in  recurrence  and  mortality  of 
myocardial  infarction,  lessening  of  the  arcus 
senilis  in  young  adults,  some  recession  in  eye 
ground  changes,  diminution  in  the  tendency  to 
thromboembolic  incidents  and  a general  increase 
in  well-being  and  capacity  for  work. 

The  following  dietary  modifications  are  sug- 
gested: 

1.  Total  caloric  intake.  This  should  be  ade- 
quate for  weight  maintenance  in  those  of  normal 
weight  and  reduced  until  desirable  weight  levels 
are  obtained  for  the  obese.  Diet  should  be  ade- 
quate in  protein,  vitamins,  and  minerals.  Obes- 
ity per  se  does  not  play  a role  in  the  genesis  of 
atherosclerosis  unless  associated  with  a high 
saturated  fat  intake.  In  the  obese  whose  dietary 
fat  intake  consists  largely  of  marine  and  vegetable 
oils  atherosclerosis  is  infrequent.  Obesity  may 
be  injurious  to  the  cardiovascular  system  in  other 
ways.  I would  like  to  caution  against  high  fat 
diets  recently  proposed  for  reducing.61  High 
fat,  low  carbohydrate  diet  may  induce  weight  loss 
through  an  anorexic  effect,  but  the  dangers  in- 
herent in  such  diets  are  apparent. 

2.  Reduction  of  total  fat  calories.  The  luxury 
diets  of  today  contain  approximately  45  to  60 
per  cent  of  total  calories  and  fats,  notably  satu- 
rated and  hydrogenated.  This  should  be  reduced 
to  approximately  20  to  25  per  cent  for  potential  or 
proved  atherosclerotics  and  to  30  to  35  per  cent  for 
the  population  at  large.  Palatability  can  be 
managed  by  proper  dietetic  manipulation.  The 
amount  of  fat  in  any  one  meal  should  not  exceed 
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25  to  35  grams,  since  significant  increase  in  blood 
coagulability  does  not  appear  within  50  Gm.48 
At  this  point  I would  like  to  advise  against  high 
fat  diets  in  the  treatment  of  peptic  ulcers  and 
ketogenetic  diets  for  chronic  urinary  tract  infec- 
tions and  idiopathic  epilepsy,  in  spite  of  their 
palliative  effects. 

3.  Reduction  of  saturated  and  increase  in 
unsaturated  fats.  The  latter  should  constitute 
about  30  to  50  per  cent  of  the  total  fat  intake. 
Avoid  or  curtail  to  a minimum  fats  of  animal  or 
dairy  origin,  that  is,  meat  fat,  cream,  butter, 
milk,  and  milk  products.  Use  skimmed  milk  or 
fat-free  butter  milk.  Limit  the  number  of  eggs 
to  one  or  less  daily.  Egg  white  is  permissible. 
Avoid  high-fat  cheeses;  cottage  cheese  is  per- 
missible. Avoid  organ  meats  like  brain,  kidney, 
heart,  liver,  caviar.  Avoid  bacon  and  gravies. 
Fish,  such  as  cod,  mackeral,  haddock,  halibut, 
blue  fish,  flounder,  salmon,  and  sardines,  is  de- 
sirable. Fruits  and  vegetables  may  be  taken. 
Whips  made  with  gelatin  or  egg  whites,  ices,  and 
sherbets,  are  permissible.  Avoid  rich  cakes,  pas- 
tries, ice  cream,  jams,  jellies,  and  marmalades. 
Syrups  can  be  used.  Beverages,  such  as  coffee, 
tea,  and  fruit  and  vegetable  juices  are  permis- 
sible. Avoid  chocolate  and  cocoa.  Avoid  deep 
frying,  even  with  vegetable  oils,  for  this  may  viti- 
ate the  favorable  effect  of  essential  fatty  acids. 
Although  deep  frying  with  vegetable  oils  nullifies 
their  favorable  effect,  simple  frying  does  not.  It 
has  been  found  that  serum  cholesterol  rose  after 
eating  boiled  eggs  but  fell  when  eggs  were  scrambled 
or  fried  in  sunflower  seed  oil.37  Use  the  vegetable 
oils,  particularly  corn  oil,  cottonseed  oil,  soy  bean 
oil,  and  to  a lesser  extent  olive  and  peanut  oil. 

It  is  important  to  bear  in  mind  that  unless  the 
saturated  fats  are  drastically  reduced,  the  un- 
saturated oils  will  have  little  effect.  The  re- 
moval of  1 Gm.  of  butter  fat  has  about  the  same 
cholesterol-lowering  effect  as  the  addition  of  2 to 
3 Gm.  of  corn  oil. 

The  rice  and  fruit  juice  diet  of  Kempner62  has 
been  effective  in  lowering  serum  cholesterol  in 
man.  This  virtue  is  due  to  its  very  low  fat  rather 
than  protein  content  and  can  be  nullified  by  the 
addition  of  animal  fat  or  butter.  Such  a diet, 
however,  constitutes  a hardship  when  continued 
for  any  length  of  time. 

4.  Avoid  hydrogenated  products,  such  as 
shortenings,  margarine,  and  mayonnaise.  Vege- 
table oils,  when  hydrogenated,  have  their  anti- 
atherogenic effect  vitiated. 

5.  Supplements  of  vegetable  oils.  Prepara- 


tions incorporating  the  essential  fatty  acids,  nota- 
bly linoleic,  have  been  made  from  corn  oil,  saf- 
flower flour,  and  sunflower  seed  oil.  I have  used 
to  good  advantage  an  emulsion  containing  ap- 
proximately 6.8  Gm.  of  linoleic  acid,  0.6  mg. 
of  pyridoxine,  and  11.5  mg.  of  mixed  tocopherols 
per  tablespoon  (Arcofac).  Pyridoxin  is  an  ad- 
ditional fortification  for  the  conversion  of  lino- 
leic acid  to  arachidonic  acid.  There  is  some  evi- 
dence that  high  unsaturated  fat  intake  may 
somewhat  decrease  vitamin  E stores;  hence  the 
tocopherols  are  added  as  an  additional  safe- 
guard. The  use  of  2 tablespoons  daily  for  pro- 
phylaxis and  up  to  6 to  8 for  treatment  with 
cholesterol  determinations  from  time  to  time  can 
be  used  to  advantage. 

Other  Cholesterol- Lowering  Agents 

1.  Cholesterol-Blocking  Sterols. — 
Blocking  of  cholesterol  absorption  from  the  in- 
testine by  use  of  Sitosterol,  a plant  sterol,  and  re- 
lated substances  has  been  tried.63*64  Since 
cholesterol  is  essentially  a product  of  endogenous 
metabolism,  the  restriction  or  blocking  of  dietary 
cholesterol  is  an  insignificant  factor.  However, 
excretion  of  cholesterol  in  bile  and  its  absorption 
from  the  intestine  is  endogenous,  and  here  block- 
ing agents  have  some  effectiveness.  The  mech- 
anism of  action  is  probably  one  of  competition  for 
esterification,  a step  in  the  transport  mechanism 
by  which  cholesterol  is  absorbed.  The  results, 
however,  are  not  comparable  to  that  of  dietary 
regulation  and  the  use  of  supplements  of  the  un- 
saturated oils. 

2.  Other  Anticholesterol  and  Anti- 
lipemic  Agents. — Estrogens,  thyroid,  heparin, 
inhibitors  of  cholesterol  synthesis,  lipotropics, 
nicotinic  acid,  and  other  agents  have  been  tried 
and  will  be  briefly  discussed.  The  relative  im- 
munity of  women  during  the  childbearing  years  to 
atherosclerosis  has  been  considered.  The  in- 
fluence of  estrogens  on  lipoproteins  in  athero- 
sclerosis has  been  studied  by  Barr25  and  estrogen- 
induced  regression  of  coronary  atherosclerosis  in 
cholesterol-fed  chicks  by  Pick  et  ah65  Barr  found 
that  in  patients  with  advanced  atherosclerosis  es- 
trogen administration  caused  a fall  in  serum 
cholesterol  with  an  increase  in  the  alpha  and  a de- 
crease in  the  beta  lipoproteins.  Cessation  of 
therapy  reversed  these  changes.  Estrogen  ther- 
apy, therefore,  appears  to  have  definite  potentiali- 
ties. One  of  the  drawbacks  is  the  feminizing 
effects  of  the  large  doses  required.  A ratio  of  one 
androgen  to  three  estrogen  may  minimize  these 
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side-effects.  Long-term  clinical  studies  have 
been  begun  to  assess  its  value  and  appear  encour- 
aging.66 

On  the  basis  of  the  very  low  incidence  of  coro- 
nary atherosclerosis  and  hypocholesteremia  in 
hyperthyroids  and  the  reverse  in  hypothyroids, 
long-term  feeding  studies  with  desiccated  thy- 
roid have  been  undertaken.67  A significant  de- 
pression of  serum  cholesterol  and  low-density 
lipoprotein  was  found.  Large  doses,  however, 
were  required  to  prevent  “escape.”  Studies  have 
been  undertaken  using  derivatives  without  meta- 
bolic effects,  such  as  tri-iodothyroacetic  acid,  with 
similar  results.68  The  mechanism  responsible  for 
altered  blood  lipids  is  one  of  enhanced  synthesis 
and  elimination  with  the  latter  predominant  in 
hyperthyroidism  and  thyroid  feeding.69  One 
must,  however,  be  cautious  in  the  use  of  thyroid 
preparations  in  severe  coronary  patients,  al- 
though tri-iodotyroxine  derivatives  appear  to  be 
safer. 

Heparin  is  both  antilipemic  and  anticoagulant 
and  therefore  has  an  advantage  over  oral  anti- 
coagulants, as  well  as  being  more  readily  con- 
trolled. It  has  been  found  to  reduce  serum 
lipids.70  Postprandial  lipemia  can  in  coronary 
patients  produce  angina,  and  both  can  be  re- 
duced by  heparin.71  However,  long-term  heparin 
therapy  in  atherosclerosis  remains  to  be  as- 
sessed.72 

Lipotropic  factors,  such  as  choline,  inositol, 
and  methionine,  have  been  found  to  be  without 
effect  on  hypercholesteremia  and  experimental 
atherosclerosis.  There  seems  to  be  no  justifica- 
tion for  their  claims. 

Nicotinic  acid  in  large  doses,  3 to  6 Gm.  daily, 
has  been  reported  by  Parsons  and  Flinn73  to  re- 
sult in  effective  reduction  of  serum  cholesterol  and 
beta  lipoproteins.  Substitution  of  nicotinamide 
for  nicotinic  acid  was  found  to  be  ineffective. 

Another  interesting  approach  has  been  that  of 
attempting  inhibition  of  cholesterol  synthesis 
from  acetate.  Various  compounds  have  been 
tried,  particularly  A4  cholesterone.74  It  has, 
however,  been  found  to  be  toxic  and  to  be  con- 
verted in  the  animal  body  to  cholestanol,  an  ar- 
teriosclerotic-inducing sterol.75 

Final  judgment  on  the  beneficial  effects  of 
these  miscellaneous  cholesterol-lowering  agents, 
however,  must  be  reserved  until  long-term  and 
additional  studies  are  carried  out. 

In  the  last  analysis  the  attempt  should  be  to  keep 
serum  cholesterol  from  going  above  200  mg.  per 
100  cc.  This  can  best  be  accomplished  by  a fat 


intake  of  from  20  to  25  per  cent  in  more  urgent 
cases  and  30  to  35  per  cent  in  less  urgent  cases. 
The  unsaturated  fats  should  constitute  approxi- 
mately 35  to  50  per  cent  of  this  amount.  Fur- 
thermore, the  additional  supplements  of  vege- 
table oils  or  medicaments  rich  in  linoleic  acid  will 
be  of  value.  The  reduction  of  saturated  fat  will 
permit  the  greater  use  of  unsaturated  oils  without 
increasing  the  percentage  of  dietary  fat  calories 
beyond  the  desirable  amount.  Finally,  one  must 
always  judiciously  individualize  in  these  dietary 
alterations. 

Conclusion 

I strongly  urge  that  the  knowledge  acquired 
from  nutritional  investigations  and  world-wide 
statistical  surveys  in  recent  years  be  utilized  and 
not  postponed  for  more  direct  investigation. 
Their  merit  at  this  time  warrants  their  incorpora- 
tion into  our  way  of  life,  for  virtually  every 
American  is  a potential  atherosclerotic.  No 
harm  can  accrue  from  their  intelligent  and  individ- 
ualized application.  The  hardship  that  may  be 
seemingly  apparent  at  first  may  readily  be  over- 
come and  compensated  for  by  judicious  menus, 
even  in  the  face  of  extremely  low-fat  diets.  Let 
us  think  in  terms  of  the  ultimate  goal,  the  reduc- 
tion of  the  mounting  incidence  and  appalling 
death  toll  from  atherosclerosis,  and  such  sacri- 
fices will  appear  trivial  and  well  worth-while.  To 
take  a hedonistic  attitude  that  life  is  too  short  for 
such  dietary  deprivation  or  to  assume  the  attitude 
of  the  skeptic  and  nihilist  who  accept  nothing 
short  of  proof,  not  even  probabilities  of  high  order, 
is  a sign  of  bigotry  and  lack  of  will  power.  It  has 
been  said,  perhaps  jocundly  but  with  more  than 
a modicum  of  truth,  that  man  digs  his  own  grave 
with  his  fork.  Let  us  more  wisely  use  our  forks  to 
rake  our  dietary  needs  and  ultimately  reap  a more 
rewarding  harvest,  the  prolongation  of  life  and 
the  alleviation  of  suffering. 

45  East  9th  Street 
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High  RS-T  Take  Off  in  Patients  Without 
Myocardial  Infarction 

ISIDORE  STEIN,  M.D.,  AND  JOSEPH  WEINSTEIN,  M.D.,  BROOKLYN,  NEW  YORK 
{From  Jewish  Hospital  and  New  York  State  University  College  of  Medicine  at  New  York  City ) 


Elevation  of  the  RS-T  segment  is  a well-rec- 
ognized electrocardiographic  finding  in 
many  pathologic  states,  such  as  acute  myocardial 
infarction,  acute  pericarditis,  and  ventricular  an- 
eurysm. Persistent  elevation  is  also  seen  in 
right  precordial  leads  in  association  with  intra- 
ventricular block,  especially  of  the  left  bundle 
branch  type,  and  left  ventricular  hypertrophy. 
According  to  Myers,1  an  elevation  of  the  RS-T 
junction  may  be  considered  normal  if  the  dis- 


placement does  not  exceed  2.0  mm.  and  provided 
the  RS-T  segment  immediately  begins  to  rise 
above  the  junction  in  an  arc  with  upward  con- 
cavity which  ends  in  a tall  upright  T wave. 
Barker2  considers  this  an  erroneous  concept  and 
that  the  exact  distance  expressed  in  millimeters 
is  not  of  much  practical  value,  although  he  states 
that  extreme  deviations  from  the  baseline  are 
always  abnormal.  The  degree  of  displacement 
in  relation  to  the  R wave  to  which  it  is  attached 


Fig.  1.  L.  L.  (case  1).  Note  RT  elevation  in  Vi,  V2,  Vs. 
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LEAD  I 


Lead  E 


Lead  IU 


Fig.  2.  W.  C.  M.  (case  2).  Note  RT  elevation  in  Vi,  V2. 


and  the  shape  of  the  curve  are  of  the  greatest 
significance.  Upward  RS-T  displacement  of 
much  less  than  1 mm.  may  be  of  great  significance 
if  it  follows  a late  R wave  of  low  amplitude.  An 
upwardly  convex  segment,  particularly  if  it  ends 
in  a terminally  inverted  T wave,  is  almost  al- 
ways indicative  of  fresh  infarction  or  of  pericar- 
ditis. 

The  electrocardiographic  sign  of  injury  is  a 
characteristic  type  of  displacement  of  the  RS-T 
segment.  This  is  thought  to  be  due  to  failure 
of  the  injured  zone  to  become  depolarized  when 
the  muscle  is  stimulated.  The  excitatory  wave 
is  completely  blocked  at  the  boundary  which 
separates  the  uninjured  from  the  injured  regions. 
The  latter,  therefore,  remains  polarized  and  is 
positive  with  respect  to  the  segment  which  is 


uninjured.2 

The  following  cases  pose  problems  of  interpre- 
tation of  constant  high  RS-T  take  off  in  the  right 
precordial  leads.  Does  this  finding  have  an 
organic  basis,  and  what  is  the  clinical  significance? 

Case  Reports 

Case  1. — L.  L.,  a forty-eight-year-old,  white 
male,  was  first  seen  in  October,  1950,  with  the  com- 
plaint of  an  ache  in  the  left  chest  and  arm,  usually 
when  inactive,  which  had  been  present  intermit- 
tently for  six  months.  This  “ache”  would  occasion- 
ally last  all  day.  At  times  the  left  chest  wall  was 
tender  on  palpation.  The  initial  onset  of  pain  oc- 
curred while  he  was  pulling  on  a file  that  was 
“stuck.”  He  presented  no  other  symptoms  relating 
to  the  cardiovascular  system.  He  had  known  of 
blood  pressure  elevation  for  twelve  years.  He  had 
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Fig.  3.  V.  A.  (case  3).  Note  ST  elevation  in  V2,  V3. 


always  been  of  a ‘‘nervous”  disposition  and  occa- 
sionally felt  “butterflies”  in  the  stomach. 

The  past  and  family  history  were  irrelevant. 

On  examination  he  was  well  developed  and  not  ill 
appearing.  He  weighed  170  pounds.  The  blood 
pressure  was  142/100.  The  heart  was  in  the  trans- 
verse position,  and  sounds  were  of  good  quality,  the 
second  aortic  sound  being  slightly  louder  than  the 
second  pulmonic.  The  rhythm  was  regular  with  an 
occasional  premature  contraction.  The  remainder 
of  the  physical  examination  was  noncontributory. 
On  fluoroscopic  examination  the  left  ventricle  was 
somewhat  rounded  and  presented  a hypertensive  con- 
figuration. Urinalysis  and  sedimentation  rate  de- 
termination were  normal.  The  electrocardiogram 
presented  a QRS  interval  of  0.12  second,  slight 
slurring  of  RS  in  lead  I,  a tall  R in  AVR,  and  marked 
RT  elevation  in  Vi  through  V4,  especially  in  V2  (RT 
9 mm.  and  R wave  5 mm.).  T was  inverted  in  V! 
and  V2  and  terminally  negative  in  V3.  An  S wave 
was  present  through  V6  (Fig.  1). 


He  was  re-examined  one,  two,  four,  and  six  months 
and  three  years  later;  the  electrocardiogram  showed 
no  essential  changes.  Clinically  there  were  no  devia- 
tions until  the  last  examination,  when  he  complained 
that  after  breakfast  on  walking  to  the  subway  station 
a “pressure”  kept  building  up  in  his  neck  and  sub- 
sternal  region.  It  was  like  a “heartburn”  and  gave 
him  a “fullness”  in  his  chest.  While  he  waited  for 
the  train,  these  symptoms  quickly  disappeared.  At 
other  times  of  the  day  he  could  work  without  any 
symptoms.  This  feeling  occasionally  occurred  dur- 
ing coitus. 

The  examination,  fluoroscopy,  and  electrocardio- 
gram remained  unchanged. 

Case  2. — W.  M.,  a sixty-year-old,  white  male,  a 
shipyard  worker,  complained  of  constant  pain  in  the 
left  chest  and  arm  for  a two-week  period.  He  had 
no  fever.  Two  weeks  later,  at  1 a.m.,  he  felt  dizzy 
and  fainted.  He  was  hospitalized,  and  a diagnosis  of 
myocardial  infarction  and  cervical  arthritis  was 
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made.  Since  then  the  same  type  of  pain  has  per- 
sisted in  his  chest  and  left  upper  extremity.  Nitro- 
glycerin may  give  relief  in  one-half  an  hour.  There 
have  been  no  other  “cardiac’  ’ symptoms,  nor  was 
there  any  history  of  rheumatic  fever,  hypertension, 
or  diabetes.  The  family  history  was  noncontribu- 
tory. 

On  examination  the  essential  findings  were  as 
follows : He  did  not  appear  acutely  ill.  Blood  pres- 
sure was  140/80.  The  heart  was  not  enlarged,  and 
sounds  were  muffled.  A2  and  P2  were  equal,  and 
the  rhythm  was  regular.  There  were  no  signs  of  de- 
compensation. 

The  electrocardiogram  revealed  a QRS  interval  of 
0.12  seconds,  RS-T  elevation,  and  T wave  inversion 
in  Vi  and  V2  (Fig.  2).  This  tracing  was  identical 
when  repeated  several  months  later  and  showed  no 
deviation  from  the  one  taken  in  1952,  when  the 
patient  supposedly  suffered  with  a myocardial  in- 
farction. 

Case  3. — V.  A.,  a sixty-three-year-old,  white  male, 
presented  no  symptoms  of  heart  disease,  and  there 
was  no  history  of  hypertension  or  diabetes. 

The  physical  examination  revealed  no  cardiac 
abnormalities.  The  blood  pressure  was  145/75. 

The  electrocardiogram  showed  a flattened  T wave 
in  AVL  and  RT  elevation  in  V2(  3.  T was  biphasic 
in  Vi  and  V2  (Fig.  3).  A tracing  taken  two  months 
later  showed  no  deviations  from  the  above. 

Case  4. — R.  N.,  a fifty-four-year-old,  white  male, 
has  been  under  observation  since  1954  for  intermit- 
tent chest  pain,  at  times  lasting  several  days,  bearing 
no  relation  to  effort.  His  symptoms  did  not  inter- 
fere with  the  arduous  labors  entailed  in  caring  for  a 
gas  station.  In  the  past  he  has  suffered  with  sciatica 
and  a peptic  ulcer.  Neither  he  nor  any  member  of 
his  family  ever  had  diabetes  or  hypertension. 

Repeated  physical  examinations  and  sedimenta- 
tion rate  determination  did  not  at  any  time  indicate 
myocardial  necrosis.  Fever  was  never  found. 

Electrocardiograms  taken  from  1954  through  1957 
reveal  the  identical  pattern  of  ST  elevation  in  V2)  3 
of  3 to  4 mm.  (Fig.  4). 

Case  5. — C.  B.,  a seventy-nine-year-old,  white 
male,  was  hospitalized  because  of  weakness  of  the 
legs  of  four  weeks’  duration.  Up  until  that  time  he 
had  felt  perfectly  well.  He  presented  no  symptoms 
of  diminished  cardiac  reserve.  The  past  history  was 
negative  for  heart  disease,  hypertension,  or  diabetes. 
On  physical  examination  the  heart  was  not  enlarged, 
the  rhythm  was  regular,  the  rate  64  per  minute,  and 
there  were  no  thrills  or  murmurs.  There  were  no 
signs  of  decompensation. 

X-ray  studies  of  the  chest  revealed  a normal-sized 
heart.  The  aorta  was  elongated  and  calcified  at  the 
arch. 

The  electrocardiogram  (Fig.  5)  showed  marked 


New  York  State  J.  Med. 


2216 


Fig.  4.  N.  R.  (case  4).  Note  RT  elevation  in  V2, 


HIGH  RS-T  TAKE  OFF  WITHOUT  MYOCARDIAL  INFARCTION 


Fig.  5.  C.  B.  (case  5). 


elevation  of  the  RS-T  segments  with  inverted  T 
waves  in  leads  Vi  and  V2.  Serial  tracings  taken  the 
following  day  and  one  week  later  were  identical  to 
the  original  one. 

The  diagnosis  v^as  subacute  combined  degenera- 
tion. The  course  was  rapidly  downhill,  and  the 
patient  died  from  pneumonia  on  the  eighteenth  day 
of  his  hospitalization. 

The  autopsy  findings  showed  no  cardiac  enlarge- 
ment. There  was  no  evidence  of  a recent  or  past 
myocardial  infarction. 

Comment 

The  QRS  complex  of  the  electrocardiogram 
represents  depolarization  of  the  ventricles.  The 
normally  isoelectric  S-T  segment  represents  the 
interval  when  depolarization  has  been  completed 
and  the  potentials  associated  with  repolariza- 
tion have  not  yet  attained  significant  magnitude 
to  be  registered.  The  T wave  represents  re- 
polarization of  the  ventricles. 

The  tracings  we  have  described  have  the  follow- 
ing characteristics:  (1)  the  QRS  interval  is  pro- 
longed in  the  first  two  patients,  but  normal  in  the 
third,  fourth,  and  fifth,  (2)  the  RS-T  segments  are 
elevated  on  the  right  side  of  the  chest,  (3)  the 
right  precordial  T waves  are  inverted  or  biphasic, 
and  (4)  the  pattern  remains  unchanged  over  long 
periods  of  observation. 

Thus,  this  pattern  differs  from  the  usual  RBBB 


pattern  in  that  the  ST  segments  and  T waves  are 
deviated  in  opposite  directions.  It  resembles  the 
pattern  resulting  from  acute  injury  in  this  regard 
but  fails  to  undergo  the  usual  process  of  evolution. 

This  type  of  RS-T  elevation  does  not  corre- 
spond to  that  described  by  Chelton  and  Burchell,3 
wherein  the  take  off  is  high  and  in  the  same  direc- 
tion as  the  R wave  and  the  T waves  are  upright. 
It  was  their  impression,  after  studying  100 
patients,  that  this  pattern  too  was  within  the 
normal  range.  Burchell,4  when  shown  Fig.  1, 
stated,  “I  have  not  seen  any  abnormality  similar 
to  the  one  present  in  this  tracing  without  there 
being  definite  evidence  of  some  anterior  myocar- 
dial injury.” 

There  is  no  resemblance  in  our  cases  with  those 
reported  by  Goldman,5  whose  patients  showed 
2 to  4 mm.  RS-T  elevation  in  leads  V3  through  V6. 
After  exercise  these  returned  to  the  isoelectric 
line.  This  was  more  common  in  the  Negro.  The 
author  concluded  that  this  is  a normal  variant. 

Edeiken6  described  ten  patients  who  had  high 
elevation  of  the  RS-T  segments  in  the  right  pre- 
cordial leads  without  other  evidences  of  heart 
disease.  His  cases  1,  4,  and  6 simulate  the  type 
of  electrocardiographic  aberration  we  are  report- 
ing. 

Osher  and  Wolff7  suggest  that  this  pattern 
results  from  overlapping  of  ventricular  activation 
and  recovery  with  simultaneous  recordings  of 
potentials  due  to  depolarization  and  repolari- 
zation, manifested  by  the  fusion  of  the  terminal 
portion  of  the  QRS  complex  with  the  initial 
portion  of  the  ST-T  complex.  This  is  apparently 
due  to  prolongation  of  the  depolarization  process 
by  the  right  bundle  branch  block,  although  an 
unusually  early  onset  of  repolarization  may  also 
play  a role.  They7  consider  this  pattern  a benign 
one  (possibly  of  congenital  origin) . The  presence 
of  hypertension  in  the  first  patient  and  the  subse- 
quent appearance  of  an  anginal  syndrome  raises 
the  question  of  acquired  organic  disease.  On  the 
other  hand,  the  presence  of  a benign  condition, 
such  as  this  is  supposed  to  be,  does  not  preclude 
the  development  with  the  passing  years  of  coro- 
nary narrowing  and  insufficiency. 

One  can  unequivocally  state  that  the  unusual 
RS-T  elevation  seen  in  case  5 was  not  significant 
of  organic  heart  disease,  as  proved  by  the  post- 
mortem examination. 

Summary 

The  subject  of  RS-T  elevation  in  patients 
without  definite  evidence  of  organic  heart  disease 
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is  reviewed,  and  five  illustrative  cases  are  pre- 
sented. The  importance  of  discerning  individ- 
uals with  this  unusual  electrocardiographic 
pattern  from  those  suffering  with  myocardial 
infarction,  acute  pericarditis,  etc.,  must  always 
be  kept  in  mind. 

In  some  instances  observation  over  long  periods 
may  be  necessary. 
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Unexploited  Ocean  Resources 


The  ocean  receives  almost  71  per  cent  of  all  of  the 
solar  energy  reaching  the  earth’s  surface.  Most  of 
this  energy  is  utilized  by  minute  plants,  living  in  the 
upper  25  fathoms,  in  the  manufacture  of  living  sub- 
stances. These  algae  are  to  be  found  in  a host  of 
forms  and  serve  as  the  primary  food  source  of  the 
sea.  It  is  estimated  that  this  vegetable  matter 
annually  amounts  to  4,000  tons  per  square  mile. 
Feeding  upon  this  vegetable  matter,  either  directly 
or  indirectly,  are  myriads  of  marine  animals.  The 
nutritional  significance  of  this  vegetable  matter  can 
be  better  appreciated  when  one  realizes  that,  with 
the  exception  of  insects,  four  fifths  of  all  other  ani- 
mal life  on  this  globe  lives  in  or  on  the  ocean. 

What  use  has  been  made  of  these  great  and 
abundant  natural  resources?  Fishery  products  as  a 
whole  constitute  less  than  3 per  cent  of  the  world’s 
food.  Probably  less  than  1 per  cent  of  the  known 
species  of  fish  are  currently  being  utilized  as  a source 
of  food,  fertilizer,  pharmaceuticals,  chemicals,  or 
other  products. 

Much  has  been  written  about  the  nutritional 
value  of  plankton.  Mere  quantitative  results  in 
terms  of  protein  content  is  not  sufficient.  Aside 
from  such  factors  as  palatability  and  acceptability  is 
the  very  important  item  of  toxicity  of  the  organism. 
Several  of  the  most  violent  chemical  agents  known 
to  science  are  produced  by  marine  planktonic  or- 
ganisms, viz.,  Gonyaulax,  Gymnodinium,  Pyro- 
dinium,  etc.  Moreover,  more  than  300  species  of 
marine  fish  have  been  incriminated  as  toxic,  and 
the  bulk  of  these  are  shore  fish.  Some  of  these 
fish  are  toxic  in  one  area,  but  valuable  food  fish  in 
another — a situation  that  obviously  presents  some 
very  real  problems. 

Certain  seaweeds  have  been  found  to  be  good 
sources  of  thiamine,  niacin,  riboflavin,  folic  acid, 
alpha-tocopherol,  vitamin  A,  ascorbic  acid,  and 
ergosterol,  the  precursor  of  vitamin  D.  The  min- 
eral ash  content  of  some  seaweed  may  be  as  high 


as  38.9  per  cent.  The  predominant  minerals  are 
sulfates,  calcium  oxide,  magnesium  oxide,  phos- 
phates, potassium,  sodium,  chlorine,  iodine,  and 
bromine.  Phy cocolloids  are  used  extensively  in  the 
drug,  food,  and  cosmetic  industries  because  of  their 
properties  as  gelling,  emulsifying,  thickening,  and 
suspending  agents. 

Alginates  have  been  found  to  be  useful  as  absorb- 
able agents  in  surgery.  Extracts  from  some  of  the 
seaweeds  have  been  shown  to  -have  definite  anti- 
biotic properties.  Aqueous  extracts  from  various 
species  of  red  algae  have  been  used  experimentally 
as  anticoagulants. 

During  recent  years  a group  of  physiologists  have 
been  evaluating  antimitotic  substances  from  marine 
animals  and  their  possible  use  in  cancer  chemother- 
apy. A toxic  substance,  holothurin,  (has  been 
found)  in  sea  cucumbers,  which,  when  applied  in 
vitro  to  cells  of  mouse  sarcoma  180,  markedly  re- 
duces their  growth  potency.  A cardioinhibitor  (has 
been  demonstrated)  in  the  ovaries  of  the  puffer 
Sphoeroides  maculatus.  Anticoagulant  and  anti- 
mitotic substances  also  (are)  present  in  this  same 
species  of  puffer.  (A)  wide  array  of  diseases  have 
been  treated  with  the  tetrodotoxin,  or  puffer  poison. 
The  drug  has  been  used  extensively  for  the  relief  of 
pain,  muscular  spasms,  and  as  a palliative  measure 
in  the  terminal  stages  of  cancer.  There  is  said  to 
be  a chemical  substance  present  in  the  toadfish  that 
may  be  of  therapeutic  value  in  diabetes.  Stonefish 
and  weever  fish  venoms  are  known  to  possess  power- 
ful hemolytic  properties.  In  viewing  the  field  of 
marine  biotoxicology  one  is  awed  by  the  enormity 
of  the  potential,  the  existing  ignorance,  and  (the) 
relative  neglect  toward  the  subject.  In  his  never- 
ending  quest  for  life-sustaining  substances  man  must 
continue  to  look  toward  the  sea. — B.  W . Halstead , 
M.D. , Unexploited  Ocean  Resources,  Medical  Arts  and 
Sciences,  Journal  of  the  College  of  Medical  Evange- 
lists, Second  quarter , 1957 
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Improvement  of  Diabetes  Insipidus  in  Hepatitis 

J.  HANKISS,  M.D.,  DEBRECEN,  HUNGARY 
{From  the  Department  of  Medicine , Medical  University  of  Debrecen,  Hungary ) 


Since  Heller  and  Urban’s1  basic  experiments, 
a number  of  observations  have  been  made2-4 
on  the  important  role  of  the  liver  in  the  inactiva- 
tion of  the  antidiuretic  hormone  (ADH).  In  1945 
Ralli  and  his  coworkers5  had  already  posed  the 
question  of  whether  the  affected  liver  could  in- 
activate the  ADH  in  a lesser  degree.  They 
actually  found  the  antidiuretic  activity  in  the 
urine  of  cirrhotic  patients  to  be  higher.  Hall, 
Frame,  and  Drill6  also  demonstrated  an  in- 
creased ADH  activity  in  cirrhotic  patients’ 
urine,  while  Lloyd  and  Lobotzky7  found  a higher 
ADH  level  in  the  serum  of  patients  with  cirrho- 
sis. Their  observations  were  verified  also  by 
our  investigations  in  more  extensive  material.8’9 
Labby  and  Hoagland10  examined  the  ADH 
activity  of  urine  in  acute  hepatitis,  and  they 
found  it  to  be  higher.  In  our  own  experiments8'9 
we  have  already  demonstrated  the  parallel  in  the 
formation  of  plasma  ADH  levels  and  hepatic 
disorders  of  fluid  metabolism.  In  view  of  such 
a close  interrelation  between  the  liver  and  the 
ADH,  the  question  naturally  arises  of  whether 
the  polyuria  of  patients  with  diabetes  insipidus 
improves  in  the  course  of  hepatitis.  So  far,  the 
literature  has  not  produced  such  data.  This  is 
why  it  seemed  worthwhile  to  us  to  make  a report 
on  a case  where  polyuria  in  a patient  with  dia- 
betes insipidus  ceased  later  on,  as  soon  as  hepa- 
titis developed. 

Case  Report 

T.  S.,  female,  eighteen  years  old,  suffered  a con- 
cussion of  the  brain  on  November  26,  1951.  She  did 
not  lose  consciousness,  but  her  memory  was  failing. 
Following  the  accident  she  stayed  in  bed  at  home. 
After  partial  recovery  she  retained  headaches  that 
would  from  time  to  time  take  a convulsive  character 
accompanied  by  nausea.  In  June,  1952,  an  excess 
desire  for  water  appeared  together  with  polyuria. 
In  the  beginning  she  drank  20  glasses  a day  (about 
4 liters).  This  quantity  soon  increased  to  40  glasses 
(about  8 to  10  liters).  Stubborn,  splitting  head- 
aches induced  her  to  submit  to  hospital  examination 
at  the  Thirteenth  District  Hospital  of  Budapest. 

Past  History. — The  patient  had  had  chicken 
pox  and  measles  in  early  childhood  and  otitis  media 


at  the  age  of  seven.  Her  first  menses  occured  at  age 
thirteen,  in  the  beginning  with  polymenorrhea,  and 
during  the  last  two  months  it  was  anticipated  by  two 
weeks,  lasting  four  to  five  days. 

Her  complaints,  in  addition  to  polyuria,  were  in- 
somnia, fatigue,  excessive  perspiration,  and  a de- 
crease in  weight  by  12  Kg.  during  the  last  nine 
months. 

Physical  Signs. — Her  pulse  was  132  per  minute. 
Heart  sounds  were  clear.  The  second  sound  of  the 
aortic  area  was  accentuated.  Otherwise  status  was 
negative. 

Neurologic  Examination. — There  was  marked 
anisocoria  (left  smaller  than  right).  Otherwise  the 
pupils  reacted  well.  There  was  no  nystagmus. 
Hyperesthesia  extended  to  all  qualities  under  the 
right  cheek  bone  in  an  area  the  size  of  a silver  dollar. 
The  reaction  of  the  corneae  was  even.  Motor  in- 
nervation of  the  trigeminal  nerve  was  sound. 
Cranial  nerves  VII  to  XI  were  sound.  As  to  the 
hypoglossal  nerve,  the  tip  of  the  tongue,  when  put 
out,  was  deviated  to  the  right.  There  was  tremor 
of  the  tongue.  Deep  reflexes  were  vigorous.  Mey- 
er’s sign  was  positive  on  both  sides.  Hoffman- 
Tromner  sign  was  negative.  Others  were  normal. 
The  muscle  tone  was  normal.  Squeezing  power  of 
the  right  hand  was  slightly  decreased.  There  was  a 
marked  Barre  sign  on  the  right. 

The  patient  had  mild  ataxia.  The  right  hand  was 
slightly  though  permanently  pointing  outward  to 
the  right.  In  blind  walking  there  was  a small  degree 
of  deviation. 

There  was  obliterated  and  mild  hyperesthesia  ex- 
tending to  all  qualities  on  the  right  instep.  Except 
for  this  and  the  hyperesthesia  on  the  right  cheek, 
the  sensibility  of  the  patient  was  normal. 

Ophthalmologic  findings  were  as  follows:  fundus 
of  the  eye  normal,  visual  areas  free,  sella  photograph 
slightly  enlarged,  showing  round  sella  with  slightly 
narrower  entrance. 

The  patient’s  sedimentation  rate  was  3 mm.  per 
hour.  Wassermann  reaction  was  negative.  Her 
blood  pressure  was  150/90.  Krogh  rest  was  plus  47. 
The  urine  was  negative  with  a specific  gravity  of 
1.017  after  water  deprivation.  Her  daily  fluid  intake 
was  7,000  Gm.,  and  fluid  output  was  4,000  to  5,000 
Gm.  There  was  inordinate  perspiration. 

DiAGNOsis.-^-Hypophysis  and  hypothalamic  le- 
sion, diabetes  insipidus,  and  hyperthyroidism. 

After  returning  home  the  patient  did  not  improve. 
Her  water  consumption  increased,  and  urine  in- 
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Fig.  1.  Urine  volumes,  fever,  and  some  laboratory  findings  of  patient.  After  onset  of  hepatitis  the  urine 
volume  falls  rapidly  and  remains  within  normal  levels  after  the  hepatitis  has  healed.  But  during  pyrexia  of  scarlet 
fever  the  polyuria  appears  again  for  a time. 


creased  accordingly  up  to  8 to  10  liters  daily.  No 
urine  test  was  made  at  this  time. 

On  September  12  she  felt  nauseous,  lost  her  appe- 
tite, and  was  feverish.  At  the  onset  she  was  sub- 
febrile,  but  later  the  fever  rose  as  high  as  39  to  40  C. 
After  administration  of  penicillin  and  antipyretics 
the  patient  became  subfebrile  again.  Within  another 
two  days  her  sclerae  turned  yellow,  and  she  was 
taken  to  the  National  Hospital  for  Rheumatism. 
There  she  was  treated  for  acute  hepatitis  from  Sep- 
tember 30,  1952,  to  November  3 of  the  same  year. 

Findings  during  her  hospitalization  were  as  fol- 
lows: Skin  and  sclerae  were  yellow.  No  edema 

was  present.  Lymph  nodes  were  normal.  The 
tongue  was  coated.  The  liver  was  1.5  inches  en- 
larged, had  a smooth  surface,  and  was  tender  and 
sensitive.  The  lower  pole  of  the  spleen  was  pal- 
pable. 

There  was  a slight  degree  of  anisocoria  (left  smaller 
than  right).  The  tongue  was  somewhat  deviated  to 
the  right.  No  other  significant  pathologic  signs  were 
present. 

Bilirubin  in  the  serum  was  4.46  mg.  Ucko  test  was 
2 plus.  Thymol  turbidity  reaction  of  the  serum 
was  above  20  units.  The  blood  showed  mild 
lymphocytosis  but  no  other  pathologic  signs.  The 
urine  was  1.016  albumin,  pus,  sugar  negative. 
Urobilinogen  was  strongly  enhanced,  with  bilirubin 
positive.  Her  pulse  in  the  febrile  period  was  about 
110,  later  gradually  decreasing  to  about  96. 


Glucose  tolerance  test  on  October  9:  fasting 

blood  sugar  74  mg.  per  100  cc.,  and  it  increased  to 
only  95  mg.  after  administration  of  50  Gm.  of  dex- 
trose. 

It  is  seen  in  Fig.  1 that  at  the  onset  of  hepatitis 
the  patient’s  polyuria  (8  to  10  liters)  began  to  de- 
crease. After  icterus  had  developed,  at  the  begin- 
ning of  hospitalization,  it  was  under  3 liters,  and 
within  one  or  two  days  it  became  stabilized  at  about 
1 liter.  When  the  hepatitis  was  over,  polyuria  did 
not  recur.  Nevertheless,  this  equilibrium  of  fluid 
metabolism  proved  unstable,  for  the  patient  took 
fever  again  at  the  end  of  December  of  the  same  year. 
The  patient  stated  that  at  the  onset  of  her  illness, 
while  still  at  home,  following  two  doses  of  penicillin, 
the  volume  of  urine  abruptly  increased  to  7 to  8 
liters.  She  was  feverish.  With  a scarlet  fever  diag- 
nosis, she  was  taken  to  the  Hospital  of  Contagious 
Diseases.  The  urine  values  recorded  there  are 
represented  in  the  figure.  As  can  be  seen,  after  a 
sharp  rise  in  the  feverish  period,  diuresis  returned 
to  normal. 

Comment 

The  liver  has  several  ways  of  interfering  with 
the  metabolism  of  the  organism.  One  of  these 
is  its  effect  on  hormone  metabolism.  It  is  quite 
possible  that  the  liver  itself  produces  hormone 
(for  example,  ferritin).11  The  ability  of  the 
liver  to  inactivate  several  hormones  had  been 
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proved  for  certain.  It  is  made  comprehensible 
by  the  fact  that  disorders  of  hormone  metabolism 
appear  in  acute  or  chronic  diseases  of  the  liver. 

The  role  of  the  liver  in  fluid  metabolism  is 
diverse.  Observations  in  animal  experiments 
and  in  human  subjects  revealed  that  ADH  is 
inactivated  largely  by  the  liver.1-4  It  has  also 
been  demonstrated  that  an  affected  liver  can 
inactivate  ADH  only  in  a lesser  degree.5-8’9  Im- 
provement may  be  expected  in  the  so-called 
partial  insipidus,  that  is,  where  ADH  production 
has  not  ceased  entirely  and  is  small  either  in 
absolute  quantity  or  else  relatively.  It  is  well 
known  that  several  authors  have  made  reports 
on  the  improvement  of  the  tolerance  of  patients 
with  diabetes  mellitus  during  hepatitis.12-14 
Nevertheless,  up  to  now  the  influence  of  hepa- 
titis on  diabetes  insipidus  has  not  been  discussed 
in  literature. 

Our  case  is  just  an  example  of  this  interaction. 
The  8-  to  10-liter  polyuria  of  our  patient  had  a 
sharp  drop  at  the  onset  of  hepatitis,  which  was  a 
sure  sign  of  the  connection  between  hepatitis 
and  the  improvement  of  insipidus.  The  diagno- 
sis for  diabetes  insipidus  had  been  established  at 
a hospital  with  the  possibility  of  primary  poly- 
dipsia excluded.  Considering  the  patient’s  uri- 
nary specific  gravity  of  that  time,  the  case 
could  be  classified  as  the  partial  type  described 
by  Kourilsky.15  In  these  cases  the  urinary 
specific  gravity  has  risen  to  between  1.010  and 
1.024  following  water  deprivation.  In  his  view 
this  was  due  to  a partial  deficiency  of  the  anti- 
diuretic hormone. 

Unfortunately  we  do  not  know  how  the 
patient’s  urinary  specific  gravity  developed  later 
when  her  illness  progressed  and  her  polyuria  rose 
to  9 to  10  liters. 

It  is  noteworthy  that  polyuria  did  not  recur 
at  her  recovery  from  hepatitis.  It  recurred  only 
in  a transitory  manner  two  months  later  during 
her  scarlet  fever. 

Our  interpretation  of  the  case  is  as  follows: 
In  our  patient  concussion  of  the  brain  caused 
diabetes  insipidus.  There  were  also  other  symp- 
toms suggestive  of  a lesion  about  the  third  ven- 
tricle (see  neurologic  findings).  The  injured 
hypothalamic  hypophyseal  system,  with  its  de- 
creased ADH  production,  could  not  counter- 
balance fluid  metabolism.  Four  months  later 
hepatitis  ensued.  The  capacity  of  the  liver  for 
inactivating  ADH  became  impaired.  Polyuria 
ceased.  The  time  elapsing  until  the  lesion  of  the 
liver  had  healed  was  sufficient  to  restore  the  anti- 


diuretic system,  in  analogy  with  the  well-known 
tolerance  improvement  in  diabetes  mellitus  after 
dietary  restriction.  Fluid  metabolism  became 
normalized.  However,  the  fact  that  this  was 
not  yet  complete  had  been  disclosed  by  an  ab- 
rupt polyuria  during  the  scarlet  fever  which 
ensued  two  months  later,  since  the  reserve  energy 
of  the  healthy  organism  was  lacking. 

In  the  course  of  a febrile  state  the  organism  is 
known  to  adjust  itself,  so  to  speak,  to  a higher 
hormone  level  (thyroidea,  corticoids,  insulin). 
Presumably  the  same  is  true  also  for  the  anti- 
diuretic system.  Oliguria  developing  during  the 
fever  phase  supports  this  assumption  as  well. 
Nevertheless,  our  patient’s  antidiuretic  system 
that  had  been  sufficient  for  holding  only  the 
normal  fluid  metabolism  in  equilibrium  became 
insufficient  when  called  on  for  an  increased  task. 
Thus,  a relative  deficiency  developed  which  led 
to  polyuria. 

Later  on  the  restitution  of  the  ADH  system 
gradually  proceeded.  As  stated  by  the  patient 
in  1953,  a period  of  polyuria  accompanied  mumps 
(a  severe,  bilateral,  fever  contracting  kind  that 
could  be  cured  only  by  Aureomycin).  Other 
periods  have  recurred  three  times  since  1954, 
though  in  a milder  form.  On  each  occasion 
the  patient  was  in  a run-down  physical  and  nerv- 
ous condition.  In  August,  1956,  she  was  ad- 
mitted to  our  clinic  with  a diagnosis  of  emesis 
gravidarum  and  subacute  colitis.  By  that  time 
disorder  of  fluid  metabolism  could  not  be  de- 
tected any  more.  Since  then  she  gave  birth  to  a 
healthy  child,  and  she  herself  has  no  complaint. 

As  a further  course  of  action,  it  would  be  worth- 
while to  check  up  regularly  on  the  behavior  of 
polyuria  in  patients  with  insipidus  at  all  the  de- 
partments of  hepatitis.  It  would  be  particu- 
larly interesting  if  we  could  observe  the  be- 
havior of  the  type  based  on  increased  ADH  in- 
activation.16-17 Its  improvement  might  establish 
a further  proof  of  the  new  pathomechanism. 

Summary 

In  fluid  metabolism  the  liver  has  an  important 
role  by  inactivating  the  antidiuretic  hormone. 
The  affected  liver  is  able  to  inactivate  ADH  only 
in  a lesser  degree,  and  thus  a relative  ADH  pre- 
ponderance may  arise,  as  has  been  pointed  out 
by  several  reports  in  the  literature.  Therefore, 
partial  diabetes  insipidus  might  reasonably  be 
expected  to  improve  during  liver  diseases. 

We  believe  our  case  to  be  the  first  in  the  lit- 
erature to  give  account  of  improvement  in 
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polyuria  with  insipidus  during  acute  hepatitis. 
We  deliberate  in  detail  on  the  possible  patho- 
mechanism  of  improvement  in  insipidus.  The 
reasons  for  the  transitory  impairments  which 
manifest  themselves  during  subsequent  febrile, 
contagious  diseases  are  discussed. 
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Persons  Should  Know  Own  “ Emotional  Boundaries ” 


A person  who  knows  his  own  emotional  boundaries 
functions  usefully,  happily,  and  gracefully.  In  deal- 
ing with  other  persons’  emotional  problems,  an 
individual  must  know  where  he  leaves  off  and  where 
someone  else  begins.  While  these  remarks  are  aimed 
at  doctors  and  others  in  the  “interviewing  profes- 
sions,” the  advice  is  applicable  to  people  who  just 
listen  to  friends  and  relatives.  One  of  the  most 
difficult  tasks  put  upon  man  is  that  of  learning  how 
to  listen  to  another’s  problems  without  involving 
himself  emotionally.  People  are  early  conditioned 
to  react  in  certain  ways  to  other  people’s  emotions. 
But  reacting  without  conscious  consideration  for  the 
person’s  current  situation  will  not  help  him  solve  the 
problem,  and  may  even  complicate  it  because  still 
another  person’s  emotions  become  involved. 

The  goal  is  to  learn  how  to  listen  and  help,  but  on 
the  basis  of  a conscious  awareness  of  the  situation 
and  not  on  a reflexive  reaction.  It  might  be  said 
that  the  goal  is  empathy  instead  of  sympathy.  The 
statement  that  “one  cannot  fully  appreciate  the 
problems  of  others  unless  he  can  put  himself  in 
another’s  place”  is  true,  but  one  has  to  remember  his 
own  emotional  boundaries.  He  should  be  empa- 


thetic  rather  than  sympathetic.  When  one  is  sympa- 
thetic, he  does  not  remember  his  own  boundaries, 
for  sympathy  means  the  act  or  capacity  of  entering 
into  or  sharing  the  feelings  of  another  and  becoming 
similarly  affected.  “Becoming  similarly  affected” 
may  be  the  act  that  completely  complicates  the 
situation.  It  does  not  allow  for  rational  and  intel- 
lectual analysis  and  advice.  But  when  one  is 
empathetic,  there  is  the  possibility  of  helping  to 
solve  the  problem.  Empathy  means  putting  oneself 
in  another’s  place  and  understanding  the  situation 
but  always  maintaining  an  awareness  of  one’s 
separateness. 

One  has  one’s  own  feelings  and  relationships  and 
works  to  understand  them.  They  can  be  useful  in 
understanding  similar  feelings  and  relationships  in 
others.  Thus  in  dealing  with  other  persons,  an 
individual  must  understand  and  appreciate  their 
problems.  But  he  must  also  understand  that  this  is 
quite  different  from  joining  in  the  problems,  and,  in 
so  doing,  perhaps  adding  further  complications  to 
the  situation. 

— Dr.  Charles  D.  Aring , Journal  of  the  American 
Medical  Association , May  24,  1958 
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The  Use  of  Nonabsorbable  Water  Soluble  Contrast 
Media  for  Gastrointestinal  Radiography  in 
Infants  and  Children 

BERNARD  S.  EPSTEIN,  M.D.,  NEW  HYDE  PARK,  NEW  YORK 
{From  the  Department  of  Radiology , The  Long  Island  Jewish  Hospital ) 


onabsorbable  water  soluble  contrast  ma- 
terials offer  certain  advantages  for  pe- 
: diatric  gastrointestinal  radiography  which  merit 
i further  investigation.  These  media  are  readily 
available  for  intravenous  urography  and  angi- 
| ography.  They  are  inert  and  nontoxic  when 
1 taken  by  mouth  or  introduced  into  the  colon 
by  enema.  Impaction  after  absorption  of 
i water,  which  may  follow  the  use  of  barium 
■ sulfate  suspensions,  cannot  occur.  If  these 
c media  enter  the  peritoneal  cavity  or  the  tra- 
cheobronchial tree  they  produce  no  ill  effects. 

Certain  practical  and  economic  advantages 
may  be  gained  from  bulk  preparations  which 
require  no  sterilization  or  ampule  packaging. 

S The  present  study  was  conducted  with  dia- 
trizoate  sodium  (Hypaque*)  in  powder  form. 
Solutions  of  any  desired  strength  were  easily 
\ made  by  diluting  the  powder  with  water. 

| Opacification  of  the  gastrointestinal  tract  in 
infants  and  children  require  concentrations  of 
from  15  to  30  per  cent,  depending  on  the  size  of 
the  patient.  Excellent  esophagrams  were  ob- 
tained by  spoon  feeding  a thick  suspension  of 
diatrizoate  sodium  powder  with  a suitable  me- 
dium such  as  apple  pectin  powder  or  by  per- 
mitting the  patient  to  swallow  a 50  per  cent 
solution.  Although  the  taste  is  hardly  attractive, 
it  is  usually  accepted  without  too  great  protest. 

Gastrointestinal  studies  in  infants  are  quickly 
done  after  introducing  the  contrast  medium 
into  the  stomach  through  a nasogastric  tube 
under  fluoroscopic  control.  Older  children  can 
be  induced  to  drink  the  medium.  Quantities 
of  from  20  to  50  cc.  are  adequate.  A degree  of 
opacity  comparable  to  barium  sulfate  sus- 
pensions may  be  obtained  if  desired.  Normally 
passage  into  the  lesser  bowel  is  more  rapid  than 
with  barium,  the  average  transit  time  being  from 
one  to  two  hours.  A disadvantage  is  the  in- 

* Supplied  in  powder  form  by  the  Research  Department 
of  Winthrop  Laboratories,  New  York  City. 


ability  of  these  materials  to  coat  the  rugal  folds, 
so  that  mucosal  detail  is  poor,  particularly  in 
the  distal  jejunum  and  ileum. 

Gastrointestinal  examinations  with  water  sol- 
uble contrast  media  have  proved  useful  in  cases 
suspected  of  obstructive  lesions.  The  narrowed 
pyloric  canal  associated  with  hypertrophic 
pyloric  stenosis  was  nicely  identified  in  two 
cases.  In  another  infant  with  duodenal  stenosis 
the  point  of  obstruction  was  far  better  seen  after 
the  introduction  of  diatrizoate  sodium  solution 
than  could  possibly  be  obtained  by  the  use  of 
air  alone  (Fig.  1).  The  passage  of  a small 
amount  of  the  opaque  medium  into  the  small 
intestine  identified  the  lesion  as  a stenosis  rather 
than  atresia.  The  chief  advantage  lies  in  the 
information  which  can  be  gained  by  opaci- 
fication of  the  upper  gastrointestinal  tract  with 
a nontoxic,  well-tolerated  material  which  does 
not  have  the  disadvantages  of  barium,  iodized 
oils,  or  air  alone. 

Colon  examinations  by  enema  made  with 
similar  concentrations  may  be  obtained  without 
any  untoward  effects.  Postevacuation  films 
show  good  evacuation  as  a rule,  but  the  mucosal 
patterns  are  indistinct.  Should  the  contrast 
material  be  retained,  there  is  no  danger  of  im- 
paction such  as  may  follow  barium  enemas. 
Relatively  small  quantities  often  fill  the  bowel 
adequately.  We  have  filled  the  colons  of  infants 
and  children  with  amounts  of  from  100  to  360  cc. 

Patients  suspected  of  intussusception  may  be 
advantageously  examined  with  water  soluble 
materials.  In  one  of  our  patients  a recurrent 
intussusception  followed  operative  reduction  of 
the  original  episode.  It  was  decided  to  utilize 
hydrostatic  means,  even  though  the  first  attempt 
elsewhere  had  been  unsuccessful.  Because  it 
was  suspected  that  the  bowel  might  be  com- 
promised, the  procedure  was  made  using  a 
sterile  solution  with  the  surgeon  and  operating 
suite  in  readiness.  Reduction  was  accomplished 
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Fig.  1.  A.  Anteroposterior  abdominal  roentgenogram  of  a four-day-old  infant  who  had  been  vomiting  bile- 
stained  fluid  for  two  days.  No  diagnostic  pattern  of  small  bowel  distention  is  visible.  B.  Same  patient  after 
introduction  of  35  cc.  of  20  per  cent  diatrizoate  sodium  solution  through  a nasogastric  tube.  Note  obstruction  in 
lower  duodenum.  C.  Same  patient  one-half  hour  later.  A small  amount  of  the  contrast  material  has  entered  the 
small  intestine.  D.  Same  patient,  lateral  view.  Duodenal  stenosis  with  volvulus  of  jejunum  found  at  operation. 


satisfactorily,  but  we  felt  a little  more  secure  in 
the  knowledge  that  should  the  contrast  medium 
enter  the  peritoneal  cavity  it  would  be  absorbed. 


In  another  patient  (Fig.  2)  water  soluble  con- 
trast material  was  used  in  a newborn  infant 
with  megacolon.  This  patient  had  progressive 
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Fig.  2.  A.  Anteroposterior  spot  roentgenogram  of  a twelve-day-old  infant.  A nasogastric  tube  is  present  in 
the  stomach.  A rectal  tube  has  been  passed  into  the  colon  with  the  tip  situated  in  the  proximal  transverse  colon. 
B.  Same  patient,  spot  film  after  the  tube  had  been  withdrawn  while  30  per  cent  diatrizoate  sodium  solution  had 
been  injected.  The  abruptly  narrowed  area  in  the  sigmoid  was  found  to  be  an  aganglionic  area  at  operation. 


diarrhea  and  distention.  The  first  attempt  at 
colon  examination  was  halted  by  what  appeared 
to  be  a block  in  the  rectum.  After  digital  ex- 
amination failed  to  disclose  any  obstruction  a 
rectal  tube  was  inserted  so  that  its  tip  was  de- 
posited in  the  transverse  colon.  The  contrast 
material  was  injected  under  fluoroscopic  control 
as  the  tube  was  withdrawn.  The  area  of  con- 
striction in  the  sigmoid  indicative  of  an  agan- 
glionic segment  was  clearly  demonstrated,  and 
the  diagnosis  was  established  after  operation 
and,  unfortunately,  necropsy. 

Water  soluble  materials  are  helpful  also  in 
differentiating  physiologic  ileus  from  partial 
or  complete  intestinal  obstruction.  Opacifica- 
tion of  the  distended  loops  has  proved  more 
reliable  in  their  identification  and  evaluation 
than  plain  film  examinations.  If  partial  obstruc- 


tion is  suggested  by  retention  in  the  small 
intestine,  followed  by  entrance  into  the  colon 
after  three  or  four  hours,  a definitive  study 
with  barium  sulfate  may  be  done. 

Summary 

Obstructive  problems  involving  the  esophagus 
and  gastrointestinal  tract  in  infants  and  children 
may  be  investigated  with  the  use  of  nonabsorb- 
able water  soluble  contrast  media.  These  are 
readily  available  as  preparations  for  intravenous 
urography.  They  may  be  available  in  bulk  form. 
We  have  utilized  this  method  in  approximately 
fifty  examinations  in  infants  and  children  and 
have  found  it  quite  as  useful  as  in  adults. 

I would  like  to  express  my  thanks  to  the  Winthrop  Re- 
search Laboratories  for  supplying  the  material  used  in  this 
Btudy. 


Prejudice  squints  when  it  looks , and  lies  when  it  talks. — Duchess  de  Abrantes 
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Profound  Deafness  from  Neomycin  Sulfate 


ABRAHAM  I.  GOLDNER,  M.D.,  FLUSHING,  NEW  YORK 


The  tragedy  of  being  suddenly  transported 
from  the  world  of  living  sound  to  the  nerve- 
shattering  quiet  of  profound  deafness  fortunately 
is  rare.  It  is  even  more  tragic  when  such  a severe 
handicap  could  have  been  prevented.  This  case 
is  therefore  being  presented  not  only  to  re-empha- 
size the  severe  ototoxicity  of  neomycin  sulfate 
but  to  demonstrate  the  profound  extent  of  the 
impairment  that  may  be  produced. 

Unfortunately  most  hearing  impairments  exist 
at  subclinical  levels,  and  their  detection  involves 
the  use  of  special  equipment.  The  patient  who 
has  a manifest  hearing  impairment  may  represent 
a combination  of  etiologies,  among  which  oto- 
toxicity from  the  use  and  abuse  of  various  drugs 
plays  a significant  role.  It  behooves  all  of  us  to 
recognize  that  the  cochlea  is  very  susceptible  to 
many  drugs  and  that  simple  precautions  would 
help  preserve  the  valuable  function  of  hearing. 

It  has  long  been  recognized  that  streptomycin 
and  neomycin  characteristically  produce  hearing 
impairment  and  vertigo.  However,  neomycin, 
both  in  the  laboratory  and  in  human  beings,  has 
been  shown  to  be  especially  ototoxic. 

In  1950  Waisbren  and  Spink1  reported  a series 
of  patients  who  were  treated  with  neomycin  intra- 
muscularly, and  in  five  cases  irreversible  hearing 
impairments  were  demonstrated.  Two  additional 
patients  had  loss  of  vestibular  function,  in  addi- 
tion to  an  inability  to  hear  high  tones.  They  said, 
“In  view  of  ototoxic  and  nephrotoxic  effects  of 
neomycin,  this  drug  cannot  be  recommended  for 
general  use.” 

Carr,  Brown,  and  Pfuetze,2  also  in  1950,  re- 
ported irreversible  deafness  in  four  out  of  six 
patients  who  had  been  treated  with  neomycin. 

Hawkins  and  Lurie3  in  1953  demonstrated  that 
neomycin  was  highly  ototoxic  in  cats.  It  was 
noted  that  the  cochlea  was  even  more  susceptible 
to  damage  than  the  labyrinth. 

The  Merck  Manual4  in  a discussion  of  neomy- 
cin summarizes  the  physical  properties  and  char- 
acteristics of  this  drug  in  the  following  fashion: 
“Although  in  vitro  the  antibacterial  effectiveness 
of  neomycin  is  impressive,  the  clinical  usefulness 
of  this  agent  is  sharply  limited  by  the  production 
of  a high  incidence  of  toxicity.  Kidney  and  eighth 


nerve  damage  may  occur  following  parenteral 
administration.  In  view  of  these  untoward 
effects,  neomycin  should  seldom  be  administered 
parenterally.  It  should  be  reserved  for  those 
diseases  in  which  no  other  antibiotic  is  effective 
and  when  the  situation  threatens  fife.  If  used 
critically  and  intelligently,  neomycin  may  oc- 
casionally be  lifesaving.” 

Mycifradin  sulfate,  the  drug  used  for  this  pa- 
tient, is  described  in  professional  products  in- 
formation5 as  follows:  11  Administration  and 

Dosage:  By  Intramuscular  Injection  in  Hos- 

pitalized Patients  Only.  The  daily  dosage  is  cal- 
culated on  the  basis  of  7.5  to  15  mg.  of  neomycin 
sulfate  per  Kg.  of  body  weight,  and  the  dosage 
should  be  adjusted  in  accordance  with  the  sensi- 
tivity of  the  organisms  to  neomycin  and  the  renal 
function  of  the  patient.  The  maximum  daily 
dosage  should  not  exceed  1.0  Gm.  and  should 
be  administered  in  four  equally  divided  doses  at 
intervals  of  six  hours.  Duration  of  administration 
should  not  exceed  ten  days.  . . .Contraindications: 
Impaired  renal  function.” 

Case  Report 

W.  M.,  forty-seven  years  of  age,  was  examined  on 
March  5,  1956.  The  chief  complaint  was  deafness 
and  tinnitus.  On  May  6,  1955,  he  suddenly  de- 
veloped a ringing  in  both  ears  and  a loss  of  hearing, 
which  gradually  worsened  until  he  had  hardly  any 
hearing.  At  the  time  he  was  suffering  from  a kidney 
disorder,  and  he  knew  that  a new  drug  was  being 
utilized  in  an  effort  to  help  his  condition.  He  had 
been  reassured  that,  in  the  event  his  hearing  was 
temporarily  impaired,  he  need  not  concern  himself 
and  that  it  would  improve.  Ultimately  he  recovered 
from  the  basic  illness,  but  his  hearing  did  not  im- 
prove. He  had  been  examined  at  two  hospitals  and 
in  a third  he  had  been  given  a hearing  aid  which 
did  not  give  him  any  help.  Prior  medical  history 
was  noncontributory.  He  insisted  that  his  hear- 
ing was  good  before  the  use  of  the  new  drug. 
There  was  no  history  of  familial  deafness.  He 
was  a shipping  clerk  for  two  years  prior  to  his 
deafness,  and  before  that  period  he  had  been  a 
wet  sand  polisher  for  about  fifteen  years.  There 
was  no  exposure  to  excessive  military  noise. 
The  local  ear,  nose,  and  throat  examination  was 
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Fig.  1.  Pure  tone  (March  5,  1956)  and  galvanic  skin 
response  (March  9,  1956)  audiogram.  0 = right  ear. 
X = left  ear.  Straight  line  = subjective  technic  (be- 
low 100  indicates  no  perception).  Dotted  line  = 
galvanic  skin  response.  Limit  of  hearing  65  db.  for 
125,  80  db.  for  256  frequencies,  and  100  db.  for  remain- 
, der. 


[ as  follows:  Right  ear:  mastoid  nonsensitive,  canal 
clear,  tympanic  membrane  essentially  normal  in 
texture  and  appearance.  No  scars  or  perforations. 
Left  ear:  mastoid  nonsensitive,  canal  clear,  tym- 

panic membrane  essentially  normal  in  texture  and 
appearance.  No  scars  or  perforations.  Eustachian 
tubes:  bilaterally  patent  to  direct  inflation.  Nose: 
j septum  deviated  to  right  side,  mild  obstruction  on 
i right,  mucosa  normal,  no  exudate  or  infection. 

Mouth:  lower  posterior  teeth  absent.  The  tonsils 

I were  very  much  enlarged,  not  grossly  diseased. 

The  nasopharynx  was  clear,  oropharynx  normal, 
i Larynx:  vocal  cords  move  freely,  no  growths  or  in- 
filtrations. 

Hearing  Evaluation. — Conversational  voice: 
i none  left  or  right.  Whisper:  none  left  or  right. 

1 Air  conduction:  none  left  or  right.  Bone  conduc- 
tion: four  seconds  (?)  right  and  five  seconds  (?) 

left.  There  was  no  lateralization  on  the  Weber 
test.  Rinne  test  was  negative  both  left  and  right. 

! Schwabach  test  was  diminished  both  left  and  right. 

The  hearing  evaluation  (Fig.  1)  demonstrates  a 
i profound  deafness  of  an  extent  rarely  encountered. 

! The  only  pure  tone  response  was  in  the  left  ear  at 
the  level  of  95  decibels  in  the  4,000  frequency. 
Although  gross  testing  for  malingering,  such  as  the 
i Lombard  test  etc.,  were  negative,  he  was  referred 
to  the  Manhattan  Eye  and  Ear  Hospital  on  March 
9,  1956,  where  a galvanic  skin  response  audiogram 
was  taken.  In  this  technic,  by  conditioned  reflex, 
a nonvolitional  response  to  pure  tone  stimulation  is 
obtained.  The  findings  are  also  recorded  in  Fig.  1 
and,  as  can  be  seen,  essentially  confirm  the  extent  of 
the  hearing  impairment. 

A neuro-otologic  examination  was  performed  with 


the  following  results:  Romberg  test  was  negative, 
and  there  was  no  spontaneous  nystagmus  in  the 
erect  or  recumbent  position.  One  cc.  of  ice  water 
was  instilled  in  the  right  ear  canal,  and  in  thirty 
seconds  there  was  a mild,  occasional  nystagmoid 
jerk.  It  never  became  characteristic.  There  was 
no  vertigo.  One  cc.  of  ice  water  was  instilled  in 
the  left  ear  canal  and  produced  no  response  what- 
ever. Maximal  stimulation  of  the  left  ear  was  per- 
formed, consisting  of  irrigation  with  ice  water,  and 
this  ultimately  produced  some  dizziness  and  a slow 
nystagmus. 

Summary  of  essential  data  from  two  hospitals 
and  the  ear,  nose,  and  throat  clinic  indicated  that 
he  was  first  hospitalized  on  September  22,  1954, 
for  a period  of  eight  days  with  a history  of  frequent 
urination,  painful  urination,  pain  in  the  back,  and 
high  fever.  The  diagnosis  finally  established  was 
acute  pyelonephritis.  He  was  treated  by  combiotic, 
diet,  sedative,  and  Achromycin  and  discharged  as 
recovered. 

The  next  hospital  admission  was  on  March  6, 
1955,  and  he  was  discharged  on  March  27,  1955. 
Admitting  diagnosis  was  nephritis  and  diverticulitis 
of  the  large  bowel,  and  discharge  diagnosis  was  the 
same.  At  the  time  he  complained  of  swelling  of 
both  feet  and  ankles,  dark  urine  and  frequency  of 
urination,  and  rash  of  a few  days  duration.  The 
salient  physical  findings  were  the  presence  of  pete- 
chiae,  elevated  temperature,  and  edema  of  the  face 
and  lower  extremities.  On  March  24,  1955,  the 
Fishberg  test  showed  glomerular  dysfunction  of  50 
to  75  per  cent.  Urinalysis  showed  varying  amounts 
of  albumen,  from  4 plus  to  1 plus,  many  white  blood 
cells,  many  red  blood  cells,  and  also  coarsely  granu- 
lar casts.  The  red  blood  count  was  recorded  as 
4,400,000,  white  blood  cells  6,700,  hemoglobin  87 
per  cent,  eosinophils  2 per  cent,  segmented  cells 
62,  and  lymph  cells  35.  There  was  a blood  sugar 
of  144.  X-rays  of  the  chest  showed  mild  arthritic 
changes  of  the  dorsal  spine.  Intravenous  pyelo- 
gram  was  reported  as  negative.  The  patient  was 
treated  with  Cortril,  Rutorbin,  ascorbic  acid,  bena- 
dryl,  sedation,  and  Terramycin  in  dosages  of  260 
mg.  from  date  of  admission.  Other  drugs  used  were 
Priscoline,  Acthar  gel,  milk  of  bismuth,  and  pare- 
goric. He  was  readmitted  to  the  same  hospital 
on  April  4,  1955,  and  discharged  on  May  6,  1955. 
Urine  analysis  still  revealed  the  presence  of  con- 
siderable albumen  and  many  white  and  red  blood 
cells.  The  blood  picture  was  essentially  unchanged. 
Biopsy  of  grastrocnemius  muscle  revealed  no 
evidence  of  periarteritis  nodosa.  Purpuric  mani- 
festations were  very  intense.  Medication  consisted 
of  sedation,  penicillin,  and  100  mg.  of  Terramycin 
every  eight  hours  intramuscularly.  On  April  14, 
1955,  Mycifradin  Sulphate  (neomycin  sulphate), 
Gm.  every  six  hours  intramuscularly  was 
ordered.  Mycifradin  Sulphate  was  not  discontinued 
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until  May  3,  1955.  Serpasil  and  Neo-Cortef  were 
other  drugs  used  at  this  admission. 

A series  of  notes  from  an  eye  and  ear  hospital 
clinic  covering  the  period  from  August  15,  1955,  to 
October  24,  1955,  indicate  the  presence  of  a severe 
bilateral  nerve  deafness  of  probable  toxic  origin. 
A hearing  aid  was  ineffective.  The  technician 
apparently  thought  the  patient  was  malingering  and 
even  concluded  that  the  malingering  tests  were 
positive. 

Comment 

The  important  features  in  this  man  were  the 
presence  of  a medical  disorder,  which  was  char- 
acterized by  indications  of  kidney  disease  and 
diminished  function  and  treated  by  a large  variety 
of  drugs,  and  deafness,  which  appeared  shortly 
after  the  institution  of  neomycin  sulphate  therapy 
intramuscularly.  Specific  testing,  including  the 
use  of  malingering  tests,  demonstrated  con- 
clusively the  severe  and  permanent  nature  of  the 
deafness,  and  there  was  also  evidence  of  im- 
paired function  of  the  labyrinths. 

With  the  vast  galaxy  of  antibiotic  drugs  avail- 
able there  would  appear  to  be  little  justification 
for  the  intramuscular  use  of  neomycin.  However, 
if  it  is  deemed  that  the  use  of  such  drug  may  be 
life  saving,  it  would  be  most  important  that  the 
hazard  of  probable  deafness  be  pointed  out  to  the 


patient  or  his  family  and  that  a proper  hearing 
evaluation  be  performed  prior  to  the  institution 
of  such  therapy,  with  additional  follow-up  testing 
as  appeared  indicated.  It  would  also  be  prudent 
that  there  be  adequate  consultation  to  confirm 
the  necessity  of  such  hazardous  medication. 

While  the  above  is  an  example  of  extreme  deaf- 
ness from  a highly  ototoxic  agent,  the  same  advice 
can  apply  to  the  use  of  other  drugs,  such  as  the 
streptomycin  family  and  salicylates  in  saturation 
dosage. 

Summary 

1.  The  ototoxicity  of  neomycin  has  been  re- 
emphasized and  redemonstrated. 

2.  A case  of  extreme  deafness  from  the  use  of 
this  drug  has  been  reported. 

3.  A proper  approach  for  the  use  of  ototoxic 
drugs  is  recommended. 
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The  Emergency  Transportation  of  the  Injured 


ALAN  A.  KANE,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Coney  Island  Hospital) 


i ' 

The  emergency  treatment  of  the  injured  on 
the  highways  of  our  nation  is  extremely  im- 
i portant.  Treatment  should  begin  at  the  scene  of 
si  the  accident.  Intelligent  recognition  and  proper 
i first  aid  handling  of  patients  suspected  of  having 
j fractures  bears  a distinct  relationship  to  the  ulti- 

Ii  mate  result,  the  amount  of  disability,  and  the 
ability  of  the  patient  to  go  back  to  his  job. 

It  is  our  duty  as  physicians  to  train  our  ambu- 
$ lance  personnel.  They  must  be  instructed  in  the 
management  and  emergency  transportation  of  all 
P types  of  injuries  to  the  trunk  and  extremities. 
It  is  necessary  that  we  standardize  our  principles 
of  management. 

The  first  step  is  to  evaluate  the  patient.  Is 
there  obvious  hemorrhage?  Does  the  patient 
have  a patent  airway?  Generally,  the  bleeding 
can  be  controlled  with  a pressure  dressing.  If  a 
tourniquet  is  necessary,  the  time  of  application 
should  be  marked  on  the  patient’s  forehead  with 
lipstick,  which  is  usually  available. 

The  airway  is  extremely  important.  If  the 
patient  is  unconscious  or  has  an  extensive  facial 
injury,  pull  the  tongue  forward.  If  it  is  necessary 
to  hold  the  tongue  forward,  a safety  pin  can  be 
pushed  through  the  tip  of  the  tongue  and  used 
for  traction.  Remove  any  foreign  bodies,  false 
teeth,  etc.,  that  are  present.  If  the  patient  has  a 
face  injury  and  no  injury  to  the  cervical  spine,  he 
should  be  transported  to  the  hospital  in  a face- 
down position. 

Check  the  extremities.  Does  the  patient  have 
any  obvious  fractures?  Is  there  any  evidence  of 
a spine  injury?  Does  the  patient  have  a sucking 
wound  of  the  chest?  Where  there  is  an  open 
wound,  cover  it  with  a thick  dressing.  If  there  is 
no  contraindication,  transport  patients  with  chest 
injuries  in  a semierect  position. 

You  do  not  need  to  make  a clinical  diagnosis  of 
fracture  of  the  spine  to  suspect  a back  injury. 
Where  there  is  a history  of  an  auto  accident,  a fall 
from  a height,  a fall  down  a flight  of  stairs,  or  di- 
rect or  indirect  violence  to  the  back  during  the 
accident,  treat  the  patient  as  though  the  spine 
were  injured. 


Do  not  increase  the  damage  further  by  jack- 
knifing the  patient.  Do  not  permit  these  pa- 
tients to  stand,  sit,  or  walk.  Do  not  move  these 
patients  until  a preliminary  examination  has  been 
made.  Be  sure  the  respiratory  exchange  is  good 
and  the  patient  is  not  in  shock.  You  must  have 
adequate  help  for  moving  these  patients.  Any 
patient  suspected  of  having  a back  injury  must  be 
transported  on  a board.  We  have  equipped  our 
ambulances  with  long  boards  for  transportation 
of  these  cases. 

When  a fracture  in  the  cervical  spine  is  sus- 
pected, the  patient  must,  not  be  permitted  to  flex 
or  rotate  the  neck.  Every  effort  must  be  made  in 
moving  such  a patient  so  that  the  head  and  trunk 
move  as  one  piece.  It  takes  several  people  to 
move  a patient  where  cervical  spinal  damage  is 
present.  If  a patient  is  found  face  up,  the  long 
board,  or  a door,  is  placed  next  to  him.  One  per- 
son steadies  the  head  and  neck,  the  others  are  at 
the  trunk  and  lower  extremities.  The  hands  are 
folded  across  the  abdomen  and  loosely  tied  to- 
gether. While  steadying  the  board,  the  patient 
is  slid  onto  the  board.  All  movements  are  in 
unison,  and  the  injured  individual  is  moved  as  one 
piece.  The  board  should  extend  several  inches 
beyond  the  head.  Some  form  of  padding, 
either  rolled-up  sheets  or  blankets,  etc.,  are  placed 
beside  the  neck  to  prevent  rolling  of  the  head  in 
transportation.  A strap  or  muslin  bandage  is 
tied  around  the  board  and  head  to  prevent  rota- 
tion. 

When  the  victim  is  found  face  down,  he  must 
be  carefully  rolled  over  to  he  face  up  on  the  board. 
Here  again  unison  movements  of  the  head  and 
trunk  are  extremely  important. 

Lower  back  injuries  must  also  be  handled  care- 
fully. We  prefer  to  transport  ah  such  cases  in 
the  face-up  position.  Transportation  in  such  a 
position  prevents  flexion  and  further  damage  to  a 
possibly  injured  cord.  The  patient,  when  found 
in  a face-down  position,  is  gently  rolled  over  and 
onto  a board  and  held  thus  by  a strap  around  the 
board.  Slight  hypertension  is  maintained  by 
keeping  a folded  blanket  under  the  lumbar  region. 
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This  is  placed  in  position  before  the  patient  is 
rolled  onto  the  board.  If  found  in  a face-up 
position,  the  injured  must  be  carefully  moved 
onto  a board.  In  order  to  prevent  further  damage 
to  the  cord  in  back  injuries,  careful  transportation 
is  important.  Never  permit  to  sit,  stand,  or 
walk  if  spinal  injury  is  suspected. 

For  injuries  to  the  extremities,  proper  handling 
and  transportation  are  also  extremely  important. 
First-aid  splinting  is  an  integral  part  of  the  treat- 
ment. It  is  not  intended  to  obtain  or  maintain 
reduction  of  fractures.  The  purpose  of  splinting 
is  to  facilitate  transportation  and  at  the  same 
time  reduce  shock.  Splinting  prevents  additional 
damage  to  the  soft  parts  by  bone  fragments. 

For  injuries  of  the  upper  extremity,  we  advo- 
cate abolition  of  the  hinged  arm  splint.  It  is 
uncomfortable,  it  angulates  the  fragments,  and 
it  may  damage  the  brachial  artery  by  pressure  in 
the  axilla. 

If  fracture  of  the  humerus  is  suspected,  a pad 
should  be  placed  in  the  axilla.  A triangular 
bandage  is  used  as  a sling  to  support  the  forearm. 
A 4-inch  bandage  is  used  to  bind  the  arm  to  the 
chest.  Forearm  or  hand  fractures  are  best  sup- 
ported on  padded  wood  splints. 

In  injuries  of  the  lower  extremities,  the  half  ring 
Thomas’  knee  splint  should  be  used.  While  the 
foot  is  supported  and  gentle  traction  is  applied, 


the  splint  is  slipped  over  the  leg  and  thigh.  The 
ring  is  set  up  against  the  tuberosity  of  the  ischium, 
and  the  strap  is  tied  anteriorly.  A sling  is  then 
slid  across  the  two  bars  to  support  the  extremity. 
A Collins  hitch  is  then  tied  around  the  ankle  to 
obtain  traction.  Use  muslin  bandage  for  this. 
Padding  is  put  under  the  muslin  bandage  to  pre- 
vent pressure  on  ankle  and  foot.  The  ends  of  the 
muslin  bandage  are  tied  to  the  end  of  the  splint 
to  maintain  gentle  traction. 

An  excellent  method  of  transportation  of 
fractures  of  the  knee  region  and  lower  leg  and 
ankle  is  by  means  of  a pillow  and  splint.  The  ex- 
tremity is  laid  on  a pillow  and  a board  is  applied 
posteriorly.  The  entire  leg  is  then  wrapped  on  a 
bandage. 

In  conclusion,  the  most  important  steps  in 
handling  transportation  of  the  injured  are: 

1.  Maintain  an  open  airway. 

2.  Control  the  hemorrhage. 

3.  Apply  sterile  dressing  to  wounds. 

4.  Splint  the  fractures. 

5.  Arrange  patient  comfortably  for  travel. 

6.  Handle  spine  cases  with  extreme  care,  using 
principles  outlined  above. 

7.  We  must  realize  at  all  times  that  our  job  is 
to  prevent  further  damage  by  our  handling  of  the 
injured. 

2601  Ocean  Parkway 
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Urinary  Symptoms  as  a Complication  of  Asian 

Influenza 

ALLAN  K.  SWERSIE,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
{From  the  New  York  Polyclinic  Medical  School  and  Hospital  and  French  Hospital) 


The  complications  of  Asian  influenza  most 
commonly  appear  in  the  respiratory  system. 
In  any  systemic  infection,  however,  secondary 
disturbances  may  appear  in  many  areas,  par- 
ticularly the  urinary  tract. 

During  the  height  of  the  recent  epidemic  of 
Asian  influenza  in  New  York  City  at  a time  of 
rapid  spread  and  high  attack  rate,  the  writer  saw 
several  patients  with  acute  urinary  tract  com- 
plaints which  clinically  appeared  to  be  a sequel 
of  this  disease.  In  accepting  this  association  it 
is  necessary  to  consider  it  a reasonable  assump- 
tion that  the  initial  diagnosis  of  Asian  influenza 
was  correct  on  a clinical  basis,  since  confirmation 
by  laboratory  methods  is  impracticable  in  the 
usual  practice  during  an  epidemic.  It  also  is  to 
be  expected  that  the  symptoms  would  be  those 
of  acute  inflammation,  not  representing  a coin- 
cidental and  unrelated  acute  flare-up  of  any 
pre-existing  urinary  tract  disease. 

Case  Reports 

The  case  reports  with  briefly  detailed  essential 
points  follow. 

Case  1. — A forty-six-year  old  male  with  no  pre- 
vious urinary  disturbances  was  admitted  on  October 
10,  1957,  in  acute  urinary  retention.  On  October 
7 he  had  general  aches,  cough,  and  fever.  On 
October  8 a diagnosis  of  Asian  influenza  was  made. 
On  October  9,  late  at  night,  he  began  to  have  fre- 
quent and  difficult  voidings.  On  October  10,  on 
admission,  there  was  a 200  cc.  retention  of  grossly 
clear  urine.  On  rectal  examination  the  prostate 
was  moderately  enlarged,  congested,  smooth,  not 
over-sensitive.  On  October  12  urethrocystoscopy 
showed  a succulent,  edematous  prostatic  urethra 
with  lobes  intruding  around  the  entire  circumfer- 
ence of  the  bladder  neck.  Urograms  were  normal. 
After  a five-day  catheter  drainage  the  patient  was  dis- 
charged afebrile,  voiding  clear  urine  comfortably 
with  a residual  of  30  cc.  Examination  on  Novem- 
ber 2 showed  a moderate  continued  inflammatory 
infiltration  of  the  left  lateral  lobe  of  the  prostate. 
On  re-examination  on  November  12  this  was 
softened.  The  patient  had  no  urina^  complaints. 


Case  2. — A thirty-one  year-old  male  was  admitted 
on  October  30  with  a history  of  cough,  fever,  and 
headaches,  diagnosed  as  Asian  influenza,  followed 
after  one  week’s  illness  by  urgency  and  frequency  of 
urination  with  intermittent  gross  terminal  hema- 
turia. The  prostate  was  tense,  mildly  enlarged,  and 
sensitive.  Urine  showed  a few  scattered  red  blood 
cells.  Urograms  were  within  normal  limits.  Cul- 
ture of  urine  showed  Escherichia  coli  growth.  The 
patient  was  treated  with  antibiotics  and  hot  sitz 
baths.  He  was  discharged  on  November  3,  free 
from  urinary  discomfort.  On  outpatient  re-exami- 
nation on  November  11,  the  prostate  was  diminished 
in  size  and  not  sensitive.  Cystoscopy  revealed  no 
bladder  tumors. 

Case  3. — A forty-three-y ear-old  female  was  re- 
ferred because  of  sudden  dysuria  and  gross  hema- 
turia of  two  days  duration.  The  patient  had  a 
clinical  picture  diagnosed  as  Asian  influenza  for  three 
days  prior  to  onset  of  urinary  symptoms.  There 
was  no  previous  history  of  urinary  tract  complaints. 
Intravenous  urogram  showed  a left  bifid  pelvis. 
Cystoscopy  revealed  numerous  scattered  zones  of 
congestion  throughout  the  bladder.  The  patient 
became  asymptomatic  within  a few  days  of  chemo- 
therapy treatment  and  did  not  return. 

Case  4. — An  eleven-year-old  boy  of  Chinese 
extraction  was  admitted  on  October  12,  1957,  with 
complaints  of  painful  and  frequent  urination  for  the 
past  two  days.  There  was  also  an  episode  of  gross 
hematuria.  About  four  days  before  the  onset  of 
these  symptoms,  according  to  the  mother,  the  boy 
was  ill  with  head  and  chest  pains,  fever,  and  vomit- 
ing. Admission  urine  specimen  showed  a trace  of 
albumin  and  a microscopic  field  loaded  with  red 
blood  cells.  Urine  culture  yielded  a Staphylococcus 
aureus  growth.  Intravenous  pyelogram  study  on 
October  15,  1957  was  normal.  Blood  urea  reading 
was  15  mg.  Cystoscopy  on  October  19  showed  two 
resolving  reddened  mucosal  patches  in  the  retrotri- 
gonal  zone.  The  patient  was  discharged  on  Octo- 
ber 22,  1957,  free  of  symptoms  after  treatment  with 
antibiotics. 

Case  5. — A sixty-four-year-old  male,  seen  Octo- 
ber 24,  complained  of  an  episode  of  painless  hema- 
turia ten  days  previously  lasting  intermittently  for 
three  days.  For  a week  prior  to  this  the  patient  was 
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being  treated  for  Asian  influenza.  His  doctor  sug- 
gested that  the  hematuria  might  be  due  to  the 
known  presence  of  calculi  in  both  kidneys,  a V2 
cm.  impacted  calculus  in  the  left  lower  calyx,  and  a 
smaller  parenchymal  calcific  mass  in  the  lower  pole 
of  the  right  kidney.  The  patient  noted,  however, 
that  when  he  had  passed  calculi  in  the  past,  with 
transient  hematuria,  there  always  had  been  intense 
flank  pain.  The  prostate  was  removed  in  1953. 
An  intravenous  pyelogram  study  showed  both  cal- 
cific masses  to  be  in  the  same  position  noted  in  studies 
in  1954  and  1956.  Cystoscopy  showed  anatomic 
residuals  of  prostatectomy  and  no  new  growths. 
It  was  assumed  that  the  current  hematuria  was  not 
due  to  the  pre-existing  urinary  tract  pathology. 

Case  6. — A female,  age  fifty-nine,  presently  com- 
fortable, (October  22,  1957),  complained  of  recent 
dysuria  and  frequency  accompanied  by  “spots” 
of  blood  in  the  urine.  On  October  8 the  patient  had 
a temperature  of  103  F.  accompanied  by  headache, 
cough,  and  leg  pains.  She  was  treated  for  Asian 
influenza  and  on  about  the  fifth  day  her  fever 
“broke.”  She  felt  pain  in  her  bladder  area  and 
noted  blood  in  her  urine.  This  recurred  over  a 
three  to  four-day  period.  Ten  years  previously  the 
patient  received  several  urethral  dilatations  for  a 
granular  urethritis.  Intravenous  pyelogram  study 
then  was  negative.  There  were  occasional  recur- 
rent symptoms  for  short  periods,  the  last  two  years 
ago,  untreated.  Urine  examination  on  October  29 
showed  many  scattered  red  blood  cells.  There  was 
a diffuse  resolving  mucosal  reddening.  Urine  speci- 
men of  November  12  showed  a clear  microscopic 
field.  The  bladder  mucosa  appeared  normal,  and 
there  were  several  polypoid  excrescences  around  the 
rim  of  bladder  neck  and  proximal  urethra.  The  acute 
symptoms  appeared  clinically  associated  with  the 
influenza  episode  whether  in  the  form  of  new  pathol- 
ogy or  a flare-up  of  old  urethritis. 


Case  7. — A white  female,  age  forty-three,  was 
seen  in  the  office  on  November  19,  1957,  complain- 
ing of  gross  hematuria  of  several  days  duration,  with 
frequency  and  urgency.  She  also  complained  of  a 
general  weakness  and  resolving  body  pains.  For  a 
three-week  period  she  had  been  home,  confined  to 
bed  most  of  the  time,  complaining  of  head,  chest, 
and  body  pains  with  temperature  elevation,  cough- 
ing, and  nausea.  She  was  treated  for  Asian  influenza. 
The  urinary  symptoms  appeared  rather  late  in  the 
course  of  the  illness.  Cystoscopic  study  showed  a 
generalized  intensely  congested  bladder  mucosa 
thrown  into  large  irregular  folds  with  sloughing 
zones  simulating  tumor.  Hospitalization  was  ad- 
vised but  rejected.  The  patient  was  treated  on  an 
ambulatory  basis  with  Azogantrisin  and  continued 
rest.  A urogram  on  November  25,  showed  normal 
upper  tracts.  Recheck  cystoscopy  on  December  4, 
two  weeks  after  the  original  visit,  showed  a surpris- 
ingly clear  bladder  with  minimum  inflammatory 
residuals. 

Summary 

Several  cases  of  lower  urinary  tract  complaints 
following  in  the  course  of  Asian  influenza  have 
been  described.  Based  on  histories  and  as  full 
urinary  tract  examinations  as  possible,  the  origin 
of  these  secondary  manifestations  could  not  be 
attributed  to  coincidental  pre-existing  pathology. 
They  appear  to  have  been  acute  secondary  bac- 
terial infections  of  the  bladder,  usually  involving 
also  the  prostate  in  male  patients.  In  the  female 
the  manifestations  were  commonly  hemorrhagic. 
Urinary  symptoms  came  no  sooner  than  three  or 
four  days  following  the  influenza  and  lasted  for 
variable  short  periods  in  response  to  usual  uri- 
nary tract  therapy. 
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Important  Allergens  Causing  Ocular  Eczema 

FREDERICK  H.  THEODORE,  M.D.,  NEW  YORK  CITY 


It  may  be  useful  to  consider  the  special  pro- 
pensities of  some  of  the  more  important 
causes  of  allergic  eczema  of  the  eyelids. 

Ophthalmic  Medicaments 

Most  instances  of  this  form  of  allergy  begin  in 
the  conjunctiva,  as  it  generally  is  the  focal  point 
of  contact  of  the  drug.  However,  medicaments 
directly  applied  to  the  eyelids  do  not  cause 
conjunctivitis  and  might  be  mentioned  here. 
Antiseptics,  such  as  iodine,  picric  acid,  mercurials, 
Zephiran,  and  other  quaternaries  used  for  pre- 
operative surgical  preparation,  are  common  of- 
fenders. Substances  used  for  wet  dressings, 

, such  as  boric  acid  and  witchhazel,  may  cause 
similar  allergies  without  involving  the  conjunc- 
tiva to  any  great  extent.  Most  of  the  time,  how- 
j ever,  ointments,  especially  ones  used  to  relieve 
itching  or  irritation  of  the  eyelids,  such  as  those 
containing  anesthetics,  antihistaminics,  or  even 
corticosteroids,  are  the  prime  offenders.  Even 
the  mild  ointment  bases  themselves  may  cause 
the  reaction.  Special  emphasis  must  be  placed 
on  the  allergic  propensities  of  antihistaminic 
lotions  or  ointments,  especially  Phenergan.  So 
much  contact  allergy  has  resulted  from  these 
ointments  that  they  are  no  longer  accepted  by 

the  Council  on  Pharmacy  and  Chemistry  of  the 
— 

Reprinted  by  permission  from  Ocular  Allergy  by  Dr. 
Frederick  H.  Theodore  and  Dr.  Abraham  Schlossman, 
published  in  1958  by  the  Williams  & Wilkins  Company, 
Baltimore,  Maryland,  Chapter  12,  “Eczema  of  the  Eyelids 
Due  to  Contact  Allergy.” 


American  Medical  Association.  Spectacles  (see 
below)  also  cause  eyelid  allergies,  as  may  solu- 
tions used  to  clean  lenses. 

Adhesive  Tapes. — Reactions  to  adhesive 
tapes  are  basically  of  two  types:  (1)  a traumatic 
variety  secondary  to  mechanical  factors  such  as 
maceration,  friction  and  tension,  and  (2)  contact 
allergy  to  various  ingredients  in  the  tape.  The 
traumatic  reactions  are  of  short  duration;  the 
allergic  ones  last  for  a number  of  days.  In 
addition,  a rare  form  of  primary  irritation  due  to 
the  incorporation  of  irritant  substances  in  the 
adhesive  may  also  occur. 

The  most  common  causes  of  allergy  are  the 
resins  or  their  major  constituents  (rosin,  Bur- 
gundy pitch,  and  abietic  acid)  and  the  rubber 
used  in  the  adhesive,  although  positive  reactions 
to  many  other  ingredients  have  been  demon- 
strated on  occasion.  In  line  with  this,  Keil1  has 
shown  that  the  etiologic  basis  often  varies  and  is 
sometimes  multiple.  The  rosins  used  are  of  two 
main  types,  gum  rosin  derived  from  turpentine 
and  wood  rosin.  Where  allergy  to  adhesive  tape 
containing  gum  rosin  occurs  (mainly  European 
products),  sensitivity  to  turpentine  often  is 
present.  Wild  South  American  Beni  Para  rubber, 
smoke-cured  over  nuts  of  the  Urucuri  palm, 
has  frequently  been  responsible  for  the  reaction. 
This  type  of  rubber  contains  many  impurities. 
In  recent  years  manufacturers  have  made  con- 
siderable efforts  to  eliminate  such  possible  causes, 
although  the  introduction  of  plastic  adhesives 
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has  resulted  in  a new  source  of  allergy.  One 
type  of  adhesive  has  sodium  propionate  and 
sodium  caprylate  incorporated  in  it  on  the  prem- 
ise that  the  antifungal  and  antibacterial  prop- 
erties of  these  agents  minimize  the  likelihood  of 
allergies  to  adhesive  compounds.  As  has  been 
established,  sodium  propionate  is  a relatively 
hypoallergenic  drug.2 

Of  particular  interest  to  the  ophthalmologist 
are  allergic  reactions  to  transparent  tapes,  such 
as  Scotch  tape,  since  he  uses  this  form  of  adhesive 
material  so  extensively  for  all  eye  dressings.  As 
far  as  the  skin  of  the  face  and  forehead  is  con- 
cerned, Scotch  tape  appears  to  be  definitely  less 
allergenic  than  ordinary  adhesive  tape.  It  may 
often  be  used  safely  in  patients  who  have  proved 
allergic  to  adhesive  tape.  Allergies  do  occur, 
however.  Keil,3  who  reported  the  first  such 
allergic  dermatitis  occurring  in  a patient  known 
to  be  sensitive  to  adhesive  tape,  decided  after 
careful  etiologic  investigation  that  an  ester 
gum  (glycerinated  wood  rosin)  was  responsible 
in  his  case.  Benkwith4  also  reported  allergy 
to  Scotch  tape  in  a patient  sensitive  to  another 
transparent  adhesive  tape  as  well  as  to  zinc  oxide 
adhesive.  He  felt  that  the  allergy  occurred  from 
the  rubber,  but  did  not  actually  demonstrate  this. 

We  have  encountered  instances  of  allergy  to 
both  Scotch  tape  and  ordinary  adhesive  where 
other  special  adhesive  products  (such  as  “Elasto- 
plast”)  were  harmless.  However,  all  adhesive 
materials  cause  allergies  on  occasion. 

Cosmetics 

In  a broad  sense  a cosmetic  may  be  considered 
as  any  article  or  component  of  such  article  used 
on  any  part  of  the  human  body  to  cleanse, 
beautify,  promote  attractiveness,  or  alter  the 
appearance.  While  this  definition  includes  sub- 
stances used  internally  for  such  purposes,  in 
practice  such  usage  is  essentially  external. 

History. — Although  the  first  authentic  rec- 
ords concerning  cosmetics  are  to  be  found  in 
early  Egyptian  papyri,  still  earlier  evidence 
indicates  the  extent  to  which  beauty  aids  in 
crude  forms  have  been  utilized  from  earliest 
time.  It  is  likely  that  cosmetics  had  their  origin 
in  the  East,  but  there  are  neither  written  evi- 
dences nor  cosmetic  receptacles  (often  a clue 
to  such  practices)  still  extant  to  prove  this.  It 
is  known  that  cosmetics  were  used  by  the  ancient 
Sumerians  in  Mesopotamia  at  the  time  the  first 
known  written  language  evolved,  almost  five 


thousand  years  ago.  However,  it  seems  that  the 
Egyptians  were  the  first  to  completely  develop 
the  practice  into  a fine  art.  They  passed  on  the 
custom  to  the  Hebrews,  then  to  the  Greeks,  and 
finally  to  the  Romans.  During  the  reign  of 
Cleopatra  the  use  of  cosmetics,  especially  in 
regard  to  the  embellishment  of  the  eyes,  seems  to 
have  reached  a peak  never  again  achieved.  All 
in  all,  it  appears  that  women  of  ancient  times 
expended  more  time  and  went  to  far  greater  ex- 
tremes to  beautify  themselves  than  do  modern 
women.  They  hesitated  at  nothing  and  sub- 
mitted to  many  long  and  torturous  proceedings, 
often  using  most  nauseating  and  repulsive  con- 
coctions.5 

The  use  of  cosmetics  then  spread  rapidly 
throughout  Europe,  reaching  such  extravagant 
proportions  in  England  that  in  1770  the  following 
bill  was  introduced  in  Parliament  to  protect 
men  from  being  beguiled  into  matrimony  by  the 
use  of  artificial  adornments:  “That  all  women, 
whatever  age,  rank,  profession  or  degree,  whether 
virgins,  maids  or  widows,  that  shall  from  and 
after  such  Act  impose  upon,  seduce  and  betray 
into  matrimony,  any  of  his  Majesty’s  subjects, 
by  the  scents,  paints,  cosmetic  washes,  artificial 
teeth,  false  hair,  Spanish  wool,  iron  stays,  hoops, 
high-heeled  shoes,  bolstered  hips,  shall  incur 
the  penalty  of  the  law  in  force  against  witch- 
craft and  like  misdemeanors  and  that  the  mar- 
riage, upon  conviction,  shall  stand  null  and  void.”6 
This  law,  like  a previous  one  passed  during  the 
regime  of  Cromwell  in  1650,  met  the  usual  fate 
of  unpopular  statutes.  It  was  first  completely 
ignored  and  then  forgotten. 

In  the  United  States  the  history  of  the  use  of 
cosmetics  parallels  that  of  Europe.7  The  ab- 
original Indians  had  considerable  knowledge  of 
dyes  and  pigments,  which  they  used  in  body 
painting.  Iron  salts  were  used  with  vegetable 
extracts.  In  colonial  times  the  use  and  tolerance 
of  cosmetics  varied  as  much  as  Puritan  New 
England  differed  from  Cavalier  Virginia.  How- 
ever, even  relatively  moderate  Quaker  Pennsyl- 
vania included  in  her  statutes  the  act  of  1770, 
quoted  above,  whereby  marriage  could  be  an- 
nulled on  the  basis  of  deception  through  the  use 
of  cosmetics. 

Diagnosis. — In  the  diagnosis  of  eczema  of  the 
eyelids  due  to  cosmetics  it  must  be  remembered, 
as  explained  above,  that  only  the  eyelids  may 
react,  even  if  the  allergenic  substance  was  applied 
at  a place  remote  from  them.  Often  the  skin 
of  the  medial  portion  of  the  upper  eyelid  is  in- 
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volved.  This  is  so  typical  of  early  mild  allergy 
of  the  eyelids  that  it  deserves  special  emphasis. 
Generally  new  and  previously  untried  cosmetics 
are  the  offenders.  However,  even  if  a cosmetic 
has  been  previously  used  without  reaction  for 
many  years  it  should  not  be  entirely  exonerated, 
because  the  manufacturer  may  now  have  changed 
the  formula  or  the  method  of  production  in  some 
way.  Even  if  he  has  not,  impurities  introduced 
into  one  special  lot  of  the  manufactured  product 
may  be  responsible.  Moreover,  too  frequent  or 
too  vigorous  use,  possibly  on  an  irritated  skin, 
may  cause  allergy  in  instances  where  more 
judicious  application  is  harmless.  Nowadays, 
most  allergies  due  to  cosmetics  are  the  result  of 
the  perfumes  used  and  of  impurities  in  manu- 
facture, since  the  most  flagrant  offenders  have 
been  eliminated.  Deterioration,  due  to  age  or 
improper  storage,  may  change  a safe  cosmetic 
into  an  irritant  or  a sensitizer.  Sometimes  the 
cosmetic  itself  is  innocent,  but  liners  in  bottle 
caps  or  contamination  of  containers  may  cause 
allergy.  Similarly,  allergy  may  occur  from  uten- 
sils used  for  application,  such  as  a powder-puff 
or  other  contents  of  a makeup  kit. 

Sometimes  the  application  of  face  powders  or 
face  creams,  in  themselves  not  allergenic  to  the 
individual  involved,  may  result  in  allergies  be- 
cause of  contamination  with  traces  of  fingernail 
polish  which  may  have  chipped  off  and  mixed 
with  the  cream  or  powder.  Similarly,  deodorants 
may  become  contaminated  with  dyes  from  dresses 
or  other  goods,  through  finger  contact. 

Uncovered  application  of  a cosmetic  is  pref- 
erable to  a patch  test.  Moreover,  cosmetics 
containing  photosensitizing  materials,  such  as 
lipsticks,  should  be  tested  on  exposed  areas  of 
skin.  In  diagnostic  testing  for  cosmetic  sen- 
sitivity, instead  of  doing  a patch  test,  it  is  better 
to  apply  the  cosmetic  daily  in  the  way  it  is  gen- 
erally used,  because  in  normal  use  the  uncovered 
cosmetic  loses  much  of  its  substances  by  evapora- 
tion.8 Covering  the  cosmetic  by  a patch  test 
does  not  permit  this  evaporation  and  thus  may 
give  false  positive  reactions  with  cosmetics  that 
are  actually  harmless  when  used  in  the  ordinary 
manner. 

A recent  study  by  Kramer9  sheds  light  on  both 
the  relative  frequency  of  the  various  types  of 
cosmetic  allergy  encountered  in  general  (not 
specifically  eyelid  allergy),  and  the  relative  im- 
portance of  various  cosmetics  to  the  users.  In 
415  cases  reported  to  her,  lipsticks  accounted  for 
about  one  half  of  the  allergies.  Unfortunately, 


no  data  were  included  concerning  hair  dyes  and 
cold  waves,  which  are  frequent  offenders.  With 
these  limitations  understood,  her  studies  show 
the  following  statistical  incidence  of  cosmetic 
allergy:  lipstick,  48  per  cent;  creams  and  lotions, 
19  per  cent;  nail  lacquer,  15  per  cent;  face  and 
body  powders,  4 per  cent;  soap  and  soap  prod- 
ucts, 4 per  cent;  miscellaneous,  6 per  cent; 
unidentified  cosmetic  reactions,  4 per  cent. 

Certain  types  of  cosmetics  are  of  special  im- 
portance in  the  production  of  contact  allergy 
of  the  eyelids.  These  are  discussed  below. 

Nail  Polish  and  Nail  Lacquer. — Allergy  to 
nail  polish  and  nail  lacquer  is  one  of  the  most 
important  and  possibly  still  the  most  frequent 
of  all  the  ocular  allergies  due  to  cosmetics.  Der- 
matitis involved  the  eyelids  in  78  of  100  cases  of 
all  types  of  nail  polish  sensitivity  in  one  reported 
series.10  The  offending  ingredients  are  believed 
to  be  the  synthetic  resins,  such  as  methacrylates, 
and  possibly  the  dyes  used.  Methacrylates  are 
nowadays  being  increasingly  utilized  as  arti- 
ficial elongators  for  broken  and  bitten  nails,  and 
allergies  from  such  usage  have  been  encountered. 
Nail  polish  removers  (oils  dissolved  in  ethyl 
acetate)  may  be  sensitizers.  The  characteristic 
areas  involved  in  nail  polish  allergy,  besides  the 
eyelids  (especially  the  upper  fid),  include  the 
sides  and  back  of  the  neck  and  the  ears — exter- 
nally, as  well  as  inside  the  canal. 

Face  Powders. — Face  powders  used  to  be 
sensitizers  because  of  the  orris  root  and  the  rice 
powder  content.  These  ingredients  are  rarely 
used  at  present,  having  been  replaced  by  tita- 
nium salts.  Now  any  allergy  to  face  powder  is 
usually  traced  to  perfumes  and  to  impurities  in 
manufacture  and  packaging. 

Creams. — The  creams  most  commonly  causing 
allergy  are  bleaching  creams,  freckle  creams, 
vanishing  creams,  and  cleansing  creams.  Emol- 
lient creams  are  less  apt  to  do  so.  Reactions  to 
bleaching  creams  generally  are  due  to  mono- 
benzyl ether  of  hydroquinone  or  to  mercurial 
salts;  in  freckle  creams,  mercurial  salts  and 
salicylic  acid  may  be  the  source.  In  cold  cream 
and  vanishing  creams  in  general,  the  major  of- 
fenders are  perfumes,  detergents,  lanolin,  cocoa 
butter,  almond  oil,  or  any  other  oil-phase  in- 
gredient or  emulsifying  agent.  Astringent 
creams  used  to  “close”  pores  may  contain  re- 
sorcinol, which  is  a sensitizer.  We  have  en- 
countered eyelid  allergy  to  hormone  cream,  sup- 
posedly a rare  occurrence.  Hand  creams  and 
lotions  may  similarly  cause  allergy  sometimes 
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limited  to  the  eyelids.  Even  “hypoallergenic” 
creams  may  cause  allergy. 

Rouge. — Rouge  appears  to  be  an  infrequent 
cause  of  contact  allergy  of  the  eyelids.  Ereaux11 
has  observed  an  interesting  instance  of  such  an 
occurrence;  as  often  happens,  it  was  finally 
diagnosed  by  the  patient  herself. 

Lipstick. — Lipstick  dermatitis  is  usually  due 
to  the  indelible  dyes,  such  as  bromfluorescein 
and  the  eosin  group,  or  possibly  to  the  minute 
amount  of  perfume  used.  Schwartz  and  Peck12 
feel  that  the  fluorescent  dyes  are  important 
factors  in  the  reactions  they  cause.  They  have 
seen  cheilitis  occur  in  clowns  exposed  to  bright 
summer  sunlight.  In  32  consecutive  cases  of 
lipstick  cheilitis  reported  in  one  series,  the  eyelids 
were  involved  in  three  patients.13  When  the 
indelible  dyes  were  eliminated  from  the  lipsticks, 
the  eyelid  eczema  cleared.  The  present  general 
tendency  of  manufacturers  to  market  high-stain- 
ing indelible-type  lipsticks  may  result  in  an  in- 
crease of  allergies. 

Perfumes. — The  importance  of  perfumes  as  a 
major  cause  of  cosmetic  allergy  is  readily  ap- 
preciated once  one  realizes  how  complicated  per- 
fumes may  be  and  how  much  they  are  used.  Not 
only  are  perfumes  applied  directly,  but  almost  all 
cosmetic  products,  and  sometimes  even  medica- 
ments, contain  perfumes  to  make  them  more 
attractive.  Such  perfumes  often  sensitize. 

Modern  perfumes  are  blends  of  many  odorous 
chemicals  of  both  natural  and  synthetic  origin.14 
Their  production  is  involved  and  specialized, 
often  utilizing  a large  number  of  ingredients. 
Thus,  to  determine  the  specific  cause  when  allergy 
to  a known  brand  of  perfume  has  occurred,  is  a 
herculean  accomplishment,  even  if  the  details  of 
the  entire  manufacturing  process  are  made  avail- 
able (which  is  not  always  the  case).  Table  I 
lists  ingredients  of  perfumes  reported  to  have 
been  responsible  for  contact  dermatitis.  Of 
special  interest  is  oil  of  bergamot  which,  because 
of  its  photosensitizing  nature,  may  result  in  skin 
reactions  long  after  the  perfume  containing  it  has 
been  used. 

Suntan  Preparations. — Possibly  the  reason 
that  suntan  preparations,  which  contain  poten- 
tially sensitizing  ingredients,  have  not  been  re- 
ported as  causing  allergies,  is  that  any  dermatitis 
from  such  products  is  attributed  to,  or  con- 
sidered to  be,  a sunburn.12 

Deodorants  and  Antiperspirants. — Al- 
though dermatitis  from  these  products  is  usually 
limited  to  the  axillae,  since  they  are  often  applied 


TABLE  1. — Sensitizing  Ingredients  of  Cosmetics 


Perfumes 


Almond  oil 

Jonquil  oil 

Angelica  oil 

Lavender  oil 

Arnica  flowers 

Lemon  oil 

Balm  of  Gilead 

Lime  oil 

Balsam  of  Peru 

Limonene 

Bay  oil 

Linalool 

Benzaldehyde 

Mandarine  orange  oil 

Benzyl  benzoate 

Methyl  heptine  carbonate 

Bergamot  oil 

Methyl  naphthyl  ketone 

Betanaphthol 

Methyl  nonyl  acetaldehyde 

Canada  balsam 

Neroli  oil 

Cassia  oil 

Olibanum  gum 

Cinnamic  aldehyde 

Orange  oil 

Citral 

Origanum  oil 

Clove  oil 

Orris  oil 

Coriander  oil 

Peppermint  oil 

Diethyl  phthalate 

Spearmint  oil 

Eucalyptus  oil 

Terpenes 

Eugenol 

Terpineol 

Geranium  rose  oil 

Tuberose  oil 

Heliotropin 

Vanilla  beans 

Hyacinth  oil 
Jasmine  oil 

Ylang  ylang  oil 

Creams 

Ammoniated  mercury 

Ethanolamines 

Beeswax 

Lanolin 

Benzoyl  peroxide 
Borax 

Salicylic  Acid 

Hair  Preparations 

Amidol  (dye) 

p-Phenylenediamine  (hair 

Bayberry  oil  (lotions) 

dye) 

Bay  laurel  (lotions) 

p-Aminophenol  (hair  dye) 

Cantharidis  (lotions) 

p-Toluenediamine  (hair  dye) 

Carbolic  acid  (phenol) 

m-Toluenediamine  (hair  dye) 

Ethanolamines  (hair  wave 

Pyrogallic  acid  (hair  dye) 

solutions) 

Phenol-formaldehyde  resins 

Karaya  gum 

Resorcinol 

Lanolin 

Salicylic  acid 

Methacrylate  resins  (in 

Sodium  persulfate  (hair  wave 

lacquers) 

sets) 

Morpholine  (hair  wave  sets) 
Orris  root  (dry  shampoo) 

Betanaphthol 

Lipsticks 

Bromo  acid 

Eosin  dyes 

Castor  oil 
Lanolin 

Bromfluorescein 

Nail  Polish 

Alkyd  resins 
Ethyl  acetate 

Methacrylate  resins 

Miscellaneous 

Acacia  (lotions) 

Quinine  salts  (sunburn  lo- 

Aluminum salts 

tion) 

(antiperspirant) 

Rice  powder  (face) 

Coconut  oil  (soap) 

Rosin  (adhesives 

Formaldehyde 

Wheat  starch  (powder) 

(antiperspirant) 

Zinc  formate 

Methenamine  (deodorant) 
Phenol  (for  face  lifting) 

(antiperspirant) 

Antiseptics  and  Preservatives 

Used  in  Cosmetic  Preparations 

Amyl  metacresol 

Eugenol  * 

Benzoic  acid 

Orthophenyl  phenol 

Benzoin  gum 

Phenol 

Boric  acid 

Phenyl  mercuric  salts 

Carvacrol 

Potassium  sulfide  and  sulfite 

Chlorothymol 

Resorcinol 

Cresol 

Thymol 

manually,  other  areas,  such  as  the  eyelids,  may  be 
involved.  Allergy  may  result  from  use  of  either 
the  liquid  (including  sprays)  or  the  cream,  types. 
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Hexamethylenetetramine  (liberating  formalde- 
hyde), aluminum  salts,  methenamine,  and  zinc 
formate  may  be  the  sensitizing  agents. 

Depilatories. — Depilatories  are  brought  to 
the  eyelid  region  only  through  secondary  contact. 
They  are  essentially  primary  irritants  but  may 
give  rise  to  allergic  reactions. 

Soaps. — Reactions  to  soaps  are  more  often  the 
result  of  primary  irritation  than  of  allergy  be- 
cause of  the  alkalinity  and  emulsifying  action  of 
the  soaps.  When  allergies  do  occur  these  are, 
again,  usually  due  to  incorporated  perfumes. 
However,  allergies  to  fillers,  fats,  fatty  acids,  and 
other  ingredients,  such  as  medicaments,  antisep- 
tics, or  dyes,  are  sometimes  demonstrable. 

After-Shave  Lotions. — Allergy  to  these  is 
usually  due  to  the  perfumes  used.  In  one  in- 
stance, however,  quinine  was  the  allergen.  Ir- 
ritation from  the  alcohol  used  must  be  dif- 
ferentiated. 

Tooth  Paste. — Dyes  or  preservatives  in  den- 
trifrices,  as  well  as  other  ingredients,  may  on 
extremely  rare  occasions  result  in  allergy  of  the 
eyelids.  In  one  report11  the  responsible  agent 
was  erythrosin.  Periocular  and  circumoral  der- 
matitis occurred. 

Hair  and  Eyelash  Dyes. — Of  the  greatest 
importance  to  ophthalmologists  are  those  sub- 
stances used  for  the  purpose  of  dyeing  hair, 
especially  that  of  the  eyebrows  and  eyelashes. 
Certain  types  of  dyes,  such  as  oxidation  coal  tar 
chemicals  like  paraphenylenediamine,  are  po- 
tentially so  toxic  and  allergenic  that  the  most 
serious  ocular  accidents  may  follow  their  local 
use,  resulting  at  times  in  blindness  and  on  oc- 
casion, even  death.  It  is  thus  necessary  for  the 
ophthalmologist  to  have  some  knowledge  of  the 
subject. 

Coloring  the  eyelids,  brows,  and  lashes,  as  well 
as  the  h#ir,  dates  back  to  the  earliest  times.  In 
the  Bible,  Ezekiel  (23:40)  reproaches  Hebrew 
women  for  such  practices,  and  Jezebel’s  painted 
eyes  (II  Kings  9:30)  are  well  known.  Vege- 
table dyes,  such  as  henna,  appear  to  be  the  earliest 
known  hair  dyes  and  were  used  by  the  ancient 
Egyptians  as  well  as  by  King  Solomon’s  wife. 
Henna  was,  and  still  is,  also  used  for  dyeing 
fingernails,  palms,  and  soles  of  feet,  as  well  as 
the  manes  and  tails  of  horses.  Metallic  dyes, 
such  as  lead  salts,  appear  to  have  almost  as  old  a 
history.  The  Chinese  are  believed  to  have  been 
among  the  first  to  employ  them  as  coloring  agents. 
The  Egyptians  also  used  metallic  pigments  for 
this  purpose,  especially  “kohl.” 


Kohl:  This  preparation  is  believed  to  have 
originated  in  Egypt.  However,  its  use  to  blacken 
the  eyelids,  eyelashes,  and  eyebrows  has  been 
popular  for  thousands  of  years,  especially  in  the 
East.  Our  own  studies  indicate  that  contrary  to 
general  belief,  the  actual  ingredients  of  the  prod- 
uct varied,  so  that  the  term  “kohl”  must  be 
considered  generic,  rather  than  of  fixed  composi- 
tion or  formula.  In  fact,  although  generally 
attributed  to  Arabic  derivation  (kuhl),  the  word 
“kohl”  in  Hebrew  means  “to  dye  blue.”  Most 
of  the  time  antimony  or  lead  was  used  in  the 
ancient  recipes ; sometimes  black  oxide  of  manga- 
nese or  carbon  black  was  substituted.  The 
variety  introduced  into  Europe  several  centuries 
ago  contained  India  ink.6  Several  types  of  kohl 
or  Sumar  are  still  manufactured  in  Pakistan; 
one  contains  black  oxide  of  manganese,  the  other, 
carbon  derived  from  burning  organic  material. 

Bleaching  Agents  are  likewise  of  considerable 
antiquity.  The  great  admiration  of  the  Romans 
for  the  blond  hair  of  their  captives  from  northern 
countries  led  them  to  utilize  many  of  their  native 
minerals,  such  as  rock  alum,  quicklime,  crude 
soda,  and  wood  ash  for  this  purpose.15 

All  these  natural  dyes  and  bleaches  are  not 
without  their  occasional  toxic  (poisonous),  irri- 
tant, and  allergic  effects.  With  the  introduction 
of  coal  tar  products,  however  (only  about  seventy- 
five  years  ago),  a relatively  minor  problem  be- 
came a much  more  serious  one,  not  only  because 
of  the  dangers  inherent  in  these  chemicals  them- 
selves, but  because  the  technical  advantages  they 
offered  made  their  use  so  popular. 

In  a broad  sense  five  groups  of  hair-coloring 
agents  are  available  at  the  present  time: 
(1)  bleaching  agents,  (2)  temporary  colorings, 
(3)  natural  organic  (vegetable)  dyes,  (4)  inor- 
ganic (metallic)  dyes,  and  (5)  synthetic  organic 
dyes.  The  first  two  types  are  relatively  unim- 
portant as  sensitizers;  the  others,  especially  the 
synthetic  dyes,  are  much  more  important. 
Modern  bleaches  cause  dermatitis  rarely,  if  at  all. 
Hydrogen  peroxide  is  used  in  combination  with 
ammonia  for  this  purpose  or  else  utilized  alone 
in  rinses.  For  the  “platinum  blond”  effect,  a 
rinse  with  dilute  solutions  of  methyl  violet  or 
methylene  blue  is  then  applied.  Temporary 
colorings  with  powders  and  crayons  are  not  used 
enough  to  be  of  clinical  importance.  Temporary 
color  rinses,  of  themselves  relatively  harmless, 
are  often  combined  with  detergent  surface-active 
agents  such  as  sodium  lauryl  sulfate  and  alkylated 
aryl  sulfonates.  These  may  be  the  basis  for 
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allergic  as  well  as  irritative  reactions.  The  same 
observations  apply  to  temporary  color  shampoos. 

Dye  removing  is  occasionally  a difficult  and 
dangerous  procedure  that  requires  the  expert 
use  of  strong  chemical  agents  which  may  act  as 
primary  irritants. 

Organic  ( Vegetable ) Dyes:  These  are  natural 
dyes  obtained  from  plants  and  woods  and  appear 
to  be  the  least  harmful  of  the  major  dye  groups. 
The  most  important  of  the  vegetable  dyes  is 
henna  (Lawsonia).  Other  plant  dyes  include 
indigo  and  camomile,  used  in  combination  with 
henna.  Of  the  many  wood  extracts  originally  in 
use,  only  Brazilwood,  catechu,  walnut,  and  nut- 
galls  (a  source  of  pyrogallol)  are  of  any  impor- 
tance. Although  henna  does  combine  with  the 
keratin  of  the  hair,  vegetable  dyes  in  general 
only  coat  it.  Thus  they  are  not  long-lasting. 
The  unnatural  appearance  and  brittle  character 
of  the  hair  resulting  from  the  application  of 
vegetable  dyes  are  other  drawbacks  to  their  use. 

Deleterious  reactions  from  pure  vegetable  dyes 
appear  to  occur  exceptionally,  if  at  all.  However, 
since  they  are  rarely  used  in  their  pure  forms, 
but  instead  are  sold  in  combinations  with  many 
other  products,  they  may  be  unjustifiably  blamed 
for  allergic  reactions.  Many  so-called  “henna” 
compounds  contain  little  or  no  henna,  or  may 
contain  sensitizing  aniline  chemicals.  Bab16 
originally  reported  six  instances  of  allergic  re- 
actions after  dyeing  the  eyelashes  with  henna 
preparations.  Conjunctivitis  was  noted  in  all 
cases;  in  two  of  the  patients  keratitis  and  cor- 
neal ulcers  also  occurred.  Later  he  observed 
five  more  cases  of  such  allergy,  but  by  then  had 
decided  that  what  he  had  first  thought  to  be 
sensitivity  to  henna  was  most  likely  an  allergic 
reaction  to  aniline  derivatives  in  “henna”  com- 
pounds.17 Similarly,  mordants  consisting  of 
metallic  salts,  with  pyrogallol,  may  be  used  with 
vegetable  dyes  to  hasten  the  coloring  process 
or  to  modify  the  shade.  These  adjuvants  may 
be  responsible  for  allergic  reactions,  as  will  be 
noted  below. 

Metallic  Dyes:  The  metallic  salts  used  as 
dyes  may  cause  both  toxic  and  allergic  reactions. 
Many  of  these  salts  are  used  in  conjunction  with 
pyrogallol,  itself  a potent  sensitizer,  or  with  sul- 
fur. Pyrogallic  acid  hastens  the  actions  of  the 
metallic  salts  and  may  render  them  more  harm- 
ful as  irritants  and  allergenic  agents.  The  me- 
tallic salts  appear  to  act  by  plating  the  outside 
of  the  hair  by  means  of  the  deposition  of  an  in- 
soluble oxide  or  sulfide.  The  use  of  metallic  dyes 


by  women  has  decreased  greatly  because  these 
substances  are  incompatible  with  permanent 
waving  and  oxidation  coal  tar  dyes.  Because 
of  this  they  are  rarely  applied  in  beauty  parlors 
nowadays;  instead,  their  major  sale  is  for  home 
use,  especially  as  gradual  hair  darkeners  or 
“restorers”  for  men. 

While  there  generally  is  little  danger  of  toxic 
absorption  of  these  chemicals  when  used  as  hair 
dyes,  if  the  skin  is  broken,  such  absorption  may 
become  hazardous.  When  used  as  mustache 
dyes,  however,  toxic  reactions  may  occur  through 
the  mucous  membrane.  Lead,  silver,  and  copper 
hair  dyes,  the  ones  most  commonly  used  in  the 
United  States,  have  occasionally  been  known  to 
cause  allergic  dermatitis.  Silver  has  caused  al- 
lergic dermatoconjunctivitis.  Cadmium,  cobalt, 
antimony,  and  nickel  also  give  allergic  reactions. 
Tin,  aluminum,  bismuth,  and  iron  appear  to  be 
relatively  innocuous.  The  use  of  manganese  as 
a hair  dye  is  obsolete.  It  is  questionable  whether 
argyria  has  actually  ever  occurred  following  the 
use  of  silver  hair  dyes.15 

Synthetic  Organic  Dyes:  Actually  the  first  or- 

ganic hair  dye  to  be  synthesized  was  pyrogallol, 
which  has  been  used  now  for  about  one  hundred 
years,  either  alone  as  a progressive  dye,  or  as  an 
adjuvant  for  vegetable  and  metallic  dyes.  Its 
allergenic  propensities  have  been  mentioned 
under  those  headings.  An  instance  of  allergic 
dermatoconjunctivitis  and  dermatitis  of  the  fore- 
head and  scalp  resulting  from  its  use  in  combina- 
tion with  hydrogen  peroxide  was  reported  by 
Renedo.18 

The  introduction  of  paraphenylenediamine 
and  other  oxidation  coal  tar  dyes  in  the  1880’s 
marked  a great  technical  advance  in  the  dyeing  of 
furs,  feathers,  and  human  hair.  Their  ease  of 
application,  the  natural  appearance  they  im- 
part to  the  hair,  and  their  compatibility  with 
permanent  waving  (introduced  later),  are  ad- 
vantages recognized  both  then  and  today.  Thus, 
at  the  present  time,  despite  legal  restrictions 
in  a number  of  countries  and  certain  safeguards 
in  the  United  States  of  America,  paraphenylene- 
diamine is  by  far  the  commonest  compound  used 
for  the  dyeing  of  hair. 

Oxidation  coal  tar  dyes  are  more  properly  called 
dye  intermediates,  since  in  the  original  state  they 
cannot  color  the  hair.  To  act  as  dyes  these 
compounds  must  undergo  oxidation.  The  funda- 
mental technic  of  the  process  is  to  apply  a 1 to  3 
per  cent  solution  of  the  dye  in  a freshly  prepared 
mixture  with  the  “developer”  or  oxidizing  solu- 
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tion,  hydrogen  peroxide.  With  a 1 per  cent 
concentration,  blond  hair  is  produced;  2 per  cent, 
brown;  3 per  cent,  black. 

Paraphenylenediamine  itself  is  believed  to  be 
relatively  harmless.  The  actual  sensitizer  ap- 
pears to  be  its  first  intermediate  oxidation  prod- 
uct, quinone  diimine,  which  is  unstable.  Con- 
tinuance of  the  oxidation  process  finally  results 
in  Bandrowski  base,  which  is  harmless.  Thus 
it  is  important  in  dyeing  hair  to  be  sure  that 
enough  oxidizer  is  used  so  that  oxidation  of 
the  paraphenylenediamine  is  complete.  Other 
members  of  the  oxidation  coal  tar  group  of  dyes, 
such  as  paratoluylenediamine,  not  restricted  in 
Europe,  were  originally  erroneously  believed  to 
be  less  toxic  and  are  less  effective. 

Actually,  modern  hair-dyeing  practice  is  more 
complex,  including  the  use  of  modifiers,  such  as 
pyrocatechol,  resorcinol,  and  pyrogallol;  anti- 
oxidants, such  as  sodium  sulfite;  alkalizers  like 
ammonium  hydroxide;  and  developers  like  hy- 
drogen peroxide  or  solid  urea  peroxide.  Many 
of  these  chemicals  are,  of  themselves,  allergenic 
in  character. 

In  addition  to  the  classical  clear  liquid  form 
of  supplying  oxidation  dyes,  they  may  be  mer- 
chandised as  shampoos,  tints,  color  shampoos, 
cream  dyes,  bleach-dye  combinations,  powder 
in  capsules,  and  as  soaps.  These  products  are 
mentioned  as  a warning  that  unsuspecting  in- 
dividuals may  be  exposed  to  them  through  ac- 
cident or  carelessness,  with  possible  allergenic 
sequelae. 

Reactions  from  Paraphenylenediamine 
and  Related  Oxidation  Coal  Tar  Dyes. — 
Oxidation  coal  tar  dyes  are  toxic,  irritating,  and 
sensitizing.  Systemic  reactions  from  local  ap- 
plication have  caused  death.  The  effects  re- 
semble those  of  histamine.  Ocular  manifesta- 
tions of  such  poisonings  (which  are  rare)  include 
diplopia,  lacrimation,  chemosis,  exophthalmos, 
and  optic  neuritis.19-21  Oral  or  subcutaneous 
administration  of  paraphenylenediamine  in  the 
experimental  animal  is  followed  by  intense  watery 
edema  of  the  entire  head.22 

Most  reactions  from  locally  applied  coal  tar 
dyes  are  of  the  allergic  or  irritant  varieties.  The 
danger  of  serious  sequlae  of  this  type  is  especially 
great  when  these  dyes  are  used  about  the  eyes 
and  orbital  region.  Such  usage  is  now  prohibited 
in  many  countries. 

The  actual  percentage  of  incidence  of  allergy 
to  paraphenylenediamine  is  a matter  of  some  dis- 
pute. Ingram23  found  in  1932  that  4 per  cent 


of  the  population  gave  positive  responses  which 
might  appear  anywhere  from  twenty-four  hours 
to  twenty-four  days  after  application.  In  con- 
trast to  this  extremely  high  figure,  Schwartz  and 
Bar  ban24  found  in  1952  that  no  reactions  were 
elicited  in  over  1,000  patients  whom  they  tested, 
and  that  the  incidence  of  reactions  from  actual 
use  of  coal  tar  hair  products  was  only  1 : 80,000. 
This  seems  to  us  to  be  rather  low  and  to  be  con- 
trary to  the  experience  of  many  other  investi- 
gators.22 Schwartz  and  Bar  ban  believed  that 
impure  paraphenylenediamine — originally  used 
and  now,  according  to  them,  eliminated — was  the 
cause  of  the  previously  higher  incidence  of  al- 
lergy. The  phenomenon  of  cross-sensitization, 
discussed  earlier  in  this  chapter,  especially  in 
regard  to  the  frequency  of  allergy  to  paraphenyl- 
enediamine. Thus  cross-sensitization  with  local 
anesthetics  has  been  noted.  In  patients  with 
contact  allergy  to  paraphenylenediamine,  Baer 
and  Leider25  have  observed  exacerbations  on 
feeding  them  certified  related  azo  dyes.  Of 
special  interest  to  ophthalmologists  was  the  case 
reported  by  Rothman  in  discussion  of  this  paper. 
A patient  with  contact  eczema  of  the  eyelids  due 
to  the  yellow  color  added  to  Florida  oranges  was 
entirely  free  from  symptoms  for  over  a year  after 
avoiding  such  oranges.  A relapse  then  occurred 
which  was  traced  to  Nembutal,  the  capsule  of 
which  is  dyed  with  the  same  group  of  accepted 
yellow  azo  dyes. 

Certain  cosmetic  chemists  feel  that  the  danger 
of  the  use  of  coal  tar  chemicals  as  hair  dyes  has 
been  greatly  exaggerated  and  that  if  proper  pre- 
cautions, such  as  preliminary  skin  testing  twenty- 
four  hours  before  use  is  practiced,  these  com- 
pounds are  not  especially  dangerous.15  The 
many  millions  of  uneventful  applications  of  the 
amino  dyes  are  cited  as  evidence  to  support  this 
contention.  These  precautions  are  now  required 
by  law  in  many  countries.  However,  the  ques- 
tion arises  whether  such  safeguards  are  truly  ade- 
quate, since  serious  reactions  after  testing  need  not 
occur  within  the  usual  twenty-four-hour  period 
of  observation  the  law  requires  but  instead  may 
occur  later.  Moreover,  many  users  do  not  ap- 
preciate that  allergy  may  first  occur  only  after 
many  applications,  and  thus  often  neglect  to  per- 
form repeat  skin  tests  in  persons  who  have  pre- 
viously utilized  the  product  without  harm. 

Local  Ocular  Reactions:  One  cannot  overem- 
phasize the  possible  hazards  from  the  use  of 
coal  tar  products  as  eyebrow  and  eyelash  dyes. 
Both  blindness  and  death  have  occurred  from 
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such  usage,  which  is  now  generally  outlawed. 

Although  local  eye  changes,  including  colora- 
tion of  the  cornea  and  conjunctiva,  had  been 
noted  from  aniline  dyes  as  early  as  1876, 19  the 
great  dangers  of  these  products  when  used  in  the 
orbital  region  were  first  dramatically  brought  to 
the  attention  of  everyone  by  a series  of  unfortu- 
nate experiences  recorded  mainly  in  the  Journal 
of  the  American  Medical  Association  in  1933  and 
1934.  Most  of  the  reactions  were  due  to  Lash- 
lure,  a product  that  did  not  contain  paraphenyl- 
enediamine  but  instead  consisted  of  a related 
aniline  derivative  (probably  paratoluylene-dia- 
mine)  and  large  quantities  of  magnesium26;  others 
resulted  from  Larieuse,  which  did  contain  para- 
phenylenediamine.  The  least  serious  reactions 
from  Lash-lure  consisted  of  severe  dermatocon- 
junctivitis.26*27  Removal  of  the  eyelashes  proved 
to  be  very  important  in  controlling  the  reactions. 
Other  reports,  however,  noted  corneal  involve- 
ment with  central  corneal  ulcers,  which  in  some 
instances  were  complicated  by  uveitis  and  second- 
ary glaucoma.28*29  Necrosis  and  sloughing  of 
the  cornea  occurred.  Blindness  resulted  in 
several  patients.  Hordeola  and  furunculosis 
were  frequent.  It  might  be  observed,  parenthet- 
ically, that  the  allergic  reaction,  while  certainly 
the  precipitating  cause,  may  not  have  been  the 
only  reason  for  these  terrible  sequelae.  As  often 
regrettably  happens  in  practice,  once  corneal 
damage  occurs,  secondary  infection  from  con- 
taminated medicaments  supervenes.  Nowadays, 
due  to  legal  requirements  concerning  sterility, 
this  is  less  apt  to  happen,  but  unfortunately,  it 
still  does. 

Forbes  and  Blake30  reported  an  instance  of 
death  following  the  use  of  Lash-lure.  The  pa- 
tient, as  fate  would  have  it,  was  having  her  brows 
and  lashes  dyed  by  her  daughter,  a beautician. 
Such  severe  burning  occurred  immediately  after 
application  of  the  dye  to  the  eyebrow  and  the 
eyelashes  of  the  right  eye  after  preliminary  pluck- 
ing, that  the  left  eye  was  not  treated.  Within 
two  hours  the  lids  were  so  swollen  that  the  right 
eye  could  not  be  opened,  and  the  patient  became 
violently  ill,  with  a fever  of  104  F.  Eight  days 
later,  when  the  authors  first  saw  her,  a sloughing 
ulcer  of  the  right  eyelid  was  present,  the  con- 
junctiva was  ulcerated  and  secondarily  infected 
with  Staphylococcus  aureus,  and  the  cornea  was 
hazy.  The  patient  died  that  night.  It  was 
felt  that  plucking  the  hairs  provided  multiple 
portals  of  entry  resulting  in  this  violent  local  and 
systemic  allergic  response.  We  ourselves  wonder 


if  a toxic  as  well  as  an  allergic  reaction  occurred 
in  this  case. 

Reactions  from  Larieuse,  containing  para- 
phenylenediamine,  have  ranged  from  severe  der- 
matoconjunctivitis  to  bilateral  necrosis  of  the 
cornea.31-34  In  the  latter  instance  hypopyon 
and  perforation  occurred  in  one  eye;  in  the  other 
eye  ultimate  vision  was  only  10/100,  following 
corneal  ulceration  and  operation  for  secondary 
glaucoma.  Skin  test  with  paraphenylenedia- 
mine  was  4 plus.  Preliminary  patch  testing 
would  have  saved  this  patient’s  eyes. 

Other  instances  of  reactions  from  eyelash  dye- 
ing with  coal  tar  products  have  been  re- 
ported.35-41 One  interesting  case  had  had  der- 
matitis from  rabbit  fur  dyed  with  paraphenyl- 
enediamine.42  Four  years  later  the  patient 
developed  conjunctivitis  from  an  eyelash  dye. 

Treatment  of  Reactions  from  Coal  Tar  Dyes:  In 
the  treatment  of  contact  reactions  from  amino 
dyes,  the  first  consideration  must  be  the  getting 
rid  of  whatever  remaining  paraphenylenediamine 
is  present.  To  this  end  it  may  be  necessary  to 
cut  off  the  hair  or  even  shave  the  scalp  in  severe 
cases.  Generally,  however,  thorough  shampoo- 
ing and  rinsing  with  hydrogen  peroxide  suffices. 
In  reactions  after  use  on  the  eyebrows  or  fids, 
the  cilia  should  certainly  be  cut  off  and  the  eye- 
brow hair  shaved  if  the  reaction  warrants  it.  To 
block  toxic  phenomena,  ACTH  and  steroids 
should  be  used  in  adequate  parenteral  and  topical 
doses  in  all  patients. 

Governmental  Regulations  Regarding  Hair , Eye- 
brow and  Eyelash  Dyes:  The  specific  use  of  para- 
phenylenediamine (but  not  others  of  the  group) 
was  first  restricted  in  Germany  and  the  product 
listed  as  a poison,  in  1906. 15  Similar  restrictions 
have  been  obtained  in  France  since  1911.  Legal 
limitations,  but  not  prohibitions,  regarding 
paraphenylenediamine  exist  in  a number  of  other 
countries.  In  the  United  States  a more  flexible 
yet  more  inclusive  regulation  is  in  force.  The 
Federal  Food,  Drug  and  Cosmetic  Act  permits 
the  use  of  all  coal  tar  hair  dyes,  if  these  products 
have  a specific  caution  label  attached,  requiring 
that  preliminary  patch  testing  be  done.  How- 
ever, the  use  of  all  coal  tar  hair  dyes  for  coloring 
the  eyebrows  and  eyelashes  is  expressly  pro- 
hibited. Most  states  in  this  country  have  similar 
safeguards. 

The  Sanitary  Code  of  the  City  of  New  York 
includes  further  restrictions  in  regard  to  hair  dyes. 
Preliminary  patch  testing  twenty-four  hours  be- 
fore use  is  mandatory  for  amino  dyes.  If  any 
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reaction  results  from  the  test,  they  are  prohibited. 
Metallic  compounds  must  have  caution  labels. 
No  hair  dye  of  any  type  is  permitted  if  the  scalp 
or  adjacent  area  shows  evidence  of  abrasion, 
eruption,  or  other  diseased  condition.  No  hair 
dye  containing  any  coal  tar  color  or  intermediate 
or  a metallic  compound,  and  no  cosmetic  con- 
taining a coal  tar  color  may  be  used  on  the  eye- 
brows, eyelashes,  or  anywhere  in  the  orbital 
area.  However,  compounds  containing  less  than 
5 per  cent  silver  nitrate  are  permitted.  An- 
timony, arsenic,  cadmium,  chromium,  mercury 
(except  ammoniated  mercury  up  to  5 per  cent), 
lead  (except  in  hair  dyes),  selenium,  and  thal- 
lium may  not  be  used  in  any  cosmetic  compound. 

Mascara. — Mascaras  generally  consist  of  an 
oil-soluble  soap  base,  usually  triethanolamine 
stearate  or  oleate,  combined  with  such  materials 
as  carnauba  wax  or  beeswax,  or  into  which  color 
pigments,  such  as  carbon  black,  bone  black,  oil 
black,  methylene  blue,  ultramarine  blue,  iron 
oxide  browns  (burnt  sienna),  iron  oxide  yellows 
(ochres),  or  a combination  of  these  have  been 
ground.  The  use  of  triethanolamine  salts  re- 
sults in  less  alkaline  and  therefore  less  irritating 
mascaras  than  those  with  simple  soap  bases. 
Mascara  is  available  in  cake,  cream,  and  liquid 
forms. 

Allergy  to  mascara  is  rather  uncommon  and 
usually  is  due  to  the  base  used,  since  the  dyes  em- 
ployed are  rarely  sensitizers. 

Eye  Shadow. — Cream  eyeshadows,  the  most 
popular  types  now  in  use,  contain  blue,  green,  and 
violet  pigments,  or  combinations  of  these  colors, 
in  an  ointment  base  consisting  mainly  of  petro- 
latum and  some  lanolin,  ceresin,  beeswax,  or 
spermaceti.  The  usual  coloring  agents  are  car- 
bon black,  iron  and  chromium  oxide  pigments 
but  no  free  chromium,  and  carmine  (cochineal, 
from  dried  insects),  mixed  with  titanium  dioxide 
or  zinc  oxide.43  Perfumes  and  preservatives 
may  be  added.  Other  types  of  eyeshadows  are 
made  in  the  form  of  sticks,  liquid  suspensions, 
and  liquid  dispersions.  Allergy,  when  it  occurs, 
is  usually  due  to  the  vehicle,  such  as  the  ointment 
base,  or  some  of  its  special  ingredients,  rather 
than  the  coloring  agents  used.  However,  in- 
stances of  allergy  have  been  reported  in  which  the 
the  pigments  used  were  thought  to  be  responsible 
agents.44 

Eyebrow  Pencils. — Sticks,  pencils,  and  cray- 
ons used  for  the  eyes  or  brows  consist  mainly  of 
paraffin  to  which  pigments  have  been  added. 
The  colors  are  similar  to  those  of  eye  shadows; 


however,  they  may  be  used  in  larger  amounts. 
Due  to  their  simple  composition,  allergy  appears 
relatively  rarely.  However,  Neuschuler36  did 
report  reactions  in  three  cases  from  the  use  of 
colored  eye  crayons  but  did  not  indicate  their 
ingredients. 

Eye  Creams. — Eye  tissue,  eyebrow,  and  eye- 
lash creams  are  basically  similar  in  composition 
to  other  creams  and  may,  on  occasion,  result  in 
allergic  reactions. 

Hair  Lacquers. — In  an  outbreak  of  der- 
matitis among  users  of  hair  lacquer  pads,  the 
allergy  was  traced  by  Schwartz45  to  the  synthetic 
resin  used  as  a substitute  for  shellac.  More 
recently  hair  lacquers  used  as  sprays  have  be- 
come exceedingly  popular.  Allergies  from  the 
polyvinylpyrrolidone  extender,  the  shellac,  and 
the  propellants  may  occur. 

Hair  Shampoos. — Shampoos  are  a not  in- 
frequent cause  of  allergy  of  the  eyelids.  Many 
shampoos  contain  coconut  oil,  or  else  synthetic 
detergents,  such  as  sodium  lauryl  sulfate,  which 
often  are  sensitizers. 

In  addition,  the  perfumes  used  may  cause 
reaction. 

Hair  Tonic  and  Lotions. — Many  hair  tonic 
ingredients,  such  as  resorcinol,  betanaphthol,  sal- 
icylic acid,  capsicum,  mercury,  arsenic,  can- 
tharides,  and  quinine,  as  well  as  incidentally 
incorporated  perfumes,  are  sensitizers.  As  a 
result,  allergies  to  such  products  are  not  uncom- 
mon and  especially  involve  the  eyelids. 

Permanent  Wave  Preparations  and  Hair 
Straighteners. — Dermatitis  from  permanent 
waving  may  occur  from  the  primary  irritating 
effects  of  reducing  agents,  formerly  the  sulfides, 
now  the  thioglycolates,  used  to  soften  the  hair,  or 
from  allergy  to  gums  and  resins  applied  to  hold 
the  curl. 

Hair  straighteners,  formulated  on  a similar 
basis,  may  be  the  cause  of  even  more  allergic 
reactions  due  to  carelessness. 

Cosmetic  Aids  and  Implements. — Ocular 
allergy  may  occur  not  only  from  cosmetics  them- 
selves but  from  various  aids  and  implements 
used  in  their  application.  Allergy  to  powder 
puffs,  especially  those  containing  rubber,  has 
been  observed.  Eyelash  curlers  have  caused 
allergy  due  to  their  rubber  content.  Medicated 
paper  tissues,  such  as  those  containing  benzal- 
konium  (Zephiran),  have  resulted  in  sensitivities. 
Melamine  resins  in  “wet  strength”  paper  facial 
tissues,  napkins,  and  towelling  may  cause  con- 
tact allergy. 
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Wearing  Apparel 

Since  reactions  to  clothing  normally  are  con- 
fined to  the  areas  of  the  skin  in  direct  contact 
with  the  offending  material,  wearing  apparel, 
per  se,  is  of  relatively  little  practical  importance 
as  a cause  of  ocular  eczema.  Most  such  reactions 
are  through  finger  contact.  However,  in  women, 
the  putting  on  of  a dress  or  slip  has  resulted  in 
such  sensitivity.  Allergy  to  fabrics  coming  in 
direct  contact  with  the  face,  such  as  pillowcases, 
occurs  more  frequently. 

Fabrics. — Contact  allergy  to  fabrics  almost 
always  is  due  to  chemicals  used  in  processing  and 
finishing  goods,  not  the  raw  materials  themselves. 
Although  unprocessed  silk,  cotton,  and  wool 
may  play  a role  in  atopic  reactions,  such  as 
atopic  dermatitis  and  respiratory  allergy,  they 
cause  contact  allergy  only  on  the  rarest  occasions. 

As  has  been  pointed  out  by  Schwartz,8  allergic 
eczema  to  so-called  basic  fabrics  is  often  incor- 
rectly diagnosed  because  of  one  of  several  errors. 
The  first  of  these  is  that  the  sensitivity  tests 
from  which  the  diagnoses  are  made  are  performed 
not  with  the  actual  raw  materials,  but  with 
“gray  goods”  already  partially  processed.  The 
second  is  the  failure  to  differentiate  between  the 
physical  irritation  caused  by  “wooly”  or  rough 
fabrics  and  true  allergy.  The  same  findings 
apply  to  synthetic  fibers,  such  as  rayon  (made 
from  cellulose),  nylon  (made  from  synthetic 
resins),  and  glass  fabrics,  as  well  as  synthetic 
films  and  both  natural  and,  with  rare  exceptions, 
synthetic  rubber  products.  The  chemicals  used 
in  processing,  especially  fabric  finishes  used  for 
luster,  antiwrinkle  and  crease-holding  purposes 
and  waterproofing,  all  seem  to  be  the  agents 
responsible  for  the  allergy  in  most  instances. 
Similarly,  flameproofing,  mothproofing,  insecti- 
cides, and  antimildews  are  causes  of  allergic  der- 
matitis. Schwartz  states  that  synthetic  insec- 
ticides are  potent  sensitizers. 

When  dyes  cause  dermatitis,  Schwartz  has 
found  that  it  is  usually  due  to  a faulty  process 
of  dyeing  whereby  a chemical  or  a dye-intermedi- 
ate, which  should  not  be  present,  remains  in  the 
fabric.  An  idiosyncrasy  to  the  dye  itself  is  less 
common  but  is  apt  to  occur  if  one  of  the  known 
sensitizing  dyes  is  used.  This  is  especially  likely 
to  happen  if  the  dyes  tend  to  “bleed”  or  come 
out  of  the  fabric  easily,  a situation  influenced  by 
the  pH  of  perspiration  and  the  fat  content  of  the 
skin.  Waldbott46  states  that  the  recent  popu- 
larity of  “loud”  sport  shirts  for  men  has  resulted 


in  more  contact  dermatitis.  Wherever  pre- 
liminary washing  of  new  garments  is  possible, 
as  for  example  with  socks,  stockings,  and  shirts, 
allergy  may  be  avoided. 

Laundering  and  Dry  Cleaning  Ma- 
terials.— All  substances  used  for  laundering, 
such  as  soaps,  starches,  bleaches,  and  laundry 
marks,  may  cause  allergies.  “Dhobie  mark” 
dermatitis  occurred  in  the  U.  S.  Army  in  India 
during  World  War  II  as  a result  of  using  the 
fluid  from  the  nut  of  the  ral  or  bella  gutti  tree 
for  marking  clothes.47  Thus  the  entity  known  as 
“dhobie  itch”  might  well  be  an  allergic  reaction 
rather  than  a fungal  infection  as  generally  be- 
lieved. 

Similarly,  chemicals  used  in  dry  cleaning  may 
cause  allergic  reactions. 

Leather  Goods. — Contact  allergy  to  leather 
(artificial  and  genuine)  likewise  is  due  to  the 
manufacturing  process.  Concerning  shoes,  while 
many  chemicals  involved  in  their  manufacture 
might  be  implicated  in  dermatitis  of  the  feet, 
as  regards  the  eyelids,  only  shoe  polishes,  dyes, 
and  tanning  and  preserving  agents  are  likely  to 
be  responsible.  In  Shaw’s48  series  of  seven  cases 
of  dermatitis  due  to  shoes,  brown  polish  appeared 
to  cause  the  reactions  in  three  cases.  One  patient 
developed  eczema  involving  the  face  as  a result 
of  shining  his  shoes  with  such  polish.  Patch 
tests  were  positive.  Peterkin’s49  case  is  even 
more  interesting.  His  patient  noted  swelling  of 
the  eyelids  every  Sunday;  it  vanished  in  two  to 
three  days.  He  himself  finally  realized  that  his 
only  regular  habit  on  Saturday  night  was  to 
polish  the  brown  shoes  he  wore  only  on  Sundays. 
Patch  tests  to  brown  shoe  polish  were  strongly 
positive.  On  stopping  the  practice,  the  con- 
dition ceased  to  recur. 

Furs. — Furs  are  more  apt  to  cause  allergic 
dermatitis  of  the  eyelids  than  other  articles  of 
apparel  because  of  both  the  locations  where  they 
are  worn  and  the  dyeing  and  tanning  agents  used 
in  manufacture.  Until  recently,  poor  dyeing, 
permitting  the  “leaching”  by  perspiration  and 
moisture,  was  the  basis  for  most  sensitivities. 
Greater  care  is  now  exercised  in  this  regard, 
such  as  insuring  that  careful  and  complete  oxida- 
tion of  the  dye  generally  used  (paraphenylene- 
diamine),  with  thorough  removal  of  any  excess 
remaining,  is  performed.  As  noted  previously, 
paraphenylenediamine  in  itself  is  considered 
comparatively  nonsensitizing;  its  first  oxidation 
product,  quinone  diimine,  is  the  actual  sensitizer. 
Other  oxidizing  dyes,  such  as  aniline  black  and 
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orthoaminophenol,  may  also  cause  dermatitis, 
as  do  chrome  mordants. 

Jewelry. — Allergy  of  the  skin  of  the  eyelids 
from  jewelry  may  occur  as  the  result  of  direct 
contact,  such  as  the  continual  rubbing  of  a finger 
ring  against  the  lid  through  habit.  Bracelets, 
lockets,  wrist  watches,  and  their  straps  are  all 
much  less  likely  to  come  into  direct  contact  with 
the  eyelids.  Allergy,  however,  may  occur  in- 
directly through  fingering  the  responsible  object 
and  then  rubbing  the  eyelids.  Eyelid  contact 
allergy  from  the  handling  of  metallic  objects  is 
well  known.  Such  an  occurrence  in  a woman  who 
handled  many  pennies  and  nickels  and  developed 
allergy  to  nickel  has  been  mentioned  previously. 
It  should  be  remembered  that  most  jewelry  and 
metallic  ornaments  are  alloys.  Thus  the  allergy 
may  be  due  to  only  one  of  the  metals  used. 
Nickel,  cobalt,  platinum,  chromium,  aluminum, 
and  gold  all  have  been  reported  as  causing  allergic 
dermatitis.  A gold  ball  implant  following  enu- 
cleation has  been  reported  to  cause  allergy,  as 
may  plastic  prostheses.  Allergy  from  both  gold- 
filled  and  plastic  spectacles  is  discussed  im- 
mediately below. 

Spectacle  Frames. — Ocular  eczema  due  to 
the  use  of  spectacles  is  naturally  of  considerable 
interest  to  ophthalmologists.  Although  a num- 
ber of  reports  are  available,  such  contact  eczema 
appears  relatively  rare  and  even  less  commonly 
reported  at  the  present  time  than  a decade  ago. 
Whether  this  is  merely  fortuitous  or  due  to  im- 
provements in  methods  of  manufacture  is  a 
matter  of  conjecture.  Two  types  of  eyeglass 
frames  are  known  to  cause  contact  allergy:  (1) 
metallic,  especially  white  gold,  due  to  the  nickel 
content,  and  (2)  plastic  (horn-rimmed),  probably 
due  to  various  chemicals  used  in  the  manufactur- 
ing process. 

The  distinguishing  feature  of  the  eruption  is 
its  distribution;  in  general  the  major  points  of 
contact  of  the  eyeglass  frames  with  the  skin  are 
outlined.  Thus,  the  dermatitis  first  becomes 
apparent  about  the  bridge  of  the  nose,  the  temples 
and  behind  the  ears.  Later  the  eyelids  proper, 
especially  the  lower  lids,  become  diffusely  in- 
flamed and  may  be  markedly  swollen.  Even 
the  conjunctiva  may  become  involved,  presenting 
the  typical  picture  of  allergic  dermatoconjunc- 
tivitis.  The  eczematous  reaction  may  be  very 
acute,  of  the  weeping  variety;  often,  however, 
it  is  drier  and  more  lichenified.  The  importance 
of  perspiration  as  a factor  in  the  causation  of  the 
allergy  is  well  recognized  and  fits  in  with  our 


experiences  in  other  types  of  contact  allergy. 
While  patch  tests  on  other  parts  of  the  skin  are 
usually  positive,  on  occasion  only  the  involved 
facial  areas  may  give  such  positive  reactions. 
Observers,  therefore,  should  not  be  misled  by 
negative  skin  tests  but  be  guided  by  clinical 
findings.  Sometimes  undiagnosed  instances  of 
eyelid  eczema  clear  dramatically  when  chance 
loss  of  the  offending  eyeglasses  results  in  the  sub- 
stitution of  another  type  of  frame,  which  is 
nonallergic. 

Metallic  Frames:  Allergy  to  both  platinum  and 
solid  gold  frames  does  occur  but  is  most  uncom- 
mon. Nickel  is  the  major  sensitizer.  Ocular 
eczema  due  to  the  nickel  in  white  gold  spectacle 
frames  was  reported  by  Lain50  in  1931.  In 
two  of  his  three  cases  only  the  temples  and  ears 
were  involved  because  the  spectacle  bridge  was 
of  different  metal,  and  the  nose,  therefore,  did 
not  react.  Lain  concluded  that  perspiration 
acted  electrolytically  on  the  nickel  in  the  frame, 
forming  allergenic  nickel  salts.  Substitution  of 
solid  gold  instead  of  gold-filled  frames  relieved 
the  eczema.  McAlester  and  McAlester51  re- 
ported three  additional  cases  of  allergy  to  white 
gold  frames  somewhat  later  in  the  same  year. 
They  used  a nickel  coin  successfully  for  patch 
testing — not  exactly  the  best  method,  since  other 
metals  are  present  in  such  coins,  but  an  easy  and 
certainly  suggestive  one.  Dermatoconjunctivi- 
tis  as  severe  as  that  due  to  atropine  was  encoun- 
tered in  one  of  their  cases.  Erythematous 
lesions  of  the  alae  of  the  nose  and  the  ears  due  to 
the  eyeglasses  recurred  when  the  patient  rubbed 
a white  gold  watch  and  then  pulled  on  his  nose. 
Other  interesting  reports  have  been  published 
by  Fox52  and  Cormia  and  Stewart.53  The  latter 
authors  observed  five  instances  of  spectacle  frame 
dermatitis  in  a study  of  11  cases  of  nickel  der- 
matitis. In  three  of  the  cases  patch  tests  were 
negative  when  done  elsewhere  on  the  skin  but 
were  positive  at  the  original  site  of  the  eruption. 
They  too  emphasized  the  importance  of  perspira- 
tion. Six  additional  cases  of  nickel  dermatitis 
due  to  the  wearing  of  British  Army  spectacles 
were  reported  by  Taylor  and  Fergusson54  in 
1945.  Their  studies  brought  out  the  fact  that 
the  bridges  and  end  pieces  of  such  frames  con- 
tain twice  as  much  nickel  as  other  portions  (that 
is  25  per  cent),  explaining  the  location  of  most 
eruptions.  WLen  the  frames  were  placed  in 
water,  the  solutions,  tested  chemically,  revealed 
no  nickel.  In  1 per  cent  sodium  chloride  solu- 
tion traces  of  nickel  were  found.  This  indicated 
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that  the  allergic  reaction  needed  the  intermediary 
of  sweat  for  its  occurrence. 

Plastic  Frames:  The  problem  of  contact  al- 
lergy to  plastic  spectacles  is  much  more  com- 
plicated. Whereas  with  white  gold  glasses  all 
the  evidence  points  to  one  entity  (nickel  allergy), 
with  synthetic  frames,  on  the  other  hand,  so 
many  factors  appear  to  enter  into  the  picture 
that  the  allergy  may  be  due  to  many  different 
causes.  Commonly  used  ophthalmic  plastics  in- 
clude cellulose  nitrate  (“zylonite”),  cellulose  ace- 
tate, cellulose  acetate  butyrate,  and  methyl  meth- 
acrylate (lucite  or  plexiglas) . Different  processes 
are  used  for  the  production  of  each  of  these  types. 
The  exact  details  of  their  manufacture  are  not 
readily  obtainable,  but  it  is  clear  that  the  many 
chemicals  employed  in  the  making,  processing, 
and  dyeing  of  the  plastics,  as  well  as  chance  im- 
purities or  defects  in  manufacture  that  occur  at 
times,  and  the  plastics  themselves,  all  may  pro- 
voke allergies.  Apparently  the  plasticizers  used 
are  the  major  offenders;  the  actual  plastics  are 
said  to  be  relatively  harmless.  Thus  methyl 
methacrylate  monomer  is  known  to  be  a skin 
sensitizer,  but  in  the  finished  eyeglass  frames 
there  should  be  insufficient  monomeric  methyl 
methacrylate  left  to  cause  allergy.  The  incidence 
of  allerg}'  to  plastic  frames  would  appear  to  be 
decreasing,  probably  due  to  improvements  in  the 
manufacturing  process. 

Sutton’s55  case  of  allerg}'  to  plastic  frames  oc- 
curred in  a patient  who  had  worn  new  frames 
for  only  one-half  hour;  a twenty-minute  contact 
of  the  frames  with  the  forearm  was  strongly  posi- 
tive within  a few  hours.  The  reaction  occurred 
only  with  the  front  portion  of  the  spectacles. 
The  bows  or  temples  caused  no  reaction,  and  the 
patient  was  not  sensitive  to  another  apparently 
identical  pair  of  glasses  purchased  later.  Sutton 
felt  that  either  the  dye  or  the  improper  cure  of 
the  zylonite  was  responsible.  Kristjansen56  con- 
cluded that  either  artificial  resins  or  aniline  dyes 
caused  the  allergy  in  his  three  cases.  Berkoff’s57 
careful  investigation  of  the  cause  in  his  case 
indicated  that  plasticizers  used  to  soften  the 
product  were  the  responsible  allergens,  not  the 
dyes  or  the  basic  cellulose  acetate  itself.  At  the 
time  of  his  report  (1938)  24  plasticizers  were  in 
general  use  for  this  purpose;  of  the  four  he  could 
obtain  for  testing  in  his  patient,  two  (tricresyl 
and  triphenyl  phosphate)  were  strongly  positive. 
At  the  present  time  more  ingredients,  especially 
plasticizers,  are  utilized.  However,  Swinny58 
mentions  two  instances  of  allergy  to  red  plastic 


frames,  not  to  plastic  frames  of  other  colors. 
Home  (“do  it  yourself”)  tinting  of  old  plastic 
frames,  as  for  example  with  fingernail  polish,  is  of 
course,  another  cause  of  contact  allergy  due  to 
eyeglass  frames. 

Miscellaneous  Causes 

Rubber. — Allergies  from  natural  rubber  are 
usually  not  due  to  the  rubber  itself,  but  to  com- 
pounds, such  as  accelerators  and  antioxidants 
placed  in  the  rubber  and  to  impurities  in  manu- 
facture. However,  synthetic  rubber  does  con- 
tain sensitizers  not  found  in  natural  rubber. 

Plants. — Reference  has  been  made  already  to 
the  importance  of  plants  as  a cause  of  allergic 
dermatitis  of  the  eyelids.  Although  the  reaction 
generally  occurs  through  direct  contact,  it  may 
occur  indirectly  as  a result  of  handling  exposed 
clothing  or  stroking  the  hair  of  an  animal  who 
has  been  in  the  open.  Cooke59  reports  air-borne 
contact  from  standing  in  the  smoke  of  burning 
brush,  as  the  allergen  adheres  to  the  carbon 
particles  in  a highly  active  state.  Although 
dermatitis  has  been  reported  from  hundreds  of 
plants,  woods,  flowers,  fruits,  and  bulbs,  most 
cases  are  the  result  of  poison  ivy,  poison  oak, 
poison  sumac,  Japanese  lacquer  made  from  simi- 
lar plants,  liquid  from  cashew  nuts,  and  others 
of  the  family  Anacardiaceae,  according  to 
Schwartz.  In  addition,  primula,  geranium, 
chrysanthemum,  tulip,  and  gladiolus  are  im- 
portant allergens.  The  active  ingredients  of 
most  of  these  plants  are  polyhydric  phenols  of 
essentially  similar  chemical  structure.  They  are 
basically  primary  irritants  in  strong  concentra- 
tion. They  are  found  in  the  root,  stem,  leaf, 
flower,  or  pollen.  Certain  plants,  such  as  berga- 
mot, buckwheat,  and  some  grasses,  are  photo- 
sensitizers. 

Contact  dermatitis  to  ragweed  appears  entirely 
unrelated  to  ragweed  hay  fever.  In  fact  when 
the  two  occur  together  it  is  purely  coincidental. 
In  ragweed  dermatitis  the  allergic  reaction  is  due 
to  the  lipoid  fraction ; in  hay  fever  it  is  due  to  the 
protein  fraction.  The  dermatitis  is  a typical 
delayed  allergic  contact  reaction  with  none  of 
the  atopic  characteristics  of  hay  fever. 

Household  Products. — Eczema  of  the  eye- 
fids  due  to  household  products  includes  reactions 
to  varnishes,  shellacs,  cleaning  solutions,  and 
other  similar  substances.  New  furniture,  new 
upholstery,  or  new  paint  should  be  suspect  in 
difficult  cases.  The  popularity  of  soapless 
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detergents  has  resulted  in  many  contact  allergies, 
especially  of  the  hands  (“detergent  hands”) . 
It  should  be  remembered  that  the  numerous 
silicone  compounds  used  as  hand  lotions  in  the 
treatment  of  “detergent  hands”  may  in  them- 
selves result  in  eye  allergies. 

Occupational  Dermatoses  of  the  Eye- 
lids.— While  most  occupational  dermatoses  are 
due  to  primary  irritation  rather  than  allergy, 
occupational  contact  allergy  causes  from  5 to  10 
per  cent  of  all  instances  of  ocular  eczema.  This 
occurs  not  only  because  the  eyelids  are  directly 
exposed,  but  because  finger  to  eyelid  skin  contact 
is  so  very  common.  The  legal  compensability  of 
such  contact  reactions  is  now  widely  accepted 
in  most  countries.  In  fact,  while  certain  types 
of  workers,  such  as  those  in  the  fur  industry, 
have  long  been  known  to  develop  allergies,  it  is 
now  clear  that  the  list  of  industrial  allergens  is 
almost  limitless.  These  are  mostly  chemicals, 
of  which  the  entire  gamut,  inorganic  as  well  as 
organic,  natural  and  synthetic,  used  in  industry, 
especially  dyes,  metals,  such  as  nickel,  lead, 
mercury,  beryllium,  and  selenium,  lacquers,  var- 
nishes, dusts,  sprays,  inks,  woods,  drugs,  glues, 
disinfectants,  explosives,  and  many  others  can 
cause  allergies. 

Certain  types  of  workers  are  especially  suscep- 
tible to  contact  dermatitis.  According  to 
Schwartz8  these  include  chemists,  photographers, 
agricultural  and  other  workers  in  contact  with 
plants,  florists,  fruit  and  vegetable  handlers, 
cannery  workers,  exterminators,  operators  on 
fabrics  treated  with  irritant  chemicals,  rubber 
compounders,  munition  workers,  dye  manu- 
facturers, and  those  in  contact  with  dye  inter- 
mediates. 

Legal  Aspects 

A manufacturer  is  generally  not  held  liable  for 
an  allergic  reaction  occurring  from  the  use  of  his 
product.  However,  if  it  can  be  shown  that  the 
allergy  is  the  result  of  a fault  in  manufacture  or  of 
impurities  introduced  thereby,  then  such  liability 
might  be  established.  Before  new  cosmetics 
are  introduced,  standard  testing  and  trials  are 
performed. 

Similarly,  a physician  is  not  liable  under  or- 
dinary circumstances  for  contact  allergies  occur- 
ring in  his  patients. 

It  is  assumed,  of  course,  that  he  uses  reason- 
able care  and  judgment  in  the  prescribing  of 
such  medicaments. 


Treatment 

Elimination  of  the  Cause. — The  basic 
principle  in  the  treatment  of  contact  eczema  of 
the  eyelids  is  the  elimination  of  the  offending 
substance  if  it  has  been  identified  or  of  all  possible 
offenders  if  no  definite  cause  has  been  established. 
Largely  with  the  help  of  a careful  history-taking, 
a fairly  shrewd  guess  may  usually  be  made  as  to 
the  underlying  cause.  Even  if  patch  tests  are 
negative,  it  is  often  wise  to  stop  the  use  of  all 
suspected  agents,  indeed  all  likely  sensitizers, 
for  the  time  being.  Despite  the  fact  that  the 
sensitizing  substance  has  been  discovered  and 
apparently  completely  eliminated,  at  times 
a patient  may  unwittingly  continue  to  be  ex- 
posed through  indirect  contact.  This  is  espe- 
cially so  in  regard  to  allergies  due  to  plants, 
chemicals,  and  metals. 

Management  of  Cosmetic  Allergy. — When 
it  appears  that  the  allergy  is  due  to  a cosmetic, 
unless  the  evidence  points  strongly  to  a particu- 
lar one,  it  is  best  for  the  patient  not  to  use  any 
at  all  until  the  eczema  disappears.  Since  this  is 
easier  said  than  achieved,  the  physician  must 
often  settle  for  a second-best  objective:  he  may 
allow  the  patient  to  use  hypoallergenic  powder 
and  lipstick,  but  no  fingernail  polish,  no  cosmetic 
used  about  the  eyes,  nor  any  hair  shampoo. 
When  the  dermatitis  has  cleared,  then  desired 
cosmetics  may  be  resumed,  preferably  one  at  a 
time,  until  the  guilty  one  has  been  established. 
Often,  since  hypoallergenic  products  prove 
satisfactory  and  are  utilized  thereafter,  the 
specific  allergen  is  never  demonstrated.  The 
rare  patient  who  cannot  tolerate  those  hypo- 
allergic preparations  commercially  available  need 
not  be  condemned  to  a bleak  and  pale  existence; 
the  manufacturers  are  ready  and  willing  to  make 
special  products  for  such  an  unhappy  individual. 

Hypoallergenic  Cosmetics:  The  introduction  of 
hypoallergenic  cosmetics  has  been  of  great  help  in 
the  management  of  allergies  to  cosmetics.  Pre- 
viously the  patient  had  no  recourse  except  to  try 
one  brand  after  another  in  the  hope  of  finding  a 
harmless  product,  or  else  not  use  that  form  of 
cosmetic  at  all.  Hypoallergenic  preparations  uti- 
lize especially  refined  ingredients  for  the  purpose 
of  eliminating  those  impurities  that  may  cause 
reactions  in  rare  individuals.  Another  basic 
aim  in  their  composition  is  simplification:  where 
one  substance  will  serve  the  purpose  of  two 
similar  ones,  the  chances  of  allergy  are  lessened. 
Moreover,  if  it  should  occur,  the  harmful  com- 
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ponent  is  more  readily  recognized.  Thus  hy- 
poallergenic cosmetics  may  contain  only  half  the 
ingredients  of  the  usual  products,  eliminating 
any  of  the  more  likely  sensitizers,  such  as  lanolin, 
cocoa  butter,  preservatives,  organic  dyes,  and 
perfumes.9  Furthermore,  on  the  basis  of  im- 
munochemical studies  discussed  earlier  in  this 
chapter,  preference,  where  possible,  is  given  to  the 
use  of  saturated  vegetable  oils  rather  than  un- 
saturated compounds,  to  the  esters  of  phenols, 
and  to  the  avoidance  of  para-linkages.  An  im- 
portant by-product  of  this  systematized  search 
for  safer  cosmetics  for  special  individuals  is  that 
all  cosmetics  available,  not  necessarily  only  hy- 
poallergenic ones,  are  improved,  so  that  they 
become  less  likely  to  cause  allergies. 

Drug  Therapy. — Rather  than  aggravate  an 
already  hyperergic  skin,  which  now  may  react 
allergically  to  medicaments  it  can  tolerate  at 
other  times,  it  is  generally  best  to  use  little  or  no 
local  therapy.  In  the  past,  many  mild  cases  of 
allergic  dermatitis  were  made  severe  ones  by  the 
injudicious  use  of  ointments  or  other  products 
containing  sensitizing  substances,  such  as  tar 
and  related  chemicals,  phenol  products,  anesthet- 
ics, and  antiseptics  containing  mercury.  Now- 
adays antibiotic,  sulfonamide,  and  antihista- 
minic  ointments  have  been  found  to  be  the  major 
causes  of  secondary  allergies  in  such  cases. 
Soap  and  water  should  be  avoided;  gentle  spong- 
ing with  olive  oil  may  be  allowed. 

Steroids:  The  systemic  use  of  corticotropin 
(ACTH)  and  the  corticosteroids  is  generally  not 
necessary,  but  such  therapy  is  valuable  in  severe 
reactions.  Since  the  allergy  soon  subsides,  the 
hormones  need  be  given  for  only  a few  days  and 
thus  are  rarely  contraindicated.  Local  therapy 
is  best  limited  to  hydrocortisone  in  the  ointment 
form  (1  to  2.5  per  cent),  which  is  usually  very 
effective.  It  should  be  remembered,  however, 
that  even  cortisone,  hydrocortisone,  and  other 
steroids  may  cause  allergy,  and  that  some  persons 
are  allergic  to  ingredients  of  ointment  bases, 
especially  lanolin.  If  a secondary  infection  is 
suspected,  systemic  antibacterial  therapy  with 
tetracycline  derivatives  or  sulfonamides  appears 
preferable  to  their  local  use,  even  in  the  numerous 
combinations  with  steroids  now  available. 

Antihistaminics:  As  mentioned  previously,  not 
only  are  antihistaminics  ineffectual  in  contact 
allergy,  but  they  may  result  in  secondary  allergies 
when  used  as  ointments.  Because  of  this,  such 
ointments  are  no  longer  approved.  Only  where 
a proved  allergy  of  the  immediate  variety,  such 


as  ragweed  hay  fever,  is  present  and  may  play  a 
role  in  the  perpetuation  of  the  contact  allergy 
(a  rare  happening),  are  antihistaminics  indicated, 
and  then  only  orally. 

Sedatives:  It  is  important  to  procure  for  the 
patient  adequate  rest  at  night  during  the  acute 
phase  of  the  contact  dermatitis.  It  is  necessary 
to  use  sedatives  during  the  working  hours  only 
in  the  unusually  disturbed  and  nervous  patient. 
Tranquilizers  are  useful.  In  any  event,  the 
course  of  the  dermatitis  is  short  enough  nowa- 
days not  to  require  the  prolonged  use  of  sedatives 
and  hypnotics  such  as  are  advocated  by  many  for 
atopic  dermatitis. 

Desensitization. — Few  contact  agents  lend 
themselves  to  desensitization  procedures.  It  is 
claimed  that  the  only  ones  that  do  are  fatty  sub- 
stances. Most  desensitization  for  contact  al- 
lergy is  done  against  plant  oils,  such  as  poison 
ivy,  ragweed,  timothy,  and  tree  oil  extract.  This 
procedure  generally  lies  in  the  province  of  the 
allergist. 

X-ray. — The  use  of  radiotherapy  is  becoming 
much  less  frequent  for  contact  allergy  of  the  eye- 
lids because  of  the  great  value  of  the  steroids. 
In  those  cases  where  an  allergy  is  superimposed 
on  a dermatosis,  such  as  atopic  and  seborrheic 
dermatitis,  for  which  x-ray  is  a valuable  form  of 
treatment,  or  when  a chronic  lichenified  lesion 
has  developed,  roentgen  therapy  still  has  a place. 
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Case  History 

Dr.  Thomas  N.  Silverberg:  The  patient  was 
a sixty-two-year-old,  white  man  who  entered 
Knickerbocker  Hospital  for  the  first  time  be- 
cause of  a severe  attack  of  shortness  of  breath 
during  the  night  before  admission. 

He  had  first  noticed  respiratory  difficulty  about 
fifteen  years  before,  when  he  developed  chronic 
bronchitis  and  began  to  have  frequent  attacks  of 
asthma.  The  bronchitis  and  asthma  seemed  to 
grow  steadily  worse  and  were  associated  with  a 
constant  cough  that  produced  large  volumes  of 
mucopurulent  sputum,  which  was  sometimes 
blood  tinged.  He  ascribed  symptoms  of  long- 
standing exertional  dyspnea  and  occasional 
sharp,  stabbing,  right-sided  chest  pain  to  his 
asthmatic  condition.  His  attacks  could  only 
be  partially  suppressed  by  Tedral,  aminophyl- 
line,  and  Vaponephrine. 

Five  years  previously  he  had  experienced 
paroxysmal  nocturnal  dyspnea  for  the  first  time 
and  was  taken  to  another  hospital  in  critical 
condition.  After  treatment  for  a week  he  was 
told  that  he  had  heart  failure  and  was  given  an 
oral  medication  which  he  took  for  several  weeks 
and  then  discontinued.  From  then  on  his  ex- 
ertional dyspnea  was  more  severe,  and  he  was 
forced  to  use  two  or  three  pillows  in  order  to 
sleep  at  night. 

About  two  years  previously  he  developed 
ankle  edema,  which  cleared  completely  after 
treatment  with  digitalis  and  mercurial  diuretics. 
He  continued  to  take  digitalis  and  remained  free 
of  edema,  though  dyspneic,  until  nine  months 


before  admission.  Then  his  legs  became  grossly 
edematous,  and  he  suffered  paroxysmal  attacks 
of  dyspnea  two  or  three  nights  each  week. 

Two  months  before  admission  he  was  hos- 
pitalized for  the  second  time  and  treated  inten- 
sively with  salt  restriction,  bed  rest,  mercurials, 
and  ammonium  chloride.  The  edema  disap- 
peared. He  was  able  to  sleep  comfortably  and 
was  dyspneic  only  on  moderate  exertion.  With- 
in two  weeks  after  his  return  home  the  edema, 
orthopnea,  shortness  of  breath,  and  paroxysmal 
nocturnal  dyspnea  again  had  become  more 
severe,  even  though  he  followed  a regimen  of 
low-salt  diet,  Digoxin  0.25  mg.  twice  daily, 
Mercuhydrin  2 cc.  twice  weekly,  and  ammonium 
chloride  4 Gm.  daily.  During  the  night  before 
admission  he  had  an  exceptionally  severe  attack 
of  dyspnea  and  next  morning  was  brought  to  the 
hospital  by  ambulance. 

He  described  an  illness  at  the  age  of  fifteen 
which  his  doctors  had  considered  as  acute  rheu- 
matic fever.  However,  no  mention  had  ever 
been  made  of  a heart  murmur,  and  he  had  no 
further  attacks  resembling  the  original  one. 
When  he  was  twenty-two,  he  contacted  syphilis 
and  was  treated  for  a year  with  Salvarsan  in- 
jections. Between  the  ages  of  forty  and  fifty 
he  had  lobar  pneumonia  three  times  and  was  ill 
with  “yellow  jaundice”  once. 

The  review  of  systems  was  otherwise  unre- 
vealing, except  for  the  complaint  of  recent 
nocturia.  The  patient  denied  knowledge  of 
hypertension  at  any  time  in  the  past.  He  said 
that  he  had  done  a good  deal  of  drinking"  in  his 
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younger  days. 

Physical  examination  revealed  a wasted, 
poorly-nourished,  elderly  man,  who  seemed 
chronically  ill  and  was  in  acute  respiratory  dis- 
tress. His  temperature  was  98  F.,  pulse  80 
and  irregular,  respirations  32,  and  blood  pres- 
sure 130/70.  The  lips  and  mucous  membranes 
of  the  mouth  were  cyanotic.  The  tongue  was 
well  papillated.  The  pharynx  was  coated  with 
thick  mucoid  material.  The  sclerae  were  not 
icteric,  and  the  conjunctivae  were  clear.  The 
pupils  were  round,  regular,  equal,  and  reactive 
to  light.  Examination  of  the  fundi  disclosed 
clear  disk  margins,  tortuous  arterioles,  but  no 
hemorrhages  or  exudates.  The  neck  was  supple 
and  showed  pronounced  venous  engorgement. 
The  trachea  was  in  the  midline.  The  thyroid 
was  not  enlarged. 

The  chest  showed  an  increased  anteroposterior 
diameter,  and  the  respiratory  excursions  were 
limited  bilaterally.  There  was  dullness  to  per- 
cussion over  the  right  posterior  base  with  di- 
minished breath  sounds  in  this  area.  Rales 
were  audible  at  both  bases.  There  were  no 
rhonchi  or  wheezes.  The  maximal  cardiac  im- 
pulse was  felt  in  the  sixth  intercostal  space  at  the 
anterior  axillary  line.  The  cardiac  rhythm  was 
grossly  irregular,  but  there  was  no  pulse  deficit. 
A left  parasternal  heave  was  present.  There 
was  a palpable  thrill  over  the  second  right  inter- 
costal space  on  full  expiration.  A grade  II 
blowing  systolic  murmur  was  heard  at  the  apex 
and  left  sternal  border.  A grade  II  harsh,  low'- 
pitched  systolic  murmur  was  heard  over  the 
second  right  interspace  and  was  transmitted  to 
the  neck  vessels.  A2  and  P2  were  both  faint. 
There  was  no  friction  rub  or  gallop  rhythm. 

The  abdomen  was  soft,  flat,  and  nontender.  A 
firm  liver  edge  was  felt  3 fingerbreadths  below 
the  right  costal  margin.  No  masses  were  pal- 
pable. Rectal  examination  revealed  the  pros- 
tate to  be  of  normal  size,  smooth,  and  symmetri- 
cal. There  was  no  blood  or  stool  on  the  glove. 
The  extremities  showed  3 plus  pitting  edema  to 
the  knees.  There  was  no  cyanosis  or  clubbing. 
All  peripheral  pulses  were  felt.  No  enlarged 
lymph  nodes  were  found.  The  deep  tendon  re- 
flexes were  absent  in  both  lower  extremities. 

Urinalysis  on  admission  showed  a specific 
gravity  of  1.010,  one  plus  albumin,  no  sugar,  no 
acetone,  and  an  occasional  white  blood  cell  in 
the  sediment.  Another  examination  one  week 
later  was  essentially  unchanged.  The  serology 
was  negative.  The  hemoglobin  was  11.6  Gm.  per 


100  ml.  The  white  cell  count  was  6,200  with 
71  per  cent  neutrophils  and  29  per  cent  lympho- 
cytes. The  hematocrit  was  36  per  cent.  The 
creatinine  was  1.25  mg.  per  100  ml.  The  serum 
protein  totalled  6.2  Gm.  with  3.1  Gm.  albumin 
and  3.1  Gm.  globulin.  The  cholesterol  was 
119  mg.  per  100  ml.  of  which  77  mg.  was  esteri- 
fied.  The  prothrombin  time  was  18.4  seconds 
(control  13.4  seconds).  The  serum  sodium  was 
135  mEq.  per  liter,  serum  potassium  5.1  mEq., 
serum  chloride  90.6  mEq.,  and  carbon  dioxide 
29.5  millimols  per  liter.  Six  days  later  the 
carbon  dioxide  was  26  millimols. 

Proteus  vulgaris  was  grown  from  the  sputum 
and  Bacillus  pyocyaneus  was  grown  from  the 
urine.  An  electrocardiogram  on  admission 
showed  auricular  fibrillation  with  a ventricular 
response  of  80  and  incomplete  left  bundle  branch 
block.  Eight  days  later  it  showed  auricular  fibril- 
lation with  a ventricular  response  of  100.  The 
ventricular  rhythm  showed  intervals  of  complete 
regularity,  and  there  were  frequent  idioventricu- 
lar beats. 

For  the  first  two  days  the  patient  was  kept  on 
strict  bed  rest,  placed  on  a salt-free  diet,  and 
given  Digoxin  0.25  mg.  twice  daily.  There  was 
no  improvement  beyond  a weight  loss  of  2 pounds. 
Even  with  oxygen  given  by  mask,  he  remained 
strikingly  orthopneic  and  showed  mild  cyanosis. 
There  was  no  elevation  of  temperature,  and  he 
seemed  to  be  coughing  infrequently. 

After  an  injection  of  Mercuhydrin  there  was 
a further  loss  of  2 pounds  which  w^as  regained  two 
days  later.  He  was  then  given  ammonium 
chloride  8 Gm.  daily  and  Diamox  250  mg.  twice 
daily  for  three  days.  Following  this,  another 
injection  of  Mercuhydrin  produced  a weight  loss 
of  only  1 pound  in  two  days.  During  this  time 
his  dyspnea  failed  to  improve,  despite  the  use  of 
Vaponephrine  by  nebulizer  and  repeated  doses  of 
aminophylline  intravenously  and  by  supposito- 
ries. 

Eight  days  after  admission  his  physical  signs 
had  not  materially  changed.  However,  there 
were  now  occasional  coupled  heart  beats,  and 
the  electrocardiogram  showed  bursts  of  regular 
ventricular  rhythm  and  frequent  aberrant  ven- 
tricular beats.  Digoxin  was  discontinued,  and 
potassium  chloride  3 Gm.  daily  was  given  orally. 
Next  morning  the  bigeminal  rhythm  had  dis- 
appeared, and  the  ventricular  beat  was  again 
grossly  irregular. 

Several  hours  later  the  patient  lapsed  into 
coma.  His  blood  pressure  fell  to  40/0  and  could 
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not  be  restored  by  intravenous  Levophed.  His 
temperature  rose  to  102  F.,  and  he  died  without 
recovering  consciousness. 

Discussion 

Dr.  Stanley  Wittenberg:  This  patient  was 
a sixty-two-year-old  man  whose  history  of  illness 
began  fifteen  years  ago  when  he  developed  a 
productive  cough,  dyspnea,  and  evidence  of 
bronchospasm.  These  symptoms  steadily  pro- 
gressed, and  are  consistent  with  the  disease  proc- 
esses of  chronic  bronchitis,  pulmonary  fibrosis, 
and  emphysema. 

He  first  exhibited  symptoms  of  left  heart 
failure  five  years  before  his  final  admission.  At 
that  time  he  was  taken  to  another  hospital  be- 
cause of  parox}'smal  nocturnal  dyspnea.  There 
we  may  assume  he  was  given  digitalis.  Exer- 
tional dyspnea  became  progressively  worse  and 
orthopnea  developed.  He  first  exhibited  symp- 
toms of  right  heart  failure  two  years  before  his 
final  admission,  developing  overt  dependent 
edema.  This  responded  to  digitalis  and  mer- 
curial diuretics  until  nine  months  before  ad- 
mission, when  he  went  into  severe  left  and  right 
failure. 

Two  months  before  the  admission  which  con- 
cerns us  he  was  hospitalized  for  the  second  time 
and  placed  on  a vigorous  cardiac  regimen  to 
which  he  responded  temporarily.  However, 
he  had  to  be  readmitted  after  two  weeks  at  home 
despite  digitalis,  ammonium  chloride,  biweekly 
mercurial  diuretics,  and  salt  restriction,  for  his 
congestive  failure  had  become  intractable. 

His  past  history  includes  an  illness  diagnosed 
as  rheumatic  fever  at  fifteen  years  of  age.  When 
he  was  twenty-two  he  had  syphilis,  which  was 
fairly  adequately  treated.  The  three  bouts  of 
“pneumonia”  in  his  fifth  decade  appear  to  be 
coincident  with  the  onset  of  his  bronchopulmo- 
nary disease  and  may  have  contributed  to  his 
pulmonary  fibrosis.  I can  attach  no  special 
meaning  to  the  episode  of  jaundice  nor  to  the 
history  of  remote  high  alcohol  intake. 

The  significant  physical  findings  on  admission 
were  a normal  temperature,  total  irregularity  of 
the  pulse  at  a rate  of  80,  normal  blood  pressure, 
and  a slight  cyanosis  of  the  lips.  The  neck 
veins  were  engorged.  The  increased  anteropos- 
terior chest  diameter  and  diminished  respira- 
tory  excursions  are  consistent  with  pulmonary 
fibrosis  and  emplw sema  superimposed  on  chronic 
bronchitis.  The  lungs  were  congested,  and 
there  was  evidence  of  a right  pleural  effusion. 


The  heart  was  enlarged  downward  and  to  the 
left,  and  a left  parasternal  heave  was  felt.  A 
blowing  systolic  murmur  was  heard  at  the  mitral 
area  transmitted  to  the  left  sternal  border.  A 
harsh  systolic  murmur  and  thrill  were  noted  in 
the  aortic  area.  Both  A2  and  P2  were  faint. 
These  cardiac  signs  point  firmly  to  a diagnosis 
of  aortic  stenosis. 

The  hepatic  enlargement  and  edema  of  the 
legs  were  indicative  of  congestive  heart  failure. 

Laboratory  studies  showed  a mild  anemia,  a 
urine  with  a fixed  specific  gravity  at  1.010,  and 
1 plus  albuminuria.  The  moderate  alterations 
in  liver  function  texts  connote  chronic  passive 
congestion  consistent  with  right-sided  heart 
failure  over  a two-year  period.  The  low  serum 
chloride  and  elevated  carbon  dioxide  value 
denotes  the  type  of  hypochloremic  alkalosis 
which  often  occurs  in  congestive  failure  and 
which  is  relatively  unresponsive  to  treatment. 
It  is  usually  treated  with  oral  ammonium  chlo- 
ride, as  this  patient  was  treated,  or  with  paren- 
teral ammonium  or  sodium  chloride.  However, 
intractable  failure  of  this  degree  is  not  usually 
helped  by  parenteral  salt  solution.  With  pres- 
ent-day methods  of  intensive  treatment,  when 
a patient  finally  succumbs  to  congestive  failure, 
one  often  finds  terminal  electrolyte  imbalance. 

The  growth  of  P.  vulgaris  from  the  sputum 
is  a common  finding  in  chronic  bronchitis. 
Possibly  a second  culture  would  have  yielded  a 
different  organism.  Despite  the  growth  of  B. 
pyocyaneus  from  the  urine,  I cannot  see  evidence 
of  significant  urinary  tract  infection.  Blood 
cultures  were  not  taken.  The  patient  was  afeb- 
rile until  shortly  before  he  died. 

The  electrocardiogram  on  admission  demon- 
strates controlled  auricular  fibrillation.  Digi- 
talis effect  is  manifested  by  depressed  S-T  seg- 
ments in  leads  I and  II,  AVF,  and  those  over 
the  left  precordium.  Incomplete  left  bundle 
branch  block  is  seen  in  the  standard  and  unipolar 
limb  leads.  Left  ventricular  hypertrophy  is 
evident  by  the  amplitude  of  the  QRS  complexes, 
late  intrinsicoid  deflection  in  the  leads  over  the 
left  ventricle,  depressed  S-T  segments,  and 
asymmetric  inverted  T waves  in  V5  and  VV 
The  heart  is  semivertical  electrically,  and  there 
is  no  evidence  of  right  ventricular  hypertrophy 
or  hypertrophy  of  both  right  and  left  ventricles. 
However,  the  latter  is  often  difficult  to  distin- 
guish by  electrocardiogram.  A second  electro- 
cardiogram indicated  overdigitalization  mani- 
fested by  runs  of  regular  ventricular  responses 
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Fig.  1.  Posteroanterior  film  of  chest  showing  hilar 
congestion,  a right  pleural  effusion  which  obliterates  the 
right  cardiac  border,  and  an  increased  transverse  diam- 
eter of  the  heart. 

and  ventricular  premature  beats. 

The  chest  film  (Fig.  1)  shows  a right  pleural 
effusion  and  bilateral  hilar  congestion,  thoroughly 
consistent  with  left  heart  failure  of  many  year’s 
duration.  There  is  not  much  evidence  of  pul- 
monary emphysema  in  either  lung  field.  There 
is  generalized  cardiac  enlargement,  specifically 
hypertrophy  and  dilatation  of  the  left  ventricle. 
The  left  pulmonary  artery  and  the  outflow  tract 
of  the  right  ventricle  are  not  prominent.  Right 
ventricular  enlargement  as  a rule  is  not  obvious 
in  the  posteroanterior  view,  because  this  chamber 
projects  forward.  Oblique  views  are  more 
sensitive  indicators  of  right  ventricular  enlarge- 
ment. However,  marked  right  ventricular  hy- 
pertrophy is  unlikely  in  the  absence  of  enlarge- 
ment of  the  outflow  tract  from  this  chamber.  I 
see  no  evidence  of  aortic  valve  calcification  in 
this  film,  but  special  x-ray  methods  are  often 
necessary  to  demonstrate  valve  and  valve-ring 
calcification. 

During  his  hospital  stay  the  patient  never 
became  deeply  cyanotic.  He  remained  afebrile, 
and  cough  was  not  a prominent  feature.  In 
spite  of  vigorous  therapy,  including  a modified 
Luckey  regimen,  his  course  was  progressively 
downhill.  He  exhibited  intractable  failure  in 
its  true  meaning:  No  diuresis  was  obtained  and 


digitalis  was  pushed  to  toxicity  and  then  dis- 
continued. On  the  ninth  hospital  day  he  became 
comatose  and  hypotensive.  There  was  no 
sudden  episode  of  chest  pain.  His  temperature 
rose  to  102  F.,  and  he  died. 

My  major  cardiac  diagnosis  is  aortic  stenosis 
on  the  basis  of  inactive  rheumatic  heart  disease. 
This  is  based  on  the  presence  of  left-sided  fail- 
ure for  five  years,  the  harsh  systolic  murmur 
and  thrill,  the  faint  aortic  second  sound,  and 
the  resulting  left  ventricular  hypertrophy.  The 
negative  serology,  the  absence  of  a wide  pulse 
pressure  and  a diastolic  murmur  are  sufficient  to 
rule  out  aortic  insufficiency.  However,  this 
patient  displayed  several  clinical  features  which 
are  unusual  in  pure,  uncomplicated  aortic  steno- 
sis. First,  auricular  fibrillation  is  not  common 
in  aortic  stenosis.  In  the  series  of  Mitchell 
et  al.1  only  10  per  cent  of  the  patients  with  pure 
aortic  stenosis  showed  auricular  fibrillation, 
but  when  combined  aortic  and  mitral  stenosis 
were  present,  the  incidence  of  auricular  fibril- 
lation rose  to  55  per  cent.  Second,  the  average 
survival  time  after  the  onset  of  failure  in  pure 
aortic  stenosis  is  only  two  years,  but  it  rises  to 
five  years  when  aortic  stenosis  is  complicated 
by  mitral  stenosis.  Our  patient  survived  five 
years  after  his  first  attack  of  left-sided  fail- 
ure. Third,  a left  parasternal  heave  was  felt 
over  the  precordium.  This  usually  indicates 
right  ventricular  hypertrophy  but  may  be  found 
in  extreme  dilatation  of  that  chamber.  I 
would  not  expect  such  a finding  in  pure  aortic 
stenosis,  but  it  could  be  explained  by  generalized 
cardiac  dilatation,  including  the  right  ventricle, 
as  a terminal  situation.  However,  if  we  are  to 
consider  mitral  stenosis  as  an  additional  factor 
to  explain  the  above  observations,  then  we  must 
also  explain  the  absence  of  the  physical  signs  of 
mitral  stenosis.  The  protocol  describes  an  apical 
systolic  blowing  murmur  transmitted  to  the  left 
sternal  border  but  not  laterally.  This  of  course 
is  often  found  in  association  with  a dilated  left 
ventricle  and  does  not  permit  us  to  diagnose  un- 
equivocal mitral  valve  disease.  The  absence  of 
a presystolic  murmur  and  thrill  may  occur  in 
mitral  stenosis  in  the  presence  of  a fibrillating 
left  auricle  because  of  the  lack  of  forceful  auricular 
systole  forcing  blood  past  the  stenotic  valve. 
Also,  in  a failing  heart  the  pressure  changes  are 
less  marked,  because  each  chamber  does  not 
empty  fully  with  each  contraction.  However, 
although  a presystolic  murmur  might  be  in- 
audible, one  would  expect  accentuation  of  P2 
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and  the  left  pulmonary  artery  to  show  some  en- 
largement in  the  chest  film. 

I am  impressed  with  the  prolonged  survival 
of  this  patient  and  am  in  the  odd  position  of 
looking  for  an  additional  cardiac  anatomic 
diagnosis  to  explain  it.  It  is  knowm  that  multi- 
ple rheumatic  valvular  lesions  are  better  han- 
dled by  the  heart  than  single  ones. 

Dr.  Michael  S.  Bruno:  Are  there  any  good 
reasons  to  exclude  the  possibility  of  cor  pulmonale 
either  due  to  intrinsic  pulmonary  disease  or  to 
pulmonary  vascular  disease? 

Dr.  Wittenberg:  The  question  of  cor  pul- 
monale should  be  evaluated.  The  points  against 
it  are  the  absence  of  prominence  or  dilatation  of 
the  right  ventricular  outflow  tract  in  the  postero- 
anterior  view  of  the  chest,  the  absence  of  severe 
cyanosis,  clubbing  of  the  fingers,  and  secondary 
polycythemia,  and  the  absence  of  an  accentuated 
pulmonic  second  sound,  a consistent  sign  in  cor 
pulmonale.  Also,  I believe  that  cor  pulmonale 
superimposed  on  aortic  stenosis  would  have 
shortened  this  patient’s  life  rather  than  pro- 
longed it. 

Other  conditions  should  be  discussed  briefly. 
The  absence  of  signs  of  aortic  insufficiency  rules 
out  luetic  heart  disease;  aortic  stenosis  is  not 
a sequel  of  syphilis.  Hypertension  and  a di- 
lated aorta  are  often  associated  with  a systolic 
murmur  at  the  aortic  area,  but  the  absence  of  an 
elevated  blood  pressure  and  the  presence  of  a 
thrill  are  against  this  diagnosis.  Subaortic 
stenosis  is  found  in  younger  people,  and  A2  is 
not  diminished.  Pulmonic  stenosis  often  gives 
a basal  murmur  and  thrill,  but  they  are  usually 
localized  to  the  pulmonic  area;  in  addition,  there 
was  no  roentgenographic  or  electrocardiographic 
evidence  of  right  ventricular  hypertrophy. 
Coronary  artery  disease  does  not  usually  result 
in  an  enlarged  heart  with  severe  congestive 
failure  unless  there  has  been  one  or  more  exten- 
sive myocardial  infarcts  or  at  least  a previous 
history  of  coronary  insufficiency.  Subacute 
bacterial  endocarditis  should  usually  be  con- 
sidered in  any  Clinicopathologic  Conference, 
but  auricular  fibrillation  and  congestive  failure 
are  not  often  found  in  this  disease.  The  absence 
of  fever  or  embolic  phenomena  militate  against 
this  diagnosis.  Pulmonary  infarction,  often 
multiple,  should  be  considered  in  any  patient 
whose  cardiac  failure  does  not  respond  to  ther- 
apy. However,  there  is  no  history  of  sudden 
episodic  chest  pain,  fever,  or  cough  during  his 
hospital  course.  His  terminal  illness  seems  to 


represent  the  picture  of  gradual  forward  failure 
rather  than  a sudden  embolism  to  the  lungs. 

To  sum  up,  I think  the  autopsy  wdll  disclose 
chronic  bronchitis  with  pulmonary  fibrosis  and 
emphysema.  There  will  be  marked  congestive 
changes  in  the  lungs  and  a right  pleural  effusion. 
The  heart  will  show  inactive  rheumatic  heart 
disease,  rheumatic  aortic  stenosis,  and  diffuse 
enlargement  with  a markedly  hypertrophied 
and  dilated  left  ventricle.  Congestive  changes 
of  the  liver  and  other  organs  will  also  be  found. 
For  the  reasons  I have  given,  I feel  that  I should 
add  the  diagnosis  of  mitral  stenosis  even  though 
there  is  a lack  of  specific  objective  evidence  to 
support  this  possibility. 

Dr.  Marcel  Tuchman:  The  presence  of  a 
hypochloremic  alkalosis  in  this  patient  as  mani- 
fested by  a low  serum  chloride  level  and  a slight 
increase  in  the  carbon  dioxide  combining  power 
is  a point  of  interest.  The  electrolyte  determina- 
tions should  be  interpreted  with  caution  and  in 
the  context  of  the  patient’s  underlying  disease. 
In  this  instance  hypochloremic  alkalosis  appears 
to  be  a feature  of  refractory  congestive  heart 
failure;  therefore,  correction  of  the  electrolyte 
imbalance  by  raising  plasma  chloride  levels  is 
effective  treatment.  However,  the  same  electro- 
lyte disturbance  may  accompany  several  pul- 
monary emphysema  and  fibrosis,  no  cardiac 
failure  being  present.  In  such  patients  the 
hypochloremic  alkalosis  is  a compensatory  mech- 
anism, representing  a migration  of  chlorides 
from  the  plasma  to  balance  the  increased  carbon 
dioxide  tension  of  both  the  alveolar  air  and  the 
plasma.  In  this  group  of  patients,  administra- 
tion of  chlorides  is  dangerous,  even  fatal,  for 
it  interferes  with  the  body’s  self-regulatory 
mechanism  to  compensate  a respiratory  acidosis. 

Diagnoses 

Clinical. — ( 1 ) Rheumatic  heart  disease  with 
aortic  stenosis  and  mitral  insufficiency,  (2)  cardiac 
hypertrophy  and  congestive  heart  failure,  and 
(3)  pulmonary  emphysema  and  (?)  bronchiectasis. 

Dr.  Wittenberg. — ( 1 ) Inactive  rheumatic 
heart  disease  with  aortic  stenosis,  (?)  mitral  stenosis , 
left  ventricular  dilatation  and  hypertrophy,  ( 2 ) 
chronic  bronchitis  with  pulmonary  fibrosis  and 
emphysema,  (3)  chronic  passive  congestion  of 
viscera,  and  (4)  pleural  effusion , right. 

Anatomic. — ( 1 ) Calcific  aortic  stenosis,  post- 
rheumatic,  ( 2 ) Mitral  stenosis,  mild,  postrheu- 
matic, ( 3 ) left  venticular  hypertrophy,  U)  right 
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Fig.  2.  Close-up  of  aortic  valve  showing  the  stenosis 
produced  by  thick,  rigid  cups,  fused  at  the  commissures 
and  calcified. 


ventricular  dilatation,  (5)  coronary  arteriosclerosis, 
moderate,  with  interstitial  myocardial  fibrosis,  (6) 
'pulmonary  arteriosclerosis,  (7)  bronchiectasis,  bi- 
lateral, severe,  ( 8 ) pulmonary  emphysema  and 
fibrosis,  bilateral,  severe,  ( 9 ) bronchopneumonia, 
terminal,  (10)  chronic  passive  congestion  of  liver, 
spleen,  kidneys , (11)  pleural  effusions,  bilateral, 
250  cc.,  (12)  benign  nephrosclerosis,  (13)  renal  cell 
carcinoma,  clear  cell  type,  right  kidney,  peripheral, 
(14)  tubular  adenoma,  left  kidney, f and  (15)  chronic 
cystitis. 

Pathologic  Report 

Dr.  William  B.  Ober:  The  heart  weighed 
650  Gm.  The  left  ventricle  was  hypertrophied 
to  20  mm.  The  right  ventricle  was  extremely 
dilated,  but  its  wall  was  not  thickened.  There 
was  a severe  calcific  aortic  stenosis  (Fig.  2;,  the 
valve  cusps  being  thickened  and  fixed  in  a dis- 
torted position.  The  aortic  valve  orifice  meas- 
ured less  than  5 cm.  in  circumference,  and  there 
was  fusion  of  the  commissures.  There  was  a 
slight  reduction  in  the  circumference  of  the 
mitral  valve  to  12  cm.,  and  the  posterior  leaflet 
was  thickened,  limited  in  its  excursion,  and 
showed  typical  rheumatic  scarring  with  thick- 
ening and  fusion  of  the  chordae  tendinea  (Fig. 
3).  I would  think  that  the  mild  degree  of 
stenosis  was  coupled  with  some  degree  of  re- 
gurgitation. The  degree  of  mitral  stenosis  was 
not  sufficient  to  dilate  the  left  auricle. 

The  distribution  of  valvular  lesions  in  rheu- 
matic heart  disease  is  always  of  interest.  Claw- 
son2 studied  779  cases  of  rheumatic  valvulitis, 
acute,  subacute,  and  chronic.  He  found  the 
aortic  valve  to  be  involved  alone  in  21  per  cent 
of  the  cases,  the  mitral  valve  alone  in  37  per  cent, 
and  combined  aortic  and  mitral  lesions  in  28 


Fig.  3.  Close-up  of  the  mitral  valve  showing  fibrous 
thickening  of  the  posterior  leaflet  and  thickening  and 
fusion  of  the  chordae  tendinea. 


per  cent.  The  remaining  14  per  cent  was  scat- 
tered among  various  other  combinations.  In  this 
case  the  aortic  valve  lesion  was  more  severe  than 
the  mitral  lesion  and  dominated  the  clinical 
picture  for  several  years. 

In  addition  to  the  stigmata  of  healed  rheumatic 
carditis,  there  was  a moderate  degree  of  coro- 
nary arteriosclerosis  with  slight  narrowing  but 
no  occlusion.  Interstitial  myocardial  fibrosis 
(Fig.  4)  and  focal  myocytolysis  were  present  in 
a degree  disproportionate  to  the  amount  of  coro- 
nary artery  disease,  suggesting  that  moderate 
reduction  in  coronary  flow  is  more  likely  to  leave 
small  scars  in  a hypertrophied  left  ventricle  than 
in  a normal  one,  presumably  because  the  increased 
fiber  size  in  hypertrophy  results  in  a decrease  of 
the  fiber  volume:  fiber  surface  ratio  rendering 
diffusion  of  oxygen  and  other  cell  nutrients  in- 
adequate for  cellular  viability  in  scattered  foci. 
There  was  no  overt  cardiac  infarct. 

The  pulmonary  lesions  were  severe  and  diffuse, 
consisting  of  a generalized  bronchiectasis,  more 
pronounced  in  the  bronchi  of  the  lower  lobes. 
There  was  extensive  pulmonary  fibrosis  with 
areas  of  emphysema  between  zones  of  scarring, 
evidence  of  repeated  bouts  of  pulmonary  in- 
fection. The  degree  of  scarring  was  sufficient  to 
produce  vascular  obstruction  and  pulmonary 
hypertension,  as  evidenced  by  a noticeable  degree 
of  atherosclerosis  in  the  pulmonary  artery  and 
its  major  branches.  While  the  degree  of  right 
ventricular  response  to  the  increased  work  im- 
posed by  the  lung  lesions  was  not  quite  sufficient 
to  warrant  a diagnosis  of  cor  pulmonale,  this 
process  was  well  on  its  way.  Had  the  patient 
not  also  suffered  from  left-sided  valvular  disease, 
a frank  cor  pulmonale  would  probably  have  de- 
veloped in  a year  or  two.  I do  not  think  there 
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Fig.  4.  Section 
through  the  base  of  the 
left  ventricle  showing 
diffuse  myocardial  fibro- 
sis. 


was  sufficient  mitral  obstruction  for  back  pres- 
sure to  have  contributed  significantly  to  the 
pulmonary  lesions.  A patchy  terminal  broncho- 
pneumonia was  present. 

In  addition  to  the  major  cardiopulmonary 
disease,  there  was  chronic  passive  congestion  of 
the  abdominal  viscera  and  bilateral  pleural 
effusions  of  200  to  250  cc.  In  summary,  the 
terminal  picture  is  one  of  combined  right  and 
left  congestive  failure,  both  forward  and  back- 
ward failure  being  clinically  evident,  a not  uncom- 
mon combination.  Although  it  is  convenient  to 
conceptualize  right-sided  failure  as  something 
sharply  distinguishable  from  left-sided  failure, 
and  forward  failure  as  an  entirely  different  hemo- 
dynamic situation  from  backward  failure,  in 
practice  these  entities  often  overlap.  It  is  only 
under  exceptional  circumstances  or  else  in  the 
early  stages  of  illness  that  one  can  readily  ob- 
serve them  in  a pure  form. 

The  fixed  specific  gravity  of  the  urine  is  prob- 
ably best  explained  by  a noticeable  degree  of 
benign  nephrosclerosis.  The  few  white  blood 
cells  in  the  urine  probably  reflect  a low-grade 
chronic  cystitis.  In  addition,  the  right  kidney 
contained  a 2.2-cm.  renal  cell  carcinoma  of  the 
clear  cell  type.  It  was  located  peripherally  at 
the  lower  pole,  did  not  involve  the  calyces,  did 
not  invade  the  perirenal  fat,  and  was  clinically 
silent.  A 3-mm.  tubular  adenoma  was  present 
in  the  cortex  of  the  left  kidney.  The  discovery 
of  such  lesions  is  purely  a pathologist’s  enter- 


tainment and  leads  one  to  speculate  about  the 
relation  of  benign  epithelial  tumors  of  the  kidney 
to  malignant  ones  and  the  relation  of  both  to 
possible  endogenous  carcinogenesis. 

Dr.  Michael  S.  Bruno:  I would  like  to  con- 
gratulate Dr.  Wittenberg  for  his  discussion  this 
morning,  and  in  particular  for  the  manner  in 
which  he  concluded  that  this  patient  had  mitral 
as  well  as  aortic  stenosis.  The  rather  minimal 
degree  of  mitral  stenosis  present  at  autopsy  only 
serves  to  enhance  my  admiration  for  his  di- 
agnostic acumen. 

I was  particularly  impressed  by  the  amount  of 
myocardial  fibrosis  present,  which  was  described 
by  Dr.  Ober  as  being  disproportionate  to  the 
degree  of  coronary  artery  and  coronary  ostial 
disease.  Clinical  evidence  of  impaired  coronary 
blood  flow  is  more  common  in  aortic  stenosis 
than  with  any  other  valvular  defect.  This 
includes  luetic  aortic  disease,  where  the  process 
may  involve  the  coronary  ostia.  The  patho- 
genesis for  decreased  coronary  blood  flow  in 
aortic  stenosis  is  still  in  the  realm  of  physiologic 
controversy.  Certainly  these  patients  may  have 
a significant  degree  of  coronary  sclerosis  in  addi- 
tion to  aortic  stenosis.  On  the  other  hand 
myocardial  ischemia  with  resulting  fibrosis,  may 
occur  without  coronary  sclerosis  or  to  a dis- 
proportionate degree.  To  understand  this  ap- 
parent paradox  an  explanation  for  functional 
coronary  insufficiency  in  aortic  stenosis  must  be 
considered. 
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Physiologic  support  for  coronary  insufficiency 
in  aortic  stenosis  has  been  reported.3  It  has 
been  shown  that  there  is  a significant  reduction 
in  minute  and  systolic  flow  through  the  coronary 
arteries  and  that  this  flow  cannot  be  easily 
increased  under  circumstances  of  increased  de- 
mand. With  aortic  stenosis  an  essentially 
normal  aortic  pressure  can  only  be  maintained 
by  increased  left  ventricular  contracture  as- 
sociated with  a tremendous  elevation  of  intra- 
ventricular pressure.  The  enhanced  intraven- 
tricular pressure  causes  a diminished  systolic 
flow  through  the  coronary  artery  ramifications 
by  producing  increased  peripheral  coronary 
resistance  during  systole.  Thus,  inadequate 


coronary  blood  flow  even  at  rest  may  be  present. 
This  deficiency  is  compounded  during  periods  of 
stress. 

A clinical  history  suggesting  impaired  coronary 
blood  flow  was  lacking  in  this  morning’s  protocol. 
However,  theoretic  considerations  to  explain 
the  rather  advanced  degree  of  myocardial  fibrosis, 
which  was  disproportionate  to  the  amount  of 
intimal  disease  in  the  main  coronary  tree  in  this 
case  of  aortic  stenosis,  are  intriguing. 
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Streptokinase-  Streptodornase 


Successful  use  of  a new  drug  product  to  reduce 
swelling  and  speed  healing  of  injuries  and  infections 
has  been  reported  by  Veterans  Administration. 

Streptokinase-streptodornase,  in  tablet  form,  was 
given  to  57  patients  with  conditions  involving 
abscess,  swelling,  and  blood  clots,  a research  group 
at  the  Fort  Howard,  Md.,  VA  hospital  said. 

The  researchers,  Dr.  Joseph  M.  Miller,  Dr.  George 
C.  Godfrey,  Dr.  Milton  Ginsberg,  and  Dr.  Constan- 
tine J.  Papastrat,  said  results  were  excellent  in  most 
cases. 

Some  improvement  in  inflammation  and  swelling 
was  observed  within  twenty-four  hours  after  the 
drug  was  administered,  the  group  of  surgeons  said, 
and  preventive  use  of  the  tablets  permits  surgical 
repair  of  extensive  wounds  with  only  a fraction  of 
the  swelling  that  normally  occurs. 


The  doctors  said  the  new  tablet  form  of  strepto- 
kinase-streptodornase also  eliminates  the  pain  and 
annoyance  that  some  patients  experience  from  injec- 
tions of  the  drug. 

The  tablets  are  allowed  to  dissolve  in  the  patient’s 
mouth  next  to  the  cheek,  with  absorption  taking 
place  through  the  cheek  membranes. 

Since  the  drug  mechanism  permits  passage  of  bac- 
teria from  the  site  of  an  infection  to  other  parts  of 
the  body,  the  Fort  Howard  surgeons  said  it  is  essen- 
tial that  patients  suspected  of  having  an  infection  be 
treated  with  an  antibiotic  at  the  same  time  they 
receive  the  tablets,  as  was  done  in  the  VA  study. 

The  doctors  reported  their  findings  in  a recent 
issue  of  the  Journal  of  the  American  Medical  Associ- 
ation. 
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The  last  twenty  years  have  witnessed  sig- 
nificant changes  in  American  society  with 
respect  to  the  general  understanding  of  and 
response  to  the  problems  of  alcoholism.  Until 
recently  this  was  defined  primarily  as  a moral 
problem  associated  with  personal  inadequacy 
and  moral  degradation.  Today  there  is  fairly 
widespread  recognition  of  alcoholism  as  a medical 
and  a public  health  problem.  This  redefinition 
of  the  problem  has  been  associated  with  a more 
sympathetic  public  understanding  and  with 
more  effective  professional  efforts  to  help  the 
alcoholic  and  his  family. 

As  an  increasing  amount  of  attention  has  been 
focused  on  the  problems  of  alcoholism,  there  has 
been  a growing  interest  in  organized  programs 
for  alcoholism.  Since  1944,  voluntary  health 
groups  concerned  with  alcoholism  have  been 
established  in  about  80  cities.  A national 
voluntary  agency,  the  National  Council  for 
Alcoholism,*  has  served  in  an  advisory  capacity 
guiding  local  community  groups  in  the  develop- 
ment of  alcoholism  programs.  During  the 
same  period  growing  public  concern  has  led  to 

* Originally  the  National  Committee  for  Education  on 
Alcoholism  and  later  the  National  Committee  on  Alcoholism. 


the  development  of  tax-supported  programs  of 
education,  research,  or  treatment  for  alcoholism 
in  nearly  40  states  and  several  municipalities. 

As  existing  programs  are  reviewed  and  as  new 
programs  are  proposed,  the  question  is  frequently 
raised:  Is  a special  community  organization  on 
alcoholism  necessary  or  desirable?  If  so,  what 
are  its  legitimate  functions?  What  are  its 
long-range  goals?  How  should  it  relate  to  other 
health  resources  in  the  community? 

These  questions  are  not  limited  to  alcoholism. 
They  apply  to  each  of  the  many  diseases  and 
health  problems  for  which  special  voluntary 
efforts  are  launched. 

Persons  who  question  the  “special  problem” 
approach  point  out  that  the  pattern  of  many 
special  committees,  each  concerned  with  a par- 
ticular health  problem,  is  apt  to  be  a costly  and 
inefficient  organizational  pattern  from  the  view- 
point of  total  community  health.  Such  a pattern 
results  in  many  duplications  of  functions.  Each 
small  organization  must  employ  its  limited 
personnel  in  many  types  of  activity  for  which 
they  are  not  primarily  trained.  Frequently 
such  programs  actually  operate  in  isolation 
from  other  agencies  which  might  help  in  meeting 
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their  special  problem. 

In  favor  of  the  “special  problem”  pattern  of 
organization,  it  is  argued  that  without  the 
special  effort  of  a group  of  citizens  specifically 
concerned  with  the  particular  problem,  it  is 
invariably  lost  among  traditional  health  and 
welfare  services.  With  respect  to  the  problems 
of  alcoholism,  the  development  of  community 
resources  and  services  has  rarely  come  about 
without  such  special  effort  by  persons  with 
primary  interest  in  alcoholism.  This  pattern 
is  by  no  means  unique  to  alcoholism.  It  is,  in 
fact,  characteristic  of  the  voluntary  health 
movement  in  the  United  States.  Because 
alcoholism  is  a particularly  complex  phenomenon 
and  one  historically  subject  to  many  gross 
stigmas  and  misconceptions,  there  is  unquestion- 
able need  for  a concentrated  effort  to  better 
measure,  understand,  and  interpret  this  illness 
and  its  associated  problems. 

In  this  paper  we  shall  review  several  aspects 
of  community  organization  for  meeting  the 
problems  of  alcoholism  and  shall  consider  the 
question  of  a “specialized”  or  a “generalized” 
community  approach  to  this  particular  health 
problem. 

Magnitude  and  Nature  of  the  Problem 

Alcoholism  is  an  exceedingly  complex  health 
problem,  difficult  to  classify  precisely  and  with 
many  factors  as  yet  not  completely  understood. 
As  defined  by  the  World  Health  Organization, 
the  condition  includes  “those  excessive  drinkers 
whose  dependence  upon  alcohol  has  attained 
such  a degree  that  it  shows  a noticeable  mental 
disturbance,  or  an  interference  with  their  bodily 
or  mental  health,  their  interpersonal  relations, 
and  their  smooth  social  and  economic  function- 
ing; or  who  show  prodromal  signs  of  such  de- 
velopments.”1 

In  terms  of  numbers,  alcoholism  ranks  as  one 
of  the  more  serious  health  problems  of  our  time. 
In  1953,  the  last  year  for  which  estimates  are 
available,  there  were  between  four  and  five 
million  alcoholics  in  the  United  States,  or  one 
alcoholic  for  about  every  22  adults  age  twenty 
years  and  over.2 

It  is  probable  that  approximately  one  million 
of  these  have  reached  a stage  in  their  disease 
where  serious  medical  and  psychiatric  conse- 
quences have  set  in.  Effective  treatment  for 
these  “alcoholics  with  complications”  is  seldom 
achieved  within  the  existing  limits  of  knowledge 
and  technic. 


Another  group  of  perhaps  a million  are  in- 
tentionally using  alcohol  as  a device  for  achieving 
a form  of  obliteration  from  problems  of  severe 
social  maladaptation.  Most  of  these  men 
(few  are  women)  have  long  been  isolated  from 
normal  social  experiences.  These  are  the  in- 
habitants of  “skid  row”  and  represent  the  major 
aspect  of  alcoholism  seen  by  our  police  and  jails. 
It  is  important  to  realize  that  in  most  of  these 
individuals,  alcoholism  is  a secondary  problem 
to  their  deep-seated  dependency.  Only  if  their 
complex  dependency  needs  can  be  resolved  is 
there  a possibility  of  dealing  with  their  alcoholism. 

An  additional  group  of  more  than  two  mil- 
lion men  and  women  are  either  now  addictive 
drinkers  or  are  in  danger  of  becoming  so.  Ex- 
perience has  demonstrated  that  the  varied 
problems  presented  by  this  group  are  often 
amenable  to  a form  of  treatment  combining 
psychiatric,  medical,  and  social  work  skills. 
Of  those  who  follow  through  with  such  a treat- 
ment regime,  improvement  for  about  30  per  cent 
can  be  anticipated. 

The  problems  of  alcohol  are  much  greater  than 
the  count  of  individual  alcoholics  would  suggest. 
The  nature  of  the  disease  is  such  that  nearly 
every  victim  imposes  hardship  and  suffering  on 
others  with  whom  he  is  in  contact.  A con- 
servative estimate  would  suggest  that  there  are 
between  five  and  six  million  wives,  husbands, 
parents,  or  children  in  the  United  States  who  are 
living  in  the  same  household  with  alcoholics  and 
are  themselves  direct  victims  of  the  erratic  be- 
havior which  is  characteristic  of  the  disease. 

In  every  community  a high  percentage  of  the 
community  investment  in  systems  of  police, 
courts,  and  jail  are  either  directly  or  indirectly 
related  to  alcoholism.  These  are  not  limited  to 
arrests  for  drunkenness.  They  include  a 
majority  of  arrests  for  vagrancy,  disorderly 
conduct,  disturbing  the  peace,  and  some  other 
misdemeanors  in  which  inebriation  is  usually 
the  basic  underlying  factor.  At  the  level  of 
more  serious  public  offense  the  problems  are 
encountered  in  cases  of  drunken  driving  and  in 
many  instances  of  family  discord  which  come 
before  the  courts.  At  least  70  per  cent  of  the 
occupancy  of  local  jails  throughout  the  country 
can  be  attributed  to  charges  involving  inebriation. 

There  are  several  community  agencies  which 
make  a substantial  investment  in  providing 
shelter  care  for  the  homeless  inebriate;  for 
example,  the  Salvation  Army,  the  Volunteers  of 
America,  and  others.  The  costs  of  alcoholism 
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can  also  be  measured  in  terms  of  industrial 
absenteeism,  inefficiency,  waste,  and  the  in- 
vestment in  training  lost  through  turnover  of 
employes. 

While  estimates  of  this  nature  indicate  a 
problem  of  serious  magnitude,  it  must  be  recog- 
nized that  most  communities  have  relatively 
little  data  with  which  to  define  the  problem  in 
terms  of  its  many  varied  segments  and  no  pro- 
cedures for  weighing  the  effectiveness  of  measures 
it  may  take  to  deal  with  alcoholism.  If  alco- 
holism is  to  be  controlled  ultimately,  it  is  es- 
sential to  define  the  problem  sharply  and  to 
know  the  circumstances  under  which  this  disease 
occurs.  This  requires  a systematic  mechanism 
for  the  reporting  of  cases,  for  case  findings,  for 
securing  pertinent  kinds  of  data  on  individual 
patients,  and  for  conducting  studies  and  surveys 
of  various  sorts  in  the  population  at  large.  While 
we  have  not  been  accustomed  to  studying  social 
problems  or  chronic  medical  problems  with 
social  implications  in  this  way,  continuing  study 
of  alcoholism,  using  such  epidemiologic  methods, 
is  indicated.  Also,  if  a comprehensive  program 
against  alcoholism  is  to  be  developed,  it  will  be 
essential  to  record  and  accumulate  data  of  an 
administrative  nature  relating  to  program  oper- 
ation. The  collection  and  analysis  of  such  data 
is  essential  for  efficient  administration. 

In  short,  persons  interested  in  the  problems  of 
alcoholism  need  to  secure  the  services  of  con- 
sultants in  epidemiology  and  statistics  to  de- 
velop adequate  methods  for  defining  the  problem 
and  measuring  the  progress  made  in  its  control. 

Although  we  now  know  considerably  more 
than  we  did  some  years  ago  about  how  to  handle 
the  alcoholic  patient,  our  knowledge  is  far  from 
adequate  to  meet  the  problem  satisfactorily. 
In  addition  to  the  fact  that  few  communities 
have  really  defined  their  problem  in  terms  of 
epidemiologic  and  statistical  studies,  we  know 
relatively  little  about  the  biochemical  or  medical 
effects  of  alcohol. 

Psychiatric  treatment  for  the  alcoholic  patient 
is  not  organized  to  meet  more  than  a small 
fraction  of  the  problem.  There  are  many  socio- 
logic aspects  of  alcoholism  about  which  we  are 
inadequately  informed.  If  the  problem  is  ever 
to  be  adequately  solved,  intensive  and  perhaps 
prolonged  research  will  be  required.  Even  so, 
we  know  enough  to  make  a significant  imprint 
on  the  problem  if  we  mobilize  our  existing 
knowledge  and  resources  and  apply  them  effec- 
tively. 


Alcohol  Education  j 

There  is  still  much  confusion  over  the  relation-  | 
ship  between  problems  of  alcohol  and  those  of  , 
alcoholism.  For  example,  many  individuals  , 
when  discussing  alcoholism  express  deep  con-  | 
cern  over  the  fact  that  several  outlets  are  dis-  | 
pensing  alcoholic  beverages  to  minors.  While  | 
in  no  way  minimizing  the  important  moral  or  , 
legal  aspects  of  this  problem,  it  should  not  be  i 
confused  with  the  problem  of  alcoholism.  What- 
ever the  moral  implications,  there  is  no  evidence 
that  the  use  of  alcoholic  beverages  by  young  , 
people  in  and  by  itself  is  a cause  of  alcoholism.  , 
As  a matter  of  fact,  certain  cultural  groups,  such 
as  the  Italian,  which  are  noted  for  the  customary  , 
use  of  alcohol  in  the  diet  at  all  ages,  are  also  , 
characterized  by  quite  low  rates  of  pathologic  , 
drinking.  However,  excessive  or  exotic  use  of  « 
alcoholic  beverages  by  young  people,  which 
exposes  them  to  relatively  high  levels  of  alcohol  , 
concentration  in  the  blood,  may  be  a contributing 
factor.  Such  drinking  is  sometimes  found  to  , 
accompany  situations  in  which  they  are  exposed  ( 
to  a conflict  of  pressures  and  standards  at  home,  ] 
at  school,  at  church,  and  in  the  community.3  j 
Surreptitious  drinking  by  young  people  should 
not  be  viewed  as  a cause  of  alcoholism,  but  it  , 
may  well  be  a symptom  of  conflict  which  in  | 
individuals  otherwise  disposed  will  manifest  ) 
itself  in  problem  drinking  later  in  their  lives.  ( 

Given  such  a situation,  efforts  which  are  made  j 
solely  to  deal  with  or  control  outlets  which  cater  ( 
to  minors  can  have  little  long-run  effect.  When  ( 
the  demand  exists,  the  supply  will  usually  be 
found,  and  the  result  may  be  less  desirable.  As  j 
one  youth  commented,  “If  you  have  to  drive 
50  miles  to  get  a drink,  you  don’t  just  take  one  r 
drink.”  We  believe  that  the  problems  of  drink-  j 
ing  by  minors  can  be  approached  effectively  ( 
only  by  bringing  about  a climate  where  social  c 
pressures  to  partake  surreptitiously  in  drinking  j 
are  minimized  and  where  the  youth  who  decides 
to  abstain  can  do  so  and  still  maintain  self-respect 
among  his  peers.  Such  a cultural  climate  cannot 
be  imposed  by  law  or  edict.  It  can  develop  j 
gradually,  emerging  from  a change  in  both  the  ! j, 
intellectual  and  emotional  response  to  drinking  , 
on  the  part  of  adults  and  youth  alike.  There  : 
is  substantial  evidence  to  indicate  that  con-  j. 
structive  health  education  with  respect  to  alco- 
hoi  and  alcoholism,  both  at  the  adult  level  and  in  ^ 
the  schools,  can  contribute  to  such  a change  in 
attitude.  Effective  education  in  this  area  must  . 
be  factual  and  consistent  and  must  appeal  to  the  J 
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intelligence  of  the  individual.  It  is  important 
to  avoid  emotional  appeals  based  on  a psychology 
of  fear  which  have  traditionally  been  used  by 
certain  temperance  organizations.  These  have 
been  so  inconsistent  with  the  facts  of  everyday 
behavior  that  they  have  met  with  derision  and 
have  in  some  instances  been  associated  with 
reaction  patterns  stimulating  the  very  response 
they  were  intended  to  control. 

Parents,  schools,  churches,  and  youth  organi- 
zations can  all  share  in  providing  a wholesome 
element  of  alcohol  education.  A limited  amount 
of  alcohol  education  is  now  being  provided  in  the 
public  schools,  as  required  by  law.  Generally, 
school  officials  indicate  a readiness  to  consider 
suggestions  which  may  be  forthcoming  from  the 
community  for  more  intensive  teaching  in  this 
area  and  a willingness  to  review  recently  de- 
veloped scientific  materials  on  alcohol  education 
which  may  help  them  do  a more  effective  job.f 
While  some  school  officials  have  provided  leader- 
ship in  this  area,  others  have  expressed  the 
opinion  that  “the  community”  must  decide 
how  much  emphasis  should  be  placed  on  this 
problem  in  the  school  curriculum. 

In  most  communities  there  is  considerable 
variation  in  the  approach  which  the  churches 
take  to  the  problems  of  alcohol.  Certain  re- 
ligious leaders  provide  stimulus  for  efforts  to 
organize  Alcoholics  Anonymous  groups.  Cer- 
tainly religious  leaders  are  in  an  excellent  posi- 
tion to  promote  prevention  through  appropriate 
education  and  to  provide  constructive  leader- 
ship in  community  efforts  to  deal  with  the 
problems  of  alcoholism. 

The  various  youth  organizations  in  the  com- 
munity are  a potential  resource.  However,  at 
the  present  time  there  appears  to  be  a confusion 
of  the  moral  and  health  issues.  There  is  stress 
on  the  condemnation  of  legal  violators  but 
little  recognition  of  the  positive  role  which  the 
agencies  can  play.  Actually,  these  organizations 
are  providing  wholesome  activities  for  young 
people  and  can  make  a very  positive  contribution 
to  an  over-all  climate  in  which  the  social  impor- 
tance of  exotic  drinking  may  become  minimized. 

Perhaps  the  most  important  aspect  of  health 
education  for  the  problems  of  alcohol  and  alco- 
holism is,  at  the  adult  level,  concerned  not  only 
with  the  matter  of  helping  young  people  resolve 
the  conflicts  which  the  customs  of  drinking 


t For  example,  Raymond  G.  McCarthy’s  Teen-Agers  and 
Alcohol,  New  Haven.  Publications  Division:  Yale  Center  of 
Alcohol  Studies,  1956. 


impose  in  our  society,  but  also  with  the  stigma 
of  alcoholism  and  the  acceptance  of  the  alcoholic 
as  a sick  individual  responsive  to  and  deserving 
of  appropriate  treatment. 

Resources  in  the  Community 

At  the  present  time  there  are  in  most  communi- 
ties a significant  if  limited  number  of  resources 
which  are  actively  dealing  with  certain  of  the 
problems  of  alcoholism.  However,  in  most 
instances  the  potential  of  these  resources  has 
not  been  developed ; there  are  many  areas  where 
little  or  no  effort  has  been  made  to  activate 
possible  resources,  and  there  is  little  coordination 
of  community  effort. 

Alcoholics  Anonymous. — There  are  about 
five  thousand  groups  of  Alcoholics  Anonymous  in 
the  United  States  with  more  than  two  hundred 
thousand  members.  In  many  communities  sev- 
eral meetings  are  held  nightly,  and  members 
are  continuously  active  in  helping  alcoholics. 
Alcoholics  Anonymous  is  not  a professional 
group.  Members  rely  chiefly  on  a nonsectarian 
spiritual  philosophy  and  program  by  which  they 
make  themselves  available  at  all  times  to  help 
fellow  members  maintain  their  sobriety.  The 
essentials  of  the  Alcoholics  Anonymous  program 
include  many  elements  of  known  therapeutic 
value.  The  significance  of  the  AA  movement  is 
not  limited  to  the  thousands  of  individuals  who 
have  found  help  in  achieving  and  maintaining  so- 
briety. By  its  dramatic  demonstration  of  the 
fact  that  the  alcoholic  represents  all  walks  of  life 
and  often  can  be  reclaimed  as  a useful,  productive, 
respectable,  and  reasonably  well  integrated 
member  of  the  community,  Alcoholics  Anony- 
mous has  made  a significant  contribution  to 
public  education  and  to  the  gradual  removal  of 
stigma.  Frequently  members  of  Alcoholics  Anon- 
ymous have  been  prominent  in  the  establish- 
ment of  voluntary  committees  on  alcoholism  and 
have  served  on  their  boards.  These  and  other 
members  often  have  cooperated  closely  with 
professional  treatment  resources. 

Alcoholics  Anonymous  is  not  a complete  form 
of  therapy.  It  offers  a mode  of  life,  a philoso- 
phy, and  a pattern  of  adaptation  to  personal  and 
environmental  stress.  For  many  individuals 
this  is  enough  to  enable  them  to  maintain  so- 
briety and  to  meet  life’s  problems  from  day  to 
day  without  resorting  to  alcohol.  Other  in- 
dividuals require  professional  medical,  psychiat- 
ric, and  social  work  services.  In  terms  of  a 
community’s  over-all  resources.  Alcoholics  Anon- 
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ymous  should  be  considered  as  an  adjunct  to 
and  not  a substitute  for  various  forms  of  pro- 
fessional therapy. 

It  is  significant  that  Alcoholics  Anonymous 
does  not  represent  a consistent  philosophy  or 
policy  with  respect  to  community  efforts  for 
dealing  with  the  problems  of  alcoholism.  While 
many  AA  members  have  been  closely  identified 
with  the  voluntary  health  program,  have  sought 
the  creation  of  other  resources  and  tried  to 
cooperate  with  existing  medical  and  psychiatric 
facilities,  it  is  reported  that  other  members 
have  opposed  the  development  of  any  resources 
which  did  not  rely  chiefly  on  Alcoholics  Anony- 
mous . It  is  probable  that  those  w*ho  oppose  an 
intergrated  community  program  are  few  in 
number.  Nevertheless,  they  have  created  con- 
fusion and  resentment  among  personnel  of 
medical  and  social  service  resources  and  have 
in  part  offset  the  splendid  educational  and 
promotional  effort  made  by  the  AA  move- 
ment as  a whole.  This  is  a serious  and  sen- 
sitive community  situation.  It  is  not  nec- 
essarily a one-sided  situation  and  may  well 
reflect  initial  bias  on  the  part  of  some  professional 
personnel.  However,  if  the  significant  con- 
tribution of  the  AA  program  is  to  become  mutu- 
ally supporting  with  other  community  resources, 
and  if  existing  antagonisms  toward  recovered 
alcoholics  are  to  be  overcome,  it  is  important 
that  competitive  activities  and  feelings  be 
minimized. 

Police,  Courts,  Jail  and  “Skid  Row.” — Tra- 
ditional stereotyped  beliefs,  in  vogue  in  the 
United  States  until  very  recent  years,  held  that 
alcoholism  was  primarily  a problem  for  our 
police,  courts,  and  jails  or  perhaps  our  mental 
institutions  for  some  extremely  demented  cases. 
These  constituted  the  only  provisions  in  the 
average  community  for  dealing  with  the  problem. 
The  alcoholic  was  stigmatized  as  a degenerate 
who  because  of  inner  weakness  or  willful  dis- 
regard for  others  constituted  a public  nuisance. 
In  every  community  the  problems  of  alcohol 
either  directly  or  indirectly  have  consumed  a 
large  public  expenditure  through  the  police, 
courts,  and  jail. 

By  and  large,  the  problem  of  the  homeless 
alcoholic  is  accepted  as  inevitable  by  police  and 
jail  personnel.  With  few  exceptions,  current 
practice  follows  the  traditional  “revolving  door” 
characterized  by  repeated  periods  of  incarcer- 
ation. Men  who  are  acutely  ill  may  be  taken  to 
one  of  the  community  hospitals.  Those  arriv- 


ing at  the  county  jail  in  acute  distress  may  re- 
ceive medication  in  the  jail  or  in  a local  hospital. 

In  a number  of  communities  members  of  Alco- 
holics Anonymous  work  with  a few  chronic 
inebriates  selected  from  the  police  court.  Sev- 
eral shelter  programs  are  available  to  these  men, 
providing  food,  lodging,  and  some  employment. 

It  is  important  to  realize  that  clinics,  private 
physicians,  and  family  agencies  cannot  be  ex- 
pected to  have  an}"  impact  on  the  problem  of 
alcoholism  as  manifested  by  most  “social  misfit” 
drinkers.  These  are  the  men  of  the  “bottle  y 
gang”  who  live  between  rented  rooms  and  jail 
with  only  casual  jobs  or  occasional  employment 
in  a highly  institutionalized  setting.  Most  of 
these  problem  drinkers  have*  been  deprived  of 
early  socializing  experiences.  As  a result  they 
are  highly  dependent  and  usually  extremely 
anxious  when  faced  with  trying  to  meet  even 
such  everyday  situations  as  providing  for  basic 
needs  of  food,  clothing,  or  shelter.  The  chronic 
excessive  use  of  alcoholic  beverages  provides  ; 
these  individuals  with  a form  of  obliteration 
from  the  anxiety-provoking  demands  of  life  in 
normal  society.  Unlike  the  addictive  drinker, 
these  men  are  seldom  uncomfortable  when 
deprived  of  alcohol  in  the  jail  or  other  institu- 
tional setting  where  their  dependency  needs  are 
being  met.  Experiments  now  taking  place  in  a 
number  of  our  larger  cities  suggest  that  the  cost 
to  society  of  providing  for  these  men  can  be 
decreased  and  the  over-all  health  of  the  men 
improved  through  a type  of  facility'  which  will 
enable  them  to  become  economically  self-sus- 
taining while  still  retaining  provisions  for  meet- 
ing their  emotional  dependency.  It  is  hoped 
that  such  “halfway  house”  type  programs  will 
be  effective  in  providing  some  of  these  men  with 
an  opportunity  to  gain  certain  socializing  ex-  ^ 
periences  and  to  become  gradually  weaned  from  ? 
their  dependency  on  the  facility.  Such  facili-  1 
ties  might  well  be  established  on  a regional 
basis.  Much  will  depend  on  the  outcome  of  r 
current  research  and  on  the  level  of  public  under-  (: 
standing  and  support  for  this . type  of  under-  1 
taking. 

Social  Service  Agencies.— At  the  present  1: 
time  there  appear  to  be  only  limited  services  for  (! 
alcoholics  offered  by  family  agencies  of  the  ! 11 
community.  There  are  a number  of  agencies  i 
offering  shelter  care  for  the  homeless  man,  but 
significantly  little  effort  is  made  in  these  pro- 
grams to  cope  with  the  alcoholic  drinking  pat-  11 
tern.  Some  agencies  exclude  most  problems  in  P 
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which  alcoholism  is  a factor  because  they  be- 
lieve they  can  offer  little  effective  help.  It  is 
strikingly  apparent  in  many  areas  that  the 
alcoholism  interests  of  the  community  have 
achieved  little  rapport  with  other  health  and 
welfare  agencies. 

Regardless  of  any  special  facilities  for  the 
alcoholic,  the  existing  social  services  in  the 
community  represent  a large  potential  source  of 
help.  Effective  management  of  the  problems 
of  alcoholism  frequently  requires  the  combined 
skills  of  psychiatric,  medical,  and  case  work 
professions.  Some  existing  family  agencies  have 
an  excellent  nucleus  for  case  work  service  in  this 
area.  It  is  appropriate  that  the  voluntary 
alcoholism  group  consult  with  other  agencies  to 
determine  where  potential  resources  exist  and  to 
help  them  envision  how  they  can  serve  the 
alcoholic  within  their  existing  policy  and  pro- 
gram. Such  a job  of  “promotion”  requires  tact 
and  flexibility.  It  requires  an  intelligent  and 
sympathetic  understanding  of  the  objectives, 
policies,  and  limitations  of  these  other  agencies. 
It  also  requires  the  ability  to  present  a positive, 
factual,  and  objective  interpretation  of  the 
problems  of  alcoholism. 

Industry. — Industry  is  still  another  area  in 
which  concern  over  the  problems  of  alcoholism 
is  frequently  expressed.  Some  of  the  larger 
industries  in  the  country  have  established  pro- 
grams of  education  and  treatment  which  they 
feel  are  effective  in  early  detection,  prevention, 
and  rehabilitation.  There  is  evidence  that 
representatives  of  industrial  management  recog- 
nize alcoholism  as  a serious  social  problem. 
Attempts  are  made  to  screen  possible  problem 
drinkers  prior  to  employment  or  during  pro- 
bationary periods  of  employment.  When  alco- 
holism develops  among  long-term  employes, 
serious  cost  to  industry  is  recognized,  but  rela- 
tively few  formal  measures  for  instituting  treat- 
ment appear  to  be  in  effect.  In  some  com- 
munities voluntary  alcoholism  agencies  have 
devoted  some  of  their  resources  to  work  with 
industrial  and  business  concerns.  They  may 
help  in  the  recognition  of  the  problem  of  alcohol- 
ism among  employes,  in  devising  methods  of 
detection,  and  in  instituting  programs  of  treat- 
ment and  prevention. 

Medical  Practice  and  the  Alcoholic 

Physicians  have  not  been  immune  to  the  nega- 
tive attitudes  toward  alcoholics  which  have 
prevailed  in  the  larger  society.4  However,  the 


redefinition  of  alcoholism  as  a medical  problem 
has  had  a far  greater  impact  on  the  development 
of  a more  sympathetic  attitude  toward  the 
alcoholic  than  it  has  had  on  medical  services  for 
the  alcoholic  patient.  Although  physicians  have 
long  accepted  responsibility  for  treating  the 
damaged  liver,  the  cardiologic  or  respiratory 
problems,  or  the  overt  psychosis  which  may  occur 
in  individuals  who  are  alcoholics,  and  although 
they  have  provided  emergency  treatment  for 
the  effects  of  acute  intoxication,  physicians  have 
been  slow  to  accept  the  concept  that  they  might 
also  accept  responsibility  for  the  treatment  of 
alcohol  addiction.  In  some  respects  the  re- 
definition of  alcoholism  as  a form  of  illness,  a 
public  health  and  medical  problem,  has  gained 
more  rapid  and  complete  acceptance  among  the 
general  public  and  alcoholics  themselves  than 
among  some  members  of  the  medical  profession. 
Most  physicians  who  are  practicing  today 
received  their  medical  education  during  a period 
when  alcoholism  was  virtually  ignored  as  a 
clinical  entity.  When  they  have  considered 
alcoholism,  they  have  found  it  to  be  a uniquely 
evasive  clinical  phenomenon.  In  addition  to 
its  medical  aspects  it  involves  social,  psychologic, 
economic,  and  moral  considerations  which  are 
beyond  the  physician’s  own  sphere  of  compe- 
tence. Work  with  the  alcoholic  is  often  dis- 
couraging and  unrewarding.  The  practicing 
physician’s  efforts  have  usually  been  limited  to 
providing  palliative  relief  and  have  led  to  no 
solution  for  the  underlying  difficulty. 

The  wide  publicity  afforded  Alcoholics  Anony- 
mous, community  “information  centers,”  and 
special  alcoholism  clinics  has  provided  the 
practicing  physician  with  a rationale  for  refer- 
ring his  alcoholic  patients  elsewhere,  despite 
the  fact  that  many  of  these  other  resources  are 
not  equipped  to  deal  with  the  medical  and 
psychiatric  aspects  of  the  problem.  However, 
even  the  best  of  these  special  resources  can  work 
with  only  a small  segment  of  the  alcoholic  popu- 
lation. If  significant  numbers  of  alcoholics  are 
to  be  helped,  it  is  essential  that  the  general 
health  resources  of  the  community,  including 
the  practicing  physicians,  be  a part  of  this 
effort.  Overemphasis  on  the  need  for  a special- 
ized approach  can  seriously  impair  the  attain- 
ment of  this  goal. 

Like  practicing  physicians,  hospitals  also 
have  been  quite  reluctant  to  accept  alcoholic 
patients.  Many  general  hospitals  have  strict 
policies  forbidding  admission  to  patients  whose 
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problem  is  diagnosed  as  alcoholism.  These 
policies  prevail  despite,  the  fact  that  hospital 
wards  usually  include  as  patients  numerous 
alcoholics  who  are  receiving  treatment  for 
associated  disorders.  Submitting  to  the  pres- 
sure of  the  “special  problem”  emphasis,  some 
hospitals  have  set  aside  a small  number  of  beds 
for  alcoholics.  Sometimes  this  token  gesture 
has  resulted  in  a reduction  in  total  community 
resources  available  to  the  alcoholic,  since  other 
resources  have  been  quick  to  rationalize  that 
“the  hospital  is  now  taking  care  of  the  problem.” 
It  is  to  be  hoped  that  general  hospitals,  instead  of 
merely  designating  “alcoholism  beds,”  will 
modify  their  admission  policies  to  accept  alco- 
holics on  the  same  basis  as  other  sick  patients. 

Several  current  developments  in  research, 
medical  education,  and  medical  practice  suggest 
that  interest  in  alcoholism  and  the  possibility 
of  dealing  effectively  with  it  may  be  increasing. 
New  medications,  including  the  tranquilizing 
drugs,  have  provided  the  physician  with  a con- 
fidence that  he  can  do  something  for  his  alcoholic 
patient.  At  the  same  time  these  drugs  enable 
the  patient  to  behave  in  a less  eccentric  fashion, 
and  he  is  less  often  classified  as  a noncooperative 
or  undesirable  patient.  The  increased  tempo  of 
contemporary  basic  research  related  to  the 
problems  of  alcoholism  offers  promise  of  more 
effective  therapeutic  measures. 

Furthermore,  opportunities  are  increasing  for 
the  physician  to  consult  with  and  refer  patients  to 
general  community  health  agencies.  The  phy- 
sician w ho  is  trying  to  help  his  alcoholic  patients 
can  often  find  in  these  agencies,  when  available, 
persons  trained  to  deal  with  psychologic  and 
social  ramifications  of  the  problem.  When 
these  services  are  not  available  in  his  community, 
the  practicing  physician  can  often  help  to  develop 
them.  At  still  another  level  of  development 
there  are  a few  situations  in  wrhich  the  health 
team  concept  provides  a means  for  coordinating 
the  skills  of  various  professional  persons  in  a 
continuing  and  comprehensive  therapeutic  ap- 
proach. This  type  of  organization,  which  is 
found  in  some  clinics,  enables  a number  of  dif- 
ferent therapists,  often  representing  different 
professional  disciplines,  to  achieve  fuller  com- 
munication among  themselves  and  closer  coor- 
dination of  their  respective  efforts  to  benefit 
the  patient  and  his  family. 

In  medical  education  a trend  towrard  com- 
prehensive medicine  has  caused  medical  edu- 
cators to  re-evaluate  their  choice  of  case  material. 


The  alcoholic  patient,  whose  alcoholism  has 
often  been  disregarded  even  while  his  neatly 
categorized  cirrhosis  has  provided  teaching 
material,  may  well  become  an  “interesting” 
patient.  When  medical  education  focuses  on 
the  whole  man,  the  alcoholic  in  whom  organic 
disease,  personality  stress,  and  a multiplicity  of 
health  problems  are  so  often  combined  with 
discernible  social  and  environmental  problems 
appears  to  be  an  ideal  patient  for  demonstrating 
the  interrelatedness  of  problems  in  health  and 
disease. 

In  addition  to  the  practicing  physician  and  the 
general  hospital,  several  other  types  of  medical 
resources  in  the  community  are  available  to  the 
alcoholic.  In  perhaps  a hundred  communities 
there  are  now  special  alcoholism  clinics  or  in- 
patient resources.  It  is  noteworthy  that  a 
team  consisting  of  internist,  psychiatrist,  psy- 
chologist, and  social  worker  was  employed  in 
the  first  outpatient  alcoholism  clinic  established 
in  1944.  This  pattern  has  served  as  a prototype 
for  many  alcoholism  treatment  programs  which 
have  been  developed  since  that  time.  In  many 
respects  these  programs  have  performed  in  a 
dramatic  fashion,  helping  perhaps  30  per  cent  of 
their  patients  achieve  a notable  degree  of  im- 
provement and  adjustment.  Yet,  when  meas- 
ured in  terms  of  the  magnitude  of  the  problem, 
their  impact  has  been  quite  limited. 

Mental  health  clinics  can  also  provide  some 
service  for  alcoholics,  but  it  would  be  unreal- 
istic to  expect  that  these  clinics  can  solve  the 
community’s  need  for  treatment  resources  with 
respect  to  alcoholism.  Much  depends  on  the 
degree  to  which  the  clinic’s  professional  staff  is 
interested  in  the  problems  of  alcoholism  and  the 
extent  to  which  the  clinic  is  organized  so  that 
the  medical  and  social  needs  of  the  alcoholic  can 
also  be  met. 

In  the  mobilization  of  community  resources  to 
meet  the  problems  of  alcoholism,  broad  and 
effective  medical  coverage  will  depend  on  the 
extent  to  which  the  general  health  resources — 
practicing  physicians,  hospitals;  and  general 
clinics — develop  an  interest  in  and  accept  a 
responsibility  for  treating  alcoholism  as  they 
would  any  other  recognized  form  of  human 
pathology. 

Some  Sveeial  Problems  of  Alcoholism 

The  problem  of  alcoholism  has  some  unique 
aspects  which  are  shared  by  only  a few  problems 
in  the  field  of  public  health.  Alcoholism  carries 
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a heavy  emotional  charge  which  makes  it  dif- 
ficult to  objectively  assess  the  problem,  the 
agencies  working  in  the  field,  or  the  program. 
In  part  this  is  due  to  a lingering  prejudice  against 
the  alcoholic  patient,  whom  many  persons  still 
consider  irresponsible  rather  than  sick.  A 
further  complication  results  from  the  crusading 
zeal  of  workers  in  the  alcoholic  field.  A major- 
ity of  these  workers  are  rehabilitated  alcoholics 
themselves  or  come  from  families  in  which 
alcoholism  has  been  an  acute  problem.  They 
are  aware  of  the  seriousness  of  the  problem  and 
the  need  for  community  resources,  and  the 
urgency  with  which  they  pursue  this  cause 
leads  many  people  to  think  that  they  are  ex- 
aggerating it. 

The  problem  is  further  aggravated  because 
there  is  relatively  little  interest  by  professional 
workers  in  medicine,  public  health,  and  social 
work  in  this  problem.  This,  in  turn,  merely 
serves  to  intensify  the  ardor  of  many  workers 
in  the  field  of  alcoholism.  Lack  of  professional 
interest  may  be  due  in  some  measure  to  prej- 
udice. Perhaps  even  more,  it  is  due  to  a feeling 
that  little  can  be  done  for  the  alcoholic  patient. 
Although  the  possibilities  of  cure  are  better 
than  many  people  realize,  still  there  is  limited 
satisfaction  in  working  with  the  large  number  who 
do  not  respond.  Equally  important  perhaps, 
is  the  fact  that  for  many  professional  persons 
work  with  alcoholism  lacks  definition  from  a 
career  point  of  view.  Most  professional  workers 
are  interested  in  dealing  with  a variety  of  health 
and  welfare  problems,  and  a narrow  focus  on 
one  disease  problem  does  not  have  great  appeal. 

As  a result  of  these  factors  board  members 
and  staff  frequently  have  more  enthusiasm  and 
dedication  than  skill  and  balance  in  some  of  the 
essential  aspects  of  voluntary  health  activities, 
such  as  community  organization  and  health 
education.  This  is  particularly  unfortunate 
because  more  than  average  skill  is  needed  in 
dealing  with  this  problem  in  view  of  the  emotional 
charge  it  carries,  thq  existing  prejudice,  and  the 
still  considerable  amount  of  inertia. 

A crucial  problem  then  is  how  to  attract 
effective  people  to  serve  on  the  board  of  an 
agency  for  alcoholism  and  to  accept  staff  po- 
sitions. The  rehabilitated  alcoholic  patient  has 
a great  deal  to  offer  as  a member  of  the  board 
and  on  the  professional  staff,  but  it  seems  highly 
important  that  the  field  should  be  made  attrac- 
tive to  other  persons  as  well.  This  means  that 
the  work  must  present  a challenge,  which  it  does, 


but  it  means  several  other  things  in  addition. 
For  the  professional  worker  the  assignment 
should  relate  to  a well-defined  broader  field,  and 
through  inservice  training  and  education  the 
young  professional  worker  should  have  an  oppor- 
tunity to  grow  on  the  job.  Medical  programs 
which  have  attracted  the  best  quality  of  people 
and  which  have  rendered  the  highest  quality  of 
care  are,  as  a rule,  those  connected  with  centers 
having  the  intellectual  ferment  of  teaching  and 
research  and  providing  comprehensive  care  for 
patients.  It  seems  highly  important,  therefore, 
that  the  professional  worker  in  the  field  of 
alcoholism  be  based  in  such  a setting  whenever 
possible. 

These  considerations  serve  to  reinforce  a basic 
philosophic  principle  which  should  be  applied, 
whenever  possible,  to  programs  for  alcoholism 
as  well  as  to  similar  health  programs.  They 
should  be  closely  related  or  integrated  with 
broader  health  programs,  and  ideally  professional 
personnel  should  be  provided  with  an  opportunity 
to  relate  to  teaching  and  research  activities  in  a 
hospital  or  university. 

In  light  of  several  considerations  pertaining  to 
alcoholism  at  this  time,  we  believe  that  a special 
community  effort  to  initiate  work  with  the 
problems  of  alcoholism  is  often  appropriate  and 
necessary.  Such  efforts  should  only  be  under- 
taken, however,  in  communities  which  are  large 
enough  and  have  a tradition  of  sufficient  public 
support  for  voluntary  health  programs  to  justify 
the  existence  of  numerous  special  problem 
programs.  In  smaller  communities  where  total 
health  resources  are  limited,  it  is  seldom  desirable 
to  use  these  resources  for  isolated  problems. 
Instead,  it  is  suggested  that  local  groups  con- 
centrate their  efforts  on  seeking  appropriate 
service  from  larger  health  and  mental  agencies, 
official  or  voluntary,  county  or  state. 

Where  special  alcoholism  programs  are  es- 
tablished, their  major  efforts  should  be  toward 
initiating  interest  and  activity.  Once  initial 
interest  has  been  aroused,  basic  education  has 
been  achieved,  and  resources  have  been  mo- 
bilized, it  seems  appropriate  to  review  the  status 
of  such  a special  organization  and  to  consider 
the  desirability  of  integrating  its  functions  within 
more  broadly  oriented  health  programs.  In 
fact,  such  an  agency  might  well  set  as  one  of  its 
goals  the  eventual  integration  of  its  activities 
with  programs  or  agencies  having  broader  health 
interests.  This  can  be  accomplished  as  the 
primary  resources  of  the  community  (medical, 
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public  health,  social  service,  educational,  cor- 
rectional, industrial  and  other)  come  to  under- 
stand the  problem,  appreciate  their  own  poten- 
tial role,  and  provide  effective  service. 

Program  of  a Voluntary  Alcoholism 

We  believe  that  the  program  of  the  voluntary 
agency  concerned  with  alcoholism  should  be 
defined  to  consist  of  the  following  areas  of  activity 
as  priorities. 

Community  Organization. — Mobilization  of 
■existing  potential  resources,  stimulating  appro- 
priate agencies  to  create  new  resources,  and  help- 
ing to  bring  about  a coordination  of  effort. 

Health  Education. — For  the  lay  public,  in 
the  schools,  in  industry,  and  among  various 
categories  of  professional  personnel.  This  calls 
for  the  accumulation  of  all  available  facts,  the 
preparation  and  distribution  of  leaflets,  booklets, 
audio-visual  aids,  the  use  of  mass  media  of  com- 
munication (press,  radio,  TV),  the  organization 
of  speaker’s  bureaus,  and  talks  before  a large 
variety  of  groups. 

Information  Service. — For  individuals  con- 
cerned with  the  problem.  This  might  be  pro- 
vided by  broadening  existing  health  information 
services  to  serve  the  alcoholic  and  his  family,  or  if 
a new  alcoholic  information  service  is  established, 
it  is  suggested  that  careful  consideration  be  given 
to  the  possibility  of  eventually  integrating  such 
a service  with  a general  community  health 
information  center.  This  may  become  desir- 
able and  practical  after  the  basic  job  of  de- 
veloping community  resources  has  been  achieved. 
Ip  the  meantime  considerable  benefit  might 
result  from  a close  proximity  of  office  space 
occupied  by  the  alcoholism  and  general  infor- 
mation services  and  a definite  plan  for  their 
eventual  integration. 

Continuing  Study. — This  should  be  under 
professional  direction  and  concerned  with  the 
nature,  prevalence,  and  distribution  of  the 
various  problems  of  alcoholism  in  the  community. 

We  believe  that  counselling,  beyond  the 
giving  of  information  and  referral,  is  often  not 
an  appropriate  function  of  the  voluntary  agency. 
We  feel  that  this  function  should  be  developed 
in  conjunction  with  a clinic  treatment  resource 
and  that  the  efforts  of  the  voluntary  alcoholism 


agency  should  be  devoted  to  stimulating  official 
agencies  and  existing  resources  to  provide  this 
service  and  not  to  engage  in  direct  service  itself. 

We  recognize  and  would  stress  the  importance 
of  having  in  the  community  a readily  accessible 
treatment  and  counselling  clinic  to  which  alcohol- 
ics can  be  referred  at  a time  when  circumstances 
make  them  most  receptive  to  therapy.  We 
believe  that  in  communities  with  hospital  and 
medical  school  centers  the  most  obvious  and 
logical  location  for  a clinic  service  is  within  the 
teaching  and  research  environment  of  the  medical 
center. 

We  suggest  that  the  voluntary  agency  explore 
the  possibility  of  securing  state  or  county  funds 
for  use  in  establishing  such  a service  in  con- 
junction with  existing  psychiatric  and  medical 
programs.  It  is  also  desirable  to  work  toward 
the  establishment  of  hospital  policies  which 
permit  the  admission  of  alcoholics  on  the  same 
basis  as  other  patients. 

It  is  important  that  funds  be  allocated  for  a 
good  program  of  education  and  research  in 
addition  to  an  adequate  service  program.  These 
should  be  tied  together  so  that  the  educator  and 
investigator  spend  some  time  with  the  service 
program,  and  the  service  worker  has  reasonable 
opportunity  to  participate  in  education  and 
research.  Without  such  a relationship  it  will  be 
difficult  to  provide  the  stimulation  and  pro- 
fessional reward  necessary  to  attract  a competent 
staff. 

Finally,  we  believe  that  a major  goal  of  the 
voluntary  alcoholism  agency  should  be  the 
attainment  of  broad  assumption  of  responsibility 
for  the  problems  of  alcoholism  by  the  generalized 
health  and  welfare  resources  of  the  community. 
In  principle,  the  successful  “special  problem” 
program  for  alcoholism  and  for  other  specific 
diseases  would  be  that  which  eventually  elimi- 
nated the  justification  for  its  own  existence. 

References 

1.  World  Health  Organization:  Expert  Committee  on 

Mental  Health,  Alcoholism  Subcommittee,  Second  Report, 
Technical  Report  Series  No.  48,  Geneva,  August,  1952. 

2.  Keller,  M.,  and  Efron,  V. : Quart.  J.  Stud.  Alcohol  16: 
619  (Dec.)  1955. 

3.  Straus,  R.,  and  Bacon.  S.  D.:  Drinking  in  College, 

New  Haven,  Yale  University  Press,  1953. 

4.  Straus  R.:  Ann.  Am.  Acad.  Polit.  & Social  Sc. 

315:  117  (Jan.)  1958. 


{Number  nine  of  a series  on  Treatment  of  Alcoholism ) 


2264 


New  York  State  J.  Med. 


CLINICAL  ANESTHESIA 
CONFERENCE 


A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

Charles  l.  burstein,  m.d.,  Chairman 
b.  j.  ciliberti,  m.d.  , Cochairman 

ELIZABETH  CRAWFORD,  M.D.  LESTER  C.  MARK,  M.D. 

JAMES  MARIN,  M.D.  VALENTINO  D.  B.  MAZZ1A,  M.D. 

GEORGE  WALLACE,  M.D. 


Hypotension  and  Adrenal  Insufficiency 


Continuous  determinations  of  the  blood 
pressure  in  the  brachial  artery  during 
surgical  anesthesia  offer  valuable  information 
pertaining  to  the  anesthetized  subject’s  con- 
dition. When  a significant  systemic  arterial 
hypotension  develops,  it  is  important  to  know 
its  cause  in  order  to  be  able  to  correct  this  com- 
plication. Beginning  with  this  series  we  pro- 
pose to  describe  various  conditions  in  which 
arterial  hypotension  may  develop  during  or 
immediately  following  surgical  anesthesia  and 
to  recommend  appropriate  treatment  for  these 
conditions.  The  following  case  report  illustrates 
a mishap  which  is  being  encountered  more  and 
more  frequently  because  of  the  development  of 
adrenocortical  insufficiency  as  a result  of  medical 
therapy  with  adrenocortical  steroids,  such  as 
cortisone  or  hydrocortisone;  a condition  known 
as  “iatrogenic  adrenocortical  insufficiency.” 


Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  March  3,  1958.  Clinical  Anesthesia  Conferences 
are  held  on  the  first  Monday  of  every  month. 


Case  Report 

A sixty-one-year-old  man  was  brought  to  the 
hospital  in  acute  distress.  A diagnosis  of  appendici- 
tis was  made,  and  immediate  surgical  intervention 
was  proposed.  The  patient’s  physical  condition 
was  good,  although  he  appeared  pale  and  his  hemo- 
globin content  in  the  blood  was  11.4  Gm.  per  100  cc. 
Appendectomy  and  drainage  of  a retrocecal  abscess 
were  performed  during  cyclopropane  anesthesia. 
Preoperatively  he  was  given  an  infusion  of  1,000 
cc.  of  5 per  cent  dextrose  in  water.  During  the 
operation  intravenous  therapy  with  250  cc.  of  saline 
and  500  cc.  of  blood  was  continued  at  the  surgeon’s 
request  because  the  patient  appeared  pale  and  toxic. 
During  the  surgical  intervention  the  patient’s  ar- 
terial blood  pressure,  pulse  rate,  and  respiratory  rate 
remained  normal.  Immediately  after  the  operation, 
as  the  patient  was  emerging  from  anesthesia,  he 
became  very  pale  and  cold,  with  excessive  perspira- 
tion. His  pulse  became  thready  and  rapid  at  a rate 
of  140  per  minute,  and  his  arterial  blood  pressure 
fell  to  below  80  mm.  Hg  systolic.  It  was  then  dis- 
closed that  this  patient  had  been  receiving  hydro- 
cortisone therapy  for  rheumatoid  arthritis  for  the 
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past  three  years.  As  soon  as  this  fact  became 
known,  an  intravenous  administration  of  100  mg.  of 
hydrocortisone  in  1,000  cc.  of  5 per  cent  dextrose  in 
saline  was  begun.  This  therapy  resulted  in  con- 
siderable improvement,  with  recovery  to  normal 
vital  functions. 

Nine  days  later  the  patient  eviscerated.  Closure 
was  made  with  through-and-through  silk  sutures 
during  cyclopropane  anesthesia.  At  this  time  an 
intravenous  infusion  of  1,000  cc.  of  5 per  cent  dex- 
trose in  saline  containing  100  mg.  of  hydrocortisone 
was  administered.  Postoperatively,  the  patient 
again  manifested  severe  and  immediate  arterial  hy- 
potension. He  was  treated  with  an  additional  dose 
of  intravenous  Solu-Cortef  with  good  results.  Four 
days  later  he  developed  a fecal  fistula.  He  died  a 
week  later  after  an  episode  of  pyrexia  that  could  not 
be  aided  by  antibiotic  therapy.  Autopsy  revealed 
massive  septicemia  with  abscesses  scattered  through- 
out the  peritoneum,  peribronchial  tissue,  and  myo- 
cardium. The  adrenals  were  atrophic.  One  ad- 
renal gland  weighed  3.2  Gm.,  the  other  5 Gm.,  and 
they  showed  marked  thinning  of  the  cortex. 

Comment 

The  condition  known  as  iatrogenic  adreno- 
cortical insufficiency  due  to  atrophy  and  de- 
generation of  the  adrenal  cortex  as  a result  of 
therapy  with  adrenocortical  steroids  is  being 
produced  and  observed  more  and  more  fre- 
quently.1 When  such  patients  require  surgical 
intervention  of  an  elective  nature  with  its  added 
“stress,”  they  can  be  properly  evaluated  and 
prepared  with  an  increased  regimen  of  corti- 
costeroids administered  intramuscularly  and 
intravenously.2  Whenever  an  emergency  oper- 
ation is  to  be  preformed,  it  is  important  to  de- 
termine whether  the  patient  has  been  receiving 


cortisone  or  other  corticosteroid  therapy.  If 
he  has  been  receiving  such  treatment,  it  should 
not  be  discontinued  when  the  “NPO”  order  is 
given;  instead,  increased  doses  of  cortisone 
should  be  administered  intramuscularly  pre- 
operatively,  and  at  least  100  mg.  of  soluble 
hydrocortisone  should  be  administered  intra- 
venously during  the  surgical  intervention.2 
Otherwise,  similar  phases  of  adrenal  insufficiency 
as  described  above  may  be  produced.3-5 

The  case  here  presented  illustrates  two  other 
points  that  may  be  observed  under  similar  con- 
ditions. First,  patients  receiving  corticosteroid 
therapy  may  develop  a susceptibility  to  certain 
infections  poorly  responsive  to  antibiotics,  and 
second,  the  administration  of  general  anesthesia 
to  such  patients  may  block  or  delay  the  state 
of  acute  adrenal  insufficiency  until  the  effects  of 
anesthesia  are  dissipated.  As  was  observed  in 
this  patient  on  each  of  two  successive  occasions, 
it  is  not  until  the  immediate  postoperative  stage, 
just  as  soon  as  the  effects  of  general  anesthesia 
are  being  dissipated,  that  this  acute  syndrome  of 
arterial  hypotension  and  its  concomitant  effects 
due  to  adrenocortical  insufficiency  is  usually 
observed. 
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Things  without  all  remedy  should  be  without  regard;  what’s  done  is  done. — William  Shake- 
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The  one  hundredth  anniversary  of  Sigmund 
Freud’s  birth  was  the  occasion  for  a few  to 
herald  the  rise  of  chemistry  to  uncontested  su- 
premacy and  the  fall  of  psychoanalysis  to  ulti- 
mate extinction  in  the  arena  of  psychotherapy. 
Both  announcements  are  exaggerated  and  pre- 
mature. True,  chemotherapy  has  opened  a new 
avenue  for  research  and  treatment  in  psychiatry 
with  much  accomplished  and  more  expected, 
but  analysis,  never  claimed  as  a therapeutic 
panacea  by  its  most  devoted  champions,  remains 
a valuable  treatment  modality  when  used  in 
certain  neuroses  as  originally  prescribed  by  Freud 
who,  incidentally,  predicted  that  the  ultimate 
solution  of  mental  problems  lay  in  chemistry. 
Heretofore,  much  of  the  criticism  of  psycho- 
analysis arose  from  five  complaints:  (1)  the  ob- 
server is  not  independent  of  his  observations  and 
tends  to  color  them  with  his  own  personality; 
(2)  the  data  is  capable  of  a multiplicy  of  inter- 
pretations and  no  clean  line  can  be  drawn  through 
what  is  observed;  (3)  the  numbers  of  patients 
that  have  been  involved  are  too  small  for  gen- 
eralized theories;  (4)  concepts  involved  are  so 


defined  that  they  could  never  be  measured,  much 
less  detected,  and  (5)  controlled  experiments, 
the  hallmark  of  scientific  work,  are  rare  in  psycho- 
analysis. Most  of  the  objections  face  the  pros- 
pect of  satisfactory  solution  through  the  efforts 
of  some  analysts  to  try  out  controlled  experimen- 
tation with  tape  recorders.  Dr.  Leopold  Beliak 
and  his  workers  have  such  recordings  typed  and 
the  transcriptions  evaluated  by  psychoanalysts 
other  than  the  one  giving  the  treatment.  Eval- 
uations are  based  on  a quantitative  scale  and 
judge  such  emotions  as  guilt,  depression,  elation, 
anxiety,  and  aggression.  Statistically,  the  ana- 
lysts did  not  agree  grossly  but  did  in  every  detail, 
on  the  strength  of  the  emotion.  They  could 
generally  predict  from  week  to  week  wThat  the 
patient’s  behavior  might  be,  but  they  could  not 
easily  foretell  a change  in  behavior. 

At  the  annual  convention  of  the  American 
Psychiatric  Association  Dr.  Robert  Heath  and 
his  coworkers,  of  Tulane  University,  announced 
that  they  had  made  twm  normal  human  beings 
temporarily  but  profoundly  mentally  ill  with  a 
substance  as  yet  unidentified  obtained  from  the 
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blood  of  schizophrenic  patients.  The  scientists’ 
findings  imply  that  schizophrenia,  which  fills 
half  the  beds  in  mental  institutions,  is  a heredi- 
tarjr  constitutional  rather  than  a psychologic 
disease.  It  suggests  that  specific  ways  are  open 
for  chemicals  to  be  designed  as  a block  to  this 
peculiar  substance,  thereby  effecting  a return  to 
mental  health.  It  also  provides  means  of  de- 
veloping a sort  of  “Wassermann”  test  for  schizo- 
phrenia by  the  detection  of  the  substance  in  the 
blood  of  patients  suspected  of  having  the  disease. 
To  date  it  seems  this  substance  is  a protein,  one 
of  the  huge  molecules  containing  40,000  atoms  or 
more  which  facilitate  all  the  chemical  functions 
of  living  organisms.  Apparently  this  protein  is 
not  found  in  normal  human  beings.  It  is  a 
“twisted”  molecule  that  produces  “twisted 
thoughts.” 

Psychoch  e mis  try 

This  is  the  joining  of  laboratory  and  psychiatric 
hands  in  a common  drive  to  produce  chemicals 
for  psychotherapy.  Such  a joint  effort  combined 
tw'o  independent  research  organizations:  Battelle 
Memorial  Institute  and  Fels  Research  Institute. 
Chemists  of  the  former  put  together  various 
molecular  configurations  of  possible  “mental 
chemicals,”  wrhile  at  Fels,  clinicians  study  the 
effects  of  these  compounds  on  enzyme  reactions 
and  on  animals.  Efforts  are  directed  toward 
chemicals  wdth  hallucination-inducing  properties 
and  finding  ways  of  predicting  whether  similar 
compounds  wdll  produce  hallucinations.  The  re- 
searchers are  developing  a systematic  “feedback” 
between  chemical  structure  and  cerebral  response, 
hoping  to  eventually  discover  “tailored”  com- 
pounds that  relieve  mental  maladies.  These 
investigators  have  already  probed  into  drugs  and 
herbs  used  by  aboriginal  tribes  to  bring  on  a 
religious  type  of  intoxication.  One  goal  in 
particular  is  to  find  the  “kernels”  of  these  native 
drugs,  i.e.,  the  smallest  number  of  atoms  that  will 
affect  the  brain  and  nervous  system.  This  re- 
search was  sparked  by  the  creation  of  some  dozen 
“tranquilizing”  drugs  during  the  past  twro  and 
one-half  years  which  are  not,  as  these  researchers 
point  out,  “final  answers  in  themselves.  They 
do  not  cure;  not  all  patients  respond;  there  can 
be  side-effects.”  What  they  do  is  calm  agitated 
patients  without  putting  them  to  sleep,  making 
them  easily  manageable  (hence  the  “new  look” 
in  mental  hospitals) . They  decrease  the  produc- 
tion of  serotonin,  the  hormone-like  compound  in 
the  body  that  can  block  the  “nerve  switchboards” 


in  the  brain  and  central  nervous  system,  stopping 
transmission  of  messages.  An  excess  of  serotonin 
may  wrell  be  a cause  of  mental  imbalance.  Fi- 
nally, tranquilizing  drugs  make  even  “hopeless” 
patients  accessible  to  therapy  by  reducing  anx- 
iety and  removing  the  iron  curtain  between 
psychiatrist  and  patient. 

The  exact  opposite  of  a tranquilizer  is  a chem- 
ical, LSD-25  (lysergic  acid  diethylamine) , wdiich 
resembles  the  hallucination-causing  materials 
studied  at  Battelle,  produces  a “psychosis-in- 
miniature,” increases  the  production  of  seroto- 
nin in  a normal  person,  and  throw's  such  an  in- 
dividual into  an  abnormal  ^state  wdthout  loss  of 
consciousness.  Under  the  influence  of  LSD-25 
a volunteer  subject  can  respond  to  the  directions 
of  a researching  psychiatrist  (at  the  National 
Institute  of  Mental  Health,  for  example)  during 
a “laboratory  hallucination”  and  describe  sen- 
sations in  detail.  The  result  has  helped  to  re- 
veal newr  facts  about  the  “depersonalization” 
that  occurs  in  mental  illness  when  a feeling  of 
unreality  spreads  from  the  body  to  the  outer 
wrnrld  and  back  to  the  body.  This  ability  to 
describe  is  seldom  possessed  by  actual  victims  of 
mental  illness.  As  a result,  scientists  who  have 
developed  a method  of  determining  LSD-25  in 
body  tissue  dow  n to  100,000,000,  found  the  drug 
at  wrork  in  the  lateral  geniculate  body,  the  im- 
portant relay  station  in  the  brain’s  visual  system. 
Hence  the  visual  hallucinations  suffered  b}^  LSD- 
dosed  volunteers!  It  is  entirely  possible  that 
such  lines  of  investigation  may  lead  to  the  cause 
of  hallucinations  in  all  five  sensory  fields. 

Tranquilizing  Drugs 

On  July  16,  1956,  the  Committee  on  Research 
Therapy  and  Public  Information  of  the  American 
Psychiatric  Association  issued  a statement  that 
furnishes  an  excellent  summary  of  the  situation 
to  date:  “The  profession  of  psychiatry  recognizes 
with  enthusiasm  the  development  of  the  tran- 
quilizing and  other  drugs  for  the  treatment  of 
psychiatric  disorders  over  the  past  four  years. 
The  evidence  is  that  these  drugs  are  effective 
in  making  disturbed  patients  in  mental  hospitals 
more  readily  accessible  to  treatment.  This  has 
made  possible  impressive  advances  in  mental 
hospital  treatment  programs  and  increased  dis- 
charge rates.  Further,  by  making  patients  more 
comfortable,  the  drugs  have  contributed  greatly 
to  improving  the  atmosphere  and  the  manage- 
ment of  hospitals.  It  seems  clear  also  that  the 
drugs  are  useful  adjuncts  in  the  psychiatric 
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treatment  of  certain  patients  in  private  practice 
and  on  an  outpatient  basis  in  clinics  and  hospitals, 
though  the  extent  and  the  conditions  under  which 
this  practice  will  prove  sound  remains  to  be  con- 
firmed through  prolonged  and  careful  study. 

“Psychiatrists  are  at  the  same  time  concerned 
about  the  apparently  widespread  use  of  the 
drugs  by  the  public  for  the  relief  of  common 
anxiety,  emotional  upsets,  nervousness,  and  the 
routine  tensions  of  everyday  living.  It  is  re- 
ported that  35,000,000  prescriptions  for  the  drugs 
will  be  written  in  1956,  and  a market  research  firm 
states  that  three  of  ten  compounds  prescribed 
most  frequently  by  physicians  in  1955  were 
tranquilizers.  Numerous  articles  in  the  public 
prints  may  be  pointed  to  as  evidence  that  the 
drugs  are  widely  viewed  as  medicines  for  the 
relief  of  everyday  tensions. 

“Casual  use  of  the  drugs  in  this  manner  is 
medically  unsound  and  constitutes  a public 
danger.  The  tranquilizing  drugs  have  not  been 
in  use  long  enough  to  determine  the  full  range, 
duration,  and  medical  significance  of  their  side- 
effects.  Use  of  these  drugs  is  no  more  to  be  en- 
couraged than  use  of  any  other  drug  except 
where  proper  medical  diagnosis  determines  that 
a drug  is  indicated  to  maintain  the  life  and  func- 
tioning of  a person.  The  prescribing  of  the  drugs 
for  emotional  illnesses  carries  with  it  an  obliga- 
tion for  continuing  appraisal  and  supervision  by 
physicians  fully  aware  of  the  psychiatric  symp- 
toms involved  and  the  potentials  of  their  course 
of  development,  alteration,  or  remission.  . . . 

“At  the  same  time,  it  is  important  to  be  aware 
of  subtle  pressures  that  combine  to  foster  public 
misunderstanding  and  misuse  of  the  drugs. 
There  is  the  eagerness  of  the  public,  and  of 
physicians  themselves,  for  “good  news”  about  a 
new  treatment  for  psychiatric  disorders.  This 
tends  to  foster  popular  stories  based  on  opti- 
mistic reports  of  early  and  limited  research  find- 
ings with  the  drugs,  before  such  findings  can  be 
reproduced  and  validated  by  other  colleagues. 
There  is  normal  competition  among  pharmaceu- 
tical houses  to  refine,  promote,  and  sell  their 
own  particular  products.  This  competition 
should  not  involve  physicians  in  public  relations 
enterprises  directed  towards  the  premature  an- 
nouncement of  ‘successful  use’  of  particular 
products.” 

Many  tranquilizing  agents  used  before  1956 
continued  to  be  employed.  Some  were  aban- 
doned; some  new  ones  appeared  on  the  clinical 
scene.  All  of  these  are  too  numerous  to  mention, 


but  include  the  better  known  agents  such  as 
chlorpromazine  (Thorazine),  reserpine  (Serpasil, 
Rauwolfia,  etc.),  Frenquel,  Meratran,  mepro- 
bamate, Miltown,  Ritalin,  etc.  New  York 
State’s  Department  of  Mental  Hygiene,  with 
about  one  third  of  its  114,000  patients  under 
tranquilizing  therapy,  has  proved  that  at  the 
present  time  chlorpromazine  seems  to  be  the 
most  effective  chemical  agent  in  psychiatric 
therapy,  with  reserpine  right  behind  it.  All 
other  pharmaceutical  agents  are  generally  re- 
garded as  unsuitable  or  ineffective  in  the  treat- 
ment of  the  seriously  mentally  ill.  In  private 
and  clinic  practice  Miltown  enjoys  high  favor 
with  many  psychiatrists  as  do  compounds  com- 
bining Dexedrine  (an  amphetamine  antidepres- 
sant in  nature  and  thus  tending  to  elevate  mood 
and  create  a sense  of  well-being)  and  a barbi- 
turate, usually  amobarbital,  exerting  a euphoric 
and  calming  effect.  Ritalin  (methylphenidate 
hydrochloride)  is  claimed  to  be  useful  as  an 
“arousing”  agent  for  the  apathetic,  depressed, 
and  retarded  patient,  improves  the  senile  in- 
dividual who  is  regressed  and  withdrawn,  over- 
comes the  lethargy  induced  by  larger  doses  of 
tranquilizers,  and  benefits  the  mentally  defec- 
tive, spastic,  and  epileptic  patients  with  stimulat- 
ing effect.  It  does  not  affect  appetite,  blood 
pressure,  or  respiration,  although  it  may  cause 
hyperexcitability  and  “depressive  rebound.” 
Tranquilizing  agents  are  not  specific;  they  do 
not  “cure” — they  quiet  or  influence  symptoms. 
Individual  response  varies;  some  patients  even 
fail  to  be  affected.  The  more  acute  the  syndrome 
the  better  the  response.  Most  women  require 
less  chlorpromazine  to  show  improvement  than 
do  men.  This  hints  at  a hormonal  involvement 
currently  under  investigation  by  Dember  and  his 
workers.  The  most  dramatic  benefit  is  epito- 
mized in  New  York  State’s  announcement  that 
for  the  first  time  since  World  War  II  its  mental 
institutions  showed  a decrease  in  patient  popu- 
lation during  1956.  On  the  other  hand,  certain 
undesirable  side-effects  continue  to  complicate 
tranquilization.  Chlorpromazine  therapy  some- 
times causes  jaundice,  parkinsonism  (“shaking 
palsy”),  and  certain  infections  and  circulatory 
complications.  Reserpine  may  induce  a de- 
pressive reaction  approaching  a frank  psychosis. 
Typical  of  research  that  is  leading  more  and  more 
to  agents  that  counteract  these  side-effects  is 
Dr.  R.  H.  Burrell’s  work  in  which  sodium  succi- 
nate successfully  combats  Serpasil  depression. 
Electroconvulsive  therapy  combined  with  Ser- 
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pasil  may  produce  severe  reactions  characterized 
by  extreme  confusion,  lethargy,  and  weakness 
lasting  for  several  hours  and  sometimes  terminat- 
ing fatally.  Reserpine,  by  producing  fluid  re- 
tention in  the  body,  may  cause  fatal  cardiac 
failure. 

Results  of  Current  Changes 

Recent  advances  have  created  changes  in 
clinical  and  administrative  fields  of  psychiatry. 
It  appears  that  as  time  goes  on,  more  and  more 
patients  can  be  treated  on  an  outpatient  basis. 
Therefore,  in  the  future  there  will  be  a greater 
demand  of  more  psychiatrists,  clinics,  psycholo- 
gists, social  workers,  etc. 

Similarly,  there  will  be  a definite  place  for  the 
so-called  day  hospitals  and  night  hospitals.  In 
future  planning  for  institutions,  blueprints  need 
no  longer  include  wards  for  disturbed  patients. 
If  the  present  procedure,  as  carried  out  by  our 


English  colleagues,  of  unlocked  and  unbarred 
institutions  proves  successful,  then  this,  also, 
will  become  an  accepted  pattern  everywhere. 

There  is  little  doubt  that  more  and  more  atten- 
tion, so  far  as  housing  and  institutions  are  con- 
cerned, must  be  paid  to  the  ever  increasing 
numbers  of  aged  individuals,  whether  this  im- 
plies living  centers,  geriatric  units,  nursing  homes, 
or  facilities  for  those  afflicted  with  mental  dis- 
orders due  to  hardening  of  the  arteries  and 
senility. 

At  the  opposite  end  of  the  age  bracket  is  the 
ever  challenging  problem  of  emotional  and  be- 
havioral problems  in  children,  with  and  without 
delinquency.  New  York  State  recognizes  this 
as  evidenced  by  the  several  childrens’  centers  in 
our  various  institutions,  some  of  which  are  de- 
voted exclusively  to  research. 

270  Broadway 


( Number  five  in  a series  of  Health  Forums) 


Habituation  to  Tranquilizing  Drugs 


Drug  habituation  is  characterized  by  a psychic 
craving  manifested  when  the  drug  has  been  with- 
drawn. It  has  been  claimed  that  this  type  of  habit- 
uation is  not  created  by  tranquilizing  drugs,  a claim 
challenged  by  Drs.  Otto  Billig  and  B.  L.  Burris  of 
Vanderbilt  University,  Nashville,  who  present  two 
sample  histories  to  support  their  position.  These 
two  individuals  used  ataractics  in  the  same  manner 
as  they  had  previously  used  narcotics,  alcohol,  and 
barbiturates.  A general  increase  in  dosage  was  re- 
quired to  maintain  the  desired  effects,  and  attempts 
to  withdraw  the  drugs  induced  withdrawal  symptoms. 

The  doctors  infer  the  following:  (1)  Habituation 
to  ataractics  in  emotionally  dependent  patients  is 
very  possible.  (2)  There  is  a tendency  to  require  in- 
creasing amounts  of  meprobamate  to  maintain  de- 


sired effects.  (3)  Withdrawal  symptoms  may  occur 
when  the  drugs  are  discontinued.  (4)  Only  tem- 
porary use  of  ataractics  is  indicated,  particularly  in 
neuroses.  If  the  problems  are  severe  enough  for 
long-term  medication,  psychotherapy  is  essential  to 
solve  the  underlying  conflicts.  (5)  The  drugs 
should  be  dispensed  only  on  prescription  and  not  re- 
filled without  specific  approval  of  the  attending 
physician.  (6)  Care  should  be  taken  in  prescribing 
these  drugs;  nobody  except  the  patient  for  whom 
they  were  prescribed  should  be  allowed  to  use  them. 
(7)  Special  caution  should  be  used  in  patients  with  a 
previous  history  of  marked  dependency  reactions  and 
habituation  or  addiction  to  other  medications. — 
Journal  of  the  Tennessee  State  Medical  Association , 
October,  1957 
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From  the  Poison  Control  Center , New  York  City  Department  of  Health 


A series  prepared  by 

hakold  jacobziner,  m.d.,  Assistant  Commissioner,  New  York  City  Department 

of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Furniture  Polish  V/2  years  Male 

(“Pride”) 

The  mother  was  cleaning  in  the  kitchen  and 
the  child  was  playing  on  the  porch.  He  got  into 
an  unlocked  cabinet  where  the  bottle  was  kept 
on  a shelf.  The  mother  was  unaware  of  what  the 
child  was  doing.  She  heard  him  gag  and  rushed 
to  him  as  he  was  drinking  the  substance. 

Symptoms  were  nausea,  vomiting,  dyspnea, 
cyanosis,  and  coma.  The  child  was  taken  to  a 
hospital  and  kept  there  for  one  week  under  obser- 
vation. Oxygen  and  supportive  therapy  were  ad- 
ministered. He  finally  made  a complete  recovery. 

While  this  was  being  reported,  another  incident 
was  received  over  the  telephone  in  which  this 
product  was  incriminated  in  an  accident  involv- 
ing a one-year-old  child. 

Incident  2 

Toxic  Agent  Age  Sex 

Ferrous  Sulfate  2l/2  years  Male 

Vitamin  Capsules 

Early  in  the  morning,  while  his  mother  was 


asleep,  the  child  took  iron  and  vitamins  from 
refrigerator  and  ingested  an  unknown  amount. 

Vomiting  was  the  only  symptom.  His  stom- 
ach was  lavaged  in  the  emergency  room,  and 
the  child  returned  for  two  follow-up  visits.  He 
made  a complete  recovery. 

Incident  3 

Toxic  Agent  Age  Sex 

Lestoil  2 years  Female 

The  mother  went  to  the  garage  for  a screw- 
driver and  the  youngster  followed  her.  The  child 
took  an  empty  five  gallon  can  and  climbed  up  on 
it  to  reach  the  beer  can  with  paint  brushes  soak- 
ing in  the  solution  of  Lestoil.  The  child  fre- 
quently plays  with  beer  cans,  drinking  from  same. 
The  youngster  took  the  brushes  out  and  drank 
half  the  solution. 

Symptoms  were  burning  in  the  mouth  and 
throat,  and  nausea. 

The  mother  gave  milk  at  home  to  induce 
vomiting. 

The  patient  was  then  taken  to  a hospital  where 
her  stomach  was  lavaged.  She  remained  for 
observation  overnight  and  was  discharged  as  fully 
recovered. 

Pine  oil  is  the  attractant  in  this  as  well  as  in 
many  other  household  preparations  ingested  by 
children. 

Our  records  are  replete  with  incidents  involving 
this  ingredient. 
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Incident  4 

Toxic  Agent  Age  Sex 

Lye  16  months  Male 

The  family  was  painting  the  bathroom.  Con- 
tents of  the  medicine  cabinet  were  emptied  and 
placed  in  a box  on  the  sofa.  When  passing  the 
sofa,  the  child  knocked  a can  from  the  box  to  the 
floor,  and  the  cover  fell  off.  The  child  picked  up 
lye  powder  in  his  hand  and  placed  it  in  his  mouth. 
(Such  incidents,  particularly  when  a family  is  in 
the  process  of  moving,  are  frequently  reported.) 

Symptoms  were  burning  in  mouth  and  throat, 
and  vomiting.  The  stomach  was  lavaged  at  the 
hospital  and  a full  recovery  was  effected. 


Incident  5 

Toxic  Agent 

Age 

Sex 

Lye 

3 & 4 

Male  & 

years 

Female 

The  mother  had  diluted  lye  in  a jar  and  was 
using  it  for  cleaning  the  floor.  After  use  she  had 
placed  the  jar  with  the  remainder  of  its  contents 
out  on  the  fire  escape.  Her  two  children  dis- 
covered it  during  their  play  and  drank  from  the 
jar  containing  diluted  lye. 

Symptoms  were  burning  in  mouth  and  throat, 
nausea,  and  vomiting.  The  children  were  taken 
to  a hospital  where  they  were  treated.  After 
four  days  they  were  discharged  as  recovered. 

Imcident  6 

Toxic  Agent  Age  Sex 

Lye  21/*  years  Female 

The  mother  was  using  this  substance  to  clear 
sink  stoppage.  She  stepped  into  another  room 
for  a while  and  the  child  saw  the  bottle  in  the 
bathroom  and  started  to  drink  from  it.  Her 
mouth  was  burned  and  she  rushed  to  her  mother. 

Symptoms  were  burning  in  mouth  and  throat. 
Esophageal  burns  were  also  noted.  The  patient 
remained  in  the  hospital  for  twenty-five  days 
where  she  was  treated  with  bougies  and  suppor- 
tive treatment.  She  was  discharged  as  improved. 

Incident  7 

Toxic  Agent  Age  Sex 

Lye  22  months  Male 

The  patient  found  a lye  can  in  the  garbage  pail 


in  the  hallway  of  his  home  and  ingested  some  of 
the  contents. 

Symptoms  were  burning  in  the  mouth  and 
throat.  The  patient  was  hospitalized  for  one 
week  and  discharged  with  a scar  at  the  corner  of 
his  mouth.  He  convalesced  for  an  additional 
three  weeks  at  home.  Our  records  indicate  that 
young  patients  are  not  deterred  by  the  “esthet- 
ics” of  removing  products  from  garbage  cans 
and  diaper  disposal  containers. 

Incident  8 

Toxic  Agent  Age  Sex 

Lye  3 years  Male 

The  mother  was  “unstopping”  the  sink  and 
was  holding  the  lye  container.  The  child  licked 
the  cover.  A blistered  tongue  was  the  only 
symptom.  The  mouth  was  washed  at  home  and 
in  the  emergency  room. 

This  accident  occurred  in  a housing  project 
where  help  is  available  to  repair  drains.  The  use 
of  lye  in  the  home  in  New  York  City  by  other 
than  plumbers  or  “supers”  is  unnecessary  and  too 
dangerous.  Its  use  as  a household  chemical  in 
this  city  should  be  strongly  discouraged. 

Incident  9 

Toxic  Agent  Age  Sex 

Renuzit  (Fabric  19  months  Male! 

Stain  Remover) 

Renuzit  was  being  used  by  house  painters,  and 
the  can  was  left  on  the  floor.  The  amount  taken 
is  unknown.  There  was  no  treatment  at  the 
hospital,  but  the  patient  was  kept  for  four  days! 
under  observation. 

Solvents  left  by  house  painters  or  given  to  the 
householder,  especially  in  household  utensils  or. 
beverage  containers,  is  a repetitious  pattern  re- 
ported to  this  Center.  This  matter  has  been  re-j 
ferred  to  the  painters  union  for  consideration. 

Incident  10' 

Toxic  Agent  Age  Sex 

Benzine  16  months  Male 

The  painter  left  some  benzine  in  a milk  bottle 
on  the  window  ledge  and  the  child  drank  some. 

The  only  symptom  was  dyspnea.  His  stomach; 
was  lavaged  at  the  hospital,  and  the  patient  was 
also  treated  with  penicillin,  aspirin,  and  bedrest 
He  was  discharged  after  two  days  in  good  condi-i 
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Incident  11 

Toxic  Agent  Age  Sex 

Carbon  2 years  Male 

Tetrachloride 

The  child  found  the  bottle  while  playing  in  a 
bedroom  linen  closet  and  ingested  an  unknown 
amount  of  its  contents. 

Symptoms  were  vomiting  and  stupor.  The  stom- 
ach was  lavaged  and  antibiotics  were  also  given. 
The  child  stayed  at  the  hospital  for  four  days  and 
was  discharged  as  recovered.  He  was  rehospi- 
talized two  weeks  later  for  possible  pneumonia. 
Whether  the  second  admission  was  directly  re- 
lated to  the  first  is  not  definitely  known. 

Incident  12 

Toxic  Agent  Age  Sex 

Chlordane  50  3 years  Male 

per  cent  dust 

The  mother  was  mixing  insecticide  with  water 
to  use  on  ants  in  the  yard.  The  solution  was 
in  a peanut  butter  jar.  After  the  solution  was 
poured  into  a sprayer  the  child  picked  up  the 
jar  and  drank  the  residue.  He  was  brought  to 
the  emergency  room  where  his  stomach  was 
lavaged,  and  he  was  kept  for  sixteen  hours  under 
observation  and  discharged. 

Incident  13 

Toxic  Agent  Age  Sex 

Turpentine  18  months  Male 

The  parents  heard  the  child  cough  and  found 
him  in  an  adjoining  room  with  a can  of  turpentine 
in  which  some  paint  brushes  were  soaking.  There 
were  red  marks  on  the  child’s  face  and  an  odor 
of  turpentine  on  his  breath. 

Symptoms  were  nausea,  vomiting,  and  burn- 
ing in  the  mouth  and  throat.  While  his  stomach 
was  lavaged  the  child  gagged  and  vomited.  No 
odor  of  turpentine  was  detected  in  gastric  return. 
Mineral  oil  and  milk  were  administered  by’ tube. 
Irritation  was  noted  around  mouth. 

The  irritant  properties  of  turpentine  on  the 
skin  are  frequently  causes  of  concern  to  parents. 
This  incident  was  reported  from  out  of  town,  and 
no  specific  information  was  available  with  regard 
to  duration  of  hospitalization  or  outcome. 


Incident  14 

Toxic  Agent  Age  Sex 

Hydroxyzine  2 years  Female 

Pills  were  on  the  kitchen  table  and  were  taken 
by  the  child  while  her  mother  was  fixing  a bicycle. 
(16  tablets,  10  mg.  each.) 

Symptoms  were  nausea  and  vomiting. 
Treatment  consisted  of  lavage  at  the  emergency 
room.  The  patient  was  discharged  after  one 
day’s  observation  as  improved. 

Incident  15 

Toxic  Agent  Age  Sex 

Amobarbital  Sodium  53  years  Male 

and  Amphetamine 

This  man  apparently  takes  about  6 (V 2 gr.) 
amobarbital  sodium  tablets  daily,  in  addition  to 
unknown  quantities  of  cognac  and  amphetamine. 
He  apparently  developed  upper  abdominal  pain 
and  stated  that  for  this  reason  he  took  twice  the 
usual  amount  of  amobarbital  (i.e.,  12  tablets)  as 
well  as  6 amphetamine  and  a pint  of  cognac. 
During  the  night  he  developed  nausea  and  vomit- 
ing and  was  brought  to  the  hospital.  He  was 
confused,  but  there  were  no  specific  neurologic 
abnormalities.  X-rays  of  the  abdomen  failed  to 
reveal  any  evidence  of  obstruction.  The  patient 
was  seen  by  a psychiatrist  who  recommended 
that  he  be  transferred  to  Bellevue,  but  this  was 
refused,  and  the  patient’s  wife  took  him  home 
against  advice. 

Incident  16 

Toxic  Agent  Age  Sex 

Arsenic  & Sulphur  21/2  years  Male 

Compound 

The  child  climbed  on  a chair  and  took  tablets 
from  the  top  level  of  the  kitchen  cabinet.  These 
had  been  prescribed  for  his  grandmother’s  dog 
and  contained  arsenic.  There  were  no  symp- 
toms. 

His  stomach  was  lavaged  with  the  universal 
antidote,  caffeine  sodium  benzoate.  The  patient 
was  hospitalized  for  three  days  and  discharged  as 
well. 

Incident  17 

Toxic  Agent  Age  Sex 

Aspirin  16  years  Female 
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This  patient  took  15  aspirins  at  the  loss  of  her 
boy  friend  because  she  thought  he  would  feel 
sorry  for  her.  The  patient  had  no  symptoms,  but 
the  public  health  nurse  reports  that  “mother  be- 
came so  upset  she  lost  her  voice.”  The  patient’s 
stomach  was  lavaged  at  the  emergency  room. 
She  was  also  given  a cathartic  and  discharged 
after  several  hours. 

Incident  18 

Toxic  Agent  Age  Sex 

Dextro-  2 years  Male 

amphetamine 

The  child  reached  up  and  obtained  a pocket- 
book  from  the  dresser  top,  opened  the  purse,  and 
removed  one  pill  from  the  dispenser. 

Symptoms  were  talkativeness  for  twenty-four 
hours  and  excitement.  No  treatment  was  given 
at  the  emergency  room  at  the  hospital,  and  the 
patient  was  discharged. 

Incident  19 

Toxic  Agent  Age  Sex 

Glutethimide  26  years  Female 

(nonbarbiturate  sleeping 
tablet) 

Dr.  Barbara  Parker,  the  Poison  Control  Officer 
of  the  Psychiatric  Division  of  Bellevue  Hospital, 
reports  a case  of  glutethimide  poisoning  in  a 
twenty-six-year-old  female  in  a suicide  attempt. 

“This  patient  was  admitted  to  another  hospital 
in  a coma  during  the  evening  following  the  inges- 
tion of  an  estimated  20  tablets  (0.5  Gm.  each — 
total  10  Gm.)  of  glutethimide.  She  was  trans- 
ferred to  Bellevue  the  following  morning  with  the 
information  that  she  was  “responsive”  at  6 a.m. 
On  admission  the  patient  was  indeed  “responsive” 
to  painful  stimuli  but  had  depression  of  the  gag 
and  cough  reflexes,  absent  corneal  reflexes  with 
eyes  fixed  in  the  midposition,  and  showed  bi- 
lateral ankle  clonus.  She  exhibited  some  spon- 
taneous movements  on  stimulation  but  was  suffi- 
ciently depressed  so  that  no  verbal  contact  was 
possible.  The  blood  pressure  was  normally  main- 
tained throughout,  in  contrast  to  that  of  other 
patients  we  have  seen  with  glutethimide  intoxica- 
tion. During  the  afternoon  of  the  following  day 
she  was  given  790  mg.  of  Megimide  intravenously 
over  a period  of  forty  minutes,  and  during  this 
time  she  began  to  speak  coherent  phrases,  re- 


sponded to  verbal  stimuli,  developed  active  gag 
and  cough  and  corneal  reflexes,  and  lost  her 
ankle  clonus.  The  respiratory  rate  and  blood 
pressure  did  not  change.  She  was  given  no  fur- 
ther drugs. 

The  following  day  she  was  still  under  the 
influence  of  the  medication  as  evidenced  by 
slurred  speech  and  ataxia.  She  made  a gradual, 
uneventful  recovery.” 

Final  diagnosis  was  moderately  severe  glu- 
tethimide intoxication. 

“It  is  interesting  to  note  that  this  patient’s 
response  to  Megimide  (which  is  sometimes  re- 
ferred to  as  a “barbiturate  antagonist”)  was 
identical  with  response  reported  in  barbiturate 
intoxication.” 

The  45VX  report  (final  discharge  form)  also 
indicates  that  the  patient  was  lavaged  with  so- 
dium bicarbonate  and  received  supportive  ther- 
apy while  at  Bellevue. 

This  case  illustrates  that  nonbarbiturate  seda- 
tives may  also  have  serious  consequences  and 
should  be  prescribed  with  caution. 

Incident  20 

Toxic  Agent  Age  Sex 

Hyoscine-atropine-pheno-  3 years  Female  1 
barbital 

The  mother  had  given  one  dose  when  the  , 
phone  rang.  She  placed  the  bottle  on  a table. 

On  returning,  she  found  that  the  child  had  taken 
D/2  oz. 

Symptoms  were  redness  of  face,  sleepiness,  and  ( 
vomiting.  Treatment  consisted  of  lavage  at  the  ■ 
emergency  room  in  the  hospital.  She  was  ob- 
served  at  the  hospital  for  twenty-four  hours  and 
discharged.  1 


Toxic  Agent 

Incident  21 
Age 

Sex 

Potassium 

3 & 5 

Male  & 

Permanganate 

years ' 

Female 

The  family  was  visiting  and  watching  tele-  j P 
vision.  The  children  were  noted  to  have  purple 
hands.  They  confessed  finding  pills  and  eating 
some. 

Symptoms  were  nausea  and  vomiting.  Treat- 
ment consisted  of  lavage.  The  patients  were 
hospitalized  for  one  week  and  discharged  as  im- 
proved. 
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Toxic  Agent 

Incident  22 
Age 

Sex 

Camphorated 

2 & 3 

Females 

Oil 

years 

The  mother  gave  the  children  1 teaspoonful  of 
castor  oil  supposedly  without  looking  at  the 
| label.  Camphorated  oil  was  actually  adminis- 
tered. 

In  a few  minutes  the  children  started  to  vomit 
and  had  convulsions.  They  were  rushed  to  the 
emergency  room  in  the  hospital  by  taxi. 

Their  stomachs  were  lavaged  and  they  were 
discharged  after  one  day  of  hospitalization. 


Toxic  Agent 

Incident  23 
Age 

Sex 

Model  Airplane 

2 years 

Female 

Motor  Fuel 

While  their  mother  went  to  the  hospital 
maternity  clinic,  the  children  were  left  in  custody 
of  the  landlady.  When  their  mother  returned 
from  the  hospital,  drinking  of  fuel  was  reported 
to  her  and  the  child  was  taken  to  the  same  hos- 
pital. There  were  no  symptoms,  but  the  child 
was  treated  by  lavage  and  emesis  and  hospitalized 
for  one  week. 

Incident  24 

Toxic  Agent  Age  Sex 

Gasoline  10  years  Male 

The  child  had  just  purchased  a model  gasoline 
engine  airplane.  He  had  gasoline  in  an  atom- 
izer. An  eleven-year-old  girl  sprayed  his  mouth 
with  gasoline  from  the  atomizer. 

Burning  in  the  mouth  was  the  symptom.  The 
boy  was  treated  with  milk  of  magnesia  at  the 
emergency  room,  then  lavage  after  two  hours, 
since  the  burning  persisted.  He  was  discharged 


as  improved. 

Incident  25 

Toxic  Agent 

Age 

Sex 

Pentobarbital 

Sodium 

2 years 

Female 

When  the  mother  returned  from  hanging 
clothes,  she  noticed  that  the  child  had  opened  a 
drawer  in  the  living  room  and  was  sprawled  in  a 
semistupor  on  the  floor  with  pills  scattered  near 
her.  The  child  was  taken  to  the  emergency 
room  in  the  hospital  where  her  stomach  was 
lavaged.  She  was  discharged  in  two  hours.  It 
is  of  interest  that  the  father  is  a registered  nurse. 

Incident  26 

Toxic  Agent  Age  Sex 

Boric  Acid  14  years  Female 

Two  months  previously  the  patient  had  given 
birth  to  an  infant  out  of  wedlock.  The  patient’s 
mother  cared  for  the  infant  and  stated  that  the 
child  was  accepted  by  her  and  the  entire  family. 
The  patient  was  not  at  any  time  responsible  for 
the  child’s  care  nor  was  she  ever  reprimanded. 
She  is  now  a student  at  junior  high  school.  Ac- 
cording to  the  mother,  the  patient  seemed  happy 
about  taking  care  of  the  baby  at  home.  She  had 
friends  and  participated  in  social  activities  out- 
side of  the  home  and  acted  like  a normal  adoles- 
cent. At  the  time  of  the  accident  the  patient 
was  at  home  with  her  infant.  She  was  found  un- 
conscious by  a neighbor.  The  patient  ingested 
an  unknown  quantity  of  a mixture  of  boric  acid, 
kerosene,  and  witch  hazel.  She  obtained  the  sub- 
stances from  the  medicine  cabinet.  The  con- 
tainers of  these  products  were  found  on  a kitchen 
table  near  the  patient.  She  was  immediately 
rushed  to  the  hospital  in  a stuporous  condition. 
Her  stomach  was  lavaged  in  the  emergency  room 
and  the  patient  was  admitted  to  the  ward  where 
she  remained  for  a month.  Prior  to  taking  the 
patient  to  the  hospital,  the  neighbor  induced 
vomiting  by  pouring  milk  down  the  patient’s 
throat.  At  the  hospital  she  was  treated  with 
supportive  therapy  and  finally  made  a complete 
recovery. 

These  incidents  illustrate  the  need  for  alerting 
parents  repeatedly  and  patiently  with  regard  to 
the  safe  storing  and  proper  handling  of  drugs  and 
household  preparations. 

Labeling  alone  is  not  sufficient  to  avoid  ac- 
cidents. 


( Number  ten  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 
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Delayed  Postpartum  Hemorrhage  Associated  with 

Hypofibrinogenemia 

STANLEY  R.  LAVIETES,  M.D.,  MARTIN  L.  STONE,  M.D.,  AND  LOUIS  J.  SALERNO,  M.D., 

NEW  YORK  CITY 

•* 

{From,  the  Department  of  Obstetrics  and  Gynecology , New  York  Medical  College — 
Metropolitan  Medical  Center) 


/^cquired  afibrinogenemia  or  hypofibrinogenemia 
with  resultant  severe  hemorrhage  has  been 
reported  as  occurring  in  the  following  complications 
of  pregnancy:1-5  (1)  severe  placental  abruption, 
(2)  amniotic  fluid  infusion  or  embolism,  (3)  long 
standing  retention  of  a dead  fetus  in  utero,  (4) 
severe  toxemia,  and  (5)  incompatible  blood  trans- 
fusion. 

The  most  significant  hematologic  change  which 
occurs  in  these  patients  is  a defibrination  of  the 
blood  as  first  noted  by  Dieckmann6  in  1936.  Since 
then  theories  of  pathogenesis  have  been  the  subject 
of  many  reports.7-8  Present  evidence  points  to  a 
release  of  thromboplastin  or  thromboplastin-like 
substances  from  the  decidua  or  placenta.9-10  These 
substances  enter  the  maternal  blood  stream  and 
interact  with  the  fibrinogen  to  form  intravascular 
fibrin  clots.  In  this  process  the  circulating  fi- 
brinogen is  markedly  reduced.  The  role  of  a cir- 
culating fibrinolysin  has  not  been  conclusively 
established.11,12 

The  purpose  of  this  paper  is  to  present  a case  of 
hypofibrinogenemia  occurring  in  the  late  postpartum 
period  and  subsequent  to  a normal  spontaneous 
delivery.  None  of  the  aforementioned  compli- 
cations of  pregnancy  were  present. 

Case  Report 

A thirty-year-old  married,  white  Irish- American 
woman,  gravida  2,  para  2,  was  admitted  to  the  hos- 
pital on  December  30,  1955,  with  a history  of  painless 
vaginal  bleeding  of  one  hour’s  duration.  Eleven 
days  previously  she  had  a normal  spontaneous 
delivery  at  term  after  a labor  of  four  hours  and  six- 
teen minutes.  No  oxytocin  was  used  for  labor. 
The  infant  was  a female  weighing  3,860  Gm.  and 
presented  as  a vertex.  There  was  no  complications 
either  antepartum,  intrapartum,  or  immediately 
postpartum.  She  was  discharged  from  the  hospital 
on  December  24,  1955.  There  was  a scant  serous 
lochia  present  until  one  hour  prior  to  admission  to 


the  hospital.  She  awoke  from  her  sleep  to  find  her 
sheets  soaked  with  blood.  There  was  no  history  of 
trauma,  and  she  denied  having  intercourse.  Past 
history  was  negative,  including  any  previous  bleed- 
ing episodes.  There  was  no  familial  history  of 
bleeding.  Menarche  was  at  age  thirteen  years. 
Menses  was  regular,  occurring  every  twenty-eight 
days,  lasting  four  to  five  days.  She  used  four  to 
five  pads  per  day  and  had  moderate  dysmenorrhea 
associated  with  her  menses.  She  sometimes  noticed 
small  clots  with  her  period.  Physical  examination 
revealed  a well-developed,  well-nourished,  white 
woman  not  appearing  acutely  ill.  Blood  pressure 
was  120/70,  pulse  88,  respirations  16,  and  tempera- 
ture 99.4  F.  rectally.  The  hemoglobin  was  9.5  Gm. 
Abdominal  examination  revealed  minimal  tender- 
ness to  deep  palpation  in  both  lower  quadrants. 
The  uterus  was  palpable  two  fingerbreadths  below 
the  umbilicus.  Pelvic  examination  revealed  slight 
tenderness  in  both  fornices  and  in  the  cul-de-sac. 
The  cervix  was  soft,  admitted  a fingertip,  and  had  a 
minimal  circumoral  erosion.  The  uterus  was  en- 
larged to  fourteen  to  sixteen  weeks  gestation  and 
was  soft  and  boggy.  There  was  bright  red  blood 
coming  from  the  os.  The  adnexa  were  normal.  She 
was  given  oxytocin  intravenously,  2 cc.  per  1,000 
cc.  5 per  cent  glucose  in  water,  and  ergotrate  0.2  mg. 
intramuscularly  at  5:50  a.m.  on  December  30, 
1955.  A specimen  of  blood  was  taken  for  typing 
and  crossmatching.  It  was  noticed  that  this  blood 
specimen  formed  only  a small,  poor  clot  after  one 
hour.  At  6:35  a.m.  the  uterus  was  massaged 
abdominally,  and  100  cc.  of  bright  red  blood  was 
expressed.  Only  a few  friable  clots  were  observed. 
The  hemoglobin  was  now  6.5  Gm.  and  the  blood 
pressure  100/60.  At  8:30  a.m.,  approximately 
three  hours  after  admission,  there  was  heavy  bleed- 
ing noted  from  the  uterine  cavity.  Unlike  the  bleed- 
ing on  admission,  the  bleeding  at  this  time  was 
characterized  by  absence  of  clotting.  A blood 
specimen  drawn  from  the  antecubital  vein  showed  a 
very  small  and  poor  clot  after  one  hour.  The 
remainder  of  the  blood  was  liquid.  A fibrinogen 
index  determination  at  this  time  showed  no  clot 
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after  forty  minutes  of  observation,  while  the  control 
serum  clotted  in  fifteen  seconds.  A specimen  was 
drawn  for  a quantitative  fibrinogen.  Two  Gm.  of 
fibrinogen  were  given  intravenously.  Blood  pressure 
Was  84/50  and  pulse  120  per  minute.  Whole  blood 
was  also  given,  and  the  patient  was  taken  to  the 
operating  room  for  dilatation  and  curettage  at  10:00 
A. m»  Blood  pressure  was  60/0.  Six  hundred  cc. 
of  clear  urine  were  obtained  on  catheterization. 
Urinalysis  revealed  a pH  of  5.5,  specific  gravity 
1.010,  white  blood  count  three  to  five  per  high  power 
field,  and  red  blood  count  0 to  1;  no  casts  were 
present.  On  dilatation  and  curettage  the  uterus 
was  fourteen  weeks  size,  soft  and  boggy.  The 
adnexa  were  negative.  The  cervix  admitted  a finger- 
tip. Digital  examination  of  the  uterine  cavity 
revealed  several  small  pieces  of  membrane  and 
placental  tissue  which  were  removed.  Curettage 
revealed  numerous  decidual  fragments.  Four  more 
Gm.  of  fibrinogen  were  given  during  the  procedure 
for  a total  of  6.0  Gm.  She  also  received  1,500  cc.  of 
whole  blood . N o further  active  bleeding  was  noticed 
after  the  dilatation  and  curettage.  Blood  pressure 
was  stable  at  105/70  at  11:30  a.m.,  with  a pulse  of 
88  per  minute.  She  was  placed  on  penicillin 
600,000  units  twice  a day,  streptomycin  0.5  Gm. 
twice  a day,  and  Ergotrate  0.2  mg.  every  two  hours 
for  12  doses.  Quantitative  fibrinogen  was  95  mg. 
per  cent  (normal  250  mg.  per  cent)  prior  to  treat- 
ment with  fibrinogen  and  275  mg.  per  cent  following 
the  administration  of  6 Gm.  of  fibrinogen.  Pro- 
thrombin time  was  seventeen  seconds  with  a control 
of  fifteen  seconds.  Urinary  output  was  1,200  cc. 
on  December  30, 1955,  and  1,400  cc.  on  the  following 
day.  Temperature  ranged  from  99  to  100  F.  rectally. 
Pathology  report  was  necrotic  blood,  fibrin,  and 
decidua.  The  patient  was  discharged  on  the 
fourth  day,  January  3,  1956,  with  a scant  lochia 
rubra  and  a hematocrit  of  32  volume  per  cent. 
Follow-up  examinations  on  January  5,  1956,  and 
on  January  25,  1956,  revealed  no  abnormal  findings. 

Comment 

We  have  presented  an  unusual  case  of  hypo- 
fibrinogenemia  with  sudden  onset  on  the  eleventh 
postpartum  day  following  a normal  spontaneous 
delivery.  A possible  explanation  is  the  entrance 
of  thromboplastin  into  the  maternal  blood  stream 
from  the  uterus  in  a sufficient  amount  to  cause 
defibrination.  We  postulate  that  the  origin  of 
this  thromboplastin  was  the  retained  decidual  and 
placental  fragments.  It  has  been  reported  that 
normal  labor  and  uncomplicated  delivery  do  not 
cause  significant  alteration  in  blood  fibrinogen 
level,  prothrombin  time,  bleeding  time  or  clotting 


time.13  Others  report  a rapid  increase  in  the 
amount  of  circulating  fibrinogen  soon  after  de- 
livery to  normal  or  above  normal  values.14  Con- 
trary reports  indicate  that  unusually  low  values 
may  persist  for  several  weeks  after  delivery.  It 
is  apparent  that  as  yet  we  do  not  have  the  com- 
plete answer  to  the  clotting  mechanism  involved 
in  the  pregnant  and  nonpregnant  state.  In  this 
case  hypofibrinogenemia  occurred  under  circum- 
stances not  previously  encountered  clinically  or 
reported  in  the  literature.  Adequate  replacement 
of  fibrinogen  in  addition  to  whole  blood  and  a di- 
latation and  curettage  were  necessary  to  control 
the  bleeding.  Removal  of  the  decidual  and  placen- 
tal fragments  was  essential  in  preventing  further 
progression  of  the  defibrination  process. 

Summary 

A case  of  hypofibrinogenemia  occurring  eleven 
days  after  an  uncomplicated  full-term  spontaneous 
delivery  has  been  persented.  Treatment  neces- 
sitated the  use  of  adequate  fibrinogen  in  addition 
to  whole  blood  replacement.  A quantitative  fi- 
brinogen prior  to  treatment  with  fibrinogen  was 
95  mg.  per  cent.  Following  administration  of 
6 Gm.  of  fibrinogen,  it  was  275  mg.  per  cent. 

It  is  suggested  that  thromboplastin  from  de- 
cidual and  placental  fragments  entered  the  maternal 
blood  stream  in  sufficient  amount  to  cause  the 
defibrination. 
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Subacute  Bacterial  Endocarditis  Treated  with  Oral  Penicillin 
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^Iubacute  bacterial  endocarditis  is  generally- 
considered  a difficult  diagnostic  and  thera- 
peutic problem,  best  handled  in  a hospital  environ- 
ment. The  present  case  is  presented  not  to  min- 
imize the  seriousness  and  difficulty  in  managing 
the  infection,  but  to  point  up  that  some  cases  of 
easily  and  early  diagnosed  endocarditis,  especially 
those  caused  by  penicillin-sensitive  organisms, 
can  be  treated  safely  at  home  or  in  the  office.  It 
is  doubtful  that  a large  series  of  cases  could  or 
should  be  managed  in  this  fashion.  This  case 
was  treated  entirely  by  penicillin  V (Phenoxy- 
methyl  penicillin)  given  orally.  The  therapeutic 
regimen  was  undertaken  at  an  early  stage  of  the 
disease,  before  the  patient  was  willing  to  accept 
hospitalization  and  parenteral  therapy.  As  he 
had  an  excellent  response  to  oral  penicillin,  it 
was  continued  for  a full  eight  weeks  at  home.  The 
patient  was  never  admitted  to  a hospital. 

Case  Report 

A fifty-two  year-old  male  housing  project  main- 
tenance employe  had  rheumatic  heart  disease.  For 
eight  years  he  had  been  periodically  followed  and 
examined  in  the  Medical  Center  Cardiac  Clinic  and 
as  a private  patient.  His  active  rheumatic  fever 
occurred  in  adolescence,  and  it  left  him  with 
murmurs  of  aortic  stenosis  and  mitral  valvular  in- 
sufficiency. For  the  last  eight  years  his  cardiac 
silhouette  on  x-ray  was  enlarged  in  size  and  shape 
to  conform  with  these  valve  lesions.  He  had  never 
been  in  cardiac  failure,  nor  had  he  had  a break  in 
regular  sinus  rhythm.  In  spite  of  working  at 
fairly  hard  manual  labor,  he  had  never  complained 
of  more  than  mild  dyspnea  on  exertion  and  tiring 
more  easily  as  he  became  older.  He  had  never  been 
given  antibiotic  prophylaxis,  mainly  because  he  had 
not  been  to  the  clinic  or  the  office  for  the  preceding 
three  years. 

Two  weeks  before  the  onset  of  acute  symptoms 
he  had  four  teeth  extracted  under  local  Novocain 
-without  immediate  evident  complications.  No 
antibiotics  had  been  prescribed.  Twelve  or  fourteen 
days  later  he  noted  fever,  chills,  malaise  and  weak- 
ness, headaches,  and  anorexia;  he  could  not  keep 
working.  On  his  first  visit  to  the  office  he  had  a 
fever  of  102  F.  and  a pulse  rate  of  105.  Examination 
revealed  the  same  cardiac  findings  present  as  on 
previous  examinations.  No  petechiae  or  enlarged 
spleen  were  seen  or  felt,  but  the  story  suggested  the 
diagnosis.1  Blood  count  revealed  a hemoglobin 
of  15.5  Gm.  per  cent,  5,400,000  red  cells,  15,300 
white  cells  with  82  per  cent  polymorphonuclear  cells, 
and  a high  ratio  of  immature  forms.  A blood  culture 
was  obtained,  the  patient  was  placed  on  penicillin  V 


250  mg.  four  times  a day,  orally,  and  sent  home  to 
await  the  results  of  the  culture.  An  alpha  strepto- 
coccus was  found,  and  in  four  days  a drug  sensitivity 
report  showed  the  following: 

1.  Penicillin — Sensitive  (by  serial  dilution  tech- 
nic to  less  than  0.05  units  per  mm.  of  penicillin) 

2.  Chloramphenicol — Sensitive  (Disk  technic) 

3.  Erythromycin — Sensitive  (Disk  technic) 

4.  Bacitracin — Sensitive  (Disk  technic) 

5.  Tetracycline — Sensitive  (Disk  technic) 

6.  Streptomycin — Slightly  sensitive 

Although  encouraged  to  be  hospitalized  promptly, 

he  refused.  Treatment  resulted  in  an  impressive 
response,  both  clinical  and  in  the  laboratory.  His 
fever  fell  to  99  to  100  F.  by  the  fourth  day,  and  he 
felt  improved.  Blood  culture  on  the  third  day  of 
therapy,  as  well  as  all  subsequent  ones,  was  reported 
as  sterile.  By  the  seventh  day  on  the  original  regi- 
men of  oral  penicillin,  he  was  afebrile,  and  improved 
symptomatically  until  it  was  difficult  to  keep  him 
at  rest.  His  white  blood  count  dropped  to  8,640, 
with  a normal  differential  count  in  ten  days.  There 
were  no  evident  embolic  phenomena  present,  and 
the  spleen  never  became  palpable.  The  heart  rate 
and  rltythm  remained  normal,  the  sounds  of  the 
murmurs  were  unchanged,  and  the  heart  size  did  not 
change. 

After  five  weeks  the  dosage  of  penicillin  V was 
tapered  to  Vs  Gm.  (125  mg.)  four  times  daily,  and 
this  was  continued  for  three  more  weeks.  No  symp- 
tomatic or  objective  side  reactions  to  the  drug 
were  noted.  The  patient  was  confined  to  his  bed 
at  home,  except  for  bathroom  requirements,  for 
the  first  month;  then  he  was  allowed  up  around  the 
house  for  the  next  month. 

At  the  end  of  eight  weeks  the  drug  was  stopped, 
he  was  allowed  out  of  the  house,  and  returned  to 
work  three  weeks  later.  His  blood  cultures,  blood 
count,  and  physical  signs  were  unchanged,  and  he 
reported  mild  fatigue  after  completing  his  usual 
tasks  and  hours  as  a janitor.  Repeated  blood  cul- 
tures have  been  sterile  with  no  antibiotic  for  six 
months.  A daily  prophylatic  dose  of  125  mg.  of 
penicillin  V has  been  ordered  after  the  six-month 
period  with  no  drug.  The  patient  has  been  warned 
against  any  further  dental  work  without  increased 
protection.2 

Comment 

The  published  literature  is  replete  with  reports 
about  the  method  and  means  of  treating  subacute 
bacterial  endocarditis.1-3-4  Penicillin-sensitive  bac- 
teria are  the  commonest  causative  organisms, 
with  alpha  hemolytic  streptococci  accounting  for 
the  highest  percentage  of  cases.  Published  reports 
of  penicillin-treated  subacute  bacterial  endocarditis 
with  apparent  cures  date  back  to  1943-1944. 1-3-4 
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The  antibiotic  was  always  given  by  parenteral 
intramuscular  or  intravenous  routes.  In  19465 
the  oral  administration  of  penicillin  in  treating 
infections  was  discussed,  and  its  absorption,  ex- 
cretion, and  destruction  were  such  that  it  was  not 
considered  to  produce  high  enough  blood  levels 
to  be  effective  in  endocarditis.  In  a combined 
report  of  442  cases  treated  in  Great  Britain  from 
1944  to  1951,  all  were  treated  by  the  parenteral 
route.1  With  oral  administration  of  penicillin, 
ineffective  blood  levesl  always  seemed  a hurdle 
to  good  results  in  therapy.  There  was  not  enough 
penicillin  available  in  the  early  years  to  allow 
large  enough  dosage  by  mouth  to  be  given  over  a 
long  enough  period  of  time  to  assure  what  were 
presumed  to  be  adequate  and  necessary  blood  levels 
for  good  treatment.6  Parenteral  routes  of  ad- 
ministration were  adhered  to  in  order  to  obtain 
the  highest  blood  levels  with  the  smallest  possible 
amount  of  drug.  When  the  production  of  peni- 
cillin became  more  plentiful,  oral  preparations 
became  more  popular.  Despite  this,  the  habit  of 
treating  subacute  bacterial  endocarditis  with 
parenteral  forms  of  penicillin  did  not  change,  the 
consensus  being  that  too  large  a dose  was  required 
and  the  results  were  unreliable.4  Because  gas- 
trointestinal upsets,  nausea,  vomiting,  and  di- 
arrhea were  anticipated,  the  oral  route  was  not 
recommended. 

As  a consequence,  very  few  cases  of  subacute 
bacterial  endocarditis  have  been  reported  in  which 
the  oral  route  was  soley  utilized.6-8  With  the 
advent  of  penicillin  V,  higher  blood  levels  can  be 
expected  via  the  oral  route,  and  as  would  be  an- 
ticipated, a few  cases  of  subacute  bacterial  en- 
docarditis treated  with  it  have  appeared  recently.9,10 
Results,  as  shown  with  this  patient,  are  most  en- 
couraging. 

In  evaluating  the  two  routes  of  administering 
penicillin,  there  is  no  doubt  that  parenteral  in- 
jection has  the  greater  virtues  of  providing,  once 
injected,  more  consistent  and  higher  blood  levels, 
of  minimizing  the  element  of  patient  cooperation, 
and,  of  increasing  the  total  amount  of  drug  re- 
quired as  compared  to  the  oral  route.  However, 
long-term  parenteral  therapy  must  be  done  in  the 
hospital;  certainly  so  if  the  intravenous  route  is 
contemplated.  At  home  oral  treatment  is  simpler 
and  its  success  depends  on  the  patient’s  cooperation. 
The  value  of  treating  selected  cases  at  home  cannot 
be  denied  providing  that  the  offending  bacteria 
can  be  identified  easily  and  quickly  with  blood 
cultures,  and  is  exquisitely  susceptible  to  peni- 
cillin. The  savings  in  hospital  bed  space  and  in 
cost  to  the  patient  are  well  worth  consideration. 
The  newer  oral  forms  of  penicillin  (penicillin  V) 
are  much  better  tolerated,  with  less  gastric  irritation, 
nausea,  and  diarrhea.  Therapeutic  blood  levels 
of  penicillin  can  be  assured  with  oral  intake.  Peni- 
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cillin  blood  levels  on  patients  treated  with  these 
oral  preparations  are  within  the  therapeutic  range 
for  penicillin-sensitive  streptococci.10,11  Repeated 
blood  cultures  can  be  taken  at  home  by  the  phy- 
sician, with  little  more  effect  than  in  the  hospital. 

On  the  basis  of  these  criteria,  the  number  of 
cases  of  bacterial  endocarditis  that  can  be  selected 
for  treatment  by  oral  penicillin  at  home  is  not 
and  should  not  be  large.  The  case  mentioned 
here  is  a good  example  of  what  can  be  done  and  is 
reported  mainly  to  recommend  the  plan  for  further 
use  and  consideration.  The  dosage  of  oral  peni- 
cillin used  in  this  case  is  low  by  most  standards. 
It  is  probable  that  higher  doses  in  the  range  of 
500,000  to  1,000,000  units,  four  to  six  times  a day, 
are  more  practicable.10,12  The  dosage  necessary 
depends  on  the  bacterial  agent  involved  and  its 
sensitivity  to  penicillin,  as  demonstrated  by  in 
vitro  laboratory  tests.  The  daily  dosage  schedule 
can  be  adjusted  according  to  the  individual  re- 
sponse in  each  case. 

The  patient  should  be  appraised  of  the  severity 
of  his  illness,  and  it  should  be  emphasized  that 
treatment  at  home  can  be  successful  only  with 
full  cooperation  in  bed  rest  and  taking  the  pre- 
scribed penicillin  exactly  as  ordered.  A detailed 
record  of  the  symptoms  noted  is  as  important  as 
the  notation  of  body  temperature.  Changes  in 
heart  sounds,  murmurs,  and  pulse  rate  are  checked 
by  the  physician  as  often  as  he  feels  it  necessary. 
Blood  cultures  are  repeated  at  least  two  to  three 
times  weekly  during  the  first  month  of  therapy. 

At  the  end  of  the  regular  treatment  period, 
daily  oral  prophylactic  penicillin  therapy  should 
be  continued  and  increased  at  the  time  of  dental 
repairs,  acute  upper  respiratory  infections,  or 
other  diseases  where  bacteremia  can  develop. 
Blood  cultures  should  be  repeated  monthly  for 
six  to  twelve  months  after  regular  treatment  has 
been  completed. 

Recent  articles10,12-14  report  the  use  of  oral 
penicillin  V given  in  high  periodic,  dosage,  1,000,000 
units  or  more  every  four  hours.  This  therapeutic 
scheme  was  enforced  by  parenteral  penicillin  or 
streptomycin  injections.  It  was  the  feeling  of  the 
authors  that  a combination  of  antibiotics  was 
necessary  to  insure  good  results.  This  form  of 
therapy  certainly  provided  much  higher  blood 
levels  of  penicillin  than  the  case  herein  described. 
However,  this  type  of  regimen  would  not  lend 
itself  readily  to  care  at  home.  The  questionable 
need  for  such  high  dosage  of  penicillin  emphasizes 
the  advantage  of  a simple  test  to  determine  blood 
levels  in  patients  under  treatment. 

The  principal  point  advocated  in  this  report 
and  the  others  mentioned  is  that  subacute  bac- 
terial endocarditis,  as  well  as  many  other  infections, 
can  be  treated  successfully  by  the  oral  route  with 
penicillin.  Given  a bacterial  etiologic  agent  that 
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is  easily  cultured  and  found  to  be  extremely  sen- 
sitive to  penicillin,  a good  result  can  be  expected. 
The  advantage  of  fewer  side  reactions  to  orally 
administered  penicillin  speaks  well  for  its  con- 
sideration. The  future  development  of  better 
oral  compounds  may  soon  make  this  the  route  of 
choice  in  prescribing  penicillin. 

Summary 

The  possibilities  of  treatment  with  oral  peni- 
cillin of  subacute  bacterial  endocarditis  caused  by 
penicillin-sensitive  bacteria  is  discussed.  A case 
report  has  been  presented  of  a fifty-two  year-old 
male  with  rheumatic  heart  disease,  mitral  insuf- 
ficiency, and  aortic  stenosis,  who  developed  an 
alpha  streptococcal  bacterial  endocarditis  following 
dental  extractions.  The  infection  was  treated 
with  oral  penicillin  V,  250  mg.  four  times  a day, 
for  four  weeks  and  then  125  mg.  four  times  a day, 
for  four  more  weeks.  All  blood  cultures  were 
negative  after  therapy  was  started,  and  the  symp- 
tomatic response  was  excellent.  The  patient  is 
now  continued  on  daily  prophylactic  dosage  of  250 
mg.  of  oral  penicillin  V.  A six-month  follow-up 
has  shown  no  deterioration  of  the  physical  findings, 


and  blood  cultures  remain  sterile.  Reported  cases 
treated  in  similar  fashion  were  mentioned. 
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lleoileal  Intussusception  of  a Solitary  Metastatic 
T umor  of  the  I leurn 

THOMAS  C.  CASE,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Surgery , St.  Vincent's  Hospital ) 


T^he  occurrence  of  a solitary  metastatic  lesion 
selectively  affecting  a part  of  the  small  intes- 
tine is  indeed  rare.  It  is  only  by  arousing  the 
roentgenologists  suspicion  of  such  a lesion  that 
the  diagnosis  can  at  times  be  made.  It  is  impor- 
tant to  do  this  and  to  apply  prompt  and  adequate 
surgery,  for  perusal  of  the  literature  indicates 
that  this  type  of  lesion  is  of  clinical  importance 
in  that  it  can  produce  an  intestinal  obstruction 
which  is  much  more  amenable  to  palliative  relief 
by  surgical  means  than  is  the  type  of  obstruction 
due  to  diffuse  malignant  peritoneal  infiltration. 

Case  Report 

A sixty-year-old  white  male  first  complained  of 
indefinite  abdominal  pain,  loss  of  appetite,  and  loss 
of  weight  in  May,  1957. 


The  patient  had  had  a subtotal  gastric  resection 
for  duodenal  ulcer  in  1950.  In  1951  he  was  treated 
for  acute  sigmoidal  diverticulitis.  In  1952  a malig- 
nant melanoma  was  excised  from  his  left  buttock. 
The  excision  included  a very  large  area  of  skin,  and 
it  appeared  that  the  operative  procedure  was  an 
adequate  one  for  the  lesion. 

He  was  quite  well  until  May,  1957,  when  he  pre- 
sented himself  with  the  principal  complaint  of  ab- 
dominal pain.  Upper  gastrointestinal  series  at  this 
time  revealed  the  presence  of  a deformity  in  the 
region  of  the  gastrojejunal  stoma,  and  the  diagnosis 
of  marginal  ulcer  was  considered. 

In  spite  of  medication  his  condition  did  not  im- 
prove, and  on  August  8,  1957,  he  was  admitted  to 
St.  Vincent’s  Hospital,  New  York  City,  where  an- 
other gastrointestinal  series  was  performed.  A re- 
port of  the  x-ray  on  August  20,  1957,  indicated  the 
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ILEOILEAL  INTUSSUSCEPTION  OF  SOLITARY  METASTATIC  TUMOR 


Fig.  1.  X-ray  of  small  bowel  with  arrows  indicating  site  of  lesion. 


suspicion  of  the  presence  of  a lesion  in  the  terminal 
portion  of  the  ileum  (Fig.  1). 

While  in  the  hospital  his  general  condition  became 
progressively  worse.  He  continued  to  complain  of 
recurrent  abdominal  pain  and  began  to  have  diffi- 
culty in  moving  his  bowels.  Intestinal  obstruction 
was  then  suspected  and  soon  became  obvious ; how- 
ever, an  operation  was  not  performed  because  of  the 
extremely  poor  condition  of  the  patient  as  a result 


of  generalized  malignant  disease. 

Two  weeks  before  his  demise  several  abdominal 
masses  were  palpable,  and  numerous  subcutaneous 
nodules  appeared  in  different  parts  of  the  abdominal 
and  chest  wall.  One  of  these  was  removed  for 
biopsy,  and  the  microscopic  diagnosis  was  that  of 
malignant  melanoma. 

At  autopsy  anileoileal  intussusception  of  a solitary 
ileal  metastic  tumor  was  found  about  18  inches  from 
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Fig.  2.  Microphotograph  of  metastatic  lesion  in  the 
ileum. 


the  ileocecal  valve.  Microscopic  report  of  the  bowel 
lesion  was  that  of  a metastatic  melanoma  (Fig.  2). 
Two  larger  masses  measuring  about  8 inches  in 
diameter  and  consisting  of  malignant  melanotic 
tissue  were  present  in  the  greater  omentum,  and  the 
remaining  abdominal  cavity  was  comparatively  free 
of  metastatic  disease.  It  was  the  pressure  of  one 
of  these  masses  against  the  gastrojejunal  stoma  that 
created  the  impression  on  the  x-ray  film  of  the  pres- 
ence of  a marginal  ulcer. 

Comment 

Localized  solitary  metastatic  lesions  selectively 
affecting  the  small  intestine  are  extremely  rare, 
and  most  authors  contribute  only  a single  case. 
De  Castro,  Dockerty,  and  Mayo1  reported  26 
cases  from  the  Mayo  Clinic,  and  up  to  this  time 
of  their  report  a total  of  51  cases,  including  their 
own,  had  been  reported  in  the  literature. 

They  concluded  that  there  are  no  characteristic 
signs  or  symptoms  peculiar  to  these  metastatic 


tumors  of  the  small  intestine.  A history  of  a 
previous  malignant  lesion,  regardless  of  site,  treat- 
ment, or  the  time  elapsed  between  occurrence  of 
the  primary  lesion  and  the  onset  of  symptoms 
from  the  metastatic  lesion  is  strongly  suggestive 
of  the  lesion. 

The  most  common  site  of  the  primary  lesion 
was  found  to  be  the  cervix,  then  the  skin  (mel- 
anoma), and  then  the  kidneys. 

Malignant  melanomas  may  remain  occult  for 
many  years  before  metastasizing  to  the  small 
intestine,  but  they  offer  the  shortest  survival  time 
after  surgical  therapy.  If  surgery  is  undertaken, 
it  is  of  course  only  a palliative  procedure,  prin- 
cipally to  relieve  the  obstruction. 

Features  of  interest  in  the  case  reported  were 
that  the  patient  had  both  a sigmoid  diverticulosis 
and  the  possibility  of  a marginal  ulcer  that  could 
have  accounted  for  the  abdominal  distress.  The 
recurrent  attacks  of  abdominal  pain  could  also 
have  been  the  result  of  repeated  intermittent 
intussusception  with  incomplete  obstruction.  Re- 
fief was  obtained  with  the  spontaneous  reduction 
of  the  intussusception.  It  was  not  until  shortly 
before  his  demise  that  the  existing  lesion  was 
suspected;  however,  surgery  at  this  time  was 
contraindicated  because  of  extensive  generalized 
disease. 

Summary 

We  have  reported  a case  of  solitary  metastatic 
lesion  of  the  small  intestine,  causing  an  intussus- 
ception and  intestinal  obstruction.  Problems  of 
diagnosis  and  treatment  were  briefly  discussed. 
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The  Role  Heredity 

What  role  does  heredity  play  in  allergy?  Over 
half  of  all  allergy  sufferers  give  a history  of  allergic 
diseases  in  other  members  of  the  family.  Trans- 
mission of  the  allergic  tendency  seems  to  occur  twice 
as  frequently  through  the  woman  as  through  the 


Plays  in  Allergy 

man.  When  both  parents  are  allergic  there  is  a 75 
per  cent  chance  that  the  offspring  will  be  too.  With 
one  allergic  parent,  there  is  a 25  to  50  per  cent 
chance,  but  with  neither  parent  allergic  the  possi- 
bility declines  sharply. — Patterns  of  Disease  - 
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Lightning  Pain  of  Tabes  Dorsalis  Treated  with  Meticorten 


ERWIN  M.  JACOBS,  M.D.,  POUGHKEEPSIE,  NEW  YORK 


Qince  the  introduction  of  the  adrenal  corticotropic 
^ hormones,  there  have  been  a few  reports  in  the 
English  and  foreign  literature  concerning  the  treat- 
ment of  tabetic  crises  with  these  drugs.  It  is  well 
known  that  the  lightning  pains  of  tabes  are  more 
common  and  regular  than  the  gastric  crises.  The 
severity  and  chronicity  of  the  lightning  pain  cause 
many  tabetics  to  become  addicted  to  narcotics  and 
require  extremely  large  doses  of  the  drugs.  In  the 
past,  although  many  of  these  patients  have  been 
treated  and  a good  serologic  response  obtained,  the 
pains  have  continued  to  persist.  With  this  situa- 
tion the  patient  would  then  continue  to  require 
narcotics  unless  a drug  was  found  to  reduce  the 
intensity  and  frequency  of  the  pain.  Meticorten 
was  administered  to  the  patient  whose  case  is  re- 
ported below  and  produced  such  dramatic  relief  of 
his  pains  that  the  narcotics  could  be  discontinued. 

Case  Report 

Mr.  C.  D.,  age  forty-seven,  was  admitted  to  a pri- 
vate psychiatric  hospital  on  April  11,  1956,  for  the 
treatment  of  Demerol  addiction.  He  gave  a history 
of  having  had  a chancre  in  1928  and  receiving  treat- 
ment with  arsenicals.  In  1929  he  had  had  a positive 
blood  serology,  although  it  has  been  negative  since 
1932.  In  1940  he  began  to  have  lightning  pains 
every  four  to  five  months  but  which  occurred  almost 
daily  for  several  months  before  hospitalization. 
Six  years  prior  to  admission  he  had  begun  taking 
Demerol  intramuscularly  and  at  the  time  of  admis- 
sion was  on  very  large  doses.  In  1948  he  had  been 
told  that  there  was  a large  lumbar  intervertebral 
disc  causing  his  difficulties,  and  an  exploration  had 
been  done  which  proved  to  be  negative.  A laminec- 
tomy and  fusion  were  performed.  Since  the  opera- 
tion he  has  had  a recurrent  vesicular  eruption  over 
the  right  buttock  for  which  he  had  been  treated  with 
x-rays.  In  1951  a lumbar  puncture  was  said  to  have 
a negative  serology.  He  has  had  two  courses  of 
penicillin,  one  of  which  was  aqueous  and  one  pro- 
caine penicillin,  but  the  exact  amounts  were  not 
known.  He  had  been  treated  with  intravenous 
ACTH  in  February,  1955,  without  effect,  and  at  that 
time  had  a negative  Kline  and  Kahn,  a positive 
Hinton,  and  a doubtful  Wassermann  test. 

On  admission  his  physical  examination  showed  a 
blood  pressure  of  150/100  with  a normal  pulse. 
There  were  no  left  ventricular  enlargement  or'  mur- 
murs, and  A2  was  greater  than  P2.  The  chest  was 
clear  to  auscultation  and  percussion.  There  was  an 
old,  healed  scar  over  the  lumbar  spine  and  another 
over  the  right  iliac  crest.  A herpes  simplex  eruption 
was  noted  over  the  right  buttock.  The  neurologic 
examination  revealed  no  vision  in  the  left  eye,  which 
had  been  blind  since  birth.  The  pupils,  however, 
were  irregular  and  unequal,  with  no  reaction  to  light 
but  a good  reaction  to  accommodation.  The  other 


cranial  nerves  were  intact.  The  gait  and  station 
were  normal.  The  motor  system  revealed  no  paresis 
or  tone  change.  There  was  a slight  decrease  in  the 
left  knee  jerk,  but  the  reflexes  were  all  present  with 
no  pathologic  reflexes  being  noted.  Sensory  ex- 
amination was  normal,  except  for  a slight  decrease 
in  position  and  vibration  sensation  at  both  ankles. 
Coordination,  stereognosis,  and  speech  were  intact. 

A complete  blood  count,  urinalysis,  basal  meta- 
bolic rate,  blood  sugar,  urea,  and  blood  bromides 
were  normal.  A Kolmer  and  VDRL  were  negative. 
The  patient  refused  a lumbar  puncture.  A Trepo- 
nema pallidum  immobilization  test  was  positive. 
X-rays  of  the  chest  and  skull  were  within  normal 
limits.  X-rays  of  the  lumbar  spine  showed  the  old 
fusion  and  laminectomy.  An  electrocardiogram  and 
electroencephalogram  were  normal. 

While  in  the  hospital  the  patient  was  gradually 
withdrawn  from  the  Demerol  and  begun  on  oral 
Thorazine,  100  mg.  every  two  hours.  There  was  no 
change  in  the  patient’s  complaints  of  pain  in  the 
legs,  and  he  was  quite  demanding  and  abusive.  This 
treatment  persisted  for  one  week  without  any 
marked  change  in  the  clinical  picture.  A dermatol- 
ogist was  consulted  concerning  the  eruption,  and  he 
recommended  Meticorten  as  well  as  repeated  vac- 
cinations for  smallpox.  The  vaccination  was  carried 
out  with  a primary-take  reaction,  and  the  patient 
was  started  on  Meticorten,  30  mg.  a day.  After  four 
days  he  was  given  15  mg.  per  day.  Neo-Cortef  oint- 
ment was  also  applied  to  the  buttock  over  the  rash. 
Within  two  days,  the  patient  had  a remarkable  re- 
mission of  his  lightning  pains.  He  remained  in  the 
hospital  for  approximately  two  more  weeks,  during 
which  time  he  was  able  to  be  completely  withdrawn 
from  the  Demerol,  and  the  Thorazine  was  reduced 
to  50  mg.  four  times  a day.  He  learned  to  adjust 
the  dosage  of  Meticorten  to  the  severity  of  his  pains 
and  would  vary  the  amounts  from  5 to  15  mg. 

The  patient  left  the  hospital  against  advice  but 
continued  to  take  the  Meticorten  at  home  for  three 
months  with  dramatic  relief  of  pain.  At  this  time 
he  became  jaundiced,  which  was  thought  to  be  due 
to  the  Thorazine,  but  was  later  found  to  be  chole- 
lithiasis. He  was  then  advised  to  discontinue  the 
Meticorten. 

Comment 

The  etiology  of  the  lightning  pains  and  the  various 
crises  of  tabes  are  still  not  understood.  One  might 
speculate  that  the  effects  of  these  steroids  take 
place  in  the  central  nervous  system  or  the  connec- 
tive tissue  immediately  about  it.  This  is  partic- 
ularly important  at  the  area  of  Obersteiner  and 
Redlich,  where  the  spinal  roots  perforate  the  dural 
sheath  and  begin  to  show  the  pathology  of  tabes. 

Although  the  treatment  in  this  case  is  complicated 
by  the  Thorazine,  vaccinations,  and  withdrawal  from 
Demerol,  the  sudden  relief  of  pain  and  the  ability 
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to  control  it  by  varying  doses  of  Meticorten  would 
make  one  suspect  that  this  drug  had  a beneficial 
effect  on  this  patient.  In  a series  of  five  tabetics 
treated  with  cortisone  there  was  a decrease  in  the 
severity  and  frequency  of  attacks  of  lightning  pain. 
Cortisone  was  used  for  nine  months  with  a main- 
tenance dose  of  25  mg.  by  mouth.1  In  another  re- 
port, ACTH  was  administered  intravenously  and 
then  cortisone  given  orally  with  improvement 
noted.2  A case  of  gastric  pain  treated  with  cortico- 
tropin intravenously  and  cortisone  orally  with  bene- 
ficial results  has  also  been  recorded.3  Recently 
another  patient  with  lightning  pains  controlled 
with  15  mg.  of  prednisone  daily  has  been  reported.4 
The  relief  of  lightning  pain  with  Meticorten  has  been 
observed  in  one  other  patient  by  the  consultant  in 
dermatology.5 

Moore1  did  not  feel  that  his  observations  justified 
the  use  of  adrenal  cortical  hormones  for  lightning 
pains  in  the  average  patient  with  tabes.  Since  his 
paper  has  been  written,  however,  the  steroids  have 
become  more  refined,  and  it  would  be  to  the  patient’s 
advantage  to  use  all  of  the  modern  drugs  that  are 
at  his  disposal,  even  if  it  is  just  for  a clinical  trial. 
If  these  patients  could  be  treated  and  relief  of  pain 
obtained  in  this  simple  manner,  it  might  be  possible 
to  prevent  the  addiction  or  even  use  of  narcotic 
drugs. 


Summary 

This  is  a case  of  a middle-aged  male  who  was 
treated  for  narcotic  addiction  by  withdrawal  and 
Thorazine.  He  had  a long  history  of  treatment 
for  central  nervous  system  syphilis  and  tabes  dor- 
salis. A herpes  simplex  eruption  over  the  right 
buttock  was  treated  with  Meticorten,  Neo-Cortef 
ointment,  and  smallpox  vaccinations,  with  improve- 
ment of  the  lesion  and  a remission  from  the  lightning 
pain  of  tabes.  He  was  able  to  adjust  the  dosage  of 
Meticorten  according  to  the  severity  of  his  pains 
for  three  months  until  he  became  jaundiced  due  to 
cholelithiasis,  and  he  was  advised  to  discontinue 
the  Meticorten.  It  is  felt  that  one  of  the  steroids 
should  be  added  to  the  penicillin  therapy  of  light- 
ning pains  with  the  realization  that  the  exact  effect 
of  the  drug  is  not  yet  known  and  that  steroids  will 
not  halt  the  luetic  process.  Early  use  of  these 
drugs,  before  the  patient  becomes  dependent  on 
narcotics  or  addicted,  would  be  of  great  value. 
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Rotary  Lawn  Mower  Injuries 


In  an  attempt  to  find  some  cause  for  the  rise  in 
rotary  lawn  mower  injuries,  questionnaires  were  sent 
to  each  of  50  patients  so  injured.  They  were  asked 
to  give  the  trade  name  of  their  mower,  to  describe 
the  accident  in  detail,  and  to  suggest  any  changes 
they  thought  might  prevent  trauma  in  the  future. 

Most  of  the  patients  replied  to  the  questionnaire. 
No  particular  make  of  mower  appears  more  dan- 
gerous than  the  other. 

All  of  the  hand  injuries  and  some  of  the  foot  in- 
juries were  believed  to  be  due  to  carelessness.  Care- 
lessness, however,  is  part  of  human  nature,  par- 
ticularly with  such  a common  tool  as  the  lawn 


mower.  Although  education  of  the  public  would  be 
a step  in  the  right  direction,  the  burden  of  decreasing 
the  number  of  injuries  lies  with  the  manufacturers. 
This  would  appear  particularly  true  in  cases  of  flying 
missiles  and  feet  slipping  under  the  mower.  This 
type  accident  should  not  be  blamed  on  the  opera- 
tor’s neglect. 

Some  of  the  machines  have  inadequate  safety 
guards  which  allow  feet  to  slide  into  the  blades  too 
readily.  This  is  particularly  true  in  dry  weather 
when  the  blades  are  raised  to  prevent  chopping  the 
grass  too  close. — Thomas  R.  Butterworth , M.D. , 
American  Surgeon,  September,  1957 
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The  Gentle  Art  of  Medical  Criticism 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild,  Ltd.) 


The  actuary  whose  responsibility  is  the  measure- 
ment of  the  life  of  a medical  motion  picture  film 
has  this  oft-repeated  complaint;  “A  critic  may  be 
born  every  minute,  but  how  long  must  he  remain 
alive  before  he  becomes  a constructive  critic ?” 

If  the  producer  of  medical  motion  pictures 
wants  to  succeed  in  his  chosen  field,  he  must 
realize  that  praise  is  a nonexistent  attribute  not 
only  of  his  critics  but  of  his  friends  as  well. 

The  following  anecdote  may  be  of  interest  to 
the  reader  because  it  describes  one  review  incident 
where  a most  discerning  critic  was  the  partici- 
pant. It  deals  with  review  procedures  pertain- 
ing to  a film  on  urology  produced  a few  years 
ago  under  a grant  which  had  been  given  to  the 
Department  of  Urolog}r,  St.  Louis  University. 

“Praise  from  a dean  of  a medical  school  is 
rarer  even  than  praise  from  a wife!”  This 
statement  appeared  as  a footnote  on  a letter 
addressed  to  a doctor  who  had  been  a medical 
missionary  in  China,  Dean  of  St.  Louis  Uni- 
versity, Assistant  Secretary  of  Defense  under 
Defense  Secretary  Wilson  in  the  present  Eisen- 
hower Administration,  and  is  nowT  practicing 
medicine  in  California. 

Dean  Casberg  was  not  only  a fine  adminis- 
trator— he  had  a most  intimate  knowledge  of 
anatomy.  In  several  review  sittings  held  during 
the  course  of  production  he  was  quick  to  notice 
certain  discrepancies  pertaining  to  visualizing 
problems  in  the  urinary  tract  and  pointed  these 


out,  offering  suggestions  on  how  the  problems 
could  be  solved. 

After  the  film  was  completed,  Dean  Casberg 
met  the  producer  at  an  American  Medical  As- 
sociation Convention  and  in  conversation  in- 
dicated that  he  had  carefully  followed  the  re- 
ception of  the  film  through  the  preceding  six 
months’  period,  remarking  that  he  had  heard 
some  fine  reports  about  the  film. 

The  vanity  of  man  being  what  it  is,  this 
praiseworthy  remark  was  immediately  relayed 
to  the  wife  of  the  producer  with  the  resulting 
statement  which  appears  above,  “Praise  from 
a dean  is  rarer  even  than  praise  from  a wife !” 

What  is  the  current  procedure  in  evaluating  a 
medical  film,  and  how  may  one  obtain  vital 
information  about  a film  so  that  the  ultimate 
user  may  safely  use  it  without  going  through  a 
time-consuming  interval  of  determining  whether 
a particular  film  serves  the  needs  of  his  antic- 
ipated audience? 

One  often  hears  that  in  the  theatre  the  re- 
viewers didn’t  like  a play  but  that  the  play 
became  successful  because  the  audience  liked  it 
sufficiently  to  spread  news  about  it  by  wrord  of 
mouth.  There  are  several  pitfalls  in  accepting 
another  reviewer’s  judgment.  Here  is  one  such 
typical  incident.  Some  weeks  ago,  a piece 
of  literature  arrived  describing  in  glowing  terms 
a new  film  on  “Crash  Injuries.”  It  w^as  produced 
at  a western  university  skilled  in  Hollywood 
procedures,  under  a grant  for  research.  The 
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brochure  mentioned  that  novel  research  methods 
were  used  in  which  a newly  designed  model 
simulating  the  body  under  stress  conditions  was 
subjected  to  forces  exerted  in  typical  crash 
experiences. 

The  descriptive  language  used  indicated  that 
such  a film  would  be  of  interest  to  professional 
medical  audiences  and  would  certainly  appeal  to 
lay  audiences  concerned  with  prevention  of 
crash  injuries.  The  subject  was  tentatively 
included  in  a suggested  list  of  films  suitable  for 
showing  to  professional  audiences  at  a medical 
convention. 

To  the  reviewer’s  chagrin,  the  film  did  not 
come  up  to  professional  standards  of  film  quality, 
nor  was  an  attempt  made  to  fulfill  the  glowing 
prospectus  about  the  scientific  methods  used 
in  research.  Fortunately,  there  was  sufficient 
time  to  withdraw  the  film  from  the  suggested 
list  of  subjects. 

When  questioned,  the  chairman  of  your 
Scientific  Motion  Picture  Subcommittee  laid 
down  the  following  rules  for  his  procedure  in 
evaluating  suitable  films  for  your  annual  con- 
vention program. 

He  feels  that  sound  and  color  have  been  well 
established  as  necessary  prerequisites  to  main- 
tain audience  interest,  the  exception  being  where 
black  and  white  is  the  medium  of  expression, 
such  as  in  radiologic  subjects. 

In  most  cases  he  reviews  the  film  himself. 
Where  films  are  not  available  for  review,  he  will 
accept  recommendations  of  the  American  College 
of  Surgeons  and  has  a high  opinion  of  certain 
reviews,  such  as  appear  in  the  Journal  of  the 
American  Medical  Association.  He  will  also 
accept  the  opinions  of  members  of  his  own 
subcommittee  who  have  been  chosen  because  of 
film  production  experience. 

What  is  the  criteria  used  by  boards  of  review 
to  determine  whether  or  not  a medical  film  hits 
its  mark?  Here  are  the  inner  workings  of  a 
typical  panel  in  which  the  writer  once  partici- 
pated. 

The  meeting  was  the  Film  Council  of 
America,  and  its  object  was  to  determine  the 
medical  film  which  would  receive  the  Golden 
Award  as  the  best  film  of  the  year.  The  per- 
sonnel of  the  panel  included  among  others,  a 
director  of  visual  education  of  a university  in 
Pennsylvania,  a dentist  whose  hobby  was  to 
make  dental  films,  and  a film  producer  with  some 
years  of  experience  in  making  medical  films. 
The  others  were  as  diversified  a group  as  you 


would  find  in  a typical  jury  trying  a man  for  a 
major  crime  for  which  a blue  ribbon  jury  would 
ordinarily  be  selected. 

The  period  of  indoctrination  of  the  panel  was 
approximately  an  hour  during  which  the  chairman 
set  up  a tentative  table  of  values  to  determine 
which  films  excelled  and  to  what  degree.  Points 
were  to  be  given  for  skill  in  production,  quality  of 
film,  quality  of  animation,  ability  to  tell  an  ade- 
quate story,  etc. 

The  ten  judges  were  not  allowed  to  consult 
each  other  in  determining  ^a  collective  opinion, 
and  each  man  was  on  his  own  in  deciding  the  per- 
centage rating.  Nearly  a score  of  medical  films 
were  reviewed.  The  judges,  of  course,  were  see- 
ing each  of  the  films  for  the  first  time  and  had  to 
arrive  at  an  opinion  on  a purely  personal  basis  de- 
termined by  their  experience  in  the  field.  One 
might  assume,  therefore,  that  a majority  opinion 
would  be  hard  to  come  by,  yet  all  ten  judges,  for 
reasons  best  known  to  themselves,  came  up  with 
a unanimous  decision  of  which  was  the  best  film  of 
that  year.  The  title — “Fractures  of  the  Femur 
About  the  Hip,”  produced  by  the  Veterans  Ad- 
ministration, Washington,  D.C. 

How  do  other  review  panels  perform  their  du- 
ties? To  make  this  a comprehensive  report,  in- 
quiries were  addressed  to  the  Bureau  of  Medicine 
and  Surgery,  U.S.  Navy,  the  former  director  of 
the  Medical  Audio-Visual  Institute,  the  director 
of  the  Association  of  American  Medical  Colleges, 
the  Veterans  Administration  and  the  Air  Force, 
and  the  director  of  motion  pictures  and  medical 
television  of  the  American  Medical  Association. 

' One  was  out  of  the  country.  Another  replied, 
“I  am  really  not  deeply  concerned  with  critical 
evaluations  any  longer,  quite  thankfully.”  The 
Army  and  the  Air  Force  each  have  a distinctive 
manner  of  evaluating  films.  In  their  case  they 
have  what  may  be  termed  a captive  audience 
whose  reactions  to  the  efficacy  of  the  film  pres- 
entation can  be  analyzed  at  relative  leisure. 

At  a previous  clinical  session  of  the  American 
Medical  Association,  a major  in  charge  of  visual 
education  for  the  Surgeon  General  of  the  Army 
reported  that  one  showing  of  a film  had  a 20  per 
cent  retention  content  in  the  minds  of  the  audi- 
ence present  and  that  a second  showing,  imme- 
diately following,  might  double  this  to  40  per 
cent.  When  questioned  about  technics  of  evalu- 
ation, this  chap  was  quite  helpful  and  quoted  one 
study  pertaining  to  tooth  hygiene.  Careful 
study  of  sales  in  the  post  exchanges  were  made 
for  weeks  before  the  showing  of  a film  on  the 
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subject.  Subsequent  to  the  showing,  sales  were 
again  investigated.  Interrogation  of  the  audi- 
ence as  to  efficacy  of  a film  was  considered  of  sec- 
ondary importance,  indicating  that  other  more 
efficient  methods  of  determining  story  value  were 
used. 

The  Air  Force  uses  the  questionnaire  type  of 
approach  in  evaluating  whether  a student  has 
learned  the  subject  presented  on  the  screen. 
Asked  for  a digest  of  how  their  evaluation  proce- 
dures function,  they  have  replied  as  follows: 
“We  subscribe  to  the  idea  that  films  are  not  made 
for  'production  people’  per  se,  but  for  the  target 
audience,  whether  they  be  basic  airmen  or  general 
officers.  To  determine  our  effectiveness  in' this 
area,  we  field  test  each  film  produced  for  Air 
Force- wide  training,  information,  or  indoctrina- 
tion. This  is  accomplished  by  use  of  the  at- 
tached 'Film  Evaluation  Report.’  The  resulting 
information  is  tabulated  and  analyzed  to  identify 
needed  improvements  in  presentation,  organiza- 
tion of  subject  matter,  etc.,  in  future  film  projects. 
In  addition  to  the  above,  we  also  conduct  special 
field  studies  on  the  effectiveness  of  selected  Air 
Force  films. 

This  usually  entails  the  use  of  a supplementary 
questionnaire  designed  to  test  the  film  audience 
on  specific  learning  points  or  specific  impressions 
gained  from  viewing  the  film.  The  information 
gained  from  this  questionnaire  plus  the  infor- 
mation gained  from  the  enclosed  'Film  Evaluation 
Report’  gives  us  a good  index  of  film  effective- 
ness.” 

The  questionnaire  contained  such  questions  as: 
(1)  Did  the  film  accomplish  the  purpose  stated 
above?  (Yes  or  No)  (2)  Did  the  film  hold  your 
interest?  (Yes  or  No)  (3)  Did  it  try  to  cover  too 
many  points?  (Yes  or  No)  (4)  Was  the  infor- 
mation presented  in  a well-organized,  understand- 
able manner?  (Excellent-Eair-Poor)  (5)  What 
was  the  physical  quality  of  the  film  print  (i.e., 
clear  picture  and  sound)  ? (Excellent-Fair-Poor) 
(6)  How  will  the  film  help  you  do  your  job  better? 
(If  not,  please  comment  below)  (Save  training 


time-increase  learning-Better  understanding)  (7) 
Considering  the  film  purpose  stated  above  and  the 
subject  of  the  film,  was  the  running  time  (About 
right-Too  Short-Too  Long)  (8)  In  what  capac- 
ity did  you  evaluate  this  film?  (Technician- 
Instructor-Member  of  Film  Audience-Other), 
and  a column  is  left  for  comments. 

What  has  been  covered  is  the  problem  of  re- 
viewing a film  in  a manner  which  would  give  the 
chairman  of  a program  planning  committee  cer- 
tain vital  information  which  would  aid  such  an 
individual  in  preselecting  a film  to  suit  his  audi- 
ence’s needs.  Another  phase  of  this  article 
showed  how  the  audience  was  tested  as  to  film 
effectiveness. 

Nowhere  in  the  author’s  experience  has  any 
attempt  ever  been  made  to  adequately  present 
the  production  problems  which  face  both  the 
technical  advisors  or  collaborators  in  production 
and  the  film  producer  responsible  for  the  final 
screen  image  (both  diagrammatic  and  clinical) 
and  the  sound  track. 

Such  a group  may  have  coordinated  its  efforts 
through  periods  of  as  much  as  two  years,  evaluat- 
ing and  criticizing  its  accomplishments  until  a 
final  result  satisfactory  to  all  concerned  was 
brought  to  the  motion  picture  screen.  Most 
often  the  end  result  is  a happy  conclusion.  Some- 
times the  final  release  print  is  a compromise. 
Very  rarely  is  the  film  kept  in  the  can  and  not  re- 
leased. 

For  proper  evaluation  procedures  it  would  aid 
boards  of  review  to  have  before  them  a report 
from  the  production  staff  and  collaborating  tech- 
nical advisors,  explaining  the  fundamentals  es- 
tablished in  the  preplanning  stages  of  discussion  on 
which  the  film  structure  was  based  and  how  the 
divergent  views  of  all  concerned  were  analyzed 
and  resolved. 

All  this  would  save  the  final  reviewer  consider- 
able worry  about  his  ability  to  make  a fair  and 
impartial  review  in  a half-hour  inspection  of  work 
which  others  have  been  engaged  in  for  periods  of 
years. 


{Number  nine  of  a series  on  Visual  Education  in  Medicine) 
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The  remarkable  present-day  interest  in  tumor 
diagnosis  by  means  of  cytologic  studies  of 
exfoliated  cells  from  various  parts  of  the  body  is 
one  of  the  recurring  phenomena  in  medical  sci- 
ence and  practice.  Cellular  pathology  began  with 
Virchow  in  1858,  only  nineteen  years  after  Theo- 
dor Schwann  published  his  classic  on  the  cell 
theory  in  1839.  Yet  as  early  as  1867  we  find,  in  a 
comprehensive  work  by  Lionel  Beale1  on  the  sub- 
ject of  medical  microscopy,  descriptions  and  good 
illustrations  of  tumor  cells  found  in  urine,  uterine 
discharges,  and  vaginal  secretions.  Beale  even 
comments  on  false  positives  and  gives  the  details 
of  a specific  case.2  Apparently  Beale  was  the 
first  to  identify  malignant  tumor  cells  in  a body 
fluid,  having  done  so  in  I8603  in  sputum  from  a 
case  of  cancer  of  the  pharynx. 

The  work  of  Papanicolaou  in  the  field  of  diag- 
nostic cytology  is  well  known,  and  he  deserves  all 
praise  for  recalling  the  advantages  of  the  method 
and  so  skillfully  improving  the  technic  as  to  make 
it  extremely  useful  in  the  diagnosis  of  early  can- 
cer. A multitude  of  favorable  reports  in  the 
literature  attest  to  the  value  of  the  Papanicolaou 
method,  the  popularity  of  which  is  world  wide. 
Papanicolaou  in  one  of  his  early  reports4  gen- 
erously gave  credit  to  Beale  for  mentioning  the 
value  of  cytology  studies  in  the  diagnosis  of  can- 
cer. Beale  referred  to  the  evaluation  of  isolated 
cellular  elements  in  fluids  or  those  obtained  by 
rubbing  off  tumors.  In  this  long-forgotten  work 
on  medical  microscopy,  which  was  quite  popular 
when  published  and  which  passed  through  at 
least  four  editions  from  1854  to  1878,  one  can  find 
much  of  value  even  today.  Considering  the 
crude  technics  of  that  period  and  the  lack  of  good 
staining  and  other  methods,  one  frequently  is 
amazed  at  the  correctness  of  the  interpretations 
that  were  made  when  dealing  with  unstained 
tissues  and  cells.  Beale5  states,  “When  cancer  of 


the  stomach  is  suspected,  the  vomit  should  always 
be  examined  for  cancer  cells.”  Again  he  notes,6 
“It  is  not  difficult  to  remove  a little  of  the  softened 
cancerous  matter  upon  the  extremity  of  the 
sponge  used  in  vaginal  examinations.” 

In  the  3rd  (1867)  edition  of  Beale’s  book1  we 
find  this  brief  statement  in  the  paragraph  on 
urinary  sediments:  “Cancer  cells  are  sometimes 
found  in  cases  of  cancer  of  the  uterus  or  bladder.” 

In  the  4th  (1878)  edition  he  devoted  more  space 
to  the  subject  of  tumor  cytology  in  body  fluids 
than  in  preceding  editions,  particularly  in  sputum, 
urine,  vomitus,  feces,  and  discharges  from  the 
uterus  and  vagina.  Beale  noted  that  the  juice 
expressed  from  the  cut  surfaces  of  tumor  masses 
was  particularly  useful  in  identfiying  tumor  cells. 
With  this  hint  to  begin  with,  Papanicolaou,  al- 
ready engaged  in  research  on  vaginal  cytology, 
developed  the  present-day  beautiful  and  precise 
staining  method  which  is  so  very  useful  in  de- 
tecting exfoliated  tumor  cells.  Since  Beale’s  j 
books  w'ere  well  known  in  this  country,  it  may  be 
assumed  that  physicians  used  them  for  guidance  j 
in  the  study  of  cellular  exudates  if  they  possessed  I 
microscopes. 

The  first  microscope  in  the  Colonies  was 
brought  to  Harvard  University  from  London  in 
1732.  Students  of  biology  and  medicine  had 
access  to  microscopes  around  1875,  and  from  then 
on  it  became  customary  for  the  serious  physician 
on  graduation  to  purchase  a microscope  for  use  in  : 
his  practice. 

The  first  complete  microscopes  made  in  this  ! , 
country  were  manufactured  in  New  York  State 
in  the  village  of  Canastota.  In  a small  barn  lo- 
cated in  that  village,  Charles  Spencer7  produced  r 
microscope  objectives  of  such  fine  quality  that  | \ 
they  successfully  competed  with  European  ob-  j , 
jectives  and  won  prizes  at  the  Paris  World  Fair  in  I ] 
1878.  In  October,  1847,  Spencer  built  and  sold  ,, 
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Fig.  1.  Photograph  of  illustration  that  accompanied  Dr.  Hull’s  letter. 


the  first  complete  microscope  made  in  America. 
Americans  continued  active  in  improving  the 
microscope  and  by  the  middle  of  the  nineteenth 
century  had  contributed  improved  lenses,  fluorite 
objectives,  microscope  stands,  the  inverted  mi- 
croscope, the  immersion  lens,  and  the  monob- 
jective binocular  eyepiece. 

It  must  have  been  a rare  doctor  who,  prior  to 
1885,  used  a microscope  in  medical  diagnosis, 
certainly  not  outside  the  medical  centers.  Nev- 
ertheless, there  is  available  the  record  of  a cyto- 
logic study  of  tumor  scrapings  made  in  the  small 
city  of  Schenectady  in  1885.  The  report  is  in  the 
form  of  a letter  to  Dr.  William  T.  Clute  by  Dr. 
Henry  Hull  and  was  given  to  me  by  Dr.  G. 
Marcellus  Clowe,  who  found  it  among  the  effects 
of  his  father,  a practitioner  in  Schenectady  be- 
tween 1893  and  1912. 

This  letter  indicates  that  Dr.  Clute  gave  to 
Dr.  Hull  some  scrapings  from  a tumor,  ap- 
parently for  diagnosis.  In  his  report  Dr.  Hull 
describes  in  detail  his  microscopic  findings 
and  also  submits  drawings.  Both  the  de- 
scription and  illustrations  clearly  indicate  the 
malignant  nature  of  the  tumor  and  are  of  in- 
terest because  of  their  close  correspondence  with 
present-day  nomenclature  and  interpretation. 
The  drawings  are  reproduced  in  Fig.  1.  The 
letter  is  quoted  as  follows : 


Dr.  William  T.  Clute 
No.  124  Centre  St. 

City 

Dear  Doctor: 

I herewith  send  to  you  my  report,  such  as  it  is 
from  the  specimen  of  scrapings  you  handed  me  a few 
days  since. 

It  is  not  easy  to  determine  from  this  the  malig- 
nant character  of  the  tumor  of  your  patient.  I send 
drawings  of  microscopic  “fields”  which  you  may 
look  at  for  yourself.  The  specimen  contains  man}' 
squamous  epithelial  cells,  which  may  come  from 
the  mucus  membrane  of  the  mouth  or  lips  (you  can 
distinguish  them  in  the  drawings  by  their  being 
more  or  less  square  in  outline  and  having  only  one 
central  nucleus.  There  are  many  free  cells,  some 
with  nuclei  others  with  none.  Much  amorphous  gran- 
ular matter,  Some  oil-globules.  But  the  most  im- 
portant elements  present  are  the  many  sided  “tailed” 
cells  which  contain  many  nuclei,  each  more  than  one 
usually.  These  are  very  suspicious  in  form  and  are 
certainly  indicative  of  a very  active  (too  active)  cell 
formative  process  going  on  in  the  tumor. 

I should  judge  the  tumor  to  be  probably  malignant, 
of  a carcinomatous  nature,  and  most  likely  of  the 
variety  epithelioma,  Though  understand,  please, 
that  I cannot  state  as  definitely  from  scrapings  as 
a specimen,  as  I could  had  I a good  section  of  the 
tumor  to  examine.  But  however  I have  done  the 
best  I possibly  could  with  your  specimen,  and 
hope  you  will  be  pleased  with  my  efforts  to  clear  the 
matter  up  for  you.  I remain  very  sincerely  yours 
truly. 

Henry  V.  Hull 

Schenectady  Oct.  22-1885 
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Thus,  we  have  the  record  of  a cytology  study 
seventy-three  years  ago  in  the  small  city  of 
Schenectady,  which  then  had  only  a primitive 
hospital,  no  laboratory,  no  pathologist,  and 
probably  but  one  microscope. 

Earlier  microscopists  than  Hull  both  in  this 
country  and  Europe  constantly  ventured  opinions 
on  unstained  tissue  material,  and  it  is  indeed 
amazing  what  can  be  learned  from  such  studies, 
which  have  become  enormously  facilitated  by 
the  recent  invention  of  the  phase  micro- 


scope. 
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Summer  Eating  Rules 


Television,  air  conditioning,  and  eating  between 
meals  have  combined  to  produce  a new  hot  weather 
syndrome  among  children,  two  Dallas  pediatricians 
have  reported. 

It  is  characterized  by  the  “pale,  flabby,  tired  child 
who  has  gained  excessive  weight  during  the  warm 
weather  because  he  has  stayed  in  an  air-conditioned 
house  watching  television  most  of  his  waking  hours 
and  has  indulged  in  frequent  between-meal  snacks 
that  have  spoiled  his  appetite  for  well-balanced 
meals.” 

Poor  appetite  in  the  summer  and  faulty  eating 
habits  may  result  from  uncontrolled  use  of  cold, 
high-caloric  drinks  or  food,  from  failure  to  take  ade- 
quate exercise,  and  from  over-indulgence  in  between- 
meal  snacks.  A procedure  for  avoiding  these  prob- 
lems was  outlined  by  Drs.  Floyd  A.  Norman  and 
Edward  L.  Pratt  in  a special  report  on  feeding 
children  during  hot  weather,  prepared  for  the 
American  Medical  Association  Council  on  Foods  and 
Nutrition.  It  appears  in  the  April  26  issue  of  the 
Journal  of  the  American  Medical  Association. 

They  first  pointed  out  that  hot  weather  imposes  no 
special  requirements  for  children.  They  need  the 
same  well-balanced  diet  they  always  need,  along  with 
extra  water.  They  do  not  need  additional  quantities 


of  salt.  Only  adults  under  “conditions  of  great 
physical  activity  associated  with  extremely  large 
outputs  of  sweat”  need  sodium  chloride  tablets. 

It  is  unwise  for  adults  to  condition  children  to  dis- 
like hot  weather  or  to  foist  summertime  food  fads  on 
them.  Their  rules  for  maintaining  good  nutrition 
and  eating  habits  among  children  are:  (a)  The 

habit  of  vigorous  outdoor  activity  should  be  con- 
tinued or  developed.  Children  do  not  mind  hot 
weather  unless  they  are  conditioned  to  dislike  it. 

(b)  Cool,  but  not  cold,  drinks  are  best,  and,  for  the 
most  part,  water  should  be  used  to  quench  thirst. 

(c)  Between-meal  foods  and  high-caloric  drinks  may 
have  to  be  controlled,  (d)  A short  “cooling-off” 
and  quiet  period  before  meals  may  increase  the 
child’s  appetite,  (e)  Limiting  of  high-caloric  foods, 
such  as  peanut  butter  and  ice  cream,  may  be  nec- 
essary. (f)  The  large  and  better  balanced  meal  may 
best  be  served  in  the  evening  when  the  temperature 
is  lower,  (g)  All  of  the  usual  measures  and  guides 
for  developing  good  eating  habits  should  be  con- 
tinued, irrespective  of  the  weather. 

They  noted  that  if  infants  and  children  eating  well- 
balanced  diets  do  not  tolerate  ordinary  heat,  they 
should  be  examined  for  illness  rather  than  changing 
their  diets. 


2290 


New  York  State  J.  Med. 


SPECIAL  ARTICLES 


A Mental  Health  Project 

F.  H.  CLARK,  M.D.,  JAMESTOWN,  NEW  YORK 
(Chairman,  Mental  Health  Committee,  Jamestown  Area  Community  Council ) 


HP  he  Mental  Health  Committee  of  the  James- 
A town  Area  Community  Council  has  as  a proj- 
ect, “Control  of  the  Sex  Offender.”  This  started 
as  indignation  at  attacks  on  little  girls  and  has  deve- 
loped into  a study  of  the  whole  mental  health  picture, 
including  the  sex  offender  himself,  the  prosecution, 
our  laws,  juvenile  delinquency,  and  the  importance 
of  adequate  mental  health  facilities.  We  are  trying 
to  overcome  public  apathy  to  the  problems  of  pro- 
bation, parole,  detention,  the  protection  of  the 
school  child,  the  detection  of  the  offender  (“offender” 
used  in  the  broad  sense;  the  sex  offender  is  a small 
part  but  an  important  one),  and  the  rehabilitation 
of  the  offender. 

What  brought  this  on?  While  on  a vacation 
in  New  Hampshire,  one  of  us  observed  that  the 
New  England  papers  were  full  of  a sex  slaying  in 
Manchester.  The  Manchester  paper  had  as  its 
headline:  “Mental  Test  Set  for  Killer  as  Little 
Patty  Lowered  to  Grave.”  In  another  front  page 
story  the  grandfather  said,  “If  I had  only  told  what 
was  going  on  in  our  neighborhood,  we  would  have 
our  little  girl  today.”  The  thought  occurred,  as 
it  has  to  many,  of  how  to  prevent  such  a tragedy. 
Why  the  mental  tests  so  late?  Why  don’t  people 
report  such  things?  Are  we  doing  all  we  can  in 
our  community  to  prevent  such  a tragedy?  The 
very  next  day  the  lead  item  on  the  front  page  of 
the  Manchester  paper  was  “Nab  Sex-Slayer  of 
Mother,  Baby.  Arrest  New  York  Man  with  Long 
Record  of  Petty  Morals  Offenses.”  This  was  under 
the  date  line  Jamestown,  New  York!  Why  did 
such  a thing  have  to  happen?  Why  was  this  fellow 
allowed  in  society?  Of  course,  it  isn’t  as  simple 
as  that.  Anything  that  happens  in  the  home  town 
and  makes  front  page  while  one  is  away  hits  with 
a terrific  impact.  Something  has  to  be  done.  We 
are  not  satisfied  with  things  as  they  are.  Is  there 
a need  for  such  a project?  Ask  any  mother,  any 
parent.  How  to  start? 

The  president  of  the  Community  Council  and  the 
chairman  of  its  Mental  Health  Committee  began  a 
series  of  interviews  beginning  with  the  sheriff  of 
Chautauqua  County.  “People  shun  publicity  for 
their  children  and  themselves  in  matters  like  this.” 

The  assistant  district  attorney  had  the  case  of  a 
five-year-old  girl  on  his  desk.  He  was  afraid  she 
would  “clam  up”  before  a jury. 


We  were  directed  to  the  chief  probation  officer  of 
Chautauqua  County,  learning  of  case  loads  and 
scarcity  of  personnel,  but  we  received  an  able  assist. 
The  trail  lead  to  the  chief  of  police,  the  childrens’ 
court  judge,  the  Chautauqua  County  judge,  and 
the  city  judge.  “This  is  not  Russia.  You  cannot 
arrest  anyone  on  a child’s  say  so.  You  must  have 
corroboration.” 

Local  psychiatrists,  heads  of  social  agencies, 
social  workers,  P.T.A.  workers,  members  of  the 
clergy,  and  nonprofessionals  were  contacted. 
“Something  should  be  done  about  it.”  We  were 
encouraged. 

Of  course,  some  threw  up  their  hands  in  horror, 
saying,  “Like  death  and  taxes,  this  problem  will 
always  be  with  us.  You  can’t  do  a thing  about 
it.”  Also,  it  was  said  it  would  take  Jamestown 
ten  years  to  be  in  a position  to  act.  “Jamestown 
does  not  appreciate  the  value  of  a trained  social 
worker.”  “Sex  is  not  a problem.  In  Jamestown 
it’s  the  churches.”  Others  thought  we  were  cer- 
tainly doing  Don  Quixote  one  better.  “Trying  to 
abolish  sex?” 

At  times  there  seemed  to  be  an  ill-defined  feeling 
between  social  agencies  that  would  work  against 
integration  for  a common  project.  Ruffled  feathers 
are  hardy  perennials. 

Our  next  step  was  a dinner  with  an  attendance  of 
about  100.  The  influences  affecting  the  child  from 
birth  through  school  age  and  when  in  conflict  with 
the  law,  were  brought  out  by  the  representative 
speakers.  A bibliography  of  pertinent  literature 
was  attached  to  the  program.  The  article  by  J. 
Edgar  Hoover,  “How  Safe  Is  Your  Youngster” 
(American,  March,  1955),  and  a pathfinding  speech 
by  Judge  Hugh  V.  Bodine,  “The  Sex  Offender  Law 
of  1950”  were  distributed. 

It  was  realized  by  this  time,  and  clinched  by 
repeated  admonitions  by  a psychiatrist,  that  sex 
crimes  and  juvenile  delinquency  are  not  single  iso- 
lated areas  but  part  of  the  whole  community  Mental 
Health  picture.  It  is  impossible  in  our  present- 
day  thinking  to  take  one  problem  out  of  the  com- 
munity as  a whole.  The  whole  community  is 
responsible  for  all  of  its  parts.  Also,  it  should  be 
stated  that  Jamestown  has  a low  juvenile  delin- 
quency rate  and  does  not  have  the  problems  of  the 
large  city.  By  this  time,  public  interest  seemed  to 


July  1,  1958 


2291 


F.  H.  CLARK 


be  aroused  sufficiently  to  set  up  committees. 

The  Public  Relations  Committee  worked  to  make 
it  easier  to  report  sex  offenses  with  a minimum  of 
publicity,  and  to  testify  promptly,  without  em- 
barrassment, and  with  a minimum  of  publicity. 
The  chief  of  police  assured  us  there  would  be  kindly, 
sympathetic  attention  to  the  complaint  and  no 
publicity  unless  there  was  an  actual  arrest,  and 
that  the  names  of  youthful  victims  or  offenders 
would  not  appear  in  print.  The  city  judge  as- 
serted that  he  could  close  the  court  room.  It  was 
emphasized  throughout  that  we  didn’t  wish  to  get 
a so-called  “witch  hunt”  started.  Protection  com- 
mittees in  the  elementary  schools  are  being  de- 
veloped. 

The  Probation  Committee  was  headed  by  the 
chief  county  probation  officer.  We  started  our 
project  as  a “Model  System  for  the  Control  of  the 
Sex  Offender.”  At  his  request  we  dropped  the 
“Model”;  later  this  became  just  “The  Control 
of  the  Sex  Offender.”  Committees  were  set  up  in 
the  Western  New  York  Probation  Officers’  As- 
sociation to  study  the  problem.  It  is  in  this  field, 
with  their  help,  that  we  anticipate  specific 
progress. 

The  coordinator  of  pupil  personnel  services  ac- 
cepted chairmanship  of  the  Committee  for  the 
Prevention  of  the  Offender  at  the  elementary  level. 
The  school  athletic  director  is  working  on  the  pre- 
vention of  juvenile  delinquency.  The  Minnesota 
Teenage  Code  is  being  studied,  and  a Jamestown 
version  is  in  the  making. 

A committee  is  energetically  working  on  the 
expansion  of  mental  health  facilities  for  the  James- 
town area.  Space  for  mental  patients  is  being 
requested  for  the  General  Hospital  addition.  This 
is  already  established  at  the  Woman’s  Christian 
Association  Hospital.  The  outpatient  psychiatric 
clinic  is  being  urged  to  expand  its  meager  services. 
A voluntary  Mental  Health  Society  is  being  or- 
ganized. This  is  on  a county  basis.  From  this  we 
look  for  the  establishment  of  a county  Mental 
Health  Board  and  the  matching  of  county  funds 
with  State  aid  to  help  broaden  existing  facilities 
and  the  establishment  of  new  ones.  Among  the 
latter  is  a “Care  and  Treatment  Center”  for  children. 
A hospital  and  home  visiting  group  is  being  formed. 

Judge  Hugh  Bodine,  who  was  one  of  the  first 
count}r  judges  in  the  State  to  see  the  significance  of 
the  “Sex  Offender  Law  of  1950,”  is  on  the  alert 
for  opportunities  to  put  in  a word  to  expedite  this 
law  with  increased  personnel  and  facilities. 

Information  about  proposed  new  laws  and  the 
present  statutes  dealing  with  the  sex  offender  is 
being  studied  by  the  assistant  corporation  counsel 
and  recommendations  for  new  laws  are  being  de- 
veloped. A Catholic  priest  is  keeping  watch  of  the 
sale  of  salacious  literature.  The  Youth  Aid  Bureau 
is  assuming  responsibility  for  records  of  the  follow- 


up of  victims  and  of  the  offenders  and  the  dispo- 
sition of  their  cases. 

For  years,  many  groups  in  our  country,  including 
the  Board  of  Supervisors,  have  recognized  the  need 
for  a detention  home,  available  for  the  processing  of 
young  offenders.  The  realization  of  this  goal  is 
at  hand.  The  childrens’  court  judge  is  chairman 
of  that  committee. 

A good  selection  of  books  dealing  with  mental 
health  has  been  procured  at  the  public  library. 
An  exhibit  of  literature  on  the  sex  offender  has 
taken  place.  The  problems  of  the  senior  citizen 
are  in  the  capable  hands  of  the  city  recreation 
director. 

A Resource  Committee  is  ready  to  try  its  wings. 
This  was  suggested  by  Dr.  Ralph  Brancale  of  the 
New  Jersey  State  Diagnostic  Center.  This  com- 
mittee will  process  “disorderly  conduct”  cases  with 
a sexual  background,  referred  to  them  by  the  city 
judge.  By  this  means  it  is  hoped  to  fight  the 
problem  at  the  grass  roots.  With  kindness  and  a 
friendly  atmosphere,  the  problem  of  the  offender 
will  be  attacked.  The  committee  will  consist  of  a 
panel  of  nine  or  ten.  It  was  pointed  out  by  the 
judge  that  an  offender  would  not  “open  up”  freely 
before  a large  group,  so  Judge  Bodine  will  call  two 
or  three  from  the  panel  for  each  case.  The  panel 
will  consist  of  a psychologjr  professor  from  the 
Community  College,  physicians  with  special  interest, 
clergjunen,  and  social  workers.  Since  we  have 
just  lost  our  psychiatrist,  it  is  hoped  that  a psy- 
chiatrist from  Gowanda  State  Hospital  will  also  be 
able  to  help.  A group  interested  in  the  retarded 
child  is  considering  wa}rs  to  bring  this  facet  of  the 
problem  before  the  public. 

The  Committee  has  sponsored  a series  of  monthly 
public  meetings  in  the  general  field  of  mental  health. 
In  August  we  were  told  of  what  we  needed  and 
ways  to  go  about  increasing  our  mental  health 
facilities.  In  September  we  had  a talk  on  pro- 
bation. For  the  October  meeting,  Dr.  Ralph 
Brancale  talked  on  the  sex  offender  at  an  afternoon 
program  and  on  juvenile  delinquency  in  the  evening. 
Later  in  the  month  we  were  informed  about  child 
guidance  by  a psj'chiatrist  and  the  school  psy- 
chologist. A State  parole  officer  brought  us  up  to 
date  on  the  problems  and  hopes  pf  parole  at  the 
November  meeting.  In  December  we  heard  an 
interesting  talk  on  recreation  covering  juvenile 
delinquency  and  the  problems  of  the  senior  citizen. 

Future  meetings  will  be  addressed  by  the  di- 
rector of  Gowanda  State  Hospital  on  the  subject, 
“The  Community’s  Responsibilities  for  Mental 
Health.”  The  assistant  executive  secretary  of  the 
Chautauqua  County  Council  of  Boy  Scouts  will 
tell  us  of  the  resources  of  scouting  and  directions 
of  the  energies  of  young  Americans.  The  Youth 
Aid  Bureau  will  explain  their  work  with  the  chief 
of  police  speaking.  Family  Service  has  a program 
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as  does  the  National  Guard.  The  Catholic  Youth 
program  will  be  explained  and  other  community 
group  work  agencies  have  following  meetings. 
Films  “The  Dangerous  Stranger”  and  Child 
Molester”  are  to  be  shown  to  interested  groups. 

The  project  was  entered  in  the  “All  America 
Cities  Award”  contest  for  1957.  Because  civic 
achievement  is  not  a “one  shot”  performance,  there 
will  be  continuing  efforts  to  achieve  new  goals  in 
years  to  come.  We  expect  to  try  for  the  award 
again  in  1958. 

Among  those  sponsoring  the  project  are  the 
Jamestown  Area  Community  Council,  the  James- 
town Medical  Society,  the  Chautauqua  County 
Medical  Society,  the  Jamestown  Junior  Chamber 
of  Commerce  and  its  Auxiliary  (Jaycees  and  Jayn- 
cees),  the  Beta  Sigma  Phi  Sorority,  the  Union 
Rescue  Mission,  and  the  Ira  Lou  Spring  Post  of 


the  American  Legion. 

Addendum 

The  recent  sudden  loss  of  Judge  Hugh  V.  N. 
Bodine  left  a gap  in  our  community  life  that  will  be 
hard  to  fill.  At  this  time,  we  think  of  his  profound 
expression,  “A  better  America  will  be  built  in  better 
American  communities  and  better  American  homes.” 

We  know  that  he  was  a great  American.  Judge 
Bodine  was  our  inspiration  and  the  backbone  of  our 
project.  His  quiet  helpfulness,  sincerity,  and  knowl- 
edge of  practical  affairs  gave  zest  to  any  effort 
that  we  might  make.  He  had  begun  in  1950  a 
“cry  in  the  wilderness”  for  better  mental  health 
facilities  state-wide  and  in  the  community  itself. 

Judge  Bodine,  least  of  all,  would  have  wanted  us 
to  quit.  Anything  we  may  accomplish  we  will 
dedicate  to  the  memory  of  our  friend  and  co- 
worker. 

513  West  Third  Street 


A Census  of  Chiropractors — Who  Should  Compile  It? 

HERMAN  GOODMAN,  M.D.,  NEW  YORK  CITY 


Tt  is  obvious  that  legislation  to  legalize  chiro- 
practic will  be  presented  at  the  coming  session 
of  lawmakers  in  Albany.  Various  claims  will  be 
made  as  to  the  number  practicing  in  New  York 
State.  At  this  moment  the  estimates  do  not  reflect 
actual  conditions.  The  estimates  are  based  on  these 
assembled  results  of  inquiries. 

A mailing  list  company:  Manhattan,  138;  Bronx, 
107;  Brooklyn,  190;  Queens,  164,  and  Richmond, 
17.  Total  for  New  York  City:  616. 

The  mailing  list  purports  to  be  limited  to  full- 
time chiropractors  with  patients  in  the  office  when 
visited  by  detail  men  and  who  are  considered  sol- 
vent. 

The  Yellow  Pages  of  the  telephone  book  list 
Manhattan,  190;  Bronx,  297;  Queens,  229  and 
Brooklyn,  127.  Total  for  four  boroughs:  843. 

One  of  the  two  organizations  seeking  legislation 
to  legalize  chiropractic  in  New  York  State  offers 
these  figures:  Number  in  New  York  State,  3,000; 
number  in  New  York  City,  1,500;  number  in 
York  City  making  livelihood  solely  from  chiropractic, 
1,250. 

This  organization  had  3,000  chiropractors  on  its 
■;  New  York  State  mailing  list  in  1951.  About  half 
were  in  New  York  City.  The  list  was  reduced  to 
2,000  through  death,  removal,  etc.  The  list  in- 
creased to  3,000  because  of  an  influx  of  chiropractors 
from  states  requiring  examination  prior  to  issuance 
of  license. 

The  second  organization  interested  in  legislation 
i battles  for  an  independent  Board  of  Examiners. 


It  offers  the  following  figures:  Number  of  chiro- 
practors in  New  York  State,  3,000;  number  in 
New  York  City,  1,200;  number  in  New  York  City 
taking  livelihood  solely  from  chiropractic,  800; 
number  in  New  York  City  having  other  gainful 
occupation,  400,  and  number  practicing  after  four 
years  residence,  an  education  course  of  four  years, 
and  in  practice  fifteen  years  or  less,  600. 

The  last  figure  is  important.  It  is  claimed  that 
these  600  chiropractors  studied  at  a school  as  resi- 
dents and  not  by  correspondence.  Next,  these  600 
are  eligible  or  actually  hold  licenses  to  practice  in 
one  or  more  states  requiring  examination  for  license. 
The  fifteen  years  or  less  notation  indicates  the  core 
of  chiropractors  from  which  the  members  of  the 
Board  of  Examiners  would  be  chosen. 

An  interesting  sidelight  on  the  nature  of  chiro- 
practic is  available  by  study  of  the  Yellow  Pages  of 
the  telephone  book.  Compare  the  names  listed 
under  Massage  with  those  listed  under  Chiropractor. 
The  same  name  and  address  is  found  under  each. 

The  suggestion  is  advanced  that  each  physician 
conduct  a survey  of  chiropractors  in  his  immediate 
neighborhood.  Walk  a block  or  two  and  jot  down 
the  address  at  which  a sign  of  a chiropractor  is  seen. 
Make  other  civic  studies.  Submit  your  results  to 
the  office  of  the  Medical  Societj^  of  the  State  of 
New  York. 

And  one  question — should  the  city  of  New  York 
license  a chiropractor  to  operate  an  office  for 
massage? 

18  East  89th  Street 
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Crumpled  Paper 


By  Calvin  C.  Torrance,  M.D.,  of  Jamestown,  painted  in  1952.  When  Queen  Isabella 
asked  Columbus  what  the  island  of  Jamaica  was  like,  he  took  a sheet  of  paper  and 
crumpled  it  in  his  hand  to  represent  the  volcanic  mountains  there.  The  painting  is  done  - 
in  oil  and  was  photographed  for  reproduction  by  Dr.  Torrance  himself. 
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Golden  Gate  Harbor  Scene 


By  Gilbert  Norton,  M.D.,  of  Endicott,  an  ophthalmologist  who  is  a prolific  painter. 
His  picture  of  the  Golden  Gate  Harbor  is  done  thinly  in  [oil  with  good  composition  and 
harmonious  colors.  In  keeping  with  his  precise  training  as*an  ophthalmologist  and  con- 
cern with  detail,  his  painting  emphasizes  his  concern  with  verisimilitude  and  precision  of 
concept,  yet  his  format  and  good  picture  values  carry  very  convincingly. 

The  feeling  of  atmosphere  is  achieved  by  utilizing  the  painting  principles  of  “reces- 
sion” as  encompassed  in  the  “mental  crutch”  used  by  some  painters  and  expressed  in 
the  phrase — “paler,  bluer,  and  less  detailed  as  the  eye  views  the  receding  mountains.” 


INFORMATION  ABOUT  “THE  GALLERY ” 

On  these  pages,  the  Journal  is  presenting  a series  of  reproductions  of  physi- 
cian art  work,  and  each  member  of  the  Medical  Society  of  the  State  of  New  York  is 
invited  to  contribute  to  this  new  feature. 

If  you  would  like  to  participate,  please  furnish  an  8 by  10  inch  black  and  white 
glossy  print  of  good  quality  suitable  for  reproduction.  Prints  of  the  art  work  are 
not  returnable.  This  should  be  sent  in  a cardboard  back  manila  envelope  to  the 
editor  of  “The  Gallery”: 

Walter  J.  Alexander,  M.D. 

333  Main  Street 
Binghamton,  New  York 

Please  include  the  following  information: 

1.  Your  name  and  address 

2.  Title  of  picture 

3.  Where  and  when  painted  or  sculpted 

4.  Where  previously  exhibited ; any  prizes  received 

5.  Short  interpretation  of  the  work 

6.  How  long  you  have  painted;  any  instruction  you  have  had. 
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A Spreader  for  Traction 


To  the  Editor: 

The  use  of  skin  traction  for  the  treatment  of  frac- 
tures is  a valuable  modality.  When  properly 
applied,  this  form  of  therapy  is  comfortable  for  the 
patient.  The  results  in  selected  cases  are  excellent. 

The  spreader  is  an  important  part  of  the  traction 
apparatus.  For  skin  traction  in  the  lower  extrem- 
ity we  have  devised  a simple  wood  spreader.  It 
consists  of  a block  of  3/4-inch  pine,  4 by  8 inches. 
It  is  padded  on  one  side  with  V2-inch  sponge  rubber 
glued  to  the  wood.  A hook  eye  is  inserted  at  the 
top  end  for  attachment  of  a cord  for  rotation  and 
dorsiflexion  of  the  foot  when  indicated.  Another 
hook  eye  is  inserted  in  the  center  of  the  lower  half 
of  the  spreader.  This  hook  eye  is  held  in  place  by  a 
nut  that  has  been  countersunk  on  the  plantar  side 
of  the  spreader.  Countersinking  the  nut  prevents 
pressure  on  the  foot.  The  padding  of  sponge  rub- 
ber covers  this  nut  and  the  hole.  The  spreader, 
when  part  of  the  traction,  is  placed  flat  against  the 
sole  of  the  foot  and  thus  avoids  twisting  of  the  lower 


SPREADER  FOR  TRACTION 


part  of  the  traction.  It  also  aids  in  avoiding  rota- 
tion of  the  foot  when  not  desired. 

Alan  A.  Kane,  M.D. 

Ocean  Parkway  and  Avenue  Z 
Brooklyn  35,  New  York 


Schools  and  Medical  Relations 


To  the  Editor: 

The  National  Citizens  Council  for  Better  Schools 
publishes  a journal,  Better  Schools,  at  9 East  40th 
Street,  New  York  16,  New  York.  This  journal 
should  be  read  by  medical  men.  Address  Communi- 
cations Division,  care  of  Gloria  Dapper,  director. 
Sample  copies  will  be  sent.  A case  history  from 
Pinellas  County,  Florida,  is  especially  interesting. 
Letters  of  advice  sent  will  be  printed,  and  the  large 
circulation  will  assist  school  medical  relations. 
Hundreds  of  citizens  are  cooperating.  There  is  a 
group  of  1,500  in  Lynbrook,  for  example,  headed  by 
Erwin  Rozran.  In  the  press  for  more  science,  the 


child  must  be  protected.  More  time  for  personal 
teacher-student  contact  is  needed  (see  letter  in 
March  issue). 

Reports  concerning  student  progress  are  often 
made  on  too  brief  contact.  The  health  of  the 
teacher  is  to  be  considered.  Not  alone  the  psy- 
chology, but  the  physiology  of  the  school  system  is 
now  in  question. 

Thomas  Horace  Evans,  M.D. 

350  South  Main  Street 
Freeport,  Long  Island,  New  York 


The  tendency  is  to  he  broadminded  about  other  people’s  security. — Aristide  Briand 
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Womans  Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliary  Officers  Elected 


’C'1  LECTION  of  officers  for  the  1958  to  1959  term 
1 i was  held  in  May  at  the  twenty-second  annual 
convention  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York.  Mrs.  Maurice  G. 
Sheldon,  Olean,  was  elected  president,  and  Mrs. 
James  L.  McCartney,  Garden  City,  president-elect. 
Other  officers  are:  Mrs.  Osborn  P.  Willson,  Phelps, 

first  vice-president;  Mrs.  Harry  Dan  Vickers, 
Little  Falls,  second  vice-president;  Mrs.  Ezra  A. 
Wolff,  Forest  Hills,  recording  secretary;  Mrs. 
Dominic  Pitaro,  Troy,  assistant  treasurer,  and  Mrs. 
Arthur  F.  Holding,  Albany,  re-elected  treasurer 
(Fig.  1). 


Mrs.  Leif  G.  Jensen,  Staten  Island,  and  Mrs. 
Gerald  Cooney,  Syracuse,  were  elected  directors  for 
three-year  terms.  Mrs.  Arthur  L.  Bennett,  Buffalo, 
was  elected  councillor-at-large  and  other  councillors 
elected  were:  Mrs.  Ferdinand  R.  Petrelli,  I slip; 

Mrs.  Ralph  Isabella,  Schenectady;  Mrs.  Raymond  S. 
McKeeby,  Binghamton,  and  Mrs.  Edward  W.  Briggs, 
Jr.,  Wellsville. 

Committee  chairmen  elected  were:  Mrs.  Henry 

I.  Fineberg,  Queens,  American  Medical  Education 
Foundation;  Mrs.  John  J.  Scalzo,  Kings,  Archives; 
Mrs.  Nicholas  Klimow,  Broome,  Civil  Defense; 
Mrs.  Herbert  Ulrich,  Erie,  Convention,  and  Distaff; 


Fig.  1.  State  Woman’s  Auxiliary  officers  for  1958  to  1959,  left  to  right:  Seated — Mrs.  Maurice  G.  Sheldon 
and  Mrs.  Arthur  F.  Holding;  Standing — Mrs.  Dominic  Pitaro,  Mrs.  Osborn  P.  Willson,  Mrs.  Harry  Dan 
Vickers,  Mrs.  Ezra  A.  Wolff,  and  Mrs.  James  L.  McCartney. 
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Mrs.  Royal  M.  Howard,  Richmond,  Distaff  Circula- 
tion; Mrs.  Peter  Corsones,  Ulster,  Fall  Conference; 
Mrs.  Adoph  Emerson,  Kings,  Finance;  Mrs.  Harvey 
Kausel,  Albany,  Legislation;  Mrs.  Austin  Corbett, 
Rensselaer,  Mental  Health;  Mrs.  Robert  H.  Kerr, 
Cortland,  New  York  State  Fair,  and  Mrs.  L.  W. 
Sincerbeaux,  Cayuga,  cochairman;  Mrs.  Harry  F. 
Pohlmann,  Orange,  Organization  and  Membership; 
Mrs.  Leonard  Bases,  Westchester,  Physicians’  Home; 
Mrs.  Sol  Axelrad,  Queens,  Poster  Contest;  Mrs. 


Dale  C.  Bouton,  Orange,  Press  and  Publicity;  Mrs. 
Murray  Reswick,  Cattaraugus,  Printing  and  Sup- 
plies; Mrs.  John  Kennedy,  Jefferson,  Program  and 
Safety;  Mrs.  Marvin  Brown,  Madison,  Public  Rela- 
tions; Mrs.  J.  A.  Chaintreul,  Monroe,  Recruitment; 
Mrs.  Jerome  H.  Flatow,  Onondaga,  Revisions;  Mrs. 
Thomas  d’Angelo,  Querns,  Today’s  Health;  Mrs. 
John  B.  Horner,  Albany,  Voluntary  Health  Plans; 
Mrs.  Samuel  Rebach,  Richmond,  National  Bulletin, 
and  Mrs.  Luther  Kice,  Nassau,  Parliamentarian. 


MEDICAL  MEETINGS 


Rocky  Mountain  Cancer  Conference 

A Rocky  Mountain  Cancer  Conference,  cospon- 
sored by  the  Colorado  State  Medical  Society  and 
the  Colorado  Division  of  the  American  Cancer 
Society,  will  be  held  at  the  Shirley-Savoy  Hotel, 
Denver,  Colorado,  July  9 and  10.  Dr.  David 
A.  Karnofsky,  associate  professor  of  medicine, 
Cornell  University  Medical  College,  will  be  among 
the  participating  physicians. 


Academy  of  Psychosomatic  Medicine 

The  fifth  annual  meeting  of  the  Academy  of 
Psychosomatic  Medicine  will  be  held  October  9 
through  11,  at  the  Park  Sheraton  Hotel  in  New 
York  City.  The  program  will  be  devoted  to  “The 
Psychosomatic  Aspects  of  Internal  Medicine”  and 
will  include  formal  papers,  panel  discussions,  and 
luncheon  conferences.  Information  may  be  ob- 
tained from  Dr.  Bertram  B.  Moss,  Suite  1035, 
55  East  Washington  Street,  Chicago  2,  Illinois. 
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Joseph  Balg,  M.D.,  of  Brooklyn,  died  on  January 
27  in  Hialeah,  Florida,  at  the  age  of  fifty-eight. 
Dr.  Balg  graduated  in  1930  from  St.  Louis  University 
School  of  Medicine. 

Kalman  Berke,  M.D.,  of  the  Bronx,  died  on  May 
18  in  Montefiore  Hospital  at  the  age  of  forty-nine. 
Dr.  Berke  received  his  medical  degree  from  the 
University  of  Paris  Faculty  of  Medicine  in  1936. 
He  was  an  associate  in  psychoanalysis  at  the  Karen 
Horney  Clinic.  Dr.  Berke  was  a member  of  the 
Bronx  County  Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Mary  Frances  Brew,  M.D.,  of  Syracuse,  died  on 
May  19  at  the  age  of  sixty-six.  Dr.  Brew  graduated 
from  Cornell  University  Medical  College  in  1920. 
She  was  assistant  director  of  the  Syracuse  Psychi- 
atric Hospital.  Dr.  Brew  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology,  a 
Fellow  of  the  American  Psychiatric  Association,  and 
a member  of  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alton  A.  Brill,  M.D.,  of  the  Bronx,  died  on  May  4 
at  the  age  of  sixty-nine.  Dr.  Brill  graduated  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1910  and  interned  at  Lebanon  Hos- 
pital. He  was  a consultant  in  cardiology  at  Leba- 
non Hospital  and  an  attending  physician  at  the 
Home  and  Hospital  of  the  Daughters  of  Jacob. 
Dr.  Brill  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ogden  Fethers  Conkey,  M.D.,  of  Canton,  died  on 
June  3 at  the  age  of  seventy-two.  Dr.  Conkey 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1912  and  interned  at 
New  York  Hospital. 

Sabro  Emy,  M.D.,  of  New  York  City,  died  at 
Misericordia  Hospital  on  May  20  at  the  age  of 
sixty-seven.  Dr.  Emy  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1922  and  interned  at  Bellevue  Hospital.  He  was 
director  of  anesthesiology  at  Misericordia  Hospital. 
Dr.  Emy  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


John  A.  Forst,  M.D.,  of  Albany,  died  on  May  31 
at  the  age  of  sixty.  Dr.  Forst  graduated  in  1914 
from  Long  Island  College  Hospital  Medical  School. 
He  was  a member  of  the  American  School  Health 
Association,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  Glas,  M.D.,  of  New  York  City,  died  at  the 
Lenox  Hill  Hospital  on  May  19  at  the  age  of  eighty- 
one.  Dr.  Glas  received  his  medical  degree  from  the 
University  of  Vienna  in  1901.  He  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  Rudolf  Virchow  Medical  Society,  the 
Medical  Circle,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Henry  Oswi  Harding,  M.D.,  of  New  York  City, 
died  on  January  28  at  the  age  of  seventy-two.  Dr. 
Harding  graduated  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1913. 

Moses  Harwich,  M.D.,  of  New  York  City,  died  on 
May  14  at  the  age  of  seventy-five.  Dr.  Harwich 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1905  and  interned  at 
Lebanon  Hospital.  He  was  a member  of  the  New 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Clarence  Chester  Holcomb,  M.D.,  of  Margaret- 
ville,  died  on  February  12  at  the  age  of  fifty-eight. 
Dr.  Holcomb  graduated  from  the  College  of  Medical 
Evangelists,  Los  Angeles,  California,  in  1930.  He 
had  been  an  attending  physician  at  Margaretville 
Hospital. 

David  Milton  Kurschner,  M.D.,  of  the  Bronx, 
and  Shenorock,  died  on  April  26  at  the  age  of  fifty- 
five.  Dr.  Kurschner  graduated  from  the  University 
of  Illinois  College  of  Medicine  in  1931  and  interned 
at  Lebanon  Hospital.  He  was  an  associate  physi- 
cian at  Lebanon  Hospital,  chief  of  the  Diabetic  Clinic 
at  Lebanon  Hospital  Outpatient  Department,  and 
associate  physician  at  the  Home  and  Hospital  of  the 
Daughters  of  Jacob.  Dr.  Kurschner  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine 
and  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Daniel  Laszlo,  M.D.,  of  the  Bronx,  died  on  June  1 
at  his  home  at  the  age  of  fifty-five.  Dr.  Laszlo  re- 
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ceived  his  medical  degree  -from  the  University  of 
Vienna  in  1926.  He  was  chief  of  the  neoplastic 
division  at  Montefiore  Hospital.  From  1927  to 
1930  Dr.  Laszlo  was  with  the  Department  of  Medi- 
cine at  the  University  of  Freiburg,  and  then  served 
at  the  University  of  Cologne,  the  University  of 
Vienna,  and  the  Children’s  Hospital  of  Vienna.  He 
had  been  with  Montefiore  Hospital  since  1945  and 
was  made  chief  of  the  neoplastic  division  in  1953. 
Dr.  Laszlo  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  and  a member  of  the  New  York 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Jesse  G.  Levy,  M.D.,  of  Buffalo,  died  on  April  21 
at  the  age  of  seventy-five.  Dr.  Levy  graduated  from 
the  University  of  Buffalo  School  of  Medicine  in 
1906.  He  was  a past  president  and  founder  of  the 
Maimonides  Medical  Society.  Dr.  Levy,  who  had 
practiced  for  more  than  fifty  years,  was  a member  of 
the  Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elis  I.  Lindgren,  M.D.,  of  Lake  Worth,  Florida, 
formerly  of  Middle  Island,  died  on  January  21  at 
the  age  of  eighty-one.  Dr.  Lindgren  received  his 
medical  degree  from  the  University  of  Helsingfors, 
Finland,  in  1903.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Luntz,  M.D.,  of  Lake  Ronkonkoma,  died 
on  April  28  at  the  age  of  fifty-nine.  Dr.  Luntz  re- 
ceived his  medical  degree  from  the  University  of 
Vienna  in  1921  and  interned  at  Lebanon  Hospital. 
He  was  a member  of  the  Suffolk  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Mack  McConkey,  M.D.,  of  Saranac  Lake,  died  at 
his  home  on  April  14  at  the  age  of  sixty-four.  Dr. 
McConkey  graduated  from  Harvard  University 
Medical  School  in  1925.  He  had  served  as  a mem- 
ber of  the  staff  of  the  Ray  Brook  State  Hospital  for 
twenty-two  years  and  retired  in  1948.  Dr.  McCon- 
key was  a member  of  the  American  Clinical  and 
Climatological  Association  and  the  American  Tru- 
deau Society. 

Harry  Merkatz,  M.D.,  of  New  York  City,  died  on 
May  2 at  the  age  of  fifty-six.  Dr.  Merkatz  gradu- 
ated from  New  York  University  and  Bellevue  Hos- 
pital Medical  College  in  1928.  He  was  a member  of 
the  New  York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Theodore  Felix  Paprocki,  M.D.,  of  Ogdensburg, 
died  at  his  home  on  April  30  at  the  age  of  forty- 
seven.  Dr.  Paprocki  graduated  from  Long  Island 
College  of  Medicine  in  1938  and  interned  at  Brooklyn 
Eye  and  Ear  and  Kings  County  Hospitals.  He  was 
an  attending  in  ophthalmology  at  A.  Barton  Hep- 


burn and  St.  Lawrence  State  Hospitals,  and  a 
consultant  in  ophthalmology  at  North  Country 
Hospitals,  Gouverneur.  Dr.  Paprocki  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology, a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Pan  Ameri- 
can Association  of  Ophthalmology,  Central  New 
York  Eye,  Ear,  Nose  and  Throat  Society,  the  St. 
Lawrence  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

* 

Norman  Pfaff,  M.D.,  of  Rochester,  died  on  May  3 
in  St.  Mary’s  Hospital  at  the  age  of  sixty-two.  Dr. 
Pfaff  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1917.  He  was  attending  in 
surgery  at  St.  Mary’s  Hospital  and  a consultant  in 
surgery  at  Monroe  Count}'-  Infirmary.  Dr.  Pfaff 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Rochester  Academy  of  Medi- 
cine, the  Rochester  Pathological  Society,  the  Central 
New  York  Surgical  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Karl  Presser,  M.D.,  of  New  York  City,  died  at 
Mount  Sinai  Hospital  on  May  25  at  the  age  of  sixty. 
Dr.  Presser  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Schaumberg,  M.D.,  of  Jackson  Heights,  died 
on  May  18  at  the  age  of  seventy-three.  Dr. 
Schaumberg  received  his  medical  degree  from  the 
University  of  Marburg  in  1911.  He  was  a member 
of  the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  L.  Schrage,  M.D.,  of  New  York  City, 
died  on  May  19  at  the  age  of  sixty.  Dr.  Schrage 
graduated  from  Eclectic  Medical  College,  Cincin- 
nati, in  1923.  He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Olga  Sitchevska,  M.D.,  of  New  York  City,  died 
at  the  New  York  Infirmary  on  May  2p  at  the  age  of 
sixty-three.  Dr.  Sitchevska  received  her  medical 
degree  from  the  University  of  Kiev  in  1918.  She 
was  ophthalmologist-in-charge  at  the  New  York 
Infirmary  and  assistant  in  ophthalmologic  surgery  at 
the  New  York  Eye  and  Ear  Infirmary.  Dr.  Sitchev- 
ska was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Association  for  Research  in  Ophthalmology,  Inc., 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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John  Martin  Slabey,  M.D.,  of  New  York  City, 
died  on  May  25  at  his  home  at  the  age  of  eighty-two. 
Dr.  Slabey  graduated  from  Denver  College  of  Medi- 
cine in  1898.  He  had  practiced  medicine  in  New 
York  City  for  fifty-seven  years.  Dr.  Slabey  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Iekoussiel  G.  Tchertkoff,  M.D.,  of  New  York  City, 
died  on  June  1 at  his  home  at  the  age  of  seventy- 
three.  Dr.  Tchertkoff  received  medical  degrees 
from  the  University  of  Paris  Faculty  of  Medicine  in 
1907  and  the  University  of  Petrograd  in  1912.  He 


was  a consulting  physician  at  Metropolitan,  and 
Sea  View  (Staten  Island)  Hospitals  and  Bird  S. 
Coler  Memorial  Hospital  and  Home,  and  assistant 
physician  at  Flower  and  Fifth  Avenue  Hospitals. 

William  Joseph  Walker,  M.D.,  of  the  Bronx,  died 
at  St.  John’s  Riverside  Hospital,  Yonkers,  on  May 
18  at  the  age  of  seventy-four.  Dr.  Walker  gradu- 
ated from  Cornell  University  Medical  College  in 
1908.  He  was  a consulting  physician  at  Fordham 
Hospital.  Dr.  Walker  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


The  Psychiatric  Patient  in  the  General  Hospital 


Several  pilot  studies  have  shown  that  small  psy- 
chiatric units  in  the  general  hospital  fulfill  a feasible, 
unduplicated,  and  unique  function.  Despite  this, 
little  progress  has  been  made  in  setting  up  such  units. 
Inquiring  into  the  reasons  for  the  delay,  the  author 
suggests  it  is  due  to  (a)  the  psychiatrist  himself,  who, 
working  in  his  own  office  or  in  a mental  hospital,  does 
not  take  time  to  convince  general  hospital  trustees 
that  such  sections  are  desirable;  (b)  the  unconscious 
resistance  of  hospital  personnel;  and  (c)  the  rela- 
tively high  cost  of  treatment  against  which  sickness 
insurance  may  not  apply.  If  the  high,  but  short- 
term, cost  is  calculated  against  long-term  cost,  how- 
ever, the  comparison  is  not  disadvantageous;  and 
it  is  the  author’s  thesis  that  early  treatment  of  acute 
mental  illness  in  the  general  hospital  can  fulfill  just 
such  a preventive  role.  At  present,  if  office  treat- 
ment fails,  the  only  alternative  is  confinement  in  a 
mental  hospital,  a step  often  unnecessary  and  fre- 
quently detrimental.  Many  such  patients  could  be 
treated  quickly  in  a general  hospital  psychiatric 
unit,  which  would  give  the  individual  a chance  to 
get  hold  of  himself  before  commitment  to  long-term 
treatment  becomes  necessary.  In  spite  of  panicky 
symptoms,  says  the  author,  patients  are  really  not 
sick  enough  to  be  locked  up  if  they  can  be  quieted 
down  in  twenty-four  to  forty-eight  hours.  The 
activity  of  an  integrated  group  of  nurses  and  physi- 
cians who  take  over  for  the  frequently  terrified  and 
disorganized  family  can  bring  stability  before  either 
the  patient  or  his  family  becomes  exhausted.  With 


the  advantage  of  immediacy  both  in  time  and  dis- 
tance, the  family  will  turn  quickly  to  the  general 
hospital  in  preference  to  the  “locked  up”  mental 
hospital  where  short-term  therapy  often  is  not  avail- 
able. These  advantages  apply  to  the  suicidal  pa- 
tient, the  alcoholic,  and  the  psychosomatic  patient. 

Suicidal  Patient.  While  this  type  of  patient  pre- 
sents a calculated  risk,  it  is  the  author’s  opinion  that, 
except  in  the  case  of  the  psychotic  suicidal  patient, 
help  for  him  is  in  the  province  of  the  general  hospital. 
Many  have  relatively  clear  minds  but  hesitate  to  talk 
about  their  problems  for  fear  of  being  misunderstood, 
thought  insane,  or  mistreated.  Here  the  general 
hospital  unit  would  be  in  a strategic  position  to  offer 
a patient  an  opportunity  to  relieve  himself  by  talking 
about  his  troubles. 

Alcoholic  Patient.  Both  public  and  private  hos- 
pitals hesitate  to  take  alcoholic  patients,  although 
the  private  facilities  rate  somewhat  the  better  in  this 
regard.  The  acutely  ill  alcoholic  is  a medical,  or- 
ganic, and  psychiatric  problem  requiring  handling  by 
an  effective  team. 

Psychosomatic  Illness.  Lacking  psychiatric  help, 
there  is  little  the  organic  physician  can  do  but  send 
these  cases  home.  The  author  feels  that  the  general 
hospital  needs  psychiatry,  not  only  for  the  patient 
who  presents  a purely  psychologic  or  emotional  prob- 
lem, but  for  the  patient  whose  emotional  problems 
complicate  other  organic  illness. 

— H . Keith  Fischer,  M.D.,  West  Virginia  Medical 
Journal,  January,  1958 
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Doctor,  Would  You  Like  to  Do  Your  Good  Deed 
for  the  Day? — The  Ten  Mile  River  Scout  Camp 
conducted  by  the  Boy  Scouts  of  America  located  at 
Narrowsburg,  New  York,  requires  the  services  of 
volunteer  physicians  who  might  be  in  that  area  on 
Sunday  afternoon  for  about  two  or  three  hours  on 
the  following  dates:  June  29,  July  13,  July  27,  and 
August  10.  About  six  physicians  will  be  needed  to 
examine  youngsters  arriving  at  camp  for  a two- weeks 
stay. 

Physicians  who  volunteer  to  serve  are  invited  to 
stay  at  the  camp  over  the  weekend  and  will  have 
available  to  them  all  the  facilities  of  the  camp,  plus 
board  and  lodging.  It  is  possible  also  that  the 
physician’s  wife  will  be  accommodated  for  the  week- 
end if  so  desired. 

Inquiries  should  be  directed  to  Mr.  Joseph  Sonne- 
born  of  the  Greater  New  York  Council,  Boy  Scouts 
of  America,  33  West  60th  Street,  New  York  23, 
New  York.  Telephone  Plaza  7-1905. 

Applications  for  American  Board  of  Obstetrics 
and  Gynecology  Now  Being  Accepted— Applications 
for  certification  for  the  American  Board  of  Obstetrics 
and  Gynecology,  new  and  reopened,  Part  I,  and  re- 
quests for  re-examination  Part  II  are  now  being 
accepted.  All  candidates  are  urged  to  make  such 
application  at  the  earliest  possible  date.  It  should 
be  noted  by  prospective  candidates  that  the  dead- 
line date  will  be  August  1,  1959. 

Candidates  are  requested  to  write  to  the  office  of 
the  Secretary  for  a current  Bulletin  if  they  have  not 
done  so  in  order  that  they  might  be  well  informed  as 
to  the  present  requirements.  Application  fees, 
photographs,  and  lists  of  hospital  admissions  must 
accompany  all  applications. 

Postgraduate  Course  on  Occupational  Health— 

The  New  York  University  Post-Graduate  Medical 
School  announces  a new  part-time  course,  “Occupa- 
tional Health  for  Physicians,”  to  be  given  on  Thurs- 
days, 2 to  5 p.m.,  from  September  18,  1958,  to  May 
14,  1959. 

This  course  constitutes  an  intensive  survey  of  the 
field  of  occupational  health  and  is  designed  to  meet 
the  requirements  of  those  physicians  unable  to  take 
a full-time  program.  Among  the  topics  covered  are: 
organization  and  administration  of  an  industrial 
medical  department;  preventive  and  constructive 
medicine  in  industry;  occupational  diseases;  toxi- 
cology and  industrial  hygiene  for  the  physicians,  as 
well  as  biostatistics  and  epidemiology. 

For  further  information  and  applications  write: 
Associate  Dean,  New  York  University  Post-Grad- 
uate Medical  School,  550  First  Avenue,  New  York 
16,  New  York. 


Easter  Seal  Research  Foundation  Gives  Grants — 

Factors  influencing  bone  formation  and  malforma- 
tion will  be  studied  under  research  grants  announced 
by  the  Easter  Seal  Research  Foundation.  The 
awards  are  from  funds  raised  during  the  annual 
Easter  Seal  campaign. 

Columbia  University,  College  of  Physicians  and 
Surgeons  will  receive  $15,985  for  the  study  of  “Basic 
Mechanisms  of  Bone  Formation.”  Dr.  C.  Andrew 
L.  Bassett  is  the  responsible  investigator.  Attempt- 
ing to  determine  which  cells  are  potential  bone 
formers,  Dr.  Bassett  will  also  work  to  isolate 
specific  responsible  chemical  factors.  Cells  charac- 
terized as  bone  forming  will  be  implanted  in  experi- 
mental animals  for  further  study. 

A one-year  renewal  award  of  $3,000  was  granted 
to  New  York  Medical  College  for  the  continuation 
of  the  study  “Clinical  Assay  of  an  Egg  Yolk  Factor 
in  the  Prevention  of  Rheumatic  Diseases.”  Dr.  Al- 
vin F.  Coburn  is  the  responsible  investigator  of  this 
study. 

Hartford  Foundation  Gives  Grant  to  Strong 
Memorial  Hospital — A John  A.  Hartford  Founda- 
tion grant  of  $203,000  to  the  Strong  Memorial  Hos- 
pital of  the  University  of  Rochester  Medical  Center 
for  the  development  of  a Radiation  Therapy  Center 
for  treatment,  research,  teaching,  and  diagnosis  has 
been  announced  by  Ralph  W.  Burger,  president  of 
the  Foundation,  and  J.  Milo  Anderson,  administra- 
tor of  the  hospital. 

The  grant  provides  for  purchase  of  equipment 
and  payment  of  part  of  the  estimated  $150,000  an- 
nual operating  costs  of  the  Center  for  three  years. 
The  University  will  provide  a new  building  and 
pay  the  balance  of  the  operating  expenses. 

Equipment  to  be  purchased  with  funds  provided 
by  the  Hartford  Foundation  will  include  two  huge 
supervoltage  x-ray  machines,  one  a two  million 
electron  volt  generating  unit,  and  another  a Cobalt 
60  unit,  which  also  emits  radiation  in  the  million 
volt  range.  Other  equipment  will  be  two  ortho- 
voltage units  in  the  250  kilovolt  r.ange  for  deep 
therapy  and  a 150  kilovolt  unit  primarily  for  treating 
superficial  lesions.  The  big  machines  will  be  em- 
ployed for  deep  penetration  that  delivers  greater 
dosages  directly  to  tumors  more  effectively  and  in  a 
way  that  the  patient  can  tolerate  more  easily,  with  a 
resultant  minimum  damage  to  normal  tissues. 

Director  of  the  Center  will  be  Dr.  Philip  Rubin, 
chief  of  the  Division  of  Radiation  Therapy  in  the 
Department  of  Radiology  of  the  University  of 
Rochester  Medical  Center. 

Closer  Supervision  of  Narcotics — Dr.  Herman  E. 
Hilleboe,  State  Health  Commissioner,  has  an- 
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nounced  two  new  amendments  to  the  Public  Health 
Law  which  require  that  firms  and  institutions  make 
application  to  the  New  York  State  Health  Depart- 
ment in  order  to  be  permitted  to  deal  in,  or  dispense 
narcotics  after  July  1,  1958.  The  purpose  of  the 
new  laws  will  be  to  provide  a closer  supervision  of 
manufacturers,  wholesalers,  and  dispensers  of  nar- 
cotics. 

The  amendments,  passed  during  the  1958  session 
of  the  State  Legislature  and  signed  by  Governor 
Averell  Harriman,  apply  to  narcotic  wholesalers 
and  manufacturers,  as  well  as  hospitals,  laboratories, 
and  dispensaries  handling  narcotics. 

Under  the  new  law  each  licensee  is  required  to 
pay  a $25  fee  and  to  register  his  license  biennially 
starting  April  1,  1960.  Hospitals,  laboratories,  and 
dispensaries  must  pay  $10  fees  and  also  are  subject 
to  biennial  registration. 


New  AM  A President — On  June  24  Dr.  Gunnar 
Gundersen  took  the  oath  of  office  as  the  112th 
president  of  the  American  Medical  Association.  The 
61-year-old  LaCrosse,  Wisconsin,  surgeon  has  been 
active  in  state  and  national  medical  affairs  through- 
out his  practice.  He  was  president  of  the  State 
Medical  Society  of  Wisconsin  in  1941-1942,  served 
on  a number  of  the  society’s  committees,  and  was 
speaker  of  its  House  of  Delegates  for  about  five 
years.  He  was  a member  of  the  AMA’s  House  of 
Delegates  in  1937  and  1938  and  was  elected  to  the 
AMA  Board  of  Trustees  in  1948.  He  became  chair- 
man of  the  Board  in  June,  1955.  His  keen  interest 
in  hospital  affairs  and  the  quality  of  hospital  service 
led  to  his  election  as  the  first  chairman  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  when  it 
was  formed  in  1951.  He  served  in  that  capacity 
until  1953. 


Personalities 


Resigns 

Dr.  Maurice  H.  Greenhill,  effective  as  of  Septem- 
ber 1,  from  his  post  as  director  of  the  New  York  City 
Community  Mental  Health  Board. 

Awarded 

Dr.  Max  Fink,  director  of  the  Department  of  Ex- 
perimental Psychiatry,  Hillside  Hospital,  the  First 
Annual  A.  E.  Bennett  Psychiatric  Research  Award 
of  the  Society  of  Biological  Psychiatry.  . .Dr. 
Robert  S.  Siffert,  New  York  City,  an  award  from 
the  Public  Health  Association  of  New  York  City  for 
outstanding  service  in  behalf  of  orthopedically 
handicapped  children.  . .Drs.  David  B Sprinson  and 
John  V.  Taggart,  of  Columbia  University  College  of 
Physicians  and  Surgeons,  a $30,000  a year  award 
from  the  American  Heart  Association  for  their  life- 
times as  career  investigators. 

Appointed 

Dr.  W.  Cecil  Johnston,  as  the  director  of  the 
Dannemora  State  Hospital  for  the  Criminal  Insane. 

Honored 

Dr.  Morton  Hoberman,  with  a plaque  for  meri- 
torious service  from  the  Gotham  Chapter  of  the 
National  Foundation  for  Muscular  Dystrophy.  . .Dr. 
George  T.  Pack,  New  York  City,  in  Caracas,  Vene- 
zuela, as  honorary  member  of  the  Venezuelan  Cancer 
Society;  at  the  University  of  America  in  Bogota,  as 
honorary  professor  of  surgery,  and  at  Javeriana 
University,  as  honorary  “professor  extraordinario 
cancerologia”  . . .Dr.  George  N.  Papanicolaou,  at  an 
informal  testimonial  luncheon  at  the  Hotel  Plaza, 
New  York  City,  in  honor  of  his  seventy-fifth  birth- 
day . . . Dr.  Simon  Rothenberg,  Brooklyn,  on  the 
occasion  of  his  seventy-fifth  birthday  with  a party 
at  the  home  of  his  son,  Dr.  Robert  Rothenberg  . . . 
Dr.  Howard  A.  Rusk,  with  a citation  in  the  form  of 


a plaque  on  behalf  of  President  Eisenhower’s  Com- 
mittee on  Employment  of  the  Physically  Handi- 
capped. 

Speakers 

Dr.  Herman  Goodman,  New  York  City,  before 
the  Mattachine  Society,  June  10,  on  the  topic,  “The 
Homosexual  Male  as  a Victim  and  Transfer  Agent 
of  Venereal  Disease”  . . . Dr.  Theodore  R.  Miller, 
New  York  City,  before  the  staff  of  the  Ziv  Hadassah 
Hospital  in  Jerusalem  on  May  19  on  the  subject, 
“Problems  Involved  in  Controlled  Hepatic  Lobec- 
tomy” . . . Dr.  Nathaniel  E.  Reich,  Brooklyn,  before 
the  American  College  of  Chest  Physicians,  in  San 
Francisco,  June  20,  on  the  topic,  “Angina  Pectoris 
Inversa.” 

Elected 

Dr.  Gordon  D.  Hoople,  Syracuse,  as  president  of 
the  American  Laryngological,  Otological  and  Rhino- 
logical  Society  . . . Dr.  Arthur  Wallingford,  Albany, 
to  a two-year  term  on  the  board  of  governors  of  the 
International  College  of  Surgeons  . . . Dr.  Bernard 
A.  Watson,  Clifton  Springs,  as  secretary  of  the 
Hospital  Association  of  New  York  State  . . . Dr. 
Ethel  E.  Wortis,  New  York  City,  re-elected  as  first 
vice-president  and  chairman  of  the  executive  com- 
mittee of  The  Women’s  City  Club  of  New  York  . . . 
as  officers  of  the  Medical  Society  of  the  County  of 
Westchester,  the  following  physicians:  president, 
William  P.  Reed;  president-elect,  Donald  R.  Reed; 
vice-president,  Arthur  H.  Diedrick;  secretary, 
Charles  M.  Brane;  treasurer,  Thomas  C.  Jaleski; 
censors,  John  N.  Dill,  James  F.  D’Wolf,  and  Francis 
T.  Rogliano;  delegates,  Arthur  H.  Diedrick,  Reid 
R.  Heffner,  Donald  R.  Reed,  and  William  P.  Reed; 
two  years  alternate  delegates,  William  A.  Brumfield, 
Thomas  C.  Jaleski,  Roy  E.  Kinsey,  and  Wallace  M. 
Sheridan ; one  year  alternate  delegate,  Charles 
Weller. 


July  1,  1958 
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Commencement — the  degree  of  Doctor  of  Medi- 
cine was  bestowed  upon  60  students  at  the  128th 
commencement  of  the  College  on  May  29.  Dr. 
John  McK.  Mitchell,  Dean,  School  of  Medicine, 
University  of  Pennsylvania,  gave  the  address. 
1958  graduates  included: 

Cenie  C.  Cafarelli,  James  M.  Gavin,  John  P. 
Grogan,  James  A.  Hogan,  Samuel  Milham,  Jr., 


Carl  A.  Paulsen,  Arnold  I.  Slowe,  and  Thomas 
F.  Spath,  Albany;  Joseph  C.  Loffredo  and 
John  H.  Way,  Schenectady;  Edward  J.  Connor 
and  James  F.  Hoffman,  Troy;  John  E.  Cunning- 
ham, Jr.,  Warrensburg;  Edward  E.  Freeman, 
Ballston  Lake;  John  E.  Glennon,  Kingston;  Terry 
H.  Goff,  East  Greenbush;  Glenn  D.  Kinns,  Scotia, 
and  Milton  O.  Kling,  Sharon  Springs. 


Columbia  University , College  of  Physicians  and  Surgeons 

New  Dean — Dr.  H.  Houston  Merritt  was  named  College  of  Physicians  and  Surgeons  in  May.  He  was 
acting  Dean  of  the  Faculty  of  Medicine  and  the  formerly  chairman  of  the  Department  of  Neurology. 


Albert  Einstein  College  of  Medicine 


Research  Grants — Grants  received  by  the  College 
during  April  were:  National  Institutes  of  Health: 
Department  of  Anatomj^,  $6,325  for  “Neuroendo- 
crine Integration”;  Department  of  Medicine,  $113,- 
964  for  “Comprehensive  Program  of  Research  in 
Aging”  and  $18,474  for  “Mechanisms  of  Enzymatic 
Sjmthesis  of  Some  Phospholipids  in  CSN”;  Depart- 
ment of  Pathology,  $1,817  for  “Transplantability  of 
Suspensions  of  Maligant  Cells”;  Department  of 
Pathology,  $1,817  for  “Transplantability  of  Sus- 
pensions of  Malignant  Cells;”  Department  of 
Pediatrics,  $13,800  for  “Study  of  the  Nephron  in 
Experimental  Nephrosis”;  Department  of  Phar- 
macology, $14,864  for  “Behavioral  Effects  of  Drugs 
in  Macaca  Mulatta”;  Department  of  Physiology, 
$12,289  for  “Active  Transport  of  Oxygen,”  and  to 
the  Department  of  Ps3^chiatry,  $20,659  for  “Role  of 
Stimulus  Recognition  in  Autonomic  Response.” 
From  the  American  Heart  Association : Department 
of  Biochemistry,  $17,600  for  “Physiology  and  Bio- 
chemistry of  the  Mast  Cell  in  Relation  to  Cardio- 
vascular Function  and  Disease”;  Department  of 
Physiology,  $14,372  for  “Cardiodynamics  in  Valve 
Disorders,”  and  Department  of  Surgery,  $11,000 
for  “Hemodynamics  Study  of  the  Pulmonary 
Circulation.”  From  Brown-Hazen  Fimd  to  the 
Department  of  Microbiology,  $5,000  for  “Hyper- 
sensitivity Phenomena  and  Their  Relation  to 


Disease,”  and  from  American  Cancer  Society, 
$15,123  to  the  Department  of  Pathology  for  “Re- 
gression and  Resistance  Phenomena  in  a Trans- 
plantable Rat  Liver  Tumor.” 

Visiting  Lecturers — In  April,  Dr.  Patrick  J. 
Fitzgerald,  Professor  and  Chairman,  Department  of 
Pathology,  State  University  of  New  York  College 
of  Medicine,  Brooktyn,  and  Dr.  Richard  C. 
DeBodo,  Department  of  Pharmacology,  New  York 
University.  During  May;  Dr.  Richard  L.  Sidman, 
Laboratory  of  Neuroanatomical  Sciences,  National 
Institutes  of  Health;  Dr.  Julius  White,  National 
Cancer  Institute,  National  Institutes  of  Health; 
Dr.  Roger  Egeberg,  Director,  Los  Angeles  General 
Hospital,  Los  Angeles,  California;  Dr.  H.  M.  Rose, 
College  of  Ph}*sicians  and  Surgeons,  Columbia 
University;  Dr.  Jacob  Furth,  Associate  Director, 
Children’s  Cancer  Research  Foundation,  Inc., 
Boston,  Massachusetts;  Dr.  Donald  Wallach, 
Department  of  Biochemist^,  Harvard  University 
School  of  Medicine,  Cambridge,  Massachusetts; 
Dr.  Joseph  Fruton,  Department  of  Biochemistnr, 
Yale  University  School  of  Medicine,  New  Haven, 
Connecticut;  Dr.  Richard  Day,  State  University 
of  New  York  College  of  Medicine,  Brooktyn,  and 
Dr.  J.  H.  Quastel,  Director,  Research  Institute, 
Montreal  General  Hospital  and  McGill  University, 
Montreal,  Canada. 


New  York  Medical  College , Flower  and  Fifth  Avenue  Hospitals 

Commencement — Dr.  Willard  C.  Rappleye,  re-  cians  and  Surgeons,  was  the  speaker  at  the  gradua- 
tiring  dean,  Columbia  University  College  of  Physi-  tion  ceremonies  of  the  College  on  May  27.  The 
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graduating  class  consisted  of  115  members. 

Special  awards  were  presented  to  Dr.  Rappleye, 
who  received  the  honorary  degree  of  Doctor  of 
Humane  Letters  in  recognition  of  his  leadership  in 
medicine;  Dr.  Donald  S.  Konicoff,  Forest  Hills, 
the  William  Cullen  Bryant  award  for  the  highest 


scholarship  record  for  the  four-year  course.  He 
will  serve  his  internship  at  Philadelphia  General 
Hospital.  The  Conrad  Engerud  Tharaldsen  award 
for  the  second  highest  scholarship  went  to  Dr. 
Micheline  Jean-Mairet  Kaempfer.  She  will  intern 
at  Lenox  Hill  Hospital. 


New  York  University 

NYU  Alumni  Meritorious  Service  Medallion — 

Dr.  Anthony  S.  Bogatko,  surgeon  and  associate 
professor  of  clinical  surgery,  has  been  named  a 
1958  recipient  of  the  NYU  Alumni  Meritorious 
Service  Medallion.  The  annual  awards  are  the 
I highest  bestowed  upon  graduates  by  the  Alumni 


College  of  Medicine 

Federation  of  the  University.  Dr.  Bogatko  has 
actively  supported  the  development  of  the  NYU- 
Bellevue  Medical  Center  for  more  than  a decade. 
He  was  president  of  the  Alumni  Association  in  1952 
and  1953  and  has  served  as  a director  of  the  Alumni 
Federation. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Promoted — Dr.  Leonard  D.  Fenninger,  assistant 
dean  and  assistant  professor  of  medicine  to  associate 


dean  and  associate  professor  of  medicine  and  senior 
associate  physician  in  Strong  Memorial  Hospital. 


State  University  of  New  York  College  of  Medicine,  Upstate  Medical  Center 


Alpha  Omega  Alpha,  Gamma  Chapter — Four 
members  of  the  Class  of  1959  were  initiated  into  the 
chapter  at  the  spring  initiation  banquet  on  May  6: 
Samuel  Braun,  John  R.  DePalma,  Syracuse; 
Samuel  Heilman,  Woodmere,  and  Sheldon  Smiley, 
| Brooklyn.  Dr.  Wallace  O.  Fenn,  professor  and 
chairman  of  physiology,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  discussed  space 
medicine  at  the  meeting. 

Commencement — Commencement  exercises  were 
I held  on  June  8 for  the  College  and  71  graduates 
received  Doctor  of  Medicine  degrees.  Dr.  Julius  B. 
Richmond,  professor  and  chairman,  Department  of 
Pediatrics,  administered  the  Hippocratic  Oath, 

I and  Dr.  Richard  H.  Lyons,  professor  and  chairman, 
Department  of  Medicine,  presented  the  candidates. 


Dr.  C.  Barber  Mueller,  professor  and  chairman, 
Department  of  Surgery,  presided  as  chief  marshal, 
and  at  the  invitation  of  the  graduates  Dr.  Ellen  T. 
Cook,  assistant  professor  of  medicine  and  director, 
Student  Health  Service;  Dr.  Gordon  K.  Moe, 
professor  and  chairman,  Department  of  Physiology; 
Rita  C.  Jaeger,  Class  of  1959,  and  George  Lam, 
president,  Class  of  1959,  were  marshals. 

Grant — Dr.  William  Y.  Au,  resident,  was  the 
recipient  of  a Life  Insurance  Medical  Research 
Fund  fellowship  for  a year  of  research  on  kidney 
disease  and  kidney  function.  He  will  work  with 
Dr.  Lawrence  G.  Raisz,  assistant  professor  of  medi- 
cine and  clinical  investigator,  Syracuse  Veterans 
Administration  Hospital. 


Allergic 

One  out  of  every  four  patients  visiting  a pediatri- 
cian does  so  because  of  an  allergy.  Allergies  also  ac- 
count for  10  per  cent  of  patients  seeing  a dermatolo- 
gist, and  3 per  cent  of  visits  of  the  general  prac- 

July  1,  1958 


Palients 

titioner.  There  are  only  1,500  physicians  in  the 
country  specializing  in  allergy,  which  means  an  im- 
possible load  of  10,000  allergic  patients  for  each 
specialist. — Patterns  of  Disease 
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SYNOPSIS  OF 
COUNCIL  MINUTES 

There  follows  a synopsis  of  the  minutes  of  the  April  10,  1958, 
Council  meeting,  as  adopted  May  14,  1958. 


rPHE  Council  of  the  Medical  Society  of  the  State 
of  New  York  convened  at  9:05  a.m.,  Thurs- 
day, April  10,  1958,  at  the  Manhattan  Club,  New 
York  City,  Dr.  Thurman  B.  Givan,  president,  pre- 
siding. All  members  of  the  Council  attended  except 
Dr.  Raymond  S.  McKeeby,  excused.  Eight  em- 
ployes and  legal  counsel  were  also  present. 

The  March  13,  1958,  minutes  were  approved  with 
correction  in  Dr.  Norman  S.  Moore’s  report  for 
Public  Health  and  Education  Committee. 

Secretary’s  Report 

Dues  Remissions. — The  Council  voted  to  remit 
annual  State  dues  and  to  request  remission  of  Ameri- 
can Medical  Association  dues  of  one  member  for 
1957  and  five  members  for  1958  because  of  illness  and 
of  two  members  for  1958  because  of  military  service. 

Dr.  Anderton  reported  implementing  the  actions 
of  the  March  Council.  He  stated:  “In  accordance 
with  your  vote,  President  Givan  has  appointed  the 
following  Ad  Hoc  Committee  on  Labor  Union  and 
Industrial  Health  Clinics:  Dr.  Joseph  A.  Lane, 
chairman,  Dr.  John  C.  McClintock,  Dr.  Peter  J. 
Di  Natale,  Dr.  G.  Rehme  Denton,  Dr.  John  F. 
Rogers,  and  Dr.  Henry  I.  Fineberg. 

“An  appeal  by  Dr.  Herman  Hirschfeld  regarding 
his  suspension  by  the  Medical  Society  of  the  County 
of  Queens  has  been  withdrawn. 

“Messrs.  Griswold,  Heckel  & Kaiser  Associates, 
Inc.  have  been  engaged  to  advise  on  floor  plan, 
decoration,  etc.,  at  750  Third  Avenue,  18th  floor. 
It  is  requested  that  the  Council  so  recommend  to  the 
Board  of  Trustees.  The  lease  is  almost  completed. 

“It  gives  me  pleasure  to  notify  you  that  the  Board 
of  Trustees  concurred  in  all  your  recommendations 
last  month.” 

After  detailing  his  meetings,  Dr.  Anderton  re- 
ported Dr.  George  O’Kane,  a coordinator  for  Vet- 
erans’ Medical  Service  Plan  of  New  York,  Inc.,  was 
improving  after  severe  injuries  from  a motor  car 
crash. 

Dr.  Anderton  added:  “The  Moving  Committee 
appointed  by  the  president  consists  of  Dr.  Dorman, 
chairman,  Dr.  Fineberg,  Dr.  Dattelbaum,  Dr. 
Kenney,  Dr.  Givan  ex  officio,  and  Dr.  Anderton  ex 
officio.” 

Approval  was  voted. 

“Dr.  W.  Guernsey  Frey  has  been  again  appointed 
on  the  Nurse  Advisory  Council  of  the  State  Educa- 
tion Department. 

“Dr.  I.  C.  Rubin  sent  us  an  autographed  volume 
of  his  selected  papers  addressed  to  the  late  Dr.  Mel- 
len.  He  has  graciously  allowed  us  to  place  it  in  the 
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State  Society  library. 

“The  State  Department  of  Education  has  re- 
quested three  nominations  for  a member  of  the 
Ophthalmic  Advisory  Board  in  Ophthalmic  Dispens- 
ing. Dr.  William  E.  Pickett  of  Albany  will  probably 
be  reappointed.  However,  they  want  two  other 
nominations,  and  the  secretary  takes  the  liberty  to 
suggest  that  Dr.  Milton  L.  Berliner,  chairman  of  the 
Ophthalmology  Section  of  the  Society,  and  Dr. 
Donald  E.  Moore,  the  section  secretary,  be  ad- 
vanced as  possible  appointees.” 

Approval  was  voted. 

The  secretary’s  report  including  remission  of  dues 
was  adopted. 

Executive  Committee 

Communications. — Dr.  Anderton  stated:  “The 

Executive  Committee  met  yesterday.  A number  of 
letters  are  referred  to  this  body. 

“1.  Correspondence  with  Dr.  Sawyer  A.  Glid-  j 
den,  secretary  of  the  Medical  Society  of  the  County 
of  Genesee,  regarding  the  membership  application  of 
Dr.  James  McCutcheon  of  Batavia.  Dr.  Mc- 
Cutcheon  was  elected  on  September  23,  1957,  just  a 
few  days  before  the  first  of  October.  If  he  had  been 
elected  the  first  of  October  or  later,  he  would  not 
have  to  pay  1957  dues,  but,  being  elected  on  Sep- 
tember 23,  he  is  expected  to  pay  all  of  1957  dues  and 
1958. 

“The  Executive  Committee  recommends  that  Dr.  j 
McCutcheon’s  membership  be  commenced  the  first  I 
of  October.” 

It  was  so  voted. 

“2(a).  Letter  of  March  17,  1958,  from  Mr. 
Robert  C.  Killough,  Jr.,  Assistant  Commissioner  for 
Professional  Education  of  the  State  Education  De- 
partment, requesting  three  nominees  for  the  Ophthal- 
mic Dispensing  Board.  This  was  just  reported. 

“2(6).  Letter  of  March  17,  19$8,  from  Mr.  Kil- 
lough requesting  three  nominees  each  to  succeed 
Drs.  Linn  J.  Boyd,  John  J.  Clemmer,  and  Harry  M. 
Rose  on  the  State  Board  of  Medical  Examiners. 

It  is  probable  that  Dr.  Clemmer  will  be  reap- 
pointed. 

“The  Executive  Committee  recommends  that  the 
president  be  empowered  to  select  three  nominees  for 
each  of  these  vacancies.” 

It  was  so  voted. 

“3.  A postal  card  was  received  March  25,  1958, 
from  Dr.  Solomon  Schussheim  proffering  his  resigna-  k 
tion  from  the  Dinner  Subcommittee  of  the  Conven-  E 
tion  Committee. 
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“The  Executive  Committee  recommends  that  the 
resignation  be  accepted  with  regret.” 

Approval  was  voted. 

“4.  There  is  a letter  of  March  24,  1958,  to  Dr. 
Givan  from  Governor  Harriman’s  office  stating  that 
the  Governor  will  proclaim  Medical  Education 
Week,  April  20  to  26. 

“The  Executive  Committee  recommended  that 
this  letter  be  read: 

Dear  Dr.  Givan: 

Governor  Harriman  has  asked  me  to  acknowledge 
and  thank  you  for  your  letter  of  March  18. 

The  Governor  will  be  pleased  this  year,  as  in  pre- 
vious years,  to  proclaim  Medical  Education  Week, 
designating  April  20  to  26  for  the  purpose,  as  you 
suggest. 

When  signed,  an  original  of  the  proclamation  will 
be  sent  to  you. 

All  good  wishes. 

Sincerely, 

George  F.  Willison 


“5.  Letter  of  March  26,  1958,  from  Mr.  Carl  T. 
Weber,  executive  secretary  of  the  Medical  Society  of 
the  County  of  Monroe,  acknowledging  a letter  from 
Dr.  Anderton  of  March  24  regarding  errors  in  the 
published  ‘Restatement  of  Constitution  and  By- 
laws’ of  that  society. 

“The  Executive  Committee  recommends  that  the 
Council  instruct  the  secretary  to  write  to  the  presi- 
dent of  the  Monroe  County  Society  that  it  is  the 
Council’s  desire  that  the  corrections  be  made  in  the 
next  printing. 

This  was  voted. 

“6.  The  Executive  Committee  recommends  to 
the  Council  that  the  delegate  who  was  to  take  the 
place  of  Dr.  Winslow  should  be  the  man  elected  first 
alternate  in  the  year  when  Dr.  Winslow  was  elected 
delegate.” 

After  discussion,  it  was  voted  to  approve  the 
Executive  Committee’s  report. 

It  was  voted  to  refer  to  the  Special  Committee  of 
the  House  of  Delegates  on  Constitution  and  Bylaws 
the  question  of  succession  of  American  Medical 
Association  delegates. 

“7.  Letters  from  six  members  of  the  Executive 
Committee  confirmed  a telephone  vote  which  re- 
sulted in  approval  by  the  Board  of  Trustees  of  en- 
gaging Messrs.  Griswold,  Heckel  & Kaiser  Asso- 
ciates, Inc.,  to  provide  interior  design  and  office 
planning  for  the  new  headquarters.” 

Approval  was  voted. 

It  was  voted  to  approve  the  report  as  a whole. 


Treasurer’s  Report 

Dr.  Dattelbaum  presented  his  tentative  cash  re- 
port as  at  March  20,  1958. 

Approval  was  voted. 


Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Leo  E.  Gibson, 
chairman,  stated:  “I  am  told  by  the  chairman  of  the 
Blood  Banks  Association  that,  in  the  North  East 
District  Clearing  House  area,  Pennsylvania,  New 


Jersey,  Delaware,  Maryland,  and  West  Virginia  are 
organizing  blood  banks  with  the  aid  of  the  state 
medical  societies.” 

Mr.  Alexander  explained:  “Last  year  the  Asso- 
ciation had  a net  loss  of  $17,011.  This  is  broken 
down  between  the  North  East  District  Clearing 
House  and  the  rest  of  the  activities  of  the  Associa- 
tion. The  North  East  District  Clearing  House  loss 
for  the  year  was  $6,071,  and  the  net  loss  as  to  the 
other  activities  was  $10,940. 

“In  the  first  three  months  of  1958,  the  Association 
had  a net  income  of  $2,955.  This  was  primarily 
due  to  the  transfer  of  certain  reserves  which  they 
had  on  the  books  from  prior  years,  and  it  has  the 
effect  of  increasing  the  net  income  for  this  year. 
On  this  basis  the  Association  had  $3,880  in  net  in- 
come, and  the  North  East  District  Clearing  House 
had  a loss  of  $925. 

“This  is  a bookkeeping  adjustment,  but  it  is  in- 
come which  was  not  put  into  surplus  in  prior  years. 
If  we  look  at  the  figures  without  picking  up  this  in- 
come for  the  three  months  ended  March  31,  the 
Association  would  have  had  a loss  of  $553  rather 
than  a net  income  of  $3,880. 

“During  the  month  we  received  a contribution  of 
$100  from  the  Medical  Society  of  New  Jersey.  In 
the  previous  month  we  received  $350  from  the 
Massachusetts  State  Society.” 

After  discussion,  it  was  voted  to  accept  the  report. 

Dr.  Greenough  stated:  “As  the  Blood  Banks  Com- 
mission will  dissolves  as  of  the  Annual  Meeting,  I 
move  the  Council  congratulate  the  chairman  of  the 
Blood  Banks  Commission  and  his  assistants  on  what 
they  have  done  during  this  year  with  the  Blood 
Banks  Association.” 

It  was  so  voted. 

Convention. — Dr.  Frederick  A.  Wurzbach,  Jr., 
chairman,  stated:  “I  think  you  have  all  received 
the  special  issue  of  the  Newsletter.  You  must  agree 
that  Dr.  Ingegno  and  his  committee  have  prepared 
a wonderful  scientific  program  and  that  the  moving 
picture  program  should  be  of  real  interest. 

“I  hope  that  the  Reception  Committee  will  be 
active.  I move  that  the  chairman,  Dr.  Barrow,  be 
empowered  to  increase  his  committee  as  he  feels 
necessary.” 

Approval  was  voted. 

Dr.  Wurzbach  continued:  “The  Scientific  and 
the  Industrial  Exhibits  are  completed,  and  I think 
they  will  live  up  to  the  standards  of  other  years. 
The  Dinner  Committee,  under  Dr.  Borrelli,  has 
practically  everything  arranged.  No  speeches,  in 
which  the  president  concurs.  There  will  be  cock- 
tails at  the  president’s  reception  at  6:30.” 

It  was  voted  to  accept  the  report. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
reported  that  Mr.  Farrell  had  spoken  four  times  in 
upstate  areas.  He  stated:  “Your  committee  yester- 
day afternoon  considered  claim  adjustments  for 
Medicare  and  also  a matter  of  health  and  accident 
insurance  submitted  by  Dr.  Roman  R.  Violyn,  act- 
ing president  of  the  Fourth  District  Branch.  Dr. 
Violyn  complains  because  the  Indemnity  Insurance 
Company  of  North  America  changed  its  premiums 
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from  a level  to  a step-rate  program  about  February 
of  this  year.  This  was  based  on  a five-year  ex- 
perience. The  older  doctors  are  putting  in  claims 
at  a rate  that  is  causing  the  company  to  lose  money. 
It  is  necessary  to  change  the  premium  at  age  fifty 
and  increase  it  again  at  age  sixty.  So  there  is 
nothing  to  do  except  to  encourage  younger  members 
of  the  medical  profession  in  the  district  branches  who 
have  not  obtained  one  or  both  of  the  coverages  to  do 
so  because  as  the  younger  men  come  in  the  loss  ratio 
is  not  as  great. 

“We  had  an  interview  yesterday  afternoon  with 
Mr.  Bertholon  and  Mr.  Rowland  of  the  insurance 
agency  that  handles  this  coverage.  They  empha- 
sized this  need  of  getting  the  younger  members  to 
join  the  plan  and  pointed  out  that  in  certain  areas 
the  agents  are  not  as  astute  as  they  might  be  and 
that  you  end  up  with  a group  of  old  doctors  with  a 
high  claim  rate  and  none  of  the  younger  men  are 
being  urged  to  join. 

“It  seems  that  every  county  in  the  State  has  at 
least  one  plan,  and  all  but  three  or  four  of  the  plans 
have  coverage.  There  is  no  group  coverage  that 
does  not  have  a clause  permitting  the  insurance 
company  to  get  out  from  under.  They  will  have  to 
cancel  all  policies  in  the  State  issued  to  the  group. 
There  are  some  15  or  18  companies  that  have  dropped 
groups  in  the  past  few  months  because  the  loss 
ratio  was  too  great.  When  a new  company  comes  in 
and  picks  up  this  group,  they  don’t  pick  up  the  un- 
insurable  group;  they  take  only  the  good  risks. 

“The  question  of  increasing  benefits  or  lowering 
premiums  under  age  forty  and  whether  or  not  other 
plans  in  the  State  are  going  to  go  from  the  level 
premium  to  a step-rate  type  are  matters  that  I be- 
lieve should  be  further  considered. 

“Your  committee  recommends  that  the  Commit- 
tee on  Economics  be  requested  to  study  this  prob- 
lem.” 

This  part  of  the  report  was  adopted. 

Medicare. — Dr.  McClintock  stated  that  a new 
supplementary  agreement  of  the  Medicare  program 
contains  this  new  paragraph:  “During  the  period  1 
January  1958  through  31  July  1958  the  maximum 
amount  that  will  be  considered  as  ‘allowable  cost’ 
under  the  contract  for  expenses  incurred  by  and/or 
for  the  Medical  Committees  or  Board  maintained 
under  the  article  entitled  Administrative  Services 
shall  be  $280.” 

He  stated:  “This  could  then  be  applied  against 
costs  of  the  Economics  Committee  meetings  to  re- 
view claims  and  other  problems.  We  have  not  re- 
covered any  of  this  as  yet  nor,  as  far  as  I know,  any 
of  the  costs  of  the  Economics  Committee  from  the 
Government. 

“I  move  adoption  of  this  part  of  the  report,  with 
the  recommendation  to  the  Board  of  Trustees  that 
the  chairman  of  the  Board  sign  this  supplementary 
agreement.” 

Approval  was  voted. 

Dr.  McClintock  reported  July  17  and  18  as  the 
days  for  renegotiation  of  our  contract  with  the 
Government  under  Medicare. 

He  stated : “The  Government  states  that  expenses 


of  only  two  negotiators  will  be  paid  out  of  Federal 
funds.  Your  Committee  on  Economics  recommends 
that  the  same  group  that  negotiated  the  contract 
originally  be  authorized  to  renegotiate  in  July. 
This  comprises  the  president,  the  secretary,  the 
chairman  of  the  Committee  on  Economics,  Mr. 
George  P.  Farrell,  and  Mr.  J.  Richard  Burns  from 
legal  counsel.” 

Approval  was  voted  and  the  .report  as  a whole  was 
adopted. 

Medical  Expense  Insurance  Subcommittee. — Dr. 

McClintock  reviewed  Chairman  Carl  R.  Ackerman’s 
report  of  a meeting  on  February  22,  1958.  The  re- 
port stated:  “The  Subcommittee  reviewed  the 

Standards  for  Approval  by  Medical  Society  of  the 
State  of  New  York  of  New  York  State  Medical  Care 
Plans  and  are  of  the  unanimous  opinion  that  the 
present  rules,  regulations,  and  provisions  should  not 
be  changed,  with  the  exception  that  item  2,  under 
‘Professional  Control’  that  ‘The  medical  profession 
shall  be  responsible  for  rendering  medical  services 
included  in  the  subscriber’s  contract’  be  deleted  be- 
cause it  has  no  significance  in  relation  to  approval 
standards.” 

The  subcommittee  also  recommended  continua- 
tion of  study. 

It  was  voted  to  approve. 

U.S.  Veterans  Administration  Liaison  Subcom- 
mittee.— Dr.  McClintock  stated:  “There  is  con- 
templated a change  in  the  contract  under  which  we 
operate  the  hometown  medical  care  plan.  It  may  be 
necessary  to  dissolve  the  corporation  which  now 
handles  this  matter  for  the  State  Society.  The  co- 
ordinators will  probably  be  dropped,  and  medical 
care  for  the  veteran  on  a hometown  basis  will  be 
maintained  under  an  agreement  with  our  Society, 
without  intervention  of  a corporate  body. 

“This  will  have  to  be  discussed  at  our  June  meet- 
ing because  our  contract  expires  June  30.” 

' It  was  voted  to  adopt  the  report  as  a whole. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
man, requested  the  privilege  of  the  floor  for  Dr. 
Anthony  A.  Mira. 

Dr.  Mira  reported  excellent  response  to  the  ques- 
tionnaire sent  to  physicians  about  a course  at  New 
York  University,  also  to  the  questionnaire  about  in- 
plant  medical  facilities. 

Dr.  Di  Natale  continued:  “The  Council  committee 
met  yesterday.  Among  our  deliberations  was  the 
subject  of  union  health  centers,  etc.  We  are  await- 
ing the  report  of  the  Ad  Hoc  Committee  before  we 
make  a final  report.” 

It  was  voted  to  adopt  the  report. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
said:  “A  recapitulation  shows  that  of  the  eight  bills 
sponsored  by  our  Society  two  were  passed  by  the 
Legislature.  We  should  take  into  consideration  that 
(1)  three  bills  (injunction  bill,  autopsy  bill,  and  bill 
to  reduce  number  of  routine  school  medical  ex- 
aminations) had  little  chance  of  passings  and  (2) 
three  others  (group  life  insurance  for  members  of 
professional  associations,  limiting  the  internship  to 
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two  years,  and  requiring  admitting  physicians  to  be 
licensed)  were  controversial  and  opposed  by  other 
groups.’  ’ 

He  also  spoke  of  four  bills  sponsored  by  other 
groups  and  supported  by  the  State  Society  which 
were  not  passed  and  of  11  bills  we  vigorously  op- 
posed which  also  failed  of  passage.  He  expects  the 
governor  to  veto  another  bill  we  opposed,  one  which 
permits  laboratories  to  contract  in  bulk  for  services 
to  physicians. 

The  Legislature’s  committee  on  health  insurance 
plans  was  continued. 

The  report  was  approved. 

Federal  Legislation  Subcommittee. — Dr.  John  F. 
Rogers,  chairman,  described  efforts  to  combat  the 
Forand  Bill,  H.R.  9467,  and  he  noted  congressional 
concern  with  health  services  for  the  aged. 

It  was  voted  to  accept  the  report. 

Committee  to  Combat  Cults. — Dr.  Fineberg, 
chairman,  stated:  “We  would  like  to  express  grati- 
tude to  the  county  medical  societies  which  actively 
participated  in  the  fight  against  cultism  and  to  the 
Woman’s  Auxiliary,  which  again  this  year  continued 
Its  antichiropractic  campaign.  We  are  also  grateful 
to  the  Interdepartmental  Health  Resources  Board 
for  reiterating  its  policy  of  a year  ago.” 

He  expressed  gratitude  for  the  splendid  coopera- 
tion his  committee  had  received  throughout  the 
iState  and  described  unionization  of  chiropractors  in 
California. 

It  was  voted  to  approve  the  report. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  chairman,  reported  the  routine  commit- 
tee meeting  the  previous  day. 

It  was  voted  to  accept  the  report. 

Publication. — Dr.  Masterson,  chairman,  reported 
that  Dr.  William  Hammond  took  office  as  assistant 
editor  (part-time)  on  April  1,  1958,  and  Dr.  John  G. 
Masterson  became  a consulting  editor.  His  report 
'continued:  “Dr.  John  W.  Runyon  does  not  want 
his  annual  meeting  paper  published  in  the  Journal. 
His  letter  was  referred  to  Dr.  Alfred  P.  Ingegno, 
chairman  of  the  Scientific  Program  Subcommittee, 
with  reference  to  Chapter  XV,  Section  2,  of  the  By- 
laws, which  states,  ‘All  papers  read  before  the  So- 
ciety at  its  annual  meeting  by  its  members  shall  be- 
come the  property  of  the  Society.’ 

“The  business  manager  reported  details  of  the 
healthy  finances  of  the  Journal.” 

It  was  voted  to  adopt  the  report. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  reported: 

“1.  At  the  March  20  meeting  of  the  Subcommittee 
on  Geriatrics  it  was  announced  that  Dr.  Zeman  had 
resigned  as  chairman  and  that  Dr.  Witt  had  been 
appointed  to  fill  the  unexpired  term.  The  committee 
expressed  its  appreciation  of  Dr.  Zeman’s  ‘splendid 
service  to  the  committee  and  to  the  Medical  So- 
ciety of  the  State  of  New  York.’ 

“Dr.  Witt  reported  that  replies  from  the  county 
medical  societies  indicate  that  the  choice  of  topic  for 
the  next  joint  educational  project  with  the  State 


Department  of  Health  was  ‘Health  Maintenance 
and  Disease  Prevention  in  Old  Age.’  It  was  agreed 
to  take  the  following  steps. 

(а)  Announce  the  program  in  the  Nkw  YoRk 
State  Journal  of  Medicine. 

(б)  Suggest  to  each  county  medical  society  that  a 
special  scientific  program  be  devoted  to  periodic 
physical  examinations  and  health  counseling.  Re- 
mind them  of  speakers  service  offered  by  the  Com- 
mittee on  Public  Health  and  Education. 

(c)  Request  the  medical  schools  to  conduct  a pro- 
gram on  ‘Health  Maintenance  and  Disease  Preven- 
tion in  Old  Age.’ 

(d)  Ask  whether  a special  issue  of  the  New  York 
State  Journal  of  Medicine  might  be  published, 
incorporating  articles  by  authorities  on  the  subject. 

“It  was  hoped  that  the  subject  could  be  included 
for  discussion  at  the  State  Health  Department’s 
Annual  Health  Conference  in  June,  1959. 

“There  was  discussion  of  problems  in  promoting 
annual  health  examinations  among  the  aging  popula- 
tion. It  was  suggested  that  a certain  age  group 
might  be  specified ; if  this  is  done,  the  years  between 
fifty  and  sixty  would  be  the  most  significant. 

“Programs  in  Oneida  and  Kings  Counties  were 
described,  where  a day  or  two  are  set  aside  for  ex- 
aminations of  physicians  in  a selected  location. 
Laboratory  examinations  and  chest  x-rays  are  made 
prior  to  these  physical  examinations.  The  reports 
are  sent  to  the  physicians  who  have  been  examined. 

“It  was  decided  to  try  to  promote  this  type  of 
examination  among  other  counties,  possibly  ex- 
panding to  include  a campaign  by  the  Woman’s 
Auxiliary  for  examination  of  doctors’  wives,  and  for 
similar  examinations  of  medical  secretaries. 

“2.  A draft  of  a letter  to  Mr.  Joseph  P.  Kelly, 
Commissioner  of  Motor  Vehicles,  is  in  the  hands  of 
Drs.  Berens  and  Devoe  for  final  approval  before 
referral  to  the  Council. 

Postgraduate  Education. — “Since  the  last  report 
to  the  Council  postgraduate  education  meetings 
have  been  arranged  for  the  following:  Schenectady 
County,  Ellis  Hospital,  Madison  County,  Rens- 
selaer County,  Utica  Academy  of  Medicine,  Suffolk 
County,  Chemung  County  Academy  of  General 
Practice,  Onondaga  County,  Dutchess  County, 
Binghamton  Academy  of  Medicine,  and  Green 
County  Academy  of  General  Practice.” 

Dr.  Moore  stated:  “It  always  happens  that,  when 
it  comes  to  the  end  of  our  agenda,  Public  Health  and 
Education,  which  should  have  long  and  informative 
reports,  is  briefed  as  quickly  as  possible  because 
everyone  here  is  tired  and  hungry.  Therefore,  I re- 
quest that  this  spot  on  the  agenda  be  rotated  and 
that  we  come  up  front  for  at  least  one  year  o>n  the 
agenda.  That  is  my  first  request.” 

It  was  so  voted. 

Dr.  Moore  continued:  “I  ask  that  the  March  13, 
1958,  Council  minutes  be  amended.  In  the  report 
of  the  Committee  on  Public  Health  and  Education 
Dr.  Hilleboe  was  quoted: 

Dr.  Hilleboe  stated  that  public  health  is  not  a 

subject  that  can  be  “tacked  on”  to  a lecture  or  a ward 

round  and  incorporated  into  other  subjects  in  the 
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curriculum,  as  inferred  by  some  of  the  persons  pres- 
ent at  the  meeting.  He  appealed  for  their  con- 
sideration of  the  possibility  of  having  public  health 
educators  work  with  the  clinicians  and  team  up  on 
such  projects  as  mortality  studies,  etc. 

“He  requests  that  the  minutes  be  changed  as  the 
secretary  did  not  quote  him  completely. 

Dr.  Hilleboe  stated  that  public  health  is  not  a 
subject  that  should  be  brought  in  at  the  end  of  a 
lecture  or  a ward  round  or  that  could  be  taught  by  a 
physician  untrained  in  public  health  in  one  of  his 
routine  lectures  in  the  curriculum.  It  was  stated  by 
certain  of  the  deans  that  there  is  definite  resistance  on 
the  part  of  students  to  public  health  teaching  because 
they  are  little  interested  in  administration,  although 
practical  subjects  like  industrial  hygiene  appeal  to 
them. 

Dr.  Hilleboe  also  asked  for  consideration  of  the 
possibility  of  having  epidemiologists  and  other 
public  health  physicians  work  with  the  clinicians  on 
joint  studies  of  the  natural  history  of  disease,  par- 
ticularly in  the  field  of  chronic  illness. 

“I  move  the  adoption  of  this  part  of  the  report.” 
Approval  was  voted , and  it  was  voted  to  approve 
the  report  as  presented  this  month. 

Dr.  Moore  read  the  following  letter: 

Dear  Mr.  Kelly: 

In  response  to  your  request  for  a study  by  and 
recommendations  from  the  Medical  Society  of  the 
State  of  New  York  regarding  visual  qualifications 
for  motor  vehicle  operator’s  license  applicants,  may 
I report  that,  following  careful  consideration  by  the 
Subcommittee  on  Accident  Prevention  of  the  Council 
Committee  on  Public  Health  and  Education,  the 
following  recommendations  were  authorized  by  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  and  are  herewith  submitted  to  you. 

I.  Tests 

A.  That  because  of  the  difficulties  encountered 
with  regard  to  illumination,  distance  for  the 
testing,  and  the  condition  of  the  chart,  the  Snellen 
test  for  the  determination  of  vision  be  discarded 
and  replaced  by  a test  for  visual  acuity  with  a 
binocular  type  of  instrument  currently  on  the 
market. 

II.  Standards  of  Vision 

A.  That  private  operators  be  required  to  have 
20/40  corrected  vision  in  one  eye.  Further,  that 
the  private  operator  with  only  one  eye  be  required 
to  have  an  examination  by  a qualified  ophthalmol- 
ogist. 

B.  That  operators  of  commercial  motor 
vehicles  be  required  to  have  20/30  corrected  vision 
for  both  eyes. 

C.  That  the  operator  of  a commercial  vehicle 
who  requires  lenses  to  meet  the  required  standard 
of  vision  shall  have  an  extra  pair  of  usable  glasses 
on  his  person  while  actively  engaged  in  driving  a 
vehicle. 

III.  Visual  Form  Fields 

A.  That  visual  form  fields  in  the  horizontal 
meridian  for  both  the  private  and  the  commercial 
motor  vehicle  operator  be  70  degrees  in  each  eye. 

B.  That  visual  form  fields  in  the  horizontal 
meridian  for  operators  of  commercial  vehicles  be 
140  degrees  for  both  eyes. 

C.  That  visual  form  fields  in  the  horizontal 
meridian  for  operators  of  private  motor  vehicles 
be  160  degrees  for  those  with  only  one  eye. 


D.  That  the  visual  field  shall  be  taken  with  a 
5 mm.  white  test  object. 

Dr.  Moore  interpolated:  “This  is  something  that 
I want  you  to  thoroughly  understand.” 

He  continued  reading: 

IV.  That  a special  evaluation  unit  of  specialists  be 
created  by  the  Commissioner  of  Motor  Vehicles  to 
evaluate  persons  who  do  not  meet  the  specifications 
recommended  in  categories  II  and  III.  It  is  further 
recommended  that  the  names  of  this  consultant 
group  not  be  made  public. 

V.  That  neither  the  private  nor  the  commercial 
motor  vehicle  operator  need  be  tested  for  color 
vision  because  the  color  blind  operator  is  no  problem 
for  he  has  no  difficulty  in  distinguishing  traffic 
lights.  It  is  further  recommended  that  the  Bureau 
use  its  influence  in  obtaining  uniform  size,  shape, 
and  position  of  traffic  lights  for  each  color. 

VI.  That,  because  there  is  no  practical  test  for 
stereopsis,  a test  for  stereopsis  not  be  required. 

VII.  That,  because  there  is  no  practical  test  for 
night  blindness,  a test  for  night  blindness  not  be 
required.  However,  because  of  the  fact  that  such 
a condition  does  occur  in  some  people,  an  applicant 
should  be  queried  about  interference  with  vision  at 
night.  If  it  is  believed  the  condition  is  severe,  he 
should  be  referred  to  the  special  evaluation  unit. 

VIII.  That  any  progressive  eye  disease  which 
would  tend  to  impair  useful  vision  should  be  a dis- 
qualifying factor  for  private,  commercial,  and  trans- 
portation drivers.  These  diseases  include  hyper- 
tensive retinopathy,  cataracts,  diabetic  retinopathy, 
and  vascular  occlusion.  Persons  having  these  condi- 
tions should  be  examined  by  an  ophthalmologist,  if 
practical  procedures  can  be  worked  out. 

A.  That  a form  (drawn  up  by  physicians)  be 
presented  to  the  applicant  in  which  he  is  asked 
whether  he  has  or  ever  has  had  any  evidence  of 
diabetes,  hypertension,  cataracts,  or  other  com- 
mon causes  of  loss  of  vision — “any  eye  disease  or 
any  diseases  affecting  the  eye.”  If  the  person 
answers  in  the  affirmative,  it  is  recommended  he 
be  required  to  have  an  ophthalmologic  exami- 
nation, as  indicated  above. 

IX.  Because  myopic  individuals  are  likely  to 
lose  much  of  their  vision  between  the  ages  of  sixteen 
and  twenty-one,  it  is  recommended  that  individuals 
with  a junior  driving  license  be  required  to  have  an 
eye  examination  before  they  are  granted  a senior 
license  and,  if  a defect  is  found,  the  person  be  referred 
to  an  ophthalmologist  before  a license  is  issued. 

X.  A.  That  the  private  vehicle  operator  should 
be  required  to  have  a general  physical  examina- 
tion when  renewing  his  license,  just  prior  to  age 
sixty-five,  and  that  he  submit  a certificate  from 
his  physician  that  he  has  no  medical,  physical,  or 
mental  condition  at  the  time  of  the  examination . . . 

Dr.  Moore  stated:  “I  repeat,  ‘at  the  time  of  the 
examination.’  This  is  a device  by  which  the  third 
party  will  not  become  involved — the  physician  as  a 
third  party — because  he  will  certify  at  the  time  of 
his  examination.” 

He  resumed  reading: 

which  in  his  opinion  would  impair  the  applicant’s 
driving  ability. 

B.  That  the  commercial  or  transportation 
driver  undergo  a physician’s  examination  every 
year  and  submit  a certificate  from  his  physician 
starting  the  medical  condition  of  the  individual 
at  that  time. 
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Dr.  Moore — “That  means  at  the  time  of  the  ex- 
amination.” 

It  was  pointed  out  that  either  the  report  of  a 
complete  examination  could  be  rendered  by  the 
person’s  own  physician  or  the  physician  might  report 
to  the  Motor  Vehicles  Bureau  only  supplemental 
information  of  the  applicant’s  condition  since  his  last 
examination. 

XI.  It  is  recommended  that,  if  an  individual  in 
the  general  screening  process  falls  below  the  limits 
specified,  he  should  have  recourse  to  examination 
by  the  special  evaluation  unit,  and  it  is  further 
recommended  that,  in  certain  borderline  cases  in- 
volving a medical  condition,  which  includes  impaired 
vision,  a limited  license  be  issued  for  six  months  upon 
recommendation  of  the  evaluating  unit  and,  at  the 
expiration  of  the  limited  license,  re-examination  and 
re-evaluation  be  made  with  recommendation  for 
either  (1)  denial  of  license,  (2)  another  limited  license, 
or  (3)  unrestricted  license. 

It  is  realized  that  few  data  are  available  to  guide 
recommendations  of  a restrictive  nature  in  the  area 
of  vision.  Therefore,  it  is  requested  that,  as  data 
become  available,  the  Medical  Society  enjoy  the 
privilege  of  revising  these  recommendations. 

Dr.  Moore  stated:  “I  recommend  the  adoption  of 
this  letter  and  that  I be  authorized  to  send  it.” 
After  discussion,  it  was  voted  to  approve  the  letter 
and  to  authorize  the  chairman  to  send  it. 

Dr.  Moore  reported  regarding  “Use  of  Stimulants 
such  as  Amphetamine  in  Sports.”  He  had  con- 
tacted the  Carnegie  Foundation  as  authorized  by 
the  Council.  They  have  no  intention  of  doing  any- 


thing since  the  American  Medical  Association  with- 
drew its  request  for  consideration  by  this  foundation 
last  year  when  the  resolution  introduced  for  our 
Society  by  Dr.  Dattelbaum  was  amended  and 
passed.  He  proposed  that  we  follow  the  Carnegie 
Foundation  and  that  we  do  nothing  at  this  time, 
recognizing  that  the  American  Medical  Association 
should  play  the  major  role,  and  until  the  American 
Medical  Association  defines  that  role  that  we  should 
take  no  action. 

It  was  voted  to  adopt  the  report. 

Dr.  Moore  stated:  “We  have  a request  of  the 
Subcommittee  on  Cancer  to  approve  a sample  study 
of  New  York  State  death  certificates  having  to  do 
with  deaths  from  carcinoma  of  the  lung.  This  re- 
quest originally  came  to  the  Health  Department  in 
Albany  from  Dr.  John  Heller,  director  of  the  Na- 
tional Cancer  Institute,  and  is  a costudy  with  Dr. 
Hobart  L.  Dunn,  chief,  National  Office  of  Bio- 
statistics, that  they  are  ready  to  take  on  in  New 
York  State.  They  would  expect  about  360  would 
be  studied  on  a sample  basis  from  death  certificates, 
and  they  propose  to  contact  the  doctor  if  the  cer- 
tificate falls  in  the  sample.  If  he  gives  them  per- 
mission, they  will  contact  the  nearest  relative  on  the 
death  certificate  to  ask  about  this  patient’s  smoking 
habits.  It  is  being  done  in  all  states.  In  Pennsylva- 
nia they  have  97  per  cent  cooperation  from  phy- 
sicians and  94  per  cent  cooperation  of  the  family. 

“The  Subcommittee  on  Cancer  wishes  the  Council 

[Continued  on  page  2312] 
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of  the  Medical  Society  to  approve  this  in  principle 
so  when  the  doctors  are  contacted  they  will  know 
that  it  has  official  approval.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“Last  month  I reported  to  }rou  that  we  had  a con- 
ference of  all  of  the  medical  school  deans,  except 
New  York  University  and  Buffalo.  At  that  meeting 
the  value  of  films  and  motion  pictures  as  teaching 
media  came  up  and  was  rejected  bj"  all  of  the  deans 
unanimously.  They  said  that  it  was  not  a good 
method,  mainly  because  there  were  not  good  films. 
When  this  was  reported  to  Dr.  Olson  of  our  Film 
Review  Subcommittee,  he  wrote  me  that  he  would 
like  to  have  the  medical  deans  come  to  Albany  for  a 
film  review  show  and  that  the  Medical  Society  should 
pay"  the  expenses.  I cannot  recommend  this  to  you 
after  hearing  the  deans.  I feel  that  if  there  is 
enough  interest  in  methods  of  medical  education, 
they  should  be  motivated  to  look  into  this  and  should 
pay  their  own  way.  I don’t  think  we  should  try  to 
persuade  the  medical  school  administrators  or  that 
this  is  something  that  the  Film  Review  Subcommit- 
tee should  force  on  them.” 

It  was  voted  to  adopt  this  part  of  the  report. 

“Last  night  there  was  a meeting  of  the  Subcom- 
mittee on  Mental  Hygiene.  This  committee  con- 
cerned itself  on  the  agenda  concerning  insufficient 
reimbursement  locally  for  mental  illness  and  that 
there  was  not  enough  provision  for  psj^chiatric  pa- 
tients in  hospitals,  that  the  physicians  in  the  State 
mental  hospitals  were  inadequate  in  numbers,  and 
that  their  living  conditions  were  inferior,  that  there 
should  be  better  liaison  between  the  Medical  So- 
ciety and  the  Psychiatric  Society  in  their  districts, 
and  that  we  should  be  concerned  with  the  practice 
of  psychologists  practicing  psychotherapy",  and  we 
should  be  concerned  with  Blue  Cross  coverage  for 
psychiatric  illness.  I was  surprised  to  learn  that 
about  half  of  the  Blue  Cross  Plans  in  the  United 
States  now  provide  for  psychiatric  or  mental  or 
emotional  illness  on  a limited  basis,  and  I remind  you 
that  in  the  Temporary"  Health  Insurance  Commis- 
sion layv  regulating  Blue  Cross  there  was  written  into 
the  contract  thirty  days  in  order  to  make  a diag- 
nosis so,  if  a person  goes  into  a general  hospital, 
Blue  Cross  has  to  honor  all  recipients  of  that  con- 
tract for  thirty  days.  Of  these  matters,  I felt  some 
should  be  referred  to  the  Committee  on  Legislation 
and  some  returned  to  the  subcommittee  for  further 
study  and  report.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  Moore  also  stated  that  the  second  edition  of 
“What  Goes  On”  has  an  index. 

It  was  voted  to  adopt  the  report  as  a whole. 

Dr.  Gibson  stated:  “Mr.  President  and  gentle- 
men, there  seems  to  be  a great  deal  of  interest,  par- 
ticularly among  the  pediatricians,  for  some  activity 
on  the  part  of  the  State  Society  in  regard  to  child 
accident  prevention.” 

After  discussion,  it  was  voted  that  Dr.  Gibson  be 
authorized  to  appoint  pediatricians  to  the  Accident 
Prevention  Subcommittee  of  the  Public  Health  and 


Education  Committee. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
outlined  the  principal  activities  in  wdiich  the  Public 
and  Professional  Relations  Bureau  engaged  during 
the  past  month.  He  described  a meeting  of  the  Sub- 
committee on  Cooperation  with  Media  of  Informa- 
tion with  the  New  York  State  Bar  Association 
Committee  regarding  “Standards  of  Practice  for 
Doctors  and  Lawyers.”  He  reported  activities  in 
the  field  of  legislation,  courses  for  physicians’  office 
assistants,  the  summer  exhibit  at  Saratoga  Spa,  help 
to  the  Woman’s  Auxiliary,  and  Medical  Education 
Week. 

It  was  voted  to  adopt  the  report. 

Cooperation  with  Media,  Subcommittee  on. — Dr. 

John  C.  McClintock,  chairman,  reported  about  the 
meeting  yvith  the  New  York  State  Bar  Association 
Committee,  March  13,  1958,  where  it  was  decided 
that  there  was  no  need  for  any  changes  in  the 
Standards  at  present.  There  was  agreement,  how- 
ever, that  steps  should  be  taken  to  stimulate  more 
interest  in  implementing  the  Standards  on  the  part 
of  both  county  medical  societies  and  local  bar 
associations. 

It  was  voted  to  approve  the  report. 

Ad  Hoc  Committee  to  Study  the  Public  and  Pro- 
fessional Relations  Bureau. — Dr.  Frederic  W.  Hol- 
comb, chairman,  described  the  careful  work  of  his 
committee.  The  following  conclusions  were  reached : 

1.  All  our  members  in  some  manner  should  be 
better  informed  as  to  the  activities  and  contribu- 
tions, both  in  economic  and  professional  fields,  that 
the  State  Society  attempts  to  accomplish. 

2.  A large  majority  are  in  favor  of  the  News- 
letter and  feel  it  should  be  used  to  better  advantage. 

3.  Manj"  criticisms  are  made  of  the  work  of  our 
Public  and  Professional  Relations  Bureau,  and  it 
appears  that  top  level  effort  must  be  made  to  make 
it  a more  worth-while  department. 

It  was  voted  to  adopt  the  report  and  that  the  com- 
mittee he  discharged  with  thanks. 

Rural  Medical  Service. — Dr.  Leo  E.  Gibson, 
chairman,  informed  the  Council  that  Professor  Ellen- 
bogen’s  survey  of  New  York  State  is  about  80  per 
cent  complete. 

It  was  voted  to  accept  the  report. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  reported  that  he  expected  the  neyv 
revised  minimum  medical  fee  schedule  to  be  an- 
nounced in  May.  He  advocated  a resolution  for  the 
House  of  Delegates  which  would  urge  Chairman 
Parisi  to  license  medical  bureaus  to  serve  more  than 
one  industrial  establishment.  This  would  benefit 
small  organizations. 

Dr.  Dorman  reported  that  the  chairman  of  the 
Medical  Practice  Committee  of  the  Workmen’s 
Compensation  Board  concurs  in  the  Society’s  stand 
that  a duly"  qualified  surgeon  is  entitled  to  special- 
ist’s fees  for  the  treatment  of  any  injury  wTithin  his 
field  no  matter  w’hat  its  severity. 

He  stated  that  the  Hatfield-Ostrander  bill  re- 

[Continued  on  page  2314] 
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PHONE 
CH  2- 
8686 


for  well  trained  highly  qualified  personnel 

MEDICAL 

OFFICE  SECRETARIES  OR  ASSISTANTS 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  ( Founded  1986) 

request  Free  Cat.  9 

85  Fifth  Aye.  (16th  St.) 
New  York  3,  N.Y. 


astern 


SCHOOL  FOR  PHYSICIANS1  AIDES 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRameicy  5-4875 


*NlWt  FELSOL  TABLETS  now  available 

See  Your  Physicians'  Desk  Reference  for  Details 


Have 

YOU 

ever  r fever,  and  related  bronchial 
Used  p affections. 


L FELSOL  provides  safe  and 
^ effective  relief  in  asthma,  hay 


\ FELSOL  also  relieves  pain 
^ and  fever  in  arthritis,  headaches, 
^ rheumatic  fever,  colds,  and  flu. 

The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a 
single  therapeutic  dose  of  antipyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs.”  (J.  Pharm.  & Exper.  Ther.  98:97,  1950) 

Each  Each 
Ingredients  Powder  Tablet 

Antipyrine 870  mg..  .435  mg. 

Iodopyrine 30  mg. . . 15  mg. 

Citrated  Caffeine.  . 100  mg. . . 50  mg. 

NOTE:  Each  powder  equals  two 
tablets. 

Try  this  unique  and  superior  product  by  writing 
for  free  professional  samples  and  literature. 

American  Felsol  Co.— P.O.  Box  395— Lorain,  Ohio 


*At  local  pharmacies  in  boxes  of  15  and  90 
powders,  or  bottles  of  30  and  180  tablets. 


PINEWOOD  £:  iVlSw.^"}  «**•« -» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


CHARCOAL  THERAPY 

CHARCOAL’S  popularity  rests  upon  its  clinical 
effectiveness  and  safety  in  use.  The  therapeutic 
adsorption  of  gases,  toxins  and  a host  of  other 
irritants  is  a purely  physical  accomplishment.  No 
chemical  reaction  takes  place.  Also,  Charoal’s 
adsorption  of  gastrointestinal  toxins  may  be  re- 
garded as  a “delaying”  mechanism.  It  hinders 
systematic  assimilation  of  a toxin  by  binding  it  until 
case  specific  therapv  can  be  instituted. 

REQUA’S  CHARCOAL  TABLETS  contain  11  gr. 
of  wood  charcoal  and  have  been  preferred  since  1879. 
Dosage:  As  Required.  Packed:  100  & 250  per  Box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  C0RP.  BOX  3 BROOKLYN  16,  N.Y. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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[Continued  from  page  2312] 

mained  in  a committee  of  the  Legislature  and  that 
the  bill  mandating  payment  to  physicians  for  testi- 
fying in  cases  under  the  Disability  Benefits  Law 
was  passed  by  both  houses  of  the  Legislature. 

Approval  was  voted. 

Dr.  Dorman  read  a letter  from  legal  counsel  ( see 
New  York  State  Journal  of  Medicine,  June  1, 
1958,  issue,  page  1945). 

Dr.  Dorman  stated:  “I  have  taken  the  time  to  go 
into  this  because  I think  it  is  important.  The 
podiatrists  have  the  law  stating  that  they  are  en- 
titled to  practice  on  the  feet  to  a limited  extent. 
They  have  tried  to  enlarge  this.  They  have  asked 
for  equal  fees  with  the  physician.  At  present  they 
receive  four-fifths  of  the  physician’s  fee  where  they 
are  within  the  area  to  which  they  are  limited.  We 
have  felt  that  it  was  important  to  have  this  opinion 
which  we  can  give  to  the  Chairman  of  Workmen’s 
Compensation,  to  back  our  contention  that  we 
should  not  let  down  the  bars  and  permit  podiatrists 
to  extend  their  treatments  into  injections  and 
treatments  of  systemic  diseases  which  affect  the 
feet.” 

After  discussion,  it  was  voted  to  accept  the  report 
as  a whole. 

Asiatic  Influenza,  Advisory  Committee  to  the 
New  York  State  Health  Department  on. — 

It  was  voted  to  discharge  this  committee  with 
thanks. 

Committee  Advisory  to  Mr.  Roscoe  C.  Edlund. — 

Dr.  John  J.  Masterson,  chairman,  announced  Mr. 
Edlund’s  report  would  be  ready  for  distribution  be- 
fore the  House  of  Delegates  meets. 

After  discussion,  it  was  voted  that  this  report  be 
sent  to  the  officers,  trustees,  and  councillors  as  soon 
as  possible  and  that  a special  meeting  of  the  Council 
be  held  on  Sunday,  May  11,  at  12:30  p.m.  to  discuss 
it. 

It  was  voted  that  there  be  available  for  distribution 
at  the  House  of  Delegates  copies  of  this  report  for 
officers,  councillors,  trustees,  and  delegates  (both 
delegates  and  alternates). 

Moving  Committee. — Dr.  Gerald  D.  Dorman, 
chairman,  reported:  “At  the  meeting  on  April  7 the 
functions  of  the  committee  were  outlined. 

“It  was  unanimously  voted  to  set  up  an  office, 
modern  in  appearance  and  in  keeping  with  the 
prestige  and  dignity  of  the  Society. 

“On  behalf  of  the  committee,  I move  that  the 
Trustees  be  requested  to  appropriate  not  more  than 
$50,000  for  new  furniture  with  the  understanding 
that  there  may  be  a supplementary  request  for  up  to 
$25,000  later.” 

After  discussion,  it  was  voted  that  the  Trustees  be 


requested  to  confirm  by  vote  the  $25,000  assigned 
at  the  March  meeting  and  that  they  approve  an 
additional  appropriation  of  $25,000  making  a total 
of  $50,000. 

The  report  as  a whole  was  accepted. 

New  Business 

Rehabilitation  Plaque. — Dr.  Givan  reported  he 
had  presented  a plaque  at  a luncheon  of  the  New 
York  Chapter  of  the  Arthritis  and  Rheumatism 
Foundation  to  honor  Dr.  Robert  H.  Manheimer’s 
achievements  in  aiding  employment  of  the  physically 
handicapped. 

Tribute  to  Dr.  Givan. — Dr.  Kenney,  Chairman  of 
the  Board  of  Trustees,  stated : “As  this  is  the  proper 
time  I should  like  to  remind  the  Council  that  in  the 
past  twelve  months  we  have  had  presiding  over  us  a 
gentleman  of  unusual  affability  and  charm,  a gentle- 
man who  has  had  a fine  grasp  of  the  problems  that 
have  come  before  this  Council,  and  who  has  in  all 
fairness  and  patience  handled  many  difficult  situ- 
ations during  the  past  year.  As  a member  of  this 
Council,  I am  sure  I express  the  sentiments  of 
everyone  in  this  room  when  I have  it  recorded  on 
the  minutes  our  great  appreciation  of  the  fine  work 
and  splendid  attitude  of  the  outgoing  president, 
Dr.  Thurman  B.  Givan,  during  his  year  as  president 
of  this  Society  and  as  chairman  of  this  Council.” 

. . .The  audience  arose  and  applauded.  . . 

Dr.  Givan  responded:  “Ladies  and  gentlemen,  I 
thought  that  this  was  going  to  be  my  swan  song, 
and  the  last  time  I would  preside  over  this  Council, 
but  I find  now  I have  got  to  make  one  more  attempt. 
But  I am  going  to  give  my  swan  song  anyway  at  the 
present  time. 

“This  gavel  which  I hold  in  my  hand  symbolizes 
a certain  amount  of  authority.  Similar  instruments 
have  been  used  in  various  categories  of  this  world 
in  which  we  live  to  denote  extreme  authority,  yes, 
many  times  to  carry  out  ulterior  motives  when  put 
into  the  hands  of  a dictator.  I hope  that  during  the 
past  year  I have  at  no  time  appeared  to  have  used  it 
in  any  such  way.  Instead  I have  attempted  to  use 
it  only  with  a great  degree  of  submission  to  your 
wishes.  Before  it  is  handed  over  to  your  president- 
elect next  month,  let  me  say  it  has  served  me  well. 
It  has  afforded  me  the  opportunity  to  take  stock  of 
myself,  of  my  infirmities,  of  my  sincere  belief  that  I 
have  been  aided  in  this  position  by  one  of  the  finest 
bodies  of  men  that  one  could  be  privileged  to  be 
associated  with. 

“So  as  this  is  next  to  the  last  time  I shall  have  the 
privilege  to  preside  over  this  Council,  I wish  to 
thank  each  and  every  one  of  you  councilmen  as  well 
as  all  the  rest  who  have  so  ably  assisted  in  our  tedious 
deliberations.  Without  you,  the  task  would  have 
been  much  more  difficult.  God  bless  all  of  you!” 


The  vagabond , when  rich , is  called  a tourist. — Paul  Richard 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


House  office  combination,  2 car  garage  on  “Doctor’s  Row” 
in  Suffern,  Rockland  County.  Half  mile  to  hospital,  22 
miles  to  George  Washington  Bridge.  Call:  Suffern  5-0800. 


FOR  SALE 


Busy  practice  in  Brooklyn.  Office  with  X-ray,  ekg,  etc. 
Excellent  transportation  facilities,  good  neighborhood.  Leav- 
ing to  specialize.  Dewey  9-2761. 


Professional  air-conditioned  offices,  new  building,  suitable 
general  practitioner,  take  over  very  active  practice,  also 
specialist  or  dentist.  Best  location  in  Long  Island’s  fastest 
growing  community.  Wonderful  opportunity  for  active 
person.  Liberal  terms  arranged.  Reply  Box  763,  N.  Y. 
St.  Med.  Jr.  Med. 


FOR  SALE 


General  practitioner’s  fully  equipped,  5 room  office,  X-Ray, 
air-conditioner.  10  years  in  East  Bronx,  specializing. 
TY3-7160. 


PRACTICE  FOR  SALE 


General  practice;  predominantly  Workmen’s  Compensation 
injuries;  fully  equipped,  well  established  in  Manhattan 
manufacturing  area;  regular  hours,  five  day  week;  good 
lease.  Box  758,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


GENERAL  PRACTICE.  Town  3,000  near  Buffalo.  Gross 
$25,000  plus  $7,500  assured  income  from  morning  institu- 
tional work.  Should  net  over  $20,000  yearly.  Wish  to  sell 
home  and  adjacent  office  building.  Equipment  and  new  furni- 
ture optional.  2 modern  150-bed  hospitals  11  miles  away 
with  all  available  consultants.  Staff  positions  assured. 
Moving  south.  Wonderful  opportunity.  Box  743,  N.  Y. 
St.  Jr.  Med. 


PRACTICE  FOR  SALE 


New  York  State  active  General  Practitioner  & Surgeon  re- 
tiring. Excellent  location  for  EENT  or  Surgeon  & General 
Practitioner — Community  of  40,000.  Box  751,  N.  Y.  St.  Jr. 
Med. 


Active  busy  general  practice.  For  sale  busy  Nassau  County 
community.  Large  home  office  combination  on  good  corner. 
Price  low.  Leaving  for  specialty.  Box  746,  N.  Y.  St.  Jr.  Med. 


General  medical  practice,  rural  community  near  Buffalo, 
home-office  combination,  fully  equipped,  excellent  offer, 
must  sacrifice.  Box  757,  N.  Y.  St.  Jr.  Med. 


Available  immediately,  established  physician’s  home-office. 
Beautiful  10  rooms,  3 baths,  ideal  location,  Nassau  County. 
Excellent  opportunity.  Box  752,  N.  Y St.  Jr.  Med. 


Active  General  Practitioner,  wishes  to  retire.  Obstetrics, 
Industrial  work,  general  surgery,  if  qualified.  City  of 
10,000,  east  central  New  York,  Approved  general  hospital, 
open  Staff.  Office  in  residence,  wishes  to  sell  real  estate. 
Two  medical  college  centres  within  75  miles.  Box  768,  N.  Y. 
St.  Jr.  Med. 


HOUSE  FOR  SALE 


Massapequa,  AAA,  Choice  professional  office  & luxury 
home,  corner,  475  Merrick  Rd.,  rare  opportunity,  owner 
sacrifice,  Li-1-9340,  or  Mo  6-0400. 


FOR  RENT 


MEDICAL  OFFICE  BUILDING.  Fast  growing  New 
Jersey  surburban  area.  Newly  constructed  modern  medical 
offices.  Central  air-conditioning.  Built  in  music  system. 
Wood  panelled  consultation  rooms,  private  lavatories, 
nurses  stations  etc.  Nothing  has  been  overlooked.  Mod- 
erate rentals — from  $75.00  to  $185.00  per  suite.  For  infor- 
mation call  WA  6-3238. 


FOR  RENT 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 
specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building: 
street  entrance;  apartment  residential  area;  concessions; 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


3 large  offices  in  well  est.  location  on  Main  St.  suitable  for 
G.P.  or  specialist  near  modern  hospital.  Write  Occupant, 
106  Main  St.,  Hudson  Falls,  N.  Y. 


FOR  LEASE 

Prof,  zoned.  4 Vi  lge  rm  apt.  off  cent  hall  walkin  clos.  Main 
fl  1 or  2 rm  office,  2 fam,  Garden,  eot  Riverdale,  Yonkers 
N.  Y.  Y o-3-7262,  Mrs.  Heisler,  249  Valentine  La. 


WANTED 


General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


Ophthalmologist  wanted  for  association  with  ethical  suc- 
cessful optometrist  upstate  N.  Y.  virgin  territory — have 
contacts — moving  to  larger  quarters — excellent  opportunity. 
Box  765,  N.  Y.  St.  Jr.  Med 


Mannsville  needs  general  practitioner.  Farming,  small  in- 
dustry and  vacation  area.  378  village  plus  3,116  population 
area.  Dr.  left  to  specialize,  potential  income  $35,000  up, 
yearly.  200  sq.  mi.  drawing  area.  Nursing  home  with 
ambulance  service,  school  physician  available.  Hospitals 
nearby.  Thurs.  Sun.  call  system.  Write  Organizations 
Committee,  Mannsville,  New  York. 


Fellowship  available  for  clinical  experimental  research,  full 
time.  Please  give  full  particulars,  including  license  and  draft 
status.  Grants  available.  Box  764,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  for  July  and  August  of  1958  to 
assist  me  in  my  practice  at  Chautauqua  which  is  a summer 
educational  and  recreational  colony  on  Chautauqua  Lake. 
New  York  State  license  required.  One  or  more  years  of 
hospital  training  necessary.  Applicant  should  have  some 
training  in  internal  medicine.  Other  details  discussed  at 
time  of  interview.  G.  L.  Lester,  M.D.,  Chautaququa, 
New  York. 


Pediatrician,  Board  qualified  or  certified,  for  established  pri- 
vate group,  Staten  Island,  New  York.  Initial  contract  leading 
to  partnership.  Write  giving  Curriculum  Vitae,  Box  760, 
N.  Y.  St.  Jr.  Med. 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  JULY  1,  1958—24,604 


County 


President 


Secretary 


Treasurer 


Albany 

James  H.  Flynn  . . . . 

Allegany 

Kurt  Zinner 

Bronx 

Joseph  P.  Alvich. . . . 

Broome 

Ralph  J.  McMahon. 

. . . Binghamton 

Cattaraugus. . . 

Robert  D.  Kelsey. . . 

Cayuga 

Darrell  D.  Althouse. 

Chautauqua. . . 

Allen  A.  Pierce 

Chemung 

Earle  G.  Ridall . . . . 

Chenango 

Algelo  Franco 

Clinton 

Francis  F.  Baker. . . . 

. . . Plattsburgh 

Columbia 

Gene  S.  Rogati 

Cortland 

Robert  T.  Corey . . . 

Delaware 

Marvin  D.  Huyck.  . 

Dutchess 

Leo  P.  O’Donnell.  . . 

Erie 

Max  Cheplove 

Essex 

Oscar  Greene 

Franklin 

Carl  G.  Merkel .... 

. . Saranac  Lake 

Fulton 

Clem  E.  Gritsavage . 

Genesee 

Peter  F.  Baker 

Batavia 

Greene 

Elwood  G.  Weisenburn.  . .Coxsackie 

Herkimer 

Robert  C.  Ashley. . . 

Jefferson 

Juda  B.  Bickel 

Sackets  Harbor 

Kings 

John  J.  Flynn 

Lewis 

Harry  E.  Chapin . . . 

Livingston.  . . . 

F.  L.  Armstrong. . . . 

. Mount  Morris 

Madison 

John  D.  George,  Jr.. 

Monroe 

Arthur  H.  Walker.  . 

Montgomery.  . 

Norbert  Fethke 

Nassau 

Ralph  S.  Emerson.  . 

Roslyn  Heights 

New  York 

Norton  S.  Brown  . . 

Niagara 

Carleton  P.  Kavle. . 

. .Niagara  Falls 

Oneida 

Frank  A.  Graniero. . 

Onondaga 

Robert  J.  Collins.  . . 

Ontario 

Osbern  P.  Wilson. . . 

Orange 

Fritz  Blumenthal.  . . 

Orleans 

James  G.  Parke.  . . . 

Oswego 

F.  Edward  Fox .... 

Otsego 

James  Bordley,  III. 
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New  York  State  J.  Med. 




PRACTICE  FOR  SALE 


Busy  General  Practice-North  East  Bronx,  established  22 
years,  equipped  with  recently  purchased  X-ray,  EKG,  Hyfre- 
cator  short  wave,  air  conditioner.  Specializing. 

! Box  767  N.  Y.  State  Jl.  Med. 


FOR  SALE 


Putnam  Co. — Mahopac  area.  Charming  home — ideal  for 
doctor’s  office  & living.  5 rooms,  2 baths,  finished  play- 
room. No  doctor  in  area.  40  miles  from  NYC.  Phone 
Mrs.  Roberts,  Peekskill  9-1803.  8-4:30  Mon  thru  Fri. 


FOR  SALE 


I* 1  Universal,  Multi-Purpose,  100,000  milliampere,  single  rotat- 
ing anode  tube,  exray;  with  combination  fluoroscope,  wall 
chest-frame,  Bucky  table,  and  these  accessories:  fireproof 
,a  film-storage  chest,  cassettes,  frames,  lead  gloves,  apron,  two 
‘]  viewers,  developing  tank,  etc.  Used  less  than  three  years. 
' | Any  reasonable  offer  will  be  considered.  Please  write  or 
1 1]  telephone  Robert  H.  Jones  III,  Attorney  and  Counselor  at 
,3  Law,  Ninety  State  Street,  Albany  7,  N.  Y. ; telephone 
| 62-5588,  62-5589. 


FOR  SALE— X-RAY  EQUIPMENT 


I]  Maximar  200  therapy  unit  with  cones.  200  MA  diagnostic 
.1  unit  with  spot-film  device.  Darkroom  equipment.  Please 

I refer  replies  to  Box  766,  N.  Y.  St.  Jr.  Med.,  or  phone 
; F 18-9777. 


FOR  SALE 


Busy  Pediatric  practice  in  Rockland  County.  Only  Pedia- 
trician in  area  of  25,000  population.  35  miles  from  New 
York.  Retiring  to  teach.  Low  cost,  including  principal 
equipment.  Available  July.  Phone  EL  6-2841. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


FOR  SALE 


Picker  Deep  X-ray  theraphy  unit:  200  kv — 20  Ma:  Com- 

pletely equipped.  Excellent  condition.  Any  reasonable 
price  accepted.  Dr.  Gelb,  110  Linden  Blvd.,  Brooklyn, 
N.  Y. 


Brooklyn  Crown  Heights  Residential  Section. 

Doctors  office,  6 rms.,  pvt.  garage,  pvt.  entrance. 
1573  Carroll  St.,  PR.3-5998. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service— 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33H  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN* 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverine  HC1  (ethyl  homolog  of  papaverine)  H gr., 
phenobarbital  M gr.,  theophylline  calcium  salicylate  3 grs. 

KNOLL  PHARMACEUTICAL  COMPANY  £eVjerse? 


BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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Drand 


POLYMYXIN  B — BACITRACIN  OINTMENT 


For  topical  use:  in  Vz  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  V»  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 

The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 


Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 


supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  Cl  BA) 

LONTABS®  (long-acting  tablets  Cl  BA) 

S/2562MK  C I B A SUMMIT,  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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Mazola®  Corn  Oil... a palatable  food 

♦ 

ent  and  control 


effective  in  the  mana 


of  serum  cholesterol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient's  daily  meals— no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol -low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Corn  Oil. 


IN  COOKING  OR  SALADS 

Mazola  Corn  Oil  is  a superlative 
cooking  oil  as  well  as  a delicious  salad 
oil.  Adequate  amounts  can  be  eaten 
daily— in  a wide  variety  of  salad 
dressings  and  in  a great  number  of 
fried  and  baked  foods. 


Pure,  clear,  bland  and  odorless. 
Mazola  Corn  Oil  is  stable  and  de- 
pendable, providing  the  full  measure 
of  cholesterol-lowering  unsaturated 
fatty  acids  characteristic  of  corn  oil. 


Mazola  Corn  Oil  is  sold  in  grocery 
stores  throughout  the  country,  is 
available  everywhere.  Its  compara- 
tively low  cost  makes  it  as  economical 
as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


* 

mazola*  CORN  OIL  is  a rich  source  of  un- 
saturated  fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes*  in 
eating  habits  to  provide  an  effective  unsatu- 
rated oil  as  a part  of  the  daily  meals. 


EACH  TABLESPOONFUL  OF  MAZOLA  CO 
OIL  PROVIDES  NOT  LESS  THAN: 

Linoleic  Acid 7.4  Gm 

Sitosterols 130  mg 

Natural  Tocopherols 15  mg 

DIET 


TYPICAL  AMOUNTS  PER 

3 tablespoonsful 


For  a 3600  calorie  diet 
For  a 3000  calorie  diet 
For  a 2000  calorie  diet 
•Reg.  U.  S.  Pat.  Off. 


2.5  tablespoonsful 

1.5  tablespoonsful 
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TENSION  WIT 

* \ ^ 

IMPAIRING  RE 


“Even  in  double  the  usual  dosage, 

[Miltown]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision.”* 

Relieves  anxiety,  tension  and  muscle  spasm 
in  everyday  practice  1UT*  1 -j-AT17T1 

■ with  unexcelled  safety  XVXXX  U V/  W XX 

. . . . meprobamate  (Wallace) 

■ without  impairing 


Usual  Dosage: 

One  or  two 

400  mg.  tablets  t.i.d. 

Supplied: 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  50. 

*Marquia,  D.  G.,  Kelly,  E.  L., 
Miller.  J.  G..  Gerard,  R.  W. 
and  Rapoport,  A. : 

Ann.  New  York  Acad. 

Sc.  67:  701,  May  9,  1957. 
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PREVENT 

both  cause  and  fear  of 

ANGIN 

ATTACKS 

Miltrate 


proven 

safety 

for 

long-term 


* 


NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 


prolonged  relief  from 
anxiety  and  tension  with 

miltown* 

The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


+ 


sustained  coronary 
vasodilation  with 

PETN 

pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  petn,  as  in  Miltrate . . appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage : 1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  16 B 

1. Friedlander,  H.  S.:  The  role  of  ataraxica  in  cardiology.  Am.  J.  Card.  1:395,  March  1958. 

2.  Shapiro,  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8:504,  Dec.  1957. 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J.  CML  _ia,  W.MARK 
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FOR 

THE  TENSE 
THE  AGITATED 
THE  ALCOHOLIC 


MEBARAL® 

Brand  of  mephobarbital 

Provides  dependable, 

predictable  tranquilizing  action 
without  significant  mental  impairment.' 


Tablets  y%  grain,  % grain,  IV2  grains,  3 grains. 


Sedative  dose:  */2  grain  to  li/2  grains 
three  or  four  times  daily. 


•Smith,  J.A.:  J.A.M.A.  152:384, 
May  30,  1953.  Brown,  W.T., 
and  Smith,  J.A.:  South.  M.  J. 
46:582,  June,  1953.  Smith,  J.A.: 
Postgrad.  Med.  16:316,  Oct.,  1954. 
McCullagh,  W.H.:  J.  Florida 
M.A.  41:718.  Mar..  1955. 


(jjjwitWf) 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 
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MURRAY  HILL  3-0701 


Officers 
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Assistant  Treasurer Samuel  Z.  Freedman,  M.D.,  New  York 

Speaker Joseph  A.  Lane,  M.D.,  Monroe 

Vice-Speaker Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 


Council 


W.  Mott,  M.D.,  Westchester 


Term  Expires  1961 

Harold  F.  R.  Brown,  M.D. 
Erie 

John  M.  Galbraith,  M.D. 
Nassau 

John  C.  McClintock,  M.D. 
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(See  pages  2328  and  2830  for  additional  Society  Officers ) 


Chairman,  Board  of  Trustees 


Term  Expires  1959 
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Onondaga 

Raymond  S.  McKeeby,  M.D. 
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I t,  .iltine  '*  * ,'e°i 

, nerve-tacWn§  ** 

,6Uev«i  *•>«  »“ 


One  Bellergal  Spacetab*  morning  and  evening. 
Composition : Ergotamine  Tartrate  0.6  mg., 
Bellafoline  0.2  mg.,  Phenobarbital  40.0  mg. 


* Reg.  T.  M.  S A N D O Z 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Continued  from  page  2326 ) 
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New  York  State  Journal  of  Medicine , Publication  Committee 

Alfred  P.  Ingegno  M.D.,  Chairman 

Laurance  D.  Red  way,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

W.  P.  Anderton,  M.D.  John  G.  Masterson,  M.D. 
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Legal  Department 

Counsel  Attorney 

William  F.  Martin,  Esq.  Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4 Telephone:  Hanover  2-0670 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 


Executive  Officer 

Harold  B.  Smith,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 


Director , Bureau  of  Industrial  Health  and  Workmen’s  Compensation 

Anthony  A.  Mira,  M.D.,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


Director,  Public  and  Professional  Relations  Bureau 
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Director,  Bureau  of  Medical  Care  Insurance 
George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


HOW  DIURETICS  ACT 


Primarily  by  regulation  of 
bicarbonate  transport 

DIAMOX  acetazolamide 

Primarily  by  regulation  of 
chloride  transport 

mercurials 

chlorothiazide 

Advantages  of  DIAMOX  in  single-drug  diuresis 


•CARDIAC  EDEMA 


Diamox — operating  through  the  well- understood  mechanism 
of  bicarbonate  transport  regulation — provides  ample,  prolonged 
diuresis  in  the  great  majority  of  patients. 

Diamox  is  virtually  nontoxic  . . . has  not  caused  renal  or 
gastric  irritation . . . has  no  pronounced  effect  on  blood  pressure. 
It  is  rapidly  excreted,  does  not  accumulate  in  the  body,  permits 
convenient  dosage  adjustment,  allows  unbroken  sleep.  Small, 
tasteless,  easy-to-take  tablets . . . usual  dosage,  only  one  a day. 


• PREMENSTRUAL 
TENSION 

•EDEMA  OF 
PREGNANCY 

• OBESITY 


Advantages  of  DIAMOX  in  intensive,  two-drug  diuresis 

When  intensive  diuresis  must  be  maintained,  Diamox,  alter- 
nated with  an  agent  for  regulation  of  chloride  transport,  has 
proved  a regimen  of  choice.  Through  dual  bicarbonate-chloride 
regulation,  it  produces  maximal  sodium-water  excretion  with 
minimal  distortion  of  serum  electrolyte  patterns,  greater 
patient  comfort,  lessened  risk  of  induced  drug  resistance. 


•ADVANCED 
CONGESTIVE 
HEART  FAILURE 

• REFRACTORY 
TOXEMIA  OF 
PREGNANCY 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat.  Off. 
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Harry  Markow,  Vice-Chairman Kings 
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* Deceased. 
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Daniel  C.  Baker,  Secretary New  York 
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* Deceased. 
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ins:  meprobamate  400  mg.,  tridihcxetliyl  iodide  25 


BONADOXIN 

stops  morning;  sickness  but. 


relief  with  bonadoxin  in  1534  patients* 


good  or  excellent 87.8% 

fair  or  moderate 8.6% 

poor  or  none 3.6% 


* Summary  of  published  clinical  studies . 


. BONADOXIN® 

doesn’t 

stop 

the 

patient 


**. . . tolerance  was  excellent, 
with  no  drowsiness  resulting.”1 

“No  side  reactions 
were  observed. . . .”2 

Each  pink-and-blue  tablet  contains . 


Pyridoxine  HC1  ....  50  mg. 
Meclizine  HC1 25  mg. 

Bottles  of  25  and  100. 


Now  also  available  as 
BONADOXIN  DROPS 


1.  Weinberg,  A.,  and  Werner,  W.  E.  F.:  Am. 
Pract.  & Digest  Treat.  6:580  (April)  1955. 

2.  Codling,  J.  W.,  and  Lowden,  R.  J.:  North- 
west Med.  57:331  (March)  1958. 


New  York  17,  New  York 
Division , Chas.  Pfizer  & Co.,  Inc. 


PARAFLEX 


For  more  certain  control  of 
virtually  ALL 

DIARRHEAS 


ANTIBIOTIC  • ADSORBENT  • DEMULCENT  • ANTISPASMODIC 


Diarrheas  due  to  neomycin-susceptible  pathogens 
are  effectively  treated  by  the  highly  efficient  in- 
testinal antibiotic  in  Donnagel  with  Neomycin, 
whose  other  ingredients  serve  to  control  toxic,  ir- 
ritative and  emotional  causes.  Result:  Early  re- 
establishment of  normal  bowel  function. 

SUPPLY:  Bottles  of  6 fl.  oz. 

ALSO  AVAILABLE:  Donnagel,  the  original  formula,  for 
use  when  the  antibiotic  component  is  not  indicated. 
Bottles  of  6 fl.  oz. 


Each  30  cc.  (1  fl.  oz.)  of  the  comprehensive  formula 
of  DONNAGEL  WITH  NEOMYCIN  contains: 

Neomycin  sulfate  300  mg. 

(Equal  to  neomycin  base,  210  mg.) 

Kaolin  (90  gr.)  6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Dihydroxyaluminum  aminoacetate 0.25  Gm. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  (14  gr.) 16.2  mg. 


in  pregnancy 

Junket  rennet  - 
custards  furnish  all 
the  nutrients  of  milk 
in  a pleasant,  more  easily 
assimilable  form. 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 
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Pinewood 2447 

Pitman-Moore  Company 2351 


Riker  Laboratories 2342,  2439 
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Between  2438-2439 
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Sandoz  Pharmaceutical  Company 2327 
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Schieffelin  & Company 2336 

G.  D.  Searle  & Co.,  Inc 2365 

Sherman  Laboratories.  2352 

Smith  Kline  & French,  Inc 2454 

Standard  Pharmaceutical  Company,  Inc 2445 
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NEW- 

CONTROLS 
DEPRESSION 


WITHOUT  STIMULATION 


■ Relieves  depression  without  masking  it  with  artificial  elation  ■ Restores 
natural  sleep  without  depression-producing  aftereffects  • Reduces  de- 
pressive rumination  Often  makes  electroshock  therapy  unnecessary 

■ Deprol  acts  promptly  and  has  a simple  dosage  schedule.  No  known  liver 
toxicity.  No  effect  on  blood  pressure,  appetite.  No  effect  on  sexual  function . 

Deprol  * 

Side  effects  are  minimal  and  easily 
controlled  by  dosage  adjustment . 

Does  not  interfere  with 
other  drug  therapy. 

Composition:  Each  tablet  contains  400  mg. 
meprobamate  and  1 mg.  2-diethylaminoethyl 
benzilate  hydrochloride  (benactyzine  HC1). 

Recommended  Starting  Dose:  1 tablet  q.i.d. 

Reference:  Alexander,  L.:  Chemotherapy  of 
depression — Use  of  meprobamate 
combined  with  benactyzine 
( 2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019, 
March  1, 1958. 

Literature  and  samples  on  request 

^WALLACE  LABORATORIES 
New  Brunswick,  N.  J. 

"f  TRAOE-MARK 


both 


provide 


potent 

corticosteroid 


therapy . . . 


PARAGORT 


* 


PREDNISONE,  PARKE-DAVIS 


3 to  5 times  the  activity 


or  hydrocortisone 


supplied:  paracort  and  paracortol  are  available  as  5-mg. 
and  2. 5-mg.  scored  tablets;  bottles  of  30,  100,  and  1,000. 


C A A, 


? PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


► r « ► 


I 


’REDNISOLONE,  PARKE-DAVIS 


of  cortisone 


•trademark 


25958 


FOR  THE 


cardiac  patient 

Tasty  Junket  rennet 
desserts  average  about 
62  mg.  sodium  per 
serving  while  supplying 
all  the  nutrients  of  milk. 


Icet 


RENNET  POWDER 
makes  fresh  milk  into 
rennet-  custards 

—7  tempting  flavors 

"JUNKET"  Reg.  U.S.  Pat.  Off.  for  Rennet 
^nd  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


See  your  MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE  for  additional  infor- 
mation on  the  sanitaria  and  nursing  homes 
advertised  in  the  Journal. 


“He’ll  need  all  the  sympathy  he  can  yet.  This  is 
my  bill ’ 
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Unusual  Antibacterial  and  Anti-infective  Properties  — More  soluble  in  acid  urine1  . . . higher 
and  better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial 
sulfonamide.2 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effec- 
tive. A single  daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to 
6 Gm.  daily  of  other  sulfonamides — a notable  asset  in  prolonged  therapy.2 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by 
0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to 
moderate  infections.  In  severe  infections  where  prompt,  high  blood  levels  are  in- 
dicated, the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours. 

KYNEX  — WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (7^  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5cc.)  of  caramel -flavored  syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


references: 

1.  Grieble,  H.  G.,  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyri- 
dazine. New  England  J.  Med.  258:1-7,  1958. 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York  tySMrp 

*Reg.  U.S.  Pat.  Off.  
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For  Ample  Air  Right  Now! 

and  other  Allergic  States 


Medihaler-EPI 

For  quick  relief  of  bronchospasm  of  any  origin.  More  rapid 
than  injected  epinephrine  in  acute  allergic  attacks. 
Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 

Medihaler-ISO 


Unsurpassed  for  rapid  relief  of  symptoms  of  asthma  and 
emphysema. 


> 


PREMICRON  IZATION 

assures  particle  size  for 
maximum  effectiveness . . . 
more  active  medication  per 
dose ...  no  large  particles  to 
cause  unpleasant  taste. 


Photomicrograph 
showing  uniformity  of 
Medihaler  particle  size  averaging 
2.1  microns  diameter.  Space  between 
grid  lines  represents  10  microns 
(1/2500  inch) 


90%  of  MEDICATION 

in  1-5  micron  diameter  particles 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


THE  MEDIHALER® 
PRINCIPLE 

means  automatically 
measured-dose  aerosol 
medications  in  spill- 
proof,  leakproof,  shatter- 
proof,  vest-pocket 
size  dispensers. 


99.9%  of  PARTICLES 

in  1-7  micron  diameter  range 

New  Improved  Premicronized  Medihaler  suspension 
. . .55  meg.  drug/dose  1-5  microns  range 

10-12  meg.  drug/dose 

1- 5  microns  range 

2- 3  meg.  drug/dose 
1-5  microns  range 


Old  type  aerosol  solution. 
Squeeze  bulb  nebulizers. 


LOS  ANGELES 


2342 


In  varicose  ulcers 
infection  is  almost  always 
present.  Cleansing 
of  the  ulcerated  area 
and  administration 
of  antibiotics 
becomes  a one-step 
procedure  when 
Tryptar  Antibiotic 
Ointment  is  used. 

Tryptar  Antibiotic 
Ointment  cannot  harm 
living  tissue.  It  is 
safe  . . . virtually 
nonsensitizing  . . . has 
no  known  contraindication 


Each  gram  contains: 

Trypsin  (crystallized). 5,000  Armour  Units 

Chymotrypsin  (crystallized) 
5,000  Armour  Units 

Bacitracin  U.S.P 500  units 

Polymyxin  B Sulfate  U.S.P. . .5,000  units 
in  a water-washable  special  ointment  base 
Supplied  in  % and  2 oz.  tubes 


first  cleans  the  wound 
then  fights  infection 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE,  ILLINOIS 
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l0h.  . .Mrs.  Peterson. . .haven't  you  forgotten  something f” 


MALPRACTICE  INSURANCE  PROTECTION 


WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  10:  Because  an  important  part  of  the  value  of  insurance  is  the  service 

which  should  go  with  it.  For  members  insured  in  the  Group  Plan  this  service  is  as  close 
as  their  telephone  through  which  prompt  and  efficient  responses  to  their  inquiries  and 
instructions  can  be  obtained  from  the  offices  of  the  Society’s  indemnity  and  legal 
representatives. 

* Carried  by  the  Employers  Mutual  Libility  Insurance  Company 

James  M.  Arnold,  Indemnity  Representative, 

Medical  Society  of  the  State  of  New  York 

% H.  F.  Wanvig,  Inc.  Telephone: 

2 Park  Avenue,  New  York  16,  N.  Y.  Murray  Hill  4-3211 
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more 

accurate 

diagnosis 

THE  NEW 
ALL-NEW 
BIRTCHER  300 


SPEED 

ELECTROCARDIOGRAPH 


Tachycardia,  encountered  in  children  and 
frequently  in  the  aged,  makes  electrocardiograms 
difficult  or  impossible  to  read.  The  double  speed 
feature  of  the  new  Birtcher  300  Electrocardiograph 
makes  reading  these,  and  all  other  traces  where 
a double  magnification  of  the  horizontal  is  desirable, 
more  accurate.  Dual  speed  is  just  one  of  19 
engineering  achievements  found  in  the  Birtcher 
300  ...  a result  of  more  than  22  years  devoted 


FULL  COLOR  BROCHURE 
Fill  out  the  coupon  or  attach  it  to 
your  prescription  blank  for  our  new 
full  color  brochure  illustrating  19 
engineering  achievements  found  in 
the  new  Birtcher  300  Electrocardio- 
graph. No  obligation. 


to  the  manufacture  of  the  finest  medical 
electronic  equipment. 

immediate  delivery 

WRITE  FACTORY  FOR  BROCHURE— CALL 
NEW  YORK  OFFICE  FOR  FREE  TRIAL 


FREE  TRIAL 


For  a one  week  FREE 

TRIAL  in  your  office,  including  FREE 

PAPER  call: 


THE  BIRTCHER  CORPORATION  Dept.  NYS-758 
4371  Valley  Blvd.,  Los  Angeles  32,  California 

Send  me  descriptives  detailing  the  engineering  achievements 
in  the  new  Birtcher  300  Electrocardiograph. 

Dr 


BIRTCHER  MEDICAL 
DISTRIBUTORS  OF  NEW  YORK 
ESPLANADE  2-2546 


Address 

City Zone State 
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(CHLOROTHIAZIDE) 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L.: 
J.A.M.A.  166:129,  Jan.  11,  1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL'  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


DIURIL  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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(EDEMA) 


quickly  relieves 
Distress 
Distention 
Discomfort 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION  ' V\  FOR  'OIURIL' 


first  reli 


elieves  apprehension,  anxiety  and  irritability 

1 restores  endocrine  balance;  relieves  vasomotor 
S V J v ( ) 1 ! ( I and  metabolic  disturbances 


a i • | relaxes  skeletal  muscle;  relieves  low  back  pain, 

l 111  ( 1 tension  headache 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Each  tablet  contains: 

Miltown  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl -2-n-propyl-l, 3 -propanediol  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request 
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How  +o  wiri*  -f  riends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 

25^  Bottle  of  48  tablets  (1J4  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  • 1450  Broadway,  New  York  18,  N.Y. 
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morning-  sun  glare  — eyes  irritated 
can’t  read  — coach  smoky 
leave  the  work  — let’s  lunch 
back  to  work  — eyes  worse 
take  afternoon  off  — see  doctor- 
pick  upVISINE  — home  again 
let’s  try  the  drops 
nice  dinner  — read  the  paper- 
eyes  comfortable  — good  TV  play 
useVISINE  — bed  11:30 


newVISINE*  EYE  DROPS 

BRAND  OF  TKTRAHYDHOZOLINE  HYDROCHLORIDE 

“an  excellent  ophthalmic  decongestant . . .’n 


almost  immediate  relief  of  hyperemia,  soreness,  itching*  burning,  tearing  — no  rebound 
vasodilatation,  mydriasis,  photophobia  or  systemic  effects.  / suppn€(i:  in  tf2  bottles 

0.05 % tetrahydrozoline  hydrochloride  in  a solution  containing  sodium  chloride,  borii 
acid,  sodium  borate;  with  sterile  eye  dropper. 


zer) 


Trademark  1.  Grossmann,  E.  E.,  and  Lehman,  R.  H..-  Am.  J.  Ophth.  42:121,  1956 

PFIZER  LABORATORIES  Dh  nsion,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  Yorll 


two  palatable  antidiarrheals 


FOR  IMMEDIATE  RELIEF  OF  SYMPTOMS  AND  A QUICKER  RETURN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


AROBON  — carob  powder... demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics , no  sedatives,  no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN" carob  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  2^  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  42:182,  1952. 


" Doctors  can’t  help  shingles  ?” 


Physicians  who  have  used  Protamide  extensively  deplore  such 
statements  as  unfortunate  when  they  appear  in  the  lay  press.  They 
have  repeatedly  observed  in  their  practice  quick  relief  of  pain, 
even  in  severe  cases,  shortened  duration  of  lesions,  and 
greatly  lowered  incidence  of  postherpetic  neuralgia  when 
^ Protamide  was  started  promptly.  A folio  of  reprints  is 

h 

I,  \t  available.  These  papers  report  on  zoster  in  the  elderly — 
the  severely  painful  cases  — patients  with  extensive 
lesions.  Protamide  users  know  “shingles”  can  be  helped. 

PROTAMIDE® 


vmic 

Detroit  11,  Michigan 


Available:  Boxes  of  10  ampuls  — prescription  pharmacies. 
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“MOTHER” 
by  A.  Lewin-F unke 

Courtesy  of 
The  Metropolitan  Museum  of  Art 


lassie  therapy 

for  preventing  and  healing 

diaper  rash 

excoriation,  chafing,  irritation 

DESITIN 

OINTMENT 

. . . enduring  in  its  efficacy 

. . . pleasing  in  its  simplicity 

. . . exemplifying  pharmaceutical  elegance 

SAMPLES  on  request  DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  1. 
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$0  FUNDAMENTAL  YOU  KNOW  IT  WORKS 

NEW  FTRI-  [H FA 

PHENYLAZO-TRISULFAPYRIMIDINE 

the  obviously  right  combination  of  the  original 
urinary  tract  analgesic  and  the  classic  triple 
Ifa  fc  ntof  urinary  tract  infections 


Relief  of  painful  or  uncomfortable  symptoms  quickly;  prompt,  efficient  control  of  the  infection;  the 
only  sulfa  combination  which  provides  Pyridium  in  the  full  therapeutic  dose  with  only  1 tablet  q.i.d. 

Pyridium  Tri-Sulfa  provides  the  quick  and  specific  local  action  of  Pyridium  for  relief  of 
pain,  urgency,  frequency  and  nocturia.  The  triple-sulfa  component  is  a therapeutic  standard 
with  well-established  advantages  over  single  sulfonamides:  broader,  more  efficient  antimicro- 
bial attack;  increased  solubility  at  normally  acid  levels  of  urine  (pH  5.5  or  less);  practical 
elimination  of  certain  side  effects  (irritation,  hematuria);  reduced  sensitization  probability; 
significantly  higher,  more  prolonged  sulfa  concentrations  at  lower  dosage. 


W A RNER-CHI  LC  OTT  / OVER  100  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK,  29,  NEW  YORK 

POSTGRADUATE  COURSES 
IN  CLINICAL  MEDICINE 

Given  in  Affilialion  with 

COLUMBIA  UNIVERSITY 

JULY  through  DECEMBER,  1958 

COURSES  FOR  GENERAL  PRACTITIONERS 

General  and  Special  Pathology 

Sept.  20,  1958  to  Jan.  10,  1959;  Sat.,  3 to  5 p.m. 

Radiology  at  the  Chest 

Sept.  29  to  Oct.  7;  Mon.  to  Fri.,  9 to  10:30  a.m. 

Normal  and  Pathological  Physiology 

Oct.  1,  1958  to  Apr.  8,  1959;  Wed.,  2 to  4 p.m. 

Diseases  of  the  Liver,  etc. 

Oct  6 to  Dec.  29;  Mon.  2 to  5 p.m. 

Differential  Diagnosis  in  Radiology  of  Chest 

Oct.  13  to  Dec.  15;  Mon.,  4:45  to  6:15  p.m. 

Electrocardiography 

Oct.  13  to  24;  Mon.  to  Fri.,  9 to  12  noon 
Clinical  Cardiology 

Oct.  14  to  Dec.  16;  Tue.,  2 to  4 p.m. 

Clinical  Hematology 

Oct.  28  to  Dec.  16;  Tue.,  1:30  to  4:30  p.m. 
Office  Proctology 

Nov.  6 and  7;  Thu.  and  Fri.,  10  to  12  and  1 to  4 p.m. 

Ophthalmoscopy  for  General  Practitioners  and  Pediatricians 
Nov.  6 to  Dec.  4;  Tue.  and  Thu.,  2:30  to  4:00  p.m. 

Office  Management  of  Diseases  of  Metabolism 

Nov.  14  and  15;  Fri.  and  Sat.,  9 to  12:30  and  2 to  5:30  p.m. 

Minor  Surgery  for  General  Practitioners 

Dec.  1,  2 and  3;  Mon.,  Tue.,  Wed.,  8:45  to  5 p.m. 

Spatial  Vectorcardiography  and  Vector  Interpretation  of  the 
Electrocardiogram 

Dec.  1 to  5:  Mon.  to  Fri.,  9 to  12  and  1 to  3 p.m. 


COURSES  FOR  SPECIALISTS 

Trans-meatal  (Endaural)  Surgery 

Sept.  8 to  19;  Mon.  to  Fri.,  1 to  6 p.m. 

Clinical  Use  of  Radioactive  Isotopes 

Sept.  15,  1958  to  April  6,  1959;  Mon.,  3 to  6 p.m. 

Clinical  Electroencephalography 

Sept.  25,  1958  to  Jan.  22,  1959;  Thu.,  9 to  12  noon 

Glaucoma  Oct.  7 to  23;  Tue.,  and  Thu.,  2:30  to  4 p.m. 

Mobilization  of  Stapes 

Nov.  3 to  21;  Mon.  to  Fri.,  9 to  6 p.m. 


COURSES  OF  WHICH  DATES  ARE  TO  BE  ARRANGED 

Seminar  in  Selected  Topics  in  Gastrointestinal  Physiology 
Oct.  1958  to  May  1959;  One  Hour,  Twice  Weekly 

Use  of  Radioactive  Iodine 

Sept,  to  Nov.  Repeated  Dec.  to  Feb.;  Mon.,  Tue.,  Thu.,  Fri., 

1 to  4 p.m. 

Radiotherapy  (Full-time)  A 6-Month  or  12-Month  Course 

For  application  forms  and  information,  address 

The  Register  for  Postgraduate  Medical  Instruction, 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  100th  St., 

New  York  29,  N.  Y. 


Jor  infants... 

and  growing  children 

Tasty  Junket  rennet  - 
custards  furnish  more  of 
the  nutrients  of  fresh 
milk  than  typical  canned 
baby  desserts! 


RENNET  POWDER 

makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


See  your  MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE  for  additional  infor- 
mation on  the  sanitaria  and  nursing  homes 
advertised  in  the  JOURNAL. 


‘How  soon  can  I eat  the  things  that  disagree  with 
me,  doctor?” 


2356 


V;;- 

AM? 

J&P"  SINCE  YOU  ARE 


disappointed  f. 


4gF 

[jviy 

' with  muscle  relaxants 


THAT  ALMOST  WORK 
OR  WON'T  WORK 
LONG  ENOUGH 


we  offer 


s* 


STYRAMATE,  ARMOUR 


2-hydroxy  2-phenylethyl  carbamate 


AN  ENTIRELY  NEW  CHEMICAL  STRUCTURE 


. . unlike  any  other 
muscle  relaxant 
currently  available 


consistently  effective 

rapid  onset  of  action 

long  acting:  no  fleeting  effects 

well  tolerated  by  the  G.I.  tract 

won’t  cause  drowsiness  or 

dizziness 

produces  no  adverse  psychic 
effects  even  on  prolonged 
administration 
effective  in  low  dosage 


Each  Sinaxar  tablet  contains:  Dosage:  One  or  two  tablets  t.i.d. 

Styramate,  Armour  200  mg. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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25oooooo 

courses  of~ 
treatment1-' 

“resistance" 

problems 


FURACIN 


the  wide-spectrum  antibacterial  exclusively  for 
topical  use  ...  in  dosage  forms  for  every  topical  need 


QUALITY / RESEARCH  / INTEGRITY 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


'Co-PyroniP  combines  a long-acting  and 
a short-acting  antihistamine  with  a 
synergistic  sympathomimetic.  It  usu- 
ally begins  to  combat  symptoms  within 
fifteen  to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients 
and  other  allergy  victims  remarkably 
complete  relief  on  a dosage  of  only  2 or 
3 pulvules  daily. 

*‘Co-Pyronil’  (Pyrrobutamine  Compound,  Lilly) 


Prescribe  'Co-PyroniP  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  'Co-PyroniP  provides: 

‘PyroniT 
‘Histadyl 
‘Clopane 
tamine 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

' 858016 
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The  Annual  Meeting 


Once  again  the  Medical  Society  of  the 
State  of  New  York  held  its  Scientific  Pro- 
gram and  the  Annual  Meeting  of  the  House 
of  Delegates  concurrently  in  New  York  City. 
Attendance  was  large,  some  4, 126  physicians 
registering. 

An  unusual  feature  of  the  meeting  of  the 
delegates  was  the  presentation  of  the  report 
of  the  firm  of  Rogers,  Slade  and  Hill  which, 
at  the  request  of  the  Council  in  1957,  had 
undertaken  a study  of  the  structure  and  ad- 
ministration of  the  Society.  The  prepara- 
tion and  distribution  of  the  report  had  been 
accomplished  only  shortly  before  the  Annual 
Meeting,  and  few  of  the  officers  and  dele- 
gates had  had  sufficient  opportunity  to  study 
it  thoroughly.  However,  it  was  obvious 
when  it  was  discussed  at  a meeting  of  the 
Council  held  on  Sunday,  May  11,  that  the 
report  could  be  broken  down  into  two  sec- 
tions, one  requiring  revision  of  the  Consti- 
tution and  Bylaws,  the  other  necessitating 
only  changes  that  were  within  the  present 
powers  of  the  Council  to  effect  if  thought 
desirable . 

In  consequence,  after  debate  a resolution 
was  introduced  to  effect  the  necessary 
changes  in  the  Constitution  and  Bylaws. 
It  was  passed  and  was  allowed  to  carry  over 
for  consideration  by  the  House  at  its  next 
annual  meeting  in  Buffalo  in  1959.  This 
procedure  saved  a year’s  time.  The  other 
portions  of  the  report  were  referred  back  to 
the  Council  for  study  and  possible  action 
during  the  coming  year. 

The  general  sessions  of  the  scientific  pro- 
gram seemed  to  be  of  interest  and  were  well 
attended  as  were  the  panel  discussions. 
Many  of  these  were  tape-recorded  and  will 
appear  subsequently  in  the  Journal.  The 
actual  audience  for  these  general  sessions  and 
panels  will  thus  be  increased  from  the  rela- 
tively few  who  attend  them  to  a potential 


of  some  25,000  to  whom  the  Journal  goes 
every  two  weeks,  as  it  goes  also  to  libraries, 
medical  schools,  teaching  hospitals,  and 
academies  of  medicine. 

The  section  meetings  and  the  scientific 
exhibits  were  well  attended.  The  First 
Scientific  Award  of  the  Medical  Society 
of  the  State  of  New  York  was  presented  to 
Drs.  Avery  A.  Sandberg  and  George  Eugene 
Moore  of  the  Roswell  Park  Memorial  Insti- 
tute of  Buffalo,  for  their  exhibit  of  tumor 
cells  in  the  blood. 

There  were  66  resolutions  introduced  on 
the  floor  of  the  House,  the  full  texts  of  which 
will  be  published  in  the  September  1,  Part 
II  issue  of  the  Journal.  In  order  to  com- 
plete its  business  the  House  held  a night 
session  on  Tuesday,  May  13,  which  was  not 
concluded  until  nearly  midnight. 

Dr.  Henry  I.  Fine  berg,  Jamaica,  was 
chosen  president-elect  of  the  State  Medical 
Society.  Dr.  Fineberg  will  serve  for  one 
year  after  which  he  will  become  president 
succeeding  Dr.  Leo  E.  Gibson  of  Syracuse. 
Dr:  Gibson  succeeds  Dr.  Thurman  B.  Givan 
of  Brooklyn. 

Also  named  were:  Dr.  Harry  Golembe, 

Liberty,  vice-president;  Dr.  Joseph  A.  Lane, 
Rochester,  speaker;  and  Dr.  Frederick  A. 
Wurzbach,  Jr.,  of  the  Bronx,  vice-speaker. 
The  following  officers  were  re-elected:  Dr. 

W.  P.  Anderton,  New  York  City,  secretary; 
Dr.  Ezra  A.  Wolff,  Forest  Hills,  assistant 
secretary;  Dr.  Maurice  J.  Dattelbaum, 
Brooklyn,  treasurer,  and  Dr.  Samuel  Z. 
Freedman,  New  York  City,  assistant  treas- 
urer. 

Re-elected  to  the  Council  for  three  years 
were  Dr.  Harold  F.  Brown,  Buffalo;  Dr. 
John  M.  Galbraith,  Glen  Cove;  Dr.  John 
C.  McClintock,  Albany,  and  Dr.  Norman  S. 
Moore,  Ithaca. 

Dr.  J.  Stanley  Kenney,  New  York  City, 
New  York  State  J.  Med. 
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and  Dr.  Frederic  W.  Holcomb,  Kingston, 
were  re-elected  to  the  Board  of  Trustees 
for  five-year  terms.  Dr.  James  Greenough, 
Oneonta,  was  elected  a trustee  for  one  year. 

Chosen  as  delegates  to  the  A.M.A.  were 
the  following,  listed  in  order  according  to 
the  number  of  votes  received:  Dr.  Henry 

I.  Fineberg,  Jamaica;  Dr.  Thurman  B. 
Givan,  Brooklyn;  Dr.  Carlton  E.  Wertz, 
Buffalo;  Dr.  Gerald  D.  Dorman,  New  York 
City;  Dr.  W.  P.  Anderton,  New  York  City; 
Dr.  Joseph  A.  Lane,  Rochester;  Dr.  John 
C.  McClintock,  Albany;  Dr.  John  M.  Gal- 


braith, Glen  Cove,  and  Dr.  John  F.  Kelley, 
Utica. 

Elected  as  alternate  delegates  to  the 
A.M.A.  were  the  following,  listed  in  order 
according  to  the  number  of  votes  received; 
Dr.  Ezra  A.  Wolff,  Forest  Hills;  Dr.  Fred- 
erick A.  Wurzbach,  Jr.,  Bronx;  Dr.  Charles 
H.  Loughran,  Brooklyn;  Dr.  Frederic  W. 
Holcomb,  Kingston;  Dr.  John  F.  Rogers, 
Poughkeepsie;  Dr.  Edward  C.  Hughes, 
Syracuse;  Dr.  Andrew  A.  Eggston,  Mt. 
Vernon,  and  Dr.  Elton  R.  Dickson,  of 
Binghamton. 


Health  Care  of  the  Aged 


Recognizing  the  need  for  better  health 
care  of  elderly  persons,  the  American  Medi- 
cal Association,  the  American  Hospital 
Association,  the  American  Dental  Associ- 
ation, and  the  American  Home  Nursing 
Association  have  formed  a “Joint  Council 
to  Improve  the  Health  Care  of  the  Aged.” 
The  objectives  of  the  joint  council  are  to 
identify  and  analyze  the  health  needs  of 
the  aging,  to  appraise  available  health  re- 
sources for  this  segment  of  the  population, 
and  to  develop  programs  to  foster  the  best 
possible  health  care  for  them  regardless  of 
their  economic  status. 

The  facts  will  be  ascertained  through  a 
coordinated  program  of  research  to  deter- 
mine income  assets  and  resources  of  the 
aging,  to  measure  utilization  of  health  serv- 
ices and  facilities,  and  to  assess  the  impact 
of  such  utilization  on  present  services  and 
facilities.  The  council  will  undertake  to 
establish  standards  for  nursing  homes  and 
to  encourage  greater  use  of  Hill-Burton 
funds  for  chronic  disease  units  of  general 
hospitals  and  nursing  homes  by  abolishing 
the  categories  and  permitting  states  to  uti- 


lize grants  to  suit  their  needs.  Also,  legis- 
lative action  will  be  urged  for  government 
assistance  through  loans  to  improve  and  in- 
crease the  number  of  proprietary  and  non- 
profit nursing  homes  and  other  facilities  for 
the  aging. 

In  addition,  the  joint  council  will  seek  to 
expand  the  development  of  community 
health  services;  intensify  educational  re- 
search, and  action  programs;  attempt  to 
improve  diagnostic  and  treatment  methods 
with  special  reference  to  care  of  the  aged; 
increase  the  availability  of  improved  volun- 
tary health  insurance  coverage  for  older 
people,  and  obtain  “realistic  financial  sup- 
port for  medical,  dental,  hospital,  and  nursing 
home  care  for  public  assistance  recipients.” 

Since  the  elderly  citizens  will  be  our  con- 
tinuing responsibility  for  a long  time,  such  a 
positive  program  is  to  be  welcomed.  We  are 
certain  that  the  joint  council  will  find  that 
the  State  of  New  York  has  pioneered  in  this 
area  and  has  a well-developed  program  in 
being.  We  shall  await  the  results  of  the 
joint  council  studies  and  activities  with 
much  interest. 


The  original  of  all  men  is  the  same  and  virtue  is  the  only  nobility. — Seneca 


July  15,  1958 
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Editorial  Comment 


International  Gains  in  Longevity.  The 

latest  data  on  longevity  in  47  countries  is 
now  available.  Says  the  Bulletin:1 

The  expectation  of  life  at  birth  has  increased 
appreciably  throughout  the  world,  the  gains 
generally  being  largest  in  the  countries  which 
formerly  had  the  least  favorable  record.  In 
Puerto  Rico,  for  example,  the  average  length 
of  life  has  increased  more  than  twenty-two 
years  in  a fifteen-year  period — from  forty-six 
years  in  1939-1941  to  68.3  years  in  1955. 
Even  more  dramatic  has  been  the  experience  in 
Ceylon,  where  the  expectation  of  life  at  birth 
rose  from  42.8  years  in  1946  to  59.9  years  in 
1954,  an  increase  of  seventeen  years  in  only 
an  eight-year  period.  Mexico,  Brazil,  and 
Thailand  also  have  scored  marked  gains  which 
have  amounted  to  about  one  year  annually. 
India,  however,  is  a notable  exception  to  the 
general  pattern,  having  increased  its  expecta- 
tion of  life  at  birth  only  about  a quarter  of  a 
year  annually.  This  is  little  more  than  the 
improvement  in  Australia  and  New  Zealand, 
which  have  long  ranked  among  the  leading 
countries  with  respect  to  longevity. 

Although  international  differences  in  longev- 
ity have  diminished  in  recent  years,  a wide  gap 
continues  to  exist  between  the  industrialized 
and  the  less  developed  countries.  According 
to  the  latest  data  available,  the  expectation 
of  life  at  birth  varies  from  a low  of  32.1  years 
in  India  (1941-1950)  to  a high  of  72.5  years  in 
the  Netherlands  (1953-1955).  Other  out- 
standing records  are  seventy-two  years  for 
Sweden  in  1951-1955  and  seventy-one  years 
for  Norway  in  1946-1950.  Close  behind  fol- 
low Israel,  England,  New  Zealand,  the  United 
States  (whites),  and  Canada,  in  each  of  which 


the  figure  now  exceeds  the  Biblical  three  score 
and  ten. 

At  the  other  extreme  are  a number  of  coun- 
tries in  which  the  average  length  of  life  is  still 
deplorably  low  by  our  standards.  In  such 
widely  separated  areas  as  Greenland  and  the 
Belgian  Congo  the  average  is  not  much  higher 
than  it  is  in  India. 

For  the  Soviet  Union  the  average  length  of 
life  is  reported  as  sixty-four  years  for  1954- 
1955,  or  the  same  as  that  in  the  United  States 
a decade  and  a half  earlier.  Czechoslovakia 
shows  a similar  experience.  East  Germany 
and  Hungary  have  an  appreciably  better 
record  than  the  Soviet  Union,  but  Poland’s 
is  not  as  good.  The  expectation  of  life  at 
birth  in  Yugoslavia  was  only  56.3  years  in 
1950. 

Great  strides  have  recently  been  made 
throughout  the  world  in  raising  standards  of 
nutrition,  improving  sanitary  conditions,  and 
developing  better  methods  of  controlling 
disease.  The  introduction  of  penicillin  and 
other  antibiotics,  the  widespread  use  of  vac- 
cines, better  diagnosis  and  treatment  of  illness, 
additional  hospital  facilities,  better  child  and 
maternal  care,  advances  in  surgery,  and  the 
spraying  of  large  areas  with  insecticides  have 
all  contributed  to  lengthening  the  average 
lifetime.  So  favorable  an  environment  has 
been  created  in  the  English-speaking  coun- 
tries and  in  Western  Europe  that  the  babies 
born  there  now  have  excellent  prospects  of 
celebrating  a 70th  birthday.  It  appears  likely 
that  within  a few  decades  an  increasing  number 
of  underdeveloped  areas  will  approximate,  if 
not  match,  this  achievement.  The  World 
Health  Organization,  which  has  many  ac- 
complishments to  its  credit  during  its  first  ten 
years,  will  undoubtedly  play  an  important 
part  in  the  attainment  of  this 'goal. 


1 Metropolitan  Life  Insurance  Company  Statistical  Bulle- 
tin 39: 1 (Apr.)  1958. 
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Controls  Stress 

Relieves  Distress  in  smooth  muscle  spasm 


new 

Pro-Banthlne^  Dartal 


- for  positive  relief  of  cholinergic  spasm.  - a new  and  safer  agent  for  normalizing  emotions. 


Safer 

Stabilization  of 
Emotion 


Unsurpassed 
Specificity  of  Action 


Superior 

Anticholinergic 

Activity 


PRO-BANTH1NE  WITH  DARTAL  offers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-BanthTne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthlne  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 
gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride) 

G.  d.  SEARLE  & co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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HURRY 
FORA 
HARRIED 
GUT 


Tridal 

(DACTIL  + PIPTAL  in  one  tablet) 

A cholinolytic  of  choice,  dramatically 
effective  in  many  gastrointestinal  dis- 
orders1 ...provides  prompt  prolonged  relief 
of  pain  and  spasm,  normalizes  motility  and 
secretion  with  remarkable  freedom  from 
urinary  retention,  blurred  vision,  dry 
mouth.13 

(1)  Settel,  E.:  J.  Am.  Geriatrics  Soc.  6:39,  1958; 

(2)  Jefferson,  N.  C.,  and  Necheles,  H.:  J.  Urol. 
76: 651,  1956.  (3)  Necheles,  H.,  and  Kirshen,  M.  M.: 
The  Physiologic  Basis  of  Gastrointestinal  Therapy, 
New  York,  Grune  & Stratton,  Inc.,  1957,  p.  87. 

Each  TRIDAL  tablet  contains  50  mg.  of  the  visceral 
eutonic,  DACTIL®  (the  only  brand  of  piperidolate 
hydrochloride)  arid  5 mg.  of  the  anticholinergic, 
PIPTAL®  (th e only  brand  of  pipenzolate  'methylbro- 
mide).  Bottles  of  50  compressed,  white  tablets. 
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Management  of  Pericardial  Effusions  by 

Pericardiectomy 


PHILIP  CRASTNOPOL,  M.D.,  F.A.C.S.,  IRVING  G.  KROOP,  M.D.,  F.A.C.P.,  AND  GERALD  LEVY, 

M.D.,  BROOKLYN,  NEW  YORK 


{From  the  Departments  of  Surgery , Jewish  Chronic  Disease  Hospital , Long  Island  Jewish  Hospital , the  Uni- 
versity Division  of  Kings  County  Hospital , and  the  College  of  Medicine , State  University  of  New  York , Down- 

state  Medical  Center) 


The  usefulness  of  pericardiectomy  in  the  man- 
agement of  tuberculous  and  chronic  peri- 
cardial effusions  of  nonspecific  etiology  is  al- 
ready well  established.1-3  Pericardiectomy  may 
also  be  indicated  on  occasion  in  the  management 
of  certain  patients  with  other  forms  of  peri- 
cardial effusion.  This  presentation  is  concerned 
with  the  applicability  of  this  procedure  to  all 
types  of  pericardial  effusion. 

Pericardiectomy  in  Suppurative 
Effusion  of  the  Pericardium 

Collections  of  fluid  within  the  pericardial  space 
may  be  evacuated  by  repeated  pericardiocenteses, 
pericardiostomy,  or  pericardiectomy.  Pericardi- 
ocenteses have  the  following  disadvantages: 

1.  A coronary  vessel  may  be  lacerated. 

2.  Trauma  to  the  heart  may  initiate  ventric- 
ular fibrillation  or  asystole. 

3.  There  may  be  increased  tamponade  be- 
cause of  bleeding. 

The  disadvantages  of  pericardiostomy  are : 

1 .  It  may  inadequately  drain  the  pericardium, 
which  contains  anatomic  recesses  that  are  not 
readily  accessible. 

2.  Adherence  between  the  margins  of  a 
pericardial  incision  and  the  myocardium  may 
prematurely  seal  off  the  drainage  route. 

3.  The  foreign  body  introduced  for  drainage 
may  promote  pericardial  thickening  and  adhe- 
sions, predisposing- further  to  the  later  develop- 
ment of  constrictive  pericarditis. 

On  the  other  hand,  pericardiectomy  provides 


wide  drainage  into  the  pleural  space,  where  in- 
fection is  more  readily  controlled  by  a depend- 
ency placed,  indwelling  tube.  Pericardiectomy 
probably  obviates  the  ultimate  development  of 
constrictive  pericarditis  and  is  accomplished  with 
acceptable  risk. 

Initially  two  or  more  pericardiocenteses  are 
employed  to  empty  the  pericardial  space,  and 
appropriate  antibiotics  are  administered.  If  de- 
spite these  measures  the  infection  is  uncontrolled, 
adequate  drainage  is  mandatory.  Temporary 
drainage  may  be  established  by  extrapleural  peri- 
cardiostomy, to  be  followed  in  one  or  two  weeks 
by  pericardiectomy  if  the  infection  persists.  In 
the  following  instance  pericardiectomy  was  suc- 
cessfully utilized  in  the  management  of  an  acute 
purulent  pericarditis. 

Case  Report 

J.  C.,  a ten-year-old,  white  male,  was  admitted  to 
the  University  Pediatric  Service  of  Kings  County 
Hospital  on  July  16, 1954,  because  of  fever,  pain,  and 
swelling  of  the  left  ankle  of  five  days’  duration.  On 
examination  the  skin  was  drj^,  warm,  and  flushed, 
temperature  102  F.,  pulse  rate  120  per  minute,  and 
blood  pressure  90/60.  Heart  sounds  were  distant 
and  muffled.  There  was  a grade  I systolic  murmur 
at  the  apex,  a to-and-fro  pericardial  friction  rub  in 
the  second  and  third  intercostal  spaces,  and  crack- 
ling rales  at  the  left  base.  There  was  marked  swell- 
ing and  discoloration  over  the  left  medial  malleolus 
and  tenderness  and  swelling  of  the  left  calf. 

Roentgenogram  of  the  thorax  (Fig.  1)  demon- 
strated generalized  globular  enlargement  of  the  car- 
diac shadow  and  an  infiltration  in  the  left  lower  lung 
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Fig.  1.  Case  1.  Roentgenogram  of  the  chest  taken 
on  admission  reveals  generalized  globular  enlargement 
of  the  cardiac  shadow  and  increased  density  in  the  left 
lower  lung  field. 


field.  Electrocardiograms  revealed  elevation  of  the 
ST  segment  in  the  limb  leads  and  changes  in  the  T 
waves  consistent  with  pericarditis. 

A coagulase-positive  Staphylococcus  aureus  was 
cultured  from  the  blood,  and  therapy  with  penicillin, 
Terramycin,  and  erythromycin  was  instituted.  On 
July  17,  1954,  pericardiocentesis  yielded  80  cc.  of 
turbid,  serous  fluid  containing  many  red  and  white 
blood  cells.  On  the  following  day  there  was  in- 
creasing distention  of  the  cervical  veins,  hepato- 
splenomegaly,  and  bilateral  basal  rales.  Three 
hundred  cc.  of  turbid  fluid,  growing  coagulase- 
positive  Staph,  aureus  on  culture,  was  again  re- 
covered by  pericardiocentesis,  with  temporary  relief 
of  the  symptoms  of  tamponade. 

On  July  19,  1954,  because  of  persistent  fever, 
tachycardia,  dyspnea,  and  distention  of  the  cervical 
veins,  it  was  felt  that  drainage  was  indicated,  and 
pericardiectomy  was  performed.  The  pericardium 
was  thickened  and  vascular,  and  there  were  numer- 
ous fibrinous  adhesions  between  its  visceral  and 
parietal  layers.  Three  hundred  cc.  of  fluid  was 
found  in  the  pericardial  space.  An  anterior  parietal 
pericardiectomy  was  performed,  a catheter  was 
placed  in  the  base  of  the  pleural  space  for  under- 
water drainage,  and  the  wound  was  closed. 

The  postoperative  course  was  stormy.  On  July 
20,  1954,  an  incision  and  drainage  of  the  medial  as- 


pect of  the  left  ankle  was  performed,  and  300  cc.  of 
pus  was  recovered,  from  which  Staph,  aureus  was 
cultured.  Roentgenograms  several  days  later  re- 
vealed for  the  first  time  an  extensive  osteomyelitis 
of  the  lower  end  of  the  tibia.  On  July  23,  1954,  the 
patient  was  digitalized,  and  thereafter  his  course  was 
one  of  gradual  improvement. 

On  October  5,  1954,  a left  myringotomy  was  per- 
formed, and  Staph,  aureus  was  again  recovered. 
The  patient  was  discharged  on  October  28,  1954, 
following  a tonsillectomy,  adenoidectomy,  and 
mastoidectomy.  Roentgenogram  of  the  chest  in 
December,  1955  (Fig.  2),  was  normal. 

Comment 

Pericardiectomy  in  conjunction  with  appropri- 
ate antibiotic  therapy  provided  wide  drainage  of 
the  infection  into  the  pleural  space.  Purulent 
fluid  was  evacuated  by  way  of  a dependently 
placed  tube,  and  the  resulting  empyema  space 
was  obliterated  by  prompt  re-expansion  of  the 
lung.  It  is  unlikely  that  so  gratifying  a result 
could  have  been  achieved  without  pericardiec- 
tomy. 

Pericardiectomy  in  Tuberculous 
Effusions 

Holman  and  Willett1  and  Holman2  employed 
pericardiectomy  in  five  patients  with  active 
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Fig.  3.  Case  2.  Roentgenogram  of  the  chest  taken 
on  admission  reveals  marked  enlargement  of  the  cardiac 
shadow  and  obliteration  of  the  left  costophrenic  sinus 
consistent  with  pericardial  effusion. 


tuberculous  pericarditis,  and  all  were  improved 
or  cured.  They  proposed  earlier  operation  under 
antibiotic  protection,  since  in  the  earlier  stages 
the  procedure  is  easier,  the  hospital  stay  is 
shorter,  myocardial  damage  is  less  likely  to 
develop,  and  later  constriction  (which  developed 
in  two  of  their  patients  before  they  were  subjected 
to  operation)  is  prevented.  Therefore,  they  rec- 
ommended that  when  high  fever  persists  and 
the  patient  is  seriously  disabled  because  of  tam- 
ponade, pericardiectomy  be  performed.  In  a 
very  ill  patient  preliminary  drainage  may  be 
followed  in  ten  days  to  two  weeks  by  pericardial 
resection.  The  rationale  of  a surgical  approach 
to  this  problem  is  justified  by  the  poor  prognosis 
in  tuberculous  pericarditis  when  conservative 
therapy  is  employed.3 

Case  Report * 

H.  W.,  a forty-eight-year-old,  Negro  male,  was 
admitted  to  the  Kings  County  Hospital  on  March 
12,  1953,  with  a two-month  history  of  productive 
cough,  epigastric  pain,  anorexia,  weight  loss,  and 
exertional  dyspnea  of  recent  onset.  There  was 
no  family  history  of  pulmonary  tuberculosis. 

Examination  revealed  a middle-aged  Negro  with 
a temperature  of  103  F.,  pulse  100,  blood  pressure 
118/80,  and  respirations  30.  There  was  slight  dis- 


* This  case  was  reported  previously  by  Mannix  and  Den- 
nis4 (case  3).  It  is  reproduced  in  abstract  form  by  permis- 
sion of  the  authors  and  C.  V.  Mosby  Co. 


Fig.  4.  Case  2.  Roentgenogram  taken  after  re- 
moval of  more  than  two  liters  of  fluid  over  a period  of 
several  weeks  reveals  reduction  in  size  of  the  cardiac 
shadow.  Air  instilled  in  the  pericardial  space  demon- 
strates inflammatory  thickening  of  the  parietal  peri- 
cardium. 


tention  of  the  neck  veins,  dullness  at  the  right  base, 
and  rales  over  the  left  lower  lobe.  The  heart  by 
percussion  was  enlarged  to  both  left  and  right.  The 
liver  edge  was  felt  two  fingerbreadths  below  the 
costal  margin.  There  was  no  edema  of  the  ex- 
tremities. The  venous  pressure  was  210  mm.  of 
water,  arm-tongue  time  was  thirty  seconds,  and  the 
erythrocyte  sedimentation  rate  was  24  and  60  mm. 
The  blood  count  and  urinalysis  were  normal. 

An  electrocardiogram  taken  one  week  after  ad- 
mission showed  low  voltage  in  all  standard  leads  with 
isoelectric  to  negative  T waves.  Roentgen  exami- 
nation revealed  a generalized  and  marked  enlarge- 
ment of  the  cardiac  silhouette  (Fig.  3).  At  fluoros- 
copy the  cardiac  pulsations  were  diminished.  A 
tentative  diagnosis  of  tuberculous  pericarditis  with 
effusion  was  made,  and  therapy  with  streptomycin 
and  para-aminosalicylic  acid  was  instituted. 

Within  the  next  three  weeks  four  pericardiocen- 
teses were  performed,  yielding  a total  of  2,215  cc. 
of  turbid,  yellow  fluid.  A smear  of  this  fluid  re- 
vealed acid-fast  bacilli.  Following  one  of  the  peri- 
cardiocenteses, air  was  instilled  in  the  pericardial 
sac,  revealing  a marked  thickening  of  the  parietal 
pericardium  (Fig.  4).  After  four  weeks  of  anti- 
biotic therapy  the  fluid  was  still  forming  and  the 
fever  was  essentially  unchanged. 

On  April  21,  1953,  operation  was  performed. 
An  acute  and  chronic  inflammatory  process  was 
found  involving  the  parietal  pericardium,  which  in 
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Fig.  5.  Case  2.  Roentgenogram  two  years  and  nine 
months  later  demonstrates  marked  reduction  in  the  size 
of  the  cardiac  shadow.  There  is  elevation  of  the  left 
hemidiaphragm  following  removal  of  the  phrenic  nerve 
at  operation. 

some  areas  was  as  much  as  2 cm.  in  thickness.  An 
extensive  parietal  pericardiectomy  was  performed. 
The  report  of  the  pathologist  indicated  tuberculous 
pericarditis. 

By  May  31  the  patient’s  temperature  had  re- 
turned to  normal,  and  he  was  much  improved.  By 
September  28  he  had  gained  7 pounds  without  evi- 
dence of  edema.  On  October  6,  1953,  his  venous 
pressure  was  70  mm.  of  water,  and  the  Decholin 
arm-tongue  time  was  ten  seconds.  At  the  time  of 
discharge  on  December  17,  1953,  the  patient  was 
asymptomatic. 

Comment 

Pericardiectomy  established  wide  drainage  of 
the  pericardial  effusion  into  the  pleural  space, 
from  which  it  was  readily  evacuated,  and  the  possi- 
bility of  late  development  of  constrictive  peri- 
carditis was  obviated.  The  operation  was  well 
tolerated,  the  course  uncomplicated,  and  the 
patient  is  apparently  well  more  than  two  years 
after  operation  (Fig.  5). 

Pericardiectomy  in  Chronic  Nonspecific 
Pericardial  Effusions 

The  value  of  pericardiectomy  in  chronic,  non- 
specific pericardial  effusions  and  the  disadvan- 
tages of  repeated  pericardiocenteses  have  been 
noted4  in  line  with  the  concept  originally  for- 
mulated1-2 in  the  management  of  active  tuber- 
culous pericarditis.  Prolonged  morbidity,  chronic 


Fig.  6.  Case  3.  Supine  roentgenogram  reveals 
marked  globular  enlargement  of  the  cardiac  shadow. 


myocardial  damage,  the  likelihood  of  ultimate 
development  of  chronic  constrictive  pericarditis, 
and  the  risk  of  operation  in  the  constrictive  phase 
are  largely  obviated  when  pericardiectomy  is  per- 
formed early. 

Case  Report 

C.  P.,  a forty-four-year-old,  Negro  male,  was  ad- 
mitted to  the  Jewish  Chronic  Disease  Hospital  on 
October  26,  1955,  because  of  dyspnea  of  one  year’s 
duration,  chest  pain  and  cough.  Past  history, 
except  for  an  accident  followed  by  amputation  of  the 
left  leg,  was  not  remarkable. 

The  patient  was  a thin,  well-developed,  well- 
nourished  Negro  who  was  moderately  dyspneic  and 
tachypneic.  Blood  pressure  was  116/72,  pulse  rate 
86  and  regular,  respirations  20  per  minute,  and  tem- 
perature 100.4  F.  The  heart  was  enlarged  to  the 
left  and  right.  The  second  pulmonic  sound  was 
louder  than  the  second  aortic  sound,  but  no  mur- 
murs could  be  heard.  A few  rales  were  audible  at 
the  left  base.  A smooth,  nontender  liver  edge  was 
palpable  three  fingerbreadths  below  the  right  costal 
margin,  but  there  was  no  peripheral  edema. 

Sedimentation  rate  was  25.  Hematologic  and 
blood  chemical  studies  were  within  normal  limits. 
Fluoroscopically,  in  addition  to  marked  generalized 
enlargement  of  the  cardiac  shadow,  a greatly  dimin- 
ished amplitude  of  pulsation  was  noted. 

Roentgenogram  of  the  chest  (Fig.  6)  revealed  a 
marked  increase  in  size  of  the  heart  shadow  with  a 
globular  configuration  of  the  heart.  The  electro- 
cardiogram revealed  T wave  inversion  in  all  leads. 
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Fig.  7.  Case  3.  Roentgenogram  following  removal 
of  fluid  and  instillation  of  air  demonstrates  that  the 
pericardium  is  of  normal  thickness. 


The  venous  pressure  was  12.0  cm.,  rising  with  pres- 
sure over  the  liver  to  15.5  cm.  Arm-lung  time  was 
six  seconds,  and  Decholin  arm-tongue  time  was 
fourteen  seconds. 

Cardiac  catheterization  on  October  18,  1955,  re- 
vealed a pulmonary  artery  pressure  of  37/12  mm. 
of  mercury,  right  ventricular  pressure  of  37/8  mm. 
of  mercury,  mean  right  atrial  pressure  of  13,  mean 
pulmonary  capillary  pressure  of  12  mm.  of  mercury, 
cardiac  output  of  6.85  liters  per  minute,  and  arterio- 
venous oxygen  difference  of  4.6  volumes  per  cent. 

On  October  28,  1955,  950  cc.  of  turbid,  yellow 
fluid,  negative  on  culture,  was  recovered  on  peri- 
cardiocentesis and  replaced  by  several  hundred  cc. 
of  air  (Fig.  7).  On  October  31,  1955,  there  were 
signs  of  an  acute  pleuropericarditis,  and  streptomy- 
cin, isoniazid,  and  penicillin  therapy  was  begun. 
On  November  3,  1955,  400  cc.  of  serous  fluid  were 
withdrawn  by  left  thoracentesis  and  350  cc.  by 
pericardiocentesis.  On  November  4,  1955,  an 

additional  500  cc.  of  serosanguineous  fluid  were  re- 
moved from  the  pericardial  space.  Acid-fast  bacilli 
were  not  recovered  from  the  fluid. 

Irregular  fever  to  103  F.  persisted  until  Decem- 
ber 6,  1955,  when  pericardiectomy  was  performed. 
There  were  approximately  300  cc.  of  serous  fluid  in 
the  left  pleural  space.  A portion  of  thickened,  in- 
flamed pericardium  9X6X7  cm.  was  removed. 
The  pathologic  findings  were  consistent  with  organ- 
izing, nonspecific  pericarditis.  Culture  of  macerated 
pericardium  was  negative  for  tuberculosis.  The 
patient  became  afebrile  on  December  28,  1955, 


Fig.  8.  Case  3.  Roentgenogram  taken  three  weeks 
postoperatively  demonstrates  return  of  the  heart  to 
normal  size  and  shape.  There  is  residual  effusion  at  the 
left  base,  elevation  of  the  left  hemidiaphragm,  and  in- 
complete re-expansion  of  the  left  lung. 

when  the  roentgenogram  (Fig.  8)  revealed  a normal 
cardiac  shadow.  He  was  discharged  from  the  hos- 
pital, greatly  improved,  on  January  17,  1956. 

On  July  20,  1956,  the  patient  returned  because  of 
weight  gain  and  dyspnea.  On  examination  the 
liver  was  felt  four  fingerbreadths  below  the  costal 
margin.  The  venous  pressure  was  210  mm.  of 
water,  arm-lung  time  was  eighteen  seconds,  and  arm- 
tongue  time  37.5  seconds.  On  digitalis  and  a salt- 
free  diet  he  lost  14  pounds  and  was  much  improved 
when  seen  six  weeks  later.  At  that  time  fluoros- 
copy revealed  a moderate  diminution  in  the  ampli- 
tude of  cardiac  pulsation.  The  venous  pressure  was 
160  mm.  of  water  at  rest  and  rose  to  240  mm.  of 
water  on  right  upper  quadrant  pressure,  indicating 
some  degree  of  residual  right  heart  failure.  He  has 
been  followed  regularly  since  that  time  and  is  main- 
tained on  digitalis  and  a salt-free  diet. 

Comment 

Anterior  parietal  pericardiectomy,  performed 
during  an  acute  exacerbation  of  a chronic,  non- 
specific pericarditis,  was  followed  by  improve- 
ment. The  procedure  was  well  tolerated,  low- 
ered the  morbidity,  and  probably  shortened  the 
hospital  stay.  Reaccumulation  of  edema  and 
elevation  of  the  venous  pressure,  particularly  on 
inspiration,  with  diminution  in  the  amplitude  of 
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Fig.  9.  Case  4.  Roentgenogram  on  admission  re- 
veals generalized  enlargement  of  the  cardiac  shadow, 
left  pleural  effusion,  and  infiltration  in  the  left  upper 
lung  field. 

cardiac  pulsation,  as  evidenced  by  fluoroscopic 
examination,  suggests  that  constriction  appeared 
eight  months  after  surgery.  Further  observa- 
tion may  indicate  that  pericardiectomy  has  failed 
to  prevent  the  development  of  a constrictive 
membrane  around  the  heart.  On  the  other  hand, 
signs  of  congestive  heart  failure  may  have  been 
due  to  myocardial  damage  associated  with  the 
antecedent  pericarditis. 

Pericardiectomy  in  Effusions  of 
Malignant  Origin 

Metastases  to  the  pericardium  characteristi- 
cally cause  bloody  effusions  which  are  unlikely  to 
be  permanently  relieved  by  repeated  aspirations. 
Bachman  el  al .5  were  able  to  produce  palliation 
for  seven  weeks  in  one  patient  with  cardiac  tam- 
ponade due  to  metastatic  malignancy  by  instill- 
ing radioactive  colloidal  gold  within  the  peri- 
cardial space.  Weisberger  et  al .6  employed  intra- 
pericardial  nitrogen  mustard  in  two  patients, 
with  relief  for  two  months  in  one  and  for  eleven 
months  in  another.  Williams  and  Soutter7  de- 
scribed a “pleuropericardial  button  operation” 
for  drainage  of  a pericardial  effusion  into  the 
pleural  space. 

Parietal  pericardiectomy  permits  recurrent 
pericardial  effusions  to  be  drained  freely  into  the 
pleura.  Should  fluid  collect  in  the  pleural  space 
after  removal  of  the  tube,  it  is  readily  removed  by 
thoracentesis. 


Fig.  10.  Case  4.  Low  power  microscopic  section  of 
resected  pericardium  reveals  irregular  collections  of 
darker  staining  neoplastic  cells  of  metastatic  origin. 


In  the  light  of  our  present  knowledge,  pericar- 
diectomy is  not  recommended  as  a primary  meas- 
ure for  relief  of  this  condition.  While  experience 
with  intrapericardial  radioactive  colloidal  gold  or 
nitrogen  mustard  has  been  limited,  it  is  reason- 
able that  either  or  both  of  these  should  be  tried, 
in  conjunction  with  repeated  aspirations,  before 
operation  is  advised. 

Case  Report 

K.  C.,  a forty-seven  year-old,  white  female,  was 
admitted  to  the  Long  Island  Jewish  Hospital  on 
October  11,  1955,  because  of  pain  in  the  right  upper 
quadrant  and  pyrosis  of  six  days’  duration.  On  ad- 
mission her  temperature  was  100  F.,  pulse  120  per 
minute  and  regular,  and  blood  pressure  95/75.  The 
patient  was  a well-nourished  and  well-developed 
white  female  who  was  restless,  dyspneic,  and  cya- 
notic. The  cervical  veins  were  moderately  dis- 
tended. The  lungs  were  clear  to  percussion  and  aus- 
cultation, but  the  heart  sounds  were  muffled.  The 
liver  was  palpated  three  fingerbreadtfis  below  the  cos- 
tal margin  and  was  moderately  tender  but  smooth. 

Blood  hemoglobin  was  11.0  Gm.  red  cell  count 
4,140,000  per  cu.  mm.,  white  cell  count  18,200  per 
cu.  mm.,  and  hematocrit  36  per  cent.  Urinalysis 
and  blood  chemical  examination  were  all  within  nor- 
mal limits.  Venous  pressure  was  350  mm.  of  water. 
Roentgenogram  of  the  chest  (Fig.  9)  demonstrated 
marked  enlargement  of  the  cardiac  shadow,  an  in- 
discrete infiltration  in  the  region  of  the  first  left 
anterior  interspace,  and  fluid  in  the  left'  costo- 
phrenic  sinus.  Electrocardiograms  revealed  a sinus 
tachycardia,  ST-T  changes,  and  low  voltage,  all 
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Fig.  1 1 . Case  4.  High  power  magnification  demon- 
strates that  the  neoplastic  cells  lie  in  lymphatic  spaces. 


compatible  with  pericarditis  and  effusion. 

On  the  second  hospital  day  rales  were  heard  at  the 
right  base  and  pulsus  paradoxus  was  noted.  Four 
hundred  cc.  of  amber  fluid  were  recovered  by  thora- 
centesis from  the  left  pleural  space.  On  October  14, 
1955,  because  of  increased  tamponade,  pericardio- 
centesis was  performed,  but  only  45  cc.  of  grossly 
bloody  fluid  could  be  removed.  Both  aspirates  were 
found  to  contain  malignant  cells.  On  October  20, 
1955,  because  of  recurrent  tamponade,  pericardio- 
centesis was  repeated,  and  450  cc.  of  grossly  bloody 
fluid  recovered.  Blood  pressure  rose  from  90/64  to 
130/90,  and  cyanosis,  dyspnea,  and  tachycardia  were 
dramatically  relieved. 

Over  the  next  twenty-four  hours,  however,  her 
condition  again  deteriorated,  and  wide  drainage 
seemed  urgently  indicated.  Accordingly  on  October 
21,  1955,  parietal  pericardiectomy  was  performed. 
A walnut-sized  mass  was  palpated  in  the  apicopos- 
terior  segment  of  the  left  upper  lobe,  and  there  were 
many  enlarged  lymph  nodes  in  the  mediastinum. 
The  pericardium  was  thickened  and  tensely  dis- 
tended with  300  to  400  cc.  of  sanguineous  fluid. 
There  was  no  gross  evidence  of  tumor  implant  on 
either  the  parietal  or  visceral  surfaces.  A portion 
of  pericardium  8X5  cm.  were  resected,  and  the 
mediastinal  node  removed  for  biopsy.  Microscopic 
sections  of  the  node  (Figs.  10  and  11)  (Dr.  Yin-Chen 
Lee)  revealed  metastatic  carcinoma. 

The  postoperative  course  was  uneventful.  The 
roentgenogram  (Fig.  12)  demonstrated  return  of  the 
heart  to  normal  size,  and  the  patient  was  discharged 
from  the  hospital  on  the  eleventh  postoperative  day 
feeling  well. 

The  patient  was  readmitted  to  the  hospital  on 
December  28,  1955,  because  of  progressive  dyspnea. 


Fig.  12.  Case  4.  Roentgenogram  ten  days  after 
pericardiectomy  reveals  that  the  heart  has  now  returned 
to  its  normal  size  and  shape. 


Her  condition  progressively  deteriorated,  and  she 
expired  on  January  11,  1956. 

Autopsy  revealed  a carcinoma  of  the  left  lung, 
left  hemothorax,  metastases  to  the  hilar  and  tra- 
cheobronchial lymph  nodes,  pericardium,  epicardium, 
kidneys,  spleen,  and  dura,  and  a right-sided  hemo- 
pericardium. 

Comment 

The  decision  to  perform  a transpleural  peri- 
cardiectomy on  this  patient,  despite  the  advanced 
nature  of  the  pulmonary  lesion,  was  prompted  by 
the  fact  that  pericardiocentesis  failed  to  relieve 
the  tamponade.  It  was  felt  that  pericardiostomy 
would  not  control  bleeding  and  if  prolonged 
might  result  in  secondary  infection.  The  ef- 
ficacy of  nitrogen  mustard  in  this  condition  had 
not  yet  been  reported,  and  drug  therapy  there- 
fore was  not  considered. 

An  operation  of  this  magnitude,  although  of 
low  risk,  should  be  reserved  for  patients  in  whom 
the  simpler  measures  have  failed,  for  those  who 
may  be  expected  to  be  relieved  for  an  appreciable 
period,  and  for  those  who  are  not  too  ill  to  tolerate 
a transpleural  operation.  In  the  light  of  more 
recently  reported  experience,  local  instillation  of 
radioactive  colloidal  gold  or  nitrogen  mustard 
should  be  employed  before  resorting  to  operation 
for  the  alleviation  of  tamponade  due  to  meta- 
static malignancy. 
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Summary 

1.  The  application  of  pericardiectomy  to  the 
management  of  pericardial  effusion  is  discussed. 

2.  Pericardiectomy  is  of  proved  value  in  the 
management  of  effusions  of  tuberculous  etiology. 

3.  On  occasion  it  may  be  employed  in  patients 
with  suppurative,  chronic,  nonspecific,  or  malig- 
nant pericardial  effusions  when  more  conserva- 
tive measures  have  failed. 
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Successful  Expulsation  of  Tapeworms 


Regardless  of  the  type  of  tapeworm  being  dealt 
with,  the  primary  objective  of  treatment  is  recovery 
and  identification  of  the  head.  Unless  this  crucial 
step  is  accomplished,  success  of  treatment  will  re- 
main in  doubt,  and  about  twelve  weeks  will  be  nec- 
essary to  allow  segments  to  redevelop  and  appear  in 
the  stools.  The  author,  John  H.  Thompson,  Jr., 
Ph.D.,  points  out  that  strict  supervision  and  atten- 
tion to  detail  are  essential  in  the  examination  of 
stool.  A flush  toilet  is  not  used,  and  receptacles 
must  be  large  enough  for  direct  use  so  that  trans- 
ference to  other  containers  is  avoided.  Stools 
passed  before  taking  the  aspidium  should  be  col- 
lected in  one  container  and  kept  separated  from 
those  passed  in  a second,  labeled  “following  aspi- 
dium.” No  toilet  paper  or  other  material  is  al- 
lowed. Search  should  follow  immediately  after 
passage  of  stools  following  the  enema.  If  the  ex- 
pulsion procedure  is  followed  as  outlined  by  Magath 
and  Brown  in  the  Journal  of  the  American  Medical 
Association,  May  14,  1927,  the  post- treatment  con- 
tainer will  hold  several  quarts  of  water,  shreds  of 
mucus,  and  the  tapeworm.  The  water  is  carefully 
decanted  through  a 20-mesh  sieve  at  least  20  cm.  in 
diameter.  Warm  water  is  then  run  gently  through 


the  sieve  to  remove  debris,  leaving  only  the  tape- 
worm. The  contents  of  the  sieve  are  then  emptied 
into  a black  enamel  pan  measuring  about  25  by  30 
cm.  The  inverted  sieve  is  rinsed  thoroughly  with 
warm  water  into  the  pan  so  that  nothing  remains  on 
the  meshes  of  the  strainer.  Now  the  entire  speci- 
men must  be  examined  for  the  head,  including  any 
portions  broken  from  it.  Often  a complete  and  in- 
tact specimen  from  head  to  terminal  segments  is  re- 
covered, but  sometimes  the  specimen  is  broken  in 
several  places  owing  to  mechanical  injury  in  passage. 
The  head  may  be  broken  off  so  near  the  first  seg- 
ment that  extreme  care  is  required  in  order  not  to 
miss  it. 

This  is  why  it  is  important  to  prevent  food  par- 
ticles or  bits  of  toilet  paper  from  getting  into  the 
recovered  material. 

The  author  says  that  many  of  the  patients  re- 
porting to  his  laboratory  have  told  of  repeatedly  un- 
successful courses  of  treatment  involving  a variety 
of  drugs  and  procedures.  Adherence  to  the  stand- 
ard treatment,  including  a rigorous  search  -for  the 
head,  has  resulted  in  no  failures  to  date  in  the  au- 
thor’s experience. — Minnesota  Medicine,  December, 
1957 
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Blind  Study  of  an  Artane-Like  Antispasmodic 
With  and  Without  the  Addition  of  a 
Tranquilizing Agent  or  a Second  Antispasmodic 

HANS  G.  BAUER,  M.D.,  AND  THOMAS  H.  McGAVACK,  M.D.,  MARTINSBURG,  WEST  VIRGINIA 
{From  the  medical  clinics  of  Metropolitan  Hospital  and  the  wards  of  Bird  S.  Coler  Hospital , New  York  City ) 


So-called  nervous  tension  states  and  somatic 
complaints  arising  from  spasms  of  smooth 
musculature  frequently  appear  together  in  a 
single  individual.  Undoubtedly  a cause  or 
causes  common  to  both  is  present.  However,  it 
is  often  difficult  to  find  a single  agent  which  re- 
lieves all  of  the  manifestations.  Various  anti- 
spasmodics  and  “tranquilizers”  have  been  em- 
ployed liberally  in  this  general  field  during  the 
past  several  years.  From  such  studies  it  is 
clear  that  a single  agent  often  fails  miserably. 
It  is  further  apparent  that  the  borderline  be- 
tween different  types  of  tranquilizers  and  some 
of  the  antispasmodics  is  ill  defined.  Moreover, 
the  grouping  of  tranquilizers  in  relation  to  the 
portion  of  the  nervous  system  involved  is  a study 
still  in  its  infancy.  It  is  now  quite  clear  that 
not  only  the  cerebral  cortex  but  also  some  of  the 
phylogenetically  older  regions  of  the  cerebrum, 
the  so-called  subcortical  centers,  play  a positive 
role  in  the  differential  action  of  these  materials. 

Because  it  is  not  possible  to  delineate  with 
precision  the  respective  fields  of  action  of  these 
compounds  in  small  laboratory  animals  and  then 
apply  the  results  to  human  beings,  it  was  de- 
cided to  attempt  a clinical  trial  of  an  antispas- 
modic alone,  an  antispasmodic  combined  with  a 
second  antispasmodic,  and  an  antispasmodic 
combined  with  a tranquilizer.  It  was  further 
felt  that  such  trials  would  take  on  meaning  only 
if  compared  with  the  action  of  a placebo.  Thus, 
four  preparations  have  been  tried  in  a group  of 
individuals  requiring  antispasmodics  and/or 
ataractic  therapy.  The  preparations  made  avail- 
able, including  the  placebo,  had  identical  phys- 
ical characteristics  and  were  submitted  to  the 
observers  through  code  numbers  which  were  not 
identified  to  any  of  those  concerned  with  the 
study  until  after  this  report  was  in  final  form. 
It  may  be  added  here  that  previous  studies  had 
been  carried  out  with  these  1-4  and  kindred5 


TABLE  I. — Distribution  op  Diagnoses  in  92  Patients 
Studied  for  the  Therapeutic  Effects  of  Antispasmodics 
A,  B,  C,  and  D 


Diagnoses 

Number  of 
Patients 

Nervous  tension  state 

12 

Anxiety  neurosis 

5 

Menopausal  syndrome 

7 

Senile  psychosis 

1 

Premenstrual  tension 

1 

Chronic  alcoholism 

2 

Hyperemesis  gravidarum 

1 

Parkinsonism,  arteriosclerotic 

7 

Parkinsonism,  postencephalitic 

2 

Multiple  sclerosis 

1 

Pituitary  eosinophilic  adenoma 

1 

Hyperthyroidism 

1 

Neurocircular  asthenia 

2 

Vasomotor  instability 

1 

Hypermotile  stomach 

10 

Gaseous  distention  of  bowels 

9 

Irritable  colon 

3 

Mucous  colitis 

1 

Esophageal  spasms 

1 

Peptic  ulcer 

10 

Hiatus  hernia 

4 

Duodenal  diverticulum 

1 

Gastric  diverticulum 

1 

Postoperative  pelvic  malignancy 

1 

Cystitis 

1 

Chronic  cholecystitis 

4 

Postoperative  cholecystectomy 

1 

Residuals  of  infectious  hepatitis 

1 

Arteriosclerosis  obliterans 

1 

Claudication  intermittens 

3 

Total 

96 

preparations,  and  with  one  of  these  in  combina- 
tion with  a tranquilizer.6 

Subjects  and  Procedures 

Selection  of  Subjects. — For  this  study  of 
antispasmodic  and  tranquilizing  agents,  singly 
and  in  combination,  96  patients  with  some  form 
of  smooth  muscle  spasms  and/or  some  type  of 
anxiety  or  nervous  tension  state  were  carefully 
selected  from  the  medical  clinics  of  the  Metro- 
politan Hospital  and  the  wards  of  Bird  S.  Coler 
Hospital.  These  were  screened  from  a somewhat 
larger  group  by  the  use  of  known  placebos  and 
the  elimination  from  the  program  of  subjects  who 
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TABLE  II. — Distribution  of  Number  of  Patients  Who 
Received  One,  Two,  Three,  or  All  Four  of  the 
Preparations  A,  B,  C,  and  D 


Preparation 

Number  of 
Patients 

A 

6 

B 

5 

C 

10 

D 

3 

AB 

9 

BC 

4 

CD 

7 

DA 

3 

ABC 

6 

BCD 

5 

CDA 

2 

DAB 

0 

ABCD 

8 

BCDA 

3 

CDAB 

13 

DABC 

12 

Total 

96 

were  unable  to  record  symptoms  and  changes  in 
symptoms  in  a reliable  fashion.  In  the  finally 
selected  group  were  25  men  and  71  women  whose 
ages  ranged  from  twelve  to  eighty-five  years  with 
an  average  of  54.5  years.  In  Table  I have  been 
listed  the  diagnostic  conditions  for  which  the 
medications  were  specifically  prescribed.  In 
view  of  the  fact  that  the  average  age  of  these 
subjects  was  high,  it  goes  without  saying  that 
many  other  underlying  pathologic  conditions 
were  present,  such  as  generalized  arteriosclerosis, 
osteoarthritis,  diabetes  mellitus,  chronic  pul- 
monary disease,  etc.  However,  it  was  not  felt 


that  these  were  directly  concerned  with  the  pro- 
duction of  the  manifestations  for  which  the  drug 
preparations  were  prescribed. 

These  subjects  were  divided  into  four  approxi- 
mately equal  groups,  respectively  entitled  A,  B, 
C,  and  D,  corresponding  to  the  labeling  of  the 
four  preparations  available  for  study.  Rotation 
of  medications  was  carried  out  according  to  the 
Latin  Square  Cycle,  so  that  group  A received  the 
medications  in  the  order  A B C D,  group  B in  the 
order  B C D A,  and  so  forth.  Each  preparation 
was  administered  for  a period  of  two  weeks  and 
was  switched  to  the  next  succeeding  preparation 
immediately  without  any  interval  of  known 
placebo  or  absence  of  medication.  For  various 
and  sundry  reasons  it  was  impossible  to  carry 
all  of  the  96  patients  through  a complete  cycle  of 
the  four  preparations  (Table  II).  It  will  be 
noted  from  this  table  that  36  patients  did  com- 
plete the  entire  Latin  Square,  13  received  three 
of  the  four  medications,  23  two,  and  24  one  of 
them.  Also  from  this  table  it  will  be  noted  that 
a total  of  62  patients  at  one  time  or  another 
received  compound  A while  65  received  com- 
pound B,  70  compound  C,  and  56  compound  D. 

From  Tables  I,  II,  III,  IV,  V,  and  VI,  it  will 
be  observed  that  of  the  96  patients  22  showed 
objectively  recognizable  disease  of  the  gastro- 
intestinal tract,  17  purely  functional  nervous 
disorders,  and  24  a combination  of  the  two.  The 
remaining  patients  had  some  organic  disease, 
such  as  parkinsonism,  multiple  sclerosis,  hypo- 


TABLE  III. — Comparison  of  Therapeutic  Effectiveness  and  Occurrence  of  Side-Effects  with 

Antispasmodics  A,  B,  C,  and  D 


Type  of 
Antispasmodic 

Number  of  Some  Improvement 

Patients  Number  Per  Cent 

No  Improvement 
Number  Per  Cent 

Side-Effects 
Number  Per  Cent 

A 

62  40 

64.5 

22 

35.5 

9 

14.5 

B 

65  48 

72 

17 

28 

4 

6.1 

C 

70  33 

47 

37 

53 

7 

10 

D 

56  38 

67.7 

18 

32.3 

7 

12.5 

TABLE  IV. — Effectiveness  of  Antispasmodics  A,  B,  C,  and  D in  22  Patients  with  Organic 

Gastrointestinal  Pathology 

A 

■R 

r c 

D 

r I\-  >. 

Some 

/ — D ' 1 > 

Some 

Some 

Some 

Number  of 

Improve- 

Improve- 

Improve- 

Improve- 

Diagnosis 

Patients 

ment  None 

ment  None 

ment 

None 

ment  None 

Peptic  ulcer 

10 

6 1 

8 

2 

5 

5 1 

Hiatal  hernia 

4 

1 

1 

1 

1 

Duodenal  diverticulum 

1 

1 

1 

1 

1 

Gastric  diverticulum 

1 

1 

1 

1 

1 

Cystitis 

1 

1 

1 

1 

1 

Chronic  cholecystitis 

4 

2 1 

3 

1 1 

Postcholecystectomy 

1 

1 

1 

Total 

22 

8 3 

14  1 

4 

11 

9 4 

(72.7  Per 

(93.3  Per 

(26.6  Per 

(69.2  Per 

Cent) 

Cent) 

Cent) 

Cent) 
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TABLE  V. — Effectiveness  of  Antispasmodics  A,  B,  C,  and  D in  17  Patients  with  Functional 

Nervous  Complaints 


Diagnosis 

Number  of 
Patients 

g 

Q 

TA 

, 

Some 

Improve- 

ment 

None 

Some 

Improve- 

ment 

None 

Some 

Improve- 

ment 

None 

/ U 

Some 

Improve- 

ment 

None 

Nervous  tension  state 

12 

6 

1 

4 

3 

5 

4 

3 

1 

Anxiety  neurosis 

5 

1 

1 

3 

1 

Total 

17 

7 

2 

7 

3 

6 

4 

3 

1 

(77.7  Per 

(70  Per 

(60  Per 

(75  Per 

Cent) 

Cent) 

Cent) 

Cent) 

TABLE  VI. — Effectiveness  of  the  Antispasmodics  A,  ! 

Internal  Organ  Spasticity 

B,  C,  and  D in  24  Patients  with  a Combination 
and  Nervous  Tension 

OF 

Diagnosis 

Number  of 
Patients 

\ 

B 

c* 

n 

Some 

Improve- 

ment 

None 

Some 

Improve- 

ment 

None 

*■  v 

Some 

Improve- 

ment 

None 

✓ u- 

Some 

Improve- 

ment 

None 

Gastric  hypermotility 

10 

2 

1 

4 

1 

3 

2 

Gaseous  distention  of  bowels 

9 

3 

2 

5 

1 

2 

5 

3 

2 

Irritable  colon 

3 

1 

1 

1 

1 

2 

1 

1 

1 

Mucous  colitis 

1 

1 

1 

Vasomotor  instability 

1 

1 

1 

Total 

24 

7 

5 

10 

3 

5 

9 

7 

3 

(58.3  Per 

(76.9  Per 

(36  Per 

(70  Per 

Cent) 

Cent) 

Cent) 

Cent) 

thyroidism,  and  so  forth,  in  which  a spastic  or 
hypertonic  state  existed  together  with  some  type 
of  nervous  system  disorder. 

Medicinal  Preparations  Employed. — The 
four  preparations  employed  were  as  follows: 
(1)  antispasmodic  274C  [l-(l-piperidyl)-3-phenyl- 
3-heptanol-hydrochloride],  each  tablet  containing 
3 mg.  of  active  material  (compound  A),  (2)  274C, 
3 mg.,  combined  with  Pathilon  (3-diethylamino- 
1-cyclohexyl-l-phenyl-l-ethiodide),  25  mg.  per 
tablet  (compound  B),  (3)  placebo  identical  in 
shape,  size,  and  other  physical  characteristics 
with  the  active  compounds  (compound  C),  and 
(4)  274C,  3 mg.,  combined  with  Equanil,  400  mg. 
per  tablet  (compound  D). 

In  all  instances  one  tablet  of  the  selected  medi- 
cation was  given  three  times  daily  to  each  patient. 
This  was  continued  in  each  instance  for  two 
weeks  and  was  then  followed  when  possible  by  a 
second  of  the  medications  in  the  order  above 
described  for  each  group. 

Management  of  Patients. — The  patients 
were  followed  at  weekly  intervals  in  the  clinic  and 
at  daily  intervals  in  the  hospital.  Care  was 
taken  to  appraise  changes  in  symptomatology  by 
grading  the  relative  intensity  of  symptoms  from 
visit  to  visit  so  that  degrees  of  improvement  were 
recorded  as  “none,”  “slight,”  “moderate,” 
“marked,”  and  “complete.”  In  the  final  re- 
cording the  first  two  groups  were  combined  and 


designated  “unimproved,”  while  the  three 
next-mentioned  groups  were  combined  and 
marked  “improved.”  In  this  way  we  avoided 
grading  as  better  slight  changes  in  all  the  symp- 
toms or  a marked  change  in  a single  manifesta- 
tion. As  mentioned  before,  care  was  taken  to 
rule  out  of  the  study  patients  who  showed  defi- 
nite unreliability  in  reporting. 

In  addition  to  the  recording  of  changes  in 
manifestations  present  at  the  beginning  of  the 
study,  an  effort  was  made  to  observe  any  new 
symptoms  which  developed  and  which  could  be 
recorded  as  untoward  side-effects. 

Results 

The  results  of  this  study  of  the  three  medicinal 
preparations  and  a placebo  are  summarized  in 
Tables  III  through  VII. 

Over- all  Changes  in  Relation  to  the  Four 
Medications. — From  a study  of  Table  III  it  will 
be  observed  that  compound  274C  (one  of  the 
artanes)  effected  some  improvement  in  40  of  62 
patients  (64.5  per  cent).  The  administration  of 
compound  B representing  274C  combined  with 
Pathilon  was  associated  with  improvement  in 
48  of  65  subjects  (72  per  cent).  The  adminis- 
tration of  compound  C representing  the  placebo 
was  associated  with  improvement  in  33  of  70 
patients  (47  per  cent).  Compound  D,  consisting 
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TABLE  VII. — Comparison  of  the  Percentage  of  Patients  Who  Improved  While  Taking  Antispasmodics 

A,  B,  C,  and  C 


-Percentage  of  Patients  improved  While  Taking  One  of  the  Four  Antispasmodics 

Total  , A * , B s , C x , D , 


Diagnostic  Group 

Number 

of 

Patients 

Number 

of 

Tests 

Per  Cent 
Improve- 
ment 

Number 

of 

Tests 

Per  Cent 
Improve- 
ment 

Number 

of 

Tests 

Per  Cent 
Improve- 
ment 

Number 

of 

Tests 

Per  Cent 
Improve- 
ment 

Gastrointestinal 

pathology 

22 

11 

72.7 

15 

93.3 

15 

27 

13 

69.2 

Nervous  disorders 

17 

9 

77.7 

10 

70 

10 

60 

4 

75 

Combination  of  both 

24 

12 

58.3 

13 

76.9 

14 

36 

10 

70 

All  patients  regardless 

of  diagnosis 

96 

62 

64.5 

65 

72 

70 

47 

56 

67.7 

of  274C  combined  with  Equanil,  was  associated 
with  improvement  in  38  of  56  patients  (67.7  per 
cent) . 

Patients  with  Underlying  Organic  Gastro- 
intestinal Pathology. — Twenty-two  of  the 
patients  included  in  the  present  study  had  an 
underlying  organic  gastrointestinal  condition 
from  which  their  spastic  manifestations  were 
presumed  to  arise  (Table  IV).  This  and  all  sub- 
sequent subgroups  later  discussed  are  too  small 
for  a statistical  evaluation  of  the  results.  How- 
ever, the  data  may  afford  us  information  regard- 
ing the  trends  of  activity  of  the  various  com- 
pounds. For  example,  a high  percentage  of  all 
cases  of  peptic  ulcer  were  symptomatically  re- 
lieved by  each  of  the  active  compounds.  The 
over-all  data  in  this  group  of  patients  with  organic 
gastrointestinal  disease  (Table  IV)  showed  that 
274C  alone  relieved  72.7  per  cent  of  the  patients 
taking  it,  compound  274C  with  Pathilon  afforded 
relief  to  93.3  per  cent,  and  274C  with  Equanil  was 
associated  with  relief  in  69.2  per  cent.  In  con- 
trast, the  placebo  (compound  C)  afforded  un- 
equivocal improvement  to  26.6  per  cent  of  the 
subjects  studied. 

Patients  with  Functional  Nervous  Com- 
plaints.— Seventeen  of  the  96  patients  were 
included  in  this  group  and  were  recognized  as 
having  some  type  of  anxiety  neurosis  or  nervous 
tension  state.  All  four  compounds  effected 
closely  related  degrees  of  improvement.  How- 
ever, were  the  cells  larger,  a statistically  signifi- 
cant difference  would  probably  appear  be- 
tween the  placebo  and  the  three  active  com- 
pounds (Table  V) . From  Table  V it  can  be  seen 
that  improvement  occurred  in  conjunction  with 
the  administration  of  the  various  compounds  in 
the  following  percentages:  for  274C  alone  77.7 
per  cent  for  274C  combined  with  Pathilon  70 
per  cent,  for  the  placebo  60  per  cent,  and  274C 
combined  with  Equanil  75  per  cent. 

Patients  Suffering  from  a Combination 


of  Smooth  Muscle  Spasticity  and  Nervous 
Tension. — Twenty-four  patients  were  included 
in  this  group  of  subjects  and  were  assigned 
functional  diagnoses  varying  from  vasomotor 
instability  to  gastric  hypermotility  (Table  VI). 
As  can  be  seen  from  Table  VI,  the  administration 
of  274C  alone  was  associated  with  recognizable 
improvement  in  58.3  per  cent.  The  correspond- 
ing figures  for  274C  combined  with  Pathilon,  the 
placebo,  and  274C  combined  with  Equanil  were 
76.9,  36.0,  and  70.1  per  cent,  respectively.  While 
the  numbers  are  small,  it  would  seem  clear  that 
anyone  of  the  three  agents  proved  better  than 
the  placebo  in  this  group  of  cases  but  that  no 
statistically  significant  difference  existed  be- 
tween the  effectiveness  of  the  three  compounds. 

Summary  of  Changes  in  Patients  Relating 
the  Diagnoses  to  the  Percentage  of  Sub- 
jects Improved. — From  Table  VII  it  will  be 
observed  that  a total  of  253  trials  were  made 
in  the  96  patients  included  in  this  study.  It  will 
be  noted  from  this  table  that  statistically  sig- 
nificant differences  occurred  between  placebo 
medication  and  medication  with  active  com- 
pounds in  those  subjects  who  had  recognizable 
gastrointestinal  pathology,  whereas  in  the  group 
with  purely  nervous  disorders  little  change  was 
noted  between  the  influence  of  antispasmodics 
alone,  the  antispasmodic  with  a tranquilizer,  and 
the  placebo. 

Side-Effects  Reported  in  Connection  with 
the  Administration  of  the  four  Com- 
pounds.— From  Table  III  it  will  be  noted  that  of 
the  62  patients  taking  274C  alone  nine  or  14.5 
per  cent  developed  some  new  manifestations 
recorded  as  side-effects.  Group  figures  for  the 
other  three  preparations  used  in  alphabetical 
order  were  four  of  65  (6.1  per  cent),  seven  of  70 
(10.0  per  cent),  and  seven  of  56  (12.5  per  cent). 
It  seems  fairly  clear  that  no  essential  differences 
in  the  incidence  of  side-effects  appeared  in  this 
study  between  the  placebo  and  the  active  prep- 
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TABLE  VIII. — Side-Effects  from  Therapeutic  Doses  of  Antispasmodics  A,  B,  C.  and  D in  96  Patients 


Epi- 

Anti- 

Dizzi- 

gastric 

Perspir- 

Dry 

Exci- 

Blurred 

Drowsi- 

spasmodic 

ness 

Pains 

ation 

Mouth 

tation 

Vision 

Nausea 

Vomitus 

Pruritus 

Weakness 

ness 

A 

4 

1 

1 

1 

1 

1 

1 

2 

B 

1 

1 

1 

1 

C 

2 

1 

1 

1 

1 

1 

2 

D 

1 

1 

1 

1 

1 

1 

Total 

8 

3 

2 

2 

1 

3 

3 

2 

1 

2 

4 

arations.  However,  the  combination  of  the  two 
antispasmodics  showed  the  lowest  actual  in- 
cidence of  side-effects  (compound  B 6.1  per  cent). 
It  will  further  be  seen  from  Table  III  that  a 
total  of  27  subjects  in  a total  of  253  trials  (10.7 
per  cent)  with  one  or  more  of  the  four  compounds 
developed  some  so-called  side-effect.  In  Table 
VIII  the  nature  of  the  presumed  side-effects 
are  recorded.  Among  these  dizziness  was  the 
most  common,  being  recorded  most  frequently 
when  274C  was  used  alone.  Other  side-effects 
included  epigastric  pains,  nausea,  sweating,  dry- 
ness of  the  mouth,  drowsiness,  hyperirritability, 
blurring  of  vision,  itching,  and  weakness.  Each 
of  these  individually  occurred  with  about  the 
same  frequency  when  the  placebo  was  used  as 
when  one  of  the  active  preparations  was  adminis- 
tered. Therefore,  it  is  difficult  to  judge  the 
actual  incidence  of  side-effects  primarily  caused 
by  the  antispasmodics  or  the  tranquilizer. 

Comment 

The  Usefulness  of  Antispasmodics  and 
Tranquilizers. — From  this  study  it  would  ap- 
pear that  antispasmodics  of  the  artane  group 
afford  about  as  much  relief  in  functional  dis- 
orders of  the  nervous  system  as  do  mixtures  of 
these  drugs  with  a tranquilizing  agent.  How- 
ever, it  does  seem  that  such  compounds  and  such 
mixtures  may  give  some  help,  albeit  slight,  to 
patients  in  the  categories  described  in  the  several 
tables  (III  to  VIII).  Where  underlying  patho- 
logic conditions  of  the  gastrointestinal  tract  ex- 
isted, irrespective  of  whether  these  occurred  alone 
or  in  conjunction  with  a nervous  disorder,  it 
would  appear  that  a combination  of  the  two 
antispasmodics  of  the  artane  group  afforded  more 
relief  than  one  such  antispasmodic  alone  or  one 
such  antispasmodic  combined  with  the  tranquil- 
izer, Equanil.  It  seems  equally  clear  that  any- 
one of  the  three  active  compounds  herewith 
studied  afforded  distinctly  better  results  than 
the  placebo. 


Side-Effects. — On  the  basis  of  incidence 
alone  it  would  appear  that  new  manifestations 
ascribable  to  the  medications  appeared  as 
frequently  when  a placebo  alone  was  administered 
as  they  did  when  a preparation  containing  a 
known  medication  was  used.  At  first  blush 
this  would  lead  to  the  conclusion  that  none  of  the 
compounds  was  toxic.  However,  it  will  be  noted 
that  dryness  of  the  mouth,  nausea,  and  vomiting 
never  occurred  when  the  placebo  (compound  C) 
was  administered,  whereas  each  of  the  compounds 
containing  an  active  ingredient  was  associated 
one  or  more  times  with  this  type  of  complaint. 
Therefore,  we  think  dryness  of  the  mouth, 
nausea,  and  vomiting  should  be  considered  among 
the  untoward  effects  of  the  drugs  in  question. 
The  role  of  the  other  symptoms  can  only  be  fully 
determined  by  an  extended  study. 

"V 

Summary 

Ninety-six  patients  suffering  from  spasms  of 
smooth  musculature  and/or  anxiety  and  nervous 
tension  states  were  subjected  to  treatment  with 
one  or  more  of  the  following  four  compounds: 
274C  [1-  ( 1-piperidyl)  -3-phenyl-3-heptanol-hy- 

drochloride]  (group  A),  274C  combined 

with  Pathilon  (3-diethylamino-l-cyclohexyl-l- 
phenyl-l-ethiodide)  (group  B),  placebo  (group 
C),  274C  combined  with  Equanil  (group  D). 
The  incidence  of  over-all  improvement  in  de- 
scending order  was  noted  as  follows:  for  com- 
pound B 72  per  cent,  for  compound  D 67.7  per 
cent,  for  compound  A 64.5  per  cent,  and  for 
compound  C (placebo)  47.0  per  cent.  From 
these  data  the  best  results  appear  to  have  been 
obtained  by  a combination  of  two  antispasmod- 
ics 274C  [l-(l-piperidyl)-3-phenyl-heptanol- 
hydrochloride]  and  Pathilon  (3-diethylamino- 
1-cyclohexyl-  1-phenyl-  1-ethiodide)  rather  than 
by  a single  antispasmodic  or  the  combina- 
tion of  an  antispasmodic  with  Equanil.  How- 
ever, the  differences  between  the  effects  of  these 
three  active  compounds  tested  was  not  statis- 
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tically  significant,  but  the  difference  between 
each  of  these  compounds  and  the  placebo  was 
strikingly  significant. 

The  study  was  carried  out  by  individuals  who 
did  not  know  the  identity  of  the  different  prep- 
arations until  their  reports  were  in  the  hands  of 
the  over-all  coordinator  and  the  semifinal  draft 
of  this  report  was  completed. 
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Tuberculous  Pericarditis 


In  combating  the  great  morbidity  and  high  mor- 
tality of  tuberculous  pericarditis  the  best  strategy 
lies  in  early  use  of  antituberculous  chemotherapy  and 
surgical  decortication.  Antituberculous  chemo- 
therapy should  be  instituted  at  once  to  control  gen- 
eral toxicity  and  also  the  tuberculous  infection  of  the 
lungs  or  other  parts  of  the  body.  The  drug  treat- 
ment should  reduce  the  inflammatory  reaction  in  the 
pericardium  and  possibly  prevent  its  progression. 
More  important,  it  will  prevent  a serious  degree  of 
myocardial  inflammation.  If  evidence  of  con- 
striction develops  or  if  the  disease  progresses  to  the 
effusive  stage  with  thickened,  diseased  pericardium, 
then  surgical  decortication  is  indicated.  Preparation 
for  surgery  includes  appropriate  cardiac  diet,  di- 
uretics, and  digitalis  to  assist  the  myocardium. 
Digitalization  is  necessary  before  and  during  surgery 
to  prevent  acute  dilatation  of  the  released  heart. 
The  patient  should  come  to  surgery  with  a low  stable 
weight.  Right  before  surgery  all  fluids  should  be 
removed  from  serous  cavities.  For  maximum  ex- 


posure of  the  heart,  the  trans-sternal  approach  is 
preferred. 

Hypothermia  probably  is  not  desirable  because 
of  the  decreased  efficiency  and  greater  propensities 
to  arrhythmias  of  the  hypothermic  heart.  The 
entire  heart  should  be  decorticated  if  possible, 
but  particular  attention  must  be  given  the  ventricles, 
which  must  be  completely  released  so  that  they  can 
be  observed  to  expand  satisfactorily  in  diastole  and 
contract  vigorously  in  systole.  If  the  right  ventricle 
is  decorticated  first  and  its  myocardium  is  efficient, 
the  right,  ventricular  output  will  be  suddenly  in- 
creased, and  the  lungs  will  be  flooded  with  blood  be- 
fore the  left  ventricle  can  accommodate  this  in- 
creased load.  Consequently,  it  is  desirable  to  de- 
corticate the  left  ventricle  first  during  the  procedure. 
Accurate  measurement  of  cardiac  output  should  be 
made  before  and  after  decortication. — Rex  B.  Per- 
kins, M.D.,  and  Richard  A.  Dillard,  M.D.,  Journal  of 
the  Medical  Association  of  the  State  of  Alabama, 
February,  1958 


2380 


New  York  State  J.  Med. 


Drug-Induced  Gastrointestinal  Bleeding 

MAXWELL  L.  GELFAND,  M.D.,  F.A.C.P.,  AND  LOUIS  GOODKIN,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Medicine , New  York  University-Bellevue  Medical  Center) 


Within  recent  years  a number  of  new  drugs 
have  been  introduced  into  the  field  of 
therapeutics  for  a variety  of  diseases.  While 
they  have  met  with  considerable  success  in  most 
instances,  their  continued  usage  has  resulted  in 
the  development  of  some  toxic  manifestations. 
Among  these,  gastrointestinal  hemorrhage  oc- 
cupies a conspicuous  place.  During  the  past 
year  we  have  encountered  five  patients  with 
bleeding  from  the  upper  gastrointestinal  tract 
(with  or  without  the  demonstration  of  an  ulcer) 
associated  with  the  ingestion  of  one  or  another  of 
the  following  agents:  (1)  reserpine,  (2)  phenyl- 
butazone, (3)  steroids,  and  (4)  salicylates.  The 
purpose  of  this  paper  is  to  report  these  cases  and 
call  attention  to  the  fact  tfiat  bleeding  from  the 
upper  gastrointestinal  tract  may  result  from  the 
employment  of  these  drugs. 

Case  Reports 

Case  1. — H.  M.,  a sixty-five-year-old  female  with 
known  hypertension,  who  had  been  on  Serpasil 
for  eight  months,  suddenly  developed  weakness, 
hematemesis,  and  melena  on  September  6,  1956, 
for  which  she  was  hospitalized. 

Physical  examination  revealed  pallor,  slight 
dyspnea  but  no  cyanosis.  The  heart  was  enlarged 
to  the  left  and  there  was  a rough,  systolic  murmur 
over  the  entire  precordium.  The  rhythm  was 
regular  and  the  rate  100.  Blood  pressure  was 
90/60.  A2  was  greater  than  P2.  The  lungs  were 
clear  to  auscultation  and  percussion.  The  abdomen 
was  soft,  and  no  masses  were  felt.  The  fiver  and 
spleen  were  not  palpable.  There  was  no  ankle 
edema.  Rectal  examination  disclosed  tarry  stools 
but  no  masses. 

Laboratory  data  was  as  follows:  hemoglobin  8.0 
Gm.,  red  cell  count  3,000,000,  and  white  cell  count 
11,200  with  a normal  differential.  Serum  bilirubin 
was  0.85  mg.  per  cent,  and  total  proteins  5.8  mg., 
with  albumin  3.8  and  globulin  2.0.  Cephafin 
flocculation  was  negative,  and  alkaline  phosphatase 
was  3.5  Bodansky  units.  An  x-ray  of  the  chest 
revealed  cardiac  enlargement  in  the  transverse 
diameter  and  dilation  of  the  arch  of  the  aorta. 
A barium  enema  was  normal,  and  the  gastrointes- 
tinal series  disclosed  spasm  of  the  duodenal  bulb 
with  some  delay  in  emptying  of  the  stomach  in  the 


four-hour  film,  but  no  definite  niche  could  be  de- 
tected. 

The  patient  was  given  2 units  of  blood  within 
three  days,  antispasmodics,  and  antacids.  Bed 
rest  was  ordered  and  a Muhlengracht  diet  pre- 
scribed. There  was  a gradual  increase  in  the  hemo- 
globin and  red  cell  count,  and  on  the  sixteenth 
hospital  day  she  was  discharged  markedly  improved. 
In  spite  of  negative  x-ray  findings,  the  clinical 
course  suggested  a diagnosis  of  bleeding  ulcer. 
The  drug  was  discontinued. 

Case  2. — L.  B.,  a fifty-eight-year-old  female,  was 
admitted  to  the  hospital  on  October  8,  1956,  com- 
plaining of  epigastric  distress,  weakness,  and  tarry 
stools  for  the  past  two  days.  Her  history  indicated 
that  the  patient  had  taken  Butazolidin  for  rheu- 
matoid arthritis  for  two  weeks  prior  to  the  onset  of 
the  above  symptoms.  She  had  previous  episodes  of 
digestive  discomfort  consisting  of  heartburn,  belch- 
ing, and  fullness,  but  at  no  time  was  there  any 
bleeding,  and  on  several  occasions  the  gastro- 
intestinal series  proved  negative. 

On  admission  physical  examination  revealed  a 
moderate  degree  of  pallor  but  no  dyspnea  or  cya- 
nosis. The  heart  was  not  enlarged,  rhythm  was  reg- 
ular, and  no  murmurs  were  heard.  Blood  pressure 
was  140/90.  A2  was  greater  than  P2.  The  lungs 
were  clear  to  auscultation  and  percussion.  The 
abdomen  was  soft,  and  no  masses  were  felt.  Rectal 
examination  disclosed  tarry  stools  but  no  masses. 

Laboratory  data:  hemoglobin  8.6  Gm.,  red  cell 
count  3,200,000,  and  white  cell  count  10,800  with  a 
normal  differential.  Stools  gave  a 4 plus  guaiac 
reaction.  Urea  nitrogen  20.5  mg.  per  cent,  total 
proteins  6.5  with  albumin  4.2  and  globulin  3.5, 
cephafin  flocculation  negative,  alkaline  phosphatase 
3.5,  serum  bilirubin  0.8  mg.  per  cent.  A gastro- 
intestinal series  demonstrated  in  irregular  duodenal 
bulb,  but  no  ulcer  crater  could  be  seen.  A barium 
enema  was  completely  negative. 

The  patient  was  placed  on  bed  rest,  a Muhlen- 
gracht diet,  antispasmodics,  and  antacids,  and  500 
cc.  of  blood  were  administered.  The  hemoglobin 
rose  gradually  to  10.85  Gm.,  and  the  red  blood  cells 
increased  to  4,500,000.  On  this  regimen  the 
patient  improved  and  was  discharged  on  the 
twentieth  hospital  day  with  instructions  to  avoid 
Butazolidin  in  the  future. 

Case  3. — J.  E.,  a sixty-seven-year-old,  white  male, 
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a known  hypertensive,  who  had  been  taking  Serpasi] 
for  a period  of  six  months,  suddenly  complained  of  an 
episode  of  syncope  with  generalized  weakness  four 
days  before  admission.  At  this  time  he  also  noted 
some  tarry  stools.  History  revealed  no  previous 
gastric  or  intestinal  complaints.  On  admission 
there  was  pallor  but  no  dyspnea  or  orthopnea. 
The  heart  was  somewhat  enlarged,  but  no  murmurs 
were  present,  and  the  rhythm  was  regular.  Blood 
pressure  was  170/90. 

Laboratory  data:  hemoglobin  8.1  Gm.,  red  cell 
count  3,280,000,  white  cell  count  9,450  with  a 
normal  differential.  Urea  nitrogen  20.2  mg.  per 
cent,  total  proteins  6.4  with  albumin  4.2  and  globulin 
2.2,  and  serum  bilirubin  0.85  mg.  per  cent.  The 
cephalin  flocculation  was  1 plus  and  the  alkaline 
phosphatase  4.5  Bodansky  units.  Stools  revealed  a 
4 plus  guaiac  reaction.  A gastrointestinal  series 
performed  five  days  after  control  of  the  bleeding 
demonstrated  considerable  spasm  of  the  duodenum 
with  some  prolapse  of  the  gastric  mucosa  into  the 
duodenum.  The  stomach  was  completely  empty  in 
four  hours.  The  barium  enema  was  normal. 

The  patient  was  treated  with  bed  rest,  a modified 
Sippy  diet,  antispasmodics,  and  antacids.  He 
received  2 units  of  blood  within  forty-eight  hours. 
He  continued  to  improve  and  was  discharged  on  the 
fourteenth  hospital  day  in  good  condition.  The 
stool  had  become  normal  in  color,  the  guaiac  re- 
action was  negative,  and  the  hemoglobin  12.5. 
He  was  instructed  to  refrain  from  using  Serpasil. 

Case  4. — M.  I.,  a thirty-two-year-old,  white 
female,  was  admitted  to  the  hospital  for  hematemesis 
and  melena.  She  had  been  taking  Sigmagen  be- 
cause of  a severe  bursitis  of  the  left  shoulder. 
History  indicated  that  the  patient  had  frequent 
episodes  of  epigastric  pain,  for  which  she  was  given 
antacids  on  several  occasions  with  relief. 

Physical  examination  demonstrated  marked  pallor 
but  no  dyspnea  or  orthopnea.  The  heart  was  not 
enlarged  to  percussion,  rhythm  was  regular,  and  no 
murmurs  were  heard.  A2  equaled  P2.  Blood  pres- 
sure was  110/80. 

Laboratory  data:  hemoglobin  9 Gm.,  red  cell 
count  3,900,000,  white  cell  count  10,800  with  a 
normal  differential.  Platelets  were  adequate.  The 
abdomen  was  soft,  and  no  masses  were  felt.  Rectal 
examination  revealed  copious  tarry  stools  but  no 
masses.  Gastrointestinal  series  revealed  a de- 
formed duodenal  bulb  and  a pseudodiverticulum  in 
the  duodenum  compatible  with  a diagnosis  of  chronic 
duodenal  ulcer. 

The  patient  was  treated  with  bed  rest,  anti- 
spasmodics, antacids,  a modified  Sippy  diet,  and  1 
unit  of  blood.  She  was  discharged  one  month  later 
markedly  improved  and  instructed  not  to  take  this 
drug  or  any  other  containing  salicylates  or  steroids. 

Case  5. — R.  S.,  a forty-eight-year-old  female, 


who  was  suffering  from  rheumatoid  arthritis  for 
many  years,  was  taking  Cordex  for  two  years  prior 
to  admission.  On  the  day  of  hospitalization  she 
vomited  a considerable  amount  of  blood  and  passed 
huge  tarry  stools.  Her  history  revealed  no  previous 
gastrointestinal  symptoms. 

Physical  examination  disclosed  marked  pallor, 
with  evidence  of  shock.  The  heart  was  somewhat 
enlarged  to  percussion  and  the  rate  rapid  (120  per 
minute).  The  blood  pressure  could  not  be  obtained. 
Lungs  were  clear  to  auscultation  and  percussion. 
The  abdomen  was  soft  and  rather  obese,  and  no 
masses  were  felt.  There  was  no  edema  of  the 
lower  extremities.  Rectal  examination  demon- 
strated tarry  stools  but  no  masses. 

Laboratory  data:  hemoglobin  5.0  Gm.,  red  cell 
count  2,300,000,  white  cell  count  12,500  with  a 
normal  differential,  platelets  adequate,  total  proteins 
6.5  mg.  per  cent,  albumin  3.3,  globulin  3.2,  and 
serum  bilirubin  1.0  mg.  per  cent.  Results  of  ceph- 
alin flocculation  test  were  normal.  Alkaline 
phosphatase  were  4.5  Bodansky  units,  blood  sugar 
110  mg.  per  cent,  and  urea  nitrogen  15  mg.  per  cent. 

The  patient  was  treated  with  Levophed,  trans- 
fusions, and  infusions  with  nothing  by  mouth. 
Despite  this  treatment  the  hemoglobin  remained  at 
5 Gm.  The  stools  persistently  showed  a tarry  color. 
The  blood  pressure  rose  to  levels  of  90/70.  On  the 
fourth  hospital  day  because  of  continued  bleeding  a 
total  gastrectomy  was  performed.  At  operation  a 
large  perforated  ulcer  with  hemorrhage  into  the 
duodenum  was  found.  The  postoperative  course 
was  stormy  for  the  first  forty-eight  hours.  On  the 
third  day  the  blood  pressure  rose  to  a level  of  120/80. 
Improvement  continued  until  the  ninth  day,  when 
there  developed  a severe  pain  in  the  chest  with 
cough,  bloody  expectoration,  and  fever.  A diag- 
nosis of  pulmonary  embolism  was  made.  The 
patient  was  placed  in  an  oxygen  tent  and  given 
Demerol  for  pain  as  well  as  aqueous  penicillin, 
streptomycin  and  heparin.  There  was  consider- 
able improvement  within  the  next  thirty-six  hours. 
Three  days  later,  however,  the  chest  pain  recurred 
and  she  coughed  up  a copious  amount  of  blood  and 
expired  in  thirty  minutes.  At  necropsy  the  diag- 
nosis of  multiple  pulmonary  emboli  was  confirmed 
and  considered  the  cause  of  death. 

Comment 

The  patients  presented  here,  three  males  and 
two  females,  ranging  from  thirty-two  to  sixty- 
seven  years,  were  suffering  from  illnesses  that 
required  treatment,  and  the  agents  employed 
were  known  to  be  of  definite  value  in  such-  condi- 
tions. The  dosages  prescribed  were  well  within 
the  proper  therapeutic  range.  The  trade  names 
of  the  drugs  are:  (1)  Serpasil,  (2)  Butazolidin, 
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(3)  Cordex,*  and  (4)  Sigmagen.f 

The  exact  mechanism  whereby  these  medica- 
tions produced  bleeding  in  the  gastrointestinal 
tract  is  not  completely  understood,  but  many 
theories  have  been  propounded.  The  most  likely 
causes  are:  (1)  increased  gastric  secretion,  leading 
to  peptic  erosion  and  ultimate  bleeding,  (2)  a 
local  factor  consisting  of  injury  to  the  mucus- 
secreting  cells  or  blood  vessels  of  the  gastric 
mucosa,  resulting  in  diminished  tissue  resistance, 
(3)  a hypersensitivity  reaction,  with  damage  to 
the  capillaries  of  the  gastric  mucosa,  and  (4) 
a humoral  factor.  Although  most  workers  be- 
lieve that  the  first  concept,  that  is,  increased 
secretion  of  both  acid  and  pepsin  by  the  gastric 
mucosa,  has  more  experimental  documentary 
proof  than  the  other  three  theories,  there  are  a 
good  many  who  feel  that  perhaps  more  than  one 
factor  plays  a role.  Each  drug  may  behave  in 
its  own  characteristic  manner,  known  as  drug- 
species  reactivity. 

Soon  after  Serpasil  was  introduced  as  a tran- 
quilizer and  hypertensive  agent,  gastrointestinal 
symptoms  and  bleeding  were  observed.1-4  Al- 
though some  of  the  patients  receiving  the  drug 
had  an  antecedent  history  of  a duodenal  ulcer, 
there  were  some  who  had  never  experienced  any 
previous  complaints  suggesting  such  a lesion. 
In  the  former  it  was  felt  that  Serpasil  reactivated 
the  ulcer,  and  in  the  latter  the  drug  was  probably 
directly  responsible  for  its  occurrence.  Occa- 
sionally perforation  was  also  noted,  requiring 
surgical  interference.  However,  the  experi- 
mental evidence  that  reserpine  increases  gastric 
secretion  lends  credence  to  the  hypothesis  that  a 
true  cause  and  effect  exists.5-9 

As  regards  phenylbutazone  (Butazolidin), 
numerous  undesirable  effects  have  been  reported 
following  its  administration,  namely,  dermatitis, 
edema,  vertigo,  blood  abnormalities,  and  gastro- 
intestinal complaints.10  It  has  been  observed 
that  peptic  ulceration  of  either  the  duodenum  or 
the  stomach,  with  bleeding  and  perforation, 
may  result  from  the  use  of  this  drug  in  the  routine 
amounts  recommended  for  the  treatment  of 
rheumatoid  arthritis.11-16  In  some  instances 
multiple  ulcers  have  been  noted.14  The  stomach 
is  the  more  frequent  site,  particularly  in  the  upper 
third,  and  an  edema  of  the  mucosal  folds  through- 

*  Cordex  contains  prednisolone,  0.5  mg.,  plus  aspirin,  5 
grains. 

f Sigmagen  contains  prednisone,  0.75  mg.,  acetylsalicylic 
acid,  325  mg.,  ascorbic  acid,  20  mg.,  and  aluminum  hy- 
droxide, 75  mg. 


out  the  entire  organ  has  been  noted. 

Cordex  and  Sigmagen,  two  new  proprietary 
drugs  released  for  the  treatment  of  rheumatoid 
states,  contain  a combination  of  small  amounts  of 
steroid  and  aspirin.  Thus,  although  introduced 
for  the  express  purpose  of  avoiding  the  metabolic 
side-effects  due  to  steroids  administered  in  aver- 
age doses,  the  addition  of  a salicylate  compound 
(either  for  its  analgesic  effect  or  its  synergistic 
antirheumatic  activity)  presents  an  additional 
problem.  Since  both  of  these  compounds  are 
capable  of  initiating  hemorrhage  in  the  gastro- 
intestinal tract,  it  is  not  surprising  that  the 
combination  of  the  two  should  lead  to  such  a 
complication.  Although  it  is  felt  by  some  that 
the  relatively  small  quantity  of  prednisolone 
contained  in  either  product  is  incapable  of  causing 
bleeding,  the  salicylates  by  themselves  are  well- 
known  hemorrhagic  agents.17 

The  problem  of  the  causation  of  reactivation  of 
a peptic  ulcer  during  steroid  therapy,  with  or 
without  hemorrhage,  is  a real  one  and  has  re- 
ceived considerable  attention  in  the  literature. 18-25 
Authorities  differ  as  to  the  incidence  of  the  com- 
plication, and  the  consensus  of  opinion  at  present 
is  that  it  is  relatively  small.  There  are  some  who 
believe  that  the  gastrointestinal  complications 
following  the  use  of  steroids  are  fortuitous,  since 
so  few  of  the  patients  receiving  these  drugs  de- 
velop the  difficulty.  Another  argument  offered 
to  discount  the  relationship  between  steroid 
therapy  and  ulcer  formation  is  the  fact  that  sub- 
jects with  rheumatoid  arthritis  in  general  present 
a higher  incidence  of  peptic  ulcer  than  the  popu- 
lation at  large.  Nevertheless,  the  evidence  from 
the  literature  indicates  that  the  administration 
of  these  drugs  plays  some  part  in  increasing  the 
tendency  to  ulcer  formation  with  or  without 
bleeding. 

From  the  above  it  is  therefore  apparent  that 
the  promiscuous  use  of  some  of  the  newer  drugs 
may  have  a deleterious  effect  on  the  digestive 
tract,  either  reactivating  an  old,  latent  peptic 
ulcer  or  initiating  a primary  one.  Such  a lesion 
may  bleed  or  perforate,  creating  a surgical 
emergency  with  its  attendant  risk.  This  does 
not  detract  from  the  effectiveness  of  these  agents 
in  certain  clinical  states  but  merely  emphasizes 
the  fact  that  caution  should  be  exercised  in  their 
use.  An  awareness  of  the  possibility  of  such 
complications,  with  interrogation  of  the  patient 
as  to  the  existence  of  a previous  ulcer,  will  be 
extremely  helpful  in  preventing  any  serious 
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difficulty. 
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The  Effects  of  Intramuscular  Trypsin  in  Postoperative  Pediatric 
Neurosurgical  Patients 


Facial  edema  often  follows  neurosurgery  on  the 
head,  particularly  if  the  operation  is  directed  at  or 
anterior  to  the  coronal  suture.  Initially  the  swell- 
ing may  be  so  severe  that  the  eyes  cannot  be  opened 
and  young  children  may  suffer  near  panic  in  the  be- 
lief that  they  are  blind.  Also,  severe  preorbital 
edema  may  interfere  with  proper  function  of  the 
lacrimal  apparatus.  In  attempts  to  reduce  this  post- 
craniotomy facial  swelling,  it  was  decided  to  try 
parenteral  trypsin  on  a series  of  patients.  In  a do- 
sage of  2.5  mg.  in  aqueous  solution,  trypsin  was  ad- 
ministered intramuscularly  at  eight-hour  intervals 
for  several  days  to  12  children  after  cranial  surgery. 
Definite  reduction  in  edema  was  noted.  This  report 
does  not  consider  adult  patients,  but  the  authors, 
Drs.  Hal  C.  Holland  and  Jonathan  M.  Williams,  say 


the  effects  of  the  enzyme  in  adult  patients  and  its 
ability  to  modify  intracranial  pressure  will  be  con- 
sidered in  a subsequent  report.  They  speculate  that 
the  demonstrated  ability  of  aqueous  intramuscular 
trypsin  to  reduce  external  postoperative  swelling 
may  extend  to  internal  or  intracranial  swelling  as 
well.  Such  an  effect  would  be  of  benefit  in  getting 
the  postoperative  neurosurgical  patient  through  the 
first  seventy-two  hours  of  reactive  brain  swelling. 
It  would  also  be  of  help  in  the  closed  or  nonsurgical 
head  injury,  where  survival  may  depend  on  keeping 
the  intracranial  pressure  below  the  mortal  level. 
They  feel  that  increased  intracranial  pressure  .due  to 
edema  is  moderated  by  administration  of  trypsin. — 
Clinical  Proceedings  of  the  Children's  Hospital , 
Washington,  D.C.,  September,  1957 


2384 


New  York  State  J.  Med. 


Single-Stage  Treatment  of  Anorectal  Abscesses  and 

Fistulas 


JACK  W.  MCELWAIN,  M.D.,  AMITYVILLE,  NEW  YORK,  AND  THURSTON  L.  GAINES,  JR.,  M.D., 

LEVITTOWN,  NEW  YORK 

( From  the  Proctologic  Service  and  the  Department  of  General  Surgery , Meadowbrook  Hospital , Hempstead , 

New  York) 


During  the  past  two  years  the  Proctologic 
Service  at  Meadowbrook  Hospital  has  been 
interested  in  the  treatment  of  anorectal  ab- 
scesses and  associated  anal  fistulas  with  one  op- 
erative procedure.  It  is  the  purpose  of  this  paper 
to  present  an  analysis  of  this  approach  in  the 
treatment  of  40  consecutive  cases. 

The  majority  of  articles  in  the  proctologic 
literature  of  the  past  few  years  discuss  primarily 
the  etiology,  pathogenesis,  operative  procedure, 
and  postoperative  care  of  fistulas  and  abscesses 
individually,  with  little  attention  being  directed 
toward  the  feasibility  of  treating  both  simul- 
taneously. Opinion  varies  as  to  whether  drainage 
of  the  abscess  and  fistulectomy  of  fistulotomy 
should  be  performed  as  a single  or  as  a staged  pro- 
cedure. Some  authors  advise  against  a single  pro- 
cedure,1-4 while  others  favor  it,  provided  the 
tract  is  superficial  and  uncomplicated.5-6  Waite7 
in  a series  of  ten  patients  found  that  fistulas 
occurred  in  seven  when  the  abscess  was  unroofed 
alone.  In  11  additional  patients  fistulotomy  was 
performed  simultaneously,  with  prompt  healing  in 
each  instance.  In  general,  however,  much  of  the 
literature  on  the  subject  relates  to  fistulectomy  or 
fistulotomy  alone,  either  in  the  absence  of  or  with- 
out reference  to  an  abscess.8-12  The  apparent 
divorce  of  the  treatment  of  the  abscess  from  the 
treatment  of  the  fistula  has  led  us  to  evaluate  the 
treatment  of  these  associated  surgical  entities  at 
the  same  operative  procedure. 

Management 

Although  there  is  some  opinion  in  the  literature 
which  suggests  conservative  management  of 
early  abscess  formation,  it  is  our  feeling  that  once 
the  diagnosis  of  suppuration  has  been  made,  im- 
mediate surgery  is  indicated.  It  has  been  our 
policy  to  perform  a gentle  digital  examination 
and,  if  the  pain  is  not  severe,  to  order  a low  rectal 

Presented  at  the  International  College  of  Surgeons, 
Chicago,  1957. 


flush.  The  patient  is  then  taken  to  the  operating 
room  where  a spinal  anesthetic  is  administered. 
With  the  patient  in  the  jackknife  position,  the 
perineum  is  then  shaved  and  sigmoidoscopy  is 
attempted.  Following  this,  the  patient  is  draped 
in  the  routine  manner  for  hemorrhoidectomy,  and 
anoscopy  is  performed.  Considerable  effort  is 
made  to  find  the  internal  opening  of  the  fistulous 
tract  before  any  incisions  are  made.  Gentle 
pressure  on  the  abscess  may  cause  pus  to  exude 
into  the  anal  canal,  easily  establishing  the  origin 
of  the  fistula.  However,  this  is  not  always  suc- 
cessful, and  more  reliance  has  been  placed  on  a 
careful  digital  examination  to  locate  the  point  of 
opening.  Salmon’s  rule  may  be  helpful,  but  it  is 
not  always  correct.  Gentle  palpation  of  the  ano- 
rectal line  usually  will  reveal  the  originating  site 
of  the  fistula  to  be  in  a deep,  fixed  crypt  which 
is  indurated  and  bulging.  Next,  an  incision  is 
made  in  a circumferential  manner  outside  of  the 
anal  sphincter  over  the  point  of  maximum  fluctua- 
tion of  the  abscess.  The  pus  is  cultured  in  each 
instance  and  the  incision  widened  to  allow  ad- 
mittance of  the  finger.  With  an  angulated  probe 
in  the  suspected  crypt  the  fistulous  tract  is  in 
most  instances  readily  demonstrable.  However, 
this  tract  may  be  curved  and  extremely  tortuous. 
The  most  reliable  way  of  demonstrating  this  kind 
of  tract  is  to  use  a malleable  crypt  hook  bent  to  a 
right  angle  2 cm.  from  the  tip.  With  the  finger  in 
the  abscess  cavity,  this  probe  can  then  be  ma- 
neuvered to  all  points  of  the  compass  until  the  in- 
durated granular  tract  is  felt.  Rarely  is  another 
metallic  instrument  inserted  through  the  abscess 
cavity.  Rather,  the  tract  is  nearly  always  dem- 
onstrated from  the  inside.  When  the  fistulous 
tract  has  been  located,  an  assessment  is  made  to 
determine  the  amount  of  musculature  involved. 
If  half  or  less  of  the  anorectal  sphincter  is  in- 
volved, using  two-finger  palpation  as  the  gauge, 
the  muscle  is  incised  immediately.  If  possible, 
incision  is  made  transversely  at  right  angles  to  the 
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TABLE  I. — Distribution  of  Patients  by  Sex,  Age,  and 
Race 


CJ  T. 

Distribution 

Male 

oex  s 

Female 

Number  of  cases 

25 

15 

Average  age  (years) 
Race 

42 

37 

White 

17 

7 

Negro 

8 

8 

length  of  the  fibers.  If  more  than  half  of  the  anal 
musculature  is  involved  by  palpation,  a heavy  silk 
seton  tie  is  inserted  around  the  exposed  muscle 
bundle  and  the  deeper  half  of  this  bundle  is  incised. 
The  patient  is  then  returned  to  the  operating  room 
in  ten  to  twelve  days  and  sphincterotomy  com- 
pleted. As  may  be  understood  readily,  the  exact 
anatomic  definition  of  known  muscle  bundles  is 
difficult  to  evaluate  in  the  face  of  acute  inflamma- 
tion and  edema.  In  heavy  individuals  with  a deep 
anal  canal,  incision  of  the  muscle  in  the  posterior 
midline  may  occasionally  be  indicated  when  two 
thirds  of  the  diameter  of  the  muscle  is  involved. 
The  abscess  cavity  is  always  saucerized  widely  so 
that  its  deepest  reaches  may  be  drained  ade- 
quately. Sections  of  obviously  necrotic  tissue 
are  excised  and,  in  the  case  of  chronic  abscesses, 
curettage  is  performed.  As  a rule  this  is  not  done 
in  an  acute  abscess.  Care  is  taken  to  excise  com- 
pletely the  offending  crypt.  A wick  of  iodoform 
gauze  is  left  in  the  depth  of  the  abscess  and  re- 
moved within  twenty-four  hours.  Packing  is 
never  used,  and  overdilatation  of  the  sphincter  is 
avoided.  External  dressings  are  removed  six 
hours  postoperatively,  and  the  patients  are  al- 
lowed out  of  bed  the  following  day  to  follow  the 
usual  posthemorrhoidectomy  regime  of  sitz 
baths,  regular  diet,  and  bulk  laxatives.  The 
wound  is  inspected  daify  for  one  week,  and  any 
tendency  to  bridging  is  obviated.  Gentle  digital 
examinations  are  performed  usually  on  the  fourth 
postoperative  day.  No  antibiotics  are  used. 
The  patients  are  then  examined  biweekly  until 
healing  has  occurred. 

All  of  the  surgery  was  performed  by  the  resident 
staff  of  Meadowbrook  Hospital  under  personal 
supervision.  The  cases  presented  are  40  con- 
secutive ones  in  which  fistulectomy  or  fistulotomy 
was  performed  at  the  time  the  accompanying 
abscess  was  drained. 

The  mean  age  in  the  group  studied  was  forty 
years,  ranging  from  sixteen  months  to  sixty-four 
years  of  age  (Table  I).  The  frequency  of  ano- 
rectal fistulas  and  abscesses  in  males  was  almost 
twice  that  encountered  in  females.  With  respect 


TABLE  II. — Type  of  Abscesses 


Abscess 

Site 

Number 

of 

Cases 

Anterior 

Internal 

Opening 

Posterior 

Internal 

Opening 

Primary 

Sphinc- 

terotomy 

Perianal 

29 

6 

23 

7 

Ischioanal 

11 

3 

8 

8 

Total 

40 

9 

31 

15  (37  per  cent) 

to  race,  there  was  no  significant  difference.  In  all 
but  seven  instances  the  process  was  acute,  with 
symptoms  present  for  one  week  or  less. 

Thirteen  or  32.5  per  cent  of  the  patients  gave  a 
history  of  previous  anorectal  surgery.  Seven  or 
17.5  per  cent  of  these  had  required  drainage  of  a 
rectal  abscess,  and  one  had  undergone  fistu- 
lectomy. It  is  interesting  to  note  that  five  of  the 
seven  patients  who  were  lost  to  follow-up  and 
never  reported  for  any  postoperative  clinical  care 
were  all  in  the  group  which  had  undergone  pre- 
vious surgery.  The  average  length  of  follow-up 
observation  to  date  has  been  twenty  and  three- 
tenths  months. 

Twenty-nine  of  the  abscesses  were  designated 
perianal  and  1 1 were  designated  ischioanal 
(Table  II).  Postanal  space  abscesses  were  in- 
cluded in  the  perianal  group,  because  their  post- 
operative and  preoperative  clinical  manifestations 
and  courses  were  identical.  There  were  no  pri- 
mary submucous,  retrorectal,  or  supralevator  ab- 
scesses. Right-sided  abscesses  occurred  more 
frequently  (45  per  cent)  than  left-sided  lesions 
(37.5  per  cent).  There  were  three  posterior, 
horseshoe,  ischioanal  abscesses.  Of  the  1 1 ischio- 
anal abscesses,  six  or  54.5  per  cent  had  supraleva- 
tor components,  one  of  which  also  involved  the 
retrorectal  space.  Of  the  entire  group  of  40  cases 
studied,  anterior  fistulous  openings  were  found  in 
only  nine  instances.  In  15  or  37.5  per  cent  of  the 
cases  a portion  of  the  anal  sphincter  was  incised. 
Each  of  the  horseshoe,  ischioanal  abscesses  re- 
quired division  of  muscle. 

Forty-nine  operative  procedures  were  per- 
formed on  the  40  patients.  A second  procedure 
was  carried  out  in  six  patients,  in  each  instance  for 
removal  of  a seton  tie  and  completion  of  sphinc- 
terotomy. One  of  these  cases  required  a third 
operation  for  recurrent  abscess  with  fistula  follow- 
ing fistulectomy  and  drainage  of  a left  ischioanal 
abscess  with  extension  to  the  left  and  right  su- 
pralevator spaces.  Sphincterotomy  with  removal 
of  the  seton  tie  was  carried  out  as  a fourth  pro- 
cedure in  this  case.  This  patient  has  been  fol- 
lowed for  more  than  one  year  since  his  last  opera- 
tion, and  results  have  remained  satisfactory. 
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TABLE  III. — Postoperative  Complications 


Complication 

Number 
of  Cases 

Treatment 

Bridging 

2 

Saucerization 

Hemorrhoidal  prolapse 

1 

Symptomatic 

Recurrent  abscess 

1 

Incision  and  drainage 
with  fistulotomy  and 
subsequent  removal  of 
seton  tie 

Four  patients  suffered  postoperative  complica- 
tions (Table  III).  One  experienced  a hemor- 
rhoidal prolapse,  and  two  developed  bridging  be- 
cause of  failure  to  appear  for  periodic  postopera- 
tive digital  examinations.  The  fourth  complica- 
tion was  the  recurrent  abscess  just  presented. 

Seven  patients  were  lost  to  follow-up,  one  of 
whom  experienced  some  difficulty  controlling 
flatus  for  several  days  postoperatively.  This  par- 
ticular patient  underwent  removal  of  a fecal  im- 
paction at  the  time  of  surgery  and  may  have 
suffered  overdilatation  of  the  sphincter.  He  was 
lost  to  follow-up  after  two  weeks  but  must  be 
considered  a poor  result.  Six  other  patients 
failed  to  return  to  the  clinic  at  all  following  opera- 
tion. 

Concomitant  anorectal  surgical  procedures  in- 
cluding hemorrhoidectomy,  cryptectomy,  and 
papillectomy  were  performed  in  addition  to 
fistulectomy  and  abscess  drainage  in  five  cases. 
In  none  of  these  cases  was  there  any  complication 
or  increased  morbidity. 

The  results  of  these  40  cases  are  gratifying.  Of 
the  33  patients  not  lost  to  follow-up,  only  one  may 
be  considered  a poor  result.  Thus,  a good  result 
was  achieved  in  97  per  cent  of  the  cases.  In  no 
instance  was  there  any  evidence  of  postoperative 
anal  incontinence.  Acute  abscesses  healed 
promptly  with  good  coaptation  of  muscle,  because 
no  tract  was  allowed  to  form.  In  treating  chronic 
abscesses  it  is  important  to  excise  the  fistulous 
tract  completely  from  surrounding  muscle  so  that 
separation  will  not  occur.  It  has  been  our  obser- 
vation also  in  supporting  this  method  of  treat- 
ment that  patients  with  abscesses  will  tolerate  an 
extensive  anorectal  procedure  with  a minimum  of 
pain  postoperatively.  An  elective  fistulectomy 


performed  at  a later  date,  however,  subjects  the 
patients  to  renewed  discomfort.  Needless  to  say, 
the  length  of  hospitalization  and  time  away  from 
work  is  less  following  the  one-stage  operative  pro- 
cedure. It  is  felt  that  an  abscess  should  be 
opened  immediately  without  waiting  for  it  to 
“point”  in  order  to  prevent  absorption  toxemia 
from  progressive  tissue  necrosis. 

Summary 

Forty  consecutive  cases  have  been  reviewed  in 
which  fistulectomy  or  fistulotomy  was  carried  out 
concomitantly  with  drainage  and  saucerization  of 
an  anorectal  abscess.  The  management  of  pa- 
tients with  a fistula  in  ano  and  abscess  has  been 
outlined  in  some  detail.  The  results  have  been 
good  in  all  but  one  case.  There  has  been  no  in- 
crease in  morbidity.  A portion  of  the  anal 
sphincter  was  incised  in  37.5  per  cent  of  the  cases, 
and  no  lack  of  continence  was  detected.  The 
sphincter,  it  would  appear,  should  not  be  incised 
if  overdilatation  of  the  muscle  is  suspected.  In 
several  patients  hemorrhoidectomy  and  cryptec- 
tomy were  performed  despite  the  presence  of 
purulent  material,  and  no  increase  in  morbidity 
was  observed.  A longer  period  of  time  is  nec- 
essary for  a complete  evaluation  of  results  with 
tabulation  of  additional  cases.  It  should  be  em- 
phasized that  this  type  of  operative  procedure 
should  be  employed  only  by  those  who  are  ac- 
quainted thoroughly  with  anorectal  anatomy  and 
who  are  prepared  to  follow  closely  each  patient 
during  the  postoperative  weeks  of  recovery. 
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F umbar  sympathectomy  as  a therapeutic 
tool  in  the  management  of  obliterative 
arterial  disease  of  the  lower  extremities  has 
enjoyed  a cyclic  popularity  during  the  past  four 
decades.  Perhaps  its  most  vigorous  proponents 
were  Harris1  and  Leriche  and  Fontaine.2  Among 
the  more  recent  reviews  of  this  controversial 
topic  that  of  Nelson  and  Trimble3  seems  most 
clearly  to  validate  the  usefulness  of  the  procedure 
when  candidates  for  sympathectomy  are  properly 
screened.  Lilly4  and  others  have  advocated 
“high”  lumbar  sympathectomy  as  more  com- 
plete and  effective  therapy  in  arteriosclerotic 
vascular  disease.  In  their  technic  the  twelfth 
thoracic  and  the  first  three  lumbar  ganglia  were 
removed.  Others  have  contented  themselves 
with  removal  of  the  first  four  lumbar  ganglia. 
There  has  been  a rising  sentiment  among  vas- 
cular surgeons  that  failure  to  remove  the  first 
lumbar  ganglion  results  in  less  effective  alteration 
of  arterial  dynamics  in  the  lower  extremities.5 
The  author  is  in  no  position  to  settle  this  contro- 
versy, but,  since  high  lumbar  sympathectomy  is 
the  principle  governing  sympathectomies  at  this 
institution  as  well  as  many  others,  it  was  felt 
that  evaluation  of  a not  uncommon  complication 
of  high  lumbar  sympathectomy  would  be  of  gen- 
eral interest.  This  complication  can  be  designated 
postsympathectomy  neuralgia,  although  in  its 
clinical  aspects  it  is  typically  a causalgic  state. 
In  one  of  the  cases  which  have  been  observed, 
the  patient  had  an  uneventful  postoperative 
course  and  convalesced  satisfactorily.  Some- 
where between  forty-eight  hours  and  two  weeks 
after  completion  of  the  surgery  he  had  sudden 
onset  of  excruciating  pain  in  the  sympathecto- 
mized  limb.  This  may  be  confined  to  the 
anterolateral  aspect  of  the  thigh,  but  occasion- 
ally it  involves  the  popliteal  area  and  the  calf  as 
well.  The  pain  is  constant,  severe,  disabling, 
and  is  accompanied  by  hyperesthesia  of  the  skin 
dermatome.  It  cannot  be  relieved  by  analge- 
sics, lissive  drugs,  or  vasodilators,  and  it  appears 
to  bear  no  relationship  to  the  clinical  efficacy  of 
the  sympathectomy  in  producing  increased 


arterial  circulation.  It  has  been  mentioned 
briefly  by  many  authors  as  a minor  compli- 
cation of  sympathectomy,  but  for  the  patient  it 
may  prove  more  disabling  than  the  claudication 
which  prompted  him  to  accept  sympathectomy. 
Abramson6  states  that  “in  most  instances  it 
gradually  disappears,  but  in  some  it  may  persist 
for  years  and  become  resistant  to  therapy.” 
The  use  of  the  term  gradually  suggests  and  this 
author’s  personal  experience  confirms  that  this 
is  a condition  of  high  nuisance  value  for  pro- 
longed periods  and  as  such  warrants  more  search- 
ing scrutiny. 

Lewis7  in  1937  reported  that  skin  tenderness 
could  be  induced  through  nervous  channels,  for 
example,  by  stimulating  a cutaneous  nerve  with 
a weak  faradic  current.  He  subsequently  con- 
cluded that  the  hyperalgesia  produced  was 
mediated  through  special  nerve  fibers  associated 
with  the  posterior  spinal  nerve-root  system.  The 
fibers  were  considered  by  him  to  be  neither 
sympathetic  nor  sensory  in  the  ordinary  meaning 
of  the  term,  and  he  thereupon  coined  the  term 
nocifensor  nerves.  He  demonstrated  to  his  own 
satisfaction  that  an  experimental  nocifensor 
hyperalgesia  could  be  produced  even  follow- 
ing sympathetic  ganglionectomy.  Subsequently 
Bingham,8  from  his  experimental  studies,  con- 
cluded that  the  nerve  fibers  involved  in  the 
hyperalgesia  of  causalgic  states  were  indeed 
special  fibers,  the  same  as  the  nocifensor  nerves 
of  Lewis,  and  that  these  fibers  traveled  by 
alternate  pathways,  either  by  way  of  the  sym- 
pathetic chain  to  thoracic  cord  segments  or  by 
way  of  the  posterior  spinal  roots.  High  lumbar 
sympathectomy  as  an  inevitable  by-product  of 
its  technic  produces  more  damage  to  the  noci- 
fensor fibers  enroute  to  the  thoracic  cord  seg- 
ments, and  it  is  therefore  not  surprising  that 
postsympathectomy  neuralgia  is  a more  common 
complication  in  those  cases  which  have  been 
subjected  to  high  lumbar  sympathectomy  than 
those  in  whom  this  technic  has  not  been  used. 
In  my  experience  the  hyperalgesia  of  the  skin  in 
cases  of  postsympathectomy  neuralgia  has  been 
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confined  to  the  first  two  or  three  lumbar  der- 
matomes, which  also  would  seem  to  support 
this  concept. 

Fulton9  quotes  MacKenzie  to  the  effect  that 
visceral  impulses  facilitate  somatic  pain  im- 
pulses normally  coming  from  the  skin  in  insuf- 
ficient quantities  to  excite  the  spinothalamic 
tract  fibers.  Hyperalgesia  and  referred  pain 
are  the  consequence.  This  is  known  as  the 
facilitation  theory  of  hyperalgesia.  He  goes 
on  to  elaborate  the  convergence-projection 
theory  of  referred  pain  based  on  Sherrington’s 
neuron-pool  concept:  “The  spinothalamic  tract 
fibers  originating  in  one  segment  of  the  spinal 
cord  are  regarded  as  a pool  of  neurons.  The 
visceral  pain  afferents  entering  the  posterior 
root  of  that  segment  come  into  synaptic  re- 
lation with  one  group  of  cells  and  the  cutaneous 
pain  afferents  synapse  with  an  overlapping 
field  within  the  pool.  Those  spinothalamic 
tract  neurons  within  the  field  of  overlap,  when 
stimulated  by  the  visceral  afferents,  give  rise  to 
pain  referred  to  the  cutaneous  surface.  . . . 
Facilitation  of  cutaneous  nerve  impulses  within 
the  overlap  probably  accounts  for  hyperalgesia.” 

In  attempting  to  formulate  a rational  thera- 
peutic approach  to  the  problem  of  postsym- 
pathectomy neuralgia,  it  was  felt  that  these 
neurophysiologic  factors  offered  the  most  promise 
for  exploration.  If  some  method  could  be 
found  to  diminish  normal  cutaneous  sensation 
and  to  provide  an  alternate  sensory  inflow  to 
the  central  neuron  pool,  it  might  be  possible 
so  to  overload  the  capacities  of  this  neuron 
pool  that  it  would  no  longer  be  able  to  appre- 
ciate the  diminished  afferent  cutaneous  im- 
pulses which  should  inevitably  result  in  dis- 
appearance of  the  hyperalgesia. 

Rubin  and  Kuitert10  in  1955  reported  on  the 
treatment  of  causalgia  and  phantom  limb  as- 
sociated with  amputation  of  an  extremity  by 
the  use  of  ultrasonic  vibration.  From  their 
work  and  that  of  others  it  has  been  quite  clearly 
demonstrated  that  ultrasound  has  the  property 
of  diminishing  sensitivity  of  sensory  nerve  end 
organs.  I therefore  chose  ultrasound  as  a 
means  of  diminishing  cutaneous  afferent  im- 
pulses. To  provide  an  additional  sensory  in- 
flow which  would  block  the  perception  of  the 
diminished  cutaneous  sensation,  the  patients 
were  subjected  to  rapid  sinusoidal  electrical 
stimulation  of  the  thigh  muscle  groups,  with 
the  hope  of  providing  kinesthetic  sensation  in 
sufficient  quantity  to  block  the  involved  neuron 


pools  sufficiently  so  that  hyperalgesia  could  not 
occur.  The  technic  which  has  been  utilized 
has  been  the  application  of  ultrasound  by  the 
direct  contact  method  in  a dosage  of  n/2  watts  of 
energy  per  square  centimeter  of  treatment  head 
of  the  ultrasonic  generator.  The  ultrasonic 
energy  has  been  applied  to  the  involved  skin 
dermatomes,  usually  LI  and  L2  and  occasionally 
L3,  in  which  hyperalgesia  is  perceived  by  the 
patient.  The  period  of  application  is  varied 
from  five  to  fifteen  minutes  at  a sitting,  being 
based  on  the  size  of  the  area  of  skin  invloved. 
Following  this  the  patient  is  subjected  to  rapid 
sinusoidal  stimulation  of  alternating  muscle 
groups  on  the  anterior  and  posterior  surfaces  of 
the  thigh,  using  bipolar  electrodes  with  alter- 
nating polarity  for  a period  of  about  fifteen 
minutes.  The  treatment  routine  has  varied 
for  each  patient.  Some  were  treated  twice 
daily,  others  three  times  weekly.  The  total 
number  of  treatments  required  has  ranged  from  a 
low  of  three  to  a high  of  16  with  a mean  of  six 
treatments. 

In  the  past  twelve  months,  ten  patients  who 
had  been  subjected  to  lumbar  sympathectomy 
for  chronic  arterial  insufficiency  of  the  lower 
extremities  by  the  transperitoneal  muscle  split- 
ting approach  have  been  treated  for  postsympa- 
thectomy neuralgia.  Nine  of  these  patients  were 
completely  relieved  of  all  symptoms  at  the 
completion  of  the  treatment  program.  The 
tenth  patient  was  temporarily  relieved  of  his 
symptoms  but  subsequently  developed  gan- 
grenous changes  in  the  foot  which  required  ampu- 
tation at  the  midthigh  in  the  involved  limb  and 
consequently  developed  a postamputation  caus- 
algia. This,  however,  promptly  responded  to 
the  same  therapeutic  approach. 

Three  typical  case  reports  are  appended. 

Case  Reports 

Case  1. — Mr.  E.  M.,  a fifty-four-year-old,  white 
business  man,  had  a high  lumbar  sympathectomy  on 
September  20,  1956,  because  of  Buerger’s  disease. 
Postoperatively  he  did  quite  well  until  the  tenth 
day,  when  he  developed  pain  in  the  right  leg  from 
the  groin  to  the  knee  in  the  anterolateral  aspect  of 
the  thigh.  Pain  was  constant  and  severe,  worse  at 
night,  not  relieved  by  analgesics,  and  was  associated 
with  severe  hyperalgesia  over  the  overlying  skin. 
Because  of  the  distance  of  his  residence  from  this 
institution,  this  was  not  called  to  the  attention  of  the 
operating  surgeon  until  November  9,  1956.  At  that 
time  symptoms  had  been  present  for  approximately 
six  weeks  without  relief.  Patient  was  begun  on  a 
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course  of  ultrasound  to  the  hyperalgesic  area  in  a 
dosage  of  IV2  watts  for  ten  minutes  and  with  sinus- 
oidal electrical  stimulation  with  alternating  polar- 
ity to  the  antagonistic  thigh  muscle  groups  (the 
quadriceps  and  the  hamstrings).  Symptoms  grad- 
ually diminished  during  the  treatment  period,  and 
on  the  sixteenth  day  the  patient  reported  complete 
absence  of  all  painful  sensations  in  the  right  lower 
extremity.  During  the  twelve  months  which  have 
elapsed  since  that  time  the  patient  has  been  seen 
periodically  by  the  surgical  service.  There  has 
been  no  recurrence  of  the  postsympathectomy 
neuralgia. 

Case  2. — Mr.  H.  M.,  a sixty-five-year-old  retired 
laborer,  had  a high  left  lumbar  sympathectomy  on 
May  1,  1957,  because  of  severe  arteriosclerosis  ob- 
literans. Approximately  twenty-four  hours  after 
surgery,  he  developed  severe  pain  on  the  inner  as- 
pect of  the  left  thigh  with  extreme  sensitivity  to 
touch  and  pain  on  attempted  motion  of  the  leg. 
Clinically  the  patient’s  postoperative  course  had 
been  marked  by  improvement  in  his  arterial  insuf- 
ficiency as  manifested  by  skin  flushing  and  increased 
warmth  of  the  extremity,  although  oscillometric 
readings  were  unchanged  from  those  done  preopera- 
tively.  There  were  no  neurologic  abnormalties 
other  than  those  of  sensation.  The  patient  was 
treated  daily  with  ultrasound  in  the  dose  of  IV2 
watts  for  three  minutes  to  the  left  anteromedial 
aspect  of  the  thigh  followed  by  sinusoidal  stimula- 
tion to  the  left  thigh  adductor  muscles  for  a fifteen- 
minute  period.  After  nine  treatments  the  patient 
was  completely  symptom  free,  and  treatment  was 
discontinued.  In  the  six  months  which  have  elapsed 
since  that  time  there  has  been  no  recurrence  of 
symptoms. 

Case  3. — Mr.  R.  C.,  a fifty-one-year-old,  white, 
male  office  worker,  had  a high  left  lumbar  sympa- 
thectomy on  September  6,  1957,  for  arteriosclerosis 
obliterans.  Twelve  days  postoperatively  he  de- 
veloped severe  burning  pain  in  the  left  upper  thigh 
with  marked  hyperalgesia  in  the  Ll-2-3  dermatomes. 
This  could  not  be  controlled  with  codeine  and  inter- 
fered with  sleep.  A physical  therapy  program  was 
initiated  to  include  ultrasound  at  IV2  watts  for 
seven  minutes  to  the  hyperalgesic  skin  area.  This 
was  followed  by  sinusoidal  stimulation  of  upper  thigh 
musculature  (adductor-abductor  groups)  with  al- 
ternating polarity  for  ten  minutes.  Patient  be- 
came symptom  free  after  eight  (daily)  treatments. 
There  has  been  no  recurrence. 


Summary  and  Conclusions 

1.  It  has  been  the  experience  of  the  Depart- 
ment of  Physical  Medicine  at  Albany  Hospital 
that,  while  high  lumbar  sympathectomy  produces 
more  affective  alteration  of  peripheral  arterial 
dynamics  than  less  extensive  procedures  do, 
it  is  also  more  prone  to  produce  the  postoperative 
complication  here  designated  as  postsympa- 
thectomy neuralgia. 

2.  An  attempt  has  been  made  to  explain  the 
mechanism  of  postsympathectomy  neuralgia  in 
terms  of  neurophysiologic  principles. 

3.  Based  on  such  a neurophysiologic  expla- 
nation, a physical  therapy  program  for  treating 
postsympathectomy  neuralgia  has  been  utilized 
with  primary  emphasis  on  the  use  of  ultrasound 
for  reduction  of  skin  hyperalgesia  and  sinus- 
oidal electrical  stimulation  of  underlying  muscle 
groups  to  provide  kinesthetic  sensation  to  re- 
place the  previously  perceived  pain  stimuli. 

4.  In  a twelve-month  period  ten  patients 
with  postsympathectomy  neuralgia  have  been 
treated  in  the  Department  of  Physical  Medicine 
at  Albany  Hospital.  Nine  obtained  complete 
relief  of  all  symptoms  without  recurrence.  In 
one  case  there  was  temporary  relief  with  re- 
currence following  the  development  of  gangrene 
in  the  foot. 

5.  Because  of  the  relative  frequency  with 
which  postsympathectomy  neuralgia  occurs  in 
high  lumbar  sympathectomy  and  the  high 
nuisance  value  it  has  for  those  patients,  a pro- 
gram of  physical  therapy  of  the  type  described 
is  considered  warranted  in  all  cases  with  such 
complaints. 
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Among  xanthine  derivatives,  1,  3-dimethyl- 
xanthine,  that  is,  theophylline,  has  been 
long  used  in  congestive  heart  failure,  chronic 
bronchial  asthma,  emphysema,  and  pulmonary 
congestion  secondary  to  congestive  heart  failure 
because  of  its  effects  as  a mild  diuretic,  myocardial 
stimulant,  bronchodilator,  and  vasodilator, 
thereby  increasing  vital  capacity.  However, 
theophylline  is  not  used  in  pure  form  due  to  its 
insolubility.  The  best  known  among  its  prepara- 
tions is  theophylline  ethylenediamine,  or  amino- 
phylline. 

A new  preparation,  theophylline  with  di- 
ethylenediamine,  * contains  as  a solubilizing 
agent  diethylenediamine  (piperazine),  which 
solubilizes  the  theophylline  more  efficiently  than 
ethylenediamine  (which  is  the  solubilizing 
agent  in  aminophylline) . Theophylline  with  di- 
ethylenediamine was  prepared  in  the  form  of  en- 
teric-coated tablets,  each  containing  theophylline 
200  mg.  and  diethylenediamine  50  mg. 

The  purpose  of  this  study  was  to  determine  the 
clinical  effect  of  the  above  combination  in  various 
pulmonary  conditions  associated  with  symptoms 
of  asthma,  bronchial  or  cardiac.  In  order  to  be 
i able  to  produce  adequate  data,  approximately  100 
| cases  were  decided  on  as  the  test  series. 

The  evaluation  of  drugs  for  such  cardiac  and 
pulmonary  conditions  must  necessarily  carry  a 
great  measure  of  subjective  interpretation. 
Simon1  measured  the  effect  of  a xanthine  prepara- 
tion by  objective  means  (respiratory  index),  but 
even  with  that  measurement  his  criteria  of  im- 
provement were  based  on  symptomatic  improve- 
ment. The  double-blind  method  of  Aravanis  and 
Luisada,2  though  using  objective  signs  such  as 
I electrocardiographic  changes,  also  evaluates  a 
subjective  improvement,  namely,  fewer  and 

* Theophylline  with  diethylenediamine  was  provided  as 
Piperophyllin  by  Martin  H.  Smith  Co.,  130  East  23rd  St., 
New  York  City. 


milder  attacks  and  the  reduced  number  of  nitro- 
glycerine tablets  necessary  to  control  attacks. 
Other  methods3  use  spectrophotography  to  eval- 
uate blood  levels.  The  most  tangible  assessment 
of  effect  is  nevertheless  the  clinical  relief  a product 
affords. 

A study  done  by  Waxier  and  Schack4  on  various 
avenues  of  administration  of  aminophylline  dis- 
closes that,  though  the  blood  levels  from  enteric- 
coated  tablets  show  wide  variations,  due  probably 
to  differences  in  intestinal  disintegration,  signifi- 
cant levels  are  nevertheless  found  in  the  blood 
for  seven  hours  with  the  administration  of  doses 
of  200  mg.  and  ten  hours  with  administration  of 
300  mg.  given  three  times  daily.  Vivino5  also 
confirms  the  absorption  of  theophylline  by  oral 
administration. 

Method 

In  our  study  we  had  tested  the  effect  of  the  new 
xanthine  on  asthma.  Since  the  symptoms  of 
asthma  are  fairly  obvious  both  to  patient  and 
physician,  it  was  considered  reasonable  to  chart 
any  change  as  a major  factor  in  interpreting  the 
clinical  effect  of  the  medication. 

Electrocardiographs  were  done  on  all  cardiac 
and  many  of  the  bronchial  asthma  patients. 
Pulse  and  blood  pressure  readings  were  done 
on  all  cases  and  vital  capacity  on  30  per  cent. 

In  the  case  of  bronchial  asthma  there  was  a 
striking  fall  in  the  pulse  with  improvements  in  the 
vital  capacity  which  did  reflect  the  subjective  and 
objective  changes  in  the  clinical  picture  in  cases 
showing  improvement. 

Placebos. — Cross-over  controls  with  the  use 
of  placebos  were  tried,  but  the  prolonged  carry- 
over of  the  medication,  when  effective,  prevented 
a fair  comparison.  Placebos  were  used  when 
possible,  however,  to  confuse  the  patient,  es- 
pecially when  improvement  was  slight  and  diffi- 
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Fig.  1.  Example  of  protocol  card  on  which  observations  were  noted. 


TABLE  I. — Results  in  43  Patients^with  Bronchial 
Asthma 


Moderate  or 

Slight  Complete 

* — No  Relief — * ✓ — Relief  — ^ ✓ — Relief  — •. 


Type 

Number 

of 

Patients 

Per 

cent 

Number 

of 

Patients 

Per 

Cent 

Number 

of 

Patients 

Per 

Cent 

Acute 

2 

4.7 

5 

11.6 

2 

4.7 

Subacute 

0 

0 

4 

9.3 

25 

58.2 

Chronic 

5 

11.6 

0 

0 

0 

0 

Total 

7 

16.3 

9 

20.9 

27 

62.9 

cult  to  measure.  In  such  cases  five  to  seven  days 
of  blank  medication  was  then  given  to  determine 
if  a worsening  in  the  clinical  picture  would  occur. 
If  resumption  of  relief  did  not  ensue  with  re- 
sumption of  the  medication,  it  was  considered  in- 
effective. 

The  observations  were  noted  on  a protocol  card, 
an  example  of  which  is  shown  in  Fig.  1. 

The  dosage  recommended  was  one  to  two  tab- 
lets every  four  hours.  It  was  known  that  doses 
in  the  order  of  10  tablets  a day  are  not  tolerated 
by  some  individuals,  so  that  a dose  of  six  per  day 


TABLE  II. — -Results  in  64  Patients  with  Cardiac 
Asthma 


Moderate  or 
Slight  Complete 

- — No  Relief — - Relief ' - — ■ Relief  — ' 


Type 

Number 

of 

Patients 

Per 

Cent 

Number 

of 

Patients 

Per 

Cent 

Number 

of 

Patients 

Per 

Cent 

Acute 

6 

9.4 

1 

1.6 

1 

1.6 

Subacute 

5 

7.8 

2 

3.1 

5 

7.8 

Chronic 

30 

46.9 

9 

14.1 

5 

7.8 

Total 

41 

64.0 

12 

18.8 

11 

17.2 

was  recommended.  Two  additional  tablets  were 
permitted  during  the  night  if  required,  and  no  un- 
toward symptoms  occurred.  During  the  study 
it  became  apparent  that  in  most  cases  one  tablet 
brought  approximately  the  same  degree  of  relief 
as  two  tablets,  so  that  the  schedule  was  modified 
to  one  tablet  three  to  four  times  daily  as  the 
standard  dose.  If  this  failed  to  accomplish  re- 
lief of  symptoms,  the  dosage  was  increased  to  two 
tablets.  If  the  latter  was  ineffective,  the  medica- 
tion was  abandoned.  Tables  I and  II  present  the 
summary  of  average  ratings  obtained. 
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THEOPHYLLINE  WITH  DIETHYLENEDI AMINE 


The  medication  under  study,  theophylline  with 
diethylenediamine,  was  given  to  107  patients,  of 
whom  there  were  43  cases  of  bronchial  asthma  and 
64  cases  of  cardiac  asthma.  Where  both  condi- 
tions were  present,  they  were  carried  under  the 
condition  presenting  the  most  prominent  symp- 
tom. Three  patients  were  listed  as  bronchial 
asthma,  since  this  was  the  dominant  and  re- 
sponsive symptom.  Milder  degrees  of  bronchial 
asthma  were  intermittently  present  in  several  of 
the  cardiac  cases,  and  these  may  well  have  im- 
proved the  clinical  response  in  the  cardiac  cases. 
From  a practical  point  of  view  this  picture  does 
often  coexist  in  the  cardiac  patient  and  cannot  be 
treated  as  a separate  entity,  so  that  it  was  felt  fair 
to  carry  these  patients  under  the  cardiac  group. 

Results 

Of  the  43  patients  with  bronchial  asthma  seven 
showed  no  improvement,  nine  showed  slight  im- 
provement, nine  showed  moderate  improvement, 
and  18  patients  showed  complete  relief.  These 
latter  were  found  only  in  the  subacute  or  less 
severe  group  of  asthmatics.  The  most  favorable 
response  was  found  in  this  subacute  group,  which 
showed  no  failures.  The  medication  did  not  help 
the  chronic  fibrotic  group  in  this  series.  This 
might  have  been  due  to  selection  of  cases,  since 
those  showing  any  variability  in  symptoms  were 
put  into  the  subacute  group.  The  acute  series 


contained  only  those  severe,  extremely  acute 
problems  that  constitute  this  dramatic  group. 

The  totals  reveal  that  approximately  83  per 
cent  of  the  bronchial  asthmatics  received  some 
degree  of  relief  from  the  medication  and  42  per 
cent  of  the  subacute  cases  were  completely  re- 
lieved. 

In  the  case  of  the  cardiac  patient  results  were  less 
dramatic,  since  only  36  per  cent  showed  improve- 
ment. However,  though  none  showed  complete 
improvement,  the  36  per  cent  did  show  slight  to 
moderate  relief.  This  same  ratio  was  approxi- 
mately the  same  in  all  three  grades  of  severity  of 
the  cardiac  picture. 

Conclusion 

Theopylline  with  diethylenediamine  is  an  ef- 
fective bronchodilator  in  a high  percentage  of 
cases  of  bronchial  asthma.  It  is  also  effective, 
but  in  a substantially  smaller  degree,  in  the  car- 
diac cases. 

1101  Beacon  Street 
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Emotional  or  Physical  Strain  May  Trigger  Arthritis 


Emotional  or  physical  strain  may  play  an  im- 
portant role  in  triggering  an  attack  of  rheumatoid 
arthritis,  according  to  the  publication  “ Patterns  of 
Disease ,”  prepared  by  Parke,  Davis  & Company  for 
the  medical  profession. 

The  publication  reports  on  a study  in  which  144 


patients  with  rheumatoid  arthritis  described  factors 
precipitating  their  disease.  Emotional  or  physical 
strain,  or  both,  amounted  to  a high  of  42  per  cent 
of  the  incidence  of  all  factors  reported,  and  infec- 
tions to  26  per  cent.  Exposure  to  dampness  or  cold 
accounted  for  only  16  per  cent. 
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Phenmetrazine  hydrochloride  was  first  intro- 
duced clinically  in  Germany  in  1954  for  the 
management  of  obesity.  An  extensive  foreign 
literature  exists.1-8  Several  reports  in  this  coun- 
try confirmed  the  efficacy  of  this  compound  in  the 
treatment  of  exogenous  obesity.  Gelvin  et  al9 
reported  a placebo-controlled  study  involving  45 
patients  and  found  this  compound  to  be  an  ef- 
fective agent.  Natenshon10  studied  140  patients 
over  a period  of  one  to  twelve  months  and  found 
it  to  be  a reliable  appetite  suppressant.  More  re- 
cently Ressler11  reported  that  in  a controlled 
study  on  30  patients  the  drug  was  found  to  be  an 
effective  and  innocuous  anorexiant.  Each  of 
these  studies  was  conducted  utilizing  a strict 
dietary  regime  varying  from  1,000  calories  to 
1,800  calories.  It  has  been  our  experience  in 
dealing  with  patients  in  private  practice  that 
there  is  great  difficulty  in  establishing  reliable 
adherence  to  a rigid  dietary  regime.  It  was  our 
thought  that  if  an  agent  were  available  which 
could  produce  a weight  loss  in  patients  in  spite 
of  an  unrestricted  diet,  such  a drug  would  be  of 
significant  value  in  the  treatment  of  patients  who 
are  overweight.  The  purpose  of  this  study  was  to 
evaluate,  under  these  conditions,  the  effectiveness 
of  phenmetrazine  hydrochloride  in  producing 
voluntary  or  unconscious  reduction  in  caloric  in- 
take, and  thus,  loss  of  weight. 

Materials  and  Methods 

Medication  was  supplied  in  the  form  of  un- 
coated tablets  containing  25  mg.  of  phenmetra- 
zine hydrochloride.  All  patients  included  in  this 
study  were  seen  in  private  practice.  No  pa- 
tients were  included  in  this  study  who  showed 


Supplies  of  Preludin  (brand  of  phenmetrazine  hydrochlo- 
ride) used  in  this  study  were  furnished  through  the  courtesy 
of  Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Cor- 
poration, Ardsley,  New  York. 


evidence  of  edema.  One  hundred  and  four  pa- 
tients were  studied;  81  were  females,  and  23  were 
males.  Their  age  varied  from  thirteen  to  sixty- 
five,  with  the  majority  falling  into  the  middle-age 
group.  In  this  group  nine  patients  had  received 
previous  therapy  for  weight  reduction,  either 
amphetamine  or  thyroid,  or  a combination  of 
both.  All  previous  therapies  were  considered 
effective  by  the  patients  who  attributed  their  con- 
tinued obesity  to  discontinuation  of  therapy  and 
lack  of  interest  in  following  the  prescribed  regi- 
men. 

With  the  first  interview  a thorough  history  was 
taken  and  a physical  examination  performed.  No 
mention  was  made  of  dietary  restrictions.  The 
dosage  of  phenmetrazine  hydrochloride  employed 
varied  from  75  mg.  to  100  mg.  per  day,  the  ma- 
jority taking  the  latter  dose.  They  were  ad- 
vised to  take  one  tablet  one-half  hour  to  one  hour 
before  each  meal,  with  some  patients  taking  two 
tablets  before  the  evening  meal.  Patients  were 
requested  to  return  for  weekly  or  biweekly  ex- 
aminations, at  which  time  weight  and  blood  pres- 
sure were  recorded,  side-effects,  if  any,  were 
noted,  and  additional  medication  supplied.  The 
length  of  therapy  varied  from  two  weeks  to  one 
year. 

Results 

Of  the  original  104  cases  studied,  13  discon- 
tinued treatment  within  two  weeks.  The  reasons 
for  discontinuation  included  side-effects  con- 
sidered to  be  intolerable  by  the  patient,  disin- 
terest, or  an  unwillingness  to  return  for  regular 
periodic  follow-up  and  observation.  The  re- 
maining 91  patients  were  studied  for  periods  up  to 
one  year.  Arbitrary  weight  reduction  criteria 
were  established  to  evaluate  the  efficacy  of  the 
agent  in  this  study.  It  was  decided  that  the  drug 
would  be  considered  to  have  had  a positive  effect 
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STUDY  OF  CLINICAL  EFFECTIVENESS  OF  A NEW  ANOREXIANT  COMPOUND 


TABLE  I. — Results  with  Phenmethazine  Hydrochlo- 
ride During  Period  of  One  to  Twelve  Months 


b 

Positive 

Response 

Equivo- 
cal Negative 

Response  Response 

Number  of  Patients 

70 

13 

8* 

Total  months  of  Phen- 
metrazine  Hydrochlo- 
ride 

255 

46 

21 

Total  Pounds  of  Weight 
Loss 

1,109 

87 

9 

Average  Weight  Loss: 
Pounds  Per  Patient 

15.84 

6.61 

1.12  " 

Rate  of  Weight  Loss: 
Pounds  Per  Month 

4.35 

1.89 

| 

0.43 

* Including  three  patients  who  gained  weight. 


in  those  cases  in  which  weight  loss  equalled  or  ex- 
ceeded 2.5  pounds  for  each  month  of  therapy. 
Patients  having  a weight  loss  averaging  1.5  to 
2.5  pounds  per  month  of  therapy  would  be  consid- 
ered to  have  shown  an  equivocal  response;  those 
who  fell  below  1.5  pounds  per  month  were  consid- 
ered therapeutic  failures. 

Weight  losses  are  recorded  in  Table  I for  the 
group  of  91  patients  who  were  carried  through  ex- 
tended therapy. 

Seventy  patients  were  considered  to  have  had  a 
positive  response  to  medication.  As  in  our  pre- 
vious experience  with  other  anorexigenic  agents, 
the  major  portion  of  the  weight  loss,  when  it  oc- 
curred, developed  within  the  first  four  months  of 
therapy.  Thereafter,  a steady  but  less  pro- 
nounced reduction  in  weight  continued.  With 
extensive  treatment  there  appeared  to  be  a limit 
in  most  patients  beyond  which  further  weight  re- 
duction was  not  possible  on  this  regime.  Be- 
cause of  side-effects  noted  in  some  of  our  patients 
it  was  felt  inadvisable  to  increase  the  dosage  of 
medication.  In  the  70  patients  obtaining  a sat- 
isfactory effect,  the  total  duration  of  treatment 
was  twenty-one  years  and  three  months  and  the 
total  weight  loss  for  the  group  was  1,109  pounds, 
with  an  average  weight  loss  of  15.84  pounds  for 
the  period  of  therapy.  During  the  course  of 
treatment  the  average  patient  lost  4.35  pounds 
per  month.  All  nine  patients  who  had  received 
previous  anorexiant  medication  successfully  ob- 
tained a satisfactory  response  with  Preludin. 

In  the  group  of  13  patients  showing  an  equivo- 
cal response,  the  total  time  of  therapy  was  three 
years  and  ten  months,  with  an  average  weight  loss 
of  1.89  pounds  per  month.  While  this  may  be 
considered  to  be  in  the  area  of  a successful  re- 
sponse, the  curve  of  weight  loss  was  so  gradual 
and  erratic  when  studied  in  graph  form,  that  a 
true  effect  specifically  related  to  the  medication 


TABLE  II. — Breakdown  of  Side-Effects  Noted  in  29 
Patients 


Side-Effects 

Number  of 
Patients 

Euphoria 

1 

Constipation 

7 

Palpitations 

3 

Insomnia 

12 

Nervousness 

10 

Urinary  Frequency 

1 

Epigastric  Pain 

1 

Hyperactive 

3 

Irritability 

4 

Nausea 

1 

Dryness  of  Mouth 

4 

Dizziness 

1 

Headache 

2 

Flushes 

2 

is  difficult  to  evaluate.  In  reality  many  of  these 
patients  were  happy  even  with  the  minimal 
weight  loss  recorded. 

Of  the  eight  patients  experiencing  a negative 
response,  five  were  unchanged  in  their  weight 
level.  Three  patients  actually  gained  between 
two  and  13  pounds  during  the  course  of  treat- 
ment. 

Side-effects  were  noted  in  29  cases.  Some 
showed  more  than  one  symptom.  Table  II 
demonstrates  the  variety  of  undesirable  side- 
effects  encountered. 

The  side-effects  noted  occurred  primarily  in 
patients  who  discontinued  medication  early  in  the 
course  of  the  experiment  because  they  felt  that 
the  degree  of  the  side-effects  was  intolerable. 
Some  patients  were  able  to  maintain  continued 
medication  in  spite  of  minimal  untoward  effects. 
This  latter  group  became  accustomed  to  some  of 
these  effects,  and  they  eventually  were  not  men- 
tioned in  their  follow-up  visits.  Some  of  the  pa- 
tients who  had  previously  been  on  amphetamine 
for  weight  reduction  also  experienced  some  un- 
toward reaction  with  Preludin.  However,  the 
over-all  response  was  considered  to  be  less  intense 
and  more  tolerable  with  the  latter  drug. 

Records  of  blood  pressure  and  pulse  rate 
demonstrated  no  significant  change  during  the 
follow-up  visits.  One  of  us  (M.R.)  treated  seven 
patients  in  this  series  who  had  hypertension  with 
systolic  pressures  of  180  to  210  mm.  and  diastolic 
pressures  ranging  from  100  to  130  mm.  Five  of 
these  patients  were  receiving  hypertensive  drug 
therapy.  Preludin  in  daily  dosage  of  75  to  100 
mg.  caused  no  appreciable  changes  in  blood  pres- 
sure in  these  patients.  There  was  no  evidence  of 
habituation  to  the  medication,  nor  did  tolerance 
develop  during  the  period  of  study. 
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Comment 

The  problem  of  evaluating  any  anorexic  agent 
in  the  treatment  of  obesity,  particularly  in  out- 
patient groups,  must  be  approached  with  a great 
deal  of  care.  The  multitude  of  factors  influencing 
weight  reduction  all  play  an  active  part  in  the 
management  and  consideration  of  a program. 
There  was  no  possible  way  to  exclude  extraneous 
factors  so  that  they  would  not  play  a part  in  the 
results  obtained.  It  was  our  plan  to  tamper  with 
as  few  of  the  factors  involved  as  possible  in  order 
to  obtain  an  evaluation  of  the  effects  of  the  drug 
alone.  We  readily  admit  that  even  this  is  not 
entirely  accurate.  The  introduction  of  a new 
compound  to  a patient,  plus  the  attitude  with 
which  the  agent  is  given  by  the  physician,  all 
play  a part  in  influencing  the  attitudes,  responses, 
and  cooperation  of  the  patient.  However,  even 
under  these  circumstances,  the  fact  that  a positive 
response  was  obtained  in  70  patients  out  of  the 
original  104  beginning  the  study  indicates  that 
this  particular  agent  has  significant  clinical  value 
in  the  treatment  of  obesity. 

The  dosage  of  phenmetrazine  used  in  this 
evaluation  was  in  some  cases  somewhat  higher 
than  that  used  and  recommended  by  other  au- 
thors. European  clinicians1-8  generally  have 
used  50  mg.  per  day  in  doses  of  25  mg.  given  be- 
fore midafternoon.  Natenshon10  also  rec- 
ommended a total  daily  dose  of  50  mg.,  while 
Gelvin9  and  Ressler11  used  25  mg.  three  times 
daily.  This  increased  dosage  may  possibly  be 
responsible  for  the  somewhat  higher  incidence  of 
subjective  side-reactions  we  encountered,  as  com- 
pared with  earlier  studies. 

The  administration  of  an  anorexiant  without 


dietary  instructions  or  other  supportive  measures 
is  not  recommended  as  a routine  method  of 
managing  obese  patients.  Undoubtedly,  the  best 
results  in  such  cases  can  be  achieved  by  using  a 
combination  of  diet,  medication,  mild  exercise, 
and  perhaps  some  form  of  psychotherapy.  For 
the  patient  who  cannot  remain  within  the  re- 
strictions of  a diet,  the  use  of  phenmetrazine  hy- 
drochloride will  significantly  increase  the  chances 
for  successful  weight  reduction. 


Summary 

1.  Preludin  serves  as  a reliable  anorexic  agent 
for  the  treatment  of  obesity. 

2.  In  conjunction  with  an  unrestricted  diet,  70 
patients  out  of  a total  of  91  patients  who  were 
followed  for  periods  of  one  to  twelve  months  ob- 
tained beneficial  results ; 21  demonstrated  equivo- 
cal or  unsatisfactory  response. 

3.  Side-effects  with  Preludin  were  present  in 
29  cases  and  served  in  some  to  cause  a discon- 
tinuation of  medication. 

4.  Further  use  of  this  agent  in  the  treatment 
of  obesity  is  recommended. 
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Allergies  Among 

How  common  are  allergies  among  U.  S.  Children? 
An  estimated  10,000,000  children  under  sixteen  have 
some  form  of  allergy  and  2,500,000  have  “major  re- 
spiratory allergies  requiring  treatment,”  according  to 


U.  S . Children 

the  “ Patterns  of  Disease .”  (Parke,  Davis  & Com- 
pany). Asthma  is  one  of  the  more  frequent  causes  of 
referral  to  pediatric  outpatient  clinics  and  children’s 
hospital  wards  each  year. 
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Gastrointestinal  Hemorrhage  Originating  in  the 

Biliary  Tract 


DANIEL  H.  MANFREDI,  M.D.,  NEW  YORK  CITY 
{From  the  Knickerbocker  and  Misericordia  Hospitals ) 


The  source  of  bleeding  into  the  gastrointestinal 
tract  may  on  rare  occasions  be  traced  to  an 
origin  in  the  biliary  system.  About  4 per  cent 
of  all  gastrointestinal  hemorrhages  has  been 
attributed  to  a bleeding  point  within  the  biliary 
system.  This  blood  always  has  access  to  the  bile 
ducts  and  ampulla  of  Vater  on  its  way  into  the 
gastrointestinal  system.  In  surgical  abdominal 
operations  for  gastrointestinal  bleeding  it  might 
be  prudent  to  bear  in  mind  the  biliary  tract. 

The  intrahepatic  sources  of  these  hemorrhages 
are  much  rarer  than  those  of  extrahepatic  origin. 
The  most  common  intrahepatic  cause  of  bleeding 
is  the  post-traumatic  lesion  (Fig.  1).  These 
hemorrhages  occur,  as  a rule,  several  days  after 
the  initial  trauma  and  are  initiated  by  tears  in  the 
liver  where  there  is  a communication  between  the 
bile  ducts  and  the  blood  vessels.  Hemangioma 
of  the  liver  is  another  infrequent  etiologic  factor 
which  may  cause  bleeding.  The  remaining  intra- 
hepatic sources  are  acute  yellow  atrophy  and  cen- 
tral apoplexy  which  connotes  a rupture  of  an 
aneurysm  of  the  hepatic  artery  where  extra- 
vasated  blood  finds  its  way  into  the  biliary  sys- 
tem. 

The  extrahepatic  sources  of  bleeding  are  more 
common  and  also  are  more  accessible  for  the  sur- 
geon (Fig.  2).  Heading  this  list  is  the  gallstone. 
Lichtman1  believes  that  there  is  evidence  of  gross 
hemorrhage  in  1 to  5 per  cent  of  all  patients  with 
biliary  calculi.  Gallstones  may  cause  erosions  of 
the  gallbaldder  wall,  exposing  small  vessels  which 
will  bleed  into  the  lumen  of  the  viscus.  Stones 
in  the  cystic  duct  may  erode  aneurysms  of  the 
cystic  artery  just  as  stones  in  the  common  duct 
I may  similarly  erode  aneurysm  of  the  hepatic 
artery.  Long  standing  T-tubes  may  behave  in  a 
I manner  not  unlike  the  gallstone  in  eroding  into 
! hepatic  vessels. 

The  gallbladder  may  be  the  seat  of  a hemor- 
rhagic cholecystitis  or  a carcinoma,  both  condi- 
tions causing  hemorrhage  of  varying  degrees. 
Carcinoma  of  the  ampulla  of  Vater  is  one  of  the 
more  easily  spotted  lesions  that  cause  gastro- 


post  traumatic  acute  yellow  atrophy 


Fig.  1 Intrahepatic  and  vascular  biliary  sources  of 
gastrointestinal  bleeding. 


carcinoma 


Fig.  2.  Extrahepatic  biliary  sources  of  gastrointestinal 
bleeding. 


intestinal  hemorrhage.  Other  less  frequent  causes 
of  this  condition  are  portal  vein  thrombosis  and 
portal  vein  varices.  Cavernomatous  transforma- 
tion of  the  portal  vein  is  another  causative  factor. 

A classification  of  sources  of  biliary  tract 
hemorrhage  is  presented  in  Table  I.2 
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TABLE  I.* — Classification  of  Sources  of  Biliary  Tract  Hemorrhage 


Intrahepatic 

Extrahepatic 
(Bile  ducts) 

Gallbladder 

Portal 

Post-traumatic 

Calculus  with  erosion 

Calculus  with  erosion 

Varices 

Hemangioma 

Aneurysm  of  cystic  or 
hepatic  artery 

Ulceration  of  wall 

Thrombosis  of 
portal  vein 

Central  apoplexy 

T-tube  erosions  of 

Hemorrhagic  cholecys- 

Cavernomatous 

vessels  or  aneurysms 

titis 

transformation 
of  portal 
vein 

Acute  yellow  atrophy 

Carcinoma  of  the 
ampulla  of  Vater 

Carcinoma  of  the 
gallbladder 

Case  Reports 

Two  case  reports  are  presented  here  of  patients 
with  histories  of  cholecystitis. 

Case  1. — An  adult,  white  female  was  admitted  to 
the  hospital  on  December  16,  1956,  with  a two-year 
history  of  right  upper  quadrant  pain,  belching,  and 
occasional  vomiting  of  blood.  X-ray  studies  re- 
vealed a nonfunctioning  gallbladder.  The  red  blood 
cell  count  was  3.5  million  with  a hemoglobin  of  74 
per  cent.  The  white  blood  count  was  7,700  with 
67  per  cent  polymorphonuclears.  The  serum  biliru- 
bin was  6.6.,  and  the  cephalin  flocculation  was  1 plus. 
After  proper  preoperative  preparation  a cholecystec- 
tomy was  performed,  and  at  operation  a gallbladder 
deeply  imbedded  in  the  liver  was  found  which  was 
filled  with  stones  and  dark  bloody  fluid.  The  dilated 
and  darkened  common  duct  was  noted.  Chole- 
dochotomy  was  performed,  and  a large  clot  cast  of 
the  entire  duct  was  removed.  After  its  removal  irri- 
gation of  the  duct  revealed  no  obstruction,  and  a 
choledochogram  revealed  no  interference  with  pas- 
sage of  the  lipiodol  from  the  duct  into  the  duodenum. 
The  pathologic  report  was  hemorrhagic  cholecystitis 
and  cholelithiasis. 

Case  2. — A seventy-four-year-old,  white  male 
was  admitted  to  the  hospital  on  September  15, 
1956,  for  jaundice  of  increasing  intensity  for 
the  past  month.  His  past  history  included  a 
cholecystectomy  for  acute  cholecystitis  one  year 
previously.  A laparotomy  was  performed  on  Sep- 
tember 19,  1956,  at  which  time  a common  duct  ex- 
ploration was  done  with  removal  of  gravel-like  sludge 
and  stones  from  the  duct.  A T-tube  was  inserted 
into  the  common  duct,  and  he  was  sent  home  on 


October  14,  1956.  At  this  time  the  T-tube  was  still 
in  situ  and  was  being  clamped  off  at  night.  He  re- 
mained symptom-free  until  one  month  later,  on 
November  14,  1956,  when  he  was  readmitted  to  the 
hospital  because  of  bleeding  about  the  T-tube  and 
some  gastrointestinal  bleeding.  His  stools  revealed 
4 plus  blood,  and  his  vomitus  contained  blood.  He 
expired  on  November  16,  1956,  after  multiple  trans- 
fusions which  at  first  seemed  to  control  his  dimin- 
ished circulatory  volume.  At  autopsy  the  stomach, 
duodenum,  and  small  and  large  bowels  were  filled 
with  blood.  No  intrinsic  lesion  was  found  in  the 
stomach  or  intestines  to  account  for  the  hemorrhage. 
The  common  and  hepatic  ducts  were  filled  with  blood 
and  at  a point  where  the  T-tube  entered  the  common 
duct  the  wall  of  the  hepatic  artery  was  deficient. 
This  eroded  artery  was  the  source  of  the  exsangui- 
nating hemorrhage. 

Summary 

Gastrointestinal  hemorrhage  of  biliary  tract 
origin  is  an  uncommon  but  not  too  rare  occur- 
rence. It  is  well  to  bear  in  mind  this  elusive  cause 
of  bleeding  when  confronted  with  gastrointestinal 
hemorrhage  of  unknown  etiology.  The  most 
common  causes  of  intrahepatic  and  extrahepatic 
sources  are  listed.  Two  cases  are  reported  which 
illustrate  this  phenomena. 
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Women  More  Prone  to  Rheumatic  Disease 


Women  are  more  prone  to  rheumatic  disease  than 
men.  Two  out  of  every  three  persons  affected  by  the 
disease  are  women.  Moreover,  incidence  among 


women  is  higher  in  all  forms  of  rheumatic  disease 
“except  rheumatic  heart  disease  and  rheumatic  fever 
with  heart  involvement.” — Patterns  of  Disease 
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REGENT  ADVANCES  IN 
MEDICINE  AND  SURGERY 

A series  of  review  articles  dealing  with  medical  progress 

ROBERT  TURELL;  M.D.,  Editor 


The  Use  of  Absorbable  Gelatin  Film  ( Gelfilm ) in  Ophthalmic 

Surgery 


JOSEPH  LAVAL,  M.D.,  NEW  YORK  CITY 


(From  the  Eye  Service , Mount  Sinai  Hospital ) 


Gelfilm  is  a sterile,  nonantigenic,  absorb- 
able film,  approximately  0.075  mm.  in 
thickness,  made  from  pig  gelatin.  While  dry, 
it  feels  and  behaves  like  cellophane  of  approxi- 
mate thickness;  when  wet,  it  assumes  a soft, 
rubbery  consistency,  which  allows  it  to  be 
fitted  to  any  body  surface.  Its  rate  of  absorption 
|j  in  the  body  varies  with  the  tissue  in  which  it  is 
implanted,  being  anywhere  from  one  to  six 
months. 

Using  Gelfilm  in  dogs  to  replace  dura,  Scheuer- 
man  and  his  associates1  found  that  in  animals 
killed  fifteen  to  twenty-eight  days  postopera- 
tively,  the  intact  Gelfilm  was  found  encased  in 
an  envelope  of  connective  tissue,  the  outer 
layer  adherent  to  temporal  muscle  and  the  inner 
overlying  the  brain,  from  which  it  was  separated 
by  a clear  area  without  any  adhesions.  In 
seventy-day-old  wounds  they  found  only  iso- 
lated fragments  of  Gelfilm.  Amazingly  enough, 

I the  fibrous  tissue  envelope,  where  the  Gelfilm 
had  been,  maintained  a separation  between  the 
outer  and  the  inner  layer,  the  latter  layer  being 
continuous  with  intact  dura.  Microscopically 
the  cellular  reaction  was  minimal,  consisting  of  a 
few  round  cells,  an  occasional  polymorphonuclear 
cell,  but  no  giant  cells.  This  lack  of  cellular  re- 
action applied  to  all  animals  regardless  of  when 
they  were  killed. 


Weisel  and  his  associates2  obtained  similar 
results  when  working  with  Gelfilm  as  a sub- 
stitute for  human  pleura.  Thus,  adhesions 
between  dura  and  brain,  and  pleura  and  lung, 
were  apparently  prevented  by  Gelfilm. 

Weinmann  and  Correli,3  working  on  Gelfilm 
implants  in  muscles,  found  that  the  site  where 
the  absorbed  Gelfilm  had  been  was  similar 
microscopically  to  a lesion  created  by  merely 
separating  the  muscle  fibers. 

Here  is  a material  which  is  ideally  suited  to 
ocular  surgery  in  view  of  its  nonantigenicity, 
its  lack  of  undue  inflammatory  reaction,  and 
its  slow  absorbability,  leaving  a clear  space 
beneath  it.  It  is  used  in  glaucoma  surgery 
where  an  iris  inclusion  operation  is  performed  to 
prevent  adhesions  between  the  conjunctiva 
and  sclera.  This  has  been  reported  in  the 
Archives  of  Ophthalmology 4 and  has  been  used 
quite  extensively.  In  this  procedure  the  Gelfilm 
is  put  in  place  after  the  iris  has  already  been 
prolapsed  over  the  sclera.  A small  strip  measur- 
ing about  8 by  3 mm.  is  placed  over  the  iris  and 
sclera,  and  then  the  conjunctiva  is  sewn  into 
place  over  the  Gelfilm  (Fig.  1).  The  Gelfilm 
absorbs  very  slowly  in  two  to  three  months 
leaving  a clear  filtration  area  with  no  adhesions 
(Fig.  2).  There  is  never  any  reaction  from  the 
Gelfilm.  Figure  3 shows  the  appearance  of 
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Fig.  1.  Gelfilm  being  placed  over  iris  and  sclera. 
(. Reprinted  with  permission  from  the  Archives  of  Ophthal- 
mology 54:  677  (Nov.)  1955.)* 


the  eye  three  months  later  after  the  Gelfilm  has 
been  entirely  absorbed. 

Gelfilm  is  also  used  in  cases  of  detached  retina. 
After  the  diathermy  punctures  have  been  made, 
with  or  without  scleral  resection  or  a vitreous 
implant  and  before  the  individual  rectus  muscles 
are  sutured  back  to  their  original  insertions,  a 
flat  piece  of  Gelfilm  is  placed  against  the  sclera 
under  the  muscle.  The  muscle  is  sewn  over 
the  underlying  Gelfilm.  A separate  piece  of 
Gelfilm  is  then  placed  between  the  muscle  and 
the  conjunctiva,  and  the  conjunctiva  is  sewn 
over  the  Gelfilm.  This  prevents  adhesions  of 
the  muscle  to  the  sclera  and  prevents  adhesions 
of  conjunctiva  to  muscle  and  to  sclera.  If  a 
secondary  operation  is  necessary,  and  it  is  often 
necessary  in  detachment  surgery,  it  is  quite 
easy  to  dissect  the  conjunctiva  and  the  muscles 
free  without  any  undue  bleeding  because  ad- 
hesions have  been  prevented  by  the  Gelfilm. 
When  the  secondary  operation  is  performed,  it 
is  found  that  the  Gelfilm  is  quite  fragmented 
and  partially  absorbed  with  no  conjunctival 
or  muscle  adhesions.  We  are  using  it  now 
routinely  in  all  detachment  surgery. 

In  cyclodiathermy  operations  the  Gelfilm  is 
placed  over  the  sclera  before  the  conjunctiva  is 
sewn  into  place.  This  again  prevents  adhesions 
of  conjunctiva  to  sclera.  Some  of  the  patients 
on  whom  cyclodiathermy  is  done  have  absolute 


Fig.  2.  Gelfilm  forms  no  adhesions  and  leaves  a 
clear  filtration  area.  (Reprinted  with  permission  from 
the  Archives  of  Ophthalmology  54:  677  (Nov.)  1955.)* 


Fig.  3.  Eye  after  Gelfilm  has  been  entirely  ab- 
sorbed. (Reprinted  with  permission  from  the  Archives 
of  Ophthalmology  54:  677  (Nov.)  1955.)* 


glaucoma,  and  often  these  eyes  are  enucleated 
when  it  is  found  that  the  cyclodiathermy  did 
not  give  the  patient  sufficient  relief.  It  is  then 
difficult  to  free  the  conjunctiva  from  the  globe 
unless  Gelfilm  was  used  to  prevent  adhesions. 
This  is  extremely  important,  otherwise  there 
will  not  be  enough  conjunctiva  for  a pro  thesis 
as  a contracted  socket  develops. 

We  are  now  using  Gelfilm  routinely  in  all  our 
ocular  muscle  surgery.  After  the  muscle  has 
been  freed  and  the  sutures  placed  in  the  muscle, 
the  Gelfilm  is  placed  between  the  muscle  and 
the  sclera.  The  sutures  are  then  taken  either 
through  the  stump  or  through  the  sclera.  After 
the  muscle  is  tied  into  place,  another  strip  of 
Gelfilm  is  placed  over  the  muscle  between  muscle 
and  conjunctiva.  The  conjunctiva  is  finally 
sewn  over  the  Gelfilm.  In  this  way,  adhesions 
are  prevented  between  the  muscle  and  the  sclera, 
and  better  motility  is  obtained. 

The  beneficial  effects  of  Gelfilm  are  not  wholly 
appreciated  unless  the  surgeon  has  had  personal 
experience  with  it.  It  is  extremely  pliable, 
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very  easy  to  handle,  and  does  not  interfere 
with  the  smoothness  of  the  operation.  It  is 
now  supplied  in  ophthalmic  sterile  packages 
and  is  quite  economical. 

136  East  64th  Street 
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(Number  forty-one  of  a series  on  Recent  Advances  in  Medicine  and  Surgery ) 


Drop  in  Tuberculosis  Patients 


A 16  per  cent  decrease  in  the  average  daily  number 
of  tuberculosis  patients  in  Veterans  Adminstration 
hospitals  since  1954  has  been  reported. 

The  daily  average  dropped  from  15,221  in  fiscal 
year  1954  to  12,715  in  fiscal  year  1957,  although  the 
number  of  admissions  and  discharges  of  tuberculosis 
patients  over  the  same  period  remained  the  same. 

The  average  daily  decrease  resulted  from  a re- 
duction of  length  of  stay  due  to  drug  treatment  pio- 
neered by  Veterans  Administration  research,  plus  a 
Veterans  Administration  program  that  permits  tu- 
berculosis patients  to  return  home  while  they  are 
under  drug  therapy. 

While  the  average  period  of  tuberculosis  drug 
treatment  is  eighteen  to  twenty-four  months,  many 
tuberculosis  patients  can  leave  the  hospitals  after 


eight  or  nine  months,  provided  they  continue  to  re- 
ceive adequate  medical  supervision. 

To  prevent  holding  patients  in  the  hospital  when 
they  require  only  occasional  observation  or  treat- 
ment, a program  called  “completion  of  bed- 
occupancy  care”  has  been  developed  by  the  Veterans 
Administration  over  the  years. 

Under  this  program,  certain  tuberculosis  patients 
may  leave  the  hospital  and  return  for  completion  of 
treatment,  particularly  in  areas  where  community 
resources  for  follow-up  care  are  inadequate. 

This  form  of  completion  of  hospital  treatment  also 
is  used  for  psychiatric  patients  on  trial  visit  to  their 
communities,  for  cancer  patients,  and  for  others  with 
long-term  illnesses. — Information  Service , Veterans 
A dministration 
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ROSWELL  PARK  MEMORIAL  INSTITUTE 
BUFFALO,  NEW  YORK 

Conducted  by  john  w.  pickren,  m.d.  November  23,  1957 

Discussed  by  joseph  sokal,  m.d. 


Case  Report 

This  fifty-eight-year-old,  obese,  white  male 
was  first  seen  at  the  Roswell  Park  Memorial 
Institute  with  chief  complaints  of  anorexia  and 
dark  urine  of  four  weeks  duration.  Within  seven 
to  ten  days  he  developed  pain  in  the  left  side  of 
the  midabdomen,  radiating  to  the  left  lower 
anterior  chest.  His  stool  became  small  and  clay- 
colored,  and  diarrhea  appeared.  He  noticed  a 
yellow  discoloration  of  the  skin.  He  had  no 
itching  and  no  chills. 

Physical  examination  revealed  a deeply  icteric, 
chronically  ill  individual  without  evidence  of 
scratch  marks  on  the  skin.  His  blood  pressure 
was  162/100  mm.  Hg,  temperature  98.6  F., 
and  pulse  rate  100  per  minute.  Deep  tenderness 
was  present,  and  a sense  of  resistance  was  felt 
just  to  the  left  of  and  slightly  above  the  um- 
bilicus. The  fiver  and  spleen  were  not  palpable. 
The  patient’s  past  history  revealed  that  he  was 
diabetic,  but  he  did  not  require  insulin. 

On  the  first  hospital  day  about  15  ml.  of 
fluid  was  obtained  by  paracentesis,  although  it 
was  felt  that  there  was  much  more  ascitic  fluid. 
Exfoliative  cytology  studies  on  this  fluid  re- 
vealed “no  tumor  cells.”  On  the  second  hos- 
pital day  laboratory  analyses  revealed  a blood 
sugar  of  84  mg.  per  cent,  plasma  chlorides  103 
mEq.  per  liter,  serum  potassium  4.5  mEq.  per 
liter,  and  total  proteins  of  6.93  Gm.  per  cent. 
His  serum  phosphatase  was  30.6  alkaline  units, 
and  the  Vandenberg  was  19.6  mg.  per  cent  in 
one  minute  and  27  mg.  per  cent  at  thirty  min- 
utes. A hemogram  showed  7,200  leukocytes, 


12  Gm.  of  hemoglobin,  and  a normal  differential 
count,  except  for  13  monocytes.  In  a Brom- 
sulphalein  test  67.5  per  cent  of  the  dye  was 
still  retained  forty-five  minutes  after  the  in- 
jection. Prothrombin  time  was  twenty-five 
seconds  with  a control  of  13.5  seconds.  Ceph- 
alin  flocculation  was  3 plus.  Serum  amylase 
units  were  288.  His  blood  lipase  was  2.94 
units.  His  nonprotein  nitrogen  was  61  mg. 
per  cent.  No  urobilinogen  was  present  in  the 
urine. 

Prior  to  hospitalization  here,  his  thymol 
turbidity  was  15  units,  serum  alkaline  phos- 
phatase 15.5  King-Armstrong  units,  icteric 
index  120,  cephafin  flocculations  after  twenty-four 
hours  4 plus, and  a transaminase  168  units. 

X-ray  studies  revealed  marked  upward  dis- 
placement of  the  body  of  the  stomach.  The 
duodenal  sweep  had  a peculiar  appearance  and 
was  markedly  displaced  to  the  right  and  down- 
ward. There  was  evidence  to  suggest  pressure 
of  the  gallbladder  on  the  duodenal  bulb.  These 
films  were  interpreted  to  show  a space  consuming 
retroperitoneal  mass. 

The  patient  appeared  to  be  doing  well  until 
his  twelfth  hospital  day,  when  he  became  som- 
nolent and  restless.  At  this  time  the  abdomen 
was  larger  and  more  tense.  His  temperature 
remained  normal  throughout  his  hospitaliza- 
tion, but  his  pulse  gradually  rose  until  it  was 
120  per  minute.  His  nonprotein  nitrogen  rose 
to  78  mg.  per  cent.  By  a second  paracentesis 
on  the  twelfth  hospital  day,  60  ml.  of  straw- 
colored  fluid  was  obtained.  Exfoliative  cytol- 
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ogy  studies  revealed  “no  tumor  cells.”  At 
this  time  the  liver  was  soft  and  enlarged.  It 
was  palpable  approximately  4 cm.  below  the 
right  costal  margin.  He  became  extremely 
restless  and  apprehensive.  Restraints  were  nec- 
essary. He  became  semicomatose  and  ter- 
minally developed  a deep  coma.  He  died  on 
the  fourteenth  hospital  day. 

Dr.  Joseph  Sokal:  This  case  represents 

the  problem  of  differential  diagnosis  in  a chron- 
ically ill  patient  with  severe  increasing  jaundice 
of  rather  insidious  onset.  The  pain  just  to 
the  left  of  the  midline  and  the  tenderness  and 
sense  of  resistance  to  the  left  and  slightly  above 
the  umbilicus  suggest  that  his  disease  process  is 
: not  limited  to  the  liver.  The  acholic  stools 
indicate  that  bilirubin  was  not  reaching  his 
intestinal  tract.  The  history  of  diarrhea  is  not 
helpful  in  the  diagnosis.  The  statement  that 
his  stools  were  small  may  mean  that  the  di- 
ameter of  the  specimen  was  decreased  or  that 
there  was  a decrease  in  total  fecal  output.  The 
latter  could  easily  be  explained  by  his  anorexia, 
and  I accept  that  explanation,  since  there  is  no 
other  evidence  that  the  terminal  portion  of  his 
bowel  was  stenotic. 

It  is  of  some  interest  that  he  was  a diabetic 
and  that  his  blood  sugar  was  later  found  to  be 
normal.  This  blood  sugar  was  apparently  a 
fasting  specimen  on  the  second  hospital  day. 

| His  diabetes  must  have  been  mild,  since  he 
| never  took  insulin.  Mild  diabetes  of  this  sort 
is  quite  common  in  obese,  middle-aged  people, 

| and  it  very  often  will  respond  to  food  restriction 
alone.  I should  expect  that  the  month  of 
anorexia  and  diminished  food  intake  was  suf- 
ficient  to  reduce  his  fasting  blood  sugar  to  normal. 
It  is  probable  that  a glucose  tolerance  test  would 
have  demonstrated  a diabetic  pattern. 

The  patient  was  jaundiced.  Jaundice  is 
! caused  by  the  deposition  of  bile  pigments  in  the 
skin.  Pigments  are  formed  by  the  destruction  of 
the  hemoglobin  molecule,  yielding  iron  which  is 
conserved,  globin  which  is  metabolized,  and 
porphyrins  which  are  converted  into  bilirubin. 
The  liver  excretes  the  bilirubin  through  the 
biliary  tract  to  the  intestine.  In  the  intestine, 
bilirubin  is  reduced,  in  part,  to  a colorless 
j compound,  urobilinogen,  which  is  of  clinical 
importance.  Urobilinogen  is  reabsorbed  from 
the  intestine,  recirculated  and  re-excreted  by 
the  liver  and  the  kidney.  This  excretion  through 
the  kidney  is  very  convenient  because  we  can 
determine  urinary  urobilinogen  and  thereby 


get  an  idea  as  to  what  is  happening  to  the  ex- 
cretory pattern  of  bilirubin.  Bilirubin  may  be 
converted  to  other  pigmented  compounds,  such 
as  bili verdin.  Bile  salts  are  also  formed  by  the 
liver.  The  itching  of  jaundice  is  not  related  to 
the  amount  of  bilirubin  but  to  the  bile  salts 
deposited  in  the  skin.  Therefore,  the  degree  of 
itching  depends  on  the  amount  of  bile  salts 
formed  and  retained. 

Bilirubin  itself  is  not  particularly  soluble 
in  water,  but  when  conjugated  to  glucuronic 
acid  in  the  liver,  it  is  soluble.  The  van  den 
Bergh  reaction,  used  to  quantitate  the  amount  of 
jaundice,  depends  on  the  production  of  an  azo 
dye  from  bilirubin.  The  dye  produced  can  be 
measured  accurately  in  mg.  per  cent.  If  the 
bilirubin  has  not  been  converted  to  glucuronide 
by  the  liver,  the  diazotization  reaction  in  aqueous 
solution  will  proceed  slowly  because  of  the  in- 
solubility of  bilirubin.  It  will  take  thirty 
minutes  for  the  full  color  to  develop.  If  alcohol 
is  added  to  the  medium,  the  bilirubin  becomes 
soluble,  and  the  reaction  proceeds  rapidly.  A 
reading  after  thirty  minutes  of  reaction  at  room 
temperature,  or  after  the  addition  of  alcohol 
to  the  medium,  is  reported  as  “indirect”  van 
den  Bergh.  If,  however,  the  bilirubin  has 
been  conjugated  by  the  liver  to  soluble  bilirubin 
glucuronide,  the  diazotization  proceeds  quickly 
without  adjuvants,  and  the  full  color  develops 
within  one  minute.  The  reading  at  this  time  is 
reported  as  “direct”  van  den  Bergh.  Thus, 
the  amounts  of  direct  and  indirect  reacting 
bilirubin  reflect  the  degree  of  bilirubin  con- 
jugation by  liver  cells. 

Jaundice  may  be  classified  into  three  cate- 
gories: (1)  prehepatic,  (2)  hepatocellular,  and 

(3)  posthepatic. 

In  prehepatic  jaundice,  excess  serum  bilirubin 
is  present  because  the  production  of  bilirubin 
has  exceeded  the  excretory  capacity  of  the 
normal  liver.  The  liver  is  excreting  at  a max- 
imum rate;  therefore,  the  stool  is  highly  pig- 
mented, and  the  stool  and  urine  contain  large 
quantities  of  urobilinogen. 

In  hepatocellular  jaundice,  the  liver  cells  are 
damaged  so  that  excretion  of  bilirubin  is  in- 
adequate. Some  bile  is  excreted  in  the  stool, 
but  obviously,  the  quantities  excreted  cannot 
be  completely  normal,  or  jaundice  would  not 
occur.  There  is  a whole  battery  of  tests  to  be 
used  to  determine  liver  cell  damage:  cephalin 
flocculation,  thymol  turbidity,  transaminase, 
alkaline  phosphatase,  etc.  Hepatocellular  jaun- 
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dice  can  be  diagnosed  when  one  finds  evidence 
of  liver  cell  damage  but  no  evidence  of  inter- 
ference with  the  flow  of  bile.  Urobilinogen 
should  be  present  in  the  urine,  although  the 
quantity  would  be  reduced. 

In  posthepatic  jaundice,  bilirubin  is  produced 
in  normal  amounts,  and  liver  cells  are  function- 
ing properly,  but  the  channels  for  excretion  of 
the  bilirubin  are  obstructed.  Since  excretion  is 
impossible,  bilirubin  and  related  compounds  are 
retained  in  the  blood.  Posthepatic  jaundice 
is  subdivided  into  two  categories:  (1)  intrahe- 
patic,  although  it  is  posthepatic  in  the  sense 
that  it  is  beyond  the  liver  cell,  and  (2)  extrahe- 
patic. 

In  the  intrahepatic  type  of  obstruction,  there 
is  no  common  duct  obstruction,  but  there  is 
stasis  of  bile  in  the  small  canaculi  of  the  liver. 
This  is  the  mechanism  of  chlorpromazine  and 
methyltestosterone  jaundice.  In  the  extrahe- 
patic  type  of  obstruction,  the  bile  passages  in 
the  liver  are  patent,  but  the  extrahepatic  biliary 
passage  is  obstructed. 

Theoretically,  it  should  be  easy  to  determine 
exactly  the  mechanism  of  jaundice.  In  actual 
practice  it  is  sometimes  easy  and  sometimes  not. 
Prehepatic  jaundice  can  be  differentiated  readily 
from  the  other  two  types.  However,  it  is  often 
very  difficult  to  distinguish  between  hepato- 
cellular and  posthepatic  jaundice.  In  diseases 
that  cause  hepatocellular  jaundice,  there  may 
also  be  evidence  of  obstruction,  and  in  diseases 
that  cause  obstructive  jaundice,  there  may  be 
changes  related  to  cellular  damage.  It  is  the 
rule,  rather  than  the  exception,  for  a patient 
with  acute  viral  hepatitis  during  part  of  his 
course  to  have  acholic  stools  and  absence  of 
urinary  urobilinogen.  These  abnormalities  are 
due  to  the  edema  and  inflammatory  reaction, 
which,  in  effect,  blocks  bile  flow.  Conversely, 
the  obstruction  of  bile  flow  in  posthepatic  jaun- 
dice results  in  liver  cell  damage.  If  the  patient  is 
seen  early  in  the  course  of  his  disease,  a clear 
differentiation  between  hepatocellular  and  post- 
hepatic jaundice  may  be  made.  However, 
most  patients  when  they  enter  the  hospital  for 
diagnostic  work-up,  have  evidence  both  of 
hepatic  damage  and  of  biliary  obstruction. 

Now,  let  us  apply  this  information  to  the 
patient  under  consideration.  Prehepatic  jaun- 
dice (e.g.,  hemolytic  jaundice)  can  easily  be 
excluded  because  there  is  no  evidence  of  major 
blood  destruction  (his  hemoglobin  was  12  Gm.) 
and  no  evidence  of  excessive  excretion  of  biliru- 


bin. On  the  contrary,  there  is  evidence  of 
reduced  excretion,  for  his  stools  were  acholic, 
and  there  was  no  urobilinogen  in  the  urine. 
Therefore,  our  problem  is  to  decide  whether 
this  patient  had  hepatocellular  or  posthepatic 
jaundice.  Some  of  the  laboratory  tests  are 
superfluous,  and  others  have  been  omitted. 
The  total  proteins  were  normal.  I would  ven- 
ture a guess  that  if  albumin  and  globulin  had 
been  determined  separately,  they  would  have 
been  abnormal;  namely,  decreased  albumin 
and  increased  globulin.  An  alkaline  phos- 
phatase of  30.6  King-Armstrong  units  is  dis- 
tinctly abnormal.  This  abnormality  is  ex- 
pected because  alkaline  phosphatase  is  excreted 
in  the  bile  and  is  also  increased  in  liver  cell 
damage.  The  Bromsulphalein  test  is  a com- 
plete waste  of  time,  since  Bromsulphalein  is 
excreted  through  the  biliary  tract  and  is  re- 
tained in  both  hepatocellular  and  obstructive 
jaundice.  Therefore,  this  high,  forty-five  minute 
serum  level  of  Bromsulphalein  proved  only  one 
thing — it  proved  that  the  dye  was  actually  in- 
jected into  a vein.  The  abnormal  prothrombin 
time  does  not  help  us  much.  Liver  damage 
will  reduce  prothrombin,  but  biliary  obstruction 
with  deficiency  of  bile  in  the  gastrointestinal 
tract  to  help  absorption  of  vitamin  K will  also 
reduce  prothrombin.  The  markedly  elevated 
van  den  Bergh  indicates  that  the  jaundice  was 
severe  and  unremitting.  The  high  direct  re- 
acting fraction  means  that  bilirubin  was  con- 
jugated with  glucuronic  acid  by  this  patient’s 
liver,  but  it  was  not  excreted.  Cephalin  floc- 
culation was  4 plus  and  3 plus,  thymol  turbidity 
was  elevated,  his  stools  were  acholic,  and  his 
urine  did  not  have  urobilinogen.  Thus,  this 
patient  shows  evidence  of  both  hepatic  cell 
damage  and  posthepatic  obstruction. 

When  the  picture  is  mixed  as  seen  here,  it  is 
a problem  to  decide  where  the  process  really 
started.  In  the  usual  case  of  .hepatocellular 
jaundice,  the  obstruction  is  not  permanent, 
and  some  bile  does  get  through  after  a period  of 
time.  On  the  other  hand,  if  complete  obstruction 
has  persisted  for  as  long  as  a month,  it  is  quite 
likely  that  evidence  of  liver  cell  damage  will 
develop.  Therefore,  I feel  that  this  patient  had 
obstruction  to  his  biliary  outflow  with  secondary 
liver  cell  damage. 

We  must  now  decide  the  cause  of  the  ob- 
struction. The  serum  lipase  and  amylase  ele- 
vations suggest  pancreatic  disease.  In  addition, 
this  patient  had  pain  to  the  left  of  the  midline, 
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and  the  examiner  felt  a sense  of  resistance  in 
this  area.  These  findings  suggest  a deep-seated 
abdominal  mass  or  peritoneal  irritation.  With 
the  knowledge  that  there  was  pancreatic  dis- 
ease, I would  assume  that  his  pain  and  ab- 
dominal mass  were  related  to  the  pancreas. 

Before  I go  any  further,  I should  make  one 
gratuitous  comment  concerning  the  problem  of 
a jaundiced  patient.  If  the  clinical  and  lab- 
oratory evidence  suggests  posthepatic  obstruc- 
tion, the  best  diagnostic  “test”  at  that  time  is 
laparotomy,  because  if  the  jaundice  is  allowed 
to  continue,  the  patient  will  sustain  liver  damage. 
Furthermore,  as  long  as  the  complete  obstruction 
continues,  the  physical  condition  of  the  patient 
will  deteriorate.  So  as  a general  rule,  once  one 
is  reasonably  sure  that  the  patient  has  obstructive 
jaundice  (unless  it  is  of  the  intrahepatic  type, 
such  as  chlorpromazine  jaundice),  laparotomy 
should  be  performed.  One  must  be  sure,  how- 
ever, that  the  patient  does  not  have  viral  hepa- 
titis, because  such  patients  do  not  tolerate 
surgery  well.  In  such  cases  one  should  wait  to 
see  if  the  jaundice  subsides.  If  there  is  im- 
provement, laparotomy  should  not  be  performed. 
However,  in  this  case  I don’t  think  he  had  viral 
hepatitis,  and  I would  have  recommended  lap- 
arotomy fairly  early  in  his  present  hospitalization. 

This  patient  had  a lesion  that  produced  com- 
plete biliary  tract  obstruction,  pancreatic  damage 
(this  would  be  either  through  obstruction  of 
pancreatic  ducts  or  through  actual  infiltration 
of  the  pancreas),  and  an  abdominal  mass.  At 
this  point,  I should  like  to  see  the  roentgeno- 
grams. 

Dr.  Ralph  Lilienfeld:  Examination  of  the 
esophagus  and  stomach  showed  no  evidence  of 
any  abnormality  fluoroscopically.  The  duo- 
denal bulb,  on  the  other  hand,  showed  evidence 
of  extrinsic  pressure  on  the  superior  aspect  by 
the  gallbladder.  Furthermore,  this  study  in- 
dicated that  the  duodenal  loop  was  widened  and 
deformed  by  extrinsic  pressure  on  its  concave 
aspect  (Fig.  1).  Such  findings  are  strongly  sug- 
gestive of  a retroperitoneal  mass.  The  chest 
film  shows  elevation  of  the  left  hemidiaphragm 
that  may  have  some  direct  clinical  bearing  on 
this  case  in  that  such  a finding  is  suggestive 
of  intra-abdominal  disease.  Furthermore,  the 
scout  film  of  the  abdomen  shows  some  dilata- 
tion by  air  of  the  midportion  of  the  trans- 
verse colon  and  the  splenic  flexure.  Since  the  re- 
mainder of  the  transverse  colon  is  essentially 
devoid  of  the  air,  this  finding  is  suggestive  of 


Fig.  1.  The  duodenal  loop  is  widened  and  deformed 
by  extrinsic  pressure. 


a localized  inflammatory  reaction  in  the  region 
of  the  midabdomen.  These  findings,  taken  in 
conjunction  with  the  apparent  widening  of  the 
duodenal  loop  and  extrinsic  pressure  on  the 
medial  aspect  of  the  duodenal  loop,  are  strongly 
suggestive  of  pancreatitis. 

Now,  the  differential  diagnosis  of  a retro- 
peritoneal mass  that  causes  extrinsic  pressure  on 
the  second  portion  of  the  duodenum  includes  a 
primary  pancreatic  malignancy.  We  are  very 
reticent  to  accept  a widening  of  the  duodenal 
loop  as  pathognomonic  of  primary  pancreatic 
malignancy  because  we  have  found  that  it  is  an 
inconsistent,  variable,  and  misleading  finding. 
However,  if  the  widening  is  associated  with 
evidence  of  small  nodular  impressions  or  ul- 
cerations on  the  medial  aspect  of  the  duodenal 
loop,  pancreatic  malignancy  is  most  likely. 
No  indentations  are  noted  in  these  films.  There- 
fore, the  x-ray  findings  are  not  characteristic  of 
a primary  pancreatic  malignancy.  In  summary, 
I believe  that  the  roentgenographic  examination 
is  more  consistent  with  pancreatitis  than  any 
other  diagnosis. 

Dr.  Sokal:  The  roentgenograms  are  not  too 
helpful.  From  the  protocol,  I had  assumed 
that  Dr.  Lilienfeld  would  be  more  positive 
about  a mass  in  the  area  of  the  head  of  the  pan- 
creas. He  does,  however,  give  us  Courvoisier’s 
sign  (dilated  gallbladder),  suggestive  of  malig- 
nancy of  the  head  of  the  pancreas.  The  as- 
cites is  not  too  rewarding  either  because  as- 
cites occurs  in  a number  of  diseases:  pancreati- 
tis, carcinoma  of  the  pancreas,  carcinoma  of 
the  liver  involving  the  porta  hepatis,  lympho- 
sarcoma, and  metastatic  carcinoma  to  the  peri- 
toneum. The  absence  of  tumor  cells  in  the 
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ascitic  fluid  is  not  too  helpful  because  in  many 
patients  with  extensive  peritoneal  carcinoma- 
tosis, no  tumor  cells  are  found. 

I feel  that  this  patient  had  a tumor,  probably 
malignant,  because  it  is  quite  unusual  for  a 
benign  tumor  to  do  this  much  damage  so  rap- 
idly. An  inflammatory  mass  would  be  expected 
to  give  more  signs  of  acute  infection.  This 
tumor  should  be  a carcinoma  of  the  pancreas. 
His  elevated  nonprotein  nitrogen  was  due  to 
cholemic  nephrosis. 

Dr.  Charles  Ross:  In  an  advanced  car- 
cinoma of  the  pancreas,  would  you  expect  the 
serum  amylase  to  be  elevated? 

Dr.  Sokal:  Obviously,  if  the  pancreas  were 
entirely  destroyed  by  the  carcinoma,  there 
would  be  no  amylase  in  the  blood  stream.  Also 
obviously,  since  in  this  patient  the  amylase  was 
increased,  he  had  intact  pancreatic  tissue  which 
produced  the  amylase.  In  such  a case  the  pan- 
creatic duct  may  be  obstructed  by  the  neoplasm 
and  thereby  excess  amylase  may  be  absorbed 
into  the  blood  stream  from  these  dilated  ducts. 

Dr.  Ben  Harned:  Dr.  Sokal,  how  do  you 
rule  out  the  diagnosis  of  acute  pancreatitis? 

Dr.  Sokal:  Classic  acute  pancreatitis  has 
an  acute  onset  with  a severely  ill  patient  at  or 
near  the  onset  of  his  disease.  The  patient  is 
apt  to  be  admitted  as  a surgical  emergency  with 
a rigid  abdomen,  shock,  and  leukocytosis.  This 
patient’s  symptoms  do  not  meet  these  criteria. 
Subacute  pancreatitis,  however,  may  cause  a 
clinical  course  similar  to  the  one  in  this  patient. 
If  my  diagnosis  is  correct,  the  patient  had  sub- 
acute pancreatitis  caused  by  his  malignant 
tumor.  Subacute  or  chronic  pancreatitis  alone 
does  not  cause  biliary  obstruction  and  intense 
jaundice  for  so  long  a period. 

Dr.  Eugene  R.  Studenski:  Why  didn’t  the 
surgeons  operate  on  this  patient? 

Dr.  James  Grace:  Jaundice  is  not  a surgical 
emergency.  If  there  is  doubt  as  to  the  type  of 
nature  of  the  jaundice,  it  is  far  better  to  wait  one 
to  four  weeks  to  differentiate  between  a surgical 
lesion  and  viral  hepatitis,  since  one  will  do  more 
harm  operating  on  a patient  suffering  from  viral 
hepatitis  than  one  will  do  by  observing  a patient 
with  obstructive  jaundice  for  a short  period. 

Dr.  Sokal  : As  a rebuttal,  however,  the  longer 
one  delays  the  operation  in  a case  of  obstructive 
jaundice,  the  poorer  the  patient’s  general  condi- 
tion becomes.  His  prothrombin  time,  serum 
proteins,  and  all  of  his  liver  functions  are  daily 
becoming  worse  without  any  method  of  really 


Fig.  2.  The  duodenal  loop  is  widened  by  a large  head 
of  the  pancreas. 


improving  these  factors  except  by  correcting  the 
anatomic  defect.  Therefore,  after  a reasonable 
delay  period,  one  has  no  choice  but  to  explore  the 
patient  in  order  to  make  a diagnosis. 

Dr.  John  W.  Pickren:  Dr.  Sokal,  explain  why 
a needle  biopsy  of  the  liver  should  not  have  been 
performed  in  this  patient. 

Dr.  Sokal:  A needle  biopsy  of  the  liver  is  con- 
traindicated in  a patient  thought  to  have  biliary 
obstruction  because  bile  peritonitis  may  ensue  as 
a result  of  leakage  of  bile  (which  is  under  in- 
creased pressure)  through  the  needle  hole.  This 
complication  is  often  fatal. 

A stool  examination  should  be  made  more  often 
in  patients.  In  this  patient,  such  an  examina- 
tion might  have  helped  a great  deal.  We  would 
know  whether  he  had  complete  and  unremitting 
biliary  obstruction,  which  is  the  rule  in  jaundice 
due  to  pancreatic  carcinoma,  or  whether  his  ob- 
struction was  transient,  as  in  viral  hepatitis. 
Positive  tests  for  occult  blood  would  have  sug- 
gested a malignancy  of  the  biliary  tract  or  the 
ampulla  of  Vater.  Search  for  undigested  pro- 
tein and  fat  would  have  given  us  more  evidence 
regarding  pancreatic  function. 

Dr.  Grace:  Lest  we  go  away  feeling  there  is 
absolutely  nothing  one  can  do  to  repair  the  rav- 
ages of  obstructive  jaundice  preoperatively,  I 
think  we  should  remember  that  a depressed  pro- 
thrombin time  does  not  necessarily  mean  exten- 
sive hepatocellular  damage.  Fat-soluble  vitamins 
are  not  absorbed  in  the  absence  of  bile.  Inter- 
muscular administration  of  vitamin  K many 
times  may  correct  the  prothrombin  deficiency. 

Dr.  Harned:  What  is  the  value  of  §erum 

transaminase  in  differentiating  between  viral 
hepatitis  and  obstructive  jaundice? 

Dr.  Sokal:  Serum  transaminase  is  elevated 
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Fig.  3.  Cut  surface  of  liver  shows  irregular  mottling 
and  round,  yellow  nodules  of  regeneration. 


both  in  hepatitis  and  in  obstructive  jaundice. 
However,  if  the  transaminase  is  very  high,  say 
500  units  or  more,  it  would  suggest  hepatitis. 
Serum  iron  determination  may  be  useful  to  dif- 
ferentiate between  hepatitis  and  obstructive 
jaundice.  The  serum  iron  is  characteristically 
elevated  in  serum  hepatitis. 

Dr.  Pickren:  At  autopsy  this  jaundiced,  obese 
man  had  1,700  cc.  of  yellow,  clear,  ascitic  fluid. 
His  sudden  turn  for  the  worse  on  the  twelfth 
hospital  day  can  be  ascribed  to  massive  bleeding 
from  an  acute  ulcer  of  the  esophagus.  Since  there 
were  no  inclusion  bodies  in  the  epithelium  adja- 
cent to  the  ulcer,  I cannot  suggest  a virus  as  the 
etiologic  agent,  and  I think  it  is  a stress  ulcer. 
The  abdominal  roentgenographic  picture  can  be 
explained  by  the  marked  enlargement  of  the  head 
of  the  pancreas  (Fig.  2).  Since  microscopically 


Fig.  4.  Cholestasis,  inflammatory  infiltrate,  and 
collapsed  liver  lobules  are  present. 


the  pancreas  had  an  intact  architecture,  this  en- 
largement represents  an  anatomic  variation. 

The  biliary  tract  was  completely  patent  and  of 
normal  size.  The  liver  was  small.  It  weighed 
1,175  Gm.  Grossly,  it  showed  yellowish-green 
discoloration  and  yellow  nodules  (Fig.  3).  Mi- 
croscopically, these  yellow  nodules  are  regenera- 
tive liver  parenchyma,  and  the  tissue  between 
these  nodules  is  the  collapsed  reticulum  frame- 
work of  the  liver.  Active  degeneration  of  liver 
cells  was  seen,  as  well  as  the  nodules  of  regenera- 
tion. Ductal  proliferation,  bile  stasis,  cholesta- 
sis, a collapse  of  the  reticulum  fibers,  and  scanty 
formation  of  collagen  were  also  predominant  fea- 
tures (Fig.  4).  The  kidneys  showed  marked 
cholemic  nephrosis.  In  severe  jaundice  the 
damage  to  the  kidneys  may  play  an  important 
role  in  the  death  of  the  patient. 

What  is  the  basic  disease  in  this  patient?  Ob- 
structive jaundice,  toxic  hepatitis,  neoplasia, 
parasitic  infection,  bacterial  infection,  and  rick- 
ettsial infection  are  readily  excluded  by  the  gross 
and  microscopic  findings.  The  viral  diseases, 
however,  must  be  considered  in  more  detail. 
Yellow  fever  would  be  most  unlikely  on  clinical 
grounds,  and  furthermore,  no  Councilman  bod- 
ies were  found.  The  most  common  and  most 
probable  etiologic  agents  are  the  viruses  of  serum 
homologous  jaundice  and  infectious  hepatitis. 
There  is  no  way  to  differentiate  between  these 
two  by  histologic  methods,  and  the  differentia- 
tion must  be  made  on  the  history.  There  is  no 
history  of  inoculations,  vaccinations,  transfu- 
sions, etc.  The  early  part  of  his  disease  is  not 
given  in  detail,  but  in  the  absence  of  a history 
suggestive  of  homologous  jaundice,  I believe  it  is 
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most  likely  that  this  patient  had  infectious  hepa- 
titis. 

Diagnoses 

Clinical. — ( 1 ) Carcinoma  of  the  head  of  the 


'pancreas,  {2)  cholemic  nephrosis. 

Dr.  Sokal. — (1)  Carcinoma  of  the  head  of  the 
pancreas,  (2)  cholemic  nephrosis. 

Pathologic. — (1)  Infectious  hepatitis,  (2)  cho- 
lemic nephrosis. 


Clinical  Use  of  ihe  Disposable  Artificial  Coil  Kidney 


In  the  space  of  one  year  52  patients — 29  with  acute 
renal  shutdown  and  23  with  chronic  renal  failure — 
have  been  treated  with  90  dialyses.  Of  the  29  acute 
cases,  15  recovered  and  three  others  might  have  sur- 
vived if  the  new  technic  of  early  dialysis  had  been 
fully  applied.  Of  the  23  patients  with  chronic  renal 
failure,  12  were  improved  on  discharge.  In  five  with 
intractable  hypotension,  arterial  pressure  was  in- 
creased during  dialysis  and  could  be  maintained  sub- 
sequently. Except  for  temporary  increases  in  blood 
pressure  during  the  procedure,  undesirable  reactions 
have  been  absent.  Employed  is  a disposable  “coil 
kidney”  described  by  the  author,  Dr.  William  J. 
Kolff,  of  the  Cleveland  Clinic  Foundation,  in  Cleve- 
land, Ohio.  Permanent  equipment  in  the  form  of 
pumps  for  blood  and  rinsing  fluid  is  still  required,  as 
well  as  a tank.  The  advantages  of  the  disposable 


unit  lie  chiefly  in  the  ease  of  operation  and  the  time 
saved  in  eliminating  the  need  of  cleaning,  sterilizing, 
and  setting  up.  Like  all  artificial  kidneys  now  used, 
it  functions  on  the  principle  of  dialysis  or  exchange 
through  a semi-permeable  membrane:  blood  on  one 
side  of  a cellulose  membrane  and  rinsing  fluid  on  the 
other.  Urea,  creatinine,  uric  acid,  and  phosphate  go 
through  while  plasma  proteins  and  protein-bound 
substances  are  held  back.  The  small  molecules  of 
urea,  etc.,  are  removed  from  the  blood  if  the  volume 
of  rinsing  fluid  is  large,  constantly  refreshed,  or  both, 
so  that  the  concentration  is  greater  in  the  blood  than 
the  rinse. 

Although  electrolytes  can  pass,  plasma  concen- 
trations can  be  controlled  by  adding  them  to  the 
rinsing  fluid. — Chicago  Medical  Society  Bulletin, 
October  5, 1957 
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The  literature  on  allergy  in  the  aged  is  sparse 
because  the  manifestations  of  allergy  are 
much  the  same  as  those  found  in  the  younger  age 
groups;  nevertheless,  there  are  some  aspects  of 
the  subject  worth  discussing. 

It  is  generally  recognized  that  some  diseases 
are  prone  to  occur  at  certain  periods  of  life. 
Thus  allergic  diseases  seem  to  be  predominantly 
a disturbance  of  the  young  and  middle-aged. 
This,  however,  does  not  mean  that  allergy  may 
not  manifest  itself  for  the  first  time  in  an  old 
person,  nor  that  the  various  allergies  may  not 
continue  to  be  active  in  the  later  years  of  life. 
The  incidence  of  certain  of  the  allergic  mani- 
festations differs,  however,  in  the  aged  as  com- 
pared to  young  people.  Moreover,  there  are 
certain  features  in  the  character  of  allergic  con- 
ditions in  the  aged  which  require  special  aware- 
ness on  the  part  of  the  physican  who  treats 
geriatric  patients.  Such  features  are  the  seem- 
ing benignity  of  allergy  in  general  in  old  people, 
the  difficulties  in  the  interpretation  of  skin  tests 
in  the  aged,  the  greater  hazard  to  the  life  of  the 
asthmatic  starting  late  in  life  as  compared  to 
the  hazard  to  the  young  asthmatic,  and  the  pre- 
cautionary measures  to  be  taken  in  the  medical 
management  of  allergy  in  the  aged. 


Attenuation  of  Symptoms 

It  seems  to  be  generally  true  that  in  patients 
who  have  had  allergies  from  early  life,  symptoms 
lessen  with  advancing  age  or  at  times  disappear 
entirely.  This  may  occur  without  specific 
treatment  or  general  allergic  management.  The 
loss  of  symptoms  with  age  may  come  about  be- 
cause specific  sensitivities  have  a tendency  to  be 
of  limited  duration  and  “wear  out,”  so  to  speak. 
It  may  at  times  take  many  years  for  this  to 
happen.  But  while  sensitivity  to  some  sub- 
stances disappears,  hypersensitiveness  to  others 
may  become  manifest.  There  is  also  the  pos- 
sibility for  sensitivities  to  take  new  forms;  that 
is,  to  produce  a new  type  of  clinical  response. 
A patient  may  cease  having  nasal  allergy  from 
a specific  food  but  find  that  he  now  gets  urti- 
caria or  gastrointestinal  symptoms  from  the 
same  substance. 

Why  this  apparent  “attenuation”  of  the 
allergic  state  occurs  is  not  clear.  It  might  be, 
but  we  have  no  proof,  that  as  a consequence  of 
the  aging  process,  in  some  individuals  the  cells  in 
the  shock  tissue,  due  to  endogenous  changes, 
lose  the  ability  or  do  not  have  the  vitality  to 
support  a vigorous  immunochemical  reaction. 
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Yet  the  immunology  of  the  allergic  state,  that  is, 
the  fundamental  physicochemical  reactions  which 
result  in  the  clinical  manifestations  of  allergy, 
is  said  to  be  the  same  in  the  geriatric  patient  as  it 
is  in  the  young,  only  the  threshold  may  be  altered. 

Not  all  allergists  agree  that  there  is  a spon- 
taneous lessening  of  the  allergic  state  in  the  aged. 
Urbach1  feels  that  in  retirement  aged  persons 
are  removed  from  exposure  to  the  hazards  of 
industrial  allergens.  Retirement  also  may  have 
a salutary  psychologic  effect  on  many  old  people. 
It  is  for  these  reasons  that  there  is  an  apparent 
lessening  of  their  allergies. 

Skin  Tests 

When  skin  tests  are  employed  to  detect  of- 
fending allergens,  the  geriatric  patient  presents 
a special  problem.  Even  in  the  young  patient 
some  allergists  rely  very  little  on  a positive  skin 
test  to  determine  the  allergen  in  a given  case,  ex- 
cept in  testing  for  pollen  sensitivity.  In  the 
aged  the  reliability  of  the  skin  test  is  even  more 
questionable.  The  dry  atrophic  skin  of  the 
senescent  person  reacts  poorly  to  allergens.  The 
scratch  test  in  particular  gives  feeble  reactions, 
and  the  incidence  of  positive  reactions  to  foods 
becomes  less  in  older  people,  although  in  many 
instances  the  clinical  symptoms  and  the  thera- 
peutic results  from  food  elimination  seem  to 
indicate  hypersensitiveness  to  food  as  the  causa- 
tive agent. 

Nevertheless,  we  must  be  aware  of  the  oc- 
casional aged  patient  who  responds  very  actively 
and  severely  to  skin  tests.  Wiseman  and  Mc- 
Carthy-Brough2  report  the  death  of  a seventy- 
eight-year-old  woman  following  intradermal 
testing.  Therefore,  they  emphasize  that  the 
aged  person  requires  the  same  meticulous  care  in 
testing  and  treatment  as  patients  of  any  other 
age  group.  In  spite  of  their  fallibility,  skin  tests 
should  be  made  in  any  case  where  the  offending 
substances  cannot  be  detected  by  any  other 
methods. 

Latent  Allergy 

In  the  majority  of  instances  where  it  is  claimed 
that  allergy  has  started  late  in  life,  minor  al- 
lergic symptoms  may  have  been  present  but 
unrecognized  earlier.  Only  the  involvement  of 
a new  shock  tissue  with  the  development  of 
new  symptoms  may  have  made  the  patient 
suddenly  aware  of  a previously  existing  but 
unrecognized  allergic  condition.  For  example, 


asthma  may  develop  late  in  life  in  a patient  who 
has  had  mild  nasal  symptoms  for  many  years. 
Unless  a very  careful  history  is  taken  it  will  not 
be  apparent  that  the  asthma  in  this  instance  is 
simply  the  involvement  of  a new  shock  tissue  in 
a hypersensitive  individual  and  not  the  initial 
manifestation  of  allergy. 

Severity  of  Asthma 

Asthma,  either  atopic  (immediate  wheal  re- 
action and  strong  familial  tendency)  or  nonatopic, 
is  the  most  important  of  the  allergic  diseases  in 
old  people.  Its  prognosis  appears  to  become 
more  serious  with  the  age  at  onset.  In  young 
and  early  adult  life  asthma  is  rather  easily  con- 
trolled and  is  benign  as  far  as  danger  to  life  is 
concerned  in  spite  of  its  alarming  morbidity. 
Bullen3  studied  176  deaths  where  asthma  was  a 
primary  or  contributing  cause  or  where  there 
was  a definite  history  of  asthma  in  the  past.  He 
found  that  in  these  persons  the  onset  of  asthma 
was  in  the  fourth,  fifth,  and  sixth  decades  in 
contrast  to  the  over-all  age  of  onset  of  asthma, 
which  is  in  the  first  decade.  In  more  than  half  of 
the  patients  studied,  death  occurred  within  ten 
years  of  the  onset  of  symptoms.  The  vast 
majority  of  the  cases  were  of  the  nonatopic  type 
in  contrast  to  the  atopic  form  of  asthma  which 
starts  in  childhood.  He  indicates  that  asthma 
started  after  the  age  of  forty  presents  a much 
more  serious  hazard  than  asthma  which  begins 
in  youth  or  childhood. 

This  seems  to  be  directly  related  to  the  fact 
that  in  patients  with  uncontrolled  asthma  the 
hazard  is  greater,  for  frequent  attacks  produce 
scarring  and  extensive  fibrosis  and  emphysema 
of  the  lungs.  The  progressive  involvement  of 
the  vascular  tree  resulting  from  these  morbid 
changes  leads  to  hypertension  of  the  lesser  circu- 
lation and  frequently  sclerosis  of  the  pulmonary 
vessels.  This  may  eventuate  in  right-sided 
cardiac  failure.  The  greater  susceptibility  of 
this  group  to  serious  repeated  respiratory  in- 
fections is  also  an  added  hazard  reflected  in  the 
mortality  figures. 

It  should  also  be  mentioned  that  in  older 
patients  a number  of  clinical  conditions  occur 
which  produce  respiratory  distress  and  wheezing 
which  may  be  misdiagnosed  as  allergic  asthma. 
These  are  chronic  bronchitis  and  emphysema, 
bronchiectasis,  cardiac  asthma  due  to  left  ven- 
tricular failure,  pulmonary  sclerosis,  tracheal 
and  bronchial  obstruction  or  impingement  due  to 
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mediastinal  tumours,  diverticulum  of  the  esopha- 
gus, and  bronchogenic  tumor.  Any  of  these 
conditions  can  of  course,  be  found  in  young 
people.  They  are  more  often  encountered  in  the 
geriatric  group  either  as  a single  entity  simulating 
asthma  or  may  complicate  preexisting  asthma. 
In  such  an  event  the  diagnosis  and  management 
becomes  much  more  difficult. 

Persons  with  heart  disease  and  bronchial 
asthma  who  have  attacks  of  paroxysmal  noctur- 
nal dyspnea  present  a problem  in  diagnosis.  We 
often  encounter  this  in  geriatric  patients,  since 
the  incidence  of  cardiovascular  disease  is  high 
in  old  people.  It  is  imperative  to  evaluate  accu- 
rately this  situation,  since  the  treatment  of  cardiac 
failure  is  different  and  its  prognosis  more  serious 
than  that  of  bronchial  asthma.  The  life  ex- 
pectancy of  patients  who  begin  to  have  attacks 
of  cardiac  asthma  is  about  one  and  one-half 
years.  The  allergic  attack  is  benign  by  com- 
parison, and  a good  prognosis  can  usually  be 
given  to  an  anxious  family.  If  the  asthmatic 
attacks  in  an  individual  are  mild  for  many 
years  and  then  become  more  severe  at  night, 
with  little  or  no  change  during  the  day,  cardiac 
asthma  should  be  suspected.  In  cardiac  asthma 
the  paroxysmal  dyspnea  is  due  to  left  heart 
failure.  The  attack  occurs  suddenly  with  an 
extreme  sense  of  suffocation  and  fear  of  death. 
There  is  a previous  history  of  heart  disease, 
angina  pectoris,  hypertension,  or  renal  disease. 
The  heart  is  usually  enlarged.  The  rales  are  of 
the  moist  rhonchi  or  bubbling  variety,  mostly 
limited  to  the  bases  and  there  is  cough  with  the 
expectoration  of  frothy  or  pink  sputum. 

Hay  Fever 

It  is  commonly  believed  that  seasonal  hay 
fever  does  not  develop  in  old  people.  This  is 
generally  true — the  vast  majority  of  the  older 
patients  who  have  seasonal  hay  fever  carry  it 
over  from  early  life.  However,  nearly  all  aller- 
gists have  on  occasion  treated  patients  whose  hay 
fever  started  late  in  life.  In  a study  of  222  adult 
seasonal  hay  fever  sufferers,  about  1.8  per  cent 
began  to  have  symptoms  for  the  first  time  after 
age  fifty.4  Hansel5  found  that  in  a group  of 
220  patients  from  age  fifteen  and  over  with 
nasal  manifestations  of  allergy,  8.6  per  cent  of 
the  first  symptoms  began  between  the  years 
fifty-one  and  sixty-five.  The  management  of 
seasonal  hay  fever  in  the  aged  does  not  differ 
from  that  of  the  younger  group. 


Nasal  allergy  ranks  next  to  asthma  in  im- 
portance as  an  allergic  manifestation  in  elderly 
people,  but  its  incidence  is  much  less  than  in 
young  persons.  In  senescence  there  occurs  a 
thinning  of  the  nasal  mucous  membrane,  ciliary 
action  is  destroyed,  the  epithelial  layer  becomes 
thin  and  devoid  of  blood  vessels,  and  the  sub- 
mucous glands  become  small  and  atrophic.  Since 
the  basic  allergic  reaction  involves  the  vascular 
bed  and  glandular  structures,  the  senescent  nasal 
membrane  apparently  may  not  have  the  capac- 
ity to  act  as  a shock  organ.  The  morphologic 
changes  may  have  created  a situation  unfavor- 
able for  the  manifestation  of  allergy. 

The  pale  appearance  of  the  turbinates  and 
the  rest  of  the  nasal  mucosa  and  the  accompany- 
ing nasal  discomfort  in  old  age  should  not  be 
mistaken  for  allergy.  In  the  former,  the  pal- 
lor is  associated  with  a dryness  and  the  presence 
of  incrustations,  whereas  the  allergic  membrane 
has  a bluish-gray  pallor  and  appears  boggy. 

Taub6  feels  that  there  are  older  women  with 
perennial  nasal  allergy  in  whom  an  endocrine 
factor  is  responsible  for  the  nasal  symptoms. 
He  also  speaks  of  a well-defined  group  in  the 
advanced  period  of  fife  whose  symptoms  are  due 
to  physical  allergy.  They  have  a hypersensitivity 
to  cold,  heat,  or  light. 

Miscellaneous  Allergy 

Allergy  of  the  skin  is  not  prominent  in  geri- 
atric patients,  although  urticaria,  angioneurotic 
edema,  and  contact  dermatitis  do  occur.  The 
most  outstanding  of  the  allergic  dermatoses, 
atopic  eczema,  rarely  begins  past  the  age  of  thirty. 

In  institutions  for  the  aged  the  allergist  is 
at  times  called  to  see  patients  with  generalized 
pruritis  with  no  visible  skin  lesions.  These  are 
patients  in  whom  organic  diseases  usually  as- 
sociated with  pruritis  have  been  excluded.  In 
most  instances  a personal  history  of  allergy 
cannot  be  elicited,  nor  can  any  clues  be  obtained 
from  the  interview  as  to  diet,  contacts,  or  medi- 
cations as  a possible  cause  for  the  itching.  These 
patients  have  been  considered  to  have  senile 
pruritis  not  on  an  allergic  basis.  However, 
Percival7  places  this  condition  in  the  category 
of  allergy.  He  finds  it  more  common  in  the 
lean  or  emaciated  patient  than  in  the  well-nour- 
ished. 

Gastrointestinal  allergy  has  no  special  features 
referable  to  old  age.  While  not  particularly  a 
major  problem  in  the  aged,  allergy  must  be  kept 
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in  mind  and  recognized  when  a geriatric  patient 
presents  bizarre  abdominal  symptoms  and  or- 
ganic pathology  is  excluded. 

Deafness,  common  in  old  people,  may  on  rare 
occasions  be  due  to  Meniere’s  disease  on  the 
basis  of  allergy.  Vascular  headaches  due  to 
hypersensitiveness,  while  common  in  young 
adults,  also  occur  in  the  aged  but  to  a much 
lesser  degree. 

Precautions  in  Treatment 

Elderly  male  patients  with  prostatic  hyper- 
trophy are  intolerant  to  ephedrine  due  to  its 
effect  on  bladder  tone  and  consequent  symptoms 
of  dysuria.  In  such  patients  this  drug  must 
not  be  pushed,  for  acute  urinary  retention  may 
at  times  be  precipitated  with  severe  consequences. 
Other  bronchodilators,  such  as  aminophylline 
or  Isuprel  should  be  substituted  in  these  old 
people. 

Steroids,  while  very  useful  in  allergy,  must 
be  employed  with  great  care,  particularly  in 
the  geriatric  patient  whose  adrenals  are  already 
partially  atrophied.  There  is  a small  margin  of 
safety  before  signs  of  adrenocortical  exhaustion 
or  frank  failure  appear.  Rib  fractures  due  to 
cough  are  not  uncommon  in  old  people  taking 
steroids.  The  calcium  and  protein  depletion 
produced  by  these  drugs  in  bones  already  the 
seat  of  osteoporosis,  consequent  to  age,  may 
result  in  extremely  fragile  bones.  The  incidence 
of  latent  tuberculosis  is  much  higher  in  the  later 
3^ears  of  life,  and  the  reactivation  of  this  dis- 
ease may  produce  dire  results. 

The  use  of  epinephrine  in  the  presence  of  hy- 
pertension is  controversial.  There  should  be  no 
hesitancy  to  give  epinephrine  in  doses  of  0.2  to 
0.3  cc.,  repeated  if  necessary,  to  a hypertensive 
to  terminate  an  asthmatic  attack.  The  risk  of 
precipitating  a vascular  accident,  severe  angina, 
or  coronary  thrombosis  from  such  small  doses  is 
not  great  and  is  worth  taking  to  avoid  the  strain 


and  exhaustion  of  a prolonged  asthmatic  seizure. 

The  danger  of  morphine  in  asthma  is  well 
known,  but  this  drug  is  much  more  dangerous  in 
the  geriatric  patient. 

Summary 

Several  aspects  of  allergy  in  geriatric  medicine 
have  been  reviewed.  The  literature  on  this  sub- 
ject is  very  limited;  there  is  a need  for  thor- 
ough clinical  studies  and  reports. 

Allergy  may  occur  for  the  first  time  in  the 
elderly  patient  or  be  carried  over  from  youth, 
often  in  an  attenuated  form.  By  comparison, 
allergic  diseases  are  much  less  prominent  in  geri- 
atric patients  than  in  the  young,  but  fundamen- 
tally the  allergic  reaction  is  the  same.  Due  to 
senescent  changes  in  the  skin  of  old  people  the 
use  of  skin  tests  as  a diagnostic  tool  is  vitiated. 
Asthma  is  a severe  disease  in  the  older  patient. 
Starting  after  the  fourth  decade,  death  ensues  in 
many  instances  within  ten  years.  Other  clinical 
conditions  simulating  or  accompanying  asthma 
are  more  prone  to  occur  in  old  people,  making 
accuracy  in  diagnosis  and  treatment  difficult. 
Contrary  to  popular  impression,  hay  fever  may 
begin  in  old  age.  Atopic  eczema  does  not  occur, 
but  contact  dermatitis,  urticaria,  and  angio- 
edema  are  apt  to  be  found  in  the  aged.  Many 
old  people  are  less  tolerant  to  the  sympathomime- 
tics  and  steroids  than  the  young.  The  physician 
must,  therefore,  have  a thorough  understanding 
of  the  pharmacodynamics  and  side-effects  of  the 
drugs  he  prescribes. 

824  Linden  Boulevard 
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Hypotension  and  Cerebral  Ischemia 


Systemic  arterial  hypotension  during  surgical 
anesthesia  is  not  uncommon.  When  it  is 
associated  with  interference  of  the  capillary 
circulation  in  terminal  vital  organs,  one  may 
expect  serious  complications.  A certain  degree 
of  physiologic  trespass  can  be  tolerated  by  most 
individuals,  but  when  the  disturbance  is  intense 
and  prolonged,  irrevocable  damage  may  be 
produced.  The  following  case  report  may 
illustrate  this  point. 

Case  Report 

A fifty-six-year-old  woman  underwent  right 
nephrectomy  for  carcinoma.  Her  preoperative 
arterial  systemic  blood  pressure  was  140  mm.  Hg 
systolic  and  80  diastolic.  Her  pulse  rate  was  80  per 
minute.  Her  hemoglobin  content  was  11.6  Gm.  per 
100  cc.  of  blood.  The  physical  status  was  considered 
as  “good”  with  risk  “1.”  She  was  given  75  mg.  of 


Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  April  7,  1958.  Clinical  Anesthesia  Conferences 
are  held  on  the  first  Monday  of  every  month. 


Demerol  and  0.5  mg.  of  atropine  sulfate  thirty 
minutes  before  induction  of  anesthesia  by  intra- 
muscular injection.  Anesthesia  was  induced  by  the 
intravenous  infusion  of  175  mg.  of  thiopental  and 
was  then  maintained  with  cyclopropane-oxygen  by 
means  of  an  orotracheal  tube  in  a closed  circle  cir- 
cuit. Ether,  45  cc.,  was  added  in  the  first  hour. 
The  patient's  blood  pressure  gradually  declined  to 
80/50,  then  became  unobtainable.  At  this  time  the 
surgeon  was  of  the  opinion  that  a tumor  embolus 
had  escaped  into  the  vena  cava.  The  patient  was 
given  500  cc.  of  whole  blood  and  0.4  mg.  of  atropine 
intravenously.  Following  this  treatment,  her 
systolic  blood  pressure  was  restored  to  70  mm.  Hg. 
This  level  was  maintained  during  the  next  hour  at 
which  time  she  became  apneic.  The  blood  pressure 
again  became  unobtainable  for  a few  minutes  and 
then  returned  to  a systolic  of  80.  Postoperatively, 
she  was  apneic  for  a half  hour. 

In  the  recovery  room  the  patient’s  blood  pressure 
was  stable  at  100/70,  her  pulse  rate  was  90  per 
minute,  and  her  respirations  were  20  per  minute.  A 
portable  roentgenogram  and  an  electrocardiogram 
were  both  reported  as  normal.  Three  hours  later 
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the  patient  became  stuporous  and  areflexic.  A 
cerebral  vascular  accident  was  suspected.  Apnea 
supervened  again  twenty-four  hours  later  and  was 
treated  by  a tank  respirator.  The  patient’s  heart 
action  became  progressively  worse,  and  she  died  on 
the  sixth  postoperative  day. 

At  autopsy  there  was  residual  carcinoma  of  the 
kidney  posterior  to  and  blocking  the  right  renal 
vein.  The  tumor  extended  into  the  inferior  vena 
cava  and  into  the  hepatic  vein  with  necrosis  of 
adjacent  liver  parenchyma.  Two-thirds  of  the  left 
lower  lobe  of  the  lung  was  deep  red  and  firm  despite 
a normal  x-ray  report  in  the  recovery  room.  There 
were  subpleural  tumor  nodules.  Tumor  emboli  also 
occluded  several  branches  of  the  right  pulmonary 
artery.  There  was  ischemic  nephrosis  of  the  re- 
maining kidney.  The  brain  showed  anoxic  necrosis 
of  the  cortex  and  recent  hemorrhage  in  the  pons. 
Microscopically,  the  cells  of  the  left  parietal  cortex 
were  laden  with  lipids,  and  many  cells  showed 
liquefaction  necrosis. 


Comment 

This  case  illustrates  the  occurrence  of  cere- 
bral ischemia  during  surgical  anesthesia.  Al- 
though presumed  tumor  embolism  was  possible, 
it  must  be  remembered  that  there  was  also  a 
lengthy  period  of  systemic  arterial  hypotension 
with  two  instances  of  unrecordable  blood  pres- 
sure. 

The  necrotic  changes  reported  in  the  cor- 
tex can  be  attributed  to  the  oxygen  lack 
associated  with  the  circulatory  inadequacy. 
Whether  the  pontine  hemorrhage  was  similarly 
produced  or  was  due  to  an  embolus  is  less  clear. 
One  wonders  whether  more  vigorous  therapy 
of  the  ensuing  shock  state  would  have  altered 
the  final  outcome.  In  view  of  the  widespread 
vascular  encroachment  found  at  autopsy,  this 
is  extremely  unlikely. 


(Number  forty-five  of  a series  of  Clinical  Anesthesia  Conferences ) 


Colloidal  Oatmeal  for  Skin  Eruptions 


After  observing  its  effects  on  32  patients  with  var- 
ious hand  eruptions,  the  author,  Dr.  Harry  Feigen- 
baum,  concludes  that  colloidal  oatmeal  in  petrolatum 
base  (Aveeno  Soap  Substitute)  appears  to  meet  all 
the  criteria  for  a cleansing  agent  where  inflam- 
mation or  chronic  skin  eruptions  contraindicate 
ordinary  soaps.  These  criteria  are  (1)  mildly  acid  or 
neutral  in  reaction;  (2)  nonirritating;  (3)  acceptable 
to  patient;  (4)  it  should  not  appreciably  remove  the 
normal  sebaceous  coating,  particularly  in  dry, 
eczematous  eruptions.  Of  the  32,  17  who  previously 
had  been  using  soap  and  were  changed  to  Aveeno 
Soap  Substitute  showed  significant  decrease  in 
erythema,  edema,  and  oozing.  In  all  cases  the  regi- 


men remained  unchanged  except  for  the  new  cleans- 
ing agent.  Of  the  total  number,  29  (91  per  cent) 
found  the  colloidal  oatmeal-petrolatum  product  easy 
and  convenient  to  use  except  when  the  hands  were 
very  dirty.  In  general,  it  was  acceptable  for  pro- 
longed use.  Three  patients  did  not  like  the  prod- 
uct. One  of  these  did  not  like  any  of  the  soap  sub- 
stitutes because  he  thought  they  did  not  cleanse  as 
well  as  soap.  The  other  two  preferred  a liquid  type 
of  soap  substitute.  None  felt  that  the  colloidal  oat- 
meal in  the  petrolatum  base  was  irritating  to  the  skin 
or  excessively  greasy. 

— Journal  of  the  Medical  Society  of  New  Jersey , 
July , 1957 


2414 


New  York  State  J.  Med. 


BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director , Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 


Toxic  Agent 

Incident  1 
Age 

Sex 

Barbiturate 

2 years 

Female 

The  mother  states  that  she  had  removed  the 
bottle  with  the  medication  (phenobarbital)  from 
the  top  of  the  refrigerator  when  cleaning.  She 
placed  the  bottle  on  the  table,  then  went  to 
answer  the  telephone.  When  she  returned  to  the 
kitchen,  the  child  had  ingested  almost  the  entire 
contents  of  the  bottle.  The  child  became  stu- 
porous and  was  taken  to  a hospital  where  her 
stomach  was  lavaged  and  intravenous  fluid  was 
administered.  The  child  was  kept  under  obser- 
vation for  twenty-four  hours  and  was  finally  dis- 
charged improved. 

It  is  interesting  to  note  that  the  father  of  the 
child  is  a laboratory  technician. 

Incident  2 

Toxic  Agent  Age  Sex 

Barbiturate  2 years  Male 

While  the  patient’s  mother  was  away  from 
home,  the  child  went  into  his  grandmother’s 
bedroom  to  play.  Unobserved,  he  removed  from 
the  bedside  table  a box  containing  phenobarbital 
and  ingested  the  entire  contents  (quantity  un- 


known). The  child  vomited  and  became  stu- 
porous. The  mother  was  unaware  that  the  child 
had  ingested  the  pills,  however,  until  the  day  fol- 
lowing ingestion  when  stupor  was  noted.  He 
was  then  taken  to  a hospital  where  the  stomach 
was  lavaged,  and  he  was  discharged  after  several 
hours  of  observation,  presumably  asymptomatic. 

Incident  3 

Toxic  Agent  Age  Sex 

Barbiturate  4 years  Male 

While  his  mother  was  busy  cooking,  the  child 

climbed  up  to  the  top  of  the  refrigerator  and  ob- 
tained a box  containing  12  (IV2  gr.)  tablets  of 
phenobarbital  and  ingested  them.  He  became 
stuporous  and  was  taken  to  a hospital.  After 
his  stomach  was  lavaged  the  patient  remained  in 
the  hospital  overnight  and  was  discharged  as  re- 
covered. 

Incident  4 

Toxic  Agent  Age  Sex 

Aspirin  15  months  Female 

Unobserved  by  parents,  the  child  had  eaten 

an  unknown  number  of  5 gr.  aspirin  tablets. 
After  the  child  vomited  for  several  hours  the 
alarmed  parents  searched  and  found  the  empty 
bottle  under  a bed.  The  presenting  symptoms 
were  nausea,  vomiting,  abdominal  pains,  and 
dyspnea.  The  child  was  hospitalized  for  three 
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days.  In  the  hospital,  treatment  consisted  of  so- 
dium bicarbonate  intravenously  and  % alcohol 
sponges.  The  blood  carbon  dioxide  level  was  15 
volumes  per  cent,  and  the  urine  showed  a trace  of 
sugar  and  4 per  cent  acetone.  After  three  days  of 
hospitalization  the  patient  was  discharged  as  im- 
proved. 

Incident  5 

Toxic  Agent  Age  Sex 

Tetrahydrozoline  22  months  Female 

Iatrogenic  Accident. — After  administering  tetra- 
hydrozoline  to  one  of  the  siblings,  the  mother  left 
the  medication  on  the  top  of  a high  bedroom 
dresser.  After  her  mother  left  the  room  the 
child  opened  a drawer  in  order  to  obtain  the 
medication.  She  ingested  the  full  contents  (10 
cc.).  The  symptom  noted  was  drowsiness.  The 
child  was  treated  by  a private  physician  who  in- 
duced vomiting.  A complete  recovery  was  re- 
ported. 

All  above  cases  clearly  illustrate  the  relation- 
ship of  poisonings  due  to  availability  and  accessi- 
bility and  the  need  for  keeping  all  such  products 
under  lock  and  key. 


Toxic  Agent 

Incident  6 
Age 

Sex 

Digitalis 

1 year 

Female 

While  visiting  her  grandmother’s  house,  the 
child  obtained  a box  of  pills  from  a bedside  table 
and  ingested  three  (0.25  mg.)  tablets.  The 
symptoms  noted  were  vomiting,  cyanosis,  and 
marked  weakness.  The  child  was  hospitalized 
for  about  one  week.  Intravenous  fluid,  atropine, 
and  supportive  therapy  were  administered.  After 
one  week  of  observation  the  patient  was  dis- 
charged in  fair  condition. 

Incident  7 

Toxic  Agent  Age  Sex 

Digitalis  22  months  Male 

A friend  who  visited  with  the  family  had  three 
tablets  of  digitalis  in  a box  in  her  pocketbook. 
The  pocketbook  was  covered  with  coats  which 
were  placed  on  the  bed.  The  child  obtained  the 
pocketbook,  which  he  opened,  and  removed  the 
medication.  He  ingested  one  tablet  and  dis- 
carded the  other  two  tablets  on  the  floor.  Al- 


though the  child  was  asymptomatic,  he  was  taken 
to  a hospital  where  the  stomach  was  lavaged. 

Medications  prescribed  for  elderly  people  are 
frequent  sources  of  accidental  ingestions  by 
children.  Physicians  should  alert  all  patients, 
when  prescribing  for  them,  about  the  need  for 
safe  storing  and  handling  of  such  products. 

Incident  8 

Toxic  Agent  Age  Sex 

Tincture  of  Belladonna  12  days  Male 

Iatrogenic  Accident. — Three  drops  of  tincture  of 
belladonna,  three  times  a day,  were  prescribed 
for  this  patient  because  feedings  were  not  re- 
tained. The  mother  gave  a teaspoonful  at  one 
feeding  because  she  felt  the  medicine  was  not 
working  well.  Three  hours  after  the  administra- 
tion of  the  medication  she  noted  that  the  child 
was  stuporous  and  convulsive.  The  patient  was 
admitted  to  the  hospital  where  it  was  noted  that 
the  skin  was  dry  and  red,  the  eyes  were  rolled  back, 
the  pupils  were  dilated,  and  the  child  was  in  a con- 
vulsive state.  After  three  days  of  hospitalization, 
the  child  was  discharged  as  improved. 

Incident  9 

Toxic  Agent  Age  Sex 

Chlorprophenpyridamine  23^  years  Male 

While  the  mother  was  asleep,  a five-year-old 
sibling  climbed  up  to  a high  shelf  in  the  kitchen 
and  gave  the  patient  some  of  the  medication. 
The  exact  amount  ingested  is  unknown,  al- 
though ten  pills  were  said  to  be  missing.  The 
child  was  asymptomatic  but  was  taken  to  a hos- 
pital where  the  stomach  was  lavaged. 

Incident  10 

Toxic  Agent  Age  Sex 

Mixtures  of  Medicines  2 years  Male 

The  medicine  chest  had  fallen  down  and  was 
left  standing  on  the  floor  of  the  bedroom.  The 
older  siblings  (seven  and  eight  years  old)  mixed 
the  medicines  obtained  from  the  medicine  chest 
and  fed  it  to  the  patient.  The  medication  con- 
sisted of  cough  syrup,  aspirin,  camphorated  oil, 
and  others.  The  patient  complained  of  burning 
in  the  throat  and  was  taken  to  a hospital  where 
the  stomach  was  lavaged  and  symptomatic  treat- 
ment was  administered.  After  five  days  of  ob- 
servation the  child  was  discharged  as  improved. 
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Incident  11 

Toxic  Agent  Age  Sex 

“Pride”  Furniture  Polish  2 years  Male 

The  child  was  drinking  orange  juice  while  his 
mother  and  the  maid  were  cleaning  up.  The 
maid  had  placed  the  capped  bottle  on  a table  in 
the  room.  The  mother  found  the  child  drinking 
“Pride”  from  his  plastic  cup.  The  symptoms 
noted  were  frequent  burping  and  coughing. 
The  child  was  taken  to  the  hospital  where  anti- 
biotics and  forty-eight-hour  observation  at  the 
hospital  were  given  for  possible  aspiration  pneu- 
monia. The  parents  noted  an  interesting  point — 
that  never  before  had  he  “poured  his  own 
drink.” 

Incident  12 

Toxic  Agent  Age  Sex 

“Pride”  Furniture  Polish  11  months  Male 

The  child  was  staying  with  friends  of  the  family. 
While  crawling  on  the  floor  in  the  kitchen,  he 
found  a bottle  of  “Pride”  and  drank  some  of  its 
contents.  The  child  was  nauseated  and  also  be- 
came comatose.  One-half  hour  after  ingestion 
he  was  taken  to  the  hospital  where  the  stomach 
was  lavaged  and  antibiotics  were  administered. 
An  x-ray  examination  in  the  hospital  revealed 
bronchopneumonia.  After  nine  days  of  hospitali- 
zation the  child  was  discharged  as  recovered. 

Incident  13 

Toxic  Agent  Age  Sex 

“Pride”  Furniture  Polish  18  months  Male 

The  mother  was  polishing  the  baby  carriage. 
The  telephone  rang  and  she  placed  the  “Pride” 
on  the  floor  and  answered  the  phone.  The  pa- 
tient drank  some  of  the  “Pride.”  He  was  taken 
to  the  hospital  where  no  treatment  was  given  at 
the  hospital  emergency  room,  but  hospitalization 
was  recommended  to  guard  against  pneumonia. 
The  mother  refused  to  let  the  child  remain  at  the 
hospital.  A week  later  the  child  developed 
dyspnea.  The  family  physician  gave  antibiotics, 
and  the  x-ray  revealed  congestion  of  the  bron- 
chial tubes. 

This  case  illustrates  the  need  to  observe  care- 
fully patients  who  may  be  suffering  from  inges- 
tion of  petroleum  distillate  products.  It  has 
often  been  observed  that  while  patients  may  be 
asymptomatic  for  several  days  after  ingestion, 


pulmonary  pathology  may  be  observed  on  x-ray 
when  taken  several  days  later.  Therefore,  it  is 
highly  recommended  that  such  patients  be  kept 
under  observation  in  spite  of  the  fact  that  they 
may  present  no  symptoms  on  admission. 

Incident  14 

Toxic  Agent  Age  Sex 

“Grand”  Liquid  Detergent  35  years  Male 

An  adult  male  poured  some  “Grand”  liquid 
detergent  into  a glass  preparatory  to  washing  the 
dishes  in  the  morning.  He  forgot  and  poured 
his  morning  orange  juice  into  the  glass.  He 
called  the  Poison  Control  Center  for  advice,  em- 
barrassed because  he  was  one  of  our  health 
educators.  The  patient  suffered  no  ill  effects. 
The  orange  juice  probably  acted  as  a safeguard, 
the  detergent  being  mildly  alkaline. 

Incident  15 

Toxic  Agent  Age  Sex 

Chlorprophenpyridamine  1 year  Male 

This  incident  was  reported  from  out  of  town. 
The  attending  physician  reports  that  the  patient 
managed  to  get  to  a bottle  of  chlorprophenpyrid- 
amine. His  mother  believed  he  took  30  Repe- 
tabs  (12  mg.  each).  The  patient  was  admitted 
to  the  hospital  with  signs  of  atropine  poisoning, 
a temperature  of  107  F.,  and  hyperkinesis.  In 
the  hospital  his  stomach  was  lavaged,  and  the 
patient  was  treated  with  oxygen,  aspirin,  pheno- 
barbital,  and  saline  purge.  After  six  days  of 
hospitalization  and  heroic  treatment,  the  patient 
made  a complete  recovery. 

One  of  the  notable  characteristics  in  this  case 
was  the  prolonged  manifestation  of  the  atropine- 
like symptoms  which  lasted  for  six  days  following 
ingestion. 

The  introduction  of  long-lasting  medication  is 
apparently  posing  a new  and  additional  problem 
to  pediatricians.  The  prolonged  absorption  pat- 
tern leads  to  a prolongation  of  toxic  symptoms 
due  to  the  continuous  release  of  the  drug. 

Is  gastric  lavage  really  as  effective  in  these  cases 
as  is  generally  believed?  This  question  is  raised 
because  of  recent  information  obtained  from  the 
autopsy  findings  from  the  medical  examiner’s 
office  of  the  City  of  New  York.  Reports  indicated 
that  even  after  lavage,  undissolved  medications 
have  been  frequently  found  in  the  fundus  of  the 
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stomach.  The  apparent  inefficiency  of  gastric 
lavage  plus  the  complications  presented  from 
pharmaceutical  progress  in  compounding  pre- 
sents new  therapeutic  problems.  The  almost 
universal  availability  of  antihistamines  in  the 
home  and  the  lack  of  awareness  on  the  part  of  the 
parents  of  their  harmful  effects  poses  a heavy  re- 
sponsibility and  an  obligation  on  the  part  of  the 
physician.  These  drugs  are  also  often  carried  by 
individuals  in  their  pockets  or  pocketbooks.  A 
fatality  resulting  from  antihistamines  has  been 
reported  to  this  center.  A one-year-old  child  ob- 


tained this  drug  from  the  mother’s  pocketbook 
and  ingested  a large  dose. 

The  ready  availability  of  the  drugs  and  at 
times  ineffective  treatment,  highlights  the  need 
for  total  prevention  which  is  always  the  best 
mode  of  therapy. 

Whenever  antihistamines  are  prescribed,  physi- 
cians must  alert  families  to  keep  these  drugs  abso- 
lutely away  from  children  and  to  exercise  extreme 
care  when  these  drugs  are  used.  Parents  must  be 
repeatedly  alerted  to  the  potential  hazard  of 
these  drugs,  particularly  to  children. 


( Number  eleven  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


New  Drug  Induces  Weight  Gain 


Successful  use  of  a tissue-building  drug  to  help 
underweight  people  gain  needed  pounds  has  been  re- 
ported. 

Dr.  Ross  C.  Kory  of  the  Wood  Veterans  Adminis- 
tration Center  in  Milwaukee,  said  a synthetic  com- 
pound, norethandrolone,  causes  weight  gain  in 
elderly  veterans  at  a Veterans  Administration  do- 
miciliary home  and  in  other  “essentially  healthy  in- 
dividuals” who  have  remained  thin  despite  taking 
vitamins  and  tonics  and  eating  special  diets.  The 
drug  improves  appetite  and  also  helps  nutrition  by 
allowing  the  body  to  make  better  use  of  food,  Dr. 
Kory  said. 

Norethandrolone  tablets  were  administered  to  54 


chronically  underweight  persons  in  a research  project 
headed  by  Dr.  Kory  at  the  Wood  Center.  Twenty- 
eight  were  healthy  young  men  and  women,  16  were 
elderly  men  from  the  domiciliary  home  at  the 
Veterans  Administration  Center,  and  10  were  pa- 
tients with  inactive  tuberculosis  at  the  Wood 
Veterans  Administration  hospital.  About  three 
fourths  of  the  group  gained  weight.  One  added  20 
pounds  in  six  months,  although  the  average  gain  was 
about  2 pounds  a month. 

Dr.  Kory  said  the  study  shows  the  drug  has  no 
serious  ill  effects  and  that  most  of  the  group  felt 
unusually  well  while  taking  the  compound. — Vet- 
erans Administration  Information  Service 
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A series  of  radio  talks  for  the  practitioner 
presented  over  station  WNYC-FM  under  the  sponsorship  of  the 

New  York  Academy  of  Medicine 
with  the  cooperation  of  the 
New  York  Cancer  Committee 


Malignant  Disease  of  the  Facial  Skin,  Lips,  and  Oropharynx 

JEROME  P.  WEBSTER,  M.D.,  NEW  YORK  CITY 


Doctor,  are  you  responsible  for  the  spread  of 
cancer  in  your  patient?  Have  you , as  a 
practicing  physician,  “left  undone  those  things 
which  you  ought  to  have  done,  and  done  those 
things  which  you  ought  not  to  have  done?” 
Do  you  inspect  all  existing  skin  lesions  while 
examining  a patient?  Are  you  familiar  with 
the  various  lesions  which  may  appear  on  the  skin, 
Ups,  or  oropharynx?  Can  you  distinguish  a 
benign  from  a possibly  malignant  lesion?  When 
suspicious  of  malignancy,  do  you  direct  the 
patient  to  an  expert  in  this  field  for  diagnosis 
and  treatment,  or  do  you  treat  such  conditions 
without  adequate  knowledge  and  skill  and  run 
the  risk  of  causing  unnecessary  deformity,  sub- 
sequent recurrence,  metastasis,  and  death? 

It  is  your  duty  to  examine  the  skin  lesions  on 
your  patient  and  determine  their  nature,  es- 
pecially those  on  the  face.  A growing  skin 
lesion  should  be  readily  noted  by  the  patient 
and  by  the  physician  during  a routine  physical 
examination.  Examination  of  the  skin  should 
be  a part  of  every  physical  check-up.  Every 
lesion  not  recognized  as  being  definitely  benign 
should  be  held  in  suspicion. 

A doctor  should  be  big  enough  to  recognize 
his  limitations;  when  suspicious  or  in  doubt  as 
to  malignancy,  he  should  refer  the  patient  to  a 
specialist.  His  patients  will  honor  him  for  his 
thoroughness  and  honesty  in  giving  such  advice. 


Minimizing  the  possible  serious  nature  of  a 
lesion  may  be  disastrous  to  the  patient. 

Cancer  should  be  readily  cured  when  properly 
treated  in  the  early  stages.  When  small,  the 
lesion  may  be  excised  or  irradiated,  with  com- 
plete cure  and  but  little  deformity.  The  earlier 
the  discovery  of  malignant  lesions,  the  better 
the  chance  for  complete  elimination;  also,  the 
easier  it  is  to  leave  but  little  trace  of  corrective 
measures.  Every  effort  should  be  made  to 
achieve  complete  elimination  of  the  malignancy 
at  the  first  therapeutic  intervention.  Inade- 
quate, poorly  executed,  ill-advised,  or  delayed 
treatment  may  cause  the  patient  endless  trouble, 
worry,  deformity,  expense,  loss  of  time,  and  even 
of  life. 

Patients  should  be  told  not  to  stimulate  lesions, 
particularly  pigmented  moles,  by  rubbing, 
scratching,  or  picking  at  them.  Nearly  50  per 
cent  of  all  pigmented  lesions  which  have  become 
melanomas  have  been  traumatized  by  the  patient 
or  by  the  physician.  Such  trauma  by  the 
patient,  and  inadequate  cauterization  or  partial 
excision  by  the  doctor,  stimulates  these  mel- 
anomata  to  increased  acitivity  and  metastasis. 
So  stimulated,  they  may  be  the  most  rapidly 
fatal  lesions  of  the  skin.  Every  mole  should 
be  observed  for  appearances  of  activity.  In 
particular,  the  discrete  black  to  purplish  moles 
should  be  under  suspicion,  especially  those 
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with  slightly  spreading  serpiginous  edges.  Rap- 
idly growing  pigmented  lesions  should  have 
early  and  adequate  excision.  It  may  be  a matter 
of  life  and  death;  delay  may  be  disastrous. 

The  brown  flat  patches,  often  called  “liver 
spots,”  are  seborrheic  or  senile  warts  seen  in 
advanced  age.  They  may  be  pedunculated, 
have  a greasy  feel,  and  in  some  the  crusts  may 
crumble  away.  Usually  these  keratoses  are 
perfectly  harmless,  but  occasionally  they  develop 
neoplastic  changes. 

Flat,  scaly  patches  of  keratoses  over  the  ex- 
posed skin  may  desquamate  in  silvery  flakes. 
These  may  persist  for  a time  without  observable 
change.  They  are  the  most  frequent  precursors 
of  skin  cancer — the  basal  cell  epitheliomata,  or 
so-called  rodent  ulcers,  and  the  squamous  cell 
epitheliomata,  often  called  epidermoid  carcinoma. 
The  basal  cell  epitheliomata  only  very  rarely  me- 
tastasize, only  two  cases  of  such  metastasis  being 
recorded  among  the  thousands  treated  at  the 
Presbyterian  Hospital  in  New  York  City.  The 
small  basal  cell  epithelioma  is  slightly  raised  with 
a fine  pearly  border.  For  a long  period  of  time 
it  may  be  superficial,  but  eventually  it  ulcerates 
to  spread  laterally  and  deeply  below  the  sur- 
face. A small  pigmented  basal  cell  epithelioma 
may  simulate  a melanoma. 

The  squamous  cell  epithelioma  has  a more 
fungating  appearance  or  may  show  ulceration 
with  fine  papillomatous  or  rounded  growths  of 
neoplastic  epithelium.  There  may  be  varying 
degrees  of  activity  and  malignancy.  Certain 
squamous  cell  epitheliomata,  especially  of  the 
sebaceous  type  about  the  nose  or  eye,  may  grow 
rapidly  and  require  emergency  treatment  to 
prevent  unnecessary  deformity.  Those  tumors 
that  show  comparatively  few  mitoses  micro- 
scopically and  have  a more  normal  appearance 
of  epithelial  cells  tend  to  metastasize  less  than 
those  which  show  more  mitoses  and  bizarre 
epithelium.  If  a suspicious  lesion  is  encountered, 
the  regional  glands  should  be  palpated  and 
investigated.  Glandular  enlargement  often  may 
be  due  to  infection  and  not  necessarily  to  me- 
tastasis. Radical  dissection  of  the  regional 
glands  may  be  indicated;  however,  an  expert 
should  make  this  decision. 

Epithelioma  of  the  vermilion  border  of  the 
lower  lip  is  almost  always  of  the  squamous  cell 
variety.  It  is  the  dangerous  type  that  may 
spread  to  the  cervical  glands.  The  lesion  may 
be  discrete  or  it  may  be  surrounded  by  a w’hitish 
thickening  of  the  epithelium  known  as  leu- 


koplakia. The  mucous  membrane  of  the  cheeks, 
tongue,  pharynx,  and  tonsils  may  show  whitish, 
thickened  patches  of  leukoplakia.  With  this 
condition  present,  any  ulceration  should  be 
under  suspicion.  In  any  case,  with  leukoplakia 
present,  expert  opinion  and  care  are  indicated. 

Luetic  lesions  of  the  lips  and  oropharynx  may 
simulate  squamous  cell  epithelioma.  A history 
of  exposure,  together  with  a positive  serology, 
should  help  to  distinguish  between  a primary 
syphilitic  lesion  and  an  epithelioma,  although 
an  epithelioma  may  exist  with  a positive  ser- 
ology. Any  ulcerated  lesion  of  the  mucous  mem- 
brane of  the  lips,  cheeks,  tongue,  floor  of  the 
mouth,  pharynx,  and  tonsils  should  be  sus- 
pected. Occasionally  the  first  sign  of  a car- 
cinoma of  the  mouth  and  pharynx  may  be  a 
hard,  firm  gland  behind  the  angle  of  the  man- 
dible; at  times  such  a primary  lesion  of  the 
mucous  membrane  may  not  be  discovered  until 
late. 

The  question  arises,  “Should  the  physician 
remove  a portion  of  the  suspected  lesion  for 
biopsy?”  Certainly  never  when  a melanoma 
is  suspected.  It  is  permissible,  however,  and 
frequently  advisable,  to  do  so  in  the  case  of 
epitheliomatous  lesions.  However,  it  is  best 
to  have  the  untampered  lesion  seen  by  the 
physician  selected  to  treat  the  condition.  The 
biopsy  specimen  should  be  sent  to  a good  pathol- 
ogist who  can  be  certain  to  make  a correct 
diagnosis.  Capable  pathologists  are  to  be 
‘found  in  the  “Grade  A”  medical  schools  and  in 
hospitals  for  the  care  of  malignant  conditions. 
They  will  be  glad  to  examine  the  tissue  and 
send  a report  stating  their  diagnosis.  In  taking 
a biopsy,  the  most  suspicious  portion  of  the 
tumor  should  be  excised  with  a large  enough 
area  removed  for  certainty  of  diagnosis.  Ex- 
cision biopsy  of  a small  lesion,  that  is,  the  re- 
moval of  the  entire  lesion  with  an  adequate 
margin  of  safety,  may  be  ideally  .performed  by 
a specialist,  with  little  deformity  resulting. 
Excision  biopsy  in  the  hands  of  the  inexperienced 
may  result  in  unnecessary  deformity  and  may 
not  afford  the  pathologist  a proper  specimen  for 
accurate  diagnosis. 

By  whom  should  patients  with  suspected 
malignancy  of  the  skin  or  of  the  mucous  mem- 
brane be  treated?  Good  judgment  is  required 
in  making  referral.  Each  case  should  be  con- 
sidered individual^,  and  a careful  selection  of 
the  specialist  should  be  made.  In  some  cases  a 
dermatologist  will  suffice.  In  other  cases  the 
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care  of  an  expert  radiotherapist  for  irradiation 
may  be  required.  With  the  recent  improve- 
ment in  methods  of  plastic  surgery,  many  lesions, 
even  extensive  malignancies  of  the  skin  and 
oropharynx,  can  be  excised  surgically  with 
plastic  repair  and  with  but  little  deformity. 
For  this  reason  surgery  is  being  employed  more 
frequently  today  without  the  danger  of  late 
results  from  radiotherapy.  A man  to  whom 


a patient  should  be  referred  should  have  wide 
experience  and  be  known  to  consider  the  best 
interests  of  his  patients.  He  should  also  be 
recognized  as  attaining  excellent  results  by  his 
method  of  treatment.  It  is  poor  economy  to 
choose  inferior  treatment,  because  unnecessary 
deformity  may  result,  and  even  life  may  be  at 
stake. 

180  Fort  Washington  Avenue 
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Fat  Tends  to  Produce  More  Fat 


Fat  is  not  stored  in  the  body  as  an  inert  padding 
but  tends  to  produce  more  fat  at  a prodigious  rate,  a 
Veterans  Administration  research  team  has  dis- 
covered. David  D.  Feller,  Ph.D.,  and  Elmer  Feist, 
research  assistant,  of  the  Veterans  Administration 
hospital  in  Seattle,  have  found  fat  tissue  converts 
blood  sugar  and  other  nourishment  into  fat  at  a much 
faster  rate  than  do  other  tissues. 

Dr.  Feller  and  Mr.  Feist  incubated  various  mouse 
tissues  in  the  laboratory  and  fed  the  tissues  with 
compounds  such  as  glucose,  acetate,  propionate,  and 
methylmalonate,  which  are  found  in  nearly  all  body 
cells. 

The  compounds  were  “tagged”  with  radioactive 


materials  so  they  could  be  traced  through  complex 
chemical  reactions. 

Mouse  fat  tissues  in  the  laboratory  dishes  seemed 
to  take  up  the  raw  materials  on  a “crash”  basis, 
fashioning  them  into  fat  with  great  rapidity.  Fat 
was  produced  more  than  100  times  as  fast  by  fat  as 
by  tissues  from  the  liver. 

The  studies,  supported  by  a grant  from  the  Ameri- 
can Cancer  Society,  also  indicated  the  chemical 
pathway  by  which  fat  builds  fat  differs  from  that 
used  by  other  tissues.  For  example,  fat  makes  fat 
out  of  acetate,  a substance  that  other  tissues  convert 
to  a variety  of  nonfat  substances. — Veterans  Ad- 
ministration Information  Service 
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Malignant  Thymus 


Tumor  with  Liver  Metastasis  in  Patient  with 
Myasthenia  Gravis 


ZELMA  WESSELY,  M.D.,  JAMAICA,  NEW  YORK 
{From  the  Department  of  Pathology , Queens  Hospital  Center) 


HPhymus  tumors  in  patients  with  or  without  myas- 
thenia gravis  have  been  the  subject  of  numerous 
articles  and  reviews. 1 ~7  In  all  these  reviews  mention 
is  made  of  malignant  tumors  of  the  thymus,  but  few 
show  distant  metastases. 

The  following  case  illustrates  the  unusual  feature 
of  a thymic  carcinoma  with  liver  metastases. 

Case  Report 

The  patient  was  a thirty-seven-year-old,  white 
male  from  Lithuania.  On  February  20,  1957,  he 
was  admitted  to  Queens  General  Hospital  emergency 
room  in  acute  distress,  cyanotic,  and  dyspneic. 
He  was  known  to  have  suffered  from  myasthenia 
gravis  for  four  years.  Apparently  during  the  night 
prior  to  admission  the  patient  had  developed  a 
temperature.  His  local  physician  had  given  him 
penicillin  and  Demerol.  He  became  severely 
cyanotic  and  was  taken  to  the  hospital.  At  the 
hospital  he  was  immediately  placed  in  a respirator 
and  given  Prostigmin  (30  mg.  orally)  followed  by  5 
cc.  of  Coramin  and  intranveous  Levophed  (8  cc.  in 
500  cc.  of  5 per  cent  glucose-saline). 

The  patient  expired  one  and  one-half  hours  after 
admission.  Therefore,  unfortunately  no  clinical 
work-up  and  only  an  incomplete  history  is  at  the 
author’s  disposal. 

Pathologic  Report 

Autopsy  revealed  a tumor  at  the  base  of  the 
heart  in  the  region  of  the  thymus,  in  which  fibrotic 
tissue  and  soft,  cellular,  partly  necrotic  areas  were 
distinguishable.  This  mass  measured  about  5 cm. 
in  diameter.  It  appeared  to  infiltrate  the  vessels 
at  the  base  of  the  heart  and  upward  laterally 
towards  both  subclavicular  regions.  On  opening 
the  superior  vena  cava,  part  of  this  mass  was  seen 
infiltrating  into  the  superior  vena  cava.  Iliac 
veins,  inferior  vena  cava,  renal  veins,  hepatic 
arteries  and  veins,  and  vena  porta  were  free  from 
thrombi  or  emboli. 

The  liver  was  of  normal  size,  color,  and  consist- 
ency. Cut  surface  showed  the  normal  lobular 
architecture,  but  one  nodule  about  2 cm.  in  diameter 


Fig.  1.  High-power  view  of  the  two  types  of  cells 
composing  the  thymus  tumor:  (1)  large  epithelial 

cells  with  vesicular  nuclei  and  prominent  nucleoli 
and  (2)  small  cells  with  little  cytoplasm  and  dense, 
round  nuclei. 

was  seen  just  beneath  the  surface.  It  was  a dirty 
gray  color  and  showed  a soft  center. 

The  other  organs,  including  thyroid  and  adrenal 
glands,  showed  no  remarkable  pathology. 

Histologic  examination  of  the  tumor  mass  showed 
sheets  of  cells  separated  by  irregular,  wide  bands  of 
fibrous  connective  tissue.  No  pattern  or  cortex  or 
medulla  could  be  elicited.  The  cell  nests  * were 
composed  of  two  types  of  cells  (Fig.  1),  large,  epi- 
thelial cells  with  vesicular  nuclei  and  prominent 
nucleoli,  and  small  cells  with  little  cytoplasm  and 
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Fig.  2.  Liver  with  tumor  nodule  in  upper  left  side. 


Fig.  3.  High-power  view  of  tumor  nodule  in  the 
liver  shows  the  admixture  of  the  same  two  cell  types, 
as  seen  in  the  main  thymic  tumor,  with  preponderance 
of  epithelial  cells. 

dense,  round  nucilei  like  lymphocytes.  The  pro- 
portion of  these  cells  varied  in  different  portions  of 
the  tumor,  the  small  nests  within  the  hyalinized 
fibrous  connective  tissue  showing  a predominance 
of  lymphocytes,  while  the  more  cellular  areas 
showed  a prominence  of  epithelial  elements.  Hass- 
all’s  corpuscles  or  remnants  thereof  were  not  found, 
nor  was  any  normal  thymic  tissue  seen. 

The  nodule  found  in  the  liver  (Fig.  2)  appeared  to 
be  composed  of  the  same  elements  as  described  pre- 


Fig.  4.  High-power  view  of  another  field  of  the  liver 
metastasis  showing  the  two  cellular  elements  with 
lymphocytes  predominating. 


Fig.  5.  Perivascular  lymphocytic  infiltration  (lym- 
phorrhages)  in  striated  muscle. 


viously,  namely,  a mixture  of  lymphocytes  and 
epithelial  cells.  Here  also  the  proportions  of  the 
two  elements  varied  in  different  fields  of  the  nodule 
(Figs.  3 and  4). 

Histologic  examination  of  sections  from  striated 
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muscle  showed  perivascular  foci  of  lymphocytic 
infiltrations  (lymphorrhages)  (Fig.  5). 

Comment 

Castleman  and  Norris1  reviewed  330  cases  of 
myasthenia  gravis  and  did  not  find  any  real  metas- 
tases  in  any  of  their  cases,  only  a few  pleural 
nodules,  probably  implants. 

Katz7  reported  a case  of  malignant  thymoma  with 
a metastasis  to  the  peritoneal  surface  of  the  dia- 
phragm, but  he  could  show  that  the  paratracheal 
lymph  nodes  were  involved  by  tumor,  that  the 
pericardium  showed  several  nodules  on  the  parietal 
surface,  and  that  the  diaphragmatic  “metastasis” 
was  merely  an  extension  from  the  pericardial  and 
pleural  diaphragmatic  surfaces  to  the  peritoneal 
surface.  There  was  no  tumor  within  the  liver 
parenchyma. 

The  case  reported  by  Derow,  Schlesinger,  and 
Persky6  was  that  of  a malignant  thymoma  with  a 
single,  discrete,  intrapulmonary  metastasis,  but  he 
found  a necrotic  erosion  of  a large  bronchus  at  the 
place  of  abutment  of  primary  tumor  upon  lung. 
Therefore,  he  postulated  that  the  dissemination 
most  likely  in  his  case  could  have  been  an  implanta- 
tion rather  than  metastasis  via  the  bronchial  lumen. 
(The  other  possibilities  of  propagation  in  considera- 
tion were  the  lymphatics  via  the  mediastinal  lymph 
nodes  or  the  bloodstream  via  the  superior  vena 
cava.) 

Sloan,8  in  his  review  of  the  thymus  cases  in 
myasthenia  gravis,  mentions  a malignant  thymus 
tumor  with  metastases  to  the  left  visceral  and 


parietal  pleura,  but  no  other  metastases  were 
present. 

The  case  reported  here  presents  a tumor  in  the 
anterior  mediastinum,  which  complies  with  the 
histologic  description  of  thymona.9  Sections  from 
the  voluntary  muscles  show  lymphorrhages  which, 
according  to  Norris,10  only  occur  in  muscles  of  pa- 
ients  afflicted  with  myasthenia  gravis.  A small 
nodule  is  found  in  the  liver  parenchyma,  showing 
the  same  histologic  features  as  the  main  tumor  in  the 
mediastinum,  and  has  to  be  acknowledged,  therefore, 
as  metastasis. 

Summary 

The  case  of  a thirty-seven-year-old  white  male, 
known  to  have  had  myasthenia  gravis  is  reported, 
in  which  a thymic  tumor  was  found  that  not  only 
showed  local  infiltration  and  spread  to  neighboring 
organs,  but  also  showed  what  has  to  be  considered 
in  the  fight  of  histologic  findings,  a genuine  fiver 
metastasis. 
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Management  of  Tic  Douloureux 


Usually  surgical  intervention  will  be  needed  even- 
tually for  lasting  relief  from  tic  douloureux,  and  the 
patient  should  be  so  oriented.  The  general  trend  of 
management  will  be  influenced  by  the  patient’s  at- 
titude^ the  severity  of  the  disease,  and  the  type  and 
extent  of  previous  treatment.  Dr.  Charles  M. 
Poser  of  the  University  of  Kansas  says  that  it  is 
wise  to  suggest  a course  of  medical  therapy  and  that 
alcohol  injections  in  the  offending  branch  of  the 


nerve  should  always  precede  surgical  therapy.  Such 
injections,  however,  eventually  reach  the  point  of 
diminishing  returns.  If  the  patient  has  been  pre- 
pared to  accept  the  possibility  of  operative  compli- 
cations, surgical  therapy  at  the  strategic  time  offers 
the  best  solution.  It  results  in  rehabilitation  of  the 
majority  of  severely  disabled  patients. 

— New  England  Journal  of  Medicine , January  2, 
1958 
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Spigelian  Hernia 


GEORGE  J.  PAUL,  M.D.,  AND  PAUL  H.  SULLIVAN,  M.D.,  F.A.C.S.,  MINEOLA,  NEW  YORK 
(From  the  Department  of  Surgery , Nassau  Hospital ) 


T n the  minds  of  many  surgeons  today  a spigelian 

hernia  is  synonymous  with  the  term  interstitial 
hernia.  Actually  a spigelian  hernia  is  only  one  of 
several  types  of  interstitial  hernias.  By  definition 
an  interstitial  hernia  does  not  follow'  one  of  the 
usual  pathways  of  abdominal  hernias  but  lies  in 
betw'een  any  of  the  various  layers  of  the  abdominal 
wall.1  According  to  Watson,2  this  type  of  hernia 
w'as  first  observed  by  Bartholin  in  1661.  There  are 
approximately  800  cases  of  interstitial  hernias 
reported  in  the  literature.3 

Classification 

As  an  aid  in  clarifying  the  problem  of  inter- 
stitial hernias  in  general,  and  of  spigelian  hernias  in 
particular,  a brief  classification  of  the  various  inter- 
stitial hernias  wall  be  presented.4 

Properitoneal. — The  sac  lies  between  the 
peritoneum  and  transversalis  fascia.  It  is  usually 
directed  tow'ard  the  anterior  superior  iliac  spine, 
but  sometimes  it  may  be  tow'ard  the  bladder  or 
even  the  obturator  foramen. 

Inguinointerstitial. — The  sac  may  lie  between 
the  various  layers  of  the  abdominal  wall:  (1) 

between  the  transversalis  fascia  and  the  transversus 
abdominus  muscle,  (2)  between  the  transversus 
abdominus  and  internal  oblique  muscles,  and  (3) 
between  the  internal  and  external  oblique  muscles. 

Inguinosuperficial  (Kuster’s  hernia). — The 
sac  lies  between  the  external  oblique  and  Scarpa’s 
fascia. 

Spigelian  hernia. — This  is  a hernia  in  the  linea 
semilunaris  and  can  occur  anywhere  along  this  line. 
The  semilunar  line  is  situated  at  the  lateral  edge  of 
the  rectus  muscle  on  each  side  and  extends  from  the 
cartilage  of  the  ninth  rib  to  the  pubic  spine.  In 
general  terms,  this  fibrous  line  may  be  said  to  mark 
the  union  of  the  sheath  of  the  rectus  with  the  fascia 
of  the  lateral  abdominal  muscles.  More  specifi- 
cally, above  the  linea  semicircularis  of  Douglas  the 
aponeurosis  of  the  internal  oblique  splits  to  enclose 
the  rectus  muscle.  Below  the  linea  semicircularis, 
the  posterior  sheath  of  the  rectus  muscle  is  absent. 

Those  hernias  in  the  linea  semilunaris  occurring 
below  the  inferior  epigastric  artery  are  generally 
classed  as  direct  inguinal  hernias.  When  the  term 
spigelian  hernia  or  hernia  in  the  linea  semilunaris  is 
usually  spoken  of,  one  means  those  hernias  coming 
through  the  linea  semilunaris  and  above  the  inferior 
epigastric  artery. 

Most  authorities  say  that  a hernia  in  the  linea 
semilunaris  seldom  occurs  above  the  umbilicus,  and 


that  the  most  common  position  is  at  the  junction 
of  the  linea  semilunaris  and  the  linea  semicircularis 
of  Douglas.  This  is  the  spot  where  the  posterior 
sheath  of  the  rectus  abruptly  ends.5 

Etiology 

Zimmerman,  Anson,  Morgan,  and  McVay6  have 
showm  in  anatomic  studies  that  the  internal  oblique 
and  transversus  abdominus  muscles  are  often 
raised  into  muscular  bands  separated  by  weak 
aponeurotic  structures,  and  that  these  w'eak  struc- 
tures between  the  bands  of  muscle  are  potential  sites 
of  hernias.  They  state  that  the  linea  semilunaris 
itself  is  a strong  structure,  but  that  it  may  be  made 
weak  laterally  by  the  banding  w'hich  they  describe. 

The  etiology  of  interstitial  hernias  in  the  inguinal 
region  has  been  thought  to  be  due  to  some  ob- 
structive condition  in  the  inguinal  canal,  the  com- 
monest cause  being  maldevelopment  or  arrested 
descent  of  the  testis;  hence  the  preponderance  of 
these  hernias  in  males.  The  hernial  sac  unable  to 
pass  out  of  the  inguinal  canal,  spreads  out  in  some 
other  direction. 

Case  Report 

A fifty-eight-year-old  white  female  had  been  in 
good  health  until  two  years  prior  to  admission  w'hen 
she  developed  a mass  in  her  right  lower  quadrant. 
Because  the  mass  was  essentially  asymptomatic  at 
that  time,  she  did  not  consult  a physician.  Further 
questioning  revealed  that  the  mass  in  the  right  low'er 
quadrant  wras  not  constant  but  w'ould  vary  in  size 
at  different  times  and  that  sometimes  it  would  dis- 
appear completely.  The  mass  was  smallest  w'hen  the 
patient  arose  in  the  morning  and  largest  w'hen  she 
went  to  bed  at  night.  She  also  stated  that  when  the 
mass  was  large  and  prominent,  she  w'ould  occasion- 
ally get  crampy  abdominal  pain.  She  also  heard  a 
“gurgling”  sound  arising  from  the  mass  on  occasion. 
No  other  gastrointestinal  symptoms  were  noted. 
Past  history  wras  negative.  Review  of  systems  was 
essentially  negative. 

On  physical  examination  pertinent  findings  w'ere 
limited  to  the  abdomen.  The  patient  had  a right 
low'er  quadrant  mass  which  w'as  in  the  right  hypo- 
gastrium  and  iliac  regions.  The  mass  felt  close  to 
the  skin  rather  than  within  the  abdominal  cavity. 
The  mass  had  a soft  cystic  feel  to  it  and  w'as  non- 
tender. By  gradual  manipulation  starting  laterally 
and  progressing  medially  tow'ard  the  midline,  the 
mass  could  be  made  to  disappear,  only  to  reappear 
again  when  the  patient  stood  up.  Auscultation  over 
the  mass  revealed  clear,  loud  bowel  sounds.  On 
vaginal  examination  no  masses  could  be  palpated. 
No  inguinal  or  femoral  hernias  could  be  demon- 
strated or  felt. 
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Although  her  admitting  diagnosis  was  ovarian 
cyst,  a preoperative  diagnosis  of  interstitial  or 
spigelian  hernia  was  made. 

At  operation  an  oblique  incision  over  the  mass 
starting  in  the  right  lumbar  region  and  ending  in  the 
hypogastrium  was  made.  A similar  incision  was 
then  made  in  the  external  oblique  aponeurosis.  Im- 
mediately on  incising  the  external  oblique,  a large 
hernial  sac  lying  between  the  external  oblique  and 
internal  oblique  became  visible.  The  sac  measured 
approximately  12  by  18  cm.  The  sac  was  opened 
and  found  to  contain  several  feet  of  small  bowel. 
The  neck  of  the  sac  was  approximately  3 cm.  in  diam- 
eter and  was  located  at  the  linea  semilunaris  about 
4 cm.  below  the  level  of  the  umbilicus.  Our  diagnosis 
of  spigelian  hernia  was  therefore  confirmed. 

The  contents  of  the  hernial  sac  were  reduced  and 
the  neck  of  the  sac  closed  by  a purse-string  suture  of 
number  00  chromic  catgut.  The  sac  was  then  ex- 
cised distal  to  the  suture  ligature.  Our  fascial  defect 
was  closed  with  interrupted  sutures  of  number  000 
stainless  steel  wire.  Our  incision  in  the  external 
oblique  was  closed  with  interrupted  sutures  of 


number  0 chromic  catgut.  Skin  edges  were  re- 
approximated with  interrupted  Stewart  sutures  of 
number  000  silk.  The  patient  tolerated  the  proce- 
dure well  and  made  an  uneventful  recovery. 

Summary 

It  has  been  often  stated  in  the  literature  that  an 
interstitial  hernia  is  difficult  to  diagnose.  The 
main  problem  is  chiefly  lack  of  knowledge  of  the 
existence  of  interstitial  and  spigelian  hernias.  The 
operative  approach  to  these  hernias  is  relatively 
simple,  and  the  results  are  most  gratifying. 
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Physiologic  Rehabilitation  of  the  Constipated  Colon  in  Pregnant  Women 


Although  estimates  vary  on  the  incidence  of  con- 
stipation in  pregnancy,  it  is  sufficiently  prevalent  to 
present  a vexing  obstetric  problem  which  must  be 
dealt  with  both  by  diet  and  a suitable  laxative.  Af- 
ter enumerating  the  drawbacks  of  mineral  oil,  saline 
laxative,  inert  bulk-producing  laxatives,  and  castor 
oil  (the  last  one  contraindicated  because  of  the  dan- 
ger of  abortion),  the  authors,  Dr.  Alexander  H.  Her- 
land  and  Aaron  Lowenstein,  turn  their  attention  to  a 
standardized  derivative  of  senna  (Senoket,  Purdue 


Frederick  Co.,  New  York  City)  and  its  capacity  to 
induce  an  approximately  normal  process  of  defeca- 
tion. The  senna  preparation  brought  excellent  re- 
sults in  over  90  per  cent  of  46  patients.  There  were 
no  failures. 

The  authors  conclude  that  this  standardized 
derivative  of  senna  is  the  most  logical  product  for 
restoration  of  normal  bowel  function  when  intestinal 
tonus  is  impaired  during  pregnancy. — Surgery , 
Obstetrics,  and  Gynecology,  December,  1957 
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Paroxysmal  Pseudoventncular  Tachycardia  with  Ventricular  Rate 
of  290  in  a Patient  with  Accelerated  A - V Conduction 

EMANUEL  HELLMAN,  M.D.  F.A.C.P.,  AND  M.  RICHARD  ALTCHEK,  M.D.,  NEW  YORK  CITY 
( From,  the  Medical  Service , Gouverneur  Hospital ) 


HPhe  sudden  onset  of  a rapid  tachycardia  with  a 
clinical  picture  of  shock,  associated  with  an  elec- 
trocardiographic picture  of  ventricular  tachycardia 
or  fibrillation,  is  always  alarming.  The  frequency 
with  which  such  paroxysmal  arrhythmias  are  seen 
in  association  with  accelerated  atrioventricular 
conduction  has  led  to  their  designation  as  pseudo- 
ventricular  tachycardia,  since  it  is  generally  accepted 
that  they  are  almost  always  supraventricular  in 
origin.1-2  Since  the  prognosis  in  these  cases  is  gen- 
erally good  as  contrasted  with  true  paroxysmal  ven- 
tricular arrhythmias,  the  importance  of  their  prompt 
recognition  is  obvious.  The  following  case  is  re- 
ported because  of  the  severe  shock  which  accom- 
panied the  attack,  the  extremely  rapid  ventricular 
rate  of  290  per  minute,  and  the  difficulties  encoun- 
tered in  aborting  the  paroxysm. 


Case  Report 

M.  G.,  a thirty-eight-year-old  female  admitted 
on  May  18,  1957,  had  a sudden  onset  of  severe  pal- 
pitation two  to  three  hours  prior  to  admission. 
This  was  shortly  followed  by  cold  sweat,  shortness 
of  breath,  and  vomiting.  Carotid  and  eyeball  pres- 
sure and  sedation  were  administered  without  effect. 
Vomiting  became  more  frequent.  The  blood  pres- 
sure became  unobtainable. 

The  patient  stated  that  since  the  age  of  fourteen 
she  had  had  transient  attacks  of  palpitation,  which 
she  had  learned  to  abort  by  pressing  on  her  eye- 
balls. None  of  the  previous  episodes  were  prolonged, 
nor  were  they  accompanied  by  vomiting,  sweating, 
or  dyspnea.  The  past  history  was  otherwise  nega- 
tive. 

Physical  examination  revealed  an  obese  female, 
pale,  perspiring  profusely,  and  vomiting  frequently. 
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Fig.  2.  A.  There  is  no  change  in  the  record  taken  thirty  minutes  after  intramuscular  injection  of  0.4  Gm. 
quinidine  sulfate. 

B.  Tracing  recorded  thirty  minutes  after  the  first  dose  of  300  mg.  of  Pronestyl  intravenously  shows  a reduction 
in  the  rate  of  the  tachycardia  to  250  per  minute  but  is  otherwise  unchanged. 

C.  Recorded  five  minutes  after  the  second  intravenous  dose  of  300  mg.  Pronestyl,  the  rate  of  the  tachycardia 
remains  at  250  per  minute,  but  there  are  frequent  breaks  in  the  rhythm.  The  complexes  marked  x are  apparently 
normally  conducted  beats.  In  the  complexes  marked  y there  is  a small  upright  P wave  with  a P-R  interval  which 
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measures  0.06  second.  The  upstroke  of  the  R wave  which  follows  shows  definite  slurring  of  its  initial  portion, 
strongly  suggesting  a delta  wave.  The  form  of  these  complexes  is  similar  to  those  of  the  paroxysm. 

D.  Analagous  complexes  are  seen  in  this  strip  taken  thirty  minutes  after  the  second  dose  of  Pronestyl. 

E.  Recorded  sixty  minutes  after  the  second  dose  of  Pronestyl.  The  Pronestyl  effect  has  apparently  worn  off. 

F.  Recorded  fifteen  minutes  after  beginning  the  infusion  of  20  mEq.  of  potassium  chloride  in  1,000  cc.  of  water. 

G.  Twenty  minutes  after  beginning  potassium  chloride  infusion. 

H.  Thirty  minutes  after  beginning  potassium  chloride  infusion. 


Fig.  3.  Recorded  six  hours  after  beginning  potas- 
sium chloride  infusion,  showing  typical  Wolff  Parkinson 
White  complexes. 


Pulse  and  blood  pressure  were  unobtainable.  Tem- 
perature was  100  F.  and  respirations  20.  The  heart 
tones  were  poor.  The  rhythm  was  regular  and  the 
rate  extremely  rapid  at  290  per  minute.  No  mur- 
murs were  heard.  Lungs  were  clear,  abdomen  nega- 
tive, and  there  was  no  edema. 

An  infusion  of  Levophed  in  hypertonic  glucose  was 
begun  immediately.  Carotid  and  eyeball  pressure 
were  repeated  without  effect.  Quinidine  sulfate, 

0.4  Gm.,  was  given  intramuscularly.  Thirty  min- 
utes later  the  ventricular  rate  had  not  changed,  and 
300  mg.  of  Pronestyl  were  given  intravenously. 
This  was  repeated  thirty  minutes  later.  After  a 
similar  interval  an  infusion  of  5 per  cent  glucose  in 
water  with  20  mEq.  of  potassium  regulated  to  30 
drops  per  minute  was  started.  Six  hours  later  the 
ventricular  rate  was  found  to  be  120  and  the  blood 
pressure  130/90.  The  following  day  the  ventricular 
rate  was  86  and  the  blood  pressure  150/100. 

Interpretation  of  the  electrocardiograms  is 
contained  in  Figs.  1,  2,  and  3. 

Comment 

Extremely  rapid  heart  action,  regular  or  irregular, 
over  200  per  minute,  suggests  strongly  the  presence 
of  accelerated  atrioventricular  conduction  with 
paroxysmal  atrial  tachycardia  or  fibrillation.  In 
the  vast  majority  of  cases  the  clinical  picture  is 
generally  reassuring  and  the  prognosis  is  good, 
death  during  an  attack  having  been  but  rarely  re- 
corded.3*4 In  this  case,  despite  severe  shock,  the 
ventricular  rate  of  290  per  minute,  the  history  dat- 
ing back  to  age  fourteen,  and  the  lack  of  signs  of 
severe  heart  disease  were  somewhat  reassuring. 


The  appearance  of  typical  Wolff  Parkinson  White 
complexes  when  short  breaks  in  the  basic  rhythm  oc- 
curred established  the  diagnosis. 

Intravenous  procaine  amide  in  doses  up  to  2 Gm. 
daily  with  proper  control  is  recommended  as  the  drug 
of  choice  in  the  treatment  of  these  tachycardias. 
Partial  response  with  slowing  of  the  rate  and  short 
breaks  in  the  rhythm  followed  the  administration 
of  600  mg.  in  two  divided  doses  in  this  case.  A 
larger  dose  would  probably  have  produced  a more 
pronounced  response. 

The  intravenous  infusion  of  potassium  in  this  case 
produced  effects  similar  to  those  noted  following 
Pronestyl  administration,  with  frequent  breaks  in 
the  basic  arrhythmia.  The  amount  given  was 
quite  small  (20  mEq.  per  liter),  and  it  is  likely  that  a 
larger  dose  would  have  been  more  efficacious. 
The  beneficial  effect  of  potassium  in  arrhythmias 
resulting  from  digitalis  toxicity  has  been  estab- 
lished.5’6 It  has  also  been  found  effective  in 
arrhythmias  unassociated  with  digitalis  or  hypopo- 
tassemia.7’8  Previous  experience  with  the  beneficial 
effect  of  potassium  in  another  type  of  pseudo- 
ventricular  tachycardia  has  likewise  been  reported.9 
In  view  of  these  observations  it  might  be  recom- 
mended that  where  conventional  therapy  for  this 
type  of  arrhythmia  with  Pronestyl  or  quinidine 
fails,  a trial  of  potassium  infusion  is  indicated. 

Summary 

1.  A case  of  pseudoventricular  tachycardia  with 
an  unusually  rapid  ventricular  rate  of  290  per  min- 
ute and  with  severe  shock  in  a patient  with  Wolff 
Parkinson  White  syndrome  is  reported. 

2.  The  diagnostic  criteria  and  prognostic  signifi- 
cance of  this  arrhythmia  are  reviewed. 

3.  It  is  suggested  that  where  response  to  con- 
ventional therapy  with  quinidine  or  Pronestyl  is 
not  obtained,  potassium  chloride  infusion  might  be 
worth  a trial. 
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Medical  Movies  and  Clinical  Photography  ( Part  I ) 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
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Doctor,  treat  your  camera  as  a working  tool  for 
use  in  the  Clinic  and  in  preparation  for  your  va- 
cation pictures.  Examine  it  for  bodily  defects  as 
you  would  review  your  patient’s  clinical  history. 

Summer  vacation  time  is  here.  You  doctors 
who  have  been  kept  busy  morning,  noon, 
and  night  by  the  many  demands  from  your 
patients,  now  are  in  the  position  where  your 
family  and  friends  force  you  to  look  forward  to  a 
vacation,  even  if  it  lasts  only  a few  days.  Here 
is  a warning  note  before  you  leave;  have  you 
given  any  consideration  to  your  camera  which 
has  been  lying  idle  since  your  last  trip?  Prob- 
ably not.  If  you  want  to  enjoy  your  vacation 
photographically,  and  if  you  are  looking  forward 
to  reviewing  your  pictures  next  fall,  take  heed  of 
this  warning. 

If  you  live  in  a moist  climate,  the  first  thing  to 
ascertain  is  whether  the  damp  air  has  affected 
your  camera  either  by  corrosion  or  mold.  It  can 
harm  the  camera  body,  delicate  shutter,  or  gover- 
nor of  a movie  camera.  Working  parts  of  steel 
may  be  corroded.  If  you  are  familiar  with 
camera  function,  you  may  be  able  to  determine 
faulty  function  by  ear.  If  you  are  the  least 
doubtful,  take  you  camera  to  your  nearest  dealer. 
He  will  gladly  inspect  it  for  you.  To  protect 
your  camera  against  dampness,  obtain  a leather 
carrying  case,  and  remove  your  camera  only  for 
actual  use.  This  will  also  prevent  your  lens  from 
becoming  fogged  with  moisture  or  lint. 


Another  important  safeguard  is  to  check  your 
camera  aperture.  Fuzz  may  have  collected 
there,  particularly  on  a movie  camera.  Clean  it, 
if  accessible,  with  a camePs  hair  or  other  brush. 
If  you  cannot  see  the  aperture,  run  a test  strip 
through,  and  develop  it  by  tray  as  a negative. 
This  test  strip,  when  dry  and  projected,  will  deter- 
mine whether  your  aperture  is  clean. 

Your  view  finder  may  be  misaligned.  Check 
it  to  see  if  you  take  in  the  proper  field.  Calibrate 
the 'view  finder  for  errors  in  parallax.  Don't 
forget  that  the  standard  view  finder  centers  your 
image  at  a particular  fixed  distance.  If  you  take 
your  pictures  close  to  your  lens,  you  must  account 
for  the  error  in  parallax.  Parallax  is  the  angular 
displacement  between  a line  drawn  through  the 
finder  lens  and  the  eye  and  another  line  drawn 
through  the  camera  aperture  and  lens.  They 
coincide  at  a fixed  distance.  Some  cameras 
provide  an  adjustable  view  finder  to  overcome 
this  error.  Unless  this  displacement  is  accounted 
for,  the  photographer  may  cut  off  the  head  of  his 
subject  when  shooting  close. 

Check  your  camera  gate  for  grit  or  loose  parts 
which  may  have  a tendency  to  scratch  the  film 
Fine  particles  of  emulsion,  if  permitted  to  harden, 
will  ruin  a valuable  strip  of  film.  In  open  back 
cameras  of  the  Exakta,  Rolleiflex  or  Contax  type, 
this  may  easily  be  inspected.  In  the  closed  back 
type  of  camera,  such  as  the  Leica,  this  is  some- 
what more  difficult.  Inspect  your  last  roll  of  film 
for  emulsion  scratches  or  run  a piece  of  unexposed 
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fresh  film  through  the  camera  and  develop  it  in 
the  normal  manner.  Also,  inspect  your  enlarger 
to  eliminate  that  instrument  as  the  source  of  your 
scratches. 

If  scratches  develop  in  your  movie  camera, 
clean  the  gate  thoroughly.  Inspect  the  projector 
for  possible  difficulties  there. 

Shutter  adjustments  are  usually  not  matters 
for  the  amateur  to  determine.  The  eye  is  a poor 
judge  of  shutter  speeds.  A rudimentary  test  to 
follow  is  to  open  the  back  of  the  camera.  Trip 
the  shutter  from  the  one  second  to  the  extreme 
speed  permitted,  and  see  if  you  can  determine  a 
variation  between  the  various  stops.  Check 
your  one  second  with  the  second  hand  of  a 
watch.  If  there  is  any  question,  send  your 
camera  back  to  your  dealer  or  manufacturer. 
With  present-day  fast  films,  errors  in  shutter 
speed  will  affect  your  picture  quality.  This  is 
particularly  true  of  the  new  color  films.  With 
this  medium  the  greatest  latitude  that  the  film 
permits  may  be  a maximum  of  one-half  a lens  stop 
leeway,  often  less.  If  your  shutter  is  slow,  the 
picture  will  become  brownish,  and  the  color  trend 
will  be  to  a washed-out  appearance.  The  effect 
will  be  the  same  as  overexposure.  If  your  shutter 
is  faster  than  the  rated  opening,  the  color  effect 
will  tend  toward  blue. 

Errors  of  this  nature  may  not  be  due  to  shutter 
difficulties  but  to  incorrect  exposure,  which  may 
be  due  to  a faulty  exposure  meter.  The  first  rule 
is  to  inspect  your  meter  to  make  sure  that  the 
needle  returns  to  zero.  If  it  is  out  of  adjust- 
ment, you  can  readjust  the  needle  with  your 
thumb  nail  or  a small  screw  driver.  If  your 
pictures  are  still  consistently  incorrectly  ex- 
posed, check  your  meter  with  other  meters  of  the 


same  type.  Consult  your  photographic  dealer 
or  send  the  meter  to  the  manufacturer. 

Very  often  your  meter  may  be  in  perfect  work- 
ing order,  but  improper  exposure  may  be  due  to 
lack  of  knowledge  of  how  to  use  such  an  instru- 
ment. The  active  photoelectric  element  will 
always  give  you  an  average  reading  of  all  in- 
tensities of  light  which  strike  the  cell.  There- 
fore, if  you  wish  to  obtain  the  correct  exposure 
for  the  face  of  a person  wearing  dark  blue  clothing 
and  standing  in  the  shade  against  a very  brilliant 
background,  you  will  have  a definite  problem. 
The  way  to  consider  such  a scene  is  to  come  very 
close,  and  take  a reading  off  the  person’s  face 
without  casting  a shadow.  Then  come  back  and 
shoot  your  scene,  disregarding  the  strongly  lighted 
background  and  dark  clothing.  For  long  shots  of 
scenes  in  the  distance  where  the  sky  plays  a large 
factor,  point  your  meter  down  to  the  ground 
to  cut  out  the  light  from  the  sky.  If  you  shoot 
water  scenes  in  color,  remember  that  the  water  is 
an  absorbing  medium,  and  open  your  lens  one- 
half  stop  accordingly.  This  is  contrary  to  black 
and  white  photography,  where  water  generally 
acts  as  a reflecting  medium  and  adds  to  your  light. 

Most  new  cameras  have  automatic  film  mech- 
anisms to  transport  film  after  exposing  the  nega- 
tive. This  is  an  advantage  over  the  old  days 
when  you  had  a problem  of  fogging  your  fast 
films  when  turning  for  the  next  exposure.  If  your 
camera  has  an  automatic  advance  device,  check  it 
occasionally  to  make  sure  it  is  working  properly. 

If  you  use  a flashgun  or  electronic  flash,  make 
sure  it  is  correctly  synchronized  to  your  camera. 
If  you  have  any  trouble  checking  the  synchroniza- 
tion, take  your  camera  and  flash  unit  to  your  local 
dealer  who  will  be  happy  to  check  it  for  you. 


( Number  ten  of  a series  on  Visual  Education  in  Medicine) 


Men  Whose  Work  Is  Physical  Found  More  Apt  to  Survive 


Persons  who  engage  in  daily  physical  activity  are 
better  able  to  survive  a heart  attack  than  those  who 
work  behind  desks  and  relax  on  weekends,  Dr.  David 
M.  Spain,  associate  professor  of  pathology  at 
Columbia  University,  has  reported.  He  based  his 
conclusion  on  an  eight-year  study  of  1,500  sudden 
deaths  in  Westchester  County.  In  a cooperative 


study  with  Dr.  Victoria  A.  Bradess,  medical  ex- 
aminer of  Westchester  County,  Dr.  Spain  classified 
deaths  from  coronary  occlusions  according  to  occu- 
pation. The  data  showed,  he  said,  that  men  in  sed- 
entary positions  had  died  at  a younger  age  than 
men  who  had  led  more  active  lives. — New  York 
Times , May  22, 1958 
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MONTH  IN  WASHINGTON 


\ fter  five  months  of  almost  no  action  whatever 
on  health-medical  bills,  Congress  turned  toward 
them  late  in  the  session  with  the  result  that  quite 
a number  may  be  passed  before  the  expected  mid- 
August  adjournment. 

Most  important,  the  House  Ways  and  Means 
Committee  held  two  weeks  of  hearings  on  the 
Forand  Bill  and  other  Social  Security  issues.  The 
Forand  Bill  is  a highly  controversial  piece  of  legis- 
lation that  first  came  before  Congress  in  another 
form  six  years  ago  but  on  which  no  action  has  been 
taken.  The  bill,  strongly  opposed  by  the  American 
Medical  Association  and  most  other  professional 
groups,  would  offer  up  to  one  hundred  twenty  days 
a year  of  hospital-nursing  home  care  plus  surgical 
services  to  Social  Security  beneficiaries. 

Critics  on  the  Forand  Bill  list  among  their  prin- 
cipal objections  that  the  age  line  couldn’t  be  held 
once  the  program  were  set  up  and  that  the  result 
eventually  would  be  total  national  compulsory 
health  insurance. 

There  was  no  indication  from  the  committee 
whether  it  really  was  serious  about  the  Forand  Bill  or 
was  admitting  testimony  on  it  merely  because  there 
was  no  easy  way  to  stop  such  testimony  once  it  was 
decided  to  open  up  the  Social  Security  program. 
There  was  evidence  that  the  committee  probably 
would  give  priority  to  increases  in  public  assistance 
payments,  in  view  of  the  unusually  large  numbers 
of  unemployed. 

There  was  also  an  unexpected  flare-up  over 
Medicare,  the  military  dependent  medical  care 
program  that  has  been  in  effect  for  eighteen  months. 
Here  the  House  Appropriations  Committee,  acting 
on  misinformation,  decided  it  would  save  tax 
money  by  cutting  down  on  funds  for  the  civilian 
phase  of  Medicare,  thereby  forcing  more  dependents 
to  use  military  hospitals,  which  already  care  for 
about  60  per  cent  of  them. 

However,  before  the  money  bill  passed  the  House, 
proponents  of  the  cut  were  convinced  that  they 
might  have  gone  too  far.  They  agreed  to  adopt  in 
conference  any  reasonable  amendments  that  might 
be  worked  out  with  the  Senate. 

American  Medical  Association,  American  Hospital 
Association,  and  other  professional  groups  carried 
on  the  fight  to  save  Medicare. 

Late  in  the  session,  Senate  committee  decided  to 
approve  FHA-type  mortgage  insurance  for  pro- 
prietary nursing  homes.  This  proposal  had  been 
supported  by  the  American  Medical  Association. 
Speaking  for  the  Association,  Dr.  R.  B.  Robins  told 
the  Senators  that  most  of  the  aged  population  needs 
a certain  amount  of  skilled  nursing  and  medical 
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care,  but  not  necessarily  expensive  hospital  care. 
He  said  that  if  more  and  better  nursing  homes  were 
built,  one  of  the  major  problems  of  the  aged  popu- 
lation would  be  solved. 

Congress  also  indicated  it  would  enact  a number 
of  other  health  bills,  including  the  following: 

1.  A three-year  extension  of  the  Hill-Burton 
hospital  construction  program,  with  an  amendment 
to  allow  loans  in  place  of  grants  to  institutions  that 
objected  to  direct  government  aid  for  religious 
reasons. 

2.  Salary  increases  for  medical  personnel  in  Vet- 
erans Administration  and  general  pay  raises  for  the 
military,  which  would  benefit  doctors  in  uniform. 

3.  Authorization  for  grants  totaling  one  mil- 
lion dollars  a year  to  the  nation’s  schools  of  public 
health;  this  was  amended  to  rule  out  use  of  the 
money  for  ordinary  operating  expenses. 

4.  A public  works  program,  under  which  com- 
munities would  be  eligible  for  grants  to  build  schools, 
hospitals,  nursing  homes,  and  other  facilities. 

Notes 

Congressmen  frequently  sound  out  voter  senti- 
ment through  the  well-used  poll  method.  A recent 
one  by  Rep.  Harold  Collier  (R.,  111.),  who  comes 
from  Chicago,  turned  up  some  interesting  views  on 
the  question  of  whether  the  Social  Security  system 
should  be  used  to  finance  medical  care  to  all  those 
under  the  program.  Opposed  were  73  per  cent, 
favoring  were  26  per  cent,  and  only  1 per  cent  had 
no  opinion.  On  the  question  of  expanding  manda- 
tory Social  Security,  the  response  was  47  per  cent 
yes,  48  per  cent  no,  and  5 per  cent  no  opinion. 

The  National  Health  Survey  has  found  in  a pre- 
liminary study  that  25  million  persons  in  the  country 
were  injured  badly  enough  in  the  second  half  of 
1957  to  require  medical  attention  or  to  limit  their 
activities  for  at  least  a day.  Home  accidents  led 
the  cause  of  injuries,  40.3  per  cent;  work  accidents, 
16.7  per  cent;  motor  accidents,  9.8  per  cent,  and 
others  (including  violence),  33.1  per  cent. 

The  A.M.A.  has  gone  to  bat  for  the  post  of  Assist- 
ant Secretary  of  Defense  for  health  and  medical 
affairs.  Under  proposals  of  the  administration  and 
Congress,  the  job  would  be  downgraded  to  that  of 
special  assistant.  Dr.  F.  J.  L.  Blasingame,  A.M.A. 
general  manager,  told  Congress  the  best  interests  of 
the  military,  the  medical  services  and  the  country 
would  be  served  by  continuing  the  post. 

Dr.  James  V.  Lowry  has  been  named  chief  of  the 
Bureau  of  Medical  Services.  He  has  served  as 
deputy  chief  under  the  late  Dr.  John  Cronin.  Dr. 
Lowry  is  a graduate  of  the  University  of  Wisconsin 
Medical  School. 

Rep.  Thomas  Jenkins  (R.,  Ohio),  who  is  planning 
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to  retire  from  Congress,  has  been  praised  by  Senator 
Bricker  for  his  important  contribution  in  the  field 
of  legislation  for  the  self-employed.  He  is  the 


author  of  a bill  to  permit  physicians  and  others  to 
defer  income  tax  payment  on  funds  paid  into 
annuity  plans. 


ANNOUNCEMENTS 


The  following  announcements  concerning  suspen- 
sion, revocation,  annullment,  and  cancellation  of 
medical  licenses  have  been  received  from  Dr.  Stiles 
D.  Ezell,  secretary,  Board  of  Medical  Examiners, 
University  of  the  State  of  New  York,  State  Educa- 
tion Department: 


License  Suspended. — Harold  C.  Brinn,  New 
York  City:  medical  license  number  19290,  issued 
under  date  of  June  25,  1925,  permitting  him  to 
practice  medicine  in  the  State  of  New  York,  be 
suspended  for  a period  of  two  years.  The  Order  of 
Suspension  was  served  on  Dr.  Brinn  on  January  31, 
1958,  and  his  medical  license,  therefore,  stands 
suspended  from  January  31,  1958,  to  January  31, 
1960. 


License  Suspended. — David  Hyman,  New  York 
City:  medical  license  number  20951,  issued  under 
date  of  September  23,  1926,  permitting  him  to 
practice  medicine  in  the  State  of  New  York,  be 
suspended  for  a period  of  two  years.  The  Order  of 
Suspension  was  served  on  Dr.  Hyman  on  January 
24,  1958,  and  his  medical  license,  therefore,  stands 
suspended  from  January  24,  1958,  to  January  24, 
1960. 

License  Revoked. — Alfred  E.  Schmitt,  Utica, 
New  York:  medical  license  number  45474-D, 

issued  under  date  of  March  12,  1947,  permitting 
him  to  practice  medicine  in  the  State  of  New  York 
be  revoked,  annulled,  and  canceled.  The  Order  of 
Revocation  was  served  on  Dr.  Schmitt  on  January 
20,  1958,  and  his  medical  license,  therefore,  stands 
revoked  as  of  that  date. 
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SYNOPSIS  OF 
COUNCIL  MINUTES 


There  follows  a synopsis  of  the  minutes  of  the  May  14,  1958  Council  Meeting , 
as  adopted  June  12,  1958. 


A meeting  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  was  held  at  the  Hotel 
Statler,  New  York  City,  May  14,  1958,  from  11:15 
a.m.  to  12:10  p.m.  President  Leo  E.  Gibson  pre- 
sided. All  members  of  the  Council  were  present; 
also,  by  invitation,  Drs.  James  Greenough,  Herbert 
H.  Bauckus,  Renato  J.  Azzari,  John  J.  Masterson, 
Frederic  W.  Holcomb,  J.  Stanley  Kenney,  Harold  B. 
Smith,  John  H.  Iselin,  Jr.,  and  Anthony  A.  Mira  and 
Messrs.  George  P.  Farrell,  William  F.  Martin, 
Frederick  W.  Miebach,  and  Thomas  E.  Alexander. 

The  minutes  of  the  April  10  meeting  were  ap- 
proved, as  were  the  minutes  of  the  special  meeting  of 
May  11,  1958. 

Secretary’s  Report 

At  Dr.  Anderton’s  recommendation  the  Council 
remitted  1958  annual  State  dues  of  11  members  be- 
cause of  illness  and  of  seven  members  because  of 
military  service.  The  Council  also  voted  to  request 
that  the  American  Medical  Association  remit  1958 
dues  of  nine  members. 

Dr.  Anderton  detailed  his  activities  during  the 
preceding  month. 

His  report  was  adopted. 

Treasurer’s  Report 

Dr.  Dattelbaum  presented  the  tentative  cash  re- 
port as  at  April  20,  1958.  He  advised  the  Council 
to  request  of  the  Trustees  $784.90  additional  for  Mr. 
Roscoe  C.  Edlund  for  out-of-pocket  expenses  in  con- 
nection with  his  investigation  of  the  Society. 

The  report  was  approved. 

Committee  Reports 

Economics  (U.S.  Veterans  Administration  Liaison 
Subcommittee). — At  Dr.  John  C.  McClintock’s  re- 
quest, Dr.  Herbert  H.  Bauckus,  president  of  the 
Veterans  Medical  Service  Plan,  Inc.,  reported. 

It  was  voted  to  accept  the  report,  including  ap- 
proval for  Dr.  Bauckus  to  sign  a new  contract  with 
the  U.S.  Veterans  Administration  if  the  present  fee 
schedule  is  continued. 

Committee  Appointments 

Dr.  Gibson  stated  the  tentative  list  of  committees 
for  1958-1959  which  had  been  distributed,  was  not 


complete,  and  he  proposed  several  changes. 

It  was  voted  that  the  tentative  list  of  appointments 
be  considered  again  at  the  June  meeting. 

New  Business 

Dr.  Christopher  Wood’s  Resignation. — Dr.  An- 
derton read  Dr.  Wood’s  resignation  from  the  Mal- 
practice Insurance  and  Defense  Board,  from  the 
Judicial  Council,  and  as  a delegate  to  the  American 
Medical  Association,  on  account  of  removal  to  South 
Carolina. 

It  was  voted  to  accept  the  resignation  with  regret. 

Election  of  Two  Councillors. — Dr.  Alfred  P.  In- 
gegno  and  Dr.  George  J.  Lawrence,  Jr.,  were  unani- 
mously elected  to  fill  the  vacancies  in  the  Council. 

Resolution  58-63. — Dr.  Gibson  stated  this  resolu- 
tion calls  for  a request  that  the  Superintendent  of 
Insurance  state  the  intent,  scope,  and  means  for  his 
proposed  examinations  of  nonprofit  plans  so  that  the 
boards  of  directors  of  Blue  Shield  Plans  may  take 
intelligent  action  on  his  request  to  have  such  exam- 
ination made. 

After  discussion,  it  was  voted  that  the  president 
write  this  letter  with  the  advice  of  the  chairmen  of 
Blue  Shield  Plans. 

A.M.A.  Meeting  Hospitality  Room. — Dr.  Gerald 
D.  Dorman  stated:  “At  the  meeting  of  the  American 
Medical  Association  delegates,  it  was  requested  that 
the  president  of  the  State  Society  invite  those  wives 
who  plan  to  be  in  San  Francisco  to  act  as  official 
hostesses  at  our  hospitality  room.” 

Approval  was  voted. 

A.M.A.  Meeting,  Alternate  Delegates. — In  ac- 
cordance with  a resolution  passed  by  the  House  of 
Delegates,  the  Council  voted  to  recommend  to  the 
Board  of  Trustees  that  it  appropriate  a sum  sufficient 
to  pay  expenses  of  the  two  top  alternate  delegates  to 
the  American  Medical  Association,  who  are  to  go  to 
the  A.M.A.  House  of  Delegates  meeting  in  San 
Francisco  in  June,  1958. 

1958  Survey — Executive  Director. — After  discus- 
sion, it  was  voted  that  the  Council  obtain  no  outside 
help  toward  obtaining  someone  at  this  time  as  ex- 
ecutive director. 
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Jacob  Auslander,  M.D.,  of  New  York  City,  died 
on  June  3 at  the  Presbyterian  Hospital  at  the  age  of 
sixty-one.  Dr.  Auslander  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1921.  He  was 
chief  of  the  arthritis  clinic  at  Sydenham  Hospital. 
For  many  years  he  was  chief  physician  for  the  Work- 
men’s Benefit  Fund,  a national  labor-fraternal  or- 
ganization, and  helped  organize  the  Joint  Anti- 
Fascist  Refugee  Committee  to  aid  and  rehabilitate 
those  who  had  fought  for  Republican  Spain,  an 
organization  denounced  by  the  Department  of 
Justice  and  the  Un-American  Activities  Committee 
as  subversive.  Dr.  Auslander  was  a member  of  the 
American  Public  Health  Association,  the  New  York 
Rheumatism  Association,  the  Rudolf  Virchow  Med- 
ical Society,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Francis  Barrett,  M.D.,  of  Lackawanna, 
died  on  May  18  in  Our  Lady  of  Victory  Hospital  at 
the  age  of  fifty-three.  Dr.  Barrett  graduated  from 
Georgetown  University  School  of  Medicine  in  1936. 
He  was  chief  of  the  Medical  Service  and  Director  of 
Medical  Education  and  Research  at  Our  Lady  of 
Victory  Hospital.  Formerly  he  had  been  manager 
of  Chicago’s  Veterans  Research  Hospital,  director  of 
professional  services  at  Wadsworth  Hospital,  Los 
Angeles,  and  at  the  San  Francisco  Division,  as  well 
as  assistant  instructor  in  medicine  and  bacteriology 
at  the  University  of  Buffalo,  and  assistant  to  the 
chief  of  metabolic  disease,  University  of  Buffalo  and 
Buffalo  General  Hospital.  Dr.  Barrett  was  a Dip- 
lomate  of  the  American  Board  of  Internal  Medi- 
cine and  a member  of  the  Buffalo  Academy  of  Med- 
icine, the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Bitter,  M.D.,  of  Brooklyn,  died  on  March 
24  at  the  age  of  fifty-eight.  Dr.  Bitter  graduated 
from  the  University  of  Arkansas  School  of  Medicine 
in  1927.  He  was  an  assistant  attending  in  pediatrics 
at  Maimonides  Hospital.  Dr.  Bitter  was  a member 
of  the  Kings  County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Francis  Helmuth  Dreyer,  M.D.,  of  Thompson 
Ridge,  died  at  Middletown  Sanitarium  on  May  20  at 
the  age  of  eighty-four.  Dr.  Dreyer  graduated  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital  in  1894.  One  of  the  oldest  practicing  phy- 
sicians and  one  of  the  last  old-time  country  practi- 
tioners, Dr.  Dreyer  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leon  Figur,  M.D.,  of  New  York  City,  died  on 
June  14  at  his  home  at  the  age  of  fifty-seven.  Dr. 
Figur  received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1926.  He  was  senior  clinical  as- 
sistant physician  at  Mount  Sinai  Hospital.  Dr.  Figur 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Fine,  M.D.,  of  Brooklyn,  died  at  his 
home  in  Woodmere  on  June  4 at  the  age  of  seventy- 
six.  Dr.  Fine  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1906. 

Fairfax  Hall,  M.D.,  of  Christiansted,  St.  Croix, 
Virgin  Islands,  formerly  of  New  Rochelle,  died  on 
June  4 at  the  age  of  seventy-two.  Dr.  Hall  gradu- 
ated from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1911  and  interned  at  Sloane  Hospi- 
tal and  Presbyterian  Hospital.  He  had  been  an 
attending  in  pediatrics  at  New  Rochelle  Hospital  and 
an  attending  in  pediatrics  at  Charles  Harwood  Hos- 
pital, Christiansted  and  at  Fredricksted  Clinic, 
Fredricksted.  In  the  late  1930’s  he  won  a campaign 
to  require  periodic  health  examinations  for  domestic 
servants  in  Westchester  County  to  protect  children 
from  diseases  they  might  be  carrying.  Dr.  Hall  was 
a Licentiate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  American  Academy  of  Pediatrics, 
the  New  York  Academy  of  Medicine,  and  an  honor- 
ary member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Meyer  Horowitz,  M.D.,  of  New  York  City,  died 
on  March  18  at  the  age  of  sixty.  Dr.  Horowitz 
graduated  from  St.  Louis  University  School  of 
Medicine  in  1927.  He  was  a member  of  the  New 
York  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Robert  Frederick  Koch,  M.D.,  of  Brooklyn,  died 
on  June  14  at  the  age  of  seventy-three.  Dr.  Koch 
graduated  from  Long  Island  College  Hospital  School 
of  Medicine  in  1908.  He  was  an  assistant  attending 
physician  at  Evangelical  Deaconess  Hospital, 
Brooklyn.  Dr.  Koch  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


July  15,  1958 


2435 


NECROLOGY 


Benzion  Liber,  M.D.,  of  New  York  City,  died  on 
June  6 at  the  age  of  eighty-three.  Dr.  Liber  re- 
ceived a medical  degree  from  the  University  of 
Vienna  in  1904  and  also  graduated  in  1919  from  New 
York  University  and  Bellevue  Hospital  Medical 
College,  and  interned  at  New  York  State  Psychi- 
atric Institute.  He  was  a psychiatrist  with  the  De- 
partment of  Welfare,  a professor  emeritus  of  psychia- 
try at  the  New  York  Polyclinic  Medical  School,  a 
director  of  the  Mental  Hygiene  Clinic  of  New  York 
Polyclinic  Hospital,  and  had  also  served  the  New 
York  State  Psychiatric  Institute.  Dr.  Liber  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry),  and  a member  of  the 
Academy  of  Pscyhosomatic  Medicine,  the  American 
Psychiatric  Association,  the  American  Public 
Health  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Aaron  Scott  Maclaire,  M.D.,  of  New  York  City, 
died  on  June  8 at  the  age  of  sixty-three.  Dr.  Mac- 
laire graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1918  and  interned  at 
Lenox  Hill  and  Polyclinic  Hospitals.  He  was  a 
member  of  the  New  York  Neurological  Society. 

Bernard  Sutro  Oppenheimer,  M.D.,  of  New  York 
City,  retired,  died  at  his  home  on  June  10  at  the  age 
of  eighty-one.  Dr.  Oppenheimer  graduated  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1901  and  interned  at  Mount  Sinai  Hos- 
pital. He  was  a consulting  physician  at  Mount 
Sinai,  Montefiore,  and  Mount  Vernon  Hospitals. 
From  1929  to  1939  he  was  chief  of  one  of  Mount 
Sinai  Hospital’s  two  medical  services  and  of  the 
medical  service  at  Montefiore  Hospital  from  1921  to 
1933.  He  was  instrumental  in  having  Mount  Sinai’s 
first  cardiographic  laboratory  installed  in  1915  and 
was  one  of  the  physicians  who  first  employed  an  elec- 
trocardiograph in  the  hospital.  In  1917  he  received 
the  American  Medical  Association’s  gold  medal  for 
an  exhibit  illustrating  electrocardiographic  work  at 
Mount  Sinai.  Dr.  Oppenheimer  was  among  the 
first  to  promote  the  development  of  postgraduate 
education  at  Mount  Sinai  and  became  assistant  clini- 
cal professor  of  medicine  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1914  and  a 
full  professor  in  1936.  Dr.  Oppenheimer  was  a 
Diplomate  of  the  American  Board  of  Internal  Med- 
icine (Cardiovascular  Diseases),  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of 
the  Association  of  American  Physicians,  the  Ameri- 
can Society  for  Clinical  Investigation,  the  New  York 
Academy  of  Medicine,  the  New  York  Pathological 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  H.  Schlesinger,  M.D.,  formerly  of  New  York 
City,  died  on  June  4 at  the  age  of  eighty-one.  Dr. 
Schlesinger  graduated  from  Long  Island  College 
Hospital  School  of  Medicine  in  1899. 
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Louis  Sherman,  M.D.,  of  Brooklyn,  died  on  May 
25  at  the  age  of  sixty-two.  Dr.  Sherman  graduated 
from  the  University  of  Maryland  School  of  Medicine 
in  1923.  He  was  an  assistant  in  pediatrics  at 
Brooklyn  Hospital  and  an  assistant  in  obstetrics  and 
gynecology  at  Maimonides  Hospital  and  Maimoni- 
des  Hospital  Outpatient  Department.  Dr.  Sher- 
man was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Margaret  Stanley-Brown,  M.D.,  of  Washington, 
Connecticut,  formerly  of  New  York  City,  died  in 
New  Milford  (Connecticut)  Hospital  on  June  13  at 
the  age  of  sixty-four.  Dr.  Stanley-Brown  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1923.  She  was  an  associate  in  sur- 
gery at  City  Hospital.  For  twenty-five  years  she 
had  served  as  an  instructor  in  the  Department  of 
Surgical  Pathology  at  Columbia  University. 

Jeremiah  Henry  Sullivan,  M.D.,  of  Rochester, 
retired,  died  on  May  25  in  Strong  Memorial  Hospi- 
tal at  the  age  of  eighty-nine.  Dr.  Sullivan  gradu- 
ated from  Syracuse  University  College  of  Medicine 
in  1895.  He  was  a member  of  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Philip  John  Trentzsch,  M.D.,  of  Borrego  Springs, 
California,  formerly  of  New  York  City,  died  in 
Brawley  Hospital  on  June  12  at  the  age  of  sixty- 
eight.  Dr.  Trentzsch  graduated  from  Vanderbilt 
University  School  of  Medicine  in  1917.  He  retired 
last  December.  For  a few  years  he  was  on  the  staff 
of  St.  Elizabeth’s  Hospital,  Washington,  following 
World  War  I.  Dr.  Trentzsch  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Aaron  V.  Weinberger,  M.D.,  of  New  York  City, 
died  in  the  Hospital  for  Joint  Diseases  on  June  3 at 
the  age  of  eighty.  Dr.  Weinberger  received  his 
medical  degree  from  the  University  of  Erlangen  in 
1910.  He  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Adeline  May  Wescott,  M.D.,  of  Newburgh,  died  in 
St.  Luke’s  Hospital  on  May  19  at  the  age  of  eighty- 
eight.  Dr.  Wescott  graduated  from  Cornell  Uni- 
versity Medical  College  in  1910.  She  was  a consult- 
ant in  diabetes  and  pathology  at  St.  Luke’s  Hospital 
and  attending  pathologist  at  Cornwall  Hospital. 
One  of  seven  women  in  the  graduating  class  of  1910, 
she  was  among  the  first  in  the  medical  profession  to 
adapt  the  use  of  insulin  to  make  it  possible  for  dia- 
betic patients  to  live  normal,  healthy  lives.  Her 
first  position  was  at  the  Central  State  Hospital  for 
Mental  Diseases.  She  was  one  of  the  first  outstand- 
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ing  citizens  to  be  tapped  by  the  Lafayette  Baton  in 
1954. 

In  1955,  the  St.  Luke’s  laboratory  was  dedi- 
cated to  her  honor  as  The  Adeline  M.  Wescott  Lab- 
oratory in  recognition  of  a lifetime  professional 
service  in  the  field  of  pathology.  Dr.  Wescott  was  a 
Diplomate  of  the  American  Board  of  Pathology 


(Clinical  Pathology  and  Pathologic  Anatomy),  a 
Fellow  of  the  American  Psychiatric  Association,  and 
a member  of  the  American  Society  of  Clinical  Pa- 
thologists, the  Society  of  American  Bacteriologists, 
the  Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


MEDICAL  MEETINGS 


Association  for  Research  in  Nervous  and 
Mental  Disease 

The  annual  meeting  of  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease  will  be  held 
on  December  12  and  13  at  the  Hotel  Roosevelt, 
New  York  City.  The  subject  of  the  meeting  will  be 
“Neuromuscular  Disorders.” 

American  College  of  Physicians 

The  American  College  of  Physicians  has  scheduled 
future  meetings  as  follows: 


1959 —  Chicago,  Illinois;  April  20  through  24; 
Headquarters,  Conrad  Hilton  Hotel;  Chairman, 
Dr.  Eliot  E.  Foltz,  530  Winnetka  Avenue,  Winnetka, 
Illinois. 

1960 —  San  Francisco,  California;  April  4 through 
8;  Headquarters  to  be  selected;  Chairman,  Dr. 
Robert  F.  Escamilla,  384  Post  Street,  San  Fran- 
cisco, California. 

1961 —  Bal  Harbour,  Florida;  May  8 through  12; 
Headquarters,  Americana  Hotel;  Chairman  to  be 
appointed. 
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Central  New  York  Psychiatric  Society — The 

semi-annual  dinner  meeting  of  the  Finger  Lakes 
Neuropsychiatric  Society  and  the  Central  New  York 
District  Branch,  American  Psychiatric  Association, 
was  held  at  Canandaigua  Veterans  Administration 
Hospital  on  June  12. 

Constitutional  amendments  unifying  both  socie- 
ties were  introduced  enabling  all  psychiatrists  in  the 
Central  New  York  area  to  be  eligible  for  either  full 
membership  or  associate  membership  in  the  Central 
New  York  District  Branch.  With  the  adoption  of 
these  changes  the  Central  New  York  District  Branch 
of  the  American  Psychiatric  Association  will  be  one 
of  the  largest  branches  in  this  state.  All  psychia- 
trists in  this  area  who  are  not  at  present  either  full 
members  or  associate  members  are  invited  to  join 
the  organization.  Requests  for  application  should 
be  addressed  to  Dr.  Murray  Bergman,  529  Church 
Street,  Newark,  New  York. 

Heartbeats  Sent  Across  the  Ocean — Dr.  Arthur 
Briskier,  a forty-two-year-old  physician  who  came 
to  this  country  from  France  in  1939,  has  demon- 
strated that  it  is  possible  to  transmit  heart  sounds 
via  short  wave  radio. 

Dr.  Briskier,  a cardiologist  at  Mount  Sinai 
Hospital  and  French  Hospital,  arranged  with  RCA 
Communications  to  broadcast  a tape  recording  of 
the  heartbeats  of  cardiac  patients  to  Paris  and 
Rome  from  New  York.  Paris  and  Rome  announced 
excellent  reception  and  broadcast  the  information 
back  to  the  studio  in  New  York. 

The  transmitting  of  visual  tracings  of  electro- 
cardiograms, together  with  such  clinical  information 
as  the  patient’s  sex,  age,  height,  weight,  tempera- 
ture, and  blood  pressure  by  the  same  means  by  which 
wirephotos  are  now  sent  will  make  it  possible  for  the 
physician  to  receive  whatever  visible  evidence  is 
considered  necessary  almost  simultaneously  with 
the  heart  sound. 

Dr.  Briskier  feels  the  new  technic  will  make  pos- 
sible instant  consultation  with  specialists  anywhere 
in  the  world,  even  in  an  airplane,  ship,  or  in  the  des- 
ert, if  the  necessary  transmitting  equipment  is  avail- 
able. 

Urology  Award — The  American  Urological  Associ- 
ation offers  an  annual  award  of  $1,000  (first  prize  of 
$500,  second  prize  $300,  and  third  prize  $200) 
for  essays  on  the  result  of  some  clinical  or  laboratory 
research  in  urology.  Competition  is  limited  to 
urologists  who  have  been  graduated  not  more  than 
ten  years,  and  to  hospital  interns  and  residents 
doing  research  work  in  urology. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Uro- 


logical Association  to  be  held  at  the  Chalfonte- 
Haddon  Hall,  Atlantic  City,  New  Jersey,  April  20 
through  23,  1959. 

For  full  particulars  write  the  Executive  Secre- 
tary, William  P.  Didusch,  1120  North  Charles 
Street,  Baltimore,  Maryland.  Essays  must  be  in 
his  hands  before  December  1,  4958. 

Fertility  Research  Laboratory — A fertility  Re- 
search Laboratory  has  been  established  at  the 
Margaret  Sanger  Research  Bureau,  17  West  16th 
Street,  New  York  City,  for  the  purpose  of  studying 
the  physiology  of  reproduction  and  evaluating 
methods  for  the  control  of  conception. 

Special  studies  on  sperm  migration,  the  time 
required  for  the  sperm  to  enter  the  cervix,  and 
other  reproductive  processes  are  already  under  way. 
Over  70  products  that  are  being  used  for  contra- 
ceptive purposes  have  already  been  studied  and 
evaluated  in  the  Bureau’s  research  laboratories. 
The  results  will  serve  as  a guide  to  planned  parent- 
hood centers  as  well  as  to  the  consumer  on  the  effec- 
tiveness of  the  various  chemical  products  now  on  the 
market. 

The  work  is  under  the  direction  of  Abraham 
Stone,  M.D.,  Director  of  the  Bureau,  and  Dr.  John 
MacLeod  of  Cornell  University.  Dr.  Aquiles  J. 
Sobrero  has  been  appointed  Assistant  Medical 
Director  in  Charge  of  Research. 

War  on  Cancer — The  Sloan-Kettering  Institute 
for  Cancer  Research  has  laid  the  cornerstone  of  the 
$4,000,000  Walker  Laboratory,  dedicated  to  a test 
tube  attack  on  cancer. 

In  100  laboratory  units  within  a three-story 
building  scientists  will  seek  to  determine  all  of  the 
compounds  that  might  have  curative  value. 

Dr.  Kenneth  Endicott,  chief  of  the  Cancer  Chemo- 
therapy National  Service  Center  of  the  United 
States  Public  Health  Service,  has  described  the 
institute  as  “the  finest  in  the  world.”  • 

Dr.  C.  P.  Rhoads,  director  of  the  institute,  a 
research  affiliate  of  the  Memorial  Center  for  Cancer 
and  Allied  Diseases  founded  in  New  York  seventy- 
four  years  ago,  has  predicted  that  “cancer  control 
can  be  had— and  will  be  had.” 

Health  Insurance  Rates  to  be  Studied — The  19 
nonprofit  Blue  Cross,  Blue  Shield,  and  dental 
expense  indemnity  plans  in  the  State  have  agreed  to 
pay  for  a year-long  study  of  their  operations  by 
Columbia  University  experts. 

State  Superintendent  of  Insurance  Julius  S. 
Wikler  says  the  study  is  designed  to  determine  fair 

[Continued  on  page  2440] 
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In  Angina  Pectoris 
The  Attacks  Lessen  and 


The  Patient  Loses  His  Fear 


LONG-ACTING  TABLETS  CONTAINING  PENTAERYTHRITOL  TETRANITRATE  (PETN)  10  MG.  AND  RAUWILOIQ®  (ALSEROXYLON)  0.5  M6. 


ffective  control  of  angina 
pectoris  requires  the 
several  actions  of  Pen- 
toxylon.  In  addition  to  sus- 
tained coronary  vasodilatation 
Pentoxylon  provides  relief  of 
anxiety,  a pleasant  tranquilizing, 
fear-lessening  effect,  and  a pulse- 
slowing  action,  all  desirable  in 
management  of  the  anginal  patient. 


\7 

• Reduces  incidence  of  attacks 

• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for  fast-acting 
vasodilating  drugs 

• Reduces  tachycardia 

• Reduces  blood  pressure  in  hypertensives, 
not  in  normotensives 

• Increases  exercise  tolerance 

• Produces  demonstrable  ECG  improvement 

• Exceptionally  well  tolerated 


DOSAGE:  One  to  two  tablets  q.i.d. 
before  meals  and  on  retiring. 


• Minimal  side  actions 
LOS  ANGELES 


“Our  pediatrician  says  he’s  very  advanced  for  a two-week  old!” 
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and  equitable  rates  and  revenues  for  the  plans  and 
the  12,000,000  persons  enrolled  in  them. 

Demand  for  Nurses  of  Outstanding  Ability — The 

National  League  for  Nursing,  Inc.,  is  eager  to  find 
fellowship  applicants  for  study  beginning  September, 
1959,  who  will  make  significant  contributions  to 
nursing  after  a period  of  advanced  study.  Espe- 
cially sought  are  those  nurses  who  are  prepared  to 
accept  leadership  positions  in  nursing  administration 
and  nursing  education  and  to  engage  in  research  in 
the  field  of  nursing. 

Postgraduate  Course  at  NYU — New  York  Uni- 
versity Post-Graduate  Medical  School  offers  a 
course  on  “Modern  Concepts  of  The  Etiology, 
Pathologic  Physiology  and  Therapy  Diseases  with 
Surgical  Implications,”  to  be  held  on  Thursdays 
from  2 to  4:50  p.m.  The  course  will  consist  of  38 
sessions  which  will  start  September  11,  1958,  and 
continue  to  June  18,  1959. 

For  further  information  write  to:  Dean,  New 
York  University  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York  16,  New  York. 

Deadlines  for  Applications — September  1 and 
December  1,  1958,  are  the  current  deadlines  for 
applications  to  the  National  Foundation  for  Infantile 
Paralysis  for  postdoctoral  fellowships  in  research 
and  academic  medicine  or  in  the  clinical  fields  of 
rehabilitation,  orthopedics,  and  preventive  medicine. 

Applications  for  fellowships  in  the  medical  associ- 
ate fields  of  physical  therapy  teaching  and  occupa- 
tional therapy  teaching  should  also  be  filed  by 
these  dates.  A spring  date  of  March  1 is  also  pro- 
vided. For  further  information  write  to:  Division 
of  Professional  Education,  National  Foundation  for 
Infantile  Paralysis,  301  East  42nd  Street,  New 
York  17,  New  York. 

Course  in  Cardiac  Resuscitation — A one-day 
course  in  cardiac  resuscitation  will  be  held  at 
Emory  University  School  of  Medicine  in  Atlanta, 
Georgia,  on  October  3.  Dr.  Paul  Zoll,  Beth  Israel 
Hospital,  Boston,  and  Dr.  David  S.  Leighninger, 
Lakeside  Hospital,  Cleveland,  will  be  on  the  visiting 
faculty.  For  further  information  write  to:  Post- 
graduate Education,  Emory  University  School  of 
Medicine,  69  Butler  Street,  SE,  Atlanta  3,  Georgia. 

Contribution  for  New  Hospital — The  James 
Foundation  of  New  York,  Inc.,  has  made  a gift  of 
$110,000  to  New  York  University-Bellevue  Medical 
Center. 


The  contribution  will  go  toward  the  building  of  a 
new  19-story,  600-bed  University  Hospital.  Con- 
struction is  scheduled  to  begin  in  January,  1959, 
on  the  Center’s  campus  between  30th  and  34th 
Streets  and  First  Avenue  and  the  East  River  Drive. 

International  College  of  Surgeons  to  Hold 
Courses — In  response  to  requests,  the  United  States 
Section  of  the  International  College  of  Surgeons  has 
arranged  with  the  faculty  of  the  Cook  County 
Graduate  School  of  Medicine,  Chicago,  for  the 
presentation  of  two  postgraduate  courses  this  year 
instead  of  one. 

The  first  will  be  given  July  7 through  19,  and  the 
second  October  13  through  25.  The  courses  will  be 
conducted  under  the  supervision  of  the  attending 
staff  of  Cook  County  Hospital,  Chicago. 

Additional  information  may  be  obtained  from  the 
Cook  County  Graduate  School  of  Medicine,  707 
South  Wood  Street,  Chicago  12,  Illinois,  or  from  the 
International  College  of  Surgeons,  1516  Lake  Shore 
Drive,  Chicago  10,  Illinois. 

Pharmaceutical  Firms  Given  Contracts — Eight 
contracts  with  seven  pharmaceutical  firms  for  work 
on  possible  anticancer  agents  and  for  studies  to 
improve  methods  of  testing  such  compounds  have 
been  announced  by  the  Public  Health  Service. 

The  eight  ^contracts,  amounting  to  $1,898,258, 
will  be  administered  by  the  Service’s  Cancer  Chemo- 
therapy National  Service  Center  at  the  National 
Cancer  Institute,  Bethesda,  Maryland. 

Ten  drug  firms  now  have  12  contracts  with  the 
Public  Health  Service  for  cancer  chemotherapy 
work.  These  agreements  total  approximately  $3,- 
500,000. 

Course  on  General  Medicine — New  York  Uni- 
versity Post-Graduate  Medical  School  will  hold  a 
two  semester  course  on  general  medicine  on  the 
following  dates:  September  16  through  December 
16,  1958,  and  February  10  through  May  12,  1959. 
The  sessions  will  be  on  Tuesdays  from  9:30  to 
11:30  a.m.  The  course  is  designed  for  the  general 
physician  with  emphasis  on  the  practical  applica- 
tion of  recent  advances  to  clinical  practice  including 
current  aids  in  diagnosis  and  therapy,  and  stressing 
clinical  management. 

Around-the-World  Postgraduate  Tour — The 

International  College  of  Surgeons  will  hold  their 
third  around-the-world  postgraduate  refresher  clinic 
tour,  October  10  to  December  3.  For  information 
write  to  Arnold  S.  Jackson,  M.D.,  16  South  Henry 
Street,  Madison  3,  Wisconsin. 


Personalities 

Honored  County  Medical  Society  . . . Dr.  William  Smith 

Dr.  David  E.  Alexander,  New  York  City,  with  the  Tillett,  with  the  dedication  in  his  name  of  the  new 
title  of  “Doctor  of  the  Year”  by  the  New  York  [Continued  on  page  2442] 
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Your  first  source  for  professional 
information 


The  more  than  30,500  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed . 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 


• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workman’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiologists,  Chest  Physicians, 
Gastroenterology,  Obstetricians  and 
Gynecologists,  Pathologists,  Physi- 
cians, Badiology  and  Surgeons,  and  the 
International  College  of  Surgeons. 


Orders  are 
now  being 
taken  for 

1957 

EDITION 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  state  and  municipal 
hospitals  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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research  laboratories  of  New  York  University 
College  of  Medicine. 

Appointed 

Dr.  Henry  H.  Beinfield,  Brooklyn,  as  a delegate 
of  the  American  Physicians  Fellowship  Inc.,  to  the 
Fourth  World  Assembly  of  the  Israel  Medical 
Association  . . . Dr.  James  T.  Daniels,  New  York 
City,  as  director  of  research  for  the  new  Miseri- 
cordia  General  Hospital . . . Dr.  Raymond  S. 
Jackson,  Hempstead,  as  administrator  of  University 
Hospital  of  New  York  University-Bellevue  Medical 
Center . . . Dr.  Norvin  C.  Kiefer,  New  York  City, 
to  the  newly-formed  Tuberculosis  Control  Advisory 
Committee  of  the  United  States  Public  Health 
Service  . . . Dr.  Alexander  W.  Kruger,  Brooklyn, 
as  health  services  consultant  to  the  National 
Committee  on  the  Aging  . . . Dr.  Murray  Rabino- 
witz,  as  director  of  the  central  Cardiopulmonary 
Laboratory  at  the  University  of  Chicago  ...  Dr. 
Henry  A.  Strade,  as  associate  medical  director  of 
White  Laboratories,  Inc. 

Promoted 

Dr.  Alan  W.  Bernheimer,  from  associate  to  full 
professor  of  microbiology  in  the  department  of 
microbiology  of  New  York  University  College  of 
Medicine. 

Awarded 

Dr.  Frank  E.  Adair,  New  York  City,  an  honorary 
degree  by  the  University  of  Maine  . . . Dr.  Bayard 
Delafield  Clarkson,  the  first  Albert  D.  Lasker 
Memorial  Fellowship  in  Cancer  Chemotherapy  . . . 
Dr.  Howard  Rusk,  New  York  City,  the  annual 
Lincoln  Award  from  the  Abraham  Lincoln  High 
School  in  Brooklyn. 


Elected 

Dr.  Frank  LaGattuta,  Bronx,  as  president  of  the 
Bronx  Chapter  of  the  American  College  of  Surgeons 
...  Dr.  Edward  Meilman,  New  Hyde  Park,  as 
president  of  the  medical  board  of  the  Long  Island 
Jewish  Hospital,  New  Hyde  Park  . . . Dr.  Byard 
Williams,  New  York  City,  as  trustee  of  the  Com- 
munity Service  Society  ...  as  officers  of  the  Radio- 
logical Society  of  the  State  of  New  York:  Dr. 
John  Roach,  Albany,  president;  Dr.  Frederick 
Lutze,  New  Rochelle,  vice-president;  Dr.  Mario 
Gian,  Buffalo,  secretary-treasurer ...  as  officers 
of  the  New  York  Academy  of  Gastroenterology: 
Dr.  Milton  J.  Matzner,  president;  Dr.  Michael 
Weingarten,  president-elect;  Dr.  Joseph  R.  Van 
Dyne,  first  vice-president;  Dr.  Hyman  M.  Robin- 
son, second  vice-president;  Dr.  Alexander  Slanger, 
secretary;  Dr.  Jerome  Weiss,  recording  secretary; 
Dr.  William  C.  Jacobson,  treasurer;  Dr.  Harry 
Barowsky,  chairman,  board  of  trustees ...  as 
officers  of  the  New  York  Society  for  Clinical  Oph- 
thalmology: Dr.  Arthur  Linksz,  president;  Dr. 
Joseph  Laval,  vice-president;  Dr.  Alan  H.  Barnert, 
recording  secretary;  Dr.  Leon  H.  Ehrlich,  corre- 
sponding secretary;  Dr.  Henry  M.  Kera,  treasurer; 
Dr.  Robert  S.  Coles,  historian;  as  committee  chair- 
men: Dr.  Abraham  Scholossman,  program;  Dr. 
Alfred  Kestenbaum,  instruction  session;  Dr. 
Benjamin  C.  Rosenthal,  legislative;  Dr.  Howard 
Agatston,  membership;  Dr.  Edward  M.  Douglas, 
industrial;  Dr.  Harvey  E.  Thorpe,  to  the  advisory 
council. 

Speakers 

Dr.  Paluel  J.  Flagg,  New  York  City,  at  the  open- 
ing June  7,  of  a two-day  resuscitation  course  for 
physicians  at  the  New  York  Academy  of  Sciences  . . . 
Dr.  Morris  S.  Schwartz,  on  the  topic  “The  Role  of 
the  Patient  and  Psychiatrist  in  the  Mental  Hospital” 
before  the  scientific  meeting  of  the  Joint  Com- 
mission on  Mental  Illness  and  Health. 


Parenteral  Iron  Therapy 


After  a study  of  60  cases  for  the  evaluation  of  the 
properties  of  a new  iron-dextran  complex  (Imferon, 
Lakeside  Laboratories)  designed  for  use  when  the 
parenteral  route  is  indicated,  the  authors  conclude 
that  this  preparation  is  effective  and  relatively  non- 
toxic. In  iron-deficiency  anemia,  they  say,  it  can  be 
recommended  when  circumstances  contraindicate 
oral  administration.  They  add,  however,  that  the 
drug  is  not  entirely  free  of  side  effects  and  cannot  be 
used  indiscriminately.  Indications  for  parenteral 


rather  than  oral  administration  are  not  numerous. 
They  are  listed  as  follows:  (a)  intolerance  of  oral 
iron  therapy;  (b)  chronic  bleeding  lesion  with  need 
to  create  iron  stores;  (c)  poor  absorption  of  iron 
from  gastrointestinal  tract.  The  potential  danger 
of  iatrogenic  hemochromatosis  should  be  kept  in 
mind. 

— Paul  R.  McCurdy,  M.D.,  Charles  E.  Rath, 
M.D.,  and  Gerald  E.  Meerkrebs,  M.D.,  New  England 
Journal  of  Medicine,  December  12, 1957 
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IMPORTANT  THERAPY 


in  Pruritus  Vulvae  Et  Ani  • Kraurosis  Vulvae 
Postmenopausal  Vaginitis  • Senile  Vaginitis 

HistACortE 

irthfir  (&beme 


ACID  MANTLE®  Hydrocortisone-Estrone-Pyrilamine  Maleate-Synthetic  Vitamin  A 
providing 


twice  daily  — Epithelium  Regenerative  • Antiinflammatory 

ITSSdS  Antipruritic  • Antikeratotic 

Antiallergic  • Antihistaminic 
Normal-Vaginal-  and  Anal-Tract-  pH-Restorative 

Samples  and  literature  on  request. 


action 


DOME  CA&HAtCafa-  109  WEST  64  ST..  NEW  YORK  23.  N.V. 

665  N.  Robertson  Blvd.,  Los  Angeles,  Calif.  . In  Canada:  2765  Bates  Rd.(  Montreal,  P.Q. 


11  Next  time  take  some  antihistamine  pills  so  you  won’t  sneeze  and  wake  everyone  up!” 
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Modern  Therapy  in  Neurology.  By  Francis  M. 
Forster,  M.D.  Octavo  of  792  pages.  St.  Louis,  C. 
V.  Mosby  Co.  1957.  Cloth,  12. 

This  book  represents  the  combined  efforts  of  more 
than  twenty  neurologic  experts.  It  is  happily  ded- 
icated to  therapeusis  in  neurology — an  oft  neglected 
subject.  With  this  excellent  handbook,  a practi- 
tioner can  feel  more  confident  that  his  patient  is  re- 
ceiving modern  care.  For  each  illness  there  is  a 
very  brief  account  of  the  clinical  symptoms  and 
signs.  This  is  followed  by  lucid,  therapeutic  steps 
which  should  be  taken  in  the  light  of  modern  knowl- 
edge. It  is  to  the  credit  of  the  authors  that  much 
greater  space  and  emphasis  have  been  placed  on  the 
illnesses  most  commonly  seen  such  as  headache, 
epilepsy,  and  myasthenia  gravis  as  compared  with 
the  rare  and  obscure  demyelinating  diseases  or  fun- 
gus infections.  An  excellent  index  completes  this 
worthy  book.  It  is  a pity  that  at  present  there  are 
blanks  in  dealing  with  the  demyelinating  diseases  of 
the  nervous  system.  While  this  book  is  mainly  for 
the  general  practitioner,  the  specialist  can  also  profit 
through  possessing  a compendium  of  modern  ther- 
apeutic knowledge  in  neurology. — Theodore  Melt- 
zer 


The  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery.  (1956-1957  Year  Book  series).  Neu- 
rology, edited  by  Roland  P.  Mackay,  M.D.  Psy- 
chiatry, edited  by  S.  Bernard  Wortis,  M.D.  Neuro- 
surgery, edited  by  Oscar  Sugar,  M.D.  Duodecimo 
of  596  pages,  illustrated.  Chicago,  The  Year  Book 
Publishers,  1957.  Cloth,  $7.00. 

This  Year  Book  again  finds  an  indispensable  spot 
on  the  physician’s  book  shelf,  especially  the  special- 
ist in  neurology,  psychiatry,  and  neurosurgery. 
With  the  increasing  number  of  publications  through- 
out the  world,  even  in  one’s  specialty,  it  is  well  nigh 
impossible  for  any  one  individual  to  adequately 
encompass  and  digest  the  whole  field.  Thus  the 
growing  importance  of  this  Year  Book  which  criti- 
cally culls  the  most  significant  advances  and  contri- 
butions making  them  available  in  this  handy  volume. 

The  section  of  neurology  brings  to  the  front  not 
only  research  in  basic  anatomy  and  physiology,  but 
also  clinical  contributions  which  not  only  clarify 
part-function  factors,  but  also  studies  which  reveal 
how  integrated  neurologic  functions  contribute  to- 
wards the  better  understanding  of  behavior.  The 
subsection  on  anatomy  reveals  important  studies  on 
the  conduction  of  pain  and  afferent  nerves.  Under 
the  heading  of  physiology  are  penetrating  studies  de- 
lineating reciprocal  relations  between  cerebral  cortex 
and  subcortical  structures.  An  analysis  of  the  acti- 


vating system,  including  its  use  for  screening  anti- 
parkinson  drugs,  is  reported.  Studies  in  neuropa- 
thology analyze  case  studies  in  cerebral  anoxia,  as  well 
as  histopathologic  studies  on  blood  vessels  in  apo- 
plexia  cerebri.  Epidemiologic  studies  further  estab- 
lish the  growing  victory  over  poliomyelitis  through 
vaccines.  Clinical  analysis  and  autopsy  findings 
add  more  light  to  amyotonia  congenital,  and  muscu- 
lar atrophy.  Cerebral  palsies  of  childhood  are  not 
neglected.  The  convulsive  disorders  continue  to 
dramatically  attract  attention,  although  more  per- 
tinent neurophysiology  and  neurochemistry  are 
needed  to  better  understand  the  march  of  events  in 
the  convulsive  seizures.  Diagnostic  and  therapeu- 
tic methods  give  notice  of  Kemadrin,  a new  drug  for 
treatment  of  Parkinsonian  disease.  There  are  also 
studies  of  the  action  of  Chlorpromazine  and  Re- 
serpine  on  motor  function. 

Dr.  Wortis  fine-tooth  combs  the  1956  psychiatric 
literature  resulting  in  groups  of  references  pertaining 
to  the  newer  tranquilizing  drugs  and  reports  of  con- 
ferences held  during  the  year.  Reference  is  made  to 
the  important  experimental  psychiatric  studies  of 
R.  G.  Heath  and  cownrkers  on  “The  Effects  on 
Behavior  in  Humans  with  the  Administration  of 
Tarexein.”  The  important  contribution  of  Stig 
Akerfeldt  on  “Seriological  Reaction  of  Psychiatric 
Patients  to  the  Dye  N,N,-Dimethylphenyline  Dia- 
mine,” wrhich  shows  a positive  reaction  in  a high  per- 
centage of  patients  with  schizophrenic  illness.  Ad- 
vances in  the  field  of  mental  deficiency  and  child 
psychiatry  are  implemented  by  the  isolation  of  the 
specific  enzymatic  defect  in  congenital  galactosemia, 
and  effective  treatment  of  phenyl-pyruvic  oligophre- 
nia with  phenylalanine-free  diet.  Other  important 
psychiatric  publications  include  those  of  psychoa- 
nalysis, psychopatholog}',  psychotherapy  and  psy- 
chopharmacology, mental  disease,  neuroses,  and 
miscellaneous  subjects. 

The  final  section  on  neurosurgery  by  Percival 
Bailey’s  successor,  Dr.  Oscar  Sugar,  makes  a plea 
for  a better  means  of  bringing  to  recognition  sig- 
nificant published  contributions,  especially  those  in 
foreign  journals.  Abstracts  of  current  articles  on 
neurosurgery  pay  respect  to  basic  science  studies  in- 
cluding electric  stimulation  of  the  thalamus  in  man, 
and  also  localized  ultrasonic  lesions.  Diagnostic 
technics  exemplify  new  contrast  studies  in  cerebral 
angiography  and  use  of  radioactivated  iodinated 
human  serum  albumen  in  localizing  intracranial 
tumors.  Surgery  of  whiplash  injuries  of  the  cervical 
spine  are  described  with  the  plea  for  a thorough 
study  between  neuroses  and  neck  injury.  Dr.  Sugar 
notes  with  pleasure  a notable  decline  in  sympathec- 
tomies for  hypertension  and  Raynaud’s  disease, 
[Continued  on  page  2446] 
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operations  of  eighth  nerve  for  Meniere’s  Syndrome 
and  lobotomy  for  mental  disease.  Further  hope  is 
upheld  for  decline  of  surgery  in  head  injuries  from 
automobile  accidents. 

A detailed  index  of  subjects  and  authors  rounds 
out  this  number  one  comprehensive  volume.  No- 
where can  one  get  so  much  telling  reading  for  so  little 
outlay  of  time  or  expense. — Frederick  L.  Patry 

A Text-Book  of  X-Ray  Diagnosis.  By  British 
Authors.  In  Four  Volumes.  Edited  by  S.  Coch- 
rane Shanks,  M.D.  and  Peter  Kerley,  M.D.  Third 
edition.  Volume  1.  Octavo  of  521  pages,  533 
illustrations.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1957.  Cloth,  $18. 

The  title  of  Volume  1 has  been  changed  from 
“Head  and  Central  Nervous  System”  to  “Head  and 
Neck.”  The  reason  is  not  clear;  the  neck  is  dis- 
cussed only  insofar  as  it  harbors  the  cervical  cord. 
D.  W.  C.  Northfield  replaces  Sir  Hugh  Cairns  as  one 
of  the  contributors  to  the  volume;  otherwise  there  is 
no  change  in  authorship. 

Increases  in  pages  and  number  of  illustrations  are 
devoted  principally  to  technic  of  encephalography, 
lesions  of  the  third  ventricle  and  pons,  detection  of 
tumors  by  arteriography,  myelography,  and  bibliog- 
raphies. 

It  is  not  possible  to  cover  comprehensively  such 
extensive  subject  matter  in  so  few  pages.  The 
shortcoming  most  distressing  to  this  reviewer  is  a 
tacit  assumption  by  the  authors  of  the  reader’s 
knowledge  of  roentgen  anatomy  especially  with  re- 
spect to  the  middle  ear.  A less  verbal  and  more  pic- 
torial approach  would  help.  Some  subjects — the 
subarachnoid  spaces,  the  nose,  discography,  for 
examples — are  cursorily  treated. 

Figures  368  to  372  are  incorrectly  numbered  in  re- 
lation to  the  text.  The  reader  is  often  referred  to 
other  volumes  especially  for  bone  diseases.  Disease® 
of  the  temperomandibular  joints  are  not  illustrated. 
The  text  on  sinus  anatomy  does  not  contain  refer- 
ence to  the  illustrations.  The  index  could  be  im- 
proved. 

Despite  the  criticisms,  this  volume  is  recom- 
mended for  the  wealth  of  material  contained  and  for 
simplicity  of  presentation.  The  format  of  technic, 
anatomy,  physiology,  and  disease  is  laudable.  It 
is  these  characteristics  that  make  the  British 
authors  an  important  item  in  the  radiologists’  li- 
brary.— Solomon  Schwartz 

Management  of  Complications  in  Eye  Surgery. 
Avoidance  of  Pitfalls  and  Treatment  of  Difficult 
Situations  in  Ophthalmologic  Operations.  Edited 
by  R.  M.  Fasanella,  M.D.  With  contributions  by 
twenty  authorities.  Quarto  of  422  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1957.  Hoth,  $16. 

This  excellent  book,  written  in  collaboration  with 
recognized  authorities  in  their  respective  fields  of 
surgery  of  the  eye  does  not  lend  itself  for  summariza- 
tion. The  chapters  are  well  written  and  will  prove 


very  helpful  to  all  ophthalmologists. — Daniel  Kra- 

VITZ 


The  Glaucomas.  By  H.  Saul  Sugar,  M.D.  Sec- 
ond edition.  Octavo  of  516  pages,  illustrated. 
[New  York],  A Hoeber-Harper  Book,  1957.  Cloth, 
$13.50. 

The  second  edition  is  an  improvement  over  the 
first.  It  is  a valuable  reference  book  for  the  clinical 
ophthalmologist  as  well  as  for  those  who  wish  to  go 
deeper  into  the  problems  of  the  eye. 

In  the  opinion  of  the  reviewer,  the  book  is  a must 
for  every  ophthalmologist. — Daniel  Kravitz 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  July,  1957.  The  Experience  of 
Medicine.  Russell  L.  Cecil,  M.D.,  Guest  Editor. 
Octavo.  Illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1957.  Published  Bimonthly  (six 
numbers  a year).  Cloth,  $18;  paper,  $15. 

This  issue  celebrates  the  fortieth  year  of  publica- 
tion of  the  Medical  Clinics  of  North  America.  It 
consists  of  a symposium  by  some  great  American 
leaders  in  medicine,  telling  what  they  have  learned 
in  their  experiences  of  the  past  half  century. 

The  general  practitioner  will  learn  little  about 
newer  methods  of  therapy  but  will  be  entertained, 
sometimes  instructed,  by  these  memoirs.  They  are 
at  their  best  when  they  convey  interesting  medical 
gossip  as  in  Dr.  Wechsler’s  account.-^-MiLTON  Plotz 

Diseases  of  the  Nervous  System.  By  Sir  Russell 
Brain,  Bt.,  D.M.  (Oxon.).  Fifth  Edition.  Octavo 
of  996  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1955.  Cloth,  $10.50. 

As  in  previous  editions  this  book  is  an  exhaustive 
review  of  all  the  diseases  of  the  nervous  system  with 
a chapter  on  the  psychologic  aspects  of  neurology. 
There  have  been  some  new  additions  on  a few  sub- 
jects as  a result  of  recent  research  work.  It  is  well 
documented  with  reference  material.  In  contrast 
to  most  textbooks  on  neurology  it  is  simply  written 
and  easily  digestible.  It  remains  a classical  refer- 
ence book  in  the  field  of  neurology  for  the  medical 
student,  the  general  practitioner,  and  the  specialist — 
Alexander  Levine 

Management  of  the  Handicapped  Child.  By  H. 

Michal-Smith,  Ph.D.  Octavo  of  276  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1957. 
Cloth.  $6.50. 

This  is  an  unusually  valuable  book.  It  is  small  in 
size  but  vast  in  its  scope.  It  has  18  contributors 
who  discuss  such  divergent  topics  as  cleft  lip,  hear- 
ing and  speech  defects,  facial  tic,  habit  vomiting, 
finger  sucking,  behavior  problems,  nephrosis,  etc. 

The  reviewer  would  hesitate  to  choose  which  part 
of  this  book  is  better  than  the  rest,  inasmuch  as  all 
of  the  parts  are  very  good.  Its  simplicity  and  lack 
of  superfluous  matter  makes  it  easy  reading  and 

[Continued  on  page  2448] 


2446 


New  York  State  J.  Med. 


BUY 

SAVINGS 

BONDS 


GIVE  TO 
CONQUEB 
GANGEB 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  X-ray, 

medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mg*uU  School  254  Gf'cie* 7^3434  * C 

Licensed  by  the  State  of  New  York 


PINEWOOD  & ■» a™ 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


2447 


BOOKS  REVIEWED 


[Continued  from  page  2446] 
readily  digestible. 

A good  part  of  the  book  is  devoted  to  the  malad- 
justed child  and  behavior  disorders.  The  pediatri- 
cian as  well  as  the  general  practitioner  will,  upon 
reading  some  of  the  behavior  problems,  readily  see 
where  his  own  limitation  ends  and  where  the  child 
would  benefit  from  the  trained  and  experienced  psy- 
chiatrist. Indeed  the  lay  parent,  after  reading  some 
of  the  case  records,  will  readily  admit  his  or  her 
guilt  as  the  undertying  cause  in  their  own  child’s 
maladjustment.  The  reviewer  bespeaks  great  de- 
mands for  this  timely  publication. — Harry  Apfel 

Textbook  of  Medical  Physiology.  By  Arthur  C. 
Guyton,  M.D.  Quarto  of  1,030  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1956. 
Cloth,  $13.50. 

Recent  medical  textbooks  have  followed  the  gen- 
eral tendency  to  specialization  by  having  experts  in 
different  fields  write  the  various  sections  which  deal 
with  their  specialized  interest.  This  textbook  does 
not  follow  such  a pattern.  It  is  a one-man  attempt 
to  make  available  to  medical  students  a clear  picture 
of  human  physiology  oriented  toward  future  practi- 
cal application.  In  this  the  book  has  succeeded 
since  its  text  and  original  diagrams  present  the 
major  problems  of  human  physiology  in  a clear  al- 
beit dogmatic  fashion  which  is  enjoyable  to  read. 
This  book  is  comprehensive  and  up  to  date.  It  can 
well  be  used  by  a physician  who  wishes  to  learn  the 
newer  aspects  of  physiology  without  going  into  too 
much  detail. 

As  a reference  book,  this  text  has  too  many  short- 
comings, although  each  chapter  is  followed  by  an 
excellent  bibliography'  which  can  direct  the  searcher 
to  the  proper  sources.  The  bibliographies  concern- 
ing the  metabolism  of  proteins  and  fat  have  been 
interchanged  and  appended  to  the  wrong  chapters. — 
W.  B.  Handelsman 


Ciba  Foundation  Colloquia  on  Ageing.  Volume 
3.  Methodology  of  the  Study  of  Ageing.  Editors 
for  the  Ciba  Foundation,  G.E.W.  Wolstenholme, 
M.B.,  and  Cecilia  M.  O’Connor,  B.Sc.  Octavo  of 
202  pages,  illustrated.  Boston,  Little,  Brown  & 
Company,  1957.  Cloth,  $6.50. 

In  this  era  of  gerontology,  the  third  volume  of  age- 
ing processes  is  most  welcome.  C.  H.  Best  leads  a 
panel  highlighted  by  T.  Gillman  with  important 
studies  in  malnutrition;  R.  E.  Tunbridge  and  M. 
Landowne  with  studies  of  the  whole  organism,  and 
O.  Muhlboch  with  inbred  strains  of  mice.  Intelli- 
gence, emotion,  and  human  performance  are  intro- 
duced by  F.  J.  Kallman,  A.  J.  Welford,  and  I.  Lorge. 
The  effect  of  pancreatic  elastase  on  the  elastic  fibers 
of  arteries  is  impressive. — Bernard  Seligman 

Headache,  Diagnosis  and  Treatment.  By  Robert 
E.  Ryan,  M.D.  Second  edition.  Octavo  of  421 
pages.  St.  Louis,  The  C.  V.  Mosby  Company, 
1957.  Cloth,  $6.75. 


In  writing  a monograph  on  headache  one  could 
set  himself  one  of  several  goals.  It  would  be  most 
useful  to  discuss  headaches  of  unknown  etiology  as- 
sociated with  no  well-defined  disease  entity.  This 
would  exclude  headaches  in  various  systemic  dis- 
eases, in  infections,  neoplasms,  etc.,  and  would  focus 
mainly  on  that  group  at  the  core  of  which  is  the  mi- 
graine and  other  vascular  headaches.  The  author  of 
this  monograph,  however,  attempted  to  deal  with  all 
conditions  in  which  headache  may  occur.  Thus  his 
monograph  became  more  or  less  a list  of  such  condi- 
tions with  only  sketchy  discussions. 

The  organization  of  this  book  is  rather  poor,  the 
sequence  of  chapters  haphazard,  and  the  justifica- 
tion for  treating  some  of  the  subjects  under  separate 
headings  doubtful.  Thus  migraine  in  children,  ab- 
dominal migraine,  ophthalmic  migraine  and  so- 
called  generalized  vasodilating  headaches  are  han- 
dled in  separate  chapters.  The  discussion  of  different 
topics  is  rambling,  and  in  the  style  of  an  off-the-cuff 
discussor  at  a clinical  conference.  Duplications  of 
statements  are  commonplace  and  even  whole  para- 
graphs are  repeated  word  for  word  in  different  chap- 
ters. 

Some  statements  are  of  questionable  correctness. 
For  instance,  the  author  credits  Horton  (1949)  with 
the  discovery  of  localization  of  pain  according  to  the 
site  of  the  lesion  in  relation  to  the  tentorium.  Yet 
Ray  and  Wolff  published  a paper  about  this  in  1940. 
In  discussing  trigeminal  neuralgia  the  author  al- 
most leaves  the  reader  with  the  impression  that  there 
are  five  organic  conditions  responsible  for  the  dis- 
turbance, but  fails  to  emphasize  that  it  rarely  is  as- 
sociated with  demonstrable  organic  pathology. 

The  author,  an  otolaryngologist,  obtained  help 
with  chapters  on  “gynecologic,”  “ophthalmic,”  and 
“cardiovascular  renal”  headaches  as  well  as  on  the 
brain  abscess.  He  attempted  to  deal  without  help 
wdth  assorted  headaches  of  vascular,  neurologic,  and 
psychiatric  variety.  This  certainty  was  ill  advised. 

Despite  the  fact  that  this  monograph  is  a second 
edition,  singular  lack  of  attention  to  language  and 
correctness  of  terms  is  apparent.  Thus  histamine  is 
“the  decarboxylation”  of  “histadine,”  “craniectomy” 
is  employed  in  the  treatment  of  glossopharyngeal 
neuralgia,  and  facial  neuralgia  is  not  a disturbance 
of  the  facial  nerve  as  one  might  expect.  The  author 
frequently  refers  to  drugs  by  their  proprietary  names 
without  giving  their  composition.  To  patients  he 
refers  as  “many  of  these  people”  and  other  physi- 
cians are  just  “men.” 

In  short  there  isn’t  much  to  recommend  about  this 
book  and  whatever  there  is  one  can  find  in  other 
sources,  only  more  so  and  better. — L.  P.  Hinter- 

BUCHNER 


The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1957.  Diagnosis  in  General 
Practice.  Chester  S.  Keefer,  M.D.,  Consulting 
Editor.  Octavo.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Published  bi-monthly  (six  num- 
bers a year).  Cloth,  $18.  net;  Paper,  $15.  net. 

[Continued  on  page  2450] 


2448 


New  York  State  J.  Med. 


CLASSIFIED  ADVERTISING 


WANTED 


Association  with  established  psychiatrist  near  New  York 
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WANTED 


General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


Fellowship  available  for  clinical  experimental  research,  full 
time.  Please  give  full  particulars,  including  license  and  draft 
status.  Grants  available.  Box  764,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  for  July  and  August  of  1958  to 
assist  me  in  my  practice  at  Chautauqua  which  is  a summer 
educational  and  recreational  colony  on  Chautauqua  Lake. 
New  York  State  license  required.  One  or  more  years  of 
hospital  training  necessary.  Applicant  should  have  some 
training  in  internal  medicine.  Other  details  discussed  at 
time  of  interview.  G.  L.  Lester,  M.D.,  Chautauqua, 
New  York. 


General  practice  Nassau  County,  South  Shore,  L.  I.,  30  miles 
from  New  York,  home-office  combination,  fully  equipped, 
incl.  x-ray,  electro-cardiogram,  etc.  Hospital  privileges 
nearby,  incl.  o.b.  available  immediately.  Contact  3959 
Waverly  Ave.,  Seaford  L.  I.,  N.  Y.  or  tel.:  SU  5-5270. 


Active  General  Practitioner,  wishes  to  retire.  Obstetrics, 
Industrial  work,  general  surgery,  if  qualified.  City  of 
10,000,  east  central  New  York,  Approved  general  hospital, 
open  Staff.  Office  in  residence,  wishes  to  sell  real  estate. 
Two  medical  college  centres  within  75  miles.  Box  768,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


Busy  Pediatric  practice  in  Rockland  County.  Only  Pedia- 
trician in  area  of  25,000  population.  35  miles  from  New 
York.  Retiring  to  teach.  Low  cost,  including  principal 
equipment.  Available  July.  Phone  EL  6-2841. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4J 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


X-RAY  EQUIPMENT  FOR  SALE 


Picker  100  MA  x-ray  and  fluoroscopy  unit  in  top  condition. 
Call  John  Ohnysty,  M.D.,  Jamaica,  New  York, 
JAmaica  3-9400. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  386  Fourth 
Ave.,  New  York  1 6,  N.  Y.  Your 
ad  will  pay  you  well  in  replies. 


General  Practitioner,  28,  Married,  NYU-Bellevue  Graduate; 
Rotating  Internship;  D.N.B.;  Available  October  1958  after 
USAF  Discharge;  Seeks  solo  practice,  Group,  Association 
with  established  generalists  N.Y.  State.  Box  770,  N.  Y. 
St.  Jr.  Med. 


“What  do  you  mean  it’s  lucky  I fell  by  a doctor’s 
office?  I’m  the  doctor!” 
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This  issue  is  devoted  to  a symposium  on  Diagnosis 
in  General  Practice.  As  might  be  expected  from 
any  collection  under  the  editorship  of  Chester  Kee- 
fer, the  papers  are  uniformly  good,  indeed  excellent 
in  some  cases  as  in  those  by  Franklin  on  pulmonary 
function  tests,  by  Merrill  on  urinary  secretion,  and 
Williams  on  the  neuroses. — Milton  Plotz 

Practitioners’  Conferences.  Held  at  the  New 
York  Hospital-Cornell  Medical  Center.  Volume  6. 

Edited  by  Claude  E.  Forkner,  M.D.  Octavo  of  378 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1957.  Cloth,  $6.75. 

This  is  the  sixth  in  a series  of  collections  of  edited 
transcripts  of  clinical  conferences.  Its  contents 
cover  such  heterogeneous  facets  of  medical  practice 
as  cancer  of  the  thyroid,  of  the  esophagus,  of  the 
prostate,  gout,  trichinosis,  endometriosis,  encephali- 
tis, contact  dermatitis,  superficial  fungus  diseases, 
tumors  of  the  bone,  of  the  lungs,  portal  hyperten- 
sion, early  detection  of  heart  disease,  anesthesiology 
consultation,  and,  “Should  Patients  be  told  the 
Truth  about  Serious  Illnesses?’ ’ 

A panel  of  recognized  authorities  on  the  subject 
define  and  explore  all  its  aspects  with  discussion, 
demonstration,  and  occasional  controversy.  At  its 
conclusion,  the  editor  has  prepared  an  excellent  sum- 
mary, delineating  the  divergent  viewpoints  and  epit- 
omizing the  concensus  of  the  group.  The  presen- 
tation of  each  topic  is  interesting  as  well  as  informa- 
tive. Although  each  section  is  replete  with  its  own 
bibliography  and  the  index  lists  the  contents  of  prior 
volumes  as  well  as  its  own,  the  panoramic  format  pre- 
cludes its  use  as  a reference  text.  This  volume  (as 
did  its  predecessors)  fulfills  an  avowed  purpose  of 
bringing  to  the  busy  practitioner  much  of  the  instruc- 
tive material  and  teaching  talent  available  at  metro- 
politan and  university  hospitals. — Milton  B. 
Spiegel 

The  Biologic  Basis  of  Cancer  Management.  By 

Freddy  Homburger,  M.D.  Octavo  of  354  pages,  il- 
lustrated. New  York,  A Hoeber-Harper  Book, 
1957.  Cloth,  $10. 

This  is  a one-volume  monograph  and  as  such  has 
considerable  merit.  Its  greatest  field  of  usefulness 
will  be  on  the  level  of  the  general  practitioner  or 
medical  student,  or  even  the  group  of  scientific 
workers  who  are  not  physicians  themselves  but  who 
are  associated  with  the  many  branch  investigations 
in  the  cancer  field. 

The  book  suffers  considerably  from  the  fact  that 
the  field  it  covers  cannot  be  covered  in  one  volume, 
probably  too  from  the  fact  that  there  was  too  little 
collaboration  with  Dr.  Homburger’s  colleagues  and 
associates  in  the  various  branches  of  oncology  during 
the  preparation  and  writing  of  this  book. 

Clinical  errors  creep  in,  clinical  opinions  are  stated 
which  are  not  entirely  in  accord  with  the  experience 
of  the  reviewer,  and  I am  sure  with  the  experience  of 
other  cancer  clinics.  The  volume  contains  little 
which  would  be  new  to  the  oncologist.  Your  re- 


viewer looks  forward  to  a revision  of  this  book  in  a 
future  edition  with  the  correction  of  its  present  in- 
adequacies and  inaccuracies. — Asa  B.  Friedman 

An  Atlas  of  Cardiac  Surgery.  Prepared  by  Jorge 
A.  Rodriguez,  M.D.  Quarto  of  250  pages,  illustrated. 
Philadelphia,  W.B.  Saunders  Company,  1957. 
Cloth,  $18. 

This  is  a book  primarily  devoted  to  technic  and  is 
divided  into  six  chapters:  The  surgical  anatomy  of 
the  heart  and  great  vessels;  adjuvants  to  cardiac 
surgery;  surgery  of  the  great  vessels;  surgery  of  the 
valves  of  the  heart;  surgery  of  congenital  defects, 
and  pericardiectomy,  revascularization  procedures, 
wounds  of  the  heart,  and  cardiac  arrest. 

The  first  chapter  is  based  upon  original  dissec- 
tions. The  author  has  prepared  the  excellent  illus- 
trations himself.  Surgeons,  particularly  at  the  resi- 
dent level,  will  find  many  helpful  comments  incor- 
porated in  the  discussion  of  the  anatomic  drawings. 
The  other  chapters  are  based  upon  the  author’s  im- 
pressions of  the  technic  employed  by  a number  of 
outstanding  surgeons.  Generally  speaking  the  ma- 
terial is  well  presented.  In  the  preface  Dr.  Rodri- 
guez wisely  refers  to  the  speed  with  which  changes 
are  taking  place  in  this  area.  Experienced  cardiac 
surgeons  will,  therefore,  occasionally  detect  descrip- 
tions of  technics  which  they  might  consider  out- 
moded, as  well  as  the  omission  of  some  outstanding 
recent  advances.  (This  criticism,  however,  could 
probably  be  offered  about  almost  any  book  on  this 
subject  published  at  this  time.) 

There  are  places  where  the  semantics  could  be  im- 
proved and  where  some  of  the  expressed  opinions 
may  be  challenged  (e.g.  I find  it  hard  to  believe  that 
one  of  the  reasons  why  the  right  artero-lateral  ap- 
proach to  the  mitral  valve  has  not  gained  widespread 
popularity  is  that  “it  involves  creation  of  an  atrial 
septal- defect,”  p.  115.) 

Despite  these  disadvantages  we  believe,  as  ex- 
pressed by  the  author,  that  this  compendium  of  car- 
diac operations  will  be  of  benefit.  It  is  recommended 
reading  for  all  physicians  with  an  interest  in  the  car- 
diac patient. — Edgar  P.  Mannix,  Jr. 

Signs  and  Symptoms.  Applied  Pathologic  Physi- 
ology and  Clinical  Interpretation.  Edited  by  Cyril 
Mitchell  MacBryde,  M.D.  Third  edition.  Octavo 
of  173  pages.  191  illustrations  and  6 .color  plates. 
Philadelphia,  J.  B.  Lippincott  Company,  1957. 
Cloth,  $12. 

This  book  is  actually  the  work  of  28  men,  most  of 
them  outstanding  authorities  in  a special  field  of 
medicine.  Each  chapter  considers  in  detail  a major 
sign  of  symptom.  For  example,  “Headache”  is 
written  by  Dr.  Harold  G.  Wolff  of  Cornell;  “Syn- 
cope” by  Eugene  A.  Stead,  Jr.,  of  Duke,  and  “Fever” 
by  Paul  B.  Teeson  of  Yale. 

The  reading  is  slow,  but  the  book  is  all  inclusive 
and  would  be  a valuable  reference  book  for  use- in  a 
personal  or  school  library.  It  is  not  concise  or  prac- 
tical enough  to  be  used  for  teaching  students. — 
Julius  E.  Stolfi 

[Continued  on  page  2452] 
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OFFICE  SPACE  FOR  RENT 


Montclair  N.  J. — Professional  building — 3 rooms  and  com- 
mon waiting  room,  lab,  etc. — $158.  mo.  includes  electric, 
cleaning,  central  air  conditioning,  heat  private  parking. 
Central — Doctors  Row — Dr.  Robert  Mearin — N.  J.  Pilgrim 
4-5657. 


FOR  RENT 


MEDICAL  OFFICE  BUILDING.  Fast  growing  New 
Jersey  surburban  area.  Newly  constructed  modern  medical 
offices.  Central  air-conditioning.  Built  in  music  system. 
Wood  panelled  consultation  rooms,  private  lavatories, 
nurses  stations  etc.  Nothing  has  been  overlooked.  Mod- 
erate rentals- — from  $75.00  to  $185.00  per  suite.  For  infor- 
mation call  WA  6-3238. 


FOR  RENT 


Floral  Park,  Long  Island:  Unusual  opportunity  for  G.P.’s, 

specialists  or  group  to  rent  a beautiful  seven  room  efficiently 
planned  office;  x-ray  service,  plumbing,  cabinets  already 
installed;  established  medical  location;  attractive  building; 
street  entrance;  apartment  residential  area;  concessions; 
can  be  divided;  area  in  definite  need  of  new  doctors.  Phone 
Pioneer  6-3223  or  write  Box  731,  N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE 


EXCELLENT  location  Dr’s  office,  near  Bedford  Park  Blvd, 
& Concourse,  convenient  buses  & subway,  good  residential 
area,  1 family,  corner  reasonable.  Henry  Waltemade  Inc.. 
60  E.  42nd  St.  N.Y.C.  MU  7-0500. 


Merrick,  Ranch — Ideal  professional  location  10  rooms. 
Two  entrances,  pine-panelled  den,  large  pine-panelled  play- 
room— Sacrifice  $25,000.  Freeport  9-4570. 


HOUSE  FOR  SALE 


Massapequa,  AAA,  Choice  professional  office  & luxury 
home,  corner,  475  Merrick  Rd.,  rare  opportunity,  owner 
sacrifice,  Li-1-9340,  or  Mo  6-0400. 


SPECIAL  OPPORTUNITY  NEAR  NYC 


West  Nyack — 20  miles  from  NYC  in  the  state’s  fastest-grow- 
ing county — historic  building — centrally  located,  restored 
and  air-conditioned  for  professional  use  by  GP  or  Specialist. 
Unusually  advantageous  arrangement.  Write  Riverstrip, 
Nyack,  N.Y.,  or  phone  Nyack  7-0063. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33^6  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


PRACTICE  FOR  SALE 


GENERAL  PRACTICE.  Town  3,000  near  Buffalo.  Gross 
$25,000  plus  $7,500  assured  income  from  morning  institu- 
tional work.  Should  net  over  $20,000  yearly.  Wish  to  sell 
home  and  adjacent  office  building.  Equipment  and  new  furni- 
ture optional.  2 modern  150-bed  hospitals  11  miles  away 
with  all  available  consultants.  Staff  positions  assured. 
Moving  south.  Wonderful  opportunity.  Box  743,  N.  Y. 
St.  Jr.  Med. 


Active  busy  general  practice.  For  sale  busy  Nassau  County 
community.  Large  home  office  combination  on  good  corner. 
Price  low.  Leaving  for  specialty.  Box  746,  N.  Y.  St.  Jr.  Med. 


PSYCHIATRISTS 

Attractive  opportunities  in  California  State  men- 
tal health  and  rehabilitation  programs. 

No  written  examination.  Interview  only. 

Three  salary  sroups: 

$950-$1050  a month 
$1000-$1100  a month 
$1 100-$1 200  a month 

Annual  merit  increases.  . . . Liberal  retirement  plan  . . . and 
other  benefits! 

Medical  Personnel  Services 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue 
Sacramento,  California 


PHYSICIAN? 

HOME 

for  four  decades  has  given  aid  to 
needy  retired  physicians,  their  wives 
and  widows  throughout  the  State. 
The  need  for  such  aid  is  increasing. 
Your  contribution  will  help  continue 
this  worthy  service. 


Physicians’  Home 


386  Fourth  Avenue 
New  York  16,  N.  Y. 
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Orthopedics  for  the  General  Practitioner.  By 

William  E.  Kenney,  M.D.  and  Carroll  B.  Larson, 
M.D.  Quarto  of  413  pages  with  180  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$11.50. 

This  413-page  book  has  been  written  pri- 
marily for  the  general  practitioner  and  pediatrician 
to  understand  the  common  orthopedic  conditions. 

It  is  well  organized  and  divided  into  sections  to 
help  the  reader  obtain  the  subject  matter  more 
readily.  The  section  on  cerebral  palsy  with  illus- 
trative photographs  is  concise  but  good. 

The  section  on  traumatic  injuries  and  fractures 
should  be  helpful  to  the  general  practitioner  in  that 
the  authors  state  specifically  what  the  total  dis- 
ability period  for  a specific  condition  should  be. 
This  has  been  done  primarily  to  facilitate  filling  out 
insurance  forms,  which  is  quite  a problem  today. 

Although  there  are  a few  minor  points  with  which 
this  reviewer  does  not  agree,  on  the  whole  the  book 
is  practical  for  general  practitioners  and  pediatri- 
cians.— C.  C.  Vitale 

Introduction  to  Anesthesia.  The  Principles  of 
Safe  Practice.  By  Robert  D.  Dripps,  M.D.,  Jame£ 
E.  Eckenhoff,  M.D.,  and  Leroy  D.  Vandam,  M.D. 
Line  drawings  by  Leroy  D.  Vandam,  M.D.  Octavo 
of  266  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Cloth,  $4.75. 

This  compact,  small  type,  254-page  book  is  the 
ideal  orientation  program  for  the  new  resident  or 
house  officer  in  anesthesiology.  Its  brevity  presents 
detailed  and  considerable  knowledge  in  a confined 
area  which  requires  slow  and  intensive  reading  for 
absorption.  However,  the  value  received  by  the 
tyro  is  very  much  worth  the  effort.  The  raison 
d’etre  of  this  book  is  lost  in  the  section  V,  Special 
Topics,  because  the  authors  attempt  to  summarize 
information  rather  than  present  the  fundamental 
concepts.  This  section  does  provide  valuable  guide- 
posts  for  the  reader  wjio  can  use  this  information  and 
the  bibliographic  references  for  implementation. 

The  bibliography  is  rather  limited  but  succinct, 
and  is  well  sprinkled  with  references  to  the  authors’ 
other  publications.  This  book  should  be  a required 
primer  for  the  beginner  in  anesthesiology. — Irving 
M.  Pallin 

William  Harvey.  His  Life  and  Times : His  Dis- 
coveries: His  Methods.  By  Louis  Chauvois. 

Octavo  of  271  pages,  illustrated.  New  York,  Philo- 
sophical Library,  1957. 


Chauvois,  a French  historian  of  science  is  the 
author  of  this  newest  and  probably  the  definitive 
life  of  William  Harvey.  Illuminated  by  the  author’s 
scholarship,  it  is  both  learned  and  readable,  a book 
which  should  be  read  by  students  and  physicians 
alike. 

The  biographic  sections  are  adequate  and  contain 
some  fresh  material.  We  follow  Harvey  from  Can- 
terbury to  student  days  at  Cambridge,  then  Padua, 
the  foremost  medical  center  of  his  day  where  it 
seems  probable  that  he  met  Galileo.  We  then  ac- 
company him  back  to  England  and  his  great  trium- 
phal accomplishments  which  place  him  among  the 
supreme  thinkers  of  all  science. 

Chauvois  devotes  much  attention  to  the  profit 
and  entertainment  of  his  readers  to  Harvey’s  his- 
toric and  cultural  background.  He  even  devotes  a 
novel  opening  chapter  to  “a  day  with  William  Har- 
vey” when  he  was  forty-nine.  Here  we  learn  what 
life  was  like  in  the  London  of  1627,  Harvey’s  daily 
work,  his  friends,  patients,  and  hospital  service. 
The  chapter  on  student  life  in  Padua,  aside  from  a 
few  annoying  fictional  paragraphs,  is  wholly  admir- 
able. What  a pleasure  to  learn  what  the  life  of  a 
medical  student  was  in  those  days.  We  meet  or 
hear  about  Servetus,  Fabricius,  Colombo,  Galileo, 
and  others — often  with  direct  quotations  from  their 
work. 

This  is  an  important  chapter  on  the  place  of  Har- 
vey’s discoveries  in  medical  history,  disposing  of 
poorly  based  claims  for  priority  on  others.  There 
are  numerous  illustrations  and  diagrams.  The 
anonymous  translation  into  English  is  excellent. — 
Milton  Poltz 


The  Principles  and  Methods  of  Physical  Diagno- 
sis. Correlation  of  Physical  Signs  with  Certain 
Physiological  and  Pathological  Changes  in  Disease. 

By  Simon  S.  Leopold,  M.D.  With  a chapter  on 
Sounds  from  the  Thorax:  Acoustic  Principles.  By 

S.  Reid  Warren,  Jr.,  Sc.D.  in  E.E.  Second  edition. 
Octavo  of  537  pages.  379  illustrations  and  25  color 
plates.  Philadelphia,  W.  B.  Saunders  Company, 
1957.  Cloth,  $9.00. 

This  edition  includes  a section  on  pediatric  ex- 
aminations. It  differs  from  most  physical  diagnosis 
texts  in  that  it  emphasizes  physics  and  its  relation 
to  the  important  signs  in  the  normal. and  diseased 
human  beings.  Many  of  the  chapters  are  contribu- 
tions by  outstanding  men  in  the  respective  field  dis- 
cussed. The  psychiatric  survey  which  follows  the 
art  of  history  taking  has  been  amplified  and  im- 
proved.— Julius  E.  Stolfi 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1813  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  JULY  15,  1958—24,611 


County 


President 


Secretary 


Treasurer 


Albany James  H.  Flynn Albany 

Allegany Kurt  Zinner Wellsville 

Bronx Joseph  P.  Alvich Bronx 

Broome Ralph  J.  McMahon. . . .Binghamton 

Cattaraugus. . . Robert  D.  Kelsey Franklinville 

Cayuga Darrell  D.  Althouse Auburn 

Chautauqua. . . Allen  A.  Pierce Fredonia 

Chemung Early  G.  Ridall Elmira 

Chenango Angelo  Franco New  Berlin 

Clinton Francis  F.  Baker Plattsburgh 

Columbia Gene  S.  Rogati Valatie 

Cortland Robert  T.  Corey Cortland 

Delaware Robert  N.  Wilbur Hamden 

Dutchess Leo  P.  O’Donnell Wingdale 

Erie Max  Cheplove ". Buffalo 

Essex Oscar  Greene Mineville 

Franklin Carl  G.  Merkel Saranac  Lake 

Fulton Clem  E.  Gritsavage Northville 

Genesee Peter  F.  Baker Batavia 

Greene Elwood  G.  Weisenburn.  . .Coxsackie 

Herkimer Robert  C.  Ashley Little  Falls 

Jefferson Juda  B.  Bickel Sackets  Harbor 

Kings John  J.  Flynn Brooklyn 

Lewis Harry  E.  Chapin Lowville 

Livingston.  ...  F.  L.  Armstrong Mount  Morris 

Madison John  D.  George,  Jr Verona 

Monroe Arthur  H.  Walker Rochester 

Montgomery.  . Norbert  Fethke Amsterdam 

Nassau Ralph  S.  Emerson.  . Roslyn  Heights 

New  York.  . . . Norton  S.  Brown New  York 

Niagara Carleton  P.  Kavle. . . . Niagara  Falls 

Oneida Frank  A.  Graneiro Utica 

Onondaga.  . . . Robert  J.  Collins Syracuse 

Ontario Osbern  P.  Wilson Phelps 

Orange Fritz  Blumenthal Middletown 

Orleans James  G.  Parke Albion 

Oswego F.  Edward  Fox Fulton 

Otsego James  Bordley,  III Cooperstown 

Putnam Robert  C.  Eliot Brewster 

Queens Harry  H.  Epstein Jamaica 

Rensselaer. . . Marshall  W.  Quandt Troy 

Richmond.  . . . Edward  H.  Robitzek.  .Staten  Island 

Rockland Emile  J.  Buscicchi Congers 

Sr.  Lawrence . . Louis  J.  Benton Ogdensburg 

Saratoga Max  M.  Vinicor Corinth 

Schenectady . . Carl  F.  Ruge Schenectady 

Schoharie Peter  J.  Sacket Schoharie 

Schuyler Francis  C.  Ward Odessa 

Seneca Robert  F.  D.  Gibbs.  . . .Seneca  Falls 

Steuben Thomas  S.  Cotton Hornell 

Suffolk Francis  J.  O’Neill Central  Islip 

Sullivan George  R.  Mills Callicoon 

Tioga Paul  E.  Zoltowski Waverly 

Tompkins Edward  F.  Hall Ithaca 

Ulster Bartholomew  J.  Dutto ....  Kingston 

Warren Richard  C.  Batt Glens  Falls 

Washington. . . Alexander  Avrin Fort  Edward 

Wayne Thomas  C.  Hobbie Sodus 

Westchester.  . William  P.  Reed Larchmont 

Wyoming Paul  G.  Sternberg Perry 

Yates Allen  W.  Holmes Penn  Yan 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr. . .Binghamton 

Robert  D.  Davis Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daidy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon ....  Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

George  E.  Pittinos.  . .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Fauerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fontain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


Thomas  S.  Walsh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murry  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

-Thomas  C.  Jaleski.  . .New  Rochelle 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


July  15,  1958 


2453 


all-day 

or  all-night  protection 
from 


Compazine*  Spansulef 

capsules  are  especially  useful  for  prompt  and  prolonged 
relief  from  tension  headache. 

For  the  patient  whose  anxiety  and  nervousness  are  manifested 
as  tension  headache,  one  ‘Compazine’  Spansule  capsule 
taken  in  the  morning  provides  protection  throughout  the  day. 

Patients  on  ‘Compazine’  are,  in  virtually  all  cases,  free 
from  drowsiness,  and  often  experience  an  alerting  effect. 

They  can  carry  on  normal  activity. 

And,  on  the  other  hand,  for  the  patient  who  cannot  sleep 
because  of  anxiety  and  tension,  one  ‘Compazine’  Spansule  capsule 
taken  before  retiring  provides  relief  throughout  the  night. 

’Compazine’  Spansule  capsules:  io  mg.,  15  mg.  and  30  mg. 


Smith  Kline  & French  Laboratories, 
Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


Neocurtasal 

AN  EXCELLENT  SALT  REPLACEMENT 

trvi 

QaJfc-Thit  (s&w  Q,(duMM.)V<M 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0.01%). 

2 oz.  shakers  and  8 oz.  bottles 

Sold  Only  Through  Drugstores. 


Assures 

'patient  cooperation 


Neocurtasal,  trademark  re*.  U.S.  Pat.  Oft 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  }A  oz.  and  1 oz.  tubes. 


For  ophthalmic  use:  in  'A  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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When  you  wish 
to  prescribe 
Miltown  but, 
for  psychological 
reasons,  not  by  its 
brand  name... 
specify 


Special  advantages: 

■ same  efficacy,  same  long-term  safety 
as  the  original  meprobamate 

■ patients  cannot  identify  the  kind  of 
medication  they  are  receiving 

■ may  be  prescribed  as  a muscle  relaxant 
without  revealing,  through  the  name, 
its  tranquilizing  action 

Meprotabs  relieves  both  mental  and  muscular  tension 
without  affecting  autonomic  balance. 

Literature  and  samples  on  request 

^►WALLACE  LABORATORIES,  New  Brunswick,  N.  J.  •t*™.*™* 
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Take  16  SECONDS  

to  make  this  convincing  test 


useINCERT 

to  add  medication  to  I.V.  solutions,  and  time  the  opera- 
tion from  start  to  finish.  You’ll  find  it  will  take  just 
16  SECONDS  to  complete  the  admixture . . . ready 
for  use! 


NOW  AVAILABLE  IN  INCERT® 

Vl'CERT  Cl  000  with  B13  (Lyophiiized  B Vitamins  with  Vitamin  C and  B , 2). 
INCERT  T41-Thiamine  HCI  25  mg.,  Riboflavin  10  mg.,  Niacinamide  100 
mg.,  Sodium  Pantothenate  20  mg.,  Pyridoxine  HCI  20  mg.,  Ascorbic 
Acid  500  mg. 

INCERT  T42-Same  as  above,  with  1000  mg.  Ascorbic  Acid  and  Cyanoco* 
balamin  (B,2)  25  meg. 

VI-CERT®  (Lyophiiized  B Vitamins  with  Vitamin  C). 

INCERT  T16-500  mg.  lyophiiized  succinylcholine  chloride. 

INCERT  T17-1000  mg.  lyophiiized  succinylcholine  chloride. 


INCERT  eliminates  ampules,  needles,  syringes  and  all 
the  preparation  time  required  with  the  old  way  of 
“needling”  solutions.  Simply  plug  the  INCERT  vial  into 
the  large  hole  in  the  stopper  of  the  I.V.  bottle  — and 
the  job  is  done. 

INCERT  provides  a sterile,  safe,  single-step  “closed  sys- 
tem” method  of  adding  a variety  of  medications  to 
solutions.  The  INCERT  vial,  left  in  position  in  the  solu- 
tion bottle,  identifies  the  medication  until  ready  for  use. 

Here  is  a real  economy  in  lighter  work-load  and  re- 
duced preparation  costs . . . ready  for  instant  use  in 
your  hospital. 

* Sample  INCERT  vials  available  for  your  convenience. 


SUCCINYLCHOLINE  CHLORIDE 

SUX-CERT  (Lyophiiized  succinylcholine  chloride  for  skeletal  muscle 
relaxation). 

INCERT  Til 0—500  mg.  in  5 cc.  sterile  solution. 

INCERT  T1 40— 1000  mg.  chloride  in  10  cc.  sterile  solution. 

POTASSIUM  CHLORIDE  SOLUTION 

INCERT  T 2010— 20  mEq  K+  and  Cl-  in  10  cc.  sterile  solution  (2mEq/cc.). 
INCERT  T2030-30  mEq  K+  and  Cl-  in  12.5  CC.  sterile  solution  (2.2 
mEq/cc.). 

INCERT  T2020-40  mEq  K-|-  and  Cl-  in  12.5  CC.  Sterile  solution  (3.2 
mEq/cc.). 

POTASSIUM  PHOSPHATE  SOLUTION 

INCERT  T31— (1.579  gm.  K2HP04  and  1.639  gm.  KH2P04  per  10  CC.). 
Contains  30  mEq  K-j-  and  HP04=  in  10  cc.  sterile  solution. 

CALCIUM  LEVULINATE  SOLUTION 

INCERT  T51— 10%  solution,  1.0  gm.  (6.5  mEq  of  Calcium)  in  10  cc. 
sterile  solution. 


TRAVENOL  LABORATORIES,  INC. 


pharmaceutical  products  division  of 

BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois 
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Alseroxylon  less  toxic  than  reserpine 

..  alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid ® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


LOS  ANGELES 


ien  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension, 
Initial  dose  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethoniom  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyp< 

Initial  dose  V%  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form . 
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inaxar 

WITH  A UNIQUELY 


CHEMICAL  STRUCTURE  IS  UNLIKE  ANY  OTHER 
SKELETAL  MUSCLE  RELAXANT  CURRENTLY  AVAILABLE... 


Here’s  a skeletal  muscle  relaxant  that  isn’t  “longer  acting” 

. . . it’s  long  acting  . . . affording  sustained  relief  for  as  long 
as  six  hours  after  a single  dose.  / Here’s  a skeletal  muscle 
relaxant  that  isn’t  merely  “effective”  . . . it’s  consistently 
effective  in  the  majority  of  patients  with  muscle  spasm, 
pain  and  stiffness.  / Here’s  a skeletal  muscle  relaxant  that 
doesn’t  have  “relatively  few  physical  or  psychic  side  effects” 
. . . it’s  a pure  muscle  relaxant  that  won’t  cause  drowsiness 
or  dizziness,  nor  produce  adverse  G.  I.  or  psychic  effects 
even  on  prolonged  administration.  / Here  is 

S maxar  (styramate,  armour) 

2-hydroxy  2-phenylethyl  carbamate 


Dosage:  One  or  two  tablets  t.  i.  d. 
Supplied:  200  mg.  tablets  in  bottles  of  50. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY*  KANKAKEE,  ILLINOIS 
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WEIGHT  REDUCTION:  Obese 
them  hold  the  diet  line  by 
duces  less  cardiovascular 
EXTENTABS  provide  10-12 
10.0  mg.;  phenobarbital  (I 


HE  NEEDNT  BE 


pjatients  may  resist  dieting  because  they  fear  I 
giving  them  a mdre  alert,  brighter  outlook 
< ffect  than  amphetamine.  In  ambar  it  is 


lours  of  appetite  Suppression  jin  one  contro^ 
. ANIBAR  TABLETS  for  convent 


gr.)  64.8  mg. 


STRUNG 


osii|g  the  emotional  security  often  involved  in  overeating,  ambar  helps 
jitters:  Methamphetamine,  a potent  cns  augmenter,  pro- 
( just  jenough  phenobarbital  to  prevent  overstimulation,  ambar 
ed-r^lease,  extended-action  tablet:  methamphetamine  hydrochloride, 
ional  iiosage  or  intermittent  therapy  contain  methamphetamine  hydro- 


chloride, 3.33  mg.;  phenobi  irbital  (»/3  gr.)  21^6  mg.  a.  H.  Robins  company,  inc|,  Richmond,  Virginia,  Ethical  Pharmaceuticals  of  Merit  Since  1878 


WEIGHT  REDUCTION  WITHOUTJITTERS  AMBAR 

< mothamnhplaminp  anrt  nhpnnl 


methamphetamine  and  phenobarbital 

TABLETS  AND  EXTENTABS® 


NOW... A NEW  TREATMENT 


CARDILATE’ 


‘Cardilate’  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.f  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


•Cardilate’  brand  Erythrol  Tetranitrate  SUBUNGUAL  TABLETS,  15  mg.  scored 


-i  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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PUT  MORE  ANTIBIOTIC  TO  WORK-FASTER-WITH 


IN  RESEARCH: 

PEAK  BLOOD  LEVELS 

AND  NOW  IN  PRACTICE: 

SWIFT  PATIENT  RECOVERY 
WITH  EXCELLENT  TOLERATION 


COSA-TETRACYN* 

glucosamine-potentiated  tetracycline 

Capsules  (black  and  white)  250  mg.  and  125 
mg.;  Oral  Suspension  (orange  flavor),  125  mg. 
per  5 cc.  teaspoonful. 


COSA-TETRASTATIN* 

glucosamine-potentiated  tetracycline  with  nystatin 

Capsules  (pink  and  black)  250  mg.  Oral  Sus- 
pension (orange-pineapple  flavor),  125  mg. 
tetracycline,  125,000  U.  nystatin  per  5 cc. 
teaspoonful. 


COSA-SIGNEMYCIN* 

triacetyloleandomycin  and  glucosamine-potentiated  tetracycline 

Capsules  (green  and  white)  250  mg.  and  125 
mg. 


COSA-TERRAMYCIN 

oxytetracycline  with  glucosamine 

Capsules  (yellow)  250  mg.  and  125  mg.  Oral 
Suspension  (peach  flavor),  125  mg.  per  5 cc. 
teaspoonful. 


Pfizer ) 


SCIENCE  FOR  THE  WORLD’S  WELL-BEING 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


References : 1.  Welch,  H.  ; Wright,  W.  W.,  and  Staffa,  A.  W. : Antibiotic  Med.  & Clin.  Therapy  5:52  (Jan.) 
1958.  2.  Carlozzi,  M.  : Antibiotic  Med.  & Clin.  Therapy  5 :146  (Feb.)  1958.  3.  Nathan,  L.  A.:  Arch.  Pediat. 
75: 251  (June)  1958.  4.  Shalowitz,  M. : Clin.  Rev.  & Res.  Notes  1:25  (April)  1958.  5.  Cornbleet,  T.  ; Chesrow, 
E.,  and  Barsky,  S.  : Antibiotic  Med.  & Clin.  Therapy  5:328  (May)  1958.  6.  Stone,  M.  L.  ; Sedlis.  A.;  Bamford, 
J.,  and  Bradley,  W.  : Antibiotic  Med.  & Clin.  Therapy  5:322  (May)  1958. 
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if  your  patient  wears  tinted  glasses 
and  sighs  frequently. . .? 

She  may  have  an  anxiety  state.  The  tinted  glasses  may  be  worn  as  a shield 
against  the  world  — and  to  relieve  the  photophobia  resulting  from  pupillary  dila- 
tation caused  by  anxiety-induced  hyperadrenalism.  The  sighs  may  be  a result  of 
fatigue  from  emotional  unrest. 

Source— Meyer,  O.  O.:  Northwest  Med.  55:1006,  1954. 


4 findings  from  a recent  study* 

calmative  nostyn 

1.  Anxiety  and  nervous  tension  appeared  to  be  most 
benefited  by  Nostyn. 

2.  Seventy  per  cent  of  patients  obtained  some  degree 
of  relief. 

3.  Greater  inward  security  and  serenity  were  experi- 
enced and  expressed. 

4.  Mental  depression  did  not  develop  in  patients  pre- 
viously depressed  by  meprobamate  or  a similar  drug. 


ES  COMPANY,  INC  • ELKHi 
Ames  Company  of  Canada,  Ltc 


Ectylurea,  Ames 
(2-ethyl-m-crotonylurea) 

dosage:  150-300  mg.  (Vi  or 
1 tablet)  three  or  four  times 
daily,  supplied:  Nostyn  tab- 
lets, 300  mg.,  scored.  Bottles 
of  48  and  500. 


Bauer,  H.  G.;  Seegers,  W.; 
Krawzoff,  M.,  and  McGavack, 
T.  H.:  New  York  J.  Med. 
58:520  (Feb.  15)  1958. 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 
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REACH  FOR  YOUR  DIRECTORY.  . 


it’s  a ready  source  of  valuable  information 
compiled  for  you. 


Your  Medical  Directory  represents  more  than  20,000  man- 
hours of  concentrated  effort,  employing  the  latest  tabulating 
devices,  to  bring  you  accurate,  detailed  data  on  the  more 
than  30,500  physicians  in  New  York  State. 

But  that’s  not  all!  The  Directory  also  provides  complete 
information  for  you  on: 


Medical  Societies  (Local  and  National) 
New  York  State  District  Map 
Equipment  Suppliers 
History  of  the  Directory 
Licensed  Nursing  Homes 
Pharmaceutical  Suppliers 
Hospitals 
Medical  Colleges 

New  York  City  Department  of  Health 

New  York  State 

Department  of  Health 
Department  of  Mental  Hygiene 
Board  of  Medical  Examiners 
Regents 

Workman’s  Compensation  Board  Officers 

Medical  Society  of  the  State  of  New 
York 

Bylaws 

Component  County  Medical  Societies 

Constitution 

District  Branches 

Blood  Banks  Association  of  New  York  State 
Group  Plan,  Malpractice  Insurance  and 
Defense 

Legislative  Bureau 

Bureau  of  Medical  Care  Insurance 

Membership 

Officers 

Principles  of  Professional  Conduct 
Council  Committee  of  Public  Health  & 
Education 

Public  Relations  Bureau 
Veterans  Medical  Service  Plan  of  New  York, 
Inc. 

Workmen’s  Compensation  Bureau 


Orders  are 
now  being 
taken  for 
1957 
EDITION 


No  other  State  Society  provides  such  a wealth  of  information  in  one 
handy  volume  for  its  members.  Use  your  copy  often. . .there  is  no  other 
source  available  for  such  ready  reference. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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Faster  rehabilitation  inf 


MEPROLONE-2  is  Indicated  in  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  involvement  is  only  moderately 
severeormild,  MEPROLONE-1  may  be  I n dlcated . 

SUPPLIED:  Multiple  Compressed  Tablets  In 

three  formulas  : MEPROLONE-2  — 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  MEPROLONE-5— 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


Joint  inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders—and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antirheu- 
matic-antiarthritic  agent. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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Rheumatoid  Arthritis 


Multiple  compressed  tablets 


HE  FIRST  MEPROBAMATE-PREDNISOLONE  THERAPY 


MEPROLONE  is  a trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  joint  inflammation  . 


Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 
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YOU  CAN  \ 

ENJOY  DIETING 

• • 

Drink  • 


THE  NON-FATTENING  SOFT  DRINK 
THAT  CURBS  THE  URGE  TO  SNACK 


Patients  can  be  happy  though  dieting — 
when  you  recommend  No-Cal.  Absolutely 
non-fattening  No-Cal  really  tastes  good  . . 
and  more  than  fills  the  bill  as  a refreshing 
snack  or  to  sparkle  drab  diet  meals. 


No-Cal  is  sweetened  with 
calcium  cyclamate.  Con- 
tains no  sugar,  no  salt,  no 
fats,  proteins  or  carbohy- 
drates with  no  calories  de- 
rived therefrom. 

It  is  completely  safe  for 
diabetics  and  patients  on 
salt-free,  sugar-free  and  re- 
ducing diets. 

8 Real  Rich  Flavors 
Plus  Salt-Free 
Club  Soda 
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Yale  Registry  for  Nurses 
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KIRSCH  BEVERAGES,  INC. 

B'KLYN  (,  N.  Y. 


triple  benefits 


first  reli 


elieves  apprehension,  anxiety  and  irritability 


second 


restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


j_l  • i relaxes  skeletal  muscle;  relieves  low  back  pain, 
Lilli  ( S tension  headache 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


Each  tablet  contains: 

Miltown  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request 
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INDEX  TO  ADVERTISED  PRODUCTS 


Achromycin-V  (Lederle  Labs.,  Div.  Am.  Cyanamid 


Co.) 2484-2485 

Achrostatin*  V (Lederle  Labs,  Div.  Am.  Cyanamid 

Co.) 2487 

Allergens  (Center  Laboratories,  Inc.) 2481 

Ambar  (A.  H.  Robins  Co.) 2467 

Atarax  (J.  B.  Roerig  Co.) 2477 

Azo  Gantrisin  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) 2490 

Cardilate  (Burroughs  Wellcome  Co.  Inc.) 2468 

Charcoal  Tablets  (Requa  Manufacturing  Co.) 2597 

Co-Pyronil  (Eli  Lilly  & Company) 2496 

Cosa  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.) . . 2469 

Cosa-Signemycin  Pfizer  Laboratories,  Div.  Chas. 

Pfizer  & Co 2469 

Cosa-Terramycin  ("Pfizer  Laboratories,  Div.  Chas. 

& Co.) 2469 

Cosa-Tetracyn  (Pfizer  Laboratories,  Div.  Chas.  Pfizer 

& Co.) 2469 

Cosa-Tetrastatin  (Pfizer  Laboratories,  Div.  Chas. 

Pfizer  & Co.) 2469 

Deaner  (Riker  Laboratories) 2479 

Desitin  Baby  Lotion  (Desitin  Chemical  Co.) 2482 

Fostex  (Westwood  Pharmaceutical  Co.) 2494 

Furadantin  (Eaton  Laboratories) 2488 

Globotrin  (E.  L.  Patch  Co.) 2591 

Harmonyl  (Abbott  Laboratories) Between  2478-2479 

Incert  (Baxter  Laboratories,  Inc.) 2461 

Kondremul  (E.  L.  Patch  & Co.) 2590 

Lontabs  (Ciba  Pharmaceutical  Products,  Inc.).  . . 2nd  cover 
Meprolone  (Merck  Sharp  & Dohme,  Div.  Merck  & 

Company,  Inc.) 2472-2473 

Meprotabs  (Wallace  Laboratories) 2459 

Meti-Derm  (Schering  Corporation) 2491 

Milprem  (Wallace  Laboratories) 2475 


Milt-own  (Wallace  Laboratories) 2457 

Miltrate  (Wallace  Laboratories) 2495 

Neocurtasal  (Winthrop  Laboratories) 2455 

Neohydrin  (Lakeside  Laboratories) 3rd  cover 

Nilevar  (G.  D.  Searle  & Co.) 2501 

Noludar  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) Between  2486-2487 

Nostyn  (Ames  Company,  Inc.) 2470 

Novahistine  LP  (Pitman-Moore  Co.) 2483 

Paraflex  (McNeil  Laboratories) 2492 

Peritrate*  20  mg.  (Warner  Chilcott) 2502 

Peritrate  with  Nitroglycerin  (Warner  Chilcott) 2502 

Percodan  (Endo  Laboratories) 2589 

Percodan-Demi  (Endo  Laboratories) 2589 

Piperophyllin  (Martin  H.  Smith  Co.) 2418 

PMB-200  (Ayerst  Laboratories) 2476 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 2456 

Raudixin  (E.  R.  Squibb  & Sons,  Div.  Mathieson  Chem- 
ical Co.) 2587 

Rauwiloid  (Riker  Laboratories) 2463 

Robaxin  (A.  H.  Robins  Co.,  Inc.) 2489 

Seco-Synatan  (Irwin  Neisler  & Co.) 2478 

Sinaxar  (Armour  Laboratories) 2465 

Sustagen  (Mead  Johnson  & Co.) 4th  cover 

Synatan  (Irwin  Neisler  & Co.) 2478 

Tensodin  (Knoll  Pharmaceutical  Co.) 2593 

Thorazine  (Smith  Kline  & French  Labs.) 2493 

Triaminic  (Smith-Dorsey,  Div.  The  Wander  Co.).  . . . 2486 

Miscellaneous 

Coca  Cola  (The  Coca  Cola  Company) 2598 

No-Cal  (Kirsch  Beverages  Inc.) 2474 

Pablum  (Mead  Johnson  & Co.) 2480 


VMS' 200 

"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 

For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


No.  881,  PMB-400 
bottles  of  60  and  500. 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 


“PremarinS"  conjugated  estrogens  (equine) 


Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
atarax  because  (+)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
broncho  spasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion. 10  cc.  multiple-dose  vials. 
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not  erratic 


or  sporadic 


but  true  ora / repository  action 
in  the  treatment  of  obesity . . . with 

SYNATAN 

through  the  Durabond®  Principle 
of  ionic  release 


In  Synatan  products  the  repository  mechanism  is  built  into  every 
molecule  by  means  of  the  Durabond  Principle— your  assurance 
of  prolonged  action  with  a single  oral  dose.  The  result— smooth, 
effective  control  of  appetite  and  emotional  tone,  with  minimal 
side  effects. 


Synatan  Each  tabule  contains  Tanphetamin 
(d-  amphetamine  tannate)  17.5  mg. 
for  control  of  appetite  and  mood 

Seco-Synatan  Each  tabule  contains  Tanpheta- 
min 17.5  mg..  Secobarbital  35.0  mg. 
for  control  of  obesity  with  an  emotional  overlay 

Synatan  Forte  Each  tabule  contains  Tanpheta- 
min 26.25  mg. 
for  greater  anorexic  action 

Dosage:  1 tabule  at  10  a.m.  for  all-day  control. 
For  prescription  economy,  order  bottles  of  50. 


TLpj/^pr 


IRWIN,  NEISLER  & CO.,  Decatur,  Illinois 
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^ A Totally  New  Molecule  for  the  Treatment  of 


2-dimethylaminoethanol  (deanol) 


Advantages  of  ‘Deaner’ 

• Effects  come  on  gradually 
and  are  prolonged  . . . 

• Without  causing  hyperirrita- 
bility, jitteriness  or 
emotional  tension  . . . 


• Without  causing  excess  motor 

activity  . . . 

[5 

• Without  causing  loss  of 

appetite  . . . 


• Without  elevating  blood 

pressure  or  heart  rate  . . . 

• Without  sudden  letdown  on 

discontinuance  of  therapy. 


Proved  of  value  in  that  large  contingent  of  patients 
with  vague,  undefined  symptoms,  who  feel  under  par 
and  lack  energy  or  are  mildly  depressed.  Failure  to 
obtain  adequate  restoration  from  sleep  is  another 
indication. 


Reports  from  Investigators 

In  medical  student  volunteers,  'Deaner’  produced  in- 
creased daytime  energy  and  attentiveness  at  lectures, 
sounder  sleep  (with  a reduction  in  the  hours  of  sleep 
needed),  better  ability  to  concentrate,  decreased  appre- 
hensiveness prior  to  and  during  examinations,  a more 
affable  mood  and  outspoken  personality. 

1.  Murphree,  H.B.  Jr.;  Jenney,  E.H.,  and  Pfeiffer,  C.C.:  Presented  before  Assoc,  for 
Research  in  Nervous  and  Mental  Disease,  New  York,  Dec.  12-14, 1957.To  be  published. 

In  Exhaustion  and  Depression  — In  a study  of  over 
100  patients  suffering  from  various  psychiatric  disorders, 
especially  exhaustion  and  mild  depression,  the  clinical 
effect  of  'Deaner’  was  to  increase  energy  and  to  relieve 
depression  in  over  70%. 

2.  Lemere,  F.,  and  Lasater,  J.H. : Am.  J.  Psychiat.  114'. 655  (Jan.)  1958. 


In  Learning  Problems — Some  of  the  children  with 
reading  problems  and  other  learning  defects  have  improved 
markedly  during  their  treatment  with  'Deaner’. 

3.  Oettinger,  L.:  To  be  published. 


Dosage:  Initially,  1 tablet  (25  mg.)  daily  in  the  morn- 
ing. Maintenance  dose,  1 to  3 tablets  (25  to  75  mg.) 
for  adults,  Vi  to  3 tablets  daily  for  children.  Full 
benefits  may  require  two  weeks  or  more  of  therapy. 
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Two  to  grow  on ... 

pablum  Cereals  are  the  original  pre-cooked  cereals  for  babies. 
Vitamin  and  iron  enriched.  Pablum  Mixed  Cereal,  Rice  Cereal, 
Barley  Cereal,  High  Protein  Cereal,  Oatmeal  . . . the  baby  cereals 
made  to  pharmaceutical  standards  — especially  processed  for  extra 
smoothness  and  lasting  freshness. 

BiB  juices  are  the  newest  addition  to  the  Pablum  Products  family. 
The  first  medically  accepted  orange  juice  for  babies  is  branded  BiB. 
All  five  BiB  Juices  are  processed  to  meet  babies’  special  needs  — 
Orange,  Orange- Apricot,  Prune-Orange,  Pineapple  with  Acerola,  and 
Apple  with  Acerola. 

You  can  specify  Pablum  Products  with  confidence  . . . 


Mead  Johnson 

Symbol  of  service  in  medicine 


© Pablum  Products  Division  of  Mead  Johnson  & Company,  Evansville  21,  Indiana 
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NEW  THERAPEUTIC  PRODUCT 

1934  Aminophylline  NOW  PIPEROPHYLLIN 

PIPEROPHYLLINE  represents  an  important  advance  in 
Theophylline  therapy.  It  has  solubility,  increased  utilization, 
hence  an  increase  in  therapeutic  activity. 

CASS  and  FREDERIK*  in  a study  conducted  at  the  Long  Island  Hospital  Boston,  reported, 
that  42%  of  subacute  cases  of  bronchial  asthma  were  completely  relieved — and  in  fact,  some 
degree  of  relief  was  obtained  in  all  of  83%  of  the  patients.  They  concluded,  “Theophylline  with 
Diethylenediamine  (Piperophyllin)  is  an  effective  bronchodilator  in  a high  percentage  of  cases 
of  bronchial  Asthma.  It  is  also  effective,  but  in  a substantially  smaller  degree,  in  the  Cardiac 
cases.” 

USES  of  PIPEROPHYLLIN : Asthma,  Pulmonary  Edema,  control  of  Anginal  Syndrome, 

Cardiovascular  disease  with  congestive  Heart  Failure.  May  be  used  effectively  in  ANY  condi- 
tion in  which  the  older  Aminophylline  is  indicated. 

DOSAGE:  One  tablet  three  or  four  times  daily.  Two  additional  tablets  during  the  night  if  required. 
Each  enteric-coated  tablet  contains:  theophylline  200  mg.  diethylenediamine  50  mg. 

When  you  think  of  Aminophylline,  prescribe  the  new  improved  product,  PIPEROPHYLLIN 

SUPPLIED:  Bottles— 50’s 

PROFESSIONAL  SAMPLES  AND  REPRINTS  ON  REQUEST 

MARTIN  H.  SMITH  CO. 

131  East  23rd  Street,  New  York  10,  N.  Y. 

Manufacturers  of  Ethical  Products  for  over  Half  a Century 

*Cass,  Leo  J.,  Frederik,  Willem  S. : New  Xanthine  Derivative,  A Clinical  Study.  New  York  State  Jrl.  Med.  59: 2.  (July 

15)  1958. 


diagnostic 

and  therapeutic 

"...  We  have  had  greatest 
success  with  extracts 
prepared  by 

Center  Laboratories  . . .”* 


*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  6:  86:  May  1954 


Complete  allergy  service  from  solution  to  syringe 

Write  for  complete  literature  and  prices  on  our  complete  line. 

CENTER  LABORATORIES,  INC. 

Port  Washington,  New  York 
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wixL  baby’s  skin  needs 


new,  different 


DESITIN 


BABY 


LOTION 


antibacterial 

cleanses 

conditions 


In  tune  with  modern  dermatological  concepts,  only 
Desitin  BABY  Lotion  combines  all  these  ingredients  for 
over-all  care  of  the  baby’s  skin: 

• Lano-Des*  — Desitin’s  special  soothing,  lubricating,  liquid  lanolin. 

• Hexachlorophene— effectively  protects  against  ammonia-producing 
and  other  common  skin  bacteria. 

• Vitamins  A and  E — important  to  skin  health  and  smoothness. 

• Special  Emulsifiers  — to  cleanse  baby’s  skin  gently  and  thoroughly 

— yet  free  from  mineral  oil. 

Desitin  BABY  Lotion  is  unusually  bland,  non-toxic,  safe.  Non- 
greasy,  stainless;  free-flowing,  pleasantly  scented. 

We  would  be  pleased  to  send  you  samples  and  literature. 

trademark  DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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HAY  FEVER 

SUFFERERS  get  greater  relief  * with 


Novahistine  LP 


than  with  antihistamines  alone 


* greater  relief ...  because  a distinctly  additive 
action  is  obtained  by  combining  a sympatho- 
mimetic with  an  antihistaminic  drug. 


continuous- acting  tablets... for  continuous  relief 

EACH  LP  TABLET  CONTAINS: 

Phenylephrine  hydrochloride 20  mg.  Supplied  in 

Chlorprophenpyridamine  maleate  . 4 mg.  • bottles  of  50  tablets. 

For  day-long  or  night-long  relief  1 dose  of  2 tablets 
( 1 tablet  for  mild  cases  and  children).  t Trademark 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES.  INC.  • INDIANAPOLIS  6,  INDIANA 
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DOCTORb 

PARKING 

ONLY 


•4 


ACHROMYCIN  ®V 

Tetracycline  and  Citric  Acid  Lederle 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently, 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms, 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
physicians  in  every  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of  AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— $ to  4 hours  of  relief 
from  the  outer  layer 


then— 3 to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HC1  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


TRIAMINIC  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•Trademark 


TRIAMINIC  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  Va  Triaminic 
Tablet  or  Vi  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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SUPPLIED: 

CAPSULES  contain  250  mg.  tetracy- 
cline HCI  equivalent  (phosphate- 
buffered)  and  250,000  units  Nystatin. 
ORAL  SUSPENSION  (cherry-mint 
flavored)  Each  5 cc.  teaspoonful 
contains  125  mg.  tetracycline  HCI 
equivalent  (phosphate-buffered)  and 
125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb. 
body  weight  per  day)  in  the  average 
adult  is  4 capsules  or  8 tsp.  of 
ACHROSTATIN  V per  day,  equivalent 
to  1 Gm.  of  ACHROMYCIN  V. 

♦Trademark  tReg.  U.  S.  Pat.  Off. 


Combines  Achromycin  V with  Nystatin 

Achrostatin  V combines  Achromycini  V ...  the 
new  rapid-acting  oral  form  of  Achromycini  Tetra- 
cycline . . . noted  for  its  outstanding  effectiveness 
against  more  than  50  different  infections  . . . and 
Nystatin  . . . the  antifungal  specific.  Achrostatin 
V provides  particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth  dur- 
ing a protracted  course  of  antibiotic  treatment. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.Y. 
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CHRONIC 
PROSTATITIS 

probably 

the  most  common 
chronic  infection 
in  men  over 
50  years  of  age.”1 


brand  of  nitrofurantoin 


“From  clinical  observation  we  have  found  that  more  cases  of  chronic  prostatitis 
respond  to  Furadantin  than  to  any  other  anti-infection  agent."2 

In  chronic  prostatitis,  “antibacterial  therapy  may  begin  on  the  first  visit  with 
Furadantin  100  mg.  4 times  daily  . . 

Available  as  Tablets,  Oral  Suspension  and  Intravenous  Solution. 


References:  1.  Alyea,  E.  P.:  Infections  and  Inflammations  of  the  Male  Genital  Tract,  in  Campbell,  M.: 
Urology,  Philadelphia,  W.  B.  Saunders  Co.,  1954,  vol.  1,  p.  643.  2.  Barnes,  R.  W.,  in  discussion  of  Chinn,  J., 
and  Bischoff,  A.  J.:  Tr.  West.  Sect.  Am.  Urol.  Ass.  22:189,  1955.  3.  Goodwin,  W.  E.,  and  Turner,  R.  D.: 
Prostatitis,  in  Conn,  F.:  Current  Therapy  1958,  Philadelphia,  W.  B.  Saunders  Co.,  1958,  p.  399. 

NITROFURANS  — a new  class  of  antimicrobials  — neither  antibiotics  nor  sulfonamides  0,^  JJ« 


EATON  LABORATORIES, 


NORWICH. 


NEW  YORK 


Y investigators  o. 


Comm 


THE  JOURNO 
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RESPONSE 


moderate 


'marked' 


Skeletal  muscle 
spasm  secondary  to 
acute  trauma 


STUDY  2 


"pronounced' 


Herniated  disc 
Ligamentous  strains 
Torticollis 
Whiplash  injury 
Contusions, 
fractures,  and 
muscle  soreness 
due  to  accidents 


Herniated  disc 
Acute  fibromyositis 
Torticollis 


STUDY  4s 

Pyramidal  tract 
and  acute  myalgic 
disorders 


"significant7 


TOTALS 


"In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . ,"2 


"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm."5 


"In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."6 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."1 


THE  JOURNAL 


Ameriron  MtAirml  4iH>eiat,o* 


With  even  the  most  rapid  antibacterial  action,  pain  of  urinary  tract 
infection  usually  persists  until  healing  begins.  So  — Azo  Gantrisin 
adds  symptomatic  relief  to  potent  antibacterial  action:  its  azo  com- 
ponent offers  swift  suppression  of  both  pain  and  discomfort  during 
this  interim  phase. 

ROCHE  Laboratories  • Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 


Azo  Gantrisin 
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Xoojin,  R.  O.:  South.  M.  J,  49:149, 
M2: 1379,  196.fi'  (3)  Goldman,  L.;  Flat*] 
£5:75,  1955.  (4)  Frank,  L„  and  Stritssleis 

(5)  Robinson,  R«  C.  V,  and  Robinson, 

(6)  Oank&res,  0.;  Shatin,  II.,  and  Ro&m 
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METI-DERM  CREAM  0.5% 


NAME 


DESCRIPTION  5 mg.  prednisolone,  free  alcohol,  in  each 
gram  — nonstaining,  water-washable  base  — 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 

supplied:  10  Gm.  tube. 

Meti-T.M.- brand  of  corticosteroids.  /— 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


pr&fo isdlSnd,  free  alcohol  in  a water-washable  base, 
PACKAGING:  Meti-Derm  Cream  0.5%.  10  Gm.  tube. 
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WANTED 

BY  ALL  DERMATOLOGISTS 

A TOPICAL  “METI’STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


i-De* 
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‘Thorazine  by  injection  (ampuls  or  multiple  dose  vials)  often  provides  immediate  relief  from 
severe  attacks. 

‘Thorazine’  Spansule*  sustained  release  capsules  ql2h  provide  continuous,  round-the-clock 
protection  against  emotional  stress  that  can  precipitate  attacks. 

‘Thorazine’,  in  any  dosage  form,  promotes  sound  sleep  without  respiratory  depression. 
THORAZINE*  one  of  the  fundamental  drugs  in  medicine  *t.m.  Reg.  u.s.  Pat.  off. 

chlorpromazine,  S.K.F. 

Also  available:  Tablets,  syrup  and  suppositories. 

Smith  Kline  & French  Laboratories , Philadelphia  1 


in  asthma 


when  emotional 
stress  is  a 
complicating 
factor 


Toitex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


◄ Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 

promotes  peeling  of  the  skin  . . . actions 

enhanced  by  the  keratolytic  effects  of 

micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


Fostex  is  easy  for  your  patients  to  use 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster- Milburn  Co. 
468  Dewitt  Street  • Buffalo  13,  New  York 
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NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 


prolonged  relief  from 
anxiety  and  tension  with 


MILTOWN*  + PETN 


sustained  coronary 
vasodilation  with 


The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  petn,  as  in  Miltrate . . appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  -f  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  16C 

l.Friedlander,  H.  S.:  The  role  of  ataraxica  in  cardiology.  Am.  J.  Card.  1:895,  March  1958. 

8.  Shapiro,  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8 :504,  Dec.  1957. 

^^®WALLACE  LABORATORIES,  New  Brunswick,  N.J.  CMt.7l87  W.MA,K 
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. . . acts  fast  to  provide  unusually  long-lasting  relief 


'Co-PyroniP  combines  a long-acting  and 
a short-acting  antihistamine  with  a 
synergistic  sympathomimetic.  It  usu- 
ally begins  to  combat  symptoms  within 
fifteen  to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients 
and  other  allergy  victims  remarkably 
complete  relief  on  a dosage  of  only  2 or 
3 pulvules  daily. 

*'Co-Pyronir  (Pyrrobutamine  Compound,  Lilly) 


Prescribe  'Co-PyroniP  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  'Co-PyroniP  provides: 

‘Pyronil’ 

‘Histadyl 
‘Clopane 
tamine 
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Brand  Name  Drugs 


More  than  85  per  cent  of  all  prescriptions 
are  prefabricated  by  the  pharmaceutical 
manufacturer.  They  are  not  compounded 
by  the  retail  druggist.  Thus  the  integrity 
of  the  manufacturer  becomes  as  important 
today  as  the  honesty  and  cleanliness  of  the 
retail  pharmacist  was  in  1900.  Modern 
mass  production,  whatever  its  disadvan- 
tages, does  guarantee  standardization.  One 
spoonful  of  a good  brand’s  Elixir  XYZ  has 
the  same  composition  and  potency  as  an- 
other teaspoonful  of  the  same  brand’s 
Elixir  (if  you  use  the  same  teaspoon).  This 
is  not  true  of  a fly-by-night  manufacturer  of 
shoddy  merchandise.  But  it  is  true  of  any 
of  the  reputable  manufacturers  who  ad- 
vertise in  this  and  other  physician-controlled 
j ournals. 

Control  is  the  secret  of  sound  manufacture 
— control  of  purity,  viscosity,  solubility,  po- 
tency, vehicle  and  particle  size.  To  exercise 
control  at  every  step  of  the  manufacturing 
process  is  expensive.  A manufacturer  who 
ignores  controls  can  sell  his  product  cheaper. 
It  may  be  announced  as  a “pharmaceutic 
equivalent” — but  it  isn’t.  It  isn’t  an  equiv- 
alent in  potency,  solubility,  viscosity  and 
so  on,  even  though  it  looks  like  an  equiva- 
lent in  color  of  fluid  or  shape  of  tablet. 

Fluids  separate,  tablets  decompose,  oint- 
ments can  deteriorate,  and  any  medication 
can  become  contaminated.  The  honorable 
manufacturer  determines  the  “shelf-life” 
of  a product  and  advises  the  retailer  or 
marks  an  expiration  date.  This  kind  of 
determination  is  expensive.  By  stamping 
on  an  expiration  date,  the  manufacturer 
stands  to  lose  some  sales.  The  third-grade 
maker  avoids  that  danger.  He  doesn’t 
determine  shelf-life,  or  he  stamps  no  accu- 
rate expiration  date  on  the  package.  In  that 

Reprinted  by  permission  from  the  Journal  of  the  Medical 
Society  of  New  Jersey  55'.  1 (Jan.)  1958. 


way  he  can  sell  his  product  at  a bargain. 
Of  course,  the  aspirin  tablet  may  deteriorate 
and  give  forth  the  odor  of  acetic  acid.  Still, 
it’s  a bargain.  Some  bargain! 

One  of  the  oddities  of  the  drug  trade  is 
that  the  manufacturer  spends  a fortune  on 
research  and  counts  himself  lucky  to  get  one 
usable  product  out  of  50  experiments.  He 
pours  down  the  drain  the  cost  of  the  other 
49  projects.  His  purpose,  to  be  sure,  is  not 
charitable.  He  expects  it  to  pay  off,  hoping 
to  make  enough  profit  on  the  one  successful 
experiment  to  pay  the  workers  on  the  49 
wild  goose  chases.  Still,  if  an  unethical 
manufacturer  can  borrow  the  results  of  that 
research,  he  can  undercut  the  original  maker 
in  price;  the  second  company  doesn’t  have 
to  pick  up  the  research  tab.  Hence,  the 
by-passing  of  good  brand-named  products  is 
a body  blow  to  research.  Why  should  a 
company  spend  millions  in  research  to  see 
their  final  products  left  on  the  shelf  in  favor 
of  a cheaper  substitute? 

Chemically  speaking,  one  antacid  tablet 
may  be  the  same  as  the  other.  Still,  if  you 
are  chewing  the  tablet,  you  prefer  the  one 
with  a smooth  taste  to  one  that  tastes  and 
sounds  like  a mixture  of  grit  and  chalk.  And 
if  you  prefer  the  brand-named,  more  elegant 
tablet,  your  patient  is  entitled  to  it  too. 

A suppository  that  melts  in  the  container 
before  use — or  fails  to  melt  in  the  body  cavity 
during  use — is  worthless  no  matter  how 
cheaply  it  can  be  bought.  Melting  point 
control  requires  expensive  equipment  and 
adds  to  the  retail  price.  A first-class  manu- 
facturer, however,  will  not  put  out  a sup- 
pository without  a controlled  melting  point. 
A third  rate  manufacturer  may  do  so.  And 
he  can  sell  it  cheaper. 

So  the  experienced  physician  is  -not  de- 
fensive about  prescribing  brand-named  prod- 
ucts— or  giving  the  retail  pharmacist  a choice 
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of  reliable  brand  names.  He  knows  that  little  cheaper.  But  precious  things  don’t  sell 
the  patient  can  buy  an  ersatz  product  a at  cut-rate  prices. 


Costs  of  Medical  Welfare 


It  would  appear  from  recent  studies  in  the 
State  of  New  York  that  we  have  reached  a 
point  where  some  40  per  cent  of  all  welfare 
costs  are  for  medical  services  rendered. 
This  places  the  doctors  who  provide  and 
direct  these  services  in  the  position  of 
being  large  spenders  of  public  funds.  This 
position  entails  a twofold  responsibility; 
first,  to  see  that  the  patient  receives  good, 
sound  medical  care,  and  second,  to  see  to 
it  that  public  funds  are  not  wasted  by 
luxuriant  or  extravagant  practices. 

It  seems  likely  that  the  individual  phy- 
sician is  not  aware  of  the  relation  to  the 
total  of  the  above  cited  percentage  cost  of 
the  services  which  he  assists  in  rendering. 
He  is  concerned  primarily  with  his  in- 
dividual responsibility  in  each  case  under 
his  care  and  only  secondarily  in  the  total 
overhead.  Yet  he  is  also  a taxpayer  and 
pays  his  share  of  that  total.  In  order  to 
provide  good  and  adequate  care  for  all 
and  still  remain  within  reasonable  costs,  it 
is  not  unreasonable  to  ask  all  participating 
physicians  to  implement  the  following 
suggestions : 

Ambulatory  patients  should  be  seen  at 
the  office  rather  than  at  home. 

Routine  visits  to  sufferers  from  chronic 
illnesses  which  change  very  little  from 
month  to  month,  such  as  generalized  arte- 
riosclerosis, arthritis,  hypertension,  and 
chronic  nephritis,  could  reasonably  be  seen 
once  a month. 

Routine  frequent  visits  to  patients  in 
nursing  homes  is  an  overburden  in  view  of 
the  fact  that  these  institutions  have  trained 
personnel  capable  of  keeping  the  doctor 
informed. 

Local  visiting  nurse  service  can  be  used 
to  do  dressings  and  give  injections  when 
necessary. 

Local  and  county  hospital  clinics  should 


be  used  for  extensive  diagnostic  work, 
including  x-ray  and  laboratory  tests.  A 
full  report  will  be  sent  to  the  physician. 

The  psychoneurotic  and  maladjusted 
should  be  referred  to  the  county  mental 
health  clinics.  These  time-consuming  and 
demanding  patients  are  a burden  which 
reasonably  can  be  put  in  its  proper  place. 

In  regard  to  the  prescribing  of  drugs, 
be  cost  conscious. 

1.  Oral  medication  is  to  be  preferred 
over  parenteral  wherever  possible. 

2.  Avoid  trade  name  products,  and 
wherever  there  is  a USP  or  NF  equivalent, 
prescribe  it. 

3.  Be  aware  of  the  packaging  of  drug 
products,  and  avoid  having  the  pharmacist 
break  the  package  to  fill  a limited  number — 
this  is  very  costly. 

4.  Do  not  prescribe  for  over-the-counter 
or  medicine  cabinet  products.  The  phar- 
macist makes  a legitimate  extra  charge  for 
these. 

5.  Antibiotics,  steroids  and  ataractics 
are  very  expensive  and  should  be  prescribed 
in  carefully  calculated  quantity. 

6.  Vitamins  are  the  most  extravagantly 
prescribed  and  priced  product  used  today. 
Ask  yourself  first  if  vitamin  supplemen- 
tation is  necessary.  Next  ask  your  phar- 
macist for  the  cheapest  and  best  all-round 
hexavitamin  product,  and  stick  to  that. 
Third,  remember  that  the  indications  for 
the  use  of  the  therapeutic  vitamins  are 
extremely  limited. 

7.  Routine  use  of  antibiotic  tablets  and 
troches  for  trivial  upper  respiratory  in- 
fections is  to  be  condemned. 

8.  Stilbestrol,  if  tolerated,  is  to  be  pre- 
ferred over  expensive  proprietary  estrogens. 

When  extraordinary  circumstances  re- 
quiring many  visits  arise  in  the  course  of 
treatment,  please  detail  these  circumstances 
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on  the  authorization  card  so  that  the  wel- 
fare department  will  understand  what  is 
going  on  and  be  better  able  to  back  you 
up  in  your  efforts  for  the  patient. 

It  is  expected  that  those  able  to  care  for 
their  feet  do  so  themselves.  Nursing  homes 
should  provide  pedicare  as  part  of  their 


services.  Only  in  most  unusual  circum- 
stances should  this  extra  professional  service 
be  requested.  Length  of  in-hospital  stay 
should  be  kept  as  short  as  possible. 

These  suggestions  are  only  common 
sense  and  should  be  applied  wherever 
possible  in  the  public  interest. 


Action  by  House  of  Delegates 


On  May  13  of  this  year  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State 
of  New  York,  in  regular  session,  approved  a 
resolution  recognizing  that  the  completion 
of  insurance  company  forms  is  a task  for 
which  a fee  should  be  paid. 

The  amount  of  paper  work  required  of 
the  doctor  has  increased  to  the  point  where 
it  is  now  a significant  time  consumer.  Much 


of  this  is  of  a business  nature  in  the  service 
of  a company  and  should  be  paid  for. 

Many  companies,  of  course,  have  estab- 
lished the  practice  of  paying  for  these 
services.  In  the  case  of  those  who  do  not,  the 
doctor  is  well  within  his  rights  to  require  it. 

Information  provided  by  the  doctor  in 
this  way  represents  skill  and  judgment  as 
well  as  time  and  as  such  is  worthy  of  its  hire. 


ONE-AFTERNOON-A-WEEK  COURSE  IN 
OCCUPATIONAL  MEDICINE 

Considerable  interest  in  this  course  has  been  demonstrated  by  the  physi- 
cians who  were  asked  to  complete  a questionnaire  concerning  the  conduct  of 
this  course. 

Many  physicians  who  did  not  receive  this  questionnaire  have  been 
writing  the  Bureau  of  Industrial  Health  and  Workmen’s  Compensation  to 
request  a copy. 

Any  physician  who  is  interested  in  attending  a one-afternoon-a-week 
course  in  occupational  medicine  at  the  Institute  of  Industrial  Medicine, 
New  York  University  Post-Graduate  Medical  School,  New  York  City,  may 
obtain  more  information  by  writing  Anthony  A.  Mira,  M.D.,  Director  of 
the  Bureau  of  Industrial  Health  and  Workmen’s  Compensation,  386  Fourth 
Avenue,  New  York  16,  New  York. 
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Patients  receiving 

NILE VAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight  —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  is  25  to  50  mg.  daily  for  adults.  For 
children  the  daily  dosage  is  1 mg.  per  kilogram  of  body 
weight;  this  dosage  should  be  reduced  to  0.5  mg.  daily 
if  given  to  prepuberal  children  for  more  than  ten  days. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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in  angina  pectoris 

to  prevent  attacks 

Peritrate*  20  mg. 

( brand  of  pentaerythritol  tetranitrate)  ^ * 

The  accepted  basic  therapy  in  the  treatment  of  coronary  disease 

Effective  as  a prolonged  coronary  vasodilator  in  jour  out  of  five  cases, 

Peritrate  reduces  the  severity  and  frequency  of  attacks.  In  addition,  it  lowers 
nitroglycerin  dependence,  increases  exercise  tolerance,  and  improves  EKG 
findings.  Peritrate  20  mg.  is  the  basic  dosage  strength  for  coronary  dilatation. 

Peritrate  20  mg.  for  routine  prophylaxis  to  prevent  attacks  of  angina  pectoris; 
in  the  management  of  coronary  insufficiency,  and  the  postcoronary  patient. 


Sublingual  Pei 
Peritrate.  It  rej 
the  acute  attac 
protection  duri 
nary  nitroglyc* 
the  immediate 
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The  Vitreous  Story 

DONALD  M.  SHAFER,  M.D.,  NEW  YORK  CITY 


To  a young  resident  immersed  with  typical 
zeal  in  the  final  years  of  his  specialty  train- 
ing, it  seemed  all  too  logical  to  mull  over  his 
field  of  ophthalmology  and  try  to  decide  what 
was  the  greatest  challenge.  What  was  the  type 
of  surgery  that  was  least  dependable?  Where 
did  most  of  his  seniors  have  the  most  trouble? 
When  was  the  outcome  most  in  doubt? 

Innocently  and  with  naive  disregard  for  all 
the  thoughts  and  worry  and  work  of  others 
from  Gonin  on,  the  choice  fell  on  the  problem  of 
retinal  detachment.  This  was  the  field  where 
maybe  something  could  be  learned.  So,  un- 
encumbered by  too  much  knowledge  or  tradi- 
tional taboos  of  better  retinal  men,  the  ponder- 
ings  continued.  Why  did  a retina  detach? 
There  were  many  theories;  all  might  be  partly 
right  at  least.  Yet  if  one  were  really  the  answer, 
why  was  there  any  room  for  other  theories.  Why 
did  myopes  so  often  develop  detached  retinas? 
Myopia  was  present  in  over  two-thirds  of  de- 
tachments. Why  did  vitreous  loss  at  cataract 
extraction  change  the  incidence  of  later  retinal 
detachment  from  2 per  cent  wdthout  vitreous 
loss  to  10  per  cent  where  the  loss  had  occurred? 

With  these  and  similar  puzzles  in  mind,  could 
something  be  learned  from  the  reverse  approach: 
How  could  a retinal  detachment  best  be  pro- 
duced? Experiments  were  started  on  rabbits 
in  1947  in  the  Eye  Bank  for  Sight  Restoration 
laboratories.  Rabbits  were  used  because  their 


retinas  were  notoriously  hard  to  keep  detached, 
and  because  their  care,  housing,  and  operating 
facilities  were  available.  The  experiment  of 
Castro  viejo  was  repeated.  In  this  the  retina 
was  detached  mechanically  with  a spatula,  and  a 
hole  was  made  in  the  retina  and  the  choroid. 
This  frequently  led  to  a lasting  detachment.  To 
carry  the  procedure  one  step  further,  however, 
it  wras  the  clinical  impression  that  the  detach- 
ments were  more  typical  when  the  vitreous 
from  the  same  eye  was  injected  under  the  retina 
than  when  the  vitreous  injected  came  from 
another  rabbit  eye.  Was  the  experimental 
detachment  influenced  not  only  by  there  being 
subretinal  vitreous  but  also  by  the  loss  of  volume 
of  vitreous  from  that  eye’s  normal  vitreous 
cavity? 

At  this  time  human  vitreous  was  being  re- 
moved from  eyes  coming  into  the  Eye  Bank  for 
corneal  transplantation.  This  was  started  by 
Dr.  Milo  Fritz,  who  was  then  a Research  Fel- 
low. As  his  successor  this  was  continued  after 
he  left,  and  time  showed  that  the  aspirated 
vitreous  kept  well  and  apparently  unchanged  for 
long  periods.  Some  of  the  samples  are  now  over 
ten  years  old.  Here  was  human  vitreous  as  yet 
unused.  Could  it  answer  some  of  the  earlier  ques- 
tions. That  a recipient  eye  would  accept  donor 
vitreous  was  probable.  Cutler  had  done  some 
transplants  of  vitreous  for  vitreous  hemorrhage. 
Would  not  injection  of  vitreous  into  an  eye  with 
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a detached  retina  replenish  the  vitreous  volume? 
It  should  have  all  the  hydraulic  advantages  of 
mechanically  pushing  the  retina  against  the 
choroid  as  had  been  tried  with  air  or  saline. 
In  addition,  the  viscosity  of  the  injected  vitreous 
should  more  nearly  equal  that  of  the  eye’s  own 
vitreous  and  reduce  the  traction  on  retina  at- 
tachments. 

Repeated  cultures  showed  that  the  donor 
vitreous,  when  taken  by  the  technic  to  be  de- 
scribed later,  was  uniformly  sterile.  Other 
tests  showed  the  vitreous  had  no  reaction  to  the 
different  blood  types.  Other  studies  showed  it 
had  no  antigenic  response  to  the  Wassermann 
test. 

The  problem  then  was  to  work  out  a surgical 
technic  of  planting  this  donor  vitreous  so  as  to 
gain  the  mechanical  advantage  of  pushing  the 
detached  retina  against  the  diathermized  cho- 
roid. Experimental  vitreous  implants  were  done 
on  rabbit  eyes  until  the  procedure  was  smoothed 
out.  Two  technics  were  necessary,  the  first 
to  secure  sterile  vitreous  from  a donor  eye,  the 
second  to  implant  the  donor  vitreous  within 
the  detached  retina  of  the  patient’s  eye. 

The  vitreous  procurement  technic  had  really 
been  worked  out  earlier  by  Dr.  Fritz  and  with 
minor  modifications  was  as  follows:  The  enu- 
cleated donor  eye  is  held  with  sterile  gauze  so 
as  to  present  the  equator  area  of  the  sclera. 
The  sclera  is  then  seared  with  a red  hot  scalpel 
blade.  A sterile  18-gauge  needle  in  a 2-cc. 
syringe  is  then  inserted  through  the  seared 
area  into  the  vitreous.  With  small  sweeping 
movements  of  the  needle  the  vitreous  is  as- 
pirated. The  yield  per  donor  eye  is  1.5  to 
2.5  cc.  This  vitreous  is  then  injected  into  a 
sterile  rubber-stoppered  glass  vial  and  kept 
in  a refrigerator  at  4 C. 

As  stated  earlier,  samples  of  sterile  human 
vitreous  taken  with  this  technic  are  now  over 
ten  years  old.  They  are  clear,  transparent, 
and  look  just  the  same  as  a fresh  specimen. 

The  implanting  technic  was  first  performed  on 
a patient’s  eye  in  1949  and  is  as  follows:  After 
reflecting  the  conjunctiva  and  such  muscles  as 
are  necessary  to  expose  the  areas  of  retinal 
tears,  a 3-  to  4-mm.  incision  is  made  in  the  sclera. 
The  line  of  the  incision  is  at  right  angles  to  the 
limbus  and  the  center  of  the  incision  is  8 mm. 
from  the  limbus.  The  incision  is  made  just 
down  to,  but  not  into,  the  gray -black  pars 
plana.  A mattress  suture  of  monofilament 
5-0  nylon  is  placed  edge  to  edge  across  the 


incision  with  the  arms  1.5  mm.  apart.  A second 
nylon  mattress  suture  is  placed  across  the  in- 
cision with  the  arms  4 mm.  apart  and  going  op- 
posite to  the  direction  of  the  first  suture.  Thus, 
the  incision  may  be  closed  tightly  by  pulling  one 
suture  against  the  other.  The  sutures  are  set 
aside,  and  the  localization  and  diathermy  of  the 
retinal  tears  are  performed.  The  subretinal 
fluid  is  drained.  If  a scratch-through  drain  is 
used,  it  probably  should  be  supported  by  a 
suture  to  withstand  the  hydraulic  pressure  of 
the  vitreous  to  be  implanted.  The  surgeon  then 
returns  to  the  prepared  incision  and  touches  the 
center  of  the  incision  base  with  diathermy  to  re- 
duce the  risk  of  bleeding.  A half-knot  is  loosely 
placed  in  each  mattress  suture  and  the  assistant 
holds  one  pair  of  suture  arms  in  each  hand. 
An  18-gauge  needle  on  a syringe  with  4 cc.  of 
vitreous  is  inserted  between  the  inner  mattress 
arms  into  the  eye.  The  eye  must  be  supported 
with  a toothed  forceps  bite  near  the  incision, 
since  the  eye  is  usually  soft.  The  needle  should 
be  directed  toward  the  center  of  the  eye  a little 
posterior  to,  but  of  course  not  touching,  the 
lens,  if  present.  The  assistant  now  brings  the 
sutures  up  taut.  The  needle  should  now  be 
observed  in  the  pupil  and  should  avoid  any 
retinal  bulla.  The  vitreous  is  then  injected 
slowly,  > and  the  intraocular  pressure  gradually 
built  up  to  an  estimated  40  Schiotz.  The 
increased  tension  should  be  held  for  two  minutes 
and  may  be  checked  by  touching  the  eye  with 
a muscle  hook.  The  tension  is  then  permitted 
to  drop  to  high  normal  by  relaxing  the  pres- 
sure on  the  syringe  plunger,  or  even  by  slight 
aspiration.  During  all  this  the  assistant  pre- 
vents leakage  around  the  needle  by  keeping  the 
sutures  taut.  The  needle  is  then  withdrawn 
as  the  surgeon  helps  close  the  incision  by  press- 
ing the  side  of  a smooth  forceps  under  the 
inner  pair  of  sutures.  The  surgeon  then  takes 
the  inner  pair  of  suture  arms  from  the  assistant 
and,  still  keeping  them  taut,  triple-ties  them. 
The  second  mattress  suture  is  then  tied.  A 
nonperforating  ring  of  diathermy  is  then  placed 
around  the  closed  incision.  The-  muscles  are 
then  replaced  and  the  conjunctiva  closed. 

In  the  earlier  years  of  the  work  it  was  deemed 
wisest  to  use  the  vitreous  implant  technic  on 
only  those  detachment  cases  that  seemed  hope- 
less with  the  available  procedures.  Also  it  was 
used  only  on  those  cases  which  had  already 
failed  by  some  accepted  technic  so  that  a com- 
parison could  be  made.  What  are  the  results 
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then  with  the  vitreous  implant? 

Even  with  the  early  cases  so  heavily  weighted 
with  “hopeless  eyes”  the  first  statistical  study 
of  over  60  eyes,  all  previous  operative  failures, 
showed  that  45  per  cent  of  them  gained  reat- 
tached retinas.  The  vision,  which  of  course 
is  the  patient’s  criterion,  was  surprisingly  good, 
often  after  several  previous  operations.  Ac- 
tually, in  this  same  group  of  early  cases  24  per 
cent  of  them  had  20/40  or  better  vision,  and  90 
per  cent  had  20/200  or  better.  Thus  far,  ap- 


proximately 200  vitreous  implants  have  been 
performed,  and  despite  the  early  trepidations 
over  hemorrhages  and  panophthalmitis  and 
assorted  fears,  only  one  eye  came  to  enucleation, 
but  only  after  giving  six  years  of  vision. 

Now  the  essayist,  not  nearly  so  naive  as  the 
young  resident  who  started  down  the  vitreous 
trail  over  ten  years  ago,  again  mulls  over  the 
problems  of  ophthalmology,  and  still  the  challenge 
seems  to  be  retinal  detachments.  But  maybe 
the  real  solution  to  the  problem  is  a little  closer. 


License  Over  7,000  New  Physicians  in  U.S. 


For  the  fifth  consecutive  year  more  than  7,000  new 
physicians  entered  the  practice  of  medicine  in  the 
United  States  during  1957.  This  was  revealed  in  the 
56th  annual  report  of  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education  and  Hospitals 
which  appears  in  the  May  31  Journal  of  the  American 
Medical  Association. 

Of  the  7,455  new  doctors  licensed  to  practice, 
5,872  licenses  were  given  as  a result  of  written 
examination  and  1,583  by  interstate  reciprocity  or 
endorsement  of  credentials. 

During  the  same  period,  3,500  physician  deaths 
were  reported,  which  reduces  the  over-all  gain  in  the 
doctor  population  to  3,955. 

In  all,  state  and  territorial  boards  issued  15,090 
licenses  during  the  year  but  7,635  went  to  doctors 
already  holding  licenses  from  another  state  or  to 
men  who  took  examinations  in  more  than  one  state. 
The  total  number  of  licenses  issued,  both  by  written 
examination  and  reciprocity  or  endorsement  of 
credentials,  represents  an  increase  of  547  over  1956. 

In  issuing  2,167  licenses,  California  led  all  other 
states.  New  York  was  second  with  1,355,  while 
Ohio  and  Pennsylvania  were  next  with  831  and  744 
licenses  respectively.  Florida,  Illinois,  Maryland, 
and  Texas  each  had  in  excess  of  500.  Nevada,  with 
15,  licensed  the  fewest  number  of  doctors. 

During  the  year  there  were  9,116  applicants  for 
licensure  by  written  examination.  Of  these,  7,769 
passed  and  1,347  failed.  Included  among  those 
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who  took  the  examination  were:  6,244  graduates  of 
approved  medical  schools  in  the  U.S.;  185  from  ap- 
proved schools  in  Canada;  4 graduates  of  approved 
schools  in  the  U.S.  which  are  no  longer  in  operation; 
2,299  from  foreign  medical  faculties;  42  graduates  of 
unapproved  medical  schools  in  the  U.S.  no  longer  in 
existence,  and  342  graduates  of  schools  of  oste- 
opathy. 

Three  medical  schools  had  graduates  for  the  first 
time  during  the  period.  They  were  the  University 
of  Missouri,  University  of  Saskatchewan,  and  the 
University  of  Mississippi.  All  of  the  graduates  of 
the  Mississippi  school  passed  their  written  examina- 
tions. 

Six  other  schools  also  had  no  failures  among  their 
graduates.  They  are  Stanford  University,  Univer- 
sity of  California  at  Los  Angeles  and  San  Francisco, 
Yale  University,  Albany  Medical  College,  and  the 
University  of  Utah. 

The  graduates  of  foreign  faculties  of  medicine  in- 
clude both  American  and  foreign  born  and  the  1,345 
who  passed  the  examination  represent  an  increase  of 
333  successful  candidates  over  1956. 

The  number  of  licenses  issued  on  the  basis  of  geo- 
graphical areas  were:  New  England,  459;  Middle 
Atlantic,  1.718;  East  North  Central,  1,466;  West 
North  Central,  708;  South  Atlantic,  1,262;  East 
South  Central,  480;  West  South  Central,  751; 
Mountain,  147;  Pacific,  380,  and  territories  and 
possessions,  104, 
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Occult  Carcinoma  of  the  Esophagus 

DAVID  B.  MONHEIT,  M.D.,  AND  MORRIS  SLOBODK1N,  M.D.,  BROOKLYN,  NEW  YORK 


The  subject  of  esophageal  carcinoma  continues 
to  strike  a discouraging  note,  the  survival 
rate  (2  per  cent)  being  the  lowest  of  any  cancer  in 
the  series  studied  and  reported  in  the  Proceedings 
of  the  Third  National  Cancer  Conference.1  It 
had  been  hoped  that  with  the  extensions  of  tho- 
racic surgery  and  the  development  of  newer 
radiation  modalities  including  the  advent  of 
supervoltage  and  tele-isotope  therapy  and  the  use 
of  multiple-field  and  rotation  technics,  the  ulti- 
mate prognosis  of  the  disease  would  be  improved. 
However,  subsequent  experience  has  all  but 
nullified  this  hope  due  to  the  intrinsic  nature  of 
the  disease  with  its  characteristic  absence  of  early 
symptoms,  the  often  misleading  nature  of  the 
initial  manifestations,  and  the  tendency  of  the 
lesion  to  early  extension  beyond  the  confines  of 
the  esophagus.  In  a most  significant  percentage 
of  cases  there  is  a complete  absence  of  pertinent 
symptoms  throughout  the  entire  course  of  the 
disease,  the  unsuspected  diagnosis  ultimately 
being  made  only  on  the  examination  of  pathologic 
material. 

Dysphagia,  generally  considered  to  be  the 
characteristic  symptom  of  carcinoma  of  the 
esophagus,  is  a late  manifestation,  occurring 
when  the  esophageal  lumen  has  been  reduced  to 
a diameter  of  about  0.5  cm.,  or  when  associated 
inflammation  or  spasm  occurs.  Wohl  et  al .,2 
state  that  approximately  20  per  cent  of  esophageal 
carcinomas  are  nonobstructing  when  first  seen, 
and  many  remain  so  throughout  the  course  of 
the  disease.  Once  dysphagia  has  set  in,  the 
progression  of  clinical  symptoms  is  usually  rapid, 
and  the  textbook  picture  of  the  disease  begins. 
In  occasional  individuals  with  earl}r  lesions,  dys- 
phagia develops  as  a result  of  complicating 
esophagitis,  or  spasm;  therefore,  spontaneous 
remission  of  dysphagia  should  not  blind  the 
physician  to  the  necessity  for  a careful  exami- 
nation of  the  esophagus.  It  is  most  uncommon 
to  obtain  a history  of  spontaneously  remitting 
episodes  of  dysphagia  occurring  for  months  or 
years  prior  to  the  onset  of  persistent  and  progres- 
sive obstructive  symptoms.  Ulceration  of  a 
fungating  esophageal  carcinoma  may  also  result 
in  temporary  alleviation  of  dysphagia. 

The  late  onset  of  symptoms  is  illustrated  by  the 
experience  of  Parker  et  al.3  who  found  that  the 


preoperative  duration  of  symptoms  did  not 
influence  the  rate  of  operability.  In  an  analysis 
of  170  cases  of  esophageal  carcinoma  they  found  a 
history  of  less  than  three  weeks  duration  in  17  per 
cent,  yet  the  majority  of  these  patients  with  very 
recent  onset  of  symptoms  were  found  inoperable 
or  unresectable.  McCort4  reviewed  119  cases  that 
were  explored  and  found  80  to  have  metastases. 
He  saw  no  relationship  between  the  duration  of 
the  symptoms  and  the  occurrence  of  metastases, 
or  between  the  size  of  the  primary  tumor  and  the 
presence  of  metastases. 

Buschke5  and  Pettit6  attribute  the  late  diag- 
nosis of  carcinoma  of  the  esophagus  to  the  absence 
or  mildness  of  early  symptoms  and  to  the  lack  of 
diagnostic  acuity  on  the  part  of  the  physician. 
Merendino  and  Mark7  found  an  average  delay 
of  108  days  from  the  time  the  patient  consulted  a 
physician  to  the  time  that  therapy  was  instituted. 
When  to  this  is  added  the  delay  of  the  patient  in 
seeking  medical  advice  because  he  has  learned  to 
eat  slowly,  masticate  more  carefully,  and  to  eat 
soft  foods,  it  can  be  seen  that  the  fate  of  the 
patient  is  usually  sealed  at  the  inception  of  the 
disease. 

Early  symptoms  of  carcinoma  of  the  esophagus 
are  often  so  trivial  as  to  be  overlooked  by  both  the 
patient  and  the  physician.  Usually,  retrosternal 
discomfort  or  dull  pain  is  the  first  symptom  noted. 
There  may  be  “heartburn”  or  an  anginal  type  of 
pain  with  radiation  to  the  neck  or  arm.  At  this 
time  clinical  examination  is  nonrevealing.  The 
patient  may  experience  a sensation  of  fullness  or 
slight  difficulty  in  swallowing  solid  foods  hur- 
riedly, but  he  usually  does  not  offer  this  informa- 
tion, nor  is  it  elicited  by  the  physician.  Still 
without  dysphagia,  and  appearing  on  late  mani- 
festation, chest  pain,  fever,  and  a rapid  pulse 
resulting  from  a complicating  mediastinitis  may 
be  the  first  indication  of  an  esophageal  carcinoma. 
Cough  may  be  an  early  symptom,  often  being 
brought  on  by  hurried  eating  or  by  drinking  lots 
of  fluids.  This  appears  to  be  caused  by  peri- 
tracheal or  peribronchial  infiltration  by  the  eso- 
phageal carcinoma.  Later  it  results  from  pul- 
monary complication  due  to  fistula  formation  or 
the  aspiration  of  food  and  secretions  from  an 
obstructed  esophagus.  Regurgitation  of  food  and 
secretions,  and  vomiting,  are  late  symptoms; 
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so  also  are  loss  of  weight,  cachexia,  and  recurrent 
laryngeal  paralysis. 

The  situation  of  the  esophagus  within  the 
mediastinum,  in  close  contiguity  to  many  im- 
portant and  vital  structures,  and  the  tendency  of 
esophageal  carcinoma  to  early  perforation  or 
extension  by  infiltration  because  of  the  absence  of 
a serosa  covering  of  the  esophagus,  often  result 
in  the  initial  or  early  appearance  of  nonesophageal 
and  misleading  symptoms.  Thus,  the  trachea  or 
a bronchus  may  be  invaded  with  the  formation  of 
a fistula  and  the  development  of  a suppurative 
bronchopneumonia  or  lung  abscess.  Perforation 
of  the  carcinoma  into  the  mediastinum  results  in 
mediastinitis  and  empyema.  Invasion  of  the 
aorta  may  lead  to  fatal  hemorrhage.  The  peri- 
cardium and  heart  may  be  invaded.  Thoracic 
vertebrae  may  be  destroyed  and  the  spinal  cord 
invaded,  producing  neurologic  complications. 
Local  and  distant  lymph  node  metastases  are 
found  in  about  one  half  of  the  cases  at  post- 
mortem. The  mediastinal  nodes  are  commonly 
infiltrated,  but  the  supraclavicular  and  cervical 
glands  may  be  involved  if  the  carcinoma  is  in  the 
upper  esophagus,  and  the  celiac  glands  may  be 
involved  if  the  growth  is  in  the  lower  esophagus. 
Distant  metastases,  commonly  involving  the 
liver,  lungs,  kidneys,  abdominal  cavity,  adrenals, 
brain,  and  also  bone  are  found  in  about  one  third 
of  postmortem  cases,  particularly  when  the 
thoracic  duct  or  pulmonary  vessels  are  involved. 

In  a series  of  476  autopsies  performed  on  con- 
secutive cases  of  tumor  death,  excluding  cases  of 
leukemia  and  brain  tumor,  Young  and  Goldman8 
report  an  incidence  of  18.2  per  cent  (six  cases)  of 
cardiac  and  pericardial  involvement  in  the  33 
cases  of  esophageal  carcinoma  included.  The 
over-all  incidence  of  cardiac  metastases  in  the 
entire  series  was  19.1  per  cent,  with  bronchogenic 
carcinoma  being  the  major  offender.  Cohen 
et  al .9  showed  that  unexplained  heart  failure, 
often  of  sudden  onset  and  intractable  nature, 
may  be  the  presenting  complaint  in  neoplastic 
invasion  of  the  heart  and  pericardium.  Un- 
explained sinus  tachycardia,  premature  auricular 
or  ventricular  contractions,  auricular  flutter  and 
fibrillation,  bundle  branch  block  or  complete 
heart  block  are  other  manifestations,  occurring 
especially  with  right  auricular  involvements. 

Taquino  and  Joseph10  in  a series  of  44  autop- 
sies performed  on  145  cases  of  carcinoma  of  the 
esophagus,  found  four  cases  in  which  the  diagnosis 
had  been  completely  unsuspected  during  life. 
In  these,  the  principal  symptoms  were  caused  by 


hepatic,  cerebral,  and  pulmonary  metastases,  and 
in  one  case  death  resulted  from  massive  hemor- 
rhage caused  by  erosion  of  the  esophageal  car- 
cinoma into  the  aorta.  Wohl  et  al.2  report  cases 
with  unusual  manifestation  of  esophageal  car- 
cinoma. Of  these,  three  presented  symptoms  and 
findings  attributable  to  pulmonary  infection,  one 
had  hoarseness  due  to  paralysis  of  the  right  vocal 
cord,  and  the  remainder  had  findings  caused  by 
metastases  to  the  stomach  and  liver,  thyroid 
gland,  and  cervical  lymph  nodes,  respectively. 

That  these  experiences  are  not  unique  is  at- 
tested to  by  the  numerous  reports  of  similar  cases 
by  Willis11  and  others.  O’Gara  and  Horn12 
reported  a case  of  occult  carcinomatosis  with 
metastases  to  the  cervical  lymph'  nodes  in  a 
patient  without  esophageal  symptoms,  in  whom 
a roentgen  examination  of  the  esophagus  had  been 
reported  as  showing  “normal  swallowing  func- 
tion.” Yet  at  autopsy  a superficially  ulcerating, 
extensively  infiltrating  carcinoma  of  the  lower 
esophagus  was  found.  Franklin  and  Shipman13 
cite  cases  of  unsuspected  esophageal  carcinoma 
in  which  the  esophagus  was  investigated  and  the 
diagnosis  made  only  after  pathologic  examination 
of  metastatic  lesions  in  the  tibia  and  mandible 
revealed  squamous  cell  carcinoma. 

Palmer14  concludes  that  the  outlook  for  car- 
cinoma of  the  esophagus  would  appear  dismal, 
noting  that  the  lesion  may  grow  for  a considerable 
length  of  time  without  causing  the  least  disturb- 
ance in  normal  function  or  sensibility.  He 
recalls  the  statement  of  MacMillan15  who  called 
carcinoma  of  the  esophagus  “the  most  melancholy 
chapter  in  medicine.”  Palmer  goes  so  far  as  to 
suggest  routine  roentgen  and  endoscopic  surveys 
in  large  numbers  of  asymptomatic  people  in  an 
effort  to  determine  the  length  of  the  patient’s 
phase  of  esophageal  carcinoma. 

These  numerous  experiences  indicate  that  there 
must  be  a reorientation  in  the  concept  of  esopha- 
geal carcinoma,  with  a deeper  and  more  general 
appreciation  of  its  earlier  and  less  specific  symp- 
tomatology in  the  pre-  or  nonobstructive  phase 
of  the  disease,  and  of  the  possible  onset  of  symp- 
toms which  would  appear  to  bear  no  relationship 
to  the  real  underlying  pathology.  It  is  in  these 
cases  of  occult  carcinoma  of  the  esophagus 
without  dysphagia  or  other  seemingly  pertinent 
findings,  that  the  appearance  of  symptoms  caused 
by  local  extension  of  the  disease  and  its  compli- 
cations, or  by  distant  metastases,  may  present  a 
clinical  picture  which  is  suggestive  of  anything 
but  the  actual  causative  disease.  Unfortunately, 
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Fig.  1 . Case  1 . — Frontal  chest  x-ray  showing  aspira- 
tion lobular  pneumonia,  left  lower  lobe,  secondary  to 
otherwise  asymptomatic  carcinoma  of  esophagus  with 
perforation  into  left  major  bronchus  and  formation  of 
esophagobronchial  fistula. 


Fig.  2.  Case  1. — Left  lateral  x-ray  showing  patchy 
and  coalescent  densities  shading  left  lower  lobe,  with 
retraction  of  the  interlobar  fissure  posteriorly  indicating 
contraction  of  atelectasis  of  the  lobe. 


these  symptoms  are  also  indicative  of  surgical 
and  radiotherapeutic  incurability. 

The  following  four  case  reports  are  presented 
to  illustrate  ones  in  which  the  diagnosis  of  esopha- 
geal carcinoma  was  obscured  by  complications 
and  either  not  made  during  life,  or  made  late  in 
the  course  of  the  disease. 

Case  Reports 

Case  1. — A white  male,  sixty-five  years  of  age, 
complained  of  a chronic  “cigaret”  cough  which  had 
become  persistent  and  markedly  irritative  for  the 
three  weeks  preceding  admission  to  the  hospital. 
He  had  smoked  40  cigarets  daily  for  more  than 
fifteen  years.  There  had  been  a recent  loss  of 
weight  which  he  attributed  to  the  almost  continuous 
cough,  soreness  in  the  chest,  and  tickling  sensation 
in  the  throat.  The  cough  was  mainly  nonproduc- 
tive; it  was  somewhat  relieved  by  sitting  up  and 
aggravated  by  lying  down.  Prior  to  four  days  pre- 
ceding hospitalization,  when  he  experienced  a shak- 
ing chill,  he  had  not  noted  any  fever.  He  also  com- 
plained of  anorexia,  insomnia,  and  more  recently, 
vertigo  and  soreness  of  the  tongue.  There  was  no 
history  of  heart  disease,  pneumonia,  alcoholism,  or 
an  aspiration  incident.  A sister  had  died  of  breast 
carcinoma. 

On  admission,  temperature  was  101.6  F.,  pulse  112 
and  regular,  and  respiration  28  per  minute.  Blood 
pressure  was  124/74. 


The  patient  complained  constantly,  showed  pallor, 
evidence  of  weight  loss,  and  had  numerous  venous 
spiders  on  his  cheeks  and  lips.  Examination  of  the 
head  and  neck  disclosed  no  other  abnormal  findings. 
The  trachea  was  in  midline,  and  the  axillary  and  cer- 
vical lymph  nodes  were  not  enlarged.  There  was 
percussion  dullness  over  the  lower  half  of  the  left  chest, 
with  moist  rales,  coarse  rhonchi,  and  diminished 
voice  transmission.  Except  for  a moderate  degree 
of  clubbing  and  cyanosis  of  the  finger  and  toes,  the 
remainder  of  the  phj^sical  examination  was  nonre- 
vealing. 

Laboratory  findings  included  a negative  urine  ex- 
amination, blood  hemoglobin  of  10.9  Gm.  per  cent, 
red  blood  cells  3,770,000,  and  white  blood  cells 
24,500  with  81  per  cent  segmented  pobunorphonu- 
clear  leukocytes  and  6 per  cent  lymphocytes.  Red 
cell  sedimentation  rate  was  36  mm.  in  one  hour. 
Wassermann  reaction  was  negative.  .Gastric  analysis 
revealed  absence  of  free  hydrochloric  acid  before  and 
after  histamine  injection.  Blood  chemistry  figures 
were  normal.  The  above  marrow  study  was  re- 
ported as  normal.  Stool  examination  gave  a posi- 
tive Hematest,  but  this  was  not  repeated  or  investi- 
gated further. 

X-ray  of  the  chest,  or  frontal  view  showed  coales- 
cent densities,  shading  of  the  lower  one  third  of  the 
left  lung  field,  with  patchy  and  irregular  linear  den- 
sities extending  toward  the  pulmonary  root  (Fig.  1). 
The  left  diaphragm  was  obscured,  and  the  heart  was 
retracted  toward  the  left.  Calcific  densities  were 
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noted  at  the  left  root,  but  there  was  no  definite  lymph 
node  enlargement.  A left  lateral  view  showed 
patchy  and  coalescent  densities  shading  the  left 
lower  lobe,  with  retraction  of  the  interlobar  fissure 
posteriorly  indicating  contraction  or  atelectasis  of 
the  lobe  (Fig.  2).  A roentgen  bone  survey  did  not 
disclose  any  evidence  of  metastatic  involvement. 

Bronchoscopic  examination  revealed  a granuloma- 
tous-appearing lesion  in  the  left  main  bronchus,  and 
a biopsy  taken  from  this  lesion  was  reported  as  epi- 
dermoid carcinoma.  A diagnosis  of  bronchogenic 
carcinoma  of  the  left  lung  was  made,  with  postob- 
structive pneumonia  and  atelectasis  of  the  left  lower 
lobe. 

Three  and  one-half  weeks  after  admission  a left 
pneumonectomy  was  performed,  the  surgical  find- 
ings being  reported  as  atelectasis  of  the  left  lower 
lobe.  No  masses  or  enlarged  lymph  nodes  were 
palpable.  The  pathologist  reported  an  organizing 
lobular  pneumonia  in  the  left  lower  lobe,  with  foreign 
body  giant  cells.  No  evidence  of  carcinoma  was 
found  in  the  removed  lung,  and  despite  absence  of  a 
pertinent  clinical  history,  a diagnosis  was  made  of 
lobular  pneumonia  due  to  aspiration.  Opinion  as  to 
the  bronchial  lesion  and  biopsy  reports  was  held  in 
abeyance  for  the  time  being. 

The  patient  did  well  after  the  operation  and  was 
discharged,  only  to  be  readmitted  after  eleven  days 
because  of  cyanosis,  dyspnea,  and  an  increasing  dis- 
charge from  the  thoracotomy  wound.  He  was  re- 
operated on  and  a left  empyema  drained.  How- 
ever, his  course  became  progressively  worse  and  he 
expired  twenty-five  days  after  the  second  admis- 
sion. Postmortem  examination  revealed  carcinoma 
of  the  esophagus  with  extension  into  the  medias- 
tinum and  left  main  bronchus,  a left  bronchopleural 
fistula,  and  left  pleural  empyema. 

Comment — At  no  time,  either  before  or  after 
the  operation,  did  the  patient  complain  of  dysphagia, 
and  there  appeared  to  be  no  indication  to  examine 
the  esophagus.  The  clinical  picture  and  the  roent- 
gen and  bronchoscopic  findings  were  considered  to 
be  consistent  with  pulmonary  infection  secondary  to 
endobronchial  obstruction  by  a bronchogenic  car- 
cinoma, and  the  biopsy  report  of  epidermoid  car- 
cinoma in  the  bronchial  lesion  apparently  confirmed 
the  diagnosis.  The  absence  of  malignant  disease  in 
the  removed  left  lung  was  puzzling  until  the  autopsy 
clarified  the  picture.  In  retrospect,  the  pathologic 
diagnosis  of  aspiration  pneumonia  in  the  absence  of 
a history  of  aspiration  should  have  suggested  the 
possibility  of  a broncho-esophageal  fistula  or  of  a 
regurgitant  esophageal  lesion.  This  case  would  ap- 
pear to  indicate  the  desirability  of  studying  the 
esophagus  roentgenographically  in  all  cases  sus- 
pected of  bronchogenic  carcinoma,  not  only  to  ex- 
clude the  possibility  of  any  underlying  esophageal 
lesion  but  also  to  determine  the  relationship  of  the 
esophagus  to  the  pulmonary  process  and  its  possible 


direct  involvement,  or  its  displacements  by  enlarged 
metastatic  mediastinal  lymph  nodes.16 

Case  2. — A sixty-eight-year-old,  white  female  was 
admitted  to  the  hospital  with  a chief  complaint  of 
severe  chest  pain  and  swelling  of  the  face  and  neck. 
On  the  previous  day,  the  first  bite  of  a piece  of  meat 
felt  “like  it  got  stuck”  in  her  throat.  She  was  un- 
successful in  attempting  to  regurgitate  it,  and  on 
making  an  effort  to  swallow  it,  she  experienced 
severe  pain  in  the  anterior  chest,  radiating  toward 
both  shoulders  and  the  back.  The  pain  was  con- 
stant, sharp,  pressing,  and  knifelike.  She  had  never 
experienced  anything  like  it  before.  A hypo  admin- 
istered by  her  family  physician  gave  only  partial 
relief.  An  emergency  electrocardiogram  did  not  dis- 
close any  changes.  On  the  morning  of  her  admis- 
sion to  the  hospital,  swelling  of  her  face  and  neck 
was  noted.  The  chest  pain  persisted  on  admission. 

The  patient  gave  a past  history  of  bronchial  asthma 
for  thirty-three  years  and  of  a chronic  cough  and 
chest  pain  for  the  past  two  years,  the  latter  symp- 
toms being  attributed  to  the  asthma.  For  the  three 
months  prior  to  the  present  illness  she  had  felt  a 
choking  feeling  or  lump  in  the  throat  which  was  ag- 
gravated on  swallowing.  She  had  several  episodes 
of  nausea  and  vomiting,  coming  on  about  one-half 
hour  after  eating  and  bringing  relief  of  the  symptoms. 
The  choking  sensation  would  occur  as  she  started  to 
chew  her  food,  before  swallowing  it.  Roentgen  ex- 
amination performed  one  and  one-half  to  two  months 
prior  to  the  present  episode,  including  gastrointes- 
tinal series,  esophagram,  and  barium  enema  exam- 
ination, had  been  reported  as  negative.  There 
had  been  a weight  loss  of  ten  pounds  during  the 
preceding  six  weeks,  associated  with  a moderate  de- 
gree of  anorexia.  She  had  also  been  avoiding 
certain  foods  because  of  suspected  allergy  to  them. 
A cholecystectomy  had  been  performed  twenty- 
seven  years  ago. 

On  examination  the  patient  appeared  acutely  ill, 
tachypneic,  and  orthopneic,  with  the  face  and  neck 
swollen.  She  complained  of  generalized  chest  pain. 
Pulse  was  120  and  regular,  respiration  40  per  minute, 
and  temperature  103  F.  Blood  pressure  was  120/70. 
Subcutaneous  crepitation  was  present  over  the  face, 
neck,  shoulders,  and  chest.  No  cervical  or  axillary 
lymphadenopathy  was  present.  There  were  di- 
minished breath  sounds  at  the  left  base,  posteriorly, 
and  the  heart  sounds  were  distant.  Tenderness  and 
muscle  spasm  were  elicited  in  the  epigastrium. 
Bowel  sounds  were  present  but  diminished  in  num- 
ber. 

The  significant  laboratory  findings  included  mod- 
erate albuminuria,  a white  blood  cell  count  of  15,650 
with  67  per  cent  polymorphonuclear  leukocytes,  and 
a fasting  blood  sugar  of  246  mg.  per  cent.  Blood 
protein  and  electrolyte  figures  revealed  no  signifi- 
cant aberrations.  An  electrocardiogram  showed 
normal  tracings. 
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Fig.  3.  Case  2. — Bedside  chest  x-ray  revealing  spontaneous  pneumomediastinum,  emphysema  of  neck 
and  chest  wall,  left  hydropneumothorax,  and  right  basal  pleural  effusion,  secondary  to  mediastinal  perforation  of 
esophageal  carcinoma. 


A bedside  chest  roentgenogram  taken  shortly 
after  admission  showed  irregular  shading  of  the  left 
lung  field  with  obscuration  of  the  diaphragm  and 
partial  collapse  of  the  left  lung,  indicating  hydro- 
pneumothorax with  irregular  distribution  of  pleural 
fluid  (Fig.  3).  Infiltration  was  present  in  both  hilar 
and  paracardiac  regions,  and  shading  at  the  right 
base  was  attributed  to  pleural  effusion.  Air  densi- 
ties were  present  in  the  soft  tissues  of  the  neck,  the 
supraclavicular  regions,  and  both  lateral  chest  walls. 

A left  pleural  tap  yielded  300  cc.  of  brownish  tur- 
bid fluid  which,  on  smear,  showed  numerous  yeasts, 
gram  positive  bacilli,  and  cocci.  Culture  of  the 
pleural  fluid  later  disclosed  Staphylococcus  aureus. 
A diagnosis  of  esophageal  perforation  and  medias- 
tinal emphysema  was  made,  the  history  of  swallow- 
ing difficulty  and  chest  pain  strongly  suggesting  pre- 
existing esophageal  disease  despite  the  reported 
negative  esophogram. 

Films  of  the  previously  performed  roentgen  ex- 
amination were  obtained,  and  review  of  an  esopha- 
gram  taken  one  and  one-half  months  prior  to  the 
acute  illness  disclosed  narrowing  of  a 4 cm.  supradia- 
phragmatic segment  with  irregularity  of  its  proximal 
margins,  and  moderate  dilatation  and  holdup  of  the 
barium  mixture  proximal  to  the  lesion  (Fig.  4).  The 
appearance  was  that  of  a neoplasm  partially  obstruct- 
ing the  lower  esophagus.  The  patient  expired  five 
days  after  admission  to  the  hospital.  Permission 
for  a postmortem  examination  was  not  obtained. 


Final  diagnosis  was  left  hydropneumothorax,  right 
hydrothorax,  and  mediastinitis,  pneumomediasti- 
num, and  emphysema  of  the  chest  wall  and  neck, 
secondary  to  perforation  of  the  lower  esophagus  by 
carcinoma. 

Comment. — The  patient  complained  of  cough  and 
chest  pain  for  two  years.  Because  of  a history  of 
asthma,  these  symptoms  did  not  appear  to  have 
aroused  alarm.  Even  so,  three  months  lapsed  be- 
tween the  onset  of  dysphagia  and  the  final  acute 
complication  of  esophageal  perforation.  The  report 
of  a negative  esophagram  further  clouded  the  issue. 
The  film,  which  was  certainly  not  of  the  best  techni- 
cal quality,  was  obtained  with  the  patient  in  the  erect 
position  while  drinking  a liquid  barium  mixture. 
Whether  fluoroscopic  examination  of  the  barium- 
filled  esophagus  was  also  performed,  or  the  esopha- 
gram obtained  in  lieu  of  fluoroscopy,  could  not  be 
ascertained.  It  would  seem  that  such  a suspicious- 
appearing  esophagus  would  be  rechecked  by  examina- 
tion with  the  patient  in  the  horizontal  position,  in 
several  projections,  and  on  serial  studies,  after  the 
ingestion  of  a thicker  and  more  pastelike  barium 
mixture. 

A negative  roentgenologic  examination,  even  when 
properly  performed,  cannot  be  accepted  as  excluding 
disease  of  the  esophagus.  Stempien  et  alN  reported 
56  patients  in  whom  x-ray  findings  were  negative, 
and  on  endoscopy,  esophageal  pathology  was  found 
in  13.  One  case  of  carcinoma  was  not  disclosed  on 
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Fig.  4.  Case  2. — X-ray  showing  narrowing  of  supra- 
diaphragmatic esophagus  by  carcinoma  with  moderate 
dilation  of  proximal  esophagus.  (Taken  one  and  one- 
half  months  prior  to  Fig.  3.) 

three  separate  upper  gastrointestinal  series  which 
included  fluoroscopic  examination  of  the  esophagus. 
Subsequently,  esophagoscopy  and  properly  taken 
esophagrams  demonstrated  the  lesion.  Certainly, 
fluoroscopic  survey  of  the  esophagus  in  the  course  of 
a gastrointestinal  study  should  never  be  accepted  as 
an  adequate  examination  of  that  organ. 

Case  3. — A sixty-three-year-old,  colored  Puerto 
Rican  male  was  admitted  to  the  hospital  because  of 
malaise  and  fever  for  twelve  hours,  and  three  hours 
of  steady,  severe,  sharp  pain  in  the  right  anterior 
chest,  sudden  in  onset  and  worse  with  inspiration. 
For  many  years  he  had  an  intermittent  nonproduc- 
tive cough,  but  three  weeks  before  admission  it  be- 
came constant  and  severe,  productive  of  a slight 
amount  of  whitish  sputum. 

The  patient  came  to  the  United  States  twenty-one 
years  ago.  He  had  ‘'malaria”  as  a child,  in  Puerto 
Rico.  Fourteen  years  ago  he  had  a left  hernior- 
rhaphy, and  eleven  years  ago  he  received  a course  of 
intragluteal  injections,  another  course  being  admin- 
istered in  a Department  of  Health  clinic  six  years 
ago.  There  was  a history  of  taking  "white  pills” 
for  stomach  trouble,  for  many  years.  There  was  no 
prior  history  of  chest  pain,  cardiac,  or  pulmonary 


Fig.  5.  Case  3. — Bedside  chest  x-ray  showing  right 
parahilar  and  pericardiac  density  caused  by  large 
mediastinal  abscess  secondary  to  perforation  of  eso- 
phageal carcinoma.  Right  pleural  empyema  and  nodu- 
lar metastasis  at  left  base  are  also  shown. 

disease.  He  had  lost  15  pounds  in  the  previous  two 
years  and  weighed  125  pounds  on  admission. 

On  initial  examination  the  patient  appeared 
dyspneic  and  drowsy,  the  chest  pain  having  been  re- 
lieved by  oxygen  inhalation  and  morphine  by  injec- 
tion. Temperature  was  100.8  F.,  pulse  100  and 
totally  irregular,  and  respiration  26  per  minute. 
Blood  pressure  was  110/70.  There  was  no  cervical 
or  axillary  lymphadenopathy.  The  trachea  devi- 
ated slightly  to  the  right.  Slight  dullness  and  fine- 
to-medium  rales  were  noted  at  the  right  base,  and 
fine  rales  were  heard  at  the  left  base.  Cardiac 
rhythm  was  totally  irregular  and  the  sounds  of  good 
quality,  with  a rough  systolic  murmur  at  both  apex 
and  base.  The  liver  edge  was  felt  two  fingerbreadths 
below  the  costal  margin  and  was  slightly  tender. 
The  spleen  was  not  palpable.  There  was  a slight 
clubbing  of  the  fingers. 

Laboratory  data  included  a hemoglobin  of  9.8  Gm. 
per  cent;  3,500,000  red  blood  cells;  27,100  white 
blood  cells,  with  82  per  cent  segmented  polymor- 
phonuclear s and  8 per  cent  stab  forms,  4 per  cent 
lymphocytes  and  6 per  cent  monocytes.  Blood 
Wassermann  and  chemistry  figures  were  negative. 
A 3 plus  albuminuria  was  noted  initially,  with  many 
hyaline  and  granular  casts,  but  no  blood  cells.  Suc- 
ceeding urinalysis  revealed  diminution  of  the  al- 
buminuria and  the  number  of  casts.  Repeated 
sputum  examinations  were  negative  for  tuberculosis 
bacilli.  Nonspecific  organisms  were  found. 

Electrocardiogram  revealed  auricular  fibrillation 
with  occasional  beats  of  ventricular  origin.  There 
were  signs  suggestive  of  myocardial  damage  but  no 
characteristic  pattern  of  myocardial  infarction. 
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Fig.  6.  Case  3. — Frontal  chest  x-ray  after  barium 
swallows  shows  carcinoma  of  upper  midesophagus 
with  posterior  and  left-sided  displacement  of  lower  mid- 
esophagus by  large  right  mediastinal  abcess. 

A none  too  satisfactory  bedside  chest  x-ray  dis- 
closed a right  parahilar  and  paracardiac  density, 
with  accentuation  of  the  pulmonary  markings 
throughout  the  entire  right  lung  field.  There  was 
but  slight  response  to  penicillin  and  digitalis  therapy. 
Fever  and  hacking  cough  persisted  with  no  change 
in  physical  findings.  Three  days  after  admission  a 
chest  roentgenogram  revealed  a circumscribed  right 
mediastinal  and  pericardiac  mass,  somewhat  lobu- 
lated  but  not  pulsating  (Fig.  5).  Pleural  fluid  was 
present  at  the  right  base  and  in  the  horizontal  in- 
terlobar fissure.  A circumscribed  density  was  pres- 
ent at  the  left  base.  A right  pleural  tap  yielded 
traumatic  blood}'  fluid.  Bronchoscopy  revealed 
slight  displacements  of  the  lower  bronchopulmonary 
tract  to  the  left.  The  bronchial  orifices  appeared 
normal,  and  there  was  no  evidence  of  an  endobron- 
chial lesion.  An  excretory  urography  was  inter- 
preted as  being  within  normal  limits. 

Three  weeks  after  admission,  overpenetrated 
frontal  and  lateral  roentgenographs  of  the  chest  were 
obtained  after  barium  swallows  (Figs.  6 and  7). 
These  showed  irregular  slightly  fusiform  narrowing 
of  the  esophagus  from  the  upper  level  of  the  antiarch 
to  below  the  tracheal  bifurcation.  Below  this,  the 
esophagus  was  compressed  and  displaced  to  the  left 
and  posteriorly  by  a retrocardiac  mediastinal  mass. 
The  lower  esophagus  was  well  filled,  and  no  obstruc- 
tion was  present.  No  esophageal  fistula  was  dem- 
onstrated. Three  large  nodular  metastatic  de- 
posits were  noted  at  the  left  base,  two  of  which  had 
been  previously  obscured  by  the  heart  shadow. 
Small  pleural  collections  were  present  at  the  right 
base  and  in  the  interlobar  fissures.  Irregular  linear 


Fig.  7.  Case  3. — Lateral  view  of  chest  after  barium 
swallows  shows  two  additional  retrocardiac  metastatic 
deposits. 


densities  in  the  right  lower  chest  were  interpreted  as 
pleural  bands  or  possibly  atelectatic  zones  in  the 
moderately  contracted  right  lower  lobe.  The  heart 
was  not  enlarged,  and  the  aorta  was  not  signifi- 
cantly dilated.  The  aortic  knob  was  outlined  by  a 
crescentic  plaque. 

The  patient  did  not  respond  to  medical  treatment. 
He  became  anorexic  and  lost  28  pounds.  The  cough 
became  very  severe  and  productive  of  large  amounts 
of  purulent  sputum.  Chest  pain  persisted,  and  the 
physical  signs  in  the  right  chest  increased,  breast 
sounds  becoming  diminished  to  absent  over  the  en- 
tire lung,  and  at  no  time  did  he  complain  of  difficulty 
in  swallowing,  coughing,  and  vomiting.  He  died 
suddenly  one  afternoon  after  sitting  up  in  bed, 
thirty-seven  days  after  admission.  « 

Postmortem  examination  revealed  an  annular 
carcinoma  of  the  esophagus,  about  8 cm.  in  length, 
with  a central  3 cm.  ulceration  which  pointed  to  a 
large  encapsulated  saccular  mass  of  purulent  material 
in  the  posterior  portion  of  the  right  lung.  Purulent 
fluid  was  present  in  the  right  pleural  space  with  me- 
tastasis to  the  left  lower  lung  field.  Metastasis  to 
diaphragm  and  intestinal  mesentery.  Final  diag- 
nosis was  carcinoma  of  the  esophagus  with  ulcera- 
tion and  perforation;  right  mediastinal  abscess; 
right  pleural  empyema  and  adhesions,  and  metastasis 
to  the  left  lung,  diaphragm,  and  intestinal  mesentery. 
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Fig.  8.  Case  4- — -Frontal  chest  x-ray  showing  gener- 
alized pulmonary  emphysema  with  cardiovascular 
shadow  within  normal  limits. 


Comment — In  Taquino  and  Joseph’s10  series 
of  145  cases  of  esophageal  carcinoma,  a total  of  25 
(17  per  cent)  showed  so  ne  type  of  esophageal  per- 
foration. Of  these,  6 per  cent  perforated  into  the 
mediastinum,  3 per  cent  developed  esophago tracheal 
fistula,  and  8 per  ce.it  esophagobronchial  fistula. 
As  a rule,  perforation  takes  place  insidiously  and 
tends  to  remain  localized  within  the  mediastinum. 
Symptoms  of  acute  perforation  of  the  esophagus 
with  mediastinal  emphysema  usually  do  not  occur. 
Case  2 is  an  ex  option  in  this  respect. 

Roentgen  examination  of  the  esophagus  was  per- 
formed as  part  of  the  investigation  of  a right  medias- 
tinal mass.  The  patient  at  no  time  presented  symp- 
toms that  would  ordinarily  be  referred  to  the 
esophagus.  There  had  been  an  otherwise  unaccount- 
able loss  in  weight  for  two  years.  A chronic  cough 
had  recently  become  worse,  and  the  immediate  cause 
of  hospitalization  was  fever  and  acute  severe  chest 
pain,  the  result  of  perforation  of  the  esophageal 
carcinoma  into  the  right  chest,  with  formation  of  a 
mediastinal  abscess  and  pleural  empyema. 

Case  4. — A white  male,  aged  sixty-four,  was 
admitted  with  the  chief  complaint  of  anorexia  and 
intermittent  epigastric  pain  for  the  past  six  months. 
One  and  one-half  years  prior  to  admission  he  had 
been  treated  for  an  attack  of  paroxysmal  tachycardia 
with  evidence  of  congestive  heart  failure.  He  had 
responded  well  to  digitalization  and  mercurial  diu- 
retics. However,  he  discontinued  medication  and 


Fig.  9.  Case  4 • — Lateral  chest  x-ray  showing  car- 
cinoma of  lower  third  of  esophagus  with  moderate  dila- 
tion of  proximal  esophagus. 


five  months  ago  had  a recurrence  of  congestive  heart 
failure  with  dyspnea  on  exertion,  ankle  edema,  and 
epigastric  pain.  At  this  time  it  was  noted  that  the 
patient  had  lost  weight  since  last  seen  and  was  com- 
plaining of  anorexia  and  a sticking  pain  beneath  the 
xiphoid  cartilage.  He  improved  on  digitalis  therapy 
but  did  not  follow  through  a suggested  gastrointes- 
tinal investigation.  Three  weeks  prior  to  hospitali- 
zation he  reappeared,  again  in  congestive  heart 
failure  with  auricular  fibrillation,  but  with  an  en- 
larged liver  which  was  firmer  than  it  had  been  in  the 
past  and  irregular.  He  had  lost  20  pounds  in  six 
months.  When  digitalization  was  again  attempted, 
he  complained  of  nausea  and  occasional  vomiting. 
He  never  experienced  difficulty  in  swallowing.  Two 
days  before  admission  fluoroscopic  examination  of 
the  barium-filled  esophagus  revealed  deformity  of 
the  lower  esophagus. 

On  admission,  examination  revealed  an  emaciated 
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elderly  man  who  did  not  appear  acutely  ill.  Tem- 
perature 99.4  F.,  pulse  86  and  irregular,  respiration 
20  per  minute,  and  blood  pressure  150/70.  There 
was  no  cervical  or  axillary  lymphadenopathy.  A 
few  remaining  teeth  were  present  in  the  upper  and 
lower  jaws.  The  lungs  were  emphysematous  and 
clear.  The  heart  was  not  enlarged,  and  there  tvere 
no  murmers;  heart  sounds  were  totally  irregular  and 
distant.  The  liver  edge  was  two  fingerbreadths 
below  the  costal  margin,  tender,  firm,  and  irreg- 
ular. No  abdominal  masses  were  present.  Rectal 
examination  was  nonrevealing. 

Urinalysis,  blood  count,  and  blood  chemistry  re- 
vealed normal  findings.  Sedimentation  rate  was 
30  mm.  in  one  hour.  An  electrocardiogram  showed 
auricular  fibrillation  without  any  other  changes.  A 
chest  roentgenogram  revealed  generalized  pulmonary 
emphysema  with  a cardiovascular  shadow  considered 
to  be  normal  in  size  and  configuration  (Fig.  8).  An 
esophagram  showed  ragged  irregularity  and  narrow- 
ing of  the  lower  one-third  of  the  esophagus  (retro- 
cardiac  portion),  with  irregular  filling  of  the  canal- 
ized tract  and  moderate  dilatation  of  the  proximal 
esophagus  (Fig  9).  Esophagoscopy  revealed  a 
fungating  friable  tumor  projecting  into  the  eso- 
phageal lumen  at  38  cm.  from  the  incisor  teeth.  A 
biopsy  specimen  was  obtained,  and  this  was  reported 
as  shoving  infiltrating  anaplastic  carcinoma  with  in- 
vasion of  lymphatic  channels.  A needle  biopsy  of 
the  liver  did  not  reveal  metastasis. 

Three  weeks  after  admission,  surgical  exploration 
revealed  a lesion  extending  from  the  cardio-eso- 
phageal  junction  to  the  junction  of  the  middle  and 
lower  thirds  of  the  esophagus.  Enlarged  firm  lymph 
nodes  were  present  along  the  celiac  axis,  and  the  liver 
was  studded  with  firm,  smooth,  and  umbilicated 
nodules.  A by-passing  esophagojej unostomy  was 
performed.  Four  days  later  the  patient  developed 
pulmonary  edema  and  expired.  A postmortem 
examination  was  not  obtained. 

Comment — This  patient  was  treated  for  conges- 
tive heart  failure  and  cardiac  arrhythmia  for  one- 
and-a-half  years.  There  was  no  evidence  of  cor- 
onary artery  disease  or  rheumatic  heart  disease. 
At  no  time  did  he  complain  of  difficulty  in  swallow- 
ing. However,  lack  of  teeth  and  proper  dentures 
interfered  with  mastication  and  caused  him  to  avoid 
meat  and  hard  foods.  Disease  of  the  alimentanr 
tract  was  considered  only  when  the  patient  continued 
to  lose  weight  and  complain  of  anorexia  and  epigas- 
tric pain.  In  the  absence  of  a demonstrable  etiology 
for  the  cardiac  arrhythmias  and  heart  failure,  meta- 
static involvement  of  the  heart  must  be  considered. 

Tumor  metastasis  to  the  heart  and  pericardium 
are  often  clinically  silent,  or  the  symptoms  and  signs 
are  usually  overshadowed  by  those  of  the  primaty 
tumor  or  its  metastasis  to  another  organ.  Goudie18 
found  an  incidence  of  10  per  cent  cardiac  and  peri- 
cardial involvements  in  a series  of  1,270  cases  of 


malignant  disease.  In  only  20  of  these  cases  was  ] 
attention  drawn  to  the  heart  by  symptoms  or  clinical 
findings.  The  correct  diagnosis  of  the  cardiac  pa- 
thology was  never  made  during  life  in  the  cases  I 
reviewed. 

Summary 

A group  of  four  cases  of  carcinoma  of  the  ] 
esophagus  are  presented  to  emphasize  the  occult 
nature  of  the  disease.  None  of  the  patients  com- 
plained of  dysphagia  at  anytime.  These  pa- 
tients presented  themselves  with  complications  of 
the  disease  where  the  underhung  pathology  was 
never  suggested.  The  authors  again  tried  to 
show  that  dysphagia  is  either  missing  as  a symp- 
tom of  the  disease  or  that  it  wTas  a very  late 
symptom,  too  late  for  therapy.  The  symptom  of 
dysphagia  already  implies  that  the  esophageal 
lumen  has  been  reduced  to  a diameter  of  about 
0.5  cm.  and  that  condition  is  already  beyond  the 
point  where  modern  thoracic  surger\r  and  newer 
radiation  modalities  could  be  used  therapeutic- 
ally. The  situation  of  the  esophagus  within  the 
mediastinum  in  close  proximity  to  many  impor- 
tant and  vital  structures,  and  the  tendency  to 
early  perforation  or  extension  by  infiltration  due 
to  the  absence  of  serosa  covering  of  the  esophagus 
often  results  in  the  initial  or  early  appearance  of 
nonesbphageal  and  misleading  symptoms.  Pain 
in  the  chest  wTas  a common  symptom  in  the  cases 
presented. 
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Treating  Juvenile  Diabetics  at  Camp  Nyda 

BURT  RAB1N0WITZ,  M.D.,  AND  ELSIE  KUHNLEIN,  M.D.,  BROOKLYN,  NEW  YORK 


To  the  medical  student  diabetes  mellitus  is  an 
interesting  disorder  of  carbohydrate  metab- 
olism controlled  by  diet  and  insulin  therapy.  At 
this  stage  of  medical  training  he  is  oriented  bio- 
chemically and  physiologically.  To  the  intern 
working  on  the  wards  of  the  hospital  diabetes  is  an 
intricate  disease  presenting  many  complicated 
problems  difficult  to  manage.  He  now  meets  with 
acidosis,  insulin  resistance,  diabetic  lability,  ar- 
teriosclerotic complications,  etc.  It  is  only  later 
that  the  young  physician  realizes  that  his  ex- 
perience has  been  too  narrow.  In  clinics  and  in 
his  office  he  finds  that  the  majority  of  patients 
with  diabetes  whom  he  meets  resemble  average 
healthy  people.  They  come  to  him  for  treatment 
of  their  disorder  (rather  than  disease),  in  order 
that  they  may  pursue  a normal  life.  The  physi- 
cian then  does  not  merely  rectify  the  chemical 
imbalance  of  the  diabetes;  he  treats  the  patient 
with  diabetes.  The  physician  is  a partner  in  the 
larger  effort  to  maintain  the  patient  socially  ad- 
justed and  economically  independent. 

It  is  this  broader  aspect  of  diabetic  therapy  that 
one  encounters  at  Camp  Nyda,  where  each  sum- 
mer 240  “healthy”  diabetic  children,  the  majority 
of  whom  have  labile  diabetes,  come  to  participate 
in  a regular  summer  camp  program.  The  pur- 
pose of  the  physician  at  camp  is  to  stay  on  the 
sidelines,  managing  the  diabetes  so  that  each 
child  can  do  what  any  nondiabetic  does  at  camp. 
It  should  be  pointed  out  that  this  is  not  a dull, 
routine  type  of  medical  attention.  Such  a thing 
is  impossible  with  diabetics  . who  tend  to  have  in- 
sulin reactions  on  sunny  days  when  the  playing, 
swimming,  and  hiking  activities  are  vigorous  and 
then  show  ketosis  with  the  same  dose  of  insulin 
the  next  day  if  rain  should  restrict  activities. 

Camp  Nyda 

Camp  Nyda  is  a nonprofit,  nonsectarian,  co- 
educational camp  for  diabetic  children  between 
the  ages  of  six  and  sixteen  years.  The  camp  is 
one  of  the  projects  sponsored  by  the  New  York 
Diabetes  Association,  which  is  an  organization  of 
physicians,  scientists,  public  health  experts,  and 
laymen  interested  in  all  aspects  of  diabetes  melli- 
tus. The  organization  is  an  affiliate  of  the  Ameri- 
can Diabetes  Association  and  a participating 


member  of  the  Greater  New  York  Fund.  Camp 
Nyda  receives  its  support  from  a “service  group” 
of  volunteers  of  the  New  York  Diabetes  Associa- 
tion as  well  as  from  contributions  by  the  general 
public  and  from  the  campers’  parents.  Campers 
are  recommended  by  various  diabetic  clinics  as- 
sociated with  the  hospitals  in  the  metropolitan 
New  York  area  and  also  by  private  physicians. 
The  camp  is  open  to  all  juvenile  diabetics,  male 
and  female,  rich  and  poor.  It  has  been  estimated 
that  there  are  approximately  1,300  to  1,500  dia- 
betics in  this  age  group  in  the  greater  New  York 
area.  Thus,  there  are  many  more  applicants 
than  there  are  camp  openings,  and  each  year  a 
good  many  must  be  turned  away.  In  1954,  1955, 
and  1956  the  camp  accepted  approximately  240 
children  in  all.  To  accommodate  the  maximum 
number,  three  groups  of  80  (40  male  and  40 
female)  attended  camp  for  a three-week  period. 
The  groups  are  broken  down  by  ages  six  to 
nine,  nine  to  twelve,  and  twelve  to  sixteen. 
Expansion  of  facilities  allowed  each  child  a longer 
stay  of  one  month  in  1957,  but  limited  the  total 
number  of  campers  to  200. 

Medical  Survey  Before  Camp  Season 

The  policy  of  the  camp  is  that  the  treatment 
recommended  by  the  referring  physician  should 
be  followed  as  closely  as  possible.  Minor  changes 
in  diet  and  insulin  dosage  are  only  to  be  made  to 
allow  for  camping  activity.  Such  a policy  was 
adopted  because  it  was  felt  that  a physician  treat- 
ing a child  for  eleven  months  knows  more  about 
the  child  than  the  physician  at  camp  does  in  three 
weeks.  Because  of  this,  rather  complete  infor- 
mation must  be  obtained  concerning  the  child 
from  the  parents  and  the  referring  physician  or 
clinic.  The  application  to  camp  is  accompanied 
by  the  usual  general  medical  history  and  physical 
examination  of  the  child.  In  addition,  there  is  a 
specific  history  concerning  the  diabetes,  including 
its  duration  and  the  age  of  the  child  at  the  time  of 
the  onset  of  the  disorder.  The  amount  and  type 
of  insulin  the  child  takes  is  ascertained.  To  ob- 
tain an  estimation  of  the  degree  of  control  of  the 
diabetes  before  camp,  questions  are  asked  con- 
cerning frequency  and  general  results  of  urine 
testing  at  home  as  well  as  the  frequency  of  visits 
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to  a clinic  or  private  physician  with  the  results  of 
blood  sugar  determinations.  Most  important 
are  the  questions  concerning  insulin  reactions,  in- 
cluding their  frequency,  the  time  of  day  or  night 
when  these  reactions  usually  occur,  the  type  of  re- 
sponse the  child  manifests  during  a reaction,  and 
whether  or  not  he  or  she  is  able  to  detect  its  onset 
before  the  full  impact  is  felt.  Finally,  a brief 
psychiatric  evaluation  is  attempted. 

The  above  information  is  carefully  scanned  by 
an  “intake  committee”  of  physicians  who  prepare 
a convenient  “master  list”  which  tabulates  the 
type  and  amount  of  insulin  to  be  administered 
during  the  season.  The  type  of  insulin  is  prac- 
tically always  kept  the  same  as  the  one  the  camper 
has  been  taking  at  home.  A similar  system  is 
applied  to  the  diets.  The  referring  physician 
supplies  his  recommended  diet  broken  down  into 
calories,  protein,  fats,  and  carbohydrates.  How- 
ever, to  facilitate  serving  of  diets  at  camp,  six 
diets  have  been  selected  ranging  from  1,800  to 
3,500  calories.  On  the  average  each  diet  consists 
of  40  per  cent  carbohydrate,  20  per  cent  protein, 
and  40  per  cent  fat.  The  “intake  committee” 
assigns  to  the  individual  child  the  camp  diet  near- 
est in  food  value  to  the  one  given  by  the  referring 
physician.  Because  of  the  large  number  of  free 
diets  at  home  it  is  difficult  to  estimate  the  child’s 
actual  intake.  In  such  cases  approximately  25 
calories  per  pound  are  assigned.  Thus,  by  the 
time  the  child  arrives  at  camp  the  camp  physician, 
nurses,  and  dietician  have  at  hand  a summary  of 
the  information  needed  for  the  diabetic  control  of 
each  child. 

Factors  Influencing  Control 

Within  the  first  few  days  the  camp  physician 
finds  that  he  must  make  changes  in  both  diet  and 
insulin  to  meet  the  specific  needs  of  a camper. 
These  needs  vary  for  many  reasons.  The  “intake 
committee”  routinely  recommended  a decrease  in 
insulin  dosage  of  10  to  15  per  cent,  assuming  that 
increased  activity  at  camp  and  stricter  adherence 
to  diet  at  camp  might  decrease  the  insulin  require- 
ments. Our  experience  showed  that  some  chil- 
dren actually  need  greater  amounts  of  insulin 
at  camp.  An  age  factor  contributed  largely  in 
determining  the  difference  between  the  recom- 
mended and  actual  insulin  requirements  at  camp. 
In  the  younger  age  groups  the  diet  is  more  strictly 
supervised  by  the  parent,  so  that  the  recom- 
mended insulin  dosage  represents  a more  accurate 
figure.  In  the  older  children  where  there  is  more 
“cheating”  and  access  to  candy,  the  insulin  re- 


quirements may  in  many  cases  be  abnormally  ! 
high  at  home.  At  camp,  where  there  is  absolutely 
no  opportunity  for  eating  more  than  the  pre-  ! 
scribed  diet,  since  candy  or  extraneous  food  are  j 
not  allowed  on  camp  grounds,  the  insulin  require- 
ments drop  considerably  in  some  cases. 

It  might  be  expected  that  children  from  the  city 
would  have  increased  physical  activity  when  in 
the  country,  thereby  decreasing  their  insulin  re- 
quirements at  camp.  However,  many  campers 
are  children  from  the  suburbs  who  have  more  un- 
restricted exercise  at  home  than  at  camp,  thereby 
increasing  their  need  for  insulin  at  camp  to  make 
up  for  their  diminished  supervised  activity. 

The  insulin  requirement  is  also  affected  by 
emotional  factors.  Children  who  come  from  bro- 
ken homes  and  accustomed  to  family  strife  seem 
more  secure  at  camp.  This  in  some  cases  leads  to 
a decrease  in  the  over-all  need  for  insulin.  Home- 
sick children  fared  worse. 

With  a group  of  80  to  100  children  it  takes  two 
physicians  about  four  to  five  days  to  ascertain  the 
impact  of  the  above  variable  factors  on  the  dia- 
betes of  an  individual  child.  Changes  of  the 
insulin  dosages,  either  up  or  down,  must  be  made 
to  conform  to  the  new  environment  at  camp. 

Camping  and  Educational  Program 

Activities  at  Nyda  do  not  differ  from  those  in 
any  other  summer  camp.  The  object  of  the  camp 
is  to  give  each  individual  child  an  opportunity  to 
have  a vacation  in  the  country  and,  in  addition, 
to  learn  to  function  in  a mixed  society  and  par- 
take in  “community  living.”  Therefore,  the 
atmosphere  at  Nyda  is  primarily  that  of  a camp, 
and  every  effort  is  made  to  avoid  any  suggestion 
of  a hospital.  The  children  are  always  referred 
to  as  campers,  never  as  diabetics  or  patients. 
Doctors  and  nurses  are  discouraged  from  wearing 
“whites.”  Activities  at  camp  are  not  limited. 
Swimming,  boating,  athletics  (the  camp  has  an 
excellently  equipped  indoor  gymnasium  used  on 
rainy  days),  overnight  hikes,  outings,  dramatics, 
dancing,  and  arts  and  crafts  are  all  part  of  the 
program.  In  addition  to  this,  however,  the  camp 
has  one  obligatory  function  which  other  camps  do 
not  have.  These  children  are  taught  self-con- 
fidence. They  must  learn  how  to  live  with  their 
diabetes  and  must  be  convinced  that,  with  care, 
it  need  be  no  detriment  to  a full  and  normal  life. 
They  learn  this  through  “bull  sessions”  with  the 
medical  and  counsellor  staff,  and  they  learn  from 
each  other,  but  most  of  all  they  learn  by  partici- 
pating in  camp  activities  with  no  restrictions  or 
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limitations.  They  learn  by  seeing,  and  they  learn 
by  hearing,  but  most  of  all  they  learn  by  actually 
doing.  It  seems  strange  to  hear  six-year-old 
children  talking  “shock,”  “coma,”  and  “intra- 
venous.” One  overhears  tots  talking  and  ques- 
tioning each  other  about  their  first  symptoms,  the 
manner  in  which  their  diabetes  was  discovered, 
how  many  times  they  were  in  coma,  how  many  in- 
fusions they  had  received,  and  how  many  times 
they  were  hospitalized.  When  these  questions 
are  properly  channelized,  the  child’s  attitude  to 
diabetes  can  be  properly  molded.  It  is  of  note 
that  many  children  actually  do  not  know  simple 
elementary  facts  such  as  the  symptoms  of  hyper- 
or  hypoglycemia.  At  camp  the  children  have 
ample  opportunity  to  discuss  and  ask  any  ques- 
tions they  want  to  at  any  free  time,  but  es- 
pecially during  an  assigned  forum  in  which  there 
is  an  open  question-and-answer  period.  The 
two  camp  doctors,  camp  dietician,  counsellors, 
and  children  participate. 

Typical  Camp  Day 

A typical  camp  day  starts  as  in  any  other  camp 
with  arising,  washing,  and  dressing.  However, 
after  this  urines  must  be  tested  and  insulin  ad- 
ministered. There  are  two  buildings  (called 
“insulin  units”),  one  situated  in  front  of  the  boys’ 
bunks  and  one  in  front  of  the  girls’  bunks.  These 
contain  the  facilities  needed  for  urinalysis  and  in- 
sulin administration.  Under  guidance  by  the 
medical  staff,  all  campers  are  taught  how  to  test 
their  own  urines  and  how  to  draw  up  and  inject 
their  own  insulin,  using  sterile  technic.  Within 
one  half-hour  after  receiving  their  insulin,  all 
campers  are  seated  in  the  dining  room,  each  with 
his  own  tray  containing  the  diet  prescribed  by 
the  camp  doctor.  Each  diet  is  made  up  in- 
dividually with  measured  portions. 

After  breakfast  “clean-up  time”  is  followed  by 
a clinic  session  in  the  Mosenthal  Memorial  Med- 
ical Building.  At  this  time  the  physician  has  a 
report  of  all  the  urines  tested  before  breakfast 
recorded  on  a master  sheet  for  quick  perusal.  In 
the  clinic  the  camp  doctor  sees  (1)  all  the  children 
requesting  medical  attention,  (2)  all  children 
whom  the  counsellor  or  nurses  feel  should  be  seen 
for  medical  reasons,  and  (3)  all  children  whom  the 
camp  doctor  has  requested  to  see  as  a follow-up 
or  because  of  an  unsatisfactory  morning  urine  re- 
port. 

Any  child  who  spills  glucose  and  acetone 
heavily  in  his  morning  specimen  might  well  be 


coming  down  with  a cold  or  infection.  This 
could  frequently  be  the  earliest  indication  of  im- 
pending infection  and  requires  checking. 

After  the  clinic  session  the  campers  partake  in 
two  “periods”  of  morning  activities  separated  by 
a short  rest  period,  during  which  nourishment, 
consisting  of  fruit  juice  and  crackers,  is  served. 
At  noon  the  campers  have  lunch  followed  by  a 
one-hour  rest  period.  In  the  afternoon  there  are 
two  more  periods  of  activities  again  separated 
by  the  serving  of  nourishment  consisting  of  milk 
and  crackers.  At  5 p.m.  urines  are  again  tested, 
and  those  campers  requiring  insulin  at  this  time 
receive  it.  Supper  is  then  served  and  is  followed 
by  evening  activities.  A final  nourishment  of 
milk  and  crackers  is  given  at  bedtime. 

At  the  end  of  the  day,  when  all  the  “problem” 
or  sick  cases  have  been  managed,  the  physician 
prepares  for  the  next  day.  All  the  medical  data 
collected  on  each  child  have  been  carefully 
charted  by  the  nurse,  and  each  evening  the  camp 
doctor  reviews  these  master  charts,  which  at  a 
quick  glance  give  him  the  results  of  the  uri- 
nalyses, the  diet,  the  weight,  the  type  and  amount 
of  insulin,  and  information  such  as  the  presence 
of  infection  and  insulin  reactions.  At  this  time 
all  diet  and  insulin  changes  for  the  next  day  are 
made.  During  the  night  a nurse  is  on  duty  and 
makes  frequent  rounds,  going  through  the  bunks 
of  the  sleeping  campers  to  make  sure  that  none  of 
them  are  having  insulin  reactions  while  asleep. 
At  daybreak  this  nurse  makes  preparations  for  the 
administration  of  the  insulin  when  the  children 
awaken. 

Control  of  the  Diabetes 

The  medical  policy  of  the  camp  administration 
is  to  control  the  diabetes  sufficiently  to  keep  the 
children  free  of  acetonuria  and  free  of  symptoms 
and  to  avoid  loss  of  weight.  In  addition,  gly- 
cosuria is  to  be  kept  at  a minimal  level  by  suffi- 
cient insulin  without  allowing  hypoglycemia. 
This  is  to  be  accomplished  by  dietary  and  insulin 
readjustments  and  not  by  changing  the  camping 
program.  It  is  difficult  enough  for  the  parents  of 
one  diabetic  child  to  learn  the  pattern  of  response 
of  their  one  patient.  To  handle  80  to  100  such 
children  merely  multiplies  the  problem  by  that 
number.  Since  diet  is  more  or  less  constant  for 
each  child  while  at  camp,  it  is  the  dosage  of  in- 
sulin which  must  be  altered.  Variables  which  in- 
fluenced insulin  dosage  from  day  to  day  include 
(1)  activity,  (2)  weather,  (3)  infection,  and  (4) 
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emotion.  The  synoptic  master  charts  mentioned 
above  as  summarizing  the  daily  data  always  show 
a tremenduous  amount  of  variability  in  glyco- 
suria  and  acetonuria.  It  was  difficult  to  keep  the 
urines  negative  without  producing  insulin  re- 
actions because  of  the  above  factors  that  varied 
from  day  to  day  and  in  fact  from  hour  to  hour. 
Most  of  the  children  were  unpredictable  because 
of  these  factors.  Once  the  children  established  a 
controlled  pattern  at  camp,  one  could  tell  when 
their  bunk  did  not  do  any  activity.  If  everyone 
in  a specific  bunk  had  urine  specimens  with  4 
plus  glycosuria  at  one  time,  the  probability  was 
that  this  bunk  had  had  no  physical  activity  pre- 
ceding. If  only  one  child  in  the  bunk  of  ten  had 
such  glycosuria,  usually  an  infection  was  the 
cause. 

The  management  of  these  children  in  camp  is 
difficult  to  describe.  It  can  only  be  learned  by 
practical  experience  and  actual  handling  of  prob- 
lems as  they  arise  in  the  course  of  a summer. 
For  example,  a common  occurrence  is  to  have  a 
camper’s  morning  specimen  contain  both  4 plus 
sugar  and  acetone.  This  might  well  represent  the 
beginning  of  trouble  such  as  an  infection.  The 
first  reaction  of  the  physician  is  to  give  such  a 
child  an  additional  five  or  ten  units  of  regular  in- 
sulin, keeping  him  under  close  observation  on  the 
infirmary  porch  and  retesting  his  urine  in  two 
hours.  However,  it  was  soon  learned  that  in 
many  of  these  cases  when  the  child  had  no  symp- 
toms and  his  physical  findings  on  examination  were 
normal,  the  child  could  be  sent  up  to  the  ballfield 
and  not  only  would  the  glycosuria  and  acetonuria 
clear  up  but  not  infrequently  he  would  be  escorted 
back  to  the  infirmary  within  three  hours  with  an 
insulin  reaction.  Had  this  individual  received 
supplemental  insulin,  he  would  have  suffered 
a more  severe  reaction.  On  the  other  hand,  one 
could  not  be  certain  that  the  4 plus  acetonuria 
would  not  present  a problem  for  the  child.  Each 
child  had  to  be  screened  for  the  presence  of  ano- 
rexia, nausea,  vomiting,  dehydration,  and  acetone 
odor  on  the  breath  to  determine  the  severity  of  the 
situation  and  to  forestall  the  juvenile  diabetic 
from  progressing  into  diabetic  coma.  Such  ac- 
etonuria often  was  a tip-off  of  an  ensuing  upper 
respirator}'  infection,  preceding  the  catarrhal 
symptoms  by  as  much  as  twelve  to  twenty-four 
hours.  Menstrual  periods  also  in  many  cases  pro- 
duced acetonuria.  Several  campers  displayed 
emotional  problems  during  the  first  few  days  at 
camp,  and  this  too  was  reflected  in  poor  diabetic 
control,  which  improved  once  they  became  ac- 


climated. Such  instances  of  acetonuria  all  re- 
quired increases  in  the  insulin  dosage  by  supple- 
mentation with  regular  insulin.  During  the  1956 
season  there  were  no  cases  of  acidosis  requiring 
intravenous  therapy.  This  excellent  result  is 
attributed  to  the  manner  in  which  the  initial  ac- 
etonuria was  handled  and  to  the  immediate  use  of 
antibiotics  in  cases  with  infections. 

In  addition,  there  were  no  cases  of  severe  shock 
requiring  intravenous  glucose  dining  the  1956 
season.  Because  of  the  camp  facilities  the 
children’s  urinary  sugars  and  not  blood  sugars 
were  employed  as  a guide  for  treatment.  This 
taught  us  to  respect  the  problems  of  renal 
threshold.  The  necessity  of  complete  voiding 
must  be  emphasized  since  the  results  of  residual 
bladder  urine  can  be  very  misleading.  By  empty- 
ing the  bladder  and  then  obtaining  another  urine 
specimen  five  minutes  later,  many  mysteries  were 
cleared  up.  The  first  urine  might  contain  4 plus 
glycosuria,  while  the  second  would  be  sugar  free. 
It  was  soon  learned  that  a child  can  have  an  insulin 
reaction  and  seemingly  spill  sugar  at  the  time. 
We  also  encountered  the  so-called  “Somogyi 
effect,”  where  insulin  shock  at  3 or  4 a.m.  caused 
a release  of  epinephrine,  producing  marked  hyper- 
glycemia with  glycosuria  when  the  child  arose  at 
7 a.m.  These  were  two  of  the  difficulties  en- 
countered in  controlling,  by  means  of  urine  analy- 
sis, the  diabetes  of  children  prone  to  shock.  The 
symptoms  of  insulin  reactions  differ  in  children. 
For  instance,  headache,  nausea,  or  vomiting  can 
mean  either  hypo-  or  hyperglycemia.  The 
“spot-check”  urine  (described  above)  was  of  great 
help  in  making  the  differentiation. 

Most  campers  were  satisfactorily  controlled 
with  one  injection  of  a long-acting  insulin  daily. 
NPH  and  Lente  insulin  were  found  to  be  the 
most  popular  of  the  insulins  in  use.  Interestingly, 
although  these  preparations  are  “intermediate” 
insulins,  several  individuals  demonstrated  the 
greatest  intensity  of  action  twenty  hours  after 
administration,  while  others  reacted  within  two 
hours.  In  other  words,  we  learned  that  the 
duration  of  action  and  the  period  of  maximum 
effect  depended  not  only  on  the  type  of  insulin 
used  but  also  on  the  response  of  the  individual 
who  received  the  insulin. 

A few  of  the  campers  were  unable  to  be  con- 
trolled satisfactorily  no  matter  what  preparation 
was  used.  Many  who  fell  into  this  category 
seemed  to  have  a constant  pattern;  they  were 
found  to  spill  4 plus  sugar  on  arising  and  to  have 
negative  or  1 plus  glycosuria  at  five  in  the  after- 
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noon.  It  was  frequently  found  that  two  in- 
jections of  NPH  insulin  (one  at  7a.m.  and  one 
at  5 p.m.)  at  approximately  a 2 to  1 ratio,  that 
is,  20  units  at  7 a.m.  and  10  units  at  5 p.m.,  sat- 
isfactorily controlled  many  of  these  problem 
cases  at  camp.  Experience  taught  us  one  thing, 
namely,  that  once  a particular  routine  is  de- 
cided on,  no  change  should  be  made  for  at  least 
forty-eight  hours  because  of  the  carry-over 
effect  of  the  insulin  used.  Another  valuable 
fact  we  learned  is  never  to  change  simultaneously 
both  insulin  and  diet  if  possible.  It  is  always 
best  to  work  with  one  constant  and  one  variable 
than  to  maneuver  the  two  variables. 

Every  second  or  third  day  visiting  physicians 
from  New  York  City  come  up  to  the  camp  to 
review  problem  cases  with  the  camp  doctor. 
These  physicians  are  members  of  the  Camp  Com- 
mittee of  the  New  York  Diabetes  Association 
and  are  interested  in  the  metabolic  problems. 
Most  of  them  are  attending  physicians  at  uni- 
versity-affiliated hospitals,  and  much  can  be 
learned  from  their  experience  and  teaching.  In 
addition,  clinical  studies  (eye  ground  surveys, 
dental  surveys,  etc.)  are  carried  out  at  the  camp 
by  several  specialist  groups  who  visit  for  a day 
or  two  to  carry  out  their  work.  Much  stimu- 
lation is  obtained  from  these  visiting  groups. 

Medical  facilities  at  Nyda  are  new  and  are 
excellent.  As  mentioned  previously,  there  are 


two  “insulin  units”  and  a clinic  building  known 
as  the  Mosenthal  Memorial  Building,  dedicated 
to  Dr.  Mosenthal,  one  of  the  founders  of  Camp 
Nyda.  The  latter  houses  the  doctors  and  five 
nurses  as  well  as  a six-bed  infirmary.  The 
clinic  contains  two  examining  rooms,  a waiting 
room,  and  a fairly  well-equipped  laboratory. 
The  camp  is  stocked  with  medications  of  all 
types,  not  omitting  the  important  antibiotics. 
Arrangements  have  been  made  in  a nearby  town 
where  there  is  a 200-bed  hospital  in  the  event 
that  any  emergencies  arise  which  cannot  be 
handled  at  camp.  This  facility  was  needed  only 
three  times  in  1956  for  x-rays  of  suspected  frac- 
tures. 

Diabetic  children  in  the  New  York  area  are 
indeed  fortunate  to  have  such  a fine  institution 
operating  in  their  behalf.  Fortunate  too  is  the 
individual  who  is  given  the  opportunity  to 
spend  a summer  there  as  camp  physician.  The 
training,  experience,  and  confidence  gained  in 
managing  over  200  juvenile  diabetics  is  of  in- 
finite value  to  both  the  pediatrician  and  internist. 
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Passenger  cars  as  usual  were  involved,  in  four  out  of  five  personal  injury  accidents  in  1957. 
As  passenger  cars  constitute  about  80  per  cent  of  all  registered  vehicles , perhaps  it  is  not  sur- 
prising that  they  were  involved  in  more  than  78  per  cent  of  the  fatal  accidents  and  86  per  cent  of 
the  nonfatal  accidents.  When  the  exposure  factor  is  considered,  the  ratio  of  passenger  cars  to 
commercial  vehicles  involved  in  accidents  is  not  only  surprising,  but  startling.  The  average 
passenger  car  is  driven  about  one-quarter  as  many  miles  per  year  as  the  average  commercial 
vehicle,  yet  passenger  cars  are  involved  in  more  than  four  times  as  many  fatal  accidents  and 
almost  ten  times  as  many  nonfatal  accidents.  The  lesson  is  clear.  Passenger  car  drivers  are 
responsible  for  more  than  their  share  of  the  road  toll. — The  Road  Toll,  The  Travelers  1958 
Book  of  Street  and  Highway  Accident  Data 
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Karmen  et  at.1  have  described  a method  of 
determining  the  activity  of  glutamic- 
oxalacetic  transaminase  in  human  sera  (SGO-T). 
La  Due  and  co workers, 2 Chinsky  and  others,3 
Sternberg  and  Ostrow,4  and  Goldstein  et  al.b 
have  also  reported  their  evaluation  of  this  method 
in  the  diagnosis  of  acute  myocardial  infarction. 
The  purpose  of  this  paper  is  to  present  the 
authors’  experience  with  serum  transaminase  in 
the  diagnosis  of  acute  myocardial  infarction. 

Method 

For  eighteen  months  all  patients  with  the 
positive  or  tentative  diagnosis  of  acute  myocardial 
infarction  who  were  admitted  to  the  affiliated 
hospitals  of  the  Upstate  Medical  Center  and  all 
general  patients  who  were  admitted  to  the 
wards  of  these  hospitals  were  studied.  All 
patients  suspected  of  having  myocardial  in- 
farction had  blood  drawn  for  SGO-T  levels  on 
their  arrival  and  for  an  additional  four  consec- 
utive days.  Ten  cc.  of  venous  blood  was  with- 
drawn, refrigerated  immediately,  and  allowed 
to  clot.  Within  twenty-four  hours  these  sam- 
ples were  centrifuged  at  2,500  revolutions  per 
minute  and  the  sera  stored  at  — 10  C.  Enzyme 
concentration  determinations  were  done  accord- 
ing to  the  method  of  Karmen  from  one  to  fifteen 
days  after  serum  collection. 

Precautions  to  stabilize  the  temperature  of 
the  reacting  mixture  were  taken.  All  samples 
were  tested  in  a cool  room  in  which  the  tem- 
peratures ranged  from  19  to  25  C.  A standard 
model  DU  Beckman  spectrophotometer  with  a 
circulating  cold  water  jacket  over  the  tungsten 
lamp  housing  was  used.  It  was  our  experience 
that  reacting  mixture  temperatures  came  promptly 
to  equilibrium  with  room  temperature  during 
the  incubation  procedure  and  before  spectropho- 
tometric  analysis.  The  temperature  of  this 
mixture  usually  rose  from  0.5  to  1.0  C.  after  it 
remained  in  the  cell  chamber  for  five  minutes, 
despite  water  cooling  of  the  adjacent  tungsten 


lamp.  We  also  noted  that  sera  with  enzyme 
activity  in  the  upper  range  of  normal  (30  to 
40  units)  tripled  their  values  if  tested  with  the 
reacting  mixture  at  25  to  35  C.  during  incubation 
and  testing. 

Sera  from  200  normal  individuals  were  studied. 
The  range  of  SGO-T  activity  was  8 to  36  units 
with  a mean  of  18  units  ± 3.2. 

The  patients  in  whom  the  diagnosis  of  acute 
myocardial  infarction  was  made  or  suspected 
were  divided  into  three  groups  on  the  basis  of 
evaluation  of  clinical  course,  laboratory  data, 
and  analysis  of  electrocardiographic  studies. 
Clinical  observations  and  diagnoses  were  made 
without  knowledge  of  the  SGO-T  levels.  In- 
terpretation of  the  electrocardiograms  were 
done  at  the  Center  Electrocardiographic  Labora- 
tory. The  electrocardiographic  criteria  em- 
ployed for  the  diagnosis  of  acute  transmural 
myocardial  infarction  were  displacement  of  the 
RS-T  segment,  abnormal  Q waves  or  QS  de- 
flections, and  characteristic  T wave  alterations. 
On  the  basis  of  these  studies  the  patients  were 
classified  as  follows: 

Group  I consisted  of  patients  with  definite 
evidence  of  acute  myocardial  infarction  (electro- 
cardiographic criteria  for  transmural  infarct 
with  clinical  and  laboratory  evidence). 

Group  II  consisted  of  patients  with  coronary 
insufficiency  and  possible  acute  myocardial 
infarcts,  including  (1)  those  having  pertinent 
clinical  and  laboratory  data  with  RS-T  and  T 
wave  changes  or  such  “masking”  electrocardio- 
grams as  bundle  branch  block  conduction  de- 
fects, and  (2)  those  having  pertinent  clinical  and 
laboratory  data  and  negative  electrocardiograms. 

Group  III  consisted  of  patients  with  other 
diseases.  Those  with  overt  liver  diseases  were 
excluded  from  this  group. 

Results 

A total  of  179  patients  in  groups  I and  II 
were  studied.  There  were  121  patients  in 
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group  I,  and  of  these  103  (85.2  per  cent)  had 
elevations  of  enzyme  levels  above  the  normal 
range  and  were  designated  as  group  I “positives.” 
The  remaining  18  patients  had  transaminase 
levels  within  normal  limits  and  were  designated 
as  group  I “negatives.”  The  range  of  peak 
levels  in  the  group  I positives  ran  from  44  (a 
patient  who  expired  two  hours  after  the  onset  of 
the  infarction)  to  3,840  units  of  activity.  The 
average  peak  level  was  307  units,  and  the  median 
of  the  peak  range  was  201  units  of  activity. 

For  89  of  the  patients  classified  as  group  I 
positive  it  was  considered  feasible  to  estimate 
the  age  of  the  infarct.  The  estimation  was 
based  on  the  history  of  clearly  defined  onset  of 
chest  pain.  The  median  age  of  the  infarcts  on 
the  first  sampling  day  was  twelve  hours  after 
the  onset  of  pain.  In  14  cases  of  group  I posi- 
tives it  was  impossible  to  estimate  the  age  of  the 
infarct.  Eighty-six  per  cent  of  the  peak  levels 
were  obtained  during  the  first  two  sampling 
days. 

In  89  of  the  group  I positives  the  clinical 
manifestations  of  acute  myocardial  infarction 
which  most  closely  correlated  with  the  maximum 
elevation  of  enzyme  concentration  was  fever. 
In  30  of  the  89  patients  who  had  a febrile  re- 
sponse the  highest  enzyme  level  occurred  the 
same  day  as  the  greatest  elevation  of  body 
temperature. 

An  attempt  was  made  to  correlate  electro- 
cardiogram findings  with  serum  transaminase 
levels.  Electrocardiograms  were  usually  ob- 
tained on  admission  with  serial  tracings  taken  at 
intervals  of  several  days,  whereas  enzyme 
levels  were  determined  for  five  consecutive  days, 
and  therefore  the  testing  intervals  were  different. 
In  a great  majority  of  cases  peak  enzyme  levels 
coincided  with  ST  segment  elevation  and  the 
appearance  of  pathologic  Q waves  and  only  in  a 
few  cases  with  T wave  inversion.  The  relation- 
ship of  peak  SGO-T  levels  to  electrocardio- 
gram changes  among  group  I positives  is  as 
follows:  45  cases  with  S-T  segment  elevation 
only,  50  with  S-T  segment  elevation  and  Q 
wave,  three  with  Q wave  only,  and  five  with  Q 
wave  and  T wave  inversion.  In  the  group  I 
positives  there  was  54  cases  where  the  enzyme 
concentration  was  significantly  elevated  (though 
not  always  at  the  peak  level)  before  the  electro- 
cardiogram was  definitely  interpreted  as  indicat- 
ing the  presence  of  an  acute  myocardial  in- 
farction. In  39  cases  the  electrocardiogram 
was  interpreted  as  indicating  acute  infarction  be- 


Fig.  1.  Secondary  elevations  of  SGO-T  in  cases  with 
evidence  for  extension  of  myocardial  infarction. 


fore  there  was  significant  elevation  of  enzyme 
concentration.  These  observations  were  made 
simultaneously  in  ten  cases. 

There  were  18  deaths  among  the  group  I 
positives.  Permission  for  postmortem  examina- 
tion was  obtained  in  11  cases.  In  all  of  these 
examination  revealed  the  presence  of  a coronary 
occlusion  and  a fresh  myocardial  infarct.  The 
peak  levels  of  all  the  fatal  cases  ranged  from  44  to 
3,840  units  of  activity.  The  largest  infarct 
was  found  in  the  case  which  had  the  greatest 
elevation  of  SGO-T,  and  there  was  a rough 
correlation  between  size  of  infarct  and  height 
of  the  peak  level. 

In  15  of  the  cases  there  was  a secondary  rise 
in  serum  enzyme  concentration.  This  rise  took 
place  between  the  fourth  and  sixth  sampling 
days,  and  in  four  cases  it  was  accompanied  by 
clinical  and  electrocardiographic  evidence  for 
extension  of  the  infarct  (Fig.  1).  In  the  other 
11  cases  no  clear-cut  indication  for  extension  of 
the  original  infarct  was  found.  All  of  the 
patients,  however,  were  sampled  for  this  pro- 
longed period  because  of  extension  of  the  febrile 
period,  prolonged  leukocytosis,  or  persistence  of 
chest  pain. 

Of  the  18  group  I negative  cases,  three 
patients  had  only  a single  sample  taken,  within 
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three  hours  after  acute  infarction,  and  they 
expired  shortly  thereafter.  In  ten  patients  it 
was  impossible  to  judge  the  age  of  the  infarct  from 
the  history  of  chest  pain.  Although  the  elec- 
trocardiograms indicated  recent  infarction,  many 
evolutionary  changes  were  noted.  One  of  these 
individuals  had  normal  levels  after  accidental 
discovery  of  a recent  infarct  and  then  had  another 
infarct  a few  weeks  later  with  a peak  level  of 
3,840  units.  In  two  cases  the  age  of  the  infarct 
was  judged  to  be  greater  than  seventy-two 
hours. 

Three  patients  had  fairly  typical  histories 
for  acute  transmural  myocardial  infarction, 
accompanied  by  definite  electrocardiographic 
evidence,  and  they  were  also  noted  to  have 
leukocytosis  and  fever.  In  one  the  infarct  was 
judged  to  be  twenty-four  hours  old  and  in  the 
other  two,  forty-eight  hours  old  at  the  time  of 
admission.  There  were  no  elevations  of  SGO-T 
in  any  of  the  sera  tested  in  these  cases. 

Of  the  three  deaths  among  the  group  I nega- 
tives two  occurred  within  three  hours  after 
admission,  and  the  third  patient  suffered  re- 
peated bouts  of  pulmonary  edema  and  supra- 
ventricular tachycardia  before  death.  Post- 
mortem examination  was  not  done  in  these  cases. 

There  were  58  cases  in  group  II.  The  ab- 
normal changes  in  the  RS-T  and  T waves  in  some 
showed  a return  towards  normal,  and  in  others 
the  abnormalities  persisted,  while  in  still  others 
there  were  no  abnormal  electrocardiogram 
findings.  In  20  of  the  58  cases  (34.5  per  cent), 
the  peak  levels  were  above  normal  and  ranged 
from  44  to  830  units  with  an  average  level  of 
128  units  of  activity.  These  elevations  were 
noted  in  about  equal  proportion  in  those  with 
temporary,  permanently  altered,  or  negative 
electrocardiograms.  There  were  no  deaths  in 
this  group. 

Study  of  the  serum  activity  in  miscellaneous 
diseases  was  carried  out,  but  the  number  of 
samples  and  time  of  sampling  differed  somewhat 
from  the  procedure  used  in  groups  I and  II. 
Very  often  single  samples  were  taken,  frequently 
not  during  the  first  few  hours  of  hospitalization 
but  usually  after  a delay  of  one  to  four  days. 
A large  majority  of  the  patients  with  miscel- 
laneous diseases,  however,  were  deemed  to  be 
acutely  or  subacutely  ill  at  the  time  of  sampling. 
A total  of  370  patients,  representing  a total  of 
847  diseases,  were  studied  including  represent- 
ative samples  of  infectious,  neoplastic,  de- 


TABLE  I. — Miscellaneous  Diseases  Resettling  in 
Elevated  SGO-T  Levels 


Disease  States  of  13  Patients 

Peak  SGO-T  Lever 

Bronchopneumonia,  diabetes  mellitus 
Diabetes  mellitus,  diabetic  acidosis,  en- 
larged liver  with  normal  liver  func- 

54 

tion  and  biopsy 

Post-thoracotomy  and  right  upper  lobec- 
tomy for  bronchogenic  carcinoma  (first 

68 

postoperative  day) 

Multiple  rib  fractures  and  contusions  of 
chest  wall,  acute  alcoholism  (abnormal 

59 

flocculation  tests) 

Carbon  monoxide  poisoning,  acute  al- 
coholism (enlarged  liver  and  normal 

72 

biopsy) 

Carbon  monoxide  poisoning,  acute  al- 

168 

cholism  (normal  biopsy) 

Carbon  monoxide  poisoning,  acute  al- 

86 

coholism 

Acute  alcoholism  (abnormal  flocculation 

110 

tests) 

Acute  alcoholism  (abnormal  flocculation 

79 

tests) 

Pulmonary  embolism  with  pulmonary 

90 

infarct,  polycythemia  vera 
Diabetes  mellitus,  cerebrovascular  throm- 

65 

bosis,  bronchopneumonia,  cystitis 
Myxedema,  arteriosclerotic  heart  disease, 
thrombophlebitis,  greater  saphenous 

57 

vein 

Scleroderma,  cachexia  and  avitaminosis, 
bronchopneumonia  (abnormal  floccu- 

61 

lation  tests) 

118 

ficiency,  allergic,  and  postoperative  states,  as 
well  as  of  endocrine,  metabolic,  and  collagen 
diseases.  Of  that  number,  13  patients  had 
elevations  of  serum  transaminase,  and  their 
diagnoses  and  levels  are  listed  in  Table  I.  Pa- 
tients with  definite  evidence  of  liver  disease 
were  excluded. 

The  13  cases  in  the  miscellaneous  disease 
group  with  elevations  of  SGO-T  probably  rep- 
resent, in  most  cases,  inability  to  implicate 
clearly  liver  disease  as  the  etiologic  factor.  Eight 
of  this  group  were  alcoholics  who  had  palpable 
livers  or  derangement  of  either  thymol  turbidity^ 
or  cephalin  flocculation.  The  evidence  for 
liver  disease  was  not  conclusive  enough  to 
warrant  such  a diagnosis.  In  the  three  cases 
of  carbon  monoxide  poisoning  no*  other  pathol- 
ogy was  found,  and  all  three  patients  had  rather 
short  and  uneventful  hospital  courses.  There 
was  no  evidence  of  active  liver  disease,  although 
no  biochemical  studies  were  carried  out  in  the 
early  stages  of  the  disease.  In  three  of  this 
group  of  cases  needle  biopsy  obtained  normal 
liver  tissue. 

Each  of  the  remaining  five  patients  had  more 
than  one  active  disease  state  with  no  clinical  or 
laboratory  evidence  for  active  heart  muscle  or 
liver  damage. 
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Comment 

An  attempt  has  been  made  to  correlate  the 
results  of  SGO-T  levels  with  acute  myocardial 
infarction.  In  18  of  121  cases  with  clinical 
diagnoses  of  acute  myocardial  infarction,  the 
SGO-T  was  not  elevated.  In  15  of  these  the 
failure  to  find  elevated  serum  enzyme  levels  can 
be  explained  on  the  basis  of  early  death  or  lesions 
older  than  three  days.  In  three  cases,  however, 
adequate  sampling  was  obtained,  the  age  of  the 
infarct  was  reasonably  established,  and  the 
clinical  course  was  typical,  but  there  was  no 
elevation  of  the  SGO-T. 

We  believe  there  will  be  a more  or  less 
fixed  percentage  of  false  negatives  in  group  I 
cases  because  of  (1)  the  evanescent  nature  of 
the  SGO-T  elevation,  (2)  the  possibility  of 
death  in  the  first  few  hours  of  hospitalization, 
and  (3)  the  difficulty  in  accurately  judging  the 
age  of  infarction  in  some  cases.  In  all  the 
positive  cases  which  came  to  autopsy,  evidence 
of  recent  myocardial  infarction  was  found. 

The  elevation  of  SGO-T  enzyme  levels  in 
patients  with  coronary  insufficiency  and  pos- 
sible acute  myocardial  infarction  has  been  noted 
by  other  workers.6  In  one  series  the  cases  with 
elevation  showed  “some  evidence  of  active  heart 
muscle  damage.”7  Kaltus  et  al.e  describe  SGO-T 
elevations  of  63  patients  for  whom  there  was  no 
definite  evidence  of  acute  myocardial  infarction 
although  seven  were  demonstrated  to  have  in- 
farcts on  postmortem  study.  In  our  series  there 
were  as  many  elevations  of  serum  enzyme  level 
in  the  group  with  possible  myocardial  infarcts 
as  there  were  in  those  individuals  deemed  to 
have  only  coronary  insufficiency  with  reversible 
ST  and  T wave  changes.  The  magnitude  of 
the  peak  enzyme  concentrations  in  this  group 
was  comparable.  There  were  no  distinctive 
clinical  or  laboratory  findings  in  the  members  of 
this  group  with  increased  SGO-T  levels.  They 
were  found  in  equal  numbers  among  those  pa- 
tients with  the  diagnosis  of  coronary  insufficiency 
as  well  as  possible  myocardial  infarction. 

This  enzyme  has  a wide  distribution  through- 
out many  other  tissues,  although  heart  muscle 
is  one  of  its  richest  rources.  We  are  aware  of 
the  danger  of  an  attempt  to  translate  peak 
levels  in  terms  of  total  enzyme  release  or  of 
such  peaks  as  quantitative  indices  of  tissue 
death  or  injury.  Since  little  is  known  of  the 
excretion  or  catabolism  of  this  enzyme,  it  has 
been  accepted  as  a temporary  expedient.  It 


has  been  speculated  that  the  secondary  rise  in 
enzyme  concentration  might  reflect  infarction 
of  tissue  in  the  ischemia  zone  surrounding  the 
area  of  initial  infarction. 

Since  the  clinical  separation  of  coronary 
insufficiency  with  myocardial  ischemia  from 
myocardial  infarction  is  largely  an  artificial  one, 
appearance  of  this  enzyme  in  the  bloodstream 
may  be  a function  of  the  mass  of  muscle  involved 
within  a short  period  of  time  whether  it  be 
localized  as  an  infarction  or  diffuse,  as  in  some 
ischemic  states. 

Whether  injury  to  the  cell  membrane  result- 
ing from  ischemia  is  sufficient  to  allow  escape 
of  increased  quantities  to  this  enzyme  into  the 
extracellular  compartment  is  not  known.  Fur- 
ther experimental  and  clinical  study  will  be 
necessary  before  a clear  distinction  can  be  drawn 
between  the  effects  of  ischemia  and  infarction  on 
SGO-T  levels. 

Recently,  elevations  of  SGO-T  with  fresh 
cerebral  vascular  accident  in  nine  out  of  21 
patients  with  “curves  resembling  those  of  myo- 
cardial infarction”  were  reported  by  Lieberman 
et  al.s  who  also  noted  serum  enzyme  elevations 
in  over  50  per  cent  of  injured  patients,  “un- 
related to  demonstrable  cardiac  injury.”  In 
addition,  others5  have  described  SGO-T  elevation 
in  association  with  pulmonary  disease.  The 
numerous  disease  states  which  may  cause  SGO-T 
elevation  demands  caution  in  relying  too  heavily 
on  this  diagnostic  test. 

Conclusions 

1.  Proper  control  of  laboratory  or  reactant 
temperature  is  necessary  to  avoid  false  elevations 
of  SGO-T. 

2.  Because  of  the  transient  nature  of  SGO-T 
elevation,  the  possibility  of  death  in  the  first 
hours  of  postinfarction,  and  the  difficulty  in 
judging  exact  age,  there  will  always  be  a more 
or  less  fixed  percentage  of  false  negatives. 

3.  In  this  series  three  of  the  patients  with 
definite  infarcts  (group  I)  had  normal  SGO-T 
levels.  A great  majority  of  the  other  negatives 
could  be  explained  by  time  factors. 

4.  No  single  or  isolated  clinical,  laboratory, 
or  electrocardiographic  event  could  be  correlated 
with  the  period  of  maximal  elevation  of  SGO-T. 

5.  The  reason  for  the  rise  in  SGO-T  observed 
in  group  II  is  unknown  and  thus  raises  the 
question  as  to  the  validity  of  the  test  in  dis- 
tinguishing myocardial  infarction  from  myo- 
cardial ischemia. 
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6.  Other  conditions,  such  as  cerebrovascular 
accidents,  muscle  trauma,  pulmonary  in- 
farctions, congestive  failure,  or  fractures  may 
cause  rises  in  SGO-T. 
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Form  Council  for  Health  Care  of  the  Aged 


The  foundation  was  laid  on  April  8 by  some  of  the 
most  important  organizations  in  the  health  field  to 
solve  the  problem  of  the  health  care  of  the  aged. 
For  this  purpose  the  American  Dental  Association, 
the  American  Hospital  Association,  the  American 
Medical  Association,  and  the  American  Nursing 
Home  Association  announced  the  establishment  of 
the  Joint  Council  to  Improve  the  Health  Care  of  the 
Aged. 

Objectives  of  the  council,  the  formation  of  which 
has  been  under  consideration  for  some  time  by  the 
sponsoring  groups,  were  announced  as : 

“(1)  To  identify  and  analyze  the  health  needs  of 
the  aged;  (2)  to  appraise  available  health  resources 
for  the  aged,  and  (3)  to  develop  programs  to  foster 
the  best  possible  health  care  for  the  aged  regardless 
of  their  economic  status.’ ’ 

The  Joint  Council  to  Improve  the  Health  Care  of 
the  Aged  is  made  up  of  three  representatives  of  each 
sponsoring  organization. 

One  of  the  first  jobs  of  the  council  will  be  to  de- 
termine exactly  what  are  the  health  problems  of  the 
aged.  Studies  have  been  underway  for  the  past 
several  years  by  the  organizations  making  up  the 
council,  but  now,  through  joint  efforts,  research  will 
be  intensified  and  projects  for  meeting  the  problem 
will  be  activated  as  rapidly  as  possible.  The  council 
will  be  the  agency  through  which  the  efforts  of  the 
sponsoring  member  organizations  will  be  coordi- 


nated to  solve  the  health  problems  of  the  aged. 

The  sponsoring  organizations  pointed  out  that  the 
need  for  new  programs  in  this  field  is  accented  by  the 
fact  that  the  life  expectancy  of  individuals  has  been 
constantly  increasing  in  recent  years.  In  1935  life 
expectancy  in  the  United  States  was  an  average 
60.2  years. 

The  most  recent  figure  indicates  the  average  life 
expectancy  now  to  be  seventy  years. 

The  council  will  have  as  one  of  its  principal  im- 
mediate projects  the  development  of  programs  and 
facilities  to  be  tailored  to  the  health  needs  and 
finances  of  the  aged. 

Another  facet  of  the  council’s  broad-range  pro- 
gram will  be  to  work  closely  with  health  insurance 
groups  in  an  effort  to  improve  the  coverage  of  the 
aged  and  to  see  that  their  insurance  dollars  go 
further. 

It  is  the  belief  of  the  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged  that  much  can  be  done  for 
older  people  by  the  states  and  communities,  and  the 
council  will  endeavor  to  stimulate  the  activities  at 
these  levels  of  government. 

Special  research  projects  are  contemplated  by 
each  of  the  organizations  supporting  the  council. 
This  research  will  then  be  pooled  and  programs  de- 
veloped to  meet  the  health  needs  of  the  aged.  The 
ultimate  goal  is  to  provide  adequate  health  care  at 
reasonable  costs. 
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Airborne  excitants  and  foods  are  generally- 
recognized  as  important  eliciting  factors  of 
bronchial  asthma.  The  role  infection  plays  in 
the  causation  of  asthma  has  not  been  clearly 
defined.  The  bacterial  factor  as  an  antigen, 
perhaps,  is  less  often  perceived  due  to  the  lack 
of  any  positive  substantiating  skin  tests  with 
the  bacterial  allergen  and  the  delay  between 
contact  with  the  cause  and  the  development  of 
the  asthmatic  effect.  Furthermore,  the  em- 
ployment of  the  trial  and  error  procedures  for 
verification  of  the  specific  cause,  so  valuable  in 
determining  an  active  airborne  or  food  factor, 
is  usually  inapplicable  in  the  case  of  the  bacterial 
antigen.  It  is  understandable,  therefore,  that 
there  has  been  a delayed  acceptance  of  the  idea 
that  bacterial  sensitization  is  significant  as  a 
specific  cause  of  bronchial  asthma. 

As  the  causation  of  bronchial  asthma  becomes 
more  generally  understood,  the  simple  nonin- 
fective  cases,  obviously  due  to  airborne  ex- 
citants, such  as  the  dander  of  a household'  pet, 
or  food,  are  readily  recognized  by  the  pediatrician 
without  benefit  of  skin  test.  Such  cases  are 
becoming  increasingly  rare  in  any  group  under 
the  care  of  the  allergist. 

As  in  many  other  allergy  problems,  a care- 
fully obtained  history  is  the  most  important 
aid  in  the  diagnosis  of  infective- type  asthma. 
The  history,  always  obtained  in  the  absence  of 
the  child,  yields  more  information  important'  in 
diagnosis  than  any  other  procedure.  Signifi- 
cant are  past  occurrences  of  repeated  attacks 
of  tonsillitis,  otitis  media,  and  bronchitis.  Mea- 
sles, pertussis,  or  tonsillectomy  may  have  im- 
mediately preceded  the  initial  appearance  of 
asthma.  The  parents’  description  of  the  present 
attacks  may  be  highly  significant.  The  symp- 
toms usually  occur  nonseasonally  but  may  dis- 
appear in  the  clement  weather  of  midsummer. 
They  are  aggravated  in  the  fall  and  winter  by 
dampness  and  cold,  and  by  the  return  of  the 
child  to  school  where  he  may  unavoidably  be 
exposed  to  varying  types  of  acute  and  chronic 
respiratory  infections.  Improper  heating  and 


fatigue,  from  excessively  heavy  scholastic  sched- 
ules intensify  the  problem. 

Frequently  acute  upper  respiratory  infections 
precede  the  exacerbation  of  asthma,  with  fever, 
lassitude,  and  cough.  Also,  there  is  frequently 
anorexia  and  loss  of  weight.  The  history  of 
repeated  use  of  antibiotic  drugs  suggests  the 
importance  of  infection  in  these  attacks.  The 
severity  is  indicated  by  the  list  of  medications 
required  to  control  the  symptoms.  The  need 
for  hospitalization  with  oxygen  or  oxygen-helium 
therapy  is  more  common  in  the  case  of  the 
bacterial  asthma  than  in  the  inhalant  or  food 
type. 

The  faucial  tonsils,  if  still  present,  are  usually 
enlarged  and  congested,  and  the  lymphoid  tissue 
of  the  posterior  wall  is  hypertrophied  and  in- 
flamed. In  those  cases  in  which  adenoidec- 
tomy  has  been  performed,  the  lymphoid  tissue 
may  be  present  chiefly  in  the  lateral  areas  of 
the  nasopharynx  and  particularly  in  proximity 
to  the  internal  openings  of  the  auditory  tubes. 
The  presence  of  such  tissue  can  be  determined 
only  by  a nasopharyngoscope  and  not  by  in- 
effectual digital  examination. 

The  positive  intracutaneous  test  with  the 
extracts  of  airborne  inhalants  or  foods  char- 
acteristic of  the  immediate  form  of  respiratory 
allergy,  accompanied  by  wheal,  itching,  and  a 
zone  of  erythema,  is  never  demonstrated  in  the 
purely  infective  cases.  Immediate  intracuta- 
neous test  reactions  with  bacteria  or  bacterial 
products,  such  as  vaccines,  filtrates,  or  toxins, 
are  usually  absent  or  where  present,  they  are 
nonspecific.  Many  of  the  bacterial  problems, 
however,  are  “mixed”  cases,  being  sensitive 
not  only  to  bacterial  products  but  to  airborne 
excitants  and/or  foods.  In  such  cases,  positive 
responses  are  obtained  to  such  eliciting  factors 
as  pollens,  dusts,  and  animal  danders. 

Needless  to  say,  in  every  “mixed”  case,  both 
the  infection  and  inhalant  or  food  sensitization 
must  be  treated  simultaneously.  A child  highly 
allergic  to  a cat  and  to  the  infection  in  an  adenoid 
mass,  will  not  usually  respond  satisfactorily 
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unless  removal  of  both  excitants  is  accomplished. 

The  first  stage  in  treatment  is  to  attempt  to 
remove  the  cause  or  causes  of  asthma.  Al- 
lergens verified  by  positive  skin  test,  history, 
and/or  clinical  trial  and  error  procedures  which 
complicate  the  bacterial  allergy,  should  be  re- 
moved from  the  environment  and  from  the  diet. 
Dusty  cotton,  kapok,  or  feather-filled  mat- 
tresses or  pillows  should  be  enclosed  in  a plastic 
cover  or  replaced  with  others  made  of  Dacron, 
Acrylon,  or  foam  rubber.  Pets  may  have  to 
be  removed.  Food  items  suspected  by  history 
or  by  test  are  to  be  eliminated  from  the  diet 
for  a period  of  time  necessary  to  verify  true 
antigenicity. 

Where  a satisfactory  degree  of  avoidance  of 
the  inhalant  factors  is  impossible,  as  in  the  case 
of  dusts  and  pollens,  hyposensitization  treatment 
with  injections  of  the  specific  extract  or  ex- 
tracts may  be  necessary.  The  results  obtained 
under  proper  treatment  with  these  measures  are 
excellent  in  the  child  whose  asthma  is  due  en- 
tirely to  airborne  causes,  successful  to  a degree 
in  the  “mixed”  type,  determined  by  the  relative 
importance  of  the  skin-sensitive  form  over  the 
bacterial  form,  and  disappointing  in  the  child 
in  whom  the  asthmatic  condition  is  of  the  purely 
infective  type.  Not  only  is  identification  of 
causes  more  difficult  in  the  bacterial  type,  but 
treatment  by  removal  or  immunization  is  more 
troublesome.  However,  the  policy  in  therapy 
is  the  same  as  in  the  skin-sensitive  type — to 
remove  the  cause.  This  procedure  requires 
the  close  cooperation  of  the  rhinologist,  alert 
to  the  importance  of  upper  respiratory  infection 
in  the  allergic  child. 

An  outstanding  characteristic  of  the  hyper- 
sensitive state  is  the  ease  with  which  severe  and 
overwhelming  symptoms  develop  on  exposure 
of  the  patient  to  infinitesimal  quantities  of  his 
specific  excitant.  An  invisible  amount  of  pollen 
in  the  air,  or  the  merest  trace  of  a certain  food 
on  the  lip,  is  sufficient  to  throw  the  specifically 
sensitized  asthmatic  individual  into  a stubborn, 
even  intractable  attack.  The  same  holds  true 
with  a bacterial  antigen  as  the  eliciting  agent. 
A quantity  of  infection  apparently  insignificant 
to  the  nonallergic  often  becomes  a prime  factor 
in  the  patient  sensitive  to  it.  As  little  as  a 
1/20  ml.  of  a 1 to  100,000  dilution  of  a 1 per  cent 
suspension  of  the  specific  bacterial  antigen  may 
produce  a severe  prolonged  asthmatic  paroxysm 
in  the  sensitive  child. 

Whenever  found,  persistently  infected  tissue 


in  the  asthmatic  child  should  be  removed  to 
the  greatest  possible  extent.  This  decision 
should  not  be  lightly  made.  There  is  much 
accumulated  evidence  to  show  that  lymphoid 
tissue  plays  an  important  role  in  the  normal 
defense  mechanisms  and  that  its  elimination 
impairs  the  child’s  power  to  develop  immunity. 
Lymphoid  tissue,  therefore,  should  be  removed 
only  where  chronic  infection  is  present  without 
question.  This  can  be  accomplished  by  periodic 
examination  of  the  asthmatic  child  during  acute 
and  inactive  phases  of  the  disease  over  a period 
of  months. 

When  the  tissue  involvement  is  diffuse,  as 
is  frequently  found  in  those  children  who  have 
had  a previous  adenoidectomy,  irradiation 
procedures  are  indicated  by  the  use  of  roentgen 
or  radium  therapy.  No  postradiation  effects 
have  been  encountered  in  children  receiving  this 
type  of  therapy  under  the  proper  supervision 
of  an  expert.  Such  radon  therapy  as  devised 
by  Crowe  and  Ward1  has  been  used  with  grati- 
fying results  in  a group  of  children  reported 
by  Spain  and  Weymuller.2  It  must  be  kept 
in  mind  that  this  type  of  therapy  is  most  effectual 
when  used  concurrently  with  specific  allergic 
treatment  of  other  existing  allergens  in  the  same 
child. 

Tonsillectomy  is  the  most  common  of  all 
surgical  procedures,  comprising  25  per  cent  of 
all  operations.  It  has  been  performed  not  only 
by  rhinologists,  but  by  many  pediatricians, 
general  practitioners,  and  general  surgeons. 
It  can  be  an  operative  procedure  performed 
most  inadequately.  Often  lacking  is  the  ap- 
preciation of  the  need,  particularly  in  the  case 
of  the  allergic  child,  of  meticulous  technic,  with 
as  complete  removal  as  possible  of  all  infected 
tonsillar  tissue.  Usually  tonsillar  remnants 
remaining  after  operation  are  considered  to  be 
more  hazardous  to  health  than  the  whole  tonsil. 
While  dangerous  to  any  child,  infected  residual 
tonsil  tissue  is  of  greater  consequence  to  the 
bacterial-sensitive  child  because  slight  bacterial 
activity  may  cause  asthmatic  symptoms.  Fol- 
lowing a correctly  performed  tonsillectomy, 
there  is  no  regeneration  of  infected  tonsillar 
tissue,  a situation  very  different  from  that  ex- 
isting with  the  adenoid  tissue. 

The  indications  for  tonsillar  removal  in  the 
allergic  and  nonallergic  child  are  the  same; 
namely,  the  presence  of  chronic  infection  that 
has  been  carefully  diagnosed.  The  removal  of 
tonsils  on  suspicion  and  for  no  better  reason 
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than  that  they  happen  to  be  hypertrophied  or 
present  in  a child  who  is  asthmatic  should  be 
condemned.  In  our  study  of  400  children 
with  infective  asthma,  we  found  that  removal 
of  tonsils  and  adenoids  in  many  instances  may 
delay  the  onset  of  asthma  for  a period  of  two 
years  but  certainly  does  not  prevent  its  develop- 
ment. The  idea  is  frequently  expressed  that 
severe  bronchitis  and  bronchial  asthma  in  child- 
hood is  initiated  or  accentuated  by  tonsil  re- 
moval. This  may  be  true  in  those  patients  on 
whom  incomplete  operations  have  been  done. 
However,  with  meticulous  operative  technic 
plus  treatment  for  any  existing  food  or  inhalant 
sensitivity,  the  occurrence  of  such  respiratory 
effects  may  be  prevented,  especially  where  a 
course  of  preoperative  and  postoperative  an- 
timicrobial therapy  is  employed. 

Specific  Therapeutic  Measures 

Before  proper  management  of  the  asthmatic 
child  can  be  achieved,  a specific  etiologic  diagnosis 
must  be  established  by  a complete  allergic 
investigation.  A complete  and  comprehensive 
history  is  the  most  important  diagnostic  tool 
used  in  making  an  allergic  diagnosis.  Physical 
examination  and  sensitivity  studies  including 
intradermal  testing,  elimination  diets,  clinical 
exposures,  and  smears  for  eosinophils  will 
complete  the  study.  Only  after  uncovering  the 
responsible  allergens  can  the  pediatrician  or 
allergist  proceed  with  specific  measure  which 
will  alleviate  the  asthmatic  episodes  and  pre- 
vent future  recurrences. 

Removing  the  cause  as  far  as  possible  in 
conjunction  with  immunizing  injections  of  the 
specific  allergic  excitant  will  prove  useful  in 
the  food  and  inhalant  types  of  asthma  but  less 
successful  in  the  more  stubborn  infective  type 
of  asthma.  Vaccine  therapy  is  usually  disap- 
pointing unless  the  focus  of  infection  is  removed. 

Nonspecific  Therapeutic  Measures 

Ephedrine  sulfate  or  hydrochloride  is  very 
helpful  in  controlling  the  milder  asthmatic 
seizures  and  may  be  conveniently  given  in  the 
syrup  of  the  National  Formulary  which  con- 
tains ephedrine  sulfate  1/4  gr.  per  ounce.  This 
preparation  has  a good  cherry  taste  and  can 
be  combined  with  elixir  of  phenobarbital. 
Codeine  may  be  added  for  any  stubborn  cough. 

Aminophylline  orally  in  0.1  Gm.  doses  alone 
or  combined  with  ephedrine  is  helpful.  Amino- 
phylline rectal  suppositories  are  most  effectual 


in  alleviating  an  acute  attack  of  asthma.  The 
suppository  should  be  the  child  size  which  con- 
tains 0.25  Gm.  of  aminophylline  with  a nonre- 
active base.  Recently  several  reports  have 
appeared  in  the  literature  concerning  toxic 
reactions  in  children  after  the  use  of  amino- 
phylline suppositories.3-5  These  investigators 
have  stressed  the  dangers  of  summation  effects 
when  aminophylline  is  combined  with  other 
agents  in  the  treatment  of  asthma.  Thousands 
of  aminophylline  suppositories  are  used  every 
year  with  minimal  reactions  under  proper  super- 
vision and  with  safe  dosages.  It  would  seem 
that  the  reactions  reported  were  toxic  and  in 
large  part  due  to  overdosage  per  se  or  in  com- 
bination with  other  antiasthmatic  medication. 
These  reports  should  not  lead  to  lessened  use  of 
this  safe  and  useful  drug,  but  rather  to  more 
careful  administration.  An  effective  dosage  is 
5 mg.  per  Kg.  of  body  weight  given  rectally  at 
bedtime  and  again  in  twelve  hours,  if  necessary. 
If  restlessness  or  vomiting  occurs  after  use  of 
aminophylline,  reduce  or  stop  the  drug. 

The  antihistamines  are  less  useful  in  the 
bacterial  form  of  asthma  than  in  the  airborne 
or  food  forms.  The  atropine-like  effect,  with 
drying  of  the  bronchial  secretions,  may  be  a 
contraindication . 

Epinephrine  1 to  1,000  by  injection  is  given 
in  small  doses  of  0.1  to  0.3  cc.  every  thirty  min- 
utes until  relief  is  obtained.  A total  of  not 
more  than  0.9  cc.  of  epinephrine  should  be  given 
in  the  divided  doses.  Epinephrine  1 to  1,000 
by  spray  is  less  useful  in  the  child  and  should 
be  used  with  caution. 

A saturated  solution  of  potassium  iodide  is 
the  most  effective  expectorant  one  can  use. 
In  children  an  average  dose  of  one  drop  of  the 
solution  per  year  of  age  three  times  a day  in 
water  or  milk  after  meals  is  safe.  In  case  of 
sensitivity  to  the  iodides,  ammonium  chloride 
may  be  substituted.  Syrup  of  ipecac,  U.S.P., 
in  one-half  to  one  teaspoonful  may  bring  relief 
by  emesis  which  empties  the  stomach  and 
possibly  the  bronchial  tree  of  much  of  the  ac- 
cumulated mucus  that  the  child  has  not  learned 
to  eliminate  by  expectoration. 

The  antimicrobial  agents  have  proved  most 
beneficial  in  checking  the  asthma  due  to  in- 
fection. One  of  the  broad-spectrum  antibiotics 
should  be  used  when  history,  pltysical,  and 
laboratory  data  indicates  a bacterial  factor  as 
the  cause  of  the  asthmatic  attack.  Due  to 
the  high  sensitizing  potential  of  penicillin, 
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particularly  in  the  allergic  child,  one  of  the 
other  antibiotic  agents  should  be  started  first. 

Steroid  hormones  should  be  used  only  in 
critical  situations  and  are  indicated  in  those 
acute  cases  which  have  not  responded  to  the 
usual  antiasthmatic  medications.  The  pro- 
miscuous use  of  these  agents  in  the  treatment 
of  childhood  asthma  should  be  condemned. 
Symptomatic  treatment  with  the  steroids  or 
any  other  medication  should  not  replace  the 
diagnostic  search  for  the  etiologic  agents  caus- 
ing the  asthmatic  state. 

Education  of  the  Parents 

No  measure  against  the  asthmatic  condition 
can  be  altogether  effective  unless  the  attitude 
of  the  parents  and  of  the  child  is  evaluated 
and,  where  necessary,  corrected  as  far  as  pos- 
sible. Apprehension  and  over-anxiety  caused 
in  the  parents  by  the  repeated  and  unyielding 
attacks  are  soon  apparent  to  the  child  who 
becomes  convinced  he  is  “different”  from  other 
children  and  requires  special  consideration. 
As  a result,  the  child  becomes  an  undisciplined, 
demanding,  tyrant  whose  real  attacks  of  asthma 
are  difficult  to  distinguish  from  those  he  learns 
to  simulate  in  order  to  have  his  own  way.  A 
proper  understanding  by  the  parents  of  the 
asthmatic  problem  will  do  much  to  correct 
their  attitude  toward  it.  Parents  should  be 
taught  to  dissemble  their  emotions  in  the  pres- 
ence of  the  child,  to  adopt  a more  casual  at- 
titude toward  him,  and  to  make  it  a rule  never 
to  discuss  the  child’s  condition  in  his  presence. 
As  few  restrictions  as  possible  in  his  activities 
should  be  made  and  he  should  not  be  allowed 
to  lead  an  undisciplined  existence.  Much 
ingenuity  may  be  required  to  prevent  the  child 


from  hypochondriasis.  With  clinical  improve- 
ment these  problems  diminish  and  irritability 
and  querulousness,  often  present  features,  grad- 
ually disappear. 

In  an  effort  to  assume  a normal  attitude 
toward  their  asthmatic  child,  the  parents  often 
lean  too  far  toward  the  opposite  extreme. 
They  should  not  be  permitted  to  incite  the  child 
to  lead  a rugged  existence  in  order  to  “toughen” 
him.  Concessions  must  be  made  to  his  in- 
firmity. Parents  should  avoid  the  excessive 
physical  activity  often  encouraged  by  the  actions 
of  older  brothers  and  sisters  or  classmates  who 
act  as  peacemakers.  Emphasis  should  be  placed 
on  the  need  for  added  daily  rest  for  the  young 
asthmatic  who  shows  his  fatigue  by  becoming 
unmanageable. 

The  parent  should  be  advised  of  the  impor- 
tance of  preventing,  wherever  possible,  the  con- 
tact of  the  child  with  other  individuals  suffering 
from  acute  or  chronic  upper  respiratory  in- 
fections. Where  two  or  more  siblings  are  sub- 
ject to  such  infections,  it  becomes  difficult  to 
prevent  a vicious  cycle  of  “colds”  from  occurring 
and  persisting  throughout  the  winter.  Where 
another  member  of  the  household,  young  or 
old,  suffers  from  chronic  sinusitis,  it  becomes 
extremely  difficult  to  protect  the  patient.  Such 
sinusitis  in  others  should  be  actively  treated  for 
the  benefit  of  the  child  exposed  to  it. 
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The  record  of  older  drivers  deteriorated  again  in  1957.  Drivers  sixty-five  years  of  age  and 
over  were  involved  in  6.2  per  cent  of  the  fatal  accidents  as  compared  to  5.6  per  cent  in  1956,  an 
increase  of  almost  11  per  cent  and  an  increase  of  25  per  cent  since  1955. 

Drivers  in  the  twenty-five  to  sixty-four-age  group,  by  far  the  largest  number  of  licensed  opera- 
tors, continued  to  be  the  safest  drivers. — The  Road  Toll,  The  Travelers  1958  Book  of  Street 
and  Highway  Accident  Data 
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Meprobamate * in  the  Treatment  of  Chronic , 
Deteriorated,  Institutionalized  Epileptics 

A.  A.  IVANOV,  M.D.,  SONYEA.  NEW  YORK 
{From  the  Craig  Colony  Hospital ) 


Anticonvulsive  agents  have  proved  in- 
creasingly helpful  in  control  of  seizures  in 
the  epileptic  patient.  But  such  therapy  generally 
is  inadequate  among  chronic,  moderately  deteri- 
orated epileptics,  such  as  those  under  treatment 
in  this  institution. 

In  screening  for  more  effective  anticonvulsive 
drugs,  meprobamate  appeared  promising  for  sev- 
eral reasons:  (1)  animal  trials  show  it  to  be  a 
strong  anticonvulsant;1  (2)  it  possesses  clinically 
demonstrated  muscle  relaxant  properties;2-5  and 
(3)  the  drug  is  noted  to  exert  pharmacologic  ac- 
tivity with  few  side-effects  and  low  toxicity.  In 
addition,  Perlstein6  has  reported  successful  treat- 
ment of  idiopathic  petit  mal  with  meprobamate. 

Clinical  Report 

To  investigate  experimentally  the  effectiveness 
of  meprobamate  among  epileptics,  33  moderately 
deteriorated  female  patients  were  selected  from 
among  the  institutionalized  population  at  Craig 
Colony.  Patients  ranged  in  age  from  nine  to 
seventy  years,  with  a median  age  of  thirty  years. 
Median  duration  of  institutionalization  was  ten 
years. 

All  patients  suffered  both  grand  mal  and  petit 
mal  seizures,  with  the  latter  predominating. 
Grand  mal  attacks  in  the  study  group  were 
fairly  well  controlled  by  phenobarbital,  diphenyl- 
hydantoin  sodium  and  methylphenylethyl-hydan- 
toin.  Petit  mal  seizures  could  not  be  controlled 
with  any  anticonvulsive  agents  previously  tested, 
although  various  drugs  had  been  evaluated  over 
many  years.  In  some  patients,  petit  mal  sei- 
zures totaled  several  hundred  yearly;  one  case 
had  as  many  as  772  attacks  yearly. 

Of  the  33  cases,  25  were  diagnosed  as  idiopathic 
epilepsy.  The  remaining  eight  patients  suffered 
symptomatic  epilepsy  of  organic  origin.  Epilep- 
tic etiology  among  these  last  eight  patients  was 
diverse:  agenesis  in  one  case,  congenital  syphilis 
in  another,  tuberous  sclerosis  in  a third,  endo- 

* Meprobamate  was  supplied  for  this  study  by  Wyeth 
Laboratories,  Radnor;  Pennsylvania,  as  Equanil. 


crinopathy  in  two  others,  and  meningo-encephali- 
tis  of  unknown  origin  in  the  remaining  three  cases. 

Method  and  Materials 

All  patients  were  examined  carefully  prior  to 
the  study.  Urinalysis  and  a complete  blood 
study  (including  platelet  count)  were  taken  before 
the  meprobamate  treatment  and  every  two  weeks 
during  therapy. 

All  other  tranquilizing  drugs  (e.g.,  chlorproma- 
zine,  reserpine)  were  discontinued  before  mepro- 
bamate medication  began.  All  anticonvulsive 
agents  for  control  of  petit  mal  seizures  (e.g.,  tri- 
methadione,  phensuximide)  were  withdrawn 
gradually  to  avoid  confusing  the  results  of  me- 
probamate therapy.  Anticonvulsive  drugs  for 
control  of  grand  mal  seizures  were  continued  in 
the  same  dosage  as  before  the  study.  Drowsi- 
ness, when  present,  was  counteracted  by  10  mg.  of 
methylphenidylacetate  hydrochloride  or  5 mg.  of 
dextro-amphetamine  sulfate  two  or  three  times 
daily. 

Meprobamate  dosage  ranged  from  200  mg.  to 
2,400  mg.  daily.  Initially  the  drug  was  adminis- 
tered at  a low  dosage.  Later,  dosage  was  gradu- 
ally increased  until  satisfactory  response  resulted 
or  toxic  effects  appeared. 

Treatment  began  in  June,  1956,  and  has  con- 
tinued to  date.  At  first,  patients  were  checked 
each  week;  later,  they  were  examined  every  two 
weeks.  Careful  notes  were  taken  on  patient 
condition,  number  of  seizures,  and  side-effects. 

Results 

After  fifteen  months  of  continuous  meproba- 
mate therapy,  results  were  evaluated  as  shown  in 
Table  I.  In  13  of  33  patients,  grand  mal  attacks 
were  reduced  in  frequency.  In  13  of  33  patients, 
petit  mal  seizures  were  reduced  in  frequency. 
However,  the  reduced  frequency  of  either  type  of 
attack  was  not  necessarily  seen  in  the  same  pa- 
tient. Grand  mal  was  unimproved  or  aggrava- 
ted in  20  of  33  patients.  Petit  mal  was  unim- 
proved or  aggravated  in  20  of  33  patients. 


August  1,  1958 


2529 


A.  A.  IVANOV 


TABLE  I. — Reduction  in  Frequency  of 
tacks  Among  33  Female  Patients  After 
Therapy 

Epileptic  At- 
Meprobamate 

Per  Cent  of 

✓ Type  of  Attack s 

Reduction 

Petit  Mal 

Grand  Mal 

76  or  more 

3 

7 

50  to  75 

3 

1 

25  to  50 

7 

5 

0 to  25 

2 

15 

Aggravated 

18 

5 

■ 

— 

Total 

33 

33 

Examination  of  Table  1 reveals  a fact  of  inter- 
est. In  petit  mal,  for  which  other  anticonvul- 
sant drugs  were  withdrawn,  18  conditions  became 
aggravated.  In  grand  mal,  for  which  other  anti- 
convulsant drugs  were  continued,  five  conditions 
became  aggravated. 

Table  II  evaluates  over-all  response  to  therapy 
in  the  individual  patient.  Eleven  of  33  patients 
showed  over-all  improvement.  Compare  this 
rate  of  improvement  with  Table  I,  where  26  of  66 
observed  epileptic  conditions  improved. 

Case  Reports 

Case  1. — An  eleven-year-old  white  female  was 
admitted  to  Craig  Colony  in  April,  1956,  with  a 
diagnosis  of  idiopathic  epilepsy.  Her  history 
showed  an  average  of  32  grand  mal  and  33  petit  mal 
seizures  monthly.  Close  observation  between  April 
and  June,  1956,  verified  this  seizure  frequency. 
Meprobamate  treatment  began  in  June,  1956  at  200 
mg.  three  times  daily.  This  dosage  was  rapidly  in- 
creased to  400  mg.  four  times  a day.  Remarkable 
improvement  resulted.  Petit  mal  seizures  nowT  aver- 
age 15  per  month,  a 50  per  cent  decrease.  Over  the 
past  eight  months  only  three  grand  mal  seizures  have 
occurred,  a reduction  of  more  than  90  per  cent. 
Treatment  was  temporarily  interrupted  because  of 
a drop  in  white  blood  cell  count  to  4,800  and  de- 
velopment of  mild  ataxia.  Both  conditions  cor- 
rected themselves  in  a short  time,  and  therapy  was 
resumed  at  200  mg.  three  times  a day.  This  main- 
tenance dosage  has  sufficed  to  retain  the  reduced 
seizure  rate. 

Case  2. — A twenty-five-year-old  white  female 
was  admitted  in  May,  1948,  with  a diagnosis  of  idio- 
pathic epilepsy.  Over  the  past  five  years,  grand 
mal  seizures  have  ranged  from  six  to  36  yearly,  de- 
spite continuous  anticonvulsive  drug  therapy. 
Petit  mal  seizures  during  the  same  time  varied  from 
82  to  772  yearly;  no  drug  regimen  reduced  petit 
mal  attacks.  Prior  to  therapy  this  patient  con- 
stantly bruised  and  cut  her  head  and  face  during 
attacks.  She  frequently  was  confused  and  dis- 
turbed. Restraints  were  necessary.  Meprobamate 
therapy  began  in  June,  1956,  at  600  mg.  daily  and 


TABLE  II. — Clinical  Response  to  Meprobamate  Ther- 
apy Among  33  Female  Patients  by  Epileptic  Etiology 


Type  of 
Epilepsy 

Excel- 

lent 

Type  of  Response 

Good  Fair  None 

Aggra- 

vated 

Idiopathic  epi- 
lepsy 

(25  patients) 

4 

3 

1 

5 

12 

Symptomatic 
epilepsy 
(8  patients) 

2 

1 

5 

Total 

6 

3 

2 

5 

17 

was  rapidly  increased  to  2,400  mg.  daily.  Under 
medication,  petit  mal  attacks  decreased  50  per  cent. 
Grand  mal  attacks  were  not  reduced.  The  patient 
now  needs  no  restraints,  is  cheerful,  and  shows  more 
interest  in  ward  activities.  No  side-effects  appeared 
other  than  drowsiness,  which  was  controlled  by  20 
mg.  methylphenidylacetate  hydrochloride  daily. 

Case  3. — A fifty-three-year-old  white  female  was 
admitted  in  August,  1933,  with  a diagnosis  of  symp- 
tomatic epilepsy  of  poliomyelitic  origin.  Con- 
tinuous anticonvulsive  drug  therapy  suppressed 
grand  mal  seizures  to  an  average  of  ten  yearly. 
Petit  mal  seizures  averaged  32  yearly  and  did  not 
respond  to  any  of  the  many  drug  regimens  tested. 
Meprobamate  therapy  began  in  June,  1956,  at  400 
mg.  daily  with  prompt  and  favorable  response. 
During  the  past  nine  months  of  treatment  the  pa- 
tient had  one  grand  mal  and  six  petit  mal  seizures, 
an  average  decrease  of  at  least  80  per  cent.  No  side 
effects  were  noted. 

The  drug  was  withdrawn  from  20  patients. 
In  17  patients,  medication  was  discontinued  be- 
cause of  a 50  to  300  per  cent  increase  in  the  num- 
ber of  grand  mal  or  petit  mal  seizures.  Among 
these  17  patients,  increased  petit  mal  seizures 
predominated. 

Meprobamate  was  discontinued  in  an  eight- 
eenth patient  despite  a remarkably  reduced 
number  of  both  grand  mal  and  petit  mal  attacks. 
Under  therapy,  this  patient  continued  to  show' 
severe  behavior  disturbances  which  could  be 
controlled  only  with  an  ataraxic,  such  as  pro- 
mazine or  chlorpromazine.  Concomitant  me- 
probamate-promazine therapy  has  not  yet  been 
attempted. 

In  no  case  did  sudden  withdrawal  of  mepro- 
bamate provoke  an  increased  number  of  grand 
mal  seizures.  When  medication  was  discon- 
tinued, the  pattern  and  frequency  of  grand  mal 
and  petit  mal  seizures  reverted  in  all  cases  to 
that  existing  prior  to  meprobamate  therapy*. 

During  premenstrual,  menstrual,  and  post- 
menstrual  periods,  grand  mal  and  petit  mal  sei- 


2530 


New  York  State  J.  Med. 


MEPROBAMATE  IN  TREATMENT  OF  INSTITUTIONALIZED  EPILEPTICS 


zures  sometimes  increased  slightly.  This  tran- 
sient phenomenon  was  noted  only  in  three  pa- 
tients, and  therapy  was  continued. 

Side-Effects 

The  drug  was  discontinued  in  three  patients 
receiving  large  doses  of  meprobamate,  not  only 
because  of  an  increased  number  of  grand  mal  and 
petit  mal  seizures,  but  also  because  of  leukopenia. 
The  white  blood  cell  count  dropped  below  3,000  in 
ah  three  patients.  Withdrawal  of  the  drug 
brought  correction  of  this  condition  within  a 
short  time. 

In  a fourth  patient  who  received  1,600  mg.  of 
meprobamate  daily,  white  blood  cell  count  drop- 
ped to  4,800.  The  drug  was  temporarily  with- 
drawn, and  the  count  climbed  to  its  normal  level 
within  a short  time.  Meprobamate  therapy  was 
successfully  resumed  at  a lower  dosage  level  with 
no  untoward  effects  in  the  succeeding  months. 

Three  cases  of  drowsiness  developed,  two 
among  patients  benefiting  from  meprobamate. 
Methylphenidylacetate  Iwdrochloride  or  dextro- 
amphetamine sulfate  counteracted  this  side-effect 
sucessfully. 

Two  patients  receiving  large  doses  of  mepro- 
bamate experienced  ataxia,  a somewhat  unex- 
pected side-effect.  The  patients  continued  on 
therapy  at  a reduced  dosage,  and  the  ataxia  re- 
ceded. 

One  patient  showed  a temporary  drop  in  plate- 
let count  to  190,000.  At  reduced  dosage,  the 
condition  disappeared,  and  the  patient  was  con- 
tinued on  medication. 

Comment 

The  accepted  approach  to  testing  anticonvul- 
sants in  epileptics  involves:  (1)  continuing  prior 
medication  until  an  optimum  dosage  is  estab- 
lished for  the  new  drug,  (2)  starting  the  new 
drug  at  a level  considered  safe  and  increasing  the 
dose  gradually  until  seizures  are  controlled  or 
until  toxic  reactions  develop,  and  (3)  if  toxic  re- 
sponse develops,  continuing  (not  suddenly  with- 
drawing) the  new  drug  while  gradually  reducing  it 
to  a nontoxic  dosage  level.7 

With  this  preliminary  statement,  the  large 
number  of  side-effects  noted  among  these  33  pa- 
tients can  be  viewed  more  realistically.  The  fact 
that  meprobamate  was  discontinued  in  20  pa- 
tients is  not  pertinent  because  prior  therapy  had 
proved  equally  ineffectual.  On  withdrawal  of 
meprobamate,  untoward  effects  rapidly  receded, 
and  the  original  epileptic  seizure  patterns  re- 


appeared. 

Improvement  among  13  epileptics  previously 
considered  refractory  cases  is  the  significant  point. 
Even  if  it  were  feasible  to  apply  statistical 
evaluation  to  this  study,  it  is  unnecessary.  The 
improvement  noted  among  our  series  of  chronic, 
moderately  deteriorated,  institutionalized  epilep- 
tics speaks  for  itself. 

Perlstein6  has  investigated  the  effect  of  mepro- 
bamate on  epileptics.  Our  results  differ  some- 
what from  his  report  of  76  cases.  The  discrep- 
ancies between  epileptic  response  noted  by 
Perlstein  and  that  observed  in  our  series  brooks  of 
no  precise  explanation.  But  the  difference  be- 
tween patient  groups  in  these  two  studies  should 
be  emphasized.  Perlstein  selected  his  epileptic 
group  from  private  practice  and  hospital  neu- 
rology service ; our  series  was  composed  entirely  of 
chronic,  moderately  deteriorated,  institutional- 
ized epileptics  suffering  both  grand  mal  and  petit 
mal  seizures.  In  addition,  it  should  be  noted 
that  Perlstein  continued  to  employ  other  anti- 
convulsant drugs  for  control  of  petit  mal  while 
administering  meprobamate.  In  our  series,  such 
adjunctive  drug  therapy  was  gradually  with- 
drawn, and  in  the  latter  months  of  treatment  no 
drug  other  than  meprobamate  was  administered 
for  control  of  petit  mal  attacks. 

Each  patient  in  our  series  had  been  treated  pre- 
viously with  various  indicated  anticonvulsants  in 
a vain  effort  to  achieve  some  measure  of  control 
of  petit  mal  seizures.  Prior  petit  mal  drug  ther- 
apy included  trimethadione  and  phensuximide. 
The  number  of  patients  who  improved  under 
meprobamate  treatment  make  it  apparent  that 
meprobamate  is  more  effective  than  trimetha- 
dione or  phensuximide  in  treatment  of  chronic, 
deteriorated  epileptics. 

Perlstein  concludes  that  meprobamate  . . 
appears  to  be  of  greatest  benefit  in  control  of 
petit  mal.  . .”  Our  observations  confirm  that  the 
drug  has  value  in  the  management  of  petit  mal. 
They  also  suggest  that  many  patients  suffering 
from  grand  mal  seizures  will  benefit  as  well.  In 
addition,  meprobamate  appears  to  desirably  con- 
trol seizures  in  epilepsy  both  of  idiopathic  and 
symptomatic  origin,  the  latter  perhaps  as  well  as 
the  former. 

Meprobamate  is  usually  considered  relatively 
nontoxic.  Almost  all  other  investigators  have 
commented  on  the  remarkable  freedom  of  the 
drug  from  side-effects.  Nonetheless,  untoward 
responses  can  occur  among  epileptics  at  the  high 
dosage  levels  sometimes  required  for  therapeutic 
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effectiveness.  Epileptic  patients  treated  with 
this  drug  should  be  selected  carefully,  should  be 
in  good  physical  condition,  and  should  remain 
under  close  observation. 

Summary 

The  effect  of  meprobamate  was  studied  in  33 
chronic,  moderately  deteriorated,  institutional- 
ized female  epileptic  patients.  Both  idiopathic 
and  symptomatic  epilepsy  were  represented. 
All  patients  suffered  both  grand  mal  and  petit  mal 
seizures,  the  latter  varying  in  frequency  up  to 
772  attacks  yearly.  Petit  mal  seizures  in  the 
group  studied  were  uncontrolled  previously,  de- 
spite continuous  drug  therapy.  Response  to 
meprobamate  was  most  encouraging.  In  1 1 of  33 
patients,  the  drug  controlled  both  petit  mal  and 
grand  mal  seizures  to  a desirable  extent.  Epi- 


lepsy both  of  idiopathic  and  symptomatic  origin 
was  better  controlled  than  before. 

Untoward  effects  were  remarkably  few  in  com- 
parison with  those  induced  by  other  anticonvul- 
sive  agents.  In  selected  patients,  meprobamate 
is  a valuable  adjunct  to  the  management  of 
epilepsy  and  is  more  effective  than  trimethadione 
or  phensuximide  for  the  control  of  petit  mal 
seizures. 
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Acute  Sinusitis  in  Childhood 


The  most  common  symptoms  of  sinusitis  are  nasal 
discharge  and  nasal  obstruction.  Because  these 
symptoms  are  so  frequently  encountered  in  children, 
there  is  a tendency  to  minimize  their  significance, 
with  the  result  that  the  underlying  infection  of  the 
accessory  nasal  sinuses  is  likely  to  be  overlooked. 
Since  sinusitis  may  be  a primary  source  for  mastoidi- 
tis, bronchitis,  bronchiectasis,  infectious  asthma,  and 
other  diseases,  identification  and  adequate  treatment 
are  important.  Infection  of  the  maxillary  and 
ethnoid  sinuses  is  more  common  than  infection  of  the 
frontal  and  sphenoid  sinuses,  primarily  because  the 
first  two  are  present  at  birth.  Sinusitis  may  occur 
following  an  infection  of  the  neighboring  lymphoid 
tissues  or  a common  cold,  or  may  be  due  to  foreign 


bodies  in  the  nose,  anomalies  of  the 'nose,  polyposis, 
malnutrition,  and  a number  of  systemic  diseases. 
X-ray  diagnosis  is  very  difficult,  and  transillumina- 
tion is  of  little  value  in  the  younger  group.  The 
treatment  consists  of  rest,  good  hygiene,  antibiotics, 
shrinkage  of  the  mucosa,  and  establishment  of  ade- 
quate drainage. 

Local  antibiotics  are  of  no  value,  but  systemically 
administered  antibiotics  (penicillin  is  usually  effec- 
tive) are  indicated.  The  prognosis  of  acute  sinusitis 
is  usually  good,  but  if  not  adequately  treated,  it  may 
lapse  into  prolonged  chronicity,  or  complications 
may  supervene. — Carlos  N.  Vincens,  M.D.,  Clinical 
Proceedings  of  the  Children's  Hospital,  Washington, 
D,C.,  December , 1957 
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Mandibular  Muscle  Spasms:  Their  Role  in  Head 
and  Neck  Pain  and  Mandibular  Dysfunction 

ARTHUR  S.  FREESE,  D.D.S.,  NEW  YORK  CITY 


Obscure  head  and  neck  pain  has  always 
presented  a problem  to  physician  and 
dentist  alike,  and  unfortunately,  the  patient 
has  often  paid  with  his  suffering  for  medical 
lack  of  knowledge.  Costen1’2  in  1939  first  noted 
the  importance  of  spasms  of  the  mandib- 
ular musculature,  and  in  recent  years  Sicher,3-6 
Sarnat,7  Schwartz,8  and  the  author  9-12  have 
called  attention  to  these  spasms. 

As  the  author  has  pointed  out  in  other  arti- 
cles, 9-12  it  is  the  neuromuscular  apparatus  of 
the  mandible  that  governs  the  temporoman- 
dibular joint  actions,  and  the  muscular  activ- 
ity itself  is  controlled  by  neural  reflexes  orig- 
inating in  proprioceptive  nerve  endings  in  the 
muscles,  the  articular  capsule,  and  the  periodon- 
tal ligaments  of  the  teeth.  Muscles  can  func- 
tion either  by  isometric  contraction,  the  muscle 
maintaining  its  length  and  acting  as  a stabilizer, 
or  by  isotonic  contraction,  the  muscle  shortening 
and  acting  as  a mover.  The  action  of  a muscle 
is  also  determined  by  the  anatomy  of  the  muscle. 
Where  the  muscle  fibers  are  long  and  follow  the 
long  axis  of  the  muscle,  the  muscle  is  one  of 
movement.  Where  the  muscle  fibers  are  rel- 
atively short  and  lie  at  an  angle  to  the  long 
axis  of  the  muscle,  there  are  more  fibers,  and  the 
muscle  is  one  of  great  power. 

The  mandibular  muscles  are  best  divided 
into  two  groups:  the  muscles  of  mastication 
and  the  suprahyoid  muscles. 

The  Muscles  of  Mastication 

The  muscles  of  mastication  comprise  eight 
powerful  muscles  which  are  supplied  by  the 
motor  branches  of  the  third  division  of  the 
trigeminal  nerve.  These  muscles  are:  the 

right  and  left  temporal,  masseter,  internal 
pterygoid,  and  external  pterygoid.  They  do 
not  function  individually  but  act  as  a coordinated 
unit. 

The  temporal  muscle  originates  from  the 
entire  floor  of  the  temporal  fossa,  passes  be- 
tween the  lateral  surface  of  the  skull  and  the 
zygomatic  arch,  and  inserts  into  the  coronoid 


process  and  the  anterior  border  of  the  ramus  of 
the  mandible.  The  anterior  fibers  run  vertically, 
but  there  is  a gradual  change  in  direction  as  the 
muscle  extends  posteriorly,  until  it  meets  the 
posterior  fibers  which  run  almost  horizontally  for- 
ward. This  muscle  with  its  long  fibers  in  the 
long  axis  is  a muscle  of  movement.  It  elevates 
the  mandible  and  can  also  retrude  it  slightly. 

The  masseter  muscle  is  a rectangular  muscle 
which  originates  from  the  low^er  border  and  deep 
surface  of  the  zygomatic  arch  and  inserts  on 
the  lateral  surface  of  the  ramus  and  coronoid 
process  of  the  mandible.  This  muscle  with  its 
short  fibers  at  an  angle  to  the  long  axis  is  the 
most  powerful  of  the  masticatory  muscles.  It 
elevates  the  mandible  and  also  tends  to  retrude 
it  at  the  same  time. 

The  internal  pterygoid  muscle  originates  in 
the  pterygoid  fossa,  chiefly  from  the  medial 
surface  of  the  lateral  pterygoid  lamina  although 
also  from  the  outer  surface  and  as  far  anteriorly 
as  the  maxillary  tuberosity.  It  inserts  into  the 
medial  surface  of  the  angle  of  the  mandible. 
The  internal  pterygoid  muscle  is  very  similar  to 
the  masseter  both  anatomically  and  physiologi- 
cally, although  the  internal  pterygoid  is  slightly 
weaker.  This  muscle  with  its  short  fibers  at 
an  angle  to  the  long  axis  is  also  a very  powerful 
muscle.  It  elevates  the  mandible. 

The  external  pterygoid  muscle  arises  by  two 
heads,  the  inferior  head  being  the  larger.  The 
superior  head  originates  on  the  infratemporal 
ridge  and  surface  of  the  greater  wing  of  the 
sphenoid.  The  inferior  head  originates  on  the 
lateral  surface  of  the  lateral  pterygoid  lamina. 
The  two  heads  fuse  as  they  move  posteriorly  to 
insert  into  the  anterior  surface  of  the  neck  of  the 
mandible  and  into  the  anterior  surface  of  the 
articular  capsule  of  the  temporomandibular 
joint  and  thus  indirectly  into  the  anterior  surface 
of  the  articular  disc.  This  muscle  with  its  long 
fibers  in  the  long  axis  is  a muscle  of  movement. 
Both  external  pterygoid  muscles  can  pull  the 
mandible  and  the  articular  disk  forward  when 
they  act  together.  When  one  of  the  muscles 
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acts  by  itself,  it  will  pull  the  condyle  forward, 
downward,  and  inward. 

Suprahyoid  Muscles 

The  suprahyoid  muscles  are  the  geniohyoid, 
the  mylohyoid,  the  stylohyoid,  and  the  digas- 
tric. These  muscles  originate  on  the  mandible 
and  other  parts  of  the  skull  and  insert  into  the 
hyoid  bone.  Their  action  depends  on  the 
action  of  other  muscles.  If  the  mandible  is 
held  in  position  by  the  muscles  of  mastication, 
the  suprahyoid  muscles  will  raise  the  hyoid 
bone  and  larynx.  If  the  hyoid  bone  is  held  in 
position  by  the  infrahyoid  muscles,  the  supra- 
hyoid muscles  will  depress  and  retrude  the 
mandible. 

The  author  10  has  found  that  these  muscles 
play  some  role  in  the  problem  of  mandibular 
muscle  spasms,  although  the  studies  now  being 
conducted  should  shed  more  light  on  this  ques- 
tion. These  muscles  are  much  weaker  than  the 
muscles  of  mastication  and  are  incapable  of 
opening  the  mouth  when  the  masticatory  muscles 
go  into  spasm. 

Etiology  and  Symptomatology 

Mandibular  muscle  spasms  can  occur  on 
either  an  organic  or  a functional  basis.  This 
difference  in  etiology  is  most  important  because 
the  treatment  completely  depends  on  the  etiology. 

When  the  muscle  spasms  are  organic,  there 
are  several  possible  causes,  and  the  chief  symp- 
toms are  pain  and  dysfunction:  (1)  Trauma  to 
the  temporomandibular  joint — fractures,  dislo- 
cations, severe  blows;  (2)  degenerative  tem- 
poromandibular joint  disease — this  can  produce 
sufficient  pain  so  that  the  musculature  is  thrown 
reflexly  into  spasm;  (3)  traumatic  occlu- 
sion and  overclosure  of  the  mandible  are  also 
capable  under  certain  conditions  of  throwing 
the  mandibular  musculature  into  spasms. 

The  author9-10  has  described  a syndrome 
which  he  has  named  mandibular  muscle  spasm 
syndrome.  The  three  outstanding  symptoms  are 
pain,  mandibular  dysfunction,  and  emotional 
disturbance.  These  symptoms  vary  widely  in 
degree  in  the  patients  who  present  this  syndrome. 
The  variation  is  so  great  in  fact,  that  only  very 
rough  limitations  can  be  indicated. 

The  pain  is  myofascial  in  origin  and  may  be 
referred  anywhere  in  the  head  or  neck,  including 
the  tongue  and  throat.  It  may  be  mild  or 
severe.  It  may  be  constant  over  long  periods 


or  may  be  present  for  only  a very  short  time. 
It  is  more  often  unilateral  than  bilateral.  Pal- 
pation of  the  masseter,  temporal,  and  internal 
pterygoid  muscles  may  show  any  of  these  muscles 
to  be  in  a state  of  contraction,  or  there  may  be 
tender  areas  similar  to  trigger  zones  in  these 
muscles.  On  two  occasions  I have  found  the 
suprahyoid  muscles  involved.  Palpation  of 
these  localized,  tender  areas  will  elicit  a marked 
pain  response,  and  the  patient  may  experience 
referred  pain,  sometimes  even  in  the  temporo- 
mandibular joint  itself. 

Mandibular  dysfunction  may  appear  in  vari- 
ous ways.  A common  complaint  is  that  the 
teeth  don’t  seem  to  meet  properly,  and  examina- 
tion will  reveal  that  the  teeth  are  definitely  not 
closing  in  centric  occlusion.  The  mandible  may 
deviate  to  one  side  as  the  patient  opens  his  mouth, 
or  there  may  be  a limited  degree  of  mouth 
opening,  or  all  of  these  conditions  may  be 
present.  The  limited  degree  of  mouth  opening 
may  vary  from  an  inability  to  open  more  than 
a few  millimeters  to  an  opening  which  may  be  as 
little  as  5 mm.  less  than  normal. 

Those  who  experience  this  mandibular  muscle 
spasm  syndrome  are  emotionally  disturbed, 
and  the  muscle  spasms  are  expressions  of  these 
emotional  problems.  It  must  be  remembered 
that  from  earliest  infancy  the  mandibular  mus- 
culature is  used  to  express  emotions — accepting 
or  rejecting  food,  smiling,  crying,  grimacing, 
expressing  love  and  hate  by  sounds  and  later 
by  speech.  This  connection  is  clearly  indicated 
in  the  so-called  organ  language : to  swallow  one’s 
feelings,  grit  the  teeth,  choke  down  anger,  and 
many  other  examples  which  can  be  readily 
brought  to  mind. 

A careful  clinical  history  will  usually  reveal 
either  through  conscious  awareness  on  the  part 
of  the  patient  or  by  the  presence  of  character- 
istic symptoms  or  changes  that  these  patients 
have  certain  oral  habits,  the  most  common  of 
which  are  grinding  the  teeth  at  night  and  clench- 
ing or  gritting  the  teeth  during  the  day.  These 
habits  are  most  often  on  an  unconscious  basis, 
and  the  patient  may  be  totally  unaware  of  them. 
However,  calling  them  to  the  patient’s  attention 
will  often  elicit  a positive  response  at  a future 
visit,  since  the  patient  has  been  alerted  to  look 
for  these  habits. 

These  oral  habits  produce  a condition  in 
which  the  mandibular  musculature  can  readily 
be  thrown  into  spasm. 
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Differential  Diagnosis 

A careful  clinical  history  is  of  primary  im- 
portance in  the  diagnosis.  Many  patients  will 
describe  the  first  appearance  of  their  difficulty 
as  beginning  with  a snap  or  click  in  the  tem- 
poromandibular joint  followed  by  difficulty  in 
opening  or  even  an  inability  to  open.  This  is 
not  due  to  any  organic  change  in  the  joint.  It 
is  purely  functional.  Masticatory  muscle  spasms 
cause  a lack  of  correlation  in  the  movements  of 
the  condyle  and  the  articular  disc,  and  when  this 
occurs  suddenly,  a snap  or  crack  will  be  heard  by 
the  patient  as  the  condyle  slips  on  the  articular 
disc. 

When  traumatic  occlusion  or  overclosure  of 
the  mandible  occur,  the  various  factors  must  be 
carefully  weighed  to  determine  whether  the 
muscle  spasms  are  on  an  organic  basis  or  whether 
there  is  a mandibular  muscle  spasm  syndrome 
present.  Degenerative  temporomandibular  joint 
disease  can  also  produce  muscle  spasms,  and 
here,  clinical  evaluation  of  the  condition  is  the 
only  guide,  because  grinding  or  clenching  the 
teeth  or  mandibular  muscle  spasms  will  over  a 
period  of  time  produce  joint  disease.  However, 
in  these  conditions  the  muscle  spasms  will  clear 
up  promptly  when  the  basic  pathology  is  treated 
and  either  cured  or  relieved. 

In  any  diagnosis  of  these  conditions  it  is  most 
important  to  be  aware  of  the  patient’s  basic 
emotional  status.  The  mandibular  muscle  spasm 
syndrome  will  only  occur  in  emotionally  dis- 
turbed patients.  However,  it  must  always  be 
remembered  that  patients  with  emotional  dis- 
turbances do  not  necessarily  somatisize  their 
problems  in  this  manner. 

Roentgenography  of  the  temporomandibular 
joint,  although  limited  in  its  diagnostic  value, 
can  eliminate  the  possibility  of  fractures  of 
the  condyle  or  ramus  of  the  mandible.  It  may 
also  reveal  a degenerative  joint  disease,  al- 
though negative  findings  are  not  necessarily 
proof  of  its  absence.  It  must  be  noted  that 
most  patients  with  degenerative  joint  disease 
are  symptom-free. 

Treatment 

The  basic  treatment  of  mandibular  muscle 
spasms  is  treatment  of  the  patient  as  a whole. 
Reassurance  is  of  the  first  importance.  The 
patient  must  understand  that  this  is  an  emo- 
tional disorder,  and  that  there  is  nothing 
seriously  wrong.  If  patients  can  be  made  to  talk, 


they  may  be  able  to  vocalize  their  fears  and 
anxieties  and  thus  open  the  way  for  help  in 
overcoming  at  least  some  of  their  problems. 
A definite  and  hopeful  diagnosis  proved  by  the 
physical  relief  supplied  is  essential  for  the  suc- 
cessful treatment  of  these  patients. 

The  muscle  spasms  can  be  relieved  by  spraying 
the  affected  muscles  with  ethyl  chloride  in 
long,  slow,  sweeping  movements,  keeping  the 
spray  bottle  just  far  enough  away  so  that  the 
skin  is  not  whitened.  This  is  continued  until 
the  pain  is  relieved.  This  treatment  will  usu- 
ally markedly  reduce  or  entirely  eliminate  the 
dysfunction.  The  patient  is  then  instructed  in 
the  use  of  moist  heat  to  be  applied  three  or  four 
times  a day  for  thirty  to  sixty  minutes  each 
time,  and  is  also  taught  special  muscle  exer- 
cises. In  severe  cases  one  of  the  muscle  re- 
laxants  may  be  prescribed.  Analgesics  are  also 
of  help  in  clearing  up  these  muscle  spasms  by 
breaking  the  vicious  cycle  of  muscle  spasm 
producing  reflex  pain  which  in  turn  throws  the 
muscles  into  further  spasm,  producing  more 
pain. 

In  many  cases  the  disappearance  of  the  muscle 
spasms  is  accompanied  by  the  appearance  or 
reappearance  of  symptoms  of  temporomandibular 
joint  disturbances.  Muscle  spasms  limit  the 
mandibular  movements  and  so  mask  the  joint 
symptoms.  The  pain  of  the  muscle  spasms  also 
overshadows  any  arthritic  pain  that  may  be 
present. 

Prognosis 

The  prognosis  of  mandibular  muscle  spasms  is 
mixed.  Some  patients  have  recovered  com- 
pletely and  had  no  recurrences  over  limited 
periods  of  observation.  More  commonly,  the 
particular  episode  clears  up,  and  the  patient 
learns  to  live  with  these  problems.  With  the 
aid  of  physical  therapy,  these  patients  can 
control  their  attacks  and  are  not  emotionally 
disturbed  about  them,  since  they  now  under- 
stand the  problem.  However,  the  muscle 
spasms  can  produce  a degenerative  temporo- 
mandibular joint  disease  which  will  cause  the 
patient  much  discomfort  and  pain,  but  in  joint 
disease  the  prognosis  is  favorable,  and  a good 
functional  result  can  be  anticipated. 

Summary 

1,  The  mandibular  musculature  can  be 
divided  into  the  muscles  of  mastication  and 
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the  suprahyoid  muscles. 

2.  The  muscles  of  mastication  are  the  more 
important  in  this  problem.  They  are  eight 
powerful  muscles:  the  left  and  right  temporal, 
masseter,  internal  pterygoid,  and  external  ptery- 
goid. 

3.  The  three  symptoms  of  a mandibular 
muscle  spasm  syndrome  are:  pain,  mandibular 
dysfunction,  and  emotional  disturbance. 

4.  Mandibular  muscle  spasms  are  on  an 
emotional  basis,  usually  in  patients  with  oral 
habits,  such  as  grinding  or  clenching  the  teeth. 

5.  A careful  clinical  history  is  of  the  first 
importance  in  making  a differential  diagnosis. 

6.  The  treatment  of  mandibular  muscle 
spasms  is  two-fold:  First,  reassurance  of  the 
patient  and  explanation  of  the  emotional  basis 
of  the  condition,  and  second,  physical  therapy 


to  relieve  the  muscle  spasms  and  relax  and 
stretch  the  muscles. 

7.  The  prognosis  is  mixed  and  no  generalized  1 
statement  can  be  made. 

1775  Broadway  I 
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Tetanus  in  the  United  States 


A review  of  the  problem  during  the  period  1947- 
1955  indicates  little  change  in  the  incidence  or 
mortality  of  tetanus  in  the  United  States,  despite 
increased  knowledge  of  prevention  and  treatment.  It 
remains  a highly  fatal  disease,  with  about  60  deaths 
occurring  out  of  every  100  reported  cases.  The  au- 
thors stress  two  immediate  problems:  (a)  neonatal 
tetanus,  predominant  in  the  southern  infant,  and 
(b)  the  incidence  in  all  age  groups  of  tetanus  follow- 
ing minor  wounds.  Specific  suggestions  for  long- 
range  efforts  to  improve  the  picture  include  (a) 


health  education,  particularly  in  the  care  of  the  new- 
born in  the  southern  states,  and  (b)  active  immuniza- 
tion in  childhood.  Although  there  is  some  dis- 
agreement among  writers,  the  authors  appear  to  feel 
that,  in  areas  of  maximum  risk,  the  incidence  of 
tetanus  neonatorum  might  be  reduced  by  active 
immunization  of  the  mothers  with  toxoid  during 
pregnancy. 

— Norman  W.  Axnick,  M.S.,  and  E.  Russell 
Alexander,  M.D.,  American  Journal  of  Public  Health, 
December,  1957 
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The  Use  of  Radioisotopes  in  Research,  Diagnosis,  and  Therapy, 

Part  I 

MARCUS  A.  ROTHSCHILD,  M.D.,  AND  SIDNEY  S.  SCHREIBER,  M.D.,  NEW  YORK  CITY 

( From  the  Radioisotope  Service,  Veterans  Administration  Hospital,  and  the  Department  of  Medicine,  New  York 

University  College  of  Medicine ) 


The  clinical  use  of  radioactive  isotopes 
began  in  1936  when  Hamilton  and  Stone1 
studied  the  metabolic  turnover  of  Na24  in  three 
leukemic  subjects,  and  Lawrence  et  al .2  em- 
ployed P32  to  treat  a patient  with  leukemia. 
The  easy  availability  of  radioisotopes  since  then 
has  been  the  stimulus  for  growth  of  this  newest 
branch  of  medicine.  Developments  in  instru- 
mentation have  paralleled  the  increased  pro- 
duction of  radioisotopes  and  have  afforded 
better  use  of  them  as  clinical  and  research  tools. 
The  term  “nuclear  medicine”  has  evolved  to 
characterize  the  applications  of  these  newly 
developed  tools  to  the  study  of  basic  physiology, 
to  the  diagnosis  and  mechanisms  of  disease 
states,  and  to  the  therapy  of  specific  disease 
entities.  The  description  of  even  a small  seg- 
ment of  this  large  new  field  is  beyond  the 
scope  of  this  report,  and  we  propose  to  review 
only  certain  illustrative  applications  of  isotopes 
in  these  three  areas. 

Research 

Radioisotopes  have  had  their  widest  appli- 
cation in  areas  of  basic  physiologic  and  bio- 
chemical research,  and  their  use  in  such  studies 
may  be  considered  under  four  categories:  Di- 
lution studies,  metabolic  “turnover,”  diffusion 
measurements,  and  blood  flow  studies. 


Dilution  Studies. — Dilution  studies  are  de- 
signed to  measure  the  distribution  of  the  radio- 
active isotope  itself  or  of  a substance  labelled 
with  the  isotope  within  an  anatomic  or  phys- 
iologic space. 

Blood  Volume. — The  dilution  principle  is  em- 
ployed in  the  measurement  of  blood  volume. 
Red  blood  cells  or  plasma  proteins  can  be  la- 
belled with  a variety  of  radioisotopes,  then 
injected  intravenously  and  diluted  by  the  cir- 
culating blood  volume.3-12  The  red  cell  mass 
or  plasma  volume  may  then  be  estimated  by 
withdrawing  blood  samples  for  assay.  For 
example,  human  serum  albumin  labelled  with 
3 microcuries  of  I131  is  injected  intravenously 
and  sufficient  time  allowed  for  equilibration 
within  the  intravascular  space.  The  plasma 
volume  may  then  be  calculated  by  assaying  a 
sample  of  plasma.  Thus,  if  the  plasma  sample 
contains  0.001  microcuries  per  ml.,  the  plasma 
volume  is  calculated  by  dividing  the  total  in- 
jected dose  of  3 microcuries  by  the  plasma  con- 
centration of  0.001  microcurie  per  ml.  and  in- 
dicates a plasma  volume  of  3,000  ml. 

The  substance  employed  in  blood  volume 
studies  must  have  certain  properties.  It  must 
of  course  be  nontoxic.  It  must  equilibrate  readily 
within  the  intravascular  space  and  avoid  rapid 
diffusion  into  the  extracellular  fluid.  It  cannot 
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be  metabolized  during  the  period  of  equilibration. 
It  should  be  easily  measurable  and  lend  itself  to 
repeated  determinations.  The  use  of  such  tracers 
permits  simultaneous  measurement  of  the  red 
cell  mass  and  the  plasma  volume  and  affords  the 
most  accurate  results.12 

Total  blood  volume  has  been  estimated 
routinely  either  by  measuring  the  plasma  volume 
and  peripheral  vessel  hematocrit  (PVH)  or  by 
employing  this  latter  measurement  with  the 
red  blood  cell  mass.  The  total  blood  volumes 
thus  obtained  have  not  coincided,  and  each  has 
differed  from  the  total  blood  volume  figure 
resulting  from  simultaneous  measurement  of 
plasma  volume  and  red  cell  mass.  In  addition, 
the  PVH  has  not  agreed  with  the  average  body 
hematocrit  value  (defined  as  the  red  blood  cell 
mass/plasma  volume  plus  red  cell  mass.)12 

In  normal  individuals  at  rest,  the  average 
body  hematocrit  value  (ABH)  is  6 to  8 per  cent 
less  than  the  peripheral  vessel  hematocrit  value, 
and  the  ratio  of  ABH: PVH  is  less  than 
unity,  varying  between  .924  and  .943. 13(14  The 
major  point  of  difference  between  various 
calculations  of  blood  volume  resides  in  the 
varying  hematocrit  values.  This  lack  of  agree- 
ment in  net  values  has  been  explained  in  three 
ways:  (1)  by  “trapped”  plasma  in  the  technic 
of  measuring  peripheral  hematocrit,15-17  (2) 
by  loss  of  labelled  albumin  into  extracellular 
fluid,  18  > 19  or  (3)  by  differences  in  concentrations 
of  red  cells  in  small  vessel  blood  as  compared  to 
the  large  vessels.20  -22  If  significant  fractions 
of  plasma  were  trapped  in  the  column  of  packed 
red  cells  in  the  hematocrit  tube  and  correction 
made  for  them,  the  hematocrit  obtained  on 
large  vessel  blood  would  be  equal  to  the  total 
body  hematocrit.  Careful  study  has  shown 
that  the  trapped  plasma  is  only  of  the  order  of 
2 per  cent.23  This  value  is  insufficient  to  ac- 
count for  the  difference  in  hematocrit  values. 
It  has  been  suggested  further  that  the  labelled 
protein  leaked  from  the  vascular  space  in  suf- 
ficient quantities  during  the  equilibration  period 
to  account  for  differences.18,19  However,  most 
available  evidence  supports  the  view  that  la- 
belled albumin  is  a valid  tracer  for  the  plasma 
space  during  the  equilibration  period  (fifteen 
to  twenty  minutes  after  injection)  and  that 
during  that  time  any  leak  is  minimal.12,24  The 
final  argument  explaining  the  difference  in 
hematocrit  values  is  based  on  variations  in  red 
cell  to  plasma  ratio  in  different  parts  of  the 
circulation.  The  ratio  of  red  cells  to  plasma  is 


higher  in  the  spleen  for  example,  while  in  the 
capillaries,  it  is  lower  than  in  large  vessels.20-22,25 
The  over-all  total  body  hematocrit  value  cal- 
culated for  the  above  three  compartments 
(spleen,  large  vessels,  and  small  vessels)  is 
lower  than  that  of  the  large  vessels  alone,  and 
thus  the  ratio  of  average  body  hematocrit 
value  to  peripheral  vessel  hematocrit  value 
(ABH: PVH)  is  less  than  1:0.  Changes  in  this 
ratio  have  been  observed  in  pathologic  conditions. 
There  is  significant  lowering  of  the  ratio  in 
patients  with  congestive  heart  failure,  due 
probably  to  an  increase  of  blood  contained  in 
small  vessels  with  a relatively  lower  hematocrit 
value.13  A return  of  the  ratio  to  near  normal 
values  is  seen  with  compensation.  On  the  other 
hand,  the  ratio  of  ABH:  PVH  has  risen 
above  1:0  in  certain  disease  states  associated 
with  splenomegaly,  probably  because  of  an 
increase  in  high  the  hematocrit  value  blood  of 
the  spleen.14  Exact  definition  of  the  intra- 
vascular space,  therefore,  requires  more  than 
measurement  of  one  compartment,  and  it  seems 
advisable  to  measure  both  the  red  cell  mass  and 
plasma  volume  simultaneously.13,14 

Measurement  of  Physiologic  “ Space .” — Phys- 
iologic “space”  can  be  defined  by  the  dilution 
technic.  Total  body  electrolytes,  plasma  pro- 
teins, hormones,  and  other  substances  can  be 
measured  as  such  physiologic  “spaces.” 

Total  Body  Potassium. — Using  radioactive  K42, 
total  body  potassium  can  be  estimated.26-32 
The  principle  underlying  its  measurement  is  the 
complete  equilibration  of  the  radioactive  potas- 
sium tracer  with  the  stable  potassium  of  body 
stores.  Once  this  has  been  effected,  the  ratio  of 
K42  to  K39  (stable  potassium),  defined  as  specific 
activity,  is  the  same  in  any  sample  of  body 
fluid.  For  example,  one  may  obtain  this  ratio 
from  a urine  sample  and  then  calculate  the  total 

. K42  Total  K42  in  body 

body  potassium,  — — = — — .■  — — . Both 

^ K39  Total  K39  in  body 

K42  and  K39  may  be  determined  in  the  urine, 
and  since  the  total  body  K42  is  known  (total 
K42  administered  — K42  excreted),  the  total 
stable  K39  may  be  determined.  A 70  Kg.  man 
has  approximately  3,000  mEq.  of  total  exchange- 
able potassium.26-29  About  2 per  cent  of  this 
total  is  in  the  extracellular  space  so  that  small 
variations  in  extracellular  concentration  are 
easily  compensated  from  the  large  intracellular 
stores.28,30  There  are  many  clinical  conditions 
in  which  total  body  potassium  is  not  accurately 
reflected  by  serum  concentration.30,31  The  se- 
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rum  potassium  level  may  be  near  normal  in 
starvation  or  chronic  wasting  disease,  while  the 
total  body  potassium  is  severely  depleted.  On 
the  other  hand,  low  serum  potassium  concen- 
trations occur  in  acute  metabolic  disorders  with 
only  slight  depletion  of  internal  stores.  Con- 
versely, high  serum  potassium  concentrations  can 
be  seen  in  renal  insufficiency  when  total  body 
potassium  is  low.30 

Total  Body  Sodium. — The  technic  of  meas- 
uring total  exchangeable  sodium  in  human  sub- 
jects is  similar  to  that  for  the  total  body  potas- 
sium study.33  Sodium  space  studies  are  com- 
plicated because  a considerable  fraction  of  body 
sodium  is  located  in  the  very  slowly  exchanging 
bone  depots.34-36  This  reservoir  cannot  be 
measured  in  the  usual  short-term  total  exchange- 
able sodium  study.  An  additional  factor,  prob- 
ably equally  applicable  to  potassium  exchange 
studies,  is  that  varying  concentrations  of  electro- 
lytes are  located  in  the  intraluminal  portion  of 
the  intestine.37-38  Postmortem  studies  of  the 
intraluminal  intestinal  contents  in  man  have 
thus  far  revealed  only  small  quantities  so  located, 
but  studies  in  living  animals  demonstrate  a 
significant  fraction  of  the  total  exchangeable 
sodium  in  the  gastrointestinal  tract.37-38  Al- 
though the  technic  for  measurement  of  electro- 
lyte distribution  is  relatively  simple,  final  inter- 
pretations of  total  electrolyte  “space”  studies 
must  await  more  complete  analysis  of  the  various 
body  compartments. 

Protein  and  Hormone  “Spaces.” — The  di- 
lution principle  also  has  been  applied  in  the 
study  of  the  distribution  of  plasma  proteins39-44 
and  such  hormones  as  thyroid  hormone45-48 
and  insulin.49-53  The  concept  of  space  and  mass 
applies  to  these  larger  molecules  as  to  the  elemen- 
tal electrolytes.  The  labelling  of  complex  mole- 
cules can  be  done  in  vivo.  For  example,  radio- 
active C14  or  S35- labelled  amino  acids  have  been 
fed  to  donors  and  sufficient  time  allowed  for  the 
subject  to  build  up  a store  of  the  isotope-tagged 
protein.  Whole  donor  plasma  or  a specific 
protein  which  has  been  isolated  from  the  donor 
plasma  is  then  injected  into  the  recipient.  An- 
other technic  involves  the  initial  separation  of  a 
quantity  of  native  nonradioactive  protein  which 
is  then  labelled  in  vitro  with  I131  at  tyrosine  sites 
of  the  protein  molecule. 

Once  the  label  is  firmly  incorporated  or  at- 
tached, the  tracer  protein  can  serve  as  a measure 
of  the  distribution  of  the  stable  native  compound. 
The  total  exchangeable  albumin  of  the  human 


body  has  been  evaluated  utilizing  rela- 
belled human  serum  albumin. 40-43-54-55  After 
intravenous  administration,  the  labelled  protein 
distributes  itself  within  the  intravascular  space 
with  minimal  initial  loss  and  then  slowly  leaves 
the  vascular  bed  so  that  within  four  to  seven 
days  following  the  injection,  distribution  equi- 
librium is  essentially  complete  in  normal  sub- 
jects.43 At  this  time  the  radioactive-labelled 
albumin  has  reached  equilibrium  with  the  un- 
labelled albumin,  and  the  ratio  of  labelled 
albumin  to  native  endogenous  albumin  is  the 
same  in  all  body  compartments  that  have  been 
measured.54  Normal  man  contains  4 to  5 Gm.  of 
albumin  per  Kg.  of  body  weight,  about  40  per 
cent  of  which  is  present  in  the  intravascular 
space.43-54  Studies  show  that  total  albumin 
pools  are  not  significantly  depleted  in  heart 
failure  or  in  cirrhosis  of  the  liver  but  are  mark- 
edly lowered  in  nephrosis.54-56  Tissue  studies 
also  have  been  interesting.  The  skin,  an  organ 
estimated  at  6 per  cent  of  body  weight,  contains 
as  much  albumin  as  the  total  muscle  mass, 
while  the  liver,  the  site  of  albumin  production, 
contains  in  its  bloodless  extravascular  space  less 
albumin  than  is  contained  in  150  cc.  of  plasma.57 

The  extrathyroidal  distribution  of  thyroid 
hormone,  as  well  as  the  thyroid  store  of  hor- 
mone, has  been  determined  by  the  dilution  princi- 
ple.45-48 The  size  of  the  thyroid  hormone  pools 
can  be  measured  either  by  the  fate  of  I131- label- 
led thyroxine,  synthetically  produced,  or  from  a 
donor  source,  or  by  following  the  patient’s  own 
endogenous  hormone  after  the  administration 
of  Nal131.  The  details  of  these  technics  are  to 
be  found  in  the  original  papers.  Although  the 
total  organic  iodide  pool  in  hyperthyroid  pa- 
tients may  not  differ  greatly  from  that  in  euthy- 
roid subjects,  it  is  markedly  reduced  under  the 
influence  of  complete  blocking  doses  of  drugs, 
such  as  Tapazole,  and  in  cases  of  hyperthyroid- 
ism which  have  been  definitively  treated  with 
surgery  of  I131.46  This  is  an  important  consider- 
ation to  keep  in  mind  when  interpreting  the 
level  of  the  protein-bound  iodine131  following 
a diagnostic  tracer  dose,  because  changes  in  the 
magnitude  of  this  pool  may  significantly  in- 
fluence the  concentration  of  the  circulating 
tagged  hormone.46 

Metabolic  “Turnover.” — Study  of  the  met- 
abolic fate  of  isotope-labelled  substances  in 
trace  quantities  has  been  a direct  outgrowth  of 
the  dilution  technic.  In  such  investigations  it 
is  not  only  necessary  that  the  tracer  substance 
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be  biochemically  and  physically  indistinguishable 
from  the  stable  element,  but  these  labelled 
substances  must  also  follow  a metabolic  pathway 
identical  to  that  of  the  stable  substance. 

Protein  Metabolism. — Certain  problems  in 
such  studies  appear  when  albumin  metabolism 
is  considered  as  a prototype.  After  the  in- 
travenous injection  of  labelled  albumin  and  its 
equilibration  within  the  body  pools,  the  plasma 
concentration  of  radioactivity  will  decrease 
steadily  in  the  steady  state.  This  rate  of  decline 
of  radioactivity  per  unit  of  plasma  is  then  a 
measure  of  the  rate  at  which  the  labelled  pro- 
tein is  being  metabolized  or  destroyed,  and 
represents  the  turnover  of  the  endogenous  pro- 
tein. It  is  important  to  carry  out  such  obser- 
vations over  a sufficiently  long  period  of  time 
so  that  the  slowest  rate  of  decline  of  plasma 
activity  will  be  clearly  differentiated  from  the 
earlier  more  rapid  phases  (which  combine  the 
effects  of  distribution  and  metabolism).  Once 
this  rate  is  determined,  a measure  of  the  amount 
of  stable  material  destroyed  daily  may  be  ob- 
tained by  multiplying  this  rate  times  the  total 
exchangeable  albumin. 

In  studying  protein  metabolism  by  trace 
labelling  technics,  two  significant  problems  have 
arisen.  The  in  vivo  labelling  method,  employing 
radioactive  carbon  or  sulfur,  introduces  as  a 
major  problem  the  possible  reutilization  of 
labelled  amino  acids  by  the  body.58-59  It  is 
conceivable  that  the  same  tagged  amino  acid 
can  be  incorporated  two  or  more  times  into 
new  protein,  and  thus  the  activity  measured 
would  be  that  of  the  original  tracer  substance. 
If  this  assumption  is  correct,  the  rate  of  decline 
of  plasma  protein  in  the  measured  compartment 
would  appear  significantly  slowed,  and  the 
metabolic  turnover  would  appear  slower,  both 
representing  apparent  rather  than  real  phenom- 
ena. On  the  other  hand,  using  in  vitro  radio- 
active iodine  labels,  proteins  are  easily  denatured 
in  such  a fashion  that  they  are  biochemically 
and  physically  different  and  may  even  be  han- 
dled by  the  body  as  foreign  substances.43  Re- 
cently, it  has  been  shown  that  albumin  lots 
carefully  labelled  with  carbon  or  iodine  have 
revealed  similar  rates  of  distribution  and  deg- 
radation.60 The  iodine  label  has  one  major 
advantage.  If  thyroidal  accumulation  of  radio- 
iodine is  inhibited  by  the  continuous  admin- 
istration of  Lugol’s  solution  during  the  period 
of  study,  quantitative  collection  of  the  iodide 
released  from  the  degraded  material  may  be 


made  in  the  urine  or  feces.  There  is  no  evidence 
that  the  iodine  is  reutilized  or  incorporated  into 
nonthyroidal  hormones  or  proteins.60-61 

As  in  distribution  studies,  the  validity  of 
base-line  metabolic  experiments  depends  on  the 
prevalence  of  steady  state  conditions.  Albumin 
turnover  studied  under  these  base-line  conditions 
has  been  shown  to  be  about  200  mg.  per  Kg. 
per  day.43-54  In  patients  with  congestive  heart 
failure,  the  rates  of  degradation  and  synthesis 
were  not  significantly  altered,  but  in  nephrotic 
states  degradation  has  been  shown  to  be  signifi- 
cantly reduced,  while  synthesis  remains  ap- 
proximately normal.54  The  quantity  of  al- 
bumin degraded  added  to  that  lost  in  the  urine 
in  nephrosis  was  equalized  by  a normal  rate  of 
production  and  did  not  require  an  increased 
rate.  Other  plasma  proteins  have  been  similarly 
studied,  such  as  gamma  globulin,  fibrinogen, 
and  other  globulins,  as  well  as  abnormal  pro- 
teins.43-56-62—64 

When  interest  lies  in  the  nonsteady  state, 
tracer  studies  become  more  complicated.  First, 
the  rate  of  decline  of  radioactivity  in  the  plasma 
may  represent  not  only  changes  in  degradation, 
but  also  changes  in  the  space  of  distribution  of 
the  injected  tagged  protein.  For  example,  if 
the  space  of  distribution  of  albumin-I131  were 
to  shrink  to  one-half  its  original  value  while  the 
rate  of  degradation  were  to  double,  the  plasma 
decay  curve  might  show  no  change  whatsoever. 
Second,  when  there  is  very  rapid  loss  of  protein 
from- the  plasma,  such  as  in  severe  nephrosis, 
estimates  of  the  total  protein  pool  may  be  er- 
roneous, and  thus  the  use  of  this  value  to  cal- 
culate degradation  will  result  in  incorrect  re- 
sults as  well.  Recently,  technics  have  been 
developed  which  minimize  both  complicating 
factors.45-55-61  Using  these  technics  it  has  been 
shown  that  the  degradation  of  albumin  is  sig- 
nificantly enhanced  under  the  influence  of  des- 
iccated thyroid  and  certain  adrenocortical 
hormones.55-65  However,  in  both  instances  al- 
bumin synthesis  increased  at  the  same  time, 
so  that  total  albumin  stores  were  not  depleted. 

Hormone  Metabolism. — Degradation  studies 
have  been  carried  out  using  radioiodinated 
thyroxine,  tri-iodothyronine,  and  donor  syn- 
thesized thyroid  hormone.44-  46  The  rate  of 
decline  of  the  plasma  concentration  of  these 
labelled,  active  thyroid  principles  has  been -used 
as  a measure  of  thyroid  hormone  turnover. 
The  rate  of  turnover  is  significantly  higher  in 
patients  with  thyrotoxicosis  than  in  euthyroid 
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i patients,  while  the  converse  prevails  in  patients 
with  decreased  thyroid  function.  The  in  vivo 
i labelling  technic  in  which  Nal131  is  administered 
i to  the  subject  and  his  own  hormone  thus  la- 
i belled,  has  given  similar  results.46 

Insulin-I131  has  recently  been  employed  in 
; studies  which  demonstrate  that  patients  re- 
i ceiving  exogenous  insulin  for  a long  time  show  a 
significantly  slower  disappearance  of  plasma 
insulin-I131  activity  than  that  observed  in  non- 
diabetic subjects  or  in  patients  who  have  re- 
ceived insulin  for  only  a short  period  of  time.51 
This  slow  rate  of  activity  decline  has  been  shown 
to  be  due  to  a binding  globulin  in  the  serum  of 
these  patients.  The  clinical  significance  of  these 
studies  is  reflected  in  certain  insulin-resistant 
phenomena  in  patients.  These  studies  also 
have  shown  that  significant  quantities  of  labelled 
insulin  are  altered  by  the  internal  irradiation 
from  the  incorporated  I131.66  This  altered  fraction, 
although  still  precipitable  as  a protein,  no  longer 
shows  the  electrophoretic  character  of  insulin. 
In  studies  using  labelled  insulin,  it  has  been 
necessary  to  eliminate  this  fraction.51 

Carbon  14-labelled  steroid  hormones  have  aided 
greatly  to  define  the  distribution  and  metabolism 
of  these  important  compounds.67-74  In  normal 
subjects,  C14-labelled  cortisone  and  hydrocorti- 
sone disappear  rapidly  from  the  plasma  after 
either  oral  or  intravenous  administration.68 
As  the  free  steroid  is  removed,  conjugated  me- 
tabolites appear  and  are  in  turn  rapidly  excreted 
in  the  urine  with  60  per  cent  or  more  appearing 
within  the  first  twenty-four  hours.  There  is 
very  little  biliary  excretion.67-69-74  Estimates 
of  the  “pool  size”  of  endogenous  hydrocortisone 
are  in  the  neighborhood  of  1.1  to  2.4  mg.  with  a 
| metabolic  rate  of  turnover  of  1.7  to  2.9  mg.  per 
day.71  Both  “pool  size”  and  metabolic  rate 
are  markedly  increased  after  ACTH.  Recent 
I studies  in  the  third  term  of  pregnancy  have 
revealed  a decreased  rate  of  degradation  and 
have  also  demonstrated  that  steroid  hormones 
| pass  the  placental  membrane.72 

Studies  of  C14-labelled  testosterone  have 
j shown  similar  rapid  plasma  removal.  The 
major  fraction  is  excreted  in  the  urine  with 
biliary  excretion  amounting  to  only  3 to  14  per 
cent.67-73  Absorption  from  the  gastrointestinal 
tract  occurs  very  rapidly,  and  thus  the  ineffec- 
tiveness after  oral  administration  of  testosterone 
must  be  related  to  some  phenomenon  other  than 
poor  absorption.67  The  metabolism  of  the 
female  sex  hormones  has  been  shown  to  differ 


significantly  in  that  enterohepatic  circulation 
is  very  prominent,  and  even  though  most  of  the 
labelled  hormones  are  excreted  in  the  urine, 
excretion  is  much  delayed  when  compared  to 
that  of  cortisone  or  testosterone.74 

Mineral  Metabolism. — Metabolic  studies  of 
the  body’s  mineral  constituents  have  been 
undertaken  in  the  same  fashion  as  the  above 
protein  and  hormone  studies.  Using  Fe59 
red  cell  iron  turnover  in  normal  patients  and 
patients  with  polycythemia,  leukemia,  cancer, 
pernicious  anemia,  hemolytic  anemia,  and  other 
hemopoietic  disorders  have  been  studied.75-81 
Radioactive  iron  in  normal  subjects  has  been 
demonstrated  to  be  removed  at  a rapid  rate 
from  the  plasma  following  intravenous  injection 
and  then  to  be  more  slowly  incorporated  into 
the  circulating  red  cell  mass.75  In  patients 
with  anemia  associated  with  chronic  infection, 
the  rate  of  removal  of  iron  from  the  plasma  has 
been  shown  to  be  much  more  rapid  than  in 
normal  subjects  and  the  initial  incorporation 
of  iron  into  the  red  cells  faster  than  in  normal 
subjects.  Since  the  plasma  iron  pool  is  about 
one-third  that  of  the  normal  subjects  (e.g.,  1.1 
mg.  as  compared  to  3.5  mg.),  and  the  plasma 
removal  about  three  times  as  fast,  the  total 
quantity  of  stable  iron  removed  was  about  the 
same  in  both  groups.80  Ninety-five  per  cent 
of  this  iron  is  eventually  incorporated  into  the 
red  cells.  The  calculated  red  cell  half-life  in 
patients  with  chronic  infection  is  shorter  than 
normal  but  well  within  the  usually  predicted 
bone  marrow  replacement  capacity.  The  anemia 
of  chronic  infection,  well  known  to  be  ther- 
apeutically refractory,  exhibits  both  a decreased 
response  of  the  bone  marrow  to  demands  for 
replacement  of  the  circulating  red  cell  mass 
and  increased  red  cell  destruction.80  The  ane- 
mia associated  with  rheumatoid  arthritis  has 
been  studied  in  similar  fashion.81  These  patients 
likewise  demonstrate  that  the  circulating  iron 
is  removed  from  the  plasma  at  a faster  than 
normal  rate  but  that  70  to  95  per  cent  of  the 
plasma  iron  is  incorporated  into  red  cells.  Red 
cell  destruction  is  found  to  be  increased  and  the 
bone  marrow  incapable  of  replenishing  the  red 
cells  at  a rate  to  yield  normal  counts.81  A defect 
in  the  transfer  of  iron  from  the  reticuloendothe- 
lial system  to  the  marrow  organ  is  postulated  to 
account  for  the  defect  in  the  bone  marrow  to 
replace  the  erythrocyte  mass. 

It  has  been  pointed  out  that  in  the  inter- 
pretation of  the  red  cell  survival  studies  de- 
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rived  from  radioactive  iron  data,  certain  po- 
tential errors  must  be  evaluated.80-81  First, 
the  quantity  of  stable  or  carrier  iron  injected 
with  the  radioactive  label  may  exceed  the 
actual  serum  iron.  These  quantities  of  carrier 
iron  may  serve  to  overload  even  the  normal 
transfer  mechanisms.  A second  point  for  cau- 
tious interpretation  of  these  studies  may  be 
erroneous  estimates  of  blood  volume  if  only  one 
compartment  is  measured,  as  pointed  out  above. 
A third  potential  source  of  error  may  be  the 
assumption  that  all  iron  removed  from  the 
plasma  is  transferred  directly  to  the  bone  mar- 
row. If  this  were  not  so,  then  the  red  cell 
survival  estimate  would  be  falsely  shortened. 
Fourth,  red  cell  iron  incorporation  is  probably 
cyclic  and  may  vary  from  time  to  time  during 
the  day.  However,  despite  these  hazards  of 
interpretation,  significant  observations  have 
been  made  in  the  study  of  iron  metabolism. 

Calcium45  has  similarly  been  used  in  the 
study  of  calcium  metabolism.82  Again,  the 
fate  of  an  intravenous  tracer  dose  is  determined. 
Eighty  per  cent  or  more  of  a dose  of  stable  or 
radioactive  calcium  is  removed  from  the  plasma 
within  five  minutes,  but  its  eventual  distribution 
within  the  total  calcium  “pool”  has  been  shown 
to  be  incomplete  even  after  two  months.82-83 
A more  rapid  rate  of  removal  of  calcium  from 
the  plasma  is  seen  in  children  than  in  adults, 
probably  reflecting  the  increased  metabolic 
turnover  in  younger  individuals.  The  gas- 
trointestinal contents  are  promptly  labelled 
with  Ca45  following  intravenous  injection.84 
This  portion  of  the  cycle  has  been  termed  the 
“endogenous  calcium  excretion,”  and  probably 
accounts  for  about  5 to  15  per  cent  of  calcium 
loss.85  Fecal  excretion  of  calcium  following 
oral  administration  usually  varies  inversely 
with  the  amount  of  calcium  ingested.  Cal- 
cium, on  leaving  the  blood  stream,  is  deposited 
in  bone,  where  a fraction  is  available  for  rapid 
exchange.  This  rapidly  exchangeable  fraction 
is  again  higher  in  children  than  in  adults,  as  is 
the  turnover  rate  of  this  fraction  of  bone  cal- 
cium.84 During  pregnancy  the  fetus  consti- 
tutes an  additional  “compartment”  for  the 
removal  of  injected  calcium  and  reaches  equi- 
librium rapidly  with  the  maternal  pool.  Active 
transport  across  the  placental  membrane  has 
been  postulated  to  account  for  the  higher  fetal 
plasma  calcium  levels  observed.85  Studies  con- 
trasting radioactive  strontium  and  calcium 
reveal  that  calcium  is  preferentially  absorbed 


and  strontium  preferentially  excreted.86 

Metabolism  of  Trace  Elements . — The  turnover 
of  trace  elements  and  therapeutic  agents  con- 
taining metabolic  ions  has  likewise  been  in- 
vestigated. Mercurial  diuretics  labelled  with  j 
Hg203  have  been  shown  to  concentrate  in  tissues,  1 
particularly  kidney  parenchyma.87  Animal  stud-  1 
ies  have  shown  that  labelled  mercurial  is  rap- 
idly distributed  in  the  circulatory  blood  volume,  1 
slowly  migrates  to  the  tissues,  and  is  excreted 
principally  in  the  urine.  Fifty-five  per  cent 
of  the  dose  is  eliminated  within  three  hours.88  I 

Radioactive  copper  administered  by  vein  j 
combines  loosely  with  serum  albumin.  This 
protein-copper  complex  is  unstable,  and  copper  is  • 
removed  from  the  plasma  and  bound  by  the 
tissues.  Thereafter,  a slow  steady  rise  of  serum 
radioactivity  is  noted  as  Cu64  is  incorporated 
into  ceruloplasmin.  In  patients  with  Wilson’s 
disease,  the  initial  plasma  decline  is  slower,  and 
since  there  is  a lack  of  ceruloplasmin,  the  sec- 
ondary rise  is  absent.  The  uptake  of  Cu64 
by  the  liver  is  depressed  in  Wilson’s  disease.89-90 

Electrolyte  Diffusion. — One  of  the  broad- 
est applications  of  radioisotopes  to  research  has 
been  in  studies  of  flow  or  diffusion.  Small  ions, 
such  as  sodium  and  potassium  isotopes,  have 
been  used  to  quantitate  muscle  and  nerve  ex-  j 
change.  Intravascular  tracers  such  as  I131-  ] 
albumin  and  P32  and  Cr51-labelled  red  cells 
have  been  used  to  study  such  phenomena  as 
cardiac  output,  regional  blood  flow,  and  rates  of 
equilibration.  The  methods  of  application  have 
involved  in  vivo  and  in  vitro  studies. 

Cardiac  Muscle  Electrolytes. — The  biologic  ' 
role  of  intracellular  potassium,  its  transfer 
across  the  cell  membrane,  and  its  alterations  in 
pathologic  states  long  have  been  under  study.91-92 
Potassium  long  has  been  regarded  as  partially 
bound  in  the  cell  since  not  all  potassium  seemed 
completely  exchangeable.93-95  However,  recent 
work  has  demonstrated  that  intracellular  po- 
tassium may,  in  certain  tissues,  exchange  at  two 
rates,  and  in  the  frog  heart  all  of  the  intra- 
cellular potassium  seemed  completely  exchange- 
able.96-98 Studies  employing  cardiac  muscle  of 
the  working  animal  heart  have  indicated  that 
of  the  two  rates  of  potassium  exchange,  the 
slower  phase  exchange  constitutes  at  least  50 
per  cent  of  the  total  exchangeable  potassium. 
The  slower  phase  of  potassium  exchange  ex- 
hibits different  behavior  in  response  to  work, 
failure  of  the  muscle,  and  under  digitalis  prep- 
arations.97 
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Digitalis  long  has  been  thought  to  reduce 
intracellular  potassium,  especially  in  toxic  dos- 
age." The  early  studies  measuring  stable  po- 
tassium demonstrated  the  intracellular  decrease 
after  high  doses  of  digitalis.  Similarly,  cardiac 
arrhythmias  due  to  digitalis  toxicity  were  par- 
tially overcome  by  increasing  extracellular 
potassium.  Although  it  was  initially  considered 
that  the  potassium  reduction  found  in  digitalis 
toxicity  resulted  from  an  increased  loss  of 
potassium  from  the  cell,  recent  studies  with 
isotopes  have  demonstrated  the  additional 
mechanism  of  partial  inhibition  of  entrance  of 
potassium  into  the  cell.97  Evidence  also  has 
been  presented  that  the  inhibition  may  be 
limited  to  the  slowly  exchanging  phase.  In- 
creases in  the  extracellular  potassium  concen- 
tration also  have  been  accompanied  by  an  in- 
creased rate  of  exchange  of  potassium  across 
the  cardiac  cell  membrane.  Thus,  an  increase 
in  the  concentration  of  potassium  outside  the 
cell  (within  limits)  should  overcome  the  in- 
hibiting effect  of  digitalis  on  cell  entrance,  and 
the  total  cell  potassium  should  not  decrease. 
This  was  demonstrated  to  be  so  with  in  vitro 
experiments  employing  frog  heart  muscle.97 

Cell  Membrane  Transfer. — More  basic  and 
perhaps  greater  fundamental  knowledge  can 
accrue  from  the  facility  of  using  K42  and  Na24  to 
measure  electrolyte  transfer  across  cell  mem- 
branes of  muscle  and  nerve.91’92  Theories  of 
depolarization  and  transmission  of  impulses 
have  been  supported  by  studies  employing  these 
isotopes.  Depolarization  of  nerve  or  muscle 
has  been  found  to  be  associated  with  flow  of 
sodium  into  the  cell,  while  potassium  leaves 
the  cell  with  a reversal  of  polarity  from  that  of 
the  resting  state.  In  the  recovery  state,  or 
repolarization,  sodium  is  forced  out  of  the  cell, 
and  potassium  again  re-enters.  Many  investi- 
gations are  in  progress  to  evaluate  the  “pump 
mechanism”  that  forces  sodium  out  of  the  cell. 
Studies  already  have  been  made  concerning  the 
intracellular  transfer  of  electrolytes  from  one  area 
or  intracellular  organelle  to  the  basic  cyto- 
plasm.100 The  original  concept  of  cytoplasm  as  a 
homogeneous  mass  with  equal  distribution  of 
all  substances  has  been  abandoned.  Radio- 
active electrolyte  studies  have  demonstrated 
unequal  intracellular  distribution  and  localiza- 
tion, indicating  that  there  are  chemically  active 
loci,  distinct  from  other  even  adjacent  areas 
within  the  same  cell. 

Blood  Flow  Studies. — The  first  application 


of  radioactivity  in  the  measurement  of  blood 
flow  was  by  Blumgart  and  Yens101  who  studied 
circulation  times  using  derivatives  of  radium. 
At  present,  important  studies  in  this  area  have 
been  pursued  by  isotopes  and  may  be  illustrated 
by  discussing  cardiac  output,  estimation  of 
organ  blood  flow,  and  regional  distribution  or 
equilibration  studies. 

Cardiac  output,  or  blood  flow  through  the 
cardiopulmonary  bed,  has  been  estimated  by 
means  of  the  arterial  indicator  technic  of  Ham- 
ilton et  al.m  Radioactive  tracers  have  simply 
replaced  the  previous  indicators  in  this  tech- 
nic. Iodine-labelled  albumin  and  phosphorus- 
labelled  red  cells  employed  simultaneously  as 
tracers  for  plasma  and  red  cell  flow  have  con- 
firmed the  earlier  work  of  Dow  and  associates103 
and  Lawson  and  coworkers.104  Red  cells  trav- 
erse the  cardiopulmonary  pool  more  rapidly 
and  in  smaller  volume  than  does  the  plasma 
label.  The  values  for  blood  flow  obtained  by 
these  two  tracers  are  essentially  identical,  in- 
dicating no  leak  of  albumin  during  the  first 
circulation  through  the  cardiopulmonary  pool.24 
It  is  also  inferred  from  the  different  rates  of 
transport  of  red  cells  and  albumin  that  the 
hematocrit  value  of  the  pulmonary  capillary 
blood  is  similar  to  that  in  small  blood  vessels 
throughout  the  body,  namely  lower  than  that  of 
the  large  vessels  entering  and  leaving  this  pool.24 
Another  observation  derived  in  applying  this 
technic  is  that  the  red  cells  and  albumin  have 
already  achieved  their  relative  distribution 
ratios  in  whole  blood  after  the  initial  circulation, 
and  this  ratio  does  not  change  significantly  (luring 
the  next  fifteen  to  twenty  minutes.  If  sig- 
nificant amounts  of  albumin  were  to  be  lost 
from  the  vascular  bed  during  the  period  of 
intravascular  equilibration,  the  distribution  ratio 
of  red  cells  to  albumin  in  whole  blood  should 
rise  as  the  albumin  distributes  in  a larger  volume. 
Since  this  ratio  remains  unchanged,  the  assump- 
tion that  albumin  is  a valid  intravascular  tracer 
during  the  equilibration  period  appears  justi- 
fied. The  simultaneous  injection  of  diff usable 
moieties,  such  as  heavy  water  or  small  ions, 
have  revealed  significant  transcapillary  passage 
or  intravascular  loss  of  the  heavy  water  in  one 
circulation  through  the  lungs,  but  limited  ex- 
change of  the  electrolytes.24’106-106  The  speed 
of  the  circulation  seems  to  play  an  important 
role  in  the  limited  exchange  of  small  ions  across 
the  pulmonary  capillary  in  one  circulation,  for 
no  exchange  is  noted  in  anemic  subjects  with 


August  1,  1958 


2543 


ROTHSCHILD  AND  SCHREIBER 


rapid  circulation,  while  a large  net  exchange  is 
observed  in  patients  with  congestive  heart 
failure  and  slow  circulation  times.24  Similar 
studies  have  been  performed  on  other  body 
areas,  and  the  net  loss  of  an  intravascular  tracer 
has  been  observed  to  be  at  least  50  per  cent  of 
the  injected  dose  compared  to  only  10  per  cent 
in  the  lungs  of  normal  subjects.24’107  The 
explanation  of  this  difference  is  not  clear  at 
present,  but  evidence  has  recently  been  pre- 
sented which  shows  that  the  extravascular 
extracellular  space  of  the  lung  is  of  considerable 
magnitude,  two  and  one-half  to  three  and  one- 
half  times  lung  plasma  volume,  and  the  lack  of  sig- 
nificant transcapillary  passage  in  the  lung  cannot 
be  explained  by  a small  extravascular  space.24 

Organ  Blood  Flow. — The  measurement  of 
organ  blood  flow  can  be  illustrated  by  studies 
applied  to  the  liver.108-112  This  organ  has  the 
ability  to  concentrate  certain  dyes  and  to  remove 
large  colloidal  particles  from  the  circulation 
with  a high  efficiency.  Following  the  intra- 
venous injection  of  such  a tracer  as  colloidal 
gold198,  the  plasma  concentration  declines  very 
rapidly,  and  the  activity  over  the  liver  increases 
as  the  material  is  removed  from  the  circulation 
and  concentrated  in  the  liver  cells.  However, 
the  colloidal  tracer  material  is  removed  from 
the  blood  stream  at  different  rates,  and  of  course 
the  liver  blood  flow  calculation  will  depend  on 
which  value  is  used.  Riddell  and  associates111 
have  pointed  out  that  the  data  derived  from 
liver  uptake  curves  results  in  a more  uniform 
rate,  one  less  open  to  individual  interpretation. 
Using  this  value,  the  calculated  liver  blood  flow 
agrees  quite  well  with  previous  determinations 
derived  from  other  methods. 

Regional  Distribution. — Following  the  initial 
circulation  of  an  intravenous  tracer,  it  has  been 
shown  that  intravascular  distribution  equilibrium 
requires  varying  periods  of  time  in  different  areas 
of  the  body.113-114  Blood  in  the  brachial  artery 
reaches  a level  of  80  to  85  per  cent  of  its  final 
tracer  concentration  within  a few  circulations 
but  requires  minutes  to  reach  its  final  concen- 
tration. Ankle  vein  blood  arrives  at  final 
concentration  levels  somewhat  later  in  time, 
while  lung,  liver,  and  brain  blood  achieve  a 
concentration  of  the  injected  tracer  significantly 
in  excess  of  the  final  value  within  the  first  few 
minutes  after  injection.  The  presence  in  the 
body  of  these  pools  of  blood  which  equilibrate 
at  various  rates  can  best  be  explained  by  the 
different  ratios  of  blood  flow  to  blood  content 


in  each  area.  The  rapid  attainment  of  equi- 
librium values  for  the  brain,  for  example,  re- 
flects the  low  blood  content  and  high  blood  flow 
in  this  organ,  whereas  the  results  in  the  extremi- 
ties, consisting  largely  of  muscle,  reflect  the 
low  blood  flow  in  resting  muscle.114 
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Case  History 

Dr.  Thomas  N.  Silverberg:  A twenty-three- 
year-old  Negro  male  was  admitted  to  Knicker- 
bocker Hospital  for  the  first  time,  complaining  of 
diarrhea,  fever,  weakness,  and  weight  loss  for  a 
six-month  period. 

On  his  admission  in  March,  1950,  he  said  that 
he  had  been  in  good  health  until  the  preceding 
September,  when  he  noticed  that  his  stools  in- 
creased in  frequency  to  three  or  four  rather  loose 
movements  a day.  The  stools  were  brown  in 
color,  never  black,  and  not  particularly  bulky  or 
foul  smelling.  He  denied  abdominal  pain,  tenes- 
mus, or  rectal  bleeding.  At  first  this  diarrhea 
was  intermittent,  attacks  of  a week  or  more  being 
punctuated  by  a day  or  two  of  refief.  Later  the 
diarrhea  became  constant  and  more  severe  with 
eight  or  ten  movements  a day. 

With  the  onset  of  the  diarrhea  he  became  aware 
of  feeling  feverish  much  of  the  time.  He  noticed 
that  he  would  sweat  profusely  at  night  and  said 
that  he  had  been  having  brief  shaking  chills 
about  every  other  day.  He  had  no  cough,  chest 
pain,  or  hemoptysis.  He  denied  pain  or  burning 
on  urination  and  had  not  observed  hematuria. 
However,  he  had  noticed  some  increase  in  urinary 
frequency  and  volume. 

He  also  complained  of  steady  loss  of  strength 
which  had  reached  the  point  of  incapacitating 
him  for  exercise  or  work.  He  had  lost  20  pounds 
since  the  beginning  of  his  illness  although  his 
appetite  had  been  good  up  to  a month  before  ad- 
mission. About  two  months  before  admission 
he  developed  painful  swelling  of  both  feet  and 


lower  legs.  The  right  leg  became  less  swollen, 
and  the  pain  subsided,  but  the  left  leg  continued 
to  be  painful  for  several  weeks,  and  the  swelling 
extended  to  include  the  entire  thigh. 

The  patient  was  born  in  Atlanta,  Georgia,  but 
had  lived  continuously  in  New  York  City  since 
he  had  been  brought  here  as  a small  child.  There 
was  no  history  of  previous  illness  other  than  the 
“usual  childhood  diseases,”  and  no  surgery  had 
ever  been  performed.  Review  of  systems  pro- 
vided no  further  pertinent  information. 

Physical  examination  revealed  a well-de- 
veloped, pale,  young  Negro,  who  appeared  ema- 
ciated and  both  acutely  and  chronically  ill.  His 
te'mperature  was  103.6  F.,  pulse  144  and  regular, 
respirations  24,  and  blood  pressure  100/60  mm. 
There  was  extreme  pallor  of  the  mucous  mem- 
branes of  the  nose  and  throat.  The  sclerae  were 
also  very  pale,  but  there  was  no  icterus,  and  the 
eyes  were  otherwise  normal.  The  neck  was 
supple,  there  were  no  palpable  cervical  lymph 
nodes,  and  the  thyroid  was  not  enlarged.  The 
chest  presented  a thin,  wasted  appearance  but 
was  symmetrical  with  good  respiratory  excur- 
sions. The  lungs  were  clear  to  percussion  and 
auscultation.  The  heart  was  not  enlarged  to 
percussion.  The  rate  was  144  with  regular 
rhythm,  and  A2  was  equal  to  P2.  A soft  blowing 
systolic  murmur  was  heard  over  the  apex.  The 
abdomen  was  flat,  soft,  and  nontender.  A 
smooth  liver  edge  was  felt  3 cm.  below  the  right 
costal  margin,  but  no  other  masses  or  organs  were 
palpable.  There  was  no  costovertebral  angle 
tenderness.  Rectal  examination  was  unremark- 
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able.  The  scrotum  was  edematous,  but  both 
testes  were  descended.  There  was  4 plus  pitting 
edema  of  the  left  leg  to  the  inguinal  ligament  and 
1 plus  edema  of  the  right  pretibial  area.  No 
tenderness  was  found  in  either  leg.  There  was 
no  cyanosis  or  clubbing.  There  was  no  periph- 
eral lymphadenopathy.  Neurologic  examina- 
tion was  normal. 

Urinalysis  revealed  a specific  gravity  of  1.012, 
an  alkaline  reaction,  a faint  trace  of  albumen,  no 
sugar,  no  red  blood  cells,  one  to  three  white  blood 
cells  per  high-power  field,  and  no  bile.  On  ad- 
mission the  hemoglobin  was  3.0  Gm.  per  100  ml., 
and  the  red  blood  cell  count  was  1,500,000.  After 
transfusions  and  liver  extract  the  hemoglobin 
rose  to  9.0  Gm.  and  the  red  count  to  3,450,000. 
Anisocytosis,  poikilocytosis,  polychromatophilia, 
and  target  cells  were  observed.  A sickle  cell 
preparation  was  negative.  While  he  received  liver 
extract,  the  reticulocyte  count  rose  to  4 per 
cent.  On  admission  the  white  blood  cell  count 
was  3,500  with  74  per  cent  neutrophils  and  26  per 
cent  lymphocytes.  Subsequently,  the  white 
count  ranged  from  4,000  to  6,000  with  85  to  92 
per  cent  neutrophils  and  8 to  14  per  cent  lympho- 
cytes. The  serology  was  negative.  The  sedi- 
mentation rate  was  20  mm.  on  admission;  three 
weeks  later  it  was  74  mm.  The  fasting  blood 
sugar  was  111  mg.  per  100  ml.,  the  blood  non- 
protein nitrogen  35  mg.,  the  serum  calcium  7.0 
mg.,  and  the  serum  bilirubin  0.25  mg.  The  total 
serum  protein  was  4.6  Gm.  with  1.9  Gm.  of  albu- 
men and  2.7  Gm.  of  globulin. 

Culture  of  the  stool  was  negative  for  pathogens 
on  two  occasions  and  negative  for  acid-fast  or- 
ganisms on  two  occasions.  Examination  of  the 
stool  for  amebae,  ova,  and  parasites  was  nega- 
tive on  three  occasions  and  negative  for  occult 
blood  on  two  occasions.  Fat  was  present  in  the 
stool  in  normal  amounts.  Culture  of  the  urine 
for  acid-fast  organisms  was  negative  on  two  oc- 
casions and  of  the  sputum  negative  on  one  occa- 
sion. Gastric  washings  were  negative  for  acid- 
fast  organisms  on  one  occasion.  A blood  culture 
on  admission  was  negative. 

An  electrocardiogram  was  negative  except  for 
low-voltage  QRS  complexes.  A chest  film  on 
admission  showed  enlargement  of  the  structures 
at  the  root  of  the  right  lung  with  infiltration  of 
the  perihilar  region.  There  was  also  an  infiltrate 
in  the  axillary  portion  of  the  right  lung  radiating 
outward  from  the  hilum.  A barium  enema 
showed  free  passage  of  the  medium  throughout 
the  colon  and  cecum.  There  were  redundant 


loops  of  sigmoid  of  large  caliber.  The  cecum, 
ascending  colon,  and  proximal  third  of  the  trans- 
verse colon  were  irregular  in  outline.  An  upper 
gastrointestinal  series  showed  the  stomach  and 
duodenal  cap  displaced  forward  and  to  the  left 
but  was  negative  for  any  intrinsic  lesion.  The 
jejunum  was  hypermotile  and  contained  a great 
deal  of  gas.  The  ileum  showed  evidence  of  stasis 
and  distention.  The  cecum  showed  an  hour- 
glass configuration  with  the  proximal  portion  dis- 
placed downward  and  medially,  apparently  firmly 
attached  by  adhesions.  Gross  marginal  de- 
formities were  seen  in  the  cecum  as  well  as  the 
ascending  colon,  hepatic  flexure,  and  proximal 
third  of  the  transverse  colon,  characterized  as 
irregular  narrowing  of  the  lumen  with  suggestive 
submucous  polypoid  granulations  throughout 
the  entire  proximal  large  bowel. 

The  patient’s  temperature  ranged  between 
99  and  104  F.  throughout  his  course,  following 
no  particular  pattern,  presenting  both  irregular 
spikes  and  plateau  periods.  Penicillin  (600,000 
units  daily)  was  given  for  the  first  three  weeks. 
This  was  discontinued,  and  Aureomycin  (1.5 
Gm.  daily)  and  streptomycin  (1  Gm.  daily)  were 
administered  during  the  final  week.  There 
was  some  decrease  in  the  patient’s  temperature 
coincident  with  the  change  in  antibiotics. 

Bone  marrow  aspiration  revealed  no  evidence 
of  a primary  blood  dyscrasia.  A mild  retic- 
ulocyte response  was  obtained  following  trans- 
fusions (1,500  cc.)  and  parenteral  liver  therapy. 
There  was  some  improvement  in  general  status 
on  this  regimen;  tachycardia  disappeared.  In 
spite  of  ample  doses  of  paregoric  and  Kaopectate 
diarrhea  continued  unchecked. 

The  stools  were  always  loose,  usually  brown, 
occasionally  greenish-brown,  and  often  highly 
offensive. 

Twelve  days  after  admission  the  patient 
complained  of  a recurrence  of  pain  in  his  left 
leg.  The  calf  and  thigh  were  found  to  be  tender 
as  well  as  swollen.  Homans’  sign  was  strongly 
positive.  He  was  treated  for  thrombophlebitis 
and  given  codeine  for  relief  of  pain. 

Weakness  and  emaciation  increased  with 
alarming  rapidity.  The  patient  grew  markedly 
anorectic  and  after  about  two  weeks  became 
progressively  more  lethargic  and  uncooperative. 
For  the  last  four  days  he  was  in  a shock-like 
state  with  cool  extremities,  lowered  blood  pres- 
sure, and  a rapid,  thready  pulse.  He  then 
became  irrational  and  two  days  later  expired  on 
the  twenty-ninth  hospital  day. 
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Discussion 

Dr.  Michael  S.  Bruno:  When  I was  in- 
vited by  my  solicitous  chief  resident  to  discuss 
today’s  case,  I realized  that  it  was  of  necessity  a 
dusted  off  museum  piece  that  undoubtedly  had 
already  taken  its  toll  of  unwary  clinicians  in  the 
past.  An  uneasy  feeling  settled  over  me  of  a 
sort  I had  not  experienced  since  my  college 
football  days,  when  as  a defensive  lineman  I 
realized  that  I was  about  to  be  the  victim  of  a 
mousetrap  play.  In  this  maneuver,  the  de- 
fensive lineman  is  sucked  into  the  offensive 
backfield  after  a feigned  block  by  his  opposite 
number.  At  the  instant  of  an  anticipated  crowd- 
roaring tackle  he  is  rudely  and  viciously  crashed  to 
earth  by  the  blocking  back.  When  we  transplant 
the  situation  from  the  playing  field  to  the  confer- 
ence room,  the  attending  physician  is  able  to  offer 
only  token  resistance;  he  cannot  decline  the 
dubious  honor  and  he  is  even  disarmed,  often 
unsuspicious  of  ’guile,  as  he  becomes  a burnt 
offering  to  the  god  of  anatomic  diagnosis.  Now, 
for  the  mousetrap ! 

The  case  under  discussion  this  morning  is  that 
of  a twenty-three-year-old,  Negro  male  who  was 
admitted  because  of  progressive  diarrhea,  fever, 
weakness,  and  weight  loss  of  six  months’  du- 
ration. The  stool  was  never  bulky,  foul  smelling, 
or  tarry,  and  abdominal  pain  and  tenesmus 
were  denied.  From  the  onset  night  sweats, 
chills,  and  fever  were  noted,  but  the  patient 
disclaimed  all  pulmonary  symtomatology.  Loss 
of  weight  and  strength  materialized  in  spite  of  a 
reported  good  appetite  until  two  months  before 
admission.  At  that  point  anorexia  developed 
and  progressed  rapidly  along  with  swelling  of 
both  legs.  Subsequently  the  edema  became 
asymmetric,  as  the  entire  left  lower  extremity 
became  water-logged. 

The  significant  physical  findings  on  admission 
included  a fever  of  103.6  F.,  a rapid  pulse,  and  a 
blood  pressure  of  100/60.  The  patient  was 
extremely  pale,  somewhat  emaciated,  and  ap- 
peared both  acutely  and  chronically  ill.  Ex- 
amination of  the  chest  and  abdomen  were  es- 
sentially negative  except  for  a palpable  liver 
edge.  There  was  no  lymphadenopathy.  There 
was  4 plus  pitting  edema  of  the  left  lower  ex- 
tremity and  slight  edema  of  the  right. 

Laboratory  studies  were  singularly  unre- 
vealing. A severe  anemia  with  moderate  leu- 
kopenia was  present.  The  serum  calcium  was 
low.  The  total  protein  was  also  low.  There 


was  hypoalbuminemia  without  any  increase  in 
the  globulin  fraction.  Attempts  to  isolate  the 
tubercle  bacillus  from  the  sputum,  gastric  wash- 
ings, urine,  and  stools  were  in  vain.  Detection 
of  other  pathogens  likewise  met  with  failure. 

X-rays  of  the  chest  and  abdomen  were  strik- 
ing. There  was  accentuation  of  the  right  hilar 
area  and  infiltration  of  the  axillary  portion  of 
the  right  lung.  The  apices  were  clear,  and 
there  was  no  evidence  of  cavitation.  No  in- 
trinsic disease  was  found  in  the  upper  gastroin- 
testinal tract.  The  jejunum  showed  evidence  of 
hypermotility.  The  ileum  showed  stasis  and 
distention.  The  entire  proximal  colon  showed 
considerable  evidence  of  disease,  fixation  of  the 
cecum  by  adhesions,  and  irregular  narrowing 
of  the  lumen  with  thickening  of  the  wall  in  the 
ascending  colon,  hepatic  flexure,  and  right  side 
of  the  transverse  colon.  There  was  no  evidence 
of  obstruction,  perforation,  or  fistulous  tract 
formation. 


The  patient  remained  febrile  during  his  entire  1 
hospital  stay.  There  was  no  apparent  response 
to  a course  of  penicillin  therapy.  However, 
coincident  with  the  administration  of  Aureomy- 
cin  and  streptomycin,  his  temperature  was  re- 
duced. His  diarrhea  did  not  respond  to  any 
treatment.  Exacerbation  of  thrombophlebitis 
occurred  almost  two  weeks  after  entry.  The 
patient  became  progressively  weaker,  then 
lethargic,  comatose,  and  irrational,  finally  ex- 
piring in  a shock-like  state  about  a month  after 
admission. 

In  view  of  these  observations,  a differential 
diagnosis  of  enterocolitis,  to  include  the  follow- 
ing, must  next  be  considered:  nonspecific  ul- 
cerative colitis,  regional  ileitis  with  colitis, 
neoplasms  of  the  small  and  large  bowel  including 
lymphoma,  sarcoma,  and  carcinoid,  amebic 
enterocolitis,  and  tuberculous  enterocolitis  of 
both  primary  and  secondary  types. 

Nonspecific  ulcerative  colitis  is  a disseminated 
disease,  occurring  usually  in  young  people,  with 
intestinal  manifestations  often  the  most  promi- 
nent aspect  of  the  process.  Involvement  of  the 
colon  may  be  regional  or  segmental;  it  often 
becomes  generalized  as  the  condition  progresses.1 
A most  important  point  is  that  the  vast  majority 
of  cases  originate  in  the  anorectal  area  and  there- 
after extend  cephalad.  This  area  is  readily 
examined  by  proctosigmoidoscopy.  This  morn- 
ing’s protocol  fails  to  mention  this  procedure. 

I will  have  to  assume  either  that  it  was  not  per- 
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formed,  which  would  certainly  be  inexcusable, 
or  it  was  purposely  not  reported  to  suit  the 
exigencies  of  the  exercise.  In  serious  and  wide- 
spread cases  of  nonspecific  ulcerative  colitis, 
involvement  of  the  terminal  ileum  occurs  in 
15  to  20  per  cent  of  the  cases.2 

In  about  50  per  cent  of  the  cases  nonspecific 
ulcerative  colitis  presents  as  a relatively  mild 
but  progressive  disease  running  a rather  pro- 
tracted course  with  frequent  exacerbations  and 
remissions.  In  another  40  per  cent  of  the  cases 
the  course  is  intractable  and  more  rapid.  If 
this  case  is  one  of  ulcerative  colitis,  it  would 
fall  into  this  group.  In  about  10  per  cent  of 
the  cases  the  clinical  picture  is  almost  violent 
in  its  fulminating  explosiveness  with  death 
occurring  in  a matter  of  days  to  weeks  after 
its  onset. 

Another  important  point  is  the  examination 
of  the  stool.  Grossly  sanguineous,  mucosanguin- 
eous,  or  even  obvious  purulent  stools  are  char- 
acteristic of  this  disease.  Occasionally  the 
stool  may  appear  as  a sanguineopurulent  dis- 
charge without  the  usual  features  of  a diarrheal 
stool. 

The  systemic  manifestations  of  nonspecific 
ulcerative  colitis  include  arthritis,  osteoar- 
thropathy, erythema  nodosum,  pyoderma  gan- 
grenosum, iritis,  vascular  thromboses,  and  fatty 
liver  as  well  as  nonspecific  lesions  in  the  pan- 
creas, kidneys,  or  adrenal  glands.  Anemia, 
hypoproteinemia,  and  severe  electrolyte  im- 
balance may  also  be  present.  Intestinal  com- 
plications, such  as  gross  hemorrhage,  perforation, 
cicatrization,  obstruction,  and  pseudopolyposis, 
are  commonly  encountered.  A significantly 
higher  incidence  of  colonic  carcinoma  is  also 
found.3  The  typical  barium  enema  showing  loss 
of  haustrations  and  the  so-called  “feathering”  is 
often  confirmatory. 

I would  hesitate  to  diagnose  this  morning’s 
case  as  one  of  nonspecific  ulcerative  colitis. 
The  distribution  of  lesions  would  be  most  un- 
usual, since  the  left  hemicolon  is  apparently 
free  of  disease,  whereas  the  right  hemicolon, 
the  ileum,  and  possibly  the  jejunum  are  exten- 
sively involved.  The  absence  of  gross  blood, 
bloody  flux,  and  guaiac  positive  stools  are  most 
uncharacteristic.  Leukocytosis  is  common  in 
this  disease;  our  patient  had  a leukopenia. 
The  only  sign  of  possible  extraintestinal  involve- 
ment was  the  thrombophlebitis.  The  usual 
local  complications  were  lacking  and  the  diag- 
nostic radiographic  signs  were  not  in  evidence. 


Regional  ileitis  with  colitis  ( Crohn’s  disease ) is 
another  possibility  which  merits  serious  attention. 
It  is  a disease  of  young  people  with  a mean  age 
of  twenty-eight  years  in  the  largest  series.4 
Intestinal  involvement  is  most  striking,  especially 
in  the  region  of  the  ileocecal  valve.  The  ileum 
is  usually  diseased  for  at  least  50  to  100  cm., 
but  occasionally  the  process  may  be  localized 
to  a smaller  segment.  In  more  extensive  cases 
the  entire  ileum  can  be  involved  with  encroach- 
ment on  the  jejunum.  “Skip  areas”  of  disease 
are  common.  The  cecum  and  proximal  ascend- 
ing colon  are  involved  in  about  10  per  cent  of 
the  cases.  Symptomatically,  these  patients  often 
have  a history  of  abdominal  pain,  usually  in  the 
right  lower  quadrant.  Many  cases  simulate 
acute  appendicitis,  and  the  diagnosis  is  often 
made  at  laparotomy  done  for  that  condition. 
It  is  not  uncommon  for  an  abdominal  mass  to  be 
present  consisting  of  loops  of  matted  bowel  and 
indurated  mesenteric  fat.  Fistula  formation, 
both  internal  and  external,  is  common. 

I would  exclude  regional  enteritis  as  a prob- 
able diagnosis  in  this  case.  The  distribution 
and  extent  of  the  lesion  as  seen  in  the  x-ray 
would  be  most  unusual.  While  the  cecum  and 
proximal  ascending  colon  are  involved  in  a 
minority  of  cases,  it  is  almost  unheard  of  for 
the  process  to  extend  to  the  midtransverse  colon. 
Also,  the  degree  of  cecal  involvement  is  much 
greater  than  the  degree  of  ileal  involvement,  a 
most  uncommon  finding  in  this  condition.  The 
mucosal  pattern  of  the  small  bowel,  though 
compatible,  would  also  be  atypical.  Also,  there 
is  no  evidence  of  perforation,  fistula  formation,  or 
an  abdominal  mass.  The  degree  of  anemia 
would  be  disproportionate,  the  leukopenia  would 
be  unexplained,  and  the  absence  of  a history  of 
abdominal  pain  would  be  disturbing.  Finally, 
a diagnosis  of  regional  enteritis  would  not  satis- 
factorily explain  the  hilar  and  pulmonary  in- 
filtrates. 

Neoplasms  of  the  ileocecal  and  right  hemi- 
colonic  area  in  patients  who  are  twenty-three 
years  of  age,  almost  by  exclusion,  would  be 
limited  to  one  of  the  varieties  of  lymphoma  or 
to  carcinoid.  The  lymphomas  include  Hodg- 
kin’s disease,  lymphosarcoma,  and  reticulum 
cell  sarcoma.  When  intestinal  lymphoma  is 
present,  the  small  intestine,  presumably  by 
virtue  of  its  abundant  submucosal  distribution 
of  lymphoid  tissue,  is  almost  selectively  in- 
volved. Intestinal  involvement  is  usually  but 
one  aspect  of  widespread  systemic  disease. 
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However,  the  small  bowel  may  be  the  initial 
area  and,  rarely,  the  only  area  so  involved. 
If  there  is  extensive  small  bowel  lymphoma,  the 
clinical  and  laboratory  picture  of  the  malab- 
sorption syndrome  usually  becomes  evident.5 
Diarrhea,  malnutrition,  avitaminosis,  weight 
loss,  cachexia,  and  extreme  toxicity  may  be 
anticipated.  Significant  anemia,  when  it  occurs 
in  lymphoma,  is  usually  attributable  to  bone 
marrow  invasion  and  replacement,  hypersplen- 
ism,  overt  blood  loss,  or  a combination  of  these 
factors.  None  of  these  situations  prevailed  in 
this  patient. 

Aside  from  the  symptoms  already  mentioned, 
abdominal  pain  and  a palpable  mass  composed 
of  mesenteric  or  retroperitoneal  nodes  and 
involved  bowel  are  usually  prominent  features. 
Intestinal  obstruction  is  by  far  the  most  common 
complication.  I feel  that  intestinal  lymphoma 
can  be  excluded  in  this  case  because  of  the 
striking  preponderance  of  disease  in  the  right 
colon  with  lesser  involvement  of  the  ileum  as 
well  as  the  absence  of  evidence  of  involvement 
of  the  intestinal  lymphatics  or  the  reticuloendo- 
thelial system. 

Carcinoid  of  the  appendix  and  ileum  should 
be  mentioned  for  the  sake  of  completeness. 
Carcinoid  of  the  appendix  is  almost  always 
localized  and  innocuous.  Carcinoid  of  the 
ileum  is  multiple  in  about  one  third  of  the  cases, 
and  metastases  occur  in  anywhere  from  20  to  50 
per  cent  of  the  cases  in  reported  series.  These 
tumors,  whether  benign  or  malignant,  rarely 
ulcerate  the  overlying  mucosa.  Consequently, 
bleeding  is  not  a prominent  feature.  Roentgen 
examination  of  the  small  bowel  usually  shows 
narrowing  of  the  lumen  with  an  intact  mucosa. 
The  tumors  may  present  a quasipolypoid  pat- 
tern as  well.  I do  not  feel  that  this  patient 
exhibited  enough  in  the  way  of  positive  findings 
for  me  to  make  this  diagnosis. 

Amebic  colitis  with  enteritis,  we  are  told,  is 
present  in  5 to  10  per  cent  of  the  total  population 
of  the  United  States.6  Only  a minute  fraction 
of  this  reservoir  of  people  with  Endamoeba  his- 
tolytica is  symptomatic.  In  most  instances 
the  disease  runs  a protracted  clinical  course, 
although  fulminating  amebiasis  has  been  re- 
ported in  local  outbreaks  in  the  recent  past. 
Intestinal  amebiasis  is  localized  to  the  region 
of  the  cecum  and  appendix  in  two  thirds  of  the 
cases,  the  rectosigmoid  is  involved  in  about 
30  per  cent  of  the  cases,  while  the  terminal 
ileum  and  ileocecal  valve  are  involved  in  less 


than  6 per  cent  of  all  instances.  Involvement 
of  the  remainder  of  the  ileum  and  jejunum  are 
statistically  and  clinically  insignificant.  Amebic 
lesions  appear  to  occur  where  colonic  flow  is 
slowed,  such  as  in  the  cecum,  appendix,  rectosig- 
moid, and  ileocecal  valve.  Perforation  of  the 
bowel  with  the  formation  of  a pericolic  abscess 
and  healing  with  scar  formation  and  secondary 
obstruction  are  not  uncommon. 

The  clinical  course  is  variable  and  often 
bizarre.  Protracted  diarrhea  or  diarrhea  and 
constipation  may  be  the  only  complaint.  The 
disease  is  often  chronic  in  nature  but  occasionally 
fulminating  at  its  onset  or  during  an  exacerbation. 
Cysts  or  trophozoites  or  both  of  Endamoeba  his- 
tolytica can  usually  be  found  in  the  stool  provided 
that  frequent  diligent  examinations  are  made. 
Systemic  amebiasis  with  involvement  of  the 
liver,  lung,  or  brain  occurs  on  occasion.  Hepatic 
involvement  is  by  far  the  most  common  extra- 
intestinal  site  of  systemic  disease,  occurring  in 
2 per  cent  of  all  cases.  Pneumonic  involvement, 
on  the  very  rare  occasion  that  it  occurs,  may  be 
the  result  either  of  rupture  of  a liver  abscess 
through  the  diaphragm  or  of  direct  dissemination 
through  the  inferior  vena  cava. 

There  are  a number  of  reasons  why  I do  not 
feel  our  patient  had  amebic  colitis  with  enteritis. 
The  clinical  course  was  much  too  fulminating,  and 
there  was  no  epidemiologic  support  for  the  diag- 
nosis. Cysts  or  trophozoites  of  Endamoeba  his- 
tolytica were  not  found  on  repeated  examinations 
of  the  stool.  Again,  the  distribution  of  the 
lesion  becomes  important.  The  jejunum,  ileum, 
cecum,  and  right  hemicolon  were  obviously 
diseased.  Involvement  of  the  small  bowel  and 
right  hemicolon  to  this  extent  is  almost  unknown 
in  amebiasis.  Significant  enteritis,  except  for 
involvement  of  the  terminal  ileum,  makes  the 
diagnosis  untenable. 

Tuberculous  enterocolitis  is  often  classified  as 
primary  or  hypertrophic  and  secondary  or  ul- 
cerative. Primary  tuberculosis  of  the  bowel  is 
very  rare;  the  existence  of  this  entity  is  ques- 
tioned in  some  quarters.  Cases  are  reported 
more  frequently  from  abroad,  presumably  be- 
cause of  the  greater  use  of  unpasteurized  milk. 
The  bovine  tubercle  bacillus  is  thought  to  be 
the  pathogen  in  most  cases  of  primary  enteric 
tuberculosis.  Secondary  or  ulcerative  tuber- 
culous enterocolitis  is  almost  as  prevalent  as 
active  pulmonary  tuberculosis.  However,'  the 
condition  is  often  overlooked  because  the  symp- 
tomatology is  often  vague  or  absent,  and  in  a 
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given  case,  the  usual  manifestations  of  primary 
active  pulmonary  tuberculosis  dominate  the 
clinical  scene. 

Direct  responsibility  for  tuberculous  infection 
of  the  intestine  can  be  attributed  in  almost 
every  instance  to  the  constant  enterogenous 
passage  of  tubercle  bacilli  in  sputum  that  is 
swallowed.  Therefore,  overt  and  active  pul- 
monary tuberculosis  is  usually  present  and 
obvious,  if  looked  for.  The  continued  passage 
of  viable  tubercle  bacilli  into  the  bowel  con- 
tributes to  the  improbability  of  complete  healing 
and  the  frequency  of  continued  extension  of  the 
disease  to  adjacent  and  uninvolved  areas.  At 
autopsy  in  advanced,  sputum-positive  cases  of 
pulmonary  tuberculosis  the  incidence  of  enteric 
lesions  is  extremely  high.  In  a study  of  almost 
600  cases  of  tuberculosis  before  the  advent  of 
specific  antituberculous  chemotherapy  two-thirds 
of  the  cases  showed  intestinal  involvement  at 
postmortem  examination.7  The  well-known  and 
apparently  paradoxical  laboratory  observation 
that  gastric  washings  are  not  infrequently  found 
to  contain  tubercle  bacilli  when  the  sputum  is 
negative  is  best  explained  by  the  fact  that  much 
of  the  expectorant  has  its  origin  in  the  upper 
respiratory  passage  rather  than  in  the  lungs  and 
the  bronchial  tree. 

Tuberculosis  of  the  intestines  may  occur  at 
any  age  but  is  most  commonly  seen  between  the 
ages  of  twenty  and  forty.  The  initial  lesion  is 
an  inflammatory  mucosal  exudate  with  sub- 
sequent penetration  into  the  submucosa,  which 
may  become  extensively  invaded.  Mesenteric 
lymph  nodes  are  commonly  involved.  Ulcera- 
tive lesions  may  be  scattered  over  a wide  area. 
The  earliest  lesion  is  almost  always  in  the  ileo- 
cecal region  from  which  the  infection  spreads 
both  cephalad  and  caudad.  Peyer’s  patches 
may  become  heavily  involved.  There  is  often 
considerable  surrounding  inflammatory  reaction 
with  adhesions.  The  walls  of  small  arteries 
and  their  lumina  are  often  occluded.  Oblit- 
erative endarteritis  explains  the  infrequency 
of  complicating  hemorrhage.  Fibrous  scarring 
is  the  result  of  the  partial  healing  that  occurs. 
If  ulcerations  are  circular  in  topography,  ob- 
struction may  develop. 

The  symptomatology  is  extremely  variable. 
Extensive  disease  may  be  present  without  symp- 
toms. Pain  is  an  inconstant  complaint. 
Diarrhea  may  be  present  and  when  severe 
suggests  that  the  process  is  extensive.  Since 
hemorrhage  is  rare,  anemia  when  present  can 


be  attributed  to  infection  per  se  and/or  to 
nutritional  factors  associated  with  poor  dietary 
intake  and  malabsorption.  Anorexia  often  leads 
to  weight  loss,  cachexia,  and  eventual  inanition. 
Typical  general  features  of  tuberculous  in- 
fection such  as  leukopenia  may  be  present. 

Clinical  and  radiologic  evidence  of  active 
pulmonary  tuberculosis  is  frequently  present. 
However,  extrapulmonary  tuberculosis  orig- 
inally disseminating  from  the  lung  can  be  seen 
where  the  primary  site  of  infection  is  no  longer 
obvious  or  appears  to  be  trivial.8  I have  seen  a 
number  of  such  cases  recently.  In  these  in- 
stances one  would  have  to  assume  either  that  the 
primary  focus  of  infection  had  healed  subse- 
quent to  dissemination,  that  infection  was  still 
present  and  active  but  not  radiologically  demon- 
strable because  of  its  position,  or  that  it  was 
so  critically  situated  that  it  could  have  been 
uncovered  only  by  special  technics,  such  as  tomog- 
raphy or  bronchoscopy.  There  is  little  doubt 
that,  whereas  the  pulmonary  manifestations  of 
this  disease  may  be  striking  and  may  overshadow 
foci  of  dissemination,  the  reverse  may  also  be 
true.  I believe  that  this  latter  situation  pre- 
vails in  this  morning’s  case. 

Roentgen  examination  is  probably  the  most 
decisive  factor  in  the  diagnosis  of  tuberculous 
enterocolitis.  Extensive  ulceration  can  be  diag- 
nosed with  readiness.  Lesser  degrees  or  mini- 
mal ulceration  can  only  be  detected  by  motility 
studies.  Hourly  fluoroscopic  examination  after 
a barium  meal  is  often  needed  to  demonstrate 
the  radiologic  phenomena  of  disturbed  motility. 
The  flow  of  barium  is  usually  slowed  proximal 
to  an  affected  area  because  of  spasm,  the  delay 
often  persisting  for  an  hour  or  more.  The  most 
frequent  site  of  disease  is  in  the  terminal  ileum 
and  cecum.  Fluoroscopy  is  also  needed  to  assess 
fixation,  tenderness,  and  thickening  of  the  bowel. 

All  factors  considered,  I believe  that  tuber- 
culous enterocolitis  is  the  most  acceptable  diag- 
nosis in  this  case.  The  patient  was  a twenty- 
three-year-old,  Negro  male  whose  clinical  his- 
tory was  disproportionately  short  in  relation  to 
the  obviously  extensive  disease  present.  I 
stress  this  point  to  underscore  the  fact  that  even 
with  advanced  tuberculous  enterocolitis  symp- 
toms may  be  negligible  for  a considerable 
period.  I am  sure  that  the  process  was  present 
for  a longer  period  than  his  symptoms  would 
indicate.  The  absence  of  abdominal  pain  and 
bloody  stools  militates  heavily  against  the 
nonspecific  ulcerative  or  regional  enterocoli- 
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Fig.  1 . Section  of  lung  showing  caseous  material  en- 
tering the  lumen  of  a terminal  bronchus  having  partly 
destroyed  its  wall. 


tides.  Chills  and  fever  associated  with  per- 
sistent leukopenia  suggest  hematogenous  dis- 
semination of  tuberculous  infection.  I would 
attribute  the  overt  thrombophlebitis  in  the  left 
lower  extremity  to  invasion  of  the  veins  of  the 
pelvis  or  to  their  compression  by  enlarged 
adherent  tuberculous  lymph  nodes  with  cicatri- 
cial venous  obstruction.  I would  ascribe  the 
anemia  to  systemic  infection  per  se,  possibly 
with  secondary  malabsorption  superimposed. 
I would  attribute  the  hypoproteinemia  to  ano- 
rexia and  inanition.  This  plus  the  persistent- 
diarrhea  are  responsible  for  the  lowered  serum 
calcium. 

Failure  to  demonstrate  tubercle  bacilli  in  any 
of  the  body  secretions  does  not  disturb  me.  I 
notice  that  only  one  sputum  and  one  gastric  wash- 
ing were  done.  Serial  determinations,  using 
concentrates,  are  more  effective  in  detecting 
the  pathogen. 

Pulmonary  symptoms  were  denied.  How- 
ever, chest  x-rays  showed  infiltration  compatible 
with  pulmonary  tuberculosis.  The  absence  of 
apical  lesions  or  cavitation  is  somewhat  dis- 
concerting. However,  as  I have  already  men- 


tioned, evidence  of  pulmonary  disease  may  be 
totally  absent. 

My  final  diagnosis  is  tuberculous  enteroco- 
litis secondary  to  enterogenous  dissemination 
from  a primary  pulmonary  focus.  Now  our 
pathologist  will  tell  us  whether  or  not  the  mouse- 
trap really  worked. 

Diagnoses 

Clinical. — Tuberculosis  (?),  ulcerative  colitis 
(?),  or  Hodgkin's  disease  (?). 

Dr.  Bruno. — Tuberculous  enterocolitis  second- 
ary to  'pulmonary  tuberculosis , thrombophle- 
bitis, left  lower  extremity,  secondary  to  venous 
obstruction  by  abdominopelvic  tuberculous  lymph- 
adenitis. 

Anatomic. — (1)  Tuberculous  enterocolitis, 
extensive,  ulcerative,  with  multiple  (two)  per- 
forations and  tuberculous  peritonitis,  (2)  pul- 
monary tuberculosis,  right  upper  lobe  and  left 
upper  lobe  with  tuberculous  tracheobronchitis, 
mediastinal  lymphadenitis,  and  tuberculous  pleu- 
ritis,  (3)  miliary  tuberculosis  of  the  liver,  spleen, 
kidneys,  and  bone  marrow,  (/f)  thrombophlebitis, 
iliac  veins,  bilateral,  and  (5)  fatty  liver. 

Pathologic  Report 

Dr.  William  B.  Ober:  Speaking  as  a one-time 
second  baseman,  I would  say  that  Dr.  Bruno 
was  not  mousetrapped.  If  we  may  move  from 
the  gridiron  to  the  diamond,  I would  say  that  he 
managed  to  break  up  a possible  double  play  by 
sliding  into  second  base  with  his  spikes  high. 

The  postmortem  examination  was  performed 
by  my  predecessor,  Dr.  Frederick  G.  Zak.  He 
found  that  the  patient  was  riddled  with  tuber- 
culosis. The  primary  focus  was  in  the  right 
upper  lobe  posteriorly,  somewhat  below  the 
apex,  where  there  were  palpable  clusters  of 
confluent  fibrocaseous  tubercles.  There  was  a 
fibrinous  pleuritis  covering  the  right  upper  lobe. 
Intrapulmonic  dissemination  (Fig.  1)  to  the  left 
upper  lobe  was  present,  the  tubercles  there  being 
less  caseous  and  less  confluent.  There  was  also  a 
gelatinous  pneumonia  of  the  right  lower  lobe,  a 
terminal  event.  The  infection  had  extended 
along  the  tracheobronchial  tree  with  scattered 
tubercles  being  present  in  the  submucosa  and 
walls  of  these  structures. 

Miliary  hematogenous  dissemination  "had  oc- 
curred shortly  before  death.  Scattered  discrete 
tubercles  were  found  in  the  liver,  (Fig.  2)  spleen, 


2552 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


Fig.  2.  A miliary  tubercle  in  a fatty  liver. 


kidneys,  and  bone  marrow. 

The  cause  of  the  diarrhea  which  dominated 
the  clinical  picture  was  an  extensive  ulcerative 
tuberculous  enterocolitis  extending  from  100  cm. 
above  the  ileocecal  valve  to  the  midportion  of 
the  transverse  colon.  The  loops  of  bowel  were 
matted  together,  and  the  bowel  wall  was  thick- 
ened and  adherent  to  indurated  mesenteric  fat 
and  to  matted  caseous  mesenteric  lymph  nodes. 
In  two  places  along  the  bowel  there  were  per- 
forations, and  a moderate  amount  of  turbid 


intraperitoneal  fluid  as  well  as  a few  serosal 
tubercles  denoted  the  presence  of  tuberculous 
peritonitis.  The  mesenteric  and  retroperitoneal 
lymph  nodes  were  so  extensively  involved  that 
the  point  of  obstruction  along  the  iliac  veins 
and  inferior  vena  cava  could  not  be  accurately 
determined.  However,  adherent  thrombi  were 
found  in  both  iliac  veins,  presumably  secondary 
to  obstruction  of  venous  flow  as  the  involved 
nodes  impinged  on  the  large,  thin-walled  vessels. 

Permission  to  examine  the  central  nervous 
system  was  not  obtained,  and  one  can  only 
speculate  on  the  possibility  of  a terminal  tuber- 
culous meningoencephalitis. 

In  addition  to  the  few  scattered  miliary  tuber- 
cles, the  liver  was  enlarged  and  the  seat  of  ex- 
tensive fatty  metamorphosis,  presumably  the 
result  of  nutritional  inadequacy,  readily  cor- 
related with  the  low  serum  albumin. 

In  view  of  the  thorough  analysis  of  the  clinical 
picture  and  Dr.  Bruno's  ability  to  interweave 
the  principles  of  pathology  with  the  observations 
of  the  clinician,  further  comment  on  my  part 
would  be  supererogatory. 
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Observations  on  the  Gluten- Free  Diet 


Twenty-eight  patients  suffering  from  various  gas- 
trointestinal disorders  were  placed  on  a gluten-free 
diet.  Of  these,  seven  were  nontropical  sprue  cases, 
all  of  whom  enjoyed  clinical  recovery.  Two  other 
patients,  diagnosed  as  having  Whipple’s  disease, 
were  improved.  The  authors  believe  that  the 
gluten-free  diet,  which  is  inexpensive  and  not  diffi- 
cult to  follow,  is  the  treatment  of  choice  in  non- 
tropical sprue.  Apparently  it  is  also  of  some  value 


in  Whipple’s  disease,  but  ineffective  in  patients  with 
diarrhea  due  to  other  causes.  The  rationale  of  this 
treatment  remains  indeterminate;  it  has  been 
suggested  that  hypersensitivity  to  gluten  may  be 
the  underlying  cause,  but  the  mode  of  action  of  the 
gluten-free  diet  remains  a mystery. — Ivan  C.  Keever, 
M.D.,  W.  Crockett  Chears,  Jr.,  M.D.,  and  Julian  M. 
Ruffin,  M.D.,  American  Practitioner  and  Digest  of 
Treatment,  January,  1958 
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There  are  few  biologic  substances  which  have 
excited  such  an  interest  and  which  have  insti- 
gated such  a considerable  amount  of  experimental 
and  clinical  research  as  histamine.  The  reason 
is  obvious.  Histamine  is  certainly  implicated  in 
a great  number  of  elementary  physiologic  and 
pathologic  processes  and  particularly  in  inflam- 
matory reactions.1  However,  in  spite  of  such  ex- 
tensive and  exhaustive  study,  histamine  remains 
a kind  of  enigma  for  the  physiologist  and  even 
more  for  the  clinician. 

Dragstedt2  has  indicated  that  the  available 
evidence  for  the  participation  of  histamine  in 
certain  physiologic  and  pathologic  reactions  var- 
ies from  “unfounded  assumption  and  illogical  in- 
ferences to  substantial  and  concrete  proof.” 

Pharmacologic  Properties  of  Histamine 

It  is  not  an  overstatement  to  say  that  hista- 
mine possesses  the  most  powerful  and  diverse 
pharmacologic  properties.  Yet  the  limited  space 
of  this  presentation  does  not  allow  me  to  report 
here,  even  briefly,  its  essential  properties. 

Roughly,  the  main  actions  of  histamine  are  on 
the  vascular  system,  the  smooth  muscles,  and  the 
exocrine  glands. 


It  is  well  proved  that  histamine  is  a powerful 
dilator  of  the  capillaries,  and  in  certain  animal 
species  (cat,  dog,  monkey)  and  in  man  histamine 
also  dilates  the  arterioles.3  This  is  easy  to  dem- 
onstrate on  the  blood  vessels  of  the  skin.  In- 
jected intradermally,  histamine  produces  a flare 
and  wheal  effect  which  results  from  the  dilatation 
of  the  arterioles  and  capillaries  and  the  formation 
of  local  edema.  This  reaction  is  often  called  the 
triple  response  of  Lewis,  since  it  has  been  care- 
fully analyzed  by  this  British  investigator.4 

The  dilatation  of  the  capillaries  due  to  hista- 
mine is  followed  by  a variable  increase  in  their 
permeability.  This  results  in  a loss  of  plasma 
fluids  through  the  capillary  wall  into  extracellular 
spaces  and  in  a more  or  less  severe  reduction  of 
the  circulating  blood  volume.  This  phenomenon 
is  one  of  the  elements  of  histaminic  shock. 

Moreover,  in  man  the  injection  of  histamine 
produces  a dilatation  of  the  vessels  of  the  menin- 
ges and  brain  and  also  an  increase  of  the  cere- 
brospinal fluid  pressure.  The  characteristic 
headache  which  follows  the  administration  of 
histamine  has  been  attributed  to  these  cerebro- 
spinal vascular  reactions.  The  pain  probably 
originates  from  stretching  of  the  dural  and  pial 
arteries.5 
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Fig. 

In  dogs  histamine  produces  a constriction  of  the 
portal  veins  which  is  one  of  the  causes  of  the  re- 
sultant systemic  hypotension.  In  rabbits,  on  the 
other  hand,  the  fall  of  the  arterial  blood  pressure 
seems  to  be  related  to  a constriction  of  the  pul- 
monary vessels.  The  diversity  of  the  suscepti- 
bility of  the  various  vascular  areas  to  histamine 
according  to  the  animal  species  characterizes  the 
peculiar  action  of  this  amine. 

Histamine  is  a potent  stimulator  of  the  various 
smooth  muscles.3  The  susceptibility  varies 
largely  from  one  animal  species  to  another.  The 
smooth  organs  of  the  guinea  pig,  especially  the 
ileum,  the  uterus,  and  the  bronchi,  are  particularly 
sensitive  to  histamine.  Striking  evidence  of  the 
sensitivity  of  the  bronchial  tree  is  the  severe 
bronchoconstriction,  produced  by  the  inhalation  of 
histamine  aerosols  by  guinea  pigs,  which  can  lead 
to  death  by  asphyxia. 

In  humans  the  effect  of  histamine  on  the  bron- 
chioles is  negligible  in  normal  persons.  However, 
it  produces  a perceptible  bronchoconstriction  in 
individuals  affected  with  asthma  and  emphysema. 
This  effect  can  be  observed  objectively  by  the 
measurement  of  the  vital  capacity  which  is  re- 
duced to  a variable  degree.  The  effects  of  hista- 
mine on  the  smooth  muscles  are  easily  antago- 
nized by  the  antihistamines.6’7 

Histamine  is  a powerful  stimulator  of  the  secre- 
tions of  different  exocrine  glands.  The  secreta- 
gogue  effect  on  the  gastric  glands  is  one  of  the 
most  widespread  and  specific  properties  of  hista- 
mine. When  large  doses  of  histamine  are  in- 
jected, or  when  injections  of  histamine  are  re- 
peated frequently,  it  is  possible  to  produce  in 
animals  gastric  ulcers  and  even  gastric  perfora- 
tions due  probably  to  the  local  effect  of  the  highly 
acid  gastric  juice.  The  secretagogue  effect  of 
histamine  is  not  affected  by  the  antihistaminics. 

When  introduced  intravenously,  histamine  ex- 
hibits a high  degree  of  toxicity  for  most  mammals. 
Death  is  due  to  asphyxia  by  constriction  of  the 
bronchi  in  guinea  pigs,  to  acute  dilatation  of  the 
right  ventricle  by  pulmonary  vasoconstriction  in 
rabbits,  and  from  a general  vascular  collapse  in 
dogs.  Albino  mice  and  rats  are  rather  resistant 
to  histamine,  but  their  susceptibility  can  be  in- 


1. 


TABLE  I. — Histamine  2 HC1  Content  in  the  Various 
Tissues  of  “Wistar”  Albino  Rats 


Microgram 
per  Gm. 

Total  Tissue 
Content 
Micrograms 
per  100  Gm.  of 
Body  Weight 

Plasma 

0.1 

0.4 

Blood  cells  (red,  white, 
platelets) 

0.4 

1.6 

Heart 

8.7 

4.3 

Liver 

3.9 

17.9 

Stomach* 

43.0 

25.8 

Ileum* 

13.0 

75.4 

Colon* 

10.1 

20.2 

Kidney 

4.75 

3.8 

Skin  (abdominal) 

[ 85.0 

1275.0 

Lung 

9.7 

9.2 

Brain 

<0.2 

Striated  muscle  (ab- 
dominal) 

11.6 

522.0 

Urine  (per  24  hours 
and  per  100  Gm.) 

15.0 

The  contents  had  been  removed  and  the  tissue  washed. 


creased  very  much  by  removal  of  the  adrenals8  or 
the  injection  of  Hemophilus  pertussis  vaccine.9 

Endogenous  Histamine 

Histamine  is  a normal  constituent  of  almost  all 
the  tissues  in  mammals,  where  it  is  widely  dis- 
tributed.10 Mast  cells  are  probably  the  source 
for  the  bulk  of  the  histamine  content  of  a num- 
ber of  tissues.  There  seems  to  be  a good  correla- 
tion between  the  histamine  content  and  the  num- 
ber of  mast  cells  in  various  tissues.11  However, 
there  is  definite  evidence  that  histamine  is  also 
present  in  cells  other  than  mast  cells. 

Histamine  originates  from  histidine  by  the  ac- 
tion of  a specific  enzyme,  histidine  decarboxylase, 
which  is  present  in  most  tissues  (Fig.  1). 

Recent  experiments  performed  with  C14  la- 
belled histidine  have  confirmed  this  origin.12 

The  histamine  content  varies  largely  from  one 
tissue  to  another  and  in  the  same  tissue  from  one 
animal  species  to  another.  Complete  studies  of 
the  distribution  of  histamine  in  all  tissues  of  an 
animal  species  are  rather  rare.  In  Table  I are 
reported  personal  observations  recently  made  on 
“Wistar”  albino  rats.  The  data  have  been  ob- 
tained by  chemical  extraction  of  histamine  and 
bio-assays,  according  to  the  technic  described  by 
Code.13 
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Fig.  2.  Relationship  between  the  severity  of  the 
anaphylactic  shock  and  the  rate  of  plasma  histamine  in 
dog.  (+  = death.) 


Histamine  was  present  in  all  tissues  studied. 
Skin,  lung,  intestinal  mucosa,  and  striated  mus- 
cles are  particularly  rich  in  histamine,  while  the 
nervous  substance  of  the  brain  contains  only 
traces  of  this  substance. 

The  amount  of  histamine  present  in  the  body  is 
of  such  magnitude  that  a total  release  would 
seriously  endanger  the  life  of  the  individual,  but 
histamine  is  stored  within  the  cells  as  a physiolog- 
ically inactive  precursor.  Very  little  is  known 
about  the  chemical  nature  of  this  precursor.  The 
most  likely  opinion  is  that  histamine  is  bound 
with  some  acid  protoplasmic  constituent.  In 
mast  cells,  heparin  may  be  the  substrate.14 
However,  this  hypothesis  is  far  from  being  satis- 
factory and  therefore,  one  of  the  essential  aspects 
of  the  biochemistry  of  allergic  diseases  remains 
still  obscure  and  unsolved. 

The  Processes  of  Histamine  Release 

Histamine  is  a highly  active  and  widely  distrib- 
uted constituent  of  the  body  to  which  no  phj^sio- 
logic  role  can  be  attributed  with  certainty.  The 
amount  of  histamine  present  in  free  form  in  the 
circulating  extracellular  fluids  is  exceedingly  low 
in  most  mammals  (2  to  50  micrograms  per  L.), 
and  the  quantity  eliminated  daily  in  the  urine  of 
a normal  animal  (rat)  is  about  50  to  150  micro- 
grams  per  Kg.  of  body  weight,  but  it  has  been 
amply  and  definitely  proved  that  histamine  can  be 
released  from  cells  by  various  pathologic  proc- 
esses and  by  noxious  stimuli  of  either  physical 
or  chemical  nature. 

The  ingenious  studies  of  Lewis4  fully  estab- 


Fig.  3.  Release  of  histamine  from  the  perfused  lung 
of  a sensitized  guinea  pig  after  addition  of  the  antigen 
into  the  perfusing  fluid. 


lished  the  conditions  of  release  of  histamine  or  of 
a histamine-like  substance  by  injurjr  of  the  skin, 
which  is  responsible  for  the  triple  skin  reaction. 

One  of  the  most  salient  problems  connected 
with  the  release  of  histamine  is  the  role  it  plays  in 
anaphylactic  shock  and  allergic  reactions.  It 
was  as  early  as  1910  that  Dale  and  Laidlaw3  first 
postulated  that  histamine  might  be  the  hypo- 
thetical “toxin”  which  Richet15  had  invoked  as 
the  possible  causative  agent  of  anaphylactic 
shock.  The  theory  of  Dale  has  been  the  focal 
point  of  many  investigations,  too  numerous  to  be 
summarized  here.  “The  net  of  circumstantial 
evidence  is  such  that  few  would  deny  to  histamine 
an  important,  if  not  the  major  role,  in  the  charac- 
teristic syndrome  of  anaph}daxis  in  certain  animal 
species”  (Goodman).16  The  main  arguments 
on  which  this  conception  is  based  are  as  follows: 

1.  The  amount  of  histamine  in  the  circulating 
blood  is  considerably  increased  during  anaphylac- 
tic shock,  and  the  severity  of  the  shock,  at 'least 
in  dogs,  is  strongly  correlated  with  the  amount  of 
histamine  released.  Figure  2,  extracted  from 
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personal  experiments,  illustrates  the  release  of 
histamine  during  anaphylactic  shock  in  dogs  and 
shows  the  correlation  between  the  severity  of  the 
shock  and  the  amount  of  the  plasma  histamine.17 

2.  The  release  of  histamine  from  the  perfused 
sensitized  organs  after  addition  of  the  specific 
antigen  (Fig.  3). 

3.  The  release  of  histamine  from  sensitized 
cells  after  addition  of  the  specific  antigen.  This 
occurs  not  only  with  animals  experimentally  sen- 
sitized but  also  with  human  tissues  removed  from 
allergic  patients.18 

4.  The  reproduction  by  the  histamine  releas- 
ors of  anaphylactic-like  reactions  in  animals 
and  allergic-like  symptoms  in  man.17 

5.  The  effectiveness  of  the  potent  antihista- 
mines against  experimental  anaphylaxis  and  clini- 
cal allergies.7 

It  is,  therefore,  beyond  any  doubt  that  hista- 
mine or  a histamine-like  substance  is  released  from 
the  cells  during  the  antigen-antibody  reaction. 
It  does  not  preclude  the  possibility  that  other 
chemical  substances  also  may  be  released  in  these 
circumstances. 

Histamine  Liberators 

Very  similar  to  the  behavior  of  the  antigen- 
antibody  complex  is  the  effect  of  a series  of  sub- 
stances recently  described  as  histamine  liberators. 
It  is  convenient  at  this  point  to  stress  that  many 
substances  possess  the  property  of  releasing  his- 
tamine from  the  living  cells  or  even  from  cellular 
particles.  Chemically  they  are  very  heterogenic 
and  belong  to  a large  variety  of  groups.19  In 
Table  II  we  have  summarized  the  main  groups 
of  substances  able  to  release  histamine. 

The  classification  of  the  histamine  liberators 
according  to  molecular  weight  is  certainly  arbi- 
trary and  does  not  bear  any  chemical  relation- 
ship. Moreover,  some  of  the  low  molecular 
substances  show  their  histamine-releasing  prop- 
erties only  in  vitro,  while  other  complex  biologic 
compounds,  such  as  venoms,  toxins,  etc.,  possess 
potent  cytotoxic  properties  in  which  the  release  of 
histamine  is  more  of  a secondary  phenomenon. 

The  ability  to  free  histamine  from  its  attach- 
ment in  living  cells  in  perfused  tissues,  or  by  con- 
tact in  vitro,  is  rather  a common  property  of  many 
substances.  On  the  other  hand,  only  a limited 
number  of  compounds  are  capable  of  producing 
in  vivo  the  typical  and  characteristic  syndrome 
due  essentially  to  the  liberation  of  endogenous 
histamine.  The  substances  in  this  group  which 


TABLE  II. — Substances  Able  to  Release  Histamine 


Low  Molecular  High  Molecular 

Weight  Weight 

Substances  Substances 


Basic  amines: 

NHz—  (CH2)n— CH, 
n = 2 to  12 

Diamines:  NH2 — (CH2)n — NH2 
n = 2 to  16 
Diamidines : 

NH*  NHj 

\ / 

(CH2)n 
/ \ 

NH  NH 

n = 8 to  16 


Antigen-antibody  com- 
plexes 

Proteolytic  enzymes 
Venoms  and  toxins 

Dextran  1 p 
Ovomucoid  / a 

Poly  vinylpyrro-  1 
lidone  [■  Dog 

Tween  20 


Diquartenary  compounds : 
(CH3),N—  (CH2)n-  N(CH3)3 
n = 12 

Specific  compounds : 


Anaphylatoxin — Guinea 
Pig 

Polymyxines 


48/80  = OCH3— c 

CH2 


— CH2— CH2— N< 


'CH3 


1935  L : HO- 


— CH— CH2— CH— NHj 
I I 

/\  ch3 


l-CH, 


OH 


Alkaloids : morphine 
quinine 

d tubocurarine 
sinomenine 
licheniformine 
etc. 


have  been  most  studied  are  48/80,  dextran,  poly- 
vinylpyrrolidone (P.V.P.),  1935  L,  sinomenine, 
and  peptones.  It  is  worth  while  to  stress  here 
that  the  sensitivity  of  the  different  animal  species 
to  the  histamine  liberators  varies  considerably. 
Thus,  it  is  quite  easy  to  produce  the  clinical  symp- 
toms indicative  of  a massive  mobilization  of  his- 
tamine in  rats,  cats,  and  dogs,  while  guinea  pigs, 
rabbits,  and  mice  are  more  or  less  refractory. 
Man  reacts  with  an  “histaminic”  syndrome  to 
48/80,  1935  L,  stilbamidine,  tubocurarine,  and 
other  substances. 

The  species  specificity  is  even  more  striking 
with  certain  macromolecular  substances.  Thus, 
ovomucoid  and  dextran  act  only  in  rats,20  while 
Tween  2021  and  polyvinylpyrrolidone20  produce 
the  typical  anaphylactic-like  response  only  in 
dogs. 

Anaphylatoxin  is  the  only  substance  which 
produces  a massive  histamine  release  in  guinea 
pigs.21-22 

The  reason  for  and  nature  of  this  species  sensi- 
tivity remain  completely  unexplained,  as  does  the 
mechanism  by  which  these  substances  release  his- 
tamine in  living  organisms. 
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Fig.  4.  Recording  of  the  arterial  blood  pressure  of  a dog  anesthetized  with  chloralose.  The  injection,  at  1,  of  1 
mg.  per  Kg.  of  the  histamine  releasor  1935  L produces,  after  a latent  period  of  about  ninety  seconds,  a sharp  fall  of 
the  blood  pressure.  The  arterial  blood  pressure  returned  slowly  to  the  normal  level.  A second  injection  of  the 
same  dose  of  1935  L is  performed  at  2.  No  changes  of  the  blood  pressure  (refractory  state).  At  this  stage  the 
injection,  at  3,  of  a high  molecular  weight  histamine  liberator,  polyvinylpyrrolidone,  produces  an  intense  fall  of  the 
blood  pressure. 


Clinical  Symptoms  Produced  by  His- 
tamine Liberators 

The  symptoms  vary  according  to  the  chemical 
nature  and  dose  of  the  compound  and  depend  par- 
ticularly on  the  animal  species.  In  rats  the  in- 
travenous injection  of  a large  dose  of  48/80, 
1935  L,  or  dextran  will  rapidly  produce  symptoms 
of  vascular  collapse,  cyanosis,  hypothermia,  and 
severe  hemoconcentration. 

When  injected  intraperitoneally,  histamine 
liberators  produce  a very  peculiar  clinical  picture 
— generalized  itching  followed  by  erythema  and 
edema  of  the  snout,  tongue,  and  paws.  Edema, 
hypotension,  and  hemoconcentration  signify  an 
increase  in  capillary  permeability.  This  can  be 
visualized  by  the  use  of  certain  macromolecular 
dyes,  such  as  Evans  blue.  When  administered 
intravenously,  the  dye  accumulates  in  the  regions 
where  edema  appears  and  produces  an  intense 
bluing  of  these  sites.23 

The  intravenous  injection  of  a histamine  liber- 
ator into  an  unanesthetized  dog  produces  a 
dramatic  picture.  In  a few  minutes  there  is 
evidence  of  intense  generalized  pruritus.  The 
skin  becomes  erythematous  and  covered  with  urti- 
carial blotches.  Edema  is  evident  around  the 
muzzle  and  the  eyes. 

In  the  cat,  the  general  symptoms  are  very  simi- 
lar: itching,  salivation,  and  a state  of  prostra- 
tion. Later,  as  the  animal  recovers,  edema,  par- 
ticularly of  the  nose  and  eyelids,  appears.  A pro- 
fuse secretion  of  acid  gastric  juice  is  observed  in 
all  animal  species. 

If  the  arterial  blood  pressure  is  recorded,  a 
sharp  fall  of  the  blood  pressure  closely  resembling 
that  seen  with  histamine  is  observed,  save  for  a 


simple  difference — it  occurs  about  thirty  to 
ninety  seconds  after  the  injection  instead  of  being 
almost  immediate  (Fig.  4).  The  latency  in  on- 
set signifies  that  the  injected  drug  does  not  have  a 
direct  effect  on  the  vascular  bed  but  that  the 
pressor  response  is  a secondary  process  and  re- 
lated to  the  release  of  endogenous  histamine. 
The  delayed  hypotensive  response  is  one  of  the 
characteristic  effects  of  histamine  liberators,  since 
it  takes  time  to  release  endogenous  histamine.13 

Histamine  liberators,  and  particularly  1935  L, 
have  been  used  in  clinical  trials.24,25  When  in- 
jected into  a nonallergic  individual,  a dose  of  0.1 
mg.  per  Kg.  produces  clinical  symptoms  which 
are  identical  with  those  produced  by  histamine — 
erythema,  generalized  pricking,  pulsatile  head- 
ache, fall  of  the  blood  pressure,  and  gastric  hy- 
persecretion. All  these  symptoms  are  easily  con- 
trolled by  antihistaminics. 

When  injected  into  patients  affected  with  aller- 
gic diseases,  however,  quite  a different  picture  is 
elicited.  After  the  first  immediate  symptoms, 
which  are  identical  with  those  in  nonallergic  sub- 
jects, a second  phase  of  symptoms  is  observed 
during  which  the  patient  reproduces  quite  accu- 
rately his  spontaneous  clinical  symptoms.  Pa- 
tients affected  with  potential  or  actual  urticaria 
will  respond  with  a severe  generalized  urticaria 
but  not  with  asthma.  In  asthmatic  patients  the 
same  dose  of  the  substance  produces  an  asth- 
matic attack  and  only  very  rarely  produces  urti- 
caria. In  patients  affected  with  migraine,  typical 
headaches  have  been  produced. 

The  interesting  point  is  that  individuals  treated 
repeatedly  with  injections  of  this  compound  at 
adequate  intervals  of  time  develop  refractoriness 
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Fig.  5.  Plasma  histamine  levels  after  the  injection 
of  1935  L into  rat,  dog,  and  man  in  micrograms  per  L. 


to  the  histamine  liberator.  The  establishment 
of  the  state  of  refractoriness  is  paralleled  by  a 
considerable  clinical  improvement  in  the  spon- 
taneous allergic  symptoms,  and  it  is  highly  prob- 
able that  there  is  a direct  relation  between  the 
two  phenomena.25 

Demonstration  and  Kinetics  of  Hista- 
mine Release 

The  sudden  and  almost  explosive  histamine 
liberation  is  reflected  by  an  increase  of  the  plasma 
histamine  level.  The  rise  of  the  plasma  hista- 
mine, after  the  injection  of  1935  L in  rats,  dogs, 
and  man,  is  illustrated  in  Fig.  5. 

The  release  of  histamine  is  rapid,  and  the  peak 
is  usually  reached  within  the  first  five  minutes. 
Afterwards  the  plasma  histamine  level  decreases 
slowly,  but  it  is  not  before  two  to  four  hours  that 
it  reaches  the  normal  values.  The  kinetics  of  the 
release  of  endogenous  histamine  are  closely  cor- 
related with  the  appearance  of  the  clinical  symp- 
toms. 

The  release  of  the  endogenous  histamine  can  be 
proved  also  by  measurements  of  the  amount  of 
the  excreted  histamine  in  the  urine,  provided  the 
animals  receive  prophylactically  an  injection  of 
alpha-aminoguanidine,  a specific  potent  inhibitor 
of  the  enzyme  which  normally  destroys  hista- 
mine in  the  tissues.  Figure  6 shows  the  elimi- 
nation rate  of  urine  histamine  in  animals  before 
and  after  the  injection  of  a histamine  liberator 
(1935  L). 

Furthermore,  it  should  be  mentioned  that  con- 
vincing and  quantitative  evidence  for  the  release 
of  histamine  can  be  obtained  by  perfusing  organs. 
With  the  usual  substances  release  takes  place 
more  readily  from  the  skin  preparation  and  some- 


Fig.  6.  Urinary  histamine  elimination  of  the  rat  in 
control  animals  and  after  the  injection  of  1935  L. 
Expressed  in  micrograms  per  100  Gm.  per  twenty-four 
hours. 


what  less  readily  from  perfused  muscle.  In  dogs 
the  perfused  fiver  liberates  a great  amount  of  his- 
tamine with  polyvinylpyrrolidone  and  1935  L. 
In  general,  the  intestines  seem  to  be  less  sensitive 
to  histamine-releasing  action. 

Histamine  Depletion  and  Action  of 
Adrenal  Hormones  on  Biogenesis  of 
Histamine 

By  adequate  and  repeated  treatment  with  his- 
tamine liberators,  it  is  possible  to  decrease  pro- 
gressively the  histamine  content  of  certain  tissues. 
The  skin  histamine  content  in  the  rat  can  be 
lowered  to  about  10  to  20  per  cent  of  its  normal 
content.26  It  is  very  unlikely  that  the  refractori- 
ness to  the  histamine  liberators  which  regularly 
occurs  with  repeated  injections  of  these  sub- 
stances is  due  only  to  the  loss  of  the  tissue  hista- 
mine content.  However,  it  has  been  shown  that 
while  release  of  histamine  is  an  abrupt  event,  the 
resynthesis  of  the  cellular  histamine  is  rather,  at 
least  in  rats,  a slow  and  progressive  process.26 

Treatment  with  cortisone  and  cortisone-like 
hormones,  when  administered  repeatedly,  is 
followed  by  a decrease  of  the  mobilizable  endog- 
enous histamine.24  When  cortisone  is  injected 
into  animals  whose  histamine  has  been  previously 
depleted  by  prolonged  treatment  with  a histamine 
releasor,  the  restoration  of  the  cellular  histamine 
is  considerably  slowed.  DOCA  has  an  opposite 
action  (Fig.  7).27-28 
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Fig.  7.  The  effect  of  treatment  with  cortisone  on 
the  quantity  of  histamine  excreted  in  the  urine  follow- 
ing the  injection  of  1935  L in  animals  pretreated  with 
alpha-aminoguanidine.  The  columns  represent  the 
quantity  of  histamine  excreted  in  the  urine  (per  100  Gm. 
of  body  weight  in  twenty-four  hours)  after  the  injection 
of  the  same  dose  of  1935  L. 

Above:  Due  to  repeated  injections  of  1935  L indi- 
cated by  the  arrows,  the  quantity  of  histamine  excreted 
decreases  progressively  in  relation  to  its  depletion  from 
the  tissues.  At  the  point  indicated  by  the  line,  deplet- 
ing treatment  is  stopped.  The  quantity  of  available 
histamine  increases  progressively.  Twenty-one  days 
later  the  amount  of  histamine  eliminated  in  the  urine 
after  the  injection  of  1935  L is  almost  normal. 

Below:  The  same  depleting  treatment  with  1935  L is 
applied  to  another  group  of  rats.  Just  before  the  injec- 
tions of  the  histamine  releasor  are  stopped,  the  animals 
are  submitted  to  daily  injections  of  cortisone  (dotted 
arrows).  In  the  cortisone-treated  animals,  the  quan- 
tity of  histamine  eliminated  following  the  injection  of 
1935  L is  decreased  greatly  due  to  a slower  restoration 
of  the  stock  of  the  tissue  histamine. 

It  is  likely  that  the  antiphlogistic  action  of  cor- 
tisone and  its  effects  in  typical  allergic  conditions 
is  at  least  partly  conditioned  by  this  action  on 
histamine  synthesis.  Very  little  is  known  about 
the  stage  at  which  cortisone  acts  in  the  cycle  of 
the  histamine  biogenesis. 

Histamine  Liberators  and  Anaphylactic 
Reactions 

The  injection  of  histamine  releasors  is  followed 
in  certain  animal  species  by  a clinical  picture 
which  mimics  anaphylactic  shock.  For  this 
reason  certain  authors  called  these  effects  “ana- 
phylactoid syndrome.”29 

Is  the  mode  of  action  of  the  histamine  releasors 
identical  with  that  of  the  antigen-antibody  com- 
plex? It  is  rather  premature  to  draw  such  a con- 
clusion, since  important  discrepancies  between 
both  processes  have  been  found  and  since  the 


matter  is  now  under  study. 

The  heparin  release  which  occurs  regularly  in 
dogs  during  anaphylactic  shock  cannot  be  demon- 
strated with  certainty  using  the  various  histamine 
releasors,  even  with  high  molecular  polyvidone 
(P.V.P.) 

In  rats  the  injection  of  a histamine  releasor  is 
followed  by  a considerable  increase  of  the  plasma 
histamine  content,  while  such  an  increase  could 
never  be  found  in  typical  and  severe  anaphylactic 
shock.30  In  this  animal,  antihistamines  exert 
an  efficient  protection  against  the  clinical  effects 
caused  by  the  histamine  releasors  while  they  show 
very  little  action  in  anaphylactic  reactions. 
Also,  crossed  protection  against  anaphylaxis  by 
a previous  depletive  treatment  with  histamine 
liberators  regularly  fails  in  rats.31  In  dogs  such 
protection  against  anaphylaxis  can  be  easily 
demonstrated  in  animals  previously  treated  and 
rendered  refractory  to  histamine  releasors.  Fig- 
ure 7 illustrates  such  a cross  protection.  How- 
ever, other  facts  are  in  favor  of  an  analogy  be- 
tween the  effects  of  histamine  releasors  and 
anaphylaxis.  Pretreatment  with  Tween  20,  which 
is  a histamine  releasor  in  dogs,  protects  the  dog 
not  only  against  polyvidone,  (P.V.P)  another  high 
molecular  weight  histamine  releasor,  but  also 
against  anaphylactic  shock  elicited  by  the  in- 
jection of  horse  serum  to  which  the  dog  has  been 
sensitized.31 

The  action  of  the  various  histamine  releasors 
differs,  however,  according  to  their  chemical 
structure.  Dogs  which  became  refractory  by  pre- 
vious treatment  to  Tween  20  or  P.V.P.  may  still 
react  to  the  injection  of  48/80  or  1935  L.  The 
contrary  has  also  been  observed  in  our  experi- 
ments (Fig.  8). 

This  raises  the  question  of  the  site  of  action  of 
the  various  histamine  releasors.  Nishiyama  and 
his  coworkers32  have  shown  that  in  dogs  com- 
pound 48/80  releases  histamine  mainly  from  the 
liver  and  muscles,  while  Tween  20,  polyvidone,  and 
sinomenine  free  histamine  essentially  from  the 
skin  and  to  a lesser  extent  from  the  liver  and 
muscle. 

Despite  some  difficulties  in  the  integration  of 
the  newly  observed  experimental  facts,  it  can  be 
hypothesized  that  there  are  certain  common 
basic  mechanisms  between  the  processes  by 
which  certain  simple  chemical  compounds  free 
histamine  from  the  tissues  and  those  involved  in 
the  antigen-antibody  reaction.  The  facts,  that 
in  allergic  individuals  the  injection  of  a chemi- 
cal histamine  liberator  (1935  L)  releases  the 
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Dog  pretreated  with  Tween 


Horse  serum  P.VP.  L.I935. 


I Fig.  8.  Dog  sensitized  with  horse  serum.  Anes- 
thesia with  chloralose.  Recording  of  the  arterial  blood 
■ pressure.  The  animal  has  been  submitted  for  ten  days 
I to  daily  injections  of  Tween  20  which  acts  as  a histamine 
I i liberator  in  dogs.  Following  this  treatment  the  animal 
I became  refractory  to  Tween  20,  the  injection  of  which 
I does  not  produce  the  usual  hypotension.  The  animal  is 
I also  protected  against  anaphylactic  shock  when  in- 
| jected  with  horse  serum  (sensitivity  to  horse  serum  was 
I demonstrated  five  days  later).  The  animal  is  also 

S refractory  to  another  high  molecular  weight  histamine 
releasor,  polyvinylpyrrolidone  (cross  protection) . How- 
■ ever,  the  subsequent  injection  of  1935  L produces  a 
I definite  fall  of  the  blood  pressure. 


usual  spontaneous  clinical  symptoms  (urticaria, 
asthma)  and  that  refractoriness  developed  to  the 
histamine  liberator  is  paralleled  with  clinical  im- 
provement in  the  occurrence  of  symptoms,  stress 
the  relationship  between  release  of  histamine  and 
clinical  allergy  and  also  indicate  the  clinical 
possibilities  of  this  new  series  of  compounds. 


1 Summary 

Histamine  is  distributed  widely  throughout 
I the  animal  kingdom  and  throughout  many  tis- 
I sues  and  organs  of  the  body.  It  is  an  exceed- 
I ingly  powerful  substance  which  if  released  in  full 
l force  would  probably  result  in  the  death  of  the 
I animal.  Histamine  or  a histamine-like  substance 
I is  released  in  allergic  states  where  an  antigen- 
I antibody  complex  is  involved.  There  are  sub- 
■ stances,  however,  of  diverse  nature  which  are 
I capable  of  releasing  histamine  from  mast  cells 
I and  possibly  other  tissues  when  injected  into  the 
I animal.  These  histamine  releasors  are  briefly 
l discussed  along  with  their  variable  action  depend- 


ing on  dosage,  mode  of  administration,  and  ani- 
mal species.  The  possible  use  of  histamine-re- 
leasing agents  clinically  is  suggested. 
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Hypotension  of  Celiac  Plexus  Reflex 


Systemic  arterial  hypotension  due  to  com- 
pression of  the  celiac  plexus  in  the  abdomen 
may  be  observed  during  surgical  intervention. 
Management  of  this  circulatory  complication 
varies  depending  on  various  circumstances  and 
concomitant  signs.  The  following  case  reports 
illustrate  some  of  these  observations. 

Case  Reports 

Case  1. — A sixty-nine-year-old  man  was  under- 
going a resection  of  the  sigmoid  colon  for  carcinoma. 
Anesthesia  was  with  cyclopropane  and  oxygen. 
The  patient’s  systemic  arterial  blood  pressure  just 
prior  to  anesthesia  was  140  mm.  of  Hg  systolic  and 
90  diastolic.  His  pulse  rate  was  100  per  minute, 
and  his  electrocardiogram  showed  a regular  sinus 
rhythm.  After  induction  of  anesthesia  the  heart 
rate  decreased  to  80  per  minute,  while  the  arterial 
blood  pressure  remained  unchanged.  These  levels 
remained  fairly  constant  during  the  next  hour,  and 

Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  May  5,  1958.  Clinical  Anesthesia  Conferences 
are  held  on  the  first  Monday  of  each  month. 


the  operation  progressed  satisfactorily. 

' During  attempts  to  liberate  the  abdominal  tumor, 
the  patient’s  blood  pressure  diminished  suddenly 
to  60/52,  although  the  heart  rate  and  electrocardio- 
graphic pattern  remained  unchanged.  Surgical 
manipulation  was  stopped,  and  this  resulted  in  a 
return  of  blood  pressure  to  100/80.  As  soon  as 
surgical  intervention  was  resumed  the  blood  pres- 
sure decreased  again  to  60/50.  Fifteen  cc.  of  a 
1 per  cent  solution  of  procaine  was  instilled  over 
the  area  of  the  celiac  plexus.  The  surgical  proce- 
dure was  resumed,  but  the  patient’s  blood  pressure 
increased  continuously,  and  in  thirty  minutes  it 
reached  120/70  which  was  maintained  for  the  re- 
mainder of  the  procedure. 


Case  2. — A fifty-two-y ear-old  man  in  good  phys- 
ical condition  except  for  cholelithiasis  was  under- 
going a cholecystectomy  during  light  cyclopropane 
anesthesia  with  the  use  of  succinyl  choline  by  intra- 
venous drip  for  relaxation.  The  patient’s  arterial 
blood  pressure  was  maintained  at  first  at  a systolic 
of  130  mm.  Hg  and  the  diastolic  at  80.  During  I 
exploration  of  the  gall  bladder,  there  was  a sudden 
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reduction  of  the  blood  pressure  to  a systolic  of  50, 
and  then  this  became  unobtainable.  The  heart 
rate,  which  had  been  at  80  per  minute,  was  main- 
tained at  this  rate  as  calculated  on  the  electrocardio- 
scope.  This  hypotension  persisted  for  ten  minutes 
despite  more  gentle  surgical  manipulations.  Suc- 
cinyl  choline  administration  was  ceased,  and  depth 
of  anesthesia  was  increased  to  third  plane.  Coinci- 
dent with  the  deepening  of  anesthesia  there  was  a 
gradual  return  of  the  blood  pressure  to  previous 
levels  which  were  then  maintained  for  the  remainder 
of  the  operation. 

Case  3. — A forty-year-old  man  was  undergoing 
a partial  gastric  resection  for  peptic  ulcer.  Anes- 
thesia was  with  nitrous  oxide,  oxygen,  and  ether. 
As  soon  as  traction  was  applied  to  the  stomach  there 
was  a sudden  circulatory  depression  characterized 
by  a diminution  in  systemic  arterial  blood  pressure 
from  120  mm.  Hg  systolic  and  70  diastolic  to  60/50. 
The  pulse  rate  slowed  from  80  per  minute  to  48 
per  minute,  and  the  electrocardioscope  revealed  a 
change  from  a regular  sinus  rhythm  to  a nodal 
bradycardia.  Since  these  circulatory  changes  were 
attributed  to  vagal  stimulation,  0.6  mg.  of  atropine 
sulfate  was  injected  intravenously.  In  just  one 
minute  the  electrocardiogram,  pulse  rate,  and  blood 
pressure  returned  to  their  normal  values  and  were 
maintained  for  the  rest  of  the  operation. 

Case  4. — During  abdominal  exploration  for  a 
cholecystectomy  in  a forty-two-year-old  woman 
anesthetized  with  nitrous  oxide  and  ether,  the 
patient’s  arterial  blood  pressure  fell  from  140/95 
mm.  Hg  to  80/70.  The  pulse  rate  showed  little 
change — a slight  rise  from  72  to  80  per  minute. 
The  electrocardiogram  revealed  maintenance  of  a 
sinus  rhythm,  but  the  P-R  interval  diminished  in 
duration  from  0.14  of  a second  to  0.10  of  a second, 
and  there  also  developed  occasional  ventricular  pre- 
mature contractions.  These  changes  persisted 
despite  assisted  pulmonary  ventilation  and  increased 
oxygenation  as  well  as  cessation  of  surgical  manipula- 
tions. Physostigmine,  0.5  mg.,  was  injected  in- 
travenously, and  this  was  followed  by  a rise  in 
blood  pressure  to  110/70  which  was  maintained  for 
an  hour  during  continued  surgery.  During  ab- 
dominal manipulation  prior  to  closing  the  peri- 
toneum, the  blood  pressure  fell  to  50/42.  A dose  of 
0.3  mg.  of  physostigmine  was  again  injected  intra- 
venously, and  this  was  followed  by  a repeated  and 
sustained  rise  of  the  arterial  blood  pressure  to  normal 
limits. 

Comment 

These  so-called  “traction  reflexes”  of  arterial 
hypotension  which  are  observed  during  abdom- 
inal surgery  are  probably  the  most  frequent  type 
of  circulatory  derangement  encountered  during 


surgical  anesthesia.  Usually  the  degree  of 
blood  pressure  fall  is  slight,  resulting  in  a re- 
duction of  20  to  25  mm.  of  Hg  in  the  systolic 
pressure.  These  mild  changes  are  inconse- 
quential. The  patient’s  cutaneous  circulation 
is  not  altered,  and  it  is  not  necessary  to  inform 
the  surgeon  or  to  institute  any  treatment,  since 
these  slight  deviations  from  the  normal  blood 
pressure  state  are  transitory. 

In  some  cases,  as  illustrated  here,  the  episode 
of  reflex  arterial  hypotension  is  intense  and  per- 
sistent. Even  in  these  extreme  cases  some 
anesthesiologists  are  not  alarmed  and  believe 
that  no  treatment  is  indicated  so  long  as  the 
peripheral  cutaneous  circulation  shows  no  evi- 
dence of  circulatory  embarrassment.  Obviously, 
it  is  true  that  measurement  of  the  systemic 
arterial  blood  pressure  may  not  be  a good  cri- 
terion of  circulatory  adequacy.  We  know  that 
after  the  administration  of  a ganglion  blocking 
agent,  a lower  systolic  pressure  may  be  adequate 
because  of  increased  circulation  in  the  terminal 
tissues  due  to  vasodilatation  of  the  terminal 
arterioles  and  increased  capillary-venous  out- 
flow. Conversely,  after  the  administration  of  a 
vasopressor,  an  increased  blood  pressure  in  a 
large  systemic  artery  may  be  present,  but  the 
circulation  in  the  terminal  tissues  may  be  de- 
creased due  to  peripheral  vasoconstriction. 
Some  other  criterion  is  necessary,  therefore,  to 
determine  what  constitutes  a pathologic  phys- 
iologic trespass.  The  use  and  development  of 
instruments  such  as  the  digital  plethysmograph, 
which  can  detect  changes  in  cutaneous  blood 
vessels,  should  be  encouraged.1  It  has  been 
shown  that  even  when  the  peripheral  terminal 
circulation  is  increased  by  the  use  of  ganglion 
blocking  drugs,  the  induced  systemic  arterial 
hypotension  is  well  tolerated  by  the  kidneys 
and  liver  as  long  as  the  arterial  blood  pressure 
does  not  fall  below  60  mm.  Hg  systolic  in  an 
adult.2’3  Below  this  level  both  kidney  and 
liver  damage  may  be  produced.4-5  Because  of 
these  considerations,  most  anesthesiologists  are 
of  the  opinion  that  states  of  acute  arterial 
hypotension  should  be  corrected. 

The  administration  of  a vasopressor  (pref- 
erably called  “vasoconstrictor”)  may  overcome 
these  conditions  of  systemic  arterial  hypo- 
tension. However,  these  vasoconstrictors  do 
not  eliminate  the  cause  for  the  reflex  hypotension, 
and  occasionally  they  are  ineffectual.  Even 
when  they  are  capable  of  raising  the  pressure  in 
a large  artery,  they  do  so  at  the  expense  of  pro- 
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ducing  vasoconstriction  in  the  terminal  ar- 
terioles which  may  actually  diminish  the  cir- 
culation in  the  terminal  tissues. 

Since  the  arterial  hypotensive  reflex  in  ques- 
tion is  due  to  surgical  manipulation,  the  first 
thing  to  be  done  when  the  hypotension  is  in- 
tense is  to  request  the  surgical  team  to  cease 
surgical  intervention  and  remove  all  retractors 
and  packs.  In  most  cases  this  will  result  in  a 
return  of  the  patient's  arterial  blood  pressure 
to  within  normal  limits.  Careful  reapplication 
of  abdominal  packs  or  retractors  may  be  the 
only  treatment  necessary. 

If  interruption  of  the  operation  results  in 
a restitution  of  the  patient's  arterial  blood 
pressure  but  the  latter  falls  again  when  the 
procedure  is  resumed,  then  the  next  recommen- 
dation should  be  the  infiltration  of  a local  anes- 
thetic solution  in  the  vicinity  of  the  celiac  plexus, 
as  illustrated  in  the  first  case  report. 

If  local  anesthesia  cannot  be  applied,  phar- 


macologic therapy  may  be  considered.  When 
muscular  relaxation  has  been  dependent  on 
succinylcholine  during  light  general  anesthesia, 
favorable  results  may  be  obtained  by  ceasing 
the  administration  of  succinylcholine  and  in- 
creasing the  depth  of  general  anesthesia,  as 
described  in  Case  2. 

In  a number  of  cases,  changes  in  the  patient's 
electrocardiographic  pattern  may  indicate  a 
certain  type  of  autonomic  imbalance,  and  the 
pharmacologic  antagonist  may  be  administered  to 
produce  a return  to  a more  normal  circulatory 
status,  as  shown  in  Cases  3 and  4. 
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Test  for  Normal  Speaking  Voice  Described 


A simple  singing  test  that  helps  determine  the 
correct  pitch  of  a person’s  speaking  voice  was 
described  in  the  April  Archives  of  Otolaryngology. 

Writing  in  the  American  Medical  Association  pub- 
lication, Dr.  Heston  L.  Wilson  and  Warren  R.  Daw- 
son, Ph.D.,  Seattle,  said  the  test,  along  with  a simple 
vocal  exercise,  can  be  used  by  doctors  to  help  their 
patients  correct  speech  problems.  They  noted  that 
the  use  of  ‘ ‘improper  pitch  is  a very  common  type  of 
vocal  abuse.” 

A person  can  determine  his  proper  pitch  by  first 
singing  his  lowest  note.  Frequently  this  is  the  pitch 
employed  for  his  speaking  voice.  Then  he  sings  a 
scale.  A very  definite  change  in  the  resonance  and 
timbre  of  the  tone  occurs  about  the  fourth  full  tone 
above  the  lowest  note  that  he  is  able  to  sing. 

A musically  trained  ear  is  not  required  to  note  the 
more  pleasing  quality  of  the  voice  at  this  level.  A 
person  is  often  surprised  at  the  ease  with  which  these 


tones  are  sung,  the  authors  said. 

The  pitch  is  subsequently  checked  by  the  person’s 
placing  his  fingers  tightly  in  his  ears  and  again  sing- 
ing the  scale.  He  is  asked  to  find  the  pitch  at  which 
his  ears  shake  or  vibrate  the  most.  Usually  this  is 
quite  apparent  and  the  tone  is  the  same  as  the  one 
found  when  singing  the  scale. 

Next  the  person  hums  while  making  a vigorous 
chewing  motion.  He  should  not  attempt  a tune, 
but  only  the  note  most  comfortable  to  him.  The 
resultant  tone  is  his  normal  speaking  voice. 

This  humming  and  chewing  may  be  used  as  a 
daily  exercise.  A person’s  ear  becomes  accustomed 
to  this  tone  and  he  soon  adjusts  to  the  normal  speech 
level. 

Only  a few  seconds  are  required  to  habituate  the 
ear  to  the  new  speech  level,  but  a person  must  make 
a concerted  effort  to  maintain  this  speech  level  in 
normal  speaking  circumstances. 
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From  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director , Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Topical  Analgesic  234  years  Male 

Information  was  requested  from  New  Jersey 
on  this  incident. 

The  actual  mode  of  occurrence  is  unknown. 
The  consultant  physician  called  the  Center  for 
information  and  guidance.  This  produce  is  sold 
1 1 over  the  counter  ” as  an  analgesic . It  is  properly 
labeled,  and  the  active  ingredients  are  70  per  cent 
alcohol,  benzocaine,  phenol,  and  iodine. 

The  patient  was  admitted  to  the  hospital  with : 
abdominal  pains,  stupor,  and  cyanosis.  Breath- 
ing was  very  shallow.  The  child  ingested  2 fluid 
drams  of  the  contents.  His  stomach  was  lavaged 
within  one-half  hour  after  ingestion.  In  the  hos- 
pital the  child  also  received  caffeine  sodium 
benzoate,  ACTH,  and  oxygen.  He  responded 
well  to  therapy,  and  after  one  day’s  stay  in  the 
hospital  he  was  discharged  as  improved. 

The  incriminating  agent  in  this  case  was  most 
likely  benzocaine.  Alarming  reactions  following 
the  use  of  topical  anesthetics  have  been  reported 
previously  to  this  Center.  The  free  sale  of  drugs 
and  household  proprietary  products  “over  the 


counter”  does  not  necessarily  mean  that  they  are 
completely  without  danger. 

Incident  2 

Toxic  Agent  Age  Sex 

Brush  Cleaner  15  months  Male 

Information  on  this  incident  was  requested 
from  Connecticut. 

* This  product  was  a Jon  Gnagy  Pre-Planned 
Paint  Set  (brush  cleaner). 

This  infant  swallowed  approximately  2 ounces 
of  the  paint  brush  cleaner  contained  in  a Christ- 
mas paint  set  which  was  bought  for  an  older 
sibling.  The  parent  noticed  that  the  child  was 
coughing  and  had  a smell  around  his  mouth  and 
chest.  The  child,  stuporous  and  semicomatose, 
was  immediately  rushed  to  a hospital  emergency 
room.  The  New  York  City  Poison  Control 
Center  was  contacted,  and  we  informed  the  hos- 
pital that  the  product  was  mineral  spirits  and 
thus  presented  hazards  similar  to  that  following 
kerosene  ingestion.  On  admission  to  the  hospital 
the  child  coughed  and  had  rapid  respiration. 
An  x-ray  following  admission  revealed  a hydro- 
carbon pneumonitis.  The  child  remained  in  the 
hospital  for  five  days  and  was  finally  discharged 
as  fully  recovered. 

Unfortunately,  the  details  of  specific  therapy 
were  omitted  in  the  report. 
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Incident  3 

Toxic  Agent  Age  Sex 

Gun  Blue  3 years  Male 

This  request  for  information  came  from  Mis- 
sissippi. 

Gun  blue  is  a product  designed  for  bluing  gun 
barrels.  The  specific  mode  of  occurrence  is  un- 
known. The  consultant  physician  related  that 
this  three-year-old  male  patient  was  seen  by  him 
about  one  and  one-half  hours  after  ingestion  of 
gun  blue.  The  local  physician  induced  vomiting 
but  did  not  lavage  the  stomach.  A consultant 
physician  was  called,  and  he  contacted  our 
Poison  Control  Center  for  information.  Accord- 
ing to  the  local  physician,  the  child  was  alert, 
active,  and  asymptomatic  when  seen  by  him. 
On  testing  the  gun  blue,  the  consultant  physician 
stated  that  he  could  not  detect  strong  acid  or 
- alkali  taste.  At  the  suggestion  of  Mr.  Raybin, 
the  liquid  was  tested  for  mercury,  which  is  some- 
times used  as  an  ingredient  of  this  product.  The 
test  was  negative.  The  child  apparently  suf- 
fered no  ill  effect  from  the  ingestion  of  this 
product. 

The  greatest  concern  in  this  case  was  due  to  a 
lack  of  specific  ingredients  information  on  the 
label,  which  constitutes  a handicap  in  the 
management  of  incidents.  The  proposed  new 
label  legislation  should  remedy  this  condition. 

References  to  the  literature  indicate  that  an 
amazing  variety  of  possible  toxic  substances  are 
used  in  various  gun  blue  formulae,  such  as  mer- 
cury selenium,  iron  sulphate,  copper  sulfate,  and 
strong  acids.  Until  now,  materials  used  in  the 
arts  have  been  trade  secrets,  even  though  hazard- 
ous. 


Incident  4 

Toxic  Agent  Age  Sex 

“Parazene”  Vermifuge  3 years  Female 

Information  was  requested  from  a Hudson 
River  lighthouse  on  this  incident. 

This  product  is  a veterinary  anthelminitic  con- 
taining an  organic  arsenical.  The  patient  in- 
gested from  one  to  two  capsules,  dosage  unknown. 
The  child  presented  no  symptoms  and  apparently 
suffered  no  ill  effects,  but  his  stomach  was 
lavaged  in  the  hospital,  since  the  attending 
physician  was  very  much  concerned  because  the 
product  contained  “arsenic.”  The  disclosure  of 


arsenic  as  an  ingredient  in  a product  appears  to 
cause  grave  alarm  to  physicians  these  days. 

Physicians  fail  to  remember  that  the  use  of  ar- 
senicals  was  a routine  occurrence  and  accepted 
therapy.  In  addition,  dosages  designed  for  small 
animals  would  of  necessity  be  minimal  in  nature 
and  hence  not  hazardous  to  a child. 

Incident  5 

Toxic  Agent  Age  Sex 

Bubble  Bath  7 years  Female 

Information  was  requested  from  Somers  Point, 

New  Jersey,  on  this  incident. 

The  child  squeezed  the  capsule  of  “bubble  bath” 
and  sprayed  a large  amount  of  the  concentrate  in 
her  eye.  The  mother  immediately  washed  the 
child’s  eye  very  copiously.  The  child  was  taken 
to  an  ophthalmologist  who  noted  that  the  con- 
junctiva was  injected  and  that  the  patient  also 
had  pain  in  the  eye.  Diffuse,  minute  staining 
areas  of  the  left  cornea  were  noted.  The  op  the  1- 
mologist  contacted  the  Poison  Control  Center  for 
information  on  the  possible  incriminating  agents 
and  was  informed  that  it  was  most  likely  a non- 
ionic detergent. 

This  patient  also  developed  a persistent  kera- 
titis. The  child  was  treated  by  the  ophthalmol- 
ogist with  atropine  and  Neo-Hydeltrasol.  This 
patient  is  still  under  care  of  the  ophthalmologist 
but  is  apparently  improving. 

Liquid  detergents  are  now  very  widely  used  in 
homes.  Parents  must  be  cautioned  to  exercise 
great  care  in  using  the  concentrate  and  also  to 
limit  the  accessibility  of  such  products. 

In  the  incidents  involving  eyes,  copious  wash- 
ing with  water  normally  is  the  only  emergency 
therapeutic  measure  advisable. 

Incident  6 

Toxic  Agent  Age  Sex 

One-half  Cigaret  8 months  Male 

Information  was  requested  from  Yonkers,  New 
York  on  this  incident. 

This  patient  ingested  half  a cigaret.  For- 
tunately, no  symptoms  developed  nor  were  there 
any  ill-effects  reported. 

Incident  7 

Toxic  Agent  Age  Sex 

One-half  Cigaret  7 months  Male 
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Another  incident  involving  the  ingestion  of  half 
a cigaret  was  reported  from  Yonkers. 

The  child  reportedly  ingested  the  contents  of 
half  a cigaret.  The  only  findings  were  vomit- 
ing and  listlessness  for  ten  to  fifteen  minutes. 
The  child  afterwards  became  active,  and  no  fur- 
ther therapy  was  needed  except  for  observation 
throughout  the  night. 

Our  experiences  confirm  statements  in  the  cur- 
rent literature  that  the  ingestion  of  a part  or  a 
whole  cigaret  is  not  dangerous  to  small  children 
even  though  the  amount  of  nicotine  present  is 
theoretically  harmful. 

Incident  8 

Toxic  Agent  Age  Sex 

Carbon  Tetrachloride  43  years  Male 

This  incident  was  reported  by  the  Poison  Con- 
trol Officer  of  the  New  York  Hospital.  The  com- 
pleteness of  reporting  is  highly  commendable  and 
most  productive.  It  is  hoped  that  this  practice 
will  be  emulated  by  all  the  Poison  Control  Officers 
in  the  other  hospitals. 

This  patient  was  a watch  repairer  who  acciden- 
tally ingested  a mouthful  of  carbon  tetrachloride. 
The  bottle  containing  carbon  tetrachloride  was 
properly  labeled.  The  patient  was  taken  to  a 
local  hospital  and  subsequently  transferred  to 
New  York  Hospital.  The  report  from  New 
York  Hospital  is  as  follows: 

“Tuesday  prior  to  admission:  The  day  after 
ingestion  of  carbon  tetrachloride,  the  patient 
vomited  repeatedly.  He  was  admitted  to  an- 
other hospital  on  the  following  day  because  of 
anorexia  and  icterus  associated  with  dark  urine 
and  light  stools.  He  was  treated  with  intra- 
venous fluids,  but  his  urinary  output  fell,  and 
he  was  transferred  to  New  York  Hospital. 

His  electrolytes  were  watched  for  the  first 
four  days.  Blood  urea  nitrogen  was  66  on  ad- 
mission. He  remained  anuric  until  the  fourth 
day,  when  he  urinated  750  cc.  Following  this, 
he  urinated  300  to  400  cc.  per  day.  However, 
his  blood  urea  nitrogen  rose  to  252.  Blood  potas- 
sium also  rose,  and  his  general  condition  de- 
teriorated. Therefore,  he  was  subjected  to 
dialysis  for  six  hours.  He  improved  greatly. 
However,  he  became  anuric  for  four  days.  Fol- 
lowing this,  he  had  a marked  diuresis  with  return 
to  normal  of  electrolytes.  On  admission,  he  had 
signs  of  liver  failure,  including  transaminase  of 
5,500  and  bilirubin  of  6 Gm.  He  was  treated 


with  cortisone  for  this.  He  was  discharged 
asymptomatic  on  May  18,  1957.”  After  thirty- 
one  days  of  hospitalization  and  heroic  therapy, 
the  patient  apparently  made  a complete  recovery. 


Toxic  Agent 

Incident  9 
Age 

Sex 

Camphor 

42  years 

Female 

This  incident  was  reported  from  the  Presby- 
terian Hospital.  The  patient  ingested  from  1 to 
2 Gm.  of  camphor  as  an  abortifacient.  She 
vomited  once  about  one  hour  later.  The  only 
symptoms  noted  on  admission  were  vomiting, 
dyspnea,  and  mild  euphoria.  There  were  no 
signs  of  central  nervous  system  depression. 
Pulse  and  blood  pressure  were  normal.  The 
stomach  was  not  lavaged  because  the  patient 
vomited,  the  amount  ingested  was  minimal,  there 
was  rapid  absorption  of  camphor  from  the  gastro- 
intestinal tract,  and  the  patient  was  seen  six 
hours  after  ingestion.  The  only  therapy  ad- 
ministered was  phenobarbital  for  the  euphoria. 
She  was  discharged  as  improved  after  several 
hours  of  observation. 

Incident  10 

Toxic  Agent  Age  Sex 

Iodine  1 year  Male 

This  patient  ingested  an  unknown  amount  of 
iodine.  He  vomited,  and  the  stomach  was 
lavaged  with  starch  and  water  within  one-half 
hour  after  ingestion.  The  patient  was  sent  home 
as  improved. 

Although  iodine  has  been  reduced  in  strength, 
it  is  still  very  widely  used  as  a suicidal  agent  by 
uninformed  would-be  victims.  Apparently  the 
decrease  in  strength  has  greatly  diminished  the 
hazards  and  fatality  formerly  associated  with  this 
product. 

Incident  11 

Toxic  Agent  Age  Sex 

Hyoscine  3 years  Male 

The  mother  states  that  the  father  of  this  patient 
had  taken  some  of  the  pills  for  a circulatory  con- 
dition. They  were  prescribed  for  him  by  his 
family  physician.  On  the  day  of  occurrence  the 
father  left  the  tablets  on  the  kitchen  table.  The 
child  obtained  the  bottle  containing  the  tablets, 
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and  according  to  the  parents,  he  ingested  an  un- 
known quantity.  On  admission  to  the  hospital 
the  child  presented  the  following  symptoms: 
mydriasis,  tachycardia,  and  flushed  face.  The 
stomach  was  lavaged,  and  pilocarpine  and 
phenobarbital  were  administered.  After  one 
day’s  stay  in  the  hospital,  the  patient  made  a 
complete  recovery. 

Incident  12 

Toxic  Agent  Age  Sex 

Trisodium  Phosphate  2 years  Male 

The  child  was  playing  on  the  bedroom  floor 
with  a sputum  bottle  which  was  given  to  the 
grandfather  by  the  Department  of  Health  for  the 
collection  of  sputum  for  a specimen.  The  child 
opened  the  bottle  and  ingested  some  of  the  con- 
tents. Although  there  were  no  symptoms,  the 
District  Health  Officer  was  contacted,  and  he 
called  the  Poison  Control  Center  for  information 
with  regard  to  treatment.  The  Poison  Control 
Center  advised  orange  juice  as  a neutralizer. 
Our  house  has  since  been  set  in  order,  and  the 
label  to  be  used  on  such  specimens  will  be  re- 
vised to  include  ingredients  as  well  as  a warning 
to  keep  it  out  of  reach  of  children.  Another  inci- 
dent involving  the  same  agent  was  previously 
reported  to  the  Center.  The  patient  in  this  in- 
stance drank  the  contents  of  a sputum  bottle 
which  he  obtained  from  the  night  table  in  a 
hospital. 

Incident  13 

Toxic  Agent  Age  Sex 

Propantheline  Bromide  2]/^  years  Male 
(Anticholinergic) 

While  his  mother  was  hospitalized  (maternity), 
the  child  was  cared  for  by  his  maternal  grand- 
mother. The  patient  obtained  grandmother’s 
pocketbook,  which  was  placed  on  a bed  in  the 
bedroom,  opened  it,  and  took  some  of  the  pro- 
pantheline pills  which  his  grandmother  was  ap- 
parently taking  for  her  ulcers.  Although  there 
were  no  symptoms,  the  father  induced  vomiting, 
and  no  other  therapy  was  needed. 

The  same  child  was  involved  two  weeks  later 
in  a subsequent  drug  poisoning.  He  took  three 
tablets  of  stilbestrol  from  a shelf  in  the  kitchen. 
This  drug  was  most  likely  prescribed  for  the 
mother  because  of  a recent  birth.  A druggist 
was  consulted  in  this  case  and  advised  ipecac. 


The  child  suffered  no  ill-effects  from  either  inci- 
dent. The  public  health  nurse  who  visited  the 
home  after  both  incidents  strongly  recommended 
keeping  medicines  in  the  medicine  cabinet  and 
locking  the  medicine  cabinet.  The  hazard  of 
keeping  medicines  in  pocketbooks  which  are 
easily  accessible  to  children  has  been  repeatedly 
commented  on  by  the  Poison  Control  Center  in 
these  releases.  Pocketbooks  containing  medica- 
tion are  frequently  incriminated  in  poison  oc- 
currence. 

Incident  14 

Toxic  Agent  Age  Sex 

Tetrahydrozoline  6 years  Male 

Hydrochloride 

(Nose  Drops) 

Information  in  this  case  was  requested  from 
The  North  Shore  Hospital  in  Manhasset,  Long 
Island,  because  of  the  alarming  and  prolonged 
symptoms  following  tetrahydrozoline  ingestion. 
Dr.  Maurice  Teitel,  Chief  Resident,  Division  of 
Pediatrics,  reports  as  follows:  “Thank  you  for 
your  invaluable  help  on  this  and  other  cases  of 
poisoning.  This  letter  is  to  inform  you  of  the 
course  of  illness  of  a child  whose  symptoms  are 
suspected  to  be  related  to  tetrahydrozoline 
poisoning. 

“The  patient  is  a six-year-old  male  who  was 
well  until  five  days  prior  to  admission  at  which 
time  he  had  a rhinorrhea  and  slight  cough.  He 
was  given  tetrahydrozoline  nose  drops,  adult 
strength,  approximately  three  drops  in  each 
nostril,  on  December  13,  1957.  About  three 
hours  later  he  complained  of  abdominal  pain 
and  vomited  about  three  times.  He  was  ad- 
mitted for  surgical  observation.  He  slept  heavily 
through  the  night,  alternating  with  periods  of 
agitation.  At  9:00  a.m.  on  December  15,  he 
was  noted  to  be  abnormally  lethargic.  At 
11:30  a.m.  he  became  agitated.  He  was  given 
Nembutal  one-third  gr.  and  luminal  sodium  1 gr. 
without  improvement.  The  only  positive  physi- 
cal finding  at  that  time  was  widely  dilated  pupils 
which  did  not  react  to  light.  On  December  16, 
the  child  lapsed  into  coma  which  lasted  ap- 
proximately five  hours.  Lethargy  persisted  for 
about  thirty-six  hours.  Recovery  was  subse- 
quently uneventful,  and  no  neurologic  residua 
were  noted. 

“His  white  blood  count  was  4,750,  with  62 
per  cent  polymorphonuclears.  Urinalysis  was 
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negative,  and  he  was  afebrile.  Spinal  tap  was 
performed  and  found  to  be  completely  normal 
with  respect  to  sugar,  chlorides,  protein  cells,  and 
culture.  Viral  studies  for  encephalitis  are  pend- 
ing. The  urine  was  negative  for  heavy  metals. 
X-rays  of  the  skull  and  chest  were  normal.  An 
electroencephalogram  was  performed  on  Decem- 
ber 17  and  showed  symmetric  nonfocal  slow  re- 
cord showing  diffuse  dysfunction. 

“In  summary,  the  tetrahydrozoline  ingestion 
was  followed  by  abdominal  pain  and  vomiting 
after  three  hours.  He  also  became  lethargic 
alternating  with  periods  of  excitation.  Widely 
dilated  pupils  which  did  not  react  to  light  were 
noted  about  ten  hours  postmedication.  Coma 
occurred  at  about  thirty-two  hours  postmedica- 
tion. The  remainder  of  his  course  was  unevent- 
ful. 

“This  peculiar  clinical  syndrome  associated 
with  tetrahydrozoline  use  in  which  no  other 
causative  factor  could  be  incriminated  leads  us  to 
the  strong  suspicion  that  tetrahydrozoline  may 
have  the  etiologic  agent.  We  are  unable  to 
document  this,  however.  Other  reports  of  similar 
instances  are  reported  in  literature;  none  to  our 
knowledge,  however,  of  this  long  duration.” 

Reports  of  accidental  ingestion  of  tetrahydrozo- 
line have  been  reported  previously  to  this  Center. 
The  chief  findings  were  drowsiness  and  stupor. 
One  patient,  however,  suffered  an  anaphylactoid- 
type  reaction,  i.e.,  syncope  and  peripheral  col- 
lapse. This,  however,  was  for  a short  duration 
and  the  patient  made  a rapid  recovery.  The 
prolonged  symptoms  noted  in  the  above  case  are 
most  unusual  and  may  have  been  due  to  another 
etiologic  factor. 

Incident  15 

Toxic  Agent  Age  Sex 

Aspirin  2 years  Male 

This  family  had  returned  from  a visit  to 
Georgia  and  was  very  tired.  The  child  had  a 
slight  cold  and  the  father  (an  M.D.)  had  given  him 
a 1 1/4  gr.  aspirin  tablet  before  retiring  and  had 


left  the  bottle  on  the  dresser.  The  child  awoke 
early  in  the  morning  before  his  parents  and  took' 
12  to  15  aspirin  tablets. 

The  child  suffered  no  ill-effects  but  was  taken 
to  the  New  York  Hospital  emergency  room  where 
his  stomach  was  lavaged  and  milk  of  magnesia 
was  prescribed. 

The  same  child  swallowed  some  hair  shampoo 
several  months  previously.  He  was  treated  by 
the  family  physician  and  apparently  made  a com- 
plete recovery. 

Table  I illustrates  the  variety  of  substances 
about  which  information  is  requested  in  a typical 
day.  This  does  not  include  those  ingestions  which 
normally  would  be  reported  by  mail. 


TABLE  I. — Poisons  About  Which  Information  is 
Requested 


Substances 

Age 

Sex 

Called  by 

Boric  acid 

2 years 

M 

Father 

Thenylpyramine 

2 years 

F 

Mother 

(cough  syrup) 

Clorox 

18  years 

M 

Hospital 

Clorox 

30  years 

M 

Hospital 

Clorox 

Adult 

M 

Private 

Barbiturate 

1 year 

M 

physician 

Hospital 

Aspirin 

years 

F 

Hospital 

Aspirin 

2 years 

M 

Hospital 

Sleeping  pills 

58  years 

M 

Hospital 

Whisk 

216  years 

F 

Private 

Antihistamine  type 

32  years 

F 

physician 

Hospital 

sleeping  pill,  (nonbar- 
biturate) 

Cough  syrup  with  co- 

3J^  years 

M 

Hospital 

deine 

Cigaret 

9 months 

F 

Hospital 

Iproniazid  (“psychic 

28  years 

M 

Hospital 

energizer”) 

Isopropyl  alcohol 

48  years 

F 

Hospital 

Procaine 

27  years 

M 

Hospital 

Patent  “tonic” 

10  months 

F 

Hospital 

Fixit 

3 years 

F 

Hospital 

Methyprylon  (nonbar- 

Adult 

M 

Hospital 

biturate) 

Kokimakos  soap 

34  years 

F 

Hospital 

Revlon  “Satin  Set” 

31  years 

F 

Self 

? Drug 

35  years 

F 

Hospital 

Matches 

2)^  years 

F 

Hospital 

“Prom”  hair  wave 

3 years 

F 

Private 

Narcotic  (DOA) 

38  years 

M 

physician 

Police 

Tetrahydrozoline  (nose 

3 years 

M 

Hospital 

drops) 

Phenylethylamine  (car- 

Adult 

M 

Hospital 

diac  and  respiratory 
stimulant) 

(. Number  twelve  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 
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presented  over  Station  WNYC-FM  under  the  sponsorship  of  the 

New  York  Academy  of  Medicine 
with  the  cooperation  of  the 
New  York  Cancer  Committee 


Cancer  and  Lymphogranuloma  Venereum 

LOUIS  T.  WRIGHT,  M.D.,  (DECEASED) 


Whenever  a doctor  sees  a case  of  lympho- 
granuloma venereum,  the  thought  should 
immediately  come  to  his  mind  that  this  patient 
may  later  develop  cancer  of  the  genital  organs, 
anus,  or  rectum.  Treatment  of  lymphogranu- 
loma should  be  thorough,  and  the  patient  should 
be  watched  for  cancer  throughout  the  rest  of  his 
life. 

Lymphogranuloma  venereum  is  a venereal 
disease  that  occurs  most  frequently  in  the  South- 
ern States.  In  this  country  the  majority  of  the 
patients  with  this  disease  are  Negroes.  In  all 
countries  the  victims  of  lymphogranuloma  vene- 
reum represent  a group  which,  by  and  large,  are 
of  the  very  low-income  and  poorly  educated 
sections  of  the  population. 

This  disease  in  itself  may  be  mild,  but  its  com- 
plications of  rectal  stricture,  rectovaginal  fistula, 
and  the  superimposition  of  carcinomatous 
changes  may  be  not  only  debilitating  but  fre- 
quently fatal.  In  most  instances  the  pathology  is 
localized  to  the  genital  organs  and  rectum.  Oc- 
casionally it  manifests  itself  as  a systemic  disease 
and  may  affect  any  portion  of  the  body. 

Cancer,  as  is  well  known,  may  likewise  arise  in 
or  involve  any  organ  or  tissue  in  the  body.  Can- 
cer is  so  frequently  found  in  association  with  and 
superimposed  on  lymphogranuloma  venereum 
that  a physician  must  be  alert  to  recognize  this 
association  and  outline  an  adequate  treatment 


program  as  early  as  possible.  It  should  be  stated 
that  the  cancer  that  is  associated  with  or  caused 
by  lymphogranuloma  venereum  also  possesses 
the  characteristic  that  it  involves  the  rectum  and 
genital  or  reproductive  organs.  Therefore,  the 
location  of  the  cancer  is  one  point  of  some  diag- 
nostic significance. 

The  causative  agent  of  lymphogranuloma  vene- 
reum is  regarded  by  some  as  a large  virus  and  by 
others  as  a small  rickettsia.  The  frequent  oc- 
currence of  cancer  in  conjunction  with  lympho- 
granuloma venereum  has  been  one  of  the  bits  of 
evidence  contributing  to  the  theory  that  cancer 
is  caused  by  a virus.  The  mode  of  transmission 
of  lymphogranuloma  venereum  is  by  contact 
with  infected  material. 

The  diagnosis  of  lymphogranuloma  venereum 
is  most  frequently  made  by  the  Frei  test.  The 
complement  fixation  test  with  Lygranum  is  also 
of  confirmatory  value.  Biopsy  in  both  the  male 
and  female  shows  a characteristic  palisade  forma- 
tion of  the  cells  if  the  disease  is  uncomplicated. 
A rectal  biopsy  specimen  shows  inflammatory 
tissue  with  many  epithelioid  cells  in  palisade  for- 
mation, much  increase  in  collagen  fibrils,  and  of- 
ten giant  cells  and  eosinophils.  A good  virolo- 
gist can  isolate  the  virus  on  egg  embryo,  or  the 
virus  can  be  grown  in  mice  brains.  These  two 
procedures,  however,  are  too  complicated  to  be  of 
practical  value  at  the  present  time  as  diagnostic 
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aids. 

The  clinical  history  of  the  male  patient  with 
lymphogranuloma  venereum  is  a small  vesicle 
occurring  on  the  glans  penis  or  prepuce  after  coi- 
tus, which  in  a few  days  is  followed  by  a swelling 
of  one  or  both  inguinal  lymph  nodes.  In  a male 
who  is  inoculated  through  the  practice  of  sodomy, 
the  initial  lesion  is  a pimple  which  occurs  on  the 
anal  verge,  in  the  anal  canal,  or  in  the  rectum  it- 
self, and  is  not  usually  seen.  In  such  a case  the 
inguinal  nodes  may  not  be  involved,  especially 
since  the  infection  may  drain  towards  Gerota’s 
lymph  nodes.  Proctitis  and  rectal  stricture  may 
result. 

In  the  case  of  the  female  the  small,  transient 
vesicle  may  occur  on  the  vulva,  vaginal  wall,  or 
cervix.  This  is  usually  followed  by  an  inguinal 
bubo.  In  untreated  cases  a proctitis  or  vulvo- 
vaginitis may  ensue,  resulting  in  rectal,  vaginal,  or 
urethral  stricture  with  or  without  rectovaginal 
fistula. 

The  clinical  and  pathologic  changes  found  in 
lymphogranuloma  venereum  are  of  two  types, 
acute  and  chronic.  In  the  acute  form  we  note 
the  bubo  and  proctitis.  The  bubo  is  manifested 
by  painful  swelling  of  lymph  nodes  in  either  or 
both  inguinal  regions.  One  or  more  nodes  may 
be  involved.  They  may  become  matted  to- 
gether. The  node  or  nodes  are  hard,  tender,  and 
may  or  may  not  undergo  necrosis  with  subse- 
quent development  of  sinuses. 

Acute  proctitis  is  manifested  clinically  by  rectal 
pain,  tenesmus,  and  bloody  mucopurulent  dis- 
charge. The  rectal  wall  becomes  edematous,  is 
covered  by  a layer  of  inflammatory  tissue,  is 
friable,  and  bleeds  easily.  The  pathology  shows 
chronic  and  acute  inflammatory  cells  with  many 
epithelial  cells  arranged  in  palisade  formation. 
Often  large  and  small  abscesses  may  be  noted. 

In  the  later  stages  of  chronic  lymphogranuloma 
venereum  there  may  be  outward  stigmas  in  the 
female,  such  as  elephantiasis  of  the  vulva,  recto- 
vaginal fistulas,  and  fistulae-in-ano  behind  the 
stricture  or  proximal  to  the  stricture,  cockscomb 
tags  around  the  anus,  and  strictures  of  the  anus 
or  rectum  which  may  extend  up  to  and  involve 
the  rectosigmoid  and  may  even  in  some  instances 
involve  the  entire  colon.  Lesions  have  been 
found  in  the  small  bowel  and,  in  females,  in  the 
fallopian  tubes  and  ovaries.  The  throat,  eyes, 
and  even  the  meninges  may  be  involved.  In  the 
male  urethral  strictures  may  occur.  The  stric- 
ture is  cylindrical  in  shape  and  variable  in  length. 
The  rectal  wall  is  thickened  at  the  point  of  stric- 


ture, and  there  is  ulceration  proximal  to  or  above 
the  stricture.  In  the  average  well-developed 
stricture  the  rectal  wall  is  thickened,  and  all  of 
its  coverings  are  blended  into  a scleroedematous 
mass  which  involves  the  muscular  layer.  There 
is  often  a great  amount  of  perirectal  scar  tissue. 
Sometimes  there  is  a lipofibrosclerotic  change  in 
all  walls  of  the  rectum.  Microscopically,  the 
muscularis  undergoes  degeneration  and  is  re- 
placed by  scar  tissue,  and  one  notes  a subacute 
inflammatory  process  which  spreads  between  the 
normal  elements  of  the  tissue,  following  the  vas- 
cular and  lymphatic  systems,  compressing  and 
destroying  them.  A purulent  exudate  is  pres- 
ent, and  the  submucosa  is  destroyed.  The 
nodular  masses,  which  are  often  felt  on  palpa- 
tion, are  composed  chiefly  of  round  cells.  The 
appearance  is  that  of  a chronic  granuloma  of  the 
rectum  which,  until  about  twenty  years  ago,  was 
mistakenly  considered  to  be  of  tuberculous  or 
syphilitic  origin. 

In  several  hundred  stricture  cases  we  found  a 
carcinoma  of  the  vulva  or  anus  occurring  in 
roughly  ten  per  cent  of  the  cases.  These  cancers 
are  squamous  cell-type  carcinomas.  In  a few  in- 
stances we  have  found  adenocarcinomas  of  the 
rectum.  Carcinoma  of  the  penis  is  often  super- 
imposed on  lymphogranuloma  venereum.  Squa- 
mous cell  carcinomas  of  the  bladder  and  abdom- 
inal wall  have  been  noted  in  our  clinic  in  as- 
sociation with  lymphogranuloma  venereum. 

The  carcinomatous  involvement  of  the  vulva 
and  anus  in  the  cases  in  our  experience  have  been 
too  far  advanced  for  even  surgery  to  be  anything 
but  palliative.  Roentgen  therapy  has  been  used 
satisfactorily  as  a palliative  measure.  The  prog- 
nosis of  carcinoma  of  the  penis,  if  the  organ  is 
amputated  and  the  inguinal  glands  dissected  out, 
is  good.  There  is  one  hopeful  note  that  I should 
mention:  Lymphogranuloma  venereum,  in  its 
early  stages  of  initial  lesion  and  bubo  and  in 
cases  of  acute  proctitis,  is  curable  with  Aureomy- 
cin  or  Terramycin.  These  antibiotics  currently 
offer  the  best  possibility  of  preventing  the  later 
development  of  cancer.  Hence,  there  is  strict 
need  for  the  early  diagnosis  and  treatment  of 
lymphogranuloma  venereum. 

Because  of  the  lack  of  time  I have  intentionally 
omitted  mention  of  many  of  the  complications 
that  are  to  be  found  in  the  study  of  rectal  stric- 
tures, the  two  major  such  complications  being 
acute  intestinal  obstruction  and  rupture  of  the 
stricture  due  to  attempted  dilatation  by  inex- 
perienced surgeons.  One  essential  step  in  the 
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treatment  of  such  strictures,  when  they  are  far 
advanced,  is  a simple  colostomy,  which  restores 
temporarily  the  health  and  nutrition  of  the  very 
toxic,  partially  obstructed,  and  undernourished 
patient. 

The  main  points  to  be  re-emphasized  are: 
(1)  to  make  the  diagnosis  of  lymphogranuloma 
venereum  as  early  as  possible  and  to  treat  it  at 
that  time  with  antibiotics,  and  (2)  to  make  an 
equally  careful  search  for  the  possibility  of  a car- 
cinoma being  associated  with  the  lymphogranu- 
loma venereum.  When  this  is  found,  one  has  no 
choice  but  to  do  extensive  radical  surgery,  ex- 
cising the  entire  involved  area  if  possible. 

Amputation  of  the  carcinomatous  penis  is  rec- 
ommended in  all  cases  involving  that  organ, 
with  dissection  of  the  inguinal  lymph  nodes. 
Early  excision  of  the  vulva  is  mandatory  in  cases 
where  the  labia  minora  and  majora  are  involved. 
Incidentally,  in  the  usual  course  of  this  disease 
the  involvement  of  the  vagina  is  a late  develop- 
ment. A colostomy  may  be  life-saving  in  cor- 
recting the  obstruction  of  the  fecal  flow,  but  if 
there  is  cancer  of  the  anus  or  rectum  with  a stric- 
ture, there  should  be  an  abdominal  perineal  re- 
section. 

Lymphogranuloma  venereum  is  an  interesting- 
disease  which  should  alert  all  cancer  prevention- 
conscious doctors  and  oncologists  to  the  opportu- 


nity for  early  diagnosis  of  cancer  and  prompt  and 
adequate  treatment.  Aureomycin  and  Terra- 
mycin,  which  have  been  proved  to  cure  lympho- 
granuloma venereum  in  its  early  stages,  have  I 
believe  prevented  the  development  of  cancer 
caused  by  this  condition.  I feel  that  these  anti- 
biotics, by  curing  the  cases  of  bubo  and  proctitis, 
may  prevent  the  precancerous  and  later  the  in- 
vasive stage  of  these  epithelial  neoplasms.  A 
study  to  clarify  this  point  is  now  under  way. 

Summary 

In  conclusion,  the  presence  of  lymphogranu- 
loma venereum  should  make  every  doctor  im- 
mediately study  the  patient  minutely  to  deter- 
mine the  stage  of  the  disease  and  also  to  deter- 
mine the  presence  of  coexisting  cancer.  The 
diagnosis  of  lymphogranuloma  venereum,  in  ad- 
dition to  the  history  and  pathology,  rests  on  the 
results  of  the  Frei  test,  serologic  studies,  and 
biopsy.  As  is  well  known,  the  diagnosis  of  can- 
cer can  be  made  only  by  biopsy  and  microscopic 
study.  It  is  only  by  early  diagnosis  and  wide 
surgical  excision  that  cancer  caused  by  lympho- 
granuloma venereum  can  be  cured. 

The  methods  of  treating  rectal  strictures  and 
the  end  stage  of  lymphogranuloma  venereum 
are  beyond  the  scope  of  this  talk. 


(Number  ten  in  a series  of  Cancer  Alerts) 


A New  Nonnarcotic  Antitussive  Drug 


After  studying  the  effects  of  a new  antitussive 
agent,  Tessalon  (Ciba),  in  50  patients  with  long- 
standing asthmatic  bronchitis  and  pulmonary  em- 
physema, the  author,  Dr.  S.  William  Simon,  con- 
cludes that  apparently  its  most  important  actions 
are  reduction  of  cough  and  of  consistency  and 
amount  of  sputum.  The  capsules  seemed  to  give  the 
better  results  in  dosage  of  100  mg.,  which  was  ef- 
fective from  three  to  eight  hours.  Good  to  excellent 
relief  of  cough  was  reported  by  80  per  cent,  and  no 
toxic  or  other  side  reactions  were  noted  in  this  series. 


The  rationale  is  based  on  the  assumption  that  in- 
crease in  sensitivity  of  the  dilatation  receptors  during 
inspiration  is  an  important  factor  in  the  cough 
mechanism,  and  that  anesthetization  of  these  re- 
ceptors would  require  a selective  agent  which,  in  con- 
trast to  morphine,  codeine,  etc.,  would  intervene 
peripherally  instead  of  centrally.  Such  an  agent 
would  avoid  the  central  side  effects  of  narcotics  and 
the  automatic  effects  on  circulation  of  local  anes- 
thetics. 

— Annals  of  Allergy,  September-October,  1957 


2572 


New  York  State  J.  Med. 


CASE  REPORTS 


Phthalylsulfathiazole,  a Cause  of  Ureteral  Obstruction 


JULIUS  BRIMBERG,  M.D.,  BROOKLYN,  NEW  YORK 
(From  the  Department  of  Urology,  Unity  Hospital ) 


Trilateral  ureteral  obstruction  due  to  the 
administration  of  phthalylsulfathiazole  (sulfa- 
thalidine)  has  been  reported  only  once  before.1 
It  is  remarkable  that  its  extensive  use  in  preopera- 
tive and  postoperative  intestinal  surgery  and  in  the 
treatment  of  infections  of  the  colon  has  re- 
sulted in  only  one  such  report  to  date.  The  follow- 
ing is  a case  report  of  the  second  such  occurrence. 
The  case  reported  here  will  stress  the  urologic  find- 
ings and  the  therapy. 

Case  Report 

A fifty-seven-year-old  white  male  was  admitted 
to  Unity  Hospital  September  23,  1951,  semicoma- 
tose,  respiration  40  per  minute,  and  blood  pressure 
100/60  mm.  Hg  with  a temperature  of  104  F.  and  a 
pulse  of  100  per  minute.  He  had  been  previously 
admitted  in  October,  1948,  for  cholecystitis,  chole- 
lithiasis, and  hypertension.  Considered  a poor 
surgical  risk  at  that  time,  he  was  treated  medically. 
The  present  history,  obtained  from  the  family,  was 
that  for  the  past  two  days  the  patient  had  been 
treated  for  vague  abdominal  pains  accompanied  by  a 
mild  nausea.  Twenty-four  hours  after  administer- 
ing the  prescribed  medication,  the  family  noted  that 
he  became  drowsy;  on  the  second  day  his  drowsi- 
ness deepened  into  the  semicomatose  condition 
present  on  admission.  The  admitting  diagnoses 
were  coma  due  to  cerebral  accident,  auricular  fibril- 
lation, cholecystitis  and  cholelithiasis,  and  massive 
left  inguinal  hernia. 

Laboratory  reports  on  admission  were:  Red 

blood  cells,  4,980,000;  white  blood  cells,  39,200,  and 
hemoglobin,  14  Gm.  Blood  urea  nitrogen  and 
sugar  were  12.1  and  115  mg.  per  cent  respectively. 
No  urine  was  voided.  Medical  consultation  was 
held  immediately,  and  the  following  diagnoses  were 
considered:  Arteriosclerotic  and  hypertensive  heart 
disease,  possible  coronary  thrombosis,  auricular 
fibrillation  with  rapid  ventricular  rate,  and  pneu- 
monitis. An  electrocardiogram  taken  on  admission 
showed  rapid  auricular  fibrillation  but  no  other 
abnormalities.  Within  the  first  twenty-four  hours 
of  admission,  scleral  jaundice  was  noted.  It  pro- 
gressively spread  and  deepened  rapidly  in  intensity. 
With  the  onset  of  the  jaundice  there  was  intense 
pruritus,  and  the  temperature  dropped  to  99.2  F. 


During  the  first  thirty-six  hours  only  about  30  to  40 
cc.  of  urine  was  passed.  Attempts  to  pass  a cathe- 
ter failed,  and  a urologic  consultation  was  held 
September  25  to  determine  the  patency  of  the  vesical 
neck  or  the  possibility  of  herniation  of  the  bladder 
in  the  massive  left  inguinal  hernia. 

Urologic  examination  revealed  a temperature  of 
101.4  F.  and  a soft,  nontender  abdomen  with  no 
palpable  masses.  Both  costovertebral  angles  were 
somewhat  tense  and  very  tender  to  both  palpation 
and  percussion.  Rectally,  the  prostate  was  small, 
soft,  smooth  in  outline,  and  not  fixed.  A 14  Fr.  silk 
woven  catheter  was  passed  with  difficulty  because 
of  the  hernia,  and  10  cc.  of  dark,  amber-colored  urine 
was  obtained.  The  catheter  was  tied  in  situ  for 
continuous  drainage.  The  following  diagnoses 
were  considered : Lower  nephron  nephrosis  or  anoxic 
anuria,  or  upper  urinary  tract  obstruction  of  un- 
known etiology. 

Catheterized  urine  showed  massive  numbers  of 
crystals  which  has  the  appearance  of  sulfathiazole 
but  were  not  of  the  structure  typical  of  sulfathiazole. 
The  family  was  questioned  regarding  the  “tablets” 
the  patient  had  taken,  but  the  remaining  medica- 
tion had  been  discarded  when  the  patient  entered 
the  hospital.  It  was  determined  from  the  phar- 
macist that  the  medication  dispensed  was  phthalyl- 
sulfathiazole and  from  the  family  that  16  tablets  or  a 
total  of  8 Gm.  had  been  taken  before  coma  ensued. 

With  the  diagnosis  established  as  that  of  upper 
urinary  tract  obstruction  and  anoxic  anuria  second- 
ary to  the  obstruction,  an  emergency  cystoscopy 
was  done  on  the  evening  of  September  26  in  order  to 
relieve  the  obstruction.  On  cystoscopy,  the  mucosa 
was  markedly  congested,  and  large  areas  were  covered 
with  grayish  crystalline  incrustations.  The  vesical 
neck  was  congested  and  somewhat  edematous. 
There  was  no  enlargement  of  the  prostatic  lobes 
either  intravesically  or  intraurethrally.  The  ure- 
teral orifices  were  identified  with  difficulty.  The}" 
were  edematous  with  large  crystals  protruding  from 
them.  Bladder  lavage  was  performed,  and  the 
orifices  were  cleared.  X-ray  catheters,  #5  Fr., 
were  introduced  and  advanced  slowly,  while  ureters 
were  cleared  by  lavaging  away  the  crystalline 
formations  until  the  pelvis  of  each  kidney  was 
entered.  The  urinary  flow  from  each  kidney  after 
lavage  was  that  of  a slow,  rhythmic  drip  of  grossly 
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bloody  fluid.  The  catheters  were  then  tied  in  situ 
for  continuous  drainage,  lavage,  and  measure- 
ment. 

On  the  day  of  the  cystoscopy  the  blood  urea 
nitrogen  was  70  mg.  per  cent,  creatinine  7.6  mg.  per 
cent,  carbon  dioxide  combining  power  51.6  per  cent, 
serum  albumin  3.30,  serum  globulin  3.10,  sugar  150 
mg.  per  cent,  and  chlorides  530  mg.  per  cent.  The 
urinary  output  for  the  day,  including  the  output 
following  the  cystoscopy,  was  90  cc.  with  a fluid 
intake  of  1,150  cc.  The  following  day  the  urinary 
output  was  176  cc.  with  an  intake  of  1,380  cc.  On 
September  28  the  blood  urea  nitrogen  was  76  mg. 
per  cent,  creatinine  9.5  mg.  per  cent,  serum  alkaline 
phosphatase  4.6  Bodansky  units,  serum  amylase  188 
units,  and  cholesterol  190  mg.  per  cent.  The  uri- 
nary output  increased  to  280  cc.,  but  the  intake  for 
this  day  was  increased  to  2,020  cc.  because  of  a pro- 
fuse diaphoresis  which  had  occurred  with  the  decline 
of  the  temperature  towards  normal  levels.  Until 
this  fifth  hospital  day  the  temperature  had  been 
elevated  and  varied  from  the  104  F.  on  admission  to 
between  99.2  F.  and  101.4  F. 

On  September  29,  the  seventh  hospital  day  and 
eighty  hours  postcystoscopy,  the  catheters  were 
removed.  The  urinary  output  at  that  time  was  545 
cc.  with  an  intake  of  1,570  cc.  The  blood  urea 
nitrogen  was  78  mg.  per  cent,  nonprotein  nitrogen 

56.5  mg.  per  cent,  and  a creatinine  of  10.3  mg.  per 
cent.  The  jaundice  which  had  appeared  on  the 
second  hospital  day  began  to  subside,  and  the 
patient’s  condition  steadily  improved,  so  that  by 
October  2 the  urinary  output  was  1,240  cc.  and  the 
intake  2,290  cc.  The  urea  nitrogen,  however,  re- 
mained at  78  mg.  per  cent,  the  nonprotein  nitrogen 

44.5  mg.  per  cent,  and  the  creatinine  at  10.3  mg.  per 
cent.  The  stools,  which  had  been  clay  colored,  were 
now  a normal  brown  color.  The  icterus  index  was 
39.9,  direct  van  den  Bergh  2.8  mg.  per  cent,  and  the 
indirect  0.5  mg.  per  cent.  Thymol  turbidity  was  5 
units,  and  cephalin  flocculation  was  negative  after 
forty-eight  hours.  Urine  cultures  were  negative. 

It  is  to  be  noted  that  the  intake  of  fluids  was  re- 
stricted to  the  amount  actually  voided  plus  the 
insensible  loss  through  the  skin,  the  bowels,  and 
respiration.  The  loss  in  this  patient,  who  had  a large 
body  surface,  was  estimated  to  be  about  1,000  cc. 
per  day.  Whenever  the  loss  through  perspiration 
appeared  to  be  greater  than  our  determination  of 
the  normal  amount,  an  additional  quantity  of  fluid 
was  administered  equal  to  the  amount  estimated  to 
have  been  lost. 

Suddenly  on  the  twelfth  hospital  day  the  patient 
complained  of  severe  pain  in  the  right  upper  quad- 
rant pointing  to  the  gallbladder.  The  jaundice  re- 
appeared and  deepened  rapidly  within  a few  hours. 
Eight  hours  after  the  appearance  of  the  jaundice 
the  patient  became  psychotic  and  was  incontinent 
of  both  urine  and  feces.  A surgical  consultation 
was  held,  and  the  opinion  was  that  of  calculous 
gallbladder  disease  with  stones  in  the  common  duct 
accounting  for  the  intermittent  jaundice.  Surgical 
intervention  was  deemed  inadvisable  at  this  time. 
A neuropsychiatric  consultant  felt  that  this  was  a 
toxic  psychosis  secondary  to  renal  and  hepatic  dis- 


ease with  a favorable  prognosis. 

On  October  9,  five  days  after  the  onset  of  the 
psychosis  and  the  reappearance  of  the  jaundice,  the  i 
blood  urea  nitrogen  was  still  maintained  at  74  mg. 
per  cent  and  the  creatinine  at  4.3  mg.  per  cent.  The 
urea  nitrogen  and  the  creatinine  began  to  fall,  so  j 
that  on  October  16  the  blood  urea  nitrogen  was  40.5  ] 
mg.  per  cent,  and  the  creatinine  was  2.6  mg.  per 
cent.  On  this  day  it  was  noted  that  the  jaundice 
began  to  subside,  and  the  patient  entered  into  the 
period  of  convalescence.  Three  days  later  the 
blood  urea  nitrogen  was  18.5  mg.  per  cent,  and  the 
creatinine  was  1 mg.  per  cent.  It  is  interesting  to  1 
note  that  even  though  a normal  urinary  output  was 
already  well  established  at  the  time  of  the  psychosis 
and  the  second  attack  of  jaundice,  the  blood  chemis- 
tries remained  at  high  levels  and  did  not  begin  to 
decline  until  the  twelfth  day  after  the  onset  of  the 
psychosis.  The  jaundice  and  the  psychosis  cleared 
completely  two  days  after  the  establishment  of 
definitely  normal  levels. 

Comment 

Poth  and  Ross2  found  that  high  concentrations  of 
phthalylsulfathiazole  may  be  maintained  in  the 
intestinal  tract  because  of  the  meager  absorption  by 
the  intestinal  walls,  and  that  the  concentration 
within  the  blood  does  not  exceed  1.5  mg.  per  cent. 
They  make  note  of  the  absence  of  crystals  in  the 
urine  because,  as  they  state,  the  free  form  is  not 
present  in  large  enough  quantities  and  the  con- 
jugated form  is  soluble  even  at  a pH  of  5.6.  Everett 
et  al.z  state  in  their  series  of  22  cases  that  they 
achieved  immediate  urinary  sterilization  of  Escheri- 
chia coli  infections  in  72.7  per  cent  of  their  patients, 
and  63.6  per  cent  of  the  remainder  were  cured  by  a 
further  course  of  phthalylsulfathiazole  therapy. 
Campbell4  has  used  the  drug  because  of  its  marked 
bacteriostatic  action  against  E.  coli  infections  of  the 
genitourinary  tract.  Both  Everett  and  Campbell 
postulate  that  this  superior  effect  over  that  ob- 
tained with  sulfathiazole  is  due  to  the  conjugated 
form  of  sulfathiazole  derived  from  phthalylsulfa- 
thiazole. This  is  evidence  that  a sufficient  quantity 
of  phthalylsulfathiazole  is  absorbed  to  exert  its 
effect  in  the  urinary  system  in  obtaining  and  main- 
taining a bacteriostatic  media. 

Creevy,1  in  1949  at  the  Urologists  Letter  Club,  pre- 
sented two  cases  of  ureteral  blockage,  one  due  to 
phthalylsulfathiazole  and  one  due  to  Sulfasuxidine. 
Phthalylsulfathiazole  had  been  given  both  pre- 
operatively  and  postoperatively  in  one  instance  to 
achieve  intestinal  bacteriostasis  in  the  care  of  a 
ureterosigmoidostomy,  and  in  the  other  Sulfasuxi- 
dine had  been  given  for  a similar  procedure.  Each 
patient  developed  bilateral  ureteral  obstruction  by 
sulfathiazole-like  crystals  apparently  derived  from 
the  parent  drug.  Death  occurred,  in  each  case,  on 
the  tenth  postoperative  day. 

It  may  be  argued  that  the  operative  procedure  in 
these  instances  of  bowel  surgery  could  have  altered 
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the  intestinal  mucosa  sufficiently  to  allow  absorp- 
tion of  the  drug  and  the  resultant  excretion  in  the 
urine  of  a form  of  sulfathiazole  that  could  cause 
ureteral  crystallization  and  eventual  obstruction. 
It  may  also  be  stated  that  the  crystallization  may 
have  come  from  the  presence  of  the  drug  in  the  bowel 
lumen  and  grown  upward  into  the  ureters.  But  in 
the  case  reported  here  no  such  probable  modus 
operandi  existed,  yet  the  ureteral  occlusion  occurred. 
It  is  postulated  then  that  the  severe  heart  disease 
present  and  the  repeated  attacks  of  cholecystitis 
resulting  in  a damaged  liver  affected  the  solubility 
factors  of  the  urine.  Becker,  Green,  and  Kaufman* 1 2 3 4 5 
bear  this  out  in  their  report  of  necropsy  findings  in 
severe  heart  disease  with  jaundice.  They  recorded 
the  presence  of  chronic  passive  congestion  of  the 
liver  and  cardiac  “cirrhosis’  ’ with  liver  function 
tests  indicating  dysfunction.  This  dysfunction  of 
the  liver  may  have  been  the  determining  factor  in  the 
altering  of  the  delicate  balance  of  solubility  of  the 
conjugated  and  the  free  forms,  so  that  in  its  excre- 
tion from  the  kidneys  crystallization  could  occur 
readily.  In  this  case,  as  in  the  previously  reported 
one,  the  crystals  seen  in  the  urine  were  not  recog- 


nized as  those  typical  of  sulfathiazole  and  most  prob- 
ably were  the  conjugated  forms  of  the  parent  drug, 
phthalylsulfathiazole.6 

Therefore,  it  is  suggested  that  when  the  condition 
of  the  patient  may  be  such  as  to  suggest  moderate  to 
severe  hepatic  disease,  the  drug  phthalylsulfathia- 
zole be  withheld  and  other  medication  exerting  the 
same  desired  effect  be  substituted. 
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Leiomyoma  of  the  Ileum  Causing  Prolonged  Unexplained 

Intestinal  Bleeding 

THOMAS  C.  CASE,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery , Goldwater  Memorial  Hospital ) 


\ ccurate  diagnostic  evaluation  of  a patient  prior 
1 ^ to  submitting  him  or  her  to  surgery  is  the  de- 
sired goal  of  the  conscientious  surgeon.  At  times 
one  has  to  resort  to  exploratory  laparotomy  to  ob- 
tain the  desired  information;  however,  this  should 
not  be  considered  until  all  possible  justifiable  means 
for  investigation  have  been  exhausted.  Occasion- 
ally the  diagnostic  studies  fail  to  provide  a clue  as  to 
the  etiology  of  the  disease,  and  surgery  has  to  be 
performed  as  a lifesaving  measure. 

Leiomyomas  of  the  digestive  tract  are  not  en- 
countered frequently  because  many  are  asympto- 


matic. They  are  often  incidental  findings  at  opera- 
tion or  autopsy,  and  it  is  more  probable  that  their 
symptoms  would  be  attributed  to  commoner  ail- 
ments. The  symptoms  are  often  those  suggestive  of 
a peptic  ulcer,  a common  disease,  and  it  is  only 
natural  that  the  latter  should  receive  preferential 
consideration  in  diagnosis. 

In  1945  Segal,  Scott,  and  Watson1  were  the  first 
to  direct  attention  to  the  impressive  mimicry  of  this 
symptom  complex.  They  reported  three  small 
intestinal  lesions  simulating  duodenal  ulcer  and 
collected  six  more  from  the  literature.  They  stated 
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Fig.  1.  X-ray  revealing  the  suspicious  area  in  the 
ileum. 


that  “neither  melena  alone  nor  pain  alone  caused  by- 
lesions  in  the  jejunum  or  ileum  is  too  unusual. 
However,  the  combination  of  these  two  symptoms 
presenting  a picture  simulating  peptic  ulcer,  pro- 
duced by  pathologic  conditions  in  the  small  in- 
testine beyond  the  duodenum,  has  not  been  em- 
phasized in  the  literature.”  Their  report  listed 
various  benign  and  malignant  lesions  in  the  small 
intestine. 

The  following  case  report  is  presented  to  further 
emphasize  the  statement  of  Segal,  Scott,  and 
Watson,  and  to  point  out  that  definitive  treatment 
had  been  delayed  perilously  because  the  diagnosis 
of  peptic  ulceration  had  been  entertained  for  the 
greater  part  of  the  patient’s  illness. 

Case  Report 

A fifty- three-year-old  Negro  male  was  first  ad- 
mitted to  the  Surgical  Service  of  Goldwater  Memo- 
rial Hospital  in  July,  1954.  The  chief  complaints 
were  tarry  stools  of  two  weeks  duration,  dyspnea, 
and  edema  of  the  ankles. 

The  patient  stated  that  he  had  been  treated  for 
diabetes  and  hypertension  for  the  past  fourteen 
years.  He  had  four  hospital  admissions  from  1949 
to  1954  because  he  had  tarry  stools  and  complained 


of  all  the  symptoms  that  follow  an  acute  blood  loss. 
He  received  multiple  blood  transfusions  and  re- 
peated gastrointestinal  studies.  Most  of  the  studies 
were  essentially  negative,  although  peptic  ulceration 
was  suspected  on  several  occasions. 

In  November,  1954,  he  was  admitted  to  Gold- 
water  Memorial  Hospital  with  complaints  of  tarry 
stools  for  twenty-four  hours  and  weakness.  The 
hemoglobin  was  3.5  mg.  per  cent,  and  blood  pres- 
sure was  115/50.  Repeated  transfusions  were 
given,  and  the  hemoglobin  was  brought  up  to  11.5 
mg.  per  cent.  Gastrointestinal  series  and  barium 
colon  studies  were  again  performed.  At  this  time  a 
suspicious  lesion  was  discovered  in  the  lower  ileum 
(Fig.  1).  A Miller- Abbot  tube  was  passed  with 
serial  aspirations,  and  blood  was  obtained  after  the 
tube  had  been  passed  about  6V2  feet. 

Report  of  x-ray  findings  by  Dr.  H.  K.  Taylor 
showed  indirect  indications  of  the  presence  of  a mass 
in  the  region  of  the  terminal  ileum,  measuring  ap- 
proximately 4 by  5 cm.  The  lumen  of  the  terminal 
ileum  was  narrowed.  This  was  due  either  to  ex- 
trinsic pressure  or  an  intramural  lesion  and  also 
created  a partial  ileal  obstruction. 

About  six  weeks  after  the  last  admission  an 
exploratory  laparotomy  was  performed,  and  sub- 
serosal  lesion  of  the  ileum  about  18  inches  from  the 
ileocecal  valve  was  resected.  There  was  no 
regional  adenopathy.  The  tumor  measured  about 
6 cm.  in  diameter  and  did  not  obstruct  the  lumen 
of  the  bowel.  The  pathologic  report  indicated 
leiomyoma  of  the  ileum.  Recovery  was  uneventful 
and  the  patient  has  had  no  further  complaints. 

Comment 

Since  peptic  ulceration  is  by  comparison  a much 
more  common  disease  than  small  bowel  tumors,  it  is 
readily  understandable  why  ulcer  disease  receives 
primary  consideration  in  the  investigation  for  the 
cause  of  melena.  Marshall  and  Welch2  have  aptly 
stated  that  “the  key  to  diagnosis  of  small  bowel 
lesions  is  suspicion.”  This  was  clearly  demonstrated 
in  the  case  reported  here,  for  it  was  the  suspicion 
that  prompted  the  more  exhaustive  investigation 
which  resulted  in  our  presumptive  diagnosis  of  small 
bowel  lesion. 

Summary 

We  have  reported  a case  of  leiomyoma  of  the 
ileum  which  caused  recurrent  episodes  of  gastro- 
intestinal bleeding  for  five  years.  Suspicion  of  the 
lesion  in  the  gastrointestinal  series  prompted  more 
definitive  investigation  of  the  suspected  area. 
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Medical  Movies  and  Clinical  Photography  ( Part  II) 


JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
(. President , Medical  Film  Guild,  Ltd.) 


Studying  personal  photographic  requirements 
of  thousands  of  camera  enthusiasts,  one 
learns  that  the  simpler  the  unit,  the  more  satis- 
factory the  results  become  for  the  average 
amateur.  From  a puzzled  photography  fan 
one  often  hears,  “In  the  good  old  days  with  my 
simple  box  camera,  I took  perfect  pictures. 
Nowadays,  with  my  expensive  model  such  and 
such  camera,  my  results  are  very  poor  in  com- 
parison.” 

The  explanation  is  quite  simple.  His  box 
camera  pictures  were  always  the  staple  snapshot 
because  he  couldn’t  take  anything  else.  The 
film  was  slow  and  the  light  very  bright.  The 
lens  was  a very  poor  imitation  of  the  present-day 
fine  lens  grinder’s  technic,  yet,  his  pictures  were 
better  with  this  old  equipment.  The  reason  is 
that  the  faster  a lens  becomes,  the  more  critical 
are  its  adjustments.  In  the  very  expensive 
miniature  cameras,  a variation  of  a few  thou- 
sandths of  an  inch  will  alter  the  fine  focusing  of  the 
image.  Also,  the  faster  the  lens  becomes,  the 
shallower  the  depth  of  focus  becomes.  That  is 
the  range  within  which  the  picture  is  sharp. 
Thus,  when  a lens  is  closed  down,  the  definition 
of  foreground,  middle,  and  background  sub- 
jects is  improved.  In  the  box  camera  the 
effective  value  of  the  lens  was  equivalent  to  fll 
or  thereabouts.  Thus,  a simple  piece  of  glass 
was  used  with  practically  no  curvature  to  cause 
distortion  in  the  photographic  image. 


The  more  expensive  lenses,  designed  to  ac- 
commodate poor  lighting  conditions,  were  ground 
with  steeper  curvatures  and  contain  many  more 
lens  elements  to  overcome  this  photographic 
imbalance  of  lens  structure. 

In  ultraspecial  requirements,  such  as  pictures 
at  the  race  track,  in  aerial  photography,  tele- 
vision, and  similar  events  held  in  all  degrees  of 
poor  lighting,  fast  telephoto  lenses  are  required. 
However,  with  modern-day  films  of  enormous 
speeds,  compared  to  those  in  existence  not  many 
years  ago,  the  need  for  these  lenses  is  not  as 
great.  The  wide  popularity  of  flash  guns  and 
the  newer  self-replenishing,  charged  strobe  units 
has  simplified  the  procedure  of  taking  critical 
pictures.  However,  use  of  these  attachments 
requires  pretesting  of  equipment  before  such 
devices  are  taken  out  in  the  field. 

These  attachments  permit  the  taking  of  bril- 
liant pictures  indoors  with  the  average-priced 
f3.5  lens  which  very  often  is  stopped  down 
to  f8.  With  the  depth  of  focus  thus  improved, 
focusing-type  cameras  are  most  popular. 

Contrary  to  the  opinions  of  most  camera 
users,  attachments  may  be  ignored  or  used  as 
the  spirit  moves  or  necessity  orders. 

For  the  person  who  is  never  happy  unless  he 
can  operate  his  camera  with  the  freedom  of  his 
old  box  camera  days,  he  should  be  aware  that  by 
simple  adjustments  he  can  convert  his  expensive 
camera  lens  into  a fixed  focus  lens  where,  at  one 


August  1,  1958 


2577 


JOSEPH  P.  HACKEE 


setting  and  at  one  distance,  he  will  obtain 
better  than  average  pictures. 

When  a fast  lens  is  set  at  fixed  focus  position 
and  at  a particular  aperture,  the  operator 
should  be  aware  that  he  must  work  within  the 
range  so  prescribed  and  with  a film  of  particular 
speed.  He  must  also  work  with  light  conditions 
fixed  by  his  desire  for  minimal  operation  of  his 


equipment. 

Visit  your  local  camera  dealer  who  can  aid  in 
the  solution  of  such  a problem.  Such  tampering 
with  the  laws  of  good  photographic  technic 
might  not  improve  your  skill  in  photography, 
but  it  will  improve  your  disposition  in  case  your 
fear  of  failure  to  make  a good  picture  causes  you 
to  be  overcautious. 


( Number  eleven  of  a series  on  Visual  Education  in  Medicine ) 


Ways  to  Overcome  Lying  by  Child  Listed 


When  a child  lies,  washing  his  mouth  out  with 
soap,  spanking  him,  or  making  him  “confess”  in 
front  of  others  won’t  help  him  see  why  he  should  be 
truthful.  Instead  these  punishments  may  an- 
tagonize him  to  the  point  where  he  has  little  desire 
to  be  truthful  in  the  future,  according  to  Elizabeth 
B.  Hurlock,  Ph.D.,  Bryn  Mawr,  Pa.,  a past  presi- 
dent of  the  American  Psychological  Association’s 
division  on  the  teaching  of  psychology. 

Writing  in  the  May  Today's  Health,  an  American 
Medical  Association  publication,  Dr.  Hurlock  listed 
some  ways  in  which  parents  can  help  a child  who  lies. 
She  noted  that  a child  lies  for  two  reasons:  to  escape 
punishment  and  to  win  approval. 

All  children  misrepresent  the  truth  at  some  time 
or  other.  Unless  there  is  intent  to  deceive,  this  is 
not  lying  in  the  strictest  sense  of  the  word.  In 
young  children  this  intent  usually  is  lacking  because 
the  child  doesn’t  distinguish  between  reality  and 
imagination. 

Some  ways  a parent  can  help  a child  learn  to  tell 
the  truth  are:  1.  Make  sure  you  know  why  the 
child  misrepresents  the  truth  before  you  take  any 
action.  Your  line  of  attack  should  be  very  different 
for  intentional  and  unintentional  deceitfulness.  2. 
Do  not  associate  lying  with  religion  by  telling  the 


child,  for  example,  that  God  hears  his  lies  and  will 
punish  him.  This  is  likely  to  make  him  fear  God 
and  death  and  it  will  keep  him  from  turning  to 
religion  for  the  satisfaction  and  comfort  it  can  bring. 
3.  Without  curbing  his  imagination,  help  him  de- 
velop a critical  approach  to  his  imaginary  experi- 
ences by  asking  questions  which  will  force  him  to 
assess  his  imaginative  experiences.  4.  When  he 
breaks  a rule,  find  out  whether  it  was  intentional. 
Punishments  that  children  consider  unfair  encourage 
them  to  try  to  escape  future  punishments  by  lying. 
5.  Let  him  know  by  word  and  deed  that  you  love 
and  approve  of  what  he  does.  When  he  does  things 
you  disapprove  of,  make  sure  he  knows  they  are 
wrong  before  you  criticize  or  punish  him.  The 
child  who  is  confident  of  his  ability  to  please  his 
parents  will  carry  this  confidence  outside  the  home 
and  be  popular  enough  that  he  will  not  have  to  lie 
to  win  approval.  6.  Find  out  what  the  parents  of 
your  child’s  friends  expect  of  them  and  make  your 
rules  accordingly.  If  he  knows  your  rules  are  like 
those  of  his  friends,  the  temptation  to  break  your 
rules  and  then  lie  about  it  will  be  reduced  and  he 
won’t  be  tempted  to  use  that  stock  phrase,  “every- 
body else  can  do  it.”  7.  And,  finally,  set  a model 
of  truthfulness  for  your  child  to  imitate. 
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The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the  Medical 
Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the  Medical 
Film  Library  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue,  Albany, 
New  York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organizations. 
Return  postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both  professional  and  lay 
use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audiovisual  aids,  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answer  period 
presided  over  by  a professional  person  familiar  with  the  topic  presented. 


Examination  of  the  Larynx.  Classification: 
Otolaryngology;  Medicine.  Produced  by  Louis  H. 
Clerf,  Jefferson  Medical  College,  and  Paul  H.  Hol- 
inger,  University  of  Illinois,  1953. 

The  following  four  films  are  concise,  without  sub- 
titles or  sound  track,  and  are  designed  for  use  in 
instruction  in  direct  and  indirect  laryngoscopy. 
After  the  student  has  had  an  opportunity  to  under- 
stand the  appearance  of  a normal  larynx  these  films 
will  provide  a number  of  pathologic  states  that 
would  be  most  difficult  to  assemble  clinically.  Here 
again  the  instructor  should  view  the  film  beforehand 
and  plan  his  commentary  accordingly. 

Acquired  Lesions  of  the  Epiglottis.  Color,  silent, 
572  minutes. 

1.  Mirror  Laryngoscopy:  Normal  larynx.  Ori- 
entation as  to  anterior  and  posterior. 

2.  Classification  of  acquired  lesions  of  the  epi- 
glottis: (a)  Mechanical  traumas;  (b)  Inflamma- 

tions, acute  and  chronic;  (c)  Neoplasms,  benign  and 
malignant. 

3.  Trauma  Cases:  (a)  Mechanical  trauma  of  the 
epiglottis  of  a woman.  She  injured  herself  with  her 
fingernail  when  she  tried  to  pluck  an  imaginary 
chicken  bone  from  her  throat,  (b)  Similar  lesion, 
etiology  unknown. 

4.  Cases  of  Inflammation : (a)  Acute  post- 

traumatic  inflammation  of  a child’s  epiglottis  with 
marked  edema;  (b)  Tuberculous  inflammation; 
(c)  Inflamed,  ulcerated,  and  scarred  epiglottis  from 
tuberculosis  in  a child;  (d)  Extensive  tuberculous 
granulomas. 

5.  Cases  of  Neoplasm:  (a)  Papilloma  of  posterior 
surface  of  epiglottis;  (b)  Carcinoma  of  posterior 
surface  of  epiglottis;  (c)  Large  carcinoma  of  pos- 
terior surface  of  epiglottis;  mechanical  friction  inter- 
feres with  free  motility  of  the  left  cord.  There  is  no 
fixation  of  the  cord,  as  in  carcinoma  of  the  vocal 
cords.  Usually,  carcinoma  develops  at  the  upper  free 
margin  of  the  epiglottis;  (d)  Beginning  carcinoma 
at  upper  free  margin;  (e)  Cauliflower  carcinoma  at 
upper  margin ; (f ) Big  carcinoma  extending  over  the 
entire  upper  margin;  (g)  Very  large  carcinoma  in- 
volving the  entire  epiglottis. 

Vocal  Nodules.  Color,  silent,  3 minutes. 


1.  Mirror  Laryngoscopy  and  Direct  Laryngoscopy: 
Normal  cords,  with  tight  apposition  in  phonation. 

2.  Animation : Typical  location  of  vocal 

nodules;  interference  with  approximation  of  cords. 

3.  Direct  Laryngoscopy:  Air  slit  remains  open; 
hoarseness. 

4.  Direct  Laryngoscopy:  Great  pressure  required 
to  achieve  apposition  of  cords. 

5.  Mirror  Laryngoscopy:  Epiglottis  may  ob- 

struct view. 

6.  Mirror  Laryngoscopy:  Vocal  nodules  and 

ecchymosis. 

7.  Mirror  Laryngoscopy:  Other  vocal  nodules. 

Contact  Ulcers  and  Granulomas  of  the  Vocal 
Cords.  Color,  silent,  4 minutes. 

1.  Mirror  Laryngoscopy:  Normal  cords  during 
phonation  close  apposition  in  a straight  median  line. 

2.  Animation:  Typical  location.  Undue  pres- 
sure exerted  by  the  vocal  processes  of  the  arytenoid 
cartilages  may  cause  contact  ulcers  and/or  granu- 
lomas. 

3.  Mirror  Laryngoscopy:  Normal  cords. 

4.  Direct  Laryngoscopy:  Contact  ulcers  at  right 
cord. 

5.  Mirror  Laryngoscopy:  Contact  ulcers  and 

granulomas  at  opposite  cords. 

6.  Direct  Laryngoscopy:  Hard,  whitish  granu- 

loma, with  inflammatory  changes,  vascular  engorge- 
ment, mucus,  etc. 

7.  Mirror  Laryngoscopy:  Great  soft  bilateral 

pads. 

8.  Direct  Laryngoscopy:  Hard  granuloma,  bleed- 
ing at  its  base. 

9.  Direct  Laryngoscopy:  Very  big,  soft,  bilateral 
pads. 

Cysts  and  Polyps  of  the  Vocal  Cords.  Color, 
silent,  6 minutes. 

1.  Mirror  and  Direct  Laryngoscopy:  (M.  L.  and 
D.  L.)  Normal  cords;  apposition  in  a straight 
median  line  in  phonation. 

2.  Animation:  Typical  location  of  many  cysts 
and  most  polyps,  at  junction  between  anterior  and 
middle  thirds.  Tumor  interferes  with  approximation 
of  cords.  A slit  remains  open,  permitting  passage  of 
air  in  phonation,  thus  causing  hoarseness. 
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3.  Cysts:  D.  L.:  Small  pedunculated  cyst,  ses- 
sile cyst,  another  sessile  cyst;  interference  with  cord 
apposition,  cyst  at  inferior  surface  of  cord,  cyst- 
inflammation  of  the  cord  (edema,  vascular  engorge- 
ment) . 

4.  Retention  cysts:  D.  L.  Upper  surface  of  left 
cord,  at  free  margin ; same  cyst  opened ; viscid  con- 
tent. 

5.  Polyps:  D.  L.:  Glassy:  fibrous;  fibrous; 

bluish  vascular  polyp;  large  polyp;  inflammation  at 
base;  similar  polyp;  similar  polyp  friction  causing 
inflammation  of  opposite  cord. 

6.  Combined  lesions:  M.  L.  Blood-filled  cyst, 

polyp,  leukoplakia;  polyp  with  hyperkeratosis  of 
opposite  cord;  multiple  cysts  of  upper  surface  of 
cords;  bilateral  polyps  glassy  cyst;  resembling 
edematous  cords  or  glassy  polyps. 

Audience:  Medical  students,  residents  and  in- 

terns in  otolaryngology,  practitioners. 

Examination  of  the  Rectum.  Medicine;  Surgery; 
Physical  Diagnosis. 

The  following  four  short  films  are  without  titles  or 
sound  track  so  that  an  instructor  or  lecturer  may 
make  his  own  comments  or  criticisms.  These  films 
are  designed  primarily  to  give  the  students  a visual 
experience  of  what  a rectal  examination  is  and  how 
it  is  done.  They  are  best  used  together  and  in  con- 
junction with  a clinical  demonstration.  They  make 
no  pretense  of  being  complete  in  themselves,  and  the 
teacher  should  view  the  films  beforehand  so  that  he 
can  add  comments. 

Year  of  Production,  1954.  Produced  by  V.  F. 
Bazilauskas  for  the  Audio-Visual  Institute  of  the 
American  Medical  Colleges  under  a grant  from  the 
Federal  Government. 

Principles  of  Digital  Rectal  Examination  (Male). 

3 minutes  (at  sound  speed),  silent,  color,  16  mm., 
1954. 

Employing  a sponge  rubber  model  of  the  male 
pelvis,  sectioned  sagitally,  all  the  maneuvers  are 
demonstrated.  The  anatomy  is  indicated.  A lubri- 
cated finger  is  introduced  into  the  anus  and  rotated 
360  degrees.  The  blind  spot  dorsal  and  anterior  to 
the  anal  canal  which  cannot  be  visualized  well  by 
proctoscope  or  anoscope  is  palpated. 

The  prostate  is  palpated  and  defined.  The  lower 
rectal  valve  is  seen  just  above  the  examining  finger. 

Another  model  permits  a sacrum  eye  view  of  the 
rectum  in  dorsal  section.  This  demonstrates  the 
lateral  curves  of  the  rectum  as  seen  by  the  rectal 
fold  reflections.  The  prostate  is  not  seen  but  is 
anterior  to  the  examining  finger.  A complete  rectal 
digital  examination  is  performed. 

Digital  Rectal  Touch  Picture:  Normal.  4 

minutes  (at  sound  speed),  silent,  color,  16  mm.,  1954. 

This  film  demonstrates  visually  the  mental 
palpation  picture  in  the  normal  rectum.  It  is  an 
animation  film  which  should  be  projected  at  sound 
speed,  and  a narration  should  be  carried  on  almost 
constantly  to  explain  what  is  visualized  on  the 
screen. 

The  film  begins  with  a live  action  scene  showing 


the  examining  finger  being  introduced  into  the  anus. 
The  scene  fades  to  black  as  the  digital  and  mental 
palpation  “picture”  is  developed.  Action  is  slow 
and  there  is  time  for  many  pertinent  remarks  to  be 
made  by  the  instructor. 

This  synthetic  palpation  visualizes  the  smooth 
rectal  wall — the  muscular  ridge  anteriorly — the 
smooth  firm  rubbery  mass  at  the  end  of  the  ridge  at 
the  finger  tip.  The  prostate  is  defined  by  palpation 
of  the  lateral  lobes  and  the  median  groove.  The 
camera  zooms  in  closer  as  the  seminal  vesicles  are 
visualized  on  both  sides  as  soft  fluctuant  masses 
which  may  occasionally  be  rolled  by  the  examining 
finger.  A large  soft  fluctuant  mass  may  occasion- 
ally be  found  between  the  vesicles — it  is  a full  blad- 
der. It  disappears  after  micturition.  A bluish  V- 
shaped  area  appears  over  prostate  and  between  the 
vesicles.  This  is  the  rectovesical  pouch  which  should 
be  palpated  for  tumors  descending  from  the  ab- 
domen. It  is  a potential  space  and  is  not  palpable 
per  se. 

The  camera  pulls  away  to  show  the  complete 
rectal  picture,  and  the  lower  rectal  valve  appears. 
It  may  be  palpated  occasionally  by  a long  examining 
finger. 

The  vague  palpation  picture  is  displaced  by  a 
semidiagrammatic  illustration  of  the  structures 
which  have  been  developed — the  urethra  (ridge), 
prostate,  bladder,  and  seminal  vesicle.  The  view  is 
that  of  the  examining  finger. 

Principles  of  Prostatic  Massage.  3 minutes  (at 
sound  speed),  silent,  color,  16  mm.,  1954. 

Employing  a sponge  rubber  model  of  a sagitally 
sectioned  male  pelvis,  the  technic  of  prostatic  mas- 
sage is  demonstrated  in  conjunction  with  a digital 
rectal  examination.  The  palpating  finger  is  intro- 
duced through  the  anal  canal  and  a digital  rectal 
examination  is  performed  by  rotating  the  finger  360 
degrees  within  the  rectum.  The  examining  finger 
then  palpates  the  prostatic  gland,  defining  both 
lateral  lobes  and  the  median  groove.  The  massage 
is  executed  by  the  examining  finger  applying  pres- 
sure over  the  prostate  gland  beneath  the  anterior 
wall  of  the  rectum.  The  strokes  are  downward  as 
each  segment  of  the  gland  is  “milked.” 

Technique  of  Anoscopy.  6 minutes  (at  sound 
speed),  silent,  color,  16  mm.,  1954. 

The  positioning  of  the  patient  in  the  left  lateral 
position  and  the  proper  draping  are  shown  by  a 
nurse  assistant.  Anal  inspection  and  digital  rectal 
examination  are  performed.  The  scope  is  introduced 
with  the  obdurator  which  is  then  removed  and  the 
fight  switched  on.  Inspection  of  the  anal  canal  is 
carried  out  during  withdrawal  of  the  instrument. 

The  scope  is  then  introduced  in  another  scope 
rotation  position  for  visualization  of  another  seg- 
ment of  the  anal  canal.  Several  positions  of  the 
scope  should  be  employed  for  complete  examination, 
and  the  scope  is  never  rotated  during  withdrawal. 

The  anoscopic  procedure  is  repeated  in  the  knee- 
shoulder  position  to  show  that  it  can  be  employed 
during  proctosigmoidoscopy  for  complete  visualiza- 
tion of  the  rectum  and  of  the  anal  canal. 
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Henry  F.  Albrecht,  M.D.,  of  Sand  Lake,  died  at 
his  home  on  June  8 at  the  age  of  seventy-four.  Dr. 
Albrecht  graduated  from  Albany  Medical  College  in 
1906.  He  was  a consulting  physician  at  St.  Mary’s 
Hospital  of  Troy.  In  1956  he  was  honored  by  the 
Medical  Society  of  the  State  of  New  York  and  the 
Rensselaer  County  Medical  Society  for  having  prac- 
ticed fifty  years.  Dr.  Albrecht  was  a member  of 
the  Rensselaer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Gifford  Bull,  M.D.,  of  Keeseville,  died  on 
June  9 in  Tompkins  County  Memorial  Hospital, 
Ithaca,  at  the  age  of  seventy-three.  Dr.  Bull  grad- 
uated from  Cornell  University  Medical  College  in 
1911. 

John  Joseph  Calandriello,  M.D.,  of  Brooklyn,  died 
on  June  5 in  the  Brooklyn  Hospital  at  the  age  of 
sixty-seven.  Dr.  Calandriello  graduated  from  Ford- 
ham  University  School  of  Medicine  in  1917.  During 
World  War  I he  served  with  the  U.S.  Army  Medical 
Corps.  Dr.  Calandriello  was  a member  of  the 
American  Academy  of  General  Practice,  the  Mor- 
gagni Medical  Society  of  New  York,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Norton  DeLos  Lull  Fletcher,  M.D.,  of  Middletown 
Springs,  Vermont,  formerly  of  White  Plains,  died  on 
June  20  at  the  age  of  eighty.  Dr.  Fletcher  graduated 
from  Columbia  University  College  of  Physicians  and 
Surgeons  in  1902.  He  had  been  a consultant  in 
ophthalmology  at  Manhattan  Eye,  Ear  and  Throat 
Hospital.  Dr.  Fletcher,  who  had  retired  several 
years  ago,  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  Flack  Graham,  M.D.,  of  Brooklyn,  died  on 
June  19  at  his  home  at  the  age  of  seventy-eight. 
Dr.  Graham  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1905.  He  was 
senior  consultant  in  surgery  at  Methodist  Hospital 
of  Brooklyn,  Mary  Immaculate  Hospital,  Lutheran 
Medical  Center,  and  Victory  Memorial  Hospital. 
Dr.  Graham,  who  retired  in  1957,  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Surgical  Association  as  well  as  a member  of 
the  founders  group,  the  New  York  Surgical  Society, 
the  Brooklyn  Surgical  Society  of  which  he  was  also  a 
past  president,  the  Kings  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jaroslav  Hugo  Hulka,  M.D.,  of  Long  Island  City, 
died  on  June  18  in  the  Harkness  Pavilion,  at  the  age 
of  sixty-four.  Dr.  Hulka  received  his  medical  de- 
gree from  the  University  of  Prague  in  1919.  He  was 
director  of  ophthalmology  at  St.  John’s  Hospital, 
Long  Island  City,  and  an  associate  in  surgery  at 
Manhattan  Eye,  Ear  and  Throat  Hospital.  In  1947 
he  returned  to  Czechoslovakia  to  establish  an 
ophthalmology  clinic  under  the  American  relief 
program.  Dr.  Hulka  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  of  the 
American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Queens  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Herman  Iskot,  M.D.,  of  Long  Island  City,  died  on 
June  24  at  the  age  of  seventy.  Dr.  Iskot  received  his 
medical  degree  from  the  University  of  Berlin  in  1925. 
He  was  a member  of  the  Queens  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Jacques  Kroner,  M.D.,  of  New  York  City,  died  on 
June  19  at  the  age  of  fifty-eight.  Dr.  Kroner  re- 
ceived his  medical  degree  from  the  University  of 
Wurzburg  in  1925.  He  was  an  assistant  adjunct 
physician  at  the  Hospital  for  Joint  Diseases.  Dr. 
Kroner  was  a member  of  the  American  Public  Health 
Association,  the  New  York  Rheumatism  Association, 
the  Rudolf  Virchow  Medical  Society,  the  New  York 
County  Medical  Society,  and  the  Medical  Society 
of  the  State  of  New  York. 

Horst  Lange,  M.D.,  of  Seaford,  died  on  June  15 
at  the  age  of  fifty-six.  Dr.  Lange  received  his  medi- 
cal degree  from  the  University  of  Berlin  in  1924. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Trudeau  Society, 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ralph  Lerner,  M.D.,  of  Brooklyn,  died  in  April  in 
his  sixtieth  year.  Dr.  Lerner  graduated  from  New 
York  Homeopathic  Medical  College  and  Flower  Hos- 
pital in  1921.  He  was  an  adjunct  in  Orthopedic 
Surgery  at  the  Jewish  Hospital  of  Brooklyn.  Dr. 
Lerner  was  a member  of  the  Kings  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 
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Edward  J.  Lyons,  M.D.,  of  Buffalo,  died  on  June 
12  at  his  home  at  the  age  of  sixty-five.  Dr.  Lyons 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1919.  He  was  an  attending  in  surgery 
at  Sisters’  Hospital,  and  during  the  1930’s  he  was 
president  of  the  staff  there.  Dr.  Lyons  was  a mem- 
ber of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


John  Alexander  MacDonald,  M.D.,  of  Interlaken, 
died  on  June  17  at  his  home  at  the  age  of  eighty-one. 
Dr.  MacDonald  graduated  from  Rush  Medical  Col- 
lege in  1901.  He  was  Emeritus  Professor  of  Clinical 
Medicine  at  the  Indiana  University  School  of  Medi- 
cine and  had  served  in  the  U.S.  Army  Medical  Corps 
in  World  War  I.  Dr.  MacDonald  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  a 
past  president  of  the  Marion  County  (Indiana) 
Medical  Society,  a founder  of  the  Central  Society 
for  Clinical  Research,  and  a member  of  the  Seneca 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Daniel  V.  McClure,  M.D.,  of  Hamburg,  died  on 
March  6 at  the  age  of  eighty-four.  Dr.  McClure 
graduated  from  Niagara  University  Medical  De- 
partment in  1894. 


John  William  Mead,  M.D.,  of  Poughkeepsie,  died 
in  Vassar  Brothers  Hospital  on  June  6 at  the  age  of 
fifty-four.  Dr.  Mead  graduated  from  the  University 
of  Rochester  School  of  Medicine  and  Dentistry  in 


1935  and  interned  at  New  York  and  Mary  Imogene 
Bassett  Hospitals.  He  was  a clinical  assistant  in 
surgery  at  Vassar  Brothers  Hospital.  Dr.  Mead  I 
was  a member  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  j 
York,  and  the  American  Medical  Association. 

Frank  Ward  Ostrom,  M.D.,  of  Eaton,  died  on 
March  3 at  the  age  of  seventy-five.  Dr.  Ostrom 
graduated  from  Hahnemann  Medical  College  of 
Philadelphia  in  1904. 

William  T.  Robinson,  M.D.,  of  New  York  City 
died  in  Doctors  Hospital  on  June  19  at  the  age  of 
fifty-five.  Dr.  Robinson  graduated  from  Boston 
University  School  of  Medicine  in  1920.  A former 
director  of  the  X-Ray  Department  at  Harlem  Hos- 
pital, he  was  an  attending  in  roentgenology  at  Belle- 
vue Hospital.  Dr.  Robinson  was  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Isidore  Kalish  Wiener,  M.D.,  of  Watervliet,  died 
at  the  Albany  Hospital  on  June  18  at  the  age  of 
seventy-four.  Dr.  Wiener  graduated  from  Johns 
Hopkins  University  School  of  Medicine  in  1911  and 
also  received  a medical  degree  from  the  University 
of  Vienna  in  1914.  He  had  been  a medical  officer  at 
the  New  York  City  Veterans  Administration  Hos- 
pital from  1945  to  1951  and  since  1951  a medical 
officer  at  Watervliet  Arsenal.  Dr.  Wiener  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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American  Institute  of  Ultrasonics  in  Medicine 

The  Bellevue-Stratford  Hotel  in  Philadelphia  will 
be  the  scene  on  August  23  of  the  interim  meeting  of 
the  American  Institute  of  Ultrasonics  in  Medicine. 
For  further  information  contact  Dr.  John  H.  Aides, 
Secretary,  4833  Fountain  Avenue,  Los  Angeles  29, 
California. 

American  Academy  of  Dental  Medicine 

The  American  Academy  of  Dental  Medicine  will 
hold  its  thirteenth  mid-annual  meeting  and  luncheon 


at  the  Hotel  New  Yorker,  New  York  City,  on  Sun- 
day, December  7.  There  will  be  a business  meeting 
for  members  at  10  a.m.  This  will  be  followed  by  a 
luncheon  and  scientific  session  for  Academy  mem- 
bers and  friends  starting  at  12:30  p.m.  The  after- 
noon scientific  session  will  be  devoted  to  “The 
Gingival  Tissue.” 

All  members  and  interested  dentists  and  physi- 
cians are  cordially  invited  to  attend.  For  reserva- 
tions and  copies  of  the  program  write  to  the  Academy 
secretary,  Dr.  Walter  I.  Levine,  809  Cathedral 
Street,  Baltimore,  Maryland. 
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The  following  announcement  concerning  elective  procedures  under  the  Medicare  program , 
from  the  executive  director  of  the  Office  for  Dependents’  Medical  Care,  Office  of  the  Surgeon 
General,  U.S.  Army,  is  printed  for  the  information  of  the  medical  profession  in  New 
York  State. 


Elective  Procedures 


1.  This  letter  is  written  to  delineate,  as  far  as 
possible  at  this  time,  the  responsibility  of  the 
Government  for  the  payment  of  claims  covering  care 
of  controversial  conditions  and  procedures  which 
may  or  may  not  be  considered  as  belonging  in  the 
general  classification  of  “elective  medical  and  surgi- 
cal treatment,”  as  expressed  in  Section  103f(5),  Joint 
Directive  for  Implementation  of  the  Dependents’ 
Medical  Care  Act  (P.  L.  569,  84th  Congress). 

2.  The  following  specific  conditions  and  pro- 
cedures are  examples  which  are  admittedly  not  all- 
inclusive;  however,  they  are  representative  of  the 
vast  majority  of  claims  and  inquiries  concerning 
questionably  authorized  care  referred  to  the  Office  for 
Dependents’  Medical  Care.  Treatment  of  chronic 
conditions  is  authorized  only  if  acute  exacerbations 
or  acute  complications  exist,  or  if  surgical  or  other 
treatment  procedures  are  expected  to  result  in  func- 
tional improvement.  Comments  for  each  condition 
or  procedure  indicate  whether  care  rendered  is  or  is 
not  payable  under  Medicare.  Unless  specific  ex- 
ception is  made  in  the  comment,  the  condition  or  pro- 
cedure must  have  required  hospitalization  for  proper 
treatment. 

a.  Ears:  Large,  flapping,  elephant-like  or  other- 
wise deformed  or  absent.  Reconstruction  and/or 
revisions  of  external  ear  only  are  elective  and  not 
payable  under  Medicare.  Surgery  performed 
for,  and  based  solely  on,  psychological  reason  is  not 
allowable.  Necessary  procedures  for  the  restoration 
of  hearing,  to  include  reconstruction  of  the  middle 
and/or  inner  ear  and/or  such  part  of  the  external  ear 
as  may  be  required  for  restoration  of  hearing,  is 
allowable  under  the  program. 

b.  Eyes:  Surgery  for  glaucoma,  cataracts,  stra- 
bismus (squint)  or  other  conditions  to  aid  or  improve 
the  vision  of  the  affected  eye(s)  is  allowable.  The 
cost  of  prosthetic  devices  or  orthoptic  exercises  is  not 
allowable;  neither  is  surgery  performed  solely  for 
improvement  of  appearance. 

c.  Harelip  and/or  Cleft  Palate:  Surgery  for  the 
initial  repair,  including  surgery  considered  an  inte- 
gral continuing  part  of  the  initial  repair,  is  allowable. 
Subsequent  procedures,  employed  for  the  improve- 
ment of  appearance  only,  are  not  allowable. 

d.  Rhinoplasties:  When  performed  solely  for  im- 
provement of  appearance,  rhinoplasties  are  not  al- 


lowable. 

e.  Congenital  Defeds-Skeletal:  Allowable  when 
prescribed  treatment  is  required  to  be  performed  in  the 
hospital  on  an  ‘ ‘inpatient’  ’ basis.  Where  it  is  custom- 
ary for  plaster  casts  to  be  applied  on  an  out-patient 
basis  and  hospitalization  is  not  required  for  proper 
treatment,  such  procedures  are  not  allowable.  Ex- 
amples: (1)  Clubfoot — uni-  or  bilateral;  (2)  Con- 
genital dislocation  of  hips — uni-  or  bilateral;  (3) 
Other  types  of  congenital  skeletal  defects  requiring 
casts  or  other  treatments. 

/.  Cerebral  Palsy  or  Poliomyelitis  ( residuals ): 
Surgical  procedures  such  as  arthrodesis,  osteotomies, 
or  tendon  transplants  required  for  the  improvement 
or  restoration  of  function  are  allowable  only  for  the 
pertinent  period  of  hospitalization  specifically  re- 
lated to  the  surgical  procedure  but  not  for  medical 
care  related  to  the  basic  condition.  Consequently, 
follow-up  treatments  for  rehabilitation  of  the  basic 
condition  are  not  authorized;  neither  are  payments 
for  wheel  chairs,  crutches,  braces,  and  prosthetic  de- 
vices, or  other  adjunctive  surgical  support  items 
authorized. 

g.  Central  Nervous  System — Congenital  Defects: 
Surgical  correction  of  evaginations  of  the  contents  of 
the  vertebral  column,  as  well  as  hydrocephalus  and 
other  congenital  abnormalities,  is  allowable. 

h.  Supernumerary  Digits  and  Syndactylism: 
Surgery  required  to  improve  function  of  the  involved 
extremity(ies)  is  allowable.  When  performed  solely 
at  the  request  of  the  patient  and/or  sponsor  in  the 
absence  of  functional  impairment,  payment  is  not 
authorized. 

i.  Scars:  Except  as  provided  herein,  surgery  or 
other  medical  treatment  on  well-healed  scars  is  not 
authorized.  Treatment  of  scars  that  are  ulcerated, 
or  show  clinical  evidence  of  malignancy,  or  cause  con- 
tractures which  impair  anatomical  function  is  al- 
lowable. Reconstructive  surgery  incident  to  an 
injury  is  allowable  as  a part  of  the  continuing  total 
treatment  of  that  injury  and  may  be  performed  on  an 
outpatient  basis,  if  appropriate. 

j.  Removal  of  Plantar  Warts,  Other  Warts  (Ver- 
rucae ),  Sebaceous  Cysts,  Condylomata,  Moles,  Pig- 
mented, Nevi,  Hemangiomata  and/or  Telangiectatic 
Lesions:  Authorized  only  if  they  are  bleeding,  ul- 
cerated, painful,  or  show  clinical  evidence  of  ma- 
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lignancy,  or  if  the  size  and  location  produces  func- 
tional impairment. 

k.  Removal  of  Tattoos:  Not  allowable. 

l.  Tubal  Ligation  or  Other  Sterilization  Procedures: 
Authorized  for  payment  only  when,  in  the  opinion  of 
the  charge  physician  and  consulting  physician(s),  the 
procedure  is  a necessary  requirement  in  the  proper 
medical  management  of  an  otherwise  unrelated 
medical  or  surgical  condition  for  which  treatment  is 
authorized  under  the  program.  Multiparity  and/or 
the  socioeconomic  status  of  the  patient  are  not  bona 
fide  reasons  for  payment  of  sterilization  procedures 
under  the  Dependents’  Medical  Care  Program. 

m.  Mammoplasty:  Surgical  procedures  on  the 
breast(s)  for  the  purpose  of  effecting  symmetry  or 
alteration  of  size  are  not  authorized  except  when 
severe  pain  and/or  marked  disability  is  present. 

n.  Tests  and  Procedures  for  Sterility  or  Fertility 
Influences:  Are  allowable  only  when  clinical  indica- 
tion of  associated  pathologic  condition  causing  im- 
pairment is  present.  Tests  are  not  allowable  when 
performed  solely  at  the  request  or  desire  of  the  pa- 
tient (sponsor). 

o.  Tests  for  Pregnancy:  Allowable  only  if  the  pa- 
tient is,  in  fact,  pregnant;  or  when  considered  neces- 
sary for  the  proper  conduct  of  maternity  or  postpar- 
tum care,  regardless  of  the  test  results  (i.e.  hydatidi- 
form  mole).  These  tests  are  not  allowable  when  re- 
quested by  the  patient  and  are  found  to  be  negative. 
When  authorized,  these  tests  may  be  performed  on 
an  outpatient  basis  as  other  antepartum  or  postpar- 
tum care. 

p.  Services  for  “ Exceptional ” Children:  Not 

authorized.  Examples  include:  (1)  Cerebral  palsy 
treatment  including  surgical  procedures  unless  they 
qualify  under  paragraph  2f,  above;  (2)  Speech 
and/or  hearing  therapy,  or  remedial  reading;  (3) 
Psychological  testing;  (4)  Child  guidance  therapy. 

NOTE:  It  is  emphasized  that  a basic  requirement 
for  allowability  of  claims  for  payment  for  conditions 


or  procedures  identified  in  subparagraphs  a through 
p,  above,  is  the  necessity  of  hospitalization  for  proper 
accomplishment.  Exceptions  for  injury  and  ma- 
ternity cases  have  been  specifically  identified  in  sub- 
paragraphs  i and  o,  above. 

3.  For  all  conditions  outlined  above  and  other 
similar  or  questionable  cases,  physicians  and  hos- 
pitals are  urged  to  attach  a statement  by  the  attend- 
ing physician  to  the  Medicare  Claim  Form  (DA 
Form  1863)  at  the  time  it  is  submitted  to  the  fiscal 
administrator.  Provided  the  information  is  ade- 
quate to  establish  the  authorization  for  care  and 
provided  the  charges  are  within  the  applicable 
Schedule  of  Allowances,  the  fiscal  administrator  may 
process  the  claim  for  payment  without  reference  to 
this  office. 

4.  For  all  conditions  outlined  above  and  other 
similar  or  questionable  cases,  physicians  are  par- 
ticularly urged  to  predetermine  its  eligibility  for  pay- 
ment under  the  Dependents’  Medical  Care  Program. 
A frank  discussion  of  the  entire  problem  with  the  pa- 
tient and/or  sponsor  prior  to  the  initiation  of  treat- 
ment is  felt  to  be  extremely  advisable.  Physicians , 
hospitals,  and  patients  must  realize  that  the  government 
is  not  liable  for  payment  of  unauthorized  care.  Prior  to 
acceptance  of  the  patient  for  treatment,  any  ques- 
tionable case  should  be  referred  to  the  local  fiscal  ad- 
ministrator for  assistance  in  determining  eligibility. 
In  the  exercise  of  this  function,  the  fiscal  administra- 
tor may  seek  advice  from  the  Office  for  Dependents’ 
Medical  Care.  All  pertinent  facts  must  be  sub- 
mitted to  the  Office  for  Dependents’  Medical  Care 
to  enable  an  expeditious  and  intelligent  decision. 

5.  The  contents  of  this  letter  are  of  vital  impor- 
tance to  the  operation  of  the  program;  therefore,  fis- 
cal administrators  are  urged  to  publish  and  distribute 
to  physicians  and/or  hospitals  for  whom  they  are 
responsible  for  making  payment  under  the  Depend- 
ents’ Medical  Care  Program. 


The  accident  involvement  record  of  drivers  under  twenty-five  years  of  age  improved  slightly  in 
1957  in  both  fatal  and  nonfatal  categories  for  the  first  time  since  195 J+.  Any  improvement 
in  the  record  of  this  group  is  particularly  encouraging,  as  young  drivers  have  consistently  been 
involved  in  almost  twice  as  many  accidents  as  their  numbers  warrant. — The  Road  Toll,  The 
Travelers  1958  Book  of  Street  and  Highway  Accident  Data 
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Albert  Einstein  College  of  Medicine  of  Yeshiva  University 


Research  Grants — During  the  month  of  May  the 
following  research  grants  were  received:  From  the 
United  States  Army,  $17,940  to  the  Department  of 
Anesthesiology  for  “The  Response  of  Radiated  Ani- 
mals to  Anesthetics  and  Analgetics/’  and  $17,404  to 
the  Department  of  Radiology  for  “Effects  of  Radia- 
tion on  Autologous  Skin  Transplants”;  from  the 
Office  of  Naval  Research,  $11,826.54  to  the  Depart- 
ment of  Pathology  for  “Effects  of  Prolonged  and 
Chronic  Intermittent  Exposure  to  High  and  Low 
Oxygen  Tensions”;  from  the  Damon  Runyon  Fund, 
$6,200  to  the  Department  of  Radiology  for  “The 


New  York  University 

Promoted — Promoted  from  assistant  to  full-time 
professors  are:  Dr.  Baruj  Benacerraf,  Department  of 
Pathology;  Dr.  Meir  Yoeli,  Department  of  Pre- 
ventive Medicine,  and  Dr.  Michael  M.  Dacso,  De- 
partment of  Physical  Medicine  and  Rehabilitation. 
Dr.  Milton  Friedman  has  been  promoted  to  professor 
of  clinical  radiology  in  the  Department  of  Radiology. 

Honored — Dr.  William  Smith  Tillett,  who  re- 
tired on  July  1 as  professor  and  chairman,  Depart- 
ment of  Medicine,  and  as  director,  Third  Medical 
(NYU)  Division  of  the  Bellevue  Hospital  Center, 
was  honored  on  June  24  when  new  research  labora- 


Carcinogenic  Action  of  Thorium  Dioxide  on  the  Cir- 
rhotic Liver”;  from  the  Russell  Sage  Foundation, 
$39,451  to  the  Department  of  Preventive  and  En- 
vironmental Medicine  for  “Expansion  of  Social 
Science  Program,”  and  from  the  New  York  Heart 
Association,  $1,200  to  the  Department  of  Surgery 
for  “Structure  and  Function  of  the  Rete  Mirabile 
Caroticum.” 

Visiting  Lecturers — Dr.  Myron  Brin,  Food  and 
Drug  Research  Laboratories,  in  May,  and  Dr.  Har- 
old H.  Williams,  Department  of  Biochemistry, 
Cornell  University,  Ithaca,  in  June. 


College  of  Medicine 

tories  of  the  College’s  Department  of  Medicine  was 
dedicated  in  his  name.  Dr.  Colin  M.  MacLeod  un- 
veiled a bronze  plaque  which  reads:  “These  labora- 
tories for  medical  research  are  named  in  honor  of 
William  Smith  Tillett,  professor  of  medicine,  New 
York  University  College  of  Medicine,  Director, 
Third  Medical  Division,  Bellevue  Hospital  1938- 
1958.  They  are  a symbol  of  his  guiding  principle 
that  research  in  the  problems  of  disease  is  essential 
to  good  medical  care  of  patients  and  proper  instruc- 
tion of  students  and  physicians.” 

Dr.  Lewis  Thomas  succeeded  Dr.  Tillett. 


State  University  of  New  York  Downstate  Medical  Center 

Commencement  Speaker — Dr.  Edward  Grzegor-  World  Health  Organization,  was  the  speaker  at  the 
zewski,  director  of  education  and  training  services,  commencement  exercises. 


State  University  of  New  York  College  of  Medicine  Upstate  Medical  Center 


Speaker — Dr.  Peter  Marshall  Murray,  chairman, 
State  University  Board  of  Trustees’  medical  educa- 
tion committee,  was  the  main  speaker  at  the  com- 
mencement exercises  on  June  8.  On  June  7 he  spoke 
at  the  Weiskotten  Lecture  of  the  Syracuse  Medical 
Alumni  Association. 

Alumni  Day  Events — A special  luncheon  was  held 
in  the  Basic  Sciences  Building  honoring  17  members 
of  the  Class  of  1908.  Attending  the  luncheon  were 
Dean  Emeritus  Herman  G.  Weiskotten,  Dean  Carlyle 
Jacobsen,  Dr.  Peter  Marshall  Murray,  Dr.  William 
R.  Willard,  former  dean  and  now  head  of  the  Uni- 
versity of  Kentucky  School  of  Medicine,  and  Dr. 
James  L.  Crossley,  Watertown,  alumni  president. 

New  alumni  officers  elected  for  the  coming  year 
are:  president,  Dr.  David  W.  Brewer;  vice-president, 


Dr.  Leonard  Sincerbeaux;  secretary,  Dr.  Edward  A. 
Swift;  assistant  secretary,  Dr.  John  L.  Ayer;  treas- 
urer, Dr.  Richard  E.  Eberle,  and  assistant  treasurer, 
Dr.  James  E.  Coveil. 

The  alumni  reunion  banquet  was  held  at  the  Hotel 
Onondaga.  The  members  of  the  1958  graduating 
class  were  formally  inducted  into  the  alumni  associa- 
tion. 

Dr.  Edward  A.  Swift,  Class  of  1943,  was  general 
chairman  for  alumni  day. 

Summer  Fellowships — Fellowships  have  been 
awarded  to  73  students  for  research  projects  during 
the  summer.  Eleven  grants  have  been  awarded  by 
United  States  Public  Health  Service  to:  Stanley 
Abramow,  Rochester;  Bertrand  Bensam,  Brooklyn; 
Morton  Finkel,  Kew  Gardens  Hills;  Samuel  Hell- 
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man,  Woodmere;  Kay  Millar,  Syracuse;  Allen 
Minser,  Frewsburg;  Myron  Miller,  Rochester; 
William  Welhaf,  Kingston;  Lewis  Wexler,  and 
Stanley  Zinberg,  Brooklyn,  and  Philip  A.  Wolf, 
Yonkers. 

From  the  Research  Foundation  of  State  Univer- 
sity of  New  York  seven  grants  to:  John  DePalma 
and  Marvin  Stein,  Syracuse;  Howard  Levine, 
Spring  Valley;  Bennett  L.  Rosner,  Woodhaven; 
Robert  G.  Rubin  and  Howard  Zeidman,  Brooklyn, 
and  Harold  Sussman,  Paterson,  New  Jersey. 

Polio  Foundation  has  awarded  eight  grants: 
Lawrence  Birnbaum,  Daphne  Kruustuk,  and  Mi- 
chael Miller,  Brooklyn;  James  Fitzgerald,  Troy; 
Harold  Hubis,  New  York  City,  Richard  Lubera, 
Buffalo,  and  Ralph  Reichert  and  Joseph  Whalen, 
Syracuse. 

Three  grants  from  New  York  State  Health  De- 
partment have  been  awarded  to:  Paul  Day,  Syracuse; 
Harvey  Gold,  Albany,  and  Thomas  Berrigan, 
Lewiston. 

The  Heart  Association  of  Onondaga  County 
awarded  four  grants  to:  Rudolph  Napodano  and 
Murray  Co  wen,  Rochester;  John  Edland,  Fairport, 
and  Mark  Greenspan,  Hempstead. 

Five  grants  from  National  Institute  of  Mental 
Health  have  been  awarded  to:  Joseph  Dubey, 

Brooklyn;  Louis  Essman,  Rochester;  Robert  Free- 
bern,  Hudson  Falls;  Neal  Price,  Auburn,  and 
Stuart  Schwartz,  Suffern. 


Two  grants  from  the  Life  Insurance  Medical  Re- 
search Fund  have  been  awarded  to:  Robert  Alessi, 
Rome,  and  Samuel  McFadden,  Winchester,  Virginia. 

Appointments — Eight  new  faculty  members  ap- 
pointed to  the  staff  are:  Dr.  John  F.  Neville,  associ- 
ate professor  of  surgery,  formerly  clinical  assistant  pro- 
fessor of  surgery  at  University  of  Pittsburgh  School 
of  Medicine;  Dr.  Bessie  L.  Lendrum,  assistant  pro- 
fessor of  pediatrics,  formerly  on  the  faculty  of  Uni- 
versity of  Illinois  College  of  Medicine;  Dr.  David  B. 
Robinson,  assistant  professor  of  psychiatry,  for- 
merly on  the  staff  of  the  Department  of  Psychiatry, 
University  of  Minnesota’s  Mayo  Foundation;  Dr. 
Fred  T.  Caldwell,  Jr.,  instructor  in  surgery,  formerly 
research  fellow  at  Washington  University  School  of 
Medicine;  Dr.  Martin  L.  Norton,  instructor  in  the 
section  of  anesthesiology,  Department  of  Surgery, 
formerly  with  University  of  Pennsylvania  School 
of  Medicine  and  Children’s  Hospital,  Philadelphia; 
Drs.  Judson  K.  Albaugh,  Seymour  Furman,  and 
Frederick  B.  Remington,  appointed  instructors  in 
psychiatry,  former  residents  at  State  University 
Upstate  Medical  Center. 

Resigned — Dr.  John  H.  Mabry  has  resigned  as  as- 
sistant professor  of  preventive  medicine  to  become 
associate  professor  of  sociology,  University  of  Ken- 
tucky School  of  Medicine.  This  was  effective  July 
2. 


Use  of  Corticosteroids  in  Treatment  of  Painful  and  Stiff  Shoulders 


After  a period  of  six  years,  during  which  the  use 
of  corticosteroids  was  studied  in  the  management  of 
two  types  of  painful  shoulder  syndromes,  the  author 
feels  justified  in  concluding  that  (1)  in  acute  calcific 
tendinitis  the  local  injection  of  a mixture  of  hydro- 
cortisone acetate,  hyaluronidase,  and  procaine  is  the 
best  treatment  currently  available,  and  (2)  in  a type 
of  “frozen”  shoulder  described  as  “checkrein” 
shoulder,  the  treatment  of  choice  is  manipulative 
rupture  of  contracture  of  the  anterior-inferior  aspect 


of  the  joint  with  suppression  of  postmanipulative 
pain  by  use  of  corticosteroids.  In  the  calcific  ten- 
dinitis cases,  24  of  25  had  prompt  relief;  in  the 
checkrein  shoulder  group,  41  of  58  were  promptly 
restored  to  normal.  The  other  17  all  enjoyed  a cer- 
tain degree  of  improvement.  The  author  adds  that 
in  the  calcific  tendinitis  cases,  some  large,  dense  de- 
posits are  best  treated  by  surgical  excision. — T.  B. 
Quigley , M.S.,  Bulletin  of  the  Chicago  Medical  Society, 
December,  1957 
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RAUDIXIN..  ."is  the  best  symptom  reliever." 

I 1 

In  mild  to  moderate  cases,  Raudixin  is  frequently  sufficient. 

Base  line  therapy  with  Raudixin  permits  lower  dosage  of  more  toxic  agents. 
The  incidence  and  side  effects  of  these  agents  are  minimized.  Diuretics  often 
potentiate  the  antihypertensive  effect  of  Raudixin. 


13  A S40:ea  TffADCMAJTK 


when  you  treat  hypertensive  patients 

»uble  dutv  RAUDIXIN 


double  duty  ■ i-#  ■ /V  111 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina 

is  the  solid  base  line  for  successful  therapy 


Raudixin  helps 
you  relieve 
pressures  in 
your  patients 

Raudixin  “lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
synergistic  with  all  other 
known  hypotensive  drugs.”* 


Raudixin  helps 
you  relieve 
pressures  on 
your  patients 

Raudixin  “relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


S Squibb  Quality— the  Priceless  Ingredient 
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{The  following  books  were  received  during  the  Month  of  May,  1958 ) 


Anomalies  of  Infants  and  Children.  By  D. 

McCullagh  Mayer,  M.D.  and  Wilson  A.  S wanker, 
M.D.  Duodecimo  of  454  pages,  illustrated.  New 
York,  McGraw-Hill  Book  Co.  1958.  Cloth,  $12. 

A Primer  on  Common  Functional  Disorders.  By 

Jack  W.  Fleming,  M.D.  Duodecimo  of  173  pages, 
illustrated.  Boston,  Little,  Brown  & Co.  1958. 
Cloth,  $5.00. 

Abortion  in  the  United  States.  By  Mary  S. 
Calderone,  M.D.  Octavo  of  224  pages.  New  York, 
Paul  B.  Hoeber,  Inc.  1958.  Cloth,  $5.50. 

Biophysical  Principles  of  Electrocardiography. 

By  Robert  H.  Bayley,  M.D.  Octavo  of  237  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc.  1958. 
Cloth,  $8.00. 

Progress  in  Arthritis.  B}r  John  H.  Talbott,  M.D., 
and  L.  Maxwell  Lockie,  M.D.  Octavo  of  456  pages, 
illustrated.  New  York,  Grune  & Stratton,  1958. 
Cloth,  $2.50. 

Eighty  Puerto  Rican  Families  in  New  York  City. 

By  Beatrice  B.  Berle,  M.D.  Duodecimo  of  331 
pages.  New  York,  Columbia  University  Press, 
1958.  Cloth,  $4.75. 

Rehabilitation  of  the  Cardiovascular  Patient.  By 

P.  D.  White,  M.D.,  H.  W.  Rusk,  M.D.,  P.  R.  Lee, 
M.D.,  and  B.  Williams,  M.D.  Duodecimo  of  176 
pages,  illustrated.  New  York,  McGraw-Hill  Book 
Co.  1958.  Cloth,  $7.00. 

Practical  Cardiology.  By  A.  S.  Hyman,  M.D. 
Duodecimo  of  307  pages.  New  York,  The  Blakiston 
Division  of  the  McGraw-Hill  Book  Co.  1958. 
Cloth,  $7.00. 

Clinical  Enzymology.  By  G.  J.  Martin,  Sc.D. 
Octavo  of  241  pages,  illustrated.  Boston,  Little, 
Brown  & Co.  1958.  Cloth,  $6.00. 

A Textbook  of  Psychology.  By  Donald  Olding 
Hebb.  Octavo  of  276  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.  1958.  Cloth,  $4.50. 

Clinical  Obstetrics  and  Gynecology.  Vol.  1,  No. 
1.  Medical  Problems  in  Pregnancy.  By  C.  J. 
Lund,  M.D.,  and  Management  of  Endocrine  Prob- 
lems. By  A.  C.  Barnes,  M.D.  Octavo  of  288  pages, 
illustrated.  New  York,  Paul  B.  Hoeber  Inc.  1958. 
Cloth,  $4.50. 

Intestinal  Obstruction.  By  Claude  E.  Welch, 
M.D.  Octavo  of  376  pages,  illustrated.  Chicago, 
The  Yearbook  Publishers,  Inc.  1958.  Cloth, 
$10.50. 

The  Medical  Clinics  of  North  America,  May,  1958. 


New  York  Number.  Clinical  Problems  in  Neurology 
and  Psychiatry.  By  H.  Houston  Merritt,  M.D.,  and 
Lawrence  C.  Kolb,  M.D.  Philadelphia,  W.  B. 
Saunders  Co.  1958.  Published  Bi-Monthly  (six 
numbers  a year).  Cloth,  $18  net.  Paper,  $15.  net. 

Laboratory  Medicine — Hematology.  By  John 
B.  Miale,  M.D.  Octavo  of  735  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Co.  1958.  Cloth, 
$13.75. 

A Search  for  Man’s  Sanity.  The  Selected  Letters 
of  Trigant.  Burrow.  Prepared  by  the  Editorial 
Committee  of  the  Lifwynn  Foundation.  Duodecimo 
of  615  pages.  New  York,  Oxford  University  Press. 
1958.  Cloth,  $8.75. 

Analyzing  Psychotherapy.  By  S.  Katzenelbogen, 
M.D.  Duodecimo  of  126  pages.  New  York, 
Philosophical  Library,  Inc.  1958.  Cloth,  $3.00. 

A History  of  Public  Health.  By  George  Rosen, 
M.D.  Duodecimo  of  551  pages.  New  York,  MD 
Publications,  Inc.  Cloth,  $5.75. 

Year  Book  of  Neurology,  Psychiatry  and  Neuro- 
surgery. 1957-1958  series.  By  Rolam  P.  Mackey, 
M.D.,  S.  Bernard  Wortis,  M.D.,  and  Oscar  Sugar, 
M.D.  Duodecimo  of  624  pages.  Chicago,  The 
Year  Book  Publishers,  Inc.  1958.  Cloth,  $8.00. 

Diseases  of  the  Thyroid  and  Parathyroid  Glands. 

By  Bernard  J.  Ficarra,  M.D.  Octavo  of  295  pages, 
illustrated.  New  York,  Intercontinental  Medical 
Corp  Book.  1958.  Cloth,  $8.50. 

Skin  Grafting.  Third  edition.  By  James  B. 
Brown,  M.D.  and  Frank  McDowell,  M.D.  Octavo 
of  411  pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Co.  1958.  Cloth,  $15. 

Pediatric  Index.  By  Edwin  F.  Patton,  M.D. 
Octavo  of  639  pages,  St.  Louis,  The  C#.  V.  Mosby  Co. 
1958.  Cloth,  $13.50. 

Proceedings  of  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology.  By 

Publications  Committee,  A.  Richardson  Jones, 
M.D.,  Chairman.  Octavo  of  930  pages,  illustrated. 
New  York,  Grune  & Stratton,  1958.  Cloth,  $25. 

Regional  Ileitis.  Second  edition.  By  B.  B. 
Crohn,  M.D.,  and  H.  Yarnis,  M.D.  Duodecimo  of 
239  pages,  illustrated.  New  York,  Grune  & Stratton. 
Cloth,  $7.25. 

Diagnostic  Medical  Parasitology.  By  E.  K. 

Markell,  M.D.  Octavo  of  276  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.  1958.  Cloth, 
$7.00. 

[Continued  on  page  2591] 
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My  gfanapMA 

4\ER  ^cK 

S o^*" 


"’She  said  she 

couldn't  do  any  , 
gardening  today 


v" 

"But  then  she  took 
those  nice  pills  t< 
Doctor  gave  her 


"And  the  pain 
away  fast  . . ■ P- 
like  1, 2, 3 


ACTS  FASTER . . . 


(Salts  of  Dihydrohydroxycodeinone 
and  Homatropine,  plus  APC) 


TABLETS 


/^NEW 

Percodan- 

Demi 


usually  within  5-15  minutes 

LASTS  LONGER  . . . 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES  . . . 

excellent  for  chronic  or  bedridden  patients 

VERSATILE 

New  "demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  PERCODAN-DEMI  pro- 
vides the  PERCODAN  formula  with  one-half  the  amount 
of  salts  of  dihydrohydroxycodeinone  and  homatropine. 

average  adult  dose:  1 tablet  every  6 hours.  May  be 
habit  forming.  Available  through  all  pharmacies. 

Each  PERCODAN*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

*U.S.  Pat.  2,628,185 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


AND  THE  PAIN  WENT  AWAY  FAST 


IN  CONSTIPATION 

TO  SOFTEN  STOOLS  WITHOUT  TISSUE  DEHYDRATION 
AND  MAKE  THEM  MOVE  WITHOUT  STRAINING 


KONDREMUL® 

COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS  ( patlCh  ) 


ADDS  FORMED  BULK 


EASES  EVACUATION 


♦Unique  encapsulation  of 
millions  of  minute  oil 
globules  by  Irish  moss 
assures  complete  pene- 
trant diffusion  in  stools. 

V ’ 


PROVEN  SAFE...  EFFECTIVE  • IN  PREGNANCY  • IN 
CHILDHOOD  • IN  MIDDLE-AGED  PATIENTS  . IN  ELDERLY 
PATIENTS  • THROUGH  MORE  THAN  25  YEARS  OF  USE 

available  in  three  pleasant-tasting  formulas: 
for  the  average  patient 

KONDREMUL  (Plain) 

containing  55%  mineral  oil.  Bottles  of  1 pint. 

for  more  hypotonic  cases 

KONDREMUL  WITH  CASCARA 

0.66  Gm.  non-bitter  Ext.  Cascara  per  tablespoonful. 

Bottles  of  14  fl.oz. 

for  more  resistant  constipation 

KONDREMUL  WITH  PHENOLPHTALEIN 

0.13  Gm.  (2.2  gr.)  phenolphthalein  per  tablespoonful. 

Bottles  of  1 pint. 
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Glaucoma.  Transactions  of  the  Second  Con- 
ference, Dec.  3,  4,  and  5,  1956.  Princeton,  N.  J. 

Octavo  of  245  pages,  illustrated.  New  York 
Josiah  Macy,  Jr.  Foundation.  1957.  Cloth,  $4.95’ 

Perennially  yours,  Probie.  By  Jo  Brown.  N. 
P.  illustrated.  New  York,  Springer  Publishing 
Company.  1958.  Paper,  $2.50. 

The  Vocational  Rehabilitation  Problems  of  Dis- 
abled Puerto  Ricans  in  New  York  City.  Rehabilita- 
tion Monograph  XII.  By  V.  D.  Sanua,  Ph.D., 
with  L.  Diller,  Ph.D.,  Alice  Loomer,  M.A.,  and  Mar- 
tin E.  McCavitt,  Ed.D.  Octavo  of  69  pages.  The 
Institute  of  Physical  Medicine  and  Rehabilitation. 
New  York  University-Bellevue  Medical  Center, 
1957.  Paper,  $1.00. 

Economic  Growth  in  the  United  States.  Its 

Past  and  Future.  February,  1958.  A Statement 
on  National  Policy.  Quarto  of  63  pages,  illustrated. 
Paper,  $.50. 

Cholesterol  as  Related  to  Atherosclerosis.  A 
Review  of  the  Literature  1950  to  July  1957.  By 

Helen  I.  Mattill,  Ph.D.  Quarto  of  67  pages,  illus- 
trated. Chicago,  Cereal  Institute.  1958.  Paper, 
gratis. 

The  Paramagnetic  Resonance  and  Optical  Spectra 
of  Some  Ions  in  Cubic  Crystalline  Fields.  By  W. 

Low.  Octavo  of  58  pages,  illustrated.  New  York, 
New  York  Academy  of  Sciences,  March  7,  1958. 
Paper.  (Annals  of  the  New  York  Academy  of 
Sciences,  v.  72,  art  2,  pp.  69-126). 

Recent  Studies  on  the  Epidemiology  of  Histoplas- 
mosis. By  Michael  L.  Furcolow.  Octavo  38  pages, 
illustrated.  New  York,  New  York  Academy  of 
Sciences,  April  10,  1958.  Paper.  (Annals  of  the 
New  York  Academy  of  Sciences,  v.  72,  art.  3,  pp. 
127-164). 

Man  in  Space : A Tool  and  Program  for  the  Study 
of  Social  Change.  By  Margaret  Mead,  Donald  N. 
Michael,  Harold  D.  Lasswell,  and  Lawrence  K. 
Frank.  Octavo  of  50  pages.  New  York,  New  York 
Academy  of  Sciences,  April  10,  1958.  (Annals  of 
the  New  York  Academy  of  Sciences,  v.  72,  art.  4, 
pp.  165-214). 


Books  for  review  should  he  sent  to  the  Book 
Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York . Acknowledgment  of 
receipt  will  he  made  in  these  columns  and  deemed 
sufficient  notification.  Selections  for  review  will 
he  based  on  merit  and  interest  to  our  readers. 


FOR  IRON  DEFICIENCY  ANEMIAS 
THE  ORIGINAL  HEMATONIC 
WITH  “INSURED  IRON” 

GLOBOTRIN* 

[ patch  [ 

■ insured  for  therapeutic  effect  by  inclusion  of  vitamin 
and  enzyme  metabolites 

■ insured  against  side  effects  by  better  tolerated  ferrous 
lactateand  methylcellulose  to  maintain  "bowel equilibrium” 

■ particularly  valuable  for  pregnant  and  geriatric  patients 

■ easy  to  take  — in  small,  thinly  coated  tablets 

EACH  RED,  COATED  TABLET  CONTAINS: 


Ferrous  lactate 195  mg.  (3  gr.) 

(supplying  37  mg.  elemental  iron) 

Vitamin  B.2  crystalline  with 
intrinsic  factor  concentrate  . . 0.5  U.S.P.  unit* 

Thiamine  hydrochloride 2.5  mg. 

Ascorbic  acid  50  mg. 

Betaine  hydrochloride 60  mg. 

Methylcellulose 32.5  mg. 


♦Potency  established  before  formulation. 

Supplied  in  bottles  of  60  tablets. 
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American  Board  of  Obstetrics  and  Gynecology — 

Applications  for  certification  to  the  American  Board 
of  Obstetrics  and  Gynecology,  new  and  reopened, 
Part  I,  and  requests  for  re-examination  Part  II,  are 
now  being  accepted.  Deadline  date  for  receipt  of  all 
such  applications  is  September  1,  1958. 

The  members  of  the  Board  have  announced  the 
total  of  280  certifications  out  of  a group  of  383  candi- 
dates examined  at  the  recent  final  examinations  for 
certification. 

The  following  physicians  from  New  York  State 
received  their  certification.  Bronx:  Drs.  Michael 
It.  Cehelsky  and  Norman  S.  Posner;  Brooklyn: 
Drs.  Lindo  Cione,  Samuel  Lichtig,  Thomas  J. 
Manzo,  and  Stanley  H.  Tischler;  Buffalo:  Drs. 
Carmelo  S.  Armenia,  Irving  R.  Lang  and  Kenneth 
R.  Niswander;  Flushing:  Dr.  Donald  J.  Leahy; 
Garden  City:  Dr.  Austin  F.  Hogan;  Glen  Oaks: 
Dr.  Herbert  Chessin;  Hempstead:  Dr.  Lester  J. 
Schnell;  Huntington:  Drs.  Stephen  A.  Gettinger 

and  Paul  L.  White;  Jamaica:  Dr.  Winton  R.  Boyd; 
Jamestown:  Dr.  William  T.  Ellis;  Levittown:  Dr. 
A.  Malcolm  Hetzer;  Lindenhurst:  Dr.  Joseph  P. 
Martocci;  New  Rochelle:  Dr.  Donald  S.  Bethune; 
New  York  City:  Drs.  George  A.  Brennan,  Henry 
Dlugi,  Halvdan  G.  K.  Faaland,  Henry  C.  Frick,  II, 
Myron  Gordon,  Robert  E.  Hall,  William  J.  Sweeney, 
III,  and  Max  Wachsman;  Ossining:  Dr.  Stanley 
M.  Mendelowitz;  Poughkeepsie:  Dr.  Paul  M.  Lass; 
Rochester:  Dr.  William  A.  Lange;  Rockville  Centre: 
Dr.  William  H.  Murphy;  Roslyn  Heights:  Dr.  Paul 
E.  Soffer;  Schenectady:  Dr.  William  H.  Brown; 
Syracuse:  Dr.  Henry  W.  Schoeneck;  Watertown: 
Dr.  Vincent  J.  Battista;  Yonkers:  Drs.  Richard  S. 
Quinlan  (single  obst.)  and  Cornelius  J.  P.  Sullivan. 

Training  Program  in  Psychiatry — The  Bronx 
Veterans  Administration  Hospital  announces  that  its 
three-year  training  program  in  psychiatry  now  in- 
cludes an  affiliation  with  Columbia  University. 
Residents  will  receive  concurrent  supervised  training 
in  child  and  in  female  psychiatry  during  a full  nine 
months’  period  at  the  Columbia  University  Medical 
Center  and  the  Psychiatric  Institute.  This  portion 
of  the  training  program  is  under  the  supervision  of 
Dr.  Lawrence  C.  Kolb,  Dr.  Irville  H.  MacKinnon, 
and  Dr.  Bernard  L.  Pacella. 

Courses  in  Obstetrics  for  General  Practitioners — 

The  Woman’s  Hospital  in  New  York  City  is  offering 
two  full-time  courses  in  obstetrics,  limited  to  general 
practitioners.  Each  course  is  approved  for  thirty 
hours  Category  I credit  by  the  American  Academy 
of  General  Practice. 

The  courses  are  entitled  “Antepartum  Care”  and 


“The  Conduct  of  Labor  and  Delivery.”  They 
will  be  given  October  16  through  30. 

Students  will  be  expected  to  work  in  the  clinics, 
and  in  the  second  course  they  will  be  assigned  to 
patients  in  labor  whom  they  will  assist  at  delivery. 
Either  one  or  both  courses  may  be  elected. 

For  a prospectus  and  application  blank  write  to 
Mr.  Carl  P.  Wright,  Jr.,  Woman’s  Hospital,  141 
West  109th  Street,  New  York  25,  New  York. 

Specialists  Hear  of  New  Drug — A successful  new 
treatment  for  angina  cruris,  one  of  the  most  com- 
mon afflictions  of  the  aging,  was  announced  June  22 
before  a meeting  of  the  American  College  of  Angi- 
ology  by  two  specialists  of  New  York’s  Stuyvesant 
Polyclinic. 

Dr.  Saul  S.  Samuels  and  Dr.  Herbert  E.  Shaftel 
reported  that  a new  drug  called  Cartrax  is  effective 
in  relieving  the  disabling  symptoms  and  cramplike 
pains  due  to  degeneration  of  blood  vessels  in  the 
legs  of  older  people. 

Graduate  Traineeships — New  York  University  is 
offering  28  graduate  traineeships  in  vocational 
rehabilitation  counseling  for  the  1958-1959  aca- 
demic year. 

Supported  by  a grant  from  the  Office  of  Voca- 
tional Rehabilitation  of  the  Department  of  Health, 
Education,  and  Welfare,  the  traineeships  range  in 
value  from  $1,800  to  $3,400  and  can  be  renewed 
for  a second  year  of  study. 

NYU’s  School  of  Education  has  a two-year  pro- 
gram leading  to  the  master’s  degree  in  vocational 
rehabilitation.  The  program  includes  clinical  prac- 
tice. The  traineeships  are  also  available  for  study 
toward  the  doctor’s  degree. 

College  graduates  who  are  citizens  of  the  United 
States  or  who  have  indicated  that  they  will  become 
citizens  are  eligible  for  the  grants.  Interested  per- 
sons should  write  immediately  to  Dr.  Roland  H. 
Spaulding,  Department  of  Vocational  Education, 
New  York  University,  Washington  Square  3,  New 
York. 

American  Association  of  Medical  Assistants — The 

Second  Annual  Convention  of  the  American  Associa- 
tion of  Medical  Assistants  will  be  held  at  the  Palmer 
House,  Chicago,  Illinois,  October  31  through 
November  2. 

The  Association  is  made  up  of  men  and  women 
employed  as  assistants  in  the  offices  of  physicians. 
It  was  conceived  in  Kansas  City,  Kansas  during  the 
fall  of  1955  when  persons  from  15  states  met  to  make 

[Continued  on  page  2594] 
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HOLBROOK  MANOR  "home3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  Be  tehwE.p„d« } 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2*3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  FrL,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


for  well  trained  highly  qualified  personnel 

MEDICAL 

OFFICE  SECRETARIES  OR  ASSISTANTS 
LABORATORY  • X-RAY 
TECHNICIANS 

N.Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  ( Founded  1986) 

^ request  Free  Cat.  9 

asieiriB 85Fifth _fTe-  (letHst.) 


SCHOOL  FOR  PHYSICIANS* 


New  York  3,  N.Y. 
AIDES 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


WEST  HILT 

West  252nd  St.  and  Fieldston  Road 
Riverdule-on-the-Hudean,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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plans  for  a formal  organization.  The  second  meet- 
ing was  held  the  following  year  in  Milwaukee,  Wis- 
consin at  which  time  a constitution  and  bylaws  were 
adopted  and  the  Association  formally  set  up.  Mem- 
bership now  totals  nearly  6,000  and  represents  17 
states.  The  Association  has  the  approval  of  state 
medical  societies  and  the  American  Medical  Associa- 
tion. It  is  not  a trade  union  or  a collective  bargain- 
ing agency. 

For  further  information  concerning  the  Associa- 
tion write  to:  Miss  Hallie  Cummins,  R.R.L.,  Chair- 
man of  the  Public  Relations  Committee,  Medical 
Record  Library,  Caro  State  Hospital  for  Epileptics, 
Caro,  Michigan. 

Courses  in  Radiologic  Health — The  Department 
of  Industrial  Medicine  of  the  New  York  University- 
Bellevue  Medical  Center  Post-Graduate  Medical 
School  offers  four  courses  in  radiologic  health  starting 
November,  1958. 

The  purpose  of  this  program  is  to  make  available 
to  research  institutions,  industry,  and  government, 
facilities  for  training  technical  people  having  respon- 
sibilities in  the  expanding  field  of  radiologic  protec- 
tion. The  courses  are  intended  for  persons  already 
trained  in  one  of  the  physical,  engineering,  biologic, 
or  medical  sciences  who  require  a comprehensive 
introduction  to  the  new  technics  and  methods 
associated  with  radiologic  hazard  evaluation. 

For  further  information  contact:  The  Associate 
Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16,  New  York. 

Postgraduate  Courses  at  Mount  Sinai — The 

Mount  Sinai  Hospital  has  announced  its  1958-1959 
postgraduate  courses  in  clinical  medicine  to  be 
given  in  affiliation  with  Columbia  University. 

Courses  in  the  following  subjects  will  be  offered  to 
general  practitioners:  internal  medicine,  neurology, 
ophthalmology,  pathology,  physiology,  proctology, 
radiology,  and  surgery. 

The  following  courses  for  specialists  are  designed 
to  acquaint  qualified  specialists  with  recent  develop- 
ments in  their  special  fields  of  interest,  not  to  provide 
training  for  specialization:  neurology,  ophthal- 

mology, otorhinolaryngology,  and  radiology. 

For  more  detailed  information  apply  to  the 
Registrar  for  Postgraduate  Medical  Instruction,  The 
Mount  Sinai  Hospital,  Fifth  Avenue  and  100th 
Street,  New  York  29,  New  York. 

Radiation  Department  Gives  Courses — The 

Radiation  Department  of  Queens  Hospital  Center  is 
offering  two  courses  in  the  fall.  The  first,  a “Course 
in  Operative  Radium  Therapy”  will  commence 
Saturday,  November  1,  and  will  continue  for  eight 
consecutive  Saturdays  from  9 a.m.  to  12  noon.  The 
program  will  include  the  use  of  interstitial  radiation 
in  the  oral  cavity;  radical  insertion  of  radium  in  the 
neck;  various  applicators  in  carcinoma  of  the 
cervix;  the  Heyman  applicators  in  carcinoma  of  the 
endometrium;  radium  needles  in  the  parametria, 


and  radon,  iridium- thread,  and  cobalt  interstitial 
therapy. 

The  second  “Course  in  Radioactive  Isotopes  for 
Technicians”  will  consist  of  eight  sessions  of  four 
hours  each  to  be  held  each  Wednesday  from  1 p.m. 
to  5 p.m.  from  October  1 through  November  19. 
This  course  will  be  devoted  to  laboratory  technics 
in  the  use  of  radioactive  isotopes.  Safety  and 
health  measures  will  be  stressed. 

For  information  and  application  write  to  Dr. 
Philip  Kahan,  Supervising  Medical  Superintendent, 
Queens  Hospital  Center,  82-68  164th  Street,  Jamaica 
32,  New  York. 


Neurologic  Disease  Under  Study — Dr.  Thomas  L. 
Auth,  chief  of  the  Veterans  Administration  neu- 
rology division  in  Washington,  D.  C.  has  announced 
that  56  Veterans  Administration  hospitals  and 
clinics  will  participate  in  a National  Institutes  of 
Health  study  of  the  neurologic  disease,  amyotrophic 
lateral  sclerosis,  commonly  known  as  Lou  Gehrig’s 
disease  or  ALS.  The  project  will  also  include  study 
of  related  neurologic  disorders. 

The  group  making  the  study  will  test  for  any 
selection  for  a specific  blood  type  in  ALS  and  for 
chemicals  in  saliva  of  patients  with  the  neurologic 
diseases. 


University  of  Buffalo  Offers  Postgraduate  Course 

— The  University  of  Buffalo  School  of  Medicine 
offers  a general  postgraduate  course  for  practitioners 
entitled  “Recent  Advances  in  Clinical  Practice” 
September  8 through  13. 

The  course  is  designed  to  provide  a comprehen- 
sive review  of  recent  advances  in  diagnosis  and 
therapy.  Major  emphasis  is  placed  on  case  presen- 
tations and  clinical  ward  work  in  which  each  physi- 
cian will  have  the  opportunity  to  examine  individual 
patients  with  an  instructor.  In  addition,  the  panel 
discussions  afford  ample  opportunity  for  the  practi- 
tioner to  submit  written  questions  concerning  vari- 
ous aspects  of  the  subjects  presented. 

For  registration  forms  and  further  information 
write  to:  Milton  Terris,  M.D.,  Assistant  Dean  for 
Postgraduate  Education,  University  of  Buffalo 
School  of  Medicine,  3435  Main  Street,  Buffalo  14, 
New  York. 


Oldest  Essay  Contest — The  trustees  of  America’s 
oldest  medical  essay  competition,  the  Caleb  Fiske 
Prize  of  the  Rhode  Island  Medical  Society,  announce 
as  the  subject  for  this  year’s  dissertation  “Broncho- 
genic Carcinoma — Predisposing  Causes.”  The  dis- 
sertation must  be  typewritten,  double  spaced,  and 
should  not  exceed  10,000  words.  A cash  prize  of 
$300  is  offered.  Essays  must  be  submitted  by 
December  31,  1958. 

For  complete  information  regarding  the  regula- 
tions write  to  the  Secretary,  Caleb  Fiske  Fund, 
Rhode  Island  Medical  Society,  106  Francis  Street, 
Providence  3,  Rhode  Island. 

[Continued  on  page  2596] 
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FOR  SALE 


GENERAL  PRACTICE.  Town  3,000  near  Buffalo.  Gross 
$25,000  plus  $7,500  assured  income  from  morning  institu- 
tional work.  Should  net  over  $20,000  yearly.  Wish  to  sell 
home  and  adjacent  office  building.  Equipment  and  new  furni- 
ture optional.  2 modern  150-bed  hospitals  11  miles  away 
with  all  available  consultants.  Staff  positions  assured. 
Moving  south.  Wonderful  opportunity.  Box  743,  N.  Y. 
St.  Jr.  Med. 


Active  busy  general  practice.  For  sale  busy  Nassau  County 
community.  Large  home  office  combination  on  good  corner. 
Price  low.  Leaving  for  specialty.  Box  746,  N.  Y.  St.  Jr.  Med. 


Active  General  Practitioner,  wishes  to  retire.  Obstetrics, 
Industrial  work,  general  surgery,  if  qualified.  City  of 
10,000,  east  central  New  York,  Approved  general  hospital, 
open  Staff.  Office  in  residence,  wishes  to  sell  real  estate. 
Two  medical  college  centres  within  75  miles.  Box  768,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


Busy  Pediatric  practice  in  Rockland  County.  Only  Pedia- 
trician in  area  of  25,000  population.  35  miles  from  New 
York.  Retiring  to  teach.  Low  cost,  including  principal 
equipment.  Available  July.  Phone  EL  6-2841. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4| 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


OFFICE 


Opportunity  for  G.P.  by  association  with  doctor  incapaci- 
tated by  sickness.  Fully  equipped  office,  excellent  location 
suburb  N.Y.C.  Box  777,  N.  Y.  St.  Jr.  Med. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


HOUSE  FOR  SALE 


Massapequa,  AAA,  Choice  professional  office  & luxury 
home,  corner,  475  Merrick  Rd.,  rare  opportunity,  owner 
sacrifice,  Li-1-9340,  or  Mo  6-0400. 


Low  Prices:  Westinghouse  X-ray  unit,  220  volt,  60  cycles, 
60  MA,  Radiographic  and  Fluoroscopic,  two  tubes,  hand  rock 
table,  screen,  side  rails.  Dark-room  accessories.  Radium 
100  mg.  Nose  and  throat  and  general  surgery  instruments. 
Laundry  extractor  20".  George  A.  Moore,  M.D.,  167  New- 
bury Street,  Brockton,  Mass. 


316  West  79th  Street  (Riverside  Drive) 

Medical  Office  — Finest  West  Side  Location 
Street  Floor  — Will  alter  to  suit  — Reasonable  — 
Supt.  on  premises  or  OX  7-8660. 


PHYSICIAN  WANTED  for  August  of  1958  to  assist  me  in 
my  practice  at  Chautauqua  which  is  a summer  educational 
and  recreational  colony  on  Chautauqua  Lake.  New  York 
State  license  required.  One  or  more  years  of  hospital  train- 
ing necessary.  Applicant  should  have  some  training  in 
internal  medicine.  Other  details  discussed  at  time  of  inter- 
view. G.  L.  Lester,  M.D.,  Chautauqua,  New  York. 


Queens  Village  professional  apartment,  \>/i  rooms,  presently 
occupied  by  physician,  private  entrance,  street  level,  100% 
location,  suitable  most  any  profession.  Hollis  8-5119. 


General  practice,  central  New  York  state,  ideal  small  town, 
community  hospital,  surgical  privileges.  Home-office  com- 
bination $14,000.  No  charge  for  established  practice  netting 
$16,000.  Down  payment  $1400  or  lease  $150  per  month. 
Specializing,  anxious  to  move  family.  Box  776,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Doctor  Urgently  Needed.  Thirteen  year  excellent  country 
practice.  Modern  equipped  office  building  and  records  ready 
for  use.  Detached  8 room  house.  Near  hospitals.  Near 
theatre,  music  and  art  festival  towns. 

Write  or  call  E.  Gellert,  Kerhonkson,  N.Y. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 M over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


NEW  YORK  POLYCLINIC  MEDICAL  SCHOOL  AND  HOSPIYAL 

The  Pioneer  Post-Graduate  Medical  Institution  in  America — Organized  1881 

announces  a series  of 

DIAGNOSTIC  and  THERAPEUTIC  SEMINARS 

I on  DYSPNOEA  — Monday,  November  17th  and  Tuesday,  November  18th,  1958 

II  on  LOW  BACK  PAIN  — Wednesday,  November  19th  and  Thursday,  Novem- 

ber 20th,  1958 

III  on  PAIN  in  the  RIGHT  LOWER  QUADRANT  — Friday,  November  21st  and 

Saturday,  November  22nd,  1958 

Fee  — $35.00  per  seminar  — $90.00  for  the  Series 

For  Information  about  these  and  other  courses  Address:  THE  DEAN,  345  West  50th  Street,  New  York  City  19 
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WOMAN’S  AUXILIARY 


[Continued  from  page  2594] 

Personalities 


Elected 

Dr.  Arthur  Alan  Fischl,  Long  Island  City,  as 
vice-president  in  charge  of  medical  affairs  of  Group 
Health  Insurance,  Inc.  . . . Dr.  Abraham  W.  Frei- 
reich,  Malverne,  as  president  of  the  Nassau  County 
Medical  Society. 

Speakers 

Dr.  Herman  J.  Bennett,  plant  physician,  Inter- 
national Business  Machines  Corporation,  Pough- 
keepsie, at  the  Dutchess  County  Rehabilitation 
Assembly  luncheon  on  the  topic  “What  Local 
Industry  is  Doing  in  Rehabilitation’  ’ . . . Dr. 
Primitivo  Cruz,  pathologist  at  Chenango  Memorial 
Hospital,  Norwich,  at  a hematology  discussion  at  the 
home  of  Dr.  Arland  R3*an,  Norwich  . . . Dr.  George 
Rosen,  Columbia  University  Faculty  of  Medicine, 
presenting  the  first  annual  Victor  Robinson  Lecture 
in  History  of  Medicine  at  Temple  University  School 
of  Medicine  on  September  23  . . . Dr.  William  F. 
Scherer,  assistant  professor  of  medicine,  University 


of  Minnesota,  on  the  subject  of  “Virus  Infections” 
before  the  Chenango  County  Medical  Society. 

Awarded 

Drs.  William  G.  Kenney,  Rochester,  John  L. 
Larkin,  Poughkeepsie,  and  Paula  Neyman,  New 
York  City,  two-year  Wyeth  Laboratory  pediatric 
residency  fellowships. 

Appointed 

Dr.  Ronald  W.  Lamont-Havers,  New  York  City, 
as  national  medical  director  of  the  Arthritis  and 
Rheumatism  Foundation  . . . Dr.  John  F.  Moore, 
New  Rochelle,  as  second  vice-president  and  chief 
medical  director  of  Mutual  of  New  York’s  medical 
department . . . Dr.  Richard  P.  Perrault,  Mineola, 
as  director  of  the  Suffolk  County  Mental  Health 
Board  . . . Dr.  Charles  A.  Ragan,  Jr.,  New  York 
City,  as  a member  of  the  National  Advisory  Arthritis 
and  Metabolic  Diseases  Council. 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


“ Meet  the  Public ” at  the  State  Fair  Booth 


THE  Woman’s  Auxiliary  will  again  provide 
hostesses  for  the  Medical  Society  booth  at  the 
New  York  State  Fair  being  held  in  Syracuse  from 
Friday,  August  29  through  Sunday,  September  6. 

Members  of  the  Auxiliary  who  have  worked  at 
the  booth  know  how  much  the  fair-goers  enjoy 
meeting  and  talking  with  the  “doctors’  wives.” 
For  this  reason,  the  Medical  Society  considers  this 
one  of  the  more  important  of  the  Auxiliary’s  projects. 

The  Auxiliary  feels  that  the  hospitality  offered 
at  the  Medical  Society’s  booth  is  an  important  draw- 
ing card.  Previous  hostesses  have  noted  “regu- 
lars” who  return  year  after  year  to  ask  to  see  a 
certain  film  or  to  request  literature  on  a particular 
subject.  Others  return  yearly  for  a copy  of  Today’s 
Health , which — having  been  distributed  free  of  cost 
during  the  past  several  years — has  become  a 
popular  publication  with  fair-goers.  From  time 
to  time  visitors  request  information  not  readily 
available.  In  these  instances,  the  Auxiliary  leaves 
no  stone  unturned  to  comply  with  the  request  at  a 
later  date. 

Aside  from  meeting  the  fair-goers,  the  hostesses 
at  the  exhibit  renew  old  acquaintances  and  make 
new  friends  among  other  doctors  and  their  wives. 
All  doctor’s  who  attend  the  fair  invariably  scruti- 


nize. the  exhibit  and  check  material  and  films  for 
their  own  special  interest. 

The  theme  of  this  year’s  fair  is,  “The  Years  Ahead: 
A Salute  to  Our  Senior  Citizens.”  The  medical 
exhibit  will  reflect  the  salute  to  senior  citizens 
via  films,  pamphlets,  brochures,  and  magazines. 
The  films  and  literature  dealing  with  preventative 
medicine,  home  nursing,  heart  disease,  public 
health,  cancer,  and  x-rays  will  be  of  particular 
interest  to  the  general  public. 

Invitations  requesting  hostesses  have  been  sent 
out  to  ten  area  counties.  Because  the  Auxiliary 
members  feel  more  and  more  the  need  for  this  type 
of  “medical  public  relations,”  the  response  which 
had  always  been  good,  has  increased  year  after 
year.  Let  the  response  to  this  year’s  invitations  be 
as  encouraging  and  rewarding  as  it  has  been  in  the 
past. 

Mrs.  Robert  H.  Kerr,  Chairman 

State  Fair  Booth 

Mrs.  L.  W.  Sincerbeaux,  Cochairman 
47  North  Main  Street 
Homer,  New  York 
40  Ross  Street 
Auburn,  New  York 
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New  York  State  J.  Med. 


CLASSIFIED  ADVERTISING 


WANTED 

Position  desired  by  general  practitioner  from  15  August  to 
January  ’59,  and  parttime  thereafter  possible — in  or  near 
N.Y.C.  Box  771,  N.  Y.  St.  Jr.  Med. 

Looking  for  lucrative  active  general  practice  with  popula- 
tion around  or  over  hundred  thousand  in  New  York  State. 
Office  and  home  combined.  Must  introduce — Box  774 
N.  Y.  St.  Jr.  Med. 

WANTED 

PRACTICE  POTENTIALS 

General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 

Physicians:  Opportunity  4 practitioners  (GP-specialists) . 

Rent  well-known  medical  office  with  established  potential, 
contracts;  residential — commercial  downtown  Man’h.,  busy 
crosstown  thoroughfare;  convenient  transportation,  hos- 
pitals. $90  per.  Box  773,  N.  Y.  St.  Jr.  Med. 

POSITION  WANTED 

Woman  graduate  of  P and  S with  rotating  internship  avail- 
able August  1 as  general  practice  assistant  or  for  part  time 
positions.  Phone  EV  5-2837. 

FOR  SALE  OR  RENT 

Active  general  practice,  complete  office  Brooklyn;  Bushwick 
section;  will  sell  home  if  desired;  will  share  with  specialist. 
Box  772,  N.  Y.  St.  Jr.  Med. 

Fellowship  available  for  clinical  experimental  research,  full 
time.  Please  give  full  particulars,  including  license  and  draft 
status.  Grants  available.  Box  764,  N.  Y.  St.  Jr.  Med. 

FOR  SALE 

HELP  WANTED 

General  Practitioner,  under  35,  to  join  suburban  group  in 
Central  New  York.  Salary  open.  Guarantee  $10,000  first 
year  with  partnership  later.  3 general  hospitals,  open  staff, 
10  mile  radius.  If  in  Mid-Atlantic  area,  call  collect  George 
W.  Condit,  Templeton  8-7082  (N.Y.C.)  or  Write  Box  775, 
N.  Y.  St.  Jr.  Med. 

Universal,  Multi-Purpose,  100,000  milliampere,  single  rotat- 
ing anode  tube,  exray;  with  combination  fluoroscope,  wall 
chest-frame,  Bucky  table,  and  these  accessories:  fireproof 
film-storage  chest,  cassettes,  frames,  lead  gloves,  apron,  two 
viewers,  developing  tank,  etc.  Used  less  than  three  years. 
Any  reasonable  offer  will  be  considered.  Please  write  or 
telephone  Robert  H.  Jones  III,  Attorney  and  Counselor  at 
Law,  Ninety  State  Street,  Albany  7,  N.  Y.;  telephone 
62-5588,  62-5589. 

CHARCOAL  THERAPY 

CHARCOAL’S  popularity  rests  upon  its  clinical 
effectiveness  and  safety  in  use.  The  therapeutic 
adsorption  of  gases,  toxins  and  a host  of  other 
irritants  is  a purely  physical  accomplishment.  No 
chemical  reaction  takes  place.  Also,  Charoal’s 
adsorption  of  gastrointestinal  toxins  may  be  re- 
garded as  a “delaying”  mechanism.  It  hinders 
systematic  assimilation  of  a toxin  by  binding  it  until 
case  specific  therapy  can  be  instituted. 

REQUA’S  CHARCOAL  TABLETS  contain  11  gr. 
of  wood  charcoal  and  have  been  preferred  since  1879. 
Dosage : As  Required.  Packed : 100  & 250  per  Box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  CORP.  BOX  3 BROOKLYN  16,  N.Y. 


PSYCHIATRISTS 

California’s  long  range  mental  health  program 
offers  varied  assignments  for  well  qualified 
psychiatrists. 

Interviews  twice  a month  in  California;  tenta- 
tively during  Fall  of  1958  in  other  states.  No 
written  examination. 

Appointments  at  $950,  $1000,  and  $1100; 
merit  increases  to  $1200  a month,  retirement 
annuities,-  other  benefits. 

Write  State  Personnel  Board,  Box  B, 

801  Capitol  Avenue,  Sacramento,  California 


BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 


2597 


mmmmm 


Sign  of  Good  Taste 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

0 / 2562M  K CIBA  SUMMIT,  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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Hospital  practice 

Self-regulated  schedules 

The  newborn  may  become  a feeding  problem  if 
the  formula  is  excessive  or  if  he  is  awakened  to 
be  fed  forcefully. 

The  young  infant  may  balk  at  new  food  or  pro- 
cedure. The  older  infant,  devoted  to  his  bottle, 
may  resent  weaning— it  takes  a certain  readiness 
for  weaning  to  make  the  change  agreeable.  Later, 
the  infant  may  become  somewhat  independent 
and  arbitrary— what  he  enjoyed  yesterday  he 
rejects  today. 


WHOLE  MILK  FORMULAS 


Age 

Months 

Whole 

Milk 

Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Tbsp. 

Each 

Feeding 

Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3V2 

6 

5 

610 

5 

23 

11 

4 

61/2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

7 

28 

11 

3 

7V2 

5 

740 

8 

30 

11 

21/2 

8 

5 

750 

10 

32 

9 

2 

8 

5 

760 

12 

32 

9 

0 

8 

5 

640 

EVAPORATED 

MILK 

FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding 

Feedings  in 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

4V2 

5 

576 

3 

10 

15 

3V2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

768 

6 

13 

22 

4 

7 

5 

812 

7 

14 

21 

3 

7 

5 

796 

8 

15 

20 

2 

7 

5 

780 

10 

16 

16 

1 

8 

4 

764 

12 

16 

16 

0 

8 

4 

704 

of  infant  feeding 


When  a feeding  problem  is  in  the  making,  sensi- 
ble decorum  will  solve  it.  Nature  invites  infant 
feeding  cooperation  through  hunger.  If  hunger  is 
appeased  on  demand  rather  than  by  clock  there 
will  be  fewer  problems— the  baby  is  the  best 
judge  of  when  he  wants  food  and  how  much. 
Feeding  must  be  adapted  to  the  infant  individu- 
ally to  make  it  a pleasurable  experience.  This  is 
the  current  objective  in  successful  infant  feeding 
formulated  for  normal  infants  in  the  charts  below: 


ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Composition : Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 


Concentration:  Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 


CORN  PRODUCTS  REFINING  COMPANY 
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TENSION 

k 

IMPAIRING 


. . [Miltown]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision.”* 


Relieves  anxiety,  tension  and  muscle  spasm 
in  everyday  practice  Ttyr  • 1 fATirir 

■ with  unexcelled  safety  •LYX11  tU  VV  JLJL 

. . . . meprobamate  (Wallace) 

■ without  impairing 

autonomic  function  ^f/wALLACE  LABORATORIES.  New  Brunsivick.N.J 


Usual  Dosage: 

One  or  two 

400  mg.  tablets  t.i.cL 

Supplied: 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  50. 

*Marquis,  D.  G.,  Kelly,  E. 
Miller,  J . G.,  Gerard,  R.  1 
and  Rapoport,  A. : 

Ann.  New  York  Acad. 

Sc.  67:  701,  May  9,  1957. 
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PREVENT 

both  cause  and  fear  of 


ATTACKS 


proven 

safety 

for 

long-term 


use 

Miltrate 


NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 


prolonged  relief  from 
anxiety  and  tension  with 

MILTOWN 

The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


sustained  coronary 
vasodilation  with 

+ PETN 

pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate, . .appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  16 D 

l . Friedlander,  H.  S. : The  role  of  ataraxica  in  cardiology.  Am.  J.  Card.  1:555,  March  1958. 

8.  Shapiro.  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8 :50b,  Dec.  1957. 

1®^WALLACE  LABORATORIES,  New  Brunswick,  N.J.  .T,ABe.MA„ 
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DOCTOR,  A NEW  CONCEPT  CUTS  YOUR 
CASH  OUTLAY  FOR  LIFE  INSURANCE 


NEW  whole  life  plan  in  major  company  provides: 

• Average  net  cost  LOWER  THAN  TERM  INSURANCE  in  most  cases 

• Policy  available  to  BOTH  sexes  up  to  age  70 

• IDEAL  answer  for  personal,  business  or  estate  needs 


$100,000  face  amount  — First  year  outlay 
Male  Age  35  Age  40  Age  45  Age  50 

$835  $1,030  $1,338  $1,696 

May  I explain  how  this  plan  will  benefit  you? 

For  outline  at  specified  age  write  or  phone 

Qinurv  DAPUllhi  Suite  604  — Chrysler  Bldg. 

OIUIIlI  nttunuil  New  York  17,  New  York 


Age  55 
$2,338 


Telephone 
YUkon  6-6578 
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-Agtement  iA  pmibfo 


whe"  EAST  meets  WEST 


^Theominal  R.S. 


(Theominal  with  Rauwolfia  serpentina) 


FOR  ESSENTIAL  HYPERTENSION 

-Advantage*: 


1.  Gradual  but  sustained 

reduction  of  blood  pressure 

2.  Diminution  of  emotional 

tension,  anxiety  and  insomnia 

3.  Alleviation  of  congestive 

headache,  vertigo,  dyspnea 


RAUWOLFTA  SERPENTTNA-used  medicinally 
| for  centuries  in  India  and  Malaya 

THEOMINAL  — prescribed  by  American 

physicians  for  several  decades 


4.  Improvement  in  orientation 

and  social  behavior  in  the  aged 

tablet  two  or  three  times  daily. 
^upptiei  : Bottles  of  100  and  500  tablets. 


Theominal  and  Luminal  (brand  of  phenobarbital), 
trademarks  reg.  U.S.  Pat.  Off. 


= THEOMINAL  R.S.: 

Each  tablet  contains  320  mg.  theobromine, 
10  mg.  Luminal,®  1.5  mg.  purified 
Rauwolfia  serpentina  alkaloids  (alseroxylon). 


LABOR  ATOR  IIS  e NtW  YORK  I*.  N.  T. 
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For  Ample  Air  Right  Now! 

and  other  Allergic  States 

Medihaler-EPI 

For  quick  relief  of  bronchospasm  of  any  origin.  More  rapid 
than  injected  epinephrine  in  acute  allergic  attacks. 
Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 


Medihaler-ISO 


Unsurpassed  for  rapid  relief  of  symptoms  of  asthma  and 
emphysema. 


Nothing  is  More 
Effective 


PREMICRON  IZATION 

assures  particle  size  for 
maximum  effectiveness . . . 
more  active  medication  per 
dose ...  no  large  particles  to 
cause  unpleasant  taste. 


Photomicrograph  ^ 
shewing  uniformity  of 
Medihaler  particle  size  averaging 
2.1  microns  diameter.  Space  between 
grid  lines  represents  10  microns 
(1/2500  inch) 


90%  of  MEDICATION 

in  1-5  micron  diameter  particles 

99.9%  of  PARTICLES 

in  1-7  micron  diameter  range 

New  Improved  Premicronized  Medihaler  suspension 
. . .55  meg.  drug/dose  1-5  microns  range 


Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


r-  % 

if 

p • . 

* / 

L 

' JL  ** 

Nothing  is  Faster 


THE  MEDIHALER® 
PRINCIPLE 

means  automatically 
measured-dose  aerosol 
medications  in  spill- 
proof,  leakproof,  shat  ter- 
proof,  vest-pocket 
size  dispensers. 


Old  type  aerosol  solution •. . . 10-12  meg.  drug/dose 

1-5  microns  range 

Squeeze  bulb  nebulizers 2-3  meg.  drug/dose 

. ^ 1-5  microns  range 

LOS  ANGELES 
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bicarbonate-regulating  diuretic  Acetazolamide  Lederle 


HOW  DIURETICS  ACT 


Primarily  by  regulation  of 
bicarbonate  transport 

DIAMOX  acetazolamide 

Primarily  by  regulation  of 
chloride  transport 

mercurials 

chlorothiazide 

Advantages  of  DIAMOX  in  single-drug  diuresis 


•CARDIAC  EDEMA 


Diamox — operating  through  the  well-understood  mechanism 
of  bicarbonate  transport  regulation — provides  ample,  prolonged 
diuresis  in  the  great  majority  of  patients. 

Diamox  is  virtually  nontoxic  . . . has  not  caused  renal  or 
gastric  irritation. . .has  no  pronounced  effect  on  blood  pressure. 
It  is  rapidly  excreted,  does  not  accumulate  in  the  body,  permits 
convenient  dosage  adjustment,  allows  unbroken  sleep.  Small, 
tasteless,  easy- to- take  tablets  . . . usual  dosage,  only  one  a day. 


• PREMENSTRUAL 
TENSION 

•EDEMA  OF 
PREGNANCY 

• OBESITY 


Advantages  of  DIAMOX  in  intensive,  two-drug  diuresis 

When  intensive  diuresis  must  be  maintained,  Diamox,  alter- 
nated with  an  agent  for  regulation  of  chloride  transport,  has 
proved  a regimen  of  choice.  Through  dual  bicarbonate-chloride 
regulation,  it  produces  maximal  sodium-water  excretion  with 
minimal  distortion  of  serum  electrolyte  patterns,  greater 
patient  comfort,  lessened  risk  of  induced  drug  resistance. 


•ADVANCED 
CONGESTIVE 
HEART  FAILURE 

• REFRACTORY 
TOXEMIA  OF 
PREGNANCY 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat.  Off. 
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in  tlie 

Menopause 


triple  benefits 


first  reli 


relieves  apprehension,  anxiety  and  irritability 


second  a 


restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


a 1 • i relaxes  skeletal  muscle;  relieves  low  back  pain, 

L 1 1 1 1 1 ! tension  headache 


Milprem 

MILTOWN®  JL  CONJUGATED  ESTROGENS 


TRANQUILIZER  WITH 
MUSCLE-RELAXANT  ACTION 


CONJUGATED  ESTROGENS 
(EQUINE) 

ORALLY  ACTIVE  ESTROGEN 


WALLACE  LABORATORIES,  New  Brunswick ,N.  J. 


Each  tablet  contains: 

Miltown  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied s Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request 


2611 


for  vaginal  moniliasis,  trichomoniasis  or  both 
a new  specific  moniliacide  MICOFUR"  is  combined  with 

■ brand  of  nifuroxime 

the  established  specific  trichomonacide  furoxone®  in 


VAGINAL  SUPPOSITORIES  AND  POWDER 


85%  CLINICAL  CURES*  In  219  patients  with  either  trichomonal  vaginitis, 
monilial  vaginitis  or  both,  clinical  cures  were  secured  in  187. 

71  % CULTURAL  CURES*  157  patients  showed  negative  culture  tests  at 
3 months’  follow-up  examinations.  Patients  reported  rapid  relief  of  burning 
and  itching,  often  within  24  hours. 


Simple  two-step  treatment  swiftly  brings  relief  and 
control  of  vaginal  moniliasis  and  trichomoniasis. 

STEP  1 Office  administration  of  Tricofuron  vaginal  powder 
at  least  once  weekly. 

step  2 Home  use  of  Tricofuron  vaginal  suppositories 
by  the  patient,  1 or  2 daily,  including  the  important  menstrual  days. 

♦Combined  results  of  12  independent  clinical  investigators.  Data  available  on  request. 

SUPPOSITORIES:  0.375%  Micofur,  0.25%  Furoxone. 

E23B  Box  of  24  bullet-shaped  suppositories,  each 
hermetically  sealed  in  green  foil ; with  applicator. 

Box  of  12  wedge-shaped  suppositories  without  applicator. 


POWDER:  0.5%  Micofur,  0.1%  Furoxone.  Plastic  insufflator,  15  Gm. 


NITROFURANS  — a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
EATON  LABORATORIES,  NORWICH,  NEW  YORK 


JC 


when  eating  moves  outdoors . . . 

CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 

CONTROLS  “SUMMER  COMPLAINT" 

For  people  at  work  or  on  vacation,  “summer  complaint’"  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

Cremosuxidine  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  Cremosuxidine  is  so  pleasant  to  take  too ! 

Cremosuxidine  and  Sulfasuxidine  MERCK  SHARP  & DOHME 

are  trade-marks  of  Merck  & Co.,  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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lung  ua,y  aneau 

morning-  sun  glare  — eyes  irritated 
can’t  read  — coach  smoky 
leave  the  work  — let’s  lunch 
back  to  work  — eyes  worse 
take  afternoon  off  — see  doctor 
pick  up  VISINE—  home  again, 
let’s  try  the  drops 
nice  dinner  — read  the  paper 
eyes  comfortable  — good  TV  play 
use  VISINE- bed  11:30 
long  day  behind 
turned  out  well 


see  the  difference 


new  VISINE9  EYE  DROPS 


BRAND  OF  TKTRAHYDROZOLINE  HYDROCHLORIDE 

“an  excellent  ophthalmic  decongestant . 


m 


almost  immediate  relief  of  hyperemia,  soreness,  itching,  burning,  tearing  — no  rebound 
vasodilatation,  mydriasis,  photophobia  or  systemic  effects.  / supplied:  in  lf2  oz.  bottles, 
0.05%  tetrahydrozoline  hydrochloride  in  a solution  containing  sodium  chloride,  boric 
acid,  sodium  borate;  with  sterile  eye  dropper. 

1.  Grossmann,  E.  E.,  and  Lehman,  R.  H.:  Am.  J.  Ophth.  42:121,  1956. 

'zery  pfizer  laboratories  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


IT  DOESN'T  STOP  THE  PATIENT 


BONADOXIN  brings  relief  to  88.1% 
of  patients  ..  .often  within  a few  hours.1-2 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
"toxicity  and  intolerance ...  [is]  zero.”2 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  N 
EACH  TABLET  CONTAINS: 


MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 

STORCAVITE 

phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

•due  to  calcium-phosphorus  imbalance 


BONADOXIN’ 

STOPS  MORNING  SICKNESS ...  BUT 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.  2:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.-. 
Minnesota  Med.  40:99  (Feb.)  1957. 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis — or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid1 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate2"5  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . much  less  likelihood 
of  treatment-interrupting 
side  effects1'6 

. . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
\ tablets  four  times  daily.  After 

[desired  response  is  obtained, 
gradually  reduce  daily  dosage 

II  and  then  discontinue. 

Subacute  or  chronic  conditions 
Initially  as  above.  When 
satisfactory  control  is  obtained 
gradually  reduce  the  daily 
dosage  to  minimum  effective 
| maintenance  level.  For  best 
results  administer  after 
j meals  and  at  bedtime. 
Precautions:  Because 
sigmagen  contains 
prednisone,  the  same 
precautions  and 
contraindications  observed 
with  this  steroid  apply  also  to 
the  use  of  sigmagen. 


SCHEMING  CORPORATION  • BLOOMFIELD,  N.  J. 


Composition 

Meticorten®  (prednisone)  0.75  mg, 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg, 


Packaging:  Sigmagen  Tablets,  bottles  of  10C 
and  1000. 


References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A, 
159:645,  1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad, 
Med.  17:1,  1955.  3.  Gelli,  G.,  and  Della  Santa, 
L.:  Minerva  Pediat.  7:1456,  1955.  4.  Guerra, 
F.:  Fed.  Proc.  12:326,  1953.  5.  Busse,  E.  A.: 
Clin.  Med.  2:1105,  1955.  6.  Sticker,  R.  B.:  Panel 
Discussion,  Ohio  State  M.  J.  52:1037,  1956. 


Always  in 
Good  Taste ! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED 
BY  CANADA  DRY  CORPORATION,  NEW  YORK,  N.  Y. 
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one  of  baby  's 
first  solid  foods 

is  tasty  Junket  rennet- 
custard...  supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 


un 


Icet. 


RENNET  POWDER 
makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


ease  the  . . . 

burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


in  bronchial  asthma 
paroxysmal  dyspnea 
Cheyne-Stokes  respiration 

tablets,  ampuls,  powder  and  suppositories 

H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 
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Serum  lipids  and  thyroid  medication  Recognition  of  the  significant  relation 
between  serum  lipids  and  atherosclerosis  has  resulted  in  a new  interest  in  the  role 
of  hormones  in  this  picture.  Desiccated  thyroid  may  reduce  serum  lipid  levels  remark- 
ably in  many  patients  without  appreciable  weight  change,  as  reported  by  Strisower  and 
co-workers.*  Daily  dosage  ranged  approximately  from  3 to  5 grains.  The  authors  con- 


clude that  treatment  with  desiccated  thyroid  need  not  produce  adverse  effects  such  as 


ARMOUR 


rate.  * Strisower,  B.,et  al Lancet  1:120, 1957. 


thyroid 

unsurpassed  in  quality  / for 
consistent  response  / full  potency 
up  to  17  years  of  storage 


mndesired  weight  loss  or  an 


SPECIFY 

ARMOUR  THYROID 
in  1/4, 1/2, 1, 2 and 
5 grain  strengths 

THE  ARMOUR  LABORATORIES  A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE.  ILLINOIS 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties  — More  soluble  in  acid  urine1  . . . higher 
and  better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial 
sulfonamide.2 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effec- 
tive. A single  daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to 
6 Gm.  daily  of  other  sulfonamides — a notable  asset  in  prolonged  therapy.2 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by 
0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to 
moderate  infections.  In  severe  infections  where  prompt,  high  blood  levels  are  in- 
dicated, the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours. 

KYNEX- WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (734  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5cc.)  of  caramel -flavored  syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


references: 

1.  Grieble,  H.  G.,  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyri- 
dazine. New  England  J.  Med.  258:1-7,  1958. 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 

*Reg.  U.S.  Pat.  Off. 
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after  30  min. 


Progressive  increases  in  vital 
capacity  following  a single 
oral  dose  of  five  tablespoonfuls 
of  Elixophyllin. 

(Average  increase  in 
30  minutes  — 807  cc.)* 


Average  vital 
capacity  of 
20  patients  in 
acute  asthmatic 
attack  was 
2088  cc.  before 
treatment.* 


*Spielman,  D.: 
Ann.  Allergy 
15:270,  1957. 


V 


RELIEVED  IN  MINUTES 
BY  ORAL  DOSAGE... 


71fl>  of  severe  attacks 
terminated  by  oral  medication 

Fifty  unselected  patients  admitted  for  emergency  room 
treatment  of  severe  acute  asthmatic  attacks  were  given  75  cc. 
Elixophyllin  orally  instead  of  intravenous  aminophylline. 

Of  these,  37  (74%)  were  completely  relieved  and  discharged 
without  further  treatment  — 9 responded  to  additional 
therapy  — 4 were  hospitalized  as  status  asthmaticus  cases. 

- Schluger,  J.,  et  al.:  Am.  J.  M.  Sci.  234:28,  1957. 

Each  tbsp.  (15  cc.)  contains:  theophylline  80  mg.,  alcohol  3 cc. 
Bottles  of  16  fl.  oz.  available  at  prescription  pharmacies  — Rx  only. 

ELIXOPHYLLIN 

Gastric  intolerance  rarely  encountered  />  • . 

Literature  upon  request  Detroit  11,  Michigan 
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Highly  nutritious  because  of  its  growth-promoting 
protein,  its  readily  available  energy,  important 
B vitamins,*  iron,  and  calcium... 

An  excellent  vehicle  for  many  other  nutritionally 
valuable  foods . . . 

A basic  food  in  almost  every  diet,  in  health 
and  disease . . . 


advancing  nutritional  knowledge. 

Bland  in  itself,  Enriched  Bread 
enhances  the  taste  of  foods  permitted 
in  special  diets.  Its  low  fat  content,  its 
freedom  from  irritant  residue,  and  its 
compatibility  qualify  Enriched  Bread 
as  a most  versatile  daily  food. 


AMERICAN  BAKERS  ASSOCIATION 


is  in  step  with  the  demands  of 


*Thiamine,  riboflavin,  niacin,  pantothenic  acid, 
choline,  folic  acid,  and  other  B-complex  factors. 


20  North  Wacker  Drive  • Chicago  6,  Illinois 
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A booklet 


that  has  already 
improved  relations 
between  Medicine 
and  Pharmacy 


The  Manual  is  a handy  pocket-sized  compendium  (actual  size — 4 in.  x 6^  in.) 
of  popular  drugs  and  *NYPM  formulas  designed  to  simplify  your  prescription- 
writing problems.  If  you  have  mislaid  your  copy,  send  for  another. 


The  Pharmaceutical  Society 
of  the 

State  of  New  York 
117-119  East  69th  Street 
New  York  21,  N.  Y. 

*New  York  Physician’s  Prescription  Manual 
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UnitSefstu 


it  Release 

data  deal 

rticiPat11 


Uedtc.l  0«P« 

-f'D  13^ 

srs#- 


andUNITENSEN 


1 

SUMMARY  OF  REPORTS  FROM  1,814  PHYSICIANS  (19,443  PATIENTS) 

| No.  of  Patients 

2,441 

956 

594 

Results 

Excellent 

Good 

Fair 

Unsatisfactory 
Side  Effects 

Percent 

31.2% 

51.3% 

12.6% 

4.9% 

O 10/ 

3.1% 

proof 

in 

practice 


Because  of  untoward  side  effects,  lack  of  patient  cooperation 
and  other  factors,  many  products— with  excellent  clinical  reports 
—fail  when  measured  by  the  yardstick  of  day-to-day  practice. 

For  these  reasons,  Unitensen  (cryptenamine)  was  supplied  to 
1,814  physicians  who  used  it  to  treat  19,443  hypertensive  pa- 
tients. Treatment  was  carried  out  while  the  patients  engaged  in 
their  normal,  everyday  occupations  and  activities.  Despite  such 
unorthodox  practices  by  the  patients  as  indulging  in  dietary  in- 
discretions and  taking  the  medication  other  than  as  prescribed, 
the  “Proof  in  Practice”  study  validates  the  clinical  findings,  and 
shows  Unitensen  is  a safe,  potent  antihypertensive,  which  helps 
assure  patient  cooperation  and  permits  office  management  in  the 
great  majority  of  patients. 

Each  Unitensen  tablet  contains:  Cryptenamine  (tannates)  2.0  mg. 
Each  Unitensen-R  tablet  contains:  Cryptenamine  (tannates)  1.0  mg., 
Reserpine  0. 1 mg. 

For  prescription  economy,  prescribe  Unitensen  products  in  50’s. 

To  serve  your  patients  today  — call  your  pharmacist  for 
any  additional  information  you  may  need  to  help  you 
prescribe  Unitensen  or  Unitensen-R. 


TLei/^et 


IRWIN,  NEISLER  & CO.,  Decatur,  Illinois 
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The  familiar  Model  51 
Viso-Cardiette  — in  use 
today  throughout  the 
world — is  available  as 
always.  This  larger,  34  lb. 
instrument  is  the  "office 
standard"  in  thousands  of 
practices.  Price  $785  del. 


THE  SANBORN  model  300  VISETTE 

Electrocardiography  no  longer  has  to  be  limited  to  the  office  or  laboratory. 

With  the  recently  developed  Sanborn  Visette  electrocardiograph, 
’cardiography  can  now  be  brought  to  your  patients,  making  this  diagnostic 
technique  a practical  procedure  in  virtually  any  examination  — whether  at 
the  patient’s  home,  in  the  hospital,  in  the  clinic  of  an  industrial  plant,  or  in 
some  other  location.  You  — or  your  nurse  — can  pick  up  a Visette  (complete 
with  its  electrodes,  Redux  paste  and  other  accessories)  as  easily  as  your  bag; 
its  18  pounds  and  brief-case  size  have  made  ECG  portability  a long-awaited 
reality.  And  this  true  portability  has  been  achieved  without  loss  of  accuracy 
or  dependability.  Modern  electronics  contributes  greater  reliability,  as  well 
as  added  convenience,  to  Visette  design;  transistors,  special  ruggedized 
tubes,  printed  wiring,  pushbutton  grounding,  fully  automatic  amplifier 
stabilization  between  lead  changes,  “double-check”  calibration  signals  — 
help  assure  continued  accuracy  after  miles  of  Visette  traveling  “on  call.” 
Ask  your  local  Sanborn  Branch  Office  or  Service  Agency  man  to  show  you 
— firsthand  — 1 this  modern,  portable  ECG.  See  why  the  Visette  is  the  only 
instrument  that  can  add  the  advantage  of  ’cardiography  to  any  of  your 
examinations,  so  easily. 

SANBORN  COMPANY 

MEDICAL  DIVISION 

175  WYMAN  ST.,  WALTHAM  54,  MASS. 


$625  delivered,  continental  U.S.A. 


New  York  Branch  Office  1860  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  830  Linden  Ave..  Ludlow  6-0433 
Schenectady  Resident  Representative  61  1 Union  St..  Franklin  7-8691 
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Deprol4 


Clinically  confirmed 
in  over  1,200 
documented 
case  histories1’2 


CONFIRMED  EFFICACY 

Deprol 

► acts  promptly  to  control  depression 
without  stimulation 


► restores  natural  sleep  and  reduces 
depressive  rumination  and  crying 


DOCUMENTED  SAFETY 

Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► no  excessive  elation ; no  liver  toxicity 


Deprol  is  unlike  central  nervous  stimulants 


► does  not  cause  insomnia  or  depress  appetite 


► no  amphetamine-like  jitteriness ; 
no  depression-producing  aftereffects 


1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate 
combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1.  1958 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

Literature  and  samples  on  request 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.  When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 
Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl benzilate  hydro- 
chloride (benactyzine 
HC1). 


W WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Supplied:  Bottles  of 
50  scored  tablets. 

tTHAOE-MAftK  CO-7470 


“80%  of  epileptics... 
can,  with  appropriate  care 
and  encouragement,  lead 


for  appropriate  medical  management  of  epilepsy 

the  Parke-Davis  family  of  anticonvulsants 

...  an  anti-epileptic  for  every  clinical  need 


♦ complete  control  of  seizures  in  many  patients 
• reduced  incidence  and  severity  of  seizures  in  many  others 


for  grand  mal  and  psychomotor  seizures 


Dilantin 

Phelantin 


Sodium  (diphenylhydantoin  sodium, 
Parke-Davis)  is  supplied  in  many  forms 
—including  Kapseals®  of  0.03  Gm.  and 
0.1  Gm.  in  bottles  of  100  and  1,000. 

Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 


for  the  petit  mal  triad 

Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 

Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
Suspension,  250  mg.  per  4-cc.  teaspoon, 
16-ounce  bottles. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32  .MICHIGAN  * 
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p Use  of  Desitin  Acne  Cream  in  153 
jpp-acne  vulgaris  patients  for  4 months 
x*r.v.v. produced  “marked  improvement" 

‘n  H2  (73  per  cent)  and  “moderate 
improvement"  in  30  (19  per  cent)  as 
shown  by  substantial  reduction  of 
comedones  and  pustules.1 


tubes  of  1 y2  oz. 


conceals  lesions  without  medicated  or  mask- 
like appearance,  thereby  facilitating  constant 
usage  without  embarrassment  of  patient. 


moderate  keratolytic  action  with  reduction  of 
excess  oiliness  without  local  irritation. 

combats  secondary  infection  of  comedones 
and  pustule  formation. 


Combines  colloidal  sulfur,  resorcinol,  zinc  oxide  and  hexa- 
chlorophene  in  a flesh-tinted,  quick-drying,  cosmetically  ele- 
gant and  superior  base.  Safe,  pleasant  to  use,  greaseless. 


Please  write  for  SAMPLES  and  reprints. 

DESITIN  Chemical  Company 

812  Branch  Ave.,  Providence  4,  R.  I. 

1.  Bleiberg,  J.:  J.  Med.  Soc.  New  Jersey,  Aug.  1957. 

2.  Weissberg,  G.:  Clinical  Medicine,  Feb.  1958. 
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a consistent  comment . . . 
complete  remission 


^Miltown  -t-  anticholinergic 


in  functional  G.  I.  disorders 


Milpath  acts  quickly  to  suppress 
hypermotility,  hypersecretion  and  spasm, 
and  to  allay  anxiety  and  tension. 

The  loginess,  dry  mouth  and  blurred 
vision  so  characteristic  of  some 
barbiturate-belladonna  combinations 
are  minimal  with  Milpath. 

Formula:  each  scored  tablet  contains: 
meprobamate  400  mg.,  tridihexethyl 
iodide  25  mg. 

Dosage:  1 tablet  t.i.d.  with  meals  and 
2 tablets  at  bedtime. 

Literature  and  samples  on  request 


WALLACE  LABORATORIES 


New  Brunswick,  N.  J. 


can  provide  an  effective  form  of  “liver  insurance 


something 


done 


4.000.000 


alcoholics 


® y you  can  do  much 

to  help  these  patients  . . . and  the  many  more  who  are  social  and  problem 
drinkers.  In  alcoholism,  you  can  help  correct  liver  damage 
and  restore  function  ...  for  social  or  problem  drinkers,  you 


metnischol 
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for  the  alcoholic  ...  for  the  social  or  problem  drinker 


metnischo 


choline  • methionine  • inositol  • liver  • vitamin  Bn 


Methischol  "liver  insurance" 
protects  and  supports  liver 
function  in  patients  who  drink 
excessively  by  helping  to: 


generally  improve 
liver  function 


Use  Methischol  as  an  integral  part 
of  therapy  in  alcoholism  to  help 
correct  liver  damage  and  restore 
function;  as  a form  of  "liver 
insurance"  in  social  and  problem 
drinkers.  Methischol  is  valuable  as 
well  in  diabetes,  obesity,  certain 
cardiovascular  disorders  and 
other  conditions  in  which  the  liver 
is  so  often  involved. 


capsules: 

bottles  of  100,  250,  500  and  1000. 

syrup: 

bottles  of  16  ounces  and  1 gallon. 


Samples  and  literature  to  the  profession. 

u.  s.  vitamin  corporation 

(Arlington-Funk  Laboratories,  division) 
250  East  43rd  Street,  New  York  17,  N.  Y. 


prevent  the  deposition  in 
and  promote  the  removal  of 
fat  from  the  liver 


stimulate  the  regeneration 
of  new  functioning 
liver  cells 


lessen  the  tendency  to 
fibrosis  and  cirrhosis 


improve  appetite  and  the 
nutritional  state  which 
are  impaired  by 
liver  dysfunction 
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In  Biliary  Distress 


ZANCHOL 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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in  vaginal  trichomoniasis- 


Vagisec 

liquid  and  jelly 


Trichomonads  are  literally  exploded  by  speedy,  thorough- 
acting  Vagisec®  liquid  and  jelly.  Taking  as  a criterion 
of  cure  repeated  negative  cultures  for  three  months  follow- 
ing treatment,  Weiner1  reported  Vagisec  therapy  “cured” 
90.2%  of  his  patients  (46  of  51). 

Vagisec  therapy  relieved  half  the  patients  of  all  annoying 
symptoms  of  trichomoniasis  after  only  one  week  of  treat- 
ment. In  agreement  with  findings  of  other  investigators,2’3 
three  to  four -weeks  of  therapy  were  sufficient  in  most  cases 
for  complete  eradication  of  trichomonads. 

Such  successful  treatment  of  stubborn  cases  of  vaginal 
trichomoniasis  is  due  to  the  penetrating  and  explosive 
action  of  Vagisec  liquid  and  jelly.  Each  spreads  over  the 
entire  mucosal  surface,  reaching  into  folds  and  dissolving 
secretions  to  reach  parasites  buried  beneath.  The  wetting, 
detergent  and  chelating  agents  weaken  trichomonal  cell 
membranes,  remove  waxes  and  lipids,  and  denature  the 
proteins.  Within  15  seconds  of  contact,  hidden  trichomo- 
nads are  exploded.  When  ’round-the-clock  therapy  is 
employed— vaginal  scrub  with  Vagisec  liquid  in  the  office 
and  instillation  of  Vagisec  jelly,  followed  by  home  douches 
and  insertion  of  jelly— trichomonads  cannot  survive. 


References : 1.  Weiner,  H.  H.  :Clin.Med.  5 :25  (Jan.)  1958.  2.  Decker,  A. : New  York 
J.  Med.  57:2237  (July  1)  1957.  3.  Davis,  C.  H. : West.  J.  Surg.  63:53  (Feb.)  1955. 


anniversary 

/ 0 1883-1958  ' 

service  to  the  medical  and  drug  professions 


JULIUS  SCHMID,  INC. 

423  West  55th  Street , New  York  19,  N.  Y. 


Vagisec  is  a registered  trade-mark  of  Julius  Schmid,  Inc. 
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to  pull  your  diarrhea  patients  hack  in  shape  rapidly 

AROtON 

two  palatable  antidiarrheals 


FOR  IMMEDIATE  RELIEF  OF  SYMPTOMS  AND  A QUICKER  RETURN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


AROBON-caro6  powder,,, demul- 
cent and  adsorbent ,, .contains  no 
chemotherapeutics,  no  sedatives,  no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN-caroft  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  2l/2  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  41: 182,  1952. 


FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  J.A.M.A.  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,  “. . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 

DOSAGE:  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 

■a# 

Diuril  is  a trademark  of  Merck  & Co.,  fnc. 

©1958  Merck  & Co.,  Inc. 

MERCK  SHARP  & D0HME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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..caused  an  excellent 
diuresis,  with 
reduction  of  edema, 
weight,  blood  pressure, 
and  albuminuria....” 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION  FOR 
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QUALITY/ RESEARCH  /INTEGRITY 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


E L I 


'Co-PyroniP  combines  a long-acting  and 
a short-acting  antihistamine  with  a 
synergistic  sympathomimetic.  It  usu- 
ally begins  to  combat  symptoms  within 
fifteen  to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients 
and  other  allergy  victims  remarkably 
complete  relief  on  a dosage  of  only  2 or 
3 pulvules  daily. 

*‘Co-Pyronil’  (Pyrrobutamine  Compound,  Lilly) 


LILLY  AND  COMPANY  • IN 


Prescribe  'Co-PyroniP  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  'Co-PyroniP  provides: 

‘PyroniT  (Pyrrobutamine,  Lilly) ...  15  mg. 

‘Histadyl’ 

‘Clopane  ] 
tamine 


DIANAPOLIS  6,  INDIANA,  U.S.A. 

858016 


(Thenylpyramine,  Lilly) 

E-IydrochltifiieteM  (Uycloj 
Hydrochloride,  Lilly 2 . 5 mg. 

. . iD  vacc>n£ 

\ POUO 
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New  Quarters  for  the  Society 


During  the  month  of  July,  the  Medical 
Society  of  the  State  of  New  York  moved  to 
its  new  headquarters  at  750  Third  Avenue, 
New  York  City,  between  46th  and  47th 
Streets.  Here,  in  a new  building  with 
modern  soundproofing  and  year-round  air 
conditioning,  the  offices  all  are  on  one  floor 
with  parking  space  provided  for  cars, 
easy  access  to  the  subway,  bus  lines,  and 
the  Grand  Central  Terminal,  and  in  the 
vicinity  of  many  good  hotels. 

Since  the  removal  of  the  Third  Avenue 
elevated  railroad,  this  area  has  developed 
rapidly  and  presumably  will  continue  to  do 
so.  The  proximity  of  the  East  River 
Drive  connecting  to  the  north  with  the 
Triboro  Bridge,  the  Major  Deegan  ex- 


pressway through  the  Bronx,  the  New 
York  State  Thru  way  and  the  older  park- 
ways in  Westchester  and  Long  Island,  and 
with  the  George  Washington  Bridge  facili- 
tates approach  for  those  who  drive  from 
the  northern,  central,  southern,  or  western 
areas  of  the  State. 

It  is  hoped  that  for  some  years  at  least 
these  new  quarters  wTill  bring  the  activities 
of  the  Society  into  closer  contact  under 
improved  working  conditions  for  the  entire 
staff,  provide  adequately  for  the  meetings 
of  the  Council,  and  facilitate  the  conduct  of 
the  Society’s  business.  The  location  is  one 
which  reflects  the  prestige  and  dignity  of 
the  Medical  Society  of  the  State  of  New 
York. 


Chest  X-Ray  Examination  of  Selective  Groups  Results  in  High 

Yield  of  Tuberculosis 


Because  of  the  insidious  nature  of  pulmo- 
nary tuberculosis,  chest  x-ray  examination  of 
apparently  healthy  adults  has  long  been 
advocated.  However,  during  the  past  two 
decades  a higher  incidence  of  significant 
disease  has  shifted  from  younger  to  older 
adult  groups.  Thus,  more  selective  screen- 
ing by  chest  x-ray  is  recommended  by 
official  and  voluntary  health  agencies.  Two 
fundamental  principles  dictate  this  policy;  a 
greater  yield  of  significant  disease  in  certain 
groups,  and  protection  against  unnecessary 
x-ray  exposure  where  it  is  most  hazardous, 
namely  in  the  young,  where  the  yield  of 
significant  disease  is  so  low  that  routine 
or  mass  screening  of  children  has  long  been 
discontinued.  Infection  can  best  be  de- 
tected in  the  younger  population  by  tuber- 
culin testing  and  chest  x-rays  of  positive 
reactors  only,  which  may  be  safely  done. 


Demonstration  by  mass  chest  x-ray  examina- 
tion reveals  varying  yields  for  different 
groups  of  the  adult  population.  In  recent 
years  a higher  incidence  of  clinical  disease 
has  been  demonstrated  among  general 
hospital  admissions,  older  persons,  es- 
pecially welfare  cases,  “homeless”  men, 
and  prisoners,  where  an  exceptionally  high 
rate,  ten  to  40  per  1,000  has  been  reported. 

In  this  issue  of  the  Journal  is  the  report 
of  a significant  demonstration  of  tuberculosis 
discovered  by  chest  x-ray  examination  of 
jail  inmates  at  Raymond  Street  Jail  by 
the  Brooklyn  Tuberculosis  and  Health  As- 
sociation. This  is  of  particular  interest 
to  physicians  in  practice  forced  to  assume 
increasing  responsibility  for  the  care  of 
tuberculosis  patients  and  for  the  direction  of 
community  tuberculosis  programs.  X-rays 
were  taken  on  only  1,809  or  56.4  per  cent 
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of  all  prisoners  booked ; however,  the 
yield  represented  11.6  active  cases  per 
1,000  examined,  which  is  high.  The  authors 
point  out  the  importance  of  early  diagnosis 
and  prompt  treatment  while  the  prisoner 
is  awaiting  return  to  the  community. 

Reference  is  made  to  chest  x-ray  exami- 
nation of  other  selective  groups  of  the  popu- 


lation that  produce  a high  yield  of  sig- 
nificant tuberculosis.  With  the  increasing 
responsibility  of  the  family  physician  in 
tuberculosis  control,  he  has  a unique  op- 
portunity to  direct  community  tuberculosis 
programs  into  more  fruitful  pursuits  of 
case  findings,  treatment,  and  prevention. — 
W.  G.  C. 


Industrial  Medical  Activities 


Many  hundreds  of  physicians  in  New  York 
State  are  engaged  in  industrial  medical 
activities  either  in  whole  or  in  part.  It 
has  been  estimated  that  one  out  of  four 
physicians  is  involved  in  industrial  matters. 
Some  work  for  insurance  companies,  others 
in  union  health  centers,  some  are  serving 
in-plant  medical  departments,  a few  are 
consultants  on  medical  problems  in  in- 
dustry, many  have  industrial  medical  cases 
in  their  private  offices,  but  most  have  direct 
interest  in  workmen’s  compensation  matters. 
Many  problems  in  industrial  medicine  are 
common  to  all  these  physicians. 

The  scope  of  occupational  medicine  has 
been  rapidly  expanding.  The  American 
Board  of  Preventive  Medicine  now  certi- 
fies as  specialists  in  occupational  medicine 
those  who  can  satisfy  its  requirements. 

A common  meeting  ground  for  all  these 
physicians  to  share  their  interests,  exchange 
ideas,  find  solutions  to  common  problems, 
be  informed  of  the  activities  and  programs  of 
industrial  health  agencies,  both  government 
and  privately  sponsored,  exists  in  member- 
ship in  the  Industrial  Medical  Association 
through  its  two  New  York  State  component 


societies,  the  Western  New  York  Society 
of  Industrial  Medicine  and  Surgery  and 
The  New  York  State  Society  of  Industrial 
Medicine.  Membership  in  the  component 
society  automatically  confers  membership 
in  the  parent  organization  and  includes  a 
subscription  to  the  official  journal,  In- 
dustrial Medicine  and  Surgery , and  the 
privilege  of  attending  the  unusually  in- 
teresting annual  industrial  health  con- 
ference. 

In  addition,  both  component  societies 
have  planned  an  expanded  program  of 
activities  for  the  coming  years  that  are 
geared  to  give  the  practicing  physician 
educational  opportunities  with  the  least 
possible  encroachment  of  his  time. 

Medicine  in  industry  is  gaining  in  stature 
and  influence — so  is  industry  in  medicine. 

It  might  be  worth  while  for  all  interested 
physicians  to  direct  inquiries  about  member- 
ship in  the  New  York  State  Society  of 
Industrial  Medicine  or  the  Western  New 
York  Society  of  Industrial  Medicine  and 
Surgery  to  our  Director  of  the  Bureau  of 
Industrial  Health  and  Workmen’s  Com- 
pensation.— A.A.M. 


The  75th  Anniversary  of  the  Journal  of  the  American  Medical 

Association 


The  75th  Anniversary  issue  of  the  Journal  of 
the  American  Medical  Association  which  ap- 
peared as  volume  167,  number  11,  July  12, 
1958,  with  a special  cover  design,  is  a dis- 


tinguished and  unique  contribution  to 
American  medical  journalism.  The  theme 
of  the  issue  is  described  as  “Partners  in 
Progress”  and  is  developed  by  Dr.  Austin 


August  15,  1958 
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Smith  editorially: 

The  J ournal  of  the  American  Medical  Associa- 
tion is  now  75  years  old,  although  in  this 
modern  age  there  is  a temptation  to  use  the 
words  75  years  young.  It  is  not  four  score 
years  old,  and  yet  more  significant  events  have 
occurred  during  this  time  than,  perhaps,  in 
hundreds  of  preceding  years.  It  makes  no 
difference  whether  one  thinks  of  engineering, 
medicine,  law  enforcement,  or  any  other  field; 
the  changes  that  have  occurred  are  so  dramatic, 
so  challenging,  it  is  difficult  to  think  of  any 
corner  of  the  earth,  any  phase  of  life,  that  is  not 
being  affected.  And  this  is  only  the  beginning. 
What  is  on  the  horizon  seems  even  more  fantas- 
tic to  contemplate. 

Most  of  us  accept  our  modern  miracles  with 
little  more  than  passing  wonderment  or  some- 
times momentary  thankfulness.  Often  we  do 
not  understand;  usually  we  do  not  appreciate. 
In  fact,  too  often  our  eyes  and  our  thoughts  re- 
main confined  to  our  own  fields  of  interest 
without  realizing  how  much  each  field  contrib- 
utes to  another,  how  much  each  is  dependent  on 
another,  or  how  many  people  and  how  much 
training  and  experience  are  involved  in  the 
various  areas  of  effort 

Writer,  news  commentator,  industralist, 
educator,  name  whom  you  will,  are  all  partners 
in  living  in  our  country.  This  in  itself  engen- 
ders a depth  of  responsibility  that  is  sobering 


but  when  one  remembers  that  much  of  the  world 
today  is  looking  for  leadership,  all  of  us  must 
be  mindful  of  additional  responsibility  as  we 
work  and  play.  Perhaps  the  people  in  some  of 
the  countries  elsewhere  might  have  had  fewer 
problems  if  they  had  paused  long  enough  in 
their  work  and  play  to  encourage  men  and 
women  to  shake  hands  with  each  other  as 
partners  in  orderly  progress.  Maybe  there 
would  be  less  fist  shaking  today. 

Among  the  outstanding  contributing  au- 
thors to  this  noteworthy  issue  are : President 
Dwight  D.  Eisenhower,  Dr.  Gunnar  Gunder- 
son, John  Daly,  Walt  Disney,  J.  Edgar 
Hoover,  Charles  F.  Kettering,  Edward  V. 
Rickenbacker,  John  Steinbeck,  and  DeWitt 
Wallace,  to  name  but  a few.  It  is  indeed 
refreshing  and  stimulating  to  read  the  opin- 
ions of  these  leaders  of  state,  of  industry,  of 
business  and  research,  of  writers  and  pub- 
lishers who  have  been  and  are  now  partners 
in  the  progress  of  medical  science  in  the 
broadest  sense. 

On  behalf  of  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State 
Journal  of  Medicine,  we  congratulate 
Dr.  Austin  Smith,  the  editor  of  the  Journal , 
his  staff  and  the  trustees  of  the  American 
Medical  Association  on  this  75th  Anniver- 
sary number. 


District  Branch  Meetings , 1958 


District 

Day 

Date 

Place 

I 

Sunday 

May  10,  1959 

Buffalo 

II 

Wednesday 

November  19 

Garden  City 

III 

Thursday 

October  16 

Catskill 

IV 

Thursday 

October  30 

Amsterdam 

V 

Thursday 

October  9 

Utica 

VI 

Wednesday 

September  24 

Cooperstown 

VII 

Wednesday 

October  1 

Hammondsport 

VIII 

Thursday 

October  2 

Lockport 

IX 

Wednesday 

October  15 

Purchase 
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SEARLE 


new  psychochemical 
for  the  management  of  both 
minor  and  major  emotional  disturbances 


Dartal 


dihydrochloride 


brand  of  thiopropazate  hydrochloride  • effective  and  potent  tranquilizer 

• consistent  in  effects#  well  tolerated 
• proved  under  everyday  conditions  of  office  practice  • effective  at  low  dosage: 
one  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  psychoneuroses;  one  10-mg. 
tablet  t.i.d.  in  psychoses. 
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Ccintil 


i?9 


colon 


PLAIN  OR  WITH  PHENOBARBITAL 


- 

■ 

■ 


THE  MOST  EFFECTIVE  AVAILABLE  COLONIC 


ANTICHOLINERGIC  DRUG."i 


cantil  relieves  or 
reduces  diarrhea,  distention  and  pain  in  many 
patients  with  functional  and  organic  colon 
disorders”2  It  provides  “...unusually  effective 
control  of  various  obstinate  diarrheas. . . .”3 

The  activity 


SELECTIVE  ACTION  ON  THE  COLON 


f cantil  is  “...confined  principally  to  the 
lower  gastro-intestinal  tract....”3  “It  is  singu- 
larly free  of  the  side-effects  commonly  en- 
countered with  anticholinergics.”2 

— One  or  two  tablets  three  times  a day,  prefer- 
ably with  meals,  and  one  or  two  tablets  at  bedtime. 

CANTIL  (plain)  — Each  scored  tab- 
let contains  25  mg.  of  CANTIL  (N-methyl-3-piperidyl- 
diphenylglycolate  methobromide).  Bottles  of  100. 
Cantil  with  Phenobarbital  — Each  scored  tablet  con- 
tains 25  mg.  of  CANTIL  (N-methyl-3-piperidyl-diphenyl- 
glycolate  methobromide),  and  16  mg.  of  phenobarbital 
(warning:  may  be  habit  forming).  Bottles  of  100. 

(1)  Kleckner,  M.  S.,  Jr.:  J.  Louisiana  M Soc.  108: 359,  1956. 

(2)  Riese,  J.  A.:  Am.  J.  Gastroenterol.  28: 541,  1957. 

(3)  Kleckner,  M.  S.,  Jr.:  Clin.  Res.  Proc.  5:19,  1957. 


1 


LAKESIDE 


RELIEF  FOR  COLON  PATIENTS 
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Immunologic  Studies  of  a Guillain-Barre  Syndrome 
Following  Tetanus  Antitoxin 


CARL  E.  ARBESMAN,  M.D.,  AND  IRVING  HYMAN,  M.D.,  BUFFALO,  NEW  YORK,  GEORGES 
DAUZIER,  M.D.,  LABROUSSE,  CANTEL,  FRANCE,  AND  S.  ZWI  KANTOR,  M.D.,  TEL 

AVIV,  ISRAEL 

{From  the  Departments  of  Medicine , Neurology , and  Bacteriology  and  Immunology , University  of  Buffalo 
School  of  Medicine,  and  the  Buffalo  General  Hospital ) 


The  most  frequent  neurologic  complication 
following  serum  disease  is  a brachial  plexus 
neuropathy.  However,  involvement  of  the  cen- 
tral nervous  system  after  injections  of  foreign 
sera  may  vary  from  a simple  peripheral  neurop- 
athy to  a fatal  encephalomyelitis.1’2  The 
Guillain-Barrd  syndrome  is  a rare  sequela  of 
serum  disease,  and  scattered  cases  have  been 
reported.3-11  These  reports  failed  to  mention 
any  detailed  serologic  studies.  We  are  present- 
ing a patient  who  developed  this  unusual  dis- 
order following  serum  sickness  produced  by 
tetanus  antitoxin.  He  was  critically  ill  and 
under  ACTH  therapy  made  a dramatic  recovery. 
The  history,  neurologic  findings,  and  various 
antibody  determinations  in  his  blood  and  spinal 
fluid  during  the  course  of  his  illness  confirmed 
our  diagnosis. 

Case  History 

A.  W.,  a thirty-four-year-old,  white  male  was 
given  1,500  units  of  tetanus  antitoxin  on  October  7, 
1957,  following  a negative  intradermal  test  with 
horse  serum,  for  a cut  left  index  finger.  Five  days 
later  the  patient  developed  a markedly  swollen, 
erythematous,  pruritic  lesion  at  the  site  of  the  injec- 
tion with  associated  axillary  adenopathy.  On 
October  14  (seventh  day)  a generalized  morbilliform 


Presented  in  part  at  the  152nd  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Allergy,  May  14,  1958. 

* This  investigation  was  supported  in  part  by  Research 
Grant  E-1303  from  the  Institute  of  Allergy  and  Infectious 
Diseases,  Institutes  of  Health,  United  States  Public  Health 
Service. 


eruption  and  a temperature  elevation  (101.8  F.) 
developed.  He  was  given  antihistaminic  therapy, 
and  the  acute  symptoms  subsided  in  two  days 
(ninth  day).  However,  he  complained  of  back- 
ache, mild  headache,  and  pains  in  the  extremities  at 
this  time.  On  the  tenth  day  following  the  injec- 
tion he  noted  numbness  in  both  hands  and  feet,  and 
the  next  morning  he  was  so  weak  that  he  was  un- 
able to  walk  and  was  admitted  to  his  local  hospital. 
Within  the  next  twenty-four  hours  there  was  a 
rapid  onset  of  quadriparesis,  dizziness,  hoarseness, 
and  some  difficulty  in  breathing.  He  was  trans- 
ferred to  the  Buffalo  General  Hospital  because  of  the 
respiratory  difficulty. 

On  admission  to  the  hospital  he  was  apprehensive, 
his  temperature  was  99.4  F.,  his  blood  pressure  was 
142/88,  and  respirations  were  24  per  minute.  No 
rash  was  evident.  The  positive  findings  were  a 
hoarse  voice  and  a weak  cough.  There  was  a stiff 
neck.  A quadriparesis  of  severe  degree  was  pres- 
ent with  the  greatest  weakness  peripherally  and 
only  slight  grip  and  finger  movement  retained. 
No  deep  tendon  reflexes  could  be  elicited.  The  ab- 
dominal reflexes  were  diminished,  and  the  plantar 
responses  were  normal.  Sensory  examination 
showed  a level  lesion  to  touch  below  the  mid-cervical 
region.  Pin-prick  and  temperature  sensation  were 
decreased  peripherally  in  the  extremities,  as  were 
position  and  vibration. 

On  the  evening  of  admission,  he  had  further  diffi- 
culty in  breathing  and  swallowing.  The  voice  be- 
came weaker,  and  he  was  increasingly  apprehensive. 
His  tidal  volume  was  600  cc.  and  the  vital  capacity 
was  1,400  cc.  He  was  placed  in  a tank  respirator, 
and  during  this  time  considerable  mucus  was  suc- 
tioned from  his  pharynx.  He  was  also  started  on 
ACTH  therapy  and  improved  sufficiently  to  be  re- 
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TABLE  I. — Spinal  Fluid  Findings 


Date  Taken 

Number  of 
Days  After 
Tetanus 
Injection 

White  Cell 
Count 

Protein  (mg. 
Per  Cent) 

October  21,  1957 

14 

7 

290 

October  30,  1957 

23 

8 

260 

November  8,  1957 

31 

10 

174 

January  16,  1958 

99 

4 

45 

TABLE  II. — Serum  Electrophoresis  of  Patient  A.  W. 
Compared  with  Normal 


A.  W.  Normal  Range 


Protein  Fraction 

(Per  Cent) 

(Per  Cent) 

Albumin 

36.2 

40  to  65 

Alpha  1 

4.4 

2.3  to  5.5 

Alpha  2 

2.17 

6.9  to  11.9 

Beta 

25.2 

8.6  to  14 

Gamma 

17.2 

12  to  21.3 

moved  from  the  respirator  after  three  hours.  He 
was  given  hot  packs  and  muscle  training.  His  course 
during  the  hospital  was  one  of  gradual  improve- 
ment. However,  on  his  ninth  hospital  day  (nine- 
teen days  postinjection)  he  developed  a left  pe- 
ripheral facial  weakness  without  loss  of  taste.  At 
the  time  of  discharge  from  the  hospital  on  Novem- 
ber 10,  1957,  the  facial  weakness  had  cleared,  and 
he  had  shown  remarkable  return  of  sensory  and 
motor  function  in  the  upper  extremities.  There 
was  some  peripheral  sensory  disturbance  in  the 
lower  extremities  and  muscle  weakness.  The  latter 
was  more  marked  on  the  left,  and  there  was  a left 
foot  drop. 

His  past  history  revealed  that  he  had  no  prior 
injections  of  horse  serum  but  had  received  tetanus 
toxoid  in  1947.  In  1953,  following  an  injection  of 
penicillin,  he  had  an  urticarial  rash  lasting  ten  days, 
but  he  had  no  systemic  reaction.  There  was  no 
familial  history  of  allergies. 

Laboratory  Studies 

White  blood  count,  differential  smear  (in- 
cluding eosinophils),  red  blood  count,  and  hemo- 
globin were  in  the  range  of  normal.  The  urine 
tests  were  normal.  The  blood  sugar,  urea 
nitrogen,  and  electrolytes  were  normal.  A 
lupus  erythematosus  cell  preparation  was  nega- 
tive. The  blood  Wassermann  and  Kahn  tests 
were  negative.  Virus  isolation  studies  were 
negative,  and  there  was  no  evidence  of  poliomye- 
litis infection.  A skin  and  muscle  biopsy  were 
reported  as  normal.  Heterophil  antibody  titer 
was  1/40  on  admission  and  1/20  a week  later. 
The  spinal  fluid  findings  in  time  relationship  to 
the  injection  of  tetanus  antitoxin  are  shown  in 
Table  I. 

The  determination  of  the  various  protein 
fractions  of  this  patient’s  serum  by  paper  electro- 


TABLE  III. — Hemagglutination  by  Patient's  (A.  W.) 
Serum  and  Spinal  Fluid  of  Red  Blood  Cells  Attached 
to  Horse  Serum 


Days  After 
Antitetanus 
Toxin 
Injection 

Ti 

Serum 

a iierT s 

Spinal  Fluid 

16 

5,000,000 

23 

16,000 

31 

5,000,000 

4,000 

69 

320,000 

97 

640,000 

99 

800 

153 

160,000 

* Reciprocal  of  highest  dilution  of  patient’s  serum  or  spinal 
fluid  producing  agglutination  of  red  blood  cells  coated  with 
horse  serum. 


phoresis  is  compared  to  the  usual  normal  range 
in  Table  II.  It  is  quite  apparent  that  A.  W.’s 
serum  has  a higher  percentage  of  the  beta  frac- 
tion and  a much  lower  value  in  the  alpha-2 
fraction.  The  albumin-globulin  ratios  were 
within  normal  limits. 

Immunologic  Studies 

Samples  of  serum  and  spinal  fluid  were  ob- 
tained from  this  patient  at  various  intervals 
during  the  course  of  his  illness,  and  for  several 
months  thereafter,  in  order  to  determine  the 
presence  of  persistence  of  various  types  of  anti- 
bodies observed  in  serum  disease. 

1.  Hemagglutinating  Antibodies. — Tech- 
nics similar  to  those  described  by  Boyden12 
and  by  Stavitsky  and  Arquilla13  were  used  to 
determine  the  presence  of  a substance  in  this 
patient’s  serum  which,  when  added  to  red  blood 
cells  previously  treated  with  tannic  acid  and 
coated  with  horse  serum,  would  cause  agglu- 
tination of  these  cells.  The  results  of  these 
experiments  are  summarized  in  Table  III. 

It  will  be  noted  that  a high  but  decreased 
titer  of  hemagglutinating  antibodies  against 
horse  serum  is  still  present  in  this  patient’s 
serum  as  long  as  five  months  following  the  in- 
jection of  the  tetanus  antitoxin.  Another  point 
of  interest  is  the  presence  of  antibodies,  although 
in  lower  titer,  in  his  spinal  fluid.  Spinal  fluid 
from  another  patient  with  Guillain-Barr6  syn- 
drome and  a high  spinal  fluid  protein  (but  no 
history  of  serum  disease)  was  also  tested,  and 
no  hemagglutinins  against  horse  serum  were 
noted. 

Various  other  animal  sera,  such  as  rabbit, 
guinea  pig,  mouse,  cat,  and  dog,  were  used  to 
coat  red  blood  cells,  and  hemagglutination  in 
much  lower  titers  was  noted  when  these  were 
added  to  this  patient’s  serum.  The  possibility 
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TABLE  IV. — Antibody  Determinations  of  A.  W.’s  Serum  Against  Horse  Serum 


Number  of  Days 
After  Injection  of 
Tetanus 
Antitoxin 

Precipitin 

Titers* 

Hemagglutinin 

Titerst 

Anaphylaxis 

Passive  Transfer** 
(Reagins) 

16 

1,600 

5,000,000 

Fatal  Shock 

+ 

31 

1,600 

5,000,000 

Fatal  Shock 

69 

1,600 

320,000 

0 

+ 

97 

1,600 

640,000 

0 

— 

153 

1,600 

160,000 

0 

— 

164 

160,000 

0 

* Reciprocal  of  highest  dilution  of  horse  serum  (antigen)  which  produced  visible  precipitation. 

t Reciprocal  of  highest  dilution  of  patient’s  serum  (antibody)  which  produced  agglutination  of  red  blood  cells  coated  with 
horse  serum. 

**  Tested  in  each  of  three  normal  recipients. 


of  a common  antigenic  factor  in  all  mammalian 
sera  has  been  previously  described  by  the  senior 
author.14 

As  further  controls,  sera  were  obtained  from 
28  patients  who  had  previously  received  tetanus 
antitoxin,  and  hemagglutination  titers  with 
these  sera  against  horse  serum  were  determined. 
Of  this  group  eight  patients  developed  serum 
sickness,  and  all  but  one  has  a significant  titer 
against  horse  serum  greater  than  80,000. 

Two  of  the  20  patients  who  did  not  develop 
serum  disease  following  antitetanus  toxin  in- 
jections had  a hemagglutination  titer  of  2,000, 
two  a titer  of  200,  and  the  remaining  16  patients 
had  no  demonstrable  hemagglutinins  against 
horse  serum  in  their  sera  by  the  technics  em- 
ployed. 

One  patient  who  developed  serum  sickness 
one  hundred  ninety-eight  days  previously, 
still  had  a titer  of  80,000.  Three  atopic  patients 
with  positive  skin  tests  to  horse  serum  and  a 
clinical  history  of  exquisite  sensitivity  to  horse 
dander  failed  to  show  hemagglutinins  against 
horse  serum. 

Additional  studies  as  to  incidence  of  serum 
reactions,  time  of  appearance  of  antibodies,  and 
determination  of  presence  of  antigen  in  the 
sera  by  means  of  inhibition  tests  are  now  in 
progress  and  will  be  published  in  detail  at  a 
later  date. 

2.  Precipitins.— -The  routine  determination 
of  precipitins  against  horse  serum  in  this  patient’s 
serum  revealed  a positive  reaction  up  to  1 : 1,600 
dilution  of  antigen  (horse  serum)  when  mixed 
with  an  equal  volume  of  the  patient’s  concen- 
trated serum.  The  results  of  these  precipitin 
titers  with  the  sera  obtained  at  different  times 
following  his  injection  of  tetanus  antitoxin  are 
shown  in  Table  IV. 

3.  Passive  Transfer  (Prausnitz-Kust- 
ner)  Antibodies. — Approximately  0.1  cc.  of 
this  patient’s  sera  (collected  sixteen  and  sixty- 


nine  days  after  the  antitetanus  toxin)  was  in- 
jected intrader mally  into  each  of  three  persons 
who  previously  gave  negative  skin  tests  to 
horse  serum.  These  sites  were  marked  and 
twenty-four  hours  later  were  tested  with  a 
1:10  dilution  of  sterile  horse  serum.  Posi- 
tive reactions,  as  indicated  by  a general  wheal 
and  erythema,  were  obtained  with  both  serum 
specimens.  This  indicates  that  the  Prausnitz- 
Kiistner  (P.  K.)  antibody  was  still  present  sixty- 
nine  days,  but  absent  one  hundred  sixty-four  days, 
after  the  horse  serum  injection  (Table  IV). 

Passive  transfer  studies  were  done  with  ten 
other  sera  of  patients  who  received  tetanus 
antitoxin.  Three  of  these  patients  had  serum 
disease.  One  other  patient  was  an  atopic 
individual.  The  remaining  six  patients  had 
no  effects  from  the  tetanus  antitoxin.  Two  of 
the  three  patients  who  formerly  had  serum  sick- 
ness showed  reagins  (P.  K.).  Also,  the  one  atopic 
individual  had  a positive  passive  transfer  test. 
All  other  sera  were  negative ! 

4.  Anaphylactic  Antibodies. — One  ml.  of 
A.  W.’s  serum  was  injected  intraperitoneally 
into  a 300-Gm.  guinea  pig.  Twenty-four  hours 
later  1 ml.  of  concentrated  horse  serum  was 
injected  intracardiacally.  The  animal  died  in 
typical  anaphylactic  shock  within  three  minutes. 
Autopsy  revealed  typical  findings  of  anaphylaxis. 

Additional  guinea  pigs  were  sensitized  with 
samples  of  A.  W.’s  serum  which  were  collected 
at  different  times  during  the  course  of  his  illness 
and  follow-up.  Table  IV  summarizes  the  re- 
sults of  anaphylactic  experiments.  It  will  be 
noted  that  demonstrable  anaphylactic  anti- 
bodies were  present  for  thirty-one  days  after 
tetanus  antitoxin  injection,  but  not  at  sixty- 
nine  days. 

Course  of  Illness 

After  leaving  Buffalo  General  Hospital  the 
patient  spent  a few  weeks  at  his  local  hospital 
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receiving  physical  therapy  in  the  form  of  active 
exercises.  Since  then  he  has  complained  of 
numbness  of  the  fingertips  with  exertion,  and 
there  is  a definite  left  foot  drop  with  a depressed 
ankle  jerk  and  some  loss  of  muscle  volume  in  the 
left  leg.  Muscle  strength  in  the  upper  ex- 
tremities was  normal,  and  no  facial  weakness 
could  be  detected  on  January  13,  1958.  At 
his  most  recent  examination  on  March  21, 
1958,  there  was  much  less  evidence  of  weakness, 
and  this  patient  is  now  fully  employed. 

Comment 

The  paralysis  which  follows  shortly  after  the 
serum  sickness  is  often  preceded  by  severe  pain. 
Recovery  may  take  months,  and  residual  weak- 
ness and  amyotrophy  have  been  estimated  to 
occur  in  about  20  per  cent  of  the  cases.16  There 
are  also  cases  with  involvement  of  one  nerve, 
for  example,  long  thoracic,  radial,  etc.  In- 
stances of  bilateral  acoustic  neuronitis  with 
guarded  prognosis  for  return  of  hearing  are  also 
reported.16  The  cases  of  Guillain-Barr6  syn- 
drome following  serum  injections  are  rare.3-11 
A few  of  the  cases  observed  by  other  authors 
have  noted  the  syndrome  of  Landry’s  ascending 
paralysis.  The  first  symptoms  of  numbness 
and  pain  usually  occur  about  the  tenth  or  twelfth 
day  after  the  injection.  In  most  of  the  obser- 
vations the  facial  palsy,  usually  bilateral,  be- 
comes evident  a few  days  after  the  onset  of  the 
neurologic  syndrome.  The  sensory  changes 
have  usually  been  less  severe  than  in  our  patient. 
Death  has  occurred  from  respiratory  paralysis 
in  a few  of  the  reported  cases.8*9’11  Severe 
diffuse  encephalomyelitis  with  lesions  of  an 
acute  demyelinating  process  have  been  ob- 
served.2 Optic  neuritis  and  focal  encephalomy- 
elopathy  with  hemiplegia  have  been  noted.17 
The  rapid  improvement  after  ACTH  has  also 
been  observed  in  one  of  the  patients  treated  by 
Miller.3 

The  neurologic  manifestations  of  serum  sick- 
ness have  been  attributed  to  the  same  process  as 
vasculitis  found  in  other  organs.  There  is  a 
disseminated  vasculitis  with  swelling,  cellu- 
lar infiltration  of  the  walls  of  the  small  blood 
vessels,  and  lesions  similar  to  periarteritis.3  Le- 
sions resembling  periarteritis  develop  in  ani- 
mals given  large  doses  of  horse  serum.  Park 
and  Richardson17  reviewed  ten  well-documented 
cases  and  in  one  described  a syndrome  of  oc- 
clusion of  one  of  the  major  cerebral  arteries. 
The  initial  pathologic  alteration  was  edema  of 


the  proximal  parts  of  the  peripheral  nervous 
system  followed  by  swelling  then  disintegration 
of  the  myelin  sheaths  and  lymphocytic  infil- 
tration with  proliferation  of  the  Schwamm 
cells.  The  changes  are  more  marked  in  spinal 
roots  and  spinal  ganglia  but  can  also  be  found 
in  the  anterior  horn. 

The  Guillain-Barr6  syndrome  has  been  ob- 
served from  other  inoculations  as  manifes- 
tation of  allergy  to  the  drug  or  antibiotic.  This 
condition  has  also  been  produced  experimentally 
in  animals  by  the  injection  of  extracts  of  pe- 
ripheral nerves.  The  pathology  developed  is 
similar  to  that  described  above.18 

The  diagnosis  of  a Guillain-Barr6  syndrome 
was  clear  in  our  patient.  The  acute  onset 
with  signs  of  progressive  multiple  neuropathy, 
the  facial  paresis,  and  the  high  spinal  fluid 
protein  with  few  cells  (albuminocytologic  dis- 
sociation) are  rather  classic  features  of  this 
condition.19 

The  findings  of  precipitins  and  of  anaphylactic 
and  passive  transfer  antibodies  in  the  serum  of 
patients  suffering  from  serum  disease  has  been 
authenticated  and  described  many  years  ago.20 
This  man’s  serum  contained  all  of  these  various 
antibodies.  The  development  of  a more  sen- 
sitive measurement  of  antibodies,  the  hemag- 
glutination technic,  enabled  us  to  study  this 
patient’s  serum  reactions  to  the  tetanus  antitoxin 
very  intensively.  The  highest  titers  obtained 
with  this  patient’s  serum  by  means  of  the  pre- 
cipitin technic  was  1:1,600,  but  the  titers  of 
the  hemagglutination  methods  were  up  to 
1 : 5,000,000.  It  has  been  estimated  by  workers 
in  this  field  that  the  hemagglutination  technic 
is  at  least  1,000  to  10,000  times  as  sensitive  as  the 
usual  precipitin  procedure.  It  is  interesting  to 
note  that  the  hemagglutination  titer  has  de- 
creased over  a period  of  five  months  since  the 
injection  of  the  tetanus  antitoxin,  but  no  de- 
monstrable difference  in  the  precipitin  titer  was 
obtained.  Another  unusual  finding  was  the 
presence  of  hemagglutinating  antibodies  in 
this  patient’s  spinal  fluid. 

Others21*22  have  reported  that  only  those 
patients  with  demonstrable  precipitins  develop 
serum  disease  following  injections  of  horse 
serum,  whereas  those  who  do  not  develop  anti- 
bodies are  not  affected  by  the  horse  serum. 
It  was  thought  that  by  the  more  sensitive  technic 
of  hemagglutination  perhaps  we  could  demon- 
strate antibodies  in  the  serum  of  those  patients 
not  affected  with  serum  disease.  It  would 
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appear  reasonable  to  expect  almost  all  patients 
receiving  a foreign  protein  by  injection  to  de- 
velop antibodies  against  this  antigen.  Low 
titers  were  obtained  in  a few  of  these  patients 
but  these  results  were  relatively  insignificant 
when  compared  with  patients  who  did  have 
serum  reactions.  This  would  confirm  the  ob- 
servations of  the  earlier  workers13*21  in  this 
field  who  used  the  precipitin  methods. 

The  incidence  of  serum  disease  is  known  to 
vary  with  the  amount  of  serum  administered, 
the  purity  of  the  serum,  and  the  route  of  admin- 
istration. When  large  doses  of  relatively  un- 
purified antihorse  sera  were  administered,  the 
incidence  of  serum  disease  was  very  high,  and 
almost  everyone  would  develop  serum  sickness 
if  given  enough  horse  serum.  Today,  however, 
only  1/2  cc.  (1,500  units)  of  markedly  purified 
horse  serum  is  used  for  prophylactic  treatment  of 
tetanus;  hence,  the  relative  incidence  is  ex- 
ceedingly small.  Moreover,  since  the  use  of 
tetanus  and  diphtheria  toxoid  is  now  almost 
routine,  the  necessity  for  administering  horse 
serum  is  greatly  diminished.  Also,  the  need 
of  antipneumococcus  and  antimeningococcus 
serum  is  almost  extinct  since  the  development 
and  use  of  other  chemotherapeutic  and  anti- 
biotic agents. 

Despite  these  facts  there  is  still  a good  deal  of 
tetanus  antitoxin  used.  Very  frequently  a 
patient  with  an  injury  is  given  not  only  tetanus 
antitoxin  but  also  penicillin,  and  within  a week 
or  ten  days  all  of  the  classic  symptoms  of  “se- 
rum disease”  are  manifested.  How  can  one  tell 
whether  this  reaction  was  due  to  horse  serum  or 
penicillin  sensitivity?  With  the  use  of  the 
hemagglutination  technic  as  described,  if  high 
titers  are  obtained  against  horse  serum,  one 
could  conclude  that  the  “serum  disease”  was 
due  to  horse  serum  and  the  patient  could  have 
penicillin  again  when  indicated. 

The  patient  whom  we  describe  here  had 
progressive  neurologic  complications  which  be- 
came reversible  after  the  use  of  ACTH.  The 
literature  reveals  that  some  patients  had  similar 
disorders  which  did  not  regress,  and  the  out- 
come was  fatal. 

There  was  no  evidence  of  collagen  disease 
produced  by  this  severe  serum  reaction.  The 
albumin-globulin  ratio  was  normal,  electro- 
phoretic patterns,  except  for  certain  minor 
differences,  were  within  normal  limits,  and  the 
muscle  biopsy  was  negative  as  was  the  test  for 
lupus  erythematosus  cells.  However,  allergic 


reactions  from  penicillin  and  other  drugs  have 
been  demonstrated  to  produce  such  reactions  as 
polyarteritis,  dermatomyositis,23  and  lupus 
erythematosis.  All  of  these  facts  point  to  the 
close  similarity  of  allergic  reactions,  serum  disease, 
anaphylaxis,  and  collagen  disorders. 

The  findings  of  some  cross-reactions  of  horse 
serum  with  other  mammalian  sera  is  also  of 
practical  importance.  Bovine  antitetanus  se- 
rum has  been  recommended  as  a substitute  for 
those  patients  who  need  tetanus  antitoxin  and 
are  allergic  to  horse  serum.  This  cannot  be 
given  with  impunity.  A preliminary  skin  test 
with  bovine  serum  should  also  be  employed  as 
would  be  with  horse  serum  prior  to  its  use  pro- 
phylactically  or  therapeutically. 

In  view  of  the  many  possible  serious  reactions 
from  injections  of  tetanus  antitoxin  (only  the 
neurologic  complications  were  described  here), 
one  should  use  tetanus  antitoxin  very  judi- 
ciously. Although  a negative  intradermal  or 
ophthalmic  test  may  be  an  indication  for  the 
absence  of  an  acute  anaphylactic-type  reaction, 
it  does  not  preclude  a delayed- type  reaction. 
This  was  indeed  the  result  in  our  case.  Despite 
a negative  intradermal  test  the  patient  had  an 
almost  fatal  outcome,  and  in  all  probability  the 
adrenocorticotrophic  therapy  was  responsible 
for  his  recovery. 

Tetanus  antitoxin  should  not  be  given  for 
every  minor  scratch  or  injury,  and  only  after  a 
careful  history  and  testing  should  it  be  employed 
when  indicated  in  more  serious  accidents.  The 
prophylactic  injections  of  tetanus  toxoid  should 
be  encouraged  for  the  entire  population  with 
booster  doses  once  every  five  years.  This 
will  prevent  reactions  to  horse  serum. 

Summary 

A patient  who  developed  a Guillain-Barr6 
syndrome  following  a serum  reaction  from 
tetanus  antitoxin  and  then  recovered  is  re- 
ported. Hemagglutinating  antibodies  in  high 
titer  were  found  in  his  serum  as  late  as  five 
months  after  his  illness.  These  same  antibodies 
were  also  found  in  his  spinal  fluid.  The  classic 
findings  of  precipitating,  anaphylactic,  and 
passive  transfer  antibodies  against  horse  serum 
were  also  demonstrated.  The  significance  of 
these  findings  and  their  practical  application  is 
discussed. 

The  details  of  the  various  immunologic  technics 
employed,  incidence  of  serum  disease  following 
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prophylactic  tetanus  antitoxin  and,  the  anti- 
body responses  of  patients  receiving  horse 
serum  will  be  presented  at  a later  date. 
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Discussion 

Richard  D.  Wiseman,  M.D.,  Syracuse , New 


York. — It  is  always  a pleasure  to  hear  a paper  by 
Dr.  Arbesman  and  his  coworkers.  I can  add  noth- 
ing to  his  most  comprehensive  study  and  review  of 
the  subject  of  horse  serum  reactions,  but  I thought 
it  might  be  worth-while  to  discuss  briefly  a couple  of 
points  this  paper  brings  to  mind.  When  one  hears 
about  a serious  reaction  from  tetanus  antitoxin,  it 
again  emphasizes  the  public  health  benefits  derived 
from  properly  immunizing  everyone  with  tetanus 
toxoid,  so  that  such  severe  reactions  to  horse  serum 
can  be  prevented.  It  is  interesting  that  Dr.  Arbes- 
man’s patient  had  a negative  past  allergic  history. 
This  fact  further  substantiates  what  has  been  known 
for  a long  time,  namely,  that  severe  reactions  to 
horse  serum  can  occur  in  anyone  and  do  not  depend 
on  an  atopic  background.  Thus,  everyone  should 
be  actively  immunized  against  tetanus  with  a 
toxoid  preparation. 

I was  also  interested  in  learning  that  this  patient 
did  not  present  an  eosinophilia  during  the  acute  phase 
of  his  illness.  We  are  so  accustomed  to  finding  a 
blood  eosinophilia  in  patients  with  acute  generalized 
allergic  reactions  that  we  often  forget  that  this  find- 
ing is  neither  a consistent  one  nor  necessary  for  es- 
tablishing a diagnosis  of  allergic  disease.  It  is 
quite  different,  however,  to  diagnose  active  allergic 
disease  in  a specific  shock  organ  which  demonstrates 
no  tissue  eosinophilia  than  to  find  no  increase  in  the 
number  of  circulating  eosinophils  in  a patient  with 
mild  hay  fever.  The  eosinophil  is  always  present  in 
tissues  manifesting  active  allergic  disease,  whether  it 
be  in  the  nose,  bronchi,  or  skin,  but  it  is  not  always 
present  in  large  enough  concentrations  to  spill  over 
into  the  blood  stream  in  excessive  quantities.  It 
is  because  of  the  above  facts  that  we  diagnose  an 
allergic  rhinitis  after  finding  increased  numbers  of 
eosinophils  in  the  nasal  secretion  and  diagnose 
asthma  by  observing  an  increased  percentage  in  the 
bronchial  secretion.  Just  how  the  eosinophil  con- 
tributes or  takes  part  in  allergic  reactions  has  been 
and  continues  to  be  a mystery  to  all  of  us.  Perhaps 
when  the  answer  to  this  mystifying  problem  is 
found,  we  will  have  unlocked  the  door  to  most  of 
the  unknown  factors  in  allergic  disease. 


In  my  youth  I thought  of  writing  a satire  on  mankind,  but  now  in  my  age  I think  I should 
write  an  apology  for  them. — Walpole 
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As  more  mechanical  ventilators  appear  on 
L the  market,  the  anesthesiologist  must 
find  himself  confused  as  to  which  type  is  pref- 
erable. This  presentation  is  not  going  to  be 
the  answer  to  that  problem,  but  rather,  it  will 
draw  attention  to  the  shortcomings  and  advan- 
tages of  each  of  several  types  of  such  ventilators 
currently  in  use.  It  will  stress  the  point  that 
indicating  devices  should  be  an  integral  part  of 
every  such  machine.  It  must  always  be  re- 
membered that  the  mechanical  ventilator  is  an 
adjunct  to  but  never  a substitute  for  the  educated 
hand. 

In  February,  1958,  Elam,  Kerr,  and  Janney1 
reported  the  results  of  their  investigations  on 
the  performance  of  five  ventilators  developed 
or  then  manufactured  in  this  country  and  classi- 
fied them  as  either  “pressure-limited,  volume- 
variable’ ’ or  “volume-limited,  pressure- vari- 
able.” These  were  the  Roswell  Park,  Stephen- 
son, Jefferson,  Emerson  (older  models),  and 
Morch  ventilators.  Further  studies  by  these 
investigators  on  a newer  ventilator,  the  Bennett 
Assistor-Controller,  places  this  machine  in  the 
“pressure-limited,  volume- variable”  class. 

Table  I lists  volumes  and  pressures  delivered  by 
two  assistor-controllers  introduced  during  1957, 
the  Emerson  (model  CAB-1957)  and  the  newly 
introduced  Bennett.  These  performance  records 
pertain  only  to  the  use  of  the  machines  as  control- 
lers under  conditions  of  average,  decreased,  and  in- 
creased compliance.  It  will  be  noted  that  the  per- 
formance of  the  Emerson  controller  resembles 
more  closely  that  of  the  “ volume-limited, 
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Fig.  1.  Pressure  and  volume  recordings  for  the  Emer- 
son Assistor-Controller. 


pressure-variable”  devices,  whereas  the  Bennett 
shows  changes  characteristic  of  the  “pressure- 
limited,  volume-variable”  type  of  ventilator. 

As  assistors  these  two  devices  present  com- 
parable features.  Negative  pressure  expira- 
tory phases  are  available  with  both.  The 
stroke  volumes  delivered  by  both  are  apparent 
on  calibrated  bellows.  Reserve  pressure  to 
act  on  the  reservoir  bellows  is  available  with  the 
Emerson  ventilator  up  to  50  cm.  of  water. 

Emerson  Assistor-Controller  {1957) 

The  pressure  adjustment  was  set  at  the  maxi- 
mal position  and  the  bellows  stop  placed  to 
provide  the  delivery  of  420  cc.  of  air  into  the 
average  compliance  system,  0.04  L.  of  air  per  cm. 
of  water,  at  a pressure  of  11  cm.  of  water.  The 
closed  circle  system  was  used  as  in  the  previous 
investigation.  When  the  circle  was  then  con- 
nected into  the  decreased  compliance  system, 
0.02  L.  of  air  per  cm.  of  water,  the  delivered 
volume  decreased  26  per  cent  to  310  cc.  by 
developing  a pressure  of  15  cm.  of  water.  With 


TABLE  I. — Volumes  and  Pressures  Delivered  by  Assistor-Controller  in  Average,  Decreased,  and  Increased 

Compliance  Systems 


Average  Compliance  Decreased  Compliance  Increased  Compliance 

System  (0.04  L.  of  Air  System  (0.02  L.  of  Air  Per  System  (0.102  L.  of  Air 


Assistor- 

- Per  Cm. 

of  Water ■. 

-• Cm.  of  Water) . 

Per  Cm. 

of  Water) s 

Controller 

Volume 

Pressure 

Volume 

Pressure 

Volume 

Pressure 

Emerson  (1957) 

420 

11.0 

310 

15 

560 

6.25 

Bennett  (1957) 

480 

11.8 

270 

11.8 

1,000 

10  0 
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Fig.  2.  Pressure  and  volume  recordings  for  the  Ben- 
nett Assistor-Controlier. 


the  increased  compliance  system,  0.102  L.  of  air 
per  cm.  of  water,  only  6.25  cm.  of  water  pres- 
sure was  developed,  resulting  in  a delivered 
volume  of  560  cc.,  an  increase  of  28  per  cent 
above  the  initially  set  volume.  Volumes  read 
from  the  bellows  scale  were  within  ± 10  per 
cent  of  the  volumes  recorded  (Fig.  1). 

Bennett  Assistor-Controlier  {1957) 

A pressure  setting  at  11.8  cm.  of  water  was 
associated  with  adjustment  to  produce  a de- 
livered volume  of  480  cc.  into  the  average  com- 
pliance system.  The  change  to  the  decreased 
compliance  system  was  accompanied  by  a de- 
crease in  the  volume  of  45  per  cent  to  270  cc.  at^ 
no  change  in  pressure.  With  the  increased  com- 
pliance system  the  volume  increased  210  per 
cent  to  1,000  cc.  at  a pressure  of  10  cm.  of  water. 
The  volumes  observed  on  the  scales  on  the 
rocker  arm  and  the  bellows  were  within  ± 10 
per  cent  of  the  volumes  recorded  (Fig.  2). 

The  Bennett  Assistor-Controlier  was  in  use 
for  a period  of  four  days  in  the  Millard  Fillmore 
Hospital.  During  this  time  there  was  one 
operation  for  a cerebral  aneurysm  which  was 
performed  with  hypothermia  technic.  Res- 
pirations were  controlled  throughout  the  opera- 
tive procedure.  The  machine  functioned  well 
in  assisting  respirations  as  long  as  the  respira- 
tory rate  was  not  too  rapid.  When  an  already 
breathing  patient  was  rendered  apneic,  the 
ventilator  automatically  took  over  within  fif- 
teen seconds  and  adequately  controlled  the 
respirations.  Inspiration  and  expiration  time 
can  be  changed  easily  by  regulating  two  valves. 
Volume  is  changed  by  regulating  the  pressure. 

This  apparatus  has  four  very  desirable  features: 
Quiet  operation,  a T-valve  for  changeover  from 
machine  to  manual  operation,  a volume  indi- 
cator on  the  rocker  arm,  and  a volume  cali- 
brator on  the  glass  enclosing  the  accordian 


bellows.  It  is  by  far  the  quietest  of  all  the 
ventilators  used.  When  the  cover  of  the  box 
is  closed,  it  can  barely  be  heard.  The  T-valve 
is  a valuable  asset,  since  the  change  from  one 
system  to  the  other  can  be  accomplished  in  a 
fraction  of  a second. 

The  built-in  volume  indicator  on  the  rocker 
arm  is  very  efficient.  It  coincided  exactly 
with  the  amount  of  ventilation  as  recorded  on 
the  Monaghan  ventilation  meter*  placed  at  the 
facepiece.  This  volume  indicator  is  not  vis- 
ible, of  course,  when  the  cover  of  the  box  is 
closed.  At  that  time  the  operator  has  recourse 
to  the  calibration  (in  100  cc.  increments)  etched 
on  the  glass  surrounding  the  bellows.  The 
calibration  on  the  bellows  likewise  coincided  very 
closely  with  that  registered  on  the  ventilation 
meter. 

Closure  of  the  breathing  tube  at  the  facepiece 
gives  immediate  warning  that  something  is 
wrong.  This  is  tantamount  to  a totally  ob- 
structed intratracheal  tube.  At  the  end  of 
two  cycles  the  bellows  is  empty  and  does  not 
refill.  This  gives  visual  warning.  Audible  warn- 
ing is  also  detectable,  since  the  rate  of  cycling 
is  greatly  increased. 

Sufficient  negative  pressure  is  easily  obtained 
by  changing  the  weight  on  the  rocker  arm. 
Negative  pressure  up  to  10  cm.  of  water  was 
obtained. 

The  Jefferson  Ventilator 

This  machine  has  been  redesigned  (Model  GH 
3)  and  now  has  an  accordian  bellows  instead  of 
a bag  within  the  transparent  chamber.  This 
feature  is  regarded  as  a great  improvement  by 
users  of  this  ventilator,  since  it  permits  the 
anesthesiologist  to  observe  the  volume  of  gases 
being  delivered  to  the  patient.  A scale  cali- 
brated in  increments  of  100  cc.  is  attached  beside 
the  bellows.  Complete  obstruction  at  the 
facepiece  stops  the  excursion  of  this  bellows. 
In  the  older  model,  on  the  other  hand,  in  which 
the  globular  bag  was  used,  complete  obstruction 
could  not  be  detected  readily.  This  constituted 
a definite  hazard.  The  older  models  of  this 
ventilator  have  been  in  use  in  several  hospitals 
in  our  community.  All  of  the  anesthesiologists 
using  them  are  cognizant  of  this  danger  and 
yet  are  quite  satisfied  with  the  function -of  the 
machine.  All  models  have  a T-value,  permitting 
rapid  change  from  ventilator  to  manual  control. 

* J.  J.  Monaghan  Co.,  Denver,  Colorado. 
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Stephenson  Controlled  Respiration 
Unit 

This  machine  changes  its  volume  less  than  do 
any  of  the  contemporary  models  tested,  regard- 
less of  the  compliance  of  the  patient.  Neverthe- 
less, the  volume  indicator  that  controls  the 
excursion  of  the  lower  bellows  is  not  correct,  for 
the  control  knob  must  be  set  at  about  twice  the 
volume  that  the  anesthesiologist  thinks  his 
patient  will  require.  This  inaccuracy  has  been 
checked  several  times  by  two  different  ventilation 
meters,  the  Monaghan  and  the  Emerson. 

Total  occlusion  at  the  facepiece  can  be  un- 
detected by  the  anesthesiologist  unless  he  is 
continually  and  carefully  observing  the  lower 
bellows.  The  only  inkling  that  total  obstruction 
exists  is  a very  slight  slowing  in  the  excursion  of 
the  bellows  on  inspiration.  The  cycling  does 
not  cease. 

Another  shortcoming  of  this  machine  is  that 
there  is  still  no  provision  for  a quick  changeover 
from  ventilator  to  manual  control.  The  con- 
tention that  manipulation  of  the  upper  bellows 
can  give  the  operator  all  the  information  and 
control  he  desires  is  erroneous.  None  of  our 
confreres  agree  with  the  manufacturer  on  this. 

Also,  the  nipple  allowing  the  anesthetic  gases 
to  be  introduced  into  the  “throat”  between  the 
two  bellows  is  a dangerous  and  unnecessary 
attachment.  Oxygen  values  of  less  than  15 
per  cent  in  the  mixed  gases  in  the  facemask 
were  observed  in  one  case  when  the  anesthetic 
machine  was  set  to  deliver  1 L.  of  oxygen  and 
2 L.  of  nitrous  oxide.  A Beckman  oximeter  was 
used  for  this  measurement.  The  manufacturer 
contends  that  this  cannot  occur  when  higher 
flows  are  used.  This  nipple  should  be  removed 
from  the  apparatus. 

The  machine  is  sturdy  and  has  rendered 
adequate  service  in  the  Department  of  Anes- 
thesiology of  the  Millard  Fillmore  Hospital  for 
two  years. 

Morch  Surgical  Respirator 

This  apparatus  has  a built-in  volume  indicator 
and  an  aneroid  manometer.  It  was  the  noisiest 
of  all  machines  tested,  and  the  surgeons  ob- 
jected to  this  feature.  The  ventilation  of  the 
patient  was  satisfactory  in  all  cases  in  which  we 
used  it.  Our  one  objection  was  that  we  had 
difficulty  in  obtaining  negative  pressure.  Total 
occlusion  at  the  facepiece  results  in  a very  rapid 
cycling,  giving  both  visual  and  audible  warning. 


MONAGHAN  VENTILATION 
METER 


MARSHALLTOWN 

PRESSURE 

GAU6E 


Fig.  3.  Schematic  diagram  showing  ideal  location  of 
pressure  gauge  and  ventilation  meter. 


Since  this  machine  was  avaliable  to  us  for  only 
one  day,  our  experience  with  it  was  limited, 
and  there  was  no  opportunity  to  use  it  in  a 
thoracic  case. 

Safeguards 

Two  attachments  that  make  any  of  the  de- 
scribed ventilators  safer  are  shown  in  Fig.  3. 
It  will  be  noted  that  the  pressure  gauge  is  lo- 
cated close  to  the  facepiece,  for  if  it  were  placed 
elsewhere  any  leak  in  the  system  would  render 
the  reading  less  accurate.  Some  anesthetic  ma- 
chines have  this  aneroid  manometer  attached  to 
the  head  of  the  machine,  and  some  ventilators 
have  such  a pressure-indicating  device  incor- 
porated in  the  ventilating  circuit,  but  the  pref- 
erable location  is  at  the  facepiece. 

If  the  ventilation  meter  is  placed  in  the  expira- 
tory breathing  tube,  volume  will  be  registered 
with  greater  accuracy,  since  there  is  much  less 
probability  of  leak  in  the  expiratory  side.  A 
word  of  caution — the  ventilation  meter  must 
not  be  left  in  the  circuit  continuously,  since  the 
gears  tend  to  become  wet  from  the  moisture  in 
the  respired  gases,  and  when  wet,  the  meter 
tends  to  lag.  It  can,  however,  be  dried  rapidly 
if  a stream  of  oxygen  is  allowed  to  flow  through 
it.  The  manufacturers  have  recently  added  a 
bypass  valve  so  that  the  entire  apparatus  can 
be  placed  in  the  expiratory  circuit,  and  when 
desired,  respirations  can  be  monitored  by  simply 
pushing  a small  lever. 

Comment 

The  prospective  purchaser  of  a ventilator 
must  consider  several  features  about  the  ap- 
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paratus.  There  are  many  questions  he  can 
ask  about  its  operation  under  various  circum- 
stances. He  should  also  ascertain,  whether  the 
machine  can  be  serviced  in  his  own  or  a nearby 
community.  At  present  all  the  manufacturers  of 
such  equipment  render  prompt  and  efficient 
repair  service.  All  the  ventilators  we  used 
fulfilled  their  function:  ventilation  of  the  patient. 
All  the  ventilators  seemed  to  be  well  constructed. 

The  subject  of  nonrebreathing  is  too  large  to 
discuss  in  this  presentation,  except  to  call  at- 
tention to  the  fact  that  some  attachment  per- 
forming this  function  will  be  an  essential  part 
of  ventilators  in  the  future.  Several  manufac- 
turers are  working  on  this  problem  and  at  least 
one  has  a very  serviceable  unit.  The  greatest 
value  of  a nonrebreathing  apparatus  could  be 
to  produce  proper  ventilation  for  the  patient  with 
a crushed  chest. 

Ventilation  studies  were  made  of  ten  patients 
in  one  day  in  the  Millard  Fillmore  Hospital, 
seven  anesthesiologists  participating  in  the 
study.  Various  combinations  of  general  anes- 
thetic agents  were  used.  Some  of  the  anes- 
thesias were  controlled,  some  assisted,  and  some 
unassisted.  Minute  volumes  varying  from  6 
to  11  L.  were  recorded,  the  ventilation  being 
adequate  in  all  cases.  The  question  then 
arises:  Do  we  need  mechanical  ventilators  to 
produce  adequate  ventilation?  The  answer 
must  be  in  the  negative.  But  when  one  con- 
siders that  the  vast  majority  of  anesthetic 
agents  in  use  today  are  respiratory  depressants, 
the  mechanical  ventilator  is  a valuable  adjunct 
to  all  concerned  in  the  operative  procedure. 
Also,  surgical  procedures  have  been  lengthened 
and  have  become  more  complicated.  While 
we  speak  very  knowingly  of  the  educated  hand, 
that  educated  hand  does  become  fatigued  at 
times,  especially  during  those  operations  that 
last  for  many  hours.  This  fatigue  is  often  more 
pronounced  in  the  early  morning  hours  during 
some  prolonged,  complicated,  emergency  oper- 
ation. 

The  mechanical  ventilator  is  often  called  the 
“third  hand”  of  the  anesthesiologist.  It  does 
relieve  him  of  remaining  at  the  breathing  bag 
at  all  times  and  thus  enables  him  to  preform 
other  tasks  that  can  be  considered  part  of  the 
anesthetic  procedure.  It  should  not  relieve 
him,  however,  to  the  point  where  he  assumes 
the  duties  of  a float  nurse.  While  anesthesiol- 
ogy is  considered  a young  specialty,  all  anes- 


thesiologists are  not  young.  We  do  welcome 
such  a device  at  times. 

The  use  of  adequate  mechanical  ventilation 
in  thoracotomies  needs  little  further  discussion; 
most  of  the  thoracic  surgeons  welcome  this 
addition  to  our  anesthetic  armamentarium. 
Most  of  us  believe  that  we  can  control  the  ex- 
cursions of  the  lung  much  better  with  one  of 
these  devices.  To  repeat,  in  order  to  stress  one 
safety  factor  in  thoracic  cases — some  monitor- 
ing device  to  inform  the  anesthesiologist  of  the 
volume  exchange  is  a necessity  when  the  patient 
is  placed  in  a prone  position  on  an  , Overholt 
table  or  one  of  its  modifications.  It  is  almost 
impossible  to  determine  visually  adequate  venti- 
lation in  the  intact,  draped  chest. 

Summary 

The  clinical  performance  of  several  types  of 
mechanical  ventilators  in  current  use  is  dis- 
cussed. Data  on  the  volume  and  pressure  of 
two  types  of  apparatus  are  compared  as  to 
their  performance  in  the  decreased,  increased, 
and  normally  compliant  lung  and  thorax. 

It  is  emphasized  that  the  use  of  a ventilator 
can  be  fraught  wfith  danger.  To  use  one  the 
anesthesiologist  must  understand  that  compliance 
of  the  lung  and  thorax  may  change  from  minute 
to  minute,  so  that  he  must  continually  watch 
for  such  changes.  The  hard-to-explain  but 
well-understood  control  that  one  possesses  with 
the  educated  hand  is  lost  when  one  chooses  to 
use  a ventilator.  Nevertheless,  these  venti- 
lators are  a useful  and  desirable  adjunct  in 
many  cases  when  used  judiciously. 

Two  useful  devices  to  assist  in  monitoring 
respiratory  volumes  and  pressures  are  discussed, 
and  attention  is  drawn  to  the  fact  that  the 
addition  of  such  devices  will  improve  the  safety 
of  present  ventilators. 

Reference 

1.  Elam,  J.  O.,  Kerr,  J.  H.,  and  Janney.  C.  D.:  Anesthe- 
siology 19:  56  (Jan. -Feb.)  1958. 

Discussion 

Duncan  A.  Holaday,  M.D.,  New  York  City. — 
Among  the  accomplishments  which  must  necessarily 
precede  production  of  the  ultimate  mechanical  ven- 
tilator are  the  development  of  a precise  and  under- 
standable terminology,  appropriate  test  procedures 
to  determine  the  functional  characteristics  of  ventila- 
tors, and  complete  information  on  the  physiologic 
effects  of  mechanical  ventilators. 

The  authors  of  the  present  paper  have  contributed 
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notably  to  each  of  these.  They  have  pointed  out 
that  the  function  of  certain  ventilators  is  deter- 
mined by  the  fact  that  ventilators  tend  to  exert  a 
predetermined  peak  pressure  on  the  airway,  and 
that  the  volume  exchanged  is  affected  by  the  elas- 
tic resistances  of  the  subject.  This  has  helped  in 
the  understanding  of  the  significance  of  alterations 
during  anesthesia  of  lung  and  chest  wall  compliance. 

They  also  have  demonstrated  that  other  respira- 
tors tend  to  deliver  a predetermined  volume  of  gas 
with  each  stroke  regardless  of  patient  resistances. 

They  have  refrained  from  excessive  editorializing 
on  the  relative  merits  of  each  class,  except  to  state 
that  one  must  monitor  the  undetermined  function 
(volume  in  the  first  case  and  airway  pressure  in  the 
second  case)  in  order  to  understand  what  is  going 
on.  This  is  appropriate,  since  both  possess  merits 
and  deficiencies. 

Before  considering  some  of  their  comparative 
merits,  I should  like  to  suggest  that  the  first  class  be 
called  “controlled  pressure”  and  the  second  “con- 
trolled volume.”  These  names  seem  appropriate, 
since  the  named  function  is  the  only  one  under  direct 
control  by  the  mechanism  of  the  ventilator  and  is 
also  the  one  which  the  operator  can  control  by  means 
of  the  adjustments  on  the  machine.  For  the  pur- 
poses of  this  discussion  we  are  not  at  present  con- 
sidering the  control  of  cycle  time  or  frequency,  nor 
are  we  concerned  with  safety  features,  such  as  pres- 
sure pop-off  valves  or  manual  overrides. 

The  merit  of  a mechanical  ventilator  need  not  be 
determined  by  its  control  mechanisms  or  functional 
characteristics  but  rather  by  its  fulfillment  of 
function:  Will  it  reliably  provide  adequate  ventila- 
tion of  a patient  for  an  appropriate  period  of  time 
when  employed  under  ordinary  operating  conditions? 
I expect  that  it  is  possible  to  demonstrate  that  all 
currently  available  commercial  respirators  can  oper- 
ate reliably  for  an  extended  period  of  time.  Never- 
theless, each  can  be  shown  to  be  susceptible  to 
failure  when  it  is  confronted  with  a condition  com- 
mon in  clinical  practice.  Furthermore,  they  may 
or  may  not  provide  adequate  warning  that  ventila- 
tion has  become  inadequate.  The  authors  have 
cited  the  important  example  of  the  older  Jefferson 
Ventilator  which  gives  little  indication  of  the  oc- 
currence of  complete  obstruction. 

The  controlled  volume  ventilators  are  more  likely 
to  be  foiled  by  leaks  in  the  respiratory  circuit  than 
controlled  pressure  ventilators,  since  a limited  vol- 


ume of  air  is  allocated  per  stroke  to  inflation  of  the 
lungs.  Any  loss  to  other  pathways  will  result  in 
hypoventilation.  On  the  other  hand,  the  controlled 
pressure  ventilators  will  be  affected  by  partial  ob- 
structions and  any  changes  in  patient  resistances 
more  readily  than  the  controlled  volume  ventila- 
tors. A limited  amount  of  energy  is  made  available 
to  move  gas  during  each  stroke.  The  tidal  exchange 
will  be  reduced  to  the  extent  that  this  energy  is  dis- 
sipated in  overcoming  resistances  to  gas  movement. 

The  authors  imply  that  mechanical  respirators 
are  unnecessary  to  the  practice  of  anesthesia.  They 
indicate  that  the  patient’s  spontaneous  respiratory 
drive  together  with  the  so-called  educated  hand  are 
competent  to  meet  all  exigencies  bearing  on  respira- 
tion during  anesthesia.  I wonder  if  they  have  not 
overlooked  two  important  areas  where  these  two 
venerable  safeguards  have  failed.  Without  bela- 
boring the  effects  of  positive  airway  pressures  on  right 
heart  filling  in  the  patient  suffering  from  circulatory 
decompensation,  it  should  be  noted  that  mechanical 
ventilators  provide  the  only  present  means  for  gen- 
erating negative  airway  pressures. 

The  other  area  is  concerned  with  the  education  of 
the  clinical  anesthetist  in  the  physiology  of  respira- 
tion and  especially  those  aspects  of  respiratory 
mechanics  pertinent  to  artificial  respiration.  Prior 
to  the  recent  resurgent  interest  in  mechanical  respi- 
rators, the  only  references  to  altered  mechanics  were 
mentions  of  “airway  obstruction,”  and  “postopera- 
tive atelectasis.”  The  concepts  of  compliance, 
varying  airway  resistance,  and  distribution  prob- 
lems were  little  known  and  rarely  discussed.  It 
seems  possible  that  the  lack  of  awareness  of  these 
matters  might  be  related  to  the  fact  that  the  educa- 
tion of  the  hand  rarely  culminated  in  an  education 
of  the  head,  and  those  who  were  competent  to  man- 
age respiratory  problems  failed  to  understand  their 
own  skills  and  rarely  achieved  competence  in  teach- 
ing these  principles. 

The  mechanical  respirator  is  a grossly  simplified 
version  of  the  professional  bag-squeezer.  Because 
of  the  simplification,  the  mechanical  device  cannot 
compete  in  terms  of  making  subtle  distinctions  of 
changes  in  patient  response  or  providing  graded 
compensations  for  such  changes.  On  the  other 
hand,  if  one  monitors  the  uncontrolled  function  of  a 
time-cycled  respirator,  one  finds  that  he  has  a valu- 
able diagnostic  tool  for  learning  about  the  respira- 
tory mechanics  of  the  anesthetized  patient. 


If  you  go  long  enough  without  a hath  even  the  fleas  will  let  you  alone. — Ernie  Pyle 
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The  indications  for  tracheotomy  are  in- 
creasing. The  number  of  physicians  per- 
forming the  operation  also  is  greater.  The 
general  surgeon,  thoracic  surgeon,  and  neuro- 
surgeon are  particularly  interested  in  the  pro- 
cedure ; and  in  some  hospitals  the  otolaryngologist 
may  not  be  the  surgeon  of  choice  for  a trache- 
otomy. There  are  many  problems  associated 
with  tracheotomy  aside  from  the  operation 
itself  that  require  the  experience  of  an  otolaryn- 
gologist. The  purpose  of  this  presentation  is 
to  consider  these  problems. 

The  indications  for  tracheotomy  include  a 
wide  variety  of  infections  and  diseases.  Fitz- 
hugh  and  Morgan1  and  Skolnik  and  Fornatto2 
have  presented  lengthy  series  of  cases  in  which 
tracheotomy  has  been  of  benefit.  The  in- 
dications fall  into  three  main  categories:  fixed 
obstructions  of  the  upper  airway,  fluid  obstruc- 
tion of  the  lower  airway,  and  prophylaxis  in 
order  to  prevent  the  two  obstructions. 

Examples  of  fixed  obstruction  of  the  upper 
airway  include  congenital  anomalies  of  the 
larynx  and  trachea,  trauma,  inflammatory 
diseases,  tumors,  foreign  bodies,  and  paralysis 
of  the  larynx. 

Fluid  obstruction  or  secretory  disturbances 
include  neurologic  and  neuromuscular  diseases, 
such  as  poliomyelitis  and  tetanus.  Other  con- 
ditions are  severe  debilitation,  coma,  generalized 
infections,  and  certain  anomalies  resulting  from 
accidents.  Some  procedures  performed  by  the 
neurosurgeon  or  thoracic  surgeon  may  be  asso- 
ciated with  the  accumulation  of  secretion  in  the 
lower  airway. 

Most  of  the  surgical  specialties  must  deal 
with  the  question  of  tracheotomy  at  some  time. 
Not  too  many  years  ago  tracheotomy  was  con- 
sidered the  domain  of  the  otolaryngologist. 
This  attitude  has  changed,  and  in  some  in- 
stitutions tracheotomy  is  performed  by  the 
general  surgeon,  thoracic  surgeon,  and  neuro- 
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surgeon  as  well  as  by  the  otolaryngologist. 

The  otolaryngologist  may  not  be  informed  of 
the  tracheotomy  until  after  it  has  been  per- 
formed. His  services  are  sought  because  the 
surgeon,  who  usually  performs  the  operation 
correctly,  lacks  familiarity  with  the  postoperative 
care  of  the  tracheotomized  patient.  Many 
difficulties  may  arise  that  require  the  ex- 
perience of  an  otolaryngologist. 

This  presentation  will  review  the  important 
factors  involved  in  performing  a tracheotomy  and 
the  postoperative  care  and  decannulation  of  the 
patient. 

Operative  Procedure 

The  position  of  the  patient  on  the  operating 
room  table  or  in  bed,  depending  on  where  the 
tracheotomy  is  performed,  is  very  important. 
A dyspneic  patient  with  severe  obstruction  of 
the  upper  air  passage  should  be  placed  in  a 
semi-inclined  or  upright  position,  because  those 
suffering  air  hunger  become  worse  if  placed  in  a 
recumbent  position.  If  a pillow  or  sandbag  is 
used,  it  sometimes  is  preferable  to  place  it  under 
the  occiput  rather  than  under  the  shoulders. 
Placing  it  under  the  shoulders  may  increase 
the  degree  of  dyspnea.  The  patient  should 
always  be  allowed  to  keep  the  most  comfortable 
position. 

Frequently,  the  operation  is  performed  in 
the  patient's  room  while  he  is  lying  in  his  bed. 
This  especially  occurs  if  it  is  considered  danger- 
ous to  move  the  patient  from  a bed  to  a stretcher 
and  to  transport  him  to  an  operating  room. 
As  a rule  it  is  no  more  difficult  to  perform  the 
operation  in  the  patient's  room  than  it  is  to  do 
so  in  the  operating  room. 

An  anesthesiologist  should  be  present,  if 
possible,  at  a tracheotomy.  He  is  familiar 
with  the  problem  of  an  adequate  airway  as  well 
as  with  oxygen  therapy.  Oxygen  given  to 
obstructed  patients  by  mask  or  catheter  is  of 
great  value  to  them. 

It  is  much  easier  to  perform  an  orderly  trache- 
otomy if  the  obstruction  has  been  relieved  by 
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the  introduction  of  a tube.  A bronchoscope 
should  be  used  for  obstruction  in  the  larynx. 
For  nonobstructive  conditions,  such  as  secre- 
tion in  the  lower  respiratory  tract,  an  endo- 
tracheal tube  of  the  type  used  by  the  anes- 
thetist serves  the  purpose.  In  some  instances  a 
general  anesthetic  agent  can  be  administered 
through  the  endotracheal  tube. 

In  a few  cases  the  introduction  of  a broncho- 
scope is  dangerous.  This  is  particularly  true  in 
the  acutely  obstructed  patient  with  severe 
laryngeal  disease.  In  children  with  acute  epi- 
glottitis it  may  be  impossible  to  pass  the  broncho- 
scope, and  local  manipulation  of  the  inflamed 
larynx  may  precipitate  an  extreme  emergency. 

Special  comment  needs  to  be  made  about  the 
tracheotomy  as  advocated  by  Sheldon  et  alA 
Introduction  of  a needle  blindly  through  the 
tissues  of  the  neck  into  the  trachea  is  dangerous. 
A knife  over  the  needle  may  cut  into  large  veins 
thus  causing  bleeding  into  the  tissues.  I feel 
that  this  method  should  not  be  used  for  routine 
tracheotomy.  For  the  emergency  case  it  is  of 
value  like  any  other  type  that  has  been  advocated. 
The  best  argument  against  the  Sheldon  pro- 
cedure was  made  by  Smith.4  In  his  report  the 
needle  traversed  the  trachea  of  a patient  and 
penetrated  the  soft  tissues  with  the  development 
of  emphysema  of  the  neck  and  mediastinum. 
The  patient  was  already  moribund,  but  the 
emphysema  contributed  to  the  obstruction. 

In  preoperative  preparation  of  the  patient, 
narcotics  and  barbiturates  should  not  be  em- 
ployed. They  depress  the  respiratory  center 
and  decrease  the  air  intake.  Local  anesthesia 
should  be  used  to  perform  the  operation.  An 
exception  is  the  patient  who  is  being  given  a 
general  anesthetic  through  an  endotracheal 
tube. 

For  local  anesthesia  a 1 or  2 per  cent  Xylo- 
caine  solution  containing  1 : 100,000  adrenalin  is 
preferred.  It  can  be  used  for  skin  infiltration 
as  well  as  for  surface  anesthesia  of  the  tracheal 
mucosa.  Pontocaine  and  cocaine  solutions  are 
not  allowed  on  the  instrument  table. 

Either  the  vertical  or  transverse  skin  incision 
can  be  used.  Transverse  incision  has  been 
employed  for  several  years,  and  the  results  have 
been  good  from  the  standpoint  of  scarring.  The 
transverse  approach  does  not  allow  for  as  good  or 
as  wide  an  exposure  as  does  the  vertical  approach, 
but  trained  hands  experience  little  difficulty  in 
finding  the  trachea.  Putney5  prefers  the  vertical 
incision  and  does  not  feel  there  is  much  difference 


in  scarring  between  the  two  methods. 

In  order  to  find  the  trachea  it  is  important  that 
the  operator  stay  in  the  midline.  Lifting  tissue 
from  either  side  of  the  midline  with  forceps, 
separating  the  ribbon  muscles,  cutting  the 
fascial  plane,  and  continuing  to  the  next  plane 
should  be  done  from  the  midline.  Difficulty  in 
finding  the  trachea  is  usually  caused  by  the 
operator  veering  from  the  midline  into  the  side 
of  the  neck.  By  staying  in  the  midline,  the 
isthmus  of  the  thyroid  will  be  encountered. 
When  it  is  incised,  the  trachea  will  be  exposed. 
There  are  exceptions,  particularly  if  the  trachea 
is  deviated  or  pushed  away  from  the  midline. 
Usually  this  will  be  revealed  before  the  opera- 
tion by  study  of  the  patient.  The  most  dif- 
ficult tracheotomies  have  been  performed  on 
patients  with  carcinoma  of  the  thyroid,  met- 
astatic carcinoma  of  the  neck,  and  on  patients 
with  large  amounts  of  scar  tissue  on  the  neck 
as  the  result  of  previous  surgery. 

In  order  to  be  certain  that  the  structure  to 
be  opened  is  the  trachea,  it  is  important  to 
introduce  a needle  into  it  and  to  aspirate  air 
from  it  into  a syringe.  For  this  purpose  2 cc.  of 
a 2 per  cent  solution  of  Xylocaine  is  drawn  into 
a 10  cc.  syringe.  A needle  is  attached  to  the 
end  of  the  syringe  and  introduced  into  the 
trachea.  Air  is  aspirated,  and  the  Xylocaine  is 
injected  into  the  trachea.  If  no  air  is  present, 
the  needle  is  not  in  the  trachea.  Blood  may  be 
encountered  when  the  needle  is  introduced.  This 
especially  occurs  in  the  patient  with  extensive 
carcinoma  or  scarring.  Withdrawal  of  blood 
into  the  syringe  means  that  the  airway  has  not 
been  found  and  that  the  needle  must  be  in- 
troduced at  another  point  until  air  is  aspirated. 
This  will  avoid  an  operative  calamity. 

After  the  trachea  is  located,  it  may  be  opened 
by  splitting  the  rings  or  by  exercising  a portion 
of  a ring.  In  children  it  is  better  to  cut  through 
two  rings  in  a vertical  plane.  Since  an  adult  has 
a larger  trachea,  a portion  of  a ring  can  be  ex- 
cised. This  allows  for  ease  in  changing  the 
tracheotomy  tube.  The  tracheal  opening  should 
always  be  made  below  the  second  ring.  It 
should  be  remembered  that  in  an  infant  the 
larynx  lies  at  a higher  level  in  the  neck.  If  the 
incision  is  made  too  low  in  the  neck,  the  trache- 
otomy may  be  performed  at  too  low’  a level 
wflth  the  result  that  the  tube  rests  on  the 
carina. 

It  is  very  important  to  control  all  bleeding. 
Vessels  which  have  been  cut  should  be  tied  off 
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before  the  trachea  is  opened.  The  introduction 
of  local  anesthesia  into  the  trachea  will  help 
control  excess  coughing  at  the  end  of  the  opera- 
tion and  will  also  prevent  a reflex  action  when 
the  trachea  is  opened.  If  bleeding  persists  or 
occurs  after  the  trachea  has  been  entered,  the 
wound  can  be  packed  with  guaze  around  the 
tracheotomy  tube. 

The  tube  should  always  fit  into  the  trachea  in 
such  a way  that  it  allows  air  to  pass  around  the 
tube  and  through  the  larynx.  A poorly  fitting 
tube  can  give  rise  to  a great  deal  of  trouble. 
It  can  cause  ulceration  and  granulation  tissue 
which  may  interfere  with  decannulation  of  the 
patient. 

X-ray  studies  should  always  be  made  as  soon 
as  the  patient’s  condition  permits  it.  Antero- 
posterior and  lateral  studies  of  the  neck  and 
chest  will  determine  the  position  of  the  tube  in 
relation  to  the  tracheal  air  column  and  carina. 
It  will  also  determine  the  presence  of  mediastinal 
emphysema  or  pneumothorax.  Any  ill-fitting 
tube  should  be  changed  to  one  of  the  proper 
curvature  and  length.  The  Holinger  tubes 
which  come  in  different  lengths  and  curvatures 
solve  this  problem.  Occasionally  a cane-shaped 
tube  might  be  necessary  if  the  obstruction  is  low 
in  the  trachea. 

Plastic  tracheotomy  tubes  are  of  value  in 
the  adult,  particularly  while  x-ray  therapy  is 
being  administered.  A perfect  one  has  not 
yet  been  placed  on  the  market.  They  are  im- 
practical for  daily  use,  especially  for  children. 

Immediately  after  tracheotomy,  infants  should 
be  placed  in  a croupette.  An  apparatus  that 
permits  moisture  to  be  added  to  the  inspired 
air  or  oxygen  may  be  used  in  place  of  a croupette. 
A similar  apparatus  should  be  used  on  adults  for 
the  first  few  days  after  operation. 

Postoperative  Care 

If  the  tracheotomy  fails  to  relieve  the  ob- 
struction, dyspnea  may  not  be  the  result  of 
obstruction.  It  may  be  caused  by  pulmonary 
insufficiency  or  paralysis  as  in  bulbar  poliomye- 
litis. Patients  unable  to  aerate  their  lungs 
also  have  difficulty  with  secretions. 

A tracheotomy  tube  made  of  firm  plastic  and 
containing  a right  angle  adaptor,  as  employed 
by  the  anesthetists,  is  introduced  into  the 
trachea.  A rubber  cuff  surrounding  the  plastic 
tube  is  inflated  in  order  to  make  the  tube  fit 
air  tight.  The  adaptor  then  can  be  connected 
to  one  of  the  automatic  or  semiautomatic  res- 


pirator machines.  Respiration  can  be  auto- 
matically carried  out  for  the  patient,  or  it  can 
help  with  inspiration  after  the  patient  initiates 
the  first  respiratory  movement.  One  patient 
was  kept  alive  for  five  weeks  by  such  an  arrange- 
ment. It  was  unfortunate  that  his  disease  was 
an  incurable  alveolar  carcinoma. 

Mediastinal  emphysema  occurs  frequently 
and  is  of  little  significance.  Pneumothorax  has 
been  reported  to  occur  in  about  10  per  cent  of 
tracheotomized  patients.  It  is  not  very  signifi- 
cant unless  it  is  of  the  tension  type.  In  that 
case  air  has  to  be  withdrawn.  The  pneumo- 
thorax usually  clears  up  without  complication. 
Putney8  elaims  that  suturing  the  wound  after 
tracheotomy  is  a factor  in  both  emphysema  and 
pneumothorax.  The  wound  should  be  left 
open.  Introducing  a bronchoscope  or  intuba- 
tion tube  prior  to  tracheotomy  lowers  the  inci- 
dence of  pneumothorax. 

Secretion  and  crust  in  the  trachea  and  in  the 
tracheotomy  tube  may  be  a problem.  The 
tracheotomy  tube  should  be  changed  daily 
after  the  first  forty-eight  or  seventy-two  hours. 
The  inner  cannula  should  be  kept  clean  at  all 
times.  Gentle  suction  with  a soft  catheter 
introduced  into  the  trachea  will  keep  the  pas- 
sages free  of  secretion.  Crusting  may  be  more 
serious.  A 0.1  per  cent  sodium  lauryl  sulfate 
solution  helps  to  keep  the  secretion  in  a fluid 
state.  A few  drops  of  a 2 per  cent  Xylocaine 
solution  into  the  trachea  followed  by  the  intro- 
duction of  the  lauryl  sulfate  solution  allows  for 
a more  thorough  suctioning  of  the  trachea  and 
bronchi.  If  this  fails  to  relieve  the  crusting  or 
obstruction,  the  tube  should  be  changed.  A 
bronchoscopy  may  be  necessary.  Granulation 
tissue  may  develop  around  the  end  of  the  trache- 
otomy tube.  This  can  be  prevented  by  using 
tracheotomy  tubes  of  slightly  different  lengths 
and  with  the  proper  curvature. 

Infection  is  controlled  by  antibiotics  and 
chemotherapeutic  agents.  Cultures  are  taken 
from  the  trachea  for  sensitivity  stqdies.  At  the 
start  patients  are  put  on  penicillin  and  a sul- 
fonamide. 

One  of  the  most  important  problems  in  the 
latter  part  of  the  procedure  is  decannulation. 
As  a rule  the  younger  the  child,  the  more  dif- 
ficult is  decannulation.  Tf  a newborn  infant  is 
tracheotomized,  the  tube  may  have  to  be  left 
in  the  patient  for  a year  or  longer.  The  chief 
problem  is  usually  secretion.  If  the  tube  is 
corked  off,  the  infant  is  unable  to  get  rid  of 
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secretion.  Also,  it  is  possible  that  the  larynx 
does  not  grow  at  the  same  rate  in  infants  who 
wear  a tube  as  it  does,  in  those  who  do  not. 
It  is  important  to  make  this  fact  known  to  the 
pediatrician  and  to  the  family.  Usually  the 
prognosis  for  removing  the  tracheotomy  tube  is 
excellent,  provided  there  is  not  too  much  inter- 
ference on  the  part  of  the  laryngologist.  The 
smallest  possible  tracheotomy  cannula  should 
be  used  so  that  the  patient  gets  the  opportunity 
to  breathe  around  it  and  thus  use  his  larynx. 

The  expense  of  keeping  a tracheotomized 
infant  in  the  hospital  at  present  rates  is  enor- 
mous. Nursing  care  as  well  as  length  of  stay 
mounts  up  to  four  or  even  five  figures.  Parents 
can  be  trained  to  take  care  of  an  infant  or  a child 
who  wears  a tube.  Very  often  the  care  given 
by  a parent  at  home  equals  that  received  in  the 
hospital.  Prior  to  the  child’s  discharge,  the 
parent  is  asked  to  take  care  of  the  patient  for 
one  week.  This  includes  changing  the  tube 
and  suctioning  the  trachea.  Afterward,  the 
patient  is  discharged  and  receives  care  at  home. 
Frequent  visits  are  made  to  the  outpatient 
department  for  observation.  A direct  laryn- 
goscopy and  tracheoscopy  may  be  performed  if 
the  patient’s  progress  is  not  satisfactory.  Early 
blocking  of  the  opening  should  be  attempted. 
Decannulation  is  performed  only  if  the  child  is 
able  to  keep  the  tube  corked  off  for  at  least 
forty-eight  hours  without  requiring  suctioning 
for  retained  secretion. 

Laryngeal  stenosis  may  develop  as  a result  of 
the  disease.  It  is  usually  manifested  by  sub- 
glottic swelling.  It  is  important  to  determine 
the  position  of  the  tracheotomy  tube.  If  it  is 
too  high  and  too  near  the  cricoid  cartilage, 
the  tube  should  be  lowered. 

Tracheal  stenosis  may  be  due  to  soft  tracheal 
rings  or  to  granulation  tissue  at  the  site  of  the 
tube.  The  tissue  can  be  removed  by  bronchos- 
copy. Cleanliness  and  daily  changing  of  the 
tracheotomy  tube  will  help  control  excessive 
granulation  tissue.  Growth  usually  takes  care 
of  the  soft  trachea.  It  may  be  treated  by  dila- 
tation at  intervals  of  one  month.  It  is  im- 
portant to  stress  the  effect  of  the  patient’s 
growth  as  the  factor  most  likely  to  solve  the 
problem  of  decannulation.  Surgical  interfer- 
ence on  the  larynx  and  trachea  of  an  infant  can 
worsen  the  condition. 

Keloids  may  form  in  the  tracheotomy  scar. 
They  are  a greater  problem  if  a vertical  incision 
has  been  used.  A waiting  period  of  at  least 


two  years  should  be  allowed  to  elapse  before 
considering  excision  or  therapy  of  the  keloid. 
Massage  of  the  scar  with  lanolin  is  of  value. 

Summary 

Tracheotomy  is  now  being  performed  by  the 
general  surgeon,  neurosurgeon,  and  thoracic 
surgeon  as  well  as  by  the  otolaryngologist. 

The  indications  for  the  operation  have  greatly 
increased  during  the  past  fifteen  years. 

The  various  problems  that  may  develop 
during  the  procedure  as  well  as  in  the  postopera- 
tive period  have  been  reviewed. 

When  performed  correctly  and  with  a definite 
indication,  the  results  are  excellent. 
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Discussion 

David  L.  Poushter,  M.D.,  Syracuse , New  York. — 
I wish  to  congratulate  Dr.  Baker  on  a very  complete 
and  timely  presentation. 

The  number  of  tracheotomies  is  becoming  greater. 
Some  of  the  first  year  residents  have  done  as  many 
as  30  of  them  in  the  Upstate  Medical  Center  of  the 
State  University  of  New  York.  Our  indications  are 
the  same  as  those  of  Dr.  Baker.  Also,  we  are  doing 
work  to  determine  the  effect  of  a tracheotomy  on 
cutting  down  dead  space.  This  knowledge  is  par- 
ticularly valuable  in  the  case  of  bronchiolitis. 
Bronchiolitis  should  not  be  treated  by  tracheotomy, 
but  in  certain  select  cases  tracheotomies  have  been 
performed,  consequently  saving  some  children’s 
lives. 

I feel  very  strongly  that  if  at  all  possible,  a 
tracheotomy  should  be  performed  in  the  operating 
room.  Many  have  been  performed  in  the  patient’s 
room  but  I feel  that  the  chances  of  complication 
are  much  increased. 

My  colleagues  and  I also  are  called  at  the  last 
minute  to  do  an  emergency  tracheotomy  at  the  bed- 
side. If  the  situation  is  not  too  critical,  I insist  that 
the  patient  be  taken  to  the  operating  room  and  that 
a routine  tracheotomy  be  done  there.  In  a very 
serious  emergency,  however,  I would  rather  do  a 
tracheotomy  with  the  patient  in  bed  than  use  one 
of  the  more  blind  procedures  that  attempt  to  pro- 
duce a good  tracheal  airway. 

I agree  with  Dr.  Baker  that  in  the  case  of  severe 
respiratory  obstruction,  a tracheotomy  should  be 
performed  with  the  patient  in  a sitting  position. 
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If  the  patient,  especially  a child,  can  be  tubed  or 
bronchoscoped,  the  tracheotomy  can  be  performed 
in  a more  orderly  fashion. 

I have  found  that  the  transverse  incision  causes 
greater  postoperative  difficulty  than  does  the  ver- 
tical one.  The  superior  layer  of  skin  seems  to 
flap  into  the  stoma.  Also,  general  care  is  not  as 
easy  as  with  the  routine  vertical  incision.  I am  not 
certain  that  the  postoperative  scar  of  a transverse 
incision  is  any  more  pleasing  than  the  other. 

I feel  that  the  greatest  problem  in  a tracheotomy 
is  bleeding.  The  patient  in  severe  respiratory  dis- 
tress has  a markedly  engorged  thyroid  isthmus. 
The  anterior  jugular  vessels,  including  their  com- 
municating branches,  are  likewise  engorged.  Every 
attempt  should  be  made  to  thoroughly  clamp  the 
thyroid  isthmus  before  cutting  through  it.  Also, 
the  communicating  branches  must  be  properly 
ligated. 

The  State  University  of  New  York  Medical  Col- 
lege at  Syracuse  teaches  that  the  tracheotomy 
wound  should  not  be  closed  tight  in  order  to  pre- 
vent mediastinal  emphysema  and  pneumothorax. 
It  should  be  remembered  when  doing  a tracheotomy 
in  a pulmonary  embarrassed  patient  that  the  apices 
of  the  lung  may  be  well  up  into  the  neck.  Every 
effort  should  be  made  to  avoid  cutting  these  struc- 
tures. 

The  most  serious  postoperative  complication,  of 
course,  is  crusting  of  the  tracheotomy  tube.  My 
colleagues  and  I feel  that  the  patient  should  be 
placed  in  moist  or  cold  steam  and  that  wetting 
agents  should  be  used.  For  children  a cold  steam 
croupette  with  some  of  the  wetting  agents  is  used. 
For  adults  we  use  steam  kettles  in  their  rooms.  In 
order  to  prevent  dryness  and  crusting,  avoid  having 


an  oxygen-flow  near  the  tracheotomy  tube. 

Good  nursing  care  is  extremely  important  for 
postoperative  tracheotomized  patients  in  order  to 
prevent  complications  resulting  from  crusting  and 
plugging  of  the  tube.  Generalized  hydration  is  also 
important. 

Dr.  Baker  has  very  completely  discussed  the  prob- 
lem of  decannulation.  In  our  series  there  is  a post- 
polio patient  who  has  had  three  tracheotomies  be- 
cause of  acute  infection.  Several  cerebrovascular 
accidents  were  tracheotomized.  They  recovered, 
suffered  a second  attack,  and  were  retracheotomized. 

The  final  point  that  I would  like  to  make  poses  a 
difficult  problem.  I feel  that  the  otolaryngologist 
or  the  surgeon  should  be  consulted  early  in  the  case 
of  anyone  who  may  eventually  need  a tracheotomy. 
In  this  way  it  is  possible  to  determine  if  tracheotomy 
will  help  the  individual. 

For  example,  for  a severely  ill  child  who  is  in 
extremis,  the  use  of  an  endotracheal  tube  for  twenty- 
four  hours  in  order  to  see  which  way  the  child  is 
going  often  will  be  advocated.  If  the  child  shows 
any  sign  of  improvement,  a tracheotomy  will  be  per- 
formed. If  the  course  is  downhill,  a tracheotomy 
will  not  help. 

Furthermore,  in  the  case  of  a cerebrovascular 
accident  a tracheotomy  will  be  of  help  only  if  the 
patient  begins  to  go  back  downhill  because  of  secre- 
tion accumulation  in  the  respiratory  tract  and  hypo- 
static pneumonia  after  evidence  of  improvement. 
I feel  that  the  cerebrovascular  patient  who  is  rapidly 
going  downhill  because  of  brain  damage  cannot  be 
helped  by  tracheotomy.  I in  no  way  mean  to  imply, 
however,  that  a tracheotomy  should  not  be  done 
when  there  is  the  slightest  chance  that  it  will  help. 
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Amino  Acids  as  Aid  for  Intoxicated 


The  “sobering  up”  of  intoxicated  persons  can  be 
greatly  accelerated  by  injecting  amino  acid  into  their 
veins.  This  was  reported  at  the  annual  convention 
of  the  American  Psychiatric  Association  in  San 
Francisco. 

The  report  was  made  by  Drs.  Joseph  Schiller, 
Robert  E.  Peck,  and  Moe  A.  Goldberg  of  the  Psy- 
chiatric and  Neurological  Service  of  the  Veterans 
Administration  Hospital  in  Manhattan.  Their 
studies  were  made  with  ten  “adult  male  chronic 


alcoholics  hospitalized  on  closed  wards,  free  of  other 
Psychiatric  Pathology  or  physical  defects.”  To  each 
of  the  subjects  was  administered  4 ounces  of  100- 
proof  whiskey,  mixed  with  an  ounce  or  two  of  water. 
Following  that,  each  received  intravenous  injections 
of  glucose,  fat,  or  amino  acids.  The  amino  acids  in- 
jection, the  report  said,  “lowered  the  concentration 
of  alcohol  in  blood  and  the  rate  of  metabolism  was 
increased  by  as  much  as  50  per  cent”  over  that  in  un- 
treated persons. — New  York  Times,  May  17, 1958 
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Extrarenal  Excretory  Methods  in  Kidney  Failure 
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Since  renal  failure  is  due  to  the  retention 
of  substances  normally  found  in  the  urine, 
it  is  understandable  that  attempts  to  remove 
these  noxious  chemicals  should  be  made  by  means 
other  than  through  the  damaged  kidneys.  All 
such  mechanical  efforts  have  been  based  on  the  use 
of  some  natural  or  artificial  semipermeable  mem- 
brane which  retains  threshold  substances  while 
permitting  excretion  of  those  materials  inimical  to 
the  body’s  economy.  Any  technic  for  the  removal 
of  circulating  diffusable  substances  should  not 
only  be  effective  but  safe.  Uncertainty  as  to 
safety,  however,  is  not  as  great  a contraindication 
to  the  employment  of  extrarenal  excretory 
methods  as  might  be  supposed  at  first.  Patients 
with  renal  failure  are  often  desperately  ill  and  in 
many  instances  doomed  if  treatment  is  not 
instituted.  This  justifies  some  calculated  risk. 
The  many  individuals  who  have  benefited, 
sometimes  dramatically,  by  the  various  modal- 
ities to  be  discussed  make  it  imperative  that 
clinicians,  regardless  of  training  and  specialty, 
be  aware  of  the  possibilities  and  limitations  of 
these  therapeutic  technics. 

There  are  times  when  it  is  difficult  to  properly 
assess  the  part,  if  any,  these  procedures  play  in 
recuperation  from  acute  reversible  renal  failure. 
An  accurate  statistical  analysis  would  demand 
the  use  of  each  patient  as  his  own  control,  an 
impossibility,  of  course.  The  alleviation  of 
symptoms  in  chronic  renal  failure  likewise  defies 
acceptable  percentage  studies. 

It  is  not  my  purpose  to  describe  technics  which 
are  suitable  only  in  the  largest  medical  centers 
with  extensive  medical  nursing,  and  laboratory 
facilities,  but  rather,  to  emphasize  the  devices 
available  in  any  community  hospital  and  even 
in  the  home.  Of  equal  or  greater  importance 
is  a review  of  those  conditions  in  which  dialyzers 
have  been  used  successfully. 

Indications  for  the  use  of  extrarenal  excretory 
methods  are  dangerous  nephritic  crises,  such  as 
carbon  tetrachloride  poisoning,  transfusion  reac- 
tions, the  crush  syndrome,  and  shock,  and  in  acute 


Chairman’s  address,  presented  at  the  152nd  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of  New  York,  New 
York  City,  Section  on  Medicine,  May  16,  1958. 


cortical  necrosis,  after  hemorrhage,  severe  infec- 
tions, and  acute  glomerulonephritis;  for  the  relief 
of  symptoms  in  acute  and  chronic  renal  failure, 
such  as  nausea,  vomiting,  lassitude,  coma,  convul- 
sions, and  edema;  for  the  removal  of  specific 
chemical  toxins  such  as  barbiturates,  aspirin, 
thiocyanates,  bromides,  amphetamines,  and  water 
(in  intractable  heart  failure). 

Contraindications  would  be  bleeding  and  an 
irreversible  disease.  In  the  case  of  an  irrevers- 
ible disease,  raising  false  hopes,  the  moral 
values  involved,  and  the  possibility  of  disturbing 
existing  compensatory  mechanisms  should  be 
carefully  considered.  Also  deserving  this  special 
consideration  is  the  asymptomatic  patient  with 
abnormal  laboratory  findings.  In  general,  the 
physician  should  weigh  all  the  factors  involved  in 
evaluating  each  patient. 

One  advances  the  concept  of  therapy  in  renal 
failure  with  considerable  trepidation.  It  is 
important  that  the  physician  define  his  ob- 
jectives in  each  case.  This  demands  not  only 
clinical  evaluation  of  the  patient’s  condition 
and  degree  of  distress — in  many  instances  only 
symptomatic  treatment  is  called  for — but  also, 
careful  deliberation  as  to  the  advisability  of 
prolonging  life  in  hopeless  terminal  renal  failure. 

Does  the  possibility  of  relieving  a patient’s 
last  days  justify  complicated,  often  expensive 
therapy?  Will  this  favorably  affect  the  patient’s 
family  who  may  want  every  last  step  taken  for 
him?  Will  the  family  condemn  the  practitioner 
for  unnecessarily  “torturing”  the  hopeless  pa- 
tient? This  is  a difficult  decision  to  make,  and 
one  with  which  I can  offer  little  help  except  to 
cite  my  own  experience. 

Recently  I have  employed  the  modalities 
under  discussion  more  frequently  than  before 
and  have  experienced  several,  often  unexpected, 
instances  of  gratification.  Chronic  nephritics 
who,  often  to  my  amazement,  develop  a degree 
of  compensation  which  render  them  clinically 
well  again,  sometimes  for  years,  are  no  rarity. 
The  appreciation  of  patients  and  families  for 
this  attempt  to  help,  even  when  the  attempt  is 
ultimately  unsuccessful,  is  sufficient  recompense 
for  all  the  effort  expended. 
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Intestinal  Lavage 

This  technic  was  described  originally  by 
Claude  Bernard,  as  cited  by  Hamburger  et  al.,1 
who  observed  that  uremic  dogs  excreted  urea 
through  the  intestinal  mucosa.  This  was  con- 
firmed in  1932  by  Pendleton  and  West.2  The 
technic  fell  into  disuse  because  of  technical 
difficulties  but  was  resurrected  in  1951  by  Twiss 
and  Kolff.3  By  means  of  it,  they  kept  a patient, 
whose  solitary  kidney  had  been  removed, 
alive  for  forty-six  days.  Twelve  Gm.  of  urea 
were  removed  each  day  by  relatively  crude 
apparatus. 

There  are  several  methods  of  using  the  in- 
testine for  dialysis,  any  one  of  which  is  easily 
applied  in  the  community  hospital.  The  least 
complicated  is  transgastric  lavage.  A Levin 
tube  is  inserted  and  glucose  solution  in  water  is 
instilled  through  it.  This  is  followed  after  an 
interval  of  thirty  minutes  by  Wangensteen 
suction.  Although  this  is  the  easiest  method, 
it  is  the  least  efficient,  since  the  gastric  mucosa 
is  too  small  a dialyzing  area.  Also,  much  of 
the  fluid  is  lost  into  the  intestine  and  cannot  be 
recovered.  This  method  has  been  largely  sup- 
planted by  intestinal  dialysis  with  double  lumen 
tubes,  one  in  the  duodenum,  the  other  in  the 
ileum.  Others  use  a duodenal  tube  combined 
with  one  in  the  rectum.  Dougherty  et  al.A  use 
the  colon  alone  with  one  tube  in  the  cecum 
and  the  other  near  the  anal  orifice.  Colonic 
and  transgastric  lavage  have  been  very  success- 
ful in  removing  excessive  potassium  but  less 
valuable  in  the  extraction  of  other  metabolites. 
Threshold  substances  may  be  excessively  lost. 

Before  further  describing  this  method,  it  is 
important  to  consider  its  limitations.  The 
intestinal  mucosa  is  not  an  inert,  semipermeable 
membrane.  It  is  an  actively  secreting  and 
absorbing  organ  acting  on  sodium,  potassium, 
and  chloride  independent  of  the  lavaging  medium. 
Only  water  and  urea  are  transported  as  though 
the  membrane  were  inert.  Creatinine,  uric 
acid,  and  inorganic  phosphate  are  poorly  re- 
moved, if  at  all,  by  this  method.  Since  the 
accumulation  of  these  materials  contributes 
markedly  to  the  clinical  picture  of  uremia,  the  sig- 
nificance of  this  fact  cannot  be  overemphasized. 
The  most  ardent  proponents  of  this  method  are 
Hamburger  et  al.1  of  Paris  who  insert  a Miller- 
Abbot  tube  50  cm.  beyond  the  pylorus,  placing  the 
patient  on  a special  bed  with  a hole  in  the  mat- 
tress opposite  the  rectum.6-7  In  this  way  satis- 
factory amounts  of  urea,  water,  and  electrolytes 


are  removed.  This  is  accomplished  by  eliminat- 
ing the  offending  electrolyte  from  the  perfusate. 
This  procedure  is  not  as  successful  as  other 
methods  and  is  therefore  less  widely  used  in  this 
country. 

Peritoneal  Lavage 

The  prime  advantage  of  this  technic  is  that 
the  peritoneum  is  actually  an  inert  dialyzing 
membrane  of  sufficient  surface  area  (20,000 
sq.  cm.)  to  permit  the  removal  of  large  amounts 
of  metabolites.  End  products,  such  as  creat- 
inine, phosphates,  and  urea,  that  are  poorly 
removed  by  transintestinal  technics  can  be 
readily  eliminated  by  this  method.  Also,  it  may 
be  easily  employed  in  small  hospitals  without  a 
highly  trained  staff.  The  infrequent  occasions 
when  such  therapy  is  necessary  almost  pre- 
cludes the  possibility  that  anyone  will  gain 
much  experience  with  any  of  the  dialyzing 
technics. 

Its  most  important  disadvantages  are  two: 
No  matter  how  carefully  asepsis  is  observed, 
peritonitis  almost  certainly  will  ensue.  Second, 
adhesions  may  develop,  thus  limiting  the  amount 
of  serosa  available  for  dialysis.  This  disad- 
vantage may  be  minimized  by  the  addition  of 
heparin  to  the  perfusate,  the  other  by  the  use  of 
antibiotics,  usually  penicillin  or  streptomycin. 

An  experiment  using  I131-labelled  Escherichia 
coli  demonstrates  that  when  such  organisms 
are  implanted  in  the  intestine  lumen,  they  be 
recovered  in  the  peritoneal  dialysate.8  Poor 
technic,  therefore,  is  obviously  not  the  only 
cause  of  peritonitis. 

An  interrupted  rather  than  continuous  tech- 
nic, as  described  by  D6rot,9  has  practically 
eliminated  both  objections.  Since  this  is  the 
best  method  available,  I would  like  to  describe 
it  in  detail. 

1.  Take  a flat  film  in  order  to  rule  out  ab- 
normal position  or  dilation  of  the  intestine. 
Then  give  soapsuds  enema  in  order  to  prepare 
the  patient  and  minimize  gaseous,  distention. 

2.  Puncture  the  left  flank  with  a paracen- 
tesis needle. 

3.  Run  in  2 to  3 L.  of  fluid  to  distend  the 
abdomen. 

4.  Introduce  a paracentesis  needle  in  the 
right  flank.  The  cecum  now  cannot  be  per- 
forated. 

5.  Prepare  20  L.  of  perfusate.  Warm  it  to 
98  F.  and  allow  it  to  flow  in  by  gravity. 

6.  Attach  suction  to  opposite  (left)  tube. 
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7.  The  duration  is  eleven  hours.  Repeat 
in  three  days. 

The  amount  obtained  at  exit  governs  the 
amount  of  perfusate  instilled. 

Merrill10  suggests  the  following  fluid  composi- 
tion: 6.1  Gm.  of  NaCl,  2.2  Gm.  of  NaHC03, 
0.35  Gm.  of  KC1,  0.23  Gm.  of  CaC2,  0.05  Gm. 
of  MgC2,  20  Gm.  of  glucose,  1,000  Gm.  of  H20, 
which  is  equivalent  to  130  mEq.  of  Na,  4.6  mEq. 
of  K,  4.2  mEq.  of  Ca,  1.1  mEq.  of  Mg,  115  mEq. 
of  Cl,  and  26  mEq.  of  C03. 

If  there  is  an  enormous  superfluity  of  an 
electrolyte,  eliminate  it  from  the  perfusing 
solution  until  it  becomes  normal  in  the  serum 
studies.  The  large  amount  of  glucose  is  used  in 
order  to  render  the  solution  hypertonic  so  that 
edema  fluid  can  be  removed.  Note  the  ab- 
sence of  phosphate.  Add  100,000  units  of 
penicillin  V,  50  mg.  of  streptomycin,  and  5 mg. 
of  heparin.  When  flame  photometry  is  un- 
available, potassium  levels  are  determined  by 
following  the  electrocardiograph.  One  can  man- 
age without  these  refinements,  since  the  primary 
purpose  is  to  treat  the  patient  rather  than  to 
gather  material  for  laboratory  studies.  When 
possible,  determination  of  electrolyte  levels 
is,  of  course,  a reassuring  guide. 

Infrequently  Used  Methods 

There  are  several  infrequently  used  methods 
which  have  a limited  usefulness  or  are,  at  the 
moment,  research  tools  only. 

Exchange  Transfusion. — This  technic  has 
found  its  greatest  usefulness  in  Rh  incompati- 
bility or  in  transfusion  reactions.11  It  has 
been  successfully  employed  in  both  acute  and 
chronic  failure.  By  means  of  this  technic  any 
material  accumulating  in  the  blood  can  be 
removed.  The  replaced  blood  coming  from 
normal  donors  does  not  contain  the  accumulating 
metabolites  which  need  to  be  removed. 

There  are  several  disadvantages  to  this  technic. 
It  is  expensive,  and  obtaining  sufficient  supplies  of 
blood  is  difficult,  although  this  is  not  so  much  of 
a problem  lately  with  blood  banks  situated  in  so 
many  hospitals.  Excessive  sodium  because  of 
the  citrate  in  banked  blood,  and  excessive  po- 
tassium, if  the  blood  is  old  enough  to  be  under- 
going hemolysis,  are  present.  These  two  cat- 
ions may  produce  alkalosis.  The  citrate  may 
bind  enough  calcium  to  cause  tetany. 

Direct  Exchange  Transfusion. — There  are 
less  objections  to  this  technic,  but  it  is  more  cum- 
bersome and  technical!}'  difficult.  I used  this 


technic  several  years  ago  in  a few  cases.  One, 
a woman  in  uremic  coma,  survived  for  several 
years  after  the  infusion  of  3 L.  of  blood.  Gen- 
eral Pershing  lived  five  years  after  this  procedure 
was  used  on  him  in  his  late  seventies.  If  over- 
loading of  the  circulation  is  prevented  by  not 
instilling  more  blood  than  can  be  removed, 
this  is  a safe  procedure. 

Cross  Transfusion. — This  technic  was  used 
on  a volunteer  with  kidneys  intact.  Otherwise, 
it  has  had  isolated  use.12-13  It  works,  but  I 
know  of  no  one  who  uses  it  regularly. 

Transplantation. — To  transplant  an  intact 
kidney  is  still  an  experimental  procedure  used 
primarily  in  identical  twins.  Even  in  such 
circumstances  it  eventually  fails,  yet  it  is  a 
very  intriguing  procedure  and  the  only  therapy 
that  may  be  anything  more  than  temporary  if 
methods  of  correcting  the  antibody  response  can 
be  found.14  The  first  attempt  to  do  this  at  Peter 
Bent  Brigham  Hospital  this  year  failed. 

Artificial  Kidney 

The  artificial  kidney  is  the  most  efficient 
but  also  the  most  difficult  device  to  use.  Since 
it  now  has  been  sufficiently  standardized  to 
warrant  being  manufactured,  more  physicians 
may  have  the  opportunity  to  gain  some  ex- 
perience with  it.  Following  is  a brief  history 
and  description  of  the  apparatus  as  well  as 
indications  for  its  use. 

The  first  artificial  kidney  in  1913  employed 
collodion  as  a semipermeable  membrane  and 
hirudin  from  the  crushed  heads  of  leeches  as  an 
anticoagulant.15  The  technical  difficulties  were 
insurmountable,  so  that  the  project  was  virtually 
abandoned  until  1943  when  Kolff  and  Berk,16 
working  in  Holland  and  later  in  New  York 
City  and  currently  in  Cleveland,  reintroduced 
this  method.  It  was  modified  in  each  laboratory 
and  hospital  and  by  each  interested  investi- 
gator. The  recent  progress  in  this  field  has 
depended  entirely  on  the  discovery  of  cello- 
phane. When  sheets  of  this  material  are  boiled, 
washed  with  glycerol,  and  swollen  in  water, 
they  contain  capillary  channels  of  submicroscopic 
size.  The  pore  radius  and  length  of  these  chan- 
nels are  30  and  80  Angstrom  units  respectively. 
There  are  22,000  of  these  per  sq.  cm.  compared  to 
10,000  pores  in  each  glomerulus  in  the  healthy 
kidney.  Since  the  diameter  of  the  smallest 
colloid,  albumin,  is  100  Angstrom  units,  all 
colloids  are  retained.  Crystalloids  diffuse,  the 
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amount  being  regulated  by  the  composition  of 
the  bath. 

Practical  Applications 

The  most  important  aspect  of  this  subject  is 
not  method — a particular  one  can  be  looked  up 
when  necessary — but  indications  for  use.  Such 
artificial  methods  are  not  substitutes  for  es- 
tablished therapies,  but  rather,  they  should  be 
used  in  conjunction  with  them. 

In  acute  renal  failure  the  patient  should  be 
treated  conservatively  with  the  usual  therapy  of 
restricted  water  and  potassium  for  two  or  three 
days.  During  this  period  prepare  any  device 
available  in  your  own  community,  or  alert  some 
clinical  center  in  the  vicinity  that  has  an  arti- 
ficial kidney.  Learn  the  locations  of  these 
centers  in  advance.  The  purpose  of  such  con- 
tact is  to  determine  whether  the  device  is  avail- 
able and  to  get  the  staff  ready  if  it  should  be 
needed.  Continue  conservative  therapy  for 
seven  days,  if  there  is  no  deterioration  in  the 
patient’s  appearance.  Set  yourself  on  arbi- 
trary time  limit,  since  no  one  can  predict  the 
onset  of  diureses.  When  that  time  arrives 
institute  the  dialyzation  procedure,  or  transfer 
the  patient  to  a center  where  it  can  be  used. 
Unnecessary  use  of  either  of  these  harmless  pro- 
cedures is,  of  course,  preferable  to  death  which 
can  readily  occur,  when  therapy  is  delayed  in  a 
potentially  reversible  situation. 

In  chronic  renal  failure  or  in  acute  poisoning 
the  presence  of  severe  symptoms  indicates  that 
treatment  is  necessary.  Do  not  treat  what 
laboratory  findings  reveal  to  be  abnormal. 
Elimination  of  existing  pathology  is  not  so  much 
the  goal  as  is  the  relief  and  comfort  of  the  chronic 
nephritic.  When  one  treats  abnormalities  that 
are  revealed  in  laboratory  findings,  one  may  inter- 
fere with  existing  compensatory  mechanisms, 
some  of  which  are  not  yet  understood. 

Results  are  best  when  compensation  has 
failed  as  a result  of  a complicating  burden 
imposed  on  the  nephritic,  such  as  shock,  injury, 


surgery,  trauma,  or  intercurrent  infection.  Pre- 
pare for  dialysis  before  any  of  these  disasters  can 
throw  the  nephritic  into  failure. 

Results  are  sometimes  astonishing.  The  pa- 
tient may  recover,  return  to  work,  and  live  for 
years.  If  he  relapses  soon  after  treatment, 
further  dialysis  is  probably  useless.  The  period 
of  compensation  following  repeated  treatment 
continually  becomes  shorter  and  eventually  the 
patient  becomes  entirely  refractory. 


Conclusion 

Several  technics  for  removing  offending  ma- 
terials from  the  circulation  of  the  patient  in 
renal  failure  are  now  available.  Their  wise  and 
juidicious  use  may  prolong  life,  make  a mis- 
erable patient  comfortable,  and  even,  on  oc- 
casion, salvage  a seemingly  hopeless  individual. 
It  is  a gratifying  experience  to  occasionally 
conquer  uremia,  a symptom  complex  which  so 
often  triumphs  over  us. 

7440  Amboy  Road 
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A man  gazing  on  the  stars  is  proverbially  at  the  mercy  of  the  puddles  on  the  road. — Alexander 
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Symmetrical  T -Waves  in  Myocardial  Infarction 


SOL  GLOTZER,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Medical  Service , Williamsburgh  General  Hospital ) 


The  electrocardiogram  in  infarction  of  the  pos- 
terior, lateral,  or  inferior  surfaces  of  the 
heart  is  not  always  diagnostic,  even  in  the  pres- 
ence of  typical  clinical  and  laboratory  evidences 
of  recent  myocardial  damage.  We  have  been 
impressed  with  the  frequent  appearance  of  tall, 
symmetrical  T-waves  in  such  cases. 

The  T-wave  represents  the  phase  of  repolariza- 
tion and  is  normally  asymmetric  with  a slow- 
rising,  ascending  limb  and  a more  rapidly  descend- 
ing terminal  portion.  The  vector  TsE  loop 
shows  this  uneven  angular  velocity.  Eliminat- 
ing those  cases  in  which  the  symmetrical  T-waves 
are  obviously  due  to  other  conditions,  such  as 
hyperpotassemia,  hemoconcentration,  intestinal 
obstruction,  vomiting,  nephritis,  and  adrenal 
insufficiency,  a group  remains  in  which  myocar- 
dial damage  appears  to  be  the  only  causative  fac- 
tor. 

The  finding  is  not  entirely  new.  Katz1  and 
Goldberger2  mention  it  in  their  texts  as  indicative 
of  posterior  wall  infarction ; Wachtel  and  Teich3 
report  two  cases  of  diaphragmatic  wall  infarction 
with  tall  pointed  T-waves  in  leads  V2  to  Vs.  In 
six  of  the  17  cases  of  lateral  wall  infarction  de- 
scribed by  Dunn  et  al.,4  and  in  seven  of  the  33 
cases  of  posterolateral  wall  infarction  reported  by 
Myers  et  al.,b  as  well  as  in  nine  of  14  cases  of 
acute  posterior  wall  infarction,6  the  typical 
peaked,  symmetric  T-waves  are  seen  in  one  or 
more  of  the  precordial  leads.  Dressier  and 
Roesler7  call  attention  to  a tall  wave  which 
appears  very  early  after  anterior  wall  infarction, 
becoming  inverted  within  a short  time,  and  he 
suggests  release  of  potassium  from  the  damaged 
muscle  into  the  extracellular  fluid  as  its  cause. 
He  also  notes  that  an  increase  in  amplitude  of  T 
occurred  much  later  in  two  cases  of  posterior  wall 
infarction.  Lengyel  et  al.8  verified  this  observa- 
tion by  ligating  the  descending  branch  of  the  left 
coronary  artery  in  dogs,  noting  the  first  change 
was  peaking  and  symmetry  of  the  T-wave  with  a 
broadening  of  its  base,  followed  in  a few  minutes 
by  shifting  of  the  ST  segments  and  inversion  of 
the  T-waves.  He  also  reports  symmetrical  T- 
waves  in  25  per  cent  of  normal  subjects  and  in  60 


TABLE  I. — Selected  Cases  of  Tall  or  Symmetrical 
T-Waves 


Case  Sex  Age 

Location  of  Infarct 

Disposition 

1 

M 

53 

None 

No  disease 

2 

M 

37 

None 

Gastrointestinal  dys- 
function 

3 

M 

53 

Posterior 

Died 

4 

M 

60 

Posterolateral 

Recovered 

5 

M 

52 

Posterolateral 

Recovered 

6 

M 

60 

Anterolateral  apical 

Recovered 

7 

M 

62 

Posterior 

Recovered 

8 

M 

41 

Posterior 

Recovered 

9 

M 

60 

Posterior 

Recovered 

10 

M 

68 

Posterior 

Died 

11 

M 

72 

Anterolateral 

Recovered 

12 

M 

42 

Posterior 

Recovered 

13 

M 

65 

Anterolateral 

Not  known 

14 

M 

53 

Posterior 

Recovered 

15 

M 

69 

Posterolateral 

Died  three  years 
later 

16 

M 

36 

Posterolateral 

Recovered 

17 

M 

57 

Posterior 

Recovered 

18 

M 

42 

Posterior 

Recovered 

19 

M 

66 

Posterior 

Recovered 

20 

M 

54 

Posterosuperior 

Recovered 

21 

M 

59 

Posterior 

Not  known 

22 

M 

62 

Undetermined 

Died  six  days  later 

23 

M 

64 

None 

Angina  on  effort 

24 

M 

47 

Subendocardial 

Recovered 

25 

M 

59 

Adams-Stokes  syn- 
drome auriculo- 

ventricular  block 

Recovered 

26 

M 

65 

Posterior 

Recovered 

27 

M 

40 

Posterior 

Recovered 

28 

M 

34 

Posterior 

Recovered 

29 

M 

70 

Septal 

Recovered 

30 

F 

52 

Posterior 

Recovered 

31 

F 

56 

Posterior 

Recovered 

32 

M 

48 

Posterolateral 

Recovered 

33 

M 

48 

Posterior 

Recovered 

34 

F 

64 

Posterior 

Died  two  hours  later 

35 

M 

50 

Posterolateral 

Died  seven  months 
later 

36 

M 

54 

Posterior  and  antero- 
septal 

Recovered 

37 

M 

62 

Posterior 

Died 

38 

M 

58 

Posterior 

Recovered 

39 

F 

75 

Posterior 

Died  three  hours 
later 

40 

M 

71 

Posterolateral 

Recovered 

per  cent  of  coronary  patients  and  suggests  that  its 
appearance  in  more  than  one  precordial  lead  is 
statistically  significant.9 

In  110  cases  followed  by  Freundlich10  in  which 
a tall  T-wave  in  a chest  lead  was  the  only  abnor- 
mality, 17  later  showed  changes  of  infarction,  33 
had  had  previous  occlusions,  six  had  severe  aortic 
stenosis  with  pain  on  effort,  and  in  the  remaining 
54  angina  was  frequent  without  definite  occlusion. 

We  are  presenting  40  of  our  collected  cases, 
listed  in  Table  I,  which  showTed  tall  or  symmetric 
T-waves  in  precordial  leads.  Only  two  were  non- 
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Fig.  1 . After  recovery  of  patient  who  suffered  acute  posterior  wall  infarction  and  subsequent  anteroseptal  one. 


cardiac  (cases  1 and  2),  one  had  no  demonstrable 
disease  to  account  for  the  findings,  and  the  other 
had  an  anxiety  state  with  intestinal  disturbances. 
In  the  other  38  cases  evidence  of  cardiac  disease 
was  present. 

Six  patients  complained  of  precordial  pain  on 
exertion  only,  with  no  acute  episode  in  the  past  to 
suggest  infarction.  One  of  these  died  suddenly 
six  days  after  the  tracing  was  made  (case  22). 
Another  developed  typical  changes  of  coronary 
insufficiency  after  exercise  (case  21),  a third  suf- 
fered attacks  of  Adams-Stokes  syncope  and  pre- 
sented a complete  auriculoventricular  dissocia- 
tion (case  25),  and  the  next  had  a severe  effort 
intolerance  with  pain  on  even  slight  exertion,  yet 
showed  no  signs  of  myocardial  damage  aside 
from  tall  T-waves  (case  23).  In  the  fifth  angina 
was  of  four  months  duration,  and  the  electro- 
cardiogram showed  changes  suggestive  of  sub- 
endocardial ischemia.  In  the  sixth  hypertension 
and  vertigo  were  the  most  prominent  symptoms 
(case  38). 

Three  patients  showed  electrocardiographic 
evidence  of  myocardial  infarction  with  no  definite 
history  of  an  acute  episode  but  with  angina  on 
exertion  for  varying  periods  (cases  26,  27,  28). 
All  had  similar  posterior  wall  localization. 

The  remaining  29  patients  gave  a history  of  an 
acute  onset  of  precordial  pain  with  changes 
typical  of  acute  myocardial  infarction.  The 
posterior  wall  was  involved  in  17  cases.  Seven 
patients  cited  the  area  extending  over  the  pos- 
terior and  lateral  walls.  One  involved  the  sep- 
tum (case  20),  and  one  extended  even  further  to 
involve  the  apex  (case  11). 


The  amplitude  of  the  T-waves  did  not  always 
exceed  the  normal  limits  described  by  Katz.1 
Fifteen  exceeded  the  maximum  height  for  V3, 
and  only  two  were  over  the  12  mm.  maximum 
for  V4.  Even  those  T-waves  which  remained 
within  the  normal  range  of  amplitude  were  sym- 
metrical and  therefore  abnormal. 

Acute  posterior  wall  infarction  frequently 
shows,  in  addition  to  the  classic  pattern  of  ST 
elevation  in  leads  II  and  III,  a reciprocal  depres- 
sion in  the  anterior  chest  leads.  The  T-waves  in 
these  leads  are  directed  upward,  symmetrical, 
and  are  sometimes  taller  than  normal.  With 
return  of  the  ST  segment  to  the  isoelectric  line 
these  same  T-waves  increase  in  amplitude,  retain 
their  symmetrical  shape,  and  may  persist  in  this 
form  for  a long  time  and  even  permanently. 
This  may  represent  the  residual  pattern  in  infarc- 
tion of  the  posterior  wall  even  when  all  other 
evidence  of  the  lesion  has  disappeared. 

Since  all  of  our  cases  were  selected  because  of  a 
tall  or  symmetrical  T-wave  in  one  of  the  pre- 
cordial leads  without  regard  for  the  presence  or 
location  of  infarction,  the  correlation  of  this 
abnormality  with  the  posterior  or  lateral  localiza- 
tion of  damaged  myocardium  assumes  statistical 
importance  in  diagnosis. 

Case  Reports 

The  following  representative  cases,  as  cited  in 
Table  I,  demonstrate  the  characteristic  T-wave 
changes  described: 

Case  36. — A fifty-four-year-old  male  with  mild 
diabetes  mellitus  had  an  acute  posterior  wall  myo- 
cardial infarction  on  January  11,  1953.  After  re- 
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Fig.  2.  Residual  posterior  wall  infarction  after  recovery. 


Fig.  3.  Persisting  residual  inverted  T- waves  as  well 
as  symmetrical  ones. 


covery  only  minimal  angina  on  effort  remained.  On 
July  31,  1955,  another  infarction  occurred,  this  time 
involving  the  anteroseptal  wall  with  inversion  of  the 
previously  upright  precordial  T-waves.  Following 


recovery  the  precordial  T-waves  again  became  up- 
right with  persistent  tall,  symmetrical  T-waves  in 
leads  V3  and  V4  (Fig.  1). 

Case  8. — A forty-one-year-old  male  suffered  acute 
precordial  pain  with  perspiration  and  mild  syncope  on 
April  17,  1956.  An  electrocardiogram  showed  acute 
posterior  wall  myocardial  infarction.  After  re- 
covery a tracing  on  June  15,  1956,  showed  residual 
posterior  wall  infarction  with  tall,  symmetrical  T- 
waves  persisting  in  leads  V2  and  V*  (Fig.  2). 

Case  30. — A fifty-two-year-old  female  had  an  acute 
myocardial  infarction  in  July,  1956,  with  subsequent 
recurrent  mild  anginal  pain.  The  electrocardiogram 
taken  on  September  4,  1956,  shows  persistence  of 
residual  T-wave  inversions  in  leads  2,  3,  and  AVF, 
and  also  tall,  symmetrical  T-waves  in  leads  V2  and 
V3  (Fig.  3). 

Case  37. — A sixty-two-year-old  male  showed  a 
right  bundle  branch  block  on  the  electrocardiogram, 
with  no  cardiac  symptoms  for  a prolonged  period  of 
time.  On  October  19,  1957,  he  developed  acute 
sternal  pain  with  perspiration  and  pallor.  The 
electrocardiogram  taken  the  next  day  shows  acute 
posterior  wall  infarction  with  tall,  symmetrical  T- 
waves  in  leads  V2  and  V3.  Subsequent  serial  trac- 
ings showed  the  typical  progression.  He  expired 
suddenly  on  November  1,  1957,  with  severe  pre- 
cordial pain  and  shock  (Fig.  4). 

Case  35. — A fifty-year-old  male  with  hypertensive 
heart  disease  developed  acute  precordial  pain  with 
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perspiration  and  shock  on  February  24,  1955.  The 
electrocardiogram  taken  the  next  day  shows  typical 
acute  posterior  wall  myocardial  infarction,  and  in 
addition  to  the  usual  ST  segment  changes  shows  tall, 
symmetrical  T-waves  in  leads  V2  and  V3  (Fig.  5). 

Comment 

The  explanation  for  the  appearance  of  a tall  or 
symmetrical  T-wave  in  precordial  leads  following 
infarction  of  the  posterior  and  lateral  surfaces  of 
the  heart  is  not  clear.  Alteration  in  potassium 
content  of  damaged  muscle  has  been  suggested  by 
Gare  and  Chenoweth11  who  found  that  after 
injury  the  muscle  releases  potassium  ions  into 


the  extracellular  fluid,  producing  the  same  effect 
as  hyperpotassemia.  Sharpey-Schafer12  reports 
that  administration  of  potassium  causes  in- 
creased amplitude  of  the  precordial  T-wave  in 
posterior  wall  infarction,  but  this  does  not  seem 
acceptable,  since  the  base  of  the  tall  hyper- 
potassemic  T-wave  is  narrow  as  contrasted  to  the 
broad  base  of  the  tall  coronary  T-wave. 

The  position  of  the  TsE  loop  of  the  vector- 
cardiogram is  changed  when  the  loop’s  orienta- 
tion is  altered  either  normally  or  by  a disturbance 
in  the  myocardium.  In  infarcts  of  the  inferior 
and  lateral  wall  as  well  as  of  the  inferior  and 
anterior  septal  walls,  the  loop  becomes  oriented 
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anteriorly  so  that  a tall  T-wave  is  inscribed  in 
leads  Vi  to  V3.  Persistence  of  a scar  in  these 
locations  may  affect  the  direction  of  this  loop 
permanently,  just  as  acute  ischemia  may  cause 
an  early  change  in  direction  to  inscribe  the  sym- 
metrical T seen  in  early  posterior  wall  infarction. 
Minimal  changes,  not  sufficient  to  affect  the  ST 
segment,  might  manifest  themselves  solely  as  a 
tall  T-wave  in  one  or  more  precordial  leads  with 
more  definitive  changes  appearing  wThen  the  area 
of  damage  increases. 

No  attempt  has  been  made  to  investigate  or  to 
clarify  the  technical  aspects  of  these  findings. 
Our  observations  are  strictly  clinical.  They  deal 
with  the  statistical  association  of  a tall  or  sym- 
metrical T-wave  in  precordial  leads  with  damage 
to  a portion  of  myocardium  which  frequently  is 
not  demonstrable  in  our  present  system  of  electro- 
cardiography. The  T-wave  becomes  symmetri- 
cal in  the  early  phase  of  posterior  wall  infarction, 
increasing  in  amplitude  during  the  healing  phase, 
and  may  remain  as  the  only  sign  after  scar 
formation  is  complete. 

Conclusions 

1.  Tall  symmetrical  T- waves  are  frequently 
seen  in  the  precordial  leads  in  hearts  with  infarc- 
tion of  the  posterior,  lateral,  or  inferior  w'alls  and 
may  occur  in  infarctions  of  the  anterior  wall 
which  extend  to  the  lateral  or  diaphragmatic  sur- 
face. Although  hyperpotassemia  and  gastro- 
intestinal disease  also  produce  these  changes, 


these  conditions  can  be  identified  clinically  so 
that  in  most  other  instances  the  finding  can  be 
considered  diagnostic  of  myocardial  damage. 

2.  The  most  acceptable  reason  for  this  finding 
is  a change  in  direction  of  the  vector  TsE  loop  to  a 
more  anterior  position  when  the  posterior  portion 
of  myocardium  is  injured. 

3.  The  T-wave  often  becomes  symmetrical 
when  ischemic  ST  depression  first  appears.  It 
becomes  taller  as  the  ST  segment  returns  to  the 
base  line  and  can  remain  that  way  for  a long 
time,  often  permanently. 

4.  The  presence  of  a tall  or  symmetrical  T- 
w^ave  in  more  than  one  precordial  lead  as  the  only 
finding  should  be  considered  indicative  of  posterior 
or  lateral  wall  myocardial  disease. 

87  Winthrop  Street 
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Bias  Nonexistent  Among  Severely  Handicapped 


Race  prejudice  and  class  hatred  are  nonexistent 
among  the  severely  handicapped  according  to  Dr. 
Howard  A.  Rusk,  director  of  the  Institute  of  Physical 
Medicine  and  Rehabilitation,  New  York  University- 
Bellevue  Medical  Center,  and  associate  editor  of 
The  New  York  Times. 

Dr.  Rusk  says  that  he  has  never  heard  “one  single 
word  of  prejudice”  voiced  by  patients  at  the  Institute 
in  the  eight  years  of  its  existence.  In  that  period, 


15,000  patients  passed  through  the  Institute.  None 
had  private  accommodations,  he  points  out,  and 
none  worried  if  his  neighbor  was  “black,  white,  poor, 
rich,  Catholic,  Protestant,  Jew,  a doctor  of  phi- 
losophy, or  a field  hand.”  Disability  and  crippling, 
Dr.  Rusk  has  observed,  are  a common  denominator 
for  human  understanding,  an  antidote  for  prejudice 
and  a leavener  despite  the  bitterness  of  physical 
handicap. 
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The  Treatment  of  Aphthous  Stomatitis  with 
Lactobacillus  Tablets 


DON  J.  WEEKES,  M.D.,  BROOKLINE,  MASSACHUSETTS 

( From  the  Department  of  Otolaryngology,  Harvard  Medical  School,  and  the  Department  of  Surgery, 

Peter  Bent  Brigham  Hospital,  Boston ) 


The  term,  aphthous  stomatitis,  refers  to  an 
acute  or  chronic  recurrent  ulceration  of  the 
oropharyngeal  mucosa.  The  lesion  is  acutely  pain- 
ful and  exquisitely  tender  to  the  touch.  In  all 
cases  the  lesion  is  uncomfortable  and  constitutes 
a social  and  occupational  disability.  In  severe 
cases,  or  with  multiple  lesions,  intake  of  food  and 
fluid  may  be  severely  limited.  A low-grade  fever 
is  not  uncommon.  Occasional  patients  also 
show  the  typical  labial  vesicles  of  herpes  simplex. 
In  some  cases  the  disease  is  difficult  to  differen- 
tiate from  thrush  or  Monilia  infections.  This 
may  have  some  significance  in  the  cases  observed 
in  patients  on  antibiotic  therapy. 

The  etiology  of  this  lesion  is  known  to  be  the 
virus  of  herpes  simplex  in  some  cases  wherein  the 
virus  has  been  isolated  and  identified.  Rogers 
et  al d and  Blank  et  al.2  refer  to  this  entity  as  pri- 
mary herpetic  gingivostomatitis,  thereby  differ- 
entiating it  from  the  commonly  used  term  of  aph- 
thous stomatitis.  Associated  factors  which  have 
been  implicated  are  social  drinking,  fatigue, 
menses,  upper  respiratory  infections,  poor  nu- 
tritional status,  and  antibiotic  therapy.  But 
many  cases  arise  in  people  who  are  in  apparent 
good  health.  The  disease  may  be  remarkably 
chronic,  recurring  whenever  the  patient  becomes 
overtired. 

Treatment  has  been  generally  ineffective. 
Silver  nitrate  cautery,  sodium  perboral,  and  gen- 
tian violet  all  have  been  tried.  Several  years 
ago  we  made  a chance  observation  which  has 
seemingly  resulted  in  the  discovery  of  an  effective 
treatment. 

At  that  time  several  patients  were  seen  who 
were  suffering  from  diarrhea  due  to  broad-spec- 
trum antibiotic  therapy.  In  several  cases  Lacto- 
bacillus suspension  (Lactinex*)  was  used  in 
tablet  form.  Although  not  always  effective  in 
controlling  the  diarrhea,  there  were  two  indi- 
viduals with  severe  aphthous  stomatitis  whose 


* Lactinex  for  this  study  was  furnished  by  Hynson,  West- 
cott  and  Dunning,  Baltimore,  Maryland. 


oral  lesions  were  dramatically  improved. 

Stimulated  by  this  experience,  we  have  since 
treated  a small  group  of  patients  suffering  from 
aphthous  stomatitis,  with  Lactobacillus  suspen- 
sion tablets. 

Case  Reports 

Case  1. — A thirty-nine-year-old  physician’s  wife 
had  been  complaining  of  almost  continuous  aphthous 
stomatitis  of  two  years’  duration  which  developed 
following  treatment  with  an  antibiotic  for  an  acute 
upper  respiratory  infection.  Her  stomatitis  had 
not  responded  to  any  medication.  Routine  labo- 
ratory studies  and  physical  examination  were  within 
normal  limits  except  for  the  lesions  characteristic  of 
stomatitis.  The  use  of  two  Lactobacillus  suspension 
tablets,  dissolved  in  the  mouth  with  milk  four  times 
a day,  promptly  relieved  her  symptoms.  On  dis- 
continuing the  use  of  this  drug,  symptoms  promptly 
recurred,  and  it  has  been  necessary  for  her  to  con- 
tinue the  use  of  this  drug  for  the  past  two  years. 
There  have  been  no  undesirable  side-effects. 

Case  2. — A thirty-five-year-old  bus  driver  pre- 
sented himself  with  typical  multiple  aphthous  ulcers 
of  three  days’  duration.  He  was  given  Lactobacillus 
suspension  tablets  in  the  recommended  dosage. 
He  reported  that  symptoms  were  completely  re- 
lieved after  two  days’  medication.  When  last 
examined,  there  was  no  evidence  of  recurrence. 

Case  3. — A girl  with  congenital  paraplegia  and 
a cord  bladder,  required  suprapubic  cystotomy. 
She  had  been  heavily  medicated  with  antibiotics 
and  developed  severe  gastroenteritis  as  well  as 
aphthous  stomatitis.  The  oral  lesions  and  diar- 
rhea cleared  promptly  within  two  days  after  in- 
stituting Lactobacillus  therapy. 

Case  4. — A twenty-nine-year-old  female  patient 
complained  of  sore  throat  and  “cankers.”  Physical 
examination  showed  several  fairly  typical  shallow 
ulcers  involving  the  buccal  and  pharyngeal  mucosa. 
She  was  treated  with  Lactobacillus  suspension  tab- 
lets. Within  two  days  the  lesions  in  her  mouth  and 
throat  had  cleared  completely. 

Case  5. — A forty-two-year-old  graduate  nurse 
was  admitted  with  severe  dehydration  and  oliguria. 
These  were  the  result  of  severe  aphthous  stomatitis 
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with  limitation  of  intake.  Forty-eight  hours  after 
treatment  with  Lactobacillus  therapy  all  ulcers 
had  healed,  she  was  taking  fluids  well,  and  urine 
volume  returned.  A salivary  acid  phosphatase  de- 
termination made  at  the  onset  of  treatment  with 
Lactobacillus  suspension  tablets  demonstrated  3.54 
King-Armstrong  units  with  24.4  mm.  per  L.  of  phos- 
phcrus.  A similar  determination  on  the  second  day 
of  treatment  demonstrated  10  King-Armstrong 
units  of  phosphatase  and  an  acid  phosphorus  of  31.8 
mm.  per  L. 

Case  6. — A thirty-eight-year-old  woman  had 
vesicular  lesions  involving  the  skin  of  the  lower  lip 
which  were  fairly  typical  of  herpes  simplex  of  one 
day’s  duration.  These  lesions  were  thought  to  have 
developed  as  a result  of  overexposure  to  the  sun. 
On  physical  examination  all  vital  signs  were  within 
normal  limits  except  for  a spreading  vesicular  lesion 
involving  the  lower  lip.  After  two  days  of  treat- 
ment with  Lactobacillus  therapy,  the  lesions  showed 
evidence  of  rapid  healing.  When  treatment  was 
discontinued,  the  lesions  which  had  previously  been 
resolving,  recurred. 

Comment 

Studies  are  underway  in  an  effort  to  determine 
the  mechanism  of  action  of  this  agent.  Some 
alteration  in  oral  microbiology  or  biochemistry 
must  underlie  this  effect.  The  data  in  Case  5 
suggest  some  relation  to  salivary  phosphate  and 

• 


acid  phosphatase  changes.  It  is  of  great  interest 
in  this  connection  that  Amos3  has  described  the 
inactivation  of  herpes  simplex  virus  by  phos- 
phatase enzymes.  Glock  and  his  associates4 
have  shown  that  in  bacteria-free  salivary  filtrates, 
there  is  no  phosphatase  activity. 

Studies  of  the  effect  of  Lactobacillus  therapy 
on  oral  phosphatase  activity  will  be  reported 
separately. 

Summary 

1.  Aphthous  stomatitis  (canker  sores)  has 
been  treated  with  Lactobacillus  suspension 
tablets  (Lactinex). 

2.  The  dose  is  two  tablets  four  times  a day 
dissolved  in  the  mouth  with  milk. 

3.  Under  this  treatment  the  ulcers  rapidly 
heal,  and  the  symptoms  disappear. 

4.  Studies  are  under  way  to  evaluate  the 
mechanism  of  this  effect. 

1180  Beacon  Street 
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Pigeon  Related  to  Itching  Skin  Disorder 


The  migration  of  pigeons  to  suburbs  is  creating 
still  another  hazard  for  the  harassed  suburbanite — 
the  danger  of  being  bitten  by  a pigeon  parasite. 

Large  numbers  of  pigeons  formerly  living  on  office 
buildings  have  been  driven  from  city  business  dis- 
tricts and  are  now  nesting  around  homes  in  suburban 
areas. 

When  they  moved,  they  carried  with  them  Der- 
manyssus  gallinae,  commonly  called  the  chicken 
mite. 

The  mite  lives  on  blood — usually  that  of  fowl,  but 
on  occasion  it  will  attack  humans. 

Fourteen  cases  of  humans  being  bitten  by  chicken 
mites  carried  by  pigeons  were  reported  in  the  April 
Archives  of  Dermatology,  published  by  the  American 
Medical  Association. 

Dr.  Gerard  A.  DeOreo,  Cleveland,  noted  that  the 
medical  literature  has  numerous  reports  of  dermatitis 


resulting  from  D.  gallinae,  but  the  pigeon  has  seldom 
been  recognized  as  a vector. 

The  commonest  skin  reaction  from  the  mite’s  bite 
was  a red  spot  resembling  a mosquito  bite.  There 
was  usually  a clustering  of  three  to  six  individual  red 
spots.  Itching  developed  a few  moments  to  several 
hours  after  the  bite  had  been  inflicted. 

Successful  treatment  depends  on  recognizing  that 
the  common  pigeon  may  be  the  source  of  mites  and 
eradicating  the  pigeons’  nests. 

A number  of  potent  acaricides,  chlorophenothane 
(DDT),  chlordane,  and  lindane,  are  effective  in  the 
destruction  of  mites.  An  emulsion  containing 
benzoate,  benzocaine,  and  DDT  is  a useful  repellent 
when  applied  to  the  skin,  Dr.  DeOreo  said. 

He  concluded  that  the  pigeon  should  be  suspected 
as  a possible  cause  of  itching  skin  disorders  of  obscure 
origin  in  the  spring  and  summer. 
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Clinical  Evaluation  of  an  Antiseptic  Medicated 
Cream  in  the  Treatment  of  Acne  Vulgaris 

IRVING  L.  MILBERG,  M.D.,  NEW  YORK  CITY 


There  are  many  reports  in  the  literature  which 
describe  various  remedies  for  acne  vulgaris. 
The  etiologic  factors  which  contribute  to  this 
condition  are  multiple  and  varied.  Therefore, 
the  therapeutic  approach  to  acne  has  become 
more  and  more  complex.1-5  In  general,  thera- 
peutic measures  for  acne  have  been  local  medica- 
tions,6,7 minor  surgical  procedures,  various  forms 
of  physical  therapy,8,9  hormonal  therapy,10-13 
dietary  restriction,14  antibiotics,1,4,15-17  vita- 
mins,18,19 vaccines,20  climatotherapy,  and  psycho- 
therapeutic measures.21  Any  one  of  these  meas- 
ures or  combination  of  them  has  been  used  with 
varying  degrees  of  success. 

In  1896  acne  was  described  pathologically  as  a 
hyperkeratosis  of  the  epidermis,  with  a plugging 
of  the  follicular  apparatus  by  this  hyperkera- 
tinization  process.22  Sixty  years  later  further 
pathologic  studies  revealed  hyperkeratinization 
of  the  excretory  duct  of  the  sebaceous  gland  which 
results  in  the  deposition  of  a plug  in  the  follicular 
neck.23  Thus,  part  of  the  problem  of  acne  still 
revolves  around  removal  of  these  plugs  or  pre- 
vention of  their  formation  by  the  use  of  local 
medication.  To  accomplish  this  removal  a 
medicament  should  have  keratolytic  properties. 
Further  desirable  attributes  of  such  a medication 
would  be  an  ability  to  absorb  oil  and  water  and 
to  be  antiseptic  in  its  action.  Such  a prepara- 
tion came  to  our  attention  in  June,  1956,  and  a 
clinical  study  was  inaugurated  to  determine  its 
effectiveness  in  the  treatment  of  acne  vulgaris. 

The  medication  will  be  referred  to  as  Com- 
pound A.*  Laboratory  in  vitro  tests  proved  this 
medication  in  cream  form  to  be  antiseptic  and 
bactericidal  against  skin  organisms.  The  residual 
white  powder  left  on  drying  is  also  bacteriostatic. 
The  formula  of  Compound  A contains  the  follow- 
ing chemicals:  benzoic  acid,  3.45  per  cent;  zinc 
oxide,  1 per  cent;  zinc  stearate,  14.25  per  cent; 
boric  acid,  12.20  per  cent;  alcohol  S.D.  #40,  20 
per  cent,  and  vanishing  cream-type  base,  49.10 
per  cent. 

* Compound  A was  supplied  by  the  Pharma-Craft  Corpora- 
tion, Cranbury,  New  Jersey. 


Selection  of  Patients 

The  252  patients  in  this  study  included  coed 
college  girls,  teen-agers  from  a private  camp,  and 
patients  from  private  practice.  The  patients 
represented  a random  group  of  acne  cases  which 
were  seen  during  a period  from  June,  1956  to 
December,  1957.  The  severity  of  the  eruptions 
varied  from  mild  papulopustular  eruptions  with 
comedones  to  severe  cystic  types.  Many  cases 
were  of  long-standing  duration.  Almost  all  the 
patients  had  received  previous  treatment;  some 
had  received  simple  proprietaries  and  patent 
lotions,  while  others  had  x-ray  and  antibiotics. 
There  were  162  females  and  90  males  with  an  age 
variation  from  twelve  to  forty  years. 

Methods 

For  the  purpose  of  control  studies,  the  patients 
were  divided  into  the  following  four  groups. 

Group  1. — This  group  consisted  of  30  patients 
who  used  Compound  A on  one  side  of  the  face 
and  either  Compound  B or  Compound  C on  the 
other  side  of  the  face  each  night  before  retiring. 
Compound  B had  8 per  cent  sulfur,  2 per  cent 
resorcinol,  0.25  per  cent  hexachlorophene,  and  11 
per-  cent  alcohol  in  a grease-free,  tinted  vehicle. 
Compound  C contained  8 per  cent  sulfur,  2 per 
cent  resorcinol,  and  10  per  cent  alcohol  in  a grease- 
less base  containing  bentonite,  propylene,  glycol, 
titanium  dioxide,  essential  oils,  and  color  matter. 

Group  2. — This  group  of  112  patients  had 
used  other  local  medications  prior  to  the  use  of 
Compound  A.  They  were  observed  after  using 
Compound  A and  its  effectiveness  was  then  com- 
pared to  other  local  medications.  ' 

Group  3. — This  group  consisted  of  24  patients 
who  had  received  other  forms  of  therapy  but 
who  had  never  had  any  topical  applications. 

Group  4. — These  86  patients  had  not  received 
any  treatment  at  all  prior  to  the  use  of  Com- 
pound A. 

Results 

Group  1. — Fifteen  patients  used  Compound  A 
on  one  side  of  their  faces  and  Compound  B on  the 
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other.  The  other  15  patients  used  Compound  A 
and  Compound  C.  All  the  patients  in  this  group 
showed  more  improvement  on  the  side  of  the 
face  treated  with  Compound  A. 

Group  2. — In  this  group,  105  patients  showed 
more  improvement  after  the  use  of  Compound  A 
than  with  previous  local  medications.  Seven 
patients  complained  that  the  use  of  this  medica- 
tion did  not  help  them  therapeutically  (three  of 
these  patients  refused  to  use  Compound  A be- 
cause of  a stinging  sensation;  four  patients  felt 
their  condition  worsened  after  applying  the 
medication). 

Group  3. — In  this  group,  22  patients  showed 
improvement  after  the  application  of  Compound 
A.  Two  patients  showed  no  change. 

Group  4. — In  this  group  of  86  patients,  20 
were  very  much  improved,  47  showed  improve- 
ment, 17  showed  no  change,  and  two  were  worse 
after  the  application  of  Compound  A. 

Almost  all  of  the  patients  described  an  initial 
stinging  sensation  which  lasted  for  a few  minutes. 
Some  of  the  patients  even  experienced  this  sensa- 
tion as  a pleasurable  one.  There  was  no  differ- 
ence in  the  response  of  the  male  or  female  pa- 
tients. The  best  response  by  far  was  noted  in  the 
milder  cases  of  acne.  In  the  group  of  seven  pa- 
tients who  did  not  tolerate  the  use  of  the  cream, 
one  patient  had  a contact  type  of  dermatitis,  and 
two  patients  complained  that  the  burning  sensa- 
tion was  excessive  for  them. 

Comment 

At  the  present  time  there  is  no  single  remedy 
which  is  a panacea  for  acne  vulgaris.  The  most 
important  consideration  in  the  topical  treatment 
of  acne  is  proper  skin  hygiene  and  avoidance  of 
oils  and  greases  on  the  skin.  The  keratolytic 
action  and  oil  absorbing  qualities  of  this  prepara- 
tion make  this  cream  a valuable  therapeutic  agent 
in  the  topical  treatment  of  acne.  The  prepara- 
tion was  accepted  very  well  by  the  patients,  for  in 
addition  to  its  therapeutic  efficacy,  there  were  no 
complicated  processes  involved  in  its  use.  The 
cream  was  applied  every  night,  and  after  drying 
there  was  a white  powder  left  which  was  washed 
off  in  the  morning.  In  a clinical  study  such  as 
this,  it  is  of  course  impossible  to  obtain  perfect 
results.  Since  this  study  was  initiated  in  the  late 
spring  of  1956,  it  was  our  first  impression  that 


some  of  the  value  noted  was  related  to  the 
beneficial  effects  of  the  summer  season.  How- 
ever, the  percentage  of  improvement  did  not 
vary  significantly  when  the  effects  of  the  medica- 
tion were  studied  throughout  the  following  year 
and  a half.  It  is  apparent  from  the  results  of 
this  study  that  this  medicated  antiseptic  cream  is 
an  excellent  adjuvant  in  the  treatment  of  the 
milder  and  uncomplicated  cases  of  acne  vulgaris. 


Summary 

In  this  clinical  study,  252  patients  with  acne 
vulgaris  of  varying  degrees  were  treated  with  an 
antiseptic  medicated  cream  (Compound  A). 
Those  patients  were  observed  from  June,  1956  to 
December,  1957.  Over-all  results  showed  65 
patients  to  be  very  much  improved  and  136  pa- 
tients improved,  while  45  patients  showed  no 
change,  and  six  patients  were  worse.  The  best 
results  were  obtained  in  the  milder  and  uncom- 
plicated cases. 

122  East  78th  Street 
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Diagnosis 

The  second  major  advancement  in  the  field  of 
radioisotope  medicine  is  in  the  increased  diag- 
nostic use  of  these  tools.  The  diagnostic  ap- 
plication stems  directly  from  the  research  activ- 
ities in  this  field. 

Thyroid  Function. — The  most  commonly 
used  isotope  for  diagnostic  study  has  been  I131 
for  the  diagnosis  of  thyroid  disease.  This 
application  not  only  has  enabled  more  accurate 
evaluation  of  function,  but  has  aided  enormously 
in  understanding  thyroid  physiology.  Basi- 
cally, the  tests  used  depend  on  the  pick-up  of 
iodide  by  the  thyroid  gland  cell,  its  oxidation  to 
iodine,  and  the  binding  of  iodine  into  the  mole- 
cule of  thyroid  hormone.  Iodine131  (as  sodium 
iodide131)  is  administered  in  tracer  quantity  as 
carrier-free  I131,  that  is,  containing  no  stable 
iodine.  In  general,  the  more  active  the  func- 
tion of  the  gland,  the  greater  and  more  rapid 
is  the  pick-up  of  I131  by  the  thyroid  and  the 
more  rapid  its  incorporation  into  thyroid  hor- 
mone. 

Several  technics  have  been  applied  to  evaluate 
thyroid  function.115  The  methods  principally 
employed  are:  (1)  per  cent  of  orally  admin- 

istered dose  of  I131  excreted  in  the  urine  in  a 


twenty-four-hour  period,  (2)  fraction  of  I131 
dose  picked  up  and  retained  by  the  gland  in 
twenty-four  hours  following  its  oral  admin- 
istration, (3)  the  clearance  of  I131  by  the  thyroid 
after  intravenous  administration,  utilizing  si- 
multaneous measurement  of  gland  pick-up  and 
renal  excretion,  and  (4)  calculation  of  the  con- 
version ratio  of  orally  administered  I131  to 
protein-bound  Iisi  ii6, 117  js  probable  that 

the  least  valuable  method  is  the  determination 
of  I131  excretion  alone.  The  twenty-four-hour 
uptake  may  constitute  a good  screening  test, 
but  there  is  so  large  an  overlap  between  normal 
and  abnormal  that  it  is  poor  for  accurate  diag- 
nosis. Many  clinics  have  adopted  a combination 
of  the  clearance  technic  and  twenty-four-hour 
uptake,  followed  by  determination  of  protein- 
bound  radioactivity  in  blood  specimens.  In  a 
recent  appraisal  of  thyroid  function  studies, 
seven  practicable  tests  were  evaluated.118  These 
included  six-hour  uptake,  twenty-four-hour  up- 
take, twenty-four-hour  excretion,  accumulation 
rate,  extra  renal  disposal  rate,  conversion  ratio, 
and  thyroid  iodide  clearance.  All  seven  tests 
were  relatively  accurate  in  the  diagnosis  of 
hyperthyroidism,  but  in  the  series  described,  the 
six-hour  uptake  and  the  thyroid  clearance  were 
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considered  the  most  complete  and  accurate. 
It  was  felt  that  the  six-hour  uptake  was  not  only 
simpler,  but  more  accurate  than  the  twenty-four- 
hour  uptake.118  While  I131  has  been  an  excellent 
tool  in  the  diagnosis  of  hyperthyroidism,  it  has 
been  the  experience  of  the  authors  that  it  has 
limited  application  in  the  diagnosis  of  hypo- 
thyroidism. 

Blood  Volume. — Measurement  of  blood  vol- 
ume is  another  diagnostic  application.  Plasma 
proteins  may  be  labelled  with  I131,  the  isotopes 
of  iron,  Fe55  and  Fe59,  P32,  K42,  and  Cr51.3-5-7-11 
The  isotopes  of  iron  are  inconvenient  to  use 
because  of  the  long  half-life  of  Fe69  and  because  a 
compatible  blood  donor  must  be  employed  to 
incorporate  radioactive  iron  into  his  red  cells. 
The  donor  would  be  subjected  to  frequent 
bloodlettings  whenever  the  red  cell  mass  of  a 
recipient  was  to  be  studied.  The  isotope  of 
potassium  has  an  extremely  short  half-life,  and 
therefore  is  not  suitable  for  long-range  studies. 
This  isotope,  as  well  as  that  of  phosphorus  and 
chromium,  can  be  incorporated  into  the  red 
cell  by  in  vitro  incubation  for  an  hour  or  so, 
employing  the  red  cells  of  the  patient  under 
study  and  making  prepared  donors  unnecessary. 
The  tagged  red  cells  then  are  reinjected  into  the 
patient,  and  the  red  cell  volume  then  can  be 
calculated  by  the  dilution  technic.  Plasma 
volume  can  be  measured  employing  tagged 
albumin.  It  is  advisable  to  determine  both  the 
red  blood  cell  mass  and  plasma  volume  simul- 
taneously, but  in  most  clinical  situations  valuable 
information  may  be  derived  from  the  simpler 
technic  of  using  labelled  albumin  to  measure 
plasma  volume  alone. 

Any  accurate  measurements  of  red  cell  mass 
renders  the  tagged  red  cell  technic  essential. 
Radioactive  P32  offers  a technical  advantage 
over  Cr51,  since  it  emits  only  beta  radiation 
(Cr51  is  a gamma  emitter).  Since  I131  is  a strong 
gamma  emitter,  the  P32  tag  on  red  cells  and  I131 
tracer  albumin  can  be  counted  simultaneously, 
without  significant  difficulty  or  expensive  equip- 
ment. Chromium,  on  the  other  hand,  with  a 
decay  schema  very  close  to  that  of  iodine,  neces- 
sitates the  introduction  of  the  technic  of  pulse 
height  analysis.  This  technic  necessitates  the 
analysis  of  peak  energies  of  each  isotope,  and 
although  this  is  not  difficult,  special  equipment 
is  required  which  is  not  generally  available  in 
routine  laboratories.  Chromium  has  the  ad- 
vantage of  firmly  binding  to  the  red  cell  stroma 
and  provides  a much  more  permanent  label 


than  does  phosphorus. 

Red  Cell  Survival  and  Hematologic 
Disorders.— For  the  reasons  mentioned  above, 
radioactive  chromium  finds  use  in  studies  of 
red  blood  cell  survival.119  Seventy-five  to  100 
microcuries  of  radioactive  chromium  (tagged 
to  the  patient’s  own  red  cells)  are  administered 
intravenously  and  the  concentration  of  radio- 
activity determined  at  intervals  of  a few  days 
to  weeks.  The  red  blood  cells  of  normal  sub- 
jects have  been  found  to  have  a survival  half- 
time by  this  method  of  between  twenty-eight 
to  thirty-five  days.  This  technic  gives  results 
which  differ  significantly  from  the  red  cell 
survival  times  derived  by  the  Ashby  technic. 
A principal  reason  accounting  for  this  difference 
is  a loss  of  chromium  from  the  red  cells  at  the 
rate  of  approximately  1 per  cent  per  day,  in- 
dependent of  the  actual  red  cell  destruction.119 
Thus,  not  only  are  we  measuring  the  random 
destruction  of  a population  of  red  cells,  but  in 
addition,  the  constant  fraction  of  the  tracer 
lost  per  day.  In  the  measurement  of  red  cell 
survival  by  this  technic  a constant  total  blood 
volume  is  assumed,  but  large  alterations  in 
blood  volume  will  render  invalid  calculations  of 
the  survival  study.120  The  possibility  of  errors 
thus  introduced  must  be  considered  in  inter- 
pretation of  results.  Chromium-labelled  cells 
also  have  been  used  to  quantitate  blood  loss  in 
the  stool  by  relating  the  amount  of  activity  in  a 
two  or  three  day  fecal  collection  to  the  mean 
concentration  in  the  blood  stream  during  this 
period  of  time.121  The  chromium-labelled  cell 
is  useful  in  localizing  the  sequestration  of  red 
cells.122  A sensitive  counter  placed  over  the 
liver,  spleen,  and  sternal  areas  will  allow  the 
daily  activity  to  be  plotted  and  related  to  the 
declining  blood  stream  activity  so  that  abnormal 
concentrations  of  red  cells  can  be  found.  It 
has  been  suggested  that  such  preoperative 
study  may  aid  in  the  selection  of  patients  with 
hemolytic  anemias  who  may  be  helped  by  sple- 
nectomy. 

Hematologic  disorders  also  may  be  studied 
clinically  using  Fe59  78-123  and  vitamin  Bi2  la- 
belled with  cobalt60.124-127  Following  an  oral 
dose  of  Fe59,  the  amount  of  radioactive  iron 
absorbed  will  reflect  the  state  of  stable  iron 
metabolism  and  the  iron  absorptive  function 
of  the  bowel.  The  intravenous  administration 
of  Fe59  is  followed  by  a more  rapid  red  cell 
pickup  of  iron  in  hypochromic  anemias  of  the 
iron  deficiency  group  than  in  normal  subjects. 
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In  addition,  the  plasma  clearance  of  iron  is 
very  rapid  in  iron  deficiency  anemias.  Clear- 
ance of  iron  from  plasma  is  very  slow  in  aplastic 
anemias.78 

Cobalt^-vitamin  Bi2  has  become  a very  useful 
tool  in  the  diagnosis  of  pernicious  anemia. 
Various  methods  have  been  employed  in  the 
study  of  this  disease.127-131  Following  the  oral 
administration  of  one  half  of  a meg.  of  vi- 
tamin B12  containing  0.5  microcuries  of  co- 
balt60, the  radioactivity  in  the  stool,127  plasma,128 
and  over  the  liver129  may  be  assayed.  The  most 
commonly  applied  technic  is  that  of  urinary 
excretion  studies.  In  this  technic,  the  oral  dose 
of  vitamin  Bi2  labelled  with  radioactive  cobalt  is 
preceded  or  followed  immediately  by  a large 
dose  of  stable  vitamin  Bi2,  and  the  urinary 
excretion  of  radioactive  cobalt  is  measured. 
Patients  with  pernicious  anemia,  failing  to 
absorb  vitamin  Bi2  because  of  intrinsic  factor 
deficiency,  will  excrete  less  than  3 to  4 per  cent 
in  twenty  four  hours.  Patients  with  other 
absorptive  defects,  such  as  steatorrhea,  ex- 
crete the  isotope  in  an  intermediate  range  be- 
tween this  low  value  and  the  normal  value  of 
6 to  30  per  cent.128  Renal  diseases  interfering 
with  excretion  will  yield  false  low  values  and 
will  necessitate  the  use  of  some  other  technic. 

Cardiac  Output. — Plasma  and  red  cell  labels 
may  be  used  to  measure  cardiac  output  applying 
the  isotope  dilution  curve  method.24  In  patients 
with  severe  congestive  failure,  however,  the 
curves  obtained  are  too  broad  and  permit  only  a 
very  rough  estimate  of  the  cardiac  output.  The 
use  of  small  ionic  tracers  is  also  poorly  suited 
for  this  measurement  because  of  the  significant 
loss  of  these  substances  during  their  transit 
through  the  normal  cardiopulmonary  pool. 
This  loss  is  greatly  magnified  in  patients  with 
congestive  heart  failure  where  the  determination 
of  cardiac  output  would  be  of  great  value. 

In  congenital  cardiac  disease,  both  dye  and 
radioactive  tracers  have  been  employed.  In 
these  studies  changes  in  the  shape  of  the  arterial 
dilution  curves  and  time  relationships  may  be 
related  to  cardiac  shunts.132133 

Tissue  Clearance. — Another  technic  avail- 
able for  study  of  the  circulation  is  the  clearance 
of  locally  deposited  radioactive  sodium24.134,135 
Sodium24  is  injected  in  small  volume  either 
intramuscularly,  subcutaneously,  or  intrader- 
mally,  and  the  radioactivity  is  assayed  by  plac- 
ing a sensitive  counter  in  close  approximation 
to  the  injection  site.  The  radioactivity  “seen” 


by  the  counter  will  diminish  rapidly  as  the 
sodium24  is  removed  by  the  circulation  of  the 
area  under  study.  In  these  studies  the  total 
counting  rate  is  a composite  of  many  phenomena, 
including  the  background  of  the  counter,  Na24 
dispersed  throughout  the  body,  intracellular 
penetration  of  Na24,  and  skin  contamination.135 
Although  these  four  factors  have  been  demon- 
strated to  play  an  insignificant  roll  in  such 
clearance  studies,  other  factors,  namely  Na24  in 
subcutaneous  tissue  and  Na24  in  muscle,  are 
the  important  components  of  the  disappearance 
curves.  Sodium24  is  removed  from  subcutaneous 
tissue  very  slowly,  and  as  the  muscle  concen- 
tration of  Na24  decreases,  the  counting  rate  will 
be  comprised  mainly  by  the  amount  of  sodium 
which  remains  in  the  subcutaneous  tissue.  If 
the  period  of  patient  observation  is  short,  the 
circulation  may  be  considered  erroneously  slow 
because  of  this  complicating  factor.  However, 
technics  have  been  described  wherein  the  study 
is  conducted  for  a sufficiently  long  period  to 
permit  clear  differentiation  of  the  slow  subcu- 
taneous component  from  the  earlier  and  more 
rapid  muscle  clearance.  These  studies  can  be 
utilized  to  measure  the  effectiveness  of  vasodi- 
lating drugs,  and  the  presence  or  progress  of 
peripheral  vascular  disease.134-138 

Liver  and  Kidney  Function. — The  prin- 
ciple underlying  the  use  of  radioactive-labelled 
dyes  for  liver  function  studies  has  been  de- 
scribed above  and  use  of  this  technic  as  a clinical 
test  is  becoming  more  common.139 

Diodrast  labelled  with  I131  has  recently  been 
used  to  study  renal  function.140  Two  external 
counters  are  placed  in  approximation  to  the 
kidney  outlines  and  a dose  of  Diodrast-I131 
injected  intravenously.  The  counters  will  first 
“see”  an  initial  peak  related  to  the  initial  cir- 
culation of  labelled  material  which  is  passing 
under  the  counters  in  the  renal  circulatory  bed. 
Following  this,  a second  slower  peak  is  attained, 
which  occurs  while  the  blood  concentration  is 
declining  rapidly.  This  probably  indicates  con- 
centration in  the  renal  tubular  cells  and  pelvis. 
The  third  portion  of  this  curve  declines  rapidly 
to  achieve  a plateau  and  probably  represents 
excretion  of  the  dye  into  the  lower  urinary 
tract.  This  test  may  be  well  suited  to  the 
diagnosis  of  some  cases  of  renal  parenchymal 
disease  and  renal  obstruction.  A nonfunction- 
ing kidney  will  reveal  a diminished  initial  cir- 
culatory pulse,  while  an  obstructive  lesion  will 
cause  a high  plateau  to  be  maintained  without 
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evidence  of  excretion. 

Tumor  Localization. — Many  tracers,  such 
as  iodinated  diiodofluorescein,141  albumin,142 
and  the  radioactive  isotopes  of  phosphorus,142-143 
potassium,  144-145  and  arsenic146  have  been  used 
to  localize  brain  tumors.  The  assumption  under- 
lying this  technic  is  that  the  tumor  or  its  blood 
supply  will  effect  higher  concentrations  of  radio- 
active tracers  than  the  surrounding  normal  tissue 
or  blood  supply,  and  the  increased  counting  rate 
resulting  may  localize  such  sites  by  external 
counters.  This  method  is  certainly  far  from 
well  established,  with  somewhat  less  than  60 
per  cent  accuracy  of  diagnosis  reported.145 
However,  the  use  of  phosphorus  in  the  diagnosis 
of  ocular  tumors  may  offer  a higher  percentage 
of  correct  diagnoses  in  terms  of  localization.147 

Gastrointestinal  Function. — In  the  study 
of  gastrointestinal  function  and  its  disorders, 
particularly  malabsorption  syndromes  and  pan- 
creatitis, iodinated  fatty  acids  and  triolein 
have  proved  useful.148-150  The  labelled  tracer 
is  probably  absorbed  intact  with  relatively 
little  iodide  lost  by  splitting  off  the  fatty  acids 
during  transit  in  the  gastrointestinal  tract. 
In  the  blood  stream  the  fat  is  bound  to  protein 
and  when  metabolized,  the  iodide  is  released 
and  excreted.  The  relative  amounts  absorbed 
have  been  calculated  from  samples  of  whole 
blood,  assayed  after  the  oral  administration. 
Significantly  lower  blood  levels  have  been 
observed  in  patients  with  malabsorption  syn- 
dromes and  chronic  pancreatic  diseases  than 
in  normal  subjects.  Exact  quantitative  ab- 
sorption studies  are  of  course  difficult  to  pro- 
ject, since  both  absorption  and  rate  of  metab- 
olism may  be  irregular,  and  the  concentration 
of  radioactive  material  in  any  timed  blood 
aliquot  may  represent  labelled  fat,  iodide  re- 
leased from  degraded  material  which  had  been 
absorbed  into  the  blood  stream  sometime  be- 
fore, and  either  iodide  or  fat  which  had  been 
recently  absorbed.  Renal  excretory  patterns 
may  add  significant  data  to  this  study. 

Therapy  with  Radioactive  Isotopes 

Therapy  with  radioactive  isotopes  has  been 
mainly  concerned  with  the  application  of  I131, 
P32,  chromic  phosphate-P32,  and  colloidal  Au198. 

Radioactive  Iodine.— The  major  use  of 
radioactive  iodine  has  been  in  thyroid  disease, 
but  more  recently  it  has  been  used  to  effect 
thyroid  ablation  in  the  empirical  therapy  of 
heart  failure  and  angina  pectoris. 


Hyperthyroidism. — The  use  of  radioactive 
iodide  therapy  in  hyperthyroidism  is  increas- 
ing. In  some  clinics  radioactive  iodide  therapy 
is  avoided  in  the  younger  age  group  because  of 
the  possibility  of  future  genetic  complications 
or  its  carcinogenic  potential.  Radioactive  io- 
dide therapy  of  hyperthyroidism  is  widely 
accepted  in  older  age  groups.  Debilitated 
individuals  or  those  with  severe  cardiac  or 
pulmonary  disease  in  whom  thyroid  surgery 
would  be  most  hazardous  have  been  particularly 
aided.  The  major  advantages  of  I131  use  are 
the  avoidance  of  surgical  complication  by  in- 
jury to  the  esophagus,  vocal  cords,  parathy- 
roid glands,  and  trachea,  occasionally  occurring 
in  the  best  clinics,  and  the  further  reduction 
of  an  already  satisfactorily  low  morbidity  and 
mortality  rate.  The  major  disadvantage  is 
the  possibility,  which  is  still  hypothesis,  that 
the  radiation  may  in  itself  induce  malignant 
change  some  years  later.  The  use  of  I131  for 
therapy  has  not  eliminated  other  forms  of  thy- 
roid management.  Each  patient  must  be  con- 
sidered individually  in  the  light  of  his  disease 
process  and  the  available  modalities.  Antithy- 
roid drugs,  radioactive  iodide,  and  surgery  all 
have  their  place. 

The  mode  of  radioactive  iodide  administration 
varies  from  clinic  to  clinic.  Methods  may  be 
listed  as:  (1)  the  standard  dose  method  in 

which  most  patients  receive  one  dose  of  3 to  4 
me.  regardless  of  uptake,  and  the  dose  is  re- 
peated at  four-  to  six-month  intervals  as  re- 
quired, (2)  the  variable  dose  method  in  which 
the  dosage  is  adjusted  in  terms  of  gland  size 
and  amount  of  radioactivity  retained  within 
the  thyroid  as  determined  by  previous  tracer 
study,  and  (3)  the  multiple  small  dose  method, 
where  small  repeated  doses  are  given  at  set 
intervals.115 

The  variable  dose  method  finds  most  fre- 
quent application.  The  gland  size  estimate 
depends  on  clinical  examination  by  inspection 
and  palpation.  Iodine131  distribution  within 
the  gland  can  be  only  roughly  determined. 
Even  with  accurate  uptake  studies,  some  var- 
iability of  dosage  is  still  present  because  of  the 
gland  weight  and  distribution  difficulty.  In 
some  clinics  dosage  estimate  is  based  on  the 
“biologic  half-life/ 1 that  is,  the  time  required 
for  the  activity  in  the  neck  to  decrease  by  half 
after  a tracer  dose.  Radiation  delivered  to  the 
thyroid  gland  varies  from  1 me.  to  as  high  as 
1.5  me.  per  10  Gm.  of  estimated  gland  weight, 
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depending  on  the  twenty-four-hour  uptake  of 
radioactive  iodide.  Whatever  the  actual 
method  of  dosage  determination,  with  growing 
clinical  experience  there  have  been  fewer  in- 
stances of  overtreatment  and  more  cures  fol- 
lowing a single  dose.  Remission  has  been  re- 
ported in  90  per  cent  of  cases.115 

Although  the  majority  of  cases  reported  from 
most  clinics  require  only  a single  dose  to  effect 
cure,  some  patients  may  require  treatment  with 
as  many  as  six  to  eight  doses.  The  need  for 
multiple  treatment  of  these  patients  does  not 
necessarily  reflect  ultraconservative  dosage,  since 
it  is  considered  more  than  adequate  when  based 
on  the  available  methods  of  estimations.  In 
a few  patients,  there  appears  to  be  relative 
resistance  to  therapy  which  may  very  well 
depend  to  some  extent  on  varied  distribution  of 
I131  within  the  gland.  It  is  well  known  that 
the  large,  multinodular,  toxic  goiter  may  re- 
quire a considerably  greater  dosage  of  radio- 
active iodine  than  a similarly  enlarged  diffuse 
goiter.  It  must  be  continually  recalled,  there- 
fore, that  cases  are  to  be  considered  individual^'. 

The  major  complication  following  therapy  of 
hyperthyroidism  with  radioactive  iodine  is  the 
development  of  myxedema,  the  reported  in- 
cidence of  which  varies  from  7 to  22  per  cent.115 
At  the  same  time,  death  from  therapy,  hypopara- 
thyroid  tetany,  and  vocal  cord  paralysis  are  un- 
known after  radioactive  iodine  therapy.  Occa- 
sionally a mild  thyroiditis  may  be  seen,  but  this  is 
rarely  of  consequence  except  in  the  cases  of  very 
large  glands  where  larger  doses  are  used. 

In  summary,  radioactive  iodine  has  proved 
to  be  a successful,  safe,  and  efficient  method  for 
the  treatment  of  hyperthyroidism.  Although 
the  fear  of  carcinogenesis  prevents  its  general 
use  in  the  young,  no  definite  case  of  thyroid 
cancer  resulting  from  radioactive  iodine  therapy 
has  as  yet  been  proved.  Since  thyroid  cancer 
occurs  in  approximately  0.4  per  cent  of  all  cases, 
a significant  increase  in  this  incidence  in  treated 
patients  would  be  necessary  to  prove  carcino- 
genesis resulting  from  I131  therapy. 

There  have  been  five  cases  of  leukemia  re- 
ported in  patients  following  administration  of 
I131  for  hyperthyroidism.  The  incidence  re- 
ported is  five  in  65,000,  but  since  all  therapy 
patients  are  not  known  (especially  those  treated 
privately),  the  incidence  is  probably  much  lower. 
After  analysis  of  dosage  in  at  least  two  of  the 
cases,  it  was  felt  that  the  occurrence  of  leukemia 
was  coincidental  and  a manifestation  of  spon- 


taneous incidence  of  leukemia.151-152 

Thyroid  Cancer. — The  best  therapy  of 
thyroid  cancer  at  present  is  surgical  removal 
with  radical  neck  dissection  if  necessary.  Radio- 
active iodine  has  proved  to  be  a useful  adjunct 
because  an  occasional  thyroid  cancer  will  have 
the  ability  to  pick  up  radioactive  iodine  as  does 
the  normal  gland.  In  such  cases,  when  metas- 
tases  are  present,  obliteration  of  the  gland  it- 
self, followed  by  radioactive  iodine  therapy, 
allows  the  metastatic  area  to  pick  up  radioactive 
iodine.  This  fortuitous  circumstance  may  re- 
sult in  eradication  of  the  metastases.  Since 
most  thyroid  carcinoma  metastases  are  not  able 
to  pick  up  radioactive  iodine,  thyrotropin  has 
been  administered  in  an  attempt  to  stimulate 
the  metastatic  lesion’s  ability  to  pick  up  I131. 
It  may  be,  however,  that  the  metastases  will 
also  be  stimulated  to  grow  and  defeat  the  pur- 
pose of  the  thyrotropin.  Nevertheless,  in  all 
cases  of  thyroid  cancer,  a profile  study  of  the 
entire  body  with  radioactive  iodine  as  a tracer  is 
mandatory,  if  only  to  uncover  the  unusual  case 
of  metastases  that  may  be  cured  with  radioactive 
iodine.  The  use  of  I131  in  thyroid  cancer  has 
been  reviewed  elsewhere.115- 153-155 

Cardiovascular  Disease. — Complete  abla- 
tion of  the  thyroid  gland  with  resultant  myx- 
edema was  found  to  alleviate  some  symptoms 
of  congestive  heart  failure  and  especially  the 
pain  in  coronary  heart  disease.155-157  It  is  a 
common  experience  that  relief  of  symptoms  in 
angina  has  been  relative^  successful  in  the 
majority  of  patients  who  have  received  a myx- 
edema-producing dose  of  radioactive  iodine. 
The  caution  must  be  introduced,  however,  that 
many  patients  experiencing  relief  of  angina 
have  complained  bitterly  of  the  depressive 
symptoms  of  myxedema.  The  treatment  of 
such  patients  with  small  doses  of  thyroid  extract 
may  bring  return  of  angina.  Nevertheless,  in 
carefully  selected  cases,  radioactive  iodine  offers 
relief  that  often  is  most  welcome  to  a patient  worn 
out  by  pain.  There  is  as  yet  no  evidence  that 
radioactive  iodine  therapy  alters  the  ultimate 
disease  outcome. 

The  results  in  management  of  congestive 
heart  failure  have  not  been  as  gratifying.  Nei- 
ther relief  of  intractible,  progressive  failure  nor 
significant  alteration  of  the  course  of  the  disease 
has  been  consistently  reported. 

Radioactive  Phosphorus  (P32). — Phospho- 
rous32 is  most  commonly  used  as  the  soluble 
acid  phosphate  NaHP3204.  This  substance, 
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enjoying  total  body  distribution  with  significant 
localization  in  the  areas  of  rapid  cell  growth,  such 
as  bone  and  bone  marrow,  has  found  use  in 
polycythemia  and  leukemia.165  The  results  of 
P32  in  leukemia  cannot  be  said  to  be  better  than 
any  of  the  other  forms  of  radiation  or  chemical 
therapy  in  present  use.  In  polycythemia  vera, 
however,  remissions  have  been  induced  for  a 
year  or  longer  after  a single  dose  of  P32  without 
the  necessity  of  repeated  phlebotomies.  In 
some  patients  with  polycythemia  vera  under- 
going initial  therapy,  the  hemoglobin  may  be 
reduced  to  normal  levels  by  phlebotomy.  Phos- 
phorous32 is  then  administered  intravenously  in 
doses  of  3 to  5 me.  In  general,  the  dose  is  not 
repeated  in  less  than  six  months  to  one  year  and 
is  not  repeated  unless  there  is  clinical  and  hema- 
tologic evidence  of  relapse.  The  remission 
following  P32  therapy  is  associated  with  main- 
tenance of  normal  hemoglobin  and  red  cell 
levels  and  nearly  normal  platelets  and  white 
cell  counts.  In  consideration  of  P32  therapy 
the  danger  of  inducing  leukemia  in  the  patient 
with  polycythemia  vera  is  frequently  discussed. 
Since  leukemia  was  reported  in  cases  of  polycy- 
themia long  before  the  use  of  P32,  and  leukemia 
was  the  anticipated  end  result  in  a significant 
percentage  of  cases,  unless  the  incidence  of 
leukemia  is  increased  following  P32,  the  radio- 
active agent  cannot  be  considered  per  se  as  a 
causative  factor.  There  has  been  no  proved 
increase  in  the  incidence  of  leukemia  in  P32- 
treated  polycythemia.155  In  our  experience, 
P32  has  not  proved  to  be  satisfactory  in  second- 
ary polycythemia,  and  there  would  be  basic 
objections  to  its  use  from  current  understanding 
of  cardiopulmonary  physiology. 

Another  use  of  P32  has  been  local  rather  than 
systemic  administration.  In  this  mode  of 
therapy,  P32  is  administered  as  chromic  phos- 
phate with  a very  slow  rate  of  diffusion  from 
the  injection  site.  Chromic  phosphate  salts 
have  been  used  to  treat  superficial  forms  of 
malignant  disease  which  can  be  reached  by 
hypodermic  needle.  In  general,  injection  is 
made  at  various  sites  into  the  malignant  mass 
at  regular  spaced  intervals.  Since  the  only 
particle  emitted  by  P32  is  a beta  particle,  the 
range  of  activity  and  therapeutic  effect  in 
producing  cancerocidal  dosage  is  limited  to  a 
few  millimeters.  Although  it  has  not  been 
shown  that  this  method  of  therapy  is  more 
effective  than  roentgen  therapy  or  radium 
application,  its  availability  may  offer  another 


weapon  for  palliation  of  malignant  disease.1551 
Colloidal  phosphate  also  has  been  applied  m the; 
therapy  of  malignant  effusions.  Because  it  is'- 
solely  a beta  emitter,  it  has  the  advantage  in  the 
use  of  local  epithelial  lesions.155-158-159 

Radioactive  Gold  (Au198). — In  recent  years 
the  use  of  radioactive  gold  has  been  advanced  for 
the  treatment  of  malignant  disease  involving 
peritoneal  or  pleura  surfaces  and  in  carcinoma 
of  the  prostate.  It  is  generally  recognized 
that  involvement  of  the  pleura  or  peritoneum  by 
tumor  metastases  often  will  be  associated  with 
recurrent  effusion  or  ascites.  There  has  been 
little  to  offer  patients  exhibiting  such  processes, 
even  for  palliation.  With  the  use  of  radioactive 
gold,  some  relief  by  decrease  in  the  rate  of  pro- 
duction of  effusion  has  been  seen.  The  ascitic 
or  pleural  fluid  is  usually  removed  prior  to  the 
administration  of  the  isotope.  The  radioactive 
gold  is  then  infused  directly  into  the  diseased 
cavity.  About  35  to  75  me.  are  administered 
to  the  pleural  space  and  as  much  as  125  to  150 
me.  to  the  peritoneum.  It  has  been  shown 
that  the  gold  is  deposited  along  the  pleural  or 
peritoneal  cavity  and  effectively  provides  radia- 
tion to  the  area  of  metastatic  deposition.155. 
The  bedside  care  of  such  patients  requires 
special  precautions  which  often  prove  cumber- 
some. 

Radioactive  Cobalt,  Iridium,  and  Cae- 
sium.— Little  will  be  said  about  the  therapeutic 
uses  of  cobalt,  iridium,  and  caesium,  since  they 
are  used  mainly  as  a source  of  gamma  radiation 
that  is  applied  as  strong  x-ray  therapy.  Radio- 
active cobalt  has  not  been  used  systematically 
therapeutically.  Radioactive  iridium  (Ir192)  and 
caesium  (Cs137)  also  have  been  applied  in  tele- 
therapy therapeutically.  The  application  of 
isotopes  in  teletherapy  has  been  reviewed 
elsewhere.155 

Summary 

In  this  brief  review  we  have  attempted  to 
point  out  some  of  the  potentials  that  radioactive 
tracers  possess.  It  has  not  been  the  purpose 
of  this  paper  to  review  the  many  different  iso- 
topic applications  but  rather  to  give  examples  in 
basic  research,  diagnosis,  and  therapy. 
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Smoking  Has  Various  Effects  on  Eye 


Smoking  makes  the  blood  vessels  of  the  hands  and 
feet  constrict,  and  it  has  been  assumed  that  it  also 
causes  the  vessels  of  the  eye  to  constrict.  However, 
a recent  study  has  shown  that  “this  is  not  necessarily 
true.” 

The  study,  made  by  three  San  Francisco  doctors, 
showed  that  smoking  constricts  the  retinal  blood 
vessels  in  a few  people,  changes  them  not  at  all  in 


most,  and  may  actually  dilate  them  on  rare  occasions. 

The  explanation  to  these  apparently  inconsistent 
results  probably  lies  in  the  fact  that  nicotine  “is  a 
drug  with  multiple  actions  and  varying  effects,”  the 
doctors  said  in  the  April  Archives  of  Ophthalmology. 

The  authors  are  Drs.  Jerome  W.  Bettman,  Victor 
Fellows,  and  Peter  Chao  of  the  Division  of  Ophthal- 
mology, Stanford  Medical  School. 
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BUFFALO,  NEW  YORK 


Conducted  by  John  w.  pickren,  m.d. 


JANUARY  26,  1957 


Discussed  by  Charles  ross,  m.d 


Case  History 

This  seventy-one-year-old  white  male  noted  a 
mass  in  the  right  supraclavicular  region  five 
years  before  admission  to  Roswell  Park  Memorial 
Institute.  At  another  hospital  the  mass  was 
excised.  It  recurred,  and  three  years  before  ad- 
mission to  Roswell  Park  Memorial  Institute  the 
mass  was  re-excised.  He  had  an  intermittent 
cough  for  two  years.  During  investigation  of 
this  cough,  a roentgenogram  of  the  chest  showed 
a mediastinal  mass.  He  therefore  was  referred 
to  this  Institute. 

Physical  examination  on  admission  revealed 
a well-nourished  male  with  scars  in  the  right 
lower  cervical  and  supraclavicular  regions.  The 
chest  was  clear  on  auscultation.  The  left  testis 
was  atrophic. 

A mediastinal  chest  film  at  the  time  of  ad- 
mission revealed  a large,  circumscribed,  nodular 
shadow  that  projected  into  the  right  lung  field. 
The  trachea  was  shifted  to  the  right  and  nar- 
rowed. Further  x-ray  studies  two  months  later 
showed  no  change  in  the  mass.  A bronchoscopy 
one  month  after  admission  revealed  the  carina 
to  be  blunt  and  fixed.  The  left  main  bronchus 
was  displaced  upwards  and  laterally.  On  the 
posterior  wall  of  the  bronchus  a submucosal 
nodulation  was  encountered.  A biopsy  of  the 
nodulation  revealed  a moderate  inflammatory 
reaction  in  the  bronchial  wall.  Exfoliative 
cytology  studies  from  both  the  right  and  left 
bronchi  revealed  no  tumor  cells. 

Three  months  after  his  first  Roswell  Park 
Memorial  Institute  visit,  at  thoracotomy  a huge 
anterior  mediastinal  mass  was  found  to  en- 


croach on  the  right  pleural  cavity  for  a distance 
of  at  least  4 to  5 inches.  A biopsy  of  the  mass 
showed  small  spicules  of  bone  with  adipose  and 
connective  tissue.  Occasional  multinucleated 
giant  cells  and  light-staining  eosinophilic  mate- 
rial were  described.  The  pathologist  made  a 
diagnosis  of  chronic  inflammation  without  evi- 
dence of  malignancy. 

About  eighteen  months  after  this  operation  he 
was  again  admitted  because  of  signs  and  symp- 
toms that  suggested  an  acute  coronary  throm- 
bosis. He  died  on  the  eleventh  hospital  day. 
A portable  chest  film  during  this  hospitalization 
revealed  little  if  any  change  in  the  mediastinal 
masses. 

Discussion 

Dr.  Charles  Ross:  In  a review  of  the  clini- 
cal summary  and  the  roentgenograms  of  this 
patient  it  evolves  that  the  problem  is  primarily 
one  in  the  differential  diagnosis  of  a mediastinal 
mass.  Two  very  remarkable  points  are  the 
chronicity  of  this  lesion  (approximately  four  years 
without  change)  and  the  fact  that  not  only  lymph 
node  biopsies  but  an  apparently  adequate  medi- 
astinal biopsy  failed  to  give  an  acceptable  tissue 
diagnosis.  The  diagnosis  depends  largely  on  the 
interpretation  of  the  x-ray  films.  May  we  see 
them? 

Dr.  Ru-Kan  Lin  : Posteroanterior  and  lateral 
films  of  the  chest  at  the  time  of  his  first  admis- 
sion show  several  masses  that  arise  from  the  right 
side  of  the  mediastinum  and  extend  into  the 
superior  and  anterior  mediastinum  (Figs.  1 and 
2).  Smaller  masses  are  present  in  the  right 
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Fig.  1.  Roentgenograms  of  the  chest  reveal  several 
masses  in  the  mediastinum  in  which  calcification  is 
present. 


posteroinferior  portion  of  the  mediastinum. 
There  are  numerous  nodular  calcifications  within 
these  masses.  The  trachea  is  deviated  to  the 
right  and  indented  on  the  right  by  the  mass 
located  anteriorly  and  superiorly.  Follow-up 
films  taken  in  one  instance  two  months  and  in 
the  other  two  years  after  the  admission  films 
show  minimal  increase  in  the  size  of  these  masses. 

The  appearance  of  these  masses  with  smooth 
and  well-circumscribed  margins  suggests  a be- 
nign mediastinal  tumor.  The  follow-up  films 
show  that  the  masses  grew  slowly.  Calcification 
within  the  largest  tumor  suggests  a teratoid 
tumor,  but  an  unusual  type  of  thyroid  tumor  or  a 
hemangioma  of  the  mediastinum  may  also  con- 
tain calcification.  My  impression  is  that  it 
probably  was  a teratoid  tumor. 

Dr.  Ross:  The  three  major  categories  which 
will  give  rise  to  mediastinal  masses  are  neo- 
plastic, vascular,  and  granulomatous  lesions.  I 
would  feel  it  highly  unlikely  that  this  mass  was 
a vascular  lesion  because  (1)  it  appears  to  be 
multiple  by  x-ray,  and  (2)  no  unusual  bleeding 
was  encountered  when  a rather  large  incisional 
biopsy  was  taken  from  this  lesion  during  the 
exploratory  thoracotomy.  It  should  be  kept 
in  mind,  however,  that  it  may  be  quite  difficult 
to  differentiate  an  aneurysm  from  some  form  of 
mediastinal  neoplasm,  and  this  factor  must  be 
very  seriously  considered  if  one  wishes  to  do 


Fig.  2.  Lateral  view  of  patient  in  Fig.  1. 

needle  biopsies  of  mediastinal  masses. 

The  mediastinal  lymph  nodes  are  often  in- 
volved in  tuberculosis,  sarcoidosis,  or  any  other 
form  of  chronic  granulomatous  disease.  Cer- 
tainly the  granulomas  are  much  more  likely  to 
produce  multiple  masses  than  is  a neoplasm,  and 
a granulomatous  process  would  certainly  be  com- 
patible with  the  long  term  of  his  disease  without 
any  obvious  or  serious  roentgenographic  pro- 
gression. It  would,  however,  be  highly  unusual 
to  find  this  amount  of  mediastinal  involvement 
due  to  tuberculosis  without  any  pulmonary 
changes,  and  I can  find  no  evidence  of  real  pul- 
monary disease  in  this  patient.  Sarcoidosis  may 
give  rise  to  markedly  enlarged  mediastinal 
lymph  nodes  without  very  much  in  the  way  of 
pulmonary  disease,  but  some  pulmonary  infil- 
tration will  usually  be  noted. 

There  are  a number  of  new  growths  that  give 
rise  to  mediastinal  involvement.  The  location 
of  the  tumor  in  the  anterior  mediastinum  is 
uncommon  for  neurogenic  neoplasms  since  most 
of  these  tumors  occur  in  the  posterior  mediasti- 
num. The  most  common  type  of  anterior  medi- 
astinal tumor  varies  slightly,  as  is  reported  in  the 
literature.  Blades1  in  an  early  report  on  the 
classification  of  mediastinal  tumors  stated  that 
lymphomas  were  the  most  common  type,  whereas 
Schlumberger’s2  figures  show  that  teratomas  are 


2684 


New  York  State  J.  Med. 


CLIN  I COP  A TH0L0G1 C CONFERENCE 


the  most  common.  Yet,  other  reports  and  our 
data  indicate  that  thymoma  is  the  tumor  most 
frequently  seen.  One  could  go  through  the  long 
list  of  other  tumors  which  involve  the  anterior 
mediastinum.  It  has  been  reported  that  a mes- 
enchymoma of  the  mediastinum  has  occurred 
with  metastases  to  the  mediastinal  lymph  nodes.3 
It  must  be  stated  that  bronchogenic  carcinoma 
arising  in  a paramediastinal  portion  of  the  lung 
can  masquerade  as  a mediastinal  tumor  and  that 
metastatic  disease  from  other  organs  often  may 
involve  the  mediastinal  lymph  nodes.  How- 
ever, it  would  seem  highly  unlikely  that  either 
bronchogenic  carcinoma  with  metastasis  or  other 
metastatic  involvement  of  the  mediastinal  lymph 
nodes  would  follow  a course  as  prolonged  as  in 
this  patient  without  more  roentgenographic  evi- 
dence of  progression.  Indeed,  this  man  appar- 
ently was  almost  asymptomatic,  and  actually  he 
died  of  a cardiac  infarction. 

The  multiplicity  of  these  lesions  would  speak 
quite  well  for  one  of  the  lymphomas.  This  diag- 
nosis raises  the  question  of  whether  a diagnostic 
therapeutic  trial  of  x-ray  therapy  should  have 
been  tried  in  this  case.  In  general,  it  is  much 
better  to  establish  a tissue  diagnosis  before 
starting  x-ray  therapy,  because  quite  frequently 
it  is  impossible  to  differentiate  between  various 
types  of  lesions  by  this  technic.  Not  only  can 
valuable  time  be  lost  while  the  x-ray  therapy 
is  being  carried  out  on  a trial  basis,  but  in  the 
case  of  the  granulomas  the  clinical  condition  may 
be  made  worse  rather  than  better  by  the  x-ray 
therapy.  The  approach  used  in  this  case,  that 
of  actual  biopsy  of  the  lesion  itself,  is  the  one  we 
prefer.  Unfortunately,  the  pathologist  did  not 
produce  a diagnosis  that  I am  willing  to  accept. 

We  are  left  with  thymoma  and  teratoma  as 
the  two  most  probable  diagnoses.  Both  lesions 
may  be  malignant  by  virtue  of  their  locally  in- 
vasive properties.  However,  teratomas  may 
metastasize  to  the  regional  lymph  nodes.  The 
operative  description  of  this  lesion  was  one  of 
local  invasiveness,  and  the  roentgenographic  pic- 
ture is  one  of  not  only  local  invasion  but  prob- 
able metastasis  to  other  mediastinal  lymph  nodes. 
Taking  all  of  the  features  into  account  then,  I 
would  feel  that  this  is  probably  a primary  medi- 
astinal tumor  of  low-grade  malignancy  in  that 
it  grows  slowly  and  has  metastasized  to  the  medi- 
astinal lymph  nodes.  Furthermore,  I would 
guess  that  it  is  a malignant  teratoma  and  that 
the  biopsy  obtained  was  representative  of  only 
one  portion  of  the  tumor.  I do  feel  that  once  the 


original  exploratory  thoracotomy  and  biopsy 
were  performed,  nothing  further  in  the  way  of 
exploratory  procedures  or  therapy  should  have 
been  carried  out. 

Surgical  Resident:  Do  you  feel  there  is  a 
relationship  between  the  resected  supraclavicular 
mass  and  the  mediastinal  lesion? 

Dr.  Ross:  The  protocol  does  not  indicate  the 
histologic  diagnoses  made  on  the  resected  lesions 
from  the  supraclavicular  masses.  May  we  have 
this  information? 

Dr.  John  Pickren:  The  diagnoses  made 
on  supraclavicular  tissue  by  the  pathologists 
were  equivocal.  One  pathologist  suggested  a 
metastatic  carcinoma  from  the  thyroid,  while  an- 
other suggested  an  inflammatory  lesion.  The 
supraclavicular  lesions  are  similar  histologically 
to  the  mediastinal  masses. 

Dr.  Ross  : Since  the  microscopic  appearances 
are  similar,  I believe  one  must  assume  that  it  is 
the  same  pathologic  process.  Again,  this  is  an 
unusual  situation,  and  I feel  that  this  is  a malig- 
nant tumor  but  of  very  low-grade  malignancy 
with  regional  lymph  node  metastases.  It  is  en- 
tirely conceivable  that  there  was  a metastasis  to 
a low  cervical  lymph  node. 

Surgical  Resident:  Was  a Prostigmin  test 
done  or  was  myasthenia  gravis  considered  in  the 
differential  diagnosis? 

Dr.  Ross:  This  man  had  nothing  clinically 
to  suggest  myasthenia  gravis.  It  should  be 
noted  that  myasthenia  gravis  is  seen  with  medi- 
astinal thymomas.  However,  it  is  interesting 
that  permanent  relief  of  myasthenia  gravis  by  re- 
moval of  the  thymoma  is  not  common,  and 
Keynes4  actually  reported  that  the  removal  of 
the  thymus  where  a tumor  was  not  present  gave 
better  relief  of  myasthenia  than  when  tumor  was 
present. 

Medical  Resident:  How  often  does  one  see 
teratoma  with  compression  of  the  tracheobron- 
chial tree? 

Dr.  Ross:  Compression  of  the  tracheobron- 
chial tree  by  teratoma  is  not  common.  It  should 
be  noted  that  occasionally  a dermoid  cyst  will 
rupture  into  the  trachea,  but  even  in  these  people, 
although  they  cough  up  large  amounts  of  purulent 
material  containing  hair,  there  is  no  real  obstruc- 
tion of  their  airway.  The  most  common  medi- 
astinal tumor  which  causes  airway  compression  is 
lymphosarcoma . 

Dr.  Samuel  de  la  Pava:  Since  the  micro- 
scopic description  might  suggest  a degenerative 
neurogenic  tumor,  would  you  consider  neuroblas- 
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toma? 

Dr.  Ross:  This  tumor  appears  to  have 
arisen  in  the  anterior  mediastinum.  Almost 
all  neurogenic  tumors  arise  in  the  posterior  medi- 
astinum. However,  it  is  entirely  possible  to  have 
neurogenic  tumors  arising  from  the  phrenic  nerve, 
which  would  give  rise  to  an  anterior  mediastinal 
tumor.  I would  think  that  on  clinical  grounds 
neuroblastoma  would  be  uncommon  because  of 
the  patient’s  age  and  the  duration  without  pro- 
gression. 

Surgical  Resident:  How  frequently  do 
abdominal  tumors,  especially  renal  tumors,  me- 
tastasize to  the  mediastinum? 

Dr.  Ross:  I believe  that  most  renal  tumors 
will  metastasize  to  the  lung  and  from  there 
secondarily  to  the  mediastinum.  It  is  true  that 
other  abdominal  tumors  will  metastasize  to 
mediastinal  lymph  nodes.  With  carcinoma  of 
the  cervix  I have  seen  massive  involvement  of 
the  mediastinal  lymph  nodes,  while  the  lung  fields 
remain  clear. 

Question:  Do  you  think  there  was  any  re- 
lationship between  this  mediastinal  process  and 
his  demise  from  coronary  occlusion? 

Dr.  Ross:  I believe  it  highly  unlikely.  The 

two  are  probably  unrelated.  This  man  was  doing 
very  well  until  he  suddenly  developed  a coronary 
occlusion.  If  this  were  due  to  a constriction 
of  the  blood  supply  to  the  myocardium  from 
external  compression,  I would  suspect  that  it 
would  have  been  of  some  duration  and  progres- 
sive rather  than  sudden. 

Diagnoses 

Clinical. — Teratoma  of  the  mediastinum. 

Dr.  Ross. — Malignant  teratoma  of  the  medi- 
astinum. 

Anatomic. — Amyloid  tumor  of  the  mediastinum 
end  supraclavicular  regions. 

Pathologic  Report 

Dr.  Pickren:  In  the  clinical  summary  there 

is  an  accurate  histologic  description  of  the  medi- 
astinal tumor.  Such  tissue  was  also  present  in 
both  supraclavicular  biopsies.  At  this  point, 
I should  like  to  agree  with  a statement  by  Dr. 
Ross.  Whenever  a diagnosis  made  by  a patholo- 
gist does  not  agree  with  the  clinical  diagnosis, 
further  evaluation  should  be  carried  out.  If  the 
clinical  picture  still  does  not  conform  to  the 
pathologic  diagnosis,  this  pathologic  diagnosis 
may  be  questioned. 

Before  we  consider  the  histologic  picture,  let 


Fig.  3.  Microscopic  examination  of  the  tumor  re- 
vealed amyloid  ossification,  multinucleated  giant  cells, 
and  fibrosis. 


us  describe  the  gross  abnormalities.  We  found 
that  the  roentgenographic  chest  picture  was  due 
to  a large  mediastinal  mass  that  weighed  1,500 
Gm.  It  had  three  large  lobes  and  many  smaller 
ones.  The  lobe  that  filled  the  right  upper  part 
of  the  mediastinum  projected  into  the  right  upper 
chest  cavity  and  measured  12  X 12  X 12  cm. 
A second  lobe  laid  in  the  mediastinum  behind 
the  heart  and  projected  into  the  right  chest  cavity 
and  measured  13  X 13  X 4 cm.  A third  lobe 
was  attached  by  a narrow  pedicle  to  the  other 
two. . It  was  located  on  the  anterolateral  aspect 
of  the  trachea,  and  it  measured  8X4X4  cm. 
The  many  smaller  nodules  were  located  in  the 
mediastinum  or  in  the  supraclavicular  regions. 
All  of  these  masses  were  hard,  gritty,  multi- 
colored, and  irregular  and  contained  areas  of 
calcification  and  ossification.  They  were  fairly 
well  circumscribed. 

Microscopically,  there  was  fibrosis,  calcifica- 
tion, ossification,  multinucleated  giant  cells,  and 
a deposit  of  amorphous,  pink  material.  This 
material  appeared  to  cause  a giant  cell  reaction 
(Fig.  3).  Crystal  violet  preparations  showed 
that  this  material  stained  unevenly.  Therefore, 
it  represents  an  amyloid-like  material. 

Amyloidosis  may  be  divided  into  four  groups: 
(1)  secondary  amyloidosis,  (2)  amyloid  associated 
with  multiple  myeloma,  (3)  primary  amyloidosis, 
and  (4)  amyloid  tumors.5  This  classification  is 
based  largely  on  clinical  manifestations,  and  in 
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that  sense  the  first  two  of  these  categories  can 
be  dismissed  quickly,  because  there  was  no  evi- 
dence of  any  chronic  disease  nor  multiple  mye- 
loma. In  both  primary  amyloidosis  and  amyloid 
tumors,  the  material  stains  irregularly  with  the 
amyloid  stains,  and  therefore  this  amorphous 
eosinophilic  deposit  is  often  referred  to  as  para- 
amyloid.  In  contradistinction  to  secondary 
amyloidosis  the  material  in  these  cases  is  depos- 
ited in  organs  composed  largely  of  mesodermal 
tissue.  When  the  material  forms  neoplastic- 
like nodules,  such  as  in  this  patient,  it  is  referred 
to  as  amyloid  tumor,  and  there  is  no  other  dis- 
tinction between  primary  amyloidosis  and 
amyloid  tumors. 

The  number  of  reports  of  amyloid  tumors  in 
the  literature  are  few.  Even  fewer  are  reports 
that  describe  massive  tumors  similar  to  this  one, 
for  most  authors  have  described  small  nodules  in 
the  larynx.  However,  reports  of  a case  of  large 
masses  have  been  made  occasionally.6’ 7 Meyer8 
in  1911  described  an  amyloid  tumor  that  occurred 
in  the  lung  of  a fifty-seven-year-old  male.  The 
tumor  showed  fields  of  ossification  and  cartilage 
similar  to  the  tumor  in  the  patient  under  dis- 
cussion. Certainly,  therefore,  in  a differential 
diagnosis  of  a mediastinal  mass  an  amyloid  tumor 
should  be  placed  at  the  tail  of  the  list,  if  con- 
sidered. However,  the  pathologist  should  have 
been  more  helpful  in  arriving  at  an  accurate 
diagnosis  on  the  tissue  submitted,  for  the  amy- 
loid material  was  abundant  in  all  of  the  tissue 
submitted  to  him. 

In  primary  amyloidosis  the  heart  is  frequently 
involved.  The  deposits  of  amyloid  are  found  be- 
tween the  myocardial  fibers  and  at  times  may 


form  nodules.  These  infiltrations  may  give  rise 
to  cardiac  insufficiency  similar  to  those  of  con- 
strictive pericarditis.  This  patient’s  symptoms, 
however,  were  those  of  an  acute  coronary  occlu- 
sion and,  in  fact,  were  due  to  a thrombosis  of  the 
descending  branch  of  the  left  coronary  artery. 
There  was  no  pathologic  evidence  of  involvement 
of  the  heart  by  amyloidosis.  Therefore,  there  is 
no  relationship  between  his  heart  disease  and 
the  mediastinal  tumor. 

The  etiology  of  amyloidosis  is  not  known,  but 
it  is  generally  believed  that  it  is  an  immunologic 
disturbance  in  which  there  are  deposits  of  a sub- 
stance of  somewdiat  variable  composition  which 
may  be  the  insoluble  glycoprotein  product  of  a 
local  antigen-antibody  reaction.  This  disturb- 
ance is  felt  to  be  true  of  all  classes  of  amyloidosis. 
Therefore,  the  predisposing  causes  may  vary,  and 
the  bias  towards  a different  predominant  loca- 
tion of  the  various  groups  may  reflect  a different 
balance  in  the  interaction  of  a number  of  inter- 
related, pathogenetic  mechanisms,  and  this 
difference  may  be  determined  by  different  types 
of  stimuli  operating  to  put  these  mechanisms 
into  action.5 
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Manners  must  adorn  knowledge,  and  smooth  its  way  through  the  world.  Like  a great  rough 
diamond,  it  may  do  very  well  in  a closet  by  way  of  curiosity,  and  also  for  its  intrinsic  value. — 
Philip  Dormer  Stanhope,  Earl  of  Chesterfield 
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Bronchitis,  emphysema,  and  asthma  are  dis- 
tinct clinical  entities  which  may  exist  inde- 
pendently, More  often,  however,  there  is  an 
interrelationship  between  them,  particularly  be- 
tween asthma,  bronchitis,  and  emphysema.  It  is 
our  purpose  to  examine  this  relationship,  to  assist 
in  the  differential  diagnosis  of  these  conditions, 
and  to  suggest  the  type  of  therapy  indicated. 
We  intend  to  review  such  diseases  as  bronchitis, 
emphysema,  bronchiectasis,  atelectasis,  and 
bronchostenosis,  which  occasionally  complicate 
asthma. 

In  the  patient  with  chronic  asthma,  particularly 
where  infection  plays  a predominant  role,  it  is  not 
unusual  to  find  the  asthma  occurring  simultane- 
ously with  bronchitis,  and  emphysema.  The  re- 
lationship between  these  three  states  is  dynamic. 
A patient  may  begin  with  purely  allergic  asthma, 
the  result  of  specific  extrinsic  allergy.  If  this  is 
improperly  or  inadequately  treated,  he  may  de- 


velop chronic  bronchitis,  and  as  this  state  persists, 
it  may  proceed  into  chronic  obstructive  pulmo- 
nary emphysema.  On  the  other  hand,  a patient 
may  begin  with  chronic  bronchitis  and  after  many 
years  of  this  condition,  develop  so-called  intrinsic 
bronchial  asthma  without  any  apparent  allergic 
background  or  known  etiology.  This  combina- 
tion of  states  may  subsequently  and  impercep- 
tibly blend  into  chronic  obstructive  emphysema. 
In  either  case  the  end  result  is  the  same.  Em- 
physema differs  in  that  it  does  not  per  se  initiate 
the  chain  of  events  portrayed  above.  It  is  com- 
monly accompanied  by  chronic  bronchitis,  but  it 
would  be  difficult,  if  not  impossible,  to  indicate 
which  initiated  and  which  followed. 

In  order  to  understand  better  the  interrelation- 
ship between  asthma,  bronchitis,  and  emphysema 
and  the  role  each  plays  in  producing  symptoms, 
it  is  expedient  to  consider  each  of  these  as  iso- 
lated disease  states. 
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Emphysema 

Obstructive  pulmonary  emphysema  may  be  re- 
garded as  a connective  tissue  degenerative  process 
resulting  from  loss  of  elastic  tissue  and  thinning, 
attentuation,  and  finally  rupture  of  the  alveolar 
walls.  This  process  commonly  results  in  thin- 
walled  cysts  of  varying  size,  creating  blebs  and 
bullae.  The  cysts  are  more  numerous  in  the  apex 
and  periphery  of  the  lungs,  or  they  may  not  be 
grossly  evident.  Mucosal  thickening  and  sub- 
mucosal inflammatory  changes  in  the  terminal 
bronchioles  also  are  frequently  observed.  These 
lesions  are  situated  diffusely  throughout  both 
lungs  in  varying  degrees  of  severity  and  may  be 
accompanied  by  varying  degrees  of  diffuse  pul- 
monary fibrosis,  chronic  bronchitis,  pneumonitis, 
and/or  localized  bronchial  lesions.  The  pathol- 
ogy of  emphysema  resembles  that  of  severe  in- 
tractable asthma.  There  is  plugging  of  the  bron- 
chioles and  smaller  bronchi  with  inspissated  mu- 
cus. Microscopically  there  may  be  noted 
patches  of  pneumonitis,  hypertrophied  smooth 
muscle  of  the  bronchioles,  hyperplasia  of  the 
mucous-secreting  glands  of  the  smaller  bronchi, 
and  diffuse  infiltration  of  eosinophils,  neutrophils, 
and  monocytes. 

There  are  functional  counterparts  to  these 
structural  changes.  Expiratory  obstruction  in- 
creases expiratory  work,  especially  with  increased 
ventilation  on  exercise,  resulting  in  exertional 
dyspnea.  This  change  in  the  character  of  ex- 
piration is  evident  on  spirograms  and  when  the 
maximum  breathing  capacity  is  measured.  Areas 
of  alveolar  hypoventilation  and  an  increase  in  the 
residual  capacity  at  the  expense  of  the  vital  ca- 
pacity are  associated  with  the  structural  changes. 
More  significantly,  the  functional  residual  ca- 
pacity or  resting  expiratory  volume  is  in- 
creased. Circulatory  changes  appearing  late  in 
the  disease  include  a reduction  in  the  pulmonary 
vascular  bed  and  a decrease  in  the  diffusing 
capacity  (alveolar-capillary)  of  the  lung  due  to  a 
reduction  in  the  total  diffusing  surface.  These 
changes  contribute  to  hypoxemia,  especially  on 
exercise,  and  hypercapnea  may  occur  in  the 
most  advanced  cases.  The  increased  resistance 
in  the  pulmonary  vascular  bed  increases  the  work 
of  the  right  ventricle,  and  this  may  eventually 
lead  to  right  heart  failure  (cor  pulmonale). 

The  functioning  lung  in  the  intact  body  repre- 
sents a viscoelastic  system  which  is  ventilated  by 
muscles  and  controlled  by  reflexes  mediated  by 
the  circulating  blood  and  nervous  system.  The 


elastic  properties  of  the  lungs  and  the  thoracic 
wall  principally  determine  the  amount  of  air  in 
the  lungs  in  the  resting  position,  either  inspira- 
tory or  expiratory.  In  addition  to  the  tendency 
of  the  elastic  structures  to  return  to  the  normal 
resting  position,  viscous  properties  of  the  pul- 
monary parenchyma,  as  well  as  resistance  to  air- 
flow, influence  inspiratory  and  expiratory 
changes.  It  has  been  shown  that  the  viscoelastic 
properties  of  the  lungs  are  altered  in  pulmonary 
emphysema  so  that  the  resting  lung  contains  a 
greater  volume  of  air  than  normal,  suggesting  a 
decrease  in  the  elastic  forces  tending  to  deflate 
the  lungs.  The  slowing  of  gas  movement,  princi- 
pally during  expiration,  which  characteristically 
increases  as  the  lung  deflates,  may  become  a total 
obstruction  resulting  in  rapid  forceful  expiratory 
effort.  An  attempt  to  ventilate  the  lung  maximally 
causes  an  initial  decrease  in  the  expiratory  flow  as 
related  to  the  inspiratory  flow,  resulting  in  a 
marked  decrease  in  the  maximal  breathing  ca- 
pacity, with  characteristic  air-trapping  in  the 
lungs.  The  exact  method  by  which  expiratory 
obstruction  develops  remains  in  doubt. 

More  than  a century  ago  Laennec1  postulated 
that  expiratory  obstruction  was  due  to  inspis- 
sated mucus.  A more  recent  concept  attributes 
the  slowing  expiration  to  collapse  of  the  bronchi- 
oles and  small  bronchi.  This  is  due  to  the  loss  of 
surrounding  pulmonary  parenchyma  which  or- 
dinarily exert  an  elastic  pul]  in  all  directions  and 
maintain  the  patency  of  the  bronchiolar  lumina.2 
It  is  conceivable  that  with  rupture  of  the  alveolar 
walls  and  loss  of  elastic  tissue,  the  “spring”  hold- 
ing open  the  small  air  passages  is  reduced,  allow- 
ing their  collapse  during  a forced  expiratory  ef- 
fort. This  theory  postulates  an  intimate  relation- 
ship of  expiratory  obstruction  to  alteration  of  the 
viscoelastic  properties  of  the  lungs.  It  suggests 
the  possibility  of  an  unphysiologic  vicious  cycle 
perpetuating  the  fucntional  and  anatomic 
changes. 

Another  possible  explanation  for  emphysema  is 
one  involving  partial  obstruction  due  to  check 
valve  mechanism.  This  was  recently  re-empha- 
sized by  Lister,3  who  also  feels  that  asthma  is  the 
disease  state  which  provides  such  a mechanism 
and  is  therefore  the  sole  precursor  of  generalized 
emphysema. 

Exertional  dyspnea  is  the  primary  and  almost 
invariable  complaint  of  emphysema.  It  is  ques- 
tionable whether  a diagnosis  of  pulmonary  em- 
physema can  be  made  in  the  absence  of  dyspnea. 
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In  some  cases  this  is  the  only  complaint.  Al- 
though a classic  insidious  onset  of  dyspnea  is  most 
often  described  by  the  patient,  an  appreciable 
number  will  remember  the  time  and  circum- 
stances of  the  first  appearance  of  this  symptom. 
Usually  an  attack  of  “flu”  or  pneumonia  causes 
dyspnea  which  never  quite  disappears.  A severe 
or  unusual  effort,  such  as  pushing  a car  or  shovel- 
ling snow  may  bring  the  patient  to  the  sudden  reali- 
zation that  he  has  diminished  exercise  tolerance. 
Once  dyspnea  is  noted,  it  usually  progresses 
slowly,  often  being  present  for  years  before  medi- 
cal advice  is  sought. 

Chronic  or  recurrent  cough  is  another  almost 
universal  complaint.  Usually  there  is  at  least 
intermittent  production  of  sputum  which  is  either 
mucoid  or  mucopurulent.  Occasionally  hemop- 
tysis occurs  which  may  or  may  not  be  associated 
with  chronic  bronchiectasis  or  chronic  bronchitis. 
Wheezing,  which  is  the  most  obvious  clinical  sign 
of  expiratory  obstruction,  is  another  complaint. 
The  wheezing  of  emphysema  may  resemble  asth- 
matic wheezing  but  usually  is  much  less  pro- 
nounced and  nonseasonal  except  for  aggravation 
on  exposure  to  cold,  wind,  or  dust.  The  wheezing 
and  dyspnea,  although  present  all  year  and  some- 
what worse  in  the  winter,  may  have  a marked  day 
by  day  variation.  The  symptoms  are  not  always 
related  to  weather  changes  and  usually  are  most 
noticeable  in  the  morning  on  arising. 

The  clinical  appearance  of  the  patient  with  ad- 
vanced pulmonary  emphysema  is  fairly  character- 
istic. The  facial  expression  may  be  anxious,  and 
the  accessory  respiration  muscles  in  the  neck 
usually  contract  in  an  effort  to  elevate  the  thorax 
during  inspiration.  Simultaneously,  the  abdo- 
men may  be  retracted  in  a paradoxic  fashion,  fur- 
ther demonstrating  the  inefficient,  uncoordinated 
work  of  the  musculoskeletal  system.  The  veins  of 
the  neck  may  become  prominent  during  expira- 
tion, which  may  be  forced  and  accompanied  by 
grunting  and  an  audible  wheeze.  The  patient 
may  speak  in  short,  jerky  phrases.  The  expan- 
sion of  the  chest  usually  is  limited  to  less  than 
one  inch  but  is  often  within  normal  limits,  rang- 
ing up  to  two  and  one-half  inches.  The  more 
significant  limited  motion  of  the  diaphragm  may 
be  demonstrated  on  percussion  or  noted  during 
fluoroscopic  examination  of  the  thorax. 

It  is  often  difficult  to  make  a diagnosis  of  em- 
physema on  the  basis  of  a routine  posteroanterior 
roentgenogram  of  the  thorax.  However,  in- 
spiratory and  expiratory  roentgenograms  of  the 


thorax  will  increase  the  accuracy  of  diagnosis. 
Pulmonary  function  tests  of  ventilation,  although 
not  helpful  in  differentiating  emphysema  from 
asthma,  may  indicate  the  degree  and  type  of  ven- 
tilatory insufficiency  (restrictive  or  obstructive). 
This  information  may  be  useful  in  the  prognosis 
and  treatment  of  these  related  conditions. 

A barrel-type  chest  is  one  of  the  most  fre- 
quently misleading  signs  of  emphysema.  Many 
cases  of  emphysema  in  the  early  stages  are  not 
associated  with  a barrel  chest,  and  conversely, 
many  elderly  men  with  a dorsal  kyphosis  and  a 
barrel  chest  do  not  have  emphysema. 

Pulmonary  osteoarthropathy  is  conspicuously 
absent  in  emphysema.  The  skin  is  more  pallid 
than  one  would  expect  on  the  basis  of  the  hemo- 
globin content  of  the  blood.  If  secondary  poly- 
cythemia is  pronounced,  there  may  be  plethora 
and  cyanosis.  Expiratory  rhonchi,  although  ob- 
scure during  normal  breathing,  may  be  dem- 
onstrated by  having  the  patient  breathe  rapidly. 
Diminished  intensity  of  heart  sounds  and  reduc- 
tion of  the  area  of  cardiac  dullness  also  may  be  no- 
ticed. The  physical  signs  are  quite  variable  from 
patient  to  patient  and  may  not  be  observed  un- 
less looked  for  carefully. 

Chronic  Bronchitis 

Chronic  bronchitis  is  a long-standing  disease  of 
the  tracheobronchial  tree  with  chronic  inflamma- 
tory, fibrotic,  and  atrophic  changes  in  the  mucous 
membrane  and  deeper  bronchial  structures.4  It  is 
frequently  associated  with  pulmonary  fibrosis, 
emphysema,  or  other  chronic  pulmonary  disease. 
It  is  associated  with  low-grade  infection,  inade- 
quate pulmonary  drainage,5  mechanical  distor- 
tions, inadequate  circulation,  and  impaired  tissue 
nutrition,  leading  to  both  atrophy  and  connective 
tissue  replacement.  Since  chronic  bronchitis  is 
usually  a secondary  condition,  one  must  of 
necessity  search  for  the  primary  etiology.  The 
best  approach  is  by  differential  diagnosis  based 
on  a meticulous  history  and  physical  examination. 
Special  laboratory  study  of  carefully  collected 
sputum  may  give  a clue  to  the  diagnosis.  If  the 
physical  findings  are  unilateral,  one  must  think 
of  a foreign  body  or  malignanc}^. 

The  primary  complaint  of  the  patient  with 
chronic  bronchitis  is  cough  of  varying  severity. 
At  times,  because  of  infection  or  irritation,  the 
cough  may  be  severe  enough  to  produce  mo- 
mentary unconsciousness.  More  often  the  cough 
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is  mild,  and  the  patient  may  attribute  it  to  smok- 
ing. This  may  be  evidenced  by  the  fact  that  some 
may  cough  only  when  smoking  or  when  in  a 
smoky  atmosphere.  The  cough  most  often  results 
from  simple  irritation,  infrequently  from  allergy 
to  tobacco. 


Less  often  the  patient  complains  of  dyspnea, 
hemoptysis,  or  purulent  expectoration.  When 
these  occur,  other  possible  complications  must  be 
considered,  such  as  bronchiectasis  and  emphy- 
sema. Most  patients  ignore  the  cough  and  do  not 
seek  medical  attention.  However,  when  dyspnea 
or  hemoptysis  ensue,  medical  attention  is  sought. 
It  is  only  then  that  a history  of  episodes  of  acute 
bronchitis,  often  beginning  in  infancy  or  early 
childhood,  is  obtained.  The  history  also  may  re- 
veal frequent  infectious  insults  to  the  lungs,  such 
as  pneumonia,  bronchopneumonia,  etc.  Later  in 
life  there  may  be  episodes  of  right  heart  failure, 
but  this  is  largely  due  to  cor  pulmonale  following 
advanced  emphysema. 


The  causes  of  bronchitis  may  be  exposure  to  ir- 
ritating tobacco  smoke;  dusts,  such  as  silica,  iron, 
etc.;  allergenic  dusts,  such  as  flour,  fur,  dyes,  etc., 
or  irritating  fumes  and  volatile  chemicals  found 
in  many  industries  and  in  smogs.  Allergic  re- 
actions in  the  bronchi  without  secondary  spasm 
and  frank  asthma  is  probably  never  encountered. 
Usually  there  is  an  associated  infection,  and  it  is 
difficult  to  determine  the  time  relationship  be- 
tween them. 


ColmeS  and  Rackemann6  and  Prigal7  have  de- 
scribed “allergic  cough”  which  is  presumably  a re- 
action involving  the  trachea  and  possibly  bronchi, 
without  other  signs  of  asthma,  such  as  dyspnea  or 
wheezing.  There  is  no  proof,  however,  that  al- 
lergic reactions  are  localized  in  this  way  without 
producing  frank  asthma.  There  is  no  doubt  that 
coughing  exists  purely  on  an  allergic  basis.  One 
can  induce  this  by  overdose  with  specific  aller- 
gens. “Allergic  cough”  is  usually  the  forerunner 
of  asthma  as  Colmes  and  Rackemann  first  indi- 
cated. In  view  of  the  lack  of  evidence  for  its 
localization,  we  should  not  consider  “allergic 
cough”  as  a disease  entity  but  rather  as  an  aller- 
gic symptom.  Whether  this  is  truly  allergic 
bronchitis  or  allergic  tracheitis,  as  Kahn8  con- 
siders it  to  be,  awaits  demonstration. 

In  examining  the  patient  with  pure  bronchitis, 
there  may  be  few  findings  other  than  inspiratory 
rales  scattered  throughout  the  chest.  Rales 
limited  to  the  bases  should  initiate  a thorough  car- 
diac examination.  As  a rule,  the  laboratory  and 


TABLE  I. — Comparison  of  Clinical  Characteristics  of 
Atopic  and  Infectious  Asthma* 


Atopy 

Differential  Point 

Infection 

Usually  positive 

History 

Family  history 

± 

Predictable 

Season 

Cold  and  change- 

Late 

Cough 

able 

Prominent,  early 

No  residual 

Cough 

Residual 

Mucoid,  early  or 

Sputum 

Late,  purulent 

late 

Mucoid,  early  or 

Nasal  discharge 

Late,  purulent 

late 

Abrupt 

Onset  of  attacks 

Gradual 

Foods  and 

Precipitating 

Respiratory 

inhalants 

factors 

infection 

Frequent 

Other  allergy 

Infrequent 

Frequent 

Sneezing 

Infrequent 

Frequent 

Itching  eyes 

Infrequent 

Frequent 

Lacrimation 

Infrequent 

Absent 

Fever 

Common 

No  effect 

Chemotherapy 

Shortens  or 

Good 

Response  to  adren- 

aborts 
Fair  or  poor 

Pale  translucent 

alin  and  amino- 
phylline 

Physical  Examination 
Nasal  mucosa 

Red,  opaque, 

swelling 

Mucoid 

Nasal  secretions 

swollen 

Purulent 

Pale  translucent 

Uvula 

Red,  wrinkled 

Pale 

Tonsils 

Red 

Pale 

Lateral  pharynx 

Red  streaks 

Asthma 

Chest 

Asthma 

Transilluminate 

Sinuses 

Often  opaque 

Clear  or  thick  mm. 

Laboratory  Data 
Sinus  x-rays 

Opaque-hazy, 

symmetrical 

Normal 

Leukocytes 

often  unilateral 
Elevated  or 

Infrequent 

Eosinophilia 

normal 

Common 

Shift  to  right  or 

Weltmann  reaction 

Shift  to  left 

normal 

Foods  and  inhalants 

Skin  tests 

Foods  and  inhal- 

prominent 

ants  not  prom- 
inent 

* Swineford,  O.;  Asthma:  Classification  of  Causes,  J. 

Allergy,  25:  151,  1954. 


x-ray  findings  are  unrevealing.  When  there  is  a 
leukocytosis,  or  where  the  sedimentation  rate  is 
high,  some  parenchymal  involvement  should  be 
suspected,  or  some  infection  elsewhere,  such  as 
sinusitis,  should  be  searched  for.  Chronic  sinusi- 
tis is  frequently  associated  with  chronic  bronchi- 
tis, and  routine  examination  of  the  sinuses,  in- 
cluding x-ray,  is  indicated.  Since  chronic  bron- 
chitis is  so  commonly  associated  with  emphy- 
sema, pulmonaty  fibrosis,  asthma,  or  bronchiecta- 
sis, the  physical  findings  will  vary.  In  the  case  of 
asthma,  characterized  by  a noisy  chest,  it  may  be 
necessary  to  silence  the  chest  first  with  an  injection 
of  epinephrine  or  inhalation  of  a suitable  bron- 
chodilator  before  the  inspiratory  rales  of  bron- 
chitis may  be  heard. 

A simple  but  useful  procedure  in  the  diagnosis 
of  chronic  bronchitis  is  the  examination  of  the 
sputum  if  there  is  expectoration.  It  is  wise  to 
collect  a twenty-four  hour  specimen  and  ex- 
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amine  it  for  odor,  volume,  viscosity,  and  the 
presence  of  gross  pus.  If  obtained  under  sterile 
conditions,  this  also  may  be  subjected  to  bac- 
teriologic  studies,  including  identification  or  or- 
ganisms and  inhibition  testing  with  antibiotics. 

The  differential  diagnosis  between  infectious 
and  allergic  reactions  in  the  bronchi  may  be  diffi- 
cult at  times.  Differences  which  may  be  helpful 
in  reaching  the  proper  diagnosis  are  listed  in 
Table  I.  It  should  be  borne  in  mind  that  fre- 
quently both  factors,  allergy  and  infection,  may 
coexist. 

In  a recent  discussion  of  bronchitis  and  em- 
physema by  Mayer  and  Rappaport,9  a point  of 
view  different  from  that  commonly  accepted  is 
presented;  namely,  that  most  cases  of  chronic 
bronchitis  do  not  develop  emphysema.  Empha- 
sis is  placed  on  the  fact  that  emphysema  involves 
alveolar  damage  which  is  not  normally  en- 
countered in  bronchitis  and  that  bronchitis  per  se 
does  not,  therefore,  produce  emphysema.  Fur- 
thermore, simple  bronchitis  is  a very  common 
condition,  but  emphysema  is  not  so  common,  as 
revealed  by  clinical  and  postmortem  examina- 
tion. According  to  these  observers,  the  two  con- 
ditions are  frequently  confused  with  each  other 
because  of  common  clinical  features,  such  as 
cough,  expectoration,  and  wheezing,  resulting 
from  bronchiolitis. 

Asthmatic  Bronchitis 

Asthmatic  bronchitis  is  a dubious  clinical  en- 
tity occasionally  mentioned  in  medical  literature. 
This  term  seems  to  be  used  evasively  by  the  pedia- 
trician or  general  practitioner  when  he  is  not  cer- 
tain whether  he  is  dealing  with  bronchitis  in  which 
there  may  be  some  associated  wheezing,  or  a mild 
type  of  asthma  due  to  infection. 

In  asthmatic  bronchitis  there  is  no  severe 
paroxysmal  dyspnea  usually  associated  with 
asthma,  and  therefore,  there  is  hesitation,  par- 
ticularly on  the  first  examination,  to  make  a diag- 
nosis of  asthma.  Furthermore,  the  term  asthma 
is  frightening  to  parents,  but  bronchitis  is  not, 
and  therefore,  asthmatic  bronchitis  becomes  a 
hedging  device.  So-called  asthmatic  bronchitis 
usually  occurs  in  children.  When  these  patients 
are  followed  through  a number  of  episodes,  it  be 
comes  apparent  that  the  true  condition  is  that  of 
asthma,  since  ultimately  dyspnea  becomes  an 
important  complaint.  Perhaps  it  is  best  to 
think  of  asthmatic  bronchitis  as  incipient  asthma 
associated  with  bronchitis.  The  physical  findings 


in  these  cases  are  those  of  bronchitis  along  with 
moderate  wheezing  but  without  dyspnea.  It  is 
advisable  to  eliminate  this  term  altogether  and  to 
think  only  in  terms  of  bronchitis  when  there  is  no 
dyspnea  requiring  medication  for  relief.  One 
cannot  rely  on  wheezing  alone  to  make  a diagno- 
sis of  asthma. 

Bronchial  Asthma 

Since  much  already  has  been  written  about 
asthma  in  all  its  phrases  in  previous  articles  in 
this  series,  we  concern  ourselves  here  with  asthma 
only  as  it  relates  to  bronchitis,  emphysema,  and 
bronchiectasis.  This  eliminates  from  immediate 
attention  pure  allergic  asthma  resulting  only  from 
specific  sensitization  to  foods,  drugs,  or  inhalants. 
This  is  a simple  t}rpe  of  asthma,  occurring  only  on 
contact  with  specific  allergens,  and  is  uncompli- 
cated by  other  respiratory  disorders.  Many  of 
these  patients  if  untreated,  may  ultimately  de- 
velop severe  asthma  even  when  not  in  contact 
with  the  specific  allergen.  Here  secondary  in- 
fection (sinusitis  and/or  bronchitis)  has  super- 
vened and  complicated  the  picture.  Asthma  in 
this  instance  is  of  the  mixed  type  in  which  the  co- 
existence of  both  allergy  and  infection  must  be 
evaluated  and  treated  if  the  patient  is  to  be  given 
adequate  relief.  Asthma  of  the  mixed  type  is 
relatively  common,  and  although  it  may  be  postu- 
lated that  one  is  dealing  here  with  bacterial  sensi- 
tization in  addition  to  simple  allergy,  this  may  not 
be  the  case.  Infection  seems  to  plajr  roles  in  the 
production  of  asthma  other  than  through  the 
mechanism  of  bacterial  allergy. 

Closer  to  the  subject  under  consideration,  how- 
ever, is  that  type  of  asthma  unaccompanied  by 
atopy  (marked  family  history  of  allergy,  con- 
comitant allergies,  positive  skin  tests,  positive 
passive  transfer  tests,  etc.),  which  begins  rela- 
tively late  in  life  and  in  which  infection  plays  a 
major  but  as  yet,  ill-defined,  role.  This  type  of 
asthma,  usually  labelled  “intrinsic”  because  of  in- 
fection and  its  development  rather  late  in  life 
may  be  accompanied  by  bronchitis  and  emphy- 
sema, and  less  often,  bronchiectasis.  Many  of 
these  cases,  as  previously  mentioned,  may  give  a 
history  of  recurrent  or  chronic  bronchitis  or  si- 
nusitis before  the  advent  of  asthma.  Possibly 
some  type  of  hidden  allergy,  escaping  the  con- 
ventional methods  of  detection,  may  be  the  ex- 
planation for  this  t3q>e  of  asthma.  However,  this 
remains  to  be  demonstrated.  Several  possi- 
bilities besides  bacterial  sensitization  must  be 
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TABLE  II. — Differential  Diagnosis  of  Infectious  Asthma,  Chronic  Bronchitis,  Bronchiectasis,  and  Emphysema 


Infectious  Asthma 

Chronic  Bronchitis 

Bronchiectasis 

Obstructive 

Emphysema 

Etiology 

Infection 

Infection  (with  few 
exceptions) 

Infection 

Infection  other  causes 

History 

Wheeze 

Paroxysmal;  less  often 
continuous 

Usually  absent 

Absent 

Continuous 

Cough 

Initiates  asthma 

Variable 

Productive 

Nocturnal 

Sputum 

Scant,  thick,  tenacious 
and  mucopurulent 

Scant,  mucopurulent 

Voluminous,  layers, 
malodorous 

Scant,  mucoid  or 
mucopurulent 

Dyspnea 

With  asthma 

Variable 

Late  manifestation 

Common,  on  effort 

Physical  Examination 

Clubbing 

Absent 

May  be  present 

Usual 

Present  or  absent 

Cyanosis 

Absent 

Absent 

Absent 

Common,  late 

Percussion 

Hyperresonance  vari- 
able with  attack 

Normal 

Normal  or  slight  dull- 
ness 

Hyperresonance  con- 
stant 

Auscultation 

Sibilant  and  sonorous 
rales.  Expiratory 

wheezing;  expira- 

tion prolonged 

Inspiratory  rales  scat- 
tered throughout. 

Occasional  slight 

wheeze;  expiration 
normal 

Circumscribed  rales, 
no  wheezing.  Nor- 
mal expiration 

Diminished  breath 
sounds;  mild 
wheeze;  expiration 
prolonged 

Cor  pulmonale 

Absent 

Absent 

Absent 

Common 

Secondary 

polycythemia 

Absent 

Absent 

Absent 

Common 

Pulmonary  Function 
Tests 

Maximum  breathing 

Reduced  only  during 

capacity 

paroxysm 

Normal 

Normal 

Marked  reduction 

Timed  vital  capacity 

Reduced  only  during 
paroxysm 

Normal 

Normal 

Marked  reduction 

Hypercapnea;  anoxia 

Rarely  altered 

Normal 

Normal 

Marked  increase 

considered.  These  include  autosensitization,  in- 
duction of  sensitization  not  previous^  present, 
conversion  of  latent  or  subclinical  to  active  or 
clinical  sensitization,  and  the  possible  induction  of 
bronchospasm  by  the  production  of  pharmaco- 
dynamic substances  by  the  infectious  agents.10 

Since  wheezing  of  varying  degree  may  be  en- 
countered in  asthma  (allergic  or  cardiac),  bron- 
chitis, or  emphysema,  it  may  be  difficult  to  dif- 
ferentiate between  them.  Features  of  each  of 
these  diseases  which  may  be  helpful  in  the  dif- 
ferential diagnosis  are  listed  in  Table  II. 

As  indicated  ear  her,  the  problem  genera lfy  is 
not  only  to  differentiate  between  these  wheezing 
states  but  to  understand  their  interrelationship 
when  they  coexist  and  to  consider  the  role  each  of 
these  may  play  in  the  total  clinical  picture.  In 
the  interrelationship  between  asthma,  bronchitis, 
and  emphysema,  infection  is  the  one  factor  dom- 
inating the  picture.  Proper  understanding  of  this 
and  attention  to  its  control  or  eradication,  goes  a 
long  way  in  the  amelioration  of  symptoms.  The 
therapeutic  approach  should  be  broadened,  how- 
ever, to  include  allergy  and  psychodynamics.  It 
is  the  over-all  approach  in  diagnosis  and  treat- 
ment which  provides  the  over-all  results. 

In  addition  to  bronchitis  and  emphysema,  other 
pulmonary  diseases  may  be  associated  with 
asthma.  These  include  bronchiectasis,  broncho- 
stenosis, and  atelectasis.  A brief  description  of 


each  is  presented  below. 

Bronchiectasis 

The  prevailing  opinion  among  allergists  is  that 
bronchiectasis  is  nonallergic  in  origin.  One  of  us, 
(R.G.),  observed,  bronchograms  of  25  asthmatics 
in  whom  no  evidence  of  bronchiectasis  was  found. 
Bullen11  noted  only  a 5 per  cent  incidence  of 
bronchiectasis  in  autopsies  of  175  patients  with 
asthma.  Nevertheless,  there  are  several  aller- 
gists who  feel  that  there  is  an  allergic  factor  in 
bronchiectasis.12,13 

Bronchiectasis  is  a chronic  infectious  disease  of 
the  smaller  bronchi,  characterized  by  structural 
changes  in  the  bronchial  walls  that  result  in  dil- 
atation of  the  bronchi.  The  histology  of  the 
bronchiectatic  walls  depends  on  the  develop- 
mental stage  of  the  process  (inflammatory,  de- 
structive, or  reparative).  The  adjacent  lung 
usually  is  involved  in  a similar  process  to  some 
degree.  The  ectasia  may  be  cylindrical,  saccular, 
or  cystic  in  form.  The  principal  changes  involve 
the  peripheral  bronchi,  with  the  major  bronchi 
rarely  involved.  The  pathologic  picture  is  de- 
termined by  the  infection  of  the  bronchial  wall 
and  the  effect  of  the  mechanical  influences  which 
distend  the  bronchus  after  it  is  weakened  by  the 
inflammatory  reaction.  Chronic  sinusitis  is  often 
a predisposing  cause  of  the  disease,  since  purulent 
secretions  may  drip  into  the  bronchi  during  sleep. 
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Fig.  1.  Admission  x-ray,  February  12,  1948. 

Atelectasis  of  right  middle  lobe,  shifting  of  heart  and 
mediastinum. 


Infection  also  may  occur  systemically  via  the 
blood  stream  or  the  lymphatics  to  the  peribron- 
chial glands,  secondarily  infecting  the  bronchial 
wall. 

Patients  with  bronchiectasis  complain  of 
chronic  cough  and  the  expectoration  of  6 or  more 
ounces  of  purulent  sputum  daily.  The  breath 
is  usually  foul.  Hemoptysis  is  occasionally  en- 
countered. Pain  will  occur  if  there  is  an  asso- 
ciated pleuritis  or  pneumonitis.  Fatigue  and 
malaise  develop  slowly  and  become  so  persistent 
that  the  patient  fails  to  recognize  them.  Fever 
and  chills  accompany  acute  infectious  flare-ups. 
The  physical  signs  are  variable,  depending  on  the 
underlying  pathology.  Pulmonary  osteoarthrop- 
athy, if  present,  is  in  proportion  to  the  degree  of 
bronchiectasis.  Cyanosis  and  dyspnea  occur  late 
in  the  disease.  The  para-nasal  sinuses  usually 
have  evidence  of  chronic  infection.  The  diagnosis 
is  confirmed  by  bronchography.  It  is  always  wise 
to  carry  out  bronchoscopy  at  the  same  time  to 
eliminate  the  possibility  of  mechanical  obstruc- 
tion. With  the  advent  of  antibiotics,  the  inci- 
dence of  bronchiectasis  has  been  markedly  di- 
minished. 

Bronchos  tenosis 

Prickman  and  Moersch14  described  this  compli- 
cation which  they  feel  occurs  frequently  in  severe 


Fig.  2.  Several  hours  after  bronchoscopy  and  re- 
moval of  a mucous  plug,  the  atelectasis  is  reduced 
(February  16,  1948).  The  heart  and  mediastinum  are 
in  normal  position.  The  right  lung  is  not  clear. 
There  are  scattered  areas  of  pneumonitis. 

asthma  but  which  usually  escapes  diagnosis. 
It  is  a stricture-like  narrowing  of  a bronchus, 
probably  primarily  inflammatory  in  nature.  As  a 
rule,  it  occurs  in  the  lower  lobes  of  the  lung  and  is 
characterized  by  suppressed  breath  sounds  and 
absent  tactile  fremitus.  Fever  is  usually  ob- 
served. This  resembles  atelectasis  clinically  and 
roentgenologically,  but  on  bronchoscopy  the 
stenosis  is  revealed.  It  is  surprising,  in  view  of 
the  number  of  cases  encountered  in  the  Mayo 
Clinic,  that  so  few  cases  of  bronchostenosis  have 
been  subsequently  reported. 

Atelectasis 

This  condition,  in  which  variable  sections  of  the 
lung  collapse  following  complete  bronchial  ob- 
struction, occurs  frequent^  in  bronchial  asthma. 
Most  often  the  condition  is  not  recognized  be- 
cause the  areas  involved  are  so  small.  Also,  the 
condition  is  temporary,  and  as  soon  as  the  mucous 
plugs  are  coughed  up,  the  lung  reverts  to  normal. 
Occasionally,  a larger  section  is  involved,  and 
such  symptoms  as  dyspnea,  cough,  and  fever  may 
dominate  the  picture.  Characteristically,  one 
finds  a shift  of  the  mediastinum  and  heart  to  the 
side  of  the  atelectasis,  and  on  auscultation  the 
breath  sounds  and  vocal  fremitus  are  absent. 
Tactile  fremitus  is  also  absent  over  the  involved 
area. 

The  following  brief  case  history  is  unusual  in 
that  it  illustrates  chronic  sinusitis,  chronic  bron- 
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Fig.  3.  Return  of  atelectasis  in  forty-eight  hours, 
(February  17,  1948). 


chitis,  infectious  and  allergic  asthma,  broncho- 
stenosis, atelectasis,  and  bronchiectasis,  all  oc- 
curring in  the  same  patient. 

Case  Report 

A seven-year-old  boy  was  first  seen  by  one  of  us 
(S.J.P.)  in  October,  1947,  because  of  asthma  of  ap- 
proximately two  years  duration.  Following  exam- 
ination and  testing  it  was  felt  that  the  asthma  was  of 
the  mixed  type  due  to  sensitivity  to  feathers,  dust, 
and  possibly  ragweed,  and  to  infection.  The  roent- 
genograms taken  at  that  time  revealed  a normal 
chest  and  “veiling  of  the  left  ethmoid  and  left  max- 
illary sinus.”  The  patient  was  treated  with  peni- 
cillin aerosol  with  good  results.  Early  in  1948,  how- 
ever, after  a cold,  the  child  developed  what  looked 
like  a lobar  pneumonia  but  which,  following  admis- 
sion to  the  Flower-Fifth  Avenue  Hospitals  and  after 
examination,  turned  out  to  be  atelectasis  involving 
the  right  middle  lobe  (Fig.  1).  Following  bronchos- 
copy and  the  removal  of  a mucopurulent  plug,  the 
atelectasis  was  relieved  (Fig.  2),  but  within  forty- 
eight  hours  there  was  a recurrence  (Fig.  3).  The 
patient  then  was  treated  conservatively  with  steam- 
generated aerosols  of  aminophylline  and  ammonium 
chloride  to  overcome  bronchospasm  and  to  liquefy 
the  sputum  (Fig.  4).  In  addition,  ipecac  was  adminis- 
tered to  produce  emesis.  With  this  treatment,  the 
mucous  plug  was  expelled,  and  the  atelectasis  im- 
proved and  finally  cleared  by  the  tenth  day.  There 


Fig.  4.  Complete  clearing  of  chest  on  March  12, 
1948,  following  steam-generated  aerosols  of  penicillin, 
aminophylline,  and  ammonium  chloride. 


was,  however,  a residue  of  pneumonitis  which  per- 
sisted for  several  months,  after  which  another  recur- 
rence of  the  atelectasis  in  the  same  area  resulted  in 
his  admission  to  the  New  York  Hospital  where 
bronchoscopy  was  again  performed.  Stenosis  of  the 
bronchus  was  then  noted.  After  removal  of  the 
obstruction,  Lipiodol  was  introduced  into  the  area, 
and  the  bronchogram  revealed  bronchiectasis.  Al- 
though partial  lobectomy  was  advised,  the  parents  re- 
fused, and  the  patient  was  taken  to  Arizona  for  two 
years.  Since  his  return,  there  have  been  no  further 
episodes  of  atelectasis,  but  the  patient  has  con- 
tinued to  have  periodic  asthma,  particularly  during 
the  ragweed  season.  Injections  with  dust  and  rag- 
weed given  by  his  pediatrician,  Dr.  Carl  Smith, 
controlled  this,  and  for  the  past  five  years  the  pa- 
tient has  needed  no  medical  care. 

Conclusions 

Asthma,  bronchitis,  emphysema,  and  bronchi- 
ectasis may  occur  as  specific  unrelated  diseases. 
Rarely,  bronchiectasis  may  complicate  asthma. 
Frequently,  however,  the  triad  of  asthma,  bron- 
chitis, and  emphysema  is  encountered.  The  in- 
terrelationship between  these  has  been  explored. 
The  underlying  common  denominator  en- 
countered in  these  states  is  infection.  The  over- 
all approach,  in  which  allergy,  infection,  and  psy- 
codynamics  are  considered,  is  the  best  diagnosti- 
cally and  therapeutically. 
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820  Avenue  A,  Bayonne  New  Jersey 
55  Park  Avenue,  New  York  16 
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Minor  Decreases  in  Work  Load  May  Cause  Obesity 


Using  a standard  typewriter  instead  of  an  electric 
typewriter  could  be  the  difference  between  staying 
thin  and  gaining  weight.  So  could  the  use  of  a 
standard  steering  wheel  instead  of  power  steering, 
walking  instead  of  driving,  playing  golf  instead  of 
gardening,  just  standing  up  instead  of  sitting  down, 
and  many  other  “seemingly  insignificant  differences” 
in  daily  habits. 

The  difference  lies  in  the  amount  of  energy  needed 
for  each  activity,  according  to  an  article  in  the  May 
10,  1958  Journal  of  the  American  Medical  Associ- 
ation. 

The  basic  cause  of  obesity  is  an  intake  of  calories 
in  excess  of  the  needs  of  the  body.  Small  increases 
in  the  amount  of  f6od  eaten  and  small  decreases  in 
the  work  output  of  the  body,  as  when  a person 
switches  to  an  electric  typewriter,  can  over  a period 
of  time  be  responsible  for  overweight,  the  authors 
said. 

Dr.  Herbert  Pollack,  New  York,  and  C.  Frank 
Consolazio,  A.B.,  and  Gerhard  J.  Isaac,  A.B., 
Denver,  prepared  the  article  for  the  American 
Medical  Association  Council  on  Foods  and  Nutrition. 

They  pointed  out  that  each  person  has  a “basal 
caloric  requirement” — the  number  of  calories  needed 
to  just  stay  alive — based  on  his  age  and  the  surface 
area  of  his  body  as  measured  in  square  meters.  In 
addition,  the  calorie  expenditure  per  square  meter 


of  body  surface  for  any  activity  can  be  figured. 

It’s  a rather  complicated  procedure,  but  it  has 
been  determined,  for  instance,  that  there  is  a dif- 
ference of  almost  nine  calories  an  hour  for  each 
square  meter  of  body  surface  between  sitting  quietly 
and  standing  quietly. 

The  differences  in  the  calorie  expenditure  per 
square  meter  of  body  surface  between  lying  down, 
sitting,  standing  quietly,  and  standing  while  mov- 
ing in  a limited  area  “do  not  appear  large,  but  when 
multiplied  by  the  total  minutes  during  the  day, 
they  loom  large,”  the  authors  said. 

If  an  individual  fails  to  reduce  his  caloric  intake 
as  he  ages  and  decreases  his  activity,  he  will  gain 
weight.  For  instance,  this  could,  happen  to  a 
typist  wrho  switches  typewriters,  over  a long  period 
of  time,  of  course.  A girl  who  is  5 feet,  3 inches 
tall  and  weighs  120  pounds  used  87.7  calories  per 
hour  typing  on  a standard  typewriter,  but  only  72.9 
calories  with  an  electric  typewriter.  For  a five- 
day  week  the  saving  amounts  to  450  calories, 
in  ten  weeks  this  can  be  the  equivalent  of  a pound 
of  body  weight  provided  her  food  intake  is  constant, 
the  authors  said. 

They  feel  strongly  that  the  importance  of  the 
calorie  expenditure  factor  in  the  development  of 
moderate  obesity  in  the  adult  should  not  be  mini- 
mized. 
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Hypotension  of  Carotid  Sinus  Reflex 


Arterial  hypotension  incident  to  carotid  sinus 
stimulation  has  been  a well-known  syndrome 
since  the  classic  experimental  work  of  Heymans1 
and  the  clinical  reports  by  Weiss  and  Baker.2 
Surprisingly,  this  reflex  is  forgotten  sometimes, 
and  it  may  lead  to  serious  complications.  For 
instance,  one  of  us  walked  into  an  operating 
room  where  a radical  neck  dissection  had  been  in 
progress  for  a short  time.  The  resident  anes- 
thesiologist was  actively  pumping  in  the  re- 
mainder of  a third  pint  of  blood — the  last  of  all 
the  blood  replacement  that  had  been  ordered — in 
an  effort  to  overcome  a state  of  severe  systemic 
arterial  hypotension  in  the  patient.  The  sys- 
temic arterial  blood  pressure  had  dropped 
suddenly  from  150  mm.  Hg  systolic  and  80  dias- 
tolic to  60/50.  Actually,  the  operation  was 
just  getting  started,  and  there  had  been  very 
little  bleeding.  The  pulse  rate  had  diminished 
from  80  to  48  per  minute.  The  surgeon  was  in- 
formed of  the  situation.  He  examined  the 
operative  field  and  noticed  that  one  of  the  re- 
tractors wras  pressing  on  the  carotid  sheath.  As 
soon  as  the  retractor  was  readjusted,  the  patient's 

Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  May  5,  1958.  Clinical  Anesthesia  Conferences  are 
held  on  the  first  Monday  of  every  month. 


blood  pressure  rose  sharply  to  220/120 ! There 
w'as  obvious  overloading  of  the  circulation. 
Phlebotomy  and  removal  of  1,000  cc.  of  blood 
was  contemplated.  This  was  delayed  and 
finally  not  done  because  the  patient  was  only  in 
his  twenties  and  in  good  physical  condition.  The 
radical  neck  dissection  was  completed  in  the 
next  three  hours  without  further  administration 
of  any  other  blood. 

The  following  case  report  illustrates  the  man- 
agement of  a carotid  sinus  reflex  in  another 
patient. 

Case  Report 

A seventy-year-old  man  had  severe  neck  and  arm 
pains.  A roentgenogram  of  the  cervical  spine 
showed  marked  destruction  of  the  fourth,  fifth,  and 
sixth  cervical  vertebral  bodies,  presumably  from 
metastatic  carcinoma.  Skull  traction  was  applied, 
easing  the  patient’s  radiculitis.  It  was  then  pro- 
posed to  remove  the  eroding  carcinomatous  sub- 
stance and  replace  it  with  a bone  graft  through  an 
anterior  approach. 

The  patient’s  physical  condition  was  complicated 
by  signs  of  coronary  insufficiency,  pulmonary  infec- 
tion with  purulent  secretions,  hoarseness,  and  anemia 
with  dehydration.  Satisfactory  preanesthetic  med- 
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ication  was  obtained  by  the  intramuscular  injection 
of  50  mg.  of  Nembutal  and  0.4  mg.  of  atropine  sul- 
fate. Anesthesia  consisted  of  cyclopropane  and 
oxygen  in  a closed  system  with  carbon  dioxide  ab- 
sorption using  a number  36  F orotracheal  tube  for 
an  airway.  The  patient’s  arterial  pressure,  which 
had  been  142/80  mm.  Hg  on  the  day  preceding  the 
operation,  diminished  to  110/70  forty-five  minutes 
after  the  Nembutal  administration,  just  prior  to 
induction  of  anesthesia.  At  this  time  the  electro- 
cardioscope  showed  a regular  sinus  rhythm  with 
a heart  rate  of  106  per  minute  and  inverted  T- waves 
in  lead  1.  Twenty-five  minutes  after  the  start  of 
surgery,  as  the  left  carotid  sheath  was  being  re- 
tracted to  permit  exposure  of  the  cervical  vertebral 
bodies,  the  arterial  pressure  fell  suddenly  to  60/50, 
and  the  heart  rate  diminished  from  100  to  72  per 
minute.  Cessation  of  surgery  and  removal  of  re- 
tractors resulted  in  some  improvement  with  a rise 
in  the  blood  pressure  to  80/60,  but  as  soon  as  surgi- 
cal intervention  was  resumed  the  pressure  fell  back  to 
60/50.  Since  it  was  necessary  to  retract  the  carotid 
sheath,  a quantity  of  6 cc.  of  a one  per  cent  solution 
of  Xylocaine  was  infiltrated  in  the  area  of  the  carotid 
sinus.  Five  minutes  later  the  arterial  blood  pressure 
rose  to  110/70,  and  the  heart  rate  returned  to  96 
per  minute.  These  levels  were  then  maintained  for 
the  remainder  of  the  operation. 

Comment 

The  carotid  sinus  is  an  easily  accessible  presso- 
receptor area.  Like  all  other  autonomic  mecha- 
nisms, the  degree  of  reflex  response  to  a given 
stimulus  may  vary  markedly  in  different  indi- 
viduals. In  some,  the  carotid  sinus  sensitization 
is  so  acute  that  the  mere  turning  of  the  head  can 
determine  severe  arterial  hypotension  with  syn- 
cope. In  such  individuals  it  may  be  advisable 
to  perform  a denervation  of  the  affected  carotid 
sinus.3  Hypersensitization  of  the  carotid  sinus 
reflex  may  be  enhanced  by  certain  infections  in 
the  neck.  Before  the  era  of  antibiotics,  for 
instance,  the  infection  of  “Ludwig’s  angina”  was 
known  to  produce  such  a sensitization;  the  mere 
pressure  of  the  skin  knife  when  making  the  inci- 
sion to  open  the  infected  area  often  was  observed 
to  result  in  a marked  carotid  sinus  reflex  char- 
acterized by  respiratory  arrest,  bradycardia,  and 
arterial  hypotension.4  In  some,  the  reflex  was  so 
exaggerated  that  cardiac  asystole  and  death  en- 
sued.5 In  fact,  the  incidence  of  60  per  cent 
mortality  reported  by  Ludwig6  in  1836  remained 
the  same  when  this  problem  was  reviewed  by 
Williams7  in  1940. 

Recently,  one  of  us  observed  a case  of  cardiac 


arrest  due  to  carotid  sinus  stimulation  which  re- 
quired resuscitation  by  manual  artificial  cardiac 
contractions.  The  patient  recovered.  This  case 
will  be  reported  in  detail  at  a later  conference. 

In  the  therapeutic  management  of  systemic 
arterial  hypotension  due  to  a carotid  sinus  reflex, 
the  same  principles  may  be  applied  that  are  used 
in  other  hypotensive  reflexes.  As  soon  as  the 
proper  diagnosis  has  been  made,  the  first  maneu- 
ver is  to  attempt  to  eliminate  or  diminish  the 
pressor  stimulus  by  removing  pressure  over  the 
area  of  bifurcation  of  the  common  carotid  artery. 
When  this  area  is  not  anatomically  demonstrable, 
it  is  well  to  remember  that  this  zone  is  located 
just  lateral  to  the  thyroid  cartilage.  Often,  as 
was  observed  in  the  case  cited  in  the  introduction, 
the  mere  changing  of  position  of  a certain  re- 
tractor is  all  that  is  needed.  In  the  cases  of 
“Ludwig’s  angina,”  it  was  learned  that  incision 
should  be  made  by  holding  up  the  skin  edges  with 
toothed  skin  forceps  in  order  to  avoid  transmitted 
pressure  to  the  carotid  sinus  underneath.  When 
surgical  intervention  necessitates  manipulation 
of  the  carotid  sinus  area,  as  occurred  in  the  case 
report  above,  it  is  recommended  to  infiltrate  the 
area  of  the  carotid  sheath  with  a local  anesthetic 
solution,  taking  care  not  to  inject  the  solution 
into  the  lumen  of  the  artery. 

When  the  intima  layer  of  the  carotid  sinus  is 
not  blocked  sufficiently,  treatment  may  have  to 
be  supplemented  pharmacologically  by  the  in- 
travenous administration  of  a large  enough  dose 
of  a cholino tropic  drug,  such  as  atropine.  (It 
will  be  recalled  that  the  afferent  arc  of  the  carotid 
sinus' is  the  sinus  nerve,  a branch  of  the  glosso- 
pharyngeal nerve;  the  efferent  arc  is  by  way  of 
the  cardiac  vagus.)  In  an  average  sized  adult, 
the  usual  dose  of  atropine  sulfate  for  such  a pur- 
pose is  0.6  mg.  A vasopressor  drug,  such  as 
ephedrine  or  Neo-Synephrine,  should  be  resorted 
to  only  as  a last  means.  Since  this  symptomatic 
treatment  of  arterial  hj'potension  does  not  remove 
the  causal  stimulus,  greater  than  ordinary  doses 
of  these  drugs  may  be  necessary. 
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The  following  incidents  were  recently  re- 
ported to  the  New  York  City  Poison  Con- 


trol  Center. 

Incident  1 

Toxic  Agent 

Age 

Sex 

Benzine 

3 years 

Female 

Mother  poured  benzine  into  a Pepsi  Cola 
bottle.  She  intended  to  use  the  benzine  to 
remove  paint  from  her  coat.  She  left  the  bottle 
with  the  benzine  on  the  kitchen  table  while  she 
took  an  older  sibling  to  school.  In  the  meantime, 
the  youngest  child  obtained  the  bottle  and 
ingested  “about  six  ounces”  of  its  contents. 
The  child  had  burning  in  the  mouth  and  throat, 
nausea,  marked  vomiting,  diarrhea,  and  dyspnea. 
She  was  taken  to  a hospital  where  she  remained 
for  several  days  and  was  treated  with  stomach 
lavage  and  supportive  therapy.  This  case  illus- 
trates the  relative  inconsistency  of  benzine 
ingestion.  This  child  made  a complete  recov- 
ery with  the  ingestion  of  a very  large  amount 
of  benzine,  whereas  ingestions  of  smaller  amounts 
have  resulted  in  fatalities. 

Incident  2 

Toxic  Agent  Age  Sex 

Renuzit  F/2  years  Male 

While  playing  in  the  kitchen  with  an  older 
sister,  the  child  obtained  a bottle  of  Renuzit 


which  was  stored  on  the  kitchen  floor  under  the 
sink  and  ingested  five  ounces  of  its  contents. 
The  child  was  found  in  a coma  and  immediately 
taken  to  the  hospital  emergency  room  where 
his  stomach  was  lavaged.  He  was  sent  home 
after  he  regained  consciousness.  It  is  believed 
that  this  child  should  have  been  hospitalized 
and  observed  for  a longer  period.  Incidentally, 
this  child  had  had  a previous  accident  when  he 
had  eaten  cigarets.  A history  of  pica  was  also 
obtained,  and  the  child  was  referred  for  blood 
lead  determination.  (Renuzit  is  a light  petro- 
leum hydrocarbon.) 

Incident  3 

Toxic  Agent  Age  Sex 

Paradichlorobenzene  7 months  Male 

A deodorizer  was  in  the  toilet  tissue  roll  on  the 
bathroom  wall  fixture.  While  the  infant  was 
crawling  around,  he  pulled  the  toilet  tissue 
roll  from  the  fixture  and  the  deodorizer  fell  on 
the  bathroom  floor.  He  picked  up  the  deodorizer 
and  sucked  on  its  contents.  The  child  was 
taken  to  a hospital,  treated  with  a stomach 
lavage,  observed  for  one  day,  and  discharged  as 
improved. 

Incident  4 

Toxic  Agent  Age  Sex 

Iron  and  Vitamin  3 years  Female 

Tablets 
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The  sibling  was  left  at  home  under  the  im- 
mediate supervision  of  a four-year-old  sister, 
while  the  mother  was  on  an  errand.  The  family 
lived  in  a furnished,  one-room  apartment. 
(The  family’s  four  other  children,  between  the 
ages  6 and  11,  are  housed  in  the  Children’s 
Center.)  The  patient  obtained  a bottle  of  iron 
and  vitamin  tablets  from  the  mantle  and  in- 
gested some  of  its  contents.  The  presenting 
sjunptoms  were  abdominal  pains,  nausea,  vomit- 
ing, and  diarrhea.  The  child  was  taken  to  the 
hospital  emergency  room  where  her  stomach  was 
lavaged.  She  was  sent  home  as  fully  recovered 
with  the  instructions  to  return  the  following  day. 
This  patient  also  had  a previous  history  of 
having  ingested  a glass  Christmas  ornament  at 
which  time  she  had  to  remain  in  the  hospital  for 
three  weeks.  Another  child  in  the  family  drank 
some  kerosene  several  years  ago  while  the  family 
lived  in  Florida.  This  is  mentioned  in  order  to 
highlight  the  association  of  socioeconomic  con- 
ditions and  occurrences  of  chemical  poisonings. 
It  is  also  believed  that  on  the  basis  of  past 
history,  this  child  should  have  been  hospitalized 
for  a longer  period  of  observation. 

Incident  5 

Toxic  Agent  Age  Sex 

Gold  Seal  Glass  Wax  13  months  Male 

The  mother  was  cleaning  windows  with  Glass 
Wax.  The  child  got  to  it  when  the  mother’s 
back  was  turned  and  ingested  about  one  tea- 
spoon of  its  contents.  The  patient  was  treated 
by  his  mother,  who  happens  to  be  a physician  in 
the  Health  Department.  The  father  is  also  a 
physician.  When  asked  how  this  accident  could 
have  been  avoided,  the  mother  stated:  “If  the 
container  had  been  closed  or  less  accessible,  the 
accident  could  have  been  avoided.”  Inciden- 
tally, another  sibling  swallowed  ink  on  a previous 
occasion  and  was  successfully  treated  with  a 


stomach  lavage. 

Incident  6 

Toxic  Agent 

Age 

Sex 

“Baby”  Aspirin 

3 years 

Male 

While  his  mother  was  in  the  bathroom  with  a 
younger  sibling,  the  patient  climbed  on  a chair 
near  the  sink  and  obtained  a bottle  of  “baby” 
aspirin  from  the  closet  and  ingested  40  tablets. 
Although  the  child  was  asymptomatic,  the 


mother  immediately  induced  vomiting  with 
salt  and  water  and  also  gave  him  three  glasses 
of  milk  to  drink.  He  was  then  taken  to  a hos- 
pital where  his  stomach  was  lavaged,  and  he  was 
hospitalized  for  two  days  for  observation.  This 
case  is  cited  to  illustrate  good  management  at 
home  and  in  the  hospital. 

Incident  7 

Toxic  Agent  Age  Sex 

Turpentine  16  months  Female 

The  mother  was  painting  the  furnished, 
one-room  apartment  in  which  they  lived  while 
the  child  was  playing  in  the  room.  When  the 
mother  turned  her  back,  the  child  obtained  the 
turpentine  which  was  in  a brush  container  on  the 
floor,  and  ingested  some  of  its  contents.  The 
child  presented  the  following  symptoms:  nausea, 
vomiting,  diarrhea,  stupor,  and  later  coma. 
She  was  immediately  taken  to  a hospital  where 
vomiting  was  induced  and  her  stomach  lavaged. 
When  the  child  regained  consciousness  several 
hours  later,  she  was  sent  home.  It  is  strongly 
believed  that  a child  with  the  above  severe 
presenting  symptoms  should  have  been  hospital- 
ized and  observed. 

Incident  8 

Toxic  Agent  Age  Sex 

Lead  Poisoning  2 years  Female 

History  reveals  this  child  picked  paint  from 
the  window  sill  and  put  it  in  her  mouth.  Her 
parents  were  unaware  of  the  harmful  effects  of 
this  practice.  The  child  began  to  vomit  re- 
peatedly. The  mother  took  the  child  to  a 
hospital  emergency  clinic  and  was  told  by  the 
physician  to  return  the  next  day.  The  child 
continued  to  vomit  and  the  mother  returned  to 
the  clinic  the  following  day  as  instructed.  A 
medication  was  prescribed  and  the  mother  was 
told  to  return  several  days  later  for  a blood  test. 
The  child  continued  to  vomit  and  three  days 
later  went  into  a coma  and  was  rushed  to  the 
hospital.  The  child  expired  six  days  after  the 
onset  of  symptoms.  We  believe  strongly  that 
this  child  should  have  been  admitted  when  first 
taken  to  the  hospital  with  a history  of  vomiting 
and  hiccuping. 

Incident  9 
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Toxic  Agent  Age  Sex 

Reserpine  2 and  3 Males 

years 

While  their  mother  was  busy  feeding  the  baby, 
two  other  children  (two  and  three  years  of  age) 
opened  the  mother’s  purse  and  obtained  a 
pillbox  with  medication.  Between  them  they 
ingested  25  tablets.  They  became  stuporous 
and  were  taken  to  the  hospital  where  they  were 
treated  with  induced  vomiting  and  stomach 
lavages.  They  made  a complete  recovery  after 
one  day’s  stay  at  the  hospital. 

Incident  10 

Toxic  Agent  Age  Sex 

Progesterone  and  Diphen-  2 years  Males 

hvdramine  (Antihista-  (twins) 

minic) 

The  mother  left  her  pocketbook  on  the  TV 
set  the  night  before.  In  the  morning  the  two- 
year-old  twins  removed  the  pocketbook  and 
obtained  the  medication  which  was  stored  in  the 
handbag.  Between  them  they  ingested  about 
22  tablets.  The  children  did  not  suffer  any 
ill-effects.  They  were  treated  by  a private 
physician  with  ipecac.  He  then  referred  them 
to  a hospital  emergency  room  where  their  stom- 
achs were  lavaged.  They  made  an  uneventful 
recovery.  In  addition  to  this  case,  many 
other  cases  have  been  previously  cited  where  the 
pocketbook  has  been  a contributory  factor  in 
childhood  accidental  chemical  poisoning.  A 
pocketbook  is  an  excellent  place  for  money,  but 
it  is  a very  undesirable  place  for  storing  medi- 
cations. 

Incident  11 

Toxic  Agent  Age  Sex 

Tetrahydrozoline  3 months  Female 

(Nose  Drops) 

Tetrahydrozoline  0.1  per  cent  nose  spray 
solution  was  administered  by  the  parent.  The 
child  suffered  respiratory  depression  and  was  in 
peripheral  collapse  following  the  administration 
of  the  medication.  Fortunately,  medical  aid 
was  immediately  instituted,  and  the  child 
promptly  recovered.  Physicians  are  cautioned 
about  administrations  of  nose  drops  and  in  any 
event  to  prescribe  not  more  than  0.05  per  cent 
dosage  and  not  more  than  one  drop  at  a time. 


Incident  12 

Toxic  Agent  Age  Sex 

Boric  Acid  10  days  Female 

Before  putting  the  baby  to  sleep,  the  mother 
bathed  her  with  boric  acid  solution  which  she 
left  in  the  kitchen  on  the  table.  The  grand- 
mother, thinking  the  solution  was  water,  put 
the  bottle  with  the  remaining  contents  in  the 
refrigerator  next  to  the  baby  bottles  filled  with 
water.  A while  later  the  mother,  wishing  to 
give  the  baby  some  water,  took  the  bottle  with 
the  boric  acid  solution  from  the  refrigerator  and 
gave  the  baby  three  ounces  to  drink.  The 
baby  soon  began  to  spit  up  curdled  milk  and 
cried.  When  the  mother  found  the  extra  bottle 
in  the  refrigerator,  she  realized  what  happened 
and  took  the  infant  to  the  hospital.  Milk  of 
magnesia  was  prescribed, ' and  the  infant  was 
taken  home.  According  to  the  latest  report  the 
child  made  a complete  recovery. 

Incident  13 

Toxic  Agent  Age  Sex 

Paregoric  2 years  Male 

A three-and-one-half-year-old  sister  put  pare- 
goric in  the  nursing  bottle  and  gave  the  bottle  to 
the  patient  to  drink.  The  patient  ingested  one 
and  one-half  ounces  of  paregoric.  After  gastric 
lavage,  the  child  was  sent  home  as  improved. 


Toxic  Agent 

Incident  14 
Age 

Sex 

Paregoric 

1 month 

Female 

The  mother  gave  one-half  teaspoonful  of 
paregoric  to  the  infant,  although  instructions 
had  been  to  give  five  to  ten  drops.  The  child 
was  admitted  to  the  hospital  in  stupor  and 
remained  there  for  five  days.  The  management 
of  this  case  should  be  contrasted  with  the  one 
described  in  the  previous  case.  • 

Incident  15 

Toxic  Agent  Age  Sex 

Aspirin  16  years  Female 

This  patient  suffered  from  menstrual  cramps 
and  took  four  aspirin  compound  tablets.  Ob- 
taining no  relief,  she  decided  to  take  aspirin 
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tablets  and  took  six  5 gr.  tablets  within  three 
hours.  The  following  symptoms  were  noted: 
abdominal  pains,  nausea,  vomiting,  and  stupor. 
The  patient  could  not  be  aroused  and  was  taken 
to  a hospital  for  care.  In  the  hospital  the 
stomach  was  lavaged,  and  300  cc.  saline  was 
administered.  After  twenty-four  hours  in  the 
hospital  the  patient  made  an  uneventful  re- 


covery. 

Toxic  Agent 

Incident  16 
Age 

Sex 

Perfume 

14  years 

Female 

The  patient  had  been  cared  for  by  a foster 
mother  for  the  past  two  months.  She  was 
previously  under  the  care  of  the  New  York 
Foundling  Home.  According  to  the  foster 
parent,  the  patient  was  hard  to  handle  and  a 
behavior  problem.  The  foster  mother  was  called 
to  school  because  the  patient  complained  of 
abdominal  pains.  The  school  nurse  obtained  a 
history  that  the  patient  swallowed  perfume 
from  an  atomizer.  The  patient  was  taken  to  a 
hospital  where  she  remained  for  five  days  for 
observation  for  emotional  upset  rather  than  for 
the  ill-effects  resulting  from  the  ingestion.  It  is 
of  interest  that  the  foster  mother  volunteered 
the  information  that  several  months  previously 
her  grandson  ingested  some  perfume  accidentally 
and  had  received  a lot  of  attention.  This  may 
have  prompted  the  patient  to  take  the  perfume. 

Perfume  and  toilet  water  have  been  involved 
in  many  incidents  reported  to  the  New  York 
City  Poison  Control  Center,  particularly  in 
incidents  concerning  young  children.  None  of 
these  cases  have  been  associated  with  any  severe 


symptoms,  and  the  outcome  was  favorable  in 
all  instances. 

The  chief  hazard  in  perfume  is  the  high-proof 
alcohol.  Management  of  perfume  poisonings 
is  similar  to  management  of  a child  who  has 
ingested  high-proof  vodka;  that  is,  an  acute 
alcoholic  episode.  Physicians  frequently  express 
concern  about  denaturants.  At  the  present  time, 
the  denaturant  alcohol  number  40  is  almost 
universally  used.  It  contains  no  methyl  alcohol, 
and  as  a matter  of  fact,  no  cosmetics  contain  it. 
The  denaturant  in  alcohol  number  40  is  brucine, 
20  mg.  per  150  cc.  of  the  190  proof  alcohol. 
Although  brucine  is  related  to  strychnine,  the 
effects  are  much  milder  and  thus  far  have  not 
caused  any  notable  symptoms,  ill-effects,  or 
complications  in  any  of  the  numerous  incidents 
reported.  While  the  composition  of  perfume  is 
complex,  and  while  it  is  known  that  some  natural 
oil  such  as  terpenes  can  be  harmful,  here  again, 
none  of  the  perfume  poisonings  reported  to  the 
Center  have  caused  untoward  effects.  The 
ingestion  of  perfumes  is  frequent  but  need  not 
cause  alarm  provided  the  volume  ingested  and 
the  total  ethyl  alcohol  content  is  not  excessive. 

While  this  report  was  being  prepared,  a 
telephone  inquiry  was  received  from  Yonkers,. 
New  York,  relating  to  a two-year-old  male 
child  who  ingested  two  ounces  of  perfume.  The 
physician  inquired  as  to  the  management  and 
possible  outcome.  He  was  advised  to  do  a 
gastric  lavage  and  observe  the  patient. 

Physicians  also  may  be  alerted  to  a death 
reported  in  a young  child  from  the  ingestion  of 
whiskey  which  is  normally  100  proof  or  lower. 
Several  nonfatal  poisonings  were  reported  to 
the  Center  from  alcoholic  beverages  (cocktails). 


{Number  thirteen  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


Be  sure  to  keep  a mirror  always  nigh 
In  some  convenient , handy  sort  of  place , 

And  now  and  then  look  squarely  in  thine  eye, 
And  with  thyself  keep  ever  face  to  face. 

— John  Kendrick  Bangs 
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Cancer  of  the  Tongue 
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The  care  of  a patient  with  cancer  of  the 
tongue  places  great  responsibility  on  the 
attending  physician,  since  this  neoplasm  causes 
more  deaths  than  any  other  tumor  arising  in  the 
head  and  neck.  With  the  single  exception  of 
cancer  of  the  lower  lip,  it  is  the  commonest 
form  of  mouth  cancer. 

Incidence 

Cancer  of  the  tongue  comprises  about  15 
per  cent  of  all  malignant  tumors  of  the  upper 
respiratory  and  alimentary  tracts  and  about 
25  per  cent  of  all  oral  tumors.  Cancer  of  the 
tongue  represents  2 to  3 per  cent  of  all  human 
cancer. 

The  mean  age  of  patients  with  tongue  cancer 
is  fifty-eight  years,  and  the  disease  is  almost 
nine  times  more  common  in  males  than  in  fe- 
males. Cancer  arises  most  frequently  on  the 
edge  of  the  tongue  in  its  middle  third  (50  per 
cent).  One  third  of  the  tumors  arise  in  the 
base  of  the  tongue  and  the  remainder  on  the 
tip.  Curious^  enough,  a cancer  is  rarely  found 
on  the  dorsum  of  the  tongue  just  anterior  to  the 
circumvallate  papillae. 

Etiology 

As  in  other  forms  of  malignant  disease,  the 
etiology  of  cancer  of  the  tongue  is  unknown. 


However,  it  is  apparent  that  chronic  irritation 
is  an  important  contributing  factor.  It  is  the 
chronicity  of  the  irritant  rather  than  its  nature 
which  is  important,  and  it  is  probable  that  a 
cancer  results  from  the  cumulative  effect  of 
several  forms  of  irritation. 

Syphilis  produces  degenerative  changes  in 
the  mucosa  of  the  tongue;  luetic  tongues  show 
atrophy,  fibrosis,  and  areas  of  leukoplakia.  It 
is  not  surprising  that  one  third  of  patients  with 
tongue  cancer  also  have  tertiary  syphilis. 

Chronic  glossitis  also  occurs  in  the  presence 
of  pernicious  anemia,  avitaminosis,  and  liver 
dysfunction.  The  degenerative  changes  in  the 
tongue  are  similar  to  those  produced  by  syphilis 
and  can  be  distinguished  only  by  a negative 
blood  serology. 

Leukoplakia  is  a thin,  irregular,  white  film 
which  appears  on  the  lingual  mucosa  and  is 
usually  the  result  of  chronic  irritation.  Malig- 
nant degeneration  may  occur  within  a patch  of 
leukoplakia,  and  it  is  reasonable  to  consider 
this  lesion  precancerous.  Multiple  areas  of 
cancer  may  appear  in  cases  where  the  leuko- 
plakia is  advanced  and  involves  much  of  the 
mucosa  of  the  tongue. 

The  role  played  by  tobacco  in  the  etiology  of 
cancer  of  the  tongue  is  difficult  to  evaluate. 
Sevent3r-five  per  cent  of  men  with  tongue  can- 
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cer  are  moderate  to  heavy  smokers;  further 
investigation  reveals  that  there  is  an  equal 
percentage  of  such  smokers  in  the  general  adult 
male  population.  It  has  been  frequently  noted 
that  heavy  smoking  produces  chronic  irritation 
of  the  oral  mucous  membranes.  This  obser- 
vation suggests  that  a patient  with  a proved 
cancer  of  the  tongue  should  refrain  from  the 
further  use  of  tobacco. 

Dental  diseases  and  defects  are  common 
during  the  sixth  and  seventh  decades  of  life 
when  the  incidence  of  oral  cancer  is  greatest. 
As  with  tobacco,  it  is  difficult  to  determine  the 
role  of  poor  dental  hygiene  in  the  etiology  of 
oral  cancer.  It  is  of  interest  that  only  10  per 
cent  of  patients  with  cancer  of  the  tongue  have 
clean  teeth  in  good  repair. 

Pathology 

Ninety  per  cent  of  the  malignant  tumors  of 
the  tongue  are  epidermoid  carcinomas;  the 
remaining  10  per  cent  are  adenocarcinomas  of 
minor  salivary  or  mucous  gland  origin  or  an 
occasional  lymphosarcoma  arising  in  lymphoid 
tissue  at  the  base  of  the  tongue.  Other  forms  of 
sarcoma  of  the  tongue  are  exceedingly  rare. 

Symptoms 

As  a rule,  early  cancer  of  the  tongue  produces 
only  minimal  subjective  symptoms.  The  major- 
ity of  patients  at  first  either  see  the  lesion  in 
the  mirror  or  feel  it  with  the  finger.  At  this 
early  stage  the  cancer  is  a small,  indurated 
plaque  located  somewhere  on  the  anterior  two- 
thirds  of  the  tongue.  Cancers  at  the  base  of 
the  tongue  cause  no  symptoms  until  they  are 
advanced,  and  the  first  sign  is  frequently  the 
appearance  of  a metastatic  node  in  the  neck. 
Only  when  a lingual  cancer  becomes  ulcerated 
and  infected  does  the  patient  begin  to  complain 
of  local  pain  and  tenderness.  Symptoms  of 
advanced,  deeply  infiltrating  tongue  cancer  are 
fixation  of  the  tongue,  severe  pain,  hemorrhage 
from  the  mouth,  dyspnea,  and  dysphagia  due 
to  obstruction  by  the  bulky  tumor. 

Morbid  Anatomy 

Early  cancers  of  the  tongue  which  do  not 
arise  in  a pre-existing  area  of  leukoplakia  are  1 
to  2 cm.  in  diameter  with  central  ulceration  and 
infiltrating  borders.  More  advanced  lesions  are 
larger,  granular,  elevated,  and  infiltrative.  A 
cancer  arising  in  leukoplakia  can  be  papillary 


and  nonulcerated,  or  red,  granular,  and  super- 
ficially eroded. 

Cancer  of  the  tongue  frequently  metastasizes 
to  regional  lymph  nodes  in  the  neck,  usually  to 
the  upper  jugular  nodes  on  the  same  side  as  the 
primary  tumor.  Cancer  of  the  base  of  the 
tongue  is  the  most  malignant;  cervical  node 
metastases  occur  early  and  are  occasionally 
bilateral.  Thirty-five  per  cent  of  patients  with 
cancer  of  the  tongue  will  have  cervical  node 
metastases  on  first  examination,  and  an  ad- 
ditional 25  per  cent  will  develop  metastases 
subsequently,  a total  of  60  per  cent  with  metas- 
tases at  some  period  during  the  course  of  the 
disease. 

Diagnosis 

A clinical  diagnosis  of  cancer  of  the  tongue  is 
not  difficult  in  the  usual  case;  the  appearance 
of  the  lesion  itself  will  suggest  the  diagnosis. 
If  a suspicious  ulcer  is  found,  the  diagnosis 
should  be  confirmed  by  tissue  biopsy.  In  the 
treatment  of  an  ulceration  of  the  tongue,  a safe 
plan  to  follow  is  to  rule  out  cancer  first.  Many 
delays  in  diagnosis  of  cancer  of  the  tongue  are 
due  to  the  fact  that  the  lesion  was  thought  to 
be  a luetic  gumma  or  a tuberculous  ulcer;  rou- 
tine biopsy  will  eliminate  completely  such 
diagnostic  errors.  Incidentally,  tuberculosis  and 
syphilis  of  the  tongue  are  now  rare  compared  to 
the  incidence  of  cancer. 

Treatment 

In  the  treatment  of  cancer  of  the  tongue, 
surgery  and  roentgen  radiation  or  radium  ther- 
apy are  the  only  methods  of  value  known  at 
the  present  time. 

Tumors  located  on  the  anterior  two  thirds  of 
the  tongue  can  be  readily  exposed  for  complete 
surgical  removal.  Modern  advances  in  anes- 
thesia and  postoperative  care  have  made  surgery 
on  the  tongue  a relatively  safe  procedure.  The 
operative  mortality  is  less  than  one  per  cent. 
Cancers  on  the  anterior  portion  of  the  tongue 
also  can  be  treated  by  radiation  therapy,  but 
treatment  time  and  subsequent  morbidity  are 
greatly  prolonged,  and  the  chance  of  control 
is  no  better  than  with  surgery.  We  feel  that 
surgical  removal  of  small  cancers  on  the  anterior 
two  thirds  of  the  tongue  is  at  present  the  treat- 
ment of  choice. 

On  the  other  hand,  cancers  arising  in  thn  base 
of  the  tongue  are  not  accessible  to  local  surgical 
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removal.  Such  lesions  are  best  treated  with  a 
combination  of  roentgen  and  radium  therapy. 

Advanced,  bulky  cancers  involving  a large 
part  of  the  tongue  and  with  direct  extension  to 
adjacent  structures  (floor  of  mouth,  mandible, 
etc.)  are  generally  impossible  to  control  with 
radiation  therapy.  Radical  surgery  has  been 
successful  in  a small  proportion  of  such  advanced 
cases  and  is  the  most  hopeful  form  of  treatment. 
Although  radical  surgery  may  require  removal 
of  a portion  of  the  mandible  with  some  degree  of 
disfigurement,  we  feel  the  procedure  is  justified 
in  the  treatment  of  an  otherwise  lethal  tumor. 

It  is  now  generally  agreed  that  the  treatment 
of  choice  for  metastatic  cervical  nodes  is  a block 
surgical  removal  of  all  the  lymphatics  in  the 
involved  side  of  the  neck.  The  operation  is 
called  a “radical  neck  dissection”  and  con- 
sists of  the  removal  of  the  sternomastoid  muscle, 
the  internal  jugular  vein,  and  the  contents  of 
the  submaxillary  triangle  with  all  their  lymphatic 
channels  and  nodes.  Radiation  therapy  is 


reserved  for  inoperable  cervical  metastases  and 
postoperative  recurrences;  it  is  occasionally 
successful. 

Prognosis 

The  prognosis  for  cure  in  cancer  of  the  tongue 
depends  more  than  anything  else  on  early  diag- 
nosis and  prompt  treatment.  In  this  respect, 
it  is  of  great  importance  that  the  first  physician 
who  examines  a patient  with  cancer  of  the  tongue 
makes  or  suspects  the  correct  diagnosis.  Prompt 
treatment  will  depend  on  his  management  of 
the  problem. 

If  the  primary  cancer  of  the  tongue  is  less 
than  2 cm.  in  diameter  and  there  are  no  metas- 
tases, the  five-year  control  rate  is  50  per  cent. 
In  comparison,  the  five-year  control  rate  in  all 
cases  of  tongue  cancer  (both  early  and  advanced) 
is  only  30  per  cent.  Every  physician  must  do 
his  best  to  recognize  a cancer  of  the  tongue  in 
its  early  phase. 

655  Park  Avenue 


( Number  eleven  in  a series  of  Cancer  Alerts) 


Surgical  Risk  in  the  Allergic  Patient 


• In  an  attempt  to  evaluate  relative  surgical  risk  in 
asthmatic  and  allergic  patients,  Drs.  John  M.  Shel- 
don and  Roy  Patterson,  reviewed  14  different  studies 
reported  in  the  literature  and  examined  the  records 
of  535  bronchial  asthma  patients,  finding  119  who 
had  undergone  surgery.  From  other  reports,  as  well 
as  their  own,  the  authors  conclude  that  the  risk  of 
operation  is  not  increased  in  the  asthmatic  patient. 
In  order  to  provide  maximum  safety  in  preoperative 
and  postoperative  care  of  asthmatic  patients,  care- 
ful attention  must  be  given  the  cleansing  of  the 
tracheobronchial  tree  with  expectorants  and  bron- 
chodilators.  Postoperatively  the  patient’s  position 
in  bed  should  be  changed  frequently  and  he  should 


be  encouraged  to  cough.  Morphine  must  be  avoided, 
and  temperature  elevations  immediately  investi- 
gated for  possible  pneumonia  or  atelectasis.  Careful 
preoperative  questioning  about  possible  drug  allergies 
must  now  include  queries  about  steroids  in  asthma 
patients,  many  of  whom  have  been  treated  with 
adrenal  steroids  long  enough  to  result  in  adrenal  sup- 
pression. Even  if  such  therapy  had  been  abandoned 
the  previous  year,  there  may  be  relative  adrenal  in- 
sufficiency. Such  patients  wrill  require  exogenous 
steroids  during  the  operative  and  postoperative 
periods. 

— University  of  Michigan  Medical  Bulletin , Sep- 
tember, 1957 
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The  Latest  Approach  to  Cancer — The  Gynecologic  Viewpoint 

WARREN  A.  LAPP,  M.D.,  F.A.C.S.,  BROOKLYN,  NEW  YORK 


Statistics  indicate  that  one  in  every  four 
persons  under  forty  years  of  age  eventually 
will  develop  some  form  of  cancer.  Likewise, 
about  10  per  cent  of  all  women  will  develop  some 
form  of  cancer  of  their  reproductive  organs 
during  their  lifetime.  Hence,  the  pelvic  organs, 
especially  in  the  woman  past  forty  years  of  age, 
are  a common  site  for  cancer  to  develop. 

Fortunately,  the  publicity  given  cancer  in 
recent  years  has  increased  public  awareness  to 
warning  symptoms  and  has  stimulated  many 
women  to  seek  medical  advice  earlier  or  to  have 
periodic  examinations  by  their  physicians.  As 
a result,  more  patients  with  early  stages  of 
cancer  and  fewer  patients  with  far  advanced 
cancer  are  now  applying  for  treatment.  No 
cancer  is  without  hope  of  cure,  but  the  earlier  that 
cancer  is  discovered,  the  better  such  hopes  can  be. 

Cancer  of  the  mouth  of  the  womb  is  the 
third  most  frequent  cause  of  cancer  death  in 
the  female,  accounting  for  11  to  25  per  cent  of 
such  deaths.  In  women  below  the  age  of  forty, 
cancer  of  the  mouth  of  the  womb  is  four  to  five 
times  more  frequent  than  cancer  of  the  womb 
itself,  whereas  the  two  occur  with  about  equal 


frequency  in  women  past  fifty-five.  Cancer  of 
the  mouth  of  the  w'omb  occurs  in  only  one  per 
10,000  women  in  their  twenties  but  increases  to 
six  per  10,000  past  the  age  of  sixty.  It  develops 
in  approximately  3 per  cent  of  women  past 
forty  years  of  age  and  appears  with  increasing 
frequency  from  the  third  decade  to  the  ninth. 

Cancer  of  the  mouth  of  the  womb  is  rare  in 
nuns  and  relatively  uncommon  in  Jewish  women. 
Although  the  condition  does  occur  in  virginal 
women  and  those  without  children,  it  seems  to 
be  more  frequent  among  those  who  have  borne 
children.  One  explanation  is  that  childbearing 
often  causes  tears  or  lacerations  which  may 
predispose  to  inflammatory  changes  and  in- 
fectious processes  in  the  mouth  of  the  womb,  a 
condition  termed  “chronic  cervicitis.”  Very 
often  chronic  cervicitis  is  a rather  mild  affair, 
causing  no  pain  or  fever,  and  only  a little  vaginal 
discharge.  This  explains  why  so  many  women, 
unaware  of  any  symptoms,  are  found  to  have 
chronic  cervicitis  in  the  course  of  a routine 
check-up.  Of  course,  chronic  cervicitis  may  be 
due  to  a number  of  other  causes,  some  not  re- 
lated to  childbearing.  The  point  is  that  all 
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such  abnormal  conditions  can  be  eliminated  by 
proper  treatment,  and  since  they  appear  to 
favor  the  development  of  cancer,  they  should 
be  eliminated. 

Cancer  of  the  body  of  the  womb  occurs  pre- 
dominantly during  or  after  the  menopause. 
Occurring  in  about  1 per  cent  of  women  past 
forty  years  of  age,  it  is  about  half  as  common  as 
cancer  of  the  mouth  of  the  womb.  The  over-all 
incidence  is  about  15  per  100,000  women.  After 
the  age  of  fifty,  the  rate  exceeds  50  per  100,000 
women.  Cancer  of  the  body  of  the  womb  is 
relatively  infrequent  in  Negroes,  but  the  in- 
cidence in  Jewish  women  is  essentially  similar 
to  that  for  the  general  population. 

The  increasing  life  span  for  women  plus  the 
indiscriminate  or  prolonged  use  of  hormones, 
without  adequate  medical  supervision,  for  the 
treatment  of  menopausal  symptoms,  may  have 
some  bearing  on  the  development  of  cancer  in 
the  body  of  the  womb. 

The  probability  of  a woman  developing  cancer 
of  the  ovary  is  approximately  13  chances  in 
100,000.  After  the  age  of  fifty  the  rate  exceeds 
30  cases  per  100,000  women.  Ovarian  cancer 
comprises  about  15  per  cent  of  all  cancers  in- 
volving the  female  reproductive  organs.  Cancer 
of  the  ovary  is  more  common  in  women  who  are 
sterile  or  in  those  with  low  fertility. 

What  are  the  warning  signs  of  pelvic  malig- 
nancy? What  should  a woman  look  for? 
Briefly,  the  warning  signs  are  a blood-tinged 
vaginal  discharge,  irregular  vaginal  bleeding, 
pain  or  discomfort  within  the  abdomen  or  pelvis, 
and/or  weight  loss. 

A woman  should  see  her  doctor  promptly 
for  any  watery  discharge  from  the  vagina  which 
has  a noticeable  or  bad  odor  or  which  is  occasion- 
ally tinged  with  blood,  especially  if  there  has 
been  an  increase  in  amount  or  a change  in  the 
type  of  discharge.  She  should  check  promptly 
on  any  vaginal  bleeding  which  occurs  at  any 
time  other  than  when  her  menstrual  period 
is  normally  due.  The  bleeding  may  be  noted 
immediately  after  sexual  intercourse  or  douching, 
or  it  may  be  a resumption  of  flow  after  the 
periods  have  stopped  for  a lengthy  period  due  to 
menopause.  It  should  be  noted  that  it  is  the 
presence  of  bleeding  at  an  abnormal  time,  not 
the  color  or  amount,  which  is  important.  It 
may  be  a slight  tinge  or  spotting,  resemble  a 
normal  menstrual  flow,  or  be  profuse  and  ac- 
companied by  clots.  But  it  is  abnormal  and 
should  be  checked  on. 


A woman  should  check  promptly  on  any  rapid 
weight  loss,  a tendency  to  fatigue  easily,  in- 
creasing weakness,  or  a sallowness  or  pallor  of 
the  skin.  She  should  be  suspicious  of  a pro- 
gressive enlargement  of  the  abdomen  or  of  any 
unusual  and  rapid  increase  in  the  waistline. 
She  should  seek  prompt  examination  of  any  sore 
or  ulceration  on  the  external  parts  about  the 
vaginal  opening  which  doesn’t  heal  or  which 
seems  hard  to  the  touch  but  not  too  tender  or 
painful. 

In  recent  years  the  Papanicolaou  smear  has 
been  used  in  the  early  diagnosis  of  cancer  of  the 
mouth  or  body  of  the  womb.  The  Pap  smear  is 
based  on  the  fact  that  cells  on  surface  mem- 
branes, such  as  the  covering  of  the  mouth  of  the 
womb  or  the  lining  of  the  cavity  of  the  womb,  are 
constantly  being  shed  and  collect  in  the  vaginal 
secretions.  This  is  true  of  normal  cells  as  well 
as  abnormal  ones,  although  the  cellular  ele- 
ments from  a malignant  area  are  shed  or  cast 
off  at  a more  rapid  rate  than  those  from  a normal 
area.  By  withdrawing  a little  secretion  from 
the  upper  vagina  and  from  the  opening  in  the 
mouth  of  the  womb,  smearing  this  secretion  on 
a glass  slide,  then  hardening  or  fixing  it  in  a 
special  solution  of  ether  and  alcohol,  after  which 
it  is  stained  with  special  dyes,  the  nature  of  the 
cells  present  in  the  smear  can  be  determined 
microscopically  with  a high  degree  of  accuracy. 
Specifically,  wiien  cancer  is  present  in  the  mouth 
of  the  womb,  cancer  cells  will  usually  be  seen  in 
the  smear.  This  is  also  true  for  cancer  of  the 
body  of  the  womb;  and  occasionally,  even  cells 
from  malignant  ovarian  tumors  may  be  found 
in  such  smears.  The  patient  is  advised  not  to 
douche  before  presenting  herself  for  examina- 
tion, since  this  wTould  lessen  the  opportunity  of 
securing  an  adequate  smear. 

Once  a smear  of  the  vaginal  secretion  has 
been  obtained,  a cotton-tipped  applicator  or  a 
specially-shaped  wooden  spatula  much  like  a 
tongue  depressor,  is  used  to  lightly  scrape  the 
mouth  of  the  womb,  and  one  or  twTo  smears  can 
be  made  from  this  area. 

Some  doctors  also  combine  another  procedure, 
wdierein  an  instrument  resembling  a thin,  hol- 
low tube  is  inserted  through  the  opening  in  the 
mouth  of  the  womb  and  is  passed  into  the  cavity 
of  the  womb.  Suction  is  then  applied  on  the 
end  of  the  tube,  and  the  tube  is  slowly  with- 
drawn, at  which  time  a small  section  of  lining 
cells  from  the  body  of  the  womb  is  obtained  for 
microscopic  study. 
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These  procedures  are  painless,  inexpensive, 
quickly  and  easily  made  without  anesthesia,  and 
are  practical  office  measures  obtainable  through 
all  gynecologists  and  many  family  doctors. 

Although  these  technics  are  not  infallible, 
they  are  a satisfactory  screening  method  for  the 
early  detection  of  pelvic  cancer  and  are  reliable 
in  90  per  cent  of  cases  of  cancer  involving  the 
mouth  or  body  of  the  womb.  If  any  suspicious 
cells  are  found,  further  study  is  indicated. 
This  may  mean  repeating  the  smears  or  perhaps 
admission  to  a hospital  for  dilatation  and  curet- 
tage or  biopsy  for  further  microscopic  study. 

At  the  time  these  tests  are  made,  the  doctor  will 
thoroughly  inspect  all  the  reproductive  organs 
that  can  be  seen — the  vulva  or  external  parts, 
the  vagina,  and  the  mouth  of  the  womb  which 
projects  into  the  vagina  at  its  upper  part.  He 
will  make  a pelvic  examination,  exploring  the 
vagina  and  examining  the  mouth  of  the  womb 
with  his  fingers;  and  by  means  of  his  other 
hand  pressing  externally  on  the  abdomen,  he 
will  outline  the  hidden  pelvic  organs  which  can- 
not be  viewed — the  uterus  or  body  of  the  womb, 
the  tubes,  the  ovaries,  and  the  adjacent  sup- 
porting structures  of  the  pelvis.  Such  an  ex- 
amination can  be  made  quickly  and  without 
discomfort  to  the  patient. 

If  a pelvic  examination  reveals  a tumor  in- 
volving the  womb  or  ovary,  the  physician,  by 
his  training  and  experience,  can  advise  the 
patient  whether  further  investigative  measures 
are  indicated  or  whether  observation  and  sub- 
sequent pelvic  examinations  will  be  sufficient. 
Doubt  as  to  the  true  nature  of  a tumor  within 
the  pelvis  justifies  operation.  Large  tumors, 
solid  tumors  of  the  ovary  as  differentiated 
from  cystic  tumors,  tumors  involving  both 
ovaries,  those  associated  with  fluid  within  the 
abdomen,  and  those  which  seem  to  be  constantly 
growing  larger,  require  immediate  surgical  re- 
moval. 

Cancer  of  the  mouth  of  the  womb,  if  diag- 
nosed early  enough,  is  curable  in  five  out  of  six 
women  who  receive  proper  treatment  in  rea- 
sonably early  stages  of  the  disease.  With  the 
use  of  the  Papanicolaou  smear,  cancer  of  the 
mouth  of  the  womb  often  can  be  discovered 
even  before  it  has  given  rise  to  any  symptoms. 
At  this  stage,  curability  approaches  100  per 
cent.  Women  with  cancer  of  the  body  of  the 
womb  have  a higher  rate  of  survival  today  than 
do  patients  with  cancer  of  any  other  internal 
organ.  Cancer  of  the  ovary,  being  insidious 


in  onset  and  often  without  symptoms  early  in 
its  development,  frequently  is  discovered  too 
late,  and  the  rate  of  cure  is  much  less.  A pelvic 
examination  every  six  months  by  a capable 
gynecologist  would  serve  to  lessen  this  danger. 

Early  diagnosis  leads  to  successful  cure,  and 
this  fact  cannot  be  stressed  too  often.  In  de- 
layed diagnosis  of  cancer  the  rate  of  cure  drops 
sharply. 

At  the  present  time  the  only  two  ways  of 
curing  cancer  are  by  completely  removing  it 
surgically,  or  by  destroying  it  with  radiant 
energy,  such  as  x-rays  or  the  rays  of  radium  or 
radioactive  isotopes.  In  some  cases  it  may  be 
advisable  to  use  a combination  of  surgery  and 
irradiation. 

The  difficulty  in  curing  a patient  surgically 
is  that  the  apparent  or  obvious  cancer,  that 
which  can  be  seen  or  felt,  is  not  a safe  measure 
of  its  true  extent.  Invisible  or  unfelt  strands 
of  cancer  may  shade  into  the  neighboring  tis- 
sues, making  it  impossible  to  determine  the 
exact  extent  of  the  disease  at  the  time  of  oper- 
ation. Only  painstaking  microscopic  examina- 
tion of  all  the  tissues  removed]  at  operation  can 
provide  that  information. 

When  cancer  is  confined  to  the  organ  in  which 
it  began,  complete  removal  by  surgery  is  usually 
possible  and  may  reasonably  be  expected  to 
result  in  cure.  Wherever  possible,  wide  re- 
moval of  adjacent  structures  is  usually  done 
surgically  to  insure  the  likelihood  of  complete 
removal  of  the  tumor. 

The  discovery  that  cancer  cells  are  more 
vulnerable  to  x-rays  and  radium  than  are  healthy 
cells  led  to  the  use  of  these  rays  in  the  treatment 
of  cancer.  Theoretically,  this  principle  should 
make  it  possible  to  cure  all  cancers  by  this  means 
alone.  However,  the  dosage  required  to  kill 
the  particular  cancer  cells  may  be  sufficient  to 
do  permanent  damage  to  the  surrounding  tis- 
sues, and  this  fact  continues  to  be  the  major 
limitation  in  the  use  of  x-ray  and  radium  for 
the  treatment  of  cancer. 

Radioactive  cobalt  acts  on  living  tissue  very 
much  as  radium  does.  Since  it  is  relatively 
cheap,  large  quantities  of  it  can  be  assembled  in 
one  treatment  unit  and  made  to  substitute  for  a 
giant  radium  bomb  or  a multimillion-volt  x-ray 
machine.  Radioactive  cobalt  needles  have  been 
prepared  so  that  in  some  cases  they  can  be  placed 
directly  into  the  tumor  itself  to  produce  a local 
effect  at  the  site  where  the  concentration  of  the 
rays  is  most  needed. 
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Radioactive  gold  is  used  to  control  the  pro- 
duction of  abdominal  fluid  sometimes  seen  in 
association  with  ovarian  cancer  or  cancerous 
spread  into  the  lining  of  the  abdominal  cavity. 

Hormonal  therapy  is  only  occasionally  em- 
ployed in  the  treatment  of  pelvic  cancer.  The 
male  sex  hormone,  testosterone,  may  be  ad- 
ministered to  restrain  cancer  spread  within  the 
vagina  or  pelvis,  but  the  results  are  not  as  con- 
stant or  long-lasting  as  we  might  wish. 


Although  many  different  chemical  compounds 
are  now  being  tried  experimentally,  no  drug  has 
been  found  which  will  effectively  restrain  or 
destroy  cancer  growth. 

Therefore,  the  early  diagnosis  of  cancer  is 
essential  to  the  proper  treatment  and  is  the 
best  hope  for  cure  of  the  disease.  Cancer  is 
about  twice  as  curable  as  the  present  over-all 
cure  rates  indicate. 

2104  Foster  Avenue 


(. Number  six  in  a series  of  Health  Forums) 


Two  Groups  Outline  Role  of  Exercise  in  Fitness 


The  role  of  exercise  in  maintaining  fitness  was 
outlined  by  a joint  committee  of  the  American 
Medical  Association  and  the  American  Association 
for  Health,  Physical  Education  and  Recreation. 
Appearing  in  the  April  5 A.M.A.  Journal,  the  joint 
statement  pointed  out  that  an  individual’s  ultimate 
performance  is  limited  by  the  physiologic  capacity 
of  the  body  systems  involved.  However,  the  living 
body  is  “responsive  to  training”  and  operates  under 
wide  margins  of  safety. 

A child  or  youth  requires  more  exercise  than  an 
adult  because  of  growth  needs,  the  statement  said. 
If  an  individual  has  been  active  throughout  child- 
hood and  youth,  maximum  fitness  is  achieved  earlier, 
and,  in  adulthood,  decline  of  fitness  is  postponed. 
Age,  in  itself,  is  not  a contraindication  to  exercise. 
Precluding  accidents,  a healthy  person  will  not  do 
himself  any  permanent  injury  by  “rational  physical 
activity.” 

“The  range  of  individual  variation  in  capacity  for 
exercise  is  considerable,”  the  statement  said.  “Some 
persons,  even  at  an  early  age,  recover  poorly  from 
breathlessness,  general  fatigue,  or  feelings  of  ex- 
haustion. . . . 

Attempts  to  modify  these  responses  through 
planned  exercise  should  proceed  slowly  under 
medical  supervision.” 

Other  points  made  by  the  statement  include:  — 
Usually  an  individual  reduces  or  stops  his  exercise 
long  before  physiologic  limits  are  reached — when 
feelings  of  breathlessness,  general  weakness,  or 
muscular  discomfort  occur.  These  subjective  fac- 
tors are  psychologic  rather  than  physiologic  in  nature. 


Athletes  who  learn  to  carry  their  activity  beyond 
the  “so-called  psychologic  quitting  time”  sometimes 
experience  a “second  wind”  which  represents  a 
physiologic  adjustment  to  continuing  exercise. 
This  shift  in  limitations  is  generally  regarded  as  one 
of  the  most  important  results  of  training. 

— Hard,  fast  sustained  or  highly  competitive 
games  and  sports  should  not  be  played  by  persons 
beyond  the  age  of  thirty  unless  they  have  maintained 
or  can  attain  by  systematic  training  an  appropriate 
state  of  fitness. 

— Persons  who  are  out  of  training  should  not  at- 
tempt to  keep  pace  in  any  vigorous  sport  with 
persons  who  are  properly  conditioned  and  ac- 
customed to  regular  participation  in  that  sport. 

— Being  in  condition  for  one  sport  does  not  al- 
ways mean  being  in  condition  for  another. 

— The  ability  to  recuperate  after  physical  activity 
is  a good  guide  to  the  desirable  severity  of  exercise 
at  any  age.  Recuperation  should  be  reasonably 
prompt. 

— -Exercise  is  too  severe  to  too  prolonged  for  a 
person  in  his  present  stage  of  training  and  physical 
strength  if  breathlessness  and  pounding  of  the  heart 
are  still  noticeable  ten  minutes  after  exercise; 
marked  weakness  or  fatigue  persists  after  a two-hour 
rest  period;  a broken  night’s  sleep  is  attributable 
to  exercise,  or  a sense  of  definite  and  undue  fatigue 
remains  the  next  day. 

— The  vigor  with  which  an  individual  participates 
in  an  activity  will  have  more  to  do  with  the  out- 
come for  fitness  than  the  activities  or  events  in 
which  he  elects  to  participate. 
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SPECIAL  ARTICLE 

Demonstration  Program  Conducted  by  the 
Brooklyn  Tuberculosis  and  Health  Association , Inc. 

edward  f.  fagan,  President;  maurice  j.  dattelbaum,  m.d.,  Chairman,  Medical  Ad- 
visory Committee;  nelson  r.  kraemer,  Managing  Director;  agnes  gerding,  Program 
Director,  and  bernice  douglas,  Director  of  Public  Relations 


X-Ray  Survey  of  Inmates  at  Raymond  Street  Jail 


The  value  of  x-ray  screening  of  prisoners  was 
plainly  demonstrated  in  the  program  arranged  by 
the  Brooklyn  Tuberculosis  and  Health  Association, 
with  the  cooperation  of  the  City  Department  of 
Health  and  the  Department  of  Corrections,  at  the 
Raymond  Street  Jail  between  May  13  and  Novem- 
ber 12,  1957. 

There  were  3,208  admissions  to  the  jail  during 
this  period.  The  prison  population  was  520  on  the 
starting  date.  An  additional  2,688  new  prisoners 
were  subsequently  admitted. 

X-rays  were  taken  of  only  1,809  prisoners.  Ex- 
aminations were  not  made  of  the  prisoners  unless 
they  chose  to  be  x-rayed.  Prisoners  were  asked  if 
they  had  been  x-rayed  within  the  past  six  months; 
if  they  replied  in  the  affirmative,  they  were  not 
x-rayed  in  this  survey.  No  effort  was  made  to 
verify  the  statements  of  those  who  said  they  had 
been  previously  x-rayed  in  the  six-month  period. 
X-ray  examinations  were  done  during  a one-to-two- 
hour  period,  Monday  through  Friday  afternoons. 
Many  of  the  prisoners  were  not  kept  at  the  House 
of  Detention  sufficiently  long  to  be  included  in  this 
program. 

Had  the  x-rays  been  compulsory  and  available 
throughout  the  week,  twenty-four  hours  a day  (to 
check  prisoners  as  they  were  brought  into  jail),  100 
per  cent  would  have  been  x-rayed,  which  in  this 
survey,  would  have  been  an  additional  1,399  prison- 
ers. This  number  would  have  added  to  the  total 
yield  of  significant  findings. 

The  1,809  prisoners  who  were  x-rayed  in  the  pro- 
gram represented  56.4  per  cent  of  all  prisoners 
booked.  One  hundred  and  eleven  prisoners  refused 
the  examinations,  and  514  prisoners  claimed  to  have 
had  a chest  x-ray  during  the  previous  six  months 
(Table  I). 


TABLE  I. — Prisoners  Available  for  X-Ray  Classified 
by  Race 


Number  of  Patients- 


Race 

X- 

Rayed 

Refused 

Examination 

Examined 
During 
Previous 
Six  Months 

Total 

White 

540 

55 

168 

763 

Nonwhite 

1,090 

55 

320 

1,465 

Puerto  Rican 

179 

1 

26 

206 

Total 

1,809 

111 

514 

2,434 

Table  II. — Diagnosis  on  Immediate  Follow-Up  of  49 
Prisoners  with  Significant  Tuberculosis  Findings  on 
Screening  Films 


- Diagnosis 

White 

—Race — 
Non- 
white 

Puerto 

Rican 

Total 

Active  tuberculosis 

5 

12 

4 

21 

Cases  known  to  Health 

Department 

(4) 

(6) 

(2) 

(12) 

Cases  not  previously 
known  to  Health  De- 

partment 

(1) 

(6) 

(2) 

(9) 

Activity  undetermined 

13 

7 

3 

23 

Nontuberculous  pathology 

2 

3 

5 

— 

— 

— 

— 

Total 

20 

22 

7 

49 

Tuberculosis  Findings 

The  screening  films  were  delivered  to  Dr.  Jacob 
Rogoff,  Physician-in-Charge,  Chest  Clinic,  Fort 
Greene  Health  Center,  within  twenty-four  hours 
from  the  time  the  x-rays  were  taken.  Where  there 
were  significant  tuberculous  findings,  the  diagnosis 
was  referred  back  to  Dr.  Frank  Levine,  the  prison 
physician.  At  the  same  time,  information  was  sent 
to  the  Tuberculosis  Association.  If  the  inmate  in 
question  had  been  released  or  transferred  from  the 
prison  at  the  time  the  report  arrived,  his  case  was 


2710 


New  York  State  J.  Med. 


X-RAY  SURVEY  OF  INMATES  AT  RAYMOND  STREET  JAIL 


TABLE  III. — Other  Tuberculosis  Findings  of  Possible 
Significance  on  Screening  Films  of  36  Prisoners  on 
Whom  Follow-Up  is  Unknown 


— Race — 
Non- 

Puerto 

Findings 

White 

white 

Rican 

Total 

Active,  moderately  advanced 

1 

1 

Active,  far  advanced 

1 

1 

Arrested 

11 

17 

3 

31 

Activity  undetermined 

2 

1 

3 

Total 

13 

20 

3 

36 

referred  to  the  Regional  Department  of  Health 
Center  for  further  follow-up. 

In  cases  where  the  inmate  was  available  and  the 
x-ray  findings  warranted  hospitalization,  he  was  im- 
mediately transferred  to  the  Rikers  Island  Prison 
Hospital,  where  he  was  referred  to  Dr.  Robert  Glass, 
Clinician,  Department  of  Health,  Consultant  in 
Tuberculosis.  There,  the  differential  and  final  diag- 
noses were  made,  and  treatment  was  initiated  where 
indicated.  On  release  from  prison,  the  respective 
patients  were  referred  to  city  hospitals,  chest  clinics, 
or  to  other  medical  facilities  needed  to  extend  the 
medical  attention  required  in  the  individual  case. 
Table  II  gives  information  about  49  prisoners  who 
had  prompt  diagnostic  follow-up. 

The  21  active  cases  found  among  the  1,809  prison- 
ers x-rayed  represent  11.6  active  cases  per  1,000  ex- 
amined. The  nine  new  cases  found,  however,  re- 
sulted in  a new  case  rate  of  five  per  1,000  persons  ex- 
amined, which  exceeds  the  findings  in  case-finding 
programs  among  most  other  groups. 

An  additional  36  prisoners  had  findings  indicating 
tuberculosis,  but  immediate  follow-up  was  not  pos- 
sible because  the  prisoners  had  been  released  or 
transferred  and  could  not  be  reached,  or  it  was  not 
specifically  recommended  because  the  disease  was 
not  in  an  obviously  active  stage.  They  are,  how- 
ever, included  in  Table  III. 

Non  tuberculous  Pathology 

The  follow-up  on  nontuberculous  findings  was  cur- 
tailed considerably  in  consideration  of  the  kind  of 
population  surveyed.  However,  efforts  are  being 
made  through  the  chest  clinics  to  locate  released 
prisoners  whose  screening  x-rays  indicated  pa- 
thology considered  serious,  but  not  tuberculous. 


TABLE  IV.  Significant  Nontuberculous  Findings  on 
Screening  Films 


Findings 

White 

-Race — 
Non- 
white 

Puerto 

Rican 

Total 

Questionable  pulmonary 
lesion 

6 

19 

7 

32 

Congenital  anomaly 

10 

29 

4 

43 

Emphysema 

4 

9 

1 

14 

Mediastinum  and  hilum, 
neoplasm 

3 

1 

4 

Bronchiectasis 

1 

1 

2 

Bronchopneumonia 

1 

2 

3 

Other* 

4 

4 

— 

— 

— 

— 

Total 

29 

61 

12 

102 

* These  represented  other  findings  for  which  the  clinic 
physician  recommended  follow-up. 


Letters  were  sent  to  those  who  gave  out-of-town 
addresses,  those  who  gave  addresses  within  the  five 
boroughs  are  being  sought  through  their  local  chest 
clinics,  and  those  transferred  to  other  prisons  have 
had  explanatory  letters  written  to  the  prison  doctors. 
Nothing  can  be  done  about  those  who  gave  no 
address  or  a fictitious  one. 

Table  IV  lists  the  more  significant  nontuberculous 
findings. 

Summary 

Prisoners  constitute  a very  productive  group  in 
case-finding.  Screening  programs  and  well-planned 
follow-up  should  be  promoted  in  the  city’s  larger 
prisons. 

Prompt  reading  of  films  and  follow-up  of  signifi- 
cant findings  are  important  if  they  are  to  be  com- 
pleted before  the  prisoner  is  released.  Treatment 
often  can  be  commenced  and  even  completed  during 
the  prison  stay. 

When  participation  in  the  survey  is  not  manda- 
tory, a large  share  of  the  prisoners  are  not  x-rayed. 
In  a similar  program  in  Los  Angeles  County  99.43 
per  cent  of  all  prisoners  booked  were  examined. 

Even  though  there  are  many  problems  in  the  man- 
agement of  a TB  case-finding  program  with  follow- 
up, in  a prison  the  large  number  of  active  cases 
found  (in  this  survey,  11.6  active  cases  per  1,000 
prisoners  examined)  obviously  justifies  such  an 
effort,  as  does  the  fact  that  there  were  nine  new  cases 
among  the  1,809  prisoners. 


Mere  'parsimony  is  not  economy.  . .Expense,  and  great  expense,  may  be  an  essential  part  of 
true  economy. — Edmund  Burke 
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Editor’s  Note:  Occasionally  the  editors  of  the  Journal  find  articles  or  editorials  in 
other  medical  'publications  which  seem  to  us  so  noteworthy  that  reprinting  them  for  the  in- 
formation of  the  readers  of  the  New  York  State  Journal  of  Medicine  seems  to  be  indi- 
cated as  a function  of  good  medical  journalism.  These  reprints  will  appear  from  time  to 
time  in  this  department. 


Coronary  Thrombosis:  A Thirty-Year  Progress  Report* 

ARTHUR  M.  MASTER,  M.D.,  NEW  YORK  CITY 


T^hough  James  Herrick  described  coronary  throm- 
bosis as  a definite  disease  entity  in  1912,  it  was 
seldom  considered  and  rarely  diagnosed  clinically, 
even  in  the  early  1920’s.  Patients  who  were  stricken 
with  it  were  said  to  have  “acute  indigestion,”  and 
were  treated  with  antacids  and  belladonna.  The 
rare  case  of  diagnosed  coronary  thrombosis  was  a 
clinical  treat,  to  which  most  hospital  clinicians  and 
interns  were  attracted. 

With  the  early  reports  of  Parkinson  and  Bedford 
of  England,  and  by  Levine,  Wilson  and  a host  of 
other  Americans,  an  increasing  awareness  of  coro- 
nary thrombosis  as  a clinical  entity  developed.  Its 
presence  was  suspected  solely  in  the  old  and  aged — 
rarely  among  the  young.  The  pericardial  rub,  then 
considered  to  be  almost  a sine  qua  non  for  the  diag- 
nosis of  coronary  thrombosis,  was  diligently  sought 
and  often  heard,  probably  because  of  the  assiduous 
search.  The  mortality  rate  of  the  cases  diagnosed 
was  high,  50  to  60  per  cent  on  the  wards  of  large 
hospitals. 

How  times  have  changed!  The  diagnosis  of 
“acute  indigestion”  is  today  immediately  suspect, 
and  a thorough  examination  to  exclude  coronary 
thrombosis  is  routinely  made.  The  diagnosis  of 
coronary  thrombosis  has  grown  by  leaps  and  bounds ! 
Thousands  of  bona  fide  attacks  now  are  known  to 
occur  daily — a million  annually.  Not  only  are  the 
middle-aged  or  elderly  susceptible  to  its  ravages,  but 
also  young,  apparently  healthy  men  and  soldiers 
are  known  to  be  its  targets.  Coronary  thrombosis  is 
today  one  of  the  commonest  acute  diseases  on  hos- 
pital medical  wards. 

Is  the  Prevalence  Increasing ? 

To  what  factors  can  the  apparently  rapidly  rising 
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rate  of  coronary  thrombosis  be  ascribed?  Is  it 
really  a “new  disease?”  Is  there  an  “epidemic”  of 
coronary  thrombosis,  as  the  newspapers  implied 
shortly  after  the  President’s  heart  attack?  Have 
New  York  State  and  New  York  City  now  the  highest 
ratios  of  coronan^  thrombosis,  as  recently  reported 
by  the  Federal  Security  Agency?  Why  did  such 
brilliant  nineteenth  century  pathologists  as  Aschoff, 
Rokitansky,  and  Virchow,  each  of  whom  performed 
thousands  of  autopsy  examinations,  never  report  a 
single  instance  of  coronary  thrombosis? 

In  our  opinion,  coronary  thrombosis  is  not  a new 
disease,  nor  has  it  “assumed”  epidemic  proportions. 
Aschoff,  Rokitansky,  and  Virchow  never  found  a 
coronary  thrombosis  because  they  never  looked  for 
it.  Examination  of  the  mummies  of  Egyptians, 
said  to  have  lived  two  millenia  before  Christ,  reveals 
evidence  of  arteriosclerotic  coronary  artery  disease. 
The  apparently  high  incidence  of  coronary  thrombo- 
sis in  New  York  is,  I think,  probably  due  to  this 
area’s  higher  standard  of  medical  care,  its  relatively 
more  numerous  physicians,  and  its  many  large  medi- 
cal centers  (with  the  facilities  that  accompany  them). 

Stress. — The  apparent  increase  in  coronary  ar- 
teriosclerosis is  the  result  not  merely  of  the  stress 
and  strain  of  modern  life.  We  have  no  monopoly  on 
worry  and  tension.  Ancient  civilizations  lived  more 
troublesome  lives.  They,  too,  were  affected  by 
nameless  mundane  stresses,  by  daily  insecurities,  and 
by  fear  of  sudden  death.  Their  ancient  countless 
terrors  of  the  supernatural  are  comparable  with  our 
modern  dread  of  radioactive  fallout!  Millions  then 
died  as  a result  of  the  ravages  of  infectious  disease  or 
of  starvation.  The  plagues,  the  great  fires,  the  ma- 
ternal mortality,  and  the  early  deaths  all  produced  a 
degree  of  emotional  insecurity  among  them,  prob- 
ably greater  than  our  own. 

Aging,— Many  other  factors  explain  the  increase 
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in  coronary  disease  in  America  and  Europe.  The 
aging  of  the  population  is  mainly  responsible  for  the 
larger  absolute  number  of  cases.  For,  though  the 
disease  does  occur  among  the  young  also,  it  is  much 
more  frequent  among  older  persons.  People  are 
simply  living  longer  than  heretofore.  Maternal 
deaths,  deaths  in  infancy,  childhood,  and  young 
adulthood  have  been  drastically  reduced.  Malnu- 
trition is  growing  scarcer.  The  elderly,  in  1957,  are 
not  more  susceptible  than  the  quinquagenarian  or 
septuagenarian  in  George  Washington’s  time — there 
are  merely  more  of  them  with  us  today!  Until  the 
nineteenth  century,  the  average  life  span  was  only 
twenty  to  thirty  years  in  many  countries. 

Diagnostic  Methods. — The  present  large  num- 
ber of  documented  cases  of  coronary  thrombosis  can 
also  be  attributed  to  the  better  investigative  technics 
now  employed.  The  routine  use  of  the  12-lead 
electrocardiogram  more  often  establishes  or  corrobo- 
rates the  clinical  diagnosis.  Not  only  “classical” 
cases  of  coronary  thrombosis,  but  also  atypical  ones, 
are  now  more  easily  recognized.  The  pericardial 
rub,  still  an  interesting  and  informative  finding,  is 
no  longer  a requisite  to  confirm  the  diagnosis. 

Accurate  Reporting. — There  are  still  other 
reasons  for  the  apparent  present  increase  in  the 
number  of  cases  of  coronary  thrombosis.  Before 
1930,  coronary  artery  disease  was  rarely  listed  as  a 
prime  cause  of  death.  Other  diseases  were  given 
preference  to  it  in  death  certificates.  With  its 
more  frequent  recognition,  however,  and  following  a 
change  in  nomenclature,  coronary  artery  disease  was 
increasingly  recorded.  In  1949,  further  clarification 
and  accuracy  in  completing  death  certificates  were 
required  by  law. 

However,  a fundamental  question  still  remains: 
“Is  the  increase  in  coronary  artery  disease  real,  or  is 
it  merely  due  to  the  growth  of  the  aging  population, 
to  improved  diagnosis,  and  to  more  accurate  record- 
ing?” Omitting  these  factors,  I do  not  believe  that 
the  increase  has  been  a substantial  one. 

Diet. — Rich,  fat  food,  high  in  cholesterol  content, 
has  only  recent^  attracted  the  attention  of  many  in- 
vestigators. They  attribute  coronary  arteriosclero- 
sis and  the  increased  incidence  of  coronary  thrombo- 
sis to  it.  Timothy  O’Leary  of  Boston,  twenty-five 
years  ago,  advised  curtailment  of  fat — his  was  but  a 
single  voice  then.  Nothing  was  heard  of  alpha  and 
beta  lipoproteins,  of  the  Svedborg  unit,  of  chylomicra 
particles,  of  Gofman’s  atherogenic  index,  of  satu- 
rated versus  essential  unsaturated  fatty  acids  or  of 
the  iodine  number  of  fats.  The  Eskimo  used  to  be 
the  favorite  subject  for  study  of  the  relationship 
between  diet  and  mortality.  Now  it  is  the  South 
African  Bantu,  the  northern  versus  the  southern 
Italian,  the  Japanese  and  the  Chinese,  who  in  dif- 
ferent parts  of  their  countries  consume  food  varying 
greatly  in  its  rich  fat  content — all  with  the  notion 
that  such  food,  particularly  saturated  fatty  acids, 


makes  for  atherosclerosis.  Considerable  evidence 
has  been  adduced  to  substantiate  some  relationship 
between  the  diet  and  the  disease.  An  indictment  of 
fat  as  a cause  of  the  increased  incidence  of  coronary 
thrombosis,  however,  cannot  be  made,  although 
there  may  be  a basic  disturbance  of  lipoid  me- 
tabolism that  is  triggered  or  accelerated  by  certain 
fatty  diets. 

Smoking. — Tobacco,  too,  in  excess,  may  play  its 
part.  Statistically,  at  least,  the  use  of  tobacco  has 
been  found  to  be  much  more  frequently  correlated  to 
heart  disease  than  to  pulmonary  carcinoma.  Here, 
too,  complete  proof  is  lacking. 

Physical  Exertion. — For  years  it  was  believed 
that  extreme  physical  exertion  as  well  as  unusual 
emotional  tension  precipitated  coronary  occlusion. 
I do  not  think  this  is  true!  Hard  work,  ipso  facto, 
does  not  cause  coronary  disease,  though  it  may  pre- 
cipitate attacks  of  angina  pectoris  and  coronary 
insufficiency  in  persons  who  already  have  underlying 
coronary  artery  disease.  In  our  own  studies  of  the 
last  twenty-five  years  or  more,  proportionately  less 
coronary  thrombosis  was  found  in  laborers  than  in 
sedentary  workers.  This  finding  has  been  sub- 
stantiated by  English  investigators,  who  also  noted 
that  those  engaged  in  hard  physical  labor  were  less 
likely  candidates  for  coronary  disease.  N or  does  the 
increased  emotional  stress  and  strain  of  present  day 
working  and  living  tend  to  produce  coronary  disease. 
The  high  strung  and  the  phlegmatic  are  equally  sus- 
ceptible to  coronary  occlusion.  Amazingly  enough, 
a state  legislature  recently  voted  compensation  to 
one  of  its  members,  because  the  emotional  stress  of 
his  occupation  had  allegedly  produced  a coronary 
occlusion. 

For  a clearer  understanding  of  the  incidence,  the 
precipitating  causes,  and  the  compensability  of  coro- 
nary occlusion,  coronary  insufficiency,  and  angina 
pectoris,  a clear  distinction  must  be  made  between 
them.  A generation  ago,  no  such  distinction  be- 
tween angina  pectoris  and  coronary  thrombosis  was 
considered,  even  by  internists  as  great  as  William 
Osier  or  James  Mackenzie.  As  late  as  1935,  any 
severe  cardiac  pain,  particularly  when  associated 
with  changes  in  the  electrocardiogram,  no  matter 
how  minor  or  transient,  was  labeled  “coronary 
thrombosis.”  The  patient  was  put  to  bed  for  at 
least  six  weeks.  Prevention  of  attacks  was  not 
attempted,  nor  was  specific  treatment  given  to  the 
patient.  Regardless  of  its  subsequent  course,  one 
attack  was  enough  to  label  a man  a permanent  car- 
diac cripple! 

We  now  know  that  it  is  of  considerable  prognostic 
and  therapeutic  value  to  differentiate  angina  pectoris 
from  “coronary  insufficiency”  and  coronary  occlu- 
sion. Today,  these  three  entities  can  be  distin- 
guished from  each  other  clinically  and  electrocardio- 
graphically. 

Angina  pectoris  is  the  result  of  transient  ischemia 
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of  the  heart  muscle.  “Acute  coronary  insufficiency” 
results  from  more  prolonged  and  more  severe  ische- 
mia, which  may  cause  subendocardial  necrosis.  It 
occurs  when  the  demand  for  blood  and  oxygen  by  the 
myocardium  exceeds  the  supply.  Characteristic 
RS-T  segment  depressions  appear  in  the  electro- 
cardiogram, but  no  deep  Q waves  are  found. 
Elimination  of  the  immediate  precipitating  cause 
will  relieve  or  cure  the  condition.  It  has  been  found 
that  a not  uncommon  cause  of  coronary  insuffi- 
ciency, after  middle  age,  is  sexual  intercourse.  The 
higher  incidence  of  insufficiency  in  the  older  male, 
and  his  shorter  life  span  may,  in  part,  be  due  to  his 
prolonged  interest  and  indulgence  in  sexual  activity, 
long  after  the  libido  of  the  female  has  waned.  Coro- 
nary occlusion  occurs  when  there  is  a complete  ob- 
struction of  a major  coronary  artery,  usually  with 
resultant  through  and  through  infarction  of  the 
affected  myocardium,  and  pathognomonic  electro- 
cardiographic changes — Q waves  with  reciprocal 
RS-T  segment  elevation  and  depression. 

Disability  and  Compensability 

From  the  time  of  Herrick  until  about  1930,  a pa- 
tient who  had  an  attack  of  coronary  thrombosis  was 
considered  to  be  totally  and  permanently  disabled. 
He,  his  family,  and  even  his  physician,  were  all  con- 
stantly apprehensive,  and  the  least  physical  activity 
engendered  much  concern!  Resumption  of  work 
was,  therefore,  never  considered.  The  burden  of 
earning  a livelihood  necessarily  fell  upon  wife,  child, 
parent,  or  state,  unless  the  patient  was  fortunate 
enough  to  have  disability  insurance.  And  what  a 
fortune  the  insurance  income  seemed  to  be  in  those 
days!  Who  would  be  rash  enough  then  to  urge  a 
patient  to  forego  this  unearned  income  and  to  return 
to  work  to  risk  death?  Few,  indeed.  Only  a hand- 
ful of  us  then  insisted  that  work  was  good  for  both 
body  and  soul. 

Today,  it  is  generally  agreed  that  most  patients, 
including  the  President  of  the  United  States,  who 
have  recovered  from  an  attack  of  coronary  thrombo- 
sis may  resume  light  work  two  to  three  months  after 
the  attack,  and  gradually  increase  it.  Complete 
functional  recovery  from  an  attack  of  coronary 
thrombosis  now  occurs  so  frequently  that  even  some 
insurance  companies  have  begun  to  change  their 
attitude  toward  the  disease.  They  no  longer  auto- 
matically reject  the  subject  of  the  attack  as  a totally 
uninsurable  risk.  Of  course,  the  risk  is  greater,  and 
the  annual  premium,  therefore,  is  increased. 

Since  neither  physical  strain  nor  emotional  stress 
is  a direct  precipitating  cause  of  coronary  thrombo- 
sis, the  practice  of  awarding  workmen’s  compen- 
sation for  this  disease  is  wholly  unjustified — yet  nu- 
merous such  awards  are  made  daily  by  referees.  In 
cases  of  angina  pectoris  and  coronary  insufficiency, 
on  the  other  hand,  strain  and  stress  are  commonly 
precipitating  factors,  and  may,  therefore,  in  certain 


instances,  be  compensable. 

Treatment 

Therapy  of  coronary  thrombosis,  that  so  long  has 
trailed  the  more  spectacular  improvements  in  its 
diagnosis,  has  recently  begun  to  show  promise.  It 
is  promising  because  of  the  better  understanding  of 
the  physiology  of  the  disease  process.  Many  years 
ago,  for  example,  it  was  considered  essential  that  the 
patient  be  rushed  to  a hospital  once  a “coronary” 
had  been  diagnosed,  regardless  of  the  clinical  con- 
dition. Now,  ceteris  paribus,  the  same  adequate 
treatment  is  usually  administered  at  home. 

Formerly,  the  use  of  oxygen  in  coronary  thrombo- 
sis was  limited  to  cases  with  shock  and  cyanosis.  Its 
administration  was  cumbersome  and  difficult. 
Today,  its  use  is  almost  routine,  not  only  in  hos- 
pitals but  also  at  home.  It  is  easy  to  administer — 
and  is  now  often  given  through  light,  plastic  face 
masks.  On  a hot,  humid  day,  the  oxygen  tent  is 
comfortable. 

Formerly,  morphine  was  given  in  large  quantities 
to  ease  the  pain  and  allay  the  anxiety  of  the  patient. 
This  often  produced  respiratory  depression,  consti- 
pation, abdominal  distention,  nausea,  and  vomiting, 
all  of  which  were,  in  themselves,  dangerous  compli- 
cations. While  morphine  is  still,  perhaps,  the  most 
useful  drug,  smaller  doses  are  prescribed.  Occa- 
sionally, substitutes  like  Pantopon  or  dihydromor- 
phinone  (Dilaudid)  are  employed.  They  do  not 
tend  to  produce  as  dangerous  side-effects.  For  se- 
vere pain,  meperidine  (Demerol)  is  not  so  effective 
as  morphine. 

Abdominal  distention  and  constipation  are  today 
avoided  by  the  careful  attention  paid  to  the  bowels. 
Enemata  are  given  with  great  care  and  with  due  re- 
gard to  the  patient’s  physical  condition,  after  the 
lapse  -of  forty-eight  hours,  not  a week,  as  in  the  past. 
The  complication  of  distention  or  fecal  impaction  is 
therefore  not  so  common. 

Formerly,  nitroglycerin  was  prescribed  in  fre- 
quently repeated  doses,  in  the  hope  that  the  resulting 
coronary  dilatation  would  ease  the  patient’s  pain. 
It  usually  did  not.  On  the  contrary,  it  often  super- 
imposed a dangerous  coronary  insufficiency  upon 
the  already  present  coronary  thrombosis.  Nitro- 
glycerin is  now  contraindicated  in  the  treatment  of 
acute  coronary  thrombosis. 

In  the  early  days,  a high  fluid  caloric  diet,  a so- 
called  “cardiac  diet.”  containing  3,000  to  5,000 
calories,  with  a high  carbohydrate  content,  was  pre- 
scribed in  the  very  first  days  of  the  illness!  This,  as 
is  now  evident,  caused  distention,  increased  the 
work  of  the  heart,  and  produced  disturbing  gastro- 
cardiac  reflexes.  The  800  to  1,200  calorie  diet  now 
given  prevents  such  complications.  Moreover,  a 
low  calorie  diet  is  often  continued  for  a few  weeks 
and  results  in  a desirable  loss  of  body  weight  in  those 
who  are  overweight. 
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The  initial  shock , which  formerly  proved  to  be  so 
frequently  fatal,  can  now  be  often  overcome  by  the 
early  use  of  the  new  and  promising  vasopressor 
drugs.  These  are  administered  whether  or  not 
clinical  shock  is  present,  if  the  systolic  blood  pres- 
sure drops  below  90  mm.  Hg. 

Digitalis  and  quinidine,  which  were  once  routinely 
used,  are  now  given  only  when  specifically  indicated. 

Anticoagulants  were  unknown  a generation  ago. 
Now,  they  are  used  routinely  in  severe  cases,  in  pa- 
tients with  shock,  congestive  failure,  or  serious 
tachycardia,  and  in  those  patients  who  have  a history 
of  thrombosis  or  embolism.  In  such  cases,  the  anti- 
coagulants are  often  life-saving.  Many  physicians 
employ  them  in  all  cases  of  coronary  thrombosis, 
mild  or  severe.  When  one  decides  to  discontinue 
the  anticoagulant  drug,  it  should  be  tapered  off 
gradually,  since  a definite  rebound  phenomenon  of 
increased  coagulability  of  the  blood  occurs  after 
abrupt  cessation  of  therapy.  Whether  the  adminis- 
tration of  anticoagulants  during  the  impending 
phase  of  a coronary  occlusion  will  prevent  its  occur- 
rence still  must  be  proved. 

Present  day  antibiotics  were,  of  course,  unknown 
a generation  ago.  Their  use  has  enabled  control  of 
secondary  pulmonary,  renal,  and  other  infections. 
I prefer  to  prescribe  an  antibiotic  routinely  during 
the  first  days  following  coronary  occlusion,  although 
some  physicians  would  disagree  with  this  practice. 

Nausea,  vomiting,  and  hiccups  were  in  the  past,  as 
they  are  now,  annoying  and  even  dangerous  compli- 
cations of  coronary  thrombosis.  They  occur  less 
frequently  at  present,  since  the  primary  condition  is 
recognized  earlier,  and  since  most  patients  are,  there- 
fore, not  quite  so  sick  as  they  used  to  be.  Patients 
are  no  longer  overfed.  The  antimotion-sickness 
drugs,  e.g.,  meclizine  hydrochloride  (Bonamine), 
cyclizine  (Marazine),  and  dimenhydrinate  (Drama- 
mine),  quickly  relieve  the  patient  of  the  nausea  and 
vomiting  that  are  so  discomforting.  They  are  the 
“ wonder”  drugs  of  these  conditions.  Hiccups,  too, 
may  be  very  serious.  Reassurance  of  the  patient  is 
the  first  essential  of  treatment  of  this  complication. 
Many  drugs  and  maneuvers — from  sedatives  to 
phrenicectomy — have  been  advocated.  Each  is 
sometimes  efficacious.  The  phenothiazine  deriva- 
tives, like  chlorpromazine,  are  very  useful.  They 
should  be  given  with  great  caution,  however,  be- 
cause of  their  potent  hypotensive  effect. 

Formerly,  the  patient  was  kept  at  complete  bed 
rest  for  six  weeks,  in  order  to  permit  the  myocardial 
scar  to  heal  firmly.  He  was  not  moved;  his  bed 
linen  was  not  changed;  he  was  well  fed  three  times 
daily.  Today,  prolonged  bed  rest  is  considered  in- 
advisable, and  early  chair  treatment  is  preferred  by 
many.  Commode  or  bathroom  privileges  are 
granted  soon  after  the  acute  attack  occurs,  since  the 
use  of  a bedpan  is  much  more  trying  than  the  bedside 
commode  or  even  the  walk  of  a few  steps  to  the 


toilet.  While  in  bed,  the  patient  today  is  advised  to 
move  his  legs  gently,  in  an  attempt  to  prevent  the 
development  of  phlebitis.  Within  three  to  four 
weeks,  he  is  allowed  to  walk  about  his  room.  Of 
course  it  is  essential  that  each  patient  be  treated 
individually  and  not  according  to  any  set  rules. 
Physical,  mental,  and  emotional  differences  among 
patients  demand  varying  individual  approaches  to 
their  treatment. 

An  attack  of  coronary  thrombosis  presents  also 
social,  economic,  and  emotional  problems.  For- 
merly, these  matters  were  discussed  in  whispers, 
behind  the  patient’s  back,  or  by  the  patient,  “spar- 
ing his  family”  further  worry.  This  is  rarely  the 
case  today.  All  aspects  of  the  disease  are  freely  dis- 
cussed. Years  ago,  for  example,  the  husband  would 
make  a most  timid  inquiry  as  to  the  time  sexual 
intercourse  might  be  resumed.  He  would,  of 
course,  first  ask  his  blushing  wife  to  step  out  of  the 
room.  Now,  not  only  does  the  wife  remain  but  the 
teenager  sits  in  on  the  conference! 

In  the  study  of  the  possible  factors  that  cause  or 
affect  coronary  artery  disease,  interest  has  been  fo- 
cused on  its  relative  infrequency  in  females,  par- 
ticularly in  the  premenopausal  period.  Experimen- 
tation has  revealed  that  estrogens, . in  large  doses, 
confer  protection  in  some  species  of  animals  fed 
atherogenic  diets.  Clinical  application  of  this  ob- 
servation has,  however,  not  been  successful.  A 
balanced  androgen-estrogen  preparation,  calculated 
to  exert  the  beneficial  effect  of  the  female  hormone, 
yet  retaining  other  desirable  biologic  aspects,  may 
soon  be  produced. 

Survival 

What  are  the  prospects  for  survival  after  an  attack 
of  coronary  thrombosis?  How  many  patients  live 
one,  five,  ten,  twenty,  or  more  years?  How  many 
make  a fair  recovery,  a good  recovery?  Is  there 
such  a thing  as  a complete  recovery,  functional  and/ 
or  anatomic? 

The  old  statistics  are  unreliable;  from  1920  to 
1940  there  was  usually  no  distinction  made  between 
angina  pectoris,  coronary  insufficiency,  and  coronary 
occlusion.  Chest  pain  with  any  electrocardio- 
graphic changes  was  simply  labeled  “coronary 
thrombosis.”  Patients  with  definite  coronary  occlu- 
sion and  infarction  then  were  very  sick;  I believe 
they  seemed  much  sicker,  on  the  whole,  than  the 
average  patient  with  this  difficulty  seen  today. 

The  immediate  mortality  varies  now  from  15  to 
25  per  cent  in  hospital  cases  but  is  still  diminishing 
slowly.  The  best  outlook  is  in  private  practice  in 
the  first  attack,  the  mortality  being  between  3 and  5 
per  cent.  In  my  own  practice,  it  is  about  3 per 
cent.  This  difference  is  undoubtedly  due  to  the  fact 
that  sicker  patients  are  more  likely  to  be  hospital- 
ized. 

Assuming  an  immediate  over-all  mortality  of  20 
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per  cent,  how  many  will  survive  one  or  more  years? 
Coronary  thrombosis  is  a disease  in  which  the  treat- 
ment and  prognosis  must  be  individualized.  A great 
many  variables  must  be  considered.  In  general, 
those  who  recover  but  subsequently  develop  heart 
failure  do  badly,  and  their  mortality  rate  is  probably 
about  10  per  cent  per  year.  At  the  end  of  five  years, 
therefore,  only  about  30  per  cent  of  these  patients 
will  be  alive;  at  the  end  of  ten  years,  very  fewT,  if 
any,  survive.  But  of  those  who  have  made  a good 
functional  recovery  from  acute  coronary  thrombosis, 
fewer  than  5 per  cent  will  succumb  each  year. 
After  five  years,  therefore,  at  least  55  per  cent  will 
still  be  alive;  at  the  end  of  ten  years,  at  least  30 
per  cent;  at  the  end  of  15  years,  5 to  10  per  cent 
may  be  living.  These  approximations  are  based  on 
the  work  of  White  and  his  associates,  the  investiga- 
tions by  Morris  in  England,  the  reports  of  my  asso- 
ciates and  myself,  and  the  statistics  of  insurance 
actuaries. 

Does  complete  functional  recovery  occur  following 
coronary  thrombosis ? Yes.  I am  convinced  that 
many  do  recover  completely  with  the  passing 
years.  Their  chest  pain,  dyspnea,  and  weakness 
either  disappear  immediately  or  gradually  following 
their  attack.  We  now  have  seen  scores  of  patients 
who  have  had  no  symptoms  whatsoever  for  from  two 
to  20  years  after  an  acute  coronary  occlusion  with 
infarction.  They  live  completely  normal  lives, 
often  work  long  hours  and  under  tension,  and  occa- 
sionally even  perform  heavy  manual  work. 


Whether  complete  anatomic  restitution  takes 
place,  I do  not  know.  With  time,  thrombi  are  re- 
canalized; coronary  sclerosis,  with  its  subsequent 
hypoxia,  is  assumed  to  be  a stimulus  to  such  re- 
canalization. A good  collateral  circulation,  how- 
ever, is  probably  more  important  than  the  recanaliza- 
tion of  a thrombosed  artery.  In  any  case,  res- 
titution of  the  coronary  circulation  appears  to  occur 
clinically. 

That  coronary  thrombosis  was  in  the  past  and  is 
now  a very  serious  disease  is  unquestioned.  How- 
ever, improved  diagnostic  technics,  a high  index  of 
suspicion,  with  resultant  earlier  recognition  of  the 
attack,  a better  understanding  of  the  disease  by 
both  physicians  and  the  laity,  and  a more  rational 
treatment  of  the  attack  have  all  had  a share  in  a 
remarkably  improved  outlook.  Continued  study 
and  research  will  still  further  improve  the  immediate 
and  long-term  prognosis  of  patients  wrho  suffer  from 
coronary  thrombosis. 

The  remarkable  strides  being  made  in  biochemi- 
cal research  and  the  daring  operations  even  on  in- 
dividual coronary  arteries  justify  great  optimism 
for  the  future. 

The  ultimate  and  not  unreasonable  hope  is  that 
arteriosclerosis,  which  is  apparently  a disease  and 
not  an  “inevitable  result  of  aging,”  may  some  day  be 
effectively  prevented,  and  that  the  now  common 
diseases  of  the  coronary  arteries — angina  pectoris, 
coronary  insufficiency,  and  coronary  thrombosis — 
will  become  rare  clinical  treats. 


New  Blood-Pressure  Cuff  for  Self-Determination  of  Blood  Pressure 


A newr  cuff  designed  to  eliminate  the  main  diffi- 
culties of  self-determination  of  blood  pressure  has 
been  in  use  for  some  time  and  has  demonstrated 
accuracy  equal  to  that  of  the  conventional  method. 
The  three  chief  difficulties  encountered  in  the  usual 
cuff  and  stethoscope  method  are  (1)  inability  of  pa- 
tient to  wrap  cuff  around  his  own  arm;  (2)  difficulty 
in  reading  manometer  because  of  short  connecting 
tube;  and  (3)  difficulty  in  manipulating  three  items 
— stethoscopic  endpiece,  manometer,  and  inflation 


bulb.  Comparative  trials  with  30  subjects  have  dis- 
posed of  objections  based  on  the  possibility  of  errors 
introduced  by  this  new  technic.  Since  the  intro- 
duction of  new  hypertensive  drugs  requiring  daily 
home  blood-pressure  readings,  the  advantages  of 
such  a device  are  apparent.  Also,  it  may  prove  use- 
ful in  the  operating  and  recovery  room,  since  it  is 
based  on  a technic  already  used  by  anesthetists. — 
Pedro  Blaquier,  M.D.,  and  S.  W.  Hoobler,  M.D., 
Univ.  of  Michigan  M.  Bull.,  October,  1957 
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MONTH  IN  WASHINGTON 


L^or  the  first  time  since  the  idea  was  proposed 
-L  more  than  seven  years  ago  by  President  Tru- 
man and  Oscar  Ewing,  legislation  to  tack  a hos- 
pital and  medical  service  program  onto  Social 
Security  has  received  a thorough  airing  before  a 
Congressional  committee. 

For  eleven  days  the  House  Ways  and  Means 
Committee  listened  to  testimony  on  this  and  other 
suggested  changes  in  the  law.  The  hospitalization 
plan — now  identified  as  the  Forand  Bill,  for  its 
sponsor,  Rep.  Aime  J.  Forand  (D.,  R.I.) — was  by 
far  the  most  controversial  issue.  It  came  up  re- 
peatedly and  each  time  was  the  signal  for  either 
sharp  questions  or  praise  from  Mr.  Forand,  de- 
pending on  what  the  particular  witness  thought 
about  the  bill. 

At  the  end  of  the  hearings  it  appeared  that  a 
majority  of  the  committee  was  not  inclined  to 
press  for  enactment  of  the  Forand  Bill,  although 
there  remained  the  possibility  of  sentiment  change. 
At  this  writing,  the  prospect  is  that  a bill  may  be 
enacted  to  raise  both  Social  Security  and  old-age 
assistance  payments,  with  a $600  increase  in  the 
amount  of  taxable  salary  or  self-employment  in- 
come to  meet  the  extra  OASI  cost;  public  assistance 
payments  came  out  of  general  revenue. 

What  did  the  Forand  hearings  produce? 

For  one  thing,  the  proponents  and  opponents 
lined  up  in  columns  to  be  identified.  The  one 
important  exception  was  the  American  Hospital 
Association.  The  AHA  specifically  opposed  the 
Forand  Bill  “at  this  time,”  but  left  itself  room 
for  maneuvering. 

The  hospital  witnesses,  Ray  Amberg,  president- 
elect of  the  AHA,  and  Dr.  James  P.  Dixon,  chair- 
man of  its  committee  to  study  health  needs  of  the 
aged,  said  their  conclusion  was  that  Federal  help  of 
some  sort  was  needed  to  finance  the  health  care  of 
the  aged  and  that  the  Social  Security  approach 
might  be  the  ultimate  decision. 

However,  for  the  present  the  hospital  spokesmen 
proposed  that  the  Ways  and  Means  Committee  set 
up  a special  advisory  committee — health  personnel 
and  others — to  bring  together  all  information  on 
the  health  problems  of  the  aged,  study  the  data, 
and  make  recommendations  to  the  committee 
before  January  1,  1960. 

American  Medical  Association  led  the  parade  of 
opponents  of  the  Forand  Bill,  and  its  witnesses, 
Drs.  Leonard  Larson,  a trustee,  and  Frank  Krusen 
of  the  Mayo  clinic,  were  subjected  to  close  but  not 
unfriendly  questioning  by  Mr.  Forand. 

At  one  point  Dr.  Larson,  the  new  chairman  of 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


the  AM  A Board  of  Trustees,  told  Mr.  Forand: 
“As  chairman,  I shall  devote  all  my  energies  to 
solving  this  problem  and  other  problems  of  medical 
care  plans  in  general.  This  is  my  primary  interest. 
I rise  or  fall  on  what  happens  in  this  field.” 

Lined  up  with  the  AM  A in  opposing  the  Forand 
plan  (in  addition  to  the  AHA)  are  the  American 
Dental  Association,  Blue  Shield,  the  insurance 
industry  in  general,  the  U.S.  Chamber  of  Com- 
merce, and  a number  of  other  business  and  pro- 
fessional groups. 

The  AFL-CIO  appears  to  be  the  backbone  of 
forces  working  for  the  Forand  Bill.  Labor’s  spokes- 
men, however,  have  the  backing  of  several  welfare 
organizations  (plus  the  Illinois  and  Massachusetts 
welfare  directors),  the  American  Nurses  Association, 
and  the  Physicians  Forum,  among  others.  The 
latter  group  also  informed  the  committee  that  it 
favors  compulsory  Social  Security  coverage  for 
physicians. 

Notes 

A highlight  of  a testimonial  luncheon  for  Surgeon 
General  Burney  was  the  first  public  appearance  of 
Dr.  Gunnar  Gundersen  as  new  AMA  President. 
Dr.  Gundersen  praised  Dr.  Burney  as  a public 
health  officer  and  as  a government  official  who  did 
not  lose  contact  with  the  private  medical  com- 
munity. The  affair  was  in  recognition  of  Dr. 
Burney’s  election  as  president  of  the  World  Health 
Assembly. 

For  the  time  being,  neither  doctors  nor  hos- 
pitals will  have  the  exclusive  radio  frequencies  they 
are  attempting  to  obtain.  They  were  temporarily 
turned  down  by  the  Federal  Communications 
Commission  in  one  category  but  will  continue  their 
efforts  to  obtain  the  frequencies  for  emergency  as 
well  as  day-to-day  communications. 

It  was  late  in  the  session  before  Congress  indicated 
it  would  continue  the  Hill-Burton  program;  legis- 
lation virtually  certain  of  enactment  would  extend 
the  operation  for  three  years  and  authorize  long- 
term loans  to  nonprofit  sponsors  who  for  religious 
or  other  reasons  do  not  want  Federal  grants. 

Internal  Revenue  Service  has  ruled  that  phy- 
sicians on  full-time  staff  basis  with  hospitals  do 
not  have  to  include  in  their  U.S.  income  tax  returns 
money  received  from  patients  when  the  checks  are 
indorsed  over  to  the  hospital. 

While  avoiding  “campaigning  against  smoking,” 
the  U.S.  Public  Health  Service  is  going  to  pass  on 
to  the  public  all  the  information  it  has  on  the  sub- 
ject. Its  most  recent  effort  in  this  direction  was 
release  of  a report,  based  on  studies  of  200,000 
veterans,  that  showed  a much  higher  death  rate 
for  “cigaret  only”  smokers. 


August  15,  1958 
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August  Leo  Beck,  M.D.,  of  New  Rochelle,  died  on 
July  6 in  New  Rochelle  Hospital  at  the  age  of 
seventy-five.  Dr.  Beck  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College  in 
1908  and  interned  at  New  York  Post-Graduate 
Hospital.  He  was  a consultant  in  otolaryngology 
at  New  Rochelle  Hospital.  For  many  years  he  had 
been  director  of  otolaryngology  at  New  Rochelle 
Hospital  and  from  1937  to  1941  he  was  president  of 
the  hospital’s  medical  board.  During  World  War  I 
he  was  a captain  in  the  U.S.  Medical  Corps,  and  he 
was  also  a former  assistant  professor  of  ophthal- 
mology at  Post-Graduate  Medical  College  and  Har- 
vard Medical  School.  Dr.  Beck  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of 
the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  American  Laryngological  As- 
sociation, the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  Y ork  Academy  of  Med- 
icine, the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  J.  Black,  M.D.,  of  Brooklyn,  died  on  July  5 
at  the  age  of  sixty-two.  Dr.  Black  graduated  from 
Fordham  University  School  of  Medicine  in  1918  and 
interned  at  St.  Catherine’s  Hospital,  Brooklyn.  He 
was  director  of  surgery  at  Rockaway  Beach  Hospital, 
an  attending  in  surgery  at  St.  Catherine’s  Hospital, 
and  consultant  in  surgery  at  St.  Joseph’s  Hospital, 
Far  Rockaway.  For  twenty-five  years  he  was  chair- 
man of  the  school  board  in  the  Greenpoint  section  of 
Brooklyn  and  during  World  War  II  was  chairman  of 
the  draft  board  there.  Dr.  Black  was  a fellow  of  the 
American  College  of  Surgeons  and  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the 
Brooklyn  Surgical  Society,  the  Kings  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Condict  Walker  Cutler,  Jr.,  M.D.,  of  New  York 
City,  died  on  July  6 in  Roosevelt  Hospital  at  the  age 
of  sixty-nine.  Dr.  Cutler  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1912  and  interned  at  Roosevelt  Hospital.  He  was 
consultant  in  surgery  at  Roosevelt,  Goldwater  Me- 
morial, Rockland  State  (Orangeburg),  and  Morris- 
town (New  Jersey)  Memorial  Hospitals.  From  1919 
to  1929  he  was  an  instructor  of  surgery  at  Columbia 
University  and  from  1947  to  1954  was  professor  of 
clinical  surgery,  and  for  several  years  had  been  a mem- 
ber of  the  board  of  trustees.  From  1939  to  1953  he 
was  director  of  surgery  at  Goldwater  Memorial  Hos- 
pital and  in  1941  was  named  by  Mayor  La  Guardia  as 
Manhattan  chief  of  the  medical  emergency  service. 


Later,  during  World  War  II,  he  was  a colonel  in  the 
U.S.  Army  Medical  Corps  and  won  the  Legion  of 
Merit,  a Presidential  Citation,  and  the  Congressional 
Medal  for  Meritorious  Service.  Dr.  Cutler  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Sugeons,  and  a 
member  of  the  American  Surgical  Association,  the 
Association  of  Military  Surgeons  of  the  United 
States,  the  New  York  Academy  of  Medicine,  the 
New  York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Morris  Fischer,  M.D.,  of  Brooklyn,  died  on  July 
15  in  Jewish  Hospital  of  Brooklyn  at  the  age  of  sixty- 
one.  Dr.  Fischer  graduated  from  Long  Island  Col- 
lege Hospital  in  1921. 

Edmund  Gellert,  M.D.,  of  Kerhonkson,  died  on 
June  27  at  the  age  of  forty-eight.  Dr.  Gellert  re- 
ceived his  medical  degree  from  the  University  of 
Bologna  in  1936.  He  was  a staff  member  of  the  Vet- 
erans Memorial  Hospital  in  Ellenville.  Dr.  Gellert 
was  a member  of  the  American  Trudeau  Society,  the 
Ulster  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


William  Van  Valzah  Hayes,  M.D.,  of  New  York 
City  and  Greenwich,  Connecticut,  died  on  June  27  at 
his  home  in  Greenwich  at  the  age  of  ninety.  Dr. 
Hayes  graduated  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1893  and  interned 
at  Sloane  and  New  York  Hospitals.  He  was  a con- 
sulting physician  in  gastroenterology  at  New  York 
Polyclinic  Hospital.  He  was  a director  of  the  Young 
Men’s  Christian  Association  of  Greater  New  York. 
Dr.  Hayes  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  an  Honorary  Fellow  of  the  Ameri- 
can College  of  Gastroenterology,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
New  York  Academy  of  Medicine,  Gastroenterologi- 
cal Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Ernest  Elwood  Hillyer,  M.D.,  of  Staten  Island, 
died  on  July  5 in  Staten  Island  Hospital  at  the  age  of 
ninety.  Dr.  Hillyer  graduated  from  Long  Island 
College  Hospital  Medical  School  in  1898.  He  had 
practiced  for  more  than  fifty  years.  Dr.  Hillyer  was 
a member  of  the  Richmond  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Benjamin  Karen,  M.D.,  of  the  Bronx  and  Mount 
| Vernon,  died  on  July  1 in  the  Bronx  Hospital  at  the 
age  of  fifty-seven.  Dr.  Karen  graduated  from  New 
York  University  and  Bellevue  Hospital  Medical  Col- 
lege in  1924  and  interned  at  Bronx  Hospital.  He  was 
an  associate  in  gynecology  at  the  Bronx  Hospital  and 
an  assistant  in  obstetrics  and  gynecology  at  Mor- 
risania  Hospital.  Dr.  Karen  was  a member  of  the 
Bronx  Gynecological  and  Obstetrical  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Catherine  Rose  Kelley,  M.D.,  of  New  York  City, 
died  in  Nashua,  New  Hampshire,  on  July  14  at  the 
age  of  eighty- two.  Dr.  Kelley  graduated  from  Tufts 
College  Medical  School  in  1909.  She  was  a con- 
sulting physician  at  Bellevue  and  Misericordia 
Hospitals.  In  1912  when  Dr.  Alexander  Lambert 
established  the  heart  laboratory  at  Bellevue  Hospi- 
tal, he  put  Dr.  Kelley  in  charge.  She  was  the  first 
woman  physician  to  be  associated  with  the  hospital 
and  she  also  operated  one  of  the  first  electrocardio- 
graphs in  existence.  Dr.  Kelley  was  a founder  of 
Doctors  Hospital.  In  1955  Pope  Pius  XII  made  her 
a Lady  of  the  Equestrian  Order  of  the  Holy  Sepul- 
chre. Dr.  Kelley  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Horace  Leigh,  M.D.,  of  New  York  City,  died  at 
his  home  on  July  8 at  the  age  of  fifty-two.  Dr. 
Leigh  graduated  from  Queens  University  Faculty  of 
Medicine,  Kingston,  Ontario,  in  1935  and  interned 
at  St.  Luke’s  Hospital.  Dr.  Leigh  was  an  associate 
in  anesthesiology  at  St.  Luke’s  Hospital.  He  was  a 
member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  New  York  State  Society  of  Anesthesi- 
ologists, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Oswald  D.  Lennard,  M.D.,  of  New  York  City, 
died  at  Harlem  Hospital  on  June  30  at  the  age  of 
sixty-four.  Dr.  Lennard  graduated  from  Meharry 
Medical  College,  Nashville,  Tennessee,  in  1928.  He 
was  an  associate  in  obstetrics  at  Harlem  Hospital. 
Dr.  Lennard  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the  State 
of  New  York. 

William  Francis  McTague,  M.D.,  of  New  York 


City,  died  in  Veterans  Administration  Hospital, 
Bronx,  on  July  7 at  the  age  of  sixty-seven.  Dr. 
McTague  graduated  from  Jefferson  Medical  College 
of  Philadelphia  in  1917  and  interned  at  French  Hos- 
pital. He  was  a consulting  physician  at  Fordham 
Hospital. 

Theodore  B.  Reed,  M.D.,  retired,  of  Wilton,  Con- 
necticut, formerly  of  New  York  City,  died  at  his 
home  on  July  2 at  the  age  of  sixty-nine.  Dr.  Reed 
graduated  from  Cornell  University  Medical  College 
in  1916  and  interned  at  Bellevue  and  Sloane  Hospi- 
tals. He  served  with  the  American  Expeditionary 
Forces  in  World  War  I as  a first  lieutenant  and  vol- 
unteered to  serve  after  the  war  with  the  Red  Cross  in 
Serbia  and  established  and  operated  a hospital  at 
Gostivar.  In  recognition  of  his  aid  to  the  Serbian 
people  in  fighting  typhus  fever  and  performing  sur- 
gery, Dr.  Reed  was  twice  decorated  by  their  govern- 
ment, receiving  the  Order  of  the  White  Eagle  and  the 
Cross  of  St.  Sava  V.  Dr.  Reed  was  a member  of  the 
New  York  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Isidor  Clinton  Rubin,  M.D.,  of  New  York  City, 
died  in  a London  hotel  at  the  age  of  seventy-five  on 
July  10.  Dr.  Rubin  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1905  and  interned  at  Mount  Sinai  Hospital.  He  was 
a consultant  in  gynecology  at  Mount  Sinai,  Beth 
Israel,  and  Montefiore  Hospitals.  He  was  the 
originator  of  the  Rubin  test  for  sterility  in  women. 
From  1937  to  1945  he  was  chief  gynecologist  at 
Mount  Sinai  Hospital,  a former  clinical  professor  of 
gynecology  at  Columbia  University  College  of 
Physicians  and  Surgeons,  the  New  York  University 
College  of  Medicine,  and  New  York  Medical  College 
at  Flower  and  Fifth  Avenue  Hospitals.  Dr.  Rubin 
was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Surgeons  of  which  he  was  a founding  fellow,  a Fellow 
of  the  International  College  of  Surgeons,  and  a mem- 
ber of  the  American  Association  of  Obstetricians  and 
Gynecologists,  the  American  Gynecological  Society 
of  which  he  was  a past  president,  the  New  York 
Academy  of  Medicine,  the  New  York  Obstetrical 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Keller  White,  M.D.,  of  Sayville,  was  killed 
in  a plane  crash  on  June  29  at  the  age  of  thirty-seven. 
Dr.  White  graduated  from  Long  Island  College  of 
Medicine  in  1946.  He  was  a member  of  the  Suffolk 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 


Liberality  consists  less  in  giving  a great  deal  than  in  gifts  well-timed. — Jean  de  la  Bruyere 
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Doctor  Visits  Hawaii — Dr.  Michael  M.  Dacso, 
associate  professor  of  physical  medicine  and  re- 
habilitation, New  York  University-Bellevue  Med- 
ical Center,  recently  visited  the  Territory  of  Hawaii 
as  special  consultant  for  the  United  States  Public 
Health  Service,  Bureau  of  Chronic  Illnesses. 
During  the  visit  Dr.  Dacso  met  with  the  local 
public  health  authorities. 

New  Heart  Center — A new  center  for  the  treat- 
ment and  study  of  heart  diseases  will  be  opened 
this  winter  at  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals. 

The  center  will  have  a program  coordinating  all 
services  available  to  the  heart  patient  and  per- 
mitting surgical,  medical,  and  psychiatric  teams  to 
work  as  one.  Dr.  Leon  M.  Taran  will  direct  the 
program. 

Full-Time  Courses  for  September — The  New  York 
University-Bellevue  Medical  Center  Post-Graduate 
Medical  School  announces  the  following  full-time 
courses  to  be  given  in  September. 

Department  of  Anesthesiology:  Regional  Anes- 
thesiology, September  8 through  13;  Department  of 
Dermatology  and  Syphilology:  Comprehensive  Re- 
view in  Dermatologic  Histopathology,  September  8 
through  12;  Department  of  Surgery:  Recent 

Advances  in  Surgery,  September  8 through  20. 

For  further  information  write  to:  Office  of  the 
Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  New  York. 

Doctor  Wins  Cadillac — Dr.  Charles  Weller,  Jr., 
of  Larchmont  was  the  winner  of  the  Cadillac 
awarded  by  White  Laboratories  at  the  American 
Medical  Association  convention  in  San  Francisco. 

Approximately  80  per  cent  of  the  physicians  who 
registered  at  the  convention  also  registered  at  the 
White’s  Cadillac  booth  for  the  drawing.  The 
lucky  ticket  was  selected  by  last  year’s  winner. 

Oklahoma  Colloquy — The  Second  Oklahoma 
Colloquy  on  Advances  in  Medicine  will  be  held 
November  12  through  15.  This  year’s  program 
will  be  devoted  to  arthritis  and  related  disorders. 
The  program  has  been  developed  by  the  Department 


of  Medicine  and  the  Division  of  Postgraduate 
Medical  Education  of  the  University  of  Oklahoma 
Medical  Center  and  is  being  sponsored  by  Geigy 
Pharmaceuticals,  Wyeth  Laboratories,  the  Upjohn 
Company,  Pfizer  Laboratories,  Schering  Corpora- 
tion, and  the  Oklahoma  Chapter,  Arthritis  and 
Rheumatism  Foundation. 

Among  the  11  investigators  who  will  participate 
and  present  the  results  of  original  work  and  clinical 
experience  are  the  following  from  New  York  State: 
Buffalo:  Dr.  John  H.  Talbott;  New  York  City: 
Drs.  Alexander  B.  Gutman,  Ralph  Heimer  (Ph.D.), 
and  Morris  Ziff. 

Occupational  Medicine  Residency  Program — The 
residency  program  in  occupational  medicine  pro- 
vided by  the  Department  of  Occupational  Health  of 
the  University  of  Pittsburgh  has  been  granted 
approval  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association. 
This  is  a three-year  residency,  two  of  which  are 
based  at  the  department’s  headquarters  at  the 
Graduate  School  of  Public  Health.  A third,  or 
inplant,  year  is  spent  at  one  of  the  industrial 
health  facilities  approved  for  participation  in  the 
program. 

Approval  has  also  been  granted  to  residencies 
based  at  four  other  institutions:  Cincinnati, 

Rochester,  Ohio  State,  and  Yale  Universities, 
bringing  to  five  the  number  of  programs  in  which 
physicians  may  prepare  themselves  for  certification 
in  occupational  medicine  under  the  American 
Board  of  Preventive  Medicine. 

Requests  for  application  forms  and  additional 
information  regarding  the  Pittsburgh  program 
should  be  addressed  to  the  Secretary,  Graduate 
School  of  Public  Health,  University  of  Pittsburgh, 
Pittsburgh  13,  Pennsylvania. 

Reminder — Dr.  Locke  Mackenzie,  director  of 
postgraduate  education  at  Woman’s  Hospital, 
reminds  general  practitioners  that  two  courses  in 
obstetrics  especially  designed  for  them  will  be  held  at 
the  hospital  October  16  through  30.  The  courses 
are  approved  for  thirty  hours  of  Category  I credit  by 
the  American  Academy  of  General  Practice. 

For  information  contact  Mr.  Carl  P.  Wright,  Jr., 
Woman’s  Hospital,  141  West  109th  Street,  New 
York  25,  New  York. 


Personalities 

Appointed 

Dr.  Bernard  Burack,  as  medical  director  of  the  A.  Carton,  New  York  City,  as  chief  of  the  divi- 
New  York  Guild  for  the  Jewish  Blind.  . .Dr.  Charles  [Continued  on  page  2722] 
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sion  of  neurosurgery  of  Montefiore  Hospital.  . .Dr. 
Brian  MacMahon,  as  professor  and  head  of  the 
Department  of  Epidemiology  at  the  Harvard 
School  of  Public  Health.  . .Dr.  Brewster  S.  Miller, 
as  the  new  medical  director  of  United  Cerebral 
Palsy  Associations,  Inc.,  and  research  director  of 
the  United  Cerebral  Palsy  Research  and  Educational 
Foundation,  Inc. 

Elected 

Dr.  Currier  McEwen,  New  York  City,  as  chair- 
man of  the  board  of  the  New  York  Arthritis  and 
Rheumatism  Foundation.  . .as  officers  of  the  Nassau 
Neuropsychiatric  Society:  Dr.  Aaron  W.  Bortin, 
Roslyn,  president;  Dr.  Max  Fink,  Great  Neck, 


president-elect;  Dr.  Abraham  S.  Lenzner,  Great 
Neck,  secretary- treasurer.  . .as  officers  of  the  New 
York  Rheumatism  Association:  Dr.  Edward  W. 
Lowman,  New  York  City,  president;  Dr.  Emanuel 
Rudd,  New  York  City,  vice-president;  Dr.  Albert 
W.  Grokoest,  New  York  City,  secretary-treasurer. 

Speakers 

Dr.  Paul  R.  Gerhardt,  director  of  the  Bureau  of 
Cancer  Control  of  the  New  York  State  Health 
Department,  at  the  VII  International  Cancer 
Congress  in  London,  on  the  topic  “New  York 
State’s  Cancer  Control  Program”.  . .Dr.  William 
Trevor,  New  York  City,  at  the  114th  Annual 
Meeting  of  the  American  Institute  of  Homeopathy, 
June  23,  on  the  subject  “Breast  Tumors — Dif- 
ferential Diagnosis  and  Treatment.” 


MEDICAL  MEETINGS 


Society  for  Clinical  and  Experimental  Hypnosis 

The  Society  for  Clinical  and  Experimental 
Hypnosis,  an  international  scientific  society  com- 
prised of  physicians,  dentists,  and  psychologists 
engaged  in  the  clinical  use  of  hypnosis,  will  hold  its 
annual  meeting  in  Chicago  at  the  Morrison  Hotel, 
October  29  through  31.  Among  the  topics  to  be 
discussed  on  the  medical  program  will  be  “Hyp- 
notherapeutic  Control  of  Habit  Patterns:  Drug 

Addiction,  Smoking,  Overweight.” 

Immediately  preceding  the  annual  meeting  of  the 
Society  for  Clinical  and  Experimental  Hypnosis, 
the  Institute  for  Research  in  Hypnosis  of  the  Long 
Island  University  Postgraduate  School  will  present 
its  annual  workshop  in  clinical  hypnosis,  October  27 
through  29,  at  the  Morrison  Hotel. 

For  further  information  concerning  these  meetings 


write  to  the  Administrative  Secretary,  Society  for 
Clinical  and  Experimental  Hypnosis,  750  North 
Michigan  Avenue,  Chicago  11,  Illinois. 

American  Psychosomatic  Society 

The  American  Psychosomatic  Society  will  hold  its 
sixteenth  annual  meeting  at  Chalfonte-'Haddon  Hall, 
Atlantic  City,  New  Jersey,  on  Saturday  and  Sunday, 
May  2 and  3,  1959. 

The  program  committee  would  like  to  receive 
titles  and  abstracts  of  papers  for  consideration  for 
the  program  no  later  than  December  1,  1958.  The 
time  allotted  for  presentation  of  each  paper  will  be 
twenty  minutes. 

Eight  copies  of  the  abstract  should  be  submitted 
to  the  chairman,  265  Nassau  Road,  Roosevelt, 
New  York. 
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IN  FIFTY-TWO  SECONDS 


you  can  locate  any  registered  physician  in  New  York  State , 
together  with  data  on  his  professional  background  and 
affiliations , by  using  your  Medical  Directory. 


You  want  to  find: 

Dr.  John  Paul  Doe 


Do  this  first: 

Turn  to  the  “Alphabetical  Listing 
of  Physicians”  and  you’ll  find. . . 
Doe,  Aaron  Roger,  Manhattan 
James  George,  Utica 
John  Paul , Syracuse 
Violet  Ann,  Bronx 
William  Robert,  Rochester 


Then  do  this: 

Turn  to  the  “Syracuse  Listing  of  Phy- 
sicians” and  you’ll  find.  . . 

DOE,  John  Paul,  17  W Adams  St. 
1-3  except  Tliurs  & Sat.  Tel  Bowling 
7-1414.  Res  41  Beauty  Lane.  Tel 
EImford  9-1744.  McGill  1933.  D-0. 
D-OL.  SEF.  FACS.  Am  Ac  Ophth 
& Otolar;  A1  Bell.  Sr  Otolar  Strong 
Meml ; Asst  ENT  Genl. 


A quick  reference  to  the  pages  on  abbreviations 
would  show  you  that  Dr.  John  Paul  Doe  is  a 
Diplomate  American  Board  of  Ophthalmology 
(D-O),  Diplomate  American  Board  of  Oto- 
laryngology (D-OL),  his  qualifications  under  the 
New  York  State  Workmen’s  Compensation  Law 
are  Ophthalmology,  Laryngology,  Rhinology, 
Otology  (SEF),  he  is  a Fellow  of  the  American 
College  of  Surgeons,  he  has  completed  service 
at  Bellevue  Hospital,  he  is  Senior  Otolaryngolo- 
gist at  Strong  Memorial  Hospital  and  Assistant 
Attending  Physician  Ear,  Nose  and  Throat  at 
General  Hospital. 


Orders  are 
now  being 
taken  for 

1957 

EDITION 


Only  in  the  MEDICAL  DIRECTORY  OF  NEW  YORK  STATE  is  this  in- 
formation  available  to  you  so  quickly.  This  is  your  book,  published  by 
your  Society  and  you  can  be  sure  that  every  effort  is  made  to  provide  you 
with  accurate,  fully  detailed  listings.  Make  use  of  your  Directory — it’s  a 
volume  of  valuable  referencefor  data  on  physicians , hospitals , your  Medi- 
cal Society , general  inf  or  mation,  pharmaceutical  and  equipment  suppliers. 
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The  Physiologic  Basis  of  Gastrointestinal  Therapy. 
Selected  Topics.  By  Heinrich  Necheles,  M.D.  and 
Martin  M.  Kirshen,  M.D.  Octavo  of  330  pages. 
New  York,  Grune  & Stratton,  1957.  Cloth,  $8.75. 

The  authors  have  succinctly  presented  basic  and 
applied  physiology  of  the  gastrointestinal  tract. 
Since  the  physiology  of  intestinal  motility,  innerva- 
tion, and  drug  action  is  essential  for  the  understand- 
ing and  treatment  of  many  gastrointestinal  disturb- 
ances, the  authors  have  devoted  much  space  to 
these  subjects.  There  are  additional  chapters  cov- 
ering secretion,  digestion,  and  absorption.  The 
physiologic  discussions  concerning  liver,  gallbladder 
and  pancreas,  peptic  ulcer,  diarrhea  and  ulcerative 
colitis  are  particularly  well  covered. 

The  concise  presentation  of  these  subjects,  in- 
cluding an  ample  bibliography,  in  a small  textbook  is 
to  be  commended.  This  basic  information  of  basic 
gastrointestinal  physiology  will  undoubtedly  aid  in 
the  elucidation  of  many  of  the  problems  encountered 
in  the  practice  of  gastroenterology.  This  book  will 
serve  a useful  purpose  for  all  practicing  physicians 
in  obtaining  a better  understanding  and  application 
of  basic  physiologic  principles  in  the  diagnosis  and 
treatment  of  gastrointestinal  problems. — Milton  J. 
Matzner 


Ciba  Foundation  Colloquia  on  Endocrinology. 
Volume  11,  Hormones  in  Blood.  Editors  for  the 
Ciba  Foundation,  G.  E.  W.  Wolstenholme,  M.B. 
(Eng.)  and  Elaine  C.  P.  Millar.  Octavo  of  416 
pages,  with  74  illustrations.  Boston,  Little,  Brown 
& Company,  1957.  Cloth  $9.00. 

This  book  records  a colloquium  or  small  conference 
held  at  the  Ciba  Foundation’s  London  headquarters 
in  February,  1957.  As  suggested  in  Parkes’  intro- 
duction, the  main  concern  is  with  hormones  as  cir- 
culating substances  which  go  “round  in  the  blood  to 
act  on  other  parts  of  the  body,”  a concept  which 
tends  to  be  lost  in  the  emphasis  given  to  hormones  as 
compounds  excreted  in  the  urine  or  synthesized  by 
chemists. 

There  were  some  35  authoritative  participants 
from  the  Continent,  the  United  Kingdom,  and  the 
Americas.  The  21  papers  concern  themselves  with 
the  various  hormone  constituents  of  the  blood, 
circulating  levels  and  variation,  state  in  which 
found,  methods  of  assay,  etc.  Particular  attention 
is  given  to  the  pituitary  and  thyroid  hormones  and 
the  corticosteroids,  but  the  sex  hormones,  insulin, 
and  the  catechol  hormones  come  in  for  their  share  of 
attention.  The  informative  and  informal  discus- 
sions that  followed  these  presentations  are  fully  pre- 
served. 

The  subject  matter  of  this  volume  is,  for  the  most 


part,  highly  specialized  and  often  technical,  and  of 
particular  value  to  the  researcher.  Nevertheless, 
there  is  also  much  of  interest  to  the  physician  intent 
on  widening  his  basic  knowledge  of  the  endocrinolo- 
gic  implications  of  many  important  clinical  condi- 
tions.— Alfred  P.  Ingegno 


Current  Surgical  Management.  A Book  of  Al- 
ternative Viewpoints  on  Controversial  Surgical 
Problems.  Editors,  John  H.  Mulholland,  M.D.,  Edi- 
tor-in-Chief,  Edwin  H.  Ellison,  M.D.  and  Stanley 
R.  Friesen,  M.D.  With  contributions  by  76  Ameri- 
can authorities.  Octavo  of  494  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1957. 
Cloth,  $10. 

“A  book  of  Alternative  Viewpoints  on  Controver- 
sial Surgical  Problems.”  This  is  not  only  a newly 
published  book,  but  much  more,  it  presents  a new 
conception  in  books.  The  original  idea  of  offering 
opposing  articles  on  controversial  surgical  subjects 
without  taking  sides  is  attributed  by  the  editors  to 
the  publisher.  This  plan  certainly  makes  exciting 
reading. 

The  underlying  philosophy  of  this  approach  to 
knowledge  is  that  “Surgery  is  not  an  exact  science,” 
and  that  the  more  we  learn  about  the  various  surgi- 
cal problems,  the  more  we  should  realize  that  what 
we  think  we  know  today  may  be  improved  upon  to- 
morrow. The  surgeon,  or  anyone  else  for  that  mat- 
ter, must  be  a student  all  his  life  if  he  is  to  keep  up 
with 'the  jet  progress  of  these  times. 

Only  rarely  does  the  old  dogmatic  style  appear. 
Most  of  the  articles,  although  often  emphatic,  show 
true  scientific  humility.  One  weakness,  which  is 
almost  universal  in  medical  articles,  is  the  failure  to 
establish  a common  basis  for  comparing  results. 
There  are  so  many  variables  in  any  surgical  problem 
that  the  conclusions  of  different  authors  are  based 
on  vitally  different  factors.  This  is  evident  through- 
out the  book,  but  is  very  clearly  realized  by  Dr.  H. 
Mason  Morfit  in  his  section  on  oral  cancer.  He 
shows  that  statistically  the  Memorial  Hospital  in 
New  York  and  the  Curie  Foundation  in  Paris  have  a 
30  per  cent  absolute  cure  rate,  althoqgh  the  Paris 
group  advocate  elective  neck  dissection,  whereas  the 
Memorial  group  do  not.  Morfit  points  out  the 
fallacy  of  the  30  per  cent  in  that  Memorial  includes 
all  tongue  cancers  admitted,  but  the  Paris  hospital 
includes  only  those  of  the  anterior  part  of  the  tongue, 
which  are  generally  recognized  as  far  less  lethal. 
He  would  like  to  see  Hays  Martin’s  group  do  alter- 
nate patients  on  the  elective  and  therapeutic. neck 
dissection  bases  by  the  same  men,  during  the  same 

[Continued  on  page  2726) 
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five-year  period.  This  is  an  attempt  to  equalize  all 
factors,  and  should  settle  the  controversy  at  least  for 
the  time  being.  However,  considering  Martin’s 
results  as  compared  to  those  of  the  other  group 
working  on  the  other  theory,  it  is  not  strange  that 
he  is  unwilling  to  try  this  experiment.  The  question 
still  is  would  he  possibly  improve  his  own  results, 
already  apparently  better  than  the  French,  by  elec- 
tive dissection. 

The  reviewer  strongly  recommends  this  book  to  all 
surgeons,  particularly  to  surgical  residents,  and 
would  advise  careful  attention  to  the  editors’  ex- 
cellent preface  both  before  and  after  studying  the 
articles  by  the  various  surgeons  who  have  joined  is- 
sues.— William  H.  Field 

Clinical  Toxicology  of  Commercial  Products. 
Acute  Poisoning  (Home  & Farm).  By  Marion  N. 
Gleason,  Robert  E.  Gosselin,  M.D.,  and  Harold  C. 
Hodge,  D.Sc.  Quarto  of  1,160  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1957. 
Cloth,  $16. 

The  great  advances  in  toxicologic  technology  and 
the  increasing  accumulation  of  data  on  industrial 
and  pharmaceutical  chemicals,  in  addition  to  the 
vast  amount  of  research  by  the  authors,  have  pro- 
duced this  much  needed  reference. 

The  seven  sections  of  the  book  are  differentiated 
by  colored  paper.  Section  1 outlines  general  emer- 
gency procedures.  Section  2 is  an  alphabetical 
compilation  of  chemical  ingredients  commonly 
found  in  commercial  products  used  around  the 
home  with  a brief  description  of  toxic  effects  given 
in  detail  in  sections  3 and  4.  Section  5 lists  over  15,- 
000  trade  names  of  products  that  might  be  involved 
in  poisoning.  Section  6 presents  basic  formulas 
representative  of  the  types  of  products  listed  under 
trade  names.  Section  7 gives  the  names  of  4,500 
manufacturers  of  the  products.  This  book  per- 
forms a sought  for  service  to  physicians  and  repre- 
sents the  collaboration  of  a team  from  the  University 
of  Rochester. — S.  Ingram  Hyrkin 

Cardio-Charting.  Universal  Method  of  Record- 
ing Heart  Auscultation.  By  Arthur  Briskier,  M.D. 
Quarto  of  58  pages,  illustrated.  New  York,  The 
Macmillan  Company,  1957.  Cloth,  $6.00. 

In  this  slim  volume,  the  author  has  presented  a 
method  of  charting  the  findings  of  cardiac  ausculta- 
tion especially  the  essential  data  (character,  loca- 
tion, transmission)  concerning  murmurs.  Anything 
which  will  save  time  and  space  for  busy  clinicians 
and  librarians  is  very  welcome  and  the  methods  here 
presented,  although  they  will  need  some  study,  will 
be  rewarding. 

Dr.  Briskier  has  considerable  success  but  it  is  to  be 
hoped  that  he  will  find  some  way  of  dividing  the  use 
of  color,  a necessity  in  his  scheme  which  adds  a little 
trouble  in  inscribing  and  prevents  photostating  and 


other  methods  of  reproduction.  It  is  a pity,  too, 
that  this  relatively  short  paper  (51  pages)  could  not 
have  had  wider  circulation  in  a medical  journal  in- 
stead of  being  published  separately  at  the  price  of 
six  dollars. — Milton  Plotz 

Dangerous  Properties  of  Industrial  Materials. 
A Completely  Revised  and  Enlarged  Edition  of 
Handbook  of  Dangerous  Materials.  By  N.  Irving 
Sax.  Assisted  by  Leonard  J.  Gold  water,  M.D. 
John  H.  Harley,  M.S.,  William  B.  Harris,  Joseph  J. 
Fitzgerald,  and  Milton  S.  Dunn,  M.D.  Quarto  of 
1,467  pages,  illustrated.  New  York,  Reinhold  Pub- 
lishing Company,  1957.  Cloth,  $22.50. 

This  book  serves  in  a similar  capacity  as  the  pre- 
vious edition,  namely  as  a reference  text  concerned 
with  the  chemical  properties  and  hazards  of  over 
8,500  substances  used  in  industry. 

However,  in  several  new  sections  it  summarizes 
data  on  toxicology  and  methods  of  medical  and  en- 
gineering control  of  hazards,  allergic  diseases  in  in- 
dustry, and  radiation  hazards  and  reactor  safe- 
guards. There  are  also  several  useful  tables  and 
numerous  references  in  the  various  sections. 

As  in  the  previous  edition,  shipping  regulations  of 
dangerous  materials  are  summarized  and  would  be 
found  useful  to  industry. 

This  revised  hand  book  is  valuable  addition  to  the 
literature  in  the  field  of  Industrial  Health,  Hygiene 
and  Safety,  since  it  contains  a wealth  of  readily 
available  information  on  the  subject. — Nathan 
Millman 

The  Year  Book  of  Endocrinology  (1956-1957  Year 
Book  Series).  Edited  by  Gilbert  S.  Gordan,  M.D. 
Duodecimo  of  377  pages,  illustrated.  Chicago,  The 
Year  Book  Publishers,  1957.  Cloth,  $6.75. 

This  book  shows  improvement  over  that  of  the 
previous  year.  It  is  more  helpful  because  the  re- 
capitulation of  the  important  moving  advances  in 
endocrine  chemistry  are  succinct.  Edwin  C.  Al- 
bright and  Frank  C.  Larson  have  a small  review  of 
thyroid  hormone  transplant  and  Harold  Elrick  has 
another  one  on  glucagon.  Other  fields  of  endo- 
crinology are  also  well  documented. — Bernard 
Seligman 

The  Electrocardiogram.  Its  Interpretation  and 
Clinical  Application.  By  Louis  H.  Sigler,  M.D. 
Second  edition,  revised.  Octavo  of  312  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1957. 
Cloth,  $8.75. 

Dr.  Sigler’s  trustworthy  treaties  on  the  electro- 
cardiogram retains  in  its  second  edition  the  valuable 
features  of  the  first  and  benefits  from  painstaking 
revision.  The  material  is  presented  in  orderly  and 
interesting  fashion  and  the  advice  given  is  full  of 
common  sense.  The  book  can  be  recommended 
with  enthusiasm. — Milton  Plotz 
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New  York  State  J.  Med. 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  £ tehwE«p„dV"}  ■» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


IN  ELMS 

A Modern 

Paychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P sychialrisl 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-th e-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityrille  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


GIVE  TO 

CONQUER  CANCER 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma*tdl  School  !54CUe?.47?3434yC 

Licensed  by  the  State  of  New  York 


^Each  tablet  contains:  Extract  of  Rhubarb? 
Senna.  Precipitated  Sulfur.  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Ooses:  1 or  2 tablets  daily  Vi  hr.  after 
meals  — Supply:  Tins  of  100.  J 


^ r 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentired.  Tastiess,  Odorless,  Non- 
Depressant)  Non-Habit  forming,  indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


POWDER  IN  ENVELOPES  OR  TA8LETS 


(Alum.  Sulfate  and  Cale.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


Qe)  STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  15,  1958—24,603 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond.  . . . 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester  . . 

Wyoming 

Yates 


James  H.  Flynn Albany 

Kurt  Zinner Wells ville 

Samuel  Wagreich Bronx 

Ralph  J.  McMahon. . . .Binghamton 

G.  Clifford  Hackett Portville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

David  Kaplan Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Gene  S.  Rogati Valatie 

Nicholas  J.  Gabriel Cortland 

Robert  N.  Wilbur Hamden 

Leo  P.  O’Donnell Wingdale 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage Northville 

Peter  F.  Baker Batavia 

Elwood  G.  Weisenburn.  . .Coxsackie 

Robert  C.  Ashley Little  Falls 

Juda  B.  Bickel Sackets  Harbor 

David  Kershner Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Arthur  H.  Walker Rochester 

Norbert  Fethke Amsterdam 

Abraham  W.  Freireich.  . .Mai verne 

Norton  S.  Brown New  York 

Carleton  P.  Kavle. . . . Niagara  Falls 

Frank  A.  Graneiro Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Wilson Phelps 

Fritz  Blumenthal Middletown 

James  G.  Parke Albion 

F.  Edward  Fox Fulton 

J.  Herbert  Dietz,  Jr Oneonta 

A.  Seitz  ....  Cold  Spring  on  Hudson 

Harry  H.  Epstein Jamaica 

Marshall  W.  Quandt Troy 

Edward  H.  Robitzek. . Staten  Island 

Emile  J.  Buscicchi Congers 

Louis  J.  Benton Ogdensburg 

Max  M.  Vinicor Corinth 

Carl  F.  Ruge Schenectady 

Peter  J.  Sacket Schoharie 

Francis  C.  Ward Odessa 

Robert  F.  D.  Gibbs.  . . . Seneca  Falls 

Thomas  S.!  Cotton Hornell 

Francis  J.  O'Neill.  . . .Central  lslip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto. . . . Kingston 

Richard  C.  Batt Glens  Falls 

Alexander  Avrin Fort  Edward 

Thomas  C.  Hobbie Sodus 

William  P.  Reed Larchmont 

Paul  G.  Sternberg Perry 

Allen  W.  Holmes Penn  Yan 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr..  .Binghamton 

Cedric  L.  Mather Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  Cl  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Leslie  H.  Tisdall Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

George  E.  Pittinos. . . . Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Fauerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr. ....  . Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fontain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


Thomas  S.  Walsh Albany 

S.  1.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Thomas  C.  Jaleski.  . . New  Rochelle 
Newland  W.  Fountain Warsaw 


Richard  J.  Harpending.  . .Penn  Yan 
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SAVE  with  G-E  molded  cassettes! 


Molded-rubber  frame  cushions  jolts,  keeps  front  and  back  of 
cassette  in  true  alignment.  Built-in  glass-fiber  pad  gently 
squeezes  screens  and  film  for  uniform  contact  always.  “Slide- 
easy”  latches  release  at  light  finger  pressure,  resist  accidental 
opening.  Molded-rubber  seal  prevents  entry  of  light.  Exclusive 
rubber  hinge  — thoroughly  proved  in  Vi-million  flexings  that 
left  it  bonded  as  firmly  as  at  time  of  manufacture! 

PRICES:  5x7— $14.00  7x17— $23.50  11x14— $23.25 

6V2X8V2— $16.50  8x10— $18.00  14x17— $25.25 

10x12— $20.00 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Elk  St.  • Phone  3-4447 
BUFFALO 

27  Barker  St.  • GArfield  5425 
NEW  YORK  CITY 
205  E.  42nd  St.  • MUrray  Hill  9-4422 
ROCHESTER 
66  Scio  St.  • BAker  5-5040 
SYRACUSE 

3001  James  St.  • HOpkins  3-6921 


RESIDENT  REPRESENTATIVES 

CHENANGO  BRIDGE 

H.  J.  MILLER,  2 Elizabeth  St.  • CHenango  Bridge  4608 
CUBA 

G.  C.  REINHEIMER,  36  Maple  St.  • Phone  203 
SARANAC  LAKE 

S.  MARTIN,  24  Birch  St.  • Phone  2049 


his  answering  service!” 
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When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  386  Fourth 
Ave.,  New  York  1 6,  N.  Y.  Your 
ad  will  pay  you  well  in  replies. 


Jbr  ulcer  cases 
Milk,  when  made  into 
tasty  Junket  rennet- 
custard  is  more  readily 
assimilable  than  un- 
rennetized  milk 

J#unlcef 

RENNET  POWDER 

makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 

"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


‘No  I’m  not  watching  Channel  2 . . . and  I’m  not  watching  Channel  J+  . . . I’m  watching  a distended  colon!” 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Wonderful  home  and  office  25  miles  from  N.  Y.  City  in  an 
exceptionally  fast  growing  community  in  need  of  a general 
practitioner.  This  ‘‘gold  mine”  is  in  the  immediate  area  of 
several  large  developments  and  more  coming.  Price  only 
$39,500.  Seen  by  appointment  only.  Phone  NEw  City 
4-2247.  John  Hasbrouck.  208  New  Hempstead  Rd.,  New 
City,  Rockland  County,  N.  Y. 


Expanding  General  Practice  Group  seeks  additional  members 
under  age  35.  One  and  one-half  years  association  prior  to 
partnership  is  required.  Inquiries  invited.  W.  P.  Locke 
Clinic,  Hyde  Park,  New  York. 


FOR  SALE 


Doctors  beautiful  5 bed  room  house.  V2  acre.  Hot  water 
heat.  Brass  plumbing,  baths,  large  enclosed  porch, 

garage  and  fruit  trees.  Sayville  4-0778. 


Westbury,  L.  I.,  Retiring.  Long  established  practice;  well 
equipped  office;  best  location  in  town.  Beautiful  Colonial 
house  consists  of  an  8 room  home  and  3 room  office  with 
separate  entrance  on  over  half  an  acre  of  ground  with  park- 
ing facilities.  Office  equipment  included.  Terms.  Phone 
ED  3-0257. 


FOR  SALE 


Busy  Pediatric  practice  in  Rockland  County.  Only  Pedia- 
trician in  area  of  25,000  population.  35  miles  from  New 
York.  Retiring  to  teach.  Low  cost,  including  principal 
equipment.  Available  July.  Phone  EL  6-2841. 


Looking  for  lucrative]  active  general  practice  with  popula- 
tion around  or  over  hundred  thousand  in  New  York  State. 
Office  and  home  combined.  Must  introduce — Box  774, 
N.  Y.  St.  Jr.  Med. 


General  practice,  central  New  York  state,  ideal  small  town, 
community  hospital,  surgical  privileges.  Home-office  com- 
bination $14,000.  No  charge  for  established  practice  netting 
$16,000.  Down  payment  $1400  or  lease  $150  per  month. 
Specializing,  anxious  to  move  family.  Box  776,  N.  Y.  St.  Jr. 
Med. 


PRACTICE  FOR  SALE 


Compensation  general  practice  Manhattan;  long  established, 
fully  equipped,  air  conditioned;  opportunity;  available  im- 
mediately; priced  for  quick  sale.  Box  778,  N.  Y.  St.  Jr.  Med. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
i equipment  in  America;  all  makes  and  models  of  diagnostic 

I and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


FOR  SALE 


! Queens,  Whitestone.  Completely  furnished  and  equipped  4* 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


FOR  SALE 


An  excellent  general  medical  practice  75  miles  north  of  New 
York,  easy  terms.  Box  779,  N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


General  Practitioner,  young,  internal  medicine  training,  de- 
sires association,  partnership,  or  practice  in  N.  Y.  C.,  Long 
Island,  or  vicinity.  Box  780,  N.Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor  Urgently  Needed.  Thirteen  year  excellent  country 
practice.  Modern  equipped  office  building  and  records  ready 
for  use.  Detached  8 room  house.  Near  hospitals.  Near 
theatre,  music  and  art  festival  towns. 

Write  or  call  E.  Gellert,  Kerhonkson,  N.Y. 


TO  SETTLE  ESTATE 

COST  $150,000  TO  BUILD  DURING  DEPRESSION 

Two  hours  from  New  York  just  off  Taconic  Parkway,  5 minutes  from  sleepy  country  village.  Beautiful  small 
estate — 23  acres  or  more.  Trout  stream  stocked  by  state,  sweeping  lawns,  expensive  landscaping  and  orchard, 
complete  with  sprinkler  system.  Main  house  nestled  against  hillside,  2 levels,  12  rooms,  3*  1/t  baths,  6 fireplaces, 
electric  family  kitchen,  flagstone  patios,  knotty  pine  beamed  living  room.  Guest  Cottage — 2 bedrooms,  living  room, 
electric  family  kitchen,  2 fireplaces,  patio  and  screened  porch.  Superintendent’s  cottage — -6  rooms,  separate  drive- 
way. Barn,  2 greenhouses,  4 car  garage  and  out-buildings.  Overlooks  beautiful  valley  with  distant  mountain 
views.  Excellent  vacation  spot  for  company  executives  or  entertaining  customers.  Year-round  retirement  or 
summer  home.  Appropriate  for  Union  as  vacation  and  picnic  location,  good  for  nursing  home  or  motel  site. 
Secluded  private  all  in  excellent  condition.  Annual  taxes  $900.  Reduced  to  $65,000  for  immediate  sale.  Terms. 
Minimum  $10,000  cash. 

Call  E.  W.  Place,  Huntington,  L.  I.  HAmilton  1-2655 

(or  write  for  brochure) 
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/or  the  ohese 

Tasty  Junket” rennet 
desserts  are  low  in 
caloric  value  yet 
supply  all  of  the 
nutrients  of  milk 


RENNET  POWDER 


makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


PHYSICIANS’ 

HOME 

for  four  decades  has  given  aid  to 
needy  retired  physicians,  their  wives 
and  widows  throughout  the  State. 
The  need  for  such  aid  is  increasing. 
Your  contribution  will  help  continue 
this  worthy  service. 

• 

Physicians’  Home 
386  Fourth  Avenue 
New  York  16,  N.  Y. 
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FOR  SALE 


Low  Prices:  Westinghouse  X-ray  unit,  220  volt,  60  cycles, 
60  MA,  Radiographic  and  Fluoroscopic,  two  tubes,  hand  rock 
table,  screen,  side  rails.  Dark-room  accessories.  Radium 
100  mg.  Nose  and  throat  and  general  surgery  instruments. 
Laundry  extractor  20”.  George  A.  Moore,  M.D.,  167  New- 
bury Street,  Brockton,  Mass. 


ORTHOPEDIST 


Ten  man  specialty  group  seeking  board  eligible  or  board 
certified  Orthopedist  for  association  leading  to  partnership 
in  2 years.  Local  200  bed  hospital  with  new  surgery  facili- 
ties. Local  rehabilitation  center  with  3 registered  physio- 
therapists and  modern  equipment.  New  clinic  facilities 
within  two  years.  Income  potential  above  average.  Won- 
derful recreation  opportunities  including  fishing,  hunting, 
boating,  skiing,  and  camping.  Contact  H.  E.  Law,  M.D., 
F.A.C.S.,  Lenont-Peterson  Clinic,  Virginia,  Minnesota 


FOR  SALE  OR  RENT 


Active  general  practice,  complete  office  Brooklyn;  Bushwick 
section;  will  sell  home  if  desired;  will  share  with  specialist. 
Box  772,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 H over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


“Dr.  Martin  insists  on  wearing  that  costume  whenever  he  performs  a cesarian !” 
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all-day 

or  all-night  protection 
from 


one  oral  dose 


Compazine*  Spansule* 

capsules  are  especially  useful  for  prompt  and  prolonged 
relief  from  tension  headache. 

For  the  patient  whose  anxiety  and  nervousness  are  manifested 
as  tension  headache,  one  ‘Compazine’  Spansule  capsule 
taken  in  the  morning  provides  protection  throughout  the  day. 

Patients  on  ‘Compazine’  are,  in  virtually  all  cases,  free 
from  drowsiness,  and  often  experience  an  alerting  effect. 

They  can  carry  on  normal  activity. 

And,  on  the  other  hand,  for  the  patient  who  cannot  sleep 
because  of  anxiety  and  tension,  one  ‘Compazine’  Spansule  capsule 
taken  before  retiring  provides  relief  throughout  the  night. 

'Compazine’  Spansule  capsules:  io  mg.,  15  mg.  and  30  mg. 


Smith  Kline  & French  Laboratories, 
Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


FOR 

THE  TENSE 
THE  AGITATED 


ME  B ARAL® 

Brand  of  mephobarbital 

Provides  dependable, 

predictable  tranquilizing  action 
without  significant  mental  impairment .* 


Tablets  y2  grain,  % grain,  IV2  grains,  3 grains. 

Sedative  dose:  y2  grain  to  iy2  grains 
three  or  four  times  daily. 


•Smith,  J.A.:  J.A.M.A.  152:384, 
May  30,  1953.  Brown,  W.T., 
and  Smith,  J.A.:  South.  M.  J. 
46:582,  June,  1953,  Smith,  J.A.: 
Postgrad.  Med.  16:316,  Oct.,  1954. 
McCullagh,  W.H.:  J.  Florida 
M.A.  41:718.  Mar.,  1955. 


LABORATORIES  • new  YORK  18.  n_  » 
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For  Speedier  Return  to  Normal  Nutrition 


| k 

C5  © ® 

in  Inflammatory  Conditions 
of  the  Colon 
T 

X he  physiologic  depletion  accompanying  acute  infectious 
and  inflammatory  conditions  of  the  bowel  makes  replacement 
therapy  the  key  to  nutritional  rehabilitation. 

In  addition  to  the  loss  of  important  electrolytes,  such  as 
potassium  and  sodium,  large  amounts  of  protein  are  lost  in 
the  fluid,  blood  and  exudate  from  the  bowel.  In  the  acute 
state  of  such  affections,  utilization  of  what  protein  can  be 
ingested  is  further  affected  by  increased  protein  catabolism 
and  by  impairment  of  certain  hepatic  functions. 

Dietary  rehabilitation  must  be  carried  out  within  the 
framework  of  a diet  restricted  in  fiber  and  in  irritating  sub- 
stances. Foods  allowed  must  be  easily  digested  and  appetiz- 
ingly  and  attractively  prepared  to  encourage  eating. 

Tender  lean  meats — finely  ground  in  the  initial  diet  and 
later  served  in  a wide  variety  of  appealing  ways — can  be  an 
important  source  of  the  protein  and  minerals  required  by  the 
convalescing  patient. 

Meat  fits  admirably  into  the  requirements  of  the  per- 
mitted diet  not  only  because  of  its  taste,  digestibility,  and 
physical  characteristics,  but  also  because  of  its  contribution 
of  high  quality  protein,  the  minerals  potassium,  iron,  phos- 
phorous, sodium,  and  magnesium,  and  all  the  known  B 
vitamins. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 
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in  the 


Menopause 


first  relieves  apprehension,  anxiety  and  irritability 


second 


restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


third 


relaxes  skeletal  muscle;  relieves  low  back  pain, 
tension  headache 


WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


Each  tablet  contains: 

Miltown  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl-2-n-propyl-l,3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21 -day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request 
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Doctors,  too, 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  just  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARIN:’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York  • Montreal,  Canada 

9841 
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Take  16  SECONDS 

to  make  this  convincing  test 


Use  INCEPT 

to  add  medication  to  I.V.  solutions,  and  time  the  opera- 
tion from  start  to  finish.  You’ll  find  it  will  take  just 
16  SECONDS  to  complete  the  admixture  . . . ready 
for  use! 

INCERT  eliminates  ampules,  needles,  syringes  and  all 
the  preparation  time  required  with  the  old  way  of 
“needling”  solutions.  Simply  plug  the  INCERT  vial  into 
the  large  hole  in  the  stopper  of  the  I.V.  bottle  — and 
the  job  is  done. 

INCERT  provides  a sterile,  safe,  single-step  “closed  sys- 
tem” method  of  adding  a variety  of  medications  to 
solutions.  The  INCERT  vial,  left  in  position  in  the  solu- 
tion bottle,  identifies  the  medication  until  ready  for  use. 

Here  is  a real  economy  in  lighter  work-load  and  re- 
duced preparation  costs  . . . ready  for  instant  use  in 
your  hospital. 

* Sample  INCERT  vials  available  for  your  convenience. 

TRAVENOL  LABORATORIES,  INC. 


NOW  AVAILABLE  IN  INCERT® 

VI'CERT  C1000  With  Bi2  (Lyophilized  B Vitamins  with  Vitamin  C and  Bl2). 
INCERT  T41-Thiamine  HCI  25  mg.,  Riboflavin  10  mg.,  Niacinamide  100 
mg.,  Sodium  Pantothenate  20  mg.,  Pyridoxine  HCI  20  mg.,  Ascorbic 
Acid  500  mg. 

INCERT  T42-Same  as  above,  with  1000  mg.  Ascorbic  Acid  and  Cyanoco- 
balamin  (B12)  25  meg. 

VI-CERT®  (Lyophilized  B Vitamins  with  Vitamin  C). 

INCERT  T1 6-500  mg.  lyophilized  succinylcholine  chloride. 

INCERT  T17-1000  mg.  lyophilized  succinylcholine  chloride. 

SUCCINYLCHOLINE  CHLORIDE 

SUX-CERT  (Lyophilized  succinylcholine  cnloride  for  skeletal  muscle 
relaxation). 

INCERT  T110-500  mg.  in  5 cc.  sterile  solution. 

INCERT  T140— 1000  mg.  chloride  in  10  cc.  sterile  solution. 

POTASSIUM  CHLORIDE  SOLUTION 

INCERT  T2010-20  mEq  K+  and  Cl-  in  10  cc.  sterile  solution  (2  mEq/cc.). 
INCERT  T2030-30  mEq  K+  and  Cl-  in  12.5  CC.  sterile  solution  (2.2 
mEq/cc.). 

INCERT  T2020-40  mEq  K+  and  Cl-  in  12.5  CC.  sterile  solution  (3.2 
mEq/cc.). 

POTASSIUM  PHOSPHATE  SOLUTION 

INCERT  T31— (1.579  gm.  K2HP04  and  1.639  gm.  KH2P04  per  10  cc.). 
Contains  30  mEq  K+  and  HP04=  in  10  cc.  sterile  solution. 

CALCIUM  LEVULINATE  SOLUTION 

INCERT  T51— 10%  solution,  1.0  gm.  (6.5  mEq  of  Calcium)  in  10  cc. 
sterile  solution. 

pharmaceutical  products  division  of 

BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois 
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CHEMICAL  STRUCTURE  IS  UNLIKE  ANY  OTHER 
SKELETAL  MUSCLE  RELAXANT  CURRENTLY  AVAILABLE... 


Here’s  a skeletal  muscle  relaxant  that  isn’t  “longer  acting” 

. . . it’s  long  acting . . . affording  sustained  relief  for  as  long 
as  six  hours  after  a single  dose.  / Here’s  a skeletal  muscle 
relaxant  that  isn’t  merely  “effective”  . . . it’s  consistently 
effective  in  the  majority  of  patients  with  muscle  spasm, 
pain  and  stiffness.  / Here’s  a skeletal  muscle  relaxant  that 
doesn’t  have  “relatively  few  physical  or  psychic  side  effects” 
. . . it’s  a pure  muscle  relaxant  that  won’t  cause  drowsiness 
or  dizziness,  nor  produce  adverse  G.  I.  or  psychic  effects 
even  on  prolonged  administration.  / Here  is 

(STYRAMATE,  ARMOUR) 
2-hydroxy  2-phenylethyl  carbamate 


Dosage:  One  or  two  tablets  t.  i.  d. 
Supplied:  200  mg.  tablets  in  bottles  of  50. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY-  KANKAKEE.  ILLINOIS 
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coughing  for  6 to  8 hours 


with  one  "timed 


release”  tablet 


Tussaminic  is  non-narcotic — the  patient 
simply  swallows  one  timed-release  “double- 
dose” tablet  before  breakfast  to  work 
cough-free  all  day.  Another  tablet  before 
dinner  lets  him  relax  cough-free  all  evening. 
A final  tablet  at  bedtime  lets  him  sleep 
cough-free  all  night.  Thus,  cough  relief  is 
measured  in  hours,  not  minutes. 


r Tussaminic  “timed -release”  tablets 
provide  prolonged  cough  relief.  Each 
tablet  contains  two  full  doses  of  long- 
lasting  antitussive,  expectorant , anti- 
I allergic  and  decongestant  components . 


Tussaminic  is  not  only  valuable  for  the 
patient  with  a coughing  cold,  but  also  for 
the  habitual  morning  hacker.  And  due  to  its 
Triaminic  component,  associated  bronchial 
and  nasal  congestion  frequently  clears. 

Each  tablet  contains: 

Triaminic®  100  mg. 

( Phenylpropanolamine  hydrochloride 
50  mg.,  Pheniramine  maleate  25  mg., 
Pyrilamine  maleate  25  mg.) 

Dormethan* 30  mg. 

Terpin  hydrate 300  mg. 

*brand  of  dextromethorphan  hydrobromide 
Dosage:  1 Tussaminic  tablet  before  break- 
fast, dinner  and  at  bedtime. 


(hen  —the  inner  core 
disintegrates  to  give  3 to  4 
more  hours  of  relief 


first  —the  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 


Tussaminic 

Non-narcotic  antitussive  decongestant 


"timed-release” 

tablets 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Relieves 

Muscle 


Spasm  **# 


IN  L 


K ACHE 

and  other 

musculoskeletal 

disorders 


Brand  of  Orphenadrine  HCI 


In  Parkinsonism 

Highly  selective  action... energiz- 
ing against  weakness,  fatigue, 
adynamia  and  akinesia... potent 
against  sialorrhea,  diaphoresis, 
oculogyria  and  blepharospasm... 
lessens  rigidity  and  tremor... 
alleviates  depression. ..safe... 
even  in  glaucoma. 

•Trademark  of  Brocades-Stheeman  & Pharmacia; 

U.S.  Patent  No.  2,567,351.  Other  patents  pending.  I 


Relieves  Spasm,  Pain,  and  Depression  too 

In  muscle  spasm  due  to  sprains,  strains,  herniated 
intervertebral  disc,  fibrositis,  noninflammatory  arthritic 
states  and  many  other  musculoskeletal  disorders,  the 
first  demand  is  for  relief.  Disipal  fills  this  need.  It  is 
quickly  effective  in  skeletal  muscle  spasm  almost  re- 
gardless of  origin.  Its  mood -alleviating  effect  braces 
the  patient  against  the  depression  so  often  accompany- 
ing severe  pain  of  any  type. 

Dosage:  1 tablet  (50  mg.)  t.i.d. 


LOS  ANGELES 


ine 

Achievements 


. . . in  Skin  Diseases:  In  a study  of  26  patients  with  severe  der- 
matoses, aristocort  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  2A  that  of  prednisone1 11. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved2. . .absence  of  serious  side  effects  specifically  noted.1, 2> 3 


...ill  Rheumatoid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients4. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
aristocort  therapy).5 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.: 

J.  A.  M.  A.  165: 1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.: 

Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F. : Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

1 1.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 
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,..in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.6. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.7 

. . . in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  aristocort  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.8,9.  . .Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.10,11,12. . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.13 


-OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  Vz 
in  rheumatoid  arthritis,  by  Vz  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vz  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  aristocort,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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PREVENT 

both  cause  and  fear  of 


use 

Miltrate 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN*  + PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate, . .appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  (contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage : 1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature , write  Dept . HiE 

1.  Friedlander,  H.  S. : The  role  of  ataraxica  in  cardiology.  Am.  J.  Card.  1:595,  March  1958. 

8.  Shapiro,  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8:504,  Dec.  1957. 

WALLACE  LABORATORIES,  New  Brunswick,  N.J.  €Mt.7ie7 
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running  noses  ffe 

and  open  stuffed  noses  orally 


Relief  in  minutes.. .lasts  for  hours 

In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes . Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

*Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 
Each  timed-release  triaminic  Tablet  contains  : 
Phenylpropanolamine  hydrochloride  50  mg. 


Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Each  timed-release  tablet 
keeps  the  nasal  passages  clear 
for  6 to  8 hours  — 
provides  <( around-the-clock9  9 
freedom  from  congestion 
on  just  three  tablets  a day 


Dosage:  1 tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  To 
be  swallowed  whole  to  preserve  the  timed- 
release  feature. 


Also  available:  Triaminic  Juvelets, 
timed-release,  half-dosage  tablets; 
Triaminic  Syrup,  for  children  and  those 
adults  who  prefer  a liquid  medication. 


first— the  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 


Triaminic 


timed-release 

tablets 


SMITH-DORSEY  • a division  of  The  Wander  Company  . Lincoln,  Nebraska  • Peterborough,  Canada 
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Why  risk 
trial-and-error 
therapy 
in  potentially 
serious 
infections? 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 


YOU  CAN  \ 
ENJOY  DIETING  *• 


Drink 


THE  NON-FATTENING  SOFT  DRINK 
THAT  CURBS  THE  URGE  TO  SNACK 


Patients  can  be  happy  though  dieting — 
when  you  recommend  No-Cal.  Absolutely 
non-fattening  No-Cal  really  tastes  good . . . 
and  more  than  fills  the  bill  as  a refreshing 
snack  or  to  sparkle  drab  diet  meals. 


No-Cal  is  sweetened  with 
calcium  cyclamate.  Con- 
tains no  sugar,  no  salt,  no 
fats,  proteins  or  carbohy- 
drates with  no  calories  de- 
rived therefrom. 


It  is  completely  safe  for 
diabetics  and  patients  on 
salt-free,  sugar-free  and  re- 
ducing diets. 

8 Real  Rich  Flavors 
Plus  Salt-Free 
Club  Soda 

KIRSCH  BEVERAGES,  INC. 

B’KLYN  6,  N.  Y. 
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West  Hill 2882 

Westwood  Pharmaceuticals 288U 

Winthrop  Laboratories 2735 

Yale  Registry  for  Nurses 2877 
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INDEX  TO  ADVERTISED  PRODUCTS 


Achrocidin  (Lederle  Laboratories,  Div.  Amer.  Cyan- 

amid  Co.) 2767 

Achromycin  V (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) Between  2758-2759 

Ambar  (A.  H.  Robins  Co.) 2771 

Arcofac  (Armour  Labs) 2766 

Aristocort  (Lederle  Laboratories,  Div.  Amer.  Cyan- 
amid Co.) 2748-2749 

Azo  Gantrisin  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) Between  2766-2767 

Bendectin  (William  S.  Merrell  Co.) 2875 

Cliniquick  (Ames  Company,  Inc.) 2876 

Cortisporin  (Burroughs  Wellcome  & Co.  Inc.) 2871 

Deaner  (Riker  Labs) 2763 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  cover 

Dimetane  (Riker  Labs) 2759 

Disipal  (Riker  Labs) 2747 

Fostex  (Westwood  Pharmaceuticals) 2880 

Furadantin  (Eaton  Labs) 2881 

Gantrisin  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 2770 

Hycomine  (Endo  Laboratories) 2769 

Incert  (Travenol  Laboratories,  Div.  of  Baxter  Labs,, 

Inc.)  2741 

Incremin  (Lederle  Laboratories,  Div.  Amer,  Cyan- 
amid Co.) 2761 

Lactum  (Mead  Johnson  Co.) 4th  cover 

Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 2nd  cover 

Mebaral  (Winthrop  Laboratories) 2735 

Meprolone  (Merck  Sharp  & Dohme,  Div.  Merck  & 

Co.  Inc.) 2774-2775 

Meprospan  (Wallace  Laboratories) 2768 

Meprotabs  (Wallace  Laboratories) 2764 

Milprem  (Wallace  Laboratories) 2739 

Miltrate  (Wallace  Laboratories) 2750 

Miltown  (Wallace  Laboratories) 2737 

Neohydrin  (Lakeside  Laboratories) 2762 

Neosporin  (Burroughs  Wellcome  & Co.  Inc.) 2871 

Novahistine  LP  (Pitman-Moore  Co.) 2883 

Pathibamate  (Lederle  Laboratories,  Div.  Amer.  Cyan- 
amid Co.) 2772-2773 

Panalba  (Upjohn  Co.) 2752-2753 

Peritrate  20  mg.  (Warner  Chilcott) 2782 

Phenaphen  Plus  (A.  H.  Robins  Co.) 287o 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 2871 

Preceptin  (Ortho  Pharmaceutical  Co.) 2873 

Premarin  (Ayerst  Laboratories) 2740 

Pro-Banthine  (G.  D.  Searle  Co.) 2781 

Rauwiloid  (Riker  Laboratories) 2758 

Sigmagen  (Schering  Corp.) 2782 

Sinixar  (Armour  Laboratories) 2743 

Synatan  (Irwin,  Neisler  & Co.) 2757 

Tensodin  (Knoll  Pharm.  Co.) 2877 

Tetrex  (Bristol  Laboratories) Between  2750-2751 

Theragran  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 2765 

Thorazine  (Smith  Kline  & French  Labs.) 2756 

Triaminic  (Smith-Dorsey  Co.,  Div.  Wander  Co.) ....  2751 

Trinsicon  (Eli  Lilly  & Co.) 2776 

Tussaminic  (Smith-Dorsey  Co.,  Div.  Wander  Co.).  . . 2745 

Veralba-R  (Pitman-Moore  Co.) 3rd  cover 

Medical  and  Surgical  Supplies 

Bovic  (Liebel-Flarsheim) 2760 

Foods 

Meat  (American  Meat  Co.) 2736 

No-Cal  (Kirsch  Beverage  Co.) 2754 

Soyalac  (Loma  Linda  Food  Co.) 2886 


NINTH  ANNUAL 

REFRESHER  COURSE 

FOR 

GENERAL  PRACTITIONERS 

The  Royal  Victoria  Hospital  will  conduct  a 
five  and  one-half  day  course  for  General 
Practitioners  from  November  10th  to  No- 
vember 15th,  inclusive,  1958.  The  course  will 
cover  those  conditions  most  commonly  en- 
countered in  general  practice  with  emphasis 
on  practical  office  procedures  used  in  Medi- 
cine, Surgery,  Obstetrics  and  Gynaecology, 
Anaesthesia  and  Psjrchiatry.  The  practical 
aspects  and  recent  advances  applicable  to 
general  practice  will  be  stressed. 

FEE  FOR  THE  COURSE,  $75.00. 

Approved  for  formal  study  credits  by  The 
College  of  General  Practice  of  Canada. 
This  course  is  also  acceptable  for  Category  1 
credit  by  The  American  Academy  of  General 
Practice. 

For  further  particulars,  or  application,  ad- 
dress the  Post-Graduate  Board,  Royal  Vic- 
toria Hospital  687  Pine  Avenue  West.  Mon- 
treal 2. 


MATERNITY 


‘Thorazine’  by  injection  (ampuls  or  multiple  dose  vials)  often  provides  immediate  relief  frU 
severe  attacks.  I 

‘Thorazine’  Spansule*  sustained  release  capsules  ql2h  provide  continuous,  round-the-chl 
protection  against  emotional  stress  that  can  precipitate  attacks. 

‘Thorazine’,  in  any  dosage  form,  promotes  sound  sleep  without  respiratory  depression. 
THO  RAZI NE*  one  of  the  fundamental  drugs  in  medicine  *t.m.  Reg.  u.s.  Pat. I 

chlorpromazine,  S.K.F. 

Also  available:  Tablets,  syrup  and  suppositories. 

Smith  Kline  & French  Laboratories , Philadelphia 


in  asthma 

when  emotional 
stress  is  a 
complicating 
factor 


but  true  ora / repository  action 
in  the  treatment  of  obesity . . . with 

SYNATAN 

through  the  Durabond®  Principle 
of  ionic  release 

In  Synatan  products  the  repository  mechanism  is  built  into  every 
molecule  by  means  of  the  Durabond  Principle— your  assurance 
of  prolonged  action  with  a single  oral  dose.  The  result— smooth, 
effective  control  of  appetite  and  emotional  tone,  with  minimal 
side  effects. 


Synatan  Each  tabule  contains  Tanphetamin 
{d-  amphetamine  tannate)  17.5  mg. 
for  control  of  appetite  and  mood 


Seco-Synatan  Each  tabule  contains  Tanpheta- 
min 17.5  mg..  Secobarbital  35.0  mg. 

for  control  of  obesity  with  an  emotional  overlay 

Synatan  Forte  Each  tabule  contains  Tanpheta- 
min 26.25  mg. 

for  greater  anorexic  action 

Dosage:  1 tabule  at  10  a.m.  for  all-day  control. 
For  prescription  economy,  order  bottles  of  50. 
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IRWIN,  NEISLER  & CO.,  Decatur.  Illinois 
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Many  such  hypertensives 
— have  been  on 


for  three  years 
and  more 


for  Rauwiloid  IS  better  tolerated . . . 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 


Ford,  R.  V.,  and  Moyer,  J.  H.:  Rauwolfui 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad. 'Med.  23:41  (Jan.)  1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 




When  more  potent  drugs  are  n< 

Rauwiloid®  + Veriloid® 

cUeroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  h; 


Initial  dose  1 tablet  t.i.d.,  p.c. 


I J 


- r • '*• 


Rauwiloid®  + Hexamethonium 

"fceroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 
Initial  dose  V%  tablet  q.i.d. 


Both  combinations  in  convenient  single-tablet 
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TAKE  A NEW  LOOK  AT  FOOD 
ALLERGENS*-TAKE  A LOOK 


AT  NEW  DIMETANE 


*Sea  food — source  of  highly  potent  allergens.  Typical  are: 
lobster;  tuna;  sturgeon  roe;  fish  oil  used  to  prepare  leather, 
chamois,  soaps;  cuttlefish  bone  for  polishing  material 
and  tooth  powder;  glues  made  from  fish  products. 


In  a recent  140-patient  study1  dimetane  gave  “more  relief  or  was  superior  to  other  anti- 
histamines,” in  63,  or  45%  of  a group  manifesting  a variety  of  allergic  conditions.  Gave 
good  to  excellent  results  in  87%.  Was  well  tolerated  in  92%.  Only  1 1 patients  (8%) 
experienced  any  side  reactions  and  5 of  these  could  not  tolerate  any  antihistamines. 


dimetane  Extentabs  (12  mg.  each,  coated)  provide  antihista- 
mine effects  daylong  or  nightlong  for  10-12  hours.  Tablets 
(4  mg.  each,  scored)  or  pleasant-tasting  Elixir  (2  mg./5  cc.) 
may  be  prescribed  t.i.d.  or  q.i.d.,  or  as  supple- 
mentary  dosage  to  Extentabs  in  acute  allergic 
situations.  A.  H.  ROBINS  CO.,  INC.,  Richmond  ^ wA 
20,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


EXTENTABS®  • TABLETS  • ELIXIR 


ENLARGE 

THE  SCOPE  OF 


The  Office  Bovie 
Electrosurgical 
Unit 


Yes,  a Bovie 
Electrosurgical  Unit 
will  enable  you  to 
expand  your  service 
to  patients.  Important 
too,  is  the  fact  that  the 
Office  Bovie  is  easy 
to  operate,  safe  to  use. 

The  numerous  superb  features  of 
the  Bovie  make  it  ideal  for  principal 
office  techniques  of  electrosurgery.  Three 
separate  currents  use  the  exclusive  L-F  spark- 
gap  design.  This  makes  possible  the  incomparable 
performance  and  dependability  of  a Bovie  unit. 


An  Office  Bovie  in  your  treatment  room,  saves  your 
patients  needless  hospitalization,  extends  the  scope 
of  your  services,  and  further  increases  the  prestige 
of  your  practice. 


Liebei 

ibsidiary  of  Ritter  Company,  Inc.  I 

I 

I 

I 

I 

I 

L_. 


SEND  FOR  MORE  INFORMATION 


Ritter  Company,  Inc. 

7345  Ritter  Park 
Rochester  3,  N.Y. 

Please  send  literature  describing  the  OFFICE 
BOVIE  Electrosurgical  Unit. 

Name 

Address 

City-State 


i 


J 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins — Bt,  B6,  BI2. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate  ...  plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  Bl2. 


Lysine-Vitamins 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 


Each  teaspoonful  (5  cc,)  contains: 

1-Lysine  HC1 300  mg. 

Vitamin  Bi2  Crystalline 25  mcgm. 

Thiamine  HC1  (Bi) 10  mg. 

Pyrodoxine  HC1  (B6) 5 mg. 

Ferric  Pyrophosphate  (Solution) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 


LEDERLE  L A B O R AT  O R I E S , a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reg.  U,  S.  Pat.  Off. 
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“Keeping  him  well  with  Neohydrin  is  easier 
for  him  and  us.  He  doesn’t  need  extra 
potassium  and  we  don’t  worry  about  elec- 
trolyte imbalance.” 


oral 

organomercurial 

diuretic 


TABLET 

NEOHYDRIN* 

Prescribe  neohydrin  (brand  of  chlormerodrin)  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy-propylurea, 
equivalent  to  10  mg.  of  non-ionic  mercury, 
in  each  tablet. 
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A Totally  New  Molecule 

• Chronic  Fatigue  States 

• Mild  Depression 

r . r • Chronic  Headache 

for  the  Treatment  of  .Migraine 

• Neurasthenia 

• Behavior  Problems  and  Learning 


p-acetamidobenzoic  acid  salt  of  2-dimethyIaminoethanol 


f 


Extensive  clinical  trials  in  over  2,000  patients  prove  'Deaner’  to  be  of 
value  in  the  alleviation  of  a wide  variety  of  emotional  disturbances. 
Patients  who  lack  in  energy,  are  mildly  depressed,  and  find  it  difficult  to 
concentrate  are  greatly  benefited  by  'Deaner’. 


REPORTS  FROM  INVESTIGATORS 

In  medical  student  volunteers,  'Deaner’ 
produced  increased  daytime  energy 
and  attentiveness  at  lectures,  sounder 
sleep  (with  a reduction  in  the  hours 
of  sleep  needed),  better  ability  to  con- 
centrate on  both  studying  and  writing, 
decreased  apprehensiveness  prior  to 
and  during  examinations,  a more  affa- 
ble mood  and  outspoken  personality. 

1.  Murphree,  H.  B„  Jr.;  Jenney.  E.  H.,  and 
Pfeiffer,  C.  C.:  2-Dimethylaminoethanol  as  a 
Central  Nervous  System  Stimulant,  Presented 
before  Assoc,  for  Research  in  Nervous  and  Mental 
Disease,  New  York,  Dec.  12-14,  1957,  To  be 
published. 

ADVANTAGES  OF  DEANER 


In  Exhaustion  and  Depression — In  a 
study  of  over  100  patients  suffering 
from  various  psychiatric  disorders, 
especially  exhaustion  and  mild  de- 
pression, the  clinical  effect  of  'Deaner’ 
was  to  increase  energy  and  to  relieve 
depression  in  over  70%. 

2.  Lemere,  F.,  and  Lasater,  J.  H.:  Am.  J.  Psychiat. 
114:6 55  (Jan.)  1958. 

In  Learning  Problems  — Some  of  the 
children  with  reading  problems  and 
other  learning  defects  have  improved 
markedly  during  their  treatment  with 
'Deaner’. 

3.  Oettinger,  L.,  Jr.:  Presented  before  the  Ameri- 
can Encephalographic  Society  Meeting,  Atlantic 
City,  June  14,  1958.  To  be  published. 


Effects  come  on  gradually  and  are  prolonged... 

Without  causing  hyperirritability,  jitteriness  or  emotional  tension... 
Without  causing  excess  motor  activity... 

Without  causing  loss  of  appetite... 


Without  elevating  blood  pressure  or  heart  rate... 


Without  sudden  letdown  on  discontinuance  of  therapy. 


DOSAGE:  Initially,  1 tablet  (25  mg.)  daily  in  the  morning. 
Maintenance  dose,  1 to  3 tablets;  for  children,  3^  to  3 
tablets.  Full  benefits  may  require  two  weeks  or  more 
of  therapy.  'Deaner’  is  supplied  in  scored  tablets  con- 
taining 25  mg.  of  2-dimethylaminoethanol. 


Another  Hiker  First 

LOS  ANGELES 
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the  original  meprobamate, 
so  widely  accepted  as  a 
tranquilizer  and  muscle 
relaxant,  is  available  both 
as  Miltown*  and  as . . . 

Meprotabs 

For  certain  patients  it  is  often  psychologically 
desirable  not  to  reveal  the  nature  of  medication  given. 
In  such  cases  you  may  specify  Meprotabs— 

400  mg.  unmarked,  sugar-coated  meprobamate  tablets, 
unidentifiable  by  the  patient. 

WALLACE  LABORATORIES,  New  B™mnmck,  N.  J . 


new 


ALSO  AVAILABLE 

new!  THERAGRAN  JUNIOR 

formulated  for  vitamin  therapy  in  children  and  adolescents 
as  Theragran  is  formulated  for  adults. 

THERAGRAN  LIQUID 

for  patients  who  prefer  liquid  vitamin  therapy 

THERAGRAN-M 

with  extra  vitamins  and  minerals 


Squibb  Quality  - 
the  Priceless 
Ingredient 


•theragran*  is  a squibs  trademark 


improved 
formula! 

THERAGRAN 

Squibb  Vitamins  for  therapy 


expanded  to  include  certain  essential  vitamins 
extra  value . . . 

at  no  extra  cost  to  your  patients 

Theragran— the  original  and  most  widely  prescribed 
therapeutic  vitamin  preparation— is  now  expanded 
to  provide  additional  nutritional  support  for  your 
adult  patients.  In  keeping  with  the  proposals  of  in- 
vestigators, such  vitamins  as  B12,  pyridoxine  and 
d-calcium  pantothenate  have  been  added  to  the 
formula,  and  the  ascorbic  acid  content  has  been  in- 
creased. These  improvements  in  the  Theragran  for- 
mula provide  your  patients  with  extra  value  at  no 
additional  cost. 


Each  new,  improved  Theragran  capsule  supplies: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Mononitrate  10  mg. 

Riboflavin  10  mg. 

Niacinamide  100  mg. 

Ascorbic  Acid  200  mg. 

Pyridoxine  Hydrochloride  5 mg. 

d-Calcium  Pantothenate  20  mg. 

Vitamin  B,2  activity  concentrate  5 meg. 

1 or  more  capsules  daily  as  recommended  by  a physician. 

Family  Pack  of  180.  Bottles  of  30,  60,  100  and  1000. 


Squibb 
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is  desirable 


That  elevated  blood  cholesterol  levels  can 
be  readily  reduced  or  prevented  by  the 
addition  to  the  diet  of  various  vegetable  fats 
containing  linoleic  acid  has  been  observed 
by  numerous  investigators.  It  also  appears 
that  diets  rich  in  essential  fatty  acids  are 
much  more  effective  in  lowering  plasma- 
lipid  levels  than  are  the  low-fat  (high-carbo- 
hydrate) diets. 

Arcofac,  a nutritional  supplement,  con- 
tains linoleic  acid,  an  essential  polyunsat- 
urated fatty  acid  in  high  concentration.  In 
addition,  it  also  provides  vitamin  B6,  deemed 
necessary  for  conversion  of  linoleic  acid  into 
the  primary  essential  fatty  acid,  arachidonic 
acid.  The  body  apparently  is  dependent 
upon  an  adequate  intake  of  both  linoleic 
acid  and  vitamin  B6  for  normal  cholesterol 
levels.  The  presence  of  vitamin  E,  a power- 
ful antioxidant,  helps  maintain  the  fatty 
.acids  in  an  unsaturated  state. 


The  Arcofac  regimen  is  safe  . . . effective 
. . . well  tolerated  . . . and  imposes  no  radical 
changes  in  diet.  Virtually  all  foods  (includ- 
ing animal  fats)  may  be  eaten,  if  a proper 
balance  is  maintained  between  saturated  and 
unsaturated  fatty  acids.  Prophylactic  dosage 
is  1-2  tablespoonfuls  daily;  therapeutic— 
2-8  tablespoonfuls  daily. 

Each  tablespoonful  (15  ml.)  of  Arcofac 
emulsion  contains: 

Essential  fatty  acidsf 6.8  Gm. 

(measured  as  linoleic)  with  2.5  I.U.  of  Vitamin  E* 

Pyridoxine  hydrochloride 
(Vitamin  B6) 1 .0  mg. 

fSupplied  by  safflower  oil  which  contains  the  highest  concen- 
tration of  polyunsaturated  fatty  acids  of  any  commercially 
available  vegetable  oil. 

♦Added  as  Mixed  Tocopherols  Concentrate.  N.F. 


Arcofac 


® Armour 
Cholesterol 
Lowering  Factor 


References  on  request 

THE  ARMOUR  LABORATORIES  A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE.  ILLINOIS 
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Symptomatic 
relief 
. . . plus ! 


• I • * 


TETRACYCLINE-ANTIHISTAMINE- AN  ALGESIC  COMPOUND  LEDERLE 


pneumonitis 

adenitis 

sinusitis 

otitis 

bronchitis 


LEDERLE  LABORATORIES, 

•Reg.  U.  S.  Pat.  Off. 


COMBINES:  Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections  . . . 

PLUS:  Protection  against  bacterial  complica- 
tions often  associated  with  such  conditions. 


TABLETS  (sugar  coated) 

Each  contains: 

ACHROMYCIN*  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottles  of  24  and  100. 

SYRUP  (lemon-lime  flavored,  caffeine-free) 
Each  5 cc.  teaspoonful  contains: 
ACHROMYCIN*  Tetracycline  equivalent  to 


Tetracycline  HC1 125  mg. 

Phenacetin 120  mg. 

Salicylamide 150  mg. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben 1 mg. 


Bottle  of  4 fl.  oz. 

Adult  dosage  for  Achrocidin  Tablets  and 
new  caffeine-free  Syrup  is  two  tablets  or  tea- 
spoonfuls of  syrup  three  or  four  times  daily. 
Dosage  for  children  adjusted  according  to  age 
and  weight. 

Available  on  prescription  only. 

a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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sustained  release 
capsules 


1.  Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 
“The  administration  of  meprobamate  in 
sustained  action  form  [ Meprospan ] produced 
a more  uniform  and  sustained  action  . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage.”2 
Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 


^TRADE-MARK 

CME-7327 


Literature  and  samples  on  request  ® WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown® 


HYCOMINE 


THI  ©DiaSTTI  fa 
©@QD@[KI  ©(DKnFOiKIlIL 

cough  sedative  / antihistamine  / expectorant 

• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate  5 mgA 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mgj 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-forming. 
Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Cndo 
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More  than 
enough 
Gantrisin 
Tablets 
to  encircle 
the  earth- 


If  all  the  Gantrisin  tablets*  produced  and  used 
since  the  introduction  of  this  single,  soluble 
sulfonamide  were  placed  "end  to  end,"  the  distance 
would  exceed  24,000  miles  — more  than  enough  to 
encircle  the  globe  at  the  equator. 

This  acceptance  by  the  medical  profession  is 
overwhelming  evidence  of  the  clinical  usefulness, 
efficacy  and  safety  of  Gantrisin. 

*More  than  3 billion  tablets  (liquids  and  other 
forms  not  included) . 

GANTRISIN®— brand  of  sulfisoxazole 
Original  Research  in  Medicine  and  Chemistry 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  N.  J. 
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the  emotional  security  often  involved  in  overeating,  ambar  helps 


osi 


WEIGHT  REDUCTION:  Obese 
them  hold  the  diet  line  by 
duces  less  cardiovascular 
EXTENTABS  provide  10-12 
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I IBAR  TABL 


6 mg.  A.  H 


use  they 
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Me^hamphetamine,  a potent  CNS  augmenter,  pro- 


JITT^RS: 

ustjenoi 
i,  extent 
;e  or  inti 
lmojnd.l 

WEIGHT  REDUCTION  WITHOUT  JinERS  AMBAR 


(with  just enough phenobarbital  to  prevent  overstimulation. ambar 
lease,  extended- action  tablet:  methamphetamine  hydrochloride, 
osage  o|  interm  ttent  therapy  contain  niethamphetamine  hydro- 
d,  Virginia,  Ethical  Pharmaceuticals  of  Merit  Since  1878 


methamphetamifie  ana  phenobarbital 

TABLETS  AND  EXTENTABS® 


calms  tension  and  co \ 


Faster  rehabilitation  i 


Joint  inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders—and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antirheu- 
matic-antiarthritic  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  involvement  is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  indicated. 

SUPPLIED:  Multiple  Compresseo  Tablets  in 
three  formulas  : MEPR0L0NE-2-2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  lOO). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  lOO).  MEPROLON E-5 — 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


2774 


Rheumatoid  Arthritis 


multiple  compressed  tablets 


THE  FIRST  MEPROBAMATE-PREDNISOLONE  THERAPY 


MEPROLONE is  a trade-mark  of  Merck  & Co.,  Inc. 


Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 


MEPROLONE  is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  joint  inflammation  • 
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Provides  therapeutic  quantities  of  all  known  hematinic  factors 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximum  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’ daily  produce  a standard  re- 
sponse in  the  average  uncomplicated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 

ELI  LILLY  AND  COMPANY  • I 


iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’ formula  enhances  (does  not 
inhibit)  vitamin  Bi2  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

*‘Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor, 
Lilly) 

INDIANAPOLIS  6,  INDIANA,  U.S.A. 

819058 
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EDITORIALS 


Court  of  Appeals  Decision 


I 


A recent  decision  of  the  Court  of  Appeals  in 
the  State  of  New  York1  appears  to  be  of 
importance  not  only  in  the  field  of  mal- 
practice but  in  the  entire  field  of  negligence 
law.  These  two  fields  are  of  concern  to 
every  practitioner  of  medicine  in  the  State 
and  possibly  elsewhere.  For  this  reason  we 
print  in  full  on  page  2846  of  the  Journal, 
a copy  of  the  decision  for  the  information 
of  our  readers  with  the  suggestion  that  they 
give  it  close  attention. 

The  majority  opinion  from  which  three 
justices  dissented  seems  to  be  unfortunate 
in  that  it  would  appear  to  introduce  into 
the  law:  “a  new  field  of  damages  for  cul- 
tivation by  plaintiffs  and  affording  countless 
opportunities  for  fraudulent  un verifiable 
claims.  In  our  opinion,  legal  responsibility 

1 Number  25. 


for  an  injury  may  not  include  mental  suf- 
fering in  contemplation  of  injuries  which 
may  never  develop  out  of  those  already 
suffered,  based  upon  a doctor’s  statement  as 
to  mere  possible  developments,”2  according 
to  the  dissenting  justices. 

One  must  of  course  read  the  entire  tran- 
script of  this  case  in  which  the  majority 
(four)  of  the  justices  upheld  a previous 
verdict  in  favor  of  the  plaintiff  for  an  award 
by  the  jury  of  $10,000  for  her  scar,  her  pain 
and  suffering,  and  an  additional  $15,000 
for  “her  worry  about  the  possibility  of  her 
contracting  cancer.”  If  any  lesson  is  to  be 
learned  from  this  case  it  is  the  need  for 
discreet  discussion  with  the  patient  of  his  or 
her  condition.  We  hope  everyone  will  read 
the  decision  carefully. 

2 Dissenting  opinion  by  Judge  Froessel. 


FBI  Seeks  Dangerous  Fugitive 

(Editor’s  Note:  The  Journal  is  pleased  to  cooperate  with  the  FBI  by  publishing 
the  following  description  of  one  of  the  ten  most  wanted  fugitives  in  the  United  States. 
He  has  been  reported  to  be  in  New  York  State  and  may  be  seeking  medical  attention.) 


James  Eddie  Diggs,  with  aliases  Dick 
Diggs,  “Smitty,”  is  wanted  by  the  FBI  for 
unlawfully  fleeing  the  State  of  Virginia  to 
avoid  prosecution  for  the  crime  of  murder. 
Diggs  has  been  a fugitive  since  1949  and 
one  of  the  FBI’s  “Ten  Most  Wanted  Fugi- 
tives” since  1952. 

Diggs  is  charged  with  murdering  his  wife 
and  two  sons  in  Norfolk,  Virginia,  on  May 
26,  1949,  and  subsequently  fleeing  into  North 
Carolina,  where  he  is  accused  of  shooting 
and  critically  wounding  a police  officer  who 
stopped  him  for  questioning. 

Diggs  is  described  as  a quiet,  hardworking 
individual,  generally  well  regarded  by  his 
fellow  workers,  neighbors,  and  acquaint- 
ances. Investigation  reflects  that  prior  to 


the  crime  he  suffered  from  ulcers  of  the 
stomach,  and  there  is  some  indication  they 
may  have  bled  on  several  occasions. 

In  May,  1943,  Diggs  was  given  a preinduc- 
tion physical  examination  by  order  of 
Selective  Service  Local  Board  1,  Norfolk, 
Virginia,  and  the  following  defects  were 
noted:  “Eye  abnormalities,  refractive  error; 
defective  hearing,  bilateral;  pyorrhea; 
psychoneurosis.” 

The  optician  who  examined  Diggs’  eyes 
in  1948  determined  that  his  vision,  with- 
out glasses,  was  20/30  in  the  left  eye -and 
20/25  in  the  right  eye.  The  optician  felt 
that  Diggs  could  be  without  glasses  for  short 
periods  of  time  but  would  be  uncomfortable 
and  would  suffer  from  glare  to  the  extent  his 
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James  Eddie  Diggs,  with  aliases  Dick  Diggs,  “Smitty.”  Description:  sex — male;  race — Negro; 
born  May  29,  1913,  Morven,  North  Carolina;  height — 6 feet,  1 inch;  weight — 165  pounds;  build — 
slender;  hair — black,  kinky;  eyes — brown;  teeth — good,  noticeable  space  between  upper  front  teeth, 
gold  upper  front  tooth;  complexion — -light  brown;  characteristics — wears  glasses,  small  mustache. 


eyes  would  be  watery.  He  also  felt  Diggs 
would  become  more  nearsighted  as  years 
passed. 

When  last  fitted  for  glasses,  subject  was 
wearing  Demi-Amber,  Mansfield,  Perimet- 
ric, 24-44-6  SK,  P.D.  68  mm. 

Diggs  has  been  reported  as  being  seen  in 
New  York  State  on  several  occasions  since 
1949,  and  it  is  believed  he  has  or  may  con- 
sult a doctor  for  treatment  of  his  ulcer  con- 
dition or  to  obtain  eyeglasses. 

Diggs  has  killed  three  persons  and 


wounded  a police  officer  and  therefore 
should  be  considered  armed  and  extremely 
dangerous. 

Any  person  having  information  which 
might  assist  in  locating  this  fugitive  is  re- 
quested immediately  to  notify  the  Director 
of  the  Federal  Bureau  of  Investigation,  U.S. 
Department  of  Justice,  Washington  25, 
D.C.,  or  the  Special  Agent  in  Charge  of  the 
nearest  FBI  Division,  the  telephone  num- 
ber of  which  office  is  listed  on  the  first 
page  of  local  telephone  directories. 


Editorial  Comment 


Doctors,  Hospitals,  and  Untoward  Events. 

The  Westchester  Medical  Bulletin 1 dis- 
cusses an  important  aspect  of  modern  medi- 
cal practice  editorially.  Says  the  Bulletin: 


1 Westchester  Med.  Bull.  26:  20  (July)  1958. 


The  traditional  doctrine  of  immunity  for 
hospitals  as  charitable  corporations  has  just 
about  been  abandoned  by  our  courts,  and  we 
will  see  more  and  more  lawsuits  against  hos- 
pitals and  doctors  unless  effective  cooperation 
can  provide  the  “preventive  medicine”  which 
will  eliminate  the  cause  and  conditions  that 
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give  rise  to  suits  for  malpractice  and  negli- 
gence. 

In  the  care  of  hospital  patients,  let  us  as- 
sume that  everyone  does  his  best — doctor, 
nurse,  technician,  etc.,  and  it  is  fair  to  assume 
this,  because  in  our  accredited  hospitals  there 
is  rarely  evidence  of  malpractice  or  negligence 
in  the  moral  sense  even  though  legal  judgments 
may  be  otherwise.  Nevertheless,  it  is  inevi- 
table that  tragedies  will  occur — some  from  hu- 
man error,  some  from  causes  still  beyond  our 
knowledge  and  control.  Untoward  reactions 
to  anesthetics  and  medications  generally, 
elderly  and  even  not  so  elderly  patients  fall- 
ing, these  are  conditions  which  may  still  be 
with  us  for  a long  time  to  come  in  spite  of  our 
best  precautionary  measures. 

What,  then,  must  be  done  to  stem  the  tide 
of  legal  action?  First,  we  must  be  sure  that 
we  are  taking  the  best  precautions,  and  this 
requires  continuous  and  effective  cooperation 
primarily  between  the  medical  and  nursing 
staffs,  but  in  a larger  sense  between  the  med- 
ical staff  and  the  administration  of  the  hospital 
itself.  Perhaps  the  best  evidence  of  good  care 
from  a legal  as  well  as  a medical  standpoint 
is  an  adequate  patient  record  in  which  doctors’ 
notes  and  nurses’  notes  reflect  the  quality  of 
care  rendered.  Copious  notes  written  after 
the  event  are  not  impressive  when  inade- 


quate notes  raise  doubts  as  to  the  manage- 
ment of  the  case  prior  to  the  unfortunate 
occurrence.  When  an  untoward  event  occurs, 
it  is  imperative  that  a prompt  and  frank  state- 
ment of  what  has  happened  be  made  to  the 
next  of  kin,  but  this  should  not  include  an 
attempt  to  explain  the  inexplicable  and  cer- 
tainly should  not  include  any  attempt  to  fix 
blame.  The  medical  examiner  should  be 
consulted,  but  if  he  chooses  not  to  accept  the 
case,  nevertheless,  every  effort  should  be 
made  to  secure  permission  for  an  autopsy. 

If  we  have  done  our  best,  and  can  so  state 
with  conviction  and  can  convey  to  the  rela- 
tives of  the  deceased  our  earnest  desire  to  find 
out  the  cause  of  the  untoward  event  by  the 
only  means  that  is  likely  to  give  us  an  adequate 
explanation — the  autopsy — the  family  will 
not  lose  their  confidence,  and  the  number  of 
malpractice  and  negligence  suits  against 
both  doctor  and  hospital  will  be  greatly 
reduced. 

This  is  surely  a sensible  approach  to  a 
situation  that  has  been  the  cause  of  increas- 
ing concern  to  the  medical  profession  and 
the  public  alike.  Any  procedure  which  can 
reduce  misunderstanding  and  improve  doc 
tor,  hospital,  and  patient  relationships  is  of 
advantage  to  all. 
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District 

Day 

Date 

Place 

1 

Sunday 

May  10,  1959 

Buffalo 

II 

Wednesday 

November  19 

Garden  City 

III 

Thursday 

October  16 

Catskill 

IV 

Thursday 

October  30 

Amsterdam 

V 

Thursday 

October  9 

Utica 

VI 

Wednesday 

September  24 

Cooperstown 

VII 

Wednesday 

October  1 

Lake  Salubria 

VIII 

Thursday 

October  2 

Lockport 

IX 

Wednesday 

October  15 

Purchase 
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Controls  Stress 

Relieves  Distress  in  smooth  rmisde  spasm 

new 

Pro-Banthlne^  Dartal 

— for  positive  relief  of  cholinergic  spasm.  — a new  and  safer  agent  for  normalizing  emotions. 


Safer 

Stabilization  of 
Emotion 


Unsurpassed 
Specificity  of  Action 


Superior 

Anticholinergic 

Activity 


PRO-BANTHiNE  WITH  DARTAL  offers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-Banthlne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthlne  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 
gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

G.  d.  SEARLE  & co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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in  angina  pectoris 

to  prevent  attacks 

Peri t rate*  20  mg. 

(brand  of  pentaerythritol  tetranitrate ) ^ 

The  accepted  basic  therapy  in  the  treatment  of  coronary  disease 


Effective  as  a prolonged  coronary  vasodilator  in  four  out  of  five  cases, 
Peritrate  reduces  the  severity  and  frequency  of  attacks.  In  addition,  it  lowers 
nitroglycerin  dependence,  increases  exercise  tolerance,  and  improves  EKG 
findings.  Peritrate  20  mg.  is  the  basic  dosage  strength  for  coronary  dilatation. 

Peritrate  20  mg.  for  routine  prophylaxis  to  prevent  attacks  of  angina  pectoris; 
in  the  management  of  coronary  insufficiency,  and  the  postcoronary  patient. 


Nitroglycerin 
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SCIENTIFIC  ARTICLES 


Pulmonary  Thromboembolism:  An  Analysis  of 
169  Aulopsied  Cases 

JAMES  W.  HAN  WAY,  M.D.,  BRONX,  NEW  YORK* 

( From  the  Department  of  Medicine , St.  Luke's  Hospital , New  York  City) 


A review  of  the  literature  reveals  a great  deal 
-l\-  of  disagreement  with  respect  to  nearly 
every  phase  of  the  problem  of  pulmonary  throm- 
boembolism, but  there  is  almost  universal 
agreement  that  the  diagnosis  is  very  frequently 
missed  and  that  the  process  is  a frequent  cause  of 
death.  An  appreciation  of  the  magnitude  of 
the  problem  led  to  the  present  study. 

The  term  “thromboembolism”  is  used  because 
of  the  difficulty  in  distinguishing  between  embo- 
lism and  autochthonous  pulmonary  thrombosis. 
According  to  Belt,1  pulmonary  artery  thrombosis 
is  a “little  less  frequently  met  with  than  embo- 
lism,” while  Brenner2  feels  that  most  pulmonary 
thrombi  are  embolic.  The  latter  view  appears 
to  be  more  widely  accepted.  Hereafter,  for  the 
sake  of  simplicity,  the  term  “embolus”  rather 
than  “thromboembolus,”  will  be  used. 

Material 

The  present  series  consists  of  a review  of  the 
pulmonary  emboli  observed  in  1,507  consecutive 
postmortem  examinations  performed  between 
January  1,  1950,  and  December  31,  1956,  in 
the  Department  of  Pathology  of  St.  Luke’s 
Hospital  in  New  York  City.  The  hospital  is  a 
520-bed,  general  voluntary  hospital  with  a 
separate  obstetric  unit.  The  autopsies  of  the 
latter  are  not  included  in  this  study. 

Size  of  Embolism  in  Relation  to  the 
Fatal  Outcome 

Emboli  are  grouped  according  to  their  signifi- 
cance in  the  patient’s  death  as  in  the  study  of 

* Now  on  active  duty  with  the  United  States  Navy  in 
Philadelphia,  Pennsylvania.  Requests  for  reprints  should  be 
addressed  to:  Department  of  Medicine,  St  Luke’s  Hospital. 

New  York  25,  New  York. 


TABLE  I. — Pulmonary  Emboli  and/or  Infarctions  in 
Relation  to  Significance  in  the  Patient’s  Death 


Significance 

Number 
of  Cases 

Autopsy 
Incidence 
(Per  Cent) 

Group  I (fatal) 

47 

3.12 

Group  II  (contributory) 

20 

1.72 

Group  III  (incidental) 

90 

6.37 

Total 

169 

11.2 

Zimmerman  et  alA  that  is,  fatal  emboli,  incidental 
emboli,  and  those  which  apparently  contributed 
to  but  probably  were  not  the  sole  cause  of  the 
death  of  the  patient: 

Group  I : fatal  emboli — complete  occlusion 

of  the  main  pulmonary  artery  or  either  of  its 
mam  branches,  complete  occlusion  of  three  or 
more  of  the  main  lobar  arteries,  or  multiple  small 
pulmonary  emboli  which  obviously  caused  the 
patient’s  death. 

Group  II : contributor}'  emboli — complete 
occlusion  of  one  or  two  lobar  arteries  or 
multiple  small  emboli  which  obviously  contrib- 
uted to  the  patient’s  death. 

Group  III:  incidental  emboli — small  pul- 

monary emboli  which  apparently  played  no  part 
in  the  patient’s  demise. 

Incidence 

There  is  quite  a wide  variability  in  the  re- 
ported figures  as  to  the  autopsy  incidence  of  pul- 
monary embolism  and,  understandably,  even  a 
wider  variation  in  the  estimates  of  the  incidence 
of  the  disease  as  the  primary  cause  of  death. 
Various  authors  have  found  the  autopsy  inci- 
dence of  the  disease  process  to  range  from  6 to 
23  per  cent3-6  and  have  noted  pulmonary  embo- 
lism to  be  the  cause  of  death  in  1 to  14  per  cent  of 
the  cases,3,7  most  authors  reporting  the  latter 
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TABLE  II. — Age  Distribution  in  Terms  of  Mean  and 
Median  Ages 


Distribution 

Mean 

Age 

(Years) 

Median 

Age 

(Years) 

All  autopsies 

60.7 

65 

Present  series 

64.5 

66 

Group  I 

66.6 

70 

Group  II 

66.8 

68 . 5 

Group  III 

62.5 

64.5 

TABLE 

III. — Sex  Distribution 

Males 

Females 

Distribution 

(Per  Cent) 

(Per  Cent) 

All  autopsies 

51.4 

48.6 

Present  series 

43.2 

56.6 

Group  I 

40.4 

59.6 

Group  II 

38.5 

61.5 

Group  III 

45.8 

54.2 

incidence  to  be  2 to  5 per  cent.5-6-8-12 

In  the  present  series  pulmonary  embolism 
and/or  infarction  was  found  in  169  cases,  an 
incidence  of  11.2  per  cent.  In  Table  I these 
cases  are  broken  down  in  terms  of  presumed 
significance  in  the  patient’s  death.  The  total 
incidence  and  the  incidence  of  fatal  emboli  here 
compare  favorably  with  the  average  of  the 
various  series  referred  to  above. 

Age 

Although  all  agree  that  pulmonary  embolism 
is  primarily  a disease  of  the  aged,  there  is  some 
question  as  to  the  proportion  of  cases  occurring 
in  the  younger  age  groups.  In  this  series,  of 
169  cases  of  pulmonary  emboli  only  two  occurred 
in  individuals  below  age  twenty,  and  in  both  cases 
the  emboli  were  insignificant.  Six  per  cent  of 
the  1,507  autopsies  were  done  on  patients  in  the 
zero  to  twenty-four  age  group,  yet  there  was  not 
one  instance  of  “significant”  (groups  I and  II) 
pulmonary  embolism  in  this  age  group.  The 
age  distribution  of  the  present  series  in  terms  of 
mean  and  median  ages  is  tabulated  in  Table  II. 


The  differences  between  the  mean  and  median 
ages  of  all  the  autopsied  cases  and  those  of 
groups  I and  II  are  especially  noteworthy. 

In  this  series  13.1  per  cent  of  all  autopsied  pa- 
tients age  seventy  and  older  had  pulmonary  em- 
boli, and  49.3  per  cent  of  all  the  “significant” 
emboli  occurred  in  this  age  group.  The  group 
age  seventy  and  older  included  37.1  per  cent  of 
the  1,507  autopsied  patients. 

The  sex  distribution  of  the  present  series  is 
tabulated  in  Table  III.  Although  slightly  more 
than  half  of  the  1,507  autopsied  patients  were 
males,  about  three  fifths  of  the  “significant” 
pulmonary  emboli  occurred  in  females. 

Hospital  Service 

In  the  earlier  literature  pulmonary  embolism 
was  considered  chiefly  a problem  of  the  surgical 
services.  In  later  years,  however,  various 
authors  have  noted  the  disease  to  be  as  promi- 
nent on  the  medical  service,  if  not  more  so.5’7- 12-14 

In  Table  IV  the  present  series  is  broken  down 
into  the  various  hospital  services  from  which  the 
patients  came  to  autopsy.  Of  the  1,507  patients 

67.5  per  cent  came  from  the  medical  service  and 

22.6  per  cent  from  the  general  surgical  service. 
Of  the  169  cases  with  pulmonary  embolism  and/or 
infarction,  65.1  per  cent  came  from  the  medical 
service  and  26.0  per  cent  from  general  surgery. 
However,  when  viewed  from  the  point  of  sig- 
nificance of  the  embolic  disease  in  the  patient’s 
death,  the  group  I and  group  II  cases  were  almost 
twicp  as  common  in  the  autopsied  surgical 
patients.  “Significant”  pulmonary  emboli  were 
found  in  7 per  cent  of  the  autopsied  patients 
from  the  surgical  service  and  in  4 per  cent  of 
those  from  medicine. 

Barker  et  a/.15  reviewed  the  cases  of  pulmonary 
embolism  occurring  in  postoperative  patients  at 
the  Mayo  Clinic  and  found  that,  although 
laparotomies  comprised  only  32  per  cent  of  the 


TABLE  IV. — Distribution  as  to  Hospital  Services 


Service 

All 

Autopsies 

(Percentage) 

Present 

Series 

(Number  of 
Cases) 

Group  I 
(Number  of 
Cases) 

Group  II 
(Number  of 
Cases) 

Group  III 
(Number  of 
Cases) 

Medicine 

67.5 

110 

22 

19 

69 

Surgery- 

22.6 

44 

18 

6 

20 

Pediatrics 

4.3 

1 

0 

0 

1 

Urology 

3.2 

6 

4 

0 

2- 

Orthopedic  Surgery 

1.4 

6 

2 

1 

3 

Emergency  Room 

0.6 

2 

1 

0 

1 

Ear,  Nose,  & Throat 

0.2 

0 

0 

0 

0 

Psychiatry 

0.2 

0 

0 

0 

0 

Total 

100.0 

169 

47 

26 

96 
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PULMONARY  THROMBOEMBOLISM:  ANALYSIS  OF  169  AUTOPSIED  CASES 


TABLE  V. — Distribution  as  to  Location  of  Thrombi 


t ^ 

Site  of  Thrombus 

Present 

Series 

Group 

I 

Group 

II 

Group 

III 

Right  Auricle 

19 

5 

2 

12 

Ext.  Iliac  Veins 

13 

6 

3 

4 

Right  Ventricle 

8 

3 

4 

1 

Femoral  Veins 

6 

1 

4 

1 

Pelvic  Veins 

5 

2 

0 

3 

Prostatic  Veins 

2 

1 

0 

1 

Popliteal  Veins 

1 

1 

0 

0 

Inferior  Vena  Cava 

1 

0 

1 

0 

Total 

55 

19 

14 

22 

operations,  68  per  cent  of  the  emboli  occurred  in 
postlaparotomy  patients  (that  is,  except  her- 
nias). Cosgriff16  has  noted  that  amputations 
of  lower  extremities  “are  followed  by  a remark- 
ably high  incidence  of  thromboembolism  (as 
high  as  10  per  cent  of  fatal  embolism  in  older 
patients).”  In  the  present  series,  of  44  patients 
from  the  surgical  service  30  were  postoperative 
for  a period  of  from  zero  to  thirty  days,  and  of 
these  19  had  undergone  laparotomy  and  six 
mid  thigh  amputation. 

In  the  present  study  49.7  per  cent  of  the  169 
patients  had  infarctions,  34  per  cent  of  the  group 

I patients,  53.8  per  cent  of  group  II,  and  56.2 
per  cent  of  group  III.  Of  the  30  group  I and 

II  cases  with  infarction  there  were  multiple 
infarcts  in  27,  whereas  in  the  majority  of  the 
infarcted  group  III  cases  the  infarct  was  single. 
The  right  lower  lobe  was  infarcted  most  com- 
monly, the  left  lower  lobe  next  most  often,  and 
the  left  upper  lobe  least  commonly.  The  latter 
was  infarcted  less  than  one  quarter  as  often  as  the 
right  lower  lobe.  Approximately  two  thirds  of 
the  infarcts  were  present  in  the  lower  lobes. 

Source  of  Emboli 

The  difficulty  in  distinguishing  between  au- 
tochthonous pulmonary  thrombosis  and  pulmo- 
nary embolism  has  been  mentioned  above,  but,  as 
was  also  noted,  the  latter  is  generally  felt  to  occur 
much  more  frequently  than  the  former.  There 
is  also  fairly  general  agreement  that  leg  vein 
thrombosis  constitutes  the  source  of  the  thrombi 
in  the  majority  of  cases  of  pulmonary  embo- 
lism.12'13-17 

In  the  present  series  the  leg  veins  were  not 
examined  in  the  great  majority  of  cases  because  of 
autopsy  restrictions,  although  it  has  been  the 
practice  here  to  “milk”  the  veins  of  the  thigh  for 
antemortem  thrombi.  In  only  52  cases,  30.8  per 
cent  of  the  series  of  169,  were  thrombi  found  at 
autopsy  which  might  have  explained  the  pulmo- 


TABLE  VI.  -Heart  Disease  as  Diagnosed  Pathologi- 
cally 


Type  of  Disease 

Present 

Series 

-Number 

Group 

I 

of  Cases 
Group 
11 

Group 

III 

Arteriosclerotic 

73 

24 

13 

30 

Hypertensive 

30 

7 

fj 

17 

Rheumatic 

15 

3 

1 

11 

Other 

21 

6 

2 

13 

Total 

139 

40 

22 

77 

nary  emboli.  In  Table  V the  location  of  the  55 
thrombi  which  were  found  is  noted.  In  cases 
wherein  a thrombus  was  continuous  from  one 
vein  to  another,  only  the  more  proximal  location 
is  noted. 

About  half  of  the  thrombi  found  were  present 
in  the  right  heart,  right  heart  thrombi  having 
been  noted  in  16  per  cent  of  the  series  of  169 
cases.  Of  the  eight  patients  with  right  ventric- 
ular thrombi,  four  had  old  or  recent  myocardial 
infarctions  involving  the  interventricular  septum. 

Associated  Pathologic  States 

Thrombophlebitis — As  noted  above,  pul- 
monary emboli  are  thought  by  most  authors  to 
arise  in  the  majority  of  cases  from  asymptomatic 
leg  vein  thrombi,  the  so-called  phlebothrombi. 
Because  of  autopsy  restrictions  the  primary 
disease  is  usually  not  found.  The  question  thus 
arises  as  to  the  percentage  of  cases  of  pulmonary 
embolism  wherein  an  antemortem  diagnosis  of 
symptomatic  thrombotic  venous  disease  has 
been  made.  In  the  present  study  six  of  the  47 
group  I patients  had  antemortem  evidence  of 
thrombophlebitis  and  two  other  patients  com- 
plained of  calf  pain  during  their  hospital  course 
but  had  no  other  signs  of  the  disease.  Of  the 
eight  patients,  however,  thrombi  above  the  leg 
veins  of  sufficient  size  to  have  caused  embolism 
and  death  were  found  in  three.  It  is  quite 
possible  that  in  many  (if  not  most)  patients 
with  pulmonary  embolism  and  clinically  diag- 
nosed thrombophlebitis,  the  thrombophlebitis 
is  but  one  manifestation  of  more  widespread 
venous  thrombosis  and  not  the  actual  source  of 
the  embolus. 

Heart  Disease. — There  is  general  agreement 
that  heart  disease  and  pulmonary  embolism  are 
frequently  associated  and  that  the  former  with  its 
attendant  venous  stasis  predisposes  to  the 
latter.  In  various  series  of  fatal  cases  of  pul- 
monary embolism  heart  disease  has  been  found 
in  from  36.9  to  64.9  per  cent  of  the  cases.12-1418 

In  Table  VI  the  present  series  is  broken  down 


Part  I — September  1,  1958 


2785 


JAMES  W.  HAN  WAY 


TABLE  VII. — Distribution  as  to  Malignant  Tumors 


Distribution 

Number 

of 

Cases 

Per  Cent 

All  autopsies 

577 

38.3 

Present  series 

62 

36.7 

Group  I 

18 

38.3 

Group  II 

9 

34.6 

Group  III 

35 

36.1 

in  terms  of  varieties  of  heart  disease  as  diagnosed 
pathologically.  The  pathologic  diagnosis  of  ar- 
teriosclerotic heart  disease  used  herein  consists 
of  coronary  artery  atherosclerosis  without  a 
history  of  diastolic  hypertension  and  with  the 
presence  of  coronary  occlusion,  myocardial 
infarction,  significant  myocardial  fibrosis,  definite 
cardiac  hypertrophy,  or  congestive  heart  failure. 
Not  included  are  cases  with  coronary  arter}^ 
atherosclerosis  but  without  other  evidence  of 
heart  disease. 

Over  80  per  cent  of  the  patients  in  each  group 
had  pathologic  evidence  of  significant  cardiac 
disease,  and  a review  of  the  charts  of  these 
patients  reveals  that  in  over  60  per  cent  of  the 
cases  in  each  group  there  was  definite  antemor- 
tem evidence  of  heart  disease.  There  was  little 
difference  in  incidence  of  cardiac  involvement 
among  the  three  groups. 

Malignant  Tumors. — According  to  several 
recent  articles,  numerous  papers  appeared  dur- 
ing the  latter  half  of  the  nineteenth  century 
and  during  the  early  part  of  the  twentieth  century 
concerning  the  rather  frequent  association  of 
malignant  disease  and  venous  thrombosis.19-21 
In  Table  VII  the  distribution  of  patients  with 
malignant  tumors  in  the  present  series  is  noted. 
There  is  no  significant  difference  in  the  incidence 
of  malignant  disease  between  the  patients  with 
pulmonar}'  embolism  and/or  infarction  and  the 
entire  autopsied  group,  nor  is  there  any  signifi- 
cant difference  among  the  three  subgroups. 
Of  the  1,507  autopsied  patients  577  had  malig- 
nant lesions,  and  of  these  10.7  per  cent  had 
pulmonary  embolic  disease.  Of  the  patients 
without  malignancies  11.5  per  cent  had  pulmo- 
nary embolism  and/or  infarction. 

Sixty-two  of  the  169  patients  in  this  series 
had  malignant  disease  and  the  incidence  of 
clinically  diagnosed  heart  disease  in  these  was 
only  38.3  per  cent.  Of  the  107  patients  without 
malignancies  88,  or  82.2  per  cent,  had  heart 
disease  diagnosed  clinically.  Thus,  it  seems 
likely  that  heart  and  malignant  disease  are  both 
important  predisposing  factors  to  pulmonan^ 


embolism,  and  the  patient  with  an  embolus  who 
does  not  have  one  of  the  two  diseases  is  statis- 
tically very  likely  to  have  the  other. 

In  this  series  there  was  no  significant  difference 
in  age  between  those  patients  with  and  those 
without  malignant  disease. 

Diagnosis 

It  has  been  said  that  the  diagnosis  of  pul- 
monary embolism  and  infarction  will  be  made  in 
direct  proportion  to  the  index  of  suspicion  of 
the  physician.22  Roth23  has  noted  that  “pul- 
monary embolization  confounds  diagnosis  most 
commonly  at  the  hands  of  those  who  are  not 
fully  aware  of  circumstances  predisposing  to  it 
or  at  the  hands  of  those  who  are  not  familiar 
with  the  diverse  clinical  syndromes  in  the  guise 
of  which  the  disease  may  masquerade.”  In 
the  present  series  of  47  fatal  cases  the  diagnosis 
of  embolism  and/or  infarction  was  made  clin- 
ically in  only  eight  cases,  although  in  several 
cases  in  which  the  patient  died  suddenly  the 
physician  neglected  to  note  his  final  clinical 
impression,  and  the  correct  diagnosis  may  have 
been  entertained  in  some  of  these.  The  most 
common  incorrect  clinical  diagnoses  were  cor- 
onary thrombosis,  bronchopneumonia,  and  cere- 
bral vascular  accident. 

The  laboratory  provided  little  aid  in  diagnosis 
in  this  series,  although  in  a majority  of  the  73 
group  I and  II  cases  laboratory  studies  were  not 
performed  after  the  probable  time  of  occurrence 
of  the  embolism.  A leukocyte  count  taken 
after  the  embolic  event  in  37  cases  was  abnormal 
(<  10,000)  in  34,  but  in  man}-  of  these  cases 
there  was  associated  inflammatory  disease. 
In  no  case  was  the  electrocardiographic  pattern 
specific  enough  to  make  the  cardiologist  suggest 
the  possibility  of  embolism,  and  in'  only  one  in- 
stance did  the  roentgenologist  suggest  pulmonary 
infarction,  even  though  a chest  x-ray  was  ob- 
tained in  29  of  the  * ‘significant”  cases  after  the 
embolic  event.  Serum  bilirubin  levels  were 
obtained  in  but  four  of  the  73  cases,  and  the 
levels  were  abnormal  in  three.  No  serum  trans- 
aminase levels  were  obtained. 

The  lack  of  laboratory  support  in  this  series 
is  explained  in  part  by  the  fact  that  in  20  of  the 
47  group  I cases  death  occurred  within  twenty- 
four  hours  of  the  onset  of  symptoms  due  to  the 
embolic  event,  and  in  12  of  the  20,  within  one 
hour. 
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PULMONARY  THROMBOEMBOLISM : ANALYSIS  OF  169  AUTOPSIED  CASES 


Prophylaxis  and  Treatment 

The  majority  of  controversy  in  the  field  of 
prophylaxis  and  treatment  of  thromboembolic 
disease  centers  around  the  use  of  leg  vein  ligation 
versus  anticoagulant  therapy.  Recent  work 
has  cast  much  doubt  as  to  the  value  of  ligation  of 
the  superficial  femoral  or  common  femoral  veins 
in  the  prevention  and/or  treatment  of  pulmonary 
embolism.10-17’ 24-26  On  the  other  hand,  there 
is  a great  deal  of  evidence  to  support  the  con- 
tention that  anticoagulant  therapy  is  of  value 
in  both  the  prevention  and  treatment  of  the  * 
disease.27-37 

Not  one  patient  in  the  present  series  had 
major  vein  ligation  as  a therapeutic  or  pro- 
phylactic measure.  Of  the  47  group  I patients 
only  six  received  anticoagulant  therapy.  In 
three,  most  or  all  of  the  emboli  occurred  before 
the  therapy  was  started,  and  in  two  others  the 
anticoagulants  were  stopped  before  the  prob- 
able date  or  dates  of  occurrence  of  the  emboli. 
One  patient  had  two  major  embolic  episodes, 
and  the  second  apparently  occurred  in  the  face 
of  adequate  anticoagulation.  Four  group  II 
patients  received  anticoagulants.  In  two  the 
emboli  occurred  prior  to  the  therapy,  in  one  the 
therapy  was  inadequate,  and  the  fourth  patient 
died  because  of  massive  infarction  (which  oc- 
curred prior  to  the  therapy)  and  massive  hemor- 
rhage from  a peptic  ulcer  which  was  clinically 
unsuspected. 

Comment 

As  noted  above,  the  lack  of  awareness  of  the 
problem  of  pulmonary  embolism  appears  to  be 
a major  factor  in  its  continued  high  autopsy 
incidence.  Evidence  has  been  presented  to 
support  the  contention  that  it  is  a disease  of  the 
aged,  especially  the  cardiac  patient  or  those 
with  metastatic  malignant  disease.  In  the 
surgical  patient  it  is  a particularly  prominent 
problem  in  those  who  have  undergone  lapa- 
rotomy or  lower  extremity  amputation.  The 
elderly  patient  with  hip  fracture  is  said  also  to 
be  particularly  prone  to  this  complication.  In 
this  series  the  incidence  of  embolic  pulmonary 
disease  was  found  to  be  higher  in  females  than 
in  males  and  higher  on  the  surgical  than  the 
medical  service.  Pulmonary  infarction  was 
found  to  complicate  embolism  in  about  one 
half  of  the  cases,  and  about  two  thirds  of  the 
infarcts  were  found  to  occur  in  the  lower  lobes. 
There  is  fairly  general  agreement  that  the 


source  of  the  majority  of  pulmonary  emboli  is 
asymptomatic  leg  vein  thrombosis. 

Once  the  diagnosis  of  pulmonary  embolism  is 
considered,  a leukocyte  count,  multiple  lead 
electrocardiogram,  and  possibly  a serum  bili- 
rubin should  be  obtained  immediately,  and 
within  forty-eight  hours  a chest  x-ray  should 
be  taken.  If  a differential  diagnosis  exists 
between  pulmonary  embolism  and  myocardial 
infarction,  a serum  transaminase  determination 
may  be  of  value.  Serial  electrocardiograms  and 
chest  x-rajr  may  be  necessary,  and  the  cardiol- 
ogist and  roentgenologist  should  be  aware  of 
the  clinical  picture  and  diagnostic  possibilities. 
Multiple  x-ray  views  may  aid  in  delineating 
pulmonary  infarctions.  Last,  if  the  diagnosis 
is  in  doubt  and  if  no  contraindications  to  the 
use  of  anticoagulants  exist,  the  author  believes 
that  the  patient  should  be  anticoagulated.  In 
trained  hands  and  with  proper  laboratory  facil- 
ities anticoagulation  has  become  a relatively 
safe  procedure.  Until  more  accurate  diagnosis 
is  possible  the  majority  of  patients  with  pul- 
monary embolism  will  continue  to  remain  un- 
treated, unless  the  physician,  having  considered 
the  diagnosis,  is  willing  to  anticoagulate  an 
occasional  patient  without  the  disease  so  as  to  be 
sure  not  to  mistreat  the  patient  with  the  disease. 
Prophylactic  anticoagulation  also  appears  to 
have  great  promise  in  lowering  the  incidence  and 
fatality. 

Summary 

One  hundred  sixty-nine  cases  of  pulmonary 
embolism  and/or  infarction  have  been  analyzed 
with  respect  to  age  and  sex  incidence,  hospital 
service,  incidence  of  pulmonary  infarction,  source 
of  thrombi,  and  associated  pathologic  states. 
The  means  of  diagnosis  and  treatment  of  the 
disease  has  been  discussed. 
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Postoperative  Parotitis 


During  the  year  ending  July  1,  1957  the  incidence 
of  postoperative  parotitis  at  the  U.  S.  Naval  Hos- 
pital, San  Diego,  California,  was  one  for  every 
6,950  procedures.  During  the  seven  preceding 
years,  the  incidence  was  one  for  every  85,913 
operations.  This  represents  a twelve-fold  increase 
in  incidence  of  a serious  complication.  The  re- 
appearance of  what  in  1955  was  referred  to  as  a 
vanishing  disease  is  viewed  with  concern  by  the 
authors,  who  speculate  that  it  may  be  related  to 
increasing  number  of  carriers,  among  hospital 
personnel  and  others,  of  antibiotic-resistant  micro- 
cocci, predominantly  M.  pyogenes  var.  aureus. 
This  organism  was  identified  in  five  of  the  seven 
cases  which  occurred  during  the  year  ending  July 
1,  1957.  Cultures  of  nasopharyngeal  secretions 
were  made  on  136  personnel,  and  seven  were  posi- 


tive for  this  strain  of  staphylococci.  Successful 
therapy  depends  heavily  on  early  discovery. 

The  authors  believe  that  the  rigorous  aseptic 
precautions  that  have  brought  a decrease  in  post- 
operative wound  infections  will  be  effective  here: 
exclusion  of  carriers  from  active  ward  duty  and 
from  operating  or  dressing  rooms;  use  of  double 
masks  during  surgery,  changing  masks  between 
cases;  wearing  mask  and  gloves  while  changing 
a surgical  dressing.  Now  as  always  principles  of 
oral  hygiene  and  stimulation  of  salivary  flow  are 
applicable.  Daily  postoperative  parotid  examina- 
tion will  contribute  to  early  discovery. — J.  Vickers 
Brown , Lieutenant,  MC,  USN,  Joseph  L.  Sedwitz, 
Lieutenant,  MC,  USN,  and  Joseph  M.  Manner, 
Captain,  MC,  USN,  U.S.  Armed  Forces  Medical 
Journal,  February,  1958 
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The  Significance  of  the  Diagnosis  of  Biologic 
False  Positive  Reaction* * 

J.  LOWRY  MILLER,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University . the 
Presbyterian  Hospital,  and  the  Vanderbilt  Clinic ) 


The  complete  significance  of  the  biologic 
false  positive  reaction  is  unknown  as  yet.  It 
has  been  known  for  many  years  that  temporary 
biologic  false  positivity  could  result  from  a 
variety  of  causes,  such  as  leprosy,  malaria,  and 
smallpox  vaccinations.  By  repeating  the  sero- 
logic tests  for  syphilis,  return  to  negativity 
could  be  demonstrated  and  the  diagnosis  of 
temporary  biologic  false  positivity  established. 
It  had  also  been  suspected  that  many  of  those 
persistently  positive  to  the  serologic  test  for 
syphilis  (STS)  in  the  absence  of  any  evidence  of 
syphilis  were  biologic  false  positive  reactors, 
but  no  means  of  establishing  this  diagnosis  was 
available.  The  introduction  in  1949  of  the 
Treponemal  Immobilizing  Test  (TPI)  by  Nelson 
and  Mayer1  promised  the  first  specific  test  for 
syphilis  and  thus  the  first  means  for  establishing 
the  diagnosis  of  biologic  false  positivity.  This 
test  differed  from  all  of  the  many  serologic  tests 
in  that  it  used  the  specific  antigen,  Treponema 
pallidum,  and  an  antibody  distinct  from  reagin 
Unlike  reagin,  which  may  appear  in  response  to  a 
variety  of  conditions,  the  immobilizing  anti- 
body develops  only  in  response  to  the  trepone- 
matoses:  syphilis,  yaws,  pinta,  and  bejel. 

TPI  Studies 

In  1949  we  established  a TPI  laboratory  in 
conjunction  with  our  STS  laboratory  in  the 
Department  of  Dermatology  at  the  College  of 
Physicians  and  Surgeons  of  Columbia  University. 
Our  clinical  material  has  largely  come  from  the 
Columbia-Presbyterian  Medical  Center,  includ- 
ing the  Vanderbilt  Clinic.  The  study  of  the  bio- 
logic false  positive  reaction  is  of  necessity  only 
nine  years  old,  and  most  of  the  early  years  were 

Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  New  York  City,  Section 
on  Dermatology  and  Syphilology,  May  14,  1958. 

* These  studies  were  supported  in  part  by  the  Alfred  P. 
Sloan  Foundation,  the  Robert  Sterling  Clark  Foundation,  the 
United  States  Public  Health  Service,  and  the  National  Insti- 
tutes of  Health  Grant  Number  E-769  (R). 


devoted  to  establishing  the  reliability  of  the 
TPI.2  Today  this  test  is  accepted  as  reliable  with 
a possible  error  of  approximately  1.5  per  cent. 
Newer  and  simpler  tests,  such  as  the  Treponema 
Pallidum  Immune  Adherence  (TPIA),  the  Trepo- 
nema Pallidum  Complement  Fixation  (TPCF), 
and  the  Reiter  Protein  Complement  Fixation 
(RPCF),  which  promise  to  be  specific  have  been 
introduced,  but  their  reliability  has  not  been 
completely  established. 

It  has  been  amply  proved  that  the  diagnosis 
of  biologic  false  positivity  cannot  be  made 
without  the  use  of  a specific  test,  the  best  es- 
tablished of  which  is  the  TPI.  In  accurately 
interpreting  the  results  of  the  test,  one  must 
always  remember  the  opinions  originally  stated 
by  Nelson  and  with  which  our  experience  is  in 
agreement.  These  opinions  are  as  follows : 

1.  If  treatment  for  syphilis  is  given  in  the 
primary  or  very  early  in  the  secondary  phase  of 
syphilis,  the  antibody  may  never  develop. 

2.  If  treatment  is  given  early  in  the  course  of 
syphilis,  the  test  may  become  negative  with 
the  passage  of  time. 

3.  If  no  treatment  is  given  or  if  given  late 
in  the  course  of  the  disease,  the  test  probably 
remains  positive  for  the  life  of  the  patient. 

From  our  experience  certain  additional  opin- 
ions have  been  developed  concerning  the  inter- 
pretation of  the  results  of  the  TPI.3-4  These 
are  as  follow’s: 

1.  In  spinal  fluid  a positive  TPI  is  diagnostic 
of  neurosyphilis,  but  a negative  TPI  does  not 
rule  out  neurosyphilis. 

2.  In  congenital  syphilis  a negative  TPI 
can  be  found  in  the  presence  of  unquestionable 
signs  of  this  disease. 

3.  Passive  transfer  of  an  antibody  from  a 
treated  syphilitic  mother  to  her  baby  maj-  give 
a positive  TPI  even  until  the  child  is  six  months 
old. 

During  the  course  of  our  studies  on  the  relia- 
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bility  of  the  TPI,  one  of  our  group,  Dr.  Marvin 
Brodey,  became  impressed  with  the  number  of 
biologic  false  positive  reactions  which  were  en- 
countered in  disseminated  lupus  erythematosus. 
In  1954  we  reported  the  findings  pertaining  to  111 
patients  who  had  been  admitted  to  Presbyterian 
Hospital  for  diseases  other  than  syphilis  and 
whose  STS’s  were  positive.4  Seventy-three  pa- 
tients proved  to  have  biologic  false  positive  reac- 
tions as  evidenced  by  a negative  TPI.  Eleven 
patients  or  15  per  cent  of  these  biologic  false  posi- 
tive reactors  had  disseminated  lupus  erthyema- 
tosus.  The  remainder  had  a variety  of  other 
diseases.  Coburn  and  Moore,5  Rein  and  Kon- 
stant,6  Haserick  and  Long,7  and  others  hypoth- 
esized that  disseminated  lupus  erythematosus 
was  responsible  for  a biologic  false  positive 
reaction  when  no  means  were  available  for  estab- 
lishing the  diagnosis.  Moore  and  Mohr,8  writing 
in  1952  on  the  TPI,  commented  that  the  collagen 
diseases,  such  as  disseminated  lupus  erythemato- 
sus, periarteritis  nodosa,  rheumatoid  arthritis 
and  rheumatic  fever,  and  sarcoidosis,  were  out- 
standing in  their  preliminary  studies  of  biologic 
false  positivity.  Our  findings  agreed  with  theirs 
with  the  exception  of  sarcoidosis.  We  found  that 
of  102  patients  with  proved  sarcoidosis  11  had 
positive  STS’s.  Ten  of  these  11  also  had  posi- 
tive TPPs.  With  this  evidence  we  stated  that 
we  were  very  hesitant  to  make  the  diagnosis  of 
biologic  false  positive  reaction  in  sarcoidosis. 

Two  of  the  11  patients  with  disseminated 
lupus  erythematosus  and  biologic  false  positive 
reactions  had  anticomplementary  TPPs.  Co- 
burn and  Moore5  reported  that  in  the  cases  with 
systemic  lupus  erythematosus  high  levels  of 
gamma  globulins  were  a constant  characteristic. 
Davis  and  coworkers9  have  shown  that  gamma 
globulin  is  anticomplementary.  It  has  been 
noted  in  our  laboratory  that  an  unknown  factor  or 
factors  in  the  patients  with  acute  lupus  erythema- 
tosus uses  more  of  the  added  complement  in  the 
TPI  than  in  specimens  from  other  diseases. 

One  of  the  patients  with  disseminated  lupus 
erythematosus  had  been  known  to  have  a posi- 
tive STS  for  twenty-four  years.  It  was  dis- 
covered when  she  was  three  years  old,  at  which 
time  she  was  treated  with  arsenic  and  bismuth. 
Her  mother  was  treated  before  the  patient  was 
born  because  of  a positive  serologic  test.  The 
mother’s  serologic  test  is  now  negative,  but  the 
TPI  is  positive. 

Moore  and  Lutz10  in  1955  reported  that  of 
148  patients  with  persistent  biologic  false  posi- 


tive reactions  ten  or  approximately  7 per  cent 
had  developed  proved  systemic  lupus  erythema- 
tosus. Nine  were  females  and  one  was  male. 
From  careful  study  these  authors  estimated  ! 
that  25  per  cent  of  the  males  and  49  per  cent  of 
the  females  of  this  group  would  probably  develop 
a collagen  disease,  usually  systemic  lupus  erythe- 
matosus. 

In  1957  we  reported  on  555  patients  with 
biologic  false  positive  reactions.11  Approximately  f 
21  per  cent  of  these  patients  had  some  systemic 
disease.  Twelve  or  approximately  2 per  cent 
had  proved  systemic  lupus  erythematosus.  All 
were  females.  Eleven  had  diseases  of  the  liver, 
and  nine  had  rheumatoid  arthritis. 

The  remainder  had  a variety  of  diseases. 
Many,  even  after  careful  study,  were  discharged  I 
with  vague  diagnoses.  It  was  obvious  that 
these  patients  were  not  well,  yet  it  was  not  pos- 
sible to  identify  their  illnesses. 

As  a group  they  resemble  those  reported  by 
Haserick12  under  the  classification  of  the  lupus 
diathesis,  that  is,  a tendency  to  develop  the  I 
disease.  His  patients  had  ultimately  developed 
disseminated  lupus  erythematosus  but  for  a 
number  of  years  had  evidenced  chronic  ill  health 
and  received  a variety  of  diagnoses.  In  his 
experience  the  most  common  component  of  the  r 
lupus  diathesis  was  the  past  history  suggestive  | 
of  rheumatic  fever,  rheumatoid  arthritis,  glomer- 
ulonephritis, or  Raynaud’s  phenomenon. 

i 

Comment 

Biologic  false  positivity  appears  to  occur  most 
commonly  in  the  young,  particularly  females. 

In  the  group  reported  in  1957  we  found  that  the 
first  positive  STS  had  been  discovered  before 
age  fifty  in  the  vast  majority.1  The  decade  I 
between  twenty-one  and  thirty  accounted  for 
the  largest  number,  especially  in  the  females. 

The  female  is  more  prone  to  develop  biologic 
false  positivity  than  the  male,  the  proportion 
being  71:29  per  cent  in  our  series. 

It  could  be  that  the  widespread  use  of  routine 
testing  in  the  Armed  Forces,  an  industry,  and  be-  1 
fore  marriage  may  be  responsible  for  bringing  this 
phenomena  in  the  young  to  light.  However,  we 
have  the  impression  that  this  reaction,  if  present, 
begins  in  early  life.  We  are  now  studying  the  bio- 
logic false  positive  reaction  in  children. 

Soon  we  will  report  on  a group  of  patients  who  | 
in  the  main  appeared  well  except  for  a biologic 
false  positive  reaction.  We  did  a variety  of 
laboratory  tests  on  them  including  electro- 
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TABLE  I. — Incidence  of  Syphilis  and  Biologic  False 
Positivity  Over  an  Eight- Year  Period  of  Observation 


Biologic  False 

- Syphilis » -■ Positivity ' 

Number  Per  Cent  Number  Per  Cent 
of  of  of  of 

Years  Total  Patients  Patients  Patients  Patients 


1950-1951 

287 

217 

75.6 

70 

24.4 

1952-1953 

938 

720 

76.8 

218 

23.2 

1954-1955 

793 

530 

66.8 

263 

33.2 

1956-1957 

642 

366 

57.0 

276 

43.0 

Total 

2,660 

1,833 

68.9 

827 

31.1 

phoretic  patterns  or  protein  partitions,  cephalin 
flocculations,  thymol  turbidity  determinations, 
sedimentation  rates,  heterophil,  brucella,  cold 
agglutinin,  and  cryoglobulin  determinations,  lu- 
pus erythematosus  preparations,  Coombs’  tests, 
complete  blood  counts,  and  urinalyses.  The  bi- 
ologic false  positive  reaction  is  an  evidence  of 
an  abnormal  factor  or  factors  associated  with 
gamma  globulin.  In  the  tests  not  concerned 
with  gamma  globulins  the  results  were  con- 
sistently negative.  The  test  yielding  the  highest 
percentage  of  abnormal  findings  was  the  elec- 
trophoretic pattern  determination  which  was 
abnormal  in  50  per  cent  of  the  patients.  The 
cephalin  flocculation,  the  thymol  turbidity 
determination,  and  the  sedimentation  rate  were 
the  tests  showing  the  next  highest  percentage  of 
abnormality.  Seventy  per  cent  of  the  patients 
with  no  evidence  of  disease  except  a biologic 
false  positive  reaction  showed  some  abnormality 
in  the  laboratory  tests. 

It  has  been  surmised  that  as  the  number  of 
active  syphilitics  declines,  the  relative  number 
of  biologic  false  positive  reactors  will  increase. 
Moore  and  Lutz10  estimated  that  approximately 
40  per  cent  of  white  patients  of  upper  educational 
and  socioeconomic  level  would  prove  to  have  a 
biologic  false  positive  reaction.  Table  I com- 
pares the  incidence  of  syphilis  to  biologic  false 
positivity  in  two-year  periods  over  the  past 
eight  years.  These  patients  were  all  clinic 
patients  and  in  no  way  selected  as  to  race,  color, 
or  economic  background.  The  percentage  of 
biologic  false  positivity  has  steadily  risen  even  in 


the  eight-year  period  to  a high  of  43  per  cent  in 
the  last  two  years. 

Table  II  shows  the  distribution  of  the  types 
of  syphilis  now  encountered.  Of  1,833  cases 
of  syphilis,  78  per  cent  were  latent,  13  per  cent 
neurosyphilis,  4 per  cent  cardiovascular,  and  4 
per  cent  congenital  syphilis. 

The  first  fifty  years  of  this  present  century 
witnessed  the  relative  conquest  of  syphilis. 
It  began  with  the  discovery  of  the  etiologic 
agent,  Treponema  pallidum,  by  Schaudinn  in 
1905  followed  closely  by  the  introduction  of  a test 
for  syphilis  by  Wassermann.  The  use  of  arsenic 
by  Ehrlich  and  the  introduction  of  penicillin 
treatment  by  Mahoney  sounded  the  death  knell 
for  syphilis.  At  the  half-way  mark  of  the 
century  Nelson  developed  the  first  specific  test 
for  syphilis  and  thus  the  means  for  establishing 
the  diagnosis  of  biologic  false  positivity. 

Summary 

What  has  been  learned  in  the  last  eight  years 
about  the  significance  of  the  biologic  false  posi- 
tive reaction  can  be  summarized  as  follows : 
It  accounts  for  a sizable  percentage,  about  40 
per  cent,  of  the  positive  STS  being  discovered 
each  year  as  a result  of  widespread  use  of  this 
test  in  industry,  medical  practice,  and  the  Armed 
Forces.  The  percentage  may  become  higher  if 
the  present  decline  of  active  syphilis  continues. 
This  reaction  appears  usually  before  the  age  of 
fifty,  often  in  childhood,  the  highest  incidence  so 
far  noted  being  between  the  ages  of  twenty-one 
and  thirty.  Females  develop  the  reaction  more 
commonly  than  males,  probably  about  two  to  one. 
It  often  is  the  first  sign  of  a serious  disease  and 
may  appear  years  before  any  other  evidence  of 
disease.  Studies  of  individuals  with  this  reaction 
have  shown  evidence  of  systemic  disease  in  20  to 
40  per  cent  of  the  patients.  The  most  common 
disease  associated  with  this  reaction  is  dissemi- 
nated lupus  erythematosus,  the  diagnosis  of 
which  has  been  proved  in  2 to  6 per  cent  of  the 
patients  studied.  The  vast  majority  of  the 


TABLE  II. — Distribution  of  1,833  Cases  of  Syphilis  Over  the  Eight-Year  Period  of  1950  Through  1957 


/ Latent s , Neuro * Cardiovascular  - Congenital . - Early . - Tertiary 

Number  Per  Cent  Number  Per  Cent  Number  PerCent  Number  PerCent  Number  Per  Cent  Number  Per  Cent 
Years  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases  of  Cases 


1950-1951 

174 

80.2 

28 

12.9 

7 

3.2 

5 

2.3 

2 

0.9 

1 

0.5 

1952-1953 

550 

76.4 

94 

13.0 

28 

3.9 

39 

5.4 

7 

1.0 

2 

0.3 

1954-1955 

421 

79.4 

73 

13.8 

13 

2.4 

18 

3.5 

5 

0.9 

0 

0 

1956-1957 

286 

78.1 

40 

11.0 

25 

6.8 

11 

3.0 

4 

1.1 

0 

0 

Total 

1,431 

78.1 

235 

12.8 

73 

4.0 

73 

4.0 

18 

0.9 

3 

0.2 
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patients  with  disseminated  lupus  erythematosus 
are  women.  The  diseases  associated  with  the 
biologic  false  positive  reaction  are  often  vague 
and  may  well  belong  to  the  lupus  diathesis. 

Thorough  laboratory  studies  of  apparently 
healthy  individuals  will  reveal  some  abnormality 
in  certain  tests  in  as  high  as  70  per  cent.  The 
tests  showing  abnormality,  such  as  electro- 
phoretic patterns,  cephalin  flocculation,  and 
thymol  turbidity,  are  all  associated  with  gamma 
globulin.  We  now  know  that  gamma  globulin  is 
a complex  mixture  of  a vast  number  of  different 
protein  constituents.  Much  more  work  must  be 
done  in  this  field  until  we  understand  the  mecha- 
nism of  the  biologic  false  positive  reaction. 

From  the  standpoint  of  the  clinician  the 
diagnosis  of  biologic  false  positive  reaction 
requires  that  he  examine  the  patient  very  care- 
fully, particularly  if  she  is  a young  woman. 
Certain  laboratory  tests,  such  as  electrophoretic 
patterns,  cephalin  and  thymol  turbidity  de- 
terminations, sedimentation  rates,  blood  counts, 
and  urinalyses,  if  positive,  mean  even  closer 
observation.  The  patient  should  be  made  aware 
of  consulting  the  physician  when  unexplained 
low  grade  fevers,  malaise,  joint  pains  or  vague 


symptoms  appear.  To  do  this  without  making 
a neurotic  of  the  patient  requires  skill.  The 
patient  should  be  warned  against  excesses, 
including  exposure  to  sunlight.  At  the  present 
time  a biologic  false  positive  reaction  must  be 
considered  a warning  signal,  often  the  first,  of 
possible  trouble  ahead,  especially  for  a young 
woman. 

555  Park  Avenue 
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Insurance  Claims  for  Cancer  and  Heart  Disease  on  Rise 


Fifty-five  per  cent  of  the  $480,000,000  paid  out 
by  the  Metropolitan  Life  Insurance  Company  last 
year  in  death  claims  was  for  diseases  of  the  heart 
and  arteries,  and  about  20  per  cent  for  cancer. 

Together,  these  causes  of  death  accounted  for 
somewhat  more  than  three  of  each  four  dollars  paid 
in  claims  to  beneficiaries.  Twenty  j'ears  ago  they 


accounted  for  only  52.7  per  cent  of  the  total. 
The  proportion  of  disbursements  for  the  degenera- 
tive conditions  has  been  increasing  largely  beeause 
of  the  sharp  reduction  in  mortality  from  the  infec- 
tious diseases  and  the  rise  in  proportion  of  policy- 
holders at  the  older  ages. — Metropolitan  Information 
Service 
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A Survey  of  Toxocara  Canis  and  Toxocara  Cati 
Prevalence  in  the  New  York  City  Area 
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(From  the  Department  of  Public  Health  and  Preventive  Medicine,  Cornell  University  Medical  College ) 


rp 

oxocara  canis  and  Toxocara  cati  have  been 
-L  established  as  etiologic  agents  in  visceral 
larva  migrans,  a syndrome  defined  in  1952  by 
Beaver  et  aid J Nichols2  recently  suggested  that 
Ancylostoma  caninum,  because  of  similarities  in 
its  behavior  to  Toxocara  canis,  is  capable  of  pro- 
ducing visceral  larva  migrans. 
f Visceral  larva  migrans  is  the  clinical  syndrome 
resulting  from  the  invasion  and  migration  through 
human  viscera  by  nematode  larvae  normally 
found  in  animals.  The  syndrome  occurs  pri- 
marily in  children  and  is  characterized  by  marked 
eosinophilia,  frequently  greater  than  50  per  cent 
and  often  persisting  for  several  months,  hepa- 
tomegaly, and  transitory  pulmonary  infiltration.3 
The  condition  may  be  symptomless  or  may  be 
brought  to  medical  attention  because  of  inter- 
mittent fever,  anorexia,  failure  to  gain  weight, 
cough,  arthralgia,  myalgia,  or  abdominal  pain.4 
The  course  of  the  infection  is  generally  mild  with 
spontaneous  recover}^  almost  invariably.5  Prior 
to  Beaver’s  definitive  study,  the  syndrome  had 
been  variously  diagnosed  as  Loffler’s  syndrome, 
tropical  eosinophilia,  familial  eosinophilia,  benign 
eosinophilic  leukemia,  or  disseminated  visceral  as- 
cariasis  with  eosinophilia.6 

Human  infection  with  Toxocara  has  been  re- 
ported from  many  states,  England,  and  Puerto 
Rico,  and  there  has  been  increasing  speculation 
that  human  infection  occurs  with  relatively  high 
frequency  wherever  children  are  in  contact  with 
cats  and  dogs  infected  with  these  parasites.4-7-9 
Toxocara  infection  is  believed  to  bey  so  common 
that  dogs  rarely  escape  infection,  j Dogs  and  cats 
become  infected  by  ingesting  ova  passed  in  an  in- 
fected stool.  Ova  must  incubate  for  about  two 
weeks  to  become  infective,  and  they  remain  viable 
for  a year  if  protected  from  direct  sunlight,  freez- 
ing, or  drying.10 ) Yutuc11  has  shown  that  dogs 
may  become  infected  prenatally. 

The  purpose  of  this  study  is  to  determine  the 
prevalence  of  cat  and  dog  infection  with  Toxocara 
canis,  Toxocara  cati,  and  Ancylostoma  caninum 


TABLE  I. — Examination  op  500  Specimens  of  Dog  Stools 
for  Toxocara  Canis  and  Ancylostoma  Caninum  Infection 


Location  of  Each 
100  Specimens 

Toxocara 

Canis 

Ancylostoma 

Caninum 

Flushing,  New  York 

0 

2 

Englewood,  New  Jersey 
New  York  City 

1 

5 

Yorkville 

1 

4 

Central  Park 

2 

11 

Washington  Square 

4* 

12* 

Total 

8 

34 

Total  Per  Cent  Infected 

1.6 

6.8 

* Double  infection  in  one  case. 


and  the  importance  of  such  infection  as  a poten- 
tial source  of  visceral  larva  migrans  in  New  York 
City. 

Materials  and  Methods 

During  June  and  July,  1957,  500  specimens  of 
dog  stool  were  collected,  100  each  from  five  met- 
ropolitan New  York  areas  with  contrasting  en- 
vironments. Specimens  were  obtained  from 
streets,  vacant  lots,  and  lawns.  The  areas  in- 
cluded were:  Yorkville  in  Manhattan,  a largely 
paved  area;  Central  Park,  an  area  with  grass  and 
soil  where  ova  may  incubate;  Washington 
Square,  an  area  similar  to  Central  Park,  but  with 
a higher  concentration  of  dogs;  Flushing,  New 
York,  and  Englewood,  New  Jersey,  suburban 
areas  with  lawns,  occasional  overgrown  vacant 
lots,  and  a low  concentration  of  dogs.  In  addition, 
specimens  from  100  cats  in  the  “wrell-patient” % 
boarding  section  of  a Manhattan  animal  hospital 
were  examined  during  August,  1957.  Each  speci- 
men was  concentrated  in  zinc  sulfate  at  a specific 
gravity  of  1.180  and  examined  microscopically. 
At  this  specific  gravity  100  per  cent  of  fertilized 
Toxocara  and  Ancylostoma  caninum  ova  are  in 
the  surface  layer  of  the  tubes.12 

Results 

The  detailed  results  of  this  study  are  shown  in 
Table  I.  As  may  be  seen  in  the  table,  Ancylos- 
toma caninum  was  the  parasite  which  was  most 
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frequently  found  in  dogs  and  was  present  in  6.8 
per  cent  of  the  total  of  500  specimens.  Toxocara 
canis  was  detected  in  only  1.6  per  cent  of  the  total 
number  of  canine  fecal  specimens  examined.  In 
the  study  of  cats  10  per  cent  of  the  fecal  specimens 
contained  ova  of  Toxocara  cati.  In  2 per  cent  of 
the  specimens  Ancylostoma  caninum  was  present 
in  addition  to  the  Toxocara  cati. 

Comment 

On  the  basis  of  these  observations  it  appears 
that  cats  and  dogs  in  the  New  York  City  area  are 
only  lightly  infected  with  Toxocara  canis,  Toxo- 
cara cati,  and  Ancylostoma  caninum.  j It  is  of  in- 
terest to  compare  these  data  with  ±he  previously 
reported  studies  on  the  subject,  j Wright13  found 
Toxocara  canis  in  33.3  per  cent  of  150  dogs  from 
Washington,  D.C.  in  1928.  In  1,465  dogs  from 
the  Ohio  River  drainage  area,  Ehrenford8  found 
Toxocara  canis  in  21  per  cent  of  the  animals. 
This  figure  approximated  the  23  per  cent  infec- 
tion in  795  dogs  examined  more  than  twenty  years 
earlier  at  Ohio  State  University.14 

Christensen  and  Roth15  reported  27  per  cent 
infection  with  Toxocara  canis  in  100  dogs  from 
Copenhagen  in  1945.  Lower  rates  of  infection 
were  reported  from  Detroit,  Michigan,  and 
Columbus,  Ohio  with  infection  of  16  per  cent  of 
1,198  dogs  in  the  Detroit  area  and  16.09  per  cent 
of  1,486  dogs  received  at  the  Ohio  State  Uni- 
versity veterinary  clinic  in  1 940-1941. 16-17J  Of 
the  162  dog  stools  examined  for  parasites  between 
July,  1951  and  June,  1956  at  the  Diagnostic  Lab- 
oratory of  the  Cornell  University  Veterinary  Col- 
lege, 9.3  per  cent  were  positive  for  ascarids.18 
In  New  Orleans,  Hinman  and  Baker19  found  a 1.9 
per  cent  infection  rate  in  1,315  dogs.  In  this 
study  in  the  New  York  City  area  the  rate  of  1.6 
per  cent  is  markedly  below  the  rates  of  33.3  per 
cent  of  Wright13  and  23  per  cent  at  Ohio  State,14 
but  compares  closely  to  the  1.9  per  cent  in  the 
study  by  Hinman  and  Baker. 

A survey  of  the  occurrence  of  Ancylostoma  can- 
inum infection  was  included  on  the  basis  of  the 
suggestion  that  it  may  be  a cause  of  visceral  larva 
migrans.2  The  New  York  City  area  infection 
rate  was  6.8  per  cent  with  a range  of  2 to  12  per 
cent.  Previously  reported  rates  ranged  from  50 
per  cent  in  Washington,  D.  C.  to  total  absence  in 
the  Copenhagen  study.13-15  Rates  were  reported 
as  42.5  per  cent  in  a New  Orleans  study  and  18 
per  cent  in  a study  at  Ohio  State  University.14-19 
Between  July,  1951  and  June,  1956,7.3  percent  of 


162  dogs  were  found  to  be  infected  with  hook- 
worm at  the  Diagnostic  Laboratory  of  the  Cornell 
University  Veterinary  College. 18  If  Ancylostoma 
caninum  is  proved  to  be  an  etiologic  agent  in  vis- 
ceral larva  migrans,  the  higher  incidence  of  canine 
infection  with  Ancylostoma  caninum,  as  shown  in 
this  study,  may  be  a more  significant  problem 
than  that  of  Toxocara  canis.  However,  human 
susceptibility  to  Toxocara  canis  as  compared  with 
Ancylostoma  caninum  would  have  to  be  con- 
sidered. 

The  low  incidence  of  occurrence  of  infected 
stools  on  the  concrete  pavements  of  Yorkville 
may  be  attributed  to  the  fact  that  exposure  of 
stools  to  drying,  sunlight,  and  regular  street  wash-  I 
ing  greatly  diminishes  the  chance  for  ova  to  be- 
come infective.  In  Englewood  and  Flushing, 
conditions  for  incubation  of  the  ova  are  present, 
but  the  concentration  of  dogs  is  much  lower  than 
in  Central  Park  or  Washington  Square,  thereby 
decreasing  the  chances  for  exposure  to  an  in- 
fected stool.  Washington  Square  and  Central 
Park  both  provide  ideal  conditions  for  incubation 
of  ova,  and  because  of  the  greater  concentration 
of  dogs  in  these  two  areas,  there  is  an  increase  in 
the  chance  of  exposure  to  infected  stools.  The 
higher  incidence  of  infection  in  Washington 
Square,  in  comparison  with  Central  Park,  may  be 
attributed  to  the  higher  “dog  density.”  I 

Studies  have  shown  variations  in  the  rate  of  in- 
fection with  differences  in  age,  sex,  and  season  of 
the  year.  Ehrenford’s8  study  of  Toxocara  canis 
infection  in  1,324  dogs  showed  32.8  per  cent  of 
males  and  9.4  per  cent  of  females  to  be  infected. 
Males  showed  little  change  in  the  rate  of  infection 
with  age  difference  with  34.2  per  cent  of  immature 
and  31.2  per  cent  of  mature  animals  infected. 

In  the  case  of  females  12.7  per  cent  of  pups  and  4.9 
per  cent  of  mature  animals  were  infected.  Hin- 
man and  Baker19  found  similar  age  variation  with 
0.5  per  cent  of  mature  dogs  and  4.7  per  cent  of  im- 
mature dogs  infected. 

The  New  York  City  study  is  not  broken  down 
according  to  the  dog’s  age  or  sex.  This  study 
also  fails  to  include  those  animals  too  acutely  ill 
with  helminthic  infection  to  walk  in  the  street  or 
park  or  to  produce  a recoverable  stool.  How- 
ever, the  New  York  City  study  provides  a more 
representative  sampling  of  the  owned-pet  popula- 
tion than  do  studies  involving  kennel  and  clinic 
populations. 

Seasonal  variation  in  rates  of  infection  appeared 
in  Ehrenford ’s8  study  with  lowest  rates  in  the 
summer.  His  findings  for  687  male  dogs  were 
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roughly  20  per  cent  and  15  per  cent  in  June  and 
July,  respectively,  and  9 per  cent  in  July  for  637 
females.  In  Detroit,  rates  of  Toxocara  canis  in- 
fection for  the  third  quarter  of  1955  and  1956  were 
10  per  cent  and  25  per  cent  respectively.16  The 
New  York  City  study  was  performed  during  a 
comparable  season.  Variations  according  to  age, 
sex,  and  season  are  insufficient  to  explain  the  dif- 
ferences between  these  figures  and  those  obtained 
in  the  New  York  City  area. 

In  a study  of  126  cats  from  rural  upper  New 
York  State,  62.7  per  cent  infection  with  ascarids 
and  36.5  per  cent  infection  with  hookworm  was 
found.20  In  a study  of  147  kittens  from  the  vi- 
cinity of  East  Lansing,  Michigan,  the  incidence 
of  Toxocara  cati  infection  was  67  per  cent  and 
Toxocara  canis  was  1 per  cent.21  Ancylostoma 
caninum  was  found  in  3 per  cent  of  these  kittens. 
Toxocara  cati  was  present  in  30.12  per  cent  of  cats 
examined  at  the  Ohio  State  veterinary  clinic  and 
in  84.7  per  cent  of  cats  from  a study  in  Eastern 
Kansas.17’22  Ancylostoma  caninum  was  present 
in  6.02  per  cent  and  83  per  cent  of  these  cats,  re- 
spectively. The  rate  of  infection  with  Toxocara 
cati  in  these  studies  is  markedly  higher  than  the 
10  per  cent  obtained  in  our  study.  It  is  suggested 
that  the  potential  hazard  of  Toxocara  cati  and 
Ancylostoma  caninum  in  cats  in  New  York  City  is 
not  as  great  as  anticipated  from  studies  in  other 
areas. 

A further  study  is  needed  to  evaluate  the  in- 
cidence of  visceral  larva  migrans  in  children  from 
homes  in  which  there  are  pets  known  to  be  in- 
fected with  Toxocara  canis  or  Toxocara  cati. 

Summary 

During  June  and  July,  1957,  500  specimens  of 
dog  stool  from  five  New  York  City  areas  were  ex- 
amined for  the  presence  of  ova  of  Toxocara  canis 
and  Ancylostoma  caninum.  The  average  inci- 


dence of  Toxocara  canis  was  1.6  per  cent  and  that 
of  Ancylostoma  caninum  was  6.8  per  cent.  In 
August,  1957,  100  cat  stools  were  examined  for 
Toxocara  cati  and  Ancylostoma  caninum,  and  an 
incidence  of  10  per  cent  infection  with  Toxocara 
cati  was  noted  while  only  2 per  cent  of  these  gats 
were  infected  with  Ancylostoma  caninum.  |These 
figures  are  much  lower  than  those  cited  in  dis- 
cussions of  visceral  larva  migrans  and  suggest  that 
Toxocara  canis  and  Toxocara  cati,  and  Ancylos- 
toma caninum  as  etiologic  agents  in  visceral  larva 
migrans  are  not  as  important  a health  prob- 
lem in  the  New  York  City  area  as  anticipated  by 
studies  in  other  areas. 


We  are  indebted  to  Dr.  B.  H.  Kean  for  his  professional 
assistance  and  technical  advice. 
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Discretion  of  speech  is  more  than  eloquence ; and  to  speak  agreeably  to  him  with  whom  we  deal 
is  more  than  to  speak  in  good  words  or  in  good  order. — Francis  Bacon 
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Mediastinal  Auscultation 
(. Physical  Signs  in  Influenza  and  Pertussis ) 

JOSEPH  ALEXANDER,  M.D.,  NEW  YORK  CITY 


In  influenza  and  pertussis,  auscultatory 
physical  findings  have  never  been  described 
but  they  exist.  It  is  important  to  create  or  re- 
vive an  interest  in  auscultation  of  the  medias- 
tinum, for  the  mediastinum  contains  many  im- 
portant structures,  which  are  modified  in  cardio- 
respiratory disease. 

About  sixty  years  ago  a French  pediatrician 
named  D’Espine  described  sounds  which  he  heard 
over  the  dorsal  vertebral  spines.  He  claimed 
that  they  indicated  the  presence  of  childhood  tu- 
berculosis. Since  autopsies  and  x-rays  were 
not  available,  he  was  unable  to  corroborate  his 
findings.  In  the  succeeding  twenty  years  many 
clinicians  wrote  about  the  D’Espine  sign,  dis- 
agreeing with  D’Espine’s  conclusion.  They 
pointed  out  its  presence  in  many  other  medical 
conditions  not  remotely  related  to  children  or 
tuberculosis.  It  occured  to  none  of  them  to  col- 
lect their  observations  and  to  extend  the  area 
of  investigation  to  the  anterior  portion.  Nor  did 
they  proclaim  the  true  value  of  auscultatory  find- 
ings over  the  mediastinum. 

Mediastinal  auscultation  is  not  difficult.  The 
midline,  front  and  back,  should  be  included  in  the 
course  of  routine  stethoscopic  examination  of  the 
thorax.  Normally,  sounds  should  not  be  heard. 
Thus,  their  presence  requires  further  investiga- 
tion and  analysis.  Sometimes  it  is  advisable  to 
ask  the  patient  to  forcibly  whisper  “one,  two, 
three”  in  order  to  accentuate  bronchial  elements. 
These  sounds  conform  to  the  same  physical  laws 
and  convey  the  same  impressions  as  do  breath 
sounds  heard  elsewhere  over  the  pulmonary  fields. 
They  should  be  studied  and  noted  as  carefully  as 
the  recordings  made  in  auscultation  of  the  lungs 
or  heart.  They  provide  much  information  for  dif- 
ferential diagnosis  as  well  as  aid  in  the  observa- 
tion of  the  daily  progress  of  the  physical  or  in- 
flammatory changes  in  chest  disease. 

Influenza  is  a viral,  air  passage  infection  with 
characteristic  pathologic  changes.  These  were 
described  by  Sir  Herbert  French  in  his  report  to 
the  British  Ministry  after  the  1920  epidemic. 
The  major  change  is  desquamation  of  epithelium, 
a process  which  opens  the  way  for  secondary  germ 
invasion  of  the  submucous  tissues  and  glands. 
The  swelling  around  the  trachea,  the  most  fre- 


quent site  of  infection  in  influenza,  produces  con- 
tact between  that  organ  and  the  neighboring  bony 
structures — the  spine  and  sternum.  Thus,  the 
tracheal  breath  sounds  may  be  transmitted  and 
heard  anteriorly  or  posteriorly  as  diminished  or 
exaggerated  bronchial  variations.  They  may  be 
bronchial  or  bronchovesicular,  fading  or  dis- 
appearing with  the  abatement  of  the  inflammation. 
In  upper  air  passage  infections  or  in  lower  bron- 
chopneumonia, the  simultaneous  presence  of 
positive  mediastinal  breath  sounds  indicates  that 
the  etiologic  agent  is  probably  influenza. 

Pertussis  is  a respiratory  disease  with  major  in- 
volvement of  the  trachea,  so  that  mediastinal 
breath  sound  changes  are  frequently  present  and 
keep  pace  with  the  clinical  course  of  the  disease. 
In  adult  whooping  cough  the  only  physical  find- 
ing may  be  the  transmission  of  a tracheal  sound  to 
the  thoracic  partition. 

In  persistent  thymus,  breath  sounds  trans- 
mitted anteriorly  help  to  locate  the  tumor  mass 
even  when  x-ray  studies  do  not.  After  therapy 
the  sounds  and  masses  disappear  simultaneously. 

In  childhood  tuberculosis,  positive  mediastinal 
sounds  result  if  the  pathology  is  located  around 
the  trachea  or  hilar  areas.  In  the  adult  disease, 
the  s'igns  indicate  apical  lesion  with  mediastinal 
adherence.  Occasionally,  when  x-rays  are  nega- 
tive, contact  infection  in  childhood  may  be  diag- 
nosed by  positive  sounds  as  D’Espine  maintained. 

In  pulmonary  carcinoma,  mediastinal  glandular 
involvement  may  be  determined  by  auscultation 
of  the  partition. 

Positive  mediastinal  sounds  may  be  elicited  in 
substerna  1 thyroid,  in  thoracic  aneurysm,  in  ar- 
teriosclerosis with  widening  of  the  aorta,  in  pul- 
monary neoplasm,  and  in  mediastinal  tumor. 

In  any  thoracic  disease,  the  presence  or  absence 
of  breath  sounds  transmitted  from  the  trachea  to 
the  bony  structures,  vertebral  column,  or  sternum 
should  be  considered  an  important  adjunct  in  the 
study  of  physical  and  pathologic  relationships. 
In  inflammatory  lesions,  the  signs  increase  or  fade 
with  the  changes  in  the  disease  and  afford  an.easy 
and  efficient  means  of  studying  the  progress  of 
the  illness.  . 

36  Central  Park  South,  New  York  19 
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Incidence  of  Acne  Vulgaris 


THELMA  G.  WARSHAW,  M.D.,  NEW  YORK  CITY 


The  pathogenesis  of  the  basic  lesion,  the 
comedo,  in  acne  vulgaris  remains  a mystery. 
Even  a seemingly  simple  fact  about  this  problem 
of  adolescence,  its  incidence,  has  not  been  clearly 
established.  Reports  vary.  The  literature  gives 
an  incidence  of  8.9  per  cent  in  4,700  girls  examined 
in  New  York  City,1  20.9  per  cent  in  621  examina- 
tion of  boys  in  Boston,2  46  per  cent  in  252  girls 
and  57  per  cent  in  229  boys  in  Minnesota,3  and  60 
to  90  per  cent  in  both  sexes.4  Both  Bloch,5  who 
found  acne  very  widespread,  and  Lynch3  report 
a higher  incidence  in  males  than  in  females. 

In  the  interests  of  accuracy,  a controlled,  inci- 
dence study  was  made  of  approximately  2,000 
teenagers  in  New  York  City  with  the  cooperation 
of  the  Coordinating  Council  of  the  Board  of  Edu- 
cation and  the  Board  of  Health. 

The  purpose  of  this  paper  is  to  present  the 
results  of  the  acne  incidence  study. 


Method 

From  April,  1956,  to  March,  1957,  1,981 
youngsters  in  the  age  group  of  sixteen  to  seven- 
teen were  examined  for  acne  vulgaris  of  the  face. 
The  study  was  protracted  throughout  the  year 
because  of  possible  seasonal  variation  in  incidence 
and  in  order  to  determine  if  this  variation  exists. 
Six  schools,  covering  the  wide  ethnic  and  eco- 
nomic differences  in  the  New  York  City  popu- 
lation, were  selected  at  random. 

At  examination,  the  degree  of  severity  of  acne 
vulgaris  and  the  presence  of  any  pitted  scars 
were  noted. 

The  behavior  records  of  those  afflicted  were 
checked,  and  the  results  were  compared  with  the 
incidence  of  behavior  problems  in  the  over-all 
school  population  of  the  same  age  in  order  to  de- 
termine if  a correlation  between  acne  and  adjust- 
ment exists  (Table  I). 


TABLE  I. — Examination  op  Sixteen  and  Seventeen-Year-Old  High  School  Students  for  Acne  Vulgaris 


Date  of 
Examination 

Number 

of 

Students 

Examined 

(Boys) 

Number 

of 

Students 

with 

Acne 

✓ Behavior  Problems 

Acne  Cases  General 

School 

Mild 

Moderate 

Severe 

ber 

Cent 

Cent 

1 

April,  1956 

148 

45 

32 

12 

1 

7 

15 

5 

2 

May,  1956 

155 

64 

58 

5 

1 

(scarred) 

12 

19 

32 

3 

May,  1956 

164 

67 

58 

7 

(2  scarred) 

2 

(scarred) 

21 

31 

33 

4 

December,  1956 

192 

95 

69 

22 

4 

30 

31 

51 

5 

December,  1956 

135 

54 

43 

8 

3 

(2  scarred) 

30 

55 

47 

6 

Total 

March,  1957 

174 

968 

(Girls) 

102 

427 

(44  per 
cent) 

72 

332 

21 

75 

(2  scarred) 

9 

(6  scarred) 
20 

(11  scarred) 

* 

* 

* 

1 

April,  1956 

207 

62 

49 

13 

0 

10 

16 

11 

2 

May,  1956 

145 

18 

15 

2 

1 

(scarred) 

2 

11 

5 

3 

May,  1956 

159 

32 

30 

2 

0 

11 

34 

18 

4 

November,  1956 

170 

56 

52 

2 

2 

7 

13 

11 

5 

December,  1956 

186 

62 

0 

57 

5 

(2  scarred) 

5 

9 

16 

6 

Total 

February,  1957 

146 

1013 

75 

305 

(30  per 
cent) 

62 

208 

8 

84 

5 

(scarred) 

13 

(8  scarred) 

* 

* 

* 

* All  students  are  given  psychological  interviews. 
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Results 

The  incidence  of  acne  was  44  per  cent  in  boys 
and  30  per  cent  in  girls.  Among  the  boys  with 
acne,  332  (78  per  cent)  had  comedones  only 
(mild  acne),  75  (17  per  cent)  had  both  comedones 
and  pustules  (moderate  acne),  and  20  (5  per  cent) 
had  the  conglobate  (severe)  form.  Of  particular 
interest  is  the  fact  that  13  boys,  or  3 per  cent  of 
those  exhibiting  active  acne,  already  showed  the 
pitted  scars  that  can  result  from  this  disease. 

Among  the  girls  with  acne,  208  (68  per  cent) 
had  mild  acne,  84  (28  per  cent)  had  moderate 
acne,  13  (4  per  cent)  had  severe  acne,  and  8 (2 
per  cent)  with  active  acne  were  pitted  and 
scarred. 

No  correlation  was  found  between  disturbed 
behavior  and  the  occurrence  of  acne.  Guidance 
counselors  in  two  schools  (Schools  4 and  5 in 
Table  I)  remarked  that  a large  number  of  both 
the  most  and  least  adjusted  students  have  acne. 

Eleven  (16  per  cent)  of  68  colored  male  students 
examined  had  acne.  The  condition  existed  in  18 
(20  per  cent)  of  88  colored  girls. 

Seasonal  incidence  of  acne  in  males  was  31 
per  cent  in  April,  41  per  cent  in  May,  45  per  cent 
in  December,  and  59  per  cent  in  March.  In 
females  the  incidence  was  30  per  cent  in  April, 
16  per  cent  in  May,  33  per  cent  in  November, 
33  per  cent  in  December,  and  51  per  cent  in 
February.  Thus,  the  incidence  of  acne  in  the 
winter  months  is  very  slightly  greater  than  during 
the  other  seasons. 

Comment 

The  fact  that  acne  vulgaris  affects  30  per  cent 
of  approximately  1,000  girls  and  44  per  cent  of 
approximately  1,000  boys  in  New  York  City 
merits  attention.  Why  isn’t  the  disease  uni- 
versal at  the  age  of  sixteen  and  seventeen?  Is 
it  because  of  individual  anatomic  variations  in 
the  pilosebaceous  apparatus,  the  site  of  the  acne? 
Why  does  incidence  vary  with  age?  Does  acne 
occur  when  adjustment  at  puberty  is  relatively 
poor? 

It  is  noteworthy  that  a large  number  of  both 
the  most  and  least  successful  students  are  to  be 
found  in  the  acne  group.  Since  voluntary 
retirement  from  high  school  is  possible  at  the 


age  of  sixteen  in  New  York  City,  the  worst 
adapted  group  of  adolescents  was  automatically 
omitted  from  this  study.  The  relationship 
between  adjustment  and  acne  warrants  further 
study. 

The  most  marked  deviation  in  percentage 
incidence  of  acne  from  average  was  the  12  per 
cent  incidence  among  girls  at  High  School  2. 
Whether  this  is  related  to  the  relatively  high 
economic  status  of  the  group  or  to  the  predomi- 
nantly Scandinavian  population  of  the  area  can- 
not be  discerned  from  this  study.  The  relatively 
low  incidence  of  acne  among  colored  students  may 
not  be  conclusive  because  of  the  very  small  group 
sampled.  Further  investigation  of  the  effect 
of  ethnic  background  on  acne  vulgaris  is  neces- 
sary. 

The  marked  disparity  in  incidence  between 
boys  (44  per  cent)  and  girls  (30  per  cent)  may 
result  from  the  influence  of  gonadal  hormones, 
especially  testosterone.  Male  gonadal  hormones 
account  for  nearly  one  third  of  hormone  activity 
reputedly  assayed  by  the  urinary  17-ketosteroid 
excretions6  and  interestingly,  in  this  study  the 
incidence  of  acne  was  one  third  greater  in  males 
than  in  females.  The  effect  of  the  stresses  of 
adolescence  on  acne  should  also  be  investigated. 

Telling  teenagers  that  they  will  “outgrow” 
their  acne  is  dangerous.  In  view  of  the  alarming 
finding  that  2 to  3 per  cent  of  sixteen  to  seventeen- 
year-olds  with  acne  already  have  facial  scarring, 
early  treatment  should  be  urged. 

Summary 

The  continued  widespread  occurrence  of  acne 
vulgaris  highlights  the  imperative  need  for  more 
research  on  the  subject. 

3 East  80th  Street 
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Cashew  Nut  Dermatitis 


LEO  ORRIS,  M.D.,  NEW  YORK  CITY 


An  outbreak  of  a vesicular  dermatitis  oc- 
curred recently  in  an  elementary  school 
class.  The  eruption  involved  only  boys  and  oc- 
curred primarily  on  the  face,  eyelids,  ears,  and 
trunk.  The  boys  were  seen  individually  by 
various  physicians,  and  diagnoses  such  as  exan- 
them, food  allergy,  and  atopic  eczema  were 
made.  Later  the  boys  were  examined  as  a group 
and  all  seemed  to  have  a typical  poison  ivy-like 
eruption,  apparently  a contact  dermatitis.  The 
etiology  of  the  eruption  was  finally  determined  to 
be  due  to  contact  with  toys  made  of  cashew  nuts, 
which  had  been  brought  back  from  Puerto  Rico  as 
gifts  by  one  of  the  patients.  It  seemed  worthy  of 
interest  to  describe  this  eruption  and  to  trace  its 
source. 

Case  Report 

A nine-year-old  male  had  an  erythematous  vesicu- 
lar eruption  involving  his  eyelids,  ears,  and  cheeks. 
There  were  linear,  vesicular  streaks  on  his  left 
cheek.  He  had  been  in  the  country  the  previous 
day  burning  leaves  and  twigs  and  a diagnosis  was 
made  of  contact  dermatitis  due  to  one  of  the  poison- 
ous plants.  The  following  day,  three  of  his  class- 
mates were  reported  to  have  similar  eruptions.  Ex- 
amination showed  that  all  the  boys  had  a typical 
poison  ivy-like  eruption  involving  the  eyelids,  ears, 
and  face.  One  boy  had  vesicular  patches  on  his 
wrists,  trunk,  and  penis.  All  four  boys  had  histories 
of  previous  eruptions  due  to  poison  ivy,  but  three 
of  them  had  not  been  near  such  plants  in  recent 
months. 

When  the  patients  were  questioned  as  to  a com- 
mon exposure,  it  was  revealed  that  one  of  the  boys 
had  just  returned  from  a vacation  in  Puerto  Rico, 
bringing  back  souvenir  toy  burros  which  he  had 
given  to  each  of  his  male  classmates.  His  own 
eruption  had  begun  while  still  in  Puerto  Rico  and 
had  been  diagnosed  as  a food  allergy.  The  sou- 
venir toys  were  made  of  cashew  nuts  and  beads 
wired  together.  Patch  tests  were  performed  with 
scrapings  from  the  cashew  nut  toy.  Intensely  posi- 
tive reactions  were  elicited  within  twenty-four  hours 
in  those  boys  with  histories  of  previous  sensitivity 
to  poison  ivy.  Other  boys  in  the  class  who  were  not 
sensitive  to  poison  ivy  had  no  eruption  and  had  neg- 
ative tests. 

Elimination  of  the  toy  burros,  cool  wet  com- 


presses, and  topical  hydrocortisone  completely 
cleared  all  the  eruptions  within  five  to  seven  days. 

Comment 

The  cashew  nut  tree,  the  oil  of  the  shell  of  the 
cashew  nut,  poison  ivy,  poison  oak,  poison 
sumac,  the  Japanese  lacquer  tree,  and  the  Indian 
marking  nut  are  all  members  of  that  family  of 
plants  and  weeds  known  as  Anacardium  and  are 
probably  the  cause  of  more  dermatitis  than  all 
other  plant  families  combined.  Dermatitis  has 
been  reported  not  only  from  the  fresh  tree,  fruits, 
and  plants,  but  also  from  commercial  products 
made  of  them,  such  as  lumber,  lacquers, 
and  resins.1 

The  active  ingredients  of  this  family  of  plants 
are  polyhydric  phenols  which  differ  slightly  in 
their  chemical  formulae.2  In  pure  form,  all  are 
primary  irritants  and  sensitizers.  Most  common 
in  this  country  is  the  poison  ivy  (Rhus  toxicoden- 
dron), and  various  studies  indicate  that  as  much 
as  65  per  cent  of  the  population  is  sensitive  to  this 
plant. 

The  cashew  nut  (Anacardium  occidentale)  is 
native  to  the  Indies  and  Brazil.  The  kernel  is 
kidney-shaped,  one  to  iy2  inches  long  and  is 
enclosed  in  a pear-shaped  enlargement  of  the 
stalk  from  2 to  4 inches  long.  This  enlargement, 
edible  when  ripe,  is  called  the  “cashew  apple.” 
The  nut  kernel  is  enclosed  in  a husk  consisting 
of  a thin  interior  membrane  and  a soft,  gray, 
outer  portion.  A resinous  material  between 
these  two  layers  serves  as  protection  against 
insects.  When  the  “apple”  is  ripe,  the  nuts  are 
plucked  and  dried  in  the  sun.  Later  the  nuts 
are  heated  so  that  the  shells  can  be  broken  with- 
out damaging  the  kernel.  The  kernels  swell  and 
eject  a resinous  liquid  which  is  a powerful  skin 
irritant.  After  removal,  the  kernels  are  dried, 
roasted,  and  salted  for  eating.3 

The  cashew  nut  shell  liquid  is  obtained  either 
by  roasting  the  shells  or  by  solvent  extraction. 
This  oil  is  a mixture  of  90  per  cent  monohydric 
phenol  (anacardic  acid)  and  10  per  cent  poly- 
hydric phenol  (cardol).  The  anacardic  acid 
found  in  the  plant  loses  carbon  dioxide  in  the 
manufacturing  process  and  becomes  the  mono- 
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ANACARDOL  URUSHIOL 

Fig.  1.  Chart  shows  similarity  between  cashew  nut 
(anacardol — C15H27)  and  poison  ivy  (urushiol — C15H27). 

hydric  phenol,  anacardol.  It  is  believed  that 
the  major  irritant  properties  of  the  cashew  nut 
shell  liquid  are  attributable  to  the  cardol  fraction 
which  is  closely  related  to  urushiol,  the  irritant 
principle  of  poison  ivy,  the  Japanese  lacquer 
tree,  and  the  Indian  marking  nut  (Fig.  1). 

Cashew  tree  bark  also  exudes  a gum  used  as  a 
substitute  for  gum  arabic,  and  is  employed  in 
the  manufacture  of  mucilage  and  varnish.4  The 
resinous  exudate  incorporated  in  mucilage  has 
been  known  to  cause  skin  irritations. 

Finally,  there  is  the  sap  collected  from  the 
cashew  tree  trunk.  This  sap  turns  black  on 
exposure  to  air  and  is  used  as  an  indelible  marking 
ink.  Dermatitis  also  has  resulted  from  contact 
with  this  juice  or  with  materials  which  it  has 


impregnated  as  a marking  ink.5 


Summary 

An  epidemic  of  a poison  ivy-like  eruption  in  a 
group  of  boys  was  traced  to  cashew  nut  toys 
imported  from  Puerto  Rico.  Only  those  boys 
with  histories  of  previous  eruptions  after  contact 
with  poison  ivy  reacted  to  the  toys.  The  oil  of 
the  cashew  nut  contains  monohydric  and  poly- 
hydric  phenols  which  are  very  similar,  chemi- 
cally, to  the  eruption-producing  irritants  of 
poison  ivy,  poison  oak,  poison  sumac,  and  Japa- 
nese lacquer. 

65  Central  Park  West,  New  York  23 
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Can  Radiation  Cause  Thyroid  Cancer ? 


In  a report  in  1950  by  the  author  and  Fitzgerald 
(Cancer  3:  1018,  1950)  a relationship  was  suggested 
between  irradiation  of  the  thymus  gland  and  cancer 
of  the  thyroid.  In  this  review  of  clinical  and  ex- 
perimental work  reported  since  then,  the  author 
further  develops  evidence  of  the  relationship  be- 
tween irradiation  in  infancy  and  childhood  and 
subsequent  thyroid  cancer.  A survey  of  numerous 
papers  on  experimental  work  indicates  that  radia- 
tion is  potentiated  by  endogenous  endocrine  activ- 
ity, which  may  account  for  the  risk  of  using  x-rays 


in  the  growing  child  as  against  such  use  in  the  adult. 
Reviews  of  clinical  data  suggest  (1)  restriction  of 
use  of  radioactive  iodine,  including  tracer  doses, 
in  the  young  patient  until  further  studies  of  possible 
carcinogenous  effects  in  neonatal  and  childhood 
periods  can  be  made,  and  (2)  no  such  restriction 
of  the  use  of  I131  in  adults  when  indicated  .since 
there  is  no  evidence  that  radiation  can  cause  cancer 
in  adult  thyroid  tissue. — B.  J.  Duffy , Jr.,  M.D. , 
Journal  of  Clinical  Endocrinology  and  Metabolism, 
November,  1957. 
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The  subject  of  hermaphroditism,  or  inter- 
sexuality, has  excited  considerable  interest 
since  antiquity.  Numerous  works  of  art  depict 
the  condition,  and  ancient  mythology  is  replete 
with  accounts  of  its  mode  of  origin.1-2  Knowl- 
edge in  this  field  remained  on  a descriptive 
level  until  fairly  recently.  Advances  in  endo- 
crinology and  the  use  of  new  methods  have 
helped  considerably  to  clarify  the  subject,  al- 
though it  remains  far  from  simple. 

We  now  understand  that  there  is  not  an 
absolute  dichotomy  between  male  and  female. 
Sex  is  a cumulatively  established  complex  in 
which  at  least  the  following  factors  are  important : 

1.  Genetic  sex — the  potentialities  of  the 
chromosomal  material  included  in  the  fertilized 
ovum. 

2.  Gonadal  sex — the  presence  of  ovarian, 
testicular,  or  combined  tissue. 

3.  Internal  reproductive  structures — Mul- 
lerian and  Wolffian  derivatives. 

4.  External  genital  morphology. 

5.  Hormonal  sex  and  secondary  sexual 
characteristics. 

6.  Assigned  sex  and  sex  of  rearing. 

7.  The  eventual  integration  and  establish- 
ment of  a male  or  female  gender  role. 

Presented  at  a urologic  conference,  Mount  Sinai  Hospital, 
May  21,  1957. 


The  sexual  orientation  of  a child  is  predomi- 
nantly determined  by  the  manner  of  its  rearing. 
Gender  role  is  consolidated  early  in  life  even  when 
gross  contradictions  exist  between  the  sex  of 
rearing  and  many  of  the  other  factors  enumerated 
above.  After  the  age  of  two  to  three  years  a 
change  in  gender  role  can  be  accomplished  only 
with  great  difficulty  and  then  at  profound 
psychologic  hazard.  Therefore,  it  is  impera- 
tive that  the  sex  of  rearing  of  a child  with  un- 
certain genitalia  be  made  as  soon,  and  on  as  in- 
formed a basis  as  possible.3-4 

Such  a newborn  is  a medical  emergency  and 
requires  a thorough  work-up  preferably  while 
still  in  the  newborn  nursery.  The  diagnostic 
evaluation  should  include  (1)  a careful  inspection 
of  the  external  genitalia  and  inguinal  regions, 
(2)  chromosomal  sex  determination  (Barr),  (3) 
measurement  of  neutral  urinary  17-ketosteroids 
and  other  hormone  assays  as  indicated,  (4)  endo- 
scopic and  roentgenologic  investigation  of  all 
urogenital  openings  in  the  perineum,  and  if  nec- 
essary,5 an  exploratory  laparotomy. 

Pending  the  outcome  of  these  studies,  the 
physician  should  make  every  effort  to  establish 
friendly  rapport  with  the  parents  and  gain  then- 
trust  and  confidence  so  that  the  eventual  recom- 
mendation will  be  more  readily  accepted  by 
them  with  minimal  inner  conflict  and  anxiety. 
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TABLE  X. — Hermaphroditism:  Classification,  Diagnosis,  and  Selection  of  Sex  of  Rearing 


Classification 

Gonads 

Sex 

Chromatin 

17-Keto- 

steroids 

Phallus 

Genital 

Ducts 

Secondary 

Sexual 

Development 

Preferred 
Sex  of 
Rearing 

1.  Congenital  adrenal 
hyperplasia 

Ovaries 

Female 

Increased 

Large 

Female 

Precocious 

male 

Female 

II.  Intersexes 

A.  True  hermaphro- 
dites 

Mixed 

Male  or 
female 

Normal 

Variable 

Mixed 

Male  or 
female 

Depending 

B.  Male  pseudoher- 
maphrodites 

1.  External  genitalia  am- 

biguous or  more  male 

2.  External  genitalia  more 
female 

Testes 

abdominal 

or 

inguinal) 

Male 

Normal 

Large  to 
medium 

Small 

Mixed 

Predomi- 

nantly 

female 

Male  or 
female 

Usually 

female 

on  poten- 
tialities of 
external 
genitalia 

Female 

C.  Female  pseudoherma- 

phrodite 

Ovaries 

Female 

Normal 

Large 

Female 

Female 

Female 

It  is  preferable  that  the  child  be  given  a neutral 
name,  such  as  Robin,  Leslie,  etc.  at  this  stage. 

The  chromosomal  sex  determination  referred 
to  previously  is  a test  of  great  value.  It  was 
first  described  by  Barr,  who  demonstrated  a sex 
difference  in  the  morphology  of  resting  nuclei  of 
somatic  cells.  He  observed  a small  intranuclear 
chromatin  body,  intensely  stainable  with  basic 
dyes,  usually  lying  adjacent  to  the  nucleolus  in 
a high  proportion  (70  per  cent)  of  female  cells. 
It  was  uncommonly  seen  in  cells  of  the  male 
(5  per  cent).5-6  The  “sex  chromatin”  can  be 
readily  recognized  in  skin  biopsies,  mucosal 
scrapings,  polymorphonuclear  neutrophilic  leu- 
kocytes,7 and  presumably  in  all  tissues  and 
membranes  of  the  newborn.8  The  sex  of  normal 
fetuses  in  utero  has  been  correctly  diagnosed  by 
means  of  examining  the  cells  seen  in  the  cen- 
trifuged sediment  of  amniotic  fluid  obtained 
by  paracentesis.9 

Classified  tion 

By  far  the  largest  number  of  ambisexuality 
cases  are  caused  by  congenital  adrenal  hyper- 
plasia (Table  I).  Thus  the  recognition  of  this 
condition,  or  its  elimination  as  the  etiologic 
factor,  is  the  primary  question  facing  the  phy- 
sician. Wilkins10  and  his  associates  have  made 
the  most  thorough  study  of  this  entity  and  have 
firmly  established  its  diagnostic  and  therapeutic 
aspects.  In  order  to  emphasize  the  importance 
of  differentiating  between  female  pseudoher- 
maphroditism due  to  congenita]  adrenal  cortical 
hyperplasia  and  ambisexuality  which  is  not 
associated  with  adrenal  disease,  the  term  intersex 
has  been  applied  by  Wilkins  to  the  latter  group 


only.11  This  practice  will  be  followed  in  the 
ensuing  discussion. 

Congenital  Adrenal  Cortical  Hyperplasia 
in  Females:  Pseudohermaphroditism. — This 
is  the  most  common  adrenal  disorder  of  child- 
hood. It  is  often  familial  and  is  caused  by  a 
recessive  genic  defect  preventing  the  normal 
synthesis  of  adrenocortical  hormones.  This 
results  in  an  accumulation  of  androgenic  pre- 
cursor steroids  which  influence  the  female 
embryo  to  develop  more  or  less  along  the  male 
pattern  after  the  Mullerian  ducts  have  under- 
gone differentiation.  The  characteristic  picture 
is  that  of  female  pseudohermaphroditism  with 
enlarged  clitoris  and  partial  fusion  of  the  labial 
folds  posteriorly,  so  as  to  form  an  urogenital 
sinus  within  which  the  orifices  of  the  vagina 
and  urethra  are  situated.  Variations  of  this 
appearance  occur,  depending  on  the  extent  of 
fusion  of  the  labial  folds,  and  rare  cases  showing 
a “penile”  urethra  have  been  described. 

Chromosomal  sex  determination  performed  on 
skin,  mucosal  scrapings,  or  other  tissues  of  the 
infant  show  female  “sex  chromatin.” 

Urinary  17-ketosteroids  are  usually  increased 
to  2 to  5 mg.  per  day,  even  in  the  first  few  weeks 
of  life,  compared  to  a normal  level  of  less  than 
0.5  mg.  per  day.  When  the  titer  is  equivocal, 
the  demonstration  of  urinary  pregnanetriol 
confirms  the  diagnosis. 

If  untreated,  the  level  of  17-ketosteroids 
increases  after  the  first  year  of  life,  and.  pro- 
gressive virilization  is  the  rule  with  eventual 
heterosexual  precocious  puberty.  Fortunately, 
the  administration  of  cortisone  or  its  derivatives 
produces  a prompt  and  marked  drop  in  17-keto- 
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steroid  excretion,  and  further  virilization  is 
suppressed.12 

The  finding  of  increased  17-ketosteroid  ex- 
cretion (and  pregnanetriol)  in  an  infant  with 
female  sex  chromatin  is  diagnostic  of  congenital 
adrenal  cortical  hyperplasia.  The  drop  in  the 
level  of  17-ketosteroids  after  the  use  of  cortisone 
is  an  additional  confirmatory  finding.  Ex- 
ploratory laparotomy  in  these  circumstances 
is  unnecessary.  The  child  should  be  reared  as 
a female. 

Treatment  consists  of  continuing  adequate 
dosage  of  cortisone  or  its  congeners  as  well  as 
appropriate  plastic  corrective  procedures  to  the 
perineum. 

An  additional  important  consideration  is  that 
infants  with  congenital  adrenal  cortical  hy- 
perplasia commonly  have  an  associated  sodium- 
loosing  metabolic  defect  and  can  readily  go  into 
shock  during  the  first  weeks  of  life.  They  will 
usually  die  unless  vigorously  treated  with 
saline,  cortisone,  and  desoxycorticosterone  ace- 
tate (DOCA). 

Intersexes. — Numerous  theories  have  been 
offered  to  explain  the  occurrence  of  ambisexual 
development  in  children  who  do  not  have  con- 
genital adrenal  cortical  hyperplasia.13  When 
one  considers  the  complicated  embryogenesis 
involved  and  the  multiplicity  of  factors  relating 
to  nutrition,  hydration,  mechanical  pressures, 
hormonal  balances,  etc.,  that  affect  fetal  develop- 
ment, it  is  surprising  that  intersexuality  is  as 
uncommon  as  it  is. 

The  term  intersex  will  be  restricted  to  true 
hermaphrodites  with  mixed  gonads,  male  pseudo- 
hermaphrodites whose  gonads  are  morphologi- 
cally testes  but  whose  external  genitalia  and/or 
genital  ducts  show  varying  degrees  of  female 
differentiation,  and  female  pseudohermaphrodites 
whose  gonads  are  ovaries  but  who  do  not  have 
adrenal  cortical  hyperplasia. 

The  external  genitalia  in  all  these  categories 
vary  considerably  and  cannot  be  distinguished 
by  inspection  from  one  another,  from  the  ap- 
pearance of  the  pseudohermaphrodite  caused  by 
adrenal  disease,  or  from  cases  of  perineal  hy- 
pospadias with  undescended  testes.14 

True  Hermaphrodites. — The  gonads  may  be 
testes  on  one  side  and  ovary  on  the  other.  More 
commonly,  both  gonads  are  ovotestes.  There 
are  innumerable  variations  in  the  differentiation 
of  both  the  external  genitalia  and  the  accessory 
reproductive  ducts.  It  is  impossible  to  pre- 
dict whether  the  secondary  sexual  characteristics 


will  proceed  along  male  or  female  lines  at  puberty. 
“Sex  chromatin”  may  be  either  male  or  female. 

Complete  diagnosis  requires  laparotomy.  The 
decision  as  to  sex  of  rearing  is  largely  determined 
by  the  potentialities  of  the  external  genitalia 
and  how  they  lend  themselves  to  surgical  re- 
construction in  conformity  with  the  assigned 
sex.  At  the  time  of  abdominal  exploration  a 
gonad  contradictory  to  the  sex  decided  on  should 
be  removed. 

Male  Pseudohermaphroditism. — The  ex- 
ternal genitalia  of  these  patients  run  the  gamut 
from  close  resemblance  to  the  male  to  simu- 
lation of  the  normal  female.  This  is  true  of 
their  internal  genital  ducts  as  well.  The  gonads, 
which  are  intra-abdominal  or  inguinal,  are 
histologically  testes.  “Sex  chromatin”  determi- 
nation is  male.  The  level  of  urinary  17-keto- 
steroids  in  childhood  is  not  elevated. 

Complete  diagnosis,  as  in  the  case  of  true 
hermaphrodites,  requires  surgical  exploration. 

Although  the  type  of  secondary  sexual  develop- 
ment at  puberty  cannot  be  predicted  with 
certainty,  experience  indicates  that  male  pseudo- 
hermaphrodites with  predominantly  female  ex- 
ternal genitalia  almost  always  mature  along 
feminine  lines. 

The  decision  as  to  the  sex  of  rearing  is  de- 
termined largely  by  the  potentialities  of  the 
external  genitals.  If  the  phallus  is  sufficiently 
large,  it  can  be  further  lengthened  by  release 
of  chordee.  The  penile  urethra  then  can  be 
reconstructed  and  the  internal  female  structures 
removed.  Such  a child  can  be  reared  as  a male 
with  a reasonable  expectation  of  satisfactory 
results.  On  the  other  hand,  if  the  external 
genitalia  more  closely  approximate  the  female, 
it  is  preferable  to  rear  the  child  as  a girl,  carrying 
out  whatever  plastic  surgery  is  necessary.  The 
question  of  whether  to  perform  gonadectomy  at 
the  time  of  laparotomy  is  moot.  It  would  seem 
that  the  increased  risk  of  malignant  transfor- 
mation of  an  undescended  testis,  plus  the  un- 
certainty as  to  the  type  of  hormone  it  will  se- 
crete at  puberty,  fully  justifies  its  removal. 
Substitutive  endocrine  therapy  can  be  given  at 
puberty  to  promote  development  of  appropriate 
secondary  sex  characteristics. 

Female  Pseudohermaphroditism  Without 
Adrenal  Hyperplasia. — This  is  the  least 
common  form  of  intersexuality,  and  only  a 
very  few  cases  have  been  reported.  Increased 
amounts  of  exogenous  androgens  introduced 
into  the  fetal  environment  during  the  50  to  150 
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mm.  embryonic  stage  have  been  responsible 
for  the  malformation  in  several  of  the  cases. 
There  are  reports  of  two  female  pseudoher- 
maphrodites born  to  mothers  who  had  functioning 
arrhenoblastomas  during  gestation  and  one 
instance  occurring  when  the  mother  received 
large  amounts  of  testosterone  as  treatment  for 
alopecia  during  her  first  month  of  pregnancy. 
The  remaining  cases  of  fetal  virilization  are 
unexplained. 

The  external  genitals  in  this  category  are  very 
similar  to  those  with  congenital  adrenal  cortical 
hyperplasia,  as  are  the  genital  ducts.  The 
uterus,  fallopian  tubes,  and  ovaries  are  normally 
formed  and  located.  Chromosomal  sex  de- 
termination is  female. 

There  is  no  increase  in  17-ketosteroid  ex- 
cretion nor  evidence  of  heterosexual  precocious 
puberty.  At  the  usual  age  of  pubesence  the 
breasts  enlarge  and  menstruation  may  ensue 
through  the  urogenital  sinus. 

Here  again,  complete  evaluation  requires  all 
the  diagnostic  steps  referred  to,  including  lap- 
arotomy. The  child  should,  of  course,  be 
reared  as  a female  and  appropriate  reconstruction 
of  the  perineum  carried  out,  including  clitor- 
idectomy  if  indicated. 

Summary 

An  infant  born  with  ambiguous  sexual  organs 
represents  a medical  emergency  requiring  prompt 
and  complete  diagnostic  work-up  which  should 
include  (1)  careful  inspection  of  the  external 
genitalia  and  inguinal  regions,  (2)  chromosomal 
sex  determination  (Barr),  (3)  measurement  of 
neutral  urinary  17-ketosteroids,  (4)  endoscopic 
and  x-ray  investigation  of  all  perineal  openings, 
and  (5)  if  necessary,  an  abdominal  exploration. 

The  vast  majority  of  cases  of  uncertain  sex 
are  caused  by  congenital  adrenal  cortical  hyper- 
plasia. The  diagnosis  of  this  condition  is 
readily  made  by  the  finding  of  a female  “sex 
chromatin/ 7 and  an  increased  urinary  excretion 
of  17-ketosteroids  which  promptly  drops  to 


normal  with  the  administration  of  cortisone  or 
its  congeners.  Laparotomy  is  unnecessary.  Such 
a child  should  be  reared  as  a girl.  Treatment 
consists  of  the  continued  use  of  cortisone  and 
appropriate  plastic  repair  of  the  perineum.  The 
occasionally  associated  electrolyte  disturbances 
are  controlled  by  saline  and  DOCA. 

All  other  cases  of  ambisexuality  should 
be  called  intersexes.  They  require  laparotomy 
for  complete  diagnosis.  Therapeutic  endeavors 
must  be  highly  individualized  as  described  in 
detail  above.  The  decision  as  to  sex  of  rearing 
is  largely  conditional  upon  the  potentialities  of 
the  external  genitalia  and  how  they  lend  them- 
selves to  surgical  reconstruction  in  accordance 
with  the  assigned  sex. 

49  East  88th  Street 
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Case  History 

Dr.  Thomas  N.  Silyerberg:  A forty-six- 
year-old  Austrian-born  male  was  admitted  to 
Knickerbocker  Hospital  complaining  of  fever  and 
malaise  for  ten  days  prior  to  admission. 

His  illness  began  suddenly  while  he  was  at  work 
as  a resident  physician  in  a geriatric  nursing  home. 
He  noticed  the  abrupt  onset  of  fever  accompanied 
by  a feeling  of  extreme  fatigue  and  weakness, 
slight  nausea,  and  aching  in  all  his  muscles.  Since 
the  Asian  flu  epidemic  was  then  at  its  height,  he 
concluded  that  he  must  have  contracted  it  and 
began  to  treat  himself  with  aspirin  and  A.P.C. 
tablets.  Four  or  five  days  later  he  felt  worse. 
His  temperature  was  climbing  to  103  F.  or  104  F. 
at  least  once  a day.  He  had  severe  headaches, 
was  perspiring  profusely,  and  felt  exhausted. 
For  the  next  four  days  he  took  full  therapeutic 
doses  of  Achromycin  but  noticed  no  improvement 
in  any  of  his  symptoms.  At  that  time  he  de- 
cided to  come  to  the  hospital. 

Detailed  questioning  uncovered  no  other  posi- 
tive information.  He  had  observed  no  signs  of 
localized  infection  preceding  or  associated  with 
his  illness.  He  explicitly  denied  sore  throat, 
cough,  stiff  neck,  shaking  chills,  vomiting,  diar- 
rhea, or  dysuria.  At  the  age  of  two,  he  had  had 
poliomyelitis  and  had  been  left  with  a residual 
deformity  of  his  left  leg,  but  otherwise  he  had  had 
no  major  illnesses. 

Physical  examination  revealed  a well-nourished 
and  normally  developed  man  who  appeared 
acutely  ill,  restless,  and  weak.  His  temperature 


was  102.6  F.,  pulse  134  and  regular,  respiration  26, 
and  blood  pressure  110/70.  There  was  mild  in- 
jection of  the  pharynx  but  no  exudate.  The 
sclerae  were  pale  but  not  icteric.  The  eyes  were 
normal.  The  neck  showed  some  voluntary  re- 
sistance to  flexion  without  real  rigidity.  The 
trachea  was  in  the  mid  line.  The  thyroid  was  not 
enlarged.  There  was  no  venous  distention.  The 
chest  was  symmetric  with  equal  and  adequate  re- 
spiratory excursions.  The  lungs  were  clear  to  per- 
cussion. The  breath  sounds  were  raucous  but  well 
transmitted  throughout.  There  were  no  rales, 
rubs,  or  wheezes.  The  cardiac  impulse  wTas  maxi- 
mal at  the  fifth  intercostal  space  in  the  mid- 
clavicular  line.  There  was  a regular  tachycardia 
with  the  pulse  rate  equal  to  the  ventricular  rate  of 
134.  Gallop  rhythm  was  present.  A2  was  louder 
than  P2.  There  were  no  murmurs,  rubs,  or  thrills. 
The  abdomen  was  soft,  but  there  was  definite 
tenderness  with  guarding  over  the  right  upper 
quadrant.  The  liver  edge  was  felt  indistinctly 
and  percussed  to  3 cm.  below  the  right  costal  mar- 
gin. The  tip  of  the  spleen  was  felt  one  finger- 
breadth  below  the  left  costal  margin;  it  was  soft 
and  nontender.  No  other  organs  or  masses  were 
palpated.  There  was  no  evidence  of  intra- 
abdominal fluid.  There  was  no  costovertebral 
angle  tenderng^s.  Rectal  examination  findings 
were  negative.  The  genitalia  were  normal.  The 
left  leg  was  shorter  than  the  right  with  equino- 
varus  deformity  of  the  left  foot  and  atrophy  of  the 
left  calf  muscles.  There  was  no  edema,  cyanosis, 
tenderness,  or  clubbing  of  the  extremities. 
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Slightly  enlarged,  discrete,  firm,  nontender  nodes 
were  felt  in  both  axillae,  inguinal  groups,  and  pos- 
terior cervical  chains.  Neurologic  examination 
disclosed  transient  right  ankle  clonus  and  hyper- 
reflexia  of  the  right  knee  and  ankle  jerks.  There 
were  no  pathologic  reflex  responses. 

Laboratory  studies  revealed  a urine  with  specific 
gravity  ranging  from  1.010  to  1.020,  a trace  to 
2 plus  protein,  no  sugar,  no  bile,  occasional  gran- 
ular and  hyaline  casts,  one  to  six  white  blood 
cells,  and  a rare  red  blood  cell.  The  serology 
was  negative.  On  admission,  the  hemoglobin 
was  9 Gm.,  and  the  red  cell  count  was  3.00  mil- 
lion. Seven  days  later  the  hemoglobin  was  5.7 
Gm.,  and  the  red  cell  count  1.83  million.  Subse- 
quent hemoglobin  values  ranged  from  8.4  to  10.9 
Gm.  with  red  blood  cells  ranging  from  2.92  to 
3.63  million.  On  admission,  the  white  cell  count 
was  11,050  with  73  per  cent  neutrophils,  24  per 
cent  lymphocytes,  and  3 per  cent  eosinophils. 
Subsequently,  the  white  cell  count  ranged  from 
12,500  to  29,100  with  neutrophils  from  89  to  92 
per  cent,  lymphocy tes  from  7 to  1 1 per  cent  and 
no  eosinophils. 

The  blood  creatinine  was  2.2  mg.  per  100  ml. 
The  blood  nonprotein  nitrogen  ranged  from  24  to 
46  mg.,  and  the  serum  bilirubin  ranged  from  3.9  to 
5.3  mg.  The  total  protein  was  5.5  Gm.  per  100 
ml.,  with  2.2  Gm.  albumin  and  3.3  Gm.  globulin. 
The  cephalin  flocculation  was  3 plus  on  one  occa- 
sion and  2 plus  ten  days  later.  The  serum  elec- 
trolytes were  normal.  Cold,  febrile,  and  heter- 
ophil agglutinins  were  all  negative.  The  cerebro- 
spinal fluid  with  an  initial  pressure  of  120  mm. 
was  clear,  free  of  cells,  and  sterile. 

Hemolytic  Staphylococcus  aureus  and  entero- 
coccus were  grown  from  the  urine  on  admission. 
Three  blood  cultures  on  the  day  of  admission  and 
two  on  the  next  day  all  grew  out  hemolytic  and 
nonhemolytic  Staphylococcus  aureus.  Blood  cul- 
tures were  negative  for  the  following  ten  days. 
Afterwards,  all  cultures  grew  out  abundant 
hemolytic  Staphylococcus  aureus.  The  same  or- 
ganism was  cultured  on  one  occasion  from  the 
sputum. 

Apart  from  a sinus  tachycardia  of  135,  the  ad- 
mission electrocardiogram  was  normal.  Two 
weeks  later  with  a sinus  tachycardia  of  115,  the 
QRS  transitional  zone  had  shifted  from  V3  to 
V«.  Two  weeks  after  that,  on  the  day  the  pa- 
tient died,  the  electrocardiogram  showed  a sinus 
tachycardia  of  125,  an  incomplete  right  bundle 
branch  block,  a QRS  transitional  zone  at  V5  with 
widening  of  the  QRS  complex  from  0.08  to  0.10, 


and  unusually  small  QRS  complexes  in  all  leads. 

During  the  first  hospital  day  the  patient’s 
temperature  rose  to  105  F.  He  complained  of 
severe  pleuritic  pain  on  both  sides  of  the  upper 
chest.  Several  observers  heard  a pleuropericardial 
friction  rub,  and  an  x-ray  was  interpreted  as  sug- 
gestive of  a patchy  pneumonic  process  involving 
both  lower  lung  fields. 

On  the  following  day  the  patient  became  more 
restless,  mentally  confused,  and  quite  tachypneic. 
At  this  time  blood  cultures  were  reported 
positive  for  Staphylococcus  organisms,  and  ther- 
apy was  started  with  3 Gm.  each  of  Chloromyce- 
tin and  erythromycin  daily.  The  patient  then 
appeared  so  feeble  and  critically  ill  that  200  mg. 
of  hydrocortisone  was  added  intravenously  over 
the  next  eight  hours. 

The  next  morning  his  temperature  fell  to  99.6 
F.,  and  he  seemed  stronger  and  more  alert.  He 
was  given  40  units  of  ACTH  intramuscular^,  and 
40,  30,  and  20  mg.  of  Meticorten  respectively  was 
administered  orally  on  the  three  succeeding  days. 
During  most  of  this  time  his  temperature  never 
went  above  100.6  F.  The  patient  reported  no 
recurrence  of  chest  pain,  but  liver  enlargement 
and  tenderness  did  persist. 

Three  days  after  the  institution  of  steroids,  the 
patient  began  to  complain  of  severe  and  crampy 
abdominal  pain.  Generalized  tenderness,  rigid- 
ity, and  rebound  developed,  and  an  x-ray  showed 
free  air  below  the  diaphragms.  At  laparotomy 
an' acute  anterior  pyloric  wall  ulcer  was  found  to 
have  perforated.  No  other  abnormalities  were 
seen,  and  the  surgeons  closed  the  perforation. 

On  the  same  da3'  the  laboratory  once  again  re- 
ported that  blood  cultures  produced  hemolytic 
Staphylococcus  aureus.  The  dosage  of  erythro- 
mycin was  increased  to  4 Gm.  daily,  and  peni- 
cillin in  a dose  of  40  million  units  daily  was 
started. 

For  the  next  two  days  the  patient  looked  well 
and  felt  better.  Although  his  abdomen  was 
slightly  distended,  and  he  passed  nothing  through 
the  rectum,  bowel  sounds  were  heard,  and  the 
chest  was  clear.  His  temperature  fluctuated  be- 
tween 99  F.  to  102  F. 

On  the  eighth  hospital  day  the  patient  became 
drowsy,  weak,  and  confused.  It  was  found  that 
his  hemoglobin  had  dropped  to  5.7  Gm.  and  that 
his  stomach  contents  were  strongly  guaiac  posi- 
tive. After  administration  of  1,500  cc.  of  whole 
blood,  he  again  seemed  greatly  improved,  although 
he  continued  to  be  febrile. 

Four  days  later  he  suddenly  complained  of  up- 
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per  abdominal  pain  and  shortness  of  breath.  He 
appeared  dyspneic  but  not  cyanotic,  and  the  only 
new  ph}rsical  finding  was  rale  sounds  in  an  area  in 
the  right  lower  posterior  chest.  During  the  next 
two  days  dullness  and  diminished  breath  sounds 
developed  over  the  same  region,  and  his  tempera- 
ture began  to  climb  to  higher  levels.  An  x-ray 
showed  a homogeneous  right  lower  lung  field 
density,  and  a sputum  culture  produced  hemolytic 
Staphylococcus  aureus.  There  was  now  evi- 
dence of  bilateral  pretibial  edema,  and  the  pa- 
tient developed  physical  signs  of  consolidation 
over  the  left  lower  lung  field.  However,  he  was 
coughing  very  little. 

Tube  dilution  and  disk  studies  showed  that  the 
organisms  cultured  from  sputum  and  blood  were 
sensitive  to  Chloromycetin  and  neomycin.  Ac- 
cordinghr,  neomycin  was  added  to  the  antibiotic 
regimen. 

During  the  next  week  there  was  progressive, 
but  incomplete  clearing  of  the  lung  fields  on  both 
sides.  However,  an  erratic,  septic-type  febrile 
course  prevailed.  Liver  enlargement,  tachy- 
cardia, and  gallop  rhythm  were  prominent,  and 
for  several  days  evidence  of  thrombophlebitis  was 
noted  around  the  site  of  a cut-down  on  the  left 
ankle. 

Two  days  before  his  death,  the  patient  de- 
veloped a persistent,  nonproductive,  barking 
cough.  His  upper  chest  had  a cyanotic  hue,  and 
there  was  some  dilatation  of  the  neck  and  anterior 
chest  veins.  The  breath  sounds  were  described 
as  diminished  to  absent  over  both  bases,  and  rales 
were  audible  above  the  bases. 

On  the  final  day  the  patient  complained  of  re- 
curring short  periods  of  upper  chest  pain  radiating 
to  the  back  and  left  shoulder.  His  blood  pressure 
fell  to  90/60  and  his  temperature  rose  to  105  F. 
He  became  weaker  and  more  tachypneic,  and  he 
quietl}’’  expired. 

Discussion 

Dr.  Emanuel  Appelbaum:  Although  this  case 
may  in  a sense  be  regarded  as  an  open  one,  many 
of  its  clinical  aspects  nonetheless  should  be  eluci- 
dated. On  the  basis  of  the  clinical  picture  and  of 
the  blood  cultures,  which  were  repeatedly  positive 
for  hemolytic  Staphylococcus  aureus,  a basic  diag- 
nosis of  staphjdococcus  bacteremia  appears 
clearly  warranted.  It  was  also  established  at 
operation  that  an  ulcer,  situated  in  the  anterior 
pyloric  wall,  had  perforated.  However,  many 
questions  arise  regarding  the  pathogenesis  of  the 
patient’s  infection,  the  extent  of  involvement,  and 


the  several  complications  that  developed  during 
the  course  of  the  disease. 

In  order  to  help  in  the  understanding  of  this 
case,  it  is  necessary  to  comment  briefly  on  certain 
basic  principles  of  staphylococcus  infection.  If  an 
animal  is  inoculated  intravenously  with  patho- 
genic staphylococci,  it  may  die  within  twenty- 
four  hours  as  a result  of  the  bacterial  exotoxin,  or 
it  ma}^  survive  for  a number  of  days  and  develop 
metastatic  abscesses.  The  results  of  staphjdococ- 
cal  bacteremia  in  man  are  very  similar.  There 
may  be  a fulminating  infection  with  rapid  death 
of  the  patient,  or  the  disease  may  be  somewhat 
prolonged  with  metastatic  abscesses  forming  in 
many  organs  of  the  body.  The  latter  course  is 
the  more  usual  one.  The  primal  staphylococcal 
focus  may  be  in  the  skin,  respiratory  passages,  or 
genitourinary  tract.  Although  the  bacterial  in- 
vasion of  the  blood  stream  majr  be  direct  from  the 
primary  infection,  more  commonly  there  appears 
in  the  area  of  the  primary  lesion  a suppurative 
thrombophlebitis  from  which  organisms  or  septic 
emboli  are  mobilized  into  the  circulation  and  pro- 
duce multiple  metastatic  abscesses  in  the  lungs, 
heart,  kidneys,  liver,  brain,  bones,  and  other 
organs.  Each  secondary  focus  may  in  turn  fur- 
ther extend  the  process  of  septic  embolization. 

Serious  staphjdococcal  infections  have  become 
more  common,  since  most  hospital  strains  of 
staphylococci  and  to  a lesser  extent  strains  in  the 
community  at  large  have  become  antibiotic- 
resistant. 

In  this  case  the  acute  illness  prior  to  admission 
to  the  hospital  was  of  short  duration.  There  was 
no  history  of  a recent  antecedent  skin,  respira- 
torjq  or  urinary  tract  infection.  It  is  reasonable 
to  assume  that  the  staphylococcus  bacteremia  was 
ushered  in  with  the  onset  of  the  present  illness. 
The  primary  source  of  the  infection,  however,  is 
not  clear.  It  should  be  noted  that  on  admission 
the  lungs  were  not  involved.  The  cause  of  early 
enlargement  and  tenderness  of  the  liver  is  difficult 
to  determine.  The  possibility  of  a deep-seated 
liver  abscess  or  abscesses  must  be  considered. 
This  suspicion  gains  support  from  several  liver 
function  tests  which  showed  some  impairment  of 
the  liver.  On  the  other  hand,  it  is  possible  that 
the  gastric  ulcer  may  have  been  present  on  ad- 
mission, and  it  could  have  accounted  for  the  upper 
abdominal  pain  and  tenderness.  There  is  evi- 
dence that  the  staphylococcus  with  which  the  pa- 
tient was  infected  was  penicillin-resistant,  al- 
though many,  if  not  most,  nonhospital  strains  of 
staphylococci  are  at  present  penicillin-sensitive. 
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The  clinical  course  can  perhaps  best  be  inter- 
preted by  appraising  the  serious  developments  in 
the  various  systems.  Evidence  of  bilateral 
pneumonia  associated  with  pleurisy  and  ac- 
companied by  a sharp  rise  in  temperature  was 
noted  on  the  day  after  admission.  Following 
short  periods  of  improvement,  the  pleuropneu- 
monitis  recurred  twice,  the  last  time  with  signs 
suggestive  of  bilateral  effusion.  It  should  be 
noted  that  the  sputum  culture  was  positive  for 
hemolytic  Staphylococcus  aureus.  The  patient, 
it  seems  to  me,  had  a staphylococcal  pneumonia, 
secondary  to  embolic  septic  infarction  and  asso- 
ciated with  multiple  abscesses  and  pleural  ef- 
fusion. This  is  to  be  distinguished  from  primary 
staphylococcal  pneumonia,  which  arises  in  the 
lungs  or  which  may  develop  shortly  after  a viral 
infection,  such  as  influenza.  The  septic  infarcts 
reached  the  lungs  from  distant  foci  of  suppurative 
thrombophlebitis  and  possibly  also  from  endo- 
cardial vegetations  in  the  right  side  of  the  heart. 
May  we  now  review  the  x-ray  findings? 

Dr.  Joseph  M.  Moynahan:  The  initial  chest 
x-ray  shows  the  heart  and  lungs  to  be  essentially 
normal.  The  second  film,  taken  ten  days  later, 
shows  an  area  of  consolidation  at  the  right  base, 
probably  in  the  right  middle  lobe.  An  apparent 
increase  in  heart  size  is  probably  related  to  the  pa- 
tient’s recumbent  position . Four  days  later  there 
is  no  change  in  the  consolidation  at  the  right  base. 
However,  there  has  now  developed  an  irregular  in- 
filtration in  the  left  paracardiac  region  as  well  as  a 
moderate  amount  of  fluid  at  the  left  base.  An 
x-ray  taken  six  days  later  reveals  no  significant 
change  during  the  interval  except  for  possible 
slight  increase  in  the  fluid  at  the  left  base.  The 
last  chest  x-ray,  taken  on  the  day  of  the  patient’s 
death,  is  a portable  film  of  rather  poor  technical 
quality.  It  appears  to  show  a slight  diminution 
of  the  densities  in  both  lung  fields. 

The  changes  which  I have  described  are  com- 
patible with  bilateral  pneumonic  processes. 
However,  the  presence  of  pleural  fluid  raises  the 
question  of  pulmonary  infarction.  The  apparent 
resolution  of  these  densities  on  the  final  film  does 
not  necessarily  militate  against  the  possibility 
that  they  represent  areas  of  infarction.  Pul- 
monary infarcts  may  appear  radiologically  as 
transient  or  fleeting  shadows,  since  fluid  exudation 
or  intra-alveolar  hemorrhage  may  occur  without 
actually  producing  tissue  necrosis. 

Films  of  the  abdomen  in  frontal  and  lateral  de- 
cubitus show  a large  amount  of  free  intraperi- 
toneal  air  without  evidence  of  paralytic  ileus. 


Dr.  Appelbaum:  Another  serious  development 
was  the  perforation  of  an  ulcer  in  the  pyloric  por- 
tion of  the  stomach.  Although  the  patient  gave 
no  ulcer  history,  he  nevertheless  might  have  had 
the  lesion  on  admission.  It  seems  more  likely 
however,  that  the  ulcer,  its  perforation,  and  the 
subsequent  gastric  bleeding  had  been  induced  by 
the  steroids.  The  gastric  location  of  the  ulcer, 
the  subsequent  bleeding,  suggesting  the  presence 
of  more  than  one  ulcer,  and  the  absence  of  an  ulcer 
history  are  points  in  support  of  a steroid  etiology. 

In  this  connection  it  may  be  pertinent  to  com- 
ment on  the  use  of  the  steroids.  There  is  evi- 
dence that  the  steroids  and  corticotropin  may  be 
beneficial  in  treating  infections  caused  by  certain 
gram-negative  bacteria  which  frequently  elab- 
orate endotoxins.  In  infections  with  these  or- 
ganisms, the  limited  use  of  hormones  in  addition 
to  antibiotics  may  relieve  toxemia  and  shock. 
However,  in  staphylococcal  infections,  in  which 
antiobiotic  therapy  is  frequently  ineffective,  the 
use  of  hormones  is  distinctly  hazardous,  since  it 
may  lead  to  a widespread  dissemination  of  the  in- 
fection. There  is  also  evidence  that  hydrocorti- 
sone in  particular  is  harmful  in  treating  infections 
and  that  the  use  of  corticotropin  may  cause  the 
adrenals  to  secrete  hydrocortisone  predominantly. 
It  is  conceivable,  therefore,  that  the  use  of  hor- 
mones aggravated  the  patient’s  infection. 

In  reference  to  the  heart,  there  is  room  for  much 
speculation.  The  clinical  and  electrocardio- 
graphic findings  suggest  the  presence  of  myocar- 
dial and  pericardial  involvement.  It  is  a reason- 
able assumption  that  there  were  multiple  ab- 
scesses in  the  heart.  In  the  preterminal  phase, 
the  clinical  findings,  especially  the  dilated  neck 
and  chest  veins,  the  drop  in  systemic  blood  pres- 
sure, and  the  low  electrocardiographic  voltage, 
suggest  the  presence  of  cardiac  tamponade  by  per- 
icardial fluid.  Of  particular  interest  are  the  elec- 
trocardiographic findings  of  a shift  of  the  QRS 
transitional  zone  from  V3  to  V5  and  of  a right 
bundle  branch  block.  These  changes  are  com- 
patible with  a diagnosis  of  cor  pulmonale  with  a 
dilated  right  ventricle  due  to  pulmonary  infarc- 
tion. Since  there  were  no  murmurs,  it  is  difficult 
to  say  whether  there  was  endocardial  involve- 
ment. However,  the  high  incidence  of  endocar- 
ditis in  staphylococcus  septicemia  makes  the 
presence  of  endocardial  involvement  a likely 
possibility,  especially  in  view  of  the  persistently 
positive  blood  cultures.  Absence  of  murmurs 
does  not  necessarily  rule  out  endocarditis,  since 
vegetative  lesions  may  occur  on  the  mural  en- 
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docardium. 

The  repeated  reference  of  enlargement  and 
tenderness  of  the  liver  certainly  suggests  involve- 
ment of  that  organ.  The  abnormal  laboratory 
findings,  although  not  too  pronounced,  would  seem 
to  support  this  belief.  On  admission  there  was  no 
basis  for  suspecting  the  presence  of  subphrenic 
abscess,  although  this  complication  might  have 
occurred  after  perforation  of  the  ulcer.  It  is  of 
interest  that  at  laparotomy  the  surgeons  did  not 
note  liver  involvement.  My  impression  is  that 
there  was  a deep-seated  abscess  or  abscesses  in  the 
liver.  It  is  possible  that  right-sided  heart-failure 
contributed  to  the  hepatic  enlargement  and  ten- 
derness. 

Although  the  evidence  is  meager,  it  is  my  belief 
that  there  were  multiple  abscesses  in  the  kidneys, 
spleen,  and  possibly  other  organs. 

One  may  question  why  the  patient  failed  to  re- 
spond to  the  intensive  antibiotic  therapy.  The 
answer  is  not  a simple  one.  At  the  present  time 
about  70  per  cent  of  patients  with  persistent 
staphylococcal  bacteremia  die.  The  more  ob- 
vious reasons  for  the  high  mortality  rate  are  the 
high  incidence  of  antibiotic-resistant  staphy- 
lococci, especially  among  hospital  strains,  and  the 
basic  severity  of  the  disease  which  is  frequently 
associated  with  other  adverse  conditions  and  com- 
plications. In  addition,  the  patients  are  often 
given  steroids  which  further  aggravate  the  infec- 
tion and  at  times  induce  other  complications.  In 
some  cases  failure  to  drain  an  abscess  may  be  re- 
sponsible for  a fatal  outcome.  Some  of  the  ad- 
verse factors  that  I have  mentioned  certainly  were 
present  in  this  case. 

To  sum  up,  I believe  that  the  basic  diagnosis 
was  staphylococcus  bacteremia  which  was  compli- 
cated by  septic  infarctions  of  the  lungs  and  asso- 
ciated with  pneumonitis  and  pleuritis,  and  mul- 
tiple abscesses  in  the  heart,  kidneys,  liver,  spleen, 
and  possibly  other  organs.  There  was  suggestive 
evidence  of  pericardial  effusion  with  cardiac  tam- 
ponade. Certain  of  the  electrocardiographic 
findings  were  compatible  with  the  presence  of  cor 
pulmonale.  Although  there  was  no  direct  evi- 
dence, the  possibility  of  endocarditis  cannot  be 
excluded.  I believe  that  there  were  multiple 
gastric  ulcers  which  were  induced  by  the  steroids. 
It  is  likely  that  the  hormones  also  aggravated  the 
staphyloccocal  septicemia  which  was  caused  by 
penicillin-resistant  organisms. 

Dr.  Marcel  Ttjchman:  Those  of  us  who  at- 
tended this  patient  were  very  much  struck  by  the 
rapidly  developing  and  persistent  anemia.  Do 


you  feel  that  this  was  primarily  related  to  sepsis, 
or  do  you  believe  that  it  was  due  to  bleeding  as 
well  as  to  hemolysis? 

Dr.  Appelbaum:  One  does  not  usually  en- 
counter so  severe  an  anemia  with  sepsis  alone.  I 
believe  that  gastrointestinal  bleeding  was  un- 
doubtedly a factor. 

Dr.  Michael  S.  Bruno:  Would  you  return  for 
a moment  to  the  question  of  steroid  therapy? 
Initially,  in  the  management  of  this  patient, 
steroids  were  withheld.  As  the  gravity  of  his 
situation  increased,  hydrocortisone  and  ACTH 
were  both  given  for  whatever  supportive  benefit 
they  might  give  to  a patient  so  desperately  ill. 
At  such  a critical  juncture,  do  you  feel  that 
steroids  are  more  likely  to  potentiate  infection 
than  to  be  of  benefit? 

Dr.  Appelbaum:  Certainly  this  is  a highly 
controversial  question.  Most  authorities  feel 
that  in  cases  of  typhoid  and  other  gram-negative 
organism  infection,  especially  those  of  the  genito- 
urinary tract,  short-term  use  of  steroids  in  con- 
junction with  antibiotics  may  be  useful.  How- 
ever, in  staphylococcal  infection  the  evidence 
seems  to  point  strongly  toward  the  dangers  of  dis- 
semination. May  I ask  a question?  The  elec- 
trocardiographic changes  are  quite  unusual.  How 
were  they  evaluated  by  the  attending  staff? 

Dr.  Bruno:  The  shift  in  the  QRS  transitional 
zone  together  with  the  emergence  of  a right 
bundle  branch  block  were  interpreted  as  indica- 
tive of  developing  pulmonary  hypertension. 

Dr.  Thomas  N.  Silverberg:  We  likewise  be- 
lieved that  the  low  voltage  which  developed  to- 
ward the  end  of  the  illness  was  due  in  some  meas- 
ure to  the  pleural  effusions  and  in  some  measure 
to  his  moribund  state. 

Diagnoses 
Clinical : — 

Staphylococcal  bacteremia 
Staphylococcal  pneumonia,  bilateral 
Pulmonary  infarcts 
Thrombophlebitis,  leg  veins 
Perforated  ulcer,  duodenum 
? Liver  abscess,  staphylococcal 
? Bacterial  endocarditis 
Dr.  Appelbaum: — 

Staphylococcal  bacteremia 

Septic  infarction  of  lungs  with  pneumonitis  and 
pleuritis 

M ultiple  embolic  abscesses  in  heart,  liver,  spleen, 
and  kidneys 


Part  I — September  1,  1958 


2809 


KNICKERBOCKER  HOSPITAL 


Fig.  1.  Close-up  showing  the  large  fleshy  vegetations 
on  the  tricuspid  valve. 


Fig.  2.  Mural  endocardium  just  below  the  tricuspid 
valve  showing  acute  fibrinopurulent  exudation. 

Multiple  peptic  ulcers,  secondary  to  steroid 
therapy 

f Pericardial  effusion 
? Bacterial  endocarditis 
Suppurative  thrombophlebitis 

Anatomic : — 

Acute  bacterial  endocarditis,  tricuspid  valve, 
staphylococcal,  with  tricuspid  stenosis 
Bacteremia,  hemolytic  Staphylococcus  aureus 
Multiple  pulmonary  infarcts,  septic,  with  early 
abscess  formation 

Bilateral  serosanguineous  pleural  effusions 
Fibrinous  pleuritis,  left 
Cardiac  hypertrophy,  slight 
Acute  passive  congestion  of  liver  and  spleen 
Peptic  ulcer,  duodenum,  repaired 
Suture  abscess,  right  paramedian  incision,  small 
Embolic  thrombus,  left  pulmonary  arterial  ramus, 
in  left  upper  lobe,  recent,  secondary  to  phlebo- 
thrombosis  of  right  femoral  vein 

Pathologic  Report 

Dr.  William  B.  Ober:  One  of  the  rarest 


Fig.  3.  Lung  near  the  edge  of  a septic  infarct 
showing  pronounced  squamous  metaplasia  with  a 
pseudoepitheliomatous  pattern. 


forms  of  cardiac  infection  is  acute  bacterial  endo- 
carditis involving  a previously  normal  tricuspid 
valve  and  limited  to  that  valve.  It  is  more  im- 
portant to  understand  the  biology  of  staphylococ- 
cal infection  than  to  pinpoint  the  seat  of  infection. 
The  tricuspid  valve  in  this  patient  was  overgrowm 
by  large,  reddish,  friable  vegetations  (Fig.  1) 
which  partly  obstructed  the  flow  of  blood  from  the 
right  auricle  to  the  right  ventricle,  thus  creating 
a functional  stenosis.  I am  convinced  that  this 
was  the  cause  of  the  hepatomegaly.  The  liver 
weighed  almost  2,500  Gm.  and  was  markedly  con-  ' 
gested  but  had  no  signs  of  infection.  There  was 
also  extension  of  the  infectious  process  to  the 
nearby  mural  endocardium  (Fig.  2).  As  one 
might  expect,  both  lungs  were' the  seat  of  multiple 
septic  infarcts,  some  of  which  had  progressed  to 
localized  abscess  formation.  It  is  very  difficult 
to  draw  a sharp  dividing  line  between  a septic 
infarct  and  its  secondary  abscess  on  purely 
microscopic  grounds.  In  the  pulmonary  paren- 
chyma near  the  infarcts  there  was  pronounced 
squamous  metaplasia  (Fig.  3).  It  took  a month 
or  less  for  this  to  develop.  The  duodenal  ulcer 
was  in  the  process  of  healing.  There  was  also  a 
bland  phlebothrombosis  of  the  right  femoral  vein 
wrhich  had  given  rise  to  a single  pulmonary  embo- 
lus a day  or  two  before  death,  but  this  was  not  re- 
lated to  the  septic  infarcts. 

One  of  the  most  significant  facts  about  this  pa- 
tient was  his  occupation.  He  worked  as  a resi- 
dent physician  in  a Jewish  geriatric  nursing  home. 

In  these  days  when  we  are  so  conscious  of  strains 
of  “hospital  staphylococci/  ’ I can  best  describe 
such  an  institution  as  a milieu  in  which  a large 
number  of  diabetics  and  prediabetics  live  in  un- 
easy S3unbiosis  with  the  staphylococcus.  There 
is  a distinct  occupational  hazard  in  working  in 
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such  places.  If  I speak  with  some  feeling,  it  is 
because  I have  contracted  two  episodes  of  staphy- 
lococcal bacteremia  at  the  autopsy  table  in  recent 
years.  In  the  absence  of  an  overt  antecedent 
localized  septic  process  in  this  patient,  I would 
assume  that  the  portal  of  entry  was  probably  the 
respiratory  tract.  It  is  wholly  possible  that  he 
actually  had,  as  he  thought,  the  Asian  flu  and 
that  the  bacterial  infection  was  secondary  to  that. 

Recently,  Finland  and  Jones1  reported  that  in 
1,172  patients  studied  at  the  Boston  City  Hos- 
pital in  January,  1956,  there  were  68  cases  of 
staphylococcal  infection  present  at  the  time  of  ad- 
mission and  113  cases  of  staphylococcal  infection 
probably  acquired  in  the  hospital.  These  figures 
do  not  include  a number  of  nosocomial  infections 
in  the  resident  house  staff,  nurses,  or  service  per- 
sonnel. A total  of  42  cases  of  current  or  recent 
infection  was  found  in  this  group  at  that  time. 
A study  of  postmortem  material  was  done  at  the 
same  institution  during  1955.  Of  914  cases  in 
which  cultures  were  taken,  hemolytic  Staphy- 
lococcus aureus  was  present  in  pure  form  or  pre- 
dominant in  266  cases  or  in  almost  30  per  cent  of 
them.  Subsequently,  Finland2  cautioned  against 
the  use  of  anticoagulants  as  a means  of  increasing 
the  efficacy  of  antibacterial  therapy: 

Its  use  proved  to  be  most  dangerous  in  exactly  those 
patients  for  whom  it  was  expected  to  be  most  bene- 
ficial, namely,  those  with  large  and  multiple  em- 
boli. Subarachnoid  hemorrhage  occurred  with 
alarming  frequency  in  these  patients  with  heparini- 
zation and  was  almost  invariably  fatal  before  the 
curative  effect  of  the  antibacterial  agent  could  be 
achieved. 

Finland  also  cautions  against  the  use  of  anti- 
inflammatory glucocorticoids  or  corticotropin  be- 
cause of  the  adverse  systemic  effects  of  their  pro- 
longed use  and  the  possibility  of  superinfection 
with  other  resistant  bacteria. 

Bain  et  al.z  reviewed  23  cases  of  right-sided 
bacterial  endocarditis.  The  tricuspid  valve  was 
predominantly  involved  in  15  of  the  cases.  The 
causative  organism  was  identified  in  19  cases.  In 
11  cases  the  pathogen  was  a Staphylococcus. 
Although  the  organisms  were  recovered  with  ease 
from  the  peripheral  venous  blood,  peripheral  ab- 
scesses were  found  in  only  nine  cases,  eight  of 
which  were  due  to  Staphylococcus.  However,  in 
21  of  the  23  cases,  multiple  septic  pulmonary  in- 
farcts were  present.  In  only  three  of  the  15  cases 
of  tricuspid  endocarditis,  a cardiac  murmur 
was  heard.  The  diagnosis  of  endocarditis  or  en- 


darteritis was  made  before  death  in  only  six  of  the 
23  cases,  and  in  only  three  instances  was  the 
correct  location  of  the  vegetations  predicted.  In 
two  of  these  cases  the  “machinery-like”  murmur 
of  a patent  ductus  arteriosus  served  as  the  clue  for 
a correct  diagnosis  of  endarteritis  of  that  struc- 
ture. In  one  case,  a murmur  typical  for  pulmonic 
stenosis  led  to  a diagnosis  of  bacterial  endocarditis 
of  that  valve.  In  the  remaining  three  cases  in 
which  an  antemortem  diagnosis  of  bacterial  endo- 
carditis was  made,  there  were  obvious  murmurs, 
but  no  attempt  was  made  to  localize  the  site  of  the 
lesion.  In  none  of  the  cases  of  tricuspid  endocar- 
ditis was  the  diagnosis  made  before  death. 

Fever  was  present  in  93  per  cent  of  the  cases, 
leukocytosis  in  92  per  cent,  pulmonary  symptoms 
or  findings  in  87  per  cent,  anemia  in  75  per  cent, 
positive  blood  cultures  in  73  per  cent,  hematuria 
in  70  per  cent,  and  splenomegaly  in  7 per  cent. 
According  to  Bain  and  his  associates,  the  signs  of 
infection,  anemia,  positive  blood  cultures,  micro- 
hematuria, and  evidence  of  pulmonary  infarction 
without  disease  in  the  peripheral  veins  should 
make  the  diagnosis  of  right-sided  endocarditis 
come  to  mind  despite  the'  absence  of  significant 
cardiac  murmurs. 

Dr.  Michael  S.  Bruno:  There  are  many 
lessons  to  be  learned  from  this  morning’s  case, 
but  the  most  important  is  the  matter  of  diagnosis 
of  acute  bacterial  endocarditis  when  it  is  restricted 
to  the  right  side  of  the  heart.  The  tricuspid 
valve  is  the  most  common  focus  of  disease  in  this 
condition,  being  the  site  of  infection  three  times  as 
often  as  the  pulmonic  valve.  Right-sided  endo- 
carditis frequently  involves  previously  non- 
diseased  valves.  This  is  especially  true  in  staphy- 
lococcal infections,  which  have  become  the  most 
common  cause  of  right-sided  endocarditis.  How- 
ever, congenital  cardiac  anomalies  are  sometimes 
associated,  such  as  patent  ductus  arteriosus,  ven- 
tricular septal  defect,  pulmonary  stenosis,  or 
tetralogy  of  Fallot. 

The  course  of  the  disease  is  usually  fulminating 
and  acute.  Pulmonary  symptoms  and  signs  may 
be  the  presenting  and  often  the  predominant  fea- 
ture of  this  disease.  Cardiac  murmurs,  except  in 
the  presence  of  an  underlying  congenital  anomafy, 
are  only  rarely  heard.  This  is  particularly  true 
when  the  tricuspid  valve  is  selectively  involved. 
Peripheral  embolization  is  uncommon,  yet  the 
incidence  of  positive  blood  cultures  is  high.  This 
would  appear  to  be  due  to  a qualitative  difference 
in  the  filtering  action  of  the  lungs  which  is  most 
efficient  in  preventing  embolic  particles  from  en- 
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tering  the  systemic  circulation,  yet  does  not  have 
the  capacity  to  filter  out  bacteria  as  well. 

Clinical  and  electrocardiographic  changes  sug- 
gesting the  diagnosis  of  pulmonary  hypertension 
and  its  associated  complications  may  predomi- 
nate. This  may  be  due  either  to  the  multiple 
pulmonary  emboli  or  to  the  vegetations  which  if 
crucially  placed  may  obstruct,  at  least  partially, 
right  ventricular  outflow.  Both  factors  may 
occur  simultaneously  and,  as  in  our  case,  be  im- 
portant features  of  the  disease.  In  addition  to 
the  multiple  pulmonary  infarctions,  a functional 
tricuspid  stenosis  was  produced  by  an  overgrowth 
of  large  friable  vegetations  which  partially  ob- 
structed the  flow  of  blood  into  the  right  ventricle. 


The  very  grave  and  seemingly  more  prevalent 
problem  of  eradication  and  control  of  serious  dis- 
seminated staphylococcal  infection,  especially 
when  associated  with  a seeding  endocardial  focus, 
is  underscored  by  this  case.  This  is  especially 
true  when  viewed  in  retrospect.  The  postmortem 
evidence  of  persistent,  rather  striking  vegetative 
endocarditis  growing  most  luxuriantly  in  the 
presence  of  a saturated  antibiotic  environment  is 
disheartening. 

References 

1.  Finland,  M.,  and  Jones,  W.  F. : Ann.  New  York  Acad. 

Sc.  65:  191  (1956). 

2.  Finland,  M.:  J. A. M. A.  166:  364  (Jan.  25)  1958. 

3.  Bain,  R.  C.,  Edwards,  J.  E.,  Scheifley,  C.  H.,  and 

Geraci,  J.  E.:  Am.  J.  Med.  24 : 98  (1958). 


Protect  Preschool  Children  from  Accidents 


Better  protection  against  accidents  is  urgently 
needed  for  America’s  preschool  children,  according 
to  statisticians  of  the  Metropolitan  Life  Insurance 
Company. 

The  proportion  of  accidental  deaths  to  the  total 
number  of  deaths  in  the  one  to  four  age  group  has 
increased  from  12  per  cent  to  nearly  30  per  cent  in 
two  decades,  the  statisticians  point  out.  While  the 
death  rate  from  disease  in  this  age  group  was  being 
reduced  by  four-fifths — from  417.3  to  82.4  per  100,- 
000 — between  1934-35  and  1954-55,  the  correspond- 
ing decrease  for  fatal  accidents  was  much  smaller 
— from  56.5  to  33.1  per  100,000. 

Currently,  accidents  take  about  4,800  lives  each 
year  among  preschool  children.  This  is  more  than 
twice  the  deaths  from  pneumonia  and  influenza, 
which  ranks  second  among  the  causes  of  death. 

Motor  vehicle  accidents  are  responsible  for  about 
one  third  of  all  the  accidental  deaths  in  this  age 
group.  The  majority  of  motor  vehicle  victims  are 
injured  on  streets  or  highways,  but  an  appreciable 
number  are  killed  in  their  own  driveway  or  yard. 

Conflagrations  and  burns,  drowning,  and  poison- 


ing by  solids  or  liquids  also  rank  high  on  the  list  of 
child  killers,  with  24,  13,  and  7 per  cent,  respec- 
tively, of  the  accident  fatalities  in  1954-55.  Leaving 
children  without  adequate  supervision  in  the  home 
is  an  important  factor  in  the  deaths  from  fires. 
The  youngest  children  are  most  .vulnerable  to 
drownings — two-thirds  of  such  deaths  in  the  one  to 
four  age  group  occurring  at  ages  one  and  two.  The 
largest  number  of  the  deaths  from  poisoning  occur 
from  age  one  to  age  two,  when  children  tend  to  put 
into  their  mouths  almost  anything  within  reach. 

“There  is  an  element  of  tragic  irony  in  the  fact 
that  accidents,  which  are  largely  amenable  to  con- 
trol, outrank  by  a wide  margin  every  other  cause  of 
death  among  young  children,”  the  statisticians 
conclude.  “Responsibility  for  sharply  reducing 
this  loss  of  life  rests  mainly  with  parents.  By  be- 
coming aware  of  the  types  of  accidents  which  pre- 
dominate at  the  various  stages  in  the  development 
of  the  child,  parents  can  take  steps  to  eliminate  many 
of  the  hazards. 

Also,  children  should  be  taught  simple  safety 
measures.” 
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Medical  Treatment  of  Alcoholism 
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The  medical  treatment  of  alcoholism  is  rapidly 
becoming  more  important  in  accomplishing 
recovery  for  patients  with  this  disease.  Because 
of  the  fear  and  threat  that  so  many  alcoholics 
feel  about  any  treatment,  a medical  approach 
seems  much  more  acceptable.  With  the  general 
feeling  of  physical  well-being,  any  type  of  therapy 
becomes  less  of  a threat,  and  the  cooperation  of 
the  patient  becomes  much  more  possible. 

It  is  important,  therefore,  that  the  patient  be 
given  as  healthy  a physiological  basis  as  is  possible 
before  any  type  of  therapy  is  applied.  With  the 
newer  medications  at  the  disposal  of  the  therapist, 
a medical  approach  can  be  used  with  much  better 
results  and  fewer  untoward  side-effects  than  with 
the  older  types  of  medications.  The  medical 
treatment  also  offers  an  avenue  for  many  more 
practitioners  to  treat  alcoholics  than  heretofore, 
because  the  newer  drugs  allow  for  a greater  feel- 
ing of  comfort  for  the  patient,  without  the  leth- 
argy that  former  types  of  therapy  had  produced. 
He  is  then  also  more  receptive  to  other  types  of 
therapy. 

The  practicing  physician  should  be  equipped 

Reprinted  by  permission  from  J.A.M.A.  162:  1610  (Dec. 
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with  knowledge  of  the  medical  treatment  of  this 
illness  when  he  encounters  such  a patient.  Once 
this  treatment  has  produced  the  desired  effects, 
other  types  of  therapy  may  be  employed  as  indi- 
cated. The  following  outline  of  treatment  is 
intended  as  a general  medical  approach  to  the 
problem  and  is  arranged  in  such  order  as  to  fit 
within  the  framework  of  the  practicing  physi- 
cian’s experience  and  knowledge  of  medicine, 
physiology,  pharmacology,  and  psychiatry. 
Special  cases  and  complications  may  require  the 
aid  of  experts  in  various  specialties,  but  for  the 
vast  majority  of  such  patients,  this  outline  will 
serve. 

Acute  Alcoholic  Intoxication 

The  acute  state  of  alcoholic  intoxication  may 
occur  in  any  individual,  be  he  an  alcoholic  or  not. 
It  represents  a period  of  excessive  drinking  that 
renders  the  individual  unable  to  function  effec- 
tively. The  intoxication  may  vary  in  the  degree 
of  intensity  as  well  as  in  duration.  Reactions  to 
intoxication  by  alcohol  have  wide  range,  depend- 
ing upon  the  individual  involved.  There  is  a 
general  characteristic  behavior  of  acute  alcoholic 
intoxication,  but  since  it  varies  with  the  reactions 
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of  the  individual  and  depends  largely  upon  the 
emotional  response  to  withdrawal  of  his  control, 
all  do  not  react  exactly  alike.  Without  his  con- 
trols, the  individual  will  respond  to  various 
stimuli  affecting  his  interpersonal  relationships 
with  his  family,  friends,  employers,  and  fellow 
employes.  Such  relationships  without  control  of 
emotions  and  judgment  may  result  in  severe 
tragedies  and  unpleasant  consequences.  When 
such  actions  are  contrary  to  law,  they  may  result 
in  consequences  having  far-reaching  effects. 
When  they  are  contrary  to  good  judgment,  as  in 
the  case  of  automobile  accidents,  physical  harm 
and  even  death  may  result. 

The  objective  of  the  physician  with  a patient  in 
this  state  of  acute  alcoholic  intoxication  is  to 
detoxify  him  as  quickly  as  possible,  so  that  the 
effect  of  the  alcohol  no  longer  obtains.  It  is  use- 
less to  attempt  further  remedial  measures  such  as 
psychotherapy  while  the  patient  is  in  the  acutely 
intoxicated  stage,  since  there  is  no  judgment 
present  for  him  to  use,  nor  is  there  sufficient 
understanding  to  make  an  impression  wdien  he  is 
befuddled.  This  does  not  mean,  however,  that 
recovery  during  the  alcoholic  acute  stage  should 
not  be  utilized  for  the  purpose  of  indoctrination. 
It  is  much  more  sensible,  however,  to  wait  until 
the  patient’s  mind  has  cleared  and  he  can  under- 
stand and  cooperate  with  the  therapist. 

It  does  not  necessarily  follow  that  psycho- 
therapy must  only  be  administered  if  the  patient 
requests  it.  Such  therapy  can  be  administered 
without  the  patient  being  aware  of  it.  Many 
such  patients  in  emerging  from  their  alcoholic 
stupor  express  an  intense  desire  to  be  returned  to 
the  somnolent  state.  To  accede  to  these  wishes 
would  only  prolong  the  period  of  intoxication, 
whether  that  intoxication  then  be  from  the  alcohol 
or  from  sedative  drugs  administered  by  the  thera- 
pist. There  are  times  when  the  patient  is  acutely 
active,  when  it  is  necessary  to  administer  drugs 
as  substitutes  for  the  alcohol,  but  these  drugs 
must  be  given  judiciously  and  not  necessarily  at 
the  patient’s  request.  It  must  be  remembered 
that  alcohol  acts  as  an  anesthetic  agent,  with  the 
same  affect  as  any  other  anesthetic,  and  the 
same  stages  of  anesthesia  are  experienced.  Both 
during  induction  and  when  the  patient  emerges 
from  the  anesthetic,  he  goes  through  an  active 
phase.  With  other  agents  such  as  nitrous  oxide 
or  ether,  the  stage  is  much  shorter  than  with 
alcohol.  Since  the  stage  of  activity  with  alcohol 
is  longer  than  wdth  the  other  anesthetic  agents,  it 
is  necessary  at  times  to  use  sedation  to  keep  such 


activity  from  getting  out  of  control.  This  stage  of 
activity,  when  the  patient  is  emerging  from  the 
acute  intoxication  of  alcohol  anesthesia,  must 
often  be  controlled  by  giving  sedatives. 

Hospitalization 

While  it  is  not  always  necessary  to  treat  the 
patient  with  acute  alcoholic  intoxication  in  a 
hospital,  there  is  no  doubt  that  this  is  the  best 
setting  for  such  treatment.  It  is  of  advantage  to 
both  the  physician  and  the  patient  to  have  the 
hospital  accept  these  patients.  It  is  in  the  hospital 
that  the  laboratory  procedures  so  often  necessary 
can  be  carried  out  quickly  and  thoroughly. 
Intravenous  therapy  is  readily  available.  Emer- 
gency measures  are  at  hand.  There  is  no  sub- 
stitute for  the  general  hospital  in  caring  for  these 
patients,  and  anyone  with  experience  in  treating 
alcoholics  wffil  agree  that  there  is  very  little  diffi- 
culty writh  most  of  them,  contrary  to  the  general 
impression  of  some  personnel.  Records  of  hos- 
pitals that  have  admitted  these  patients  wffil  con- 
firm the  report  that  most  of  these  patients  offer 
no  more  difficulty  than  any  other  sick  person. 
On  the  contrary,  the  attitude  of  the  hospital  to- 
ward the  acutely  ill  alcoholic  patient  that  he  is 
sick  and  welcome  for  treatment  makes  these  pa- 
tients more  cooperative  than  many  other  hospital 
patients.  There  are  exceptions  to  this  rule,  of 
course.  Patients  in  delirium  or  unusually  active 
patients  may  cause  some  difficulties.  However, 
writh*  the  newer  methods  of  treatment,  these 
phases  can  be  passed  through  so  rapidly  that  they 
represent  no  great  problem  to  the  hospital  or  to 
the  physician.  Even  with  these  patients,  no 
more  help  is  required  than  wdth  the  patient  re- 
covering from  an  anesthetic  after  surgery. 

There  are  other  advantages  in  having  the 
alcoholic  patient  in  a hospital  during  the  acute 
phase.  All  too  frequently,  the  family  of  the 
alcoholic  is  in  an  unfavorable  emotional  state 
during  the  patient’s  intoxication.  They  do  not 
know  how  to  cope  with  the  situation  or  how  to 
react  to  the  alcoholic’s  strange  behavior.  Some, 
with  the  best  of  intentions,  continue  to  give 
alcohol  to  the  alcoholic.  Others,  in  an  attempt 
to  stop  his  drinking,  get  into  difficulties  wdth  the 
patient  suffering  emotional  reactions  resulting 
from  abstinence.  In  other  instances  the  living 
conditions  and  environment  of  the  alcoholic 'may 
be  the  specific  cause  for  his  going  on  his  binge, 
and  in  this  environment  he  continues  to  be 
irritated  and  continues  his  drinking.  Removing 
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him  from  such  irritating  surroundings  is  at  least 
one  way  of  helping  him  refrain  from  drinking. 
His  presence  in  the  hospital  enables  the  physician 
to  carry  on  with  the  laboratory  procedures,  to 
change  medications  without  difficulty,  to  try 
many  approaches,  and  in  other  ways  to  control 
the  situation  more  accurately.  From  the  point  of 
view  of  the  hospital,  especially  the  teaching  hos- 
pital, it  gives  the  house  staff  and  the  nurses  an 
opportunity  to  deal  with  these  patients  and  to 
learn  the  various  ways  in  which  they  may  react. 
It  prepares  the  members  of  the  resident  staff  for 
the  care  of  this  type  of  patient  after  they  leave 
their  hospital  training.  None  of  this  must  imply 
that  hospitalization  is  an  absolute  necessity  for 
most  of  these  patients.  With  the  proper  environ- 
ment in  the  home,  with  the  proper  people  to  care 
for  the  patient,  and  with  the  necessary  medication, 
the  same  type  of  therapy  can  be  carried  on  else- 
where. Some  nursing  homes  are  well  equipped 
for  this,  but  for  the  most  part  they  are  not  the 
ideal  place  to  care  for  the  acutely  ill  alcoholic 
patient. 

Evaluation  of  the  Patient’s  Condition 

As  with  any  other  sick  person,  the  first  step  in 
therapy  is  a complete  physical  examination  and 
evaluation  of  the  patient’s  condition.  The 
smell  of  alcohol  on  the  breath  does  not  necessarify 
mean  that  the  apparently  intoxicated  individual 
is,  in  reality,  in  a state  of  acute  alcoholic  intoxica- 
tion. Other  types  of  poison,  head  injuries,  or 
other  concomitant  constitutional  diseases  may 
render  the  patient  unconscious,  and  this  type  of 
illness  must  be  ruled  out  before  the  patient  can  be 
said  to  have  acute  alcoholic  intoxication.  The 
smell  of  alcohol  on  the  breath  is  not  necessarily 
conclusive.  It  is  here  that  laboratory  procedures 
and  x-rays  can  be  of  great  value.  Hemiplegia, 
diabetes,  insulin  shock,  concussion,  and  many 
other  such  illnesses  might  give  the  appearance  of 
acute  alcoholic  intoxication  if  the  patient  with 
such  a condition  has  been  drinking.  In  reality 
there  may  be  but  little  alcohol  present  even 
though  the  breath  carries  the  smell,  and  the 
unconsciousness  may  be  due  to  another  serious 
physical  condition.  Complete  physical  and 
laboratory  procedures  will  determine  the  presence 
or  absence  of  such  concomitant  conditions. 
Blood  concentration  tests  for  alcohol  can  be  very 
valuable  where  there  is  grave  doubt,  but  will  only 
determine  the  depth  of  the  alcoholic  intoxication. 
They  will  not  necessarily  rule  out  any  additional 
physical  factor. 


In  most  cases  of  prolonged  drinking,  dehydra- 
tion exists.  This  can  be  corrected  by  re-estab- 
lishing fluid  balance.  The  addition  of  saline 
solution  and  dextrose  or  fructose  will  help  meet 
this  emergency.  Where  deficiencies  of  diet  have 
existed  over  periods  of  time,  this  condition  also 
must  be  corrected.  Nutritional  elements  and 
fluids  taken  oralty  preclude  the  necessity  for  fur- 
ther measures  in  this  respect.  However,  when 
there  is  considerable  vomiting,  the  dehydration  is 
usually  acute  and  there  is  a lack  of  nutritional  as 
well  as  mineral  elements.  Such  defections  can 
be  corrected  by  intravenous  therapy,  which  is 
easily  administered.  A saline  solution  containing 
5 per  cent  of  dextrose  may  be  administered  in 
1,000  to  2,000  cc.  doses  in  the  course  of  twelve  to 
twenty-four  hours.  This  can  be  repeated  every 
day  for  three  days,  if  necessary.  The  addition  of 
an  ampul  of  vitamin  B complex  and  ascorbic  acid 
insures  an  adequate  supply  of  these  supplements 
and  will  provide  the  necessary  balance  of  mineral 
and  vitamin  content. 

Among  other  agents  used  in  cases  of  acute 
intoxication,  many  therapists  believe  that  insulin 
accelerates  the  metabolism  of  alcohol  in  the 
body.  To  accomplish  this,  20  to  45  units  of 
regular  insulin  may  be  added  to  the  saline  solu- 
tion for  intravenous  administration.  Before 
administration,  however,  it  is  wise  to  obtain  a 
determination  of  a blood  sugar  level  to  make  sure 
that  the  insulin  is  not  given  during  a hypo- 
glycemic state.  Medicaments  employed  in  acute 
alcohol  intoxication  are  best  classified  by  the  re- 
sponse of  the  presenting  symptoms  to  their 
administration. 

Drugs  That  Stimulate  the  Central 
Nervous  System  and  Counteract 
Depression 

When  the  patient  is  extremely  drowsy  and 
somnolent  or  severely  depressed  as  a result  of 
excessive  ingestion  of  alcohol,  such  effects  can  be 
counteracted  by  the  administration  of  caffeine 
and  sodium  benzoate,  dextro  amphetamine 
(Dexedrine),  or  amphetamine  (Benzedrine).  An- 
other drug  that  has  the  same  effect  and  that  will 
counteract  such  depression  and  stimulate  the 
central  nervous  system  is  methylphenidate  (Rita- 
lin) hydrochloride.  This  medicament,  given  in 
dosage  of  10  mg.,  has  been  found  advantageous  in 
counteracting  severe  depression  and  somnolence. 
Still  another  drug  used  for  the  same  purpose  is 
pipradrol  (Meratran)  hydrochloride  [alpha- (2- 
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piperidyl)  benzhydrol  hydrochloride].  The  dos- 
age of  this  drug  is  2 to  25  mg.  daily,  depending 
upon  the  severity  of  the  narcolepsy  or  depression.1 
In  severe  hypotension,  ephedrine  may  be  adminis- 
tered subcutaneously,  intramuscularly,  or  intra- 
venousfy.  For  patients  in  the  very  severely  de- 
pressed stage,  some  therapists  have  advocated 
the  use  of  pentylenetetrazol  (Metrazol),  1 cc. 
given  directly  into  the  vein.  This  should  be  used 
with  caution,  as  large  doses  may  cause  convul- 
sions. These  analeptic  agents  are  of  value  only 
when  the  patient  is  so  depressed  that  he  cannot  be 
aroused  or  if  the  pulse  is  markedly  reduced  in 
rate  or  quality.  In  most  cases  where  there  is 
mild  stupor  present,  if  the  pulse  and  respiration 
are  wdthin  normal  limits,  the  patient  will  usually 
rouse  from  his  stupor  after  the  alcohol  is  me- 
tabolized without  the  necessity  for  using  additional 
drugs. 

Drugs  That  Depress  the  Central 
Nervous  System 

In  treating  presenting  symptoms  such  as 
excitability,  restlessness,  nausea,  vomiting,  and 
hyperactivity,  measures  are  sometimes  necessary 
that  will  control  the  patient  and  enable  treat- 
ment to  continue.  Although  to  some  extent  in 
the  past  the  use  of  adrenal  cortex  extract  and  the 
steroids  has  simplified  the  control  of  the  acutely 
ill  and  hyperactive  alcoholic,  the  recent  advent 
of  the  tranquilizing  drugs  has  been  of  tremendous 
value  in  treatment  of  this  stage  of  the  illness. 

Tranquilizing  Drugs. — The  use  of  these 
tranquilizing  drugs  has  all  but  revolutionized 
the  treatment  of  the  acute  alcoholic  stage . Such 
drugs  as  reserpine,  chlorpromazine,  meproba- 
mate, and  promazine  hydrochloride  have  proved 
of  immense  value  in  treating  the  acutely  intoxi- 
cated patient.  The  patient  not  only  is  given  a 
sense  of  comfort  that  enables  him  to  sleep  but  is 
also  relieved  of  his  nausea  and  is  able  to  eat  much 
earlier  than  heretofore.  Chlorpromazine  is  com- 
paratively rapid  in  its  action  and  can  be  given 
intravenously,  intramuscularly,  or  orally  in 
doses  ranging  from  25  to  100  mg.  every  four 
hours.2  Dosage  wall  depend  upon  the  patient’s 
reaction  to  the  drug.  Larger  doses  are  required 
with  some  patients  than  with  others.  The 
potentiating  characteristics  of  chlorpromazine 
must  be  borne  in  mind,  since  the  drug  increases 
the  sedative  effect  of  the  alcohol  itself  as  well  as 
any  other  sedative  drugs  that  may  be  given.  In 
most  cases,  however,  no  further  sedation  is  re- 


quired other  than  administration  of  chlorpro- 
mazine. 

Reserpine,  which  acts  more  slowly  than 
chlorpromazine,  is  usually  given  in  doses  of 
0.25  mg.  to  as  high  as  1 mg.  every  four  hours.3 
Although  its  action  is  slower  than  that  of  chlor- 
promazine, the  effect  of  the  drug  apparently 
lasts  longer.  It  is  well  to  watch  the  hypotensive 
action  of  this  drug  when  it  is  administered, 
although,  in  patients  with  normal  blood  pressure 
levels,  it  rarely  has  such  an  effect.  Chlorpro- 
mazine, on  the  other  hand,  particularly  when 
injected  intramuscularly,  will  often  give  a rather 
severe  hypotensive  effect  within  the  first  thirty 
minutes.  This  possible  effect  must  be  watched 
closely  and  the  patient  placed  in  a supine  posi- 
tion to  overcome  such  effect.  Reserpine  is  the 
refined  alkaloid  of  Rauwolfia  serpentina,  but  the 
crude  drug  is  also  very  effective  in  the  treatment 
of  alcoholics.  It  acts  more  slowly  than  reser- 
pine, but  its  action  may  last  longer.  Its  tran- 
quilizing effect  takes  longer  to  produce,  but  the 
patient  can  be  kept  on  a regimen  of  smaller  doses 
over  longer  periods  of  time. 

Meprobamate  (2  methyl-2-n-propyl-l,  3 pro- 
panediol dicarbamate),  commercially  known  as 
Miltowm  or  Equanil,  has  also  been  used  effectively 
as  a tranquilizer  for  alcoholics.4  It  also  has  a 
decidedly  tranquilizing  effect  upon  the  patient, 
reducing  the  tension  and  allaying  some  of  the 
anxieties  so  common  in  the  alcoholic.  It  is 
related  to  mephenesin  (Tolserol),  formerly  used 
by  many  for  the  treatment  of  alcoholism.  This 
will  be  discussed  later.  Doses  of  meprobamate 
vary  from  500  mg.  given  once  or  twice  daily  to 
the  same  amount  given  four  times  a day.  For 
maintenance  therapy,  dosages  are  usually  smaller. 
Once  the  condition  is  stabilized,  it  can  be  main- 
tained indefinitely  on  therapy  with  a smaller 
amount  of  this  drug. 

An  additional  tranquilizing  drug,  promazine 
hydrochloride,  commercially  known  as  Sparine,5 
is  also  very  valuable  in  the  treatment  of  alcohol- 
ism. It  is  given  in  doses  varying  from  25  to 
200  mg.  three  or  four  times  a day,  depending 
on  the  reaction  of  the  patient  to  this  drug.  It 
can  be  given  intravenously,  intramuscularly,  or 
orally  and  has  been  found  to  be  valuable  in  the 
more  acutely  disturbed  patient,  bringing  about 
quick  sedation  and  tranquil  sleep.  The  patients 
awaken  refreshed  and  with  a good  appetite. 

All  of  the  tranquilizing  drugs  have  some  bene- 
ficial effect.  They  produce  relaxation  without 
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sleep.  Their  value  lies  in  reducing  tension  and 
in  allowing  the  patient  to  remain  aware  of  his 
surroundings  and  available  for  psychotherap}^. 
There  have  been  some  reports  made  of  habit- 
uation to  these  drugs.  However,  such  danger 
can  be  minimized  by  changing  the  drug  at 
frequent  intervals.  There  are  some  patients, 
however,  who  apparently  become  habituated 
to  anything  prescribed.  Even  placebos  seem 
to  offer  such  opportunities  for  these  patients. 

One  must  always  look  for  the  side-effects  of 
these  tranquilizing  drugs.  Chlorpromazine  has 
been  known  to  cause  severe  jaundice,  and,  in 
many  cases,  severe  dermatitis  of  the  allergic 
type.  This  can  be  counteracted  by  the  admin- 
istration of  an  adequate  antihistaminic  such  as 
diphenhydramine  (Benadryl)  hydrochloride,  50 
mg.  three  times  a day.  The  two  drugs  can  be 
given  concomitantly  to  avoid  this  possibility. 
The  latter  antihistaminic  is  in  itself  somewhat 
hypnotic  and  sedative  in  action.  The  combina- 
tion, therefore,  with  the  chlorpromazine  produces 
adequate  rest  as  well  as  tranquilization.  The 
most  common  side-effect  of  the  administration  of 
Rauwolfia  serpentina  or  reserpine  is  a congestion 
of  the  nasal  passages  and  mucous  membranes. 
This  also  can  be  counteracted  by  the  adminis- 
tration of  an  antihistaminic.  So  far  there  have 
been  no  great  untoward  reactions  reported  on 
the  use  of  meprobamate  or  promazine  hydro- 
chloride. With  promazine  hydrochloride,  one 
case  of  agranulocytosis  has  been  reported  but 
on  the  basis  of  investigation  might  be  considered 
questionable.6  Although  for  the  most  part 
barbiturates  are  not  recommended  for  the  treat- 
ment of  the  alcoholic,  mephobarbital  (Mebaral) 
has  been  recommended  by  some  as  an  efficient 
sedative. 

Many  physicians  treating  alcoholics  use  these 
tranquilizing  drugs  to  the  exclusion  of  all  other 
sedation  and  have  obtained  good  results  with  this 
type  of  therapy.  Even  with  patients  in  delirium 
tremens  and  extreme  hyperactivity,  these  drugs 
have  been  used  very  effectively,  although  larger 
doses  may  be  necessary. 

Adrenal  Cortex  Extract. — For  a long  time, 
the  use  of  the  aqueous  solution  of  adrenal  cortex 
extract  was  popular.7  This  was  administered 
on  the  theory  that  the  glucose  metabolism  of 
the  body  was  altered  in  the  alcoholic  and  that 
depleted  glycogen  stores  could  be  restored  to 
normal  by  administration  of  adrenal  cortex 
extract.  It  was  believed  by  most  that  the 
adrenal  cortex  exhaustion  in  alcoholics  results 


from  continued  emotional  disturbances  and 
produces  upsets  in  the  glucose  metabolism. 
The  adrenal  cortex  extract  solution  is  still  used 
intravenously  by  many  and  has  been  found  of 
great  help.  The  dosage  varies  from  10  to  30 
cc.  in  1,000  cc.  of  saline  solution  injected  over 
a period  of  several  hours.  Where  the  adrenals 
seem  to  be  exhausted  to  a greater  extent  and 
the  reaction  is  more  severe,  from  10  to  20  cc.  of 
the  aqueous  solution  may  be  administered 
directly  into  the  vein.  It  has  been  found  to  pro- 
duce a very  quieting  effect  on  the  patient,  to 
reduce  his  anxiety,  and  to  induce  a tranquil 
sleep.  Where  the  patient  is  extremely  tremulous, 
from  10  to  50  cc.  of  mephenesin  aqueous  solution 
may  be  added.  Although  the  relief  from  the 
tremors  in  these  cases  is  temporary,  it  does  help 
the  agitated  patient. 

Paraldehyde. — Another  drug  that  has  en- 
joyed great  popularity  for  many  years  among 
many  practitioners  is  paraldehyde.  This  has 
long  been  a favorite  for  the  treatment  of  the 
acute  phase  of  alcoholism.  However,  it  is  little 
more  than  an  effective  hypnotic  and  renders  the 
patient  sleepy  and  drowsy  even  after  awakening. 
Dosages  vary  from  5 to  25  cc.  orally  or  10  to  15 
cc.  intramuscularly,  depending  upon  the  size  of 
the  patient.  When  given  intramuscularly,  great 
care  must  be  exercised  in  seeing  that  the  drug  is 
administered  deeply  into  the  muscle,  since  de- 
posits of  this  drug  more  superficially  will  result 
in  necrosis  of  the  tissue.  Paraldehyde  has 
definite  drawbacks  in  that  it  is  habituating  to  a 
great  extent,  and  many  alcoholics  who  have 
been  through  the  acute  phase  on  numerous 
occasions  will  request  the  drug  when  entering  the 
hospital.  The  odor  prevalent  in  the  elimination 
by  the  lungs  renders  it  unpopular  on  many 
occasions.  When  there  is  a wish  to  combine 
this  drug  with  some  of  the  tranquilizing  drugs 
such  as  chlorpromazine,  it  must  always  be 
remembered  that  the  chlorpromazine  has  a 
potentiating  effect  on  the  sedative,  necessitating 
but  a fraction  of  the  ordinary  dose  of  paraldehyde. 

Chloral  Hydrate. — Another  old  favorite 
used  for  many  years  is  chloral  hydrate.  This 
also  has  a good  sedative  and  hypnotic  effect,  but 
again  is  one  of  the  drugs  that  causes  the  patient 
to  become  habituated.  The  only  advantage  of 
this  drug  to  the  patient  is  that  it  renders  him 
sleepy  and  drowsy.  It  cannot  compare  in 
desirable  effects  to  the  newer  drugs. 

Barbiturates. — Barbiturates  such  as  pheno- 
barbital,  pentobarbital  (Nembutal),  amobarbital 
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(Amytal),  thiopental  (Pentothal),  secobarbital 
(Seconal),  and  many  others  of  this  group  have 
been  used  by  many.  Today,  however,  the 
consensus  is  that  these  drugs  are  neither  neces- 
sary nor  desirable  in  the  treatment  of  the  alco- 
holic. The  habituating  properties  of  these  drugs 
will  often  lead  the  addictive  alcoholic  to  switch 
to  barbiturates  from  his  alcohol  for  relief.  This 
habit-forming  property  will  sometimes  render 
the  alcoholic  a much  more  complex  problem  than 
he  was  before  beginning  the  use  of  such  drugs. 
Some  therapists  contend  that  mephobarbital,  of 
the  barbiturate  family",  is  not  as  prone  to  cause 
habituation  as  some  of  the  others  of  that  group. 
However,  it  is  generally  felt  that  the  avoidance 
of  barbiturates  entirely  will  in  no  way  deprive 
the  alcoholic  and  will  prevent  the  possibility  of 
his  becoming  more  involved  with  addiction. 
Where  sleep  is  essential  and  the  desired  hypnosis 
is  not  produced  by  the  drugs  of  the  tranquilizing 
group,  the  use  of  glutethimide  (Doriden)  in  doses 
of  0.5  Gm.  or  1 Gm.  will  often  produce  the  desired 
effect.  This  drug  seems  to  lack  the  addicting 
qualities  of  barbiturates,  has  no  great  toxic 
effect  in  large  doses,  and  does  help  produce  good 
sleep  when  necessary".  On  awakening,  there  is 
no  hangover  effect.  Daytime  sedation  can  be 
produced  by  smaller  doses  of  the  same  drug. 
One  valuable  asset  in  the  use  of  this  drug  is  its 
low  toxic  properties.  Ethchlorvymol  (Placidyd) 
and  methy"prydon  (Noludar)  have  also  been  used 
for  this  purpose  by"  many-  therapists,  with  good 
results. 

Drugs  That  Relax  the  Muscle  System 

Mephenesin  and  mephenesin  carbamate  (Tol- 
seram)  have  been  recommended  for  relaxing  the 
muscle  system.  Although  there  have  been 
reports  of  success  with  these  drugs,8  oral  admin- 
istration has  generally  not  produced  the  desired 
results.  However,  in  the  severely  agitated 
patient  with  marked  tremor,  intravenously'-  given 
doses  of  the  aqueous  solution  of  mephenesin 
varying  from  25  to  50  cc.  injected  slowly"  have 
caused  dramatic  reduction  in  the  tremors.  In 
administering  this  drug  intravenously",  it  is  im- 
portant to  watch  for  the  occurrence  of  nystag- 
mus, the  appearance  of  which  should  indicate 
cessation  of  administration.  Although  the 
tremors  will  disappear  completely"  under  such 
medication,  the  effect  of  the  drug  does  not  seem  to 
last  very  long,  and  within  a short  time  the 
tremors  will  return.  The  drug  is  of  value, 


however,  in  terminating  these  coarse  tremors 
when  the  patient  seems  unusually"  agitated. 
Large  doses  of  the  drug  administered  orally 
sometimes  cause  gastric  distress  and  for  this 
reason  must  often  be  discontinued.  The  re- 
lationship of  mephenesin  and  the  tranquilizer 
meprobamate  may  account  for  the  success  of 
the  latter  with  disturbed  alcoholics.9 

Zoxazolamine  (2-amino-5-chlorobenzoxazole) , 
known  commercially  as  Flexin  is  one  of  the 
more  recent  products  recommended  for  relaxing 
muscle  tension.  It  has  been  found  to  be  of  some 
help  in  such  conditions,  particularly  in  those 
patients  with  coarse  tremors.  Its  value  can  be 
enhanced  by"  combining  it  with  one  of  the  tran- 
quilizing drugs  referred  to  previously'-.  Hydroxy- 
zine (Atarax),  a recent  product  of  the  tranquiliz- 
ing group,  has  been  recommended  for  the  purpose 
of  alleviating  the  tension-anxiety  states  of 
alcoholics.  Sufficient  reports  have  not  been 
made  to  date  for  effective  evaluation.  Another 
drug  that  may"  be  used  for  the  control  of  con- 
vulsions, especially"  in  an  emergency  and  with 
very'  severe  tremors,  is  curare.  This  also  may"  be 
administered  intravenously.  It  must  be  borne 
in  mind,  however,  that  paraiy'sis  of  the  muscles 
or  respiration  may"  follow  such  use,  and  great 
caution  must  be  exerted  if  the  drug  is  used  at  all. 
A respiration  apparatus  should  always  be  at 
hand  if  this  drug  is  employ-ed. 

Glandular  and  Hormonal  Products 

The  use  of  the  aqueous  solution  of  adrenal 
cortex  extract  has  been  referred  to  previously". 
It  is  helpful  in  the  acute  phase,  as  described.  In 
severely"  anxious  patients  and  extreme  tension 
situations,  this  might  be  introduced  intrave- 
nously" or  intramuscularly"  with  some  quieting  re- 
sults and  relief  from  tension.7  However,  the 
value  of  this  drug  in  prolonged  cases  is  ques- 
tionable. Adrenocorticotropic  hormone,  how- 
ever, or  corticotropin  (ACTH),  is  of  value  in  the 
treatment  of  delirium  tremens.  Twenty'-five  mg. 
may  be  given  every"  six  hours  until  six  doses  have 
been  administered.  In  many  cases  this  will 
bring  the  patient  out  of  his  delirium  within  a 
very"  short  time.  When  the  patient  is  receiving 
intravenous  therapy,  the  25-mg.  dose  of  corti- 
cotropin may  be  introduced  into  the  intravenous 
solution  periodically"  until  six  doses  have  been 
administered.10 

The  alcoholic  patient  is  often  found  to  have 
some  thy'roid  dyrsf unction.  Where  such  a con- 
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dition  is  suspected,  it  is  recommended  that  the 
basal  metabolism  rate  alone  not  be  relied  on  for 
the  measurement  of  the  thyroid  function.  The 
radioactive  uptake  test  is  much  more  reliable 
for  such  evaluation  and  gives  a greater  indication 
of  thyroid  activity  than  any  test  heretofore 
used.  The  range  of  thyroid  activity  in  the 
alcoholic  patient  is  neither  greater  nor  less  than 
that  of  the  nonalcoholic,  and  the  treatment  of 
his  case  of  abnormal  thyroid  activity  can  be 
managed  in  the  same  way  as  with  other  thyroid 
patients.  Depending  on  the  thyroid  activity 
and  the  hyperthyroidism,  propylthiouracil  may 
be  given  in  50-mg.  doses  three  times  a day  or 
increased  as  the  case  indicates.  In  the  case  of 
hypothyroidism,  thyroid  extract  is  prescribed 
in  the  same  way  as  with  nonalcoholic  patients. 
It  has  been  found  that  the  correction  of  thyroid 
dysfunction  in  alcoholics  has  resulted  in  most 
cases  in  immediate  improvement  in  the  problem 
of  alcoholism.  There  is  no  doubt  that  in  many 
of  such  cases  the  activity  of  the  thyroid  plays  an 
important  role  and  may  be  the  cause  of  excessive 
drinking  in  some  patients.  Nevertheless,  cor- 
rection of  the  thyroid  condition  in  these  patients 
does  not  seem  to  alter  their  tolerance  for  drinking 
and  as  with  other  alcoholic  patients,  they  cannot 
drink  with  impunity,  even  though  the  thyroid 
condition  has  been  corrected. 

Other  Considerations  in  Treatment  of 
Acute  Alcoholic  Intoxication 

The  dietary  regimen  of  the  alcoholic  patient  in 
his  chronic  stage  seems  to  have  very  little  effect 
on  the  drinking  pattern  or  on  his  desire  or  ab- 
sence of  desire  to  drink.  On  general  principles, 
a high-carbohydrate,  high-protein,  and  low-fat 
diet  seems  to  be  of  the  greatest  value  with  a full 
complement  of  vitamin  and  mineral  factors. 
Most  patients  do  not  require  any  special  diet, 
except  that  of  the  well-balanced  regimen  that 
would  be  recommended  for  any  normal  individual. 
After  the  immediate  recovery  from  the  acute 
phase,  however,  the  high-carbohydrate,  high- 
protein,  and  low-fat  diet  with  adequate  vitamins 
and  minerals  is  recommended. 

Another  phase  of  the  acute  alcoholic  intoxi- 
cation that  might  be  considered  a complicating 
factor  is  the  comatose  state.  The  patient  in 
coma  represents  the  usual  problem  of  differen- 
tiation between  the  coma  due  to  alcohol  and  that 
caused  by  other  conditions.  A complete  physical 
examination  is  of  the  utmost  importance.  Blood 
and  urine  studies  must  be  made  and  differen- 


tiation from  brain  injury,  diabetic  coma,  insulin 
shock,  or  cerebral  hemorrhage  must  be  made. 
A blood  level  of  0.2  to  0.25  per  cent  or  above 
should  be  present  before  the  patient  is  considered 
to  be  in  alcoholic  coma,  but  the  presence  of  such 
a level  does  not  necessarily  mean  that  the  coma 
is  due  to  alcohol  alone.  Other  possible  causes 
must  be  ruled  out.  When  it  is  ascertained  that 
there  are  no  other  conditions  present,  stomach 
lavage  may  be  done  to  remove  whatever  re- 
maining alcohol  may  be  in  the  stomach.  Dex- 
trose, saline  solution,  and  insulin  may  be  admin- 
istered intravenously  to  metabolize  the  alcohol, 
and  caffeine  and  sodium  benzoate  may  be  given 
intramuscularly  or  intravenously  to  overcome 
the  comatose  state.  Where  pressure  on  the 
brain  due  to  edema  is  suspected,  50  per  cent 
solution  of  dextrose  may  be  administered  intra- 
venously in  25  to  50  cc.  doses.  As  the  patient 
regains  consciousness,  treatment  for  the  acute 
alcoholism  may  be  instituted.  Indications  of 
respiratory  failure  must  be  looked  for,  and  the 
possibility  of  infection  of  the  lungs  during  this 
period  must  be  considered.  If  other  causes  of 
coma  have  been  eliminated  and  the  respirations 
and  pulse  seem  to  be  satisfactory,  the  natural 
metabolism  of  the  alcohol  by  the  physiological 
processes  will  eventually  reduce  the  concentration 
in  the  blood  and  the  patient  will  regain  con- 
sciousness, even  though  no  special  treatment  is 
instituted.  However,  during  this  time  the 
patient  should  be  closely  watched  for  change  in 
his  condition  and  treatment  should  be  sympto- 
matic. 

Convulsions  after  several  days  of  abstinence 
represent  another  acute  problem  of  alcoholism. 
The  convulsions  are  epileptiform  in  character, 
and  a careful  history  should  be  taken  to  rule  out 
the  possibility  of  epilepsy.  As  with  any  form 
of  seizure,  care  should  be  taken  to  protect  the 
patient  from  injuring  himself  by  biting  his 
tongue  or  otherwise  causing  injury  by  falling  or 
striking  sharp  objects.  Electroencephalograms 
are  of  value  in  differentiating  these  convulsions 
from  true  epilepsy.  Diphenj^lhydantoin  (Dil- 
antin) sodium  in  V-Ji  grain  (0.1  Gm.)  doses 
three  times  daily  may  be  given  orally  where 
possibility  of  convulsions  is  suspected.  During 
the  convulsion,  if  necessary,  thiopental  sodium 
or  the  aqueous  solution  of  mephenesin  may  be 
given  intravenously.  For  control  of  the  convul- 
sions, the  diphenylhydantoin  may  be  prescribed 
as  indicated.  Chlorpromazine  in  large  doses  has 
also  been  successfully  used  in  controlling  these 
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convulsions.  With  the  recidivist,  it  is  always 
wise  to  determine  the  authenticity  of  the  convul- 
sive seizure.  Experience  indicates  that  many 
recidivists,  wise  in  hospital  procedures,  will  simu- 
late convulsive  seizures  in  order  to  obtain  sedative 
drugs  from  which  they  have  been  withdrawn. 

Treatment  of  the  Alcoholic  Not  in 
the  Acute  Stage 

There  have  been  many  recommendations  for 
treating  the  alcoholic  not  in  the  acute  stage,  in 
an  effort  to  prevent  him  from  drinking.  There 
is  little  doubt  that  psychotherapy  is  indicated 
here.  However,  it  is  not  always  a simple  matter 
to  have  the  patient  submit  himself  to  such 
therapy.  Some  feel  that  the  alcoholic  is  the 
victim  of  some  metabolic  disease  that  can  be 
treated  on  a dietary  regimen.  This,  however, 
has  never  been  satisfactorily  proved,  although 
there  have  been  claims  made  of  such  recoveries. 
Although  my  experience  has  been  that  diet  alone 
does  not  remove  from  the  alcoholic  patient  his 
desire  to  drink,  there  is  no  doubt  that  a feeling 
of  well-being  and  a healthy  physique  will  make 
any  patient  feel  better.  A sense  of  well-being, 
unfortunately,  is  something  that  most  alco- 
holics do  not  have,  but  are  continually  trying  to 
achieve.  It  is  this  lack  of  comfort  that  often 
causes  them  to  seek  in  alcohol  a relief  from 
their  tensions.  A well-balanced  diet  contributes, 
therefore,  as  an  adjunct  to  the  general  physical 
well-being. 

Some  have  suspected  hormonal  dysfunction 
to  be  the  cause  of  alcoholism.  It  is  possible  that 
glandular  abnormality  may  contribute  to  a 
patient’s  discomfort.  However,  since  alcoholism 
occurs  so  frequently  where  there  is  no  evidence 
of  such  glandular  disturbance,  it  cannot  be 
considered  the  cause  of  alcoholism.  Where 
such  abnormal  conditions  exist,  they  must  be 
corrected  as  part  of  the  general  treatment,  since 
any  disturbance  in  function  might  contribute  to 
the  discomfort  of  the  patient.  It  is  recognized 
that  the  endocrine  glands  are  closely  associated 
with  the  emotional  life  of  the  individual,  but  a 
single  hormone  or  group  of  hormones  has  not  as 
yet  been  found  to  be  responsible  for  alcoholism. 
A general  feeling  of  well-being  is  desirable  for  any 
patient.  It  is  important,  therefore,  that  the 
endocrine  system  be  studied  and  brought  to 
normal  functioning.  It  is  equally  desirable  to 
have  the  diet  regulated  so  that  here  also  there 
should  be  no  lack  in  the  necessary  elements. 
When  all  of  these  factors  are  evaluated  and 


corrected,  and  good  physical  health  for  the 
patient  is  attained,  any  other  adverse  factors, 
psychological  or  emotional,  are  much  more  easily 
handled.  The  chances  of  improving  psychologi- 
cal behavior  are  much  greater  when  the  patient 
feels  physically  fit. 

Psychotherapy  is  of  tremendous  value  in  the 
longterm  approach  to  the  basic  problem  of  the 
alcoholic  and  his  emotional  stability.  However, 
where  such  psychotherapy  is  necessary,  the 
problem  that  confronts  the  therapist  is  to  keep 
the  patient  from  resorting  to  alcohol  during 
such  period  of  therapy.  Chlorpromazine,  re- 
serpine,  Rauwolfia  serpentina,  meprobamate, 
and  promazine  hydrochloride  all  can  be  used 
for  this  purpose.  The  characteristics  of  these 
drugs  have  been  described  previously,  and  they 
may  be  used  during  this  period  of  rehabilitation 
as  indicated.  Dosages  vary  and  of  course  are 
much  smaller  than  when  used  during  the  acute 
phase  of  the  illness.  Patients  will  react  differ- 
ently to  these  various  drugs,  and  the  medicaments 
can  be  used  most  effectively  by  adapting  the 
therapy  to  that  which  suits  the  individual 
patient  best.  It  is  sometimes  of  great  advantage 
to  use  combinations  of  these  drugs,  depending 
upon  the  effect  on  the  patient.  However,  there 
is  a percentage  of  patients  who  find  it  difficult 
to  refrain  from  alcohol  even  with  these  tran- 
quilizing  medications.  With  this  type  of  patient, 
disulfiram  is  a valuable  adjunct. 

Disulfiram  Therapy 

Disulfiram  [bis (die thy lthiocarbamyl) disulfide  ], 
known  as  TETD  or  Antabuse,  is  a drug  de- 
signed to  keep  the  alcoholic  from  drinking. 
Ingestion  of  alcohol  while  under  this  therapy 
results  in  an  episode  of  severe  and  intense  illness 
which  is  so  disquieting  that  knowledge  of  such 
a reaction  acts  as  an  excellent  deterrent.  Disul- 
firam itself  has  very  little  effect  upon  the  body. 
Some  patients  might  complain  of  fatigue,  a 
slight  loss  of  sex  potency,  an  occasional  skin 
allergy,  some  headache,  some  malaise,  but 
generally  speaking  it  is  tolerated  without  any 
difficulty.  Occasionally  it  causes  gastric  dis- 
tress. With  the  ingestion  of  the  slightest  amount 
of  alcohol,  however,  a succession  of  symptoms 
occurs  that  causes  extreme  discomfort.11  Within 
a few  minutes  of  alcohol  ingestion,  there  is  a 
flushing  of  the  face  that  extends  down  over  the 
neck  and  chest  and  becomes  deeper  and  deeper 
until  the  skin  is  bright  red.  There  is  a sensation 
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of  great  heat  in  the  area,  followed  by  a pounding 
headache  that  becomes  very  severe.  The  blood 
pressure  rises  suddenly  with  this  headache,  but 
within  a few  minutes  there  occurs  a precipitous 
drop  in  the  blood  pressure,  giving  the  patient  a 
sense  of  faintness  and  nausea,  sometimes  followed 
by  violent  vomiting.  The  patient  may  break 
into  a cold  sweat  and  often  complains  of  extreme 
pain  in  the  precordium,  simulating  a coronary 
heart  attack.  The  discomfort  is  very  severe  and 
may  last  from  one  to  two  or  even  four  hours, 
depending  upon  the  amount  of  disulfiram  and 
alcohol  that  has  been  ingested.  The  patient 
subsequently  falls  into  a deep  sleep,  which 
may  last  for  several  hours. 

When  this  drug  was  first  used,  it  was  thought 
necessary  that  it  be  administered  in  a hospital 
setting.  After  the  patient  recovered  from  the 
acute  intoxication,  disulfiram  was  given  and  the 
patient  subjected  to  the  alcohol  test.  He  was 
given  0.5  ounces  of  whisky  and  allowed  to 
experience  the  sensations  described.  In  this 
way  he  learned  what  would  happen  should  he 
drink  alcohol  while  under  disulfiram  therapy. 
For  some  time  now,  it  has  been  thought  un- 
necessary to  subject  the  patient  to  this  expe- 
rience. The  mere  description  of  what  will  happen 
is  sufficient  for  the  average  patient  to  understand 
the  risks  involved  in  drinking  alcohol  while 
taking  this  drug.  Where  doubt  does  exist  and 
the  patient  decides  to  experiment,  only  a small 
amount  of  alcohol  is  sufficient  to  convince  him  of 
the  effect  of  disulfiram.  It  is  necessary,  however, 
for  the  therapist  to  describe  accurately  to  the 
patient  the  risks  involved  and  what  will  happen, 
so  that  there  will  be  no  doubt  in  his  mind  that 
drinking  alcohol  will  result  in  serious  conse- 
quences. In  addition,  he  is  given  a card  to  carry 
with  him,  identifying  the  patient  and  his  phy- 
sician, explaining  that  he  is  under  disulfiram 
therapy  and  that  no  alcohol  should  be  admin- 
istered should  he  be  found  in  an  unconscious 
state.  The  description  of  this  procedure  is  by 
far,  in  most  cases,  sufficient  to  convince  the 
patient  of  the  seriousness  of  this  type  of  treat- 
ment. 

In  those  cases  where  the  patient  does  take 
alcohol  while  under  disulfiram  therapy,  it  is  well 
to  know  the  antidotes  that  can  be  used.  Rec- 
ommended measures  are  putting  the  patient  in 
shock  position  and  injecting  ascorbic  acid  in- 
travenously. If  the  patient  is  unconscious, 
caffeine  and  sodium  benzoate  may  be  admin- 
istered intramuscularly.  Dextrose  and  saline 
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infusions  are  also  recommended,  as  well  as 
plasma,  and  oxygen  when  indicated.  A good 
antihistaminic  may  be  administered  intramus- 
cularly or  intravenously,  and  diphenhydramine 
(Benadryl)  hydrochloride  has  been  used  this  way 
effectively.  Another  method  of  counteracting 
the  effects  of  the  disulfiram- alcohol  reaction  is 
the  administration  of  chlorpromazine  intra- 
muscularly in  50  to  100  mg.  doses.  This  usually 
induces  a calming  sleep,  and  the  patient  will 
awaken  refreshed  without  the  untoward  effects 
that  the  reaction  usually  gives. 

Contraindications  to  disulfiram  therapy  have 
been  noted.  They  are  cases  of  severe  heart 
disease,  including  coronary  heart  disease,  cir- 
rhosis of  the  liver,  epilepsy,  drug  addiction,  psy- 
choses, kidney  disease,  diabetes,  pregnancy,  and 
asthma.  Some  therapists  have  used  this  type 
of  treatment  with  all  of  these  types  of  cases 
without  too  much  difficulty.  However,  unusual 
caution  must  be  observed  when  doing  so. 

One  of  the  risks  in  the  use  of  disulfiram  therapy 
is  the  possible  occurrence  of  a psychosis.  It 
was  thought  that  psychoses  occurring  while  this 
drug  was  being  used  were  due  to  the  toxicity  of 
the  drug  itself.  However,  now  it  is  believed 
that  it  is  not  the  drug  but  the  inability  of  the 
patient  to  escape  into  his  alcoholic  oblivion  as 
an  outlet  for  his  emotional  instability  that 
precipitates  the  psychotic  episode.  It  has  been 
found  that,  with  further  psychotherapy,  these 
patients  have  been  able  to  take  disulfiram  again 
without  having  any  psychotic  reaction,  even 
though  the  dose  of  disulfiram  was  exactly  the 
same  as  before  their  psychotic  episodes.  It  is 
wise,  therefore,  that  a psychiatric  evaluation  be 
done  on  the  patient  before  giving  disulfiram 
therapy  if  severe  mental  involvement  is  sus- 
pected. 

The  reaction  to  alcohol  of  the  patient  taking 
disulfiram  is  due  to  the  increase  of  the  acetalde- 
hyde content  in  the  blood.  In  the  metabolic 
breakdown  of  alcohol  into  acetaldehyde,  acetic 
acid,  carbon  dioxide,  and  water,  this  process  is 
arrested  at  the  acetaldehyde  stage  by  its  contact 
with  disulfiram  and  the  subsequent  chemical 
and  enzyme  reactions.  Since  acetaldehyde  is 
a very  severely  toxic  agent,  the  results  that 
follow  ingestion  of  alcohol  are  due  to  the  in- 
creased acetaldehyde  concentration  in  the  blood. 
The  same  symptoms  can  be  produced  by  in- 
jecting acetaldehyde  intravenously. 

Disulfiram  has  other  uses  that  have  proved  of 
value  in  the  treatment  of  the  alcoholic  patient. 
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Its  original  purpose  guarantees  a period  of 
abstinence  long  enough  for  practicing  psycho- 
therapy. It  can,  however,  also  be  used  to 
determine  the  degree  of  sincerity  that  the  pa- 
tient manifests  in  his  willingness  to  cooperate. 
After  discussing  the  effects  of  alcohol  ingestion 
while  under  disulfiram  therapy  and  the  length 
of  time  the  influence  of  disulfiram  exists  in  the 
body,  which  may  be  from  twenty-four  to  seventy- 
two — in  rate  instances  as  long  as  a week — a 
disulfiram  tablet  may  be  offered  the  patient. 
If  he  swallows  it  without  hesitation,  it  would  be 
indicative  of  his  motivation  and  incentive  toward 
abstinence.  However,  if  he  demurs,  refuses, 
delays,  or  in  any  other  way  resists  taking  the 
pill,  it  is  assurance  that  he  still  has  many 
reservations  about  following  through  with  the 
rest  of  his  program.  The  greatest  value  to  the 
patient  on  disulfiram  therapy  is  the  revelation 
that  he  can  live  without  drinking.  Very  often 
after  long  periods  of  abstinence  he  can  appreciate 
how  much  he  has  proved  this  fact  to  himself. 

More  recently,  citrated  calcium  carbimide 
has  been  reported  to  be  useful  as  a substitute 
for  disulfiram.  It  has  somewhat  the  same 
effects,  but  is  said  to  be  devoid  of  undesirable 
side-effects  sometimes  encountered  with  disul- 
firam— gastric  distress,  drowsiness,  and  others 
noted  previously.12 

Conditioned  Response  Therapy 

The  conditioned  response  treatment  is  based 
upon  the  theory  that  the  individual  patient  can  be 
trained  to  a certain  emotional  reaction  under  cer- 
tain defined  situations.  This  method  of  therapy 
has  been  employed  in  many  areas  and  reports  in- 
dicate variable  success.  In  the  hands  of  some 
therapists,  patients  respond  well  to  this  type  of 
therapy.  With  others,  the  success  has  been 
questionable.  The  treatment  is  carried  out  by 
administering  to  the  patient  a dose  of  alcohol 
to  which  there  has  been  added  some  type  of 
emetic,  emetine  or  ipecac.  Under  controlled 
conditions,  the  patient  is  given  the  dose  of  treated 
alcohol  and  the  ingestion  is  followed  by  severe 
retching  and  vomiting  for  some  time.13  The 
administration  is  repeated  on  several  occasions. 
The  theory  is  that,  after  a number  of  such 
experiences,  the  patient  will  automatically  re- 
frain from  drinking  alcohol  for  fear  of  the  con- 
sequences. Some  therapists  have  substituted 
the  injection  of  apomorphine  simultaneously 
with  the  ingestion  of  alcohol.  This  type  of 


therapy  must  be  carried  out  under  controlled 
circumstances  in  order  to  establish  the  con- 
ditioned response.  The  treatment  is  usually 
carried  out  in  an  institution  where  the  patient 
can  be  watched  carefully  over  a given  period  of 
time  and  the  administration  controlled  with  a 
maximum  of  environmental  influence. 

Complications  of  Chronic  Alcoholism 

Hallucinosis. — Hallucinosis  is  characterized 
by  auditory  or  visual  hallucinations,  usually  audi- 
tory. It  usually  occurs  after  the  patient  has  been 
detoxified.  The  hallucinations  are  less  severe 
than  with  delirium  tremens.  Differentiation  from 
delirium  tremens  is  important  and  can  usually  be 
determined  by  the  orientation  that  is  present  with 
hallucinosis  and  absent  with  delirium  tremens. 
Sedation  writh  the  tranquilizing  drugs  until  the 
phase  of  hallucinosis  is  passed  is  the  treatment  of 
choice.  However,  corticotropin  in  25-mg.  doses 
given  intramuscularly  or  intravenously  every 
four  hours  for  six  doses  has  proved  effective. 
The  panic  and  fear  associated  with  delirium 
tremens  is  usually  not  present  with  this  com- 
plication. 

Recently,  azacyclonol  (Frenquel)  hydrochlo- 
ride in  doses  of  20  mg.  three  or  four  times  a 
day  has  also  been  used  for  this  complication. 
It  is  specifically  valuable  for  hallucinosis  and 
has  been  found  very  effective. 

Delirium  Tremens. — Delirium  tremens  is 
fairly  common  and  occurs  after  prolonged 
drinking.  It  may  also  occur  upon  withdrawal  of 
alcohol  after  prolonged  drinking.  The  char- 
acteristics of  this  condition  are  intense  excite- 
ment, delirium,  and  coarse  tremors.  It  may  be 
accompanied  by  convulsions  of  the  grand  mal 
type.  Present  also  is  marked  confusion  with 
disorientation  which  differentiates  this  con- 
dition from  hallucinosis.  Both  auditory  and 
visual  hallucinations  are  present  as  a.rule.  These 
hallucinations  are  extremely  vivid  and  often 
take  the  form  of  animals  all  over  the  room  and 
the  patient.  Bizarre  combinations  of  animal 
bodies  and  human  heads  and  vice  versa  are 
present.  Physical  findings  usually  include  di- 
lated pupils,  flushed  skin,  subnormal  temper- 
atures (unless  intercurrent  infection  is  present), 
and  profuse  sweating.  Minute  petechial  hem- 
orrhages of  the  brain  may  occur  during  this  stage 
and  often  give  rise  to  persistent  tremors. 

Treatment  consists  of  the  measures  used  for 
patients  in  the  acute  alcoholic  state.  The 
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tranquilizing  drugs  have  been  recommended  by 
many  therapists  and  chlorpromazine  and  pro- 
mazine have  both  been  used  to  advantage.14 
These  can  be  given  intramuscularly  or  intra- 
venously, but  in  my  experience  I have  found  it 
advantageous  to  combine  them  with  other 
sedative  drugs  when  the  excitement  in  the  patient 
is  great.  Administration  of  corticotropin  in 
25-mg.  doses  at  four-hour  intervals  has  also 
helped  in  bringing  about  more  rapid  recovery. 
This  can  be  given  intramuscularly  or  intra- 
venously in  the  dextrose  and  saline  solution.10 
After  recovery  from  the  acute  delirium,  the 
treatment  is  continued  as  in  other  stages  of 
alcoholism. 

Acute  Gastritis  and  Enteritis. — This  com- 
plication is  usually  due  to  chemical  irritation  of 
the  mucous  membrane  of  the  gastrointestinal 
tract.  Mental  distress,  anxiety,  and  frustration 
are  usually  associated  with  this  irritation.  With- 
drawal of  the  alcohol  will  relieve  the  symptoms, 
as  will  gastric  sedatives  and  bland  diet.  Drugs 
used  in  the  usual  gastrointestinal  cases  to  reduce 
motility  and  soothe  the  inflamed  membranes  will 
also  aid  in  this  condition.  The  use  of  chlorpro- 
mazine and  promazine  hydrochloride  for  this 
condition  will  often  allay  the  nausea  and  vomiting 
that  accompany  the  irritation  of  the  digestive 
tract  membranes.  However,  it  is  often  necessary 
to  apply  psychotherapy  also  in  many  such  cases 
to  help  relieve  the  symptoms. 

Varices  of  the  Esophagus  and  Cardiac 
end  of  the  Stomach. — This  condition  probably 
occurs  much  more  commonly  than  is  suspected. 
Its  danger  lies  in  the  possibility  of  hemorrhage. 
Such  signs  as  vomiting  of  blood,  tarry  stools, 
signs  of  shock,  pallor,  low  blood  cell  count,  or 
low  blood  pressure  and  other  obvious  evidences 
of  acute  hemorrhage  must  be  borne  in  mind. 
At  the  first  indication  of  such  signs,  immediate 
treatment  should  be  instituted.  The  general 
regimen  for  acute  hemorrhage  anywhere  may  be 
used  here,  including  complete  sedation  arid  quiet 
for  the  patient.  Intravenous  infusions  of  saline 
solution  may  be  necessary,  as  well  as  transfusion 
if  indicated.  Where  the  hemorrhage  continues, 
use  of  the  Sengstaken  or  the  Patton  tube  may 
be  indicated.  This  tube  is  passed  into  the  stom- 
ach and  the  bulb  is  inflated  to  20  to  30  mm. 
Hg.  The  tube  is  left  in  place  for  twenty  to 
forty-eight  hours  before  deflation.  After  de- 
flation of  the  tube,  the  patient  should  be  ob- 
served for  twelve  hours  to  make  sure  that  there 


is  no  recurrence  of  the  hemorrhage.  If  no  bleed- 
ing occurs,  the  tube  may  then  be  removed. 

Cirrhosis  of  the  Liver. — Cirrhosis  of  the 
fiver  is  one  of  the  very  common  complications  of 
chronic  alcoholism.  While  it  is  now  recognized 
that  cirrhosis  of  the  liver  is  not  due  to  the  action 
of  the  alcohol  itself,  it  is  nevertheless  one  of  the 
sequelae  associated  with  chronic  alcoholism. 
It  has  now  been  established  that  alcoholism  is 
not  the  only  cause  of  cirrhosis  of  the  fiver,  but 
that  other  conditions  which  would  be  responsible 
for  the  lack  of  proper  vitamins  and  minerals  in 
the  diet  as  well  as  necessary  nutritional  elements 
are  the  basic  cause  of  this  disease.  The  fiver 
has  proved  to  be  a very  hardy  organ  and  can  be 
subjected  to  a great  deal  of  abuse  before  the 
condition  becomes  irreversible.  Administration 
of  the  necessary  vitamins  and  minerals  and  an 
adequate  diet  will  usually  result  in  the  recovery 
of  the  fiver  to  its  normal  function.  However,  in 
extreme  cases  and  in  cirrhosis  of  long  duration, 
the  destruction  may  be  so  severe  that  com- 
plete recovery  is  impossible.  Proper  diet,  ad- 
ministration of  vitamins  and  minerals,  and  in 
some  cases  injection  of  fiver  extract  will  help 
support  the  diseased  organ.  In  some  cases, 
surgery  has  been  resorted  to  in  order  to  establish 
increased  circulation  to  the  fiver  in  an  effort  to 
relieve  the  portal  system.  However,  in  most 
cases,  supportive  treatment  will  be  sufficient  to 
correct  this  condition. 

Less  Frequent  Complications. — The  less 
often  encountered  complications  of  chronic 
alcoholism  are  given  below. 

Pathological  Intoxication:  Pathological  in- 

toxication is  a severe  reaction  to  the  ingestion 
of  alcohol.  It  is  characterized  by  a precipitous 
and  almost  maniacal  response  to  a comparatively 
small  amount  of  alcohol.  It  is  theorized  that  in 
such  cases  the  alcohol  acts  as  a trigger  release 
mechanism  setting  off  the  ability  to  control  the 
patient’s  actions.  Treatment  consists  of  heavy 
sedation  until  the  acute  phase  passes. 

Korsakoff’s  Syndrome:  Korsakoff’s  syndrome 
is  characterized  by  amnesia  and  confabulation. 
The  treatment  consists  of  supportive  measures. 
Prognosis  for  recovery  in  these  cases  is  very  poor. 
Since  it  is  now  believed  that  this  complication 
occurs  as  a result  of  inadequate  diet,  the  neces- 
sary nutritional  elements,  vitamins,  and  miner- 
als must  be  supplied  in  sufficient  amounts. 

Hemorrhagic  Polioencephalitis,  Superior  (Wer- 
nicke’s Disease) : Characteristics  of  hemorrhagic 
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polioencephalitis,  superior  (Wernicke’s  disease) 
include  limited  movements  of  the  eyes  due  to 
partial  paralysis  of  the  eye  muscles.  Mental 
changes  include  intense  excitement,  convulsions, 
and  clouding  of  consciousness,  which  may  be 
severe  enough  to  end  in  stupor  and  coma.  There 
are  usually  pathological  reflexes  present  with 
extreme  tensions  of  the  muscles.  Tendon  re- 
flexes are  absent.  Since  this  complication  is 
also  considered  to  be  the  result  of  deficient 
nutrition,  large  doses  of  thiamine,  adequate 
diet,  and  vitamin  and  mineral  complements  are 
indicated.  Not  uncommonly,  complete  restora- 
tion fails  to  occur.  Mental  confabulation  re- 
sembling Korsakoff’s  sjmdrome  is  often  a re- 
sidual effect  and  may  remain. 

Marchiafava’s  Disease:  Marchiafava’s  disease 
(primary  degeneration  of  the  corpus  callosum) 
was  once  thought  to  be  due  to  alcoholism.  With 
only  100  cases  reported  in  the  literature,  it  was 
finally  determined  that  this  complication  resulted 
not  from  the  alcohol  but  from  the  metallic 
impurities  found  in  wine  as  the  result  of  process- 
ing. 

Acute  Lethal  Alcoholism:  Acute  lethal  alco- 
holism is  due  to  ingestion  of  alcohol  to  a blood 
concentration  sufficient  to  cause  death.  It 
occurs  and  acts  the  same  as  an  overdose  of 
anesthetic,  producing  death  by  a complete 
anesthesia  of  the  vital  centers  of  the  brain. 

Summary  and  Conclusions 

In  treating  the  chronic  alcoholic,  factors  other 
than  the  medical  and  psychiatric  approach  must 
be  taken  into  consideration.  The  patient’s 
social  environment,  religious  background,  em- 
ployment or  industrial  situation,  and  his  relation- 
ships with  family,  friends,  fellow  employees,  and 
others  are  pertinent  factors.  His  relationships 
with  his  local  health  department,  mental  health 
department,  Alcoholics  Anonymous,  and  clergy 
are  additional  important  contributions  to  treat- 
ment. In  the  chronic  alcoholic,  we  are  dealing 
not  only  with  a sick  individual  but  with  that 
individual  in  relationship  to  his  environment. 
In  order  to  treat  him  adequately,  all  of  these 
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circumstances  must  be  included. 

In  treating  the  chronic  alcoholic,  the  coopera- 
tion of  the  patient  is  perhaps  the  single  greatest 
factor  in  addition  to  the  understanding  and 
patience  of  the  attending  physician.  Such 
psychotherapy  as  is  necessary  can  be  adminis- 
tered by  the  average  physician  who  will  take 
the  time  to  understand  and  help  the  sick  alco- 
holic. With  the  advent  of  the  new  tranquilizing 
drugs,  the  treatment  of  the  acute  phase  has  been 
greatly  simplified.  With  the  use  of  disulfiram 
(Antabuse),  the  patient  can  remain  without 
alcohol  sufficiently  long  for  the  interested  phy- 
sician to  help  him  gain  insight  into  his  problem. 
Helping  to  give  the  alcoholic  a healthy  body  so  as 
to  maintain  optimum  physical  fitness  will  in  itself 
make  him  feel  better  and  more  capable  of  meeting 
the  problems  that  have  induced  his  illness  and 
probably  caused  it  to  continue.  The  physician 
has  in  the  alcoholic  a challenge  from  which  he 
cannot  retreat.  To  meet  this  challenge,  he 
requires  knowledge,  understanding,  and  patience. 
If  he  will  develop  and  use  these  qualities,  the 
chances  of  his  success  with  alcoholic  patients 
will  be  enhanced  and  the  results  rewarding. 
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Hypotension  of  Vagal  Reflex 


The  vagus  nerve  affects  various  autonomic 
functions.  It  has  been  called  “vague”  in  its 
reactions  because  stimulation  of  it  or  depressing 
its  activity  by  nerve  block  or  nerve  section 
results  in  a number  of  variable  effects  affect- 
ing bronchiolar  caliber,  pulmonary,  cardiac, 
and  gastrointestinal  functions,  and  vocal  cord 
activity.  The  French  call  this  nerve  “le  nerf 
pneumogastrique.”  In  addition,  it  is  involved  in 
many  autonomic  reflexes  by  forming  the  efferent 
arc  of  various  reflexes  in  which  the  afferent  path- 
way may  be  due  to  some  other  cholinergic  nerve, 
such  as  the  sinus  nerve  in  the  carotid  sinus  reflex, 
the  ophthalmic  division  of  the  trigeminal  nerve 
in  the  oculocardiac  reflex,  or  the  pelvic  nerve  in 
pelvocardiac  reflex.  Occasionally,  both  afferent 
and  efferent  limbs  of  the  reflex  are  by  way  of 
branches  of  the  vagus.  These  are  called  true 
vagal  reflexes  or  vago-vagal  reflexes.1  Some 


Discussed  at  a conference  held  at  Bellevue  Hospital,  New 
York  City,  June  2,  1958.  Clinical  Anesthesia  Conferences 
are  held  on  the  first  Monday  of  every  month. 


cases  of  cardiac  arrest  have  been  ascribed  to  a 
vago-vagal  reflex.  These  are  cases  of  extreme 
and  ultimate  vagal  stimulation.  (One  such  case 
report  will  be  described  in  detail  when  the 
Clinical  Anesthesia  Conference  will  discuss  cardiac 
arrest.)  Fortunately,  cardiac  arrest  as  a result 
of  extreme  vagal  stimulation  and  response  is 
rare.  More  frequently,  direct  stimulation  of  the 
vagus  nerve  along  its  course  in  the  neck  or  inside 
the  chest  results  in  less  serious  cardiovascular 
effects,  such  as  bradycardia  and  arterial  hypo- 
tension. But  these  effects  may  be  significant 
enough  to  require  some  treatment  as  exemplified 
in  the  following  case  reports. 

Case  Reports 

Case  1. — This  case  was  observed  during  World 
War  II.  A twenty-one-year-old  soldier  wras 
wounded  in  the  chest.  The  esophagus  was  lacer- 
ated, and  this  resulted  in  a gastropleural  fistula 
which  drained  gastric  juice  from  the  chest  wall, 
with  a consequent  phlegmon  formation  of  the  chest 
wall.  It  was  proposed  that  a thoracotomy  be  done 
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in  order  to  repair  the  lacerated  esophagus  and  to 
drain  the  phlegmon  of  the  chest. 

As  might  be  expected,  this  young  man  was  in 
serious  condition.  His  temperature  was  103  F., 
pulse  130,  and  respiration  48.  He  was  given  16  mg. 
of  morphine  sulfate  and  0.6  mg.  of  atropine  sulfate 
slowly  intravenously  at  11:20  p.m.  Ten  minutes 
later,  anesthesia  was  induced  with  intravenous 
thiopental  sodium  followed  by  nitrous  oxide  and 
ether  in  a closed  system  with  an  endotracheal  air- 
way and  controlled  respirations.  The  chest  was 
entered  quickly.  The  pulse  rate  was  maintained 
between  120  and  140  and  the  arterial  blood  pressure 
was  sustained  at  110/70.  The  lacerated  esophagus 
was  being  repaired  uneventfully  until  it  became 
necessary  to  manipulate  the  adjoining  vagus  nerve. 
As  soon  as  this  happened,  the  pulse  rate  suddenly 
diminished  from  140  to  46  and  the  arterial  blood 
pressure  fell  to  70/50.  The  surgeon  was  informed 
of  these  reactions.  He  ceased  the  surgery  and 
removed  the  retractor  that  was  pulling  the  vagus 
nerve  aside.  Within  five  minutes  the  blood  pres- 
sure and  pulse  rate  returned  to  their  previous  levels. 
Fortunately,  the  esophageal  repair  could  be  com- 
pleted without  further  retraction  of  the  vagus  nerve. 
The  operation  ended  successfully. 

The  following  case  report  illustrates  satis- 
factory management  of  a vagal  reflex  when  the 
surgeon  could  not  avoid  manipulative  stimulation 
at  the  operative  site. 

Case  2. — A twenty'-five-y"ear-old  man  had  a 
clotted  left  hemothorax  resulting  from  a chest 
wound  by  shrapnel.  The  shrapnel  w'as  lodged  in 
the  left  auricle  of  the  heart.  It  was  proposed  that 
after  removal  of  the  clotted  hemothorax,  the 
foreign  body  also  be  removed  and  the  left  lung 
decorticated.  This  y'oung  man  w'as  in  good  physical 
condition.  He  w'as  given  10  mg.  of  morphine  sul- 
fate and  0.6  mg.  of  atropine  sulfate  intramuscularly 
for  preanesthetic  medication.  One  hour  later, 
anesthesia  was  induced  with  thiopental  sodium 
intravenously  followed  by  nitrous  oxide-oxygen  and 
ether  in  a closed  system  with  an  endotracheal  air- 
way. The  intervention  proceeded  satisfactorily 
until  one  hour  and  fifteen  minutes  after  the  start  of 
the  operation  when  the  surgeon  was  dissecting  and 
removing  organized  clotted  material  about  the  hilum 
of  the  lung.  At  that  time  it  was  observed  that  the 
arterial  systemic  blood  pressure,  which  had  been 
maintained  at  110/60,  suddenly  diminished  to 
50/40,  and  the  pulse  rate  w'as  reduced  from  102  to  80. 
This  hypotension  w'as  attributed  to  stimulation  of 
the  vagus  nerve  in  the  pulmonary'  plexus  at  the  hilum 
of  the  lung.  It  w'as  suggested  that  this  area  be 
infiltrated  with  a local  anesthetic  solution.  How- 
ever, the  anatomy'  in  this  area  w'as  distorted  by 
the  clotted  tissue  so  that  the  vagal  pulmonary'  plexus 


could  not  be  discerned.  Since  the  acute  hypotension 
persisted,  it  was  decided  to  block  the  vagus  nerve  at  a 
proximally'  accessible  level.  Accordingly,  the  vagus 
nerve  was  blocked  with  7 cc.  of  a one  per  cent  solu- 
tion of  procaine  in  the  neck  at  the  level  of  the  tip  0 
of  the  mastoid  process.2  This  w'as  easy  to  perform,  " 
since  the  patient  w'as  ly'ing  on  his  side  with  the  It 
affected  side  up.  Five  minutes  later,  the  blood  It 
pressure  was  120/60  and  the  pulse  rate  had  risen  to 
110.  Surgical  intervention  was  resumed,  and  de- 
spite further  surgical  manipulations  about  the  pul- 
monary hilar  plexus,  the  operation  was  completed  1 
w'ithout  further  disturbance. 

Comment 

Both  vagus  nerves,  the  right  and  left  ones,  are  I 
readilyr  accessible  and  easily  stimulated  from  their  I 
point  of  emergence  at  the  base  of  the  skull,  along 
the  lateral  aspects  of  the  neck,  inside  the  chest, 
and  below'  the  diaphragm  ending  in  the  celiac 
plexus.  The  cardiac  branch  of  the  vagus  is  the 
depressor  nerve  of  the  heart.  Its  stimulation 
causes  bradyrcardia  and  sy'stemic  arterial  hy'po- 
tension.  The  cardiac  vagus  innervates  the 
auricles  but  not  the  ventricles,  so  that  auriculo- 
ventricular  block  can  be  produced  by  vagal 
stimulation.  However,  cardiac  standstill,  in- 
cluding both  ventricular  and  auricular  inhibition, 
may  be  induced  if  the  stimulus  is  strong  enough 
or  if  the  my'ocardium  is  damaged.3  A constant 
stimulus  at  different  levels  of  the  vagus  nerve 
gives  variable  responses  of  cardiac  depression.4 
A stimulus  of  w'eak  intensity"  may  be  applied  to  ! 
the  vagus  in  the  neck  region  in  an  amount 
sufficient  to  result  in  moderate  hy'potension  and 
bradyTcardia.  When  a stimulus  of  the  same 
strength  is  then  applied  to  the  corresponding 
vagus  nerve  in  the  abdomen  just  below'  the  dia- 
phragm for  the  same  length  of  time,  no  response 
is  elicited.  Likewise,  no  response  is  obtained 
when  the  same  stimulus  is  applied  to  the  vagus 
nerve  in  the  chest  just  above  the  diaphragm. 
How'ever,  when  the  same  stimulus  is  applied  to 
the  same  vagus  nerve  trunk  in  the  chest  but  at 
the  level  of  the  heart,  the  reaction  obtained  is 
more  intense  than  that  resulting  from  stimulation 
in  the  cervical  region.  The  arterial  hyrpotension 
and  brady'cardia  are  now'  the  most  pronounced. 
These  effects  should  be  remembered  when  a bi- 
lateral vagotomy  is  being  performed  as  a thera- 
peutic procedure  for  diminution  of  peptic  ulcer 
pains.  The  vagi  should  be  cut  as  low"  in  the  chest 
as  possible,  and  the  nerves  should  not  be  manip- 
ulated or  retracted,  in  order  to  avoid  stimula- 
tion at  a higher  and  more  dangerous  level. 
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When  surgical  intervention  necessitates  dis- 
section with  vagal  nerve  stimulation,  a signifi- 
cant vagal  cardiac  reflex  may  be  prevented  or 
overcome  by  blocking  the  affected  vagus  nerve 
with  a local  anesthetic  solution.  One  prominent 
thoracic  surgeon  blocks  both  the  vagus  nerve  and 
the  thoracic  sympathetic  chain  as  soon  as  the 
chest  is  entered  in  order  to  prevent  untoward  cir- 
culatory reflexes.5  When  the  area  of  vagal 
stimulation  cannot  be  isolated  because  of  infiltrat- 
ing patholog}r,  as  in  the  second  case  report,  two 
other  means  of  treatment  are  still  available.  The 
vagi  may  be  depressed  by  the  intravenous  in- 


jection of  a large  dose  of  a cholinotropic  drug  such 
as  atropine  (0.6  mg.  to  1 mg.  for  an  adult),  or,  as 
in  the  last  case  report,  the  vagus  nerve  may  be 
blocked  at  a higher  level,  for  instance  in  the 
neck.3 
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Nonpolio  Viruses  Found  to  Cause  Paralysis 


The  development  of  paralytic  disease  after  the 
individual  has  received  polio  vaccine  doesn’t  neces- 
sarily mean  the  vaccine  failed.  The  disease  may 
have  been  caused  by  a virus  other  than  a polio 
virus,  a recent  University  of  Pittsburgh  study  has 
shown. 

Two  properties  heretofore  believed  to  be  unique 
for  polio  viruses — the  ability  to  produce  paralytic 
disease  manifestations  and  the  ability  to  produce 
similar  antibody  responses  in  the  body — were  found 
to  be  shared  by  ECHO  and  Coxsackie  viruses. 

The  study,  made  by  a group  headed  by  Dr. 
William  McD.  Hammon,  is  reported  in  the  June 
7,  1958  Journal  of  the  American  Medical  Association. 
They  explained  that  polio,  Coxsackie,  and  ECHO 
viruses  are  all  enteroviruses,  which  have  many 
properties  in  common,  including  the  ability  to 
multiply  in  the  human  gastrointestinal  tract  with 
or  without  producing  disease. 

Disease,  when  it  does  occur,  most  frequently 
involves  the  central  nervous  system.  Polio  viruses 
have  been  believed  to  be  the  only  ones  to  cause 
paralysis.  ECHO  and  Coxsackie  viruses  have 
been  associated  with  aseptic  meningitis. 

In  their  study,  the  researchers  found  that  six 
cases  of  paralytic  disease  originally  diagnosed  as 
polio  were  probably  caused  by  Coxsackie  and  ECHO 
viruses.  These  viruses,  but  no  polio  viruses, 
were  isolated  from  the  affected  patients. 

The  cases  occurred  during  the  1952  field  trials  of 
gamma  globulin  as  a polio  preventive.  Three  were 
considered  as  gamma  globulin  failures,  the  authors 


said. 

Whether  the  enteroviruses  isolated  in  the  six 
cases  were  the  respective  causative  agents  is  not  un- 
equivocably  established,  they  said.  However,  they 
were  isolated  during  the  acute  phase  of  illness,  and, 
in  the  past,  the  demonstration  of  a polio  virus  infec- 
tion during  the  acute  phase  has  been  accepted  as 
diagnostic. 

In  addition  to  the  six  cases  of  paralytic  disease, 
the  researchers  studied  ten  cases  of  aseptic  menin- 
gitis and  a group  of  normal  individuals  for  the  anti- 
gen-antibody response  produced  by  the  entero- 
viruses. They  found  that  Coxsackie  and  ECHO 
viruses  have  an  antigenic  constitution  similar  to 
that  of  polio  viruses. 

On  the  basis  of  their  study,  the  researchers  said 
that  in  certain  situations,  the  Coxsackie  and  ECHO 
viruses  may  produce  disease  similar  to  polio. 
These  situations  would  be  a combination  of  the 
unusually  rapid  spread  of  the  viruses  in  the  body 
and/or  unusual  susceptibility  of  the  human. 

The  doctors  feel  that  these  six  cases  are  examples 
of  occasional  paralytic  illness  caused  by  a nonpolio- 
myelitis enterovirus. 

Because  of  the  possibility  of  believing  such  ill- 
nesses to  result  from  vaccine  failure,  paralytic  or 
nonparalytic  poliomyelitis-like  disease  must  be 
carefully  studied  for  its  cause. 

Dr.  Hammon’s  associates  in  the  study  were 
David  S.  Yohn,  Ph.D.,  Ernest  H.  Ludwig,  Ph.D., 
Rose  A.  Pavia,  B.S.,  Gladys  E.  Sather,  M.P.H., 
and  Lambert  W.  McCloskey,  M.S. 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 

From  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  incidents  of  ingestion  were  re- 
cently reported  to  the  New  York  City 
Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Aspirin  16  years  Female 

Following  an  argument  with  her  mother  relat- 
ing to  lateness  to  work,  the  young  girl  took  25 
(5  gr.)  aspirin  tablets.  The  following  symptoms 
were  noted : nausea,  vomiting,  stupor,  abdominal 
pains,  and  headache.  The  girl  was  rushed  to  the 
hospital  emergenc}r  room  where  her  stomach  was 
lavaged,  and  she  was  sent  home.  It  is  felt  that 
perhaps  the  patient  should  have  been  admitted 
to  the  hospital  for  a period  of  observation  of  at 
least  twenty-four  hours  to  rule  out  late-develop- 


ing  symptoms. 

Incident  2 

Toxic  Agent 

Age 

Sex 

Clorox 

17  3rears 

Female 

This  incident,  following  an  argument  with  her 
bojdriend,  involved  a girl’s  ingestion  of  Clorox. 
The  patient  presented  the  following  symptoms: 
burning  in  mouth  and  throat,  vomiting,  and  ab- 
dominal pains.  She  wTas  taken  to  the  hospital 
where  she  remained  for  one  day  and  was  dis- 
charged as  fully  recovered. 


Incident  3 

Toxic  Agent  Age  Sex 

Clorox  21  months  Male 

While  the  child  was  playing  on  the  floor  in  the 
kitchen,  he  found  a drinking  cup  containing 
Clorox  which  his  mother  had  left  under  the  sink. 
The  child  ingested  some  of  its  contents  and  burn- 
ing in  the  mouth  and  throat  and  nausea  resulted. 
The  patient  was  rushed  to  the  hospital  where  his 
stomach  was  lavaged.  He  was  observed  in  the 
hospital  for  twenty-four  hours  and  discharged  as 
fully  recovered. 

Although  most  of  the  cases  reported  to  the  New 
York  City  Poison  Control  Center  involving 
Clorox  and  other  household  chlorine  bleaches 
may  be  classified  as  mild,  (probably  because  of 
prompt  and  appropriate  therapy),  Dr.  Alan  K. 
Done  of  the  Salt  Lake  City  General  Hospital, 
Poison  Information  Center,  recently  reported  a 
fatal  case  involving  a chlorine  household  product 
(Purex).  The  patient  was  an  eighteen-month- 
old  female  who  ingested  a few  tablespoons  of  the 
bleach.  Dr.  Done  reports:  “From  the  clinical 
course  and  findings  at  necropsy,  it  would  appear 
that  a considerable  quantity  of  hjrpochlorite  has 
been  aspirated  into  the  lungs,  resulting  in  acute 
tracheobronchitis  and  focal  pneumonitis. ' How- 
ever, it  is  clear  that  this  patient  exhibited  a re- 
markably severe  hypochloremic  metabolic  aci- 
dosis.” The  unhappy  result  in  this  case  should 
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be  taken  as  a warning  not  to  consider  ingestions 
of  bleaches  too  lightly,  for  the  unpredictable 
could  happen. 

Another  case  reported  to  us  by  Dr.  Done  is 
noteworthy.  This  case  involved  a detergent  ma- 
terial (Calgon)  which  is  a phosphate  compound. 
Most  of  the  household  detergents  on  the  market 
are  mildy  alkaline,  and  the  incidents  involving 
detergents  reported  to  our  Center  are  mild  in 
nature.  Dr.  Done’s  patient  developed  a severe 
hypocalcemia  which  required  appropriate  ther- 
apy. Since  most  household  detergents  on  the 
market  contain  phosphate,  this  incident  should  be 
kept  in  mind  when  treating  ingestions  of  deter- 
gents. 

Incident  4 

Toxic  Agrnt  Age  Sex 

Oil  of  2 years  and  Male  and 

Wintergreen  6 months  and  Female 

14  months 

Two  siblings  were  left  alone  while  mother 
went  to  market.  The  older  sibling  climbed  up 
on  a chair  and  obtained  a bottle  containing  oil 
of  wintergreen  which  was  left  on  the  dresser. 
She  very  generously  shared  the  toxic  agent  with 
her  younger  brother.  Both  children  vomited 
and  were  taken  to  the  hospital  where  their 
stomachs  were  lavaged,  and  they  were  observed 
for  four  days.  The  hospital  intern,  who  was  a 
foreigner,  called  to  inquire  what  oil  of  wintergreen 
was.  He  did  not  realize  that  this  was  methyl 
salicylate  with  which  he  was  well  acquainted. 
This  points  up  the  value  of  using  pharmacopeial 
names  which  are  in  international  usage. 

Incident  5 

Toxic  Agent  Age  Sex 

Reserpine  25  months  Male 

The  child  climbed  on  a chair  and  obtained  a box 
of  pills  from  the  dresser  top.  He  took  the  box  of 
pills  with  him  to  his  crib  and  ingested  an  un- 
known number.  He  presented  the  following 
symptoms:  vomiting,  diarrhea,  and  stupor. 

Many  other  cases  of  reserpine  intoxication  re- 
cently reported  to  the  Center  also  included  flush- 
ing of  the  face  as  a prominent  symptom.  This 
child  was  taken  to  the  hospital  where  his  stomach 
was  lavaged.  He  remained  in  the  hospital  for 
two  days  and  was  then  discharged  as  fully  re- 
covered. 


Reserpine  intoxication  is  being  reported  to  the 
Center  with  greater  frequency.  Although  the 
outcome  in  our  cases  have  been  uneventful, 
physicians  are  alerted  to  the  possible  dangers  of 
ingestion  of  tranquilizers  and  on  the  necessity  to 
instruct  parents  to  keep  these  substances  out  of 
children’s  reach. 

Incident  6 

Toxic  Agent  Age  Sex 

Naphthalene  18  months  Male 

While  his  mother  was  washing  dishes,  the  in- 
fant crawled  into  the  closet  where  he  found  a box 
of  naphthalene  flakes  on  the  floor  and  ingested 
some  of  the  contents.  The  child  vomited  and 
was  rushed  to  the  hospital  where  he  remained  for 
observation  for  two  days. 

At  springtime  naphthalene  is  used  extensively, 
and  physicians  are  requested  to  warn  parents  of 
the  dangers  of  naphthalene  ingestion.  While  this 
was  a mild  ingestion,  severe  cases  have  been  re- 
ported to  the  Center.  It  also  may  be  pointed 
out  that  delayed  reactions  are  common  in 
naphthalene  poisoning. 

Incident  7 

Toxic  Agent  Age  Sex 

Boric  Acid  15  years  Female 

This  patient  obtained  the  substance  from  the 
medicine  cabinet  by  mistake.  She  intended  to 
take  epsom  salt.  Both  containers,  which  were 
similar  in  color,  size,  and  shape,  were  placed  next 
to  each  other  in  the  medicine  cabinet.  The  pa- 
tient experienced  nausea  and  was  taken  to  the 
hospital. 

Her  stomach  was  lavaged  in  the  emergency 
room,  and  she  was  sent  home. 

This  case  is  reported  because  of  the  frequency 
of  occurrences  reported  to  this  Center  resulting 
from  mistaken  identity  of  drugs  due  to  the  simi- 
larity of  containers  which  are  placed  next  to  each 
other  in  the  medicine  cabinet.  Physicians  are 
requested  to  instruct  families  to  take  care  in  stor- 
ing substances  in  medicine  cabinets.  Particular 
care  should  be  taken  not  to  place  similar-appear- 
ing substances  next  to  each  other.  The  drug  in- 
dustry should  also  give  this  problem  some 
thoughtful  consideration. 

Incident  8 
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Toxic  Agent  Age  Sex 

Chlorpromazine  6 years  Female 

One  child  brought  pills  with  him  to  school  and 
distributed  them  as  candy  to  the  other  children 
who  were  playing  in  the  park.  The  patient  in- 
gested some  and  experienced  vomiting  and  stupor. 
She  was  taken  to  the  hospital  where  no  treatment 
was  administered  and  was  sent  home  after  four 
hours  in  the  hospital.  While  this  case  was  pre- 
sumably of  a mild  nature,  more  than  50  cases 
involving  Thorazine  ingestions  have  been  re- 
ported to  the  Center,  and  some  were  accompanied 
by  serious  complications. 

Incident  9 

Toxic  Agent  Age  Sex 

“Sleeping  Pills”  5 years  Female 

(Gluthimide) 

The  child  obtained  a bottle  of  sleeping  pills 
(nonbarbiturate)  from  the  medicine  cabinet  and 
ingested  about  20  tablets.  While  playing,  her 
seven-year-old  friend  noticed  that  the  patient 
was  not  acting  right  and  seemed  drowsy.  She 
called  the  child’s  mother  who  immediately  took 
the  child  to  a hospital.  The  patient  was  coma- 
tose on  admission,  but  after  four  days  of  hos- 
pitalization and  heroic  therapy,  she  made  a full 
recovery. 

Incident  10 

Toxic  Agent  Age  Sex 

Lead  Poisoning  2 years  Female 

The  child  complained  of  abdominal  pains, 
nausea,  vomiting,  and  also  had  convulsions. 
She  was  admitted  to  the  hospital  where  diagnosis 
of  lead  poisoning  was  made.  Her  mother  related 
that  the  child  had  been  picking  plaster  from 
kitchen  walls  and  ingesting  it.  The  mother  first 
noticed  that  the  child  was  eating  plaster  over  a 
year  ago,  but  didn’t  realize  that  it  was  harmful. 
The  patient  has  been  hospitalized  for  over  a 
month  and  is,  at  this  writing,  still  in  the  hospital 
being  treated  for  lead  poisoning. 

Incident  11 

Toxic  Agent  Age  Sex 

Radiant  Lemon  Oil  iy2  years  Male 

The  mother  was  polishing  furniture  and  then 


put  the  bottle  of  lemon  oil  on  the  credenza. 
While  walking  around  the  room  the  child  picked 
up  the  bottle  and  ingested  its  contents.  The  pa- 
tient was  hospitalized  for  more  than  two  months 
with  a diagnosis  of  lipoid  pneumonia.  The  latest 
report  indicates  the  child  still  has  evidence  of 
pneumonitis,  although  symptomatically  the  child 
is  well. 

Incident  12 

Toxic  Agent  Age  Sex 

Oil  of  Camphor  21/%  years  Male 

The  mother  gave  the  child  a teaspoonful  of  oil 
of  camphor  mistaking  it  for  a cough  medicine 
which  was  prescribed  by  the  physician.  (Both 
bottles  were  placed  side  by  side  in  the  medicine 
cabinet,  and  the  mother  mistook  the  camphor  for 
the  medication.) 

This  case  again  illustrates  the  danger  result- 
ing from  placing  substances  of  similar  size,  shape, 
and/or  color  adjacent  to  each  other  in  the  medi- 
cine cabinet.  Physicians  should  also  alert  fami- 
lies on  the  need  to  observe  carefully  the  label  on 
the  product. 

Incident  13 

Toxic  Agent  Age  Sex 

Aspirin  2Va  years  Male 

While  his  parents  were  asleep,  the  child  removed 
the  aspirin  from  an  airline  flight  bag  which  was  in 
the  bathroom  and  ingested  40  tablets.  He  had 
nausea,  vomiting,  dyspnea,  and  stupor.  The 
patient  was  taken  to  the  hospital  where  he  re- 
mained for  several  days  and  made  a full  recovery 
with  appropriate  therapy. 

Incident  14 

Toxic  Agent  Age  Sex 

Moth  Balls  2V2  years  Female 

This  youngster  was  playing  in  the  bedroom 
and  found  a plastic  bag  which  contained  a fur 
piece  and  moth  balls.  She  ingested  an  unknown 
number  of  moth  balls.  The  following  symptoms 
were  present  on  admission  to  the  hospital:  ab- 
dominal pains,  nausea,  vomiting,  and  burning  in 
the  mouth  and  throat.  Her  stomach  was 
lavaged,  and  supportive  therapy  was  adminis- 
tered. After  several  days  the  child  recovered, 
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became  symptom-free,  and  was  sent  home. 


Toxic  Agent 

Incident  15 
Age 

Sex 

Clorox 

2 years 

Female 

The  mother  was  washing  clothes  with  Clorox. 
She  stored  the  Clorox  in  a baby  food  jar  and  left 
it  on  a low  kitchen  table.  Her  child  obtained 
the  jar  and  ingested  some  of  its  contents.  The 
patient  was  admitted  to  the  hospital  with  ab- 
dominal pains,  nausea,  vomiting,  and  burning 
in  the  mouth  and  throat.  Her  stomach  was 
lavaged  in  the  emergency  room.  After  several 
days  of  hospitalization  and  observation  the  child 
was  discharged  as  fully  recovered. 

Incident  16 

Toxic  Agent  Age  Sex 

Kerosene  20  months  Male 

A mother  heard  her  child  suddenly  cry  out  with 
pain.  He  complained  of  abdominal  pains, 

nausea,  and  vomiting  and  was  immediately 

taken  to  a hospital  for  treatment.  The  young- 
ster found  the  kerosene  in  a corner  in  the  bed- 
room where  it  had  been  stored  in  a Pepsi  Cola 
bottle  for  more  than  nine  months. 

Incident  17 

Toxic  Agent  Age  Sex 

Turpentine  15  months  Male 

While  playing  in  the  kitchen,  a sibling,  three 
years  of  age,  gave  the  jar  with  the  turpentine  to 
the  patient.  (The  turpentine  was  stored  in  an 
empty  cream  container.)  The  child  drank  some 
of  its  contents  and  also  spilled  it  on  his  right  arm 
and  forearm  causing  burns. 

The  above  three  incidents  illustrate  the  hazard 
which  can  result  when  substances  are  removed 
from  their  original  containers  and  stored  in  other 


household  utensils. 

Incident  18 

Toxic  Agent  Age  Sex 

Aspiration  of  Nuts  2 years  Male 

This  child  was  admitted  with  a history  of  as- 
piration of  a pecan  nut.  A bronchoscopy  was 
done,  and  the  pecan  was  removed.  The  child 
did  fairly  well  for  a while,  but  symptoms  soon 
recurred. 

When  bronchoscoped  a week  later,  a small 
piece  of  nut  was  found  and  removed.  The  child 
is  still  at  the  hospital  but  is  doing  well. 

Incident  19 

Toxic  Agent  Age  Sex 

Aspiration  of  Nuts  2 years  Female 

The  child  was  hospitalized  when  admitted  wdth 
a history  of  aspiration  of  nuts.  Since  x-rays  of 
the  lungs  were  normal  and  the  child  was  symptom- 
free,  she  was  discharged  after  three  days. 

Incident  20 

Toxic  Agent  Age  Sex 

Aspiration  of  Nuts  3V2  years  Male 

The  youngster  was  admitted  with  a history  of 
having  aspirated  a peanut.  A bronchoscope 
failed  to  find  the  peanut. 

It  is  interesting  to  note  that  the  above  three 
cases  were  all  admitted  to  Bellevue  Hospital  dur- 
ing the  Thanksgiving  holiday. 

Adults,  it  seems,  are  totally  unaware  of  the 
serious  danger  which  can  result  from  the  inges- 
tion and  aspiration  of  nuts  in  children  under 
five  years  of  age.  Physicians  are  requested  to 
alert  parents  of  the  dangers  of  aspiration  of  nuts 
or  candy  containing  nuts  and  to  advise  them  not 
to  distribute  nuts  to  infants  and  young  children 
under  five  years  of  age. 


{Number  fourteen  in  a series  of  Briefs  on  Accidental  Chemical  Poisoning $) 


Striving  to  better,  oft  we  mar  what’s  well. — William  Shakespeare 
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CASE  REPORTS 

Severe  Allergic  Reaction  to  Poliomyelitis  Vaccine 

ROBERT  E.  KAUFMAN,  M.D.,  AND  MARGARET  JANEWAY,  M.D.,  NEW  YORK  CITY 
(From,  the  Allergy  and  Medical  Services , Lenox  Hill  Hospital) 


he  general  impression  that  allergic  reactions  to 
the  Salk  poliomyelitic  vaccine  are  rare  is  sup- 
ported by  the  paucity  of  reports  of  such  incidents. 
Chervinsky1  reported  an  instance  of  erythema 
multiforme,  urticaria,  angioedema,  and  arthralgia 
occurring  after  inoculation  of  the  vaccine.  Crepea2 
noted  asthma  and  rhinitis  which  was  caused  by 
the  monkey  kidney  protein  in  the  vaccine  in  a child 
known  to  be  sensitive  to  monkey  dander.  Bierly3 
observed  only  two  minor  allergic  reactions  in  2,350 
injections. 

In  the  1954  Field  Trial,  vaccine  or  placebo  was 
administered  to  650,000  children  with  29  reported 
instances  of  allergic  reaction,  an  incidence  of  0.004 
per  cent.  These  reactions  occurred  in  the  placebo- 
inoculated  group  as  frequently  as  they  did  in  the 
vaccinated  group.  Both  vaccine  and  placebo 
contained  small  quantities  of  penicillin,  and  the 
essential  difference  between  the  products  was  the 
absence  of  poliomyelitis  virus  and  kidney  protein 
in  the  placebo.4  In  Britain,  400,000  injections 
were  given  without  a single  recorded  allergic 
reaction.5  Investigations  of  alleged  reactions  follow- 
ing vaccine  injection  in  Canada  revealed  “a  very 
low  incidence  of  true  allergic  reactions  after  many 
millions  of  doses/’6 

In  May,  1957,  the  Communicable  Disease 
Center  of  the  Public  Health  Service  knew  of  only 
23  allergic  reactions  to  the  vaccine,  in  addition  to 
those  previously  mentioned.1-4  The  chief  mani- 
festations were  skin  lesions  (primarily  urticarial), 
and  more  rarely  angioedema,  fever,  arthralgia, 
asthma,  and  nasal  symptoms.  There  was  one  case 
of  severe  exfoliative  dermatitis.7  It  was  concluded 
that  “significant  allergic  reactions  to  the  vaccine 
must  be  occurring  at  a very  low  frequency  in  view 
of  the  fact  that  some  100  million  doses  of  vaccine 
were  administered.”8  In  contrast  to  all  these 
observations,  Lipman9  found  110  reactions  among 
4,340  persons,  but  it  is  uncertain  how  many  of 
these  were  truly  allergic. 

The  following  case  illustrates  the  occurrence  of 


. a severe  and  prolonged  allergic  reaction  to  the  | 
Salk  vaccine. 

Case  Report 

A twenty-year-old  student  nurse  was  given  her 
first  poliomyelitis  vaccine  on  August  30,  1956,  and  I 
the  second  one  four  weeks  later,  both  without  inci- 
dent. Nine  hours  after  the  third  injection,  on  April 
4,  1957,  in  the  upper  left  arm,  she  developed  intense 
urticaria  with  angioedema  of  the  eyelids.  Three 
days  later  she  complained  of  tingling  and  pain  in  the 
left  arm,  numbness  of  the  finger  tips,  and  edema  of 
the  left  forearm  with  paresthesias.  Neurologic 
examination  showed  slight  weakness  of  the  left-hand 
grip  and  slight  hypalgesia  of  the  outer  aspect  of  the 
forearm.  The  nerve  trunks  were  tender  in  the  left 
arm  and  axilla. 

During  the  following  week  there  was  no  improve- 
ment despite  antihistamine  treatment.  Urticaria 
and  diffuse  induration  of  the  left  forearm  persisted. 
There  was  pain  in  the  right  elbow  joint  and  fingers.  ] 
She  was  hospitalized,  and  the  previous  therapy  with  I 
antihistamines  was  supplemented  by  30  mg.  of 
prednisone  daily.  After  a few  days  she  still  had 
urticaria  and  arthralgia  as  well  as  muscle  tenderness 
in  the  upper  left  arm  and  right  thigh.  Left  axillary 
adenopathy  was  also  noted.  Re-examination  by  the 
neurologist  on  April  25  showed  slight  winging  of  the 
left  scapula,  weakness  of  the  left  hand  grip,  diminu- 
tion of  the  biceps  reflex,  and  marked  tenderness  of 
the  nerve  trunks  and  brachial  plexus  trunks  on  the 
left  side.  There  were  no  objective  sensory  changes 
and  no  limitation  of  motion.  His  impression  was 
that  she  suffered  from  serum  radiculitis. 

In  mid-May,  more  than  one  month  after  the  onset 
of  the  illness,  she  still  had  urticaria,  angioedema,  and 
arthralgia,  with  occasional  rises  of  temperature  as 
high  as  102.8  F.  despite  continued  corticosteroid  and 
antihistamine  treatment.  Nine  and  one-half  weeks 
after  the  onset  of  the  disease,  the  symptoms  com- 
pletely subsided,  and  all  medication  was  discon- 
tinued. Follow-up  examination  six  months  later 
revealed  continuing  good  health. 

Clinical  laboratory  tests  included  erythrocyte 
sedimentation  rate,  C-reactive  protein,  heterophil 
agglutination,  Wassermann,  urinalysis,  and  x-rays  of 
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the  chest  and  of  the  cervical  spine,  all  of  which  gave 
normal  results.  Hemoglobin  and  red  cell  count  were 
normal.  There  was  a leukocytosis  as  high  as  19,350 
with  80  per  cent  polymorphonuclears.  The  poly- 
morphonuclear leukocytosis  lasted  more  than  five 
weeks,  uninfluenced  by  prednisone  except  for  a drop 
in  eosinophils.  Cephalin  flocculation  was  2 plus  on 
May  6 but  negative  one  month  later. 

The  patient  gave  a negative  past  history  for  any 
form  of  allergy.  She  had  received  no  drugs  or 
injections  during  many  months  prior  to  the  present 
illness.  The  only  time  she  had  had  penicillin  was 
eight  years  previously,  when  she  had  been  injected 
several  times  without  incident. 

Special  studies  were  made  in  an  effort  to  identify 
the  component  of  the  vaccine  responsible  for  this 
reaction.  Passive  transfer  tests  with  the  patient’s 
serum  obtained  at  the  height  of  her  illness  were 
carried  out  in  one  recipient.  These  tests  were  all 
negative  to  horse  serum  1 : 100,  crystalline  penicillin 
G 50,000  units  per  cc.,  streptomycin  sulfate  0.05 
Gm.  per  cc.,  and  undiluted  Salk  vaccine. 

Direct  skin  tests  by  the  multiple  puncture  method 
were  carried  out  after  the  patient  recovered.  The 
test  solutions  employed  were  horse  serum  1:1,000, 
crystalline  penicillin  G 10,000  units  per  cc.,  strepto- 
mycin sulfate  0.005  Gm.  per  cc.,  and  Salk  vaccine 
1 : 100.  All  tests  were  negative.  Monkey  kidney 
extract  was  not  available  for  skin  testing. 

Precipitin  tests  against  monkey  kidney  antigen 
were  carried  out  on  sera  drawn  May  6 and  June  12. 
They  were  reported  as  negative.  It  was  concluded 
that  “since  this  is  a very  sensitive  test,  the  patient 
did  not  develop  significant  circulating  antibodies 
against  monkey  kidney  tissue  antigens  contained 
in  the  vaccine.”10 

Sera  drawn  May  8 and  October  24  contained  no 
detectable  amount  of  horse  serum  antibody.11 

Electrophoretic  studies  of  sera  of  May  6 and  June 
12  showed  normal  albumin  and  slightly  elevated 
alpha-2  and  gamma  globulins.12  These  findings, 
as  well  as  the  transiently  positive  cephalin  floccula- 
tion, can  be  compared  to  those  of  Ley  and  Fitz- 
Gerald13 who  reported  a rise  chiefly  in  gamma  globu- 
lin and  occasionally  in  beta  and  alpha-2  globulins  in 
the  course  of  serum  sickness  induced  by  tetanus  anti- 
toxin. 

Comment 

The  reaction  that  this  patient  experienced  is 
apparently  one  of  the  most  severe,  generalized, 
and  prolonged  that  has  been  recorded.  The  leuko- 
cytosis, lymphadenopatlty,  myositis,  radiculitis,  and 
the  generalized  nature  and  prolonged  course  of  the 
reaction  were  not  prominent  features  of  the  cases 
reported  to  the  Public  Health  Service.7-8  Despite 
the  absence  of  proof,  it  appears  to  be  a reasonable 
assumption  that  the  patient’s  serum  sickness-like 
illness  was  caused  by  the  third  dose  of  Salk  vaccine. 
Its  onset  nine  hours  after  the  injection  and  its 
intensity  are  characteristic  of  an  accelerated  re- 
action such  as  is  observed  after  serum,  penicillin,  or 
other  drugs  when  the  patient  has  been  sensitized  by 


previous  exposure.  Moreover,  the  patient  was  cer- 
tain that  she  had  received  no  other  injection  nor 
taken  any  medication  for  several  months  prior  to 
onset  of  the  illness.  The  clinical  features  of  the 
reaction  resemble  those  seen  after  serum  or  penicillin. 
The  prolonged  course  of  nine  weeks  is  more  charac- 
teristic of  penicillin-induced  reactions.14  The  radi- 
culitis affecting  the  brachial  plexus  and  the  lym- 
phadenopathy  are  more  commonly  observed  in 
reactions  due  to  serum.15 

Which  component  of  the  Salk  vaccine  was  re- 
sponsible for  this  and  other  reported  allergic  re- 
actions? Among  the  antigenic  ingredients  to  be 
considered  are  the  virus  material,  monkey  kidney 
protein,  horse  or  other  animal  serum,  penicillin, 
streptomycin,  and  polymyxin.  Other  constituents 
such  as  formaldehyde,  Merthiolate,  phenol  red, 
and  various  amino  acids  and  vitamins  in  the  nu- 
trient medium  are  unlikely  antigenic  factors. 

Experience  with  this  and  other  viral  vaccines 
makes  it  seem  extremely  unlikely  that  the  virus 
protein  is  the  causative  antigen.  Some  unpub- 
lished studies  reveal  that  two  or  three  monkey 
protein  antigens  exist  in  highly  concentrated 
vaccine.16  However,  precipitins  against  monkey 
kidney  antigen  could  not  be  demonstrated  in  our 
patient,  and  she  is  not  sensitive  to  monkey  dander 
as  was  Crepea’s  patient.2  Reactions  to  horse 
serum  by  passive  transfer  and  direct  testing  were 
all  negative.  Animal  serum  is  present  in  some 
brands  of  the  finished  vaccine  in  the  minute  con- 
centration of  1 : 5,000,000,  but  no  animal  serum  was 
present  in  the  vaccine*  our  patient  received. 

Of  the  remaining  allergens,  streptomycin  and 
polymyxin  seem  very  unlikely  causative  agents, 
because  they  have  been  uncommon  sensitizers 
except  when  administered  repeatedly.  Moreover, 
the  clinical  characteristics  of  streptomycin  and 
polymyxin  allergy  are  not  those  of  serum  sickness. 

Penicillin,  the  most  generally  suspected  com- 
ponent of  the  vaccine,  is  present  in  extremely 
small  quantities.  As  reported  for  six  brands  of 
vaccine,  it  was  not  detectable  in  two  and  amounted 
to  less  than  20  units  per  cc.  of  finished  vaccine  in 
the  others.  Siegal17  found  that  two  patients  ex- 
tremely sensitive  to  penicillin  clinically  and  by  direct 
and  passive  transfer  tests,  had  negative  skin  tests 
to  Salk  vaccine.  One  of  these  was  not  given  the 
1-cc.  dose,  but  the  other  tolerated  it  without  inci- 
dent. A number  of  individuals  very  sensitive  to 
penicillin  received  one  or  more  1-cc.  injections  with- 
out reaction.6-7 

We  do  not  know  which  ingredient  of  the  Salk 
vaccine  caused  the  allergic  reaction  in  our  patient. 
The  absence  of  any  positive  direct  or  indirect  skin 
test  or  of  detectable  precipitins  does  not  exclude 


* Eli  Lilly  and  Company. 


Part  I — September  1,  1958 


2833 


PARKER  AND  LIPSCHUTZ 


any  of  the  tested  substances  or  their  degradation 
products  as  the  causative  factor. 

Summary 

1.  A twenty-year-old  nurse  developed  severe 
urticaria,  angioedema,  fever,  leukocytosis,  ar- 
thralgia, myositis,  lymphadenopathy,  and  radiculitis 
starting  nine  hours  after0  her  third  Salk  vaccine 
injection.  The  illness  lasted  nine  weeks. 

2.  Direct  and  passive  transfer  tests  with  peni- 
cillin, streptomycin,  horse  serum,  and  the  vaccine 
were  negative. 

3.  Precipitin  tests  against  monkey  kidney 
and  horse  serum  antigens  were  negative. 

4.  The  frequency  of  allergic  reactions  to  polio- 
myelitis vaccine  and  their  possible  causes  are 
discussed. 

Addendum 

Two  additional  references  to  allergic  reactions  to 
Salk  vaccine  should  be  included.  A one-year-old 
child  developed  severe  angioedema  one  hour  after 
the  first  injection,  although  she  tolerated  the  second 
one  two  months  later.18  Four  cases  of  urticaria 
following  the  vaccine  were  noted.19 

Two  recent  articles  discuss  severe  allergic  reac- 
tions to  silk  antigen — from  silk  filters — which  may  be 
a contaminant  in  biological  products.20*21  We 
therefore  tested  our  patient  with  silk  extract,  with 
negative  results. 


We  wish  to  express  our  appreciation  to  Drs.  Laurence  Far- 
mer and  Sheppard  Siegal  for  their  valuable  cooperation  and 
suggestions.  We  also  wish  to  thank  Drs.  Aaron  Bell,  Gerald 
Cooper,  J.  K.  W.  Ferguson,  Norman  McCullough,  P.  J. 
Moloney,  Lauri  Thrupp,  and  R.  P.  Wodehouse  for  their  kind 
assistance. 
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An  Unusual  Case  of  Sydenham's  Chorea  of  Prolonged  Duration 

ARTHUR  M.  PARKER,  M.D.,  AND  EMANUEL  W.  LIPSCHUTZ,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Medical  Department  of  Beth-El  Hospital) 


rJ',HE  malady  which  is  now  called  Sydenham’s 
chorea  is  a prototype  of  St.  Vitus’  Dance,  as 
Sydenham  called  it  in  his  classic  description  in  1685. 1 
Recently,  the  criteria  for  the  diagnosis  of  Syden- 
ham’s chorea  were  clearly  summarized  by  Syner, 
Fancher  and  Kemble.2  They  list  the  following 
characteristics:  (1)  Distinctive  involuntary  move- 
ments. (2)  Movements  which  are  purposeless  to 
quasi  purposive.  (3)  Movements  which  are  intensi- 
fied by  voluntary  effort  and  by  excitement.  (4) 
Movements  which  disappear  during  sleep.  (5)  Ab- 
sence of  sensory  changes  with  no  disturbance  of 
sphincters.  (6)  Associated  presence  of  marked 
emotional  instability  and  a state  of  excitement 
which  can  progress  to  a distinct  maniacal  chorea. 
(7)  Absence  of  progressive  mental  deterioration. 


(8)  Transient  nature  of  symptoms. 

In  Osier’s  classic  monograph3  the  transient  nature 
of  the  symptoms  is  emphasized.  He  states  that  the 
cases  of  moderate  severity  last  three  to  four  months 
and  occasionally  up  to  six  months.  Chronic  cases 
in  children  and  young  adults  are  rare.  When  the 
movements  persist,  they  usually  are  in  a form  of  tic 
Osier’s  protracted  cases  did  not  last  more  than  three 
years.  He  also  states  that  it  is  essentially  a disease 
of  childhood  and  adolescence. 

Several  textbooks4"9  reiterate  that  chorea  usually 
lasts  a few  weeks  to  a few  months  and  in  exceptional 
cases  until  a year.  The  transient  nature  of  this 
affliction  is  repeatedly  stressed.  It  is  variously 
stated  that  recurrences  occur  in  an  appreciable  num- 
ber of  cases  but  that  the  total  duration  of  any  one 
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case  does  not  exceed  several  months  except  in  rare 
instances. 

It  is  also  stated  that  onset  of  this  malady  is  rare 
after  puberty.  Pouly,10  however,  in  1938  dis- 
cussed a type  of  chorea  in  an  older  group  that  has  its 
onset  after  the  age  of  sixty.  He  describes  a type  of 
true  chorea  which  seems  to  have  the  antecedents  of 
Sydenham’s  type,  namely  a history  of  acute  rheu- 
matic joints  in  youth.  Other  authors,  however,  who 
have  studied  similar  cases  state  that  the  disease  is 
caused  by  a virus  and  is  a recrudescence  of  the 
original  disturbance.  The  chronic  cases  of  Pouly’s 
began,  primarily,  without  any  previous  history.  It 
occurs  mostly  in  females,  in  whom  it  is  charac- 
terized by  general  movements  which  tend  to  be 
uncontrollable.  It  is  rarely  accompanied  by  cardiac 
lesions.  These  cases  seem  similar  to  the  true  Syden- 
ham’s chorea  of  the  young,  but  several  researchers 
postulate  a neurotrophic  virus  similar  to  that  of 
epidemic  encephalitis.  Pouly  cites  a case  in  which 
the  movements  persisted  for  approximately  eight 
years. 

Another  French  author,  Babonnieux,11  reported  a 
case  of  chronic  chorea  in  an  eighteen-year-old  boy 
which  lasted  nine  years.  Presumably  it  was  caused 
by  encephalitis  lethargica.  The  same  author  re- 
viewed some  European  literature  in  which  he  found 
reports  of  other  prolonged  cases  of  chorea.  How- 
ever, they  were  not  described.  The  affliction  in 
some  was  said  to  have  lasted  for  life,  but  the  actual 
duration  was  not  given.  In  general,  two  years  was 
the  maximum  duration  with  rare  prolongations. 
Most  of  these  cases  were  preceded  by  a history  of 
encephalitis  lethargica. 

Riser,  Canceil,  and  Gajual12  reported  a case  asso- 
ciated with  narcolepsy  in  a twenty-two-year-old  man 
which  lasted  twelve  years.  It  was  diagnosed  as 
Sydenham’s  chorea. 

McCullough13  in  1889  stated  that  after  several 
weeks  of  slow  improvement  with  the  symptoms 
gradually  disappearing,  chorea  patients  usually 
completely  recover  with  no  residual  injurj'.  He 
said  that  choreiform  movements  may  occur  in 
children  as  a delayed  result  of  a mild  attack  of 
encephalitis  lethargica  which  was  undetected  at  the 
time  it  occurred,  or  of  an  attack  of  encephalitis  in  a 
milder  form  such  as  the  St.  Louis  type,  or  of  any 
postinfectious  type  of  encephalitis  following  measles, 
whooping  cough,  chicken  pox,  or  mumps. 

Typical  chorea  may  even  complicate  polycythemia 
vera.14 

In  view  of  the  rarity  of  prolonged  Sydenham’s 
chorea  and  the  lack  of  documentation  in  reports  of 
chronic  cases,  a case  lasting  over  thirty-eight  years 
associated  with  rheumatic  heart  disease  is  presented. 
The  disease  preceding  the  onset  of  chorea,  however, 
is  not  adequately  defined. 


Case  Report 

First  Admission. — A fifty-two-year-old,  white 
female  was  admitted  to  Beth-El  Hospital  on  August 
21,  1953.  She  complained  of  occasional,  low-grade 
fever  and  of  lower  posterior  chest  pain,  both  of  three 
weeks  duration.  The  chest  pain  was  a steady  sore- 
ness which  persisted  until  admission  to  the  hospital. 
She  had  experienced  chorieform  movements  since 
the  age  of  eighteen.  She  stated  that  for  a few  days 
prior  to  the  onset  of  the  chest  pain,  she  had  felt  as 
if  she  had  a common  cold.  In  the  past  two  months 
she  had  lost  10  pounds.  She  also  complained  of 
occasional  precordial  pains. 

Details  of  the  patient’s  birth  history  were  not 
known.  She  was  told  that  she  had  been  in  good 
health  until  the  age  of  twelve,  when  she  suffered 
from  high  fever  and  was  treated  with  aspirin  and  ice 
baths.  She  did  not  recall  being  told  that  she  had  a 
heart  murmur  at  that  time  or  later  during  her 
adolescence.  At  the  age  of  eighteen,  involuntary, 
jerky  movements  of  the  upper  extremities  and  facial 
grimacing  appeared  and  persisted  thereafter.  She 
believed  that  through  the  years  they  had  become 
progressively  worse.  Nine  years  prior  to  admission 
an  apparently  benign  rectal  polyp  was  removed. 
Menopause  occurred  uneventfully  ten  years  prior 
to  admission.  She  recalled  having  a bout  of  pneu- 
monia at  one  time  but  was  vague  as  to  the  exact 
time.  The  systemic  review  was  essentially  negative 
except  for  anorexia  with  the  present  illness  and  the 
continuing  choreiform  movements. 

Physical  examination  revealed  a well-developed, 
well-nourished  individual  who  appeared  restless  and 
apprehensive,  with  purposeless  movements  of  the 
head,  facial  muscles,  and  upper  extremities.  Her 
temperature  was  100.2  F.,  pulse  148,  and  respira- 
tions 20.  The  blood  pressure  was  150/90.  The 
head  was  negative.  The  eyes  and  ears  were  normal 
except  for  pale  conjunctiva.  The  mucous  mem- 
branes of  the  mouth  were  pale,  and  the  tongue  had  a 
gray  center  and  red  edges.  The  neck  showed  noth- 
ing remarkable.  The  thorax  seemed  to  have  some 
limitation  of  movement  on  breathing.  The  lungs 
showed  flatness  of  percussion,  and  the  breath  sounds 
at  the  left  base  were  diminished.  The  point  of  maxi- 
mum impulse  was  felt  in  the  sixth  interspace  slightly 
left  of  the  midclavicular  line.  No  thrills  were  felt. 
A systolic  murmur  was  heard  over  the  entire  pre- 
cordium.  The  abdomen  was  normal.  There  were 
some  superficial  varices  on  the  legs,  but  no  edema  or 
clubbing  was  noted.  The  neurologic  examination 
produced  negative  findings  except  for  the  choreiform 
movements. 

The  urine  test  was  negative  for  glucose  and  al- 
bumin. The  sediment  contained  one  to  two  white 
cells  per  high  power  field.  Examination  of  the 
blood  revealed  a hemoglobin  of  14.8  Gr.  per  100  ml. 
and  a red  blood  cell  count  of  4,300,000.  The  white 
cell  count  was  10,400  with  1 per  cent  staff  cells,  71 
per  cent  segmented  polymorphonuclear  cells,  and  28 
per  cent  lymphocytes.  The  fasting  blood  sugar  was 
102  mg.  per  cent,  blood  urea  13.2  mg.  per  cent, 
cholesterol  278  mg.  per  cent,  and  free  cholesterol  88 
mg.  per  cent.  The  erjThrocytic  sedimentation  rate 
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was  24  mm.  in  one  hour,  and  hematocrit  was  49. 
The  blood  cultures  were  negative  on  six  occasions. 
The  x-ray  film  of  the  chest  taken  on  August  24, 
1953,  showed  no  abnormalities  of  the  heart  or  lungs. 
No  fluid  was  seen.  The  ribs  showed  changes  con- 
sistent with  osteoporosis.  The  lateral  views  of  the 
chest  showed  no  evidence  of  effusion  in  the  pleural 
spaces.  On  September  8,  1953,  a gastrointestinal 
series  and  esophagram  showed  only  a large  diverticu- 
lum at  the  lower  end  of  the  esophagus.  An  electro- 
cardiogram showed  a regular  tachycardia  at  a rate 
of  148,  peaked  P-waves,  deep  S-waves  in  leads  III 
and  AVF,  and  depressed  ST  segments  in  leads  III 
and  AVF.  There  were  depressed  ST  segments  in 
leads  V4  and  V5. 

She  steadily  improved.  Her  temperature  re- 
turned to  normal  on  the  third  day,  and  she  remained 
afebrile  until  discharge.  Her  pulse  slowed  at  times 
and  then  became  80  per  minute  on  August  28  after 
digitalization.  She  was  treated  with  sedatives, 
aspirin,  codeine,  vitamins,  and  Gelusil.  Her 
choreiform  movements  persisted  but  lessened  before 
discharge.  Some  believed  that  the  esophageal 
diverticulum  represented  a hiatal  hernia.  She  was 
discharged  with  the  diagnosis  of  inactive  rheumatic 
heart  disease,  hiatus  hernia,  and  chronic  chorea. 

Second  Admission. — She  was  readmitted  to 
Beth-El  Hospital  on  August  21,  1956,  for  a cough, 
retrosternal  chest  pain,  palpitations,  weakness,  and 
fever  three  weeks  old.  Three  weeks  prior  to  admis- 
sion she  developed  a “cold”  with  soreness  of  the 
chest  in  the  precordial  area,  felt  palpitations,  fever, 
and  progressive  weakness.  The  pains  seemed  to 
start  posteriorly,  then  radiated  to  the  left  precordium 
and  then  became  substernal.  They  were  burning  in 
character.  She  had  no  dyspnea  or  cyanosis.  The 
cough  was  nonproductive.  Her  family  physician 
told  her  that  she  had  a fast  heart  rate.  The  chorei- 
form movements  had  not  changed. 

Physical  examination  revealed  no  essential  change 
in  her  appearance  or  choreiform  movements  except 
that  the  movements  appeared  to  be  more  gener- 
alized. The  blood  pressure  was  170/100.  The 
pulse  was  132  per  minute  and  was  regular.  Other 
significant  findings  were  chiefly  cardiac  in  nature. 
The  area  of  cardiac  dullness  was  not  increased. 
The  point  of  maximum  impulse  was  felt  diffusely  in 
the  fifth  intercostal  space.  The  first  sound  was 
loud  at  the  apex.  A presystolic  crescendo  murmur 
was  heard  in  the  apical  area  and  was  rumbling  in 
character.  The  pulmonic  second  sound  was  louder 
than  the  aortic  second  sound.  The  heart  sounds 
were  heard  less  distinctly  at  the  pulmonic  and  aortic 
areas.  The  lungs  showed  nothing  remarkable. 
The  neurologic  examination  was  normal  as  before 
except  for  the  choreiform  movements  which  were 
definitely  increased  when  the  patient  was  excited. 

The  urinalysis  was  negative  except  for  the 
sediment  which  contained  one  to  two  red  cells  and 
two  to  four  white  cells  per  high  power  field.  The 
complete  blood  count  was  within  normal  limits. 
The  erythrocytic  sedimentation  rate  was  36  and  38. 
The  fasting  blood  sugar  was  74  mg.  per  100  ml., 
the  urea  nitrogen  10  mg.,  the  total  protein  6.9  Gm., 
bilirubin  0.6  mg.,  cholesterol  288  mg.,  chlorides  106 


mEq.,  potassium  3.5  mEq.,  sodium  149  mEq., 
carbon  dioxide  72  volumes  per  cent.  Two  blood 
cultures  showed  no  growth.  The  x-ray  film  of  the 
chest  in  the  posterior  anterior  view  showed  no 
enlargement  of  the  heart.  The  lung  fields  were  clear 
except  for  a small  nodular  process  seen  opposite  the 
sixth  right  rib  interpreted  as  an  old  tubercular 
process.  The  electrocardiogram  showed  a sinus 
tachycardia  at  a rate  of  150.  There  was  a marked 
ST  depression  in  all  leads  consistent  with  coronary 
insufficiency.  A later  electrocardiogram  showed 
sinus  tachycardia  at  a rate  of  110,  but  there  was  so 
much  somatic  tremor  that  the  rest  of  the  interpreta- 
tion was  unreliable. 

She  was  treated  with  bed  rest,  low  salt  diet,  and 
sedatives.  Her  pulse  slowed  with  eyeball  pressure. 
The  chest  pain  subsided  by  August  24,  1956.  Pulse 
slowed  to  within  normal  limits  on  August  26,  1956. 
She  was  discharged  on  September  5,  1956,  and  con- 
sidered improved. 

Third  Admission. — The  patient  was  readmitted 
to  the  hospital  on  September  14,  1956  with  head- 
ache, nausea,  and  drowsiness  a few  days  old.  The 
symptoms  appeared  after  her  arrival  home  from  the 
previous  hospital  admission.  She  had  occipital 
headaches  early  in  the  morning  which  were  accom- 
panied by  nausea  and  drowsiness.  The  headaches 
started  at  5 : 00  a.m.  and  lasted  until  about  10 : 00  a.m. 
She  reaffirmed  the  history  of  chorea  since  the  age  of 
eighteen  years  and  stated  that  she  was  told  by  her 
family  that  her  movements  stop  when  she  is  asleep. 

Physical  examination  showed  a blood  pressure  of 
170/100.  The  pulse  was  120  per  minute  but  the 
ventricular  rate  was  140.  A prominence  of  the 
right  eyeball  was  noted.  The  thyroid  was  not  pal- 
pable and  there  were  no  bruits  heard  in  the  thyroid 
area.  Other  significant  findings  were  confined  to 
the  heart  and  neurologic  examinations.  The  point 
of  maximum  impulse  was  felt  in  the  fifth  intercostal 
space*  outside  the  midclavicular  line.  There  was  a 
tachycardia  of  140.  No  murmurs  could  be  heard  at 
this  time.  She  manifested  jerky  movements  of  her 
head,  shoulders,  and  arms,  but  the  remainder  of  the 
neurologic  examination  was  negative.  A neurologic 
report  states:  The  patient  is  a fifty-five-year-old, 
unmarried  dressmaker  who  suffered  rheumatic  fever 
in  childhood.  At  the  age  of  eighteen,  purposeless 
movements  throughout  the  body  began  and  they 
recurred  thereafter  with  periods  of  relative  freedom 
from  them.  Family  history  is  negative  for  neurologic 
disorders.  There  is  no  intellectual  impairment. 
Orientation  seems  intact,  and  the  sensorium  is 
intact.  Coarse  movements  of  a purposeless  charac- 
ter of  head,  shoulders,  trunk,  and  to  lesser  degree  of 
upper  extremities  of  the  patient  are  evident.  When 
on  her  back  the  head  is  thrown  about  in  all  directions 
The  cranial  nerves  are  intact.  The  fundi  are  nor- 
mal. Deep  reflexes  are  diminished  and  equal. 
There  are  no  pathologic  reflexes,  and  sensations  are 
intact.  A functional  overlay  exists.  Diagnosis: 
Movements  are  choreiform  in  character.  The  piost 
likely  diagnosis  is  chronic  Sydenham’s  chorea,  with 
superimposed  functional  overlay. 

The  urinalysis  was  negative  except  for  three  to 
four  white  cells  per  high  power  field  on  two  occasions. 


2836 


New  York  State  J.  Med. 


AN  UNUSUAL  CASE  OF  SYDENHAM’S  CHOREA 


Examination  of  the  blood  revealed  a hemoglobin  of 
14.3  Gm.  per  100  ml.  and  a white  cell  count  of  11,500 
with  4 per  cent  staff  cells,  75  per  cent  polymorpho- 
nuclears,  and  21  per  cent  lymphocytes.  Hemato- 
crit was  49.  A repeat  blood  count  at  the  time  of  dis- 
charge revealed  a hemoglobin  of  13.0  Gm.  per  100 
ml.,  a white  cell  count  of  8,850  with  6 per  cent  staff 
cells,  58  per  cent  segmented  polymorphonuclears,  3 
per  cent  eosinophils,  33  per  cent  lymphocytes.  The 
hematocrit  was  43.  The  erythrocytic  sedimentation 
rate  was  26  to  45  mm.  per  hour  (Wintrobe).  Fast- 
ing blood  sugar  was  116  mg.  per  100  ml.,  blood  urea 
nitrogen  10  mg.  and  on  another  occasion  14  mg., 
total  protein  7.2  Gm.,  albumin  4.5  Gm.,  globulin 
2.7  Gm.,  bilirubin  0.19  mg.,  total  0.61  mg.,  and  uric 
acid  3.2  mg.  Cephalin  flocculation  was  two  plus. 
Thymol  turbidity  was  2.5  units.  Phosphorus  was 

3.1  mg.  Chloride  was  96  mEq.,  potassium  3.7  and 

4.1  mEq.,  and  sodium  140  mEq.  The  carbon 
dioxide  was  60  volumes  per  cent. 

Cholesterol  was  352  mg.  per  100  ml.  Blood  cultures 
were  negative  on  five  successive  days.  C-reactive 
protein  was  3 plus  on  one  occasion  and  negative  on 
two  occasions.  Febrile  agglutinins  for  typhoid  was 
negative  and  for  salmonella  was  1:20.  Venous 
pressure  was  7 cm.  of  water.  Circulation  time  was 
twelve  seconds  arm  to  tongue  with  decholin. 
Radioactive  iodine  uptake  was  20  per  cent.  The 
bromsulphalein  test  showed  no  dye  in  the  serum 
after  forty-five  minutes.  The  x-ray  film  of  the 
chest  in  the  posterior  anterior  view  was  normal. 
The  esophagram  showed  backward  displacement  and 
compression  in  the  region  of  the  left  auricle.  An 
electrocardiogram  showed  marked  somatic  tremors. 
Sinus  tachycardia  could  be  determined.  There  was 
left  axis  deviation. 

She  had  a low-grade  fever  for  the  first  week  and 
then  was  normal  until  she  was  discharged.  On 
admission  because  of  the  rapid  cardiac  rate,  the  mur- 
murs could  not  be  heard.  The  electrocardiogram 
was  repeated  again  under  the  influence  of  Sodium 
Amytal  and  was  as  previously  described.  In  view 
of  a normal  radioactive  iodine  uptake  the  patient 
was  digitalized  and  placed  on  small  doses  of  pheno- 
barbital.  The  cardiac  rate  decreased  and  a slight 
improvement  in  the  choreiform  movements  was 
noticed.  Pulse  rate  became  70.  At  this  time  a 
distinct  systolic  murmur  was  heard  in  the  mitral  area 
and  a split  second  sound  at  the  apex.  Her  initial 
complaints  subsided  after  ten  days.  Exclusion  of 
fish  from  her  diet  seemed  to  be  successful  in  relieving 
the  headaches,  nausea,  and  drowsiness.  She  was 
discharged  improved  on  October  19,  1956. 

She  was  visited  at  home  on  June  5,  1957.  She  felt 
well  and  had  gained  7 pounds.  The  same  charac- 
teristic movements  were  present.  She  related 
episodes  of  rapid  heart  rate  but  was  not  taking 
digitalis.  She  was  able  to  sew.  She  also  suffered 
occasional  headaches.  Physical  examination  re- 
vealed a pulse  of  120,  blood  pressure  of  150/90. 
She  had  a tachycardia  with  a soft  systolic  grade  2 
murmur  at  the  apex.  The  aortic  second  sound  was 
greater  than  the  pulmonic  second  sound.  No  other 
murmurs  were  heard.  Her  lungs  were  negative. 
She  manifested  the  same  choreiform  movements  of 


her  head,  shoulders,  and  upper  extremities.  There 
was  some  facial  grimacing.  Otherwise,  she  was 
mentally  clear  and  alert.  Her  neurologic  examina- 
tion was  normal. 


Comment 

The  above  case  is  one  of  Sydenham’s  chorea  since 
it  confirms  to  all  the  criteria,  but  one  which  is 
unique.  The  condition  has  not  been  transitory, 
since  it  has  consistently  lasted  over  thirty-eight 
years.  It  began  early  in  life.  Usually,  chorea  be- 
gins between  the  ages  of  four  and  eighteen.3  When 
it  begins  later  in  life  it  is  usually  of  encephalitic 
etiology.10  This  patient  exhibits  no  evidence  of 
progressive  intellectual  deterioration  and  has  no 
family  history  such  as  found  in  cases  of  Huntington’s 
chorea.  Although  rheumatic  heart  disease  is  not 
necessarily  associated  with  Sydenham’s  chorea, 
this  patient  eventually  showed  evidence  of  it.  The 
absence  of  neurologic  findings  also  is  a determining 
factor  in  ruling  out  Huntington’s  type  of  chorea. 
Her  movements  were  involuntary,  purposeless,  and 
intensified  by  effort  and  emotional  changes.  They 
disappeared  in  sleep  and  were  not  associated  with 
any  neurologic  findings. 

The  uniqueness  of  this  case  lies  in  the  duration  of 
symptoms,  nearly  thirty-nine  years.  Duration  of 
this  length  is  rarely  mentioned  even  as  a possibility 
in  the  literature  dealing  with  this  affliction.  A rare 
report  related  by  Babonnieux  and  Guilly15  in  1939 
stated  that  an  individual  in  1880  presented  an  excep- 
tional case  in  which  the  affliction  persisted  for  life. 
The  actual  duration  was  not  given. 

The  patient  in  the  present  report  whose  affliction 
lasted  for  so  many  years  is  apparently  very  unusual 
and  merits  addition  to  the  few  cases  reported  in  the 
literature. 
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Cat  Scratch  Disease 


IRVING  GREENFIELD,  M.D.,  F.A.C.P.,  WOODMERE,  NEW  YORK 


at  scratch  disease  is  a clinical  entity  which  was 
^ first  recognized  approximately  twenty  years 
ago  and  was  described  indepen  dently  in  this  country 
and  in  France.  Foshay  first  recognized  this  entity 
in  this  country  and  separated  it  from  a group  of 
skin  lesions  erroneously  diagnosed  as  tularemia.1 
Later,  Daniels  and  MacMurray1  reported  on  160 
cases  which  they  observed  and  collected  from  the 
literature.  Their  observations  have  greatly  con- 
tributed to  our  present-day  recognition  and  under- 
standing of  the  disease. 

This  report  records  another  case  of  cat  scratch 
disease  in  which  the  cat  scratch  antigen  gave  a 
positive  reaction. 

Case  Report 

A forty-four-year-old,  white  female  picked  up  an 
alley  kitten  in  the  latter  part  of  July,  1955,  petted  it, 
and  carried  it  approximately  100  feet  from  the  street 
to  her  home  where  she  gave  it  a cup  of  milk.  While 
the  patient  was  petting  the  kitten,  she  was  bitten  on 
the  ulnar  side  of  the  dorsum  of  the  right  index  finger 
distal  to  the  interphalangeal  joint.  Several  days 
later  a raised,  indurated,  and  erythematous  area 
approximately  1 cm.  in  diameter  appeared  at  the  site 
of  the  bite  (Fig.  1).  She  paid  no  attention  to  this 
lesion.  It  remained  unchanged  for  the  next  six 
weeks.  During  the  week  of  September  24,  1955, 
she  complained  of  headache.  On  September  30, 
1955,  about  ten  weeks  after  the  bite,  she  complained 
of  weakness,  fatigue,  severe  chest  pains,  malaise, 
and  generalized  pains  and  aches. 

The  chest  pains  were  exaggerated  on  breathing. 
She  had  a fever  of  101  F.  The  onset  of  the  symp- 
toms was  so  sudden  that  she  had  to  leave  her  place 
of  employment  the  same  afternoon  and  return  to  her 
home  in  order  to  go  to  bed.  The  acute  febrile 
episode  lasted  twenty-four  hours  and  then  subsided. 

Examination  revealed  a raised,  umbilicated,  and 
indurated  lesion  on  the  ulnar  side  of  the  middle 
interphalangeal  joint  of  the  right  index  finger. 
The  area  measured  V2  cm.  in  diameter  and  was 
erythematous.  It  was  slightly  tender  to  the  touch. 
There  was  no  interference  with  the  motion  of  the 
joint  except  on  acute  flexion,  such  as  clenching  the 
fist.  The  skin  was  tense  and  painful.  There  was  no 
lymphangitis  or  epitrochlear  lymphadenopathy.  In 
the  right  axilla  at  the  anterior  axillary  fold  there  was 
a lymph  node  the  size  of  a walnut.  It  was  painful 
and  tender  to  the  touch.  There  was  no  other  lym- 
phadenopathy. The  remainder  of  the  examination, 
including  the  neurologic  one,  was  normal.  On 
fluoroscopy,  the  domes  of  the  diaphragm  were  seen 
to  move  freely  with  respiration.  The  teleoroentgeno- 
gram  and  electrocardiogram  were  normal. 

Blood  analysis  revealed  78  per  cent  hemoglobin,  a 
red  cell  count  of  5,150,000,  a white  cell  count  of 


Fig.  1.  A raised,  indurated,  and  erythematous  area 
approximately  1 cm.  in  diameter  on  the  ulnar  side  of 
the  dorsum  of  the  right  index  finger. 


12,400,  63  per  cent  polymorphonuclears,  33  per  cent 
lymphocytes,  2 per  cent  monocytes,  and  2 per  cent 
eosinophils.  The  urine  was  chemically  and  micro- 
scopically normal. 

The  erythrocyte  sedimentation  rate  was  27  mm.  in 
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one-half  hour  ( W estergreen ).  ThebloodW  assermann 
was  negative.  The  agglutination  reactions  with 
Pasteurella  tularensis,  typhoid  O and  H,  para- 
typhoid A and  B,  Brucella  abortus  or  Proteus  OX-19 
were  negative.  The  heterophil  antibody  reaction 
was  negative.  A small  amount  of  serous  exudate 
was  obtained  from  the  finger  lesion.  It  was  sent  to 
the  bacteriology  laboratory  for  study.  No  micro- 
organisms were  found  on  a slide  stained  with  a Gram 
stain  and  no  leukocytes  were  seen  in  the  smear. 
No  growth  was  obtained  after  incubation  for  forty- 
eight  hours.  The  patient  was  advised  of  the  diagnos 
tic  possibilities,  and  at  this  time  she  recalled  the 
episode  of  the  kitten. 

On  October  22,  1955,  0.1  cc.  of  cat  scratch  antigen 
was  injected  intradermally  into  the  right  antecubital 
fossa.  Within  forty-eight  hours  a central  papule  0.7 
cm.  in  diameter  surrounded  by  a zone  of  erythema  3 
cm.  in  diameter  appeared.  After  seventy-two  hours, 
pruritis  was  noted  at  the  site  of  the  antigen  injec- 
tion. The  pruritis  subsided  after  twelve  hours,  but 
the  erythema  was  still  present  after  five  days. 

Four  months  after  the  bite  episode,  the  lesion  on 
the  index  finger  was  still  evident,  although  it  was  less 
elevated.  The  axillary  lymph  gland  was  still 
present.  It  was  less  tender  and  was  the  size  of  a 
hazel  nut.  The  lymph  node  remained  palpable  for 
„ nineteen  months. 

Comment 

Cat  scratch  disease  is  a disease  characterized  by 
an  initial  area  of  traumatized  epithelium  followed 
within  a few  days  by  the  appearance  of  an  indolent 
primary  lesion  in  the  tissue  at  the  site  of  the  in- 
oculation. The  initial  lesion  may  appear  any- 
where on  the  body.  More  commonly,  it  is  on  the 
hands,  legs,  face,  or  neck.  Frequently,  a history 
of  a cat  scratch  may  be  obtained.  The  disease 
has  occurred  after  skin  injury  by  contaminated 
porcupine  quills  and  contaminated  wood  splinters. 
More  often,  however,  the  initial  trauma  to  the  skin 
is  the  result  of  a cat  bite.  Thompson  and  Miller2 
reported  on  a sixteen-year-old  girl  with  proved  cat 
scratch  disease  whose  injury  was  a minor  brush 
burn  acquired  on  the  floor  of  a garage.  Thus,  the 
initial  trauma  to  the  skin  does  not  necessarily  have 
to  result  from  direct  contact  with  an  infected  animal. 

The  appearance  of  the  primary  lesion  is  that  of 
a raised  purplish  or  red  scar  resembling  either  a 
small  furuncle  or  an  insect  bite.  Within  three  to 
thirty  days,  without  evident  lymphangitis  a strik- 
ing lymphadenitis  involving  the  regional  lymph 
nodes  appears.  Because  the  initial  lesion  most 
often  appears  on  the  upper  extremities,  the  axillary 
lymph  nodes  are  most  frequently  involved.  On 
occasion,  the  lymph  nodes  are  nontender  and  have 
the  consistency  of  rubber.  More  often,  they  are 
tender  and  have  the  characteristics  of  inflammatory 
lymph  nodes.  As  a rule,  the  lymph  nodes  are 
movable.  On  occasion,  however,  they  may  be 
fixed.  Although  unilateral  regional  lymphade- 
nopathy  is  the  rule,  bilateral  involvement  is  not 


unusual.  The  duration  of  the  lymphadenopathy  is 
variable.  Lowenthal3  had  his  patient  under  obser- 
vation for  one  year  and  at  the  end  of  that  interval 
the  regional  lymph  nodes  were  still  palpable. 
Daniels  and  MacMurray* 1  noted  persistence  of  lym- 
phadenopathy for  as  long  as  two  years. 

The  disease  is  distributed  equally  between  the 
sexes.  Young  people  are  affected  more  frequently 
than  older  ones.  Although  the  etiology  of  the 
disease  remains  unknown,  Slater4  suggests  that  a 
virus  similar  to  that  causing  lymphopathia  vene- 
reum may  be  the  offending  organism. 

Although  lymphadenopathy  involving  the  re- 
gional lymph  nodes  without  any  evident  lymphangitis 
is  the  most  common  feature  of  the  disease,  systemic 
symptomatology  is  not  uncommon.  Malaise,  head- 
ache, anorexia,  nausea,  weakness,  lassitude,  aching 
pains,  and  chills  have  been  reported.  A febrile 
state  with  fevers  up  to  104  F.  are  not  unusual. 
More  often,  however,  a low-grade  fever  is  noted. 

A maculopapular  rash  resembling  measles  can 
occur.  Neurologic  manifestations,  including  signs 
of  meningeal  irritation,  neuritis,  and  encephalitis, 
have  been  reported.  2’5>6 

A history  of  a cat  scratch  is  often  the  lead  to  the 
diagnosis.  However,  the  absence  of  such  a history 
does  not  militate  against  the  diagnosis  of  cat 
scratch  disease.  The  absence  of  a demonstrable 
lymphangitis  is  of  diagnostic  significance.  The 
disease  is  self-limiting.  In  any  instance  of  lym- 
phadenopathy of  undetermined  etiology,  an  in- 
tradermal  test  with  cat  scratch  antigen  should  be 
done.  Although  false  positive  skin  reactions 
have  not  been  reported  yet,4  the  significance  of  the 
positive  reaction  is  still  uncertain.  At  best,  it 
lends  only  suggestive  support  to  the  clinical  diag- 
nosis. 

Summary 

A case  of  cat  scratch  disease  in  which  a positive 
reaction  with  cat  scratch  antigen  was  obtained  is 
added  to  the  growing  literature.  The  more  typical 
clinical  features  of  the  disease  are  re-emphasized. 
Attention  is  directed  to  the  fact  that  this  disease 
is  endemic  to  New  York  State. 


The  author  wishes  to  express  his  gratitude  to  Dr.  Worth  B. 
Daniels,  Jr.,  Washington,  D.C.,  for  his  cooperation  in  making 
the  cat  scratch  antigen  available. 

799  Central  Avenue 
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(From  the  Medical  Service  of  the  Liberty  M aimonides  Hospital ) 


TThe  physician  learns  some  tiling  from  every  case 
A he  handles.  Occasionally,  a case  offers  a com- 
plete education.  When  this  happens,  the  experi- 
ence should  be  shared.  We  present  such  a case,  a 
patient  who  was  the  victim  of  an  acute  coronary 
closure  and  who  led  us  through  a maze  of  complica- 
tions before  he  finally  recovered. 

Among  the  serious  complications  of  acute  coro- 
nary closure  with  myocardial  infarction  are  conges- 
tive heart  failure,  prolonged  shock,  atrioventricular 
dissociation,  and  ventricular  tachycardia.1  Less 
frequent  but  no  less  serious  are  azotemia  and  psycho- 
sis. 

Heart  failure  as  a consequence  of  acute  infarction 
is  always  serious.  The  usual  modalities  of  therapy 
are  not  as  effective  here  as  they  are  in  congestive 
failure  due  to  other  etiologies,  but  they  must  be 
invoked.  They  include  head  elevation,  digitalis, 
salt-free  diet,  mercurials,  and  oxygen.  One  should 
be  convinced  of  the  positive  indication  for  digitalis 
before  using  it  in  acute  infarction,  since  this  drug 
may  initiate  ectopic  rhythms  which  are  extremely 
trying  for  the  patient. 

Shock  occurring  after  acute  coronary  closure  is 
still  an  enigma.  If  it  is  mild  and  of  relatively  short 
duration,  it  usually  presents  no  therapeutic  problem. 
If  profound  and  prolonged,  it  is  an  extremely  grave 
complication.  It  leads  to  heart  failure  because  of 
failure  of  venous  return  to  the  right  side  of  the  heart 
and  consequent  decreased  cardiac  output.2  Vaso- 
constrictors such  as  norepinephrine  (Levophed) 
are  indicated.  Levophed  solution  (4  to  8 Gm.  in 
500  cc.  of  5 per  cent  glucose)  is  given  by  intrave- 
nous drip  at  a rate,  determined  by  constant  observa- 
tion, that  will  maintain  the  systolic  blood  pressure 
at  a desired  level.  Transfusions  and  blood  ex- 
panders have  given  disappointing  results. 

It  is  obvious  that  the  presence  of  both  shock  and 
congestive  heart  failure  presents  paradoxical  thera- 
peutic indications.  The  outcome  is  usually  tragic. 

Heart  block  is  a relatively  frequent  complication 
of  myocardial  infarction.  It  can  occur  in  all  de- 
grees ranging  from  prolonged  P-R  interval  through 
Wenckebach’s  phenomenon  to  complete  atrioven- 
tricular dissociation.  When  marked  bradycardia  or 
ventricular  standstill  occurs,  Stokes-Adams  seizures 
follow.  The  therapeutic  armamentarium  includes 


intramuscular  administration  of  epinephrine,  oral 
administration  of  ephedrine,  and  sublingual  ad- 
ministration of  Isuprel.  Unless  Stokes-Adams  at- 
tacks are  present,  heart  block  per  se  does  not  de- 
mand treatment. 

Ventricular  tachycardia  is  a dreaded  complication 
of  infarction.2  Fortunately,  it  is  rare,  and  when  it 
does  occur,  it  usually  is  of  brief  duration,  lasting 
minutes  or  hours.  Cases  of  long  duration  have 
been  reported.1  In  the  presence  of  a tachycardia 
of  over  150,  the  characteristic  electrocardiogram 
will  show  widened  and  slurred  QRS  complexes 
occurring  in  almost  regular  sequence.3  When  the 
P waves  are  not  obscured  by  the  ventricular  com- 
plexes, they  can  be  seen  in  normal  sinus  rhythm. 
Ventricular  tachycardia  may  progress  to  ventricular 
fibrillation.  Shock  or  failure  add  to  the  grim  out- 
look. 

Quinidine  administered  orally  is  the  preferred 
treatment  and  may  be  given  in  increments  up  to 
tolerance.  If  this  treatment  fails  to  revert  the  tachy- 
cardia to  normal  sinus  rhythm,  intravenous  in- 
jection of  procaine  amide  should  be  tried.  This 
drug  should  be  used  only  after-  thorough  familiarity 
with  its  dangers.4-7 

.Azotemia  is  usually  the  result  of  renal  disease, 
but  it  also  occurs  in  congestive  heart  failure.  In 
our  patient,  who  had  only  one  kidney,  azotemia  was 
found  in  the  early  stages  of  his  disease. 

Whether  the  mental  confusion  he  experienced  re- 
sulted from  this  or  from  the  exhaustive  state  asso- 
ciated with  renal  failure  is  not  certain.  With 
improvement  in  his  general  condition,  the  patient’s 
mind  became  lucid. 

Case  Report 

On  October  24,  1957,  a fifty-four-year-old  gar- 
dener was  suddenly  seized  with  severe  midchest 
pain,  for  which  he  called  one  of  us  (G.  S.).  A clin- 
ical diagnosis  of  acute  coronary  closure  was  made, 
and  the  patient  was  promptly  taken  to  the  Liberty 
Maimonides  Hospital. 

His  brother  and  father  both  had  coronary  ar- 
tery disease.  In  1953  the  patient  had  a gastrectomy 
for  peptic  ulcer.  In  1955  he  had  a nephrectomy 
because  of  a stag-horn  calculus.  He  smoked  cig- 
arets  moderately  and  drank  whiskey  generously. 
Although  Italian  in  origin,  he  was  not  a wine  drinker. 
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Fig.  1 . Tracing  taken  October  24  showing  complete  atrioventricular  dissociation  and  acute  posterior  wall  infarction. 


Lead  I Lead  II  Lead  III 
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Fig.  3.  (A)  Tracing  taken  November  6 before  Pronestyl  was  administered.  The  ventricular  rate  is  200  per 

minute.  (B)  Lead  II  taken  after  administration  of  450  mg.  Pronestyl  showing  change  from  ventricular  tachy- 
cardia to  nodal  rhythm  at  130  per  minute. 


On  admission  to  the  hospital  he  was  acutely  ill. 
He  was  in  considerable  distress  and  required  large 
doses  of  opiates  for  relief.  When  seen  a few  hours 
later  he  was  perspiring  freely.  His  blood  pressure 
was  70/60;  and  his  pulse  was  45.  His  electrocardio- 
gram showed  complete  atrioventricular  dissociation 
and  acute  posterior  wall  infarction  (Fig.  1).  The 
serum  glutamic-oxalacetic  transaminase  was  300 
units.  The  patient  was  promptly  “Dicumarolized,” 
and  the  usual  supportive  measures  were  initiated. 

On  October  27  he  had  a temperature  of  103  F.,  a 
pulse  of  80,  blood  pressure  of  100/70,  and  blood  urea 
nitrogen  of  44  mg.  per  cent.  He  occasionally 
coughed.  Two  days  later  the  patient  was  con- 
fused and  irrational.  His  pulse  was  86  and  regular, 
and  his  blood  urea  nitrogen  was  51.8  mg.  per  cent. 
He  was  treated  with  Equanil.  On  November  2 he 


felt  well,  did  not  complain  of  anything,  and  seemed 
alert. 

Onset  of  tachycardia  occurred  on  November  4 
(Fig.  2.).  There  were  signs  of  heart  failure.  The 
electrocardiogram  disclosed  ventricular  tachycar- 
dia at  a rate  of  160  per  minute.  The  patient  was 
digitalized  by  the  oral  administration  of  1.2  mg. 
of  digitoxin.  He  was  also  given  5 doses  of  3 grains 
of  quinidine  every  two  hours.  There  was  no  re- 
sponse. Thereafter,  he  was  given  0.2  mg.  of  digi- 
toxin daily. 

The  next  day  he  was  given  5 doses  of  6 grains  of 
quinidine  every  two  hours.  Again  there  was  no 
response. 

On  November  6,  5 doses  of  quinidine  were  again 
administered  to  the  patient,  this  time  9 grains. 
Again  he  did  not  respond.  On  the  same  day  he 
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Lead  I 


Fig.  4.  Tracing  taken  November  7 showing  return  of  ventricular  tachycardia. 


Fig.  5.  Lead  II  taken  on  November  15  during  administration  of  1,300  mg.  of  Pronestyl  intravenously  (the 
arrow  indicates  the  point  at  which  the  Pronestyl  was  stopped)  showing  conversion  to  sinus  rhythm  at  80  per 
minute. 


Lead  I Lead  II  Lead  III 


Fig.  6.  Tracing  taken  on  November  16  showing  normal  sinus  rhythm  with  occasional  premature  ventricular 

systoles. 


suffered  profound  shock.  He  was  pulseless  and  had 
no  blood  pressure.  He  was  cyanotic.  However, 
he  did  not  have  pulmonary  edema.  Levophed 
treatment  was  begun.  He  was  seen  by  Dr.  Harry 
L.  Jaffe  who  administered  450  mg.  of  Pronestyl 
intravenously  by  the  drip  method.  The  pulse 
dropped  from  210  to  130,  which  means  that  he  had 
nodal  or  supranodal  tachycardia  (Fig.  3.). 

Ventricular  tachycardia  recurred  the  next  day 
(Fig.  4.).  The  patient’s  pulse  was  only  150.  His 
blood  pressure  was  110/80.  He  did  not  complain. 
No  Levophed  was  administered. 

Three  days  later  he  still  had  no  complaints. 
His  blood  pressure  was  100/?,  and  his  pulse  was 
150.  An  apical  gallop  was  heard,  but  there  were 
no  overt  signs  of  congestive  failure. 

On  November  14  there  was  a sudden  deterioration 
in  the  patient’s  condition.  He  was  pulseless  and 
had  no  blood  pressure.  There  were  rales  at  both 
pulmonary  bases.  It  looked  as  if  the  patient  was 
dying.  Levophed  treatments  by  intravenous  drip 
were  begun  again. 

The  next  day  his  pulse  was  180.  There  was  no 
blood  pressure.  Ventricular  tachycardia  was  still 
present.  He  was  in  a state  of  profound  shock  and 
had  progressive  heart  failure.  Dr.  S.  Schwartz 
was  consulted.  With  Levophed  running,  Pronestyl 
was  again  administered.  When  1,000  mg.  had  been 
given,  the  pulse  slowed  from  180  to  130.  An  ad- 
ditional 300  mg.  of  Pronestyl  was  administered. 


There  was  a sudden  reversal  to  sinus  rhythm  at 
80  per  minute  (Fig.  5).  Pronestyl  treatment  was 
continued  by  oral  administration  of  250  mg. 
every  four  hours. 

The  next  day  the  sinus  rhythm  was  maintained 
with  occasional  premature  ventricular  systoles 
(Fig.  6.).  The  patient  had  no  complaints  on  the 
following  day.  His  pulse  was  90  and  his  blood 
pressure  was  66/40.  Levophed  treatments  were 
continued. 

Levophed  treatments  were  discontinued  on  No- 
vember 18.  On  that  day  his  blood  pressure  was 
110/70.  The  next  day  the  patient  was  given  250 
mg.  Pronestyl  orally  every  six  hours.  On  Novem- 
ber 21  his  pulse  was  60,  and  his  blood  pressure  was 
120/80.  He  felt  well.  On  December  12  he  was 
given  250  mg.  Pronestyl  every  twelve  hours.  On 
December  13  Pronestyl  treatment  was  discontinued. 
Fluoroscopy  gave  a negative  result.  X-ray  of  the 
chest  revealed  minimal  cardiac  enlargement. 

On  December  16  Dicumarol  treatment  was  dis- 
continued. The  patient  was  bothered  by  sloughing 
areas  in  each  leg,  the  result  of  prolonged  intravenous 
drip  of  Levophed.  This  is  not  an  uncommon  com- 
plication resulting  from  such  therapy. 

On  December  22  the  patient  was  discharged 
from  the  hospital,  and  he  went  home.  Since  dis- 
charge, he  has  been  on  0.2  mg.  digitoxin  daily. 
He  feels  well.  He  has  no  angina  or  signs  of  heart 
failure.  We  are  all  delighted  with  the  recovery. 
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Comment 

Digitoxin  was  not  given  to  the  patient  until  the 
ventricular  tachycardia  had  already  begun  and  the 
patient  was  in  heart  failure,  therefore,  the  ventric- 
ular tachycardia  could  not  have  been  caused  by 
the  digitoxin. 

When  digitalis  treatment  was  initiated  on  Novem- 
ber 4,  there  were  rales  in  both  pulmonary  bases. 
On  November  14  the  patient  had  pulmonary 
edema. 

In  a drastic  situation  such  as  presented  in  this 
case  no  one  would  underestimate  the  value  of  Pro- 
nestyl  as  a therapeutic  agent.  However,  I believe 
that  quinidine  administered  orally  should  be  tried 
first. 

Many  cases  of  ventricular  tachycardia  will  re- 
spond to  quinidine,  therefore,  the  value  of  quinidine 
should  not  be  underestimated. 


Summary 

Among  the  serious  complications  of  acute  myo- 
cardial infarction  are  heart  failure,  prolonged  shock, 
heart  block,  ventricular  tachycardia,  uremia,  and 
psychosis.  Any  one  of  these  implies  a poor  prog- 
nosis. A case  is  presented  in  which  all  of  these 
complications  occurred.  The  ventricular  tachy- 
cardia persisted  for  eleven  days.  We  report  his 
recovery. 
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American  Women  are  the  Healthiest 


American  women  are  just  about  the  healthiest 
you  can  find  anywhere  in  the  world,  according  to 
prevailing  mortality  rates  reported  by  statisticians 
of  the  Metropolitan  Life  Insurance  Company. 

Only  the  women  of  Norway,  among  the  19  coun- 
tries included  in  a study  made  by  the  statisticians, 
have  a lower  mortality  than  those  of  the  United 
States.  In  Norway  the  female  death  rate  from  all 
causes  is  6.4  per  1,000  per  year;  in  the  United  States 
the  corresponding  rate  is  6.9  per  1,000. 

Although  differences  in  mortality  between  coun- 
tries have  been  decreasing  in  the  last  few  decades, 
wide  international  variations  are  still  observed,  the 
statisticians  report.  For  instance,  the  female 
death  rate  from  tuberculosis  of  the  respiratory  sys- 
tem ranges  from  a low  of  4 per  100,000  in  the  United 


States,  Australia,  and  New  Zealand,  to  a high  of 
47  per  100,000  in  Japan.  Pneumonia  as  a cause  of 
death  among  women  also  shows  a wide  variation 
from  the  16  per  100,000  in  the  United  States  to  the 
high  of  53  per  100,000  in  Finland. 

Only  in  deaths  from  motor  vehicle  accidents  do 
American  women  suffer  the  highest  rate  in  the  world, 
11  per  100,000. 

The  lowest  death  rate  from  this  cause — 2 per 
100,000 — is  found  in  Israel. 

“International  data  on  mortality  from  specific 
causes  are  instructive,  even  though  they  are  not 
strictly  comparable/’  the  statisticians  comment. 
“The  variations  are  influenced  by  the  general  level 
of  medical  practice,  modes  of  certifying  causes  of 
death,  and  classification  procedures.” 
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Local  Autonomy 

FREDERIC  E.  ELLIOTT,  M.D.,  BROOKLYN,  NEW  YORK 


P)  esire  for  self-government  brought  the  Pil- 
grims to  America.  Since  then,  freedom  has 
been  cherished  as  a right  and  has  been  maintained 
regardless  of  cost.  In  the  framework  of  our  entire 
civic  structure — communitj^,  county,  state,  and 
federal — authority  is  carefully  defined  in  order  to 
preserve  personal  initiative  and  liberty. 

When  voluntary,  nonprofit  doctor-care  insurance 
was  first  proposed  twenty  years  ago  as  an  alternative 
for  socialized  medicine  under  which  system  personal 
rights  are  surrendered,  it  was  inevitable  that  free 
choice  of  doctor,  payment  for  service,  and  autono- 
mous local  administration  be  emphasized.  Freedom 
in  relation  to  fees  and  local,  nongovernmental 
authority  were  considered  particularly  important. 

Blue  Shield  has  become  unique  in  the  insurance 
industry  for  its  rapidity  of  growth.  Commercial 
insurers  who  declared  that  medical  expense  is  an 
uninsurable  risk  are  now  attempting  to  recoup  the 
lost  opportunity.  This  would  seem  an  appropriate 
time  to  take  stock  of  this  system  and  to  speculate  on 
its  prospects. 

At  the  end  of  the  1920’s  our  country  was  headed 
for  medical  communism.  This  was  prevented  by 
the  1929  collapse  of  industry.  . . a pinch  in  the 
pocket  breeds  down-to-earth  thinking.  The  doctors 
survived  the  ordeal  of  the  next  few  years,  but  it  was 
a sobering  experience.  It  is  regrettable  that  the 
experience  gained  during  those  years  cannot  be 
adequately  transmitted  to  our  colleagues  who  have 
entered  medical  practice  since  1940,  for  the  so- 
lution of  some  of  our  problems  would  be  made 
easier  by  this  kind  of  knowledge. 

One  outcome  of  those  hectic  days  was  the  rec- 
ognition that  medical  relief  was  an  unjust  burden 
on  private  practice.  In  rural  areas  doctors  are 
usually  compensated  for  care  of  patients  who  are 
living  on  relief.  This  does  not  occur  in  the  metro- 
politan area.  Why  not?  A local  welfare  officer 
at  a conference  in  1938  explained  that  he  could  not 
ask  for  money  in  order  to  pay  doctors  as  long  as 
doctors  stand  in  line  asking  for  the  opportunity  to 
give  away  their  services  in  the  public  hospitals  and 
clinics.  The  continued  hand-out  of  medical  service 
is  the  undoing  of  our  profession. 

I suggest  that  the  State  University  in  Brooklyn 
raise  staff  salaries  rather  than  use  public  funds  to  set 
up  a competitive  practice  which  local  doctors  will, 


with  some  justice,  complain  of  as  socialized  medicine. 

Memphis,  Tennessee,  has  introduced  a system  of 
low-cost  insurance  that  will  partly  pay  for  city 
hospital  expenses.1  This  latest  wrinkle  in  hospital 
financing  applies  to  "relief”  patients.  It  makes  no 
provision  for  compensation  of  doctors.  Medical 
care  is  assumed  to  be  a gratuity  from  the  staff  and 
interns  of  the  local  university. 

Why  associate  medical  relief  patients  with  volun- 
tary, nonprofit  insurance?  Here  is  the  answer: 

Medical  care  for  those  on  relief  is  one  broad  facet 
of  the  problem.  Another,  equally  broad,  concerns 
that  economic  area  of  the  population  just  above  the 
relief  base.  It  is  an  area  occupied  by  people  who 
spend  their  lives  walking  an  economic  tightrope. 
Income  and  outgo  for  a part  of  the  needs  of  life  are 
so  finely  balanced  that  any  emergency  causes  a loss 
of  equilibrium  and  a fall  into  the  relief  category.  It 
is  for  this  group  that  governments  have  attempted 
to  create  some  types  of  emergency  medical  assistance. 
Actually,  there  is  no  sharp  dividing  line  between 
the  two  groups  of  people,  and  there  is  fair  evidence 
that  the  second  group  includes  as  large  a portion  of 
the  population  as  the  first  . . . 

There  is  a third  economic  group  under  considera- 
tion, but  where  it  begins  and  where  it  ends  is  by  no 
means  clear.  It  is  designated  as  the  “low-income 
group,”  but  low  income  is  subject  to  almost  as  many 
definitions  as  there  are  incomes.  Obviously,  at  its 
base  this  group  merges  and  blends  with  the  second, 
and  across  its  top  some  arbitrary  line  will  need  to  be 
established  by  agreement.  For  the  low-income  group 
some  form  of  health  insurance  is  proposed  as  a means 
of  equalizing  the  burden  of  sickness.  At  the  same  time, 
health  insurance,  if  applied,  must  reach  down  into 
the  second  group  to  include  individuals  or  families 
during  periods  of  employment. 

The  purpose  here  is  to  picture  the  population  most 
immediately  concerned  as  a blend  of  people,  not  as 
distinct  groups  sharply  divided.  From  low  income 
to  lower  income  to  relief  is  a rapidly  progressive 
transition  that,  for  many  people,  may  be  completed 
in  a month.  Between  any  two  of  the  stages  the  time 
period  is  one  of  a few  days.  It  is,  therefore,  impos- 
sible to  draw  sharp  divisions  in  the  medical  problems 
that  arise  by  reason  of  the  economic  nature  of  the 
groups.  Even  though  the  medical  problems  may  not 
be  solved  as  a whole  for  all  the  groups,  they  should  be 
considered  as  a whole  in  arriving  at  partial  solutions.2 

In  1939  New  York  Blue  Shield  inaugurated  a 
plan  for  payment  of  medical  bills.  The  economic 
ceilings  of  “paid-in-full”  and  “indemnity”  benefits 
began  at  SI, 500  for  single  people  and  S2,500  for 
families.  Since  then,  several  upward  adjustments 
have  been  made.  This  is  the  arbitral  line  be- 
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tween  the  middle  to  low-income  and  the  upper-in- 
come  groups  which  was  established  by  agreement  as 
explained  by  Dr.  Holmes.  Service  benefits  is  a 
practical  solution.  I hope  that  reason  can  calm  the 
emotional  reaction  of  some  of  our  colleagues  to  this 
terminology. 

The  New  York  State  Workmen’s  Compensation 
Law  amendment  of  1935  required  establishment  of 
a minimum  fee  schedule,  as  proposed  by  the  presi- 
dent of  the  State  Medical  Society,  and  prohibited 
lowering  of  fees.  The  schedule  has  stood  the  test 
of  more  than  twenty  years,  during  which  time 
revisions  and  amendments  were  made.  It  has 
become  a model  for  other  insurance  programs  in  and 
outside  New  York. 

Ten  years  ago  a study  of  equivalent  values  for 
doctors’  fees  was  initiated  by  United  Medical 
Service,  but  an  obtuse  officer  with  authority  to  do  so 
ordered  that  the  study  be  discontinued.  Now  that 
the  American  Medical  Association  and  at  least  six 
state  medical  societies  are  working  on  this  project, 
the  inequities  will  be  ironed  out,  and  the  most  dif- 
ficult problem  of  medical  insurance,  fee  schedules, 
will  be  solved.  It  is  regrettable  that  New  York 
must  trail,  not  lead  in  this  program. 

Now  that  the  phenomenal  adolescence  of  Blue 
Shield  is  ending,  let  us  consider  its  prospects  for  the 
near  future. 

Modern  electronic  equipment  holds  the  greatest 
possibility  of  rewards.  Machines  and  mathematics 
will  eliminate  the  whims  and  caprices  which  are 
unavoidable  when  personal  judgment  determines 
claims  payment.  The  new  method  of  claims 
administration  will  control  payments  on  formulas 
determined  by  the  daily  records  of  participating 
physicians.  United  Medical  Service  already  had 
contracted  for  such  equipment.  Other  large  plans 
will  also  do  so,  and  no  doubt  the  smaller  plans  will 
find  a way  to  obtain  this  service  for  their  combined 
needs. 

The  commercial  insurer’s  practice  of  paying 
different  sums  for  the  same  type  of  service  by  first 
asking  the  doctor  for  his  bill  and  then  offering  pay- 
ment according  to  “usual,  customary,  or  reasonable” 
formulas3  is  a lingering  phase  of  a primeval  era. 

Blue  Shield  has  not  matured  to  the  point  - where 
abuses  have  developed,  although  some  are  beginning 
to  appear.  Before  they  become  rooted,  steps  will 
be  taken  to  rectify  them.  Blue  Shield  will  not 
undertake  to  police  medical  practice;  this  is  a job 
for  the  medical  societies. 

Under  the  Workmen’s  Compensation  Law  of 
New  York  State,  county  medical  societies  have 
authority  to  investigate,  subpoena  witnesses,  take 
testimony  under  oath,  render  judgments,  and  re- 
port to  the  constituted  authority.  No  doubt 
amendments  will  give  societies  the  same  authority 
in  relation  to  medical  care  under  Article  IX-c  that 


they  now  have  under  the  Labor  Law. 

Another  forward  step  in  the  adult  age  of  Blue 
Shield  will  be  clearer  understanding  of  the  concept 
of  local  autonomy.  The  purpose  of  this  idea  is 
protection  and  preservation  of  individual  liberties, 
not  prevention  of  desired  collective  benefits.  Civil 
governments  to  some  extent  have  abridged  personal 
activities  as  authority  has  climbed  from  the  com- 
munity level  to  county,  state,  and  national  ones. 
When  the  benefits  of  collective  administration 
outweigh  local  ones,  acceptance  of  that  type  of 
administration  is  wise. 

Uniform  benefits  for  civil  service  employes  and 
their  dependents  was  made  possible  by  the  work 
of  the  Medical  Society  of  the  State  of  New  York 
and  the  cooperation  of  the  seven  Blue  Shield  Plans, 
each  of  which  made  the  necessary  concessions  to 
meet  the  demands  of  the  State  for  uniformity  of 
coverage. 

The  Blue  Shield  Plans  of  America  soon  may  be 
confronted  by  a similar  demand  for  coverage  of 
federal  employes  and  their  dependents.  Obdurate, 
inflexible,  and  uncompromising  insistence  on  local 
autonomy  can  throw  this  large  potential  for  in- 
surance coverage  into  the  laps  of  commercial  in- 
terests. 

All  plans  are  now  facing  the  problem  of  uniform 
benefits  for  employes  of  business  concerns  which 
have  a minority  of  employes  outside  the  majority 
Blue  Shield  area.  Shall  concessions  be  made  to 
meet  employer  or  union  demands  for  uniform  bene- 
fits? If  not,  competing  commercial  insurance 
companies  will  benefit. 

The  prospect  for  Blue  Shield  is  good  if  common 
sense,  not  emotion,  dictates  policy.  The  “if”  in 
the  preceding  sentence  is  a big  one.  Doctors  must 
understand  developments  in  their  plans.  For 
example,  free  medical  care  is  becoming  the  exception 
rather  than  the  rule.  Doctors  can  thus  charge 
fees  not  much  higher  than  those  of  a decade  ago. 

Doctors’  fees  are  a small  part  of  the  cost  of  medical 
care.  If  we  don’t  make  patients  comprehend  this 
simple  fact,  we  will  be  held  responsible  for  daily 
hospital  charges  which  are  now  reaching  impossible 
heights.  Hospitals  may  argue  that  “doctor’s  orders” 
necessitate  these  charges.  That  statement  will  be 
accurate  only  when  the  hospitals  call  on  us  and  our 
societies  to  be  responsible  for  hospital  administra- 
tion. Preventing  government  from  taking  over 
our  workshop  institutions  may  be  the  next  big 
event  in  the  arena  of  medical  care. 

122  76th  Street 
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ELEANOR  FERRARA  & ano,  Respondents,  vs.  ANTHONY  C.  GALLUCHIO  & ano, 

Appellants 


Conway.  C.  J.:  Plaintiff  wife,  who  was  suffering 
from  bursitis  in  the  right  shoulder,  received  a series 
of  x-ray  treatments  from  defendants,  doctors 
specializing  in  x-ray  therapy.  After  the  third 
treatment  she  experienced  a nauseous  feeling.  She 
told  one  of  the  defendants  about  it  before  he  ad- 
ministered the  fourth  treatment.  He  prescribed 
certain  pills  which  she  purchased  and  took.  At 
the  conclusion  of  the  sixth  treatment  she  still  had  a 
pain  in  her  right  shoulder,  and  one  of  the  defendants 
suggested  that  if  the  pain  continued  she  should 
come  back  for  a seventh  treatment.  The  pain 
persisted,  and  three  days  later  she  returned,  and 
the  seventh  treatment  was  administered.  Subse- 
quent thereto,  the  shoulder  began  to  itch,  turned 
pink,  then  red,  and  blisters  formed.  These  blisters 
ruptured,  and  the  skin  peeled,  leaving  a raw  flesh 
of  the  shoulder  exposed.  Scars  formed  and  lasted 
several  months,  a few  as  long  as  five  or  six  months, 
and  one  lasted  several  years,  leaving  the  shoulder 
with  a permanently  marginated  area  of  skin  approxi- 
mately 3 by  5 inches  exhibiting  telangiectasia, 
hyperpigmentation,  depigmentation,  and  a sug- 
gestion of  atrophy.  This  condition  was  diagnosed 
as  chronic  radiodermatitis  which  was  caused  by  the 
x-ray  therapy.  While  the  blisters  were  still  pres- 
ent, the  plaintiff  went  back  to  the  defendants  and 
showed  them  the  condition  of  her  shoulder.  They 
gave  her  a prescription  for  some  salve  which  she 
procured  and  used. 

On  December  3,  1951,  approximately  two  years 
after  the  treatments,  the  plaintiff  was  referred  by 
her  attorney  to  a dermatologist  for  examination. 
After  taking  a history  and  making  an  examination 
the  dermatologist  prescribed  a substance  used  in 
the  treatment  of  radiodermatitis  and  advised  the 
plaintiff  to  have  her  shoulder  checked  every  six 
months  inasmuch  as  the  area  of  the  burn  might 
become  cancerous. 

The  instant  action  for  malpractice  was  predicated 
on  three  theories:  (1)  that  the  total  number  of 
roentgens  (1,400)  applied  to  the  plaintiff  was 
excessive;  (2)  that  the  total  number  of  roentgens 
was  excessive  when  applied  to  a single  field  or  portal 
of  the  shoulder  area,  and  (3)  that  in  any  event  the 
amount  applied  was  excessive  insofar  as  this  par- 
ticular patient  was  concerned  and  the  defendants 


could  and  should  have  been  aware  of  this  when  the 
plaintiff  complained  of  nausea  before  the  fourth 
treatment,  in  that  it  is  unusual  for  nausea  to  result 
from  x-ray  treatment  to  the  shoulder.  Under  the 
circumstances  this  was  a possible  indication  that 
the  patient  was  sensitive  to  radiation  and  the  dosage 
thereafter  should  have  been  discontinued  or  re- 
duced. In  addition  to  adducing  evidence  with 
respect  to  the  treatment  and  the  injuries,  the  plain- 
tiff offered  the  testimony  of  a duly  qualified  radiolo- 
gist who  supported  the  three  theories  of  malprac- 
tice. To  disprove  the  plaintiff’s  case  the  de- 
fendants, in  addition  to  so  testifying  themselves, 
produced  four  duly  qualified  radiologists  who 
testified  that  the  dosage  was  not  excessive  under 
any  view  of  the  facts.  Plaintiff  also  introduced, 
on  the  issue  of  mental  anguish,  the  testimony  of  a 
neuropsychiatrist  to  the  effect  that  she  was  suf- 
fering from  a severe  cancerophobia,  that  is,  the 
phobic  apprehension  that  she  would  ultimately 
develop  cancer  in  the  site  of  the  radiation  burn. 
The  witness  further  testified  that  she  might  have 
permanent  symptoms  of  anxiety. 

The  jury  rendered  a verdict  in  favor  of  plaintiff 
Eleanor  Ferrara  in  the  sum  of  $25,000  and  in  the 
sum  of  $1,000  to  her  husband,  plaintiff  Bernard 
Ferrara,  for  the  loss  of  her  services.  The  Appel- 
late Division  unanimously  affirmed.  We  granted 
leave  to  appeal  for  the  sole  purpose  of  passing  on  the 
propriety  of  the  award  of  $15,000  of  the  $25,000  to 
the  plaintiff  for  mental  anguish  flowing  from  the 
cancerophobia. 

The  plaintiff’s  statement  that  th6  dermatologist 
told  her  she  should  have  the  shoulder  checked 
every  six  months  because  there  was  a possibility 
that  cancer  might  develop  was  not  adduced  to 
establish  the  fact  that  the  site  of  the  burn  might 
become  cancerous.  As  her  attorney  said  at  the 
trial,  “we  are  not  making  any  claim  that  this  person 
is  going  to  sustain  a cancer.  We  are  going  on  a 
neurosis.”  Since  the  statement  of  the  dermatolo- 
gist was  introduced  not  for  the  purpose  of  proving 
that  plaintiff  would  develop  cancer  but  merely  for 
the  purpose  of  establishing  that  there  was  a basis 
for  her  mental  anxiety,  such  testimony  was  not 
objectionable  hearsay  (see,  People  v.  Jung  Ring , 
212  N.  Y.  393,  406;  People  v.  Hines,  284  N.  Y.  93, 
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110;  6 Wigmore  on  Evidence  (3rd  ed.),  Sec.  1766). 
Nor  do  we  believe  that  it  was  improper  for  the 
Trial  Court  to  permit  the  jury  to  consider  such 
testimony  in  determining  the  amount  of  the  re- 
covery against  the  defendants. 

In  this  State,  as  in  most  other  states,  the  “rule 
is  well  established  that  a wrongdoer  is  liable  for  the 
ultimate  result,  though  the  mistake  or  even  negli- 
gence of  the  physician  who  treated  the  injury  may 
have  increased  the  damage  which  would  otherwise 
have  followed  from  the  original  wrong.”  ( Milks  v. 
M elver,  264  N.  Y.  267,  270;  see  also  People  v. 
Kane,  213  N.  Y.  260).  It  is  only  where  the  causal 
connection  between  the  original  injury  and  the 
ultimate  damage  may  be  said  to  be  “too  tenuous” 
that  the  original  wrongdoer  will  be  freed  from 
liability  for  the  ultimate  damage  (see,  Milks  v. 
Mclver,  supra,  264  N.  Y.  264,  270).  In  our  judg- 
ment, this  is  not  such  a case.  On  the  contrary, 
there  was  a real  connection  between  the  ultimate 
damage  and  the  original  wrong.  The  employment 
of  the  dermatologist  must  be  regarded  as  a natural 
consequence  of  the  original  wrongdoers’  tort  be- 
cause the  necessity  for  such  employment  was 
imposed  on  the  plaintiff  by  the  original  wrongdoers’ 
fault  and  because  the  plaintiff,  an  unprofessional 
person,  did  all  that  she  could  do,  or  at  least,  in  the 
conditions  obtaining,  what  she  had  a right  to  do, 
when  she  employed  the  dermatologist  to  treat  and 
heal  her  injury.  The  original  wrong  certainly 
occasioned  the  examination  and  treatment  by  the 
dermatologist.  He  prescribed  a substance  to  be 
used  by  plaintiff  for  the  burn.  Had  such  a sub- 
stance aggravated  plaintiff’s  injury  no  one  could 
doubt  that,  under  the  present  state  of  our  law,  the 
original  wrongdoers  would  be  responsible  for  the 
resulting  damage  to  its  full  extent  including  addi- 
tional mental  anguish  caused  plaintiff.  The  only 
difference  here  is  that  the  later  treatment  by  the 
dermatologist  did  not  aggravate  the  physical  in- 
jury inflicted  by  the  original  wrongdoers,  but  rather, 
increased  only  the  mental  anguish  attendant  on 
such  injury.  We  perceive  no  sound  reason  for 
drawing  a distinction  between  the  two  situations. 
The  dermatologist  apparently  thought  it  essential 
as  part  of  his  treatment  and  as  a protective  meas- 
ure for  plaintiff  to  advise  her  to  have  her  shoulder 
checked  every  six  months  because  of  the  possibility 
of  cancer.  Under  our  law  the  risk  of  such  advice 
and  its  effects  on  the  plaintiff  must  be  borne  by  the 
wrongdoers  who  started  the  chain  of  circumstances 
without  which  the  cancerophobia  would  not  have 
developed. 

This  case  is  somewhat  novel,  of  course,  in  that  it 
appears  to  be  the  first  case  in  which  a recovery  has 
been  allowed  against  the  original  wrongdoer  for 
the  purely  mental  suffering  arising  from  information 
the  plaintiff  received  from  a doctor  to  whom  she 
went  for  treatment  of  the  original  injury.  We 


have  concluded,  however,  that  under  the  circum- 
stances of  the  case  such  recover}'-  was  justified. 

Freedom  from  mental  disturbance  is  now  a pro- 
tected interest  in  this  State.  “The  only  valid 
objection  against  recovery  for  mental  injury  is  the 
danger  of  vexatious  suits  and  fictitious  claims, 
which  has  loomed  very  large  in  the  opinions  as  an  ob- 
stacle. The  danger  is  a real  one,  and  must  be  met. 
Mental  disturbance  is  easily  simulated,  and  courts 
which  are  plagued  with  fraudulent  personal  injury 
claims  may  well  be  unwilling  to  open  the  door  to  an 
even  more  dubious  field.  But  the  difficulty  is  not 
insuperable.  Not  only  fright  and  shock,  but  other 
kinds  of  mental  injury  are  marked  by  definite 
physical  symptoms  which  are  capable  of  clear  medi- 
cal proof.  It  is  entirely  possible  to  allow  recovery 
only  on  satisfactory  evidence  and  deny  it  when 
there  is  nothing  to  corroborate  the  claim,  or  to 
look  for  some  guarantee  of  genuineness  in  the  cir- 
cumstances of  the  case.  The  problem  is  one  of 
adequate  proof,  and  it  is  not  necessary  to  deny  a 
remedy  in  all  cases  because  some  claims  may  be 
false.  The  very  clear  tendency  of  the  recent  cases 
is  to  refuse  to  admit  incompetence  to  deal  with  such 
a problem  and  to  find  some  basis  for  redress  in  a 
proper  case.”  ( Prosser , Handbook  of  the  Law  of 
Torts,  Sec.  34,  pages  212-213).  The  present  case  is 
a proper  one  for  redress  since  we  find  a “guarantee  of 
genuineness  (of  the  cancerophobia)  in  the  circum- 
stances of  the  case.”  Plaintiff  suffered  an  x-ray 
burn  which  did  not  heal  for  an  unusually  long  pe- 
riod of  time.  One  scab  on  plaintiff’s  shoulder  lasted 
several  years,  and  her  shoulder  was  left  with  a 
permanently  marginated  area  of  skin  approximately 
3 by  5 inches  exhibiting  telangiectasis,  hyperpig- 
mentation, depigmentation,  and  a suggestion  of 
atrophy.  It  is  common  knowledge  among  laymen 
and  even  more  widely  among  lay  women  that  wounds 
which  do  not  heal  over  long  periods  of  time  fre- 
quently become  cancerous.  Physical  culture  lec- 
tures to  high  school  and  college  students,  radio 
advice  from  life  insurance  companies,  newspaper 
daily  articles  by  doctors — -all  give  the  same  advice. 
Here,  in  addition,  plaintiff  was  personally  advised 
by  a doctor  specializing  in  dermatology  that  her 
wound  might  develop  into  cancer  and  that  she 
should,  therefore,  have  it  checked  every  six  months. 
That  would  appear  to  have  been  sound  advice.  It 
is  entirely  plausible,  under  such  circumstances, 
that  plaintiff  would  undergo  exceptional  mental 
suffering  over  the  possibility  of  developing  cancer. 
The  jury,  who,  under  our  Constitution  (Art.l,  § 2) 
must  determine  questions  of  fact,  including  credi- 
bility, observed  the  plaintiff’s  demeanor  on  the 
stand  and  accepted  her  testimony  as  true.  Inas- 
much as  the  circumstances  of  the  case  corroborate 
the  plaintiff’s  claim,  there  is  no  warrant  in  law  for 
overturning  the  jury’s  verdict. 

It  is  self-evident  that  every  case  must  be  decided 
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according  to  the  facts  peculiar  to  it.  The  verdict 
in  the  present  case  is  supported  by  the  facts.  We 
do  not  see  that  we  need  announce  a principle  con- 
cerning the  extent  to  which  an  original  wrongdoer 
may  be  held  for  mental  anguish  caused  to  his  victim 
as  a result  of  information  received  from  another 
doctor  during  the  treatment  of  the  original  injury. 
The  applicable  principle  has  already  been  stated 
in  Milks  v.  M elver,  264  N.  Y.  267,  269:  “Liability 
for  damages  caused  by  wrong  ceases  at  a point 
dictated  by  public  policy  or  common  sense.”  In 
the  present  case  neither  public  policy  nor  common 
sense  is  offended  by  this  jury  verdict.  Each  negli- 
gence case  must,  in  turn,  be  solved  “pragmatically.” 
(Bird  v.  St.  Paul  F.  & M.  Ins.  Co.,  224  N.  Y.  47,  52, 
53). 

The  j udgment  of  the  Appellate  Division  should  be 
affirmed,  with  costs. 

Judge  Froessel  (Dissenting):  We  are  all  in 
agreement  that  there  is  ample  evidence  to  support 
the  jury’s  finding  on  the  issue  of  liability,  and  that 
the  verdict  as  to  plaintiff-wife’s  physical  damages 
and  the  husband’s  loss  of  services  was  not  improper. 
We  disagree,  however,  with  so  much  of  the  majority 
opinion  as  sanctions  the  recovery  of  $15,000  by 
plaintiff  for  “cancerophobia,”  allegedly  flowing 
from  a statement  plaintiff  claims  to  have  been 
made  by  a dermatologist  to  whom  she  was  sent  by 
her  attorney  two  years  after  her  injury.  The 
statement  was  to  the  effect  that  she  should  have  her 
shoulder  checked  every  six  months  because  there 
was  a possibility  that  cancer  might  develop,  which 
statement  he  did  not  acknowledge  having  made. 

Although  the  courts  of  other  jurisdictions  are  in 
disagreement  as  to  the  allowance  of  damages  of  this 
nature  (Lake  Erie  & W.  R.  Co.  v.  Johnson,  191  Ind. 
479;  St.  Louis.  I.  M.  & S.  R.  Co.  v.  Buckner,  89 
Ark.  58;  see  case  note  in  20  L.R.A.  (N.S.)  458; 
15  Am.  Jur.  pp.  606-607;  25  C.J.S.  pp.  559-560), 
this  court  has  never  had  occasion  to  pass  on  the 
question.  As  pointed  out  by  the  majority,  the 
applicable  rule  in  this  case  would  appear  to  be  that 
“liability  for  damages  caused  by  wrong  ceases  at  a 


point  dictated  by  public  policy  or  common  sense” 
(Milks  v.  Mclver,  264  N.  Y.  267,  269). 

Whatever  argument  may  be  made  to  the  con- 
trary, we  do  not  feel,  on  balance  and  as  a matter  of 
public  policy,  that  damages  based  on  mental  an- 
guish, engendered  by  a physician’s  statement  as  to 
a possible  development  of  another  ailment,  are 
warranted  under  such  a rule.  Physicians  commonly 
inform  patients  of  conceivable  complications  which 
may  arise  from  an  injury,  and  we  do  not  believe 
that  so  ready  a road  to  the  multiplication  of  damages 
ensuing  from  physical  injury  should  be  opened  to 
plaintiffs.  The  unfortunate  result  of  the  rule 
announced  by  this  decision,  albeit  disclaimed,  is 
that  a doctor’s  mere  statement  as  to  a possibility 
is  a steppingstone  to  an  increased  recovery  should 
the  patient  simply  claim  to  be  concerned  enough  to 
suffer  worry  by  reason  thereof.  In  other  words, 
recovery  would  depend  on  the  subjective  mind  of 
the  litigating  plaintiff  and  speculation  by  the  phy- 
sician, without  even  the  safeguard  of  an  opinion  by 
the  latter  based  on  reasonable  certainty. 

The  decision  of  the  majority  introduces  into  the 
law  a new  field  of  damages  for  cultivation  b}^  plain- 
tiffs and  affording  countless  opportunities  for 
fraudulent  unverifiable  claims.  In  our  opinion, 
legal  responsibility  for  an  injury  may  not  include 
mental  suffering  in  contemplation  of  injuries  which 
may  never  develop  out  of  those  already  suffered, 
based  on  a doctor’s  statement  as  to  mere  possible 
developments. 

Accordingly,  we  would  modify  the  judgment 
appealed  from  by  reducing  the  amount  thereof  by 
the  sum  of  $15,000,  and  as  so  modified  affirm,  with 
costs. 

* * * 

Judgment  affirmed,  with  costs.  Opinion  by 
Conway,  C.  J.  All  concur  except  Froessel,  J.,  who 
dissents  in  part  in  an  opinion  for  modification  in 
which  Van  Voorhis  and  Burke,  J.  J.,  concur. 


On  one  occasion  Aristotle  was  asked  how  much  educated  men  were  superior  to  those  uneducated: 
“As  much,”  said  he,  “as  the  living  are  to  the  dead” — Diogenes  Laertius 
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Frederick  Douglas  Branch,  M.D.,  of  Binghamton, 
died  on  July  19  at  the  age  of  eighty-four.  Dr. 
Branch  graduated  from  Albany  Medical  College  in 
1899.  From  1900  to  1907  he  served  as  a surgeon 
in  the  U.S.  Army.  He  was  senior  consultant  in 
ophthalmology  at  Binghamton  City  Hospital. 
Dr.  Branch  was  a member  of  the  Binghamton  Acad- 
emy of  Medicine,  the  Broome  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Christopher  Brenner,  M.D.,  of  New  York 
City,  died  on  July  24  at  the  age  of  seventy-three. 
Dr.  Brenner  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1908  and 
interned  at  Presbyterian  Hospital.  He  was  a con- 
sultant in  surgery  at  the  Correction  and  Detention 
Hospital,  Rikers  Island,  and  surgeon  emeritus  at 
Midtown  Hospital.  A former  associate  professor 
of  clinical  surgery  at  the  Post-Graduate  Medical 
School,  he  was  also  former  president  of  the  medical 
board  of  the  New  York  City  Department  of  Cor- 
rection. Dr.  Brenner  was  a Diplomate  of  the  Amer- 
ican Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

William  Henry  Cook,  M.D.,  of  Ridgewood,  died 
at  the  Wyckoff  Heights  Hospital  at  the  age  of 
sixty-nine  on  July  22.  Dr.  Cook  graduated  from 
Long  Island  College  Hospital  Medical  School  in 
1912.  He  was  an  honorary  surgeon  at  Wyckoff 
Heights  Hospital.  Dr.  Cook  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Associated  Physicians  of  Long  Island,  the  Brook- 
lyn Surgical  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Marcel  Goldenberg,  M.D.,  of  New  York  City, 
died  at  Presbyterian  Hospital  on  July  30  at  the 
age  of  fifty-seven.  Dr.  Goldenberg  received  his 
medical  degree  from  the  University  of  Vienna  in 
1926  and  interned  at  Johns  Hopkins  Hospital. 
He  was  an  assistant  attending  physician  at  Presby- 
terian Hospital.  Dr.  Goldenberg  discovered  the 
hormone,  noradrenalin,  and  devised  a test  now 
used  throughout  the  world  to  identify  adrenalin  and 
noradrenalin  in  the  blood  and  urine.  Since  1954 
he  has  been  an  assistant  clinical  professor  of  medi- 
cine at  Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  Goldenberg  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  and  a 
member  of  the  New  York  Academy  of  Medicine, 


the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Edward  Goodman,  M.D.,  of  Warrensburg, 
died  on  February  22  at  the  age  of  eighty-seven.  Dr. 
Goodman  graduated  from  the  University  of  Penn- 
sylvania School  of  Medicine  in  1902. 

Vincent  de  Paul  Juster,  M.D.,  of  Jamaica,  died  on 
August  1 at  Mary  Immaculate  Hospital  at  the  age  of 
sixty-one.  Dr.  Juster  graduated  from  St.  Louis 
University  of  Medicine  in  1926.  He  was  an  attend- 
ing surgeon  at  Mary  Immaculate  and  Queens  Gen- 
eral Hospitals.  Since  1946  he  had  been  chairman  of 
the  medical  board  of  the  New  York  City  Employes 
Retirement  System  in  the  City  Bureau  of  Retire- 
ment and  Pensions  and  at  his  death  was  president  of 
the  medical  board  of  Mary  Immaculate  Hospital. 
Dr.  Juster  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Queensboro  Surgical 
Society,  the  Queens  County  Medical  Society,  of 
which  he  had  served  as  president  in  1946,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sidney  Klein,  M.D.,  of  New  York  City,  died  on 
July  29  at  the  age  of  sixty-two.  Dr.  Klein  gradu- 
ated from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1919.  He  was  an  attending  psy- 
chiatrist at  Hillside  Hospital,  Queens,  an  associate  in 
psychiatry  at  University  Hospital,  and  an  associate 
in  neuropsychiatry  at  Bellevue  Hospital.  Dr. 
Klein  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry),  a Fellow 
of  the  American  Psychiatric  Association,  and  a mem- 
ber of  the  American  Psychoanalytic  Association, 
the  New  York  Academy  of  Medicine,  the  New  York 
Psychoanalytic  Society,  the  New  York  Society  for 
Clinical  Psychiatry,  the  New  York  Neurological 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Lazarus,  M.D.,  of  Kew  Gardens,  died  on 
August  1 at  the  age  of  sixty-four.  Dr.  Lazarus  re- 
ceived his  medical  degree  from  the  University  of 
Cologne  in  1920.  He  was  a member  of  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harry  D.  Leinoff,  M.D.,  of  New  York  City,  died 
on  July  21  in  his  office  at  the  age  of  fifty-three.  Dr. 
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Leinoff  graduated  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1927.  He 
was  an  associate  attending  physician  at  Flower  and 
Fifth  Avenue  Hospitals,  Metropolitan  Hospital,  and 
Bird  S.  Coler  Memorial  Hospital  and  Home.  Dr. 
Leinoff  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


John  J.  Lyons,  M.D.,  of  Brooklyn,  died  on  March 
20  at  the  age  of  eighty-two.  Dr.  Lyons  graduated 
from  Long  Island  College  Hospital  Medical  School 
in  1898. 


Phabiat  Manis  Miller,  M.D.,  of  the  Bronx,  died 
on  June  28.  Dr.  Miller  graduated  from  Baltimore 
Medical  College  in  1898. 


Theodore  William  Neumann,  M.D.,  of  Central 
Valley,  died  at  his  home  on  July  27  at  the  age  of 
sixty-six.  Dr.  Neumann  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in  1914. 
He  was  a consultant  in  neurology  and  psychiatry  at 
Tuxedo  Memorial  and  Cornwell  Hospitals,  and  a 
member  of  the  consulting  staff  at  St.  Luke’s  Hospi- 
tal, Newburgh.  He  managed  Falkirk  in  the  Rama- 
pos.  Dr.  Neumann  was  a Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology,  a Fellow  of 
the  American  Psychiatric  Association,  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New 
York  Society  for  Clinical  Psychiatry,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Frederick  J.  Newman,  M.D.,  of  New  York  City, 
died  on  July  5 at  the  age  of  seventy-eight.  Dr. 
Newman  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1903  and  in- 
terned at  Beth  Israel  Hospital.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Samuel  Morris  Paley,  M.D.,  of  New  York  City, 
died  on  March  25  at  the  age  of  sixty.  Dr.  Paley 
graduated  from  New  York  University  and  Bellevue 
Hospital  Medical  College  in  1921.  He  was  a Diplo- 
mate of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation  and  a member  of  American  Con- 


gress of  Physical  Medicine  and  Rehabilitation. 

Irving  Pomper,  M.D.,  of  Brooklyn,  died  on  July 
23  at  Kings  County  Hospital  at  the  age  of  fifty- 
five.  Dr.  Pomper  graduated  from  Long  Island  Col- 
lege Hospital  Medical  School  in  1927.  Before 
World  War  II  he  served  at  Kings  County  Hospital  as 
assistant  chief  of  psychiatry  and  during  the  war  he 
was  a captain  in  the  U.S.  Army  Medical  Corps. 

Joseph  Rohr,  M.D.,  of  the  Bronx,  died  on  July  20 
at  the  age  of  seventy.  Dr.  Rohr  graduated  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1908. 

Isaac  Rosenstein,  M.D.,  of  New  York  City,  died 
on  March  28  at  the  age  of  seventy-two.  Dr.  Rosen- 
stein graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1908. 

Robert  Mansen  Shields,  M.D.,  of  Staten  Island, 
died  at  the  Staten  Island  Hospital  on  July  29  at  the 
age  of  sixty-two.  Dr.  Shields  graduated  from  the 
University  of  Vermont  College  of  Medicine  in  1921. 
He  was  a consultant  in  surgery  at  Sea  View  Hospital 
and  an  attending  in  surgery  at  Staten  Island  Hospi- 
tal. He  was  a former  assistant  medical  examiner  of 
the  city.  Dr.  Shields  was  a member  of  the  Rich- 
mond County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Harry  J.  Worthing,  M.D.,  of  West  Brentwood, 
died  at  Pilgrim  State  Hospital  on  July  22  at  the  age 
of  seventy.  Dr.  Worthing  graduated  from  Syra- 
cuse University  College  of  Medicine  in  1913. 
Sinee  1937  he  had  been  director  of  Pilgrim  State 
Hospital  and  was  also  a consultant  in  psychiatry  at 
Southside  Hospital,  Bay  Shore.  He  was  credited 
with  introducing  electric  shock  treatment  into  the 
United  States  at  Pilgrim  State.  Since  1913  Dr. 
Worthing  had  been  with  the  State  Department  of 
Mental  Hygiene  and  had  served  at  St.  Lawrence 
State  Hospital,  Ogdensburg,  and  Harlem  Valley 
State  Hospital,  Wingdale,  and  was  director  of  Wil- 
lard State  Hospital  before  joining  Pilgrim  State. 
He  was  a former  councillor  of  the  American  Psy- 
chiatric Association  and  a former  president  of  the 
Suffolk  County  Branch  of  the  association.  Dr. 
Worthing  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  a Fellow  of  the  American 
Psychiatric  Association,  and  a member  of  the  Long 
Island  Psychiatric  Society,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 


Difficulties  are  things  that  show  what  men  are. — Quintus  Ennius 
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Albany  Medical  College 


Seventh  Annual  International  Cancer  Congress — 

Dr.  John  C.  McClintock,  Slingerlands;  Dr.  Doris 
S.  Rome,  Albany,  and  Dr.  Kenneth  B.  Olson, 
Loudonville,  presented  papers  at  the  Seventh  An- 
nual International  Cancer  Congress,  London,  Eng- 
land, which  was  held  from  July  6 to  12. 

Fellowship — Dr.  J.  Garth  Johnson,  professor  and 


chairman,  Community  Health,  received  an  ad- 
vanced study  fellowship  from  the  Commonwealth 
Fund.  Dr.  Johnson  will  study  new  developments 
in  medical  care  administration,  epidemiology,  and 
medical  statistics  at  the  Columbia  University 
School  of  Public  Health  and  Administrative  Medi- 
cine. 


Columbia  University 


Grants — Grants  from  the  National  Science 
Foundation,  Washington,  D.C.,  have  been  made 
for:  a five-year  period  of  research  on  “Fundamental 
Mechanisms  of  Bioelectric  Activity,”  under  the  di- 
rection of  Dr.  Harry  Grundfest,  Department  of 
Neurology,  in  the  amount  of  $74,900;  for  a three- 
year  period  of  study  on  “Biogenesis  of  the  Steroid 
Hormones,”  under  the  direction  of  Dr.  Seymour 
Lieberman,  Department  of  Obstetrics  and  Gyne- 
cology, in  the  amount  of  $36,000,  and  a grant  of 
$2,800  to  be  used  the  coming  year  for  “Research  on 
Schedules  of  Reinforcement,”  under  the  direction  of 


Drs.  William  A.  Schoenfeld  and  William  W.  Cum- 
ming,  Department  of  Psychology. 

Resigned — Dr.  Morton  M.  Kligerman,  associate 
professor  of  radiology,  has  resigned  to  accept  the  ap- 
pointment as  professor  and  chairman,  Department 
of  Radiology,  Yale  School  of  Medicine.  Dr.  Kliger- 
man will  be  the  first  chairman  of  the  radiology  de- 
partment which  was  established  this  year.  He  will 
also  be  radiologist-in-chief  at  Grace-New  Haven 
Community  Hospital  which  with  the  medical  school 
forms  the  Yale-New  Haven  Medical  Center. 


New  York  Medical  College 

Appointed — Dr.  Kenneth  R.  Crispell,  associate  ginia  Medical  Center,  has  been  appointed  professor 

professor  of  internal  medicine,  University  of  Vir-  and  director,  Department  of  Medicine. 


New  York  University  College  of  Medicine 


Honored — Dr.  Chester  F.  S.  Whitney,  retired, 
received  a Presidential  Citation  from  the  College  on 
June  30. 

The  citation  goes  to  alumni  whose  accomplish- 
ments have  brought  distinction  to  the  Univer- 
sity and  to  persons  selected  for  outstanding  serv- 
ices to  the  institution.  Dr.  Whitney  graduated 
from  the  College  in  1899  and  for  a number  of  years 


served  in  a voluntary  capacity  as  physician  to 
NYU  athletic  teams.  He  was  a founder  of  the  Uni- 
versity’s Alumni  Federation  and  was  its  president 
from  1941  to  1943.  During  World  War  I he  or- 
ganized an  ambulance  unit  at  the  University  and 
served  in  Europe  as  chief  surgeon  of  the  unit.  He 
attained  the  rank  of  colonel  and  was  decorated  by 
the  French  government. 


State  University  of  New  York  College  of  Medicine  at  New  York  City 


Appointed — Dr.  David  Grob,  associate  professor 
of  medicine,  Johns  Hopkins  University  School  of 
Medicine,  has  been  appointed  professor  of  medicine 
at  the  Downstate  Medical  Center  and  full-time  di- 


rector of  medical  services  at  Maimonides  Hospital 
of  Brooklyn. 

Joseph  Sherber  has  been  appointed  to  the  staff  of 
the  president  of  the  Downstate  Medical  Center  to 
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assist  in  planning  and  development.  Mr.  Sherber 
was  a former  administrative  assistant  at  New  York 
Hospital. 

Commencement  Exercises — The  Downstate  Medi- 
cal Center  graduated  145  doctors  of  medicine  and 
one  doctor  of  medical  science  at  exercises  on  June  8. 
Dr.  Edward  Grzegorzewski,  visiting  professor  of 
public  health  administration  at  Johns  Hopkins  Uni- 
versity School  of  Hygiene  and  Public  Health,  de- 
livered the  commencement  address  and  Dr.  Edwin 
P.  Maynard,  clinical  professor  emeritus  of  medicine 
at  the  Center,  administered  the  Hippocratic  Oath. 
Presiding  at  the  exercises  was  Dr.  Robert  A.  Moore, 
president  of  the  Center.  Mr.  Keith  S.  McHugh,  a 
member  of  the  committee  on  medical  education  of 
the  State  University  board  of  trustees,  addressed 
some  special  remarks  to  the  graduates.  Dr.  Moore 
conferred  the  degrees  and  hooded  the  graduates,  and 
Dr.  John  Slocum,  vice-president  for  administration 
of  the  State  University  of  New  York,  awarded  the 
diplomas. 

During  the  exercises  Dr.  Alonzo  De  Grate  Smith 
was  awarded  the  eleventh  alumni  medallion  for 
Distinguished  Service  to  American  medicine.  A 
member  of  the  class  of  1919,  Dr.  Smith  was  the 
first  Negro  to  be  certified  by  the  American  Board  of 
Pediatrics. 

Fellowship  Awards — Fifty-two  students  have 
been  awarded  fellowships,  amounting  to  $600  each 
for  a two-month  period,  to  carry  out  summer  re- 
search. Recipients  of  the  fellowships  are  selected 
by  a committee  of  the  Faculty  from  candidates  en- 
dorsed by  the  various  departments.  An  additional 
37  students  received  grants  this  year  under  the 
United  States  Public  Health  Service  traineeship 
program  or  through  the  Medical  Center  Faculty  as 
research  assistants. 

Faculty  Notes — Promoted  from  associate  profes- 
sors to  full  professors  were  Drs.  David  Kydd  and 
Harold  Lyons,  medicine,  Dr.  Arthur  Siebens,  phys- 
iology, and  Dr.  Herman  Witkin,  psychiatry.  Up- 
graded from  assistant  professors  to  associate  pro- 
fessors were  Drs.  Eustace  Suckling  and  Paul 
Cranefield,  physiology,  Dr.  Anne  Cohen  Carter, 
medicine,  Dr.  Jackson  Stuckey,  surgery,  Dr.  John 
Masterson,  obstetrics  and  gynecology,  and  Dr. 
George  Talbert,  anatomy,  Dr.  Harriet  Bernheimer, 


medicine,  Dr.  Donald  Kirschenbaum,  biochemistry, 
Dr.  Sigmund  Wesolowski,  surgery,  Dr.  Harold 
Levey,  physiology,  and  Dr.  Lowell  Greenbaum, 
pharmacology,  were  promoted  from  instructors  to 
assistant  professors.  Dr.  Joseph  Avin,  clinical 
assistant  in  pediatrics,  was  promoted  to  clinical 
assistant  professor. 

New  appointments  include  Dr.  Robert  Jampel, 
assistant  professor  of  medicine,  Dr.  Richard  Silber- 
stein,  clinical  assistant  professor  of  psychiatry,  and 
Dr.  David  Ehrlich,  clinical  assistant  professor  of 
radiology. 

Staff  Assembly — Seventy-six  of  the  450  nonfaculty 
employes  of  the  Downstate  Medical  Center  received 
service  pins  for  five  to  twenty  years  service  at  the 
first  annual  staff  assembly  on  May  23.  In  addition, 
John  Hart,  senior  architectural  draftsman  in  the 
maintenance  department,  received  a civil  service 
merit  certificate  for  his  design  and  construction  of  a 
portable  tilting  room  and  chair  used  by  the  Psy- 
chology Laboratory  in  studies  of  space  orientation 
in  children. 

Alumni  News — Dr.  Benjamin  Zohn,  class  of  1925, 
was  elected  president  of  the  board  of  managers  of 
the  Alumni  Association.  Dr.  Zohn  is  a clinical  in- 
structor in  pediatrics  at  the  Center  and  chief  of 
pediatric  allergy  at  Maimonides  Hospital.  Other 
newly-elected  officers  include  the  vice-president,  Dr. 
Abraham  Jablons,  the  secretary,  Dr.  Albert  Cook, 
and  treasurer,  Dr.  Robert  Hubbard. 

Ophthalmology — The  Division  of  Ophthalmology 
was  host  to  the  afternoon  session  of  the  Section  on 
Ophthalmology  of  the  New  York  Academy  of  Med- 
icine on  May  19.  A special  program  on  plastic 
and  reconstructive  surgery  about  the  eyes  was  ar- 
ranged by  Dr.  Richard  Troutman,  head  of  the  divi- 
sion, and  his  associates. 

New  equipment  for  vision  training  in  children  and 
adults  with  a “lazy  eye”  (amblyopia)  due  to  squint- 
ing has  been  acquired  by  the  Downstate  Medical 
Center-Kings  County  Hospital  Center  Eye  Clinic. 
According  to  Dr.  Troutman,  director  of  the  clinic, 
the  new  apparatus  was  developed  in  Europe  and  has 
received  extensive  trial  in  Switzerland  and  Germany 
with  repeatedly  good  results.  About  50  patients 
are  presently  under  treatment. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 

Contribution — A contribution  of  $250  was  pre-  surgery,  and  Dr.  Kenneth  Gale,  clinical  instructor  in 
sented  on  June  30  to  the  J.  J.  Levy  Memorial  Loan  surgery,  both  members  of  the  Jacobsen-Elsner 
Fund  by  Dr.  Stanley  Batkin,  assistant  professor  of  Society. 

University  of  Rochester  School  of  Medicine  and  Dentistry 

Appointed — Dr.  Donald  F.  McDonald,  head,  Di-  of  Medicine,  Seattle,  has  been  appointed  professor 
vision  of  Urology,  University  of  Washington  School  of  urology  and  chairman  of  the  Urology  Division. 
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Audiology  Study  Group — The  Audiology  Study 
Group  of  New  York  in  cooperation  with  the  New 
York  State  Association  for  Crippled  Children,  Inc. 
and  the  New  York  University-Bellevue  Medical 
Center  will  sponsor  a one-day  tutorial  session  on  the 
theme  of  “Perception.”  The  session  will  be  held 
from  9:00  a.m.  to  5:00  p.m.  on  November  20,  at 
the  Alumni  Hall  of  the  New  York  University  Post- 
Graduate  Medical  School.  For  further  information 
write  to  Dr.  Maurice  H.  Miller,  Division  of  Oto- 
laryngology, State  University  of  New  York  Down- 
state  Medical  Center,  450  Clarkson  Avenue, 
Brooklyn  3,  New  York. 

Institute  on  Workmen’s  Compensation — A two- 
day  institute  on  Workmen’s  Compensation  will  be 
held  at  the  Statler  Hilton  Hotel  on  October  22  and 
23. 

The  institute  will  be  designed  primarily  to  pro- 
vide discussion  sessions  and  expositions  for  represen- 
tatives of  labor,  management,  the  insurance  indus- 
try, and  the  legal  and  medical  professions  who  prac- 
tice wdthin  the  framework  of  the  areas  covered  by 
the  Workmen’s  Compensation  Law. 

Fall  Postgraduate  Courses — The  New  York  Uni- 
versity-Bellevue Medical  Center  Post-Graduate 
Medical  School  announces  the  following  courses  for 
the  fall:  Department  of  Medicine:  Normal  and 
Pathological  Physiolog}^,  September  15  through  26; 
Department  of  Radiology:  Diagnostic  Radiolog}^ 
for  General  Practitioners,  September  24  through  29; 
Department  of  Obstetrics  and  Gynecology:  Diag- 
nosis and  Therapy  of  Malignant  Neoplasms  of  the 
Female  Genital  Tract,  September  29  through  Octo- 
ber 3;  Gynecological  Cytology  (for  specialists), 
September  30  through  November  25;  Department  of 
Ophthalmology:  Ophthalmic  Plastic  Surgery  (for 
specialists),  November  17  through  21;  Surgery  of 
the  Cornea,  December  1 through  5;  Neuro-ophthal- 
mology, January  19  through  23. 

For  further  information  write  to:  Office  of  the 
Associate  Dean,  New  York  University  Post-Gradu- 
ate Medical  School,  550  First  Avenue,  New  York  16, 
New  York. 

Life  Insurance  Medical  Research  Fund — The 

Life  Insurance  Medical  Research  Fund  has  given  81 
awards  totalling  81,098,680  in  support  of  heart  re- 
search during  the  coming  year.  Fifty-seven  of  the 
awards  are  in  the  form  of  grants  to  research  insti- 
tutions, medical  schools,  universities  and  hospitals, 
for  specified  projects  in  basic  heart  research.  The 
individual  grants  range  from  81,760  to  829,700  with 
the  average  standing  at  817,123. 

Endocrine  Society  Presents  Course — The  State 
University  of  New  York  Upstate  Medical  Center,  in 


cooperation  with  the  Endocrine  Society, will  present 
the  tenth  postgraduate  assembly  in  Endocrinology 
and  Metabolism,  September  29  through  October  3. 

For  further  information  write  to  Dr.  William  A. 
Harris,  Dean  of  Postgraduate  Education,  State 
University  Upstate  Medical  Center,  766  Irving 
Avenue,  Syracuse  10,  New  York. 

Mary  Putnam  Jacobi  Fellowship — The  Women’s 
Medical  Association  of  the  City  of  New  York 
offers  the  Mary  Putnam  Jacobi  Fellowship  to  a 
graduate  woman  physician,  either  American  or 
foreign.  This  fellowship  will  start  October  1,  1959 
and  will  amount  to  82,000,  81,000  being  available 
October  1,  1959.  The  recipient  of  the  fellowship  will 
be  expected  to  make  a report  to  the  committee  at  the 
end  of  the  fourth  month  following  which  the  second 
81,000  will  be  awarded  subject  to  the  approval  of 
the  committee.  The  fellowship  is  given  for  medical 
research,  clinical  investigation,  or  postgraduate 
study  in  a special  field  of  medicine. 

Applications  for  this  fellowship  may  be  obtained 
from  the  secretary,  Ada  Chree  Reid,  M.D.,  118 
Riverside  Drive,  New  York  24,  New  York. 

Polyclinic  Postgraduate  Courses — The  New  York 
Polyclinic  Medical  School  and  Hospital  has  arranged 
a number  of  postgraduate  courses  for  the  benefit  of 
the  general  practitioner.  The  courses  will  be  held  at 
the  Polyclinic  Medical  School  and  Hospital,  345 
West  50th  Street,  New  York  19,  New  York.  With 
the  exception  of  dermatology,  which  is  scheduled  for 
the  afternoon,  all  courses  are  to  be  given  from  9 : 00 
to  10:30  p.m.,  one  session  per  week  for  eight  weeks 
and  are  to  be  repeated  in  the  spring  starting  April  1, 
1959. 

These  courses  have  been  approved  for  Category  1 
credited  by  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice.  The  fol- 
lowing subjects  are  included:  Allergy;  Anesthesi- 
ology; Electrocardiography;  Dermatology;  Gyne- 
cologic Endocrinology;  Internal  Medicine;  Ob- 
stetrics; Office  Treatment  of  Trauma;  Radiology, 
and  Pediatrics. 

For  details  address  the  Dean,  345  West  50th 
Street,  New  York  19,  New  York. 

Air  Force  Offers  General  Practice  Residency 
Training — Although  the  Air  Force  has  entered  the 
space  age  it  still  needs  general  practitioners.  Ap- 
proved residencies  in  general  practice  are  available 
at  the  USAF  Hospital,  Maxwell  Air  Force  Base, 
Alabama,  and  certain  civilian  hospitals. 

The  Air  Force  general  practice  residency  program 
provides  one  j^ear  of  training  in  medicine,  including 
pediatrics  and  psychiatrjr;  and  one  3'rear  in  surgery, 
including  traumatic  surgery,  fractures,  obstetrics 
and  gynecology. 
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It  is  anticipated  that  programs  will  be  approved 
by  July,  1959  in  additional  hospitals  at  Andrews 
Air  Force  Base,  Washington,  D.  C.;  Keesler  Air 
Force  Base,  Mississippi;  and  Wright-Patterson 
Air  Force  Base,  Ohio. 

Interested  physicians  may  write  to:  The  Surgeon 
General,  Headquarters,  USAF,  Washington  25,  D.  C. 

Postgraduate  Week — The  New  York  Academy  of 
Medicine  will  present  its  second  annual  Postgraduate 
Week,  October  13  through  17.  The  program,  ar- 
ranged by  the  Committee  on  Medical  Education, 
will  be  entitled  "Research  Contributions  to  Clinical 
Practice.” 

All  physicians,  including  interns  and  residents, 
and  those  working  in  the  allied  sciences,  are  invited 
to  attend  all  sessions.  Registration,  without  fee,  will 
be  required  for  non-Fellows  of  the  Academy. 

Symposium  on  Cancer  Research — "Genetics  and 
Neoplastic  Growth”  will  be  the  topic  for  the  thir- 
teenth annual  symposium  on  fundamental  cancer 
research  to  be  held  February  26  through  28,  1959  at 
The  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Houston. 

Among  the  session  chairmen  is  M.  Demerec,  Car- 
negie Institution,  Cold  Spring  Harbor,  Long  Island. 

For  information  regarding  the  program  write  to 
the  General  Chairman,  Felix  L.  Haas,  Department 
of  Biology,  M.  D.  Anderson  Hospital,  Houston  25, 
Texas. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education  Foun- 
dation for  the  month  of  May  were:  Albion:  Drs. 
James  Parke  and  Walter  Shif ton;  Bloomington:  Dr. 
L.  G.  Rymph;  Boonville:  Dr.  Robert  Smith;  Earl- 
ville:  Dr.  Willis  E.  Hammond;  Ellenville:  Drs. 
Irving  P.  Feinberg,  Francis  Lo  Galbo,  and  Anthony 
Ruggiero;  Highland:  Drs.  Anthony  E.  Biancardi, 
Elbert  H.  Loughran,  Carl  F.  Meekins,  and  Harold 
L.  Rakov;  Holly:  Dr.  A.  H.  Snyder;  Hurley:  Drs. 
Habeeb  Z.  Maroon,  Harry  C.  McNamara,  Douw  S. 


Meyers,  Robert  F.  Moseley,  and  John  A.  Olivet; 
Ilion:  Dr.  Donald  R.  Davidson,  II;  Kerhonkson: 
Drs.  Alfred  M.  Feldshuh,  Rachel  G.  Holloway,  Paul 

G.  Hoveman,  and  Herbert  B.  Johnson;  Kingston: 
Drs.  John  L.  Alley,  Vincent  P.  Amatrano,  James  R. 
Clarkin,  Peter  D.  Corsonnes,  Herbert  Derman,  F.  W. 
Holcomb,  Sr.,  Walter  Levy,  Herbert  F.  Schwartz, 
and  Ted  R.  Smalldon;  Marlboro:  Drs.  John  B. 
Scott  and  Edward  F.  Shea;  New  Berlin:  Dr.  Wil- 
liam P.  Elliott;  New  Paltz:  Drs.  Erhard  Boetzel, 

H.  Boyd,  John  R.  Roberts,  and  Jeffery  Wiersum. 
New  York  City:  Drs.  Leon  Bader,  John  H.  Beck- 

ley,  G.  Caggiano,  Albert  Cornell,  Nathan  Davis, 
Samuel  De  Lange,  Alan  J.  Eisnitz,  Saul  H.  Fisher, 
Charles  H.  Fliegelman,  J.  A.  Girard,  Nelson  M. 
Gray,  Abraham  Greenberg,  F.  W.  Grossmann, 
Francis  J.  Hamilton,  F.  J.  Heilbroner,  John  E. 
Hughes,  Nick  D.  Ischlondsky,  Redford  K.  Johnson, 
Morris  Kaplan,  J.  S.  Kenney,  Israel  Kesselbrenner, 
Hans  Kleinschmidt,  Samuel  Korry,  Emanuel  D. 
Kotsos,  Lester  Levine,  Julia  V.  Lichtenstein, 
Joseph  M.  Lubart,  M.  Marsh,  Victor  C.  McCuaig, 

C.  R.  Miller,  Saul  D.  Miller,  Roman  Osinchuk, 
Kermit  E.  Osserman,  Kermit  L.  Pines,  Stephen 
Rath,  Henry  L.  Rutzler,  Joseph  Salan,  Bertram  J. 
Sanger,  Irving  A.  Sarot,  Matthew  Shapiro,  Joseph 
M.  Siegel,  Marvin  W.  Sinkoff,  Bernard  L.  Spitz, 
K.  Sprunt,  Mario  E.  Stella,  Ilona  Vass,  F.  J. 
Wachsner,  Harry  F.  Wechsler,  Willis  M.  Weeden, 
and  Jerome  Weiss. 

Rome:  Drs.  Ivan  Hay,  Edwin  P.  Russell,  Sr., 
Richard  Schulenklopper,  and  Frank  H.  Valone; 
Rosendale:  Dr.  Eugene  F.  Galvin;  Saugerties:  Drs. 
Joseph  Hartman,  P.  Wanning,  and  Richard  B. 
Wenger;  Sauguoit:  Dr.  Garnet  L.  Higgins;  Schenec- 
tady: Dr.  Ralph  D.  Reid;  Staten  Island:  Dr.  John 
Beck;  Stone  Ridge:  Drs.  Anthony  Tocco  and  Glen 

D.  Van  Gaasbeek;  Syracuse:  Drs.  David  W.  Ben- 
nett, Mary  F.  Brew,  William  W.  Faloon,  and  Robert 
F.  McMahon;  Utica:  Drs.  Harold  H.  Dodds,  H.  B. 
Van  Deusen,  and  Alex  Wysocki;  Waterville:  Dr. 

E.  D.  Battles;  Woodstock:  Drs.  William  S.  Bush, 
Shirley  A.  Collins,  and  William  J.  Cranston. 


Personalities 


Elected 

Dr.  Donald  R.  McKay,  Buffalo,  as  president  of 
the  American  College  of  Chest  Physicians. 

Relocated 

Dr.  Warren  W.  Hamilton,  Jr.,  has  left  the  Mayo 
Foundation,  Rochester,  Minnesota,  and  is  now  lo- 
cated in  St.  Albans,  New  York. 

Retired 

Dr.  Edward  I.  Salisbury,  as  medical  director  of  the 
United  Fruit  Company’s  Central  and  South  Ameri- 
can hospitals. 

Appointed 

Dr.  Rose  C.  Boyer,  medical  director  of  the  De- 


partment of  Correction,  to  the  board  of  directors  of 
the  Fellowship  Center,  Inc.  . . Dr.  Lawrence  M. 
Drennan,  as  medical  director  of  the  United  Fruit 
Company’s  Central  and  South  American  hospitals 
. . . Dr.  Louis  R.  Hott,  as  medical  director  and  chair- 
man of  the  medical  board  of  the  Karen  Horney 
Clinic  . . . Dr.  Alan  Austin  Scheer,  as  director  and 
chief  of  the  Ear,  Nose  and  Throat  Service  of  the 
Misericordia  Hospital  . . . Dr.  Chester  A.  Swinyard, 
former  medical  director  of  the  Rehabilitation  Center 
at  the  University  of  Utah  College  of  Medicine,  as 
associate  director  of  the  children’s  division  of.  New 
York  University-Bellevue  Medical  Center’s  Insti- 
tute of  Physical  Medicine  and  Rehabilitation  . . . 
Dr.  Burton  L.  Zohman,  Brooklyn,  as  clinical  pro- 
fessor of  medicine  at  the  State  University  College  of 
Medicine,  Brooklyn. 
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Association  for  the  Advancement  of  Psycho- 
analysis 

On  September  24,  the  Association  for  the  Ad- 
vancement of  Psychoanalysis  will  sponsor  its 
regular  meeting  at  the  New  York  Academy  of 
Medicine  at  8:30  p.m.  The  program,  under  the 
general  title  “Existentialism  and  Psychoanalysis,” 
will  feature  reports  from  the  fourth  International 
Congress  of  Psychotherapy  in  Barcelona. 

Speakers  at  the  meeting  will  be  Drs.  Benjamin 
J.  Becker,  Charles  Hulbeck,  Harold  Kelman, 
Frederick  A.  Weiss,  and  Antonia  Wenkart. 

American  Medical  Writers'  Association 

The  fifteenth  annual  meeting  of  the  American 
Medical  Writers’  Association  will  be  held  at  the 
Hotel  Morrison,  Chicago,  Illinois,  September  26 
and  27. 

For  detailed  information  concerning  this  meeting 
write  to:  Dr.  Harold  Swanberg,  Secretary-Treas- 
urer, American  Medical  Writers’  Association, 
209-224  W.C.U.  Building,  Quincy,  Illinois. 

Tenth  Sunmount  Conference 

The  tenth  Sunmount  Conference  will  be  held  at 
the  Hotel  Marcy,  Lake  Placid,  New  York,  Sep- 
tember 26  through  27.  The  conference,  wliich  is 
scheduled  to  start  at  9:30  a.m.,  will  return  to  the 
original  Pembine  type  of  “consecutive  case”  presen- 
tation. 

For  further  information  concerning  the  con- 
ference contact  Bascom  Johnson,  Jr.,  M.D.,  Direc- 
tor, Professional  Services,  Veterans  Administration 
Hospital,  Sunmount,  New  York. 

American  College  of  Surgeons 

The  forty-fourth  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
Chicago,  October  6 through  10.  Headquarters 
will  be  the  Conrad  Hilton  Hotel. 

Major  addresses  will  be  made  by  Dr.  Newell  W. 
Philpott,  Montreal,  incoming  president  of  the 
College,  Dr.  George  J.  Curry,  Flint,  Michigan, 
authority  on  care  of  the  injured,  and  Dr.  Gunnar 
Thorsen,  Stockholm,  Sweden,  surgeon  and  writer 
in  the  field  of  essential  body  fluids. 

Academy  of  Psychosomatic  Medicine 

The  Academy  of  Psychosomatic  Medicine  will 
hold  its  fifth  annual  meeting  October  9 through  11 
at  the  Park  Sheraton  Hotel  in  New  York  City. 

The  purpose  of  the  meeting  will  be  the  examina- 
tion of  the  relationship  between  emotions  and 


bodily  changes  as  well  as  the  effects  of  existing 
disease  on  emotional  states.  The  talks,  luncheon 
panel  discussions,  and  symposiums  are  planned  to 
bring  general  medicine,  the  various  medical  speciali- 
ties, and  psychiatry  closer  together. 

A special  session  on  October  9 will  cover  the 
problem  of  “Mental  Health  and  the  General  Phy- 
sician.” A similar  session  on  October  10  will 
consider  “Depression  and Psychophysiologic  Illness.” 

Speakers  from  New  York  State  will  include  Dr. 
Henry  Brill  and  Mrs.  Margaret  Farrar,  Albany; 
Dr.  L.  Secord  Palmer,  Elmira,  and  from  the  metro- 
politan area:  Drs.  Harold  Abramson,  Julian  J. 
Barish,  Nathan  Beckenstein,  Louis  F.  Bishop, 
Lester  Coleman,  Howard  Davidman,  Herman  C. 
B.  Denber,  Albert  L.  Deutsch,  Wilfred  Dorfman, 
Sidney  M.  Fierst,  Arthur  N.  Foxe,  Sidney  Green, 
Emil  A.  Gutheil,  Harold  Kaplan,  Milton  V.  Kline, 
Herbert  S.  Kupperman,  Stanley  Lesser,  William  M. 
Manger,  Sidney  Merlis,  John  A.  P.  Millet,  George 
W.  Naumberg,  Jr.,  Mortimer  Ostow,  Martin  Perl- 
mutter,  M.  Murray  Peshkin,  Milton  Rosenbaum, 
Mabel  Ross,  Howard  A.  Rusk,  Irving  J.  Sands, 
Maury  D.  Sanger,  Arthur  Shapiro,  Jack  Sheps, 
Samuel  L.  Swiller,  Mortimer  D.  Sackler,  Wil 
Tanenbaum,  Charles  F.  Wilkinson,  Jr.,  and  Burton 
Zohman. 

Further  information  and  a copy  of  the  program 
can  be  obtained  by  writing  to:  Dr.  Wilfred  Dorf- 
man, 1921  Newkirk  Avenue,  Brooklyn  26,  New 
York. 


American  Rhinologic  Society 

The  American  Rhinologic  Society  will  hold  its 
fourth  annual  meeting  in  the  Palmer  House, 
Chicago,  October  17  through  18. 

Among  the  topics  to  be  discussed  will  be  pul- 
monary and  nasal  physiology,  laboratory  and 
clinical  aspects  of  bone  transplants,  hump  removal, 
roof  repair,  and  nasal  process  corrections. 

Dr.  Richard  Hadley,  Rye,  New  York,  will  be  one 
of  the  participants. 

For  further  information  write  to  Dr.  Robert  M. 
Hansen,  Secretary,  American  Rhinologic  Society, 
1735  North  Wheeler  Avenue,  Portland  17,  Oregon. 

American  Occupational  Therapy  Association 

The  American  Occupational  Therapy  Association 
will  hold  its  1958  Institute  Conference  at  the 
Hotel  New  Yorker,  October  17  through  24.  For 
information  concerning  the  Conference  write  to: 
Miss  Julia  Hardy,  Director  of  Public  Information, 
American  Occupational  Therapy  Association,  250 
West  57th  Street,  New  York  19,  New  York. 
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Scientific  Session  of  American  Cancer  Society 

A “Symposium  on  Carcinoma  of  the  Colon  and 
Rectum’’  will  be  presented  at  the  annual  scientific 
session  of  the  American  Cancer  Society  which  will 
be  held  October  20  through  21  at  the  Biltmore 
Hotel,  New  York  City. 

In  addition  to  the  presentation  of  papers  the 
speakers  will  participate  in  a panel  discussion  as  a 
part  of  each  session.  All  sessions  are  open  to 
doctors  and  medical  students. 

Address  inquiries  concerning  the  symposium  to: 
Director,  Professional  Education,  American  Can- 
cer Society,  Inc.,  521  West  57th  Street,  New  York 
19,  New  York. 

Eastern  Psychiatric  Research  Association 

The  Eastern  Psychiatric  Research  Association, 
Inc.  wdll  hold  its  third  annual  meeting  October  23 
through  25.  The  first  and  second  sessions,  October 
23  and  24  will  be  held  at  the  Brooklyn  State  Hos- 
pital. The  third  session  will  take  place  at  the 
Waldorf-Astoria  Hotel,  New  York  City,  on  October 
25. 

For  information  write  to:  David  J.  Impastato, 
M.D.,  46  Fifth  Avenue,  New  York,  New  York. 

Gastroenterologic  Convention 

The  twrenty-third  annual  convention  of  the 
American  College  of  Gastroenterology  will  be  held 
at  the  Jung  Hotel  in  New  Orleans,  Louisiana,  Octo- 
ber 20  through  22. 

October  23  through  25,  immediately  following  the 
convention,  Dr.  Owen  H.  Wangensteen  of  Minne- 
apolis and  Dr.  I.  Snapper  of  Brooklyn  will  be  the 
moderators  of  the  annual  course  in  postgraduate 
gastroenterology.  The  sessions  will  be  held  at  the 
Jung  Hotel  and  in  the  auditorium  of  the  Louisiana 
State  University  School  of  Medicine.  Attendance 
at  the  course  will  be  limited  to  those  who  have 
registered  in  advance. 

For  further  information  wTite  to:  American 

College  of  Gastroenterology,  33  West  60th  Street, 
New  York  23,  New  York. 

Conference  on  Insulin  Treatment 

An  international  conference  on  “The  Insulin 
Treatment  in  Psychiatry”  will  be  held  October  24 
and  25  at  the  New  York  Academy  of  Medicine, 
Fifth  Avenue  and  103rd  Street,  New  York  City. 

The  purpose  of  the  meeting  is  to  present  the 
recent  advances  in  the  basic  aspects  and  the  clinical 
uses  of  Sakel’s  discovery.  Cosponsors  of  the  meet- 
ing are  Dr.  S.  Bernard  Wortis,  professor  of  psy- 
chiatry and  neurology,  New  York  University,  Dr. 
D.  Ewen  Cameron,  professor  of  psychiatry,  McGill 
University,  and  Dr.  Jacques  S.  Gottlieb,  professor 
of  psychiatry,  Wayne  State  University. 

For  further  information  write  to  Dr.  M.  Rinkel, 


479  Commonwealth  Avenue,  Boston  15,  Massa- 
chusetts, or  Dr.  A.  K.  Bernath,  985  Fifth  Avenue, 
New  York  21,  Newr  York. 

International  College  of  Surgeons 

The  International  College  of  Surgeons  will  hold 
future  meetings  as  follows: 

International:  Japan  Section,  fifth  annual  con- 
gress, Hiroshima,  Japan,  November  2.  For  in- 
formation WTite  to  International  College  of  Sur- 
geons, 1516  Lake  Shore  Drive,  Chicago  10,  Illinois. 

National:  Southeastern  regional  meeting,  Miami 
Beach,  January  4 through  7,  1959.  For  informa- 
tion wTite  to  Harold  O.  Hallstrand,  M.D.,  Chairman, 
7210  Red  Road,  South  Miami,  Florida. 

Conference  of  Air  Pollution 

The  Sheraton-Park  Hotel,  Washington,  D.C., 
will  be  the  scene  of  The  National  Conference  on 
Air  Pollution  November  18  through  20. 

The  purpose  of  the  conference  is  to  present  an 
opportunity  for  representatives  of  government 
bodies,  industry,  and  voluntary  organizations  to 
meet  and  assess  their  progress  and  to  develop  a 
coordinated  plan  for  future  action. 

A program  and  other  details  of  the  conference  are 
available  from  the  office  of  the  Surgeon  General, 
Department  of  Health,  Education,  and  Welfare, 
Public  Health  Service,  Washington  25,  D.C. 

Deborah  Symposium  on  Tuberculosis 

A three-day  international  symposium  on  tuber- 
culosis wall  be  held  at  the  Bellevue-Stratford 
Hotel,  Philadelphia,  November  20  through  23, 
under  the  auspices  of  Deborah  Sanatorium  and 
Hospital. 

The  sjrmposium  will  consist  of  six  panel  sessions 
divided  into  three  morning  sessions  and  three 
afternoon  sessions.  There  will  be  six  separate 
panel  groups  averaging  a total  of  eight  members 
each  and  headed  by  a chairman  and  an  introducer. 

The  following  New  York  State  physicians  will 
participate:  Brooklyn:  Dr.  Israel  Epstein;  New 
York  City:  Drs.  J.  Maxwell  Chamberlain,  Aaron 
D.  Chaves,  Louis  R.  Davidson,  Floyd  M.  Feldman, 
Julia  M.  Jones,  Edith  M.  Lincoln,  Walsh  McDermott, 
Carl  Muschenheim,  James  E.  Perkins,  and  Edward 
H.  Robitzek;  Sunmount:  Dr.  James  W.  Raleigh. 

Mid-West  Forum  on  Allergy 

The  Mid-West  Forum  on  Allergy  will  hold  its 
annual  meeting  December  6 through  7 at  the 
Sheraton-Cadillac  Hotel,  Detroit,  Michigan.  This 
meeting  of  the  forum  is  sponsored  by  the  Michigan 
Allergy  Society.  For  further  information  WTite  to: 
John  M.  Sheldon,  MD.,  General  Chairman,  Uni- 
versity Hospital,  Ann  Arbor,  Michigan. 
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The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the 
Medical  Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the 
Medical  Film  Library  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue, 
Albany,  New  York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organiza- 
tions. Return  postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both  professional 
and  lay  use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answer  period 
presided  over  by  a professional  person  familiar  with  the  topic  presented. 


The  Differential  Diagnosis  of  Uterine  Bleeding. 

Classification:  Oncology;  Gynecology;  Surgery; 

Radiology.  This  is  a 1954  kinescope  produced  for 
the  American  Cancer  Society  by  Howard  C.  Taylor, 
Jr.,  M.D.,  Professor  of  Obstetrics  and  Gynecology; 
Equinn  W.  Munnell,  M.D.,  Asisstant  Professor  of 
Obstetrics  and  Gynecology;  Earl  T.  Engle,  Ph.D., 
Professor  of  Anatomy;  and  Joseph  W.  Jailer,  M.D., 
Ph.D.,  Assistant  Professor  of  Medicine — all  of 
Columbia  University,  College  of  Physicians  and 
Surgeons. 

This  program  is  opened  by  a discussion  of  the 
normal  morphologic  changes  accompanying  men- 
struation. The  principal  section  of  the  program  is  a 
demonstration  of  the  patterns  of  abnormal  bleeding 
which  may  occur  in  a variety  of  pathologic  or 
abnormal  functional  conditions.  Methods  of  dif- 
ferential diagnosis,  case  presentations  and  clinical 
management  are  discussed.  This  film  is  an  excel- 
lent professional  film  and  presents  both  surgical  and 
radiologic  management  of  uterine  bleeding  as  well 
as  differential  diagnosis. 

Suggested  Audience:  Medical  students,  nurses, 

and  physicians. 

Principles  of  Respiratory  Mechanics — Part  1. 

Classification:  Physiology;  Medicine.  Color, 

sound,  20  minutes.  The  film  was  produced  in  1955, 
by  the  National  Foundation  for  Infantile  Paralysis 
with  the  help  of  the  Department  of  Physiology,  Har- 
vard School  of  Public  Health,  Boston,  Massachusetts; 
Respiratory  Center  for  Poliomyelitis,  Hondo,  Cali- 
fornia; Poliomyelitis  Respiratory  Center,  Univer- 
sity of  Michigan,  Ann  Arbor,  Michigan;  South- 
western Poliomyelitis  Respiratory  Center,  Houston, 
Texas. 

This  film  illustrates  the  mechanical  behavior  of  the 
lungs  in  normal  and  pathologic  states  using  ani- 
mated drawings,  mechanical  models  and  both  normal 
subjects  and  patients  with  respiratory  conditions. 
The  production  deals  with  such  basic  concepts  as 
elastic  and  resistive  properties  of  the  lungs  and  pres- 
sure volume  relationships.  This  film  is  excellently 


produced  and  arranged  and  is  repetitive  enough  so 
that  elementary  medical  students  can  receive  a visual 
concept  of  principles  that  are  difficult  to  explain  by 
much  less  than  working  models,  graphs  and  clinical 
cases. 

Suggested  Audience:  Medical  students,  physicians, 
and  nurses. 

Cancer  Detection.  Classification:  Oncology; 

Medicine;  Preventive  Medicine.  Black  and  white, 
sound,  38  minutes.  This  film  was  made  in  1954  for 
the  American  Cancer  Society  by  a group  of  physi- 
cians at  the  Memorial  Cancer  Center  and  Cornell 
University  Medical  College.  This  is  a kinescopic 
recording  of  a television  program. 

This  film  illustrates  what  clinical  experience  has 
proved  that  with  early  diagnosis  and  prompt  treat- 
ment of  breast  cancer,  cancer  of  the  cervix,  and 
cancer  of  the  rectum  the  five-year  survival  rate  can 
be  increased  substantially  over  existing  rates.  The 
film  depicts  a complete  physical  examination  on  an 
adult  woman,  beginning  with  the  head  and  neck  and 
including  examination  of  the  breasts,  abdomen, 
pelvic  region,  and  the  extremities.  The  film  suffers 
from  inferior  photography  because  it  was  not  pro- 
duced as  a motion  picture  but  otherwise  it  is  fairly 
satisfactory. 

Suggested  Audience:  Medical  students  and 

physicians. 

The  Psychological  Aspects  of  Cancer.  Classifica- 
tion: Oncology;  Medicine;  Surgery;  Psychiatry. 
Black  and  white,  sound,  30  minutes.  Produced  in 
1954  for  the  American  Cancer  Society  by  a group  of 
physicians  from  the  Memorial  Cancer  Center,  New 
York  City.  This  is  a kinescopic  recording  of  a 
television  program. 

This  film  attempts  to  depict  the  emotional  impact 
of  the  diagnosis  of  cancer  on  a patient.  The 
emotional  sequence  of  events  is  divided  into  the 
anticipatory  or  preoperative  phase,  the  operative 
phase  and  the  postoperative  or  reparative  phase. 
The  physician  and  surgeon  must  bear  the  responsi- 
bility for  handling  the  emotional  sequence  of  events 
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which  occur  with  cancer  patients.  Special  problems 
present  themselves  and  the  amputee’s  problems  will 
be  different  from  those  patients  who  have  disfiguring 
facial  surgery,  mastectomy,  or  colostomy.  The  film 


suffers  from  inferior  photography  but  otherwise 
presents  this  important  subject  well. 

Suggested  Audience:  Physicians,  medical  students, 
and  nurses. 


Woman  s Auxiliary 

lo  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Twelfth  Annual  Fall  Conference 


The  twelfth  annual  fall  conference  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York  will  be  held  in  Kingston  at  the  Governor 
Clinton  Hotel,  October  13,  14,  and  15,  1958.  This 
conference  is  designed,  as  in  previous  years,  to  edu- 
cate and  to  promote  self-education  of  the  objectives 
of  the  Auxiliary  and  of  organized  medicine.  It  is 
held  for  county  presidents,  presidents-elect,  and  the 
State  committee  chairmen  of  the  Woman’s  Auxiliary. 

This  year,  our  emphasis  is  on  a “participation 
conference” — one  which  offers  the  opportunity  to 
meet,  learn,  discuss,  and  exchange  ideas  on  the 
problems  and/or  the  policies  of  the  medical  profes- 
sion striving  toward  a better  understanding  and 
presentation  to  the  lay  public. 

Mrs.  Maurice  G.  Sheldon,  State  president,  and 
Mrs.  James  McCartney,  president-elect,  have  made 
special  efforts  to  plan  a program  of  interest  and  of 
participation.  In  order  to  ensure  the  delegates  of 
ample  time  for  discussions  and  question  and  answer 
periods,  the  format  of  this  year’s  program  has  been 
changed.  The  delegate  body  will  be  divided  into 
three  discussion  groups  with  a district  councillor 
serving  as  leader.  The  State  chairmen  will  give  a 
five-minute  talk  allowing  a twenty-minute  discus- 
sion period  for  each  topic.  It  is  planned  to  rotate 
the  speakers  so  that  each  group  will  hear  the 
presentation  of  each  topic.  The  topics  covered  in 
this  manner  will  be  American  Medical  Education 
Foundation,  Legislation,  Poster  Contest,  Recruit- 
ment, Public  Relations,  Membership,  Today’s 
Health,  Distaff,  and  Press  and  Publicity.  Also  in- 


cluded on  the  program  will  be  a skit  on  home  safety 
which  Mrs.  Sheldon  hopes  will  spark  home  safety 
projects  in  the  counties,  and  a talk  on  mental  health 
by  Dr.  Edward  F.  Shea,  chairman,  Ulster  County 
Community  Mental  Health  Board  and  secretary, 
New  York  State  Society  of  Community  Mental 
Health  Boards. 

On  Monday  afternoon,  October  13,  there  will  be 
a meeting  of  the  State  board  of  directors.  Further 
conference  information  including  complete  travel  de- 
tails for  those  arriving  by  car,  bus,  or  train  will  be 
forthcoming  in  September. 

The  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  County  of  Ulster  will  serve  as  hostesses  and  are 
endeavoring  to  offer  a memorable  conference  in  the 
colonial  city  of  Kingston.  All  attending  are  cor- 
dially invited  to  a tour  of  old  stone  houses  and  a tea 
on  Monday,  October  13,  from  3 to  5 p.m.  Following 
this,  there  will  be  an  informal  buffet  supper  and  a 
requested  program  on  parliamentary  procedure. 

It  is  sincerely  hoped  that  all  physicians  will  urge 
their  county  auxiliary  president  and  president-elect 
to  attend  this  conference  and  join  in’  the  participa- 
tion toward  a broader  understanding  of  the  prob- 
lems and  a better  interpretation  of  the  aims  and 
policies  of  the  medical  profession. 

Mrs.  Peter  D.  Corsones,  Chairman 
Fall  Conference 

194  Fair  Street 
Kingston,  New  York 


2858 


New  York  State  J.  Med. 


fifty-second  annual 


DISTRICT  BRANCH  MEETINGS 

Medical  Society  of  the  State  of  New  York 


SIXTH  DISTRICT  BRANCH 

Wednesday,  September  24,  1958 
Otesaga  Hotel,  Cooperstown 


Morning 

Golf , Cooperstown  Country  Club 
Afternoon 

2 : 30  p.m. — Registration 

3:00  p.m. — “The  Medical  Witness/’  American  Medi- 
cal Association  film 

3:30  p.m. — Address:  “Staphylococci” 

Victor  N.  Tompkins,  M.D.,  Albany, 
Director,  New  York  State  Department 
of  Health,  Division  of  Laboratories 
and  Research 
Discussion 

5:00  p.m. — Business  Meeting 
Evening 

6:00  p.m. — Cocktails 

6:30  p.m. — Dinner 

Introduction  of  Officers 
Address:  Leo  E.  Gibson,  M.D., 

Syracuse,  President,  Medical  Society 
of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 

Address:  “Implantation,  Placentation, 
and  Early  Embryogenesis” 

Robert  E.  L.  Nesbit,  Jr.,.  M.D., 


Albany,  Professor  of  Obstetrics  and 
Gynecology,  Albany  Medical  College, 
Union  University 


Officers — Sixth  District  Branch 

President James  Greenough,  M.D., 

Oneonta 

First  Vice-President. . . C.  Stewart  Wallace,  M.D., 
Ithaca 

Second  Vice-President.  .George  F.  Nevin,  M.D., 
Cortland 

Secretary Hugh  D.  Black,  M.D., 

Oxford 

Treasurer George  G.  McCauley,  M.D., 

Ithaca 


Presidents — Component  County  Medical 
Societies 


Broome.  . .Ralph  J.  McMahon,  M.D.,  Binghamton 
Chemung.  .David  Kaplan,  M.D.,  Elmira 
Chenango..  Angelo  Franco,  M.D.,  New  Berlin 
Cortland  . .Nicholas  J.  Gabriel,  M.D,  Cortland 
Delaware.  .Robert  N.  Wilbur,  M.D.,  Hamden 
Otsego.  . . . J.  Herbert  Dietz,  Jr.,  M.D.,  Oneonta 
Schuyler. . .Francis  C.  Ward,  M.D.,  Odessa 

Tioga Paul  E.  Zoltowski,  M.D.,  Waverly 

Tompkins.. Edward  F.  Hall,  M.D.,  Ithaca 


SEVENTH  DISTRICT  BRANCH 

Wednesday,  October  1,  1958 

Moonlit  Rendezvous  Restaurant,  Lake  Salubria 
(near  Rath  on  Route  15) 


Afternoon 

1:30  p.m. — Registration 

2:00  p.m. — Tour  of  three  famous  wine  cellars  in 


Hammondsport  area.  Special  buses 
will  be  provided. 

4:00  p.m. — Address:  Mr.  Richard  J.  Braisted, 
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Field  Representative,  New  England 
area,  Automotive  Crash  Injury  Re- 
search, Cornell  University  Medical 
College 

5:00  p.m. — Business  Meeting 
Evening 

6:00  p.m. — Cocktails  (courtesy  Genesee  Valley 
Medical  Care,  Inc.) 

7:00  p.m. — Dinner 

Introduction  of  Officers 
Address:  Leo  E.  Gibson,  M.D.,  Syra- 
cuse, President,  Medical  Society  of 
the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of 
New  York 

Address:  “The  Laughing  Place” 

Mr.  Donald  E.  Robinson,  attorney, 
Rochester 


Officers — Seventh  District  Branch 

President Joseph  A.  Lane,  M.D., 

Rochester 

First  Vice-President.  . . James  H.  Arseneau,  M.D., 
Lyons 

Second  Vice-President. . .William  L.  Dorr,  M.D., 
Auburn 

Secretary Philip  M.  Standish,  M.D., 

Canandaigua 

Treasurer Robert  F.  D.  Gibbs,  M.D., 

Seneca  Falls 

Presidents — Component  County  Medical 
Societies 


Cayuga Darrell  D.  Althouse,  M.D.,  Auburn 

Livingston . . F.  L.  Armstrong,  M.D.,  Mount  Morris 

Monroe Arthur  H.  Walker,  M.D.,  Rochester 

Ontario Osbern  P.  Willson,  M.D.,  Phelps 

Seneca Robert  F.  D.  Gibbs,  M.D.,  Seneca  Falls 

Steuben Thomas  S.  Cotton,  M.D.,  Hornell 

Wayne Thomas  C.  Hobbie,  M.D.,  Sodus 

Yates Allen  W.  Holmes,  M.D.,  Penn  Yan 


EIGHTH  DISTRICT  BRANCH 


Thursday,  October  2,  1958 
Mount  View  Hospital  and  Park  Hotel,  Lockport 


Afternoon 

12:00  noon — Luncheon  meeting  of  Advisory  Coun- 
cil 

1:30  p.m. — Registration 

2:00  p.m. — “Problems  in  the  Management  of 
Breast  Cancer” 

Charles  L.  Eckert,  M.D.,  Professor 
of  Surgery,  Albany  Medical  College, 
Union  University 

3:00  p.m. — “Pitfalls  in  the  Diagnosis  of  Anemia” 
Lawrence  E.  Young,  M.D.,  Pro- 
fessor of  Medicine,  University  of 
Rochester  School  of  Medicine  and 
Dentistry 

4:00  p.m. — “Metabolic  Disease  in  Children” 

Lytt  I.  Gardner,  M.D.,  Professor 
of  Pediatrics,  State  University  of 
New  York  Upstate  Medical  Center, 
Syracuse 

5:00  p.m. — Business  Meeting 
Evening 

6:30  p.m. — Cocktails,  Park  Hotel 

7:00  p.m. — Dinner  Dance 

Introduction  of  Officers 


Address:  Leo  E.  Gibson,  M.D., 

Syracuse,  President,  Medical  So- 
ciety of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Shel- 
don, Olean,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
Dancing 

Woman’s  Auxiliary  Program 


Officers — Eighth  District  Branch 


President Wilfrid  M.  Anna,  M.D., 

Lockport 

President-Elect Clyde  L.  Wilson,  M.D., 

Jamestown 

Secretary Richard  A.  Loomis,  M.D., 

Springville 

Treasurer Joseph  A.  Wintermantel,  M.D., 

Olean 


Presidents — Component  County  Medical 
Societies 

Allegany Kurt  Zinner,  M.D.,  Wellsville 

Cattaraugus. . .G.  Clifford  Hackett,  M.D.,  Portville 
Chautauqua. . .Allen  A.  Pierce,  M.D.,  Fredonia 
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Erie Max  Cheplove,  M.D.,  Buffalo  Falls 

Genesee Peter  F.  Baker,  M.D.,  Batavia  Orleans Janies  G.  Parke,  M.D.,  Albion 

Niagara Carlton  P.  Kavle,  M.D.,  Niagara  Wyoming Paul  G.  Sternberg,  M.D.,  Perry 


NOTE:  Programs  for  the  meetings  of  the  Fifth  District  Branch  on  October  9 in  Utica, 
the  Ninth  District  Branch  on  October  15  in  Purchase,  the  Third  District  Branch  on 
October  16  in  Catskill,  the  Fourth  District  Branch  on  October  30  in  Amsterdam,  and  the 
Second  District  Branch  on  November  19  in  Garden  City  will  appear  in  the  September 
15  issue  of  the  Journal. 


Cerebral  Vascular  Disease 


Hope  for  improving  the  outlook  in  cerebral 
vascular  disease,  which  is  outranked  only  by 
heart  disease  and  cancer  as  a cause  of  death  in  the 
United  States,  rests  principally  upon  a long-term 
research  program,  the  development  of  new  methods 
of  treatment,  and  greater  use  of  the  best  methods 
now  available. 

These  conclusions  are  set  forth  by  Metropolitan 
Life  Insurance  Company  statisticians  in  a report 
which  states  that  the  cerebral  vascular  diseases — 
primarily  cerebral  arteriosclerosis,  cerebral  hemor- 
rhage, embolism,  and  thrombosis — currently  ac- 
count for  some  185,000  deaths  a year  in  the  United 
States,  or  about  one  eighth  of  all  deaths.  It  is 
estimated,  moreover,  that  at  least  2,000,000  persons 
are  handicapped  or  incapacitated  by  these  condi- 
tions. 

“Research  on  many  phases  of  these  diseases  has 
been  accelerated  recently  by  the  Public  Health 
Service  and  its  National  Institute  of  Neurological 


Diseases/  ’ the  statisticians  observe. 

Meanwhile,  it  is  noted,  a development  of  con- 
siderable interest  is  the  treatment  of  cerebral 
thrombosis  with  anticoagulants  similar  to  those 
used  in  coronary  occlusion.  “While  it  is  too  soon 
to  evaluate  this  type  of  therapy/’  the  statisticians 
comment,  “initial  success  has  been  reported  by  some 
in  carefully  studied  cases. 

There  is  also  the  possibility  of  new  developments 
in  surgery  which  may  prove  of  value  in  selected 
cases.” 

The  report  suggests  that  more  intensive  use  can 
be  made  of  established  means  of  treatment,  such  as 
skilled  nursing  care  and  the  early  application  of 
physical  therapy  for  rehabilitation  of  patients. 

Specific  means  of  preventing  strokes  await  basic 
advances  in  our  knowledge  of  arteriosclerosis  and 
high  blood  pressure,  which  are  closely  associated 
with  the  most  common  forms  of  cerebral  vascular 
disease,  the  statisticians  conclude. 
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{The  following  books  were  received  during  the  month  of  June,  1958) 


Illustrated  Preoperative  and  Postoperative  Care. 

By  Philip  Thorek,  M.D.  Octavo  of  98  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.  1958. 
Cloth,  $5.00. 

Electrocardiography.  By  Michael  Bernreiter, 
M.D.  Octavo  of  134  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Co.  1958.  Cloth,  $5.00. 

Atrial  Arrhythmias,  Digitalis  and  Potassium.  By 

Bernard  Lown,  M.D.,  and  Harold  D.  Levine,  M.D. 
Duodecimo  of  222  pages,  illustrated.  New  York, 
Landsberger  Medical  Books,  Inc.  1958.  Cloth, 
$6.90. 

The  Psychology  of  Medical  Practice.  By  Marc 
H.  Hollender,  M.D.  Octavo  of  276  pages.  Phila- 
delphia, W.  B.  Saunders  Co.  1958.  Cloth,  $6.50. 

The  Medical  Assistant.  By  Miriam  Bredow, 
Dean  of  Women,  Eastern  School  for  Physicians’ 
Aides.  Octavo  of  430  pages,  illustrated.  New  York, 
McGraw-Hill  Book  Co.  1958.  Cloth,  $7.50. 

Principles  of  Internal  Medicine.  Third  edition. 
By  T.  R.  Harrison,  M.D.,  R.  D.  Adams,  M.D.,  I.  L. 
Bennett,  Jr.,  M.D.,  W.  H.  Resnik,  M.D.,  G.  W. 
Thorn,  M.D.,  and  M.  M.  Wintrobe,  M.D.  Quarto 
of  1782  pages  and  57  index  pages,  illustrated.  New 
York,  McGraw-Hill  Book  Co.  1958.  Cloth,  $18.50. 

Pathology  for  the  Physician.  Sixth  edition.  By 
William  Boyd,  M.D.  Quarto  of  900  pages,  illus- 
trated. Philadephia,  Lea  & Febiger.  1958.  Cloth, 
$17.50. 

Ophthalmic  Plastic  Surgery.  Second  edition. 
By  Sidney  A.  Fox,  M.D.  Quarto  of  324  pages,  illus- 
trated. New  York,  Grune  & Stratton.  1958. 
Cloth,  $15. 

A Cancer  Therapy.  Results  of  Fifty  Cases.  By 

Max  Gerson,  M.D.  Octavo  of  402  pages,  illustrated. 
New  York,  Whittier  Books,  Inc.  1958.  Cloth, 
$8.50. 

Surgery  in  Infancy  and  Childhood.  By  Matthew 
White,  M.D.,  and  Wallace  M.  Dennison,  M.D. 
Duodecimo  of  444  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Co.  1958.  Cloth,  $9.50. 

Annual  Review  of  Medicine.  Volume  9.  By 

David  A.  Rytand,  M.D.,  and  William  P.  Creger, 
M.D.  Octavo  of  530  pages,  illustrated.  Palo  Alto, 
California,  Annual  Reviews,  Inc.  1958.  Cloth, 
$7.00. 

Ocular  Allergy.  By  Frederick  H.  Theodore, 
M.D.,  and  Abraham  Schlossman,  M.D.  Octavo  of 


420  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Co.  1958.  Cloth,  $12. 

Psychopharmacology.  By  Harry  H.  Pennes, 
M.D.  Octavo  of  362  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.  1958.  Cloth,  $8.00. 

Correlative  Neuroanatomy  and  Functional  Neurol- 
ogy- By  Joseph  G.  Chusid,  M.D.,  and  Joseph  J. 
McDonald,  M.D.  Octavo  of  345  pages,  illustrated. 
Los  Altos,  California,  Lange  Medical  Publications. 
1958.  Paper,  $4.50. 

Dietary  Prevention  and  Treatment  of  Heart  Dis- 
ease. By  John  W.  Gofman,  M.D.,  Alex  V.  Nichols, 
Ph.D.,  and  E.  Virginia  Dobbin.  Duodecimo  of  256 
pages.  New  York,  G.  P.  Putnam’s  Sons.  1958. 
Cloth,  $3.95. 

The  Psychiatric  Hospital  as  a Small  Society.  By 
William  Caudill.  Octavo  of  406  pages,  illustrated. 
Cambridge,  Harvard  University  Press.  1958. 
Cloth,  $6.50. 

Science  and  Psychoanalysis.  Volume  1.  Inte- 
grative Studies.  By  Jules  H.  Masserman,  M.D. 
Duodecimo  of  201  pages.  New  York,  Grune  & 
Stratton.  1958.  Cloth,  $5.75. 

Crime  and  Insanity.  By  Richard  W.  Nice.  Oc- 
tavo of  280  pages.  New  York,  Philosophical  Li- 
brary, Inc.  1958.  Cloth,  $6.00. 

Cardiovascular  Diseases.  Third  edition.  By 
David  Scherf,  M.D.,  and  Linn  J.  Boyd.  M.D. 
Octavo  of  829  pages,  illustrated.  New  York, 
Grune  & Stratton,  Inc.  1958.  Cloth,  $17.75. 

Psychoendocrinology.  By  Max  Reiss,  M.D. 
Octavo  of  208  pages,  illustrated.  New  York,  Grune 
& Stratton,  Inc.  1958.  Cloth,  $7.00. 

Florence  Nightingale  and  the  Doctors.  By 

Zachary  Cope.  Octavo  of  163  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.  1958.  Cloth, 
$5.00. 

A Primer  of  Statistics  for  Non-Statisticians.  By 

Abraham  N.  Franzblau.  Duodecimo  of  150  pages, 
illustrated.  New  York,  Harcourt,  Brace  & Co. 
1958.  Paper. 

How  to  Live  with  Diabetes.  By  Henry  Dolger, 
M.D.,  and  Bernard  Seeman.  Duodecimo  -of  192 
pages.  New  York,  W.  W.  Norton  & Co.,  Inc.  1958. 
Cloth,  $3.50. 

The  Preservation  of  Youth.  Introduction  by 
Hirsch  L.  Gordon,  M.D.  Duodecimo  of  92  pages. 
New  York,  Philosophical  Library.  1958.  Cloth, 
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$2.75. 

Personal,  Impersonal  and  Interpersonal  Relations. 
A Guide  for  Nurses.  By  Genevieve  Burton,  R.  N. 
Duodecimo  of  230  pages.  New  York,  Springer 
Publishing  Co.  Paper,  $2.75. 

Advances  in  Electrocardiography.  By  Charles  E. 
Kossmann,  M.D.  Octavo  of  280  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.  1958.  Cloth, 
$9.75. 

Drugs  of  Choice,  1958-1959.  By  Walter  Modell, 
M.D.  Quarto  of  931  pages.  St.  Louis,  The  C.  V. 
Mosby  Co.  1958.  Cloth,  $12.75. 

Orthopedic  Diseases.  Physiology-Pathology- 
Radiology.  By  Ernest  Aegerter,  M.D.,  and  John 

A.  Kirkpatrick,  Jr.,  M.D.  Octavo  of  602  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co. 
1958.  Cloth. 

Essentials  of  Gynecology.  By  E.  Stewart  Taylor, 
M.D.  Octavo  of  502  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger.  1958.  Cloth,  $12. 

Milestones  in  Modern  Surgery.  By  Alfred  Hur- 
witz,  M.D.,  and  George  A.  Degenshein,  M.D. 
Octavo  of  520  pages,  illustrated.  New  York,  Paul 

B.  Hoeber,  Inc.  1958.  Cloth,  $15. 

Action  of  Radiation  on  Tissues.  An  Introduction 


to  Radiotherapy.  By  A.  Lacassagne,  and  G. 
Gricouroff.  Duodecimo  of  199  pages,  illustrated. 
New  York,  Grune  & Stratton,  Inc.  1958.  Cloth, 
$6.25. 

Counterfeit — Sex.  Second  revised  edition.  By 
Edmund  Bergler,  M.D.  Duodecimo  of  380  pages. 
New  York,  Grune  & Stratton,  Inc.  1958.  Cloth, 
$6.50. 

Diagnostic  Laboratory  Hematology.  Second  edi- 
tion. By  George  E.  Cartwright,  M.D.  Duodecimo 
of  250  pages,  illustrated.  New  York,  Grune  & 
Stratton,  Inc.  1958.  Cloth,  $6.75. 

Progress  in  Psychotherapy.  Volume  III.  Tech- 
niques of  Psychotherapy.  By  Jules  H.  Masserman, 
M.D.,  and  J.  L.  Moreno,  M.D.  Octavo  of  323  pages, 
illustrated.  New  York,  Grune  & Stratton,  Inc. 
1958.  Cloth,  $6.50. 

Modern  Clinical  Psychiatry.  Fifth  edition.  By 
Arthur  P.  Noyes,  M.D.,  and  Lawrence  C.  Kolb, 
M.D.  Octavo  of  694  pages.  Philadelphia,  W.  B. 
Saunders  Co.  1958.  Cloth,  $8.00. 

Orr’s  Operations  of  General  Surgery.  Third 
edition.  By  George  A.  Higgins,  M.D.,  and  Thomas 
G.  Orr,  Jr.,  M.D.  Quarto  of  1016  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.  1958.  Cloth, 
$20. 


Books  for  review  should  he  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue , 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  he  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  he  based  on  merit  and  interest  to  our 
readers. 


A Study  of  Antibiotic  Prophylaxis  in  Unconscious  Patients 


Results  of  this  study  support  the  thesis  (advanced 
by  other  investigators)  that  in  unconscious  patients 
prophylactic  use  of  antibiotics  is  of  no  benefit  and 
distinctly  hazardous.  Of  72  comatose  patients 
without  overt  infection,  32  were  given  penicillin  and 
streptomycin  or  tetracycline;  10  were  given  sul- 
fisoxazole  or  nitrofurantoin ; 30  were  untreated  with 
either  antibiotics  or  chemicals.  The  mortality  was 
not  influenced  by  the  antibiotics;  however,  in  45  per 
cent  of  the  treated  group,  pulmonary  complications 
developed,  whereas  pneumonitis  occurred  in  only  15 
per  cent  of  the  controls.  Seven  of  the  treated  pa- 
tients had  cutaneous  infections  with  Micrococcus 
pyogenes  var.  aureus  (Staph,  aureus),  and  two  died 


from  bacteremia  due  to  gram-negative  organisms. 
These  complications  did  not  reduce  the  micrococcal 
carrier  rates,  and  strains  isolated  from  the  treated 
group  were  more  resistant  to  antibiotics  than  those 
cultured  from  the  controls.  Also,  there  was  a re- 
placement of  the  nasopharyngeal  flora  by  gram- 
negative rods.  Routine  administration  of  anti- 
biotics did  not  prevent  or  ameliorate  bladder  in- 
fections associated  with  indwelling  catheters.  Al- 
though resistance  of  bacteria  in  the  urine  did  not  in- 
crease during  treatment,  strains  of  other  series,  even 
more  refractory  to  antimicrobial  therapy,  regularly 
appeared. — Robert  G.  Petersdorf,  M.D.,  and  Asso- 
ciates, New  England  J.  Med.,  November  21,  1957 
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Hutchison’s  Clinical  Methods.  By  Donald  Hun- 
ter, M.D.  and  R.  R.  Bomford,  D.M.  (England). 
Thirteenth  edition.  Duodecimo  of  452  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Company, 
1957.  Cloth,  $6.00. 

This  is  an  excellent  little  book.  Its  452  pages  are 
full  of  valuable,  practical  bits  of  information.  It 
begins  with  a chapter  on  “Case-Taking”  and  ends 
with  an  appendix  which  includes  staining  methods 
and  solutions  required  for  testing  blood  and  urine. 

Details  of  procedures  used  in  examining  each  of  the 
systems  as  well  as  all  the  excretory  products  of  the 
patient  would  be  tremendously  helpful  to  the  stu- 
dent as  well  as  the  practicing  physician. 

The  book  presents  in  chronologic  order  the  method 
to  be  used  in  examining  individual  cases  and  de- 
scribes the  procedures  to  be  used  in  arriving  at  a cor- 
rect diagnosis.  It  is  highly  recommended. — Julius 
E.  Stolfi 

Clinical  Toxicology.  The  Clinical  Diagnosis  and 
Treatment  of  Poisoning.  By  S.  Locket,  M.B 
(London).  With  Special  Sections  on  The  Identifica- 
tion and  Estimation  of  Some  Common  Toxic  Sub- 
stances, by  W.  S.  M.  Grieve,  Ph.D.,  and  The  Identi- 
fication and  Botanical  Characteristics  of  Some  of  the 
More  Frequently  Encountered  Poisonous  Plants,  by 
S.  G.  Harrison,  B.Sc.  Octavo  of  772  pages.  27 
illustrations,  including  2 coloured  plates.  St. 
Louis,  C.  V.  Mosby  Company,  1957.  Cloth,  $20. 

The  hospital  unit  of  which  the  author  is  in  charge, 
has  a growing  reputation  as  a toxicologic  center. 
For  this  reason  it  draws  cases  of  many  types  of 
poisoning  from  a wide  area.  Because  the  hospital  is 
situated  in  a highly  industrialized  district,  the  physi- 
cians also  see  and  treat  many  patients  with  indus- 
trial poisoning.  The  author  emphasizes  the  fact 
that  there  is  not  a specific  remedy  or  line  of  treat- 
ment for  each  type  of  poisoning,  and  only  in  a few 
cases  does  treatment  involve  intricate  or  unusual 
procedures  not  encountered  in  general  practice. 
The  basic  treatment  of  poisoning  is  symptomatic 
and  supportive. 

The  material  is  illustrated  with  well-documented 
case  histories,  and  an  extensive  bibliography  is  pro- 
vided at  the  end  of  each  chapter.  In  cases  of 
emergency,  one  can  refer  to  the  index  of  treatment. 
In  addition  there  are  three  other  indices — author, 
plant  names,  and  subject.  This  book  is  highly  useful 
as  a basic  reference  in  clinical  toxicology. — S.  Ingram 
Hyrkin 


Clinical  Electrocardiography.  The  Spatial  Vector 
Approach.  By  Robert  P.  Grant,  M.D.  Octavo  of 


225  pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  1957. 
Cloth,  $7.50. 

This  admirable  monograph  by  the  head  of  the 
section  on  cardiodynamics  of  the  National  Heart 
Institute  is  an  outgrowth  of  the  earlier  “Spatial 
Vector  Electrocardiography”  by  this  author  and  Dr. 
Estes.  In  the  preface,  the  reader  is  introduced  to 
the  distinction  between  oscilloscopic  vectorcardiog- 
raphy and  the  kind  of  vector  interpretation  of  con- 
ventional electrocardiograms  with  which  this  book 
is  concerned.  Vector  methods  as  used  by  Grant 
are  seen  to  be  analagous  to  graphs  which  supple- 
ment and  facilitate  the  interpretation  of  the  usual 
leads. 

The  material  presented  by  Grant  can,  as  the  re- 
viewer can  attest  from  experience  with  beginning 
students  in  cardiology,  be  easily  understood  by  the 
novice.  The  more  experienced  heart  specialist  used 
to  graphic  “pattern”  methods,  will  often  have  an 
emotional  block  against  using  “newer  physics” 
with  which  he  is  not  familiar.  Actually,  he  need 
have  no  such  misgivings — only  elementary  concepts 
are  involved.  They  are  presented  clearly  and  in 
graceful  English  and  the  reward  in  understanding  the 
cardiogram  and  analyzing  clinical  data  is  great  in- 
deed. This  is  the  best  way  of  introducing  the  medi- 
cal student  to  cardiography  and  the  expert,  even 
with  more  comprehensive  monographs  in  his  library 
will  -do  well  to  own  and  master  this  new  book. — 
Milton  Plotz 


The  Medical  Clinics  of  North  America.  Univer- 
sity of  Pennsylvania  Medical  School  Number. 
November,  1957.  Gastroenterology.  Henry  L. 
Bockus,  M.D.,  Guest  Editor.  Index  1955-1957. 
Octavo,  illustrated.  Philadelphia,  W.B.  Saunders 
Company,  1957.  Published  Bi-Monthly  (six  num- 
bers a year).  Cloth,  $18  net;  Paper,  $15  net. 

This  symposium  on  Gastroenterology  is  based  on  a 
series  of  lectures,  under  the  aegis  of  the  American 
College  of  Physicians,  given  by  faculty  members  of 
the  Graduate  School  of  Medicine  and  School  of 
Medicine  of  the  University  of  Pennsylvania  and  a 
number  of  distinguished  guest  speakers.  It  in- 
cludes 16  papers  covering  peptic  ulcer,  malabsorption 
syndrome,  liver  disease,  diagnostic  procedures  in 
acute  and  chronic  pancreatitis,  surgical  management 
of  ulcerative  colitis,  and  the  most  common  functional 
gastrointestinal  disorder,  namely  aerophagia.  * 

These  papers  cover  important  aspects  of  diagnosis 
and  treatment  of  these  problems.  This  volume  is 
especially  well  prepared  and  is  highly  recommended 
to  all  dealing  with  the  problems  of  gastroenterol- 
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ogy. — Mu  ton  J.  Matzner 

Bone  Diseases  in  Medical  Practice.  By  I. 

Snapper,  M.D.  Quarto  of  229  pages,  48  plates. 
New  York,  Grune  & Stratton,  1957.  Cloth,  $15. 

There  has  been  a recent  wave  of  enthusiasm  by 
the  medical  profession  for  a better  understanding  of 
bone  diseases.  Improved  laboratory  technics  plug 
the  availability  of  radioisotopes  in  exploring  the 
normal  and  pathologic  physiology  of  bone  have 
helped  considerably.  The  widespread  use  of  corticos- 
teroids in  bone  lesions  have  also  stimulated  interest 
in  the  subject. 

This  book  is  written  so  that  it  can  be  a guide  for 
understanding  and  diagnosing  skeletal  diseases. 
Many  conditions  are  covered,  chiefly  among  which 
are  osteoporosis,  osteosclerosis,  Paget’s  disease,  hy- 
perparathyroidism, rickets,  myeloma,  blood  dyscra- 
sias,  etc.  X-ray  illustrations  are  grouped  together 
and  placed  at  the  end  of  the  text.  They  are  ex- 
cellently reproduced. 

This  book  is  written  in  a clear  and  interesting 
style  and  is  recommended  to  the  medical  profes- 
sion.— Carmel o C.  Vitale 

Cardiovascular  Rehabilitation.  Conference  held 
at  the  New  York  University-Bellevue  Medical 
Center,  New  York,  May  25  to  27,  1956,  under  the 
sponsorship  of  the  Institute  of  Physical  Medicine 
and  Rehabilitation,  New  York  University-Bellevue 
Medical  Center,  and  supported  by  a grant  from  the 
National  Heart  Institute,  National  Institutes  of 
Health,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare.  Edited  by  Paul 
Dudley  White,  M.D.,  and  Howard  A.  Rusk,  M.D., 
Bryan  Williams,  M.D.,  and  Philip  R.  Lee,  M.D. 
Octavo  of  155  pages.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Co.  1957.  Cloth, 
$6.50. 

The  percentage  of  cardiacs  in  our  population  is 
increasing.  We  are  salvaging  many  with  congenital 
lesions  and  with  newer  technics.  We  are  saving 
many  more  who  suffer  acute  cardiac  catastrophes. 
This  is  dramatic,  exciting,  and  thrilling  and  captures 
the  imagination.  It  is  also  most  satisfying  to  the 
members  of  the  medical  team  involved.  Unfortu- 
nately, the  chronic  nature  of  these  illnesses  is  often 
overlooked  even  though  heart  disease  is  primarily  a 
chronic  process.  As  physicians  we  are  not  doing  a 
complete  job  if  we  stop  when  the  acute  episode  is 
over.  It  is  part  of  our  responsibility  to  restore  the 
patient  to  an  active  and  useful  place  in  society. 
This  is  what  is  meant  by  rehabilitation. 

A group  of  outstanding  clinicians  and  cardiologists 
were  called  together  to  discuss  the  problems  of  re- 
habilitation. This  excellent  monograph  is  the 
published  report  of  that  conference.  The  problems 
encountered  in  trying  to  evaluate  and  set  up  proper 
standards  for  measuring  myocardial  function  are 
discussed.  The  energy  output  of  specific  jobs,  the 
cost  of  emotion  in  terms  of  cardiac  work  are  pre- 
sented. A look  into  future  research  work  necessary 
to  conquer  these  problems  are  put  forth. 


This  is  a most  interesting  and  stimulating  mono- 
graph. All  physicians  would  do  well  to  read  it. 
For  those  physicians  who  are  greatly  concerned  with 
the  care  of  cardiacs,  this  small  volume  should  be 
required  reading. — Felix  Taubman 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1958.  Difficult  Office  Prob- 
lems. Leroy  H.  Sloan,  M.D.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1958. 
Published  Bi-Monthly  (six  numbers  a year).  Cloth, 
$18  net.  Paper  $15  net. 

This  latest  volume  of  medical  clinics  stems  from 
Chicago  and  deals  with  “Difficult  Office  Problems.” 
The  authors  are  members  of  the  medical  faculty  of 
the  various  universities  and  the  attending  staff  of 
the  large  hospitals  of  that  city.  They  are  well  quali- 
fied to  discuss  the  material  they  have  presented. 

A variety  of  subjects,  representing  32  medical 
conditions  one  might  encounter  in  office  practice, 
are  discussed  with  clarity,  brevity,  and  in  a manner 
which  should  be  of  benefit  to  all  practitioners  of 
medicine,  whether  in  general  practice  or  in  a spe- 
ciality. Some  of  the  subjects  are:  baffling  anemias, 
unexplained  fever,  management  of  cardiac  arrest, 
management  of  multiple  sclerosis,  treatment  of  pri- 
mary dysmenorrhea,  rectal  bleeding,  diaphragmatic 
hernia,  etc. 

The  presentations  are  informal,  almost  conversa- 
tional at  times.  In  one  or  two  instances  this  dis- 
tracts from  the  value  of  the  discussion  of  an  other- 
wise serious  subject.  However,  this  reviewer  finds 
it  easy  to  recommend  this  present  volume  of  the 
Medical  Clinics  of  North  America. — Joseph  L. 
Abramson 

Practical  Pediatrics.  By  R.  Cannon  Eley,  M.D., 
and  Benjamin  Kramer,  M.D.  Octavo  of  309  pages, 
illustrated.  New  York.  McGraw-Hill  Book  Co., 
Inc.  1958.  Cloth,  $7.00. 

Both  Eley  and  Kramer  are  eminently  equipped 
by  years  of  teaching  and  consultation  practices  to 
assess  the  pediatric  knowledge  which  might  assist 
the  general  physician  in  his  approach  to  everyday 
problems  in  pediatrics  among  the  families  of  his 
community. 

This  book  consists  of  a series  of  25  essays  running 
from  the  basic  knowledge  required  to  treat  newborns 
to  the  intricate  subject  of  the  diagnosis  of  congenital 
heart  defects  with  regard  to  surgical  rehabilitation 
of  such  cases. 

The  plan  of  presentation  is  not  that  of  distilling 
the  essence  of  a difficult  subject  in  order  to  increase 
the  over-all  knowledge  of  the  practitioner  by  helpful 
simplification,  but  seems  to  be  that  of  reiterating  the 
commonplace  pediatric  knowledge  which  was  given 
the  medical  student  during  his  formal  undergraduate 
training. 

There  is  nothing  new,  nothing  exceptional  in  sub- 
ject matter  or  presentation.  The  authors  seem  to 
have  undershot  the  mark. — Kenneth  Jennings 

Antibiotics  Annual,  1957-1958.  By  H.  Welch, 
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Ph.D.  and  F.  Marti-Ibanez,  M.D.  Octavo  of  1,070 
pages,  illustrated.  New  York  Medical  Encyclope- 
dia, Inc.  1958.  Cloth,  $12. 

This  gives  the  proceedings  of  the  fifth  annual 
symposium  on  antibiotics,  sponsored  by  the  U.S. 
Department  of  Health,  Education,  and  Welfare, 
with  three  panel  discussions.  It  is  a book  for  work- 
ers in  the  field,  its  many  brief  communications  and 
discussions  having  little  value  for  the  man  in  prac- 
tice even  if  he  is  particularly  interested  in  infectious 
disease.  The  communications  cover  studies  of  the 
most  recent  antibiotics,  or  “beers”  having  antibiotic 
promise,  effects  on  plant  diseases,  on  food  spoilage, 
and  in  veterinary  medicine. 

Noteworthy  are  the  reports  of  the  effectiveness  of 
ristocetin  (Spontin)  in  staphylococcal  and  enterococ- 
cal  endocarditis,  and  of  amphotericin  B (Fungi- 
zone) in  cryptococcal  meningitis. — William  Dock 


The  Early  Diagnosis  of  the  Acute  Abdomen.  11th 
Edition.  By  Zachary  Cope,  M.D.  Duodecimo  188 
pages,  illustrated.  London,  Oxford  University 
Press.  1957.  Cloth,  $4.50. 

The  eleventh  edition  of  this  little  book,  first  pub- 
lished in  1921,  now  presents  a general  revision  and 
several  additions.  The  author,  a prominent  Eng- 
lish surgeon,  states  that  he  has  prepared  this  book 
for  students,  house  officers,  and  particularly  for  gen- 
eral practitioners. 

Surgeons  often  complain  that  they  receive  pa- 
tients with  acute  abdominal  conditions  so  late  that 
half  the  battle  is  lost.  This  author  has  continued 
for  thirty-seven  years  to  correct  this  situation.  His 
book  is  written  primarily  to  teach  those  doctors  who 
are  most  likely  to  see  patients  first  how  to  recognize 
an  acute  surgical  abdomen.  Of  less  import  but  of 
considerable  interest,  he  also  describes  how  to  pro- 
ceed to  a more  detailed  diagnosis.  He  discusses  the 
exacting  procedure  of  taking  a good  history  and  elicit- 
ing accurate  physical  signs.  If  there  is  any  doubt 
after  a first  visit  that  an  acute  surgical  condition  is 
present  then  it  is  most  important  not  to  let  more 
than  two  or  three  hours  elapse  before  again  carefully 
examining  the  patient. 

This  reviewer  feels  that  emphasis  should  be  placed 
on:  can  an  acute  surgical  condition  surely  be  ruled 
out  rather  than  can  one  make  a definite  diagnosis. 
The  author,  on  page  32,  in  discussing  auscultation 
of  the  abdomen  quotes  Blackburn  and  Rob  who 
found  “auscultation  to  be  of  the  greatest  assistance 
in  determining  whether  or  not  a gun-shot  wound  of 
the  abdomen  had  caused  injury  to  the  intestine”  . . . 
“They  pointed  out  that  auscultation  may  have  to  be 
repeated  several  times  at  intervals.” 

This  reviewer  emphatically  believes  that  if  there 
is  a gun-shot  wound  of  the  abdomen  the  abdomen 
should  be  thoroughly  explored  as  soon  as  possible. 
There  are  many  other  important  intra-abdominal 
structures  besides  intestines  which  may  require  re- 
pair. There  should  be  no  reliance  on  peristalsis  or 
lack  of  it  in  making  the  important  decision  to  ex- 
plore. 

Cope’s  book,  illustrated  with  nine  plates  and  36- 


line  drawings,  has  stood  the  test  of  time  and  may  be 
recommended  to  the  individuals  mentioned  above, 
for  whom  it  was  written. — William  H.  Field. 


Comparative  Aspects  of  Haemolytic  Disease  of 
the  Newborn.  By  G.  Fulton  Roberts,  M.D.  Duo- 
decimo of  199  pages.  New  York,  Grune  & Stratton, 
1957.  Cloth,  $3.00. 

The  author  has  made  an  excellent  review  of  a 
very  exhaustive  literature,  as  evidenced  by  32  pages 
of  detailed  references.  This  confirms  the  author’s 
statement  that  this  monograph  is  not  an  expression 
of  personal  researchers. 

His  continuous  prose  presentation  of  the  text 
makes  the  book  easy  to  read  and  enjoyable.  This 
volume  is  unique  in  that  it  deals  not  alone  with  an 
elaborate  description  of  the  disease  in  man  but  also 
devotes  a number  of  chapters  to  its  various  aspects 
in  domestic  and  farm  animals. 

The  subject  matter  contained  in  this  book  should 
be  of  interest  to  all  physicians,  geneticists,  and 
veterinarians. 

Roberts  is  also  the  author  of  the  book,  The  Rhesus 
Factor , published  in  1947,  and  his  continued  interest 
in  this  comparatively  new  and  important  subject 
makes  him  well  qualified  to  express  his  views,  as  he 
does  so  well  in  this  volume. — Samuel  K.  Levy 


Closed  Ranks.  An  Experiment  in  Mental  Health 
Education.  By  Elaine  Cumming  and  John  Cum- 
ming.  Octavo  of  192  pages.  Cambridge,  Mass., 
published  for  The  Commonwealth  Fund  by  Harvard 
University  Press,  1957.  Cloth,  $3.50. 

This  is  the  description  of  an  experiment  in  mental 
health  education  in  a small  town  in  a midwestern 
province  in  Canada.  To  the  extent  possible,  ex- 
perimental canons  were  adhered  to,  embodying  ex- 
perimental and  control  communities,  a series  of 
stimuli  such  as  formal  and  informal  programs  bearing 
on  mental  health  and  illness,  and  the  administration 
of  before  and  after  tests  of  attitudes  of  the  two  popu- 
lations. 

By  the  measures  of  the  attitude  scales,  the  experi- 
ment was  not  only  a failure,  but  somehow  the  re- 
search team  engendered  considerable  hostility  within 
the  community  toward  the  project.  The  authors 
attempt  to  examine  the  reasons  for  their  failure,  and 
it  may  be  that  this  effort  is  one  of  the  book’s  great- 
est contributions.  In  any  event,  it  is  refreshing  to 
find  investigators  admit  candidly  that  their  hypothe- 
ses do  not  bear  up  under  test.  The  findings  also 
suggest  that  health  educators  might  profitably  ex- 
amine their  own  assumptions  regarding  the  effective- 
ness of  their  methods  aimed  at  changing  diffuse  at- 
titude complexes  and  complicated  behavior  pat- 
terns. 

The  reader  might  disagree  with  the  explanations 
of  the  authors  for  their  failures.  They  have  heavily 
emphasized  the  implicit  psychologic  functions  served 
to  individual  members  by  their  rejecting  and  hostile 
responses.  More  attention  might  appropriately 
have  been  given  to  intervening  sociologic  factors. — 
Walter  L.  Johnson 
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Rypins ’ Medical  Licensure  Examinations,  Topical 
Summaries  and  Questions.  By  Walter  L.  Bierring, 
M.D.  With  the  Collaboration  of  a Review  Panel. 
Eighth  edition.  Octavo  of  964  pages.  Philadelphia, 
J.  B.  Lippincott  Company,  1957.  Cloth,  $10. 

The  taking  of  examinations  is  no  novelty  to  medi- 
cal students.  Nevertheless,  qualifying  examina- 
tions such  as  state  or  national  boards  engender  a 
certain  amount  of  apprehension  in  the  uninitiated. 
This  apprehension  is  not  necessarily  related  to  lack 
of  information,  but  rather  to  uncertainty  as  to 
question  material  and  type. 

This  volume  serves  several  useful  purposes.  First, 
it  directs  the  application  of  the  preclinical  sciences  to 
clinical  material  in  a more  specific  manner  than  one 
is  likely  to  observe  in  either  textbook  or  lecture  room. 
Second,  by  giving  examples  of  questions  of  various 
types,  it  demonstrates  to  the  applicant  that  with  good 
preparation  and  clear  thinking  he  will  encounter 
no  unusual  difficulty.  Third,  the  summaries  of  the 
important  disciplines  are  up  to  date  and  well  writ- 
ten. Fourth,  the  questions  at  the  end  of  the  chap- 
ters point  up  topics  for  study  and  classification 
which  will  be  of  benefit  not  only  in  examination  but 
also  in  the  actual  practice  of  medicine. 

For  the  student  about  to  take  his  qualifying  ex- 
aminations, or  for  the  physician  who  wishes  to  refresh 
himself  medically,  this  volume  is  highly  recom- 
mended.— Morris  Zuckerbrod 


Chemical  Anthropology.  A New  Approach  to 
Growth  in  Children.  By  Icie  G.  Macy  and  Harriet 
J.  Kelly.  Octavo  of  149  pages,  illustrated.  Chi- 
cago, University  of  Chicago  Press,  1957.  Cloth, 
$3.75. 

This  book  is  the  first  of  a new  series  designed  to 
summarize  and  interpret  selected  aspects  of  a large 
body  of  data  originally  recorded  in  three  volumes 
entitled,  “Nutrition  and  Chemical  Growth  in  Child- 
hood.’ ’ The  various  chapters  describe  measure- 
ments and  assessments,  anthropometric,  roentgeno- 
graphic,  constitutional,  physiologic  and  chemical, 
and  reinterpret  them  in  terms  of  new  concepts  of 
and  procedures  for  appraising  body  composition. 
The  original  mass  of  material  is  digested  and  inter- 
preted in  comprehensive,  if  not  succinct,  fashion. 
Description  and  discussion  are  somewhat  loosely 
written,  not  always  easily  followed,  and  uneven  in 
caliber  so  that  the  level  of  intended  audience  sophis- 
tication is  not  apparent.  Despite  these  shortcom- 
ings and  the  relative  paucity  of  the  genuine  innova- 
tions and  fresh  perspectives  implied  in  the  promising 
and  provocative  title,  this  is  a basically  excellent 
volume,  highly  recommended  to  all  those  concerned 
with  what  in  more  traditional,  if  somewhat  less 
tantalizing,  terminology  is  referred  to  as  growth  and 
development. — Robert  Hillman 

Symposium  on  Diseases  and  Surgery  of  the  Lens. 

Edited  by  George  M.  Haik,  M.D.,  Associate  Editor, 
Elizabeth  M.  McFetridge,  M.A.,  Art  Editor,  Don 
Alvarado.  With  seven  contributors.  Quarto  of 
260  pages,  St.  Louis,  The  C.  V.  Mosby  Co.,  1957. 


Cloth,  $10.50. 

This  is  a very  complete  discussion  of  the  lens  and 
its  diseases,  beginning  with  the  embryologic  de- 
fects and  carrying  through  congenital  and  adult 
cataracts.  All  phases  of  surgery  and  complications 
are  discussed.  The  surgical  considerations  indicate 
exactly  the  type  of  surgery  best  suited  for  different 
types  of  cataracts  and  the  importance  of  complica- 
tions. The  importance  of  the  vitreous  is  very  aptly 
discussed  from  a before  and  after  cataract  extrac- 
tion viewpoint.  It  is  recommended  as  one  of  the 
finest  and  most  complete  books  on  the  subject. 
The  last  chapter  includes  a very  instructive  round- 
table discussion. — Charles  E.  R.  Hopkins 


Disorders  of  the  Blood.  Diagnosis : Pathology : 
Treatment:  Technique.  By  Sir  Lionel  E.  H. 

Whitby,  M.D.  and  C.  J.  C.  Britton,  M.D.  Eighth 
edition.  Octavo  of  878  pages,  illustrated  with  20 
plates,  125  text-figures  and  39  tables.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $11.50. 

This  new  eighth  edition  of  one  of  the  leading  texts 
on  hematology  will  be  welcomed  by  those  interested 
in  this  field.  It  is  unfortunate  that  Sir  Lionel 
Whitby  is  not  alive  to  witness  its  appearance. 

As  pointed  out  in  the  preface,  extensive  revisions 
have  been  made  in  the  text,  as  may  be  inferred 
from  the  fact  that  some  900  new  references  have  been 
added.  Therefore,  even  those  who  have  copies  of 
earlier  editions  of  this  classic  will  find  it  worth  while 
to  purchase  this  new  edition. 

Only  the  section  on  blood  grouping  is  disappoint- 
ing, since  no  substantial  changes  have  been  made, 
particularly  in  the  part  dealing  with  the  rh-hr 
factors,  which  repeats  misstatements  and  errors 
from  previous  editions.  For  example,  the  statement 
that  Fisher’s  theory  has  been  completely  confirmed 
serologically  is  not  correct  (cf.  page  647).  With  the 
publication  of  Wiener’s  “Rh-Hr  Syllabus  and  Rh-Hr 
Types”  in  1954,  the  facts  concerning  this  complex 
subject  have  become  more  readily  available.  It  is 
regrettable  that  the  authors  did  not  avail  themselves 
of  this  opportunity  to  revise  the  section  on  blood 
grouping,  and  it  is  hoped  that  in  future  editions 
Britton  will  improve  the  section  so  as  to  bring  it  on 
par  with  other  sections  of  this  excellent  book. — 
A.  S.  Wiener 


Concise  Anatomy.  By  Linden  F.  Edwards,  Ph.D. 
Second  edition.  Quarto  of  502  pages,  illustrated. 
New  York,  McGraw-Hill  Book  Company,  1956. 
Cloth,  $7.50. 

The  standard  textbooks  in  human  gross  anatomy 
have  often  been  criticized  as  being  too  lengthy. 
This  is  particularly  true  if  the  text  is  to  be  used  by 
students  other  than  those  working  for  an  M.D. 
degree.  It  is  those  students  who  are  working  in  a 
field  closely  allied  to  medicine  who  will  find  Ed- 
ward’s book  most  useful.  The  subject  matter  has 
been  cut  down  to  476  pages  which  includes  a small 
amount  of  material  on  histology  and  embryology. 
Such  a relatively  condensed  book  would  probably 
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prove  to  be  too  brief  for  use  in  a medical  school  anat- 
omy course  but  might  well  be  used  by  such  students 
as  a review. 

Another  point  of  criticism  of  most  gross  anatomy 
textbooks  has  been  that  they  use  a systematic  ap- 
proach whereas  the  dissection  of  the  human  body  is 
almost  always  carried  out  regionally.  This  book  is 
unique  in  that  it  combines  the  regional  and  the  sys- 
tematic approach.  The  material  is  divided  into 
several  sections  according  to  region  but  then  each 
region  is  considered  in  a systematic  manner. 

The  illustrations  are  rather  variable  in  caliber. 
Most  of  them  are  taken  from  Morris’  “Human  Anat- 
omy” but  since  they  are  all  in  black  and  white  in 
contrast  to  the  color  found  in  Morris,  the  detail 
doesn’t  always  show  up  too  well. 

There  is  considerable  emphasis  on  the  skeletal  and 
muscular  systems  in  all  sections  of  the  book  while 
the  viscera,  nerves,  and  vessels  are  generally  covered 
in  a more  cursory  manner.  This  emphasis  plus  ad- 
ditional material  on  applied  anatomy  makes  this 
well-written  text  perhaps  most  applicable  to  physical 
education  and  physical  therapy  students. — George 
B.  Talbert 


Polysaccharides  in  Biology.  Transactions  of  the 
First  Conference,  April  27,  28,  and  29,  1955,  Prince- 
ton, N.  J.  Edited  by  Georg  F.  Springer,  M.D. 
Octavo  of  271  pages,  illustrated.  New  York,  Josiah 
Macy,  Jr.  Foundation,  1956.  Cloth,  $5.00. 

As  is  customary  in  the  published  reports  of  the 
Macy  Foundation  Transactions,  the  participants 
are  limited  to  a small  group  of  members  and  invited 
guests,  all  of  whom  are  experts  in  the  field  of  poly- 
saccharides or  in  fields  allied  to  the  main  topic,  e.g., 
carbohydrate  chemistry  and  metabolism.  The 
contents  of  the  volume  are  divided  into  four  main 
topics:  Problems  of  Communication : Nomenclature 
by  M.  L.  Wolfrom;  Problems  of  Classification  by 
Karl  Meyer;  Bacterial  Polysaccharides  by  Michael 
Heidelberger,  and  Blood  Group  Substances  by  W.  T. 
J.  Morgan. 

However,  in  the  discussion  of  the  bacterial  poly- 
saccharides in  addition  to  Heidelberger ’s  presenta- 
tion there  is  an  excellent  discussion  by  Murray  J. 
Shear  of  the  National  Cancer  Institute  on  the  effect 
of  bacterial  polysaccharides  on  tumors  and  its  pos- 
sible relationship  to  the  Shwartzman  phenomenon. 
In  the  discussion  of  blood  group  substances,  the  im- 
munochemical aspects  of  this  problem  are  presented 
in  some  detail  by  Dr.  E.  A.  Kabat  of  Columbia  Uni- 
versity. 

In  approaching  this  subject,  the  reader  should  be 
aware  that  this  is  not  a volume  intended  for  those 
with  no  prior  knowledge  in  this  most  intriguing 
field  of  medical  science.  For  example,  while  the 
discussion  on  carbohydrate  nomenclature  by  Wolf- 
rom is  most  informative,  it  should,  perhaps,  be  ap- 
proached only  after  rereading  of  the  carbohydrate 
chapter  of  a modern  textbook  of  biochemistry. 
Also  due  to  the  fact  that  the  conferences  are  designed 
for  a free  exchange  of  opinions  among  experts,  the 
speaker  is  frequently  interrupted  both  by  questions 
and  cross  discussion  from  the  participants  so  that 


both  the  continuity  and  conciseness  of  his  presenta- 
tion is  often  lost. 

One  subject  of  interest  which  evoked  much  dis- 
cussion among  the  participants  was  the  problem  of 
homogeneity  and  reproducibility  of  the  polysac- 
charide material  under  investigation.  The  question 
was  raised  by  a number  of  the  participants  as  to 
whether  large  molecular  weight  macromolecules, 
as  they  occur  in  nature,  need  be  identical  to  perform 
their  required  physiologic  function.  Others  express 
the  opinion  that  the  preparations  obtained  from 
natural  sources  should  be  as  homogeneous  as  possible 
by  various  physical,  chemical,  and  biologic  tests, 
although  they  are  aware  that  such  purified  materials 
were  not  truly  representative  of  the  material  as 
found  in  nature.  A discussion  of  homogeneity  ver- 
sus heterogeneity  and  of  macro-  and  micro-hetero- 
geneity of  various  purified  biologic  materials,  e.g., 
proteins,  nucleic  acids,  polysaccharides,  etc.,  oc- 
curs over  and  over  again  in  the  course  of  these  dis- 
cussions with  no  definitive  conclusions  being  reached 
as  to  the  value  of  performing  refined  physical  and 
chemical  measurements  on  such  material. 

In  conclusion,  this  volume  is  highly  recommended 
for  those  who  already  have  an  interest  in  the  field  of 
polysaccharides  in  biology  or  medicine  and  who  were 
not  invited  to  partake  in  this  conference.  It  is  not 
meant  to  be  a book  which  will  provide  much  useful 
information  to  those  desiring  an  introduction  into 
this  field  of  medical  science. — A.  Saifer 


Trends  in  Gerontology.  By  Nathan  W.  Shock, 
Ph.D.  Octavo  of  214  pages,  illustrated.  Stanford, 
California,  Stanford  University  Press,  1957.  Cloth, 
$4.50. 

Gerontology  is  the  scientific  study  of  aging  or  the 
progressive  changes  which  take  place  in  a cell*  a tis- 
sue,^ total  organism  or  a group  of  organisms.  It  is 
concerned  primarily  with  the  changes  occurring  be- 
tween maturity  and  death  and  the  factors  which  in- 
fluence these  changes. 

A number  of  aspects  of  this  problem  are  described 
and  analyzed.  Separate  chapters  are  devoted  to  the 
trends  in  population,  employment  and  retirement, 
income  maintenance,  health  maintenance,  living 
arrangements,  education,  community  programs  and 
social  work,  research  and  research  facilities.  The 
author  advocates  the  organization  of  research  in- 
stitutes with  programs  to  study  the  general  biology 
of  aging,  the  physiologic  and  psychologic  aspects  of 
aging  in  man,  the  clinical  problems  of  aging  in  man 
and  the  socio-economic  problems  of  an  aging  popu- 
lation. 

This  volume  is  of  sociologic  rather  than  strictly 
medical  interest.  It  is  clearly  written  and  has  an 
excellent  chapter  bibliography  at  the  end  of  the 
book. — Leon  M.  Levitt 


The  Good  Housekeeping  Book  of  Baby  and  Child 
Care.  By  L.  Emmett  Holt,  Jr.,  M.D.  Quarto  of 
288  pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1957.  Cloth,  $4.95. 

The  Good  Housekeeping  Book  of  Baby  and  Child 
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Care  is  an  up  to  date  guide  for  both  the  new  mother 
as  well  as  the  experienced  one. 

From  prenatal  care  to  adolescence,  every  con- 
ceivable problem  is  explained  clearly  and  scientifi- 
cally from  schedules  of  eating,  sleeping,  to  detailed 
descriptions  of  childhood  illnesses. 

Especially  good  are  the  reminders  of  preventing 
accidents  in  the  home  and  how  to  deal  with  them 
should  they  occur.  The  book  is  beautifully  illus- 
trated with  drawings  and  photographs.  There  are 
charts  to  check  weight  and  height  through  the  years, 
and  a space  to  keep  the  various  records  of  “shots,” 
illnesses  contracted  and  other  incidents.  This 
volume  will  prove  invaluable  to  parents. — John  A. 
Monfort 

General  Diagnosis  and  Therapy  of  Skin  Diseases. 

By  Hermann  W.  Siemens,  M.D.  Octavo  of  324 
pages,  with  375  illustrations.  Chicago,  The  Uni- 
versity of  Chicago  Press,  1958.  Cloth,  $10. 

This  book  is  unique  among  dermatologic  text- 
books. It  is  profusely  illustrated  with  small  close- 
up  black  and  white  photographs,  all  of  excellent  qual- 
ity and  clearness.  Instead  of  classification  by 
diseases,  the  author  brings  together  different  types 
of  fundamental  changes  in  the  skin.  He  not  only 
describes  but  pictures  each  one.  The  illustrations 
help  to  differentiate  the  various  lesions  in  such  a way 
as  to  aid  in  their  diagnosis. 

The  first  200  pages  are  used  to  cover  the  diagnos- 
tic portion  of  the  book.  The  last  100  pages  are  de- 
voted to  therapy.  The  therapy  portion  is  divided 
into  seven  chapters  on  external  methods  and  only 
ten  pages  to  internal  medication. 

This  book  should  be  of  special  value  to  students 
who  are  attempting  to  learn  the  fundamental  ap- 
pearances and  significance  of  various  cutaneous 
lesions.  It  also  will  refresh  even  more  experienced 
by  reminding  them  of  some  of  the  seldom  seen  der- 
matologic entities. — John  C.  Graham 

Gynecologic  and  Obstetric  Pathology  With  Clini- 
cal and  Endrocrine  Relations.  4th  ed.  By  Emil 
Novak,  M.D.,  and  Edmund  R.  Novak,  M.D.  Oc- 
tavo of  650  pages,  683  illustrations.  Philadelphia, 
W.  B.  Saunders  Co.,  1958.  Cloth. 

The  fourth  edition  of  this  famous  text  is  a hand- 
some volume  which  everyone,  teacher  and  student 
alike,  will  find  authoritative  and  invaluable  The 
chapters  contributed  by  Nesbitt  and  Frost  are  note- 
worthy. 

We  shall  greatly  miss  Emil  Novak,  miss  him  at 
meetings  as  well  as  in  his  writings.  His  written 
word  has  long  carried  great  weight,  as  has  his 
presence  at  meetings. 

This  edition  is  bigger,  with  new  illustrations  and  a 
better  bibliography.  It  is  recommended  for  all  of 
us. — Charles  A.  Gordon 


Recovery  from  Schizophrenia.  The  Roland 
Method.  By  John  Eisele  Davis,  Sc.D.  Octavo  of 
162  pages.  Springfield,  111.,  Charles  C.  Thomas, 
1957.  Cloth,  $4.75. 


The  title  of  this  book  would  lead  one  to  expect 
some  kind  of  study  of  the  variety  of  remissions  that 
occur  in  the  schizophrenic  syndrome.  From  the 
content,  a more  appropriate  title  might  be,  “The 
Adventures  of  Mr.  Paul  Roland:  His  Experiences  in 
Treating  Chronic  Male  Catatonic  Schizophrenics.” 
The  book  even  contains  a biographic  sketch  of  Mr. 
Roland.  His  intuitive,  poorly  formulated  but  sys- 
tematic treatment  of  chronic  male  catatonic  schizo- 
phrenics in  Veterans  Administration  Hospitals  is 
described.  He  is  primarily  a physiotherapist. 
The  treatment  involves  prolonged  intimate  physical 
contact  with  the  patient  by  stroking  the  skin  and 
massage  in  connection  with  feeding,  spoon  feeding 
at  times,  and  going  over  the  elementary  school  edu- 
cational procedures  in  reading  and  arithmetic  in  a 
way  reminiscent  of  an  abbreviated  infancy  and  early 
childhood  repeated.  The  whole  routine  is  set  up  to 
last  eighteen  months;  however,  in  the  studies  in 
this  book,  this  has  been  generally  not  the  case. 

In  the  short  periods  in  which  this  treatment  has 
been  carried  out,  cases  are  cited  of  patients  improv- 
ing to  the  point  of  being  better  hospital  patients 
and  in  some  cases,  being  able  to  leave  the  institution. 

The  author,  John  E.  Davis,  Sc.D.,  presents  an 
account  of  Mr.  Roland’s  experiences  as  if  he  were  not 
familiar  with  the  works  of  Freud,  Mme.  Sechehaye, 
Paul  Federn,  and  many  others — not  to  mention 
Eugen  Bleuler — who  have  systematized  and  for- 
mulated the  relationships  between  the  disorder  of 
schizophrenia  and  treatment  efforts  similar  to  that 
of  Roland. 

Mr.  Roland  is  to  be  commended  for  his  work. 
His  method  and  the  results  are  understandable  when 
correlated  with  the  body  of  knowledge  available  on 
the  treatment  of  schizophrenia. 

This  book  is  unnecessarily  padded  with  stories  of 
the  trials  of  this  method  under  various  circumstances 
and  comments  on  it  from  a variety  of  psychiatrists 
and  psychoanalysts.  The  method,  results,  and  a 
discussion  could  have  been  covered  adequately  by  a 
scientific  paper  of  moderate  length. — Edward  L. 
Pinney,  Jr. 

Physical  Examination  in  Health  and  Disease. 

By  Rudolph  H.  Kampmeier,  M.D.  Second  edi- 
tion. Octavo  of  774  pages,  illustrated.  Philadel- 
phia, F.  A.  Davis  Company,  1957.  Cloth,  $9.50. 

This  is  a textbook  of  physical  diagnosis  meant  for 
second-year  medical  students.  Chapters  dealing 
with  normal  descriptions  of  regions  and  organs  are 
immediately  followed  by  chapters  describing  findings 
in  disease.  It  is  a lucid,  fundamental,  and  easy  to 
read  textbook  for  students  at  the  second-year  level. 
— Leon  M.  Levitt 

Human  Biochemistry.  5th  Edition.  By  I.  S. 
Kleiner,  Ph.D.  and  James  M.  Orten,  Ph.D.  Octavo 
of  808  pages,  illustrated.  St.  Louis,  Mo.  C.  V. 
Mosby  Co.  Cloth,  $9.00. 

This  fifth  edition  of  a text  for  medical  students, 
written  by  the  professors  of  biochemistry  at  New 
York  Medical  College  and  Wayne  State  University 
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College  of  Medicine,  has  been  brought  up  to  date  in 
every  section.  There  are  dogmatic  statements  with 
which  authorities  in  various  fields  will  disagree,  but 
these  are  unavoidable  in  any  text  of  reasonable 
length  and  completeness.  As  in  most  American 
texts  in  this  field,  the  emphasis  is  on  physiology, 
and  pathologic  physiology  is  not  slighted.  Thus, 
the  book  is  of  value  to  physicians  who  wish  to  have 
a reference  or  review  volume  on  their  shelves.  It  is 
well  written  and  printed,  has  excellent  illustrations, 
including  five  color  plates  on  lesions  due  to  avita- 
minoses, and  the  space  devoted  to  various  topics 
seems  wisely  determined  to  produce  a well-balanced 
text. — William  Dock 


Systemic  Arterial  Embolism.  Pathogenesis  and 
Prophylaxis.  By  John  Martin  Askey,  M.D.  Oc- 
tavo of  157  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1957.  Cloth,  $5.75.  (Modern  Medical 
Monographs). 

This  monograph  presents  a concise  picture  of  the 
problem  of  arterial  embolism.  Pathogenesis,  dif- 
ferential diagnosis,  and  treatment  are  reviewed. 
The  author  is  an  enthusiastic  proponent  of  prolonged 
and  continuous  anticoagulant  therapy  for  patients 
with  rheumatic  heart  disease  who  have  had  their 
first  embolic  accident,  for  all  patients  with  acute 
myocardial  infarction,  and  for  patients  with  conges- 
tive heart  failure  resulting  from  all  types  of  degen- 
erative heart  disease  unless  there  is  a very  definite 
contraindication  to  the  use  of  anticoagulants. 
Each  chapter  has  a short  summary.  There  is  an 
extensive  bibliography.  Quite  aside  from  whether 
or  not  one  fully  agrees  with  all  of  the  author’s  views, 
this  monograph  is  highly  recommended  to  all  phy- 
sicians who  are  confronted  with  the  problem  herein 
presented. — Leon  M.  Levitt 

Chemical  Methods  in  Clinical  Medicine.  Their 
Application  and  Interpretation  with  Techniques  of 
Simple  Tests.  By  G.  A.  Harrison,  M.D.  Fourth 
edition.  Octavo  of  667  pages,  illustrated  with  5 
color  plates  and  158  illustrations.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $11. 

This  comprehensive  volume  represents  the  re- 
vised, fourth  edition  of  one  of  the  standard  texts  of 
medical  laboratory  technic  and  interpretation.  An 
initial  section  of  about  70  pages  elaborates  the  func- 
tion and  construction  of  the  analytic  instruments 
referred  to  in  the  subsequent  chapters.  Many  of 
these  laboratory  appliances  are  of  the  author’s  per- 
sonal devising.  The  chapters  which  follow  method- 
ically survey  the  procedures  used  in  analyzing 
human  biologic  fluids,  including  extensive  space 
devoted  to  the  function  and  value  of  paper  chroma- 
tography and  electrophoresis.  The  segment  of 
the  text  devoted  to  biochemical  study  of  blood  ele- 
ments is  competent,  but  fails  to  make  mention  of 
the  newer  diagnostic  enzyme  tests  (viz.,  GO — trans- 
aminase.) The  volume  nevertheless  remains  as  an 
excellent  reference  text  in  clinical  biochemistry,  often 
outlining  procedures  not  in  common  usage  in  this 
country. — S.  M.  Aronson 


The  Patient  Speaks.  Mother  Story  Verbatim  in 
Psychoanalysis  of  Allergic  Illness.  By  Harold  A. 

Abramson,  M.D.  Octavo  of  239  pages.  New 
York,  Vantage  Press,  1956.  Cloth,  $3.50. 

The  author  gives  us  portions  of  tape  recorded 
psychoanalytic  interviews  with  a patient  suffering 
from  life-long  allergies  and  personality  disorder. 
After  four  years  the  recovery  from  these  symptoms 
was  almost  complete  and,  more  important,  the  pa- 
tient became  a better  adjusted  person.  The  theory 
that  the  allergic  patient  is  not  so  much  suffering 
from  parental  rejection  as  from  parental  engulfment 
and  domination  is  developed.  This  is  related  to  the 
myth  about  Cronus  who  engulfed  all  his  children. 
He,  therefore,  calls  the  situation  the  “Cronus  com- 
plex.” 

Many  studies  of  this  type  will  have  to  be  made 
before  the  mechanisms  through  which  the  mind  in- 
fluences the  body  are  accurately  delineated  in  the 
production  of  illness  and  how  they  are  reversed  in 
the  cure.  The  importance  of  other  factors  such  as 
heredity  and  altered  environmental  influences  must 
also  be  considered.  This  is  especially  noteworthy  in 
the  case  presented  since  the  patient’s  mother  had 
eczema  which  cleared  spontaneously  in  her  teens. — 
Arthur  Lapovsky 


The  Family  in  Psychotherapy.  By  C.  F.  Midel- 
fort,  M.D.  Octavo  of  230  pages.  New  York,  The 
Blakiston  Division,  McGraw-Hill  Book  Company, 
1957.  Cloth,  $6.50. 

This  is  a study  of  the  capacity  for  love  and  sociali- 
zation of  the  emotionally  disturbed  individual  in 
relation  to  complex  and  total  reactions  involved  in 
the  interpersonal  and  intrapersonal  relationships 
within  the  framework  of  the  family  unit.  This 
study  and  the  application  of  family  therapy  is  ex- 
cellently demonstrated  by  the  presentation  of  nu- 
merous case  histories  which  are  the  result  of  an- 
alytic investigation  of  parents  and  siblings  involved. 
It  is  valuable  reading  for  all  psychotherapists.— 
C.  Milton  Meeks 


Goepp’s  Medical  State  Board  Questions  and  An- 
swers. By  Harrison  F.  Flippin,  M.D.  Octavo  of 
569  pages.  Philadelphia,  W.  B.  Saunders  Company, 
1957.  Cloth,  $8.00. 

This  book  consists  of  a question  and  answer  type 
of  review  of  preclinical  and  clinical  subjects  as  an 
aid  in  preparing  one  to  take  state  board  examina- 
tions. The  subject  matter  has  been  brought  up  to 
date  of  publication  (1957). — Leon  M.  Levitt 


Allergy  in  Pediatric  Practice.  By  William  B. 
Sherman,  M.D.,  and  Walter  R.  Kessler,  M.D. 
Quarto  of  296  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1957.  Cloth,  $9.25. 

Allergy  in  Pediatric  Practice  is  an  excellent  book 
offering  the  nonallergist  practical  aid  and  treatment 
in  the  diagnosis  of  many  conditions. 

[Continued  on  page  2874] 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIN’. . . 


CORTISPORIN’ 


brand  OINTMENT 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment:  Tubes  of  Y oz.  and  Yi  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Provides  comprehensive 
bactericidal  action 
effective  against  virtually 
all  bacteria  likely 
to  be  found  topically. 


brand  ANTIBIOTIC  OINTMENT 


Ointment:  Tubes  of  Yi  and  1 oz.  and  tubes  of  Y oz.  with  ophthalmic  tip. 
Ophthalmic  Solution  : Bottles  of  10  cc.  with  sterile  dropper. 

Lotion  : Plastic  squeeze  bottles  of  20  cc. 

Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment:  Tubes  of  Yi  oz.,  1 oz.  and  Y oz.  (ophthalmic  tip). 


‘POLYSPORIN’ 


brand  ANTIBIOTIC  OINTMENT 


® Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Adrenalin  Found  to  Be  a Depressant 


Instead  of  stimulating  the  heart  as  it  ordinarily 
does,  adrenalin  has  been  found  to  depress  the  heart 
when  used  in  combination  with  the  heart  tonic, 
digitalis,  and  body  temperatures  are  lowered  by 
hypothermia. 

Surgeon  Theodore  Cooper  and  pharmacologist 
Marion  Cotton  of  the  Public  Health  Service’s 
National  Heart  Institute  at  Bethesda,  Maryland, 
have  found  that  the  cardiac  stimulant  effects  of 
adrenalin  and  four  of  its  close  chemical  relatives 
(noradrenalin,  isoproterenol,  ephedrine,  and  phenyl- 
ephrine) were  either  blocked  or  reversed  by  two 
digitalis  compounds  (ouabain  and  digoxin)  in  dogs 
whose  body  temperatures  had  been  reduced  15 
degrees  below  normal. 

At  normal  body  temperatures  the  cardiac  stimu- 
lant effects  of  the  adrenalin-like  drugs  were  not  af- 
fected by  the  digitalis,  but  as  the  temperatures  of 
digitalis-treated  animals  were  lowered,  the  effects  of 
the  adrenalin-like  drugs  were  blocked,  and  at  86 
degrees  the  drugs  actually  caused  a measurable  de- 
crease in  the  force  of  heart  muscle  contractions. 

Treating  heart  patients  with  digitalis  heart  tonics 


before  lowering  their  body  temperature  for  surgery 
has  been  shown  to  prevent  the  heart  failure  that  is  a 
major  threat  in  heart  operations  using  hypothermia. 
Consequently,  treating  the  heart  surgery  candidate 
with  digitalis  drugs  before  operation  has  become  a 
common  safety  practice  in  some  clinics,  as  in  the 
Heart  Institute  Clinic  of  Surgery.  The  adrenalin- 
like drugs,  because  they  normally  constrict  arteries 
and  raise  blood  pressure,  are  also  commonly  used  in 
low  blood  pressure  emergencies  such  as  shock  that 
sometimes  develop  during  surgery.  The  new  find- 
ings, Dr.  Cooper  explains,  have  thus  revealed  a po- 
tential but  avoidable  hazard  for  the  patient  under- 
going cardiac  surgery  under  hypothermia. 

Preliminary  studies  with  methoxamine,  a blood 
pressure-raising  drug  different  in  chemical  structure 
from  the  five  others  studied,  indicate  that  it  is  not 
blocked  by  the  digitalis  compounds.  More  re- 
search is  needed  to  determine  the  performance  of 
various  drugs  and  combinations  of  drugs  under 
conditions  of  hypothermia,  Dr.  Cooper  said. 
— The  Journal  of  Pharmacology  and  Experimental 
Therapeutics,  January , 1958 
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VAGINAL  GEL 

Spermicidal  Gel  with  Built-in  Barrier 
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[Continued  from  page  2870] 

Most  of  the  material  is  accepted  by  the  majority 
of  specialists  in  this  field. 

This  book  has  been  written  in  a simple  and  prac- 
tical manner  with  many  photographs  included.  A 
great  amount  of  basic  scientific  material  is  included 
covering  the  whole  field  of  allergy  in  relation  to  pe- 
diatrics. The  book  is  highly  recommended. — 
John  A.  Monfort 


Woman  Surgeon.  The  Autobiography  of  Else  K. 
La  Roe,  M.D.  Octavo  of  373  pages.  New  York, 
Dial  Press,  1957.  Cloth,  $4.50. 

An  autobiography  is  always  a delightful  vehicle  in 
which  the  reader  may  be  carried  through  time  and 
place  and  observe  while  the  author  and  his  fellow 
actors  play  their  parts.  Though  it  may  smack  of  a 
busman’s  holiday,  this  reviewer  must  confess  his 
personal  pleasure  in  reading  stories  of  lives  of  phy- 
sicians— not  necessarily  of  the  giants  of  medicine 
alone. 

Dr.  La  Roe  grew  up  in  Heidenheim  in  South 
Germany.  Her  particular  childhood,  years  at 
school,  and  at  medical  school  were  fascinating. 
Her  family  appeared  on  the  stage  all  too  briefly. 
Her  life  was  an  exciting  one.  Its  path  crossed  that 
of  Goebels,  Goering,  and  Hitler.  The  chapters 
which  include  them  are  well  worth  reading.  The 
author,  a plastic  surgeon,  at  times  becomes  poetic 
in  an  operating  room.  It  was  a little  difficult  for 
this  particular  reader  to  sense  that  “exhilaration.” 
But  what  could  one  expect  from  a medical  man. — 
Samuel  Candel 


The  Principles  and  Art  of  Plastic  Surgery.  By 

Sir  Harold  Gillies,  F.R.C.S.,  and  D.  Ralph  Millard, 
Jr.,  M.D.  Chapter  on  Anaesthesia  by  Ivan  Magill, 
F.F.A.R.C.S.  In  two  volumes.  Quarto  of  652 
pages.  Boston,  Little,  Brown  & Company,  1957. 
Cloth,  $35  for  two  volumes. 

The  two  volumes  of  this  work  written  by  one  of 
the  foremost  pioneers  of  modern  plastic  surgery 
are  bound  to  become  collectors’  items  just  as  his 
former  book,  Plastic  Surgery  of  the  Face,  published 
soon  after  the  first  world  war. 

The  interpolation  of  the  author’s  sense  of  humor, 
his  personal  communications  with  outstanding  plas- 


tic personalities,  fragments  of  his  hobbies  and 
exploits,  make  the  reading  of  the  text  enjoyable  and 
novel-like  in  its  approach. 

His  comments  on  all  phases  of  plastic  surgery 
problems  are  supported  by  rich  experiences.  It 
soon  becomes  evident  that  the  author  presupposes 
that  the  readers  have  considerable  knowledge  and 
frustrations  in  this  difficult  field. 

It  points  out  the  various  trials  and  errors  not 
only  of  his  efforts,  but  those  of  his  associates  and 
acquaintances.  He  gives  ample  credit  to  his  col- 
leagues throughout  the  world. 

The  books  are  filled  with  factual  photographs  of 
before  and  end  results.  Where  necessary,  adequate 
diagrammatic  representation  is  made.  There  is  a 
total  lack  of  bibliography  which  is  understandable 
in  a presentation  of  this  type. 

The  subject  matter  is  complete  both  in  civilian 
and  war  casualties.  Congenital  abnormalities  are 
also  fully  treated.  The  philosophy  pertaining  to  all 
fields  is  applied  in  a most  convincing  manner. 

In  the  review’s  opinion,  this  masterpiece  is  a 
biography  of  a lifetime  of  excellent  work,  presented 
by  an  outstanding  plastic  surgeon,  and  should  be 
in  the  library  of  one  specializing  in  this  field. — 
David  Teplitsky. 

Theory  and  Problems  of  Child  Development. 

By  David  P.  Ausubel,  M.D.  Octavo  of  650  pages. 
New  York,  Grune  & Stratton.  1958.  Cloth,  $12. 

The  author  is  connected  with  the  Bureau  of 
Educational  Research  of  the  University  of  Illinois 
and  has  been  interested  in  the  field  of  human 
development  for  many  years.  In  this  book  he  has 
attempted  to  crystallize  and  set  down  in  an  orderly 
manner  the  data  which  have  accumulated  relative 
to  the  nature  of  child  development. 

Part  I deals  with  *the  theoretic  foundation  of 
human  growth.  Part  II  is  concerned  with  the  be- 
ginnings of  child  development.  Part  III  considers 
the  theory  of  personality  structure,  and  Part  IV 
deals  with  special  aspects  such  as  physical  and 
motor  growth,  language,  perception  and  intel- 
ligence. 

While  the  book  is  primarily  intended  for  graduate 
students  in  psychology  and  education,  it  may  be 
read  with  profit  by  physicians  engaged  in  treating 
children,  for  whom  the  author  offers  valuable 
reference  material. — Stanley  S.  Lamm 


Books  for  review  should  he  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  he  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  he  based  on  merit  and  interest  to  our 
readers. 
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PREVENTS  “MORNING 


OUT  OF  10  PREGNANCIES 


1.  Nulsen,  R.  O.:  Ohio  State  M.  J.  53:665, 
1957.  2.  Personal  communications,  1956-57. 


In  941  cases1,2  effective  in  all  but  17,  Two  timed-release  tablets  at  bedtime 
start  to  work  in  the  early  morning  and  reach  maximum  potency  at  normal 
waking  hour,  bendectin  then  provides  exceptional  relief  of  nausea  and  vomit- 
ing by  three  distinct  and  complementary  actions.  1.  Antispasmodic— Bentyl 
10  mg.— relaxes  G-l  smooth-muscle  spasm;  2.  Antinauseant— Decapryn  10 
mg.— centrally  effective  . . . combats  histamine-like  metabolites  often  present 
in  blood  stream  during  pregnancy;  3.  Nutritional  supplement— pyridoxine 
10  mg.— just  the  amount  necessary  to  help  control  “morning  sickness.’’ 


Formula:  Each  tablet  contains: 

Bentyl  (dicyclomine)  Hydrochloride  10  mg. 
Decapryn  (doxylamine)  Succinate  10  mg. 
Pyridoxine  Hydrochloride  10  mg. 
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Another  Exclusive  Product  of  Original  Merreli  Research 


does  proteinuria  occur  more  frequently  in  any  type 
of  heart  failure— myocardial  hypertrophy,  mitral  valve, 
coronary  artery,  aortic  valve  or  hypertensive  heart  disease? 

No.  The  incidence  of  proteinuria  is  about  equal  among  the  various 
types  of  cardiac  patients  in  failure. 

Source— Race,  G.  A.;  Scheifley,  C.  H.,  and  Edwards,  J.  E.:  Circulation  13: 329,  1956. 

first  colorimetric  test  for  proteinuria 
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NEW  THERAPEUTIC  PRODUCT 

1934  Aminophylline  NOW  PIPEROPHYLLIN 

PIPEROPHYLLIN  represents  an  important  advance  in 
Theophylline  therapy.  It  has  solubility,  increased  utilization, 
hence  an  increase  in  therapeutic  activity. 

CASS  and  FREDERIK*  in  a study  conducted  at  the  Long  Island  Hospital  Boston,  reported, 
that  42%  of  subacute  cases  of  bronchial  asthma  were  completely  relieved — and  in  fact,  some 
degree  of  relief  was  obtained  in  all  of  83%  of  the  patients.  They  concluded,  “Theophylline  with 
Diethylenediamine  (Piperophyllin)  is  an  effective  bronchodilator  in  a high  percentage  of  cases 
of  bronchial  Asthma.  It  is  also  effective,  but  in  a substantially  smaller  degree,  in  the  Cardiac 
cases.” 

USES  of  PIPEROPHYLLIN : Asthma,  Pulmonary  Edema,  control  of  Anginal  Syndrome, 

Cardiovascular  disease  with  congestive  Heart  Failure.  May  be  used  effectively  in  ANY  condi- 
tion in  which  the  older  Aminophylline  is  indicated. 

DOSAGE:  One  tablet  three  or  four  times  daily.  Two  additional  tablets  during  the  night  if  required. 
Each  enteric-coated  tablet  contains:  theophylline  200  mg.  diethylenediamine  50  mg. 

When  you  think  of  Aminophylline,  prescribe  the  new  improved  product,  PIPEROPHYLLIN 

SUPPLIED:  Bottles— 50’ s 

PROFESSIONAL  SAMPLES  AND  REPRINTS  ON  REQUEST 

MARTIN  H.  SMITH  CO. 

131  East  23rd  Street,  New  York  10,  N.  Y. 

Manufacturers  of  Ethical  Products  for  over  Half  a Century 

♦Cass,  Leo  J..  Frederik,  Willem  S. : New  Xanthine  Derivative,  A Clinical  Study.  New  York  State  Jrl.  Med.  58:  2391 

(July  15)  1958. 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN* 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverine  HC1  (ethyl  homolog  of  papaverine)  34  gr., 
phenobarbital  34  gr.,  theophylline  calcium  salicylate  3 grs. 

KNOLL  PHARMACEUTICAL  COMPANY  £ewAjek?ey 


BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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Competitive  Athletics  Can  be  Harmful 


The  rapid  growth  of  highly  competitive,  spon- 
sored sports,  such  as  Little  League  baseball  with 
750,000  participants,  among  preadolescent  children 
can  be  harmful  to  their  over-all  development,  Di. 
John  L.  Reichert  points  out. 

Highly  competitive  athletics  is  defined  bjr  the 
school  health  committee  of  the  American  Academy 
of  Pediatrics  as  “competition  in  which  the  chief 
stress  is  placed  on  winning,  with  excessive  emotional 
pressures  applied  by  teachers,  parents,  and  others, 
and  with  parental  interest  going  to  the  point  of 
expressing  undue  concern  over  winning.’ ’ 

Interscholastic  and  intercommunity  champion- 
ship games  complete  with  uniforms,  parades,  prizes, 
publicity,  and  the  possibility  of  vicarious  glorifica- 
tion of  school  and  parent,  can  lead  to  abnormal 
psychologic  responses  in  all  concerned.  Such 
exaggerated  emotional  reactions  are  often  evident  in 


participants,  parents,  coaches,  teachers,  and  spec- 
tators. For  example,  “One  observer  has  taken  the 
pulse  and  respirations  of  the  father  of  the  pitcher 
of  the  winning  team  and  of  the  coach  at  the  end  of  a 
‘World  Series’  game  and  has  found  them  to  be  higher 
than  those  of  the  boy  who  pitched  the  game.” 

The  author  urges  physicians  and  local  medical 
organizations  to  take  an  active  part  in  creating  less 
competitive  school  and  community  athletic  pro- 
grams. He  points  out  that  the  school  programs 
should  include  a wide  variety  of  both  competitive 
and  noncompetitive  sports  and  play  activities. 
Participation  in  community  programs  should  be 
voluntary,  and  undue  emphasis  should  not  be  put  on 
one  sport  or  on  winning.  Provision  should  be  made 
to  include  the  physically  and  psychologically  handi- 
capped in  some  phase  of  the  program. — Journal  of 
the  American  Medical  Association , April  5,  1958 


“ Congratulations , Mrs.  Bulvany.  You’ve  just  invented  a symptom  for  which  there  is  no  disease/” 
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New  York  State  J.  Med. 


Eighth  World  Congress  of  the  International  Society  for  the  Welfare  of  Cripples 


Twelve  American  and  Canadian  leaders  in  re- 
habilitation, under  the  chairmanship  of  Lawrence 
J.  Linck,  Chicago,  have  been  appointed  members  of 
the  Congress  Committee  to  make  plans  for  the 
Eighth  World  Congress  of  the  International  Society 
for  the  Welfare  of  Cripples,  to  be  held  in  New  York 
City,  August,  1960. 

Paul  Dietrich,  president  of  the  National  Society 
for  Crippled  Children  and  Adults,  announced  the 
appointments.  As  the  ISWC’s  United  States  affili- 
ate, the  National  Society  will  host  the  congress  con- 
vening for  the  first  time  outside  the  limits  of  conti- 
nental Europe. 

Mr.  Linck,  who  was  formerly  executive  director  of 
the  National  Society,  is  known  throughout  the  field 
of  health  and  welfare  for  his  leadership  in  developing 
programs  for  the  crippled  in  the  United  States. 
Treasurer  of  the  International  Society,  he  is  also  a 
trustee  of  the  National  Society.  He  is  vice-chair- 
man of  the  Chicago  chapter,  National  Multiple 


Sclerosis  Society. 

The  Committee  will  take  a key  role  in  organizing 
the  week-long  session,  which  will  open  August  29, 
1960,  at  the  New  York  Waldorf-Astoria  Hotel. 
It  will  be  attended  by  authorities  and  volunteers 
from  more  than  50  countries  who  will  exchange 
knowledge  and  technics  contributing  toward  re- 
habilitation of  the  world’s  physically  handicapped. 

The  New  York  State  and  metropolitan  Societies 
for  Crippled  Children  and  Adults,  both  affiliates  of 
the  National  Society,  will  assist  in  hosting  the  inter- 
national meeting. 

The  triennial  world  sessions  are  among  activities 
conducted  by  the  International  Society  for  the 
Welfare  of  Cripples,  headquartered  in  New  York 
City,  to  stimulate  and  develop  services  for  restora- 
tion and  training  of  crippled  persons  at  national  and 
community  levels.  Held  in  London  in  1957,  the 
Seventh  World  Congress  was  attended  by  1,200 
delegates  from  53  countries. 


each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V£  gr.)  . 162.0  mg. 
Phenobarbital  (Vi  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


Wm 
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ToitcX  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


◄ Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 

promotes  peeling  of  the  skin  . . . actions 

enhanced  by  the  keratolytic  effects  of 

micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuceinate.) 


Fostex  is  easy  for  your  patients  to  use 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 
468  Dewitt  Street  • Buffalo  1 3,  New  York 
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A POINT  OF  VIEW  IN  *55  “At  this  time,  it  appears  that  the  problem  of  anti- 
biotic-resistant bacteria  is  the  greatest  fear  in  the  future  with  chronic  infections 
of  the  urinary  tract . . -”1 

A POINT  OF  FACT  IN  ’58  . . This  prediction  has  proved  to  be  correct  for 

both  gram-positive  and  gram-negative  organisms.”2 

...WITH  ONE  NOTABLE  EXCEPTION  . . studies  indicate  that  microor- 
ganisms, in  vitro  and  in  vivo,  do  not  appear  to  develop  resistance  to  Furadantin.”3 

for  acute  and  chronic 
genitourinary  tract  infections 

FU  RADANTI N 

brand  of  nitrofurantoin 


average  furadantin  dosage:  In  acute,  complicated  or  refractory  cases  and  in 
chronic  infections— 100  mg.  q.i.d.,  with  meals  and  with  food  or  milk  on  retiring. 

REFERENCES:  1.  Flippin,  H.  F. : Virginia  M.  Month.  82  :435,  1955.  2.  Caswell,  H.  T.,  et  al. : Surg.  Gyn. 

Obst.  106:1,  1958.  3.  Nesbitt,  R.  E.  L.,  Jr.,  and  Young,  J.  E. : Obst.  Gyn.,  N.  Y.  10:89.  1957. 


NOW,  for  hospitalized  patients,  for  severe  urinary  tract  infections  when  peroral 
administration  of  Furadantin  is  not  feasible  and  for  serious  infections  as 
septicemia  (bacteremia):  FURADANTIN  Intravenous  Solution 


ft 


nitrofurans...  a new  class  of  antimicrobials  . . . 
neither  antibiotics  nor  sulfonamides 


HALL-BROOKE  . • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehish  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


PINEWOOD  8i; 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PSYCHIATRISTS 

California’s  long  range  mental  health  program  offers  varied 
assignments  for  well  qualified  psychiatrists. 

No  written  examination.  Interviews  twice  a month  in 
California;  tentatively  planned  late  in  October  in  other 
states. 

Appointments  at  $11,400;  $12,000,  and  $13,200;  merit 
increases  to  $14,400  a year;  retirement  annunities,-  other 
benefits. 

Write  Medical  Personnel  Services,  State  Personnel  Board, 
Box  B 801  Capitol  Avenue,  Sacramento,  California. 


HOLBROOK  MANOR  NK|G 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


for  well  trained  highly  qualified  personnel 

MEDICAL 

OFFICE  SECRETARIES  OR  ASSISTANTS 
LABORATORY  • X-RAY 
TECHNICIANS 

N.Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  ( Founded  1936) 

request  Free  Cat.  9 

85  Fifth  Ave.  (16th  St.) 


astern 


SCHOOL  FOR  PHYSICIANS’ 


New  York  3,  N.Y. 
AIDES 


CHARCOAL  THERAPY 

CHARCOAL’S  popularity  rests  upon  its  clinical 
effectiveness  and  safety  in  use.  The  therapeutic 
adsorption  of  gases,  toxins  and  a host  of  other 
irritants  is  a purely  physical  accomplishment.  No 
chemical  reaction  takes  place.  Also,  Charcoal’s 
adsorption  of  gastrointestinal  toxins  may  be  re- 
garded as  a “delaying”  mechanism.  It  hinders 
systematic  assimilation  of  a toxin  by  binding  it  until 
case  specific  therapy  can  be  instituted.  Excellent 
for  colostomy  and  ileostomy  bags.  REQUA’S 
CHARCOAL  TABLETS  contain  11  gr.  of  wood 
charcoal  and  have  been  preferred  since  1879. 
Dosage:  As  Required.  Packed:  100  & 250  per 

Box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  C0RP.  BOX  3 BROOKLYN  16,  N.  Y. 


CALORIE  BOOK  HELPS  PATIENTS 
WITH  WEIGHT  PROBLEMS 

Most  complete,  up-to-the-minute  80  pages,  2290 
food  calorie  listings.  Daily  Dozen  Exercises,  21  day 
proper  workable  diet,  weight  charts  for  men  & women; 
contains  complete  reducing  program.  Profusely  il- 
lustrated Doctors,  clinics,  hospitals  purchase  in 
quantity  for  distribution  to  patients.  Doctors  write 
for  free  copy  & special  discount  offer.  Others  send 
25  £ Bonomo  Books,  Dept  D2,  1841  Bway  NY  City. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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HAY  FEVER 


\ 


SUFFERERS  get  greater  relief  * with 


Novahistine  LP 


than  with  antihistamines  alone 


* greater  relief ...  because  a distinctly  additive 
action  is  obtained  by  combining  a sympatho- 
mimetic with  an  antihistaminic  drug. 


continuous -acting  tablets ..  .for  continuous  relief 

EACH  LP  TABLET  CONTAINS: 

Phenylephrine  hydrochloride 20  mg.  Supplied  in 

Chlorprophenpyridamine  maleate  . 4 mg.  bottles  of  50  tablets. 

| 

For  day-long  or  night-long  relief  1 dose  of  2 tablets 
(7  tablet  for  mild  cases  and  children).  t Trademark 


PITMAN-MOORE  COM  PA  NY 

DIVISION  OF  ALLIED  LABORATORIES.  INC.  • INDIANAPOLIS  6.  INDIANA 
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PORT  WASHINGTON,  N.  Y. 


New  Community  on  Gold  Coast  needs  doctor.  Office  and 
waiting  room  set  up  on  most  desirable  corner,  lovely  split- 
level  house  for  family  privacy.  Large  living  room,  dining 
room,  most  efficient  kitchen,  3 bedrooms,  2 baths,  $31,900. 

TOWN  & COUNTRY  REALTY 
1007  PT.  Wash.  Blvd.  PO  7-2365 


91st  Str.  East  Park/Lex.  spac  unfurn.  Office  excl.  use  share 
wait.  room.  $85. — monthly  Sacramento  2-5901  or  General 
2-8199. 


WANTED 


Physician  to  share  office  with  dentist  in  Yonkers.  Two 
rooms  and  common  waiting  room  in  professional  building. 
Call  Yonkers  3-3186. 


Dermatologist,  retiring,  Midtown  office,  desire  association 
with  a young  dermatologist  who  will  eventually  take  over 
the  practice.  Write  Box  781,  N.  Y.  St.  Jr.  Med. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The -Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


FOR  SALE 


Busy  Pediatric  practice  in  Rockland  County.  Only  Pedia- 
trician in  area  of  25,000  population.  35  miles  from  New 
York.  Retiring  to  teach.  Low  cost,  including  principal 
equipment.  Available  July.  Phone  EL  6-2841. 


Beautiful  home  and  office,  located  on  main  thoroughfare  resi- 
dential section  in  large  South  Nassau  Community.  Excel- 
lent opportunity  for  well  trained  general  practitioner, 
ophthamologist,  ENT,  or  obstetrician.  Public  and  parochial 
schools,  all  religious  institutions  walking  distance.  Ample 
hospital  connections  obtainable.  Present  owner  retiring. 
Will  introduce.  Write  Box  “D”  Nassau  County  Medical 
Society,  Garden  City,  L.I. 


FOR  SALE 


GOV’T  SURPLUS— MEDICAL  SUPPLIES 


Brand  new,  first  quality  surgical  instruments  and  hospital 
supplies.  Write  for  our  medical  surplus  catalog — lists  more 
than  7500  items  for  the  surgeon,  specialist,  general  practi- 
tioner. Catalog  contains  separate  listings  in  General  Sur- 
gery— Scissors  and  Hemostats;  Syringes  and  Needles — 
Dressings;  EENT — Rhinoplastic;  Bronchoscopy;  Gyn. — 
Obstetrics;  Proctology — Urology;  Orthopedics — Neurosur- 
gery; Sutures;  Laboratory  Supplies— Office  Equipment. 
All  merchandise  sent  subject  to  your  approval.  Prompt 
shipments — we  ship  anywhere. 

ARISTA  SURGICAL  COMPANY 
67  LEXINGTON  AYE.  NEW  YORK,  10,  N.  Y. 


Medical  Group  located  in  upstate  New  York  is  interested  in 
adding  an  ophthalmologist  to  its  staff.  Well-established 
Medical  Center,  modern  facilities,  serves  a population  area 
of  approximately  50,000.  Located  in  a town  of  9,000  in  the 
center  of  a beautiful  resort  area.  Tremendous  potential  for  a 
well-qualified  ophthalmologist  with  an  opportunity  to  be- 
come a partner  in  the  Group  after  one  year.  Box  785,  N.  Y. 
St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 */*  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  H04-1 100. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4§ 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


FOR  SALE 


Doctor  Urgently  Needed.  Thirteen  year  excellent  country 
practice.  Modern  equipped  office  building  and  records  ready 
for  use.  Detached  8 room  house.  Near  hospitals.  Near 
theatre,  music  and  art  festival  towns. 

Write  or  call  E.  Gellert,  Kerhonkson,  N.Y. 


FOR  SALE 


An  excellent  general  medical  practice  75  miles  north  of  New 
York,  easy  terms.  Box  779,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Compensation  general  practice  Manhattan;  long  established, 
fully  equipped,  air  conditioned;  opportunity;  available  im- 
mediately; priced  for  quick  sale.  Box  778,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Active  general  practice,  complete  office  Brooklyn;  Bushwick 
section;  will  sell  home  if  desired;  will  share  with  specialist. 
Box  772,  N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


General  Practitioner,  young,  internal  medicine  training,  de- 
sires association,  partnership,  or  practice  in  N.  Y.  C.,  Long 
Island,  or  vicinity.  Box  780,  N.Y.  St.  Jr.  Med. 


Expanding  General  Practice  Group  seeks  additional  members 
under  age  35.  One  and  one-half  years  association  prior  to 
partnership  is  required.  Inquiries  invited.  W.  P.  Locke 
Clinic,  fly de  Park,  New  York. 


ORTHOPEDIST 


Ten  man  specialty  group  seeking  board  eligible  or  board 
certified  Orthopedist  for  association  leading  to  partnership 
in  2 years.  Local  200  bed  hospital  with  new  surgery  facili- 
ties. Local  rehabilitation  center  with  3 registered  physio- 
therapists and  modern  equipment.  New  clinic  facilities 
within  two  years.  Income  potential  above  average.  Won- 
derful recreation  opportunities  including  fishing,  hunting, 
boating,  skiing,  and  camping.  Contact  II.  E.  Law,  M.D., 
F.A.C.S.,  Lenont-Peterson  Clinic,  Virginia,  Minnesota 


FOR  SALE 


Cash  Only.  General  practice,  East  Bronx  near  City  Housing 
Project,  fully  furnished.  In  addition  I have  .for  sale  other 
equipment:  table,  desk,  X-Ray,  microscope,  instruments, 

Cail  MO  9-6110 


POSITION  WANTED 


Phys.  fem.,  Syracuse  ’49,  N.  Y.  St.  lisc.,  desires  practice  assoc, 
pediatrics,  or  other  full  time  position  vicinity  lower  West  Co. 
Box  782,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


ALLERGIST , certified  in  pediatrics,  desires  to  assist  prac- 
tising allergist  in  New  York  City  or  Suburbs.  Exceptional 
background  and  qualifications.  Box  783,  N.  Y.  St.  Jr.  Med. 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  1,  1958—24,575 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
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A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of 
samples.  Please  address  the  Loma  Linda  Food  Company, 
Arlington,  California,  or  Mount  Vernon,  Ohio. 


Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • MT.  VERNON,  OHIO 


Provides  balanced 
nutritional  values 

(j)  Fibre-free  HYPOALLERGENIC  formula. 

An  excellent  formula  for  regular 
infant  feeding. 

@ An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE’ 

LONTAB* 

relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 


supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

0/2662MK  CIBA  SUMMIT.  N.  J. 


Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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BEFORE  THE  URINALYSIS,  STOP  THE  PAIN: 

Pyridium  relieves  urinary  tract  symptoms  of  pain,  burning,  frequency 
and  urgency  in  less  than  30  minutes ...  is  compatible  with  the  antibac- 
terial of  your  choice ...  a quick-acting  analgesic  for  instrumentation  or 
while  awaiting  surgery.  Pain  relief  allows  improved  DVDI  HI  IIM 
bladder  function,  reduces  pooling  of  infected  urine.  rVHIIIIUIvl 

{BRAND  OF  FHENYLAZO-DIAMINO-PYRI 


MORRIS  PLAINS.  N.  J. 


TENSION  WITH 
IMPAIRING  REP 


..  [Miltown]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision.”* 

Relieves  anxiety,  tension  and  muscle  spasm 
in  everyday  practice  Tl/T.!  1 <j-ATXr-n« 

■ with  unexcelled  safety  lYlli  IU  W 11 

■ without  impairing 


meprobamate  (Wallace) 


Usual  Dosage: 

One  or  two 

400  mg.  tablets  t.i.d. 

Supplied: 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  50. 

*Marqitia,  D.  G.,  Kelly,  E.  L 
Miller,  J.  G„  Gerard,  R.  W. 
and  Rapoport,  A. : 

Ann.  New  York  Acad. 

Sc.  67:  701,  May  9,  1957. 


autonomic  function 


\^/®WALLACE  LABORATORIES.  New  Brumnvick . N.  J. 
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first 


relieves  apprehension,  anxiety  and  irritability 


second 


restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


j 1 • -i  relaxes  skeletal  muscle;  relieves  low  back  pain, 

Lilli  (1  tension  headache 


\^^WALLACE  LABORATORIES,  New  Brunswick y N.  J. 


Each  tablet  contains: 

Miltown  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties  — More  soluble  in  acid  urine1  . . . higher 
and  better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial 
sulfonamide.2 

Unprecedented  Low  Dosage— Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effec- 
tive. A single  daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to 
6 Gm.  daily  of  other  sulfonamides — a notable  asset  in  prolonged  therapy.2 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by 
0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to 
moderate  infections.  In  severe  infections  where  prompt,  high  blood  levels  are  in- 
dicated, the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours. 

KYNEX  — WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (73^  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5cc.)  of  caramel -flavored  syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


references: 

1.  Grieble,  H.  G.,  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyri- 
dazine. New  England  J.  Med.  258:1-7,  1958. 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 
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oral 


non-steroid  therapy 
of  asthma  and  emphysema 

ELIXOPHYLLIN 


Just  as  with  I.V.  aminophylline,*  high  theophylline  blood 
levels  reached  in  minutes  — from  a single  dose.* 

After  absorption,  theophylline  is  slowly  eliminated. 
Therapeutic  blood  levels  endure  for  hours .* 

This  predictability  of  blood  levels  permits  quite  constant 
therapeutic  blood  levels  night  and  day , providing 
relief  of  wheezing,  dyspnea,  cough,  and  protection 
against  acute  attacks  for  most  patients.* 


DOSAGE:  First  two  days: 

45  cc.  ( three  tbsp.)  on  arising; 

45  cc.  ( three  tbsp.)  on  retiring; 

45  cc.  ( three  tbsp.)  once  midway 
between  above  doses 
(about  3 P.  M.) 


After  two  days  of  therapy  the  size  of  doses  should  be  slightly  decreased. 
Each  tablespoonful  contains:  theophylline  80  mg.,  alcohol  3 cc. 
Prescription  only — bottles  of  16  fl.  oz. 


* Reprints  of  these  studies  on  request. 
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HEADS  CRYSTAL  CLEAR 


WITH  REMARKABLE  LACK  OF  SIDE  EFFECTS 


Major  advance  in 
therapy  for 


ALL  DAY.. .ALL  NIGHT  RELIEF 
WITH  A 

SINGLE  ORAL  DOSE 

WITHOUT  the  drowsiness,  dizziness  or  G-l 
disturbances  typical  of  antihistamine  therapy 

Keeps  heads  clear  10-12  hours 
Stops  the  cycle  of  post -nasal  drip 
Provides  controlled,  even  absorption 

2 CONVENIENT  DOSE  FORMS.. 

BOTH  DURABONDED* 

Each  tabule  contains: 

Phenylephrine  Tannate 25.0  mg. 

Prophenpyridamine  Tannate 37.5  mg. 

Pyrilamine  Tannate „ 37.5  mg. 

Suspension— each  S cc.  contains: 

Phenylephrine  Tannate 5.0  mg. 

Prophenpyridamine  Tannate 12.5  mg. 

Pyrilamine  Tannate 12.5  mg. 

Usually  1 or  2 tabules  each  12  hours. 
(PEDIATRIC): 

Children:  Six  years  and  older,  1 to  2 teaspoonfuls 
each  12  hours;  under  six  years,  according  to  age. 

Dosage  may  be  increased  or  decreased  as  required. 


Rynatan  Tabules:  Bottles  of  30  and  500. 

Rynatan  Suspension:  Bottles  of  70  cc  and 
one  pint. 

*Durabond  Process— Neister  Exclusive.  Patent  Pending 


Write  for  Literature  and  Samples 


Why  risk 
trial-and-error 
therapy 
in  potentially 
serious 
infections? 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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in 

ulcer 

Milpath 

Formula: 

Dosage : 


Investigator 

after  investigator  reports 


PLACEBO 


PLACEBO 


RETINOPATHY 


^-WEEK: 


MONTHS 


BLOOD 

PRESSURE 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blooc 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  “Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  Septembe0957. 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO„  Inc.,  Philadelphia  1,  Pa. 


poo  mg.Jdoy)  | 

CHI  OROTHI AZIDE 

I (750  mg. /day) 


2904 


I 

the  effectiveness  of 


(CHLOROTHIAZIDE) 


as  simple  as  3 ~2~  3 


1 


INITIATE  THERAPY  WITH  'DIURIL1. 

mg.  twice  a day  to  500  mg.  three  times  a day. 


'diuril'  is  given  in  a dosage  range  of  from  250 


2 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


3 


ADJUST  DOSAGE  OF  ALL  MED  I CATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 
'DIURIL'  is  a trade-mark  of  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'diuril' 
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“No  patient  failed  to  improve.”1 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled  . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

™ nonalkaline  s\ 

antibacterial  iI||*-+Lk  L 

detergent-  I'll  JlfUrl/tOp  laboratories 

nonirritating,  lA/  I New  York  18.  N.  Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 
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SUMMARY  OF  REPORTS  FROM  1,814  PHYSICIANS  (19,443  PATIENTS) 


No.  of  Patients 

Results 

Percent 

6,059 

Excellent 

31.2% 

9,987 

Good 

51.3% 

2,441 

Fair 

12.6% 

956 

Unsatisfactory 

4.9% 

594 

• 

Side  Effects 

3.1% 

~t it  ofi 


proof 

in 

practice 


Because  of  untoward  side  effects,  lack  of  patient  cooperation 
and  other  factors,  many  products— with  excellent  clinical  reports 
—fail  when  measured  by  the  yardstick  of  day-to-day  practice. 

For  these  reasons,  Unitensen  (cryptenamine)  was  supplied  to 
1,814  physicians  who  used  it  to  treat  19,443  hypertensive  pa- 
tients. Treatment  was  carried  out  while  the  patients  engaged  in 
their  normal,  everyday  occupations  and  activities.  Despite  such 
unorthodox  practices  by  the  patients  as  indulging  in  dietary  in- 
discretions and  taking  the  medication  other  than  as  prescribed, 
the  “Proof  in  Practice”  study  validates  the  clinical  findings,  and 
shows  Unitensen  is  a safe,  potent  antihypertensive,  which  helps 
assure  patient  cooperation  and  permits  office  management  in  the 
great  majority  of  patients. 

Each  Unitensen  tablet  contains:  Cryptenamine  (tannates)  2.0  mg. 
Each  Unitensen-R  tablet  contains:  Cryptenamine  (tannates)  1.0  mg., 
Reserpine  0.1  mg. 

For  prescription  economy,  prescribe  Unitensen  products  in  50’s. 

To  serve  your  patients  today — call  your  pharmacist  for 
any  additional  information  you  may  need  to  help  you 
prescribe  Unitensen  or  Unitensen-R. 


HjuaPet 


IRWIN,  NEISLER  & CO.,  Decatur,  Illinois 
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INDEX  TO  ADVERTISED  PRODUCTS 


Schieffelin  & Co.,  New  York 


Q4-  Proof 


GIVE  TO 
CONQUER 
GANGER 
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Medical  and  Surgical  Supplies 

Surgical  Stockings  (Kayser-Roth  Hoisery  Co.,  Inc.)..  3025 


Dietary  Foods 


Hi-Pro  (Jackson  Mitchell) 3019 

Hennessey  Cognac  (Scheiffelin  & Co.)  , 2908 

Mazola  (Corn  Products  Co.)  3020-3021 

Wine  (Wine  Advisory  Board) 2922 
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PRE-MICRONIZATION  assures  particle  size  for  maximum  effectiveness 


Medihaler-EPI* 


For  quick  relief  of  bronchospasm  of  any 
origin.  More  rapid  than  injected  epinephrine 
in  acute  allergic  attacks. 

Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 


Medihaler-ISO* 


Unsurpassed  for  rapid  relief  of  symptoms  of 
asthma  and  emphysema. 

Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


MEDI HALER'  "Tot. /I&U Mu// 

Millions  of  asthmatic  attacks  have  been  aborted  faster,  more 
effectively,  more  economically  with  Medihaler-Epi  and  Medi- 
haler-Iso.  Automatically  measured  dosage  and  true  nebuliza- 
tion ...  nothing  to  pour  or  measure. . .One  inhalation  usually 
gives  prompt  relief. 

Prescribe  Medihaler  medication  with  Oral  Adapter  as  first 
prescription.  Refills  available  without  Oral  Adapter. 

The  Medihaler  Principle  of  automatically  measured-dose  aerosol  medications  in  spillproof,  leakproof, 

shatterproof,  vest-pocket  size  dispensers  also  available  in  Medihaler-Phen® 
(phenylephrine,  hydrocortisone,  phenylpropanolamine,  neomycin)  for  prompt. 
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new 


adults 


children 


all  Staph 
Infections 


wit*  ftuCOSAmlnc) 


Capsules  / Oral  Suspension 


effective 
control  of 

±t . ti  144.4444 

common 

gram- 

positive 

infections 


Cured  172(80%)  148(89%)  71(88%) 

Improved  28  (13%)  8 (5%)  7 (9%) 

Failure  17(7%)  11(6%)  3(3%) 

Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicols 


REACTIONS: 

(a)  adults 
Tota  1-9.2% 

(20  out  of  217) 

Skin  rash -1.4% 

\ (3  out  of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash  — none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


NEW  YORK  17,  N.  Y. 


Division,  Chas,  Pfizer  A Co.,  Inc.  the  world's 
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stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules -250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  - 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T. Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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in  all 
diarrheas 


CREMOMYCIN 

SULFASUXIDINE®— PECTIN— KAOLIN— NEOMYCIN  SUSPENSION 

regardless  of 
etiology 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Cremomycin  and  Sulfasuxidine  are  trademarks  of  Merck  & Co..  Inc. 
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POSITIVE 
RESULTS  AGAINST  MANY 
GRAM-NEGATIVE  INVADERS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Gram-negative  organisms,  involved  in  many  stubborn  infections,  dem- 
onstrate high  in  vitro  sensitivity  to  CHLOROMYCETIN.1"8 

The  efficacy  of  CHLOROMYCETIN  against  these  troublesome  invad- 
ers is  borne  out  in  vivo  in  such  infections  as  infantile  gastroenteritis,9 
urinary  tract  infections,10  the  septicemic  and  focal  forms  of  salmonel- 
losis,11 and  Friedlander  s pneumonia.12 

CHLOROMYCETIN  is  available  in  a variety  of  forms,  including  Kapseals,®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be' made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Schneierson,  S.  S.:  J.  Ml.  Sinai  Hosp.  25:52,  1958.  (2)  Waisbren,  B.  A.: 
Wisconsin  M.  J.  57:89,  1958.  (3)  Ritts,  R.  E.,  Jr.;  Mao,  E H.,  & Favour,  C.  B.,in  Welch,  H., 
& Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  774.  (4)  Rhoads,  E S.:  Postgrad.  Med.  21 :563, 1957.  (5)  Roy,  T.  E.;  Collins,  A.  M.; 
Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J.  77:844,  1957.  (6)  Hasenclever,  H.  E: 
J.  Iowa  M.  Soc.  47:136,  1957.  (7)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159, 
1957.  (8)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957.  (9)  Derham, 
R.  J.,  & Rogerson,  M.  M.:  J.  Dis.  Child.  93:113, 1957.  (10)  Murphy,  J.  J.,  & Rattner,  W.  H.: 
J.A.M.A.  166:616,  1958.  (11)  Rabe,  E.  F:  Pennsylvania  M.  J.  61:209,  1958.  (12)  Rosen- 
thal, I.  M.:  GP  17:77  (March)  1958. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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IN  VITRO  SENSITIVITY  OF  SEVEN  GRAM-NEGATIVE  PATHOGENS 
TO  CHLOROMYCETIN  AND  TO  ANOTHER  WIDELY  USED  ANTIBIOTIC 


ESCHERICHIA  COLI 


STRAINS 

1 

STRAINS 


CHLOROMYCETIN  82.8% 


ANTIBIOTIC  A 58.9% 


AEROBACTER  AEROGENES 


191  STRAINS 
2 

48  STRAINS 


ANTIBIOTIC  A 32.4% 


CHLOROMYCETIN  66.5% 


BACILLUS  PROTEUS 

114  STRAINS  1 
3 

101  STRAINS  ANTIBIOTIC  A 5.0% 


CHLOROMYCETIN  72.6% 


B.  PYOCYANEUS 


!69  STRAINS 
4 

03  STRAINS 


CHLOROMYCETIN  16.0% 

ANTIBIOTIC  A 24.3% 


SALMONELLA 


13  STRAINS 
5 

12  STRAINS 


CHLOROMYCETIN  92.3% 


ANTIBIOTIC  A 91.7% 


B.  ALKALIGENES  FECALIS 


7 STRAINS 
6 

4 STRAINS 


CHLOROMYCETIN  57.1% 


ANTIBIOTIC  A 75.0% 


B.  FRIEDLANDER 


6 STRAINS 
7 

5 STRAINS 


CHLOROMYCETIN  66.7% 


20 


| ANTIBIOTIC  A 40.0% 
40  60 


100 


* Adapted  from  Schneierson.1 


w +o  wi»v  friends  ... 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 


25*f  Bottle  of  48  tablets  (134  grs.  each). 


The  Best  Tasting  Aspirin 
you  can  prescribe. 


The  Flavor  Remains  Stable 
down  to  the  last  tablet. 
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VARIDASE 

BUCCAL 

TABLETS 


LEDERIE  LABORATORIES, 

a Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


Streptokinase-Streptodornase  Lederle 

Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 

References  : 1.  Innerfield,  I.;  Shub,  H„  and  Boyd,  L.  J.:  New  England  J.  Med.  258:1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey,  G.  C.;  Ginsberg,  M.  J.,  and 
Papastrat,  C.  J.:  J.A.M.A.  166:478  (Feb.  1)  1958.  3.  Davidson,  E.;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  11:1  (June)  1958.  *Reg.  U.  S.  Pat.  Off 
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TABLETS 


Istablished  Efficacy  and  Safety:  For  five 
ears  Varidase,  in  parenteral  form,  has  been 
ised  with  success  in  many  thousands  of  cases, 
ts  ability  to  control  inflammation,  swelling 
md  associated  pain,  aid  penetration  of  anti- 
Diotics,  and  hasten  healing  has  been  demon- 
strated in  such  conditions  as  severe  trauma, 
nfected  ulcerations,  and  following  extensive 
;urgery. 

4ovj,  Parenteral  Effectiveness  . . . Simple 
Succal  Route:  New  Varidase  Buccal  Tablets 
jive  your  patients  the  benefits  of  systemic 
Varidase  therapy  without  the  inconvenience  of 
epeated  injections.  Absorbed  through  the 
)uccal  mucosa  in  fully  effective  amounts, 
Varidase  Buccal  Tablets  may  be  used  as  prac- 
tical adjunctive  therapy  in  your  practice  within 
hese  broad  classifications: 


DITP  AX/PPY  DP 

I \ W 8mm  1 \ 4 I I \ Xrnt / ftaw  KaJt  \m$ 

inflammation  and  edema  associated  with: 
trauma  and  infection  • cellulitis  • abscess 

• hematoma  • thrombophlebitis  • sinusitis 

• uveitis  • chronic  bronchitis  ? leg  ulcer 

• chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Strep- 
tokinase and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets 
should  be  retained  in  the  buccal  pouch  until 
dissolved.  For  maximum  absorption  patient 
should  delay  swallowing  saliva. 

Dosage:  One  tablet  four  times  daily  for  a 
minimum  of  three  days.  When  infection  is 
present,  Varidase  Buccal  Tablets  should  be 
given  in  conjunction  with  an  antibiotic  such 
as  ACHROMYCIN*  V Tetracycline  and  Citric 
Acid. 

Available  in  bottles  of  24.  *Reg.  u.  s.  pat.  off. 


iteves  thrombotic 
process,  controls 
swelling . . . gives 
dramatic 
.relief  of  pain.1  2 


sens  cough . . . resolves 
inflammation . . . 
increases  antibiotic 
penetration.1 
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the  unique  nitrofurans  eliminate 

problem  pathogens 

problem  pathogen:  Staphylococcus  aureus 

“The  ability  of  this  organism  to  adjust  to  its  antibiotic  environment 
is  one  of  the  major  problems  in  medicine  today.”* 

FURACIN  CASE  REPORT  : STAPHYLOCOCCAL  OSTEOMYELITIS 

Severe  compound  fracture  of  right  foot  led  to  a large, 
open  ulcerated  wound  on  the  sole,  with  tarsal  bones 
exposed  and  necrotic.  Despite  extensive  debridement, 
removal  of  necrotic  bone  and  attempted  closure  with 
a pedicle  flap,  the  wound  failed  to  heal  and  developed 
considerable  purulent  drainage. 

Culture  of  pus  revealed  Staphylococcus  aureus,  re- 
sistant to  all  antibiotics  tested , but  sensitive  to 
Furacin.  Daily  irrigation  was  instituted,  employing 
1 part  of  Furacin  Solution  to  4 parts  normal  saline. 
Depths  of  the  wound  were  reached  with  a long  #20 
needle  on  a 20  cc.  syringe. 

Purulent  drainage  decreased  considerably  within  a 
few  days,  stopped  completely  after  2 weeks  of  irriga- 
tion with  Furacin  Solution.  The  open  space  beneath 
the  pedicle  flap  gradually  filled  with  healthy  granula- 
tion tissue,  and  6 weeks  after  institution  of  Furacin 
treatment,  healing  was  complete. 


In  clinical  use  for  more  than  12  years  and  today  the  most  widely  prescribed 
single  topical  antibacterial,  Furacin— like  other  nitrofurans— remains  effec- 
tive against  pathogens  which  have  developed,  or  are  prone  to  develop,  resist- 


ance to  antibiotics. 


Products  of 
Eaton  Research 


brand  of  nitrofurazone 

Available  as  Soluble  Dressing,  Soluble  Powder,  or 
Solution.  Also  in  Vaginal  and  Urethral  Suppositories 
and  in  special  formulations  for  eye,  ear  and  nose.  - 

♦Koch,  R.,  and  Donnell,  G. : California  Med.  87:313,  1957. 

EATON  LABORATORIES,  NORWICH,  NEW  YORK 
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• prednisolone  effectively  checks 
inflammation  and  allergy 

• sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 

• addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 
also  assures  sustained  therapeutic  action  during  the  night 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


you  and  your  patient 

can  see  the  improvement 


nth 


METIMYD 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 


® Ophthalmic  Suspension 

prednisolone,  0.5%, 
plus  sulfacetamide  sodium,  10% 
Ointment  with  Neomycin,  0.25% 


what  qualities  do  you 
want  most  in  a 
skeletal  muscle  relaxant? 

efficacy? 
long-lasting  action  ? 
practical  dosage? 


mi 


side  effects? 


you’ll  find  them  all  in . 

PARAFLEX- 

Chlorzoxazone  f 

specific  for  painful  spasm 


In  low  back  pain,  sprains  and  strains,  Paraflex  provides 
effective  muscle  relaxation  on  an  average  dosage  of  only  6 tablets  daily. 
The  benefits  from  a single  dose  of  Paraflex  persist  for  about 
six  hours.  Useful  in  a wide  variety  of  traumatic,  rheumatic, 
and  arthritic  disorders,  Paraflex  usually  lessens  spasm  and  pain 

without  producing  side  reactions. 
SUPPLIED:  Tablets,  scored,  orange,  bottles  of  50, 
Each  tablet  contains  Paraflex,  250  mg. 
*TracIe-mark  tU.  S.  Patent  Pending 

McNeil  Laboratories,  Inc  • Philadelphia  32,  Pa. 
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^^lassic  therapy 

for  preventing  and  healing 

diaper  rash 

excoriation,  chafing,  irritation 


DESITIN 

OINTMENT 


. . . enduring  in  its  efficacy 

. . . pleasing  in  its  simplicity 

. . . exemplifying  pharmaceutical  elegance 

SAMPLES  on  request  DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.f  Providence  4,  R.  I. 
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why  wine 

in  Diabetes? 


To  the  physician  faced  with  the  treatment  of 
diabetes,  as  well  as  to  the  diabetic  sufferer  on  a necessarily 
restricted  diet,  it  is  reassuring  that  palatable  dry  table 
wines  can  be  used  safely  to  add  a much  needed 
sparkle  and  enjoyment  to  meals. 


Wine  can  serve  as  an  excellent  and  regular  source  of 
energy,  which  does  not  require  the  participation  of  insulin. 

Wine  has  a sparing  action  on  fats  and  proteins, 
is  not  converted  into  glucose  or  fatty  acids,  and,  therefore, 
is  neither  ketogenic  nor  anti:ketogenic. 


Caloric  Values  of  California  Wines  — Studies 
have  shown  that  the  average  diabetic  can  oxidize  from  7 to 
10  cc.  of  alcohol  per  hour  without  producing 
any  toxic  or  other  undesirable  symptoms. 

Typical  California  table  wines  — except  for 
sweet  sauternes  — yield  from  about  90  to  100  calories 
per  100  cc.;  champagnes  and  other  dry  sparkling 
wines  yield  from  100  to  140  calories,  while  dry  sherries, 
dry  Vermouths  and  other  miscellaneous  .wines  will 
yield  about  160  calories  and  up  to  250 
in  case  sweet  Vermouth  is  used. 

A table  giving  the  composition  and  energy  value  of  wines,  suitable  for  the 
calculated  diabetic  diet,  will  be  supplied  on  request. 

You  can  make  this  request  when  writing  for  your  copy  of  "Uses  of  Wine  in  Medical 
Practice"  to  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 
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PHYSICIANS' 

HOME 

for  four  decades  has  given  aid  to 
needy  retired  physicians,  their  wives 
and  widows  throughout  the  State. 
The  need  for  such  aid  is  increasing. 
Your  contribution  will  help  continue 
this  worthy  service. 

• 

Physicians’  Home 
750  Third  Avenue 
New  York  17,  N.  Y. 


cA  ^ ood  in 

^Public  ^QelationA 

-¥■  Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association.  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary/ 
who  can  give  you  Special  Reduced  Rates. 


“It  was  so  nice  of  you  to  notice  our  new  lily  pond , doctor !” 
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COSA COSA  _ A COSA___  a COSA COSA 
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cTO^,,co^  COSA  a COSA 

COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA 


COSA 


IN  RESEARCH 

1.  HIGHEST  TETRACYCLINE  SERUM  LEVELS12 

2.  MOST  CONSISTENTLY  ELEVATED  SERUM  LEVELS1 

3.  SAFE  PHYSIOLOGIC  POTENTIATION  WITH  A NATURAL  HUMAN  METABOLITE3 


AND  NOW  IN  PRACTICE 


4.  MORE  RAPID  CLINICAL  RESPONSE4  5 6 

5.  UNEXCELLED  TOLERATION4  5 6 7 # 


COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA  COSA 

COSA  COSA  COSA  COSA 


COSA-TETRACYN 


COSA-TETR ASTATIN * COS  A-TETR  AC  YDIN 


glucosamine  potentiated  tetracycline 


CAPSULES  (black  and  white) 
250  mg.,  125  mg. 


glucosamine  potentiated  tetracycline 
with  nystatin 


glucosamine  potentiated  tetracycline- 
analgesic-antihistamine  compound 


ORAL  SUSPENSION  (orange  flavored) 
2 oz.  bottle,  125  mg.  per  tsp.  (5  cc.) 


CAPSULES  (black  and  pink) 

250  mg.  Cosa-Tetracyn  (with  250,000 
u.  nystatin) 


CAPSULES  (black  and  orange) 
each  capsule  contains: 


PEDIATRIC  DROPS  (orange  flavored) 

10  cc.,  5 mg.  per  drop  (100  mg.  per  cc.) 
Calibrated  dropper 


ORAL  SUSPENSION 

(orange-pineapple  flavored)  2 oz. 
bottle,  125  mg.  Cosa-Tetracyn  (with 
125,000  u.  nystatin)  per  tsp.  (5  cc.) 


For  patients  susceptible  to 
monilial  superinfection. 


Cosa-Tetracyn 
Phenacetin 
Caffeine 
Salicylamide 
Buclizine  HCI 

• Antibiotic 

• Analgesic 

• Antihistamine 


125  mg. 
120  mg. 
30  mg. 
150  mg. 
15  mg. 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  A Co.,  Inc. 

Brooklyn  6,  New  York 


REFERENCES:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch.  H.;  Wright.  W.  W.,  and  Staffa, 
A.  w.:  Ant.  Med.  & Clin.  Therapy  5.-52  (Jan.)  1958.  3.  Walch,  E.:  Dent.  Med.  Wschr.  (April)  1956.  4.  Shalowitz,  M.:  Clin. 
Rev.  1:25  (April)  1958.  5.  Nathan.  L.  A.:  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet.  T.;  Chesrow.  E..  and  Barsky,  S.: 
Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  St;;  e,  M.  L.;  SedHs,  A..  Bamford,  J.,  and  Bradley.  W.:  Ant.  Med.  & Clin. 
Therapy  5:322  (May)  1958.  8.  Harris.  H.:  Clin.  Rev.  1:15  (July)  1958. 
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ORE  COMPLETE  CONTROL  IN  ANXIETY  COMPLICATED 
TEROID-RESPONSIVE  DISEASES 

Sterotril 

MET1CORTEN®  plus  TRILAFON® 

YNCHRONIZES  CORTICOID  TRANQUILIZER  BENEFITS 

• enhances  "Meti"  steroid  response  by  allaying  the 
stress  overlay 

• frequently  reduces  steroid  dosage  requirements  and 
thus  lessens  likelihood  of  side  effects 

• forestalls  anxiety-triggered  flare-ups  and  relapses 

• simplifies  dosage  schedules  in  combined  therapy 

• renders  patients  more  calm  and  cooperative 


in  rheumatoid  arthritis  and  other  rheumatic  disorders, 
allergic  dermatoses,  bronchial  asthma  and  other  serious 
respiratory  allergies,  drug  reactions,  collagen  diseases 

and  whenever  a cort icoid-tranquilizer  combination 
is  indicated 

STEROTRIL*  Tablets,  2.5  mg.  prednisone  and  2 mg.  perphenazine; 
bottles  of  30  and  100. 

Meti,®  brand  of  corticosteroids. 

SCHERING  CORPORATION..  BLOOMFIELD,  NEW  JERSEY 
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ST-J.IS8 


(CHLOROTHIAZIDE) 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L.: 
J.A.M.A.  166:129,  Jan.  11,  1958. 

“. . . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions."  In  the  vast  majority  of  patients, f D I U R I Lf  relieves  or  prevents  the  fluid 
“build-up"  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  ’DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL*  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 

DlURlL  is  a trade-mark  of  Merck  & Co.,  Inc. 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc..  Philadelphia  1,  Pa. 
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ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION/  * FOR  'OIURIL' 
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Provides  therapeutic  quantities  of  all  known  hematinic  factors 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximum  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’ daily  produce  a standard  re- 
sponse in  the  average  uncomplicated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 

ELI  LILLY  AND  COMPANY  • I 


iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’ formula  enhances  (does  not 
inhibit)  vitamin  B,»  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

’'Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor, 
Lilly) 

INDIANAPOLIS  6,  INDIANA,  U.S.A. 

819058 
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The  District  Branches 


For  another  year  the  Journal  continues 
publication  of  the  meeting  schedules  of 
the  nine  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York.  Com- 
mencing September  24,  with  the  meeting  of 
the  Sixth  District  at  Cooperstown,  the 
meetings  will  conclude  with  that  of  the 
Second  District  at  Garden  City,  Long 
Island,  November  19. 

Historically,  the  District  Branches  have 
played  an  important  part  in  the  Medical 
Society  of  the  State  of  New  York.  Follow- 
ing 1806  when  the  Society  was  founded, 
delegates  from  all  parts  of  the  State,  as 
now,  met  yearly  to  elect  officers,  debate 
policy,  and  present  the  medical  advances 
of  the  time  by  the  presentation  of  a sci- 
entific program.  Later,  however,  differ- 
ences in  the  matter  of  the  Code  of  Ethics 
caused  the  formation  of  the  New  York 
State  Medical  Association.1  The  District 
Branches  were  founded  by  the  Association 
in  1884,  each  branch  “embracing  the 
approximate  area  of  ten  county  medical 
societies.”  But  with  the  combined  re- 
sources of  such  an  area  it  may  readily  be 
understood  that  the  potential  of  each 
Branch  to  carry  on  a program  of  post- 
graduate instruction  was  considerably  in- 
creased over  that  of  any  single  county 
society.  Under  the  leadership  of  such 
distinguished  physicians  as  Dr.  Henry 
Didama,  Dr.  Austin  Flint,  Sr.,  and  Dr. 
Albert  Vander  Veer,  to  name  but  a few, 
postgraduate  instruction  in  medicine 
throughout  the  State  was  rapidly  advanced. 

1 History  of  the  Medical  Society  of  the  State  of  New 
York,  New  York  State  J.  Med.  57:  471  (Feb.  1)  1957. 


When  in  1906  the  two  medical  societies 
again  joined  forces  at  the  Centennial  Meeting 
in  Albany,  the  Medical  Society  of  the  State 
of  New  York  was  equipped  not  only  with  the 
District  Branches  but  also  with  the  New 
York  State  Journal  of  Medicine  which 
had  commenced  publication  January  1,  1901, 
and  which  replaced  the  former  “Transac- 
tions” of  the  Society.  So  it  will  be  seen  that 
between  1884  and  1906  two  effective  media 
were  added  for  the  dissemination  of  scientific 
information  to  the  doctors  of  the  State.  In 
view  of  the  few  first  class  medical  schools 
then  functioning,  the  necessity  for  some  kind 
of  postgraduate  instruction  will  be  appre- 
ciated, especially  since  during  this  period  and 
subsequently,  great  and  rapid  progress  in 
medicine  was  being  made  all  over  the  world. 

Recently,  with  the  establishment  of  ten 
good  medical  schools  in  the  State,  many 
teaching  hospitals,  and  a flood  of  medical 
journals  both  general  and  of  a special  char- 
acter, the  District  Branch  meetings  have 
somewhat  decreased  in  importance  as  in- 
structional media,  especially  in  the  areas  of 
dense  population.  Many  of  the  Branches 
have  sought  to  preserve  the  social  character 
of  their  meetings  and  to  alter  the  character 
of  their  scientific  programs  in  the  more  rural 
areas;  a few  have  discontinued  their  scien- 
tific programs  altogether. 

Efforts  are  being  made  to  find  regionally 
adapted  solutions  to  the  various  problems  of 
the  District  Branches.  It  is  possible  they 
may  continue  to  survive  with  some  modifi- 
cation of  the  scientific  portion  of  their  pro- 
grams. 

Time  alone  will  tell. 


Millet  V.  Slocum 


A recent  case  upholding  the  validity  of  a 
restrictive  covenant  between  physicians  en- 
gaged in  group  medical  partnership — 


prohibiting  the  practice  of  medicine  within  a 
defined  area  for  a specific  period  of  time  by 
one  whose  membership  was  terminated — 
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should  be  of  interest  to  the  profession. 

The  plaintiff,  Dr.  J.  Bradford  Millet,  was 
a former  partner  in  the  Slocum-Dickson 
Clinic,  a partnership  of  physicians  practicing 
“so-called  ‘group  medicine’  in  the  city  of 
Utica.” 

Plaintiff  entered  the  partnership  pursuant 
to  an  agreement  dated  January  1,  1949, 
which  covered  a two-year  period  and  there- 
after entered  a new  agreement  unlimited  as 
to  time.  The  partnership  operated  under 
two  contracts  as  far  as  new  members  were 
concerned — a so-called  basic  partnership 
agreement  and  an  additional  agreement  be- 
tween the  then  existing  partners  and  each 
new  member  at  time  he  was  taken  into 
partnership.  Examination  of  the  several 
agreements  by  the  Court  disclosed  that  in 
each  instance  the  contract  between  the 
partnership  and  the  individual  member  con- 
tained the  same  restrictive  covenant  as  in 
the  plaintiff’s  contract  with  the  other  mem- 
bers. 

The  restrictive  covenant  provided  that  on 
termination  of  membership  in  the  partner- 
ship, the  plaintiff  would  not  practice  medi- 
cine or  surgery  in  the  cities  of  Utica  or  Rome 
or  within  a radius  of  25  miles  therefrom  for  a 
period  of  five  years. 

In  June,  1954,  the  plaintiff  was  expelled 
from  the  partnership.  He  then  brought  suit 
to  have  the  Court  determine  his  rights.  The 
partnership  joined  in  the  request  for  a 
judgment,  declaring  the  rights  of  the  parties 
and  asking  an  injunction  enjoining  the  plain- 
tiff practicing  in  Rome  and  Utica  and 
within  a radius  of  25  miles  therefrom  for  a 
period  of  five  years  in  accordance  with  the 
covenant.  The  plaintiff  claimed  he  had 
been  wrongfully  expelled  from  the  partner- 
ship. 

Two  issues,  insofar  as  the  case  is  of  interest 
to  the  profession,  were  (1)  Whether  the 
restrictive  covenant  was  valid  or  whether  it 
was  invalid  because  it  was  unreasonable,  un- 
unjust,  or  oppressive  to  the  covenantor, 
plaintiff,  and  contrary  to  public  policy,  and 
(2)  Did  the  partnership  unjustifiably  expel 
plaintiff,  for  if  it  did,  it  then  breached  the 


very  contract  it  sought  to  enforce  by  injunc- 
tion in  which  event  it  could  not  succeed  even 
if  the  covenant  was  valid. 

With  respect  to  the  first  issue,  namely,  the 
validity  of  the  restrictive  covenant,  the 
Court  said  : 

Contracts  restricting  competition  by  a 
former  associate  of  a physician  have  received 
approval  in  the  courts  of  this  State  and  in 
other  jurisdictions.  (. Foster  v.  White,  248  App. 
Div.  451,  affd.  273  N.Y.  596;  Keen  v.  Schneider , 
202  Misc.  298,  affd.  280  Appd.  Div.  954; 
Beam  v.  Rutledge,  217  N.C.  670;  Whitehill  v. 
Bradford,  1 AH  E.R.  115  [1952].) 

While  each  case  is  dependent  on  its  own 
particular  facts  and  circumstances,  the  validity 
of  such  a restrictive  covenant  depends  generally 
on  whether  it  is  necessary  for  the  protection 
of  the  covenantee’s  property  and  good  will  or 
whether  it  is  unreasonable,  unjust,  or  oppres- 
sive to  the  covenantor — whether  it  offends 
public  policy.  We  see  no  difference  in  prin- 
ciple where  physicians  are  concerned,  whether 
the  covenant  is  imposed  on  an  employer- 
employe  relationship  or  a partnership  relation- 
ship. The  fact  that  the  performance  of  such 
a covenant  invokes  personal  hardship  on  the 
promisor  does  not  in  itself  invalidate  the 
promise.  No  argument  is  made  here  that  the 
time  is  too  long  or  that  the  restricted  area  is 
too  great. 

It  is  to  be  noted  that  prior  to  the  time  the 
plaintiff  joined  the  clinic  in  1949  neither  he  nor 
his  family  had  ever  been  residents  of  Utica. 
He  had  not  practiced  medicine  or  surgery  any 
place  in  the  State  of  New  Ycrk.  His  prior 
medical  practice  had  been  in  connection  with  a 
hospital  in  Boston,  Massachusetts.  The  part- 
nership operating  clinic  had  been  in  operation 
since  1938  and  had  earned  a reputation  for  pro- 
fessional competence  and  had  developed  the 
good  will  of  the  community.  It  was  inevitable 
that  the  plaintiff  in  the  course  of  his  duties  as  a 
partner  in  the  clinic  would  serve  patients  of  the 
clinic  and  would  acquire  their  confidence  and 
good  will.  It  was  foreseeable  that  if  the  plain- 
tiff be  left  free  to  compete  with  the  clinic  in  the 
event  that  his  connection  with  the  partnership 
should  be  terminated  at  some  time  in  the  fu- 
ture that  the  remaining  partners  would  thereby 
suffer  a loss  of  patients  and  good  will.  A pro- 
fession partakes  on  its  financial  side  of  a com- 
mercial business  and  its  good  will  is  often  a 
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valuable  asset. 

The  circumstances  in  this  case  are  quite 
analogous  to  the  circumstances  in  Foster  v. 
White  and  Keen  v.  Schneider  and  in  our  view 
the  legal  principles  enunciated  in  those  cases 
are  likewise  applicable  here.  The  hardship  im- 
posed on  the  plaintiff  is  not  when  balanced  with 
the  needs  of  the  defendants  sufficient  to  invali- 
date the  covenant.  We  conclude  that  the  cove- 
nant is  valid  and  that  the  judgment  appealed 
from  should  be  modified  in  that  respect. 

^With  respect  to  the  second  issue,  i.e., 
justification  for  the  expulsion,  it  appears 
from  the  opinion  that  the  defendant  partners 
expelled  the  plaintiff  from  the  partnership 
claiming  it  was  for  the  good  of  the  partner- 
ship based  on  alleged  incompatibility.  The 
agreement  provided  a partner  could  be  ex- 
pelled from  the  Clinic  for,  among  other 
things,  “the  good  of  the  partnership,  which 
shall  include  incompatibility  or  any  other 
factor  or  quality  or  relationship.” 

The  alleged  incompatibility  arose  largely 
because  of  his  reluctance  to  participate  in  a 
proposed  building  program  for  the  use  of  the 
Clinic  which  one  of  the  partners  estimated 
would  cost  from  $200,000  to  $300,000. 
Conferences  were  held,  and  all  partners 
agreed  to  participate  except  the  plaintiff, 
who  questioned  its  wisdom.  The  other 
partners  called  on  him  to  execute  a declara- 
tion of  interest  along  with  them  in  which 
each  partner  expressed  his  intention  to  par- 
ticipate fully  and  execute  any  financial  pro- 
gram for  the  declared  purpose  within  his 
financial  competence  to  accept  and  discharge 
all  obligations  which  might  reasonably  be 
expected  of  him  by  the  other  partners. 
Thereafter,  at  a meeting  the  plaintiff  pre- 
sented a counter-declaration  of  intention  to 
do  all  he  could  and  to  contribute  his  prorated 
equal  share  as  divided  among  the  number  of 
full  partners  of  the  group,  but  he  refused  to 
sign,  since  the  other  partners  had  the  dec- 
laration proposed  by  them.  He  was  then 
advised  that  in  case  of  his  refusal  the  other 


partners  had  agreed  to  ask  for  his  resignation. 
A motion  was  carried  asking  for  his  resigna- 
tion. The  plaintiff  stated  his  resignation 
would  be  forthcoming  unless  the  group 
wanted  to  wait  a month  for  further  consider- 
ation. This  was  turned  down  and  the  plain- 
tiff submitted  his  resignation  to  take  effect 
in  six  months. 

The  resignation  was  not  accepted  when  he 
refused  to  state  whether  he  intended  to  prac- 
tice in  Utica,  and  a resolution  was  passed 
expelling  him  from  the  partnership. 

The  Court  held : 

1.  The  action  of  defendant  partners  in 
asking  for  plaintiff’s  resignation  was  equiv- 
alent to  an  expulsion,  and  he  had  no  reason- 
able alternative  to  do  otherwise  than  comply. 

2.  Plaintiff’s  declaration  of  interest,  one 
he  proposed,  constituted  broad  agreement  to 
go  along  with  the  program. 

3.  Program  was,  involving  as  it  did  the 
financial  ability  of  each  partner,  a matter  of 
business  judgment,  a matter  on  which  reason- 
able minds  might  differ. 

4.  The  program  was  the  subject  of  a 
new  and  independent  judgment  and  not 
within  the  scope  of  the  partnership  agree- 
ment. 

5. . The  test  which  defendants  made  of 
plaintiff  to  determine  his  incompatibility, 
namely,  to  sign  the  declaration  of  intention, 
in  the  form  proposed  by  them  was  not  a 
fair  or  proper  test  of  his  incompatibility 
within  the  purview  of  the  partnership  agree- 
ment, nor  did  the  Court  regard  the  plaintiff  ’s 
attitude  regarding  financial  matters  as  un- 
reasonable or  arbitrary. 

The  court  thereupon  concluded  (1)  The 
restrictive  covenant  to  be  valid  but  (2)  The 
expulsion  to  be  unjustified  and  hence  a 
breach  of  the  contract  so  as  to  prevent  de- 
fendants to  equitable  relief  by  injunction  to 
enforce  the  restrictive  covenant.  {Millet  v. 
Slocum,  et  al.,  4 A.D.  2nd  p.  528  4th  Dept., 
October  30,  1957.).-  H.S. 
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when  psychic 
symptoms 
distort  the  picture 


Darta]  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride 


brand  of  thiopropazate  dihydrochloride 


*A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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RELIEF 

IN  A 
HURRY 
FORA 
HARRIED 


TABLET 


Tridal 

(DACTIL  + PIPTAL  in  one  tablet) 


A cholinolytic  of  choice,  dramatically 
effective  in  many  gastrointestinal  dis- 
orders1 ...provides  prompt  prolonged  relief 
of  pain  and  spasm,  normalizes  motility  and 
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Diagnosis  and  treatment  of  ureterocele  is  a 
gratifying  experience  to  the  urologist.  This 
condition  is  not  difficult  to  detect  and  yields  to 
rather  simple  treatment  if  recognized  early.  It 
may  cause  pronounced  symptoms  and  extensive 
damage  to  renal  tissue  in  undetected  cases.  This 
is  especially  true  in  children  in  whom  kidney 
damage  might  be  extensive  before  the  condition 
is  brought  to  the  urologist’s  attention. 

The  four  cases  presented  here  pertain  to  chil- 
dren, one  of  whom  had  the  disease  diagnosed  and 
treated  within  several  days  after  birth. 

Review  of  Literature 

Ureterocele  was  first  described  by  Lechler  in 
1835  from  autopsy  studies. 

O’Connor  and  Johnson1  reported  in  1930  on 
their  study  of  19  cases  of  ureterocele.  They  dif- 
ferentiated between  cystic  dilatation  of  the  lower 
end  of  the  ureter  (ureterocele),  and  prolapse  of 
the  ureteral  meatus.  They  found  ureterocele 
present  at  all  ages  and  of  equal  incidence  in  males 
and  females.  They  believe  that  a congenital  or 
developmental  narrowing  of  the  ureteral  orifice  is 
a factor  in  the  formation  of  ureterocele.  An  addi- 
tional congenital  weakness,  that  of  the  connective 
tissue  and  muscle  elements  around  the  ureteral 
orifice  is  a possibility.  They  found  no  trace  of  a 
paralytic  condition  of  the  lower  ureter.  These 
findings  agree  with  the  work  of  Gottlieb2  who 
studied  the  pathogenesis  of  ureterocele. 

Thompson  and  Greene3  studied  37  cases  of 
ureterocele  about  which  they  reported  in  1942. 
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The  ages  of  their  patients,  25  females  and  12 
males,  ranged  from  nine  to  sixty-four  years. 
The  condition  in  13  cases  existed  on  the  right  side, 
in  12  on  the  left,  and  in  12  was  bilateral.  No 
treatment  was  necessary  in  nine  cases.  Treat- 
ment in  all  the  other  cases  resulted  in  the  elimina- 
tion of  infection  and  symptoms.  They  believe 
that  disappearance  of  ureterectasis  can  be  ex- 
pected in  all  cases  except  in  those  in  which  there  is 
extreme  dilatation  of  the  ureters  at  the  time  of 
diagnosis. 

Campbell4  in  1951  reported  on  a study  of  94 
ureteroceles  in  80  infants  and  children,  59  females 
and  21  males.  The  disease  was  found  31  times  on 
the  right  side,  36  on  the  left,  and  13  bilaterally. 
He  reported  the  incidence  of  ureterocele  to  be  1 to 
2 per  cent  in  patients  subjected  to  cystoscopy  and 
4 per  cent  in  infants  and  children  on  whom  cystos- 
copy was  performed  because  of  persistent  pyuria. 
Three  cases  showed  intra-ureterocele  tension  so 
great  that  it  caused  partial  obstruction  to  the 
opposite  ureter  with  consequent  hydroureter 
and  hydronephrosis.  Hydronephrosis  was  found 
in  63  instances  of  ureterocele,  and  hydroureter 
was  found  in  67.  Many  of  the  patients  had 
other  congenital  anomalies  of  the  urinary  tract 
and  other  organ  systems,  another  indication  of  the 
congential  origin  of  ureterocele.  Fifty-two  or 
two  thirds  of  the  infants  and  children  were  cured 
or  improved  by  treatment.  Complications,  such 
as  infection,  obstruction,  stone,  and  sepsis,  were 
directly  fatal  to  six  children,  all  of  whom  were 
operated  on.  Four  of  the  six  were  in  extremis 
when  first  seen  because  of  sepsis.  Campbell 
stresses  that  no  patient  should  be  considered 
cured  if  the  urine  is  not  sterile. 
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Gross  and  Clatworthy5  in  1950  reported  on  a 
series  of  21  cases  of  ureterocele.  The  condition  in 
13  existed  on  the  left  side,  seven  on  the  right,  and 
one  was  bilateral.  In  12  cases  double  ureters  were 
found  on  one  or  both  sides.  When  ureterocele  in- 
volved one  opening  of  a double  ureter,  it  always 
involved  the  lower  orifice.  Of  the  21  cases,  one 
was  treated  by  nephrectomy,  one  by  hemine- 
phrectomy,  and  the  other  19  by  incision  of  the 
ureterocele  only. 

Schemer,  Rogers,  and  Clarke6  in  1955  showed 
that  in  adults  abdominal  pain  of  ureterocele  may 
be  confused  with  the  pain  of  inguinal  hernia, 
prostato vesiculitis,  pyelonephritis,  or  gallbladder 
disease.  The  obstructing  ureterocele  can  cause 
pain  in  the  abdomen,  groin,  or  flank. 

In  1955  Petrovic  and  Dugan7  reported  a case  of 
ureterocele  in  a fifty-two-year-old  female  who 
had  hematuria  and  pain  over  the  right  kidney. 
The  right  lower  ureteral  orifice  had  a ureterocele, 
and  the  corresponding  segment  of  the  kidney 
showed  no  function.  Roentgenographic  exam- 
ination showed  multiple  calculi  of  the  upper  right 
segment  in  the  ureter  and  pelvis.  When  the 
ureterocele  was  incised,  64  stones  were  expelled 
spontaneously.  Good  function  returned  to  the 
involved  renal  segment  with  some  residual  dilata- 
tion of  the  ureter. 

Wershub  and  Surwin8  in  1954  reviewed  the 
etiology,  pathogenesis,  and  diagnosis  of  uretero- 
cele. They  conclude  that  ureterocele  is  usually 
congenital  but  occasionally  may  be  an  acquired 
disease.  The  basic  etiologic  factors  are  stenosis 
and  muscular  weakness  of  the  ureter. 

The  origin  of  ureterocele  is  not  fully  ex- 
plained yet.  It  is  considered  to  be  congenital  and 
the  result  of  altered  development  of  the  ureteral 
bud  during  early  embryonic  life. 

In  the  formation  of  the  ureterocele,  all  com- 
ponents of  the  terminal  ureter  are  represented. 
The  dilated  cystlike  structure  is  covered  by  vesi- 
cal epithelium,  and  its  lumen  is  lined  by  ureteral 
epithelium.  Between  these  two  layers,  connec- 
tive tissue  and  some  smooth  muscle  fibers  are 
present. 

Ch walla9  in  1927  reported  on  studies  he  had 
done  on  embryos.  He  found  that  in  embryos 
12  to  30  mm.  long,  epithelial  downgrowth  or  spur- 
membrane  formation  separates  the  ureter  from 
the  primary  excretory  duct  and  produces  a 
physiologic  stenosis  of  the  ureteral  orifice.  At  a 
later  date  this  spur  membrane  normally  bursts  or 
is  absorbed.  Failure  of  this  process  to  proceed 
normally  explains  the  various  degrees  of  ureteral 


meatal  narrowing  or  stenosis  encountered  clin- 
ically and  at  postmortem  examination. 

Others3*4*10  postulate  that  congenital  weakness 
of  the  fibrous  sheet  of  the  intramural  ureter  may 
coexist  with  partial  obstruction  of  the  ureteral 
orifice. 

Petillo11  postulates  that  trauma  or  infections  of 
the  bladder  or  adjacent  organs  may  result  in 
narrowing  of  the  ureteral  meatus,  thus  producing 
the  dilatation.  If  this  were  true,  ureterocele 
would  be  more  frequent  during  adult  fife. 

Pathology , Symptoms , and  Diagnosis 

The  pathology  of  ureterocele  is  characterized 
by  partial  ureteral  obstruction  which  gradually 
produces  hydroureter  and  hydronephrosis. 
Complete  destruction  of  the  affected  kidney  may 
result.  Infection,  as  in  any  urinary  tract  ob- 
struction, is  frequent.  The  size  of  the  uretero- 
cele may  vary  from  small  to  large.  The  patho- 
logic findings  of  a small  ureterocele  are  limited  to 
changes  of  affected  ureter  and  kidney.  A large 
ureterocele  may,  in  addition,  obstruct  the  oppo- 
site ureteral  orifice  or  prolapse  into  the  urethra, 
causing  bladder  neck  obstruction. 

Clinically,  ureterocele  presents  no  character- 
istic symptoms.  It  is  generally  unexpectedly  dis- 
covered during  a complete  urologic  examination 
for  signs  or  symptoms  common  to  a variety  of 
urinary  disorders.  The  diagnosis  becomes  ap- 
parent at  cystoscopy.  In  the  presence  of  a 
ureterocele,  endoscopy  usually  reveals  a thin- 
walled,  cystlike  structure  in  the  region  of  the 
ureteral  orifice,  which  rhythmically  expands  with 
urine  under  peristaltic  pressure,  then  collapses  as 
the  urine  slowly  escapes  through  the  small  ureteral 
orifice.  In  rare  instances  ureterocele  may  enlarge 
to  fill  the  entire  bladder  and  may  even  prolapse 
through  the  female  urethra.  On  the  other  hand, 
when  small  and  in  a collapsed  state,  it  may  be 
overlooked. 

Excretory  urogram  findings  may  be  highly  sug- 
gestive of  ureterocele.  If  the  ureterocele  fills  with 
dye,  it  appears  as  a bulbous  structure  surrounded 
by  a halo.  If  the  affected  kidney  is  not  function- 
ing adequately,  the  ureterocele  will  appear  as  a 
smooth-walled  filling  defect  in  the  bladder.  Fre- 
quently, there  is  associated  radiologic  evidence  of 
obstruction  of  the  upper  urinary  tract  on  the  af- 
fected side. 

Case  Histories 

Case  1. — A twelve-year-old,  white  female  was 
admitted  to  the  hospital  on  January  6,  1955,  with 
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the  chief  complaint  of  pain  in  the  right  lower  quad- 
rant of  the  abdomen.  This  pain  had  begun  two 
months  prior  to  admission  and  was  intermittent 
and  dull  in  character.  It  was  accompanied  by  a 
fever  of  102  to  104  F.  Both  conditions  responded 
to  antibiotic  treatment,  but  they  recurred.  During 
episodes  of  pain  and  fever,  the  urine  was  cloudy, 
and  pyuria  was  detected.  Examination  showed  the 
blood  pressure  to  be  135/74.  The  significant  physi- 
cal finding  on  admission  was  tenderness  in  the  right 
costovertebral  angle  on  percussion  and  deep  palpa- 
tion. 

Laboratory  findings  were  as  follows:  The  urine 
was  cloudy  and  alkaline.  It  had  a specific  gravity 
of  1.009,  a trace  of  albumen,  and  no  detectable  glu- 
cose. The  urinary  sediment  contained  many  leuko- 
cytes, fifteen  erythrocytes  per  high  power  field,  and 
many  bacteria.  Culture  of  the  urine  indicated  the 
presence  of  paracolon  bacilli.  Blood  examination 
revealed  12.5  Gm.  of  hemoglobin,  4.5  million  eryth- 
rocytes, and  7,500  leukocytes.  The  differential 
blood  count  was  normal.  The  sedimentation  rate 
was  34  mm. 

On  the  second  hospital  day  a large,  reddish-blue 
cystic  mass  protruding  from  the  external  urethral 
meatus  was  detected  (Fig.  1).  This  mass  meas- 
ured 3 by  4 cm.  Its  surface  bled  easily,  and  it  re- 
tracted spontaneously.  Cystoscopic  examination 
on  January  12,  1955,  revealed  a large  ureterocele 
involving  the  right  ureteral  orifice.  The  left  orifice 
and  remaining  portions  of  the  bladder  were  normal. 
Intravenous  pyelogram  on  January  13,  1955,  re- 
vealed a right  hydronephrosis  and  right  hydro- 
ureter, associated  with  a large  right  ureterocele 
(Fig.  2). 


Fig.  2.  Case  1. — Excretory  urogram.  Note  the  large 
negative  shadow,  the  ureterocele,  in  the  bladder;  the 
right  hydroureter  and  hydronephrosis,  and  the  normal 
collecting  system  on  the  left. 

A suprapubic  cystostomy  was  done  on  January 
15,  1955,  and  the  large  ureterocele  was  excised. 
The  right  ureter  was  intubated  with  a number  7 F 
ureteral  catheter,  and  this  was  left  indwelling  for 
drainage.  Both  the  suprapubic  and  right  ureteral 
catheters  were  removed  after  seven  days.  The 
suprapubic  wound  healed  well  and  the  child  made 
an  uneventful  recovery.  An  intravenous  pyelogram 
taken  three  years  later  showed  complete  recovery 
of  the  right  kidney  (Fig.  3).  The  child  has  re- 
mained asymptomatic  and  periodic  check  of  the 
urine  revealed  no  pyuria  over  this  three-year  period. 

Case  2. — A two-year-old,  white  female  was 
noted  to  be  pale  and  listless  three  weeks  prior  to 
admission  on  February  14,  1956.  This  condition 
was  accompanied  by  anorexia  and  a low-grade 
fever.  At  the  time  of  admission  her  temperature 
was  103  F.,  and  there  was  pain  in  the  left  flank  and 
in  the  left  costovertebral  angle  on  percussion. 

Laboratory  findings  were  as  follows:  The  urine 
was  cloudy  with  a specific  gravity  of  1.022,  a pH  of 
6,  a trace  of  albumen,  and  no  detectable  glucose. 
The  urinary  sediment  contained  many  leukocytes. 
Culture  of  the  urine  revealed  many  colonies  of 
Bacillus  pyocyaneus.  Blood  examination  revealed 
12.5  Gm.  of  hemoglobin,  4.49  million  erythrocytes, 
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Fig.  5.  Case  2. — Excretory  urogram  showing  large 
negative  shadow,  the  ureterocele,  in  the  bladder  and  a 
completely  duplicated  collecting  system  on  the  right 
kidney, 


and  10,300  leukocytes.  The  differential  blood 
count  was  normal. 

Cystoscopy  on  February  15,  1956,  revealed  that 
the  bladder  contained  3 ounces  of  very  purulent 
and  cloudy  urine.  In  the  area  of  the  left  ureteral 
orifice,  there  was  a large  cystic  mass,  3 cm.  in  diame- 
ter, which  crossed  the  midline  of  the  bladder  and 
extended  to  the  right  ureteral  orifice.  As  the 
bladder  was  distended  with  fluid,  a small  orifice 
was  seen  on  its  left,  behind  the  mass.  This  orifice 
was  catheterized,  and  a rapid  hydronephrotic  drip 
was  obtained.  On  culture,  B.  pyocyaneus  was 
found.  Indigo  carmine  was  seen  from  the  right 
orifice  in  good  concentration  in  seven  minutes.  No 
dye  was  seen  from  the  left  catheter  after  twenty 
minutes.  Ten  cc.  of  skiodan  was  injected  retro- 
grade through  the  left  catheter,  and  a large  left 
hydronephrosis  and  hydroureter  were  noted  (Fig. 
4).  A previous  intravenous  pyelogram  showed 
a normal  but  double  collecting  system  on  the  right, 
but  no  function  was  noted  on  the  left  (Fig.  5).  A 
diagnosis  was  made  of  a large  left  ureterocele  in- 
volving the  lower  left  ureteral  orifice,  causing 
marked  obstruction  of  the  upper  left  ureteral  orifice. 

Because  of  persistent  fever  and  flank  pain,  the 
left  kidney  was  explored  through  a lumbar  incision. 
As  Gerota’s  capsule  was  entered,  a large  hydro- 
nephrosis was  encountered,  and  two  markedly  di- 


Fig  4.  Case  2. — Left  retrograde  pyelogram  of  Case  2 
showing  large  hydronephrosis  and  hydroureter. 


Fig.  3.  Case  1. — Postoperative  urogram.  The  right 
kidney  and  ureter  have  returned  to  normal  and  the 
ureterocele  is  no  longer  seen  in  the  bladder. 
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Fig.  6.  Case  3. — Excretory  urogram.  Note  the  large 
negative  shadow,  the  ureterocele,  in  the  bladder,  moder- 
ate right  hydronephrosis  and  hydroureter,  and  non- 
function of  the  left  kidney. 

lated  ureters  were  noted.  There  was  little,  if  any, 
remaining  renal  parenchyma.  A left  nephrectomy 
was  performed  with  removal  of  both  dilated  ureters 
to  the  ureterovesical  junction.  The  child  made 
an  uneventful  recovery.  Cystoscopy  four  months 
later  showed  complete  disappearance  of  the  large 
ureterocele. 

Case  3. — Examination  at  birth  of  a female  infant 
on  January  8,  1957,  revealed  an  elevated  and  smooth 
but  nonmobile  mass  in  her  left  lower  quadrant. 
Barium  enema  showed  a normal  bowel.  Intravenous 
pyelogram  done  on  January  11,  1957,  showed  no 
function  in  the  left  kidney  and  a moderate  degree  of 
right  hydroureter  and  hydronephrosis  (Fig.  6).  A 
smooth,  round  filling  defect  was  seen  in  the  left 
side  of  her  bladder. 

Catheterization  yielded  no  residual  urine.  Urinal- 
ysis findings  were  normal.  Blood  urea  nitrogen  was 
25  mg.  per  cent.  Cystoscopy  on  January  11,  1957, 
showed  a smooth  mass  in  the  left  side  of  the  floor  of 


Fig.  7.  Case  3. — Postoperative  excretory  urogram. 
(A)  Note  normal  right  collecting  system.  ( B ) Note 
dilated  left  ureter  which  is  probably  reflux  from  the 
bladder. 

the  bladder.  Bladder  epithelium  overlaying  the 
mass  was  intact.  No  ureteral  orifice  could  be  seen 
on  the  left,  and  that  on  the  right  appeared  to  be 
normal  in  size  and  position.  Retrograde  cvstogram 
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Fig.  8.  Case  4. — Excretory  urogram.  (A)  Note 
small  bilateral  negative  filling  defects,  ureteroceles, 
in  the  lower  part  of  the  bladder.  ( B ) Note  bilateral 
hydronephrosis  with  impaired  function  bilaterally. 


showed  no  reflux  up  either  ureter. 

Clinical  diagnosis  was  made  of  a left  ureterocele 
causing  complete  obstruction  to  the  left  ureter.  It 
was  believed  that  the  left  ureterocele  was  causing 
pressure  on  the  right  lower  ureter. 

On  January  17,  when  the  child  was  nine  days  old 
and  weighed  five  pounds,  a suprapubic  cystostomy 
was  done.  The  ureterocele  was  excised,  and  the 
edges  were  sutured  for  hemostasis.  A large  amount 
of  fluid  escaped.  A catheter  could  not  be  passed 
up  the  ureter,  because  the  opening  to  the  ureter 
could  not  be  seen.  Palpation  of  the  abdomen  after 
the  ureterocele  was  opened  showed  no  mass. 

After  one  week,  when  all  drains  and  catheters 
were  out,  the  child  voided  satisfactorily.  Postopera- 
tively,  the  infant  had  a positive  urine  culture  for 
enterococci  which  responded  readily  to  Chloromy- 
cetin. 

The  child  continued  to  do  well  and  gave  no  evi- 
dence of  urinary  infection.  When  she  was  one 
year  old,  she  weighed  22  pounds.  An  intravenous 
pyelogram  done  on  December  18,  1957  (Fig.  7), 
eleven  months  after  the  operation,  showed  no  ap- 
preciable dilatation  of  the  right  calyces,  pelvis,  or 
ureter.  The  left  kidney  was  not  seen,  although  one 
hour  later  a dilated  and  markedly  tortuous  left 
ureter  was  seen.  The  dye  in  the  left  ureter  was 
suspected  to  be  reflux  from  the  bladder. 


Case  4. — A three-year-old  male  persistently  and 
increasingly  vomited  for  five  days.  On  admission 
physical  examination  revealed  a well-developed, 
poorly  nourished  child  who  was  lethargic,  pale,  and 
somewhat  dehydrated.  Both  kidneys  were  pal- 
pable and  tender.  Temperature  was  98.6  F.,  body 
length  89  cm.,  and  weight  12  Kg. 

Laboratory  findings  were  as  follows:  The  urine 
was  cloudy  with  a specific  gravity  of  1.007.  The 
urine  sediment  contained  many  leukocytes.  On 
culture  of  the  urine,  Bacillus  coli  was  found.  Blood 
urea  nitrogen  was  13.2  mg.  per  cent. 

Intravenous  pyelograms  (Fig.  8)  showed  prompt 
function  and  marked  hydronephrosis  on  the  right 
side,  and  barely  appreciable  function  on  the  left. 
Cystograms  showed  bilateral  circular  filling  defects 
within  the  urinary  bladder  at  the  site  of  the  ure- 
teral orifices.  During  cystoscopic  examination 
two  thin-walled  cystic  masses,  each  about  2 cm.  in 
diameter,  were  seen  occupying  the  sites  of  the  ure- 
teral orifices.  A tiny  ureteral  orifice  was  seen  on 
the  right  side.  The  left  orifice  was  not  identified. 

Suprapubic  cystostomy  and  excision  of  the  ure- 
teroceles were  performed.  On  incision  of  the  ure- 
teroceles, a large  amount  of  grossly  cloudy  urine 
was  drained  from  both  kidneys.  The  patient  re- 
covered rapidly  but  did  not  return  for  follow-up 
examinations. 
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Comment 

Small  ureteroceles  causing  no  symptoms  and  no 
I obstruction  to  the  kidney  or  ureter  need  no  treat- 
i ment.  The  condition,  however,  should  be  re- 
evaluated at  intervals.  A large  ureterocele  caus- 
ing obstructive  uropathy  presents  a therapeutic 
problem.  The  size  and  degree  of  obstruction  de- 
termine the  surgical  approach.  Ureteroceles  of 
moderate  size  can  be  treated  by  transurethral 
meatotomy  or  resection.  Larger  ureteroceles 
are  best  treated  by  open  transvesical  surgery 
which  affords  better  exposure  for  adequate  repair 
by  wide  incision  or  excision  of  the  ureterocele. 

Case  1 dealt  with  a large  ureterocele  that  pro- 
lapsed through  the  urethra  into  the  vagina.  As- 
sociated with  this  was  a moderate  degree  of  hy- 
dronephrosis and  hydroureter.  Therapy  con- 
sisted of  surgical  excision  of  the  ureterocele  by 
a transvesical  approach.  The  suprapubic  route 
was  used  because  of  the  large  size  of  the  ureter- 
ocele. Response  to  this  therapy  was  very  good 
and  subsequent  intravenous  urography  revealed 
a return  to  normal  function  and  appearance  of  the 
involved  kidney. 

Case  2 dealt  with  recurrent  urinary  infection 
and  pyuria.  The  large  left  ureterocele  completely 
obstructed  the  lower  left  ureteral  orifice  and  al- 
most completely  obstructed  the  upper  left  orifice, 
causing  a large,  nonfunctioning  hydronephrosis  of 
both  segments  of  the  double  left  kidney.  Treat- 
ment consisted  of  a left  ureteronephrectomy,  since 
little  or  no  parenchyma  was  found  on  surgical  ex- 
ploration. Subsequent  cystoscopy  four  months 
after  surgery  showed  complete  disappearance  of 
the  ureterocele. 

The  pathology  in  Case  3 was  discovered  by 
urologic  investigation  done  shortly  after  birth  be- 
cause of  a large  mass  palpated  in  the  left  lower 
abdomen.  The  infant  was  treated  by  the  supra- 
pubic approach  to  the  bladder  in  order  to  fa- 
cilitate simultaneous  lower  abdominal  explora- 
tion. When  the  ureterocele  was  excised,  re- 
leasing the  complete  ureteral  obstruction,  the  ab- 
dominal mass  disappeared.  Postoperative  ob- 
servation revealed  that  the  child  was  asympto- 
matic with  no  pyuria.  Intravenous  pyelogram 
one  year  after  surgery  showed,  however,  that  the 
left  kidney  did  not  regain  function.  The  right 
kidney,  mildy  hydronephrotic  before  the  uretero- 
cele was  excised,  regained  normal  pyelographic 
appearance. 

Case  4 dealt  with  persistent  emesis  and  pyuria. 
Urologic  investigation  revealed  bilateral  large 


ureteroceles  with  severe  obstruction  of  the  left 
side.  The  transvesical  route  was  used  in  this  case 
in  order  to  facilitate  the  exposure  and  excision  of 
the  bilateral  ureteroceles.  Immediate  results 
were  excellent.  There  was  no  long-term  follow- 
up. 

Summary 

1.  The  literature  on  ureteroceles  has  been  re- 
viewed. This  condition  has  been  known,  de- 
scribed, and  treated  since  1835.  Formation  of 
ureterocele  requires  the  presence  of  congenital  or 
developmental  narrowing  of  the  ureteral  meatus, 
with  a probable  congenital  weakness  of  the  con- 
nective tissue  and  muscle  elements  around  the 
ureteral  orifice.  Most  ureteroceles  are  believed 
to  be  congenital. 

2.  Most  authors  found  the  incidence  of  ureter- 
ocele much  higher  in  females  than  in  males. 

3.  Unrecognized  and  untreated  ureteroceles 
result  in  varying  degrees  of  hydroureter  and 
hydronephrosis  possibly  complicated  by  infection 
or  stone  formation. 

4.  Ureteroceles  are  diagnosed  by  cystoscopic 
and  pyelographic  studies  undertaken  for  per- 
sistent urinary  symptoms  or  pyuria.  Charac- 
teristic roentgenologic  findings  point  to  the  diag- 
nosis of  ureterocele. 

5.  Four  cases  of  ureterocele  in  children  are 
presented,  three  in  females  and  one  in  a male 
One  was  bilateral,  one  in  a newborn  infant,  one  in 
the  lower  ureteral  orifice  of  a double  kidney  and 
ureter,  and  one  was  so  large  that  it  protruded  from 
the  urethra. 

6.  Three  of  the  four  cases  were  treated  by  su- 
prapubic excision  of  the  ureteroceles.  The  fourth 
had  such  extensive  kidney  destruction  that  neph- 
ro-ureterectomy  was  necessary. 

7.  All  patients  with  persistent  urinary  symp- 
toms or  pyuria  should  have  a complete  urologic 
examination  to  allow  for  early  diagnosis  and  treat- 
ment of  ureteroceles  or  other  remediable  con- 
ditions as  soon  as  possible. 
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Discussion 

George  Nagamatsu,  M.D.,  New  York  City. — I 
have  greatly  enjoyed  this  very  interesting  and  com- 
plete review  of  an  uncommon  but  not  rare  condition. 

It  is  detected  during  diagnostic  survey  of  urologic 
problems  in  children  if  the  physician  is  alert  to  its 
possible  existence.  Review  of  the  records  of  Metro- 
politan Hospital  taken  during  the  past  ten  years 
reveals  six  cases  of  ureterocele,  one  of  which  oc- 
curred in  a child.  No  doubt  this  condition  in  some 
was  overlooked,  the  urologic  emphasis  not  having 
been  as  strong  in  former  years  as  it  is  now. 

Particularly  impressive  is  the  authors’  Case  3 
in  which  the  condition  was  diagnosed  and  success- 
fully treated  within  three  days  after  birth.  It  illus- 
trates the  necessity  of  early  diagnosis.  Had  this 
condition  not  been  discovered  for  even  several 
months,  irreparable  damage  and  eventual  nephrec- 
tomy might  have  resulted.  No  doubt  many  cases 
of  extensive  upper  urinary  tract  damage  which  are 
discovered  in  later  life  could  have  been  prevented 
had  suspicion  of  its  existence  been  entertained. 

As  seen  in  the  authors’  cases,  early  uncovering  of 
other  anomalies  is  also  important. 

The  incidence  of  ureterocele  in  children  is  higher 
than  in  adults,  according  to  some  authors.  In  my 
practice,  which  includes  a significant  percentage  of 
pediatric  urology,  I have  been  on  the  alert  for  this 


condition,  but  I have  not  encountered  a single  case. 
I wonder  if  this  experience  is  shared  by  others. 

As  stated  by  the  authors,  a slight  ureterocele  is 
difficult  to  detect.  This  is  illustrated  by  a case  of 
an  adult  whose  intravenous  pyelogram  showed  a 
definite  minimal  bilateral  ureterocele.  The  cysto- 
scopic  view  was  interpreted  as  normal.  Only  after 
we  were  alerted  by  the  intravenous  pyelogram  did 
the  subsequent  cystoscopy  reveal  the  diagnosis.  In 
a child,  the  detection  would  have  been  more  difficult. 

Unless  the  demonstration  of  the  entire  urologic 
tract  is  clear-cut,  and  the  presence  of  other  pathol- 
ogies is  ruled  out  beyond  a reasonable  doubt,  I, 
like  Dr.  Staubitz,  prefer  open  surgery.  Recently, 
I operated  on  a twenty-eight-year-old  man  for  ex- 
tensive upper  tract  damage  due  to  obstruction.  He 
had  been  resected  transurethrally  at  the  age  of  five 
for  congenital  vesical  neck  obstruction.  The  fol- 
lowing was  now  discovered:  (1)  an  obstructive 

interureteric  ridge  with  a marked  trigonal  curtain 
which  in  itself  obstructed  the  vesical  neck  as  the 
patient  bore  down  to  urinate,  (2)  a ureterocele  with 
a pin-point  orifice  on  the  right,  (3)  a pin-point  ure- 
teral orifice  on  the  left.  I do  not  mean  to  imply 
that  the  original  urologist  was  at  fault.  The  patient 
may  have  been  told  to  return  for  further  study,  but 
when  he  was  relieved  of  the  acute  retention,  his 
parents  probably  believed  that  he  was  cured.  Open 
surgery  most  probably  could  have  corrected  all  these 
anomalies  at  one  time. 

I wish  to  congratulate  the  authors  on  their  pres- 
entation of  a very  instructive  paper,  and  I wish  to 
thank  them  for  the  privilege  of  this  discussion. 


Advice  for  Hurricane  Season 


With  the  approach  of  the  hurricane  season  the 
State  Civil  Defense  Commission  has  made  public  a 
list  of  precautionary  measures  for  householders  and 
small  craft  owners. 

Obey  the  radio  bulletins  to  secure  pleasure  craft 
when  official  storm  warnings  are  issued. 

Stay  away  from  beaches  or  other  locations  that 


may  be  swept  suddenly  by  high  tides  or  storm 
waters. 

Make  certain  that  furniture  and  other  movable 
objects  on  porches  or  lawns  are  moved  to  safe  places. 

Board  up  windows  and  put  storm  shutters  in  place. 

After  the  storm  avoid  all  loose  wires,  since  they 
might  be  live  wires. 
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The  objective  of  this  presentation  is  to  outline 
the  importance  of  general  hospital  care  of 
mental  patients  as  a necessary  community  service 
which  supplements  the  community  clinic  services 
on  the  one  hand  and  the  State  mental  hygiene 
hospitals  on  the  other. 

Background 

The  concept  of  providing  care  in  the  general 
hospital  for  mentally  disturbed  patients  is  not 
new,  and  there  are  several  examples  of  such  serv- 
ices dating  back  many  decades.  In  New  York 
State  the  Mental  Hygiene  Law  has  clearly  spec- 
ified that  its  various  provisions  “shall  not  pre- 
vent . . . the  care  and  treatment  of  such  persons 
suffering  with  mental  disorders,  mental  defect,  or 
epilepsy  who  do  not  object  thereto  in  a general 
hospital  maintaining  adequate  staff  and  facilities 
for  such  purposes,  approved  by  the  Commis- 
sioner.”1 Yet,  despite  these  early  pioneering  ac- 
tivities, inpatient  care  of  mentally  ill  persons  has 
until  relatively  recently  been  essentially  relegated 
to  the  State  hospitals  or  to  specially  licensed  pri- 
vate institutions  caring  exclusively  for  those  suf- 
fering from  psychiatric  disorders. 

In  1950  the  New  York  State  Mental  Health 
Commission,  one  of  the  predecessors  of  the  pres- 
ent Interdepartmental  Health  Resources  Board, 
provided  funds  for  demonstration  programs  in  the 
operation  of  psychiatric  services  in  one  general 
hospital  in  New  York  City  and  one  in  upstate 
New  York.  These  projects  yielded  valuable  in- 
formation in  regard  to  methods  of  operating  psy- 
chiatric services  in  general  hospitals,  the  costs  in- 
volved, the  personnel  required,  and,  most  impor- 
tant, the  degree  of  utilization  by  the  community. 
Based  on  the  successful  operation  of  these  demon- 
strations as  well  as  of  several  older  ventures,  the 
New  York  State  Community  Mental  Health 
Services  Act  of  1954  included  inpatient  psy- 
chiatric services  in  general  hospitals  among  the 
items  for  which  State  reimbursement  to  com- 
munities would  be  permitted.2  The  objective  of 
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the  act  was  to  stimulate  the  development  of  a 
wide  range  of  community  services  for  the  promo- 
tion of  mental  health  and  the  treatment  of  mental 
illness,  and  this  inclusion  of  general  hospital  psy- 
chiatric service  was  considered  most  essential. 

The  State  Department  of  Mental  Hygiene  has 
established  standards  which  must  be  met  by  the 
hospitals  before  State  reimbursement  would  be 
permitted,  such  standards  calling  for,  among 
other  items,  the  organization  of  inpatient  psy- 
chiatric services  as  a regular  department  of  the  hos- 
pital with  a minimum  number  of  assigned  beds, 
the  direct  admission  of  patients  to  the  psychiatric 
services  rather  than  limiting  the  services  to  re- 
ferrals from  other  departments,  and  direction  by  a 
Board  qualified  psychiatrist.  However,  it  is  rec- 
ognized that  an  organized  departmental  psychiat- 
ric unit  is  not  essential  for  the  care  of  mental  pa- 
tients in  general  hospitals.  Indeed,  a high  quality 
of  psychiatric  care  can  be  offered  by  the  general 
medical  service. 

New  York  City  and  21  of  the  57  upstate 
counties  are  now  operating  programs  under  this 
Community  Mental  Health  Service  Program. 
These  areas  represent  85  per  cent  of  the  State 
population.  Although  all  counties  having  this 
program  are  not  now  providing  for  payment  of  in- 
patient psychiatric  services,  and  although  expan- 
sion of  such  payments  in  other  counties  may  be 
limited  by  the  currently  applicable  financial 
ceiling  on  State  reimbursement,  the  potentialities 
for  growth  are  considerable. 

At  the  present  time  there  are  19  general  hos- 
pitals in  New  York  State  which  have  organized 
psychiatric  services.  These  hospitals  provide  for 
about  2,050  beds.  Ten  of  the  hospitals  are  in 
New  York  City,  and  nine  are  in  upstate  New 
York.  The  division  of  beds  is  1,600  for  New  York 
City  and  450  for  upstate  New  York.  The  hospi- 
tals are  equally  divided  between  public  and  pri- 
vate institutions,  but  the  public  general  hospitals 
have  about  1,550  of  the  2,050  psychiatric  beds.3 

The  Hill-Burton  Program,  operated  in  New 
York  State  under  the  Joint  Hospital  Survey  and 
Planning  Commission,  has  provided  federal  finan- 
cial assistance  for  the  construction  of  one  of  the 
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existing  general  hospital  psychiatric  divisions,  a 
unit  of  82  beds,  and  is  now  assisting  six  additional 
projects  under  construction,  four  new  and  two  ex- 
panded units,  for  a total  of  227  new  beds.3 

Extent  of  Problem 

There  are  various  demographic  factors  which 
influence  the  problem  of  mental  illness,  such  as  the 
huge  increase  in  the  general  population,  going 
from  150,000,000  to  172,000,000  persons  in  the 
short  period  since  the  1950  census,  the  progressive 
increase  in  the  percentage  of  the  total  popula- 
tion over  sixty-five  years  of  age,  which  has  now 
reached  8.6  per  cent,  and  the  continued  main- 
tenance of  a high  birth  rate  since  the  war  years. 
The  absolute  rise  in  the  population  would  call  for 
a corresponding  increase  in  hospital  beds  of  all 
types,  even  if  other  factors  remained  constant. 
However,  before  embarking  on  any  large  building 
program,  it  is  always  necessary  to  re-evaluate 
what  has  been  done  in  past  years,  to  study  any 
changing  situations,  and  to  determine  whether  our 
new  building  plans  should  be  based  on  past  ex- 
periences or  whether  they  require  reorientation. 

The  increasing  age  of  the  population  means  a 
higher  incidence  of  persons  ill  with  mental  dis- 
orders which  are  associated  with  senility  or  with 
cerebrovascular  arteriosclerosis.  Actually,  there 
are  indications  that  the  increased  prevalence  of 
these  conditions  is  beyond  that  which  might  be 
attributed  to  increase  in  population  alone. 

The  maintained  high  birth  rate  means  high  con- 
centrations of  persons  below  twenty  years  of  age 
for  some  years  to  come.  Whether  the  increasing 
problem  of  emotionally  disturbed  children  is  due 
to  larger  number  of  children  now  present  in  the 
population,  an  increased  recognition  of  this  order, 
an  actual  increase  in  prevalence,  or  a mixture  of 
the  three  must  be  determined  by  epidemiologic 
means.  Regardless  of  cause,  we  are  faced  with 
the  necessity  of  making  adequate  provision  for  the 
care  of  these  children,  based  on,  but  not  nec- 
essarily following,  our  past  experience  with  child- 
hood mental  illness. 

Mental  illness  must  be  accepted  as  the  number 
one  health  problem  of  the  nation.  Over  one  half 
of  the  total  number  of  hospital  beds  in  the  United 
States  are  occupied  by  persons  suffering  from 
mental  illness  or  disability  In  addition  to  the 
more  than  750,000  persons  hospitalized  because  of 
mental  disorders,  it  is  estimated  that  16  million 
persons  suffer  from  some  form  of  mental  or  emo- 
tional disorder  and  are  in  need  of  psychiatric  care. 


New  Concepts  of  Therapy 

Changes  in  concepts  and  attitudes  have  a direct 
bearing  on  the  requirement  for  services  and  the 
methods  of  providing  them.  The  removal  of  the 
stigma  associated  with  mental  illness,  not  yet  com- 
plete but  well  advanced,  has  already  done  much 
to  encourage  people  to  accept  treatment  earlier  in 
the  course  of  the  illness.  The  recognition  on  the 
part  of  the  medical  and  related  professions  of  the 
importance  of  preventive  work  in  mental  illness 
as  well  as  in  other  fields  of  medicine  and  of  the 
necessity  for  early  detection  of  mental  disorders  so 
that  treatment  can  be  instituted  promptly  must 
be  brought  into  our  program  planning.  The  po- 
tentialities of  rehabilitation  programs  have  been 
more  recently  recognized  and  must  influence  our 
thinking.  Of  considerable  importance  have  been 
the  demonstrations  in  the  State  hospitals  that  pa- 
tients can  be  discharged  earlier  as  a result  of  mod- 
ern methods  of  treatment,  including  the  open- 
door  policy  and  the  use  of  drugs  and  various  phys- 
ical modalities.  These  better  results  suggest  that 
large  numbers  of  persons  might  avoid  the  ne- 
cessity of  going  to . a State  institution  if  the 
necessary  services  were  provided  locally.  The  ac- 
ceptance of  psychiatric  treatment  by  an  increas- 
ing number  of  patients  is  attested  to  by  the  fact 
that  the  ratio  of  voluntary  to  court  commitments 
to  the  State  institutions  has  been  definitely  in- 
creasing. 

According  to  a recent  editorial  in  the  Journal 
of  the  American  Medical  Association: 

A more  hopeful  aspect  of  the  mental  illness  prob- 
lem is  the  increasing  interest  of  physicians  and  hos- 
pital administrators  in  providing  psychiatric  serv- 
ices as  part  of  the  general  hospital  program,  as 
well  as  maintaining  private  mental  hospitals.  . . . 
As  these  facilities  are  increased,  more  patients  will 
be  given  prompt  and  intensive  therapy  and  for  most 
of  whom  the  prognosis  will  be  early  restoration  to 
mental  health.4 

Advantages  of  a General  Hospital 
Service  for  Mentally  III  Patients 

The  State  institutions  for  the  mentally  ill  came 
into  being  because  it  was  considered  that  the 
mentally  ill  required  long-term,  if  not  indefinite, 
institutional  care,  sometimes  therapeutic,  some- 
times custodial,  which  was  most  often  beyond  the 
capacities  of  communities  to  provide,  and  because 
local  attempts  to  provide  such  service  had  fre- 
quently resulted  in  atrocious  conditions.  The  pop- 
ulations of  the  State  hospitals  continued  to  grow 
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until  just  three  years  ago  when  small  but  yet  im- 
portant decreases  in  total  patient  population  were 
noted  for  the  first  time.  Actually,  admissions 
continue  to  remain  high,  and  it  has  been  the  in- 
creased number  of  discharges  resulting  from  drug 
and  other  therapies  that  account  for  the  over-all 
decrease.  In  actual  figures,  the  total  population 
in  all  State  hospitals  in  the  country  dropped  from 
551,390  in  1956  to  548,563  in  1957,  despite  a 3.9 
per  cent  increase  in  first  admissions  and  a 9.2  per 
cent  increase  in  re-admissions.5  Nevertheless  it 
will  be  expected  that  the  State  institutions  will  al- 
ways have  a vital  role  to  play  in  the  care  and  man- 
agement of  the  mentally  ill,  but  this  role  will  be  in- 
fluenced by  the  extent  to  which  mental  patients 
may  receive  inpatient  service  at  the  community 
level. 

As  indicated  in  the  opening  statement,  the  care 
of  the  mentally  ill  in  the  general  hospital  is  a logi- 
cal sequence  in  the  development  of  community 
mental  health  care.  The  more  enlightened  com- 
munities are  expanding  and  improving  their  out- 
patient services  in  mental  health  through  such 
channels  as  maternal  and  child  health  clinics, 
child  guidance  services  in  the  schools  or  in  com- 
munity clinics,  marriage  counseling  services, 
family  agencies,  court  psychiatric  services,  and 
mental  health  clinics  for  adults.  In  addition  to 
the  service  elements,  there  is  developing  at  a sig- 
nificant pace  a well-organized  educational  move- 
ment directed  at  a better  acceptance  of  the  men- 
tally ill  person  on  the  part  of  the  general  popula- 
tion, a better  understanding  of  his  problems,  an 
increased  sense  of  responsibility  on  the  part  of  the 
community  and  the  individual  families,  and  a 
more  ready  recognition  of  the  need  for  early  treat- 
ment. Considering  these  advances,  it  seems  logi- 
cal that  there  should  be  a community  service  for 
persons  who  cannot  respond  to  care  on  an  ambu- 
latory basis.  Certainly  the  gap  between  ambu- 
latory clinic  services  and  the  State  hospital  is  too 
large  to  remain  unfilled. 

General  hospital  care  of  the  mentally  ill  has 
many  advantages : 

1.  It  further  removes  the  stigma  attached  to 
mental  illness  by  providing  care  for  this  disorder 
as  part  of  a general  hospital  service. 

2.  It  allows  earlier  provision  of  inpatient  serv- 
ice to  a patient  who  might  otherwise  refuse  or 
seriously  delay  entering  a State  institution. 

3.  For  patients  who  will  profit  by  short-term 
inpatient  care,  provision  of  this  care  in  a general 
community  hospital  will  fulfill  the  need  and  allow 


for  the  early  return  of  the  patient  to  the  com- 
munity. 

4.  The  presence  of  the  patient  in  the  general 
hospital  will  allow  for  more  adequate  arrange- 
ments to  be  made  with  community  agencies  for 
posthospital  services  and  follow-ups,  particularly 
while  the  patient  is  still  in  the  hospital.  Although 
the  State  hospitals  have  improved  their  post- 
hospital services  considerably  during  recent  years, 
the  enlistment  of  local  clinic  and  social  services  to 
assist  the  discharged  patient  can  be  more  readily 
arranged  when  the  hospitalization  occurs  at  the 
community  level. 

5.  The  presence  of  a psychiatric  service  will 
provide  for  a psychiatrically  oriented  program 
throughout  the  entire  hospital.  It  will  provide 
for  a more  proper  evaluation  of  the  emotional 
overtones  of  physical  disorders  among  patients  in 
other  services  as  well  as  for  the  early  recognition 
of  psychiatric  disturbance  among  them.  Of  con- 
siderable importance,  it  will  add  considerably  to 
the  quality  of  training  of  the  interns  and  residents 
as  well  as  that  of  student  nurses. 

6.  Likewise,  the  presence  of  a psychiatric  serv- 
ice in  the  general  hospital  will  do  much  to  up- 
grade the  quality  of  psychiatric  services  in  the  en- 
tire community. 

7.  In  reference  to  rehabilitation,  it  is  being 
more  readily  recognized  that,  although  a high 
percentage  of  patients  can  be  returned  to  their  for- 
mer occupations,  many  must  be  trained  for  new 
vocations.  The  State  hospitals  are  developing 
working  arrangements  with  the  State  Division  of 
Vocational  Rehabilitation  for  the  provision  of  this 
service.  However,  the  difficulties  of  working  on 
patients  in  State  hospitals  and  following  up  on 
such  plans  when  the  patients  return  to  the  com- 
munity are  quite  apparent.  On  the  other  hand, 
for  the  patient  in  the  general  hospital,  actual  re- 
habilitation work  can  be  begun  while  he  is  still  on 
the  service  and  continued  without  interruption 
when  he  is  returned  to  his  home. 

Outpatient  Services 

Outpatient  psychiatric  services  at  the  general 
hospital  or  in  an  independent  community  facility 
are  frequently  established  long  before  the  inpa- 
tient service.  It  seems  essential  that  the  two  be 
operated  as  parts  of  an  integrated  program.  A 
well-functioning  outpatient  department  may  do 
much  to  prevent  the  need  for  inpatient  service. 
On  the  other  hand,  the  availability  of  an  adequate 
outpatient  service  may  frequently  shorten  the  re- 
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quired  stay  of  the  patient  in  the  hospital,  since  it 
assures  a continuity  of  treatment  after  discharge. 

Special  Services  for  Patients  with 
Alcoholism  or  Narcotic  Addiction 

The  question  arises  repeatedly  whether  the 
hospital  should  admit  patients  suffering  from  al- 
coholism. We  recognize  that  hospitals  have  a 
considerable  resistance  toward  the  admission  of 
this  type  of  patient,  particularly  of  those  in  the 
acutely  intoxicated  state.  The  reasons  given  are 
that  these  patients  are  disorderly,  difficult  to 
handle,  disturbing  to  other  patients,  and  poor 
financial  risks.  In  1956  the  American  Medical 
Association’s  Council  on  Mental  Health  and  its 
Committee  on  Alcoholism  prepared  a resolution 
calling  on  general  hospitals  to  admit  patients  with 
this  condition.6  This  was  passed  by  the  House  of 
Delegates  at  the  Clinical  Meeting  that  year.  The 
American  Hospital  Association  made  a similar 
statement  in  1957.7  Because  of  its  importance 
and  because  of  its  relationship  to  general  psy- 
chiatry, I should  like  to  quote  several  sections  of 
the  AMA  resolution  here : 

1.  Alcoholic  symptomatology  and  complica- 
tions which  occur  in  many  personality  disorders 
come  within  the  scope  of  medical  practice. 

2.  Acute  alcoholic  intoxication  can  be,  and 
often  is,  a medical  emergency.  As  with  any 
other  acute  case,  the  merits  of  each  individual 
case  should  be  considered  at  the  time  of  the 
emergency. 

3.  The  type  of  alcoholic  patient  admitted  to  a 
general  hospital  should  be  judged  on  his  indi- 
vidual merits,  consideration  being  given  to  the 
attending  physician’s  opinion,  cooperation  of  the 
patient  and  his  behavior  at  the  time  of  admission. 
The  admitting  doctors  should  then  examine  the 
patient  and  determine  from  the  history  and  his 
actions  whether  he  should  be  admitted  or  refused. 

4.  In  order  to  offer  house  officers  well-rounded 
training  in  the  general  hospital,  there  should  be 
adequate  facilities  available  as  part  of  a hospital 
program  for  care  of  alcoholics.  Since  the  house 
officer  in  a hospital  will  eventually  come  in  con- 
tact with  this  type  of  patient  in  practice,  his 
training  in  treating  this  illness  should  come  while 
he  is  a resident  officer.  Hospital  staffs  should  be 
urged  to  accept  these  patients  for  treatment  and 
cooperate  in  this  program. 

5.  With  improved  means  of  treatment  avail- 
able and  the  changed  viewpoint  and  attitude 
which  places  the  alcoholic  in  the  category  of  a 
sick  individual,  most  of  the  problems  formerly 
encountered  in  the  treatment  of  the  alcoholic 
in  a general  hospital  have  been  greatly  reduced. 


In  any  event,  the  individual  patient  should  be 
evaluated  rather  than  have  general  objection  on 
the  grounds  of  a diagnosis  of  alcoholism. 

It  is  recognized  that  no  general  policy  can  be 
made  for  all  hospitals.  Administrators  are 
urged  to  give  careful  consideration  to  the  possi- 
bility of  accepting  such  patients  in  the  light  of  the 
newer  available  measures  and  the  need  for  pro- 
viding facilities  for  treating  these  patients.  In 
order  to  render  a service  to  the  community,  pro- 
vision should  be  made  for  such  patients  who  co- 
operate and  who  wish  such  care. 

In  New  York  State  we  are  just  about  com- 
pleting a survey  conducted  jointly  with  the  Hos- 
pital Association  of  the  State  of  New  York,  re- 
garding the  extent  of  hospital  services  for  the  al- 
coholic patient,  and  the  findings  today  indicate 
that  there  are  definite  deficiencies  in  this  field. 
Nevertheless,  there  are  many  hospitals  with  or 
without  organized  psychiatric  services  which  do 
admit  alcoholic  patients  and  have  little  difficulty 
with  them. 

Last  year  I had  the  privilege  of  doing  a survey  of 
the  alcoholism  services  in  the  city  of  Worcester, 
Massachusetts,  and  because  of  my  considerable 
interest  in  this  problem,  I should  like  to  comment 
on  this  briefly.  The  State  of  Massachusetts  has  a 
program  operated  through  its  Department  of 
Health  whereby  it  provides  financial  assistance  to 
communities  for  the  development  of  both  in- 
patient and  outpatient  services  for  alcoholics. 
This  program  was  initially  rejected  in  Worcester 
by  the  local  medical  society  because  of  an  alleged 
taint  of  “state  medicine”  and  was  also  rejected 
by, the  hospitals  in  Worcester.  Fortunately,  the 
problem  of  alcoholism  aroused  the  interest  of  the 
Bishop  of  the  Catholic  Diocese  who  ordered  that 
the  new  St.  Vincent’s  Hospital,  then  under  con- 
struction, make  provision  for  such  a program. 

My  findings  indicated  to  me  that  the  service 
for  alcoholism  at  the  St.  Vincent’s  Hospital  in 
Worcester,  including  both  the  inpatient  and  the 
outpatient  program,  was  one  of  the  finest  in  the 
country.  Patients  requiring  inpatient  care  are 
admitted  to  the  regular  psychiatric  wing  on  the 
sixth  floor  of  the  hospital.  Fortunately  there  has 
always  been  available  space  in  this  unit.  The 
average  number  of  alcoholic  patients  has  been 
eight  or  nine  but  there  have  been  as  many  as  17. 
The  average  stay  is  about  four  days  with  a range 
of  two  to  nine  days.  Although  the  psychiatric 
ward  was  under  lock  and  key,  the  alcoholic  pa- 
tients were  given  a fair  amount  of  freedom .- 
The  majority  of  inpatients  are  admitted  in  in- 
toxicated conditions,  although  some  are  referred 
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because  of  general  tenseness  which  may  be  a prel- 
ude to  a drinking  bout.  Most  are  admitted 
through  the  clinic.  They  are  usually  sent  di- 
rectly to  the  psychiatric  ward  where  they  are 
given  Thorazine  or  some  other  medication  to  quiet 
them  down  and  intravenous  fluids  as  necessary. 
Few  patients  prove  to  be  very  troublesome,  and 
practically  all  are  tranquil  within  thirty  minutes. 
If  necessary,  other  alcoholic  patients  on  the  ward 
who  are  awaiting  discharge  may  assist  in  man- 
aging a difficult  new  admission . In  general,  there 
has  been  no  problem  as  far  as  disturbing  the  hos- 
pital routine  is  concerned. 

Patients  are  referred  to  the  clinic  after  dis- 
charge, except  for  the  relatively  few  instances  in 
which  they  are  under  the  care  of  private  physi- 
cians. Here  again,  it  is  quite  obvious  that  inpa- 
tient service  without  a follow-up  clinic  would  be 
markedly  limited  in  its  potentialities. 

There  is  one  other  special  field  that  deserves  at 
least  passing  mention  here,  and  that  is  narcotic 
addiction.  There  is  a general  and  often  justifiable 
antipathy  toward  both  the  problem  and  the  pa- 
tient. The  common  concept  associates  this  form 
of  addiction  with  hoodlums  and  gangsters  who  ob- 
tain their  heroin  by  smuggling.  This  concept  is 
probably  correct  for  the  large  majority  of  cases, 
particularly  in  metropolitan  areas.  However, 
there  remains  a small  but  significant  percentage  of 
addicts  who  are  among  our  so-called  “white- 
collar’ ' or  professional  workers.  Physicians, 
pharmacists,  and  hospital  personnel  are  found 
within  this  latter  group. 

It  is  recognized  that  treatment  of  narcotic  ad- 
diction is  unsatisfactory  at  best,  and  the  experi- 
ences of  the  Public  Health  Service  facilities  at 
Lexington  and  Fort  Worth  have  not  revealed 
clues  as  to  what  a treatment  facility  should  offer. 
The  New  York  State  Interdepartmental  Health 
Resources  Board  was  recently  asked  for  its  rec- 
ommendations regarding  a program  for  narcotic 
addicts,  particularly  in  the  New  York  City  area 
where  the  problem  appears  to  be  concentrated. 
The  Board’s  primary  recommendation  was  for  a 
research  center,  and  this  has  been  accepted  by  the 
Governor  and  will  be  established  shortly  at  one  of 
the  State  mental  hospitals.  Regarding  a treat- 
ment facility,  the  Board  felt  that  this  required 
further  study  but  believed  that  there  was  an  im- 
mediate need  for  local  facilities  at  which  narcotic 
addicts  could  safely  undergo  withdrawal  therapy. 
There  appears  to  be  no  reason  why  such  addicts 
cannot  be  admitted  to  a general  hospital  for  this 


purpose,  provided  the  medical  and  nursing  staffs 
are  oriented  in  this  field.  According  to  testimony 
given  at  recent  hearings  of  the  New  York  State 
Joint  Legislative  Committee  on  Narcotic  Study, 
addicts  wishing  to  voluntarily  undergo  drug  with- 
drawal have  no  available  facility  in  the  New  York 
City  area  other  than  at  the  Riker’s  Island  Peni- 
tentiary. The  latter  is  hardfy  a suitable  place  for 
voluntary  patients.  Of  course,  there  are  some 
private  mental  hospitals  that  accept  addicts,  but 
these  are  quite  expensive  and  beyond  the  means  of 
most  patients.  Provision  of  treatment  for  the 
withdrawal  phase  at  the  general  hospital,  or  at 
least  at  one  such  hospital  in  every  county  or  re- 
gion, would  seem  likely  to  encourage  withdrawal 
by  some  addicts  and  start  them  on  the  path  to  re- 
covery, rocky  as  that  road  may  be. 

Financial  Barriers  to  the  Development 
of  Psychiatric  Services  in  General 
Hospitals 

It  is  obvious  that  the  establishment  of  a service 
in  a hospital  must  be  expected  to  have  a reason- 
able financial  return,  either  through  direct  patient 
payments,  third  party  payments  by  insurance  or 
welfare  programs,  or  community  support  for  re- 
sulting deficits.  It  is  easy  to  understand  the  re- 
luctance on  the  part  of  a governing  board  of  a hos- 
pital to  develop  a new  service  which  seems  certain 
to  increase  the  operating  deficit  to  a serious  strain- 
ing point. 

Despite  a general  reluctance  on  the  part  of  Blue 
Shield  and  Blue  Cross  Plans  to  provide  health 
insurance  coverage  for  mental  illness,  there  has 
been  considerable  progress  in  this  area.  Of  80 
Blue  Cross  Plans  studied  by  Reed,8  only  18  pro- 
vided no  coverage  whatever  for  mental  or  nervous 
cases  in  general  hospitals,  three  provided  coverage 
only  until  diagnosed  as  a mental  case,  and  one 
covered  short-term  therapy  or  surgery  only.  Of 
the  remaining  58  plans,  eight  provided  seven  to 
twenty  days  of  coverage  and  27  provided  between 
twenty-one  and  thirty  days  of  coverage.  Only 
16  of  the  plans  provided  as  many  as  sixty 
days  of  coverage  in  general  hospitals.  A few  of 
the  plans  further  limited  coverage  for  mental  ill- 
ness by  specifying  that  the  prescribed  number  of 
days  for  mental  care  shall  be  the  total  provided 
during  the  lifetime  of  the  member.  In  general, 
about  30  per  cent  of  the  plans  provided  the  same 
coverage  for  mental  illness  in  general  hospitals  as 
they  provided  for  general  illness.  The  remainder 
provide  less  or  no  coverage.  Unfortunately, 
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Reed’s  analysis  is  not  divided  by  geographic  area. 

About  two  thirds  of  the  plans  provided  at  least 
some  coverage  for  alcoholism  and  for  drug  addic- 
tion, and  almost  all  covered  self-inflicted  injuries 
or  attempted  suicides. 

Reed  states  that  Blue  Cross  coverage  of  mental 
illness  has  distinctly  improved  over  the  past  dec- 
ade. Ten  years  ago  half  of  the  plans  excluded  all 
coverage  in  general  hospitals,  and  only  five  out  of 
81  plans  provided  benefits  in  general  hospitals  for 
as  long  as  thirty-one  days. 

In  regard  to  group  hospital  insurance  plans  sold 
by  insurance  companies,  Reed  found  that,  with 
rare  exceptions,  these  policies  provide  the  same 
coverage  for  mental  illness,  alcoholism,  drug  ad- 
diction, and  self-inflicted  injuries  as  for  all  other 
types  of  cases  and  without  distinction  as  to  type  of 
hospital. 

This  was  not  true  of  health  insurance  policies 
sold  to  individuals.  Major  medical  expense 
policies  showed  much  variation. 

In  considering  the  magnitude  of  potential  costs 
for  coverage  of  hospitalization  for  mental  illness, 
Reed  states  that  at  present  about  2 per  cent  of  all 
patient-days  in  short-term  general  hospitals  are 
for  patients  in  a psychiatric  unit  of  these  hos- 
pitals. 

This  fact  indicates  that  on  the  basis  of  pre- 
vailing practices  full  coverage  of  psychiatric 
cases  in  general  hospitals  should  not  increase  the 
health  insurance  costs  by  more  than  2 per  cent. 

Furthermore,  if  prepayment  plans  undertook 
responsibility  for  the  first  sixty  days  of  all  ad- 
missions to  all  mental  services,  general  or  state, 
and  anticipated  an  average  of  forty-five  days  of 
actual  stay,  they  would  assume  an  added  liability 
amounting  only  to  an  additional  10  per  cent  of  all 
days  for  general  care. 

Considering  the  expanding  coverage,  both  serv- 
icewise  and  populationwise,  by  Blue  Cross  and 
commercial  hospital  insurance  plans,  we  may  as- 
sume that  this  form  of  third  party  payment  may 
be  the  major  part  of  the  answer  to  the  financing  of 
hospital  care  for  mental  illness.  This  should  be 
true  from  both  the  patient’s  and  the  hospital’s 
viewpoints,  just  as  it  was  the  answer  to  general 
care  in  the  past. 

Referring  again  to  the  Worcester  alcoholism 
program,  it  was  noted  there  that  about  75  per  cent 
of  the  inpatients  paid  for  their  own  hospitalization 
either  directly  or  through  Blue  Cross.  In  the 
Worcester  area  Blue  Cross  covered  hospitalization 
for  alcoholism  for  ten  days  during  a lifetime. 


Barriers  from  the  Viewpoint  of 
Personnel 

As  in  all  fields  of  medical  and  related  care,  prob- 
lems of  personnel  will  present  themselves  in  the 
development  of  any  new  service.  We  recognize 
that  there  is  a considerable  deficiency  of  qualified 
psychiatrists  at  the  present  time.  The  State 
hospitals  have  numerous  vacancies  in  this  field. 
However,  the  metropolitan  areas  have  many  prac- 
ticing psychiatrists,  and  it  should  not  be  too  diffi- 
cult to  obtain  adequate  direction  and  staffing  of 
this  service  on  a part-time  basis.  Indeed,  the 
better  chance  of  staffing  a general  hospital  service 
as  compared  with  a State  hospital  service  may  be 
used  as  another  argument  for  the  former. 

The  problem  of  auxiliary  personnel  must  be 
recognized.  We  have  just  analyzed  several 
selected  positions  in  New  York  State,  including 
that  of  psychiatric  social  worker  employed  at  the 
State  hospitals.  At  the  present  time,  of  318  psy- 
chiatric social  work  positions,  only  122  are  per- 
manently filled  with  qualified  personnel.  An  ad- 
ditional 105  positions  are  temporarily  filled  with 
persons  not  fully  meeting  the  necessary  qualifica- 
tions, and  91  are  vacant.  Here  again,  it  is  often 
less  difficult  to  fill  a position  of  a qualified  social 
worker  in  a metropolitan  area  than  it  is  in  more 
rural  areas. 

While  one  should  not  delay  the  development  of 
a psychiatric  service  until  personnel  are  actually 
lined  up,  it  is  well  to  recognize  the  problem  of 
procuring  qualified  personnel  before  completing 
the  plans  for  a new  program. 

Summary 

1 . The  establishment  of  psychiatric  services  in 
general  hospitals  provides  a necessary  supplement 
to  the  mental  health  services  to  the  community, 
filling  the  gap  between  the  services  for  ambula- 
tory persons  and  the  state  hospitals. 

2.  The  benefits  of  general  hospital  psychiatric 
service  will  permeate  the  entire  hospital  and  the 
community  and  will  lead  to  higher  quality  psychi- 
atric service,  more  adequate  case  finding,  and 
earlier  treatment.  The  training  of  interns,  resi- 
dents, and  student  nurses  will  be  more  complete. 

3.  The  presence  of  the  psychiatric  service  in 
the  community  will  encourage  the  admission  of 
patients  in  an  earlier  stage  of  the  disease  and  thus 
lead  to  earlier  return  to  the  community. 

4.  Return  of  the  patient  to  the  community 
will  also  be  encouraged  by  the  presence  of  an  out- 
patient clinic  which  will  provide  a continuity  of 
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care  after  discharge. 

5.  Rehabilitation  will  be  more  readily  imple- 
mented when  the  patient  is  hospitalized  in  the 
community,  and  rehabilitation  plans  can  be  begun 
before  discharge  and  carried  through  on  return  of 
the  patient  to  his  home. 

6.  Special  consideration  should  be  given  by 
general  hospitals  to  patients  suffering  from  alco- 
holism and,  to  a more  limited  extent,  from  nar- 
cotic addiction. 

7.  Financial  barriers  may  be  overcome  by  in- 
clusion of  coverage  for  mental  illness  in  Blue  Cross 
and  commercial  insurance  plans  and  extension  of 
such  plans  throughout  the  population. 


8.  Problems  in  personnel  may  be  expected  to 
be  difficult,  but  may  be  more  readily  solvable  in 
an  urban  than  a rural  setting. 
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Long-Continued  Adrenal  Hormone  Therapy  in  Childhood  Nephrosis 


Although  definite  conclusions  are  not  yet  war- 
ranted, current  observations  on  long-term  adrenal 
hormone  therapy  in  childhood  nephrosis  suggest 
that  the  prognosis  may  be  improved  by  this  type 
of  management.  Results  of  a study  of  22  patients 
reported  by  the  authors,  Drs.  Carolyn  F.  Piel  and 
Gordan  F.  Williams,  tend  to  support  this  possibility. 
Of  the  22  patients,  19  were  treated  within  seven 
months  of  the  onset,  but  in  three  therapy  was  ini- 
tiated three  to  seven  and  a half  years  after  symp- 
toms appeared.  Thirteen  responded  promptly 
to  daily  doses  of  steroids  with  occurrence  of  diuresis 
and  cessation  of  proteinuria  in  five  to  fourteen  days 
after  therapy  was  started.  Nine  required  heavy 


dosage  of  steroids  daily  for  many  weeks  or  months 
before  proteinuria  ceased.  Four  have  been  without 
medication  for  one  to  six  months  and  free  of  pro- 
teinuria for  three  to  fourteen  months.  Of  the  22 
patients,  ten  have  had  only  one  edematous  episode. 
The  authors  conclude  that  signs  and  symptoms  of 
nephrosis  obviously  may  be  controlled  by  steroid 
therapy,  but  whether  the  mortality  rate  (which  was 
approximately  50  per  cent  before  long-term  steroid 
therapy  was  possible)  will  be  changed  cannot  be 
known  until  larger  numbers  of  patients  are  followed 
over  longer  periods  of  time. 

— Journal  of  the  American  Medical  Women's  Asso- 
ciation, September,  1957 
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Large-Dose  Prednisone  Therapy  of  Hematologic 

Diseases 


LEON  N.  SUSSMAN,  M.D.,  NEW  YORK  CITY 
( Fiom  the  Laboratory  and  Medical  Service  of  Beth  Israel  Hospital) 


The  value  of  steroids  in  the  treatment  of 
leukemia  and  lymphomas  has  been  the  sub- 
ject of  many  reports.1-12  Conflicting  results 
have  been  obtained  because  of  the  natural  fluc- 
tuations in  these  diseases,  the  effects  of  other 
therapies,  variations  in  the  dosage  and  type  of 
steroid,  and  many  other  variables.  It  is  recog- 
nized that  reproducible,  controlled  experiments 
under  ideal  conditions  are  impossible  in  these 
diseases.  However,  a pattern  of  effects  which 
can  be  anticipated  is  beginning  to  emerge. 

A major  advance  in  the  application  of  the 
steroids  to  this  group  of  diseases  was  the  introduc- 
tion of  prednisone  and  prednisolone.  Severe 
limitations  of  dosage  and  duration  of  treatment 
because  of  adverse  side-effects  such  as  those  en- 
countered in  the  use  of  the  earlier  steroids, 
namely,  cortisone,  corticotropin,  and  fluorohy- 
drocortisone,  no  longer  were  necessary.  The 
rarity  of  hypertension,  salt  retention,  and  elec- 
trolyte disturbance  made  it  feasible  to  observe 
the  effects  of  the  prednisone  group  of  steroids  in 
many  disease  states.13-16  Thus,  therapeutic 
doses  up  to  5 Gm.  daily  of  prednisone  were  ad- 
ministered by  Hill,  Marshall,  and  Falco5  with 
benefit  to  leukemics  who  were  acutely  ill,  re- 
fractory to  antimetabolites,  or  who  apparently 
were  terminal  cases.  No  definite  indications 
exist  which  can  serve  as  a guide  to  the  optimum 
dosage  in  any  particular  case,  and  therefore  a 
wide  range  of  doses  has  been  used.  Observations 
over  the  past  two  years  in  the  treatment  of  varied 
lymphomas,  leukemias,  and  other  blood  dys- 
crasias  have  created  the  impression  that  the 
massive  dosages  of  1 to  5 Gm.  daily  have  not 
produced  any  more  desirable  effects  than  those 
that  could  be  obtained  by  the  use  of  200  mg. 
daily. 

The  most  pronounced  effect  most  regularly 
seen  in  a successfully  treated  case  was  the  marked 
alleviation  of  toxicity.  That  this  was  not  a 
simple  euphorigenic  effect  was  clearly  shown  by 
the  fall  in  temperature  to  normal  (and  frequently 
to  subnormal)  and  by  the  decrease  in  pulse  and 


in  sedimentation  rates.  Coincidental  with  these 
changes  was  an  improvement  in  appetite,  a 
sense  of  well-being,  and  a state  of  general  cheer- 
fulness. How  effective  these  results  will  be  on 
the  eventual  survival  time  of  a statistically  sig- 
nificant number  of  patients  is  not  obvious  at 
present.16  However,  the  rapid  return  of  these 
patients  to  functional  activity  and  their  restora- 
tion to  an  optimistic  sense  of  well-being  without 
the  risk  of  major  deterring  side-actions  justify  this 
use  of  the  prednisone  steroids. 

Patients  were  treated  with  massive  dose 
therapy,  200  to  1,000  mg.  of  prednisone  daily. 
The  feeling  developed  in  the  past  year  that  200 
mg.  daily  provided  maximum  benefit  in  most 
cases.  The  dosage  was  administered  in  50  mg. 
tablets  four  times  daily  for  three  to  six  days  and 
thereafter  was  decreased  by  25  per  cent  decre- 
ments in  three-day  steps.  Thus,  after  two  to 
three  weeks  of  treatment  the  daily  dose  was  ap- 
proximately 50  mg.  daily  in  four  divided  doses. 
Following  this  period  the  maintenance  dose  was 
determined  by  slower  decrements  until  in  many 
cases  the  medication  could  be  discontinued. 
There  were  no  dietary  restrictions  placed  on  so- 
dium, nor  was  potassium  added  to  the  regimen. 
Patients  who  were  on  treatment  with  antime- 
tabolites, radiomimetic  drugs,  or  x-ray  therapy, 
transfusions,  antibiotics,  or  other  modalities  were 
maintained  on  their  usual  medications  and  treat- 
ments as  indicated . Early  in  the  study  numerous 
plasma  electrolytes  and  urinary  studies  were  per- 
formed. These  were  soon  discontinued,  how- 
ever, since  no  basic  abnormalities  were  noted. 
No  remarkable  weight  changes  or  blood  pressure 
fluctuations  were  noted.  Some  of  the  patients 
who  were  treated  (Table  I)  had  a variety  of 
diseases,  such  as  acute  leukemia,  chronic  leuke- 
mia in  acute  relapses,  Hodgkin’s  disease,  giant 
follicular  lymphoblastoma,  reticulum  cell  sar- 
coma, pemphigus,  acute  hemolytic  anemia,  idio- 
pathic thrombocytopenic  purpura,  and  others. 

The  general  response  in  these  varied  types  of 
hematologic  diseases  indicated  that  a remission 
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could  be  anticipated  in  most  cases.  This  fre- 
quently provided  the  time  interval  necessary  for 
other  therapeutic  agents  to  be  brought  into  ac- 
tion. Thus,  in  case  13  the  patient's  moribund 
condition  at  the  time  of  admission  to  the  hospital 
precluded  the  use  of  any  of  the  usual  antimetabo- 
lites, such  as  aminopterin  or  6-mercaptopurine, 
which  would  take  several  weeks  for  their  action. 
The  administration  of  prednisone,  rapidly 
brought  about  a clinical  improvement  which  was 
then  maintained  by  drugs  other  than  the  steroids. 
In  this  group  of  patients  there  was  no  evidence  to 
support  the  theory  that  steroids  exert  a specific 
leukopenic  effect,  nor  was  there  any  evidence  of 
bone  marrow  stimulation.  On  the  contrary, 
there  have  been  several  occasions  where  the  bone 
marrow  appeared  extremely  hypoplastic  during 
and  after  the  use  of  large  dosages  of  steroids. 
These  “aplastic  crises"  have  been  noted  to  pre- 
cede rather  definite  remissions  in  cases  of  leuke- 
mia, as  reported  by  Bassen  and  Kohn,17  and  have 
been  regarded  as  good  signs  prognostically.  It 
was  likewise  noted  that  steroids  in  any  dosage  do 
not  seem  to  have  any  direct  effect  on  platelets 
numerically,  although  bleeding  on  the  basis  of 
thrombopenia  was  decreased.  It  is  felt  that  the 
major  action  of  prednisone  on  bleeding  which 
accompanies  thrombopenia  has  resulted  mainly 
from  the  increase  in  peripheral  capillary  wall 
resistance,  as  stated  by  Stefanini.18  An  addi- 
tional but  unproved  consideration  in  this  respect 
may  be  the  interference  with  antibody-antigen 
reaction  when  a platelet  antibody  is  present,  or  an 
even  less  specific  effect  in  reducing  splenic  over- 
activity in  hyper splenism.  This  is  especially 
noted  in  cases  of  acquired  hemolytic  anemia13 
where  prompt  improvement  has  been  noted. 

Although  this  group  of  drugs  has  not  proved 
curative  in  the  leukemias  and  lymphomas,  their 
ability  to  decelerate  the  rapid  progress  of  the 
disease,  thus  allowing  time  for  other  therapeutic 
agents  to  be  effective,  makes  their  use  desirable. 
The  situation  in  the  reversible  diseases,  such  as 
thrombocytopenic  purpura,  hemolytic  anemia, 
and  splenic  neutropenia,  as  well  as  in  drug-in- 
duced aplastic  anemias  is  entirely  different,  since 
their  use  in  these  conditions  may  maintain  the 
patient  until  the  particular  toxic  situation  has  run 
its  course  or  until  more  definitive  steps  such  as 
splenectomy  can  safely  be  undertaken. 

The  following  two  case  reports  illustrate  the 
use  and  effects  of  prednisone  in  Hodgkin's  dis- 
ease and  idiopathic  acquired  hemolytic  anemia. 
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Nov.  Dec.  Jan.  Feb.  Mar.  Apr. 
Fig.  1.  Effect  of  prednisone  therapy  over  a five- 
and-one-half-month  period  on  patient  with  Hodgkin’s 
disease  (case  10). 


Case  Reports 

Case  10. — This  nineteen-year-old  female  had  a 
biopsy  diagnosis  of  Hodgkin’s  disease  in  1953  for 
which  she  was  treated  with  radiation  and  triethylene 
melamine  (TEM)  for  six  days.  Severe  vomiting 
after  radiation  in  1954  required  hospitalization. 
In  1955  she  developed  herpes  zoster  and  generalized 
adenopathy  which  was  treated  with  radiation, 
TEM,  and  finally  20  mg.  of  prednisone  (Meti- 
corten)  daily. 

The  present  admission  in  1957  (Fig.  1)  was  caused 
by  adenitis,  a fever  of  104  F.,  and  generalized  pruri- 
tis.  Complete  blood  count  revealed  hemoglobin 
8 Gm.,  white  cell  count  14,500,  and  platelets  190,- 
000.  The  sedimentation  rate  was  113.  A course  of 
HN2  was  given  intravenously  (0.4  mg.  per  kilo- 
gram). The  temperature  fell  to  101  F.,  and  pruritis 
subsided.  However,  a fluctuant  adenitis  which  re- 
quired incision  and  drainage  appeared  in  the  right 
groin.  Combiotic  was  given  daily.  The  temper- 
ature remained  normal  for  five  days  but  then  rose 
again  to  103  F.  with  pruritis  and  anorexia.  Moni- 
liasis of  the  pharynx  developed  for  which  oral  sus- 
pension of  Mycostatin  was  used.  However,  because 
of  persistant  toxicity  200  mg.  of  prednisone  (Meti- 
corten)  was  given  daily  with  a resultant  fall  in  tem- 
perature, general  improvement,  and  decrease  in 
pruritis. 

While  dosage  was  being  reduced  after  ten  days  of 
normal  temperature,  the  patient  had  a shaking  chill, 
her  temperature  rose  to  105  F.,  and  a blood  culture 
revealed  Salmonella  typhimurium.  Repeated  cul- 
ture findings  remained  positive  despite  the  use  of 
various  antibiotics,  until  Chloromycetin  was  begun 
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TABLE  I. — Results  of  Prednisone  Treatment  in  15  Cases 
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Hodgkin’s  (Eighteen-month  history  of  Hepatosplenomegaly,  lymph-  250  Prompt  defervescence,  gastro-  Decrease  in  gland  size,  : 

disease  proved  Hodgkin’s  treatment  adenopathy,  temperature  103  intestinal  control  by  diet  and  face  while  treatment 

with  HN2,  x-ray,  cortisone) ; F.,  toxic  reaction  to  TEM  Gelusil  tinued  on  30  mg.  daily 

recent  onset  of  hematemesis 
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Fig.  2.  Effect  of  prednisone  therapy  over  a thirty- 
two-day-period  on  patient  with  acute  acquired  idio- 
pathic hemolytic  anemia  (case  14). 


(prednisone  now  being  discontinued).  There  was 
a slow  defervescence  and  an  afebrile  period  of  ten 
days  followed  by  rise  in  temperature  and  an  in- 
crease in  the  white  cell  count  to  45,000.  Active 
therapy  with  antibiotics  resulted  in  no  change  in 
temperature  or  in  symptoms. 

At  this  time  prednisone  was  again  administered  in 
a dosage  of  100  mg.  daily  with  resultant  fall  in  tem- 
perature and  slight  decrease  in  leukocytosis.  The 
prednisone  was  slowly  decreased  over  a one-month 
period  at  which  time  the  patient  was  afebrile  and 
had  moderate  pruritis,  and  the  white  cell  count  was 
29,000. 

At  this  time  2 mg.  of  CB1348  (Chlorambucil)  was 
given  three  times  daily  with  25  mg.  of  prednisone 
daily.  Over  the  next  several  weeks  there  was  a slow 
improvement  in  general  health  with  a progressive 
fall  in  the  total  white  cell  count  from  29,000  to  6,000. 
At  this  point  the  CB1348  was  discontinued,  and  the 
patient  was  maintained  on  5 mg.  prednisone  three 
times  a day.  This  present  remission  has  now  per- 
sisted for  three  months. 

Case  14. — This  forty-five-year-old  male  was  ad- 
mitted with  a history  of  jaundice  and  weakness  for  six 
weeks  for  which  he  had  already  been  hospitalized  and 
treated  for  viral  hepatitis  at  another  hospital.  At 
that  time  the  patient  had  noted  dark  urine  and  light- 
colored  stool,  and  felt  markedly  weak.  Laboratory 
findings  at  that  time  revealed  a hemoglobin  of  53  per 
cent,  serum  bilirubin  of  4.5  mg.  per  cent,  and  a posi- 
tive cephalin  flocculation  test.  His  spleen  had  been 
palpable.  After  discharge  he  improved  slightly, 
but  weakness  and  fatigue  recurred,  and  hospitali- 
zation was  advised.  There  was  no  history  of  pre- 


vious disease  or  exposure  to  known  toxins. 

On  present  admission  (Fig.  2)  a moderate  icterus 
was  noted.  The  liver  was  palpable  one  and  the 
spleen  2Vs  fingerbreadths  below  the  costal  margin. 
Laboratory  examination  now  revealed  the  hemo- 
globin to  be  5 Gm.,  a red  cell  count  of  1,800,000, 
and  a white  cell  count  of  6,000.  The  reticulocytes 
were  15  per  cent.  The  urine  was  negative  for  bile 
but  positive  for  urobilin  (1:160).  Serum  bilirubin 
was  7.5  mg.  per  cent  (0.7  mg.  per  cent  direct).  The 
result  of  the  thymol  turbidity  test  was  3.9  units, 
and  that  of  the  direct  Coombs’  test  was  strongly 
positive.  The  stools  were  positive  for  bile. 

Treatment  consisted  of  daily  transfusions  of  500 
cc.  of  compatible  blood  for  four  days  and  15  mg.  of 
prednisone  (Meticorten)  three  times  a day.  Within 
a few  days  the  hemoglobin  was  9 Gm.,  and  the 
reticulocytes  had  fallen  to  4 per  cent.  However, 
pyrexia  was  still  present  up  to  102  F.  The  serum 
bilirubin  remained  at  7.7  mg.  per  cent.  Massive 
prednisone  therapy  was  then  begun  (250  mg.  of 
Meticorten  four  times  a day)  with  a prompt  fall  in 
temperature  to  normal  levels  resulting.  The  reticu- 
locytes rose  to  12  per  cent,  but  the  serum  bilirubin 
fell  to  2.3  mg.  per  cent,  indicating  good  erythropoiesis 
and  a decrease  in  hemolysis.  As  expected,  the 
hemoglobin  rose  from  7.7  to  10.7  Gm.  in  slightly 
more  than  one  week.  The  prednisone  was  reduced 
in  25  per  cent  decrements  every  three  days,  and  the 
patient  was  discharged  to  his  home.  Subsequently 
the  Coombs’  test  result  reverted  to  negative,  the 
bilirubin  fell  to  0.7  mg.  per  cent,  and  the  elevation 
in  hemoglobin  was  sustained.  The  prednisone  was 
progressively  decreased  until  it  was  discontinued 
after  two  and  one-half  months  from  onset.  The 
patient  has  been  in  good  health  for  one  year  since 
then. 

Conclusion 

The  use  of  large  doses  of  prednisone,  up  to  200 
mg.  daily,  has  been  helpful  in  the  treatment  of 
hematologic  diseases  of  various  etiologies.  Only 
rarely  have  there  been  any  additional  benefits 
noted  when  larger  doses  were  used.  The  ab- 
sence of  disturbing  side-effects,  common  after  the 
use  of  cortisone,  h3’drocortisone,  and  corticotro- 
pin, has  made  prednisone  the  preferred  steroid 
whenever  large  doses  are  indicated. 

36  East  38th  Street 


The  prednisone  used  in  this  study  was  supplied  by  the 
Schering  Corporation,  Bloomfield,  New  Jersey. 
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Krypton  85 


Research  at  the  Public  Health  Service’s  National 
Institutes  of  Health  has  shown  that  Krypton  85,  a 
radioactive  form  of  a harmless  inert  gas,  can  be  used 
to  detect  abnormal  openings  in  the  wall  of  muscle 
dividing  the  right  and  left  chambers  of  the  heart. 

Left  to  right  “shunts”  of  blood  which  result  from 
defects  in  the  partitions  of  the  heart  are  the  com- 
monest form  of  congenital  heart  disease.  Accurate 
knowledge  of  the  presence  and  location  of  these 
defects  is  essential  for  corrective  surgery. 

The  new  diagnostic  technic  was  developed  by  re- 
search surgeon  Richard  Sanders,  a staff  member  of 
the  Clinic  of  Surgery  of  the  National  Heart  Institute 
of  the  Public  Health  Service.  The  discovery  was 
announced  in  the  January  issue  of  the  technical 
journal  Proc.  Soc.  Exper.  Biol.  & Med. 

Experiments  using  a different  radioactive  inert  gas 
successfully  in  detecting  heart  abnormalities  are  re- 
ported in  the  same  journal.  Dr.  Sanders  bases  his 
choice  of  Krypton  on  its  complete  inertness  and 
ready  availability.  In  addition,  99  per  cent  of 
Krypton  85’s  radiation  is  nonpenetrating,  making 
elaborate  precautions  for  its  use  unnecessary,  even 
for  medical  workers  who  are  repeatedly  exposed. 

Krypton  85  can  be  measured  instantly  and  ac- 
curately with  an  instrument  similar  to  a Geiger 
counter  after  the  gas  has  been  introduced  into  one 
side  of  the  heart  and  some  of  it  has  been  recovered 
from  the  other.  This  makes  the  test  simpler  than 
any  previous  laboratory  technics,  and  the  test  is 
more  accurate  than  the  standard  technics  now  being 
used  in  most  heart  clinics.  More  than  100  patients 
with  proved  forms  of  heart  disease  have  been  studied, 
and  Krypton  85  has  made  possible  the  correct  diag- 
nosis in  every  instance. 

In  developing  the  technic,  Dr.  Sanders  used  dogs 
with  heart  defects  which  produced  left  to  right 
shunts.  He  introduced  radioactive  Krypton  into 
the  left  side  of  the  heart  by  having  the  dogs  breathe 
it,  mixed  with  air,  from  an  ordinary  rubber  anes- 


thesia bag.  The  radioactive  gas  was  instantly 
picked  up  by  the  bloodstream  from  the  lungs  and 
carried  to  the  left  side  of  the  heart,  along  with  nor- 
mally oxygenated  blood  destined  to  supply  the  dog’s 
whole  body. 

In  a perfect  heart,  this  blood  does  not  enter  the 
right  side  of  the  heart  until  it  has  completed  the  cir- 
cuit through  the  arteries  to  the  body  and  returns 
through  the  veins  into  the  right  side  of  the  heart 
ready  to  be  sent,  from  the  right  side,  to  the  lungs 
for  a new  oxygen  supply. 

In  Dr.  Sanders’  experimental  animals,  the  nor- 
mally high  pressure  in  the  left  side  of  the  heart 
forced  the  blood  not  only  into  the  artery  leading  to 
the  rest  of  the  body,  but  also  through  the  holes  in  the 
partition  between  the  left  side  of  the  heart  and  the 
right.  This  robbed  the  dog’s  body  of  part  of  its 
needed  blood  supply  and  is  what  happens  in  a 
human  being  with  congenital  heart  defects  in  which 
the  blood  is  shunted  from  left  to  right. 

Using  the  technic  of  catheterization,  with  his 
experimental  animals,  Dr.  Sanders  threaded  a length 
of  tiny  plastic  hose  through  neck  vein  feeding  into 
the  right  side  of  the  heart.  Through  this  tube,  he 
could  draw  blood  directly  from  the  right  side. 
In  a normal  dog  breathing  radioactive  Krypton, 
samples  of  blood  showed  very  little  radioactivity — 
the  radioactive  gas  had  been  largely  dissipated  on 
the  long  journey  of  the  blood  around  the  body. 

When  Dr.  Sanders  tested  blood  from  the  hearts  of 
the  dogs  with  heart  defects,  however,  he  found  it  to 
be  much  more  radioactive  which  showed  the  pres- 
ence of  the  defects.  By  “aiming”  the  tip  of  the 
catheter  at  different  parts  of  the  heart,  the  location 
of  the  defect  can  be  determined. 

Many  heart  defects  involving  left-to-right  shunts 
can  now  be  repaired  by  surgery,  but  more  than  1,000 
persons,  most  of  them  children,  die  of  these  defects 
each  year  in  the  United  States,  and  thousands  more 
are  crippled. 
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E.  CUYLER  HAMMOND,  SC.D.,  AND  CONSTANCE  PERCY,  M.S.,  NEW  YORK  CITY 

( From  the  Statistical  Research  Section  of  the  American  Cancer  Society  and  the  Statistical  Laboratory  of  Yale 

University) 


By  this  time  most  people  must  have  seen 
reports  linking  cigaret  smoking  to  lung 
cancer  and  other  diseases.  In  spite  of  this  only 
a small  minority  of  men  who  have  become  ha- 
bituated to  cigaret  smoking  have  given  up  the 
habit  permanently.  It  would  be  interesting  to 
know  what  induced  this  minority  to  act  differ- 
ently from  their  fellow  smokers.  The  most  ob- 
vious way  to  find  out  is  to  ask  them.  People 
often  do  not  know  why  they  have  behaved  in  a 
particular  way,  and  some  will  not  admit  their 
true  motives  even  to  themselves.  Neverthe- 
less, the  expressed  reasons  of  those  who  have 
given  up  cigaret  smoking  and  their  impressions 
of  the  results  of  the  action  may  have  an  influence 
on  other  people.  Therefore,  the  statements 
made  by  former  cigaret  smokers  may  be  of  im- 
portance regardless  of  their  accuracy. 

Source  of  Data 

In  connection  with  another  study  question- 
naires on  smoking  habits  were  mailed  to  a sample 
of  5,992  men  selected  from  telephone  directories 
from  all  parts  of  the  United  States.  A second 
letter  was  sent  to  those  who  failed  to  reply  to 
the  first.  A total  of  3,705  questionnaires  were 
returned  to  us  of  which  3,560  were  satisfactory 
for  analysis. 

Of  the  3,560  men,  2,498  (70.2  per  cent)  stated 
that  they  smoked  cigarets  regularly  or  had  done 
so  in  the  past.  Of  the  2,498  sometime-cigaret 
smokers  472  (18.9  per  cent)  stated  that  they  no 
longer  smoke  cigarets  or  tobacco  in  any  form. 
The  percentage  of  cigaret  smokers  who  stated 
that  they  had  given  up  smoking  increased  with 
age:  10.7  per  cent  in  the  age  group  under  30, 
14.4  per  cent  in  the  age  group  30  to  39,  18.5 
per  cent  in  the  age  group  40  to  49,  25.6  per 
cent  in  the  age  group  50  to  59,  28.8  per  cent  in  the 
age  group  60  to  69,  and  39.7  per  cent  in  the  age 
group  70  and  over. 

For  the  present  study  another  questionnaire 
was  mailed  to  the  472  former  cigaret  smokers,  333 
(70.6  per  cent)  of  whom  replied.  The  ques- 
tionnaire asked  how  many  cigarets  per  day  the 


man  had  previously  smoked,  how  much  he  had 
inhaled,  and  how  long  it  had  been  since  he  last 
smoked.  Three  questions  of  special  interest 
were: 

Question  4:  Why  did  you  stop  smoking  cig- 
arets? 

Question  5:  Do  you  think  that  giving  up 
smoking  had  any  effect  on 
your  health  or  the  way  you 
feel?  Yes  □ No  □ If  yes, 
please  describe  briefly : 

Question  6:  Did  you  notice  any  change  in 
your  weight  when  you  gave  up 
smoking?  Yes  □ No  □ If 
yes,  please  describe  briefly: 

Results 

The  men  were  first  classified  into  three  groups 
according  to  their  answers  to  question  4 (reasons 
for  giving  up  smoking) : 

1.  Men  who  gave  up  smoking  because  of 
physical  complaints.  For  example,  they  thought 
that  smoking  was  responsible  for  or  accentuated 
their  coughing,  ulcers,  heart  trouble  (or  other 
personal  complaints  such  as)  headaches,  poor 
appetite,  etc.,  or  they  gave  it  up  on  doctor’s 
orders. 

2.  Men  who  gave  up  smoking  for  reasons 
other  than  those  just  listed,  for  example,  religion, 
reports  that  smoking  causes  lung  cancer,  loss  of 
desire  to  smoke,  expense,  etc. 

3.  Men  who  gave  up  smoking  because  of  a 
combination  of  reasons  listed  in  (1)  and  (2). 
The  results  are  shown  in  Table  I by  age  and  by 
number  of  years  since  last  smoking. 

Over  one  half  of  the  men  cited  some  physical 
complaint  as  their  only  reason  for  giving  up 
cigaret  smoking,  and  about  one  third  stated  that 
they  gave  up  cigaret  smoking  for  some  other 
reason(s).  About  8 per  cent  of  the  men  cited 
both  types  of  reason.  Some  physical  complaint(s) 
was  listed  as  a reason  for  stopping  more  often 
by  men  over  sixty  than  by  younger  men.  Those 
who  had  stopped  recently  gave  physical  com- 
plaints $s  tjie  reason  more  frequently  than  those 
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TABLE  I. — General  Reasons  for  Giving  Up  Cigaret  Smoking  As  Stated  bt  333  Men  Who  Did 


Number 

of 

Men 

Physical 

/ Complaints  ' 

Number  Per  Cent 

Reason 

Other 

Than 

Physical 

Both 

Physical 

Complaints 

and 

No 

Reason 

Age 

Number 

jiaiuio 

Per  Cent 

Number 

Per  Cent 

Number  Per  Cent 

Under  40 

95 

46 

48.4 

39 

41.1 

9 9.5 

1 

1.1 

40  to  59 

135 

66 

48.9 

52 

38.5 

13 

9.6 

4 

3.0 

60  + 

78 

53 

67.9 

19 

24.4 

4 

5.1 

2 

2.6 

Unknown 

25 

15 

60.0 

8 

32.0 

2 

8.0 

0 

— 

— 

— 



_ 

— 

■■ 

Total 

333 

180 

54.1 

118 

35.4 

28 

8.4 

7 

2.1 

Years  since 
last  smoking 
<2 

55 

34 

61.8 

16 

29.1 

4 

7.3 

1 

1.8 

2 to  4 

94 

60 

63.8 

25 

26.6 

7 

7.4 

2 

2.1 

5 to  9 

81 

42 

51.9 

29 

35.8 

8 

9.9 

2 

2.5 

10  + 

103 

44 

42.7 

48 

46.6 

9 8.7 

2 

1.9 

Total 

333 

180 

54.1 

118 

35.4 

28 

8.4 

7 

2.1 

TABLE  II.— 

-Reasons  Other  Than  Physical  Complaints  for  Giving  Up  Cigaret  Smoking 
As  Stated  by  333  Men  Who  Did 

Reason 
for  Stopping 

Number 

Years  Since  Li 
2 to  4 

>er  Per  Cent 

Number 
of  Men 

Per  Cent 
of  Men 

<2 

Per  Cent 

Numl 

5 to  9 

Number  Per  Cent 

10  + 

Number  Per  Cen 

Cancer  theory 

21 

6.3 

7 

12.7 

9 

9.6 

3 

3.7 

2 

1.9 

Health  theory 

8 

2.4 

1 

1.8 

3 

3.2 

2 

2.5 

2 

1.9 

Expense  or 

nuisance 

29 

8.7 

3 

5.5 

5 

5.3 

11 

13.6 

10 

9.7 

Religion 

20 

6.0 

0 

4 

4.3 

6 

7.4 

10 

9.7 

Test  of  will  power 

15 

4.5 

2 

3.6 

4 

4.3 

4 

4.9 

5 

4.9 

Temporary 

illness 

12 

3.6 

2 

3.6 

0 

3 

3.7 

7 

6.8 

Loss  of  desire 

5 

1.5 

1 

1.8 

0 

1 

1.2 

3 

2.9 

“Just  quit” 

23 

6.9 

3 

5.5 

4 

4.3 

6 

7.4 

10 

9.7 

Miscellaneous 

21 

6.3 

2 

3.6 

6 

6.4 

4 

4.9 

9 

8.7 

Number  of  men 

in  Entire  Study 

Who  Stopped 

Smoking 

333 

55 

94 

81 

103 

who  had  stopped  for  a longer  length  of  time. 

Table  II  shows  reasons  other  than  physical 
complaints  given  for  stopping  cigaret  smoking. 
Some  men  cited  two  or  three  different  reasons; 
these  men  appear  in  more  than  one  category  on 
this  table. 

Only  6.3  per  cent  of  the  333  men  said  that  they 
stopped  smoking  because  of  reports  that  smoking 
is  a cause  of  lung  cancer  (or  cancer,  without  men- 
tion of  lung).  In  other  words  only  6.3  per  cent 
of  the  18.9  per  cent  who  gave  up  cigaret  smoking 
(or  about  1.2  per  cent  of  the  original  group  of 
men  who  had  smoked  cigarets)  said  that  they 
gave  up  the  habit  because  of  reports  that  smoking 
is  a cause  of  lung  cancer.  Furthermore,  some  of 
these  men  gave  this  as  only  one  of  the  reasons. 

Reports  that  smoking  is  bad  for  health  in  gen- 
eral was  given  as  a reason  for  stopping  by  2.4  per 
cent  of  the  333  men,  and  none  of  these  mentioned 
lung  cancer  specifically.  Therefore,  a total  of  8.7 


per  cent  of  the  333  ex-smokers  (or  about  1.6  per 
cent  of  men  who  had  smoked  cigarets)  gave  as  a 
reason  for  stopping,  reports  that  cigaret  smoking 
causes  lung  cancer  or  is  bad  for  the  health. 

Lung  cancer  was  given  as  a reason  for  stopping 
by  12.7  per  cent  of  those  who  had  stopped  less 
than  two  years  ago,  9.6  per  cent  of  those  who 
stopped  two  to  four  years  ago,  3.7  per  cent  of 
those  who  stopped  five  to  nine  years  ago,  and 
1.9  per  cent  of  those  who  stopped  ten  years  ago 
or  longer. 

The  other  most  common  reasons  for  stopping 
(other  than  physical  complaints)  were  expense  or 
nuisance,  religion,  and  “just  quit”  for  no  appar- 
ent reason.  The  category  expense  or  nuisance 
included  such  reasons  as  cost,  “dirty  habit,” 
fire  hazard,  and  annoyance  to  other  people. 
Twelve  (3.6  per  cent)  of  the  men  said  that  they 
stopped  during  an  illness  and  never  took  up 
cigaret  smoking  again.  The  miscellaneous  cate- 
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TABLE  III. — Complaints  Stated  to  Be  the  Reason  for  Stopping  Cigaret  Smoking,  Stated  to  have  Improved  After 
Stopping,  or  Mentioned  Somewhere  in  Questionnaire 


Number  of  Men  Men- 

Reason  for  Stopping  Improved  After  Stopping  tioning  Complaint 


Complaint 

Number 
of  Men 

Per  Cent 
of  Men 

Number 
of  Men 

Per  Cent 
of  Men 

Number 
of  Men 

Per  Cent 
of  Men 

Cough 

66 

19.8 

91 

27.3 

104 

31.2 

Shortness  of  breath 

23 

6.9 

41 

12.3 

51 

15.3 

Asthma  or  hay  fever 

10 

3.0 

3 

0.9 

11 

3.3 

Chest  complaint 

15 

4.5 

11 

3.3 

18 

5.4 

Throat,  mouth,  sinuses,  etc. 

37 

11.1 

46 

13.8 

58 

17.4 

Ulcer 

10 

3.0 

4 

1.2 

10 

3.0 

Other  stomach  trouble 

16 

4.8 

14 

4.2 

22 

6.6 

Poor  appetite  or  loss  of  weight 

23 

6.9 

55 

16.5 

62 

18.6 

Heart  or  circulatory 

19 

5.7 

5 

1.5 

19 

5.7 

Headache 

16 

4.8 

12 

3.6 

18 

5.4 

Poor  health 

19 

5.7 

71 

21.3 

79 

23.7 

Other 

Total  number  of  men  with  one 

31 

9.3 

36 

10.8 

53 

15.9 

or  more  complaints 

208 

62.5 

272 

81.7 

290 

87.1 

gory  included  such  reasons  as  interferred  with 
work,  “smoked  too  much,”  “thought  it  was  wise 
thing  to  do,”  and  stopped  for  Lent  and  never 
started  again. 

Of  the  333  ex-smokers  208  (62.5  per  cent)  cited 
one  or  more  physical  complaints  as  a reason  for 
stopping.  The  number  and  percentage  of  the 
333  men  who  mentioned  each  specific  complaint  as 
a reason  for  stopping  is  shown  in  the  first  column 
of  Table  III.  A large  proportion  of  the  men  who 
mentioned  a specific  complaint  in  Question  4 
(reason  for  stopping)  said  in  answer  to  question  5 
that  the  same  complaint  disappeared  or  improved 
when  they  stopped  smoking.  In  addition,  a 
number  of  men  who  did  not  mention  a specific 
complaint  as  a reason  for  stopping  nevertheless 
said  that  it  disappeared  or  improved  when  they 
stopped.  The  number  and  percentage  of  the  333 
men  indicating  improvement  of  each  specific 
complaint  are  shown  in  the  second  column  of 
Table  III.  The  third  column  of  Table  III  shows 
the  number  of  men  who  mentioned  each  com- 
plaint anywhere  on  the  questionnaire. 

Coughing  was  by  far  the  most  frequent  com- 
plaint mentioned.  Of  the  333  men,  19.8  per  cent 
gave  coughing  as  a reason  for  stopping,  27.3  per 
cent  said  that  their  cough  disappeared  or  im- 
proved after  stopping,  and  31.2  per  cent  men- 
tioned coughing  in  reply  to  question  4 or  ques- 
tion 5 or  both.  Of  66  men  who  gave  coughing 
as  a reason  for  stopping,  53  (80.3  per  cent) 
specifically  stated  that  their  cough  disappeared 
or  improved  after  stopping.  This  is  probably 
an  underestimate  of  apparent  improvement  in 
this  group,  since  several  of  those  who  did  not 
specifically  say  that  their  cough  improved  after 
stopping  said  that  they  stopped  because  of  a 


cough  and  that  they  felt  better  after  stopping. 

Poor  appetite  (or  loss  of  weight)  and  shortness 
of  breath  were  the  next  most  frequent  complaints 
mentioned  both  as  reasons  for  stopping  and  as 
improved  after  stopping.  Sore  throat  and  com- 
plaints related  to  the  lips,  mouth,  sinuses,  nose, 
and  ears,  considered  together,  were  mentioned  by 
17.4  per  cent  of  the  men.  Poor  health,  not 
specifically  defined,  was  mentioned  by  23.7  per 
cent  of  the  men,  but  this  may  be  an  underesti- 
mate, since  we  did  not  code  vague  references  to 
general  health  for  men  who  mentioned  specific 
complaints  in  answer  to  the  same  question.  The 
category  “other  complaints”  included  such  items 
as  dizziness,  lack  of  energy,  nervousness,  fre- 
quent colds,  etc. 

Altogether  290  (87.1  per  cent)  of  the  333  men 
mentioned  one  or  more  physical  complaints  in 
relation  to  smoking,  and  272  (81.7  per  cent)  indi- 
cated some  improvement  as  an  apparent  result  of 
giving  up  smoking.  Only  one  man  said  that  he 
was  worse  off  as  a result  of  stopping.  This  man 
said  that  he  was  “discontented.”  However,  a 
number  of  men  indicated  that  they  found  it  diffi- 
cult to  give  up  the  habit. 

Only  38  (11.4  per  cent)  of  the  333  men  said 
that  they  gave  up  smoking  because  of  doctor’s 
orders  (usually  related  to  a specifically  men- 
tioned complaint).  Of  these  38  men,  seven  had 
gastric  or  duodenal  ulcers,  eight  had  heart  or 
circulatory  diseases,  four  had  serious  coughs, 
six  had  various  ear,  nose,  throat,  or  mouth  dis- 
eases, and  the  remaining  13  had  various  other  dis- 
eases or  symptoms. 

A majority  of  the  men  noticed  an  increase  in 
weight  after  they  gave  up  smoking.  Of  the  333 
men,  246  (73.9  per  cent)  said  that  they  gained 


2958 


New  York  State  J.  Med. 


EX-SMOKERS 


weight,  80  (24.0  per  cent)  said  that  there  was  no 
change  in  their  weight,  and  7 (2.1  per  cent)  did 
not  answer  the  question.  Some  of  those  who 
gained  weight  said  that  the  gain  was  only  tem- 
porary. Some  indicated  that  they  thought  their 
gain  in  wreight  was  undesirable.  Others  thought 
that  it  was  desirable,  having  given  up  smoking 
because  of  poor  appetite  or  because  they  were 
underweight.  Most  did  not  comment  on  their 
reaction  to  the  gain  in  weight. 

Of  the  333  ex-smokers,  20.1  per  cent  said  that 
they  had  previously  smoked  less  than  a pack  of 
cigarets  a day,  35.4  per  cent  said  that  they  had 
previously  smoked  about  a pack  of  cigarets  a day, 
43.2  per  cent  said  that  they  had  previously 
smoked  more  than  a pack  of  cigarets  a day,  and 
1.3  per  cent  did  not  answer  this  question.  Of 
these  same  men,  6.9  per  cent  said  that  they 
did  not  inhale,  8.1  per  cent  said  that  they  in- 
haled slightly,  43.2  per  cent  said  that  they  inhaled 
moderately,  40.5  per  cent  said  that  they  inhaled 
deeply,  and  1.2  per  cent  did  not  answer  this 
question. 

Comment 

It  is  obvious  that  only  a very  small  percentage 
of  cigaret  smokers  have  given  up  the  habit  con- 
sciously and  admittedly  because  of  reports  linking 
cigaret  smoking  to  lung  cancer  and  other  serious 
diseases.  Even  if  the  reported  link  with  lung 
cancer  was  a contributory  factor  in  several  times 
as  many  cases  as  recorded  on  these  question- 
naires, it  still  was  relatively  unimportant  in 
terms  of  inducing  cigaret  smokers  to  stop.  On 
the  other  hand,  reports  on  lung  cancer  and  lon- 
gevity majr  well  be  a major  factor  in  the  remark- 
able increase  in  popularity  of  filter-tip  cigarets 
which  are  advertised  as  having  “less  tar  and  nico- 
tine.” 

The  most  frequent  reason  cited  for  giving  up 
cigaret  smoking  is  some  unpleasant  condition 
which  the  person  thinks  is  made  worse  by  smok- 
ing, for  example,  cough,  sore  throat,  shortness  of 
breath,  poor  appetite,  etc.  From  comments 


written  on  the  questionnaires  it  appears  that 
some  of  the  men  tried  stopping  a few  times  and 
found  that  their  condition  improved,  and  they 
therefore  gave  up  smoking  permanently.  Pre- 
sumably, if  they  had  not  noted  an  improvement, 
they  might  have  started  to  smoke  again.  No 
doubt  some  men  have  tried  giving  up  smoking 
because  of  a physical  complaint  and  then  started 
again,  either  because  they  did  not  notice  any 
improvement  or  because  they  did  not  have  the 
will  power  to  give  up  the  habit,  even  though  their 
complaint  disappeared  when  they  stopped  tem- 
porarily. 

Summary 

Of  3,560  men  who  filled  out  a questionnaire  on 
smoking  habits,  2,498  (70.2  per  cent)  stated  that 
they  smoked  cigarets  regularly  or  had  done  so  in 
the  past.  Of  these  2,498  men,  472  (18.9  per 
cent)  stated  that  they  no  longer  smoked  cigarets 
or  tobacco  in  any  form.  A questionnaire  asking 
why  they  had  stopped  smoking  and  the  effects,  if 
any,  of  giving  up  smoking  was  sent  to  the  472 
ex-smokers,  and  333  (70.6  per  cent)  replied. 

Only  6.3  per  cent  of  the  333  ex-smokers  said 
that  they  gave  up  the  habit  because  of  reports 
linking  smoking  to  lung  cancer,  and  an  additional 
2.4  per  cent  said  that  they  gave  it  up  because  of 
reports  that  smoking  has  a bad  effect  on  health  in 
general.  In  other  words,  only  about  1.6  per 
cent  of  men  with  a history  of  regular  cigaret 
smoking  said  that  they  gave  up  the  habit  because 
of  reports  relating  cigaret  smoking  to  lung  cancer 
or  other  diseases.  Some  condition  apparently 
made  worse  by  smoking  was  given  as  a reason  for 
stopping  by  208  (62.5  per  cent)  of  the  333  ex- 
smokers. Coughing  was  the  most  frequently 
mentioned  reason  for  giving  up  the  habit. 

Some  improvement,  such  as  less  coughing,  less 
shortness  of  breath,  etc.  was  noted  by  272  (81.7 
per  cent)  of  the  men  as  an  apparent  result  of  giv- 
ing up  smoking.  Of  the  ex-smokers,  246  (73.9 
per  cent)  said  that  they  gained  weight  when 
they  stopped  smoking. 
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The  purpose  of  this  paper  is  to  set  forth  a new 
theory  about  the  pathogenesis  of  acne  vul- 
garis which  may  serve  as  a springboard  for  new 
investigations.  This  theory  is  offered  in  all 
humility  as  the  simplest  possible  explanation  of 
the  production  of  the  comedo  based  on  estab- 
lished clinical  and  laboratory  data. 

There  are  possible  pitfalls  in  current  thinking 
about  the  pathologic  process  involved  in  acne 
vulgaris  which  need  to  be  pinpointed.  The  pre- 
vailing view  is  that  the  ordinary  acne  of  adoles- 
cence results  from  a sebaceous  gland  dysfunction 
in  which  there  is  an  androgen  and  progesterone/ 
estrogen  imbalance,  the  androgen  predominat- 
ing.1 A parallel  imbalance  in  the  hypothalamic- 
pituitary  function  is  considered  a possibility.1-4 
This  theory  does  not  take  into  account  several 
considerations : 

1.  It  is  questionable  whether  androgens  and 
estrogens  cause  acne,  even  though  they  come  into 
play  at  adolescence.  It  is  illogical  to  assume  that 
coincidental  timing  means  causation. 

2.  The  androgens  and  estrogens  first  elabo- 
rated at  adolescence  are  produced  throughout 
most  of  mature  life  when  acne  vulgaris  is  no 
longer  present.  Thus,  each  hormone  may  in- 
dividually influence  but  need  not  cause  acne. 

3.  Assuming  some  validity  for  the  androgen 
and  progesterone/estrogen  imbalance  in  acne,  it  is 
still  necessary  to  look  further  to  see  what  other 
endocrine  mechanisms  can  be  involved.  For 
example,  estrogens  not  only  counterbalance  an- 
drogens, but  they  also  counterbalance  the  pitui- 
tary growth  hormone  (PGH)  and  the  gonadotropic 
hormones,  and  they  can  stimulate  adrenotropic 
hormone  production.5  Significantly,  17-hy- 
droxyprogesterone,  an  intermediary  in  adrenal 
cortical  hormone  metabolism,  has  a marked 
virilizing  effect.6  This  points  up  the  fact  that 
progesterones  may  be  of  adrenal  as  well  as  of 
ovarian  origin. 

4.  The  temptation  may  persist  to  ascribe 
acne  entirely  to  hormonal  aberrations.  But  it  is 
clear  that  other  mammals  that  have  hormone 
systems  nevertheless  do  not  have  acne.7  It, 
therefore,  is  necessary  to  seek  the  earliest  factor 
that  can  set  off  the  implicated  hormone  im- 


balance in  man. 

With  these  critical  considerations  in  mind,  a re- 
view of  some  of  the  data  about  sebaceous  glands, 
adolescence,  and  acne  vulgaris  must  be  made. 

The  site  of  acne,  the  pilosebaceous  apparatus, 
consists  of  one  or  several  sebaceous  glands  which 
empty  into  a hair  follicle.  The  sebaceous  glands 
enlarge  markedly  during  adolescence,  and  the 
secretion  of  sebum  has  been  found  to  be  propor- 
tionate to  the  gland  surface.8  However,  the 
sebum  output  falls  to  a stationary  level  between 
the  ages  of  twenty  and  twenty-five,9  while  the 
gland  surface  area  remains  the  same.  Therefore, 
there  must  be  additional  causes  for  the  acceler- 
ated sebum  production  of  adolescence.  A recent 
review10  maintains  that  sebum  is  produced  at  a 
relatively  constant,  linear  rate. 

In  acne,  the  hair  follicle  adjacent  to  the  seba- 
ceous gland  is  filled  with  a hyperkeratotic  or 
parakeratotic  plug.  This  may  result  from  the 
pressure  of  the  affected  sebaceous  gland  on  the 
contiguous  epithelium,  or  it  may  be  an  inde- 
pendent alteration  in  the  hair  follicle.  Adoles- 
cent beard  development  and  androgenic  stimu- 
lation may  be  sufficient  cause  for  such  follicle 
plugging.  To  put  it  differently,  one  factor 
which  may  precipitate  acne  in  the  beard  area 
is  the  absence  of  an  effective  hair  through  the 
follicle  opening.11 

The  wall  of  the  hair  follicle  adjoining  the 
sebaceous  gland  contains  a clearly  demonstrable 
stratum  granulosum  during  early  acne.12  Since 
the  keratohyalin  granules  of  this  layer  are  com- 
posed of  protein  or  protein  decomposition  prod- 
ucts,13 the  follicle  plug  in  acne  is  the  result  of 
altered  protein  metabolism. 

The  relation  of  the  acne  process  to  the  hair  in 
the  adjacent  follicle  has  been  studied  by  several 
observers.11*12’14  When  the  hair  root  is  in  the 
telogen  or  resting  phase  of  the  hair  growth  cycle, 
the  acne  lesion  develops.12  In  mice,  it  is  possible 
to  induce  or  prolong  the  telogen  phase  by  ad- 
ministration of  adrenal  cortical  steroids.15 

The  sebaceous  glands,  the  site  of  acne,  have  no 
demonstrable  innervation  but  are  acted  on  by 
endocrine  secretions.  Since  acne  occurs  in  both 
sexes,  it  cannot  be  related  solely  to  gonadal  hor- 
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mones.  However,  the  consensus  that  acne  is 
more  prevalent  in  males16  indicates  that  gonadal 
androgens  contribute  to  the  likelihood  of  acquir- 
ing acne  vulgaris. 

Administration  of  the  androgenic  steroid, 
testosterone,  can  produce  an  acneiform  eruption 
of  the  inflammatory  papular  type.17  Yet,  even 
in  males,  50  to  70  per  cent  of  body  androgenic 
steroid  derives  from  the  adrenal  cortex  (as  meas- 
ured by  the  17-ketosteroid  excretion).5  There- 
fore, the  absence  of  acne  in  prepubertal  castrates 
and  eunuchoid  males  explained  wholly  on  the 
basis  of  lack  of  testosterone18  requires  further 
thought.  These  abnormal  individuals  have  en- 
tirely disordered  endocrine  make-ups.  They 
lack  beards,  and  their  emotional  adaptations  dur- 
ing adolescent  years  are  obviously  different  from 
the  usual  ones. 

A study  of  urinary  excretion  of  17-ketosteroid 
(a  neutral  hormone  that  represents  androgen  and 
adrenal  cortical  activity)  showed  no  difference  in 
values  between  acne  and  nonacne  patients.19  In 
the  same  study,  the  17-ketosteroid-estrogen  ratio 
was  the  same  in  normal  persons  as  in  acne  pa- 
tients. This  would  indicate  that  androgenic 
and  adrenal  cortical  steroids  are  certainly  not  the 
principal  factors  in  producing  acne  vulgaris. 

Frequently,  there  is  premenstrual  aggravation 
of  acne  vulgaris  which  is  usually  ascribed  to  a de- 
crease in  estrogens  (which  inhibit  acne).  A 
simultaneous  decrease  in  progesterone  of  corpus 
luteum  origin  occurs.20  Since  estrogens  at 
puberty  cause  maturation  and  oppose  the  effect 
of  the  pituitary  growth  hormone  (PGH),  a low 
estrogen  titer  allows  free  play  of  PGH. 

The  pituitary  growth  hormone,  elaborated  by 
the  anterior  pituitary  gland,  acts  directly  on 
body  structures,  not  by  means  of  an  endocrine 
gland.  It  is  a protoplasmic,  anabolic  hormone 
which  promotes  tissue  growth  (anabolism),  as  op- 
posed to  food  breakdown  for  energy  (catabo- 
lism) . Probably  this  hormone  has  some  relation 
to  the  postulated  pituitary  hormone,  sebotro- 
pin,3  since  sebaceous  glands  would  seem  to  be 
body  structures  rather  than  glands  of  internal 
secretion.  The  pituitary  gland  is  apparently 
concerned  in  the  acne  process,  since  a suppression 
of  acne  was  seen  after  pituitary  irradiation.2 
The  pituitary  growth  hormone  has  been  shown  to 
increase  sebum  alkaline  phosphatase  in  experi- 
mental animals.5  In  man,  tissue  alkaline  phos- 
phatase, an  admittedly  unreliable  test,  is  demon- 
strable in  normal  sweat  glands  and  hair  follicles 


and  around  the  follicles  involved  in  acne  vul- 
garis.21 

In  a review  of  endocrine  questions  in  relation 
to  acne,  the  acneiform  eruption  following  ACTH, 
cortisone,  or  derivative  therapy22  must  be  men- 
tioned. Cortisone  is  used  in  treating  adreno- 
cortical virilism,  a syndrome  which  causes  clini- 
cal acne.23  Obviously,  there  must  be  a common 
denominator  which  explains  why  acne  results 
from  both  the  disease  and  its  treatment.  Per- 
haps the  entire  gamut  of  adrenal  cortical  steroids 
may  evoke  an  acneiform  eruption  possibly  by 
initiating  the  telogen  phase  of  the  hair  cycle. 

The  next  area  to  be  dealt  with  is  the  interplay 
between  the  sebaceous  gland  and  the  eccrine 
sweat  gland.  Acne  may  be  more  severe  in  the 
tropics  where  sweating  is  pronounced.24  Lab- 
oratory support  can  be  found  for  this  assertion. 
Sebum  has  been  shown  to  spread  much  more 
rapidly  on  a wet  skin  than  on  a dry  one25  pos- 
sibly in  accord  with  Langmuir’s  theory  on  the 
spread  of  monomolecular  films.  Also,  variations 
in  the  level  of  ether  soluble  substances  (fats)  on 
skin  parallel  the  level  of  sweat  delivery  in  the 
given  skin  area.26  It,  therefore,  is  possible  that  the 
substantial  increase  in  the  flow  of  sebum  at 
puberty  may  get  impetus  from  increased  sweat- 
ing. The  skin  sites  where  most  of  the  sweat 
glands  and  sebaceous  glands  coincide27-28  become 
the  most  likely  spots  for  development  of  acne. 

From  the  data  thus  far,  it  appears  that  the 
anterior  pituitary  gland,  the  adrenal  cortex,  and 
eccrine  sweating  all  play  roles  in  the  disturbance 
of  the  pilosebaceous  apparatus  called  acne. 
The  roles  of  the  gonadal  hormones  seem  to  be  of 
secondary  importance. 

All  of  these  areas  are  under  direct  or  indirect 
control  of  the  hypothalamic  portion  of  the  brain. 
When  marked  emotional  stimuli,  such  as  fear  or 
anger,  reach  the  hypothalamus,18  sweating  may 
result  from  the  liberation  of  excessive  amounts  of 
acetylcholine.  Also,  according  to  Selye’s  general 
adaptation  syndrome,  stress  and  emotional 
stimuli  to  the  hypothalamus  can  elicit  anterior 
pituitary  tropic  hormones  such  as  ACTH  which 
in  turn  can  greatly  increase  the  output  of  the 
entire  adrenal  cortex.29  The  hypothalamus  also 
controls  the  production  of  the  pituitary  growth 
hormone,  adjusting  its  production  to  the  age  of 
the  individual. 

Perhaps  the  emotional  problems  and  flux  of 
puberty  can  start  the  entire  series  of  events 
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which  have  just  been  described,  bringing  about 
the  comedo  of  clinical  acne.  That  acne  vulgaris 
is  not  a universal  response  to  adolescent  adapta- 
tions is  also  clear. 

At  present,  only  a suspicion  can  be  recorded 
that  it  is  related  to  unusually  severe  problems 
of  adaptation.  The  role  of  heredity  and  an- 
cestry is  moot.30 

The  dynamics  of  development  of  the  acne 
vulgaris  comedo  can  be  visualized  as  follows: 

1.  The  pituitary  growth  hormone  from  the 
anterior  pituitary  gland  brings  about  a tremen- 
dous physical  growth  at  puberty.  It,  or  a parallel 
hormone,  must  cause  simple  increase  in  the  size 
of  the  sebaceous  gland  with  a directly  proportion- 
ate increase  in  sebum  production.  By  regulat- 
ing protein  anabolism,  it  may  contribute  to  the 
formation  of  the  protein  parakeratotic  or  hy- 
perkeratotic  plug  in  the  hair  follicle. 

2.  Stress,  such  as  that  caused  by  the  emo- 
tional problems  of  adolescence,  or  alarm,  accord- 
ing to  the  general  adaptation  syndrome,  can  cause 
increased  nerve  impulses  to  the  hypothalamus 
which  in  turn  stimulates  the  anterior  pituitary  to 
put  forth  ACTH  which  in  turn  stimulates  the 
entire  adrenal  cortex  to  elaborate  its  steroids. 
The  adrenal  cortical  steroid  hormones  can  induce 
the  telogen  phase  of  the  hair  cycle  and  may  foster 
the  appearance  of  the  hair  follicle  keratotic  plug. 

3.  The  hypothalamus  as  a result  of  stress 
or  alarm  can  produce  increased  nerve  impulses  to 
the  eccrine  sweat  glands  which  are  anatomical^ 
sympathetic  and  pharmacologically  parasym- 
pathetic. Sweating  in  turn  accelerates  the 
spread  of  sebum.  If  sebum  is  produced  in  con- 
tinuous linear  fashion,  more  sebum  production  is 
promoted. 

It  is  possible  to  visualize  a great  increase  in 
sebaceous  material,  on  the  basis  of  increased 
pituitary  growth  hormone  or  sebotropin  secretion 
and  increased  sweating,  caught  behind  a blocked 
follicular  orifice.  The  follicular  plug  would 
seem  to  result  mainly  from  increased  adrenal 
cortical  activity. 

Secondary  infections,  bacterial  allergy,  and  a 
multitude  of  ensuing  conditions  only  then  begin 
to  take  part  in  the  complex  disease  called  acne 
vulgaris. 


Summary 

The  emotional  stresses  of  adolescence  and  the 
growth  spurt  of  that  age  would  seem  to  cause  the 
onset  of  early  acne  vulgaris.  Since  the  adapta- 
tion problems  of  adolescence  are  unavoidable  in 
civilization  as  we  know  it,  acne  vulgaris  is  in- 
evitable in  a certain  percentage  of  adolescents. 

3 East  80th  Street 
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Corticosteroid  Therapy  in  the  Treatment  of 
Erythema  Solare  ( Sunburn ) 

Preliminary  Report 


DONNA  YOUNGER,  M.D.,  FRANK  DlPILLO,  M.D.,  AND  THOMAS  MCGINN,  M.D.,  BROOKLYN, 

NEW  YORK 

( From  the  Department  of  Internal  Medicine , Long  Island  College  Hospital) 


Few  physicians  are  unfamiliar  with  the  prob- 
lem of  treating  patients  who  are  inflicted  with 
severe  sunburn  after  prolonged  exposure  to  the 
sun.  Although  this  is  not  a serious  condition,  the 
patient  is  acutely  uncomfortable,  and  disability 
is  occasionally  prolonged.  The  skin  reaction  seen 
in  erythema  solare  is  caused  by  exposure  to  ul- 
traviolet rays,  ranging  between  2,800  and  3,100 
angstrom  units.  While  the  usual  response  to  ul- 
traviolet ray  exposure  is  erythema  of  the  skin, 
there  is  marked  indiv  idual  variation . Commonly, 
erythema  is  followed  by  vesiculation  and  the  for- 
mation of  bullae.  If  the  exposure  has  been  severe 
and  prolonged  and  if  extensive  areas  of  the  skin 
are  involved,  systemic  manifestations  accompany 
the  local  skin  reaction.  Chills,  fever,  nausea, 
vomiting,  edema,  occasional  delirium,  and  col- 
lapse have  been  observed. 

The  treatment  of  sunburn  depends  largely  on 
the  severity  of  the  condition  and  is  usually  symp- 
tomatic. Thus,  a large  variety  of  lotions  and 
ointments  have  been  advocated  together  with 
sedatives  and  analgesics. 

Because  of  the  resemblance  of  the  skin  reaction 
in  sunburn  to  other  nonspecific  inflammatory  re- 
actions, the  use  of  a steroid  compound  with  anti- 
inflammatory effects  suggested  itself  for  use  in  the 
treatment  of  sunburn.  Triamcinolone,*  the 
9-alpha-fluoro-l 6-alpha  hydroxy  derivative  of 
prednisolone,  was  selected  because  of  its  marked 
anti-inflammatory  effect  and  minimal  salt  and 
water  retaining  properties. 

The  subjects  used  in  this  study  were  patients 
who  presented  themselves  at  the  Emergency 
Room  of  the  Long  Island  College  Hospital  be- 
cause of  severe  sunburn.  The  dosage  schedule  of 
triamcinolone*  employed  in  this  study  was  16 

♦The  triamcinolone  (Kenacort),  was  supplied  through 
the  courtesy  of  A.  A.  Billig,  E.  R.  Squibb  & Sons,  New  York 
City. 


mg.  immediately,  4 mg.  every  three  hours  for  four 
doses,  and  then  4 mg.  every  twelve  hours  for  the 
two  final  doses. 

The  following  case  histories  are  representative 
examples  of  the  results  which  were  noted  in  the 
treatment  of  sunburn  with  triamcinolone : 

Case  Reports 

Case  1. — A twenty-eight-year-old  female  was 
seen  twelve  hours  after  a four-hour  exposure  to  the 
sun.  She  complained  of  pain  and  edema  of  the  ears 
and  face.  Examination  showed  marked  erythema 
and  tenderness  of  the  face,  shoulders,  and  back  with 
edema  of  the  face  and  ears.  The  patient  was 
treated  with  triamcinolone,  as  mentioned  in  the 
protocol.  Four  hours  after  the  initial  dose,  there 
was  a marked  decrease  in  tenderness,  and  within 
eight  hours  all  edema  and  tenderness  had  disap- 
peared. 

Case  2. — A thirty-two-year-old  female  was  seen 
twenty-four  hours  after  an  eight-hour  exposure  to 
the  sun.  She  complained  of  chills,  nausea,  vomit- 
ing, and  tenderness  of  the  skin.  Examination 
showed  marked  tenderness  and  erythema  over  70 
per  cent  of  the  body  surface  and  edema  of  the  thighs 
and  ankles.  After  therapy  with  triamcinolone  was 
initiated,  no  further  fever,  chills,  or  vomiting  were 
noted.  The  pain  subsided  within  three  hours,  and 
the  edema  of  the  thighs  and  ankles  disappeared  in 
six  hours.  The  patient  volunteered  the  informa- 
tion that  similar  exposures  to  the  sun  in  the  past  re- 
sulted in  much  more  prolonged  discomfort  and  dis- 
ability. 

Case  3. — A thirty-year-old  male  developed  ery- 
thema and  pain  about  the  face,  shoulders,  and  back 
while  repairing  a roof  in  strong  sunlight.  Within 
four  hours  after  the  administration  of  triamcinolone 
the  pain  disappeared.  The  only  sequela  noted  was 
minimal  peeling  of  the  skin. 

Case  4. — A twenty-year-old  female  was  first 
seen  twelve  hours  after  a six-hour  exposure  to  the 
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sun.  Examination  showed  marked  erythema  of  the 
face,  shoulders,  and  arms.  There  was  moderate 
pain,  and  the  patient  complained  of  an  uncomfort- 
able warmth  of  the  skin. 

Within  six  hours  after  triamcinolone  therapy  was 
instituted,  the  pain  and  warmth  of  the  skin  com- 
pletely disappeared.  Subsequently,  small  vesicles 
occurred  with  peeling. 

Case  5. — A twenty-four-year-old  female  was 
seen  eight  hours  after  a four-hour  exposure  to  the 
sun.  Marked  erythema  of  the  face,  shoulders, 
arms,  and  back  were  her  chief  complaints.  Tri- 
amcinolone, used  as  described  previously,  elimi- 
nated the  pain  within  four  hours,  and  only  slight 
peeling  of  the  skin  was  noted. 

The  patient  stated  that  in  previous  years  expo- 
sure to  the  sun  was  followed  by  much  more  pro- 
longed disability  and  was  complicated  by  the  ap- 
pearance of  herpes  labialis. 


Comment 

All  patients  who  were  treated  with  triamcino- 
lone for  severe  sunburn  had  prompt  and  un- 
equivocal relief  of  symptoms.  Local  skin  re- 
action subsided  quickly,  and  only  minimal  vesic- 
ulation  was  observed.  Systemic  reactions  were 
relieved  within  hours  after  therapy  was  insti- 
tuted. No  side-effects  attributed  to  steroid  ther- 
apy were  noted. 

Conclusion  and  Summary 

Because  of  the  well-known  efficacy  of  corticos- 
teroid therapy  in  nonspecific  inflammatory  reac- 
tions, its  use  in  sunburn  was  suggested.  In  all 
cases  treated  with  triamcinolone,  a prompt  thera- 
peutic response  was  noted.  Preliminary  studies 
indicate  that  equally  good  results  with  a decreased 
dosage  schedule  can  be  obtained,  although  no  side- 
effects  occurred  in  the  present  therapeutic  regime. 


Psychiatric  Problems  Common  in  the  Elderly 


The  psychiatric  problems  which  are  common  in 
elderly  persons  are  “peculiar”  in  several  ways. 
To  begin  with  there  is  a sharp  rise  in  the  incidence 
of  certain  disorders.  The  organic  reactions,  that  is 
the  psychosis  due  to  cerebrovascular  changes  and 
to  senile  dementias,  compose  27  per  cent  of  new 
admissions  to  public  mental  hospitals.  Patients 
with  psychosis  of  old  age  make  up  13  per  cent  of  the 
resident  population  of  mental  hospitals.  Our 
research  has  clearly  shown  that  there  is  a definite 
increase  in  the  number,  duration,  and  depth  of  de- 
pressive periods  in  the  lives  of  so-called  normal 
elderly  people.  Suicide  rates  definitely  increase  in 
late  middle  and  later  years.  Paranoid  tendencies 
become  solidified  with  the  decline  in  physical  ca- 
pacity and  hypochondriac  patterns  crystallize  and 
become  firmly  established  after  an  elderly  person 
is  threatened  with  loss  of  socioeconomic  status 
and  financial  security. 

To  understand  the  psychiatric  peculiarities  of  the 
elderly  patient,  one  must  carefully  consider  three 
important  influences.  The  first  is  the  physiologic 
changes  which  accompany  old  age ; the  second  is  the 
psychologic  reactions  of  the  elderly  person  in  simply 
becoming  older;  and  the  third  has  to  do  with 
enforced  socioeconomic  changes.  Unfortunately, 
insufficient  attention  has  been  given  to  the  impact 


on  the  psyche  of  the  physiologic  changes  that 
accompany  old  age.  Physicians  are  aware  of  the 
fact'  that  many  patients  who  lose  their  hearing 
become  suspicious,  irritable,  and  occasionally  par- 
anoid; but  very  little  attention  has  been  given  to 
the  personality  changes  which  are  brought  about 
by  the  less  obvious  alterations  in  perceptual  abili- 
ties. For  instance,  after  the  age  of  sixty  there  is  a 
very  sharp  decline  in  the  ability  to  recognize  high 
frequency  sounds.  Vision  is  much  more  impaired 
at  lower  levels  of  illumination  for  the  older  person, 
and  there  is  a decline  in  color  matching  ability. 
The  slowing  of  psychomotor  reactions  cuts  down 
manual  abilities. 

Another  change  within  the  central  nervous 
system  which  deserves  attention  is  our  finding  that  in 
so-called  normal  old  people  a high  percentage 
develop  an  aberrant  electrical  pattern  arising  in  the 
left  anterior  temporal  area  of  the  brain.  The 
significance  of  this  change  is  unknown  at  this  time, 
but  it  is  foolish  to  assume  that  this  brain  dys- 
rhythmia in  no  way  affects  the  psychologic  func- 
tioning of  these  elderly  subjects.  It  is  hoped  that 
the  more  serious  of  the  physiologic  changes  can  be 
identified  and  preventive  and  therapeutic  measures 
developed. — Ewald  W.  Busse,  M.D.,  Merrell  Sym- 
posium, May  3,  1958 


2964 


New  York  State  J.  Med. 


Regressive  Shock  Therapy 

M.  G.  JACOBY,  M.B.,  B.S.,  AND  H.  M.  BABIKIAN,  M.D.,  CENTRAL  ISLIP,  NEW  YORK 
( From  Central  I slip  State  Hospital ) 


This  paper  is  a report  on  the  results  obtained 
with  regressive  shock  therapy  given  to  diffi- 
cult female  schizophrenics  who  had  been  hospi- 
talized for  at  least  one  year  prior  to  treatment. 
All  patients  given  regressive  shock  had  pre- 
viously received  symptomatic  shock  treatment 
and  large  doses  of  tranquilizers  and  had  showed 
little  or  no  improvement. 

Technic 

Patients  were  maintained  on  their  previous 
tranquilizing  drugs  and  were  started  on  electro- 
convulsive therapy  seven  days  a week,  four  treat- 
ments a day,  two  in  the  morning  and  two  in  the 
afternoon. 

At  the  commencement  of  the  treatment  they 
were  given  3 grains  of  pentobarbital  in  order  to 
allay  fear,  but  because  they  became  progressively 
more  confused,  the  premedication  was  discon- 
tinued. They  continued  to  receive  their  usual 
dosage  of  tranquilizers  throughout  the  treat- 
ment. 

On  the  second  day  of  treatment  the  majority 
of  patients  began  to  be  confused  and  disoriented. 
By  the  third  to  fourth  day  they  responded  to 
their  maiden  names,  but  they  would  not  respond 
to  their  married  names.  They  had  marked 
memory  defects  to  the  extent  that  they  would 
state  their  age  as  seven  or  ten  years.  About  the 
seventh  day  they  were  very  confused,  had  a 
childish  smile,  and  seemed  to  be  completely  un- 
concerned about  what  was  happening  to  them. 
They  had  difficulty  in  walking  and  coordination 
and  had  urinary  incontinence.  By  the  ninth 
day  they  had  to  be  spoon-fed  and  had  dysphagia. 
By  the  eleventh  or  twelfth  day  they  usually 
started  soiling,  would  not  respond  to  their  names, 
and  could  walk  only  with  help  (Fig.  1).  At  this 
point  treatment  was  discontinued,  but  the  pa- 
tients were  maintained  on  their  tranquilizing 
drugs,  mainly  chlorpromazine. 

During  the  first  three  days  after  treatment  was 
ended  sphincter  control  returned,  dysphagia  dis- 
appeared, and  muscular  coordination  improved. 
About  this  time  they  began  asking  questions 
about  where  they  were,  how  they  came  into  the 
hospital,  etc.  They  were  given  maximum  sup- 
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DAYS  OF  TREATMENT 

Fig.  1.  Effect  of  regressive  shock  therapy  on  17 
patients  during  nine  days  of  treatment  and  several 
days  subsequently. 

portive  treatment  along  with  direction  and  guid- 
ance. Analytic  psychotherapy  was  not  given. 
No  information  was  given  to  the  patient  about 
the  events  which  precipitated  their  psychosis,  and 
when  they  asked,  they  were  told  only  that  they 
had  come  into  hospital  because  they  were  ill. 

Patients  who  returned  to  their  previous 
delusional  thinking  in  the  first  four  or  five  days 
after  treatment  were  given  further  electro- 
convulsive therapy  in  order  to  regress  them  again. 

Emphasis  was  laid  on  permissiveness  and  on 
supporting  patients  in  a way  designed  to  increase 
their  self-respect  and  enhance  their  egos.  They 
were  encouraged  to  wear  their  best  clothes  and 
were  taken  to  the  beauty  parlor  for  permanent 
waves  while  they  were  still  in  a state  of  post- 
treatment confusion.  Although  specific  personnel 
were  not  assigned  to  particular  cases,  we  found 
that  empathy  would  develop  between  a particular 
attendant  and  patient,  and  that  this  attendant 
would  then  take  care  of  all  her  needs.  As  soon  as 
possible  a patient  was  transferred  to  the  honor 
ward  from  which  patients  are  expected  to  be  dis- 
charged in  the  near  future  for  convalescent  care. 
Once  patients  were  over  their  initial  confusion, 
they  were  permitted  to  receive  daily  visitors 
who  were  encouraged  to  take  them  out  for 
walks  and  to  their  homes  for  the  day.  They 
were  encouraged  to  make  phone  calls  to  their 
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TABLE  I. — Results  of  Regressive  Shock  Therapy  in 
17  Patients 


Number  of 
Patients 

Results 

3 

Placed  on  convalescent  care 

4 

Marked  improvement,  given  pa- 
role of  grounds 

5 

Improved,  friendly  and  sociable 

4 

No  improvement 

1 

Could  not  be  regressed 

friends,  and  in  every  way  attempts  were  made 
to  disinstitutionalize  them  by  giving  them  a 
maximum  amount  of  freedom  with  a minimum 
amount  of  discipline. 

Results 

Of  the  17  patients  who  received  this  treatment, 
three  have  been  placed  on  convalescent  care. 
Four  have  honor  cards  and  can  go  around  on  the 
grounds  unaccompanied.  They  are  coopera- 
tive, socialize  well,  and  judge  and  evaluate  reality 
quite  adequately.  Five  patients  who  prior 
to  treatment  were  assaultive,  negativistic,  and 
destructive  became  manageable  and  pleasant. 

Four  showed  no  improvement  (Table  I).  It 
is  interesting  to  note  that  one  patient  could  not 
be  regressed,  although  she  received  a total  of  116 


convulsions  over  a period  of  thirty  days.  An- 
other patient  developed  a hyperpyrexia  of  103  to 
104  F.  two  days  after  treatment  was  stopped. 
She  went  into  coma,  and  her  blood  pressure 
dropped  to  40  to  50  systolic  and  then  became  un- 
detectable. She  was  not  helped  by  noradrenal- 
in  infusions  but  responded  to  cortisone.  This 
was  probably  a case  of  adrenal  exhaustion. 

Comment 

All  patients  who  were  treated  had  been  hospi- 
talized for  at  least  one  year  and  had  previously 
been  treated  by  “adequate”  courses  of  electro- 
convulsive therapy,  insulin,  or  lobotomy.  Others 
had  been  considered  for  psychosurgery. 

It  is  important  to  note  that  after  regressive 
shock  therapy  patients  were  able  to  respond  to 
the  therapeutic  environment  they  were  placed  in, 
whereas  previously  they  were  completely  in- 
different to  it. 

We  wish  to  stress  that  no  psychoanalytic 
psychotherapy  was  done  with  these  patients. 

Regressive  shock  therapy  is  valuable  in  the 
treatment  of  difficult  schizophrenics  and  should 
be  tried  prior  to  lobotomy. 

We  wish  to  thank  Dr.  C.  J.  Kennedy  for  his  advice  in  this 
study. 


Four-in-one  Shot  Developed 


A four-in-one  shot  designed  to  immunize  children 
against  poliomyelitis,  whooping  cough,  diphtheria 
and  tetanus  has  been  tested  successfully  in  approxi- 
mately 300  Detroit  children,  according  to  an  article 
in  the  June  28  issue  of  the  J.A.M.A. 

Children  who  participated  in  the  study  ranged  in 
age  from  two  and  one-half  months  to  five  years. 
Seventy-five  per  cent,  or  224  of  them,  completed 
the  series  of  three  monthly  inoculations,  and  com- 


parisons of  bloods  obtained  before  and  after  the 
inoculations  showed  favorable  response. 

The  product,  known  by  the  trademark  Quadrigen, 
is  not  yet  available  for  commercial  distribution. 
Developed  by  Parke,  Davis  & Company,  it  is  the 
result  of  two  year’s  research  on  combining  polio 
vaccine  with  a three-in-one  shot,  diphtheria  and 
tetanus  toxoids  and  whooping  cough  vaccine 
(DPT),  now  in  general  use  by  pediatricians. 
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The  simultaneous  occurrence  of  tuberculosis 
and  bronchogenic  carcinoma  should  be  sus- 
pected in  all  patients  with  pulmonary  tuberculo- 
sis who  show  an  enlarging  focus,  develop  an  ob- 
structing infiltration,  or  have  a cavity  with  few 
demonstrable  tubercle  bacilli.  Kroon  et  al d 
describe  five  cases  of  this.  Other  authors2  stress 
bloody  sputum  rather  than  copious  hemoptysis, 
severe  persistent  dull  boring  pain  after  cough, 
paroxysms  of  dyspnea  out  of  proportion  of  x-ray 
findings,  conversion  of  sputum  with  progression  on 
x-ray  findings,  dense  hilar  opacity,  or  thick-walled 
cavity  with  ragged  lining.  Paralysis  of  a hemi- 
diaphragm  and  hypertrophic  pulmonary  osteo- 
arthropathy also  suggest  malignancy.  Two  cases 
of  bronchogenic  carcinoma  and  two  of  Hodgkin’s 
disease  are  presented. 

Following  studies  of  34,650  autopsy  reports,  an- 
other author3  reports  3,115  cases  of  active  tuber- 
culosis and  7,511  cases  of  malignant  tumors. 
Of  the  malignant  tumors,  212,  including  58  pul- 
monary cancers,  occurred  in  patients  with  active 
tuberculosis.  Thoracic  malignant  tumors  con- 
cur with  tuberculosis  more  frequently  than  do 
extrathoracic  tumors,  especially  in  men.  In  con- 
clusion he  states  that  tuberculosis  and  other  in- 
fectious diseases  do  not  protect  a patient  against 
cancer.  The  apparent  protection  is  explained  by 
earlier  deaths. 

The  differentiation  of  right  upper  lobe  pneu- 
monia from  bronchogenic  carcinoma  is  discussed 
by  Kirby  et  al.4  The  clinical  picture  of  sudden 


onset,  fever,  chills,  pleuritic  chest  pain,  and  rusty 
sputum  are  contrasted  with  the  gradual  onset  of 
cough,  expectoration,  malaise,  weakness,  and 
weight  loss  in  the  carcinoma  group.  Bronchos- 
copy and  examination  of  sputum  and  bronchial 
washings  will  often  prove  positive.  Progressive 
clearing  on  x-ray  is  also  contrasted  with  pro- 
gressive changes  on  x-rays.  Shields  et  al.6  again 
stress  roentgenographic  clearing  in  more  than 
50  per  cent  at  four  to  six  weeks,  whereas  broncho- 
genic carcinoma  resembling  pneumonia  usually 
shows  roentgenographic  clearing  of  less  than  50 
per  cent  in  four  to  six  weeks.  The  finding  by 
bronchoscopy  of  obstruction,  thickening,  fixation, 
and  constriction  all  favor  carcinoma,  even  without 
a positive  histologic  diagnosis.  The  authors  con- 
clude that  it  is  practically  impossible  to  dif- 
ferentiate localized  chronic  pulmonary  suppura- 
tion from  bronchogenic  carcinoma.  When  these 
patients  are  operated  on,  the  resection  should  be 
limited  until  the  diagnosis  can  be  verified  by 
frozen  section.  I have  performed  several  lobec- 
tomies to  obtain  a proper  specimen  before  de- 
ciding on  pneumonectomy  in  cases  of  chronic  sup- 
puration versus  carcinoma. 

The  diagnostic  aspects  of  bronchogenic  car- 
cinoma were  studied  in  228  proved  cases.6  The 
average  duration  of  symptoms  from  onset  to 
positive  diagnosis  was  7.6  months.  Signs  of  en- 
dobronchial obstruction  were  the  most  common 
physical  signs.  Ninty-seven  per  cent  of  patients 
were  suspected  by  the  roentgenologist  to  have 
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bronchogenic  carcinoma.  Bronchoscopy  was  of 
value  in  diagnosis  and  in  determining  operability. 
Malignant  cells  were  noted  in  47.5  per  cent  of  61 
patients  w’hose  bronchial  aspirates  were  examined 
after  bronchial  lavage.  If  abrasion  of  the  bronchial 
wall  precedes  the  washing,  this  percentage  may 
be  as  high  as  55.5  per  cent  as  compared  with  for- 
ceps biopsy  which  was  positive  in  25.9  per  cent. 

The  roentgenologic  aspects  of  pulmonary  car- 
cinoma are  an  enlarged  hilus  (4  per  cent)  atelec- 
tasis (47  percent),  pulmonary  abscess  (4  per  cent), 
and  a round  shadow  (31  per  cent)  in  a series  of  398 
patients  in  an  Amsterdam  Hospital.7  When  the 
the  preadmission  roentgenograms  were  studied, 
it  was  found  that  the  diagnosis  had  been  missed  in 
53,  causing  an  average  delay  in  treatment  of 
twelve  months.  It  should  be  mentioned  that 
even  in  the  presence  of  a negative  roentgenogram 
it  is  possible  to  have  an  early  carcinoma  of  the 
lung  diagnosed  by  bronchoscopy  with  positive 
diagnosis  made  on  biopsy  tissue  from  cell  wash- 
ings. 

A new  method  for  diagnosis  of  bronchogenic 
carcinoma  is  described  by  Epstein.8  The  con- 
tent of  blood-free  solids  was  determined  in  as- 
pirates of  bronchial  secretion  obtained  from  110 
patients,  54  with  malignant  lung  tumors  and  56 
with  noncancerous  pulmonary  lesions.  The  mean 
percentage  of  blood-free  solids  was  5.5  per  cent  in 
the  cancer  cases  and  2.59  per  cent  for  the  non- 
cancerous. A tentative  dividing  point  of  4 per 
cent  was  selected  for  further  tests  of  the  method. 
Forty-five  of  the  54  cancer  patients  were  diag- 
nosed correctly,  and  53  of  the  56  noncancer  pa- 
tients were  correctly  classified  as  negative.  This 
new  method  appears  to  have  higher  discriminating 
powers  than  either  the  chest  roentgenograms  or 
the  bronchoscopic  report  and  about  the  same  dis- 
criminatory powers  as  the  Papanicolaou  test. 
This  may  prove  another  adjunct  in  the  early 
diagnosis  of  bronchogenic  carcinoma. 

Selective  pulmonary  angiography  to  point  out 
the  exact  confines  of  the  pulmonary  lesions  that 
are  to  be  removed  surgically9  may  also  prove  an- 
other method  of  diagnosing  carcinoma  of  the  lung 
in  difficult  cases.  A sharp  cutoff  from  a branch  of 
the  pulmonary  artery  as  described  by  Neuhof  is 
pathognomonic  of  an  infiltrating  malignant  lesion 
occluding  a branch  of  the  pulmonary  artery. 

Supraclavicular  lymph  node  biopsy  is  now  fre- 
quently performed.  In  62  patients  with  roent- 
genographic  evidence  of  pulmonary  tumor,  nodes 
were  removed.10  Twenty-four  of  44  patients  with 


malignant  pulmonary  lesions  had  positive  nodes. 
Fourteen  of  the  15  patients  with  palpable  nodes 
had  metastases.  In  eight  patients  a positive 
diagnosis  was  made  by  nodes  removed,  even 
though  bronchoscopy  and  sputum  examinations 
had  been  negative. 
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In  order  to  determine  operability  in  clinically  ( 
operable  bronchial  carcinoma,  bilateral  excision  of  j 
nodes  at  the  thoracic  aperture  was  performed  in  < 
100  patients.11  Cancerous  involvement  was  1 
found  in  5 per  cent.  The  authors  advocate  this 
procedure  in  centrally  located  bronchial  car- 
cinoma no  longer  limited  to  one  segment  and  in 
branch  and  stem  bronchus  lesions  with  enlarged 
hilar  nodes.  They  do  not  suggest  the  procedure 
in  apical  segment  tumors  of  the  upper  lobe  and 
only  in  peripheral  tumors  with  enlarged  hilar 
nodes.  One  hundred  patients  suspected  of  having 
pulmonary  tumor  were  submitted  to  scalene 
lymph  node  biopsy,!  which  was  performed  47 
times  on  the  right,  36  on  the  left,  and  17  on  both 
sides.12  Fourteen  per  cent  (seven  right  and  five 
left)  gave  positive  results  in  86  patients  with  pul- 
monary tumors,  65  of  which  had  been  confirmed 
histologically.  The  tumors  were  anaplastic  in 
eight  patients,  adenocarcinoma  in  three,  and  squa- 
mous in  one.  Biopsy  of  supraclavicular  nodes 
was  used  for  diagnosis  in  three  patients  with  nega- 
tive bronchoscopy  and  in  five  patients  who  pre- 
sented only  indirect  symptoms.  Radical  opera- 
tion was  abstained  from  in  seven  patients  only  be- 
cause of  positive  supraclavicular  biopsy  findings. 


Schiff  and  Warren13  studied  a consecutive  series 
of  routine  autopsies.  In  123  autopsies  in  which 
nodes  from  both  sides  of  the  neck  were  examined 
the  over-all  incidence  of  positive  findings  was  16.3 
per  cent.  In  cases  in  which  lymph  node  involve- 
ment would  have  been  possible,  45.5  per  cent  were 
positive.  The  authors  suggest  scalene  node  biopsy 
in  obscure  intrathoracic  conditions,  such  as  car- 
cinoma or  sarcoidosis,  to  determine  prognosis 
management  or  operability  when  diagnosis  is  es- 
tablished. They  also  suggest  it  in  diseases  in- 
volving^lymph  nodes  such  as  Hodgkin’s  disease, 
etc. 


Thirty-five  patients  with  intrathoracic  lesions 
and  in  whom  no  palpable  nodes  were  present  had 
prescalene  node  biopsies.  In  11  (31.4  per  cent) 
a positive  tissue  diagnosis  was  made.14  In  eight 
patients  these  other  methods  had  failed  to  estab- 
lish the  diagnosis.  In  27.2  per  cent  of  patients 
with  bronchogenic  carcinoma  a positive  lymph 
node  biopsy  was  obtained.  Involvement  of  pre- 
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scalene  nodes  in  carcinoma  of  the  lung  indicates 
incurability,  although  palliative  resection  may  be 
performed  to  relieve  infection  or  bleeding. 

Cytologic  examination  of  bronchial  secretions 
has  given  varying  percentages  of  positive  find- 
ings. In  49  cases  of  pulmonary  malignancy 
Caruso15  found  63  per  cent  of  the  patients  to  have 
positive  or  suspicious  findings.  A simple  method 
of  collecting  specimens  for  cytologic  examina- 
tion of  the  sputum  is  described  by  Hampson.16 
The  patient  coughs  directly  into  a jar  containing 
70  per  cent  alcohol.  This  method  is  used  when 
specimens  cannot  be  examined  at  once.  A series 
of  2,242  specimens  from  1,019  patients  is  re- 
ported, and  the  accuracy  of  diagnosis  compares 
favorably  with  bronchoscopic  examination.  The 
method  is  suggested  as  an  additional  aid  to  exist- 
ing diagnostic  methods.  In  reviewing  their  false 
positive  and  false  suspicious  reports,  another 
group17  indicates  that  nuclear  changes  are  more 
important  than  cellular  groupings.  Increased 
nuclear  size,  nuclear  hyperchromatism,  and 
changes  in  the  nucleoli  are  all  very  suggestive  of 
malignancy.  Metaplasia  in  chronic  pulmonary 
disease  must  be  distinguished  from  epidermoid 
carcinoma.  Pyknotic  nuclei  are  usually  present 
in  the  metaplastic  cell.  Rigid  nuclear  criteria 
must  be  adhered  to  in  order  to  avoid  error. 

In  a series  of  1,203  patients  a total  of  3,102 
specimens  of  sputum  and  bronchial  aspirates 
were  examined  cytologically  for  presence  of  malig- 
nant cells  by  Rome  and  Olson.18  Of  266  patients 
with  bronchogenic  carcinoma  76.3  per  cent  had 
suspicious  or  positive  results  of  cytologic  examina- 
tions in  sputum  or  bronchial  aspirates.  Sputum 
specimens  gave  a somewhat  more  accurate  result. 
False  negative  results  were  found  in  5.3  per  cent  of 
patients  studied,  false  suspicious  in  8.1  per  cent, 
and  false  positive  in  only  10  or  0.8  per  cent.  False 
positive  reports,  however,  were  more  frequent  in 
sputum  examinations  than  in  examination  of 
bronchial  aspirates. 

Biopsy  of  thoracic  and  pulmonary  lesions  under 
thorascopic  vision  is  described  by  Heine.19  One 
must  be  able  to  induce  a diagnostic  pneumotho- 
rax and  then  use  a punch  biopsy  under  direct 
vision  and  control  bleeding  by  the  thoraco- 
cautery.  In  13  patients  the  diagnosis  was  estab- 
lished in  12  instances  with  the  aid  of  the  biopsy 
specimen.  This  method  is  considered  safer  than 
blind  puncture. 

Pulmonary  biopsy  is  an  established  method  of 
diagnosis  for  diffuse  infiltrations  of  the  lung  when 


other  methods  have  failed.  The  method  was  em- 
ployed in  118  patients  on  whom  119  pulmonary 
biopsies  were  performed.20  Complications  oc- 
curred in  14  patients  including  four  deaths,  which 
took  place  two  to  sixteen  days  after  pulmonary 
biopsy.  The  most  common  lesions  encountered 
were  primary  or  metastatic  malignancies,  sar- 
coidosis, and  chronic  pulmonary  infections. 
Pneumoconiosis  was  found  in  less  than  half  of  the 
patients  suspected  of  this  lesion.  Pulmonary 
biopsy  failed  to  establish  an  accurate  diagnosis  in 
five  patients  in  this  series. 

Carcinoma  of  the  lung  occurs  at  all  ages.  Two 
cases  of  cancer  of  the  lung  in  children  are  re- 
ported.21 A boy  of  nine  and  a girl  of  five  both 
had  inoperable  carcinomas  of  the  small  round  cell 
type.  In  a review  of  the  literature  they  conclude 
that  carcinoma  of  the  lung  is  a rare  lesion  in  chil- 
dren, making  up  less  than  1 per  cent  of  cancers  of 
the  lung  in  general. 

Lesions  of  the  lung  in  geriatric  patients  are  re- 
viewed by  Beattie.22  Of  the  79  patients  who 
were  sixty  years  of  age  or  older,  49  had  malignant 
tumors,  17  had  infections,  and  13  had  miscella- 
neous lesions,  the  commonest  being  pulmonary  in- 
farction. As  compared  with  patients  under  sixty 
years  of  age,  there  were  more  than  twice  as  many 
cancers  (62  per  cent  compared  to  30  per  cent). 
The  operative  death  rate  was  8.5  per  cent  as  com- 
pared to  2.2  per  cent  among  patients  less  than 
sixty  years  of  age. 

Dual  carcinomas  of  the  lungs  are  very  rare,  and 
not  more  than  ten  such  cases  have  been  reported 
in  the  literature.  A fifty-year-old-male  with  an 
epidermoid  carcinoma  of  the  lower  lobe  and  an 
adenocarcinoma  of  the  upper  lobe,  both  of  which 
were  removed  by  pneumonectomy,  has  been  re- 
ported.23 The  authors  stress  the  finding  of  a dif- 
fuse proliferative  bronchial  arterial  pattern  ex- 
tending into  the  tumor  in  bronchial  carcinoma, 
such  findings  being  absent  in  pulmonary  metas- 
tases. 

Etiology 

Of  all  the  problems  related  to  carcinoma  of  the 
lung  the  question  of  etiology  has  given  rise  to  more 
discussion  and  speculation  than  any  other.  The 
relationship  of  smoking  to  squamous  cell  car- 
cinoma has  been  especially  discussed.  In  a study 
of  carcinoma  of  the  lung  in  196  women  it  was 
noted  that  of  those  with  epidermoid  carcinoma  a 
larger  proportion  smoked  cigarets,  and  of  those 
who  smoked,  they  smoked  more  heavily  compared 
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with  the  women  who  had  adenocarcinoma  of  the 
lung.24 

In  comparing  smoking  habits  of  men  and 
women  it  was  observed  that  a majority  of  men 
over  forty  years  of  age  who  smoke  cigarets  smoke 
at  least  a package  a day,  whereas  only  a small 
minority  of  women  over  forty  who  smoke  cigarets 
consume  this  much.  Alton  Ochsner  at  a meeting 
of  the  Chicago  Medical  Society  on  March  14, 
1958,  stated  “The  cancer-producing  effects  of 
cigarets  require  approximately  twenty  years  to 
cause  cancer  of  the  lung.”  Cancer  of  the  lung 
is  increasing  in  women  but  will  not  become  as  fre- 
quent in  women  as  in  men  until  women  smoke  as 
much  as  men.25  In  a very  detailed  study  on  the 
death  rate  among  physicians  in  England  from 
lung  cancer,  it  is  stated  that  the  death  rate  per 
year  rose  from  0.07  per  1,000  in  nonsmokers  to 
1.66  per  1,000  in  heavy  smokers.26  This  shows 
the  death  rate  of  heavy  smokers  from  lung  cancer 
to  be  20  times  greater  than  the  death  rate  for  non- 
smokers.  This  analysis  covered  Greater  London, 
large  towns,  and  other  districts  and  rules  out  the 
exposure  to  atmospheric  pollution  as  a factor  in 
etiology  of  lung  cancer.  There  was  also  a pro- 
gressive and  significant  reduction  in  mortality 
with  the  increase  in  length  of  time  over  which 
smoking  had  been  given  up.  These  same  authors 
also  report  on  the  cell  type  in  relation  to  consump- 
tion of  tobacco.27  In  men,  a close  relationship  was 
found  between  the  daily  amount  smoked  and  the 
development  of  squamous,  large  cell,  and  small 
cell  carcinomas  but  only  slight,  if  any,  relationship 
with  the  development  of  adenocarcinomas  and 
bronchiolar  (alveolar  cell)  carcinomas.  The 
number  of  women  in  their  series  was  small,  and 
it  was  impossible  for  them  to  decide  whether  the 
same  distinction  held. 

A study  was  made  of  the  bronchial  epithelium 
of  34  patients  who  died  of  bronchogenic  car- 
cinoma, all  of  whom  were  smokers,  and  83  pa- 
tients who  died  of  other  causes.28  Four  changes 
in  epithelium  were  evaluated:  basal  cell  hyper- 
plasia, stratification,  squamous  metaplasia,  and 
carcinoma  in  situ.  The  results  showed  that 
among  people  who  died  of  causes  other  than  lung 
cancer  these  changes  were  less  frequent  in  the  ir- 
regular or  nonsmokers  with  a progressive  increase 
in  the  moderate  and  heavy  smokers.  The  same 
but  more  extensive  changes  were  observed  in 
those  who  died  of  carcinoma  of  the  lung.  The 
conclusions  are  that  inhalants  of  one  sort  or  an- 
other are  important  factors  in  the  causation  of 
bronchogenic  carcinoma  and  that  cigaret  smoking 


is  an  important  factor  in  the  causation  of  broncho- 
genic cancer.  Another  article  stresses  the  fact 
that  recurrences  and  metastases  in  some  cases 
may  be  foci  of  carcinoma  in  situ  developing  in 
other  areas.29  Of  54  cases  dying  of  bronchogenic 
carcinoma  89  per  cent  showed  carcinoma  in  situ. 

In  another  histopathologic  study30  measure- 
ments of  normal  bronchial  epithelium  of  males 
(67  mu.)  was  found  to  be  thicker  than  that 
of  females  (60  mu.),  and  the  right  bronchus  had 
thicker  epithelium  than  the  left.30  Squamous 
metaplasia  was  present  in  8 per  cent  of  routine 
sections.  The  epithelium  proximal  to  a carcinoma 
and  of  the  opposite  good  side  was  thicker  and 
more  hyperplastic  and  showed  more  squamous 
metaplasia  than  normal.  The  authors  also  report 
a 12  per  cent  incidence  of  in  situ  or  frank  car- 
cinoma in  the  opposite  good  lung  in  cases  of  car- 
cinoma of  the  lung. 

A study  of  the  mortality  of  workers  in  the 
bichromates-producing  industry  in  Great  Britain 
shows  a statistically  significant  increase  in  the 
mortality  from  carcinoma  of  the  lung.31  These 
same  findings  are  reported  from  the  same  industry 
in  Germany  and  here  in  America.  The  exact  na- 
ture of  the  carcinogenic  factor  is  not  known. 

In  a study  of  22  Africans  admitted  to  G wanda 
Hospital  with  carcinoma  of  the  lung,  19  had 
worked  in  mines  with  arsenic.32  In  addition,  all 
11  lung  cancer  patients  from  Gwanda  who  were 
questioned  regarding  it,  said  they  smoked. 

In  an  effort  to  establish  a possible  etiology  be- 
tween inflammatory  disease  and  alveolar  cell  car- 
cinoma, seven  patients  were  studied  and  121  cases 
were  reviewed  from  the  literature.33  A history  of 
previous  lung  disease  was  present  in  62  per  cent  of 
patients  studied,  whereas  gross  and/or  micro- 
scopic evidence  of  chronic  infection  or  previous 
inflammatory  disease  was  found  in  84  per  cent  of 
the  patients.  Pathologic  evidence  is  submitted 
that  alveolar  cell  carcinoma  may  arise  in  or  is  as- 
sociated with  inflammatory  foci . in  the  lung. 
Starting  from  a single  focus  the  alveolar  cell  car- 
cinoma metastasizes  to  the  same  and  opposite 
lung  via  the  bronchial  tree.  Pulmonary  fibrosis 
as  a result  of  increased  use  of  antibiotics  may  be 
related  to  the  increased  reported  incidence  of  al- 
veolar cell  carcinoma.  A similar  study  is  pre- 
sented in  relation  to  lung  scars  and  cancer  of  the 
lung  by  other  authors.34  They  found  many  pe- 
ripheral lung  cancers  related  to  the  previous  scar- 
ring. Twelve  patients  with  small  lung  cancers 
growing  in  relation  to  scars  of  different  etiology 
and  three  patients  with  carcinoma  arising  from 
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walls  of  both  a tuberculous  cavity  and  chronic 
lung  abscesses  are  presented.  Damage  and  scar- 
ring of  the  lung  regardless  of  the  cause  may  cause 
proliferation  in  terminal  bronchioles  and  the  re- 
parative hyperplasia  may  progress  to  malignant 
change  especially  in  the  small  bronchioles  result- 
ing in  peripheral  carcinomas  of  all  histologic  types. 
These  growths  then  spread  to  regional  nodes  and 
lobar  bronchi  where  they  may  be  confused  with 
primary  growths. 

In  studying  ciliary  streaming  in  the  bronchial  tree 
one  author  relates  the  various  points  of  obstruc- 
tion to  the  possible  site  of  irritation  from  cigaret 
smoke.36  The  larger  bronchi  at  the  hilus  of  the 
lung  are  a favorite  site  for  squamous  carcinoma. 
Here  where  the  mucous  stream  narrows  and  the 
flow  is  obstructed,  islands  of  squamous  epithelium 
and  ciliary  narrows  are  found.  In  the  trachea  few 
obstructions  are  found,  whereas  carcinoma  is  fre- 
quently encountered  on  the  vocal  cords  where 
there  is  a slowing  of  the  stream  and  islands  of  non- 
ciliated  epithelium  are  present. 

Spread  of  Carcinoma 

In  an  attempt  to  determine  the  high  frequency 
of  adrenal  metastases  from  lung  cancer  an  autopsy 
study  of  1,000  patients  with  lung  cancer  was  un- 
dertaken.36 In  100  of  these  the  pattern  of  lymph 
node  metastases  was  analyzed,  and  it  was  noted 
that  the  adrenal  and  lymph  node  metastases  fol- 
low similar  patterns.  It  was  adduced  that  lung 
cancer  spreads  to  the  adrenals  mainly  by  way  of 
the  lymphatics.  Another  study  showed  that  in 
100  specimens  studied  75  per  cent  had  lymph  node 
involvement  and  that  lobar  lymphatic  drainage 
was  constant.37  The  lower  lobes  metastasized  to 
nodes  more  than  the  upper  lobes.  In  squamous 
carcinoma  37.2  per  cent  had  none  or  intrapul- 
monary  spread,  whereas  in  undifferentiated  car- 
cinoma only  17  per  cent  had  none  or  intrapul- 
monary  spread.  Mediastinal  nodes  were  invaded 
in  the  squamous  34  per  cent  and  in  the  undif- 
ferentiated 60  per  cent,  whereas  vascular  in- 
vasion was  23.7  per  cent  in  the  squamous  and  40 
per  cent  in  the  undifferentiated.  Peripheral 
tumors  behaved  the  same  way  as  central  tumors 
with  respect  to  the  extent  of  the  growth  and  node 
involvement.  Squamous  carcinomas  were  more 
often  centrally  located,  whereas  most  adenocar- 
cinomas were  in  the  periphery.  Bronchogenic 
carcinoma  often  involves  the  thoracic  wall,  and 
the  most  common  symptom  is  pain  in  the  thoracic 
wall.  Sixteen  case  histories,  seven  pneumonec- 
tomies and  nine  lobectomies  are  reported  by 


Gronquist  et  al .38  Two  of  these  patients  have 
been  alive  for  more  than  two  years.  The  opera- 
tive procedure  can  be  curative  where  there  is 
thoracic  wall  involvement  only  when  the  involve- 
ment is  limited  to  the  parietal  pleura. 

Metastases  to  the  brain  are  very  common  in 
carcinoma  of  the  lung.  Ten  patients,  four  with  a 
pulmonary  history  and  six  in  whom  neurologic 
symptoms  were  predominant,  were  discussed  by 
Jeri  and  Landa.39  Roentgenogram  examina- 
tion of  the  chest  showed  a pulmonary  tumor  in 
nine  patients.  Craniotomy  was  only  performed 
in  those  patients  (five  in  all)  with  intracranial  hy- 
pertension. Roentgen  treatment  was  given  to 
all  ten  patients.  One  patient  in  the  craniotomy 
group  lived  more  than  three  months. 

As  a result  of  an  experience  with  a patient  with 
a carcinoma  of  the  lung  and  a cerebellar  metasta- 
sis, some  authors40  advise  clinical  and  roentgeno- 
logic examinations  of  the  chest  for  carcinoma  of 
the  lung  in  all  cases  manifesting  cerebellar  symp- 
toms even  if  they  be  mild.  In  27  autopsied  cases 
15  were  found  to  have  intracranial  disease.41 
Antemortem  studies  revealed  positive  neurologic 
findings  in  14  patients  and  abnormal  electro- 
encephalograms in  nine.  The  value  of  neurologic 
examinations  and  electroencephalograms  before 
operating  for  lung  cancer  is  stressed. 

One  study  was  made  to  determine  the  natural 
growth  of  a cancer  of  the  lung.42  It  was  found 
that  at  least  twenty-four  months  elapse  in  most 
cases  between  the  first  roentgen  evidence  until  op- 
eration or  death.  Many  cases  apparently  arise 
peripherally  and  remain  isolated  and  symptom- 
less for  long  periods  of  time.  Eventually,  how- 
ever, they  grow  centrally  and  invade  a major 
bronchus  when  they  produce  symptoms.  This 
study  was  based  on  roentgen  examinations  and 
includes  routine  x-rays  taken  years  prior  to  symp- 
tomatic pulmonary  neoplasms. 
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Case  History 

A sixty-three-year-old,  white  male  developed, 
six  weeks  prior  to  admission,  fatigue,  anorexia, 
and  a cough  productive  of  small  amounts  of 
mucoid  sputum.  He  later  developed  chills 
and  fever,  coughed  more  frequently,  and  the 
sputum  volume  increased  to  a half-cup  daily.  He 
was  given  penicillin,  and  a good  response  was 
obtained,  namely,  subsidence  of  fever,  fewer 
episodes  of  coughing,  and  decrease  in  sputum 
production.  A roentgenogram  of  the  chest 
revealed  a round,  excavated  lesion  in  the  right 
midlung  field,  and  for  that  reason  he  was  referred 
to  Roswell  Park  Memorial  Institute. 

The  patient  had  noted  “bronchitis”  for  many 
years.  His  social  history  revealed  that  he  had 
worked  near  large  concentrations  of  chlorine 
and  in  a carborundum  plant. 

A hemogram  revealed  a hemoglobin  of  10.1 
Gm.,  leukocyte  count  6,200,  a normal  differential, 
platelet  count  260,000,  and  reticulocytes  0.6  per 
cent.  Studies  of  sputum  failed  to  reveal  any 
tumor  cells  or  acid-fast  bacilli.  Bronchoscopy 
revealed  mild  bronchitis  and  mucoid  secretions 
in  the  right  middle  and  lower  lobe  orifices.  No 
tumor  was  seen.  Bone  marrow  studies  were 
normal.  The  urine  showed  a trace  of  albumin 
and  two  to  four  red  blood  cells  per  high-power 
field.  The  nonprotein  nitrogen  was  between 
30  and  39  mg.  per  cent.  Serum  potassium  and 
sodium  were  within  normal  limits.  Alkaline 
phosphatase  was  10.2  King  Armstrong  units, 
and  fasting  blood  sugar  was  100  mg.  per  cent. 
An  electrocardiogram  showed  a sinus  tachy- 


cardia with  a rate  of  102  per  minute  and  was 
interpreted  as  a normal  record  (Fig.  1).  A 
right  upper  lobectomy  was  performed  while  the 
patient  was  in  a face-down  position.  The  opera- 
tion was  without  incident.  Postopera tively, 
the  patient  was  given  about  26  mg.  of  nitrogen 
mustard  within  a three-day  period.  The  post- 
operative course  was  complicated  by  an  atelectasis 
on  the  right  side  which  necessitated  repeated 
bronchoscopies.  Furthermore,  he  remained  fe- 
brile with  temperatures  as  high  as  104  F.  despite 
the  resolution  of  the  process  in  the  right  lung. 
He  also  had  a pulse  rate  that  ranged  from  100 
to  140.  Blood  cultures  were  sterile.  His  hemo- 
globin fell  to  8.8  Gm.  On  the  tenth  postoperative 
day  his  white  cell  count  was  3,200  with  83  per 
cent  polymorphonuclears,  and  the  platelet  count 
fell  to  152,000.  At  no  time  did  the  patient  ex- 
hibit any  bleeding  tendency.  The  patient  be- 
came progressively  weaker.  Transaminase  was 
755  units  on  the  thirteenth  postoperative 
day.  An  electrocardiogram  (Fig.  2)  on  the 
morning  of  the  thirteenth  postoperative  day 
showed  that  the  ST  segments  had  become 
elevated  in  leads  2 and  3 and  AVF  and  in  the 
left  precordial  leads.  On  another  record  (Fig.  3) 
taken  in  the  afternoon  of  the  same  day,  there 
were  diffuse,  nonspecific  ST  and  T wave  changes. 
The  patient  became  progressively  weaker,  his 
blood  pressure  fell  until  it  had  to  be  maintained 
with  vasopressors,  and  it  soon  was  impossible 
to  restore  an  audible  blood  pressure  even  with 
Levophed.  He  expired  on  the  fourteenth  post- 
operative day. 


September  15,  1958 


2973 


CLINICOPATHOLOGIC  CONFERENCE 


AVF 


LO-iif 


Fig.  1.  Admission  electrocardiogram 


Discussion 

Dr.  Leon  Stutzman:  There  are  two  phases 
to  this  patient’s  illness:  (1)  prelude  to  the  op- 
eration and  (2)  his  postoperative  period.  His 
illness  started  with  a cough  productive  of  scanty 
sputum  and  fatigue  six  weeks  prior  to  admission. 
Only  later  did  he  develop  fever  associated  with 
an  increase  in  coughing  episodes  and  an  onset  of 
sputum  production.  These  symptoms  responded 
to  penicillin  therapy,  but  he  was  admitted  to  the 
hospital  with  a cavitary  pulmonary  lesion. 
May  we  see  the  roentgenograms. 

Dr.  Ralph  Lilienfeld:  The  initial  film  ex- 
posed at  the  time  of  admission  shows  evidence 
of  a large  cavity  with  air  fluid  level  situated  in 
the  right  midlung  field.  The  cavity  overlaps 
the  superior  segment  of  the  right  lower  and  the 
posterior  segment  of  the  right  upper  lobe.  Some 
degree  of  pleural  reaction  is  seen  along  the  right 
lateral  chest  wall,  but  no  pleural  effusion  is  pres- 
ent. The  rib  cage  is  intact.  The  mediastinal 


shadow  is  not  enlarged.  The  cardiac  contour  is 
normal,  and  the  left  lung  appears  clear. 

Dr.  Stutzman:  The  location  of  the  lesion  in 
the  lung  is  quite  typical  for  an  abscess  that  com- 
plicated pneumonia,  and  his  response  to  chem- 
otherapy would  indicate  an  infection.  Pneu- 
monia usually  causes  a more  explosive  onset  of 
symptoms,  and  one  rarely  sees  abscess  as  a 
complication  in  this  day  of  antibiotic  therapy. 
However,  in  older  age  groups  pneumonias  may 
be  slow  to  resolve,  and  acute  symptoms  may  not 
appear  if  the  dosage  of  antibiotics  is  sufficient 
to  decrease  the  rate  of  growth  but  insufficient 
to  kill  the  organism. 

Benign  tumors  almost  never  cavitate  and 
therefore  can  be  quickly  dismissed.  Hodgkin’s 
disease  may  cause  parenchymal  lung  lesions 
which  might  show  central  necrosis.  In  the 
absence  of  adenopathy,  a palpable  spleen,  and 
other  signs  of  this  disease,  Hodgkin’s  disease  is 
most  unlikely.  Solitary  metastases  of  this 
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size  are  rarely  found  in  the  lung.  Furthermore, 
no  apparent  primary  tumor  was  found  else- 
where. 

Chronic  inflammations  must  be  considered. 
Fungi  may  cause  pulmonary  lesions  similar  to 
this  one  without  acute  symptoms.  Actinomycosis 
is  particularly  liable  to  cavitate  and  to  have 
pleural  involvement.  However,  this  lesion  is 
also  very  likely  to  form  sinus  tracts.  Lipoid 
pneumonias  may  cause  chronic  lung  disease, 
but  there  is  a greater  tendency  toward  fibrosis 
than  toward  cavitation,  and  there  is  no  evidence 
in  the  protocol  of  oily  medication  or  sputum. 
Tuberculosis  often  shows  cavitary  lung  lesions, 
and  elderly  people  are  prone  to  develop  this 
infection.  The  onset  of  this  patient’s  illness 
is  compatible  with  tuberculosis,  and  the  sudden 
increase  in  sputum  production  may  have  been 
the  result  of  cavitation.  The  location  in  the 
right  middle  lobe  is  unusual  for  tuberculosis, 
and  response  to  penicillin  would  be  evidence 


against  this  diagnosis.  Moreover,  studies  failed 
to  show  any  acid-fast  bacilli  in  the  face  of  a 
large  volume  of  sputum  production. 

Of  more  immediate  importance  is  the  possibil- 
ity of  the  coexistence  of  tuberculosis  with  primary 
pulmonary  cancer.  Both  of  these  conditions  are 
common,  and  one  must  be  aware  of  their  fre- 
quent concurrence.  In  10  per  cent  of  cases  in 
some  series,  carcinoma  of  the  lung  is  associated 
with  active  tuberculosis.  The  tuberculin  test 
is  not  recorded  in  this  case  and  might  have  been 
of  some  value  in  this  differential. 

Pulmonary  carcinoma  is  perhaps  the  most 
common  cause  of  chronic  pulmonary  disease 
in  this  age  group  and  should  always  be  suspected 
where  sputum  does  not  yield  pathogenic  or- 
ganisms and  when  response  to  therapy  is  poor. 
Recently,  however,  this  principle  has  been  em- 
phasized to  such  a degree  that  it  is  often  forgotten 
that  inflammatory  processes  occasionally  may 
be  slow  to  resolve  and  may  cause  similar  clinical 
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Fig.  3.  Electrocardiogram,  afternoon  of  the  thirteenth  postoperative  day. 


pictures.  The  differential  diagnosis  is  often 
difficult,  and  exploratory  thoracotomy  may  be 
necessary.  The  syndrome  of  obstructive  pneu- 
monitis in  conjunction  with  pulmonary  malig- 
nancy is  well  known,  and  85  per  cent  of  all  lungs 
resected  for  pulmonary  carcinoma  show  in- 
flammatory changes.  This  fact  would  fit  well 
into  this  clinical  picture  and  account  for  the 
patient’s  improvement  following  antibiotics. 
The  clinical  differentiation  must  depend  largely 
on  bronchoscopic  findings  and  the  cytologic 
studies  of  the  sputum,  which  were  negative  in  our 
case.  However,  when  cancers  are  peripherally 
located,  they  are  often  beyond  the  vision  of  the 
bronchoscopist.  Multiple  sputum  examinations 
are  often  necessary  to  locate  malignant  cells,  but 
even  repeated  studies  may  occasionally  fail  to 
show  pathognomonic  findings  in  patients  who 
have  cancer  of  the  lung.  The  occupational 
history  does  not  help,  since  neither  chlorine 
nor  carborundum  are  known  to  cause  focal 
pulmonary  lesions. 


In  view  of  the  patient’s  age,  chronicity  of  a 
cavitary  lung  lesion  responding  slightly  to  anti- 
biotic therapy,  and  negative  acid-fast  sputum 
studies,  I believe  this  patient  had  a carcinoma 
of  the  lung. 

The  postoperative  phase  of  his  illness  can 
similarly  be  divided  into  two  parts.  He  devel- 
oped disease  in  the  right  lung,  pyrexia,  and  grad- 
ual deterioration.  At  first,  atelectasis  appeared 
to  account  for  his  status  by  a combination  of 
secondary  infection  and  hypoxia.  He  developed 
a slight  leukopenia,  which  is  quite  typical  fol- 
lowing this  dosage  of  nitrogen  mustard.  A 
slight  shift  to  the  left  might  have  indicated  an 
infectious  process  in  spite  of  the  leukopenia. 
The  pyrexia  persisted  in  spite  of  the  improvement 
of  the  atelectasis,  and  therefore  a search  for  other 
infections  was  indicated.  One  would  look  for 
subacute  bacterial  endocarditis.  Although  we 
know  nothing  of  the  cardiac  findings,  petechiae 
were  not  noted,  and  blood  cultures  were  sterile 
at  a time  when  the  patient  was  not  on  antibi- 
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otics.  This  disease,  therefore,  is  unlikely.  I 
would  account  for  his  immediate  postoperative 
complications  by  a combination  of  pulmonary 
atelectasis  and  bronchopneumonia,  possibly  com- 
plicated by  electrolyte  imbalance  and  dehy- 
dration. 

The  second  part  of  the  postoperative  phase 
developed  one  or  two  days  prior  to  death.  He 
weakened  and  developed  shock  without  known 
bleeding.  In  view  of  this  terminal  shock-like 
state  the  possibility  of  acute  adrenal  insufficiency 
resulting  from  replacement  of  the  adrenals  by 
metastatic  carcinoma  should  be  mentioned. 
Against  this  diagnosis  would  be  the  patient’s 
recent  tolerance  to  major  surgery  and  the  absence 
of  electrolyte  changes  to  substantiate  such  a 
diagnosis.  Furthermore,  soon  after  the  develop- 
ment of  shock  a transaminase  of  755  units  (pre- 
sumably serum  glutamic  oxalacetic  transaminase) 
was  obtained.  Adrenal  insufficiency  does  not 
produce  high  transaminase  levels.  Any  value 
over  100  units  is  highly  significant  and  may  be 
seen  in  patients  with  a variety  of  diseases: 
hepatic  necrosis,  metastatic  carcinoma  to  the 
liver,  massive  trauma  to  skeletal  muscle,  pulmon- 
ary infarction,  cardiac  infarction,  etc.1  The 
highest  levels  are  reported  in  conditions  associated 
with  hepatic  necrosis.  In  acute  infectious 
hepatitis  and  carbon  tetrachloride  poisoning 
values  as  high  as  3,000  or  4,000  units  have  been 
obtained.  There  is  no  clinical  evidence  of 
hepatic  dysfunction  except  for  the  slightly  el- 
evated alkaline  phosphatase  at  the  time  of  ad- 
mission, and  I would  assume  that  massive  liver 
involvement  in  the  postoperative  period  would 
have  been  accompanied  by  jaundice.  Metastatic 
liver  disease  has  been  associated  with  levels  of 
serum  transaminase  up  to  45  to  250  units.  Sev- 
eral studies  have  been  made  of  people  involved 
in  automobile  accidents  where  the  heart  and  liver 
were  normal.  In  these  patients,  transitory 
rises  of  transaminase  occurred  if  skeletal  muscle 
was  destroyed,  but  elevation  did  not  persist 
for  as  long  as  thirteen  days  after  the  trauma. 
Multiple  pulmonary  infarcts  have  given  rise  to 
spikes  in  transaminase  as  high  as  500  units. 
Usually  it  is  much  lower.  This  patient  did  not 
have  chest  pain,  hemoptysis,  or  an  obvious 
source  for  his  embolization.  However,  a pul- 
monary embolus  must  be  considered  when  the 
clinical  condition  of  a patient  suddenly  becomes 
poor,  particularly  when  it  is  accompanied  by 
shock.  Transaminase  measurements  have  been 
chiefly  used  in  the  diagnosis  of  myocardial  in- 


farction and  in  fact  have  become  as  common 
as  the  electrocardiogram  in  this  situation.  Ap- 
proximately six  hours  after  a myocardial  in- 
farction there  is  a sudden  spike  in  the  trans- 
aminase levels  reaching  a maximum  in  about 
twelve  hours  and  returning  to  normal  after 
five  or  six  days.  However,  values  higher  than 
300  units  are  distinctly  uncommon  for  my- 
ocardial infarctions. 

Fortunately  the  electrocardiograph  findings 
may  be  of  considerable  help  in  defining  this 
patient’s  terminal  episode.  We  are  particularly 
fortunate  in  having  a preoperative  electrocar- 
diogram showing  normal  findings.  The  electro- 
cardiogram taken  the  morning  prior  to  his  death 
shows  low  voltage  everywhere,  ST  segment  ele- 
vation in  leads  II  and  III  and  AVF,  depression 
of  the  T waves  throughout,  and  a development 
of  a small  Q wave  in  lead  III  and  AVF.  These 
are  of  low  amplitude,  but  with  this  low  voltage 
they  may  be  significant  and  are  not  present 
in  his  preoperative  tracing.  A cardiogram  taken 
a few  hours  later  shows  elevated  ST  segment 
in  leads  II  and  III  and  AVF,  and  since  the  last 
tracing  they  have  developed  in  V4,  VB,  and  V6. 
A Q wave  is  again  fairly  prominent  in  lead  III 
and  is  again  visible  in  AVF,  and  the  T waves 
are  quite  low  throughout.  One  disturbing 
factor  about  this  change  is  that  if  one  makes  a 
diagnosis  of  myocardial  infarction,  there  is 
failure  of  reciprocal  ST  segment  depression  in 
lead  I and  AVL.  These  are  actually  isoelectric. 

Pericarditis  and  myocarditis  may  give  ST  seg- 
ment elevation.  However,  they  do  not  pro- 
duce transaminase  elevations  of  this  degree  and 
very  infrequently  produce  shock.  Elderly  people 
rarely  develop  myocarditis. 

Occasionally,  an  acute  cor  pulmonale  syndrome 
due  to  pulmonary  embolism  may  closely  mimic 
the  electrocardiographic  picture  of  a posterior 
myocardial  infarction.  Thus,  Q waves  re- 
corded in  AVF  and  lead  III  are  thought  to  occur 
because  the  apex  of  the  heart  is  rotated  anteriorly 
by  the  right  ventricular  dilatation.  Pulmonary 
embolism  is  a definite  possibility,  but  I believe 
that  acute  myocardial  infarction  of  the  postero- 
lateral ventricular  wall  is  more  likely  to  produce 
a high  transaminase  level,  these  electrocar- 
diographic findings,  and  terminal  shock. 

Dr.  Charles  Ross:  In  the  last  few  days  of 
his  life  the  patient  was  on  strict  bed  rest  because 
of  persistent  tachycardia,  highly  labile  to  slight 
exertion.  He  developed  presact&l  edema  and 
an  enlargement  of  his  liver. 
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Dr.  Herschel  Moss:  Did  he  have  elevated 
venous  pressure? 

Dr.  Ross:  It  wasn’t  measured. 

Resident  : Was  he  digitalized? 

Dr.  Ross:  Yes,  but  with  no  clinical  improve- 
ment. He  was  cyanotic  for  the  last  twenty-four 
hours  before  death. 

Dr.  Stutzman:  Was  he  alert  enough  to  give 
a history  of  chest  pain  if  it  occurred? 

Dr.  Ross:  Yes,  right  up  until  the  time  his 
blood  pressure  fell.  He  never  complained  of 
pain. 

Dr.  Arturo  Beltran:  Was  there  any  change 
in  the  heart  sounds  in  the  last  three  or  four  days? 

Dr.  Ross:  Yes,  the  heart  sounds  became 
feeble  and  more  distant. 

Dr.  Stutzman:  I did  not  know  that  he  re- 
ceived digitalis.  I also  did  not  know  that  he 
was  dyspneic  nor  that  the  cardiac  response  to 
therapy  was  so  poor.  If  he  was  truly  alert 
enough  to  give  a history  of  chest  pain,  the  lack 
of  such  a history  is  strong  evidence  against  myo- 
cardial infarction.  One  often  hears  about  silent 
myocardial  infarctions,  but  such  patients  usually 
are  so  ill  or  so  senile  that  one  cannot  obtain  an 
accurate  history.  Where  accurate  histories  are 
obtainable,  it  has  been  my  experience  that  truly 
silent  coronaries  are  excessively  rare.  The  car- 
diographic  findings  in  this  patient  are  not  diag- 
nostic. Deep,  wide  Q waves,  diagnostic  of  myo- 
cardial infarction,  are  not  present  in  these  cardio- 
grams. If  the  patient  had  rapidly  increasing 
cardiorespiratory  distress  during  his  last  two 
days,  then  perhaps  a pulmonary  embolism  may 
better  explain  his  course,  since  emboli  to  the 
lung  are  not  necessarily  painful. 

Diagnoses 

Clinical. — ( 1 ) Carcinoma  of  the  lung,  resected; 
(2)  infarction  of  the  heart. 

Dr.  Stutzman. — ( 1 ) Carcinoma  of  the  lung, 
resected;  ( 2 ) infarction  of  the  heart,  posterior 
lateral  ventricle,  acute. 

Anatomic. — ( 1 ) Carcinoma  of  the  lung  re- 
sected; (2)  viral  myocarditis. 

Pathologic  Report 

Dr.  John  W.  Pickren:  Dr.  Stutzman  ac- 
curately deduced  that  there  were  two  phases 
in  this  patient’s  illness.  At  operation  carci- 
noma of  the  lung  that  showed  central  necro- 
sis and  cavitation  was  removed.  No  metas- 
tases  were  found.  During  the  second  phase  the 
patient  developed  cardiac  failure  proved  by 


Fig.  4.  Heart  shows  degenerative  fibers  and  wide- 
spread infiltration  by  leukocytes. 


autopsy  study,  since  edema  of  the  lungs  (each 
weighed  700  Gm.),  bilateral  pleural  effusion, 
congestion  and  enlargement  of  the  liver,  sple- 
nomegaly, ascites,  and  peripheral  edema  were 
found.  Although  Dr.  Stutzman  correctly  stated 
that  the  patient  had  cardiac  failure,  he  was  in 
error  as  to  the  basic  etiology.  Yet,  there  are 
certain  aspects  of  the  clinical  findings  that  might 
lead  one  to  the  correct  diagnosis.  These  were 
high  levels  of  transaminase  (suggestive  of  more 
destruction  of  cardiac  fibers  than  is  usually  seen 
in  myocardial  infarction),  nonspecific  electro- 
cardiographic abnormalities,  and  acute  myo- 
cardial failure  unrelenting  on  digitalis  therapy. 

At  autopsy  the  myocardium  was  soft  and  flabby 
and  the  cut  surface  showed  a diffuse  mottling  of 
yellow  and  red.  The  coronary  vessels  were 
slightly  sclerotic  but  widely  patent  throughout. 
Microscopically,  a diffuse  infiltration  of  poly- 
morphonuclear leukocytes  and  lymphocytes  was 
present  throughout  the  myocardium  (Fig.  4). 
Many  of  the  myocardial  fibers  were  necrotic. 
These  findings  suggest  infectious  myocarditis 
rather  than  an  occlusive  lesion.  Although  no 
cultures  were  made,  the  lesion  is  more  consistent 
with  a viral  agent  than  with  a bacterial  infection. 
Furthermore,  no  evidence  of  bacterial  infection 
elsewhere  in  the  body  was  found. 

Dr.  Stutzman  noted  that  diffuse  myocarditis 
is  rare  in  people  in  the  age  group  of  this  patient. 
Although  it  is  true  that  myocarditis  severe 
enough  to  cause  death  is  rare,2  myocarditis 
is  frequently  seen  in  patients  with  viral  diseases, 
as  has  been  shown  by  electrocardiographic 
studies.3  Moreover,  severe  viral  myocarditis 
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has  been  produced  experimentally  in  rabbits  by 
exposing  the  rabbit  to  hypoxia  and  the  virus  at 
the  same  time.4  When  the  rabbit  is  exposed 
only  to  the  virus,  the  myocarditis  is  mild. 
Whether  the  hypoxia  from  the  operation  and  the 
postoperative  atelectasis  added  to  a common 
viral  infection  might  result  in  a severe  form  of 
human  myocarditis  is  a matter  of  speculation. 
However,  this  patient  was  operated  on  at  a 
time  when  many  cases  of  viral  infections  were 
present  in  the  city. 

Dr.  Ross:  Is  it  possible  that  the  nitrogen 
mustard  might  have  caused  this  change? 

Dr.  Pickren:  Nitrogen  mustard  does  not 


cause  anatomic  changes  in  the  heart  of  experi- 
mental animals,  nor  have  we  seen  it  in  any  other 
patient  who  has  received  the  drug. 

Dr.  Stutzman : I think  it  was  very  unfortunate 
that  this  patient  took  this  time  to  develop  a 
coincidental  viral  infection.  These  things  are 
usually  missed,  and  I was  no  exception. 
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Referring  Special  Patients  for  Study 


For  physicians  who  may  be  interested  in  referring 
certain  patients  for  study  at  the  Clinical  Center  of 
the  National  Institutes  of  Health,  Bethesda,  Mary- 
land, the  following  information  is  provided  concern- 
ing diagnoses  that  are  of  particular  current  interest. 
This  list  supplements  a more  extensive  compilation 
published  each  year  in  booklet  form. 

Letters  of  referral  should  include  an  adequate 
history  and  may  be  addressed  to  the  Director  of  the 
Clinical  Center  for  registration  and  circulation 
among  appropriate  clinical  groups.  A full  report  of 
findings  will  be  furnished  the  referring  physician 
when  an  accepted  patient  is  discharged  back  to  his 
care. 

The  National  Cancer  Institute  has  particular 
interest  in  patients  with  the  following  diagnoses: 
Acute  leukemia,  any  age;  Hodgkin’s  disease  without 
previous  therapy;  multiple  basal  cell  cancers  of  the 
skin;  myeloid  metaplasia;  protein  disturbances 
such  as  macroglobulinemia,  cryoglobulinemia,  and 
idiopathic  hypoalbuminemia;  cancer  of  any  type 
in  children;  choriocarcinoma. 

As  candidates  for  radiologic  study  and  treatment 
patients  in  the  following  categories  will  be  con- 
sidered: invasive  carcinoma  of  the  urinary  bladder 
without  bony  or  extrapelvic  metastases  and  without 


previous  external  radiation  therapy  or  extravesical 
surgery;  squamous  cell  carcinoma  of  the  oropharyn- 
geal and  laryngeal  cavities;  carcinoma  of  the 
esophagus  without  evidence  of  metastases  to  neck 
or  liver;  carcinoma  of  thyroid;  solitary  myeloma; 
chondrosarcoma. 

The  Allergy  and  Infectious  Diseases  Institute  is 
interested  in  proved  or  strongly  suspected  cases  of 
disseminated  histoplasmosis.  Studies  include  im- 
proved diagnostic  methods,  new  therapeutic  agents 
and  basic  immunology. 

The  National  Heart  Institute  has  particular  need 
for  patients  with  hormone-producing  malignancies 
of  the  adrenal  gland  for  trial  of  A4  cholestenone, 
which  is  an  inhibitor  of  adrenal  steroid  synthesis. 
Patients  with  postoperative  recurrences  of  adrenal 
malignancy  are  also  considered  suitable  for  trial. 

Other  conditions  of  interest  to  Heart  Institute 
investigators  include:  Malignant  hypertension, 

primary  pulmonary  hypertension,  and  cases  which 
though  sustained  have  had  no  serious  cardiac,  renal 
or  cerebral  complications;  angina  pectoris  clearly 
associated  with  coronary  artery  disease;  pheo- 
chromocy tomes;  adrenogenital  syndrome. — Depart- 
ment of  Health,  Education,  and  Welfare,  Bethesda, 
Maryland 
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SOON  after  it  was  recognized  that  antibody 
was  formed  in  response  to  the  introduction 
of  an  antigen,  such  as  a foreign  protein,  the  ques- 
tion was  raised  as  to  whether  an  animal’s  own 
unaltered  antigenic  constituents  also  can  act  as 
antigens,  within  that  same  animal.  Ehrlich  and 
Morgenroth1  found  no  evidence  of  auto-antibody 
formation  and  formulated  the  concept  of  horror 
autotoxicus.  Since  then,  much  evidence  has  been 
amassed  to  show  a production  of  auto-antibody 
:and  consequent  disease  in  man  and  lower  animals. 

Autosensitization  definitely  is  associated  with 
certain  diseases  and  may  play  a role  in  others. 
Witebsky  et  al } have  set  forth  the  criteria  to  be 
met  to  prove  that  a disease  is  one  of  autosensi- 
tivity. These  are  the  demonstration  of  an  anti- 
body active  at  body  temperature,  the  recognition 
of  the  antigen,  the  production  of  antibody  as  the 
result  of  the  antigenic  stimulation,  and  the  ap- 
pearance of  the  resultant  pathologic  changes.  As 
yet,  few  conditions  have  been  shown  to  fulfill  all 
these  criteria,  but  one  such  disease  is  Hashimoto’s 
struma.3 


Thyroid 

Early  attempts  to  develop  an  antiserum  against 
the  thyroglobulin  were  not  entirely  satisfactory 
because  of  contaminant  material  in  the  antigen 
preparations.  The  first  systematic  study  of 
thyroglobulin  as  an  antigen  was  carried  out  by 
Hektoen  et  alA~ 6 who  found  that  thyroglobulins  of 
several  species  were  antigenic  in  the  rabbit.  The 
antisera  were  not  entirely  species-specific,  for  they 
gave  cross  reactions  with  thyroid  extracts  of 
several  though  not  all  species  of  animals.  How- 
ever, the  antisera  were  organ-specific,  for  they  did 
not  react  with  extracts  of  other  organs. 

This  problem  more  recently  has  been  ex- 
haustively re-examined  by  Witebsky  and  his 
associates7-11  who  confirmed  the  above.  How- 
ever, they  noted,  that  rabbit  antirabbit  thyro- 
globulin  was  not  only  organ-specific  but  also 
highly  species-specific.  Furthermore,  not  only 
did  they  produce  homologous  antibody— anti- 
body against  the  material  of  another  member  of 
the  same  species — but  they  succeeded  in  pro- 
ducing autologous  antibody,  i.e.,  antibody  in  a 
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rabbit  formed  against  extracts  of  that  same  rab- 
bit’s thyroid. 

Lesions  appeared  in  the  thyroid  glands  of  the 
rabbits  immunized  with  either  homologous  or 
autologous  thyroid  suspension.  In  the  former 
group,  the  lesions  appeared  throughout  the  gland ; 
in  the  latter,  they  appeared  in  the  remaining  half 
of  the  gland,  for  to  auto-immunize  it  was  nec- 
essary to  remove  half  the  gland,  suspend  it  in 
saline,  emulsify  the  suspension  with  complete  ad- 
! juvant, 12-15  i.e.,  water-in-oil  emulsion  containing 
killed  mycobacteria,  and  inject  that  emulsion  into 
the  same  animal  from  which  the  suspension  was 
obtained.  The  resulting  lesions  in  both  groups 
closely  resembled  those  of  Hashimoto’s  struma.11 

In  those  animals  which  developed  mild  changes, 
most  of  the  gland  was  well  preserved,  the  glandu- 
lar epithelium  was  low  to  cuboidal,  and  some 
areas  of  dense  white  cell  infiltration  were  seen 
about  the  parenchymatous  follicles  in  which  little 
colloid  remained.  In  those  glands  with  more 
severe  changes  there  was  marked  destruction  of 
the  follicular  organization,  which  was  replaced 
almost  entirely  by  macrophages,  lymphocytes, 
and  plasma  cells,  mostly  in  nodules  bearing  a re- 
semblance to  lymph  follicles.  In  addition,  the 
remaining  amount  of  thyroglobulin  in  these 
glands  was  reduced. 

As  yet,  the  relative  importance  of  circulating 
antibody  versus  delayed  hypersensitivity*  in  the 
production  of  these  lesions  is  not  clear,  for  often 
there  is  no  close  relationship  between  the  serum 
titer  and  the  degree  of  destruction.11  Injection 
of  antithyroglobulin  sera  should  shed  some  light 
on  these  problems.  MacCollum16  found  no 
lesions  in  the  recipient  dogs  of  such  sera,  but 
Lilien17  believed  he  produced  partial  thyroid 
destruction  by  such  transfer.  Beebe  believed  he 
could  effectively  treat  human  thyrotoxicosis  with 
sheep  antihuman  thyroglobulin  sera,18-23  and 
Morgan  and  Ivy24  reported  the  induction  of  cre- 
tinism in  rabbits  by  injecting  the  young  with  hen 
antirabbit  thyroglobulin.  Such  animals  were 
stunted,  their  hair  was  shaggy  and  their  growth 
was  abnormally  slow.  Nevertheless,  further  work 
needs  to  be  done  to  clarify  the  roles  of  circulating 
antibody  and  delayed  hypersensitivity  in  the  pro- 
duction of  this  disease  in  rabbits. 


The  striking  resemblance  of  this  experimental 
disease  to  Hashimoto’s  struma  in  man  extends 
beyond  the  histologic  appearance,  for  in  patients 
with  this  disorder  a serum  antibody  directed  spe- 
cifically against  thyroglobulin  is  present.25  By 
means  of  the  Coons  fluorescent  antibody  technic, 
antithyroglobulin  antibodies  have  been  demon- 
strated in  the  glands  of  persons  with  this  disease, 
as  well  as  in  experimental  animals.26’27  The 
events  leading  to  the  production  of  these  anti- 
bodies in  man  need  to  be  elucidated. 

It  may  be  postulated  that  because  of  some  dis- 
order, perhaps  a viral  thyroiditis  or  other  condi- 
tion, the  thyroglobulin  is  introduced  into  the 
bloodstream,  from  which  it  is  normally  absent.28 
There  it  may  act  as  an  antigen  to  cause  Hashi- 
moto’s struma. 

Lens 

Just  as  thyroglobulin  appears  to  be  a substance 
lying  within  follicles  protected  from  the  blood,  so 
the  substance  of  the  lens  lies  isolated  within  its 
capsule.  This  lens  substance  was  among  the  first 
of  tissue  materials  investigated  for  antigenic  prop- 
erties and  was  proved  to  be  organ-specific  but  not 
species-specific.29-30  Later,  five  antigens,  one  of 
which  appeared  in  measurable  quantity  only  after 
birth,  were  located  in  the  lens  of  the  rabbit.31 
With  the  aid  of  staphylococcus  toxin,  Burkey32 
produced  more  potent  rabbit  antisera  to  lens  ma- 
terial than  had  been  produced  without  this  toxin. 

After  the  animals  were  sensitized  to  lens  pro- 
teins, the  introduction  of  a needle  into  the  lens  led 
to  severe  intraocular  inflammation  only  in  those 
animals  which  by  prior  testing  manifested  skin 
sensitivity  to  lens  antigen.  By  contrast,  only 
mild  inflammation  developed  in  response  to  lens 
puncture  in  those  animals  which  had  shown 
negative  skin  tests  and  in  normal  controls.33  He 
felt  the  disorder  was  analogous  to  the  inflamma- 
tion seen  occasionally  in  a normal  human  eye 
after  cataract  extraction  in  the  other  eye.  This 
situation,  termed  phaco-anaphylaxis,  is  thought 
by  some  to  be  a result  of  sensitization  by  remain- 
ing lens  substance  following  its  incomplete  re- 
moval. 

The  relationship  of  antilens  antibody  and  cata- 
racts also  has  been  of  interest.  There  seems  to  be 
no  effect  on  an  adult  animal  immunized  to  lens 
protein,  provided  the  eye  is  not  irritated.  How- 
ever, when  pregnant  rabbits  are  actively  or 
passively  sensitized  to  lens  protein,  their  off- 
spring may  develop  cataracts.34-35 


* The  differences  between  immediate  and  delayed  hyper- 
sensitivity are  set  forth  by  W.  B.  Sherman  in  Fundamentals 
of  Modern  Allergy,  Chapter  3,  Types  of  Allergic  Reactions, 
and  in  the  New  York  State  Journal  op  Medicine  58: 
561  (Feb.  15)  1958. 
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Fig.  1 . Uveitis.  (A)  Area  of  epitheloid  cells  in  center 
of  nodule  in  choroid;  ( B ) Proliferation  of  pigment  in 
epithelium;  (C)  Area  of  lymphocytes  in  choroidal 
nodule.  ( Reprinted  by  permission  from  the  American 
Journal  of  Ophthalmology  .)37 

Uvea 

Of  greater  interest  and  importance  is  the  prob- 
lem of  uveitis.  Collins36,37  was  the  first  to  produce 
experimental  uveitis  (Fig.  1).  Immunization  of 
guinea  pigs  with  guinea  pig  uvea  emulsified  with 
Freund’s  complete  adjuvant  resulted  in  a uveitis, 
as  did  immunization  of  monkey  with  homologous 
uvea.  These  lesions  bear  a very  close  resem- 
blance to  those  of  human  uveitis.  Other  investi- 
gators failed  to  obtain  uveitis  in  guinea  pigs,  al- 
though they  did  obtain  complement  fixation  to 
uveal  tissue  and  delayed  sensitivity  to  lens  pro- 
tein.38 More  recently,  Bullington  and  Waks- 
man39  found  uveitis  in  rabbits  immunized  with  op- 
tic nerve.  However,  uveal  tissue  did  not  cause 
uveitis  when  used  as  an  antigen  in  rabbits.40 

To  what  extent  these  lesions  are  due  to  circu- 
lating antibody  or  delayed  hypersensitivity  re- 
mains to  be  shown.  The  relationship  of  experi- 
mental autosensitive  uveitis  to  human  uveitis 
also  must  be  further  clarified.11  A discussion  of 
this  matter  may  be  found  in  the  paper  by  Bulling- 
ton et  al .39 

Nerve  Tissue 

The  previous  section  mentioned  the  uveitis  pro- 
duced in  rabbits  as  a result  of  immunization  to  op 
tic  nerve.  Disease  produced  by  the  injection  of 
extracts  of  nerve  and  brain  tissue  has  been  the 
subject  of  extensive  investigation.  Such  a rela.- 
tion  was  first  suggested  by  the  appearance  of  cen- 
tral nervous  signs  in  persons  receiving  antirabic 
treatment.41  Since  then,  the  similarity  of  the 
lesions  following  injections  of  antirabies  vaccine 
and  those  of  smallpox  and  measles  encephalitis 
has  been  emphasized.42-49  It  has  been  suggested 
that  multiple  sclerosis  may  have  an  allergic  eti- 


Fig.  2.  Demyelination  in  the  spinal  cord  of  a guinea 
pig  (Spielmeyer  stain) . [Reprinted  by  permission  from 
Arch.  Path.  50:108  (1950).] 


ology  because  of  its  somewhat  similar  lesions.50,81 

In  an  attempt  to  demonstrate  that  rabbit  spinal 
cord  tissue,  rather  then  rabies  virus,  caused  post- 
vaccinal encephalitis,  Koritschoner  et  al.b 2 im- 
munized rabbits  with  human  spinal  cord.  Some 
developed  paralysis  of  the  legs  and  lesions  of  the 
central  nervous  system  resembling  the  lesions  of 
persons  with  “postvaccinal  accidents.”  Experi- 
mental proof  that  lesions  with  demyelination 
could  be  produced  in  animals  was  first  obtained 
by  Rivers  et  a£.53-54  after  multiple  injections  of 
brain  suspension  into  monkeys.  Many  inj  ections 
were  required  to  produce  signs  of  nervous  disorder 
and  lesions  composed  of  multiple  small  hemor- 
rhages, perivascular  white  cell  accumulation,  and 
demyelination.  Subsequently,  with  the  aid  of 
complete  adjuvants,  namely  a water-in-oil  emul- 
sion containing  killed  mycobacteria,  to  enhance 
antibody  formation  and  sensitization  of  the 
delayed  type,  only  one  injection  of  antigen  was 
required55'56  (Fig.  2).  This  advance  led  to  the 
production  of  allergic  encephalitis  in  numerous 
species  of  animals.57  -62  Variations  in  the.  sus- 
ceptibility of  different  species  to  allergic  encephal- 
itis, as  well  as  variations  between  strains  of  one 
species,  have  been  emphasized.63,64 

It  is  unquestionable  that  allergic  encephalitis  is 
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a disease  of  immune  response.  The  recently 
reported  production  of  immunologic  unrespon- 
siveness by  the  injection  of  central  nervous  tissue 
shortly  after  birth  is  additional  evidence.65  That 
toxicity  does  not  even  account  for  part  of  the 
lesions  of  allergic  encephalitis,  is  shown  by  the 
large  amount  of  antigen  which  can  be  injected 
without  effect.  This  is  in  contrast  to  the  minute 
amount  necessary  to  produce  lesions  if  it  is  com- 
bined with  adjuvant. 

The  antigenicity  of  brain  was  first  demon- 
strated by  Witebsky  and  Steinfeld66  in  1928. 
However,  the  nature  of  the  antigen  responsible  for 
encephalitis  remained  in  doubt  until  Olitsky  and 
Tal67-68  showed  it  was  within  a proteolipid  fraction 
recently  obtained  by  Folch  et  al ,69 

Except  for  cross  reaction  with  the  testis,70-71 
demonstrated  by  complement  fixation,  antibody 
to  brain  is  organ-specific  yet  lacks  species  speci- 
ficity. The  converse  also  holds  true,  for  attempts 
to  produce  allergic  encephalitis  with  organs  other 
than  brain  fail.72 

The  relative  importance  of  the  immediate  ver- 
sus the  delayed  type  of  hypersensitivity  in  the 
production  of  this  disease  remains  in  doubt. 
There  is  a lack  of  correlation  between  circulating 
antibody  titer  and  the  severity  of  the  le- 
sions.69-61’65-71'73  Because  the  antigen  used  for 
these  tests  may  not  be  pure,  and  because  animals 
may  vary  in  their  response  to  a given  amount  of 
antibody,  these  facts  do  not  exclude  circulating 
antibody  as  an  important  agent.  Nevertheless, 
Freund  and  others69-62-63-74  believe  that  a better 
correlation  exists  between  the  severity  of  the 
disease  and  delayed-type  hypersensitivity. 

Although  attempts  to  solve  this  problem  with 
the  transfer  of  immune  sera  or  immune  cells  also 
have  failed, 56-58-75  Lipton  and  Freund76  have  trans- 
ferred allergic  encephalitis  in  rats  by  parabiosis. 
It  should  be  mentioned  in  this  connection  that  off- 
spring of  mice  immunized  prior  to  pregnancy  have 
an  abnormally  high  incidence  of  developmental 
central  nervous  system77  anomalies. 

As  shown  by  Hurst,46  who  believes  demyelina- 
tion  to  be  simply  a response  to  any  sort  of  sub- 
lethal  nerve  injury,  there  are  many  ways  to  pro- 
duce demyelinating  lesions.  Consequently,  nei- 
ther the  relation  between  human  encephalitis  and 
experimental  allergic  encephalomyelitis  in  ani- 
mals, nor  the  relation  of  animal  central  nervous 
system  developmental  anomalies  to  the  human 
anomalies  is  clear.  From  the  above,  it  seems 
reasonable  to  believe  that  humans  receiving  anti- 
rabies vaccination  can  develop  an  allergic  enceph- 


Fig.  3.  Aspermatogenesis  in  the  guinea  pig.  (Re- 
printed by  permission  from  the  Journal  of  Allergy.)15 


alitis  or  ascending  paralysis  because  the  vaccine 
contains  the  appropriate  antigen.  It  should  be 
noted  that  the  lesions  in  animals  with  allergic 
encephalomyelitis  are  quite  similar  to  those  in 
human  postvaccinal  disease,  moderately  similar 
to  those  of  encephalitis  due  to  smallpox  and 
measles,  and  only  slightly  similar  to  those  of  mul- 
tiple sclerosis. 

Testis 

Despite  a serologic  cross  reaction  between  anti- 
body to  brain  and  antibody  to  sperm  the  im- 
munization with  brain  does  not  produce  testicular 
lesions.70  Nevertheless,  aspermatogenesis  and 
testicular  damage  may  be  produced  by  immuniza- 
tion with  sperm  or  testicular  extracts  assisted  by 
adjuvants,  even  when  the  tissue  is  taken  from  the 
immunized  animal.78-80  This  is  a specific  re- 
action, for  the  injection  of  other  tissues  with  ad- 
juvants fails  to  produce  these  disorders  (Fig.  3). 

In  trying  to  create  such  lesions,  Voisin  et  alN 
injected  testicular  suspensions  combined  with  ad- 
juvants and  compared  the  resulting  lesions  with 
those  of  adjuvant  alone.  Unfortunately,  the 
proximity  of  the  injections  to  the  testes  produced 
lesions  in  those  organs  as  a result  of  spread  of  the 
adjuvant.  They  concluded  that  an  auto-immune 
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disease  was  not  produced.  However,  a study  of 
this  problem  by  Freund  et  all8  demonstrated 
that  aspermatogenesis  could  be  induced  by 
immunization  when  injections  of  testicular  anti- 
gen and  complete  adjuvants  were  made  in  the 
nuchal  region,  thereby  eliminating  lesions  caused 
by  injection  of  adjuvant  near  the  testes.  Fur- 
thermore, Freund  et  al.80  purified  the  antigen 
which  appeared  to  be  a carbohydrate  associated 
with  amino  acids,  for  it  was  soluble  in  trichlorace- 
tic acid,  gave  a reducing  reaction  after  hydrolysis, 
and  resisted  boiling.  Immunization  with  this 
antigen  resulted  in  circulating  antibody  and  posi- 
tive skin  tests.  Because  attempted  passive  trans- 
fer has  failed,  the  relation  of  circulating  antibody 
and  delayed  hypersensitivity  to  aspermatogenesis 
remains  to  be  proved.  Nevertheless,  the  de- 
layed hypersensitivity  would  seem  more  impor- 
tant than  the  circulating  antibody. 

This  experimental  disease  is  unquestionably 
one  of  auto-immunity  resulting  in  sterility.  It  is 
noteworthy  that  in  the  damaged  testis,  the  Leydig 
cells  are  not  affected.  It  is  difficult  to  draw  a 
comparison  between  the  experimental  disease  and 
human  sterility,  but  the  appearance  of  sperm  ag- 
glutinins in  serum  and  ejaculate  of  sterile  males  is 
suggestive.82 

Blood 

In  1904,  Donath  and  Landsteiner83  found  a cold 
agglutinin  in  the  serum  of  persons  with  paroxys- 
mal cold  hemoglobinuria.  The  agglutinated  cells 
were  then  lysed  by  warming  the  cells  to  37  C.  after 
the  addition  of  complement.  In  1908,  Chauf- 
fard84’85  and  others86  suggested  the  presence  of 
warm  circulating  hemolysins  in  acquired  hemo- 
lytic anemias,  but  evidence  to  support  this  hy- 
pothesis awaited  the  development  of  suitable 
methods.  Using  the  recently  devised  Coombs 
test,87  Boorman  et  al88  found  globulins  on  the  sur- 
face of  red  cells  in  acquired  hemolytic  anemias. 
This  finding  has  been  repeatedly  confirmed  since 
and  extended  to  other  conditions,  such  as  a few 
cases  of  congenital  spherocytic  anemia,  paroxys- 
mal cold  hemoglobinuria,  paroxysmal  nocturnal 
hemoglobinuria,  manj''  cases  of  various  malig- 
nancies, and  lupus  erythematosus.89-91  In  some 
of  these,  the  “antibodies”  appear  to  be  the  pri- 
mary agent;  in  others,  such  as  congenital  sphero- 
cytic anemia,  they  are  only  an  aggravating  agent 
when  present.  Kidd92  showed  that  these  globu- 
lins93-95 do  not  combine  with  the  red  cells  because 
of  altered  cell  surface  properties,  as  in  lead  acetate 


poisoning.  From  the  cells  of  patients  with  ac- 
quired hemolytic  anemia  he  eluted  the  “anti- 
body” which  then  combined  with  the  cells  of  nor- 
mal persons. 

The  specificity  of  these  “antibodies”  has  been 
found  to  vary  from  case  to  case.  Those  from 
some  patients  are  highly  specific,  reacting  with 
cells  of  certain  Rh  groups  only.96  -98  Those  from 
other  patients  may  be  quite  nonspecific;  that  is, 
they  combine  with  normal  red  cells  irrespective  of 
blood  classification.99-101  The  above  findings 
suggest  that  the  “auto-immune  hemolytic  dis- 
orders” are  indeed  diseases  of  autosensitivity. 
However,  the  antigen  has  not  been  identified  nor 
has  the  disease  been  experimentally  reproduced. 

It  is  not  necessary  to  presume  that  the  inciting 
antigen  is  the  red  cell,  for  many  naturally  occur- 
ring substances  may  induce  antibody  formation  to 
human  red  cells  if  introduced  into  other  ani- 
mals.102-105 However,  it  has  not  been  shown  that 
these  antigens  can  give  rise  to  auto-antibody  in 
humans  or  in  animals.106  Attempts  to  demon- 
strate that  virus  alteration  of  red  cell  surfaces  can 
make  an  animal’s  own  red  cells  auto-antigenic 
have  not  succeeded.107-115  It  has  been  suggested 
these  globulins  are  not  produced  as  a result  of  an 
antigenic  stimulus  but  as  the  result  of  an  ab- 
normal metabolism.116-117  Although  unlikely, 
such  an  explanation  certainly  has  not  been  dis- 
proved. 

In  addition,  a rapidly  accumulating  body  of 
evidence  compiled  in  recent  years  suggests  that 
globulins  may  account  for  granulocytopenias  and 
thrombocytopenias.  Many  authors  feel  these 
globulins  are  also  auto-antibodies,  citing  much  the 
same  evidence  as  is  used  to  demonstrate  auto- 
antibody to  red  cells.117-126  For  example,  globu- 
lins have  been  found  which  tend  to  clump  the 
platelets;  they  have  been  eluted  from  the  plate- 
lets and  used  to  clump  normal  ones.  Positive 
Coombs  tests  have  been  found  with  platelets,  as 
well.127  Nevertheless,  by  comparison  to  red  cell 
agglutination  studies,  the  investigations  of  white 
cell  and  platelet  agglutination  have  been  not  onk 
far  more  limited  in  number,  but  far  more  difficult, 
for  these  elements  tend  to  clump  and  adhere  to 
surfaces  spontaneously.  Because  of  these  factors, 
and  because  the  antigen  has  not  been  identified 
nor  the  disease  experimentally  reproduced,  much 
more  needs  to  be  done  before  these  agglutinin^  can 
be  considered  auto-antibodies. 

It  should  be  briefly  noted  that  drug-induced 
anemias  and  thrombocytopenias  have  been 
thought  by  some  to  result  from  an  immune 
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process.  Ackroyd128-130  found  that  the  serum 
globulin  fraction  of  persons  with  Sedormid 
purpura  agglutinated  normal  platelets  in  the  pres- 
ence of  the  offending  drug.  Others  found  a sim- 
ilar phenomenon  with  serum  of  thrombocytopenic 
patients  sensitized  with  quinidine.131  As  a re- 
sult, it  was  suggested  that  an  auto-antibody  to 
platelets  had  been  formed.132  Shulman133  and 
Larson134  have  presented  another  interpretation. 
They  suggest  that  an  antibody  is  formed  to  a hap- 
tene,  such  as  quinidine.  The  union  of  antibody 
and  haptene  results  in  a complex  which  then 
clumps  platelets  because  of  its  surface  properties, 
not  because  it  is  an  antibody  formed  as  a result  of 
platelets  or  platelet-haptene  combinations  acting 
as  antigens.  A similar  mechanism  may  operate 
in  certain  other  drug-induced  anemias.135 

Far  removed  from  auto-immunity  are  diseases 
resulting  from  administration  of  heterologous 
antisera.  An  example  of  such  a condition  is  the 
nephritis  induced  by  injecting  rats  with  rabbit  or 
duck  antirat  kidney  sera.136-138  A few  diseases, 
such  as  allergic  encephalitis,  produced  with  heter- 
ologous antigens  rather  than  heterologous  anti- 
sera, may  be  considered  as  similar  to  auto-im- 
munization. This  is  because  certain  antigens, 
such  as  the  encephalitogenic  agent,  are  not 
species-specific,  but  common  to  several  species. 
Therefore,  immunization  of  one  species  with  cen- 
tral nervous  system  tissue  from  certain  other 
species  is  very  similar  to  auto-immunization  when 
the  tissues  of  both  species  have  this  antigenic 
constituent  in  common. 

When  injury  is  produced  by  auto-immuniza- 
tion,  the  antigens  appear  unaltered  even  when 
emulsified  with  adjuvant  prior  to  immunization. 
That  antibody  so  produced  combines  with  tissue 
in  vivo  as  shown  by  the  Coons  fluorescent  anti- 
body technic  and  by  the  development  of  lesions  is 
further  evidence  to  support  this  view. 

Summary 

Only  recently  has  auto-immunity  been  ac- 
cepted as  the  pathogenesis  of  certain  diseases. 
Hashimoto’s  struma  is  a good  example.  Post- 
vaccinal accidents  following  rabies  vaccination 
also  seem  to  be  the  result  of  an  immunologic  proc- 
ess, but  this  kind  of  pathogenesis  in  other  ner- 
vous diseases  is  doubted.  The  lesions  of  experi- 
mental auto-immune  uveitis  closely  resemble 
those  of  human  uveitis.  Whether  or  not  auto- 
immune uveitis  occurs  in  humans,  either  spon- 
taneously or  as  a result  of  ocular  insult  which 


could  liberate  antigen  to  cause  autosensitivity,  re- 
mains to  be  proved.  Although  known  testicular 
disorders  of  man  are  largely  of  developmental  or 
endocrine  origin,  further  study  may  implicate 
auto-immunity  in  sterility.  Additional  study 
may  prove  that  certain  types  of  hemolytic  anem- 
ias and  certain  other  blood  dyscrasias  are  refer- 
able to  auto-antibody  formation. 

Finally,  it  is  not  beyond  the  realm  of  possibility 
that  other  diseases  not  yet  suspected  to  be  auto- 
immune in  origin  may  have  such  a pathogenesis. 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City  Department  of 

Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported  to 
the  New  York  City  Poison  Control  Center. 


Incident  1 

Toxic  Agent  Age  Sex 

Weed  Killer  (2,4-Dichloro-  2 years  Male 
phenoxyacetic  Acid) 

While  mother  and  child  were  visiting  the  doctor’s 
office  for  a check-up,  the  mother’s  attention  was 
distracted  for  a moment.  The  child  went  into 
the  physician’s  x-ray  room,  found  a bottle  of 
weed  killer  and  ingested  some  of  it.  The  child 
was  treated  by  the  physician  who  induced  vomit- 
ing. The  public  health  nurse’s  answer  to  the 
question,  “Could  this  poisoning  have  been  pre- 
vented?” was,  “Yes,  if  the  mother  had  given 
better  supervision,  if  the  door  to  x-ray  room  had 
been  closed,  and  if  the  bottle  had  been  on  a shelf 
out  of  the  child’s  reach.” 

A fatal  suicide  was  previously  reported  to  the 
Poison  Control  Center  involving  weed  killer. 
An  adult  female  died  as  a result  of  ingestion 
of  this  product. 

Incident  2 

Toxic  Agent  Age  Sex 


Rochelle.  The  physician  reported  to  the  Poison 
Control  Center  as  follows:  “My  son  drank  the 
cough  syrup  early  in  the  morning.  When  my 
wife  reported  it  to  me  there  seemed  to  be  no 
sense  in  lavaging,  so  I contacted  the  Poison 
Control  Center  and  was  told  to  observe  the  child. 
He  became  a bit  drowsy  but  went  about  playing. 
He  took  his  usual  nap  in  the  late  afternoon  and 
had  no  ill-effects  whatsoever.”  The  dose  in- 
gested was  iy2  fluid  ounces.  The  constituents 
are  carbetapentane  citrate,  chloroform,  and 
terpin  hydrate. 

Physicians’  children  are  often  victims  of  acci- 
dental poisonings  due  to  the  availability  and  ac- 
cessibility of  medications  in  physicians’  homes 
and  offices.  Doctors  should  heed  this  word  of 
advice  relating  to  caution  about  safe  storage 
and  handling  of  drugs  and  medications. 

Incident  3 

Toxic  Agent  Age  Sex 

Phosphorus  (red)  Burns  17  years  Male 

This  young  man  was  possibly  engaged  in  mak- 
ing a rocket — a favorite  pastime  of  youths  today. 
The  chemicals  which  he  used  in  the  experiment 
were  potassium  chlorate,  sulphur,  and  red  phos- 
phorus. They  were  used  in  the  proportion  5 1 2 3 . 
(The  chemicals  were  purchased  in  three  dif- 
ferent drug  stores  in  the  neighborhood  presumably 
to  throw  the  druggists  off  guard.)  When  mixed, 


Carbetapentane  Citrate  3 years  Male 
This  patient  is  the  son  of  a physician  in  New 
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they  ignited  spontaneously  and  gave  off  fumes 
and  a large  amount  of  heat. 

The  youth  was  fortunate  in  that  he  only  suf- 
fered burns  on  both  hands.  He  was  discharged 
from  the  hospital  after  two  weeks  of  treatment  in 
the  outpatient  department. 

Such  incidents  are  being  reported  with  increas- 
ing frequency  throughout  the  country.  Pharma- 
cists and  chemical  supply  houses  and  high  school 
chemistry  teachers  should  exercise  extreme  cau- 
tion not  to  make  available  such  potentially 
hazardous  chemicals  to  youths  for  experimental 
purposes.  Family  physicians  can  also  prevent 
such  accidents  by  alerting  parents  of  the  poten- 
tial hazards  in  the  experimentation  with  propel- 
lent chemicals  by  inexperienced  youths. 

Incident  4 

Toxic  Agent  Age  Sex 

Dimenhydrinate  IV2  years  Male 

This  case  was  reported  by  an  out-of-town 
physician.  The  child  presumably  took  two 
tablets.  The  presenting  symptoms,  similar  to 
those  of  atropine  poisoning,  were  flushed  face 
and  dilated  pupils  (which  responded  to  light). 
The  patient  was  disoriented,  had  visual  hallu- 
cinations, and  unsteady  gait.  There  were  no 
cardiac  or  respiratory  symptoms.  He  was  ad- 
mitted to  the  hospital  where  his  stomach  was 
lavaged  and  saline  was  administered.  After 
twelve  hours  of  hospitalization,  the  patient  was 
symptom  free  and  was  discharged. 

Incident  5 

Toxic  Agent  Age  Sex 

Dihyprylone  4 years  Female 

A bottle  of  this  cough  mixture  was  placed  in 
the  cupboard  in  the  kitchen.  The  patient  ob- 
tained the  bottle  and  ingested  75  per  cent  of  its 
contents.  Soon  after  taking  the  medication,  the 
child  felt  nauseous  and  had  abdominal  pain.  She 
vomited,  fell  into  a stupor,  and  could  not  be 
aroused.  She  was  taken  to  The  New  York  Hos- 
pital. On  admission  to  the  hospital  the  child 
was  still  lethargic  and  respirations  were  18  per 
minute.  In  the  hospital  her  stomach  was  lavaged 
with  bicarbonate  solution.  In  addition,  100'mg. 
of  caffeine  was  administered  intramuscularly. 
She  responded  within  five  minutes  with  an  in- 
creased rate  of  respiration  (30  per  minute)  and 
deepening  of  amplitude.  After  several  hours,  the 


patient  was  sufficiently  alert  to  return  home  under 
the  care  of  the  family  physician  with  instructions 
that  she  receive  syrup  of  Coca  Cola  every  fifteen 
minutes  for  five  doses. 

The  patient  made  a rapid  and  complete  re- 
covery even  though  the  presenting  symptoms 
were  very  serious. 


Toxic  Agent 

Incident  6 
Age 

Sex 

Secobarbital 

44  years 

Female 

The  patient  took  21/2  to  5 Gm.  of  this  product. 
She  became  comatose  and  was  admitted  to  a hos- 
pital. Her  stomach  was  lavaged  and  two  injec- 
tions of  Coramine  and  amphetamine  were  ad- 
ministered. About  thirteen  hours  later,  the 
patient  aspirated  a mucous  plug  and  became 
cyanotic.  After  the  plug  was  removed,  the  pa- 
tient’s color  improved.  Two  hours  later  she 
was  transferred  from  the  hospital  of  first  admis- 
sion to  The  New  York  Hospital  for  possible 
dialysis.  Oxygen  administration,  intravenous 
fluids,  and  suction  improved  her  condition 
within  twelve  hours  so  dialysis  was  unnecessary. 

At  times,  too  much  reliance  is  placed  on  ana- 
leptics. Good  medical  and  nursing  care  and 
sound  medical  judgment  may  suffice  in  a great 
number  of  incidents. 

Incident  7 

Toxic  Agent  Age  Sex 

Carbon  Tetrachloride  18  years  Male 

The  patient  was  a research  pharmacist  for  a 
pharmaceutical  company.  He  was  working  on 
the  manufacture  of  tablets  which  included  carbon 
tetrachloride  in  the  formula.  He  was  exposed  to 
the  chemicals  for  three  days.  Five  days  follow- 
ing the  last  exposure  he  became  jaundiced  and 
also  suffered  unusual  weakness,  nausea,  and 
dizziness.  He  was  admitted  to  the  hospital. 
On  admission,  his  urine  was  positive  for  bile  and 
his  blood  icteric  index  was  22  (the  normal  being 
from  3 to  5).  There  was  also  a bromsulphalein 
retention.  Liver  function  test  showed  mild  re- 
tention of  bromsulphalein  and  bilirubin.  There 
was  no  other  laboratory  evidence  of  hepatocel- 
lular damage. 

The  patient  was  treated  with  bed  rest  and  a 
high  carbohydrate  and  protein  diet.  He  was  dis- 
charged after  five  days  of  hospitalization. 
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Incident  8 

Toxic  Agent  Age  Sex 

Carbon  Tetrachloride  36  years  Male 

Another  incident  of  carbon  tetrachloride  poison- 
ing was  reported  several  days  ago  as  follows: 
“The  patient’s  work  involved  washing  metal 
appliances  with  carbon  tetrachloride  and  then 
spraying  lacquer  on  them.  He  was  exposed  to 
carbon  tetrachloride  for  an  hour  a day,  three 
times  a week  for  one  month.  Six  days  prior  to 
admission,  he  worked  in  a room  with  windows 
and  doors  closed  for  six  hours.  He  became 
nauseated,  and  following  this  had  progressive 
nausea,  headache,  abdominal  pain,  and  general- 
ized aching.  He  then  developed  diarrhea  and 
vomiting  and  was  admitted  to  the  hospital. 
Physical  examination  was  within  normal  limits. 

The  patient  had  elevated  blood  urea  nitrogen, 
bilirubin  and  transaminase,  impaired  urea  clear- 
ance, red  blood  cells,  and  albumin  in  the  urine. 

He  remained  in  the  hospital  for  thirteen  days 
and  put  out  large  quantities  of  urine  during  his 
stay.  He  was  watched  carefully,  and  given  ade- 
quate food  and  fluids.  He  had  a gradual  subsi- 
dence of  symptoms,  and  return  of  chemistries 
towards  normal. 

Physicians  should  remember  the  possible  de- 
layed appearances  of  symptoms  in  carbon  tetra- 
chloride incidents,  and  patients  should  be 
watched  for  a reasonable  period  even  though 
asymptomatic  when  first  seen.  Laboratory  tests 
of  urine  and  liver  function  also  should  be  done. 

Both  cases  were  referred  to  the  Industrial  Hy- 
giene Division  of  the  New  York  State  Depart- 
ment of  Labor  for  investigation.  Thus  the 
Poison  Control  Center  is  also  serving  as  a case- 
finding agency. 

Incident  9 

Toxic  Agent  Age  Sex 

Renuzit  18  months  Male 

This  incident  was  reported  from  Mt.  Kisco, 
New  York.  While  playing  in  a garage,  the  pa- 
tient found  a one-gallon  can  of  Renuzit,  re- 
moved the  cap  on  the  can,  and  ingested  some  of 
the  contents.  An  older  sibling  saw  the  patient 
drink  the  product  and  took  the  can  away  from 
him.  A considerable  amount  of  the  product  was 
spilled  on  his  clothes.  Immediate  symptoms  were 
burning  of  the  mouth,  choking,  gagging,  and 


gasping  for  air  for  about  fifteen  minutes.  He 
was  taken  to  a physician’s  office  and  by  the  time 
he  arrived,  the  physician  stated  that  the  patient 
was  comfortable  and  quiet.  The  physician  re- 
ported as  follows:  “The  examination  was  en- 
tirely negative  and  there  were  no  burns  in  the 
mouth.  The  patient  was  given  penicillin  and 
sent  home.  During  the  next  twenty-four  hours, 
his  temperature  went  up  to  103  F.  The  patient 
had  some  cough  but  his  lungs  were  clear.  Dur- 
ing the  next  two  days,  his  temperature  gradually 
went  down.  There  were  no  subsequent  sequelae. 
The  course  of  temperature  was  not  determined. 
The  pneumonia  was  due  to  absorption  of  hydro- 
carbons.” 

The  physician  prescribed  sedation  and  4,000,- 
000  units  of  penicillin  intramuscularly  every  four 
hours.  The  doctor’s  report  was  submitted  two 
weeks  after  the  ingestion  and  after  the  first  visit 
to  the  physician.  The  diagnosis  of  pneumonia 
was  made  on  the  basis  of  the  clinical  findings  of 
rales  in  the  chest  and  difficulty  in  breathing. 

The  mode  of  occurrence  in  this  case  is  very  in- 
teresting, since  it  emphasizes  the  need  for  proper 
handling  and  storing  of  products  both  inside  and 
outside  the  home. 

Incident  10 

Toxic  Agent  Age  Sex 

Aspirin  4 years  Male 

The  patient,  who  was  under  treatment  for 
rheumatic  fever  for  six  weeks,  was  receiving 
aspirin  and  from  150  to  300  mg.  per  Kg.  of  sodium 
salicylate  per  day.  He  developed  symptoms  of 
hyperventilation,  dyspnea,  possible  convulsions, 
and  stupor.  For  two  weeks  prior  to  admission, 
symptoms  of  hyperventilation  continued  until 
admission.  Blood  salicylate  level  on  admission 
was  74  mg.  per  cent  and  the  urine  was  positive 
with  ferric  chloride.  The  patient  was  given 
intravenous  fluid  and  showed  clinical  improve- 
ment. In  three  days  the  salicylate  level  re- 
turned to  normal.  After  one  week  in  the  hospital 
the  patient  was  discharged  as  improved.  W hile 
in  the  hospital,  however,  the  patient  was  found 
to  have  leukemia.  He  is  now  being  treated  by 
the  hospital. 

Incident  11 

Toxic  Agent  Age  Sex 

Dobell’s  Solution  58  years  Male 
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The  patient  ingested  8 cc.  of  Dobell’s  solution 
which  contains  1 .2  gr.  per  30  cc.  of  phenol.  The 
attending  phj^sician  reported  as  follows:  “I 

contacted  the  Poison  Control  Center  and  found 
that  this  contains  1.2  gr.  of  phenol  per  30  cc. 
By  calculation  this  comes  out  to  .4  gr.  or  24  mg. 
This  requires  no  lavage  according  to  the  Center 
and  the  patient  induced  vomiting  himself.  Hav- 
ing virtually  no  symptoms,  the  patient  was  sent 
home  without  further  treatment.” 

Incident  12 

Toxic  Agent  Age  Sex 

Camphorated  Oil  11  months  Female 

While  grandmother  was  rubbing  some  cam- 
phorated oil  on  the  baby’s  abdomen,  the  infant 
grabbed  the  bottle  and  swallowed  a small 
amount  of  its  contents.  The  patient  experienced 
nausea,  vomiting,  became  dyspneic,  cyanotic, 
and  was  taken  to  a hospital.  On  admission  to 
the  hospital,  the  patient  was  stuporous,  cyanotic, 
and  also  had  convulsive  seizures.  Although  the 
patient  vomited  two  hours  after  ingestion,  her 
stomach  was  lavaged  in  the  hospital  emergency 
room  three  hours  after  ingestion.  In  the  hos- 
pital, spinal  puncture  was  performed  and  the 
spinal  fluid  was  negative.  The  tonic  convul- 
sions lasted  about  thirty-five  minutes,  and  there 
was  also  a continuation  of  the  dyspnea  with 
tachypnea  and  cyanosis.  The  patient  was  treated 
with  oxygen  and  phenobarbital  sodium.  After 
three  days  in  the  hospital  the  patient  was  dis- 
charged as  improved. 

It  is  again  re-emphasized  that  at  present  there 
is  no  place  for  camphorated  oil  in  medicine  nor 
in  the  medicine  cabinet.  Many  serious  poison- 
ings were  reported  to  this  Center  resulting  from 
the  ingestion  of  camphorated  oil  which  was  mis- 
taken for  castor  oil. 

Incident  13 

Toxic  Agent  Age  Sex 

Atropine-Phenobarbital  10  months  Female 

This  ten-month-old  infant  obtained  the  con- 
tainer and  ingested  from  three  to  five  capsules. 
The  capsule  consists  of  barbiturates  and  bella- 
donna alkaloids.  The  patient  became  stuporous 
and  was  rushed  to  the  hospital  emergency  room 
where  her  stomach  was  lavaged  with  saline.  She 
was  also  given  glucose  intravenously.  After  four 


hours  of  observation,  the  patient  was  discharged 
symptom  free,  but  her  parent  was  instructed  to 
bring  the  child  to  the  hospital  the  next  day  for  a 
follow-up  visit. 

It  is  questioned  whether  a patient  who  is  ad- 
mitted with  stupor  should  be  discharged  several 
hours  later  without  being  admitted  to  the  hos- 
pital for  observation. 

Incident  14 

Toxic  Agent  Age  Sex 

Barbiturate  13V2  years  Male 

The  patient  ingested  about  36  barbiturate-APC 
tablets.  The  tablets  totaled  about  l1/*  Gm. 
barbiturate.  Shortly  after  the  ingestion  he  be- 
came stuporous  and  was  rushed  to  a hospital 
emergency  room.  The  blood  count  was  normal, 
but  the  urine  showed  a trace  of  albumin.  The 
blood  chemistry  was  as  follows:  carbon  dioxide, 
24  mEq.;  chloride,  107;  sodium,  139;  potas- 
sium, 3.28.  On  admission,  the  patient  was  stu- 
porous. He  had  periods  of  agitation  and  was  not 
responsive  to  questions.  His  heart  rate  and 
respiration  were  normal.  The  stomach  was 
lavaged  in  the  emergency  room,  and  the  patient 
was  admitted  to  the  hospital  for  observation. 
He  was  also  given  intravenous  fluids.  After 
three  days  of  hospitalization,  the  patient  was  im- 
proved and  was  referred  for  psychiatric  follow-up. 

Incident  15 

Toxic  Agent  Age  Sex 

Chlorpromazine  18  years  Female 

This  patient  was  under  the  supervision  of  the 
outpatient  department  at  Bellevue  Hospital  for 
“nerves.”  On  her  last  visit,  about  seven  months 
prior  to  the  ingestion,  the  patient  received  about 
50  “sleeping  pills”  (chlorpromazine)  which  were 
marked  “to  be  taken  as  needed.”  Identification 
was  obtained  from  the  nurse  who  described  the 
pills  as  orange  in  color  with  distinctive  trade 
markings.  The  patient  took  these  pills  for 
several  weeks.  The  medication  was  not  identi- 
fied on  the  patient’s  admission  to  the  hospital. 

On  the  day  of  the  accident  the  patient  quar- 
reled with  her  father  and  took  about  15  pills 
from  the  box  which  was  stored  in  an  open  drawer 
in  the  living  room.  The  patient  stated  she 
wanted  to  die.  About  2 a.m.,  several  hours 
after  the  ingestion,  the  patient  fainted.  Later 
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she  went  to  sleep,  and  her  mother  felt  certain 
her  daughter  was  well.  Eight  hours  later,  a 
thirteen-year-old  sister  informed  the  mother  that 
the  patient  took  “sleeping  pills.”  The  mother 
immediately  called  an  ambulance.  On  admis- 
sion to  the  hospital,  the  patient  was  stuporous 
and  could  not  be  aroused. 

The  patient’s  stomach  was  lavaged  on  admis- 
sion to  the  hospital.  The  stupor  lasted  more 
than  twenty-four  hours. 

After  four  days  of  observation  and  supportive 
therapy,  the  patient  recovered  in  spite  of  the 
severity  of  the  symptoms. 

This  case  illustrates  the  difficulty  encountered 
when  medications  are  dispensed  in  clinics  with- 
out any  appropriate  identification. 


Incident  16 

Toxic  Agent  Age  Sex 

Chlorpromazine  iy2  years  Female 

The  patient  ingested  ten  tablets  of  chlorpro- 
mazine. She  became  stuporous  and  was  taken 
to  a hospital  for  treatment.  Her  stomach  was 
lavaged  in  the  emergency  room  with  sodium 
bicarbonate.  She  was  also  given  400,000  units 
of  Pen  Vee  every  twelve  hours.  During  her  hos- 
pital stay  the  patient  was  stuporous,  had  in- 
creased nasal  and  pharyngeal  secretions,  and 
harsh  breath  sounds  in  both  lungs. 

After  seven  days  of  hospitalization  the  patient 
recovered  clinically  and  was  discharged  symptom 
free. 


(Number  fifteen  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 


High  Accident  Toll  on  Farms 


Accidents  take  about  13,000  lives  a year  among 
farm  residents  in  the  United  States. 

Machinery  is  involved  in  more  than  a third  of  the 
fatal  injuries  which  occur  on  the  farm,  the  cultivated 
land  and  service  buildings,  with  tractors  accounting 
for  more  deaths  than  any  other  type  of  machinery. 

Overturning  is  the  greatest  hazard  in  the  use  of 
tractors,  but  a considerable  number  of  farm  people 
lose  their  lives  while  climbing  on  or  off  tractors  or 
attachments,  starting  tractors,  and  hitching  attach- 
ments. Drivers  who  are  not  old  enough  or  big 
enough  to  handle  a tractor  or  cope  with  emergencies 
are  especially  vulnerable.  Permitting  young  chil- 
dren to  ride  on  tractors,  which  are  not  designed 
to  carry  extra  passengers,  removal  of  safety  devices 


from  machinery,  the  use  of  makeshift  apparatus, 
the  improper  storage  of  flammable  liquids  and 
gases,  and  the  careless  use  of  pesticides  and  other 
agricultural  chemicals  also  cause  a number  of  fatal 
accidents. 

Drowning  is  second  in  rank  as  a cause  of  fatal 
farm  accidents,  taking  a particularly  large  toll  among 
children  under  age  five.  Brooks,  dams,  wells, 
troughs,  and  water-filled  farm  utensils  increase  the 
chances  of  drowning  for  your  farm  children.  Fire- 
arm accidents  take  almost  as  many  lives  as  drown- 
ing. Together,  farm  machinery  accidents,  drowning, 
and  firearm  accidents  account  for  60  per  cent  of  all 
on-the-farm  accident  fatalities. — Metropolitan  Life 
Insurance  Information  Service 
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A series  of  conferences  on  medical  emergencies 
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Hypotension  of  Oculocardiac  Reflex 


The  oculocardiac  reflex  is  a well-known  reflex 
that  may  be  observed  during  surgical  anes- 
thesia. It  is  produced  by  pressure  on  or  traction 
of  the  eyeball.  Depending  on  individual  sensi- 
tivity, the  cardiac  effect  of  this  reflex  may  vary 
from  a minimal  reaction  comprising  a slowing  of 
the  heart  rate  by  less  than  ten  beats  per  minute 
to  complete  cardiac  arrest.  The  following  two 
case  reports  illustrate  commonly  observed  re- 
actions of  arterial  hypotension  and  bradycardia. 

Case  Reports 

Case  1. — A fourteen-year-old,  well-developed, 
well-nourished  female  required  corrective  surgery 
for  internal  strabismus.  For  preanesthetic  medica- 
tion she  was  given  by  hypodermic  injection  50  mg. 
of  Demerol  and  0.4  mg.  of  scopolamine  hydrobro- 
mide. An  hour  and  a half  later  anesthetic  induc- 


Discussed  at  a conference  held  at  the  Hospital  for  Special 
Surgery,  New  York  City,  July  7,  1958.  Clinical  Anesthesia 
Conferences  are  held  on  the  first  Monday  of  every  month. 


tion  was  accomplished  with  300  mg.  of  thiopental  in  a 
0.4  per  cent  concentration,  intravenously  succeeded 
by  the  administration  of  nitrous  oxide-oxygen  in  a 
semiclosed  system  and  an  intravenous  drip  of  a 0.1 
per  cent  solution  of  succinyl  choline.  A number  30 
Magill  oral  endotracheal  tube  was  inserted  for  an 
airway.  Surgery  commenced  shortly  thereafter. 
The  first  twenty-five  minutes  were  uneventful. 
However,  with  the  isolation  of  the  recti  muscles  and 
subsequent  traction,  a rather  abrupt'  bradycardia 
and  arterial  hypotension  were  noted.  The  pulse 
rate  diminished  from  preoperative  and  anesthetic 
levels  of  96  to  54  beats  per  minute,  and  the  arterial 
blood  pressure  dropped  from  122/80  to  78/40.  The 
surgeon  was  notified  of  these  changes.  He  re- 
leased his  traction  in  the  eye  field,  and  in  a very 
short  time  the  cardiovascular  changes  returned  to 
their  previous  levels.  Five  minutes  later  traction 
was  reapplied,  and  similar  circulatory  changes  re- 
curred. Again,  traction  was  released,  and  at'  this 
time  0.2  mg.  of  atropine  sulfate  was  injected  intra- 
venously. Five  minutes  later  traction  was  re- 
applied, but  there  was  no  untoward  effect  at  this 
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time.  Surgery  continued  uneventfully  for  the  next 
forty-five  minutes  to  completion. 

Case  2. — A fifty-year-old  woman  was  under- 
going hysterectomy  for  a tumor  of  the  uterus. 
Preanesthetic  medication  consisted  of  8 mg.  of 
morphine  with  0.3  mg.  of  scopolamine  hydrobro- 
mide. One  hour  later  anesthesia  was  induced  with 
250  mg.  of  Evipal  Sodium  in  a 3 per  cent  concen- 
tration injected  intravenously,  followed  by  main- 
tenance with  Cyclopropane-oxygen  in  a closed  to- 
and-fro  carbon  dioxide  absorption  system.  Surgery 
was  proceeding  satisfactorily  until  the  peritoneum 
was  opened,  when  in  order  to  overcome  a leak  about 
the  face  mask,  the  latter  was  restrained  with  greater 
pressure.  It  was  then  noted  on  taking  the  next  pulse 
and  blood  pressure  readings  that  the  pulse  rate  had 
diminished  sharply  from  78  to  46  beats  per  minute, 
and  the  arterial  blood  pressure  fell  from  130/80  to 
70/60.  The  surgeon  was  informed  of  these  changes. 
He  removed  the  intra-abdominal  retractors  that 
had  just  been  placed  and  ceased  operating.  But 
the  bradycardia  and  arterial  hypotension  persisted 
during  the  next  ten  minutes,  although  there  was  no 
surgical  manipulation  of  any  kind.  It  was  then 
noticed  by  a senior  anesthesiologist  that  the  face 
mask  being  used  on  the  patient  was  too  large  and 
pressing  on  the  eyeballs.  The  face  mask  was  quickly 
removed  and  changed  for  another  one  which  did  not 
touch  the  patient’s  eyes.  Immediately,  the  pulse 
was  felt  to  quicken  and  to  attain  a rate  of  80  beats 
per  minute,  and  the  blood  pressure  also  increased, 
showing  a return  to  120/80.  Thereafter,  the  hys- 
terectomy was  completed  without  further  circula- 
tory changes. 

Comment 

A review  of  the  literature  reveals  that  a con- 
siderable number  of  patients  who  undergo  eye 
surgery  show  some  evidence,  to  a greater  or  lesser 
degree,  of  the  oculocardiac  reflex.1-3  The 
anatomic  pathways  for  this  reflex  have  not  been 
too  clearly  defined.  However,  most  authors 
agree  that  it  is  mediated  by  way  of  the  ophthal- 
mic branch  of  the  trigeminal  nerve,  thence  to  the 


central  vagal  centers,  and  then  down  to  the 
cardiac  vagal  nerves. 

Hypoxia  and/or  hypercarbia  have  been  in- 
criminated by  some  as  an  etiologic  factor.  How- 
ever, although  either  or  both  of  these  unphysio- 
logic  circumstances  may  be  present  and  there- 
fore possibly  accentuate  this  reflex,  the  reflex  has 
been  observed  and  reported  as  occurring  in  pa- 
tients who  have  had  normal  oxygen  and  carbon 
dioxide  concentrations,  as  evidenced  by  blood 
gas  analysis. 

Retrobulbar  block  as  a means  of  prophylaxis 
has  been  suggested  by  some  authors.4  However, 
there  is  not  universal  agreement  on  this  modality. 
The  use  of  atropine  intravenously  in  adequate 
doses  has  proved  to  be  an  effective  form  of  ther- 
apy. 

The  degree  of  circulatory  changes  induced  by 
ocular  stimulation  varies  in  different  individuals. 
One  may  obtain  knowledge  of  an  acute  oculo- 
cardiac reflex  preoperatively  by  a simple  clinical 
test:  The  pulse  rate  is  noted  in  a particular  pa- 
tient, digital  pressure  is  then  applied  on  both 
eyeballs  for  ten  seconds,  and  then  the  pulse  rate 
is  noted  again.  The  reflex  is  said  to  be  active  if 
the  pulse  rate  is  diminished  by  more  than  ten 
beats  per  minute.  In  patients  of  this  type  it  is 
recommended  that  proportionately  larger  doses  of 
atropine  or  scopolamine  be  given  for  preanesthetic 
medication. 

Since  these  cardiovascular  changes  occur  so 
commonly  in  eye  surgery,  anesthesiologists  must 
constantly  be  aware  of  them.  It  is  suggested 
that  particularly  all  patients  exhibiting  these 
changes  have  their  cardiovascular  rhythms 
monitored  continuously. 
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Cancer  of  the  Tonsil 

JOHN  S.  LEWIS,  M.D.,  NEW  YORK  CITY 


The  palatine  tonsils  are  two  large  ovoid  masses 
of  lymphoid  tissue  which  are  embedded  in 
the  side  walls  of  the  oral  part  of  the  pharynx  at 
the  back  of  the  mouth  and  adjacent  to  the  back  of 
the  tongue.  Although  the  bulk  of  the  tonsil  is 
formed  of  lymph  tissue,  the  surface  is  covered  by 
mucous  membrane  which  is  very  irregular  be- 
cause of  deep  crypts  formed  by  infolding  of  the 
surface  lining.  These  crypts  are  filled  with  de- 
bris. Because  of  the  very  pronounced  tendency 
for  the  tonsils  to  become  infected,  it  was  once 
thought  that  they  had  a protective  function. 
This  is  overshadowed  by  their  special  tendency  to 
harbor  infection  to  the  detriment  of  the  rest  of  the 
body.  It  is  the  presence  of  chronic  infection  with 
constant  irritation  that  appears  to  incite  the  de- 
velopment of  cancer  of  the  tonsil. 

About  2 per  cent  of  human  cancers  occur  in  the 
tonsils.  However,  of  all  admissions  for  cancer  to 
Memorial  Center,  New  York  City,  this  site  com- 
prises 8 per  cent  of  all  cancer  of  the  upper  respira- 
tory and  alimentary  tracts.  It  is  the  second  com- 
monest site  for  the  development  of  cancer  in  the 
throat,  although  some  throat  specialists  have 
found  it  to  be  the  commonest  in  their  experience. 
The  average  age  of  affected  patients  is  fifty-seven 
years,  so  that  it  is  a disease  of  the  older  age 
groups.  About  85  per  cent  of  cases  occur  in  the 
male  population,  and  15  per  cent  in  females,  a 
ratio  of  6:1.  There  is  no  outstanding  factor 


which  alone  appears  to  cause  cancer  in  this  site. 
Hot  food  and  drink,  which  are  held  momentarily 
in  the  mouth,  pass  rapidly  through  the  throat  in 
the  act  of  swallowing.  Even  when  tobacco  is  in- 
haled, its  irritant  effects  are  confined  largely  to 
the  oral  cavity,  and  have  minimal  contact  with 
the  tonsils.  Repeated  attacks  of  acute  and 
chronic  tonsillitis,  the  most  likely  cause,  seem  to 
be  the  most  important  factor.  Vitamin  de- 
ficiency, syphilis,  and  nutritional  anemia  may  all 
be  factors  in  inciting  cancer  growth.  Poor  dental 
and  oral  hygiene  have  been  observed  in  the  ma- 
jority of  affected  patients. 

In  the  tonsil  area  there  is  little  sensitivity  com- 
pared to  the  lips  and  front  part  of  the  tongue. 
Accordingly,  the  onset  of  pain  may  not  occur  for 
six  or  seven  months  after  the  actual  beginning  of 
the  malignant  growth.  By  the  time  the  patient 
presents  himself  to  the  doctor’s  attention  because 
of  this  first  pain  symptom,  the  cancer  may 
measure  IV2  inches  in  size  and  may  have  ulcer- 
ated as  well.  There  may  be  an  earache  on  the 
affected  side,  as  a referred  pain  from  the  ulcerated 
throat.  By  this  time  a lump  may  be  present  in 
the  neck,  indicating  a spread  of  the  cancer  cells 
to  the  lymphatics  in  this  region.  The  lump  in  the 
neck  continues  to  grow  and  in  time  may  become 
the  size  of  a grapefruit.  Difficulty  in  swallowing 
and  an  occasional  cough  develop  as  the  process 
continues.  The  cancer  gradually  spreads  in  the 
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i mouth  to  involve  the  cheek,  the  tongue,  and 
; the  jaws.  As  blood  vessels  are  met  in  the  path 
of  the  disease,  bleeding  occurs.  Death  results 
t from  exhaustion,  pain,  sepsis,  malnutrition,  and 
, hemorrhage.  Spread  to  the  lymph  nodes  of 
the  neck  has  occurred  in  75  per  cent  of  the  cases 
by  the  time  the  patient  is  first  seen  by  a doctor, 
so  that  early  detection  of  the  primary  lesion  is  the 
exception  rather  than  the  rule.  The  so-called 
“tonsillar  lymph  node,”  the  uppermost  node  in 
the  neck  of  the  jugular  chain,  when  involved  in 
I the  spread  from  the  primary  cancer  in  the  tonsil, 

I may  be  the  sentinel  warning  of  trouble  in  the 
tonsil,  even  though  other  symptoms  have  not  yet 
appeared.  This  lymph  node  is  always  the  first 
one  involved  in  the  spread  of  cancer  from  the 
ij  tonsil,  and  once  it  is  involved  the  disease  may 
I then  spread  to  the  remainder  of  the  lymphatic 
! chain  in  the  neck  or  occasionally  by  the  blood- 
i stream  to  the  lungs  and  long  bones. 

Before  any  treatment  is  undertaken,  a biopsy 
should  always  be  made.  The  type  of  cancer 
present  and  its  extent  of  involvement  will  deter- 
mine the  type  of  treatment  program.  Cancer  of 
the  tonsil  can  be  cured  by  surgery,  x-ray  treat- 
I ment,  or  a combination  of  both.  Many  cases  are 
being  cured,  even  though  neck  node  metastases 
are  present.  Delay  in  diagnosis  is  the  single 
greatest  factor  in  reducing  the  cure  rate.  When 
one  considers  that  in  the  average  case  the  cancer 
has  grown  to  over  l1/*  inches  before  it  is  diagnosed 
as  such,  one  will  realize  that  it  causes  few  symp- 
toms at  the  onset.  The  most  frequent  symptom 
of  this  disease,  “sore  throat,”  is  not  alarming  to 
the  average  person,  because  it  also  characterizes 
common  ailments  like  tonsillitis  and  pharyngitis. 
The  fiction  that  a lump  in  the  neck  is  of  little 
significance  is  not  confirmed  by  our  experience. 
It  often  signals  the  presence  of  tonsillar  cancer. 
One  should  not  persist  in  applications  of  hot  soaks 


and  ointments  to  persistent  lumps  in  the  neck. 
Early  search  for  possible  cancer  of  the  tonsil  and 
other  areas  in  the  head  and  neck  is  all  important 
in  order  to  rule  out  the  possibility  of  lymph-node 
metastases.  Chronically  diseased  tonsils  should 
be  removed  and  the  specimens  examined  by  a 
pathologist.  Modern  anesthesia  and  surgical 
technic  have  made  tonsillectomy  a safe  proce- 
dure, and  age  alone  is  no  contraindication  to  the 
removal  of  chronically  infected  tonsils.  Indeed, 
tonsils  constitute  a hazard  to  the  elderly  male. 
Medical  consultation  is  imperative  and  is  of 
paramount  importance  if  a sore  throat  persists  or 
if  a lump  appears  in  the  neck. 

Treatment 

In  the  presence  of  a primary  cancer  of  the  tonsil 
alone,  radiation  alone  usually  suffices  to  produce 
a cure. 

In  the  presence  of  neck-node  metastases  from 
the  tonsil,  radiation  of  both  the  primary  and 
secondary  sites  may  be  the  treatment  of  choice. 
However,  in  a majority  of  cases  surgical  re- 
moval of  the  involved  neck  nodes  by  radical  neck 
dissection  may  be  combined  with  either  radiation 
or  excision  of  the  primary  tonsillar  cancer. 

In  the  surgical  removal  of  the  primary  site 
when  the  pterygoid  area  is  involved  giving  tris- 
mus, a portion  of  the  ascending  ramus  of  the 
mandible  is  removed  in  continuity  with  the  neck 
dissection. 

The  hazards  of  radiation  in  certain  cases  is 
radionecrosis  of  the  underlying  mandible.  This 
portion  of  the  mandible  may  have  to  be  removed 
at  a later  date  if  radionecrosis  develops. 

The  treated  case  must  be  examined  at  frequent 
intervals  in  order  to  detect  local  cancer  recur- 
rence or  late  metastases  to  cervical  nodes. 

3 East  71st  Street,  New  York  21 
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The  Doctor  Photographer 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild,  Ltd.) 


Can  he  be  an  artist  as  well  as  a scientist? 
When  two  such  skills  are  rolled  into  one  indi- 
vidual, is  he  the  exception,  or  is  he  the  rule? 

One  evening  during  the  summer  concerts 
given  at  Lewisohn  Stadium  in  New  York, 
a photographic  contest  is  held,  and  prizes  are 
awarded  to  those  enterprising  photographers  who 
seek  new  or  unusual  outlets  for  their  artistic 
energies. 

One  contestant  who  has  won  a prize  each  year 
has  been  a practicing  physician  (now  retired) 
whose  hobby  is  photography.  Sometimes  a 
doctor  may  be  the  photographer  and  at  other 
times  he  may  be  the  subject. 

At  last  year’s  contest,  one  such  individual 
wearing  a beret  and  absorbed  in  the  music,  un- 
knowingly became  the  subject  of  a prize-win- 
ning photograph.  He  happens  to  be  one  of  this 
country’s  outstanding  orthopedic  surgeons,  a 
fine  musician,  and  a producer  of  medical  films 
in  his  own  specialty. 

Since  he  was  known  to  the  writer,  it  was  easy 
to  draw  out  certain  reminiscences.  This  ortho- 
pedic surgeon  admitted  having  operated  on  the 
fingers  of  that  evening’s  soloist.  Evidently  the 
operation  was  successful,  because  the  soloist’s 
playing  was  flawless. 

Can  the  opposite  be  true?  That  is,  can  the 
skilled  diagnostician  or  surgeon  be  foremost  in 
his  chosen  field  of  medicine  and  yet  be  an  awful 


dub  in  his  hobby?  Yes,  he  can  be.  This 
happens  often  enough  to  make  it  a point  in  this 
article. 

Sometimes  a doctor  inept  at  taking  pictures 
will  glory  about  his  inability  to  make  a good 
photograph  and  go  to  the  extent  of  boasting 
about  his  lack  of  perception  in  this  field. 

The  same  doctor,  licensed  to  practice  medicine 
and  sworn  to  uphold  the  Hippocratic  oath, 
would  not  think  of  deviating  one  iota  from  the 
established  principles  of  the  practice  of  medicine, 
yet  he  will  break  every  law  of  photography  the 
moment  he  holds  a camera  in  his  hands.  This 
mental  quirk  is  most  disturbing  and  perhaps  can 
best  be  answered  by  the  psychoanalyst  rather 
than  the  photographer. 

For  the  doctor  who  can  diagnose  the  intri- 
cacies of  circulatory  problems,  urologic  involve- 
ments, or  gastroenterologic  upsets'  and  yet  is 
puzzled  as  to  where  to  set  his  lens  when  he  wants 
to  photograph  the  fish  he  will  catch  on  his  vaca- 
tion, here  are  a few  simple  rules  to  keep  him 
away  from  the  analyst’s  couch. 

1.  Taking  a poor  picture  means  that  this 
costs  you  the  equivalent  of  a patient’s  fee. 

If  you  are  the  type  of  person  who  is  concerned 
with  the  basic  economics  in  the  practice  of 
medicine,  it  is  obvious  that  your  time  means 
money  to  you.  If  one  wastes  good  photographic 
materials,  every  time  a poor  picture  is  taken  one 
sacrifices  an  additional  sum  of  money.  When 
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one  figures  out  what  the  doctor  spends  for  his 
photographic  equipment,  his  film  and  develop- 
ing, perhaps  adding  part  of  the  cost  of  his  va- 
cation, hotel  expense,  and  travel  time,  and  di- 
vides it  by  the  number  of  good  pictures  that  he 
will  have  to  show  at  the  end  of  his  trip,  he  is 
losing  much  more  than  one  patient’s  fee. 

Shocking,  isn’t  it?  As  a further  word  of 
caution,  we  will  sometimes  tell  an  individual 
that  he  wouldn’t  pour  good  bonded  bourbon  or 
scotch  down  the  drain  of  his  sink  as  he  so  often 
does  with  his  developing  fluid. 

2.  Stop  taking  pictures  of  people  as  though 
they  were  tintypes.  Leave  that  to  the  young- 
sters who  still  own  box  cameras,  and  even  they 
know  better.  Control  the  person  who  poses 
for  you,  be  he  patient,  friend,  or  relative.  The 
average  individual  appearing  before  a camera 
lens  feels  a compulsion  to  make  a funny  face  or 
walk  toward  the  camera  if  it’s  a movie.  Again, 
psychoanalysts  have  a ready  answer,  but  let’s 
restrict  this  to  photographic  problems  rather 
than  to  a search  for  medical  explanations  of  such 
behavior. 

Keep  your  subject  from  looking  directly  into 
the  lens  because  this  makes  him  look  self-con- 
scious. As  an  example  of  how  to  pose  people, 
let’s  take  card  game  participants  who  are 
immersed  in  their  playing  hands.  The  back  of 
the  head,  turned  slightly  profile,  makes  a better 
picture  than  the  cold,  blank  stare  of  someone  who 
indicates  that  he  is  aware  a picture  is  being 
taken. 

Artistic  effects  can  be  obtained  by  standing  on 
a chair  and  shooting  down  on  such  a group  or  by 
stooping  on  one  knee  and  shooting  upward. 
Compare  this  to  the  stereotyped  scene  you  would 
obtain  by  taking  an  eye  level  shot. 

3.  Photographic  composition — it’s  a simple 
art  to  learn. 

What  are  the  requirements  for  taking  good 
vacation  pictures?  You  do  not  have  to  travel 
to  Spain  to  find  a castle  or  go  to  Alaska  to  find 
a reindeer  or  bear.  All  of  this  type  of  compo- 
sition is  available  in  Central  Park  in  New  York 
City,  or  with  variation,  in  your  local  park. 

Do  you  contemplate  an  ocean  voyage,  taking 
your  camera  along?  Most  people  take  pictures 
of  a skyline  by  showing  a thin  pencil  strip  of 
land,  a huge  expanse  of  sky,  and  a similar  area  of 
water.  How  can  you  pretest  your  photographic 
technic  on  the  sea?  Go  to  Central  Park  Lake 
and  photograph  the  59th  Street  skyline,  or  take 


a ferry  boat  to  Staten  Island  and  take  a picture 
of  the  lower  Manhattan  skyline. 

There  is  an  optimum  point  for  approaching 
the  scene  where  the  land  area  nearly  fills  the 
camera  aperture  and  still  leaves  a space  for  an 
interesting  cloud  pattern  or  activity  on  the 
water.  All  one  needs  is  patience.  You  will 
recognize  a perfect  picture  if  you  glue  your  eye 
to  the  finder  and  keep  that  active  trigger  finger 
still  until  your  artistic  instincts  tell  you  that  you 
have  an  interesting  piece  of  photographic  com- 
position. 

(Are  you  considering  going  to  the  race  track, 
or  have  you  been  invited  to  attend  a horse  show, 
polo  match,  ball  game,  or  tennis  match?  Here 
is  where  your  aptitude  as  a photographer  re- 
ceives a trial. 

The  taker  of  motion  pictures  has  more 
opportunities  than  the  still  photographer  to 
place  a worth-while  image  on  his  film.  More 
often  than  not  such  an  individual  will  rely  on  his 
ability  to  panoram  (rapidly  swing)  his  camera  to 
keep  the  object  of  his  interest  in  the  center  of  his 
field.  This  results  in  a scene  of  very  short 
duration  generally  accompanied  by  a blurred 
background  due  to  rapidity  of  motion  of  the 
movie  camera.  Here  is  a worth-while  trick, 
and  once  it  is  learned  it  is  never  forgotten.  The 
optimum  position  for  the  photographer  is  at  or 
as  near  the  rail  of  a sporting  event  as  he  can  place 
himself.  His  camera  field  on  the  left  will  take  in 
a view  of  the  excited  betters  or  viewers  who  may 
have  a stake  on  the  winning  horse.  As  the  race 
starts  in  the  distance  the  photographer  pans  his 
camera  ever  so  slightly  to  record  the  start  and 
keeps  the  horses  in  frame  as  they  run  toward  him. 
A quick  pan  at  the  end  will  record  the  finish  line 
and  the  tote  board  nearby.  If  you  want  to  make 
a dry  run  of  such  an  event,  go  to  the  bridle  path 
in  Central  Park  and  photograph  two  people  on 
horseback. 

Variations  of  this  technic  will  enable  any 
traveler  to  capture  the  highlights  of  any  sports 
event  where  he  has  a leeway  to  leave  his  seat,  take 
his  picture,  and  return. 

4.  Candid  camera  shots  are  easy  to  take. 

Many  owners  of  motion  picture  cameras  use 
their  equipment  to  capture  scenes  for  which  a 
still  camera  is  better  adapted.  When  a movie 
camera  is  the  only  one  at  hand  and  the  photog- 
rapher wants  it  to  be  as  versatile  as  possible, 
the  problem  of  balancing  scenic  shots  against 
action  shots  needs  to  be  considered. 
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5.  Conserve  your  film  when  you  can. 

When  taking  scenic  shots,  bear  in  mind  that 
the  producers  of  picture  post  cards  have  spent 
many  weary  hours  trekking  around  to  find  that 
one  position  where  the  best  exposure  of  the 
landscape  appears. 

Learn  from  their  experience,  and  try  to  du- 
plicate these  shots.  Better  still,  buy  the  post 
cards.  Then  why  take  the  camera  along?  The 
answer  is  for  the  delightful  personal  candid 
pictures  that  will  allow  you  to  relive  the  pleas- 
ant times  you  have  had  months  hence  when  you 
review  your  films. 

Thumb  through  the  pages  of  Life  or  Look 
magazines  and  such  popular  periodicals  as  the 
Saturday  Evening  Post.  Notice  how  often  a 
striking  candid  picture  appears.  This  is  ac- 
complished by  capturing  the  expressive  parts  of 
the  face,  primarily  the  nose,  eyes,  and  mouth. 
Pay  particular  attention  to  how  the  face  is 
cropped  close,  sometimes  cutting  off  the  fore- 
head and  even  the  chin. 

The  lesson  to  be  learned  here  is  not  to  be 
afraid  to  come  in  as  close  as  possible  to  your 
image.  A long  shot  gives  you  a tintype  effect. 
An  extreme  closeup  brings  out  all  the  expressive 
detail  of  character  in  a person's  face. 

Here  patience  and  fortitude  are  most  valuable 
attributes.  Bear  in  mind  that  the  next  shot  you 
take,  even  if  you  don’t  know  what’s  ahead  of 
you,  will  be  a more  interesting  one  than  the  last 
scene  you  photographed.  Also  remember  that 
on  an  extended  trip  you  will  approach  that  day 
when  you  wrill  have  run  out  of  film.  This  al- 
ways happens  on  a weekend  when  camera  shops 
are  closed,  or  when  you  are  in  inaccessible  areas 
where  films  are  not  available.  It  may  even  be 
that  the  film  you  need  is  in  the  trunk  of  your  car 
a mile  away  from  where  you  are  standing  trying 
to  photograph  that  moose  in  the  middle  of  a lake. 

6.  A steady  hand  is  more  important  than  a 
steady  eye. 

If  we  all  had  the  respiratory  control  of  a 
mountain  climber,  the  question  of  quiver  or 
motion  in  a picture  would  not  be  a problem. 
There  is  an  art  in  holding  a camera  steady.  The 
mere  motion  of  snapping  a shutter  sets  up  a 
vibrational  hazard. 

If  a tripod  is  a nuisance  to  you,  carry  a unipod 
(a  single  legged  affair)  along  with  you.  This 
can  be  used  either  as  a walking  stick  or  as  a de- 


fense mechanism  against  snakes.  Its  main 
purpose  is  to  overcome  the  up  and  down  quiver 
when  you  press  down  the  camera  starting  button 
or  shutter  release. 

You  may  elect  to  support  the  camera  on  a 
rock  ledge,  the  gate  in  a wooden  fence,  a monu- 
ment of  sorts,  the  stump  of  a tree,  or  any  other 
similar  protrusion.  If  none  are  available,  jam 
the  camera  against  your  forehead,  which  is  the 
steadiest  part  of  your  bod}'. 

7.  Overcome  your  impulse;  don’t  panoram. 

You  will  be  hard  pressed  to  panoram  your 
camera  when  you  come  to  that  beautiful  vista 
which  can  only  be  covered  by  the  anomorphic 
type  of  lens,  the  one  now  used  in  making  wide 
angle  theatrical  motion  pictures.  Overcome 
your  impulse  to  weave  your  camera  up  and  down 
and  then  from  right  to  left. 

First,  it  consumes  two  to  three  times  the 
movie  film  the  scene  deserves.  Second,  for  the 
same  length  of  footage  you  can  take  two  to  three 
scenes,  a long  shot,  a medium  shot,  and  a closeup, 
each  of  which  can  be  planned  to  your  liking  in- 
stead of  the  catch  as  catch  can  scene  that  even 
the  best  panoram  allows  you  to  take. 

The  previously  mentioned  suggestions  have 
emphasized  (1)  that  the  cost  of  each  picture  you 
take  may  be  equivalent  to  a patient’s  fee,  (2) 
that  thought  should  be  given  to  getting  away 
from  the  tintype  picture  by  greater  emphasis  on 
photographic  composition  and  taking  live  action 
candid-type  photographs,  (3)  that  conservation 
of  film  will  leave  an  adequate  supply  for  emer- 
gencies, (4)  that  steadiness  of  camera  support  will 
increase  sharpness  of  image,  and  (5)  that  you 
must  overcome  your  impulse  to  panoram. 

Author’s  Note. — The  previous  items  are  daily 
problems  faced  by  professionals  as  well  as  amateurs. 

Having  just  returned  from  a seven- week  tour 
through  Europe  covering  six  countries  in  a distance 
of  over  4,200  miles,  the  problems  mentioned  in  this 
article  very  often  were  the  writer’s  own.  For  ex- 
ample, would  there  be  enough  film  left  over  to  pho- 
tograph an  active  volcano  belching  lava  in  the 
Azores  and  still  have  a few  feet  left  over  to  photo- 
graph the  Statue  of  Liberty  at  sunrise  in  New  York 
Harbor?  With  30  rolls  of  movie  film  consumed  at 
such  places  as  the  Brussels  Fair,  the  Zuider  Zee  in 
Holland,  the  Danube,  Vienna,  Venice,  Rome,  and 
Genoa,  there  was  just  enough  left  over  for  the  shot 
of  the  Statue  of  Liberty.  I hope  it  comes  out  . . . 
I haven’t  seen  the  film  at  this  writing. 
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A Hospital  Exam:  Subject,  The  Hospital* 

RICHARD  LIDZ,  BALTIMORE,  MARYLAND 


rJ1HERE  are  about  nine  thousand  hospitals  in  the 
United  States  (seventy-five  years  ago  there  were 
178).  They  contain  almost  1.7  million  beds,  main- 
tain an  average  daily  census  just  under  1.5  million 
patients,  and  employ  more  than  one  million  people. 
In  1957  hospital  admissions  totalled  more  than 
twenty-two  million. 

Operating  expenses  for  America’s  hospitals  were 
more  than  six  billion  dollars  last  }^ear.  (Health  is  the 
nation’s  sixth  largest  “industry.”)  The  Bureau  of 
Labor  Statistics  reports  that  the  costs  of  hospital 
care  in  1957  were  149  per  cent  above  their  immedi- 
ate postwar  level.  Since  1936,  hospitals  have  had 
to  increase  their  rates  almost  fourfold,  while  the 
general  cost  of  living  in  the  United  States  has 
doubled.  The  very  size  of  aggregate  hospital  activ- 
ity makes  it  a topic  of  national  importance,  and 
since  every  citizen  is  subject  to  accident  and  illness, 
hospital  problems  are  of  personal  interest  to  all. 

The  total  number  of  people  involved  in  the  opera- 
tion of  any  one  hospital,  even  a large  one,  seldom  ex- 
ceeds several  thousand — small  compared  to  a mili- 
tary or  an  industrial  organization.  But  the  familiar 
unifying  forces,  the  threat  of  direct  competition  and 
the  profit  motive,  which  simplhy  the  problem  of  ob- 
jectives for  the  military  and  industry  do  not  exist  in 
hospitals.  They  give  way  to  a set  of  more  subtle, 
though  equally  forceful,  motivations  and  objec- 
tives. 

A hospital  is  not  merely  a hotel  which  provides 
clean  linen  and  three  meals  a day — though  most 
do  have  their  own  laundries  and  dietary  depart- 
ments. A “day  of  care”  is  considerably  more  than 
putting  a patient  in  a bed  for  a day.  The  hospital 
must  provide  the  services  of  physicians  and  nurses. 
It  must  have  technical  equipment  available  when 
needed.  Direct  patient  care  is  augmented  by 

* Reprinted  by  permission  from  The  Johns  Hopkins 
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clinical  laboratories,  a pharmacy,  kitchens,  a medi- 
cal records  department,  a housekeeping  department, 
an  admitting  office,  and  an  array  of  supply  and  ad- 
ministrative services  which  include  everything  from 
power  plants  to  emergency  facilities.  The  key  to 
successful  hospital  management  is  learning  how  all 
these  operations  interrelate,  and  then  finding  how 
best  to  coordinate  them. 

In  1956  a significant  development  in  hospital  man- 
agement took  place  at  the  Johns  Hopkins  Hospital 
• — the  formation  of  an  Operations  Research  Division 
charged  with  the  responsibility  of  studying  and  an- 
alyzing the  Hospital’s  over-all  operations  and  prob- 
lems. The  goal  of  the  program  is  to  provide  factual 
bases  for  management  decisions. 

In  setting  up  an  operations  research  program,  the 
Hospital  followed  the  lead  of  the  military  which 
undertook  this  approach  to  problems  immediately 
after  World  War  II.  Recently  many  industries 
have  entered  the  field.  They  reeded  decision- 
making aids  because  rapid  technologic,  economic, 
and  social  changes  have  increased  the  complexity 
of  executive  decisions. 

The  Operations  Research  Office  of  the  Johns 
Hopkins  University  was  one  of  the  country’s  pio- 
neer groups  in  this  work.  ORO  was  set  up  at  the 
end  of  World  War  II  to  do  contract  research  in 
cooperation  with  the  Army.  Since  its  beginning, 
there  has  been  a kinship  between  the  ORO  and  the 
University’s  department  of  industrial  engineering 
whose  chief  concern  is  the  study  of  human  organiza- 
tion and  the  operations  of  systems  of  men  and 
machines. 

Operations  research  is  an  analytic  approach, 
which  accepts  a problem  whatever  it  is  regardless  of 
complexity  and  then  draws  on  whatever  resources 
are  necessary  to  solve  it.  Since  OR  problems  are 
usually  quite  complex,  the  “resources”  used  to 
solve  them  are  a mixed  team  of  researchers.  Such 
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problems  are  most  effectively  solved  if  they  can  be 
examined  by  an  interdisciplinary  group,  represent- 
ing a number  of  fields  in  the  sciences  and  arts.  The 
examination  of  a problem  follows  the  “total  system” 
approach  in  which  the  over-all  operation  is  kept  con- 
stantly in  mind. 

Traditionally,  the  laboratories  for  faculty  and 
students  of  industrial  engineering  have  been  real  or- 
ganizations. Several  years  ago  Russell  A.  Nelson, 
director  of  the  Johns  Hopkins  Hospital,  invited 
students  of  the  University  to  make  studies  of  Hos- 
pital activities.  These  studies  were  for  dissertation 
purposes  and  were  limited  to  what  one  person  could 
do  in  one  or  two  years.  But  they  demonstrated 
the  potential  contribution  of  people  trained  to  do 
research  in  organization  and  management — but  not 
specifically  hospital  management.  At  the  same 
time,  the  studies  demonstrated  the  difficulty  of 
actually  making  changes  in  organization  and  pro- 
cedure. 

Establishment  of  the  Operations  Research  Divi- 
sion in  the  Hospital  meant  continuity  and  coordi- 
nation of  research  there.  To  the  University  it 
meant  a formal  mechanism  for  sending  faculty  and 
students  of  various  departments  into  the  Hospital 
to  do  research.  To  the  researcher  it  meant  a home 
base  and  knowledge  that  his  project  would  be  part 
of  a continuing  program. 

To  direct  the  Hospital’s  OR  program,  an  associ- 
ate professor  of  industrial  engineering  at  Homewood 
was  chosen:  Charles  D.  Flagle,  B.E.  ’40,  Dr.  Eng. 
’55.  Dr.  Flagle,  a tall,  hurried  man  in  his  mid- 
thirties, when  not  in  Washington  or  elsewhere  con- 
sulting for  the  U.S.  Public  Health  Service,  shuttles 
between  his  office  in  Maryland  Hall,  where  he 
teaches  an  undergraduate  course  in  production 
engineering  and  graduate  courses  in  queueing  the- 
ory and  simulation  technics,  and  his  office  at  the 
Hospital,  where  he  has  five  research  assistants  and 
six  students  working  on  a variety  of  OR  problems. 

Shortly  after  Dr.  Flagle  became  director  of  the 
new  program,  the  School  of  Nursing  and  the  Nurs- 
ing Service  appointed  Ruth  A.  Preston,  assistant 
director  for  methods  improvement,  as  liaison  be- 
tween the  OR  Division  and  the  nursing  service. 
Miss  Preston,  a graduate  of  Cornell  University  and 
the  Johns  Hopkins  School  of  Nursing,  last  year  re- 
ceived an  M.S.  in  education  from  Syracuse  Univer- 
sity. She  participates  in  the  design  and  carrying 
out  of  OR  projects  and  is  chairman  of  the  commit- 
tee responsible  for  changing  nursing  methods. 

Dr.  Flagle  and  his  group  asked  Hospital  staff 
members  to  suggest  the  problems  they  considered 
most  pressing  or  suitable  for  study.  The  sugges- 
tions were  numerous  and  diverse:  “Should  we 

adopt  a new  method  for  measuring  body  tempera- 
ture?” “How  can  we  reduce  delays  in  caring  for 
outpatients?”  With  whom  should  responsibility 
for  transporting  patients  about  the  hospital  be 


placed?”  “How  can  we  reduce  labor  turnover 
among  the  auxiliary  staff?”  “What  can  be  done  to 
increase  the  practical  upper  limit  of  the  hospital 
census?”  “What  should  administrators  talk  about 
in  their  meetings?”  “At  what  time  intervals  should 
deliveries  of  supplies  be  made  to  their  points  of 
use?” 

The  first  problem  faced  by  the  operations  research 
staff  was  to  evaluate  the  suggestions  for  studies  in 
light  of  OR’s  own  capabilities  and  to  abstract  the 
basic  problems.  Next,  the  importance  of  the  basic 
problems  was  assessed  in  terms  of  value  to  the 
Hospital. 

To  determine  “value  to  the  Hospital”  implies 
knowledge  of  hospital  objectives.  But  a hospital 
consists  of  several  autonomous  groups,  each  with 
long-established  practices  and  traditions  and  each 
with  objectives  which  are  not  always  compatible 
with  those  of  another  group. 

Among  the  medical  staff,  the  practice  and  teach- 
ing of  medicine,  the  learning  of  medicine,  and  medi- 
cal research  are  the  prime  interests.  Among  the 
nursing  staff,  giving  high  quality  care  to  patients 
is  the  major  concern,  although  nurses,  too,  are 
concerned  with  teaching  and  learning.  Adminis- 
trators must  maintain  the  economic  stability  of  the 
institution,  while  also  striving  for  the  re-creation  of 
the  physical  plant. 

For  all  the  separate  objectives  there  is  a central 
action  toward  which  all  efforts  are  bent.  This  is  the 
care  of  the  patient.  Around  this  concern  for  patient 
care,  the  operations  research  program  is  built. 
Almost  all  of  the  study  problems  are  planned  around 
the  two  distinct  forms  of  care — inpatient  and  out- 
patient. 

Continuous,  hour-to-hour  responsibility  for  pa- 
tients rests  with  the  nursing  service — nurses  them- 
selves, plus  such  nonprofessionals  as  aides  and 
orderlies.  While  many  patient-care  activities— 
baths,  meals,  medications — can  be  anticipated  and 
planned,  there  are  many  patient  demands  which 
by  their  nature  cannot  be  scheduled.  There  are 
also  demands,  usually  unscheduled,  placed  on  the 
nursing  staff  by  supporting  services  such  as  radi- 
ology. While  responsibility  for  patient  care  rests 
with  the  nursing  staff,  it  is  difficult,  because  of  these 
demands  on  their  time  and  services  imposed  from 
other  sources,  to  plan  the  nursing  activities  with 
optimum  effectiveness. 

A natural  reaction  under  such  circumstances  is  to 
provide  a standby  labor  reserve  to  meet  any  unan- 
ticipated peak  loads.  Providing  labor  for  these 
peak  situations  results  in  a large,  nonprofessional 
staff,  much  of  which  is  idle  a considerable  part  of  the 
time.  (At  Johns  Hopkins  the  paid  staff  now  out- 
numbers patients  three  to  one. ) 

The  traditional  patterns  of  patient  care  were  es- 
tablished many  years  ago,  when  there  was  much 
volunteer  labor  available  in  hospitals.  Volunteers 
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serviced  equipment  and  kept  it  clean.  As  a result, 
hospitals  operated  quite  economically  and  had  little 
need  to  replace  capital  supplies.  With  volunteers 
performing  all  the  auxiliary  tasks,  each  ward  was 
run  on  a self-sufficient  basis.  Trained  personnel 
had  plenty  of  time  for  direct  patient  care.  Close 
personal  relationships  could  exist  between  patient, 
nurse,  and  doctor. 

The  economic  and  social  changes  of  recent  years 
have  deprived  hospitals  of  much  of  their  free  help. 
The  number  of  paid  aides  and  orderlies  has  greatly 
increased.  At  Johns  Hopkins,  for  example,  this 
auxiliary  personnel  now  comprises  40  per  cent  of  the 
thousand-member  nursing  staff.  While  the  pay  of 
the  auxiliaries  is  low  compared  to  what  they  might 
make  in  industry,  it  is  high  in  relation  to  their  pro- 
ductivity. As  staffing  costs  have  gone  up,  the  hos- 
pital-supply industry  has  sought  and  made  import- 
ant gains  in  developing,  low-cost,  labor-saving 
products. 

What  is  the  most  efficient  and  most  economical 
way  to  staff  a hospital?  To  find  out,  Dr.  Flagle  and 
his  staff  assessed  the  costs  of  maintaining  the  auxili- 
ary staff — aides  and  orderlies — and  compared  these 
costs  with  those  of  labor-saving  supplies.  The 
same  analytic  technics  first  used  in  military  opera- 
tions research  to  predict  casualty  rates  in  battles 
were  applied  to  the  auxiliary  staff  study. 

Dr.  Flagle  found  that  the  turnover  among  these 
workers  averages  ninety  per  cent  per  year.  New 
employes  are  paid  while  they  go  through  a six-week 
training  program.  It  takes  six  months  of  work  by 
one  of  these  people  before  the  Hospital  can  break 
even  on  its  investment  in  his  training.  But  only 
one  in  four  new  workers  remains  as  long  as  six 
months.  Most  quit  at  the  end  of  the  training 
period. 

The  problem  of  auxiliary  labor  involves  more 
than  wage  costs.  The  cost  of  recruiting  and  training 
is  also  high.  Five  of  the  nursing  department’s 
most  competent  people  devote  all  of  their  time  to 
a formal  training  course  for  replacements.  Con- 
stantly inducting  and  training  new  employes  im- 
poses a burden  on  almost  all  of  the  experienced  mem- 
bers of  the  nursing  staff  and  limits,  to  an  extent, 
the  effectiveness  of  patient  care.  The  more  new 
employes  demanding  the  attention  and  supervision 
of  experienced  staff,  the  less  attention  each  can  get, 
and  the  more  likely  they  are  to  fail  or  quit.  The 
turnover  problem  becomes  self-aggravating. 

Why  is  there  such  a high  turnover  of  auxiliary 
staff?  The  operations  researchers  believe  one  rea- 
son is  that  the  workers  do  not  have  a sense  of  be- 
longing. In  a highly  status-conscious  atmosphere, 
the  auxiliaries  are  a group  without  status.  The  ulti- 
mate solution  lies  in  finding  better  criteria  for  select- 
ing job  applicants  (what  difference  is  there  between 
the  employe  who  stays  and  the  employe  who 
doesn’t?),  upgrading  the  nature  of  their  work,  im- 


proving the  environment  in  which  it  is  performed, 
giving  the  employes  more  feeling  that  they  are  an 
important  part  of  the  Hospital’s  operation,  and  in- 
creasing the  amount  of  time  they  spend  in  direct 
patient  care. 

As  a result  of  operations  research  studies,  some 
procedures  have  been  revised  to  eliminate  time- 
consuming,  nonscheduled  duties  performed  by  the 
nursing  department  on  the  wards.  Many  of  these 
duties  involve  services  ancillary  to  patient  care. 
Centralizing  such  services  permits  far  more  efficient 
scheduling  of  activities  on  the  wards. 

In  the  past,  for  example,  the  radiology  depart- 
ment asked  the  nurse  on  a ward  to  bring  patients 
down  for  treatment  or  diagnosis  when  the  depart- 
ment was  ready  for  them.  This  meant  that  the 
nurse  or  one  of  her  staff  had  to  leave  the  patient 
area,  often  for  an  extended  time.  Patients  were 
channeled  to  radiology  from  all  parts  of  the  Hos- 
pital, and  each  trip  required  the  services  of  someone 
who  could  have  been  giving  direct  patient  care. 

Because  such  demands  are  more  regular  at  their 
point  of  origin  than  they  are  at  each  point  of  focus, 
Dr.  Flagle’s  group  recommended  that  the  radiology 
department  be  provided  with  its  own  escorts. 
Centralizing  the  escort  duties  resulted  in  more  ef- 
ficient ward  operation,  and  reduced  delays  in  getting 
patients  to  the  radiology  service.  The  same  ad- 
vantages were  realized  by  centralizing  a messenger 
service  and  certain  hospital  supplies. 

Ruth  Preston  is  working  on  another  project  which 
would  provide  each  patient  area  with  its  own  small 
inventory  of  emergency  drugs.  This  will  virtually 
eliminate  unscheduled  trips  to  the  pharmacy  which 
nurses  must  now  make  to  fill  special,  unpredictable 
orders. 

In  an  analysis  of  ward  nursing  made  in  1955  by 
George  Cramer  for  his  master’s  degree  in  indus- 
trial engineering,  he  found  that  while  the  head  nurse 
spent  more  than  100  per  cent  of  her  time  in  useful 
activity  (she  was  often  observed  doing  two  things  at 
once),  the  ward  clerk  was  usefully  active  less  than  50 
per  cent  of  the  time. 

It  was  as  a result  of  Cramer’s  study  that  the  Hos- 
pital director  approached  the  University  with  the 
plan  to  create  a permanent  research  group  at  the 
Hospital.  He  was  impressed  with  the  value  of  the 
study  and  concerned  about  the  Hospital’s  own 
ability  to  reorganize  responsibilities.  In  June, 
1956,  the  first  attempt  was  made,  under  the  nursing 
faculty’s  direction,  to  relieve  the  head  nurse  of  some 
of  her  paper  work  and  to  give  the  clerk  more  re- 
sponsibility. 

In  a large  part  of  the  Hospital  the  clerk  is  now 
handling  many  of  the  administrative  chores  and 
doing  most  of  the  paper  work  formerly  done  by  the 
head  nurse.  The  nurse  now  has  more  time  to  work 
directly  with  patients,  to  supervise  students  and  staff  ; 
and  to  teach.  Clerks  now  take  part  in  expanded 
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training  programs,  they  feel  more  a part  of  the  Hos- 
pital’s operation,  and,  with  good  reason,  they  have 
the  feeling  of  higher  status  than  before. 

To  determine  the  time  required  for  direct  patient 
care,  Robert  Connor,  B.E.  ’56,  a doctoral  candidate 
in  industrial  engineering  and  an  operations  research 
assistant  at  the  Hospital,  sat  by  the  bedsides  of  a 
hundred  medical,  surgical,  and  ophthalmologic  pa- 
tients and  noted,  in  sequence  and  by  time  of  daj'', 
every  service  performed  for  each  patient.  He  as- 
sessed the  patient’s  condition  in  terms  of  ability 
to  see,  need  for  isolation,  mental  state,  and  mobility. 
He  divided  the  need  for  patient  care  into  three  cate- 
gories: complete  care,  partial  care,  and  self-care. 

Complete-care  patients  required,  on  the  average, 
three  hours  of  nursing  time  a day,  partial-care  pa- 
tients required  one  hour  daily,  and  self-care  pa- 
tients, half  an  hour. 

Connor  made  the  important  discovery  that  the 
number  of  patients  in  each  category  is  highly  vari- 
able from  day  to  day  on  any  ward.  The  patient- 
care  work  load  can  almost  triple  on  anjr  ward  from 
one  day  to  the  next.  The  inevitable  conclusion  was 
that  a single  fixed  staff  on  each  ward  is  not  the  best 
way  to  meet  patient  needs. 

The  alternative  is  what  Dr.  Flagle  calls  “con- 
trolled variable  staffing.”  This  is  a staff  which  can 
be  variably  assigned  on  the  basis  of  daily  reports 
which  indicate  the  number  of  patients  in  each  cate- 
gory on  each  ward.  Thus  a hospital- wide  pool  of 
nursing  personnel  is  necessary.  This  pool  would 
supplement  a core  staff  on  each  ward  according  to  the 
needs  on  any  given  day. 

To  develop  this  ideal  staffing  method  on  a prac- 
tical level,  Sidney  Singer,  a graduate  student  from 
Toronto,  is  devising  a way  to  forecast  the  number  of 
patients  in  each  care  category  on  each  ward  from 
one  day  to  the  next.  Ideally,  the  nurse  in  charge 
of  each  ward  would  make  these  classifications  and 
thus  estimate  personnel  needs  for  the  day.  An- 
other graduate  student  and  research  assistant,  Rich- 
ard K.  C.  Hsieh  from  Formosa,  is  relating  the  vari- 
ability in  demand  for  linen  and  other  supplies  to 
these  daily  changes  in  patient-care  needs  from  ward 
to  ward. 

These  procedural  changes  not  only  minimize  the 
effects  of  unpredictable  demands  on  the  efficiency 
of  the  nursing  service,  but  they  also  make  it  pos- 
sible to  reduce  the  over-all  size  of  the  auxiliary  staff. 

Another  important  method  of  cutting  down  the 
size  of  the  staff  has  been  the  introduction  of  labor- 
saving  equipment  in  the  patient-care  areas. 

But  no  item  of  equipment,  no  procedure  can  be 
evaluated  as  an  entity  in  itself.  The  evaluation  of 
labor-saving  equipment  has  meaning  only  in  the 
context  of  the  whole  system  in  which  it  is  to  be  used. 
Disposable  equipment  represents  a tremendous 
potential  saving  in  labor  costs.  But  disposables 
usually  save  time  in  small  increments.  Only  when 


systems  are  developed  which  permit  the  saving  of 
time  in  large  enough  increments  to  reduce  the  pay- 
roll or  increase  the  amount  of  time  available  for 
direct  patient  care  do  the  potential  savings  offered  by 
disposable  supplies  become  real. 

Two  paths  of  action  are  necessary  for  the  hospital 
considering  the  use  of  labor-saving  equipment:  the 
reorganization  of  staff  and  responsibilities  to 
take  advantage  of  the  potential  savings  and  the 
improvement  of  supplies  and  their  method  of  dis- 
tribution. 

To  set  the  stage  for  an  ultimate  reduction  in  the 
size  of  the  auxiliary  staff,  a central  supply  depart- 
ment has  been  established  at  Johns  Hopkins.  It  is 
directed  by  Miss  Janet  Beach  who  recommended 
and  designed  the  physical  layout  and  functions  of 
the  department  while  a resident  in  hospital  ad- 
ministration at  Johns  Hopkins. 

The  Operations  Research  Division  in  cooperation 
with  the  supply  services  is  now  considering  the  es- 
tablishment of  a graduate  fellowship  in  hospital 
systems  analysis  and  products  testing.  This  would 
make  possible  a more  intensive  evaluation  of  old 
methods  and  the  development,  design,  and  testing 
of  new  materials.  The  manufacturer,  the  dis- 
tributing agency  (the  supply  departments),  and  the 
consumer,  represented  by  the  OR  staff,  all  of  whom 
have  a stake  in  the  success  of  these  supplies,  would 
work  together  on  their  development.  Already  in 
use  at  Johns  Hopkins  is  such  prepackaged  and  dis- 
posable equipment  as  drainage  tubing,  enema  kits, 
medication  cups,  and  intravenous  solutions.  Tests 
are  now  being  run  on  disposable  syringes  and  cathe- 
ters. 

To  test  the  findings  of  their  studies,  the  operations 
research  staff  felt  it  was  essential  to  set  aside  one 
ward  as  an  experimental  center.  In  the  fall  of  1957 
the  Division  of  Nursing  Resources  of  the  United 
States  Public  Health  Service  approved  a thirty-six- 
thousand-dollar  grant  to  support  a project  titled 
“Optimal  Organization  and  Facility  for  a Nursing 
Unit.”  Funds  were  provided  for  an  experimental 
ward.  In  this  ward  the  best  possible  organization, 
equipment,  and  procedures  were  to  be  developed. 

The  experimental  ward  carries  its  full  share  of 
patients,  and  few  noticeable  physical  changes  have 
been  made.  But  its  primary  function  now  is  that  of 
a guinea  pig  for  research  in  organizing  hospital 
care. 

New  staffing  ideas,  definition  of  responsibilities 
among  departments,  patient-care  procedures,  and 
products  are  tested  there.  Observations  and  meas- 
urements of  patient  reaction,  employe  acceptance, 
and  economy  of  different  systems  are  made.  It  is 
where  Singer  gets  the  data  he  needs  for  his  work  on 
daily  patient  load  forecasting.  It  is  where  Hsieh 
measures  the  quantity  of  supplies  used  daily. 
It  is  where  new  products  will  be  tested.  Later, 
the  area  will  be  used  for  demonstrations  and  train- 
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ing. 

Although  focused  on  one  nursing  unit,  the  in- 
patient studies  have  hospital-wide  significance. 
They  are  all  concerned  with  the  interacting  proce- 
dures of  medical,  nursing,  and  administrative  groups, 
and  of  auxiliary  departments.  These  interactions 
exist  in  every  patient-care  situation. 

The  outpatient  may  visit  the  Hospital  for  only  a 
few  minutes  of  medical  attention,  yet  his  visit  must 
be  scheduled.  He  must  pass  through  an  admitting 
procedure  on  his  first  visit,  he  must  pay  his  fee, 
he  may  need  to  schedule  a reappointment,  and  he 
may  need  to  have  a prescription  filled.  There  is  often 
a substantial  wait  between  each  of  these  procedures, 
and  the  total  visit  may  consume  hours  of  the  pa- 
tient’s time. 

Under  Dr.  Flagle’s  direction,  a number  of  out- 
patient studies  are  being  made  to  find  ways  to  re- 
duce delay  to  the  patient,  reduce  congestion  of  hos- 
pital space  caused  by  waiting  patients,  and  still 
assure  the  physicians  an  uninterrupted  flow  of  pa- 
tients. The  outpatient  studies  recently  received 
financial  support  from  the  Division  of  Hospital  and 
Medical  Facilities  of  the  United  States  Public  Health 
Service. 

One  study  of  outpatient  congestion  has  been 
made  in  the  dispensary  of  the  Harriet  Lane  Home, 
the  pediatric  service  at  Johns  Hopkins.  Martin 
Taylor,  a Canadian  graduate  student  working  with 
Dr.  Ira  Gabrielson,  other  physicians,  and  adminis- 
trators, has  developed  a plan  for  physical  revision  of 
the  plant  and  reorganization  of  outpatient  adminis- 
trative procedures.  By  applying  queueing  theory, 
Taylor  was  able  to  provide  parallel  paths  for  pa- 
tients going  through  the  clinic.  This  reduces 
the  number  of  stops  each  patient  must  make  and 
speeds  up  the  entire  operation  of  the  department. 

Dr.  Edward  Maumenee,  chairman  of  the  depart- 
ment of  ophthalmology,  requested  that  a study  be 
made  of  the  outpatient  department  of  Wilmer  Clinic 
with  the  aim  of  doubling  the  number  of  patients  it 
was  possible  to  see.  Abraham  Soriano,  an  Israeli 
research  assistant  working  with  Dr.  Stuart  Wolff, 
resident  in  ophthalmology,  devised  some  special 
work-measurement  technics  for  use  in  studying 
ophthalmologic  and  administrative  procedures. 
Here  again  the  problem  is  one  of  long  delays  for  the 
patient  and  much  waste  of  the  physician’s  time. 

A graduate  student  in  the  Johns  Hopkins  psychol- 
ogy department,  Miss  Miriam  Aronstein,  is  study- 
ing the  procedures  involved  in  dispensing  medicines 
to  patients.  She  is  concerned  not  only  with  the 
design  of  the  procedures  which  insure  proper  medi- 
cation, but  also  with  the  design  of  the  physical  fa- 
cilities where  medicines  are  prepared. 

Another  woman,  Mrs.  Frances  Wright,  who  has 
had  considerable  experience  in  hospital  studies  in 
her  native  England,  has  joined  the  OR  team  to 
study  the  nature  of  demands  on  the  emergency  de- 


partment. She  is  interested  in  the  distribution  of 
accidents  by  type  and  time  of  day.  She  is  trying  to 
determine  some  criteria  for  the  allocation  of  facili- 
ties and  staff  in  a situation  completely  lacking  any 
sort  of  control.  Mrs.  Wright  plans  to  use  this 
study  as  part  of  her  work  toward  a degree  in  bio- 
statistics from  the  School  of  Hygiene  and  Public 
Health. 

The  problems  presented  by  outpatient  services 
generally  involve  coordination  of  the  flow  of  pa- 
tients and  their  case  records.  Uneven  outpatient 
service  is  aggravated  by  the  varying  arrival  times 
of  patients  and  the  varying  lengths  of  time  needed  to 
treat  them.  Queueing  theory  indicates  that  the 
solution  to  congestion  problems  is  a reduction  in  the 
number  of  individual  steps  through  which  a patient 
must  go  (waiting  usually  occurs  at  each  step)  and 
the  provision  of  parallel  lines  for  easier  traffic  flow. 
This  means  some  duplication  of  equipment  and  in- 
creased versatility  of  administrative  staff  plus  some 
additional  cost.  But  because  of  the  ever  increasing 
demands  for  outpatient  care,  there  is  a serious  need 
for  means  of  increasing  the  capacity  of  clinics. 

It  has  been  two  years  since  the  University  and 
Hospital  established  the  operations  research  pro- 
gram. 

The  nursing  department  cooperates  closely  with 
it,  as  do  many  physicians  and  administrators. 
An  aggressively  administered  supply  department 
has  been  formed.  It  also  works  with  the  operations 
research  personnel. 

Procedures  which  are  proved  worthwhile  on  the 
experimental  ward  will  be  extended  throughout  the 
Hospital  as  quickly  as  possible.  So  far,  the  program 
has  been  primarily  an  administrative  one,  concerned 
with  the  organization  of  and  support  between  vari- 
ous departments. 

As  the  Hospital  continues  to  increase  the  economy 
and  efficiency  of  its  operation,  OR’s  emphasis  will 
shift  from  administrative  to  medical  and  public 
health  problems.  What  has  been  done  so  far  has  been 
just  the  first  step  in  analyzing  hospital  operations. 
The  next  step  will  be  a move  from  internal  to  ex- 
ternal concerns.  Dr.  Flagle  anticipates  a greater 
participation  by  OR  analysts  working  with  physi- 
cians and  nurses  in  the  study  of  direct  patient  care. 
He  foresees  a greater  use  of  biostatistics  and  the  social 
sciences  and  more  cooperation  with  hospital  plan- 
ners and  architects. 

The  studies  at  Johns  Hopkins  are  unique  only  in 
their  specific  detail.  Their  importance  extends  far 
beyond  the  walls  of  any  one  institution.  They  are 
significant  to  every  medical  center  in  the  United 
States.  Just  as  the  problems  of  one  ward  are  likely 
to  reflect  the  problems  of  all  wards,  the  problems  of 
one  hospital  reflect  the  problems  of  all  hospitals, 
and  the  solutions  found  in  one  institution  should 
indicate  in  a broad  sense  the  solutions  for  other  in- 
stitutions. 
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rT,HE  increased  incidence  of  personal  injury  claims 
brought  against  physicians  during  the  past  few 
years,  and  particularly  the  variety  of  allegations  on 
which  these  claims  are  based,  has  caused  many 
members  to  examine  more  closely  the  provisions  of 
their  professional  liability  coverage. 

The  purpose  of  this  article  is  to  explain  as  briefly 
and  as  simply  as  possible  just  what  the  Group  Plan 
policy  of  the  State  Society  covers  and  what  it  does 
not  cover.  The  following  comments  are  based  on 
the  latest  revision  of  the  master  policy,  effective 
September  1,  1958. 

Insuring  Clause 

Professional  liability  insurance  should  protect  a 
doctor  against  all  hazards  resulting  from  the  proper 
practice  of  his  profession  that  are  not  and  cannot  be 
covered  under  other  suitable  types  of  insurance,  such 
as  hospital  professional  liability;  owners’,  land- 
lords’, and  tenants’  (sometimes  called  general  or 
premises)  liability;  automobile,  and  Workmen’s 
Compensation.  The  wording  of  your  Group  Plan 
policy  is  broad  enough  to  cover  these  requirements. 
Subject  to  the  exclusions  noted  below,  it  agrees  to 
pay  on  behalf  of  the  insured  such  damages  as  the 
law  may  direct  him  to  pay  because  of  injury  “result- 
ing from  rendering  or  failing  to  render  professional 
services.”  By  omitting  the  word  “malpractice”  or 
an  attempt  to  define  it,  this  inclusive  wording  avoids 
the  implication  that  the  policy  is  limited  to  specifi- 
cally listed  acts. 

Exclusions 

Since  the  insuring  clause  by  itself  would  provide 
insurance  against  acts  and  under  circumstances  that 
would  be  detrimental  to  the  interests  of  the  member- 
ship as  a whole,  and  in  certain  cases  be  contrary  to 
public  policy,  it  is  necessary  to  limit  the  insuring 
agreement.  Your  Group  Plan  contract  contains 
the  following  exclusions: 

(a)  except  when  coverage  is  indicated  by  a specific 
premium  charge  in  the  applicable  certificate  of  insur- 
ance (1)  to  the  use  of  x-ray  apparatus  for  x-ray  ther- 
apy or  to  the  detailed  prescription  of  dosage  therefor, 
or  (2)  to  the  use  of  electric  current  or  shock  therapy, 
or  (3)  to  the  performance  of  plastic  surgery  to  im- 
prove the  appearance  of  the  patient. 

All  certificates  of  insurance,  unless  they  are  modi- 
fied by  special  arrangement  with  the  insured,  cover 
all  procedures  except  cosmetic  plastic  surgery,  elec- 
troshock therapy,  and  x-ray  therapy.  Coverage  for 


these  excluded  specialties  may  be  obtained  by  quali- 
fied members  on  special  application  and  payment  of 
additional  premium. 

( b ) to  liability  of  the  insured  arising  out  of  the  acts 
or  omissions  of  (1)  a partner  of  the  insured,  or  a 
physician  or  surgeon  employed  by  the  insured,  unless 
such  person  or  persons  are  individually  insured  under 
this  policy,  or  (2)  a physician  or  surgeon  acting  as  a 
temporary  substitute  for  the  insured  in  the  insured’s 
absence,  unless  such  person  is  a licensed  physician  and 
is  protected  by  applicable  professional  liability  in- 
surance; provided,  that  part  (1)  of  this  exclusion  does 
not  apply  to  a physician  or  surgeon  acting  as  a tem- 
porary substitute  for  the  insured  in  the  insured’s  ab- 
sence, and  that  part  (2)  of  this  exclusion  does  not  ap- 
ply in  an  emergency  situation  where  the  insured  is 
unexpectedly  prevented  from  acting  for  himself. 

A doctor  may  be  held  legally  liable  for  the  acts  of  a 
partner  or  a doctor  whom  he  employs.  Under  his 
Group  Plan  insurance  this  liability  is  covered  pro- 
vided each  partner  and  employed  physician  is  also 
individually  insured  under  the  Group  Plan.  In  this 
way,  one  premium  is  collected  for  each  doctor  in- 
sured, and  the  possibility  of  a conflict  of  interests 
between  different  insurance  companies  is  avoided. 
When  an  insured  doctor  goes  on  vacation  or  will  be 
away  from  his  office  temporarily,  it  is  desirable  but 
often  difficult  (particularly  on  short  notice)  for  him 
to  find  a substitute  who  is  also  insured  in  the  Group 
Plan.  Protection  to  the  Group-Plan-insured  doctor 
in  these  situations  is  provided,  therefore,  subject 
only  to  the  requirement  that  the  substitute  doctor 
carry  professional  liability  insurance  somewhere  and 
that  such  insurance  protect  him  while  acting  in  his 
substitute  role. 

(c)  to  liability  of  the  insured  as  owner,  proprietor, 
superintendent,  or  executive  officer  of  any  hospital, 
sanitarium,  dispensary,  or  clinic  with  bed  and  board 
facilities,  laboratory  or  other  business  enterprise. 

The  owners  of  a hospital,  sanitarium,  laboratory, 
or  dispensary  or  clinic  with  beef  and  board  facilities 
have  certain  liabilities  that  are  insurable  under  a 
hospital  type  of  professional  liability  policy.  Such  a 
policy  normally  excludes  coverage  on  account  of  in- 
dividual professional  acts.  A doctor  who  is  both  a 
practicing  physician  and  the  owner,  proprietor,  su- 
perintendent, or  executive  officer  of  one  of  these  in- 
stitutions has  a dual  liability  and  needs  both  types  of 
insurance  for  complete  protection.  This  exclusion 
points  up  the  need  for  such  insurance. 

(d)  To  the  liability  of  an  anesthesiologist  on  ac- 
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count  of  the  acts  or  omissions  of  any  person,  other 
than  a licensed  physician,  employed  by  him  in  ad- 
ministering an  anesthetic  agent. 

Since  only  members  of  the  Society  can  be  insured 
under  the  Group  Plan,  the  Society  has  directed  that 
j no  coverage  be  provided  an  anesthesiologist  on  ac- 
count of  the  acts  of  a nurse  or  anyone  other  than  a 
licensed  physician  whom  he  employs  to  expand  his 
practice.  He  is,  however,  protected  on  account  of 
his  supervisory  responsibilities  for  the  acts  of  hospi- 
tal-employed nurse  anesthetists  or  residents  and  in- 
terns in  the  same  way  that  other  specialists  are  pro- 
tected on  account  of  the  acts  of  personnel  in  their 
departments. 

(e)  to  liability  of  the  insured  (1)  arising  out  of  acts 
or  omissions  while  under  the  influence  of  intoxicants 
or  narcotics,  or  (2)  arising  out  of  the  performance  of  a 
criminal  act;  provided  that  this  exclusion  shall  not 
apply  with  respect  to  defense  of  suits  unless  the  in- 
sured is  convicted  in  a criminal  prosecution  based  on 
such  acts  or  omissions  for  which  claim  or  suit  is 
brought  against  the  insured. 

In  this  exclusion  the  word  “narcotics’’  has  been 
substituted  for  “drugs”  because  it  is  more  specific. 
If  a doctor  is  charged  with  having  acted  under  the 
influence  of  intoxicants  or  narcotics,  or  of  having 
committed  a criminal  act,  he  is  entitled  to  defense 
under  his  Group  Plan  insurance,  but  with  the  under- 
standing that  no  indemnity  would  be  provided 
should  the  charges  against  him  be  proved.  Thus,  a 
member’s  professional  liability  insurance  would  give 
him  free  defense  against  false  or  groundless  charges. 
However,  defense  would  not  be  provided  after  the 
insured  had  been  convicted  in  a criminal  action  based 
on  the  same  acts  or  omissions  alleged  in  a civil  ac- 
tion. 

(J)  to  liability  of  others  assumed  by  the  insured 
under  any  contract  or  agreement,  or,  except  with  re- 
spect to  defense  of  suits,  to  liability  assumed  by  the 
insured  under  any  contract  or  agreement  guarantee- 
ing the  result  of  any  treatment  or  operation. 

Every  one  is  personally  liable  for  the  results  of  his 
own  acts.  The  law  may  impose  a liability  on  a phy- 
sician because  of  an  employer-employe  relationship, 
and  for  this  he  is  covered  under  his  Group  Plan  in- 
surance, except  as  noted  in  exclusion  ( b ).  He  is  not 
covered,  however,  if  he  voluntarily  accepts,  by  vir- 
tue of  a contract  or  agreement  with  any  person  or  in- 
stitution (such  as  an  employe  or  a hospital)  a liability 
that  he  would  not  otherwise  have. 

The  standards  of  professional  ethics  prohibit  a 
physician  from  guaranteeing  the  result  of  any  treat- 
ment or  operation,  and  no  reputable  and  conscien- 
tious physician  will  enter  into  such  a contract  or 
agreement.  However,  if  he  is  unjustly  charged  with 
having  done  so,  he  will  be  defended  under  his  policy, 
but  if  the  charges  are  proved,  he  must,  out  of  his 
own  pocket,  pay  whatever  damages  are  assessed. 

Conditions  and  Agreements 

An  insurance  policy  is  a contract  between  the 
policyholder  and  the  insurance  company,  and  the 
policy  outlines  certain  terms  or  conditions  that  must 


be  complied  with.  Of  special  importance  to  the  in- 
sured are  the  following: 

Declarations. — In  order  that  an  insured  may  be 
placed  in  the  proper  premium  class,  he  must  keep  the 
company  advised,  through  the  office  of  the  indem- 
nity representative,  of  changes  in  his  medical  or 
surgical  practice.  Unless  he  does  this,  he  is  being 
unfair  either  to  himself  or  to  the  other  insured  mem- 
bers. 

Notice. — The  policy  requires  that  an  insured,  as 
soon  as  he  becomes  aware  of  an  event  that  he  has 
reason  to  believe  may  result  in  a claim  against  him, 
notify  the  company  in  writing,  either  directly  or 
through  the  indemnity  representative  or  legal  coun- 
sel. This  of  course  requires  judgment  in  specific  in- 
stances. There  is  no  excuse,  however,  for  failure 
to  report  promptly  the  receipt  of  a summons,  a let- 
ter of  complaint  from  a patient  or  an  attorney  rep- 
resenting him,  or  a direct  indication,  oral  or  written, 
by  a patient  that  he  is  dissatisfied  with  results.  An 
incident  involving  injury  to  a patient,  which  cannot 
be  considered  a normal  hazard  of  the  operation  or 
treatment  involved,  also  should  be  reported.  A 
prompt  investigation  often  results  in  a satisfactory 
disposition  of  a valid  claim  before  it  reaches  the  suit 
stage. 

Cooperation  of  the  Insured. — In  order  that  a 
claim  or  suit  may  be  properly  handled,  the  insured 
must  assist  in  securing  information  and  witnesses, 
and  he  must  attend  trial  and  pretrial  hearings.  He 
must  not  withhold  from  the  company  or  the  legal 
counsel  any  relevant  information,  even  if  it  is  unfa- 
vorable to  himself.  On  the  other  hand,  he  must  not 
assume  any  liability  or  attempt  to  settle  or  negotiate 
on  his  own  initiative. 

Settlement — The  policj'  provides  that  “no  claim 
or  suit  shall  be  settled  or  compromised  by  the  com- 
pany except  with  the  written  consent  of  the  insured.” 
A decision  to  settle  a suit  must  be  agreed  to  by  the 
insured,  the  legal  counsel,  and  the  company  after  a 
full  consideration  of  the  medical,  legal,  and  other 
factors  involved.  Suits  and  claims  are  not  settled  on 
the  basis  of  nuisance  value  or  expediency. 

In  order  to  protect  the  Group  Plan  as  a whole  from 
the  added  costs  that  would  be  incurred  should  an  in- 
sured arbitrarily  refuse  to  have  an  indefensible  case 
against  him  settled,  there  is  provision  for  the  ap- 
pointment of  a committee  of  three  Society  members 
to  review  the  facts  to  determine  if  the  case  should  be 
settled  or  tried. 

Conclusions 

The  revised  master  policy  provides  comprehensive 
professional  liability  coverage  for  each  member  in- 
sured under  the  Group  Plan.  The  insuring  clause 
is  broad,  and  the  exclusions  are  stated  as  simply  and 
directly  as  possible.  Since  the  cost  of  Group  Plan 
insurance  is  determined  by  the  losses  sustained, 
these  exclusions  and  conditions  are  more  for  the  pro- 
tection of  insured  members  than  for  the  protection 
of  our  insurance  carrier.  Should  any  questions  of 
interpretation  arise,  the  insured  member  has  the 
additional  safeguard  of  having  his  interests  protected 
by  the  Malpractice  Insurance  and  Defense  Board  of 
the  Medical  Society  of  the  State  of  New  York. 
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On  Deer  Isle  * 


By  Walter  W.  Mott,  M.D.,  of  White  Plains.  Dr.  Mott  has  painted  a relaxed  com- 
position entitled  “On  Deer  Isle.”  It  is  oil  on  canvas.  He  uses  an  “impasto”  effect 
utilizing  the  palette  knife  instead  of  the  brush.  He  has  given  a successful  “quality  of 
rocks”  without  painting  the  individual  rocks — really  an  abstraction.  This  also  pertains 
to  the  waves  in  the  foreground.  Dr.  Mott  is  self-taught  and  shows  good  feeling  for 
plastic  form. 

Comment:  After  the  turmoil  of  everyda}'  medical  practice,  there  is  a suggestion  that 
desire  for  peace  and  quiet  motivated  the  choice  of  this  particular  scene  with  its  horizon- 
tal (quieting)  compositional  effect. 
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Portrait 


By  Philip  Landers,  M.D.,  of  Binghamton.  Dr. 
Philip  Landers,  an  ophthalmologist,  has  painted 
quite  successfully  a portrait  of  his  wife  Nonnye.  It 
was  done  in  oil  on  canvas.  If  “versimilitude”  is  the 
criterion  of  successful  portraiture,  Dr.  Landers  has 
succeeded.  He  is  largely  self-taught  but  has  had 
some  instruction  in  painting  in  the  past  six  years. 
He  has  exhibited  in  Binghamton  recently,  the  last 
time  at  the  Lourdes  Hospital  Art  Exhibit  by  mem- 
bers of  the  Binghamton  Physicians  Art  Club. 


INFORMATION  ABOUT  “ THE  GALLERY ” 

On  these  pages,  the  Journal  is  presenting  a series  of  reproductions  of  physi- 
cian art  work,  and  each  member  of  the  Medical  Society  of  the  State  of  New  York  is 
invited  to  contribute  to  this  new  feature. 

If  you  would  like  to  participate,  please  furnish  an  8 by  10  inch  black  and  white 
glossy  print  of  good  quality  suitable  for  reproduction.  Prints  of  the  art  work  are 
not  returnable.  This  should  be  sent  in  a cardboard  back  manila  envelope  to  the 
editor  of  “The  Gallery”: 

Walter  J.  Alexander,  M.D. 

333  Main  Street 
Binghamton,  New  York 

Please  include  the  following  information: 

1.  Your  name  and  address 

2.  Title  of  picture 

3.  Where  and  when  painted  or  sculpted 

4.  Where  previously  exhibited;  any  prizes  received 

5.  Short  interpretation  of  the  work 

6.  How  long  you  have  painted ; any  instruction  you  have  had. 
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— fifty-second  annual 

DISTRICT  BRANCH  MEETINGS 


Medical  Society  of  the  State  of  New  York 


FIFTH  DISTRICT  BRANCH 

Thursday,  October  9,  1958 


The  Fifth  District  Branch  will  join  with  the 
annual  Tri-County  Heart  Day.  The  business 
meeting  of  the  Branch  will  be  held  following  the 
afternoon  session  of  Heart  Day. 

Officers — Fifth  District  Branch 

President Olin  J.  Mowry,  M.D., 

Oswego 

First  Vice-President.  . . A.  Carl  Hoffman,  M.D., 
Syracuse 

Second  Vice-President . . John  F.  Kelley,  M.D., 
Utica 

Secretary George  A.  Burgin,  M.D., 

Little  Falls 


William  R.  Carson,  M.D., 
Potsdam 

Presidents — Component  County  Medical 

Societies 


Herkimer Robert  C.  Ashley,  M.D.,  Little  Falls 

Jefferson Juda  B.  Bickel,  M.D.,  Sackets 

Harbor 

Lewis Harry  E.  Chapin,  M.D.,  Lowville 

Madison John  D.  George,  Jr.,  M.D.,  Verona 

Oneida Frank  A.  Graniero,  M.D.,  Utica 

Onondaga Robert  J.  Collins,  M.D.,  Syracuse 

Oswego F.  Edward  Fox,  M.D.,  Fulton 


St.  Lawrence.  . J.  Benton  Pike,  M.D.,  Massena 


Hotel  Utica,  Utica 

Treasurer 


NINTH  DISTRICT  BRANCH* 

Wednesday,  October  15,  1958 
Carl  and  Lily  Pforzheimer  Memorial  Building,  Purchase 

Afternoon  Officers — Xinth  District  Branch 


1:00  p.m. — Golf,  Apawamis  Club,  Rye 
Evening 

6:00  p.m. — Registration,  Carl  and  Lily  Pforzheimer 
Memorial  Building 

6 : 30  p.m. — Cocktails  and  Dinner 

Business  Meeting,  Election  of  Officers 

Introduction  of  Officers 
Address:  Henry  I.  Fineberg,  M.D., 
Jamaica,  President-Elect,  Medical 
Society  of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Shel- 

don, Olean,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
“The  Work  and  Accomplishments  of 
the  United  States  85th  Congress’’ 
Honorable  Edwin  B.  Dooley,  Member 
of  Congress,  26th  District,  New  York 

* Ninth  annual  meeting. 


President Earl  C.  Waterbury,  M.D., 

Newburgh 

First  Vice-President. . . Reid  R.  Heffner,  M.D., 
New  Rochelle 

Second  Vice-President.  . William  P.  Kelly,  Jr.,  M.D., 


Carmel 

Secretary Maxwell  Gosse,  M.D., 

Poughkeepsie 

Treasurer Frank  E.  Ciancimino,  M.D., 

Nvack 


Presidents — Component  County  Medical 

Societies 


Dutchess Leo  P.  O’Donnell,  M.D.,  Wingdale 

Orange Fritz  Blumenthal,  M.D.,  Middle- 

town 

Putnam Robert  A.  Seitz,  M.D.,  Cold  Spring- 

on-Hudson 

Rockland Emile  J.  Buscicchi,  M.D.,  Congers 

Westchester.  William  P.  Reed,  M.D.,  Larchmont 
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THIRD  DISTRICT  R RANCH 

Thursday,  October  16,  1958 
Saulpaugh  Hotel,  Catskill 


Morning 

10:00  a.m. — Registration 

11:00  a.m. — Business  Meeting,  Election  of  Officers 

Afternoon 

12:30  p.m. — Cocktails  and  Luncheon 

Introduction  of  Officers 
Address:  Henry  I.  Fineberg,  M.D., 
Jamaica,  President-Elect,  Medical 
Society  of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 

2:00  p.m. — Symposium:  “Hypnosis  and  Its  Use  in 

the  Medical  Arts” 

(All  dentists  in  the  area  are  invited.) 
Hyman  S.  Barahal,  M.D.,  Bright- 
waters,  Acting  Director,  Pilgrim 
State  Hospital,  Moderator 

1.  “Hypno-Therapy  Procedures” 

Dr.  Barahal 

2.  “The  Psychiatric  Viewpoint” 
Herbert  Spiegel,  M.D.,  New 

York  City,  Faculty,  William 
Alanson  White  Institute  of  Psychi-' 
atrv,  Psychoanalysis,  and  Psychol- 
ogy 

3.  “The  Obstetric  Viewpoint” 

William  E.  F.  Werner,  M.D., 

Rockawav  Park,  Attending  Gyne- 
cologist and  Director  of  Obstetrics, 
Rockawav  Beach  Hospital 


4.  “Clinical  Demonstration  of  Training 
of  Patients  for  Delivery  Under 
Hypnosis” 

Dr.  Werner  and  Paul  M.  Wood, 
M.D.,  Highland  Falls,  Consulting 
Anesthetist,  Cornwall  Hospital 
and  Horton  Memorial  Hospital, 
Middletown 


Officers — Third  District  Branch 

President Edwin  G.  Mulbury,  M.l). 

Windham 

First  Vice-President . . . Clement  J.  Handron,  M.D., 
Troy 

Second  Vice-President. . . Edward  F.  Shea,  M.D., 
Kingston 

Secretary-Treasurer Henry  J.  Noerling,  M.l), 

Valatie 


Presidents — Component  County  Medical 

Societies 


Albany James  H.  Flynn,  M.D.,  Albany 

Columbia.  Heinz  Salm,  M.D.,  Hudson 

Greene Elwood  G.  Weisenburn,  M.D.,  Cox- 

sackie 

Rensselaer.  . Marshall  W.  Quandt,  M.D.,  Troy 
Schoharie.  . Peter  J.  Sacket,  M.D.,  Schoharie 
Sullivan.  . . George  R.  Mills,  M.D.,  Callicoon 
Ulster Bartholomew  J.  Dutto,  M.D.,  King- 

ston 


FOURTH  DISTRICT  R RANCH 

Thursday,  October  30,  1958 
Century  Club  and  Elks  Club,  Amsterdam 


Afternoon 

12:00  noon — Executive  Committee  Luncheon 

Meeting,  Elks  Club 

1 : 15  p.m. — Registration,  Century  Club 

2:00  p.m. — Panel  Discussion:  “Workmen’s 

Compensation” 

Miss  Angela  R.  Parisi,  Chairman, 
New  York  State  Workmen’s  Com- 
pensation Board,  Moderator 
Anthony  A.  Mira,  M.D.,  Director, 
Workmen’s  Compensation  Bureau, 
Medical  Society  of  the  State  of 
New  York 


Staff  Member,  New  York  State 
Workmen’s  Compensation  Board 

Staff  Member,  New  York  State 
Insurance  Fund 

3:15  p.m. — Panel  Discussion:  “Malpractice 

Defense  and  Medical  Legal  Prac- 
tice” 

Milton  Helpern,  M.D.,  Chief  Medi- 
cal Examiner,  City  of  New  York, 
Moderator 

John  F.  Keli.ey,  M.D.,  Utica, 
Chairman,  Malpractice  Insurance 
and  Defense  Board,  Medical  So- 
ciety of  the  State  of  New  York 
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William  F.  Martin,  Esq.,  Counsel, 
Medical  Society  of  the  State  of 
New  York 

Mr.  James  M.  Arnold,  Indemnity 
Representative,  Medical  Society  of 
the  State  of  New  York 

4:30  p.m. — Business  Meeting,  Election  of  Officers 
Evening 

5:30  p.m. — Social  Hour,  Elks  Club 

6:30  p.m. — Dinner  Dance 

Introduction  of  Officers 
Address:  Henry  I.  Fineberg,  M.D., 
Jamaica,  President-Elect,  Medical 
Society  of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Shel- 
don, Olean,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
Entertainment 

Officers — Fourth  District  Branch 

President Leonard  J.  Schiff,  M.D., 

Plattsburgh 


First  Vice-President.  ...  Roman  R.  Violyn,  M.D., 
Amsterdam* 

Second  Vice-President.  . .Milton  J.  Greenberg,  M.D., 


Hudson  Falls 

Secretary Arthur  Q.  Penta,  M.D., 

Schenectady 

Treasurer Webster  M.  Moriarta. 

M.D.,  Saratoga  Springs 


*Acting  president. 

Presidents — Component  County  Medical 

Societies 


Clinton Francis  F.  Baker,  M.D.,  Platts- 

burgh 

Essex Oscar  Greene,  M.D.,  Mineville 

Franklin Carl  G.  Merkel,  M.D.,  Saranac  Lake 

Fulton Clem  E.  Gritsavage,  M.D.,  North- 

ville 

Montgomery.  .Norbert  Fethke,  M.D.,  Amsterdam 

Saratoga Max  M.  Vinicor,  M.D.,  Corinth 

Schenectady. . . Carl  F.  Runge,  M.D.,  Schenectady 

Warren Richard  C.  Batt,  M.D.,  Glens  Falls 

Washington ...  Alexander  Avrin,  M.D.,  Fort  Ed- 
ward 


SECOND  DISTRICT  BRANCH 

Wednesday,  November  19,  1958 
Nassau  County  Academy  of  Medicine,  Garden  City 


Evening 

6:00  p.m. — Registration  of  Panel  Members 

Panel  Discussion:  “Is  Organized 

Medicine  Meeting  the  Challenge  of 
Organized  Labor?” 

1.  Union  Welfare  Funds 

2.  Medical  Insurance  Plans 

3.  Responsibility  of  Organized  Medi- 
cine 

4.  Responsibility  of  Individuals 
7: 15  p.m. — Registration  of  General  Membership 

Cocktails 

8:00  p.m. — Dinner 

Introduction  of  Officers 
Election  of  Officers  of  Second  District 
Branch 

Address:  Henry  I.  Fineberg,  M.D., 
Jamaica,  President-Elect,  Medical 
Society  of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President,  Woman’s  Auxiliary 


to  the  Medical  Society  of  the  State 
of  New  York 

Report  of  the  Panel 


Officers — Second  District  Branch 

President Arthur  E.  Corwith,  M.D., 

Bridgehampton 

First  Vice-President.  . . .Joseph  G.  Zimring,  M.D., 
Long  Beach 

Second  Vice-President  . . Charles  W.  Shlimbaum, 
M.D.,  Bay  Shore 

Secretary Albert  M.  Biglan,  M.D., 

Central  Islip 

Treasurer George  C.  Erickson,  M.D., 

Hempstead 

Presidents — Component  County  Medical 
Societies 

Nassau.  .Abraham  W.  Freireich,  M.D.,  Malverne 
Suffolk. . Francis  J.  O’Neill,  M.D.,  Central  Islip 
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MONTH  IN  WASHINGTON 


HPhe  civilian  Medicare  program  is  struggling 
through  an  uncomfortable  period  of  readjustment 
while  attempting  to  cut  its  cost  by  about  30  per  cent. 

Had  the  program  continued  the  way  it  was  op- 
erating last  year,  the  cost  this  year  would  be  an  esti- 
mated 100  million  dollars.  Instead,  the  Defense 
Department,  at  the  urging  of  Congress,  is  attempt- 
ing to  keep  the  costs  within  the  appropriated  70.2 
million  dollars. 

No  one  can  estimate  as  yet  actually  what  is  being 
saved.  Some  services  that  previously  were  au- 
thorized in  civilian  hospitals  and  from  civilian  doctors 
have  been  eliminated,  thus  shifting  these  costs  from 
the  government  to  the  service  families.  At  the  same 
time,  many  dependents  who  had  been  cared  for 
outside  the  military  now  are  required  to  go  to  the 
service  hospitals. 

If  they  don’t  like  what  is  happening,  there  is  not 
much  the  Medicare  administrators,  the  doctors,  and 
the  hospitals  can  do  about  it,  at  least  not  until  the 
new  Congress  meets  next  January.  Then,  if  the 
situation  is  out  of  hand  and  there  is  widespread  dis- 
content among  the  service  families,  the  problem 
could  be  returned  to  the  lap  of  Congress. 

Awkward  as  are  the  restrictions  in  some  areas,  the 
situation  could  have  been  much  worse.  The  House 
originally  proposed  only  60  million  dollars  for  the 
civilian  program  and  ordered  the  Defense  Depart- 
ment not  to  exceed  that  figure.  In  the  Senate, 
Senator  Knowland  (R.,  Calif.)  sponsored  an  amend- 
ment increasing  the  total  to  70.2  million  dollars  and 
lifting  the  ceiling  on  spending.  The  Knowland  pro- 
posal was  approved. 

The  conference  committee  accepted  the  Senate 
change?  but  in  its  report  on  the  bill  instructed  the  de- 
partment to  stay  within  the  70.2  million  dollars. 
This  the  department  is  attempting  to  do,  but  if  the 
figure  has  to  be  exceeded  for  good  reasons,  the  de- 
partment would  have  to  shift  funds  or  ask  for  a sup- 
plemental appropriation  and  explain  the  need. 

If  the  ceiling  had  been  kept  in  the  bill  itself,  the 
department  couldn’t  have  spent  a penny  more  than 
the  60  million  dollars. 

Here  are  the  major  restrictions,  as  outlined  by  the 
department  to  a meeting  of  Medicare  contractor  rep- 
resentatives. 

1.  Dependents  living  with  their  sponsors  to  use 
military  facilities,  unless  the  military  authorities 
certify  that  civilian  care  is  necessary  because  service 
facilities  are  not  available.  Dependents  not  living 
with  sponsors  to  have  freedom  of  choice  of  military 
or  civilian  medicine,  as  now. 

2.  In  maternity  cases,  if  the  patients  are  living 
apart  from  sponsors,  they  will  continue  to  have  free- 
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dom  of  choice.  If  living  with  sponsors,  new  patients 
or  those  in  the  first  trimester  must  use  service  facili- 
ties if  available.  Those  in  the  second  and  third  tri- 
mester, if  under  civilian  care  October  1,  may  con- 
tinue, but  if  for  any  reason  they  change  doctors,  mili- 
tary facilities  must  be  used  if  available. 

3.  The  new  regulations  also  discontinue  all  serv- 
ices “not  clearly  specified  in  the  law”  for  all  de- 
pendents. The  eliminated  services  include  medical 
care  ordinarily  rendered  on  an  outpatient  basis,  acute 
emotional  disorders,  and  elective  surgery.  Emer- 
gency care  may  be  obtained  from  civilian  sources 
without  prior  authorization. 

4.  Where  more  than  one  service  facility  is  located 
in  the  area,  a military  clearing  house  will  screen 
dependents  and  hospitals  to  insure  that  all  service 
hospitals  are  used  “to  the  optimum.” 

Congress  has  received  a variety  of  advice  on  what 
to  do  about  the  hospitalization  of  veterans  now  and 
in  the  years  ahead.  Everybody  seems  to  agree  that 
twenty  to  thirty  years  from  now  will  see  a sharp  in- 
crease in  the  number  of  nonservice-connected  dis- 
abilities among  the  veteran  population.  The  ques- 
tion, then,  is  how  many  of  these  cases  should  be 
taken  care  of  by  the  Federal  government. 

During  hearings  by  the  House  Veterans  Affairs 
Committee,  Dr.  Russell  B.  Roth,  chairman  of  the 
American  Medical  Association  Committee  on  Fed- 
eral Medical  Services,  reiterated  the  AMA  stand 
that  service-connected  cases  should  receive  best  care 
possible  in  VA  facilities  and  that  nonservice-con- 
nected illness  should  be  the  responsibility  of  state 
and  local  governments  if  the  veteran  is  unable  to  pay 
for  his  care. 

Before  adjourning,  the  House  Committee  intro- 
duced a bill  that  did  little  to  clear  up  the  issue  of  non- 
service-connected care.  It  was  aimed  rather  at 
the  Budget  Bureau  in  an  effort  to  assure  that  some 
5,000  beds  now  closed  because  of  “administrative  de- 
cisions” would  be  placed  in  use — presumably  for 
nonservice-connected  cases. 

Notes 

A group  of  physicians,  research  executives,  and  a 
former  director  of  the  Budget  Bureau  has  concluded 
that  the  nation  should  treble  its  expenditures  for 
medical  research  and  double  its  annual  output  of 
physicians,  all  in  the  next  twelve  years.  The  con- 
sultants’ group  to  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  proposes  that  the  Federal  govern- 
ment supply  about  half  a billion  dollars  by  1970,  with 
an  equal  amount  to  come  from  industry  and  philan- 
thropy. Head  of  the  study  group  was  Dr.  Stanhope 
Bayne- Jones,  former  dean  of  the  Yale  medical 
school. 

Under  a Senate  resolution,  a statue  of  the  late  Dr. 
Florence  Rena  Sabin,  who  was  noted  for  her  research 
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in  the  lymphatic  system  and  tuberculosis,  would  be  Colorado’s  distinguished  citizens.  Each  state  is 

placed  in  the  Capitol’s  Statuary  Hall,  as  one  of  allowed  two  such  statues. 
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Mississippi  Valley  Medical  Society 

The  Mississippi  Valley  Medical  Society  will  hold 
its  twenty-third  annual  meeting  at  the  Hotel  Morri- 
son, Chicago,  September  24  through  26.  Dr.  Lewis 
J.  Doshay,  Columbia-Presbyterian  Medical  Center, 
New  York  City,  will  present  a scientific  exhibit  en- 
titled “Parkinson’s  Disease.” 

Symposium  on  Adrenal  Steroids 

A symposium-panel  discussion  on  “The  Use  and 
Abuse  of  Adrenal  Steroids”  sponsored  by  the  Coun- 
cil on  Drugs  of  the  American  Medical  Association  in 
cooperation  with  the  George  Washington  University 
School  of  Medicine  and  the  Medical  Society  of  the 
District  of  Columbia  will  be  held  on  September  25. 
The  meeting  will  take  place  in  the  Lisner  Audito- 
rium, George  Washington  University,  21st  and  H 
Streets,  N.W.,  Washington,  D.C. 

IVomen’s  Medical  Society 

The  fall  meeting  of  the  Women’s  Medical  Society 
of  New  York  State  will  be  held  in  Rochester,  on 
Saturday,  October  18. 

Registration  will  take  place  in  the  main  lobby  of 
the  Strong  Memorial  Hospital.  The  scientific  meet- 
ing will  start  at  2 p.m.  Dr.  Annabel  Miller,  chief 
of  the  division  of  pulmonary  diseases,  Veterans  Ad- 
ministration Hospital,  Buffalo,  will  speak  on  “The 
Use  of  Steroids  in  Pulmonary  Diseases,”  and  Dr. 
Lucy  F.  Squire,  radiologist,  Strong  Memorial  Hos- 
pital, Rochester,  will  discuss  “Radiologic  Aspects.” 
For  further  information  contact  Dr.  Mabel  G.  Sil- 
verberg,  Secretary,  2 West  87th  Street,  New  York* 
24,  New  York. 

imerican  Academy  of  General  Practice 

The  tenth  annual  scientific  assembly  of  the  New 
York  State  Academy  of  General  Practice  will  be 
held  in  Rochester,  October  21  through  23. 

Radiopaque  Diagnostic  Agents 

The  New  York  Academy  of  Sciences  section  of  bi- 


ology will  conduct  a conference  on  “Radiopaque  Di- 
agnostic Agents”  October  24  through  25,  at  the  Bar- 
bizon-Plaza  Hotel,  101  West  58th  Street  at  6th  Ave- 
nue, New  York  City.  Dr.  Maxwell  H.  Poppel,  New 
York  University-Bellevue  Medical  Center,  is  con- 
ference chairman. 

National  Association  of  Music  Therapy 

The  ninth  annual  conference  of  the  National  As- 
sociation of  Music  Therapy  will  be  held  October  30 
through  November  1,  at  the  Netherland-Hilton  Ho- 
tel in  Cincinnati,  Ohio. 

American  Society  of  Facial  Plastic  Surgery 

A meeting  of  the  American  Society  of  Facial  Plas- 
tic Surgery  will  be  held  on  November  12  in  conjunc- 
tion with  the  Section  on  Laryngology,  Rhinology 
and  Otology  of  the  Medical  Society  of  the  County  of 
Kings  and  the  Academy  of  Medicine  of  Brooklyn. 
The-  meeting  will  take  place  at  the  Academy  of 
Medicine,  1313  Bedford  Avenue,  Brooklyn,  New 
York. 

Quadrangular  Proctologic  Meeting 

The  Quadrangular  Proctologic  Meeting  for  1958 
will  be  held  on  board  the  Ocean  Monarch  en  route  to 
Bermuda  and  Nassau,  November  14  through  22. 

Every  common  proctologic  condition  will  be  cov- 
ered by  a panel  of  experts  in  the  form  of  symposia. 
The  medical  profession  is  welcome  to  join  the  cruise. 
For  information  contact  the  secretary,  Dr.  N.  L. 
Freund,  163  Ocean  Avenue,  Brooklyn  25,  New 
York. 

I 

Radiological  Society 

Plans  are  being  made  by  the  Radiological  Society 
of  the  State  of  New  York  to  hold  a Nassau  Bahamas 
Spring  Conference,  March  6 through  13.  For  infor- 
mation concerning  the  conference  write  to  Dr. 
Percival  A.  Robin,  chairman  of  the  convention  com- 
mittee, 520  Franklin  Avenue,  Garden  City. 
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Ludwig  Adler,  M.D.,  of  New  York  City,  retired, 
died  on  August  8 at  his  home  in  New  Milford,  Con- 
necticut, at  the  age  of  eighty-two.  Dr.  Adler  re- 
ceived his  medical  degree  from  the  Universitj"  of 
Vienna  in  1901.  He  was  a senior  attending  in  ob- 
stetrics and  gynecology  at  St.  Clare’s  Hospital  and  a 
consultant  in  gynecology  at  Beth  Israel  Hospital. 
Dr.  Adler,  a former  president  of  the  Vienna  Gyne- 
cological Society,  was  a member  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  R.  Brager,  M.D.,  of  Forest  Hills,  died  on 
August  3 in  Park  East  Hospital  at  the  age  of  seventy- 
two.  Dr.  Brager  graduated  from  the  Long  Island 
College  Hospital  Medical  School  in  1912.  He  re- 
tired from  practice  ten  years  ago. 

William  P.  Evans,  M.D.,  of  White  Plains,  died  in 
St.  Agnes'Hospital  on  August  16  at  the  age  of  seventy- 
five.  Dr.  Evans  graduated  from  Jefferson  Medical 
College  of  Philadelphia  in  1906.  He  was  a consult- 
ing physician  at  St.  Agnes  Hospital.  Dr.  Evans 
was  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Falk,  M.D.,  of  Great  Neck,  died  on  August 
1 7 at  the  age  of  eighty.  Dr.  Falk  received  his  medi- 
cal degree  from  the  University  of  Munich  in  1901. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jesse  Greenwald,  M.D.,  of  West  Islip,  died  on 
August  4 at  Southside  Hospital  at  the  age  of  forty. 
Dr.  Greenwald  graduated  from  New  York  Medical 
College  in  1951  and  interned  at  Queens  General 
Hospital.  He  was  an  assistant  in  surgery  and  ob- 
stetrics and  a member  of  the  associate  staff  at  South- 
side  Hospital.  Dr.  Greenwald  was  a member  of  the 
American  Academy  of  General  Practice,  the  Suffolk 
County  Medical  Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Maxwell  Clarence  Katz,  M.D.,  of  Kings  Point, 
died  on  August  16  at  the  age  of  sixty-six.  Dr.  Katz 
graduated  from  Long  Island  College  Hospital  Medi- 
cal School  in  1912. 

Melville  William  Ezra  Leonard,  M.D.,  of  New 

York  City,  died  on  June  15  at  the  age  of  thirty-five. 
Dr.  Leonard  graduated  from  the  University  of  To- 


ronto Faculty  of  Medicine  in  1952  and  interned  at 
Cleveland  (Ohio)  City  Hospital  and  Metropolitan 
Hospital.  Dr.  Leonard  was  an  assistant'  attending 
in  obstetrics  and  gynecology  at  Flower  and  Fifth 
Avenue  Hospitals  and  an  assistant  in  obstetrics  and 
gynecology  at  Metropolitan  Hospital  and  Bird  S. 
Coler  Memorial  Hospital  and  Home.  Dr.  Leonard 
was  a Fellow  of  the  American  College  of  Obstetrics 
and  Gynecolog}"  and  a member  of  the  New  York 
Count}"  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Ralph  E.  O’Connor,  M.D.,  of  Buffalo,  died  on 
July  25  in  Buffalo  General  Hospital  at  the  age  of 
fifty-nine.  Dr.  O’Connor  graduated  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1935.  He 
was  an  attending  in  surgery  at  Lafayette  General 
Hospital.  Dr.  O’Connor  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Morris  Aaron  Prevor,  M.D.,  of  Brooklyn,  died  on 
August  1 9 at  the  age  of  fifty-four.  Dr.  Prevor  grad- 
uated from  St.  Louis  Medical  College  in  1929. 

Lionel  Charles  Rubin,  M.D.,  of  New  York  City, 
died  at  his  office  on  August  6 at  the  age  of  fifty- 
three.  Dr.  Rubin  graduated  from  Harvard  Univer- 
sity Medical  School  in  1930.  He  was  an  associate  in 
dermatology  and  syphilology  at  Universit}"  Hospital. 
For  several  years  Dr.  Rubin  had  been  associate 
clinical  professor  of  dermatology  at  New  York  Uni- 
versity-Bellevue  Medical  Center  and  for  the  last  ten 
years  had  served  as  a consultant  in  dermatology  at 
the  Veterans  Administration.  Dr.  Rubin  was  a 
Diplomate  of  the  American  Board  of  Dermatology 
and  a member  of  the  American  Academy  of  Derma- 
tology and  Syphilology,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Lincoln  M.  Saulpaugh,  M.D.,  of  Vero  Beach,  Flor- 
ida, formerly  of  Ancramdale,  died  on  August  8 at  the 
age  of  sixty-three.  Dr.  Saulpaugh  graduated  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons in  1920.  He  was  a consultant  in  surgery  at 
Morrisania  Hospital,  Bronx.  Dr.  Saulpaugh  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Columbia  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Clark  Sears,  M.D.,  of  Binghamton,  died  on 
August  5 at  his  home  at  the  age  of  fifty-six.  Dr. 
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Sears  graduated  from  Columbia  Umversit}^  College 
of  Physicians  and  Surgeons  in  1906.  He  was  a senior 
attending  pediatrician  at  Binghamton  City  Hospital 
and  for  the  last  thirty-two  years  was  the  physician 
for  the  Binghamton  Board  of  Education.  Dr. 
Sears  was  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Michael  Silvert,  M.D.,  of  New  York  City,  died  on 
August  2 at  the  age  of  fifty.  Dr.  Silvert  graduated 
from  New  York  University  and  Bellevue  Hospital 
Medical  College  in  1931.  He  was  a member  of  the 
New  York  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Wilhelm  Weinberger,  M.D.,  of  Newr  York  City, 
died  on  August  15  in  Lebanon  Hospital,  Bronx,  at 
the  age  of  eighty-nine.  Dr.  Weinberger  received  his 
medical  degree  from  the  University  of  Vienna  in 


1894.  He  was  a consulting  physician  at  Morrisania 
and  Lebanon  Hospitals.  He  was  a member  of  the 
advisory  board  which  planned  Morrisania  Hospital 
and  had  served  as  secretary  to  the  medical  board 
from  1929  until  his  retirement  in  1935.  Dr.  Wein- 
berger was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ernest  Hatch  Wilcox,  M.D.,  of  Pleasantville,  died 
on  August  15  in  the  Moses  Ludington  Hospital, 
Ticonderoga,  at  the  age  of  fifty-eight.  Dr.  Wilcox 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1923.  He  was  an  at- 
tending in  surgery  at  Northern  Westchester  Hospi- 
tal, Mount  Kisco.  Dr.  Wilcox  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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District 

Day 

Date 

Place 

I 

Sunday 

May  10,  1959 

Buffalo 

II 

Wednesday 

November  19 

Garden  Cit}r 

III 

Thursday 

October  16 

Catskill 

IV 

Thursday 

October  30 

Amsterdam 

V 

Thursday 

October  9 

Utica 

VI 

Wednesday 

September  24 

Cooperstown 

VII 

Wednesday 

October  1 

Lake  Salubria 

VIII 

Thursday 

October  2 

Lockport 

IX 

Wednesday 

October  15 

Purchase 
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"Now  my  burning  belly  is  O.K.; 

BepHan  lielps  me  on  tbe  way.’? 

•j 


Each  tablet  contains:  Bellafoline®  0.5  mg.. 
Aluminum  Hydroxide  — Glycine  450  mg.. 
Magnesium  Oxide  60  mg. 

Dose : One  BepHan  Spacetab®  chewed  morning 
and  evening. 
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New  Mental  Hospital — A new  mental  hospital, 
to  be  known  as  the  Gracie  Square  Hospital,  will  be 
built  at  420  East  76th  Street,  New  York  City. 

Services  will  be  provided  for  medical  and  surgical 
patients  with  psychiatric  conditions  that  make  it 
impossible  for  them  to  receive  treatment  elsewhere. 
Medical  and  surgical  treatments  will  be  available  to 
psychiatric  patients  who  develop  physical  ail- 
ments. A program  for  the  treatment  of  geriatric 
patients  and  the  acceptance  of  patients  with  alcohol 
and  drug  addiction  problems  is  planned. 

Dr.  Leonard  Cammer  will  be  the  hospital’s  direc- 
tor, and  Dr.  Lothar  B.  Kalinowsky  will  be  its  chief 
consultant  in  psychiatry. 

Hospital  to  Train  Arthritics — Long  Island  Jewish 
Hospital  will  institute  the  nation’s  first  program  us- 
ing a hospital  to  train  arthritis  victims  for  regular 
jobs.  Arthritics  will  be  trained  in  jobs  at  the  hospi- 
tal, including  typing,  carpentry,  electrical  mainte- 
nance, and  bookkeeping.  Afterwards,  they  will 
receive  help  in  getting  regular  w ork. 

The  Arthritis  and  Rheumatism  Foundation  of 
New  York  City  will  sponsor  the  three-year  .$100,000 
program.  It  will  be  open  to  arthritics  wrho  are  un- 
employed or  are  having  trouble  sta.ying  on  their 
jobs  because  of  disabilities. 

Medical  Woman  of  the  Year — At  a recent  meeting 
of  the  Women’s  Medical  Society  of  New  York  State, 
Dr.  Lauretta  Bender  was  chosen  as  their  Medical 
Woman  of  the  Year. 

Dr.  Bender,  principal  research  scientist  in  child 
psychiatry  of  the  New  York  State  Department  of 
Mental  Hygiene,  is  well  known  for  her  research 
work  and  teaching.  She  is  the  author  of  numerous 
articles  and  the  editor  of  several  books.  She  was 
for  many  years  professor  of  pyschiatry  at  New  York 
University  and  was  in  charge  of  Bellevue  Hospital’s 
children’s  psychiatric  division.  She  is  the  director 
of  the  Child  Guidance  Clinic  of  the  New  York  In- 
firmary. 

Dr.  Bender  is  a recipient  of  the  Elizabeth  Black- 
well  Award  (1949)  and  the  Adolf  Meyer  Award 
(1955). 

Course  in  Ophthalmology  -The  Department  of 
Ophthalmology  of  the  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse  w’ill  present  its 
ninth  annual  Postgraduate  Course  in  Ophthalmology 
at  the  Hotel  Syracuse,  December  5 and  6.  The 
following  lecturers  will  participate:  Drs.  John  H. 
Dunnington,  A.  Edw'ard  Maumenee,  and  George  K. 
Smelser. 

The  course  will  be  limited  to  60  members.  In- 


quiries regarding  the  course  should  be  addressed  to 
Dr.  James  L.  McGraw,  State  University  of  New 
York,  Upstate  Medical  Center,  766  Irving  Avenue, 
S3^racuse  10,  New7  York. 

Supplement  to  Workmen’s  Compensation  Law — 

Publication  of  the  1958  supplement  to  the  Work- 
men’s Compensation  Law  has  been  announced  by 
Angela  R.  Parisi,  chairman  of  the  Workmen’s 
Compensation  Board. 

The  book  supplements  the  1957  edition  of  the 
Workmen’s  Compensation  Law.  It  contains  the 
1958  amendments  to  the  Workmen’s  Compensation 
Lawr  and  the  Disability  Benefits  Law,  amendments 
to  the  Board’s  Rules  and  Regulations,  and  excerpts 
from  other  State  laws  pertaining  to  w orkmen’s  com- 
pensation, as  well  as  a detailed  index. 

Copies  of  the  law  and  supplement  may  be  secured 
from  the  Secretary  of  the  Board,  50  Park  Place,  New 
York  7,  Newr  York. 

Cancer  Research  Fellowship — The  William  and 
Lola  Heuermann  Cancer  Research  Fellowship  will 
be  awarded  at  the  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston,  Texas. 
Applications  will  be  accepted  from  graduates  of 
Class  A medical  schools  who  have  completed  an  in- 
ternship and  at  least  three  years  of  residencjr  train- 
ing in  surgery.  Preference  wrill  be  given  to  those  ap- 
plicants who  have  completed  the  minimum  require- 
ments for  certification  by  the  American  Board  of 
Surgery,  and  who  have  done  original  research  in 
any  of  the  natural  sciences 

For  further  information  write  to  The  University 
of  Texas  M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute, Houston,  Texas. 

Orthopedic  Surgery  and  Fracture — A one-day 
postgraduate  program  on  orthopedic  surgery  and 
fracture  will  be  held  September  29  at  the  University 
of  Oklahoma  School  of  Medicine,  Oklahoma  City. 

Course  in  Cardiopulmonary  Physiology — The 

American  College  of  Chest  Physicians  will  hold  its 
13th  annual  Chicago  Postgraduate  Course  at  the 
hid  ge  water  Beach  Hotel,  Chicago,  October  13 
through  17.  The  subject  of  the  course  will  be  “Clin- 
ical Cardiopulmonary  Physiology.” 

New  York  physicians  participating  in  the  Course 
are:  Dr.  Coleman  B.  Rabin,  New  York  City,  who 
w ill  speak  on  the  subject  “Evaluation  of  Pulmonary 
Function  by  Fluoroscopy”;  Dr.  David  T.  Dresdale, 
Brooklyn,  whose  topic  will  be  “Primary  Pulmonary 

[Continued  on  page  301 S] 


3016 


New  York  State  J.  Med. 


Raise  the  Pain  Threshold 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V*  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  2%  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  % gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


PHENAPHEN  with  CODEINE 


A.  H.  ROBINS  CO..  INC.,  RICHMOND  20.  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 
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Hypertension”;  and  Dr.  David  M.  Spain,  Brooklyn, 
who  will  discuss  the  “Right  Ventricle  and  Pulmo- 
nary Vessels  in  Chronic  Pulmonary  Disease.”  For 
further  information  write  to  the  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street,  Chi- 
cago 11,  Illinois. 

Course  in  Reconstructive  Nasal  Surgery — The 

American  Rhinologic  Society  has  announced  that 
the  Department  of  Otolaryngology  of  the  College  of 
Medical  Evangelists  and  the  Department  of  Otolar- 
yngology of  the  University  of  Southern  California 
School  of  Medicine,  Los  Angeles,  jointly  will  pre- 
sent a postgraduate  course  in  “Reconstructive  Sur- 
gery of  the  Nasal  Septum  and  External  Nasal  Pyr- 
amid” at  White  Memorial  Hospital,  Los  Angeles,  in 
January. 

Sessions  will  start  Tuesday  evening,  January  6, 
and  continue  through  Friday  afternoon,  January  9. 
They  will  be  resumed  Monday,  January  12,  and  end 
at  noon  on  Friday,  January  16.  For  further  in- 
formation, write  to  Dr.  Leland  House,  435  South 
Soto  Street,  Los  Angeles  53,  California. 

Albany  Postgraduate  Courses — Albany  Medical 
College  Division  of  Postgraduate  Education  offers 
a program  of  postgraduate  courses  for  the  1958-1959 
season.  These  courses  are  approved  for  Category  I 
credit  by  The  American  Academy  of  General  Prac- 
tice. For  a brochure  listing  the  course  write  to: 
Dr.  Frank  M.  Woolsey,  Jr.,  Associate  Dean,  Albany 
Medical  College,  Albany,  New  York. 

New  Booklet  for  Those  Retiring — A new  booklet 
devoted  to  health  counselling  for  persons  planning 
for  retirement  has  been  published  by  the  New  York 
State  Health  Department.  The  twenty-eight  page 
booklet,  entitled  “Day  After  Tomorrow,”  was  pre- 
pared by  the  State  Health  Department’s  Bureau  of 
Chronic  Diseases  and  Geriatrics  and  its  Office  of 
Public  Health  Education. 

Discussed  in  the  publication  are  such  subjects  as 
good  health  habits,  overeating  and  obesity,  the  rest- 
activity  ratio,  mental  health,  diseases  common  to 
older  people,  home  accidents,  and  financing  health 
needs  in  retirement.  The  booklet  also  gives  sug- 
gestions for  specialized  services  available  to  persons 
planning  for  retirement.  Included  are  services  for 
people  who  are  ill,  services  for  persons  requiring 
financial  assistance,  and  for  those  in  need  of  counsel- 
ling and  general  information. 

Interpretation  of  X-Ray — A postgraduate  course 
on  the  “Use  and  Interpretation  of  Diagnostic  X- 
ray”  will  be  offered  by  the  University  of  Buffalo 
School  of  Medicine,  September  17  and  18.  The 
course  is  designed  to  assist  physicians  to  interpret 
x-ray  films  and  utilize  x-ray  services  more  ef- 
fectively in  diagnosis  and  treatment. 

Final  Bulletin — The  American  College  of  Physi- 
cians has  issued  a final  bulletin  listing  postgraduate 


courses  available  for  the  autumn-winter,  1958-1959 
sessions.  To  secure  a copy  of  this  bulletin  write  to 
E.  R.  Loveland,  Executive  Secretary,  4200  Pine 
Street,  Philadelphia  4,  Pennsylvania. 

Health  Show  Gets  Favorable  Response — Dr. 

Leona  Baumgartner,  Commissioner  of  the  New  York 
City  Department  of  Health,  has  announced  that  en- 
thusiastic response  to  the  New  York  Health  Show 
by  the  public  health  authorities  and  participating 
health  agencies  and  commercial  exhibitors  has  led 
to  the  decision  to  repeat  the  show  next  summer. 
The  purpose  of  the  show,  which  ran  from  August  6 
through  23,  was  to  better  acquaint  the  public  with 
the  vast  health  services  at  their  disposal. 

William  Osier  Medal — The  William  Osier  Medal 
of  the  American  Association  for  the  History  of  Medi- 
cine is  awarded  annually  for  the  best  unpublished 
essay  on  a medicohistorical  subject  written  by  a stu- 
dent in  one  of  the  medical  schools  of  the  United  States 
or  Canada. 

Essays  submitted  should  not  exceed  10,000  words 
in  length  and  should  demonstrate  either  original  re- 
search or  an  unusual  understanding  of  a medicohis- 
torical problem.  It  is  expected  that  the  student 
will  seek  help  only  from  faculty  advisers  and  from 
sources  open  to  all  investigators,  such  as  libraries 
and  museums.  The  prize-winning  essay  may  be 
considered  for  publication  in  the  Bulletin  of  the  His- 
tory of  Medicine  which  is  the  official  organ  of  the 
Association. 

All  students  are  eligible  and  may  submit  essays  at 
any  time  up  to  the  next  entry  date,  April  1,  1959. 
Essays  should  be  submitted  to:  Dr.  Samuel  X.  Rad- 
bill,  7043  Elmwood  Avenue,  Philadelphia  42,  Penn- 
sylvania. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Foundation  for 
the  month  of  June  were:  Bronx:  Drs.  Walter  Men- 
aker  and  Samuel  Wiengrow;  Bronxville:  Dr.  Henry 
M.  Imboden;  Buffalo:  Dr.  Jacob  Burstein;  Clin- 
ton,: Dr.  Arthur  F.  Gaffney;  Fort  Plain:  Dr.  C.  E. 
Slater;  Lake  Success:  Dr.  Morton  Galdston;  Lit- 
tle Falls:  Dr.  Robert  C.  Ashley;  • Long  Island 
City:  Dr.  Terence  J.  O’Flanagan;  New  Rochelle: 
Dr.  Jacob  R.  Levine. 

New  York  City:  Drs.  Leonora  Andersen,  Sydney 
Bassin,  Royall  G.  Cannaday,  B.  Carrasco,  Jean  M. 
Carroll,  Lester  Clahr,  George  S.  Cowan,  Jose  E. 
Crespo,  Harold  B.  Davidson,  Ernest  P.  De  Santo, 
Emanuel  I.  Diamond,  Edward  B.  Edwards,  Thomas 

H.  Gleeson,  Morris  F.  Goldberger,  Leo  B.  Halleran, 
Norman  L.  Higinbotham,  Jacob  Hurowitz,  B.  J. 
H3unan,  Juan  F.  Julia,  John  F.  Keating,  Giorgio 
Lolli,  Joseph  J.  Lordi,  Robert  J.  Lowrie,  Melvin  M. 
Malen,  Lazar  Margulies,  Robert  McClanahan,  Louis 
Miller,  George  E.  Peabody,  S.  J.  Pernice,  Rachel 
Perry,  Murray  Polsky,  Robert  T.  Porter,  Edward  H. 
Reisner,  Jr.,  Alfred  F.  Retz,  A.  Romaine,  Abraham 

I.  Rosenstein,  Seymour  E.  Rosenthal,  Robert  F.  Rus- 

[Continued  on  page  3022] 
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“Unsaturated  Fats  and 
Serum  Cholesterol” 

...  a review  of  the  latest  Concepts  and 
Results  of  Current  Research 


Now  ready  for  distribution  to  physicians  as 
a special  service  by  Corn  Products  Refining 
Company,  this  book  supplements  and  super- 
sedes the  1957  monograph  “Vegetable  Oils 
in  Nutrition”  and  provides  a broader  cover- 
age of  this  important  subject. 

This  new  book  is  the  most  up-to-date 
annotated  bibliography  on  current  research 
pertaining  to: 


1-  The  origin  and  behavior  of  cho- 
lesterol in  the  human  body; 

2.  The  effect  of  different  dietary 
fats  on  serum  cholesterol  levels; 

3.  The  nature  of  the  active  com- 
ponents in  vegetable  oils; 

4.  Suggestions  for  practical  diets. 


As  a regular  part  of  daily  meals 
Mazola"  Corn  Oil  can  be  used  for 
control  of  serum  cholesterol  levels 


/ 


MAZOLA  CORN  OIL,  a natural 
food  and  a superior  salad  and 
cooking  oil,  used  as  part  of  the 
daily  diet,  can  be  helpful  in  the 
control  of  serum  cholesterol  levels. 

Extensive  clinical  findings  now 
show  that  serum  cholesterol  levels 
tend  to  be  lower  when  an  ade- 
quate amount  of  MAZOLA 
CORN  OIL  is  part  of  the  daily 
meals  . . . high  levels  are  lowered, 
normal  levels  remain  normal. 

MAZOLA  . . . the  only  readily 
available  vegetable  oil  made  from 
golden  corn  oil  . . . is  rich  in  the 
important  unsaturated  fatty  acids. 
S5%  of  all  the  fatty  acids  in 
MAZOLA  are  unsaturated  and 
56%  of  the  fatty  acid  content  is 
linoleic. 


As  a result,  MAZOLA  CORN 
OIL  is  unusually  well  suited  for 
helping  achieve  dietary  adjust- 
ments, commonly  recommended 


by  authorities  on  nutrition  — that 
from  one-third  to  one-half  of  the 
total  fat  in-take  should  be  of  the 
unsaturated  type  when  serum 
cholesterol  control  is  a problem. 

Being  a natural  food,  MAZOLA 
CORN  OIL  can  be  included  as 
part  of  the  every  day  meals  — 
simply  and  without  disturbing 
the  patient’s  usual  eating  habits. 

EACH  TABLESPOONFUL  OF 
MAZOLA*  CORN  OIL  PROVIDES 
APPROXIMATELY  126  CALORIES- 
AND: 


Linoleic  Acid 7.4  Gm. 

Sitosterols 130  mg. 

Natural  Tocopherols 15  mg. 


TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  calorie  diet,  3 tablespoonsful 
For  a 3000  calorie  diet,  2.5  tablespoonsful 
For  a 2000  calorie  diet,  1.5  tablespoonsful 
*Reg.  U.  S.  Pat.  Off. 


CORN  PRODUCTS  REFINING  COMPANY 
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sell,  Leo  S.  Sacharoff,  Walter  F.  Schmidt.  Daniel  E. 
Schneider,  F.  F.  Shevin,  David  Soletsky,  Bianca 
Steinhardt,  Pearl  A.  Strachn,  Irving  Terman,  T. 
Tuller,  Irwin  Weiner,  and  M.  L.  Zaphiropoulos. 

Oneida:  Drs.  John  C.  Macaulay  and  Anthony  J. 
Zaia;  Rego  Park:  Dr.  Murray  J.  Hanigsberg; 
Rome:  Drs.  Douglas  A.  Sunderland  and  Robert 
Ullman;  Roslyn  Heights:  Dr.  Paul  Kay;  Spring 
Valley:  Dr.  Julius  Pomerantz;  Syracuse:  Drs.  Leon 
A.  Goldstein,  Joseph  Head,  J.  G.  Hiss,  C.  Straehley, 
W.  J.  Werfelman,  Jr.,  and  Seymour  F.  Wilkins; 
Utica:  Drs.  Frank  A.  Graniero,  James  S.  Heywood, 
and  A.  V.  Johnston;  West  Winfield:  Dr.  Leslie 

MacNaughton;  Yonkers:  Dr.  Horace  Leigh. 

Greater  Protection  Under  Group  Liability  In- 
surance— Reduced  rates  and  greater  protection  are 
now  available  to  members  of  the  State  Medical 
Society  who  insure  in  the  Group  Plan  for  profes- 
sional liability  insurance  and  legal  defense.  These 
advantages  were  incorporated  in  the  Group  Plan’s 
new  master  policy,  which  took  effect  on  September  1 . 

The  following  benefits  to  insured  members  were 
recommended  by  the  Malpractice  Insurance  and 
Defense  Board,  which  supervises  the  Group  Plan, 
and  were  approved  by  the  House  of  Delegates  at 
last  annual  meeting: 

1.  An  over-all  rate  reduction  will  mean  that 
almost  all  insured  members  will  pay  less  for  their 
insurance  during  the  coming  year  than  they  paid 
last  year. 

2.  The  insuring  clause  has  been  broadened  to 


provide  protection  under  situations  that  might  not 
fall  within  the  scope  of  the  usual  malpractice  policy. 

3.  The  policy  has  been  tightened  up  for  the 
insured  member.  For  example,  it  now  specifically 
states,  where  previously  it  was  only  the  practice, 
that  allegations  of  criminal  acts  will  be  defended 
This  written-in  assurance  contributes  to  the  peace 
of  mind  of  the  insured  member  who  is  unjustly 
accused. 

4.  The  policy  has  been  broadened  to  provide  the 
insured  member  with  greater  protection  for  the 
acts  of  another  doctor  engaged  to  take  over  his 
practice  during  a temporary  absence.  Previously, 
the  substitute  doctor  had  to  be  insured  in  the  Group 
Plan;  now  he  need  only  be  insured. 

These  broad  benefits  are  the  result  of  the  con- 
tinuing practice  of  the  Malpractice  Insurance  and 
Defense  Board  to  analyze  the  policy  provisions  of 
the  Group  Plan  in  view  of  changing  conditions. 
This  practice,  as  the  Board  has  stated,  is  based  on 
“the  belief  that  our  members  cannot  afford  less 
than  the  best  protection.”  (For  further  explanation, 
see  page  3004  of  this  issue.) 

Air  Pollution — The  problem  of  community  air 
contamination  will  be  treated  in  an  intensive  two- 
week  course,  “Air  Pollution,”  offered  by  the  New 
York  University  Post-Graduate  Medical  School  in 
cooperation  with  the  NYU  College  of  Engineering 
from  December  1 through  12,  1958. 

For  further  information  contact:  The  Associate 
Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16,  New  York. 


Personalities 


Speaker 

Dr.  John  W.  Henderson,  New  York  City,  deliv- 
ered the  keynote  address  at  the  opening  of  the 
twelfth  general  assembly  of  the  World  Medical 
Association,  in  Copenhagen. 

Elected 

Dr.  Oscar  J.  Becker,  Chicago,  as  vice-president  of 
the  American  Society  of  Facial  Plastic  Surgery. 

Relocated 

Dr.  Joseph  J.  Downing,  acting  director  of  the  New 
York  State  Mental  Health  Research  Unit  in  Syra- 
cuse, has  left  that  city  to  become  program  chief  of 
the  Mental  Health  Section  of  the  San  Mateo,  Cali- 
fornia, County  Department  of  Health  and  Welfare 
. . . Dr.  William  H.  Tailer,  Attica,  New  York,  will 


move  to  Brunswick,  Georgia,  where  he  will  enter 
practice  with  another  physician. 

Aopointed 

Dr.  Philip  A.  Klieger,  New  York  City,  as  medical 
consultant  to  the  Office  of  Vocational  Rehabilita- 
tion . . . Dr.  Stephen  C.  F.  Mahady,  Utica,  as  direc- 
tor of  the  State  Out-Patient  Chest  Clinic,  Broad- 
acres  Sanatorium  . . . Dr.  Martin  E.  McCavitt,  New 
York  City,  as  executive  director  of  Upited  Cerebral 
Palsy  of  New  York  City  . . . Dr.  Edwin  P.  Russell, 
Sr.,  Ridge  Mills,  as  director  of  health  service  for 
Rome,  New  York,  schools  . . . Dr.  Saul  S.  Samuels, 
New  York  City,  as  attending  surgeon  at  the  Italian 
Hospital . . . Dr.  Jacob  Schneider,  Beacon,  as  assist- 
ant director  of  Matteawan  State  Hospital  for  the 
Criminally  Insane. 


I had  a pleasant  time  with  my  mind , for  it  was  happy. — Louisa  May  Alcott 
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POSTGRADUATE  COURSE 

Medical  Problems  in  Compensation  and 
Public  Liability 
November  11,  12,  13,  1958 

Auspices  of 

Rochester  General  Hospital 

and 

Rochester  Regional  Hospital  Council 

Subject  1.  Philosophy  compensation  law,  sec- 

matter:  ond  injury  law,  reasonable  medical 

certainty,  what  is  an  accident,  dif- 
ferential between  medical  aspects  of 
compensation  and  public  liability, 
'■  etc. 

2.  Particular  medical  problems  in 

orthopedics,  cardiology,  neuro-surg- 
ery, silicosis,  lead  poisoning,  and 
rheumatology. 

Faculty:  Staff  Rochester  General  Hospital, 
University  of  Rochester  School  of 
Medicine,  and  attorneys  specializing 
in  compensation  and  public  liability. 

Tuition  $30.00 
Fee 

For  further  information: 

Ralph  Parker,  M.D. 

Rochester  Regional  Hospital  Council 
154  East  Avenue 
Rochester,  New  York 
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Count  7 average  words  to  each  line 
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Proved  Clinically  Effective  Oral  Therapy  — 
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LETTERS  TO  THE  EDITOR 


Comment  on  the  New  York  State  Story  of  Anesthesiology 


To  the  Editor: 

In  the  May  1,  1958  issue  of  the  Journal  an 
article  on  anesthesia  by  Dr.  Albert  M.  Betcher  et  al. 
was  published  telling  of  the  misfortune  that  befell 
Dr.  Halsted  and  Dr.  Frank  Hartley  and  one  or 
two  others  who  acquired  the  cocaine  habit.  The 
article  went  on  to  tell  how  Dr.  Halsted  fought  the 
habit  and  won,  but  stated  that  the  others  sunk 
into  oblivion.  This  is  not  quite  accurate,  since  I 
worked  for  many  years  with  Dr.  Hartley.  He  also 
conquered  the  habit,  became  a famous  surgeon 
known  all  over  the  world,  and  in  my  opinion  was  the 
most  dextrous  and  accomplished  of  all  the  surgeons 
at  that  time.  He  was  a pioneer  in  brain  surgery 


and  a coinventor  with  Dr.  Kenyon  of  the  Hartley- 
Kenyon  electric  power  saw  and  drill.  He  was  also 
a coinventor  of  the  suction  apparatus  now  so 
widely  used  throughout  the  world.  He  wrote  many 
important  articles  and  was  a member  of  all  the 
leading  medical  societies.  He  was  an  attending 
surgeon  at  the  New  York  Hospital  for  many  years. 
I do  not  like  to  see  his  memory  degraded. 

Charles  E.  Farr,  M.D. 

620  Park  Avenue 
New  York  21,  New  York 


Comment  by  Dr.  Betcher 


To  the  Editor: 

In  going  through  the  literature  regarding  this 
particular  episode  in  Dr.  Halsted’s  life,  we  found  the 
following  two  direct  quotes.  The  first  is  from  Dr. 
Whipple  and  the  second  from  Dr.  Matas. 

When  it  (cocaine)  arrived,  he  and  his  as- 
sociates, Hall  and  Hartley,  began  a series  of 
experiments  on  themselves  to  determine  the 
anesthetic  effect  on  their  peripheral  nerves  and 
on  their  mucous  membranes  . . . But  with  its 
use  came  the  increased  demand  for  its  use,  and 
when  the  supply  was  exhausted,  the  inevitable 
but  then  unknown  result  of  deprivation  followed. 
Halsted  and  three  of  his  associates  who  had 
innocently  become  addicts,  went  all  to  pieces. 
(Whipple) 

It  then  goes  on  to  recount  the  Johnathan-David 


devotion  of  Dr.  Willian  H.  Welch  in  curing  Dr. 
Halsted. 

Dr.  Hall,  a close  friend  and  coworker  of  Dr. 
Halsted,  returned  early  to  Santa  Barbara, 
California,  where  he  died  in  1900,  prematurely 
ending  a brilliant  career  of  great  promise.  (Matas) 

It  was  on  the  strength  of  these  two  statements, 
where  no  such  heroic  achievement  as  performed  by 
Dr.  Welch  had  been  recorded  for  Dr.  Halsted’s 
assistants,  which  led  us  erroneously  to  assume  that 
the  others  had  cut  short  their  careers.  It  was  not 
our  intention  to  belittle  Dr.  Halsted’s  assistants. 

Albert  M.  Betcher,  M.D. 

1435  Lexington  Avenue 
New  York  28,  New  York 


Discussion  of  Knickerbocker  Clinicopathologic  Conference 


To  the  Editor: 

I wish  to  correct  an  error  which  appeared  in  the 
comment  made  by  me  during  the  discussion  of  a 
Clinicopathologic  Conference  at  Knickerbocker 
Hospital.1 

1 Clinicopathologic  Conference:  New  York  State  J. 
Med.  58:  2252  (July  1)  1958. 


The  point  I wished  to  make  was  the  confusing 
similarity  of  the  abnormal  electrolyte  values  in  a 
so-called  intractable  congestive  heart  failure  (usually 
resulting  from  vigorous  treatment  with  salt  restric- 
tion and  diuretics)  and  the  chronic  advanced 
[Continued  on  page  3026] 
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FOR  LEG  FATIGUE  AND  MILD  VARICOSITIES 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Supp-hose  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  appearance. 

SO  MANY  WOMEN  COMPLAIN  ABOUT  LEG  FATIGUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  eases  this  leg  fatigue  and 


gives  gentle  support  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKING! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stockings.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-hose  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 


KAYSER-ROTH  HOSIERY  COMPANY.  Inc.,  200  Madison  Avenue.  N.  Y.  16.  N.  Y.  Sold  in  Canada. 
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pulmonary  fibrosis  with  carbon  dioxide  retention. 
While  in  the  former  the  low  chloride  and  elevated 
carbon  dioxide  indicates  a hypochloremic  (and 
also  hypokalemic)  metabolic  alkalosis,  in  the  latter 
these  values  are  a result  of  respiratory  acidosis 
due  to  carbon  dioxide  retention  with  the  compensa- 
tory renal  chloride  loss  in  an  attempt  to  re-establish 
the  disturbed  acid  base  balance.  I did  not  mean, 
therefore,  to  imply  that  there  is  metabolic  alkalosis 


in  chronic  pulmonary  disease.  The  passage  should 
read  as  follows:  “In  such  patients  the  low  chlo- 

rides are  a reflection  of  a compensatory  mechanism 
representing  a renal  chloride  loss  to  balance  the 
increased  carbon  dioxide  retention.” 

Marcel  Tuchman,  M.D. 

16  East  79th  Street 
New  York  21,  New  York 


The  Importance  of  Light  in  the  Examination  of  the  Throat 


To  the  Editor: 

The  usual  cause  of  a child’s  fever  is  an  upper 
respiratory  infection.  This  is  true  all  year  long  and 
particularly  during  the  changes  of  seasons.  If  seen 
early  in  the  disease,  the  throat  area  may  not  be 
particularly  red.  However,  the  next  day  it  may  be. 
If  it  is  not  acutely  red  and  the  child  still  has  a high 
temperature,  I worry  about  other  things,  such  as  the 
chest.  “Bright  red  and  juicy  tonsils”  or  “duller 
red”  as  the  acuteness  vanishes  are  notations  on  my 
record  cards. 

We  may  be  confused  b}^  the  persistence  of  fever 
with  a normal  throat,  but  we  are  all  aware  of  this 
normal-appearing  throat  and  the  larger  inflamed 
sagittal  section  of  mucous  membrane,  including 
the  turbinates  and  the  nasopharynx,  which  we  can- 
not see  on  ordinary  examination.  If  we  wait  long 
enough,  we  may  see  the  ubiquitous  postnasal  drip. 
In  the  acute  stage  of  nasopharyngitis,  it  may  be 
easy  to  see.  In  the  chronic  condition  if  the  child  is 
amenable,  it  ma}r  be  observed  after  a wait.  The 
color  scheme  and  viscosity  of  the  drip  vary  in  pro- 
portion to  the  allergy  and  infection  from  pale  white 
and  yellow  to  various  shades  of  brown,  gray,  green, 
and  even  red.  Chronic  nasal  infections,  including 
that  of  the  sinuses  and  so-called  “gum  boils,”  are 
to  be  ruled  out  when  we  worry  about  rheumatic 
disease.  I have  come  to  believe  that  anybod}r  who 
lives  long  enough  in  our  climate  of  sudden  changes 
will  naturally  have  some  degree  of  sinus  involvement 
with  each  cold. 

Instead  of  “Has  he  got  tonsils,  doc?”  the  query 


more  likely  to  be  heard,  particularly  after  the  tonsils 
and  adenoids  have  been  removed,  is  “Has  he  got 
sinus,  doc?” 

Of  great  importance  in  diagnosing  throat  condi- 
tions is  the  light,  and  the  doctor’s  opinion  of  the 
illness  will  be  influenced  by  the  light’s  strength — 
whether  it  is  bright,  fair,  or  feeble.  A bright  light 
makes  a really  red  throat  often  seem  normal  and  not 
unusual.  The  contrast  in  the  appearance  of  the 
throat  in  bright  daylight  compared  with  that  with 
your  flashlight  may  be  particularly  noticeable.  In 
looking  for  the  causes  of  fever  one  is  often  baffled 
when  he  has  a new  battery  in  his  combination  oto- 
scope and  throat  inspector.  You  cannot  honestly 
say  the  throat  looks  too  inflamed.  Vice  versa,  a 
dull  light  makes  the  throat  look  more  acute. 

A scarlet  rash  on  the  skin  is  usually  more  readily 
seen  in  daylight.  The  rash  is  harder  to  differentiate 
under  strong  artificial  light  and  fades  with  ordinary 
artificial  light.  By  the  same  token,  the  mother  does 
not  notice  a rash  in  the  subdued  light  of  early  morn- 
ing and  often  sends  her  children  to  school  unaware 
of  a developing  rash.  Skin  inspection  is  not  done 
daily  in  the  morning  rush. 

Also,  who  has  not  seen  an  extremely  sick  patient 
colorful  under  artificial  light  but  ghastly  with  the 
dawm? 

F.  H.  Clark,  M.D. 

513  West  Third  Street 
Jamestown,  New  York 


Additional  Letters  to  the  Editor  will  be  found  beginning  on  page  3030  of 
this  issue. 
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prescribing 
a diaphragm 


new-woven  plastic 


HOW  DIURETICS  ACT 

Primarily  by  regulation 
of  bicarbonate  transport 

DIAMOX  acetazolamide 

Primarily  by  regulation 
of  chloride  transport 

mercurials 

chlorothiazide 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.  S.  Pat.  Off. 


OTH  BASIC  DIURETIC  REGIMENS 


Advantages  of  DIAMOX  in  single-drug  diuresis 

Diamox — operating  through  the  well- understood  mechanism 
of  bicarbonate  transport  regulation — provides  ample,  prolonged 
diuresis  in  the  great  majority  of  patients. 

Diamox  is  virtually  nontoxic  . . . has  not  caused  renal  or 
gastric  irritation. . .has  no  pronounced  effect  on  blood  pressure. 
It  is  rapidly  excreted,  does  not  accumulate  in  the  body,  permits 
convenient  dosage  adjustment,  allows  unbroken  sleep.  Small, 
tasteless,  easy-to-take  tablets  . . . usual  dosage,  only  one  a day. 


CARDIAC  EDEMA 

PREMENSTRUAL 

TENSION 

EDEMA  OF 
PREGNANCY 

OBESITY 


Advantages  of  DIAMOX  in  intensive,  two-drug  diuresis 


ADVANCED 
CONGESTIVE 
HEART  FAILURE 


When  intensive  diuresis  must  be  maintained,  Diamox,  alter- 
nated with  an  agent  for  regulation  of  chloride  transport,  has 
proved  a regimen  of  choice.  Through  dual  bicarbonate-chloride  REFRACTORY 
regulation,  it  produces  maximal  sodium- water  excretion  with  TOXEMIA  OF 
minimal  distortion  of  serum  electrolyte  patterns,  greater  nnrniiAynv 
patient  comfort,  lessened  risk  of  induced  drug  resistance.  PREGNANCY 
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Node  in  Small  Intestine 


To  the  Editor: 

The  node  under  consideration1  occurs  at  the  level 
of  the  fifth  primary  loop  of  Mall.2’3  It  is  a special 
structure,  recently  discovered,  therefore  not  yet 
listed  in  texts,  situated  slightly  to  the  left  of  the 
navel  where  the  coils  of  the  intestinum  tenue 
change  from  more  or  less  transverse  arrangements  to 
vertical  ones  descending  into  the  pelvic  region. 
The  muscular  fibers  of  longitudinalis  interlace,  and 
the  circular  fibers  thicken  slightly.  Here,  the  con- 
tents above  are  “squirted”  onwards  and  enter  the 
ileum,  which  should  justly  be  considered  to  begin  at 
this  node. 

It  is  significant  to  clinician,  surgeon,  and  general 
practitioner  at  the  time  a transient  intussusception 
occurs,  occurring  perhaps  more  often  than  known, 
although  writers  warn  us  to  keep  this  possibility  in 
mind.  Symptoms  of  abdominal  distress,  acute 
pain,  and  tendency  to  desire  continual  defecation 
are  notable.  But  on  laparotomy  nothing  may  be 
visible. 

In  the  upper  portion  of  the  small  intestine,  move- 
ment is  more  rapid  and  is  slower  in  the  ileal  portion. 
The  myenteric  reflex,  explained  by  Raiford  and 
Mulinos,4  and  Cannon5  is  a reconsideration  of  the 
law  of  the  intestine  given  by  Bayliss  and  Starling.6 
Its  effect  at  this  node  is  to  drive  the  contents  onward 
and,  at  times,  to  drive  the  node  itself  into  the 


farther  portion  of  the  intestinal  tube.  The  same 
activity  occurs  at  the  ileocecal  juncture,  where 
intussusception  is  stated  to  be  very  common.  It 
also  occurs  at  the  region  of  the  valve  of  O’Beirne, 
which  is  located  between  the  pelvic  colon  and  the 
rectum  at  about  the  second  or  third  sacral  unit. 
At  such  points  of  change  of  muscular  investment  the 
intestine  tends  to  drive  itself  into  the  farther  tube, 
and  the  clinician  will  come  across  such  occurrences, 
both  transient  and  surgical. 

Any  observer  in  a laboratory  of  human  gross 
anatomy  can  see  this  node,  and,  indeed,  demonstra- 
tors of  human  anatomy  will  confirm  at  postmortem 
the  point  of  intussusception,  a result  of  antemortem 
continuance  of  the  effect  of  the  law  of  the  intestine. 

Thomas  Horace  Evans,  M.D. 

350  South  Main  Street 
Freeport,  Long  Island,  New  York 

1 Evans,  T.  H.:  Anat.  Rec.  127:  413  (Feb.)  1957. 

2 Schaeffer,  J.  P.:  Morris  Human  Anatomy,  11th  ed.,  New 
York 'City,  Blakiston  Division  of  the  McGraw-Hill  Book 
Company,  1953,  pp.  1374,  1422. 

» Mall,  F.  P.:  Bull.  Johns  Hopkins  Hosp.  9:  197  (1898). 

4 Raiford,  T.  and  Mulinos,  M.  G.:  Am.  J.  Physiol.  110: 
129  (Nov.)  1934. 

s Cannon,  W.  B. : ibid.  30:  114  (1912). 

6 Bayliss,  L.  E.  and  Starling,  E.  H.:  J.  Physiol.  24:  90 
(1899). 


Impression  of  Finland 


To  the  Editor: 

We  entered  Finland  from  Norway  by  bus  above 
the  Arctic  Circle.  A change  in  economics  was 
obvious.  The  result  of  devastating  wars  against 
Russia  and  the  price  this  land  of  four  million  is 
paying  is  visible. 

We  were  in  the  land  of  the  Lapps  for  four  days. 
The  Lapps  are  about  1,200  in  number.  The  greater 
number  of  Lapps  left  during  the  war  for  Norway  and 
Sweden.  Lapps  are  Finnish  citizens.  They  are 
called  for  army  duty  and  serve  in  the  north  where 
they  are  trained. 


The  first  large  town  visited  was  Rovaniemi.  It 
is  a completely  rebuilt  town  except  for  the  ancient 
hospital.  The  hospital  was  the  only  structure  not 
bombed  out  of  existence.  It  has  100  beds.  The 
obstetric  division  has  22  of  these  in  a separate  build- 
ing. A modern  children’s  hospital  with  adjacent 
structures  of  advanced  design  for  nurses  and  staff  is 
across  a bridge.  The  exquisite  homes  for  the 
physicians  attached  to  the  hospitals  are  here  also. 
The  general  hospital  has  a staff  of  seven.  The  post 
[Continued  on  page  3032] 
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CONFIRMED  EFFICACY 


Deprol 

► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep  and  reduces 
depressive  rumination  and  crying 


DOCUMENTED  SAFETY 

Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► no  excessive  elation ; no  liver  toxicity 

Deprol  is  unlike  central  nervous  stimulants 

► does  not  cause  insomnia  or  depress  appetite 

► no  amphetamine-like  jitteriness; 
no  depression-producing  aftereffects 


1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate 
combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J. A. M. A.  166:1019,  March  1.  1958 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

Literature  and  samples  on  request 


WALLACE  LABORATORIES.  New  Brunswick,  N.  J. 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.  When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 
Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl benzilate  hydro- 
chloride (benactyzine 
HC1). 


Bottles  of 
50  scored  tablets. 

tlRAOE-MARK  CD-7470 
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of  radiologist  was  vacant  when  we  were  visiting. 
Two  senior  surgeons  and  one  adjutant  surgeon  were 
assigned  to  the  general  hospital.  One  intern 
assisted  the  surgeons,  and  one  was  assigned  for 
medical  cases.  The  obstetrician  does  operative 
gynecology. 

The  hospital  had  no  vacant  beds,  and  the  waiting 
list  was  long.  Ward  patients  pay  one  dollar  per 
day.  Private  patients  (the  physicians  do  private 
practice)  pay  up  to  three  dollars  per  day.  The 
obstetrician  receives  $15  from  his  private  patients 
for  deliveries.  Finland  does  not  yet  have  govern- 
ment outpatient  medicine.  Its  2,000  physicians  do 
very  well  with  the  present  system.  The  government 
has  a system  of  hiring  physicians  and  surgeons  of  all 
ranks  including  the  professors.  The  pay  is  a small 
part  of  the  income.  The  major  income  is  from  the 
private  office  visits. 

There  are  too  few  physicians,  dentists,  nurses, 
pharmacists,  and  medical  students  in  Finland. 
Two  universities  stepped  up  the  number  of  medical 
students  in  1957  to  180.  Men  far  outnumber 
women  candidates.  One  out  of  ten  applicants  is 
accepted.  Teaching  is  bilingual.  Swedish  is  spoken 
by  8 per  cent  of  the  population.  It  is  an  official 
language. 

The  Rovaniemi  hospital  takes  few  medical  pa- 
tients— about  5 per  cent.  Surgery  is  the  important 
function.  The  roads  are  bad,  and  auto  accidents 
occur  frequently.  Urgent  brain  surgery,  when  the 
condition  is  severe,  is  performed.  Elective  brain 
surgery  and  chest  operations  are  referred  to  special 
hospitals  in  these  fields.  The  working  population  of 
two  million  in  woods  and  factories  suffer  cuts, 
broken  bones,  and  usual  forest  injuries  from  falls. 
These  are  brought  here.  Cancer  surgery,  such  as 
that  of  the  breast,  stomach,  and  bladder,  is  per- 
formed. Also,  uterus  removal  and  the  conventional 
obstetric  cesarian  is  done.  Elective  tube  plas- 
tic surgery  for  sterility  is  performed  in  Helsinki. 
There  are  special  hospitals  in  Oulu  which  is  about 
one  hour  by  air  from  Rovaniemi. 

The  usual  complaint  is  heard  about  penicillin: 
Too  much  is  administered  and  too  often  at  smaller 
hospitals  in  the  north  and  by  the  physicians  in  the 
area.  Severe  reactions  are  not  seen.  No  fatalities 
have  been  reported.  Penicillin  is  administered 
prophylactically  by  the  surgeons  but  not  by  the  local 
obstetrician.  The  law  compels  him  to  use  the  silver 
nitrate  eye  instillation.  He  observes  irritations  but 
may  not  rely  on  modern  antibiotics.  Cortisone  is 
available  and  injected  as  required.  Only  one  pa- 
tient received  a combination  of  penicillin  and  corti- 
sone. She  was  in  extremis  but  survived. 

Polio  injections  were  administered  to  first  grade 
pupils.  There  were  no  cases  of  polio  in  1957. 
Finland  missed  the  epidemic  three  years  previously 


when  it  was  feared  it  would  come  from  neighboring 
Norway. 

Venereal  disease  is  practically  extinct  in  northern 
Finland.  A few  asocial  women  are  known  in  town, 
but  no  prostitution  exists.  A patient  or  two  with 
venereal  disease  may  appear  during  the  tourist 
season.  Rovaniemi  is  not  a seaport. 

Leprosy  has  not  been  seen  in  any  part  of  northern 
Finland  for  almost  half  a century.  Tuberculosis 
exists.  The  Lapps  have  tuberculosis.  They  enjoy 
medical  care  and  visit  physicians  as  private  patients 
for  very  trivial  conditions  and  just  for  visiting. 

The  people  of  Finland  do  not  speak  the  Lapp  lan- 
guage. The  Lapps  speak  Finnish  in  Finland. 
Schools  teach  them  each  language,  and  there  is  a 
radio  program  in  Lapp.  The  Lapps  have  dialects, 
so  that  Lapps  from  one  community  may  not  under- 
stand Lapps  in  a neighboring  area.  Rickets  is 
prevalent  among  the  Lapps.  This  is  contrary  to 
the  opinion  advanced  in  Norway.  There,  the  bone 
changes  are  said  to  be  due  to  lacial  characteristics. 
Difficulties  in  labor  are  not  encountered. 

Northern  Finland  has  few  patients  with  common 
communicable  diseases.  Parotitis  (mumps),  scarlet 
fever,  and  measles  appear  rarely.  There  is  no 
diphtheria.  Endemic  typhoid  fever  is  found  in 
certain  districts  despite  inoculations. 

The  obstetrician  in  Rovaniemi  uncovered  no  pa- 
tients with  positive  serologic  findings  among  the  most 
recent  500  examined.  The  law  requires  two  sero- 
logic examinations,  but  it  is  usual  to  have  one. 

It  is  legal  to  abort  juveniles  under  fifteen  years  of 
age  if  unmarried.  The  technic  depends  on  the 
duration — whether  pregnancy  exists  for  less  or  more 
than  four  months.  Cesarian  section  and  steriliza- 
tion are  permitted  when  indicated.  The  conditions 
were  not  named.  Advanced  gestation  is  not  inter- 
rupted. The  child  may  be  taken  by  its  child 
mother  or  sent  to  an  orphanage.  The  child  born  to 
an  unmarried  woman  of  any  age  is  registered  in  the 
name  of  the  mother. 

Families  with  ten  or  more  children  are  common. 
The  problem  of  overdue  babies  (5  to  6 Kg.)  is  ex- 
plained here  to  the  satisfaction  of  the  physicians  by 
poor  timing.  The  multipara  does  not  keep  a proper 
record  of  her  menses.  Nursing  mothers  learn  here 
as  elsewhere  that  lactation  is  not  a barrier  to  addi- 
tional pregnancy. 

A few  additional  notes  on  venereal  diseases  in 
Finland:  Each  year  since  1955  the  number  of  pri- 
mary and  secondary  syphilitics  reported  (and 
notification  is  compulsory),  has  been  30.  At  least 
ten  of  these  30  were  foreigners  who  had  the  disease 
on  entry.  The  remainder  were  infected  locally. 
The  year  1956  was  the  first  one  in  which  no  child 
under  four  years  of  age  was  reported  as  a congenital 
syphilitic.  The  exact  influence  of  penicillin  admin- 
[Continued  on  page  3036] 
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Progressive  “drying  out”  of  aging  skin  makes 
it  particularly  susceptible  to  damage  by 
ordinary  toilet  soaps.  The  harmful  drying 
action  of  soap  alkalies  can  be  avoided  by 
recommending  DOVE  neutral  bar.  DOVE 
creams  the  aging  dry  skin,  washes  it  safely , 
NEUTRAL  DETERGENT  BAR  — pH  7 whether  or  not  a dermatosis  is  present. 

Among  200  patients  with  dermatoses  usually 
intolerant  to  soap,  DOVE  was  tolerated  by 
85  per  cent1 — a remarkably  high  percentage. 

With  DOVE  there  is  “a  much  better  skin 
tolerance. .. due  to  the  neutral  pH  (7)... as 
compared  with  the  quite  alkaline  (pH  10) 
lathers  of  most  commonly  used  toilet 
soaps.”1 

DOVE  bar  is  used  like  soap,  but  lathers  and 
feels  better.  DOVE  creams  as  it  washes  and 
does  not  dry  the  skin.  Every  bar  contains 
25  per  cent  rich  cleansing  cream. 

1.  Swanson,  F.:  J.A.M.A.  762:459  (Sept.  29)  1956. 

LEVER  BROTHERS  company 
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BONADOXIN- 

stops  morning;  sickness  but. 


relief  with  bonadoxin  in  1534  patients * 


good  or  excellent 87.8% 

fair  or  moderate 8.6% 

poor  or  none 3.6% 


* Summary  of  published  clinical  studies . 


BONADOXIN® 


doesn’t 

stop 


“. . . tolerance  was  excellent, 
with  no  drowsiness  resulting.’ M 

“No  side  reactions 
were  observed. . . .”2 

Each  pink-and-blue  tablet  contains. 

Pyridoxine  HC1  ....  50  mg. 
Meclizine  HC1 25  mg. 

Bottles  of  25  and  100. 

Now  also  available  as 

BONADOXIN  DROPS 


1.  Weinberg,  A.,  and  Werner,  W.  E.  F.:  Am. 
Pract.  & Digest  Treat.  6:580  (April)  1955. 

2.  Codling,  J.  W.,  and  Lowden,  R.  J.:  North- 
west Med.  57:331  (March)  1958. 


New  York  17,  New  York 
Division , Chas.  Pfizer  & Co.,  Inc. 


LETTERS  TO  THE  EDITOR 


[Continued  from  page  3032] 

istered  to  the  mothers  for  any  reason  was  not  deter- 
mined. Certainly  it  was  not  the  only  reason  for  the 
diminution  of  clinical  and  serologic  congenital 
syphilis  in  infancy. 

The  number  of  patients  reported  as  having 
gonorrhea  varies  from  4,000  per  year  to  5,000.  Dur- 
ing the  war  years  Finland  had  as  high  as  23,000 
patients  annually  reported  with  gonorrhea.  The 
peak  year  for  primary  and  secondary  syphilis  during 
the  war  was  5,000  patients.  Each  of  the  2,000 
physicians  was  in  the  army.  He  learned  to  follow 
orders,  and  reporting  venereal  disease  is  an  order. 

The  population  of  Finland  is  about  4,100,000. 
The  city  of  Helsinki  has  a population  of  400,000. 
Prostitution  is  no  problem,  nor  is  male  homosex- 
uality. The  proportion  of  women  to  men  in  the 
population  favors  the  women.  It  is  recalled  1,000 
men  were  killed  each  day  for  one  hundred  days  of 
the  hapless  war  with  the  U.S.S.R.  A special  police 
force  is  available  in  harbor  towns  to  prevent  promis- 
cuous sex  activities  of  young  girls  not  regarded  as 
professional  prostitutes.  In  brief,  venereal  disease 
is  not  regarded  as  one  of  the  problems  of  Finland. 

It  was  not  always  this  way.  A visit  to  Kumpula 
State  Hospital  for  Venereal  Disease  is  a must  for  the 
physician.  It  is  situated  outside  the  city  of  Hel- 
sinki. The  city  is  fast  encroaching  on  the  hospital 
grounds.  Its  terrific  value  is  the  ace  in  the  hole 
for  the  director  in  his  dealings  with  the  government 
officials.  The  growing  population  makes  it  easier 
for  him  to  secure  additional  funds. 

Kumpula  State  Hospital  traces  its  origin  to  1730. 
The  barber-surgeons  of  Finland  were  instructed  to 
find  the  victims  of  venereal  disease  and  to  subject 
them  to  the  mercury  treatment  leading  to  salivation. 
The  barber-surgeons  rented  cottages  for  cure 
houses  and  men,  women,  and  children  were  herded 
into  these  cottages  for  treatment.  There  was  no 
separation  according  to  sex  or  age. 

A generation  later,  in  1756,  special  wards  were 
established  at  Helsinki  for  patients  with  venereal 
diseases.  Three  years  later  Turku  established 
special  wards.  The  plan  was  to  have  these  in  each 
capital  of  each  province.  This  plan  became  effec- 
tive from  1808  to  1809.  At  the  close  of  the  nine- 
teenth century  a special  hospital  was  actively 
engaged  in  special  services  for  patients  with  venereal 
disease  in  26  large  towns  of  Finland. 

The  Kumpula  Hospital  at  Helsinki  was  opened  in 
1 905  chiefly  for  the  care  of  prostitutes  with  venereal 
disease.  An  increase  in  the  number  of  patients  in 
the  community  spurred  centralization.  A second 
special  hospital  was  opened  in  Helsinki  in  1917. 


The  number  of  the  special  hospitals  dropped  to  17  in 
the  1930  to  1940  decade.  There  were  five  hospitals 
operating  for  venereal  diseases  in  the  1950-1951 
period. 

In  1957  Kumpula  Hospital  was  the  only  one  in 
Finland  admitting  patients  with  venereal  diseases. 
Three  cottages  with  total  of  105  beds  are  arranged 
for  admission  of  (1)  women  detained  by  direction 
of  the  police,  (2)  women  seeking  admission  volun- 
tarily (there  are  special  departments  for  pregnant 
women  and  children),  and  (3)  men  (the  first  ward  for 
men  was  opened  in  1947). 

The  full  use  of  penicillin  in  the  ambulatory  treat- 
ment of  syphilitics  reduced  the  need  for  the  in- 
hospital  ward  service.  Furthermore,  nationwide 
efforts  to  eradicate  congenital  syphilis  led  to  intensi- 
fication of  the  search  for  and  treatment  of  syphilis 
in  pregnant  women. 

Kumpula  Hospital  was  and  is  a teaching  center 
for  general  practitioners.  Short  and  long  courses 
are  arranged.  Medical  students  attend  lectures  at 
the  hospital  and  make  rounds  with  the  chiefs. 
Nurses  and  candidates  for  midwifery  also  study  here. 

An  International  Syphilis  Symposium  was  held  at 
Kumpula  Hospital  in  September,  1950.  Its  labora- 
tories, library,  and  research  facilities  were  viewed  by 
experts  from  all  parts  of  the  world. 

Dr.  Taumo  Putkonen,  director  of  Kumpula  since 
1954  and  my  host  during  the  visit  to  Helsinki 
immediately  prior  to  the  meeting  of  the  Inter- 
national Dermatological  Congress  at  Stockholm  in 
1957,  wrote: 

As  indicated  by  this  brief  survey  the  different 
phases  in  the  history  of  the  Kumpula  Hospital  in 
its  way  also  illustrate  the  development  of  vene- 
reology in  our  country.  The  founding  of  the 
hospital  was  considered  necessary  in  the  time  of 
unrest  at  the  beginning  of  the  present  century. 
The  compulsory  treatment  of  prostitutes  was  the 
watchword  at  that  time.  In  the  treatment  of 
syphilis  Kumpula  has  seen  the  transition  from 
mercury  to  arsphenamine  and  bismuth  and  from 
these  to  penicillin.  As  regards  gonorrhea,  there 
also  has  been  a transition  from  local  treatment, 
first  to  sulfa  compounds  and  later  to  penicillin. 
Soft  chancre  and  lymphogranuloma  are  now 
things  of  the  past.  Preventive  medicine  is 
represented  by  the  treatment  of  pregnant  syphil- 
itic women  and  by  cerebrospinal  fluid  examinations 
of  all  syphilitic  patients.  New  trends  are  also 
the  educational  work,  propaganda,  and  intensified 
outpatient  treatment  which  enables  the  patients 
to  be  occupied  in  productive  work. 

Herman  Goodman,  M.D. 

18  East  89th  Street 
New  York  28 
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in  Pruritus  Vulvae  Et  Ani  • Kraurosis  Vulvae 
Postmenopausal  Vaginitis  • Senile  Vaginitis 


ACID  MANTLE®  Hydrocortisone-Estrone-Pyrilamine  Maleate-Synthetic  Vitamin  A 
providing 

Epithelium  Regenerative  • Antiinflammatory  j 

Antipruritic  • Antikeratotic  f 

Antiallergic  • Antihistaminic  / 

Normal-Vaginal-  and  Anal-Tract-  pH-Restorative  1 

Samples  and  literature  on  request. 


Sig:  Apply 
twice  daily  — 
Supply:  1/2  oz. 
& 1 oz.  tupes 


action 


109  WEST  64  ST..  NEW  YORK  23,  N.Y. 


In  Canada:  2765  Bates  Rd.,  Montreal.  P.Q. 


FOR  YOUR 


Anginal  Patients 


Pentoxulon 


TABLETS  CONTAINING  PENTAERYTHRITOl  TETRANITRATE  (PETN)  10  MG.  AND  RAUWILOID«  (ALSEROXYLON)  0.5  MG. 

vr 


Reduces  incidence  of  attacks 

Reduces  severity  of  attacks 

Reduces  or  abolishes  need  for  fast-acting  nitrites 

Reduces  tachycardia 

Reduces  blood  pressure  in  hypertensives, 
not  in  normotensives 

Increases  exercise  tolerance 

Produces  demonstrable  ECG  improvement 

Exceptionally  well  tolerated 


Gives  new  courage  to  the  anginal  patient 
because  it  relieves  anxiety  and  provides 
prolonged  coronary  vasodilatation. 


Fear  of  the  next  attack  is  replaced 
by  pulse -slowing,  pleasantly  tranquil  - 
izing  effects  which  lessen  severity 
and  frequency  of  anginal  attacks. 


DOSAGE:  One  to  two  tablets  q.i.d., 
before  mea’s  and  on  retiring. 


LOS  ANGELES 
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New 

HEADQUARTERS 


Medical  Society  of  the  State  of  New  York 
New  York  State  Journal  of  Medicine 
750  Third  Avenue 9 New  York  17,  New  York 


Photograph  by  Felix  Gilbert 


On  July  18,  1958,  the  headquarters  offices  of  the  Medical  Society  of  the 
State  of  New  York,  including  the  New  York  State  Journal  of  Medi- 
cine, were  moved  to  the  eighteenth  floor  of  a new  skyscraper  at  750  Third 
Avenue,  New  York  City,  between  46th  and  47th  Streets.  Previous  ad- 
dress had  been  386  Fourth  Avenue. 
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I I I 

to  pull  your  diarrhea  patients  hack  in  shape  rapidly 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


A ROB  ON  — carob  powder..,  demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics,  no  sedatives,  no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN- carob  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  2}/£  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  47:182,  1952. 


A booklet 


that  lias  already 
improved  relations 
between  Medicine 
and  Pharmacy 


The  Manual  is  a handy  pocket-sized  compendium  (actual  size 4 in.  x 6 *4  in.) 

of  popular  drugs  and  *NYPM  formulas  designed  to  simplify  your  prescription- 
writing  problems.  If  you  have  mislaid  your  copy,  send  for  another. 


The  Pharmaceutical  Society 
of  the 


State  of  New  York 


117-119  East  69tli  Street 


New  York  21,  N.  Y. 


*New  York  Physician’s  Prescription  Manual 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  Prom  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


WEST  HIEE 

West  252nd  St.  and  Fieldston  Road 
Riverdalc-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  ii 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mandl  School 

.Licensed  by  the  State  of  New  York. 


254  W.  54  St— N Y C 
Circle  7-3434 


PINEWOOD  Bi:  tv:Sw%&  iw-  <» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


GIVE  TO 

CONQUER  CANCER 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


FOR  gastrointestinal  dysfunction  and 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


‘Sedation  1 Euphoria  for  Nervous, 
Irritable  Patients" 


‘A  modernized  method  of  preparing  Burow'i 
Solution  U.S.P.  XIV 


EUCARBON® 


Each  tablet  contains:  Extract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vz  hr.  after 
meals  — Supply:  Tins  of  100. 


VALE  RIAN  ETS-D1SPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  Insomnia. 


PRESTO- BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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PREVENT 

both  cause  and  fear  of 

ANGINA 


use 

Miltrate 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN*  + PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 

“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  petn,  as  in  Miltrate, . .appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  befoi'e  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  161 

1.  Friedlander,  H.  S. : The  role  of  ataraxics  in  cardiology.  Am.  J.  Card.  1:395,  March  1958. 

2.  Shapiro,  S.:  Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8 :50b,  Dec.  1957. 

^^WALLACE  LABORATORIES,  New  Brunswick,  N.J.  CMU.7187  W.MARK 


30  12 


FOR  IMMEDIATE  SALE 


Well  established.  20  years,  pediatric  practice.  Upstate  New 
York.  Home  and  office  for  sale.  Giving  up  private  prac- 
tice for  full-time  public  health  position.  Box  784,  N.  Y.  St. 
Jr.  Med. 


PRACTICE  FOR  SALE 


Compensation  general  practice  Manhattan;  long  established, 
fully  equipped,  air  conditioned;  opportunity;  available  im- 
mediately; priced  for  quick  sale.  Box 778,  N.  Y.  St.  Jr.  Med. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4£ 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


FOR  SALE 


An  excellent  general  medical  practice  75  miles  north  of  New 
York,  easy  terms.  Box  779,  N.  Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


General  Practitioner,  young,  internal  medicine  training,  de- 
sires association,  partnership,  or  practice  in  N.  Y.  C.,  Long 
Island,  or  vicinity.  Box  780,  N.Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor  Urgently  Needed.  Thirteen  year  excellent  country 
practice.  Modern  equipped  office  building  and  records  ready 
for  use.  Detached  8 room  house.  Near  hospitals.  Near 
theatre,  music  and  art  festival  towns. 

Write  or  call  E.  Gellert,  Kerhonkson,  N.Y. 


FOR  SALE 


Busy  Pediatric  practice  in  Rockland  County.  Only  Pedia- 
trician in  area  of  25,000  population.  35  miles  from  New 
York.  Retiring  to  teach.  Low  cost,  including  principal 
equipment.  Available  July.  Phone  EL  6-2841. 


FOR  SALE 


Cash  Only.  General  practice,  East  Bronx  near  City  Housing 
Project,  fully  furnished.  In  addition  I have  for  sale  other 
equipment:  table,  desk,  X-Ray,  microscope,  instruments, 

Cail  MO  9-6110 


Two-family  house  with  fully  equipped  medical  office  in 
basement  plus  practice  for  sale. 

Call  BE  2-1441. 


MAMARONECK 


550  Palmer  Ave.  4J/2  (2  bedrooms)  $150. 
OW  8-3162,  NE  6-1737. 


Brooklyn  — Bensonhurst  — deceased  general  practitioner’s 
fully  equipped  office  for  rent  or  sale  — with  x-ray  and  electro- 
cardiograph — easy  terms  — 6-8  P.M.  CL  9-2092. 


FOR  RENT 


372  rooms  professional  office  occupied  by  physician  15  years. 
Ground  floor.  Dr.  Louis  Krakower,  313  Westchester  Ave., 
Port  Chester,  N.Y.  Westmore  9-1102. 


four  room  Professional  Apartment  Available.  Brighton 
Beach  section  of  Brooklyn  100  feet  to  trains  and  buses. 
For  further  information  call  SH  3-3728. 


OFFICE  TO  SHARE 


Mid-Nassau,  occupied  Dentist  and  EENT — has  additional 
space — share  waiting  room,  will  alter  to  suit. 

Ov  1-2554. 


PORT  WASHINGTON,  N.  Y. 


New  Community  on  Gold  Coast  needs  doctor.  Office  and 
waiting  room  set  up  on  most  desirable  corner,  lovely  split- 
level  house  for  family  privacy.  Large  living  room,  dining 
room,  most  efficient  kitchen,  3 bedrooms,  2 baths,  $31,900. 

TOWN  & COUNTRY  REALTY 
1007  PT.  Wash.  Blvd.  PO  7-2365 


91st  Str.  East  Park/Lex.  spac  unfurn.  Office  excl.  use  share 
wait.  room.  $85. — monthly  Sacramento  2-5901  or  General 
2-8199. 


Medical  Group  located  in  upstate  New  York  is  interested  in 
adding  an  ophthalmologist  to  its  staff.  Well-established 
Medical  Center,  modern  facilities,  serves  a population  area 
of  approximately  50,000.  Located  in  a town  of  9,000  in  the 
center  of  a beautiful  resort  area.  Tremendous  potential  for  a 
well-qualified  ophthalmologist  with  an  opportunity  to  be- 
come a partner  in  the  Group  after  one  year.  Box  785,  N.  Y. 
St.  Jr.  Med. 


WANTED 


General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  month®  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


FOR  RENT  OR  SALE 


Professional  Suite — Ideal  village  location.  2 family  house, 
Huntington,  L.I.,  occupied  by  M.D.  for  years.  Excellent 
opportunity  for  professional  or  group.  Living  quarters 
available  if  desired.  Box  786,  N.  Y.  St.  Jr.  Med. 


FOR  R ENT 


Physician’s  office.  Tremendous  opportunity  for  G.P.  or 
suitable  specialist.  Share  waiting  room  with  established 
dentist  in  modern,  beautifully  landscaped,  corner  building. 
Choice  location  in  center  of  Nassau  County.  Phone  IVanhoe 
9-5300  or  write  Box  787,  N.  Y.  St.  Jr.  Med. 
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Officers — County  Medical  Societies — 1958 


TOTAL 


County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 
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MEMBERSHIP  AS  OF  SEPTEMBER 


President 


James  H.  Flynn Albany 

Kurt  Zinner Wellsville 

Samuel  Wagreich Bronx 

Ralph  J.  McMahon.  . . .Binghamton 

G.  Clifford  Hackett Portville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

David  Kaplan Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Heinz  Salm Hudson 

Nicholas  J.  Gabriel Cortland 

Robert  N.  Wilbur Hamden 

Leo  P.  O’Donnell Wingdale 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage Northville 

Peter  F.  Baker Batavia 

El  wood  G.  Weisenburn.  . .Coxsackie 

Robert  C.  Ashley Little  Falls 

Juda  B.  Bickel Sackets  Harbor 

David  Kershner Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Arthur  H.  Walker Rochester 

Norbert  Fethke Amsterdam 

Abraham  W.  Freireich.  . .Malverne 

Norton  S.  Brown New  York 

Carleton  P.  Kavle. . . . Niagara  Falls 

Frank  A.  Graneiro Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Willson Phelps 

Fritz  Blumenthal Middletown 

James  G.  Parke Albion 

F.  Edward  Fox Fulton 

J.  Herbert  Dietz,  Jr Oneonta 

A.  Seitz  ....  Cold  Spring  on  Hudson 

Harry  H.  Epstein Jamaica 

Marshall  W.  Quandt Troy 

Edward  H.  Robitzek. . Staten  Island 

Emile  J.  Buscicchi Congers 

J.  Benton  Pike Massena 

Max  M.  Vinicor Corinth 

Carl  F.  Runge Schenectady 

Peter  J.  Sacket Schoharie 

Francis  C.  Ward Odessa 

Robert  F.  D.  Gibbs.  . . .Seneca  Falls 

Thomas  S.  Cotton Hornell 

Francis  J.  O’Neill Central  lslip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto. . . . Kingston 

Richard  C.  Batt Glens  Falls 

Alexander  Avrin Fort  Edward 

Thomas  C.  Hobbie Sodus 

William  P.  Reed Larchmont 

Paul  G.  Sternberg Perry 

Allen  W.  Holmes Penn  Yan 


Secretary 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr..  .Binghamton 

Cedric  L.  Mather Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Leslie  H.  Tisdall Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano.  v Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  . New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

George  E.  Pittinos..  . Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

MiLton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


15,  1958—24,558 


Treasurer 


Thomas  S.  Walsh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames,.  . . .Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

William  B.  McDonald Troy 

Waddie  R.  Procci.  : . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . Fort  Edward 

Leman  W.  Potter Newark 

Thomas  C.  Jaleski.  . . New  Rochelle 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


New  York  State  J.  Med. 


Leewol  Business  Brokers  opens  its  new  medical  department. 
If  you  wish  to  sell  or  purchase  a medical  practice,  phone  or 
write  Leewol  Business  Brokers,  191-19  Jamaica  Avenue, 
Hollis  23,  N.Y.  SP  6-0100. 


Psychiatrist,  as  medical  director  for  New  York  State  licensed 
psychiatric  clinic  on  college  campus;  5 years  practice  ex- 
perience, boards  required.  Analytic  orientation.  1 to  3 days 
a week,  remuneration  at  S4,000  annually  per  day. 

Staff  Psychiatrist  to  3 days,  comparable  salary.  Write  or 
call  Director  of  Institute  of  Health,  Education  & Welfare, 
Adelphi  College,  Garden  City,  L.I.  FI  7-1186  or  PI  7-2200. 


“Entering  Practice?”  “Specializing” 

Office  (or  physician  or  specialist  available  at  a most  de- 
sirable intersection  at  Albany,  New  York. 

Newly  decorated,  accessable  to  all  hospitals  convenient  j 
transportation,  no  parking  problems  air  conditioned,  storage 
space.  Melvin  H.  Weiner,  D.D.S.,  538  New  Scotland  Avenue. 
Albany  8.  New  York.  Phone  8-8832. 


HELP  AVAILABLE 

We  have  capable  girls,  with  a year's  training  in  laboratory 
work,  office  nursing,  X-ray,  medical  stenography  and 
receptionist  duties.  We  are  desirous  of  placing  these 
qualified  girls  as  medical  assistants  or  laboratory  technicians 
with  doctors,  laboratories  or  hospitals.  Address  inquiries 
to  Mandl  School  for  Medical  Assistants,  254  West  54  St., 
N.  Y.  C.  19,  N.  Y.  or  phone  Cl  7-3434. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 


MANUSCRIPT  WRITING,  EDITING  FOR  DOCTORS 


Foundation  administration,  U.S.  Army  research  freelance 
nonfiction-writing  background.  Extensive  medical  writing. 
Vassar  graduate.  Freelance  or  parttime.  SU  7-5146 — morn- 
| ings. 


RADIOLOGIST 


325  bed,  teaching  hospital  associated  with  medical  center  has 
immediate  opening  for  a certified  radiologist  who  is  teaching 
and  research,  as  well  as  clinically  oriented.  Stimulating  at- 
mosphere. Fully  approved  3 years  residency  program. 
Liberal  salary  based  on  background,  competence  and  po- 
tential. Address  reply  (which  will  be  held  in  strictest  con- 
fidence) to:  Chief  Radiologist,  Box  789,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 V*  over  a year  and  50%  on  payments 
of  S10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Indi\'idual  Information.  John  Levbarg.  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  H04-1100. 


FOR  SALE 


Binocular  Microscope;  Leitz  Laborlux  Achromatic  opticals 
3.5;  10:45.  Oil  immersion  6X  and  10X  Huygens  Oculars 
condensor.  Large  movable  stage.  SA  2-8334. 


ALLERGENS 


diagnostic 

and  therapeutic 

"...  We  have  had  greatest 
success  with  extracts 
prepared  by 
Center  Laboratories  . . 


*Si Ibert,  N.  E.,  Ciba  Clinical  Symposia;  6:  86:  May  1954 


Complete  allergy  service  from  solution  to  syringe 

Write  for  complete  literature  and  prices  on  our  complete  line. 

CENTER  LABORATORIES,  INC. 

Port  Washington,  New  York 

\gmom 

all-day 

or  all-night  protection 
from 


one  oral  dose 


Compazine*  Spansule1 

capsules  are  especially  useful  for  prompt  and  prolonged 
relief  from  tension  headache. 

For  the  patient  whose  anxiety  and  nervousness  are  manifested 
as  tension  headache,  one  ‘Compazine’  Spansule  capsule 
taken  in  the  morning  provides  protection  throughout  the  day. 

Patients  on  ‘Compazine’  are,  in  virtually  all  cases,  free 
from  drowsiness,  and  often  experience  an  alerting  effect. 

They  can  carry  on  normal  activity. 

And,  on  the  other  hand,  for  the  patient  who  cannot  sleep 
because  of  anxiety  and  tension,  one  ‘Compazine’  Spansule  capsule 
taken  before  retiring  provides  relief  throughout  the  night. 

Compazine’  Spansule  capsules:  io  mg.,  15  mg.  and  30  mg. 


Smith  Kline  & French  Laboratories, 
Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
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New 

H E A D Q U A RTERS 

Medical  Society  of  the  State  of  New  York 
New  York  State  Journal  of  Medicine 
750  Third  Avenue 9 New  York  17,  New  York 


Photograph  by  Felix  Gilbert 


On  July  18,  1958,  the  headquarters  offices  of  the  Medical  Society  of  the 
State  of  New  York,  including  the  New  York  State  Journal  of  Medi- 
cine, were  moved  to  the  eighteenth  floor  of  a new  skyscraper  at  750  Third 
Avenue,  New  York  City,  between  46th  and  47th  Streets.  Previous  ad- 
dress had  been  386  Fourth  Avenue. 


NOLUDAR 


methyprylon 


Roche 


the  non-barbiturate  hypnotic 

MEETS  THE  NEEDS  ON  ALL  SERVICES 


CARDIOLOGY 

DERMATOLOGY 

GERIATRICS 

OBSTETRICS 

OPHTHALMOLOGY 

PEDIATRICS 

UROLOGY 

PRE-  AND  POSTOPERATIVE, 
GENERAL  CONVALESCENCE 

FOR  THE  PHYSICIAN... 


when  a full  night’s  rest  is  required 
regularly 

when  pruritic  lesions  interfere 
with  sleep 

when  sleep  should  be  induced 
gently  and  naturally 

when  fetal  respiratory  depression 
must  be  avoided 

when  rest  and  quiet  are  essential, 
e.g.,  following  surgery 

when  barbiturates  are  undesirable 


when  mild  bladder  discomfort, 
etc.,  keep  the  patient  awake 

when  6-8  hours’  sleep  is  virtually 
therapeutic 

who  must  awaken  in  an  alert  state 
to  the  telephone  or  alarm  clock 

Roche  — Reg.  U.  S.  Pat.  Off. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 
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Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  mail  privileges  authorised 
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INDEX 

{All  References  Are  to  Sections) 


Accident  Prevention:  Supplementary  and  Ref- 
erence Committee  Reports,  12,  142 
Addresses 

Bauer,  Dr.  Louis  H.,  153 
Fineberg,  Dr.  Henry  I.,  219 
Gibson,  Dr.  Leo  E.,  27,  139,  218 
Givan,  Dr.  Thurman  B.,  26,  138 
Hedback,  Mr.  John,  145 
Williams,  Dr.  Frederick  W.,  221 
Advertising:  Proprietary  Remedies,  55,  91 
Alcohol  and  Narcotics  Addiction:  Reference  Com- 
mittee Report,  111 
American  Medical  Association 

Delegation:  Inclusion  of  Two  Alternates,  81,  93 
Dues:  Direct  Collection  Advocated,  147 
American  Medical  Education  Foundation,  59,  117, 
118,  145 

Announcements,  6,  137,  210 
Annual  Meeting 

Program  Booklet:  Listings,  90 
Scientific  Program:  Separation  from  House  of 
Delegates,  144 
Time  Changed,  79,  102 
Artificial  Respiration,  73,  122 
Austin,  Dr.  Oliver  L. : General  Practice  Award,  29 
Autopsy  Law  Revision:  Study  Requested,  71,  201 

Belated  Bill,  11,  106 

Blood  Banking,  Proposed  Section  on,  32,  135 
Blood  Banks  Association:  Appropriation,  67,  136, 
147 

Blue  Cross  Contracts 

Associated  Hospital  Service  Coverage  for  Acutely 
111  Infants  Under  90  Days  of  Age,  48,  177 
Electrocardiograms:  Interpretation,  82,  198 
Medical  Services,  39,  174 


Blue  Shield  Contracts 
Amendment  to  Insurance  Law,  54,  180 
Coverage  for  Ancillary  Services,  62,  182 
Wisconsin  Plan,  42,  175 

Blue  Shield  Plans:  Insurance  Department  Exami- 
nation, 127,  186 

Budget:  Reference  Committee  Report,  148 

Cancer:  Reference  Committee  Report,  131 

Constitution  and  Bylaws  Committee  of  the  Council: 
Reference  Committee  Report,  119 

Constitution  and  Bylaws 
Amendments  Adopted 

Bylaws,  Chapter  I,  Section  4:  Elimination  of 
Faulty  Reference,  130 

Bylaws,  Chapter  I,  Section  7:  Junior  Member- 
ship (Resolutions  57-68  and  57-69  combined 
and  amended),  130 

Bylaws,  Chapter  II,  Section  1(c);  Chapter  IX; 
Chapter  XIII,  Sections  1 and  3:  Represen- 
tation of  District  Branches,  130 

Bylaws,  Chapter  VII,  Section  2:  Succession  of 
President-Elect  to  the  Presidency,  130 

Bylaws,  Chapter  XIV,  Sections  1,  2,  and  3: 
Changing  the  Words  “Retired  Member”  to 
“Life  Member,”  130 

Bylaws,  Chapter  XIV,  Sections  1 and  2: 
Insertion  of  Words  “or  Junior,”  130 
Amendments  Defeated 

Constitution,  Article  IV;  Bylaws,  Chapter  III, 
Section  2 and  Chapter  IV,  Section  3:  To 
Enlarge  Council,  130 

Bylaws,  Chapter  I,  Section  7 : Junior  Member- 
ship (Resolution  57-44),  130 

Bylaws,  Chapter  III,  Section  7:  Selection  of 
American  Medical  Association  Delegates,  130 
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INDEX  TO  MINUTES 


Bylaws,  Chapter  XIV,  Section  5 : Direct 

Payment  of  American  Medical  Association 
Dues,  130 

Amendments  Proposed 

Constitution,  Articles  I,  III,  IV,  VI,  IX,  X and 
XIII;  Bylaws,  Chapters  II,  III,  IV,  V,  VI, 
VII,  VIII,  IX,  X,  XI,  XII,  XIII,  XIV,  XV, 
XVII : Survey  Report,  208 

Constitution,  Article  XI:  Transfer  of  Cayuga 
County  from  Seventh  to  Fifth  District 
Branch,  56,  124,  130 

Bylaws,  Chapter  I,  Section  6:  Life  Members, 
87,  130 

Bylaws,  Chapter  III,  Section  6:  American 

Medical  Association  Delegates,  86 

Bylaws,  Chapter  III,  Section  6:  Vacancies  in 
American  Medical  Association  Delegation, 
114 

Bylaws,  Chapter  IV,  Section  10 : Size  of  Public 
Health  and  Education  Committee,  57,  130 
Amendment  Still  Under  Study  by  the  Planning 
Committee 

Bylaws,  Chapter  II,  Section  1 : Representation 
of  County  Medical  Societies  in  the  House  of 
Delegates  (Resolution  56-6),  144 
Convention:  Reference  Committee  Report,  101 
County  Medical  Society  Meetings:  Attendance,  75, 
166 

Credentials,  1 

Cults:  Supplementary  and  Reference  Committee 
Reports,  19,  200,  205 

Diabetes:  Reference  Committee  Report,  109 
Disability  Determinations 
Bureau:  Use  of  Medicare  Fee  Schedule,  113,  185 
Committee:  Reference  Committee  Report,  112 
District  Branch  Meeting  Dates,  98,  167 
District  Branches:  Reference  Committee  Report, 
164 

Economics:  Reference  Committee  Report,  168 
Elections 

Nominating  Committee  Report,  212 
Nominations  and  Balloting,  213 
Results,  213,  221 
Tellers:  Appointment,  211 
Electrocardiograms:  Fee  for  Interpretation,  82,  198 
Ethics 

Contract  Practice,  65,  196 

Principles  of  Professional  Conduct:  Amendments 

Proposed,  208 

Reference  Committee  Report,  120 

Free  Clinic  Service:  Limitation  to  the  Indigent,  69, 
94 

General  Practice  Award  to  the  Late  Dr.  Oliver  L. 

Austin  Presented  to  Mrs.  Austin,  29 
General  Practice:  Medical  School  Training;  Two- 
Year  Residency  Program,  95 
Geriatrics:  Supplementary  and  Reference  Com- 

mittee Reports,  15,  108 

Group  Health  Insurance,  Inc.:  Question  of  Ap- 
proval, 63,  83,  188 


Hard  of  Hearing  and  the  Deaf:  Reference  Com- 
mittee Report,  110 

Heart  Disease:  Supplementary  and  Reference  Com- 
mittee Reports,  16,  132 
Hospital  and  Professional  Relations 
Contract  Practice,  65,  196 
Electrocardiograms:  Fees,  82,  198 
Supplementary  and  Reference  Committee  Re- 
ports, 21,  195 

Hospital  Association  of  New  York  State,  Agreement 
with:  Conditions;  Joint  Meetings,  195 
Hospital-Physician  Relationships,  Guiding  Prin- 
ciples for:  Approved  Except  for  Paragraph  4,  195 
Hospital  Practice  of  Medicine,  Legality  of,  195 
House  of  Delegates 

Minutes,  1957:  Approval,  4 

New  Members  Introduced,  24 

Resolutions:  Suggested  Method  of  Referring,  100 

Suggestions  for  Delegates,  25 

Time  of  Meeting,  79,  102,  144 

Indigent  Members:  Emergency  Relief,  64,  151 
Industrial  Health 

Citation  to  New  York  University-Bellevue  Medi- 
cal Center,  28 

Establishment  of  County  Committees  Urged,  155 
Standards  for  Preplacement  and  Periodic  Physi- 
cal Examinations,  155 

Supplementary  and  Reference  Committee  Re- 
ports, 22,  155,  160 

Industrial  Health  Centers:  Free  Choice  of  Physi- 
cian, 84,  158 

Industrial  Health  Insurance  Plans:  Fees,  68,  157 
Insurance  Company  Reports:  Fee  to  Physicians, 
47,  77,  176,  184 
Internship 
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Two-Year  Rotating  in  Community  and  Municipal 
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Invocation,  3,  6 

Judicial  Council:  Reference  Committee  Report,  163 

Legal  Counsel:  Reference  Committee  Report,  194 
Legal  Medicine  Session  Changed  to  a Section,  144 
Legislation 

Autopsy  Law:  Creation  of  Commission  to  Study, 
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Motor  Vehicle  Drivers  Licenses:  Liability  for 
Required  Certifications,  192 
School  Health  Examinations,  141 
Workmen’s  Compensation  Law  Amendment: 
Medical  Practice  Committee  Abolition,  88, 
154,  159 
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Legislation  Committee:  Supplementary  and  Ref- 
erence Committee  Reports,  18,  200,  204 
Life  Members  Elected,  34,  35,  53,  217 


Malpractice  Defense:  Arbitration  of  Claims,  41, 
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Indemnity  Plan,  50,  179 
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Requirement,  40,  165 
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Mental  Hygiene 

Committee:  Supplementary  and  Reference  Com- 
mittee Reports,  14,  133 
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Living  Conditions  in  State  Hospitals,  61,  181 
Mortality  Conferences  Recommended,  13,  140 
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National  Anthem,  3 

New  York  University-Bellevue  Medical  Center: 
Industrial  Health  Citation,  28 
North  East  District  Clearing  House,  147 
Nurse  Recruitment  and  Training,  72,  104 
Nursing  Education:  Reference  Committee  Report, 
103 


Office  Administration  and  Policies:  Reference 

Committee  Report,  105 
Operating  Room  Mortality  Study,  74,  123 
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Postgraduate  Education:  Supplementary  and  Ref- 
erence Committee  Reports,  17,  121 
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mittee Reports,  26,  138 
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Report,  27,  139 
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Principles  of  Professional  Conduct,  Chapter  III, 
Article  VI,  Section  3 : Proposed  Amendment,  208 
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Public  Medical  Care:  Reference  Committee  Re- 
port; Fee  Schedule,  76,  168,  183 
Public  and  Professional  Relations  Bureau,  144 
Public  Relations:  Reference  Committee  Report,  96 
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7,8 
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KOAGAMIN 

parenteral  hemostat 

controls  and  prevents  blood  loss 


saving 
blood 


safer 

than 

replacing 


it 


Saves  patients  from  the  necessity  of  transfusion  in  many  cases,1 
by  providing  rapid,  safe*  hemostasis  systemically.  Avoids  trans- 
fusion hazards  (death  1 : 1000  to  1 : 3000,  jaundice  1 : 200).2 

Saves  blood  in  various  types  of  hemorrhage... safely... by  acting 
directly  on  the  last  phases  of  the  clotting  mechanism. 

Saves  time  in  office  and  operating  room  by  stemming  capillary 
and  venous  bleeding  and  preventing  hemorrhage. 

1.  Joseph,  M.:  Control  of  Hemorrhage  - or  Transfusion,  Am.  J.  Surg.  87:905, 
1954.  2.  Crisp,  W.  E.:  Editorial;  One  Pint  of  Blood,  Obst.  & Gynec.  7:216,  1956. 
KOAGAMIN,  an  aqueous  solution  of  oxalic  and  malonic  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

*no  untoward  reaction  — including  thrombosis — ever  reported  in  18  years  of 
clinical  use. 


CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 


Distributed  in  Canada  by  Austin  Lab- 
oratories, Limited,  Guelph,  Ontario 
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For  another  year  the  Publication  Committee 
brings  to  the  membership  the  Minutes  of  the 
House  of  Delegates  at  its  152nd  meeting 
held  at  the  Hotel  Statler,  New  York  City, 
May  12  to  16,  1958,  as  Part  II  of  the  Sep- 
tember 1 issue  of  the  New  York  State 
Journal  of  Medicine. 

Yearly  the  detailed  work  of  transcribing 
the  material,  its  editing,  and  verifying 
commence  immediately  after  the  session. 
This  onerous  task  is  accomplished  during 
the  summer  months  by  the  secretary’s 
office  of  the  Society  in  conjunction  with  the 
editorial  staff  of  the  Journal.  The  sys- 
tematic processing  of  such  a large  volume  of 
material,  in  addition  to  the  ordinary  routine 
business  of  both  staffs,  is  the  result  of  long 
training  and  skill.  Because  of  it  the  Sep- 


tember 1,  Part  II,  issue  of  the  Journal 
brings  to  the  membership  on  time  a complete 
transcript  of  the  proceedings,  accurate  and 
well-indexed,  to  be  added  to  those  volumes 
of  previous  years  that  form  an  invaluable 
historical  record  and  reflect  the  continuing 
policy  of  the  Society. 

As  a matter  of  historical  record,  not  so 
many  years  ago  these  minutes  were  pub- 
lished in  installments  in  the  Journal 
through  many  issues.  As  a result,  it  was 
difficult  to  find  and  subsequently  to  follow 
action  taken  on  the  various  resolutions.  If 
a member,  for  example,  misplaced  or  lost 
an  issue  of  the  Journal  he  might  be  unable 
to  find  a part  of  the  action  taken.  Also,  the 
old  method  complicated  library  indexing. 
Now,  however,  by  publishing  the  entire 
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proceedings  in  a single  issue  with  its  own 
excellent  index,  the  convenience  of  our 
membership  is  better  served. 

As  we  have  said  before:1 

The  membership  is  earnestly  requested  to 
preserve  these  minutes  from  year  to  year. 
If  it  becomes  necessary,  any  member  can  find 
the  origin,  the  action  taken,  and  the  disposition 
of  any  resolution.  Except  by  attending  the 
sessions  of  the  House  of  Delegates,  which  it 
is  the  privilege  of  any  member  to  do,  there  is  no 
other  way  than  by  studying  the  proceedings  by 
which  a member  can  follow  the  fate  of  a 
resolution  introduced  by  his  own  or  another 
county  society. 

It  is  the  hope  of  the  Publication  Committee 
that  the  membership  will  preserve  the  supple- 
ments from  year  to  year  for  handy  reference. 

1 Editorial:  New  York  State  J.  Med.  57:  8 (Sept  1, 
Part  II)  1957. 


Questions  constantly  arise  as  to  the  policy  of 
-the  Society  on  many  topics.  By  consulting  the 
index  in  this  issue  the  answer  may  be  found 
readily  in  the  action  taken  by  the  House  on  the 
particular  topic  under  consideration. 

This  volume  is  the  official  record.  Much 
time  and  effort  have  gone  into  its  preparation 
and  distribution.  Newer  members  of  the 
Society  particularly  will,  it  is  hoped,  study  it 
to  familiarize  themselves  with  the  methods  of 
procedure  and  the  content. 

Eventually,  the  history  of  the  Medical 
Society  of  the  State  of  New  York  will  have 
to  be  brought  up  to  date.  When  this  time 
arrives,  whether  in  twenty-five  or  fifty 
years  from  now,  the  task  of  the  historian 
will,  it  is  hoped,  be  simplified  by  haying  a 
great  deal  of  the  reference  material  in  one 
place,  Part  II  of  the  September  1 issue  of 
the  Journal  of  each  year. 
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Medical  Society  of  the  State  of  New  York 

HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 

May  12  to  14,  1958 


'T'HE  152nd  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  convened  at  the  Hotel  Statler,  New 
York  City,  on  Monday,  May  12,  1958,  at  10:00 
a.m.;  Dr.  Frederick  W.  Williams,  Speaker;  Dr. 
Joseph  A.  Lane,  Vice-Speaker;  Dr.  W.  P.  Anderton, 
Secretary;  Dr.  Ezra  A.  Wolff,  Assistant  Secretary. 

Speaker  Williams:  We  have  a few  innovations. 
Like  all  innovations,  the  place  cards  are  set  and  the 
arrangements  are  such  that  the  delegates  all  turned 
the  cards  around  so  that  I cannot  read  them.  Some 
delegations  are  larger  than  nine.  The  purpose  of 
seating  the  House  is  to  make  it  easier  for  the  presid- 
ing officer.  I can  then  recognize  someone  from 
such-and-such  district,  if  I don’t  happen  to  know 
his  name.  So  I wish  you  would  all  turn  the  cards 
around  so  I can  read  them  in  due  time. 

Mr.  Secretary,  have  you  the  report  of  the  Com- 
mittee on  Credentials? 

Section  1 

Report  of  the  Reference  Committee  on  Creden- 
tials 

Secretary  Anderton:  Dr.  McCarty,  the  chair- 
man of  the  Credentials  Committee,  is  here. 

Dr.  Charles  F.  McCarty,  Kings:  Officers  23, 
Ex-Presidents  1,  District  delegates  6,  Section  dele- 
gates 5,  County  Society  delegates  148. 

Speaker  Williams:  Thank  you,  Dr.  McCarty. 

There  is  a quorum  present,  so  I declare  this 
152nd  Session  of  the  House  now  open  for  the  trans- 
action of  business. 

Is  the  Most  Reverend  John  M.  Fearns  in  the 
room? 

Section  2 

Memorial  Tribute 

Speaker  Williams:  For  the  first  order  of  busi- 
ness, I would  like  to  ask  you  all  to  rise,  and  I shall 
read  the  names  of  the  members  of  the  House  who 
have  passed  on  since  our  last  session.  This  moment 
of  silence  is  in  memory  of  Dr.  Dan  Mellen,  of  Rome, 
who  was  president  for  the  year  1954-1955 ; Dr.  Floyd 
S.  Winslow,  of  Rochester,  who  was  president  in  the 
year  1936-1937;  Dr.  Scott  Lord  Smith,  of  Pough- 


keepsie, who  was  a councillor  for  several  terms;  Dr. 
Clarence  G.  Bandler,  of  New  York,  and  Dr.  Edwin 
A.  Griffin,  of  Kings,  county  delegates,  and  Dr.  Dean 
Makowski,  of  New  York,  a section  delegate. 

Is  the  Most  Reverend  John  M.  Fearns  in  the 
room? 

. . . There  was  no  response . . . 

Section  3 ( See  6) 

Invocation  and  National  Anthem 

Speaker  Williams:  I will  ask  you  all  to  bow 

your  heads,  and  I will  offer  what  I think  is  a prayer. 

Almighty  God,  we  invoke  Thy  blessing  on  this 
assemblage  at  this  time.  Guide  us  in  our  delibera- 
tions and  make  brotherly  love  prevail,  and  every 
effort  be  exerted  for  the  benefit  of  Thy  people,  and 
through  them  in  Thy  glory.  We  ask  it  in  the  name 
of  the  Saviour,  amen. 

Now  we  will  have  the  National  Anthem. 

. . .National  Anthem.  . . 

Section  4 

Approval  of  Minutes  of  1957  Meeting 

Speaker  Williams:  The  agenda  is  definitely  a 
mandate  of  the  House. 

The  first  order  of  business  is  the  approval  of  the 
minutes  of  the  1957  session.  Mr.  Secretary! 

Secretary  Anderton:  I move  that  the  minutes 
of  the  1957  House  of  Delegates  be  approved  as  pub- 
lished in  Part  II  of  the  September  1,  1957,  issue  of 
the  New  York  State  Journal  of  Medicine. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  I second 
that  motion. 

Speaker  Williams:  Are  there  any  corrections, 
additions,  or  omissions? 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Speaker  Williams:  The  minutes  of  the  1957 

session  stand  adopted  as  published. 

Section  5 

Reference  Committees 

Speaker  Williams:  In  regard  to  the  appoint- 

ment of  reference  committees,  the  reference  com- 
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mittees  were  published  but  as  always  there  are  some 
last  minute  changes  due  to  absence  or  illness,  so  that 
the  reference  committees  will  be  as  follows: 

CREDENTIALS 

Charles  F.  McCarty,  Chairman,  Kings 

John  F.  Kelley,  Oneida 

Garra  L.  Lester,  Chautauqua 

E.  Gordon  MacKenzie,  Dutchess 

Earl  C.  Waterbury,  Orange,  Ninth  District  Branch 

PRESIDENT’S  REPORT 

Walter  Scott  Walls,  Chairman,  Erie 
Joseph  J.  Thompson,  Fulton 
Alfred  L.  George,  Genesee 
John  L.  Sengstack,  Suffolk 
William  L.  Wheeler,  Jr.,  New  York 

REPORTS  OF  SECRETARY,  JUDICIAL  COUNCIL, 
DISTRICT  BRANCHES 

C.  Stewart  Wallace,  Chairman,  Tompkins 

Henry  J.  Barrow,  Bronx 

James  T.  Carroll,  Monroe 

Philip  Hust,  Delaware 

John  G.  Masterson,  Kings 

REPORTS  OF  TREASURER,  TRUSTEES,  BUDGET, 
WAR  MEMORIAL 

Philip  M.  Standish,  Chairman,  Ontario 
Bernard  J.  Hartnett,  Cayuga 
John  Edward  Lowry,  Queens 
William  C.  Rausch,  Albany 
Adelaide  Romaine,  New  York 

PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 

E.  Dean  Babbage,  Chairman,  Erie 

Walter  S.  Bennett,  Washington 

Herbert  Berger,  Richmond,  First  District  Branch 

John  N.  Dill,  Westchester 

Irving  Weiner,  Orange 

MALPRACTICE  INSURANCE  AND  DEFENSE 
BOARD,  LEGAL  COUNSEL 

William  B.  Rawls,  Chairman,  New  York 
E.  Kenneth  Horton,  Nassau 
John  D.  Naples,  Erie 
Felix  Ottaviano,  Madison 
Solomon  Schussheim,  Kings 

COUNCIL— PART  I 

CONSTITUTION  AND  BYLAWS  COMMITTEE  OF 
COUNCIL,  QUESTIONS  OF  ETHICS,  POSTGRAD- 
UATE EDUCATION,  CIVIL  DEFENSE  AND  CA- 
TASTROPHE, INHALATION  THERAPY 

Joseph  P.  Alvich,  Chairman,  Bronx 
James  H.  Arseneau,  Wayne 
John  J.  Flynn,  Kings 
John  C.  Kinzly,  Niagara 
Carl  G.  Whitbeck,  Columbia 

COUNCIL— PART  II 

PUBLIC  HEALTH  ACTIVITIES  A— MATERNAL 
AND  CHILD  WELFARE,  SCHOOL  HEALTH, 
ACCIDENT  PREVENTION 

R.  Scott  Howland,  Chairman,  Chemung 

John  R.  Murphy,  New  York 

James  E.  Glavin,  Essex 

Maynard  W.  Gurnsey,  Steuben 

Alfred  J.  Vignec,  New  York,  Section  Delegate 

COUNCIL— PART  III 

PUBLIC  HEALTH  ACTIVITIES  B— RURAL  MED- 
ICAL SERVICE,  GENERAL  PRACTICE 

William  E.  Pelow,  Chairman,  Onondaga 
Alfred  A.  Hartmann,  Franklin 


George  Himler,  New  York 
Frank  Tellefsen,  Richmond 
Donald  C.  Walker,  Schenectady 

COUNCIL— PART  IV 

PUBLIC  HEALTH  ACTIVITIES  C— CANCER, 
BLOOD  BANKS,  HEART  DISEASE,  MENTAL  HY- 
GIENE, FILM  REVIEW 

Morris  Maslon,  Chairman,  Warren 
Alfred  A.  Angrist,  Queens 
Jason  K.  Moyer,  Broome 
Edward  F.  Shea,  Ulster 
Waring  Willis,  Westchester 

COUNCIL— PART  V 

PUBLIC  HEALTH  ACTIVITIES  D— PHYSICAL 
MEDICINE  AND  REHABILITATION,  GERIAT- 
RICS, DIABETES,  CEREBRAL  PALSY,  HARD  OF 
HEARING  AND  THE  DEAF,  ALCOHOL  AND 
NARCOTICS  ADDICTION,  DISABILITY  DE- 
TERMINATIONS 

Alfred  P.  Ingegno,  Chairman,  Kings 

William  L.  Dorr,  Cayuga,  Seventh  District  Branch 

Edwin  G.  Mulbury,  Greene,  Third  District  Branch 

George  F.  Nevin,  Cortland 

Herbert  S.  Ogden,  New  York 

COUNCIL— PART  VI 

HOSPITAL  AND  PROFESSIONAL  RELATIONS, 
DENTAL  HEALTH 

Albert  H.  Douglas,  Chairman,  Queens 
Louis  Berger,  Kings 

William  T.  Boland,  Chemung,  Sixth  District  Branch 
Frank  LaGattuta,  Bronx 
James  A.  Moore,  Albany 

COUNCIL— PART  VII 

ECONOMICS  (MEDICARE),  MEDICAL  CARE 
INSURANCE,  PUBLIC  MEDICAL  CARE,  POS- 
SIBLE APPROVAL  OF  GROUP  HEALTH  INSUR- 
ANCE PLAN 

Kent  W.  Jarvis,  Chairman,  Oswego 
George  A.  Burgin,  Herkimer 
Samuel  B.  Burk,  New  York 
Gilbert  A.  Clark,  Rensselaer 
Aaron  Kottler,  Kings 

COUNCIL— PART  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION, 
AMERICAN  MEDICAL  EDUCATION  FOUNDA- 
TION, WOMAN’S  AUXILIARY,  JOINT  COMMIT- 
TEE WITH  PHARMACEUTICAL  ASSOCIATION 
OF  NEW  YORK  STATE 

John  W.  Latcher,  Chairman,  Otsego 

Frank  J.  Borrelli,  New  York,  Section  Delegate 

Leo  T.  Flood,  Nassau 

George  Gordon  Knight,  Rockland 

George  Sandler,  Bronx 

COUNCIL— PART  IX 

LEGISLATION,  CULTS,  PROPOSED  LICENSURE 
OF  MEDICAL  TECHNICIANS 

Peter  M.  Murray,  Chairman,  New  York 
Robert  S.  Cleaver,  Putnam 
Eugene  F.  Galvin,  Ulster 
William  J.  Michaels,  Jr.,  Onondaga 
Irving  J.  Sands,  Kings 

COUNCIL— PART  X 

WORKMEN’S  COMPENSATION,  INDUSTRIAL 
HEALTH 

Charles  A.  Prudhon,  Chairman,  Jefferson 
Carl  R.  Ackerman,  Bronx 
William  A.  Cooper,  New  York 
Charles  R.  Mathews,  Monroe 
W.  Walter  Street,  Onondaga 
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COUNCIL— PART  XI 

PUBLICATION,  PUBLIC  RELATIONS 

Philip  D.  Allen,  Chairman,  New  York 
John  A.  Kalb,  Broome 
Harry  A.  Mackler,  Kings 
John  H.  Wadsworth,  Schoharie 
Henry  Vinicor,  St.  Lawrence 

COUNCIL— PART  XII 

CONVENTION,  NURSING  EDUCATION,  OFFICE 
ADMINISTRATION  AND  POLICIES,  BELATED 
BILLS 

Reid  R.  Heffner,  Chairman,  Westchester 
James  H.  Ewing,  New  York 
Michael  J.  Crino,  Monroe 
Herbert  A.  Laughlin,  Chautauqua 
Joseph  A.  Wintermantel,  Cattaraugus 

MISCELLANEOUS  BUSINESS 
Irwin  Felsen,  Chairman,  Allegany 
Thomas  M.  d’Angelo,  Queens 
James  I.  Farrell,  Oneida,  Section  Delegate 
Moses  H.  Krakow,  Bronx 
Paul  H.  Sullivan,  Nassau 

I wish  that  each  of  the  men  on  the  reference  com- 
mittees would  make  it  a point  to  be  sure  to  attend 
all  reference  committee  meetings  and  surely  invite 
discussion  and  keep  the  discussion  in  the  reference 
committee  and  help  formulate  the  report. 

The  other  request  that  I have  of  the  men  on  the 
reference  committees  is  to  be  sure  to  cooperate  with 
your  chairman  so  that  when  he  brings  in  his  report 
and  he  has  to  have  it  signed  by  the  men  of  the  refer- 
ence committee  you  will  be  sure  to  be  available  for 
that  signature. 

Gentlemen,  it  gives  me  great  pleasure  to  introduce 
Bishop  John  M.  Fearns.  He  is  here  to  pronounce 
our  official  invocation  and  blessing.  Will  you  rise? 

Section  6 ( See  3) 

Invocation 

Most  Rev.  John  M.  Fearns:  May  I say  before 
invoking  God’s  blessing  on  your  meeting,  that  the 
House  of  Delegates  had  invited  Cardinal  Spellman 
to  be  present  this  morning  but  it  was  impossible  for 
His  Eminence  to  come,  and  he  asked  me  to  represent 
him. 

I wish  to  apologize  for  being  somewhat  late,  but  I 
left  my  house  in  what  I thought  was  more  than 
ample  time  to  arrive  here  before  ten  o’clock;  how- 
ever, you  would  not  believe  it  has  taken  me  some- 
thing like  fifty  minutes  to  get  from  80th  Street  to 
33rd  Street.  That  is  actually  what  happened. 

I wish  to  say  too  that  I am  very  pleased  to  be  with 
you.  You  know  that  we  priests  have  many  occa- 
sions to  work  with  the  members  of  the  medical 
profession,  and  I might  say  just  this  personal  story 
if  you  will  permit  me:  I was  speaking  to  a young 
man  recently,  and  I said  when  I was  his  age,  about 
nineteen,  that  if  things  had  so  occurred  that  I could 
not  be  a priest  I would  not  then  have  thought  of 
being  a physician,  but  now  if  by  some  trick  of  time 
or  fate  I found  myself  at  that  point  in  life  where  I 
had  to  choose  I feel  quite  sure  that  I would  ask  God 
to  give  me  the  blessing  of  the  priesthood  though  if  it 
turned  out  that  that  were  impossible  what  I would 
choose  in  place  of  that  would  be  the  medical  profes- 


sion. That  is  how  close  we  priests  feel  to  doctors 
and  that  is  how  we  admire  the  work  that  they  do. 
We  feel  that  it  is  a part  of  the  work  of  the  Divine 
Physician. 

In  the  name  of  the  Father,  the  Son,  and  the  Holy 
Ghost,  amen ! O God,  our  Creator,  we  implore  Thy 
blessings  and  Thy  guidance  in  all  our  deliberations, 
studies,  and  work.  We  pray  Thee  that  we  shall  al- 
ways be  conscious  of  our  dependence  on  Thee,  and 
motivated  by  a deep  respect  for  Thy  law,  those  ob- 
ligations and  relationships  which  Thou  hast  made  a 
part  of  all  things  that  Thou  hast  created. 

Give  to  hand  and  heart  and  mind  gentle  firmness 
and  strength,  skill,  and  kindness.  Help  us  to  see  in 
every  human  being  the  soul  whose  end  and  purpose 
is  its  God  and  to  perceive  Thy  hand  in  the  marvels 
that  unfold  before  us. 

Now  I shall  ask  you  all  to  join  with  me  in  the 
recitation  of  The  Lord’s  Prayer:  Our  Father,  Who 
art  in  heaven,  hallowed  by  Thy  name,  Thy  kingdom 
come,  Thy  will  be  done  on  earth  as  it  is  in  heaven. 
Give  us  this  day  our  daily  bread,  and  forgive  us  our 
trespasses  as  we  forgive  those  who  trespass  against 
us,  and  lead  us  not  into  temptation  but  deliver  us 
from  all  evil,  amen. 

In  the  name  of  the  Father,  the  Son,  and  the  Holy 
Ghost,  amen! 

Speaker  Williams:  Thank  you  very  much, 

Bishop ! 

Announcement:  You  all  realize  that  it  is  a fixture 
in  our  House  that  Miss  Lewis,  who  sits  back  at  the 
portable  partition  in  the  back  of  the  House,  is  here 
to  edit  all  resolutions.  If  a man  wants  to  introduce 
a resolution  she  will  have  it  prepared  in  sufficient 
copies,  so  it  will  be  mimeographed,  distributed,  and 
then  be  presented. 

I wish  you  now  would  give  your  attention  to  the 
secretary,  Dr.  Anderton. 

Section  7 

Reference  of  Reports  and  Supplementary  Re- 
ports 

Secretary  Anderton  : Mr.  Speaker,  I move  that 
the  reports  and  supplementary  reports  of  officers, 
Council,  Trustees,  Legal  Counsel,  and  district 
branches  that  have  been  published  and  distributed 
to  the  members  of  the  House  be  referred  to  appro- 
priate reference  committees  without  reading. 

Dr.  Joseph  A.  Lane,  Vice-Speaker:  I second  that 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  8 ( See  16) 

Correction  in  a Reference 

Speaker  Williams:  The  Subcommittee  on 

Heart  Disease  should  be  listed  under  Part  IV  of 
Public  Health  Activities  C instead  of  under  Part  II. 
I wish  that  the  chairman  of  the  reference  committee 
that  has  to  do  with  the  report  of  the  Council,  Part 
IV,  will  take  note,  and  be  sure  that  the  report  of  the 
Subcommittee  on  Heart  Disease  is  covered  by  his 
reference  committee.  It  is  a supplementary  report, 
of  course. 
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Section  9 ( See  189)  Report  58- A 

Supplementary  Report  of  the  Malpractice  In- 
surance and  Defense  Board 

To  the  House  of  Delegates , Gentlemen: 

In  its  annual  report,  the  Board  stated  that  there 
would  be  some  reduction  in  premium  rates  for  the 
coming  year.  This  decrease  amounts  to  about  7.5 
per  cent  on  an  over-all  basis,  plus  a $5.00  decrease 
in  the  contingent  loss  factor.  While  this  decrease 
has  been  applied  primarily  on  the  basis  of  loss  ex- 
perience, the  net  result  will  be  some  reduction  for 
every  group  except  radiology.  Based  upon  the  re- 
port of  the  Society’s  actuaries,  the  Board  recom- 
mends approval  of  the  following  rates  for  standard 
($5,000/115,000)  limits  to  become  effective  for  all 


new  and  renewal  certificates  issued  on 
September  1,  1958: 

Metro- 

and  after 

Class 

politan 

Suburban 

Upstate 

1 

$216 

$164 

$114 

2 

170 

130 

90 

3 

145 

110 

75 

4 

92 

75 

50 

5 

75 

57 

42 

6 

60 

50 

35 

C.L.F. 

10 

8 

5 

Specialty  Surcharges  (All  Territories): 

Superficial  x-ray  therapy  $25 

Deep  x-ray  therapy  30 

Cosmetic  plastic  surgery  40 

Electroshock  therapy  60 

It  will  be  noted  that,  in  an  effort  to  secure  a more 
equitable  distribution  of  premium  costs,  two  addi- 
tional premium  classes  have  been  added.  On  the 
basis  of  the  loss  data  accumulated  thus  far,  a few 
changes  in  the  previous  allocation  of  specialties  to 
premium  classes  have  been  made.  The  Board  rec- 
ommends approval  of  the  following  assignment  of 
specialty  groups  for  the  coming  year: 

Premium  Class  1 
Anesthesiology 
General  surgery 
Neurosurgery 
Obstetrics  and  gynecology 
Orthopedic  surgery 
Otolaryngology 

Plastic  and  reconstructive  surgery 
Urology  (including  major  surgery) 

Vascular  surgery 
Premium  Class  2 

General  practice  and  major  surgery  or  anesthe- 
siology 

Ophthalmology  (including  major  surgery) 
Proctology 
Premium  Class  3 

General  practice,  including  limited  major  sur- 
gery and/or  anesthesiology 
Premium  Class  4 

General  practice,  including  surgery  limited  to 
minor  procedures 

Dermatology  (including  scalpel  excisions  and 
scar  removal  by  abrasive  methods) 


ENT,  limited  to  ininor  surgery 
Industrial  medicine,  including  surgery  limited 
to  minor  procedures 

Ophthalmology,  including  surgery  limited  to 
minor  procedures 
Radiology 

Urology,  office  practice  only 

Premium  Class  5 

General  practice,  excluding  surgery 
Dermatology,  excluding  surgery 
Industrial  medicine,  excluding  surgery 
Internal  medicine  (including  cardiology,  gas- 
troenterology, allergy,  TB  and  lung  diseases, 
and  endocrinology) 

Ophthalmology,  if  no  surgery  is  performed 
Pathology  and/or  hematology 
Pediatrics 

Premium  Class  6 

Physical  medicine,  rehabilitation,  preventive 
medicine,  public  health 
Psychiatry  and/or  neurology 

The  Board  is  glad  to  report  that  the  study  of  our 
master  policy,  referred  to  in  its  basic  report,  has  been 
completed.  Our  insurance  carrier  has  been  most  co- 
operative and  helpful  in  revising  the  wording  of  our 
policy  contract.  The  Board  recommends  adoption 
of  the  following  changes  for  the  reasons  noted  below: 

1.  Insuring  Clause. — The  present  clause  provides 
coverage  for  damages  because  of  injury  “arising  out 
of  malpractice  error  or  mistake  in  rendering  or  fail- 
ing to  render  professional  services.”  The  recom- 
mended wording  refers  to  injury  resulting  from  ren- 
dering or  failing  to  render  professional  services.  The 
Board  believes  that  the  proposed  wording  is  more 
applicable  to  the  varied  risks  that  a member  is  apt 
to  encounter  in  carrying  out  his  professional  duties. 
At  the  same  time,  it  avoids  the  disadvantages  of 
specifying  the  various  acts  that  are  covered,  which 
would  create  an  inference  that  no  coverage  is  pro- 
vided for  an  act  not  specifically  listed. 

2.  Exclusion  relating  to  acts  of  others. — The  pres- 
ent exclusion  provides  that  an  insured  member  is 
protected  on  account  of  the  acts  of  a partner,  em- 
ployed doctor,  or  locum  tenens  only  if  such  persons 
are  themselves  individually  insured  under  the  Group 
Plan.  The  Board  feels  that  this  requirement  is  de- 
sirable and  that  it  should  be  retained  insofar  as  part- 
ners and  employed  physicians  are  concerned.  The 
Board  realizes,  however,  that  it  is  difficult  to  obtain, 
often  on  short  notice,  a doctor  who  is  insured  under 
the  Group  Plan  to  cover  the  practice  of  an  insured 
during  his  temporary  absence,  such  as  during  a 
vacation.  In  the  latter  case,  the  Board  recommends 
that  the  requirement  of  insurance  for  the  substitute 
doctor  be  modified  to  the  extent  that  he  carry  insur- 
ance that  will  protect  him  while  acting  in  this 
capacity  but  that  this  insurance  need  not  be  under 
the  Group  Plan  of  the  State  Society. 

3.  Exclusion  relating  to  administrative  acts. — 
The  purpose  of  this  exclusion  was  to  distinguish  be- 
tween coverage  afforded  under  a hospital  profes- 
sional liability  policy  and  individual  malpractice 
coverage.  Recent  court  decisions  have,  in  effect, 
nullified  the  previous  distinction  between  adminis- 
trative and  medical  acts  of  hospital  personnel  and 
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reference  to  “administrative  duties”  has  therefore 
been  omitted. 

4.  Exclusion  relating  to  criminal  acts,  etc. — In 
this  exclusion,  “narcotics”  has  been  substituted  for 
“drugs”  and  provision  has  been  made  for  defending 
civil  suits  containing  allegations  of  criminal  acts  or 
acting  under  the  influence  of  intoxicants  or  narcotics. 
Defense  would  not  be  provided,  however,  if  a civil 
action  were  based  upon  the  same  act  for  which  the 
defendant  had  already  been  convicted  in  a criminal 
prosecution. 

5.  Exclusion  relating  to  guaranteeing  the  result  of 
any  treatment. — This  exclusion  has  been  reworded 
to  provide  for  defense  only. 

While,  through  agreement  with  our  carrier,  pres- 
ent practice  is  to  afford  defense  in  actions  that  al- 
lege acts  for  which  no  indemnity  would  be  paid 
should  the  allegations  be  proved,  it  will  be  reassur- 
ing to  our  members  to  have  this  stated  in  the  policy 
contract. 

6.  Exclusion  relating  to  ghost  surgery.- — This  ex- 
clusion has  been  omitted  because  it  involves  pri- 
marily a question  of  medical  ethics,  which  should 
not  depend  for  enforcement  upon  the  terms  of  an 
insuring  agreement.  The  Board  will,  of  course, 
continue  to  consider  ghost  surgery  as  an  adequate 
reason  for  ordering  the  discontinuance  of  insurance. 

During  the  past  year,  the  Board  attempted  to  im- 
prove our  loss  experience  by  refusing  insurance  to 
members  who  represent  an  abnormal  hazard  to  the 
Group  Plan  as  a whole.  In  some  cases,  the  deci- 
sions were  reluctantly  arrived  at,  but  the  Board  feels 
that  as  long  as  the  percentage  of  insured  members 
remains  at  its  present  level,  a greater  rather  than  a 
lesser  degree  of  selectivity  must  be  excercised. 

While  the  reduced  rates  for  most  insured  mem- 
bers during  the  coming  year  will  be  welcome,  we  feel 
that  there  are  many  other  considerations  of  impor- 
tance to  the  success  of  our  professional  liability  in- 
surance program.  Among  these  are  effective  claim 
prevention  measures,  the  efficient  handling  of  suits 
and  claims,  the  proper  distribution  of  loss  costs,  and 
the  highest  quality  of  insurance  protection,  which 
requires  a continuing  analysis  of  policy  provisions 
in  view  of  changing  conditions.  In  the  belief  that 
our  members  cannot  afford  less  than  the  best  pro- 
tection, the  Board  will  continue  to  give  all  of  these 
factors  careful  attention. 

Respectfully  submitted, 

Thomas  M.  d’Angelo,  M.D.,  Chairman 

Section  10  ( See  162)  Report  58-B 

Supplementary  Report  of  the  Secretary 

To  the  House  of  Delegates,  Gentlemen : 

This  is  to  correct  a clerical  error  in  the  list  of  honor 
counties  (all  of  whose  members  1957  dues  were  re- 
ceived by  the  State  Society  in  1957).  The  list 
should  have  included  Broome  County. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Section  11  ( See  106 ) Report  58-C 
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Supplementary  to  Report  of  the  Council , Part 
XII , Miscellaneous — Belated  Bills 

To  the  House  of  Delegates,  Gentlemen: 

On  April  10,  1958,  a voucher  was  received  from 
Dr.  W.  H.  Willis,  Utica,  covering  expenses  incurred 
as  a member  of  the  Subcommittee  on  Heart  Disease 
of  the  Public  Health  and  Education  Committee, 
for  attending  a meeting  in  New  York  City  on  De- 
cember 20,  1957.  The  expenses  totaled  $33.17. 

This  bill  is  submitted  to  the  House  of  Delegates 
because  it  was  received  more  than  ninety  days  after 
the  expenses  were  incurred. 

Respectfully  submitted, 
W.  P.  Anderton,  M.D.,  Secretary 

Section  12  ( See  142)  Report  58-D 

Supplementary  to  Report  of  the  Council , Part 
//,  Public  Health  Activities  A — Accident  Pre- 
vention 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Accident  Prevention  has  the 
following  membership: 

S.  Bernard  Wortis,  M.D.,  Chairman.  New  York 


Arthur  S.  Abramson,  M.D Bronx 

Conrad  Berens,  M.D New  York 

Harold  Brandaleone,  M.D New  York 

Edmund  P.  Fowler,  Sr.,  M.D New  York 

Richard  H.  Freyberg,  M.D New  York 

Milton  Helpern,  M.D New  York 

Walter  D.  Ludlum,  M.D New  York 

John  Maclver,  M.D New  York 

Norman  S.  Plummer,  M.D New  York 

John  H.  Powers,  M.D Otsego 


The  subcommittee  as  a whole  has  not  met  during 
the  year,  but  a subgroup,  composed  of  Dr.  Wortis, 
Dr.  Brandaleone,  and  two  ophthalmologists,  Dr. 
Conrad  Berens  (on  the  parent  committee)  and  Dr. 
Arthur  Gerard  DeVoe,  met  on  January  23,  1958, 
to  review  certain  recommendations  which  had  been 
made  to  the  Commissioner  of  Motor  Vehicles,  Mr. 
Joseph  P.  Kelly,  as  a result  of  a meeting  in  April, 
1957.  Doubts  as  to  their  practicability  had  been 
expressed  by  Dr.  William  Haddon,  director  of  the 
New  York  State  Driver  Research  and  Testing  Cen- 
ter. 

At  the  meeting  it  was  agreed  that  as  information 
becomes  available,  through  research,  as  to  the  cor- 
relation of  visual  defects  with  accidents,  the  exam- 
ination of  applicants  for  operators’  licenses  can  be 
patterned  accordingly,  but  the  immediate  problem 
is  that  many  persons  who  are  now  turned  down  are 
capable  of  safe  driving,  while  many  who  are  passed 
are  not  fitted  to  drive.  The  tremendous  accident 
rate  demands  prompt  measures,  even  though  they 
may  be  revised  at  a later  date. 

The  immediate  problem  is  to  set  up  examining 
procedures  and  to  determine  the  role  of  the  private 
physician  therein.  Dr.  Haddon  emphasized  that 
present  methods  of  examining  visual  acuity  and 
form  fields  are  most  inadequate  with  respect  to  the 
condition  of  the  chart,  the  accuracy  of  the  distance 
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measured  off,  the  weather  conditions,  etc.,  under 
which  the  testing  is  done. 

A revised  set  of  recommendations  was  approved 
by  the  Council  at  its  April  10,  1958,  meeting  and 
was  forwarded  to  the  Commissioner  of  Motor  Ve- 
hicles. 

The  recommendation  by  the  1957  House  of  Dele- 
gates that  steps  be  taken  “to  instruct  all  physicians 
in  this  State  regarding  the  effects  of  ataraxic,  hy- 
potensive, and  other  drugs  on  motor  vehicle  drivers, 
as  possible  contributory  elements  in  the  causation  of 
accidents”  is  under  consideration  by  this  subcom- 
mittee along  with  other  accident  prevention  meas- 
ures. 

Section  13  ( See  140)  Report  58-E 

Supplementary  to  Report  of  the  Council,  Part 
II,  Public  Health  Activities  A — Maternal  and 
Child  Welfare 

To  the  House  of  Delegates , Gentlemen: 

As  indicated  in  the  preliminary  report  of  this 
committee,  a meeting  was  held  on  February  13, 
1958. 

Dr.  Gordon  reported  the  results  thus  far  of  the 
maternal  mortality  study  being  conducted  through- 
out the  State  with  the  aid  of  the  Health  Department 
and  the  Regional  Chairmen  in  Obstetrics.  He  con- 
sidered the  case  reports  very  good  and  highly  stimu- 
lating. After  considerable  discussion  as  to  how 
best  to  share  the  information  with  the  profession  it 
was  decided  to  compile  a statistical  report  amplified 
by  a brief  exposition  of  a case  or  two  and  offering 
advice  of  various  types. 

Because  it  appeared  impossible  to  procure  accu- 
rate statistics  or  even  up-to-date  ones,  it  was  agreed 
to  discontinue  the  study  of  perinatal  mortality 
associated  with  cesarean  section  being  conducted  in 
Regions  4,  8,  and  10. 

Throughout  the  detailed  discussion  of  the  two 
studies  it  was  evident  that  the  primary  problem 
was  education  of  the  doctor.  In  a good  many 
counties  a maternal  and  child  welfare  committee 
does  not  exist.  It  was  agreed  to  attempt  to  stimu- 
late the  adoption  in  other  medical  school  areas  of  a 
program  similar  to  the  one  in  Syracuse  which  Dr. 
Hughes  described.  Here  the  county  medical  so- 
ciety conducts  a workshop  type  of  mortality  confer- 
ence three  times  a year,  which  is  attended  by  health 
officers,  public  health  nurses,  and  hospital  adminis- 
trators, as  well  as  physicians.  Also,  one  person  has 
been  appointed  by  the  committee  there  to  follow 
through  on  every  obstetric  case  in  the  city.  He 
canvasses  every  hospital  each  week,  examining  the 
records  of  all  female  deaths  and  recording  the  data 
on  a modified  punch  card.  It  was  pointed  out  also 
that  local  health  departments  and  health  officers 
require  education  as  to  what  is  needed  by  the  local 
committee  so  that  they  can  determine  which  deaths 
would  be  of  interest. 

Since  the  meeting  the  chairman  has  compiled  the 
statistics  from  the  maternal  death  survey  and  has 
distributed  them  to  the  committee  and  to  the 
Regional  Chairmen  in  Obstetrics.  At  the  same  time 
he  requested  a brief  report  regarding  any  regional 


or  county  activities  in  maternal  or  child  welfare,  as 
well  as  suggestions  or  criticisms. 

Dr.  Anne  Drislane,  acting  director  of  the  Bureau 
of  Maternal  and  Child  Health  of  the  State  Depart- 
ment of  Health,  attended  the  meeting  of  the  com- 
mittee. The  chairman  has  been  in  communication 
with  her  continuously  relative  to  statistics  and  data 
which  she  can  supply  for  the  work  of  the  committee. 
Because  the  Regional  Chairman  in  Obstetrics  for 
Region  8 has  expressed  the  desire  to  continue  the 
perinatal  death  study  there,  the  chairman  of  the 
committee,  since  the  meeting,  has  requested  further 
statistics  from  Dr.  Drislane  on  cesarean  sections  per- 
formed and  the  total  perinatal  mortality  associated 
with  them  in  that  region. 

Section  14  ( See  138 ) Report  58-F 

Supplementary  to  Report  of  the  Council,  Part 
IV,  Public  Health  Activities  C— Mental  Hygiene 

To  the  House  of  Delegates , Gentlemen: 

A meeting  of  the  Subcommittee  on  Mental  Hy- 
giene was  held  on  April  9,  1958.  The  topics  dis- 
cussed included  stimulation  of  general  hospitals  to 
provide  facilities  for  psychiatric  patients,  encourage- 
ment of  a better  type  of  physician  to  staff  State 
hospitals,  increased  efforts  to  educate  the  profession 
as  well  as  lay  groups,  the  size  of  mental  hospitals, 
the  Medical  Practice  Act  in  relation  to  the  problem 
of  psychologists  practicing  psychiatry,  and  Blue 
Cross  coverage  for  psychiatric  illness. 

There  was  extensive  discussion  of  all  these  sub- 
jects, with  the  following  conclusions: 

1.  Legislation. — (A)  The  subcommittee  agreed 
that  a higher  ceiling  is  needed  on  State  reimburse- 
ment than  now  provided  in  the  Community  Health 
Services  Act  (50  per  cent)  for  the  care  of  psychiatric 
cases.  Senator  Metcalf  has  proposed  a bill  (Sen. 
Int.,3357)  which  is  particularly  important  to  the 
large  cities,  as  they  overreach  their  present  quotas. 
Additional  reimbursement  is  already  available  if  the 
patient  goes  into  a psychiatric  unit  of  a general 
hospital. 

(B)  Because  of  the  lack  of  hospital  facilities  for 
psychiatric  patients  in  smaller  communities  it  is 
desirable  to  have  psychiatric  units  in  the  general  hos- 
pitals. The  subcommittee  recommended  that  the 
problem  be  called  to  the  attention  of  the  Department 
of  Mental  Hygiene  and  that  communities  which  seek 
to  expand  psychiatric  services  in  their  general  hos- 
pitals be  supported  to  the  extent  of  being  enabled 
to  function  on  an  adequate  monetary  basis. 

(C)  It  was  agreed  that  the  committee  would  work 
with  the  Council  Committee  on  Legislation  to  draw 
up  a bill  to  limit  the  activities  of  psychologists,  this 
rather  than  attempt  to  amend  the  Medical  Practice 
Act.  In  its  present  form  the  latter  is  a good  weapon 
against  cults  and  should  not  be  watered  down  by 
amendments. 

2.  Lack  of  properly  trained  and  licensed  physicians 
in  State  mental  hospitals — because  of  inadequate  pay 
and  inferior  living  accommodations.  (This  applies 
also  to  nurses  and  attendants,  it  was  brought  out.) 
The  subcommittee  went  on  record  as  deploring  the 
fact  that  the  State  of  New  York  is  rapidly  falling 
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behind  in  the  ratio  of  doctors  to  psychiatric  patients 
(from  among  the  first  to  thirty-sixth)  and  recom- 
mended that  definite  action  be  taken  by  the  proper 
authorities  (Departments  of  Mental  Hygiene, 
Health,  Social  Welfare  and  Correction)  to  elevate 
the  quality  of  the  care  of  the  mentally  ill  by  increas- 
ing the  salary  scale  of  physicians  in  order  to  recruit 
first-class  medical  personnel. 

It  was  emphasized  that  the  salary  problem  does 
not  rest  with  the  Legislature  but  with  the  Civil 
Service  authorities.  To  date  the  professional  man’s 
worth  has  been  classed  at  the  same  level  as  the  clerk’s 
and  other  nonprofessional  employe’s. 

3.  For  purposes  of  more  effective  influence  on 
legislation  and  better  supervision  of  psychiatric 
services  and  facilities  in  general,  the  subcommittee 
recommended  that  a liaison  arrangement  be  worked 
out  between  the  Subcommittee  on  Mental  Health 
and  the  New  York  district  branches  of  the  Ameri- 
can Psychiatric  Association;  also  that  the  speaker 
of  the  area  organization  of  the  Association  be  in- 
vited to  meet  with  the  committee  at  least  once  a 
year. 

4.  It  was  brought  out  in  the  discussion  of  Blue 
Cross  coverage  for  psychiatric  illness  that  before  a 
formal  appeal  can  be  made  for  this  a definition  of 
“psychiatric  illness”  will  have  to  be  worked  out, 
also  a determination  of  time  required  for  diagnosis. 

This  is  a good  area  in  which  the  Medical  Society 
and  the  district  branch  of  the  American  Psychiatric 
Association  can  collaborate. 

Section  15  ( See  108)  Report  58-G 

Supplementary  to  Report  of  the  Council , Part 
V , Public  Health  Activities  D — Geriatrics 

To  the  House  of  Delegates,  Gentlemen : 

On  February  24,  1958,  Dr.  Frederic  D.  Zeman 
resigned  as  chairman  of  the  Subcommittee  on  Geri- 
atrics; Dr.  Joseph  J.  Witt  has  been  appointed  to  fill 
the  unexpired  term.  The  committee  wishes  to  ex- 
press its  appreciation  of  Dr.  Zeman’s  splendid  service 
to  the  committee  and  to  the  Medical  Society  of  the 
State  of  New  York. 

Since  the  preliminary  annual  report  of  the  sub- 
committee, there  has  been  one  meeting,  on  February 
20,  1958.  Dr.  Witt  reported  that  replies  from  the 
county  medical  societies  indicated  that  the  choice  of 
topic  for  the  next  joint  educational  project  with 
the  State  Department  of  Health  was  “Health  Main- 
tenance and  Disease  Prevention  in  Old  Age.”  After 
discussion  of  a letter  from  Dr.  Frank  Reynolds  of 
the  State  Health  Department,  who  was  unable  to  be 
present,  it  was  agreed  to  take  the  following  steps: 

1.  Announcement  of  the  program  in  the  New 
York  State  Journal  of  Medicine. 

2.  Letter  to  each  county  medical  society  sug- 
gesting that  a special  scientific  program  be  devoted 
to  the  subject  of  periodic  physical  examinations  and 
health  counseling.  At  the  same  time  remind  the 
counties  of  the  speakers  service  available  through 
the  Council  Committee  on  Public  Health  and  Edu- 
cation and  include  a suggested  list. 

3.  Request  the  medical  schools  to  conduct  a 
program  on  “Health  Maintenance  and  Disease 


Prevention  in  Old  Age.” 

4.  Request  a special  section  in  an  issue  of  the 
New  York  State  Journal  of  Medicine  to  include 
articles  by  authorities  on  the  subject  in  its  various 
aspects. 

It  was  hoped  that  the  subject  could  be  included 
for  discussion  at  the  State  Health  Department’s 
Annual  Health  Conference  in  June,  1959,  as  sug- 
gested by  Dr.  Reynolds. 

There  was  discussion  of  problems  entailed  in  pro- 
moting annual  health  examinations  among  the  aging 
population.  It  was  suggested  that  a certain  age 
group  be  specified;  the  years  between  fifty  and 
sixty  seemed  the  most  significant. 

In  this  connection  programs  in  Oneida  and  Kings 
Counties  were  described,  and  it  was  decided  to  try  to 
promote  this  type  of  examination  in  other  counties, 
whereby  physical  examinations  are  given  to  physi- 
cians in  a selected  location  by  a corps  of  doctors. 
Laboratory  workups  and  x-rays  are  procured  before- 
hand. The  reports  of  the  examining  doctors  are 
sent  to  the  physician  who  has  been  examined. 

The  chairman  recounted  the  difficulty  which  had 
arisen  relative  to  the  Ad  Hoc  Committee  to  Study 
the  Possible  Transfer  of  Certification  of  Nursing 
Homes  from  the  New  York  State  Department  of 
Social  Welfare  to  the  Department  of  Health.  The 
president  of  the  State  Society  was  present  and  re- 
ported that  at  the  February  20  meeting  of  the  Ad 
Hoc  Committee  he  and  the  chairman  of  the  Council 
Committee  on  Public  Health  and  Education  had 
aired  the  complaint  of  the  Medical  Society  that  the 
Joint  Legislative  Committee  on  Problems  of  the 
Aging  intended  to  use  the  Ad  Hoc  Committee’s 
findings  for  political  purposes  and  might  implicate 
the  Medical  Society.  Although  Mr.  Albert  Abrams, 
director  of  the  Legislative  Committee,  denied  any 
such  intentions,  Dr.  Givan  stated  he  would  with- 
draw the  Medical  Society’s  appointees  from  the  Ad 
Hoc  Committee.  This  was  done  and  at  the  March 
13  meeting  of  the  Council  the  three  physicians  were 
designated  to  form  an  ad  hoc  committee  of  the  Coun- 
cil. 

It  was  agreed  by  the  subcommittee  that  Dr. 
Norman  S.  Moore  be  asked  to  urge  the  ad  hoc  com- 
mittee to  follow  through  on  the  information  already 
gathered  from  the  county  medical  societies  on  nurs- 
ing home  conditions  in  their  localities. 

Section  16  ( See  8,  132)  Report  58-H 

Supplementary  to  Report  of  the  Council , Part 
IV , Public  Health  Activities  C — Heart  Disease 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  meeting  on  December  20,  1957,  of  this 
subcommittee,  a letter  has  been  sent  by  President 
Givan  to  presidents  and  secretaries  of  all  county 
medical  societies  urging  the  adoption  of  either  of  two 
methods  of  making  penicillin  available  for  rheumatic 
fever  prevention  at  lower  cost  than  the  usual  com- 
mercial rates  for  those  persons  for  whom  the  cost  is 
a deterrent  to  proper  medication. 

The  Commerce  and  Industry  Association  has  re- 
quested assistance  from  the  committee  in  drawing 
up  a proper  legal  definition  of  an  accident  where 
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heart  disease  is  involved.  The  Ad  Hoc  Committee 
authorized  at  the  December  meeting  is  working  on 
this,  as  well  as  a resolution  urging  the  Workmen’s 
Compensation  Board  to  interpret  the  “second  in- 
jury” clause  more  adequately  in  an  effort  to  aid  in 
the  placement  of  cardiacs  in  industry.  The  Ad 
Hoc  Committee  is  also  studying  the  feasibility  of 
setting  up  a rating  system  of  the  impaired  individual 
for  group  health  and  life  insurance  plans. 

Section  17  ( See  121 ) Report  58-1 

Supplementary  to  Report  of  the  Council,  Part 
I,  Postgraduate  Education 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  Council  Committee  on  Public 
Health  and  Education  was  held  with  representatives 
of  the  medical  schools  of  the  State  and  of  the  New 
Y ork  State  Department  of  Health,  together  with  the 
chairman  of  the  Subcommittee  on  General  Practice 
and  the  president  of  the  New  York  State  Chapter 
of  the  Academy  of  General  Practice  on  February  28, 
1958.  There  was  no  representation  from  the  New 
York  University  College  of  Medicine  or  the  Uni- 
versity of  Buffalo  School  of  Medicine;  other  schools 
were  represented  as  follows:  Frank  M.  Woolsey, 

M.D.,  Assistant  Dean,  Albany  Medical  College; 
Willard  C.  Rappleye,  M.D.,  Dean,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons;  John 
E.  Deitrick,  M.D.,  Dean,  Cornell  University  Medical 
College;  Ralph  E.  Snyder,  M.D.,  Dean,  New  York 
Medical  College;  Leonard  Fenninger,  M.D.,  As- 
sistant Dean,  University  of  Rochester  School  of 
Medicine  and  Dentistry;  Duncan  W.  Clark,  M.D., 
Chairman  of  Department  of  Environmental  Medi- 
cine and  Community  Health,  State  University  of 
New  York  Downstate  Medical  Center;  Harry  A. 
Feldman,  M.D.  Professor  of  Preventive  Medicine, 
State  University  of  New  York  Upstate  Medical 
Center,  and  Marcus  D.  Kogel,  M.D.,  Dean,  Albert 
Einstein  College  of  Medicine,  Yeshiva  University. 

Orientation  of  medical  students  in  public  health 
and  preventive  medicine  was  the  principal  topic  of 
discussion.  Dr.  Hilleboe  stated  that  public  health 
is  not  a subject  that  should  be  brought  in  at  the  end 
of  a lecture  or  a ward  round  or  that  could  be  taught 
by  a physician  untrained  in  public  health  in  one  of 
his  routine  lectures  in  the  curriculum.  It  was 
stated  by  certain  of  the  deans  that  there  is  definite 
resistance  on  the  part  of  students  to  public  health 
teaching  because  they  are  little  interested  in  admin- 
istration, although  practical  subjects  like  industrial 
hygiene  appeal  to  them. 

Dr.  Hilleboe  also  asked  for  consideration  of  the 
possibility  of  having  epidemiologists  and  other  pub- 
lic health  physicians  work  with  the  clinicians  on 
joint  studies  of  the  natural  history  of  disease,  par- 
ticularly in  the  field  of  chronic  illness. 

There  was  discussion  of  the  resolution  submitted 
to  the  Council  Committee  on  Public  Health  and 
Education  by  the  New  York  State  Chapter  of  the 
Academy  of  General  Practice,  urging  “teaching 
programs  that  provide  students  with  experience  in 
general  practice ...”  The  medical  school  repre- 
sentatives insisted  that  the  student  is  trained 


to  be  a “family  physician,”  being  given  a well- 
rounded  background  in  fundamentals  which  prepare 
him  in  “methods  of  studying  people”  rather  than  in 
technics.  At  least  85  per  cent  of  internships  are  now 
rotating  ones,  they  said,  and  give  ample  experience 
in  all  phases  of  medical  practice. 

Your  chairman  sought  the  opinion  of  those  pres- 
ent with  regard  to  revamping  the  committee’s  post- 
graduate education  program,  suggesting  that  em- 
phasis be  placed  on  the  workshop  type  of  presenta- 
tion, with  members  of  medical  school  faculties  sum- 
ming up  cases  and  checking  on  diagnoses.  He  felt 
that  it  would  be  helpful  to  divide  the  State  into 
regions  coinciding  with  the  medical  school  areas, 
so  that  the  junior  members  of  the  staffs  could  travel 
into  neighboring  rural  districts.  Objection  was 
raised  by  some  of  the  medical  school  men  on  the 
basis  that  it  had  been  found  that  this  type  of  pro- 
gram was  not  popular  because  it  tended  to  “show 
up’  ’ the  local  doctors. 

Upon  the  request  of  Dr.  Herbert  Berger,  chairman 
of  the  Subcommittee  on  Addiction  to  Alcohol  and 
Narcotics,  the  nlatter  of  adequate  teaching  on  these 
subjects  in  the  medical  schools  was  brought  up.  It 
was  the  consensus  that  a fair  amount  of  such  instruc- 
tion is  being  carried  on  at  the  moment,  but  the  deans 
indicated  they  would  be  amenable  to  any  reasonable 
suggestions. 

It  was  pointed  out  that  the  Medical  Film  Review 
Subcommittee  was  concerned  over  the  fact  that  the 
medical  schools  seldom  use  the  films  available 
through  the  library  maintained  by  the  State  Health 
Department,  all  of  which  are  approved  by  speciahy 
panels  of  the  subcommittee.  It  was  agreed  to 
hold  a conference,  as  suggested  by  the  chairman  of 
the  subcommittee,  of  medical  school  representa- 
tives with  the  committee,  where  present  methods  of 
using  films  could  be  demonstrated  and  the  com- 
mittee could  obtain  a better  idea  of  the  sort  of  film 
desired  by  the  schools. 

Section  18  ( See  20 If)  Report  58-K 

Supplementary  to  Report  of  the  Council,  Part 
IX,  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  report  was  written  and  submitted  on 
January  28  in  order  that  it  might  appear  in  the  April 
1 issue  of  the  Journal.  Following  the  compilation 
of  that  “progress  report,”  we  went  ahead  with  the 
legislation  program  in  accordance  with  our  plans. 

The  chairman  of  the  committee  visited  Albany  on 
several  occasions  and  kept  in  close  touch  with  the 
executive  officer  and  his  counsels  at  all  times,  usu- 
ally by  telephone.  A fair  number  of  legislators 
in  both  houses,  including  the  leaders,  were  seen  or 
contacted  and  briefed  as  to  our  legislation  proposals 
and  recommendations. 

The  following  hills  sponsored  by  the  Medical  So- 
ciety were  introduced: 

1.  Blood  alcohol  test  hill  ( S . Int.  3191,  Pr.  3496, 
Shultz,  Senate  Motor  Vehicle  Committee;  A.  Int. 
3439,  Pr.  3598,  Volker,  Assembly  Ways  and  Means 
Committee),  “b.  No  physician  shall  be  sued  or 
held  liable  for  any  act  done  or  omitted  in  the  course 
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of  withdrawing  blood  at  the  request  of  a police  of- 
ficer pursuant  to  this  section,  c.  Any  person  who 
may  have  a cause  of  action  arising  from  the  with- 
drawal of  blood  as  aforesaid,  for  which  no  personal 
liability  exists  under  paragraph  b of  this  subdivision, 
may  maintain  such  action  against  the  state  if  the 
physician  acted  at  the  request  of  a police  officer 
employed  by  the  state,  or  against  the  appropriate 
political  subdivision  of  the  state  if  the  physician 
acted  at  the  request  of  a police  officer  employed  by  a 
political  subdivision  of  the  state.  No  action  shall  be 
maintained  pursuant  to  this  paragraph  unless  notice 
of  claim  is  duly  filed  or  served  in  compliance  with 
law.  d.  Notwithstanding  the  foregoing  provision 
of  this  subdivision,  an  action  may  be  maintained  by 
the  state  or  a political  subdivision  thereof  against 
a physician  for  whose  act  or  omission  the  state  or 
the  political  subdivision  has  been  held  liable  under 
i this  subdivision,  to  recover  damages,  not  exceeding 
the  amount  awarded  to  the  claimant,  that  may  have 
been  sustained  by  the  state  or  political  subdivision 
by  reason  of  gross  negligence  or  bad  faith  on  the  part 
of  such  physician.’ ’ 

2.  Injunction  Bill.  (S.  Int.  2668 , Pr.  2844, 
Williamson,  Senate  Public  Education  Committee; 
A.  Int.  8433,  Pr.  3592,  Shoeneck,  Assembly  Judiciary 
Committee).  “The  attorney-general  may  maintain 
an  action  upon  his  own  information  or  upon  the 
complaint  of  any  person  against  any  person,  part- 
nership, corporation  or  association,  and  any  em- 
ployee, agent,  director  or  officer  thereof,  who  shall 
violate  any  of  the  provisions  of  this  article.  In  such 
action  the  final  judgment  in  favor  of  the  plaintiff 
may  perpetually  restrain  the  defendant  or  defend- 
ants from  the  commission  or  continuance  of  the  acts 
complained  of.  A temporary  injunction  to  restrain 
the  commission  or  continuance  of  the  acts  com- 
plained of  may  be  granted  upon  proof,  by  affidavit, 
that  the  defendant  has  or  defendants  have  violated 

* any  of  the  provisions  of  this  article.  In  any  such 
proceeding  it  shall  be  unnecessary  to  allege  or  prove 
that  an  adequate  remedy  at  law  does  not  exist  or 
that  irreparable  damage  would  result  if  such  order 
I were  not  granted.  The  plaintiff  in  such  action  shall 
I be  entitled  to  an  examination  before  trial  of  the  de- 
j fendant  or  defendants  and  of  witnesses  as  to  testi- 
mony that  is  material  and  necessary  in  such  action. 
The  action  aforesaid  shall  be  in  addition  to  any  other 
remedies  provided  in  this  article.” 

3.  Fees  for  physicians  attending  disability  benefits 
) hearings  ( S . Int.  1431,  Pr.  1461,  Hatfield,  Senate 

Labor  and  Industry  Committee;  A.  Int.  1943,  Pr. 
1966,  Ostrander,  Assembly  Labor  and  Industries 
I Committee).  “Whenever  his  attendance  at  a hear- 
i ing  before  the  board  or  its  referees  is  required,  the 
i attending  physician  of  the  disabled  employee,  except 
! such  physicians  as  are  disqualified  from  testifying 
pursuant  to  subdivision  1 of  section  13-b,  or  section 

I I1  19-a  of  this  chapter,  shall  be  entitled  to  receive  a 

fee  from  the  carrier  or  the  fund  established  under 
section  214,  in  an  amount  as  directed  and  fixed  by 
the  board,  or  its  referees,  and  such  fee  shall  be  in 
addition  to  any  fee  payable  under  subdivision  1 of 
this  section.” 

4.  Group  life  insurance  for  members  of  profes- 
sional associations  ( S . Int.  1051,  Pr.  1054,  Condon, 


Senate  Insurance  Committee;  A.  Int.  1385,  Pr.  1386, 
Stephens,  Assembly  Insurance  Committee).  “To 
permit  life  insurance  company  to  issue  policy  to 
organized  association  of  persons  in  particular  calling 
or  profession  in  which  membership  shall  not  be  less 
than  50  persons  and  which  has  been  organized  for 
not  less  than  2 years  prior  to  issuance  for  purpose 
other  than  to  effect  group  life  insurance  on  its  mem- 
bers, with  not  less  than  75  per  cent  of  eligible  mem- 
bers to  be  insured  except  that  association  with  more 
than  200  may  not  insure  less  than  150  members  plus 
at  least  60  per  cent  in  excess  of  200.” 

5.  Limiting  internships  of  persons  not  qualified 
to  take  state  medical  licensing  examination  to  two 
years  (S.  Int.  2948,  Pr.  3170,  Milmoe,  Senate  Public 
Education  Committee;  A.  Int.  3280,  Pr.  3417,  Con- 
way, Assembly  Public  Education  Committee).  To 
limit  internship  to  two  years  except  where  intern  is 
qualified  to  take  the  licensing  examination  and  has 
a temporary  certificate  of  the  type  required  of  resi- 
dent physicians.  The  purpose  of  this  bill  was  to 
eliminate  perennial  internships  by  persons  who  do 
not  have  the  qualifications  to  take  the  State  licens- 
ing examinations. 

6.  Requiring  an  admitting  physician  to  be  licensed 
( S . Int.  2801,  Pr.  3001,  Hatfield,  Senate  Public  Edu- 
cation Committee;  A.  Int.  3069,  Pr.  3176,  Noonan, 
Assembly  Public  Education  Committee).  That  only 
a duly  licensed  physician  may  act  as  a hospital  ad- 
mitting physician  in  charge  of  the  disposition  of  per- 
sons appearing  for  evaluation  at  a hospital  admitting 
unit  or  facility.  This  bill  was  designed  to  eliminate 
the  practice  of  placing  unqualified  persons  in  charge 
of  admissions. 

7.  Autopsy  Bill  (S.  Int.  3099,  Pr.  3379,  Bush, 
Senate  Public  Health  Committee;  A.  Int.  3717  Pr. 
3940,  Strong,  Assembly  Public  Health  Committee). 
The  same  as  the  one  introduced  a year  ago.  Its 
purpose  was  to  eliminate  the  necessity  of  seeking 
permission  for  an  autopsy  from  all  next  of  kin  where 
one  next  of  kin  gives  consent  on  behalf  of  all  of  the 
next  of  kin. 

This  bill  had  the  support  of  the  Hospital  Associa- 
tion of  New  York  State  and  the  Greater  New  York 
Hospital  Association. 

A bill  to  create  a commission  to  study  the  problem 
of  laws  governing  the  dead  human  body  and  autop- 
sies did  not  materialize.  We  learned  from  certain 
legislative  leaders  that  the  trend  in  Albany  was  to 
reduce,  to  a minimum,  the  number  of  commissions 
and  joint  legislative  committees.  For  this  reason, 
we  were  advised  not  to  press  the  establishment  of  a 
commission.  (The  Council  had  agreed  previously 
that  the  advice  of  such  legislative  leaders  should  be 
obtained  before  we  proceeded  with  this  proposal.) 

8.  Reduce  number  of  routine  school  medical  ex- 
aminations (S.  Int.  2877,  Pr.  3087,  McEwen,  Senate 
Public  Education  Committee;  A.  Int.  3469,  Pr.  3628, 
Hanks,  Assembly  Public  Education  Committee). 
Under  Article  19  of  the  Education  Law  (which  does 
not  apply  to  New  York  City,  Buffalo,  and  Roches- 
ter) each  school  child  must  be  examined  by  a physi- 
cian annually.  If  the  child  does  not  present  a cer- 
tificate as  to  having  had  the  examination,  a school 
physician  performs  the  examination.  Most  health 
authorities  feel  that  in  attempting  too  much  with 


Part  II — September  1,  1958 


17 


HOUSE  OF  DELEGATES 


limited  funds,  the  annual  examination  requirement 
falls  short  of  its  objectives  and  that  it  would  be  bet- 
ter to  have  less  frequent  but  better  examinations. 
The  above  bills  provided  for  an  examination  on  first 
admission  to  school  and  thereafter  at  the  fourth, 
seventh,  and  tenth  grades. 

We  supported  the  following  bills,  introduced  at  the 
request  of  other  persons  or  agencies: 

1.  Continuation  of  New  York  City  office  space 
rental  control  ( S . Int.  32,  Pr.  32,  Zaretski;  A.  Int. 
155,  Pr.  155,  Rossetti).  To  continue  to  July  1, 
1959,  emergency  business  space  rent  control  in  New 
York  City. 

2.  Aiding  or  abetting  unlicensed  practice  of  medi- 
cine (S.  Int.  954,  Pr.  948,  McGahan;  A.  Int.  IO4O, 
Pr.  1040,  Brady).  This  Education  Department 
sponsored  bill  provided:  “Any  person,  firm,  or  cor- 
poration who  shall  employ,  hire,  procure  or  induce 
one  who  is  not  duly  licensed  and  registered  to  practice 
medicine  except  when  such  employment  is  author- 
ized by  section  6512  of  this  article,  or  shall  aid  and 
abet  one  not  so  licensed  and  registered  in  such  prac- 
tice shall  be  guilty  of  a misdemeanor.’  ’ 

3.  S.  Int.  1074,  Pr.  1077,  Wise;  A.  Int.  1293, 
Pr.  1293,  K.  Wilson.  “To  provide  that  examination 
for  license  to  practice  medicine  shall  consist  of  such 
subjects  as  education  commissioner  on  recommenda- 
tion of  examining  board  and  with  approval  of 
regents,  shall  by  regulation  prescribe,  with  board  to 
submit  to  department  lists  of  suitable  questions  for 
thorough  examination.”  Sponsored  by  State  Edu- 
cation Department. 

4.  S.  Int.  2165,  Pr.  2274,  Hatfield;  A.  Int.  3013, 
Pr.  3120,  Ostrander.  “To  require  employer  to  pro- 
vide injured  employee  entitled  to  workmen’s  com- 
pensation, such  medically  directed  rehabilitative 
treatment  and  services  as  will  render  fit  for  remu- 
nerative occupation  and  to  require  workmen’s  com- 
pensation board  chairman  to  designate  physicians 
to  serve  alone  or  in  panels  for  diagnosis,  or  question 
concerning  medical  code.”  Sponsored  by  Com- 
merce and  Industry  Association  of  New  York. 

5.  A.  Int.  179,  Pr.  179,  Brook.  “To  include  ad- 
vertising by  television,  telephone  directories  and 
glaring  or  flickering  signs,  in  restrictions  warranting 
revocation  of  registration  for  practice  by  physi- 
cians, osteopaths  and  physiotherapists;  extends  pro- 
visions to  include  soliciting  for  such  purposes.” 
Sponsored  by  Medical  Society  of  County  of  West- 
chester. 

The  following  bills  were  actively  opposed  by  us: 

1.  Chiropractic  bills: 

A.  ( S . Int.  583,  Pr.  583,  Peterson;  A.  Int.  954,  Pr. 
954,  Butler).  “To  provide  for  licensing  and  exami- 
nation of  applicants  for  practice  of  chiropractic,  with 
regents  to  appoint  state  board  of  examiners  con- 
sisting of  8 members  to  prepare  and  grade  examina- 
tions, to  hear  charges  of  violations  and  conduct 
hearings;  appropriates  $30,000.” 

B.  ( S . Int.  1805,  Pr.  1896,  McCullough;  A.  Int. 
2404,  Pr.  2463,  Lerner).  “To  exempt  from  jury 
duty  chiropractors  having  patients  requiring  daily 
professional  attention.” 

2.  Optometry  bills.  The  optometrists  launched  a 
real  offensive  with  a view  toward  achieving  greater 


status  for  themselves  and  gaining  a greater  monop- 
oly for  themselves  in  the  field  of  eye  care.  They 
have  been  particularly  successful  at  the  adminis- 
trative level  within  the  Education  Department 
where  an  optometrist  (and  a podiatrist)  have  been 
included  within  the  school  health  advisory  council. 

Their  program  consisted  of: 

A.  A number  of  injunction  bills  (A.  Int.  958,  Pr. 
958,  Curto;  A.  Int.  959,  Pr.  959,  Curto;  S.  Int.  1375, 
Pr.  147.5,  Brydges;  A.  Int.  2206,  Pr.  2252,  Curto). 

S.  Int.  1375  and  A.  Int.  2206.  “To  permit  attor- 
ney general  to  bring  action  in  supreme  court  for 
violations  of  practice  of  optometry,  to  enjoin  or 
restrain  commission  or  continuance  thereof  and  to 
give  supreme  court  jurisdiction  to  grant  temporary 
relief  or  restraining  order,  and  to  permit  New  York 
State  optometric  association  to  bring  action  if  at- 
torney general  refuses  after  written  requests.” 

A.  Int.  958.  “To  authorize  attorney  general  to 
bring  action  to  restrain  unlawful  practice  of  op- 
tometry or  for  violation  of  any  provisions  relative 
thereto  which  proceeding  shall  be  in  addition  to 
criminal  prosecution  or  proceedings  and  to  permit 
such  action  to  be  brought  by  New  York  State  opto- 
metric association  after  attorney  general  has  failed 
or  refused  to  act  within  21  days  after  written  re- 
quest.” 

A.  Int.  959.  “To  permit  attorney  general  to  ap- 
ply to  supreme  court  in  judicial  district  in  which 
violation  of  provisions  relating  to  optometry  has 
occurred,  for  injunctive  relief  and  to  permit  New 
York  State  optometric  association  to  apply  to 
supreme  court  or  justice  thereof  for  like  relief  upon 
proof  that  written  request  was  duly  made  upon  at- 
torney general  who  failed  or  refused  to  act.” 

B.  A bill  to  require  the  inclusion  of  optometrists 
in  medical  expense  indemnity  plans  such  as  the  Blue 
Shield  Plans  ( S . Int.  1663,  Pr.  1378,  Condon;  A. 
Int..  2229,  Pr.  2275,  Horan).  “To  provide  that 
medical  expense  indemnity  furnished  by  certain 
membership  corporations,  shall  include  reimburse- 
ment for  optometric  care  provided  through  duly 
licensed  optometrists.” 

Dr.  Louis  H.  Bauer  was  in  touch  with  us  and 
asked  that  we  vigorously  oppose  this  proposal. 

C.  A bill  which  subtly  attempted  to  expand  the 
functions  of  optometrists  within  the  school  health 
program  (A.  Int.  1429,  Pr.  1431,  3540,  LaFauci). 
“Any  such  board  or  trustee  (of  a school  district — • 
parenthesis  ours)  may  employ  an  optometrist, 
ophthalmologist,  duly  licensed  physician  or  oculist 
to  make  eye  tests  including  the  test  commonly 
known  to  such  practitioner  as  the  ‘Snellen  Eye 
Test,’  of  the  pupils  attending  such  school,  who  shall 
assist  the  medical  inspector  of  the  district.  The 
examination  as  provided  herein  shall  also  include  a 
visual  examination,  consisting  of  minimum  distance 
visual  acuity,  near  visual  acuity  and  binocular  co- 
ordination tests  at  distance  and  near.”  (The  pro- 
posed new  language  is  underlined.) 

The  New  York  State  Ophthalmological  Society. 
Inc.  had  this  to  say  about  the  bill:  “This  bill 

should  be  rejected  since  it  is  the  province  of  the 
school  physician  to  determine  what  type  of  eye  test 
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should  be  required.  This  is  a transparent  attempt 
by  the  optometrists  to  have  a test  required  by  law 
which  they  might  be  hired  and  possibly  qualified 
to  perform.’  ’ 

3.  Separate  physiotherapy  grievance  committee. 
(S.  Int.  2709 , Pr.  2910 , Brydges;  A.  Int.  3273,  Pr. 
3410,  M.  Wilson).  A certain  group  of  physiother- 
apists would  like  to  break  away  from  medical  super- 
vision and  control,  and  this  bill  represented  one 
step  toward  the  accomplishment  of  such  an  objec- 
tive. “To  establish  committee  on  physiotherapy 
grievances  of  8 members  to  be  appointed  by  regents, 
with  jurisdiction  to  hear  charges  against  any  physio- 
therapist for  violations  and  to  make  determination 
with  education  department  to  have  power  to  revoke 
licenses  or  suspend  from  practice.” 

4.  Decreasing  medical  expense  indemnity  and 
hospital  service  corporation  reserves.  ( S . Int.  2412 , 
Pr.  2547 ’,  Sorin;  A.  Int.  2845,  Pr.  2928,  Russo). 
The  bills  had  for  their  purpose  the  reducing  of  the 
contingent  surplus  funds  of  such  corporations  from 
25  to  15  per  cent  of  net  premium  income  of  the 
calendar  year,  a figure  which  Blue  Shield  plans  be- 
lieve to  be  inadequate.  Since  participating  physi- 
cians would  be  compelled  to  accept  prorated  fees 
should  a plan  become  insolvent,  a reduction  of  sur- 
plus renders  the  position  of  participating  physicians 
less  secure. 

Dr.  Louis  H.  Bauer  called  your  chairman  and  re- 
quested that  we  fight  against  the  passage  of  this 
type  of  legislation. 

The  county  medical  society  legislation  chairmen 
throughout  the  State  were  alerted  to  the  dangers  of 
this  bill.  They  were  asked  to  send  their  protests  to 
William  F.  Condon,  chairman  of  the  Senate  Com- 
mittee on  Insurance,  and  to  Julius  Volker,  chairman 
of  the  Assembly  Committee  on  Insurance. 

The  Governor  came  out  in  support  of  these  bills, 
and  he  also  recommended  that  a study  of  the  opera- 
tions and  organizations  of  such  plans  be  conducted. 

5.  Participation  of  lay  laboratories  in  medical  ex- 
pense indemnity  plans.  ( A . Int.  3508,  Pr.  3667, 
Turshen).  The  lay-operated  laboratories  attempted 
to  follow  in  the  footsteps  of  the  dentists  and  podia- 
trists in  that  they  sought,  through  legislation,  to 
compel  Blue  Shield  plans  to  make  indemnity  pay- 
ments to  them:  “To  make  it  mandatory  instead  of 
permissive  that  medical  expense  indemnity  to  be 
furnished  by  membership  corporations  or  consum- 
ers’ cooperative  stock  corporation,  consist  of  reim- 
bursement for  bioanalytical  or  clinical  laboratory 
examinations  and  reports  made  to  physician,  osteo- 
path, dentist  or  podiatrist.” 

6.  Bioanalyst  licensing.  ( A . Int.  1605,  Pr.  1612, 
Mintz).  “To  establish  in  education  department 
state  board  of  bioanalytical  examiners,  to  provide 
for  regulating  practice  of  bioanalysis  and  super- 
vision of  laboratories,  to  fix  qualifications  and  fees 
and  to  specify  offenses  for  which  license  may  be 
revoked.” 

7.  Hearings  on  Sanitary  Code  Changes.  ( S . Int. 
796,  Pr.  796,  Van  Lare;  A.  Int.  1036,  Pr.  1036, 
Waters).  “To  require  public  health  council  to  hold 
public  hearing  before  any  sanitary  regulation  is  es- 
tablished, amended  or  repealed,  with  notices  to  be 


published  in  newspaper  not  less  than  10  days  prior 
thereto.” 

The  bill  was  strongly  opposed  by  our  State  Com- 
missioner of  Health.  There  was  no  doubt  that  it 
would  interfere  with  prompt  adoption  of  emergency 
sanitary  measures  and  would,  in  general,  frustrate 
and  impede  the  rule-making  functions  of  the  Public 
Health  Council  and  the  Department  of  Health. 

8.  Rehabilitation  clinics  for  injured  employes. 
( A . Int.  2832,  Pr.  2915,  Podell).  To  authorize  the 
Chairman  of  the  Workman’s  Compensation  Board 
to  “contract  for  the  acquisition,  erection,  proper 
maintenance  and  staffing  of  rehabilitation  clinics  to 
provide  employees  with  proper  medical  care  and 
facilities.”  Such  legislation  would  move  the  State 
government  that  much  farther  into  the  practice  of 
medicine. 

9.  Repeal  of  Metcalf-Hatch  Act.  ( S . Int.  1016, 
Pr.  1019,  Mackell;  A.  Int.  1191,  Pr.  1191,  Mc- 
Donnell, A.  Int.  2460,  Pr.  2520,  Horan).  The  law 
now  “authorizes  state  health  commissioner  and  N. 
Y.  City  commissioner  to  requisition  unclaimed  ani- 
mals and  to  allocate  them  to  institutions  and  labo- 
ratories for  scientific  tests.” 

10.  S.  Int.  Ill,  Pr.  Ill,  Marro:  A.  Int.  68,  Pr. 
68,  Weiser.  “To  create  in  executive  department, 
division  of  medical  care  to  develop  and  promote 
comprehensive  program  and  to  recommend  medical 
prepayment  plan  through  insurance  for  employees 
and  self-employed  with  use  of  public  funds  for  medi- 
cal and  hospital  care  for  indigent  person.” 

11.  Proprietary  Medicine  bills.  (S.  Int.  3038,  Pr. 
3279,  Peterson;  A.  Int.  2496,  Pr.  2556,  Drumm;  S. 
Int.  3037,  Pr.  3278,  Peterson;  A.  Int.  2497,  Pr. 
2557,  Drumm;  S.  Int.  3039,  Pr.  3280,  Peterson; 
A.  Int.  2498,  Pr.  2558,  Drumm). 

S.  Int.  3038.  “To  include  aspirin  and  milk  of 
magnesia  in  list  of  poisons  which  do  not  need  to  be 
labeled  as  poisons  but  are  subject  to  regulation  by 
state  board  of  pharmacy.” 

S.  Int.  3037.  “To  provide  that  regulation  of 
pharmacy  and  practice  thereof  shall  not  apply  to 
sale  of  proprietary  medicines  except  those  which  are 
poisonous,  deleterious  or  habit-forming  when  used 
in  dosage,  or  with  frequency  or  duration  recom- 
mended on  label,  and  to  define  proprietary  medicines 
to  include  packaged  preparations  which  meet  re- 
quirements of  federal  food  and  drug  act  and  are 
sold  under  authority  of  manufacturer  or  primary 
distributor  directly  to  general  public  under  trade 
name.” 

S.  Int.  3039.  “To  provide  for  issuance  by  state 
board  of  pharmacy  of  storekeeper’s  registration  cer- 
tificate for  off-premises  sales  when  principal  busi- 
ness is  sale  of  food  or  merchandise  for  personal  use 
or  consumption,  or  for  such  other  places  of  business 
as  may  be  approved,  subject  to  certain  qualifica- 
tions and  limited  to  sale  of  proprietary  medicines 
including  packaged  drugs,  medicines  and  medical 
preparations  meeting  requirements  of  federal  food 
and  drug  act;  appropriates  $25,000.” 

The  181st  regular  annual  session  of  the  Legisla- 
ture ended  on  the  evening  of  March  26.  The  final 
gavel  fell  in  the  Senate  at  9:31  p.m.  and  in  the  As- 
sembly at  10 : 18  p.m.  It  will  be  remembered  that 
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the  session  began  on  January  8. 

While  more  bills  were  introduced  this  year  than 
ever  before,  8,157,  as  compared  with  7,888  in  1957, 
the  number  passed — 1,303 — was  slightly  below  the 
1,355  of  a year  ago. 

To  give  you  some  idea  of  what  type  of  a session 
this  was,  we  would  like  to  quote  part  of  an  editorial 
which  appeared  in  the  New  York  Times  on  Saturday, 
March  29 : 

More  Orderly  at  Albany 

Because  of  various  reforms  either  instituted  or 
pressed  with  greater  vigor,  the  number  of  bills  passed 
within  the  last  ten  days  of  the  session  this  year  was 
reduced.  In  the  last  ten  years  the  Governor  has 
never  had  so  few  bills  to  dispose  of  in  the  thirty-day 
bill-signing  period  as  Governor  Harriman  now  has 
before  him.  There  are  853  bills  on  his  desk  as  com- 
pared with  1,117  last  year. 

Although  the  Legislature  on  the  closing  day  sat 
into  the  late  evening,  long  debate  on  one  or  two  bills 
prolonged  the  session,  rather  than  congestion  of  many 
bills.  A leading  Democratic  aide  who  is  a veteran  ob- 
server of  several  decades  at  Albany  describes  the 
closing  as  the  most  orderly  the  Legislature  ever  had. 

Work  was  better  spaced  through  the  session  for 
two  major  reasons:  Because  of  the  leaders’  appeals, 
from  both  parties,  hundreds  of  bills  had  been  pre- 
filed, could  be  printed  and  ready  for  committees  be- 
fore the  session  convened  in  January;  furthermore 
the  limitation  put  on  the  number  of  bills  that  a mem- 
ber could  file  in  the  last  two  weeks  before  Feb.  22, 
the  closing  date  for  individual  filings  this  year, 
averted  the  unmanageable  crush  that  usually  came 
in  mid-February  which  swamped  the  printer  and 
stalled  the  legislative  process.  Still  further  improve- 
ments on  these  reforms  are  contemplated  for  1959. 

There  is  still  plenty  of  room  for  improvement  of 
legislative  procedure  in  various  respects.  The 
promised  schedule  of  full  working  days  early  in  the 
session  was  not  met.  Announced  afternoon  sessions 
sometimes  did  not  materialize.  Once  again  too  much 
was  left  for  the  last  two  weeks,  the  penalty  paid  for 
doing  too  little  in  early  weeks.  But  the  legislature 
proved  that  it  can  do  better  if  it  tries  and  if  a little 
discipline  is  imposed  from  on  top. 

The  results  of  the  1958  Legislature,  as  far  as  our 
legislative  proposals  were  concerned,  showed  con- 
siderable improvement  over  those  of  last  year. 

Following  is  a brief  summary  of  the  final  outcome 
of  our  legislative  program: 

Bills  sponsored  by  the  Medical  Society: 

1.  Blood  alcohol  test  bill.  ( S . Int.  3191,  Pr.  3496, 
Shultz;  A.  Int.  3439,  Pr.  3598,  Volker).  There  was 
strong  opposition  to  this  bill  in  the  Assembly.  It 
was  originally  killed  in  committee  in  that  body  but 
was  revived  and  passed  on  the  last  day  of  the  ses- 
sion. We  had  the  active  support  of  certain  key 
legislators. 

It  was  signed  by  the  Governor. 

2.  Fees  for  physicians  attending  disability  bene- 
fits hearings.  ( S . Int.  1421,  Pr.  1461,  Hatfield;  A. 
Int.  1942,  Pr.  1966,  Ostrander).  This  bill  was  passed 
and  was  approved  by  Governor  Harriman. 

3.  Limiting  internships  of  persons  not  qualified 
to  take  state  medical  licensing  examination  to  two 
years.  ( S . Int.  2948,  Pr.  3170,  Milmoe;  A.  Int. 
3280,  Pr.  3417,  Conway).  This  bill  was  reported 


from  committee  and  advanced  to  third  reading  in 
the  Senate  on  the  assumption  that  it  was  endorsed 
by  the  State  Education  Department.  Although  it 
was  originally  supported  by  Mr.  Robert  C.  Killough, 
Jr.,  Assistant  Commissioner  (we  decided  to  have  the 
bill  introduced  because  of  his  “blessing”),  the  final 
stand  of  the  Education  Department  was  against  it. 

We  also  learned  that  the  Hospital  Association  was 
prepared  to  strongly  oppose  the  bill  if  it  ever  came 
up  for  a vote. 

4.  Group  life  insurance  for  members  of  professional 
associations.  ( S . Int.  1051,  Pr.  1054,  Condon;  A. 
Int.  1385,  Pr.  1386,  Stephens).  This  bill  reached 
third  reading  in  the  Assembly  but  eventually  “died.” 
Our  efforts  to  have  it  passed  were  effectively  offset 
by  the  opposition  of  certain  groups  of  the  Medical 
Society.  It  would  appear  to  us  that  the  members 
of  our  Society  should  agree  among  themselves  as  to 
the  desirability  of  this  type  of  bill  before  it  is  rein- 
troduced. 

We  were  informed  that  all  bills  concerned  with 
this  subject,  including  a bill  sponsored  by  Governor 
Harriman,  were  not  approved.  Evidently,  the  legis- 
lative leaders  intend  to  make  a special  study  of  the 
entire  problem. 

5.  Reduce  number  of  routine  school  medical  ex- 
aminations. ( S . Int.  2877,  Pr.  3087,  McEwen;  A. 
Int.  3469,  Pr.  3628,  Hanks).  This  bill  was  killed  in 
committee.  Although  it  was  supported  by  the  De- 
partment of  Health,  the  Education  Department  was 
opposed  to  it.  Even  at  the  beginning  of  the  session, 
we  had  very  little  hope  of  its  passing.  However, 
we  felt  that  we  should  start  sponsoring  this  type  of 
legislation,  with  the  idea  that,  at  some  time  in  the 
future,  we  may  be  able  to  reconcile  the  conflicting 
viewpoint  of  the  State  Education  Department  and 
our  own  thinking  in  this  matter. 

6.  Requiring  an  admitting  physician  to  be  licensed. 
{S.  Int.  2801,  Pr.  3001,  Hatfield;  A.  Int.  3069,  Pr. 
3176,  Noonan).  This  bill  was  defeated.  We  ex- 
pected that  the  Hospital  Association  and  individual 
hospitals  would  actively  be  opposed  to  it  and  they 
were. 

There  was  a widespread  belief  among  legislators, 
and  some  doctors,  that  this  new  procedure  would  be 
impracticable,  especially  when  applied  to  small 
hospitals  throughout  the  State.  Further  study  and 
possible  revision  appear  to  be  in  order. 

The  statement  was  made  by  the  Greater  New 
York  Hospital  Association  and  the  Hospital  Asso- 
ciation of  New  York  State — one  with  which  we  do 
not  agree — that,  if  this  bill  were  passed,  hospitals 
would  be  unable  to  assign  interns  to  receive  training 
in  the  emergency  room  and  that  the  education  of 
prospective  physicians  would  be  impeded  and  valu- 
able training  eliminated. 

7.  Injunction  Bill.  (S.  Int.  2668,  Pr.  2844,  Wil- 
liamson; A.  Int.  3433,  Pr.  3592,  Schoeneck).  When 
we  started  preparing  our  legislative  program,  there 
was  some  who  felt  that  this  bill  might  be  favorably 
considered.  However,  as  the  legislative  session 
progressed,  it  was  soon  made  clear  to  us  that  there 
was  very  little  hope  for  this  legislation.  It  was 
viewed  in  many  quarters  as  primarily  a measure  to 
combat  chiropractic. 
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Much  to  our  surprise,  opposition  to  the  bill  was 
expressed  by  hospitals.  It  was  the  contention  of  the 
Hospital  Association  of  New  York  State  that  “the 
effect  of  such  authorization  placed  in  the  hands  of 
the  Attorney  General  would  permit  him  to  obtain 
an  injunction  against  a legally  incorporated  hospital 
which  would  completely  disrupt  its  functions  in  the 
care  of  the  sick.  For  the  purpose  of  an  injunction 
it  would  be  sufficient  for  the  Attorney  General  to 
take  action  ‘upon  the  complaint  of  any  person.’ 
The  safeguards  necessary  for  a hearing  or  evidence 
are  lacking  in  this  bill.  The  action  by  the  At- 
torney General  could  be  taken  upon  the  flimsiest  of 
complaints.” 

8.  Autopsy  Bill.  ( S . Int.  8099,  Pr.  3379,  Bush; 
A.  Int.  3717,  Pr.  3940,  Strong).  Every  member  of 
the  Assembly  Public  Health  Committee,  except  the 
chairman,  voted  to  kill  this  bill  in  committee.  Al- 
most everyone  remembered  the  religious  and  emo- 
tional crisis  that  was  created  when  it  came  up  for  a 
vote  in  past  years. 

It  is  generally  agreed  that  a bill  of  this  type  will 
not  pass. 

The  plan  of  having  a commission  appointed  is  still 
a good  one.  We  have  the  assurance  of  several  lead- 
ers in  the  Legislature  that  this  idea  will  be  given 
serious  consideration  next  year. 

A recapitulation  shows  that  of  the  eight  bills 
sponsored  by  our  Society  two  were  passed.  We 
should  take  into  consideration  that:  (1)  three  bills 
(injunction  bill,  autopsy  bill,  and  bill  to  reduce  num- 
ber of  routine  school  medical  examinations)  from 
the  very  start  had  little  chance  of  passing  and  (2) 
three  others  (group  life  insurance  for  members  of 
professional  associations,  limiting  the  internship  to 
two  years,  and  requiring  admitting  physicians  to  be 
licensed)  were  highly  controversial  and  strongly  op- 
posed by  other  interested  groups. 

The  Zaretski-Rossetti  bill  ( S . Int.  32,  Pr.  32;  A. 
Int.  165,  Pr.  155) — relating  to  New  York  City  busi- 
ness space  rent  control — did  not  progress. 

However,  S.  Int.  3678,  Rules  Committee;  A.  Int. 
4282,  Rules  Committee,  passed.  This  bill  “amends 
Chapter  314  of  1945,  to  continue  to  July  1,  1959, 
emergency  rent  control  of  business  space  in  N.  Y. 
City  and  to  change  provisions  relating  to  preference 
for  tenants  in  rental  of  additional  space  in  same 
building  and  rights  of  landlord  and  tenant  to  enter 
into  lease  for  at  least  2 year  term.” 

The  following  bills  sponsored  by  other  groups,  and 
supported  by  us  (described  above)  were  killed  in 
committee: 

1.  Aiding  or  abetting  unlicensed  practice  of  medi- 
cine ( S . Int.  945,  McGahan;  A.  Int.  1040,  Brady) — 
introduced  at  request  of  Education  Department. 

2.  Changing  method  of  designating  the  subjects  in 
the  medical  licensing  examination  ( S . Int.  1074,  Wise; 
A.  Int.  1293,  K.  Wilson) — introduced  at  request  of 
Education  Department. 

3.  Further  restrictions  on  physicians ’ advertising 
( A . Int.  179,  Brooks)— introduced  at  request  of  the 
Medical  Society  of  the  County  of  Westchester. 

4.  Rehabilitation  bill  (S.  Int.  2165,  Hatfield;  A. 
Int.  3013,  Ostrander) — introduced  at  request  of  Com- 
merce and  Industry  Association  of  New  York. 


Bills  actively  opposed  by  the  Medical  Society — 
not  one  of  these  was  passed. 

Included  in  this  category  were: 

1.  Chiropractic  bills:  (a)  The  Peterson-Butler 

bill  to  provide  for  the  licensing  and  examination  of 
applicants  for  the  practice  of  chiropractic;  (6)  The 
McCullough-Lerner  bill  to  exempt  chiropractors 
from  jury  duty. 

2.  Optometry  bills:  (a)  A number  of  injunc- 

tion bills;  ( b ) a bill  to  require  the  inclusion  of  op- 
tometrists in  medical  expense  indemnity  plans,  such 
as  the  Blue  Shield  Plans;  (c)  a bill  to  expand  the 
functions  of  optometrists  within  the  school  health 
program. 

3.  A bill  to  set  up  a separate  physiotherapy 
grievance  committee. 

4.  A bill  to  decrease  medical  expense  indemnity 
and  hospital  service  corporation  reserves. 

5.  A bill  to  provide  for  the  participation  of  lay 
laboratories  in  medical  expense  indemnity  plans. 

6.  A bill  to  set  up  licensure  for  bioanalysts. 

7.  A bill  to  require  the  Public  Health  Council 
to  hold  public  hearings  before  any  sanitary  regula- 
tion is  established,  amended,  or  repealed. 

8.  A bill  to  authorize  the  Chairman  of  the  Work- 
men’s Compensation  Board  to  establish  rehabilita- 
tion clinics  for  injured  employes. 

9.  Repeal  of  the  Metcalf-Hatch  Act. 

10.  A bill  to  create  in  the  executive  department 
a division  of  medical  care. 

11.  All  the  proprietary  medicine  bills. 

One  bill  ( S . Int.  1603,  Condon;  A.  Int.  2036, 
Demo),  which  we  decided  to  oppose  during  the  latter 
part  of  the  session,  was  passed.  This  bill  would 
make  it  grounds  for  disciplinary  action  against  a 
physician  that  he  “has  entered  into  a contract  with 
a person,  partnership  or  association  for  the  furnish- 
ing on  a weekly,  monthly  or  periodic  basis  by  such 
person,  partnership  or  association  to  such  physician, 
osteopath  or  physiotherapist  or  to  patients  of  such 
physician,  osteopath  or  physiotherapist  of  analytical 
or  biochemical  laboratory  tests  or  services  for  an 
agreed  sum  not  related  to  the  services  rendered  in 
respect  of  any  particular  patient.” 

There  was  a great  difference  of  opinion  among 
physicians  about  this  bill.  Some  were  in  favor  of 
it;  others  were  not.  It  was  claimed  that  the  bill 
was  directed  at  a practice  whereunder  a laboratory 
contracts  to  do  all  the  physician’s  laboratory  work 
for  a fixed  sum  of  money  paid  periodically. 

It  was  also  stated  that  physicians  are  exploiting 
patients  by  charging  the  patients  for  the  laboratory 
services  at  rates  representing  more  than  the  costs 
to  the  physicians. 

Our  executive  officer  pointed  out  that  “The  pres- 
ent Section  6514  (2)  paragraph  / of  the  Education 
Law  makes  it  grounds  for  disciplinary  proceedings 
against  a physician  that  he  has  directly  or  indirectly 
requested,  received  or  profited  by  means  of  a credit 
or  other  valuable  consideration  as  a commission, 
discount  or  gratuity  in  connection  with  the  sale, 
rental,  supplying  or  furnishing  of  clinical  laboratory 
services  or  supplies.  Perhaps  the  Condon-Demo 
bill  does  fill  in  a gap  in  the  existing  law.  However, 
it  is  conceivable  that  the  type  of  contract  which 
would  be  outlawed  by  the  bill  might  in  some  in- 
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stances  serve  a worthwhile  and  laudable  purpose. 
The  mere  existence  of  a contract  for  laboratory 
services  does  not  automatically  give  rise  to  un- 
conscionable profiteering  from  such  services.” 

It  was  the  feeling  in  many  circles  that  this  bill 
was  too  general  and  too  all-inclusive  in  character 
and  would  not  equitably  accomplish  what  it  was 
intended  to  do. 

The  Hospital  Association  of  New  York  State  was 
emphatically  opposed  to  it.  This  organization 
stated:  “The  enactment  of  this  bill  into  law  would 
interfere  with  arrangements  between  physicians  in 
rural  areas  to  use  the  facilities  of  hospitals  to  have 
laboratory  tests  or  other  services  performed  to  their 
patients.  There  is  no  reason  why  a duly  licensed 
physician  should  not  be  permitted  to  enter  into  a 
specific  understanding  with  a hospital  to  take  care 
of  the  needs  of  his  patients.  It  does  not  make  sense 
to  restrict  a physician  to  an  agreement  covering 
each  individual  patient  as  he  is  referred  to  the  hos- 
pital.” 

The  Governor  vetoed  the  bill  upon  the  advice  of 
the  State  Education  Department.  In  urging  dis- 
approval of  this  type  of  legislation  the  Education 
Department  had  this  to  say,  in  part:  “Before  this 
prohibition  can  be  justified,  further  study  would  be 
necessary  to  prove  that  the  patients  suffer  finan- 
cially, or  that  the  laboratory  reports  are  inaccurate, 
when  services  are  rendered  under  a group  contract. 
No  such  study  has  been  made.” 

The  Blue  Cross  and  Blue  Shield  plan  study  bill 
(S.  Int.  3551,  Pr.  3968,  Metcalf;  A.  Int.  4062,  Pr. 
4345,  Turshen)  failed  to  pass:  “To  authorize  state 
health  commissioner  to  make  study  of  coverage, 
administration  and  operation  of  Blue  Cross  and 
Blue  Shield  hospital  and  medical  care  plans  and  to 
contract  and  agree  with  individuals  and  colleges 
for  such  purposes;  appropriates  $100,000.” 

However,  Senate  Resolution  98,  Metcalf,  and 
Assembly  Resolution  146,  Strong,  were  adopted. 
This  resolution  continues  “committee  heretofore 
created  on  Health  Insurance  Plans;  providing  for 
report  March  31,  1959,  appropriating  $35,000,  and 
reappropriating  unexpended  balance.” 

We  are  happy  to  report  that  the  firm  of  DeGraff, 
Foy,  Conway  and  Holt-Harris — the  new  counsels 
to  the  Legislative  Bureau — was  of  tremendous  help 
to  us.  These  legal  experts  were  always  available 
and  prepared  to  act  when  we  needed  them.  They 
had  our  bills  introduced  according  to  schedule,  kept 
in  constant  touch  with  the  menbers  of  both  houses 
of  the  legislature,  and,  what  is  most  important,  they 
kept  us  well  informed  of  all  the  proceedings  in  which 
we  were  interested.  There  was  a healthy  and 
wholesome  liaison,  at  all  times,  between  their  repre- 
sentatives and  our  executive  officer  and  the  chair- 
man. We  are  especially  indebted  to  Messrs.  De- 
graff,  Foy,  and  Kelly  for  showing  us  the  way  around 
Capitol  Hill  and  for  “opening  the  door”  for  us  so 
that  we  could  meet  more  senators,  assemblymen,  and 
others  concerned  with  legislative  matters  than  we 
have  in  the  past. 

Attached  is  a summary  of  medical  laws  of  1958. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 


Medical  Laws  of  1958 

Chapter  22  ( Senate  Int.  843,  Pr.  843,  by  Mr.  Er- 
win). Amends  Mental  Hygiene  Law  generally 
to  change  reference  from  “Craig  Colony”  to  “Craig 
Colony  and  Hospital.” 

Chapter  29  ( Senate  Int.  589,  Pr.  589,  by  Mr. 
Wise).  Amends  Social  Welfare  Law  §186-a  to  ex- 
tend from  Juty  1,  1958,  to  July  1,  1959,  the  pro- 
visions that  physicians  who  are  officers  or  employes 
of  any  political  subdivision,  municipality,  or  public 
agency  may  be  engaged  to  render  professional  serv- 
ice to  recipients  of  public  assistance  and  that  pay- 
ment for  such  services  by  officers  or  employes  may 
be  made  from  public  funds  as  in  the  case  of  services 
rendered  by  physicians  who  are  not  public  officers 
or  employes.  Adds  similar  provision  with  respect 
to  dentists.  Changes  reference  from  “Emergency 
services  by  physicians  who  are  public  officers  or 
employees”  to  “Professional  services  by  physicians 
and  dentists  who  are  public  officers  or  employees.” 
Eliminates  reference  to  “existing  emergency  re- 
sulting from  the  war,  and  the  extreme  shortage  of 
physicians”  and  substitutes  the  static  objective  of 
safeguarding  the  life  and  health  of  recipients  of  pub- 
lic assistance. 

Chapter  43  ( Senate  Int.  1073,  Pr.  1076,  by  Mr 
Williamson).  Amends  Lien  Law  §189(1),  which 
prior  to  the  amendment  gave  a hospital  a lien  on  the 
proceeds  of  a personal  injury  claim  on  the  part  of  a 
patient  of  the  hospital,  to  extend  such  lien  to  claims 
of  persons  receiving  emergency  outpatient  treat- 
ment. 

Chapter  58  ( Assembly  Int.  784,  Pr-  784,  by  Mr. 
Curto).  Amends  General  City  Law  §20  (29)  to 
change  reference  from  city  employes  and  their  fam- 
ilies to  city  officers  or  employes  and  their  families  as 
persons  eligible  to  participate  in  a city  nonprofit 
health  plan  for  such  persons. 

Chapter  108  ( Assembly  Int.  1553,  Pr.  1555,  by  Mr. 
Corso).  Amends  Mental  Hygiene  Law  §71,  relating 
to  the  voluntary  admission  of  patients  to  a State 
hospital  or  licensed  private  institution  for  the  care 
and  treatment  of  the  mentally  ill,  to  change  the 
period  of  time  during  which  a patient  may  be  de- 
tained for  care  and  treatment  on  the  basis  of  a vol- 
untary admission  from  sixty  and  thereafter  until 
fifteen  days  after  notice  of  intention  to  leave  to 
fifteen  days  and  thereafter  until  ten  days  after  notice 
of  intention  to  leave.  With  respect  to  person  under 
eighteen  years  notice  shall  be  by  person  who  made 
application  for  admission. 

Chapter  113  ( Assembly  Int.  2047,  Pr.  2079,  by  Mr. 
Russo).  Amends  Public  Health  Law  §2161,  relating 
to  care  of  adults  with  poliomyelitis  who  cannot  other- 
wise be  provided  for,  to  provide  that  the  charges 
approved  for  such  treatment  by  the  county  board  of 
supervisors  “shall  be  in  full  payment  thereof  and 
shall  be  accepted  by  the  person  or  corporation 
furnishing  such  treatment  as  full  payment  and  no 
such  person  or  corporation  shall  ask  or  receive  di- 
rectly or  indirectly  any  other  additional  compensa- 
tion.” 

Chapter  117  ( Senate  Int.  1515,  Pr.  1556,  by  Mr. 
Sorin).  Amends  Insurance  Law  §121  (1,4,5),  re- 
lating to  group  accident  and  health  insurance,  to 
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provide  that  payments  of  benefits  for  expenses  in- 
curred on  account  of  hospitalization  or  medical  or 
surgical  aid  after  the  death  of  an  employe  or  other 
member  of  the  insured  group  for  such  person’s 
spouse,  child  or  children,  or  other  person  chiefly 
dependent  upon  him  for  support  or  maintenance, 
may  be  made  by  the  insurer  to  the  surviving  spouse 
or  otherwise  as  the  policy  may  provide.  It  further 
provides  that  any  such  policy  or  contract  may  pro- 
vide for  the  continuation  of  such  benefit  provisions, 
or  any  part  or  parts  thereof,  after  the  exhaustion  of 
the  benefit  rights  with  respect  to  the  employe  or 
other  member  of  the  insured  group,  or  after  the 
death  of  an  active  or  retired  employe  or  other  mem- 
ber of  the  insured  group. 

Chapter  147  ( Senate  Int.  1420,  Pr.  1460  by  Mr. 
Hatfield).  Amends  Labor  law  §201-a  to  except 
employes  of  legally  incorporated  hospitals,  supported 
in  whole  or  in  part  by  public  funds  or  private  en- 
dowment, from  prohibition  against  fingerprinting 
of  employes. 

Chapter  154  ( Senate  lnt.  910,  Pr.  910,  by  Mr. 
Brydges).  Amends  Education  Law  §651,  relating 
to  the  New  York  Higher  Education  Assistance  Cor- 
poration, to  include  the  guaranteeing  of  loans 
among  the  types  of  assistance  which  the  corpora- 
tion may  offer  to  residents  of  the  State  seeking  an 
opportunity  for  higher  education. 

Chapter  160  ( Assembly  Int.  3177,  Pr.  3285,  by  Mr. 
M.  Wilson).  Reduces  age  requirement  for  license  to 
practice  as  a registered  professional  nurse  from 
twenty  to  eighteen  years. 

Chapter  196  ( Senate  lnt.  753,  Pr.  753,  by  Mr. 
Mitchell).  Incorporates  the  Local  32-B  Health 
Center.  The  following  are  among  the  provisions  of 
the  bill:  “David  Sullivan,  Thomas  Shortman, 

Arthur  H.  Harckham,  Thomas  G.  Young,  Aaron 
Benenson,  William  Benenson,  Nicolas  C.  Danker- 
lin,  Lawrence  Jackson,  James  T.  Rowan,  all  being 
of  full  age,  citizens  of  the  United  States  of  America 
and  residents  of  the  State  of  New  York,  are  hereby 
constituted  a body  corporate  in  perpetuity,  by  the 
name  of  Local  32-B  Health  Center,  as  a membership, 
nonstock  corporation  to  be  operated  exclusively  for 
the  objects  and  purposes  hereinafter  set  forth.  The 
objects  and  purposes  of  the  corporation  shall  be:  to 
establish  and  maintain  a health  center  where  the 
following  may  be  provided:  medical,  surgical,  op- 
tical examinations,  and  diagnostic  services  to  am- 
bulatory patients,  all  through  duly  licensed  physi- 
cians. The  corporation  shall  furnish  such  facilities 
only  to  members  of  Local  32-B,  Building  Service 
Employees  International  Union,  AFL-CIO,  a labor 
organization  in  the  City  and  State  of  New  York,  and 
to  employees  covered  by  collective  bargaining  agree- 
ments between  it  and  employers  or  associations  of 
employers,  gratuitously.  Such  health  center  shall 
be  examined  as  to  the  adequacy  of  the  facilities 
and  standards  of  care  of  the  health  center,  including 
adequacy  of  personnel,  and  such  health  center  shall 
be  subject  to  the  supervision,  visitation  and  inspec- 
tion of  the  state  board  of  social  welfare.  No  part 
of  the  activities  of  the  corporation  shall  be  carrying 
on  propaganda  or  otherwise  attempting  to  influence 
legislation.  . .The  territory  in  which  the  operations 


of  the  corporation  shall  be  principally  conducted 
is  in  the  City  and  State  of  New  York.  The  principal 
office  of  the  corporation  shall  be  located  in  the 
borough  of  Manhattan,  County  of  New  York  and 
City  of  New  York.  . . .The  funds  of  the  corporation 
shall  be  derived  from  one  or  more  of  the  following 
sources:  funds  furnished  by  the  union;  payments 
made  to  the  corporation  by  employers  or  associations 
of  employers  covered  by  collective  bargaining  agree- 
ments and  by  the  trustees  of  welfare  and  benefit 
funds,  created  pursuant  to  such  collective  bargain- 
ing agreements.  Nothing  herein,  however,  shall 
prohibit  the  maintenance  of  an  emergency  first 
aid  station  at  the  center,  provided  there  shall  be 
no  followup  or  continuous  treatment  beyond  first 
aid  for  emergencies  only.” 

Chapter  214  ( Assembly  Int.  1093,  Pr.  2014,  by 
Mr.  Fehrenbach).  Amends  General  Municipal 
Law  §209-b  (1)  to  provide,  “If  a request  for  emer- 
gency service  is  made  by,  or  originates  from  a doctor 
or  peace  officer,  and  there  is  any  doubt  as  to  whether 
an  emergency  exists,  the  judgment  of  the  doctor  or 
peace  officer  that  there  is,  in  fact,  an  emergency  may 
be  accepted  as  conclusive  by  the  emergency  relief 
squad,  or  the  fireman  responding,  or  who  has  re- 
sponded to  such  call.” 

Chapter  299  ( Assembly  Int.  1676,  Pr.  1686,  by 
Mr.  Travia).  Amends  Workmen’s  Compensation 
Law  §13-aa  (3-c),  to  eliminate  ambiguities  which 
suggest  that  the  medical  practice  committee  or  a 
medical  society  may  refuse  authorization  to  do 
workmen’s  compensation  work  or  revoke  such 
authorization  and  to  make  it  clear  that  such  bodies 
only  can  recommend  such  action  to  the  Chairman 
of  the  Workmen’s  Compensation  Board. 

Chapter  380  ( Assembly  Int.  2533,  Pr.  3922,  by 
Mr.  Dominick).  Amends  Mental  Hygiene  Law 
§190  (2)  to  include  among  the  purposes  of  the 
Community  Mental  Health  Services  Act  the  im- 
provement and  expansion  of  existing  community 
services  in  the  fields  of  mental  illness,  mental  defi- 
ciency, epilepsy  and  behavior  or  emotional  dis- 
orders and  to  provide  that  a director  of  community 
mental  health  services  shall  encourage  the  develop- 
ment and  expansion  of  preventive,  rehabilitation 
and  treatment  programs  in  such  fields. 

Chapter  405  ( Assembly  Int.  1203,  Pr.  1203,  by 
Mr.  Rulison).  Amends  Conservation  Law  §205 
(2  & 6)  to  extend  to  March  31,  1959,  provision  for 
state  aid  for  counties  participating  in  wildlife  rabies 
control  program. 

Chapter  44$  ( Assembly  Int.  3831,  Pr.  4092,  by 
Mr.  Peet).  Amends  Public  Health  Law  §351  (1) 
and  347  (2)  to  permit,  prior  to  January  1,  1965, 
the  boards  of  health  of  not  more  than  three  county 
health  districts  to  appoint  the  same  person  as  county 
health  commissioner  for  each  such  district  if  the 
total  population  of  the  districts  is  not  in  excess  of 
150,000  according  to  the  1950  census  and  to  em- 
power the  board  of  health  of  a county  health  dis- 
trict, prior  to  January  1,  1964,  to  enter  into  con- 
tracts with  not  more  than  two  counties  to  obtain  or 
render  health  services. 

Chapter  539  ( Senate  lnt.  936,  Pr.  939,  by  Mr. 
Brydges).  Amends  Education  Law  §1958  (4-d)  to 
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permit  a board  of  cooperative  educational  services 
to  provide  the  services  of  psychologists  and  to 
provide  for  the  operation  of  special  classes  for  the 
physically  handicapped  and  mentally  retarded. 

Chapter  545  ( Senate  Int.  2580,  Pr.  3364,  by  Mr. 
Barrett).  Continues  interstate  sanitation  commis- 
sion to  make  a study  of  smoke  and  air  pollution 
with  its  report  to  be  made  February  1,  1959. 

Chapter  585  ( Assembly  Int.  2203,  Pr.  2249,  by 
Mr.  Corso).  Adds  Public  Health  Law  §225  (4-0) 
to  provide  that  State  Sanitary  Code  may  re- 
quire that  application  be  made  for  a permit  to  op- 
erate a temporary  residence  as  defined  in  the 
Sanitary  Code,  and  authorizes  appropriate  officers 
or  agencies  to  issue  such  permit. 

Chapter  602  ( Senate  Int.  2304,  Pr.  2418,  by  Mr. 
Conklin).  In  part,  adds  Public  Health  Law  §12-a 
to  provide  with  respect  to  formal  hearings  that  the 
Commissioner  of  Health  or  his  designee  may  issue 
subpoenas  and  administer  oaths  in  connection  with 
any  hearing  or  investigation  under  or  pursuant  to 
the  Public  Health  Law. 

Chapter  624  ( Assembly  Int.  3640,  Pr.  4867,  by 
Mr.  Weiser).  The  following  are  quotations  from 
the  law:  “An  Act  to  incorporate  the  International 
Longshoreman’s  Association  Medical  Center  of 
New  York,  Inc.  . . The  objects  and  purposes  of 
the  corporation  shall  be:  to  establish  and  maintain 
a health  center  where  the  following  may  be  provided : 
medical,  surgical,  optical  examinations,  and  diagnos- 
tic services  to  ambulatory  patients,  all  through  duly 
licensed  physicians,  and  on  and  after  October  first, 
nineteen  hundred  fifty-eight,  dental  care  through 
duly  licensed  dentists  may  also  be  provided.  The 
corporation  shall  furnish  such  facilities  for  diagnostic 
services  only  to  employees,  including  dependents  of 
employees,  covered  by  collective  bargaining  agree- 
ments between  the  International  Longshoreman’s 
Association  (an  independent  labor  organization) 
and  the  New  York  Shipping  Association,  Inc.  (a 
membership  corporation),  organized  and  existing 
by  virtue  of  the  laws  of  the  state  of  New  York, 
composed  of  owners  and  operators  of  ocean  going 
vessels  engaged  in  the  transportation  of  passengers 
and/or  freight  for  hire,  and  the  owners  and/or 
operators  of  water  terminal  facilities  in  the  port  of 
New  York  and  to  employees  covered  by  collective 
bargaining  agreements  between  said  labor  organ- 
izations and  various  other  employers  or  associations 
of  employers,  gratuitously.  . . A medical-dental 
advisory  council,  consisting  of  ten  physicians  and 
six  dentists  duly  licensed  to  practice  in  the  state 
of  New  York,  is  hereby  established.  The  physicians 
shall  be  acceptable  to  the  Medical  Society  of  the 
State  of  New  York,  and  the  dentists  shall  be  accept- 
able to  the  Dental  Society  of  the  State  of  New  York. 
They  shall  be  responsible  for  the  implementation 
of  medical  and  dental  policy,  respectively,  governing 
the  operation  of  the  health  center.  . .The  territory 
in  which  the  operations  of  the  corporation  shall  be 
principally  conducted  is  in  the  county  of  New  York, 
state  of  New  York.  The  principal  office  of  the  cor- 
poration shall  be  located  in  the  borough  of  Man- 
hattan, county  of  New  York  and  state  of  New 
York.  . .Nothing  herein,  however,  shall  prohibit 
the  maintenance  of  an  emergency  first  aid  station 


at  the  center,  provided  there  shall  be  no  follow-up 
or  continuous  treatment  beyond  first  aid  for  emer- 
gencies only.  . .” 

Chapter  653  ( Assembly  Bill  Int.  1942,  Pr.  1966, 
by  Mr.  Ostrander).  Amends  Workmen’s  Compensa- 
tion Law  §232  with  respect  to  Disability  Benefits 
Act  hearings  to  provide  as  follows:  “Whenever  his 
attendance  at  a hearing  before  the  board  or  its 
referees  is  required,  the  attending  physician  of  the 
disabled  employee,  except  such  physicians  as  are 
disqualified  from  testifying  pursuant  to  subdivision 
one  of  section  thirteen-b,  or  section  nineteen-a  of 
this  chapter,  shall  be  entitled  to  receive  a fee  from 
the  carrier  of  the  fund  established  under  section 
two  hundred  fourteen,  in  an  amount  as  directed  and 
fixed  by  the  board,  or  its  referees,  and  such  fee  shall 
be  in  addition  to  any  fee  payable  under  subdivision 
one  of  this  section.” 

Chapter  663  ( Senate  Bill  Int.  2578,  Pr.  4495,  by 
Mr.  Metcalf).  Amends  Civil  Service  Law  §120 
(1)  to  continue  temporary  health  insurance  board 
for  additional  two  years  commencing  April  1,  1958. 

Chapter  666  ( Senate  Bill  Int.  3191,  Pr.  3496,  by 
Mr.  Shultz).  Amends  Vehicle  and  Traffic  Law 
§71-a  as  follows:  “3.  a.  (Only)  No  person  except 
a physician  acting  at  the  request  of  a police  officer 
[can]  shall  be  entitled  to  withdraw  blood  for  the 
purpose  of  determining  the  alcoholic  content 
therein.  This  limitation  shall  not  apply  to  the 
taking  of  a urine,  saliva  or  breath  specimen,  b.  No 
physician  shall  be  sued  or  held  liable  for  any  act 
done  or  omitted  in  the  course  of  withdrawing  blood 
at  the  request  of  a police  officer  pursuant  to  the 
section,  c.  Any  person  who  may  have  a cause  of 
action  arising  from  the  withdrawal  of  blood  as 
aforesaid,  for  which  no  personal  liability  exists 
under  paragraph  b of  this  subdivision,  may  maintain 
such  action  against  the  state  if  the  physician 
acted  .at  the  request  of  a police  officer  employed 
by  the  state,  or  against  the  appropriate  political 
subdivision  of  the  state  if  the  physician  acted  at  the 
request  of  a police  officer  employed  by  a political 
subdivision  of  the  state.  No  action  shall  be 
maintained  pursuant  to  this  paragraph  unless  notice 
of  claim  is  duly  filed  or  served  in  compliance  with 
law.  d.  Notwithstanding  the  foregoing  provisions 
of  the  subdivision,  an  action  may  be  maintained 
by  the  state  or  a political  subdivision  thereof  against 
a physician  for  whose  act  or  omission  the  state  or 
the  political  subdivision  has  been  held  liable  under 
this  subdivision,  to  recover  damages,  not  exceeding 
the  amount  awarded  to  the  claimant,  that  may  have 
been  sustained  by  the  state  or  the  political  subdi- 
vision by  reason  of  gross  negligence  or  bad  faith 
on  the  part  of  such  physician.”  Takes  effect  July 
1,  1958. 

Chapter  772  ( Senate  Int.  2454,  Pr.  3438,  by  Mr. 
Wise).  In  part  adds  Social  Welfare  Law  §141 
(1— a)  which  reads  as  follows:  “If  a recipient  of 

public  assistance  or  care  or  other  person  dies  leaving 
no  funds  or  insurance  sufficient  to  pay  the  expense 
of  his  burial,  the  relatives  who  survive  him  who 
were  or  would  have  been  responsible  for  his  sup- 
port, pursuant  to  section  one  hundred  one  of  this 
chapter,  shall  be  responsible  for  such  expense  to 
the  extent  that  they  are  able  to  pay  the  same  in 
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whole  or  in  part;  and  the  public  welfare  official 
paying  such  expense  or  any  part  thereof  may  re- 
cover all  or  part  of  the  amounts  expended  by  him 
from  such  relatives,  who  shall  be  severally  and 
jointly  liable  therefore  in  accordance  with  their 
respective  abilities.” 

Chapter  805  ( Assembly  Int.  1+31+8,  Pr.  5064,  by 
Committee  on  Rules).  Adds  County  Law  §305 
(6)  to  provide  that  a local  law  shall  be  subject  to 
permissive  referendum  if  it  establishes  a county 
general  hospital  pursuant  to  the  provisions  of  the 
general  municipal  law. 

Chapter  817  ( Senate  Int.  3676,  Assembly  Reprint 
5140,  by  Committee  on  Rules).  Amends  the  Public 
Authorities  Law  to  create  the  Salamanca  Hospital 
District  Authority  and  provides  for  the  powers  and 
duties  of  such  authority. 

Chapter  818  ( Assembly  Int.  4069,  Pr.  4874,  by 
Mr.  Composto).  Changes  name  of  International 
Longshoreman’s  Association  Medical  Center  of 
Brooklyn,  Inc.  to  New  York  Shipping  Association, 
Inc. — International  Longshoreman’s  Association 
(Ind.)  Welfare  Fund  and  includes  dependents 
of  employes  within  coverage  of  plan. 

Chapter  877  ( Assembly  Int.  2174,  Pr.  5108,  by 
Mr.  Ashbery).  Amends  Civil  Service  Law  §121 
to  provide  health  insurance  for  employes  of  certain 
state  colleges. 

Chapter  886  ( Assembly  Int.  4382,  Pr.  4824,  by 
Rules  Committee).  Continues  New  York  City 
office  rent  control  until  July  1,  1959. 

Chapter  910  ( Assembly  Int.  3855,  Pr.  4U6,  by 
Mr.  Calli).  Provides  for  establishment  of  a dem- 
onstration community  center  under  the  jurisdiction 
of  the  Interdepartmental  Health  Resources  Board. 

Chapter  912  ( Senate  Int.  2536,  Pr.  4851,  by  Mr. 
Shultz).  Adds  Mental  Hygiene  Law  §200-b  to 
provide  for  the  establishment  and  operation  of  a 
research  institute  under  the  jurisdiction  of  the  De- 
partment of  Mental  Hygiene. 

Chapter  943  ( Senate  Int.  3647,  Pr.  4382,  by  Com- 
mittee on  Rules).  Amends  Insurance  Law  §§  164  and 
253  to  provide  that  individual  accident  or  sickness 
insurance  policies  or  individual  hospital  service  or 
medical  expense  indemnity  subscriber  contracts 
may  be  examined  by  the  policyholder  or  subscriber 
free  of  charge  and  to  require  such  policies  or  con- 
tracts to  bear  appropriate  captions  specifying  the 
age  limits,  dates  or  periods  of  the  policy  or  contract 
after  which  the  coverage  will  not  be  effective  or 
after  which  the  policy  or  contract  may  not  be 
renewed. 

Chapter  944  ( Senate  Int.  3648,  Pr.  4383,  by  Com- 
mittee on  Rules).  Amends  Insurance  Law  §§162 
and  253  to  require  at  the  option  of  the  policyholder 
or  subscriber  the  conversion  privilege  in  certain 
group  accident  and  health  insurance  policies  and 
group  hospital  service  or  medical  expense  indemnity 
contracts.  In  general,  the  law  provides  that  such 
policies  shall  contain  a provision  to  the  effect  that 
in  case  of  termination  of  insurance  by  reason  of 
person  leaving  the  employe  or  labor  union  group, 
such  person  shall  be  entitled  to  have  issued  to  him 
by  the  insurer  without  evidence  of  insurability  an 
individual  policy  providing  certain  minimum  bene- 
fits. The  conversion  privilege  is  also  made  avail- 


able upon  the  death  of  the  employe  or  member  to 
the  surviving  spouse. 

Chapter  91+5  ( Senate  Int.  3649,  Pr.  4417,  by  Com- 
mittee on  Rules).  Amends  Insurance  Law  §§164 
and  253  to  provide  that  accident  and  sickness 
insurance  policies  and  hospital  service  and  medical 
expense  indemnity  contracts  shall  contain  provisions 
that  insurer  must  give  at  least  30  days  notice  before 
renewal  date  of  notice  not  to  renew,  and  provides 
that  after  a certain  period  of  time  no  insurer  shall 
refuse  to  renew  such  a policy  except  for  fraud, 
moral  hazard,  overinsurance  or  duplication  of 
benefits,  discontinuance  of  class  of  policies  or  such 
other  reasons  as  the  Superintendent  of  Insurance 
may  approve. 

Chapter  946  ( Senate  Inst.  3650,  Pr.  4385,  by  Com- 
mittee on  Rules).  Amends  Insurance  Law  §§164 
and  253  to  provide  for  conversion  privilege  in  case 
a person  no  longer  comes  within  the  definition  of  the 
family  group. 

Chapter  947  ( Assembly  Int.  4009,  Pr.  4392,  by 
Mr.  Fusso).  Amends  the  Insurance  Law  in  relation 
to  hospital  expense  and  surgical  and  medical  ex- 
pense benefits  of  fraternal  benefit  societies  and 
provides  new  stipulations  and  provisions  to  be 
contained  in  the  certificate  and  strikes  out  certain 
age  limits  for  the  benefits. 

Chapter  950  ( Senate  Int.  1659,  Pr.  4387,  by  Mr. 
Albert).  Amends  Civil  Service  Law  to  permit  in- 
clusion in  State  employe  health  insurance  plan  the 
employes  and  retired  employes  of  school  districts, 
special  districts,  district  corporations,  municipal 
corporations  excluding  active  employes  and  retired 
employes  of  cities  having  a population  of  one  million 
or  more  inhabitants  whose  compensation  is  or  was 
before  retirement  paid  out  of  the  city  treasury  or 
other  appropriate  agencies,  subdivisions  or  quasi- 
public organizations. 

Chapter  951  ( Assembly  Int.  2545,  Pr.  5002,  by 
Mr.  Van  Duzer).  Adds  General  Municipal  Law 
§92-a  to  empower  municipal  corporations,  in- 
cluding a school  district  and  every  organized  public 
district  in  the  State  containing  less  than  one  million 
inhabitants,  to  provide  health  insurance  for  their 
employes. 

Chapter  952  ( Assembly  Int.  832,  Pr.  832,  by  Mr. 
Hill).  Amends  Town  Law  §64  to  permit  towns 
to  contract  for  health  insurance  for  their  officers 
and  employes. 

Section  19  ( See  205)  Report  58-L 

Supplementary  to  Report  of  the  Council,  Part 
IX,  Cults 

To  the  House  of  Delegates,  Gentlemen: 

The  “Plan  of  Action”  of  the  Committee' to  Com- 
bat Cults — as  adopted  by  the  Council — was  followed 
up  to  the  point  where  we  no  longer  thought  it  was 
necessary.  We  continued  our  strong  fight  against 
cultism. 

The  chiropractors  sponsored  the  introduction 
of  the  following  bills: 

1.  Licensure  bill  (S.  Int.  583,  Peterson;  A.  Int. 
954,  Pr.  954,  Butler).  “To  provide  for  licensing 
and  examination  of  applicants  for  practice  of  chiro- 
practic, with  regents  to  appoint  state  board  of 
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examiners  consisting  of  8 members  to  prepare  and 
grade  examinations,  to  hear  charges  of  violations  and 
conduct  hearings;  appropriates  $30,000.” 

2.  Jury  exemption  bill  ( S . Int.  1805,  Pr.  1896, 
McCullough;  A.  Int.  21+01+,  Pr.  21+63,  Lerner). 
“To  exempt  from  jury  duty  chiropractors  having 
patients  requiring  daily  professional  attention.” 
The  second  proposal  was  a new  line  of  attack  on 
the  part  of  the  chiropractors  in  order  to  gain  recog- 
nition as  a profession — an  attempt  to  procure  re- 
spectability for  their  “calling”  through  the  back 
door. 

Both  these  bills  were  vigorously  opposed  by  us. 
They  were  not  reported  out  of  committee  and 
consequently  “died.” 

A number  of  county  medical  societies  entered  the 
battle  enthusiastically  and  transmitted  appro- 
priate resolutions  to  the  legislators  in  their  areas. 
They  are  to  be  congratulated  for  their  zeal  and  per- 
severance. 

The  Woman’s  Auxiliary  was  of  great  help.  Mrs. 
James  Moore,  its  State  legislation  chairman,  and 
your  committee  transmitted  memoranda  to  all  of 
the  county  auxiliary  legislation  chairmen.  The 
ladies  were  advised  to  enlist  the  aid  of  the  members 
of  their  groups  and  other  public-spirited  citizens  to 
write  to  the  members  of  the  legislative  committees 
to  which  the  Peterson-Butler  and  the  McCullough- 
Lerner  bills  were  referred. 

Massachusetts,  one  of  the  three  other  states  in 
the  Union  which  do  not  license  chiropractic,  was 
also  faced  with  our  problem. 

We  believe  that  you  will  be  interested  in  the  fol- 
lowing material  taken  from  an  editorial,  which  ap- 
peared in  the  New  England  Journal  of  Medicine 
(issue  of  February  6,  1958): 

As  pointed  out  in  a report  submitted  to  the  Gen- 
eral Court  of  Massachusetts  by  the  Legislative  Re- 
search Council  concerning  a board  of  registration  for 
chiropractors,  there  are  two  schools  of  thought — - 
straight  and  mixed — in  the  chiropractic  profession 
that  differ  primarily  on  the  scope  of  the  practice. 

Indications  are  that  most  chiropractors  prefer  to 
mix  rather  than  to  adhere  to  the  straight  concept 
perpetuated  by  B.  J.  Palmer,  President  of  the  Palmer 
School  of  Chiropractic,  the  ‘chiropractic  fountain- 
head’ in  Davenport,  Iowa. 

From  the  Palmer  School  comes  this  definition : 

The  chiropractic  premise  is  that  the  cause  of  dis-ease 
is  due  to  a vertebral  subluxation,  which  produces  pres- 
sure upon  nerves  and  thus  interferes  with  the  normal 
transmission  of  vital  nerve  force. 

The  chiropractic  objective  is  to  locate  the  point  in 
the  spine  where  nerve  pressure  exists,  due  to  a sublux- 
ated vertebra,  and  thru  proper  adjustment  by  hand,  to 
restore  such  subluxated  vertebra  to  its  normal  position, 
thus  releasing  the  pressure  on  the  nerves  involved  and 
thereby  removing  the  cause  of  dis-ease  in  the  body. 

The  National  Chiropractic  Association,  represent- 
ing the  mixers,  defines  chiropractic  as  follows : 

...  a system  of  treatment  based  on  the  premise  that 
the  nerve  system  controls  all  other  systems  and  all 
physiological  functions  of  the  human  body;  that  inter- 
ference with  the  nerve  control  of  these  systems  impairs 
their  function  and  induces  disease  by  rendering  the  body 
less  resistant  to  infection  or  to  other  exciting  causes. 

The  chiropractic  physician  adjusts  by  manipulation 
of  the  structures  of  the  body,  especially  those  of  the 
spinal  column,  to  restore  normal  nerve  function,  thus 


giving  the  body’s  protective  and  restorative  powers  an 
opportunity  to  function  normally. 

The  differences  between  these  two  schools  of 
thought  are  by  no  means  subtle. 

Even  less  subtle  in  its  departure  from  the  straight 
school  is  the  well  mixed  Los  Angeles  College  of  Chiro- 
practic, which  is  approved  by  the  National  Chiro- 
practic Association.  The  Palmer  School,  naturally, 
is  not  approved  by  the  Association.  The  definition 
proffered  by  the  Los  Angeles  College  of  Chiropractic 
is  as  folldws: 

Chiropractic  is  based  on  the  premise  that  it  is  the 
natural  tendency  of  the  human  body  to  remain  in  a 
healthy  state  under  normal  conditions  and,  even  when 
subjected  to  disease  processes,  will  attempt  to  recover 
by  its  inherent  resistive  and  recuperative  powers.  The 
doctor  of  chiropractic  is  highly  skilled  and  trained  in  a 
distinct  philosophy,  science  and  art  dealing  with  the 
restoration  and  maintenance  of  health  through  the  es- 
tablishment of  those  conditions  of  body  and  environ- 
ment which  permit  these  adaptive  and  functional  powers 
of  the  body  to  attain  and  perpetuate  the  optimum 
structural,  physiological  and  psychological  integrity 
and  functions.  This  is  accomplished  by  the  following 
methods .... 

The  methods  listed  include  specific  chiropractic 
manipulative  therapy,  nutritional  therapy  and  die- 
tary guidance,  physical  therapy  and  psychosomatic 
counseling. 

The  Los  Angeles  College  of  Chiropractic  also  makes 
the  following  boast:  “Obstetrics  is  another  first  in 
the  field  of  chiropractic.  Excellent  and  gratifying 
results  are  obtained  when  prepartum  and  post- 
partum care  is  under  the  able  guidance  of  the  mod- 
ern chiropractic  physician.  Students  assist  in  home 
and  hospital  deliveries.” 

In  states  where  chiropractors  are  regulated,  they 
are  making  attempts  to  mix  their  original  definition 
to  give  them  more  freedom  to  practice. 

In  1957,  in  Nebraska,  an  attempt  by  chiropractors 
to  change  by  legislation  the  original  straight  defini- 
tion (one  who  treats  human  illness  by  the  adjust- 
ment by  hand  of  the  articulations  of  the  spine)  to 
“the  basic  principle  of  chiropractic  is  the  mainte- 
nance of  the  structural  and  functional  integrity  of  the 
nervous  system”  was  defeated.  B.  J.  Palmer  helped 
defeat  the  measure  by  pointing  out  that  “This  is 
obviously  an  attempt  to  break  down  Chiropractic, 
per  se,  with  an  attempt  to  flood  the  field  with  quasi, 
medico-chiros. . . . The  basic  and  fundamental  princi- 
ples and  practices  of  chiropractic  have  not  changed 
since  the  date  of  its  inception  in  1895.” 

In  Massachusetts,  chiropractors  are  again  peti- 
tioning the  General  Court  for  licensure.  The  Massa- 
chusetts Medical  Society  stresses  th&t  straight  or 
mixed,  chiropractic  is  unscientific  and  its  practi- 
tioners poorly  trained,  and  that  a single  high  standard 
of  medical  education  and  licensure  in  Massachusetts 
should  be  maintained. 

There  should  be  no  double  standard  of  medicine  in 
Massachusetts.  Men  and  women  licensed  to  prac- 
tice medicine  in  any  of  its  forms  within  the  State 
should,  in  the  public  interest,  be  required  to  demon- 
strate adequate  training  and  knowledge. 

In  a note  submitted  to  us,  Dr.  I.  Jay  Brightman, 
Executive  Director  of  the  Interdepartmental 
Health  Resources  Board,  stated:  “At  its  meeting  of 
February  25,  1958,  the  Interdepartmental  Health 
Resources  Board  reaffirmed  its  opinion  on  the  sub- 
ject of  chiropractor  licensing,  as  expressed  in  a 
letter  to  the  Governor  last  year,  dated  February  11, 
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1957.  We  have  previously  sent  you  a copy  of  this 
letter  and  you  published  it  in  the  New  York  State 
Journal  of  Medicine,  September  1,  1957,  page  26, 
part  2.  Copies  of  the  letter  to  Governor  Harriman 
are  being  forwarded  to  the  various  county  medical 
societies  which  are  sending  copies  of  their  resolutions 
on  this  subject  to  several  State  Departments  as 
well  as  to  this  Board.” 

It  should  be  remembered  that,  in  the  letter  re- 
ferred to  above,  the  following  statement  appeared: 
“The  Commissioner  of  Mental  Hygiene  voices  the 
opinion  that  the  State  should  oppose  any  movement 
for  the  licensing  of  chiropractors,  regardless  of  the 
provisions  which  may  be  written  into  a licensing 
act.  Dr.  Hoch  emphasizes  that  there  is  a certain 
contraindication  in  a State  policy  which,  on  the 
one  hand,  sets  the  highest  standards  of  preprofes- 
sional and  professional  education  in  regard  to  the 
licensing  of  practitioners  of  medicine,  and,  on  the 
other  hand,  considers  the  possibility  of  granting 
licenses  to  practitioners  of  a ‘healing  art’  whose 
educational  background  is  so  inferior.” 

We  kept  well  within  our  budgetary  allotment  of 
$3,000.  Only  $596.40  were  expended,  mainly  for 
antichiropractic  literature. 

We  would  like  to  express  our  gratitude  to  the 
county  medical  societies,  which  actively  participated 
in  the  fight  against  cultism,  and  to  the  Woman’s 
Auxiliary,  which  this  year  continued  its  antichiro- 
practic campaign.  We  are  also  grateful  to  the 
Interdepartmental  Health  Resources  Board  for 
reiterating  its  policy  of  a year  ago. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  20  ( See  206 ) Report  85-M 

Supplementary  to  Report  of  the  Council , Part 
IX,  Ad  Hoc  Committee  to  Consult  with  Inter- 
departmental Health  Resources  Board  Regard- 
ing Proposed  Licensure  of  Medical  Technicians 

To  the  House  of  Delegates , Gentlemen: 

As  previously  announced,  Dr.  I.  Jay  Brightman, 
Executive  Director  of  the  Interdepartmental  Health 
Resources  Board,  and  Dr.  Frank  D.  Carroll,  rep- 
resenting the  ophthalmologists,  conducted  a survey 
to  determine  the  status  of  orthoptic  technicians 
throughout  the  State  of  New  York. 

The  following  report  was  issued  on  February  15, 

1958,  by  the  New  York  State  Interdepartmental 
Health  Resources  Board — the  result  of  the  efforts 
of  Dr.  Brightman,  Dr.  Carroll,  the  Board  Com- 
mittee on  Professional  Personnel  and  Training, 
and  your  Ad  Hoc  Committee. 

Orthoptic  Technicians 
Section  7101  of  the  State  Education  Law, 
which  comes  under  Article  143  entitled  “Optom- 
etry and  Ophthalmic  Dispensing,”  states  that 
“A  person  practices  optometry  within  the  mean- 
ing of  this  article  who,  by  any  means  or  methods, 
other  than  by  the  use  of  drugs,.  . .prescribes, 
provides,  furnishes  or  adapts  lenses,  prisms  or 
ocular  exercises,  also  termed,  orthoptics,  visual 
training  or  vision  training  or  eye  training,  for 


the  aid,  correction,  or  relief  of  the  same,  or  who 
holds  himself  out  as  being  able  to  do  so.” — (As 
amended  L.  1956,  c.  872,  effective  April  20,  1956). 

Section  7110  of  the  above  law  states  that 
“Nothing  in  part  1 of  this  article  shall  be  con- 
strued to  apply  to  duly  licensed  physicians  au- 
thorized to  practice  medicine  under  the  laws 
of  the  State  of  New  York.  . .” 

Thus,  the  practice  of  orthoptic  training  has 
been  defined  by  law  as  coming  within  the  realm 
of  the  license  of  optometrists  and  licensed  physi- 
cians. 

Ophthalmologists  have  always  found  it  useful 
to  employ  orthoptic  technicians  to  assist  them  in 
treating  patients  requiring  ocular  exercises.  To 
establish  standards  which  such  technician  should 
meet  and  to  assure  a high  quality  of  service,  the 
American  Orthoptic  Council  was  formed  in 
1939,  consisting  of  representatives  from  the 
American  Ophthalmological  Society,  the  Section 
of  Ophthalmology  of  the  American  Medical  As- 
sociation, the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  and  the  American 
College  of  Surgeons. 

The  Council  has  been  granting  certificates  to 
orthoptic  technicians  who  meet  their  require- 
ments. The  latter  includes  a basic  course  in 
orthoptics,  which  may  be  the  basic  one  sponsored 
by  the  Council  and  given  at  the  University  of 
Iowa,  or  an  equivalent  course  given  elsewhere, 
plus  ten  months  of  apprenticeship  under  an 
ophthalmologist  or  a certified  technician.  The 
certificates  are  granted  only  after  the  candidates 
have  satisfactorily  passed  three  separate  examina- 
tions, a written  examination  followed  by  a prac- 
tical, and  then  an  oral  examination.  The  candi- 
date must  agree  to  abide  by  a “Code  of  Rules 
governing  deportment  of  orthoptic  technicians,” 
which,  as  revised  in  1955,  includes  the  follow- 
ing: 

1.  The  technician  is  employed  in  a single 
ophthalmologist’s  office  on  a salaried  basis,  works 
under  the  direct  supervision  of  the  ophthalmolo- 
gist ; or 

2.  The  technician  is  employed  by  a specified 
group  of  ophthalmologists  from  whom  she  re- 
ceives cases  and  to  each  of  whom  she  reports. 
Supervision  is  the  responsibility  of  these  ophthal- 
mologists. The  bills  for  services  must  be  sent 
by  the  group  or  by  each  member  of  the  group 
to  his  own  patients,  and  the  technician  shall 
be  paid  a salary;  or 

3.  The  technician  may  be  similarly  employed 
by  a hospital  or  a clinic,  with  supervision  by  an 
ophthalmologist  on  the  clinical  staff,  the  bills 
for  services  to  be  sent  by  the  employer  and  the 
technician  to  be  compensated  by  salary. 

Of  354  orthoptic  technicians  currently  listed 
as  certified  by  the  American  Orthoptic  Council, 
23  are  actively  engaged  in  orthoptics  in  New 
York  State.  Of  this  group,  six  are  employed 
in  hospital  clinics,  three  in  centers  set  up  for 
orthoptics,  three  have  individual  offices  for  re- 
ferrals from  ophthalmologists,  and  the  remainder 
work  in  the  offices  of  ophthalmologists. 

The  question  had  arisen  as  to  whether  these 
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certified  orthoptic  technicians,  and  other  tech- 
nicians who  have  not  been  so  certified,  were 
legally  entitled  to  perform  orthoptic  training  in 
this  State,  in  view  of  the  law  cited  above.  The 
matter  proved  to  be  of  considerable  concern  to 
the  Medical  Society  of  the  State  of  New  York 
and  to  several  of  the  State  departments.  Ac- 
cordingly, a joint  stud}'-  was  undertaken  by  the 
State  Medical  Society  and  the  Interdepartmental 
Health  Resources  Board  to  study  the  extent  and 
nature  of  this  practice  and  to  formulate  recom- 
mendations. The  Medical  Society  appointed  an 
ad  hoc  committee  to  work  with  the  Committee 
on  Professional  Personnel  and  Training  of  the 
Board. 

It  was  first  considered  that  this  joint  com- 
mittee might  explore  the  entire  problem  of 
technical  aides,  and  a meeting  on  June  4,  1957, 
was  devoted  to  the  consideration  of  the  policies 
and  practices  governing  the  employment  of 
such  groups  as  laboratory  technicians  or  medical 
technologists,  x-ray  technicians,  occupational 
therapists,  and  others.  It  was  decided  that,  at 
the  present  time,  there  appeared  to  be  no  particu- 
lar problems  in  these  other  fields  and  that  the 
work  of  the  joint  committee  should  be  confined 
to  the  problem  of  orthoptic  technicians. 

With  the  New  York  State  Ophthalmological  So- 
ciety cooperating,  a questionnaire  was  forwarded 
to  ophthalmologists  throughout  the  State  and 
also  to  hospitals  in  which  ophthalmologic  clinics 
were  conducted.  The  reports  were  forwarded 
to  the  Board  staff  for  analysis. 

The  findings  may  be  briefly  summarized  as 
follows: 

1.  From  about  600  ophthalmologists  can- 
vassed, returns  were  received  from  220.  Of 
these,  119,  or  54.1  per  cent,  indicated  that  they 
either  employ  or  refer  patients  to  orthoptic 
technicians. 

2.  Of  the  119  ophthalmologists  utilizing 
orthoptic  technicians,  19,  or  16  per  cent,  employ 
the  technicians  in  their  own  offices  and  100,  or 
84  per  cent,  refer  the  patients  to  a hospital 
clinic,  to  an  orthoptic  center,  or  to  an  orthoptic 
technician  in  a private  office. 

3.  Of  the  19  ophthalmologists  employing 
orthoptic  technicians  in  their  offices,  12  pay  them 
on  a salary  basis  and  four  on  a fee  basis.  In 
most  instances,  considerable  supervision  was 
given.  Twelve  of  the  employing  ophthalmologists 
stated  that  the  technicians  were  certified  by  the 
American  Orthoptic  Council. 

4.  Of  the  100  ophthalmologists  who  refer 
patients  to  an  outside  orthoptic  technician, 
93  stated  that  the  technicians  used  were  certified. 

After  reviewing  the  above  findings  along  with 
many  other  details  revealed  in  the  statistical 
analysis,  the  Board  committee  consulted  with  the 
counsel  of  the  State  Education  Department. 
Agreement  was  reached  to  the  effect  that  the 
practice  of  an  ophthalmologist,  a group  of  oph- 
thalmologists, or  a hospital  clinic  employing  an 
orthoptic  technician  on  a salary  basis  and  under 
the  direct  supervision  of  an  ophthalmologist,  with 


the  technician  having  no  responsibility  for  the 
exercise  of  professional  judgment  or  discretion, 
was  consistent  with  good  medical  care  and  with 
the  provisions  of  the  medical  and  optometry 
practice  acts;  that  any  deviation  from  these 
arrangements  could  not  be  considered  acceptable, 
and  that  it  was  the  responsibility  of  the  super- 
vising ophthalmologist  to  determine  that  the 
orthoptic  technician  was  adequately  qualified  to 
perform  her  duties. 

As  a result  of  the  above  study,  the  following 
opinion  was  issued  by  Dr.  Charles  A.  Brind,  Jr., 
the  State  Education  Department  Counsel: 
“My  opinion  has  been  requested  with  respect  to 
the  activities  of  orthoptic  technicians.  As  I 
understand  it,  this  refers  to  a system  of  exercises 
for  vision  training  as  used  in  connection  with 
ophthalmology  and  optometry. 

“Section  7101  of  the  Education  Law  which 
defines  the  practice  of  optometry  includes  ocular 
exercises  and  in  1956  this  definition  was  amended 
to  include  in  explanation  the  term  ocular  exer- 
cises “also  termed  orthoptics,  visual  training  or 
vision  training,  or  eye  training.” 

“However  Section  7110  provides  that  the 
provisions  of  Part  I of  the  optometry  article  (which 
includes  Section  7101)  shall  not  be  construed 
to  apply  to  duly  licensed  physicians  authorized 
to  practice  medicine  under  the  law  of  the  State 
of  New  York.  It  is  quite  clear,  therefore,  that 
there  is  no  restriction  on  the  ophthalmologist  in 
using  ocular  exercises  in  his  practice. 

“It  follows  that  nurses  and  technicians  acting 
under  the  immediate  supervision  of  ophthalmolo- 
gists and  optometrists  in  their  offices  or  in  hos- 
pitals, dispensaries  or  clinics  may  carry  out  these 
technics  as  directed  by  the  practitioners  in  cases 
where  there  is  no  exercise  of  professional  judg- 
ment or  discretion  required  on  the  part  of  the 
technician.  Immediate  supervision  would  mean, 
of  course,  that  the  physician  or  optometrist 
must  give  personal  attention  and  direction.  In 
this  situation  no  charge  can  be  made  to  the 
patient  by  the  technician. 

“It  is  clear,  of  course,  that  such  persons  can- 
not legally  act  as  independent  practitioners  since 
they  are  not  licensed  as  physicians  or  optometrists. 
Any  unlicensed  person  holding  himself  out  to 
the  public  to  perform  such  service  would  be 
practicing  medicine  and/or  optometry  illegally.” 
The  Ad  Hoc  Committee  was  composed  of  Drs. 
John  A.  Kalb,  Endicott;  James  I.  Farrell,  Utica; 
Frank  D.  Carroll,  New  York  City;  Hany  P. 
Smith,  New  York  City;  Jerome  S.  Tobis,  New 
York  City;  Frank  J.  Borrelli,  New  York  City, 
and  Henry  I.  Fineberg. 

The  Interdepartmental  Health  Resources  Board 
Committee  on  Professional  Personnel  and  Training 
consisted  of  the  following  people: 

Agency  Members 

Education  Ewald  B.  Nyquist,  Ph.D., 

Deputy  Commissioner 

Health  Granville  W.  Larimore,  M.D., 

Deputy  Commissioner 
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Franklin  B.  Amos,  M.D., 
Director,  Office  of  Pro- 
fessional Training 

Mental  Hygiene  Richard  F.  Binzley,  M.D., 
Assistant  Commissioner 

Social  Welfare  Joseph  H.  Louchhein,  Deputy 
Commissioner  for  Institu- 
tions and  Agencies 
Alonzo  S.  Yerby,  M.D.,  Dep- 
uty Commissioner  for  Med- 
ical Affairs 

The  Ad  Hoc  Committee  was  discharged  on  March 
13. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  21  ( See  195)  Report  58-N 

Supplementary  to  Report  of  the  Council , Part 
VI,  Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  Hospital  and  Professional  Re- 
lations Committee  was  held  March  12,  1958.  The 
first  business  was  the  consideration  of  the  following 
resolutions  referred  to  the  committee  by  the  Council: 

Whereas,  the  University  of  the  State  of  New 
York  is  contemplating  building  and  maintaining 
a hospital  in  connection  with  the  Medical  Center 
downstate  in  Brooklyn;  and 

Whereas,  about  22  million  dollars  will  be  re- 
quested for  the  building  of  this  hospital;  and 
Whereas,  private  patients  will  be  accepted 
for  treatment  in  this  proposed  hospital;  and 
Whereas,  the  State  of  New  York  has  no  legal 
right  to  build  such  a hospital  for  the  care  of  private 
patients,  even  though  limited  in  number;  and 
Whereas,  there  is  no  dearth  of  beds  in  mu- 
nicipal and  voluntary  hospitals  available  to  the 
Medical  College  for  teaching  purposes;  and 
Whereas,  the  staffing  of  this  proposed  hospital 
and  privileges  in  the  hospital  will  be  limited  to 
the  full-time  teaching  staff  and  others  connected 
with  the  Medical  College;  therefore  be  it 

Resolved,  that  the  Medical  Society  of  the  County 
of  Kings  record  its  disapproval  of  the  use  of  State 
funds  for  the  building  of  such  a proposed  hospital 
for  the  care  of  private  patients;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  the  County 
of  Kings  and  the  medical  profession  approve  and 
endorse  a University  Hospital  for  education  and 
research  provided  that  no  payments  to  doctors 
for  private  professional  care  be  permitted;  and 
be  it  further 

Resolved,  that  this  resolution  be  presented  to 
the  Coordinating  Council  and  to  the  Council  of 
the  Medical  Society  of  the  State  of  New  York 
for  their  consideration  and  approval;  and  be  it 
further 

Resolved,  that  this  resolution  be  presented  to 
the  Legislators  of  the  State  of  New  York,  the 
Governor,  the  Board  of  Regents,  and  the  Board 
of  Trustees  of  the  State  University  for  their 
consideration. 


The  committee  recommended  to  the  Council 
approval  of  the  resolution  in  principle  with  the 
exception  of  the  fourth  whereas.  It  was  the  opinion 
of  the  committee,  after  consulting  the  counsel  of 
the  Medical  Society,  that  this  whereas  was  probably 
incorrect.  After  discussion,  this  recommendation 
was  tabled  by  the  Council. 

The  committee  next  considered  further  the  re- 
quest of  Dr.  Edwin  Emma,  chairman  of  the  Com- 
mittee on  Foreign  Graduates  of  the  New  York  State 
Society  of  Anesthesiologists,  referred  to  in  the 
original  report  of  this  committee.  After  communica- 
tion with  Dr.  Maurillo,  of  the  Board  of  Regents, 
and  Dr.  Ezell,  of  the  Education  Department,  it 
was  suggested  that  the  Council  recommend  to 
the  anesthesiologists  that  they  present  to  Dr.  Maur- 
illo and  the  Board  of  Regents  a detailed  curriculum 
for  anesthesia  training  in  hospitals,  providing  a 
broad  training  in  medicine.  It  was  mentioned  that 
Dr.  Maurillo  had  agreed  verbally  to  meet  with  the 
anesthesiologists  to  discuss  such  a curriculum.  The 
Council  approved  this  recommendation  and  the 
secretary,  Dr.  Anderton,  was  directed  to  write 
such  a letter  to  Dr.  Emma. 

The  Hospital  and  Professional  Relations  Com- 
mittee took  part  in  the  joint  meeting  with  the 
Public  Health  and  Education  Committee  and  rep- 
resentatives of  the  New  York  Hospital  Association 
and  the  Department  of  Health  on  April  25.  As  the 
report  of  this  meeting  will  be  in  the  supplementary 
report  of  the  Committee  on  Public  Health  and  Edu- 
cation, there  is  no  need  of  duplicating  that,  at  this 
time. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  22  ( See  160 ) Report  58-0 

Supplementary  to  Report  of  the  Council,  Part 
X,  Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

Your  Council  Committee  on  Industrial  Health 
wishes  to  supplement  its  annual  report  to  the 
House  of  Delegates  in  order  to  make  available  to  it 
additional  information  and  recommendations  for 
careful  consideration. 

The  American  Medical  Association  u Guides  for 
Evaluation  of  Management  and  Union  Health  Cen- 
ters" . — In  the  New  York  City  area,  five  union 
health  centers  and  two  management-sponsored 
medical  departments  have  over  one  million  eligible 
persons  on  their  roster.  There  are  over  50,000 
more  individuals  eligible  for  medical  services  in 
14  other  smaller  union  centers.  Union  centers 
have  shown  evidence  to  expand  to  parts  of  the 
State  other  than  metropolitan  New  York.  The 
Health  Insurance  Plan  reaches  another  500,000 
workers  and  their  dependents.  All  these  plans  and 
centers  do  not  subscribe  to  the  free  choice  of  phy- 
sician principle  to  which  the  Medical  Society  of  the 
State  of  New  York  is  dedicated. 

The  Committee  on  Medical  Care  of  Industrial 
Workers  of  the  American  Medical  Association 
after  much  study  and  consideration  issued  the 
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“Guides  for  the  Evaluation  of  Management  and 
Union  Health  Centers”  which  was  adopted  by  the 
House  of  Delegates  of  the  American  Medical 
Association  in  December,  1957. 

Quoting  from  these  “Guides”.  . .“the  health 
center  is  urged  to  provide  free  choice  of  medical 
service  to  the  patient  it  serves.  When  service 
outside  a specific  center  facility  cannot  be  paid  for 
under  the  terms  of  the  plan,  patients  should  be 
informed  that  they  are  privileged  to  obtain  such 
services  as  they  wish  outside  the  center  at  their 
own  expense. 

“The  Committee  on  Medical  Care  for  Industrial 
Workers  (AMA)  believes  that  the  medical  profes- 
sion and  its  societies  consider  it  proper  (1)  to  formu- 
late effective  measures  for  the  promotion  of  the 
health  and  welfare  of  the  participants  of  both 
management  and  union  health  centers  and  (2)  to 
establish  and  maintain  standards  for  medical  prac- 
tice and  services  in  the  operation  of  both  manage- 
ment and  union  health  centers  by  adopting  reason- 
able rules  and  regulations.” 

Further  quoting  . .“a  spirit  of  cooperation  be- 
tween the  health  center’s  personnel,  other  private 
practitioners  and  the  medical  society  should  exist 
if  the  best  interests  of  the  patient’s  and  of  medicine 
as  a whole  are  to  be  served  effectively.” 

Your  Council  Committee  recommends  that  these 
“Glides”  be  studied  by  the  appropriate  reference 
committee  of  the  House  of  Delegates  and  that  each 
county  medical  society  review  them  with  the  pos- 
sibility of  adopting  the  basic  principles  involved. 

Standards  for  Union  Health  Centers  under  New 
York  State  Department  of  Social  Welfare  Super- 
vision.— It  has  previously  been  indicated  in  the 
main  body  of  the  annual  report  of  the  Council 
Committee  on  Industrial  Health  (page  1134) 
that  the  New  York  State  Department  of  Social 
Welfare  utilize  its  influence  to  include  in  all  legis- 
lative proposals  for  any  union  health  center,  the 
free  choice  of  physician  principle  and  that  local 
county  medical  societies  be  utilized  by  these  new 
centers  on  an  advisory  basis.  On  May  1,  1958,  the 
New  York  State  Department  of  Social  Welfare 
indicated  that  they  cannot  legally  mandate  the 
recommendations  of  the  Medical  Society  of  the 
State  of  New  York,  but  suggested  that  the  Medical 
Society  should  take  the  initiative  by  approaching 
the  attainment  of  these  qualifications  through  legis- 
lative action,  on  its  own  behalf.  In  fact,  it  was 
pointed  out  that  the  legislative  act  that  enabled  the 
incorporation  of  a union  medical  center  in  New 
York  included  the  following  paragraph: 

“A  medical-dental  advisory  council,  consisting 
of  ten  physicians  and  six  dentists  duly  licensed  to 
practice  in  the  State  of  New  York,  is  hereby  es- 
tablished. The  physicians  shall  be  acceptable  to 
the  Medical  Society  of  the  State  of  New  York,  and 
the  dentists  shall  be  acceptable  to  the  Dental  Society 
of  the  State  of  New  York.  They  shall  be  respon- 
sible for  the  implementation  of  medical  and  dental 
policy,  respectively,  governing  the  operation  of  the 
health  center.” 

It  is  therefore  recommended  that  legislative 
action  be  taken  in  any  future  enabling  act  for  union 


health  centers  to  make  provision  for  a similar  ad- 
visory council.  And  that  in  addition  the  eligible 
member  or  dependent  be  given  the  choice  of  re- 
ceiving medical  service  from  such  union  health 
centers  or  the  privilege  of  seeking  services  elsewhere 
though  it  may  be  at  the  member’s  own  expense. 

Respectfully  submitted, 

Peter  J.  Di  Natale,  M.D.,  Chairman 

Section  23  ( See  154)  Report  58-P 

Supplementary  to  Report  of  the  Council , Part 
X , Workmen's  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  Disability  Benefits  Law  has  been  amended, 
effective  July  1,  1958,  which  in  summary  reads  as 
follows:  “Whenever  his  attendance  at  a hearing 

before  the  Board  or  its  referees  is  required,  the 
attending  physician  of  the  disabled  employee  shall 
be  entitled  to  receive  a fee  from  the  carrier  or  the 
fund  established  under  Section  214,  in  an  amount 
as  directed  and  fixed  by  the  board,  or  its  referees, 
and  such  fee  shall  be  in  addition  to  the  fee  payable 
under  subdivision  one  of  this  section.” 

Physicians  attending  these  hearings  are  therefore 
entitled  to  receive  reimbursement  for  the  time  lost 
in  giving  the  testimony  in  a similar  manner  that 
they  are  reimbursed  when  they  testify  in  work- 
men’s compensation  cases.  The  fee  they  are  per- 
mitted by  the  referee  is  an  equivalent  to  that 
given  to  physicians  testifying  in  workmen’s  com- 
pensation cases.  This  fee  is  in  addition  to  the  usual 
subpoena  fee  permitted  under  the  Civil  Practice 
Act. 

It  is  therefore  suggested  that  whenever  physicians 
attend  such  hearings  after  July  1,  1958,  that  the 
referee  be  reminded  of  this  amendment  to  the 
Disability  Benefits  Law  if  the  physician  in  attend- 
ance feels  that  it  is  necessary. 

Respectfully  submitted, 

Gerald  D,  Dorman,  M.D.,  Chairman 

Section  24 

Introduction  of  New  Members 

Speaker  Williams:  At  this  time  it  gives  me 
pleasure  to  welcome  to  the  House  for  the  first  time 
the  new  delegates.  Our  usual  custom  is  for  me  to 
read  the  list,  the  man  stand  up  as  his  name  is  called, 
and  after  I read  the  last  one  we  will  give  them  one 
round  of  applause.  This  saves  time. 

Bronx,  Herbert  G.  Cohen,  Jerome  B.  Flynn. 

Broome,  Jason  K.  Moyer. 

Chautauqua,  Herbert  A.  Laughlin. 

Chemung,  Sewn  L.  Larson. 

Chenango,  Thomas  Flanagan. 

Erie,  Matthew  L.  Garden,  Robert  A.  Kaiser, 
Clarence  A.  Straubinger. 

Fulton,  Joseph  J.  Thompson. 

Kings,  Warren  A.  Lapp. 

Livingston,  Melville  A.  Hare. 

Monroe,  Michael  J.  Crino,  Merle  D.  Evans, 
Charles  R.  Mathews,  Lynn  Rumbold,  James  M. 
Stewart. 
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Montogomery,  Max  L.  Dreyfuss. 

Nassau,  Maurice  B.  Berger. 

New  York,  Michael  C.  Armao,  William  A.  Cooper, 
Carl  Goldmark,  Jr.,  Julia  V.  Lichtenstein,  John  R. 
Murphy. 

Niagara,  Joseph  D’Errico. 

Oneida,  Anthony  G.  Jarosewicz. 

Queens,  Louis  J.  Morse. 

Rensselaer,  Leo  S.  Weinstein. 

Richmond,  Cyril  M.  Levin. 

Schenectady,  Edmund  D.  Colby. 

Suffolk,  Earl  W.  Douglas,  Robert  W.  Unangst. 
Tioga,  John  H.  Jakes. 

Westchester,  Arthur  H.  Diedrick,  James  M.  Jones. 
Yates,  John  A.  Hatch. 

The  sections:  General  Practice,  Royal  H.  Davis; 
I Medicine,  Arnold  W.  Pohl;  Ophthalmology,  James 

I.  Farrell;  Otolaryngology,  Stanley  L.  Edmunds; 

| Urology,  E.  Craig  Coats. 

The  district  delegates:  Second  District,  Arthur  E. 
Corwith;  Fourth  District,  Roman  R.  Violyn; 
Seventh  District,  William  L.  Dorr. 

Gentlemen,  it  gives  me  great  pleasure  to  welcome 
you  to  the  House.  I wish  the  members  would 
welcome  them. 

{Applause) 

Section  25 

Suggestions  for  Delegates  to  Annual  Meeting 

Speaker  Williams:  In  your  folders  for  the  new 

delegates — I am  sure  the  old  veterans,  the  war 
horses  of  the  House,  don’t  need  the  direction  sheet — 
you  will  find  several  mimeographed  pages,  which 
give  you  some  idea  how  the  House  operates,  how 
you  get  things  done;  as  to  the  location  where  the 

(reference  committees  meet,  we  usually  hold  them  in 
the  Penn  Top,  the  north  end  of  this  room,  the  Sky  top, 
and  the  Schuyler  Room,  but  they  will  be  posted  not 
only  as  to  where  they  will  be  but  also  the  time  they 
will  be  held.  I surely  would  want  every  chairman 
of  every  reference  committee  to  post  where  his 
committee  is  meeting  and  when. 

i Suggestions  for  Delegates  to  Annual  Meeting 

OF  THE 

Medical  Society  of  the  State  of  New  York 

I.  Present  credentials  to  Credentials  Committee, 
which  will  be  found  at  tables  outside  the  meeting 
place  for  the  House.  These  credentials  must  certify 
your  election  or  appointment  and  should  be  signed 
by  the  president  and  secretary  of  your  constituent 
county  society.  Your  registration  card  will  be 
prepared  in  advance,  so  there  will  be  a minimum  of 
delay. 

II.  As  soon  as  you  are  certified,  you  will  be 
given  your  badge  as  a delegate,  a folder  which  will 
contain  a copy  of  the  program  of  the  entire  meeting, 
a copy  of  the  Constitution  and  Bylaws,  reprints  of 
annual  reports,  mimeograph  copies  of  all  resolutions 
which  had  been  forwarded  to  the  secretary  previous 
to  the  opening  of  the  House,  and  copies  of  any  supple- 
mentary reports. 

III.  This  year  the  seating  in  the  House  will  be 
arranged  on  the  basis  of  districts,  so  you  may  sit 


with  your  own  colleagues  or  with  those  of  counties 
in  your  own  district. 

IV.  The  general  order  of  business  at  all  sessions 
of  the  House  of  Delegates  will  be  as  found  in  the 
Bylaws. 

V.  Reference  Committees. — A total  of  18  refer- 
ence committees  have  been  appointed  by  the 
Speaker.  There  is  a chairman  and  four  other 
delegates  to  serve  with  him.  These  committees 
will  begin  meetings  after  the  close  of  the  first 
session  of  the  House  and  will  consider  matters 
referred  to  them  by  the  Speaker.  These  matters 
all  result  from  resolutions,  which  have  already  been 
sent  in,  or  will  be  introduced  primarily  during  the 
first  session  of  the  House.  The  committees  also 
consider  reports  of  officers,  Trustees,  Council,  and 
special  committees  that  have  previously  been  pre- 
pared, etc.  Free  discussion  by  any  member  of  the 
State  Society  is  in  order  before”  the  reference  com- 
mittee on  any  topic  it  is  cons  dering.  When  the 
committee  has  come  to  a decision  as  to  the  char- 
acter of  its  report  to  the  House,  this  report  is  pre- 
pared by  typists  who  are  available.  They  are  re- 
quired to  be  signed  by  the  chairman  and  all  members 
of  the  committee  before  each  can  be  brought  to  the 
attention  of  the  Speaker  for  presentation  to  the 
House.  At  that  time  discussion  is  allowed  from  the 
floor.  It  is  important  that  these  reports  be  com- 
pleted as  soon  as  possible  and  the  Speaker  notified 
that  they  are  ready  for  presentation.  Chairmen 
take  a seat  in  “ready”  chair  to  right  of  Speaker. 

IV.  If  you  have  a resolution  to  introduce,  and 
advance  information  has  not  been  sent  on  it,  Miss 
Lewis  should  be  notified  of  this  as  soon  as  possible. 
It  will  be  assigned  a number  and  mimeographed  for 
distribution  to  the  delegates.  If  you  are  in  doubt  as 
to  the  proper  construction  of  a resolution,  there  are 
people  available  to  help  you  and  you  will  be  directed 
to  one  of  them.  Be  sure  that  your  resolution  has  a 
title  and  the  “Resolved”  is  so  written  that  it  applies 
to  action  by  the  Medical  Society  of  the  State  of  New 
York. 

VII.  If  you  want  the  floor. — If  you  wish  to  speak 
during  a meeting  of  the  House,  and  you  have  been 
recognized  by  the  Speaker,  go  to  the  nearest  micro- 
phone and  identify  yourself  each  time  by  giving  your 
name  and  county,  district,  or  section  which  you 
represent.  This  procedure  enables  the  stenotypist 
to  make  accurate  transcriptions  of  the  House  pro- 
ceedings. 

VIII.  About  voting. — When  the  Speaker  calls  for 
a standing  vote  or  a show  of  hands,  tellers  assigned 
by  him  will  be  asked  to  make  the  count.  Please, 
therefore,  keep  your  hand  up  or  remain  standing 
until  you  are  sure  that  the  teller  has  completed  his 
count. 

IX.  Voting. — Most  voting  will  be  by  voice,  show 
of  hands,  or  standing.  Election  of  officers  will  be  by 
special  ballots  which  will  be  distributed,  and  only 
these  official  ballots  may  be  cast.  The  roll  call  will 
then  be  made  by  the  assistant  secretary,  starting  with 
the  officers,  district  representatives,  section  repre- 
sentatives, and  delegates  by  county.  Each  delegate 
will  deposit  his  own  ballot  in  the  ballot  box.  After 
the  ballot  is  closed,  the  tellers  will  retire  for  counting 
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and  the  business  of  the  House  will  continue.  The 
chairman  of  the  tellers  will  report  to  the  Speaker, 
who  will  announce  the  results  to  the  House. 

X.  Time  of  election. — Elections  are  held  on 
Wednesday  morning  and  it  is  usually  anticipated  the 
session  will  be  completed  by  noon  that  day.  This 
may  be  delayed,  depending  upon  the  extent  of  busi- 
ness that  comes  before  the  House. 

XI.  Suggestions. — 1.  Read  carefully  the  Con- 
stitution and  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York. 

2.  Review  reports  in  the  Journal,  copies  of 
which  will  be  distributed,  containing  the  actions 
of  the  House  at  the  last  meeting. 

3.  Familiarize  yourself  with  all  resolutions,  pro- 
posals, or  policies  which  your  constituent  county 
society  plans  to  have  presented  to  the  House  at  the 
next  session. 

4.  If,  as  an  individual  delegate,  you  intend  to 
introduce  a resolution  of  your  own,  prepare  it  well 
ahead  of  time  and  send  a copy  to  headquarters  for 
mimeographing  and  advance  publication. 

XII.  Rules  of  Order. — Robert’s  Rules  of  Order, 
Revised. 

XIII.  Suggestions  to  chairmen  of  reference  com- 
mittees.— 1.  Organize  committee  and  decide  in 
which  order  the  committee  will  consider  matters  re- 
ferred to  it. 

2.  Committee  meetings  should  be  held  at  the 
time  and  in  the  room  assigned.  The  notice  of  loca- 
tions of  the  meetings  of  reference  committees  will 
be  posted  as  wrell  as  by  announcements  by  the 
Speaker. 

3.  Any  member  of  the  Society  may  be  heard  at  a 
reference  committee. 

4.  The  committee  may,  at  the  chairman’s  dis- 
cretion, go  into  executive  session  for  the  purpose  of 
hearing  any  individual  or  group  of  individuals. 

5.  Members  of  the  headquarters  staff,  officers, 
Council  members,  Trustees,  etc.,  will  be  available  for 
information  or  help. 

6.  Officers,  etc.,  may  be  requested  to  appear  be- 
fore a committee  if  it  is  felt  that  their  help  would 
provide  better  information,  etc. 

7.  If  any  matters  referred  to  your  committee  do 
not  seem  properly  to  belong  to  your  committee, 
do  not  make  any  re-referrals  yourself.  Advise  the 
Speaker  or  the  Vice-Speaker,  who  wall  make  de- 
cisions as  to  re-referrals.  This  must  be  done  in  order 
that  all  records  are  kept  in  proper  order. 

8.  Preparation  of  reference  committee  reports: 

The  report  of  your  committee  should  be  prepared  in 
executive  session.  Four  copies  of  the  reference 
committee  reports  must  be  presented  at  the  time  the 
report  is  presented  in  the  House.  All  reports  com- 
ing to  the  House  from  a reference  committee  must 
be  signed  in  one  of  the  three  following  ways:  (a) 

by  all  members  of  the  committee  if  the  report  is 
unanimous,  (5)  by  those  members  agreeing  to  a ma- 
jority report  if  opinion  is  divided,  or  (c)  by  one  or  two 
members  who  may  wish  to  make  a minority  report 
if  they  disagree  with  the  majority. 

9.  The  Speaker  would  appreciate  a written  re- 
port on  members  of  your  committee  and  other 
evaluating  opinions  after  the  session  is  over.  This 
information  will  be  confidential  and  is  for  his  help 


and  guidance  at  future  sessions.  Please  hand  or 
mail  this  to  the  Speaker  as  soon  as  possible  after  the 
House  adjourns. 

Section  26  ( See  138 ) 

Supplementary  Report  of  the  President 

Speaker  Williams:  Gentlemen,  it  gives  me  a 

great  deal  of  pleasure  to  introduce  to  you  once  more 
our  president,  Dr.  Thurman  B.  Givan. 

Dr.  Thurman  B.  Givan:  Mr.  Speaker,  members 

of  the  House  of  Delegates,  and  friends,  this  morning 
I come  before  you  to  report  to  you  as  your  president 
for  the  last  time.  Before  submitting  it,  which  is 
merely  supplementary  to  the  main  report  published 
in  the  April  1 issue  of  our  Journal,  I should  like  to 
repeat  my  gratitude  to  you  for  the  great  honor  you 
conferred  upon  me  in  electing  me  your  president. 
I also  should  like  once  again  to  express  my  deep 
thanks  to  everyone  in  our  State  Society  who  made 
it  possible  for  me  to  carry  out  the  duties  of  my 
office  and  to  enjoy  one  of  the  finest  experiences  of 
my  life. 

With  these  brief  comments  I shall  now  turn  to 
some  points  which  I feel  should  be  brought  to  your 
attention  at  this  time. 

New  Headquarters. — As  you  know  by  this  time, 
our  State  Society  has  signed  a lease  to  move  from 
our  old  quarters  on  Fourth  Avenue  to  a new, 
modern,  airconditioned  building  at  750  Third  Ave- 
nue, between  46th  and  47th  Streets,  here  in  Man- 
hattan. This  location  wras  selected  after  months  of 
careful  investigation  and  planning.  Over  the  past 
several  years  many  locations  have  been  looked  into, 
but  none  were  suitable  for  our  needs  until  the  750 
location  was  found. 

Although  everything  seemed  to  be  in  fine  order 
when  we  first  arranged  to  take  the  new  place,  as  often 
is  the  case  several  complications  took  place.  I can 
now  report  that  all  these  complications  have  been 
resolved  and  that  everything  is  in  good  order. 
I am  certain  that  you  as  delegates  to  the  State 
Society  and  that  all  our  members  will  be  proud  of 
our  new  home.  I am  also  equally  certain  that  our 
employes  will  be  much  more  contented  in  their  new 
home  and  will  be  moved  to  do  even  better  work 
than  the  fine  work  they  have  been  doing  for  the 
State  Medical  Society.  I extend  to  you  and 
through  you  to  all  the  members  of  our  State  Society 
an  invitation  to  visit  us  at  750  Third  Avenue.  It  is 
hoped  that  moving  day  will  be  July  1 or  a few  days 
before. 

I think  it  is  only  fitting  and  proper  that  we 
give  a vote  of  thanks  to  all  who  worked  not  only  on 
the  committee  that  ultimately  found  our  new  head- 
quarters but  to  all  who  labored  so  faithfully  in  the 
past.  I would  be  remiss,  however,  if  I did  not  single 
out  for  special  commendation  the  chairman  of  the 
committee  responsible  for  selecting  750  Third 
Avenue.  I feel  that  it  was  Dr.  Walter  W.  Mott’s  un- 
wavering determination  that  the  job  of  finding  a new 
home  be  completed  in  1958  which  led  to  the  Council’s 
decision  to  move.  Our  heartfelt  thanks  go  to  Dr. 
Mott. 

Committees. — Last  May  when  I talked  to  you  I 
promised  that  there  would  be  plenty  of  activity  in 
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the  committees  during  the  year.  Now  I can  assure 
you  that  they  have  worked  hard  almost  without 
exception.  Except  when  there  was  overlapping  of 
time  of  meetings  I have  met  with  most  of  the  com- 
mittees and  watched  them  work.  They  have  accom- 
plished a great  deal,  and  if  everything  they  set  out 
to  do  has  not  been  brought  to  satisfactory  fruition, 
it  was  not  because  of  lack  of  effort  or  sincerity  on 
their  part. 

Legislation. — Although  a special  report  will  be 
made  to  you  by  the  chairman  of  the  Council  Com- 
mittee on  Legislation,  I should  like  to  comment 
briefly  on  the  accomplishments  of  the  committee 
and  to  compliment  its  chairman  and  the  executive 
officer  for  a job  well  done.  You  asked  that  this 
committee  be  enlarged.  . This  was  done  and  nearly 
all  were  present  at  each  meeting  of  the  committee. 

During  the  last  session  of  the  State  Legislature, 
two  very  important  bills,  which  we  in  the  State 
Society  actively  sponsored,  passed  both  the  Senate 
and  the  Assembly  and  ultimately  were  signed  by 
Governor  Harriman.  One  of  these  bills  was  the 
Blood  Alcohol  Test  bill  providing  that  no  physician 
shall  be  sued  or  held  liable  by  an  individual  for  any 
act  done  or  omitted  in  the  course  of  withdrawing 
blood  at  the  request  of  a police  officer  pursuant  to  the 
terms  of  the  law.  The  other  new  law  changed  the 
disability  law  to  provide  that  when  attendance  at  a 
hearing  is  required,  the  physician  of  an  injured  em- 
ploye may  receive  a fee  from  the  carrier  or  the  fund, 
an  amount  to  be  fixed  by  the  Workmen’s  Compensa- 
tion Board. 

I know  that  you  will  be  pleased  to  learn  that  not 
one  of  the  proposed  laws  which  we  actively  opposed 
was  enacted  into  law.  Among  the  proposed  laws 
that  went  down  to  defeat  were  the  Peterson-Butler 
bill  providing  for  the  licensing  of  chiropractors  and 
the  McCullough-Lerner  bill  which  would  have 
exempted  chiropractors  from  jury  duty. 

Our  new  policy  of  concentrating  our  efforts  on  a 
few  major  bills  rather  than  wasting  our  ammuni- 
tion on  a score  of  proposed  laws  proved  very 
successful  during  the  past  year.  The  fact  that  the 
results  of  our  efforts  during  the  1958  session  of  the 
State  Legislature  showed  considerable  improvement 
over  those  of  last  year  clearly  indicates  that  we 
should  follow  a similar  policy  next  year. 

Public  Health  and  Education. — Since  my  main 
report  was  submitted  to  the  House,  the  Coimcil 
Committee  on  Public  Health  and  Education  has  con- 
tinued its  many  activities  with  considerable  success. 
Through  the  efforts  of  this  committee,  your  presi- 
dent joined  with  the  State  Health  Commissioner, 
Dr.  Herman  E.  Hilleboe,  in  making  joint  appeals 
to  the  physicians  of  the  State  in  regard  to  several 
important  medical  matters.  Among  these  were  the 
joint  appeals  by  way  of  a letter  to  all  physicians, 
addressed  to  county  society  presidents  and  secre- 
taries, urging  them  to  cooperate  with  the  State 
Health  Department’s  water  pollution  control  pro- 
grams. On  another  occasion,  the  Subcommittee  on 
Accident  Prevention  drew  up  and  submitted  for  the 
approval  of  the  Council  specific  recommendations 
concerning  the  visual  requirements  and  methods  of 
examination  for  applicants  for  drivers  licenses  to 


the  State  Commissioner  of  Motor  Vehicles,  Mr. 
Joseph  P.  Kelly. 

I merely  refer  to  these  incidents  to  show  that  this 
committee  today  is  more  active  than  it  has  ever  been 
before  in  its  history.  We  are  grateful  to  its  chair- 
man, Dr.  Norman  S.  Moore,  Commissioner  Hilleboe, 
Commissioner  Kelly,  and  all  others  who  have  been 
working  together  in  the  interest  of  the  people  and  the 
medical  profession.  We  hope  they  will  continue 
their  fine  work  in  the  future.  I might  say  paren- 
thetically that  one  sign  of  what  I thought  was  close 
cooperation  between  Commissioner  Kelly  and  this 
State  Medical  Society  is  that  he  gave  me  M.D.  1 last 
year  as  setting  a precedent,  which  will  continue,  he 
said,  for  presidents  of  the  State  Society.  Dr. 
Gibson  has  it  already. 

Industrial  Health. — Mail}'  matters  of  importance 
have  come  before  the  Committee  on  Industrial 
Health  during  this  year.  In  my  annual  report  to  the 
House,  for  example,  I referred  to  the  fact  that  a sur- 
vey of  inplant  medical  facilities  had  been  under- 
taken by  the  State  Society  and  the  Commerce  and 
Industry  Association  of  New  York.  I am  pleased 
to  report  that  both  groups  feel  that  the  results  ob- 
tained were  most  gratifying. 

At  its  February  meeting,  the  Council  voted  to  pre- 
sent the  State  Society’s  first  award  in  industrial  health 
to  the  New  York  University  Institute  of  Industrial 
Medicine  for  its  efforts  in  advancing  the  principle  of 
industrial  medicine.  A plaque  commemorating  this 
honor  will  be  presented  to  representatives  of  New 
York  University  this  morning  before  this  House. 
This  award  is  an  outcome  of  the  activities  of  our 
new  Bureau  of  Industrial  Health  and  Workmen’s 
Compensation  and  the  Council  Committee  on  In- 
dustrial Health. 

In  my  original  report  to  you,  I referred  to  the 
growing  interest  on  the  part  of  unions  in  the  medical 
care  of  their  membership.  Labor  is  striving  in  this 
State  to  get  a toe  hold  in  the  field  of  medicine.  Posi- 
tive legislation  has  been  passed  to  allow  certain  seg- 
ments to  set  up  clinics  for  the  workmen  and  their 
families.  Some  of  these  clinics  are  already  in  opera- 
tion; more  are  to  come. 

In  order  that  we  as  physicians  might  keep  abreast 
of  developments  in  this  comparatively  new  field  and 
be  prepared  to  meet  any  situations  that  might  arise, 
I appointed  a special  ad  hoc  committee  on  labor 
unions  in  accordance  with  the  recommendation  of 
the  Council.  This  committee  has  held  meetings  and 
is  becoming  a definite  watchdog  over  all  matters  in 
which  medicine  has  a stake  in  the  field  of  industrial 
health. 

Dr.  Peter  J.  Di  Natale,  chairman  of  the  Industrial 
Health  Committee,  Dr.  Joseph  A.  Lane,  chairman  of 
the  ad  hoc  committee,  and  the  members  of  both  their 
committees  as  well  as  Dr.  Anthony  A.  Mira,  director 
of  the  Bureau  of  Industrial  Health  and  Workmen’s 
Compensation,  deserve  praise  from  all  of  us  for 
their  work. 

Workmen's  Compensation. — As  previously  re- 
ported, the  fee  schedule  has  been  submitted 
to  the  Workmen’s  Compensation  Board.  As  you 
remember,  each  county  medical  society  president  was 
asked  to  obtain  a review  of  the  schedule  by  those 
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interested  at  the  local  level.  This  was  done  and  I 
resubmitted  the  schedule  to  Miss  Angela  Parisi, 
chairman  of  the  Workmen’s  Compensation  Board. 
Dr.  Gerald  D.  Dorman,  chairman  of  the  Council 
Committee  on  Workmen’s  Compensation,  told  me 
yesterday  that  he  had  a call  from  Miss  Parisi,  stating 
that  hopes  at  present  are  dim  for  early  presenta- 
tion. He  will  no  doubt  report  to  you  in  more  detail. 

Economics. — The  Council  Committee  on  Eco- 
nomics has  a great  many  important  problems  pre- 
sented to  it  each  month.  These  problems  entail 
much  detail  work  which  is  time-consuming  and 
often  of  a controversial  nature.  Dr.  John  C.  Mc- 
Clintock,  chairman,  and  the  other  members  of  his 
committee  handle  this  job  with  fairness  and  without 
an  ounce  of  prejudice.  Of  course  they  have  Medi- 
care also  on  their  shoulders.  Comments  on  the 
way  it  is  handled  have  been  asked  for  by  them  from 
each  of  the  county  societies  in  the  State.  I assure 
you  they  have  exceeded  their  limits  in  attempting 
to  meet  their  critics.  I believe  that  few  realize  the 
herculean  task  that  handling  Medicare  entails. 
Please  remember  it  came  upon  us  suddenly.  Much 
has  been  accomplished  during  this  past  year  to 
iron  out  the  many  difficulties.  Many  ask,  “Why  did 
we  engage  in  this  undertaking?”  Well,  we  did  not 
pass  the  law  in  Washington.  However,  since  it  is  a 
law  of  the  land,  to  my  way  of  thinking,  it  is  excellent 
public  relations  for  the  physicians  of  this  State  to  do 
their  part  in  implementing  the  program.  I still  feel 
that  the  committee  welcomes  criticisms  from  various 
counties,  if  they  have  a real  gripe.  I call  to  your 
attention  the  fact  that  the  time  soon  will  be  at  hand 
for  our  Society  to  renegotiate  the  contract  concerning 
Medicare  with  the  United  States  Government. 
These  renegotiation  procedures  are  scheduled  to  take 
place  on  July  17  and  18  of  this  year.  For  the  pur- 
pose of  carrying  on  these  negotiations,  the  Council 
has  approved  the  recommendation  that  the  president, 
the  secretary,  the  chairman  of  the  Economics  Com- 
mittee, the  administrative  officer  of  Medicare,  and 
legal  counsel  be  empowered  to  work  with  the 
government. 

Blood  Banks. — I shall  not  attempt  to  go  into  the 
matter  of  the  Blood  Banks  Association  in  detail  at 
this  time,  since  reports  directly  from  the  Blood 
Banks  Commission  will  bring  you  up  to  date.  It  is 
encouraging  to  note,  however,  that  several  states 
including  Pennsylvania,  New  Jersey,  Delaware, 
Maryland,  and  West  Virginia  are  reported  to  be 
organizing  blood  banks  associations  which  will  help 
to  support  the  North  East  District  Clearing  House. 

New  York  State  Journal  of  Medicine. — Dr. 
Redway  is  still  going  strong,  but  I want  you  to 
know  of  the  addition  on  April  1,  1958,  of  Dr.  William 
Hammond,  of  Scarsdale,  who  assumed  the  duties  of 
assistant  editor  of  the  New  York  State  Journal  of 
Medicine  on  a part-time  paid  basis.  The  Council 
took  the  action  of  appointing  a paid  part-time  assist- 
ant editor  because  it  felt  it  was  important  to  have 
someone  available  in  the  event  that  the  editor  should 
be  incapacitated  or  for  any  other  reason  could  not 
fulfill  the  duties  of  his  office.  The  addition  of  Dr. 
Hammond  to  the  staff  of  the  Journal,  we  are  sure, 
will  not  only  help  us  to  meet  any  emergency  that 


might  arise  but  will  add  to  the  strength  of  the 
editorial  staff  so  that  in  the  future  we  may  put  out 
even  better  journals  than  the  excellent  publication 
we  have  in  the  past. 

Public  Relations. — At  its  last  meeting,  this  House 
approved  “Standards  of  Practice  for  Doctors  and 
Lawyers,”  which,  as  I reported  to  you,  have  been 
promulgated  and  have  been  received  with  a great 
deal  of  interest  by  both  the  medical  and  the  legal 
professions.  Since  my  report,  there  has  been  an- 
other meeting  of  our  committee  and  the  committee 
of  the  Bar  Association  to  re-evaluate  and  reaffirm 
the  Standards.  I am  happy  to  report  no  changes 
were  made  in  the  original  version. 

I should  like  to  point  out,  however,  that  both 
committees  felt  that  while  a great  deal  had  been 
accomplished  there  was  room  for  improvement. 
As  a result,  a campaign  has  been  launched  to  try  to 
have  every  county  medical  society  in  the  State 
implement  these  Standards  at  the  local  level  and, 
where  feasible,  to  establish  a joint  committee  with 
the  local  bar  association  to  consider  mutual  problems. 
I call  this  matter  to  your  attention  so  that  when 
you  go  back  to  your  local  societies  you  will  do  what- 
ever you  can  to  encourage  your  officials  to  implement 
these  Standards  wherever  possible. 

1958  Reorganization  Survey. — Since  the  last  meet- 
ing of  this  House,  the  Council,  after  much  delibera- 
tion, decided  that  it  would  be  in  the  best  interests  of 
our  State  Society  to  have  a survey  made  of  our  organ- 
izational operations  which,  in  its  opinion,  were  badly 
in  need  of  revision.  As  a result,  a firm  of  experts, 
Rogers,  Slade  and  Hill,  was  engaged  to  review  the 
entire  makeup  of  our  administrative  organization. 

A great  deal  of  time  has  been  spent  in  making  this 
survey  during  the  last  several  months.  Mr. 
Roscoe  C.  Edlund,  representative  of  the  organiza- 
tion making  the  survey,  has  conducted  a great  many 
interviews  with  employes  and  State  Society  and 
county  society  officials.  He  has  met  frequently 
with  an  ad  hoc  committee  which  I appointed  with 
the  approval  of  the  Council.  This  committee,  of 
which  Dr.  John  J.  Masterson  is  chairman  and  Dr. 
Renato  J.  Azzari  and  Dr.  Philip  Allen  are  members, 
has  spent  many  hours  in  consultation  with  Mr. 
Edlund. 

The  work  of  surveying  our  Society  has  turned  out 
to  be  a herculean  task,  not  only  in  regard  to  con- 
sultations but  in  time  expended.  This  is  the  reason 
why  the  report  of  Rogers,  Slade  and  Hill  was  of 
necessity  sent  to  you  only  about  two  weeks  ago.  I 
hope  that  each  of  you  have  had  an  opportunity  to 
go  over  this  report  and  give  it  your  very  careful  con- 
sideration. 

In  order  to  present  properly  its  views  on  this  re- 
port, which  it  had  ordered,  the  Council  held  a special 
meeting  yesterday  afternoon.  As  a result  of  this 
meeting,  resolutions  pertaining  to  the  report  will  be 
presented  to  the  House  at  the  proper  time. 

So  much  for  my  supplementary  report.  Now  it  is 
time  to  take  my  leave.  In  doing  so,  I wish  you  well 
in  your  deliberations.  I hope,  too,  that  the  actions 
you  take  in  the  next  few  days  will  advance  not  only 
the  science  and  art  of  medicine  but  the  welfare  of 
the  people  of  this  State.  ( Applause ) 
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Section  27  ( See  189 ) 

Report  of  the  President-Elect 

Speaker  W illiams  : The  next  man  that  I wish  to 

introduce  is  a man  you  all  know  well,  who  served 
long  and  diligently  in  the  House  and  on  the  Council. 
I introduce  to  you  your  president-elect,  Dr.  Leo 
Gibson. 

Will  Dr.  Hughes  and  Dr.  Pelow  escort  Dr. 
Gibson  to  the  platform? 

...Drs.  Edward  C.  Hughes  and  William  E. 
Pelow  escorted  President-Elect  Gibson  to  the  dais 
amid  applause.  . . 

President-Elect  Gibson:  Members  of  the 

House  of  Delegates  and  guests,  this  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
Y ork  has  conferred  upon  me  a great  honor.  F or  this 
honor  I am  deeply  grateful.  I shall  do  my  best  to 
discharge  the  responsibilities  delegated  to  me  by  one 
of  the  largest  medical  societies  in  the  world. 

The  privilege  of  being  your  president  affords  me 
an  eminent  opportunity  to  repay  some  of  the  in- 
debtedness which  I owe  to  the  profession  of  medicine. 
My  debt  to  medicine  is  a big  one.  I shall  endeavor 
to  perpetuate  the  principles  established  by  the  long 
line  of  distinguished  physicians  who  have  served  this 
Society  so  well  over  the  last  one  hundred  and 
fifty  years. 

My  predecessors  have  been  competent  and 
diligent  men,  physicians  who  in  many  instances 
have  given  more  time  and  effort  to  organized 
medicine  than  they  could  well  afford.  Many  of 
these  servants  of  medicine  have  devoted  their  entire 
professional  lives  to  the  solution  of  the  many  prob- 
lems affecting  the  best  medical  care  for  the  public. 
Others  who  have  not  held  high  office  have  been 
equally  indispensable.  While  criticism  has  at  times 
been  directed  at  their  activities,  most  of  the  problems 
pertaining  to  the  health  of  the  people  have  been 
solved  to  provide  the  most  benefits  to  the  entire 
population. 

These  are  days  of  change  and  challenge.  In  the 
total  drift  of  our  times  away  from  the  days  of  rugged 
individualism  toward  centralization  of  government, 
and  activity  for  the  masses  rather  than  for  the  in- 
dividual, there  is  not  much  doubt  that  far-reaching 
changes  are  taking  place.  The  tribe  is  what  matters, 
not  the  individual  member  of  the  tribe. 

At  present  there  are  two  professions  which  are  in 
theory  committed  to  the  vindication  of  the  worth  of 
the  individual,  namely,  the  ministry  and  medicine. 
Dean  Sperry  of  the  Harvard  Divinity  School  has 
written:  “The  case  for  the  worth  of  the  individual, 
whether  in  theory  or  practice,  is  best  made  or 
patently  lost  in  the  field  of  medicine.” 

Dr.  A.  C.  Ivey,  in  his  article  entitled,  “Nazi  War 
Crimes  of  a Medical  Nature,”  has  made  the  following 
valid  statement:  “Any  new  plan  for  medical  care 
must  by  all  tests  preserve  inviolate  a reverence  for 
the  life  of  the  individual.  Unless  this  is  done,  I am 
convinced  that  the  American  public  will  have  sold 
its  medical  birthright  for  a mess  of  pottage.” 

The  challenges  confronting  the  medical  pro- 
fession today  lie  in  the  fields  of  politics  and  economics 
rather  than  in  the  areas  of  scientific  development. 


The  brilliant  discoveries  and  researches  of  recent 
years  have  set  in  motion  a tremendous  flood  of 
activity  which,  when  continued  as  they  will  be,  may 
conquer  the  old  problem  of  cancer  and  alleviate  to 
a satisfactory  degree  the  maladies  of  the  aged. 

Politics,  since  the  first  savage  learned  that  he  could 
coax  rather  than  scalp  his  way  to  favor,  has  had  a 
productive  course.  Call  the  attention  of  the  people 
to  the  many  things  they  do  not  have,  promise  to 
provide  them,  and  you  have  reached  the  top. 

The  whole  world  appears  to  be  sick,  and  people 
everywhere  suffer  from  fear  and  frustration.  They 
hear  and  read  about  mass  destruction.  The  con- 
troversies involving  the  departments  of  their  own 
national  defense  afford  them  little  consolation  that 
anything  can  be  done  about  it.  The  complex  pace 
of  our  present  civilization,  the  economic  and  social 
chaos  arising  from  taxation,  presents  vexing  prob- 
lems for  the  employer  and  employe. 

In  this  state  of  confusion,  people  become  uneasy 
about  the  source  and  cost  of  their  medical  care. 
Over  the  last  one  hundred  and  fifty  years,  the 
Medical  Society  of  the  State  of  New  York,  in  co- 
operation with  the  New  York  State  Department  of 
Health,  has  devoted  its  efforts  toward  the  improve- 
ment of  health,  easement  of  pain,  and  lengthening  of 
life. 

Today  the  profession  must  use  its  good  offices  to 
cooperate  with  labor  in  keeping  its  health  problems 
out  of  politics.  The  policy  of  labor  favors  national 
health  insurance.  Labor  supports  the  Forand  Bill 
which  many  authorities  believe  is  a definite  step 
towards  national  health  insurance.  The  immediate 
objective  of  labor  is  to  obtain  grants  or  loans  from 
the  government  for  the  organization  of  medical 
centers.  At  first  these  centers  would  be  diagnostic 
in  scope,  but  the  ultimate  goal  would  be  to  furnish 
comprehensive  care.  It  is  obvious  that  any  of  these 
objectives  would  have  government  support  and,  as 
such,  would  be  government  controlled.  ' Labor  does 
not  understand  that  what  the  government  gives  it 
must  first  take  away. 

It  is  very  difficult  for  me  to  believe  that  these 
activities  are  being  developed  by  labor  because  of 
poor  medical  care.  As  a matter  of  fact,  the  people 
today  are  receiving  the  best  medical  care  in  the  his- 
tory of  mankind,  due,  in  a large  part,  to  the  advent 
of  “miracle  drugs.”  These  drugs  have  increased  the 
cost  of  medical  care,  and  all  elements  of  society  must 
be  alert  to  protect  their  own  interests.  To  put  it 
succinctly,  the  public  has  been  weaned  away  from 
the  dollar  bottle  of  patent  medicine  and  is  now  being 
brought  up  on  the  five-dollar  shot  of  antibiotics. 

The  medical  profession  has  been  shown  repeatedly 
that  it  must  recognize  the  present  economic  trends 
as  powerful  factors  in  the  distribution  of  medical 
care.  The  general  public  has  become  deeply 
interested  in  health  and  welfare.  The  desire  of  the 
public  is  so  urgent  to  have  prepayment  medical 
protection  of  some  type  that  it  will  buy  this  protec- 
tion from  whichever  plan  seems  most  enticing. 
These  plans  may  be  union  operated,  have  no  free 
choice  provision  and  be  in  complete  variance  with 
medical  society  philosophy. 

In  the  past  man  turned  to  science,  which  extended 
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its  promise  of  health  by  means  of  antitoxins,  vac- 
cines, sulfa  drugs,  and  antibiotics.  Now  man  is 
turning  to  science’s  stepchild,  economics.  Many 
large  groups  of  various  sorts,  labor  organizations, 
government  bureaucrats,  sociologists,  veterans  units, 
and  even  a minority  in  our  own  profession  are  active 
for  change  in  the  manner  of  distribution  of  medical 
care. 

Today’s  events  do  not  just  occupy  space  in  news- 
paper columns  but  involve  each  and  every  one  of 
us.  We  cannot  say  that  our  only  interest  is  in  the 
care  of  the  sick,  that  political  and  economic  problems 
are  not  vital  to  our  well-being  and  essential  to  the 
successful  struggle  against  disease.  Man  has  the 
same  right  to  medical  care  as  he  has  to  food,  cloth- 
ing, and  shelter.  All  these  requirements  are  de- 
pendent on  each  other,  but  medical  care  offers  more 
appeal  as  a target  to  those  who  are  trying  to  im- 
prove man’s  welfare. 

In  Article  I of  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York,  there  appears 
among  the  other  purposes  for  its  organization  this 
statement:  “.  . .and  to  enlighten  and  direct  public 
opinion  in  regard  to  the  problems  of  medicine  and 
health  for  the  best  interests  of  the  people  of  the 
State.” 

Our  Society  is  well  equipped,  by  experience  and 
education,  to  examine  the  health  needs  of  the  public 
and  explain  the  factors  affecting  them.  There  is 
need  for  enlightenment  regarding  new  drugs,  the 
dangers  of  cultism  and  quackery,  the  use  and  dis- 
tribution of  vaccine,  and,  finally,  the  confusion  sur- 
rounding medical  economics. 

No  agent,  organization,  or  bureaucracy  can  pro- 
vide medical  care.  The  doctor  alone  can  provide  it. 
The  relations  between  the  patient  and  his  doctor 
must  be  confidential  and  privileged.  The  Blue 
Shield  plans,  which  protect  this  principle,  were 
organized  by  doctors  when  commercial  units  said 
health  insurance  plans  were  not  possible.  Doctors 
have  a reasonable  participation  in  their  administra- 
tion. These  plans,  however,  do  not  enjoy  the  sup- 
port of  the  entire  medical  profession.  One  im- 
portant reason  may  be  the  fear  of  the  effects  on  the 
physicians’  incomes.  We  cannot  escape  the  fact 
that  costs  and  quality  of  medical  care  are  social 
problems  and,  as  such,  must  be  subject  to  some 
degree  of  social  influence. 

This  House  has  voted  for  the  adoption  of  a State- 
wide Blue  Shield  contract.  This  has  not  been 
accomplished  because  of  disagreements  among  the 
various  plans  so  that  we  can  provide  not  only  State 
but  nationwide  coverage.  I believe  that  we  should 
very  seriously  consider  offering  total  coverage  by 
service  benefits  to  all  persons.  The  increase  in 
demand  for  health  services  might  outweigh  any 
economic  loss.  Whether  you  like  it  or  not,  pre- 
payment medical  care  is  here  to  stay.  Let  us 
support  the  most  complete  and  efficient  system 
possible — a system  which  is  voluntary  and  over 
which  we  have  adequate  control.  Doctors  who 
participate  in  these  plans  must  do  so  with  integrity. 
The  one  who  adds  another  hundred  dollars  to  his 
fee  just  because  his  patient  paid  a premium  is  dis- 
loyal to  his  profession  and  defeats  the  entire  purpose 
of  the  system. 


Turning  to  malpractice,  the  medical  profession  e 
cannot  withdraw  from  the  problem  of  professional  c 
liability.  Medical  malpractice  is  one  of  medicine’s 
biggest  problems.  It  demands  the  study  and  effec-  1 
tive  intelligent  action  of  every  medical  organiza-  i 
tion.  It  is  not  something  the  profession  can  leave  { \ 
to  insurance  companies.  i 

Of  the  24,000  members  of  the  State  Society,  only  i 
11,000  are  participating  in  our  group  plan.  Mai-  i 
practice  suits  are  increasing  in  frequency.  Why? 

The  public  is  becoming  more  claim  conscious,  and 
as  a result  courts  are  more  liberal  in  rendering  judg-  i 
ments  in  favor  of  the  plaintiff.  As  a result,  protec-  I 
tion  against  liabilities  is  becoming  more  difficult  to 
obtain,  and  frequently  only  inadequate  limits  are 
available.  Protection,  therefore,  is  expensive  but 
not  necessary. 

Your  group  plan  has  been  surveyed  annually  at 
your  expense  with  reports  submitted  to  the  House. 
There  have  been  criticisms,  but  inaccuracies  have 
not  been  confirmed.  More  unity  on  the  part  of  the 
members  of  this  Society  would  be  of  great  aid  to  the 
Malpractice  and  Defense  Board  which  is  carrying  out 
a difficult  task  of  studying  and  supervising  all 
matters  having  to  do  with  malpractice.  They  are 
doing  this  for  you,  and  it  is  not  an  easy  task.  Those  | 
who  seek  cheaper  insurance  from  inexperienced 
companies  outside  the  Medical  Society’s  plan  must 
be  prepared  to  accept  conditions  and  rates  as  the 
insurance  companies  see  fit  to  offer  them. 

As  delegates,  we  also  should  be  deeply  concerned 
about  modern  medical  education  and  the  physicians 
who  teach  our  future  doctors.  The  unprecedented 
advances  in  medicine  in  recent  years  have  not  only 
had  a great  impact  on  individual  careers  but  have 
increasingly  complicated  the  program  of  medical 
care  and  medical  education.  Medical  schools  are 
rapidly  developing  full-time  faculties.  Although 
the  full-time  men  are  excellent  physicians  and 
teachers,  their  positions  relieve  them  of  the  prob- 
lems of  the  cost  of  medical  care,  public  relations, 
and  the  encroachment  of  bureaucratic  medicine  into 
private  practice. 

In  1952,  Dr.  Harlan  English  stated  at  an  American 
Medical  Association  Public  Relations  Conference: 
“The  medical  education  system  will  turn  out 
graduates  untutored  in  the  art  of  medicine  and 
totally  ignorant  of  the  social  and  economic  structure 
in  which  they  are  to  serve.  If  this  training  should 
continue  unchanged,  each  new  group  of  doctors  will 
further  complicate  all  physicians’  public  relations 
problems.” 

I believe  this  situation  is  realized  by  the  full-time 
teacher,  and  an  honest  effort  is  being  made  to  remedy 
it  by  insisting  on  a large  percentage  of  voluntary 
clinical  teachers. 

The  members  of  full-time  faculties  are  cautious  of 
active  participation  in  county  and  State  Society 
matters.  The  position  of  the  full-time  people  in 
relation  to  organized  medicine  is  conservatively 
described  in  a personal  communication  by  Dr.  C. 
Barber  Mueller,  professor  of  surgery  at  the  State 
University  of  New  York  at  Syracuse.  He  states  that 
the  full-time  people  are  in  no  way  different  from 
other  doctors  except  that  as  their  interests  dictate, 
they  tend  to  be  considerably  more  involved  in  the 
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educational  activities  and  the  research  efforts  of 
our  profession. 

Dr.  Mueller  goes  on  to  say:  “I  think  it  is  incum- 
bent upon  all  of  us  who  are  doctors  to  recognize  that 
in  keeping  with  the  twenty-five-thousand-year-old 
tradition  embodied  in  the  Hippocratic  Oath  we  have 
responsibilities  above  and  beyond  those  of  mere 
clinical  service.  We  have  responsibilities  for  the 
education  of  our  successors  and  for  the  acquisition 
of  knowledge  to  make  clinical  service  more  mean- 
ingful. Some  members  of  the  medical  profession 
elect  to  make  these  educational  and  research  activi- 
ties their  paramount  interests. 

“It  is  naive  for  any  full-time  individual  to  feel 
that  a full-time  philosophy  should  dominate  med- 
icine or  medical  practice,  and,  on  the  other  hand, 
it  is  equally  naive  for  some  members  of  the  medical 
profession  to  feel  that  ‘full-time’  is  such  an  alien 
arrangement  that  it  should  not  be  tolerated.  In 
short,  it  is  my  firm  belief  that  organized  medicine 
should  speak  with  a voice  which  clearly  represents 
all.” 

To  these  words  of  Dr.  Mueller,  I should  like  to  add 
one  observation.  As  teachers,  members  of  medical 
school  faculties  have  the  privilege  and  duty  of 
guiding  young  men  and  women  during  the  formative 
stages  of  their  medical  careers.  They  are  in  an 
excellent  position  to  point  out  to  future  physicians 
the  benefits  that  will  accrue  to  themselves  and  to 
the  public  from  participation  in  the  activities  of  the 
medical  profession,  sponsored  by  the  county  and 
state  medical  societies  and  the  American  Medical 
Association.  I hope  that  all  physicians  teaching  in 
medical  schools  will  themselves  take  a more  active 
part  in  the  county  societies  and  encourage  their 
students  to  become  active  participants  in  medical 
society  affairs. 

The  Council  on  Medical  Service  of  the  American 
Medical  Association,  after  recognizing  that  a conflict 
of  opinions  exists  between  the  practicing  profession 
and  the  medical  schools,  recommends  that  an  ade- 
quate liaison  be  developed  and  maintained  between 
each  county  medical  society  and  any  medical  schools, 
or  school,  in  its  area  and  between  each  state  medical 
association  and  any  medical  schools  in  the  state. 
Such  liaisons  should  be  the  primary  function  of  some 
committee  of  the  state  or  county  medical  society, 
and  methods  should  be  developed  so  as  to  maintain 
communication  between  medical  society  committees 
within  each  state. 

Since  the  Council  also  has  made  recommenda- 
tions for  the  guidance  of  medical  schools  in  this 
matter,  the  full-time  faculties  should  give  them  care- 
ful consideration  My  associations  with  full-time 
members  of  a medical  school,  with  my  own  county 
society  and  our  State  Society,  convinces  me  that  all 
parties  concerned  would  benefit  greatly  from  the 
adoption  of  the  recommendations  I have  mentioned. 

Another  problem  concerns  the  internal  structure 
of  our  State  Society.  A strong,  productive  medical 
society  is  dependent  upon  an  active  interest  of  all 
its  members.  The  county  societies  which  elect  the 
delegates  to  this  House  are  searching  for  programs 
which  will  increase  attendance  at  their  meetings. 

The  president  of  the  Onondaga  County  Medical 
Society  made  a timely  comment  in  one  of  his  letters 


to  the  membership  when  he  said:  “I  sincerely  hope 
some  plan  will  be  forthcoming  which  will  forestall 
the  day  when  we  can  hold  our  meetings  in  a tele- 
phone booth.” 

Our  past  presidents  have  recognized  this  perennial 
problem  and  have  offered  various  solutions.  In- 
creased activity  on  the  part  of  the  district  branches, 
with  the  various  committees  of  the  State  Society 
providing  panel  discussion  of  their  work,  has  been 
suggested.  This  format  would  inform  the  members 
of  county  societies  of  the  activities  of  the  committees 
and  the  reason  certain  actions  have  been  taken. 
Indoctrination  committees  have  been  suggested  for 
the  purpose  of  apprising  all  new  members  that  they 
are  not  only  assuming  a responsibility  toward  active 
participation  in  Society  matters  but  also  for  the 
preservation  of  free  practice  of  medicine. 

There  are  certain  state  medical  societies  which 
have  arranged  to  hold  meetings  of  their  executive 
councils  in  different  cities  throughout  the  state, 
hoping  to  increase  the  interest  of  the  respective 
county  societies  in  the  business  of  their  state 
societies.  This  procedure  would  be  more  expensive 
than  our  present  plan.  These  suggestions  are  im- 
portant and  demand  consideration  by  the  Planning 
Committee  for  Medical  Policies. 

Each  member  of  every  county  medical  society 
must  realize  that  his  way  of  life  is  protected  accord- 
ing to  his  participation  in  Society  activities.  We 
need  a modern  version  of  time  in  which  to  spread 
our  efforts,  and  everyone  needs  to  do  his  share  and 
to  take  his  turn.  Members  denied  an  opportunity 
to  participate  lose  interest  and  more  and  more  of 
the  activities,  which  the  members  of  the  medical 
societies  should  execute  for  themselves,  are  left  to  a 
few.  This  leads  to  disunity  and  disagreement  creat- 
ing an  opening  for  rogues,  quacks,  and  demagogues, 
a fertile  field  in  which  the  activity  of  the  public 
relations  committee  must  continue  unabated. 

You  members  of  this  House  represent  county 
societies.  You  should  know  the  attitude  of  your 
society  toward  the  State  Society.  If  there  are 
grievances,  this  is  the  place  to  air  them.  Visit  your 
reference  committees  and  make  yourself  heard. 
On  your  return  to  your  county  society,  make  a full 
and  intelligent  report,  let  your  colleagues  know 
that  you  have  worked. 

In  the  last  analysis,  this  House  is  but  a body  of 
men  and  women  representing  county  medical 
societies.  I am  sure  that  in  the  next  three  days 
you  will  labor  to  promote  a strong,  united  State 
Medical  Society,  realizing  that  in  a democratic 
organization,  which  our  organization  is,  majority 
opinion  must  prevail. 

While  controversy  advertises,  and  experience 
illuminates,  the  issues  of  medical  care,  the  challenge 
to  the  medical  profession  offers  some  essential  tasks. 

First,  to  realize  that  disunity  between  members 
of  the  profession  and  disregard  of  the  social  and 
economic  changes  which  are  taking  place  in  our 
country  today  offers  the  opportunity  for  which  the 
politicians  are  waiting.  We  are  educated  and 
trained  to  think,  observe,  investigate,  and  make  care- 
ful judgments.  We  must  act  as  a unit  and  speak 
with  one  voice  instead  of  many. 

Second,  to  define  through  the  joint  work  of  pro- 
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gressive  physicians  and  informed  lay  groups,  policies 
which  will  permit  adoption  of  prepayment  medical 
plans  on  a State-wide  and  nation-wide  basis  and 
which  will  be  under  the  control  of  medicine. 

Three,  to  recognize  that  prepayment  insurance 
plans,  labor  unions,  government,  or  any  other  agent 
cannot  provide  medical  care  without  the  doctor. 
Medical  care  is  entirely  the  business  of  the  medical 
profession.  The  doctor,  then,  bravely  saves,  or 
meanly  loses,  the  freedom  of  medicine.  {Applause) 

Section  28 

Presentation  of  Citation 

Speaker  Williams:  The  next  order  of  business 

is  the  presentation  of  a citation  to  the  Institute  of 
Industrial  Medicine.  This  will  be  done  by  Dr. 
Di  Natale.  Give  your  attention  to  Dr.  Di  Natale, 
please. 

Dr.  Peter  J.  Di  Natale,  Councillor:  Mr. 

Speaker  and  members  of  the  House,  at  my  personal 
insistence  I have  been  mandated  by  the  Council  to 
make  this  presentation.  It  is  true  I told  them  I 
should  do  this,  so  they  directed  me  to  do  it. 

We  of  the  Industrial  Health  Committee  feel 
proud  of  the  accomplishments  of  the  New  York 
University-Bellevue  Center,  and  without  further  ado 
may  I have  the  plaque,  please. 

I would  like  to  read  the  inscription: 

“The  Medical  Society  of  the  State  of  New 
York  awards  to  the  Institute  of  Industrial 
Medicine,  New  York  University-Bellevue  Medical 
Center  of  New  York  University,  this  citation  in 
recognition  of  its  contributions  and  achievements 
in  furthering  the  objectives  of  occupational  health. 
May  12,  1958.  Thurman  B.  Givan,  M.D., 
President , Medical  Society  of  the  State  of  New 
York,  Peter  J.  Di  Natale,  M.D.,  Chairman , 
Council  Committee  on  Industrial  Health.” 

Congratulations,  Dr.  Nelson.  ( Applause ) 

Dr.  Norton  Nelson:  Dr.  Givan,  Dr.  Di 

Natale,  and  members  of  the  House  of  Delegates,  on 
behalf  of  New  York  University-Bellevue  Medical 
Center  and  the  Institute  of  Industrial  Medicine,  I 
wish  to  express  our  great  gratitude  for  this  award. 
We  are  tremendously  strengthened  and  given  a 
new  resolve  by  this  recognition.  We  will  take  this 
as  encouragement  to  do  still  more,  and  in  doing  this 
I would  like  to  call  attention  to  the  strong  help  and 
aid  we  have  had  from  many  sources,  not  the  least  of 
those  by  your  own  Society  and  its  Committee  on 
Industrial  Health. 

I would  like  also  to  call  attention  to  the  tremen- 
dous help  in  the  team  that  has  been  given  to  the 
work  of  the  Institute  by  Dr.  Anthony  J.  Lanza,  our 
beloved  founder;  Dr.  David  Goldstein,  in  charge  of 
our  clinical  activities;  Dr.  Edward  Palmes,  who  has 
been  responsible  for  many  of  our  efforts. 

We  have  received  tremendous  aid  from  many 
industries  who  have  given  us  constant  support  and 
encouragement  and  many  local  physicians,  your 
members  among  them,  who  have  helped  us  in  very 
many  different  ways. 

This  occasion  calls  to  mind  another  one  hundred 
thirty-one  years  ago  in  an  event  by  representatives 


of  New  York  University  and  the  Society,  and  which 
calls  attention  if  you  will  to  the  long  interest  the 
Society  has  had  in  this  field.  In  the  year  1827  the 
Medical  Society  of  the  State  of  New  York  awarded 
its  annual  Prize  Essay  Award  to  Dr.  Benjamin  W. 
McGrady,  who  in  that  year  prepared  what  was  the 
first  prepared  treatise  on  occupational  diseases. 
This  is  of  great  pride  to  us  because  Dr.  McGrady 
was  one  of  the  founders  of  the  medical  school  which 
later  turned  into  New  York  University  Medical 
Center,  and  its  first  Professor  of  Materia  Medica  and 
Therapeutics. 

I hope  that  the  effort  of  New  York  University  in 
this  area  will  not  have  to  await  another  one  hundred 
thirty-one  years  to  gain  the  recognition  of  the 
Society. 

Thank  you.  ( Applause ) 

Section  29 

Presentation  of  Citation 

Speaker  Williams:  The  next  award  is  to  the 

Outstanding  General  Practitioner  of  the  Year  1957. 
As  you  all  know,  this  is  an  annual  custom,  but  it  is  a 
very  sad  thing  that  I have  to  say.  This  year  it  is 
to  be  awarded  posthumously.  It  is  awarded,  as 
you  most  likely  know  from  the  Newsletter,  to  Dr. 
Oliver  L.  Austin. 

Dr.  Austin  was  the  son  of  Abraham  and  Mary  O’Dell 
Austin,  born  in  Yonkers  in  1873.  He  matriculated  in 
the  College  of  Physicians  and  Surgeons,  Columbia 
University,  and  received  the  degree  of  Doctor  of 
Medicine  in  the  year  1896.  He  practiced  in 
Tuckahoe,  New  York,  all  of  his  practice  life.  Those 
of  us  who  knew  Dr.  Austin,  and  practiced  with  him, 
realize  what  the  community  and  the  people  living 
there  thought  of  him.  He  was  blessed  with  a long 
life..  He  was  a devoted  physician,  and  he  was  also 
very  famous  for  his  activity  at  Cape  Cod  with  the 
Austin  Bird  Station. 

It  gives  me  great  pleasure  at  this  time  to  ask  Dr. 
Eggston  to  please  bring  Mrs.  Austin  up  here  so  I can 
present  this  citation  to  her. 

. . . Dr.  Andrew  A.  Eggston  escorted  Mrs.  Oliver 
L.  Austin  to  the  dais. . . 

Speaker  Williams:  Mrs  Austin,  it  gives  me 

great  pleasure  to  read  this  and  present  this  to  you 
from  the  colleagues  of  your  husband  and  our  friend: 

“The  Medical  Society  of  the  State  of  New 

York  presents  this  certificate  to  the  heirs  of  Oliver 

L.  Austin,  M.D.,  in  recognition  of  his  selection  by 

the  Council  as  the  Outstanding  General  Practi- 
tioner of  the  State  of  New  York  in  the  year  1957.” 

( Applause ) 

Mrs.  Oliver  L.  Austin:  I want  to  thank  all  the 

doctors,  and  especially  the  committee  that  made 
this  award  that  Dr.  Austin  looked  forward  to  re- 
ceiving with  great  anticipation.  I know  that  if  he 
could  only  be  here,  it  would  have  been  oneliappy 
moment  in  his  life. 

Thank  you ! 

Section  30  {See  129 , 214) 

Representatives  of  Other  State  Societies 
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Speaker  Williams:  Are  any  visiting  delegates 

here  from  neighboring  states?  Is  there  anybody 
here  from  Connecticut? 

. . . There  was  no  response . . . 

Speaker  Williams:  Is  there  anybody  here 

from  New  Jersey? 

Dr.  J.  Stanley  Kenney,  Trustee:  Dr.  Costello 

is  here  from  New  Jersey. 

Speaker  Williams:  Dr.  Kenney  will  escort  Dr. 

Costello,  of  New  Jersey,  to  the  rostrum. 

. . .Dr.  J.  Stanley  Kenney  escorted  Dr.  William 
F.  Costello  to  the  rostrum  amid  applause.  . . 

Dr.  William  F.  Costello:  Mr.  Speaker  and 

members  of  the  House,  I want  to  take  this  oppor- 
tunity, first,  to  thank  you  for  inviting  a representa- 
tive from  New  Jersey,  and  thank  New  Jersey  for 
selecting  me. 

It  has  been  my  privilege  to  have  been  here  before. 
As  I listened  to  Dr.  Givan’s  report  this  morning  our 
problems  are  j ust  about  the  same.  W e are  beginning 
our  meeting  next  Saturday  at  Atlantic  City,  and 
from  going  over  the  preliminaries,  the  program,  I 
see  the  problems  have  almost  been  transferred. 

I want  to  say  that  for  several  years  now  New 
Jersey  has  become  practically  a metropolitan 
area,  and  our  problems  are  becoming  more  of 
mutual  interest. 

I wish  to  express  the  feeling  of  our  Medical  Society 
that  we  always  feel  that  we  have  had  wonderful 
support  from  New  York  in  our  problems,  especially 
in  those  problems  of  mutual  interest  both  locally  and 
on  the  national  level.  We  certainly  hope  that  that 
will  continue,  and  I am  sure  that  it  will. 

Incidentally,  I appeared  at  a meeting  last  week 
with  Dr.  Allman,  and  he  asked  me  to  express  his 
felicitations  to  you  and  especially  commended  your 
Legislation  Committee,  Mr.  Speaker,  on  their  activi- 
ties, particularly  on  the  work  that  he  knows  they 
have  been  doing  on  the  Forand  Bill,  which  has  been 
very  close  to  his  heart. 

One  of  the  reports,  I think  it  was  in  the  President- 
Elect’s  Report,  it  spoke  about  the  diagnostic  and 
treatment  centers.  I call  the  attention,  if  I may, 
of  the  American  Medical  Association  delegates,  many 
of  whom  I see  here  this  morning,  to  a supplementary 
report  of  the  Subcommittee  of  the  Council  on 
Insurance  and  Hospitals.  It  has  to  do  with  a very 
comprehensive  study  that  has  been  made  over  the 
past  year  and  a half  on  the  Hill-Burton  Bill.  That 
supplementary  report  has  just  been  released,  and  I 
had  the  opportunity  of  seeing  it  a few  days  ago. 
One  of  the  important  parts  I think  that  is  in  there 
is  the  recommendation  of  the  deletion  of  all  diagnos- 
tic and  treatment  centers  from  the  Hill-Burton  pro- 
visions of  the  bill.  In  other  words,  no  money  will 
be  eligible  to  be  spent  for  those  purposes.  I think 
the  president-elect  spoke  about  that. 

Speaking  of  our  A.M.A.  relations,  our  Society,  and 
our  A.M.A.  delegates  in  particular,  would  like  to  con- 
vey to  New  York  our  sincere  sympathies  on  the 
death  of  one  of  your  very  active  members,  Dr. 
Winslow.  Over  the  years  I have  had  the  opportunity 
of  working  with  him,  and  even  one  of  his  predeces- 
sors, Jimmy  Flynn,  from  Rochester.  They  were 
always  most  helpful  to  the  novitiates,  the  young 
fellows,  coming  up  in  the  organization,  and  gave  us  a 


pretty  good  indoctrination  into  the  intricacies  of 
the  A.M.A.  operations.  We  differed  with  Floyd  on 
many  occasions,  and  we  agreed  with  him  on  other 
occasions.  We  have  sat  across  the  table  and  dis- 
cussed things,  and  he  was  sometimes  against  our 
problems  and  we  have  been  against  his,  but  I never 
left  Floyd  Winslow  but  when  he  said  yes  I knew  he 
meant  yes,  when  he  said  no  I knew  he  meant  no, 
and  I think  that  is  the  biggest  tribute  I could  pay 
him.  I want  you  to  know,  gentlemen,  that  we  feel 
in  New  Jersey  we  suffered  the  great  loss  of  a great 
exponent  of  organized  medicine.  New  Jersey  has 
lost  a very  dear  friend. 

Thank  you!  (Applause) 

Speaker  Williams:  Are  there  any  other 

visiting  delegates? 

. . . There  was  no  response . . . 

Speaker  Williams:  If  there  are  no  other  visiting 
delegates  present,  when  any  of  the  visitors  come  in, 
I wish  someone  would  let  me  know  so  we  can  intro- 
duce them,  and  of  course,  Dr.  Costello,  you  are 
cordially  welcome  to  participate  in  these  deliber- 
ations. You  can  go  to  any  reference  committee  you 
wish,  and  when  we  go  into  executive  session — if  we 
do  go  into  executive  session — you  are  quite  welcome 
to  remain. 

Section  31 

Report  of  Physicians’  Home 

Speaker  Williams:  At  this  moment  I would 
like  to  call  on  Dr.  Beverly  Smith  to  make  his  annual 
brief  report  to  us  concerning  the  Physicians’  Home. 
Dr.  Smith! 

Dr.  Beverly  C.  Smith:  Mr.  Speaker,  members 
of  the  House  of  Delegates,  distinguished  guests, 
again  it  is  my  privilege  to  report  to  you  the  accom- 
plishments of  Physicians’  Home  for  the  fiscal  year 
October  1,  1956,  to  September  30,  1957.  We  had 
45  guests — eight  physicians  and  their  wives,  20 
widows,  eight  single  physicians,  and  one  dependent. 
Temporary  assistance  was  granted  to  one  for  four 
months.  We  received  17  applications.  Two  were 
withdrawn  because  family  funds  were  found  avail- 
able, two  were  rejected  because  we  found  sufficient 
assets  available,  and  a fifth  died  before  his  appli- 
cation could  be  processed.  Eleven  guests  were  ac- 
cepted. 

Income  from  $10  annual  memberships  was 
$31,732,  from  3,120  contributors  (13.7  per  cent  of 
membership)  as  compared  with  $14,690  (from  6.5 
per  cent  of  membership)  the  previous  year,  1955- 
1956.  This  is  an  increase  of  100  per  cent  in  $10 
contributions.  As  $10  contributions  increased, 
$2.00  voluntary  contributions  slightly  decreased. 
We  received  from  two-dollar  voluntary  assessments 
$18,338,  as  compared  with  $21,264  the  preceding 
year.  The  woman’s  auxiliaries  contributed  $2,253 
as  compared  to  $1,993.25  the  preceding  year.  In- 
come from  the  endowment  fund  was  approximately 
$32,000. 

We  gave  our  guests  $47,309,  an  increase  of  ap- 
proximately $7,000  over  the  preceding  year.  Ex- 
penses for  administrative  purposes,  i.e.,  (salaries, 
legal,  auditing,  investment  counsel  fees,  solicita- 
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tions  of  annual  membership  dues,  which  are  handled 
entirely  by  our  administrative  staff  and  officers, 
rent,  publicity,  stationery,  printing,  and  other  inci- 
dentals) amounted  to  $11,659. 

Because  of  the  increased  costs  of  living  and  the 
gratifying  response  to  our  appeal  for  annual  mem- 
berships, the  executive  committee  increased  the 
total  monthly  allotments  to  beneficiaries  to  approxi- 
mately $5,000  per  month  or  at  an  annual  rate  of 
$60,000  as  compared  to  $47,309  the  preceding  year. 

Our  endowment  funds  have,  until  recently,  been 
relatively  meager.  They  have  been  increased  by  a 
magnificent  bequest  of  $750,000  from  Dr.  Teofilo 
Parodi  of  New  York  City.  {Applause)  This  port- 
folio has  resulted  from  the  accumulation  of  be- 
quests and  legacies  received  since  the  founding  of 
Physicians’  Home  in  1919.  The  trustees  aim  to 
ultimately  build  this  fund  to  such  proportions  that 
income  therefrom  will  be  sufficient  to  finance  most 
of  our  beneficial  aid  in  any  period,  in  which,  due  to 
economic  recession  or  other  causes,  contributions 
and  membership  dues  may  be  temporarily  reduced. 
Once  we  accept  an  applicant  as  a guest,  we  feel  a 
strong  moral  obligation  never  to  desert  him  or  her. 
The  trustees  and  directors  will  feel  very  much  more 
comfortable  concerning  the  permanency  of  our  aid 
when  we  have  achieved  this  end.  May  I assure 
you  that  any  bequests  given  by  yourselves  or  others 
will  be  greatly  appreciated. 

Our  office  has  been  increasingly  busy  processing 
applications,  interviewing  applicants  and  their  rela- 
tives, and  reviewing  the  status  of  beneficiaries. 
Miss  Beatrice  Hoyt,  previously  my  secretary,  who 
had  been  indoctrinated  in  the  work  of  Physicians’ 
Home  when  I personally  cared  for  its  duties  from 
my  office,  has  been  made  administrative  secretary 
to  aid  our  executive  director,  Dr.  Ada  Chree  Reid. 
Dr.  Reid  and  Miss  Hoyt  have  worked  faithfully  with 
interest  and  dedication;  I would  like  to  state  to  the 
House  of  Delegates  at  this  time,  that  it  is  difficult 
for  one  not  conversant  and  intimately  connected 
with  the  workings  of  Physicians’  Home  to  realize  the 
amount  of  detail  necessary  to  acquire  before  an  accu- 
rate evaluation  of  the  applicant’s  needs  can  be  pre- 
sented to  the  executive  committee  and  board  of 
directors.  Investigations  are  not  only  necessary  of 
the  applicants  but  also  often  of  their  families 
wherever  they  reside.  Every  effort  is  made  to 
make  these  interviews  unembarrassing.  We  are 
forced  at  times  to  persuade  relatives  and  children, 
who  have  abandoned  their  indigent  kin  when  they 
are  well  able  to  contribute  to  their  upkeep,  that  they 
should  accept  their  responsibility.  The  files  of  our 
beneficiaries  contain  tragic  evidence  of  the  above 
fact.  Dr.  Reid  and  Miss  Hoyt  have  prepared,  and 
are  now  using,  a form  for  interviews  of  applicants 
which  has  proved  economical,  accurate,  and  time- 
saving in  acquiring  necessary  detailed  information. 

Previously,  the  board  of  directors  met  eight  times 
a year.  Because  of  the  efficient  functions  of  our 
staff,  we  have  reduced  stated  meetings  to  five. 
The  trustees  meet  regularly  and  by  call.  The  min- 
utes of  their  meetings,  those  of  the  executive  com- 
mittee, and  board  of  directors  are  filed.  The  serv- 
ices of  our  legal  counsel,  Mr.  J.  Miller  Walker,  have 
been  necessary  and  invaluable.  I acknowledge 


them  with  gratitude. 

The  president  of  each  county  society  was  re- 
quested to  appoint  a committee  of  advisers  to 
Physicians’  Home.  Sixteen  of  the  61  counties  re- 
sponded. It  is  earnestly  requested  that  those  coun- 
ties which  have  not  replied  will  do  so  in  the  near 
future.  We  have  had  a valuable  liaison  with  com- 
mittees appointed  for  this  purpose  concerning  eligi- 
bility of  prospective  guests  and  information  regard- 
ing the  progress  and  welfare  of  guests  in  their  county. 
The  Woman’s  Auxiliary  has  also  rendered  us  similar 
valuable  services. 

The  costs  of  dental,  ophthalmologic,  drug,  and 
aural  services  to  our  guests  give  us  concern.  They 
frequently  amount  to  more  than  our  stipends  cover, 
and  guests  are  forced  to  ask  for  additional  funds. 
It  is  in  such  cases  that  we  feel  a county  liaison  com- 
mittee would  be  helpful. 

For  many  years  I have  been  concerned  with  hos- 
pital charges.  It  is  indeed  an  exception  where  hos- 
pitals have  decreased  their  charges  to  our  guests. 
If  hospitals  must  dispense  a certain  amount  of 
charity  each  year  elderly,  needy  doctors  or  their 
widows,  regardless  of  whether  or  not  they  have  been 
members  of  the  staff,  should  be  considered  eligible 
for  these  services.  Possibly  this  situation  might 
eventually  interest  the  House  of  Delegates  and  may 
even  be  discussed  at  the  comitia  level  of  component 
county  societies. 

We  are  still  faced  with  the  problem  that  if  we 
wish  to  give  a person,  who  has  been  receiving  wel- 
fare aid,  an  additional  amount  to  meet  increased 
needs,  the  equivalent  of  the  amount  we  give  is  de- 
ducted by  the  welfare  from  that  person’s  allowance. 
It  is  necessary  for  us  to  assume  the  full  responsi- 
bility of  their  care  if  they  need  only  a small  addition 
to  what  they  receive  from  the  Welfare  Department. 
For  example,  if  the  Welfare  Department  gives  them 
$150  a month,  and  they  need  $25  more,  we  have  to 
assume  the  whole  responsibility  and  give  them  $175. 

Another  of  our  problems  is  our  inability  to  pro- 
vide funds  for  total  custodial  and  nursing  home  care. 
From  the  standpoint  of  our  guests  it  is  just  as  impor- 
tant lor  us  to  care  for  them  when  ill  and  hospitalized 
as  when  well  and  able  to  live  in  their  own  domiciles. 
Limited  resources  and  the  high  cost  of  these  serv- 
ices have  forced  us  to  follow  a policy  of  not  accepting 
applicants  for  total  custodial  care.  Our  present 
policy  is  to  continue  or  increase  our  monthly  allow- 
ance to  guests  who  require  this  care.  We  award  a 
monthly  allowance  to  new  guests  on  the  basis  of 
their  budgeted  needs,  if  their  families  will  provide 
the  additional  cost  of  their  custodial  care. 

I reported  to  you  last  year  that  I had  written  the 
executive  secretaries  of  each  of  the  state  medical 
societies  and  the  District  of  Columbia,  asking 
whether  or  not  they  were  cognizant  of  indigency 
among  doctors  in  their  state  and  if  they  had  ever 
investigated  this  matter.  I have  received  49  reveal- 
ing replies,  which  have  been  compiled  and  submitted 
for  acceptance  to  the  Journal  of  the  A merican  Medical 
Association. 

The  president  of  the  New  York  County  Medical 
Society  appointed  me  chairman  of  a committee  to 
investigate  ways  and  means  of  increasing  the  finan- 
cial security  of  its  members.  This  has  been  an  inter- 
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esting  assignment.  The  committee,  after  inter- 
viewing bankers  concerning  administration  of  open 
and  closed  trusts,  and  various  insurance  companies, 
recommended  to  the  comitia  a form  of  low-cost, 
term  group  life  insurance  which,  only  recently,  the 
State  Insurance  Commission  has  permitted  to  be 
written.  The  essential  features  of  this  plan  are  a 
low  rate  five-year  term  insurance,  convertible  to 
any  type  of  policy  at  the  regular  premium  of  the 
age  when  the  conversion  is  made.  When  50  per 
cent  of  any  age  group,  under  fifty-five,  or  55  per 
cent  of  ages  fifty-four  to  sixty-five,  or  50  per  cent  of 
the  entire  membership  enroll  for  this  insurance  with- 
out a physical  examination,  the  remaining  50  per 
cent,  whether  physically  insurable  or  not,  are  eli- 
gible for  this  insurance  also.  In  the  five  weeks 
since  solicitation  of  this  insurance  began  approxi- 
mately 1,200  members  of  the  5,400  members  under 
sixty-five  have  applied  for  coverage.  This  is  a long- 
range  attempt  to  provide  an  estate  for  doctors,  which 
if  widely  accepted  may  decrease  the  demands  upon 
Physicians’  Home  in  years  to  come.  It  is  because 
of  this  long-range  feature  as  related  to  the  Physi- 
cians’ Home  that  I accepted  the  chairmanship  of 
this  committee. 

We  have  received  as  usual  a number  of  letters, 
but  I wish  to  quote  you  from  two:  “When  I opened 
your  letter  and  read  the  words  ‘It  gives  me  great 
pleasure’  I became  so  excited  that  I couldn’t  finish 
reading  it.  So  I just  handed  it  to  my  son  and  said, 
‘You  read  it,  I can’t.’  Please  thank  the  Executive 
Committee  of  Physicians’  Home  for  me.  You 
can’t  imagine  how  much  it  means  to  me  to  have  this 
increase  in  your  wonderful  checks  to  me.” 

And  the  second : “You  will  never  know  how  happy 
you  made  me  when  I received  your  letter  and  check. 
God  bless  you  and  may  you  never  get  so  low  for 
money.  I only  had  $33  left  to  live  on  when  jrour 
check  came.  It  is  such  a help.” 

During  the  year  five  of  our  beneficiaries  died. 
Contributing  funds  toward  and  arranging  the  burial 
of  our  guests  is  an  impressive  function  of  Physicians’ 
Home.  There  is  no  Potter’s  Field  for  our  guests. 
This  service  recalls  to  my  mind  the  lines  from 
Shakespeare’s  “Cymbaline”  when  Giuderius  and 
Arviragus  intone  at  the  death  of  their  stepbrother, 
Cloten: 

Fear  no  more  the  heat  o’  the  sun 
Nor  the  furious  winter’s  rages; 

Thou  thy  worldly  task  has  done, 

Home  art  gone  and  ta’en  thj^  wages 
Golden  lads  and  girls  all  must, 

As  chimney-sweepers,  come  to  dust. 

Fear  no  more  the  frown  o’  the  great, 

Thou  art  past  the  tyrant’s  stroke; 

Care  no  more  to  clothe  and  eat; 

To  thee  the  reed  is  as  the  oak; 

The  sceptre,  learning,  plw sic,  must 
All  follow  this,  and  come  to  dust. 

Fear  no  more  the  lightning-flash 
Nor  the  all-dreaded  thunder-stone; 

Fear  not  slander,  censure  rash; 

Thou  has  finished  joy  and  moan: 

All  lovers  young,  all  lovers  must, 

Consign  to  thee,  and  come  to  dust. 


No  exorciser  harm  thee! 

Nor  no  witchcraft  charm  thee! 

Ghost  unlaid  forbear  thee! 

Nothing  ill  come  near  thee! 

Quiet,  consummation  have; 

And  renowned  be  thy  grave! 

(. Applause ) 

Speaker  Williams:  Are  there  any  supplemen- 
tary reports  to  be  offered  at  this  time?  If  not,  we 
will  proceed  with  the  resolutions  which  we  have  re- 
ceived. We  have  at  hand  slightly  over  50  resolu- 
tions, and  I decided  to  refer  these  resolutions. 

Vice-Speaker  Lane:  Members  of  the  House,  we 
have  gone  over  all  the  resolutions  that  had  been  pre- 
sented up  until  last  evening  and  a few  additional 
ones  that  have  come  in  this  morning,  as  Dr.  Williams 
said.  The  following  are  the  committees  to  handle 
the  different  resolutions. 

Section  32  (See  135 ) Resolution  58-1 

Establishment  of  a Section  on  Blood  Banking 

Introduced  by  Dr.  Herbert  Berger,  Medical 
Society  of  the  County  of  Richmond,  as  an 
individual 

Whereas,  there  has  been  increasing  interest  in 
the  procurement,  storage,  and  administration  of 
blood;  and 

Whereas,  clinicians  interested  in  this  segment 
of  medical  practice  have  no  opportunity  to  meet 
independently;  now  therefore  be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  establish  a Section  on  Blood  Bank- 
ing. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  IV,  Public  Health  Activities  C,  con- 
cerning Blood  Banks,  Heart  Disease,  Mental  Hy- 
giene, and  Film  Review. 

Section  33  ( See  143 ) Resolution  58-2 

Required  Immunization  Record  on  Drivers 
Licenses 

Introduced  by  the  Medical  Society  of  the 
County  of  Albany 

Whereas,  immunization  with  tetanus  toxoid 
has  been  proved  to  be  99  per  cent  effective,  if 
administered  correctly  and  if  adequate  booster 
injections  are  given;  and 

Whereas,  the  inherent  danger  of  anaphylactic 
shock  and  severe  allergic  reactions  are  known  to 
occur  with  injections  of  tetanus  antitoxin,  which 
contains  horse  serum;  and 

Whereas,  in  this  day  and  age  of  high-horse- 
powered  vehicles,  super  highways,  and  speed  in 
all  forms  of  travel,  there  are  increasing  numbers 
of  fatal  and  nonfatal  accidents  in  which  there  is 
the  ever-present  threat  of  tetanus;  and 

Whereas,  the  majority  of  adults  now  have  a 
driver’s  license;  now  therefore  be  it  hereby 
Resolved,  that  the  State  of  New  York  Bureau  of 
Motor  Vehicles  be  requested,  on  all  new  driving 
licenses,  to  leave  two  spaces  to  be  filled  in  by  a 
physician,  stating  (1)  whether  or  not  a regular 
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immunization  of  tetanus  toxoid  has  been  given  and 
(2)  the  date  of  administration  of  the  last  booster 
dose. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  II,  Public  Health  Activities  A,  Ma- 
ternal and  Child  Welfare,  School  Health,  and 
Accident  Prevention. 

Section  34  Resolution  58-3 

Election  to  Life  Membership 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  Dr.  Arthur  Starkey  Wilson  was  not 
proposed  for  retired  (now  designated  life)  member- 
ship in  the  Medical  Society  of  the  State  of  New 
York  at  the  1956  House  of  Delegates;  and 

Whereas,  Dr.  Wilson  was  eligible  for  life  mem- 
bership at  that  time,  having  reached  the  age  of 
seventy-seven  years;  now  therefore  be  it  hereby 
Resolved,  that  the  action  on  his  being  dropped 
from  membership  in  1956  be  rescinded;  and  be  it 
further 

Resolved,  that  Dr.  Arthur  Starkey  Wilson  be 
elected  to  retired  (now  designated  life)  member- 
ship in  the  Medical  Society  of  the  State  of  New 
York  as  of  May  9,  1956. 

Vice-Speaker  Lane:  This  is  to  be  voted  by 
acclamation. 

Gentlemen,  what  is  your  pleasure? 

Dr.  J.  Stanley  Kenney,  Trustee:  I move  ap- 
proval. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Section  35  Resolution  58-4 

Election  to  Life  Membership 

Introduced  by  Medical  Society  of  the  County 
of  Montgomery 

Whereas,  Dr.  William  H.  Seward,  being  over 
seventy  years  of  age,  was  eligible  for  election  to 
life  membership  in  the  Medical  Society  of  the 
State  of  New  York  in  1957;  and 
Whereas,  through  no  fault  of  his  own  his  name 
was  not  proposed  for  such  life  membership;  now 
therefore  be  it  hereby 

Resolved,  that  Dr.  William  H.  Seward  be 
elected  to  life  membership  in  the  Medical  Society 
of  the  State  of  New  York  as  of  May  15,  1957. 

Vice-Speaker  Lane:  Another  resolution  pertain- 
ing to  life  membership. 

What  is  your  pleasure? 

Dr.  Max  L.  Dreyfuss,  Montgomery:  I move  its 
approval. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Section  36  ( See  169)  Resolution  58-5 

Social  Security  Benefits  for  Self-employed 
Physicians 


Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  physicians  in  private  practice  are 
the  only  remaining  professional  group  today  not 
receiving  the  benefits  of  coverage  by  the  Old  Age 
and  Survivors  Insurance  system  of  the  United 
States,  all  other  self-employed  professional  groups, 
including  lawyers,  dentists,  and  pharmacists, 
having  become  a part  of  the  Social  Security  pro- 
gram at  their  own  request;  and 

Whereas,  it  is  widely  recognized  that  Social 
Security  can  be  a foundation  for,  or  a supplement 
to,  a well-rounded  insurance  program,  and  prac- 
ticing physicians  should  be  afforded  the  oppor- 
tunity to  include  in  such  a program  the  survivors 
benefits,  retirement  benefits,  and  disability 
benefits  insured  under  the  terms  of  the  Social 
Security  Act  and  now  available  to  millions  of 
other  Americans;  and 

Whereas,  Federal  authorities  have  made  it 
unmistakably  clear  that  no  Social  Security  cover- 
age will  be  extended  to  physicians  on  a voluntary 
basis,  since  by  so  doing  they  would  be  granting 
medical  doctors  exclusively  a status  not  conferred 
on  the  many  other  professional  groups  now  em- 
braced in  the  Social  Security  system;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  at  its  1957  House  of  Delegates  with- 
drew its  opposition  to  the  inclusion  of  self- 
employed  physicians  in  the  Social  Security 
system  on  the  existing  compulsory  basis  for  all 
professionals  and  by  resolution  adopted  directed 
its  delegates  to  the  1957  House  of  Delegates  of  the 
American  Medical  Association  to  introduce  and 
work  for  the  approval  of  a resolution  urging 
Congress  to  include  self-employed  physicians  in 
the  Social  Security  system  on  a compulsory  basis; 
and 

Whereas,  the  resolution  adopted  by  the  1957 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  was  introduced  in  the  1957 
House  of  Delegates  of  the  American  Medical  As- 
sociation but  was  summarily  rejected,  in  the  face  of 
the  rising  tide  of  sentiment  among  physicians 
throughout  the  nation  for  the  inclusion  of  self-em- 
ployed physicians  in  the  Social  Security  system; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  represented  in  this  meeting 
of  its  House  of  Delegates,  does  hereby  reaffirm 
its  stand  and  action  of  a year  ago  by  again  calling 
upon  Congress  to  extend  the  benefits  of  Social 
Security  to  self-employed  physicians,  and  by 
again  instructing  its  delegates  to  the  next  House 
of  Delegates  of  the  American  Medical  Association 
to  introduce  and  press  for  adoption  of  a resolution 
by  that  House  urging  Congress  to  include  self- 
employed  doctors  of  medicine  in  the  Social 
Security  system  on  a compulsory  basis. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII,  Economics  (Medicare),  Medical 
Care  Insurance,  Public  Medical  Care,  Possible 
Approval  of  Group  Health  Insurance  Plan. 
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Section  37  ( See  170)  Resolution  58-6 

Mail  Poll  of  A.M.A.  Membership  on  Inclusion 
of  Physicians  in  Social  Security  System 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  there  appears  to  be  conclusive 
evidence  that  a very  substantial  portion  of  the 
self-employed  physicians  of  the  United  States 
are  desirous  of  being  included  in  the  Federal 
Social  Security  system,  thereby  making  available 
to  themselves  and  their  families  the  survivors, 
retirement,  and  disability  benefits  presently 
denied  them  but  enjoyed  by  members  of  all  other 
professions;  and 

Whereas,  the  medical  doctors  of  state  after 
state,  notably  New  York,  having  the  largest  state 
medical  society  in  the  nation,  have  gone  on 
record  as  urging  Congress  to  bring  self-employed 
physicians  into  the  Social  Security  system;  and 

Whereas,  omission  of  self-employed  physicians 
from  the  Social  Security  system  is  the  direct 
result,  it  is  generally  recognized,  of  influence 
exerted  by  the  American  Medical  Association  in 
its  House  of  Delegates  and  in  Congress,  the  1957 
session  of  the  House  of  Delegates  of  the  American 
Medical  Association  having  decided  in  a paternal 
manner  that  its  members  did  not  or  should  not 
desire  to  be  included  in  the  Social  Security  system; 
and 

Whereas,  unfortunately,  reliable  and  up-to- 
date  nation-wide  polls  on  the  subject  of  the 
inclusion  of  physicians  in  the  Social  Security 
system  do  not  exist  at  this  time  to  reflect  the 
actual  wishes  of  the  rank  and  file  of  the  medical 
profession,  but  the  feeling  is  growing  that  no 
longer  should  the  American  Medical  Association 
delay  in  taking  steps  to  ascertain  the  true  will  of 
the  majority  of  its  membership  through  employ- 
ment of  the  American  democratic  process  known 
as  the  referendum;  now  therefore  be  it  hereby 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  1958 
House  of  Delegates  of  the  American  Medical 
Association  be  instructed  to  introduce  and  work 
for  the  passage  of  a resolution  providing  for  the 
following: 

( 1 ) an  immediate  mail  poll  of  the  entire  member- 
ship of  the  American  Medical  Association  on 
the  question:  “Do  you  favor  (yes  or  no)  inclusion 
of  self-employed  physicians  in  the  Federal  Social 
Security  system  on  a compulsory  basis?”; 

(2)  that  such  a mail  poll  shall  not  include  any 
confusing  reference  to  the  Jenkins-Keogh  Bills 
or  coverage  on  a voluntary  basis,  which  is  entirely 
outside  the  realm  of  possibility,  but  be  confined 
to  the  simple,  primary  question  set  down  in  the 
preceding  paragraph; 

(3)  that  the  results  of  such  mail  poll  be  pub- 
lished in  the  Journal  of  the  American  Medical 
Association  and  be  presented  for  the  information 
of  the  House  of  Delegates  at  the  Interim  Meeting 
of  the  American  Medical  Association  to  be  held 
in  December,  1958. 


Referred  to  the  same  reference  committee, 
covering  as  it  does  the  same  topic,  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VII,  Eco- 
nomics (Medicare),  Medical  Care  Insurance,  Public 
Medical  Care,  Possible  Approval  of  Group  Health 
Insurance  Plan. 

Section  38  {See  17 1)  Resolution  5&-7 

Passage  of  Jenkins-Keogh  Bills 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  American  medicine  on  the  national, 
state,  and  county  levels  for  a number  of  years 
has  endorsed  and  urged  the  passage  by  Congress 
of  the  Jenkins-Keogh  Bills  to  provide  income  tax 
deferment  on  money  placed  in  retirement  plans  by 
self-employed  persons,  including  all  professional 
people  such  as  physicians,  dentists,  lawyers,  and 
others,  along  with  farmers  and  small  businessmen; 
and 

Whereas,  it  is  the  belief  of  American  physicians 
and  other  professional  and  lay  groups  who  com- 
prise the  nation’s  ten  million  self-employed  that 
for  too  long  they  have  been  neglected,  discrimi- 
nated against,  and  unfairly  penalized  in  Federal 
tax  legislation  relating  to  pensions  because  under 
existing  law  corporations  are  entitled  to  set  aside 
tax-free  money  to  purchase  pensions  and  annuities 
for  their  executives  and  other  employes,  and 
millions  of  persons  who  work  for  others  are 
benefiting  from  that  arrangement;  and 

Whereas,  enactment  of  the  Jenkins-Keogh 
Bills,  as  pointed  out  by  the  American  Medical 
Association  to  the  House  Ways  and  Means 
Committee  at  hearings  launched  late  in  January, 
“would  be  of  particular  benefit  to  physicians  and 
other  professional  men  who  go  through  a long 
and  costly  period  of  training  and  whose  earnings 
are  bunched  into  a comparatively  few  years  when 
they  are  subject  to  high  income  tax  rates”;  and 

Whereas,  reports  from  Washington,  in  both 
the  public  and  professional  press,  are  to  the  effect 
that  the  sponsors  of  these  identical  bills,  Repre- 
sentative Thomas  A.  Jenkins,  Republican  of 
Ohio,  and  Representative  Eugene  J.  Keogh, 
Democrat  of  New  York,  are  highly  desirous  that 
an  impressive  volume  of  support  for  this  legisla- 
tion be  registered  with  members  of  this  Congress 
by  all  organized  groups  seeking  enactment  of  the 
measures  to  give  them  tax  equality  with  their 
employed  counterparts;  now  therefore  be  it 
hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  Council  to  mobilize  the  militant  support  of 
the  Society’s  25,000  members  behind  the  Jenkins- 
Keogh  Bills  immediately  by  means  of  a direct 
mail  appeal  to  members,  calling  on  them  to  write 
or  wire  their  representatives  that  they  wish  to 
see  HR  9 and  10  enacted  at  this  session  of  Con- 
gress and  giving  the  basic  arguments  for  the  self- 
employed. 

Referred  to  the  same  reference  committee,  the 
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Reference  Committee  on  Report  of  Council,  Part 
VII,  Economics  (Medicare),  Medical  Care  Insur- 
ance, Public  Medical  Care,  Possible  Approval  of 
Group  Health  Insurance  Plan. 

Section  39  ( See  174)  Resolution  58-8 

Medical  Services  in  Blue  Cross  Contracts 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  the  specialties  of  pathology,  radiol- 
ogy, anesthesiology,  and  physiatry  have  been 
declared  the  practice  of  medicine  by  the  American 
Medical  Association;  and 

Whereas,  the  practice  of  medicine  is  recognized 
as  a profession  in  the  several  states  of  the  United 
States;  and 

Whereas,  the  practice  of  pathology,  radiology, 
anesthesiology,  and  physiatry  is  partly  or  wholly 
carried  out  in  hospitals  incorporated  for  the  care 
of  sick  and  injured  patients  whether  said  hospitals 
are  incorporated  as  profit  or  nonprofit  institutions; 
and 

Whereas,  said  hospitals,  through  contracts  ne- 
gotiated with  insurance  plans  for  the  full  or  partial 
payment  of  hospital  costs  of  patients  admitted 
to  said  hospitals,  have  included  charges  for 
services  performed  by  physicians  specializing 
in  pathology,  radiology,  anesthesiology,  and 
physiatry;  and 

Whereas,  the  Principles  of  Medical  Ethics  of 
the  American  Medical  Association,  under  Chapter 
VII,  Section  5,  provide  that  a physician  should  not 
dispose  of  his  professional  attainments . . . under 
conditions  which  permit  exploitation  of  the 
services  of  the  physician  for  financial  profit  of 
the  agency  concerned;  and 

Whereas,  charges  for  professional  services 
made  by  a hospital  or  other  corporate  body  place 
the  physician  who  renders  the  service  in  a position 
of  violating  this  and  other  sections  of  the  Prin- 
ciples of  Medical  Ethics  of  the  American  Medical 
Association;  and 

Whereas,  fees  therefore  should  accrue  person- 
ally to  the  specialist  who  performs  the  services 
above-mentioned  and  not  to  the  institution  in 
which  the  services  are  performed  or  to  any  other 
corporate  body;  now  therefore  be  it  hereby 

Resolved , that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  opposing  the  inclusion  of  medical  services 
in  hospital  insurance  contracts  and  recommend 
the  transfer  of  coverage  for  such  services  from 
Blue  Cross  to  Blue  Shield  organizations. 

Referred  to  the  same  reference  committee,  the 
Reference  Committee  on  Report  of  Council,  Part 
VII,  Economics  (Medicare),  Medical  Care  Insur- 
ance, Public  Medical  Care,  Possible  Approval  of 
Group  Health  Insurance  Plan. 

Section  40  ( See  165)  Resolution  58-9 

Legal  Residence  for  County  Society 
Membership 

Introduced  by  Nassau  County  Medical  Society 


Whereas,  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York,  Chapter  XIV,  Section  1, 
provide  that  “except  by  approval  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York, 
no  physician  shall  be  an  active  member  in  a 
county  medical  society  other  than  that  of  the 
county  in  which  he  maintains  legal  residence  or 
has  his  principal  office”;  and 

Whereas,  it  has  come  to  our  attention  that  it 
is  possible  for  a physician  to  retain  membership 
in  a county  society  after  he  has  ceased  to  have 
legal  residence  or  principal  office  within  said 
society’s  jurisdiction;  now  therefore  be  it  hereby 
Resolved , that  the  Medical  Society  of  the  State 
of  New  York  establish  machinery  through  which 
this  section  of  the  Bylaws  can  be  enforced. 

Referred  to  the  Reference  Committee  on  Report 
of  the  Secretary. 

Section  41  (See  190)  Resolution  58-10 

Use  of  Compulsory  Arbitration  in  Alleged 
Malpractice  Actions 

Introduced  by  Dr.  Herbert  Berger,  Medical 
Society  of  the  County  of  Richmond,  as  an 
individual 

Whereas,  there  has  been  a considerable  in- 
crease in  the  number  of  actions  brought  against 
physicians  for  alleged  malpractice;  and 

Whereas,  these  have  caused  considerable 
hardship  to  the  members  of  the  Medical  Society 
of  the  State  of  New  York,  not  the  least  of  which 
has  been  an  increase  in  premium  rates;  and 

Whereas,  the  fear  of  eventual  suit  has  mili- 
tated against  our  patients,  since  physicians  are 
reluctant  to  attempt  procedures  which  are  justi- 
fiable but  dangerous;  and 

Whereas,  differences  of  opinion  on  the  subject 
of  malpractice  insurance  have  caused  an  unfor- 
tunate schism  in  our  ranks  in  certain  areas  of  the 
State;  now  therefore  be  it  hereby 

Resolved , that  a new  approach  be  made  to  solve 
the  malpractice  insurance  problem,  one  which  has 
been  eminently  successful  in  other  areas  of  poten- 
tial dispute,  the  use  of  mandatory  arbitration. 
This  can  be  implemented  by  having  each  patient 
and  physician  sign  the  standard  arbitration 
clause  of  the  American  Arbitration  Association 
prior  to  the  rendering  of  medical  or  surgical  care. 
This  document  reads:  “Any  controversy  or  claim 
arising  out  of  or  relating  to  this  contract,  or  the 
breach  thereof,  shall  be  settled  by  arbitration  in 
accordance  with  the  rules  of  the  American 
Arbitration  Association,  and  judgment  upon  the 
award  rendered  by  the  Arbitrators ) may  be 
entered  in  any  Court  having  jurisdiction  thereof’’; 
and  be  it  further 

Resolved , that  the  American  Arbitration  Associ- 
ation be  authorized  to  set  up  a panel  of  physicians 
and  attorneys  chairmanned  by  a prominent  lay- 
man such  as  a retired  judge  or  educator;  and  be  it 
further 

Resolved,  that  the  expense  of  such  arbitration 
be  borne  by  the  insurance  carrier. 
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Referred  to  the  Reference  Committee  on  Reports 
of  Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel. 

Voices:  What  part? 

Vice-Speaker  Lane:  This  is  a special  reference 
committee  that  deals  with  the  reports  of  the  Mal- 
practice Insurance  and  Defense  Board  and  Legal 
Counsel. 

Section  42  ( See  175)  Resolution  58-11 

Adoption  of  W isconsin  Plan  for  Blue  Shield 

Introduced  by  Medical  Societies  of  the  Counties 
of  Oneida,  Herkimer,  and  Madison 

Whereas,  our  present  Blue  Shield  Plans  in 
New  York  State  are  not  sufficiently  all-inclusive 
fully  to  protect  people  against  the  cost  of  medical 
and  surgical  care;  and 

Whereas,  the  type  of  coverage  which  embodies 
a fee  schedule  is  not  acceptable  to  a great  many 
physicians  in  New  York  State;  and 

Whereas,  the  State  Medical  Society  of  Wis- 
consin, through  its  Blue  Shield  Plan  (Wisconsin 
Physicians  Service),  has  developed  a contract 
which  does  away  with  income  limits  and  sub- 
stantially eliminates  fee  schedules,  provides  more 
flexibility  in  payment  of  physicians  services, 
and  offers  the  opportunity  for  purchase  of  cat- 
astrophic type  coverages  not  only  for  physicians 
services  but  related  services  and  materials;  and 
Whereas,  the  Wisconsin  Blue  Shield  contract 
makes  payment  for  the  customary,  usual,  and 
reasonable  charges  for  services  covered,  upon  the 
presentation  of  the  physician’s  bill;  and 

Whereas,  the  Wisconsin  plan  also  provides 
coverage  to  retired  pensioned  employes  after  the 
termination  of  their  employment;  and 

Whereas,  the  Wisconsin  program  operates 
through  a network  of  county  insurance  advisory 
committees,  thus  making  it  possible  for  local 
doctors  to  take  responsibility  for  claims  adjudica- 
tion; and 

Whereas,  the  Wisconsin  program  is  now 
offered  to  groups  of  five  or  more,  with  plans  under 
study  to  offer  it  to  nongroup  subscribers  and 
retired  employes;  and 

Whereas,  the  State  Medical  Society  of  Wis- 
consin regards  the  program  as  successful  following 
a two-year  trial  period  during  which  the  coverage 
has  been  offered  to  groups  in  all  areas  of  the  plan’s 
territory;  now  therefore  be  it  hereby 

Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  direct 
the  Council,  through  its  appropriate  committee 
or  committees,  to  urge  the  Blue  Shield  Plans  in 
New  York  State  to  formulate  and  effectuate  a plan 
similar  to  the  program  in  Wisconsin. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII,  Economics  (Medicare),  Medical 
Care  Insurance,  Public  Medical  Care,  Possible 
Approval  of  Group  Health  Insurance  Plan. 

Section  43  ( See  191)  Resolution  58-12 

Participation  in  Group  Plan  of  Malpractice 
Insu ranee 


Introduced  by  Medical  Societies  of  the  Counties 
of  Oneida,  Herkimer,  and  Madison 

Whereas,  the  strength  or  weakness  of  the 
Group  Plan  of  Malpractice  Insurance,  established 
and  sponsored  by  the  Medical  Society  of  the  State 
of  New  York,  is  of  vital  interest  and  concern  to 
physicians  in  all  parts  of  New  York  State;  and 

Whereas,  it  is  axiomatic  that  the  higher  the 
percentage  of  participation  becomes  the  stronger 
the  Group  Plan  will  be;  and 

Whereas,  the  percentage  of  participation  in 
the  Group  Plan  is  at  an  extremely  low  level  in  the 
counties  in  and  about  the  metropolitan  area  of 
New  York  City;  and 

Whereas,  this  fact  is  particularly  significant 
and  alarming  since  in  these  counties  is  to  be  found 
a great  proportion  of  the  membership  of  the 
Medical  Society  of  the  State  -of  New  York;  now 
therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  call  the 
attention  of  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  this  serious  situation; 
and  be  it  further 

Resolved,  that  this  House  of  Delegates  direct 
the  Council  of  the  Medical  Society  of  the  State 
of  New  York,  through  its  appropriate  committee 
or  committees,  to  take  such  action  as  may  be 
indicated  toward  obtaining  a greater  percentage  of 
participation  in  the  Group  Plan  of  malpractice 
insurance  on  the  part  of  members  of  county  medi- 
cal societies  in  and  about  the  New  York  City  area. 

Also  referred  to  Reference  Committee  on  Report 
of  Council,  Part  VII,  Economics  (Medicare),  Medical 
Care  Insurance,  Public  Medical  Care,  Possible 
Approval  of  Group  Health  Insurance  Plan. 

Section  44  (See  173)  Resolution  58-13 

Poll  of  A.M.A.  Members  re  Compulsory  Social 
Security 

Introduced  by  Medical  Society  of  the  County  of 
Ulster 

Whereas,  the  Medical  Society  of  the  County 
of  Ulster  has  passed  a resolution  to  the  effect  that 
all  self-employed  professionals,  excepting  physi- 
cians, are  now  covered  by  Federal  Social  Security; 
and 

Whereas,  said  resolution  states,  “The  appro- 
priate congressional  committees  will  soon  meet  to 
consider  the  inclusion  of  physicians  in  the  Social 
Security  program” ; and 

Whereas,  said  resolution  also  states,  “These 
congressional  committees  are  in  need  of  pertinent 
information  as  to  the  desires  of  the  medical  pro- 
fession concerning  this  issue”;  and 

Whereas,  the  Medical  Society  of  the  County 
of  Ulster  has  endorsed  again  the  principle  of 
Federal  Social  Security  for  physicians  and  has 
urged  the  United  States  Congress  to  enact 
appropriate  legislation  and  has  sent  copies  of  its 
resolution  to  the  chairman  of  the  United  States 
Senate  Finance  Committee,  the  chairman  of  the 
Ways  and  Means  Committee  of  the  House  of 
Representatives,  the  secretary  of  the  Medical 
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Society  of  the  State  of  New  York,  and  the  secre- 
tary of  the  American  Medical  Association;  now 
therefore  be  it  hereby 

Resolved , that  this  House  of  Delegates  instruct 
the  delegates  from  the  Medical  Society  of  the 
State  of  New  York  to  the  American  Medical 
Association  House  of  Delegates  in  San  Francisco, 
California,  in  June,  1958,  to  introduce  a resolution 
requesting  its  secretary  to  conduct  a poll  of  active 
members  of  the  American  Medical  Association 
in  an  attempt  to  ascertain  their  feeling  for  or 
against  compulsory  Social  Security  for  physicians. 

Referred  also  to  Reference  Committee  on  Report 
of  Council,  Part  VII. 

Voices:  Slower. 

Vice-Speaker  Lane:  There  are  quite  a few 

resolutions  that  get  to  Part  VII.  Some  of  these 
are  overlapping,  but  it  seemed  in  our  deliberations 
that  there  was  no  other  proper  place  to  put  them, 
and  a lot  of  them  do  fall  in  that  one  reference 
committee. 

Are  you  up  to  date,  and  ready  for  58-14? 

Chorus:  Yes. 

Section  45  ( See  172 ) Resolution  58-14 

Social  Security  for  Physicians 

Introduced  by  Broome  County  Medical  Society 

Whereas,  the  sentiment  of  the  physicians  in 
New  York  State  is  that  they  be  covered  by  Social 
Security  under  the  terms  of  this  law  as  written  by 
the  U.S.  Congress;  and 

Whereas,  a resolution  favoring  this  inclusion 
was  approved  at  the  1957  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York;  and 

Whereas,  a similar  resolution  was  defeated  by 
the  1957  A.M.A.  House  of  Delegates;  now  there- 
fore be  it  hereby 

Resolved , that  this  House  of  Delegates  reaffirm 
its  approval  of  Social  Security  for  physicians; 
and  be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  A.M.A. 
be  mandated  to  introduce  a resolution  favoring 
Social  Security  coverage  for  physicians;  and  be  it 
further 

Resolved,  that  such  delegates  be  instructed  to 
work  actively  for  the  passage  of  such  a resolution 
by  the  A.M.A.  House  of  Delegates. 

Referred  to  the  same  Reference  Committee  on 
Report  of  Council,  Part  VII. 

Section  46  (See  150)  Resolution  58-15 

Adequate  Honorarium  for  President  and 
President-Elect 

Introduced  by  Dutchess  County  Medical  Society 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  been  most  fortunate  in  having,  as 
president  and  president-elect,  men  of  capacity 
and  accomplishment;  and 

Whereas,  current  economic  trends  are  placing 
an  increased  burden  on  those  who  give  so  freely 


of  their  time  and  effort;  and 

Whereas,  it  is  unrealistic  to  expect  that 
members  so  situated  can  continue  to  accept  the 
demands  of  such  offices  and  their  responsibilities, 
without  adequate  compensation;  now  therefore  be 
it  hereby 

Resolved,  that  the  honorarium  extended  to  the 
president  and  president-elect  be  sufficient  to 
permit  them  to  make  at  least  limited  financial 
adjustment  during  their  period  of  greatest  service. 

Referred  to  the  Reference  Committee  on  Reports 
of  Treasurer,  Trustees,  Budget,  and  War  Memorial. 

Section  47  (See  176 ) Resolution  58-16 

Fee  to  Physicians  for  Insurance  Company 
Reports 

Introduced  by  Dutchess  County  Medical  Society 

Whereas,  the  practice  of  medicine  has  become 
burdened  with  “routine”  documents  and  insur- 
ance forms;  and 

Whereas,  the  rising  cost  of  office  personnel  and 
equipment  to  complete  these  forms  has  resulted  in 
increased  expenditures,  even  to  requiring  extra 
help  in  some  instances : and 

Whereas,  the  paper  work  burden  might  be 
reasonably  lessened  and  repeated  forms  on  an 
individual  case  reduced  in  numbers  if  a fee  is 
charged  for  same;  and 

Whereas,  it  is  unfair  and  distasteful  to  send  a 
bill  to  the  patient  for  this  service  particularly 
when  it  should  be  a part  of  his  insurance  coverage; 
and 

Whereas,  a doctor  is  entitled  to  payment  for 
his  services,  and  this  right  applies  as  fully  to  the 
service  of  preparing  reports  as  to  the  treatment  of 
patients;  and 

Whereas,  filling  out  reports  has  become  so 
customary  that  patients  are  entitled  to  assume 
that  doctors  will  furnish  all  such  reports  as  neces- 
sary; now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  approve  the  policy  of  physicians 
requiring  fees  from  insurance  companies  for 
preparing  reports. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 

Section  46  (See  177 ) Resolution  58-17 

Associated  Hospital  Service  Coverage  for 
Acutely  III  Infants  Under  90  Days  of  Age 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  Associated  Hospital  Service  of 
New  York  (Blue  Cross)  in  its  regular  policy  .does 
not  provide  for  hospitalization  of  the  acutely  ill 
infant  under  90  days  of  age;  and 

Whereas,  the  Associated  Hospital  Service  of 
New  York  (Blue  Cross)  does  provide  hospitaliza- 
tion for  acutely  ill  patients  over  90  days  of  age; 
and 

Whereas,  the  Medical  Society  of  the  County 
of  Queens  has  requested  the  Associated  Hospital 
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Service  of  New  York  (Blue  Cross)  to  include  the 
acutely  ill  infant  under  90  days  of  age  in  its  regular 
contract;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  hereby  votes  to  make  similar  request 
of  the  Associated  Hospital  Service  of  New  York 
(Blue  Cross). 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 

Section  49  ( See  178)  Resolution  58-18 

Opposition  to  Extension  of  Medicare  Program 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  report  of  the  Medicare  Confer- 
ence held  in  Philadelphia  on  December  6,  1957, 
considered  expanding  the  Medicare  program  to 
“Extensions  to  Persons”  such  as  retired  personnel 
and  dependents,  parents,  parents-in-law,  and 
dependents  of  deceased  personnel;  and 

Whereas,  the  report  of  the  Medicare  Confer- 
ence held  in  Philadelphia  on  December  6,  1957, 
considered  expanding  the  Medicare  program  to 
“Extensions  of  Services”  such  as  outpatient  care, 
dental  care,  neuropsychiatric  care,  medical 
emergencies,  and  some  chronic  diseases;  now 
therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  in  subsequent  negotiations  under 
Public  Law  569  of  the  84th  Congress  resist  any 
“Extensions  to  Persons”  or  “Extensions  of  Serv- 
ices’ ’ in  the  Medicare  program. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 

Section  50  ( See  179)  Resolution  58-19 

Indemnity  Plan  for  Medicare 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  Medical  Society  of  the  County 
of  Queens,  Inc.,  favors  an  indemnity  plan  rather 
than  service  benefits  for  the  Medicare  program; 
and 

Whereas,  a summary  of  the  Medicare  Confer- 
ence held  in  Philadelphia  on  December  6,  1957, 
and  published  on  page  492  of  the  February  1, 
1958,  Journal  of  the  American  Medical  Association 
stated,  under  the  heading  “Indemnity  Plan  for 
States  Desiring  It,”  that  “it  was  decided  that  any 
specific  plan  proposed  by  a state  medical  associa- 
tion would  be  given  careful  study  and  would  be 
placed  before  the  Berry  Advisory  Committee 
before  approval”;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  in  subsequent  negotiations  under 
Public  Law  569  of  the  84th  Congress,  submit  and 
negotiate  an  indemnity  plan  for  the  State  of  New 
York. 

Referred  to  the  Reference  Committee  on  Report 
of  Council,  Part  VII. 


Section  51  ( See  192)  Resolution  58-20 

Group  Insurance  Against  Third  Party  Actions 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  Bureau  of  Motor  Vehicles  of  the 
State  of  New  York  requires  a physician’s  certifi- 
cate when  an  applicant  for  renewal  of  an  oper- 
ator’s license  indicates  that  he  has  been  disabled; 
and 

Whereas,  a physician  who  certifies  that  a 
patient  is  physically  fit  to  operate  a motor  vehicle 
on  the  highway  with  safety  to  himself  and  others 
assumes  a legal  responsibility;  and 

Whereas,  the  physician  may  be  found  negligent 
in  court  as  a third  party,  if  his  patient  is  involved 
in  an  automobile  accident;  and 

Whereas,  such  third  party  action  may  result 
in  serious  financial  loss;  and 

Whereas,  neither  malpractice  insurance  nor 
other  insurance  currently  available  will  protect 
physicians  against  such  loss;  now  therefore  be  it 
hereby 

Resolved,  that  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  be  requested  to  investi- 
gate and  study  this  problem  and  to  take  any 
necessary  and  appropriate  action. 

Referred  to  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel. 

Section  52  ( See  60,  156)  Resolution  58-21 

Workmen’s  Compensation  Board’s  Minimum 
Medical  Fee  Schedule 

Introduced  by  Medical  Society  of  the  County 
of  Orange 

Whereas,  there  has  been  no  increase  in  the 
Workmen’s  Compensation  Minimum  Fee  Sched- 
ule since  the  8 per  cent  authorized  adjustment  of 
May  1,  1951;  and 

Whereas,  a proposed  upward  revision  of  this 
Fee  Schedule  has  been  promised;  and 

Whereas,  no  increase  in  the  Fee  Schedule  has 
been  recently  promulgated;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  requests  that  this  matter  of  increase 
in  the  Fee  Schedule  be  given  prompt  attention  by 
the  Workmen’s  Compensation  Board  of  the  New 
York  State  Labor  Department. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  X,  Workmen’s  Compensation  and 
Industrial  Health. 

Section  53  Resolution  58-22 

Election  to  Life  Membership 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  Dr.  Walter  Gajr  Lough  was  not 
proposed  for  retired  membership  in  the  Medical 
Society  of  the  State  of  New  York,  now  designated 
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life  membership,  at  the  1956  House  of  Delegates 
meeting  of  the  State  Society;  and 

Whereas,  the  doctor  was  ill  and  had  reached 
the  age  of  seventy  on  July  11,  1955;  now  there- 
fore be  it  hereby 

Resolved,  that  the  action  of  his  being  dropped 
from  membership  in  1956  be  rescinded,  and  that 
he  be  elected  to  life  membership  in  the  Medical 
Society  of  the  State  of  New  York  as  of  May  9, 
1956. 

Vice-Speaker  Lane:  This  also  refers  to  election 
to  life  membership  and  can  be  voted  on  now. 

Dr.  Philip  D.  Allen,  New  York:  I move  it  be 
approved. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Section  54  ( See  180)  Resolution  58-23 

Amendment  to  Insurance  Late 

Introduced  by  Dr.  William  H.  Wheeler,  Jr., 
Medical  Society  of  the  County  of  New  York 

Whereas,  corporations  operating  under  Article 
IX-C  of  the  Insurance  Law  of  the  State  of  New 
York  were  set  up  originally  to  provide  reimburse- 
ment for  services  rendered  to  patients  by  licensed 
physicians;  and 

Whereas,  through  amendments  to  the  law  by 
the  Legislature  and  through  interpretations  by 
the  courts  and  by  the  Attorney  General,  these 
corporations  are  now  or  about  to  be  required  to 
make  reimbursement  for  services  of  dental, 
podiatric,  and  other  paramedical  nature  whenever 
reimbursement  for  services  of  a like  nature  are 
made  by  the  voluntary  health  insurance  corpora- 
tions to  physicians;  and 

Whereas,  planning  and  actuarial  calculations 
were  made  by  the  corporations  on  the  premise 
that  reimbursements  would  be  made  only  for 
services  rendered  by  physicians;  and 

Whereas,  the  forced  inclusion  of  reimburse- 
ment for  these  paramedical  services  must  inevi- 
tably result  in  ( 1 ) increase  in  rates  to  the  subscriber 
patients,  (2)  reduction  in  benefits  to  the  sub- 
scriber patients,  or  (3)  reduction  in  fees  allowed 
to  participating  physicians;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  declaring  that  an 
amendment  to  Article  250  of  the  Insurance  Law 
of  the  State  of  New  York,  making  all  reimburse- 
ments for  paramedical  services  permissive  on  the 
part  of  the  IX-C  corporations  rather  than  com- 
pulsory, is  essential  to  the  orderly  and  efficient 
operation  of  such  IX-C  corporations  and  to  the 
giving  of  the  broadest  coverage  and  service  to  the 
subscriber  patients. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 

Section  55  (See  91)  Resolution  58-24 

.Advertising  of  Proprietary  Remedies 


Introduced  by  Nassau  County  Medical  Society 

Whereas,  the  television  industry  is  selling  a 
constantly  increasing  amount  of  time  for  the 
advertising  of  proprietary  remedies;  and 

Whereas,  manufacturers  and  advertising  agen- 
cies of  certain  of  these  remedies  are  engaging  in 
practices  which  are  at  least  of  questionable  good 
taste  and  in  many  instances  might  well  be  con- 
sidered deliberately  misleading,  particularly  in 
the  frequent  adroit  references  to  “doctors”  or 
“your  doctor,”  with  the  implication  that  doctors 
use  the  nostrum  themselves  or  prescribe  it  for  their 
patients;  and 

Whereas,  in  thus  misleading  the  public  they 
are  many  times  creating  a dangerous  attitude  of 
mind  which  results  in  a loss  of  confidence  in  the 
physician  who  refuses  to  endorse  the  remedy 
and  all  too  frequently  results  in  dangerous  delay 
in  seeking  medical  care  for  a serious  condition; 
and 

Whereas,  the  unregulated  use  of  such  advertis- 
ing material  might  well  have  a deleterious  effect 
upon  the  health  of  the  community ; now  therefore 
be  it  herebj' 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  urge 
that  the  American  Medical  Association  call  this 
situation  to  the  attention  of  the  appropriate 
Federal  regulatory  bodies,  urging  them  to  renewed 
efforts  to  secure  some  kind  of  regulation  and 
control  of  false  or  misleading  advertising  of 
nostrums  and  proprietary  remedies  on  sale  to 
the  general  public  without  prescription  or  other 
form  of  medical  supervision. 

Referred  to  the  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  56  (See  124)  Resolution  58-25 

Transfer  of  Cayuga  County  Medical  Society 
from  Seventh  to  Fifth  District  Branch 

Introduced  by  Dr.  B.  J.  Hartnett,  Medical 
Society  of  the  County  of  Cayuga 

Whereas,  the  Cayuga  County  Medical  Society 
is  located  geographically  close  to  the  city  of 
Syracuse,  which  is  headquarters  for  the  Fifth 
District  Branch  of  the  Medical  Society  of  the 
State  of  N ew  Y ork ; and 

Whereas,  the  primary  medical  business  of  the 
individual  members  of  the  Cayuga  County 
Medical  Society  is  more  closely  related  to  Syracuse 
than  to  other  cities,  and  headquarters  for  the  local 
area  Blue  Shield,  Workmen’s  Compensation 
Board  meetings,  and  various  insurance  groups  are 
located  at  Syracuse;  and 

Whereas,  headquarters  of  the  Seventh  Dis- 
trict Branch  of  the  Medical  Society  of  the  State 
of  New  York  are  located  in  Rochester  in  Monroe 
County,  which  is  further  from  Cayuga  County 
than  is  Syracuse;  and 

Whereas,  practically  no  medical  business  such 
as  insurance,  Blue  Shield,  and  Workmen’s  Com- 
pensation Board  hearings  from  Cayuga  County 
are  handled  in  Rochester;  and 

Whereas,  the  Syracuse  University  Medical 
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Center  for  scientific  information  is  much  more 
closely  related  to  Cayuga  County  geographically 
than  is  the  University  of  Rochester  Medical 
Center;  now  therefore  be  it  hereby 
Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  as 
follows: 

Article  XI — District  Branches — Section  1: 
The  fifth  paragraph  which  now  reads:  “The 
Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of 
Onondaga,  Oneida,  Herkimer,  Oswego,  Lewis, 
Madison,  Jefferson,  and  St.  Lawrence”  shall 
be  amended  by  the  addition  of  Cayuga  so  that 
it  will  then  read:  “The  Fifth  District  Branch 
shall  comprise  the  members  of  the  Medical 
Societies  of  the  Counties  of  Onondaga,  Oneida, 
Herkimer,  Oswego,  Lewis,  Madison,  Jefferson, 
St.  Lawrence,  and  Cayuga”; 

The  eighth  paragraphw  hich  now  reads:  “The 
Seventh  District  Branch  shall  comprise  the 
members  of  the  Medical  Societies  of  the  Coun- 
ties of  Monroe,  Wayne,  Cayuga,  Seneca,  Yates, 
Ontario,  Steuben,  and  Livingston”  shall  be 
amended  by  the  deletion  of  Cayuga  so  that  it  will 
then  read:  “The  Seventh  District  Branch  shall 
comprise  the  members  of  the  Medical  Societies 
of  the  Counties  of  Monroe,  Wayne,  Seneca, 
Yates,  Ontario,  Steuben,  and  Livingston.” 

Referred  to  the  Reference  Committee  on  Con- 
stitution and  Bylaws. 

Section  57  Resolution  58-26 

Increase  in  Membership  of  Council  Committee 
on  Public  Health  and  Education 

Introduced  by  Dr.  A.  H.  Aaron,  Erie  County, 
Vice-President  of  the  Medical  Society  of  the 
State  of  New  York 

Whereas,  the  present  Council  Committee  on 
Public  Health  and  Education  consists  of  three 
members — one  from  Erie  County,  one  from 
Onondaga  County,  and  one  from  Tompkins 
County;  and 

Whereas,  many  of  the  activities  of  this  com- 
mittee are  in  cooperation  with  officials  of  the  New 
York  State  Department  of  Health;  and 

Whereas,  such  activities  should  be  extended 
to  include  the  cooperation  of  representatives  from 
other  areas,  notably  Monroe  County,  Albany 
County,  and  Westchester  County;  now  therefore 
be  it  hereby 

Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  as 
follows: 

Chapter  IV,  Section  10,  third  sentence,  which 
now  reads:  “The  membership  of  committees 
shall  not  exceed  three,  including  the  chairman, 
except  the  committee  or  committees  in  charge 
of  activities  (a),  (b),  (d),  (f),  (i),  (k),  and  (1) 
Chapter  IV,  Section  9,  of  the  Bylaws”  shall  be 
amended  by  the  addition  of  (h)  so  that  it  will 
then  read*  “The  membership  of  committees 
shall  not  exceed  three,  including  the  chairman, 


except  the  committee  or  committees  in  charge 
of  activities  (a),  (b),  (d),  (f),  (h),  (i),  (k),  and 
(1),  Chapter  IV,  Section  9 of  the  Bylaws.” 

Also  referred  to  the  Reference  Committee  on 
Constitution  and  Bylaws. 

Section  58  ( See  92)  Resolution  58-27 

The  United  States  Committee  of  the  World 
Medical  Association 

Introduced  by  Dr.  Renato  J.  Azzari,  Trustee 

Whereas,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  has  recommended  that 
every  member  of  the  A.M.A.  join  the  U.S. 
Committee  of  the  World  Medical  Association, 
and  has  urged  that  its  component  state  associa- 
tions “support  and  give  official  recognition  to  the 
. . .U.S.  Committee  in  order  to  achieve  the  objec- 
tives of  the  World  Medical  Association  in  protect- 
ing the  freedom  of  medical  practice  and  increasing 
the  influence  of  the  practicing  medical  profession 
at  the  international  level”;  and 

Whereas,  this  Society  recognizes  that  it  is  as 
important  for  each  physician  to  support  his  inter- 
national organization  as  to  support  his  county, 
state,  and  national  medical  societies;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  hereby  expresses  its  support  of  the 
principles  and  objectives  of  the  World  Medical 
Association  and  urgently  recommends  that  each 
member  of  this  Society  join  the  U.S.  Committee 
of  the  W.M.A.  and  take  an  active  part  in  its 
services  to  the  medical  profession  and  the  peoples 
of  the  world. 

Referred  to  the  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  59  (Withdrawn— See  118 ) Resolution  58-28 

American  Medical  Education  Foundation , 
Rotating  Internships 

Introduced  by  Dr.  Cyril  M.  Levin,  Medical 
Society  of  the  County  of  Richmond 

Whereas,  the  annual  operating  deficit  of  our 
82  medical  schools  approximates  $10,000,000 
annually;  and 

Whereas,  the  American  Medical  Education 
Foundation  and  National  Foundation  for  Medical 
Education  were  established  in  1951  to  raise  funds 
to  meet  this  deficit ; and 

Whereas,  the  National  Foundation  for  Medical 
Education  has  expressed  a willingness  to  raise 
-three  fourths  of  the  deficit  from  business,  in- 
dustry, and  other  segments  of  our  society  pro- 
vided the  medical  profession  raises  the  remaining 
one  fourth;  and 

Whereas,  such  funds  as  raised  by  the  American 
Medical  Education  Foundation  go  100  per  cent  to 
the  medical  schools  to  permit  more  and  better 
teaching  and  research  facilities;  and 

Whereas,  the  Richmond  County  Medical 
Society  of  the  First  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  recognizes  the 


Part  II — September  1,  1958 


49 


HOUSE  OF  DELEGATES 


need  of  such  supplementary  funds  for  the  support 
of  our  medical  schools  and  is  in  accord  with  the 
methods  of  distribution;  and 

Whereas,  the  majority  of  such  funds  are  con- 
tributed by  physicians  practicing  medicine  in 
community  hospitals  throughout  the  United 
States  in  accordance  with  the  democratic  principle 
of  free  choice  of  physician;  and 

Whereas,  the  Coordinating  Council  (Executive 
Committee)  of  the  First  District  Branch  has 
approved  the  following  resolution;  now  therefore 
be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  approve  of  and  lend  its  full  support 
to  the  American  Medical  Education  Foundation 
program;  and  be  it  further 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  urge  that  the  faculties  of  the  medical 
schools  cease  encouraging  the  practice  of  closed 
panel  medicine;  and  be  it  further 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  urge  that  the  medical  schools  adopt 
the  policy  of  encouraging  graduates  to  seek  basic 
rotating  internships  in  approved  community  and 
municipal  hospitals. 

Referred  to  the  Reference  Committee  on  Report 
of  Council,  Part  VIII,  Liaison  with  Veterans 
Administration,  American  Medical  Education  Foun- 
dation, Woman’s  Auxiliary,  Joint  Committee  with 
Pharmaceutical  Association  of  New  York  State. 

Section  60  ( See  52,  156)  Resolution  58-29 

Revision  of  Minimum  Fee  Schedule  Under 
Workmen’s  Compensation  Law 

Introduced  by  Henry  Vinicor,  M.D.,  Medical 
Society  of  the  County  of  St.  Lawrence 

Whereas,  there  has  been  a substantial  decrease 
in  the  number  of  industrial  accidents  in  New 
York  State  since  1952  and  a 4 per  cent  decrease 
in  1957;  and 

Whereas,  a survey  of  minimum  fee  schedules 
of  48  states  and  the  District  of  Columbia  reveals 
that  (1)  some  states  have  had  as  many  as  three 
upward  revisions  since  1950;  (2)  many  states 
have  a substantially  higher  fee  schedule  than 
New  York  State;  (3)  those  states  having  no  fee 
schedule  state  that  medical  and  surgical  fees 
shall  be  limited  to  the  prevailing  rate  in  the 
locality  where  such  services  are  rendered;  (4) 
the  state  of  Idaho  is  utilizing  the  code  of  “Cali- 
fornia Relative  Value  Fee  Schedule”;  and 

Whereas,  there  have  been  negligible  changes 
in  the  New  York  State  minimum  fee  schedule 
since  1935;  and 

Whereas,  the  latest  proposed  revision  of  the 
minimum  fee  schedule  has  been  on  the  desk  of  the 
Chairman  of  the  Workmen’s  Compensation 
Board  for  quite  some  time;  now  therefore  be  it 
hereby 

Resolved,  that  this  House  of  Delegates  demand 
an  immediate  upward  revision  of  the  minimum 
fee  schedule;  and  be  it  further 

Resolved,  that  this  House  of  Delegates  direct 
the  chairman  of  the  Council  Committee  on  Work- 


men’s Compensation  together  with  the  director  of 
the  Bureau  of  Industrial  Health  and  Workmen’s 
Compensation  to  inform  the  Chairman  of  the 
Workmen’s  Compensation  Board  personally  of 
this  resolution;  and  be  it  further 

Resolved,  that  if  no  action  is  taken  by  the 
Chairman  of  the  Workmen’s  Compensation  Board 
within  a reasonable  period  of  time  (one  month), 
this  matter  be  referred  to  the  Council  for  more 
resolute  action. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  X,  Workmen’s  Compensation  and 
Industrial  Health. 

Remember  you  have  that  supplementary  part  to 
put  in  with  that  (see  Table  I) 

Section  61  ( See  181)  Resolution  58-30 

Salaries  of  Professional  Employes  in  State  Hos- 
pitals 

Introduced  by  Edward  F.  Shea,  M.D.,  Medical 
Society  of  the  County  of  Ulster 

Whereas,  there  is  an  increasing  awareness  of 
the  incidence  of  mental  illness  in  the  State  of  New 
York,  resulting  in  a larger  number  of  certifications 
to  our  State  hospitals  each  year;  and 

Whereas,  it  has  been  proved  that  the  new  drugs 
used  in  the  treatment  of  mental  illness  are  ef- 
fecting a greater  number  of  cures  among  the 
mentally  ill  in  a shorter  space  of  time,  thus  allow- 
ing earlier  discharge  from  these  hospitals;  and 
Whereas,  it  is  also  a fact  that  these  drugs  are 
most  effectual,  not  alone,  but  in  conjunction  with 
adequate  psychotherapy  and  intensive  efforts 
toward  rehabilitation;  and 
.Whereas,  it  is  obvious  that  for  satisfactory 
psychotherapy  there  must  be  a sufficient  number 
of  properly  trained  personnel  to  make  contact 
with  the  patient  and  the  patient’s  family,  as  well 
as  the  family  physician;  and 

Whereas,  under  present  conditions  of  inade- 
quate salaries  the  New  York  State  hospital  sys- 
tem must  rely  on  foreign  graduates,  many  of 
whom  do  not  have  a license  to  practice  medicine 
in  this  State;  and 

Whereas,  although  we  are  aware  of  a definite 
tendency  on  the  part  of  the  medical  schools  in 
America  to  offer  additional  teaching  hours  in 
psychiatry,  we  are  still  faced  with  the  need  to  in- 
still greater  interest  in  this  specialty;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  bring  to  the  attention  of  the  New 
York  State  Department  of  Mental  Hygiene  the 
above  facts  of  this  resolution  and  advocate  the 
consideration  of  making  professional  positions  in 
the  mental  hospitals  in  this  State  more  attractive 
to  the  American  physician  by  substantial  salary 
increases  and  improvement  of  living  conditions  in 
these  hospitals,  commensurate  with  the  dignity 
of  the  profession. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 
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Section  62  ( See  182)  Resolution  58-31 

Limitation  of  Blue  Shield  Coverage  to  iiMedi- 
cal  Services ” 

Introduced  by  Dr.  Frank  LaGattuta,  Bronx 
County  Medical  Society 

Whereas,  Blue  Shield  Plans  are  advertised 
and  known  as  “The  Doctor’s  Plan”;  and 

Whereas,  the  premiums  paid  by  subscribers 
to  Blue  Shield  Plans  are,  in  the  minds  of  these 
subscribers,  payments  made  toward  the  doctor’s 
bill;  and 

Whereas,  there  is  now  a move  under  way  to 
broaden  insurance  coverage  by  including  ancillary 
services  such  as  nursing  care,  drugs,  appliances, 
etc.;  and 

Whereas,  the  resultant  increase  in  Blue  Shield 
premiums  for  these  services  might  be  unfairly  as- 
cribed by  the  public  to  increased  payments  to 
doctors;  and 

Whereas,  these  ancillary  services  might  be  ap- 
propriately covered  by  Blue  Cross;  and 

Whereas,  Blue  Cross  Plans  have  evidenced  an 
interest  and  desire  to  supply  these  services;  and 

Whereas,  it  has  been  the  policy  of  the  Medical 
Society  of  the  State  of  New  York  that  physician’s 
services  be  distinguished  from  hospital  services; 
now  therefore  be  it  hereby 

Resolved , that  this  House  of  Delegates  recom- 
mends to  the  Blue  Shield  Plans  that  their  insur- 
ance coverage  be  limited  to  “medical  services”; 
and  be  it  further 

Resolved , that  this  House  of  Delegates  recom- 
mends to  Blue  Shield  and  Blue  Cross  Plans  that 
they  consider  the  principle  stated  in  this  resolu- 
tion in  offering  extended  benefits  to  their  sub- 
scribers. 

This  resolution  58-31  is  also  referred  to  the  Refer- 
ence Committee  on  Report  of  Council,  Part  VII. 

Section  63  ( See  188)  Resolution  58-32 

Control  of  Nonprofit  Insurance  Companies 

Introduced  by  Dr.  Herbert  G.  Cohen,  Bronx 
County  Medical  Society 

Whereas,  nonprofit  insurance  companies  op- 
erating under  the  laws  of  New  York  State  are  in 
essence  underwritten  by  their  participating  physi- 
cians; and 

Whereas,  these  participating  physicians  may 
have  to  forfeit  all  or  part  of  their  fees  if  necessary 
to  maintain  the  solvency  of  these  companies; 
now  therefore  be  it  hereby 

Resolved , that  this  House  of  Delegates  reaffirms 
the  principle  included  in  the  “Standards  for  Ap- 
proval,” namely,  that  nonprofit  insurance  com- 
panies operating  under  the  New  York  State  In- 
surance Laws  who  supply  a “Service”  type  con- 
tract at  an  income  ceiling  level  must  be  effectively 
controlled  by  representatives  designated  by  organ- 
ized medicine. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 


Section  64  ( See  151)  Resolution  58-33 

Care  of  Indigent  Members 

Introduced  by  Dr.  Thomas  F.  McCarthy,  Bronx 
County  Medical  Society 

Whereas,  humanitarian  principles  require 
that  any  organization  have  at  least  a minimum  of 
charity  for  its  indigent  members;  and 

Whereas,  indigent  and  disabled  members  of 
the  Medical  Society  of  the  State  of  New  York 
have  become  the  wards  of  private  and  public 
charity;  and 

Whereas,  the  Trustees  and  Council  of  the 
Medical  Society  of  the  State  of  New  York  have 
failed  to  provide  such  relief  for  our  unfortunate 
brothers;  now  therefore  be  it  hereby 

Resolved,  that  the  Trustees  of  the  Medical 
Society  of  the  State  of  New  York  allocate  25  per 
cent  of  the  income  derived  from  the  investment 
funds  of  the  Society  for  the  relief  of  indigent 
members  of  the  Medical  Society  of  the  State  of 
New  York  and  their  families. 

Referred  to  the  Reference  Committee  on  Reports 
of  Treasurer,  Trustees,  Budget,  and  War  Memorial. 

Section  65  ( See  196)  Resolution  58-34 

Hospital  and  Professional  Relations 

Introduced  by  Dr.  Samuel  Leo,  Bronx  County 
Medical  Society 

Whereas,  the  Principles  of  Professional  Con- 
duct of  the  Medical  Society  of  the  State  of  New* 
York,  Chapter  III,  Article  VI,  Section  3 states: 
“Contract  practice  which  allows  diversion  of  fees 
for  professional  medical  services  to  a hospital, 
organization  or  political  subdivision  is  unethical’  ’ ; 
and 

Whereas,  this  has  been  the  established  policy 
of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York;  now  therefore  be  it 
hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
affirms this  principle. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VI,  Hospital  and  Professional  Rela- 
tions, Dental  Health. 

Section  66  ( See  193)  Resolution  58-35 

Malpractice  Insurance 

Introduced  by  Dr.  Joseph  P.  Alvich,  Bronx 
County  Medical  Society 

Whereas,  malpractice  actions  are  an  increasing 
threat  to  physicians;  and 

Whereas,  physicians  now  face  suits  for  “Breach 
of  Contract”  and  “Third  Party  Actions”  related 
to  their  professional  activities;  and 

Whereas,  many  physicians  have  expressed 
concern  that  their  malpractice  insurance  may  not 
adequately  protect  them;  nowr  therefore  be  it 
hereby 
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Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  acting  through  an  appropriate  com- 
mittee appointed  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  including  its 
counsel,  obtain  a detailed,  accurately  defined 
description  of  the  present  area  of  coverage  afforded 
by  the  Society’s  malpractice  insurance  contract 
and  that  this  committee  shall  thereafter  study 
these  findings  and  report  as  to  the  need,  if  any, 
for  more  comprehensive  insurance  protection 
against  malpractice  for  the  members  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Referred  to  the  Reference  Committee  on  Reports 
of  Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel. 

Section  67  ( See  136)  Resolution  58-36 

Blood  Banks  Association 

Introduced  by  Dr.  Charles  Sandler,  Bronx 
County  Medical  Society 

Whereas,  the  Blood  Banks  Association  of  New 
York  State  has  managed  within  the  past  few  years 
to  spend  over  $111,000  of  the  funds  of  the  Medi- 
cal Society  of  the  State  of  New  York;  and 

Whereas,  the  Blood  Banks  Association  ac- 
quired most  of  this  money  in  the  guise  of  loans, 
which  the  members  of  the  House  of  Delegates 
were  assured  would  be  repaid;  and 

Whereas,  the  $111,000  is  now  gone  forever, 
with  no  hope  of  recovery  of  any  part  of  it;  and 
Whereas,  a new  organization,  the  North  East 
District  Clearing  House  of  the  American  Associa- 
tion of  Blood  Banks,  is  brought  before  us,  seeking 
to  tap  our  financial  resources  by  the  modest  sum 
of  $16,000  for  the  first  year;  and 

Whereas,  the  Blood  Banks  Association  of  New 
York  State  started  with  a modest  $4,341  in  1953, 
yet  in  1955  raised  this  to  $47,000;  and 

Whereas,  the  Bronx  County  Medical  Society 
deplores  the  proposed  depletion  of  the  funds  of  the 
Medical  Society  of  the  State  of  New  York  by  the 
North  East  District  Clearing  House,  as  it  recalls 
the  disastrous  and  very  expensive  Blood  Assur- 
ance Program ; now  therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
convention  assembled,  mandate  the  Trustees  to 
render  only  token — if  any — financial  assistance  to 
the  North  East  District  Clearing  House  of  the 
American  Association  of  Blood  Banks. 

Resolution  58-36  is  referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  IV,  Public 
Health  Activities  C:  Cancer,  Blood  Banks,  Heart 
Disease,  Mental  Hygiene,  Film  Review. 

Section  68  ( See  157)  Resolution  58-37 

Health  Insurance  and  Industry 

Introduced  by  Medical  Society  of  the  County 
of  Seneca 

Whereas,  it  has  been  brought  to  our  attention 
that  there  are  certain  inequities  between  health 
insurance  programs  in  industry  and  basic  mini- 


mum medical  fees  existing  in  Seneca  County;  and 
Whereas,  the  Medical  Society  of  the  County 
of  Seneca  feels  it  can  help  correct  these  inequities; 
and 

Whereas,  it  is  believed  that  the  same  situation 
prevails  throughout  New  York  State;  now  there- 
fore be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  suggest  to  the  various  county  medi- 
cal societies  that  they  request  consultation  and 
discussion  with  industry  in  their  respective  coun- 
ties in  their  present  and  future  contracts  for  medi- 
cal care  programs. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  X,  Workmen’s  Compensation  and 
Industrial  Health. 

Section  69  ( See  94-)  Resolution  58-38 

Uniform  State  Policy  on  Participation  in  Free 
Clinics 

Introduced  by  William  Carson,  M.D.,  and  Henry 
Vinicor,  M.D.,  Medical  Society  of  the  County 
of  St.  Lawrence,  as  individuals 

Whereas,  one  of  the  afflictions  of  modern  so- 
ciety is  the  increasing  use  of  pressure  tactics,  both 
direct  and  indirect,  to  further  their  own  interests 
and  the  obtainment  of  their  objectives;  and 
Whereas,  the  medical  profession  finds  itself 
subjected  to  such  pressure  tactics  by  many  groups, 
including  those  under  the  auspices  of  government, 
voluntary  health  groups,  nonprofit  organizations, 
and  certain  labor  groups;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  as  well  as  the  American  Medical  As- 
sociation has  always  fought  against  socialized 
medicine  and  the  inroads  of  government  into  the 
private  practice  of  medicine;  and 

Whereas,  socialized  medicine  is  creeping  into 
the  practice  of  medicine  insidiously  by  the  back 
door  while  our  eyes  are  focused  on  the  front — 
“Close  the  door  and  they’re  coming  through  the 
window;  close  the  window  and  they’re  coming 
through  the  door.”;  and 

Whereas,  each  county  society  or  each  individ- 
ual physician  sets  its  or  his  own  policy  on  physi- 
cians participating  in  free  clinics;  and 

Whereas,  it  is  now  assumed  by  governmental 
bodies  (board  of  health,  city  councils,  village  trus- 
tees, county  boards  of  supervisors)  that  all  that  is 
necessary  is  to  buy  the  material  and  the  physician 
will  automatically  give  it  at  free  clinics  to  all, 
notwithstanding  the  financial  status  of  the  people; 
and 

Whereas,  free  clinics  should  be  held  only  for 
those  who  cannot  afford  to  pay  for  medical  care  or 
in  cases  of  extreme  emergency;  and 

Whereas,  either  there  has  been  no  investiga- 
tion of  the  ability  to  pay  or  the  investigation  has 
been  a mockery;  and 

Whereas,  each  year  there  are  more  free  clinics 
added;  and 

Whereas,  there  is  a need  of  or  reaffirmation  of 
a definite  policy  by  the  Medical  Society  of  the 
State  of  New  York  on  this  most  basic  aspect  of  the 


Part  II — September  1,  1958 


53 


HOUSE  OF  DELEGATES 


private  practice  of  medicine;  and 

Whereas,  this  problem  must  be  faced,  dis- 
cussed, and  settled  before  it  runs  completely  out 
of  hand  and  we  are  confronted  with  a “fait  ac- 
compli’ ’ ; now  therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  re- 
affirm in  unmistakable  clarity  its  firm  belief  and 
adherence  to  the  basic  tenets  of  the  private  prac- 
tice of  medicine,  that  is,  free  choice  of  physicians 
by  patients;  and  be  it  further 

Resolved,  that  it  is  our  unswerving  belief  that 
every  individual  financially  able  should  pay  for 
his  or  her  medical  care  and  that  free  medical 
service  is  reserved  for  the  indigent;  and  be  it 
further 

Resolved,  that  the  reaffirmation  of  these  funda- 
mental principles  by  this  House  of  Delegates  be 
transmitted  to  every  committee  of  the  State 
Society  whether  elected  or  appointed  so  that  they 
may  fully  realize  that  it  is  an  area  of  no  compro- 
mise that  must  never  be  invaded  in  negotiations 
with  any  group ; and  be  it  further 

Resolved,  that  the  Council  be  directed  to  make  a 
careful  study  of  this  problem  and  report  its  conclu- 
sions to  the  House  of  Delegates  at  the  next  meeting 
in  1959. 

Referred  to  Reference  Committee  on  Miscellane- 
ous Business. 

Section  70  ( See  125,  197 ) Resolution  58-39 

A Plan  to  Correct  the  Shortage  of  Interns 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  a serious  shortage  of  interns  exists 
in  many  voluntary  and  municipal  hospitals;  and 
Whereas,  this  intern  shortage  interferes  with 
the  quality  and  quantity  of  service  provided  for 
patients  in  these  hospitals;  and 

Whereas,  the  intern  shortage  is  the  result  of 
(1)  decreasing  internships  from  two  years  to  one 
year,  (2)  the  failure  of  specialty  boards  to  give 
credit  for  the  second  year  of  internship,  (3)  in- 
creasing emphasis  on  a straight  rather  than  rotat- 
ing internship,  and  (4)  the  requirements  of  the 
armed  forces;  and 

Whereas,  a two-year  rotating  internship  is  the 
best  foundation  for  the  practice  of  medicine,  for 
further  training  in  a specialty,  or  for  training  in 
the  armed  forces;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommends  a two-year  rotating 
internship;  and  be  it  further 

Resolved,  that  the  delegates  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  before  the  A.M.A.  House  of 
Delegates  in  June,  1958;  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  sent 
to  the  deans  of  medical  colleges,  presidents  of 
hospital  boards,  and  administrators  of  the  hospi- 
tals in  the  State  of  New  York;  and  be  it  further 
Resolved,  that  copies  of  this  resolution  be  for- 
warded to  the  Secretaries  of  the  Army,  Navy,  and 
Air  Force  and  to  the  secretaries  of  the  national 
specialty  boards. 


Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VI,  Hospital  and  Professional  Rela- 
tions and  Dental  Health. 

Section  71  (See  201)  Resolution  58-40 

Creation  of  Commission  to  Study  Autopsy  Law 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  ambiguities  in  the  statutes  dealing 
with  autopsies  and  death  certificates  promote 
misconceptions  in  the  mind  of  the  lay  public; 
and 

Whereas,  such  misconceptions  create  obstacles 
for  medical  examiners,  coroners,  and  pathologists 
in  the  performance  of  their  tasks;  and 

Whereas,  these  ambiguities  and  misconcep- 
tions have  created  prejudice  against  autopsies  and 
hinder  the  advancement  of  medical  knowledge 
and  are  in  conflict  with  the  general  welfare;  now 
therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  me- 
morialize the  Legislature  of  the  State  of  New  York 
to  create  a commission  with  representation  from 
all  interested  parties,  including  the  Legislature, 
the  Bar  Association,  and  the  Medical  Society  of 
the  State  of  New  York,  for  the  purpose  of  review- 
ing existing  laws  and  regulations  governing  the 
dead  human  body  and  the  autopsy,  to  study  the 
social  and  medicolegal  aspects  of  the  problem, 
and  to  submit  a report  with  recommendations  for 
the  legislation  needed  to  establish  basic  defini- 
tions, clarify  the  present  ambiguities,  and  codify 
and  promote  a sound  legal  procedure  for  the  regu- 
lation of  death  certification  and  the  autopsy. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  IX,  Legislation,  Cults,  Proposed 
Licensure  of  Medical  Technicians. 

Section  72  (See  10 If)  Resolution  58-41 

Shortage  of  Nursing  Personnel 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  current  shortage  of  nursing  per- 
sonnel has  reached  a critical  level,  constituting  a 
threat  to  public  health  and  public  welfare;  now 
therefore  be  it  hereby 

Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  through  its  ap- 
propriate committees,  undertake  an  active  cam- 
paign to  obtain  higher  salaries  for  nursing  per- 
sonnel; and  be  it  further 

Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  through  its  ap- 
propriate committees,  use  its  good  offices  to  pro- 
mote expansion  of  existing  nurses  training  facili- 
ties and  creation  of  new  nurses  training  facilities 
in  all  categories;  and  be  it  further 

Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  through  its  ap- 
propriate committees,  institute  an  active  cam- 
paign in  the  secondary  schools  to  encourage  stu- 
dents to  enter  nurses  training. 
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Referred  to  Reference  Committee  on  Report  of 
Council,  Part  XII,  Convention,  Nursing  Education, 
Office  Administration  and  Policies,  Belated  Bills. 

Section  78  ( See  122 ) Resolution  58-42 

Artificial  Respiration  for  Rescue  Work 

Introduced  by  Vincent  J.  Collins,  M.D.,  Section 
on  Anesthesiology 

Whereas,  previous  endorsement  by  national 
organizations  and  Federal  agencies  of  the  back 
pressure-arm  lift  method  of  artificial  respiration 
was  based  on  evidence  obtained  in  anesthetized 
subjects  with  tracheal  intubation;  and 

Whereas,  tracheal  intubation  is  not  a technic 
available  to  civilian  nonmedical  personnel;  and 

Whereas,  without  an  artificial  airway  all  the 
manual  methods  are  unreliable  because  of  inabil- 
ity of  the  operator  to  attend  the  patient’s  natural 
airway;  and 

Whereas,  trials  of  the  manual  methods  in 
anesthetized  volunteers  without  artificial  airways 
have  failed  consistently  two  out  of  three  times  in 
60  different  volunteers,  to  move  enough  tidal  vol- 
ume to  ventilate  the  victim’s  respiratory,  dead 
space;  and 

Whereas,  the  back  pressure-arm  lift  method  is 
not  a reliable  procedure  for  artificial  respiration; 
and 

Whereas,  the  expired  air  methods  of  artificial 
respiration  (mouth-to-mouth,  mouth-to-airway, 
mouth-to-mask)  were  demonstrated  to  achieve 
excellent  ventilation  even  when  performed  by 
neophytes  after  only  brief  instruction;  and 

Whereas,  the  simple  expedient  of  hyperventi- 
lation during  performance  of  expired  air  resuscita- 
tion resulted  in  optimal  oxygenation  and  C02 
removal  in  all  trials  studied;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  officially  adopt  and  endorse  the  ex- 
pired air  methods  of  artificial  respiration  for  res- 
cue work;  and  be  it  further 

Resolved,  that  a similar  resolution  be  introduced 
in  the  House  of  Delegates  of  the  American  Medi- 
cal Association  in  San  Francisco,  in  June,  1958. 

Referred  to  the  Reference  Committee  on  Report 
of  the  Council,  Part  I,  Constitution  and  Bylaws 
Committee  of  the  Council,  Questions  on  Ethics, 
Postgraduate  Education,  Civil  Defense  and  Catas- 
trophe, Inhalation  Therapy. 

Section  74  ( See  123)  Resolution  58-43 

Operating  Room  Mortality 

Introduced  by  Vincent  J.  Collins,  M.D.,  Section 
on  Anesthesiology 

Whereas,  operating  room  mortality  appears 
to  be  an  increasing  hazard  in  the  conduct  of  sur- 
gical practice ; and 

Whereas,  estimates  in  the  literature  of  the 
number  of  cardiac  arrests  occurring  in  this  coun- 
try yearly  are  upwards  of  10,000  cases;  and 

Whereas,  the  lack  of  definition  of  the  termi- 


nology of  cardiac  arrest  and  the  lack  of  uniformity 
in  the  compilation  of  operating  room  mortality 
statistics  does  not  permit  accurate  assay  of  the 
problem  or  comparison  of  these  mortality  statis- 
tics from  different  areas;  and 

Whereas,  anesthesia  study  committees  which 
function  under  the  auspices  of  the  county  and 
state  medical  societies  offer  the  best  approach  to 
evaluating  operating  room  deaths;  and 

Whereas,  valuable  statistics  can  only  be  as- 
sessed by  the  use  of  a uniform  classification  which 
will  then  afford  a true  picture  of  operating  room 
mortality;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  appoint  a committee  to  develop  a 
uniform  classification  of  operating  room  deaths. 
This  committee  should  include  representatives  of 
the  various  specialties  concerned,  including  sur- 
gery, anesthesia,  and  pathology,  and  should 
recommend  the  adoption  of  this  standard  classi- 
fication and  uniform  terminology  by  all  anesthesia 
study  committees  at  county  and  state  medical 
society  level;  and  be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  at  the  annual  meeting  of  the 
American  Medical  Association  in  San  Francisco, 
California,  in  June,  1958. 

Also  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  I,  Constitution  and  Bylaws 
Committee  of  the  Council,  Questions  on  Ethics, 
Postgraduate  Education,  Civil  Defense  and  Catas- 
trophe, Inhalation  Therapy. 

Section  75  ( See  166)  Resolution  58-44 

Compulsory  Attendance  at  County  Medical 
Society  Meetings 

Introduced  by  Medical  Society  of  the  County 
of  Saratoga 

Whereas,  lack  of  attendance  at  county  medi- 
cal society  meetings  has  always  been  a problem; 
and 

Whereas,  business  details,  formulation  of 
policy,  new  legislation,  and  scientific  sessions  are 
important  to  and  necessary  for  all  practicing 
physicians;  and 

Whereas,  membership  in  a county  medical 
society  should  be  an  integral  part  of  each  mem- 
ber’s responsibility  to  himself,  his  confreres,  and 
his  patients;  and 

Whereas,  membership  in  a county  medical 
society  is  a privilege;  and 

Whereas,  the  county  medical  societies,  long 
considered  the  official  representation  of  the  physi- 
cians of  the  county,  should  be  a true  reflection  of 
majority  opinion;  and 

Whereas,  this  is  apparently  no  longer  true  in 
that  decisions  are  of  necessity  made  by  the  vote 
of  the  few  members  attending  a meeting;  now 
therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  recom- 
mend that  each  county  medical  society  in  New 
York  State  formulate  a policy  of  compulsory  at- 
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tendance  at  its  meetings,  and  that  the  percentage 
of  meetings  required  to  be  attended  by  individual 
members  be  decided  by  each  county  medical 
society  for  itself. 

Reference  here  is  to  the  Reference  Committee  on 
Reports  of  Secretary,  Judicial  Council,  District 
Branches. 

Section  76  ( See  183)  Resolution  58-45 

Public  Medical  Care  Fee  Schedule 

Introduced  by  Dr.  Kent  W.  Jarvis,  Medical 
Society  of  the  County  of  Oswego 

Whereas,  considerable  confusion  and  mis- 
understanding exists  concerning  a fee  schedule 
covering  professional  services  rendered  public 
welfare  patients;  and 

Whereas,  the  Council  in  1956  approved  a fee 
schedule  with  the  following  stipulations:  (1)  that 
the  fee  schedule  did  not  represent  the  full  value  of 
the  medical  services  given,  and  (2)  that  the  dif- 
ference between  this  schedule  and  the  full  value 
represents  each  physician’s  contribution  to  the 
needy  persons  of  the  State;  and 

Whereas,  various  schedules  and  arrangements 
covering  fees  for  physicians  are  in  operation  in 
several  counties  of  the  State;  and 

Whereas,  several  county  medical  societies 
desire  to  negotiate  fee  schedules  with  their  repre- 
sentative public  welfare  officers  or  welfare  de- 
partments; and 

Whereas,  the  implied  existence  of  a fee 
schedule  approved  by  the  Medical  Society  of  the 
State  of  New  York  acts  to  embarrass  the  negotia- 
tions of  a county  medical  society;  now  therefore 
be  it  hereby 

Resolved , that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  affirm 
with  unmistakable  clarity  the  right  of  all  com- 
ponent county  societies  to  negotiate  with  their 
respective  county  or  local  welfare  commissioners 
or  departments  of  welfare  all  schedules  pertaining 
to  physicians  fees;  and  be  it  further 

Resolved,  that  fee  schedules  negotiated  between 
county  medical  societies  and  county  welfare  de- 
partments shall  not  be  required  to  conform  to  any 
fee  schedule  previously  approved  by  the  Medical 
Society  of  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII,  Economics  (Medicare),  Medical 
Care  Insurance,  Public  Medical  Care,  Possible  Ap- 
proval of  Group  Health  Insurance  Plan. 

Section  77  ( See  184)  Resolution  58-46 

Fee  for  Execution  of  Insurance  Forms 

Introduced  by  Medical  Society  of  the  County 
of  Oneida 

Whereas,  for  many  years  physicians  have 
filled  out  insurance  forms  for  their  patients  with- 
out charge  or  fee;  and 

Whereas,  the  great  increase  in  such  paper  work 
in  recent  years  has  put  a tremendous  burden  on 
the  physician  and  his  office;  and 


Whereas,  this  is  not  a part  of  the  healing  art 
but  is  a matter  of  business;  and 

Whereas,  this  is  a service  not  so  much  to  the 
patient  as  to  the  insurance  companies;  now  there- 
fore be  it  hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  recog-  I 
nize  that  the  completion  of  insurance  company 
forms  is  a task  for  which  a fee  should  be  paid;  and 
be  it  further 

Resolved,  that  this  House  of  Delegates  recom- 
mend to  the  physicians  of  New  York  State,  | 
through  appropriate  channels,  that  the  suggested 
minimum  fee  for  completing  report  forms  for 
insurance  companies  be  three  dollars. 

Also  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  VII. 

Section  78  ( See  202)  Resolution  58-47  1 

Confidential  Physician-Patient  Relationship 

Introduced  by  Medical  Society  of  the  County 
of  Oneida 

Whereas,  Section  352  of  the  Civil  Practice  I 
Act  has  kept  inviolate  the  confidential  relation- 
ship between  doctor  and  patient  so  necessary  in 
the  practice  of  medicine;  and 
Whereas,  the  courts  of  this  State  have  con- 
sistently held  that  such  confidential  information 
obtained  by  a doctor  in  the  treatment  of  a patient 
can  not  be  waived  except  in  open  court,  on  trial, 
or  by  stipulation  (268  AD  53)  (271  NY  228);  and 
Whereas,  the  above  rulings  protect  the  plain- 
tiff from  improper  and  early  disclosure  of  the  facts 
of  his  case  which  might  cause  his  suit  to  be  im- 
properly and  inadequately  prejudged;  and 
-Whereas,  there  was  introduced  in  the  Legisla- 
ture of  the  State  of  New  York  during  the  1958 
session  simultaneously  in  the  Assembly  (Int. 
3282)  and  in  the  Senate  (Int.  2988)  an  act  to 
amend  the  Civil  Practice  Act,  in  relation  to  privi- 
lege between  patient  and  physicians,  which  would 
abolish  the  time-honored  confidential  relationship 
between  physician  and  patient  by  excepting  from 
the  protection  of  Section  352  the  report  of  injuries 
of  a litigant  seeking  damages  based  upon  a claim 
for  personal  injuries  and  as  to  those  injuries  the 
privilege  shall  be  deemed  to  be  waived;  and 
Whereas,  such  waiver  would  reduce  the  con- 
fidential relationship  between  doctor  and  patient 
to  a point  where  it  would  deleteriously  affect  the 
proper  treatment  of  the  patient;  and 

Whereas,  the  passage  of  such  an  act  would 
encumber  physicians  with  many  examinations  be- 
fore trial  which  would  become  standard  operating 
procedure  in  all  actions  based  on  physical  injuries; 
and 

Whereas,  the  bill  was  passed  in  the  Senate  but 
narrowly  defeated  in  the  Assembly  comniittee; 
and 

Whereas,  it  is  anticipated  that  the  same  bill 
is  somewhat  altered  form  will  be  presented  to  the 
next  session  of  the  Legislature  and  may  well  be 
passed;  now  therefore  be  it  hereby 
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Resolved , that  the  Medical  Society  of  the  State 
of  New  York  through  this  House  of  Delegates 
instruct  its  Legislation  Committee  and  its  legis- 
lation counsel  to  watch  for  this  bill  when  it  re- 
appears and  to  actively  oppose  its  passage  with  all 
the  means  at  its  command;  and  be  it  further 
Resolved , that  the  Medical  Society  of  the  State 
of  New  York  distribute  all  pertinent  information 
concerning  this  bill  to  all  county  societies  with  a 
request  to  take  all  local  measures  available  to 
each  society  in  order  to  oppose  and  defeat  this 
bill  if  it  should  reappear  in  the  Legislature. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  IX,  Legislation,  Cults,  Proposed 
Licensure  of  Medical  Technicians. 

Section  79  ( See  102)  Resolution  58-48 

Dates  of  Annual  Meeting 

Introduced  by  Medical  Society  of  the  County 
of  Oneida 

Whereas,  Article  VIII  of  the  Constitution  of 
the  Medical  Society  of  the  State  of  New  York 
states  as  follows:  “There  shall  be  an  annual 

meeting  of  the  Society  and  of  the  House  of  Dele- 
gates to  be  held  at  a time  and  place  designated 
by  the  House  of  Delegates”;  and 

Whereas,  Chapter  II,  Section  3,  of  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 
provides  that  “the  annual  meeting  of  the  House  of 
Delegates  shall  be  held  at  the  call  of  the  Speaker, 
at  least  two,  and  not  more  than  four  days  before 
the  annual  meeting  of  the  Society”;  and 

Whereas,  most  delegates  arrive  at  the  con- 
vention site  on  the  Saturday  or  Sunday  previous 
to  the  Monday  morning  that  the  annual  meeting 
of  the  House  of  Delegates  officially  opens ; and 
Whereas,  most  delegates  spend  this  prior 
weekend  in  pursuits  other  than  convention  busi- 
ness; and 

Whereas,  most  delegates,  because  of  the  time 
away  from  their  practice,  find  it  impossible  to  re- 
main after  the  House  of  Delegates  adjourns  in 
order  to  participate  in  the  scientific  program;  and 
Whereas,  the  House  of  Delegates  of  the  New 
Jersey  State  Medical  Society  meets  on  Saturday 
and  Sunday,  leaving  Monday,  Tuesday,  and 
Wednesday  for  the  delegates  to  obtain  the  bene- 
fits of  the  scientific  sessions;  and 

Whereas,  the  House  of  Delegates  of  the  Penn- 
sylvania State  Medical  Society  meets  on  Sunday, 
Monday,  and  Tuesday  morning,  with  the  scien- 
tific session  beginning  on  Tuesday  afternoon ; and 
Whereas,  the  House  of  Delegates  of  the  Massa- 
chusetts State  Medical  Society  meets  in  only  one 
day  and  evening  session,  allowing  the  delegates  to 
participate  in  the  scientific  sessions  for  the  two  or 
three  days  following  their  meeting;  and 

Whereas,  the  Rhode  Island  State  Medical 
Society  has  also  taken  cognizance  of  the  desira- 
bility of  permitting  the  delegates  to  participate 
in  the  scientific  session  of  the  annual  meeting  by 
separating  the  meetings  of  the  House  of  Dele- 
gates from  the  annual  meeting  which  then  becomes 
entirely  a scientific  session,  thus  enabling  the 


members  and  delegates  to  enjoy  the  freedom  of 
attending  the  scientific  session;  now  therefore  be 
it  hereby 

Resolved,  that  in  compliance  with  Article  VIII 
of  the  Constitution  of  the  Medical  Society  of  the 
State  of  New  York  this  House  of  Delegates  desig- 
nate that  the  annual  meeting  of  the  House  of 
Delegates  begin  at  or  about  2:00  p.m.  on  the  Sat- 
urday preceding  the  annual  meeting  of  the  Society 
and  that  its  sessions  be  held  on  Saturday  after- 
noon and  evening,  Sunday,  and  Monday  morning: 
and  be  it  further 

Resolved,  that  the  scientific  sessions  of  the  an- 
nual meeting  be  advanced  to  begin  on  Monday 
afternoon  for  as  manj^  days  as  are  required  to  com- 
plete the  program. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  XII,  Convention,  Nursing  Education, 
Office  Administration  and  Policies,  Belated  Bills. 

Section  80  ( See  187 ) Resolution  58-49 

Medical  Care , the  Job  of  the  Medical  Profession 

Introduced  by  Carlton  E.  Wertz,  M.D.,  Ex- 
President,  Medical  Society  of  the  State  of 
New  York 

Whereas,  government,  business,  labor,  the 
insurance  industry,  Blue  Cross,  Blue  Shield,  and 
hospitals  are  campaigning  vigorously  to  establish 
various  methods  of  delivering  medical  care;  and 
Whereas,  medical  care  can  be  delivered  only 
through  the  personal  services  of  members  of  the 
medical  profession,  and  no  plan  of  medical  care 
can  be  made  effective  without  the  cooperation  of 
the  medical  profession ; and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  the  recognized  representative  of  the 
medical  profession  of  New  York  State  and  is  thus 
best  fitted  to  determine  the  quality  of  medical 
care  offered  by  any  plan;  and 

Whereas,  the  medical  profession  has  a 2,500- 
year  tradition  of  caring  for  the  sick  with  regard 
only  to  rendering  the  best  medical  care  possible; 
and 

Whereas,  the  medical  profession  should  offer 
its  own  program  for  providing  the  people  of  New 
York  with  the  best  medical  care  obtainable;  and 
Whereas,  such  a program  can  be  developed 
best  under  the  auspices  of  the  Medical  Society  of 
the  State  of  New  York;  now  therefore  be  it 
hereby 

Resolved,  by  this  House  of  Delegates,  that  the 
Medical  Society  of  the  State  of  New  York  again 
pledges  its  continued  support  to  the  cause  of  the 
best  medical  care  for  all  the  people  of  the  State 
of  New  York  and  expresses  its  determination  to 
take  care  of  all  sick  people;  and  be  it  further 
Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  and  hereby 
is  instructed  to  study  the  medical  needs  of  all 
the  people  of  New  York  and  in  so  doing  seek  co- 
operation and  advice  from  the  constituent  county 
medical  societies;  and  be  it  further 

Resolved,  that  the  Council  be  directed  to  submit 
to  the  House  of  Delegates  its  recommendations, 
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based  on  this  study,  as  to  how  the  best  medical 
care  can  be  offered  to  all  the  people  of  the  State 
of  New  York  with  due  regard  to  the  factors  of 
adequacy  of  coverage,  economics,  freedom  of  the 
patient,  freedom  of  medicine,  and  the  individ- 
ual’s responsibility  for  the  welfare  of  himself 
and  his  family. 

Referred  to  the  Reference  Committee  on  Report 
of  the  Council,  Part  VII. 

Section  81  {See  93)  Resolution  58-50 

To  Send  Two  Top  Alternate  Delegates  to 
A.M.A. 

Introduced  by  Gerald  D.  Dorman,  M.D.,  Medical 
Society  of  the  County  of  New  York 

Whereas,  the  delegation  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  has  in  the  past  not  been  able 
to  vote  its  full  strength  on  many  occasions  because 
of  illness  of  a delegate  or  other  emergency;  and 

Whereas,  the  New  York  State  delegation  can 
overcome  this  problem  and  markedly  increase  its 
prestige  and  efficiency  by  having  two  alternate 
delegates  at  the  conventions  of  the  A.M.A. ; now 
therefore  be  it  hereby 

Resolved , that  the  top  alternate  (not  acting  as  a 
delegate)  in  each  elected  class  accompany  the 
delegation  to  the  A.M.A.  convention  with  expenses 
paid  by  the  Medical  Society  of  the  State  of  Newr 
York;  and  be  it  further 

Resolved,  that  the  Board  of  Trustees  be  hereby 
petitioned  to  appropriate  sufficient  funds  to  imple- 
ment this  resolution. 

Referred  to  Reference  Committee  on  Miscellane- 
ous Business. 

Section  82  {See  198 ) Resolution  58-51 

Fees  for  Electrocardiogram  Interpretation 

Introduced  by  First  District  Branch,  Medical 
Society  of  the  State  of  New  York 

Whereas,  the  practice  of  a hospital  charging 
the  patient  a fee  for  the  taking  of  an  electrocardio- 
gram and  the  hospital  charging  another  fee,  not 
covered  by  Blue  Cross  insurance,  for  the  inter- 
pretation of  the  same  electrocardiogram  is  in 
effect  in  some  hospitals  in  New  York  City  and 
elsewhere  and  is  contemplated  by  others ; and 

Whereas,  if  this  practice  were  carried  to  its 
logical  conclusion  the  patient  would  be  required 
to  pay  a double  charge  for  every  service  rendered 
in  the  hospital ; and 

Whereas,  this  practice  would  seem  to  violate 
the  patient’s  rights  under  the  Blue  Cross  contract 
to  full  coverage  for  semiprivate  care;  now  there- 
fore be  it  hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  dis- 
approves of  this  practice;  and  be  it  further 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  does 
not  consider  the  routine  interpretation  of  an  elec- 
trocardiogram without  the  interpreter  having  ex- 


amined the  patient  or  studied  his  case  as  a valid 
cardiologic  consultation;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  Associated  Hospital  Service,  to  United  Medical 
Service,  and  to  the  Greater  New  York  Hospital 
Association. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VI,  Hospital  and  Professional  Rela- 
tions and  Dental  Health. 

Section  83  {See  188)  Resolution  58-52 

Approval  of  Group  Health  Insurance,  Inc. 

Introduced  by  George  Himler,  M.D.,  Medical 
Society  of  the  County  of  New  York 

Whereas,  number  1 under  “Professional  Con- 
trol” of  the  Standards  For  Approval  by  the  Medi- 
cal Society  of  the  State  of  New  York  of  New  York 
State  Medical  Care  Plans  states  that:  “A  major- 
ity of  the  governing  body  shall  be  physicians  who 
are  acceptable  to  the  local  county  society  or  socie- 
ties and/or  the  Medical  Society  of  the  State  of 
New  York”:  and 

Whereas,  number  1 under  “Duration  of  Ap- 
proval” states  that:  “Approval  or  duration  of 

approval  of  a plan  will  not  be  granted  where  ac- 
commodation in  the  hospital  is  the  sole  and  only 
basis  for  remuneration  of  the  physicians  regard- 
less of  the  patient’s  income”;  and 

Whereas,  evidence  is  available  to  show  that 
when  50  per  cent  of  the  board  of  directors  of  a 
voluntary  health  insurance  plan  are  physicians, 
the  rights  and  prerogatives  of  the  participating 
physicians  are  very  adequately  protected;  and 

Whereas,  evidence  is  available  to  show  that 
the  “geographical  location”  principle  has  not  re- 
sulted in  abuse  of  the  service  benefit  privilege  by 
patients;  and 

Whereas,  these  criteria  have  resulted  in  the 
withholding  of  approval  by  the  Medical  Society 
of  the  State  of  New  York  from  Group  Health  In- 
surance, Inc.,  a voluntary  health  insurance  carrier 
which  fulfills  all  other  criteria  for  approval;  now 
therefore  be  it  hereby 

Resolved,  that  number  1 under  “Professional 
Control”  of  the  Standards  for  Approval  by  the 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans  be  amended  to 
read:  “At  least  50  per  cent  of  the  governing 
body  shall  be  physicians  who  are  acceptable  to 
the  local  county  society  or  societies  and/or  the 
Medical  Society  of  the  State  of  New  York;  and 
be  it  further 

Resolved,  that  number  1 under  “Duration  of 
Approval”  be  deleted. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 

Section  84  {See  158)  Resolution  58-53 

Industrial  Health  Centers 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  the  Medical  Society  of  the  State  of 
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New  York  has  never  indicated  its  position  with 
respect  to  legislation  incorporating  union  health 
center  plans;  and 

Whereas,  numerous  unions  with  headquarters 
in  the  New  York  metropolitan  area  already  have 
set  up  their  own  health  centers  by  special  enabling 
acts  of  the  State  Legislature;  and 

Whereas,  collective  bargaining  by  A.F.L.- 
C.I.O.  unions  is  directed  toward  ever  increasing 
health  plan  improvements  for  their  members;  and 
Whereas,  it  is  the  prime  interest  of  the  medical 
profession  to  offer  to  the  public  the  best  health 
care  possible;  now  therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  commend 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  for  its  pioneer  effort  in  establishing  a 
Bureau  of  Industrial  Health  to  study  these  prob- 
lems; and  be  it  further 

Resolved,  that  immediate  action  be  taken  in 
cooperation  with  union  representatives  and  the 
State  Department  of  Social  Welfare,  to  promote 
State  legislation  covering  the  entire  field  of  indus- 
trial health  centers  in  which  the  principle  of  free 
choice  shall  be  requisite  in  order  that  organized 
medicine  may  give  its  proper  leadership  to  plans 
for  purveying  medical  care  to  the  public. 

Referred  to  Reference  Committee  on  Report  of 
the  Council,  Part  X,  Workmen’s  Compensation  and 
Industrial  Health. 

Section  85  ( See  203)  Resolution  58-54 

New  York  State  Lien  Law 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  it  is  evident  that  physicians  should 
be  protected  under  the  New  York  State  Lien  Law; 
and 

Whereas,  numerous  previous  attempts  to  in- 
clude physicians  under  the  New  York  State  Lien 
Law  have  failed;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New'  York  again  proceed  in  every  proper  and 
lawful  manner  to  amend  the  present  lien  law  to 
include  physicians. 

Referred  to  Reference  Committee  on  Report  of 
the  Council,  Part  IX,  Legislation,  Cults,  Proposed 
Licensure  of  Medical  Technicians. 

. . . Speaker  Williams  resumed  the  Chair . . . 

Section  86  Resolution  58-55 

Amendment  to  Bylaws  concerning  Delegates  to 
the  American  Medical  Association 

Introduced  by  Dr.  A.  H.  Aaron,  Vice-President, 
Medical  Society  of  the  State  of  New  York 

Resolved,  that  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  amended  as 
follows: 

Chapter  III,  Section  6,  add:  “If  a delegate 
is  dropped  from  office  due  to  a change  in  the 
number  of  delegates,  he  shall  become  the  first 
alternate  delegate  in  his  class  in  the  proper 
order  of  sequence.” 


Referred  to  Dr.  Aaron’s  committee  of  the  House 
concerning  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York. 

Section  87  Resolution  58-56 

Amendment  to  Bylaws  to  Provide  for  Paid-up 
Life  Memberships 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  at  the  present  time  the  provisions  of 
Chapter  I,  Section  6 of  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  provide  that  any 
member  in  good  standing  reaching  the  age  of 
seventy  years,  or  if  permanently  disabled,  may 
apply  for  life  (retired)  membership;  and 

Whereas,  the  present  Bylaws  do  not  provide 
for  recognition  of  members  who  have  paid  dues  for 
many  years;  now  therefore  be  it  hereby 

Resolved,  that  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  by  the  addi- 
tion of  the  following  sentence  to  Chapter  I,  Sec- 
tion 6: 

“Any  physician  who  has  been  an  active  mem- 
ber of  the  Society  for  more  than  thirty-five 
years,  regardless  of  his  age  or  state  of  health, 
shall  become,  automatically,  an  active,  paid-up 
life  member  of  the  Society,  with  all  the  privi- 
leges and  benefits  of  an  active  member.” 

Referred  to  the  same  committee,  Dr.  Aaron’s 
committee  of  the  House  concerning  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York. 

Section  88  ( See  159 ) Resolution  58-57 

Medical  Practice  Committees 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  the  Compensation  Law  of  the  State 
of  New  York  now  provides  that  when  the  popula- 
tion of  a county  rises  over  one  million  people,  the 
duties  of  the  county  medical  society  compensa- 
tion committee  are  taken  over  by  the  Medical 
Practice  Committee  appointed  by  the  Chairman 
of  the  Workmen’s  Compensation  Board  of  the 
State  of  New  York;  and 

Whereas,  this  method  is  considered  discrim- 
inatory to  those  counties  which  have  a population 
of  over  one  million  by  reason  that  a committee  of 
three  so  appointed  obviously  does  not  give  repre- 
sentation at  the  local  county  level;  now  therefore 
be  it  hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct the  Committee  on  Legislation  to  initiate 
whatever  legislation  would  be  necessary  to  cor- 
rect this  condition. 

Referred  to  Reference  Committee  on  Report  of 
the  Council,  Part  X. 

Speaker  Williams:  This  concludes  all  the  reso- 
lutions we  have  on  hand.  We  would  like  to  say 
that  this  House  will  remain  open  for  resolutions 
through  all  of  tomorrow  morning  and  a part  of  the 
afternoon,  but  it  should  be  thoroughly  understood 
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that  any  late  resolution  still  has  to  be  cleared  and 
edited  through  Miss  Lewis,  and  so  typed  and  mime- 
ographed. 

I wish  the  chairmen  of  the  reference  committees 
would  see  Dr.  Lane,  and  be  sure  and  post  where  your 
reference  committee  is  going  to  meet  and  when  it  is 
going  to  meet.  That  is  very  important.  Dr.  Lane 
will  visit  the  reference  committee  meetings  and  see 
the  chairmen  so  that  we  will  have  the  service  record 
with  the  men  who  work  on  reference  committees. 

In  addition,  as  you  all  know,  it  would  not  be  a 
session  of  this  House  if  I did  not  announce  that  the 
banquet  tickets  are  available  at  the  back  of  the 
hall. 

Are  there  any  supplementary  reports? 

. . . There  was  no  response . . . 

Speaker  Williams:  They  all  have  been  assigned. 
Supplementary  reports  are  assigned  automatically 
under  the  blanket  resolution  that  was  introduced  at 
the  opening  of  the  meeting  by  the  secretary.  He 
said  all  published  reports  and  supplementary  re- 
ports. Did  you  not,  Mr.  Secretary? 

Secretary  Anderton:  Yes,  sir. 

Speaker  Williams:  They  are  assigned  to  their 
respective  committees  because  they  are  supplemen- 
tary reports  of  standing  committees  of  the  Council. 

If  there  is  no  other  business  at  this  time,  I will 
read  off  a complete  list  of  where  the  reference  com- 
mittees are  going  to  meet: 

President’s  Report,  Penn  Top  North; 

Reports  of  Secretary,  Judicial  Council,  District 
Branches,  Penn  Top  North; 

Reports  of  Treasurer,  Trustees,  Budget,  War 
Memorial,  Penn  Top  North; 

Planning  Committee  for  Medical  Policies,  Penn 
Top  North; 

Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel,  you  remember  last  year  there  was 
quite  a group  having  a lot  of  discussion.  We  got 
them  a special  room.  They  will  meet  in  the  Village 
Room,  which  is  on  the  first  guest  floor  of  the  hotel; 

Council,  Part  I,  Penn  Top  North; 

Council,  Part  II,  Penn  Top  North; 

Council,  Part  III,  in  the  headquarters  room  on 
this  floor; 

Council,  Part  IV,  in  the  headquarters  room  on 
this  floor; 

Council,  Part  V,  in  the  headquarters  room  on  this 
floor; 

Council,  Part  VI,  West  Room  on  the  Ballroom 
Floor; 

Council,  Part  VII,  the  Empire  Room,  Suite  A,  on 
the  first  guest  floor; 

Council,  Part  VIII,  West  Room  on  the  Ballroom 
Floor; 

Council,  Part  IX,  Empire  Room,  Suite  B,  first 
guest  floor; 

Council,  Part  X,  Pennsylvania  Room  on  the  Ball- 
room Floor; 

Council,  Part  XI,  West  Room  on  the  Ballroom 
Floor; 

Council,  Part  XII,  Penn  Top; 

Miscellaneous  Business,  headquarters  room. 

These  will  be  posted.  Be  sure  and  set  the  time. 

Dr.  Alfred  P.  Ingegno,  Kings:  Part  V will 
meet  at  2 p.m.  today. 


Speaker  Williams:  I think  we  are  getting  | 

through  early  enough  for  that.  I would  say  2 
o’clock,  it  is  understood.  We  would  like  to  have 
some  of  the  committee  reports  ready  for  tomorrow 
morning  so  that  we  can  get  going  with  business  to- 
morrow. 

Section  89  ( See  144) 

Survey  Report 

Speaker  Williams:  Gentlemen,  will  you  be 

seated?  This  is  a special  report  by  Dr.  Masterson. 
He  wants  to  present  to  you  officially  and  have  it 
spread  on  the  record  the  receipt  of  the  Survey  Re- 
port, which  the  Council  had  done  in  the  study  of  our 
Society’s  management  and  structure. 

Dr.  John  J.  Masterson,  Trustee:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  pursuant 
to  a resolution  of  the  Council  they  proposed  a survey 
of  our  administration  and  other  activities  of  the 
Society.  They  employed  Rogers,  Slade  & Hill. 
Your  committee  had  several  meetings  and  spent 
many  hours  with  their  representative,  Mr.  Edlund, 
discussing  the  many  activities  and  administration  of 
our  Society.  We  also  discussed  all  of  the  sugges- 
tions and  recommendations  in  this  report. 

I am  presenting  this,  Mr.  Speaker,  the  report, 
for  the  consideration  of  the  House  of  Delegates, 
without  recommendations. 

1958  Survey  Report 

Medical  Society  of  the  State  of  New  York 

Painful  Facts 

Nobody  who  knows  can  doubt  that  the  Medical 
Society  of  the  State  of  New  York  does  a vast 
amount  of  useful  and  excellent  work. 

But  this  survey  arises  because  in  Council  and 
Trustees  a number  of  dedicated  doctors  feel  that  the 
Society  is  far  short  of  accomplishing  all  it  should. 
Mentioned  are  the  following  examples: 

Over  8,000  doctors  in  the  State  not  members  of 
the  Society  or  of  component  county  units; 

Twice  that  number  not  members  of  the  American 
Medical  Association; 

At  the  present  time,  New  York’s  voice  in  the 
A.M.A.  pitifully  weak; 

New  York’s  contribution  to  the  American  Medical 
Education  Foundation  far  below  that  of  many 
states,  despite  the  fact  that  New  York  has  many 
more  doctors  than  any  other  state; 

Inadequate  Society  headquarters,  drab  and  un- 
satisfactory; 

Regular  salary  schedules,  position  and  job  de- 
scriptions, and  position  and  job  classifications  ad- 
visable but  largely  nonexistent; 

A certain  amount  of  unrest,  dissatisfaction,  and 
frustration  in  the  staff  and  office  force; 

Large  loss  of  Society  funds  in  its  efforts  with 
Blood  Banks; 

Criticism  of  expenditures  on  public  and  profes- 
sional relations  and  dissatisfaction  with  results; 

Criticism  that  county  societies  are  not  consulted 
sufficiently  on  many  matters  such  as  Workmen’s 
Compensation  and  Medicare  schedules; 

Dissatisfaction  of  some  with  the  Society’s  mal- 
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practice  insuraDce; 

Poor  results,  year  after  year,  in  the  Society’s 
legislative  programs  at  Albany; 

Insufficient  understanding  by  thousands  of  mem- 
bers of  what  the  State  Society  does.  Somewhere 
along  the  line,  communication  breaks  down. 

Why  all  this,  and  what  should  be  done  about  it.  Es- 
sentially, this  was  the  problem  presented  to  this 
survey. 

As  doctors  of  management,  what  would  we  pre- 
scribe to  cure  the  ills? 


Leadership 


Faced  with  this  problem,  we  recommended 
Leadership  as  the  key  theme  for  study.  Council 
and  Trustees  accepted  the  recommendation. 

This  theme  was  recommended  in  order  to  put 
first  things  first.  Necessarily  the  work  of  the 
Society  centers  around  the  leadership  it  can  com- 
mand from  officers,  Councillors,  Trustees,  and  com- 
mittees; from  leaders  in  district  branches  and 
county  societies,  and  from  an  employed  administra- 
tor, department  heads,  and  others. 

With  sound  objectives,  sufficient  dues  support, 
and  good  leadership  properly  organized,  there  can 
be  no  question  of  future  success  for  the  Society  and 
its  work. 

Complex  Expanding  Activities. — You  know,  of 
course,  that  your  Society  has  24,500  members.  Dues 
income  for  1958  is  budgeted  at  $560,000.  Other 
income,  principally  Journal  advertising,  booth 
rentals  for  commercial  exhibits  at  the  Annual  Meet- 
ing, and  earned  interest,  brings  the  total  to  more 
than  $900,000.  This  is  sizable  business. 

Under  the  Constitution  and  Bylaws,  the  Society 
has  nine  district  branches.  It  has  61  county  socie- 
ties. Presently  it  has  over  70  committees.  When 
reference  committees  of  the  House  of  Delegates  are 
added,  the  number  of  committees  exceeds  90.  Prob- 
lems, responsibilities,  relationships,  and  the  varied 
activities  of  the  Society  keep  expanding.  Your  69 
employes,  handicapped  by  crowded  quarters,  are  a 
small  number  for  the  work  to  be  done. 

Yours  is  a sizable,  complex  enterprise.  Doubtless 
it  will  grow  bigger,  more  important,  more  compli- 
cated each  year.  For  this  you  must  prepare. 

Present  Administration. — Your  present  adminis- 
trative set-up  is  not  conducive  to  unity,  coordina- 
tion, and  effective  team-work.  It  leads  to  wastes 
of  manpower  and  time.  It  is  not  businesslike  and 
does  not  do  the  work  of  the  Society  as  well  as  it 
should  be  done. 

Your  secretary  has  also  the  title  of  general  man- 
ager. He  is  a member  of  the  Society,  a member  of 
the  Council,  and  ex  officio  a member  (with  voice 
only)  in  the  Trustees  and  70  committees.  Though 
paid  a salary,  he  is  elected  annually  and  technically 
is  without  assurance  of  employment  from  one  year 
to  another.  If  vigorous  long-range  leadership  and 
initiative  is  desired,  this  is  precisely  the  wrong  way 
to  secure  it. 

Bureaus,  committees,  the  Journal,  malpractice 
insurance  and  defense,  legal  counsel,  an  Albany 
legislative  office,  Medicare,  public  relations,  and 
other  activities  are  administered  by  full-time  or 
part-time  directors,  chairmen,  an  editor,  advertising 


solicitors,  attorneys,  and  others  compensated  in 
various  ways  including  salaries,  honoraria,  fees,  and 
commissions.  A number  of  executives  and  employes 
are  responsible  to  committees  which  meet  on  policy 
and  administration  for  the  particular  activities  over 
which  they  preside.  Almost  inevitably,  bureaus 
and  staff  tend  to  draw  apart  as  separate  units.  Only 
strong,  centralized  administrative  leadership  would 
prevent  this. 

Superior  to  bureaus  and  committees  are  the  House 
of  Delegates,  Council,  and  Trustees.  The  president 
and  president-elect,  elected  annually  for  one  year, 
receive  per  diems,  and  give  to  the  Society  very 
substantial  time. 

Council  and  Trustees  meet  for  a few  hours  on  ten 
days  a year.  No  meetings  in  July  or  August.  In 
crowded  half  days,  they  listen  to  multitudinous 
committee  and  other  reports,  debate  and  determine 
Society  policies,  and  direct  some  of  the  administra- 
tion of  the  Society,  frequently  down  to  minor  details 
which  in  a business  organization  would  never  come 
to  the  governing  board.  Every  word  uttered  is 
taken  down  on  stenotype.  Paper  work  before  and 
after  meetings  is  voluminous,  every  page  taking 
time,  labor,  and  expense,  which  in  our  opinion  is 
largely  unnecessary. 

Granted  that  similarly  in  many  other  professional 
societies,  the  governing  bodies,  bureaus,  committees, 
and  staff  still  operate  in  about  this  same  manner. 
However,  it  is  hardly  a clean-cut  and  streamlined 
method  of  conducting  an  enterprise  as  sizable, 
varied,  and  important  as  your  Society  today. 

Perhaps  for  thirty  or  fifty  years  this  is  how  it  has 
been  done.  Perhaps  it  could  go  on  another  fifty 
years,  but  is  that  what  you  want?  Is  it  the  way  to 
accomplish  the  Society’s  objectives? 

Painful  Comments. — Vigorously  expressed,  one  of 
your  leaders  said:  “What  in  hell  is  the  matter  with 
our  Society  is  what  I’ve  been  hearing  for  the  last 
ten  years.” 

Vigorously  too,  another  leader  said:  “It’s  a 

bumbling  organization  in  an  era  that  can  no  longer 
tolerate  bumbling.  Something  has  to  be  done  to 
tighten  up  the  whole  organization  and  create  and 
restore  respect  for  it.” 

And  another:  “We’re  administered  like  a back- 

country  grocery  store.” 

Again : “It’s  not  so  much  mismanagement,  as  lack 
of  management.” 

Of  meetings,  a leader  of  long  experience  said: 
“Minutes  are  kept,  and  hours  wasted.” 

Among  county  societies  leaders  said:  “The  State 
Society  is  moribund.”  “It  gives  no  help  to  us.” 
“It  doesn’t  keep  us  informed.”  “Take  back  the 
message:  it  must  be  overhauled.” 

Of  course,  not  everybody  made  such  comments, 
hfobody  questions  that  much  good  work  is  done. 
But  enough  was  said  to  indicate  clearly  that  many 
of  the  strongest  supporters  the  Society  has  would 
welcome  marked  improvement  in  set-up  and  admin- 
istration. 

New  York’s  Leadership  in  Medicine. — At  our  re- 
quest, Mr.  Miebach  and  his  staff  in  the  Society’s 
Public  and  Professional  Relations  Bureau  analyzed 
some  ten  or  twelve  factors  indicating  the  leadership 
of  New  York  State  in  medicine.  Mr.  Miebach’s  27- 
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page  report  on  this  subject  has  been  given  by  us  to 
the  chairman  of  the  Survey  Committee,  Dr.  Master- 
son.  Among  other  things,  this  analysis  shows  that: 
One  doctor  in  every  six  in  the  U.S.  is  a New  York 
physician.  In  number  of  doctors,  New  York  far 
outstrips  California,  the  second  state. 

New  York  doubtless  leads  the  nation  in  medical 
education:  more  medical  schools,  more  medical 
students,  more  interns,  more  residencies  than  any 
other  State. 

Hospital  facilities  in  New  York  are  also  in  the 
lead.  One  of  every  eight  hospital  beds  in  the  U.S. 
is  in  New  York  State. 

In  medical  research,  probably  more  is  done  in 
New  York  than  in  any  other  state,  aggregating  an 
expenditure  of  many  tens  of  millions  of  dollars  an- 
nually. Massachusetts  probably  is  second,  and 
California  third. 

Other  facets  of  New  York’s  leadership  include 
more  than  one  tenth  of  all  U.S.  Blue  Shield  and  Blue 
Cross  coverage,  doctor  activity  in  public  health  and 
health  education,  significant  State  Society  work  in 
public  relations,  and  a wide  range  of  activity  in  the 
61  county  societies  giving  service  to  the  profession 
and  the  public. 

With  this  tremendous  background,  is  there  any 
question  that  New  York  doctors  should  have  the 
strongest  and  most  active  medical  society  in  any 
state?  In  other  words,  that  the  Medical  Society  of 
the  State  of  New  York  should  lead  all  other 
state  societies  in  activity,  influence,  and  program. 

An  Executive  Director. — A basic  factor  in  a good 
future  for  the  Society  will  be  a strong  administrator 
given  administrative  authority  beyond  any  that  has 
been  accorded  in  the  past.  He  is  not  to  be  an  elected 
secretary  but  a skilled  and  experienced  organization 
executive.  He  is  to  be  an  employe,  not  an  officer 
of  the  Society.  Probably: 

his  title  should  be  something  like  executive  direc- 
tor. The  man  himself  may  have  his  preference  of 
titles.  It  seems  just  as  well  to  wait  on  this  until  he 
is  chosen.  It’s  the  “secretary”  connotation  we 
think  both  you  and  he  should  avoid.  He  is  to  be 
more  than  a secretary,  though  something  less  than 
a president.  For  the  purposes  of  this  report,  we 
shall  use  the  term  executive  director. 

he  should  be  on  contract  for  three  years,  renew- 
able in  three-  to  five-year  terms,  but  with  an  equi- 
table escape  clause  for  use  if  necessary. 

he  will  cost  to  start  with,  more  than  you  have  paid 
in  the  past.  His  starting  salary  should  not  be  the 
top  to  which  he  can  look  forward.  Like  other  good 
men,  he  must  have  incentive. 

he  will  be  in  his  late  forties  or  earty  fifties,  a man 
who  has  already  demonstrated  great  skill  in  society 
or  association  leadership.  Not  every  good  adminis- 
trator has  the  temperament,  the  dedication,  and  the 
skills  required — in  fact,  the  right  man  may  be  hard 
to  find. 

whether  he  is  an  M.D.  or  not,  is  of  secondary  im- 
portance. He  is  to  be  an  organization  executive, 
not  a scientist  or  practitioner.  Today,  four  fifths 
of  the  executives  of  state  medical  societies  are  lay- 
men. 


above  all,  he  must  be  able  and  adept  at  adminis- 
tration on  behalf  of  24,000  individualists.  Person- 
ality and  public  relations  sense  are  sine  qua  non. 
So  are  ability  to  write  and  speak.  A man  of  genu- 
ine stature,  capacity,  and  character. 

Your  Society  will  be  well  advised  to  use  profes- 
sional assistance  in  discovering,  appraising,  and 
testing  candidates.  No  stone  should  be  left  un- 
turned to  find  the  best  possible  man.  To  him  every 
test,  psychologic  and  otherwise,  should  be  applied 
before  he  is  engaged. 

Make  sure  that  his  personal  and  family  fife  is  such 
as  to  contribute  to  complete  success  in  the  big  task 
he  is  to  undertake. 

Search  as  you  never  searched  before.  Take  the 
necessary  time  to  dig  far  and  wide.  Don’t  take  the 
first  man  that  looks  good,  not  till  you  see  whether 
even  better  candidates  can  be  uncovered.  In  the 
search,  use  skilled  help:  finding  expert  administra- 
tors is  an  art  and  skill  of  its  own.  From  eighteen 
j^ears  of  experience  in  such  work,  our  firm  knows  how 
important  such  services  can  be  to  the  success  of 
clients. 

Recommendations  1 to  VII. — In  this  report  we 
shall  make  both  recommendations  and  suggestions. 
Of  the  two,  recommendations  are  the  stronger  and 
usually  the  more  important. 

Timing  is  an  element,  too.  Some  of  the  recom- 
mendations and  suggestions  are  for  early  attention, 
others  come  later  in  the  three-  to  five-year  period  of 
development  this  survey  has  in  mind. 

With  this  explanation,  and  in  the  light  of  what 
has  been  said  above,  we  give  you: 

Recommendations  I to  VII 

( For  Immediate  Attention ) 

I.  Authorize  at  once  the  appointment  of  a com- 
mittee, including  the  president,  president-elect,  and 
past  president,  to  find  and  recommend  to  the  Trus- 
tees one  or  more  candidates  qualified  to  be  executive 
director. 

II.  Authorize  the  Trustees  to  make  such  con- 
tract, pay  such  salary  and  other  compensation,  and 
make  such  other  arrangements  for  the  engagement 
of  the  executive  director  as  they  deem  wise. 

III.  Authorize  the  committee  and  the  Trustees 
to  use  professional  assistance  in  determining  the 
specifications  for  candidates,  in  discovering,  inter- 
viewing, and  appraising  candidates,  and  in  assisting 
the  committee  and  Trustees  in  every  way  to  find 
the  best  possible  man. 

IV.  Utilize  the  annual  meeting  of  the  Medical 
Society  Executives  Conference,  to  be  held  in  con- 
junction with  the  annual  meeting  of  the  American 
Medical  Association  in  San  Francisco  in  June,  as  an 
opportunity  to  look  over  and  consult  w ith  a number 
of  men  who  are  executives  of  medical  associations 
and  among  w’hom  may  be  some  who  might  be  con- 
sidered for  executive  director  of  your  Society. 
The  A.M.A.  meeting  is  also  an  opportunity  for 
consultation  with  leaders  from  other  states  who  may 
have  suggestions  of  names  to  offer. 

V.  Until  the  Bylaw’s  can  be  amended,  authorize 
the  Trustees,  when  the  executive  director  begins 
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work,  to  waive  the  final  sentence  of  Section  7, 
Chapter  VII,  of  the  Bylaws,  which  in  describing  the 
duties  of  the  secretary,  reads:  “He  shall  be  in 

complete  charge  of  the  administration  of  the  head- 
quarters of  the  Society.” 

VI.  Give  the  executive  director  full  administra- 
tive authority  over  the  headquarters  of  the  Society; 
over  all  employes;  over  all  persons  on  honoraria, 
fees,  or  commissions  who  are  not  officers  of  the 
Society;  over  all  expenditures  of  the  Society  within 
approved  budgets  including  items  set  up  in  budgets 
for  unforeseen  contingencies;  over  all  assignments  of 
staff  to  duties  within  approved  policies,  and  over 
the  hiring  and  firing  of  employes  and  the  fixing  of 
their  compensation  within  approved  salary  and  wage 
classifications,  except  that  on  salaries  in  excess  of 
$10,000  a year  his  recommendations  on  compensa- 
tion must  have  approval  of  the  Trustees  or  of  a 
finance  committee  appointed  by  them.  This  will 
require  amendment  of  the  Bylaws. 

VII.  Make  the  office  of  secretary  purely  an  elec- 
tive nonsalaried  office  like  that  of  treasurer,  stripped 
of  administrative  responsibility,  with  most  of  the 
work  of  the  secretary  done  for  him  by  the  paid  staff 
of  the  Society.  This,  too,  will  require  amendment 
of  the  Bylaws. 

Objectives  of  the  Society 

For  your  Society , successful  administration  may  be 
defined  as: 

managing  the  affairs  of  the  Society  so  that  its  de- 
clared purposes  will  be  consistently  pursued  and  its 
stated  objectives  achieved  effectively,  expeditiously, 
and  economically. 

Successful  administration  demands  a skillful  ad- 
ministrator, even  as  a successful  operation  demands 
a skillful  surgeon.  This  is  why  Recommendation  I 
is  that  you  begin  at  once  to  search  for  a skillful  exec- 
utive director. 

The  surgeon  has  the  advantage  over  the  executive 
director  because  he  deals  with  one  patient  at  a time. 
The  executive  director  has  24,000  doctors  to  lead. 
His  problems  are  complex  because  the  minds  of 
doctors  differ.  They  are  individualists  and  do  not 
think  alike.  For  this  reason,  objectives  of  the 
Society  need  to  be  clear. 

The  Anatomy  of  Administration. — In  the  anatomy 
of  administration,  the  supporting  bony  structure — 
the  skeleton — consists  of  objectives. 

On  certain  objectives,  we  find  no  statement.  For 
example,  is  it,  or  is  it  not,  an  objective  of  the  State 
Society  to  assist  in,  and  to  strengthen,  the  work  of 
component  county  societies?  We  find  your  Society 
expecting  support  from  the  county  societies,  but  is  it 
the  purpose  of  the  State  Society  to  in  turn  help  the 
county  societies?  On  this  point,  Article  I of  the 
Constitution,  which  states  the  purposes  of  the 
Society,  is  silent. 

We  think  a declaration  of  purpose  is  needed.  In 
this  report,  we  assume  that  the  State  Society  intends 
to  do  all  it  can  to  strengthen  the  component  county 
units,  to  serve  them,  and  to  assist  them  in  every  way. 

Medical  Care. — Again  for  example,  is  it,  or  is  it 
not,  an  objective  of  the  State  Society  to  consider 
ways  in  which  better  medical  care  can  be  provided 


to  all  segments  of  the  population  of  the  State  of  New 
York?  Is  it  the  purpose  to  see  that  such  care  is 
provided  with  the  least  financial  burden  on  the  in- 
dividual? To  listen  to  the  many  discussions  on 
economics  and  fees,  one  might  gain  the  impression 
that  some  doctors  think  of  their  Society  as  primarily 
a kind  of  labor  union  to  increase  the  financial  take  of 
practitioners,  and  that  the  emphasis  lies  on  eco- 
nomics and  not  on  medical  care  for  the  people  of  the 
State. 

Public  and  Professional  Relationships. — Again  for 
example,  is  it,  or  is  it  not,  an  objective  of  the  State 
Society  to  foster  mutual  understanding  and  good  re- 
lationships between  the  many  kinds  of  doctors  re- 
gardless of  their  specialized  interests  and  the  ways 
in  which  they  earn  their  livings? 

Is  it  an  objective  to  foster  on  behalf  of  all  doctors 
better  relationships  with  the  entire  public  of  the 
State  of  New  York?  One  gains  an  impression  that 
when  the  threat  of  socialized  medicine  seemed  im- 
minent, there  was  genuine  interest  in  the  work  of  the 
Society’s  Public  and  Professional  Relations  Bureau, 
but  that  with  the  passage  of  time,  and  possibly  less 
pressure,  this  interest  has  dimmed. 

To  our  mind,  clarification  is  needed,  and  a declara- 
tion of  intent. 

American  Medical  Association. — Again,  is  it,  or  is 
it  not,  desirable  that  the  stated  objectives  of  the 
Society  make  clear  the  Society’s  relationship  to, 
and  desire  to  support,  the  American  Medical  As- 
sociation? The  Bylaws  provide  for  the  election  of 
delegates  to  the  A.M.A.,  and  there  are  financial 
and  other  relationships.  Under  the  circumstances, 
isn’t  it  anomalous  that  no  purposeful  relationship  of 
the  Society  to  the  A.M.A.  is  anywhere  stated? 

Suggestion  Number  I. — Because  clear  objectives 
are  basic  to  sound  administration  and  to  sound 
leadership,  we  give  you.  Suggestion  number  I, 
not  necessarily  urgent  but  deserving,  we  believe,  of 
very  thoughtful  consideration. 

I.  Review  and  redefine  the  objectives  of  the 
Society  stated  in  Article  I of  the  Constitution.  For 
example,  to  the  present  general  phrase  “to  federate 
into  one  organization  the  medical  profession  of  the 
State  of  New  York,”  consider  adding  “and  to  serve 
and  strengthen  the  work  of  component  county 
societies.” 

To  the  general  phrase  “to  promote  the  better- 
ment of  public  health,”  consider  adding  some  such 
concept  as  “and  to  consider  ways  in  which  better 
medical  care  can  be  provided  to  all  segments  of  the 
population  of  the  State  with  least  financial  burden  on 
the  individual.” 

Further  amendments  will  suggest  themselves  if 
the  objectives  are  reviewed  in  the  light  of  the  prob- 
lems of  today. 

For  purposes  of  this  report  we  shall  assume  that 
it  is  the  desire  and  purpose  of  the  State  Society  to 
assist  in  and  strengthen  not  only  the  county  societies 
but  the  district  branches.  We  shall  also  assume 
that  the  Society  definitely  is  interested  in  better  pub- 
lic relations  for  doctors,  for  the  State  and  county- 
societies,  and  on  behalf  of  the  medical  profession  as  a 
whole. 
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Council-,  Trustees,  and  Executive  Committee 

During  our  study  we  questionnaired  other  state 
medical  societies  on  a variety  of  subjects  including 
number  of  members,  regular  annual  dues,  per  cent 
of  members  who  are  members  of  the  American 
Medical  Association,  and  the  structure  of  govern- 
ment in  each  society. 

Thirty-nine  state  societies  answered.  A 22-page 
compilation  of  replies  has  been  made,  and  copies 
provided  to  the  Society  office. 

Board  of  Trustees. — One  question  asked  whether 
state  societies  have  a single  executive  and  govern- 
ing body  (such  as  board  of  trustees  only,  or  exec- 
utive council  only)  or  whether  they  have  two 
such  bodies,  as  New  York  has  in  its  Council  and  its 
Board  of  Trustees. 

Before  we  asked  the  question,  we  thought  one 
body  would  be  preferable.  The  response  to  the 
questionnaire  supports  this  opinion.  Practically 
every  state  whose  answer  was  completely  clear  has 
one  body.  We  understand  this  is  also  true  of  the 
American  Medical  Association  and  other  national 
medical  organizations.  It  is  the  common  practice 
in  trade  associations  in  industry  and  business,  as  well 
as  in  business  firms  and  in  other  organizations. 

Except  for  tradition,  we  see  no  sound  reason  for 
both  a Council  and  a Board  of  Trustees  in  the 
Medical  Society  of  the  State  of  New  York.  On  the 
contrary,  a single  body  will  streamline  your  set-up, 
render  it  more  effective,  and  save  several  thousand 
dollars  a year  in  travel  and  hotel  expense. 

We  suggest  the  name  Board  of  Trustees.  We  be- 
lieve that  with  12  trustees,  4 elected  each  year  for 
three  years  as  is  now  done  with  Councillors,  to- 
gether with  5 ex-officio  officers,  president,  president- 
elect, secretary,  treasurer,  and  speaker  of  the  House, 
making  a total  of  17,  you  will  have  a Board  ideal 
in  size.  Of  33  other  state  societies  giving  informa- 
tion on  this  point,  17  is  the  favorite  number  on  the 
governing  board.  Statistically  the  returns  are  as 
follows: 

6 state  societies  have  17  on  the  governing  board; 

4 state  societies  have  1 1 on  the  governing  board ; 

3 state  societies  each  have  15,  16,  or  27  on  the 

governing  board; 

2 state  societies  each  have  5,  9,  or  19  on  the 

governing  board; 

the  remainder,  one  each,  vary  from  7 to  38 

on  the  board. 

Suggestions  II  to  IX. — Without  further  detail 
except  that  amendments  to  Constitution  and  By- 
laws will  be  required,  we  give  you  Suggestions  II 
to  IX,  to  be  carried  out  at  leisure. 

II.  Streamline  the  structure  and  work  of  govern- 
ment between  annual  meetings,  and  save  thousands 
of  dollars  annually,  by  electing  one  governing  body 
instead  of  two. 

III.  Elect  12  trustees,  4 each  year  for  three  years. 

Add  5 ex-officio  members:  president,  president- 

elect, secretary,  treasurer,  speaker  of  the  House 
of  Delegates.  This  will  be  a Board  of  17  replacing 
29  Councillors  and  Trustees.  It  omits  the  past 
president,  vice-president,  assistant  secretary,  as- 
sistant treasurer,  and  vice-speaker.  For  balance 


between  upstate  and  downstate,  see  Suggestion  I 
XIII. 

IV.  Let  the  Trustees  meet  quarterly  or  not  over 
six  or  seven  times  a year  instead  of  the  present 
ten  meetings  of  Council  and  Trustees.  Let  these 
meetings  be  for  a day,  or  for  an  evening  and  a 
morning,  instead  of  the  present  half  day.  If  the 
executive  committee  meets  between  Trustees  meet- 
ings, the  hours  devoted  annually  to  the  Society 
will  be  greater  than  now. 

V.  Let  the  Trustees  elect  an  executive  committee 
of  9 or  11  Trustees  empowered  to  act  with  authority 
between  meetings  of  the  Board.  This  is  larger  than 
the  present  executive  committee  in  order  to  pro- 
vide a good  cross  section  and  to  avoid  any  relative^ 
small  clique  running  the  Society. 

VI.  To  supervise  financial  affairs  and  to  invest 
reserves  or  surplus,  let  the  Trustees  appoint  one  or 
more  small  committees  made  up  of  specially  qualified 
members  of  the  Society  appointed  on  staggered 
terms  to  provide  continuity  of  service,  such  members 
not  necessarily  being  Trustees  but  in  that  event 
the  committee  chairman  to  sit  with  the  Trustees 
and  the  executive  committee.  For  purposes  of  this 
report,  we  shall  assume  the  appointment  of  a 
finance  committee. 

VII.  Let  Trustees  and  executive  committee 
eliminate  needless  and  cluttering  detail  from  meet- 
ings. Devote  meetings  mainly  to  problems  and 
policy,  leaving  administration  to  the  executive 
director. 

VIII.  Eliminate  needless  recording  of  each  word 
spoken  at  meetings  of  Trustees  and  executive 
committee.  Have  a stenotypist  or  stenographer 
present,  mainly  to  record  actual  action  taken. 
This,  too,  will  save  dollars  and  time.  Minutes 
should  be  available  in  24  to  48  hours  after  each 
meeting. 

IX.  Restrict  attendance  at  Trustee  and  execu- 
tive committee  meetings  to  members  of  these  bodies, 
the  executive  director,  and  such  assistants  including 
legal  counsel  as  he  may  desire,  and  at  stated  periods 
chairmen  of  committees,  staff  or  others  who  are 
asked  to  submit  reports  or  to  contribute  to  discus- 
sion of  specific  matters. 

Brains,  in  the  Anatomy  of  Administration. — If 
purposes  and  objectives  are  the  bony  structure  in 
the  anatomy  of  administration,  then  the  directing 
brains  may  be  said  to  be  the  House  of  Delegates, 
the  Trustees,  and  the  executive  committee.  We 
believe  brains  will  function  best  under  the  condi- 
tions just  described. 

Incidentally,  cutting  out  needless  stenotyping  at 
Trustee  and  executive  committee  meetings  will 
require  amendment  of  Bylaws. 

American  Medical  Association 

Suggestions  X and  XI.  When  convenient. 

X.  Prepare  special  materials,  or  secure  them 
from  the  A.M.A.  to  show  to  doctors  on  salary  what 
the  A.M.A.  means  to  them  and  why  they,  equally 
with  practitioners,  should  be  members. 

XI.  Study  what  methods  of  biffing  A.M.A.  dues 
in  counties  produce  the  best  results  and  take  steps 
to  use  those  methods  which  are  most  productive. 
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Concerning  election  of  delegates  and  alternates 
to  A.M.A.  see  Suggestion  XII. 

Elections 

Members  made  many  suggestions  to  limit  the 
age  at  which  men  may  be  nominated  or  to  restrict 
the  number  of  terms  of  service.  However,  we 
came  to  the  conclusion  that  rules  of  this  kind  are 
not  practicable  and  in  certain  circumstances  can  do 
more  harm  than  good.  Instead  we  suggest  factors 
which  we  believe  it  will  be  helpful  for  each  year’s 
nominating  committee  to  consider. 

Analyzing  the  present  make-up  of  the  29  members 
of  the  Council  and  Trustees,  we  believe  the  nominat- 
ing committee  must  have  given  weight  to  factors 
which  we  name  below  in  Suggestion  XIII.  We  are 
not  familiar  with  this  year’s  nominations  and  of 
course  make  no  comment  about  them. 

Suggestion  XV  below  can  perhaps  be  handled 
by  a ruling  from  the  Speaker  of  the  House.  If  this 
proves  not  practicable,  an  amendment  to  Bylaws 
will  be  required. 

Suggestions  XII  to  XV.  Try  out  number  XV 
at  this  year’s  meeting  of  the  House. 

XII.  In  nominating  delegates  and  alternates  to 

the  American  Medical  Association,  let  the  nominat- 
ing committee  balance  carefully  the  following 
factors:  the  desirability  of  reasonable  tenure; 

the  value  of  services  performed  by  a delegate  at 
A.M.A.  meetings  in  the  past,  and  the  influence 
he  has  exercised  and  continues  to  exercise  in  A.M.A. ; 
the  desirablility,  when  feasible,  of  younger  men  and 
new  blood  in  these  responsible  duties;  the  unwisdom 
of  nominating  or  renominating  men  of  impaired 
vigor  or  impaired  power  of  leadership  in  A.M.A.; 
the  distinction  a man  has  attained  in  medicine,  and 
of  course  the  calibre,  stature,  character,  and  per- 
sonality of  each  man  considered. 

XIII.  In  nominating  trustees  (or  councillors 
and  trustees,  if  present  structure  continues),  let 
the  nominating  committee  continue  the  general 
balance  that  now  maintains  in  the  year  1957-1958 
in  the  relatively  equal  number  between  upstate 
New  York  and  metropolitan  New  York  City,  with 
the  odd  member  from  counties  suburban  to  New 
York  City.  This  means  taking  into  account  the 
ex-officio  members  too. 

XIV.  In  nominating  trustees  (or  councillors 
and  trustees,  if  present  structure  continues),  let 
the  nominating  committee  seek  always  to  have  rep- 
resented both  the  general  practitioners,  who  con- 
stitute more  than  half  the  membership  of  the 
Society,  and  men  on  salary,  of  whom  there  are 
many  in  New  York  State.  The  viewpoint  of  both 
groups  should  be  represented  in  the  Society’s  de- 
liberations. 

XV.  Outlaw  so-called  “bullet  voting”  by  voiding 
any  ballot  that  does  not  vote  for  nominees  for 
the  full  member  of  places  to  be  filled. 

Personnel 

In  the  anatomy  of  administration,  if  purposes  and 
objectives  are  the  bony  structure,  and  the  House, 
Trustees,  and  executive  committee  are  the  brains, 
then  the  feet  and  legs  may  be  said  to  be  the  em- 


ployed personnel. 

In  a modern  organization,  employed  personnel 
need  skilled  handling  within  the  organization  itself. 
In  your  Society,  however,  anything  that  could  be 
called  modern  personnel  administration  and  leader- 
ship is  almost  entirely  lacking.  Nobody  has  time 
for  it.  Nobody  has  recognized  the  need.  Doctors 
and  employes  alike  commented  to  us  a number  of 
times  on  the  lack  of  even  ordinary  human  relation- 
ships within  the  office. 

This  is  a contributing  factor  to  the  frustration 
which  exists  to  an  extent  in  staff  and  office  force. 
Related  factors,  already  noted,  include  the  drab 
and  crowded  headquarters  and  the  largely  non- 
existent salary  schedules,  position  and  job  descrip- 
tions, and  position  and  job  classifications,  which, 
when  they  exist,  help  an  employe  know  where  he 
or  she  stands  and  what  the  future  holds. 

Despite  unfavorable  factors,  you  have  in  the  So- 
ciety a group  of  fine,  and  in  many  cases  dedicated, 
employes.  Many  have  served  a long  time.  They 
like  to  work  with  doctors  and  with  the  Society. 

Concerning  the  executive  group,  we  have  given 
to  the  Survey  Committee,  observations  made  to 
us  and  formed  in  our  own  mind  in  the  course  of  the 
survey. 

A Better  Office. — New  headquarters  for  which 
arrangements  are  being  made  will  improve  the 
physical  situation. 

In  the  new  headquarters,  air-conditioning  will 
help  toward  comfort,  improved  morale,  and  more 
efficient  work.  Better  working  space,  clean,  mod- 
ern, and  well  lighted,  will  help. 

A minor  change  in  office  hours,  made  upoti  our 
recommendation  during  this  survey,  has  been  well 
received.  Many  have  commented  favorably.  A 
small  matter,  but  it  helps  in  the  way  people  feel. 

Position  and  Job  Descriptions. — A start  toward 
written  descriptions  of  positions  and  jobs  has  been 
made  during  this  survey.  Each  of  33  employes, 
mostly  in  upper  brackets  of  pay,  were  requested  to 
write  for  us  information  on  the  following:  name; 
position  or  title;  date  began  in  this  position: 
date  began  with  MSSNY;  describe  the  duties  of 
the  position,  with  estimated  percentage  of  annual 
distribution  of  time  between  different  duties;  to 
whom  are  you  responsible?;  in  what  parts  of  your 
responsibilities  do  you  have  authority  without 
securing  approval  from  someone  else?;  do  you 
direct  and  supervise  others?  Who,  and  what  are 
their  positions  and/or  titles?;  with  whom  else  in 
the  office  do  you  work  most  closely?;  do  you  travel 
in  your  work  for  the  Society?  Approximately 
how  many  days  in  a year? 

These  33  self-written  position  and  job  descrip- 
tions have  been  bound  and  given  to  the  president 
of  the  Society  as  a byproduct  of  this  report. 

Confidential  Comment  from  Employes. — In  addi- 
tion to  factual  and  nonconfidential  position  and  job 
descriptions,  these  same  emplojms  in  both  staff 
and  office  were  asked  to  answer  and  write  for  us 
the  following,  strictly  confidential  to  the  writer  of 
this  report:  do  you  like  or  dislike  your  work  with 
MSSNY?  Why?;  what  suggestions,  if  any,  have 
you  for  improving  your  own  work?;  what  sugges- 
tions, if  any,  have  you  for  improving  the  work  of 
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your  department?;  what  suggestions,  if  any,  have 
you  for  improving  the  work  of  the  Society  as  a 
whole?;  do  you  have  other  suggestions?  If  so, 
what? 

Extracts  from  these  confidential  comments,  using 
no  names  and  revealing  no  identities,  were  made 
available  to  the  Survey  Committee. 

Recommendations  VIII  and  IX  and  Suggestions 

XVI  to  XVIII. — Because  good  personnel  administra- 
tion is  important,  we  give  you  Recommendations 
VIII  and  IX,  for  attention  as  soon  as  practicable 
after  the  executive  director  begins  work. 

VIII.  Let  the  executive  director  appoint  a 
personnel  director  to  assist  and  advise  the  executive 
director  in  the  hiring,  firing,  training,  and  promo- 
tion of  staff,  and  himself  to  have  authority  to  the 
extent  delegated  to  him  by  the  executive  director 
in  hiring,  firing,  training,  and  promoting  office 
employes. 

IX.  Let  the  personnel  director,  working  under 
the  executive  director,  formulate  personnel  poli- 
cies, the  major  features  to  be  recommended  to 
Trustees  for  approval. 

Suggestions  XVI  and  XVII.  For  attention  as 
soon  as  practicable  after  the  personnel  director 
begins  work. 

XVI.  Let  personnel  policies  include  employe 
indoctrination  and  training;  position  and  job 
descriptions,  clearly  delineating  responsibilities, 
authority,  and  lines  of  relationships,  to  be  revised 
from  time  to  time  and  kept  up  to  date;  an  employe 
organization  chart  to  be  similarly  revised  from  time 
to  time  and  kept  up  to  date;  classification  of  posi- 
tions, with  salary  and  wage  ranges  for  each  classifi- 
cation; periodic  comparison  of  salaries  and  wages 
with  similar  positions  in  New  York  City;  periodic 
review  of  the  work  and  salary  or  wage  of  each  em- 
ploye; recognizing  and  rewarding  exceptional  ac- 
complishment; stimulating  and  rewarding  sugges- 
tions from  employes  for  improving  the  work  of  a 
department  or  of  the  Society;  periodic  staff  and 
employe  meetings  and  other  means  of  communica- 
tion to  employes  about  the  work  of  the  Society; 
policies,  to  be  known  to  all,  concerning  vacations, 
holidays,  sick  leave,  hospital  and  medical  benefits, 
and  retirement;  less  irritating  ways  than  are  now 
employed  to  record  absences  or  time  worked,  and 
any  and  all  other  factors  appropriate  to  good  per- 
sonnel administration  for  this  Society,  including  ap- 
propriate means  of  providing  and  training  under- 
studies for  each  of  the  more  important  executive 
positions. 

XVII.  Because  setting  up  the  foregoing  is  a 
big  job  at  the  start,  let  the  executive  director  be 
authorized,  if  he  so  decides,  to  engage  outside  con- 
sultants to  assist  the  personnel  director  in  inaugurat- 
ing the  program  as  soundly  and  promptly  as  pos- 
sible. 

Suggestion  XVIII.  For  consideration  now,  if  the 
House  so  wishes. 

XVIII.  Fix  normal  retirement  for  employes  at 
sixty-five  years  of  age,  except  that  the  executive 
director  shall  be  authorized  in  his  discretion  to 
continue  any  employe  for  one  year  at  a time  until 
age  seventy  when  retirement  shall  be  final,  and  ex- 


cept that  for  the  executive  director  annual  continu- 
ation of  employment  between  sixty-five  and  seventy 
years  of  age  shall  be  at  the  discretion  of  the  Trustees. 

Committees 

In  our  anatomy  of  administration , we  have  the 
skeleton,  the  brains,  the  feet  and  legs.  We  come 
now  to  the  spinal  column  and  the  nervous  system: 
your  committees. 

How  best  to  organize  committees,  to  get  the  best 
results,  and  to  coordinate  and  correlate  all  their 
work  and  make  it  effective  is  a problem  with  which 
state  societies  wrestle  perennially. 

After  New  York,  the  two  biggest  state  societies 
are  California  and  Pennsylvania.  Patterns  of  com- 
mittee structure  developed  in  these  two  states  sug- 
gest steps  worth  considering  for  New  York. 

California  Commissions. — On  January  14,  1957, 
when  our  firm  was  studying  the  Medical  Society  of 
the  State  of  North  Carolina,  John  Hunton,  executive 
secretary  of  the  California  Medical  Association, 
wrote  as  follows: 

Our  Commission  setup  has  now  been  in  effect  for 
about  two  years  and,  while  a certain  amount  of  inertia 
had  to  be  overcome  at  the  outset,  I think  all  the 
officers  of  this  Association  would  agree  that  the  plan 
is  far  superior  to  the  old  system.  Under  our  old 
setup,  some  25  or  30  standing  committees  were 
named  in  the  By-laws  and,  from  time  to  time,  the  list 
was  expanded  as  members  of  the  House  of  Delegates 
brought  in  ideas  for  new  committees.  These  com- 
mittees were  all  composed  of  three  members  serving 
staggered  three  year  terms  and  most  of  them  served 
solely  on  a standby  basis.  Like  a fire  department, 
they  were  ready  for  work  when  called  upon.  On  top 
of  that,  when  some  special  need  came  to  the  atten- 
tion of  our  Council,  the  Council  was  inclined  to  name 
a special  committee  to  handle  the  item  of  business  on 
an  ad  hoc  basis.  These  special  committees  were  ap- 
pointed without  any  time  element  involved  and  by 
and  large  the  committees  were  never  discharged. 
The  result  was  a large  accumulation  of  standing  and 
special  committees,  very  few  of  them  with  many  if 
any  functions. 

When  our  By-laws  were  amended  two  years  ago, 
the  current  and  prospective  activities  of  the  Associa- 
tion were  taken  into  consideration  and  realistic  com- 
mittees drawn  up  for  today’s  functions.  These  com- 
mittees were  then  grouped  into  Commissions  to  in- 
clude, as  nearly  as  possible,  allied  interests.  As  you 
can  see  from  the  organization  chart,  you  may  get  some 
committees  which  appear  rather  far  afield  grouped 
under  the  same  Commission.  However,  the  intent  is 
to  bring  in  under  one  head  those  interests  which  lie 
in  the  same  field  and  then  place  the  chairmen  of  the 
various  committees  on  the  overseeing  Commission. 
When  the  Commissions  report  prior  to  our  Annual 
Session,  the  reports  are  broken  down  into  the  activi- 
ties of  the  various  committees.  When  the  commit- 
tees have  a report  to  make  to  the  Council,  this  is  done 
either  by  the  Commission  chairman  or  by  the  Com- 
mittee chairman  as  a representative  of  the  Com- 
mission. 

We  have  found  this  method  most  effective  and  defi- 
nitely a time-saver  for  all  concerned.  We  provide 
a place  on  the  agenda  of  all  Council  meetings  for  each 
Commission  and  receive  such  progress  reports  as 
may  be  forthcoming  for  the  Commission  itself  or  for 
any  of  its  subcommittees. 

Basically,  this  arrangement  provides  a method  of 
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screening  committee  reports  through  representatives 
of  other  committees  in  an  allied  field  prior  to  the 
furnishing  of  these  reports  to  the  Council  or  the  House 
of  Delegates.  This  procedure  permits  a second  look 
at  all  reports  and  furnishes  a control  which  might 
otherwise  not  be  possible. 

You  ask  about  cutting  out  committees  which  are 
no  longer  needed.  My  only  suggestion  for  this  would 
be  that  you  plan  to  cut  out  the  entire  section  of  the 
By-laws  dealing  with  committees  and  start  all  over 
again.  We  did  just  that  and  placed  the  entire  mat- 
ter in  the  hands  of  one  man  who  had  had  considerable 
organizational  experience  as  a Captain  in  the  U.S. 
Navy  Medical  Corps.  This  man  conferred  with  our 
legal  counsel  and  with  various  officers  of  the  Associa- 
tion and  eventually  produced  the  setup  shown  in  the 
organization  chart.  You  will  note  in  the  chart  that 
provision  is  made  for  special  committees  and  that  cer- 
tain functions  are  set  up  as  stemming  from  the  Coun- 
cil rather  than  from  the  six  major  Commissions. 
This  type  of  organization  permits  as  much  flexibility 
as  is  desired  but  retains  the  day  to  day  committee 
activities  under  an  appropriate  Commission.  I am 
enclosing  tear  sheets  from  our  By-laws  which  will  give 
you  the  organization  setup  for  the  entire  program. 

On  the  basis  of  our  experience,  I would  have  no 
hesitancy  in  recommending  that  other  state  associa- 
tions follow  a similar  program.  However,  I should 
point  out  that  an  abrupt  change  of  this  type  brings  a 
few  problems,  such  as  educating  committee  chairmen 
to  work  through  their  over-riding  Commissions  and 
in  needling  the  committees  to  get  their  annual  re- 
ports in  to  the  Commission  chairmen  to  form  a part 
of  the  over-all  Commission  report.  I would  not  sug- 
gest that  the  change  be  attempted  overnight  but  that 
a thorough  study  of  all  legitimate  committee  func- 
tions be  undertaken,  the  work  of  the  committees 
analyzed  and  the  related  fields  of  activity  grouped 
under  appropriate  Commissions.  This  to  me  repre- 
sents a realistic  approach  to  the  problem  of  a large 
number  of  sprawling  committees  which  can  easily 
accumulate  over  a period  of  years. 

California  By-laws. — At  the  end  of  this  report, 
Exhibit  I reproduces  Chapter  VTI  of  the  California 
By-laws.  It  is  the  chapter  on  Commissions  and 
Committees  to  which  Mr.  Hunton’s  letter  refers. 

This  year  we  wrote  Mr.  Hunton  to  ask  whether 
he  is  still  enthusiastic  over  this  plan.  On  February 
20  he  replied.  The  essence  of  Ids  reply  is:  “I  still 
feel  that  this  is  the  proper  type  of  organization.  . .1 
see  no  reason  why  this  kind  of  setup  would  not  work 
well  in  any  State  Association.” 

Pennsylvania,  Too. — For  more  than  a year 
Pennsylvania  has  been  considering  a similar  type 
of  organization  of  committees.  At  their  House  of 
Delegates  meeting,  it  is  expected  that  the  new 
plan  will  be  approved.  Since  Pennsylvania’s 
governing  body  between  annual  meetings  is  the 
Board  of  Trustees,  the  term  “Councils”  will  be  used 
in  that  State  in  place  of  the  term  “Commissions” 
used  by  California.  If  the  proposal  is  approved, 
the  four  major  councils  in  Pennsylvania,  under 
which  committees  will  function,  will  be  called: 
Council  on  Scientific  Advancement,  Council  on 
Governmental  Relations,  Council  on  Public  Service, 
and  Council  on  Medical  Service. 

Pennsylvania  Reference  Committees. — Included  in 
the  Pennsylvania  proposals  is  a recommendation 
to  the  House  of  Delegates  concerning  reference  com- 
mittees. It  is  as  follows:  “The  following  reference 


committees  are  recommended  in  order  to  coincide 
with  the  names  of  the  four  Councils,  and  to  provide 
for  considerations  of  other  reports:  Reference 

Committee  on  Scientific  Advancement,  Reference 
Committee  on  Governmental  Relations,  Reference 
Committee  on  Public  Service,  Reference  Committee 
on  Medical  Service,  Reference  Committee  on  Re- 
ports of  Officers,  Reference  Committee  on  Reports 
of  Standing  and  Special  Committees,  Reference 
Committee  on  Miscellaneous  Business,  Reference 
Committee  on  Credentials,  and  Reference  Com- 
mittee on  Constitution  and  Bylaws.” 

A Year's  Objectives. — An  interesting  feature  of 
Pennsylvania  proposals  is  a year-by-year  Committee 
on  Objectives.  While  the  committee  is  a long-range 
committee  too,  the  recommendation  reads:  “The 
president-elect  of  the  Society  should  sit  as  the 
chairman  of  this  committee  and  be  responsible  for 
recommending  the  immediate  objectives  of  the  So- 
ciety for  the  year  in  which  he  is  to  be  president. 
It  is  presumed  that  the  president-elect  will  include 
these  objectives  in  his  address  before  the  House  of 
Delegates  just  prior  to  his  inauguration  as  presi- 
dent. It  will  also  be  his  responsibility  in  the  year 
following  to  include  in  his  address  as  president,  the 
accomplishments  made  during  the  year  toward  these 
objectives.” 

Isn’t  this  a pattern  which  New  York  could  well 
adopt  with  advantage  to  forward  planning  and 
specific  accomplishment? 

Staff  Service  to  Committees. — For  a number  of 
years  Pennsylvania  has  regularly  assigned  to  every 
committee  some  member  of  the  employed  staff. 
Usually  the  staff  man  assists  the  committee  chair- 
man with  agenda  and  arrangements  for  meetings. 
He  attends  meetings,  keeps  minutes.  He  assists 
in  implementing  committee  policies  and  decisions. 
To  a considerable  degree  he  is  the  liaison  between 
the  committee  and  the  executive  director. 

A staff  man  may  be  assigned  in  this  way  to  as 
many  as  a dozen  committees,  or  to  only  one  or  two, 
depending  on  the  importance  and  activity  of  the 
committees.  Through  periodic  meetings  within 
the  staff,  a degree  of  coordination,  correlation, 
and  unified  planning  is  accomplished,  beyond  what 
would  otherwise  be  possible. 

If  your  Society  can  have  sufficient  employed  staff 
to  follow  the  Pennsylvania  pattern,  it  would  facili- 
tate and  strengthen  committee  activity  and  help 
to  unify  and  benefit  the  Society  program. 

Suggestions  XIX  and  XXVII. — We  are  aware 
that  in  New  York,  too,  the  problem  of  committees, 
their  size,  organization,  and  purposes,  has  had  study. 
California  and  Pennsylvania,  however,  have  reached 
solutions  not  considered  in  New  York.  The  whole 
subject  is  important  enough  to  warrant  further  in- 
vestigation. It  their  studies,  California  used  out- 
side management  counsel;  Pennsylvania  did  not. 
Either  way  we  suggest  that  your  Society  go  further 
into  the  problem  than  has  been  done  to  date. 

On  the  entire  subject  we  give  you  now  Suggestions 
XIX  to  XXVII,  for  attention  as  soon  as  practicable. 

XIX.  As  in  California  and  Pennsylvania,  con- 
sider commissions  to  coordinate  and  strengthen 
committee  work. 
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XX.  Let  each  commission  consist  of  chairmen  of 
the  committees  grouped  under  the  commission, 
plus  a general  chairman  named  by  the  president  of 
the  Society  (with  approval  of  the  Trustees)  who 
may  or  may  not  be  one  of  the  committee  chairmen, 
and  who  may  or  may  not  be  a Trustee  and  member 
of  the  executive  committee.  If  the  general  chair- 
man is  not  a Trustee  and  member  of  the  executive 
committee,  then  let  the  president  appoint  (with  ap- 
proval of  Trustees)  a member  of  the  executive 
committee  to  sit  with  the  commission  and  to  be 
a special  channel  of  contact  between  Trustees, 
executive  committee,  and  commission.  Let  each 
committee  chairman  name  an  alternate  to  represent 
him  in  the  commission  whenever  the  chairman  can- 
not attend  a commission  meeting. 

XXI.  Let  the  general  chairman  of  each  com- 
mission report  in  person  at  each  regular  meeting 
of  executive  committee  or  Trustees  on  progress  of 
committees  in  his  commission.  When  necessary 
let  him  be  accompanied  by  any  committee  chairman 
from  whom  a committee  report  is  desired. 

XXII.  Consider  tentatively  the  following  com- 
missions, statements  of  purpose,  and  groupings  of 
present  committees  under  them: 

Commission  on  Medical  Services. — To  study,  in- 
vestigate, and  from  time  to  time  submit  recommen- 
dations concerning  the  methods  under  which  medical 
services  are  furnished  or  organized,  and  the  social 
and  economic  problems  which  arise  in  giving  ade- 
quate medical  care:  Committee  on  Medical  Eco- 
nomics, Committee  on  Questions  of  Ethics,  Com- 
mittee on  Hospital  and  Professional  Relations, 
Committee  on  industrial  Health,  and  Committee 
on  Workmen’s  Compensation. 

Commission  on  Scientific  Advancement. — To  ex- 
tend medical  knowledge  and  advance  medical 
service  and  education  (not  including  the  annual 
convention):  Committee  on  Public  Health  and 

Education,  Committee  on  American  Medical  Edu- 
cation Foundation,  Committee  on  Prize  Essays, 
Committee  on  Rural  Medical  Service,  Committee 
on  Civil  Defense  and  Catastrophe,  Blood  Banks 
Commission,  Committee  on  North  East  District 
Clearing  House,  Joint  Committee  (with  Anesthesi- 
ologists) on  Standards  for  Inhalation  Therapy, 
Advisory  Committee  to  State  Health  Department 
on  Poliomyelitis,  and  Advisory  Committee  to  State 
Commissioner  of  Health  on  Asian  Influenza. 

Commission  on  Public  Policy. — To  study,  investi- 
gate, and  from  time  to  time  submit  recommenda- 
tions concerning  legislative  matters  and  govern- 
ment relations  affecting  public  health  or  the  practice 
of  medicine,  concerning  relations  between  the  public 
and  the  medical  profession,  and  concerning  relations 
with  other  professions:  Committee  on  Cults, 

Committee  on  Legislation,  Committee  on  Public 
and  Professional  Relations,  Committee  on  Nursing 
Education,  Advisory  Committee  to  Woman’s 
Auxiliary,  Joint  Committee  with  New  York  State 
Pharmaceutical  Association,  and  Joint  Committee 
with  New  York  State  Dental  Society. 

In  addition  to  the  foregoing,  you  have  the  Budget 
Committee,  Convention  Committee,  Committee 
on  Office  Administration  and  Policies,  Publication 
Committee,  Nominating  Committee,  Committee 


on  Constitution  and  Bylaws,  Judicial  Council, 
Malpractice  Insurance  and  Defense  Board,  Plan- 
ning Committee,  and  War  Memorial  Committee. 

XXIII.  Let  the  Planning  Committee  be  re- 
stored to  being  an  actual  planning  committee  to 
work  with  the  executive  director  on  long-range  pol- 
icy. 

XXIV.  Let  the  Planning  Committee  appoint 
annually  a subcommittee  under  the  chairmanship 
of  the  president-elect  on  objectives  for  the  year 
ahead,  meaning  the  year  in  which  the  president- 
elect will  be  president.  Let  the  president-elect 
report  on  these  objectives  to  the  House  of  Delegates 
when  he  is  about  to  become  president.  At  the  end 
of  his  term  as  president,  let  him  report  to  the  House 
of  Delegates  on  the  extent  to  which  the  year’s 
objectives  were  accomplished. 

XXV.  Accepting  suggestions  made  in  member 
interviews,  consider  appointing:  a Committee  on 
Medical  School  and  Practitioner  Relationships 
(or  enlarging  the  scope  of  the  Committee  on  Hos- 
pitals to  include  medical  school  relationships  too), 
a Committee  on  Accident  Prevention  in  Children. 

XXVI.  When  staff  is  available,  let  the  execu- 
tive director  assign  to  each  commission  and  com- 
mittee a member  of  the  staff  to  serve  as  assistant 
to  the  chairman  and  as  secretary  of  the  commission 
or  committee. 

XXVII.  Consider  appointing  an  ad  hoc  com- 
mittee to  study  again  the  whole  subject  of  com- 
mittee organization,  functions,  activities,  size  of 
committees,  eliminating  unnecessary  committees, 
staff  service  to  committees,  and  every  other  phase 
of  committee  structure  and  work.  Authorize  the 
ad  hoc  committee,  if  it  desires,  to  engage  outside 
management  counsel  at  such  expense  and  over  such 
period  of  time  as  the  committee  may  consider  de- 
sirable. Request  the  ad  hoc  committee  or  its  man- 
agement counsel  to  take  advantage  of  the  forth- 
coming American  Medical  Association  meeting  in 
San  Francisco  to  investigate  at  first  hand  the  work- 
ings of  California  Commissions,  and  also  to  confer 
with  delegates  from  other  states,  including  Pennsyl- 
vania, on  what  have  been  found  to  be  the  most 
effective  methods  of  committee  organization  and 
structure. 

In  this  latter  connection,  it  will  be  recalled  that 
Recommendation  IV  recommends  utilizing  the  op- 
portunity of  the  A.M.A.  and  M.S.E.C.  meetings 
in  San  Francisco  in  the  search  for  an  executive 
director.  Thus  there  are  two  undertakings  of  im- 
portance to  have  in  mind  in  the  Society’s  contacts 
in  California  at  the  American  Medical  Association 
meeting  in  June. 

County  Societies,  District  Branches,  and  Field 
Directors 

In  the  anatomy  of  administration , let  us  consider 
that  all  five  senses  of  your  Society  are  in  the  county 
societies.  In  them,  the  problems  of  medicine  are 
heard,  seen,  and  felt.  There  the  doctors  meet  who 
are  on  the  firing  line.  It  is  in  the  county  society  that 
the  individual  doctor  is  to  be  reached.  It  is  there 
that  he  is  to  become  convinced  of  the  value  to 
him  of  the  State  Society  and  its  program.  It  is 
there  that  he  is  to  see  the  relationships  of  the  county 
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to  the  State,  and  the  State  to  the  American  Medical 
Association. 

As  noted  above,  this  survey  assumes  that  the 
State  Society  desires  to  give  leadership  to  the  com- 
ponent county  societies.  Not  leadership  only, 
but  service  and  help.  Not  leadership  only,  but  to 
listen  and  to  learn  from  the  doctors. 

In  such  a relationship,  constant  two-way  per- 
sonal contact  is  decidedly  important.  All  the 
newsletters  in  the  world,  and  all  the  state  journals 
will  never  take  the  place  of  live  face-to-face  ex- 
change of  information,  opinion,  and  thoughtful 
mutual  consideration  of  problems  and  solutions. 

Field  Directors. — In  our  opinion,  each  county 
society  should  be  visited  and  lived  with  not  less 
than  five  to  eight  or  nine  days  each  year  by  a field 
director.  Each  field  director  must  be  top  flight 
in  personality,  ability,  stature.  He  directly  rep- 
resents the  Society’s  executive  director.  He  must 
be  fully  conversant  with  every  phase  of  the  state 
program,  and  in  the  counties  assigned  to  him  he 
must  come  to  know  their  problems  and  programs 
intimately  and  in  detail.  He  is  the  personal  com- 
munications channel  between  grass  roots  and  State 
headquarters. 

These  field  directors  replace  the  field  representa- 
tives of  the  Public  and  Professional  Relations 
Bureau.  They  represent  not  a department  but  the 
Society.  Each  of  them,  however,  must  have  public 
relations  ability.  Each  must  give  assistance  in 
that  direction  as  in  all  else.  Incidentally,  field 
representative  is  not  the  right  designation  for  the 
present  representatives  of  the  Public  and  Profes- 
sional Relations  Bureau  because  they  have  other 
tasks  than  field  work  and  because  apparently  they 
spend  much  more  time  in  the  office  on  these  other 
tasks  than  they  do  in  the  field. 

The  program  proposed  here  obviously  calls  for 
additions  to  Society  staff.  New  staff  costs  money, 
but  it  is  worth  it.  It  is  the  one  best  solution  to 
Society  leadership  to  counties,  districts,  and  24,000 
members.  Leadership  is  the  essence  of  Society 
work.  This  is  the  way  by  which  the  vast  bulk 
of  the  members  will  come  to  understand  what  the 
Society  aims  to  do,  what  their  individual  share 
in  the  work  should  be,  and  what  is  actually  accom- 
plished by  organized  medicine  in  the  State  of  New 
York  from  year  to  year  and  day  to  day. 

District  Branches. — Should  district  branches  be 
allowed  to  die?  The  answer  is  different,  perhaps, 
for  different  parts  of  the  State. 

For  the  State  Society,  live  district  organization 
is  highly  desirable.  Field  directors  should  help 
to  vitalize  branches  where  it  can  be  done.  District 
8 is  successful,  and  it  provides  a pattern  to  follow. 
Competent  assistance  by  field  directors  and  other 
State  Society  representatives,  given  in  person  and 
without  stint,  may  inject  new  life  into  branches, 
with  benefit  equally  to  the  State  Society  and  to  the 
doctors  of  each  area.  Executive  secretaries  in  the 
counties  in  each  district  may  be  able  to  give  great 
help,  serving  with  the  field  directors. 

Geography  of  districts  may  need  review,  and  ad- 
justment to  economic  and  trading  areas,  new  high- 
ways, and  new  lines  of  transportation.  For  ex- 


ample, should  Livingston  County  be  added  to  Dis- 
trict 8,  Cayuga  County  to  District  5,  Schenectady 
County  to  District  3?  Again,  should  the  number  of 
districts  be  increased  or  decreased? 

Staff  for  the  Job. — You  should  expect  field  direc- 
tors to  give,  roughly,  an  average  of  six  days  and 
nights  a year  (3  visits  of  two  days  and  nights)  to 
each  of  the  61  counties,  including  metropolitan  as 
well  as  rural  areas.  In  addition,  time  will  be 
required  for  district  branches  and  for  work  prior 
to  and  at  the  annual  convention.  Field  directors 
should  also  serve  some  of  the  Society’s  committees. 

Count,  therefore,  on  400  days  and  nights  per 
year  in  the  field.  A field  director  who  keeps  in 
touch  with  every  aspect  of  the  Society,  who  serves 
occasionally  a Society  committee,  who  keeps  ade- 
quate record  of  his  contacts,  who  reports  as  fre- 
quently and  fully  as  he  should  to  the  Society’s 
executive  director,  and  who  has  to  take  into  account 
holidays,  annual  vacation,  and  travel  time  going 
and  coming,  will  be  able  to  spend  about  100  days 
and  nights  in  counties  assigned  to  him. 

Count,  then,  on  4 field  directors,  one  of  them  to 
be  an  associate  director  in  charge,  guiding  and 
supervising  the  others,  and  assisting  the  executive 
director. 

Meetings. — Getting  doctors  to  meetings  is,  of 
course,  a problem.  There’s  no  big  crisis  today  to 
bring  them  out.  Field  directors  can  help  with  pro- 
gramming, with  organization  for  attendance,  with 
presentation  of  problems  needing  attention  and  in 
which  the  doctors  can  be  interested. 

Recommendations  X to  XII  and  Suggestions 
XXVIII  to  XXXIII. — -To  interest  and  utilize  fully 
all  eyes,  ears,  and  hands  in  counties  and  districts 
is  a big  subject.  Based  on  the  above,  and  on 
additional  thoughts,  we  give  you  Recommendations 
X to  XII  and  Suggestions  XXVIII  to  XXXIII: 

Recommendations  X to  XII.  General  principles 
for  acceptance  now. 

X.  Declare  it  to  be  State  Society  policy  to 
stimulate  organization  and  activity  in  district 
branches  and  county  societies,  to  assist  with  pro- 
gram suggestions  and  in  other  ways,  and  to  es- 
tablish and  maintain  constant  two-way  communica- 
tion, cooperation,  and  liaison  between  district 
branches,  county  societies,  and  the  State  Society. 

XI.  Assist  county  societies  to  develop  programs 
and  activities  of  interest  to  salaried  doctors  as  well 
as  to  those  who  are  in  private  practice. 

XII.  In  counties  where  there  are  medical 
schools,  make  effort  jointly  between  the  county 
societies  and  the  schools  to  develop  scientific  and 
other  activities  and  meeting  programs  that  will  be 
of  mutual  interest  to  the  schools,  the  hospitals  which 
serve  them,  and  the  practicing  doctors  of  the  county. 

Suggestions  XXVIII  to  XXXIII.  Whenever  you 
are  ready. 

XXVIII.  Gradually  employ  assistants  to  the 
executive  director  to  be  known  as  field  directors. 
Use  them  in  the  field  to  develop  and  maintain  con- 
stant two-way  liaison  between  district  branches, 
county  societies,  and  State  Society. 

XXIX.  Encourage  county  societies,  where  fea- 
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sible,  to  employ  executive  secretaries.  Where  a 
county  society  is  too  small  to  justify  employing 
an  executive  secretary,  or  cannot  afford  to  do  so, 
consider  the  feasibility  of  a multiple-society  ar- 
rangement such  as  has  been  developed  by  Oneida, 
Herkimer,  and  Madison  Counties. 

XXX.  Study  the  geography  of  district  branches 
to  determine  whether  boundaries  need  to  be  ad- 
justed and  whether  there  should  be  more  than  nine 
districts. 

XXXI.  Let  State  and  county  societies  drive  home 
to  all  doctors  the  importance  of  membership  and 
active  participation  in  county  societies.  Consider 
having  committees  at  work  to  call  systematically 
on  doctors  who  are  not  members  to  urge  them  to 
join.  Consider  telephone,  social,  or  other  com- 
mittees to  promote  attendance  at  meetings.  De- 
vote special  attention  to  younger  doctors  to  secure 
their  interest  and  activity.  Is  there  a county 
society  somewhere  which  might  feel  strong  enough 
to  declare  members  subject  to  penalty  or  not  in 
good  standing  if  without  written  excuse  they  fail 
to  attend  a specified  proportion  of  meetings  during 
the  year? 

XXXII.  Inculcate  in  county  societies  the  con- 
cept that  they  can  do  valuable  public  relations 
work  by  stimulating  doctors  to  participate  actively 
in  all  kinds  of  organized  community  activities  in- 
cluding chambers  of  commerce,  health  and  welfare 
organizations  and  community  chests,  church  and 
religious  activities,  school  boards,  and  other  volun- 
tary public  services..  Suggest  that  county  societies 
name  committees  to  promote  such  participation  by 
members  in  civic  and  community  fife. 

XXXIII.  Require  field  directors  to  develop 
carefully  the  best  relationships  and  best  programs 
for  each  district  branch  and  county  society.  Prob- 
lems, needs,  structure,  and  interests  of  each,  differ 
from  all  the  others.  Treat  counties  individually. 
The  same  with  district  branches. 

Public  and  Professional  Relations 

Recommendation  XIII.  Attention  now. 

XIII.  In  view  of  much  criticism  expressed  by 
members  of  the  Society  concerning  the  work  of  the 
Public  and  Professional  Relations  Bureau,  let  the 
House  of  Delegates  declare  in  no  uncertain  terms 
that  public  and  professional  relations  activities  are 
necessary  and  vital  parts  of  the  Society’s  work. 

Recommendation  XIV.  As  soon  as  practicable. 

XIV.  Develop  and  officially  approve  a clear 
statement  of  objectives  of  the  public  and  profes- 
sional relations  work.  The  following  may  suggest 
objectives  to  include:  (a)  To  develop  and  promote 
sound  concepts  and  practices  by  individual  doctors 
concerning  what  each  of  them  can  do  to  improve 
their  own  professional  and  public  relationships 
and  to  assist  in  such  purposes  the  entire  medical 
profession  of  their  community,  county,  district,  and 
State. 

ib)  In  the  State  Society,  district  branches,  and 
county  societies  to  develop  and  promote  sound 
concepts,  programs,  and  practices  to  improve  re- 
lationships within  the  medical  profession  itself, 
and  between  the  medical  profession,  related  groups, 


and  all  segments  of  the  public. 

(c)  To  create  and  make  available  information, 
programs,  plans,  pamphlets,  releases,  and  visual 
and  other  aids  to  assist  in  professional  and  public 
relationships,  and  to  guide  and  assist  officers,  boards, 
committees,  departments,  branches,  affiliates,  and 
all  sections  and  agents  of  the  State  Society  in 
improving  relationships,  and  similarly  to  give  all 
assistance  possible  in  these  matters  to  district 
branches,  county  societies,  and  individual  doctors 
throughout  the  State. 

Recommendations  XV  and  XVI.  Now  and 

always. 

XV.  Inform  members  clearly,  graphically,  and 
repeatedly  about  the  purposes,  programs,  and  proj- 
ects for  which  members  dues  are  used,  even  down 
to  the  detail  of  how  many  cents  or  dollars  out  of  a 
member’s  dues  are  used  for  this,  that,  or  the  other 
project  or  activity  and  with  what  result  either 
achieved  or  anticipated. 

XVI.  Secure  all  assistance  possible  from  the 
Public  Relations  Department  of  the  American 
Medical  Association. 

Sugge  stion  XXXIV. — Important ! 

XXXIV.  Make  available  to  the  public  relations 
staff  of  the  Society  the  advice  and  counsel  of  a public 
relations  agency  thoroughly  qualified  to  give  ex- 
pert and  highly  competent  assistance  and  coopera- 
tion. 

Suggestion  XXXV. — An  innovation,  but  a good 
one. 

XXXV.  Join  the  Newsletter  to  the  Journal. 
Change  its  style  to  make  it  more  appropriate  to 
this  treatment.  “Tip  in”  the  Newsletter  in  each 
Journal  throughout  the  year,  July  and  August 
included.  There  is  no  physical  difficulty  about 
doing  this  without  loss  of  time.  Mail  the  joint 
production  promptly  after  the  copy  deadline  for 
news.  The  twice-a-month  schedule  of  the  Journal 
permits  quicker  transmission  of  news  to  members 
than  the  present  once-a-month  Newsletter.  Let 
Newsletter  and  Journal  supplement  each  other  and 
stimulate  greater  readership  for  both. 

Suggestion  XXXVI. — For  doctors. 

XXXVI.  Provide  occasionally  to  doctors  clear, 
brief,  and  interesting  aids  and  suggestions  useful 
in  relationships  with  patients  and  others.  Perhaps 
a small  Society  periodical  to  patients,  for  use  in 
waiting  rooms.  Perhaps  ‘pointers”  to  doctors  on 
all  kinds  of  relationships:  with  patients,  within 

the  profession,  with  the  community. 

Suggestions  XXXVII  and  XXXVIII.— To  reach 
the  public. 

XXXVII.  Get  across  to  the  public  from  time 
to  time  information  concerning  the  years  of  pro- 
fessional education,  internships,  and  residencies 
through  which  doctors  go  in  their  training  today, 
and  in  addition  the  continuous  postgraduate  educa- 
tion constantly  being  accomplished  through  scien- 
tific meetings  in  hospitals,  academies,  county  and 
state  societies,  and  in  specialty  and  other  programs. 
This  could  be  one  kind  of  subject  matter  for  the 
small  Society  periodical  to  patients  mentioned  in 
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Suggestion  XXXVI. 

XXXVIII.  Consider  producing  syndicated  series 
of  medical  and  health  articles  to  be  offered  to  weekly 
and  other  newspapers  throughout  the  State  over  the 
name  of  the  State  Society  as  has  been  done  with 
success  for  many  years  by  the  Pennsylvania  State 
Society. 

Suggestion  XXXIX. — -To  prevent  harmful  im- 
pressions. 

XXXIX.  Since  we  believe  as  laymen  that  con- 
stant references  in  advertising  over  the  air  and  in 
the  press  to  purported  doctor  endorsements  of  vari- 
ous products  tends  to  decrease  public  respect  for 
members  of  the  medical  profession,  we  suggest 
that  consideration  be  given  to  what  steps,  if  any, 
can  be  taken  to  offset  these  harmful  impressions. 
Legal  advice  is  necessary. 

Suggestions  XL,  XLI,  and  XLII. — For  State- 
county-district  relationships. 

XL.  Arrange  that  at  least  one  program  a year 
in  each  county  societjq  or  possibly  in  each  district 
branch  be  devoted  to  a first-rate  discussion  of  public 
relations  problems  of  the  medical  profession  and 
what  the  A.M.A.,  the  State  Society,  and  county 
societies  are  doing  about  them. 

XLI.  Investigate  the  possibility  of  closed  tele- 
vision or  radio  programs  between  the  Society  and 
the  county  societies,  with  or  without  sponsorship 
or  assistance  of  advertisers. 

XLII.  Develop  much  more  extensively  public 
and  professional  relations  conferences,  State-wide 
and  in  district  branches,  as  a means  of  sparking  and 
implementing  successful  activities. 

The  Medical  Society  of  North  Carolina  has  done 
this  extensively  on  rural  problems.  The  Medical 
Society  of  Pennsylvania  held  recently  a state-wide 
secretaries,  presidents,  and  public  relations  con- 
ference attended  by  360  persons,  mostly  doctors. 

Suggestion  XLIII.  On  legislation. 

XLIII.  Develop  close  working  relationships 
between  the  Public  and  Professional  Relations 
Bureau  and  the  legislation  activities  of  the  Society, 
including  the  Albany  office.  In  the  chapter  on 
committees,  we  suggested  that  public  relations  and 
legislation  belong  together  under  a Commission  on 
Public  Policy. 

Publications 

Recommendation  XVII.  For  thorough  study. 
Act  now  or  at  any  time. 

XVII.  Authorize  thorough  study  of  Journal, 
Directory , and  Newsletter  by  a competent  publica- 
tions consultant  with  the  purpose  of  setting  up  a 
five-to-ten-year  program  covering  all  aspects  of 
these  publications,  including  costs,  layout,  type 
designs,  art  work,  editorial  and  copy  policies  and 
content,  frequency  of  publication,  advertising,  cir- 
culation, mailing,  and  office  and  administrative 
relationships  to  the  Society. 

In  these  publications  you  are  running  a business 
of  several  hundred  thousand  dollars  a year.  We 
believe  you  should  have  this  business  studied  by  the 
best  publications  expert  you  can  hire.  No  matter 
how  good  these  publications  are,  they  can  be  better. 


Your  Society  should  have  the  best.  Take  steps  to 
accomplish  this.  You  can  afford  it.  In  our  view, 
you  can’t  afford  not  to. 

Suggestions  XLIV  to  XL VI. — All  subject  to  the 
results  of  the  study  proposed  above  in  Recommenda- 
tion XVII. 

XLIV.  Subject  to  recommendation  by  the 
publications  consultant,  establish  a publishing 
department  of  the  Society,  with  a publisher  in 
charge  hired  by  and  administratively  responsible 
to  the  executive  director,  functioning  under  policies 
set  by  the  Trustees  through  a publishing  department 
committee,  and  assisted  by  the  necessary  editorial, 
advertising,  circulation,  Directory , mailing,  and 
accounting  staff. 

XLV.  Let  the  publishing  department  budget 
be  autonomous,  receiving  subscription  income 
from  members’  dues  and  other  subscriptions,  re- 
ceiving advertising  income  from  sale  of  space 
and  incidental  income  from  reprints  or  other  sales, 
and  receiving  such  income  as  may  be  budgeted  by 
the  Trustees  toward  the  Directory. 

XL VI.  Subject  to  recommendation  by  the  pub- 
lications consultant,  let  subscription  income  to 
the  Journal  be  fixed  at  $2.50  per  member  per  year 
instead  of  $3.75  as  at  present. 

Reasons  for  this,  and  the  practicability  of  it, 
have  been  discussed  with  the  chairman  of  the 
Publication  Committee. 

Suggestion  XL VII. — Act  any  time. 

XL VII.  Let  the  Journal  join  the  Magazine 
Publishers  Association  and  participate  in  round 
tables  conducted  in  New  York  under  the  auspices 
of  that  organization  on  every  phase  of  magazine 
publication.  The  cost  of  membership  in  the  asso- 
ciation is  moderate:  50  cents  for  each  thousand 
dollars  of  total  income  from  subscriptions  and  ad- 
vertising, which  for  the  Journal  would  mean 
dues  of  about  $200  a year. 

In  the  anatomy  of  administration,  your  publica- 
tions are  the  voice  of  your  Society  speaking  to  your 
members.  They  are  the  biggest  expenditure  the 
Society  makes.  They  are  worth  the  special  study 
and  the  separate  expert  administration  we  propose. 

Staff 

Tentatively,  we  visualize  five  executives  reporting 
administratively  to  the  executive  director,  as 
follows:  associate  director  to  serve  committees  and 
commissions,  associate  director  in  charge  of  field 
directors,  publisher,  personnel  director,  and  ac- 
counting and  financial  director.  Legal  counsel 
advise  the  executive  director. 

We  call  this  setup  tentative  because  if  the  So- 
ciety gives  the  executive  director  the  authority  he 
should  have,  he  will  determine  his  own  administra- 
tive organization.  The  right  man  will  limit  strictly 
his  “span  of  control.”  He  will  delegate  to  others 
much  responsibility  and  authority.  The  chart  of 
staff  organization  will  be  one  which  he  will  draw, 
and  no  one  else,  though  he  may  seek  advice.  He 
will  save  himself  for  major  tasks.  Leadership  and 
administration  will  be  his  tasks.  He  will  be  an 
executive,  not  a secretary. 
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The  General  Plan. — At  this  stage,  nevertheless, 
it  is  necessary  that  the  House  of  Delegates  know 
generally  what  is  involved,  including  the  estimated 
cost.  Therefore,  we  summarize:  two  associate 

directors,  as  above.  One  serves  the  Planning  Com- 
mittee and  three  suggested  commissions  (Medical 
Services,  Scientific  Advancement,  Public  Policy). 
Department  heads  report  to  him;  also  field  di- 
rectors or  other  employes  when  serving  committees. 

The  second  associate  director  heads  field  services 
and  serves  the  Convention  Committee. 

The  publisher  is  administrative  head  of  publica- 
tions, including  the  Journal  (to  which  a tipped-in 
Newsletter  is  added)  and  the  Directory.  He  serves 
the  Publication  Committee  His  budget  is  auton- 
omous, separately  administered,  not  passed  on  by 
Trustees  except  as  they  determine  the  amount  of 
subscription  income  and  appropriation  for  the  Di- 
rectory, including  the  clerical  force  which  works 
on  the  Directory.  Administratively,  the  publisher, 
like  the  others,  reports  to  the  executive  director. 

The  personnel  director  creates  and  administers 
personnel  policies.  He  is  also  office  manager 
and  serves  the  Committee  on  Office  Administration 
and  Policies. 

The  accounting  and  financial  director  directs  and 
handles  administratively  the  fiscal  work  of  the  So- 
ciety, the  Trustees,  and  the  finance  committee 
(presently  a Budget  Committee). 

Timetable  of  Studies  and  Employment  of  New 
Staff. — As  to  timing,  and  the  order  of  steps  to  be 
taken,  we  visualize  the  following: 

At  once,  search  for  executive  director.  Have  him 
at  work  by  September  or  October. 

At  once,  start  special  study  of  committees  and 
commissions.  Finish  by  February  or  March,  1959. 

Fall  of  1958,  have  publication  consultant  study 
Journal,  Directory,  Newsletter,  and  proposed  pub- 
lishing department.  Aim  for  report  by  January 
or  February,  1959. 

Fall  of  1958,  search  for  personnel  director.  Have 
him  at  work  January  or  February,  1959. 

Fall  of  1958,  search  for  associate  director  to 
head  field  work.  Have  him  at  work  as  a field  man 
by  February  or  March,  1959,  for  an  eight-  or  nine- 
month  period  before  searching  for  other  field  men. 

Spring  of  1959,  if  recommended  in  report  of  pub- 
lications consultant,  search  for  a publisher.  Have 
him  at  work  by  summer  or  fall,  1959. 

Spring  of  1959,  if  recommended  by  personnel 
director  and  executive  director,  use  outside  con- 
sultant on  position  descriptions,  classifications, 
salary  and  wage  schedules,  etc. 

Spring  of  1959,  if  recommended  by  special  study 
on  committees  and  commissions,  search  for  asso- 
ciate director  to  service  Planning  Committee  and 
commissions  and  to  be  in  administrative  charge  of 
department  heads. 

Early  1960,  search  for  field  directors.  Have  them 
at  work  by  second  or  third  quarter,  1960. 

Cost. — Roughly,  the  estimated  additional  cost  of 
the  suggested  staff,  including  the  executive  director, 
additional  secretarial  and  stenographic  services, 
and  travel  for  field  directors,  will  be  in  the  range  of 
$150,000  to  $175,000  a year.  Under  the  above 


timetables,  added  cost  above  present  budget,  in- 
cluding some  of  the  searches  and  special  studies 
is  as  follows: 


1958  $ 30,000 

1959  75,000 

1960  122,000 


1961  and  thereafter 160,000 

Total  annual  added  cost,  beginning  in  1961, 
is  less  than  $7.00  per  member.  This  is  the  crux  of 
the  entire  matter.  Medicine  in  New  York  ought  to 
have  the  strongest  state  society  in  the  Union.  Do 
the  doctors  want  it?  You  have  today  State  Society 
dues  as  low  as  any  other  state.  If  you  pay  what 
doctors  in  most  other  states  pay,  you  can  have  the 
Society,  the  program,  and  the  results  to  which  you 
are  entitled. 

Suggestion  XL VIII. — A guide  concept,  for  action 
now. 

XLVIII.  Permit  your  executive  director  to 
look  forward  to  developing  a staff  exceeding  those 
presently  in  service  by  from  five  to  eight  men  of 
executive  calibre,  with  necessary  stenographic  and 
clerical  force  to  render  their  work  effective. 

Dues 

No  state  society  which  answered  our  questionnaire 
has  lower  dues  than  New  York.  In  the  anatomy 
of  administration,  dues  are  your  life  blood.  To  do 
the  best  job,  the  Society  needs  more  money  than 
it  gets. 

For  your  information,  regular  annual  dues  in  41 
states,  including  New  York,  are  as  follows: 


$100 Nevada 

75 Iowa,  North  Dakota,  South 

Dakota,  Utah,  Wisconsin 

70 Arizona,  New  Mexico 

60 Colorado,  Michigan 

55 Maine,  Montana 

50 California,  Delaware,  District  of 

Columbia,  Louisiana,  Oregon, 
Rhode  Island,  Texas 

45. Mississippi,  Vermont 

40 Florida,  Georgia,  Illinois,  Kan- 

sas, New  Hampshire,  North 
Carolina,  Pennsylvania,  Ok- 
lahoma 

35 Kentucky,  Massachusetts, 

Washington 

30 Arkansas,  Connecticut,  Indiana 

25 Alaska,  NEW  YORK,  Ohio, 

Tennessee,  Virginia,  West 
Virginia 


Everything  in  New  York  City  costs  more  than 
it  does  most  any  where  else:  rent,  salaries,  wages, 
supplies.  Can  you  expect,  on  the  lowest  dues,  to 
have  the  best  Society? 

Recommendations  XVIII  and  XIX.  Act  now. 

XVIII.  Direct  your  treasurer  and  Trustees  to 
analyze  expected  receipts  and  expenditures  of  the 
Society  for  the  next  three  to  five  years. 

XIX.  Request  Council  and  Trustees  to  inaugu- 
rate an  educational  campaign  through  every  means 
at  their  disposal,  including  cooperation  of  county 
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i societies,  to  inform  members  how  dues  are  expended; 
tell  what  each  dollar  buys  in  activity  or  service; 
explain  why  expenses  will  increase;  specify  what 
i increases  are  anticipated,  for  what,  and  with  what 
; expected  results,  and  say  how  much  in  dues  will 
; be  necessary  to  support  the  larger  program. 

This  educational  campaign  may  last  a year  or 
more;  it  may  repeat  the  same  facts  and  estimates  a 
dozen  times,  but  each  time  in  a different  and  at- 
. tractive  manner;  it  may  seek  to  show  the  results 
ij  of  the  Society’s  work  and  what  additional  results 
; may  be  expected  from  increased  dues;  it  may  show 
how  New  York  Society  dues  compare  with  those  of 
other  state  medical  societies  and  other  types  of  or- 
ganizations; it  should  use  graphic  and  visual 
, presentations  and  organized  personal  contact,  and 
i it  should  prepare  the  way  thoroughly  so  that  a 
, dues  increase,  when  it  comes,  will  be  no  surprise 
I to  anyone. 

Financial  Procedures 

In  budgets,  provide  reasonably  for  unforeseen 
contingencies,  with  power  to  executive  director  to 
draw  on  contingencies  at  discretion. 

In  check-writing,  put  complete  responsibility 
on  the  executive  director  for  a revolving  fund  of  the 
Society  on  which  he,  and  he  alone,  will  sign  checks 
for  expenses  of  the  Society.  Eliminate  double 
handling  of  checks.  Cut  out  cosignatures.  Save 
time  for  executive  director,  treasurer,  accountants’ 
office,  and  everyone  concerned  with  payrolls  and 
disbursements.  This  will  require  amendment  of 
Bylaws. 

Recommendation  XX. — A method  to  become  effec- 
tive when  the  executive  director  begins  work. 

XX.  (1)  As  at  present,  deposit  income  to  the 
Society  in  a treasury  bank  account. 

(2)  Checks  on  the  Society’s  treasury  to  be  signed 
by  the  treasurer,  assistant  treasurer,  or  other  duly 
authorized  alternate,  but  not  by  the  executive 
director. 

(3)  Set  up  a separate  bank  account  in  the 
Society’s  name,  preferably  in  a separate  bank,  to 
be  the  executive  director’s  revolving  fund.  Checks 
on  this  fund  to  be  signed  by  the  executive  director, 
without  cosignature. 

(4)  Each  month,  on  the  basis  of  the  annual 
approved  budget,  the  executive  director  to  forward 
to  the  treasurer  an  estimate,  in  reasonable  detail, 
of  the  funds  required  to  meet  Society  expenditures 
the  following  month.  On  approving  the  estimate, 
the  treasurer  to  draw  a single  check  on  his  treasurer’s 
account  to  transfer  the  necessary  funds  to.  the 
executive  director’s  revolving  fund. 

(5)  The  executive  director  to  pay  all  bills  from 
his  revolving  fund. 

Under  this  method,  the  treasurer  ordinarily  will 
draw  just  twelve  checks  a year.  Only  in  case  of 
underestimate  by  the  executive  director  will  addi- 
tional checks  be  needed.  Expenditures  by  the 
executive  director  to  be  reported  to  and  reviewed 
by  finance  committee.  If  desired,  audit  expendi- 
tures monthly. 

Recommendation  XXI. — To  begin  with  the  next 


annual  budget. 

XXI.  Include  in  annual  budgets,  reasonable 
amounts  for  contingencies.  Permit  executive  di- 
rector to  draw  on  such  amounts  when  needed. 

Recommendation  XXII. — Continuing  reasonable 
precaution. 

XXII.  Bond  the  executive  director  and  any 
alternate  or  alternates  authorized  to  sign  checks 
in  his  absence  or  disability. 

Suggestion  XLIX. — To  become  gradually  effective. 

XLIX.  To  encourage  long-range  planning,  get 
to  the  point  of  making  budgets  of  income  and  ex- 
pense three  years  in  advance,  to  be  redrawn  each 
six  months. 

This  does  not  mean  that  there  would  be  formal 
approval  of  budgets  beyond  one  year,  but  on  budg- 
ets beyond  one  year  the  Trustees  could  ask  ques- 
tions and  test  the  advance  thinking  of  executive 
director,  department  heads,  and  commissions  and 
committees. 

Blood  Banks  Program 

The  subject  of  Blood  Banks  was,  by  agreement, 
omitted  from  our  study.  Enough  comment  has 
been  made  to  us,  however,  to  lead  to  the  following 
suggestions. 

Suggestion  L. — Desirable  at  any  time. 

( 1 ) Reduce  to  writing  a clear  statement  to  show 
relationships  the  Society  wishes  to  have  between 
the  Blood  Banks  Commission  of  the  Society,  the 
board  of  directors  of  the  Blood  Banks  Association, 
the  Council  of  the  Society,  the  Trustees  of  the 
Society,  the  Professional  and  Public  Relations 
Bureau  of  the  Society,  and  any  other  committees 
or  bureaus  of  the  Society  which  touch  on  or  affect 
the  work  of  the  Blood  Banks  Association. 

(2)  In  such  statement  make  clear  what  are  the 
administrative  relationships  of  Dr.  Anderton  and 
Mr.  Alexander  to  the  Blood  Banks  Association  and 
Miss  Clarke,  as  B.B.A.  Executive  Director.  To 
whom  is  Mr.  Alexander,  as  accountant  for  the 
B.B.A.,  responsible?  In  what  respect,  if  any,  is 
Miss  Clarke  responsible  to  him  or  to  Dr.  Anderton 
or  to  both?  Who  determines  such  matters  as 
Miss  Clarke’s  compensation  and  vacations,  and 
those  of  any  assistant  or  assistants  to  her? 

(3)  Also  reduce  to  writing  a clear  statement  to 
show  what  objectives  the  Society  has  in  mind  in 
the  financial  contribution  it  is  making  currently 
to  the  B.B.A.  Does  the  Society  expect  the  B.B.A. 
to  reimburse  it  for  any  part  of  the  funds  it  has 
expended  and  is  now  expending  on  the  Association? 
If  any  reimbursement  is  expected,  who  is  to  de- 
termine under  what  conditions  such  reimbursement 
will  be  considered  feasible? 

(4)  Further  reduce  to  writing  a clear  statement 
as  to  what  further  financing  of  blood  banks  activi- 
ties the  Medical  Society  expects  to  undertake, 
through  what  channels,  and  with  what  objectives 
and  expectations. 

Annual  Meeting 

While  this  important  part  of  the  Society’s  work 
was  outside  the  scope  of  our  study,  comments  made 
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to  us  lead  to  the  following  suggestion. 

Suggestion  LI. — For  annual  meetings. 

(1)  Consider  opening  exhibits  at  least  one  eve- 
ning during  the  Annual  Meeting. 

(2)  Re-examine  geographic  and  travel  expense 
limitations  on  speakers.  Perhaps  liberalize  them 
in  order  to  secure  the  best  possible  speakers. 

(3)  Liberalize  allowances  for  entertainment  of 
visiting  speakers. 

(4)  Consider  whether  dates  not  so  close  to  the 
annual  meeting  of  the  American  Medical  Associa- 
tion might  influence  greater  interest  and  a larger 
attendance. 

Amendments 

Suggestion  LII. — Start  action  now  if  this  change 
is  approved. 

LII.  Consider  changing  the  method  of  amend- 
ing Constitution  and  Bylaws  so  that  action  can  be 
taken  without  delaying  for  at  least  an  entire  year, 
as  is  now  required. 

Perhaps  the  present  plan  was  adopted  when 
tempo  of  life  was  different  from  what  it  is  today. 
In  the  20th  century,  speedier  action,  when  needed, 
should  be  possible. 

Exhibit  i 

California  Medical  Association 
By-laws 

CHAPTER  VII. COMMISSIONS  AND 

COMMITTEES 

Section  1. — Commissions  and  Standing  Committees 

This  Association  has  the  following  commissions  and  stand- 
ing committees  that  are  subordinate  to  the  respective  com- 
missions as  follows: 

(a)  Commission  on  Medical  Services,  responsible  for  the 
activities  of  and  through  which  the  following  standing  com- 
mittees shall  report: 

1.  Committee  on  Medical  Economics, 

2.  Committee  on  Fees, 

3.  Committee  on  Maternity  and  Child  Care, 

4.  Committee  on  Indigent  Care, 

5.  Committee  on  Problems  of  the  Aged. 

( b ) Commission  on  Public  Health  and  Public  Agencies, 
responsible  for  the  activities  of  and  through  which  the  follow- 
ing standing  committees  shall  report: 

1.  Committee  on  Rural  and  Community  Health, 

2.  Committee  on  School  Health, 

3.  Committee  on  Military  Affairs  and  Civil  Defense, 

4.  Committee  on  State  Medical  Services, 

5.  Committee  on  Veterans  Affairs, 

6.  Committee  on  Other  Professions. 

(c)  Commission  on  Public  Policy,  responsible  for  the  ac- 
tivities of  and  through  which  the  following  standing  com- 
mittees shall  report: 

1.  Committee  on  Legislation, 

2.  Committee  on  Public  Relations. 

(d)  Commission  on  Medical  Education,  responsible  for  the 
activities  of  and  through  which  the  following  standing  com- 
mittees shall  report: 

1.  Committee  on  Medical  Education  and  Hospitals, 

2.  Committee  on  Mental  Health, 

3.  Committee  on  Postgraduate  Activities, 

4.  Committee  on  Blood  Banks, 

5.  Committee  on  Industrial  Health  and  Rehabilitation. 

(e)  Cancer  Commission,  responsible  for  the  activities  of 
this  Association  in  the  fields  of  cancer  research,  prevention, 
education  and  control. 

(/)  Commission  on  Professional  Welfare,  responsible  for 
the  activities  of  and  through  which  the  following  standing 
committees  shall  report: 

1.  Committee  on  Health  and  Accident  Insurance, 

2.  Committee  on  Unlawful  Practice  of  Medicine, 


3.  Medical  Review  and  Advisory  Board. 

( a ) Judicial  Commission,  which  shall  hear  and  decide  all 
appeals  of  disciplinary  actions  taken  by  component  societies  in  I 
the  manner  and  as  provided  in  Chapter  III  of  the  By-Laws.  ! 

Section  2. — Standing  Committees — Creation  of  New  or 
Termination  of  Existing  Committees 

The  Council,  on  recommendation  of  a commission,  may 
create  new  or  terminate  existing  standing  committees  that 
are  to  function  or  function  under  the  commission  submitting 
the  recommendation. 

Section  3. — Commissions — Membership — Method  of 
Appointment  and  Terms  of  Office 

Unless  otherwise  provided  in  these  By-Laws,  each  com- 
mission shall  consist  of  not  less  than  five  nor  more  than  nine 
members;  the  number  of  members  of  each  commission  to  be 
determined  by  the  Council;  however,  the  number  of  mem- 
bers of  each  commission  may  be  altered  outside  of  the  fore- 
going limits  by  the  Council  from  time  to  time. 

Members  of  the  commissions  of  the  Association  shall  serve 
for  terms  of  three  years,  and  to  the  extent  possible  terms  of 
office  of  commissioners  shall  be  staggered.  Terms  of  office 
shall  expire  at  the  close  of  the  annual  session  of  the  Associa- 
tion, and  prior  to  each  annual  session  the  Council  shall 
nominate  successors  to  those  commissioners  whose  terms  will 
expire  and  submit  the  names  of  such  nominees  to  the  House 
of  Delegates.  The  House  of  Delegates  may  confirm  or  reject 
any  nominee.  If  the  House  rejects  any  nominee,  the  Council 
shall  immediately  submit  another  nominee. 

In  nominating  commission  members  the  Council  shall  en- 
deavor to  maintain  on  the  membership  of  each  commission 
the  chairmen  of  the  committees  that  are  subordinate  to  and 
report  through  such  commission.  The  Commission  on 
Public  Policy  shall  be  composed  of  members  of  the  Committee 
on  Legislation  and  members  of  the  Committee  on  Public 
Relations. 

Vacancies  occurring  between  annual  sessions  shall  be  filled 
by  the  Council. 

Section  4.— Judicial  Commission 

The  Judicial  Commission  of  this  Association  shall  consist 
of  nine  members  who  shall  serve  for  terms  of  three  years  each 
and  who  shall  be  appointed  by  the  Council.  The  terms  shall 
be  staggered  so  that  three  terms  expire  each  year.  Terms 
expire  at  the  conclusion  of  the  annual  session.  Its  jurisdic- 
tion and  powers  shall  be  as  set  forth  in  Chapter  III  of  the  By- 
Laws. 

Section  5. — Standing  Committees— Membership — 
Appointment  and  Terms  of  Office 

Unless  otherwise  provided  in  these  By-Laws  each  of  the 
standing  committees  listed  in  Section  1 of  this  Chapter  shall 
consist  of  not  less  than  three  nor  more  than  twelve  members; 
the  number  of  members  of  each  standing  committee  to  be 
determined  by  the  Council.  Members  of  standing  commit- 
tees shall  serve  for  terms  of  three  years  each.  One-third  of 
the  membership  of  each  of  these  committees  shall  be  nomi- 
nated annually  by  the  Council,  subject  to  confirmation  or  re- 
jection by  the  House  of  Delegates.  If  the  House  of  Dele- 
gates rejects  any  nomination,  the  Council  shall  immediately 
submit  another  nominee. 

Vacancies  occurring  between  annual  sessions  shall  be  filled 
by  the  Council. 

Section  6. — Procedure  for  all  Committees 

Commissions,  standing  committees  and  special  committees 
of  the  Association  may  make  investigations  and  surveys  on 
authorization  of  the  Council  or  House  of  Delegates;  but  all 
recommendations  and  reports  of  standing  committees  shall 
be  submitted  to  the  commission  under  which  each  standing 
committee  functions  and  all  reports  of  commissions  shall 
be  submitted  to  the  Council  or  House  of  Delegates. 

Other  than  as  herein  stated,  no  committee  is  authorized  to 
act  for  or  bind  this  Association. 

Section  7. — Officers  of  Commissions  and 
Standing  Committees 

The  chairman  of  each  commission  and  of  each  standing 
committee  shall  be  appointed  from  among  the  membership  of 
each  commission  and  standing  committee  annually  'by  the 
Council,  by  and  with  the  approval  of  the  House  of  Delegates. 

Each  commission  shall  have  a secretary,  who  shall  likewise 
be  appointed  annually  by  the  Council,  by  and  with  the  ap- 
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proval  of  the  House  of  Delegates. 

Each  standing  committee  may  but  need  not  have  a secre- 
tary, and  if  it  determines  to  have  a secretary  it  may  elect  one 
of  its  own  members  to  such  office. 

Section  8. — Annual  Reports 

Each  standing  committee  shall  submit  a written  report  to 
the  commission  under  which  it  functions,  as  and  when  re- 
quired by  it.  Prior  to  the  annual  session  each  commission 
shall  submit  a written  report  to  the  Council,  including  therein 
the  reports  of  the  various  standing  committees  for  which  each 
commission  is  responsible.  The  Council  shall  determine  in 
each  year  the  time  when  such  reports  shall  be  submitted. 

Section  9.— Duties  of  Commissions  and 
Standing  Committees 

(а)  The  Commission  on  Medical  Services  shall  study,  in- 
vestigate and  from  time  to  time  submit  recommendations 
concerning  the  methods  under  which  medical  services  are 
furnished  or  organized  and  concerning  all  phases  of  medical 
economics.  It  shall  allocate  to  the  various  standing  com- 
mittees for  which  it  is  responsible  particular  projects  within 
their  respective  fields. 

(б)  The  Commission  on  Public  Health  and  Public  Agencies 
shall  study,  investigate  and  from  time  to  time  submit  recom- 
mendations concerning  public  health  matters  and  the  activi- 
ties of  public  agencies  in  the  field  of  medical  care.  It  shall 
allocate  to  the  various  standing  committees  for  which  it  is 
responsible  particular  projects  within  their  respective  fields. 

(c)  The  Commission  on  Public  Policy  shall  study,  in- 
vestigate and  from  time  to  time  submit  recommendations 
concerning  legislative  matters  affecting  public  health  or  the 
practice  of  medicine  and  concerning  relations  between  the 
public  and  the  medical  profession.  It  shall  allocate  to  the 
various  standing  committees  for  which  it  is  responsible  par- 
ticular projects  within  their  respective  fields. 

(d)  The  Commission  on  Medical  Education  shall  correlate 
the  activities  of  the  various  standing  committees  for  which 
it  is  responsible  in  their  specific  fields  of  medical  research  and 
study  and  education;  it  shall  from  time  to  time  submit  recom- 
mendations and  reports  concerning  activities  within  the  func- 
tions of  its  standing  committees.  It  shall  allocate  to  the 
various  standing  committees  for  which  it  is  responsible  par- 
ticular projects  within  their  respective  fields. 

(e)  The  Commission  on  Professional  Welfare  shall  study, 
investigate  and  from  time  to  time  submit  recommendations 
concerning  professional  welfare.  It  shall  allocate  to  the 
various  standing  committees  for  which  it  is  responsible  par- 
ticular projects  within  their  respective  fields. 

Section  10.— Committee  on  Scientific  Work 

There  shall  be  an  independent  standing  committee  on 
scientific  work  consisting  of  the  secretary-treasurer,  secretaries 
of  the  sections  on  General  Surgery  and  General  Medicine, 
and  three  other  members  appointed  by  the  Council,  each  of 
these  three  members  to  serve  for  terms  of  three  years,  one 
member  being  appointed  each  year.  The  secretary-treasurer 
shall  be  chairman  of  the  committee. 

This  committee  shall  determine  the  character  and  scope  of 
the  scientific  proceedings  of  the  Association  for  each  session, 
and  shall  invite  the  guest  speakers,  subject  to  the  instructions 
of  the  Council. 

At  least  thirty  days  previous  to  each  annual  session  it  shall 
prepare  and  issue  a program  announcing  the  order  in  which 
papers  and  discussions  shall  be  presented. 

This  committee  shall  also  act  as  the  Committee  on  Ar- 
rangements for  the  annual  session.  It  shall  have  charge  of 
all  local  arrangements  not  otherwise  provided  for.  It  shall 
provide  suitable  meeting  places  and  shall  have  general  charge 
of  all  local  arrangements.  It  shall  have  power  to  appoint 
local  advisory  members  and  sub-committees  to  aid  in  its 
work. 

This  committee  shall  have  at  least  one  joint  session  with 
the  section  secretaries,  at  a time  and  place  to  be  designated  by 
the  chairman  of  the  committee,  at  least  forty-five  days  prior 
to  the  annual  session,  to  coordinate  more  efficiently  the 
various  activities  of  the  Association  at  its  annual  session. 
The  chairman  of  the  local  committee  on  arrangements  shall 
be  invited  to  attend  this  meeting. 

Section  11. — Publication  of  Commission  and/or 
Committee  Reports 

Reports  of  the  commissions  and/or  their  standing  com- 
mittees and  reports  of  special  committees,  as  approved  by  the 


Council,  shall  be  published  in  a preconvention  bulletin  or  in 
the  official  journal. 

Section  12. — Special  Committees 

The  House  of  Delegates  and  the  Council  are  authorized  and 
empowered  to  appoint  special  committees,  with  special  in- 
structions as  to  work  to  be . . . 

Subject  Index  of  Recommendations 
and  Suggestions 

Those  marked  R are  Recommendations;  those 
marked  S are  Suggestions. 

Executive  Director 


RI Committee  to  search  for  executive 

director 

RII Trustees  to  engage  executive  director 

RIII Use  professionals  to  assist  in  the  search 

RIV Use  A.M.A.  San  Francisco  meeting  in 

search 

RV Waive  Chapter  VII,  Section  7 of  By- 

laws 

RVI Executive  director  to  have  authority 

RVII Secretary  to  have  no  salary 

Society  Objectives 

SI Redefine  Society  objectives 

Governing  Boards 

SII One  governing  body  instead  of  two 

Sill A board  of  17  Trustees 

SIV Fewer  meetings 

SV Executive  committee 

SVI Finance  committee 

SVII Devote  meetings  to  problems  and 

policy 

SVIII Cut  out  needless  stenotyping 

SIX Cut  out  needless  attendance 

American  Medical  Association 

SX Persuade  doctors  on  salary  to  be 

members 

SXI Use  billing  methods  best  able  to  get 

members 

Elections 

SXII Points  to  consider  in  choosing  A.M.A. 

delegates 

SXIII Maintain  upstate-downstate  balance  in 

Trustees 

SXIV Include  GP’s  and  salaried  men  in 

Trustees 

SXV Outlaw  “bullet  voting” 

Personnel 

RVIII Employ  personnel  director 

RIX Establish  personnel  policy 

SXVI Points  to  include  in  personnel  policy 

SXVII Use  consultants  to  start  the  program 

SXVIII Age  for  retirement  of  employes 

Committees 

SXIX Consider  California  commission  plan 

SXX Make-up  of  commissions 

SXXI Reports  by  commissions 

SXXII Commissions  for  MSSNY 

SXXIII Let  Planning  Committee  really  plan 

SXXIV Objectives  for  a year  ahead 

SXXV New  committees 

SXXVI Assign  staff  to  committees 

SXXVII Study  the  whole  subject  of  committees 

County  Societies,  District  Branches,  and  Field  Directors 

RX Declare  policy  about  counties  and  dis- 

tricts 

RXI Develop  programs  to  interest  doc  tors 
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on  salary 

RXII Bring  county  societies  and  medical 

schools  together 

SXXVIII ....  Employ  field  directors 
SXXIX Encourage  counties  to  employ  execu- 

tive secretaries 

SXXX Review  the  boundaries  of  district 

branches 

SXXXI Persuade  doctors  to  be  active  in  county 

societies 

SXXXII.  . . . Persuade  doctors  to  be  active  in  com- 
munity work 

SXXXIII ....  Treat  county  societies  individually 

Public  and  Professional  Relations 

RXIII Declare  public  and  professional  rela- 

tions policy 

RXIV Declare  public  and  professional  rela- 

tions objectives 

RXV Tell  members  how  dues  are  used 

RXVI Secure  assistance  from  A.M.A. 

SXXXI V. . . .Secure  help  of  a public  relations  agency 

SXXXV Join  Newsletter  to  the  Journal 

SXXXVI ....  Provide  public  relations  aids  to  doctors 
SXXXVII . . . Inform  public  about  doctors  education 
SXXXVIII . . Syndicate  Society  articles  to  news- 
papers 

SXXXIX. ...  Offset  doctor  endorsements  in  ad- 
vertisements 

SXL Public  relations  programs  for  county 

meetings 

SXLI Investigate  possible  closed  circuit 

programs 

SXLII Develop  public  and  professional  rela- 

tions conferences 

SXLIII Closer  relationships  with  legislative  ac- 

tivities 

Publications  (Journal,  Directory) 

RXVII Hire  publications  consultant  for  a study 

SXLI V Employ  a publisher 

SXLV Make  the  publishing  department  auton- 

omous 

SXLVI Fix  member’s  Journal  subscription  at 

$2.50 

SXL VII Have  Journal  join  Magazine  Pub- 

lishers Association 

Staff 

SXLVIII . . . .Add  five  to  eight  executives 

Dues 

RXVIII Estimate  needs  for  next  three  to  five 

years 

RXIX Organize  campaign  to  inform  doctors 

Financial  Procedures 

RXX Pay  bills  from  revolving  fund 

RXXI Include  contingencies  in  budgets 

RXXII Bond  executive  director  and  alternates 

SXLIX Budget  three  years  ahead 


Blood  Banks  Program 


SL Clarify  Blood  Banks  relationships 

Annual  Meeting 

SLI Annual  meeting  suggestions 

Amendments 

SLII Reduce  time  required  to  make  amend- 

ments 


Speaker  Williams:  I would  like  to  refer  this 
report  to  the  Planning  Committee  for  Medical 
Policies,  the  reference  committee  at  least  consider- 
ing the  report  of  the  Planning  Committee  for  Medical 
Policies.  The}'  will  also  have  this  report,  the 
Survey  Report,  referred  to  them. 

Are  there  any  other  reports,  or  any  other  addi- 
tions? 

Dr.  Thomas  M.  d’Angelo,  Queens:  This  is  not 
a report,  but  I would  like  to  ask  a question.  I 
wonder,  Mr.  Speaker,  would  it  be  possible  for  each 
chairman  of  a reference  committee  to  post  near 
his  committee  table  the  order  in  which  the  com-* 
mittee  expects  to  consider  the  various  resolutions? 
There  are  so  many  resolutions  now,  and  some  of  us 
would  like  to  appear  on  several  of  them  before  the 
respective  committees.  Would  it  be  at  all  possible 
to  post  the  list  in  the  order  that  they  will  be  taken 
up? 

Speaker  Williams:  It  might  be  a little  difficult 

to  post  it  that  way,  but  I surely  would  ask  any 
reference  committee  chairman  if  he  would  be 
kind  enough  to  set  down  some  sort  of  agenda  and 
have  it  at  least  written  out  on  a table  of  that 
reference  committee,  or  with  scotch  tape  put  on 
the  door  frame  of  your  room.  That  is  the  best 
way  we  could  do  it  just  now.  That  is  a very  good 
suggestion  for  the  future  arrangement,  that  each 
chairman  of  a reference  committee  should  set  up 
an  agenda  for  his  committee. 

Are  there  any  other  suggestions? 

D_r.  John  A.  Kalb,  Broome:  Instead  of  doing 
that,  why  wouldn’t  it  be  a good  idea  that  such  a 
man  approach  the  chairman  and  tell  him  what  he 
is  interested  in,  and  then  they  could  get  together 
on  it  instead  of  posting? 

Speaker  Williams:  That  is  the  way  it  will  work 
out. 

Any  other  suggestions?  If  not,  I again  announce 
all  reference  committees  are  expected  to  meet  at 
2 o’clock.  We  will  recess  now  until  tomorrow 
morning  at  9 o’clock. 

...Whereupon  at  12:15  p.m.  the  meeting  re- 
cessed. . . 
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The  session  convened  at  9:05  a.m. 

Speaker  Williams:  Miss  Lewis  has  a number  of 
reports  all  ready,  Part  III,  Dr.  Pelow;  Part  V,  Dr. 
Ingegno;  Part  XI,  Dr.  Allen;  Reference  Committee 
on  Planning  Committee  for  Medical  Policies,  Dr. 
Babbage.  We  would  be  all  set  to  receive  those  re- 
ports if  the  men  had  followed  the  instructions  of 
yesterday.  The  members  of  committees  have  not 
gone  to  the  rear  of  this  room  and  signed  the  reports. 
We  are  all  ready  to  receive  them  if  they  would  go 
back  and  sign  them.  Then  we  will  begin. 

Dr.  d’Angelo,  the  House  is  in  session, 

Section  90 

Listing  of  Delegates  and  Alternate  Delegates 
to  A.M. A.  in  Program  Book 

Dr.  Thomas  M.  d’Angelo,  Queens:  I rise  to  a 
point  of  personal  privilege. 

May  I ask  the  delegates  to  turn  to  the  red  book 
here  on  page  12.  Before  I make  my  point  I would 
like  to  give  just  a little  background  on  this  matter. 
If  you  notice  on  that  page  12  where  it  says,  “Dele- 
gates and  Alternates  to  the  American  Medical 
Association,”  and  in  the  middle  of  the  page  “For 
the  years  1958  and  1959,”  the  alternate  delegates 
are  listed,  and  I am  listed  as  an  alternate  delegate. 

Mr.  Speaker,  I think  che  secretary  should  be  asked 
to  change  that  because  at  the  last  session  of  the 
House  of  Delegates  I was  elected  a duly  elected  dele- 
gate. It  so  happens  that  during  the  year  our  dele- 
gation has  been  reduced  from  18  to  17.  However, 
I am  now,  you  might  say,  a delegate  without  port- 
folio. I am  still,  however,  a duly  elected  delegate. 
I am  not  at  this  time  questioning  the  action  of  the 
Council  in  going  over  and  sidestepping  my  name 
when  Dr.  Winsiow  died,  and  we  had  another  dele- 
gate from  the  year  1957-1958,  I understand,  resign, 
so  that  it  was  incumbent  upon  the  Council  to  choose 
two  individuals  to  take  the  place  of  those  two.  In 
so  doing,  although  I was  a duly  elected  delegate 
they  saw  fit  to  choose  two  alternate  delegates  from 
the  year  1957-1958.  As  I say,  at  this  time  I am 
not  questioning  the  action  of  the  Council  in  so  doing, 
but  I do  want  it  put  on  the  record  that  I am  not  an 
alternate  delegate,  that  I was  a duly  elected  dele- 
gate. I would  like  that  to  appear  on  the  record. 

Thank  you ! 

Speaker  Williams:  Your  question  of  privilege 
is  well  taken.  Do  I hear  a motion  from  some  mem- 
ber of  the  House  in  regard  to  the  correction  of  the 
record  appearing  on  page  12  in  the  handbook  for 
this  meeting? 

Dr.  Moses  H.  Krakow,  Bronx:  I move  the  cor- 
rection. 

Dr.  Monroe  M.  Broad,  Queens:  I second  it. 

Speaker  Williams:  It  has  been  regularly  moved 
and  seconded  that  on  page  12  of  the  handbook  Dr. 
d’Angelo  be  listed  as  a delegate  and  not  as  an  alter- 


nate. Is  there  any  discussion? 

Dr.  Gerald  D.  Dorman,  Councillor:  Mr.  Speaker, 
when  we  elect  a delegate  to  the  American  Medical 
Association  there  are  nominated  a list  of  delegates 
and  a list  of  alternates.  The  highest  names  on  that 
list  are  designated  as  delegates  and  the  ones  that . . 

Speaker  Williams:  If  I may  interrupt,  there  is 
no  one  nominated  as  alternate.  A list  of  the 
names  nominated  for  delegates,  the  highest  from 
there  are  selected,  and  then  the  remainder.  . . 

Dr.  Dorman:  Of  the  18  that  are  nominated  the  9 
top  ones  are  declared  delegates  at  that  time.  When 
the  American  Medical  Association  declared  that 
there  are  only  8 we  are  entitled  to,  then  there  is  a 
lot  of  question  as  to  whether  9 are  elected  as  dele- 
gates or  whether  only  8 are  elected  as  delegates. 
I think  this  is  a question  of  semantics  actually,  but 
we  cannot  say  that  one  person  was  elected  as  a dele- 
gate, and  the  man  who  missed  out  by  a few  votes 
just  below  him  was  not  elected  as  a delegate. 
These  were  all  voted  for  as  delegates,  and  the  ones 
that  are  declared  elected  depends  upon  the  number 
of  delegates  that  we  have  in  our  delegation. 

Speaker  Williams:  Is  there  any  other  discussion 
on  this  motion? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  May  I 
in  answer  to  Dr.  Dorman,  Mr.  Speaker,  read  from 
the  Constitution  and  Bylaws,  page  15,  section  6: 
“The  following  method  shall  govern  the  elec- 
tion of  delegates  to  the  American  Medical  Asso- 
ciation. Nominations  shall  be  made  for  not  less 
than  double  the  full  number  of  delegates  to  be 
elected,  and  the  delegates  shall  be  declared  elected 
in  the  order  of  the  highest  number  of  votes  cast 
until  the  allotted  number  shall  have  been  chosen; 
a corresponding  number  in  the  next  highest  order 
of  votes  cast  shall  be  declared  alternate  dele- 
gates.” 

Therefore,  I suggest  that  a delegate  is  elected  as  a 
delegate,  and  his  position  is  not  influenced  once  a 
delegate  is  a delegate,  and  not  altered  in  his  elected 
position  by  the  number  who  are  in  our  delegation 
to  the  American  Medical  Association. 

Dr.  d’Angelo:  As  I reiterated  before,  I do  not 
intend  to  question  the  action  of  the  Council.  All 
I ask  is  that  I be  registered  as  a duly  elected  dele- 
gate as  I was  elected  last  year. 

Speaker  Williams:  It  has  been  so  moved  and 
seconded.  Is  there  any  further  discussion  as  to 
listing  Dr.  d’Angelo  as  a delegate  and  not  as  an 
alternate? 

. . . There  were  calls  for  the  question,  and  the 
motion  was  put  to  a vote  and  was  carried . . . 

Speaker  Williams:  Dr.  d’Angelo  shall  be  so 
listed  as  a delegate,  Mr.  Secretary. 

We  are  about  to  begin.  Ladies  and  gentlemen, 
get  yourselves  comfortable  because  we  are  going  to 
start.  Strangely  enough  on  this  reference  com- 
mittee, I think  there  is  a quotation  from  a very 
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famous  book  that  says,  “The  last  shall  be  first,  and 
the  first  shall  be  last.”  We  are  going  to  start,  and  I 
recognize  Dr.  Felsen,  who  is  chairman  of  the  Refer- 
ence Committee  on  Miscellaneous  Business.  Please 
give  your  attention  to  Dr.  Felsen. 

Section  91  ( See  55) 

Report  of  Reference  Committee  on  Miscella- 
neous Business:  Advertising  of  Proprietary 
Remedies 

Dr.  Irwin  Felsen,  Allegany:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  your  Reference 
Committee  on  Miscellaneous  Business  met  and  dis- 
cussed the  four  resolutions  referred  to  us. 

Resolution  58-24,  introduced  by  Nassau  County 
Medical  Society,  subject  “Advertising  of  Proprie- 
tary Remedies,”  deals  with  the  constantly  increas- 
ing unregulated  use  of  advertising  by  the  television 
industry;  its  deleterious  effect  upon  the  health  of 
the  community,  and  efforts  to  secure  some  kind  of 
regulation  and  control  of  this  abuse.  Your  com- 
mittee recommends  approval  of  this  resolution  as 
presented  and  moves  approval  of  this  portion  of  the 
report. 

Dr.  Paul  H.  Sullivan,  Nassau:  I second  the 
motion. 

Speaker  Williams:  Is  there  any  discussion  of 
this  portion  of  the  report,  which  carries  with  it  the 
approval  of  this  resolution?  If  not,  are  you  ready 
for  the  question?  All  in  favor  say  “aye”;  those  op- 
posed, “no.”  This  portion  of  the  report  and  the 
resolution  stand  adopted. 

Section  92  ( See  58) 

Report  of  Reference  Committee  on  Miscella- 
neous Business:  The  United  States  Committee 
of  the  World  Medical  Association 

Dr.  Irwin  Felsen,  Allegany:  Resolution  58-27, 
subject,  “The  United  States  Committee  of  the  World 
Medical  Association,”  introduced  by  Dr.  Renato 
J.  Azzari,  Trustee,  seeks  active  support  by  members 
of  our  Society  of  the  principles  and  objectives  of  the 
World  Medical  Association.  Your  committee  heart- 
ily endorses  the  recommendations  set  forth  in  this 
resolution,  recommends  its  approval,  and  I so 
move. 

Dr.  Thomas  M.  d’Angelo,  Queens:  I second 
it. 

Speaker  Williams:  Is  there  any  discussion  on 
this  portion  of  the  report  which  carries  with  it  the 
approval  of  this  resolution?  If  not,  are  you  ready 
for  the  question?  All  in  favor  say  “aye”;  those 
opposed,  “no.”  This  portion  of  the  report  and  the 
resolution  stand  adopted. 

Section  93  ( See  81) 

Report  of  Reference  Committee  on  Miscella- 
neous Business:  to  Send  Two  Top  Alternate 
Delegates  to  A.M.A. 

Dr.  Irwin  Felsen,  Allegany:  Resolution  58-50, 
subject,  “To  Send  Two  Top  Alternate  Delegates  to 
A.M.A.,”  introduced  by  Dr.  Gerald  D.  Dorman, 


County  of  New  York,  pertains  to  insuring  full  voting 
strength  and  prestige  at  the  A.M.A.  convention. 
Your  committee  recommends  approval  of  this  res- 
olution, and  I so  move. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Speaker  Williams:  Is  there  any  discussion  on 
this  portion  of  the  report,  which  carries  with  it  the 
approval  of  this  resolution?  If  not,  are  you  ready 
for  the  question?  All  in  favor  say  “aye”;  those 
opposed,  “no.”  This  portion  of  the  report  and  the 
resolution  stand  adopted. 

Section  94  ( See  69) 

Report  of  Reference  Committee  on  Miscella- 
neous Business:  Uniform  State  Society  Policy 
on  Participation  in  Free  Clinics 

Dr.  Irwin  Felsen,  Allegany:  Resolution  58-38, 
introduced  by  Drs.  William  Carson  and  Henry  Vini- 
cor,  as  individuals,  of  the  Medical  Society  of  the 
County  of  St.  Lawrence,  recommends  the  establish- 
ment of  a uniform  State  Medical  Society  policy  on 
participation  of  physicians  in  free  clinics. 

This  resolution  evoked  considerable  discussion, 
with  participation  by  many  county  representatives. 
All  unanimously  agreed  that  an  abuse  exists,  but  no 
one  could  offer  a favorable  solution.  Your  commit- 
tee approved  the  resolution  but  recommended  that 
the  concluding  resolve  be  altered  to  read: 

Resolved , that  the  appropriate  Council  Com- 
mittee, Part  VII,  Economics,  Public  Medical 
Care,  be  directed  to  make  a full,  careful  study  of 
this  problem,  inviting  comment  at  the  county 
level,  and  suggest  methods  of  implementing  the 
correction  of  this  abuse. 

Your  committee  recommends  the  approval  of  this 
resolution  as  amended.  I move  the  approval  of  this 
portion  of  the  report. 

Dr.  Thomas  M.  d’Angelo,  Queens:  I second  it. 
Speaker  Williams:  This  resolution  as  amended 
has  been  moved  by  the  chairman,  or  this  recommen- 
dation rather.  It  has  been  seconded.  It  is  open 
for  discussion.  The  Chair  recognizes  Dr.  Green- 
ough. 

Dr.  James  Greenough,  Trustee:  Speaker  and 
members  of  the  House,  I do  not  believe  that  this  is 
the  proper  way  to  refer  a resolution.  The  Council 
committee  mentioned  in  the  altered ' resolution  is 
subject  to  the  Council  or  a subcommittee  of  the 
Council.  If  this  resolution  is  altered  as  is  suggested, 
what  is  actually  happening  is  that  the  House  is  del- 
egating it  to  a special  committee  of  the  House,  since 
they  are  setting  up  that  committee,  as  opposed  to  the 
Council,  which  is  supposed  to  conduct  the  affairs  of 
the  House  of  Delegates  between  annual  meetings. 

Speaker  Williams:  Do  you  offer  that  as  an 
amendment,  that  this  be  referred  to  the  Council, 
rather  than  this  specific  committee,  Dr.  Greenough? 
Dr.  Greenough:  I do. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Speaker  Williams:  Is  there  any  discussion  on 
the  amendment?  If  not,  the  amendment  is  before 
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you.  Are  you  ready  for  the  question  to  approve 
the  amendment?  All  in  favor,  please  say  “aye”; 
those  opposed  “no.”  The  amendment  stands 
adopted. 

The  recommendation  of  the  reference  committee 
as  amended  is  before  you.  Is  there  any  discussion? 
If  not,  all  in  favor  of  the  recommendation  of  the  ref- 
erence committee  as  amended  say  “aye”;  those 
opposed  “no.”  The  recommendation  of  the  ref- 
erence committee  as  amended  stands  adopted. 

Give  your  attention  to  the  chairman,  Dr.  Felsen. 

Dr.  Felsen:  Mr.  Speaker,  I wish  to  thank  the 
members  of  my  committee,  Dr.  Thomas  M.  d’ Angelo 
Queens;  Dr.  James  I.  Farrell,  Oneida;  Dr.  Moses  H. 
Krakow,  Bronx;  Dr.  Paul  M.  Sullivan,  Nassau,  and 
those  physicians  who  took  part  in  the  committee 
discussions. 

I now  move  the  approval  of  the  report  as  a whole 
as  amended. 

Dr.  James  I.  Farrell,  Oneida , Section  on  Oph- 
thalmology: I second  it. 

Speaker  Williams:  The  report  as  a whole,  as 
amended,  is  before  you.  Is  there  any  discussion? 
All  in  favor  of  the  report  as  amended  signify  by  the 
usual  sign,  “aye”;  those  opposed  “no.”  The  report 
as  amended  stands  adopted,  and  the  House  and  the 
delegates  thank  the  chairman  and  the  members  of 
his  committee. 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Speaker, 
I know  we  are  trying  to  streamline  the  business  of 
the  House  and  get  it  over  as  quickly  as  possible,  but 
I believe  that  when  a chairman  makes  his  report  it 
would  be  wise  if  he  read  just  the  resolved  portion  of 
the  resolution. 

Speaker  Williams:  That  may  be  a very  good 
thing.  I am  leaving  it  entirely  within  the  discretion 
of  the  chairman  of  the  reference  committee.  As  you 
know,  yesterday  when  we  referred  these  resolutions 
we  did  not  read  anything  but  the  items  and  num- 
bers, and  I was  criticized  later  because  the  resolveds 
had  not  been  read.  I think  it  is  only  fair  now  that 
everybody  has  been  able  to  read  the  resolutions  that 
it  be  within  the  discretion  of  the  reference  committee 
chairman.  If  he  wants  to  present  the  resolveds  it  is 
entirely  within  his  discretion. 

The  Chair  now  recognizes  the  chairman  of  the 
Reference  Committee  on  Report  of  Council,  Part 
III,  Dr.  Pelow 

I wish  the  reference  committees  who  are  ready  to 
report  would  so  register  with  the  secretary. 

Section  95 

Report  of  Reference  Committee  on  Report  of 
Council , Part  III:  Public  Health  Activities 

B — Rural  Medical  Service 

Dr.  William  E.  Pelow,  Onondaga:  Mr.  Chair- 
man and  members  of  the  House,  this  is  the  report  on 
Council,  Part  III.  It  is  not  very  long,  and  there 
are  no  resolutions.  To  supplement  the  Speaker’s 
quoting  of  the  Bible,  and  he  who  comes  last  shall  also 
receive  a penny. 

The  committee  has  reviewed  the  report  and  is  in 
accord  with  Article  I of  Public  Health  Activities  B. 

Referring  to  the  recommendation  in  Article  2, 
your  committee  feels  that  it  should  read:  “The 


second  year  be  devoted  to  the  subspecialties  in  sur- 
gery and  obstetrics  for  the  purpose  of  rounding  out  a 
general  practice  training.” 

Such  a program  would  enhance  integration  of  the 
general  practitioner  into  the  hospital  setup  by  en- 
couraging the  establishment  of  a General  Practice 
Department. 

Refresher  courses  for  general  practitioners,  as  set 
up  by  medical  colleges,  should  emphasize  diagnostic 
and  therapeutic  procedures  that  can  be  used  by  the 
physician  in  his  daily  work  rather  than  super  major 
technics  that  require  the  facilities  of  a large  center. 

In  regard  to  Article  3,  which  contains  a proposed 
resolution  concerning  the  second  whereas,  the  com- 
mittee does  not  feel  at  this  time  that  medical  school 
deans  and  administrators  are  in  the  slightest  way 
interested  in  general  practitioners  preceptorships  or 
general  practitioners  clinics. 

The  committee  feels  that  the  resolution  as  re- 
ported is  not  couched  in  strong  enough  language, 
and  that  more  diligent  and  persuasive  methods 
should  be  found  to  emphasize  medical  school  adminis- 
trations in  New  York  State  with  the  importance  in 
the  community  of  the  general  practitioner. 

Rural  Medical  Service:  Your  committee  does  not 
agree  with  the  second  last  sentence  in  this  report  in 
that  it  feels  that  progress,  with  this  committee,  is 
not  its  most  important  product. 

I move  that  the  report  of  the  committee  be  ac- 
cepted. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  The  report  of  the  committee 
has  been  moved  to  be  accepted.  It  has  been  sec- 
onded. Is  there  any  discussion  of  this  report? 

Dr.  Arthur  E.  Lamb,  Kings:  I wondered  whether 
the  chairman  of  the  committee  inadvertently  left  out 
internal  medicine.  He  referred  to  surgery  and  ob- 
stetrics in  the  second  year,  but  I should  think  inter- 
nal medicine  should  also  be  included. 

Speaker  Williams:  Do  you  offer  that  as  an 
amendment? 

Dr.  Lamb:  I do  so. 

Dr.  Pelow:  May  I comment?  The  committee 
felt  that  that  was  covered  in  the  first  year.  It  was 
not  intentionally  omitted;  in  fact,  we  did  not  go 
through  all  the  specialties  and  subspecialties.  We 
considered  that  medicine  and  its  allied  subjects  were 
covered  in  the  first  year.  It  was  not  an  intentional 
omission  at  ail. 

Speaker  Williams:  Does  that  meet  with  your 
request,  Dr.  Lamb? 

Dr.  Lamb:  They  will  need  credit  for  that  for  their 
boards.  The  second  year  should  be  given  to  that 
specialty  if  they  are  going  to  get  credit  for  their 
boards  in  internal  medicine.  The  second  year 
should  be  spent  in  internal  medicine,  otherwise  they 
would  receive  no  credit  from  their  boards,  and  it 
seems  unwise  to  recognize  obstetrics  and  surgery 
and  omit  internal  medicine. 

Speaker  Williams:  I will  ask  the  chairman  of  the 
reference  committee:  Do  you  accept  that  addition? 

Dr.  Pelow:  Yes,  I accept  it. 

Speaker  Williams:  It  has  been  accepted. 

Dr.  Samuel  Leo,  Bronx:  Mr.  Chairman  and 
gentlemen,  I rise  to  emphasize  one  point  made  by 
the  reference  committee,  and  that  is  in  reference  to 
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general  practitioners.  I have  been  chairman  of  the 
board  of  censors.  In  the  last  nine  or  ten  years  the 
number  of  general  practitioners  that  came  through 
our  committee  I could  count  on  one  hand  with  two 
fingers  to  spare.  The  medical  schools  are  so  intent 
upon,  and  in  creditable  fashion,  developing  specialists 
that  there  are  no  new  general  practitioners  coming 
out  to  practice.  The  result  is,  gentlemen,  that  we 
are  filling  those  spaces  by  cults.  Many  chiroprac- 
tors are  taking  over  the  practice  of  medicine,  and 
many  osteopaths  are  not  only  taking  over  the  prac- 
tice of  medicine  but  surgery  and  every  phase  of  medi- 
cine. I think  the  language  we  use  cannot  be  too 
strong  a language  to  emphasize  that  point.  We 
hope  to  be  able  to  jar  the  medical  schools  out  of 
their  lethargy  and  out  of  their  concentrated  intent 
on  making  specialists  and  destroying  the  practice  of 
medicine. 

Speaker  Williams:  Is  there  any  further  discus- 
sion of  Dr.  Lamb’s  amendment?  The  chairman  of 
the  reference  committee  has  accepted  the  amend- 
ment; therefore,  I will  entertain  a motion  to  accept 
the  report  of  the  committee  as  amended  and  as  ac- 
cepted. Do  I hear  such  a motion? 

Dr.  George  Himler,  New  York:  I move  it. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  of  the 
report  as  amended?  If  not,  it  is  before  you  now, 
gentlemen.  All  in  favor,  say  “aye”;  opposed 
“no.”  This  report  of  the  reference  committee  as 
amended  stands  adopted. 

Thank  you  very  much,  Dr.  Pelow. 

The  Chair  recognizes  the  chairman  of  the  Ref- 
erence Committee  on  Council,  Part  XI,  Publication 
and  Public  Relations,  Dr.  Philip  Allen,  of  New  York. 
Give  your  attention  to  Dr.  Allen. 

Section  96 

Report  of  the  Reference  Committee  on  Report 
of  Council , Part  XI:  Public  Relations 

Dr.  Philip  D.  Allen,  New  York:  Mr.  Speaker 
and  gentlemen,  this  committee  had  no  resolutions 
referred  to  it;  therefore  its  report  consists  of  a re- 
view of  the  reports  of  the  Publication  and  Public 
Relations  Committees. 

Public  Relations:  The  magnitude  of  the  work  of 
this  committee  under  the  able  chairmanship  of  Dr. 
John  F.  Rogers  is  making  itself  felt  at  physician 
level  throughout  the  State.  The  four  basic  areas  to 
which  this  committee’s  work  was  directed  are  well 
worth  repeating:  (1)  Winning  the  good  will  of  the 
people,  thereby  creating  a favorable  disposition  to- 
ward the  individual  physician,  his  county,  state,  and 
national  medical  organizations;  (2)  strengthening 
and  improving  the  many  facets  that  make  up  the 
doctor-patient  relationship;  (3)  stimulating  and 
aiding  county  medical  societies  in  establishing  and 
implementing  practical  public  relation  projects,  and 
(4)  advocating  and  promoting  the  cooperation  of 
all  doctors  and  county  medical  societies  with  volun- 
tary prepayment  health  insurance  plans. 

Emphasizing  good  physician-to-physician  rela- 
tionship is  certainly  basic  to  satisfactory  external 
public  relations  for  the  profession. 


We  commend  the  committee  for  immediately  im- 
plementing portions  of  the  Ad  Hoc  Committee  rec- 
ommendations as  regards  field  men  attending 
Council  meetings.  These  men  are  obviously  better 
equipped  to  work  at  county  level  if  they  are  intimate 
with  the  actions  and  thinking  at  State  level. 

We  believe  that  the  activities  of  the  field  men 
reached  a new  high  for  efficiency  this  year.  The 
chart  which  they  have  compiled  revealing  59  coun- 
ties out  of  a possible  61  having  developed  emergency 
services,  mediation  committees,  and  provisions  for 
adequate  medical  care  at  county  level  is  encouraging 
and  reveals  enlightened  thinking. 

The  well-attended  Public  Relations  Conference 
and  the  vital  subjects  discussed  at  this  year’s  meet- 
ing are  an  indication  that  this  activity  should  cer- 
tainly be  repeated  next  year. 

The  courses  for  medical  assistants  given  at  county 
level  are  an  excellent  venture  in  service  to  physicians. 
These  should  be  continued  and  increased  in  number. 

Your  reference  committee  would  be  remiss  in  fail- 
ing to  be  appreciative  of  the  activities  of  the  Wo- 
man’s Auxiliary  throughout  the  State.  Congrat- 
ulations are  in  order  for  Mrs.  Leif  G.  Jensen,  the 
president,  who  so  ably  conducted  this  activity 
throughout  the  year. 

The  continued  use  and  expansion  of  the  radio  and 
television  media  as  a means  of  reporting  local  medi- 
cal activities  should  be  encouraged  and  expanded. 
The  use  of  medical  films  falls  within  this  commend- 
able activity. 

Consultation  and  cooperation  with  the  representa- 
tives of  press,  radio,  and  television  has  progressed 
and  should  be  encouraged.  The  participation  in 
exhibits  at  Saratoga  and  at  the  Sesquicentennial 
Meeting  was  well  done  and  your  reference  committee 
believes  should  be  repeated  at  every  opportunity. 
It  is  an  inexpensive  waj  to  inform  large  numbers  of 
people. 

The  bureau’s  activity  in  publicizing  the  various 
district  branch  meetings  as  well  as  our  1957  House  of 
Delegates  meeting  was  satisfactory. 

This  committee  believes  that  the  manner  in  which 
press  relations  were  handled  during  the  Sesquicen- 
tennial Meeting  was  excellent.  Mr.  A.  C.  Schuy- 
ler’s activities  in  arranging  the  public  exposition  on 
the  history  of  medicine  in  New  York  State  was 
public  relations  at  its  best.  The  administering  of 
2,210  polio  vaccine  shots  by  volunteer  physicians 
falls  in  the  same  category. 

The  award  for  the  Outstanding  General  Practi- 
tioner of  the  year  makes  good  internal  and  externa) 
public  relations.  The  publicizing  of  the  fifty-year 
doctors  in  New  York  State  is  likewise  an  activity 
which  should  be  continued. 

The  reference  committee  believes  that  the  News- 
letter is  extremely  valuable  as  it  provides  a medium 
through  which  current  happenings  may  be  trans- 
mitted to  physicians  throughout  the  State.  Its 
broadened  scope  during  the  past  year  should  be 
encouraged. 

The  bureau’s  liaison  activities  with  the  AJV1.A. 
have  been  well  carried  out.  The  antichiropractic 
campaign  was  again  successful.  Dr.  Henry  I. 
Fineberg’s  cooperation  with  the  field  men  in  this 
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activity  is  appreciated. 

The  public  relations  program  as  projected  for  1958 
is  outlined  under  12  headings  and  if  properly  imple- 
mented should  provide  very  adequate  public  rela- 
tions for  our  Society. 

This  committee  commends  both  Mr.  Frederick  W. 
Miebach  and  Mr.  Thomas  E.  Walsh,  both  of  whom 
have  had  over  ten  years  of  experience  with  this 
Society,  for  their  continued  good  work. 

The  Subcommittee  on  Cooperation  with  Media  of 
Information,  with  Dr.  John  C.  McClintock  as  chair- 
man, has  been  successful  in  promoting  the  “Guide 
for  Cooperation’  ’ for  doctors,  hospitals,  and  reporters 
throughout  the  year.  Three  thousand  copies  have 
been  printed  and  widely  distributed.  It  is  note- 
worthy and  pleasant  to  note  the  excellent  reception 
given  the  “Standards  for  Practice  for  Doctors  and 
Lawyers”  by  the  Bar  Bulletin  and  the  president  of 
the  Bar  Association.  This  project  is  an  outstanding 
milestone  in  the  relations  between  the  two  great  pro- 
fessions. 

Mr.  Speaker,  I move  approval  of  this  part  of  the 
report. 

Speaker  Williams:  Is  there  a second? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  on 
this  portion  of  the  report?  If  not,  it  is  before  you. 
All  in  favor  of  its  approval  will  say  “aye”;  opposed 
“no.”  This  portion  of  the  report  is  adopted. 

Section  97 

Report  of  Reference  Committee  on  Report  of 
Council , Part  XI:  Publication 

Dr.  Philip  D.  Allen,  New  York:  The  Publica- 
tion Committee  has  had  a successful  year.  We  are 
happy  to  note  the  return  to  good  health  of  the  long- 
time chairman  of  this  committee,  Dr.  John  J.  Mas- 
terson. 

The  Sesquicentennial  issue  of  the  Journal  pub- 
lished February  1,  1957,  and  the  Award  of  Merit  of 
the  American  Association  for  State  and  Local  His- 
tory which  it  received  is  a tribute  to  those  respon- 
sible for  our  Journal. 

Your  reference  committee  recommends  the  con- 
tinuation of  gratis  circulation  to  senior  medical 
students  throughout  the  State. 

The  House  of  Delegates  owe  a debt  of  gratitude  to 
Dr.  Laurance  D.  Red  way,  the  editor;  Miss  Alvina 
Rich  Lewis,  the  assistant  to  the  editor;  Mr.  T.  E. 
Alexander,  the  business  manager  of  the  Journal, 
and  for  the  continued  assistance  and  cooperation  on 
the  part  of  our  secretary,  Dr.  W.  P.  Anderton.  Dr. 
William  Hammond  has  recently  assumed  his  duties 
as  assistant  editor. 

The  increased  volume  of  advertising  is  noted  and 
credit  should  be  given  to  the  Journal’s  advertising 
representatives,  Mr.  Charles  L.  Baldwin,  Mr.  Joseph 
A.  Mullaney,  and  Mr.  James  M.  Kelley,  for  this  ac- 
complishment. 

The  reference  committee  would  urge  that  all  del- 
egates read  the  excellent  study  of  the  or- 
ganization of  the  Journal  as  detailed  under  Ap- 
pendix A and  B,  and  incorporated  as  part  of  the 
Publication  Committee  report. 


It  is  noted  that  compilation  of  data  is  now  well 
under  way  for  the  1959  Directory. 

Mr.  Speaker,  I move  adoption  of  this  part  of  the 
report. 

Speaker  Williams:  Do  I hear  a second  to  the 
motion  to  adopt  this  portion  of  the  report. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Speaker  Williams:  Is  there  any  discussion  on 
this  part  of  the  report?  If  not,  it  is  before  you.  All 
in  favor  of  its  approval  will  say  “aye”;  opposed 
“no.”  This  portion  of  the  report  is  adopted. 

Dr.  Allen:  I move  adoption  of  the  report  as  a 
whole. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Speaker  Williams:  Is  there  discussion?  If  not, 
all  in  favor  of  the  adoption  of  the  report  as  a whole 
will  say  “aye”;  opposed  “no.”  The  report  as  a 
whole  stands  adopted. 

Dr.  Allen:  Mr.  Speaker,  it  has  just  been  brought 
to  my  attention  that  through  inadvertence  on  the 
part  of  our  committee  we  neglected  to  put  in  words 
of  praise  for  Mr.  Martin  J.  Tracey.  This  was  an 
oversight,  and  I am  glad  that  the  secretar}^  brought 
it  to  mjr  attention.  I would  like  to.  . . 

Speaker  Williams:  Do  you  move  its  inclusion? 
Dr.  Allen:  I move  a proposed  addendum  shall 
be  incorporated  in  the  report  to  that  effect. 

I wish  to  thank  the  members  of  mry  reference  com- 
mittee, Dr.  John  A.  Kalb,  Broome  County;  Dr. 
Harry  A.  Mackler,  Kings;  Dr.  John  H.  Wadsworth, 
Schoharie,  and  Dr.  Henry  Vinicor,  St.  Lawrence. 

Speaker  Williams:  Thank  you  very  much,  Dr. 
Allen,  and  we  thank  also  the  members  of  the  com- 
mittee. 

Dr.  Rogers  is  recognized. 

Dr.  John  F.  Rogers,  Councillor:  I would  like  to 
express  my  vindication  of  the  public  relations  work 
and  the  complimentary  remarks  that  Dr.  Allen 
gave. 

Speaker  Williams:  I won’t  call  for  a vote  on 
that.  That  shall  be  spread  upon  the  minutes. 

I have  before  me  two  later  resolutions,  one  num- 
bered 58-58  and  the  other  58-59,  which  I think  have 
been  distributed  to  you. 

Section  98  ( See  167)  Resolution  58-58 

Dates  of  Meetings  of  District  Branches 
Introduced  by  Sixth  District  Branch 

Whereas,  the  House  of  Delegates  in  1954  (see 
Report  of  Reference  Committee,  New  York 
State  Journal  of  Medicine,  September  1, 
1954,  Part  II,  page  134)  specified  the  dates  for  the 
meetings  of  the  district  branches;  and 

Whereas,  the  date  given  to  the  Sixth  District 
Branch  was  the  fourth  Wednesday  in  October; 
and 

Whereas,  the  Sixth  District  Branch  has  found 
that  it  is  impracticable  to  hold  their  meetings 
on  this  date  because  of  inclement  weather  and 
because  of  national  meetings  taking  place  in  the 
month  of  October;  and 

Whereas,  for  the  last  three  years  they  have  not 
adhered  to  this  date;  now  therefore  be  it  hereby 
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Resolved , that  the  executive  committee  of  each 
district  branch  be  permitted  to  arrange  the  date  of 
its  annual  meeting  with  the  secretary  of  the  State 
Medical  Society  or  with  any  other  officer  of  the 
Medical  Society  of  the  State  of  New  York  who  is 
designated  to  work  with  the  district  branches. 

Referred  to  the  Reference  Committee  on  Reports 
of  the  Secretary  and  District  Branches. 

Section  99  ( See  125,  197 ) Resolution  58-59 

Re-establishment  of  Two-Year  Internship 

Introduced  by  First  District  Branch 

Whereas,  the  intern  shortage  has  reached  a 
critical  stage  at  the  Coney  Island  Hospital  and 
at  other  municipal  hospitals  and  in  many  volun- 
tary hospitals;  and 

Whereas,  the  one-}rear  internship  was  adopted 
during  World  War  II  as  a temporary  war  meas- 
ure ; and 

Whereas,  the  one-year  internship  is  inadequate 
to  prepare  a physician  for  general  practice;  and 
Whereas,  a one-year  internship  is  insufficient 
for  a firm  foundation  on  which  to  build  a resi- 
dency; now  therefore  be  it  hereby 
Resolved,  that  this  House  of  Delegates  is  of 
the  opinion  that  the  two-year  internship  should 
be  re-established ; and  be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association;  and  be  it  further 
Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  Committee  on  Accreditation  of  Hospitals 
for  their  consideration. 

Referred  to  the  Reference  Committee  on  Report  of 
the  Council,  Part  I. 

Speaker  Williams:  It  looks  as  though  no  other 
reference  committee  is  ready  so  I have  to  again  an- 
nounce that  banquet  tickets  are  on  sale  at  the  back 
of  the  room. 

Section  100 

Including  on  Distributed  Resolutions 
Reference  Committee  to  Which  Assigned 

Dr.  Charles  Sandler,  Bronx:  In  the  past  few 
years  a great  number  of  innovations  which  can  be 
streamlined  in  the  procedures  which  we  carry  out 
here  in  the  House  of  Delegates  have  been  instituted, 
most  of  which  were  greatly  to  our  advantage,  partic- 
ularly in  the  matter  of  resolutions  in  having  these 
resolutions  presented  to  us  so  that  we  can  call  them 
by  number  and  not  have  to  read  them  out  as  we 
had  to  do  in  the  past,  taking  up  a great  deal  of  our 
time.  We  in  Bronx  County  thought  it  might  be  a 
good  idea  in  the  future,  since  so  many  obviously 
should  be  allocated  to  certain  sections,  and  a great 
deal  of  time  would  be  gained  if,  instead  of  having  the 
speaker  or  vice-speaker  call  out  the  section  or  the 
part  to  which  these  resolutions  are  assigned,  the 
resolutions  which  are  submitted  in  advance  can 
very  easily  be  assigned  before  deliberations;  in- 


stead of  calling  out  50  resolutions  assigned  to  Part 
I,  II,  III,  or  other  reference  committees,  it  could  be 
printed  on  the  mimeographed  sheet  of  the  resolution 
itself  to  which  part  each  has  been  assigned.  Those 
that  are  not  presented  in  time  can  then  be  assigned 
by  the  speaker  or  the  vice-speaker,  and  instead  of 
taking  an  hour  or  an  hour  and  a half  of  our  time 
yesterday  we  could  have  saved  all  that  time  and  used 
it  to  much  better  advantage.  I make  that  point, 
sir,  not  as  a motion  but  as  a suggestion  for  the  future. 

Speaker  Williams:  The  mechanics  of  that,  of 
course,  is  that  the  speaker  and  the  vice-speaker 
would  then  have  to  meet  several  times  prior  to  the 
House  to  assign  these.  As  it  worked  out  the  vice- 
speaker and  myself  sat  down  and  decided  where 
they  would  go  all  in  one  batch  on  Sunday.  I still 
think  there  is  an  advantage  to  reading  because  as 
the  man  checks  and  puts  up  in  the  corner  of  the  sheet 
to  which  reference  committee  we  refer  it  he  reads 
the  title,  and  if  he  thinks  it  is  misreferred  it  gives 
the  members  of  the  House  a chance  to  correct  the 
reference.  I don’t  think  it  should  be  arbitrary 
that  the  speaker  and  vice-speaker  do  all  the  refer- 
ring; it  should  be  funneled  once  at  least  through  the 
House.  You  all  may  think  that  was  an  hour  wasted 
but  it  was  well  spent  because  Dr.  Lane  and  I felt 
that  you  did  approve  of  how  we  disposed  of  these 
resolutions.  Your  recommendation  will  surely  be 
taken  under  advisement  by  the  next  speaker,  but  the 
present  speaker  is  trying  to  justify  our  conduct  so 
far. 

Is  there  anything  else  to  come  up  under  common 
good  and  welfare? 

I might  mention  on  Wednesday  night  there  is  go- 
ing to  be  a covered  dish  supper. 

We  always  hit  this  lull  on  Tuesday  morning.  I 
can’t  quite  realize  why  the  reference  committees  are 
not  ready,  but  I guess  the}'  are  not. 

The  Chair  recognizes  Dr.  Reid  Heffner,  of  West- 
chester County,  chairman  of  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  XII.  Give 
3'our  attention  to  Dr.  Heffner,  please. 

Section  101 

Report  of  Reference  Committee  on  Report  of 
Council , Part  XII:  Convention  (1957) 

Dr.  Reid  R.  Heffner,  Westchester:  Mr.  Speaker 
and  delegates,  this  is  the  report  of  the  Reference 
Committee  on  Report  of  Council,  Part  XII:  Con- 
vention, Nursing  Education,  Office  Administration 
and  Policies,  and  Belated  Bills. 

Convention  (1957):  Your  reference  committee 

approved  the  report  of  the  Convention  Committee 
under  the  chairmanship  of  Dr.  Frederick  A.  Wurz- 
bach,  Jr.  The  Convention  Committee  and  the 
subcommittees  were  commended  for  the  outstanding 
program  presented  at  the  Sesquicentennial  meeting 
of  the  Society  in  February,  1957.  Your  reference 
committee  also  endorsed  the  Convention  Commit- 
tee’s plans  for  the  1958  meeting. 

I move  the  adoption  of  this  portion  of  the  report, 
Mr.  Speaker. 

Dr.  Michael  J.  Crino,  Monroe:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 
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seconded  to  adopt  this  portion  of  the  report.  Is 
there  any  discussion? 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
May  I correct  the  report  in  that  I was  only  chairman 
of  the  Sesquicentennial  dinner  committee;  Dr. 
Freedman  was  chairman  of  the  Convention  Com- 
mittee, sir. 

Speaker  Williams:  Dr.  Heffner,  do  you  accept 
this  correction  and  amendment? 

Dr.  Heffner:  I accept  it,  with  apologies. 
Speaker  Williams:  Is  there  any  other  discussion 
of  this  portion  of  the  report  as  corrected?  All  in 
favor  of  its  adoption,  say  “ave”;  those  opposed 
“no.”  This  portion  of  the  report  as  corrected 
stands  adopted. 

Section  102  ( See  79) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  XII:  Dates  of  Annual  Meeting 

Dr.  Reid  R.  Heffner,  Westchester:  In  regard  to 
the  one  resolution,  58-48,  which  was  referred  to  us, 
subject,  “Dates  of  Annual  Meeting,”  your  reference 
committee  recommended  approval  of  this  resolu- 
tion. 

Speaker  Williams:  Would  you  be  good  enough, 
since  this  resolution  when  introduced  was  not  read, 
to  at  least  read  the  resol veds  to  inform  the  delegates 
so  they  know  what  they  are  voting  on. 

Dr.  Heffner:  I will  read  the  resolveds  only. 

Dr.  J.  Stanley  Kenney,  Trustee:  What  is  the 
number? 

Speaker  Williams:  58-48,  changing  the  days  of 
the  meeting. 

Dr.  Heffner:  Reading: 

Resolved , that  in  compliance  with  Article  VIII 
of  the  Constitution  of  the  Medical  Society  of  the 
State  of  New  York  this  House  of  Delegates  des- 
ignate that  the  annual  meeting  of  the  House  of 
Delegates  begin  at  or  about  2:00  p.m.  on  the 
Saturday  preceding  the  annual  meeting  of  the 
Society  and  that  its  sessions  be  held  on  Saturday 
afternoon  and  evening,  Sunday,  and  Monday 
morning;  and  be  it  further 

Resolved,  that  the  scientific  sessions  of  the 
annual  meeting  be  advanced  to  begin  on  Monday 
afternoon  for  as  mamr  days  as  is  required  to  com- 
plete the  program. 

Speaker  Williams:  Have  you  included  in  it 
any  specific  time  for  the  Wednesday  night  banquet, 
Mr.  Chairman?  This  is  known  as  the  annual  meet- 
ing of  the  Society.  The  banquet,  will  that  still  be 
held  on  Wednesday  or  will  that  be  moved  forward  to 
Monday,  or  didn’t  your  committee  consider  that? 

Dr.  Heffner:  We  discussed  that,  and  we  as- 
sumed it  would  probably  remain  the  same. 

Speaker  Williams:  You  so  recommend  then 
that  the  banquet  be  held  Wednesday?  Is  that  your 
recommendation? 

Dr.  Heffner:  Our  committee  did  not  act  upon 
that.  We  merely  discussed  it. 

Speaker  Williams:  That  was  purely  a point  of 
information  from  the  Chair  to  help  clear  up  the 
House,  not  confuse  it.  Do  you  move  adoption  of 
this  portion  of  the  report? 


Dr.  Heffner:  I so  move. 

Speaker  Williams:  This  portion  of  the  report 
has  been  moved.  Is  it  seconded? 

Dr.  Irwin  Alper,  Oneida:  I second  it. 

Speaker  Williams:  Now  in  discussion  of  this, 
moving  the  dates  over  to  Saturday,  Sunday,  and 
Monday  morning,  is  there  any  discussion? 

Dr.  J.  Stanley  Kenney,  Trustee:  I am  quite 
certain  that  the  recommended  change  here  will  have 
to  lay  over  because  of  the  changes  in  the  Constitu- 
tion and  Bylaws,  but  aside  from  that  having  been  on 
the  dinner  committees  for  a number  of  years  there 
has  been  a feeling  amongst  the  members  of  the  din- 
ner committee  that  the  change  to  having  the  annual 
meeting  and  dinner  on  Monday  night  would  be  ad- 
vantageous. The  delegates  to  this  House,  many  of 
them,  leave  directly  after  the  meeting  of  the  House 
on  Wednesday  morning.  We  felt  that  it  would  in- 
sure a better  meeting  if  changed  until  Monday 
night.  I would  favor  such  a change. 

Speaker  Williams:  Do  you  wish  to  offer  that  as 
an  amendment  to  the  report,  to  move  the  banquet 
to  Monday  night,  Dr.  Kenney? 

Dr.  Kenney:  I don’t  know  whether  such  a mo- 
tion is  proper  at  this  time. 

Speaker  Williams:  You  can  amend  the  recom- 
mendation of  the  reference  committee. 

Dr.  Kenney:  I so  move  that  the  time  of  the  an- 
nual meeting  be  made  on  Monday  night  of  the  con- 
vention week  instead  of  as  at  present  on  Wednesday. 

Dr.  George  E.  Anderson,  Kings:  I second  that. 

Speaker  Williams:  Discussion  is  on  the  amend- 
ment, gentlemen. 

Dr.  Herbert  A.  Laughlin,  Chautauqua:  I think 
it  should  be  cleared  up  as  to  what  is  the  annual  meet- 
ing. It  was  felt  that  the  annual  meeting  was  the 
Wednesday  morning  meeting  at  which  the  officers 
were  elected.  Therefore,  I think  it  should  be  defi- 
nitely cleared  up  just  when  this  takes  place. 

Speaker  Williams:  I think  the  Speaker  cleared 
it  up.  The  annual  meeting  of  the  House  of  Dele- 
gates and  election  is  Wednesday  morning,  but  the 
annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York  is  actually  the  banquet. 

I will  ask  the  secretary  to  correct  me  if  I am  wrong. 

Secretary  Anderton:  That  is  right,  sir. 

Speaker  Williams:  The  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  is  the  ban- 
quet. Our  secretary  is  very  careful  how  he  fails  to 
read  minutes  at  that  meeting,  but  it  makes  it  official. 

You  have  before  you  the  amendment  to  move  the 
banquet  to  Monday  night. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 
Speaker  and  delegates,  inasmuch  as  there  are  a 
number  of  other  obvious  possible  difficulties  in- 
volved here,  I would  suggest  that  it  might  be  better 
to  have  this  matter  studied  and  acted  on  with  a little 
more  leisure.  It  is  the  prerogative  of  this  House  to 
set  the  dates  of  its  own  meetings,  but  I think  this 
prerogative  could  safely  be  delegated  to  the  Council, 
who  could  study  all  the  ins  and  outs  of  it  and  come 
up  with  an  appropriate  answer.  It  is  the  apparent 
desire  of  the  House  to  move  the  meeting  to  the  week- 
end, but  the  mechanics  will  require  a little  doing. 
I,  therefore,  move  to  amend,  Mr.  Chairman,  that 
this  be  referred  to  the  Council  with  power  to  act. 
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Secretary  Anderton:  I second  that. 

Speaker  Williams:  We  are  knee  deep  in  it  now. 
There  is  an  amendment  to  an  amendment.  We 
can’t  go  any  further.  You  can’t  amend  an  amend- 
ment to  an  amendment.  Dr.  Kenney  amended  the 
reference  committee’s  resolution.  Is  there  a second 
to  Dr.  Wolff’s  recommendation  that  this  be  referred 
to  the  Council? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Speaker  Williams:  Is  there  any  discussion  of 
Dr.  Wolff’s  motion? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Speaking  as 
the  chairman  of  a reference  committee  a few  years 
back  where  this  particular  subject  was  brought  up,  as 
I recall  it  was  opposed  and  rejected  on  the  basis 
that  a great  many  of  the  delegates  don’t  get  here 
until  Tuesday.  A great  many  of  the  past  presidents 
and  the  older  groups  sometimes  don’t  get  here  until 
they  vote  on  Wednesday  morning,  and  it  was  dis- 
missed. At  that  time  I think  the  most  important 
thing  that  I called  to  the  committee’s  attention  was 
that  for  the  last  two  years  this  convention  has 
started  on  Mother’s  Day,  and  I think  as  regards  the 
domestic  tranquillity  of  the  members  that  should  be 
changed.  ( Laughter ) 

Speaker  Williams:  I assure  you,  gentlemen, 
that  the  speaker  and  every  member  of  the  House  is  in 
favor  of  domestic  tranquillity. 

Is  there  any  other  discussion  of  Dr.  Wolff’s  amend- 
ment on  the  amendment  to  refer  this  to  the  Coun- 
cil? 

Dr.  Alper:  I would  like  to  inquire  what  does  his 
amendment  imply  in  connection  with  this  resolu- 
tion. Does  it  merely  leave  implementation  to  the 
Council  or  does  he  mean  that  this  body  shall  pass 
both  the  action  and  the  implementation  to  the 
Council? 

Speaker  Williams:  Dr.  Wolff,  will  }mu  explain 
your  amendment? 

Dr.  Wolff:  My  motion  was  that  this  matter  be 
referred.  I assume  that  it  is  the  disposition  of  this 
House  that  the  meeting  should  be  moved  to  the 
weekend.  If  the  gentleman  wishes  to  add  a recom- 
mendation to  it  whereby  he  can  give  the  Council 
more  of  the  feeling  of  the  House  I think  that  might 
very  well  be  appropriate,  but  it  was  my  intention 
that  the  whole  matter  should  be  referred  to  the 
Council  for  discussion  and  implementation. 

Dr.  Alper:  I am  afraid  that  did  not  answer  my 
question.  He  said  he  assumed  that  the  House  feels 
it  should  be  moved  but  that  the  whole  question  shall 
be  sent  to  the  Council,  which  is  a little  bit  contrary  in 
my  mind.  Could  you  tell  me  definitely  (1)  do  you 
in  your  motion  expect  that  this  House  shall  take 
action  and  vote  on  this  today;  (2)  then  is  it  your 
intention  that  it  shall  be  sent  to  the  Council  for 
implementation? 

Dr.  Wolff:  No,  for  the  reasons  I mentioned.  I 
did  not  feel  that  action  at  this  time  was  proper  be- 
cause there  might  be  a number  of  details  that  escape 
here  that  would  make  it  very  awkward  at  the  time 
we  are  supposed  to  hold  our  meeting.  The  Council 
will  have  more  time  to  investigate  into  these  possi- 
bilities, but  I assume  that  the  Council  will  be  ad- 


vised, if  this  is  at  all  feasible,  that  this  should  be 
done.  So  my  motion  to  refer  did  not  entail  action 
at  this  time  by  the  House. 

Dr.  Alper:  Mr.  Speaker,  can  I discuss  this  point 
now? 

Speaker  Williams:  You  have  the  floor,  sir. 
You  are  recognized. 

Dr.  Alper:  It  occurs  to  me  that  the  Constitution 
and  Bylaws  state  in  Section  8 that  it  is  the  preroga- 
tive of  the  House  of  Delegates  to  set  the  time  and 
place  of  the  annual  meeting.  That  being  the  case,  I 
don’t  see  why  we  should  absolve  ourselves  of  that 
prerogative  by  giving  it  over  to  the  Council  for  later 
action.  If  there  are  any  things  in  implementation 
that  need  to  be  ironed  out,  those  arguments  can  be 
brought  out  on  the  floor  now  and  perhaps  can  be 
answered  now,  so  that  we  can  get  a complete  picture 
as  to  what  is  going  on. 

I might  say  that  the  idea  behind  this  resolution 
brought  to  you  through  Oneida  County  was  that  we 
want  to  streamline  and  modernize  just  as  you  want 
to  streamline  and  modernize  the  activities  of  the 
State  Society  by  this  large  investigation,  or  exam- 
ination, or  whatever  you  call  it,  that  you  just  had. 
We  want  to  simply  make  it  easier  for  people  from 
out  of  New  York  City  and  in  New  York  City  to  come 
to  this  convention  and  participate  in  the  wonderful 
opportunities  of  the  scientific  session  as  well  as  the 
meeting  of  the  House  of  Delegates.  It  is  really  a sad 
commentary  that  only  6,000  doctors  out  of  a possible 
25,000  come  to  New  York  City  for  this  convention, 
and  only  2,000  out  of  the  same  25,000  come  to  Buf- 
falo for  the  same  convention.  There  are  many  rea- 
sons why  this  is  so,  and  I am  sure  that  one  of  them  is 
that  it  is  impossible  for  many  doctors  to  leave  their 
office  and  practice  in  the  middle  of  the  week  to  spend 
a day  traveling  and  a day  coming  and  perhaps  sand- 
wich in  a day  in  between  to  attend  the  scientific 
sessions  of  this  convention. 

As  far  as  the  House  of  Delegates  is  concerned  we 
never  see  the  exhibits  until  the  exhibitors  pack.  We 
never  go  to  scientific  sessions.  Most  of  us  don’t 
remain  for  the  entire  week.  For  these  reasons,  to 
give  us,  the  delegates,  an  opportunity  to  see  the  ex- 
hibits, to  give  us  an  opportunity  to  participate  in 
the  scientific  sessions,  to  increase  the  attendance  at 
this  convention  by  the  general  rank  and  file  who  are 
not  delegates,  I think  it  necessary  and  essential  that 
we  streamline  the  time  and  make  the  day  of  opening 
of  this  convention  on  Saturday  noon,  and  bring  the 
scientific  session  up  to  Monday  noon.  In  that  way 
most  of  us  can  spend  a day  or  two  taking  part  in  the 
professional  part  of  the  meeting,  and  many  doctors 
who  ordinarily  could  not  come  to  see  how  the  House 
of  Delegates  operates  would  come  in  on  a weekend  to 
do  so  and  perhaps  stay  another  day  or  perhaps  take 
part  in  the  professional  meetings.  That  is  the  rea- 
son I think  this  House  of  Delegates  should  take  ac- 
tion now.  Let  us  be  counted.  Do  we  want  to  move 
ahead?  If  we  do,  let  the  Council  implement  it. 
(Applause) 

Speaker  Williams:  I take  it  you  are  opposed  to 
Dr.  Wolff’s  amendment  to  the  amendment? 

Dr.  Alper:  Yes,  sir. 

Speaker  Williams:  Is  there  any  further  dis- 
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cussion  of  Dr.  Wolff’s  amendment  to  the  amend- 
ment? It  is  a motion  to  refer  to  the  Council.  Is 
there  any  further  discussion  of  this  motion  to  refer  to 
the  Council? 

Dr.  Walter  T.  Heldmann,  Richmond:  I would 
like  to  say  one  word  in  favor  of  this  motion  to  refer. 
There  are  a lot  of  things  that  come  up  in  connection 
with  this  that  we  don’t  even  think  of  here  sitting  in 
the  House  of  Delegates.  I sat  on  this  as  chairman 
of  the  reference  committee  three  or  four  years  ago, 
and  there  were  many  things  that  were  brought  to  our 
attention,  such  as  making  arrangements  for  the  hotel 
here,  trying  to  get  the  exhibits  in.  We  have  no  way 
of  knowing  whether  this  can  be  set  up  over  the 
weekend  or  not.  It  should  be  left  to  the  Council  to 
decide  that. 

Speaker  Williams:  Is  there  any  further  discus- 
sion of  the  motion  to  refer  to  the  Council?  All  in 
favor  of  referring  this  to  the  Council  signify  by  say- 
ing “aye”;  those  opposed,  “no.”  The  Chair  is  in 
doubt.  I will  appoint  a few  monitors.  All  in  favor 
of  referring  it  to  the  Council  will  stand;  now  all 
those  opposed  will  stand;  75  are  in  favor  of  referring 
it  to  the  Council  and  74  are  opposed. 

Voices:  We  want  a recount;  we  call  for  a recount. 

Speaker  Williams:  All  those  in  favor  of  referring 
it  to  the  Council,  stand  and  be  counted. 

Dr.  Felix  Ottaviano,  Madison:  Point  of  order — 
I submit,  while  no  criticism,  that  the  tellers  were  a 
bit  prejudiced;  let  us  have  a recount. 

Speaker  Williams:  It  is  the  prerogative  of  the 
speaker  to  appoint  tellers.  It  is  all  right  with  me  to 
appoint  the  secretary  and  assistant  secretary  who 
have  both  been  elected  and  do  enjoy  the  confidence 
of  the  House.  I,  therefore,  appoint  the  secretary 
and  the  assistant  secretary  tellers.  I have  a call  for 
recount  on  the  question  of  the  ballot.  I ask  all  in 
favor  of  referring  it  to  the  Council  to  please  rise  and 
be  counted.  Now  those  opposed  will  please  rise. 

Dr.  Ottaviano:  I merely  state  that  it  is  some- 
what out  of  order  to  have  a man  who  made  the  mo- 
tion count  the  vote. 

Speaker  Williams:  The  discussion  has  increased 
the  enthusiasm.  The  total  number  of  votes  cast  has 
increased.  There  are  82  members  of  the  House  who 
voted  this  time  in  favor  of  referring  it  to  the  Council, 
and  85  who  voted  against  it. 

Dr.  Wolff:  Mr.  Speaker. . . 

Speaker  Williams:  The  Chair  recognizes  Dr. 
Wolff. 

Dr.  Wolff:  I should  like  to  rise  to  a point  of  per- 
sonal privilege.  The  record  now  shows  that  the  as- 
sistant secretary  and  the  secretary  are  prejudiced. 

I would  like  to  say  that  the  only  prejudice  they  have 
is  in  favor  of  this  House  and  this  Society,  that  my 
motion  was  simply  to  avoid  an  embarrassing  situa- 
tion. One  of  the  things  that  comes  to  my  mind  is 
that  we  are  already  committed  for  the  hotel  for 
next  year’s  meeting  on  Monday,  Tuesday,  and  Wed- 
nesday. If  this  House  decides  to  hold  the  House  on 
Saturday,  Sunday,  and  Monday,  we  might  not  be 
able  to  house  it.  Maybe  the  committee  might 
straighten  that  out.  It  was  for  that  reason  that  I 
made  the  motion,  not  because  there  was  a lot  in  it  for 
me.  Thank  you ! 


Dr.  Alper:  I have  already  spoken.  I know  I am 
limited  to  one  time. 

Speaker  Williams:  You  are  recognized. 

Dr.  Alper:  In  regard  to  the  question  of  the  hotel, 
there  is  nothing  in  the  resolution  in  the  first  place 
that  states  this  has  to  be  implemented  next  year. 
If  it  so  happened  it  is  impossible  to  do  so  because  of 
commitments  to  the  hotel,  I suppose  the  Hotel 
Statler  in  Buffalo. . . 

Speaker  Williams:  May  I interrupt?  Is  this 
discussion  on  whether  or  not  we  should  refer  it  to  the 
Council? 

Dr.  Alper:  No,  sir,  that  is  dead  as  far  as  I am 
concerned. 

Speaker  Williams:  That  has  definitely  been 
beaten.  Your  discussion  is  on  the  report  as  first 
amended. 

Dr.  Alper:  Right.  I think  with  a year  to  pre- 
pare a hotel  for  this  convention  that  we  would  not 
find  too  much  difficulty  in  finding  one  in  Buffalo 
next  year,  if  the  Statler  so  finds  it  impossible  to  set 
our  convention  date  ahead  to  the  weekend.  This  I 
believe  they  could  do  if  it  were  attempted  at  this 
time.  It  so  happens  that  the  State  of  New  Jersey 
has  their  convention  beginning  on  Saturday  noon, 
and  they  don’t  seem  to  have  any  difficulty  finding  a 
hotel  and  accommodations.  The  State  of  Penn- 
sylvania starts  their  convention  during  the  week- 
end, and  they  don’t  find  any  difficulty  getting  a 
hotel.  I am  sure  that  this  great  State  of  New  York 
is  not  very  far  behind,  if  at  all,  of  the  States  of  New 
Jersey  and  Pennsylvania,  and  that  there  should  be 
no  difficult  problem  to  solve  this.  Certainly  it  will 
have  to  be  solved.  I don’t  see  any  reason  why  it 
cannot  be  solved  adequately. 

The  second  thing,  the  question  of  exhibits  has 
been  brought  up.  It  is  my  belief  that  the  exhibitors 
would  be  happy  to  have  this  on  the  weekend  be- 
cause in  the  first  place  it  would  give  them  part  of 
the  weekend  to  set  up  exhibits  rather  than  the  week 
days  to  do  it,  which  would  be  easier  for  them. 

Third,  they  would  have  the  advantage  of  having 
the  House  of  Delegates  free  on  Monday  to  go  around 
and  witness  the  exhibits,  which  at  the  present  time 
very  few  of  us  do. 

Another  problem  that  was  brought  up  is  something 
the  Council  may  have  to  decide,  I think  logically, 
and  so  it  is  with  the  rest  of  these  things.  The  main 
thing  is  do  we  want  to  accelerate  this  thing  today,  to 
days  when  most  of  us  can  attend  and  participate  in 
both  sessions?  If  we  do,  our  other  problems  are 
very  small. 

Speaker  Williams:  For  the  sake  of  clarity  of  the 
members  of  the  House  you  have  before  you  the 
recommendation  of  the  reference  committee  that 
the  House  of  Delegates  deliberations  be  moved  to 
Saturday,  Sunday,  and  Monday  morning.  It  was 
amended  by  Dr.  Kenney  to  say  that  the  banquet 
shall  be  held  Monday  night.  Is  there  any  discus- 
sion on  this  amendment  or  this  resolution  as 
amended?  The  resolution  as  amended  is  before 
you,  and  we  will  vote  on  Dr.  Kenney’s  amendment 
that  the  banquet  be  held  on  Monday  night  first. 

Dr.  Freedman  is  recognized  in  discussion  of  the 
amendment. 
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Dr.  Freedman  : I think  if  we  will  go  by  what  has 
happened  in  the  past  perhaps  we  will  realize  that 
reasoning  will  not  hold  water.  We  know  as  of  to- 
day that  for  the  annual  dinner  which  is  held  on 
Wednesday  night,  no  matter  where  the  House  meets, 
the  attendance  at  that  dinner  is  very,  very  small. 
The  reason  for  it  is  quite  obvious:  the  men  are 

finished  by  Wednesday  at  noon,  and  they  scatter. 
I don’t  think  that  you  will  improve  the  attendance 
at  the  dinner  if  you  have  it  on  Monday  night,  be- 
cause for  all  practical  purposes  if  this  resolution  is 
passed  Monday  night  would  be  the  equivalent  of 
Wednesday  night  as  it  is  now,  so  that  the  men  would 
come  up  for  the  House  of  Delegates  meeting  and 
would  leave  Monday  afternoon,  and  you  would  be 
left  in  the  same  position  as  far  as  the  dinner  is 
concerned. 

As  far  as  having  the  men  visit  the  exhibits,  I 
might  call  to  the  attention  of  those  who  have  never 
participated  in  setting  up  a convention,  as  one  who 
has  gone  through  it  last  year  I have  learned  the  prac- 
tical aspects  of  it.  The  exhibitors  set  up  their  ex- 
hibits over  the  weekend  now,  not  during  the  week. 
They  start  Saturday.  The  hotel  only  gives  them 
for  all  practical  purposes  Sunday  to  set  up  their  ex- 
hibits because  they  can’t  get  into  the  space  before 
then.  I have  found  that  when  the  meeting  is  held 
as  it  is  now,  the  men  have  an  opportunity  to  visit 
the  scientific  exhibits,  for  instance,  yesterday  after- 
noon. Only  those  individuals  who  had  business 
before  the  reference  committees  had  to  go  there; 
the  others  had  the  entire  afternoon  to  visit  the  scien- 
tific and  other  exhibits  if  they  so  desired.  Tuesday 
is  the  day  when  most  of  us  who  are  members  of  the 
House  spend  in  the  House,  but  there  are  intervals 
in  which  we  can  go  down  and  visit  the  exhibits. 

The  same  thing  is  also  true  on  Wednesday.  The 
important  part  of  the  business  on  Wednesday  is  the 
election,  which  is  the  first  order  of  business.  That 
gives  individuals  time.  Even  though  they  may 
be  leaving  in  the  afternoon,  it  gives  them  an  hour 
or  two,  or  more,  to  go  down  and  visit  the  exhibits. 

I know  I have  run  over  and  discussed  both  parts 
of  the  motion,  but  I thought  it  would  only  be  fair  on 
my  part  to  tell  you  about  the  practical  aspects  in 
helping  you  to  make  up  your  mind. 

Speaker  Williams:  Is  there  any  other  discus- 
sion, and  I would  ask  you  to  limit  it  to  the  amend- 
ment that  the  banquet  be  held  Monday  night.  Dr. 
Kenney  made  the  amendment,  and  Dr.  Kenney  is 
recognized. 

Dr.  Kenney:  I disagree  with  my  friend,  Dr. 
Freedman.  I sense  the  temper  of  the  House.  The 
upstate  portion  is  very  much  in  favor  of  having  the 
annual  meeting  Monday  night,  and  I believe  they 
are  interested  in  the  scientific  sessions  of  the  meet- 
ing, not  only  the  exhibits.  Those  will  surely  keep 
them  here.  I do  not  have  the  apprehension  that  he 
has  that  Monday  night  would  not  increase  the  at- 
tendance at  the  annual  meeting.  I hope  you  would 
look  at  it  along  that  line.  In  so  far  as  the  exhibits 
are  concerned,  they  will  certainly  carry  through  at 
least  until  Wednesday.  I would  believe  that  they 
can  still  set  them  up  on  Saturday  and  Sunday,  and 
have  them  available  for  inspection  Monday  morn- 


ing when  the  House  of  Delegates  business  is  essen- 
tially over.  I hope  the  amendment  will  prevail. 

Dr.  Irving  J.  Sands,  Kings:  The  only  way  prog- 
ress is  made  in  a democracy  is  by  discussion.  Much 
as  I like  my  friend,  Dr.  Freedman,  I am  in  favor  of 
the  amendment.  In  the  first  place,  on  the  question 
of  the  dinner,  we  are  going  to  have  many,  many 
more  men  coming  on  Monday  than  on  Wednesday. 

Second,  the  question  of  Wednesday  morning  being 
devoted  to  voting  solely,  it  interferes  with  many  of 
us  who  would  like  to  attend  some  of  the  meetings  of 
the  sections.  For  example,  this  year  we  have  a very 
fine  and  unusually  well  prepared  program  in  the 
section  on  nervous  and  mental  diseases . . . 

Speaker  Williams:  Is  your  discussion  limited  to 
whether  the  banquet  will  be  held  on  Monday? 

Dr.  Sands:  To  the  entire  question  of  the  amend- 
ment, Saturday,  and  so  on,  it  covers  so  many  aspects 
of  the  subject.  That  is  why  I am  bringing  them  up. 

There  is  another  aspect  which  I should  like  to  call 
to  the  attention  of  the  House,  namely,  that  about 
1,700  doctors  of  New  York  State  who  are  psychia- 
trists are  under  the  present  conditions  unable  to 
attend  the  meetings  of  the  Psychiatric  Association 
held  in  other  parts  of  the  country  at  the  same  time 
the  State  Medical  Society  meets  because  of  conflict 
of  interest.  I believe  if  we  are  going  to  start  on  a 
weekend  we  shall  enable  some  of  the  men  who  want 
to  attend  the  other  meetings  to  be  present  also  at 
this  Society’s  meeting  and  the  Psychiatric  Associ- 
ation’s meeting.  I,  therefore,  would  ask  the  House 
to  pass  the  amendment  favorably. 

Dr.  Thomas  M.  d’Angelo,  Queens:  I have  not 
had  much  experience  with  setting  up  the  annual 
dinner  at  all.  I think  Dr.  Kenney  has.  I am  going 
to  ask  Dr.  Kenney  this  question.  It  is  a question 
of  getting  the  members  to  come.  In  New  York 
City  I believe  that  a dinner  on  Sunday  night  would 
draw  very  many  more  than  a dinner  on  Monday 
night.  I would  like  to  ask  Dr.  Kenney  his  opinion. 

Speaker  Williams:  Dr.  Kenney,  would  you 

answer  please  for  the  information  of  the  House? 

Dr.  Kenney:  As  a matter  of  fact,  I never  gave 
any  thought  to  holding  it  on  either  Saturday  or 
Sunday  night  because  it  seems  to  me  that  the  ses- 
sions of  the  House,  if  they  are  ordered  to  start  on 
Saturday  and  Sunday,  having  the  meeting  on  Sun- 
day night  I have  some  reservation  about  it.  I still 
think  Monday  is  a better  night.  I can’t  give  a 
better  opinion  than  that. 

Dr.  Alper:  The  Constitution  says  as  to  the 
annual  meeting  that  the  House  of  Delegates  must 
meet  at  least  two  days  and  not  more  than  four  days 
before  the  annual  meeting.  If  it  were  held  on  Sun- 
day night,  it  would  only  be  one  day,  and  therefore 
contrary  to  our  Constitution. 

Speaker  Williams:  I think  it  means  not  more 
than  four  days. 

Is  there  any  further  discussion  on  the  amend- 
ment? 

Dr.  Alfred  L.  George,  Genesee:  It  is  more  than 
holding  an  annual  meeting.  Are  you  going  to  hold 
it  specifically  for  the  members  of  the  House  of  Dele- 
gates or  for  all  the  doctors  who  are  going  to  attend 
the  meeting?  I think  the  reason  that  you  are  hav- 
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ing  a poor  showing  at  your  annual  meeting  is  not 
because  of  dates,  gentlemen.  There  is  no  appeal  to 
go  to  the  annual  meeting.  I am  talking  personally, 
but  I know  I am  talking  for  a great  many  members 
of  this  House,  also  for  those  who  are  attending  the 
session.  If  you  want  people  to  come  to  the  annual 
meeting,  make  it  a good  program  and  bring  some 
outstanding  speaker.  A state  society  like  the  State 
of  New  York  that  has  22,000  or  23,000  doctors,  don’t 
you  think  you  could  attract  somebody  here  of  na- 
tional prominence,  even  the  President  of  the  United 
States,  to  come  here  and  speak?  Then  you  would 
not  have  any  trouble  getting  people  to  come  to  your 
meeting. 

Speaker  Williams:  I wish  the  men  discussing 
this  would  limit  their  discussion  to  whether  or  not 
to  hold  the  banquet  on  Monday. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
Mr.  Speaker,  for  the  past  two  years  I have  been 
chairman  of  the  dinner  committee.  The  speaker  be- 
fore me  said  we  would  have  no  difficulty  attracting 
possibly  even  the  President  of  the  United  States. 
I only  refer  to  last  year  when  it  was  impossible;  he 
could  not  make  it.  The  next  in  line,  Nixon,  could 
not  make  it.  Dulles  could  not  make  it.  Harriman 
could  not  make  it.  All  these  things  are  practical 
details  that  unless  you  have  been  there  you  cannot 
appreciate.  Then  let  me  say  likewise  that  there  is 
no  committee  to  get  the  attendance  at  the  dinners; 
there  is  only  one  way  that  you  get  attendance  at 
these  dinners,  and  that  is  the  local  chairman  go  out 
and  blackjack  them  and  bring  them  in. 

Voices:  Question! 

Speaker  Williams:  Is  there  any  discussion  per- 
tinent to  Monday  night  for  the  banquet? 

Delegate:  That’s  not  the  question. 

Speaker  Williams:  The  amendment  of  Dr. 

Kenney’s  is  that  the  banquet  shall  be  held,  the 
annual  meeting  and  banquet  shall  be  held  on  Mon- 
day. Is  that  not  so?  Are  you  ready  for  the  ques- 
tion on  the  amendment?  All  in  favor  of  the  banquet 
on  Monday  night  signify  by  saying  “aye”;  those 
opposed  “no.”  The  banquet  shall  be  held  and 
annual  meeting  shall  be  held  on  Monday  night. 

Now  we  are  back  to  the  report  of  the  reference 
committee  that  the  House  of  Delegates  delibera- 
tions shall  be  Saturday  afternoon,  all  day  Sunday, 
and  Monday  morning.  Do  you  wish  to  discuss  the 
original  recommendation  of  the  reference  committee? 
Dr.  Wurzbach,  don’t  tell  us  any  more  about  those 
government  fellows,  will  you? 

Dr.  Wurzbach:  Mr.  Speaker,  I think  this  is 
somewhat  unrealistic  when  it  says  that  there  shall 
be  sessions  on  Saturday  afternoon  and  evening. 
This  leaves  no  time  for  reference  committees  to  meet 
and  get  their  reports  in.  The  example  is  here  this 
morning,  that  the  committees  were  not  ready  when 
there  was  a good  deal  more  than  a two-  or  three- 
hour  spread  between  the  meetings.  I don’t  see  how 
anything  can  be  done  on  Saturday  night,  especially 
following  the  opening  of  the  House  on  Saturday 
afternoon. 

Speaker  Williams:  I really  should  not  recog- 
nize you  again  on  this  question. 

Dr.  Alper:  I certainly  want  to  answer  that. 


Yesterday’s  meeting  lasted  about  two  hours,  dur- 
ing which  time  the  resolutions  were  referred  to  the 
proper  committees.  If  we  met  at  two  o’clock  Satur- 
day, we  probably  would  meet  until  three  or  four 
o’clock.  The  rest  of  the  day  and  evening  can  be  held 
for  reference  committee  action,  not  session. 

Speaker  Williams:  Is  there  any  further  dis- 
cussion? 

Dr.  Henry  J.  Barrow,  Bronx:  I just  want  to 
oppose  this  for  religious  reasons.  On  Sunday  morn- 
ing I don’t  think  we  should  hold  any  session.  I 
think  it  has  just  been  defeated  up  in  the  house  at 
Albany  that  certain  stores  of  New  York  can  open. 
I don’t  think  we  should  hold  a meeting  on  Sunday 
morning  for  religious  reasons. 

Speaker  Williams:  A point  well  taken.  Is 

there  any  other  discussion? 

Dr.  Alper:  Can  I say  something  about  that? 

Speaker  Williams:  I think  the  Bylaws  let  you 
discuss  a question  once,  but  I will  give  you  the  floor. 

Dr.  Alper:  I did  draw  up  the  thing,  and  talked 
it  over,  and  all  these  points  have  been  brought  up. 
As  far  as  religion  is  concerned,  nobody  is  more  in 
favor  of  adhering  to  one’s  religious  beliefs  than  I am. 
As  far  as  Sunday  morning  masses  in  Catholic 
churches  locally,  there  are  masses  every  hour  on  the 
hour  beginning  at  six  o’clock.  As  far  as  the  Prot- 
estant religion  is  concerned,  I am  sure  that  those 
who  insist  and  want  to  go  to  church  every  Sunday, 
and  want  to  go  on  that  particular  Sunday,  they  can 
find  a church  at  which  they  can  have  their  service 
completed  by  about  ten  o’clock.  If  necessary,  I 
don’t  say  this  facetiously,  if  there  are  any  Protestant 
members  who  really  feel  they  should  attend  church 
on  Sunday,  I am  sure  one  of  the  reference  committee 
rooms  in  the  hotel  with  a minister  available  can 
provide  that  on  Sunday  morning  and  give  the  refer- 
ence committees  a few  more  hours  to  deliberate. 
I don’t  see  why  the  religious  question  has  to  be  en- 
tered into  it.  Certainly  the  Saturday  does  not  enter 
into  it  for  the  Jewish  religion.  I do  not  need  to 
say  more  about  that. 

Speaker  Williams:  Is  there  any  other  discussion 
as  to  holding  the  deliberations  of  the  House  Satur- 
day afternoon  and  evening,  Sunday,  and  Monday 
morning.  I hear  a call  for  the  question.  Are  you 
ready?  The  vote  is  on  the  recommendation  of  the 
reference  committee  that  deliberations  of  the  House 
of  Delegates  shall  be  moved  to  Saturday  afternoon, 
Saturday  night  if  necessary,  Sunday,  and  Monday 
morning.  All  in  favor  of  the  recommendation  of  the 
reference  committee  signify  in  the  usual  manner, 
“aye”;  opposed  “no.”  I have  to  appoint  the  same 
two  tellers  that  have  been  duly  elected.  The  Chair 
is  definitely  in  question.  All  in  favor  of  this  change, 
please  rise  and  be  counted.  Those  standing  now  are 
voting  in  favor  of  Saturday,  Sunday,  and  Monday. 
Those  opposed  to  Saturday,  Sunday,  and  Monday 
please  rise  and  be  counted.  It  looks  as  though  this 
resolution  and  recommendation  have  been  carried. 
Give  your  attention  to  Dr.  Alper. 

Dr.  Alper:  May  I say  a word  oh  a point  of 
order? 

Speaker  Williams:  Yes. 

Dr.  Alper:  Had  this  resolution  been  defeated, 
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the  previous  resolution  on  Monday  would  have 
been  out  of  order  because  there  would  have  been  only 
one  day  between  the  opening  of  the  convention  and 
the  annual  meeting. 

Speaker  Williams:  I assure  you,  Dr.  Alper,  it  is 
duly  spread  upon  the  minutes. 

Give  you  attention  to  Chairman  Heffner,  of  the 
reference  committee. 

Section  103 

Report  of  Reference  Committee  on  Report 
of  Council , Part  XII:  Nursing  Education 

Dr.  Reid  R.  Heffner,  Westchester:  Nursing 

Education:  Your  reference  committee  approved  the 
report  of  the  Nursing  Education  Committee  and 
commends  this  committee  for  the  studies  in  prog- 
ress which  will,  no  doubt,  be  of  value  to  the  nursing 
profession. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Herbert  A.  Laughlin,  Chautauqua:  I sec- 
ond it. 

Speaker  Williams:  This  portion  of  the  report 
is  before  you.  It  has  been  moved  and  seconded. 
Is  there  any  discussion  of  this  portion  of  the  report? 
If  not,  do  I hear  a call  for  the  question?  All  in  favor 
of  the  adoption  of  this  portion  of  the  report  signify 
by  saying  “aye”;  those  opposed  “no.” 

This  portion  of  the  report  stands  adopted. 

Section  10 4 ( See  72) 

Report  of  Reference  Committee  on  Report 
of  Council , Part  XII:  Shortage  of  Nursing 
Personnel 

Dr.  Reid  R.  Heffner,  Westchester:  We  have  one 
resolution  relative  to  nursing  education,  58-41. 

Speaker  Williams:  Resolution  58-41.  I have 
asked  the  chairman  of  the  reference  committee  on 
these  resolutions  to  please  read  the  resolveds  so  that 
you  know  what  you  are  voting  on. 

Dr.  Heffner:  This  is  mostly  resolveds.  There 
are  three  of  them: 

Resolved , that  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  through  its  appropri- 
ate committees,  undertake  an  active  campaign  to 
obtain  higher  salaries  for  nursing  personnel;  and 
be  it  further 

Resolved , that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  through  its  ap- 
propriate committees,  use  its  good  offices  to  pro- 
mote expansion  of  existing  nurses  training  facilities 
and  creation  of  new  nurses  training  facilities  in  all 
categories;  and  be  it  further 

Resolved , that  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  through  its  appropriate 
committees,  institute  an  active  campaign  in  the 
secondary  schools  to  encourage  students  to  enter 
nurses  training. 

Your  reference  committee  is  in  full  accord  with 
the  principles  of  this  resolution  and  recommends  its 
approval.  I move  that  it  be  adopted. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 


Speaker  Williams:  Is  there  any  discussion? 

The  reference  committee  moves  the  adoption  of  this 
resolution.  You  are  all  clear  on  it.  All  in  favor  say 
“aye”;  those  opposed  “no.”  This  resolution  rec- 
ommended by  the  reference  committee  stands 
adopted. 

Section  105 

Report  of  Reference  Committee  on  Report  of 
Council , Part  XII:  Office  Administration  and 
Policies 

Dr.  Reid  R.  Heffner,  Westchester:  The  next 
topic  is  Office  Administration  and  Policies.  Your 
reference  committee  approved . . . 

Voices:  Number! 

Speaker  Williams:  This  is  a recommendation  of 
your  committee;  this  is  a report  on  Office  Adminis- 
tration and  Policies.  This  is  not  a formal  resolution, 
gentlemen. 

Dr.  Heffner:  Your  reference  committee  ap- 
proved the  report  of  the  Committee  on  Office 
Administration  and  Policies.  The  salary  increases 
for  the  clerical  staff  were  well  justified.  The  effort 
in  obtaining  better  office  space  for  the  Society  was 
commended. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 

Dr.  Herbert  A.  Laughlin,  Chautauqua:  I 

second  it. 

Speaker  Williams:  This  portion  of  the  report  is 
before  you  for  adoption.  Is  there  any  discussion? 
If  not,  all  in  favor  of  the  adoption  of  this  portion  of 
the  report  say  “aye”;  those  opposed  “no.”  This 
portion  of  the  report  stands  adopted. 

Section  106  ( See  11) 

Report  of  Reference  Committee  on  Report 
of  Council,  Part  XII:  Belated  Bills 

Dr.  Reid  R.  Heffner,  Westchester:  The  last  that 
we  have  to  give  you  is  on  belated  bills.  With  refer- 
ence to  the  voucher  received  from  Dr.  Ezra  A. 
Wolff  in  the  amount  of  $86  covering  expenses  as 
a delegate  to  the  American  Medical  Association, 
New  York  City,  June  1 to  6,  1957;  the  voucher  re- 
ceived from  Dr.  Corbet  S.  Johnson,  secretary  of  the 
Medical  Society  of  the  County  of  Tioga,  for  attend- 
ing the  Annual  Conference  of  County  Medical 
Society  Secretaries,  October  31,  1957,  in  the  amount 
of  $10.00,  and  voucher  received  from  W.  H.  Willis, 
Utica,  April  10,  1958,  covering  expenses  incurred  as 
a member  of  the  Subcommittee  on  Heart  Disease  of 
the  Public  Health  and  Education  Committee,  for  at- 
tending a meeting  in  New  York  City  on  December 
27,  1957,  in  the  amount  of  $33.17,  your  reference 
committee  recommends  that  each  voucher  be  paid. 

I so  move. 

Secretary  Anderton:  I second  it. 

Speaker  Williams:  Is  there  any  discussion?  If 
not,  the  matter  of  paying  these  belated  bills  is  before 
you.  Those  in  favor  of  the  payment  will  signify 
by  saying  “aye”;  those  opposed  “no.”  This  por- 
tion of  the  report  is  adopted. 

Dr.  Heffner:  I recommend  the  adoption  of  the 
report  as  a whole  as  amended. 
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Speaker  Williams:  Is  it  seconded? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

All  in  favor  say  “aye”;  those  opposed  “no.”  The 
report  as  a whole  as  amended  stands  adopted. 

Thank  you  very  much,  Dr.  Heffner. 

Dr.  Heffner:  I want  to  thank  the  members  of 
my  committee:  Dr.  James  H.  Ewing,  Dr.  Michael 
J.  Crino,  Dr.  Herbert  A.  Laughlin,  and  Dr.  Joseph 
A.  Wintermantel,  very  much. 

Speaker  Williams:  Thank  you,  Dr.  Heffner,  and 
the  members  of  the  reference  committee. 

The  Chair  recognizes  the  chairman  of  the  Refer- 
ence Committee  on  the  Report  of  the  Council,  Part 
V,  Dr.  Ingegno.  Give  him  your  attention,  gentle- 
men. 

Section  107 

Report  of  Reference  Committee  on  Report  of 
Council , Part  V:  Public  Health  Activities  D — 

Physical  Medicine  and  Rehabilitation 

Dr.  Alfred  P.  Ingegno,  Kings:  There  were  no 
resolutions  referred  to  this  reference  committee. 

The  first  part  of  the  report  has  to  do  with  Physical 
Medicine  and  Rehabilitation.  There  were  no  meet- 
ings of  this  committee.  However,  its  members 
recommended  Dr.  Robert  H.  Manheimer  of  the 
Bronx  for  citation  for  meritorious  service  in  connec- 
tion with  employment  of  the  physically  handicapped. 
We  are  pleased  that  Dr.  Manheimer  received  this 
citation  on  May  12,  1958. 

Since  the  Subcommittee  on  Cerebral  Palsy  did  not 
find  problems  of  a pressing  nature  requiring  its  at- 
tention, its  suggestion  that  it  be  kept  on  a “standby” 
rather  than  active  status,  seems  sensible. 

I move  approval  of  this  portion  of  the  report. 

Dr.  George  F.  Nevin,  Cortland:  I second  it. 

Speaker  Williams:  This  portion  of  the  report 
is  before  you  for  adoption.  It  has  been  moved  and 
seconded.  Is  there  any  discussion  of  this  portion  of 
the  report?  Hearing  none,  all  in  favor  say  “aye”; 
those  opposed  “no.”  This  portion  of  the  report 
stands  adopted. 

Section  108  ( See  15) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Geriatrics 

Dr.  Alfred  P.  Ingegno,  Kings:  The  next  section 
is  on  Geriatrics.  Dr.  Frederic  D.  Zeman  and  his 
successor,  Dr.  Joseph  J.  Witt,  as  chairmen,  and  the 
other  subcommittee  members  have  continued  their 
commendable  activities  in  this  increasingly  impor- 
tant field.  Among  the  matters  and  projects  which 
the  subcommittee  is  and  has  been  concerned  are  the 
following:  Employment  of  those  over  sixty-five 

years  of  age;  education  of  the  oldster,  of  his  family 
and  of  doctors  in  the  problems  of  aging;  partici- 
pation with  the  State  Department  of  Health  in  a 
joint  project  on  management  of  the  hemiplegic; 
encouragement  of  meetings  and  courses  in  geriatric 
subjects;  planning  possible  topics  for  a joint  meeting 
on  the  mental  and  health  aspects  of  old  age  with 


particular  reference  to  the  problem  of  counselling, 
and  concern  with  the  question  of  certification  of 
nursing  homes  and  wfith  the  potentialities  of  home 
care  programs. 

We  look  forwrard  optimistically  to  implementation 
of  the  decision  to  cover  the  subject  of  “Health  Main- 
tenance and  Disease  Prevention  in  Old  Age”  in  a 
joint  educational  project  with  the  State  Department 
of  Health.  This  wrill  involve  utilization  of  various 
modalities  of  communication,  including  the  State 
Journal,  county  medical  societies,  the  Council 
Committee  on  Public  Health  and  Education,  and  the 
medical  schools,  as  well  as  the  annual  State  Health 
Department  conference. 

We  consider  it  most  constructive,  too,  that  the 
subcommittee  has  decided  to  promote  programs  of 
physical  examinations  for  physicians  as  has  been 
done  in  Oneida  and  Kings  Counties. 

We  agree  in  the  wisdom  of  the  decision  to  avoid 
any  possible  political  implication  by  withdrawing 
the  Medical  Society’s  appointees  from  any  organic 
connection  with  the  legislative  committee  concerned 
with  possible  transfer  of  certification  of  nursing 
homes  from  the  Department  of  Social  Welfare  to  the 
Department  of  Health.  The  three  physicians  are 
now-  an  ad  hoc  committee  of  the  Council. 

Finally,  your  reference  committee  wishes  to  echo 
the  subcommittee’s  appreciation  of  Dr.  Zeman’s 
spendid  service  as  prior  chairman  of  the  Subcom- 
mittee on  Geriatrics. 

I move  approval  of  this  section  of  the  report. 

Dr.  George  E.  Anderson,  Kings:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  of 
this  section  of  the  report?  If  not,  all  in  favor  of  its 
adoption  say  “aye”;  opposed  “no.”  This  section 
of  the  report  stands  adopted. 

Section  109 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Diabetes 

Dr.  Alfred  P.  Ingegno,  Kings:  The  next  section 
is  on  Diabetes.  This  subcommittee,  under  the 
chairmanship  of  Dr.  C.  B.  F.  Gibbs,  continues  its 
active  concern  wdth  the  problems  of  diabetes  detec- 
tion. Cooperation  with  the  American  Diabetes 
Association,  stimulation  of  county  society  activities, 
and  consideration  of  combined  screening  programs 
that  include  search  for  glaucoma  and  possibly  tuber- 
culosis have  been  stressed.  We  are  particularly 
pleased  that  the  subcommittee  will  emphasize  to 
practitioners  of  medicine  that  blood  sugar  tests  are 
necessary  to  fix  the  diagnosis  of  diabetes  and  that  the 
finding  of  a negative  urine  does  not  warrant  rejec- 
tion of  this  diagnosis. 

I move  approval  of  this  section  of  the  report. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  This  section  of  the  report  is 
before  you.  It  has  been  moved  and  seconded.  Is 
there  any  discussion?  If  not,  all  in  favor  of  the 
adoption  of  this  section  of  the  report  say  “aye”; 
those  opposed  “no.”  This  section  of  the  report 
stands  adopted. 
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Section  110 

Report  of  Reference  Committee  on  Report  of 
Council , Part  V:  Hard  of  Hearing  and  the  Deaf 

Dr.  Alfred  P.  Ingegno,  Kings:  The  next  sec- 
tion is  on  Hard  of  Hearing  and  the  Deaf.  This  is  a 
particularly  active  subcommittee  with  members 
exercising  important  leadership  in  this  field  in  vari- 
ous sections  of  the  State.  Dr.  E.  P.  Fowler,  Sr.,  is 
chairman.  Your  reference  committee  commends 
the  subcommittee’s  concern  with  the  work  and  ac- 
complishments of  the  various  existing  hearing  and 
speech  centers  and  with  others  projected  for  the  near 
future.  We  agree  that  means  for  further  education 
of  parents,  a poster  contest  on  hearing  and  speech 
problems,  a directory  covering  the  facilities  for  the 
hard  of  hearing  and  the  deaf,  and  the  question  of 
entering  the  field  of  industrial  conservation  of  hear- 
ing should  receive  the  subcommittee’s  careful  con- 
sideration and  recommendation.  We  also  com- 
mend the  Lexington  School  for  the  Deaf  which, 
under  the  leadership  of  Dr.  O’Connor,  has  done  and 
is  doing  so  much  forward-looking  work  in  the  field. 

Mr.  Speaker,  I move  approval  of  this  section  of 
the  report. 

Dr.  Herbert  S.  Ogden,  New  York:  I second  it. 

Speaker  Williams:  This  section  of  the  report  is 
before  you  for  adoption.  Is  there  any  discussion? 
Hearing  none,  all  in  favor  of  the  adoption  of  this 
section  of  the  report  say  “aye”;  opposed  “no.” 
This  section  of  the  report  stands  approved. 

Section  111 

Report  of  Reference  Committee  on  Report  of 
Council , Part  V:  Alcohol  and  Narcotics 

Addiction 

Dr.  Alfred  P.  Ingegno,  Kings:  Next  is  on  Alco- 
hol and  Narcotics  Addiction.  This  subcommittee, 
under  the  dynamic  leadership  of  Dr.  Herbert 
Berger,  continues  its  energetic  concern  with  alco- 
holism and  narcotics  addiction.  Its  members  are 
most  active  and  purposeful  and  their  work  is  indeed 
wide  ranging.  Among  their  activities  are  the  follow- 
ing: Service  on  the  Advisory  Committee  on  Alco- 
holism of  the  Interdepartmental  Health  Resources 
Board;  preparation  of  papers  and  an  editorial  on 
alcoholism  for  the  New  York  State  Journal  of 
Medicine,  and  of  an  article  for  Health  News, 
monthly  publication  of  the  New  York  State  Depart- 
ment of  Health;  giving  testimony  before  legislative 
bodies  and  addresses  before  lay  and  professional 
organizations  in  the  fields  of  narcotics  addiction,  and 
cooperation  with  the  A.M.A.  special  committee  on 
the  misuse  of  amphetamine  in  the  athletic  world. 

I move  adoption  of  this  portion  of  the  report. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  This  portion  of  the  report  is 
before  you  for  adoption.  Is  there  any  discussion? 
If  not,  all  in  favor  of  its  approval  say  “aye”;  those 
opposed  “no.”  This  portion  of  the  report  stands 
adopted. 

Section  112 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Disability  Determinations 


Dr.  Alfred  P.  Ingegno,  Kings:  The  final  sec- 
tion is  on  Disability  Determinations.  The  Special 
Advisory  Committee  to  the  Bureau  of  Disability 
Determinations  of  the  New  York  State  Department 
of  Social  Welfare  consists  of  Dr.  Himler,  chairman, 
and  Drs.  Dickar  and  Kryle.  It  meets  with  members 
of  the  Bureau  of  Disability  Determinations  in  New 
York  City.  The  bureau  acts  as  agent  for  the  Social 
Security  Administration  of  the  U.S.  Government 
by  contract  of  the  State  Department  of  Social  Wel- 
fare. The  committee  is  to  advise  the  bureau  with 
respect  to  relations  with  medical  societies  and  indi- 
vidual physicians,  and  help  to  assemble  infor- 
mational material  for  distribution  to  doctors. 

I move  approval  of  this  section  of  the  report. 

Dr.  Irving  J.  Sands,  Kings:  I second  it. 

Speaker  Williams:  This  section  of  the  report  is 
before  you.  It  has  been  moved  to  adopt  it,  and 
that  has  been  seconded.  Is  there  any  discussion? 
Hearing  none,  all  in  favor  signify  by  saying  “aye”; 
those  opposed  “no.”  This  section  of  the  report 
stands  adopted. 

Dr.  Ingegno:  I move  approval  of  the  report  as  a 
whole. 

Dr.  Walter  W.  Mott,  Trustee:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  to  adopt  the  report  of  the  reference  com- 
mittee as  a whole.  Is  there  any  discussion?  If  not, 
all  in  favor  signify  by  saying  “aye”;  those  opposed 
“no.”  The  report  as  a whole  stands  adopted. 

I wish  to  thank  the  chairman  and  his  committee. 

Dr.  Ingegno:  The  reference  committee  wants  to 
thank  the  chairmen  and  members  of  these  various 
subcommittees  for  their  work  for  the  Society. 

I,  as  chairman,  would  like  to  thank  the  members 
of  my  reference  committee  for  their  aid  and  advice: 
Dr.  William  L.  Dorr,  Chemung;  Dr.  George  F. 
Nevin,  Cortland,  and  Dr.  Herbert  S.  Ogden,  of  New 
York. 

Speaker  Williams:  It  has  just  been  called  to  my 
attention  that  the  banquet  this  year  is  on  Wednes- 
day, and  the  tickets  are  on  sale  in  the  back. 

It  has  also  been  called  to  my  attention  that  the 
vice-speaker  and  I both  think  that  a ten-minute 
recess  for  leg  stretching  is  in  order.  We  will  re- 
assemble in  ten  minutes. 

. . . Recess . . . 

Speaker  Williams:  Will  the  ladies  and  gentle- 
men of  the  House  please  be  seated?  Will  the  dele- 
gates standing  in  the  rear  please  come  in  and  take 
their  seats. 

As  you  all  know,  there  comes  a time  when  there 
is  the  zero  hour,  and  in  this  atomic  age  we  count 
down,  not  up.  I am  about  to  count  down,  and  tell 
you  that  subject  to  your  approval  no  new  resolutions 
will  be  entertained  later  than  one-half  hour  after 
this  afternoon’s  session  starts.  Any  of  you  who 
want  to  bring  in  a resolution,  give  it  to  Miss  Lewis. 
She  will  have  it  typed,  edit  it,  mimeograph  it,  and 
distribute  it.  One-half  hour  after  the  afternoon 
session  starts  I will  close  the  House  for  new  resolu- 
tions. 

At  this  time  there  are  two  new  resolutions  before 
you,  and  I hope  they  have  been  or  will  be  distributed 
shortly.  If  Dr.  Holcomb  will  bear  with  me,  may  I 
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say  we  have  60  resolutions  this  year  so  far. 

Section  113  ( See  185)  Resolution  58-60 

Fee  Schedule  of  the  Bureau  of  Disability  Deter- 
minations of  the  State  Department  of  Social 
Welfare 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  the  Bureau  of  Disability  Deter- 
minations of  the  Welfare  Department  of  the  State 
of  New  York  is  concerned  with  the  determination 
of  total  disability  of  applicants  for  disability  pay- 
ments or  for  a benefit  freeze  under  the  Old  Age 
and  Survivors  Insurance  Program  established  by 
the  Social  Security  Act;  and 

Whereas,  the  aforesaid  bureau  frequently  re- 
quires the  services  of  specialists  in  various  fields, 
including  ancillary  and  technical  services,  for  its 
determinations;  and 

Whereas,  under  the  terms  of  its  contract  with 
the  Social  Security  Administration,  remuneration 
for  these  services  is  made  on  the  basis  of  the  fee 
schedule  established  by  the  New  York  State  Wel- 
fare Department  for  the  Rehabilitation  of  the 
Blind,  except  where  a service  is  not  included  in 
that  fee  schedule,  in  which  case  remuneration  is 
made  on  the  basis  of  the  Workmen’s  Compen- 
sation Minimum  Fee  Schedule;  and 

Whereas,  the  fee  schedule  under  the  program  of 
rehabilitation  of  the  blind  is  an  old  one  and  not  in 
consonance  with  present  day  fees  for  specialist 
services;  and 

Whereas,  the  use  of  a double  fee  schedule  is  not 
conducive  to  the  orderly  conduct  of  the  disability 
determinations  program;  and 

Whereas,  the  above  factors  frequently  hinder 
the  Bureau  in  obtaining  adequate  consultations  in 
certain  areas;  and 

Whereas,  the  Medicare  Program  is  nation 
wide  and  recently  negotiated  fee  schedules  exist 
for  each  state  which  are  generally  more  in  keep- 
ing with  present  economic  conditions;  now  there- 
fore be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  recommend  to  the  Social  Security 
Administration  that  the  Medicare  fee  schedule  be 
adopted  as  the  minimum  standard  for  payment  for 
medical  consultative  services  rendered  upon  the 
order  of  the  Bureau  of  Disability  Determinations 
in  the  State  of  New  York;  and  be  it  further 

Resolved , that  the  delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association  be 
instructed  to  introduce  a resolution  at  the  next 
meeting  of  the  House  of  Delegates  of  the  A.M.A. 
advocating  the  use  by  the  Social  Security  Admin- 
istration of  the  Medicare  Schedule  of  Allowances 
in  the  various  states,  territories,  and  the  District 
of  Columbia. 

This  is  referred  to  Reference  Committee  on  Re- 
port of  the  Council,  Part  VII. 

Section  114  Resolution  58-61. 


Amendment  to  the  Bylaws  Concerning  Dele- 
gates to  the  American  Medical  Association 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Resolved , that  Chapter  III,  Section  6 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  amended  by  the  addition  of  the 
following:  “ A duly  elected  delegate  to  the 

American  Medical  Association  who  does  not  serve 
as  such  because  of  a reduction  in  number  of  dele- 
gates to  which  the  Society  is  entitled  shall  fill  any 
vacancy  which  may  occur  in  the  delegation  before 
alternate  delegates  are  designated  for  that 
purpose.” 

This  is  referred  to  Dr.  Aaron’s  committee.  It 
should  be  well  in  mind  tljat  this  is  a committee  of  the 
House,  not  a committee  of  the  Council,  and  its  ac- 
tivities concern  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
amendments  thereof.  I turn  this  over  to  Dr.  Aaron, 
and  we  shall  hear  from  him  after  lunch. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
There  is  a resolution  that  I am  having  typed  up, 
but  will  there  be  time  to  introduce  it? 

Speaker  Williams:  Any  resolution  that  is  now 
in  the  hands  of  Miss  Lewis,  of  course  is  under  the 
deadline.  I don’t  mean  to  pull  the  curtain  down 
and  cut  anybody  short. 

Is  there  anything  else,  gentlemen?  I wish  you 
would  give  your  attention  to  the  vice-speaker,  Dr 
Lane. 

Section  115 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VIII:  Liaison  with  Veterans 

Administration 

Dr.  John  W.  Latcher,  Otsego:  Mr.  Vice-Speaker 
and  members  of  the  House,  the  Reference  Committee 
on  Council,  Part  VIII  dealt  first  with  the  report  of 
the  Committee  on  Liaison  with  Veterans  Adminis- 
tration. 

It  was  noted  that  their  efforts  to  establish  a new 
fee  schedule  so  far  have  been  unsuccessful  as  a re- 
sult of  their  inability  to  secure  copies  of  the  schedule 
from  the  Veterans  Administration.  However,  re- 
cent correspondence  with  the  Veterans  Administra- 
tion indicates  that  the  proposed  schedule  which  has 
been  under  consideration  is  to  be  dropped  and  a new 
one  substituted. 

It  is  hoped  that  the  prevalence  of  treatment  of 
individuals  with  nonservice-connected  disabilities 
by  the  Veterans  Administration,  objections  to  which 
were  embodied  in  a resolution  presented  to  this 
House  at  the  last  annual  meeting,  may  eventually 
be  corrected. 

The  statement  of  policy  contained  in  the  letter 
from  Dr.  Anspacher  of  Oklahoma  to  Chairman 
Tague  of  the  House  Veterans  Affairs  Committee  is 
forcefully  expressed  and  heartily  endorsed  by  this 
reference  committee. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Lane:  You  have  heard  this  part 
of  the  report.  It  is  moved  that  this  portion  of  the 
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report  be  approved.  Is  there  a second  to  that 
motion? 

Dr.  Charles  Sandler,  Bronx:  I second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion? 
Those  in  favor  of  the  adoption  of  the  report  will  say 
“aye”;  opposed  “no.”  It  is  so  ordered. 

Section  116 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VIII:  JVoman’s  Auxiliary 

Dr.  John  W.  Latcher,  Otsego:  The  report  of  the 
Advisory  Committee  to  the  Woman’s  Auxiliary  was 
next  reviewed,  and  your  reference  committee  wishes 
once  more  to  express  continuing  gratitude  and  ap- 
preciation for  the  wide  range  of  activities  which  the 
Woman’s  Auxiliary  embraces  and  sponsors. 

The  importance  of  their  assistance  to  us  in  such 
fields  as  nurse  recruitment,  promotion  of  voluntary 
medical  care,  and  better  public  relations  for  the 
medical  profession  in  general  cannot  be  overstressed. 

Mr.  Vice-Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Vice-Speaker  Lane:  You  have  heard  the  chair- 
man of  the  reference  committee.  Is  there  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  the  motion. 

Vice-Speaker  Lane:  Is  there  any  discussion? 
If  not,  those  in  favor  of  the  adoption  of  this  portion 
of  the  report  say  “aye”;  any  opposed  “no.”  It  is 
so  carried. 

Section  117 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VIII:  American  Medical 
Education  Foundation 

Dr.  John  W.  Latcher,  Otsego:  The  report  of  the 
Special  Committee  on  the  American  Medical  Edu- 
cation Foundation  was  next  considered.  With  its 
enlarged  membership  representing  all  the  district 
branches  in  the  State,  it  is  anticipated  that  the  year 
1958  will  see  an  increase  in  both  the  number  of  con- 
tributions and  the  total  of  monies  donated.  In  this 
Society,  with  a total  of  26,000  members,  roughly 

11.000  members  contributed  a sum  of  approximately 
$450,000  to  the  American  Medical  Education  Foun- 
dation and  to  medical  schools  directly  in  the  year 
1957.  In  strong  contrast,  the  California  Medical 
Society  with  14,000  members  had,  paradoxically, 

19.000  contributors  to  both  the  American  Medical 
Education  Foundation  and  medical  schools  for  a 
total  of  $650,000.  In  other  words,  many  members  of 
that  Society  contributed  to  both  the  American 
Medical  Education  Foundation  and  their  own  medi- 
cal schools. 

We  must,  therefore,  redouble  our  efforts  in  sup- 
port of  this  worthy  endeavor,  in  the  hope  that  1958 
will  see  us  leading  the  nation  both  in  percentage  of 
contributors  and  total  value  of  contributions. 

Mr.  Vice-Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion 

about  this  portion  of  the  report?  If  not,  those  in 


favor  of  its  adoption  will  say  “aye”;  any  opposed 
“no.”  It  is  so  carried. 

Section  118  ( See  59) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VIII:  American  Medical  Educa- 
tion Foundation , Rotating  Internships 

Dr.  John  W.  Latcher,  Otsego:  Resolution  58-28, 
subject,  “American  Medical  Education  Foundation, 
Rotating  Internships”  was  next  brought  before  your 
committee,  and  after  lengthy  consideration  and  dis- 
cussion was  withdrawn  by  its  sponsors.  Therefore, 
no  action  was  taken  on  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Lane:  Is  it  seconded? 

Dr.  Herbert  H.  Bauckus,  Trustee:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  approved. 
Is  there  any  discussion?  If  not,  those  in  favor  say 
“aye”;  those  opposed,  if  any,  “no.”  It  is  carried. 

Dr.  Latcher:  I move  the  adoption  of  the  report 
as  a whole. 

Dr.  George  Gordon  Knight,  Rockland:  I second 
it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  the  report  as  a whole  be  adopted.  Is 
there  any  discussion?  If  not,  those  in  favor  say 
“aye”;  those  opposed  “no.”  It  is  so  ordered. 

Dr.  Latcher:  I would  like  to  thank  the  mem- 
bers of  my  committee,  Dr.  Frank  J.  Borrelli,  New 
York;  Dr.  Leo  T.  Flood,  Nassau;  Dr.  George 
Gordon  Knight,  Rockland,  and  Dr.  Charles  Sandler, 
Bronx. 

Vice-Speaker  Lane:  Thank  you,  Dr.  Latcher. 

Dr.  Alvich,  we  understand  your  report  is  ready. 
There  is  a question  of  signatures.  Is  Dr.  Alvich 
available? 

. . . There  was  no  response . . . 

Vice-Speaker  Lane:  We  have  with  us  today  Mr. 
Hedback,  executive  secretary  of  American  Medical 
Education  Foundation,  who  would  like  to  speak  to 
you  on  that  problem.  We  are  going  to  ask  him  to 
confine  his  talk  to  about  five  minutes.  If  there  are 
any  questions,  we  are  going  to  allow  time  for  those. 
Is  Mr.  Hedback  here,  please? 

. . . There  was  no  response . . . 

Vice-Speaker  Lane:  Apparently  Mr.  Hedback  is 
not  available,  and  Dr.  Alvich  is.  W'e  see  him  com- 
ing down  the  aisle,  so  we  will  have  his  reference  com- 
mittee report.  This  is  the  report  of  the  Reference 
Committee  on  Report  of  the  Council,  Part  I,  Con- 
stitution and  Bylaws  Committee  of  the  Council, 
Questions  of  Ethics,  Postgraduate  Education,  Civil 
Defense  and  Catastrophe,  Inhalation  Therapy,  to 
be  presented  by  Dr.  Joseph  P.  Alvich,  from  the 
Bronx. 

{Section  119 ) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  I:  Constitution  and  Bylaws 

Committee  of  the  Council 

Dr.  Joseph  P.  Alvich,  Bronx:  Mr.  Speaker  and 
members  of  the  House,  your  Reference  Committee 
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on  Council,  Part  I,  after  reviewing  the  1957-58  re- 
port, wishes  to  submit  the  following  comments  on 
the  Council  Committee  on  Constitution  and  By- 
laws. The  work  of  this  committee  was,  for  the 
past  year,  reviewed  and  found  to  merit  the  support 
and  gratitude  of  the  State  Society.  I move  the  ap- 
proval of  this  portion. 

Dr.  Frederic  W.  Holcomb,  Trustee:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  approved. 
Is  there  discussion?  If  not,  those  in  favor  of  the 
motion  will  say  “aye”;  any  opposed  “no.”  It  is 
carried. 

Section  120 

Report  of  Reference  Committee  on  Report  of 
Council , Part  I:  Questions  of  Ethics 

Dr.  Joseph  P.  Alvich,  Bronx:  According  to  the 
report  of  this  committee  no  major  problems  were 
brought  up  during  the  year.  Advice  was  given 
about  ethics  to  several  county  societies  concerning 
matters  dealing  with  the  application  of  the  code  of 
ethics  to  a particular  situation.  Their  report  is 
approved.  I move  the  approval  of  this  portion  of 
the  report. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  approved. 
Is  there  discussion?  If  not,  those  in  favor  will  say 
“aye”;  any  opposed  “no.”  It  is  so  carried. 

Section  121  ( See  17) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  I:  Postgraduate  Medical  Edu- 

cation 

Dr.  Joseph  P.  Alvich,  Bronx:  As  regards  Post- 
graduate Education,  the  entire  report  was  reviewed, 
and  it  was  the  feeling  of  the  reference  committee 
that  the  over-all  progress  made  deserves  commen- 
dation. Of  particular  interest  in  this  program,  your 
reference  committee  noted:  (1)  Postgraduate  in- 
struction for  members  of  the  Society;  (2)  the  liaison 
made  between  the  Society  and  the  State  Department 
of  Health;  (3)  the  publication  of  a brochure  called, 
“What  Goes  On,”  informing  doctors  of  recent  de- 
velopments. This  reference  committee  concurs  in 
the  recommending  of  that  committee  that  its  mem- 
bership be  enlarged  to  include  a physician  from 
Rochester,  Albany,  and  Westchester  County.  I 
move  the  adoption  of  this  part  of  the  report. 

Dr.  John  J.  Flynn,  Kings:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  approved. 
Is  there  discussion?  If  not,  those  in  favor  of  the 
motion  will  say  “aye”;  any  opposed  “no.”  It  is  so 
carried. 

Section  122  (See  73) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  I:  Artificial  Respiration  for 

Rescue  Work 

Dr.  Joseph  P.  Alvich,  Bronx:  Your  Reference 


Committee  on  Council,  Part  I,  had  three  resolutions 
referred  to  it. 

The  first  resolution,  58-42,  subject,  “Artificial 
Respiration  for  Rescue  Work,”  introduced  by  Dr. 
Vincent  J.  Collins,  Section  on  Anesthesiology,  as  an 
individual:  The  committee  reviewed  and  discussed 
this  resolution  with  Dr.  Collins  and  felt  that  it  pre- 
sented a definite  improvement  over  the  methods  in 
common  practice  at  the  present  time.  Besides  being 
simple  in  its  application,  it  can  be  utilized  wherever 
the  occasion  arises  without  much  disturbance  of  the 
individual  involved.  The  committee  recommends 
the  adoption  of  this  resolution,  and  I so  move. 

Dr.  Carl  G.  Whitbeck,  Columbia:  I second  it. 

Dr.  J.  Stanley  Kenney,  Trustee:  What  is  the 
number  of  that  resolution? 

Dr.  Alvich:  Number  58-42. 

Vice-Speaker  Lane:  Be  sure  you  know  what 
you  are  talking  about,  resolution  58-42. 

Dr.  Thomas  M.  d’Angelo,  Queens:  I raise  the 
point  where  this  House  has  to  adopt  any  particular 
method. 

Vice-Speaker  Lane:  Does  anyone  wish  to  dis- 
cuss Dr.  d’Angelo’s  point  or  comment? 

Dr.  d’Angelo:  I would  like  the  chairman  of  the 
reference  committee  to  discuss  that. 

Dr.  Alvich  : This  was  a recommendation  brought 
in  by  Dr.  Collins  as  an  individual.  As  I mentioned 
already,  the  committee  felt  at  the  present  time  there 
are  several  methods  used  in  resuscitating  individuals, 
and,  as  Dr.  Collins  brought  out,  this  procedure  is  so 
simple  that  a youngster  may  start  resuscitating  an 
individual  who  is  an  adult  without  much  effort 
on  his  part.  Rather  than  let  the  thing  go  without 
any  promulgation  we  thought  that  the  recommen- 
dation should  be  approved. 

Vice-Speaker  Lane:  Is  there  any  further  com- 
ment? 

. . . There  were  calls  for  the  question . . . 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  this  portion  of  the  report  be  approved. 
Is  there  further  discussion?  If  not,  those  in  favor 
say  “aye”;  any  opposed  “no.”  It  is  so  carried. 

Section  123  ( See  74) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  I:  Operating  Room  Mortality 

Dr.  Joseph  P.  Alvich,  Bronx:  The  second  reso- 
lution referred  to  this  committee,  58—43,  subject, 
“Operating  Room  Mortality,”  and  introduced  by 
Dr.  Vincent  J.  Collins,  Section  on  Anesthesiology: 
This  resolution  was  also  discussed  thoroughly  with 
Dr.  Collins.  In  the  discussion  it  was  brought  out 
that  a uniform  classification  of  deaths  occurring  in 
the  operating  room  does  not  exist  at  the  present  time. 
In  order  that  a standard  classification  and  uniform 
terminology  be  developed  for  any  death  occurring 
in  the  operating  room  and  for  proper  statistical  study 
and  evaluation,  a committee  should  be  appointed  to 
study  such  deaths,  such  committee  to  consist  of  an 
internist,  a surgeon,  an  anesthesiologist,  and  a pa- 
thologist. Your  reference  committee  approves  the 
appointment  of  such  a committee,  and  suggests  that 
a report  be  made  at  the  next  meeting  of  this  House 
of  Delegates. 
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I move  the  adoption  of  this  resolution  with  the 
changes  mentioned. 

Dr.  John  C.  Kinzly,  Niagara:  I second  it. 

Vice-Speaker  Lane:  You  have  heard  this  por- 
tion of  the  report,  which  has  been  moved  and  sec- 
onded. Is  there  any  discussion?  If  not,  those  in 
favor  say  “aye”;  any  opposed  “no.”  It  is  carried. 

Section  124  (See  56) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  I:  Transfer  of  Cayuga  County 

Medical  Society  From  Seventh  to  Fifth  District 
Branch 

Dr.  Joseph  P.  Alvich,  Bronx:  Resolution  58-25, 
subject,  “Transfer  of  Cayuga  County  Medical  So- 
ciety from  Seventh  to  Fifth  District  Branch,”  intro- 
duced by  Dr.  B.  J.  Hartnett,  Cayuga  County  Medi- 
cal Society:  Members  of  both  districts  discussed 
this  proposed  change  with  your  reference  committee. 
The  committee  also  took  note  that  in  the  Edlund 
Report  such  a possible  change  was  mentioned.  Be- 
sides the  fact  of  geographical  proximity,  some  of  the 
reasons  mentioned  for  transfer  were  proximity  to 
Syracuse  University;  Workmen’s  Compensation 
administrative  setup  was  closer  to  their  county; 
Blue  Shield  and  Blue  Cross  headquarters  were 
nearby,  and  stated  meeting  quarters  were  closer. 
The  committee  recommends  approval  of  this  reso- 
lution. I move  the  adoption  of  this  resolution. 

Dr.  James  H.  Arseneau,  Wayne:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and  I 
believe  seconded  that  this  recommendation  be  ap- 
proved. Is  there  discussion? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  I want 
to  raise  a technical  point,  Mr.  Speaker.  I want  to 
raise  the  technical  point  that  this  involves  a change 
in  the  Constitution  and  Bylaws.  It,  therefore, 
must  lay  over  according  to  our  rules. 

Vice-Speaker  Lane:  Dr.  Wolff  has  raised  a 

proper  objection,  and  I believe  Dr.  Hartnett,  of 
Cayuga  County,  is  pretty  well  aware  of  this  techni- 
cality. 

Dr.  Walter  W.  Mott,  Trustee:  Mr.  Speaker, 
could  not  notice  be  made  at  this  session  so  that  at 
the  next  session  action  can  be  taken? 

Vice-Speaker  Lane:  I believe  that  is  proper, 
but  it  has  to  be  in  writing.  Dr.  Williams  tells  me 
that  this  can  be  presented  to  Dr.  Aaron  so  he  can 
present  it  in  writing  for  first  reading  in  the  afternoon 
session  today.  It  will  be  properly  implemented  by 
this  method. 

Dr.  Wolff:  Point  of  order,  Mr.  Speaker:  I sub- 
mit that  this  has  been  presented  in  writing  in  the 
resolution.  It  is,  therefore,  a proposed  amend- 
ment, and  has  properly  been  submitted  to  the 
House,  which  has  had  a first  reading.  It  has  now, 
according  to  our  Constitution,  to  wait  until  next 
year  for  action.  I don’t  think  it  requires  any  fur- 
ther effort  on  our  part. 

Vice-Speaker  Lane:  Dr.  Williams  feels  that  we 
will  properly  refer  it  to  Dr.  Aaron’s  committee  for 
action  next  year. 

Section  125  (See  70,  99,  197 ) 


Report  of  Reference  Committee  on  Report  of 
Council,  Part  I:  Re-Establishment  of  Two- 

Year  Internship 

Dr.  Joseph  P.  Alvich,  Bronx:  With  regard  to 
resolution  58-59,  subject,  “Re-establishment  of 
Two-Year  Internship,”  introduced  by  the  First 
District  Branch,  which  was  referred  to  our  com- 
mittee this  morning  after  our  report  had  been  dic- 
tated and  completed,  the  committee  consulted  with 
the  chairman  of  the  Reference  Committee  on  Report 
of  Council,  Part  VI,  Dr.  Douglas,  which  part  con- 
sidered resolution  58-39  similar  to  ours,  and  which 
they  approved.  Our  committee  concurred  in  their 
action  and  also  recommends  the  approval  of  this 
resolution.  I so  move. 

Dr.  Arthur  E.  Lamb,  Kings:  I second  it. 
Vice-Speaker  Lane:  You  heard  the  recom- 

mendation of  this  reference  committee  that  this  por- 
tion of  the  report  be  adopted.  Is  there  any  dis- 
cussion? 

Dr.  Alfred  A.  Angrist,  Queens:  The  original 
resolution  referred  to  the  committee  headed  by  Dr. 
Douglas  was  discussed,  and  I was  present  at  that 
time.  These  are  some  of  the  points  to  make  before 
the  committee  that  are  not  incorporated  in  the 
present  form  of  the  resolution  that  has  been  pre- 
sented to  you  as  of  now.  I would  like  to  make  the 
following  amendments:  Under  the  first  resolved,  if 
I can  read  it,  and  insert  the  new  material: 

Resolved,  that  this  House  of  Delegates  is  of  the 
opinion  that  the  two-year  combined  rotating  and 
mixed  internship  should  be  re-established, 

and  then  continues  as  heretofore. 

In  addition,  Mr.  Speaker,  I think  to  implement 
the  resolution  properly  to  achieve  its  objective  there 
should  be  some  additional  resolveds  added  to  it, 
and  if  I can  continue  with  the  following  resolveds, 
in  addition  to  the  three  already  there.  The  next 
resolved  should  be  as  follows: 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  Association  of  the  American  Medical  Col- 
leges and  the  Secretaries  and  Officers  of  the  Spe- 
cialty Boards, 

and  then  the  final  resolved,  in  addition: 

Resolved,  that  a copy  of  this  resolution  be  for- 
warded to  the  appropriate  authorities  of  the  armed 
forces  for  reconsideration  of  their  present  policies 
of  induction  of  physicians  after  only  one  year  of 
intern  experience,  and  alter  its  policy  of  induction 
to  apply  after  the  completion  of  intern  training, 
whether  it  be  of  one  year  or  two  years’  duration. 

Now  by  way  of  discussion. . . 

Vice-Speaker  Lane:  Your  amendment  has  not 
been  seconded  yet.  I am  sorry. 

Dr.  Abraham  D.  Segal,  Kings:  I second  it. 
Vice-Speaker  Lane:  Now  it  is  open  for  discus- 
sion. 

Dr.  Angrist:  May  I continue  the  discussion  on 
the  amendment? 

Vice-Speaker  Lane:  Yes. 

Dr.  Angrist:  The  present  resolution  in  its  pres- 
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ent  form  was  adopted  by  this  House  of  Delegates 
practically  exactly  last  year  and  was  defeated  in  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation. There  were  several  reasons  for  this  defeat, 
and  the  amendment  has  in  mind  the  overcoming  of 
the  objections  raised  at  this  time.  In  essence  by 
adopting  a two-year  rotating  internship  we  are  in 
fact  lengthening  the  period  of  preparation  of  those 
individuals  who  go  into  the  specialties  by  an  addi- 
tional year.  I submit,  gentlemen,  that  this  is  quite 
unrealistic. 

By  altering  the  phraseology  and  terminology  as  to 
the  nature  of  the  two-year  service  in  the  form  which 
I suggested,  including  the  mixed  phase  of  internship 
in  the  two-year  preparation,  we  overcome  some  of 
these  objections  because  during  the  second  year  this 
individual  who  takes  a two-year  rotating  service 
can  have  nine  months  or  a year  or  at  least  six  months 
of  full  preparation  toward  his  specialty  credited  to 
him,  and  we  thereby  avoid  the  lengthening  of  the 
preparation  by  the  adoption  of  the  resolution  in  its 
present  form. 

The  only  purpose  of  the  resolveds  is  to  call  atten- 
tion to  the  opinion  of  this  House  of  Delegates,  and 
the  opinion  of  the  American  Medical  Association  we 
trust,  by  the  appropriate  agency  which  today  makes 
any  application  of  the  resolution  here  ineffective  to 
note  for  their  attention  that  certain  changes  are 
necessary  in  their  own  requirements  and  in  their 
own  procedures  to  make  this  thing  a realistic  one  as 
far  as  applying  it  to  intern  vacancies  and  the  estab- 
lishment of  two-year  services  in  the  hospitals 
throughout  the  country. 

Vice-Speaker  Lane:  Thank  you,  Dr.  Angrist. 

Is  there  further  discussion  pertinent  to  the  amend- 
ment? 

Dr.  Alvich:  Mr.  Speaker,  Dr.  Angrist  discussed 
this  with  me  just  before  I came  to  present  this  re- 
port. It  would  appear  to  the  committee  that  this 
amendment  would  not  only  fortify  this  resolution 
but  would  also  make  it  much  more  acceptable  to 
the  schools  and  to  the  boards  and  everyone  con- 
cerned and  would  have  a much  greater  possibility  of 
getting  support  all  over,  so  the  committee  would  also 
recommend  this. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Question ! 

Vice-Speaker  Lane:  You  have  heard  Dr. 

Alvich’s  comments  in  reference  to  the  amendments. 
The  question  has  been  asked  for;  therefore,  I ask 
those  in  favor  of  the  adoption  of  the  amendment  to 
say  “aye”;  those  opposed  “no.”  Therefore  the 
amendment  is  carried. 

Dr.  Cyril  M.  Levin,  Richmond:  I also  would  like 
to  discuss  this  resolution.  The  reference  committee 
met  very  quickly  without  any  announcement  on  the 
blackboard  so  that  no  delegates  were  heard. 

I would  like  to  amend,  in  addition  to  leaving  Dr. 
Angrist ’s  amendment  there,  in  the  following  way: 
To  substitute  for  the  first  whereas  the  following: 

Whereas,  the  intern  shortage,  particularly  in 

accredited  community  and  municipal  hospitals 

throughout  the  nation,  has  reached  a critical 

stage,” 

in  place  of  the  whereas  as  it  is  listed  in  the  resolution, 


which  I think  does  not  give  this  general  appeal. 

I would  also  like  to  add  a resolution  as  follows 
after  the  first  resolution . . . 

Vice-Speaker  Lane:  Pardon  me,  Doctor,  is  this 
also  an  amendment? 

Dr.  Levin:  This  is  also  an  amendment,  placed  in 
the  spot  of  the  second  resolved: 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  urge  that  the  medical  schools  adopt 
the  policy  of  encouraging  graduates  to  seek  ro- 
tating internships  in  accredited  community  and 
municipal  hospitals. 

Vice-Speaker  Lane:  Thank  you,  Dr.  Levin. 

Will  anybody  second  this? 

Dr.  Irving  J.  Sands,  Kings:  I second  it. 
Vice-Speaker  Lane:  The  amendment  is  now 
seconded. 

Dr.  Alvich:  I think  this  resolution  is  in  line 
with  that  Dr.  Angrist  had  in  mind,  and  if  the  dele- 
gation here  feels  it  would  fortify  it  the  committee 
would  have  no  objection  to  it. 

Dr.  Thomas  M.  d’Angelo,  Queens : Mr.  Chair- 
man, I have  no  objection  to  the  changing  of  the 
first  whereas.  I think  that  would  have  to  be  done 
anyway,  but  the  second  resolution  I don’t  think  is 
pertinent  to  this  entire  resolution.  What  we  are 
interested  in  is  a two-year  rotating  internship. 
Whether  the  medical  schools  urge  their  pupils  to 
take  it  or  not  is  not  pertinent.  I don’t  think  we 
should  encumber  these  resolutions  with  extraneous 
facts.  That  always  weakens  a resolution.  Some- 
body will  pick  on  it  and  throw  it  down.  I would 
strongly  urge  you  not  to  adopt  the  amendment  to  the 
resolved,  the  second  resolved. 

Vice-Speaker  Lane  : Any  further  comment? 

Dr.  Levin:  The  point  is  not  as  Dr.  d’ Angelo 
points  out,  whether  or  not  the  medical  schools  will 
recommend  that  their  graduates  take  a two-year 
rotating  internship.  The  point  I am  making  is 
where  they  will  take  it.  It  is  the  community  hos- 
pitals throughout  this  nation  that  are  starved  for 
American  trained  interns.  The  interns  all  seem  to 
gravitate  toward  the  large  university  centers.  The 
community  hospitals,  where  the  vast  bulk  of  the 
American  people  are  treated,  where  the  vast  bulk  of 
medicine  is  practiced,  and  where  the  vast  bulk  of 
the  fundamental  training  of  a doctor  takes  place, 
are  the  ones  that  are  suffering.  The  community 
hospitals  throughout  this  country  that  are  accredited 
have  qualified,  capable  men  on  their  staffs  able  to 
give  an  intern  a good  foundation  in  the  practice  of 
medicine,  also  a fundamental  knowledge  leading 
toward  specialization  if  he  wishes  to  take  that  later 
on.  So  the  point  that  I am  making  is  that  the 
graduates  be  encouraged  to  take  rotating  internships 
in  these  community  hospitals  throughout  this  nation, 
not  that  they  be  encouraged  to  take  rotating  intern- 
ships alone. 

Dr.  Angrist:  May  I request  if  it  would  be 
proper  to  vote  on  both  portions  of  the  amendment 
submitted  separately?  I am  heartily  in  favor  of  the 
alteration  of  the  first  whereas  but  not  as  to  the  re- 
solved portion  of  it. 

Vice-Speaker  Lane:  It  has  all  been  presented  as 
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one  motion.  It  would  have  to  be  handled  as  such. 

Dr.  Angrist:  Would  it  be  possible  to  put  it  into 
two?  I don’t  know  the  parliamentary  rules. 
Couldn’t  we  vote  first  on  the  first  part  of  the  amend- 
ment, and  then  take  up  the  second  part  separately? 

Vice-Speaker  Lane:  I think  Dr.  Levin  himself 
would  have  to  agree  to  that  change  in  the  method  of 
the  presentation  of  his  motion. 

Dr.  Levin:  I presented  this  as  one  amendment 
to  the  motion. 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  I would 
like  to  second  Dr.  Angrist’ s motion.  I think  the 
House  itself  takes  that  action.  We  can  decide  to 
divide  this. 

Vice-Speaker  Lane:  You  second  Dr.  Angrist’s 
motion  to  split  this  amendment? 

Dr.  Lawrence:  To  take  this  up  as  to  two  sepa- 
rate parts  and  to  vote  on  each  separately. 

Vice-Speaker  Lane:  You  have  heard  the  motion 
and  the  second  to  the  amendment.  In  other  words, 
the  action  of  this  amendment  would  require  that 
two  separate  votes  be  taken  on  the  motion.  It  will 
be  voted  on  in  sections. 

Dr.  Elmer  T.  McGroder,  Eighth  District  Branch: 
I am  a little  bit  confused  about  this.  It  seems  to  me 
it  was  a resolution  and  an  amendment.  Now  there 
is  an  amendment  to  that  amendment.  Now  they 
are  trying  to  bring  out  another  motion  to  amend  the 
second  amendment.  I question  that  procedure. 

Vice-Speaker  Lane:  I think  this  action,  Dr. 
McGroder,  would  only  split  this  into  two,  so  that 
they  can  vote  on  different  parts  of  the  one  amend- 
ment. What  is  your  pleasure?  Those  in  favor  of 
the  splitting  of  this  into  two  sections  for  voting  will 
say  “aye”;  any  opposed  “no.”  It  is  so  split. 

Now,  Dr.  Levin,  if  you  will  read  your  whereas, 
the  change  in  the  whereas.  I believe  that  is  the  next 
item  to  be  voted  upon. 

Dr.  Levin:  I presented  this  as  an  amendment  to 
the  amendment  to  the  resolution,  not  as  an  amend- 
ment to  Dr.  Angrist’s  amendment. 

Vice-Speaker  Lane:  I understand  that. 

Dr.  Levin:  I presented  it  as  one  amendment,  and 
my  own  personal  feeling  was  that  it  should  not  be 
split  because  I am  amending  the  resolution  as  fol- 
lows, which  I stated. 

Vice-Speaker  Lane:  I think  you  are  out  of 
order,  because  the  House  has  voted  that  we  would 
split  it  and  vote  accordingly.  If  you  will  please, 
present  your  whereas,  the  change  in  the  whereas. 

Dr.  Levin:  In  place  of  the  first  whereas  to  sub- 
stitute as  follows: 

Whereas,  the  intern  shortage,  particularly  in 

accredited  community  and  municipal  hospitals 

throughout  the  nation,  has  reached  a critical 

stage; 

Vice-Speaker  Lane:  We  are  now  voting  on  the 
change  in  the  whereas,  and  the  doctor  moves  it,  and 
it  has  been  seconded. 

Dr.  Herbert  S.  Ogden,  New  York:  I would  like 
just  a point  of  order.  It  might  very  well  be  that 
Dr.  Levin  does  not  want  to  associate  his  name  with 
the  resolution  inasmuch  as  it  has  been  changed  com- 
pletely. Therefore,  I think  the  record  should  show 


that  what  we  are  voting  on  is  a substitute  resolution 
that  was  proposed  by  Dr.  Angrist  and  was  just  read 
as  a courtesy  by  Dr.  Levin.  We  are  not  in  effect 
voting  on  Dr.  Levin’s  resolution;  we  are  voting  on 
the  substitute. 

Vice-Speaker  Lane:  Thank  you,  Dr.  Ogden. 

Is  there  any  further  comment?  If  not  those  in 
favor  of  the  change  in  the  whereas  as  presented  will 
say  “aye”;  those  opposed  “no.”  It  is  so  ordered. 

Now  on  the  next  portion,  will  you  please  restate 
it? 

Dr.  Levin:  After  the  first  resolved,  I wish  to 
insert  for  the  second  resolved : 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  urge  that  the  medical  schools  adopt 
the  policy  of  encouraging  graduates  to  seek  ro- 
tating internships  in  accredited  community  and 
municipal  hospitals. 

Dr.  Sands:  I second  that. 

Vice-Speaker  Lane:  Is  there  discussion? 

Dr.  Angrist:  I wish  to  concur  in  the  opinion  al- 
ready expressed  about  this.  I think  we  defeat  our 
objective  by  introducing  this  factor,  which  is  a bit 
extraneous,  although  I will  admit  an  important  off- 
shoot of  the  purpose  of  this  resolution  in  the  sense 
that  if  we  achieve  this  objective,  if  we  do  obtain  a 
two-year  service  throughout  the  country,  then  there 
will  be  applicants  for  the  community  hospitals,  for 
there  will  be  12,000  available  men  instead  of  6,000. 
We  cannot  achieve  our  objective  by  petitioning  the 
medical  schools  to  advise  students  to  go  to  com- 
munity hospitals  when  they  feel,  and  maybe 
properly  so,  that  better  training  can  be  obtained  by 
going  to  university  hospitals.  By  putting  that  in 
words  you  don’t  obtain  the  outcome  that  you  wish. 
I,  therefore,  would  say  that  this  resolution  instead 
of  strengthening  the  proposal  brought  in  by  the 
reference  committee  as  amended  is  going  to  weaken 
it. 

Vice-Speaker  Lane:  Is  there  any  further  dis- 
cussion? 

Dr.  d’Angelo:  I am  fully  in  accord  with  Dr. 
Levin’s  idea  expressed  in  the  second  resolved,  and 
certainly  if  Dr.  Levin  would  bring  that  in  as  a sepa- 
rate resolution  I would  most  enthusiastically  sup- 
port it,  but  I cannot  support  it  under  the  present 
resolution. 

Vice-Speaker  Lane:  Is  there  further  discussion? 
The  vote  on  this  is  the  approval  or  disapproval  of 
Dr.  Levin’s  resolved.  Those  in  favor  say  “aye”; 
those  opposed  “no.”  To  my  ear  the  “nos”  have 
it.  It  is  therefore  defeated. 

Dr.  Alvich:  I move  the  adoption  of  this  reso- 
lution as  amended  by  Dr.  Angrist  and  part  of  the 
amendment  by  Dr.  Levin. 

Dr.  d’Angelo:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  the  amended  resolution  be  passed.  Is 
there  discussion? 

Dr.  James  M.  Stewart,  Monroe:  Am  I out  of 
order  at  this  point? 

Vice-Speaker  Lane:  Are  you  speaking  now  to 
the  resolution? 

Dr.  Stewart:  I would  like  to  know  if  it  is  too 
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late  to  introduce  another  amendment  to  this. 

Vice-Speaker  Lane:  I believe  it  is. 

Dr.  Stewart:  Will  I have  another  opportunity? 

Vice-Speaker  Lane:  What  do  you  have  in  mind 
— another  amendment? 

Dr.  Stewart:  I would  like  to  delete  the  fourth 
whereas.  I have  not  had  an  opportunity  to  intro- 
duce this  before.  I stood  up  before  you  recognized 
the  speaker  but  you  did  not  see  me. 

Vice-Speaker  Lane:  I am  sorry.  What  is  your 
desire? 

Dr.  Stewart:  I would  like  to  delete  the  fourth 
whereas : 

Whereas,  the  one  year  internship  is  insufficient 

to  build  a residency; 

I would  like  to  move  that  this  fourth  whereas  be 
I deleted,  sir. 

Vice-Speaker  Lane:  I think  you  are  proper  in 
introducing  that.  Is  there  a second  to  Dr.  Stewart’s 
motion? 

Dr.  Michael  J.  Crino,  Monroe:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 
seconded  that  Dr.  Stewart’s  amendment  be  ap- 
proved. Is  there  discussion? 

Dr.  Stewart:  I agree  with  the  general  resolution 
that  we  encourage  two-year  mixed  internships  par- 
ticularly for  those  men  going  into  general  practice. 
However,  I feel  that  the  fourth  whereas  is  a criticism 
of  the  over-all  one-year  internship  for  those  men  who 
are  not  in  specialty  training.  The  second  year  of 
specialty  training,  whether  called  internship  or  first 
year  assistant  residency,  does  not  change  the  fact 
that  it  is  the  second  year  of  training.  Call  it  in- 
ternship, that  man  cannot  get  credit  in  the  specialty 
board  for  the  second  year.  Therefore,  I move  that 
this  whereas  be  deleted. 

Dr.  Sands:  I have  dictated  these  resolutions. 
I have  had  considerable  experience  with  residents. 
I still  believe  that  a one-year  internship  is  a rather 
poor  foundation  for  building  a specialty  training, 
j We  want  doctors.  We  do  not  want  medical  tech- 
| nicians.  We  are  entering  a period  of  medical  train- 
ing where  we  are  going  to  have  right  side  toenail 
specialists  and  left  hand  tendon  specialists.  We 
want  more  doctors  to  become  specialists  and  less 
specialists  who  don’t  know  general  medicine  and 
general  surgery. 

I am  very  strong  on  that  point  because  I have 
watched  the  evolution  of  the  internship  deteriorate 
until  it  is  one-year  training  only  to  become  a spe- 
cialist, and  then  these  specialists  lack  the  foundation 
of  medicine.  I believe  that  we  are  going  to  do  an 
injustice  to  delete  this  part  of  the  resolution.  I, 
therefore,  urge  you  to  vote  against  it. 

Vice-Speaker  Lane:  Is  there  further  discus- 

sion? You  have  heard  Dr.  Stewart’s  motion,  and  it 
has  been  seconded.  It  is  another  amendment  to 
this  portion  of  the  report.  Those  in  favor  of  Dr. 
Stewart’s  motion  will  say  “aye”;  those  opposed 
“no.”  There  is  some  doubt  in  my  mind.  We  will 
ask  the  secretary  and  the  assistant  secretary  to  poll 
the  members.  Please  those  in  favor  of  the  motion 
will  stand  and  be  counted,  and  now  those  opposed 


to  the  motion  will  stand  and  be  counted.  The  vote 
is  85  for  and  62  against.  Therefore  it  is  carried. 

Dr.  Alvich:  Mr.  Speaker,  I move  that  this  reso- 
lution as  now  amended  be  adopted. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second 
that. 

Vice-Speaker  Lane:  You  have  heard  the  mo- 
tion which  is  to  adopt  the  resolution  with  the  amend- 
ments. Is  there  any  further  discussion?  If  not, 
those  in  favor  will  say  “aye”;  those  opposed,  if  any, 
“no.”  It  is  carried. 

Dr.  Alvich:  I move  the  adoption  of  the  entire 
report  as  amended. 

Dr.  Stewart:  I second  it. 

Vice-Speaker  Lane:  You  have  heard  the  motion 
to  adopt  the  report  as  a whole.  Is  there  any  dis- 
cussion? All  in  favor  will  signify  by  saying  “aye”; 
those  opposed  “no.”  It  is  carried. 

Thank  you,  Dr.  Alvich. 

Dr.  Alvich:  At  this  time  I wish  to  thank  the 
members  of  my  committee,  Drs.  James  H.  Arseneau, 
John  J.  Flynn,  John  C.  Kinzly,  and  Carl  G.  Whit- 
beck,  for  their  prompt  attendance  at  the  reference 
committee  sessions  and  their  cooperation  and  con- 
tributions to  the  formulation  of  this  report. 

Speaker  Williams:  Thank  you  very  much,  Dr. 
Alvich,  and  the  members  of  your  committee. 

Gentlemen,  we  shall  recess  for  lunch.  I want  you 
to  be  fully  aware  as  to  when  we  are  going  to  re- 
assemble. 

Before  we  recess,  we  have  still  another  resolution. 

Section  126  ( See  161 ) Resolution  58-62 

Fee  Schedule  for  W orkmen’s  Compensation 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  the  fee  schedule  for  Workmen’s 
Compensation  treatment  has  not  been  changed 
since  1951  when  an  8 per  cent  across-the-board 
increase  was  announced;  and 

Whereas,  a new  fee  schedule  has  been  pro- 
posed and  carefully  studied  but  is  not  to  be  an- 
nounced because,  in  our  belief,  high  State  officials 
do  not  think  that  in  this  “time  of  depression”  an 
increase  in  the  fee  schedule  is  advisable;  and 
Whereas,  this  type  of  reasoning  is  discrimina- 
tory against  the  practicing  physicians  of  this 
State,  this  being  based  upon  the  fact  that  union 
members  are  receiving  increases,  prices  of  food  are 
rising,  salaries  of  public  officials  are  being  in- 
creased; and 

Whereas,  the  cost  of  medical  services  during 
the  last  five  years  has  risen  by  a small  percentage 
in  proportion  to  other  costs;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  petition  the  appropriate  State  offi- 
cials to  reconsider  their  unjust  stand. 

That  is  referred  to  the  Reference  Committee  on 
Report  of  the  Council,  Part  X. 

Section  127  ( See  186)  Resolution  58-63 
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Proposed  Examination  of  Nonprofit  Plans 

Introduced  by  John  C.  McClintock,  M.D.,  Coun- 
cillor, as  an  individual 

Whereas,  the  Superintendent  of  Insurance  of 
the  State  of  New  York  has  indicated  his  intention 
to  have  an  examination  made  of  all  nonprofit  plans 
operating  under  Section  IX-C  of  the  Insurance 
Law;  and 

Whereas,  the  Department  of  Insurance  makes 
a detailed  examination  triennially  of  all  nonprofit 
insurance  plans  and  in  addition  requires  quarterly 
reports  from  them  for  which  the  plans  must  pay 
the  costs;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  the  spokesman  for  the  medical  pro- 
fession of  New  York  State;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  and  the  county  medical  societies  in  their 
respective  areas  have  officially  approved  seven 
Blue  Shield  plans  in  New  York  State  and,  in  so 
approving  the  Blue  Shield  plans,  the  medical  so- 
cieties have  in  the  public  mind  assumed  a re- 
sponsibility for  the  proper  operation  of  these 
plans;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  willing  to  cooperate  in  any  useful 
study  of  voluntary  insurance;  and 

Whereas,  the  operation  of  all  nonprofit  plans 
should  be  available  for  inspection  by  all  con- 


cerned; nevertheless,  before  a further  examination 
is  made,  which  will  be  made  by  the  expenditure 
of  subscribers’  money,  information  as  to  the 
nature  and  scope  of  such  an  examination  should 
be  given  by  the  Superintendent  of  Insurance;  now 
therefore  be  it  hereby 

Resolved,  by  this  House  of  Delegates,  that  the 
president  of  the  Medical  Society  of  the  State  of 
New  York  be  instructed  to  request  the  Super- 
intendent of  Insurance  to  state  the  intent,  the 
scope,  and  the  means  for  his  proposed  exami- 
nations of  nonprofit  plans,  of  which  Blue  Shield 
plans  are  a part,  so  that  the  boards  of  directors  of 
Blue  Shield  plans  may  take  intelligent  action  on 
the  request  of  the  Superintendent  of  Insurance  to 
have  such  an  examination  made. 

Referred  to  Reference  Committee  on  Report  of 
Council,  Part  VII. 

Speaker  Williams:  You  realize  that  the  Refer- 
ence Committee  on  Council,  Part  VII,  and  several 
other  committees  are  going  to  report.  We  plan  to 
have  as  the  opening  item  of  this  afternoon’s  session 
Dr.  Aaron’s  report  on  the  amendments  to  the  Con- 
stitution and  Bylaws  of  this  Society,  and  it  will  be 
followed  by  the  others. 

Now  I ask  you  to  be  brief  in  your  discussion  be- 
cause I do  not  want  to  inflict  upon  you  a night  ses- 
sion. 

I declare  you  recessed  now  until  2 o’clock.  Please 
be  here  sharply  at  2 : 00. 

. . . A recess  was  taken  at  12:30  p.m.  . . . 


Afternoon  Session 

Tuesday , May  13,  1958 


The  session  reconvened  at  2 p.m. 

Section  128  ( See  199)  Resolution  58-64 

Rotating  Internships  in  Community  and 
Municipal  Hospitals 

Speaker  Williams:  I have  a very  interesting 

parliamentary  experience  to  relate  to  you.  You 
were  all  here  before  lunch  and  heard  the  discussion 
concerning  internships  in  two  years  and  in  one  year 
in  private  hospitals,  and  teaching  hospitals,  and 
everything  else,  and  Dr.  Alvich’s  report  was  con- 
cluded before  we  recessed  for  lunch.  Now  I am  con- 
fronted with  a resolution  which  says,  “Rotating  In- 
ternships in  Community  and  Municipal  Hospitals.” 


This  one  has  been  distributed  to  you.  It  is  58-64. 
It  is  difficult  for  me  to  ask  that  committee  to  go  back 
into  session,  so  that  with  your  permission  unless  you 
insist  that  I do  it  as  Speaker,  I will  refer  this  to  a 
reference  committee  that  has  not  reported  as  yet. 

Introduced  by  Cyril  M.  Levin,  M.D.,  Medical 
Society  of  the  County  of  Richmond 

Whereas,  the  bulk  of  in-hospital  medical  care 
takes  place  in  community  and  municipal  hospitals 
throughout  the  United  States;  and 

Whereas,  accredited  community  and  munici- 
pal hospitals  suffer  a critical  shortage  of  interns; 
and 

Whereas,  the  medical  staffs  of  said  hospitals 
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are  adequately  qualified  to  supervise  a rotating  in- 
tern program;  and 

Whereas,  the  community  and  municipal  hos- 
pitals offer  to  the  graduate  medical  student  ex- 
cellent experience  in  the  fields  of  medical  care, 
patient-physician  relationship,  and  social-eco- 
nomic problems;  now  therefore  be  it  hereby 
Resolved , that  the  Medical  Society  of  the  State 
of  New  York  urge  that  the  medical  schools  adopt 
the  policy  of  encouraging  graduates  to  seek  rotat- 
ing internships  in  accredited  community  and 
municipal  hospitals ; and  be  it  further 

Resolved , that  a copy  of  this  resolution  be  sent 
to  the  dean  of  each  of  the  medical  schools  in  the 
State  of  New  York;  and  be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  at  the  next  meeting  of  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation. 

I would  like  to  refer  this  to  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VI,  on  Hospi- 
tal and  Professional  Relations,  of  which  Dr.  Douglas 
is  chairman. 

Dr.  Levin  is  recognized. 

Dr.  Cyril  M.  Levin,  Richmond:  Mr.  Chairman, 
is  it  possible  that  perhaps  by  unanimous  consent  we 
can  get  approval  that  this  can  be  brought  up  directly 
on  the  floor.  This  resolution  pertains  to  amend- 
ments that  I wished  to  introduce  in  the  resolution 
reported  on  by  Dr.  Alvich’s  committee  before  lunch. 
It  is  quite  self  explanatory,  it  has  been  discussed, 
and  I just  wondered  if  this  resolution  would  not 
answer  the  purpose  that  I originally  wanted  in  my 
amendment. 

Speaker  Williams:  As  chairman,  I think  I have 
to  rule  that  we  have  accepted  Dr.  Alvich’s  report  as 
amended,  as  amended  and  reamended,  and  we  very 
carefully  took  your  resolution,  split  it  in  half,  and  I 
don’t  think  I would  like  to  involve  the  House  in  a 
discussion  of  this  as  a committee  of  the  whole.  I 
would  much  rather  refer  this. 

There  are  two  possible  ways  I can  handle  this:  I 
if  can  refer  back  and  ask  Dr.  Alvich  to  recall  his  com- 
mittee or  else  do  it  the  way  I have  suggested,  refer 
to  Dr.  Douglas  committee.  I am  here  to  carry  out 
the  directives  of  the  House.  Your  speaker  thinks 
the  easiest  way  to  do  this  is  to  refer  it  to  Dr.  Doug- 
las committee.  I will  ask  a show  of  hands  in  sup- 
port of  my  opinion  in  that  regard. 

. . . The  majority  of  the  delegates  so  indicated.  . . 
Speaker  Williams  : I have  to  tell  you,  Dr.  Levin, 
that  this  resolution  is  referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  Hos- 
pital and  Professional  Relations,  Dr.  Douglas,  chair- 
man. 

Section  129  ( See  SO,  214 ) 

Representatives  of  Other  State  Societies 

Speaker  Williams:  It  always  gives  us  great 

pleasure  to  welcome  these  delegates  from  other 
states,  and  as  I said  to  this  man,  “Come  and  see  how 


not  to  do  it;  this  is  the  way  we  do  it  in  New  York.” 
It  gives  me  great  pleasure  to  introduce  a delegate 
from  the  great  commonwealth,  the  keystone  state  of 
Pennsylvania,  Dr.  John  T.  Farrell,  Jr. 

Dr.  John  T.  Farrell,  Jr.:  Mr.  Speaker,  ladies 
and  gentlemen  of  the  House,  it  is  a great  pleasure  for 
me  to  be  here  to  bring  you  my  personal  greetings. 
It  would  be  an  imposition  for  me  to  take  up  your 
time  with  a long  speech.  My  friend,  Dr.  Peter  Mar- 
shall Murray,  just  told  me  that  your  problems  are 
much  the  same  as  ours,  so  I can  only  wish  you  God- 
speed in  straightening  them  out. 

It  is  a great  pleasure  to  bring  you  the  greetings  of 
the  Medical  Society  of  the  State  of  Pennsylvania  and 
our  best  wishes  for  a successful  meeting  which  will 
help  you  to  untangle  some  of  the  problems  which  be- 
set American  medicine.  I know  that  you  will  be 
guided  by  wisdom,  and  that  you  will  do  much  to 
straighten  these  problems  out,  not  only  for  the  wel- 
fare of  physicians  but  for  the  preservation  of  the 
best  health  interests  of  the  people  of  the  country. 

Thank  you  very  much! 

Speaker  Williams:  Thank  you  very  much,  Dr. 
Farrell.  Have  we  any  delegates  from  anywhere 
else? 

. . . There  was  no  response.  . . 

Speaker  Williams:  I suppose  they  will  drift  in. 
I can’t  tell  a story  like  Davis  could. 

I feel  this  is  the  real  core  of  our  meeting,  the  be- 
ginning of  the  afternoon  session  on  Tuesday,  so  it  is 
only  proper  that  at  this  time  we  should  take  up  per- 
haps one  of  the  most  important  bits  of  business  this 
House  has  to  deal  with.  The  old  delegates  are  well 
aware,  and  the  new  delegates  should  surely  be  in- 
formed by  this  time,  that  there  appear  in  our 
records  two  committees  on  Constitution  and  Bylaws. 
One  is  the  committee  of  the  Council.  That  has  to 
do  with  the  respective  bylaws  of  the  local  county 
societies,  but  this  report  of  this  chairman  is  from  a 
special  committee  of  the  House  itself.  It  is  not  a 
reference  committee;  it  is  a committee  of  the 
House,  and  deals  with  the  amendments  to  the  Con- 
stitution and  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York. 

It  gives  me  great  pleasure  to  call  on  its  chairman, 
who  is  our  vice-president,  Dr.  Abe  Aaron,  of  Buffalo. 

Section  ISO 

Report  of  the  Special  Committee  on 
Constitution  and  Bylaws 

Dr.  A.  H.  Aaron,  Vice-President:  Mr.  Speaker, 
Mr.  President,  and  members  of  the  House  of  Dele- 
gates, I think  it  is  interesting  that  Dr.  Williams  says 
that  this  committee  really  constitutes  one  of  the 
committees  wherein  a nonmember  of  the  Council  can 
act  as  a chairman  of  a committee  and  thus  bring  to- 
gether the  activities  of  the  House  itself  to  the  Coun- 
cil and  bring  before  you  its  report. 

Preliminary  to  the  report,  may  I call  to  your  at- 
tention and  may  I ask  that  this  be  considered  the 
first  reading  of  Resolution  58-25,  “Transfer  of 
Cayuga  County  Medical  Society  from  the  Seventh 
to  the  Fifth  District  Branch.” 
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Speaker  Williams:  Give  the  delegates  a chance 
to  find  that  resolution.  Give  the  number  again. 

Dr.  Aaron:  Number  58-25.  Yesterday  that 

was  referred  to  the  Committee  on  Constitution  and 
Bylaws.  It  does  not  have  to  be  discussed  today  in 
any  way,  but  this  is  the  formal  manner  in  which  it 
is  referred  to  the  committee,  and  it  will  appear  be- 
fore you  next  year  for  action,  according  to  our  Con- 
stitution and  Bylaws. 

Also  58-26,  the  subject  is  “Increase  in  Member- 
ship of  Council  Committee  on  Public  Health  and 
Education.”  This  is  considered  the  first  reading. 

Resolution  58-56,  “Amendment  to  Bylaws  to 
Provide  for  Paid-Up  Life  Memberships.” 

If  any  were  referred  this  morning  I regret  I was 
participating  on  a panel  on  lesions  of  the  esophagus. 
That  is  why  I was  absent  from  the  House  this  morn- 
ing. If  there  are  others  that  have  been  referred  to 
us,  may  I recommend  that  they  be  considered  as 
having  had  a first  reading  before  this  House  sp  they 
may  be  presented  to  the  House  next  year  in  con- 
formance with  the  Constitution  and  Bylaws. 

Speaker  Williams:  Will  you  move  then  that 

those,  58-25,  58-26,  and  58-56  and  any  others  that 
may  have  been  referred  to  you  this  morning  be  ap- 
proved as  having  had  a first  reading  at  this  time? 

Dr.  Aaron:  I so  move. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  this  be  considered  as  being  a first 
reading  of  these  items.  Is  there  any  discussion? 
If  not,  are  you  ready  for  the  question?  All  in  favor 
say  “aye”;  those  opposed  “no.”  This  constitutes 
the  first  reading  of  these  suggestions. 

Dr.  Aaron:  Your  Special  Committee  on  Consti- 
tution and  Bylaws  consists  of  Dr.  George  J.  Law- 
rence, Jr.,  Queens  County;  Dr.  Alfred  A.  Hartmann, 
Franklin  County,  and  myself  as  your  chairman,  A. 
H.  Aaron,  Erie  County. 

At  this  time  I believe  it  would  be  entirely  proper 
to  include  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York,  Dr.  W.  P.  Anderton,  as  a most 
thorough  and  active  contributor  ex  officio  to  the  ef- 
forts of  this  committee,  and  also  Dr.  Williams  who 
has  helped  us  to  expedite  and  set  up  our  arrange- 
ment to  do  this  as  well  as  we  can  today. 

Now,  sirs,  you  have  before  you  all  of  the  material 
in  the  report,  and  I shall  give  you  the  conclusions, 
if  I may. 

Speaker  Williams:  Dr.  Aaron,  to  help  the  dele- 
gates, this  is  the  printed  report  published  by  your 
committee  on  page  1163,  headed  “Special  Commit- 
tee on  Constitution  and  Bylaws?” 

Dr.  Aaron:  Yes. 

Speaker  Williams:  Ladies  and  gentlemen  of 

the  House,  I call  your  attention  to  page  1163  of  the 
printed  reports,  so  that  you  all  can  follow  on  exactly 
what  Dr.  Aaron  is  going  to  present  to  us.  Give 
your  attention  to  Dr.  Aaron. 

Dr.  Aaron:  A resolution  submitted  by  the  late 
Dr.  Leo  Schiff,  by  submitting  it  at  the  1956  annual 
meeting  unread  with  intent  to  present  it  at  the  next 
meeting  of  the  House  of  Delegates,  should  have 
been  and  is  considered  as  follows  by  your  commit- 
tee: I quote,  “In  view  of  the  fact  that  this  was  pre- 


sented previously  as  a resolution  56-40” — this  is  a 
comment  on  the  resolution  of  Dr.  Hinder,  of  New 
York,  to  amend  the  Constitution  and  Bylaws  in 
reference  to  delegates  to  the  American  Medical  As- 
sociation— in  its  content  it  recommends  that  the 
president  and  the  secretary  shall  be  delegates  to  the 
American  Medical  Association.  I am  sure  that  you 
have  read  it  very  carefully  in  your  book,  and  may  I 
state  then  just  what  the  action  of  your  committee 

is,  and  it  may  save  us  time.  This  was  thoroughly 
discussed  at  a previous  meeting  of  the  House  of 
Delegates,  and  because  Dr.  Himler’s  amendment 
was  defeated  we  do  not  recommend  the  adoption  of 
Dr.  Schiff’ s resolution. 

Speaker  Williams:  This  portion  of  the  report, 
do  you  so  move? 

Dr.  Aaron  : I so  move  that  we  recommend  that 
this  be  not  adopted. 

Dr.  George  J.  Lawrence,  Jr.,  Queens : I second 

it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  to  adopt  the  committee’s  recommendation 
that  this  portion  of  Dr.  Schiff’s  resolution  not  be 
adopted.  Is  there  any  discussion?  If  not,  are 
you  ready  for  the  question?  All  in  favor  of  ap- 
proval of  the  report  of  this  committee,  which  car- 
ries with  it  the  rejection  of  this  portion  of  Dr. 
Schiff’s  resolution,  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  of  the  committee  reject- 
ing this  portion  of  Dr.  Schiff’s  resolution  stands 
adopted. 

Dr.  Aaron:  His  statement  continues:  “In- 

cidentally, I (meaning  Dr.  Schiff)  find  no  direct 
statement  in  the  Bylaws  that  the  president-elect 
automatically  becomes  president  for  one  year  at  the 
end  of  his  term.  Chapter  7,  Section  2,  may  seem 
to  imply  this,  but  is  would  clarify  matters  to  state  it 
definitely. 

“ Resolved,  that  Chapter  7,  Section  2,  of  the  By- 
laws be  amended  as  follows:” — this  is  on  page  26  of 
the  Constitution  and  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York: — “ ‘The  President-Elect 
shall  become  the  President  at  the  termination  of  his 
office  as  President-Elect.’  ” 

We  believe  that  this  should  be  accepted  and 
therefore  we  recommend  the  adoption  of  this  por- 
tion of  Dr.  Schiff’s  resolution. 

Dr.  Dorman:  I second  that. 

Speaker  Williams:  Is  there  any  discussion? 

It  is  quite  clear  that  this  portion  of  Dr.  Schiff’s 
recommendation  the  committee  recommends  ap- 
proval of,  and  the  committee  report  carries  with  it 
so  to  amend  the  Bylaws  as  it  was  read  for  first  read- 
ing last  year  or  the  year  before.  All  in  favor  say 
“aye”;  those  opposed  “no.”  This  portion  of  the 
Bylaws  stands  amended. 

Dr.  Aaron:  Resolution  57-68,  on  an  amend- 

ment to  the  Bylaws,  Chapter  1,  Section  7,  intro- 
duced by  Dr.  Harry  A.  Mackler,  for  the  Medical 
Society  of  the  County  of  Kings: 

Whereas,  the  sentence  in  the  Bylaws,  Chapter 
1,  Section  7,  beginning,  “They  shall  become  ac- 
tive members  upon  entering  the  private  practice 
of  medicine,”  is  ambiguous  in  meaning  and 
definition;  now  therefore  be  it  hereby 
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Resolved,  that  Chapter  1,  Section  7,  of  the 
Bylaws  be  amended  as  follows: 

The  sentence,  “They  shall  become  active 
members  upon  entering  the  private  practice  of 
medicine,”  shall  be  changed  by  deleting  the 
phrase,  “upon  entering  the  private  practice  of 
medicine,”  and  substituting  for  that  the  phrase, 
“after  this  period  of  time,”  so  that  the  complete 
sentence  will  then  read,  “They  shall  become  ac- 
tive members  after  this  period  of  time.” 

We  do  not  recommend  the  adoption  of  this  resolu- 
tion because  a junior  member  may  decide  to  become 
an  active  member  before  the  expiration  of  the  five 
years  provided  for  in  the  Bylaws.  We  do  not  think 
we  should  discourage  this  desire  on  the  part  of  a 
junior  member  to  participate  more  actively  in  the 
proceedings  of  his  county  and  State  Society.  There- 
fore, may  we  have  the  opportunity  at  this  moment, 
sir,  to  read  in  continuation  Resolution  57-69,  which 
bears  a relationship  to  the  resolution  I have  just 
read. 

Speaker  Williams:  Proceed. 

Dr.  Aaron:  Resolution  57-69  introduced  by 

Dr.  Ezra  Wolff,  assistant  secretary  of  the  Medical 
Society  of  the  State  of  New  York,  deletes  the  phrase 
“upon  entering  the  private  practice  of  medicine,” 
and  suggests  “they  shall  automatically  become 
members  within  six  months.  It  shall  then  read: 

A junior  member,  within  six  months  of  the  ex- 
piration of  the  above-specified  five-year  period, 
may  automatically  become  an  active  member 
upon  receipt  by  his  county  society  of  his  applica- 
tion for  such  membership  when  accompanied  by 
payment  of  the  current  active  membership  dues 
and  State  Society  assessment. 

They  shall  be  privileged  to  attend  all  meetings 
of  their  county  societies,  where  they  shall  have 
voice  but  no  vote.  They  shall  be  entitled  to  re- 
ceive the  New  York  State  Journal  of  Medi- 
cine and  the  Newsletter  but  not  the  Medical 
Directory  of  New  York  State. 

A junior  member,  within  six  months  of  the  ex- 
piration of  the  above-specified  five-year  period, 
may  automatically  become  an  active  member 
upon  receipt  by  his  county  society  of  his  ap- 
plication for  such  membership  when  accompanied 
by  payment  of  the  current  active  membership 
dues  and  State  Society  assessment. 

The  complete  resolution  is  as  follows: 

Resolved,  that  Chapter  I,  Section  7,  of  the  Bj'- 
laws  shall  be  amended  to  read  as  follows: 

“Junior  members  shall  be  those  members  who 
have  been  graduated  from  medical  college  not 
more  than  five  calendar  years,  not  counting 
temporary  United  States  military  or  United 
States  Public  Health  Service,  and  licensed  by 
the  State  of  New  York.” 

We  think  Dr.  Ezra  Wolff’s  resolution  carries  with 
it  the  same  weakness,  and  that  is  it  stimulates  the 
individual  to  stay  on  this  junior  status  for  five 
years.  (May  I say  that  we  discussed  this  with  Dr. 
Wolff  previous  to  our  reading  this.) 

Your  committee  desires  to  consolidate  these  two 


resolutions  and  amend  them  so  that  we  will  only 
have  one  resolution  to  act  on.  Therefore  we  recom- 
mend: (1)  The  deletion  of  the  term  “upon  entering 
the  private  practice  of  medicine.” 

Mr.  Speaker,  I move  that  this  portion  of  the 
resolution  be  adopted. 

Dr.  Dorman:  I second  it. 

Speaker  Williams:  You  have  before  you  the 
recommendation  of  the  committee  for  the  deletion 
of  the  term  “upon  entering  the  private  practice  of 
medicine.”  It  has  been  seconded.  Is  there  any 
discussion?  If  not,  are  you  all  ready  for  the  ques- 
tion? All  those  in  favor  of  the  recommendation  of 
our  committee  will  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  stands  adopted. 

Dr.  Aaron:  (2)  “They  may  become  active 

members  at  any  time  during  this  period  of  allo- 
cated time  deferment  by  paying  the  dues  and  assess- 
ments to  their  respective  county  and  State  Society.” 

I recommend,  sir,  the  adoption  of  this  portion  of 
this  resolution. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Lawrence:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

Are  you  all  well  informed  and  ready  for  the  ques- 
tion? All  in  favor  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  stands  approved. 

Dr.  Aaron:  “A  junior  member  will  automati- 

cally become  an  active  member  of  his  county  and 
State  Society  upon  the  expiration  of  this  allocated 
time  and  the  payment  of  the  current  active  member- 
ship dues  and  State  Society  assessments.” 

We  recommend,  sir,  the  adoption  of  this  portion 
of  that  resolution. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Lawrence:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

If  not,  you  are  well  informed.  All  in  favor  say 
“aye”;  those  opposed  “no.”  This  portion  of  the 
report  stands  adopted. 

Dr.  Aaron:  Resolution  57-6,  “Amendment  to 

Constitution  to  Enlarge  Council.”  Now  I am 
going  to  skip  reading  all  that  part,  and  I am  going  to 
page  25  of  my  report,  which  you  do  not  have,  and 
read  you  the  reasons  of  our  committee  for  our  action 
on  this  resolution. 

Speaker  Williams:  These  reasons  are  not  in 

the  printed  report  in  the  hands  of  the  delegates? 

Dr.  Aaron:  No,  sir.  I am  reading  that  portion 
of  our  action  but  I am  abstaining  from  reading  the 
actual  resolution  because  we  have  it  before  us. 

Speaker  Williams:  Fine. 

Dr.  Aaron  : We  do  not  recommend  the  adoption 
of  this  resolution.  It  produces  a bulky,  cumbersome 
procedure,  and  we  believe  it  would  give  the  House  of 
Delegates  an  almost  impossible  task  to  elect  a Coun- 
cil organized  on  these  proposed  lines.  The  Coun- 
cil would  be  unwieldy,  and  it  would  require  a most 
difficult  and  complicated  election  to  enforce  all  the 
stipulated  categories.  A restriction  of  the  age 
limit  is  unwise. 

The  present  Council  consists  of  23  members  of 
whom  there  are  one  pediatrician,  two  urologists, 
four  surgeons,  ten  physicians  devoting  their  time 
to  general  practice  or  internal  medicine,  one  physi- 
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cian  interested  in  public  health  and  administration 
of  school  health,  two  industrial  physicians,  one 
pathologist,  and  three  obstetricians  and  gynecologists. 
They  are  distributed  as  follows: 


New  York  City  area 10 

Albany  area 3 

Syracuse-Rochester  area 4 

Binghamton  area 2 

Western  New  York  area 3 

This  is  quite  a good  distribution. 

The  age  distribution  is  as  follows: 

76 1 

72 2 

70 1 

68 2 

making  six  above  the  age  of  sixty-five. 

65 1 

64 1 

62 3 

61 2 

58 1 

57 2 

55 1 

54 2 

51 1 

46 1 

42 1 


A thorough  discussion  of  this  subject  has  occurred 
in  the  A.M.A.,  and  the  committee  of  the  A.M.A. 
governing  this  subject  decided  that  retirement 
should  not  be  based  arbitrarily  on  chronologic  age, 
that  employment  of  all  ages  should  be  a matter  of 
proper  assignment  and  skills. 

It  is  the  opinion  of  our  committee  that  the  voting 
physicians  of  the  State  of  New  York  will  choose 
their  representatives  on  the  basis  of  what  they 
believe  to  be  their  ability  to  perform  a task,  regard- 
less of  their  age,  type  of  practice,  or  where  they  live. 
Therefore,  we  do  not  recommend  the  adoption  of 
this  resolution.  I so  move. 

Speaker  Williams:  Most  of  this,  as  you  saw, 

appeared  on  page  1165  in  the  printed  report.  Do  I 
hear  a second? 

Dr.  Milton  B.  Spiegel,  Kings:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

If  not,  you  are  all  well  informed.  All  in  favor  say 
“aye”;  those  opposed  “no.”  This  recommenda- 
tion of  the  committee  stands  adopted  and  this 
resolution  is  defeated. 

Dr.  Aaron:  Resolution  57-44,  “Amendments  to 
the  Bylaws,”  introduced  by  Dr.  W.  P.  Anderton,  as 
secretary  of  the  Medical  Society  of  the  State  of  New 
York,  containing  technical  material  that  would  aid 
in  these  interpretations  of  the  Bylaws. 

We  have  discussed  this  resolution  with  Dr. 
Anderton,  and  we  believe  that  part  one  has  been 
accomplished  in  previous  resolutions.  Therefore 
we  do  not  recommend  the  adoption  of  part  one  of 
this  resolution. 

Speaker  Williams:  On  page  1165,  part  one,  the 
committee  does  not  recommend  adoption.  Do  I 
hear  a second  to  this? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 


If  not,  all  in  favor  of  the  report  and  recommenda- 
tion of  the  committee  say  “aye”;  those  opposed 
“no.”  Part  one  stands  defeated  on  the  recom- 
mendation of  the  committee. 

Dr.  Aaron:  Part  two:  In  Chapter  1,  Section  4, 
there  is  a reference  to  “Chapter  XIV,  Section  1 (a),” 
but  there  is  no  “(a)”  in  this  section;  therefore  the 
“(a)”  should  be  eliminated. 

We  move  the  adoption  of  this  portion  of  Dr. 
Anderton’s  resolution. 

Speaker  Williams:  Hearing  no  objection  to 

removing  an  “(a)”,  I see  no  objection. 

Dr.  Dorman  is  recognized.  He  always  loves  to 
arise  on  a point  of  order. 

Dr.  Dorman:  Point  of  order,  can  you  remove 

something  that  is  not  there? 

Speaker  Williams:  This  is  well  taken.  The 

Chair  very  definitely  says  if  “(a)”  isn’t  there  it  should 
not  be  there,  and  it  will  no  longer  be  there.  It 
stands  adopted  by  acclaim.  How  is  that? 

Dr.  Thomas  M.  d’Angelo,  Queens:  I take  it  to 
mean  that  the  “(a)”  refers  to  the  reference  to  Chap- 
ter XIV,  Section  1 (a);  “(a)”  may  not  be  in  the 
particular  reference  but  it  certainly  was  in  another 
particular  place.  That  is  the  place  where  we  are 
removing  it,  not  removing  the  “(a)”  where  it  isn’t. 

Speaker  Williams:  I have  every  confidence  in 
the  chairman  of  our  Constitution  and  Bylaws  Com- 
mittee and  our  honorable  vice-president,  and  I 
have  in  my  hand  a copy  of  the  Bylaws,  Chapter 
XIV,  Component  County  Medical  Societies,  Sec- 
tion 1,  and  there  is  no  (a). 

Voice:  Chapter  1,  Section  4. 

Dr.  Wolff:  Mr.  Speaker.  . . 

Speaker  Williams:  Dr.  Wolff  is  recognized. 

Dr.  Wolff:  I move  the  question,  sir. 

Speaker  Williams:  There  has  been  a call  for  the 
question.  All  in  favor  of  the  recommendation  of 
the  Constitution  and  Bylaws  Committee  signify  by 
the  usual  sign  “aye”;  those  opposed  “no.”  Dr. 
Aaron,  your  stand  has  been  justified. 

Dr.  Aaron:  Thank  you,  sir. 

In  part  three,  in  Chapter  XIV,  Sections  1 and  2, 
all  this  comes  down  to  as  follows:  That  wherever 
the  term  “active  member”  occurs  it  should  be  sup- 
plemented by  the  words  “or  junior  member,”  and 
that  is  to  clarify  the  fact  that  we  have  a junior 
membership. 

Sir,  I move  the  adoption  of  this  portion  of  the 
resolution. 

Dr.  Kenney:  I second  it. 

Speaker  Williams:  You  are  well  aware  of  what 
this  means,  “active  member  or  junior  member.” 
It  is  the  recommendation  of  the  committee  that  this 
amendment  be  approved.  Is  there  any  discussion? 
If  not,  all  in  favor  signify  in  the  usual  manner  “aye”; 
those  opposed  “no.”  The  amendment  is  adopted. 

Dr.  Aaron:  In  Chapter  14,  Sections  1 and  2, 

designated  part  three,  at  the  end  of  this  resolution, 
we  recommend  the  following  should  be  added: 
Everywhere  the  term  “retired”  membership  occurs 
in  the  Constitution  and  Bylaws,  the  term  “life” 
shall  be  substituted.  We  recommend  the  adoption 
of  this. 

Dr.  Kenney:  I second  it. 
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Speaker  Williams:  This  changes  “retired”  to 
“life”  membership.  Is  there  any  discussion?  You 
are  all  aware  of  what  to  vote,  you  have  heard  the 
recommendation.  All  in  favor  of  the  recommenda- 
tion of  the  committee  say  “aye”;  those  opposed 
“no.”  This  portion  of  the  resolution  is  adopted. 

Dr.  Aaron:  Resolution  57-70,  “An  Amendment 
to  Bylaws,  Chapter  XIV,  Section  5,”  introduced  by 
the  Medical  Society  of  the  County  of  Queens: 

Resolved,  that  the  Bylaws  of  the  Medical  Society 

of  the  State  of  New  York,  Chapter  XIV,  Section  5, 

be  amended  to  read  as  follows : 

“Section  5.  The  treasurer  of  each  compo- 
nent county  medical  society  shall  forward  to  the 
treasurer  of  this  Society  the  amount  of  the 
State  per  capita  assessment  collected  from 
members  of  his  county  as  promptly  as  possible 
but  in  any  event  before  the  1st  day  of  June  of 
each  year.” 

The  committee  was  in  favor  of  this  resolution  as 
we  feel  that  we  have  not  been  adequately  com- 
pensated for  the  services  we  have  rendered  in  col- 
lecting the  dues  for  the  A.M.A.,  and  we  express  the 
resentment  of  the  physicians  who  received  a poorly 
worded  dunning  letter  from  the  A.M.A.  when  they 
had  already  paid  their  dues,  but  the  mechanism  had 
failed  to  record  this  payment. 

In  discussing  this  with  Dr.  Anderton,  he  explained 
that  a new  procedure  had  been  put  into  effect  this 
year  which  would  allow  the  State  Society  to  retain 
the  sums  paid  into  it  for  a period  of  time  adequate 
enough  to  give  an  interest  return  that  would  reduce 
the  cost  of  administration,  and  that  the  association 
was  setting  up  a mechanism  which  he  hoped  would 
result  in  the  elimination  of  any  letters  of  the  char- 
acter which  our  membership  received. 

It  seemed  to  the  committee  that  in  view  of  these 
changes,  which  are  acceptable  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  as  a trial 
procedure,  we  should  withhold  action  on  this  resolu- 
tion at  this  time.  Therefore,  we  do  not  recommend 
the  adoption  of  this  resolution  at  this  time. 

Speaker  Williams:  Have  I heard  a second? 

Dr.  Lawrence:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

Dr.  d’Angelo:  I would  like  to  know  what  the 
period  of  interest  is,  how  many  months? 

Speaker  Williams:  Dr.  Aaron,  are  you  able  to 
answer  that  or  shall  we  call  on  Dr.  Dattelbaum, . the 
treasurer? 

Dr.  Aaron:  Dr.  Dattelbaum  and  Dr.  Anderton 
have  exact  information. 

Speaker  Williams:  Dr.  Dattelbaum,  will  you 

take  the  microphone  and  tell  them  how  we  are  going 
to  make  all  this  money? 

Dr.  Maurice  J.  Dattelbaum,  Treasurer:  Mr. 

Speaker  and  members  of  the  House,  this  money 
that  we  collect  from  the  first  of  January  is  kept  in 
escrow  until  the  last  day,  maybe  a week  before  the 
31st  of  May.  Then  that  money  is  taken  out  and 
given  to  the  A.M.A.  Then  when  the  collections 
come  in  from  the  first  of  June,  we  keep  that  money 
again  in  escrow  until  the  end  of  December.  Now 
the  interest  on  this  money  depends  on  the  treasury 


bonds  or  certificates  that  we  purchase,  and  they 
vary  as  you  know  from  your  newspapers  and  from 
personal  experiences  from  time  to  time.  If  they 
ever  bring  back  again  3 per  cent  it  is  very  good. 
They  have  gone  down  to  1 per  cent  or  maybe  a little 
less  at  times,  but  we  do  not  intend  to  keep  the  sur- 
plus of  this  money — get  this  clear — we  only  want  to 
get  back  what  it  cost  you  as  members  of  the  State 
Society  to  carry  this  thing  on.  If  there  is  any  sur- 
plus, I assure  you  it  will  be  equitably  distributed  to 
the  county  medical  societies  according  to  the  num- 
ber of  members  who  are  in  the  A.M.A.  We  don’t 
want  this  as  a business  transaction  for  any  profits. 
It  varies;  it  may  be  a few  thousand  dollars.  It 
always  has  cost  us  $6,000  in  spite  of  the  fact  that  we 
have  received  back  a very  small  percentage  from 
the  A.M.A.  for  collecting  the  dues,  and  that  had  to 
be  divided  in  half  and  distributed  even  as  low  as  25 
cents  for  one  county  medical  society.  All  that 
bookkeeping,  checkwriting,  etc.,  were  very  costly 
to  your  Medical  Society.  We  are  not  in  a position 
at  present  to  tell  you  exactly  how  much  we  have 
earned  until  next  year.  We  don’t  know,  and  if  you 
will  wait  your  time  we  will  be  able  to  do  that. 
That  is  all  I can  inform  you.  If  anyone  else  here 
knows  more  about  it,  the  Trustees  would  be  only 
too  glad  to  hear  from  them. 

Speaker  Williams:  We  are  going  to  hold  the 
money,  get  some  interest,  and  use  it  to  defray  the 
expenses. 

Dr.  Herbert  S.  Ogden,  New  York:  Mr.  Speaker, 
maybe  somewhere  along  in  the  middle  of  the  book 
of  this  report  about  ten  pages  must  have  been  left 
out.  The  resolution,  as  Dr.  Aaron  read  it,  said  to 
amend  the  Bylaws  so  that  the  treasurer  of  each 
component  county  medical  society  shall  forward  to 
the  treasurer  of  this  Society  the  amount  of  the  State 
per  capita  assessment  collected  from  members  of 
his  county  as  promptly  as  possible  but  in  any  event 
before  the  first  day  of  June  of  each  year.  I would 
certainly  interpret  that  as  meaning  the  State  Society 
dues,  is  that  correct? 

Dr.  Aaron:  That  is  what  it  says. 

Secretary  Anderton:  Yes. 

Dr.  Aaron:  Dr.  Anderton  introduced  this. 

Perhaps  Dr.  Anderton  has  more  of  a definite  answer. 

Speaker  Williams:  Dr.  Anderton,  can  you 

clarify  this  point  for  the  House. 

Secretary  Anderton:  I believe  it  is  just  what 
it  says. 

Dr.  Ogden  : The  State  Society  dues.  How  does 
the  A.M.A.  get  in  here?  If  the  A.M.A.  funds  are 
not  going  to  be  forwarded  to  the  A.M.A.  until  a few 
days  before  the  31st  of  May  how  is  it  going  to  be 
possible  for  the  A.M.A.  to  process  these  things  and 
send  us  the  cards  in  time  for  people  who  might  want 
to  attend  a convention  to  do  so?  When  the  conven- 
tion was  here  in  New  York,  I was  on  the  committee 
for  credentials  of  the  convention,  and  we  had  a whole 
lot  of  people  who  had  to  come  in  getting  letters 
certified  with  the  stamp  of  approval  of  the  county 
society  saying  they  had  paid  their  dues,  but  their 
dues  had  not  yet  cleared  through.  It  seems  to  me 
that  nobody  in  New  York  State  is  going  to  have  the 
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thing  cleared  through  if  the  money  is  not  sent  to 
the  A.M.A.  until  the  31st  of  May  and  the  conven- 
tion starts  the  first  week  in  June. 

Speaker  Williams:  Dr.  Ogden,  Dr.  Anderton 

thinks  he  can  clear  that. 

Secretary  Anderton:  When  the  State  Society 
receives  the  A.M.A.  dues  of  a member  from  his 
county  medical  society,  the  State  Society  notifies 
the  A.M.A.  that  that  member’s  dues  have  been 
paid,  and  the  A.M.A.  thereupon  sends  to  that  mem- 
ber of  the  A.M.A.  his  annual  membership  card. 
The  money  is  sent  later,  but  the  payment  is  recog- 
nized, and  a receipt  sent  to  the  individual  by  the 
A.M.A. 

Speaker  Williams:  Does  that  satisfy  you,  Dr. 
Ogden? 

Dr.  Ogden:  Yes. 

Speaker  Williams:  Dr.  d’ Angelo,  you  asked  for 
the  floor? 

Dr.  d’Angelo:  That  is  exactly  the  same  ques- 
tion I wanted  to  ask. 

Speaker  Williams:  Is  there  any  further  dis- 
cussion? The  committee  recommended  that  we  do 
not  adopt  this  resolution  at  this  time.  Isn’t  that  so, 
Dr.  Aaron? 

Dr.  Aaron:  That  is  correct. 

Speaker  Williams:  It  has  been  seconded.  Is 

there  any  further  discussion?  If  not.  . . 

Dr.  Ogden:  Mr.  Speaker. . . 

Speaker  Williams:  Dr.  Ogden,  take  a micro- 

phone, please. 

Dr.  Ogden:  Could  Dr.  Aaron  tell  us  why  his 

committee  did  not  think  that  the  State  Society 
should  request  the  county  societies  to  pay  their 
dues  promptly?  That  I don’t  understand  because 
that  is  what  the  resolution  requests,  that  the  dues 
be  paid  promptly  in  any  event  before  the  1st  of  June. 

Dr.  Wolff:  I think  I can  clarify  this  very 

rapidly.  It  was  the  feeling  of  Queens  County 
Society  that  the  county  society  should  not  collect 
A.M.A.  dues  since  we  were  not  being  properly 
recompensed.  The  resolution  introduced  would 
have  changed  the  wording  of  the  present  constitu- 
tional provisions  to  eliminate  the  collection  of 
A.M.A.  dues.  If  I may  read  from  the  present  By- 
laws relative  thereto,  being  Section  5,  page  39,  it 
says,  “The  treasurer  of  each  component  county 
medical  society  shall  forward  to  the  treasurer  of  this 
Society  the  amount  of  the  State  per  capita  assess- 
ment and  the  amount  of  all  American  Medical  As- 
sociation dues  collected  from  members  of  his 
county.”  If  you  notice  the  proposed  amendment 
would  leave  out  the  A.M.A.  dues.  Dr.  Aaron’s 
committee  said  it  is  not  necessary  for  the  counties 
not  to  collect  the  dues  since  there  has  been  some 
kind  of  amicable  arrangement  arrived  at,  and  there- 
fore did  not  recommend  its  approval,  so  what  in  ef- 
fect we  will  continue  to  do  is  collect  A.M.A.  dues  at 
the  county  level. 

Speaker  Williams:  Dr.  Wolff  refers  to  page  39 
in  your  Constitution  and  Bylaws  as  now  established. 
It  is  the  recommendation  of  the  committee  not  to 
change.  Is  there  any  further  discussion? 

. . . There  were  calls  for  the  question . . . 

Speaker  Williams:  I hear  calls  for  the  question. 


Are  you  all  clear  as  to  what  the  vote  will  call  for? 
It  will  approve  the  recommendation  that  this  not  be 
approved  at  this  time.  All  in  favor  of  the  recom- 
mendation of  the  Constitution  and  Bylaws  Com- 
mittee say  “aye”;  opposed  “no.”  This  recom- 
mendation of  our  committee  stands  adopted;  the 
resolution  is  not  approved. 

Dr.  Aaron:  The  following  are  technical  changes 
in  language.  We  recommend  the  following  altera- 
tions: 

In  Chapter  2,  Section  1-C,  delete  “The  presidents 
of  the  district  branches  sitting  as  district  delegates” 
and  substitute  “A  representative  from  the  district 
branch  shall  be  elected  as  district  delegate.” 

We  recommend  the  adoption  of  this  portion  of  the 
amendment. 

Dr.  Kenney:  I second  it. 

Dr.  Aaron:  Our  reason  for  this  recommenda- 

tion is  that  there  is  no  objection  at  all  to  electing  the 
president  as  a delegate,  but  the  president  may  serve 
one  year  and  therefore  he  is  a delegate  for  two  years 
under  our  present  Bylaws,  so  we  recommend  this 
resolution. 

Speaker  Williams:  You  recommend  the  ap- 

proval of  the  resolution? 

Dr.  Aaron:  Yes. 

Speaker  Williams:  It  has  been  seconded.  Is 

there  any  discussion?  If  not,  you  are  all  clear. 
All  in  favor  of  the  recommendation  of  the  commit- 
tee say  “aye”;  those  opposed  “no.”  This  portion 
of  the  recommendation  of  the  committee  stands 
adopted. 

Dr.  Aaron:  In  Chapter  2,  Section  1 — these  are 
technical  changes — in  the  sentence  beginning 
“Should  the  president,”  delete  the  word  “president” 
and  substitute  “delegate.”  It  will  then  read: 
“Should  the  delegate  of  a district  branch  be  unable 
to  "serve  as  a district  delegate,  the  vice-president 
shall  so  serve,  and  in  case  of  his  inability  to  serve, 
the  president  of  the  district  branch  shall  designate  a 
delegate.” 

We  recommend  the  adoption  of  this  portion. 

Dr.  Dorman:  I second  it. 

Speaker  Williams:  It  is  clearly  understood 

these  are  delegates  to  the  State  Medical  Society  as 
against  delegates  to  the  A.M.A.  Is  there  any  dis- 
cussion? It  has  been  moved  and  seconded.  Are 
you  ready  for  the  question?  All  in  favor  of  this 
recommendation  of  the  committee  signify  in  the 
usual  manner  “aye”;  those  opposed  “no.”  This 
portion  of  the  report  stands  adopted. 

Dr.  Aaron  : In  the  same  chapter,  Chapter  2,  the 
same  Section  1,  in  the  sentence  beginning  with  the 
words  “in  case  either  the  president,”  delete  the 
word  “president”  and  substitute  for  it  the  word 
“delegate.”  It  will  then  read:  “In  case  either  the 
delegate  of  a district  branch  or  a delegate  of  a 
scientific  section  is  to  be  replaced,  the  president  of 
the  district  branch  or  the  chairman  of  the  scientific 
section,  as  the  case  may  be,  shall  notify  the  secre- 
tary of  the  State  Medical  Society  in  writing.” 

We  recommend  adoption  of  this  portion  of  the 
amendment. 

Dr.  Dorman:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 
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It  has  been  moved  and  seconded.  Are  you  ready 
for  the  question?  All  in  favor  of  this  recommenda- 
tion of  the  committee  signify  in  the  usual  manner 
“aye”;  those  opposed  “no.”  This  portion  of  the 
report  stands  adopted. 

Dr.  Aaron:  In  Chapter  9,  in  the  17th  line, 

delete  the  word  “president”  and  substitute  “dele- 
gate.” It  will  then  read:  “Delegates  of  the  district 
branches  sitting  in  the  House  of  Delegates  shall  be 
allowed  necessary  expenses.” 

We  recommend  the  adoption  of  this  portion  of  the 
amendment. 

Dr.  Kenney:  I second  it. 

Dr.  d’Angelo  : Who  is  to  pay  the  expenses? 

Speaker  Williams:  That  is  a good  question. 

Dr.  Aaron,  the  question  is  shall  the  district  branch 
or  the  State  Society  pay  these  expenses?  Is  this 
spelled  out  in  this  recommendation  of  your  com- 
mittee? 

Dr.  Aaron:  No.  Our  intent  was  that  the  State 
Medical  Society  should  pay  the  expenses  of  such 
persons. 

Speaker  Williams:  Will  anyone  offer  an  amend- 
ment that  the  expenses  shall  be  paid  by  the  Medical 
Society  of  the  State  of  New  York? 

Dr.  Wolff:  I would  so  move. 

Speaker  Williams:  Do  I hear  a second? 

Secretary  Anderton:  I second  it. 

Speaker  Williams:  On  the  amendment,  that 

this  be  paid  by  the  State  Medical  Society,  all  in 
favor  of  the  amendment  say  “aye”;  those  opposed 
“no.”  The  amendment  i3  adopted. 

Now  the  resolution  as  amended  is  before  you. 
Is  there  any  discussion?  If  not,  all  in  favor  say 
“aye”;  those  opposed  “no.”  The  recommendation 
of  the  committee  as  amended  stands  adopted. 

Dr.  Aaron:  Chapter  13,  Section  1,  delete  “who 
will  be  a district  delegate”  and  substitute  the  fol- 
lowing, “and  a district  delegate  for  two  years.” 
This  paragraph  will  then  read:  “Each  district 

branch  shall  elect  a president  for  two  years  and  a 
district  delegate  to  the  House  of  Delegates  for  two 
years.” 

We  recommend  adoption  of  this  portion  of  the 
amendment. 

Speaker  Williams:  This  portion  of  the  amend- 
ment is  before  you.  Is  there  a second? 

Dr.  Kenney:  I second  it. 

Speaker  Williams:  This  portion  of  the  report 
has  been  moved  and  seconded.  Is  there  any  dis- 
cussion. If  not,  are  you  ready  for  the  question? 
All  in  favor  say  “aye”;  those  opposed  “no.”  This 
portion  stands  adopted. 

Dr.  Aaron:  Chapter  13,  Section  3,  substitute 

“delegate”  for  “president”  in  line  3,  deleting  “as  a 
delegate,”  and  continuing:  “The  vice-president 

shall  serve  as  delegate,  and  if  the  vice-president  is 
unable  to  so  function,  the  president  shall  designate 
an  alternate  delegate  to  serve  and  shall  so  notify  the 
secretary  of  the  Medical  Society  of  the  State  of  New 
York.” 

The  last  sentence  of  this  section  should  be  deleted. 

We  move  the  adoption  of  this  portion  of  the 
resolution. 

Speaker  Williams:  The  recommendation  of  the 


committee  is  before  you.  Do  I hear  a second? 

Dr.  Frederic  W.  Holcomb,  Trustee:  I second  it. 

Speaker  Williams:  Is  there  discussion?  As 

Speaker,  I was  curious  about  whether  the  secretary 
in  this  case  should  not  also  be  notified  in  writing? 

Dr.  Aaron:  Yes,  sir.  I think  we  sav  here  “and 
shall  so  notify  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York.” 

Speaker  Williams:  But  previously  a few  sen- 
tences ago  you  approved  one  that  said  in  writing. 
Do  you  accept  that  as  an  amendment  from  the 
Chair? 

Dr.  Aaron:  I do,  sir. 

Speaker  Williams:  Fine!  As  amended,  are 

you  ready  for  the  question?  All  in  favor  of  this 
recommendation  that  the  committee  has  amended 
say  “aye”;  those  opposed  “no.”  This  portion  of 
the  report  stands  adopted  as  so  rudely  amended  by 
the  Speaker. 

Dr.  Aaron:  May  I move  that  the  report  as  a 
whole  as  amended  be  adopted. 

Dr.  Dorman:  I second  it. 

Speaker  Williams:  The  report  of  the  Special 
Committee  on  Constitution  and  Bylaws  of  the 
House  is  before  you  to  be  approved  as  a whole  as 
amended.  I want  to  amend  that  and  say  with 
hearty  thanks  to  Dr.  Aaron  and  his  committee.  I 
am  sure  you  will  all  agree  to  that.  All  in  favor  say 
“aye”;  opposed,  if  any,  “no.”  The  report  as  a 
whole  as  amended  is  adopted.  Dr.  Aaron,  it  was  by 
acclaim.  We  thank  you. 

The  nice  thing  about  being  Speaker,  you  have  got 
four  people  back  here  and  you  still  need  a white 
cannon  and  a whistle. 

The  next  committee  we  will  hear  from  is  the  Re- 
port of  the  Reference  Committee  on  Report  of  the 
Council,  Part  IV,  Dr.  Morris  Maslon,  of  Warren, 
chairman.  It  has  to  do  with  Public  Health  Activi- 
ties C:  Cancer,  Blood  Banks,  Heart  Disease, 

Mental  Hygiene,  Film  Review.  Give  your  at- 
tention to  Dr.  Maslon,  please. 

Section  131 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IV — Public  Health  Activities 
C:  Cancer 

Dr.  Morris  Maslon,  Warren:  Mr.  Speaker  and 
members  of  the  House,  the  Reference  Committee  on 
Public  Health  Activities  C,  dealing  with  Cancer, 
Blood  Banks,  Heart  Disease,  Mental  Hygiene,  Film 
Review,  take  it  for  granted  that  you  have  all  read 
the  report  as  published  in  the  Journal. 

The  reference  committee  reviewed  the  printed 
report  of  Public  Health  Activities  C,  Part  IV,  as  it 
appeared  in  the  New  York  State  Journal  of 
Medicine.  . . 

Speaker  Williams:  Just  a moment,  Doctor,  in 
the  printed  reports,  pages  1104  to  1107,  is  that 
right? 

Dr.  Maslon:  That  is  right. 

Speaker  Williams:  1104  in  your  printed  re- 

ports, gentlemen. 

Dr.  Maslon:  For  the  sake  of  brevity  I think  we 
will  omit,  unless  you  wish  to  the  contrary,  reading 
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these  reports  to  you,  as  I am  sure  you  are  all  familiar 
with  them. 

On  the  report  of  the  Subcommittee  on  Cancer, 
this  report  was  approved  with  an  expression  of  ap- 
preciation of  the  activities  of  this  committee  during 
this  year.  I so  move. 

Speaker  Williams:  The  adoption  of  this  por- 
tion of  the  report  of  the  Subcommittee  on  Cancer  is 
before  you.  Do  I hear  a second? 

Dr.  Waring  Willis,  Westchester:  I second  it. 
Speaker  Williams:  Is  there  any  discussion? 

If  not,  all  in  favor  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  stands  adopted. 

Section  132  ( See  16) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IV:  Heart  Disease 

Dr.  Morris  Maslon,  Warren:  The  report  of 

the  Subcommittee  on  Heart  Disease  was  accepted, 
with  no  changes  indicated,  and  with  similar  ex- 
pressions of  appreciation. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Speaker  Williams:  This  portion  of  the  report 
is  before  you.  It  has  been  moved  and  seconded. 
Is  there  any  discussion?  If  not,  all  in  favor  say 
“aye”;  those  opposed  “no.”  This  portion  stands 
adopted. 

Section  138  ( See  14) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IV:  Mental  Hygiene 

Dr.  Morris  Maslon,  Warren:  The  report  of  the 
Subcommittee  on  Mental  Hygiene  was  approved. 
The  feature  which  brings  the  patient  back  to  the 
physician  was  noted  for  commendation. 

I move  its  adoption. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Speaker  Williams:  Is  there  any  discussion? 

Hearing  none,  all  in  favor  say  “aye”;  those  op- 
posed “no.”  This  portion  is  adopted. 

Section  134 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IV:  Medical  Film  Review 

Dr.  Morris  Maslon,  Warren:  The  Subcommit- 
tee on  the  Medical  Film  Review  continues  its  active 
work.  It  is  suggested  that  some  means  for  more 
widespread  use  of  this  facility  be  sought. 

I move  its  adoption. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Edward  F.  Shea,  Ulster:  I second  it. 
Speaker  Williams:  Is  there  any  discussion? 

If  not,  all  in  favor  say  “aye”;  those  opposed  “no.” 
This  portion  stands  adopted. 

Section  135  ( See  82) 

Report  of  Reference  Committee  on  Report 
of  Council , Part  IV:  Establishment  of  a 
Section  on  Blood  Banking 

Dr.  Morris  Maslon,  Warren:  Resolution  58-1, 
which  was  referred  to  our  committee,  the  subject 


deals  with  the  establishment  of  a section  on  blood 
banking.  . . 

Speaker  Williams:  If  I may  interrupt,  58-1. 
This  is  resolution  1 in  your  folders.  Gentlemen,  1 
was  referred  to  this  committee,  and  this  is  their  re- 
port in  regard  to  resolution  1 in  the  year  of  1958.  I 
am  sorry  you  were  interrupted,  Dr.  Maslon. 

Dr.  Maslon:  Do  you  wish  me  to  read  the 

whereases?  I think  the  men  are  acquainted  with 
the  resolution. 

Speaker  Williams:  No. 

Dr.  Maslon:  The  subject,  as  I mentioned  be- 
fore, simply  dealt  with  the  establishment  of  a sec- 
tion on  blood  banking.  Your  reference  committee 
discussed  this  resolution  thoroughly,  and  we  felt 
that  this  resolution  should  be  disapproved  on  the 
basis  that  this  activity  of  the  Society  might  better 
be  assigned  to  the  Section  on  Pathology  and  Clinical 
Pathology.  We  at  present  have  this  section.  This 
will  entail  a change  in  the  name  of  the  section  as  in- 
dicated to  read,  “Section  on  Pathology,  Clinical 
Pathology,  and  Blood  Banking.” 

Mr.  Speaker,  I move  its  adoption. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 
Speaker  Williams:  The  recommendation  is  be- 
fore you.  What  runs  through  my  mind,  does  this 
require  an  amendment  to  the  Bylaws?  I think 
our  sections  are  set  up  under  the  Bylaws,  are  they 
not?  I will  be  glad  to  entertain  a motion  to  ap- 
prove the  recommendation  of  the  committee,  and  if 
it  requires  amendment  to  the  Bylaws  that  it  be  sub- 
mitted to  Dr.  Aaron’s  committee  and  in  due  time 
be  approved. 

Shall  we  proceed  with  such  an  action?  Hearing 
no  objection,  the  ruling  of  the  Chair  seems  sus- 
tained. All  in  favor  say  “aye”;  those  opposed 
“no.”  This  portion  of  the  report  stands  adopted. 

Section  136  ( See  67) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IV:  Blood  Banks  Association 

Dr.  Morris  Maslon,  Warren:  Resolution 

58-36,  deals  with  the  subject  of  Blood  Banks  As- 
sociation. Omitting  the  whereases,  which  we  felt 
were  not  specially  necessary  at  this  time,  it  reads : 

Resolved , that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
convention  assembled,  mandate  the  Trustees  to 
render  only  token — if  any — financial  assistance 
to  the  North  East  District  Clearing  House  of  the 
American  Association  of  Blood  Banks.” 

Our  discussion  developed  the  following:  The 

perennial  problem  of  the  Blood  Banks  Association 
and  the  North  East  District  Clearing  House  came 
up  for  prolonged  and  detailed  discussion  in  the  con- 
sideration of  resolution  58-36,  introduced  by  Dr. 
Charles  Sandler,  of  the  Bronx  County  Medical 
Society. 

The  reference  committee  spent  most  of  its  energy 
on  this  problem  and  in  discussing  the  resolution  in 
particular. 

1.  There  was  an  agreement  that  the  $111,000 
must  be  considered  written  off  our  records  and 
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should  not  come  up  for  reconsideration  in  discussing 
this  problem. 

2.  The  Blood  Banks  Association  is  a legitimate 
function  of  the  State  Society  and  has  widespread 

! public  relations  benefits. 

3.  That  the  Blood  Banks  Commission  and  the 
i Blood  Banks  Association  is  deserving  of  our  com- 
mendation. 

4.  That  the  North  East  District  Clearing  House 
is  progressing  in  New  York  State  and  will  ultimately 
repay  the  loan  made  to  it. 

It  was  the  consensus  of  the  committee  that  the 
resolution  58-36  serves  no  useful  purpose  inasmuch 
as  the  Board  of  Trustees  approved  an  appropriation 
of  816,600  for  the  year  1958  on  the  basis  of  a detailed 
study  and  report  brought  in  by  a special  subcommit- 
tee of  the  Council,  and  the  apparent  increasing 
stability  of  both  organizations  with  greater  future 
promise. 

It  was  the  unanimous  opinion  of  the  reference 
committee  that  no  further  additional  token  subsidy 
is  necessary  at  the  present  time. 

In  a sense  the  intent  and  purpose  of  the  resolution 
is  being  fulfilled  because  no  additional  assistance  is 
needed  at  this  time  and,  based  on  experience  of  other 
clearing  house  groups  throughout  the  country,  addi- 
tional support  will  not  be  needed.  Therefore,  it  is 
recommended  that  the  resolution  be  tabled. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Speaker  Williams:  There  is  no  room  for  dis- 
cussion on  a motion  to  table.  All  in  favor  of  tabling 
say  “aye”;  those  opposed  “no.”  The  resolution  is 
tabled. 

Dr.  Maslon  : I now  move  that  the  report  of  the 
reference  committee  be  adopted  as  a whole. 

Dr.  Dorman  : I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  the  report  as  a whole  be  adopted.  Is 
there  any  discussion?  If  not,  all  in  favor  of  its 
adoption  say  “aye”;  opposed  “no.”  It  stands 
adopted  with  thanks,  Dr.  Maslon. 

Dr.  Maslon:  I would  like  to  take  this  opportu- 
||  nity  to  thank  the  members  of  my  committee,  Alfred 
1 A.  Angrist,  M.D.,  Jason  K.  Moyer,  M.D.,  Edward 
I F.  Shea,  M.D.,  and  Waring  Willis,  M.D.,  for  the 
I cooperation  and  the  work  which  they  performed 
helping  us  through  the  formulation  of  this  report. 

I also  would  like  to  take  this  opportunity  of 
thanking  all  the  various  doctors  and  the  ladies  who 
appeared  before  our  committee,  and  who  helped  us 
not  only  to  formulate  this  report  but  also  to  confuse 
us  to  a certain  extent.  ( Laughter ) 

Speaker  Williams:  For  a man  that  is  confused, 
you  made  an  excellent  report,  and  the  House  thanks 
| you,  Dr.  Maslon.  ( Applause ) 

Section  187 

jj  Announcement  re  Annual  Meeting 

Speaker  Williams:  I don’t  know  whether  I 

| have  to  introduce  this  man  or  not,  but  he  is  chair- 
man of  an  important  committee;  I don’t  care 
whether  it  is  Monday  night,  Wednesday  night,  or 
Saturday  night.  Dr.  Borrelli  has  something  he 
wants  to  tell  some  of  the  members  of  the  House. 


Dr.  Frank  J.  Borrelli,  New  York , Section  on 
Radiology:  Mr.  Speaker,  members  of  the  House  of 
Delegates,  guests,  and  friends,  in  the  past  I have 
heard  comment  about  having  heard  so  much  verbi- 
age at  the  House  that  they  thought  it  might  be  wise 
to  stay  out  of  the  annual  meeting,  which  is  your 
House  dinner  meeting  on  Wednesday  night.  So 
Wednesday  night,  because  we  could  not  have  it 
changed  to  Monday  night  this  year,  your  committee 
has  worked  diligently,  the  dinner  meeting  will  be 
held.  Most  of  the  work  has  been  done  by  the  com- 
mittee and  not  by  me.  I represent  the  committee 
in  asking  you  to  make  arrangements  as  soon  as  pos- 
sible so  that  we  can  tell  the  hotel  the  number  that 
are  going  to  be  there.  This  dinner  has  been  under- 
written to  the  tune  of  50  per  cent  by  some  of  our 
good  friends  in  the  drug  houses.  I have  been  suc- 
cessful in  selling  the  Council  the  idea  to  keep  the 
speakers  out.  There  will  be  no  speakers.  There 
will  be  a cocktail  party  for  everybody  at  the  Presi- 
dent’s Reception.  This  has  been  taken  over  by  one 
of  the  drug  houses. 

Now  as  to  the  dinner  itself,  I have  heard  people 
say  they  don’t  want  to  come  down  and  have  a 
piece  of  chicken.  We  have  arranged  to  give  you  a 
first-class  roast  beef  dinner.  For  your  entertain- 
ment after  the  dinner,  I have  heard  it  said  that  the 
little  band  that  they  had  were  not  fit  to  dance  to. 
We  have  arranged  for  Ben  Cutler  and  his  orchestra 
to  be  there.  It  is  a topnotch  combo,  and  I am  sure 
you  will  enjoy  it. 

In  addition  to  all  this,  I have  been  successful 
through  some  of  my  friends  to  donate  some  prizes. 
Some  other  members  of  the  committee  also  helped 
getting  prizes.  These  include  transistor  radios, 
luggage,  all  sorts  of  expensive  blankets.  If  you  go 
I am  sure  at  least  one  out  of  every  five  or  six  of 
you  will  win  a prize  unless  too  many  of  you  come. 

Mr.  and  Mrs.  Arthur  Murray,  whose  daughter 
married  one  of  the  members  of  the  State  Society — I 
think  his  name  is  Heimlich;  as  a matter  of  fact  I 
know  that  is  his  name,  but  I don’t  want  to  be  ad- 
vertising, it  is  out  of  order — are  going  to  send  a 
couple  who  are  going  to  entertain  you.  If  any  of 
you  know  anything  about  the  cha  cha  or  the  goose 
step,  come  there  because  I am  sure  you  will  win  a 
prize,  for  we  have  a half  dozen  dance  prizes.  So 
all  in  all  I can  guarantee  that  you  will  have  a good 
dinner,  many  cocktails,  a good  time,  and  something 
to  take  home. 

Thank  you  very  much.  ( Applause ) 

Vice-Speaker  Lane:  Dr.  Williams  would  like 

me  to  remind  you  that  the  tickets  are  still  on  sale 
in  the  back  of  the  room. 

Section  188  ( See  26) 

Report  of  Reference  Committee  on  Report  of 
President 

Vice-Speaker  Lane:  The  next  report  will  be  the 
Reference  Committee  on  the  President’s  Report  by 
Dr.  Walls,  of  Erie. 

Dr.  Walter  Scott  Walls,  Erie:  Mr.  Speaker 
and  members  of  the  House,  the  report  of  the  presi- 
dent, Dr.  Thurman  B.  Civan,  is  a comprehensive 
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survey  of  the  activities  of  the  State  Society  during 
the  past  year  and  reflects  to  some  extent  the  enor- 
mous activity  that  a president  of  our  organization 
must  exhibit  during  the  course  of  his  time  in  office. 

Dr.  Givan  rightly  notes  that  but  a small  fraction 
of  the  doctors  in  the  State  Society  are  able  to  par- 
ticipate in  its  committee  work  and  direct  its  af- 
fairs, and  it  is  his  suggestion  that  emphasis  be 
placed  upon  the  initiation  of  subjects  and  matters 
for  consideration  at  the  county  society  level.  We 
feel  this  is  most  important  if  the  Society  is  to  be 
maintained  on  a truly  democratic  level.  The  presi- 
dent further  feels  that  the  district  branch  meetings 
are  very  useful  in  consolidating  the  issues  that  in- 
volve several  counties  alike.  This  indicates  a need 
and  a place  for  the  district  branch  meetings,  and  we 
would  agree  with  his  conclusion  that  district 
branch  meetings  should  continue. 

We  are  also  happy  to  note  that  Dr.  Givan  has 
seen  fit  to  stimulate  the  Council  to  set  up  a commit- 
tee to  look  into  the  subject  of  reorganization  of  our 
State  Society.  A year  ago  the  then  president,  Dr. 
James  Greenough,  suggested  dividing  the  many 
committees  of  the  Society  into  three  groups, 
namely,  administrative,  economic,  and  scientific, 
for  more  efficient  handling  of  the  affairs  of  the 
Society,  and  he  wrote  his  report  along  those  lines. 
It  was,  therefore,  quite  appropriate  that  Dr. 
Greenough  be  appointed  as  chairman  of  this  new 
committee  regarding  reorganization,  and  it  is 
hoped  that  the  firm  of  Rogers,  Slade  and  Hill, 
through  their  preliminary  survey,  will  be  able  to 
indicate  the  best  course  of  reorganization  to  under- 
take. 

The  results  of  this  survey  are  now  before  you, 
and  Mr.  Edlund,  representative  of  the  surveying 
firm,  and  the  ad  hoc  committee  of  Drs.  Masterson, 
Azzari,  and  Allen  appointed  by  the  president  to 
confer  with  and  assist  him,  are  to  be  congratulated 
on  a task  well  done.  It  now  remains  for  the  Medi- 
cal Society  to  decide  on  the  changes  to  be  made  and 
the  manner  of  effecting  them. 

Concerning  the  new  committee  on  malpractice 
insurance  and  defense  headed  by  Dr.  Thomas  M. 
d’ Angelo,  we  are  happy  to  note  the  development  of 
better  policies  for  broader  coverage  and  special  con- 
sideration of  the  general  practitioners.  The  increas- 
ing success  of  the  Group  Plan  would  seem  to  be 
necessary,  and  continued  efforts  to  improve  the 
coverage  and,  if  possible,  lower  the  premium  costs 
should  be  diligentfy  pursued. 

The  president  is  rightly  proud  of  our  pioneer  ef- 
fort in  establishment  of  a Bureau  of  Industrial 
Health,  directed  by  Dr.  Anthony  A.  Mira.  As  he 
indicates,  the  breadth  and  scope  of  the  activities  of 
this  bureau  are  great  and  its  possibilities  enormous. 
We  join  in  commending  Dr.  Peter  J.  Di  Natale, 
chairman,  and  his  committee,  along  with  Dr.  Mira 
and  his  staff,  for  a project  well  launched. 

Concerning  Workmen’s  Compensation,  we  share 
Dr.  Givan’s  hope  that  a new  fee  schedule  will  be 
speedily  forthcoming  from  Miss  Parisi.  This 
schedule  is  long  overdue  and  has  been  working  an 
injustice  on  the  doctors  concerned.  We  are  pleased 
to  note  that  some  progress  has  been  made  in  halting 


the  practice  of  accepting  Workmen’s  Compensation 
cases  in  Veterans  Administration  facilities.  These 
and  other  reported  activities  of  Dr.  Gerald  D.  Dor- 
man, committee  chairman,  and  his  associates,  and 
Dr.  Anthony  A.  Mira,  bureau  director,  give  evidence 
of  their  alertness  and  vigor  in  serving  the  Society, 
and  we  join  Dr.  Givan  in  extending  our  thanks  and 
gratitude. 

We  are  glad  to  note  that  the  Committee  on  Legis- 
lation is  working  at  its  usual  high  rate  of  efficiency 
under  the  chairmanship  of  Dr.  Henry  I.  Fineberg 
and  the  work  of  Dr.  Harold  B.  Smith,  executive 
officer. 

We  are  also  happy  to  note  that  the  Economics 
Committee  has  done  so  well  in  directing  the  manage- 
ment of  the  Medicare  program.  The  chairman,  Dr. 
John  C.  McClintock,  and  his  associates,  and  Mr. 
George  P.  Farrell,  the  administrative  officer,  still 
have  numerous  details  and  knotty  problems  to  deal 
with  in  the  implementation,  but  their  efforts  to  date 
are  highly  appreciated. 

We  join  with  the  president  in  rejoicing  that  a 
Public  Health  and  Education  Committee  under  the 
chairmanship  of  Dr.  Norman  S.  Moore  has  at  last 
seen  the  State  Society  take  a stand  in  the  affirma- 
tive concerning  the  fluoridation  of  public  water  sup- 
plies. 

We  are  pleased  to  note  that  Dr.  Raymond  S. 
McKeeby’s  Committee  on  Nursing  Education  is 
considering  widening  its  activities  from  being  purely 
advisory  to  taking  a more  active  stand  in  the  re- 
cruitment of  nurses  and  also  the  training  of  “para- 
medical personnel.”  These  are  vitally  important 
problems  at  this  time,  and  it  is  proper  that  the  State 
Society  be  concerned  with  them. 

We  are  heartily  in  accord  with  the  president  in 
extending  thanks  to  the  Woman’s  Auxiliary  for 
their  usual  faithful  and  diligent  work  on  behalf  of  the 
State  Medical  Society.  I am  sure  we  are  all  deeply 
and  gratefully  aware  of  the  efforts  of  the  ladies  on 
our  behalf. 

Concerning  the  New  York  State  Journal  of 
Medicine,  we  are  more  than  happy  to  join  the 
president  in  his  thanks  to  Dr.  Masterson,  his  com- 
mittee, Dr.  Redway,  Miss  Alvina  Rich  Lewis  and 
the  Journal  staff,  for  a job  well  done.  The  Ses- 
quicentennial  number  of  February  1 was  an  excel- 
lent presentation  and  will  long  be  treasured  as  a 
commemorative  by  many  members  of  the  Society. 

The  reference  to  the  War  Memorial  Committee, 
administered  by  Dr.  Walter  W.  Mott,  is  a happy 
and  rewarding  one.  I am  sure  we  can  all  be  proud 
of  the  Society’s  activity  in  furthering  the  education 
of  the  children  of  deceased  colleagues. 

We  hope  the  president’s  admonition  to  increase 
participation  in  the  work  of  the  American  Medical 
Education  Foundation  through  the  medium  of  the 
committee  under  the  chairmanship  of  Dr.  William 
E.  Pelow  will  be  heeded.  It  is  not  a tolerable  posi- 
tion that  New  York  State  should  be  behind  two 
other  states  in  this  regard. 

We  would  also  like  to  add  our  commendation 
concerning  the  work  of  Dr.  J.  G.  Fred  Hiss,  com- 
mittee chairman,  Civil  Defense  and  Catastrophe. 
It  is  most  difficult  to  keep  a high  level  of  interest  in 
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this  type  of  activity,  but  the  necessity  is  vital.  It 
is  to  be  hoped  that  the  division  of  consideration  of 
emergencies  and  catastrophies  into  the  four  new 
categories  will  stimulate  further  interest,  and  de- 
velopment of  technics  to  meet  the  situations  will  be 
evolved. 

We  are  happy  to  join  with  the  president  in  his 
appreciation  of  the  office  staff  and  Mr.  Thomas  E. 
Alexander,  office  manager. 

The  leasing  of  new  quarters  at  750  Third  Avenue 
and  the  prospect  of  moving  thereto  about  July  1 is 
most  welcome  news.  Better  working  conditions 
will  undoubtedly  be  appreciated  by  our  employes 
and  result  in  even  better  performance  than  the  high 
level  that  has  long  been  maintained.  The  com- 
mendation of  Dr.  Walter  W.  Mott  by  Dr.  Givan  for 
his  efforts  in  securing  our  new  home  should  be 
seconded  by  all  of  us. 

Dr.  Givan  also  expresses  his  thanks  and  appreci- 
ation to  the  Council  and  the  Board  of  Trustees  for 
their  cooperative  help  at  all  times  and  in  particular 
makes  note  that  Dr.  W.  P.  Anderton  has  been  of 
inestimable  aid  throughout  his  tour  of  duty.  We 
are  pleased  to  join  in  this  commendation  and  would 
like  also,  at  this  time,  on  behalf  of  the  House  of 
Delegates,  to  thank  you,  Dr.  Givan,  for  your  un- 
selfish and  unceasing  effort  this  past  year  on  behalf 
of  the  Society  and  congratulate  you  on  your  ad- 
ministration and  leadership. 

I would  like  to  move  adoption  of  this  portion  of 
the  report. 

Vice-Speaker  Lane:  You  heard  the  motion. 

Is  there  a second? 

Dr.  Alfred  L.  George,  Genesee : I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  report  be  adopted  as  read.  Is 
there  discussion?  Those  in  favor  say  “aye”;  any 
opposed  “no.”  It  is  so  ordered. 

Section  139  ( See  27) 

Report  of  Reference  Committee  on  Report 
of  President-Elect 

Dr.  Walter  Scott  Walls,  Erie:  The  address  of 
the  new  president,  Dr.  Leo  E.  Gibson,  of  Syracuse, 
was  of  great  and  timely  interest.  Of  particular 
note  are  his  recommendations  that  we  support  and 
extend  Blue  Shield  coverage  and  help  discourage  such 
proposals  as  the  Forand  Bill  and  other  moves  toward 
national  health  insurance. 

Dr.  Gibson  also  directs  our  attention  to  the  glaring 
lack  of  coordination  and  cooperation  between 
county  and  state  medical  societies  on  the  one  hand 
and  medical  schools  and  full-time  personnel  on  the 
other.  We  agree  that  much  can  and  should  be  done 
to  correct  this  unfortunate  situation. 

We  sincerely  extend  our  congratulations  to  Dr. 
Gibson  on  his  election  and  wish  him  every  success 
in  his  task  in  the  year  ahead. 

This  report  is  signed  by  members  of  my  reference 
committee,  to  whom  I wish  to  give  appreciation  at 
this  time,  Dr.  Joseph  J.  Thompson,  Dr.  Alfred  L. 
George,  Dr.  John  L.  Sengstack,  and  Dr.  William  L. 
Wheeler,  Jr. 

I move  that  the  report  be  adopted  as  read 


Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  report  be  adopted  as  read.  Is 
there  any  discussion?  If  not,  those  in  favor  will 
say  “aye”;  any  opposed  “no.”  It  is  so  ordered. 
( Applause ) 

Section  llfi  ( See  13) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  II — Public  Health  Activities 
A:  Maternal  and  Child  Welfare 

Vice-Speaker  Lane:  The  next  reference  com- 
mittee to  report  will  be  Council,  Part  II,  Public 
Health  Activities  A — Maternal  and  Child  Welfare, 
School  Health,  Accident  Prevention,  by  Dr.  R. 
Scott  Howland,  from  Chemung,  chairman. 

Dr.  R.  Scott  Howland,  Chemung • Your  ref- 
erence committee  has  reviewed  the  report  and  the 
supplementary  report  of  the  Subcommittee  on  Ma- 
ternal and  Child  Welfare,  Dr.  Charles  A.  Gordon, 
chairman. 

It  notes  that  the  case  reports  of  most  maternal 
deaths  in  upstate  New  York  have  been  gathered  and 
studied. 

Your  reference  committee  feels  that  the  informa- 
tion gathered  from  these  reports  should  be  shared 
with  the  profession.  It  was  noted  that  in  Syracuse 
a mortality  conference  is  carried  out  three  times 
weekly.  This  conference  is  attended  by  health  of- 
ficers, public  health  nurses,  hospital  administrators, 
as  well  as  physicians.  Your  reference  committee 
agrees  with  the  subcommittee  that  this  type  of 
program  for  the  education  of  the  physician  could 
possibly  be  carried  out  in  other  portions  of  the 
State. 

Dr.  Charles  Gordon  is  to  be  congratulated  for  his 
long  time  efforts  as  chairman  of  this  subcommittee. 

I move  the  adoption  of  this  portion  of  the  report. 

Vice-Speaker  Lane:  It  has  been  moved  that 

this  portion  of  the  report  be  adopted.  Is  there  a 
second? 

Dr.  Frederic  W.  Holcomb,  Trustee:  I second  it. 

Vice-Speaker  Lane:  Is  there  discussion?  If 

not,  those  in  favor  of  the  approval  of  this  portion  of 
the  report  will  say  “aye”;  any  objections  “no.”  It 
is  so  ordered. 

Section  14-1 

Report  of  Reference  Committee  on  Report  of 
Council , Part  II:  School  Health 

Dr.  R.  Scott  Howland,  Chemung:  Your  ref- 

erence committee  has  studied  the  reports  of  the 
Subcommittee  on  School  Health,  Dr.  William  A. 
Ayling,  chairman,  and  notes  that  regional  meetings 
on  school  health  problems  are  to  be  sponsored  by  the 
Medical  Society  of  the  State  of  New  York. 

It  also  notes  that  the  subcommittee  reaffirmed  its 
previous  stand  that  less  frequent  but  more  thorough 
physical  examinations  be  given  school  children. 
This  principle  which  was  approved  by  the  Legisla- 
tion Committee  formed  the  basis  of  a bill  introduced 
into  the  Legislature  at  its  past  session. 

This  bill  was  killed  in  committee,  although  it  was 
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supported  by  the  Department  of  Health;  the  Edu- 
cation Department  was  opposed  to  it. 

Your  reference  committee  agrees  that  this  is  a 
worth-while  type  of  legislation,  and  in  the  future  the 
conflicting  viewpoints  of  the  State  Education  De- 
partment and  the  Subcommittee  on  School  Health 
may  be  reconciled.  It  is  felt  that  efforts  should  be 
continued  to  reduce  the  number  of  yearly  routine 
school  medical  examinations. 

Your  reference  committee  compliments  Dr. 
Ayling  for  both  his  efforts  as  chairman  of  the  sub- 
committee and  as  representative  of  the  Medical 
Society  of  the  State  of  New  York  at  the  National 
Conference  on  Physicians  and  Schools. 

I move  the  adoption  of  this  portion  of  the  report. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  A.  H.  Aaron,  Vice-President:  I second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion? 

Those  in  favor  of  adopting  this  portion  of  the  report 
say  “aye”;  opposed  “no.”  It  is  so  ordered. 

Section  142  ( See  12) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  II:  Accident  Prevention 

Dr.  R.  Scott  Howland,  Chemung:  Your  ref- 

erence committee  has  studied  the  supplementary 
report  of  the  Subcommittee  on  Accident  Prevention, 
Dr.  S.  Bernard  Wortis,  chairman. 

It  was  noted  that  a study  of  the  correlation  of 
visual  defects  to  auto  accidents  has  not  been  made, 
but  as  information  becomes  available  through  re- 
search, the  examination  of  applicants  for  operators’ 
licenses  can  be  patterned  accordingly. 

The  Council  of  the  Medical  Society  of  the  State 
of  New  York  has  authorized  the  recommendations 
of  the  Subcommittee  on  Accident  Prevention. 
These  recommendations  have  included  types  of 
tests,  certain  standards  of  vision,  visual  form  fields, 
and  methods  of  checking  unusual  optic  problems. 

Your  reference  committee  realizes  that  few  data 
are  available  to  guide  recommendations  in  the  area 
of  vision  and  feels  that  recommendations  may  have 
to  be  changed  in  the  future.  However,  if  these 
recommendations  prevent  motor  car  accidents,  it  is 
a worthy  attempt. 

I recommend  the  adoption  of  this  portion  of  the 
report  and  so  move. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  James  E.  Glavin,  Essex:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  discussion?  If  not,  those  in  favor  of  adopt- 
ing this  portion  of  the  report  will  say  “aye”;  any 
objections  “no.”  It  is  so  ordered;  it  is  carried. 

Section  143  ( See  SS) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  II:  Required  Immunization 

Record  on  Driver’s  Licenses 

Dr.  R.  Scott  Howland,  Chemung:  This  ref- 

erence committee  had  presented  to  it  one  resolu- 
tion, 58-2.  The  subject  is,  “Required  Immuniza- 
tion Record  on  Driver’s  Licenses,”  introduced  by  the 
Medical  Society  of  the  County  of  Albany. 


The  essence  of  this  resolution  is  that  two  spaces 
should  be  provided  on  each  driver’s  license  for  a 
physician  to  note  (1)  whether  tetanus  toxoid  has 
been  given  and  (2)  when  it  was  given. 

Your  reference  committee  has  discussed  this 
rather  thoroughly  and  feels  that  this  resolution 
should  not  be  adopted.  Its  reasons  are  several: 
First,  to  fill  in  the  data  every  three  years  on  a 
driver’s  license  by  a physician  will  be  extremely  dif-  I 
ficult.  Second,  if  extra  data  are  to  be  added  to  the  - 
driver’s  license,  more  important  data  or  at  least 
equally  important  data  possibly  should  be  added  j 
such  as  is  the  driver  a diabetic,  is  he  sensitive  to 
penicillin  or  other  drugs,  etc.  Third,  for  some  j 
time,  the  Public  Health  and  Education  Committee 
has  been  trying  to  remove  some  of  the  questions  1 
which  you  now  answer  in  getting  a driver’s  license. 
These  questions  are  such  as  “Have  you  had  Brights 
disease?”  and  were  originally  thought  up  by  clerks  j 
in  the  license  bureau  rather  than  by  physicians. 
Inasmuch  as  it  has  been  difficult  to  get  these  ques- 
tions removed  from  your  application  for  a driver’s 
license,  your  committee  feels  that  it  is  improper  to 
add  the  question  of  tetanus  toxoid  at  this  time. 
However,  your  committee  does  feel  that  a medi- 
cal record  should  be  carried  with  your  license  at  all  ] 
times  but  not  as  a part  of  it. 

The  Subcommittee  on  General  Practice  already 
has  proposed  the  adoption  and  use  of  a personal 
medical  identification  health  record  card  produced 
by  the  A.M.A.  and  the  American  Academy  of 
General  Practice.  This  has  been  approved  by  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York,  and  these  should  be  distributed  in  the  near 
future.  This  card  carries  a complete  immunization 
record,  notes  all  idiosyncrasies  to  drugs,  etc.,  and 
would  not  have  to  be  signed  regularly  every  three 
years  by  a physician.  Therefore,  your  committee 
recommends  the  defeat  of  this  resolution. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted, 
the  recommendation  of  the  reference  committee  be 
approved.  In  other  words,  it  would  defeat  the 
resolution.  Is  there  discussion  on  this  motion? 

If  not,  those  in  favor  of  the  motion  will  say  “aye”; 
those  opposed  “no.”  It  is  so  ordered. 

Dr.  Howland:  I would  like  to  thank  the  mem- 
bers of  this  committee,  Drs.  John  R.  Murphy,  James 
E.  Glavin,  and  Maynard  W.  Gurnsey,  and  also  the 
delegates  of  the  Society  who  helped  in  bringing  out 
other  delegates  and  helped  us  make  this  report.  I 
move  the  adoption  of  the  entire  report. 

Dr.  Waring  Willis,  Westchester:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  to  adopt  the  report  as  a whole.  Those  in 
favor  say  “aye”;  those  opposed  “no.”  It  is  so 
ordered. 

Thank  you,  Dr.  Howland. 

Section  144  (See  89) 

Report  of  Reference  Committee  on  Report  of 
Planning  Committee  for  Medical  Policies 

Vice-Speaker  Lane:  The  next  reference  corn- 
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mittee  report  is  on  the  report  of  the  Planning  Com- 
mittee for  Medical  Policies,  Dr.  E.  Dean  Babbage, 
of  Erie,  chairman. 

Dr.  E.  Dean  Babbage,  Erie:  Mr.  Chairman  and 
members  of  the  House,  your  reference  committee 
commends  Dr.  Wurzbach  and  his  Planning  Com- 
mittee for  Medical  Policies  for  their  report.  Three 
resolutions  from  previous  years  from  the  House 
of  Delegates  were  referred  for  study  and  report. 

1.  Resolution  56-6.  . . 

Vice-Speaker  Lane:  56-6? 

Dr.  Babbage:  They  do  not  have  that.  That  is 
from  1956. 

Vice-Speaker  Lane:  I beg  your  pardon. 

Dr.  Babbage:  Continuing: 

“ Resolved , that  the  Speaker  of  the  House  with 
the  advice  of  the  Council  be  authorized  to  ap- 
point a special  committee  to  study  the  problem  of 
the  representation  from  the  county  medical 
societies,  the  scientific  sections,  and  the  district 
branches  to  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York,  with  in- 
structions to  report  its  finding  and  recommenda- 
tions to  the  House  of  Delegates.” 

A subcommittee  of  the  Planning  Committee  has 
been  unable  to  report  at  this  time  and  the  matter  is 
still  being  investigated. 

This  reference  committee  concurs. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Lane:  It  has  been  moved  that 

this  portion  of  the  report  be  approved.  Is  there  a 
second  to  this  motion? 

Dr.  Herbert  Berger,  First  District  Branch:  I 
second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion? 

If  not,  those  in  favor  say  “aye”;  those  opposed 
“no.”  It  is  so  ordered. 

Dr.  Babbage:  2.  The  second  resolution  given 
to  this  Planning  Committee  wTas  resolution  57-32. 

“Resolved,  that  the  meetings  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  be  held  successively  in  the  various  dis- 
tricts of  the  State  at  times  other  than  when  the 
scientific  program  is  held,  and  further  resolved 
that  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  implement  this  procedure  at 
the  earliest  practicable  time.” 

This  was  studied  by  a subcommittee  of  Dr.  Wil- 
liam T.  Boland,  chairman,  Dr.  Paul  H.  Sullivan, 
and  Dr.  Arthur  F.  Gaffney.  A total  of  120  physi- 
cians consisting  of  presidents  of  county  medical 
societies,  presidents  of  district  branches,  and  others 
were  sent  a questionnaire.  Opposition  to  this 
resolution  was  about  15  to  1.  The  main  reasons 
given  in  opposition  were:  (a)  increased  cost  to  the 
Society,  (6)  at  least  4 districts  do  not  have  suf- 
ficient facilities  to  handle  a meeting  of  the  House  of 
Delegates,  (c)  a division  of  meetings  would  prevent 
members  appearing  before  reference  committees. 
This  subcommittee  concluded  the  resolution  should 
not  be  adopted.  Your  reference  committee  concurs 
in  this  by  a majority  vote. 

Mr.  Chairman,  I move  the  adoption  of  this  portion 
of  the  report. 


Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion? 
If  not,  those  in  favor  say  “aye”;  those  opposed 
“no.”  It  is  so  ordered. 

Dr.  Babbage:  The  third  resolution,  resolution 
57-65  is  as  follows: 

“ Resolved , that  the  Medical  Society  of  the 

State  of  New  York  establish  at  once  a Section  on 

Legal  Medicine  as  part  of  its  permanent  organiza- 
tional setup.” 

A subcommittee  consisting  of  Dr.  Edward  F. 
Shea,  chairman,  Dr.  Arthur  Q.  Penta,  and  Dr. 
Frank  A.  Gagan  recommended  that  the  Session  on 
Legal  Medicine  be  changed  to  that  of  a section 
status. 

Your  reference  committee  approves,  and  I move 
the  adoption  of  this  portion  of  the  report. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  Solomon  Schussheim,  Kings:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  be  approved.  Is  there 
any  discussion?  All  in  favor  say  “aye”;  any  op- 
posed “no.”  It  is  so  ordered. 

Dr.  Babbage:  The  next  item  is  Ad  Hoc  Com- 
mittee to  Review  the  Work  of  the  Public  and  Pro- 
fessional Relations  Bureau. 

This  committee  consisted  of  Dr.  Frederic  W.  Hol- 
comb, chairman,  Dr.  Frederick  A.  Wurzbach,  and 
Dr.  William  T.  Boland.  A total  of  240  members  of 
the  Medical  Society  of  the  State  of  New  York  were 
sent  questionnaires.  Members  of  the  House  of 
Delegates,  Trustees  and  members  of  the  Council, 
officers,  ex-presidents,  secretaries,  and  ex-secre- 
taries of  the  county  medical  societies  were  included; 
150  replies  were  received.  One  frequent  criticism 
was  that  the  program  did  not  reach  the  public  in  a 
manner  reflecting  favorably  to  the  medical  profes- 
sion. Closer  liaison  with  newspapers,  radio,  and 
television  was  urged. 

Many  physicians  made  the  observation  that  good 
public  relations  should  be  initiated  and  developed 
by  the  physicians  themselves,  in  other  words, 
should  start  in  the  physician’s  office.  This  has  been 
said  before  but  emphasis  should  be  made  regarding 
it  again  and  again.  There  should  be  closer  liaison 
between  the  Public  and  Professional  Relations 
Bureau  and  the  membership  of  the  State  Medical 
Society.  This  must  be  a two-way  street.  Both 
groups  can  benefit  by  an  exchange  of  ideas.  A 
directive  by  the  Council  to  all  groups  might  help  to 
accomplish  this. 

Many  suggestions  were  made  that  the  field  rep- 
resentatives should  assume  a more  positive  and 
aggressive  approach  to  their  contacts  with  execu- 
tive secretaries  or  secretaries  of  county  medical 
societies.  When  possible,  they  should  attend 
meetings  of  county  medical  societies  or  better  still, 
meet  with  comitiae  minorae.  It  is  urged  that 
county  medical  societies  change  their  public  rela- 
tions chairmen  infrequently.  Several  commenta- 
tors suggested  that  the  field  representative  would 
have  a much  broader  over-all  working  knowledge  of 
the  State  Medical  Society  if  they  attended  meet- 
ings of  the  Council. 
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Comments  from  the  questionnaire  regarding  the 
Newsletter  were  many.  The  Ad  Hoc  Committee 
recommends  that  the  Newsletter  be  left  as  a sepa- 
rate mailing  entity  in  its  present  very  readable  form. 
The  editors  are  to  be  especially  commended  for 
their  recent  special  Newsletter , the  convention  issue. 
The  Ad  Hoc  Committee  recommends  that  the  re- 
sults of  this  questionnaire  be  loaned  to  Mr.  Edlund 
for  use  in  his  study  of  our  Society  organizational 
setup  and  then  be  returned  to  Dr.  John  Rogers, 
chairman  of  the  Public  Relations  Committee,  and 
Mr.  Frederick  Miebach,  director  of  the  bureau. 
These  suggestions  and  comments  are  to  be  used  when 
practical  and  constructive.  Your  reference  com- 
mittee concurs,  and  I move  the  adoption  of  this  por- 
tion of  the  report. 

Dr.  Adelaide  Romaine,  New  York:  I second  the 
motion. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  ap- 
proved. Is  there  discussion?  If  not,  those  in 
favor  say  “aye”;  those  opposed  “no.”  It  is  so 
ordered. 

Dr.  Babbage:  Subcommittee  on  Suitable  Head- 
quarters: This  committee  was  originally  a special 
subcommittee  for  permanent  headquarters,  but  the 
title  was  changed  in  September,  1957.  Under  the 
able  chairmanship  of  Dr.  Walter  W.  Mott,  head- 
quarters were  rented  at  750  Third  Avenue.  Dr. 
Mott  with  his  committee  of  Drs.  Dattelbaum  and 
Di  Natale  investigated  several  other  locations. 
Your  reference  committee  recommends  that  this 
House  of  Delegates  give  a rising  vote  of  thanks  to 
Dr.  Mott. 

. . . The  delegates  arose  and  applauded . . . 

Dr.  Babbage:  Mr.  Chairman,  I move  the  adop- 
tion of  this  portion  of  the  report. 

Vice-Speaker  Lane:  I believe,  Dr.  Babbage,  it 
has  been  approved  by  the  stand  of  the  House,  and  I 
am  sure  they  will  agree  with  that  decision. 

Dr.  Babbage:  The  next  item  is  the  survey  of  the 
Medical  Society  of  the  State  of  New  York,  and  this 
consists  of  this  black  book  which  you  all  received  in 
the  mail  about  a week  or  ten  days  ago.  It  was  pre- 
pared by  Mr.  Roscoe  Edlund.  of  the  firm  of  Rogers, 
Slade  and  Hill,  and  was  given  to  your  reference 
committee  and  is  presented  for  information  only. 
This  report  has  been  in  compilation  for  about  one 
year.  The  report  follows  after  many  interviews 
with  the  office  staff,  councillors,  and  other  interested 
members  of  the  Medical  Society.  The  report  was 
placed  in  the  hands  of  the  Council  two  weeks  ago 
at  the  same  time  as  copies  were  mailed  to  members 
of  the  House  of  Delegates.  It  was  reviewed  at  a 
special  meeting  of  the  Council  on  May  11,  1958. 
The  Council  voted  to  present  it  to  the  House  of 
Delegates  and  made  no  recommendations  as  to  its 
acceptance  or  refusal. 

You  will  receive  the  resolution  prepared  by  Mr. 
William  Martin,  our  counsel,  to  be  introduced  by 
Dr.  Azzari,  covering  all  the  necessary  changes  in  the 
Bylaws  of  our  Society  implementing  the  suggested 
improvements.  This  resolution,  of  course,  will  lay 
on  the  table  for  one  year  and  is  referred  to  Dr. 
Aaron's  committee.  No  action  can  be  taken  at  this 


time  on  the  resolution. 

Such  recommendations  in  the  survey  as  the 
Council  can  implement  during  the  year  should  be 
carried  out  by  them  at  their  discretion.  They  can- 
not change  the  Bylaws.  In  this  way  one  year  can 
be  saved  in  carrying  out  the  acceptable  parts  of  the 
survey.  This  reference  committee  recommends 
the  above. 

Mr.  Chairman,  I move  the  adoption  of  this  por- 
tion of  the  report. 

Dr.  Kenney:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  approved. 
Is  there  discussion? 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Chair- 
man, I am  well  aware  of  the  work  that  the  Council 
put  into  this  study.  I am  also  aware  of  the  fact 
that  none  of  the  recommendations  can  be  imple- 
mented that  require  a change  in  the  Constitution. 
I am  at  a loss,  however,  to  understand  why  this  re- 
port was  given  only  to  us  for  information.  It  would 
seem  to  me  that  this  report  should  have  been  given 
to  a special  committee  of  this  House  to  study  and 
bring  in  its  own  recommendations  concerning  this 
report.  I am  sure  that  the  Council  would  gladly 
have  received  the  ideas  of  this  House  of  Delegates. 
Such  an  important  change  in  the  manner  of  running 
our  Society  should  have  been  presented  to  this 
House  of  Delegates,  not  only  for  their  information 
but  for  some  recommendation  on  the  part  of  the 
House. 

Vice-Speaker  Lane:  Do  you  want  to  comment? 

Dr.  Babbage:  Could  I finish  my  report,  which 
consists  of  a few  more  items,  and  perhaps  that  might 
clear  it  up  a little  bit? 

Vice-Speaker  Lane:  Pardon  me!  Action  has 
not  been  taken  upon  your  recommendation  for  the 
adoption  of  that  portion  of  the  report. 

Dr.  d’Angelo:  Can  we  await  recommendation 
of  that  portion  of  the  report  until  you  have  con- 
tinued as  you  suggested? 

Dr.  Babbage:  I will  withdraw  my  recommenda- 
tion that  this  portion  of  the  report  be  accepted  and 
finish  the  report  and  then  make  the  recommenda- 
tion. 

Vice-Speaker  Lane:  Thank  you. 

Dr.  Babbage:  Copies  of  the  survey  are  expen- 
sive. The  only  copies  in  existence  are  in  the  hands 
of  members  of  the  House  of  Delegates  and  a few 
others.  This  reference  committee  recommends  that 
the  delegates  take  their  copies  home,  read  them, 
digest  them,  discuss  them,  and  then  leave  them 
with  their  county  medical  society  so  that  other  mem- 
bers may  be  cognizant  of  this  report.  It  further 
recommends  that  any  delegate  or  any  member  of 
this  State  Society  having  any  comments  or  sug- 
gestions regarding  this  report  communicate  such 
facts  to  a member  of  the  Council.  Those  members 
of  this  House  that  feel  they  have  no  use  for  the  re- 
port are  urged  to  leave  them  in  the  back  of  this 
room  with  Miss  Lewis. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Kenney:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
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Dr.  d’Angelo:  Now  I take  it  for  granted  that 
the  Council  can  go  ahead  and  implement  any  por- 
tion of  this  report  which  they  see  fit  unless  it  re- 
quires a change  in  the  Constitution  and  Bylaws. 
In  other  words,  this  House  now  has  delegated  to  the 
Council  to  change  anything  it  sees  fit  except  the 
Constitution  and  Bylaws.  Is  that  the  sense  of  the 
chairman  of  the  reference  committee? 

Vice-Speaker  Lane:  Do  you  want  to  answer 

that? 

Dr.  Babbage:  I would  consider  that  they  would 
be  able  to  change  very  little  until  the  Bylaws  have 
been  changed.  This  report  was  prepared  at  the 
suggestion  of  two  of  the  councillors  who  attended 
our  reference  committee  meeting  yesterday  after- 
noon and  who  were  most  helpful  to  us.  They  both 
agreed  that  the  Council  could  do  very  little  in  carry- 
ing out  very  many  changes  until  the  Bylaws  had 
been  changed,  and  of  course  the  Bylaws  cannot  be 
changed  until  next  year.  The  only  reason  for  pre- 
senting this  at  all  at  this  time  was  for  information. 
The  council  did  not  feel  that  we  should  enter  into 
any  great,  prolonged  discussion  of  it  because  there 
is  just  too  much  in  this  book  to  talk  about  on  such  a 
short  notice.  Certainly  it  was  given  to  our  com- 
mittee yesterday  at  around  twelve,  and  our  com- 
mittee met  at  two.  None  of  us  would,  of  course, 
have  had  time  to  have  gone  through  this  except  if 
we  had  done  it  before  we  came  down  here  to  attend 
this  meeting. 

I still  want  to  emphasize  and  re-emphasize  that 
this  is  given  to  this  House  of  Delegates  for  informa- 
tion onl  v and  not  for  action. 

Vice-Speaker  Lane:  Thank  you\ 

Dr.  d’Angelo:  If  I may  comment  again,  it 

would  seem  from  my  remarks  that  I would  be 
against  the  Council  taking  such  action.  On  the 
contrary,  I hope  the  Council  does  take  the  action 
in  that  report.  I read  it  rather  carefully.  I think 
they  can  take  a lot  of  action  as  they  see  fit  right  now, 
but  I would  like  it  to  be  understood  by  the  member- 
ship at  large  when  they  go  back  to  their  county 
societies  that  this  House  of  Delegates  is  at  present 
delegating  that  power  to  the  Council,  which  many 
consider  they  already  have.  However,  I would  like 
it  to  be  understood,  so  that  we  will  not  have  any 
repercussions  from  our  own  members  that  some- 
thing has  been  put  over  on  us. 

Dr.  Herbert  S.  Ogden,  New  York:  Mr.  Chair- 
man, I would  like  to  ask  now  of  some  member  of  the 
Council,  is  it  now  within  the  purview  of  the  Council 
the  same  as  they  did  with  changing  the  location  of  the 
headquarters  that  they  could  now  hire  an  executive 
director?  Is  that  not  correct? 

Vice-Speaker  Lane:  That  is  correct. 

Dr.  Ogden:  They  could  implement  on  the 

things  that  don’t  require  any  change  in  the  Bylaws. 
If  the  Council  saw  fit  they  could  implement  most  of 
the  report  with  the  exception  of  taking  the  physical 
property  of  the  Society  out  of  the  hands  of  the 
secretary,  which  would  require  an  amendment  to 
the  Constitution  and  a few  other  minor  details,  so 
actually  this  report  is  more  or  less  a threat  of  things 
to  come  as  I see  it,  as  something  eventually  we  need 
to  act  on.  I don’t  believe  there  is  anything  that  the 


House  could  do  at  this  time  that  would  either  take 
away  from  the  Council  this  power  to  do  these  various 
things  that  are  suggested  in  this  report  or  could  it 
really  suggest  that  they  do  it.  It  seems  to  me  this 
is  an  administrative  problem  that  is  within  the  power 
of  the  Council  to  act  yea  or  nay.  My  own  feeling 
is,  which  doesn’t  interest  too  many  people,  that  I 
would  like  to  see  the  Society  stay  in  the  hands  of 
doctors.  I am  in  favor  of  streamlining  procedures 
and  things  of  that  nature,  but  I am  very  reluctant 
to  think  that  the  Council  would  turn  over  the  af- 
fairs of  our  Society  to  either  a lay  administrator  or 
to  an  administrator  with  a completely  free  hand, 
so  I think  we  have  to  accept  this  as  information 
and  hope  for  the  best. 

Vice-Speaker  Lane:  Thank  you. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  The  re- 
port just  given  to  this  House  suggests  that  an  en- 
abling resolution  will  be  introduced  by  Dr.  Azzari, 
which  has  been  said  by  the  chairman  at  present  is 
purely  informational  as  he  suggests.  When  Dr. 
Azzari’s  resolution  is  introduced  I think  that  that 
will  suggest  a certain  type  of  action  on  this  report. 
I think  that  at  that  time  it  might  be  more  pertinent 
to  comment  on  it. 

Dr.  Babbage:  I might  add  that  the  resolution 
that  Dr.  Azzari  will  introduce  is  being  prepared  now. 
It  consists,  Miss  Lewis  tells  me,  of  some  six  or  eight 
pages,  and  it  was  prepared  by  Mr.  William  Martin, 
our  counsel.  It  has  to  do  only  with  changing  the 
Bylaws  implementing  the  carrying  out  of  suggestions 
in  this  report.  That  does  not  mean,  of  course,  that 
we  have  to  accept  them  or  anything;  it  just  means 
that  we  are  gaining  a year  if  there  are  acceptable 
features  in  this  resolution  that  Dr.  Azzari  will  give 
us  later  on  this  afternoon  or  early  tomorrow  morn- 
ing. 

I would  again  like  to  emphasize  that  this  was 
given  to  our  reference  committee  to  be  mulled  over 
and  a preliminary  report  made  only  for  informa- 
tion. 

I would  like  Dr.  Wurzbach  to  discuss  this,  if  it 
is  not  out  of  order. 

Vice-Speaker  Lane:  I think  if  you  would  like 
that  it  is  perfectly  all  right.  As  you  know,  Dr. 
Wurzbach  is  chairman  of  the  Planning  Committee 
for  Medical  Policies. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
Mr.  Speaker,  this  entire  matter  was  presented  to 
this  House  of  Delegates  by  mail  at  the  same  time 
that  all  members  of  the  Council  received  it  by  mail. 
Each  and  every  one  of  us  here  is  on  an  absolutely 
equal  footing  as  to  our  knowledge  of  the  report. 
It  was  felt  that  this  was  a very  great  undertaking, 
that  this  was  a matter  that  required  the  thinking 
and  the  help  of  as  many  members  of  not  only  this 
body  but  of  the  entire  State  Society  as  could  help 
to  bring  this  to  a proper  fruition  We  believe, 
therefore,  that,  this  is  not  the  time  for  precipitous 
action.  This  needs  great  thought. 

Vice-Speaker  Lane:  Dr.  Williams,  the  Speaker, 
would  like  to  speak. 

Speaker  Williams:  If  I may  have  the  floor, 

this  report  was  referred  to  the  Reference  Commit- 
tee on  Report  of  the  Planning  Committee  for  its 
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first  introduction  and  study.  Every  member  of  the 
House  has  got  a copy  of  this  report.  Dr.  Babbage 
is  chairman  of  the  reference  committee.  I asked 
him  to  bring  this  in  as  a report  of  information. 
There  are  many  features  in  this  report  that  the 
Council  right  now  under  our  present  Constitution 
and  Bylaws  can  effectuate  if  they  deem  it  is  to  the 
best  advantage  of  our  organization.  If  they  do 
those  things — I mean  those  things  which  they  can 
do  under  our  Constitution  and  Bylaws — next  year 
you  will  hear  about  them  from  the  different  parts  of 
the  Council  on  reorganization,  and  you  again  in  the 
House  of  Delegates  will  have  a good  chance  to  cut 
them  apart  or  cut  them  down,  or  say  what  they 
should  or  should  not  do.  On  the  other  hand,  this 
report  has  a good  deal  of  information  in  the  recom- 
mended things  which  need  many  changes  in  the  By- 
laws. In  an  attempt  to  streamline  our  organization 
and  adopt  what  is  good  out  of  this  report,  there  will 
be  introduced  subsequently  a blanket  recommenda- 
tion to  amend  the  Bylaws.  In  it  will  be  enunciated 
each  amendment  that  will  be  presented  to  you  as  a 
first  reading.  You  are  not  going  to  adopt  those. 
They  have  to  hold  over  for  a year,  but  the  reason 
why  they  are  going  to  bring  in  every  one  is 
that  of  the  20  or  24  four  might  be  adopted 
or  20  might  be  adopted,  but  it  will  save  us  a year, 
because  this  will  be  the  first  reading,  so  I don’t 
think  you  have  anything  to  be  alarmed  about. 
Dr.  Baggage’s  report  is  information,  separate  from 
Dr.  Azzari’s  resolution  or  whoever  brings  in  this 
resolution.  It  is  being  formulated  by  our  counsel, 
and  that  will  be  a first  reading  of  “X”  number  of 
amendments  to  the  Bylaws,  a first  reading,  to  be 
approved  next  year.  That  will  give  you  a whole 
year  before  you  change  any  bylaw,  and  in  the  mean- 
time the  Council  can’t  do  anything  except  what 
they  have  the  right  to  do  under  our  present  Constitu- 
tion and  Bylaws.  I hope  that  clears  the  air. 
That  is  how  I feel  about  it,  and  I distinctly  wanted 
Dr.  Babbage  to  come  on  before  you  have  thrown  at 
you  a blanket  first  reading  for  25  amendments  to 
the  Constitution.  This  is  for  information.  I 
hope  that  helps. 

Vice-Speaker  Lane:  Thank  you,  Mr.  Speaker. 

Dr.  Wolff:  It  is  apparently  not  clear  that  the 
resolution  that  will  be  brought  in  was  directed  by 
the  Council  at  a meeting  on  Sunday.  That  resolu- 
tion is  to  contain  two  parts,  one  part  which  will  set 
up  the  necessary  amendments  so  that  in  case  they 
are  required  they  can  be  approved  next  year,  and 
the  other  part  will  refer  portions  of  the  recommenda- 
tions contained  therein  to  the  Council  for  its  con- 
sideration and  enactment  if  it  deems  advisable. 
It  is  to  that  portion  of  the  resolution  that  I would 
like  to  address  myself.  If  we  are  going  to  have 
that  resolution  I will  reserve  my  comments  until  it 
is  introduced,  but  I want  it  understood  that  the 
resolution  does  not  pertain  alone  to  proposed  con- 
stitutional amendments;  there  will  be  another  por- 
tion which  will  contain  matter  referring  residual  por- 
tions of  the  Survey  Report  to  the  Council,  and  I 
think  that  is  something  that  can  bear  some  dis- 
cussion here  and  now. 

Vice-Speaker  Lane:  Dr.  Wolff,  time  will  be 


allotted  when  the  resolutions  are  introduced  for 
discussion. 

Dr.  Ogden:  Mr.  Speaker,  I don’t  like  to  belabor 
points  or  carry  on  discussion  where  it  is  not  neces- 
sary, but  I think  when  we  are  presented  with  an 
amendment  to  the  Constitution  that  is  going  to  dele- 
gate the  powers  that  are  now  reposing  in  the  secre- 
tary in  an  executive  director  before  we  even  con- 
sider such  a resolution  we  ought  to  consider  whether 
or  not  we  want  to  have  the  powers  of  the  secretary 
delegated  to  an  executive  director.  It  seems  to  me 
now  is  the  time  for  these  discussions  to  be  made,  be- 
cause if  we  go  along  with  this  executive  director,  and 
he  serves  for  eleven  months  of  the  year,  and  then  we 
are  presented  next  spring  with  the  resolution  that 
would  empower  him  to  act  legally,  so  to  speak,  by 
putting  the  property  in  his  name  instead  of  the 
secretary’s  name,  we  are  going  to  be  presented  with  a 
fait  accompli  at  that  time,  which  is  quite  a dif- 
ferent matter  from  deciding  whether  we  want  to  go 
along  the  garden  path.  I am  sure  many  think  that 
is  the  best  way  to  run  our  Society;  I am  sure  a lot 
don’t  think  it  is  the  best  way  to  run  our  Society. 
It  seems  to  me  if  we  don’t  get  our  basic  thinking 
clarified  at  this  time,  not  at  this  particular  moment 
but  certainly  at  this  session  of  the  House  of  Dele- 
gates, we  may  very  well  find  out  that  we  have 
bought  something  that  we  don’t  want. 

Vice-Speaker  Lane  : I would  kind  of  like  to  sup- 
port what  Dr.  Williams  said,  that  no  action  can  be 
taken  on  things  until  the  amendments  are  approved 
next  year. 

Dr.  John  F.  Kelley,  Oneida:  Mr.  Chairman,  as 
I understand  it,  there  is  going  to  be  a resolution 
brought  in  by  Dr.  Azzari  covering  this  entire 
problem.  Is  that  so? 

Vice-Speaker  Lane:  That  is  correct  as  regards 
amendments,  anything  requiring  amendments  to 
the  Constitution. 

Dr.  Kelley:  I am  told  that  it  is  going  to  be  in 
two  parts,  and  that  it  is  also  going  to  take  up  the 
recommendations  of  what  the  Council  is  going  to  do 
between  now  and  next  year.  Is  that  so? 

Vice-Speaker  Lane:  I am  sorry,  I did  not  hear 
you. 

Dr.  Kelley:  It  will  be  in  two  parts:  one  to 
change  the  Bylaws,  the  other  what  the  Council  can 
do  between  now  and  our  next  meeting.  Is  that  so? 

Vice-Speaker  Lane:  I am  not  quite  clear  on 

that  myself,  Dr.  Kelley.  I have  heard  two  differ- 
ent versions.  I might  ask  Dr.  Azzari  if  he  can  clear 
that  point  for  us. 

Dr.  Renato  J.  Azzari,  Trustee:  I am  sorry,  I 
was  busy  in  conversation  discussing  this. 

Dr.  Kelley:  Mr.  Chairman,  the  reason  I am  up 
here  now  is  because  I don’t  want  to  be  wasting  so 
much  time  on  something  that  is  going  to  come  up 
later  on  and  that  can’t  be  discussed  and  solved  here 
by  standing  an  hour  talking  when  we  don’t  -know 
what  we  are  going  to  do  in  the  future.  If  a resolu- 
tion is  coming  in,  Dr.  Azzari,  in  two  parts,  one  on 
the  Bylaws  and  one  on  what  the  Council  can  do 
next  year,  let  us  wait  until  Dr.  Azzari  gives  us  the 
resolution. 

Voices:  Hurrah!  ( Applause ) 
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Vice-Speaker  Lane:  But  we  still  have  not  been 
able  to  come  to  the  point  of  getting  a vote  on  Dr. 
Babbage’s  recommendation  for  acceptance  of  his 
report  as  a whole  and  that  the  Survey  Report  of  it 
is  for  information  only. 

Voices:  Question! 

Vice-Speaker  Lane:  The  question  is  asked  for. 
Those  in  favor  will  say  “aye”;  those  opposed  “no.” 
It  is  so  ordered. 

Dr.  Rawls  requests  that  the  members  of  his  ref- 
erence committee  sign  the  report  at  Miss  Lewis’ 
table  at  the  rear  of  the  room. 

Dr.  Babbage:  I would  like  to  recommend  the 
adoption  of  the  report  as  a whole. 

Dr.  Irving  Weiner,  Orange:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  report  be  adopted  as  a whole. 
Those  in  favor  will  say  “aye”;  opposed  “no.”  It 
is  carried. 

Dr.  Babbage:  At  this  time  I would  like  to  thank 
the  other  members  of  my  committee,  which  consists 
of  Dr.  Walter  S.  Bennett,  Dr.  Herbert  Berger,  Dr. 
John  N.  Dill,  and  Dr.  Irving  Weiner,  and  also  for  the 
help  of  Dr.  Wurzbach  appearing  at  our  reference 
committee  yesterday  afternoon. 

Speaker  Williams:  I am  sure  that  the  House 
thanks  you  a great  deal,  Dr.  Babbage  and  the  mem- 
bers of  your  committee. 

I Section  145 

Address  of  Executive  Secretary  of 
American  Medical  Education  Foundation 

Speaker  Williams:  Yesterday  or  this  morning 
I called  for  this  man.  He  was  not  here,  but  now  I 
want  you  to  give  your  ear  to  Mr.  John  Hedback, 
who  is  the  executive  secretary  of  the  American 
Medical  Education  Foundation  of  the  American 
Medical  Association.  He  has  asked  to  come  here 
and  talk  to  you  for  five  minutes  to  make  sure  any 
money  you  give  to  your  alma  mater  is  credited  in 
both  places.  I think  that  is  his  theme.  I hope  I 
have  not  stolen  his  thunder.  Mr.  Hedback! 

Mr.  John  W.  Hedback:  Thank  you! 

Mr.  Speaker  and  members  of  the  House  of  Dele- 
gates. Dr.  Pelow,  chairman  of  your  New  York 
American  Medical  Education  Foundation  Commit- 
tee has  asked  me  to  clarify  some  points  on  the 
Foundation  that  he  finds  that  many  of  your  mem- 
bers misunderstand. 

The  Foundation,  as  you  know,  has  been  in  exist- 
ence for  the  past  six  or  seven  years.  During  that 
time  it  has  been  an  unusual  experiment  in  education 
because  it  is  the  first  time  that  an  entire  profession 
has  banded  together  to  support  the  schools  which 
produce  it. 

Dr.  Pelow  would  like  to  have  me  clarify  the  way 
in  which  the  money  is  given  to  the  Foundation  and 
to  the  schools  as  well  as  the  collection  of  informa- 
tion we  get  from  the  schools.  When  we  receive 
your  gifts  earmarked  for  a specific  school,  we  notify 
the  school  of  your  gift,  and  at  the  end  of  the  year  we 
distribute  that  gift  in  its  entirety  to  the  school. 
In  other  words,  if  you  give  us  a check  for  $25  ear- 
marked for  the  University  of  Buffalo  or  the  Univer- 


sity of  Syracuse  Medical  School,  that  goes  in  its 
entirety  to  the  school.  On  the  other  hand,  if  you 
give  a gift  to  Buffalo,  Buffalo  advises  us  of  that 
gift,  and  we  publish  at  the  end  of  the  year  the  con- 
tributions of  physicians  made  direct  to  their  schools. 
This  is  something  that  has  not  been  completely 
clear  in  the  past.  I hope  that  I can  clear  it  up. 

I would  also  like  to  thank  you  one  and  all  for  your 
strong  support  of  the  Foundation,  and  I would  like 
to  urge  you  to  go  back  to  your  county  societies  and 
tell  them  of  the  importance  of  this  work. 

Thank  you,  Mr.  Speaker! 

Speaker  Williams:  Thank  you,  sir. 

It  is  now  4 : 10,  and  in  an  attempt  to  avoid  a night 
session  and  to  keep  you  from  falling  asleep  where 
you  are,  I am  going  to  declare  a five-minute  recess 
and  stretch,  after  which  we  will  come  back  and 
clean  up  the  rest  of  these  committee  chairmen  and 
all.  You  are  recessed  for  ten  minutes. 

. . . Recess . . . 

Section  146 

Report  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  Budget  and  JFar 
Memorial:  Treasurer 

Speaker  Williams:  The  House  will  be  in  order. 

We  will  hear  from  Dr.  Standish  for  the  Reference 
Committee  on  Reports  of  Treasurer,  Trustees, 
Budget,  and  War  Memorial. 

Dr.  Philip  M.  Standish,  Ontario:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  first  re- 
porting on  the  Treasurer’s  report. 

Your  reference  committee  had  the  great  pleasure 
of  discussing  the  financial  condition  of  the  Society 
with  our  genial  treasurer,  Dr.  Morris  Dattelbaum. 
We  feel  that  every  member  of  this  State  Medical 
Society  should  know  and  appreciate  the  excellent 
work  that  is  being  done  by  Dr.  Dattelbaum.  He 
gives  a great  deal  of  his  time  and  keen  interest  so 
that  we  can  be  financially  solvent. 

We  find  that  there  was  a surplus  of  $66,213.80 
at  the  end  of  the  year  that  was  added  to  the  general 
fund.  This  increase  in  the  general  fund  is  a gradual 
and  healthy  trend  that  has  the  approval  of  your 
reference  committee  with  recommendation  that  it 
be  continued.  Many  of  the  items  of  expense  show 
a reduction  from  the  budgeted  amounts  and  deserve 
your  close  study  in  the  reports. 

It  might  well  be  noted  that  there  are  large  numbers 
of  physicians  in  the  State  who  do  not  belong  to  the 
Society.  Every  effort  should  be  made  to  encourage 
them  to  become  members.  This  could  give  a sub- 
stantial increase  in  the  income.  The  treasurer 
should  again  be  congratulated  for  his  work  for  this 
Society.  There  has  been  no  indication  of  any  in- 
crease in  dues  at  the  present  time. 

I move  the  adoption  of  this  portion  of  this  report. 

Dr.  Adelaide  Romaine,  New  York:  I second  it. 

Speaker  Williams:  I want  it  recorded  that  Dr. 
McCarthy  seconded  that.  ( Laughter ) 

Is  there  any  discussion?  For  j^ears  we  used  to 
fight  against  an  increase  in  dues.  This  year  there  is 
none.  All  in  favor  of  adopting  this  portion  of  the 
report  say  “aye”;  opposed  “no.”  This  portion  of 


Part  II — September  1,  1958 


115 


HOUSE  OF  DELEGATES 


the  report  stands  adopted  with  glee. 

Section  11+7 

Report  of  Reference  Committee  on  Reports  of 
Treasurer , Trustees , Budget , and  War 
Memorial:  Trustees 

Dr.  Philip  M.  Standish,  Ontario:  The  second 
portion  of  the  report  deals  with  the  Trustees.  It  is 
with  a sense  of  deep  regret  that  we  note  the  death  of 
Dr.  Dan  Mellen  on  September  2,  1957.  His  years 
of  work  for  the  Society  are  deeply  appreciated. 

Dr.  James  Greenough  of  Oneonta  was  appointed 
to  fill  the  unexpired  term  of  Dr.  Mellen.  Dr. 
Frederic  Holcomb  was  elected  to  fill  the  unexpired 
term  of  Dr.  Leo  Schiff. 

We  studied  the  activities  of  the  Board  of  Trustees 
and  wish  to  commend  their  efforts  on  behalf  of  the 
Society.  Special  appreciation  should  be  given  to 
Dr.  Walter  Mott  in  his  efforts  to  obtain  new  quar- 
ters for  our  Society. 

The  Pension  Fund  has  been  established  and  will 
now  begin  operations.  The  first  recipient  will  be 
starting  this  year.  This  fund  will  need  additional 
monies  in  the  future  to  insure  its  security.  The 
Board  of  Trustees  recommends  that  to  give  addi- 
tional funds  a $10  assessment  for  all  new  members 
in  1958  be  levied.  The  reference  committee  ap- 
proves this  recommendation  and  suggests  this 
policy  be  considered  for  continuation  by  subsequent 
Houses  of  Delegates. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Bernard  J.  Hartnett,  Cayuga:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  of 
this  part  of  the  report?  If  not,  you  are  ready  for 
the  adoption  of  this  portion  of  the  report.  Those 
in  favor  say  “aye”;  those  opposed  “no.”  This 
portion  of  the  report  stands  adopted. 

Dr.  Standish:  It  will  be  desirable  to  further  in- 
crease the  pension  fund  in  the  future  by  transfer  of 
funds  from  surplus  in  the  general  fund  when  deemed 
advisable  by  the  Board  of  Trustees. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Aaron  Kottler,  Kings:  T second  it. 

Speaker  Williams:  This  portion  of  the  report 
is  before  you  for  adoption.  Is  there  any  discussion? 
If  not  all  in  favor  of  the  adoption  of  this  portion  of 
the  report  signify  in  the  usual  manner  “aye”;  those 
opposed  “no.”  This  portion  of  the  report  stands 
adopted. 

Dr.  Standish:  Medicare:  Your  reference  com- 
mittee reviewed  the  activities  of  the  Board  of  Trus- 
tees in  administering  the  Medicare  program.  We 
feel  it  has  been  adequately  administered.  As  this 
will  be  considered  in  more  detail  by  another  com- 
mittee, we  make  no  recommendations  but  will  give 
congratulations  to  Mr.  George  T.  Farrell  and  his 
assistants. 

Management  Consultant  Survey:  We  have  studied 
the  contents  of  the  management  survey  submitted 
by  Mr.  Roscoe  C.  Edlund.  Your  committee  feels 
that  this  is  an  effort  that  was  long  needed  by  this 
Society.  The  cost  of  this  survey  will  be  approxi- 
mately $18,000.  The  recommendations  will  be  dis- 


cussed in  another  report,  but  we  feel  there  are  many 
thought-provoking  and  worthy  changes  suggested. 
We  approve  the  action  of  the  Board  of  Trustees  and 
feel  it  was  money  well  spent. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Adelaide  Romaine,  New  York:  I second  it. 

Speaker  Williams:  This  portion  of  the  report  is 
before  you  for  adoption.  Is  there  any  discussion? 
Hearing  none,  all  in  favor  of  the  adoption  of  this 
portion  of  the  report  will  say  “aye”;  those  opposed 
“no.”  This  portion  of  the  report  stands  adopted. 

Dr.  Standish:  “ What  Goes  On”:  Another  in- 
novation for  service  to  the  members  of  the  Society 
was  the  folder,  “What  Goes  On.”  We  should  show 
our  deep  appreciation  and  gratitude  to  Lederle  Lab- 
oratories Division  of  the  American  Cyanamid  Com- 
pany for  making  this  financially  no  expense  to  the 
Society  by  defraying  the  cost,  amounting  to  ap- 
proximately $49,000.  We  would  urge  all  members 
of  the  House  to  urge  your  local  societies  to  send  in 
as  much  complete  information  as  possible. 

American  Medical  Association  Dues:  This  prob- 
lem is  only  partially  solved.  The  present  arrange- 
ment allows  the  State  Society  to  keep  all  monies 
collected  until  May  31,  1958,  thus  earning  some  in- 
terest. Such  help  is  only  partially  relieving  the 
trouble,  and  your  treasurer  assures  us  that  it  is  in- 
tended to  give  some  relief  to  societies  at  the  local 
level.  The  reference  committee  still  feels  there 
are  many  dissatisfactions  with  the  present  arrange- 
ments and  recommends  that  continued  effort  be  to- 
ward the  direct  collection  of  A.M.A.  dues. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  William  C.  Rausch,  Albany:  I second  the 
motion. 

Speaker  Williams:  Is  there  any  discussion? 

If  not,  all  in  favor  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  stands  adopted. 

Dr.  Standish:  Blood  Banks  and  North  East 

District  Clearing  House:  Your  committee  notes  that 
the  Board  of  Trustees  has  written  off  the  sum  of 
$111,000  advanced  to  the  Blood  Banks  Association. 
We  feel  this  is  a necessity  and  a practical  solution, 
for  as  the  old  saying  goes,  “You  can’t  get  blood  out 
of  a stone,”  and  possibly  also  this  applies  to  a blood 
bank.  This  Association  is  still  a fact  and  in  being. 
At  present,  it  is  conducting  functions  of  education 
as  well  as  operating  the  North  East  District  Clear- 
ing House.  The  North  East  District  Clearing  House 
is  rapidly  becoming  financially  solvent  and  should 
soon  be  self-supporting.  A combined  budgeted  re- 
quest of  $16,000  is  requested  by  these  two  organiza- 
tions. This  is  broken  down  to  be  $10,000  for  the 
North  East  District  Clearing  House  and  $6,000  for 
the  continuance  of  the  administration  and  education 
functions  of  the  Blood  Banks  Association.  The 
North  East  District  Clearing  House  probably  will 
not  use  more  than  a portion  of  this  allocated  amount, 
and  if  there  is  a surplus,  any  monies  advanced 
should  be  repaid. 

This  sounds  like  the  same  recommendations  we 
have  heard  in  the  past.  However,  the  reference 
committee  feels  that  the  Society  should  continue 
support  of  this  activity.  We  do  recommend,  how- 
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ever,  that  the  amount  budgeted  should  be  con- 
sidered a maximum  sum,  and  so  instruct  the  Coun- 
cil and  Board  of  Trustees. 

I move  the  adoption  of  this  portion  of  the  report? 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Romaine:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  of 

this  portion  of  the  report? 

Dr.  John  J.  Masterson,  Trustee:  Mr.  Speaker 
and  members,  may  I ask  the  chairman  of  the  com- 
mittee just  what  amount  is  the  maximum  sum  the 
Trustees  will  be  requested  to  appropriate? 

Dr.  Standish:  This  figure  that  we  were  given 
by  the  members  of  the  Board  of  Trustees  that  ap- 
peared before  us  and  also  members  of  this  Blood 
Banks  Association  was  $16,000.  It  has  been  the 
feeling  of  the  committee  that  throughout  the  State 
there  is  the  feeling  we  do  not  want  this  to  be  ex- 
ceeded, and  that  $16,000  was  the  maximum  figure. 

Dr.  Masterson:  Thank  you. 

Speaker  Williams:  Do  you  wish  to  put  that 

specifically  in  your  recommendation,  $16,000  is  the 
ceiling? 

Dr.  Standish:  It  is  in  there  already. 

Speaker  Williams:  It  is  in  there.  Are  you 

satisfied,  Dr.  Masterson? 

Dr.  Masterson:  I am,  sir. 

Speaker  Williams:  Is  there  any  other  discus- 
sion? If  not,  all  in  favor  of  the  recommendation  of 
the  committee  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  stands  adopted. 

Dr.  Standish:  Investments  and  Reserves:  Your 
committee  has  reviewed  the  various  funds  and  re- 
serves of  the  Society.  They  are  being  ably  handled 
by  very  prudent  and  devoted  members  of  your 
Society.  There  was  a transfer  from  the  general 
fund  to  the  employes’  pension  fund  of  $25,000. 
This  fund  is  necessary  for  the  retirement  of  employes 
of  the  Society  who  are  not  eligible  for  the  pension 
fund.  We  approve  this  action. 

It  is  noted  that  the  total  assets  of  this  Societj'-  on 
December  31,  1957,  were  $1,532,836.36.  This 
shows  an  increase  of  $272,413.93  which  reflects  the 
pension  fund,  the  increase  in  the  general  fund,  and  a 
healthy  growth  of  the  investments. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Romaine:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Chair- 
man, I would  like  to  ask  the  chairman  of  the  com- 
mittee about  that  Building  Fund  of  $112,000.  I 
understood  that  that  was  established  to  purchase  a 
building.  I also  know  that  we  have  a Repair  and 
Replacement  Fund.  I would  like  to  ask  whether 
the  Building  Fund  is  going  to  remain  in  such  a name 
or  are  those  to  be  transferred? 

Speaker  Williams:  Will  you  answer  that,  sir? 

Dr.  Standish:  I can’t;  the  Board  of  Trustees 
have  to  answer  that. 

Speaker  Williams:  Would  Dr.  Dattelbaum 

care  to  answer  that? 

Dr.  Maurice  J.  Dattelbaum,  Treasurer:  Mr. 
Speaker,  your  prudent  Board  of  Trustees  will  not 
touch  that  money  at  present.  We  are  paying  every- 


thing out  of  the  general  fund.  We  had  a little  sur- 
plus, but  the  Building  Fund  of  $100,000  will  not  be 
touched.  It  is  still  earning  its  interest,  with  the 
interest  over  $12,000  so  far.  The  Depreciation 
Fund,  which  was  $50,000,  has  earned  quite  a little 
money,  and  when  we  get  through  with  our  general 
fund  surplus  we  will  then  go  to  the  Depreciation 
Fund  and  use  up  the  interest  first,  not  touch  the 
principal.  We  are  trying  to  keep  everything  intact 
so  that  we  don’t  find  ourselves  out  on  a limb. 
Therefore,  at  the  present  time  we  contemplate  that 
it  is  possible  with  the  way  we  are  going  to  have  no 
increase  in  dues  for  the  project  of  moving,  and  it  will 
cost  us  over  $60,000  to  furnish  that  place,  and  with 
the  increased  rent,  it  has  all  been  figured  out,  but  if 
new  undertakings  come  in,  a demand  for  increase  in 
dues  may  have  to  be  made.  However,  it  will  be 
done  only  to  advance  the  working  of  the  organiza- 
tion. Don’t  blame  any  possible  future  increase  of 
dues  on  moving  or  furnishing  your  headquarters. 
Dr.  Dorman,  who  is  chairman  of  that  committee, 
has  seen  to  it  that  you  are  going  to  get  the  best 
possible  furniture  and  wall-to-wall  carpet  and  every- 
thing that  is  neat  and  modern.  Does  that  answer 
your  question? 

Dr.  d’Angelo:  No,  that  does  not  answer  my 

question.  We  are  no  longer  going  to  buy  a building. 
We  have  a Building  Fund.  Now  I want  to  know 
what  we  are  going  to  do  with  the  money. 

Speaker  Williams:  Dr.  d’Angelo,  I think  he 

answered  that.  He  said  the  Building  Fund  was 
going  to  remain  intact  and  the  interest  accumulated, 
and  ultimately  we  may  buy  a building. 

Dr.  Dattelbaum:  What  would  you  do  with  it? 

Speaker  Williams:  You  answered  it,  haven’t 

you? 

I would  like  to  rule  that  I think  Dr.  d’ Angelo’s 
question  has  been  answered.  You  are  confronted 
with  having  a night  session.  We  are  only  half  way 
through  the  reference  committees,  and  you  have 
got  this  big,  long  resolution,  and  you  have  got  that 
Part  VII  on  Report  of  the  Council  coming  in  yet. 
I think  Dr.  d’ Angelo’s  question  has  been  answered. 

Are  there  any  other  questions  in  regard  to  this 
portion  of  the  report?  If  not,  are  you  ready  for  a 
vote?  Do  I hear  a call  for  the  question? 

Voices:  Question. 

Speaker  Williams:  All  in  favor  of  the  adoption 
of  this  portion  of  the  committee’s  report  say  “aye”; 
those  opposed  “no.”  This  portion  of  the  report 
stands  adopted. 

Section  148 

Report  of  Reference  Committee  on  Reports  of 
Treasurer , Trustees , Budget  and  War 
Memorial:  Budget 

Dr.  Philip  M.  Standish,  Ontario:  Reporting  on 
a review  of  the  budget:  The  budget  for  the  year 
ending  December  31,  1958,  was  carefully  reviewed. 
It  is  noted  that  a deficit  was  predicted  of  $58,701. 
However,  your  reference  committee  feels  that  the 
estimate  of  income  from  dues  is  very  conservative, 
inasmuch  as  last  year  we  collected  $572,886.30  as 
compared  to  estimated  $512,367  for  the  next  year. 
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We  were  also  informed  by  members  of  the  Journal 
board  that  the  financial  condition  of  this  publica- 
tion has  improved  markedly  in  the  past  year. 
There  are  also  other  items  of  expense  that  seem  to 
have  a good  chance  of  being  lower.  Your  Budget 
Committee  should  be  congratulated  on  the  conserva- 
tive approach  to  the  budget.  There  is  no  request 
for  increase  in  dues. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Gerald  D.  Dorman,  Councillor : I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  any  discussion  of  this  portion  of  the  report? 
Are  you  ready  for  the  question?  All  in  favor  say 
“aye”;  those  opposed  “no.”  This  portion  of  the  re- 
port stands  adopted. 

Section  149 

Report  of  Reference  Committee  on  Reports  of 
Treasurer , Trustees , Budget  and  War 
Memorial:  War  Memorial 

Dr.  Philip  M.  Standish,  Ontario:  War  Memo- 
rial: Your  committee  had  the  pleasure  of  reviewing 
the  activities  of  the  War  Memorial  Committee. 
This  is  one  of  the  really  brilliant,  heart-warming 
spots  of  our  Society’s  activities,  under  the  ad- 
ministration of  the  chairman,  Dr.  Walter  Mott, 
and  with  the  able  assistance  of  Miss  Mollie  Pesikoff. 
Here  we  find  people  deeply  interested  in  doing  some- 
thing for  young  people  they  don’t  even  know. 

There  are  71  possible  recipients  of  this  aid.  At 
present,  there  are  23  young  people  being  helped 
with  their  education.  In  a supplementary  report  by 
the  chairman,  he  shows  five  more  for  this  year 
added  to  the  18  submitted  in  the  report  to  the 
House.  There  have  been  15  students  who  have 
already  completed  their  educations  through  the 
program.  There  are  four  students  who  have  be- 
come doctors,  and  at  present  three  medical  students 
under  this  program. 

There  were  many  letters  of  appreciation  from  re- 
cipients of  this  fund.  It  would  be  worth  the  time  of 
every  member  here  to  read  these  and  understand  the 
reaping  of  the  fruits  of  this  worthwhile  project. 

With  the  present  funds  available,  it  is  predicted 
that  there  is  enough  money  in  the  fund  to  complete 
the  project  without  any  further  assessment.  The 
expected  time  the  program  will  be  completed  will 
be  in  1974,  when  the  last  possible  recipient  will  be 
twenty-five  years  of  age.  We  congratulate  the 
committee  and  staff  for  their  work  in  administering 
this  fund. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Speaker  Williams:  With  praise.  Is  there  any 
discussion?  Hearing  none,  all  those  in  favor  of  the 
adoption  of  the  report  as  read  will  say  “aye”; 
those  opposed  “no.”  This  portion  of  the  report  is 
adopted,  with  praise. 

Section  150  ( See  46) 

Report  of  Reference  Committee  on  Reports  of 
Treasurer , Trustees , Budget , and  War 
Memorial:  Adequate  Honorarium  for 
President  and  President-Elect 


Dr.  Philip  M.  Standish,  Ontario:  Your  commit- 
tee had  two  resolutions  referred  to  it.  One  was 
58-15,  subject,  “Adequate  Honorarium  for  Presi- 
dent and  President-Elect.” 

Your  committee  appreciates  the  motives  of  this 
resolution.  We  are  fully  appreciative  and  aware  of 
the  sacrifices  made  by  anyone  serving  as  president 
and  president-elect  of  this  Society.  Also,  we  con- 
sulted the  present  officers  and  recent  past  officers 
concerning  the  present  resolution.  They  were  all 
satisfied  with  the  present  arrangements  and  felt 
that  no  change  was  indicated  at  this  time.  Your 
committee  recommends  no  action  on  the  present 
resolution. 

I move  adoption  of  this  portion  of  the  report. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 
Speaker  Williams:  The  adoption  of  this  por- 
tion of  the  report  has  been  moved  and  seconded. 
Is  there  any  discussion?  If  not,  do  I hear  a call 
for  the  question?  All  in  favor  of  the  adoption  of  this 
portion  of  the  report  signify  by  saying  “aye”; 
opposed,  “no.”  This  portion  of  the  report  stands 
adopted. 

Section  151  ( See  64) 

Report  of  Reference  Committee  on  Reports  of 
Treasurer , Trustees , Budget , and  War 
Memorial:  Care  of  Indigent  Members 

Dr.  Philip  M.  Standish,  Ontario:  Resolution 

58-33,  subject,  “Care  of  Indigent  Members.”  I 
will  read  the  resolved: 

“ Resolved,  that  the  Trustees  of  the  Medical 
Society  of  the  State  of  New  York  allocate  twenty- 
five  per  cent  of  the  income  derived  from  the  in- 
vestment funds  of  the  Society  for  the  relief  of  in- 
digent members  of  the  Medical  Society  of  the 
Stale  of  New  York  and  their  families.” 

Your  committee  heard  many  men  discuss  this 
resolution.  Everyone  is  appreciative  of  the  prob- 
lem. This  resolution  is  primarily  directed  toward 
the  emergency  relief  of  members  in  need  where  the 
functions  of  the  Physicians’  Home  cannot  be  im- 
mediately made  available.  The  resolved  is  broad 
and  has  no  mode  of  implementation.  The  com- 
mittee is  wholly  in  favor  of  the  principle  of  the  resolu- 
tion. We  feel,  however,  it  needs  study  and  im- 
plementation by  the  Council.  We,  therefore,  offer 
a substitute  resolution: 

“ Resolved , that  the  matter  be  referred  to  the 
Council  for  study  and  if  advisable  that  they  re- 
quest the  Board  of  Trustees  to  allocate  money  for 
emergency  care  of  indigent  doctors  if  there  is  a 
surplus  at  the  end  of  the  year.” 

I move  the  adoption  of  this  portion  of  the  report. 
Speaker  Williams:  This  portion  of  the  report 
carries  a substitute  resolution.  Do  I hear  a second? 
Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Speaker  Williams:  Is  there  any  discussion  of 

this  substitute  resolution? 

Dr.  Thomas  F.  McCarthy,  Bronx:  I have  no 

intention  of  keeping  you  here  to  discuss  this  for  any 
length  of  time  because  I think  I have  spent  enough 
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time  on  it,  and  I appreciated  the  fact  that  the  ref- 
erence committee,  the  trustees,  and  the  treasurer 
were  all  there.  I think  they  understand  what  I 
feel  might  be  done,  but  I still  feel  that  the  true 
situation  should  be  called  to  your  attention  be- 
cause many  doctors  don’t  seem  to  appreciate  the  fact 
that  there  is  an  indigency  problem  among  members 
of  the  medical  profession,  and  even  if  we  were  only 
to  make  a humanitarian  gesture,  which  we  forget 
sometimes;  when  we  talk  about  public  relations  we 
think  only  of  those  outside  our  own  membership. 
Realize  that  you  are  very  often  asked  by  your 
membership  “What  has  the  Medical  Society  of  the 
State  of  New  York  done  for  me?”  Here  is  some- 
thing that  even  if  your  trustees  spent  $1,000  a year 
on,  or  whatever  they  want  to  provide  for  some  man 
as  assistance  over  a difficulty  or  two,  or  help  in  any 
way,  you  can  say  that  “Your  Medical  Society  is  in- 
terested in  you,  when  you  have  reached  the  stage 
that  you  are  on  the  shelf.” 

The  fact  is  too  that  you  are  very  often  told,  as  I 
have  been  by  men  in  the  eighties,  that  the  medical 
profession  prevented  them  from  getting  social 
security.  You  have  to  realize  that  is  true,  that 
they  are  about  the  only  ones  left  in  the  community 
who  have  no  social  security.  I am  referring  to  the 
independent  practitioner  of  medicine.  Don’t  for- 
get there  are  medical  men  who  are  working  on  sala- 
ries who  will  usually  have  social  security,  and  very 
often  in  some  of  these  large  corporations  they  may 
anticipate  a pension,  even  when  they  get  through  at 
sixty-five.  Agreed,  they  have  no  problem  probably, 
but  among  your  own  independent  practitioners  you 
have  that  problem. 

The  other  thing  that  was  brought  up,  I brought  a 
resolution  in  last  year,  in  which  I suggested  that  a 
certain  amount  would  go  to  Physicians’  Home.  It 
was  called  to  my  attention,  although  I feel  that  it  is 
unfair  to  the  medical  profession,  that  the  Physicians’ 
Home  felt  that  if  the  Medical  Society  of  the  State  of 
New  York  gave  them  any  money  the  doctors  would 
say,  “Well,  why  should  I give  a contribution?” 
I think,  on  the  contrary,  the  more  you  bring  this  to 
the  attention  of  this  House  of  Delegates  and  the 
medical  profession,  the  Physicians’  Home  will  do 
much  better  next  year.  If  you  noticed  in  the  re- 
port this  year  more  men  gave  $10  this  year  and  fewer 
gave  $2.00  this  year. 

The  other  thing  is  the  Physicians’  Home  is  a 
private  charity,  and  don’t  forget  when  a man  goes 
to  the  Physicians’  Home  he  is  applying  for  charity 
from  somebody.  This  is  not  a right  by  being  a 
member  of  an  organization  which  is  part  of  organized 
medicine. 

The  other  thing  is  I know  that  there  is — when  I 
said  investment  funds  I think  Dr.  Standish  would 
agree  with  me,  I corrected  that  and  said  it  was  an 
error — the  investment  fund  is  a limited  amount  of 
that  enormous  sum  that  we  speak  about,  that  one 
and  one-half  million,  and  it  would  constitute  a very 
small  amount  of  money  every  year  for  that  purpose. 
I know  that  the  earnings  of  the  investment  fund 
amount  to  a certain  amount  of  money,  so  I am  going 
along;  I think  you  should  approve  the  action  of  the 
committee,  but  I would  like  to  get  that  over  to  you 


that  there  is  an  indigent  problem  among  elderly 
physicians. 

Thank  you! 

Speaker  Williams:  Thank  you,  Dr.  McCarthy! 

Is  there  any  other  discussion  on  the  substitute 
resolution  offered  by  the  reference  committee?  If 
not,  are  you  ready  for  the  question?  All  in  favor 
say  “aye”;  opposed  “no.”  The  substituted  resolu- 
tion offered  by  the  reference  committee  stands 
adopted. 

Dr.  Standish:  I move  adoption  of  the  report  as 
a whole. 

Dr.  Adelaide  Romaine,  New  York:  I second  it. 

Speaker  Williams:  The  report  as  a whole  is 

before  you,  and  it  has  been  seconded.  All  in  favor 
say  “aye”;  opposed  “no.”  The  report  as  a whole 
is  adopted  with  thanks  to  you  and  your  committee, 
Dr.  Standish. 

Dr.  Standish:  I wish  to  thank  the  members  of 
the  committee  for  their  diligent  work,  Drs.  Bernard 
J.  Hartnett,  John  Edward  Lowry,  William  C. 
Rausch,  and  Adelaide  Romaine.  ( Applause ) 

Section  152 

Report  of  the  Scientific  Awards  Committee 

Speaker  Williams:  The  Chair  now  wishes  to 
recognize  Dr.  Post,  who  is  chairman  of  our  Com- 
mittee on  Scientific  Awards.  Dr.  Post! 

Dr.  Charles  D.  Post:  Mr.  Speaker,  this  com- 
mittee operates  within  the  limits  of  certain  catego- 
ries, namely,  the  first  and  second  scientific  awards, 
honorable  mention,  and  the  first  and  second  clinical 
(or  perhaps  more  practical  limitations)  awards  and 
honorable  mention.  This  leaves  us  with  certain 
exhibits  that  should  deserve  recognition,  but  we 
operate  within  the  specified  limits.  I wish  to  pre- 
sent for: 

First  Scientific  Award 
Tumor  Cells  in  the  Blood 
Avery  A.  Sandberg,  M.D. 

George  Eugene  Moore,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 

Second  Scientific  Award 

Biochemical  Biopsy  via  Body  Fluids 
Felix  Wroblewski,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Dis- 
eases, New  York  City 

Honorable  Mention 

Electron  Microscopy  of  the  Heart  and  the 
Capillaries 
Bruno  Kisch,  M.D. 

Elmhurst  General  Hospital,  Elmhurst 

First  Clinical  Award 

Clinical  Pharmacologic  Evaluation  of 
Diuretics 

Arthur  C.  DeGraff,  M.D. 

Leonard  B.  Gutner,  M.D. 

Lawrence  Kryle,  M.D. 

New  York  University  College  of  Medicine 
Herbert  S.  Kupperman,  M.D. 

New  York  University  Post-Graduate  Medical 
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School 

Walter  Newman,  M.D. 

Bronx  Veterans  Administration  Hospital  New 

York  City 

Second  Clinical  Award 

The  Cardiovascular  Dynamics  of  Bowel 

Function 

Alfred  Halpern,  Ph.D.,  By  invitation 
Norman  Shaftel,  M.D, 

David  Selman,  M.D. 

Stuyvesant  Polyclinic,  New  York  City 

Honorable  Mention 

Kulick-Rousselot  Automatic  Tamponade 

Controls  for  Bleeding  Esophagogastric 

Varices 

Louis  M.  Rousselot,  M.D, 

George  Kulick,  M.D.,  By  invitation 
Louis  R.  M.  Del  Guercio,  M.D.,  By  invita- 
tion 

St.  Vincent’s  Hospital,  New  York  City 

This  committee  is  comprised  of  Dr.  John  G. 
Masterson,  Dr.  Morris  Maslon,  Dr.  Harold  F. 
Brown,  and  myself  as  chairman.  I wish  to  thank 
them  for  their  valued  assistance. 

Speaker  Williams:  You  move  its  adoption? 

Dr.  Post:  Yes. 

Secretary  Anderton:  I second  it. 

Speaker  Williams:  All  in  favor  of  the  adoption 
of  this  report  of  the  Scientific  Awards  Committee 
will  say  “aye”;  those  opposed  “no.”  The  report 
of  the  Committee  on  Scientific  Awards  is  approved 
with  thanks.  Thank  you.  Dr.  Post. 

Section  153 

Remarks  by  Past  President  Louis  H.  Bauer 

Speaker  Williams:  It  gives  me  a great  deal  of 
pleasure  to  present  one  of  our  past  presidents,  who 
told  me  he  flew  over  Greenland  to  get  here.  I am 
sure  he  has  got  one  word  of  welcome,  Dr.  Louis 
Bauer. 

Dr.  Louis  H.  Bauer,  Past  President:  Thank  you, 
Mr.  Speaker.  You  are  a day  behind.  The  night 
before  last  I flew  over  Greenland  to  get  here.  I 
arrived  yesterday  morning,  too  late  to  be  here  for 
the  opening  of  the  session.  You  have  already  told 
the  House,  Mr.  Speaker,  that  you  have  a tremendous 
amount  of  business  to  do  and  are  threatening  them 
with  a night  session.  I am  sure  they  would  much 
prefer  to  go  on  with  the  business  than  to  listen  to 
me.  I might  have  something  to  say  about  some  of 
the  business  that  is  coming  up  here  later,  but  I 
think  to  take  time  now  to  give  you  some  impres- 
sions, which  I would  be  glad  to  give  you  some  other 
time,  would  only  be  delaying  the  action  of  the 
House.  I appreciate  the  courtesy  and  thank  you 
very  much.  (Applause) 

Speaker  Williams:  I don’t  have  to  tell  you,  Dr. 
Bauer,  what  a pleasure  it  is  for  every  member  of 
the  House  to  see  you  here  with  us. 

Section  154  (See  23) 


Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Workmens  Compensation 

Speaker  Williams:  The  Chair  recognizes  Dr. 
Prudhon,  chairman  of  the  Reference  Committee  on 
Report  of  Council,  Part  X,  Workmen’s  Compensa- 
tion and  Industrial  Health. 

Dr.  Charles  A.  Prudhon,  Jefferson:  Mr. 

Chairman  and  members  of  the  House,  because  this 
report  involves  workmen’s  compensation  I would 
like  to  relay  to  you  some  information  that  came  to 
me  in  the  last  few  minutes. 

Dr.  Herman  E.  Hilleboe,  Commissioner  of 
Health  for  New  York  State,  says  that  he  has  been 
called  from  Albany  by  Mr.  Guttman,  the  legal 
counsel  to  Governor  Harriman,  and  Mr.  Guttman 
states  that  the  Governor  has  not  made  any  decision 
on  the  matter  of  a new  minimum  fee  schedule. 

Speaker  Williams:  Off  the  record. 

. . .Discussion  off  the  record. . . 

Speaker  Williams:  The  report  of  the  Council 
on  Workmen’s  Compensation  will  be  found  on  page 
1128.  The  chairman  of  the  reference  committee 
will  enumerate  each  resolution  that  was  referred  to 
him  as  he  comes  to  it  so  that  you  members  of  the 
House  will  be  informed  as  he  goes  along.  Give  your 
attention  to  the  chairman  of  the  reference  committee, 
gentlemen. 

Dr.  Prudhon:  The  first  part  deals  with  the 

Council  Committee  on  Workmen’s  Compensation. 

The  Workmen’s  Compensation  Committee  under 
the  able  chairmanship  of  Dr.  Gerald  Dorman  re- 
peats and  reiterates  its  stand  that  the  Medical 
Practice  Committee  Law  be  repealed.  These  com- 
mittees cost  the  State  many  thousands  of  dollars  for 
salaries  and  administrative  expenses  which  could  be 
saved  if  the  county  societies  do  this  work. 

Under  the  hospital  practice  of  medicine  in  com- 
pensation cases,  rule  19  does  not  conform  with  the 
law,  and  should  be  abolished  or  modified.  This 
would  prevent  infractions  of  the  law  by  hospitals 
attempting  to  bill  for  services  rendered  by  residents 
to  compensation  cases. 

The  committee  has  recommended  that  impartial 
panels  of  specialists  be  appointed  by  the  Chairman 
of  the  Workmen’s  Compensation  Board.  This  has 
not  been  done. 

The  treatment  of  compensation  cases  in  Veterans 
Administration  hospitals  has  been  largely  eliminated. 
Payment  to  physicians  for  testifying  in  disability 
benefit  cases  is  now  law. 

The  study  of  rehabilitation  is  going  ahead  under 
the  law.  The  committee  reiterates  that  “the  basic 
stand  taken  by  the  State  Medical  Society  concern- 
ing rehabilitation  is  that  the  free  choice  of  physician 
principle  be  maintained,  and  that  no  limited  choice 
of  any  sort  will  be  endorsed.” 

This  concludes  your  reference  committee  report 
on  Council,  Part  X,  on  Workmen’s  Compensation. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  W.  Walter  Street,  Onondaga:  I second  it. 

Speaker  Williams:  This  portion  of  the  report 
is  before  you.  It  has  been  seconded.  Is  there  any 
discussion? 

Dr.  Anthony  A.  Mira,  Queens:  Just  a matter  of 
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correction  on  the  report:  The  question  of  impartial 
specialists  that  was  raised,  the  question  of  appoint- 
ing impartial  specialists,  it  is  now  being  done  by  the 
Chairman  of  the  Workmen’s  Compensation  Board, 
but  being  done  without  the  advice  of  either  the 
county  medical  societies  or  the  State  Medical 
Society.  The  suggestion  was  that  the  recommenda- 
tions of  the  State  or  county  medical  societies  be  ac- 
cepted for  impartial  specialists.  That  is  just  a 
matter  of  correction. 

Speaker  Williams:  Do  you  accept  that  as  a 

part  of  your  report? 

Dr.  Prudhon:  Yes,  sir. 

Speaker  Williams:  Is  there  any  other  discus- 
sion? 

. . .There  were  calls  for  the  question. . . 

Speaker  Williams:  I hear  calls  for  the  ques- 

tion. All  in  favor  of  the  adoption  of  this  part  of  the 
Report  of  the  Reference  Committee  on  Part  X of 
the  Council  will  signify  by  saying  “aye”;  opposed 
“no.”  The  report  stands  adopted. 

Section  155 

Report  of  Reference  Committee  on  Report 
of  Council , Part  X:  Industrial  Health 

Dr.  Charles  A.  Prudhon,  Jefferson:  The  In- 
dustrial Health  Committee  makes  a report  of  the 
progress  of  this  comparatively  new  activity  of  the 
Council.  This  report  is  informational.  Emphasis 
is  placed  on  two  sections:  First,  that  an  effort 

should  be  made  to  help  county  societies  establish 
and  improve  standards  for  preplacement  and  peri- 
odic physical  examination  in  industry  with  the  co- 
operation of  employers  and  employes.  Second, 
the  committee  urges  that  each  county  medical 
society  establish  an  industrial  health  committee  to 
stimulate  local  interest. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Charles  R.  Mathews,  Monroe:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  to  adopt  this  part  of  the  report.  I hear  a 
call  for  the  question.  All  in  favor  of  the  adoption 
of  this  portion  of  the  report  will  say  “aye”;  con- 
trary “no.”  This  portion  of  the  report  is  adopted. 

Section  156  (See  52 , 60) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Workmen’s  Compensation 

Board’s  Minimum  Medical  Fee  Schedule 

Dr.  Charles  A.  Prudhon,  Jefferson:  Our  ref- 

erence committee  has  had  given  to  it  five  resolu- 
tions as  of  yesterday — 58-21  and  58-29. . . 

Speaker  Williams:  Numbers  58-21  and  58-29 
are  going  to  be  taken  together  by  the  chairman  of 
the  reference  committee. 

Dr.  Prudhon:  Resolution  58-21,  introduced  by 
the  Medical  Society  of  the  County  of  Orange,  and 
58-29,  introduced  by  Dr.  Henry  Vinicor  of  the 
County  of  St.  Lawrence:  both  resolutions  have  to 
do  with  the  revision  of  the  minimum  fee  schedule 
under  the  Workmen’s  Compensation  Law  and  were 
considered  together. 


After  reviewing  the  history  and  the  present  status 
of  the  minimum  fee  schedule  with  Drs.  Mira,  Kaliski, 
and  Dorman,  a substitute  resolution,  agreeable  to 
all,  was  drafted  and  is  offered  as  follows: 

Whereas,  there  has  been  a failure  to  revise  the 
Workmen’s  Compensation  Minimum  Fee  Sched- 
ule since  May  1,  1951,  in  order  to  reflect  the  in- 
creased cost  of  medical  practice  to  physicians; 
and 

Whereas,  a fee  schedule  approved  by  the 
Medical  Society  of  the  State  of  New  York  has 
been  presented  to  the  Chairman  of  the  Workmen’s 
Compensation  Board  as  provided  by  law  which 
proposes  to  alleviate  these  inequities  of  compen- 
sation practice  remuneration  as  compared  with 
other  types  of  medical  practice;  and 

Whereas,  the  Minimum  Fee  Schedule  was  in- 
corporated only  to  establish  a schedule  below 
which  physicians  could  not  offer  their  services; 
therefore  be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  approve  the  principle  that  physicians 
engaged  in  the  care  of  compensation  claimants 
prepare  and  submit  bills  for  treatment  of  such 
claimants  in  accordance  with  regular  fees  for 
persons  of  like  standards  of  living,  which  may  be 
in  excess  of  the  Minimum  Fee  Schedule. 

I move  the  adoption  of  this  substitute  resolution. 
Dr.  Anthony  A.  Mira,  Queens:  I second  it. 

Dr.  Monroe  M Broad,  Queens:  In  the  1957 
House  of  Delegates  a resolution  was  offered  and  ac- 
cepted by  the  House  which  stated  in  effect  that  a 
new  fee  schedule  would  be  submitted  to  the  Chair- 
man of  the  Workmen’s  Compensation  Board,  and 
that  this  fee  schedule  would  be  biennially  reviewed  to 
reflect  the  changes  in  the  cost  of  living.  As  ex- 
penses go  up,  it  is  only  fair  that  fees  take  a similar 
change. 

In  your  information  booklet  to  the  delegates  on 
Page  1129  you  will  notice  historically  that  on  May 
24, 1957,  the  Chairman  of  the  Workmen’s  Compensa- 
tion Board  did  hold  a meeting,  to  which  all  of  the 
county  societies  were  invited  to  send  representa- 
tives. As  the  result  of  that  meeting  a fee  schedule 
was  prepared  and  submitted  in  October  of  1957. 
This  schedule  has  been  in  the  office  of  the  Chairman 
of  the  Workmen’s  Compensation  Board  since  then. 
Then  in  a palliative  note  I notice  the  last  sentence  of 
that  paragraph.  It  states:  “It  is  hoped  that  the 

new  minimum  fee  schedule  will  be  announced  in 
time  for  the  annual  meeting  of  the  Medical  Society 
of  the  State  of  New  York  in  May,  1958.” 

We  are  now  in  session.  Nothing  has  been  done. 
Gentlemen,  we  have  had  a legal  right  all  the  time 
since  the  very  inception  of  the  Workmen’s  Com- 
pensation Law  in  1934  to  charge  fees  higher  than  the 
minimum  fee  schedule.  It  is  your  legal  preroga- 
tive. What  you  are  asking  for,  and  what  the  com- 
mittee has  very  kindly  accepted  in  their  resolution, 
is  the  principle  that  physicians  engaged  in  this  kind 
of  practice,  namely,  the  care  of  compensation 
claimants,  shall  now  prepare  and  submit  bills  ac- 
cording to  their  regular  fees  for  similar  services 
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offered  to  people  with  the  same  standard  of  living  in 
that  locality.  May  I ask  an  amendment  be  ac- 
cepted by  the  chairman? 

Speaker  Williams:  You  move  an  amendment. 

Dr.  Broad:  I move  an  amendment  that  it  be 

further  resolved  that  such  practice  of  billing  be  sug- 
gested from  June  1,  1958,  onward. 

Speaker  Williams:  That  concludes  your 

amendment? 

Dr.  Broad:  Yes,  Mr.  Speaker. 

Speaker  Williams:  Is  there  a second  to  the 

amendment? 

Dr.  Louis  Berger,  Kings:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  of 
the  amendment?  The  Speaker  recognizes  the  doctor 
from  the  Seventh  District. 

Dr.  Charles  R.  Mathews,  Monroe:  I agree 

with  the  speaker  who  just  had  the  floor,  but  I 
would  suggest  that  June  1 is  a little  premature  be- 
cause it  would  be  a little  too  soon  to  get  notice  to 
the  doctors.  I would  like  to  offer  an  amendment  to 
that  amendment  that  the  date  be  July  1 and  not 
June  1 in  order  to  get  notice  back  to  the  doctors  at 
the  grass  roots  level. 

Speaker  Williams:  Do  you  accept  that,  Dr. 

Broad? 

Dr.  Broad:  I accept  that. 

Speaker  Williams:  The  maker  of  the  motion 
accepts  it. 

Dr.  Mira  is  recognized.  Keep  the  discussion  to 
the  amendment,  sir. 

Dr.  Mira:  In  discussion  on  the  amendment, 

gentlemen,  true,  it  was  all  in  anticipation  to  give 
Miss  Parisi  a day  to  make  the  announcement  to  the 
House  of  Delegates.  Some  complications  have 
arisen  in  the  Governor’s  office  where  there  was  some 
question  that  the  new  fee  schedule  should  even  be 
discussed.  I should  like  to  offer  for  discussion  an 
amendment  to  the  amendment,  and  that  is  this: 
I would  like  to  suggest  that  the  deadline  be  made 
September  1 for  this  reason,  I think  that  the  Work- 
men’s Compensation  Board  deserves  additional 
time  to  effect  this  change  by  that  time,  and  then  say 
if  it  is  not  effected  by  that  time  we  will  proceed  in 
accordance  with  the  resolution  suggested. 

Speaker  Williams:  Dr.  Broad,  will  you  accept 
that? 

Dr.  Broad:  No,  sir,  I do  not.  In  the  first 

place,  Mr.  Speaker,  may  I have  the  floor?  The 
purpose  of  this  resolution  is  to  seek  redress  for  a 
grievance  that  the  doctors  have  against  the  present 
Workmen’s  Compensation  Board  Minimum  Fee 
Schedule.  This  is  the  way  we  can  solve  this 
problem.  Legally  you  have  a right  to  charge  your 
regular  fees.  Now  whether  these  will  be  arbitrated 
or  not  I cannot  say.  You  have  a right  to  submit  such 
bills.  I think  it  is  time  that  the  doctors  took  the 
legality  that  they  have  at  their  power  and  used  it. 
Let  us  not  wait  any  longer.  I think  July  1 is  quite 
adequate  time  to  get  the  information  to  the  member- 
ship of  this  Society. 

Speaker  Williams:  It  was  only  a suggestion  by 
Dr.  Mira.  He  did  not  offer  it  as  a motion  or  as  an 
amendment. 


Is  there  any  other  discussion  of  Dr.  Broad’s 
amendment  with  the  acceptance  of  July  1 as  the 
deadline?  I hear  a call  for  the  question.  Are  you 
ready  to  vote?  All  in  favor  of  Dr.  Broad’s  amend- 
ment to  the  recommendation  of  the  reference  com- 
mittee which  adds  a resolved,  and  Dr.  Broad’s 
amendment  has  been  altered  to  have  it  July  1,  say 
“aye”;  those  opposed  “no.”  This  resolution  is 
added  to  the  report  of  the  reference  committee. 

Now  the  report  of  the  reference  committee  as  pre- 
sented is  under  discussion. 

Dr.  Henry  Vinicor,  St.  Lawrence:  I wish  to 

amend  it  further:  “ Resolved , that  the  director  of 

the  Bureau  of  Workmen’s  Compensation  and  In- 
dustrial Health  be  instructed  to  notify  all  physicians 
in  the  State  of  New  York  of  this  resolution.”  That 
is  all  physicians. 

Dr.  William  E.  Pelow,  Onondaga:  I second 

that. 

Speaker  Williams:  Is  there  discussion  of  this 
amendment? 

Dr.  Elmer  T.  McGroder,  Eighth  District 
Branch:  I can’t  quite  understand  the  last  amend- 
ment: The  chairman  of  the  Workmen’s  Compensa- 
tion Board,  Miss  Parisi,  is  to  notify  all  the  doctors? 
I did  not  quite  get  the  idea  of  the  amendment. 

Speaker  Williams:  Will  the  man  who  offered 
the  amendment  please  explain  it  in  a good  clear 
voice  on  the  loudspeaker? 

Dr.  Vinicor:  The  Bureau  is  our  own  man,  Dr. 
Mira,  the  Bureau  of  Workmen’s  Compensation 
and  Industrial  Health,  Dr.  Mira,  one  of  our  own 
men. 

Speaker  Williams:  Your  amendment  wants 

him  to  do  what,  sir? 

Dr.  Vinicor:  Notify  all  the  doctors  in  the  State 
of  New  York  of  this  resolution. 

Speaker  Williams:  Is  there  any  discussion  on 
this  amendment? 

Dr.  McGroder:  I think  that  clarifies  it.  He 
means  the  Workmen’s  Compensation  Bureau  of  the 
Medical  Society  of  the  State  of  New  York.  With 
that  I go  along. 

Speaker  Williams:  Is  there  any  other  discus- 
sion of  this  amendment?  Hearing  none,  all  in 
favor  of  this  amendment  will  say  “aye”;  opposed 
“no.”  This  amendment  stands  adopted. 

We  are  now  back  to  the  recommendation  of  the 
reference  committee. 

Dr.  Solomon  Schussheim,  Kings:  Question! 

Speaker  Williams:  Are  you  ready  now  to  vote 
approval  of  the  recommendation  before  it  was 
amended  on  its  original  premise  plus  the  amend- 
ments? All  in  favor  say  “aye”;  those  opposed 
“no.”  The  report  of  the  reference  committee 
stands  adopted  as  amended. 

Section  157  ( See  68) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Health  Insurance  and 
Industry 

Dr.  Charles  A.  Prudhon,  Jefferson:  Resolution 
58-37,  subject,  “Health  Insurance  and  Industry,” 
introduced  by  the  Medical  Society  of  the  County  of 
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Seneca.  I will  not  read  the  whereases,  but  the  re- 
i solved  is: 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  suggest  to  the  various  county  medi- 
cal societies  that  they  request  consultation  and 
discussion  with  industry  in  their  respective  coun- 
ties in  their  present  and  future  contracts  for 
medical  care  programs. 

Your  reference  committee  agrees  with  the  intent 
i of  this  resolution  and  recommends  referral  to  the 
Council  Committee  on  Medical  Economics,  Sub- 
committee on  Medical  Care  Insurance. 

I move  the  adoption  of  this  portion  of  the  report. 
Speaker  W illiams  : Y ou  heard  the  recommenda- 
tion of  the  committee.  Do  I hear  a second? 

Dr.  Monroe  M.  Broad,  Queens:  I second  it. 
Speaker  Williams:  Is  there  any  discussion?  If 
not,  are  you  ready  for  the  question?  All  in  favor  of 
the  recommendation  of  the  reference  committee  say 
“aye”;  opposed  “no.”  This  portion  of  the  report 
is  adopted. 

Section  158  ( See  84) 

! Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Industrial  Health  Centers 

Dr.  Charles  A.  Prudhon,  Jefferson:  Resolu- 

tion 58-53,  subject,  “Industrial  Health  Center,” 
introduced  by  the  Medical  Society  of  the  County  of 
New  York: 

Resolved , that  the  House  of  Delegates  commend 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  for  its  pioneer  effort  in  establishing  the 
Bureau  of  Industrial  Health  to  study  these 
problems;  and  be  it  further 

Resolved , that  immediate  action  be  taken  in 
cooperation  with  union  representatives  and  the 
State  Department  of  Social  Welfare  to  promote 
State  legislation  covering  the  entire  field  of  in- 
dustrial health  centers  in  which  principle  of  free 
choice  of  physician  shall  be  requisite  in  order  that 
organized  medicine  may  give  its  proper  leadership 
to  plans  for  purveying  medical  care  to  the  public. 

Your  reference  committee  is  in  agreement  with 
the  principles  of  this  resolution  and  calls  attention 
to  the  report  of  the  Council  Committee  on  Industrial 
Health,  page  1134,  paragraph  4,  which  emphasizes 
the  need  for  continued  support  of  the  free-choice-of- 
physician  principle. 

I move  adoption  of  this  portion  of  the  report. 

Dr.  Harry  A.  Mackler,  Kings:  I second  it. 
Speaker  Williams:  It  has  been  moved  and 

seconded  to  adopt  this  portion  of  the  report.  Is 
there  discussion?  Are  you  ready  for  the  question? 
All  in  favor  of  the  adoption  of  the  committee’s 
report  will  say  “aye”;  contrarj7  “no.”  The  com- 
mittee’s report  stands  adopted. 

Section  159  ( See  88) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Medical  Practice  Committees 

Dr.  Charles  A.  Prudhon,  Jefferson:  Resolu- 

Part  II — September  1,  1958 


tion  58-57,  subject,  “Medical  Practice  Committee, 
introduced  by  the  Nassau  County  Medical  Society: 
In  conference  this  resolution  has  been  reworded: 
the  first  whereas  is  intact;  then  the  second  follows: 

Whereas,  the  Compensation  Law  of  the  State 
of  New  York  now  provides  that  when  the  popula- 
tion of  a county  rises  over  one  million  people,  the 
duties  of  the  county  medical  society  compensa- 
tion committee  are  taken  over  by  the  Medical 
Practice  Committee  appointed  by  the  Chairman 
of  the  Workmen’s  Compensation  Board  of  the 
State  of  New  York;  and 

Whereas,  this  method  is  considered  discrimina- 
tory to  those  counties  which  have  a population  of 
over  one  million  by  reason  that  a committee  of 
three  so  appointed  obviously  does  not  give  repre- 
sentation at  the  local  county  level ; and 

Whereas,  the  cost  of  this  Medical  Practice 
Committee  basically  is  considerable;  and 
Whereas,  the  function  of  this  Medical  Practice 
Committee  can  be  and  has  been  administered  at  a 
county  level  at  no  cost  to  the  taxpayer;  now  there- 
fore be  it  hereby 

Resolved , that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct the  Committee  on  Legislation  to  initiate 
whatever  legislation  is  necessary  to  abolish  the 
Medical  Practice  Committee  Law,  namely,  Sec- 
tion 13-G-2. 

Your  committee  approves  the  adoption  of  this 
resolution,  and  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Monroe  M.  Broad,  Queens:  I second  it. 
Speaker  Williams:  Is  there  any  discussion? 

If  not,  this  portion  of  the  report  is  before  you  for 
adoption.  All  in  favor  of  its  adoption  say  “aye”; 
those  opposed  “no.”  This  portion  of  the  report 
stands  adopted. 

Section  160  ( See  22) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Supplementary  Report  of  the 
Council  Committee  on  Industrial  Health , 
PartX 

Dr.  Charles  A.  Prudhon,  Jefferson:  This  is  the 
supplementary  report  of  the  Council  Committee  on 
Industrial  Health,  Part  X,  58-0. 

This  refers  to  a pamphlet  labeled  “Guides  for 
Evaluation  of  Management  and  Union  Health 
Centers.”  This  emanates  from  the  A.M.A.  Com- 
mittee on  Medical  Care  for  Industrial  Workers 
and  has  only  been  received  lately.  Because  of  lack 
of  time,  your  reference  committee  could  not  give  it 
proper  study. 

Your  reference  committee  has  only  reviewed  this 
Guide,  and  recommends  referring  this  matter  to  the 
Council’s  Ad  Hoc  Committee  for  study  and  report. 

Furthermore,  page  two  of  this  supplementary  re- 
port contains  three  paragraphs  headed  by  the  title, 
“Standards  for  Union  Health  Centers  under  New 
York  State  Department  of  Social  Welfare  Supervi- 
sion.” 

Your  reference  committee  approves  the  adoption 
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of  this  portion  of  the  supplementary  report  58-0. 

I move  adoption  of  this  portion  of  the  report. 

Dr.  W.  Walter  Street,  Onondaga : I second  it. 
Speaker  Williams:  It  has  been  moved  and 

seconded  to  adopt  this  portion  of  the  report  which 
carries  with  it  referral  to  the  Council’s  Ad  Hoc 
Committee  on  Labor  Unions  and  Industrial  Health. 
Is  there  any  discussion?  Hearing  none,  all  in  favor 
of  this  recommendation  will  say  “aye”;  opposed 
“no.”  This  portion  of  the  committee’s  report 
stands  approved. 

Dr.  Prudhon:  I move  adoption  of  our  report  on 
Supplementary  Report  58-0  as  a whole. 

Dr.  Dorman:  I second  it. 

Speaker  Williams:  The  motion  has  been  made 
and  seconded  to  adopt  this  report  as  a whole.  Is 
there  any  discussion?  If  not,  all  in  favor  say 
“aye”;  those  opposed  “no.”  The  report  stands 
adopted  as  a whole. 

Section  161  ( See  126) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  X:  Fee  Schedule  for  Workmen’s 
Compensation 

Dr.  Charles  A.  Prudhon,  Jefferson : Resolu- 

tion 58-62,  introduced  by  the  Medical  Society  of  the 
County  of  New  York,  subject,  “Fee  Schedule  for 
Workmen’s  Compensation.” 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  petition  the  appropriate  State  of- 
ficials to  reconsider  their  unjust  stand. 

Your  reference  committee  approves  of  this 
resolution,  and  moves  its  adoption. 

Dr.  W.  Walter  Street,  Onondaga:  I second  it. 
Speaker  Williams:  It  has  been  moved  and 

seconded.  Does  anybody  want  to  inquire? 

Delegate,  New  York  County:  Mr.  Speaker 

and  gentlemen,  it  does  seem  that  it  is  possible  to 
reconcile  the  resolutions  which  preceded  this  and 
this  particular  one  on  the  fee  schedule.  However, 
to  anticipate  the  possibility  of  a lack  of  endorsement 
I believe  it  might  be  possible  if  this  amendment  were 
accepted  to  have  the  resolved  read  as  follows: 

Resolved , that  should  this  fee  schedule  not  be 
endorsed  within  one  month  the  Medical  Society 
of  the  State  of  New  York  petition  the  appropriate 
State  officials  to  reconsider  their  unjust  stand. 

Speaker  Williams:  Do  you  offer  that  as  an 

amendment? 

Same  Delegate:  I do. 

Speaker  Williams:  Do  I hear  a second? 

Dr.  Louis  Berger,  Kings:  I second  it. 

Speaker  Williams:  Do  you  want  to  discuss  the 
amendment,  Dr.  Broad? 

Dr.  Monore  M.  Broad,  Queens:  Mr.  Speaker,  I 

rise  to  help  the  passage  of  this  resolution,  the  pur- 
pose being  while  on  the  one  hand  we  have  taken  a 
positive  action  on  our  own,  we  still  nevertheless 
realize  that  there  is  a chance  to  get  a reasonable 
fee  schedule  accepted,  and  therefore  we  will  continue 
in  that  respect,  but  pending  that  we  have  already 
taken  action. 

Speaker  Williams:  Is  this  discussion  in  regard 
to  the  amendment? 


Dr.  Elmer  T.  McGroder,  Eight  District  Branch: 
I would  like  to  make  a motion  that  this  second  resolu- 
tion and  amendment  be  tabled. 

Dr.  Harry  A.  Mackler,  Kings:  I second  it. 

Speaker  Williams:  It  has  been  moved  to  table 
the  amendment  or  motion? 

Dr.  Prudhon:  The  amendment  was  made  so  in 
its  context  it  refers  to  the  original  substitute  resolu- 
tion which  was  brought  in  on  58-21  or  58-29,  and 
was  passed  in  regard  to  fee  schedules.  The  last 
amendment  is  simply  we  are  talking  now  about  the 
right  to  petition  on  58-62. 

Speaker  Williams:  The  recommendation  of  the 
reference  committee  was  this:  “ Resolved , that  the 
Medical  Society  of  the  State  of  New  York  petition 
the  appropriate  State  officials  to  reconsider  their 
unjust  stand.” 

The  amendment  said  that  we  hold  off  the  petition 
for  one  month  because  the  fee  schedule  might  come 
through.  You  didn’t  say  it  in  those  words,  but  that 
is  what  you  meant,  Doctor.  That  is  what  we  are 
discussing.  Shall  we  petition  now,  or  a month  from 
now,  or  not  petition,  and  you  have  moved  to  table, 
and  I asked  you  did  you  table  just  the  amendment 
or  did  you  move  to  table  both  the  recommendation 
plus  the  amendment. 

Dr.  McGroder:  I intend  to  table  both. 

Speaker  Williams:  You  move  to  table  the 

recommendation  plus  the  amendment? 

Dr.  McGroder:  Yes,  both. 

Speaker  Williams:  Is  that  seconded? 

Dr.  Mackler:  Yes,  I seconded  it. 

Speaker  Williams:  The  motion  to  table  is  not 
subject  to  discussion.  All  in  favor  of  tabling  both 
say  “aye”;  opposed  “no.”  The  “ayes”  have  it.  It 
is  tabled. 

Dr.  Prudhon:  This  concludes  the  report  of  the 
Reference  Committee  on  Report  of  the  Council, 
Part-X,  and  the  individual  resolutions  that  were 
brought  before  it.  I wish  to  thank  the  members  of 
our  committee  who  worked  so  hard,  Drs.  Carl  R. 
Ackerman,  William  A.  Cooper,  Charles  R.  Mathews, 
and  W.  Walter  Street,  also  Drs.  Anthony  Mira, 
David  Kaliski,  Gerald  Dorman,  and  the  doctors  who 
appeared  before  the  committee. 

I move  the  adoption  of  the  report  as  a whole,  as 
amended. 

Dr.  Street:  I second  it. 

Speaker  Williams:  The  report  as  a whole  as 
amended  is  before  you.  All  in  favrtr  say  “aye”; 
those  opposed  “no”.  The  report,  as  a whole,  as 
amended,  stands  adopted  with  thanks.  Thank  you, 
Dr.  Prudhon. 

Section  162  ( See  10) 

Report  of  Reference  Committee  on  Reports  of 
Secretary , Judicial  Council  and  District 
Branches:  Report  of  the  Secretary 

Vice-Speaker  Lane:  The  next  committee  to 

report  will  be  that  referring  to  the  Reports  of 
Secretary,  Judicial  Council,  and  District  Branches, 
Dr.  C.  Stewart  Wallace,  chairman. 

Dr.  C.  Stewart  Wallace,  Tompkins:  Mr. 

Speaker  and  members  of  the  House  of  Delegates, 
for  the  fourteenth  time  Dr.  Anderton,  your  secretary, 
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has  again  rendered  a complete  and  detailed  report 
of  the  activities  of  the  Society.  His  report  covers 
the  activities  of  the  Council  and  Board  of  Trustees, 
American  Medical  Association,  Governmental  Con- 
tracts, District  Branches,  Secretaries’  Conference, 
Survey,  Placement  Bureau,  Publications,  Library, 
and  Membership. 

These  reports  are  considered  separately  by  the 
appropriate  reference  committees  and  require  no 
action  by  this  committee. 

Again,  your  reference  committee  wishes  to  com- 
mend Dr.  Anderton  for  a task  well  performed.  We 
also  wish  to  thank  him  for  his  untiring  efforts  in 
assisting  with  the  multitude  of  activities  of  the 
State  Society. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  discussion?  If  not,  those  in  favor  say 
“aye”;  those  contrary  “no.”  It  is  carried. 

Section  163 

Report  of  Reference  Committee  on  Reports  of 
Secretary , Judicial  Council , and  District 
Branches:  Report  of  the  Judicial  Council 

Dr.  C.  Stewart  Wallace,  Tompkins:  The 

Judicial  Council  met  in  accordance  with  the  Bylaws. 
No  matters  were  referred  to  it  for  action.  Your 
committee  accepts  the  report  of  the  Judicial  Council 
without  comment. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Henry  J.  Barrow,  Bronx:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  any  dicussion?  If  not,  those  in  favor  say 
“aye”;  those  opposed  “no.”  It  is  so  ordered. 

Section  164 

Report  of  Reference  Committee  on  Reports  of 
Secretary , Judicial  Council , and  District 
Branches:  Reports  of  the  District  Branches 

Dr.  C.  Stewart  Wallace,  Tompkins:  In  1957 
all  the  district  branches  held  meetings  in  accordance 
with  the  Constitution  and  Bylaws.  Meetings  vary 
considerably  in  form,  ranging  from  scientific  pro- 
grams to  medicoeconomic  and  medicolegal  programs. 
All  district  branch  meetings  appear  to  have  been 
well  attended  and  well  received. 

It  is  the  feeling  of  your  reference  committee  that 
the  district  branches  serve  a useful  purpose  as  a 
liaison  group  between  the  State  Society  and  the 
county  societies.  This  is  particularly  true  upstate 
where  county  societies  tend  to  be  small.  District 
branch  meetings  afford  an  opportunity  for  members 
of  county  societies  to  meet  the  officers  and  personnel 
of  the  State  Society  and  to  discuss  mutual  problems. 

One  particularly  interesting  and  novel  meeting 
was  held  by  the  Sixth  District  Branch  at  which  a 
program  on  crash  injuries  was  presented.  This  was 
so  well  received  that  it  is  being  published  in  the  May 
15  issue  of  the  New  York  State  Journal  oe 


Medicine  for  your  information. 

Your  reference  committee  wishes  to  thank  Dr. 
W.  P.  Anderton  for  his  help  in  organizing  and  im- 
plementing the  various  district  branch  meetings. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  discussion?  If  not,  those  in  favor  say 
“aye”;  those  opposed  “no.”  It  is  so  ordered. 

Section  165  ( See  40) 

Report  of  Reference  Committee  on  Reports  of 
Secretary , Judicial  Council  and  District 
Branches:  Legal  Residence  for  County  Society 

Membership 

Dr.  C.  Stewart  Wallace,  Tompkins:  Your  ref- 
erence committee  considered  resolution  58-9,  sub- 
mitted by  the  Medical  Society  of  the  County 
of  Nassau,  subject,  “Legal  Residence  for  County 
Society  Membership.”  This  resolution  did  not 
contain  any  specific  problem  and  no  specific  recom- 
mendation to  the  House  of  Delegates.  However, 
after  consideration  of  the  resolution  and  consultation 
with  several  delegates  of  the  Medical  Society  of  the 
County  of  Nassau  and  the  secretary,  Dr.  W.  P. 
Anderton,  multiple  problems  were  uncovered  for 
physicians  who  practice  in  more  than  one  county. 
Many  physicians  live  in  one  county  and  have  their 
principal  practice  in  an  adjoining  county.  This  is 
particularly  true  in  the  metropolitan  area  and  Long 
Island. 

Matters  of  county  society  membership,  jurisdic- 
tion of  mediation  committee,  jurisdiction  of  boards 
of  censors,  jurisdiction  of  malpractice  committees, 
and  hospital  staff  appointments  are  some  of  the 
problems  not  adequately  covered  in  all  cases  by  the 
present  Bylaws. 

It  is  the  opinion  of  your  reference  committee  that 
resolution  58-9  be  approved  in  principle,  and  that 
the  resolution  be  referred  to  the  Council  for  study 
and  recommendations  as  to  the  necessary  changes  in 
the  Bylaws  to  cover  this  multiple  problem. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  James  T.  Carroll,  Monroe:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  discussion?  Hearing  none,  those  in  favor 
say  “aye”;  opposed  “no.”  It  is  so  ordered. 

Section  166  ( See  75) 

Report  of  Reference  Committee  on  Reports  of 
Secretary , Judicial  Council , District 
Branches:  Compulsory  Attendance  at  County 

Medical  Society  Meetings 

Dr.  C.  Stewart  Wallace,  Tompkins:  Your 

reference  committee  also  considered  resolution  58- 
44,  submitted  by  the  Medical  Society  of  the  County 
of  Saratoga,  subject,  “Compulsory  Attendance  at 
County  Medical  Society  Meetings.” 

This  resolution  was  thoroughly  explored.  Al- 
though your  reference  committee  is  completely  in 
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sympathy  with  any  mechanism  which  will  improve 
attendance  at  county  society  meetings,  it  was  the 
opinion  of  the  committee  that  it  is  not  its  function 
nor  the  State  Society’s  function  to  dictate  policy 
to  county  medical  societies  other  than  as  stated  in 
the  Constitution  and  Bylaw's  of  the  Medical  Society 
of  the  State  of  New  York.  It  suggested  that  local 
county  societies  undertake  efforts  to  make  meetings 
more  attractive  to  members  and  to  make  attend- 
ance at  meetings  desirable  but  not  compulsory. 

Any  county  society  washing  to  make  attendance 
at  county  society  meetings  compulsory  may  do  so  by 
changing  its  constitution  and  bylaws  in  approved 
fashion. 

Your  reference  committee,  after  due  deliberation, 
recommends  disapproval  of  resolution  58-44. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  James  Greenough,  Trustee:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  discussion?  If  not,  those  in  favor  say 
“aye”;  opposed  “no.”  It  is  so  ordered. 

Section  167  ( See  98) 

Report  of  Reference  Committee  on  Reports  of 
Secretary,  Judicial  Council , District  Branches: 
Dates  of  Meetings  of  District  Branches 

Dr.  C.  Stewart  Wallace,  Tompkins:  Resolu- 
tion 58-58,  submitted  by  the  Sixth  District  Branch, 
subject,  “Dates  of  Meetings  of  District  Branches,” 
was  considered  by  your  reference  committee.  It  is 
our  recommendation  that  this  resolution  be  ap- 
proved. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Philip  Hust,  Delaware:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  adopted. 
Is  there  discussion?  Hearing  none,  those  in  favor 
say  “aye”;  those  opposed  “no.”  It  is  so  ordered. 

Dr.  Wallace:  Your  chairman  wrishes  to  ex- 

press appreciation  to  Drs.  Barrow,  Carroll,  Hust, 
and  Masterson  for  their  assistance  and  counsel  in 
preparing  this  report. 

Mr.  Speaker,  I move  the  adoption  of  the  report  as 
a whole. 

Dr.  Norton  S.  Brown,  New  York:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  to  adopt  the  report  as  a whole.  Is  there 
discussion?  If  not,  all  those  in  favor  say  “aye”; 
those  opposed  “no.”  It  is  so  ordered. 

Thank  you,  Dr.  Wallace. 

Section  168 

Report  of  Reference  Committee  on  Report  of 
Council:  Part  VII — Economics  (Medicare), 

Medical  Care  Insurance,  Public  Medical  Care, 
Possible  Approval  of  Group  Health  Insurance 
Plan 

Vice-Speaker  Lane:  The  next  committee  to 

report  wall  be  Council,  Part  VII,  Economics  (Medi- 
care), Medical  Care  Insurance,  Public  Medical 
Care,  Possible  Approval  of  Group  Health  Insurance 


Plan,  Dr.  Kent  Jarvis,  of  Osw-ego,  chairman. 

Dr.  Kent  W.  Jarvis,  Oswego:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  your  reference 
committee  has  reviewed  and  discussed  the  reports 
of  the  Council  Committee  on  Economics  and  the 
Subcommittee  on  Public  Medical  Care.  We  com- 
mend the  work  of  Dr.  John  C.  McClintock  and  his 
Committee  on  Economics.  This  committee  covered 
a broad  field  and  was  unstinting  of  the  time  devoted 
to  the  task  of  broad  consideration  of  all  the  prob- 
lems involved.  It  is  apparent  that  the  Council 
Committee  on  Economics  has  left  nothing  undone  to 
implement  the  smooth  functioning  of  the  Medicare 
program.  New  and  satisfactory  contracts  under 
Medicare  have  been  negotiated,  and  the  committee 
has  clarified  the  program,  informed  the  component 
county  societies  of  procedures  for  smooth  function- 
ing, and  enlisted  cooperation  by  county  society 
committees.  To  this  reference  committee  there  ap- 
pears to  be  general  satisfaction  as  regards  the 
schedules  and  the  results.  The  machine^  for  re- 
solving possible  complaints  has  been  set  in  motion. 
The  recommendation  of  the  Council  Committee  on 
Economics  which  has  the  approval  of  the  Council 
for  the  development  of  a panel  of  specialists  to  ad- 
vise regarding  claims  under  the  Medicare  program 
impresses  this  committee. 

During  the  year  the  Council  Committee  on 
Economics  gave  appropriate  attention  to  the  various 
resolutions  passed  by  the  1957  House  of  Delegates 
concerning  standards  for  approval  by  the  Medical 
Society  of  the  State  of  New  York  of  New  York 
State  Medical  Care  Plans,  made  judicious  disposi- 
tion of  the  resolution  concerning  the  constitution- 
ality of  provisions  making  it  mandatory  for  dentists 
and  podiatrists  to  be  included  under  a Medical  In- 
demnity Plan  by  referring  this  subject  to  the  legal 
counsel  of  the  State  Society  for  an  opinion.  Prog- 
ress was  made  in  implementing  the  resolution  call- 
ing for  uniformity  in  the  preparation  of  medical 
claim  forms.  The  question  of  increased  fees  for 
life  insurance  examiners  was  clarified  through  con- 
sultation with  the  associate  director  of  the  Life 
Insurance  Association  of  America.  You  are  re- 
ferred to  the  April  1 issue  of  the  Journal  for  de- 
tailed report. 

The  Subcommittee  on  Medical  Expense  Insurance 
under  the  chairmanship  of  Dr.  Carl  R.  Ackerman  is 
indeed  deserving  of  our  appreciation  for  its  pain- 
staking work  in  meeting  jointly  wath  the  Legislation 
Committee  on  health  insurance  plans  to  consider 
proposed  changes  in  the  insurance  laws  of  the  State. 
Several  phases  of  medical  care  plan  operation  w*ere 
discussed  with  this  committee  wath  the  idea  of  pro- 
tecting the  interests  of  both  patient  and  physician 
in  the  operation  and  extension  of  hospital  and  in- 
demnity insurance  plans.  This  committee  met 
jointly  wath  the  Blue  Shield  Plans  of  New  York 
State  for  a period  of  tw'o  days  for  the  purpose  of  ar- 
riving at  a mutually  agreeable  solution  of  insurance 
problems  and  of  educating  physician-trustees  in  the 
field  of  insurance.  The  committee  recommends  that 
every  member  of  the  House  of  Delegates  avail  him- 
self of  the  opportunity  to  read  the  report  of  the  Sub- 
committee on  Medical  Expense  Insurance. 


126 


New'  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


It  is  with  interest  and  approval  that  your  refer- 
ence committee  notes  the  enlargement  of  the  Sub- 
committee on  Public  Medical  Care  under  the  chair- 
manship of  Dr.  William  G.  Childress.  We  may 
anticipate  full  coverage  of  the  many  and  varied 
problems  which  come  to  this  committee  from  our 
county  societies. 

Mr.  George  P.  Farrell,  director  of  our  Medical 
Care  Insurance  Bureau  and  administrative  officer  of 
Medicare,  merits  our  sincere  thanks  for  his  efficient 
handling  of  his  bureau  and  his  splendid  liaison  work 
with  the  various  agencies  involved.  His  reports 
deal  with  progress.  I move  the  adoption  of  this 
portion  of  the  report. 

Vice-Speaker  Lane:  Is  there  a second  to  this 
motion? 

Dr.  Arthur  E.  Lamb,  Kings:  I second  it. 

Vice-Speaker  Lane:  Is  there  discussion?  If 

not,  those  in  favor  of  the  approval  of  this  portion 
of  the  report  say  “aye”;  those  opposed  “no.”  It 
is  so  ordered. 

Dr.  Jarvis:  The  reference  committee  wishes  to 
express  its  thanks  to  Mr.  George  Farrell  for  the 
very  considerable  assistance  which  he  gave  the  ref- 
erence committee  during  its  consideration  of  resolu- 
tions presented  to  it  by  the  present  House  of  Dele- 
gates. 

Your  reference  committee  has  considered  and 
acted  upon  21  resolutions.  We  desire  to  express 
our  appreciation  to  those  who  participated  in  active 
discussion  of  the  resolutions,  and  we  are  especially 
appreciative  of  comments  made  by  Dr.  Carlton  E. 
Wertz  and  Dr.  Louis  H.  Bauer.  All  were  most 
helpful  to  the  committee. 

Section  169  { See  36) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Social  Security  Benefits 

for  Self-Employed  Physicians 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-5, 
subject,  “Social  Security  Benefits  for  Self-Employed 
Physicians,”  the  reference  committee  moves  the 
approvaLof  this  resolution. 

Vice-Speaker  Lane  : You  have  heard  the  recom- 
mendation of  the  reference  committee  moving  to 
approve  the  resolution.  Is  there  a second  to  this? 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

Vice-Speaker  Lane:  Is  there  discussion?  If 

not,  those  in  favor  of  the  motion  say  “aye”;  any 
opposed  “no.”  It  is  so  ordered. 

Section  170  {See  37) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Mail  Poll  of  A.M.A.  Mem- 

bership of  Inclusion  of  Physicians  in  Social 
Security  System 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-6, 
subject,  “Mail  Poll  of  A.M.A.  Membership  on  In- 
clusion of  Physicians  in  Social  Security  System”, 
the  reference  committee  moves  the  approval  of  this 
resolution. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 


seconded  by  the  reference  committee  that  this 
resolution  be  approved.  Is  there  discussion?  If 
not,  those  in  favor  of  the  resolution  say  “aye”; 
any  opposed  “no.”  It  is  so  ordered. 

Section  171  {See  38) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Passage  of  Jenkins- Keogh 
Bills 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-7, 
subject,  “Passage  of  Jenkins-Keogh  Bills,”  the 
reference  committee  moves  the  approval  of  this  reso- 
lution. 

Dr.  Norton  S.  Brown,  New  York:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  Jenkins-Keogh  Bills  be  approved. 
Is  there  any  discussion?  If  not,  those  in  favor  say 
“aye”;  any  opposed  “no.”  It  is  so  ordered. 

Section  1 72  {See  J+5) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Social  Security  for  Phy- 

sicians 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-14, 
subject,  “Social  Security  for  Physicians.”  The 
reference  committee  moves  the  approval  of  this 
resolution. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  by  the  reference  committee  to  approve 
this  resolution.  Is  there  any  discussion?  If  not, 
those  in  favor  say  “aye”;  any  opposed  “no.” 
It  is  so  ordered. 

Section  173  {See  44) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Poll  of  A.M.A.  Members  re 
Compulsory  Social  Security 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-13, 
subject,  “Poll  of  A.M.A.  Members  re  Compulsory 
Social  Security,”  the  reference  committee  moves  the 
approval  of  this  resolution. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  resolution  be  approved.  Is 
there  discussion?  Those  in  favor  say  “aye”; 
any  opposed  “no.”  It  is  so  ordered. 

Section  174  ($ee  39) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Medical  Services  in  Blue 

Cross  Contracts 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-8, 
subject,  “Medical  Services  in  Blue  Cross  Contracts,” 
the  reference  committee  moves  the  approval  of  this 
resolution. 

Dr.  J.  Stanley  Kenney,  Trustee:  Can’t  he  read 
the  resolved? 

Vice-Speaker  Lane:  Would  you  read  the  re- 

solved on  that?  If  you  don’t  have  it  there,  I have 
it  right  here  handy. 

The  resolved  on  that  is: 
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Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  opposing  the  inclusion  of  medical  serv- 
ices in  hospital  insurance  contracts  and  recom- 
mend the  transfer  of  coverage  for  such  services 
from  Blue  Cross  to  Blue  Shield  organizations. 

I believe  that  is  something  we  have  had  fre- 
quently before.  The  committee  recommends  ap- 
proval of  this  resolution.  Is  there  a second? 

Dr.  Harry  A.  Mackler,  Kings:  I second  it. 
Vice-Speaker  Lane:  Is  there  discussion? 

Dr.  Louis  H.  Bauer,  Ex-President:  I am  per- 
fectly in  sympathy  with  the  intent  of  this  resolution. 
I think  we  all  are,  but  you  must  bear  in  mind  there 
are  difficulties  in  that.  The  hospitals  and  the  pro- 
fession have  never  settled  its  difficulties,  and  as  long 
as  there  are  physicians  who  are  salaried  physicians 
in  these  specialty  services  it  is  going  to  be  difficult 
to  transfer  the  contracts  to  Blue  Shield  where  we 
think  they  should  be.  We  will  not  pay  institutions 
in  Blue  Shield,  and  it  amounts  to  that  if  you  pay  the 
hospital  for  the  services  and  the  salaried  physician 
does  not  get  it. 

I think  it  is  quite  all  right  to  approve  the  resolu- 
tion in  principle,  but  you  should  bear  in  mind  it  is 
going  to  be  very  difficult  to  carry  out  until  the 
medical  profession  can  settle  its  argument  with  the 
hospitals  as  to  the  question  of  the  four  specialties 
being  in  the  practice  of  medicine,  which  we  all  admit 
are.  The  A.M.A.  and  this  Society  have  frequently 
gone  on  record  saying  they  are,  but  still  doctors 
continue  to  accept  salaries  in  these  positions  and 
frustrate  the  efforts  to  transfer  such  services  to  the 
free  practice  of  medicine  where  they  belong. 

Vice-Speaker  Lane:  Is  there  further  discussion 
on  this  problem? 

Dr.  Samuel  B.  Burk,  New  York:  I believe  that 
this  resolution  is  a reaffirmation  of  the  stand  that  we 
have  held  for  many,  many  years  with  relation  to 
these  specialties,  and  I believe  that  this  resolution 
should  be  passed. 

. . . There  were  calls  for  the  question . . . 
Vice-Speaker  Lane:  Those  in  favor  say  “aye”; 
any  opposed  “no.”  The  “ayes”  have  it,  and  the 
resolution  stands  adopted. 

Section  175  ( See  42) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Adoption  of  Wisconsin 
Plan  for  Blue  Shield 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-11, 
subject,  “Adoption  of  Wisconsin  Plan  for  Blue 
Shield.”  The  reference  committee  has  changed  the 
resolved  in  this  resolution  to  read: 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  direct 
the  Council  to  investigate  the  feasibility  of  such 
a plan  for  New  York  State. 

The  reference  committee  moves  the  approval  of 
this  resolution. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 


seconded  that  the  substitute  resolution  be  ap- 
proved. You  heard  it  read.  Is  there  discussion? 
If  not,  those  in  favor,  say  “aye”;  any  opposed 
“no.”  It  is  so  ordered. 

Section  176  ( See  47) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Fee  to  Physicians  for 

Insurance  Company  Reports 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-16, 
subject,  “Fee  to  Physicians  for  Insurance  Company 
Reports.”  The  reference  committee  moves  ap- 
proval of  this  resolution. 

Dr.  George  A.  Burgin,  Herkimer:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  to  adopt  this  resolution.  Is  there  any 
discussion?  Those  in  favor  will  say  “aye”;  any 
opposed  “no.”  It  is  so  ordered. 

Section  177  ( See  48) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Associated  Hospital  Service 

Coverage  for  Acutely  III  Infants  Under  90  Days 
of  Age 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-17, 
subject,  “Associated  Hospital  Service  Coverage  for 
Acutely  111  Infants  under  90  Days  of  Age,”  the  ref- 
erence committee  moves  the  approval  of  this 
resolution.  I might  add  this  is  really  to  be  referred 
back  to  the  county  society  for  implementation  be- 
cause it  pertains  only  to  one  section  of  the  State. 
Vice-Speaker  Lane:  Has  that  been  seconded? 
Dr.  George  A.  Burgin.  Herkimer:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  resolution  58-17  be  approved. 
Is  there  any  discussion?  If  not,  those  in  favor  say 
“aye”;  opposed  “no.”  It  is  so  ordered. 

Section  178  ( See  49) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VII:  Opposition  to  Extension  of 

Medicare  Program 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-18, 
subject,  “Opposition  to  Extension  of  Medicare 
Program,”  the  reference  committee  moves  the  ap- 
proval of  this  resolution. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 
Vice-Speaker  Lane:  Is  there  discussion?  If 

not,  those  in  favor  say  “aye”;  opposed  “no.”  It  is 
so  ordered. 

Section  179  ( See  50) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VII:  Indemnity  Plan  for  Medi- 

care 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-19, 
subject,  “Indemnity  Plan  for  Medicare,”  the 'com- 
mittee moves  disapproval  of  this  resolution. 
Vice-Speaker  Lane:  Is  there  a second? 

Dr.  Frederic  W.  Holcomb,  Trustee:  Read  the 
resolved. 

Vice-Speaker  Lane:  The  resolved  is: 
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Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  in  subsequent  negotiations  under 
public  law  569  of  the  84th  Congress,  submit  and 
negotiate  an  indemnity  plan  for  the  State  of  New 
York. 

The  reference  committee  disapproves  of  this 
resolution.  What  is  your  pleasure?  The  motion 
is  on  the  approval  of  the  reference  committee’s 
recommendation,  which  is  disapproval  of  the  resolu- 
tion. 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  I have 
not  heard  a second  yet. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 
Vice-Speaker  Lane  : There  are  several  seconds. 
Dr.  Lawrence:  On  this  resolution,  which  was 
introduced  by  Queens  County,  I am  very  sorry  that 
I was  not  able  to  get  to  the  reference  committee  to 
discuss  it.  I was  at  another  reference  committee 
when  this  was  considered. 

As  you  all  know,  or  should  know,  New  York  State 
is  going  to  renegotiate  its  contract  with  Medicare  in 
the  next  couple  of  months  for  the  next  year.  We 
have  been  operating  under  a fee  schedule,  and  a few 
months  back  the  county  societies  were  asked  to  make 
recommendations  for  changes  in  the  fee  schedule. 
Queens  County  worked  out  another  fee  schedule,  or 
an  improvement,  or  what  we  thought  was  an  im- 
provement in  the  fee  schedule,  and  sent  it  on  to  the 
State  Society. 

We  subsequently  discussed  this  whole  matter,  and 
after  reading  the  report  in  the  A.M.A.  Journal  of 
February  2 of  the  meeting  which  was  held  under  the 
auspices  of  the  A.M.A.  discussing  the  operation  of 
the  Medicare  plan  we  read  that  several  states  do  not 
have  any  fee  schedule  and  are  functioning  under 
Medicare  without  a fee  schedule. 

In  discussing  this  matter  with  Mr.  Farrell,  we  find 
that  we  would  hamper  the  operations  of  Medicare 
to  a considerable  extent,  and  possibly  break  down  a 
lot  of  the  good  functioning  of  Medicare  in  this  State 
if  we  insisted  on  a purely  indemnity  type  of  plan. 
Therefore,  we  are  willing  not  to  insist  that  our 
county’s  resolution  be  approved,  but  we  are  going 
to  insist  that  the  principle  in  which  we  are  interested 
be  upheld  by  this  House. 

We  feel,  and  I certainly  feel,  that  a few  minutes 
ago  this  House  expressed  its  sentiments  about  ade- 
quate fees  being  paid  to  physicians,  and  physicians 
not  being  bound  by  fee  schedules  which  are  inade- 
quate. We  have  established  a principle,  we  have 
approved  a principle  in  U.M.S.,  of  which  most  of  the 
counties  in  this  State  approve,  that  ceiling  levels 
should  be  put  on  fee  schedules.  We  believe  in  the 
principle  that  people  who  have  an  income  above  a 
certain  level  should  not  be  entitled  to  cut-rate  fees. 
Therefore,  I would  like  to  move,  Mr.  Chairman, 
that  this  House  not  approve  the  recommendation  of 
the  reference  committee  but  go  on  record  as  being 
in  favor  of  an  income  ceiling  of  $6,000  in  the  Medi- 
care program,  that  service  benefits  be  provided  to 
all  those  eligible  under  Medicare  who  have  a family 
income  of  less  than  $6,000  but  that  for  a family  in- 
come level  of  $6,000  an  indemnity  plan  be  based  on  a 
fee  schedule  which  we  can  negotiate  with  Medicare. 


Vice-Speaker  Lane:  Is  this  an  amended  recom- 
mendation or  a substitute  motion? 

Dr.  Lawrence:  A substitute. 

Vice-Speaker  Lane:  It  sounds  more  like  it  to  me. 
Is  there  a second  to  Dr.  Lawrence’s  motion? 

Dr.  Monroe  M.  Broad,  Queens:  I second  it. 

Vice-Speaker  Lane:  The  motion  before  the 

House,  that  would  be  withdrawn  before  we  could 
receive  it. 

Dr.  Jarvis:  I believe  that  the  substitute  motion 
which  is  presented  would  be  acceptable  to  the  com- 
mittee. Yesterday  there  was  quite  some  discussion 
in  conference  concerning  this  resolution,  and  the  in- 
troducers of  it  felt  that  they  did  not  want  to  press 
the  introduction  or  approval  of  their  resolution  if  it 
would  in  any  way  tend  to  work  against  the  smooth 
functioning  of  Medicare.  It  was  pointed  out  there 
in  the  conference  that  there  are  very  few  individuals 
who  would  come  under  Medicare  who  would  have 
such  an  income  as  would  bring  them  into  the  in- 
demnity bracket.  However,  as  this  substitute  mo- 
tion is  worded  I feel  sure  no  member  of  the  reference 
committee  would  offer  any  objection  to  it  because 
it  almost  automatically  relieves  the  objectionable 
feature  by  setting  the  sum. 

Dr.  Gerard  V.  Farinola,  Nassau:  I would  like 
to  speak  in  favor  of  the  reference  committee’s 
recommendation.  I don’t  find  there  is  very  much 
enthusiasm  in  Dr.  Lawrence’s  substitute  motion. 
At  present  our  relationship  with  Medicare  plan  is 
an  admirable  one.  You  can  contact  the  Medicare 
plan,  and  practically  state  your  figure,  and  it  has 
yet  to  be  reduced.  An  indemnity  plan  with  them 
would  be  unworkable  and  unrealistic;  83  per  cent 
of  those  covered  have  an  income  of  less  than  $4,300. 
I feel  that  the  golden  goose  or  the  goose  giving  us  the 
golden  egg  might  be  killed  if  we  press  the  Govern- 
ment into  any  position  where  we  introduce  an  in- 
demnity plan.  The  fee  schedule  is  far  better  than 
most  insurance  plans.  If  there  is  any  difference, 
arbitration  is  so  easily  arranged,  and  most  of  the 
time  the  doctors  are  favored  by  the  decision. 

I move  we  pass  the  original  recommendation  of 
the  reference  committee. 

Vice-Speaker  Lane:  Doctor,  I think  actually 

there  are  a motion  and  substitute  motion  on  the 
floor.  Your  comments  I believe  are  more  properly 
in  objection  to  the  substitute  motion. 

Dr.  Farinola:  I would  rather  negate  the  sub- 
stitute motion  of  Dr.  Lawrence. 

Dr.  Thomas  M.  d’Angelo,  Queens:  We  all 

realize  what  the  previous  speaker  said  is  true. 
However,  we  in  the  medical  profession  have  always 
insisted  that  a ceiling  be  placed  on  services.  Now 
that  is  something  that  we  have  gone  on  record  for 
time  and  time  again.  Are  we  now  going  to  negate 
that  principle  as  far  as  the  Government  is  con- 
cerned? I think  it  would  be  a very,  very  poor  move 
on  our  part  to  do  so. 

It  is  perfectly  true  in  this  instance  it  would  carry 
weight  in  very,  very  few  of  the  individuals  so  in- 
sured. However,  we  never  know  when  this  is  going 
to  come  back  to  plague  us.  We  never  know  when 
other  organizations  are  going  to  come  to  us  and  say, 
“Look,  you  have  no  ceiling  on  Medicare.  Why  do 


Part  II — September  1,  1958 


129 


HOUSE  OF  DELEGATES 


you  want  to  put  a ceiling  on  our  particular  indi- 
viduals?” 

Gentlemen,  be  careful  what  you  do.  I think  we 
have  a principle.  We  ought  to  state  it,  and  if  we 
want  to  get  rid  of  our  principle  let  us  get  rid  of  it  in 
the  proper  fashion. 

Vice-Speaker  Lane:  Is  there  any  further  dis- 

cussion? 

Dr.  Samuel  B.  Burk,  New  York:  Gentlemen, 
you  are  dealing  with  two  separate  subjects,  one 
proposed  by  your  reference  committee  and  the 
other  proposition  by  our  friend  across  the  river. 
Now  if  it  is  desirable  that  you  want  to  put  a ceiling 
on  it,  I believe  you  ought  to  have  a resolution  along 
those  lines.  On  the  other  hand,  if  you  feel,  as  Dr. 
d’Angelo  feels,  you  ought  to  disapprove  the  resolu- 
tion that  is  brought  before  the  House. 

Vice-Speaker  Lane:  Is  there  any  further  dis- 
cussion? This  is  all  on  Dr.  Lawrence’s  substitute 
resolution.  Is  there  any  further  discussion?  If 
not,  we  are  now  voting  on  Dr.  Lawrence’s  sub- 
stitute resolution.  Those  in  favor  will  say  “aye”; 
those  opposed  “no.”  The  “noes”  seem  to  have  it 
to  me.  I don’t  think  there  is  much  question  about 
it. 

We  are  now  back  to  the  original  resolution  of  the 
reference  committee,  and  what  is  your  pleasure? 

. . . There  were  calls  for  the  question . . . 

Vice-Speaker  Lane:  The  motion  to  approve 

the  recommendation  of  the  reference  committee, 
which  disapproves  the  resolution.  Those  in  favor 
say  “aye”;  those  opposed  “no.”  Let  us  have 
those  “ayes”  again.  Now  those  opposed  “no.” 
I guess  there  is  no  question  the  “ayes”  have  it,  and 
it  is  so  ordered. 

Section  180  ( See  54) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Amendment  to  Insurance 

Law 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-23, 
subject,  “Amendment  to  Insurance  Law,”  the  com- 
mittee moves  the  approval  of  this  resolution. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  resolution  be  approved.  Is 
there  discussion?  If  not,  those  in  favor  say  “aye”; 
those  opposed  “no.”  It  is  carried. 

Section  181  (See  61) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Salaries  of  Professional 

Employes  in  State  Hospitals 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-30, 
subject,  “Salaries  of  Professional  Employes  in  State 
Hospitals,”  the  reference  committee  approves  this 
resolution  in  principle  and  recommends  that  it  be 
referred  to  the  Council  for  appropriate  action. 

Vice-Speaker  Lane:  You  have  heard  the  mo- 
tion. Is  it  seconded? 

Dr.  Solomon  Schussheim,  Kings:  I second  it. 

Vice-Speaker  Lane:  Is  there  discussion? 

Those  in  favor  signify  by  saying  “aye”;  those  op- 
posed “no.”  It  is  so  ordered. 


Section  182  (See  62) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Limitation  of  Blue  Shield 

Coverage  to  “ Medical  Services 99 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-31, 
subject,  “Limitation  of  Blue  Shield  Coverage  to 
‘Medical  Services’,”  the  reference  committee  moves 
the  approval  of  this  resolution. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  resolution  58-31  be  approved. 
Is  there  discussion? 

Dr.  Frederic  W.  Holcomb,  Trustee:  What  is  it 
about? 

Dr.  Carlton  E.  Wertz,  Ex-President:  Mr. 

Chairman  and  members  of  the  House,  I think  you 
ought  to  be  very  careful  before  you  pass  this  resolu- 
tion. Under  the  State  Law  IX-C  the  privilege  of 
billing  ancillary  services,  such  as  nurses,  appliances, 
etc.,  is  on  the  medical  side  of  the  program,  and  Blue 
Cross  in  some  of  our  extended  benefit  contracts, 
when  Blue  Cross  gives  these  services  in  Western 
New  York,  we  cover  these  services  under  the  Blue 
Shield  part  of  the  contract.  I do  not  believe  that 
we  at  this  time  should  take  any  action  that  will 
disturb  the  law  of  IX-C. 

Dr.  Samuel  B.  Burk,  New  York:  Will  he  be 
good  enough  to  read  the  last  line,  that  they  consider 
the  principle  of  the  resolution  does  not  call  for  posi- 
tive action?  Isn’t  that  true  it  is  asking  that  this 
method  be  considered;  in  other  words,  that  this 
House  of  Delegates  recommends  to  Blue  Shield 
and  Blue  Cross  plans  that  they  consider  the  princi- 
ple stated  in  this  resolution  in  offering  extended 
benefits  to  their  subscribers?  It  is  rather  innocuous 
as  I see  it. 

Dr.  Louis  H.  Bauer,  Ex-tP resident:  Mr.  Speaker, 
this  comes  back  again  to  the  question  of  what  you 
want  the  Blue  Shield  to  do.  I think  there  has 
never  been  any  question  of  including  any  ancillary 
benefits  in  the  basic  contracts  of  Blue  Shield  but 
only  in  an  extended  benefit  program  which  is  neces- 
sary to  compete  with  some  commercial  companies 
that  are  offering  extended  benefit  programs.  Do 
you  want  some  of  these  ancillary  services  which  Dr. 
Wertz  mentioned  turned  over  to  hospitals  to  con- 
trol or  rather  have  the  medical  profession  control 
them?  I don’t  think  you  need  to  have  any  worry. 
They  will  appear  in  any  basic  contract  even  though 
Dr.  Burk  brought  our  attention  to  the  fact  that  this 
reads  that  they  consider  the  principle,  but  there  was 
the  resolved  before  that  recommends  that  their  in- 
surance coverage  be  limited  to  medical  services. 
If  you  want  to  say  medical  services  of  a basic  na- 
ture, all  right.  I don’t  think  you  ought  to  tie  the 
hands  of  Blue  Shield  plans  so  they  cannot  do  this 
if  it  seems  advisable  to  do  it.  I would  recommend 
that  this  resolution  be  tabled. 

Dr.  Dorman:  I second  it. 

Vice-Speaker  Lane:  Did  Dr.  Bauer  recom- 

mend or  move? 

Dr.  Bauer:  Move. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  resolution  be  tabled.  That  does 
not  allow  for  debate.  Those  in  favor  of  the  motion 
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to  table  say  “aye”;  those  opposed  “no.”  The 
motion  to  table  is  carried. 

Section  183  ( See  76) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Public  Medical  Care 

Fee  Schedule 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-45, 
subject,  “Public  Medical  Care  Fee  Schedule,”  the 
reference  committee  moves  the  approval  of  this 
resolution. 

Vice-Speaker  Lane:  Is  there  a second? 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 
Dr.  Jarvis:  The  last  resolved  reads: 

Resolved,  that  fee  schedules  negotiated  between 
county  medical  societies  and  county  welfare  de- 
partments shall  not  be  required  to  conform  to  any 
fee  schedule  previously  approved  by  the  Medical 
Society  of  the  State  of  New  York. 

Vice-Speaker  Lane:  Is  there  any  discussion? 

Has  the  motion  been  seconded? 

Dr.  Burk:  Yes,  I seconded  it. 

Vice-Speaker  Lane:  All  in  favor  say  “aye”; 

those  opposed  “no.”  It  is  carried,  and  the  resolu- 
tion is  approved. 

Section  184  ( See  77) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Fee  for  Execu  tion  of 

Insurance  Forms 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-46, 
subject,  “Fee  for  Execution  of  Insurance  Forms,” 
the  committee  recommends  approval  of  this  resolu- 
tion with  the  second  resolved  deleted. 

Vice-Speaker  Lane:  I will  read  the  second  re- 
solved: 

Resolved,  that  this  House  of  Delegates  recom- 
mend to  the  physicians  of  New  York  State, 
through  appropriate  channels,  that  the  suggested 
minimum  fee  for  completing  report  forms  for  in- 
surance companies  be  three  dollars. 

It  has  been  moved  by  the  reference  committee 
that  this  resolution  be  approved  with  the  deletion  of 
the  second  resolved.  Is  there  a second? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 
Vice-Speaker  Lane:  Is  there  discussion?  If 

not,  all  in  favor  say  “aye”;  opposed  “no.”  . It  is 
carried. 

Section  185  (See  113) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Fee  Schedule  of  the  Bureau 
of  Disability  Determinations  of  the  State 
Department  of  Social  Welfare 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-60, 
subject,  “Fee  Schedule  of  the  Bureau  of  Disability 
Determinations  of  the  State  Department  of  Social 
Welfare,”  the  reference  committee  moves  the  ap- 
proval of  this  resolution. 

Vice-Speaker  Lane:  The  committee  recom- 

mends approval,  Doctor? 


Dr.  Jarvis:  Yes. 

Vice-Speaker  Lane:  Is  there  a second  to  this 
motion? 

Dr.  Aaron  Kottler,  Kings:  I second  it. 
Vice-Speaker  Lane:  Just  a moment,  we  will 

give  you  the  resolveds  on  that: 

Resolved,  the  Medical  Society  of  the  State  of 
New  York  recommends  to  the  Social  Security 
Administration  that  the  Medicare  fee  schedule  be 
adopted  as  the  minimum  standard  for  payment 
for  medical  consultative  services  rendered  upon 
the  order  of  the  Bureau  of  Disability  Determina- 
tions in  the  State  of  New  York;  and  be  it  further 
Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association  be 
instructed  to  introduce  a resolution  at  the  next 
meeting  of  the  House  of  Delegates  of  the  A.M.A. 
advocating  the  use  by  the  Social  Security  Ad- 
ministration of  the  Medicare  Schedule  of  Allow- 
ances in  the  various  states,  territories,  and  the 
District  of  Columbia. 

The  reference  committee  recommends  approval 
of  this  resolution,  and  it  has  been  seconded.  Is 
there  any  discussion?  All  in  favor  say  “aye”; 
opposed  “no.”  It  is  carried. 

Section  186  (See  127) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Proposed  Examination  of 

Nonprofit  Plans 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-63, 
subject,  “Proposed  Examination  of  Nonprofit 
Plans,”  the  reference  committee  moves  the  approval 
of  this  resolution. 

Vice-Speaker  Lane:  Do  you  wish  to  have  the 
resolved  on  this  read? 

Dr.  J.  Stanley  Kenney,  Trustee:  Yes. 
Vice-Speaker  Lane:  It  reads: 

Resolved,  by  this  House  of  Delegates,  that  the 
president  of  the  Medical  Society  of  the  State  of 
New  York  be  instructed  to  request  the  Superin- 
tendent of  Insurance  to  state  the  intent,  the 
scope,  and  the  means  for  his  proposed  examina- 
tions of  nonprofit  plans,  of  which  Blue  Shield 
plans  are  a part,  so  that  the  boards  of  directors  of 
Blue  Shield  plans  may  take  intelligent  action  on 
the  request  of  the  Superintendent  of  Insurance  to 
have  such  an  examination  made. 

Dr.  Kenney:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  resolution  be  approved.  Is  there 
any  discussion?  Hearing  none,  those  in  favor  say 
“aye”;  those  opposed  “no.”  It  is  so  ordered. 

Section  187  (See  80) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Medical  Care , the  Job  of 

the  Medical  Profession 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-49, 
subject,  “Medical  Care,  the  Job  of  the  Medical 
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Profession,”  the  reference  committee  moves  the  ap- 
proval of  this  resolution. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  resolution  be  approved.  Is  there 
discussion? 

Dr.  Gerard  V.  Farinola,  Nassau:  I would  like 
to  move  an  amendment  in  regard  to  this  resolution. 
Dr.  Wertz  has  an  excellent  resolution,  and  it  per- 
haps will  solve  many  of  our  difficulties  in  relation  to 
insurance  medical  plans  and  other  phases  of  medical 
care  in  the  State.  We  would  like  to  hear  very  much 
from  this  committee  or  from  him  his  observation 
and  research  in  regard  to  having  communications 
sent  to  the  county  societies  at  regular  intervals  so 
that  we  might  know  what  is  going  on  and  coming  to 
a delegates  meeting  next  year  we  might  be  in  a better 
position  to  propose  improvement  or  acceptances  of 
them  as  they  occur.  I would  like  to  move  that  we 
of  the  counties  be  instructed  periodically  as  to  the 
progress  being  made. 

Vice-Speaker  Lane:  You  are  making  that  as  an 
amendment? 

Dr.  Farinola:  If  Dr.  Wertz  will  accept  it. 

Dr.  Carlton  E.  Wertz,  Ex-President:  Yes. 

Vice-Speaker  Lane:  Dr.  Wertz  has  accepted 

the  amendment.  Is  there  a second  to  the  amend- 
ment? 

Dr.  Kottler:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  amendment  be  made  to  the 
resolution.  Is  there  any  discussion  of  the  amend- 
ment? Hearing  none,  those  in  favor  of  the  amend- 
ment will  say  “aye”;  those  opposed  “no.”  It  is 
so  ordered. 

It  is  now  in  order  to  vote  on  the  recommendation 
of  the  reference  committee  in  reference  to  58-49, 
which  has  been  moved  and  seconded.  All  those  in 
favor  say  “aye”;  any  opposed  “no.”  It  is  so 
ordered. 

Section  188  ( See  63  and  83) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Control  of  Nonprofit  Insur- 

ance Companies;  Approval  of  Group  Health 
Insurance , Inc. 

Dr.  Kent  W.  Jarvis,  Oswego:  Resolution  58-32, 
subject,  “Control  of  Nonprofit  Insurance  Compa- 
nies,” and  resolution  58-52,  subject,  “Approval  of 
Group  Health  Insurance,  Inc.,”  your  reference  com- 
mittee considered  these  resolutions  jointly  as  they 
are  interdependent.  The  committee  reviewed  the 
report  of  a special  committee  appointed  to  investi- 
gate approval  of  Group  Health  Insurance  Plan  and 
wishes  to  refer  the  members  of  the  House  of  Dele- 
gates to  this  report.  Your  committee  was  equally 


divided  in  its  opinion.  This  special  committee  was 
unable  to  arrive  at  a decision.  The  reference  com- 
mittee is  likewise  unable  to  make  a definite  decision 
as  it  is  divided  in  opinion.  No  member  of  the  com- 
mittee desires  to  submit  a minority  report.  Be- 
cause of  the  study  which  will  be  initiated  by  the 
Council  through  the  adoption  of  Resolution  58-49, 
the  committee  feels  that  the  aims  of  resolutions 
58-32  and  58-52  will  undoubtedly  be  accomplished. 
The  committee,  therefore,  recommends  that  action 
on  these  two  resolutions  be  at  this  time  deferred. 

Vice-Speaker  Lane:  A motion  to  table,  is  that 
it? 

Dr.  Jarvis:  No  action  be  taken. 

Vice-Speaker  Lane:  I don’t  believe  any  action 
of  the  House  is  necessary  then. 

Voices:  What  is  the  action? 

Vice-Speaker  Lane:  We  will  ask  for  a vote  on 
the  approval  of  the  recommendation  of  the  refer- 
ence committee.  Is  there  a second  to  that? 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion? 

The  recommendation  is  no  action.  Those  in  favor 
say  “aye”;  any  opposed  “no.”  It  is  carried. 

Dr.  Jarvis:  This  finishes  the  resolution. 

I move  the  adoption  of  the  report  as  a whole. 

V ice-Speaker  Lane  : It  has  been  moved  that  the 
report  as  a whole  be  adopted  and  approved  as 
amended.  Is  there  a second? 

Dr.  George  A.  Burgin,  Herkimer : I second  it. 

Vice-Speaker  Lane:  Is  there  any  discussion? 

All  in  favor  say  “aye”;  those  opposed  “no.”  The 
report  as  a whole  as  amended  is  adopted. 

Dr.  Jarvis:  I would  like  to  add,  Mr.  Speaker, 
my  word  of  appreciation  and  thanks  to  the  members 
of  my  committee,  Dr.  George  A.  Burgin,  Dr  Samuel 
B.  Burk,  Dr.  Gilbert  A.  Clark,  and  Dr.  Aaron 
Kottler,  for  their  considered  and  helpful  assistance 
and  perfect  attendance  during  our  deliberations. 

Speaker  Williams:  Thank  you,  Dr.  Jarvis.  I 
don’t  have  to  tell  you  how  the  House  feels  about 
thanking  you  for  that  report. 

Gentlemen,  I have  got  bad  news  for  you.  We 
have  three  more  reference  committee  reports.  They 
are  all  ready.  Then  we  also  have  this  long  resolu- 
tion that  has  become  known  as  the  Azzari  resolu- 
tion, I don’t  know  how,  but  that  is  what  it  is  known 
as.  That  is  being  typed  and  mimeographed,  and 
will  be  done  in  about  half  an  hour.  With  Mal- 
practice Insurance  and  Defense,  Legislation,  plus  the 
Azzari  report,  I don’t  think  it  is  fair  to  have  Mal- 
practice Insurance  and  Defense,  Legislation,  or  this 
Azzari  resolution  brought  up  tomorrow  while  half 
of  you  are  out  going  to  the  telephone,  so  we  will 
have  to  have  a night  session.  Therefore,  I will  de- 
clare a recess  from  now — it  is  now  6:15 — until  8: 15. 

...  At  6 : 1 5 p.m.,  there  was  a recess. . . 
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The  session  convened  at  8 :35  p.m. 

Section  189  ( See  9) 

Report  of  Reference  Committee  on 
Malpractice  Insurance  and  Defense  Board 

Speaker  Williams:  We  have  a quorum. 

The  Chair  now  recognizes  Dr.  Rawls  who  will  re- 
port on  the  subject  of  Malpractice  Insurance  and 
Defense  Board  and  Legal  Counsel.  I wish  you 
would  give  your  attention  now  to  Dr.  William 
Rawls,  of  New  York. 

Dr.  William  B.  Rawls,  New  York:  Your  com- 
mittee has  reviewed  the  annual  report  of  the  Mal- 
practice Insurance  and  Defense  Board  published  in 
the  April  1 issue  of  the  Journal,  pages  1153  to 
1155,  and  also  their  supplementary  report  58-A. 
We  note  with  satisfaction  that  the  Group  Plan 
participation  loss  was  64  members  last  year  as  com- 
pared to  637  the  preceding  year.  We  agree  with 
the  board  that  this  is  encouraging  but  not  sufficient, 
that  we  must  gain  rather  than  lose  members.  The 
published  list  of  the  percentage  enrollment  in  the 
various  counties  is  interesting  and  is  worth  review- 
ing by  each  member  of  the  House.  The  county  ad- 
visory committees  that  have  been  established  are 
apparently  worth  while,  and  your  committee  wishes 
to  congratulate  them  and  hope  that  they  continue 
to  function  even  better  in  the  future.  Your  com- 
mittee recommends  that  each  member  of  the  Society 
read  carefully  the  material  contained  in  supplemen- 
tary report  58-A. 

We  note  with  satisfaction  an  over-all  reduction  of 
about  7 and  y2  per  cent  in  the  premiums  and  a 
$5.00  decrease  in  the  contingent  loss  factor.  There 
is  a reclassification  of  the  various  specialties  which 
your  committee  feels  is  worth  while. 

The  revisions  in  the  wording  of  the  master  policy 
suggested  in  this  report  broaden  the  scope  and 
clarify  the  coverage  provided.  Your  committee 
wishes  to  call  to  your  attention  the  fact  that  you  are 
protected  against  the  acts  of  a partner  or  employed 
doctor  only  if  that  doctor  is  also  insured  under  the 
Group  Plan.  Formerly,  relief  doctors  for  vacations, 
etc.,  had  also  to  be  insured  in  the  Group  Plan  if  the 
employing  doctor  was  to  be  protected.  The  re- 
quirements are  now  that  substitute  doctors  carry 
insurance  but  not  necessarily  in  the  Group  Plan. 

The  paragraph  on  exclusion  relating  to  guarantee- 
ing the  result  of  treatment  is  extremely  important 
and  cannot  be  too  strongly  emphasized.  If  we,  as 
physicians,  will  refrain  from  guaranteeing  cures, 
there  will  be  no  difficulty.  What  constitutes  a 
guarantee  arose  in  our  discussion.  In  our  everyday 
office  practice  patients  frequently  ask  us  if  they  are 
going  to  get  well.  With  some  of  these  patients,  re- 
assurance is  a major  part  of  the  therapy,  and  often 
our  answer  must,  of  necessity,  be  “Yes.”  If  a 


patient  has  a cholecystitis  and/or  cholelithiasis  and 
surgery  is  advised,  the  patient  usually  asks  the 
doctor,  “Will  I be  cured?”  and  usually  the  answer 
is,  “Yes,  I think  you  will.”  In  the  opinion  of  your 
counsel  and  indemnity  representative,  this  type  of 
answer  is  not  a guarantee,  but  care  should  be  taken 
that  the  patient  does  not  interpret  it  as  such. 

I move  approval  of  the  report  of  the  Malpractice 
Insurance  and  Defense  Board  and  its  supplementary 
report,  58-A. 

Dr.  Norton  S.  Brown,  New  York:  I second  it. 
Speaker  Williams:  This  report  and  the  supple- 
mentary report  58-A  are  before  you  for  approval. 
Is  there  any  discussion?  If  not,  do  I hear  a call  for 
the  question? 

Dr.  Solomon  Schussheim,  Kings:  Question! 
Speaker  Williams:  All  in  favor  of  the  adoption 
of  this  portion  of  the  report  say  “aye”;  contrary 
“no.”  This  portion  of  the  report  of  the  reference 
committee  stands  approved. 

Section  190  ( See  41 ) 

Report  of  Reference  Committee  on  Reports 
of  Malpractice  Insurance  and  Defense  Board 
and  Legal  Counsel:  Use  of  Compulsory 

Arbitration  in  Alleged  Malpractice  Actions 

Dr.  William  B.  Rawls,  New  York:  Resolution 
58-10 — Mr.  Chairman,  with  your  permission,  and 
because  there  may  be  some  discussion,  I would  like 
to  read  the  resolveds  in  these  resolutions.  It  will 
require  perhaps  another  two  or  three  minutes  but 
may  settle  some  questions  in  someone’s  mind. 

Speaker  Williams:  We  would  be  quite  pleased 
to  have  you  read  the  resolveds,  but  I wish  the  men 
in  the  House  who  are  interested  in  the  resolutions 
would  follow  them.  This  is  resolution  10  of  this 
year. 

Dr.  Rawls:  Reading: 

Resolved , that  a new  approach  be  made  to  solve 
the  malpractice  insurance  problem,  one  which  has 
been  eminently  successful  in  other  areas  of  po- 
tential dispute,  the  use  of  mandatory  arbitration. 
This  can  be  implemented  by  having  each  patient 
and  physician  sign  the  standard  arbitration 
clause  of  the  American  Arbitration  Association 
prior  to  the  rendering  of  medical  or  surgical  care. 
This  document  reads:  “Any  controversy  or  claim 
arising  out  of  or  relating  to  this  contract,  or  the 
breach  thereof,  shall  be  settled  by  arbitration  in 
accordance  with  the  rules  of  the  American  Ar- 
bitration Association,  and  judgment  upon  the 
award  rendered  by  the  Arbitrator(s)  may  be 
entered  in  any  Court  having  jurisdiction  thereof”; 
and  be  it  further 

Resolved, , that  the  American  Arbitration  As- 
sociation be  authorized  to  set  up  a panel  of  physi- 
cians and  attorneys  chairmanned  by  a prominent 
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layman  such  as  a retired  judge  or  educator;  and 

be  it  further 

Resolved , that  the  expense  of  such  arbitration  be 

borne  by  the  insurance  carrier. 

Dr.  Berger,  who  introduced  this  resolution,  and  a 
representative  of  the  American  Arbitration  Associa- 
tion have  appeared  before  your  committee.  A free 
discussion  of  the  pros  and  cons  of  this  method  oc- 
curred and  was  participated  in  by  our  counsel  and 
Mr.  Arnold.  Your  committee  felt  there  was  some 
merit  in  the  suggestion  embodied  in  this  resolution. 
Your  committee  felt,  however,  that  we  should  learn 
to  walk  before  trying  to  run  and  recommends  that 
this  method  be  tried  in  a limited  number  of  claims 
in  the  coming  year  to  give  us  some  clinical  experi- 
ence as  a basis  for  further  consideration  of  its  use. 
The  type  of  claims  to  be  arbitrated  is  to  be  left  to 
the  discretion  of  our  counsel  and  carrier  and,  of 
course,  only  with  the  consent  of  the  doctor  involved. 
Your  counsel  and  indemnity  representative  have 
agreed  to  this  program.  Your  committee  recom- 
mends that  the  above  suggestions  be  accepted  in 
lieu  of  the  above  resolution.  Dr.  Berger  has  agreed 
to  this  substitution. 

I move  approval  of  this,  Mr.  Speaker. 

Dr.  Solomon  Schussheim,  Kings:  I second  it. 

Speaker  Williams:  You  heard  the  report  of  the 
reference  committee.  They  move  approval  of  this 
portion  of  the  report.  It  has  been  seconded.  Is 
there  any  discussion? 

Dr.  Elmer  T.  McGroder,  Eighth  District  Branch: 
I have  no  quarrel  with  the  resolution  as  the  reference 
committee  has  put  it  across,  but  if  it  is  the  same 
way  it  has  here,  this  document  reads:  “Any  con- 
troversy or  claim  arising  out  of  or  relating  to  this 
contract,  or  the  breach  thereof,  shall  be  settled  by 
arbitration  in  accordance  with  the  rules  of  the 
American  Arbitration  Association,  and  judgment 
upon  the  award  rendered  by  the  Arbitrator(s)  may 
be  entered  in  any  Court  having  jurisdiction  thereof.” 
I do  not  like  this  first  part  of  that  where,  as  I under- 
stand it,  when  a patient  comes  in  to  me,  and  I ad- 
vise a gastric  resection,  before  I offer  my  care  or  any 
treatment,  I say  to  the  patient,  “Now  in  case  I 
make  a mistake  I would  like  to  have  you  sign  this 
slip  so  that  you  will  definitely  arbitrate  something 
that  might  happen.”  I feel.  . . 

Dr.  Rawls:  If  I may  interrupt,  I think  we  can 
end  this.  That  is  just  the  thing  that  we  settle 
claims  for,  which  is  explained  in  our  reference  com- 
mittee report,  and  which  your  counsel,  your  in- 
demnity representative,  and  your  committee  did  not 
want  and  wished  to  avoid.  We  said  “claims”  not 
“patients.” 

Dr.  McGroder:  I am  talking  about  patients. 

The  patients . . . 

Dr.  Rawls:  But.  . . 

Speaker  Williams:  Dr.  Rawls,  let  Dr.  Mc- 

Groder finish. 

Dr.  Rawls:  I am  sorry. 

Speaker  Williams:  Do  let  him  finish. 

Dr.  McGroder:  Therefore,  I feel  if  such  a 

thing  has  to  be  done — and  first  I question  a great 
deal  whether  such  a signed  document  would  have 


any  legal  claim  or  not,  with  all  respect  to  our  coun- 
sel— I would  think  that  this  idea  of  having  a patient 
sign  something  like  this  prior  to  any  surgical  proce- 
dure would  be  inviting  a suit  rather  than  trying  to 
stop  one. 

Speaker  Williams:  Now  I would  call  on  Dr. 

Rawls.  Do  you  want  to  make  some  statement  of 
explanation  or  rebuttal? 

Dr.  Rawls:  The  reference  committee  did  not  ap- 
prove that  resolution  but  approved  the  substitute, 
which  gets  away  entirely  from  having  any  patient 
sign  anything  prior  to  treatment;  and  the  word  is 
“claims.”  After  a claim  has  been  made,  the  patient 
and  the  doctor  may  agree  to  arbitrate  a claim  that 
has  already  been  made.  The  language  was  ar- 
ranged particularly  for  that  reason. 

Dr.  McGroder:  If  this  is  clearly  pointed  out  and 
clearly  set  up  in  the  way  the  reference  committee 
wishes  in  case  a claim  is  made  against  the  doctor, 
then  I possibly  would  go  along  with  the  idea  of  the 
reference  committee  that  this  claim,  if  such-and- 
such  a person  would  have  some  problem,  it  could  be 
arbitrated,  but  to  my  mind  again  if  a patient  is 
going  to  claim  something  is  wrong  I doubt  very 
much  if  he,  she,  or  their  attorney  would  allow  them 
to  sign  such  an  arbitrary  setup.  I definitely  feel 
that  the  whole  thing  is  ambiguous.  I think  again 
it  is  just  inviting  trouble  rather  than  waiting  until 
we  get  it. 

Speaker  Williams:  You  make  no  motion  for 

action  one  way  or  the  other,  Dr.  McGroder? 

Dr.  McGroder:  No. 

Speaker  Williams:  The  Chair  recognizes  Dr. 

d’Angelo. 

Dr.  McGroder:  May  I answer? 

Speaker  Williams:  The  Chair  recognizes  Dr. 

d’Angelo.  I will  entertain  a motion  from  anybody 
subsequently.  We  are  still  discussing  the  recom- 
mendation of  the  reference  committee.  Dr.  d’An- 
gelo. 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Speaker 
and  members  of  the  House,  what  the  reference  com- 
mittee is  reporting  is  that  the  claim  is  already  an  ac- 
complished fact.  A patient  has  already  sent  in  a 
claim  that  malpractice  has  ensued,  and  it  is  only  in  a 
certain  number  of  limited  cases  of  that  sort  that  the 
carrier  and  the  physician  and  the  board  wash  to  take 
it  to  an  arbitrator  to  see  how  it  works.  > It  is  an  ac- 
complished fact.  We  are  not  asking  for  malpractice 
suits.  The  claims  have  already  been  instituted,  and 
we  are  taking  the  view  of  arbitration. 

Speaker  Williams:  The  Chair  recognizes  the 

counsel,  Mr.  Martin.  (I  always  call  him  “Doctor” 
Martin.) 

Mr.  WTlliam  F.  Martin,  Counsel:  Dr.  d’Angelo 
explained  it.  This  was  thrown  out  for  discussion 
definitely.  The  thought  of  the  original  resolution 
was  when  a patient  came  to  your  office  you  would 
have  a card  signed  saying  if  you  have  any  trouble 
between  yourself  and  the  patient  you  would  ar- 
bitrate it.  It  would  take  a lot  of  cards  so  we  thought 
we  would  walk  before  we  ran  on  this  thing,  and  there 
was  a very  enlightened  discussion.  Mr.  Polsky  of 
the  American  Arbitration  Association  was  there, 
and  they  are  capable  of  handling  any  kind  of  con- 
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troversy,  and  very  well  indeed.  Quite  frankly  we 
have  this  in  mind  that  we  have  a number  of  situa- 
tions where  a patient  has  a complaint  against  the 
doctor,  where  an  investigator  is  working  on  the  case, 
he  has  seen  the  patient,  he  has  talked  to  the  doctor, 
he  has  investigated  the  case,  we  may  have  even 
approved  something  in  settlement  of  the  case,  but  the 
patient  has  very  inflated  ideas.  Short  of  going  to 
an  attorney  there  is  no  way  we  can  get  the  situation 
on  an  even  keel.  We  would  then  suggest  in  a cer- 
tain number  of  these  cases,  which  we  will  use  for  a 
test  run,  that  they  perhaps  would  care  to  go  then  to 
the  American  Arbitration  Association,  where  neither 
we  nor  they  would  control  the  judges  any  more  than 
in  court.  The  American  Arbitration  Association 
representative  said  that  they  have  only  vague  ideas 
of  how  such  a tribunal  would  be  set  up.  Probably  a 
doctor,  a layman,  and  a lawyer.  We  are  going  to 
try  that  out  in  several  cases.  It  has  this  advan- 
tage: Some  of  these  arguments  between  the  com- 
pany, the  physician,  and  his  patient  remain  in  a 
state  of  limbo  for  a year  and  one  half  or  two  years, 
and  eventually  get  to  a lawyer  and  result  in  litiga- 
tion. We  feel  in  certain  key  cases  this  will  be  help- 
ful, and  we  hope  next  year  if  we  can  get  the  patient 
and  the  doctor  to  consent  to  arbitration  to  be  able 
to  report  on  a number  of  them  so  we  can  see  how 
cases  are  handled  in  this  arbitration  procedure,  and 
whether  they  generally  prove  out  satisfactory,  so  it 
is  worth  trying;  anything  to  help  the  situation  is 
worth  trying.  We  feel  this  idea  is  worth  while. 

Speaker  Williams:  Dr.  McGroder,  do  you 

want  the  floor?  You  evidently  were  anxious  to  have 
the  floor  a moment  ago. 

Dr.  McGroder:  I was  going  to  ask  for  clarifica- 
tion. I still  can’t  figure  how  I am  going  to  be  able 
or  the  counsel  is  going  to  be  able  to  get  the  patient 
to  arbitrate.  First  of  all,  how  do  we  know  there  is 
going  to  be  a suit?  Second,  if  there  is  going  to  be  a 
suit,  and  some  attorney  has  been  at  it,  who  is  going 
to  be  able  to  take  it  to  arbitration? 

Mr.  Martin:  May  I interrupt? 

Speaker  Williams:  Are  you  finished? 

Dr.  McGroder:  Yes. 

Mr.  Martin:  Any  two  people  can  arbitrate  a 
dispute.  The  penalty,  if  you  wish  to  pay  for  arbi- 
tration, is  if  you  arbitrate  you  must  abide  by  the  re- 
sult. You  heard  certain  language  read,  which  deci- 
sion will  be  implemented  by  the  courts.  It  is  quite 
routine  in  this  community  in  literally  tens  of 
thousands  of  commercial  matters  and  now  in  a cer- 
tain type  of  negligence  suit,  to  wit,  the  following: 
You  are  the  owner  of  a car,  and  you  are  in  an  acci- 
dent with  another  car.  The  owner  of  the  other  car 
has  no  insurance.  You  can  sue  your  own  carrier, 
but  you  must  in  accordance  with  the  terms  of  your 
policy  not  go  to  court  but  go  to  the  American 
Arbitration  Association,  so  in  that  type  of  negli- 
gence case  they  have  acquired  a great  deal  of  experi- 
ence. In  all  types  of  litigation  if  you  sign  that 
paper  to  arbitrate  you  are  bound  by  the  decision  just 
as  though  it  was  tried  by  a court  and  jury,  and  it  will 
be  enforced  by  the  higher  courts  of  this  State.  Now 
we  cannot  put  through  the  arbitration  unless  the 
doctor,  the  assured,  signs  that  he  will  arbitrate,  and 


the  patient  signs  that  he  will  arbitrate.  Looking 
into  the  crystal  ball,  will  we  have  cases  where  both 
parties  will  so  sign?  Yes,  I think  quite  a few. 
There  are  a lot  of  well-intentioned  people  who 
would  like  some  third  party  that  they  could  trust  to 
arbitrate  their  claim,  and  the  American  Arbitration 
Association  has  a long  and  honorable  record  in  the 
handling  of  litigation. 

Speaker  Williams:  Dr.  McGroder,  does  the 

explanation  from  our  counsel  satisfy  you  as  a dele- 
gate? 

Dr.  McGroder:  It  clarifies  what  they  are  trying 
to  put  across,  but  I still  am  not  in  favor  of  it. 

Speaker  Williams:  The  Chair  recognizes  Dr. 

Broad,  of  Queens. 

Dr.  Monroe  M.  Broad,  Queens:  In  my  very, 

very  short  experience  in  any  of  these  cases  often- 
times the  doctor’s  first  notice  of  a malpractice 
claim  is  through  the  medium  of  litigation,  through 
an  attorney.  I was  wondering  in  what  way  you  can 
get  the  cooperation  of  the  legal  profession  in  this 
particular  thing.  We  have  arranged  a code  of 
ethics  between  the  medical  and  the  legal  profes- 
sions, but  I think  we  will  have  to  do  some  rather 
rapid  expansion  of  this  if  we  are  going  to  get  results. 
After  all,  I can  hardly  see  an  attorney  giving  up 
what  is  in  some  cases  a very  lucrative  practice  and 
allowing  third  parties  now  to  take  over  this  arbitra- 
tion of  possible  malpractice  actions. 

Thank  you ! 

Speaker  Williams:  Mr.  Martin,  have  3rou  any 
further  explanation?  Our  counsel,  gentlemen! 

Mr.  Martin:  A very,  very  considerable  number 
of  these  claims  arise,  or  some  arise,  as  what  we  call 
incidents.  The  doctor  out  of  an  excessive  precau- 
tion will  report  to  us  the  happening,  some  of  which 
we  investigate  and  some  of  which  we  classify  as  not 
needing  investigation.  Then  we  go  up  one  step 
further : We  have  the  claim  where  the  patient  is  still 
friendly  with  the  doctor,  does  not  want  any  part  of  a 
lawyer,  does  not  want  any  litigation,  wants  money, 
and  is  willing  to  talk  over  whether  he  or  she  gets 
money.  We  are  going  to  try  to  concentrate  this  at 
first  on  the  class  of  case  where  we  are  in  on  the  pic- 
ture, and  there  is  no  lawyer  representing  the  plain- 
tiff. Of  course  that  automatically  excludes  infants 
and  death  cases  because  there  must  be  legal  repre- 
sentation there. 

One  step  further,  it  is  conceivable  that  even  with 
a lawyer  in  the  picture  there  would  be  a consent  to 
arbitration,  yes,  but  not  usually  so.  The  lawyer 
could  protect  even  a contingent  fee  and  still  arbi- 
trate. Most  experienced  business  negligence  law- 
yers for  the  plaintiff,  despite  pious  protestations,  are 
not  too  interested  in  speed  in  having  cases  reach 
trial.  They  have  an  ever-constant  inventory  which 
they  don’t  want  to  advance,  but  the  occasional  law- 
yer not  too  keen  about  malpractice  cases  may  also 
decide  to  consent  to  arbitration.  Let  us  try  it  out 
first  on  the  cases  with  no  lawyers  representing  the 
plaintiff. 

Speaker  Williams:  Dr.  Broad,  does  this  answer 
your  question? 

Dr.  Broad  : Yes. 

Speaker  Williams:  Dr.  Leo,  of  the  Bronx,  is 
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recognized. 

Dr.  Samuel  Leo,  Bronx:  Mr.  Chairman  and 

gentlemen,  we  are  all  aware  that  the  malpractice 
situation  is  bad.  If  the  counsel  has  a reasonable 
plan,  we  should  go  along  with  it,  not  tie  his  hands 
then  go  backwards  and  not  forwards.  Let  us  be 
progressive,  and  go  forward. 

. . . There  were  calls  for  the  question . . . 

Speaker  Williams:  I hear  a call  for  the  ques- 
tion. The  question  is  the  approval  of  the  recom- 
mendation of  the  reference  committee.  You  are  all 
aware  of  what  this  approval  might  carry  with  it. 
All  in  favor  of  the  recommendation  of  the  reference 
committee  signify  in  the  usual  manner  by  saying 
“aye”;  those  opposed  “no.”  The  recommendation 
of  the  reference  committee  stands  adopted  for  this 
portion  of  the  report. 

Give  your  attention  to  Dr.  Rawls. 

Section  191  ( See  1$) 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  and  Defense  Insurance  and  Legal 
Counsel:  Participation  in  Group  Plan  of 

Malpractice  Insurance 

Dr.  William  B.  Rawls,  New  York:  Resolution 
58-12,  subject,  “Participation  in  Group  Plan  of 
Malpractice  Insurance”: 

Resolved , that  this  House  of  Delegates  call  the 
attention  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  to  this  serious  situation; 
and  be  it  further 

Resolved , that  this  House  of  Delegates  direct 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  committee  or 
committees,  to  take  such  action  as  may  be  in- 
dicated toward  obtaining  a greater  percentage  of 
participation  in  the  Group  Plan  of  Malpractice  In- 
surance on  the  part  of  members  of  county  medical 
societies  in  and  about  the  New  York  City  area. 

Your  committee  is  in  wholehearted  sympathy 
with  the  intent  of  this  resolution.  The  House  of 
Delegates  in  the  past  has  followed  a wise  path  in 
consistently  endorsing  the  Group  Plan  and  its  basic 
principles.  This  should  not  only  be  continued,  but 
every  encouragement  should  be  given  to  those  unin- 
sured members  and  members  insured  elsewhere  to 
join  the  Group  Plan  so  that  all  will  have  the  benefit 
of  the  strength  and  stability  that  is  made  possible 
when  all  doctors  in  the  same  area  are  united  under 
one  roof  of  protection. 

We  recommend  approval  of  this  resolution  and 
this  part  of  the  report. 

Speaker  Williams  : You  heard  the  recommenda- 
tion of  the  reference  committee.  Do  I hear  a 
second  to  the  motion? 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 
Speaker  Williams:  Is  there  any  discussion  of 
this  portion  of  the  report? 

Dr.  John  F.  Kelley,  Oneida:  I don’t  want  to 
prolong  this  thing,  but  I want  to  call  the  attention 
of  the  House  of  Delegates  to  page  1154,  which  is  the 
basis  of  the  resolution. 

Speaker  Williams:  In  the  printed  reports. 


Dr.  Kelley:  We  have  24,182  doctors  in  the 

State  Society.  We  have  11,000  doctors  plus  who 
are  insured.  Now  the  staggering  thing  to  me  is  of 
those  24,000  plus,  15,000  plus  come  from  New  York, 
Nassau,  Bronx,  Queens,  and  Kings,  of  which  5,000 
plus  are  insured  in  the  Group  Plan.  In  upstate 
there  are  a total  of  9,000  plus  doctors,  of  which 
5,591  are  insured  in  the  Group  Plan.  Now  if  the 
five  counties  in  Greater  New  York  would  realize  the 
benefits  of  the  Group  Plan,  forget  the  financial  dol- 
lar, and  get  insured  in  the  Group  Plan,  it  would  be  so 
much  more  important.  You  can  go  before  them. 
You  won’t  have  one  suit  and  be  cut  off  in  one  com- 
pany. If  they  take  those  things  in  consideration,  I 
think  we  could  improve  our  Group  Plan  and  be 
strong,  otherwise  we  would  lose  out.  That  is  why 
the  resolution  was  brought  up. 

Speaker  Williams:  Is  there  any  further  discus- 
sion of  this  recommendation  of  the  reference  com- 
mittee? 

Voices:  Question! 

Speaker  Williams:  In  the  fight  of  the  discus- 
sion, are  you  ready  for  the  question?  I hear  it 
called.  All  in  favor  of  the  recommendation  of  the 
reference  committee  signify  by  saying  “aye”; 
those  opposed  “no.”  This  portion  of  the  report 
stands  adopted,  and  the  recommendation  of  the  ref- 
erence committee  is  approved. 

Section  192  ( See  51) 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel:  Group  Insurance  Against 

Third  Party  Actions 

Dr.  William  B.  Rawls,  New  York:  Resolution 
58-20,  subject,  “Group  Insurance  Against  Third 
Party  Actions”: 

Resolved,  that  the  Council  of  the  Medical 

Society  of  the  State  of  New  York  be  requested  to 

investigate  and  study  this  problem  and  to  take 

any  necessary  and  appropriate  action. 

This  resolution  was  discussed  at  great  length. 
Our  counsel  and  indemnity  representative  do  not 
believe  there  is  any  necessity  for  change  because  the 
necessary  protection  already  exists  under  the  Group 
Plan.  In  view  of  the  above  and  certain  other  con- 
siderations, no  action  was  considered- necessary. 

I move  the  approval  of  the  committee’s  recom- 
mendation. 

Speaker  Williams:  In  regard  to  resolution 

58-20  the  committee  recommends  no  action.  Is 
there  a second? 

Dr.  Harry  A.  Mackler,  Kings:  I second  it. 

Speaker  Williams:  Are  you  all  prepared  and 
informed?  All  in  favor  of  this  recommendation  of 
the  reference  committee  say  “aye”;  those  opposed 
“no.”  This  portion  of  the  reference  committee’s 
report  stands  adopted. 

Dr.  Rawls:  Your  committee  recommends  that 
the  Committee  on  Legislation  give  serious  thought 
to  initiating  legislation  that  wdll  hold  a physician 
free  and  harmless  on  account  of  certifications  re- 
quired by  the  Bureau  of  Motor  Vehicles. 
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I move  approval  of  this  part  of  the  report. 
Speaker  Williams:  This  portion  of  the  report 
has  to  do  with  the  certification  for  operating  a 
motor  vehicle.  You  heard  the  reference  commit- 
tee’s report.  Has  it  been  seconded? 

Dr.  Solomon  Schussheim,  Kings:  I second  it. 
Speaker  Williams:  It  has  been  seconded.  Is 
there  any  discussion  of  this  portion  of  the  report  of 
the  committee?  If  not,  all  in  favor  say  “aye”; 
those  opposed  “no.”  This  portion  of  the  report 
stands  approved. 

Section  193  ( See  66) 

Report  of  Reference  Committee  on  Reports  of 
. Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel:  Malpractice  Insurance 

Dr.  William  B.  Rawls,  New  York:  Resolution 
58-35,  subject,  “Malpractice  Insurance”: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  acting  through  an  appropriate  com- 
mittee appointed  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  including  its 
counsel,  obtain  a detailed,  accurately  defined  de- 
scription of  the  present  area  of  coverage  afforded 
by  the  Society's  malpractice  insurance  contract 
and  that  this  committee  shall  thereafter  study 
these  findings  and  report  as  to  the  need,  if  any, 
for  more  comprehensive  insurance  protection 
against  malpractice  for  the  members  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

This  resolution  was  discussed  at  great  length  by 
your  committee,  your  counsel,  indemnity  representa- 
tive, and  a good  number  of  guests.  A few  notes  of 
explanation  are  in  order  at  this  point.  The  statute 

!of  limitations  is  two  years  on  malpractice  suits,  ex- 
cept in  case  of  minors,  and  six  years  on  breach  of 
contract  cases.  In  other  words,  a doctor  could  be 
sued  for  breach  of  contract  any  time  within  six  years 
I or  for  four  years  after  the  statute  of  limitations  on 
I malpractice  suits  has  become  effective. 

Gentlemen,  here  is  the  crux  of  this  whole  thing. 
I would  like  to  ask  you  to  please  pay  attention  to 
this.  It  is  very  important  for  all  of  us.  If  you 
I do  not  guarantee  to  cure  a patient,  your  indemnity 
representative  assures  us  that,  where  a suit  for 
I “breach  of  contract”  is  brought  based  upon  an  im- 
I plied  contract  to  correctly  treat,  coverage  has  been 

I and  is  afforded  under  the  Group  Plan  policy.  How- 
ever, a suit  based  upon  any  agreement  or  contract 
I guaranteeing  the  result  of  any  treatment  or  opera- 
| tion  will  be  defended  but  the  doctor  would  have  to 
pay  any  judgment  if  such  a guarantee  were  proved. 

Your  committee,  therefore,  recommends  no  action 
on  resolution  58-35. 

Speaker  Williams:  You  have  heard  the  com- 
mittee’s recommendation  of  no  action.  That  means 
that  we  all  should  not  guarantee  cures. 

Dr.  Solomon  Schussheim,  Kings:  I second  it. 
Dr.  Carl  R.  Ackerman,  Bronx:  The  essence  of 
this  resolution  is  nothing  more  than  a modest  request 
to  find  out  the  area  of  coverage  for  malpractice  in- 
surance that  wre,  as  physicians,  enjoy.  I feel  we 
should  know  definitely  what  areas  of  coverage  we 


have  and  what  areas  of  coverage  we  don’t  have. 
All  we  are  asking  in  essence  is  that  it  be  given  us  in 
writing  so  that  if  our  contracts  are  inadequate  we 
might  be  able  to  take  steps  to  further  protect  our- 
selves. All  this  resolution  asks  is  that  you  tell  us 
what  coverage  we  have. 

Speaker  Williams:  The  report  of  the  reference 
committee  is  that  no  action  should  be  taken.  You 
heard  Dr.  Ackerman’s  discussion.  Is  there  any 
other  discussion  in  regard  to  this  portion  of  the  re- 
port on  which  the  reference  committee  recommends 
no  action? 

Dr.  Rawls:  May  I state  that  in  the  whereases 
the  breach  of  contract  and  third  party  actions  are 
mentioned  and  supposedly  constitute  the  recom- 
mendations in  this  resolution,  and  that  representa- 
tives from  the  Bronx  were  present  to  discuss  this 
with  us  at  the  time. 

Speaker  Williams:  Is  there  any  further  discus- 
sion on  the  motion  by  the  reference  committee, 
which  has  been  seconded?  Are  you  ready  for  the 
question?  Hearing  a call  for  the  question,  all  in 
favor  of  the  recommendation  of  the  reference  com- 
mittee signify  by  saying  “aye”;  those  opposed 
“no.”  The  recommendation  of  the  reference  com- 
mittee stands  adopted. 

Section  194- 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel:  Report  of  Legal  Counsel 

Dr.  William  B.  Rawls,  New  York:  Report  of 
Legal  Counsel:  This  report,  as  usual,  is  complete. 
Your  committee  wishes  to  congratulate  our  counsel 
and  the  members  of  his  staff  for  the  great  amount 
of  work  they  have  accomplished.  Much  of  this  re- 
port we  have  discussed  with  him.  Your  committee 
realizes  the  enormous  amount  of  work  and  detail 
that  goes  into  every  case  that  occurs  even  though  it 
may  never  reach  a trial  stage. 

Gentlemen,  I ask  you  to  bear  with  me  for  the  next 
few  minutes.  Your  committee  thought  this  was 
important.  Maybe  to  you  it  may  not  seem  so, 
but  due  to  all  the  discussions  there  have  been  on 
malpractice  insurance,  we  have  taken  the  trouble 
to  try  to  enunciate  a few  of  the  things  that  may  be 
the  cause  of  some  of  the  malpractice  suits  that  are 
instituted. 

Your  committee  is  of  the  unanimous  opinion 
that  a great  number  of  malpractice  suits  are  the  re- 
sult of  remarks  of  physicians.  These  remarks  may 
be  inadvertent,  careless,  or  deliberately  derogative, 
but  thejr  have  the  same  end  result.  The  unfortu- 
nate part  is  that  these  remarks  are  most  often  made 
without  foundation  of  fact  and  where  there  has  been 
no  negligence.  Typical  of  these  remarks  are: 
“I  wouldn’t  have  done  it  that  way,”  “I  don’t  be- 
lieve that  it  was  necessary,”  “If  I could  only  have 
gotten  you  earlier,”  or  “What  a pity  I didn’t  get 
you  before,”  “If  I treated  you  at  first,  you’d  have 
been  cured  by  now.”  Or  a very  studied  attitude  of 
wisely  shaking  the  head  which  implies  to  the  patient 
disagreement  with  previous  treatment.  Some- 
times— and  we  are  ashamed  to  admit  it — doctors 
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will  deliberately  criticize  another  in  the  mistaken 
belief  that  it  enhances  their  own  importance.  It  is 
unfortunate  that  they  do  not  realize  that  this  is  not 
the  fact  and  if  they  lower  the  prestige  of  a fellow 
physician,  they  lower  their  own  as  well.  If  we  take 
one  concrete  example  of  criticizing  previous  therapy 
such  as  might  have  occurred  in  myocardial  infarc- 
tion, I wonder  if  any  of  you  in  this  audience  believes 
that  anyone  except  the  physician  in  charge  at  the 
moment  is  in  a position  to  judge  the  type  of  treat- 
ment that  should  have  been  rendered  at  that  particu- 
lar time.  Can  you  or  any  physician,  without 
knowing  the  degree  of  shock,  the  hourly  blood  pres- 
sure readings,  the  general  appearance  of  the  patient, 
the  serial  electrocardiograms,  the  previous  history 
of  the  patient,  etc.,  be  in  a position  to  comment  con- 
cerning the  treatment  of  that  patient?  The  opinion 
of  your  committee  is  most  emphatically  you  would 
not,  and  yet  this  occurs  with  ever-increasing  fre- 
quency. The  committee  does  not  wish  to  dictate 
the  type  of  testimony  that  any  physician  might  give 
but  is  most  emphatic  in  its  opinion  that  remarks  be 
withheld  until  all  facts  in  the  case  are  obtained. 
Remarks  otherwise  are  unwarranted  and  dangerous 
and  should  never  be  made.  Quite  often  the  story 
given  by  the  patient  to  one  doctor  concerning 
another  doctor’s  diagnosis  and  treatment  does  not 
coincide  with  the  facts.  This  is  no  criticism  of  the 
patient  who  may  not  understand  medical  terms. 

Your  committee,  therefore,  recommends  that  each 
doctor  contact  the  previous  doctor  concerning  the 
treatment  he  has  rendered  and  the  recommendations 
that  he  has  made  before  passing  judgment  on  a 
therapy  rendered  by  the  previous  physician.  Often 
what  appears  to  be  differences  of  medical  opinion 
may  be  the  result  of  different  schools  of  thought  on 
how  to  approach  a certain  problem.  A little  under- 
standing by  the  doctor  and  a little  explanation  to 
the  patient  that  there  are  two  schools  of  thought 
often  will  solve  many  problems  and  allay  the  pa- 
tient’s doubts. 

Your  committee  believes  that  a further  education 
campaign  by  the  county  advisory  committees 
would  be  worth  while.  The  problem  in  malpractice 
suits  has  now  become  so  great  that  there  are  rumors 
it  is  beginning  to  affect  research  and  the  use  of  new 
drugs  and  procedures.  If  this  is  a fact,  then  the 
welfare  of  the  people  of  this  State  is  involved  as  well 
as  the  future  progress  of  medicine.  The  new  law 
concerning  the  responsibility  of  hospitals  for  their 
employes  is  such  that  it  may  affect  the  future  of 
medicine.  To  some,  of  course,  this  may  seem  un- 
real and  fantastic,  but  do  you  know  that  a suit  for 
a large  sum  has  already  been  instituted  against  one 
of  the  outstanding  teams  in  cardiac  surgery  in  this 
county? 

Your  committee  believes  that  this  entire  problem 
requires  serious  study  and  perhaps  the  Public  Rela- 
tions Committee  might  well  study  the  effect  of  this 
problem,  upon  the  future  welfare  of  the  people  of 
this  State. 

Mr.  Chairman,  I would  like  to  move  approval  of 
this  part  of  the  report. 

Dr.  Solomon  Schussheim,  Kings:  I second  it. 

Speaker  Williams:  Does  it  require  approval 


without  any  recommendation?  Don’t  you  think 
that  this  is  pretty  well  informatory,  Dr.  Rawls? 

Dr.  Rawls:  It  will  still  have  to  be  approved. 

Speaker  Williams:  All  right.  It  has  been 

moved  that  we  approve  this  portion  of  the  report. 
Is  it  seconded? 

Dr.  Schussheim:  Yes,  I seconded  it. 

Speaker  Williams:  Is  there  any  discussion  of 
this  informative  report?  If  not,  are  you  ready  for 
the  question?  All  in  favor  say  “aye”;  those  op- 
posed “no.”  This  portion  of  the  report  is  adopted. 

Dr.  Rawls:  In  closing,  we  wish  to  congratulate 
the  counsel,  the  indemnity  representative  and  his 
staff,  and  the  members  of  the  Malpractice  In- 
surance and  Defense  Board  for  all  they  have 
done  during  the  past  year.  I also  wish  to  thank 
the  members  of  my  committee  and  those  who  par- 
ticipated in  the  discussions  and  the  members  of  this 
House  for  their  consideration. 

Speaker  Williams:  Do  you  move  the  adoption 
of  the  report  as  a whole? 

Dr.  Rawls:  I move  the  adoption  of  the  report 
as  a whole,  with  one  amendment,  as  amended. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

All  in  favor  say  “aye”;  those  opposed  “no.” 
The  report  as  a whole  as  amended  is  accepted,  and 
of  course  the  thanks  of  the  House  goes  to  Dr. 
Rawls  and  his  committee.  That  is  an  excellent 
report. 

Section  195  ( See  21) 

Report  of  the  Reference  Committee  on  Report 
of  Council , Part  VI:  Hospital  and  Professional 
Relations  and  Dental  Health 

Dr.  Albert  H.  Douglas,  Queens:  Mr.  Speaker 
and  .members  of  the  House,  your  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VI,  Hospital 
and  Professional  Relations  and  Dental  Health, 
studied  in  detail  the  majority  and  minority  reports 
and  the  supplementary  report  (58-N)  of  the  Council 
committee.  This  committee  consisted  of  Dr. 
James  Greenough,  chairman,  Dr.  Bernard  A. 
Watson,  and  Dr.  Vincent  J.  Collins.  The  meetings 
were  held  on  July  30,  1957,  Januarj"  8,  1958,  and 
March  12,  1958. 

Recommendation  was  made  to  the  Council  Com- 
mittee on  Legislation  that  three  bills  be  introduced: 

1.  An  amendment  to  Section  6513  of  the  Educa- 
tion Law  to  make  it  a misdemeanor  for  anyone  to 
aid  and  abet  an  unlicensed  person  to  practice  medi- 
cine; 

2.  An  amendment  to  Section  6512  of  the  Edu- 
cation Law  to  limit  the  time  spent  as  an  intern  to 
one  or  two  years; 

3.  An  amendment  to  the  Education  Law  which 
would  require  an  admitting  physician  in  a hospital 
to  be  licensed. 

It  is  noted  that  these  recommendations  were- acted 
upon  by  the  Committee  on  Legislation  and  that  the 
bills  were  introduced  but  were  defeated  in  the 
Legislature. 

I move  the  adoption  of  this  portion  of  the  report. 
This  portion  of  the  report  is  informative. 
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Speaker  Williams:  This  portion  of  the  report 
the  committee  chairman  says  is  informative.  He 
moves  its  adoption.  Is  it  seconded? 

Dr.  Louis  Berger,  Kings:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

If  not,  you  are  ready  for  the  question  to  approve  this 
informative  report  or  rather  informative  portion  of 
the  report.  All  in  favor  say  “aye”;  those  opposed 
“no."  This  portion  of  the  report  is  adopted. 

Dr.  Douglas:  Hospital  Practice  of  Medicine: 

On  the  subject  of  hospital  practice  of  medicine,  the 
Council  committee  quoted  opinions  of  Mr.  Charles 
A.  Brind,  Jr.,  counsel  to  the  New  York  State  Educa- 
tion Department,  and  Mr.  William  F.  Martin, 
counsel  to  the  Medical  Society  of  the  State  of  New 
York,  to  the  effect  that  practice  of  medicine  by 
charitable  hospitals  is  not  prohibited  in  the  State  of 
New  York.  They  also  reported  that  the  Attorney 
General  of  the  State  of  New  York  rendered  a similar 
opinion  in  insurance  cases.  On  the  basis  of  these 
reports  the  majority  of  the  committee  recommended 
that  litigation  should  not  be  instituted. 

Dr.  Vincent  J.  Collins,  in  a minority  report,  took 
issue  with  this  conclusion  and  stated : ‘ ‘The  opinions 
expressed  by  Mr.  Charles  Brind,  Jr.,  and  Mr.  Wil- 
liam F.  Martin  are  not  based  on  statutory  law  but 
are  essentially  based  on  other  legal  opinions,  es- 
pecially that  of  the  State  Attorney  General.  It  is 
recognized  that  these  opinions  are  only  opinion  and 
not  legal  fact.  They  are  not  binding  and  are  not 
tested.  They  therefore  are  not  sufficient  reason  to 
discontinue  consideration  of  legal  action  nor  do  these 
opinions  represent  any  grounds  for  discontinuing 
the  institution  of  legislation.  It  is  believed  that  the 
committee’s  majority  report  tends  to  give  recogni- 
tion to  these  opinions  as  established  legal  fact  and 
actual  law.  They  conclude  that  no  actions  can  or 
should  be  taken.  With  this  impression  we  thor- 
oughly disagree.”  (This  is  a quote  from  the 
minority  report.) 

In  consideration  of  these  divergent  views,  the 
following  facts  were  noted: 

1.  Section  6514,  Article  2,  of  the  State  Educa- 
tion Law  states: 

“The  license  or  registration  of  a practitioner  of 
medicine,  osteopathy  or  physiotherapy  may  be 
revoked,  suspended  or  annulled  or  such  practi- 
tioner reprimanded  or  disciplined  in  accordance 
with  the  provisions  and  procedure  of  this  article 
upon  decision  after  due  hearing  in  any  of  the  fol- 
lowing cases:  (a)  That  a physician,  osteopath  or 

physiotherapist  is  guilty  of  fraud  or  deceit  in  the 
practice  of  medicine,  osteopathy  or  physiotherapy 
or  in  his  admission  to  the  practice  of  medicine, 
osteopathy  or  physiotherapy.  . . (f)  That  a 

physician,  osteopath  or  physiotherapist  has 
directly  or  indirectly  requested,  received  or  par- 
ticipated in  the  division,  transference,  assign- 
ment, rebate,  splitting  or  refunding  of  a fee.  . . 
except  payment,  not  to  exceed  thirty-three  and 
one-third  per  centum  of  any  fee  received  for  x- 
ray  examination,  diagnosis  or  treatment,  to  any 
hospital  furnishing  facilities  for  such  examination, 
diagnosis  or  treatment.” 


2.  Section  6515: 

“Procedure  in  disciplinary  proceedings.  (4) 
The  members  of  such  committee  (i.e.  the  com- 
mittee on  grievances)  shall  have  jurisdiction  to 
hear  all  charges  against  duly  licensed  physicians, 
osteopaths  and  physiotherapists  of  this  state  for 
violation  of  the  provisions  of  section  sixty-five 
hundred  fourteen  hereof,  except  subdivision  one, 
(which  concerns  a conviction  for  a felony).” 

3.  The  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  states  in 
Chapter  III,  Article  6,  Section  3:  “Contract  prac- 
tice which  allows  division  of  fees  for  professional 
medical  services  to  a hospital,  organization  or  po- 
litical subdivision,  is  unethical.” 

It  states  further  in  Chapter  III,  Article  6,  Section 
6:  “Except  where  permitted  by  law  and  only  in  the 
manner  permitted  and  to  the  extent  permitted  by 
law,  a doctor  of  medicine  should  not  dispose  of  his 
professional  attainments  or  services  to  any  hospi- 
tal, lay  body,  organization,  group,  or  individual,  by 
whatever  name  called,  or  however  organized,  under 
terms  or  conditions  which  permit  exploitation  of  the 
services  of  the  doctor  of  medicine  for  the  financial 
profit  of  the  agency  concerned.  Such  a procedure  is 
beneath  the  dignity  of  professional  practice  and  is 
harmful  alike  to  the  profession  of  medicine  and  the 
welfare  of  the  people.” 

4.  In  the  “Guides  for  Conduct  for  Physicians  in 
Relationships  with  Institutions”  adopted  by  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation in  1951  and  reaffirmed  in  1957  (J.A.M.A. 
volume  164,  page  1119):  “A  physician  should  not 
dispose  of  his  professional  attainments  or  services  to 
any  hospital,  corporation  or  lay  body  by  whatever 
name  called  or  however  organized  under  terms  or 
conditions  which  permit  the  sale  of  the  services  of 
that  physician  by  such  agency  for  a fee.” 

5.  The  Workmen’s  Compensation  Law  states 
under  Section  13-d,  2(g)  that  the  “hospital  cannot 
bill  for  medical  services  or  surgical  care,  diagnosis 
or  treatment,  or  services  including  x-ray  examination 
and  treatment,  or  in  connection  with  the  furnishing 
of  clinical  laboratory  services  or  supplies,  inhalation 
service  or  equipment,  physiotherapy  or  other 
therapeutic  service  or  equipment,  except  that 
reasonable  payment  not  exceeding  33  and  V«  per 
cent  of  any  fee  received  under  this  chapter  for  x-ray 
examinations,  diagnosis  or  treatment  may  be  made 
by  a physician  duly  authorized.” 

After  thorough  discussion  of  the  facts  noted 
above,  your  reference  committee  recommends  the 
following;  I think  it  would  be  well  to  act  upon  each 
one  of  these  recommendations: 

1.  That  further  legal  opinion  be  obtained  from 
the  Attorney  General  of  the  State  of  New  York 
and  from  Eugene  A.  Sherpick,  Esq.  Mr.  Sherpick 
stated  in  an  article  written  in  conjunction  with  Dr. 
David  J.  Kaliski  and  published  in  the  New  York 
State  Journal  of  Medicine,  September  15, 
1956,  page  2871,  that  the  practice  of  medicine  by 
hospitals  was  illegal. 

I move  that  this  portion  of  this  report  be  approved. 
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Dr.  Frank  LaGattuta,  Bronx:  I second  it. 
Speaker  Williams:  This  portion  of  the  report 
is  moved  by  the  reference  committee  for  approval 
and  has  been  seconded  and  is  under  discussion.  I 
recognize  Mr.  Martin,  counsel. 

Mr.  William  F.  Martin  : Mr.  Sherpick,  who  is  a 
very  dear  friend  of  mine,  and  for  whom  I have  a 
great  respect,  in  brief  said  in  his  opinion  that  there 
were  certain  lower  court  decisions  that  seemed  to 
hold  that  hospitals  could  employ  doctors,  and  so 
forth,  but  they  were  lower  court  decisions,  and  that 
is  all.  If  you  will  read  my  annual  report  you  will 
find  a quotation  from  a recent  decision  of  the  Court 
of  Appeals.  I did  not  put  it  in  there  for  the  purpose 
involved  in  this  resolution.  I was  calling  attention 
to  the  fact  that  hospitals  have  very  recently  been 
held  liable  for  the  acts  of  their  paid  employes;  in 
other  words,  the  hospital’s  immunity  was  removed. 
I want  to  call  your  attention  to  this  paragraph  of  a 
recent  Court  of  Appeals  decision  rendered  by  I 
won’t  say  a unanimous  court,  I think  there  was  one 
dissent — that  is  not  any  justice  of  the  peace  court; 
that  is  the  highest  judicial  tribunal  in  the  State  of 
New  York: 

“The  conception  that  the  hospital  does  not 
undertake  to  treat  the  patient,  does  not  under- 
take to  act  through  its  doctors  and  nurses,  but 
undertakes  instead  simply  to  procure  them  to  act 
upon  their  own  responsibility,  no  longer  reflects 
the  fact.  Present-day  hospitals,  as  their  manner 
of  operation  plainly  demonstrates,  do  far  more 
than  furnish  facilities  for  treatment.  They  reg- 
ularly employ  on  a salary  basis  a large  staff  of 
physicians,  nurses,  and  interns,  as  wrell  as  ad- 
ministrative and  manual  workers,  and  they  charge 
patients  for  medical  care  and  treatment,  collect- 
ing for  such  services,  if  necessary,  by  legal  action. 
Certainly,  the  person  who  avails  himself  of  ‘hospi- 
tal facilities’  expects  that  the  hospital  wall  attempt 
to  cure  him,  not  that  its  nurses  or  other  emploj^es 
will  act  on  their  own  responsibility. 

“Hospitals  should,  in  short,  shoulder  the  re- 
sponsibilities borne  by  everyone  else.” 

I was  asked  by  one  of  the  officials  of  this  Society 
to  draw  up  for  him  a resolution  to  the  effect  that 
there  is  nothing  improper  in  a hospital  hiring  on  a 
salary  basis  surgeons,  physicians,  or  people  in  any 
of  the  specialty  categories.  I do  not  wish  to  do 
that.  I think  it  is  so  clear,  so  crystal  clear,  that 
such  can  be  done,  and  may  I parenthetically  say 
that  my  profession  has  long  since  learned  to  put 
up  with  large  organizations  with  hundreds  of  em- 
ployes and  to  adapt  in  the  community  to  that  situa- 
tion, vrhich  was  met  with  horror  first.  It  is  so  clear 
today  that  I cannot  conceive  of  a court  in  this  State, 
in  view  of  this  language  of  the  Court  of  Appeals, 
which  is  not  some  so-called  “legal  fact”  whatever 
that  is,  that  is  mentioned  in  the  opinion  that  I gave, 
deciding  otherwise. 

I have  no  great  pride  of  opinion.  I suggest  you 
get  any  number  of  opinions  you  wish,  but  I would  be 
simply  astounded  if  you  could  get  any  lawyer  of  sub- 
stance who  today  would  try  to  contend  before  the 
courts  of  this  State  that  a doctor  may  not  if  he 


wishes  work  for  a salary,  and  a doctor  may  not  if  he 
wishes  work  for  that  salary  on  patients,  even  if 
those  patients  are  all,  every  single  one  of  them,  under 
the  hospital,  not  one  came  to  see  him  personally. 
More  than  ever,  this  recent  decision  of  the  Court  of 
Appeals  seems  to  spell  the  way  of  the  future,  if  such 
is  the  way. 

Speaker  Williams:  The  report  of  the  reference 
committee,  gentlemen,  concludes  that  the  practice 
of  medicine  by  hospitals  wras  illegal.  Isn’t  that  your 
report? 

Dr.  Douglas:  The  recommendation  was  that 

further  legal  opinion  be  obtained  from  the  Attorney 
General — if  you  remember  an  opinion  had  been  ob- 
tained from  one  of  his  predecessors — further  legal 
opinion  be  obtained  from  the  Attorney  General  of 
the  State  of  New  York  and  from  Eugene  A.  Sherpick, 
Esq.,  in  the  light  of  a paper  published  in  the  New 
York  State  Journal  of  Medicine. 

Speaker  Williams:  That  a further  legal  opinion 
be  obtained.  The  Chair  recognizes  Dr.  Lewis,  of 
New  York  County. 

Dr.  William  Hall  Lewis,  Jr.,  New  York:  I 

w ould  like  to  rise  to  a point  of  information  from  Mr. 
Martin  where  he  stated  that  the  legal  profession  has 
become  long  accustomed  to  having  members  work 
and  be  part  of  a large  organization.  Very  true  that 
a corporation  will,  for  instance,  have  what  they  call 
a house  counsel  who  is  a man  in  their  regular  employ 
and  representing  them  in  legal  affairs.  Banks  do 
the  same  thing.  On  the  other  hand  I question  in 
regard  to  this  whether  or  not  an  individual  can  go  to 
say  the  Bank  of  New  York  and  say,  “I  have  a legal 
case.  I would  like  to  have  you  be  my  legal  repre- 
sentative,” and  the  man  would  therefore  come  into 
court  with  the  Bank  of  New  York  using  its  regular 
counsel  to  represent  him  as  his  legal  representative. 

The  situation,  it  seems,  is  somewiiat  confused  in 
regard  to  the  position  of  a hospital  which  is  in  a 
similar  position  as  an  incorporated  entity  like  a 
bank  or  a corporation  saying,  “We  will  be  the  official 
professional  party,  and  wre  will  designate  our  physi- 
cians who  are  under  our  employ  to  carry  out  such 
professional  work.”  Is  there  any  valid  distinction 
in  the  paradox  compared  to  those  two  situations? 

Mr.  Martin:  There  is  a distinction  without  a 
difference.  The  Bankers  Trust  reminds  me  of  a 
story.  It  is  that  if  it  be  Westinghouse  or  General 
Electric,  they  mention  either  General  Electric  or 
Westinghouse  or  no  product  at  all.  Don’t  mention 
our  name.  A trust  company  is  far  too  subtle  when 
you  go  to  them  for  legal  advice  to  proffer  any  great 
amount  of  it  themselves.  They  will  give  you  a lot 
of  so-called  “trust  advice,”  and  then  if  you  ask  for 
the  name  of  a lawyer  will  send  you  to  a large  firm 
that  represents  them,  w'hich  increasingly  like  a 
firm  of  accountants  has  an  in  and  out  membership 
who  are  retired  at  a certain  age  with  enormous  in- 
come. In  some  of  the  firms  there  are  as  many  as 
125  lawyers  in  it.  They  are  perfectly  wTon'derful 
efficient  firms,  but  large  existing  organizations  are 
very  impersonal  in  some  of  the  contacts  that  you 
make  with  them.  That  is  what  I mean.  The  legal 
profession  has  long  since  gotten  used  to  competing 
with  large  existing  competition,  large  so  far  as  num- 
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bers  are  concerned  and  increasingly  bearing  some  re- 
semblance to  a corporation  though  they  are  never 
incorporated.  There  are  always  partners  because  it 
is  unethical  for  a corporation  to  practice  law. 

I don’t  want  to  extend  this.  I think  most  of  you 
know  what  I mean.  You  also  know  that  these 
hospitals,  all  of  these  large  nonprofit  hospitals  have 
a charitable  background,  enormous  public  support, 
and  there  is  a lot  of  heat  and  some  little  light  in  this 
argument.  I say  in  view  of  the  latest  Court  of  Ap- 
peals decision,  I am  perfectly  willing  to  go  to  at- 
torney Eugene  Sherpick  and  get  his  opinion.  I 
have  no  pride  of  opinion.  I will  talk  about  this  to 
Eugene  Sherpick,  take  him  to  lunch,  we  are  dear 
friends,  and  I am  sure  he  would  gladly  tell  me  what 
his  current  views  are,  if  that  is  all  you  want.  We 
can  get  that  and  any  other  opinions  you  wish.  I 
am  always  interested  in  somebody  else’s  viewpoint. 

Speaker  Williams:  The  Chair  recognizes  Dr. 
d’Angelo. 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Chair- 
man, when  you  quote  here  the  opinion  of  a former 
Attorney  General,  I think  you  should  know  in  what 
respect  that  opinion  was  given.  That  opinion  was 
not  given  as  far  as  the  hospital  practice  of  medicine. 
That  opinion  was  a restricted  one  for  one  particular 
portion  of  the  hospital  practice  of  medicine.  It  was 
restricted  to  ancillary  services  such  as  radiology, 
anesthesiology,  and  so  forth,  where  he  said  at  the 
time  that  since  these  services  had  been  part  of  the 
hospital  practice  for  so  many  years,  and  since  these 
services  can  be  considered  partly  medical,  he  ruled 
for  U.M.S.  and  A.H.S.  that  he  would  allow  these 
services  to  be  rendered.  That  was  the  opinion  of 
the  former  Attorney  General,  and  it  had  nothing  to 
do  with  surgery,  dermatology,  or  anything  else.  I 
would  deem  it  inadvisable,  Mr.  Chairman,  to  ask 
this  present  Attorney  General  to  give  an  opinion. 

Second,  I value  and  I think  we  ought  to  get  other 
legal  opinion  on  this  matter.  Mr.  Martin  has 
quoted  a particular  portion  of  a particular  Court  of 
Appeals  case,  which  may  or  may  not  be  the  final 
thought  on  the  subject. 

Furthermore,  with  all  due  respect  to  Mr.  Martin 
and  his  ability  to  report  back  the  conversations  that 
he  may  have  had  with  Mr.  Sherpick,  I think  any  re- 
port we  get  from  any  other  counsel,  any  other  law- 
yers, should  be  rendered  to  this  Society  in  writing, 
and  I think  we  should  uphold  the  recommendations 
of  the  committee. 

Dr.  Solomon  Schussheim,  Kings:  Mr.  Speaker 
and  delegates,  this  afternoon  you  heard  Dr.  Freed- 
man express  his  joy  upon  the  occasion  of  this  House 
of  Delegates  standing  up  on  their  two  feet  and  stat- 
ing once  and  for  all  we  are  interested  in  our  economy. 
Tonight  you  have  the  same  opportunity  of  standing 
on  your  feet  and  stating  openly  that  you  are  in- 
terested not  only  in  your  economy  but  you  are  in- 
terested in  the  ethics  of  your  profession  and  the  law 
of  the  State  of  New  York. 

There  is  no  question  in  the  minds  of  anyone  that 
the  law  specifically  states  corporations  cannot  prac- 
tice medicine.  I don’t  think  anyone  would  argue 
about  that.  We  have  been  bandying  this  thing 
around  for  ten  or  twelve  years.  It  has  been  referred 


to  the  Council,  and  from  the  Council  to  a commit- 
tee, and  from  a committee  to  the  Council;  it  went 
to  Albany,  and  we  are  now  back  again  to  where  we 
started  twelve  years  ago.  Isn’t  it  time  that  we 
finally  and  once  and  for  all  settled  this  question  of 
law  pertaining  to  our  own  welfare?  Isn’t  it  time 
that  we  had  an  opinion  that  may  go  beyond  the 
thinking  stage,  the  particular  feeling  of  one  individ- 
ual or  two  individuals  that  we  are  wrong?  Just 
because  the  Court  of  Appeals  has  stated  that  doctors 
who  practice  for  a corporation  are  covered  by  the 
corporation  does  not  necessarily  mean  that  it  is  either 
legal  or  ethical.  It  is  a fact  that  exists,  and  there- 
fore the  Court  takes  cognizance  of  that.  Inas- 
much as  we,  ourselves,  have  permitted  such  a condi- 
tion to  exist,  the  courts  must  take  cognizance  of 
that  fact.  Now  is  the  time  when  we  really  have 
our  dander  up  to  get  going.  It  is  time  to  do  some- 
thing for  ourselves  and  for  the  public.  If  we  don’t 
bring  the  public  in,  we  are  not  good  doctors  nor  do 
we  have  good  public  relations  I am  told,  but  let  us  not 
kid  ourselves,  it  is  time  we  thought  of  ourselves. 
It  is  time  that  we  thought  of  the  future  of  the  prac- 
tice of  medicine.  We  are  letting  it  go  by  default. 
Do  you  want  to  continue  that  way  or  do  you  want 
to  stand  up  as  you  did  this  afternoon  and  be  counted? 

Speaker  Williams:  The  report  of  the  reference 
committee  is  that  further  legal  opinion  be  obtained. 
Is  it  not,  Mr.  Chairman? 

Dr.  Douglas:  That  is  correct. 

Speaker  Williams:  Is  there  any  further  discus- 
sion? 

Dr.  d’Angelo:  I see  a discrepancy  in  the  com- 
mittee’s recommendation.  In  the  first  place  it  re- 
lates that  the  majority  report  of  the  Hospital  and 
Professional  Relations  Committee,  of  which  Dr. 
Greenough  is  chairman,  be  approved;  and  second,  it 
asks  that  we  now  go  and  seek  further  advice.  Is 
that  not  so? 

Dr.  Douglas:  No. 

Speaker  Williams:  The  chairman  says  that  is 
not  so. 

Voices:  Question! 

Speaker  Williams:  I hear  a call  for  the  ques- 
tion. All  in  favor  of  the  recommendation  of  the 
reference  committee  that  further  legal  opinion  be 
sought,  say  “aye”;  those  opposed  “no.”  The  re- 
port of  the  reference  committee  is  adopted. 

Dr.  Douglas:  Recommendation  2,  that  the 

Proposed  Guiding  Principles — Hospital-Physician 
Relationships  be  approved  with  the  exception  of 
Article  IV,  which  reads: 

“The  financial  arrangements,  if  any,  between  a 
nonprofit  hospital  and  a physician  properly  may 
be  placed  on  any  mutually  satisfactory  basis,  but  a 
physician  shall  not  dispose  of  his  professional 
services  to  any  hospital,  lay  body,  organization, 
group  or  individual,  by  whatsoever  name  called 
or  however  organized,  under  terms  or  conditions 
which  allow  diversion  of  fees  in  such  manner  as  to 
cause  deterioration  in  the  quality  of  the  medical 
services  or  to  provide  financial  assistance  to  a 
hospital  for  any  purpose  other  than  improvement 
of  professional  care.  This  shall  apply  in  all 
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cases,  whatever  the  purpose  of  the  financial  ar- 
rangement may  be,  including  the  remuneration  of 
a physician  for  teaching,  research,  and  charitable 
services.” 

This  article  is  excluded  from  the  recommended  ap- 
proval for  reasons  previously  stated. 

Speaker  Williams:  The  reference  committee 

recommends  and  you  so  move  the  adoption  of  this? 

Dr.  Douglas:  The  committee  recommends  the 
adoption  of  these  principles  with  the  exception  of 
Article  IV,  which  is  the  controversial  article. 
Speaker  Williams:  Do  I hear  a second? 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Speaker  Williams:  The  recommendation  of  the 
committee  to  approve  the  principles  with  the  exclu- 
sion of  Article  IV  is  before  you.  It  has  been  moved 
and  seconded.  Is  there  any  discussion?  If  not, 
are  you  ready  for  the  question?  All  in  favor  say 
“aye”;  opposed  “no.” 

Dr.  Jason  K.  Moyer,  Broome:  Would  you  please 
wait  a minute.  What  is  a nonprofit  hospital? 

Speaker  Williams:  Would  you  identify  your- 
self, Doctor? 

Dr.  Moyer:  Moyer  from  Broome.  Whom  are 
we  to  report  financial  statements  to?  I think  they 
can  always  declare  themselves  nonprofit. 

Speaker  Williams:  Doctor,  isn’t  that  the  por- 
tion that  is  excluded  from  this?  I may  ask  the 
chairman:  Isn’t  that  the  exclusion  that  the  doctor 
is  inquiring  about? 

Dr.  Douglas:  That  refers  to  the  article  we  ex- 
cluded. 

Speaker  Williams:  You  are  referring  to  Article 
IV,  and  that  is  excluded  from  this  proposal,  Dr. 
Moyer. 

Dr.  Moyer:  I still  don’t  know  though  what  a 
nonprofit  organization  is,  do  you? 

Speaker  Williams:  Perhaps  off  the  record. 

. . . Discussion  off  the  record . . . 

Speaker  Williams:  Is  there  any  pertinent  dis- 
cussion? 

Voices:  Question! 

Speaker  Williams:  If  not,  are  you  ready  for  the 
recommendation  of  the  reference  committee  which 
is  before  you  and  which  has  been  discussed?  Hear- 
ing none,  all  in  favor  of  the  recommendation  of  the 
reference  committee  say  “aye”;  those  opposed 
“no.”  This  portion  of  the  report  of  the  reference 
committee  stands  adopted. 

Dr.  Douglas:  3.  That  the  Hospital  and  Pro- 
fessional Relations  Committee  of  the  Council  be 
continued.  I so  move. 

Dr.  Louis  Berger:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  the  Hospital  and  Professional  Rela- 
tions Committee  of  the  Council  be  continued.  Is 
there  any  discussion  of  this  portion  of  the  report, 
pertinent  or  otherwise?  Hearing  none,  all  in  favor 
say  “aye”;  those  opposed  “no.”  This  portion  of  the 
report  stands  adopted. 

Dr.  Douglas:  4.  That  further  meetings  with 
representatives  of  the  Hospital  Association  of  the 
State  of  New  York  be  arranged.  I move  approval 
of  this  portion  of  the  report. 


Dr.  Dorman  : I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  further  meetings  with  representatives 
of  the  Hospital  Association  of  this  State  be  ar- 
ranged. Is  there  any  discussion?  Hearing  none,  I 
hear  a call  for  the  question.  All  in  favor,  say 
“aye”;  those  opposed  “no.”  This  portion  of  the 
report  stands  adopted. 

Dr.  Douglas:  5.  That  no  agreement  be  entered 
into  which  is  contrary  to  Section  6514  of  the 
State  Education  Law,  Section  13-d  of  the  Work- 
men’s Compensation  Law,  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of  the 
State  of  New  York,  or  the  Guides  for  Conduct  for 
Physicians  in  Relationships  with  Institutions  of  the 
American  Medical  Association. 

I move  approval  of  this  portion  of  the  report. 

Dr.  Dorman:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  no  agreement  be  entered  into  con- 
trary to  Section — what  section? 

Dr.  Douglas:  6514. 

Speaker  Williams:  And  he  enumerates  all  of 
them.  Do  I hear  any  discussion  of  this  portion  of 
the  report?  If  not,  I hear  a call  for  the  question. 
All  in  favor  say  “aye”;  those  opposed  “no.” 
This  portion  of  the  report  stands  adopted. 

Dr.  Douglas:  Anesthesiology  Residencies:  Your 
reference  committee  discussed  the  recommendation 
of  the  Council  to  the  Committee  on  Foreign  Grad- 
uates of  the  New  York  State  Society  of  Anesthesiolo- 
gists that  a detailed  curriculum  for  anesthesia  train- 
ing in  hospitals,  to  provide  a broad  training  in  medi- 
cine, be  presented  to  the  Board  of  Regents  and  the 
State  Education  Department.  This  recommenda- 
tion was  approved,  and  I so  move. 

Dr.  James  A.  Moore,  Albany:  I second  it. 
Speaker  Williams:  It  has  been  moved  and 

seconded  that  this  recommendation  be  approved. 
Is  there  any  discussion?  If  not,  all  in  favor  say 
“aye”;  those  opposed  say  “no.”  This  portion  of 
the  report  stands  adopted. 

Dr.  Douglas:  Hospital  for  State  Medical  Col- 
lege: Your  reference  committee  also  considered  the 
resolution  referred  to  the  Council  by  the  Medical 
Society  of  the  County  of  Kings  and  stated  in  58-N 
as  follows: 

Whereas,  the  University  of  the  State  of  New 
York  is  contemplating  building  and  maintaining  a 
hospital  in  connection  with  the  Medical  Center 
downstate  in  Brooklyn;  and 

Whereas,  about  22  million  dollars  will  be  re- 
quested for  the  building  of  this  hospital;  and 
Whereas,  the  State  of  New  York  has  no  legal 
right  to  build  such  a hospital  for  the  care  of 
private  patients,  even  though  limited  in  number; 
and 

Whereas,  there  is  no  dearth  of  beds  in  munici- 
pal and  voluntary  hospitals  available  to  the 
Medical  College  for  teaching  purposes;  and 
Whereas,  the  staffing  of  this  proposed  hospi- 
tal and  privileges  in  the  hospital  will  be  limited  to 
the  full-time  teaching  staff  and  others  connected 
with  the  Medical  College;  therefore  be  it 
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Resolved,  that  the  Medical  Society  of  the  County 
of  Kings  record  its  disapproval  of  the  use  of  State 
funds  for  the  building  of  such  a proposed  hospital 
for  the  care  of  private  patients ; and  be  it  further 

Resolved , that  the  Medical  Society  of  the  County 
of  Kings  and  the  medical  profession  approve  and 
endorse  a university  hospital  for  education  and  re- 
search provided  that  no  payments  to  doctors  for 
private  professional  care  be  permitted;  and  be  it 
further 

Resolved,  that  this  resolution  be  presented  to 
the  Coordinating  Council  and  to  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  for 
their  consideration  and  approval;  and  be  it 
further 

Resolved,  that  this  resolution  be  presented  to 
the  legislators  of  the  State  of  New  York,  the 
Governor,  the  Board  of  Regents,  and  the  Board  of 
Trustees  of  the  State  University  for  their  con- 
sideration. 

This . resolution  was  tabled  by  the  Council.  In 
committee  discussion  it  was  reported  that  the  medi- 
cal college  upstate  in  Syracuse  has  a comparable 
hospital  affiliated  with  it.  Your  committee  felt 
that  this  Society  should  take  no  action  which  might 
handicap  the  development  of  the  State  medical 
schools  into  outstanding  institutions.  The  ques- 
tion of  State  practice  of  medicine  was  discussed  at 
length  and  your  committee  believes  that  the  State,  in 
this  instance,  would  be  merely  providing  facilities 
for  the  private  practice  of  medicine  by  physicians 
affiliated  with  the  medical  school. 

Your  reference  committee  disapproves  of  this  in 
principle  and  recommends  approval  of  this  resolu- 
tion with  the  exception  of  the  third  whereas,  which 
was  reported  as  inaccurate  by  the  counsel  of  the 
Society.  I so  move. 

Dr.  Louis  Berger:  I second  it. 

Speaker  Williams:  The  reference  committee 

moves  adoption  of  this  portion  of  the  report  con- 
cerning this  resolution  eliminating  the  whereas 
specified,  and  it  has  been  seconded.  Is  there  dis- 
cussion? 

Dr.  d’Angelo:  Mr.  Chairman,  I have  it  here 

that  one  resolved  is  not  recognized. 

Dr.  Douglas:  The  third  whereas,  which  reads  as 
follows: 

Whereas,  the  State  of  New  York  has  no  legal 
right  to  build  such  a hospital  for  the  care  of 
private  patients,  even  though  limited  in  number. 

Speaker  Williams:  Do  you  wish  to  eliminate 
the  third  whereas,  Dr.  d’Angelo?  Is  there  any 
other  question? 

Voices:  The  fourth. 

Dr.  Douglas:  It  is  the  third  in  my  copy.  I 
am  sorry  the  typist  omitted  one. 

Speaker  Williams:  Doctor,  would  you  be  good 
enough  to  read  the  whereas  which  your  committee 
recommends  be  deleted? 

Dr.  Douglas:  It  reads: 

Whereas,  the  State  of  New  York  has  no  legal 
right  to  build  such  a hospital  for  the  care  of 
private  patients,  even  though  limited  in  number. 


Speaker  Williams:  This  is  the  whereas  which 
they  recommend  be  deleted.  Is  that  quite  clear 
to  all  of  you  now?  Is  there  any  discussion? 

Dr.  Norton  S.  Brown,  New  York:  I would  like 
to  speak  one  word  about  this  resolution.  This  came 
up  in  the  Coordinating  Council  and  the  First  Dis- 
trict Branch  in  New  York.  The  attitude  of  Kings 
County  was  in  favor  of  a teaching  hospital.  It  was 
in  favor  of  the  University,  but  it  was  distinctly  op- 
posed to  a limited  special  services  hospital  in  Brook- 
lyn, the  patient  who  might  afford  to  pay  for  certain 
services  which  could  be  available  in  a teaching  hospi- 
tal and  might  not  be  available  in  the  general  medi- 
cal environ  of  Brooklyn  should  be  disowned. 

The  New  York  County  Medical  Society  and  the 
First  District  Branch  and  Coordinating  Council  took 
the  position  that  this  was  in  opposition  to  the  de- 
velopment and  progress  of  the  best  type  of  medical 
care.  We  succeeded  in  putting  in  a minority  resolu- 
tion to  which  I would  like  to  call  attention,  which  is 
that  we  felt  in  a matter  of  this  sort  the  decision 
should  rest  entirely  with  the  local  county  in  which 
the  situation  might  arise.  I speak  in  support  of 
Kings  County  in  pressing  its  determination  to  do 
this,  but  I also  speak  because  of  the  importance  of 
medical  development  and  the  fact  that  the  com- 
plicated spectrum  of  the  cost  of  medical  care  and 
the  complexities  of  medical  service  outstrip  in  im- 
portance many  of  the  local  facilities  which  are  avail- 
able for  the  care  of  patients. 

I also  would  like  to  plead  with  the  State  Society 
not  to  place  itself  on  record  as  a body  in  opposing 
the  development  of  university  teaching  and  medical 
care  whether  or  not  taxpayers  money  is  directly  or 
indirectly  involved  in  the  situation.  The  public 
expects  and  demands  certain  facilities  and  certain 
care  in  medicine  that  cannot  be  achieved.  The 
public  may  feel  that  the  doctors  themselves  are  ob- 
structing medical  progress.  I would  like  to  have 
the  State  Society  consider,  before  taking  a majority 
vote  on  the  Kings  County  resolution,  this. 

Dr.  Samuel  Leo,  Bronx:  Mr.  Chairman  and 

gentlemen,  no  one  in  this  room  is  opposed  to  the 
proper  development  of  teaching  institutions  and 
teaching  hospitals.  However,  if  you  follow  the 
issue  sufficiently  you  won’t  be  able  to  see  the  thing 
you  are  looking  at.  These  patients  may  be  treated 
by  a teaching  hospital,  and  if  the  problem  is  a com- 
plex one  we  have  no  argument  about  that  providing 
the  teaching  hospital  does  not  render  a bill  to  that 
patient.  The  issue  in  question  is  that  no  private 
patient  shall  be  admitted  to  such  a hospital,  and  if 
a patient  is  admitted  to  such  a teaching  hospital  he 
shall  automatically  be  not  a charity  patient  but  a 
patient  to  whom  no  bill  will  be  rendered. 

State  medicine  is  around  the  corner,  and  I don’t 
think  we  ought  to  give  it  a shove.  It  will  come  soon 
enough. 

Dr.  Monroe  M.  Broad,  Queens:  The  policies  for 
the  administration  of  this  proposed  hospital  have 
already  been  formulated.  Among  these  were  the 
following  points:  that  full-time  professors  or  staff 
members  of  the  faculty  could  not  earn  more  than  50 
per  cent  of  their  stated  salaries  as  fees,  any  excess  of 
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50  per  cent  would  revert  to  the  hospital.  Now  is 
this  or  is  this  not  the  hospital  practicing  medicine? 
Is  this  or  is  this  not  the  diversion  of  fees  to  a hospi- 
tal from  a physician’s  own  practice? 

Speaker  Williams:  Is  there  any  further  dis- 

cussion? 

Dr.  Schussheim:  It  looks  like  this  is  the  begin- 
ning of  transfer  from  one  county  to  another.  Ladies 
and  gentlemen  of  the  House,  you  have  all  read  in  the 
newspapers  in  the  metropolitan  area  and  in  other 
periodicals  the  differences  of  opinion  between  the 
Medical  School  of  the  Downstate  University  and  the 
Medical  Society  of  the  County  of  Kings.  I am  not 
going  to  reiterate  those  arguments.  I just  wish  to 
state  that  it  was  almost  the  unanimous  opinion  at  a 
stated  meeting  of  the  Medical  Society  of  the  County 
of  Kings  in  approving  this  resolution.  The  Coordi- 
nating Council  voted  four  to  one  in  favor  of  it; 
New  York  County  sent  in  a minority  report. 

We  cannot  very  well  agree  with  the  minority  re- 
port. As  far  as  it  went  it  said  we  are  in  favor  of 
university  hospitals.  Kings  County  is  in  favor  of 
university  hospitals,  especially  when  they  are  for 
educational  purposes  and  for  research,  but  we  can- 
not contemplate  with  a great  deal  of  fervor  the 
establishment  of  a State  hospital  owned  and  con- 
trolled by  the  State  of  New  York  in  which  75  per  cent 
of  the  patients  will  be  private  patients  who  will  be 
charged  for  their  services — 75  per  cent.  That  is  not 
my  figure;  that  is  the  figure  Dr.  Moore,  the  dean 
and  president  of  the  Medical  School  Downstate  in 
Brooklyn,  quoted.  It  is  the  beginning  of  State 
medicine. 

Today  is  a day  when  we  are  standing  up  firmly. 
Let  us  not  fall  now.  Let  us  continue  to  feel  that  we 
have  a right  to  protect  our  way  of  practicing  medi- 
cine. 

Speaker  Williams:  Is  there  any  further  dis- 

cussion? 

Dr.  John  J.  Masterson,  Trustee:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I think  it  is 
only  fair  for  Dr.  Schussheim  to  state  the  number  of 
our  members  who  were  present  when  that  almost 
unanimous  decision  regarding  this  matter  was  taken. 
I think  there  were  40  there,  is  that  right,  Doctor? 

Dr.  Schussheim:  No,  sir,  22  voted  no. 

Dr.  John  J.  Masterson:  How  many  were 

there? 

Dr.  Schussheim:  Over  200. 

Dr.  John  J.  Masterson:  Dr.  Schussheim  men- 
tioned something  about  socialized  medicine.  Re- 
cently I was  talking  to  Dr.  Moore,  the  president  and 
dean  of  the  Downstate  Medical  School,  and  he  said  in 
reference  to  socialized  medicine  he  thought  that 
what  the  State  of  New  York  is  doing  now  at  the 
Roswell  Park  Hospital  in  Buffalo  is  more  conducive 
to  socialized  medicine  than  what  they  intend  to  do  in 
Brooklyn.  In  the  Roswell  Park  Hospital  they  in- 
form me  that  a patient  is  treated  there  regardless  of 
his  income  free  of  charge.  Now  we  all  know  that 
the  average  voluntary  hospital  has  not  the  means  to 
purchase  the  expensive  equipment  necessary  for  re- 
search work.  They  have  not  the  room,  and  they 
have  not  the  personnel  nor  can  they  afford  the  per- 
sonnel. 


I think,  myself,  our  opposition  to  this  movement 
is  a mistake.  I am  sorry  to  say  that  in  Brooklyn 
years  ago  we  had  four  newspapers;  we  have  not  a 
one  now.  We  had  about  a dozen  theatres;  we  have 
not  a one  now,  except  movie  houses.  We  had  a 
ball  team,  and  we  have  not  got  that. 

Speaker  Williams:  Keep  the  discussion  rele- 

vant, Doctor. 

Dr.  John  J.  Masterson:  I think  we  have  an 
opportunity  now  to  place  Brooklyn  on  the  map 
medically,  and  this  Downstate  Hospital  will  be  of 
great  benefit  to  the  people  of  Brooklyn  and  to  the 
doctors  of  Brooklyn  because  all  the  doctors  in 
Brooklyn  will  have  an  opportunity  to  send  their 
patients  there. 

Dr.  Peter  M.  Murray,  New  York:  Mr.  Speaker, 
this  discussion  is  not  in  regard  to  the  recommenda- 
tion of  the  reference  committee.  May  I ask  the 
chairman  of  the  reference  committee  to  reread  that 
part  of  his  report  which  relates  to  the  Syracuse  situa- 
tion. I did  not  get  that  quite  clear. 

Dr.  Douglas  : In  the  committee  discussion  it  was 
reported  that  the  medical  college  upstate  in 
Syracuse  has  a comparable  hospital  affiliated  with  it. 

Dr.  Murray:  Now,  Mr.  Chairman,  I believe 

that  puts  us  in  the  proper  perspective.  The  State 
of  New  York  is  operating  two  medical  centers,  one 
in  Syracuse  and  one  in  Brooklyn.  I don’t  believe 
that  we  have  received  any  such  representation 
against  the  clients  to  operate  the  hospital  in  Syra- 
cuse. I believe  the  Syracuse  area  is  wholeheartedly 
behind  our  medical  school  and  college  development, 
and  recognizes  it  as  a great  contribution  to  that 
part  of  the  State  in  developing  a great  medical 
center  for  teaching  and  research  and  for  the  benefit 
of  the  entire  profession  and  public  of  that  part  of  the 
State.  Our  hope  is  that  we  can  do  the  same  thing 
in  Brooklyn. 

Now,  Mr.  Chairman,  we  don’t  have  the  time  nor 
the  opportunity  to  refute  some  misstatements  that 
have  been  made.  The  figure  twenty-two  million  is 
a misstatement.  Whatever  figure  is  quoted  is  not 
simply  for  a hospital  but  it  is  for  a teaching  and  re- 
search hospital,  for  laboratories,  for  clinical  offices, 
for  dormitory  spaces,  parking  spaces,  and  all  the  rest 
that  goes  with  a great  medical  center.  I may  say 
that  that  great  medical  center  is  more  than  a third 
completed.  With  the  completion  of  our  fourteen 
million  dollar  basic  science  building,  a great  faculty 
has  been  assembled  on  the  basis  that  \ye  would  have 
a university  hospital,  and  we  are  ready  now  to  move 
into  the  Syracuse  area  and  into  the  Brooklyn  area  to 
give  to  the  people  of  New  York  the  kind  of  medical 
teaching  and  research  that  the  great  State  of  New 
York  is  entitled  to. 

It  is  unfortunate  that  you  pick  up  what  is  merely 
a byproduct  of  this  thing  and  make  it  the  principal 
issue;  that  is,  the  likelihood  that  you  are  going  to 
lose  a few  dollars  out  of  your  pocket.  The  purpose 
of  this  institution  is  to  develop  teaching  and  research 
programs  for  our  clinical  faculties  and  to  continue 
the  research  programs  of  our  preclinical  faculties. 
The  fact  that  there  will  be  private  beds  is  incidental 
because  you  cannot  teach  medicine  just  on  indigent 
people  and  cannot  conduct  a great  research  program 
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if  you  have  got  to  wait  until  some  poor,  indigent  fel- 
low comes  along  with  the  subject  that  you  are  study- 
ing, nor  would  it  be  fair  to  exclude  the  furnishing  of 
the  highest  skills  of  either  of  those  centers  to  people 
simply  because  they  are  able  to  pay.  I believe  if 
anything  tends  toward  socialized  medicine  it  is  your 
proposal  that  we  take  in  those  people  and  not  charge 
them. 

The  matter  of  income  is  incidental.  The  popula- 
tion of  this  hospital  will  be  on  the  basis  of  their  value 
for  teaching  and  research,  and  in  those  instances 
where  those  people  are  able  to  pay  of  course  you 
would  want  them  to  pay.  You  would  want  them  to 
pay  the  doctor  who  runs  the  service.  To  say  that 
any  monies  in  excess  of  the  amount  that  is  permitted 
the  faculty  members  to  earn  will  be  turned  back  to 
the  hospital  is  a misstatement  of  fact.  I say  that  as 
chairman  of  the  Committee  on  Medical  Education 
of  the  Board  of  Trustees  of  the  State  University  of 
New  York.  That  is  a misstatement  of  fact.  The 
experience  so  far  in  Brooklyn  is  that  the  full-time 
teachers  don’t  have  time  to  earn  the  money  which 
they  are  permitted  to  earn  in  excess  of  their  salary, 
and  it  is  the  considered  opinion  of  the  dean  that  if  a 
man  does  have  time  to  earn  the  amount  of  money 
he  is  permitted  to  earn  in  excess  of  his  salary  then  he 
is  not  doing  his  job  toward  his  students,  and  that 
man  will  be  called  on  the  carpet  to  explain  why  he 
has  so  much  time  to  earn  so  much  money. 

Now  I leave  it  to  you  gentlemen  as  to  whether  you 
are  going  to  draw  a line  of  distinction  between  Brook- 
lyn and  Syracuse.  I leave  it  to  you  whether  you 
are  going  to  protect  the  viewpoint  of  Kings  County 
Medical  Society.  I don’t  know  whether  the 
Onondaga  Medical  Society  has  gone  on  record  or  did 
not. 

Voices:  They  did. 

Dr.  Murray:  I am  informed  they  have  gone  on 
record.  I did  not  know  that.  Either  we  are  going 
to  build  two  great  medical  centers  in  New  York 
State  or  we  are  not.  You  may  succeed  in  throwing 
certain  road  blocks  up,  but  it  will  not  be  to  the 
credit  of  the  medical  profession  if  that  is  done. 
Now  with  the  great  researches  that  are  going  on — 
and  when  we  refer  to  heart  surgery  that  is  only  a 
type  because  all  discoveries  in  clinical  medicine  have 
not  yet  been  made — and  now  that  we  are  in  the 
atomic  era  wdth  nuclear  fission  discoveries  un- 
dreamed of  lying  in  the  future,  one  cannot  expect 
the  voluntary  hospital  or  other  hospitals  used  for 
teaching  purposes  to  furnish  those  expensive  devices, 
and  for  the  prosecution  of  teaching  and  a research 
program  in  line  with  and  in  competition  to  and  on 
the  level  with  the  leading  centers  of  this  country, 
and  nothing  less  than  that  will  suit  the  State  of  New 
York.  That  research  teaching  program  must  be 
conducted  under  the  control  of  the  Medical  School 
of  the  Downstate  Medical  Center  and  in  the  Syra- 
cuse Medical  Center.  The  taxpayers  of  New  York 
expect  better  treatment  of  a great  many  develop- 
ments which  they  have  indicated  their  favor  for  by 
the  overwhelming  approval  of  the  bond  issue,  and 
they  will  not  be  happy  at  all  except  they  will  blame 
the  medical  profession  for  trying  to  throw  road 


blocks  into  the  development  of  a great  teaching  and 
research  program  because  some  few  doctors  may 
think  they  are  losing  an  operation  which  they  think 
they  would  otherwise  get. 

Gentlemen,  when  the  blue  baby  operation  was  de- 
veloped by  Blalock  down  in  Hopkins  it  was  a mo- 
nopoly, but  as  soon  as  those  technics  were  developed 
they  were  given  free  to  the  profession.  The  other 
night  we  heard  Jere  Lord  offer  one  hundred  men  in 
the  metropolitan  area  fully  capable  of  doing  these 
operations  and  such  other  researches  as  will  grow 
out  of  the  development  of  the  great  centers  that  we 
intend  to  build  downstate  at  Brooklyn  and  upstate 
at  Syracuse.  The  benefits  of  those  things  will  flow 
out  into  the  general  community  and  the  entire 
profession  will  benefit  by  them. 

I hope  you  will  have  the  good  judgment  to  see 
what  you  do  if  you  approve  this  resolution  of  the 
Kings  County  Medical  Society  which  your  Council 
has  tabled  and  has  declined  to  handle. 

Dr.  Leo:  I would  like  a point  of  information. 
Does  the  rendering  of  a bill  lessen  the  feasibility  of 
converting  a hospital  into  a teaching  institution? 

Question  two,  since  when  is  the  anatomy  of  an 
indigent  person  or  patient  different  from  the 
anatomy  of  a patient  diseased? 

Speaker  Williams:  These  two  questions  are 

well  put.  Whom  do  you  want  the  Speaker  to  call 
on  to  answer  those,  Dr.  Leo?  You  made  the  re- 
quest. Maybe  you  could  answer  them. 

Dr.  Leo  : I would  like  the  last  speaker  to  answer 
them  if  he  can. 

Speaker  Williams:  I would  much  rather  you 
discussed  and  not  ask  questions. 

Dr.  d’Angelo:  Let  us  divide  these  two  portions 
separately.  One  is  a teaching  and  research  institu- 
tion. We  all  agree  to  it.  That  is  fine.  The  second 
is  the  State  having  private  beds,  to  charge  for  pri- 
vate patients  for  teaching  purposes.  Now  it  is  my 
opinion  that  the  great  advances  in  medicine  have 
come  mostly  from  those  hospitals  where  the  patients 
have  been  mostly  indigent,  and  I doubt  very  much 
whether  there  will  be  any  research  or  any  amount  of 
teaching  done  on  any  private  patient.  It  may  be 
so  in  medicine,  but  I doubt  very  much  it  will  be  so 
in  gynecology  or  surgery.  Let  us  look  at  the  record 
straight.  I don’t  see  any  objection  to  having  a 
large  medical  center  in  Brooklyn  for  teaching  and 
research  purposes.  The  bigger  the  better,  but  let 
it  be  separate  from  private  patients. 

Dr.  Philip  D.  Allen,  New  York:  Mr.  Speaker, 
many  of  you  may  have  wondered  about  our  action 
in  New  York  County.  In  New  York  County  we 
have  four  great  medical  schools,  and  we  have  a 
great  big  body  of  people  in  this  County  of  New 
York  who  are  minded  toward  teaching,  and  those 
were  the  things  that  entered  in  our  considerations  in 
the  actions  which  we  took. 

It  seems  to  me  that  this  Medical  Society  of  the 
State  of  New  York  would  make  a great  mistake  to 
go  on  record  as  against  medical  education.  I am 
not  impressed  by  this  business  of  using  private  pa- 
tients in  a teaching  program.  I think  every  hospi- 
tal, even  those  many  hospitals  not  connected  with 
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the  medical  schools  who  have  residency  training 
programs,  are  utilizing  private  and  semiprivate  pa- 
tients in  their  teaching  program.  I think  it  is  being 
done  everywhere. 

I would  move  you,  Mr.  Speaker,  that  a substitute 
resolution.  . . 

Speaker  Williams:  You  move? 

Dr.  Allen:  I move  that  a substitute  resolution 
be  made  to  the  effect  that  this  matter  be  left  to  the 
local  county  medical  society  and  the  medical  hos- 
pital or  medical  school  involved. 

Speaker  Williams:  Is  there  a second  to  this 

substitute  motion? 

Dr.  Brown:  I second  it. 

Dr.  Freedman:  Mr.  Speaker.  . . 

Speaker  Williams:  Dr.  Freedman,  of  New 

York  is  recognized  in  discussion  of  this  substitute 
motion. 

Dr.  Freedman:  We  have  just  completed  some 
action  upon  the  matter  of  the  hospital  practice  of 
medicine,  and  this  House  has  passed  the  recommen- 
dation of  the  reference  committee  that  counsel  be 
engaged  to  give  an  opinion — outside  counsel  be  en- 
gaged to  give  an  opinion — about  this  matter  be- 
cause it  apparently  is  felt  that  the  advice  given  to 
us  by  our  counsel  may  not  be  the  last  word.  There- 
fore, I think  this  substitute  resolution  might  be 
and  should  be  the  answer  at  this  particular  time  be- 
cause I call  to  your  attention  this  possibility:  if 

after  we  have  received  opinions  from  the  counsel 
there  are  two  possibilities.  One  may  be  that  the 
outside  counsel  will  agree  with  our  counsel,  which  in 
effect  would  mean  that  the  hospitals  have  a right 
to  practice  medicine.  That  is  what  it  would  mean. 
On  the  other  hand,  if  the  outside  counsel  disagrees 
with  our  counsel  the  question  would  then  have  to  be 
resolved  in  some  way  for  us  to  find  out  whether  the 
hospitals  have  a right  to  practice  medicine.  Now 
then,  in  either  event,  should  this  hospital  be  built 
would  it  not  then  be  subject  to  the  final  decision  in 
the  matter  of  hospitals  practicing  medicine  as  to 
what  is  the  legal  right?  If  it  has  the  legal  right, 
this  or  any  other  hospital,  to  practice  medicine,  the 
hospital  will  be  in  the  clear. 

Might  I remind  you  that  that  “whereas”  which 
spoke  of  the  State  not  having  the  legal  right  to 
build  a hospital  was  withdrawn  so  that  a hospital 
will  be  built  there,  the  State  has  a legal  right  to 
build  a hospital?  The  question  of  whether  they 
would  have  a right  to  practice  medicine  will  be  de- 
termined ultimately  not  only  for  that  hospital  but 
for  all  hospitals.  I believe  at  this  time  then  it 
would  be  unwise  for  the  entire  State  through  its 
representation  here  to  take  a stand,  and  I think  that 
the  substitute  motion  makes  sense,  that  this  be  left 
at  this  period  to  the  Kings  County  Medical  Society 
to  see  whether  or  not  they  can’t  work  out  any  solu- 
tion. Ultimately  the  thing  would  be  decided  by 
whatever  becomes  the  legal  opinion  of  whether  or 
not  hospitals  may  practice  medicine,  and  I think  the 
substitute  motion  should  be  passed.  It  is  the  wisest 
thing  that  can  be  done  at  this  time. 

Speaker  Williams:  Is  there  any  other  dis- 

cussion on  the  substitute  motion? 

Dr.  Schussheim:  Mr.  Speaker. . . 


Speaker  Williams:  Two  minutes.  You  have 

been  up  twice  before  on  this.  It  is  only  fair. 

Dr.  Schussheim:  I have  been  reminded  I have 
been  up  before  on  that  problem  but  not  on  the  sub- 
stitute motion. 

The  resolution  as  presented  by  Kings  County  is 
very  specific.  It  not  only  entails  a decision  by  the 
County  of  Kings  but  also  by  the  State  Medical 
Society. 

It  has  been  said  that  in  Syracuse  there  is  such  a 
hospital  already  or  in  the  planning  and  that  the 
costs  have  been  slightly  exaggerated.  I did  not  get 
the  figures  out  of  my  head.  It  was  in  the  Times 
newspaper  that  $23,000,000  would  be  allotted  to 
Brooklyn  and  $23,000,000  to  a new  hospital  in 
Syracuse,  not  the  one  that  is  now  being  used  by  the 
University. 

Speaker  Williams:  Dr.  Schussheim,  is  this  in 
discussion  of  Dr.  Allen’s  substitute  resolution? 

Dr.  Schussheim:  Inasmuch  as  it  refers  it  as  be- 
ing a local  condition,  I might  state  that  this  is  not  a 
local  problem,  but  a problem  for  the  entire  State 
of  New  York,  that  we  feel  that  this  is  the  begin- 
ning of  the  encroachment  on  the  private  practice  of 
medicine  by  the  State.  That  is  our  contention. 
We  feel  that  a research  and  educational  institution 
is  laudable,  and  we  applaud  it  and  we  will  work  for 
it  as  long  as  patients  are  not  charged  for  medical 
service. 

. . . There  were  calls  for  the  question . . . 

Speaker  Williams:  Question,  I hear  a call  for 
the  question.  The  question  is  invoked. 

Dr.  Murray:  May  I say  one  word? 

Speaker  Williams:  I guess  so.  I gave  it  to 

Dr.  Schussheim.  I will  give  you  half  a minute. 

Dr.  Murray:  I don’t  need  a whole  half  minute. 
Because  Dr.  Schussheim  gets  information  from 
newspapers,  I suggest  he  get  it  from  the  correct 
place. . I want  to  support  the  substitute  motion  be- 
cause you  will  be  doing  an  injustice  to  Syracuse  if 
this  body  goes  on  record  as  opposing  the  use  of 
private  patients  in  the  hospital  in  Brooklyn. 

Speaker  Williams:  The  substitute  motion,  I 

have  heard  a call  for  the  question.  I close  the  dis- 
cussion. Is  there  any  objection  to  the  ruling  of  the 
Chair  to  close  the  discussion?  Hearing  none,  Dr. 
Allen’s  substitute  motion  is  to  have  this  local  option 
with  the  local  county  society.  That  is  the  gist  of  it. 
Has  everybody  got  it  clear?  It  has  been  seconded. 
We  have  had  more  than  ample  discussion.  Are  you 
ready  for  the  question?  All  in  favor  of  the  substi- 
tute motion  say  “aye”;  those  opposed  “no.”  The 
Chair  is  in  doubt.  I will  ask  the  “ayes”  to  stand 
and  be  counted  by  the  usual  tellers  who  have  been 
duly  selected,  the  secretary  and  assistant  secretary. 
While  the  count  is  being  taken  I might  as  well  tell 
you  we  have  one  more  reference  committee  to  report, 
Dr.  Murray’s,  and  we  have  the  Azzari  resolutions. 
We  will  be  here  until  tomorrow  if  you  keep  fighting 
over  these  things.  Those  opposed  to  Dr.  Allen’s 
substitute  resolution  please  rise  and  be  counted. 
It  just  shows  that  a voice  vote  can  be  deceiving. 
It  depends  upon  who  hollers  loudest;  79  for  and  42 
against.  Dr.  Allen’s  substitute  motion  prevails, 
and  I think  that  takes  care  of  the  situation. 
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Section  196  {See  65) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VI:  Hospital  and  Professional 

Relations 

Dr.  Albert  H.  Douglas,  Queens:  Resolution 

58-34,  entitled  “Hospital  and  Professional  Rela- 
tions,” introduced  by  Dr.  Samuel  Leo,  of  the  Bronx 
County  Medical  Society:  This  resolution  calls  for 
reaffirmation  of  a section  of  the  Principles  of  Pro- 
fessional Conduct , and  your  committee  recommends 
its  approval.  I so  move. 

Speaker  Williams  : The  committee  recommends 
the  approval  of  this  resolution.  Do  I hear  a second? 

Dr.  Frank  LaGattuta,  Bronx:  I second  it. 

Speaker  Williams:  Is  there  any  discussion? 

Are  you  ready  for  the  question?  All  in  favor  say 
“aye”;  those  opposed  “no.”  This  resolution  is  ap- 
proved, and  the  recommendation  of  the  reference 
committee  stands  adopted. 

Section  197  {See  70,  99,  125 ) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VI:  A Plan  to  Promote  More 

Adequate  Intern  Education  and  to  Correct  the 
Shortage  of  Interns 

Dr.  Albert  H.  Douglas,  Queens:  Resolution 

58-39,  “A  Plan  to  Correct  the  Shortage  of  Interns,” 
introduced  by  the  Medical  Society  of  the  County  of 
Queens.  I would  like  to  call  your  attention  to  the 
fact  that  this  resolution  is  similar  to  one  approved  by 
the  House  earlier  today  in  the  report  of  Part  I under 
the  chairmanship  of  Dr.  Alvich.  It  is  also  similar 
to  one  approved  by  the  House  in  1957  but  disap- 
proved by  the  American  Medical  Association. 

Your  reference  committee  recommends  that  the 
title  be  changed  to  read,  “A  Plan  to  Promote  More 
Adequate  Intern  Education  and  to  Correct  the 
Shortage  of  Interns.”  Also,  it  is  recommended  that 
the  words  “and  other  officers”  be  added  after  the 
word  “secretaries”  in  the  last  resolved  so  that  the  re- 
solved will  read: 

Resolved,  that  copies  of  this  resolution  be  for- 
warded to  the  Secretaries  of  the  Army,  Navy,  and 

Air  Force  and  to  the  secretaries  and  other  officers 

of  the  national  specialty  boards. 

I move  the  adoption  of  this  resolution  as  amended. 

Dr.  Norton  S.  Brown,  New  York:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  this  resolution  as  amended  be  adopted. 
Is  there  any  discussion?  Is  there  any  question? 
Hearing  none,  all  in  favor  say  “aye”;  those  op- 
posed “no.”  This  resolution  stands  adopted  as 
amended. 

Section  198  {See  82) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VII:  Fees  for  Electrocardiogram 
Interpretation 

Dr.  Alfred  H.  Douglas,  Queens:  Resolution 

58-51,  entitled  “Fees  for  Electrocardiogram  In- 
terpretation,” introduced  by  the  First  District 
Branch,  Medical  Society  of  the  State  of  New  York: 


Your  reference  committee  believes  that  a single  fee 
should  be  charged  for  the  taking  and  interpretation 
of  an  electrocardiogram.  It  involves  Blue  Cross 
and  Blue  Shield  plans  and  cannot  be  settled  at  this 
time.  It  is  recommended  that  this  resolution  be  re- 
ferred to  the  Council  for  further  study  and  action. 

Speaker  Williams:  This  is  a recommendation 
of  the  reference  committee  to  refer  this  to  the  Coun- 
cil for  further  study.  Has  it  been  seconded? 

. . .There  were  several  seconds  from  the  floor.  . . 

Speaker  Williams  : Dr.  McCarthy  is  recognized. 

Dr.  Thomas  F.  McCarthy,  Bronx:  This  was  in- 
troduced to  the  First  District  Branch  by  New 
York  County  Medical  Society.  At  that  time  it  was 
discussed,  and  that  is  why  I feel  this  should  not  be 
referred  to  the  Council  even  in  the  form  that  it  is  be- 
cause if  you  read  the  whereases  and  the  resolveds 
they  don’t  seem  to  have  any  connection  with  each 
other.  I think  in  rewriting  this  that  was  lost  be- 
cause this  was  discussed  and  the  First  District 
Branch  requested  them  to  rewrite  this  in  order  to 
clarify. 

Speaker  Williams:  Requested  whom  to  re- 

write? 

Dr.  McCarthy:  The  introducers  at  the  First 

District  Branch  from  New  York  County.  If  I 
may  offer  a substitute  for  the  second  resolved  that 
that  would  then  be  referred  to  the  Council,  because 
I think  that  would  be  pertinent  to  the  whereases 
in  this. 

Speaker  Williams:  You  wish  to  amend  the 

resolution  that  is  going  to  be  referred  to  the  Coun- 
cil as  recommended  without  a reference  committee? 

Dr.  McCarthy:  Yes. 

Speaker  Williams:  Do  you  make  that  as  an 

amendment? 

Dr.  McCarthy:  Yes. 

Speaker  Williams:  Is  it  seconded? 

Secretary  Anderton:  He  has  to  read  it  first. 

. . . There  were  several  seconds . . . 

Speaker  Williams:  You  evidently  have  got 

somebody  in  the  House  that  knows  this. 

Dr.  McCarthy:  No,  No. 

Speaker  Williams:  Then  read  your  amendment 
certainly. 

Dr.  McCarthy:  This  is  an  amendment  to  the 
second  resolved.  If  you  will  look  at  the  second  re- 
solved in  effect  that  the  interpretation  of  an  electro- 
cardiogram is  not  a valid  cardiologic  consultation,  I 
would  substitute  for  that  because  I think  it  is  per- 
tinent to  the  whereases.  I think  that  this  would 
clarify  what  they  intended  to  bring  into  this  resolu- 
tion: That  the  House  of  Delegates  (a)  disapproves 
the  practice  of  hospitals  collecting  and  retaining  fees 
for  the  interpretation  of  electrocardiograms  by 
physicians,  this  is  a medical  service;  (6)  the  House 
of  Delegates  disapproves  the  requirement  of  the 
compulsory  interpretation  of  electrocardiograms  for 
a fee  by  a particular  physician  without  the  request 
of  the  patient  or  his  physician;  (c)  that  the  House 
of  Delegates  approves  the  payment  of  a fee  to  a 
physician  for  the  interpretation  of  an  electrocardio- 
gram when  requested  by  the  patient  or  his  physi- 
cian. 

Speaker  Williams:  You  offer  these  as  amend- 
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ments  to  the  whereas,  but  you  do  not  change  the 
recommendation  of  the  reference  committee  that 
this  be  referred  to  the  Council? 

Dr.  McCarthy:  That  is  right. 

Speaker  W illi ams  : N ow  the  boys  who  seconded 
it  without  hearing  it  do  they  second  it  now  that  they 
have  heard  it? 

Dr.  Herbert  S.  Ogden,  New  York:  I second  it. 

Speaker  Williams:  Discussion  on  the  amend- 

ment by  Dr.  McCarthy,  is  there  any  more  discus- 
sion? All  in  favor  of  this  amendment  say  “aye”; 
those  opposed  “no.”  The  amendment  is  adopted. 

Now  the  recommendation  of  the  reference  com- 
mittee that  this  be  referred  to  the  Council  as 
amended,  all  in  favor  say — just  a moment.  The 
Chair  recognizes  Dr.  Ogden. 

Dr.  Ogden:  Mr.  Chairman,  I was  the  original 
introducer  of  this  resolution  in  New  York  County. 
It  has  been  changed  somewhat  but  not  in  substance 
from  the  original  way  it  was  introduced.  I think 
the  additions  Dr.  McCarthy  made  are  very  valuable, 
and  should  be  taken  into  consideration. 

Speaker  Williams:  They  have  been  approved, 
sir. 

Dr.  Ogden:  I would  like  to  speak  against  re- 

ferring this  to  the  Council,  and  in  favor  of  having  it 
considered  here  tonight  because  this  practice  is  al- 
ready in  existence.  This  is  not  something  that  we 
can  put  off  for  a period  of  a year  and  hear  some- 
thing from  the  Council  about  it  next  year  or  have  it 
read  in  their  report  next  year.  This  is  something 
that  is  going  on  at  the  present  time.  From  the  ac- 
claim that  Dr.  McCarthy’s  amendment  received 
and  from  the  reference  committee  itself,  I believe 
that  the  House  is  in  sympathy  with  this  particular 
resolution.  I would  like  to  offer  a substitute  resolu- 
tion to  the  recommendation  of  the  reference  com- 
mittee that  this  be  considered  at  this  session  of  the 
House  of  Delegates  instead  of  referring  it  to  the 
Council. 

Dr.  Brown  : I second  it. 

Speaker  Williams:  The  substitute  resolution 

that  we  consider  it  here  and  now  and  not  refer  to 
Council  has  been  moved  by  Dr.  Ogden,  and  it  has 
been  seconded.  Is  there  any  discussion? 

Dr.  Douglas:  I would  like  to  discuss  that,  Mr. 
Speaker. 

Speaker  Williams:  Let  us  hear  from  the  chair- 
man of  the  reference  committee. 

Dr.  Douglas:  Your  reference  committee  dis- 

cussed this  in  detail,  and  there  are  a variety 
of  methods  of  payment  for  electrocardiography 
throughout  the  State.  In  certain  portions  of  the 
State  this  service  is  accepted  by  Blue  Shield; 
in  other  parts  of  the  State  it  is  accepted  by  Blue 
Cross.  In  certain  instances  the  hospital  collects 
the  fee;  in  other  instances  the  physician  collects  the 
fee.  Finally,  part  of  the  fee  may  go  to  the  hospital 
and  part  to  a physician.  Under  the  circumstances, 
it  seemed  that  we  could  not  resolve  the  issue  at  this 
time.  The  issue  is  really  subordinate  to  the  broader 
issue  of  the  hospital  practice  of  medicine,  and  it  was 
with  that  in  mind  that  we  made  the  recommenda- 
tion that  this  resolution  be  referred  to  the  Council 


for  further  study  and  action. 

Speaker  Williams:  Dr.  Ogden’s  substitute 

resolution  that  we  settle  this  here  and  now  is  before 
you.  Is  there  any  other  discussion? 

I hear  a call  for  the  question.  You  are  voting 
on  whether  or  not  we  should  discuss  this  and  finally 
dispose  of  it  here  and  now  or  refer  it  to  the  Council 
as  recommended.  Dr.  Ogden’s  resolution  is  before 
you,  and  you  are  ready  for  the  question.  All  in 
favor  of  Dr.  Ogden’s  resolution  say  “aye”;  those 
opposed  “no.”  Dr.  Ogden’s  resolution  is  defeated. 

You  have  now  before  you  the  recommendation  of 
the  reference  committee  that  this  resolution  as 
amended  by  Dr.  McCarthy  be  referred  to  the  Coun- 
cil. Do  I hear  anj''  further  discussion?  I hear  a 
call  for  the  question.  All  in  favor  of  the  recom- 
mendation of  the  reference  committee  as  amended 
say  “aye”;  opposed  “no.”  The  recommendation 
of  the  reference  committee  as  amended  stands 
adopted. 

Section  199  (See  128 ) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  VI:  Rotating  Internships  in 

Community  and  Municipal  Hospitals 

Dr.  Alfred  H.  Douglas,  Queens:  Resolution 

58-64,  entitled  “Rotating  Internships  in  Community 
and  Municipal  Hospitals,”  introduced  by  Dr.  Cyril 
M.  Levin,  Medical  Society  of  the  County  of  Rich- 
mond. Your  committee  recommends  the  addition 
of  the  words  “two-year”  before  the  word  “rotating” 
in  the  third  whereas,  and  the  addition  of  “a  reason- 
able percentage”  before  the  word  “graduates”  in  the 
first  resolved,  so  that  the  resolution  would  read  as 
follows: 

Whereas,  the  medical  staffs  of  said  hospitals 
are  adequately  qualified  to  supervise  a two-year 
rotating  intern  program; 

and  the  first  resolved: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  that  the  medical  schools  adopt 
the  policy  of  encouraging  a reasonable  percentage 
of  graduates  to  seek  rotating  internships  in  ac- 
credited community  and  municipal  hospitals. 

I move  that  this  resolution  be  approved  as 
amended. 

Dr.  Louis  Berger,  Kings:  I second  it. 

Speaker  Williams:  It  has  been  moved  and 

seconded  that  the  resolution  as  amended  be  ap- 
proved. Is  there  any  discussion?  If  not,  all  in 
favor  say  “aye”;  those  opposed  “no.”  This  resolu- 
tion as  amended  stands  adopted. 

Dr.  Douglas:  In  concluding,  I would  like  to 

express  my  thanks  to  the  members  of  the  com- 
mittee for  their  patience,  faithful  attendance,  and 
cooperation  in  the  preparation  of  this  report,  Dr. 
Louis  Berger,  Dr.  William  T.  Boland,  Dr.  Frank 
LaGattuta,  and  Dr.  James  A.  Moore.  (Applause) 
Speaker  Williams:  The  committee  report  as  a 
whole  is  before  you,  as  amended,  and  approved,  and 
addended.  All  in  favor  say  “aye”;  those  opposed 
1 ‘no. ' ’ The  report  as  a whole  as  amended  is  adopted. 
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Thank  you  very  much,  Dr.  Douglas,  and  all  of 
your  committee. 

Section  200 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Legislation , Cults,  Pro- 

posed Licensure  of  Medical  Technicians 

Vice-Speaker  Lane:  We  will  now  hear  from  the 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  Cults,  Proposed  Licensure  of 
Medical  Technicians,  of  which  Dr.  Peter  M.  Murray, 
of  New  York,  is  chairman. 

Dr.  Peter  M.  Murray,  New  York:  The  report 
of  this  committee  as  submitted  in  the  New  York 
State  Journal  of  Medicine  of  April  1 and  sup- 
plementary reports  submitted  during  this  session 
were  considered.  Three  additional  resolutions  in- 
troduced at  yesterday’s  session  were  referred  to  this 
committee. 

Section  201  {See  71) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Creation  of  Commission  to 

Study  Autopsy  Law 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
58-40,  subject,  “Creation  of  Commission  to  Study 
Autopsy  Law,”  introduced  by  the  Medical  Society 
of  the  County  of  Queens: 

Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  memo- 
rialize the  Legislature  of  the  State  of  New  York  to 
create  a commission  with  representation  from  all 
interested  parties,  including  the  Legislature,  the 
Bar  Association,  and  the  Medical  Society  of  the 
State  of  New  York,  for  the  purpose  of  reviewing 
existing  laws  and  regulations  governing  the  dead 
human  body  and  the  autopsy,  to  study  the  social 
and  medicolegal  aspects  of  the  problem,  and  to 
submit  a report  with  recommendations  for  the 
legislation  needed  to  establish  basic  definitions, 
clarify  the  present  ambiguities,  and  codify  and 
promote  a sound  legal  procedure  for  the  regulation 
of  death  certification  and  the  autopsy. 

A second  resolved  was  added  after  the  resolution 
was  introduced: 

Resolved,  that  this  House  of  Delegates  urge  the 
Council  to  actively  pursue  this  objective  by  pro- 
moting, at  an  early  date,  an  educational  cam- 
paign among  members  and  leaders  of  the  Legisla- 
ture and  the  Honorable  Governor  Harriman  to  ob- 
tain the  necessary  legislation  for  the  creation  of  a 
bipartisan  nonpolitical  commission,  to  seek  out 
opinions  from  all  interested  sources  and  to  make  a 
scientific  study  of  the  legal  aspects  of  death  certi- 
fication and  the  law  of  the  dead  human  bodjr  and 
submit  a report  and  recommendations  for  legis- 
lative and  executive  action. 

The  action  of  the  committee  was  to  approve  the 
resolution.  I move  adoption  of  this  part  of  the  re- 
port, Mr.  Speaker. 

Dr.  Eugene  F.  Galvin,  Ulster:  I second  it. 


Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  part  of  the  report  be  approved. 
Is  there  any  discussion?  Those  in  favor  say  “aye”; 
any  opposed  “no.”  It  is  so  ordered. 

Section  202  { See  78) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Confidential  Physician- 

Patient  Relationship 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
58-47,  subject,  “Confidential  Physician-Patient 
Relationship,”  introduced  by  the  Medical  Society 
of  the  County  of  Oneida;  I shall  read  one  or  two  of 
the  whereases  to  give  the  proper  frame  of  reference: 

Whereas,  there  was  introduced  in  the  Legis- 
lature of  the  State  of  New  York  during  the  1958 
session  simultaneously  in  the  Assembly  (Intro. 
3282)  and  in  the  Senate  (Intro.  2988)  an  Act  to 
amend  the  Civil  Practice  Act,  in  relation  to  privi- 
lege between  patient  and  physicians,  which  would 
abolish  the  time-honored  confidential  relation- 
ship between  physician  and  patient  by  excepting 
from  the  protection  of  Section  352  the  report  of 
injuries  of  a litigant  seeking  damages  based 
upon  a claim  for  personal  injuries  and  as  to 
those  injuries  the  privilege  shall  be  deemed  to  be 
waived;  and 

Whereas,  the  bill  was  passed  in  the  Senate  but 
narrowly  defeated  in  the  Assembly  Committee; 
and 

Whereas,  it  is  anticipated  that  the  same  bill  in 
somewhat  altered  form  will  be  presented  to  the 
next  session  of  the  Legislature  and  may  well  be 
passed;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  through  this  House  of  Delegates  in- 
struct its  Legislation  Committee  and  its  legislation 
counsel  to  watch  for  this  bill  when  it  reappears 
and  to  actively  oppose  its  passage  with  all  the 
means  at  its  command;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  distribute  all  pertinent  information 
concerning  this  bill  to  all  county  societies  with  a 
request  to  take  all  local  measures  available  to  each 
county  in  order  to  oppose  and  defeat  this  bill  if  it 
should  reappear  in  the  Legislature. 

The  action  of  the  committee  was  approval  of  this 
resolution,  and,  Mr.  Speaker,  I move  the  adoption  of 
this  portion  of  the  report. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 
Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  ap- 
proved. Is  there  any  discussion?  If  not,  those  in 
favor,  say  “aye”;  opposed  “no.”  It  is  so  ordered. 

Section  203  {See  85) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  New  York  State  Lien  Law 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
58-54,  subject,  “New  York  State  Lien  Law,”  in- 
troduced by  the  Medical  Society  of  the  County  of 
New  York. 
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The  action  of  the  committee  was  approval,  and, 
Mr.  Speaker,  I move  adoption  of  this  part  of  the  re- 
port. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  this  portion  of  the  report  be  ap- 
proved. Is  there  discussion?  If  not,  those  in 
favor  say  “aye”;  those  opposed  “no.”  It  is  so 
ordered. 

Section  20 J (See  18) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IX:  Reports  of  Legislation 

Committee  and  Committee  on  Cults 

Dr.  Peter  M.  Murray,  New  York:  Mr.  Speaker, 
the  remainder  of  our  report  is  rather  voluminous, 
and  the  hour  is  late,  but  we  do  want  to  call  your  at- 
tention to  some  of  the  high  points  as  reported  in  the 
April  1 issue  of  the  State  Journal  and  the  supple- 
mentary report  and  make  some  remarks  about  the 
activities  of  the  committee  under  the  splendid  leader- 
ship of  Dr.  Henry  I.  Fineberg. 

Your  attention  is  called  to  two  important  actions 
taken  by  the  Committee  on  Legislation  by  direction 
of  the  House  of  Delegates:  (1)  In  accordance  with 
the  recommendation  of  the  House  of  Delegates,  the 
membership  of  the  Council  Committee  on  Legisla- 
tion during  the  past  year  was  increased  to  18,  in  order 
that  all  areas  of  the  State  might  be  fully  represented. 
One  adviser  from  the  State  Education  Department 
and  another  from  the  State  Department  of  Health 
were  retained. 

(2)  During  the  month  of  August,  negotiations 
were  conducted  with  an  outstanding  law  firm  in 
Albany,  the  purpose  of  which  was  to  consider  the  re- 
placement of  the  counsel  to  the  executive  officer  in 
an  attempt  to  obtain  better  results  in  our  legisla- 
tive campaign.  Drs.  Greenough  and  Gibson  and 
the  chairman  of  the  Committee  on  Legislation  met 
with  representatives  of  the  firm  of  DeGraff,  Foy, 
Conway  and  Holt-Harris.  We  were  informed 
that  these  people  have  an  excellent  background  in 
legal  and  legislative  affairs.  Mr.  DeGraff  is  a vice- 
president  of  the  State  Bar  Association,  president  of 
the  State  Board  of  Law  Examiners,  and  a member 
of  the  State  Tenure  Commission  (appointed  to  the 
latter  position  by  the  State  Commissioner  of  Edu- 
cation). Mr.  Foy  was  an  assemblyman  for  many 
years.  The  firm  has  the  endorsement  of  many 
legislators  and  prominent  members  of  the  Bar. 
It  is  the  legislative  counsel  for  the  State  Civil 
Service  Employees  Association,  the  New  York 
State  Association  of  Highway  Engineers,  the  Sav- 
ings Bank  Association  of  the  State  of  New  York, 
Insurance  Federation  of  New  York,  Inc.  Its  legal 
clients  include  the  New  York  State  Publishers  As- 
sociation, the  International  Harvester  Company, 
the  Atlantic  Refinery  Company,  the  Fruehauf 
Trailer  Company,  the  Standard  Accident  Insurance 
Company,  S.  S.  Kresge  Company,  the  Albany 
County  Medical  Society,  etc.  On  September  12, 
1957,  the  Council  and  the  Board  of  Trustees  voted 
to  approve  the  employment  of  this  firm  for  a period 
of  one  year,  starting  October  1,  1957. 


Last  June  the  Council  referred  to  its  Committee 
on  Legislation  eight  items.  These  and  other 
items  were  considered  at  the  first  meeting  of  the 
committee  on  September  12.  Close  and  continuous 
attention  was  paid  to  all  of  these  items. 

A meeting  with  representatives  of  the  Workmen’s 
Compensation  Board  was  held  October  14. 

An  annual  tour  by  the  executive  officers  and  the 
chairman  of  the  Committee  on  Legislation  was  com- 
pleted on  December  5.  Meetings  were  held  in 
eight  cities  with  county  medical  society  legislation 
chairmen  and  others,  Schenectady,  Kingston,  White 
Plains,  Ithaca,  Cortland,  Ogdensburg,  New  York 
City,  and  Buffalo. 

On  January  7 the  committee  again  thoroughly 
discussed  and  finally  crystallized  our  legislation 
program. 

(Dr.  Murray  then  detailed  the  recommendations  of 
the  House  of  Delegates  and  I or  the  Council  and  mat- 
ters referred  for  evaluation,  as  published  on  page  1121 
and  following  pages  of  the  Annual  Reports.) 

Dr.  Murray:  This  report  was  submitted 

January  28 — the  Legislature  sessions  just  getting 
under  way. 

The  Committee  on  Cults  has  shown  sustained,  in- 
telligent, and  effective  activity  in  a campaign  to 
combat  cults.  The  committee  has  met  on  several 
occasions  and  addressed  itself  principally  to  the 
perennial  problem  of  the  threat  of  chiropractic 
licensure.  This  matter  was  also  one  of  the  main 
topics  brought  to  the  foreground  during  the  tour  of 
the  Legislation  Committee  throughout  the  State. 

The  well-organized  campaign  was  vigorously 
pushed.  A well-thought-out  plan  of  objectives  and 
a timetable  of  events  was  systematically  followed. 

Also  included  was  the  coordination  of  the  efforts 
of  the  Legislation  Committee,  the  Public  and  Pro- 
fessional Relations  Bureau,  and  the  Woman’s 
Auxiliary. 

The  chairman  attended  a meeting  of  the  Council 
of  Legislation  of  the  Dental  Society  of  the  State  of 
New  York  on  January  21.  Many  important  legisla- 
tors were  present. 

The  president  of  the  Dental  Association  has  in- 
formed us  that  his  organization  will  support  our 
stand  against  chiropractors  and  that  they  will  do 
everything  in  their  power  to  help  us. 

(Dr.  Murray  then  detailed  the  bills  sponsored  by  the 
Medical  Society  which  were  introduced,  the  bills  in- 
troduced at  the  request  of  others,  and  the  Rills  actively 
opposed  by  us.) 

Section  205  (See  19) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IX:  Supplementary  Report  of 

the  Committee  to  Combat  Cults 

Dr.  Peter  M.  Murray,  New  York:  As  to  the 
supplementary  report  of  the  Committee  to  Combat 
Cults,  the  “Plan  of  Action”  of  the  Committee  to 
Combat  Cults,  as  adopted  by  the  Council,  was' fol- 
lowed up  to  the  point  where  we  no  longer  thought  it 
was  necessary.  We  continued  our  strong  fight 
against  cultism. 

The  chiropractors  sponsored  the  introduction  of 
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the  following  bills:  (1)  Licensure  bill  and  (2)  jury 

exemption  bill.  Both  of  these  bills  were  vigorously 
opposed  by  us.  They  were  not  reported  out  of  com- 
mittee and  consequently  “died.” 

Section  206  ( See  20) 

Report  of  Reference  Committee  on  Report  of 
Council , Part  IX:  Supplementary  Report  of 

the  Ad  Hoc  Committee  to  Consult  with  Inter- 
departmental Health  Resources  Board  Re- 
garding Proposed  Licensure  of  Medical  Tech- 
nicians 

Dr.  Peter  M.  Murray,  New  York:  As  to  the 
supplementary  report  of  the  Ad  Hoc  Committee  to 
Consult  with  Interdepartmental  Health  Resources 
Board  regarding  proposed  licensure  of  medical  tech- 
nicians, Dr.  I.  Jay  Brightman,  executive  director  of 
the  Interdepartmental  Health  Resources  Board, 
and  Dr.  Frank  D.  Carroll,  representing  the  ophthal- 
mologists, conducted  a survey.  (Dr.  Murray  then 
detailed  the  report  as  given  in  supplementary  report 
58-M.) 

Dr.  Murray:  Mr.  Speaker,  I move  the  adoption 
of  the  report  as  a whole. 

Vice-Speaker  Lane:  Is  there  a second  to  that? 

Dr.  Gerald  D.  Dorman,  Councillor:  I second  it. 

Vice-Speaker  Lane:  It  has  been  moved  and 

seconded  that  the  report  be  approved  as  a whole. 
Is  there  discussion?  If  not,  those  in  favor  say 
“aye”;  opposed  “no.”  It  is  carried. 

Dr.  Murray:  I wish  to  thank  my  very  efficient 
committee,  Robert  S.  Cleaver,  Eugene  F.  Galvin, 
William  J.  Michaels,  Jr.,  and  Irving  J.  Sands.  (Ap- 
plause) 

Vice-Speaker  Lane:  The  Chair  wishes  to  com- 
mend Dr.  Murray  not  only  for  the  work  of  his  com- 
mittee but  for  his  condensation  including  the  high 
points  of  a very  difficult  report. 

Section  207 

Discussion  Re  Adjournment 

Dr.  Louis  H.  Bauer,  Ex-President:  The  next 

item  is  altogether  too  important  an  affair  for  us  to 
discuss  at  this  time  of  the  night  when  everybody  is 
tired  out,  half  asleep,  and  at  least  25  per  cent  of  the 
members  of  the  House  have  already  left. 

I move  we  adjourn  until  tomorrow  morning. 

. . . The  motion  was  seconded  by  several . . . 

Speaker  Williams:  Dr.  Bauer,  I don’t  have  to 
tell  you,  you  having  been  Speaker  here  a lot  longer 
than  I have,  that  tomorrow  morning  by  mandate 
of  the  Bylaws  the  first  order  of  business  is  elections. 

Dr.  Bauer:  Of  that  I am  well  aware. 

Speaker  Williams:  During  the  election  the 

House  will  be  half  empty  because  tellers  will  be 
out,  and  if  we  entertain  this  resolution  tomorrow 
morning  I definitely  as  Speaker  of  the  House  will  be 
greeted  with  the  idea  that  you  read  this  with  only 
half  of  the  House  present.  Let  us  ask  the  House 
would  you  rather  sit  here  for  another  fifteen  or 
twenty  minutes  or  half  hour  and  hear  this.  It  has 
to  be  the  first  reading.  This  resolution  is  divided 
into  two  parts,  one  part  is  to  take  the  phases  of  the 


Edlund  recommendations,  Edlund  suggestions,  or 
whatever  you  call  that  thing  that  he  gave  us,  that 
can  be  mandated  by  the  Council  without  changing 
Bylaws,  and  if  the  Council  in  their  good  judgment 
think  they  can  go  ahead  and  do  it  between  now  and 
next  year,  they  can  act.  On  the  other  hand  Dr. 
Azzari  has  here  to  read  for  you  what  the  counsel  and 
his  assistants  have  prepared  as  a first  reading  of 
amendments  to  the  Bylaws  which  may  or  may  not 
be  enacted  at  the  second  reading  next  year.  In  that 
way  we  hope  to  circumvent  a delay  of  a full  year. 
Isn’t  that  the  presentation  of  the  facts,  Dr.  Azzari? 

Dr.  Renato  J.  Azzari,  Trustee:  I think,  Mr. 

Speaker,  that  the  first  resolution  will  not  take  very 
long  if  we  can  consider  the  published  report  as  hav- 
ing been  distributed  and  lain  over  for  one  year. 

Speaker  Williams:  I have  not  asked  you  to 

begin  your  report.  We  are  just  considering  Dr. 
Bauer’s  suggestion  to  recess  until  tomorrow  morn- 
ing. I want  to  ask  the  House  would  you  rather  hear 
this  now  that  I have  outlined  to  you  as  to  what  you 
are  expected  to  receive  or  would  you  rather  have 
this  read  to  you  tomorrow  while  half  of  you  are  out 
there  counting  ballots? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 

Speaker.  . . 

Speaker  Williams:  Dr.  Wolff  is  recognized. 

Dr.  Wolff:  Before  you  ask  the  House  whether 
they  want  to  entertain  this  now  or  tomorrow,  I 
would  like  to  remind  you  that  tomorrow  the  intro- 
duction of  a resolution  will  require  unanimous  con- 
sent. It  is  conceivable  the  apple  cart  could  be  up- 
set very  easily. 

Dr.  Bauer:  The  resolution  has  already  been  in- 
troduced. 

Dr.  W olff  : It  has  been  distributed  to  the  House. 

Speaker  Williams:  But  not  Dr.  Azzari’s  resolu- 
tion; the  Survey  Report  was  referred  to  Dr. 
Babbage’s  Reference  Committee  on  Planning. 

Dr.  Bauer:  I am  simply  trying  to  see  that  this 
report  receives  intelligent  consideration.  I don’t 
think  it  makes  much  difference  whether  you  have 
half  the  House  present  wide  awake  or  two  thirds 
tonight  when  half  of  them  are  asleep.  (Laughter) 

Speaker  Williams:  Dr.  Ogden  is  recognized. 

Dr.  Herbert  S.  Ogden,  New  York:  Mr. 

Speaker  . . . 

Dr.  Bauer:  A point  of  order,  Mr.  Speaker.  A 
motion  to  adjourn  is  always  in  order,  and  3^ou  dis- 
regarded it. 

Speaker  Williams:  I bow  to  the  master 

parliamentarian,  who  taught  me  all  I know  about 
it.  A motion  to  adjourn  is  always  in  order.  Has 
the  motion  to  adjourn  been  seconded? 

Voices:  Yes. 

Speaker  Williams:  The  discussion  is  on  the 

motion  to  adjourn.  Dr.  Ogden  is  recognized. 

Dr.  Ogden:  I arise  to  point  out  that  the  motion 
to  adjourn  is  not  debatable. 

Speaker  Williams:  A motion  to  adjourn  is  not, 
but  this  is  not  a motion  to  adjourn.  This  is  a mo- 
tion to  recess  to  tomorrow  morning.  We  are  not 
closing  the  House  of  Delegates.  We  are  not  going 
to  close  the  House  of  Delegates.  We  are  going  to 
hear  it  tonight  or  tomorrow. 
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Dr.  Ogden:  Point  of  order,  if  the  motion  to 

adjourn  is  to  be  considered,  I would  request  the 
Chair  to  do  this  by  a show  of  hands  rather  than  an 
approximation  because  I believe  there  is  a way  out 
of  this  dilemma  which  if  I had  the  indulgence  of  the 
House  I would  be  able  to  suggest.  I understand  I 
don’t  have  the  indulgence  of  the  House.  If  I did  I 
could  suggest  that  we  would  attend  to  one  of  them 
tonight  and  one  tomorrow.  We  could  introduce  the 
one  tonight  and  then  we  could  recess  action  on  that 
until  tomorrow. 

Speaker  Williams:  I am  sorry,  Dr.  Ogden. 

They  have  called  to  my  attention  that  a motion  to 
adjourn  is  always  in  order,  and  I think  your  discus- 
sion is  not  pertinent  to  adjourning. 

Dr.  Ogden:  Did  not. . . 

Dr.  Bauer:  I withdraw  the  motion  if  that  will 
help  you  any. 

Speaker  Williams:  That  won’t  help  us  a bit. 

Dr.  James  Greenough,  Trustee : Yes,  it  would; 
sure  it  would. 

Speaker  Williams:  Did  the  seconder  withdraw? 

Voices:  No. 

Speaker  Williams:  Let  us  not  quibble.  Who 
wants  to  stay,  raise  their  right  hand.  The  Chair  is 
in  doubt.  I call  upon  the  tellers,  our  good  friends, 
Dr.  Anderton  and  Dr.  Wolff,  to  take  the  count.  All 
those  in  favor  of  staying  and  hearing  this  tonight 
rise  and  be  counted;  those  opposed  who  want  to 
adjourn  will  arise  and  be  counted;  82  recorded  for 
staying  and  hearing  this.  The  Chair  is  no  longer  in 
doubt  as  to  the  count.  We  are  going  to  stay  here 
for  another  few  minutes  and  hear  this,  and  then  to- 
morrow morning  all  we  will  have  to  do  is  elect  other 
officers. 

Dr.  Abraham  W.  Freireich,  Nassau:  Do  we 

have  a quorum? 

Speaker  Williams:  Certainly  we  do.  A 

quorum  is  100.  If  you  don’t  think  there  are  a 
hundred  in  the  House,  I have  got  82  men  for  and  40 
against  the  last  motion  by  actual  count. 

Dr.  Freireich:  I take  your  count. 

Speaker  Williams:  I counted  120  men  who 

were  awake  enough  to  vote. 

Gentlemen,  the  Survey  Report  was  ordered  by  the 
Council,  and  was  introduced,  and  was  referred  to 
Dr.  Babbage’s  committee.  Dr.  Babbage  reported 
and  said  it  was  so  comprehensive  and  so  complete 
that  it  would  require  a long  time  of  study  and  would 
be  referred  to  you  purely  for  the  information  of  the 
delegates.  Every  delegate  has  had  it.  It  carries 
with  it  certain  recommendations  for  alteration  of  our 
structure  and  organization.  Certain  of  these  altera- 
tions can  be  carried  out  by  the  Council  under  the 
present  Bylaws.  There  are  certain  other  regula- 
tions that  may  need  changing  of  the  Bylaws — many 
of  them.  To  facilitate  and  not  waste  one  year,  Dr. 
Azzari  is  here  to  bring  us  a report  as  to  a first  reading 
of  what  changes  of  the  Bylaws  might  or  might  not 
be  done  next  year  by  Dr.  Aaron’s  committee  in  the 
fight  of  what  the  Council  thinks  of  the  Survey  sug- 
gestions are  worth  while  and  shall  be  instituted. 
Give  your  attention  to  Dr.  Azzari ’s  report.  Dr. 
Azzari! 


Section  208  Resolution  58-65 

Proposed  Amendments  to  Constitution  and 
Bylaws 

Dr.  Renato  J.  Azzari,  Trustee:  Mr.  Speaker 
and  members  of  the  House,  I should  like  to  preface 
the  introduction  of  the  resolution  by  saying  a word 
about  how  this  came  about. 

At  the  direction  of  the  Council,  at  a special  meet- 
ing on  May  11,  a committee  was  appointed  consist- 
ing of  Drs.  Aaron,  Greenough,  McClintock,  Hol- 
comb, and  myself,  to  prepare  with  the  aid  of  counsel 
and  to  present  to  the  House  a resolution  providing 
for  the  amendment  of  those  sections  of  the  Consti- 
tution and  Bylaws  as  are  necessary  to  implement  the 
1958  Survey  Report.  This  procedure  does  not 
imply  approval  or  disapproval  of  any  amendment 
proposed: 

Whereas,  a survey  of  the  Medical  Society  of 
the  State  of  New  York  has  been  made  and  dis- 
tributed to  all  the  delegates;  and 

Whereas,  implementation  of  this  survey  would 
require  certain  changes  in  the  Constitution,  By- 
laws, and  Principles  of  Professional  Conduct  of 
this  Society;  and 

Whereas,  the  Council  has  directed,  in  ac- 
cordance with  Article  XIII  of  the  Constitution 
and  Chapter  XVII  of  the  Bylaws,  that  the  follow- 
ing amendments  be  introduced;  now  therefore  be 
it  hereby 

Resolved,  that  the  following  amendments  are 
hereby  introduced  in  the  1958  House  of  Dele- 
gates: 

A.  Constitution 

(1)  Amend  Article  I,  second  sentence  to  add, 
following  the  words  “New  York”  the  phrase: 
“and  to  serve  and  strengthen  the  work  of  the  com- 
ponent county  societies”  and  following  the  word 
“public  health”  on  fine  8 of  the  second  sentence, 
add  the  phrase:  “and  to  consider  ways  in  which 
better  medical  care  can  be  provided  to  all  seg- 
ments of  the  population  of  the  State  with  least 
financial  burden  on  the  individual.” 

(2)  Amend  Article  III  to  substitute  words 
“Board  of  Trustees”  for  word  “Council.” 

(3)  Amend  Article  IV  to  change  title  to 
“Board  of  Trustees.” 

(4)  Amend  language  of  Article  IV  to  read  as 

follows:  “There  shall  be  a Board  of  Trustees 

composed  of  twelve  members  elected  by  the  House 
of  Delegates  in  accordance  with  the  Bylaws,  and 
the  president,  the  president-elect,  the  secretary, 
the  treasurer,  and  the  Speaker  of  the  House  of 
Delegates.” 

(5)  Amend  Article  VI  (Trustees)  so  as  to 
completely  omit. 

(6)  Amend  Article  IX  (Funds)  second  sentence 
to  change  word  “Council”  to  “Board  of  Trustees” 
and  change  second  paragraph  by  eliminating 
word  “Council.” 

(7)  Amend  Article  IX  (Funds)  second  para- 

graph to  add  following  the  word  “Society”  the 
phrase:  “except  that  the  said  board  may  dele- 

gate, to  such  person  or  persons  as  it  sees  fit,  the 
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authority  to  expend  funds  of  the  Society  in 
amounts  and  under  conditions  to  be  determined  by 
said  board.” 

(8)  Amend  Article  X (Referendum)  last 
sentence  so  as  to  substitute  words  “Board  of 
Trustees”  for  word  “Council.” 

(9)  Amend  Article  XIII  (Amendments)  first 
paragraph  by  substituting  the  words  “to  the 
Board  of  Trustees”  for  the  words  “at  a previous 
annual  meeting”  and  amend  last  sentence  of  last 
paragraph  to  substitute  words  “Board  of  Trus- 
tees” for  the  word  “Council.” 

B.  Bylaws 

(1)  Amend  Chapter  II  (House  of  Delegates) 
to  eliminate  word  “Council”  wherever  it  appears. 

(2)  Amend  Section  7 of  Chapter  II  so  as  to 
eliminate  subdivision  11  (Report  of  Council)  and 
renumber  remaining  sections  consecutively  ac- 
cordingly. 

(3)  Amend  Chapter  III  (Election  of  Officers, 
Councillors,  Trustees,  and  Delegates)  so  as  to 
eliminate  word  “Councillors”  from  title. 

(4)  Amend  Section  1 of  Chapter  III  so  as  to 
eliminate  words  “of  the  Council”  in  the  first  sen- 
tence. 

(5)  Amend  Section  1 of  Chapter  III  so  as  to 
eliminate  words  “member  of  the  Council”  in  the 
second  sentence. 

(6)  Amend  Section  2 of  Chapter  III  so  as  to 
completely  eliminate  the  second  paragraph  be- 
ginning with  the  words  “Four  members  of  the 
Council,  etc.” 

(7)  Amend  Section  2 of  Chapter  III  so  as  to 
eliminate  words  “with  the  exception  of  the  secre- 
tary” in  the  third  paragraph. 

(8)  Amend  Section  3 of  Chapter  III  so  as  to 

eliminate  completely  the  present  language  and 
substitute  the  following  new  language:  “Four 

trustees  shall  be  elected  annually  for  a term  of 
three  years.  In  the  event  of  a vacancy,  a trustee 
shall  be  elected  for  the  unexpired  term.  A person 
to  be  eligible  for  election  as  trustee  shall  have 
served  at  least  two  years  as  an  officer,  or  at  least 
five  years  as  a member  of  the  House  of  Delegates. 
In  the  year  1959,  the  House  of  Delegates  shall 
elect  twelve  members  to  the  Board  of  Trustees: 
four  for  a period  of  three  years,  four  for  a period 
of  two  years,  and  four  for  a period  of  one  year. 
Thereafter,  the  House  of  Delegates  shall  elect  four 
members  as  provided  for.” 

(9)  Amend  title  of  Chapter  IV  (Council)  to 
substitute  words  “Board  of  Trustees”  for  word 
“Council.” 

(10)  Amend  section  1(a)  of  Chapter  IV  to 
substitute  following  new  language: 

Section  1 (a). — The  Board  of  Trustees  shall 
be  the  executive  and  administrative  body  of 
the  Society  while  the  House  of  Delegates  is  not 
in  session  and  shall  control  all  arrangements 
for  the  annual  meeting.  Its  resolutions  and  ac- 
tions shall  be  decisive  and  final  except  that  all 
resolutions  and  actions  of  the  Board  of  Trustees 
are  subject  to  review,  reconsideration,  and  ac- 
tion by  the  House  of  Delegates.  Its  actions 


shall  be  governed  by  the  Constitution  and  By- 
laws of  the  Society  and  the  rules  and  regulations 
of  the  House  of  Delegates.  The  Board  of 
Trustees  shall  have  power  and  authority  to 
employ,  discharge,  and  arrange  duties  and  fix 
compensation  for  any  employe  whom  it  may 
find  necessary  for  conducting  the  affairs  of  the 
Society,  and  may  delegate  the  foregoing  to 
such  person  or  persons  as  it  sees  fit  in  the  exer- 
cise of  its  discretion. 

(6). — The  Board  of  Trustees  shall  meet  at  the 
close  of  the  annual  meeting  of  the  House  of 
Delegates.  The  members  of  the  Board  of 
Trustees  shall  hold  office  until  their  successors 
are  duly  elected  and  qualified. 

(c). — At  the  first  meeting  of  the  Board  of 
Trustees  immediately  upon  the  close  of  the 
annual  meeting  of  the  House  of  Delegates,  it 
shall  organize  under  the  chairmanship  of  the 
president  and  fix  the  time  and  place  of  its  regu- 
lar meetings.  The  Board  of  Trustees  shall 
meet  at  least  quarterly,  at  times  and  places 
that  shall  be  fixed  by  the  chairman.  Any  four 
members  of  the  Board  of  Trustees  may  require 
the  chairman  to  call  a special  meeting  at  the 
office  of  the  State  Society  for  such  time  as  shall 
be  designated  by  them  in  writing  and  of  which 
the  members  of  the  Board  shall  have  at  least 
five  days’  notice. 

id). — A quorum  shall  consist  of  nine  members 
of  the  Board  of  Trustees. 

Section  2 (a). — The  Board  of  Trustees  shall 
have  charge  of  all  property  including  trust  funds 
and  shall  supervise  the  financial  affairs  of  the 
Society  and  shall  invest  the  surplus  from  time  to 
time.  It  shall  establish  a Finance  Committee 
which  shall  prepare  an  annual  budget  for  sub- 
mission to  the  Board  of  Trustees  for  approval, 
and  which  shall  perform  such  other  fiscal  duties 
as  are  assigned  to  it  from  time  to  time.  All 
resolutions  or  recommendations  of  the  House  of 
Delegates  pertaining  to  expenditures  of  money 
must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective.  The 
Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Society,  but  nothing  herein 
contained  shall  limit  the  authority  of  the  said 
board  to  delegate  said  power  and  authority  to 
such  person  or  persons  as  it  sees  fit  in  the  exer- 
cise of  its  discretion. 

(6). — All  moneys  of  the  Society  received  by 
the  Board  of  Trustees,  or  any  member  or  agent 
thereof,  shall  be  paid  to  the  treasurer  of  the 
Society.  The  Board  of  Trustees  shall  approve 
the  bond  of  the  treasurer  and  the  assistant 
treasurer,  and  such  other  person  or  persons  as  it 
sees  fit,  as  to  amount,  form,  and  surety,  and 
shall  employ  a certified  public  accountant 
licensed  by  the  State  of  New  York  to  audit  the 
accounts  of  the  treasurer  and  secretary  and 
other  agents  of  the  Society  and  present  a state- 
ment of  the  same  in  its  annual  report  to  the 
House  of  Delegates.  The  chairman  of  the 
Board  of  Trustees  shall  make  a report  to  the 
House  of  Delegates  of  its  transactions  for  the 
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year  and  of  the  amount  of  money  belonging  to 
the  Society  under  its  control. 

Section  8. — The  Board  of  Trustees  shall 
establish  an  executive  committee  to  be  com- 
posed of  the  president,  the  president-elect,  the 
secretary,  the  treasurer,  and  five  additional 
members  of  the  Board  of  Trustees  appointed  by 
the  president  with  the  approval  of  the  board. 
This  committee  shall  be  appointed  by  the  presi- 
dent immediately  upon  his  assumption  of  the 
office  of  president  and  to  serve  during  his  term 
as  president  only.  The  executive  committee 
shall  have  the  authority  to  take  action  in  case 
of  emergency  arising  in  the  interim  between  the 
meetings  of  the  Board  of  Trustees  in  order  to 
protect  the  interests  and  purposes  of  the  Medi- 
cal Society  of  the  State  of  New  York.  In  times 
of  such  emergency,  the  executive  committee 
shall  have  all  the  powers  and  duties  which  are 
conferred  upon  the  Board  of  Trustees,  and  it 
shall  at  all  times  assist  the  Board  of  Trustees. 
Any  action  taken  by  the  executive  committee 
shall  be  reported  in  full  to  the  Board  of  Trus- 
tees at  its  next  meeting. 

Section  4. — The  Board  of  Trustees  shall  take 
such  action  as  is  necessary  to  carry  out  the 
Constitution  and  B}daws  and  to  give  full  effect 
to  any  resolution  or  vote  of  the  House  of  Dele- 
gates, when  the  latter  is  not  in  session  in  all 
matters  consistent  with  the  Constitution  and 
Bylaws. 

Section  5. — The  Board  of  Trustees  shall  have 
power  to  fill  any  vacancy  which  may  occur  in 
any  elective  office  not  otherwise  provided  for, 
until  the  next  meeting  of  the  House  of  Dele- 
gates. 

Section  6. — The  Board  of  Trustees  shall  have 
responsibility  for  all  publications  of  the  Society 
and  their  distribution.  Any  special  committee 
of  the  Society  shall  report  to  the  Board  of 
Trustees  and  shall  be  subject  in  all  ways  to  the 
Board  of  Trustees  unless  otherwise  instructed 
by  the  House  of  Delegates.  The  Board  of 
Trustees  shall  advise  the  legal  counsel  in  actions 
brought  against  members  for  alleged  malprac- 
tice. With  the  aid  of  legal  counsel,  it  shall 
examine  the  constitution  and  bylaws  of  com- 
ponent county  societies  and  district  branches 
and  all  amendments  thereto  which  may  be  sub- 
mitted to  the  Board  of  Trustees  for  approval 
and  shall  approve  or  disapprove  of  said  amend- 
ments. 

Section  7. — No  officer  or  employe,  board, 
commission,  or  committee  shall  inaugurate  or 
initiate  any  policy  or  commit  the  Society  to  any 
policy  unless  the  same  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the 
Board  of  Trustees. 

Section  8. — The  duties  of  the  Board  of  Trus- 
tees shall  also  include  the  study  and  supervision 
of  the  following  activities: 

(a)  — All  scientific  work  presented  at  each 
annual  meeting. 

( b )  — Scientific  exhibits. 

(c)  — Medical  education. 


( d )  — Journal  management  and  publication. 

(e)  — Medical  and  related  research. 

(J) — Arrangements  for  annual  meeting. 

{g) — Preventive  medicine. 

( h )  — Public  health. 

(i)  — Legislation. 

(j)  — Economics. 

( k )  — Workmen’s  compensation. 

( l )  — Public  relations. 

( m )  — Cooperative  relationships  with  Federal 
and  State  governments,  foundations,  and  other 
lay  groups. 

(n)  — Medical  care  insurance. 

(o)  — Malpractice  defense  and  insurance. 

( p )  — Any  activities  not  otherwise  provided 
for. 

( q )  — The  Board  of  Trustees  shall  also  keep 
constantly  advised  of  the  activities  of  and  col- 
laborate with,  the  health  and  welfare  depart- 
ments of  the  State  and  with  hospitals,  clinics, 
and  welfare  agencies  in  furthering  the  health 
of  the  community. 

Section  9. — Amend  Section  9 so  to  omit 
present  section  completely  and  substitute  the 
following  language:  “Commissions  and  com- 

mittees of  the  Board  of  Trustees  shall  be  ap- 
pointed by  the  president  subject  to  the  approval 
of  the  Board,  in  order  to  implement  the  intent 
of  Section  8 of  this  chapter.” 

Section  10. — The  following  shall  be  the  order 
of  business  at  meeting  of  the  Board  of  Trustees. 

1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  secretary 

6.  Report  of  the  treasurer 

7.  Reports  of  commissions  and  commit- 
tees 

8.  Unfinished  business 

9.  New  business 

10.  Adjournment 

(11)  Chapter  V.  { Board  of  Trustees)  Amend 
Chapter  V to  omit  completely. 

(12)  Chapter  VI.  {Judicial  Council ) 

1.  Amend  Section  1 and  7 to  substitute 
words  “Board  of  Trustees”  for  word  “Council” 
wherever  it  appears. 

(13)  Chapter  VII.  {Duties  of  Officers) 

(1)  Amend  Section  1 to  eliminate  words 
“and  of  the  Council”  and  substitute  words  “and 
of  Board  of  Trustees”  in  the  first  sentence. 

(2)  Amend  Section  1 to  substitute  words 
“Board  of  Trustees”  for  word  “Council” 
wherever  it  appears. 

(3)  Amend  Section  3 to  omit  completely 
from  Bylaws. 

(4)  Amend  Section  6 to  omit  word  “Coun- 
cil” in  first  sentence  and  to  substitute  words 
“Board  of  Trustees”  for  word  “Council”  wher- 
ever it  appears. 

(5)  Amend  Section  7 to  replace  the  present 

language  with  the  following:  “The  secretary 

shall  be  the  custodian  of  the  Seal  of  the  Society, 
and  of  all  books  of  records  and  papers  belonging 
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to  the  Society,  except  such  as  properly  belong 
to  the  treasurer,  and  shall  keep  an  account  of 
and  promptly  turn  over  to  the  treasurer  all 
funds  of  the  Society  which  come  into  his 
hands.  He  shall  provide  for  the  registration 
of  the  members  at  all  sessions  of  the  Society. 
With  the  aid  and  cooperation  of  the  secretaries 
of  the  county  societies,  he  shall  keep  a proper 
register  of  all  the  registered  physicians  of  the 
State  by  counties.  He  shall  aid  the  officers  of 
the  district  branches  in  the  organization  and 
improvement  of  the  county  societies  and  the 
extension  of  the  power  and  influence  of  the 
Society.  He  shall  conduct  the  official  cor- 
respondence, notifying  members  of  meetings; 
officers,  trustees,  and  board  members  of  their 
election,  and  commissions  and  committees  of 
their  appointments  and  duties.  He  shall  affix 
the  Seal  of  the  Society  to  all  credentials  issued 
to  members  of  the  Society  elected  by  the  House 
of  Delegates  and  to  such  other  papers  and  docu- 
ments as  may  require  the  same.  He  shall  make 
an  annual  report  to  the  House  of  Delegates. 
Acting  in  cooperation  with  the  Board  of  Trus- 
tees, he  shall  prepare  and  issue  all  programs. 
He  shall  be  a member  of  the  Board  of  Trustees. 
He  shall  be  ex  officio  a member  of  all  boards, 
commissions  and  committees  with  voice  but 
without  vote.  He  shall  record  the  name  and 
date  of  admission  of  each  member  of  the  Society. 
He  shall  be  in  complete  charge  of  the  administra- 
tion of  the  headquarters  of  the  State  Society. 
He  will  at  the  direction  of  the  Board  of  Trustees 
delegate,  to  such  person  or  persons  as  the  Board 
of  Trustees  may  designate,  such  of  his  powers 
and  obligations  as  are  consonant  with  the  best 
interests  and  efficient  conduct  of  the  business 
of  the  Society.” 

(6)  Amend  Section  8 to  omit  words:  “may 
countersign  checks  drawn  by  the  treasurer  on 
funds  of  the  society,  he ” 

(7)  Amend  Section  9 to  add  the  following 

phrase  after  the  word  “authorized”  in  the  first 
sentence  of  said  section:  “except  those  dis- 

bursed in  accordance  with  Article  IX  of  the 
Constitution.” 

(8)  Amend  Section  9 to  substitute  the 
words  “Board  of  Trustees”  for  the  word 
“Council”  in  sentences  3 and  4 of  said  section. 

(9)  Amend  Section  9 to  substitute  the  words 
“Board  of  Trustees”  for  word  “Council.” 

(10)  Amend  Section  10  to  substitute  words 
“Board  of  Trustees”  for  word  “Council”  in  said 
section. 

(11)  Amend  Section  13  to  substitute  words 
“Board  of  Trustees”  for  word  “Council”  wher- 
ever it  appears  in  said  section. 

(14)  Chapter  VIII  { Meetings ) 

(1)  Amend  Section  1 to  omit  word  “Coun- 
cil” from  said  section. 

(2)  Amend  Section  6 to  substitute  words 
“Board  of  Trustees”  for  word  “Council”  in  said 
section. 

(15)  Chapter  IX  {Expenses) 

(1)  Amend  Section  1 to  omit  the  words  “the 


Council,”  wherever  they  appear  in  said  section. 

(2)  Amend  Section  1 to  add  the  words 
“commissions  and”  before  the  word  “com- 
mittees” in  the  4th  and  5th  lines  of  said  sec- 
tion; add  the  words  “employes  of  the  Society” 
following  the  word  “committees”  in  the  5th 
line  of  said  section,  and  add  the  words  “and 
employes  of  the  Society”  in  the  16th  line  of  said 
section  following  the  word  “Society.” 

(16)  Chapter  X ( Reference  Committees) 

(1)  Amend  Section  2 to  omit  word  “Coun- 
cil” in  said  section. 

(17)  Chapter  XI  {Special  Committees) 

(1)  Amend  Sections  1,  2,  3 to  substitute 
words  “Board  of  Trustees”  for  word  “Council” 
in  these  sections. 

(18)  Chapter  XII  {Sections) 

(1)  Amend  Sections  2,  4,  and  5 to  substitute 
words  “Board  of  Trustees”  for  word  “Council” 
in  these  sections. 

(19)  Chapter  XIII  {District  Branches) 

(1)  Amend  Section  4 to  substitute  words 
“Board  of  Trustees”  for  word  “Council”  in 
this  section. 

(20)  Chapter  XIV  {Component  County  Medi- 
cal Societies) 

(1)  Amend  Sections  1 and  6 to  substitute  the 
words  “Board  of  Trustees”  for  word  “Council” 
in  these  sections. 

(21)  Chapter  XV  {Miscellaneous) 

(1)  Amend  Section  5 to  omit  word  “council- 
lors” in  this  section. 

(2)  Amend  Section  5 to  substitute  words 
“Board  of  Trustees”  for  word  “Council”  in  this 
section. 

(22)  Chapter  XVII  {Amendments) 

(1)  Amend  Section  1 to  change  words  “at  a 
previous  annual  meeting”  to  the  following: 
“to  the  Board  of  Trustees.” 

(2)  Amend  Section  3 to  substitute  words 
“Board  of  Trustees”  for  word  “Council.” 

(23)  Principles  of  Professional  Conduct — 
amend  Chapter  3,  Article  VI,  Section  3 to  eliminate 
last  three  lines  of  said  section  in  order  to  implement 
Suggestion  XIV  of  Survey. 

Dr.  Azzari:  There  are  ten  pages  of  amendments 
to  the  Constitution  and  Bylaws  and  the  Principles  of 
Professional  Conduct.  Since  these  have  been  pub- 
lished and  circulated,  and  since  we  cannot  take  ac- 
tion on  these  amendments  until  one  year  from  now, 
can  we  not  lay  these  over  without  reading  all  the 
amendments? 

Speaker  Williams:  I feel  quite  sure  that  this 
has  been  distributed  to  the  House,  and  it  amounts  to 
the  first  reading  of  the  amendments  to  the  Bylaws. 
I think  I should  refer  these  perhaps  to  Dr.  Aaron’s 
committee  subject  to  confirmation  by  the  Council. 
Dr.  Aaron  should  not  take  all  these  as  amendments. 
This  is  a first  reading,  and  Dr.  Aaron  next  year  will 
bring  in  which  of  these  are  then  presented  for  a 
second  reading  and  adoption.  Is  that  clearly  under- 
stood? 

Dr.  Azzari:  That  is  correct. 
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Speaker  Williams:  That  is  what  you  mean,  Dr. 
Azzari? 

Dr.  Azzari:  That  is  what  I had  in  mind. 
Speaker  Williams:  It  is  clear  in  the  minds  of 
every  member  of  the  House. 

Mr.  William  F.  Martin:  One  point  of  order: 
One  or  two  of  the  doctors  say  they  did  not  get  cop- 
ies. I gave  one  doctor  a copy. 

Speaker  Williams:  The  other  man  can  have 

mine.  It  is  all  understood.  If  anybody  has  not  a 
copy,  see  Miss  Lewis.  She  will  give  you  one. 
A copy  of  this  wall  be  published  in  the  minutes  in  the 
September  1,  Part  II  issue  of  the  Journal  of  the 
Medical  Society  of  the  State  of  New  York.  Is  that 
not  so? 

Secretary  Anderton  : Yes. 

Speaker  Williams:  It  is  the  consensus  of  the 
House  this  is  the  first  reading,  and  I refer  this  to  Dr. 
Aaron  with  the  addendum  that  the  second  reading 
may  not  have  all  these.  It  may  be  only  some,  and 
that  will  be  at  the  direction  of  the  Council.  Is  that 
correct,  Dr.  Azzari? 

Dr.  Azzari  : That  is  correct,  sir. 

Speaker  Williams:  I want  to  have  that  spread 
on  the  minutes  so  every  member  of  the  House  knows 
it. 

Dr.  Gerald  D.  Dorman,  Councillor:  This  in- 
volves I believe  the  deletion  of  Chapter  5,  and  if  that 
is  in  the  second  reading  would  this  include  the  cor- 
rect renumbering  of  the  chapters? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  That  is 
automatic. 

Speaker  Williams:  That  would  be  cared  for  by 
Dr.  Aaron.  That  will  be  routine  and  automatic  as 
Dr.  Wolff  said. 

Is  there  anything  else  in  regard  to  these  series  of 
amendments  that  have  had  a first  reading?  If  not, 
all  in  favor  say  “aye”;  those  opposed  “no.” 

Now  the  other  half  of  Dr.  Azzari’s  resolution. 

Section  209  Resolution  58-66 

Referral  of  Portions  of  Survey  Report  to 
Council 

Introduced  by  Renato  J.  Azzari,  M.D.,  Trustee 

Whereas,  there  are  recommendations  and  sug- 
gestions in  the  1958  Survey  Report  which  do  not 
require  amendments  to  the  Constitution  and  By- 
laws of  the  Medical  Society  of  the  State  of  New 
York;  now  therefore  be  it  hereby 

Resolved , that  those  portions  of  the  recom- 
mendations and  suggestions  of  the  1958  Survey 
Report  which  do  not  require  amendment  to  the 
Constitution  and  Bylaws  be  referred  to  the  Coun- 
cil for  consideration  and  action. 

Dr.  Renato  J.  Azzari,  Trustee : I move  the  re- 
solved, Mr.  Speaker,  that  those  portions  of  the 
recommendations  and  suggestions  of  the  1958  Sur- 
vey Report  wrhich  do  not  require  amendment  to  the 
Constitution  and  Bylaws  be  referred  to  the  Council 
for  consideration  and  action. 

Dr.  Irving  M.  Pallin,  New  York:  I second  it. 
Speaker  Williams:  You  heard  the  very  careful 
wording  of  that:  the  recommendations  which  do  not 


require  variations  of  the  Constitution  and  Bylaws  be 
referred  to  the  Council  for  consideration  and  action. 
That  means  they  can,  they  don’t  have  to,  and  they 
might  take  them  lock,  stock,  and  barrel.  Isn’t 
that  what  you  mean? 

Dr.  Azzari:  That  is  right. 

Speaker  Williams:  Is  that  clear  to  every 

member  of  the  House?  Are  you  ready  to  approve 
this  resolution?  It  does  not  have  to  be  referred. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Does  this  not  have  to  be  referred  to  a reference  com- 
mittee? 

Dr.  Azzari:  I don’t  think  so. 

Speaker  Williams:  I think  we  as  a committee, 
as  the  House  right  now,  sitting  as  a committee  of  the 
whole,  could.  On  such  an  important  report  as  the 
Survey  Report,  on  its  first  distribution,  the  chances 
are  that  this  report  will  take  four  or  five  years  of 
deliberations  here.  On  this  first  time,  I would  like 
to  rule  we  are  sitting  as  a committee  of  the  whole. 
Is  there  any  objection  to  such  a ruling  of  the 
Chair? 

Dr.  Freedman:  I object. 

Speaker  Williams:  Is  there  anj'-  other  objec- 
tion? 

. . . There  was  no  response . . . 

Speaker  Williams:  Do  you  want  me  to  call  for 
vote? 

Dr.  Freedman:  If  it  is  in  order,  yes. 

Speaker  Williams:  It  is  always  in  order  if  you 
demand  it.  Those  who  support  the  ruling  of  the 
House  that  we  are  now  sitting  as  a committee  of  the 
whole  on  this  determination  right  here  and  now  say 
“aye”;  those  opposed  “no.”  Dr.  Freedman,  is 
that  to  your  satisfaction?  The  motion  is  lost. 

Dr.  Freedman:  Mr.  Speaker,  it  is  very  late.  I 
think  we  have  all  been  very  indulgent  but  your  re- 
marks .take  on  the  part  of  discussion,  and  I think 
that  is  not  quite  in  order. 

Speaker  Williams:  I did  not  discuss,  sir. 

Dr.  Freedman:  Your  remarks  after  the  counting 
of  the  vote  just  now.  Your  remarks  were  entirely 
uncalled  for  after  the  vote. 

Speaker  Williams:  I apologize. 

Dr.  Thomas  M.  d’Angelo,  Queens:  I would  like 
to  ask  a question.  In  so  far  as  the  Constitution 
allows  the  Council  to  make  certain  changes  now  in 
the  report.  I note  one  pertinent  portion  is  the  em- 
ployment of  a director  for  the  Society,  and  there  I 
note  also  that  the  Constitution  has  to  be  changed  to 
give  that  individual  certain  definite  powers.  Is  it 
the  considered  opinion  of  Dr.  Azzari  as  an  individual 
— I know  he  can’t  speak  for  the  Council — that  they 
would  go  ahead,  for  instance,  in  the  meantime  to 
employ  such  an  individual  not  knowing  whether  or 
not  he  would  be  given  those  powers  in  the  changes  of 
the  Constitution  and  Bjdaws  next  year? 

Speaker  Williams  : Do  you  wish  to  answer  that, 
Dr.  Azzari? 

Dr.  Azzari:  It  is  my  belief,  Mr.  Speaker  and  Dr. 
d’Angelo,  that  the  Council  has  the  power  to  employ 
an  executive  director  at  any  time. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Is  this 
motion  up  now  for  discussion,  Mr.  Speaker? 
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Speaker  Williams:  Which  motion? 

Dr.  Wolff:  The  motion  to  refer  to  Council. 

Voices:  Is  there  a motion? 

Speaker  Williams:  The  second  portion  of  Dr. 
Azzari’s  resolution  to  refer  the  nonconstitutional 
changing  part  of  this  to  the  Council.  You  moved 
that  it  be  adopted,  didn’t  you,  Dr.  Azzari?  Did  you 
not  move  that? 

Dr.  Azzari:  I intended  to  move  it  if  I did  not. 
I am  sorry,  I should  have. 

Speaker  Williams:  Then  it  is  wrong  to  have 
discussion.  You  do  move  it  now? 

Dr.  Azzari:  I do. 

Dr.  J.  Stanley  Kenney,  Trustee:  I second  it. 

Speaker  Williams:  It  is  seconded.  Dr.  Wolff! 

Dr.  Wolff:  Gentlemen,  we  have  before  us  a 

matter  which  will  change  possibly  the  entire  char- 
acter of  our  organization.  This  House  has  had 
neither  the  time  nor  the  opportunity  to  study  the 
report  carefully.  What  is  more  important  the 
constituent  societies  who  are  most  vitally  interested, 
who  are  providing  the  wherewithal  not  only  for  the 
funds  to  make  the  investigation  but  who  will  ulti- 
mately be  called  upon  to  implement  the  recom- 
mendations in  the  investigation  by  a raise  in  dues, 
which  may  vary  from  $7.00  to  $10,  depending  upon 
how  much  of  the  report  is  approved,  have  had  no 
opportunity  to  study  this. 

This  study  was  initiated  by  the  Council.  The 
House  at  its  last  meeting  was  not  cognizant  that  such 
an  investigation  was  going  to  be  made.  The  Coun- 
cil, properly,  since  it  is  going  to  be  affected  in  major 
degree  by  the  recommendations  of  this  report, 
should  not  in  my  estimation  in  all  propriety  carry 
out  the  recommendations  which  concern  itself  and 
which  it  has  initiated. 

I would,  therefore,  suggest,  and  I move  a sub- 
stitute motion  which  shall  read:  Resolved , that  the 
entire  Survey  Report  be  referred  to  a special  com- 
mittee of  the  House  of  Delegates  to  be  appointed  by 
the  Speaker  with  the  approval  of  the  House  for 
study  and  report  to  the  House  in  1959  on  matters 
contained  therein  which  represent  major  policy 
change  and  implementation  through  recommenda- 
tion to  the  Council  of  such  other  portions  as  may 
seem  desirable;  and  be  it  further  resolved  that  five 
copies  of  the  report  be  sent  to  each  component 
county  society  for  its  study  and  suggestions. 

I make  this  substitute  motion  because  I feel  that 
we  have  gone  along  now  for  some  one  hundred  fifty 
odd  years  in  our  present  form.  I don’t  think,  that 
the  matter  can  be  so  important  or  is  of  such  urgency 
that  even  an  extra  year  is  going  to  be  vital  to  it. 
Time  here,  gentlemen,  is  not  of  the  essence,  and  I 
urge  on  you  that  you,  yourselves,  take  this  matter 
under  advisement.  You  are  the  link  between  the 
county  societies  and  the  Council.  You  are  just  once 
removed  from  the  grass  roots.  You  are  in  constant 
contact  with  them.  They  are  the  ones  that  are 
going  to  pay  for  it.  I think  that  they  should  be  the 
ones  who  decide  how  it  shall  be  implemented. 

Dr.  Herbert  S.  Ogden,  New  York:  I second  it. 

Speaker  Williams:  You  have  heard  Dr.  Wolff’s 
substitute  resolution.  It  has  been  seconded.  Dr. 
Dorman  in  discussion  of  the  substitute  resolution. 


Dr.  Gerald  D.  Dorman,  Councillor:  Mr. 

Speaker,  on  the  substitute  resolution,  that  would 
mean  that  everything  is  going  to  be  referred  to  a 
committee  of  this  House.  I believe  that  under 
those  circumstances  the  Council  would  be  remiss  to 
act  on  any  part  of  the  recommendations  of  the 
Survey  Report.  The  Council  has  already  taken 
steps  to  find  new  headquarters  for  this  Society. 
That  is  part  of  the  recommendations  of  the  Survey 
Report.  Does  the  House  now  want  to  cancel  that 
and  cancel  all  the  subsequent  activities  in  that  re- 
gard? This  is  implied  if  you  vote  for  the  substitute 
resolution.  There  is  nothing  in  the  original  resolu- 
tion which  is  new.  The  Council  has  all  the  author- 
ity which  the  original  resolution  would  reinforce 
again,  and  I would  speak  against  the  substitute 
resolution  which  ties  the  hands  of  the  Council, 
your  own  Council,  for  one  year.  At  the  end  of  that 
year,  if  the  Council  has  in  any  way  erred,  as  every 
year  you  have  the  right  to  review  its  activities. 
You  can  undo  or  change  whatever  the  Council  does 
at  the  end  of  the  year.  I speak  against  the  sub- 
stitute resolution. 

Speaker  Williams:  Is  there  any  other  discus- 
sion in  regard  to  the  substitute  resolution? 

Dr.  William  B.  Rawls,  New  York:  This  is  my 
first  time  on  the  floor  for  this  session.  I believe  that 
this  is  too  important,  as  Dr.  Bauer  said  some  time 
ago,  for  us  to  rush  through  tonight.  I certainly 
myself  have  not  had  time  to  completely  realize  what 
this  report  may  contain.  I do  not  know  what  type 
of  resolution  should  be  presented  tonight.  I cer- 
tainly don’t  think  we  should  tie  the  hands  of  the 
Council  as  far  as  moving,  but  I believe  Dr.  Wolff’s 
substitute  resolution  stated  that  any  change  that  in- 
volved a major  change  in  policy.  I don’t  believe 
moving  would  be  considered  a major  change  in 
policy.  Therefore,  I think  we  could  go  ahead  and 
move,  Dr.  Dorman,  without  being  bothered  whether 
you  would  or  would  not . . . 

Dr.  Herbert  H.  Bauckus,  Trustee:  You  have 
signed  the  lease. 

Dr.  Rawls:  I don’t  think  that  is  a major  change 
in  policy. 

Speaker  Williams:  Dr.  Rawls  has  the  floor. 

Dr.  Rawls:  I would,  therefore,  like  to  support 
Dr.  Wolff’s  substitute  motion.  This  House,  in  mv 
opinion,  has  not  had  time  to  consider  this  matter  of 
the  report,  and  I don’t  like  to  vote  for  something 
that  I don’t  know  what  I am  voting  for  and  the 
power  I am  giving  to  anyone.  I have  as  much  faith 
in  our  Council  and  support  them  as  much  as  any- 
body else,  but  I am  in  favor  of  Dr.  Wolff’s  resolu- 
tion. 

Dr.  George  A.  Burgin,  Herkimer:  I would  like 
to  second  Dr.  Dorman’s  remarks  in  regard  to  this 
resolution.  I think  I speak  for  a fair  number  of 
men  from  the  upper  counties,  and  we  feel  very 
strongly  that  time  is  of  the  essence,  that  we  have 
had  ten  days  or  two  weeks  to  look  over  this  report, 
and  we  feel  very  strongly  that  the  Council  should  be 
given  by  us  the  powers  that  they  have  to  implement 
it. 

Dr.  John  C.  McClintock,  Councillor:  Mr. 

Speaker,  I would  like  to  direct  the  attention  of  Dr. 
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Rawls  to  one  thing,  that  the  Council  at  the  present 
time  is  operating  under  our  existing  Constitution 
and  Bylaws.  These  you  have  had  many,  many 
years  to  study  and  know  exactly  what  the  powers  of 
your  Council  are. 

I would  also  like  to  support  the  remarks  that  Dr. 
Dorman  has  made  because  already  the  Council  has 
under  the  existing  Constitution  and  Bylaws  im- 
plemented some  of  the  parts  of  the  report. 

Public  relations  is  another  part  of  the  report  that 
has  been  implemented  by  the  Council  long  before 
the  report  was  ever  known. 

The  Council  also  has  not  had  this  any  longer  than 
the  gentlemen  in  this  room.  I am  in  support  of  the 
recommendations  of  Dr.  Azzari’s  committee. 

Speaker  Williams:  This  is  in  discussion  of  Dr. 
Wolff’s  resolution. 

Dr.  Elmer  T.  McGroder,  Eighth  District 
Branch:  First,  for  information,  I believe  that  this 
House  has  a Planning  Committee,  which  is  made  up 
of  a member  of  the  different  districts  and  probably 
some  other  members.  I believe  in  support  of  Dr. 
Wolff’s  motion  that  instead  of  having  a special 
committee  appointed  the  Planning  Committee 
could  be  used  so  that  this  could  get  back  to  the  grass 
roots.  This  is  something  that  was  thrown  at  us  as 
we  came  down  here.  I got  it  the  day  before  I left 
Buffalo.  I certainly  have  not  had  a chance  to 
study  it.  Being  president  of  the  Eighth  District,  I 
feel  there  is  something  behind  all  this,  with  all  due 
respect  to  the  Council.  I think  they  are  definitely 
the  people  who  should  go  across  the  board  of  direc- 
tors. I still  feel  that  Dr.  Wolff’s  motion  has  very, 
very  fine  possibilities,  but  I do  think  that  the  Plan- 
ning Committee  would  be  the  place  to  put  it. 

Speaker  Williams:  You  offer  that  as  an  amend- 
ment, Dr.  McGroder? 

Dr.  McGroder:  I offer  that  as  an  amendment. 

Speaker  Williams:  You  have  that  the  sub- 

stitute resolution  shall  be  so  amended  to  refer  this 
to  the  Planning  Committee.  Is  that  it,  Dr.  Mc- 
Groder? 

Dr.  McGroder:  That  is  correct. 

Speaker  Williams:  Do  I hear  a second  to  Dr. 
McGroder’s  amendment  to  the  substitute  motion? 

. . .The  motion  was  seconded. . . 

Speaker  Williams:  It  has  been  seconded. 

We  have  only  moved  one  step  further  on  the  front 
porch.  Now  we  are  going  to  discuss  the  amend- 
ment to  the  substitute  resolution.  May  I recog- 
nize. . . 

Dr.  Wolff:  May  I discuss  it? 

Speaker  Williams:  I see  Dr.  Wolff’s  hand  first. 
You  may  discuss  it. 

Dr.  Wolff:  I might  remind  the  House  if  you  are 
to  adopt  the  sense  of  my  resolution  you  should  keep 
this  in  the  hands  of  a committee  of  the  House. 
The  Planning  Committee,  as  you  know,  is  a com- 
mittee of  the  Council. 

Voices:  No,  it  is  not. 

Dr.  McGroder:  It  never  has  been,  and  it  is  now 
not. 

Dr.  Wolff:  I am  in  error.  I think  though  some 
of  the  misconception  should  be  cleared  up.  I sub- 
mit that  you  cannot  implement  a report  which  has 


not  been  submitted.  Therefore,  anything  that  has 
been  done  has  nothing  to  do  with  this  report,  and 
the  resolution  that  I presented  would  simply  give 
this  House  time  to  study  the  entire  matter,  would 
give  the  county  societies  time  to  study  the  entire 
matter,  and  then  come  back  as  it  is  the  major  por- 
tions of  this  which  require  the  constitutional  amend- 
ments and  will  have  to  wait  over  a year  anyhowr. 
This  will  give  some  time  so  we  will  all  have  a chance 
to  look  them  over  and  present  our  recommendations, 
so  that  we  will  know  what  we  are  voting  on  when  it 
comes  to  act  on  them.  I don’t  propose  to  hamstring 
this  at  all;  I simply  want  to  make  sure  that  ev ery- 
body  in  this  Society  down  to  the  last  member  has  a 
full  opportunity  to  peruse  this  report  and  to  make  his 
voice  heard  with  respect  to  it. 

Speaker  Williams:  It  is  quite  evident  that  Dr. 
Wolff  does  not  accept  the  amendment  to  the  resolu- 
tion. The  Chair  recognizes  Dr.  Freedman. 

Dr.  Freedman:  Mr.  Speaker. . . 

Speaker  Williams:  I will  recognize  you,  Doc- 
tor. We  have  got  all  night. 

Dr.  Walter  T.  Heldmann,  Richmond:  I just 

wanted  to  ask  a question.  I would  like  to  know  and 
get  from  the  Speaker  is  the  Planning  Committee  a 
committee  of  the  House? 

Speaker  Williams:  The  Planning  Committee 

is  a committee  of  the  House,  is  it  not,  Dr.  Di  Natale? 
He  is  the  chairman,  and  there  is  a trustee  on  it  I 
believe. 

Dr.  Peter  J.  Di  Natale,  Councillor:  Di  Natale 
is  not  chairman. 

Speaker  Williams:  Dr.  Wurzbach  is  chairman. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
My  understanding  is  that  it  is  a committee  of  the 
House. 

Dr.  Kenney:  It  is  a committee  of  the  House.  I 
was  the  first  chairman  of  the  committee.  I was 
chairman  of  it  for  six  years. 

Speaker  Williams:  Dr.  Freedman  is  recognized. 

Dr.  Freedman:  As  a member  of  the  Council,  I 
want  to  call  your  attention  to  certain  facts.  In  the 
first  place,  you  can’t  implement  a Survey  Report 
before  it  has  been  presented.  One  of  the  speakers 
said  certain  portions  of  the  Survey  Report  have 
been  implemented,  and  moving  was  mentioned.  I 
can  assure  you  that  perhaps  there  is  some  miscon- 
ception there.  The  matter  of  moving  was  taken 
care  of  before  there  was  a report,  and  I have  an  idea 
it  was  even  taken  care  of  before  he  was  even  engaged. 

Voices:  That  is  right. 

Dr.  Freedman:  There  is  not  any  question  that 
the  Council  has  certain  rights  and  does  not  have  to 
come  to  the  House  to  be  given  these  rights  all  over 
again.  Last  Sunday  at  a special  meeting  of  the 
Council  to  discuss  the  Survey  Report  I made  cer- 
tain remarks,  which  I will  make  now  because  the 
question  arose  how  do  we  present  this  thing  to  the 
House  of  Delegates,  what  part  of  it  has  to  be  pre- 
sented, what  does  not  have  to  be  presented.  There 
was  no  question  that  the  matter  of  change  in  the 
Constitution  and  Bylaws  must  be  presented  and 
must  lay  over  for  a year.  That  has  been  taken  care 
of. 

I also  said  at  that  time  that  there  is  not  any  ques- 
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tion  that  the  Council  has  certain  rights.  I raised  a 
specific  question  in  order  to  pinpoint  why  I was 
going  to  make  certain  remarks.  One  of  the  ques- 
tions I raised — not  the  only  one — was  does  the 
Council  have  the  right  to  employ  an  executive  secre- 
tary without  going  to  the  House  of  Delegates.  The 
answer  was  yes,  there  is  no  question  about  it. 

I then  made  the  point  which  I want  to  make  here, 
in  order  to  advocate  that  you  don’t  rush  that. 
Even  though  you  may  have  rights  as  an  individual 
or  as  an  organization,  there  comes  a time  when  a 
certain  action  which  you  may  take  may  be  so  funda- 
mental, from  which  may  flow  such  changes  that  that 
type  of  rights  which  you  have  you  should  consult 
with  others  on.  In  your  family  relations  you  as  a 
father  may  have  certain  rights,  you  as  a physician 
may  have  certain  rights,  and  so  on,  we  can  go  down 
the  line,  but  there  comes  a time  when  you  feel  you 
should  consult  to  see  whether  or  not  an  action  which 
you  have  a right  to  take,  you  should  take  it  or  not 
take  it,  or  perhaps  explain  why  you  would  take  it. 
This  is  so  fundamental;  this  Survey  Report  is  vast. 
I even  had  it  before,  as  a member  of  the  Council, 
most  of  the  delegates.  I still  have  not  digested  it, 
and  without  indulging  in  any  false  modesty  I think 
I have  the  capability  of  reading  these  things  and  di- 
gesting them.  I still  don’t  know  what  this  is  all 
about.  As  one,  mind  you,  who  on  the  Council  voted 
and  spoke  for  engaging  the  services  of  a firm  or  some- 
body to  investigate,  as  one  who  has  always  felt  that 
some  changes  could  be  made,  I don’t  see  why  at  this 
time,  and  particularly  tonight,  when  there  certainly 
is  a very  small  percentage  of  the  House  of  Delegates 
present,  on  a matter  which  intends  to  change — and 
we  all  admit  it — some  of  the  fundamentals  in  ad- 
ministration of  the  Society,  time  becomes  of  the  es- 
sence, why  it  has  to  be  rushed,  why  since  we  have 
waited  so  long  an  opportunity  should  not  be  given 
for  full  discussion  so  that  if  for  no  other  reason  the 
Council  shall  not  be  accused  later  of  doing  some- 
thing without  regard  for  the  local  county  societies. 

After  all,  I can’t  see  how  you  can  separate  the 
constitutional  changes  from  what  may  have  to  be 
done  with  the  administration.  One  depends  upon 
the  other.  I wholeheartedly  support  the  idea,  refer 
it  to  the  Planning  Committee.  Other  things  have 
been  referred  to  the  Planning  Committee  of  a vital 
nature.  I think  we  would  be  doing  an  injustice  to 
the  Society  if  we  rushed,  and  if  we  passed  it  tonight 
in  its  original  form  that  would  be  rushing,  Mr. 
Speaker. 

Speaker  Williams:  Dr.  Farinola,  of  Nassau,  is 
recognized. 

Dr.  Gerard  V.  Farinola,  Nassau:  Thank  you, 
Mr.  Speaker. 

The  report,  the  survey,  contained  in  the  black 
leather  binding  I am  sure  reached  everyone  some 
ten  days  ago  so  that  it  is  rather  naive  of  some  to  sug- 
gest that  they  knew  nothing  about  this  report.  It 
is  rather  at  a late  stage  in  our  time  of  practice  after 
having  respect  and  accepted  many  of  the  advices 
and  moves  and  improvements  of  the  Council  to  now 
suggest  suspicion,  that  perhaps  something  might  be 
done  contrary  to  the  popular  acceptance  of  this 
House.  We  know  very  well  that  medicine  pro- 


gresses very  slowly,  and  the  doctors  are  slow  in  their 
progress.  Delay  in  investigations  is  notorious  in 
all  of  our  efforts  to  progress. 

The  report  has  been  put  together  not  rapidly,  not 
precipitously,  but  after  consideration  thoroughly 
with  the  Council  and  counsel.  It  has  only  been 
rendered  to  you  tonight  for  consideration.  Since  it 
is  the  first  reading  any  major  policy  change  can  only 
be  effected  by  changes  in  your  Constitution.  Those 
powers  which  you  now  seem  to  reaffirm  or  give  the 
Council  tonight  are  the  very  same  powers  that  you 
have  allowed  the  Council  to  enjoy  during  their  exist- 
ence, so  it  seems  to  me  quite  unnecessary  even  to 
expect  a vote  of  approval  of  the  second  resolution  of 
Dr.  Azzari.  Since  we  all  profess  to  know  very  little 
about  this  report,  I am  also  surprised  to  see  so 
much  discussion  tonight  about  all  of  this.  As  it  is 
reported  in  the  report,  minutes  are  kept  but  hours 
are  wasted.  That  is  what  we  are  doing  tonight. 
Why  don’t  we  take  the  constitutional  amendments 
home  and  read  them  and  then  allow  the  Council,  as 
I am  sure  you  have  trusted  them  before,  to  decide 
that  which  they  have  the  power  to  decide  not  only 
tonight  but  have  had  the  power  before  to  do  right  by 
you,  and  I am  sure  that  they  will  not  take  advantage 
of  you.  I suggest  and  strongly  advise  a vote  against 
the  substitute  amendment  of  Dr.  Wolff. 

Speaker  Williams:  I want  to  call  the  members 
of  the  House’s  attention  to  the  fact  that  we  are 
discussing  the  amendment  to  the  substitute  resolu- 
tion. Dr.  McGroder  wanted  to  amend  Dr.  Wolff’s 
resolution  that  we  refer  this  to  the  Planning  Com- 
mittee. Was  that  not  right.  Dr.  Wolff? 

Dr.  Wolff:  That  is  correct. 

Speaker  Williams:  The  Chair  recognizes  Dr. 

Blake. 

Dr.  James  M.  Blake,  Councillor:  I would  like  to 
speak  against  Dr.  Wolff’s  substitute  motion. 

Speaker  Williams:  The  amendment  to  Dr, 

Wolff’s  substitute  motion  by  Dr.  McGroder  to  send 
it  to  the  Planning  Committee.  That  is  the  ques- 
tion now  before  us. 

Dr.  Blake:  If  I recall  correctly  earlier  today 

it  was  very  strongly  emphasized  that  this  report 
should  be  taken  by  each  member  of  the  House  of 
Delegates,  closely  studied  during  the  coming  year, 
taken  back  to  their  county  societies,  discussed  with 
their  county  societies,  and  thoughts  and  recommen- 
dations that  they  as  individuals  or  as  county  socie- 
ties might  have  be  suggested  and  sent  to  the  Coun- 
cil. That  is  not  any  different  than  anything  I might 
suggest  to  the  Council  as  an  individual  member  of 
this  Society  or  as  you  as  individual  members  might 
suggest  to  this  Society,  irrespective  of  the  Survey 
Report.  If  the  members  of  the  Council  do  not  have 
the  confidence  of  the  members  of  the  Society  to  act 
upon  suggestions  which  you  as  individuals  might 
make  to  them,  then  we  should  act  upon  the  Survey 
Report  and  abandon  the  Council  and  Trustees  and 
start  somewhere  else.  This  is  purely  as  I said  the 
opinion  of  one  member. 

I have  now  known  the  Council  only  for  a year,  but 
I am  perfectly  confident  that  these  gentlemen  as  I 
have  known  them  are  not  going  off  on  any  wild 
goose  chase,  and  even  to  the  point  of  doing  some- 


Part  II — September  1,  1958 


159 


HOUSE  OF  DELEGATES 


thing  that  you  would  not  want  done  or  that  would 
not  be  for  the  betterment  of  our  State  Society.  I 
can  also  assure  you  if  that  should  happen  there  are 
members  of  this  Council  that  would  bring  it  back  to 
you  next  year,  and  we  would  be  the  first  ones  to 
come  to  the  floor  and  urge  that  that  action  be  re- 
scinded and  certainly  would  not  go  along  with  it. 

I think  you  are  purely  talking  about  technicalities 
and  quibbling  about  minor  points,  and  if  I may  say 
so  a great  deal  of  the  time  of  the  Council  for  the  past 
year,  as  I have  seen  it,  has  been  taken  up  with  quib- 
bling over  minor  technicalities  and  little  ands  or  buts 
which  should  not  be  taken  care  of  by  the  Council. 

I would  urge  you  to  defeat  the  substitute  motion 
and  approve  the  original  motion. 

Speaker  Williams:  What  is  your  reaction  in 

regard  to  the  amendment? 

Voices:  Question! 

Speaker  Williams:  On  the  amendment. . . 

Dr.  Wolff:  May  I have  the  floor,  Mr.  Chair- 
man? 

Speaker  Williams:  Dr.  Wolff! 

Dr.  Wolff:  Gentlemen  of  the  House,  I am  sorry 
to  take  your  time  again,  but  I want  to  make  a couple 
of  things  clear.  In  the  first  place,  I did  not  imply, 
and  I hope  nobody  inferred,  any  reflection  on  the 
integrity  of  the  Council.  If  I did,  I reflect  on  my- 
self because  I have  been  a member  of  that  Council, 
so  that  is  not  so.  It  is  my  point,  I think  I tried  to 
make  before,  possibly  not  as  clearly  as  I might  have, 
since  this  is  an  action  initially  of  the  Council,  since 
it  affects  mainly  the  Council,  the  Council  should  not 
in  due  propriety  carry  out  the  recommendations. 
Caesar’s  wife  must  be  above  reproach.  We  must 
avoid  even  the  possible  suspicion  that  we  as  a Coun- 
cil are  doing  things  to  suit  ourselves.  We  think  I 
believe  that  this  Society  is  responsible  entirely  to  its 
individual  members.  I am  certain  that  where  they 
feel  that  certain  changes  should  be  made  they  will 
convey  their  thoughts  to  the  Council,  and  in  due 
time,  which  need  not  be  unduly  prolonged,  the 
Council  can  go  ahead.  I think  that  under  those 
circumstances  the  Council  need  feel  no  affront. 

I might  further  point  out  we  have  a comparable 
situation  in  the  American  Medical  Association, 
where  there  was  a so-called  Heller  Report,  which 
originally  was  referred  to  the  trustees,  was  then 
taken  by  the  House  of  Delegates  of  the  American 
Medical  Association,  and  referred  to  a special  com- 
mittee of  the  House  of  the  American  Medical  As- 
sociation, which  reported  back  some  six  months  or  a 
year  later.  Nobody  suffered.  I am  sure  the  por- 
tions that  were  desirable  were  implemented,  and  I 
think  everybody  is  happy  in  that  regard.  I think 
we  could  do  worse  than  to  emulate  them. 

V oices  : Question ! 

Speaker  Williams:  I hear  a call  for  the  ques- 
tion, and  naturally  the  question  is  on  the  amendment 
by  Dr.  McGroder,  who  said  that  he  wanted  to  amend 
the  substitute  resolution  of  Dr.  Wolff,  that  we  refer 
this  to  the  Planning  Committee.  Am  I right?  Is 
that  true,  Dr.  McGroder? 

Dr.  McGroder:  Correct. 

Speaker  Williams:  It  was  seconded.  We  have 
had  discussion.  Are  you  ready  for  the  question  on 


the  amendment  to  the  substitute  motion?  Is  that 
clear?  All  in  favor  of  the  amendment  to  the  sub- 
stitute resolution  to  refer  this  to  the  Planning  Com- 
mittee say  “aye”;  those  opposed  “no.”  The 
“nays”  have  it.  The  amendment  to  the  sub- 
stitute resolution  is  defeated. 

Now  you  have  before  you  the  substitute  resolu- 
tion of  Dr.  Wolff,  which  wants  to  appoint  a special 
committee — is  that  not  true,  Dr.  Wolff — isn’t  that 
it,  a special  committee  of  the  House,  to  which  this 
should  be  referred,  and  this  would  be  a House  com- 
mittee? Is  that  right,  Dr.  Wolff? 

Dr.  Wolff:  Correct,  sir. 

Speaker  Williams:  A committee  of  the  House, 
in  discussion  of  that,  Dr.  Heldmann. 

Dr.  Heldmann:  Mr.  Speaker  and  members  of 

the  House,  I would  like  to  say  one  or  two  words  in 
favor  of  Dr.  Wolff’s  resolution.  I have  read  this  re- 
port. I spent  many  hours  going  over  it  before  I 
came  to  this  House  of  Delegates.  I am  in  favor  of 
practically  everything  that  is  in  the  report,  but  I 
still  think  that  this  should  be  referred  to  a commit- 
tee of  the  House.  I think  it  is  such  an  important 
thing,  and  the  importance  to  the  entire  changing  of 
the  workings  of  the  State  Society  is  so  great  that  it 
should  be  taken  up  and  voted  on  by  the  House  itself 
and  by  a committee  of  the  House.  I think  the 
recommendations  of  that  committee  should  come 
back  here  next  year  and  be  voted  on  by  the  House, 
not  leave  it  to  the  Council  to  decide  these  things. 
We  are  the  representatives  of  the  county  medical 
societies.  The  Council  takes  over  when  we  are  not 
here. 

Speaker  Williams:  Point  of  clarity,  the  com- 
mittee of  the  House  would  be  appointed  by  the 
president  or  the  Speaker? 

Dr.  Wolff:  The  resolution  calls  for  appointment 
by  the  Speaker  with  approval  of  the  House. 

Speaker  Williams:  A committee  appointed  of 
the  House  by  the  Speaker,  subject  to  the  approval  of 
the  House,  so  it  is  clear.  Is  there  any  further  dis- 
cussion? Dr.  Allen  of  New  York  is  recognized. 

Dr.  Phillip  D.  Allen,  New  York:  Mr.  Speaker, 
I arise  as  an  individual,  although  I was  on  this  com- 
mittee, that  Ad  Hoc  Committee,  that  assisted  and 
cooperated  with  the  Edlund  group  in  the  preparation 
of  this  report.  It  seems  to  me  that  all  of  the  vital 
things  that  are  recommended  in  this  Survey  Report 
are  reflected  in  changes  of  the  Constitution  and  By- 
laws, which  naturally  have  to  remain  over  for  a year. 

It  seems  to  me  that  we,  as  a Society,  should  have 
enough  confidence  in  our  Council  to  decide  whether 
or  not  they  wish  to  implement  the  things  that  are 
not  involved  in  the  Constitution  and  Bylaws.  The 
county  societies  can  still  get  in  their  objections  or 
whatever  they  may  think  about  it  to  the  Council, 
and  if  the  Council  wish  to  parcel  some  of  these 
problems  out  to  committees  of  their  own  they  may 
do  so.  It  seems  to  me  that  if  we  refer  this  to  a 
House  committee  it  means  that  the  whole  thing  will 
have  to  lay  over  for  a year.  There  are  some  of  those 
minor  changes  that  just  should  not  lay  over  for  a 
year. 

Voices  : Question ! 

Speaker  Williams:  Dr.  Boland,  your  discussion 
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is  on  the  substitute  resolution,  is  it  not? 

Dr.  William  T.  Boland,  Sixth  District  Branch: 
Right. 

Speaker  Williams:  Fine!  Keep  it  there. 

Dr.  Boland:  I want  to  say  one  thing  as  an  in- 
troductory remark  though;  that  is  that  some  of  us 
in  this  House  now  that  have  been  working  for  this 
Survey  Report  for  at  least  eight  to  ten  years  now 
are  getting  tired.  We  wonder  why  we  have  to  keep 
putting  it  off  for  another  year. 

Speaker  Williams:  Does  that  conclude  your 

introductory  remarks? 

Dr.  Boland:  That  concludes  my  introductory 

remarks. 

Speaker  Williams:  Discuss  the  substitute 

resolution,  Doctor. 

Dr.  Boland:  I have  confidence  in  our  Council. 
I am  a member  of  the  Planning  Committee.  I 
have  worked  with  the  Council  being  a member  of 
the  Planning  Committee,  and  I am  sure  that  if  our 
Council  runs  into  anything  that  they  want  advice  on 
from  the  Planning  Committee  they  will  refer  that  to 
us,  and  then  we  will  give  them  everything  we  have. 
I certainly  am  in  favor  of  defeating  Dr.  Wolff’s 
amendment. 

Speaker  Williams:  Substitute  resolution. 

Voices:  Question! 

Speaker  Williams:  Is  there  any  other  discus- 
sion in  regard  to  the  substitute  resolution  of  Dr. 
Wolff,  to  establish  the  special  committee? 

Voices:  Question! 

Speaker  Williams:  I hear  calls  for  the  question. 
All  in  favor  of  Dr.  Wolff’s  substitute  resolution 
signify  by  saying  “aye”;  those  opposed  “no.” 
There  is  a question  and  a doubt  in  the  mind  of  the 
Chair.  I will  call  for  the  tellers.  All  those  in  favor 
of  the  substitute  resolution,  stand  and  be  counted. 
This  is  too  close  for  me  to  decide,  gentlemen.  I 
won’t  do  it. 

Dr.  Wolff:  May  I ask  to  be  excused  as  a teller. 

Speaker  Williams:  Then  I assign  Dr.  Lane  to 
substitute  for  Dr.  Wolff  as  a teller.  Does  anybody 
object  ta  my  appointments  of  the  tellers? 

Delegate  : Let  us  get  on  with  the  business  of  the 
meeting. 

Speaker  Williams:  If  this  is  not  the  business  of 
the  meeting,  as  the  Speaker  I don’t  know.  Now 


those  opposed  to  the  substitute  resolution  of  Dr. 
Wolff  will  please  stand  and  be  counted.  I am  sure 
the  tellers  have  counted  more  who  are  not  in  favor, 
so  the  substitute  resolution  I rule  is  defeated. 

Now  the  original  resolution,  the  recommendation 
of  Dr.  Azzari  is  before  you. 

Dr.  McGroder:  I would  like  to  know  the  result 
of  that  count,  and  if  the  count  with  the  ones  who  did 
not  vote  shows  there  is  still  a quorum  here. 

Speaker  Williams:  I interrupted  the  complete 
count,  but  I can  tell  you  that  there  were  34  for,  and 
the  men  counted  75  against,  and  a quorum  is  100, 
There  is  still  a quorum  in  the  House.  This  is  a vote 
established  legally. 

Dr.  Dorman  : Question ! 

Speaker  Williams  : I hear  a call  for  the  question 
on  the  original  recommendation.  Dr.  Azzari,  to 
clear  the  minds  of  the  delegates,  would  you  make 
your  recommendation  once  more? 

Dr.  Azzari:  I move  the  resolved,  Mr.  Speaker, 
that  those  portions  of  the  recommendations  and  sug- 
gestions of  the  1958  Survey  Report  which  do  not  re- 
quire amendment  to  the  Constitution  and  Bylaws 
be  referred  to  the  Council  for  consideration  and 
action. 

Speaker  Williams:  Referred  to  the  Council  for 
consideration  and  action.  Do  I hear  a call  for  the 
question? 

Voices:  Question. 

Speaker  Williams:  All  in  favor  of  the  recom- 
mendations of  Dr.  Azzari’s  report  say  “aye”;  con- 
trary “no.”  Dr.  Azzari’s  recommendation  stands 
adopted. 

Gentlemen,  I want  to  thank  you  for  jmur  patience 
and  tolerance.  I know  what  a night  session  means. 
I want  to  tell  you  this,  that  the  chances  are  tomorrow 
all  you  will  have  to  do  is  vote. 

Dr.  Azzari  would  like  to  have  a word.  Give  your 
attention  to  Dr.  Azzari. 

Dr.  Azzari  : I would  like  at  this  time  in  behalf  of 
the  committee  particularly  to  thank  Mr.  Burns,  of 
our  legal  department,  for  the  great  amount  of  work 
that  he  put  into  this  resolution.  Thank  you! 

Speaker  Williams:  At  this  point  I will  recess 
the  meeting  until  9 o’clock  tomorrow  morning. 

...  A recess  was  taken  at  11:55  p.m.  . . . 
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The  session  convened  at  9:24  A.M. 

Speaker  Williams:  The  House  will  be  in  order. 

Section  210 

Announcements 

Speaker  Williams:  The  Council  will  meet  at  2 
o’clock  or  immediately  after  the  House  adjourns,  in 
the  Headquarters  Room  on  the  18th  floor. 

I think  I had  better  also  announce  that  after  the 
House  adjourns  the  Board  of  Trustees  will  meet  im- 
mediately after  the  meeting  of  the  Council  in  the 
Headquarters  Room  on  this  floor. 

The  Judicial  Council  will  meet  immediately  when 
wre  recess  while  the  tellers  count  the  ballots.  The 
Judicial  Council  will  meet  in  the  rear  of  this  room. 

Section  211 

Appointment  of  Tellers 

Speaker  Williams:  The  Board  of  Tellers  will 
consist  of: 

Charles  F.  McCarty,  Kings,  Chairman 

Frank  A.  Gagan,  Dutchess,  Vice-Chairman 

Earl  C.  Waterbury.  Ninth  District 

Vincent  J.  Collins,  Anesthesiology 

E.  Craig  Coats,  Urology 

William  C.  Rausch,  Albany 

Joseph  P.  Alvich,  Bronx 

Henry  J.  Barrow,  Bronx 

John  A.  Kalb,  Broome 

Garra  L.  Lester,  Chautauqua 

Carl  G.  Whitbeck,  Columbia 

E.  Gordon  MacKenzie,  Dutchess 

James  E.  Glavin,  Essex 

Kenneth  F,  Bott,  Greene 

George  A.  Burgin,  Herkimer 

David  Kershner,  Kings 

Warren  A.  Lapp,  Kings 

Irving  M.  Pallin,  Kings 

Merle  D.  Evans,  Monroe 

Paul  H.  Sullivan,  Nassau 

Samuel  Frant,  New  York 

Frances  A.  Harmatuk,  New  York 

William  L.  Wheeler,  Jr.,  New  York 

Irving  L.  Ershler,  Onondaga 

John  D.  Van  Zandt,  Orange 

Sol  Axelrad,  Queens 

Jerome  L.  Leon,  Queens 

Gilbert  A.  Clark,  Rensselaer 

Walter  T.  Heldmann,  Richmond 

Edmund  D.  Colby,  Schenectady 

Maynard  W.  Gurnsey,  Steuben 

S.  Elisabeth  Vuornos,  Sullivan 

Eugene  F.  Galvin,  Ulster 

James  H.  Arseneau,  Wayne 

John  N.  Dill,  Westchester 

Section  212 

Report  of  Nominating  Committee 

Speaker  Williams:  The  first  order  of  business, 
Dr.  McClintock,  chairman  of  the  Nominating  Com- 
mittee, will  make  his  report. 

Dr.  John  C.  McClintock,  Councillor:  Mr. 

Speaker  and  members  of  the  House  of  Delegates, 


the  report  of  the  Nominating  Committee  is  found  on 
page  1151  of  your  printed  copy  of  the  reports. 

The  committee  appointed  by  the  president  con- 
sisted of  Sol  Axelrad,  M.D.,  Queens;  Leo  T.  Flood; 
M.D.,  Nassau;  John  C.  McClintock,  M.D.,  Al- 
bany; Walter  S.  Bennett,  M.D.,  Washington; 
Edw'ard  C.  Hughes,  M.D.,  Onondaga;  William  T. 
Boland,  M.D.,  Chemung;  Edward  T.  Wentworth, 
M.D.,  Monroe;  Harold  F.  Brown,  M.D.,  Erie; 
Andrew  A.  Eggston,  M.D.,  Westchester;  Robert  F. 
Warren,  M.D.,  Kings;  Philip  D.  Allen,  M.D.,  New' 
York;  Thurman  B.  Givan,  M.D.,  Kings,  ex  officio; 
and  W.  P.  Anderton,  M.D.,  New  York,  ex  officio. 

All  of  these  gentlemen  met  on  December  12,  1957, 
and  present  for  your  consideration  this  morning  the 
following.  By  action  of  this  House  of  Delegates 
yesterday  afternoon  a portion  of  the  Bylaws  was 
amended  making  the  first  part  of  this  report  ob- 
solete and  unnecessary.  I therefore  give  you  as  the 
first  candidate  for  office: 

For  president-elect,  Henry  I.  Fineberg,  M.D., 
Queens;  for  vice-president,  Harry  Golembe,  M.D., 
Sullivan;  for  secretary,  W.  P.  Anderton,  M.D., 
New'  York;  for  assistant  secretary,  Ezra  A.  Wolff, 
M.D.,  Queens;  for  treasurer,  Maurice  J.  Dattel- 
baum,  M.D.,  Kings;  for  assistant  treasurer,  Samuel 
Z.  Freedman,  M.D.,  New  York;  for  speaker, 
Joseph  A.  Lane,  M.D.,  Monroe;  for  vice-speaker, 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx. 

Councillors  for  three  year  terms:  Harold  F. 

Brown,  M.D.,  Erie;  John  M.  Galbraith,  M.D., 
Nassau;  John  C.  McClintock,  M.D.,  Albany,  and 
Norman  S.  Moore,  M.D.,  Tompkins. 

Trustees  for  five  years:  J.  Stanley  Kenney,  M.D., 
New  York;  Frederic  W.  Holcomb,  M.D.,  Ulster. 

Trustee  for  one  year:  James  Greenough,  M.D., 
Otsego. 

This  report  is  respectfully  submitted  by  the  com- 
mittee, and  I wish  to  thank  the  gentlemen  who  so 
carefully  deliberated  on  this  report  with  me. 

Section  213  {See  221) 

Nominations  and  Balloting 

The  president-elect,  vice-president,  secretary, 
treasurer,  assistant  treasurer,  speaker,  vice-speaker, 
four  councillors  for  three  years,  two  trustees  for 
five  years,  and  one  trustee  for  one  year,  as  proposed 
by  the  Nominating  Committee,  were  unopposed 
and  wTere  elected  by  a single  ballot  cast  by  the  sec- 
retary. 

For  the  office  of  assistant  secretary,  Dr.  John  L. 
Sengstack  wras  nominated  from  the  floor  and  Dr. 
Ezra  A.  Wolff  by  the  Nominating  Committee.  - 

The  nominees  of  the  Nominating  Committee  for 
election  of  nine  delegates  and  nine  alternate  dele- 
gates to  the  American  Medical  Association  were: 

W.  P.  Anderton,  M.D.,  New  York 

Herbert  H.  Bauckus,  M.D.,  Erie  {withdrawn) 
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Elton  R.  Dickson,  M.D.,  Broome 
Gerald  D.  Dorman,  M.D.,  New  York 
Andrew  A.  Eggston,  M.D.,  Westchester 
Henry  I.  Fineberg,  M.D.,  Queens 
John  M.  Galbraith,  M.D.,  Nassau 
Thurman  B.  Givan,  M.D.,  Kings 
Frederic  W.  Holcomb,  M.D.,  Ulster 
Edward  C.  Hughes,  M.D.,  Onondaga 
John  F.  Kelley,  M.D.,  Oneida 
Joseph  A.  Lane,  M.D.,  Monroe 
Charles  H.  Loughran,  M.D.,  Kings 
John  C.  McClintock,  M.D.,  Albany 
John  F.  Rogers,  M.D.,  Dutchess 
Carlton  E.  Wertz,  M.D.,  Erie 
Ezra  A.  Wolff,  M.D.,  Queens 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 

The  following  members  of  the  House  of  Dele- 
gates were  called  upon  to  cast  their  ballots: 


Officers,  Councillors,  Trustees 


Thurman  B.  Givan 
Leo  E.  Gibson 
A.  H.  Aaron 
W.  P.  Anderton 
Ezra  A.  Wolff 
Maurice  J.  Dattelbaum 
Samuel  Z.  Freedman 
Frederick  W.  Williams 
Joseph  A.  Lane 
J.  Stanley  Kenney 
Harold  F.  Brown 
John  M.  Galbraith 
John  C.  McClintock 
Norman  S.  Moore 


James  M.  Blake 
Peter  J.  Di  Natale 
Henry  I.  Fineberg 
John  F.  Rogers 
Gerald  D.  Dorman 
Edward  C.  Hughes 
Raymond  S.  McKeeby 
Frederick  A.  Wurzbach,  Jr. 
Frederic  W.  Holcomb 
James  Greenough 
Walter  W.  Mott 
Herbert  H.  Bauckus 
Renato  J.  Azzari 
John  J.  Masterson 


Ex-Presidents 


Orrin  Sage  Wightman 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 


Herbert  Berger 
Arthur  E.  Corwith 
Edwin  G.  Mulbury 
Roman  R.  Violyn 


William  G.  Woodin 
Vincent  J.  Collins 
Arthur  Q.  Penta 
Orlando  Canizares 
William  F.  Lipp 
Royal  H.  Davis 
Harry  E.  Tebrock 
Arnold  W.  Pohl 
Harry  E.  Faver 
Raymond  J.  Pieri 


Albany  00 

David  J.  Locke 
James  A.  Moore 
William  C.  Rausch 
Francis  A.  Stephens 

Allegany  ( 1 ) 

Irwin  Felsen 
Bronx  (12) 

Carl  R.  Ackerman 


Louis  H.  Bauer 
Carlton  E.  Wertz 
Edward  T.  Wentworth 


Arthur  F.  Gaffney 
William  T.  Boland 
William  L.  Dorr 
Elmer  T.  McGroder 


James  I.  Farrell 
Frederick  Lee  Liebolt 
Stanley  L.  Edmunds 
Harry  P.  Smith 
Alfred  J.  Vignec 
Milton  Lowenthal 
Joseph  H.  Kinnaman 
Frank  J.  Borrelli 
Jose  M.  Ferrer.  Jr. 

E.  Craig  Coats 


Joseph  P.  Alvich 
Henry  J.  Barrow 
Herbert  G.  Cohen 
Jerome  B.  Flynn 
Moses  H.  Krakow 
Frank  LaGattuta 
Samuel  Leo 
Thomas  F.  McCarthy 
Charles  Sandler 
Arnold  A.  Costabile 
Samuel  Wagreich 


Broome  (8) 

Leonard  J.  Flanagan 
John  A.  Kalb 
Jason  K.  Moyer 

Cattaraugus  {1) 

Joseph  A.  Wintermantel 

Cayuga  ( 1 ) 

Bernard  J.  Hartnett 

Chautauqua  (2) 

Garra  L.  Lester 
Herbert  A.  Laughlin 

Chemung  (2) 

R.  Scott  Howland 
Swen  L.  Larson 

Chenango  {1) 

Thomas  Flanagan 

Clinton  {1) 

Francis  F.  Baker 

Columbia  ( 1 ) 

Carl  G.  Whitbeck 

Cortland  (1) 

George  F.  Nevin 

Delaware  {1) 

Philip  Hust 

Dutchess  (8) 

Frank  A.  Gagan 
Maxwell  Gosse 
E.  Gordon  MacKenzie 

Erie  ( 8 ) 

E.  Dean  Babbage 
Antonio  F.  Bellanca 
Matthew  L.  Carden 
Robert  A.  Kaiser 
John  D.  Naples 
Samuel  Sanes 
Clarence  A.  Straubinger 
Walter  Scott  Walls 

Essex  ( 1 ) 

James  E.  Glavin 

Franklin  ( 1 ) 

Alfred  A.  Hartmann 

Fulton  {1) 

Joseph  J.  Thompson 

Genesee  {1) 

Alfred  L.  George 

Greene  ( 1 ) 

Kenneth  F.  Bott 

Herkimer  {1) 

George  A.  Burgin 

Jefferson  ( 1 ) 

Charles  A.  Prudhon 

Kings  (22) 

George  E.  Anderson 
Louis  Berger 
Leo  S.  Drexler 
John  J.  Flynn 
Alfred  P.  Ingegno 
David  Kershner 
Aaron  Kottler 
Arthur  E.  Lamb 
Warren  A.  Lapp 
Isaac  Levine 
Harry  A.  Mackler 
A.  W.  Martin  Marino 
John  G.  Masterson 
Charles  F.  McCarty 


Andrew  A.  Eggston 

Commissioner,  New  York  State 
Department  op  Health 
Herman  E.  Hilleboe 

District  Delegates 


Earl  C.  Waterbury 

Section  Delegates 


Delegates  from  Component  County  Societies 


David  B.  Monheit 
Irving  M.  Pallin 
Irving  J.  Sands 
Solomon  Schussheim 
Abraham  D.  Segal 
Milton  B.  Spiegel 
Charles  E.  Spratt 
Robert  F.  Warren 

Lewis  ( 1 ) 

Edgar  O.  Boggs 

Livingston  ( 1 ) 

Melville  A.  Hare 

Madison  ( 1 ) 

Felix  Ottaviano 

Monroe  (6) 

James  T.  Carroll 
Michael  J.  Crino 
Merle  D.  Evans 
Charles  R.  Mathews 
Lynn  Rumbold 
James  M.  Stewart 

Montgomery  ( 1 ) 

Max  L.  Dreyfuss 

Nassau  (8) 

Maurice  B.  Berger 
Gerard  V.  Farinola 
Leo  T.  Flood 
Abraham  W.  Freireich 
E.  Kenneth  Horton 
Percival  A.  Robin 
Paul  H.  Sullivan 
Joseph  G.  Zimring 

New  York  (26) 

Phillip  D.  Allen 
Michael  C.  Armao 
Norton  S.  Brown 
Samuel  B Burk 
William  A.  Cooper 
C.  Joseph  Delaney 
Lawrence  Essenson 
James  H.  Ewing 
George  W.  Fish 
Samuel  Frant 
Carl  Goldmark,  Jr. 
Frances  A.  Harmatuk 
George  Himler 
Ely  Elliott  Lazarus 
William  Hall  Lewis,  Jr. 
Julia  V.  Lichtenstein 
Frank  J.  McGowan 
John  R.  Murphy 
Peter  M.  Murray 
Herbert  S.  Ogden 
Henry  T.  Randall 
William  B.  Rawls 
Adelaide  Romaine 
Theresa  Scanlon 
William  L.  Wheeler.  Jr. 

Niagara  (2) 

Joseph  D’Errico 
John  C.  Kinzly 

Oneida  (8) 

Irwin  Alper 
Anthony  G.  Jarosewicz 
John  F.  Kelley 

Onondaga  (6) 

Irving  L.  Ershler 
Robert  F.  McMahon 
William  J.  Michaels,  Jr. 
William  E.  Pelow 
W.  Walter  Street 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 
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Orange  (8) 

Robert  J.  Hewson 
John  D.  VanZandt 
Irving  Weiner 

Orleans  (1) 

Angelo  F.  Leone 

Oswego  ( 1 ) 

Kent  W.  Jarvis 

Otsego  (1) 

John  W.  Latcher 

Putnam  ( 1 ) 

Robert  S.  Cleaver 

Queens  (18) 

Alfred  A.  Angrist 
Sol  Axelrad 
William  Benenson 
Monroe  M.  Broad 
Thomas  M.  d’ Angelo 
Albert  H.  Douglas 
Harry  H.  Epstein 
John  L.  Finnegan 
George  J.  Lawrence,  Jr. 

Jerome  L.  Leon 
John  Edward  Lowry 
Anthony  A.  Mira 
Louis  J.  Morse 

Rensselaer  (2) 

Gilbert  A.  Clark 
Leo  S.  Weinstein 

Richmond  (8) 

Walter  T.  Heldmann 
Cyril  M.  Levin 
Frank  Tellefsen 

Rockland  (2) 

Harold  W.  Grosselfinger 
George  Gordon  Knight 

St.  Lawrence  ( 1 ) 

Henry  Vinicor 

Saratoga  ( 1 ) 

Webster  M.  Moriarta 

Schenectady  (8) 

Raymond  J.  Byron 
Edmund  D.  Colby 
Donald  C.  Walker 

Section  214  (See  SO,  129 ) 

Representatives  of  Other  State  Societies 

Speaker  Williams:  Gentlemen,  it  gives  me  great 
pleasure  to  introduce  Dr.  Russell,  of  Connecticut, 
president  of  the  Connecticut  State  Medical  Society. 
— Dr.  Walter  I.  Russell:  Mr.  Speaker  and  mem- 
bers of  the  House,  it  gives  me  pleasure  and  inspira- 
tion to  be  here  and  see  how  you  people  from  the 
big  state  carry  on  your  business.  We  count  our 
members  in  Connecticut  by  the  hundreds  where  you 
in  New  York  State  count  them  by  the  thousands. 

There  is,  perhaps,  a little  disunity  in  most  of  the 
states,  New  York  and  Connecticut  included,  but  I 
think  Connecticut  can  top  you  people  even  though 
we  are  a smaller  state. 

At  the  present  time  it  gives  me  pleasure  to  bring 
you  greetings  from  the  Connecticut  State  Medical 
Society.  (Applause) 


Section  215 

Resolution  of  Thanks 

Secretary  Anderton  : Mr.  Speaker,  I move  that 
the  secretary  be  unanimously  empowered  to  pro- 
pose a resolution. 

Dr.  Dorman  : I second  the  motion. 

Speaker  Williams:  It  requires  unanimous  con- 
sent of  the  House  to  bring  in  a resolution.  It  is  a 
standard  resolution  that  will  save  us  trouble  so  I 
solicit  your  approval.  All  in  favor  of  extending  him 
the  right  to  introduce  this  resolution  say  “aye”; 
opposed,  if  any.  There  are  none.  Proceed,  Mr. 
Secretary. 

Secretary  Anderton:  Resolution  of  thanks, 

introduced  by  W.  P.  Anderton,  M.D.,  Secretary: 

Whereas,  the  152nd  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York  has 
proved  itself  to  be  successful  in  every  facet; 
now  therefore  be  it 

Resolved,  that  the  House  of  Delegates,  speaking 
for  our  entire  membership,  records  much  thanks  to 
those  who  have  made  this  possible;  and  be  it 
further 

Resolved,  that  we  express  our  appreciation  to 
the  Hotel  Statler-Hilton  in  New  York  City,  its 
officers  and  employes;  and  be  it  further 
Resolved,  that  we  thank  Mr.  Charles  L.  Bald- 
win, Miss  Camille  Marra,  Miss  Mollie  Pesikoff, 
and  others  for  their  helpful  preparations  for  our 
convention,  and  their  accomplishments  during 
our  sessions;  and  be  it  further 

Resolved,  that  we  thank  the  members  of  our 
staff  who  have  been  of  so  much  assistance  to  our 
House  of  Delegates,  Miss  Doris  K.  Dougherty, 
Miss  Alvina  Rich  Lewis,  Miss  Susan  Baker,  Miss 
Rosiyn  Feinberg,  and  Miss  Mary  McMahon  and 
her  assistant  registrars  : and  be  it  further 

Resolved , that  we  are  especially  grateful  to  Mr. 
Thomas  E.  Alexander  for  his  meticulous  efforts 
and  supervision  of  preparations  for  our  dinner 
dance,  House  of  Delegates,  and  many  other  parts 
of  our  convention;  and  be  it  particularly 
Resolved,  that  we  appreciate  and  admire  the 
successful  presiding  of  Dr.  Frederick  W.  Williams, 
our  speaker,  and  for  the  able  assistance  of  Vice- 
Speaker  Joseph  A.  Lane,  as  well  as  to  Dr.  Ezra  A. 
Wolff,  our  assistant  secretary. 

Speaker  Williams:  It  gives  me  great  pleasure  to 
introduce  Dr.  Bedell.  He  has  never  missed  a 
convention  yet. 

Dr.  Arthur  J.  Bedell,  Ex-President:  I rise,  sir, 
to  move  an  amendment.  As  we  heard  it  back  there, 
this  was  for  1952,  and  I move  that  it  be  made  1958. 

Secretary  Anderton:  Excuse  me,  sir,  it  says 
the  152nd  annual  convention. 

Dr.  Bedell:  But  you  mentioned  the  date,  did 
you  not?  If  not,  I am  in  error,  and  I apologize.- 
Speaker  Williams:  According  to  parliamentary 
procedure,  you  can  make  it  a personal  fight  through 
the  Chair,  not  at  each  other. 

Dr.  Wolff  is  recognized. 

Assistant-Secretary  Wolff:  I should  like  to 
amend  it  to  include  the  thanks  of  this  House  to 


Schoharie  (1) 

John  H.  Wadsworth 

Schuyler  (1) 

Albert  Duncan  McCarthy 

Seneca  ( 1 ) 

Stanley  B.  Folts 

Steuben  (2) 

Thomas  S.  Cotton 
Maynard  W.  Gurnsey 

Suffolk  (5) 

Earl  W.  Douglas 
Morris  R.  Keen 
John  L.  Sengstack 
Sol  Shlimbaum 
Robert  W.  Unangst 

Sullivan  ( 1 ) 

S.  Elisabeth  Vuornos 

Tioga  ( 1 ) 

John  H.  Jakes 

Tompkins  (1) 

C.  Stewart  Wallace 

Ulster  (2) 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  (1) 

Morris  Maslon 

Washington  (1) 

Walter  S.  Bennett 

Wayne  ( 1 ) 

James  H.  Arseneau 

Westchester  (7) 

Arthur  H.  Diedrick 
John  N.  Dill 
Harold  J.  Dunlap 
Reid  R.  Heffner 
James  M.  Jones 
William  P.  Reed 
Waring  Willis 

Wyoming  (1) 

Willard  J.  Chapin 

Yates  (1) 

John  A.  Hatch 
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Dr.  Anderton. 

Dr.  Gerald  D.  Dorman,  New  York:  I second  it. 

Speaker  Williams:  Is  there  any  discussion  of 
this  resolution?  If  not,  all  in  favor  say  “aye”; 
those  opposed  “no.”  The  resolution  stands  adopted. 

Section  216 

Report  of  Committee  on  Prise  Essays 

Speaker  Williams:  Dr.  Eggston  is  recognized. 
He  is  going  to  make  the  report  of  the  Committee  on 
Prize  Essays. 

Dr.  Andrew  A.  Eggston,  Ex-President:  Mr. 
Speaker  and  members  of  the  House  of  Delegates,  it 
is  my  pleasure  to  make  a report  as  chairman  of  the 
Committee  on  Prize  Essays. 

As  you  know,  there  are  two  funds  for  prizes,  the 
Lucien  Howe  in  ophthalmology  and  the  Merit  H. 
Cash  in  medicine.  There  were  four  essays  sub- 
mitted, and  that  is  rather  surprising  when  these 
prizes  are  publicized  so  much  in  the  Journal  in 
bold  face  type,  that  so  few  people  send  in  essays. 

The  Prize  Essays  Committee  consisting  of  Dr. 
Allen  H.  Minor,  Dr.  David  K.  Miller,  and  myself 
as  chairman,  have  met,  and  it  was  our  opinion  that 
the  essay  entitled,  “The  Vitreous  Story,”  for  the 
Lucien  Howe  prize,  in  which  the  author  used  the 
pseudonym,  Ex  Uno , Duo,  is  worthy  of  the  prize, 
because  of  the  outstanding  originality  and  presen- 
tation of  the  subject. 

Furthermore  the  committee  was  of  the  opinion 
that  none  of  the  three  manuscripts  submitted  for 
the  Merit  H.  Cash  prize  was  of  superior  quality 
sufficient  to  be  worthy  of  this  prize. 

This  is  respectfully  submitted  by  Andrew  A. 
Eggston,  chairman,  Allen  H.  Minor,  and  David  K. 
Miller,  with  my  thanks  to  them  because  they  were 
very  faithful  in  going  over  these  essays. 

Dr.  Anderton  is  the  custodian  of  the  prizes  and 
will  reveal  the  name  of  the  winner  of  the  essay  sub- 
mitted for  the  Lucien  Howe  prize,  “The  Vitreous 
Story.” 

Secretary  Anderton:  The  name  of  the  winner 
of  the  essay  submitted  for  the  Lucien  Howe  prize, 
“The  Vitreous  Story,”  is  Dr.  Donald  M.  Shafer, 
140  East  54th  Street,  New  York  22,  under  the 
pseudonym  Ex  Uno,  Duo. 

Speaker  Williams:  Do  I hear  a motion  to 

accept  this  report? 

Secretary  Anderton  : I so  move. 

Dr.  James  Greenough,  Trustee:  I second  it. 

Speaker  Williams:  Does  anyone  want  to  amend 
it,  with  thanks?  All  in  favor,  say  “aye”;  those 
opposed  “no.”  The  report  stands  adopted. 

Section  217 

Election  of  Life  Members 

Speaker  Williams:  Give  your  attention  to  the 
secretary.  He  has  a list  of  life  members  to  be  read 
and  approved. 

Secretary  Anderton  : I move  that  the  nomina- 
tions for  life  membership  which  are  printed  in  the 
pink  handbook  on  pages  8,  9,  10,  11,  and  also  the 
following  members  who  were  so  nominated  be 


created  life  members  of  our  Society : 

Samuel  Blumenfeld,  Bronx 

Florence  T.  Donovan,  Wilton,  Connecticut 

Arnold  Gottesman,  Corona 

Reginald  A.  Higgons,  Greenwich,  Connecticut 

Robert  S.  McBirney,  Flushing  (retroactive  to  May  15,  1957) 

James  C.  Walsh,  Lake  George 

Louis  Wardell,  New  York  City 

Dr.  Wolff:  I second  it. 

Speaker  Williams:  It  has  been  moved  and  sec- 
onded that  these  men  whose  names  were  published 
and  the  list  read  be  elected  to  life  membership. 
Is  there  any  discussion?  I hear  a call  for  the  ques- 
tion. All  in  favor  say  “aye”;  those  opposed  “no.” 
They  stand  elected. 

. . . The  complete  list  is  as  follows: 

Isidor  Adler,  Buffalo 

Walter  Charles  Allen,  Rochester 

Adolph  Anderson,  Huntington 

Max  Arensberg,  New  York  City 

Lucy  Honora  Baker,  Rochester 

Kurt  Bardach,  New  York  City 

Hugo  Berberich,  Richmond  Hill 

Victor  W.  Bergstrom,  Binghamton 

Leopold  Henry  Berliner,  Hohokus,  New  Jersey 

David  Berman,  Bronx 

Eleanor  Bertine,  New  York  City 

George  Bibby,  Pottersville 

Samuel  Blumenfeld,  Bronx 

Robert  Emery  Brennan,  New  York  City 

Thomas  P.  Brennan,  Nantucket,  Massachusetts 

Isidore  M.  Brenner,  New  York  City 

Alton  A.  Brill,  Bronx 

Perle  B.  Brockway,  Brooklyn 

Emile  Brunor,  New  York  City 

Stearns  Samuel  Bullen,  Sr.,  Rochester 

John  Carroll,  New  York  City 

Esteban  Verges  Casals,  New  York  City 

Hugh  Chaplin,  New  York  City 

Herbert  C.  Chase,  Greenwood,  Virginia 

Frank  S.  Child,  Port  Jefferson 

Donald  S.  Childs,  Syracuse 

Harold  Chandler  Clark,  New  Rochelle 

Harry  M.  Cohen,  Long  Island  City 

Marion  Collins,  Hagaman 

Charles  W.  Depping,  New  York  City 

Alfred  Deutsch,  New  York  City 

Florence  T.  Donovan,  Wilton,  Connecticut 

Glenn  J.  Doolittle,  Geneseo 

Joseph  Boncra  D’Oronzio,  New  York  City 

H.  Laurence  Dowd,  New  York  City 

Roy  D.  Duckworth,  Scarsdale 

William  C.  Durrin,  Stony  Brook 

Henry  D.  Duryea,  Buffalo 

Emanuel  Eckstein,  Gloversville  (retroactive  to  May  15,  1957) 

Maurice  A.  Egand,  Bronx 

Herbert  Elias,  New  York  City 

Wladimir  Eliasberg,  New  York  City 

Paul  S.  Erlanger,  Rochester 

Samuel  Eschwege,  New  York  City 

Gustavus  William  Faber,  New  York  City 

Isidore  Samuel  Faust,  Bronx 

Emilia  B.  Feibes,  Anna  Maria,  Florida 

Hedwig  Fischer,  Syracuse 

William  G.  Frank,  Katonah 

Eugene  Froehlich,  New  York  City 

A.  Allen  Goldbloom,  Tucson,  Arizona 

Harry  George  Goldman,  New  York  City 

Abraham  T.  Goldstein,  Utica 

Arnold  Gottesman,  Corona 

Samuel  Greenstein,  Bronx 

John  M.  Griffin,  Glens  Falls 

Benjamin  S.  Gutelius,  Dunkirk 

Alfred  Haas,  New  York  City 

Robert  R.  Hannon,  Albany 

Edward  F.  Healy,  Buffalo 

Thilo  Heidenheim,  New  York  City 
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Morris  W.  Henry,  Brooklyn 

David  Hertzberg,  Bronx 

Reginald  A.  Higgons,  Greenwich,  Connecticut 

Hans  G.  Hirsch,  New  York  City 

George  J.  Hogben,  Rye 

William  S.  S.  Horton,  Lynbrook 

Maurice  Husik,  New  York  City 

Carlyle  P.  Hussey,  Suffern 

Samuel  J.  Indenbaum,  Los  Angeles,  California 

Benjamin  Jablons,  New  York  City 

Edward  E.  Kahn,  New  Rochelle 

Oscar  Jay  Kahn,  Brooklyn 

Ira  I.  Kaplan,  New  York  City 

Benjamin  Karen,  Bronx 

Paul  Kaufman,  New  York  City 

Max  Kavaler,  Bronx 

J.  Raymond  Kelly,  Hornell 

Morris  Kennedy,  Gloversville 

Norman  T.  Kirk,  Montauk 

Sigmund  Klein,  Bronx 

William  Klein,  Bronx 

Louis  E.  Klingon,  Brooklyn 

Louis  M.  Kommel,  Bronx 

John  George  Krauss,  Flushing 

Isidore  Joseph  Landsman,  Bronx 

John  F.  Larkin,  Kingston 

Joshua  H.  Leiner,  Bronx 

Leon  M.  Lesser,  Brooklyn 

Harold  H.  Levy,  Bronx 

Philip  Leibling,  Bronx 

Martin  J.  Loeb,  Bronx 

Bernhard  R.  Loewy,  Peekskill 

Enrique  A.  Lopez,  Yonkers 

Ruth  Lubliner,  Bronx 

Nathan  Magida,  New  York  City 

Irving  Margulies,  New  York  City 

Alexander  T.  Martin,  New  York  City 

Robert  S.  McBirney,  Flushing  (retroactive  to  May  15,  1957) 

Daniel  Michael  McCarthy,  Brooklyn 

Thomas  L.  McNamara,  Corning 

David  Arthur  Meiselas,  Brooklyn 

Hymin  Victor  Mendelsohn,  New  York  City 

Louis  C.  Menger,  Brooklyn 

Percival  K.  Menzies,  Syracuse 

Harry  Meyersburg,  Brooklyn 

Ward  W.  Millias,  Rome 

Eli  Moschowitz,  New  York  City 

Samuel  A.  Moss,  Miami  Beach,  Florida 

Edward  A.  Mulligan,  New  York  City 

Samuel  G.  Mundell,  Bronx 

Earl  W.  Mungle,  Binghamton 

George  F.  Murnane,  Utica 

Bartholomew  O.  Murphy,  Syracuse 

Howard  C.  Murray,  Herkimer 

Walter  C.  Nelson,  Binghamton  (retroactive  to  May  15,  1957) 

Paul  M.  Neuda,  New  York  City 

Hugo  Neuhaus,  Freeport 

John  H,  Oberle,  Bronx 

Charles  Frederick  Pabst,  Brooklyn 

George  D.  Pace,  Saugerties 

James  C.  Pinkston,  Corning 

Carlton  F.  Potter,  Syracuse 

Leon  H.  Prior,  Buffalo 

Arthur  Mitchell  Reich,  New  York  City 

Solomon  Reich,  Bronx 

Anthony  C.  Reiger,  Jensen  Beach,  Florida 
Eric  A.  Reuss,  Brooklyn 
Edwin  R.  Reynolds,  Rochester 
Walter  A.  Reynolds,  Albany 
Hugh  A.  Riley,  Bronxville 
Robert  Rosenfeld,  Brooklyn 
George  Rosenow,  New  York  City 
Herman  N.  Rothman,  Bronx 
Asher  Harry  Rubenstein,  Syracuse 
Alta  Sager-Green,  Williamsville 
Bernard  Samuels,  New  York  City 
WTalter  H.  E.  Schmitt,  Brooklyn 

Joseph  M.  Schneier,  Rye, (retroactive  to  May  15,  1957) 

Ellis  M.  Schwartz,  New  York  City 

Henry  J.  Schwartz,  Montrose,  California 

Otto  M.  Schwerdtfeger,  New  York  City 

Nathan  Settel,  New  York  City 

Herman  Shann,  Brooklyn 


Howard  F.  Shattuck,  New  York  City 

Charles  Shookhoff,  Brooklyn 

Max  J.  Shulman,  Bronx 

Edmund  G.  Silverman,  Brooklyn 

George  S.  Sincerbeaux,  Holly  Hill,  Florida 

Joseph  II,  Singer,  Bronx 

Benjamin  J.  Singleton,  Glens  Falls 

Walter  L.  Sittner,  New  York  City 

Solomon  Smelin,  Bronx 

F.  Carlier  Smith,  Brooklyn 

Windsor  Robert  Smith,  Miami,  Florida 

Arthur  P.  Squire,  Rotterdam  Junction 

Jacob  Jerome  Steinfelder,  New  York  City  (retroactive  to 
May  15,  1957) 

Milton  Tanzer,  New  York  City 

Charles  B.  Thompson,  New  York  City 

Sydney  E.  Thompson,  Richmond  Hill 

James  W.  Thomson,  Rochester 

Ralph  N.  Tripp,  New  York  City 

Karl  Vogel,  New  York  City 

William  J.  Walker,  Bronx 

James  C.  Walsh,  Lake  George 

James  D.  Wanda,  Solvay 

Louis  Wardell,  New  York  City 

Israel  S.  Wechsler,  New  York  City 

Alfred  M.  Wedd,  Rochester 

Arthur  Weil,  New  Gardens 

Frederick  S.  Weinberg,  New  York  City 

Wilhelm  Weinberger,  New  York  City 

A.  Lester  Weisberg,  Bronx 

Gilbert  Henry  Welch,  Rochester 

Jacob  A.  Wessler,  Bronx 

Frederick  S.  Wetherell,  Syracuse 

William  Crawford  White,  New  York  City 

William  H.  Williams,  Whitesboro 

James  C.  Wilson,  Tuckahoe 

James  Wesley  Wiltsie,  Binghamton 

Henry  G.  Wincor,  Bronx 

Leopold  Windner,  Brooklyn 

Charles  Wolf,  New  York  City 

Alexander  Wolff,  New  York  City 

Dorothy  Worthington,  White  Plains 

Edwin  G.  Zabriskie,  New  York  City 

Alfred  Zinner,  New  York  City 

Speaker  Williams:  Are  there  any  other  refer- 
ence committees  to  report? 

. . .'There  was  no  response  . . . 

Speaker  Williams:  Any  other  committee  re- 
ports to  come  before  the  House  at  this  time? 

. . . There  was  no  response  . . . 

Section  218 

Address  by  Incoming  President 

Speaker  Williams:  Is  Dr.  Leo  F.  Gibson  in  the 
House?  Will  Dr.  Hughes  and  Dr.  Pelow  escort 
Dr.  Gibson  to  the  platform? 

. . . Drs.  Edward  C.  Hughes  and  William  E. 
Pelow  escorted  incoming  President  Gibson  to  the 
platform  amid  applause  . . . 

Speaker  Williams:  Gentlemen,  your  new  presi- 
dent. (Applause) 

Incoming  President  Gibson:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  I described  my 
attitude  toward  the  honor  which  you  have  con- 
ferred upon  me  in  my  address  of  j^esterday,  and  I 
again  reiterate  that.  As  you  have  heard  in  the  last 
two  days  in  the  many  discussions  in  regard  to  the 
many  things  which  the  Council  and  the  adminis- 
trative body  of  this  House  will  have  to  decide  in  the 
coming  year,  we  are  going  to  have  a big  job,  and  we 
beseech  the  aid  of  all  the  people  that  are  members  of 
the  Medical  Society  of  the  State  of  New  York. 
(Applause) 
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Speaker  Williams:  Thank  you,  Dr.  Gibson. 

As  you  have  instructed,  the  secretary  has  cast  the 
one  ballot,  and  I would  like  to  call  on  Dr.  Fineberg. 

I would  like  Dr.  Lawrence  and  Dr.  Thurman 
Givan  to  escort  Dr.  Fineberg  to  the  platform. 

. . . Drs.  George  J.  Lawrence,  Jr.,  and  Thurman 
B.  Givan  escorted  incoming  President-Elect  Fine- 
berg to  the  platform  amid  applause  . . . 

Section  219 

Address  of  Incoming  President-Elect 

Incoming  President-Elect  Fineberg:  Mr' 

Speaker,  ladies  and  gentlemen,  I full  well  realize 
that  you  are  in  no  mood  for  speeches  this  morning, 
and  I can  assure  you  that  you  will  have  none  from 
me.  I would  like  to  say  that  I am  very  grateful  to 
all  of  you  for  this  very  great  honor  that  you  have 
bestowed  upon  me  this  morning.  Ladies  and 
gentlemen,  with  the  help  of  God  I know  that  all  of 
us  will  continue  to  work  as  we  have  in  the  past  for 
the  health  and  welfare  of  the  people  of  our  great 
State. 

Thank  you  very  much!  (Applause) 

Speaker  Williams:  We  will  recess  for  at  least 
twenty  minutes. 

Section  220 

Thanks  to  the  Speaker 

Dr.  Gerald  D.  Dorman,  Councillor:  Before  re- 
cessing may  I rise  to  a point  of  personal  privilege? 

Speaker  Williams:  You  surely  may. 

Dr.  Dorman:  At  this  point  I would  like  to  say 
that  the  House  has  expressed  to  you  officially  its 
thanks  for  the  way  you  have  presided.  As  an  old 
friend  that  I have  known  for  many  years  now,  I 
want  to  tell  you  what  a grand  job  you  have  done  and 
what  every  one  of  us  feels  has  been  done  on  this  job 
here.  We  realize  that  it  has  been  a hard  job.  You 
have  had  an  unruly  House  at  times,  but  you  have 
always  kept  us  right  on  the  point  and  kept  us  right 
in  line.  I would  like  to  express  my  personal 
feelings  to  you  of  appreciation  for  the  years  when 
you  have  allowed  me  to  sit  here  in  the  front  row  and 
heckle  you  off  and  on.  I want  to  tell  you  and  have 
it  spread  on  the  minutes  that  you  have  our  personal 
affection,  and  we  will  miss  you  during  the  years 
ahead.  Thank  you! 

. . . The  delegates  arose  and  applauded  . . . 

Dr.  Arthur  J.  Bedell,  Ex-President:  Gentle- 
men of  the  House,  I certainly  most  heartily  second 
the  motion  just  made  by  Dr.  Dorman.  I feel,  as 
he  has  expressed,  a very  high  regard  for  the  Speaker 
and  certainly  for  his  executive  skill. 

Speaker  Williams:  Thank  you! 

We  will  recess  for  a half  hour.  Will  you  reas- 
semble in  a half  hour  to  hear  the  report  of  the  tellers? 

. . . Recess  . . . 

Section  221  (See  213) 

Report  of  the  Tellers 

Speaker  Williams:  The  Chair  recognizes  the 


chairman  of  the  tellers.  Give  your  attention  to  the 
chairman  of  the  tellers,  Dr.  McCarty,  of  Kings. 

Dr.  Charles  F.  McCarty,  Kings:  For  Assistant 
Secretary,  Wolff,  119;  Sengstack  116. 

For  delegates: 


Henry  I.  Fineberg 209 

Thurman  B.  Givan 202 

Carlton  E.  Wertz 180 

Gerald  D.  Dorman 173 

W.  P.  Anderton 163 

Joseph  A.  Lane 154 

John  C.  McClintock 144 

John  M.  Galbraith 143 

John  F.  Kelley 102 


Speaker  Williams:  According  to  the  Bylaws 
these  first  nine  receiving  the  highest  number  of 
votes  are  elected  as  delegates  to  the  American 
Medical  Association. 

Dr.  McCarty:  Alternates  in  the  order  of  the 


number  of  votes  received: 

Ezra  A.  Wolff 71 

Frederick  A.  Wurzbach,  Jr 49 

Charles  H.  Loughran 44 

Frederic  W.  Holcomb 41 

John  F.  Rogers 38 

Edward  C.  Hughes  32 

Andrew  A.  Eggston 22 

Elton  R.  Dickson 11 


Speaker  Williams:  These  men  are  declared 

alternate  delegates  to  the  American  Medical  Asso- 
ciation in  the  order  of  the  vote  that  they  received, 
and  which  has  been  read. 

I forgot  to  declare  Dr.  Wolff  elected  assistant 
secretary.  By  the  way,  that  was  quite  a close  vote. 

All  the  rest  of  the  slate  were  unopposed  and  were 
elected  at  the  time  the  secretary  was  instructed  to 
cast  the  single  ballot. 

The  Council  meeting  will  be  held,  followed  by  the 
Board  of  Trustees  meeting,  in  the  Headquarters 
Room.  Is  there  any  further  business?  Of  course 
the  men  elected  today,  the  new  councillors  and  the 
new  officers  will  meet  with  the  Council  in  the  Head- 
quarters Room  right  after  we  adjourn. 

Dr.  John  C.  McClintock,  Councillor:  If  I may, 
sir,  I would  like  to  have  a vote  of  thanks  moved  for 
the  manner  in  which  the  Speaker  has  conducted 
this  meeting. 

Dr.  Gerald  D.  Dorman,  Councillor:  I second 
that. 

Speaker  Williams:  That  has  been  done. 

Dr.  McClintock:  That  was  personal.  This  I 
would  like  the  House  to  pass  to  express  its  sentiment. 

. . . The  delegates  arose  and  applauded  . . . 

Speaker  Williams:  I might  as  well  go  out  on  the 
upbeat  and  rule  that  out  of  order  because  there 
was  a vote  of  thanks  included  in  the  blanket  resolu- 
tion, was  there  not,  for  the  Speaker  in  behalf  of  the 
House? 

Secretary  Anderton:  Yes,  sir,  but  it  was  quite 
inadequate. 

Speaker  Williams:  That  also  is  out  of  order. 

Dr.  Dorman:  I move  the  House  overrule  the 
Speaker  in  this  instance. 

Speaker  Williams:  All  right,  he  says  I should 
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BOUSE  OF  DELEGATES 


try.  The  decision  of  the  Chair  is  being  challenged. 
The  Chair  asks  and  solicits  you  for  support  of  the 
opinion  of  the  Chair.  All  in  favor  of  the  Chair 
signify  by  saying  “aye”;  those  opposed  “no.” 
The  Chair  stands  corrected.  All  these  resolutions 
will  be  filed. 

Dr.  Samxjel  Z.  Freedman,  Assistant  Treasurer: 
I move  that  the  House  of  Delegates  extend  thanks 
to  our  employes,  Mr.  Alexander,  who  put  in  a hectic 
few  days. 

Speaker  Williams:  That  has  been  done.  That 
resolution  was  passed  when  you  were  out. 


Is  there  any  other  business? 

Dr.  Freedman:  I move  we  adjourn. 

Speaker  Williams:  Before  I entertain  that  I 
want  to  say  one  word.  I want  to  thank  you  all  for 
your  loyalty  and  support.  You  have  been  very 
kind  and  very  patient  with  it  all  throughout  the 
years,  and  I don’t  have  to  tell  you  I enjoyed  every 
minute  of  it  except  this  one  when  I have  to  say 
goodbye. 

You  stand  adjourned. 

. . . The  House  of  Delegates  adjourned  at  11:00 
a.m.,  sine  die  . . . 
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Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  -f  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  16G 

1 . Friedlander,  H.  S. : The  role  of  ataraxics  in  cardiology.  Am.  J.  Card.  1:555,  March  1958. 

2.  Shapiro,  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8:504.  Dec.  1957. 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J.  CML.7187  w.MARlt 
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Also  available  as 
PMB-400  (0.4  mg.  "Premarin/'  400  mg.  meprobamate 
in  each  tablet). 


s"pp'y; 

No.  880,  PMB-200 
bottles  of  60  and  500. 


No.  881,  PMB-400 
bottles  of  60  and  500. 


? MB-  200 

"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY, . . 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

"Premarin®”  conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 
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BAXTER  LABORATORIES,  INC 


Morton  Grove 
^ Illinois 


Trademark  of  Baxter  Laboratories,  Inc. 


DISTRIBUTED  AND  AVAIIABIE  ONLY  IN  THE  37  STATES  EAST  Of  THE  ROCRIES  (UCRSI  In  Hi*  elif  •*  Tl  T....I  TMROUOH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON.  ILLINOIS 


A/eui  cancefU  In 

PEDIATRIC 

dodape  cantsvol 

R36  PEDATROL 


New  and  radical  in  design,  the  segmented 
chamber  of  Pedatrol  permits  exact  control 
of  solution  or  blood  administration,  from  10 
ml.  to  50  ml.,  in  increments  of  10  ml. 

Each  compartment  of  the  chamber  holds  pre- 
cisely 10  ml.  of  fluid.  By  clamping  off  at  any 
point  between  compartments  you  automati- 
cally set  up  the  required  dosage.  Simple, 
efficient  and  accurate  . . . without*  constant 
supervision.  Once  the  hemostat  is  clamped, 
only  the  prescribed  contents  can  be  admin- 
istered. Flashball®  above  top  segment  simpli- 
fies supplemental  medication. 

Make  Pedatrol  standard  equipment  in  your 
Central  Supply.  Save  nursing  time . . . ease  the 
work  load  . . . surely,  safely,  economically. 
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JUST  AS  A REMINDER 

B.M.T I&ti)du,i2£r  / 


AURALGAN 


IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 


0-T0S-M0-SAN 


BROAD-SPECTRUM 
THERAPY  WITHOUT 
ANTIBIOTICS 


RHINALGAN 


SAFE! 

"NOT  JUST  ANOTHER 
DECONGESTANT" 


LARYLGAN 


FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 


D O H O CHEMICAL  CORP.,  100  VARICK  ST.,  NEW  YORK  13,  N.Y. 
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harmful  cough  - 6 to  8 hours 

with  one  timed-release  tablet 


A single,  easily- swallowed  Tussaminic  tablet 
provides  decongestion  of  the  upper  respiratory 
tract,  non-narcotic  control  of  the  cough  reflex 
center  and  effective  expectorant  action. 

Nasal  and  paranasal  congestion  associated  with 
cough  is  relieved  by  the  oral  respiratory  decon- 
gestant action  of  Triaminic*.  Non-narcotic 
antitussive  action  is  provided  by  Dormethan, 
as  effective  as  codeine  but  without  codeine’s 
drawbacks.  The  classic  expectorant,  terpin 
hydrate,  helps  augment  the  flow  of  demulcent 
respiratory  fluids. 

Each  Tussaminic  Tablet  provides: 

triaminic® 100  mg. 

(phenylpropanolamine  HC1 50  mg.; 

pheniramine  maleate 25  mg.; 

pyrilamine  maleate 25  mg.) 

Dormethan  (brand  of  dextromethorphan 

HBr) 30  mg. 

Terpin  hydrate 300  mg. 

Dosage:  One  tablet  in  the  morning,  mid-afternoon 
and  at  bedtime.  The  tablet  should  be  swallowed 
whole  to  preserve  the  timed-release  action. 


how  Tussaminic 
timed-release  tablets 
provide  6 to  8 hours 
of  cough  relief 

first — the  outer  layer  disintegrates 
in  minutes  to  provide  3 to 


them— the  Inner  core  releases 
its  ingredients  to  provide 
3 to  4 more  hours  of  relief 


Tussaminic 


timed-release 

tablets 


for  relief  from  harmful  cough  “around  the  clock” 


On  one  tablet— the  patient 
can  work  all  day 


On  one  tablet— the  patient 
can  relax  all  evening 


On  one  tablet— the  patient 
can  sleep  all  night 


^Triaminic  will 


running  noses 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


3057 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  {Continued from  page  3056) 


Section  Officers 

1958-1959 


ALLERGY 

Harry  Markow,  Chairman Kings 

Douglas  E.  Johnstone,  Vice-Chairman Monroe 

Harry  Leibowitz,  Secretary Kings 

Francis  E.  Ehret,  Delegate Erie 

ANESTHESIOLOGY 

John  J.  Della  Porta,  Chairman Monroe 

Lester  C.  Mark,  Vice-Chairman New  York 

Solomon  G.  Hershey,  Secretary Bronx 

Vincent  J.  Collins,  Delegate New  York 

CHEST  DISEASES 

Ida  Levine,  Chairman Kings 

Francis  W.  O’Donnell,  Vice-Chairman Erie 

Harry  Golembe,  Secretary Sullivan 

Arthur  Q.  Penta,  Delegate Schenectady 

DERMATOLOGY  AND  SYPHILOLOGY 

Herbert  L.  Traenkle,  Chairman Erie 

David  Bloom,  Vice-Chairman New  York 

Richard  L.  Saunders,  Secretary Niagara 

Joseph  J.  Hallett,  Delegate Monroe 

GASTROENTEROLOGY  AND  PROCTOLOGY 

M.  Luther  Musselman,  Chairman Erie 

Sidney  M.  Fierst,  Vice-Chairman Kings 

Michael  R.  Deddish,  Secretary New  York 

Sydney  D.  Weston,  Delegate Kings 

GENERAL  PRACTICE 

Royal  S.  Davis,  Chairman Westchester 

Arthur  Howard,  Vice-Chairman Fulton 

Lawrence  Ames,  Secretary Kings 

Mary  H.  Wyttenbach,  Delegate Chemung 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Norman  Plummer,  Chairman New  York 

Harry  A.  Hanson,  Vice-Chairman Monroe 

Raymond  J.  Murray,  Secretary Nassau 

James  H.  McDonough,  Delegate Oneida 

LEGAL  MEDICINE 

Alfred  Koerner,  Chairman New  York 

George  A.  Friedman,  Vice-Chairman New  York 

Henry  Siegel,  Secretary Queens 

Milton  Helpern,  Delegate New  York 

MEDICINE 

Victor  L.  Pellicano,  Chairman Niagara 

Thomas  F.  Frawley,  Vice-Chairman Albany 

Albert  H.  Douglas,  Secretary Queens 

Herbert  Berger,  Delegate Richmond 

NEUROLOGY  AND  PSYCHIATRY 

Isaac  Shapiro,  Chairman Schenectady 

Harry  A.  Kaplan,  Secretary Kings 

Meyer  Rosenberg,  Delegate Kings 

OBSTETRICS  AND  GYNECOLOGY 

Michael  J.  Jordan,  Chairman New  York 

Richard  W.  Baetz,  Vice-Chairman Erie 

Bernard  J.  Pisani,  Secretary New  York 

Arthur  R.  Wilsey,  Delegate Fulton 


OPHTHALMOLOGY 

Donald  E.  Moore,  Chairman Onondaga 

Thomas  M.  d’ Angelo,  Vice-Chairman Queens 

Ivan  J.  Koenig,  Secretary Erie 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Edward  M.  Winant,  Chairman New  York 

Benjamin  E.  Obletz,  Secretary Erie 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Alfred  W.  Doust,  Chairman Onondaga 

Daniel  C.  Baker,  Jr.,  Vice-Chairman.  . . New  York 

George  M.  Trainor,  Secretary Monroe 

Samuel  F.  Kelley,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY, 

AND  BLOOD  BANKING 

Joseph  D.  Gioia,  Chairman Dutchess 

Louis  R.  Ferraro,  Vice-Chairman Nassau 

George  K.  Higgins,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

John  A.  Monfort,  Chairman Kings 

Richard  A.  Downey,  Vice-Chairman Erie 

Hugh  F.  Leahy,  Secretary Albany 

Fred  W.  Bush,  Delegate Monroe 

PHYSICAL  MEDICINE 

Leslie  Blau,  Chairman Broome 

Joseph  B.  Rogoff,  Vice-Chairman New  York 

Frederick  Ziman,  Secretary New  York 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Ralph  M.  Vincent,  Chairman Albany 

William  E.  Mosher,  Vice-Chairman Erie 

Robert  H.  Broad,  Secretary Tompkins 

Joseph  H.  Kinnaman,  Delegate Nassau 

RADIOLOGY 

John  F.  Roach,  Jr.,  Chairman Albany 

Albert  A.  Dunn,  Vice-Chairman New  York 

Paul  Riemenschneider,  Secretary Onondaga 

Frank  J.  Borrelli,  Delegate New  York 

SURGERY 

Edmund  N.  Goodman,  Chairman .New  York 

Harry  W.  Hale,  Jr.,  Secretary Erie 

Paul  A.  Kennedy,  Delegate Erie 

UROLOGY 

William  J.  Staubitz,  Chairman Erie 

E.  Craig  Coats,  Vice-Chairman New  York 

Howard  T.  Thompson,  Secretary Monroe 

E.  Craig  Coats,  Delegate New  York 


Session  Officers 

1958-1959 

HISTORY  OF  MEDICINE  PUBLIC  RELATIONS 

Eliot  B.  Hague,  Chairman Erie  George  A.  Burgin,  Chairman Herkimer 

Richard  B.  Stark,  Secretary New  York  Kenneth  T.  Rowe,  Secretary Steuben 


3058 


essential  ally  of  the  doctor 
in  relieving  anxiety , tension 


an  "agent  of  choice  in  treating  tension 


• effective  without  somnolence 

• allows  the  patient  to  continue  his  normal  activities 

Trilafon  Tablets  — 2 mg.  and  4 mg.;  bottles  of  50  and  500. 

Trilafon  Repetabs,®  4 mg.  for  prompt  effect 

in  the  outer  layer  and  4 mg.  for  prolonged  action  in  the 

timed-action  inner  core;  bottles  of  30  and  100. 

For  complete  details  on  Trilafon  consult  Schering  literature. 

(1)  Marangoni,  B.  A.:  Am.  Pract.  & Digest  Treat.  <9:1959,  1957. 


In  potentially- 
serious 
infections.., 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 


A 


but  true  oral  repository  action 
in  the  treatment  of  obesity . . . with 

SYNATAN 

through  the  Durabond®  Principle 
of  ionic  release 

In  Synatan  products  the  repository  mechanism  is  built  into  every 
molecule  by  means  of  the  Durabond  Principle— your  assurance 
of  prolonged  action  with  a single  oral  dose.  The  result— smooth, 
effective  control  of  appetite  and  emotional  tone,  with  minimal 
side  effects. 


Synatan  Each  tabule  contains  Tanphetamin 
(d-  amphetamine  tannate)  17.5  mg. 
for  control  of  appetite  and  mood 

Seco-Synatan  Each  tabule  contains  Tanpheta- 
min 17.5  mg.,  Secobarbital  35.0  mg. 

for  control  of  obesity  with  an  emotional  overlay 

Synatan  Forte  Each  tabule  contains  Tanpheta- 
min 26.25  mg. 
for  greater  anorexic  action 

Dosage:  1 tabule  at  10  a.m.  for  all-day  control. 
For  prescription  economy,  order  bottles  of  50. 


7Ie±a2ej' 


IRWIN,  NEISLER  & CO.,  Decatur.  Illinois 
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itibiotic  absorption. 


for  peak  antibiotic 


site  of  infection  where,  in  essenc 
i a wide  range  of  pathogens  under 


VARIED 


:id  helps  control 
ire  optimal  with 


illic  ions,  always  present  in  the  intesti- 
jutic  dose.  The  three  active  carboxyl 
V trap  these  free  cations  and  allow 


liotics  are  proved,  ACHROMYCIN  V 
tissue  conditions.  Citric  acid,  a factor 


ically  established  value  in  the  natural  acid-base  regulating  mechanism  of  the 
militates  a more  complete,  and  rapid  antibiotic  action. 


PRESCRIBE 
OTHER 
TIBIOTIC 


MAN  CYANAMiO  COMPANY.  Pearl  River.  New  York 


vitamin-mineral  combination 

She  supplements  her  daily  diet  with  the  NATABEC 
Kapseals  prescribed  by  her  physician.  The  care- 
fully  balanced  formula  of  NATABEC  provides  1 
vitamin-mineral  support,  helping  to  promote  better  j 
health  for  both  mother  and  child. 


each  NATABEC  Kapseal  contains: 

Calcium  carbonate 600  mg. 

Ferrous  sulfate 150  mg. 

Vitamin  D 400  units  (10  meg.) 

Vitamin  Bt  (tbiamine)  mononitrate 3 mg. 

Vitamin  Ba  (riboflavin)  2 mg. 

Vitamin  Bl2  (crystalline)  2 meg. 

Folic  acid 1 mg. 

Synkamin®  (vitamin  K)  (as  the  hydrochloride) 0.5  mg. 

Rutin 10  mg. 

Nicotinamide 10  mg. 

Vitamin  B„  ( pyridoxine  hydrochloride)  3 mg. 

Vitamin  C (ascorbic  acid) 50  mg. 

Vitamin  A 4,000  units  (1.2  mg.) 

Intrinsic  factor  concentrate 5 mg. 

dosage 

As  a dietary  supplement  during  pregnancy  and  through- 
out lactation,  one  or  more  Kapseals  daily.  Available  in 
bottles  of  100  and  1,000. 

{PS;PARKE,  DAVIS  & COMPANY 

\ DETROIT  32,  MICHIGAN  rsssa 


* 
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during  her  pregnancy 

and  throughout  lactation 


KAPS  EE/^XI SB® 


( 


new  3 -way- 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins — Bj,  B6,  B12 


wm 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate...  plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B12. 


Lysine-Vitamins 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (5  cc,)  contains: 


1-Lysine  HC1 300  mg. 

Vitamin  BI2  Crystalline 25  mcgm. 

Thiamine  HC1  (Bi) 10  mg. 

Pyrodoxine  HC1  (Be) 5 mg. 

Ferric  Pyrophosphate  (Solution) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  m9- 

Sorbitol 3.5  Gm. 


LEDERLE  L A B O R AT  O R I E S , a Division  of  AMERICAN 
*Reg.  U.  S.  Pat.  Off. 


CYANAMID  COMPANY,  Pearl  River,  New  York 
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E.  L.  Patch  & Company 3200,  3201 

Pinewood  Sanatorium 3218 

Pitman-Moore  Company 3212,  3213 

Purex  Laboratories,  Inc 3195 

Requa  Manufacturing  Co 3215 

Riker  Laboratories 3070,  3078 

A.  H.  Robins  Co.,  Inc 3081 

Roche  Laboratories,  (Div.  Hoffmann-La  Roche  Inc.). 

3072,3187,3222 

Schering  Corporation 3059 

Schieffelin  & Company 3084,3207 

G.  D.  Searle  & Company 3082,3093 

Martin  H.  Smith  Company 3203 

Smith-Dorsey,  Div.  Wander  Co 3057,3071 

Smith  Kline  & French,  Laboratories 3069 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co.,  3080, 3219 

Today’s  Health 3215 

Twin  Elms 3218 

(Upjohn  Company 3060-3061 

Valentine  Company 3068 

Wallace  Laboratories 3049,  3051,  3221 

Warner-Chilcott  Laboratories 3094 

West  Hill 3218 

Westwood  Pharmaceuticals 3197 

Wine  Advisory  Board 3211 

Winthrop  Laboratories 3047 

Yale  Registry  for  Nurses 3218 


YOU  CAN 

ENJOY  DIETING  • 

• • 

Drink  • 


THE  NON-FATTENING  SOFT  DRINK 
THAT  CURBS  THE  URGE  TO  SNACK 


Patients  can  be  happy  though  dieting — 
when  you  recommend  No-Cal.  Absolutely 
non-fattening  No-Cal  really  tastes  good  . . 
and  more  than  fills  the  bill  as  a refreshing 
snack  or  to  sparkle  drab  diet  meals. 

No-Cal  is  sweetened  with 
calcium  cyclamate.  Con- 
tains no  sugar,  no  salt,  no 
fats,  proteins  or  carbohy- 
drates with  no  calories  de- 
rived therefrom. 


It  is  completely  safe  for 
diabetics  and  patients  on 
salt-free,  sugar-free  and  re- 
ducing diets. 

8 Real  Rich  Flavors 
Plus  Salt-Free 
Club  Soda 

KIRSCH  BEVERAGES,  INC. 

B’KLYN  6,  N.  Y. 
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Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  mineral: 
and  soluble  proteins, 

extra-dietary  vitamin  Bl2, 

protective  quantities  of 
x potassium,  in  a palatable  and 
^ readily  assimilated  form. 


Postoperatively 


Supplied  in  bottles  of  2 or  6 fluidounces . 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy . 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


INDEX  TO  ADVERTISED  PRODUCTS 


Achrocidin  (Lederle  Laboratories,  Div.  Amer.  Cyan- 

amid  Co.) 3217 

Achromycin  (Lederle  Laboratories,  Div.  Amer.  Cyan- 

amid  Co.) Between  3062-3063,  3063 

Achrostatin-V  (Lederle  Laboratories,  Div.  Amer. 

Cyamid  Co.) 3083 

Auralgan  (Doho  Chemical  Corp.)  3055 

Bendectin  (William  S.  Merrell  Co.) 3079 

Charcoal  Tablets  (Requa  Manuf.  Co.) 3215 

Cytellin  (Eli  Lilly  Company) 3088 

Deaner  (Riker  Laboratories) 3078 

Decholin  (Ames  Company,  Inc.) 3216 

Desitin  Baby  Lotion  (Desitin  Chemical  Company) . . . 3074 

Empirin  (Burroughs  Wellcome  & Co.  Inc.) 3076 

Flexilon  (McNeil  Laboratories,  Inc.) 3085 

Fostex  (Westwood  Pharmaceuticals) 3197 

Furadantin  (Eaton  Laboratories) 3075 

Gantrisin  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) 3072 

Harmonyl  (Abbott  Laboratories) Between  3078-3079 

Harmonyl-N  (Abbott  Laboratories) Between  3078-3079 

Hycomine  (Endo  Laboratories) 3048 

Incremin  (Lederle  Laboratories,  Div.  Amer.  Cyanamid 

Co.) 3066 

Kondremul  (E.  L.  Patch  & Co.) 3200,  3201 

Lactum  (Mead  Johnson  & Co.) 4th  cover 

Lipo  Gantrisin  (Roche  Labs.,  Div.  Hoffmann-La 

Roche  Inc.) 3187 

Larylgan  (Doho  Chemical  Corp.)  3055 

Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 3073 

Meprolone  (Merck  Sharp  & Dohme,  Div.  Merck  & 

Co.  Inc.) 3086-3087 

Milprem  (Wallace  Laboratories) 3221 

Miltown  (Wallace  Laboratories) 3049 

Miltrate  (Wallace  Laboratories) 3051 

Mysteclin-V  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 3080 

Natabec  (Parke  Davis  & Company) 3064-3065 

Neohydrin  (Lakeside  Labs.) 3rd  cover 

Nilevar  (G.  D.  Searle  & Company) 3093 

Noludar  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) 3222 

Novahistine  LP  (Pitman-Moore  Company) 3212 

Novahistine  DH  (Pitman-Moore  Company) 3213 

O-Tos-Mo-San  (Doho  Chemical  Corp.) 3055 

PMB  200  (Ayerst  Laboratories) 3052 

Panalba  (Upjohn  Company) 3060-3061 

Pedatrol  (Baxter  Laboratories,  Inc.) 3053 

Peritrate  with  Nitroglycerin  (Warner  Chilcott) 3094 

Piperophyllin  (Martin  H.  Smith  Company) 3203 

Purex  (Purex  Company,  Inc.) 3195 

Pyribenzamine  (Ciba  Pharmaceutical  Pdts.,  Inc.)  .2nd  cover 

Rauwiloid  (Riker  Laboratories) 3070 

Rhinalgan  (Doho  Chemical  Corp.) 3055 

Robaxin  (A.  H.  Robins  Company) 3081 

Sinixar  (Armour  Laboratories) 3209 

Suromate  (E.  L.  Patch  & Company) 3201 

Synatan  (Irwin  Neisler  & Company) 3062 

Tace  (William  S.  Merrell  Company) 3191 

Tensodin  (Knoll  Pharmaceutical  Company) 3218 

Theominal  RS  (Winthrop  Laboratories) 3047 

Thorazine  (Smith  Kline  & French  Labs.) 3069 

Trilafon  (Schering  Corporation) 3059 

Tussagesic  (Smith-Dorsey,  Div.  The  Wander  Co.) . 3071 

Tussaminic  (Smith-Dorsey,  Div.  The  Wander  Co.).  . 3057 

Urisid  (Chicago  Pharmacal) 3077 

Xylocaine  Ointment  (Astra  Pharmaceutical  Products, 

^ 3189,  3193 

Zanchol  (G.  D.  Searle  & Company) 3082 

Medical  and  Surgical  Supplies 

Allergens  Test  Sets  (Purex  Labs.  Inc.) 3195 

Stockings  (Kayser-Roth  Hosiery  Co.) 3199 

Dietary  Foods 

Meat  Extract  (Valentine  Company,  Inc.)  3068 

No-Cal  (Kirsch  Beverages,  Inc.) 3067 

Wine  (Wine  Advisory  Board) -3211 
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Thorazine’  stops  vomiting  in  children  and  helps  speed  recovery 

I 

frequently,  a single  dose  of  ‘Thorazine’  (either  syrup  or  suppository) 
vill  stop  vomiting  caused  by  viral  infections  and  help  restore 
formal  food  intake  and  hydration.  ‘Thorazine’  also  promotes  sound, 
iminterrupted  sleep  which  is  so  necessary  to  recovery. 

■ 

I The  high  degree  of  safety  with  the  use  of  ‘Thorazine’  in  children 
Is  a consistent  finding  in  the  medical  literature. 

ITHOR  AZINE  * one  of  the  fundamental  drugs  in  medicine 

I hlorpromazine,  S.K.F. 

\ ivailable : Syrup,  Suppositories,  Tablets,  Spansule*  sustained  release  capsules,  Ampuls  and  Multiple  dose  vials. 

> mith  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 


Many  such  hypertensives 

have  been  on 


for  three  years 
and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 


Ford,  R.  V.,  and  Moyer.  J.  H.:  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.'Med.  23:41  (Jan.)  1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 


' 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  afkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

efseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  l/%  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form* 
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all  cold  symptoms 

New  timed-release  tablet  provides : 

. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 


. . . non-narcotic  cough  control  as  effective  as  with 
codeine}  but  without  codeine's  drawbacks 


...an  expectorant  to  augment  demulcent  fluids 


. . . the  specific  antipyretic  and  analgesic  effect  of  well- 
tolerated  APAP 


. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HC1  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 


APAP  (N-acetyl-para-aminophenol)  . 325  mg. 

Tussagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  The 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 


Also  available— for  those  who  prefer 

palatable  liquid  medication—  1.  USScLQ^CSlC  SVlSpCHSlOH 

Tussagesic 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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is  a broad-spectrum  antibacterial  with 
high  solubility  even  in  markedly  acid 
urine  and  possessing  a degree  of  clini- 
cal safety  unmatched  in  the  records  of 
sulfonamide  therapy. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley  10,  N.  J. 


GANTRISIN^— BRAND  OF  SUUFISOXAZOLB 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE' 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

S/2S62MK  CIBA  SUMMIT.  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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DESITIN 


LOTION 


jgWis  the 


in  over-all  care  of  baby’s  skin 

Desitin  BABY  Lotion  is  the  alpha  to  omega  for  keeping  baby’s  skin  healthy,  clean 
and  supple  through  its . . . 

• LANO-DES* . . . Desitin’s  soothing,  lubricating  liquid  lanolin. 


• HEXACHLOROPHENE  ...  effectively  protects  against  ammonia- 
producing  and  other  common  skin  bacteria. 

• VITAMINS  A and  E...  important  to  skin  health  and  smoothness. 

• SPECIAL  EMULSIFIERS  ...  to  cleanse  baby’s  skin  gently,  safely, 
and  thoroughly  — yet  free  from  mineral  oil. 

Desitin  BABY  Lotion  is  entirely  safe,  bland,  non-toxic. 
Non-greasy,  stainless;  free-flowing,  pleasantly  scented. 


antibacterial  • cleanses  • conditions 

m 

send  for  demonstration  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 

*trade  mark 
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“A  DISEASE  OF  THE  T U B U L E S"1  as  well  as  the  glomeruli. 

In  pyelonephritis,  “the  tubules  suffer  from  damage  to  their  lining  cells 

I which  show  cloudy  swelling,  granular  degeneration  and  diminution  in 
size.  Inflammatory  cells  and  colloid  casts  are  found  in  the  lumen  of  the 
1 tubules.  . . . The  glomeruli  remain  normal  over  a long  period."1 

! in  addition  to  simple  glomerular 
filtration,  furadantin  is  actively 
excreted  by  the  tubule  cells. 


Furadantin  “may  be  unique  as  a wide-spectrum  antimicrobial  agent  that 
is  bactericidal,  relatively  nontoxic,  and  does  not  invoke  resistant  mutants."2 

Available  as  Tablets,  Oral  Suspension  and  Intravenous  Solution. 


References:  1.  Smith,  I.  M.,  and  Lenyo,  L.:  Am.  Practitioner  9:78,  1958.  2.  Waisbren,  B.  A.,  and 
Crowley,  W.:  A.M.A.  Arch.  Int.  M.  95:653,  1955. 

NITROFU  RANS— a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides  o,i 


■•O' 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


relieves  the  discomfort  of  colds 


‘TABLOID’ 


‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  n.y. 
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TABLET  NO  X5  <00  TABLETS 

COATED  BLUE 

EACH  TABLET  CONTAINS. 
Atropine  Sulfate  1 2000  gr. 

Hyoicyomine  1 '2000  gr 

Geliemium  Methenomine 

Benzoic  Acid Solol 

Methylene  Blue 


CHICAGO  PHARMACAl  COMPANY 

CHICAGO.  U.  S.  A. 


Fast,  potentiated 
attack  on . . . 

URINARY  INFECTION 


In  just  a matter  of  minutes  URISED  provides  four  way 
antibacterial  action  to  relieve  genitourinary  irritation  and 
smooth  muscle  spasm  ...  to  reduce  pus  cell  count  ...  to 
promote  mucosal  healing. 


In  just  a matter  of  minutes  URISED  soothes  ureteral 
and  urethral  spasticity . . . alleviates  discomfort  and  irrita- 
tion . . . restores  normal  urinary  tonus  and  function. 


In  systitis,  urethritis,  pyelitis,  pyelonephritis,  ureteritis, 
acute  and  chronic  infections  . . . try  this  dual-powered, 
double-fast  attack  on  the  primary  causes  of  urinary  pain, 
burning,  urgency,  dysuria  and  frequency. 


samples  and  literature 
to  physicians  on  request 


wm 


SUPPLIED:  Bottles  of  100,  1000  and  2000  tablets. 

CHICAGO  PHARMACAL  COMPANY  CHICAGO,  ILLINOIS 
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a new  type  of 
effectiveness 
in  depression 
and  fatigue 
states 


References 

1.  Lemere,  F.,  and  Lasater, 
J.  H.:  Am.  J.  Psychiat. 
114: 655  (Jan.)  1958. 

2.  Murphree,  H.  B.,  Jr.; 
Jenney,  E.  H . , and 
Pfeiffer,  C.  C.:  2-Di- 
methylaminoethanol  as 
a Central  Nervous  Sys- 
tem Stimulant,  Pre- 
sented before  Assoc,  for 
Research  in  Nervous 
and  Mental  Disease, 
New  York,  Dec.  12-14, 
1957.  To  be  published. 

3.  Oettinger,  L.,  Jr.:  Pre- 
sented before  the  Ameri- 


eaner 

p-acetamidobenzoic  acid  salt  of  2-dimethylaminoethanol 


The  effects  of  'Deaner’  are  unlike  those  of  other 
energizers.  After  coming  on  gradually,  effects  are 
prolonged. . .free  from  hyper  irritability,  jitteri- 
ness or  emotional  tension. . .free  from  excessive 
motor  activity . . . free  from  loss  of  appetite . . . free 
from  elevation  of  blood  pressure  or  heart  rate 
...free  from  sudden  letdown  on  discontinuance 
of  therapy. 


can  Encephalographic 
Society  Meeting,  Atlantic 
City,  June  14,  1958. 

To  be  published.  Journal 
of  Pediatrics 
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Deaner  a totally  New  Molecule 

has  proved  to  be  of  value  in  the  alleviation  of  a wide 
variety  of  emotional  disturbances.1  It  is  indicated  in 

chronic  fatigue  states 
mild  depression 
chronic  headache 
migraine 

• neurasthenia 

• behavior  problems  and 
learning  defects  in  children 

* Deaner  produces  greater  daytime  energy, 
better  ability  to  concentrate,  and  a more 
affable  mood.2  It  promotes  sounder  sleep.2 
In  children  it  enhances  adaptability  and 
lengthens  attention  span.3 


Another 


First 
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NO  RTHRIDGE, 
CALIFORNIA 


stop 

“morning 

sickness” 

the 

night 

before 

with 

timed- 

release 

Bendectin 

2 tabs.  h.s. 


PREVENTS  “MORNING  SICKNESS”  IN  9 OUT  OF  10  PREGNANCIES 

In  941  cases1,2  effective  in  all  but  17.  Two  timed-release  tablets  at  bedtime 
start  to  work  in  the  early  morning  and  reach  maximum  potency  at  normal 
waking  hour,  bendectin  then  provides  exceptional  relief  of  nausea  and  vomit- 
ing by  three  distinct  aTid  complementary  actions.  1.  Antispasmodic— Bentyl 
10  mg.— relaxes  G-l  smooth-muscle  spasm;  2.  Antinauseant— Decapryn  10 
mg.— centrally  effective  . . . combats  histamine-like  metabolites  often  present 


1.  Nulsen,  R.  O.:  Ohio  State  M.  J.  53:665, 
1957.  2.  Personal  communications,  1956-57. 


Formula:  Each  tablet  contains: 

Bentyl  (dicyclomine)  Hydrochloride  10  mg. 
Decapryn  (doxylamine)  Succinate  10  mg. 
Pyridoxine  Hydrochloride  10  mg. 


in  blood  stream  durihg  pregnancy;  3.  Nutritional  supplement— pyridoxine 


THE  WM.  S.  MERRELL  COMPANY 
New  York  . CINCINNATI  • St.  Thomas,  Ontario 


10  mg.— just  the  amount  necessary  to  help  control  “morning  sickness."  Another  Exclusive  Product  of  Original  Merrell  Research 


TRADEMARKS:  'BENTYL,  * 'OECAPRYN,*  BENDECTIN 


the  best  broad-spectrum  antibiotic  to  use  is 


• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in"  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity,  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


Capsules  (250  mg./250,000  u.),  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  mg./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


‘MYCOSTATIN *,®  AND  ‘SUMYCIN*  ARE  SQUIBB  TRADEMARKS 
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Childs,  A.  J.:  British  M.  J.  1:660  1956. 

(Methocarbamol  Robins.  U.S.  Pat.  No.  2770649) 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 


PUBLISHED  REFERENCES:  I.  Carpenter,  E.  B.:  Southern  Medical  Journal  51:627.  1958. 
2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Little,  J.  M.,  and  Truitt.  E.  B.,  Jr.:  J.  Pharm. 
& Exper.  Tberap.  119:161,  1957.  4.  Morgan,  A.  M..  Truitt.  E.  B.,  Jr.,  and  Little,  J.  M.:  J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374,  1957.  S.  O’Doherty,  D.  S.,  and  Shields,  C.  D.:  J.A.M.A. 
167:160,  1958.  6.  Park,  H.  W.:  J.A.M.A.  167:168.  1958.  7.  Truitt.  E.  B..  Jr.,  and  Patterson. 
R.  B.,  Proc.  Soc.  Exper.  Bto.  & Med.  95:422,  1957  . 8.  Truitt,  E.  B.,  Jr.,  Patterson,  R.  B., 
Morgan,  A.  and  Little,  J.  M.:  J.  Pharm.  &.  Exper.  Therap.  119:189,  1957. 


Supply:  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 


A.  He  ROBINS  CO.,  INC.,  Richmond  20,  Va 

Ethical  Pharmaceuticals  of  Merit  since  1878 


"In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . ."2 


"Th  is  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."1 
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"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm."5 
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"In  no  instance  was  there  any 
significant  reduction  involuntary 
strength  or  intensity  of  simple 
reflexes."6 
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Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm1 2 s- 6 
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In  Biliary  Distress 

ZANCHOL 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


3082 


SUPPLIED: 

CAPSULES  contain  250  mg.  tetracy- 
cline HCI  equivalent  (phosphate- 
buffered)  and  250,000  units  Nystatin. 
ORAL  SUSPENSION  (cherry-mint 
flavored)  Each  5 cc.  teaspoonful 
contains  125  mg.  tetracycline  HCI 
equivalent  (phosphate-buffered)  and 
125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb. 
body  weight  per  day)  in  the  average 
adult  is  4 capsules  or  8 tsp.  of 
ACHROSTATIN  V per  day,  equivalent 
to  1 Gm.  of  ACHROMYCIN  V. 

♦Trademark  tReg.  U.  S.  Pat.  OH. 


Combines  Achromycin  V with  Nystatin 


Achrostatin  V combines  Achromycini  V ...  the 
new  rapid-acting  oral  form  of  Achromycini  Tetra- 
cycline . . . noted  for  its  outstanding  effectiveness 
against  more  than  50  different  infections  . . . and 
Nystatin  ...  the  antifungal  specific.  Achrostatin 
V provides  particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth  dur- 
ing a protracted  course  of  antibiotic  treatment. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N Y 
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New  4th 
Dimension  in 

Acne 

k Therapy 


RESULIN-F 


Cream 

(Resulin-hydrocortisone, 

Almay) 


Cream 

(Neomycin-Resulin- 
Hydrocortisone,  Almay) 


MStiOH  Hit  «t 


8IWRM  Of 


with  four-way  regression  of  Acne  lesions . 


For  the  acne  sufferer,  RESULIN-F  provides  the  mutual  potentiating 
effects  of  (1)  resorcin,  (2)  sulfur,  and  (3)  hydrocortisone; 
NEO-RESULIN-F  adds  (4)  neomycin  to  give  antibiotic  action 
when  infection  is  present  or  must  be  prevented. 

The  resulting  broadside  of  therapeutic  actions  expedites  regression 
of  the  acne  lesions.  Its  chief  effects  are:  dehydrative,  antiseborrheic, 
moderately  exfoliative,  anti-pruritic,  anti-inflammatory, 
anti-allergic,  fungistatic,  parasitic,  antibacterial,  and  preventive 
against  follicular  hyperkeratosis. 

Toleration  is  excellent,  and  both  preparations  have  superior 
dermal  penetrability.  Their  striking  effectiveness  has  been  shown 
even  in  cases  that  resisted  other  forms  of  therapy. 

Dosage:  Apply  3 times  daily  to  lesions  and  adjacent  areas. 

Supplied : In  15  Gm.  tubes. 

Samples  and  literature  available  on  request. 

J 7 it  ,<££>,- 

ALMAY  DIVISION 

22  Cooper  Square,  New  York  3,  N.  Y. 
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but  whatever  his  line  of  work  he’ll  benefit  from 

FLEXILON* 

for  muscle  relaxation  plus  analgesia  (Flexin®  + Tylenol®) 

prescribe  FLEXILON  in  low  back  syndromes. . . sprains 


. . . strains. . . rheumatic  pains 


and  when  a steroid  is  indicated . . . 

FLEXILON-HC® 

(Flexin  -J-  Tylenol  -f  Hydrocortisone) 


Each  FLEXILON  tablet  contains: 

Flexin®  Zoxazolaminet 

A most  effective  oral  muscle  relaxant 
Tylenol®  Acetaminophen  .... 

The  preferred  analgesic  for  painful 
musculoskeletal  disorders. 

Supplied:  Tablets,  enteric  coated, 
orange,  bottles  of  50. 

Each  Flexilon-HC  tablet  contains: 

Flexin  Zoxazolamine,  125  mg. ; Tylenol  Acet- 
aminophen, 300  mg.;  hydrocortisone,  2.5  mg. 

Supplied:  Tablets,  enteric  coated,  pink,  bottles 
of  36. 


125  mg. 
300  mg. 


| McNeil  | 


t construction  trade  term  for  a carpenter 
LABORATORIES,  INC  • PHILADELPHIA  32,  PA. 


JU.S.  Patent  Pending  ■ 
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Faster  rehabilitation  in 


Joint  inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders—and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antirheu- 
matic-antiarthritic  agent. 


MEPROLONE-2  Is  Indicated  in  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  involvement  is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  in 
three  formulas  : MEPROLONE-2  — 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  lOO).  M E PRO  LON  E -5 — 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


Because  muscles  move  Joints, 
both  muscle  spasm  and  Joint 
inflammation  must  be 
considered  In  treating  the 
rheumatic-arthritic  patient  . ♦ • 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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heumatoid  Arthritis 


multiple  compressed  tablets 


THE  FIRST  MEPROBAMATE-PREDNISOLONE  THERAPY 


MEPROLONEis  a trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  joint  inflammation... 


Therefore.  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 
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. . . without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 


reduction  of  excess  serum  choles- 
terol (over  150  mg.  percent)  has 
been  experienced. 

In  addition  to  lowering  hyper- 
cholesteremia, 'Cytellin’  has  been 
reported  to  effect  reductions  in  C/P 
ratio,  Sfl0-100  and  Sfl2-400  lipo- 
proteins, "atherogenic  index,”  beta 
lipoproteins,  and  total  lipids. 


May  we  send  more  complete  information  and  bibliography ? 

♦‘Cytellin’  (Sitosterols,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

873009 
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EDITORIALS 


Ambassadors  of  International  Good  Will 


The  antics  of  the  heads  of  totalitarian  gov- 
ernments have  resulted  in  mounting  inter- 
national tension  to  the  degree  of  straining 
the  hearts  and  minds  of  peace-loving  people. 
Yet  many  Americans  who  have  traveled 
through  the  Soviet  Union  have  been  im- 
pressed with  the  friendliness  of  the  people 
but  appalled  by  their  lack  of  knowledge  and 
understanding  of  the  United  States.  The 
latter  condition,  of  course,  is  due  to  the 
distorted  picture  received  by  the  Soviet 
people  of  what  is  occurring  in  the  free  world. 
To  every  understanding  person  it  is  quite 
apparent  that  the  current  world  tension  is 
the  result  of  the  actions  of  certain  totali- 
tarian leaders  who  misinform  their  constitu- 
ents in  order  to  satisy  their  own  selfish, 
ambitious  aims.  History  has  demonstrated 
the  pattern  of  dissatisfaction,  unrest,  anxiety, 
and  tensions  created  by  these  leaders,  even 
to  the  extent  of  causing  wars  in  order  to 
attain  their  own  ends.  Truly,  the  behavior 
of  such  leaders  and  their  followers  should 
fall  into  the  realm  of  social  psychiatry. 

Every  peace-loving  person  realizes  the 
importance  of  mutual  understanding  and 
respect  for  peoples  of  all  nations.  These 
persons  fervently  pray  for  means  and  meth- 
ods of  furnishing  information  regarding  the 
ideals  and  practices  of  democratic  govern- 
ments not  only  to  the  people  who  live  behind 
the  Iron  Curtain  but  also  to  the  neutral 
countries,  especially  the  new  ones  created 
since  the  end  of  World  War  II.  One  of  the 
media  by  which  such  information  may  be 
spread  is  the  large  number  of  foreign  physi- 
cians training  in  United  States  hospitals. 
During  1957-1958,  7,622  foreign  physicians 
have  been  serving  as  residents  and  interns  in 
our  hospitals.  About  one  fourth  of  these 
doctors  have  studied  in  New  York  City, 
which  contains  many  people  whose  origins 
stem  from  many  different  countries  and 
races.  One  is  greatly  impressed  with  the 


eagerness  of  these  foreign  physicians;  their 
enthusiasm  and  their  desire  to  obtain  the 
necessary  training  that  will  enable  them  to 
practice  scientific  and  humane  medicine 
when  they  return  to  their  native  lands. 

It  must  be  remembered  that  besides 
acquiring  medical  knowledge,  they  also  ob- 
tain information  regarding  social,  economic, 
and  political  conditions  in  our  country. 
They  observe  how  patients  of  different 
economic  and  social  levels  are  being  treated 
by  doctors.  They  talk  with  patients  and 
their  relatives.  They  take  cognizance  of 
the  professional  as  well  as  the  personal  be- 
havior of  American  physicians.  They 
read  newspapers  and  become  acquainted 
with  our  domestic  and  foreign  policies. 
They  have  opportunities  to  study  our  ed- 
ucational system.  They  observe  our  meth- 
ods of  electing  public  officials.  They  see, 
hear,  think,  but  rarely  comment  on  eco- 
nomic, social,  or  political  conditions. 

What  an  opportunity  for  our  profession  to 
contribute  to  international  good  will  by 
treating  these  foreign  physicians  with  kind- 
ness and  understanding,  with  intelligence, 
and  with  a real  desire  to  enlighten  them  on 
principles  of  democracy!  We  must  impress 
them  by  the  way  we  treat  the  sick  and  by 
our  methods  of  conducting  research.  We 
should  invite  them  to  our  medical  society 
meetings,  our  medical  schools,  and  our 
various  Federal,  state,  municipal,  and  vol- 
untary hospitals.  We  should  encourage 
them  to  take  some  of  their  training  in 
smaller  hospitals  located  in  rural  communi- 
ties, so  as  to  make  it  possible  for  them  to  get 
a more  accurate  picture  of  our  country  and 
of  our  people.  We  should  invite  them  to  our 
homes.  We  must  take  them  through  our 
various  universities  and  our  secondary 
schools,  through  our  industrial  plants  and 
business  organizations.  We  may  even  or- 
ganize lectures  and  tours  for  them  so  that 
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they  may  learn  what  America  is  and  for 
what  it  stands.  Above  all,  we  should 
teach  them  by  example,  as  well  as  by  recital 
of  historical  data,  that  America  is  idealism 
put  into  practice,  and  that  our  institutions 
are  built  on  the  principles  of  the  Father- 
hood of  God  and  the  Brotherhood  of  Man. 
We  should  explain  to  them  why  Americans 
believe  that  personal  freedom  and  liberty 
and  the  dignity  of  every  citizen  must  be 
preserved  at  any  cost.  Above  all,  we  must 
impress  them  with  the  fact  that  we  are  a 
peace-loving  people  who  have  given  the 
flower  of  our  national  youth  and  contributed 
our  wealth  and  material  resources  in  two 
World  Wars  so  that  freedom  and  liberty 
might  prevail  throughout  the  world.  We 


must  point  out  to  them  that  America  is 
now  sharing  its  wealth  and  industrial  ex- 
perience with  all  other  freedom-loving 
nations  and  that  America’s  aim  is  to  secure 
universal  peace  and  prosperity. 

These  thousands  of  foreign  doctors  can 
become  America’s  ambassadors  of  good  will 
and  understanding  if  we  treat  them  with 
sense,  friendliness,  and  tact.  When  they 
return  to  their  native  countries,  they  will 
portray  America  in  a more  accurate  light 
and  will  disseminate  honest  information 
about  the  aims,  ideals,  and  practices  of  our 
people  and  of  our  elected  heads  of  govern- 
ment. This  would  contribute  to  mutual 
understanding  and  to  international  good 
will.— I.  J.  S. 


Stimburis  v.  Neviton  Manufacturing  Company 


A recently  decided  compensation  case  in 
which  a claimant  was  denied  relief  despite 
an  erroneous  diagnosis,  viewed  in  retrospect 
by  the  medical  examiner  for  the  Board,  may 
prove  of  interest  to  the  medical  profession  as 
illustrating  the  extreme  importance  of  time 
limitations  within  which  proceedings  may  be 
brought. 

The  claimant’s  work  exposed  her  to  silica 
dust.  Claiming  that  she  was  disabled  be- 
cause of  silicosis,  she  filed  a claim  for 
compensation  on  March  24,  1944. 

At  that  time  the  Workmen’s  Compensa- 
tion Law  (former  Art.  4-A)  allowed  an  award 
only  for  total  disability.  A hearing  was  had. 
The  medical  examiner,  for  the  board  reported 
that  the  claimant  was  not  totally  disabled. 
The  report  formed  the  basis  of  a finding  that 
the  claimant  was  not  totally  disabled,  and 
hence  the  claim  was  rejected. 

Eight  months  later  her  application  to  have 
her  case  reopened  was  denied.  Ten  years 
later,  in  August,  1954,  the  board  reopened 
her  case  on  submission  by  the  claimant  of  a 
medical  report  that  she  was  totally  disabled 
from  silicosis.  New  hearings  were  then  had. 
During  these  hearings  the  medical  examiner, 


whose  report  had  led  the  board  to  deny  the 
claim  in  1944,  admitted  “that  the  claimant 
had  been  totally  disabled  since  1944,  and  that 
when  he  reported  to  the  contrary  in  1944  he 
erred  in  his  diagnosis.” 

The  employer  and  insurance  carrier  con- 
tended that  despite  the  fact  that  the  de- 
cision of  the  board  in  1944  was  based  on  an 
erroneous  diagnosis,  viewed  in  retrospect, 
nevertheless  the  claim  in  1954  was  clearly 
stale  and  barred  by  the  Workmen’s  Com- 
pensation Act  which  prescribed  a time  limita- 
tion, i.e.,  a seven-year  provision. 

The  claimant  argued  that  her  claim  fell 
within  a provision  of  the  Act  allowing  where 
a claim  was  reopened,  an  award  against  a 
special  fund  even  though  seven  years  had 
passed  from  the  date  of  injury  and  the 
claim  disallowed  or  otherwise  disposed  of 
without  an  award  of  compensation. 

The  board  held  the  claim  was  not  barred 
and  awarded  the  statutory  sum  of  $7,500 
under  the  former  provisions  of  the  Act,  with 
payments  running  from  March  20,  1944  to 
August  25,  1950. 

The  Appellate  Division  reasoned  that  an- 
other section  of  the  Act  barred  the  claim. 
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This  section  (123)  provided  that  no  claim 
for  compensation  disallowed  after  trial  on 
the  merits  should  be  reopened  after  a lapse 
of  seven  years  from  the  date  of  the  accident 
or  death. 

The  Court  said:  “Clearly  the  original  dis- 
allowance was  after  a trial  on  the  merits  even 
though  the  decision  may  have  been  based  on 
evidence  which  ultimately  proved  to  be  in- 
correct.” 


Under  the  circumstances,  said  the  Court, 
“disclosed  we  are  reluctantly  constrained  to 
reverse  the  decision  and  the  award  appealed 
and  to  dismiss  the  claim  therefore.”  [See 
Matter  of  Claim  of  Felicia  Stimburis  Re- 
spondent against  Neviton  Mfg.  Co.  et.  al., 
Appellants  and  Special  Fund  for  Reopened 
cases. 

App.  Div.  3rd  Dept,  decided  March  5, 
1958.].— H.S. 


Editorial  Comment 


What  of  the  Future?  Prognostications  are 
difficult,  even  if  all  the  facts  are  known. 
The  canny  French  aver  that  the  more  things 
change,  the  more  they  are  the  same  old 
thing.  The  J.A.M.A.1  asks  editorially,  “Is 
the  Baby  Boom  Ending?”  Surely  this  ques- 
tion has  important  implications  for  the  fu- 
ture for  the  medical  and  other  professions, 
for  business,  industry,  and  the  babies  them- 
selves. What  seems  to  be  the  case? 

Says  the  Bureau  of  Medical  Research 
Miscellaneous  Publication  M-114: 

Although  the  number  of  births  in  the  United 
States  still  exceeds  300,000  a month,  the  total 
for  the  first  quarter  of  the  year  was  some  7,000 
below  last  year.  This  small  decline  in  the 
number  of  births  has  occurred  less  than  nine 
months  after  the  decline  in  the  number  of 
marriages.  These  two  declines  suggest  but 
do  not  prove  that  the  end  of  the  baby  boom 
is  in  sight.  Because  of  the  comparatively 
small  number  of  births  during  the  1930’s, 
the  number  of  youths  attaining  marriageable 
age  continues  to  be  fewer  than  can  be  expected 
during  the  1960’s. 

Doubtless  the  small  decline  in  the  number 
of  births  during  the  first  quarter  of  1958 


1 J.A.M.A.  167:  1250  (July  5)  1958. 


and  the  earlier  decline  in  the  marriages  is  due 
in  some  measure  to  the  business  recession. 
To  that  extent,  an  increase  in  the  number 
of  both  the  births  and  marriages  will  depend 
on  improvement  in  business  conditions.  Fore- 
casting business  developments  is  somewhat 
beyond  the  scope  of  the  Journal.  We  submit, 
however,  that  these  recent  declines  in  births 
and  marriages  should  make  one  hesitate 
about  predicting  a population  explosion  in  the 
United  States  as  has  been  frequently  predicted 
in  recent  years  for  the  world  as  a whole.  Much 
will  depend  on  the  number  of  second,  third, 
and  fourth  order  births;  the  publication  of 
birth-order  data  lags  two  or  more  years. 
At  the  very  least,  until  the  trends  of  births 
and  marriages  become  a little  clearer  we  can- 
not conclude  with  any  degree  of  firmness 
whether  the  present  plateau  is  a prelude  to 
a considerable  decline  or  a mere  interval  in 
an  irregular  rise  in  births  and  marriages. 

Even  in  so  important  a matter,  forecast- 
ing in  this  modern  age  seems  to  be  subject 
to  limitations  that  have  always  plagued 
the  seers,  insufficient  factual  data.  So 
for  a while  it  might  be  wise  for  physicians 
to  keep  their  professional  bags  ready  and 
for  policemen  and  taxicab  drivers  to  con- 
tinue their  instruction  on  what  to  do  in  an 
emergency. 
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the  clinical  results  are  positive  when 


LEV 


restores  positive  nitrogen  balance 


The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses: 

I*  Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the  daily  dosage  is  0.5  mg. 
per  kilogram  of  body  weight,  in  single  courses  no  longer  than  three  months. 


Research  in  the  Service  of  Medicine. 

G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 


protection  against  angina  pectoris 

in  every  walk  of  life 


the  accepted  basic  therapy  in  the  treatment  of  coronary  disease 

reduces  the  frequency  and  severity  of  attacks 

increases  exercise  tolerance 

lowers  nitroglycerin  dependence 

improves  abnormal  EKG  findings 


Peritrate®  20 


pentaerythritol  tetranitrate) 


to  relieve  the 


acute 


attack 


sublingual 

Peritrate  with  Nitroglycerin 

replaces  ordinary  nitroglycerin  in  the  patient  taking  Peritrate 
(not  meant  to  replace  Peritrate) 

• provides  immediate  relief  of  pain 

• automatically  supplies  an  increased  level  of  Peritrate  for 
additional  protection  during  the  stress  period 


SCIENTIFIC  ARTICLES 


Mobilization  of  the  Stapes 

Historical  Aspects 

JAMES  A.  MOORE,  M.D.,  NEW  YORK  CITY 


Extraction  of  the  stapes  in  nonsuppurative 
middle  ear  processes  and  in  otosclerosis  was 
reported  by  Kessel1  in  1876.  Dr.  L.  Jack  of 
Boston  undertook  and  supervised  a number  of 
cases  which  he  reported  in  Transactions  of  the 
American  Otological  Society  in  1892  and  again  in 
1893.  Dr.  Jack  reported  that  the  results  showed 
the  procedure  to  be  of  no  value.  Knapp,  at  the 
International  Otological  Congress  in  London  in 
1899,  and  others,  reported  similar  results. 

It  is  interesting  to  quote  from  Politzer’s  book 
on  Diseases  of  the  Ear2: 

If,  on  the  other  hand,  the  stapes  is  partially  or 
totally  ankylosed  in  the  fenestra  vestibuli,  the  crura 
will  be  fractured  even  by  the  most  careful  extrac- 
tion. Circumcision  and  loosening  of  the  ankylosed 
footplate  without  injury  to  the  labyrinthine  con- 
tents, which  have  been  proposed  for  these  cases,  are 
seldom  successfully  carried  out,  because  the  plane  of 
the  fenestra  vestibuli  is  at  such  an  inclination  to  the 
axis  of  the  external  canal  that  the  field  of  operation 
cannot  be  entirely  surveyed. 

The  technique  of  this  operation  is  as  follows:  A 
perforation  is  first  made  in  the  posterior  superior 
quadrant  of  the  membrana  tympani,  through  which 
the  incudostapedial  joint  becomes  visible;  the  ten- 
don of  the  stapedius  and  the  incudostapedial  ar- 
ticulation are  thus  severed,  and  the  stapes  is  removed 
with  a small  delicate  hook. 

Extraction  of  the  stapes  in  nonsuppurative  middle 
ear  processes  and  in  otosclerosis  has  from  years’ 
experience  proved  to  be  a useless  therapeutic 
measure.  In  the  majority  of  cases  a marked  diminu- 
tion in  the  hearing,  which  leads  to  deafness,  follows 
this  operation. 

It  will  be  seen  from  the  above  quotation  that 
extraction  of  the  stapes  as  practiced  by  Kessel, 
Jack,  and  others  from  1876  to  about  1892,  is  not 
to  be  compared  with  the  present-day  mobiliza- 
tion technic  first  described  by  Rosen3  in  1953. 

Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  May  15,  1958. 


Technic 

The  detailed  technic  will  not  be  discussed  here, 
since  various  modifications  and  improvements  in 
technic  have  been  described  in  detail  by  Rosen,3 
Derlacki  et  «Z.,4  Goodhill,5  Fowder  and  Basek,6 
Bellucci,7  Scheer,8  and  others.  However,  several 
important  points  regarding  technic  will  be  re- 
emphasized. In  the  original  Rosen  technic  pul- 
sating pressure  wras  applied  to  the  neck  of  the 
stapes  in  the  direction  of  the  stapedius  tendon. 
Results  were  somewhat  discouraging  wfith  this 
method,  since  it  resulted  in  a high  incidence  of 
fractured  crura  and  in  only  25  per  cent  to  35  per 
cent  good  results.7  As  a result,  attention  was 
directed  to  the  area  of  the  fenestra  vestibuli  and 
the  footplate  of  the  stapes.  Every  attempt  was 
made  to  mobilize  the  footplate  and  stapes  without 
fracturing  the  crura.  If  necessary,  one  crus, 
usually  the  anterior  crus,  was  sacrificed  in  order  to 
mobilize  the  remaining  posterior  crus  along  with 
at  least  a portion  of  the  footplate.6 

In  large  measure  these  efforts  were  aided  by 
more  adequate  removal  of  the  posterior  and  supe- 
rior rim  of  the  bony  annulus  with  complete  ex- 
posure of  the  posterior  crus  and  as  much  of  the 
footplate  as  possible.  Increased  visualization, 
made  possible  by  the  greater  magnification  (usu- 
ally X 16)  of  the  dissecting  microscope,  has 
also  helped,  particularly  in  evaluating  the  area 
and  revealing  minute  fractures  of  the  footplate 
otherwise  overlooked.  However,  at  times  more 
efficient  maneuvering  can  be  effected  by  using 
the  loupe. 

In  this  series,  beginning  in  May,  1956,  the  di- 
rect footplate  approach  has  been  used  initially  in 
all  cases.  After  motion  of  the  footplate  could  be 
obtained,  either  posteriorly  or  anteriorly  with 
the  curved  exploring  needle  or  the  Basek  chisel, 
pressure  was  applied  to  the  neck  of  the  stapes,  as 
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Fig.  1.  Advanced  otosclerotic  focus  (from  Politzer’s  “Diseases  of  the  Ear”). 


Fig.  2.  Audiograms  showing  successful  left  fenestration  (November  13,  1956)  following  unsuccessful  left  mobiliza- 
tion operation.  Left  fenestration  eight  months  postoperative:  X — X. 


recommended  by  Rosen,3  or  gentle  pulsating 
pressure  applied  to  the  lenticular  process  or  ca- 
pitulum  of  the  stapes  in  line  with  either  the  pos- 
terior or  anterior  crus,  depending  on  the  situa- 
tion.5-8 

In  an  occasional  case  where  the  crura  were  un- 
usually fragile  and  have  crumbled,  the  central 
area  of  the  footplate  has  been  fenestrated  with 
unbelievably  good  results  (gain  of  32  db.).  How- 
ever, as  a group  the  cases  with  fractured  crura 
requiring  fenestration  of  the  footplate  have  shown 
inferior  long-term  results.  In  three  cases  the 


fenestra  vestibuli  was  filled  in  with  otosclerotic 
bone  and  could  not  be  perforated  (Figs.  1 and  2). 

Classification  and  Evaluation 

For  the  purpose  of  evaluation  and  study  100 
consecutive  cases  have  been  classified  according 
to  the  severity  of  the  otosclerotic  process.  Al- 
though early  otosclerosis  may  give  a relatively 
pure  type  of  conductive  impairment,  the  more 
advanced  or  fulminating  cases  frequently  show 
an  associated  nerve  involvement,  as  evidenced  by 
impaired  bone  conduction.  Therefore,  in  evalu- 
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Preoperative  June  4,  1956 


Postoperative  December  16,  1957 
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Fig.  3.  Group  I audiograms.  Left  mobilization  June  21,  1956,  one  and  one-half  years  postoperative:  X X. 

Right  mobilization  December  27,  1956,  one  year  postoperative:  O — O. 


Preoperative  Postoperative  February  6,  1958 


Fig.  4.  Group  II  audiograms.  Left  fenestration  November  22,  1955,  two  years  postoperative:  X— X.  Right 
mobilization  May  31,  1956,  twenty-one  months  postoperative:  O — O. 


ating  these  cases  it  is  essential  to  take  into  con- 
sideration both  air  conduction  and  bone  conduc- 
tion, as  well  as  speech  reception  studies  where  in- 
dicated. 

With  the  above  in  mind,  the  cases  have  been 
divided  into  four  groups,  as  follows: 

Group  I.  (A)  Normal  bone  conduction  (no 
greater  loss  than  an  average  5 db.  for  the  speech 
frequencies).  (B)  Air  conduction  loss  no  greater 
than  an  average  35  db.  (Fig.  3). 

Group  II.  (A)  Normal  bone  conduction  (no 
greater  loss  than  an  average  5 db.  for  the  speech 
frequencies).  (B)  Air  conduction  loss  greater 
than  35  db.  (Fig.  4). 

Group  III.  (A)  Average  bone  conduction  loss 
greater  than  5 db.  but  not  greater  than  15  db. 
(B)  Air  conduction  loss  (air-bone  gap)  20  db.  or 
more  (Fig.  5). 

Group  IV.  (A)  Average  bone  conduction  loss 


greater  than  15  db.  (B)  Air  conduction  loss 
(air-bone  gap)  20  db.  or  more  (Fig.  6). 

Group  I is  a highly  select  group  with  minimal 
stapedial  fixation  and  presumably  with  a minimal 
otosclerotic  focus.  Few  if  any  of  this  group 
would  be  suitable  for  the  fenestration  operation 
because  of  the  minimal  air  conduction  loss,  which 
was  only  35  db.  or  slightly  less.  In  this  group 
mobilization  was  relatively  easy.  The  entire 
stapes  mobilized  completely  at  the  operating 
table  in  ten  of  the  12  cases.  The  anterior  crus 
was  fractured  in  one  case,  and  this  case  failed  to 
show  improvement  in  hearing.  These  12  cases 
showed  an  average  19-db.  gain  for  the  speech 
frequencies,  11  of  the  12  cases  or  92  per  cent  were 
improved  to  above  the  30-db.  level,  and  all  cases 
maintained  the  improvement  for  six  months  to 
two  years  (Table  I) . 

Group  II  includes  more  than  one  half  of  the  100 
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Preoperative  December  20,  1954 


Postoperative  January  14,  1958 


Fig.  5.  Group  III  audiograms.  Right  mobilization  June  7,  1956,  one  and  one-half  years  postoperative:  O — O. 


Preoperative  October  14,  1957 


Postoperative  March  13,  1958 


Fig.  6.  Group  IV  audiograms.  Right  mobilization  November  26,  1956,  five  months  postoperative:  O — O 


TABLE  I. — Immediate  Results  in  100  Consecutive  Cases  Three  to  Six  Weeks  Postoperatively 


Group 

Bone 

Conduction 
Loss  (db.) 

Air 

Conduction 
Loss  (db.) 

Air- 

Bone 

Gap(db.) 

Number 

of 

Cases 

Number  Per  Cent 
Improved  Improved 
10+  db.  10+  db. 

Average 

db. 

Gain 

Improved  to  or  Above 

30-db.  Level . 

Number  Per  Cent 

I 

0 to  5 

0 to  35 

12 

11 

92 

19 

11 

92 

II 

0 to  5 

35  + 

54 

40 

74 

26 

32 

60 

III 

5 to  15 

20  + 

27 

17 

63 

24 

9 

33 

IV 

15  + 

20  + 

7 

5 

71 

28 

1 

14 

Total  or  Per  Cent 

100 

73 

73 

24 

53 

53 

cases  and  would  be  considered  ideal  for  the  fen- 
estration operation.  In  this  group  there  was  a 
much  greater  incidence  of  fractured  crura  (an- 
terior crus,  posterior  crus,  or  both).  Forty  cases 
or  74  per  cent  showed  significant  gains  in  hearing. 
The  average  decibel  gain  for  those  with  improved 
hearing  was  26  db.  Thirty-two  cases  or  60  per 
cent  were  improved  to  or  above  the  30-db.  level. 
This  gain  was  maintained  by  55  per  cent  for  the 
duration  of  observation. 

Group  III,  comprising  27  cases,  showed  evi- 
dence of  appreciable  nerve  degeneration  and 


showed  proportionately  fewer  cases  with  good 
hearing  gains.  Also  in  this  group  was  a rela- 
tively high  proportion  of  fractured  crura.  This 
group  would  be  considered  borderline  for  the  fen- 
estration operation.  Seventeen  cases  or  63  per 
cent  showed  significant  hearing  gains.  Those 
improved,  did  so  by  an  average  24  db.  Nine 
cases  or  33  per  cent  showed  hearing  improved  to 
or  above  30  db.  Of  this  group  30  per  cent  main- 
tained their  hearing  at  or  above  the  useful  30-db. 
level. 

Group  IV  includes  only  seven  cases.  Here  the 
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TABLE  II. — Immediate  Results  by  Age  Groups  Three  to  Six  Weeks  Postoperatively 


Number 

of 

Cases 

Number 
Improved 
10  + db. 

Total 
Above 
30  db. 

Per  Cent 
Above 
30  db. 

Age  Group 

Per  Cent 
Improved 

0 to  10  db.  11  to  20  db.  21  to  30  db. 

19  to  29 

16 

15 

93 

5 

5 

3 

13 

81 

30  to  39 

28 

21 

75 

4 

11 

3 

18 

65 

40  to  49 

37 

26 

70 

5 

6 

5 

16 

43 

Over  50 

19 

12 

63 

0 

4 

2 

6 

31 

Total  or 
Per  Cent 

100 

74 

74 

14 

26 

13 

53 

53 

TABLE  III. — Last  Audiogram  Results  Six  Months  to  Two  Years  Postoperatively 

Group 

Bone 

Conduction 
Loss  (db.) 

Air 

Conduction 
Loss  (db.) 

Air- 
Bone 
Gap  (db.) 

Number 

of 

Cases 

Number  Per  Cent 
Improved  Improved 
10+  db.  10+  db. 

Average 

db. 

Gain 

Improved  to  or  Above 

, 30-db.  Level . 

Number  Per  Cent 

I 

0 to  5 

0 to  35 

12 

11 

92 

19 

11 

92 

II 

0 to  5 

35  + 

54 

39 

72 

26 

30 

55 

III 

5 to  15 

20  + 

27 

16 

60 

24 

8 

30 

IV 

15  + 

20  + 

7 

5 

71 

22 

1 

14 

Total  or  Per  Cent 

100 

~71 

71 

23 

50 

50 

Change 

-2 

-2 

-1 

-3 

-3 

hearing  loss  by  air  conduction  was  more  pro- 
found, and  there  was  evidence  of  considerable 
nerve  reservoir  damage,  as  shown  by  sharply 
decreased  bone  conduction.  Most  of  these  would 
not  be  deemed  suitable  for  the  fenestration  opera- 
tion. Five  of  the  seven  cases  or  71  per  cent 
showed  significant  gains.  These  five  cases 
showed  an  average  28-db.  gain.  However,  only 
one  or  14  per  cent  was  improved  to  or  above  30 
db.  This  case  maintained  hearing  at  the  useful 
level. 

Classification  and  Evaluation  by  Age 
Group 

In  Table  II  the  100  cases  are  arranged  by  age 
group  to  show  the  number  in  each  group  im- 
proved and  the  degree  of  improvement  for  each 
group.  The  good  results  decrease  with  the  age 
increase  in  each  group  but  not  to  the  extent  that 
one  might  expect. 

The  nineteen  to  twenty-nine  age  group  showed 
the  best  results,  with  81  per  cent  improved  to  or 
above  the  30-db.  level  The  50-plus  age  group 
showed  the  poorest  results,  with  only  31  per  cent 
reaching  the  30-db.  level.  Of  all  the  cases  14  per 
cent  improved  to  within  10  db.  of  normal  hearing 
and  26  per  cent  improved  to  within  20  db.  of 
normal  hearing. 

Regression  of  Hearing. — Table  III  illus- 
trates that  approximately  6 per  cent  of  the  cases 
showing  a significant  gain  at  their  first  postopera- 
tive audiogram  show’  regression  of  hearing  within 
six  months  to  twm  years.  An  additional  3 to  4 per 


cent  of  cases  with  a significant  gain  at  the  operating 
table  and  later  have  lost  their  improvement  by 
the  time  the  first  audiogram  wras  taken.  This 
gives  us  a total  of  about  10  per  cent  of  patients 
showing  regression  of  their  postoperative  hearing 
levels.  A similar  percentage  of  regression  w’as 
reported  by  Kos9  after  reviewing  a larger  series 
of  mobilization  cases.  Regression  usually  oc- 
curred within  the  first  six  wreeks  to  three  months 
postoperatively. 

Complications 

Complications  following  the  mobilization  op- 
eration are  relatively  few.  However,  they  may 
be  serious,  particularly  if  the  surgeon  is  inept  or 
careless.  The  hearing  ma3r  be  made  worse. 
Three  cases  or  3 per  cent  in  this  series  showed  a 
postoperative  hearing  loss  greater  than  an  aver- 
age 10-db.  loss.  Tw'O  cases  were  in  the  range  of 
10-  to  15-db.  loss,  and  one  case  showed  a 30-db. 
loss. 

Injury  to  the  facial  nerve,  total  loss  of  hearing, 
acute  otitis  media,  labyrinthitis,  or  disabling 
vertigo  are  all  possible  complications  of  mobiliza- 
tion. However,  none  of  these  complications 
were  seen  in  this  series. 

Complete  of  partial  dislocation  of  the  incudo- 
stapedial  joint  w’as  noted  in  approximately  5 per 
cent  of  the  cases.  In  most  cases  this  did  not  in- 
terfere with  the  hearing  gain,  since  the  joint  was 
re-established.  Fracture  of  the  anterior  or  pos- 
terior crus  or  both  may  occur.  This  complica- 
tion in  itself  is  not  serious,  but  it  may  limit  the 
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degree  of  hearing  improvement  through  the  loss 
of  the  leverage  effect  of  the  ossicular  chain. 
Even  though  one  crus  is  fractured,  excellent  hear- 
ing may  still  be  obtained  by  mobilizing  the  foot- 
plate or  a part  of  it  along  with  the  intact  crus  and 
ossicular  chain. 

The  commonest  complication  was  a slight  linear 
tear  in  the  tympanomeatal  flap  at  the  margin  of 
the  annulus  posteriorly  and  superiorly.  How- 
ever, in  no  case  did  this  result  in  a permanent 
perforation. 

The  chorda  tympani  nerve  was  severed  in  five 
cases.  In  three  of  these  it  was  cut  deliberately  to 
obtain  a better  view  of  the  footplate  area.  As  a 
rule,  these  patients  do  not  complain  of  a perverted 
sense  of  taste.  However,  occasionally  a patient 
would  complain  when  the  nerve  was  only  trau- 
matized and  not  cut. 

Troublesome  bleeding  from  the  peritympanic 
incision  may  occur  postoperatively.  This  can  be 
avoided  if  the  incision  and  tympanomeatal  flap 
are  entirely  covered  by  a strip  of  surgical  Cel- 
anese  and  the  canal  lightly  packed  with  small 
cotton  balls  containing  Achromycin  or  other 
antibiotic  ointment. 

A flare-up  of  a pre-existing  external  otitis  oc- 
curred in  two  patients  who  had  worn  a.  c.  hearing 
aids  in  the  operated  ear. 

Conclusions 

The  mobilization  operation  with  modern  tech- 
nic offers  increasingly  good  results.  All  other 
factors  being  equal,  the  chances  of  success  ap- 
pear to  be  directly  related  to  the  degree  of  stape- 
dial fixation  and  the  degree  of  nerve  involvement 
associated  with  the  otosclerotic  lesion. 

Approximately  90  per  cent  of  cases  with  normal 
bone  conduction  and  minimal  air  conduction  loss 
will  show  significant  gains  in  hearing. 

Approximately  60  per  cent  of  cases  with  mod- 
erate air  conduction  loss,  but  of  ideal  suitability 
for  fenestration,  will  show  improvement  to  or 
above  the  30-db.  level. 

Approximately  30  per  cent  of  cases  of  border- 
line suitability  will  reach  the  useful  30-db.  level. 

In  cases  with  more  marked  nerve  involvement, 
but  with  an  adequate  air-bone  gap,  significant 
gains  of  the  order  of  20  db.  will  be  obtained  in 
approximately  two  out  of  three  cases,  but  only 
about  one  case  in  seven  will  be  improved  to  the 
30-db.  level. 

Successful  fenestration  surgery  is  not  precluded 
by  an  unsuccessful  mobilization  operation.  Mo- 


bilization failures  should  be  fenestrated,  if  suit- 
able. 

Approximately  6 per  cent  of  successful  mobili- 
zations will  show  regression  after  the  first  audio- 
gram  within  six  months  to  two  years. 

In  approximately  3 per  cent  of  cases  the  hearing- 
will  be  made  worse. 

525  East  68th  Street,  New  York  21 
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Discussion 

Greydon  G.  Boyd,  M.D.,  New  York  City. — I am 
very  glad  of  this  opportunity  to  discuss  Dr.  Moore’s 
excellent  paper  on  stapes  mobilization.  He  has 
stressed  with  his  usual  thoroughness  the  essentials  of 
this  procedure.  It  remains  only  for  me  to  empha- 
size some  of  the  points  he  has  made. 

The  history  of  early  stapes  surgery  had  little  to  do 
with  the  modern  version.  To  Dr.  Lempert  goes  the 
credit  for  renewed  interest  in  surgery  for  deafness. 
Through  his  teaching  many  have  gained  the  skill 
and  knowledge  necessary  to  attempt  this  work. 
He  also  originated  an  approach  to  the  middle  ear 
now  used  for  the  mobilization.  While  testing  the 
stapes  for  fixation,  Dr.  Rosen  did  his  first  successful 
restoration  of  hearing  by  this  method.  Following 
this  he  did  a great  amount  of  research  on  the  ca- 
daver. It  was  through  his  industry  and  generous 
sharing  of  this  knowledge  that  this  procedure  has 
become  widely  accepted. 

Dr.  Moore  mentions  the  use  of  speech  tests  in 
selecting  cases  for  operation.  Dr.  Moe  Bergman 
stated  recently  that  the  bone-air  gap  had  been  the 
only  constantly  valuable  test  in  selecting  cases  for 
surgery  by  Dr.  Rosen.  A bone-air  gap  of  about  20 
decibels  in  the  speech  range  by  audiometer  should  be 
present  in  a suitable  case  for  mobilization.  Unilat- 
eral cases  and  mild  bilateral  cases  not  suitable  for  a 
fenestration  operation  can  be  done.  Patients  with 
a marked  perceptive  component  may  have  improve- 
ment enough  to  wear  an  aid  more  successfully. 
When  binaural  aided  or  unaided  hearing  can  be  ob- 
tained, understanding  is  much  improved.  There- 
fore, both  ears  should  be  done  if  suitable,  allowing  a 
safe  interval  between  operations. 
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As  regards  technics,  a remarkable  array  of  meth- 
ods have  been  tried,  including:  (1)  an  endural  ap- 
proach (Lempert  and  Muerman),  (2)  removal  of  the 
stapes  and  draping  the  drum  and  canal  flap  over  the 
oval  window  (Portmann),  (3)  cutting  a mucous  mem- 
brane flap  near  the  oval  window  to  attack  the  foot- 
plate (Goodhill),  (4)  inserting  an  artificial  stapes 
(Shay),  (5)  fenestrating  the  footplate  (Rosen),  (6) 
multiple  puncture  to  weaken  the  footplate  (Port- 
mann), (7)  mobilization  by  pressure  on  the  short 
process  of  the  malleus  without  an  incision.  (Mey- 
erson),  (8)  mobilization  by  inflation  (Daily),  and 
(9)  mobilization  by  using  a chisel  by  hand  and  by 
electrically  driven  instruments. 

I agree  with  Dr.  Moore  that  the  most  important 
advances  have  been  the  attack  on  the  footplate,  the 
use  of  the  microscope  (I  have  not  found  the  loupe 
superior  to  it  except  in  exposing  the  stapes),  and 
more  extensive  removal  of  the  upper  posterior  por- 
tion of  the  annulus  and  severing  the  chordi  tympani 
if  it  cannot  otherwise  be  gotten  out  of  the  way. 

All  of  the  stapes  possible,  short  of  removal  or  dis- 
placing it,  should  be  made  visible  before  attempting 
a mobilization.  A thorough  study  is  then  made  with 
varying  power  of  the  microscope  before  attempting 
any  manipulation.  I then  test  for  movement  with  a 
needle  on  the  incus.  If  fixation  is  not  too  great,  a 
mobilization  is  gingerly  tried  on  the  neck.  Extreme 
care  is  taken  not  to  fracture  or  dislocate  at  this  point. 
If  mobilization  does  not  occur  easily  the  footplate  is 
attacked  at  the  most  fixed  point,  usually  the  anterior 
crus,  with  a needle  explorer.  I have  perforated  the 
footplate  but  have  not  deliberately  fenestrated  it. 
In  some  cases  a perforation  or  fracture  of  the  foot- 
plate gives  good  hearing  only  when  the  middle  ear  is 
open.  Success  is  judged  by  seeing  the  entire  stapes 
and  footplate  move  and  not  by  motion  of  some  part 
of  it. 


Dr.  Moore’s  results  are  somewhat  better  than 
mine  if  all  cases  are  being  considered.  About  two 
thirds  of  my  cases  were  males,  whom  I have  found 
more  difficult  to  do.  I have  also  done  a good  many 
type-C  cases.  His  results  compare  favorably  with 
Bellucci’s  72  per  cent,  Scheer’s  80  per  cent,  Derlacki’s 
63  per  cent,  House’s  near  60  per  cent,  and  Camp- 
bell’s 42  per  cent  in  his  early  attempts  and  70  per 
cent  in  his  later  ones.  The  first  three  report  only 
ideal  cases  suitable  for  fenestration. 

Loss  of  the  original  gain  occured  in  10  per  cent  of 
Dr.  Moore’s  patients,  while  Kos  reports  15.5  per 
cent,  Derlacki  13  per  cent,  and  Campbell  16  per 
cent.  The  hearing  was  made  worse  in  only  3 per 
cent  of  cases.  Derlacki  reports  3.5  per  cent,  Camp- 
bell 8 per  cent  of  the  early  and  4 per  cent  of  his  later 
cases,  and  Rosen  only  1.5  per  cent  with  a further 
hearing  loss. 

Dr.  Campbell  found  age  and  the  amount  of  hear- 
ing loss  of  less  significance  in  predicting  final  results 
than  does  Dr.  Moore. 

Other  reported  complications  than  those  men- 
tioned are  tinnitus,  persistent  perforation  of  the 
drum,  adhesions  and  thickening  in  the  middle  ear,  a 
retracted  flaccid  ear  drum,  a malpractice  suit  for 
$250,000  because  of  a facial  deformity,  poor  psycho- 
logic and  emotional  response  to  a failure,  persistent 
taste  disturbance,  and  even  death.  The  potential 
dangers  make  it  imperative  that  one  have  proper 
training  and  the  opportunity  to  do  this  surgery  fre- 
quently in  order  to  do  it  safely  and  well. 

As  to  Dr.  Moore’s  conclusion,  I might  add  that 
success  depends  also  on  experience.  I have  found  a 
fenestration  is  sometimes  less  easy  to  do  after  mobili- 
zation due  to  an  increased  tendency  to  bleed  and  a 
thicker  skin  flap.  It  is  likely  to  succeed,  however, 
provided  a further  hearing  loss  has  not  resulted 
from  the  mobilization. 


Family  Physicians 


Despite  the  increasing  importance  of  specialists 
the  family  physician  remains  a key  figure  in  modern 
medical  practice.  He  is  medical  adviser  and  man- 
ager for  the  overwhelming  majority  of  our  popula- 
tion, and  for  many  he  remains  the  sole  point  of 
contact  with  the  medical  profession.  As  a result, 
he  is  the  single  physician  most  likely  to  influence 
the  public’s  conception  of  medical  practice. 


Today  the  average  famity  doctor  is  a man  in  his 
forties,  a well-established  general  practitioner  in 
private  practice,  deriving  his  income  from  fees. 
He  treats  26  patients  a day,  spending  over  eight 
hours  on  home  and  office  calls.  He  sees  most  of 
his  patients  in  his  office  or  at  their  homes,  but 
usually  has  hospital  staff  privileges. — Health  In- 
formation Foundation 


October  1,  1958 


3101 


Increased  Resistance  to  Antibiotics  Among  Micro- 
organisms Isolated  in  a General  Hospital 

(1956-1957) 

ALFRED  J.  WEIL,  M.D.,  F.C.A.P.,  BRONX,  NEW  YORK 
(From  the  Department  of  Bacteriology , Bronx  Hospital) 


The  results  of  testing  for  antibiotic  sen- 
sitivity of  the  microorganisms  isolated  from 
clinical  specimens  have  been  the  subject  of  re- 
peated surveys  in  the  Bronx  Hospital  since 
1950. 1-3  Thus,  there  is  available  a considerable 
body  of  data,  covering  a period  of  seven  years, 
which  was  collected  by  comparable  technics.  If 
one  compares  these  data  with  similar  ones  col- 
lected elsewhere,  in  this  country  and  abroad,  it 
appears  that  the  experience  in  this  hospital  re- 
flects rather  well  the  general  trend  of  emerging 
resistance  to  antibiotics  as  a result  of  the  aggres- 
sive use  of  these  agents.1-10  The  tendency  to 
ever-increasing  resistance  noted  in  1954  seemed 
to  have  come  to  a standstill  during  the  past  sev- 
eral years.3  This  paralleled  the  experience  else- 
where, for  instance  that  of  Martin  and  Chabbert6 
in  France. 

A new  (fourth)  survey  was  made  for  the  period 
April  1,  1956,  to  March  31,  1957.  It  showed  a 
resurgent  trend  to  increasing  resistance  to  some 
of  the  most  widely  used  antibiotics  for  several 
clinically  important  bacteria. 

The  present  report  presents  our  data  from 
1956-1957  in  comparison  with  that  for  1953- 
1954.  It  is  of  interest  to  note  that  data  similar 
in  all  essential  respects  to  ours  were  recently 
reported  from  California.7 

Origin  of  Bacteria  Isolated 

From  974  specimens  1,387  strains  of  bacteria 
were  isolated  and  compared  with  those  collected 
during  the  period  July,  1953  to  June,  1954,  at 
which  time  1,117  strains  were  collected  from 
752  specimens.3  The  origins  of  those  cultures 
are  listed  in  Table  I. 

There  are  two  major  differences  in  distribution 
between  the  1953-1954  and  the  1956-1957 
studies.  The  number  of  specimens  from  the  re- 
spiratory tract  examined  for  antibiotic  sensitivity 
was  reduced  in  1956-1957,  because  organisms 
obviously  not  related  to  the  clinical  problem  at 
hand  were  eliminated.  The  number  of  infections 


TABLE  I. — Origins  of  Cultures  Tested  in  the  1953-1954 
and  1956-1957  Studies  of  Antibiotic  Sensitivity 


✓ — Number  of  Cultures — •. 

1953- 

1956- 

Origin 

1954 

1957 

Respiratory  tract  (sputa, 


nose,  throat) 

187 

142 

Urinary  tract 

306 

401 

Abdominal  surgery 

91 

138 

Other  surgeries 

115 

205 

Blood 

22 

42 

Spinal  fluids 

2 

4 

Pleural  fluids 

6 

6 

Gynecologic  sources 

6 

18 

Other  sources 

17 

18 

Total 

752 

974 

from  the  surgical  wards  sharply  increased  from 
14  to  21  per  cent  of  the  total.  In  part  this  may 
have  been  due  to  an  increase  of  localized  infections 
causing  problems  of  antibiotic  therapy.  How- 
ever, it  is  difficult  to  be  certain  of  the  magnitude 
of  this  factor. 

Classification  of  Cultures 

Since  this  paper  is  concerned  with  the  trends 
in  the' behavior  of  the  bacteria  commonly  found 
in  a general  hospital,  data  are  given  only  on  the 
eight  groups  listed  in  Table  II,  covering  97.6 
per  cent  of  all  isolations  (1,354  strains) : 

1.  The  Streptococci  group  includes  all  mem- 
bers of  this  family  as  defined  in  Bergey’s  Man- 
ual.11 The  majority  of  strains  were  of  the  Strep- 
tococcus faecalis  group,  which  considering 
origin  (Table  I),  is  as  would  be  expected.  There 
were  38  strains  of  Streptococcus  pyogenes.  They 
were  regularly  found  to  be  sensitive  to  all  the 
antibiotics  listed  in  Table  II  except  to  polymyxin 
B which  inhibited  only  an  occasional  strain.  In 
Table  III  Streptococcus  pyogenes  is  listed  sep- 
arately. 

2.  In  the  Staphylococci  group  only  mannitol- 
and-coagulase-positive  strains  were  recorded 
with  the  exception  of  15  strains  for  which  one  of 
these  reactions  was  lacking,  although  the  clinical 
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TABLE  II. — Sensitivity  In  Vitro  to  Six  Antibiotics  as  Tested  in  1956-1957  Compared  with  Results  for  1953-1954 


Micro- 

organisms 

Period 

Strains 

Sensitive  to 

Chloram- 

phenicol 

Peni- 

cillin 

Erythro- 

mycin 

i 6rc6nt£ig6  i 

Tetra- 

cycline* 

Strepto- 

mycin 

Poly- 

myxin 

B 

Streptococci 

1953-1954 

348 

50.6 

94.8 

76.9 

97.1 

35.3 

4.6 

1956—1957 

354 

55. 6p 

89. 3t3 

43. 5t2 

90. 6f2 

39. 6p 

13. 3t2 

Staphylococci 

1953-1954 

147 

32.6 

99.3 

69.4 

99.9 

65.3 

3.4 

1956-1957 

289 

24. 2t4 

83. 7f2 

45. Of2 

85.lt2 

45. 3t2 

18. 0t2 

Escherichia 

1953-1954 

137 

0 

0 

86.2 

96.4 

56.9 

89.1 

1956-1957 

174 

0 

0 

75. 3f2 

94. 8p 

69. 5t5 

71. 8t2 

Aerobacter 

1953-1954 

131 

0 

0 

46.6 

78.6 

26.0 

80.2 

1956-1957 

267 

0 

0 

28. 8t2 

57. 7t2 

26 . 2p 

60. 7t2 

Proteus 

1953-1954 

210 

1.0 

0 

4.8 

80.5 

9 . 5 

6.2 

1956-1957 

156 

6.4t2 

0 

13. 5t2 

79. 5t* 

30.lt2 

3.2p 

Ps.  aeruginosa 

1953-1954 

61 

0 

0 

33.6 

24.6 

34.4 

93.4 

1956-1957 

59 

0 

0 

11. 8t2 

11. 8P 

16. 9t2 

86. 5t4 

Alcaligenes  faecalis 

1953-1954 

29 

0 

6.9 

74.0 

86.2 

41.2 

65.5 

1956-1957 

25 

4 . Ot1 

20. Of1 

40.  Of6 

44. Of2 

48. 0tl 

68. Ot1 

Bethesda** 

1956—1957 

30 

3.3 

0 

16 . 5 

63.7 

26.4 

10.0 

* Oxytetracycline  and  chlortetracycline  for  1953-1954. 
t Significance  of  differences  between  1953-1954  and  1956-1957: 

1 Not  significant. 

2 Highly  significant  (p  < 0.001). 

3 Highly  significant  (p  = 0.006). 

4 Significance  doubtful  (p  = 0.09). 

6 Significant  (p  = 0.022). 

6 Highly  significant  (p  = 0.013). 

**  Figures  of  1953-1954  too  small  for  analysis. 


TABLE  III. — Sensitivity  of  Microorganisms  to  Neomycin,  Novobiocin,  and  Furadantin  in  the  1956-1957  Study 


Strains  Tested  with 


Strains  Tested  with 


Strains  Tested  with 


■Neomycin % Novobiocin s . Furadantin- 


Micro- 

organisms 

Number 

Tested 

Percentage 

Sensitive 

Number 

Tested 

Percentage 

Sensitive 

Number 

Tested 

Percentage 

Sensitive 

Streptococcus 

pyogenes 

17 

70.6 

1 

* 

0 

Other  streptococci 

183 

84.2 

28 

67.9 

145 

83.4 

Staphylococci 

207 

97.6 

29 

92.8 

51 

90.8 

Escherichia 

105 

97.1 

11 

45.4 

77 

92.2 

Aerobacter 

134 

95.6 

34 

32.3 

187 

42.2 

Proteus 

93 

97.9 

22 

68.2 

75 

62.7 

Ps.  aeruginosa 

39 

66.7 

4 

0 

40 

5 . 0 

B.  faecalis  alca- 
ligenes 

13 

100 

2 

* 

7 

t 

Bethesda 

21 

90.5 

6 

** 

20 

65.0 

Total  of  Strains 

812 

136 

602 

Tested 


* 1 strain, 
t 3 strains. 

**  2 strains. 


data  strongly  suggested  an  etiologic  involvement 
of  the  organisms.  Of  the  289  strains  235  formed 
yellow  pigment,  and  54  were  of  the  white  variant. 

3.  The  genera  Escherichia,  Aerobacter,  Be- 
thesda,  and  Proteus  were  distinguished  from  each 
other  by  culture  methods  which  are  outlined  by 
Kauffmann12  and  Edwards  and  Ewing.13  There 
were  174  strains  of  Escherichia,  267  of  Aero- 
bacter, 30  of  the  Bethesda  group,  and  156  of 
Proteus  during  the  1956-1957  period. 

4.  Furthermore,  there  were  59  strains  of 
Pseudomonas  aeruginosa  (Bacillus  pyocyaneus) 
and  25  of  Bacillus  faecalis  alcaligenes. 

The  incidence  of  the  various  groups  remained 


approximately  the  same  during  the  two  periods 
of  survey.  There  were,  however,  two  notable 
exceptions:  The  number  of  isolations  of  Staph}'- 
lococcus  and  of  Aerobacter  aerogenes  increased 
in  1956-1957  to  twice  that  in  1953-1954.  The 
staphylococci  increased  from  13.1  to  20.8  per 
cent  of  all  isolations,  and  Aerobacter  aerogenes 
from  11.7  to  19.3  per  cent. 

Methods  of  Testing 

The  method  of  testing  with  disks  has  been 
described  in  detail  in  our  previous  reports1-3 
and  has  remained  unchanged.  Disks  manu- 
factured by  the  Baltimore  Biological  Laborato- 
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ries  were  used  during  the  1956-1957  period. 
Their  reliability  was  ascertained  by  periodic  com- 
parisons with  the  results  of  the  tube  dilution 
method.10  Changes  in  antibiotics  used  for 
routine  testing  were  made  according  to  need. 
Since  the  advent  of  tetracycline,  * this  agent  very 
largely  superseded  chlortetracycline,  f and  oxy- 
tetracycline**  in  clinical  use  in  this  hospital. 
Thus,  it  was  found  to  be  advisable  to  abandon 
the  routine  testing  with  xhe  two  latter  antibi- 
otics in  favor  of  tetracycline.  For  the  com- 
parison of  the  two  periods  of  survey  we  averaged 
the  percentages  of  susceptibility  with  chlor- 
tetracycline and  oxytetracy cline  for  1953-1954 
and  used  the  figures  thus  obtained  for  the  eval- 
uation of  differences  between  reactivity  in  1953- 
1954  and  1956-1957.  From  our  own  experience 
as  well  as  from  the  data  in  the  literature  this 
procedure  does  not  involve  a major  statistical 
error. 

Neomycin  ff  was  added  to  our  routine  testing 
in  recent  months  for  reasons  which  will  be 
elaborated  in  this  paper.  Nitrofurantoin*** 
was  tested  with  all  cultures  derived  from  the 
urinary  tract. 

Novobiocinfff  was  frequently  included,  when 
information  on  its  reaction  was  expected  to  be  of 
potential  usefulness.  On  the  other  hand,  the 
routine  use  of  bacitracin  was  abandoned  in  recent 
years  because  of  the  small  use  of  it  on  the  wards. 
It  is  currently  employed  only  on  special  request 
like  other  agents  not  in  frequent  clinical  use. 

Results 

The  data  for  the  six  antibiotics  for  which  com- 
parable observations  are  available  for  1953- 
1954  and  for  1956-1957  are  found  in  Table  II. 
The  percentage  of  streptococci  sensitive  to  peni- 
cillin, streptomycin,  and  polymyxin  B has  not 
noticeably  changed.  There  is  a small  decrease 
in  the  percentage  of  strains  sensitive  to  eryth- 


*  Issued  under  several  trade  names,  such  as  Achromycin 
(Lederle  Laboratories  Division,  American  Cyanamid  Com- 
pany), Panmycin  (Upjohn  Company),  and  Tetracyn  (Chas. 
Pfizer  & Co.,  Inc.). 

t The  trade  name  of  Lederle  Laboratories  Division, 
American  Cyanamid  Company  for  chlortetracycline  is 
Aureomycin. 

**  The  trade  name  of  Chas.  Pfizer  & Co.  for  oxytetra- 
cycline  is  Terramycin. 

tt  The  trade  name  of  The  Upjohn  Company  for  neomycin 
is  Mycifradin. 

***  The  trade  name  of  Eaton  Laboratories  for  nitro- 
furantoin is  Furadantin. 

ttt  The  trade  name  of  The  Upjohn  Company  for  novo- 
biocin is  Albamycin. 


romycin*  and  to  chloramphenicol. f Although 
the  differences  between  1953-1954  and  1956- 
1957  are  statistically  significant,  they  would  not 
seem  to  be  of  great  practical  importance  insofar  as 
nearly  nine  out  of  ten  strains  still  remain  sensi- 
tive. The  only  major  change  observed  with  this 
group  of  bacteria  concerns  tetracycline,  for 
which  a drop  from  76.9  to  43.5  per  cent  was  ob- 
served. 

The  staphylococci  yielded  the  lowest  per- 
centage of  strains  sensitive  to  penicillin  ob- 
served since  1950.  However,  the  drop  from 
32.6  to  24.2  per  cent  is  of  doubtful  statistical 
significance  (p  = 0.09).  There  is,  for  the  first 
time,  a significant  number  of  strains  resistant 
to  erythromycin  and  to  chloramphenicol.  While 
in  former  years  practically  all  strains  of  this 
genus  were  inhibited  by  these  two  agents,  there 
is  now  one  chance  out  of  six  to  find  a resistant 
one.  A much  larger  decrease  in  the  number  of 
strains  remaining  sensitive  is  found  in  the  cases  of 
tetracycline  and  of  streptomycin,  for  which  the 
chance  of  finding  a sensitive  strain  has  dropped 
from  two  out  of  three  to  less  than  one  out  of  two. 

The  reactivity  of  Escherichia  remained  rel- 
atively stable.  The  percentage  of  strains  in- 
hibited by  streptomycin  increased  somewhat 
in  1956-1957.  Susceptibility  to  tetracycline 
decreased  slightly,  so  that  only  six  out  of  eight 
strains  were  found  inhibited  in  1956-1957  in 
contrast  to  seven  out  of  eight  in  1953-1954. 
Similarly,  there  was  some  decrease  in  reactivity 
with  chloramphenicol  which  inhibited  nine  out  of 
ten  strains  in  1953-1954  but  only  seven  out  of 
ten  in  1956-1957. 

By  contrast,  striking  decreases  in  sensitivity 
were  found  with  Aerobacter  for  tetracycline, 
chloramphenicol,  and  polymyxin  B.  Strepto- 
mycin remained  unchanged  with  about  26  per 
cent  sensitive  strains. 

With  Proteus,  chloramphenicol  maintained  its 
position  as  the  only  one  among  the  six  agents 
listed  in  Table  II  with  inhibitive  action  on  the 
great  majority  of  strains.  Both  in  1953-1954 
and  in  1956-1957  four  out  of  five  strains  were 
found  susceptible.  The  changes  recorded  for 
the  other  agents,  we  ascribe  to  variations  in 
local  (endemic)  incidence.  This  became  clear 
from  a detailed  study  of  our  data  from  which 
it  appears  that  strains  of  deviant  behavior  are 


* The  trade  name  of  Eli  Lilly  & Company  for  erythro- 
mycin is  Ilotycin. 

t The  trade  name  of  Parke,  Davis  & Company  for  chlor- 
amphenicol is  Chloromycetin. 
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isolated  in  bunches  within  a restricted  period  of 
time  and  often  from  the  same  ward  or  service. 
Thus,  two  series  of  such  local  occurrence  of 
streptomycin-resistant  Proteus  largely  explain  the 
low  percentage  of  streptomycin-sensitive  strains 
found  in  1953-1954.  The  incidence  in  1956-1957 
of  30.1  per  cent  of  sensitivity  to  streptomycin 
restores  it  to  the  level  found  in  previous  surveys 
of  this  hospital.1’2 

The  data  on  Pseudomonas  aeruginosa  also  do 
not  seem  to  indicate  major  changes.  The  ex- 
amination of  the  records  show  that  the  differences 
in  sensitivity  to  tetracycline,  chloramphenicol, 
and  streptomycin  between  1953-1954  and  1956- 
1957  are  not  indicative  of  a general  trend,  but 
are  due  to  variations  in  local  incidence  on  cer- 
tain wards  during  restricted  periods  of  time. 

Similarly,  it  would  be  wise  to  reserve  judgment 
concerning  the  more  than  local  validity  of  the 
decrease  in  reactivity  to  tetracycline  and  chlor- 
amphenicol found  with  Bacillus  faecalis  alcaligenes, 
even  though  these  differences  are  significant  from 
a purely  mathematical  point  of  view.  Additional 
data  will  be  needed  to  obtain  reliable  information. 

For  the  Bethesda  group,  data  sufficient  for 
statistical  analysis  were  available  for  the  first 
time  in  1956-1957.  The  incidence,  2.2  per  cent 
of  all  isolations,  was  somewhat  higher  than 
noted  in  our  previous  surveys  in  which  these 
organisms  accounted  for  between  0 and  1.7  per 
cent  of  all  isolations.  Strains  of  this  group  were 
found  to  be  fairly  evenly  distributed  throughout 
the  whole  period. 

As  mentioned  before,  the  frequent  finding  of 
multiple  resistance  to  antibiotics  made  it  ad- 
visable to  extend  the  routine  of  testing  to  neo- 
mycin and,  on  a limited  scale  to  nitrofurantoin 
and  novobiocin.  The  data  concerning  these 
three  agents  are  given  in  Table  III.  It  should  be 
remembered  that  neomycin  was  routinely  used 
only  during  the  last  seven  and  a half  months  of 
the  survey  and  Furadantin  and  novobiocin 
only  with  the  restrictions  mentioned  previously. 
For  novobiocin  the  restriction  of  testing  cases  in 
which  possible  difficulties  were  anticipated  may 
well  have  influenced  the  data  reported  here. 

It  will  be  seen  from  Table  III  that  nitrofuran- 
toin is  effective  in  many  instances.  Unfortu- 
nately, with  the  species  of  bacteria  for  which  a 
substitute  for  the  agents  listed  in  Table  II  would 
be  of  particular  usefulness  (both  from  the  view- 
point of  the  high  incidence  of  this  microorganism 
and  the  frequent  resistance  encountered),  namely 
Aerobacter  aerogenes,  less  than  half  of  the  187 


strains  tested  were  inhibited  by  nitrofurantoin. 
The  same  is  true  for  Bacillus  faecalis  alcaligenes. 
With  Pseudomonas  aeruginosa  it  is  practically 
ineffective.  Also,  more  than  one  third  of  the 
Proteus  strains  tested  were  found  resistant. 

Neomycin  showred  an  outstanding  over-all 
efficiency.  The  only  bacteria  for  which  resist- 
ant strains  were  recorded  with  any  frequency 
wrere  Streptococcus  pyogenes,  the  other  strepto- 
cocci, and  the  pyocyaneus  bacillus.  For  the 
latter,  however,  the  percentage  of  strains  found 
susceptible  was  higher  than  with  any  other  agent 
tested  except  polymyxin  B. 

Novobiocin  did  not  show  the  same  favorable 
over-all  picture.  With  the  exception  of  the 
“ether”  streptococci,  numerous  resistant  strains 
were  found  in  every  category. 

Comment 

The  data  presented  in  Table  II  speak  for  them- 
selves. In  several  important  instances  resist- 
ance to  the  commonly  used  antibiotics  was 
found  with  greater  frequency  during  the  period 
of  1956-1957  than  in  previous  surveys.  This 
would  appear  to  be  of  particular  practical  im- 
portance in  the  following  cases:  For  strepto- 
cocci with  tetracycline,  for  staphylococci  with 
tetracycline,  streptomycin,  and  to  a lesser  de- 
gree penicillin,  erythromycin,  and  chlorampheni- 
col,* for  Escherichia  to  a moderate  degree  with 
tetracycline  and  polymyxin  B,  for  Aerobacter 
with  tetracycline,  chloramphenicol,  and  poly- 
myxin B,  and  finally,  for  Bacillus  faecalis  alca- 
ligenes with  tetracycline  and  chloramphenicol. 

In  order  to  avoid  misinterpretations,  it  should 
be  emphasized  that  statistics  collected  in  a 
hospital  are  not  representative  of  the  situation 
on  the  outside,  such  as  in  a doctor’s  office.  Data 
from  a hospital  are  by  necessity  greatly  influ- 
enced by  two  factors : Infections  which  promptly 
yield  to  standard  antibiotic  treatment  are  rarely 
treated  in  a hospital  like  ours.  The  rarity  of 
pneumococci  and  Streptococcus  pyogenes  among 
our  material  (only  six  and  38  strains  respectively 
were  isolated  during  1956-1957)  exemplifies  this. 
The  second  factor  is  nosocomial  infections  which 
are  caused  by  organisms  acquired  in  the  hospital 
and  likely  to  be  selected  by  previous  contact  with 
antibiotics. 

It  has  become  well-recognized  in  recent  times 


* This  experience  was  not  duplicated  in  the  work  of 
Royer14  in  Montreal  and  Weisbren  and  Strelitzer15  in  Milwau- 
kee. Their  papers  illustrate  the  effect  of  local  use  or  restric- 
tion of  use  of  antibiotics  on  the  incidence  of  resistance. 
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that  the  spread  within  hospital  wards  of  staph- 
ylococci which  are  resistant  to  many  anti- 
biotics can  create  serious  problems.4’ 16-19  In 
our  hospital,  too,  staphylococci  have  become 
more  prevalent  and  are  found,  as  a rule,  resistant 
to  penicillin  and  with  increasing  frequency  to 
other  widely  used  antibiotics,  particularly  to 
tetracycline  and  streptomycin. 

In  our  report  on  our  survey  of  1953-19543  we 
recorded  a higher  incidence  of  resistance  to  several 
antibiotics  for  Aerobacter  than  for  Escherichia. 
This  has  since  been  confirmed  by  Johnson,5 
Lind  and  S wanton, 20  Kirby,21  and  Vaccaro  et 
al22  Our  data  from  1956-1957  show  a steep 
decline  in  the  percentage  of  strains  of  Aerobacter 
sensitive  to  tetracycline,  chloramphenicol,  and 
polymyxin  B.  Considered  together  with  the 
fact  that  only  one  out  of  four  strains  of  Aero- 
bacter is  inhibited  by  streptomycin,  it  would 
appear  that  an  infection  with  this  organism  is 
much  more  likely  to  pose  a problem  in  selecting 
an  effective  therapeutic  agent  than  any  other 
of  the  common  gram-negative  rods.  Neomycin 
is  the  only  agent  within  the  scope  of  this  report 
to  which  nearly  all  the  isolation  investigated 
were  susceptible. 

Kirby21  also  mentions  increased  frequency  of 
resistance  among  members  of  the  genus  Aero- 
bacter. Rantz  and  Rantz7  reported  mounting 
numbers  of  resistant  coli  in  their  recent  paper. 
They  did  not  distinguish  between  Escherichia 
and  Aerobacter,  and  it  therefore  is  not  possible 
to  state  whether  their  experience  on  this  par- 
ticular point  parallels  ours  as  it  does  in  many 
other  respects. 

While  the  resistance  of  Aerobacter  grew,  its 
incidence  greatly  increased.  The  number  of 
strains  recorded  doubled  from  131  in  1953-1954 
to  267  in  1956-1957.  In  1953-1954  they  ac- 
counted for  11.7  per  cent  of  all  isolations  and  in 
1956-1957  for  19.3  per  cent.  This  may  be  com- 
pared with  the  figures  for  the  five  other  genera 
of  gram-negative  rods  (Escherichia,  Proteus, 
Pseudomonas  aeruginosa,  Bacillus  faecalis  alca- 
ligenes,  and  the  Bethesda  group)  with  similar 
pathogenic  potentialities:  443  isolations  (31.3 
per  cent  of  the  total)  in  1953-1954  and  444  iso- 
lations (25.2  per  cent)  in  1956-1957. 

It  seems  justified  to  conclude  from  this  that 
Aerobacter  holds  a position  among  the  gram- 
negative rods  similar  to  that  of  Staphylococcus 
among  the  pathogenic  gram-positive  cocci. 
Aerobacter  appears  to  be  superior  to  similar 
bacteria  in  its  ability  to  produce  resistant  mu- 


tants. This  in  turn  would  give  it  a better  chance 
of  survival  under  conditions  of  frequent  exposure 
to  antibiotics,  and  therefore,  would  explain  its 
increased  prevalence  as  a cause  of  infections, 
particularly  nosocomial  ones.  This  is  the  most 
important  piece  of  information  provided  by  the 
present  survey.  Additional  data  on  the  adapt- 
ability of  Aerobacter  to  antibiotics  and  their 
epidemiologic  implications  would  be  of  consider- 
able clinical  interest. 

Similar  questions  are  raised  by  our  findings  of 
increased  trend  to  resistance  of  Bacillus  faecalis 
alcaligenes.  However,  in  view  of  the  relative 
rarity  of  this  organism  the  problem  is  a smaller 
one  from  a practical  point  of  view.  As  has  been 
pointed  out  before,  the  relatively  small  number 
of  strains  of  Bacillus  faecalis  alcaligenes  avail- 
able for  this  survey  counsels  caution  in  making 
statements  concerning  this  organism. 

Therapeutic  action  usually  must  be  taken  be- 
fore the  results  of  antibiotic  testing  can  be  avail- 
able. For  that  reason  it  is  important  to  have  a 
gauge  for  the  probability  of  selecting  an  effective 
agent.  If  the  microorganism  involved  is  known, 
data  like  those  given  in  Tables  II  and  III  permit 
an  appraisal  of  this. 

If  more  than  one  bacterium  is  present,  the 
statistical  probability  of  selecting  the  right  agent 
diminishes  greatly.  In  the  presence  of  many 
resistant  mutants,  an  agent  against  which  re- 
sistance is  produced  with  difficulty  will  in  the 
presence  of  multiple  infection  have  a great  ad- 
vantage over  an  antibiotic  against  which  resistant 
mutants  are  obtained  with  relative  ease.  This 
situation  came  into  sharp  focus  when  a tabu- 
lation was  made  of  the  data  obtained  from  the 
specimens  in  which  two  to  four  different  micro- 
organisms were  isolated  and  tested.  The  fre- 
quency with  which  each  antibiotic  was  found 
inhibitive  to  all  the  bacteria  isolated  from  each 
specimen  was  then  calculated.  The  result  in 
terms  of  percentage  of  coverage  is  given  in  Table 
IV.  For  a proper  appraisal  of  this  data,  it  has 
to  be  known  that  the  great  majority  of  multiple 
isolations  is  derived  from  three  sources:  The 
urinary  tract,  the  abdominal  cavity,  and  chronic 
ulcerative  processes.  Under  these  circumstances 
at  least  one  of  the  bacteria  usually  is  a gram-nega- 
tive rod.  This  explains  the  low  score  of  peni- 
cillin and  erythromycin  in  our  tabulation.  Of 
the  six  antibiotics  for  which  data  are  available 
both  for  1953-1954  and  1956-1957  only  tetra- 
cycline and  chloramphenicol  show  significant 
changes  (Table  IV).  The  large  decrease  in  the 
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TABLE  IV. — Data  on  Specimens  With  Multiple  Isola- 
tions (Percentage  of  Specimens  from  Each  of  Which  All 
Isolated  Organisms,  Two  to  Four  of  Them,  Were  In- 
hibited by  a Given  Agent) 


Per  cent  of 

/ Specimens  Inhibited s 

1953-1954 

1956-1957 

Agent 

(146  tested) 

(328  tested) 

Penicillin 

1.3 

3.4 

Erythromycin 

7.5 

6.7 

Tetracycline* 

50.0 

13.4 

Chloramphenicol 

82.2 

60.4 

Streptomycin 

20.5 

19.8 

Polymyxin  B 

9.6 

11.9 

Neomycin 

83.  Of 

Furadantin 

52.0** 

Novobiocin 

28.6tt 

* For  1953-1954, 

oxytetracycline  and 

chlortetracycline . 

f Of  212  specimens  tested. 
**  Of  127  specimens  tested, 
tt  Of  42  specimens  tested. 


performance  of  tetracycline  in  multiple  infections 
is  easily  understood  if  one  considers  the  fact 
evident  from  Table  II  that  the  steepest  rise  of 
resistance  was  observed  with  this  agent  in  nearly 
every  group  of  bacteria. 

Despite  the  increased  incidence  of  resistance, 
the  number  of  strains  against  which  no  inhibi- 
tive  agent  could  be  found  has  not  noticeably  in- 
creased in  recent  times . This  would  not  have  been 
true,  however,  if  the  number  of  agents  used  in 
routine  testing  had  not  been  extended  to  neo- 
mycin and  nitrofurantoin.  From  the  clinical 
record  this  modest  increase  in  work  load  has  paid 
ample  dividends. 

It  is  hazardous  to  make  any  predictions  on 
future  developments  from  present  experience. 
Nearly  everyone  conversant  with  the  situation 
has  raised  his  voice  against  needless  and  incom- 
plete use  of  antibiotics  in  order  to  prevent  un- 
necessary selection  and  overgrowth  of  resistant 
bacteria.  The  present  data  certainly  add  weight 
to  these  warnings.  If  resistant  bacteria  are 
needlessly  established  in  a hospital,  their  danger 
potential  multiplies,  because  they  may  give  rise 
to  nosocomial  infections  difficult  to  handle. 

It  would  also  seem  evident  that  reliance  on 
textbook  rules  for  the  selection  of  therapeutic 
procedure  in  bacterial  infection  is  risky.  The 
higher  the  chance  of  encountering  resistant 
organisms,  the  greater  is  the  need  of  giving  each 
individual  case  the  benefit  of  careful  identifi- 
cation and  of  testing  the  causative  agent. 

Summary 

1.  The  tests  for  antibiotic  sensitivity  of 
1,387  strains  of  bacteria  isolated  at  the  Bronx 
Hospital  from  a variety  of  medical  and  surgical 


specimens  in  1956-1957  were  compared  with 
similar  data  from  1,117  strains  collected  in 
1953-1954. 

2.  Significantly  higher  incidence  of  resistance 
to  a variety  of  commonly  used  antibiotics  was 
observed  in  1956-1957  than  in  1953-1954. 

3.  The  increased  frequency  in  resistance  to 
tetracycline  was  particularly  impressive. 

4.  Staphylococci,  mannitol  and  coagulase- 
positive,  and  Aerobacter  aerogenes  showed  with 
particular  frequency  resistance  to  a variety  of 
antibiotics. 

5.  The  incidence  of  straphylococcus  and  of 
Aerobacter  aerogenes  increased  from  13.1  and 

11.7  per  cent  of  all  isolations  in  1953-1954  to 

20.8  and  19.3  per  cent  respectively  in  1956- 
1957.  It  is  argued  that  the  abiltiy  to  produce 
resistant  mutants  gives  these  two  microorganisms 
a competitive  advantage  under  conditions  in 
which  antibiotic  therapy  is  widely  used. 

6.  In  view  of  the  frequency  with  which  re- 
sistance was  encountered  to  the  six  antibiotics 
used  previously,  the  routine  of  testing  was  ex- 
tended to  neomycin,  novobiocin  and,  for  urinary 
cultures,  nitrofurantoin.  Very  few  strains  were 
encountered  that  were  resistant  to  every  one 
of  the  agents  tested. 

7.  Under  the  conditions  of  high  incidence  of 
resistance,  infections  from  which  two  or  more  dif- 
ferent bacteria  are  isolated  sometimes  pose  a 
problem  in  finding  a single  agent  inhibiting  all 
the  microorganisms  found  in  a given  affection. 
Neomycin  and  chloramphenicol  offered  the 
widest  coverage  of  multiple  infections. 


This  study  was  supported  in  part  by  a grant  of  The 
Upjohn  Company,  Kalamazoo,  Michigan. 
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“It  Aint  What  You  Say — Its  the  Way  That  You  Say  It” 


Twenty  years  ago  the  gynecology  in  my  hospital 
was  done  by  the  general  surgeon  because  there  was 
no  gynecologist  at  that  time.  The  theatre  nurse 
was  one  of  the  loveliest  girls  I have  ever  seen: 
she  was  known  a 3 “the  houseman’s  heartbreak,” 
and  her  beauty  was  equalled  by  her  competence. 
I was  engaged  in  the  removal  of  two  ruptured 
dermoid  cysts;  the  cyst  wall  was  adherent  to  both 
large  and  small  intestine.  Finger  dissection  was 
impossible  and  the  precarious  process  of  separating 


the  adhesions  at  the  point  of  a sharp  scalpel  was 
arduous.  At  last  I got  the  operation  successfully 
completed  and  closed  the  skin,  remarking  somewhat 
sententiously  to  the  nurse,  “Well,  nurse,  finis 
coronet  opus,  if  you  know  what  that  means.”  She 
replied,  “Yes,  Sir,”  and  I asked,  “Well,  what  does 
it  mean,  nurse?”  She  answered,  “I  don’t  know 
any  Latin,  but  I suppose  it  means  it  looks  all  right 
when  the  skin  is  closed.” — The  Lancet,  London, 
June  21,  1958 
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Peripheral  Manifestations  of  Visceral  Cancer 
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Certain  visceral  neoplasms  are  associated 
with  or  produce  remote  manifestations  of 
disease  which  are  not  obviously  related  to  the 
primary  cancer.  This  is  distinct  from  the  meta- 
static spread  characteristic  of  most  malignant 
neoplasms  in  which  cancerous  cells  are  trans- 
ported via  the  blood  stream,  the  lymphatics,  or 
by  direct  extension  to  various  parts  of  the  body. 
Some  of  the  associations  under  discussion  have 
long  been  known.  These  include  acanthosis 
nigricans  which  is  usually  associated  with  carci- 
noma of  the  stomach,  thrombophlebitis  asso- 
ciated with  gastrointestinal  cancer,  and  hyper- 
trophic pulmonary  osteoarthropathy  as  a mani- 
festation of  bronchogenic  cancer.  Others  re- 
cently have  begun  to  receive  attention.  Among 
these  are  the  collagen  diseases,  including  rheuma- 
toid arthritis,  dermatomyositis,  scleroderma 
and  lupus  erythematosus  with  various  forms  of 
cancer,  and  the  concurrence  of  myopathies  and 
neuropathies  with  bronchogenic  neoplasms  and 
some  other  forms  of  malignant  disease. 

These  associations  occur  with  a degree  of 
frequency  which  suggests  that  they  are  not 
merely  fortuitous.  Moreover,  removal  of  the 
malignant  tumor  often  results  in  the  disappear- 
ance of  the  peripheral  manifestations,  and  in 
some  cases,  recurrence  of  the  tumor  results  in 
their  reappearance.  It  is  significant  that  often 
the  first  manifestation  of  a cryptic  neoplasm  may 
be  the  remote  lesion.  The  etiology  and  mech- 
anism of  the  conditions  under  discussion  are  for 
the  most  part  unknown.  Implicated  may  be 
humoral  or  neural  influences  on  mesenchymal 
and  epidermal  structures  which  involve  impor- 
tant diagnostic  and  heuristic  implications. 

Acanthosis  Nigricans  and  Carcinoma 
of  the  Stomach 

Acanthosis  nigricans  is  a rare  disease  of  the 
skin  which  in  more  than  50  per  cent  of  the  400 
reported  cases  is  associated  with  some  form  of 
abdominal  carcinoma,  usually  of  the  stomach. 


Association  with  neoplasms  of  the  breast  and 
lung  also  occurs.  Often  there  is  carcinomatosis 
with  metastatic  involvement  of  the  adrenal 
gland.  The  condition  may  be  familial.  An 
adult  and  a juvenile  form  are  known.  In  adults 
there  is  a common  association  with  cancer, 
whereas  in  children  the  condition  is  usually 
benign.  The  skin  changes  may  be  the  first 
manifestation  of  the  visceral  cancer  and  may 
disappear  after  gastrectomy.1  The  pigment 
found  in  acanthosis  nigricans  is  melanin.  The 
relationship  of  the  skin  changes  to  the  neoplasm 
is  unknown.  Some  thoughts  with  regard  to 
pathogenesis  have  related  the  pigmentation  to 
metastatic  involvement  of  the  adrenals,  dys- 
function of  the  abdominal  sympathetic  nervous 
system  due  to  carcinomatous  infiltration,  and 
toxemia  due  to  breakdown  products  of  the 
tumor.  For  example,  it  is  known  that  the 
malignant  melanoma  produces  large  amounts  of 
5,  6-dihydroxy  indole,  an  unstable  substance 
which  is  rapidly  oxidized  to  melanin  even  in  the 
absence  of  tyrosinase.2  A similar  situation  may 
occur  in  acanthosis  nigricans.  The  primary 
tumor  may  produce  a substance  which  affects 
the  skin  in  the  characteristic  fashion  occurring 
in  acanthosis. 

Thrombophlebitis  and  Visceral 
Carcinoma 

In  Edwards’3  series  of  29  cases  of  migrating 
thrombophlebitis  associated  with  carcinoma, 
the  primary  site  was  the  tail  or  body  of  the  pan- 
creas in  16  cases,  the  stomach  in  four  cases, 
the  lung  in  four,  the  gallbladder  in  two,  and 
there  was  an  undetermined  primary  site  in  three. 
Usually,  the  superficial  veins  involving  the  fore- 
arms or  legs  are  the  ones  involved.  Multiple 
pulmonary  emboli  are  common,  but  severe  con- 
stitutional reactions,  such  as  fever  and  leukocy- 
tosis, are  absent  as  a rule.  Thrombophlebitis 
may  be  the  first  evidence  of  a cryptic  visceral 
neoplasm.  When  an  isolated  phlebitis  develops 
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in  a patient  past  forty  years  of  age  in  the  absence 
of  varicose  veins,  or  when  migrating  phlebitis  is 
found  at  any  age  in  the  absence  of  arterial  in- 
volvement, intensive  investigation  of  the  viscera 
for  cancer  is  mandatory.4  Often  anticoagulant 
therapy  fails  to  influence  the  course  or  prevent 
progression  of  the  venous  thromboses.5 

The  mechanism  of  the  association  is  unknown. 
No  change  in  blood  coagulation  associated  wdth 
the  malignant  progress  has  been  found.  In- 
fection does  not  appear  to  play  any  role.  It  has 
been  suggested  that  an  increased  production  of 
digestive  enzymes  in  carcinoma  of  the  pancreas 
may  produce  damage  to  the  venous  endothelium 
and  favor  the  development  of  thrombophlebitis.3 
Recently,  an  enzyme  called  collagenase,  which 
is  able  to  digest  collagen,  has  been  found  to  be 
present  in  pancreatic  juice.  This  enzyme  has 
been  implicated  in  the  tissue  necrosis  and  diges- 
tion of  the  skin  following  the  development  of  a 
pancreatic  fistula.6  Whether  or  not  such  an 
enzyme  is  capable  of  injuring  venous  endothelium 
remains  to  be  demonstrated.  It  also  would  be 
important  to  search  for  similar  enzymes  secreted 
by  carcinomatous  lesions  involving  other  portions 
of  the  viscera.  It  has  been  reported  that  in 
certain  cases  of  cancer  the  adhesiveness  of  plate- 
lets is  persistently  high.  This  may  be  due  to  the 
action  of  thrombocytosin,  a lipid  of  body  fat, 
which  is  probably  liberated  by  proteolytic  or 
lipolytic  ferments  activated  by  tissue  breakdown 
such  as  occurs  in  any  type  of  malignant  disease. 
In  pancreatic  carcinoma,  frequently  there  is  an 
increase  in  blood  lipase  which  may  contribute 
even  more  to  the  mobilization  of  thrombocytosin 
and  in  addition,  exert  a detergent  action  resulting 
in  the  development  of  endothelial  w^etability 
leading  to  thrombosis.7 

Hypertrophic  Pulmonary 
Osteoarthropathy  and  Cancer 

The  occurrence  of  pulmonary  osteoarthropathy 
in  association  with  bronchogenic  carcinoma  of  the 
lung  is  too  well  known  to  require  any  extended 
discussion.  Both  clubbing  of  the  digits  and 
pain  and  tenderness  over  the  long  bones  due  to 
periostitis  are  occasionally  the  initial  manifesta- 
tions of  the  pulmonary  neoplasm.  They  may 
disappear  after  resection  of  the  primary  lesion. 
WTith  recurrence  or  metastases,  the  manifestations 
of  hypertrophic  pulmonary  osteoarthropathy  in 
the  digits  and  long  bones  often  recur.  Pul- 
monary osteoarthropathy  secondary  to  chronic 


pulmonary  disease  or  to  cardiac,  hepatic,  or 
other  disorders,  is  believed  by  some  to  be  a con- 
sequence of  increased  blood  flow  to  the  tissues  as 
a result  of  increased  digital  artery  pressure.8 
However,  the  intense,  proliferative  periostitis 
occasionally  seen  in  this  condition  has  not  been 
correlated  with  a significant  pressure  increase  in 
the  larger  vessels.  The  dramatic  and  rapid 
improvement  following  excisional  surgery  would 
suggest  some  other  mechanism  of  a humoral  or 
toxic  nature. 

Collagen  Diseases  and  Cancer 

Arthritis. — Arthralgias  and  arthritis  of  the 
rheumatoid  type  repeatedly  have  been  reported 
as  presenting  symptoms  in  bronchogenic  and 
other  neoplasms.  Hansen9  noted  arthralgias 
in  12  per  cent  of  100  cases.  In  4 per  cent  of  these 
the  arthralgia  was  the  initial  symptom  of  the 
lung  tumor.  Dramatic  relief  of  the  joint  pains 
occurred  after  either  resection  of  the  tumor  or 
neurectomy  of  the  vagus  nerve  without  resection. 
Eighteen  of  24  patients  with  fibrous  mesothelioma 
of  the  pleura  reported  by  Polley  et  al.w  had 
symptoms  or  signs  or  both  referable  to  the  joints. 
Many  of  this  group  complained  chiefly  of  the 
joint  pains,  and  the  intrathoracic  lesion  was 
discovered  subsequently. 

Ten  patients  had  pulmonary  osteoarthropathy, 
and  in  nine  of  these  there  were  also  arthritic 
symptoms  and  findings  similar  to  those  encoun- 
tered in  rheumatoid  arthritis.  Such  an  associa- 
tion has  been  observed  by  others  in  bronchogenic 
carcinoma.11  Does  clubbing  represent  a “col- 
lagenosis”  similar  to  rheumatoid  arthritis  rather 
than  an  increase  in  arterial  blood  flow  with 
capillary  stasis?  The  prompt  subsidence  of  the 
pain,  swelling,  and  even  the  bony  changes  fol- 
lowing surgical  procedures  (excision  of  the  dis- 
eased tissue,  ligation  of  pulmonary  arteries,  and 
severing  the  vagus  nerve)  would  suggest  that  the 
mechanism  is  nonrheumatoid.12-13  Added  force 
is  given  the  nonrheumatoid  hypothesis  by  the 
fact  that  Jacobson  et  al.u  have  reported  that  the 
hemagglutination  test  for  rheumatoid  arthritis 
is  negative  in  pulmonary  osteoarthropathy. 

Arthralgia  and  arthritis  are  most  commonly 
found  in  association  with  intrathoracic  cancer. 
In  addition,  arthritis  has  been  observed  in  other 
forms  of  visceral  cancer.  Lansbury15  has  re- 
ported three  cases  of  arthritis  indistinguishable 
from  rheumatoid  arthritis  with  squamous  cell 
carcinoma  of  the  esophagus,  Krukenberg  tumor 
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of  the  colon,  and  bronchogenic  plus  metastatic 
adenocarcinoma. 

Dermatomyositis. — The  increased  incidence 
of  carcinoma  in  patients  with  dermatomyositis 
has  been  commented  on  in  recent  years.15-17 
Fifty-one  cases  of  this  rare  disease  have  been 
reported  in  association  with  various  forms  of 
visceral  cancer.  The  location  of  the  cancer  in 
order  of  frequency  has  been  ovary,  breast,  re- 
ticuloendothelial system,  stomach,  gallbladder, 
cervix,  rectum,  esophagus,  lung,  kidney,  pitui- 
tary, parotid,  bone,  and  retroperitoneal  region. 
In  many  of  these  cases,  improvement  in  the 
dermatomyositis  followed  treatment  of  the 
cancer  either  by  surgical  excision  or  radiation 
therapy.  As  in  other  members  of  the  collagen 
group,  allergic  factors  are  probably  of  some  sig- 
nificance in  dermatomyositis.  The  role  of  allergy 
is  suggested  by  the  frequent  occurrence  of  ery- 
thema multiforme,  erythema  nodosum,  urti- 
caria, and  eosinophilia  in  the  early  stages  of  the 
disease.  It  has  been  suggested  by  Curtis  et  al.17 
that  catabolic  products  of  neoplasms  may  serve 
as  trigger  mechanisms  in  the  etiology  of  derma- 
tomyositis. 

Scleroderma. — Few  cases  of  scleroderma  have 
been  reported  in  association  with  cancer.  How- 
ever, reference  to  such  an  association  has  been 
made  by  Curtis  et  al.17  Zatuchni  et  ah18  de- 
scribed three  cases  of  terminal  bronchiolar  car- 
cinoma occurring  in  scleroderma  and  cited  three 
additional  cancers  in  a series  of  39  patients  with 
scleroderma.  These  were  in  two  women  with  car- 
cinoma of  the  breast  and  a man  with  a highly 
differentiated  and  widely  disseminated  fibrosar- 
coma. In  none  of  the  pulmonary  cases  was  the 
diagnosis  suspected  clinically.  These  authors 
suggest  that  the  pulmonary  fibrosis*  produced  by 
scleroderma  is  of  some  predisposing  or  actual 
etiologic  significance  with  regard  to  primary 
lung  cancer.  Recently,  Jonsson  and  Houser19 
reported  a case  in  which  scleroderma  had  ex- 
isted for  ten  years  before  signs  of  a rapidly 
growing  lung  cancer  appeared.  The  possibility 
that  the  pulmonary  neoplasm  as  well  as  cancers 
of  other  parts  of  the  body  may  provoke  the  de- 
velopment of  scleroderma  must  also  be  con- 
sidered. 

Lupus  Erythematosus. — Reference  has  been 
made  to  the  association  of  disseminated  lupus 
erythematosus  and  cancer  in  two  cases  by  Lans- 
bury15  and  in  several  by  Curtis.17 

The  concurrence  of  collagen  diseases  and  cancer 


immediately  poses  the  problem  as  to  whether  it 
is  coincidental  or  causal.  With  regard  to  rheu- 
matoid arthritis,  a relatively  common  disease, 
the  occurrence  of  an  increased  incidence  of 
cancer  is  not  striking.  Ragan  and  Snyder20 
followed  374  patients  for  more  than  five  years, 
and  cancer  appeared  in  about  2 per  cent.  They 
believe  that  this  incidence  is  not  significantly 
higher  than  that  of  the  general  population. 
The  situation  is  different  with  regard  to  dermato- 
myositis in  which  an  increased  statistical 
incidence  of  cancer  seems  to  be  quite  definite. 
As  Lansbury15  has  suggested,  the  question  must 
not  be  considered  with  regard  to  the  total  life 
span  of  the  individual,  but  rather  in  connection 
with  the  concurrence  of  the  two  diseases  within 
six  months  to  a year  of  the  appearance  of  each. 
The  closer  the  temporal  relationship  of  con- 
currence, the  greater  is  the  possibility  of  an 
etiologic  relationship.  Another  important  con- 
sideration is  the  frequency  with  which  the  pe- 
ripheral manifestations  of  the  cancer  are  relieved 
or  ameliorated  by  treatment  of  the  malignant 
lesion.  Reappearance  of  the  remote  lesion  fol- 
lowing recurrence  of  the  cancer  provides  addi- 
tional evidence  of  a causal  connection.  The 
different  varieties  of  primary  neoplasms  associ- 
ated with  the  collagen  diseases  discussed  would 
suggest  that  the  influence  of  the  neoplasm  on 
mesenchymal  tissue  is  a nonspecific  one,  possibly 
on  an  allergic  basis.  This  is  suggested  in  part 
because  all  of  the  collagen  diseases  present  some 
evidence  implicating  allergic  factors.  It  is  well 
known  that  arthritis  and  arthralgias  may  be  the 
result  of  hypersensitivity  reactions  such  as  occur 
in  experimental  and  human  serum  sickness  and 
in  periarteritis  nodosa.  As  pointed  out  by 
Rich,21  both  endothelial  and  collagen  damage  are 
characteristic  effects  of  focal  anaphylactic  re- 
actions. Moreover,  there  is  some  evidence  to 
indicate  that  certain  lesions  affecting  specific 
tissues  may  be  due  to  autosensitization,  i.e., 
sensitization  to  specific  substances  present  in  the 
host’s  own  tissues.  Lansbury15  has  speculated 
that  the  malignant  tumors  are  associated  with  an 
increase  in  a hj^aluronidase-like  substance  which 
promotes  its  invasiveness.  Such  a substance 
may  conceivably  affect  the  hyaluronate  com- 
ponents of  connective  tissue  and  their  attending 
enzymes  and  coenzymes.  Obviously,  evidence 
to  substantiate  such  an  hypothesis  is  required. 
Presumably,  the  peripheral  lesions  represent 
sensitivity  reactions  to  some  products  of  the 
cancer. 
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Neuropathy  and  Myopathy  Associated 
with  Cancer 

Wyburn-Mason22  reported  three  cases  of 
bronchial  cancer  whose  initial  manifestation  was 
polyneuritis.  In  two  cases  simple  ligation  of  the 
pulmonary  arteries  resulted  in  dramatic  improve- 
ment of  the  polyneuritis.  He  concluded  that 
the  polyneuritis  was  the  result  of  a nervous  re- 
flex from  the  lung.  Four  cases  of  peripheral 
neuropathy  and  myopathy  associated  with  bron- 
chial cancer  were  reported  by  Heathfield  and 
Williams.23  They  discuss  the  occurrence  of 
sensory  neuropathy,  mixed  motor  and  sensory 
neuropathy,  myopathy,  and  cerebellar  degen- 
eration with  or  without  dementia.  The  common- 
est type  is  a mixed  sensory  and  motor  neuropa- 
thy. Inasmuch  as  the  pulmonary  neoplasm  may 
be  cryptic,  a thorough  study  is  necessary,  in- 
cluding x-ray  of  the  chest,  bronchoscopy,  bron- 
chial washings,  and  continued  observation. 
Hensen,  Russell,  and  Wilkinson24  reported  19 
cases  of  neuropathy  and  myopathy  associated 
with  carcinoma.  Seventeen  of  these  involved 
the  lung,  one  involved  the  breast,  and  one  in- 
volved the  ovary.  In  all  but  four,  neuromus- 
cular disorders  including  muscle  wasting  and 
weakness  were  found.  These  abnormalities 
occurred  in  addition  to  wasting  as  a result  of 
cachexia  due  to  the  cancer.  In  15  of  the  19 
cases,  the  neurologic  symptoms  preceded  those 
due  to  the  tumor  or  to  its  diagnosis.  The  long- 
est interval  was  twenty-eight  months,  while  in 
six  others  the  period  was  more  than  a year.  They 
believe  that  a virus  producing  the  tumor  or  asso- 
ciated with  it  may  be  the  etiologic  factor  in  the 
neuropathy.  In  this  connection,  it  is  well  known 
that  the  virus  disease,  herpes  zoster,  which  in- 
volves intercostal  nerves,  is  frequently  asso- 
ciated with  Hodgkin’s  disease  and  other  lympho- 
mas. Toxic  products  of  the  carcinoma  as  a 
cause  was  discounted.  Some  abnormality  of 
vitamin  E metabolism  was  considered  to  be  a 
possibility.  Arrest  or  remission  of  the  neurop- 
athy was  a common  finding  and  was  thought  to 
be  spontaneous.  Treatment  of  the  carcinoma 
was  of  questionable  value  in  inducing  remission 
of  the  neuropathy.  The  question  of  a fortuitous 
association  was  considered  by  Lennox  and 
Prichard.25  They  concluded  that  more  than 
chance  was  involved. 

Peripheral  neuritis  also  has  been  reported  in 
cases  of  multiple  myeloma  in  which  no  evidence 
of  mechanical  involvement  or  vertebral  com- 
pression was  present.26-28 


Comment 

We  are  accustomed  to  think  of  cancer  acting 
as  a destructive  force  as  a result  of  direct  ex- 
tension or  remote  metastases.  The  effects  of 
cancer  which  prove  lethal  include  such  obvious 
noxious  states  as  obstruction,  hemorrhage,  and 
secondary  infection.  These  are  all  related  to 
the  invasive  properties  of  the  neoplasm  and  are 
largely  mechanical.  Other  effects,  such  as 
anemia  or  hemolysis,  anorexia,  and  cachexia  are 
not  so  obvious  and  have  long  been  a subject  for 
study  and  speculation.  The  relationship  of 
certain  disease  states,  such  as  arthritis,  thrombo- 
sis and  thrombophlebitis,  neuritis,  acanthosis 
nigricans,  scleroderma,  and  dermatomyositis  to 
malignant  neoplasia  raises  important  questions 
concerning  the  chemistry  of  cancer  and  the  patho- 
genesis of  the  associated  diseases.  A consider- 
able body  of  evidence  exists  which  would  suggest 
that  cancer  tissue  contains  proteins  distinct  from 
those  present  in  normal  tissue.29  Moreover, 
Mann  and  Welker30  have  shown  that  certain 
substances  from  human  tumor  tissue  are  immuno- 
logically  different  from  those  in  normal  tissues. 
The  possibility  of  autosensitization  to  abnormal 
cancer  proteins  with  the  production  of  remote 
manifestations  or  peripheral  lesions  presents 
itself.  In  addition,  other  chemical  abnormali- 
ties are  known  in  connection  with  cancer.  Cer- 
tain specific  enzyme  systems  show  exaggerated 
reactions  in  tumor  tissue.  These  include  phos- 
phatases, beta  glucuronidase,  and  aldolase. 
Enhanced  aerobic  and  anaerobic  glycolysis  is  a 
uniform  finding.31  Possibilities  include  not  only 
the  production  of  qualitatively  abnormal  prod- 
ucts by  the  neoplasm,  but  also  the  production 
of  increased  amounts  of  compounds  normally 
produced  in  the  body,  such  as  the  excess  pro- 
duction of  serotonin  by  functioning  carcinoids. 
Many  well-known  similar  examples  could  be 
cited  with  regard  to  tumors  of  endocrine  organs. 
Much  work  remains  to  be  done  in  the  elucida- 
tion of  the  relationship  of  chemical  abnormalities 
in  cancer  to  associated  disease  processes.  Clini- 
cal evidence  that  there  is  more  than  a fortuitous 
association  is  suggested  by  the  increased  in- 
cidence, the  prompt  response  of  the  peripheral 
process  to  removal  of  the  tumor  in  some  cases, 
and  features  characteristic  of  allergic  states  in  a 
number  of  the  situations  under  discussion. 

Summary 

Various  nonmetastatic  peripheral  manifes- 
tations of  visceral  cancer  have  been  discussed. 
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PERIPHERAL  MANIFESTATIONS  OF  VISCERAL  CANCER 


I The  association  of  acanthosis  nigricans,  throm- 
bophlebitis, pulmonary  osteoarthropathy,  sclero- 
derma, dermatomyositis,  and  peripheral  neuri- 
tis with  cancer  is  believed  to  be  more  than  an 
accidental  one.  Possible  mechanisms  of  the 
relationship  are  discussed.  The  peripheral  dis- 
order may  be  the  sole  manifestation  of  a cryptic 
visceral  neoplasm  and  hence  serves  to  alert  the 
physician  who  is  aware  of  the  possible  relation- 
ship. 
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Diabetic  Drug  Has 

A twenty-month  study  has  given  further  evidence 
that  only  a limited  group  of  diabetics  can  be  effec- 
tively treated  with  the  oral  drug  tolbutamide 
(Orinase).  This  was  revealed  by  Drs.  Hellmut 
Mehnert,  Rafael  Camerini-Davalos,  and  Alexander 
Marble,  Boston,  in  a report  appearing  in  the  Journal 
of  the  American  Medical  Association,  June  14. 

Commenting  on  the  study  the  doctors  said,  “the 
drug  works  best  in  middle-aged  and  elderly  diabetics 
who  otherwise  would  take  relatively  small  doses  of 
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Limited  Effectiveness 

insulin.”  Chief  advantage  in  using  the  drug  is 
convenience.  “It  is  particularly  welcome  to  blind 
patients,  to  those  with  disabilities  or  tremor  of  the 
hands,  and  to  those  who  are  highly  nervous/  ’ they 
said. 

The  study  substantiates  a warning  published  a 
year  ago  in  the  Journal  of  the  American  Medical 
Association  which  said  “tolbutamide  is  not  a sub- 
stitute for  insulin  and  could  be  used  in  only  certain 
types  of  diabetic  patients.’  ’ 
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Rattlesnake  Poisoning 

ANTHONY  RUGGIERO,  M.D.,  ELLENVILLE,  NEW  YORK 


The  timber  rattlesnake  (Crotalus  horridus), 
a particularly  venomous  pit  viper,  is  found 
in  the  mountainous  regions  of  the  east  and  middle 
west  and  frequently  invades  farm  lands  in  search 
of  small  rodents,  which  are  commonly  its  prey. 
It  is  therefore  desirable  to  educate  vacationers, 
campers,  and  hikers  in  hilly  country  and  in  open 
fields,  as  well  as  the  people  who  live  and  work  in 
such  areas,  concerning  the  prevention  of  snake 
poisoning  and  the  proper  management  of  a 
victim.  Since  reptiles  usualfy  come  out  of  hiding 
to  feed  about  sundown,  many  snakebite  accidents 
occur  during  the  early  evening  hours. 

Animal  experiments  with  Crotalus  horridus 
venom  have  demonstrated  highly  toxic  proper- 
ties, a strong  proteolytic  effect,  and  considerable 
hemolytic  activity.1  Laboratory  studies  have 
shown  that  LD50  (acute  toxicity)  for  the  venom  of 
this  species  is  9.15  in  the  guinea  pig  and  18  in 
the  mouse.2  The  following  case  report  illustrates 
the  danger  of  poisoning  by  Crotalus  horridus. 

Case  Report 

At  5:30  p.m.  on  June  24,  1957,  a twenty- one-year- 
old  divinity  student  was  walking  in  an  open  field  in 
the  vicinity  of  a summer  camp  when  he  suddenly 
heard  the  warning  rattle  of  a snake.  Almost  simul- 
taneously, he  felt  the  reptile  strike  his  right  ankle. 
The  victim  had  accidental^  stepped  on  what  ap- 
pears, from  the  description,  to  have  been  a timber 
rattlesnake.  The  victim  ran  from  the  site  of  the 
accident  to  the  camp,  a distance  of  several  miles, 
from  which  he  was  transported  seven  or  eight  miles 
to  my  office  by  truck.  He  arrived  there  at  7:30 

P.M. 

The  patient  described  feelings  of  acute  anxiety 
immediately  after  the  accident,  and  on  arrival  in 
my  office  he  was  suffering  terrible  burning  pain. 
He  appeared  in  moderate  shock  and  was  sweating 
profusely.  The  skin  of  his  forehead  was  cold  and 
clammy,  and  the  pain  was  intense.  Two  puncture 
wounds,  the  typical  double  fang  marks  of  the  rattle- 
snake, were  visible  on  the  lateral  aspect  of  the  right 
ankle  at  the  malleolus.  Two  scratch  marks  ex- 
tended from  the  punctures  for  a distance  of  about 
one  inch.  The  site  of  the  fang  marks  was  surrounded 
by  a round,  ball-like  swelling  about  four  inches  in 
diameter.  The  local  muscles  showed  fibrillation, 
which  spread  rapidly  up  to  the  thigh.  The  limb 
was  swollen  from  the  tip  of  the  toes  to  the  knee, 


with  the  crest  of  the  swelling,  or  ridge  line,  ex- 
tending about  two  inches  above  the  lateral  malleolus. 

The  patient  was  taken  by  ambulance  from  my 
office  to  the  Veterans  Memorial  Hospital  at  Ellen- 
ville,  New  York,  where  he  was  put  to  bed  under 
the  care  of  a special  nurse  and  treated  for  shock. 
On  admission  the  blood  count  showed  4,750,000 
erythrocytes;  11,000  leukocytes,  with  86  per  cent 
neutrophils,  13  per  cent  lymphocytes,  and  1 per 
cent  monocytes.  Hemoglobin  was  98  per  cent. 

The  right  leg  was  immobilized,  and  the  area 
proximal  to  the  advancing  swelling  was  incised 
seven  to  ten  times  with  small  incisions  one-half 
inch  in  length.  Continuous  suction  by  an  electric 
suction  machine  was  applied  to  the  various  incisions 
in  rotation.  Between  the  periods  of  suction  hot 
hypertonic  saline  compresses  were  applied  to  the 
arms  of  each  incision.  Application  of  the  com- 
presses was  continued  for  a total  of  four  days. 

Under  the  initial  treatment  with  mechanical 
measures  only,  the  patient’s  condition  progressively 
deteriorated,  and  he  appeared  moribund. 

On  the  advice  of  the  New  York  City  Poison  Con- 
trol Center,  an  emergency  supply  of  Antivenin  was 
speedily  sought  from  the  local  fire  warden,  who 
maintains  a supply  at  all  times  against  the  possi- 
bility of  snakebite  accidents  among  the  forest 
rangers  and  fire-fighting  crews.  Additional  doses 
were  later  obtained  through  the  usual  drug  channels. 

The  first  injection  of  the  serum  was  administered 
at  9:30  p.m.  Thus  there  was  a lapse  of  four  hours 
between  the  time  of  injury  and  the  beginning  of 
specific  treatment.  The  patient  received  a total  of 
100  cc.  of  Antivenin  throughout  the  subsequent  six 
days  of  his  hospital  stay.  The  treatment  schedule 
and  the  response  of  the  patient  are  shown  in  Table  I. 

Muscular  fibrillation  dramatically  ceased  after 
the  first  injection.  All  pain  subsided  almost  as 
soon  as  the  second  dose  of  serum  was  administered, 
and  the  patient  began  to  show  a general  improve- 
ment which  progressed  with  each  subsequent  in- 
jection. 

Throughout  the  course  of  illness  the  results  of 
urinalysis  were  negative.  The  blood  pressure  re- 
mained 120/80,  the  temperature  curve  was  normal, 
the  pulse  varied  from  96  to  110,  and  respirations 
averaged  20  per  minute.  The  continued  adminis- 
tration of  the  serum  appeared  to  check  the  hemolytic 
action  of  the  venom. 

When  seen  about  six  weeks  after  discharge,  the 
patient  was  entirely  well  and  had  a normal  blood 
count.  He  had  no  disability  and  was  attending 
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TABLE  I. — Schedule  Employed  for  Treatment  of  One  Case  of  Severe  Crotalus  Horridus  Envenomatxon 


Date 

(1957) 

Time 

Doses  of 
Serum 
(cc.) 

Clinical  Response 

Transfusions 
of  Whole  Blood 
(cc.) 

Hemo- 
globin 
(per  cent) 

Red 

Blood 

Cells 

June  24 

9:30 

P.M. 

15 

Fibrillation  of  muscles  dramatically 

ceased.  Pain  began  to  diminish. 

June  25 

10:00 

A.M. 

15 

Pain  completely  subsided  almost 

500 

4:48 

P.M. 

10 

immediately  after  second  dose. 

8:30 

P.M. 

10 

June  26 

3:10 

A.M. 

10 

The  ridge  of  the  swelling  and  the 

11:00 

A.M. 

10 

general  swelling  of  the  leg  gradu- 

9:30 

P.M. 

10 

ally  disappeared. 

June  27 

10:00 

A.M. 

10 

All  swelling  gone. 

June  28 

10:00 

A.M. 

5 

500 

34 

1 ,590,000 

June  29 

9:30 

A.M. 

2.5 

500 

60 

June  30 

11:30 

A.M. 

2.5 

500 

78 

2,930,000 

July  1 

Discharged 

3,920,000 

college.  His  only  complaint  was  of  residual  pain 
and  soreness  at  the  sites  of  the  multiple  skin  in- 
cisions. Throughout  the  follow-up  period  of  three 
months  he  remained  in  good  health. 

Comment 

Snake  venom  poisoning  or  ophidism  is  not  too 
rare  an  occurrence.  Reports  show  that  between 

30.000  to  40,000  human  deaths  due  to  ophidism 
occur  annually  throughout  the  world.  About 

2.000  to  3,000  snake  venom  poisonings  occur 
yearly  in  the  United  States. 

Poisonous  snakebites  usually  occur  in  children 
or  in  adults  engaged  in  out-door  activities. 
Ophidism  also  occurs  in  professional  herpetolo- 
gists. Amateur  snake  collectors,  museum  cu- 
rators, showmen,  and  religious  faddists  are  also 
frequent  victims. 

It  has  been  reported  in  the  literature  that  one 
individual  had  as  many  as  12  poisonous  snake- 
bites and  actually  survived.  However,  the  oc- 
cupational hazard  of  handling  poisonous  snakes 
averages  two  bites  per  person.  The  severity  of 
poisoning  depends  on  the  location  of  the  bite,  age, 
sex,  weight,  general  health  status,  toxicity  of  the 
venom,  and  the  species  of  the  poisonous  snake. 

Ophidism  has  even  been  covered  by  Work- 
men’s Compensation.  Your  author  has  seen 
two  such  cases.  One  case  occurred  when  a dish 
washer  decided  to  wash  dishes  in  a nearby  brook 
rather  than  in  the  country  kitchen.  Another  man 
was  bitten  on  the  leg  by  a copperhead  snake 
while  he  was  clearing  the  brush  near  a cabin. 
Both  of  these  patients  were  bitten  while  doing 
their  work  so  their  medical  care  and  disability 
were  accepted  as  compensable  in  New  York 
State. 

Prevention 

The  following  preventive  measures  should  al- 
ways be  followed  by  those  living,  working,  or 


vacationing  in  “snake  country.” 

1.  Wear  a leather  jacket,  high  boots,  and  long, 
thick  trousers.  (Many  people  have  been  bitten 
above  the  knee  area.) 

2.  Do  not  handle  an  apparently  dead  snake 
until  you  make  certain  it  is  really  dead. 

3.  The  venom  in  a recently  dead  snake  is 
still  potent  and  may  cause  envenomation,  espe- 
cially if  the  head  is  examined  manually  and  the 
observer’s  skin  has  an  abrasion. 

4.  Snake  handlers  should  carry  a snakebite 
kit  containing  Antivenin  for  emergency  treat- 
ment. 

5.  Skin  tests  with  horse  serum  (intradermal 
and  eye  tests)  should  be  done. 

6.  The  use  of  ACTH,  cortisone,  and  epineph- 
rine hydrochloride  are  to  be  considered  to 
forestall  or  control  delayed  allergic  manifestations.3 

Treatment 

It  is  apparent  to  the  author  that  the  essentials 
in  the  treatment  of  snake  envenomation  are : 

1.  Immediate  immobilization  of  the  affected 
part.  If  the  bite  has  been  inflicted  on  a lower 
extremity,  as  it  usually  is,  the  limb  should  be 
placed  in  a Thomas  splint  or  immobilized  with 
plaster  of  paris  or  the  use  of  sandbags.  (It  was 
extremely  unfortunate  that  the  patient  in  the 
case  report  above  ran  for  a long  distance  after 
having  suffered  the  snakebite.  He  thus  accel- 
erated dissemination  of  the  poison  throughout 
his  body.) 

2.  Immediate  administration  of  an  adequate 
amount  of  antisnakebite  serum  is  probably  the 
most  effective  therapeutic  measure  available. 
The  patient  described  did  not  begin  to  improve 
until  Antivenin  was  administered.  It  is  im- 
portant to  remember  that  the  dosage  of  serum 
should  be  large  enough  to  overwhelm  the  poison. 

3.  The  lapse  of  time  between  the  accident  and 
administration  of  the  serum  should  be  held  to  a 
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minimum.  Immediate  treatment  can  save  a life. 

4.  Application  of  a tourniquet,  and  incision 
and  suction  at  the  site  of  the  bite  have  been  long 
used  but  are  in  question.4  When  the  tourniquet 
is  used,  periodic  release  is  essential  in  order  to 
prevent  gangrene.  Antivenin  is  also  essential. 

5.  Chemical  freezing,  as  with  ethyl  chloride, 
or  prolonged  exposure  to  cold,  as  by  the  use  of 
ice  packs  or  immersion  of  the  limb  in  ice  water, 
should  be  avoided  because  of  the  likelihood  of 


increasing  tissue  damages.5 
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New  Technic  for  Diagnosing  Eye  Diseases 


A new  technic  using  ultrasound  for  more  accurate 
diagnosis  of  certain  eye  diseases  was  demonstrated 
before  the  section  on  ophthalmology  at  the  American 
Medical  Association  meeting  in  San  Francisco. 

Dr.  Gilbert  Baum  of  Port  Chester,  New  York, 
showed  pictures  illustrating  diseases  within  eyes 
that  cannot  be  seen  by  use  of  other  instruments. 
These  included  a detached  retina  in  an  eye  opaque 
to  light  because  of  a hemorrhage  in  the  back  of  the 
eye,  a tumor  obscured  by  a cataract,  and  certain 
types  of  intraocular  foreign  bodies  invisible  to  x-ray. 

With  the  ultrasonic  technic,  a cross  sectional 
view  of  the  eye  and  the  areas  behind  the  eye  may  be 
obtained,  even  when  the  tissues  are  totally  opaque 
to  light,  because  the  “seeing”  is  accomplished  by 
high  frequency  sound  waves  instead  of  by  light  or 
x-ray. 

So  far  as  is  known  the  exposure  to  ultrasound  is 
completely  safe  for  the  patient. 

In  the  past  physicians  have  had  no  instruments 
for  examining  the  areas  behind  the  eye  and  so  could 
only  surmise  what  disease  processes  might  be  taking 
place  in  these  areas.  With  the  new  instrument,  the 
correct  diagnosis  may  be  arrived  at  and  the  proper 
treatment  rendered,  despite  opaqueness  to  light. 

Since  the  instrument  shows  the  location  of  tumors 
behind  and  about  the  eye,  it  will  greatly  help 


surgeons  in  operations  on  these  areas.  Foreign 
bodies  penetrating  into  the  eye  also  may  be  visual- 
ized and  precisely  located  before  removal  by  surgery. 

Dr.  Baum  explained  that  the  device  operates  on  a 
sonar  principle.  A burst  of  high  frequency  sound 
is  transmitted.  When  the  sound  waves  strike  an 
object  in  their  path,  a return  echo  is  set  up.  The 
ultrasonic  echo  is  picked  up  by  a special  microphone, 
capable  of  responding  to  high  frequencies,  which 
converts  the  sound  into  electrical  energy.  The 
electrical  energy  is  converted  into  light  in  a manner 
similar  to  the  operation  of  a television  receiver. 

To  obtain  an  over-all  view  of  the  eye,  the  trans- 
mitter and  receiver  are  moved  in  a sweeping  motion 
over  the  eye.  As  the  echoes  come  back  from 
different  portions  of  the  eye  they  are  sent  into  a 
radar  receiver  which  then  displays  the  interior  of 
the  eye  and  the  orbit. 

The  instrument  was  developed  by  Dr.  Baum, 
who  is  an  attending  ophthalmologist  at  the  Veterans 
Administration  Hospital  in  the  Bronx  and  a clinical 
instructor  in  the  Department  of  Ophthalmology  of 
New  York  University  Post-Graduate  Medical 
School,  and  by  Ivan  Greenwood,  a physicist  who  is 
associate  chief  of  research  for  Avionics  Division  of 
General  Precision  Laboratories  at  Pleasantville, 
New  York. 
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The  Neuropsychiatric  Aspects  of 
Juvenile  Delinquency 

IRVING  J.  SANDS,  M.D.,  BROOKLYN,  NEW  YORK 


Juvenile  delinquency  is  receiving  increasing 
attention  from  the  press,  radio,  television, 
and  other  information  media.  All  forms  of 
antisocial  behavior,  from  simple  vandalism  and 
assault  to  rape  and  murder  are  being  committed 
by  young  people.  It  has  become  dangerous  to 
walk  in  the  evening  through  certain  sections  of 
many  cities  and  communities.  Members  of 
government  and  law  enforcement  agencies, 
jurists,  school  authorities,  and  all  thinking 
people  have  become  concerned  with  this  problem. 
The  medical  profession  has  a definite  role  to 
play  in  the  recognition  of  the  causes,  nature, 
prevention,  and  treatment  of  this  antisocial 
behavior  of  the  young.  The  mission  of  our 
profession  has  been  the  recognition  and  ameliora- 
tion of  human  suffering,  be  it  physical  or  emo- 
tional in  nature,  and  therefore,  the  community 
is  turning  more  and  more  to  doctors,  particularly 
psychiatrists,  for  help  in  the  solution  of  this 
serious  problem. 

In  order  to  understand  the  nature  of  juvenile 
delinquency,  it  is  important  to  understand  some 
of  the  fundamental  concepts  of  the  dynamics 
of  personality  development  and  the  foundation 
for  so-called  normal  human  behavior.  It  is 
assumed  that  children  are  born  as  a result  of 
certain  biologic  needs  wrhich  find  expression 
through  the  institution  of  marriage.  It  is 
further  assumed  that  marriage  is  entered  into 
by  emotionally  mature,  stable,  and  intellectually 
normal  adults,  and  is  generally  the  result  of  love 
in  its  broadest  connotation.  At  birth  infants 
receive  the  tender  care  of  understanding  and 
informed  parents,  particularly  of  the  mother. 
They  are  nursed  for  a greater  part  of  their  first 
year  of  life.  Their  needs  and  demands  are 
fulfilled  by  the  parents.  Physical  diseases  or 
defects  are  treated  by  a group  of  doctors  who 
are  trained  according  to  certain  standards. 
However,  it  is  the  parents  who  in  the  home  look 
after  the  children,  giving  them  all  the  necessary 


physical  comforts,  satisfying  their  emotional 
needs,  and  instilling  in  them  the  feeling  of 
being  wanted  and  being  loved.  When  infants 
experience  any  discomfort  from  any  source, 
they  need  but  cry  and  the  parents  try  to  remove 
the  offending  agent. 

As  children  grow  older  they  learn  that  they 
cannot  always  receive  immediate  attention,  and 
that  they  cannot  satisfy  all  their  instinctive 
urges.  Thus,  they  are  soon  weaned  from  their 
mothers’  breasts,  they  are  taught  to  dispose  of 
their  excreta  at  certain  periods,  and  they  are 
trained  to  postpone  gratification  of  other  needs 
for  the  appropriate  time.  They  have  to  re- 
linquish certain  gratifications,  for  failure  to  do 
so  will  arouse  the  parents’  displeasure.  In 
return  for  this  relinquishing  of  immediate 
gratification  of  certain  needs,  they  receive 
additional  love,  affection,  and  attention  from 
the  parents. 

In  their  relationship  to  their  siblings  they 
learn  to  respect  their  rights  and  their  privileges 
and  to  share  with  them  what  they  consider 
pleasures,  for  to  do  otherwise  would  arouse 
the  anger  of  their  parents.  They  soon  learn 
that  their  siblings  also  have  certain  rights  and 
privileges  and  that  they  too  have  definite 
so-called  “property”  rights.  In  return  for  this 
acknowledgment  of  the  siblings’  rights  in  the 
home,  they  are  given  more  love,  further  affection, 
and  greater  acceptance  in  the  family  unit. 
Thus,  in  the  home,  in  particular,  in  their  reaction 
to  their  parents,  are  planted  the  fundamentals  of 
respect  for  and  obedience  to  lawT  and  order. 
Their  relationship  to  their  siblings  or  their 
surrogates  teach  them  the  basic  principles  of 
interpersonal  relationships,  which  will  influence 
their  future  conduct  towards  their  playmates 
and,  later  on  in  life,  toward  their  fellow-beings. 

As  they  grow  older  children  are  taught  to 
obey  the  requests  of  parents  and  to  conform  to 
certain  patterns  of  behavior  which  will  result  in 
gratification  and  satisfaction.  The  training  of 
these  youngsters  carries  with  it  a certain  degree 
of  prohibition,  inhibition,  and  parental  control 
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which  we  call  discipline.  When  children  enter 
school,  they  react  to  the  teacher  in  the  manner 
which  they  have  been  taught  to  comply  with 
their  parents’  instructions,  guidance,  and  direc- 
tives. In  their  reaction  to  their  schoolmates 
they  respond  in  a manner  in  which  they  have 
been  trained  to  behave  towards  their  own 
siblings  and  surrogates.  Their  response  to  the 
subject  matter  taught  at  school  is  greatly 
influenced  by  their  intelligence,  special  aptitudes 
or  disabilities,  their  motivation  for  learning, 
and  their  gratification  in  accomplishing  certain 
acts.  When  they  return  from  school,  the  very 
young  children  again  meet  their  mothers, 
who,  it  is  assumed,  greet  them  with  tenderness 
and  affection,  discuss  their  dajT,s  activities  at 
school,  give  them  approbation  and  encourage- 
ment to  continue  in  this  socially  approved 
manner  of  behavior  in  the  classroom.  Thus, 
the  school  supplements  the  home  in  the  molding 
of  children  into  healthy,  wholesome,  and  well- 
adjusted  human  beings. 

In  their  relationships  to  their  schoolmates 
as  well  as  playmates  they  also  seek  acceptance 
and  approval  through  behavior  patterns  that 
would  be  mutually  acceptable  and  satisfying. 
They  gradually  learn  to  recognize  rewards  of 
mutual  help  and  mutual  respect  for  one’s  rights 
and  privileges.  The  tension  resulting  from 
frustrations  and  disappointments  in  dealing 
with  their  playmates  or  in  seeking  achievement 
in  certain  directions  are  dissipated  in  sympa- 
thetic discussions  with  the  parents  and  in  attain- 
ing a sense  of  security  from  the  attitudes  of 
the  parents. 

Early  in  fife  children  are  given  certain  chores 
at  home,  such  as  taking  care  of  their  clothing, 
keeping  their  rooms  clean,  helping  to  care  for 
the  younger  siblings,  and  assisting  their  elders 
in  household  duties.  As  they  grow  older  they 
are  given  more  tasks.  They  are  guided  in  the 
selection  of  friends  and  playmates  and  in  choos- 
ing reading  material  and  radio  and  television 
programs,  and  they  are  taught  to  budget  their 
time  for  play,  study,  and  rest.  They  are 
praised  when  they  discharge  their  duties  satis- 
factorily and  thus  develop  self-esteem  and 
self-reliance.  They  gradually  acquire  knowledge 
of  the  value  and  meaning  of  money.  As  they 
grow  older,  especially  at  puberty,  they  are 
invited  to  join  the  family  circle,  are  encouraged 
to  air  their  grievances  openly,  and  to  express 
their  opinion  about  things  brought  up  in  the 
family  discussions.  They  thus  acquire  a feeling 


of  being  a part  of  the  family,  of  being  wanted, 
and  of  being  an  active  contributor  to  the  welfare 
of  the  entire  family  group.  They  also  are 
taught  the  meaning  of  loyalty,  friendship, 
duty,  and  responsibility  and  of  the  importance  of 
self-discipline.  They  acquire  a sense  of  value 
of  community  life  and  of  interpersonal  rela- 
tionships. Their  reactions  to  their  schoolmates, 
teachers,  and  plajmiates  are  interpreted  to  them 
by  understanding  parents.  It  is  in  the  home, 
therefore,  that  the  various  personality  traits 
become  integrated  into  a wholesome,  functioning 
organism. 

Again,  the  discipline  in  the  home,  particularly 
on  the  part  of  fathers,  gradually  leads  the 
youngsters  to  understand  that  there  are  limita- 
tions to  their  free  expression  of  instinctive  urges 
and  desires.  Children  become  aware  of  parental 
interest  and  soon  learn  that  the  discipline  by 
parents  is  but  an  expression  of  affection.  As 
they  grow'  older  these  inhibitions  and  prohibi- 
tions are  incorporated  into  their  personalities, 
and  they  soon  learn  the  difference  betw  een  what 
is  right  and  what  is  wrrong  in  their  broadest 
implications  (conscience,  or  superego  formation). 
The  family  cohesiveness  is  the  unit  and  the 
medium  in  which  their  behavior  pattern  is 
formulated.  The  supervision  of  the  mother  is  a 
directing  force  in  the  constellation  of  the  charac- 
ter of  the  children.  Thus,  again  the  home  and 
the  family  are  the  chief  influences  in  the  creation 
of  the  personality  of  the  individual. 

In  the  course  of  the  growth  and  the  develop- 
ment of  children  the  psychologic  mechanism  of 
identification  plays  a very  important  psycho- 
dynamic role  in  their  character  formation. 
Children  mimic  their  elders,  and  they  identify 
themselves  writh  their  parents,  older  siblings, 
and  playmates.  In  the  immediate  environment 
they  encounter  people  who  become  their  heroes  or 
ideals  with  wThom  they  identify  themselves,  and 
they  copjr  their  behavior  patterns.  Thus,  it  is 
quite  evident  that  environmental  influences  tend 
to  mold  the  character  of  children.  I identification 
plays  an  important  part  in  the  formation  of 
the  mores  of  ethnic  groups.  In  school,  children 
come  into  contact  with  their  fellow  pupils, 
and  they  begin  to  compete  for  approbation 
from  their  teachers.  They  learn  the  basic 
principles  of  fair  play  in  group  behavior.  They 
find  in  their  teachers  a guiding  influence,  often 
an  inspiration,  and  not  infrequently  an  ego 
ideal.  In  the  teacher-pupil  relationships  they 
are  taught  to  assume  responsibilities  and  to 
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acquire  feelings  of  satisfaction  and  gratification 
in  the  discharge  of  their  obligations.  They 
learn  the  importance  of  submitting  to  discipline. 
They  are  taught  skills,  and  they  acquire  knowl- 
edge which  enables  them  to  develop  their  native 
talents  and  to  express  their  instinctive  urges 
and  desires  in  socially  approved  channels. 
They  learn  from  books,  comics,  movies,  and 
television.  They  learn  from  each  other.  Their 
curiosity,  native  abilities,  and  instinct  to  explore 
new  situations  make  it  possible  for  them  to 
train  their  minds  in  acquiring  information, 
attitudes,  and  behavior  patterns  which  are 
limited  only  by  their  native  capacities,  guidance, 
and  training.  In  the  history  classes  at  school 
they  learn  about  the  men  and  women  who  have 
contributed  to  the  welfare  of  their  nation. 
Their  heroes  are  those  who  have  accomplished 
things  for  the  benefit  of  society  as  a whole. 
They  learn  about  patriotism,  loyalties  to  princi- 
ples, and  their  own  responsibilities  to  civic 
organizations  and  community  institutions. 
They  also  acquire  information  about  government 
agencies,  courts,  and  legislative  bodies.  They 
gain  information  regarding  the  police  agencies, 
and  this  is  modified  and  enhanced  in  their 
contact  with  the  policemen  in  their  neighbor- 
hoods. They  form  attitudes  toward  authority 
in  its  broadest  implications. 

When  they  reach  puberty,  children  undergo 
physical  and  instinctual  changes  which  carry 
with  them  a good  deal  of  emotional  implications 
and  which  are  the  fundamental  forces  that 
attract  them  to  the  opposite  sex.  The  tensions 
that  ensue  at  this  period  of  development  are 
resolved  by  many  factors  that  are  found  in  the 
homes,  especially  in  the  relationship  of  one 
parent  to  the  other.  By  deeds  and  discussion 
rather  than  by  lectures  the  youngsters  learn  at 
home  the  difference  between  the  sexes  and  the 
attitudes  assumed  toward  one  another.  The 
treatment  accorded  their  sisters  and  brothers  by 
parents  and  playmates  enables  them  to  acquire 
definite  attitudes  toward  members  of  the  opposite 
sex.  In  church,  especially  wdien  worshipping 
with  their  parents,  they  are  imbued  with  the 
feeling  of  the  presence  of  a superior  power, 
and  this  makes  it  possible  for  them  to  develop  a 
social  conscience  and  spiritual  and  moral  values 
wThich  modify  their  behavior. 

It  is  quite  obvious  in  the  growth  and  develop- 
ment of  children  that  their  conduct  and  behavior 
are  the  result  of  situations  at  home,  of  attitudes 
of  parents  and  of  people  in  their  immediate 


environment,  and  of  influences  of  teachers. 
They  generally  mimic  or  identify  themselves 
wTith  parents  or  their  surrogates.  The  parents 
are  their  ego  ideals.  Teachers  add  considerably 
to  such  ideal  formation.  Education,  partic- 
ularly when  learning  about  the  fives  and  ac- 
complishments of  certain  people,  tend  further 
to  broaden  this  ideal  formation  and  identifica- 
tion. Furthermore,  the  development  of  a con- 
science or  superego  is  the  result  of  the  incor- 
poration into  their  owrn  emotional  fabrics  the 
prohibitions,  inhibitions,  and  restrictions  imposed 
by  their  parents  and  neighbors.  The  methods 
of  expressing  tensions  are  the  result  of  habits 
acquired  at  home,  in  the  immediate  neighbor- 
hood, and  at  school  in  relation  to  the  instruc- 
tions and  demands  of  parents,  siblings,  play- 
mates, teachers,  and  classmates. 

With  these  considerations  in  mind  the  problem 
of  juvenile  delinquency  can  nowr  be  considered : 

Juvenile  delinquency  is  antisocial  behavior 
by  youths.1-4  The  lawr  defines  a juvenile  as  a 
person  who  has  not  yet  attained  his  or  her 
sixteenth  birthday.4  A youthful  offender  is  a 
person  betw  een  the  ages  of  sixteen  and  nineteen 
who  has  committed  an  antisocial  act.4  Juvenile 
delinquency  is  as  old  as  mankind.  Although  it 
is  not  a new  social  phenomenon,  there  is 
definite  evidence  that  juvenile  delinquency  is 
on  the  increase  and  that  the  quality  of  the 
offenses  is  of  a more  serious  character.6-*  As- 
sault, rape,  and  murder  committed  by  juvenile 
delinquents  and  youthful  offenders  occur  more 
frequently  than  formerly.  It  must  be  remem- 
bered that  only  3 per  cent  of  all  young  people 
are  reported  as  delinquents.  The  vast  ma- 
jority of  young  people  take  advantage  of  op- 
portunities afforded  them  at  home,  schools, 
recreation  centers,  and  in  civic  and  community 
institutions.  They  receive  good  education,  learn 
special  skills,  and  acquire  a pattern  of  conduct 
that  enable  them  to  develop  into  wdiolesome, 
productive,  and  contributing  members  of  our 
free  society.  The  part  plaj^ed  by  American 
youth  in  the  twm  World  Wars  is  convincing 
evidence  of  the  truth  of  this  statement. 

Juvenile  delinquency  is  a symptom  and  thus 
is  the  result  of  many  causes — psychologic, 
social,  and  economic.9-14  In  analyzing  the 
multiple  causes  of  delinquency  there  is  a common 
denominator  which  must  be  stressed,  namely, 
that  the  juvenile  delinquent  is  the  product  of 
rejection  and  deprivation,  being  deprived  during 
childhood  of  those  forces  that  contribute  to 
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normal  development.  As  previously  pointed  out, 
it  is  important  to  have  satisfying  home  conditions 
for  the  child’s  emotional  development.  It  is 
imperative  to  have  training  and  discipline  for 
the  formation  of  a superego,  popularly  called 
conscience.  Illegitimacy,  broken  home,  deser- 
tion, alcoholism,  and  general  neglect  by  parents 
results  in  a devastating  influence  on  emotional 
development  of  children.  Poor  housing  facilities, 
inadequate  recreational  opportunities,  and  cul- 
tural conflicts  between  the  parents  on  the  one 
hand  and  the  community  on  the  other  deprive 
these  children  of  opportunities  for  adequate 
identification  and  the  creation  of  some  ego  ideal. 

Not  infrequently  the  pattern  of  behavior  is 
the  product  of  imitation  of  parental  misbe- 
havior. They  observe  how  parents  break  the 
laws  of  the  land  and  the  moral  standards  of 
the  community,  and  they  adopt  a similar  pattern 
of  antisocial  conduct.  It  has  been  pointed  out 
that  parents  may  unwittingly  encourage  their 
children  to  pursue  antisocial  behavior  as  a pro- 
jection of  their  own  unconscious  emotional 
conflicts,  feelings  of  guilt,  and  personality 
disorders.10-14 

Delinquents  are  frequently  a product  of 
delinquent  culture.  They  tend  to  come  from 
the  same  and  similar  neighborhoods.  Having 
no  guiding  superego,  these  children  have  very 
little  anxiety  in  them.  Whatever  tensions 
may  develop  cause  an  immediate,  overt,  and 
often  an  antisocial  response.  There  is  no 
feeling  of  guilt,  and  there  is  no  postponement 
of  gratification  for  appropriate  time  and  ap- 
propriate means.  There  is  no  regard  for  prop- 
erty or  for  rights  of  others,  and  there  is  no 
respect  for  the  common  law.15-20 

In  the  school  setting  juvenile  delinquents 
show  early  antisocial  traits.  They  may  be 
truant  as  a 'result  of  lack  of  motivation  for 
attending  school,  lack  of  incentive  from  parents 
to  do  so,  lack  of  interest  in  the  school  work,  and 
inability  to  concentrate  on  subject  matter. 
Disrespect  of  their  classmates  and  lack  of 
respect  for  teachers  and  authority  make  it 
impossible  for  them  to  adapt  themselves  to 
school  routine.  In  fact,  they  offer  a serious 
problem  to  teachers.  They  become  defiant, 
unruly,  and  generally  deficient  in  their  ability 
to  compete  with  their  fellow  students  in  gaining 
the  friendship  and  attention  of  teachers.  They 
find  themselves  cut  off  from  satisfying  social 
relationships.  Often,  they  are  the  subject  of 
contempt,  derision,  or  amused  toleration.  They 


frequently  stand  condemned  in  the  eyes  of  their 
classmates  and  their  teachers,  and  they  are 
regarded  as  failures. 

Being  rejected  from  respectable  social  groups, 
the}'  gravitate  to  one  where  they  are  accepted 
and  where  they  will  find  their  own  natural 
playmates.  They  want  respect,  they  seek 
satisfaction,  and  they  project  their  inadequacies 
and  insufficiencies  on  others  whom  they  regard 
as  their  tormentors.  They  therefore  form 
gangs  which  endow  them  with  spurious  strength, 
the  feeling  of  security,  and  a sense  of  being 
accepted  as  a member  of  the  group.  They 
recognize  leadership,  and  in  their  leader  the}' 
find  a gratifying  source  for  accomplishment  and 
achievement  and  immediate  gratification  of 
their  impulses,  instincts,  and  desires.  The 
basis  for  gangs  lies  in  the  need  for  security  and 
strength.  To  them  antisocial  behavior  is  normal, 
and  it  gives  them  status.  All  those  things 
that  are  considered  virtues  in  school  and  in 
society  are  repudiated  by  them  and  looked 
on  with  ridicule  and  contempt.  In  the  small 
community  gang  groups  which  they  have  created 
they  find  acceptance,  approval,  and  encourage- 
ment by  showing  contempt  for  the  other  cultures 
in  which  they  have  fared  so  badly.  For  this 
reason  they  develop  a strong  loyalty  to  then- 
gangs.  They  have  no  respect  for  their  victims 
because  the  latter  represent  to  them  dangers  and 
frustrations.  Vandalism,  theft,  robbery,  as- 
sault, rape,  and  murder  are  part  of  the  general 
moral  atmosphere  which  they  have  created  for 
themselves  and  which  give  them  status  in  the 
eyes  of  the  members  of  their  immediate  group. 
They  strive  for  strength  and  power — hence, 
gang  wars.  Their  sexual  instincts  are  over- 
stimulated  by  lewd  literature  and  by  some 
comic  books  which  deal  with  perverted  sex 
activities,  antisocial  conduct,  aggressive  acts, 
and  general  antisocial  behavior.  The  more 
perverted  their  activities,  the  more  flagrant 
their  disregard  of  law,  and  the'  greater  their 
assaultive  and  aggressive  acts,  the  greater  their 
status  before  their  group.  If  they  escape 
apprehension  and  punishment,  they  become 
heroes  in  the  eyes  of  the  members  of  their  gang. 
Their  attitude  towards  young  girls  is  also  a 
perverted  one  and  contrary  to  the  one  assumed 
by  the  normal  children  of  their  age.  They 
maintain  an  attitude  of  possession  toward 
some  young  females  and’  will  assume  a distorted 
chivalrous  manner  to  protect  them  from  real  or 
imaginary  insults  directed  against  these  girls 
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by  members  of  opposing  gangs. 

The  mass  migration  from  rural  to  urban 
communities,  from  one  section  of  the  country 
to  another,  not  infrequently  results  in  clashes 
with  established  groups  in  their  new  surroundings. 
These  new  migrants  bring  with  them  different 
cultural  backgrounds,  varied  moral  codes,  and 
patterns  of  behavior  not  acceptable  to  the 
older  residents  of  the  new  community.  In- 
adequate housing  facilities,  lack  of  understanding 
of  existing  codes  of  conduct  in  the  newer  com- 
munities, and  inability  to  find  interest  and 
satisfaction  in  their  new  school  cause  resentment 
and  defiance.  They  become  rebellious  and 
look  on  members  of  the  new  community,  their 
teachers,  and  other  authorities  as  their  enemies. 
They  respond  in  the  manner  that  is  well-known. 
But  basically,  it  is  the  failure  of  the  home  and 
community  environment  to  provide  a source  for 
acceptance,  affection,  approbation,  and  salutary 
ego  ideal  formation  that  are  responsible  for 
their  perverted  personalities  and  behavior  pat- 
terns. It  is  true  that  not  all  members  of  the 
same  family  become  delinquent.  Those  who 
succeed  in  finding  a pattern  of  normal  conduct 
do  so  either  because  of  an  inherent  strength  in 
their  own  personality  or  because  they  have  had 
wholesome,  ideal  figures  with  whom  to  identify 
themselves. 

There  are  some  delinquents  who  come  from 
homes  that  are  apparently  normal  in  which 
there  seem  to  be  no  economic  problems  and  no 
family  discord  and  whose  parents  are  considered 
well-adjusted  people  and  good  citizens.  Study- 
ing these  parents  reveals  that  they  are  not  well- 
integrated  people.11-14  On  occasion,  one  or 
both  parents  have  been  found  to  be  unduly 
permissive,  have  indulged  the  children  exces- 
sively, and  have  failed  to  provide  adequate 
guidance  and  discipline.  Often  these  parents 
have  neglected  to  give  these  youngsters  proper 
companionship.  It  has  been  shown  that  the 
parents  have  consciously  or  unconsciously 
approved  the  aberrant  behavior  of  their  de- 
linquent children  and  that  they  have  derived 
vicarious  gratification  of  their  own  impulses 
toward  forbidden  acts.13  It  is  quite  obvious 
that  in  treating  such  delinquents  it  is  important 
to  also  treat  the  parents.  There  are  many 
instances  when  the  delinquents  could  be  helped 
only  through  treatment  of  the  parents.  In 
these  cases  of  delinquency,  as  in  the  others, 
rejection,  deprivation,  and  faulty  ideal  formation 
and  identification  play  important  roles  in  the 


development  of  their  antisocial  conduct. 

There  are  many  who  regard  juvenile  delin- 
quency as  one  of  the  varied  manifestations  of 
the  chaotic  world  situation  and  the  anarchic 
international  relationships  that  have  followed 
the  second  World  War.  However,  there  are 
others  who  refuse  to  accept  this  theory,  at 
least  as  a direct  cause  of  delinquency,  but  regard 
world-wide  tensions  as  an  indirect  etiologic 
agent  of  childhood  misbehavior  because  of  their 
disrupting  influences  on  family  cohesiveness  and 
parental  authority.  They  point  to  the  fact 
that  juvenile  delinquency  in  Italy  is  an  in- 
significant problem,  even  though  that  country 
has  been  ravaged  by  the  war.  The  country 
has  been  able  to  restore  family  unity  and  parental 
authority,  especially  paternal  influences  in  the 
home.  This  subject  still  needs  further  study 
and  evaluation. 

Of  course,  the  immediate  responsibility  of  the 
neuropsychiatrists  is  the  detection  of  certain 
defects,  physical,  intellectual,  or  emotional, 
that  may  be  present  in  these  young  people, 
defects  that  prevent  them  from  behaving  in  the 
manner  of  the  healthy,  well-adjusted  members 
of  the  same  age  groups.  The  youngsters 
suffering  from  impaired  hearing  or  defective 
vision  cannot  possibly  keep  up  with  the  healthy 
members  of  the  class  at  school.  Postencephalitic 
reactions  in  children  often  contribute  to  ab- 
normal behavior.  Epileptic  equivalents  like- 
wise may  produce  disturbance  in  conduct. 
Reading  disabilities  should  be  recognized  and 
given  special  attention.  Those  mentally  defec- 
tive may  be  rejected  from  group  activities 
because  of  their  inadequacies,  and  they  may 
develop  compensatory  antisocial  behavior  pat- 
terns. The  youthful  schizophrenics  may  find 
it  difficult  to  participate  in  normal  childhood 
activities  or  in  performing  satisfactory  school 
work  because  of  inner  ruminations.  The  be- 
havior of  neurotic  children  should  be  recognized 
as  such,  and  the  pattern  that  this  behavior 
assumes  must  be  clearly  analyzed  and  explained 
to  the  delinquent.  These  physical,  intellectual, 
and  emotional  handicaps  need  not  in  themselves 
produce  antisocial  behavior  if  they  are  recognized 
early  enough  and  properly  treated.  However, 
when  they  occur  in  children  who  come  from  de- 
plorable home  environments,  they  magnify  the 
delinquency  problems. 

It  is  prudent  at  this  moment  to  call  attention 
to  the  extensive  data  regarding  juvenile  delin- 
quency that  have  been  accumulated  in  the  past 
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quarter  of  a century.  There  are  valuable 
publications  from  many  universities  that  have 
made  sociologic,  psychiatric,  and  psychologic 
studies  of  the  subject.  Federal,  state,  and 
municipal  governments  have  appointed  special 
committees  which  have  investigated  the  subject 
and  have  published  their  findings.  Likewise, 
many  law  enforcement  agencies  have  made  avail- 
able their  observations  and  findings  which  were 
accumulated  when  they  analyzed  the  various 
aspects  of  the  problem.  There  is  enough  data 
now  available  to  crystallize  methods  of  counter- 
acting abnormal  behavior  on  the  part  of  a 
segment  of  our  youth. 

In  combatting  the  problem  of  juvenile  delin- 
quency there  seem  to  be  two  schools  of  thought : 
The  old  one,  which  may  be  characterized  as 
retaliatory  and  punitive  in  nature,  and  the  newer 
one  which  tries  to  understand,  treat,  and  re- 
habilitate.4 There  are  many  who  still  fear 
that  undue  consideration  of  the  delinquent 
tends  to  increase  delinquency  and  jeopardize 
the  welfare  of  the  normal  members  of  the  com- 
munity. They  point  to  the  serious  character  of 
the  crimes  committed  by  delinquents,  their 
disruption  of  school  routine,  their  lack  of  consid- 
eration for  their  victims,  and  the  danger  to 
citizens  of  gang  warfare.  Others  blame  trends 
in  education  which  have  resulted  in  lack  of 
discipline  and  consequent  failure  of  youngsters 
to  acquire  those  qualities  which  contribute  to 
the  development  of  normal  and  wholesome 
personalities.  However,  the  new  approach  to  the 
problem  is  one  of  helping  the  delinquents  by 
trying  to  understand  the  causes  of  their  aberrant 
behavior  and  instituting  rehabilitating  measures. 
Definite  social,  economic,  and  educational 
rehabilitating  measures  are  advocated  that 
would  salvage  a good  number  of  these  delin- 
quents and  restore  them  to  a healthy  position 
in  society.  The  futility  and  ineffectiveness  of 
the  old  method  of  vengeance  and  retaliation 
are  quite  apparent. 

Dealing  with  the  problem  of  delinquency 
must  be  a cooperative  effort  on  the  part  of  the 
courts,  the  schools,  the  community,  the  church, 
and  all  other  social  and  welfare  agencies.21-24 
There  should  be  unification  of  all  courts  dealing 
with  the  family  and  its  members.  The  family 
courts,  children’s  courts,  and  all  other  courts 
that  deal  with  the  family  unit  by  whatever 
name  they  may  be  designated  should  all  be 
unified  into  one  family  court.  This  will  make 
it  possible  to  obtain  pertinent  data  regarding 


the  family  situation,  the  moral  atmosphere 
of  the  home,  the  personality  of  the  parents, 
the  causes  of  family  disruption,  and  the  causes 
of  antisocial  behavior  of  children.  It  will 
make  it  much  easier  to  deal  with  the  various 
aspects  of  disturbances  in  the  home. 

When  a delinquent  is  apprehended  and  charged 
with  a serious  crime  such  as  one  which  would  be  a 
felony  when  committed  by  an  adult,  he  should 
immediately  be  sent  to  a detention  home. 
There  he  should  be  subjected  to  a battery  of 
psychologic  tests,  psychiatric  examination,  and 
medical  investigation.  The  home  environment 
should  be  investigated  by  trained  social  workers, 
and  the  background  of  the  youngster’s  develop- 
ment thoroughly  studied.  With  the  data  ob- 
tained from  such  investigations,  the  judge  will  be 
able  to  evaluate  the  various  factors  that  have  con- 
tributed to  and  precipitated  the  antisocial  be- 
havior of  the  youngster  and  dispose  of  the  case  in 
the  most  effective  manner.  If  the  youngster  is 
paroled,  he  should  be  under  the  care  of  a trained 
and  experienced  parole  officer.  Immediate  re- 
moval to  a detention  home  will  have  the  addi- 
tional benefit  of  preventing  the  delinquent  from 
becoming  a hero  in  the  eyes  of  the  members 
of  his  group,  as  is  often  the  case  when  he  is  able  to 
“beat  the  rap”  and  “get  away  with  it.”  This 
in  itself  will  be  a deterrent  influence  on  delinquent 
conduct.  Special  attention  should  be  given  to 
the  home  situation.  If  the  atmosphere  of  the 
home  is  so  charged  with  immorality,  or  if  the 
parents  themselves  are  found  irresponsible 
because  of  physical  or  mental  illness,  alcoholism, 
immorality,  etc.,  the  youngster  should  be 
removed  from  the  home  and  placed  either  in  a 
foster  home  or  in  a proper  institution  where 
rehabilitation  could  be  effected.  Country  camps 
should  be  made  available  for  older  delinquents 
who  are  charged  with  serious  crimes,  where 
they  would  be  under  proper  discipline  and  receive 
guidance  and  tutelage.  It  is  imperative  that 
psychiatric  and  psychologic  guidance  should  be 
available  to  all  these  youngsters,  either  when 
they  are  on  probation  or  under  restraint.  It  is 
true  that  these  youngsters  will  attend  psychiatric 
clinics  when  under  compulsion,  but  even  in 
these  situations  psychiatric  care  may  prove  of 
help  to  them.  The  trained  and  experienced 
truant  officer  has  been  of  great  help  in  the 
rehabilitation  of  many  of  these  delinquents.25-31 

The  question  of  parental  responsibility  for 
their  children’s  vandalism  often  has  been  dis- 
cussed, and  the  subject  has  become  a controver- 
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sial  one.  Surely,  parents  have  some  responsibility 
in  taking  care  of  their  children,  and  when  they 
fail  to  do  so  they  should  be  held  accountable 
for  it. 

Next  to  the  home  the  school  is  the  most 
important  factor  in  molding  the  personality 
of  the  youth.  The  public  school  is  the  place 
where  most  of  the  delinquents  are  present  at 
any  one  time.32-36  It  must  be  remembered 
that  private  and  many  parochial  schools  rigidly 
exclude  any  children  showing  antisocial  behavior. 
Therefore,  the  majority  of  delinquents  attend 
the  public  schools.  Here,  behavior  problems 
are  first  manifested  in  truancy,  nonattendance, 
listlessness,  destructiveness,  cruelty,  over- 
activity, overanxiety,  overpassivity,  over- 
fastidiousness, daydreaming,  stealing,  and  other 
withdrawal  symptoms. 

In  every  school  there  should  be  teachers 
trained  in  the  basic  principles  of  mental  hygiene 
so  that  the  earliest  manifestations  of  behavior 
disorders  wTill  be  recognized.  These  children 
should  be  sent  to  a psychiatric  clinic  for  evalua- 
tion of  their  symptoms.  It  is  imperative  that 
teachers  be  invested  with  greater  authority 
than  they  now  possess.  Obedience  to  the  teacher 
should  be  an  indispensable  prerequisite  for 
every  youngster’s  desirable  behavior.  The  de- 
linquent in  the  classroom  is  a most  disruptive 
influence  and  creates  a great  deal  of  anxiety  in 
the  normal  children.  Surely,  w’ell-behaved 
youngsters  resent  it  when  others  “get  away 
with”  some  of  their  pranks  and  antisocial  acts. 
The  persistent  delinquent  should  be  removed 
from  the  classroom  and  placed  in  a special 
class  or  school.  “Uneducable”  children  should 
be  permitted  to  leave  school  at  the  age  of  fourteen 
or  fifteen  rather  than  at  the  prescribed  age  of 
sixteen  or  seventeen.  The  neurotic  delinquent 
should  be  placed  in  a school  for  disturbed 
children,  in  special  classes,  or  in  special  schools 
organized  to  house  these  delinquents.  We 
must  give  consideration  to  the  needs  and  privi- 
leges of  the  normal  children.  There  should  be 
a visiting  teacher  assigned  to  every  school 
who  may  visit  the  home  of  every  delinquent  and 
appraise  that  home  situation,  the  character  of 
the  parents,  and  the  character  of  the  community 
from  which  these  children  come. 

It  is  important  that  the  school  curriculum 
be  a flexible  one.  Special  emphasis  must  be 
placed  on  the  intellectual  capacity  and  the 
emotional  maturity  of  children.  Each  child 
should  receive  the  education  commensurate 


with  his  ability.  Vocational  guidance  should 
be  an  important  part  of  the  curriculum  for 
those  children  who  cannot  follow  academic 
studies.  It  is  imperative  to  institute  remedial 
measures  when  necessary.  Reading  disabilities 
should  be  recognized,  and  teachers  trained  in 
correcting  reading  difficulties  should  be  assigned 
to  correct  them.  Audio  and  visual  aids  should 
be  used  to  their  fullest  advantage.  Classes 
are  now  much  too  large  to  give  the  children  the 
best  possible  education  and  guidance.  It  is 
agreed  that  no  class  should  have  more  than 
twenty-five  pupils.  Moreover,  special  classes 
should  be  organized  for  the  highly  gifted  children 
who  become  bored  with  the  routine  studies 
given  to  the  average  students  and  consequently 
become  indifferent  and  often  truant  and  some- 
times get  into  trouble. 

It  must  be  remembered  that  the  school  is  a 
miniature  society  in  which  children  are  taught 
to  respect  the  rights  and  privileges  of  others 
and  how  to  live  and  work  together  in  a small 
community  setting.  These  children  generally 
come  from  the  same  and  immediate  neighbor- 
hood. Therefore,  it  is  advisable  that  whenever 
possible  teachers  take  an  active  interest  in  the 
community  in  which  the  school  is  located. 
Every  school  should  have  a teacher  representa- 
tive to  social  agencies  of  the  neighborhood. 
Teachers  should  become  active  both  as  officers 
and  members  of  such  organizations  as  the  Boy 
Scouts,  Camp  Fire  Girls,  religious  youth  or- 
ganizations, and  community  centers.  The 
teachers  could  then  interpret  the  role  of  the 
school  to  the  members  of  the  community. 
Moreover,  they  should  participate  in  forums 
conducted  by  parent-teacher  organizations  and 
similar  agencies  at  which  the  principles  of 
democracy  may  be  taught  and  differences 
between  various  ethnic,  racial,  and  religious 
groups  may  be  discussed  and  explained.  In 
this  way  various  tensions  resulting  from  dif- 
ferent cultural,  religious,  and  racial  backgrounds 
may  be  minimized,  their  causes  explained,  and 
tolerance  and  even  respect  for  these  differences 
developed.  At  these  forums  responsibilities 
of  parents  may  be  explained,  the  bases  for 
wholesome  family  life  outlined,  and  the  seeds 
for  interracial  harmony  planted.  The  need 
for  adequate  education  of  the  youth  may  be 
pointed  out  to  those  members  of  the  community 
who  have  a too  materialistic  approach  to  life. 

Many  projects  already  have  been  undertaken 
by  secondary  schools  and  colleges  that  have 
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resulted  in  the  change  of  the  general  atmosphere 
of  difficult  neighborhoods.  These  colleges  have 
sent  members  of  their  sociology  and  psychology 
staffs  into  the  communities.  These  individ- 
uals organized  problem  youth  groups  into 
clubs  with  the  result  that  problem  children 
have  become  obedient  and  productive  youngsters. 
They  also  have  organized  adult  groups  and  have 
formed  discussion  forums  dealing  with  various 
topics  that  contributed  to  better  interfaith  and 
interracial  relationships,  and  have  thus  lessened 
the  incidents  of  delinquency. 

The  community  has  a definite  responsibility 
in  meeting  the  problem  of  juvenile  delinquency. 
In  a measure  this  antisocial  behavior  of  the 
young  reflects  the  morale  of  the  older  members 
of  the  community,  and  therefore,  the  community 
is  a contributing  factor  to  juvenile  delinquency. 
It  is  a well-known  fact  that  most  of  the  delin- 
quents come  from  certain  localities  where 
poverty,  immorality,  and  interracial  and  in- 
terfaith tensions  exist.  Therefore,  it  is  necessary 
that  the  community  be  organized  as  an  effective 
unit  in  improving  the  general  moral  tone  of  the 
neighborhood.  Committees  should  be  organized 
for  developing  a healthy  intercultural  relation- 
ship, with  special  emphasis  on  the  improvement 
of  interfaith  and  interracial  attitudes,  and 
should  be  headed  by  religious  leaders,  school 
officials,  and  civic  leaders.  Various  youth  organi- 
zations, such  as  the  Boy  Scouts,  religious  youth 
groups,  and  church  groups,  should  be  encouraged. 
These  groups  should  take  an  active  interest  in 
the  local  schools  and  become  acquainted  with 
the  various  health  and  welfare  agencies  to 
whom  they  may  turn  for  help  when  it  is  needed. 
Psychiatric  clinics  should  be  established  in 
every  general  hospital.  Child  guidance  centers, 
which  are  truly  parent  guidance  centers,  should 
be  fostered.  Adequate  recreational  facilities 
under  trained  supervisors  and  instructors  must 
be  established.  Pride  in  the  neighborhood 
must  be  developed.  Parent-teacher  associations 
should  be  organized,  and  meetings  should 
feature  addresses  by  educators,  civic  leaders, 
and  public  officials.  All  efforts  should  be  made 
to  lessen  interracial  and  interfaith  tensions  by 
explaining  the  different  cultural  backgrounds 
of  the  various  ethnic  groups  which  reside  in  the 
given  community.  Emphasis  should  be  placed 
on  the  differences  and  the  variations  in  the 
cultural  backgrounds  of  the  people  who  comprise 
the  population  of  the  particular  neighborhood. 
In  this  way  hatred  and  suspicion  could  be  turned 


into  mutual  understanding  and  tolerance. 

Of  course,  the  leaders  of  the  community  have 
a special  responsibility  in  dealing  with  the  home 
situation  in  which  the  fabric  of  a cohesive  home 
has  been  disrupted.  This  will  require  the  co- 
operative effort  of  welfare  agencies,  police 
authorities,  educators,  and  public  officials.  It  is 
imperative  that  the  father’s  role  in  the  home 
should  be  recognized  as  one  of  authority  and 
guidance,  and  where  this  is  absent,  a surrogate 
should  be  appointed  to  provide  it.  The  mother’s 
role  as  a counselor  and  an  inspiring  influence 
should  be  strengthened.  This  can  be  best 
accomplished  through  discussions  and  lectures 
before  religious  groups  and  civic  and  other 
communal  organizations. 

Law-enforcement  agencies  have  a very  impor- 
tant role  in  combatting  the  problem  of  juvenile 
delinquency.  Gang  warfare  must  cease.  When 
apprehended,  the  youths  carrying  weapons  or 
committing  felonies  should  be  immediately  sent 
to  a detention  home  before  their  cases  are 
brought  before  the  proper  judicial  authorities. 
They  should  never  be  permitted  to  return  to 
their  immediate  environments  immediately  after 
they  have  been  apprehended.  It  is  true  that 
there  have  been  successful  experiments  in  con- 
verting some  of  these  delinquent  gangs  into 
well-adjusted  and  law-abiding  members  of  the 
community  through  the  efforts  of  specially 
trained  social  workers;  nevertheless,  these 
gangs  must  learn  to  respect  and  also  fear  author- 
ity. This  can  be  accomplished  if  the  citizens 
make  up  their  minds  once  and  for  all  to  have 
it  so.  The  streets  and  our  parks  must  be  made 
safe  for  our  citizens.  More  police  should  be 
assigned  to  patrol  critical  neighborhoods.  The 
police  should  be  vested  with  greater  authority. 
It  is  quite  significant  that  many  able  jurists 
who  deal  with  delinquent  youth  have  advocated 
a policy  of  treatment  and  rehabilitation  and 
have  rejected  the  old  attitude  of  societ}^  of 
instituting  punitive  and  retaliatory  measures. 
They  recognize  the  importance  of  psychiatric 
clinics,  of  strengthening  family  ties,  and  of  giving 
special  consideration  to  juvenile  delinquents 
and  youthful  offenders.  They  have  advocated 
the  inauguration  of  prophylactic  measures  of 
this  social  disease. 

The  prognosis  for  the  treatment  of  this  serious 
antisocial  behavior  of  3 per  cent  of  our  popula- 
tion of  the  young  is  very  good.  Data  have 
accumulated  that  have  shed  light  on  the  develop- 
ment, manifestations,  and  treatment  of  this 
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disorder.  All  intelligent  people  have  become 
interested  in  this  problem.  What  is  needed  is 
to  combine  the  efforts  of  all  these  interested 
groups  by  creating  one  harmonious  unit  to 
formulate  plans  for  the  eradication  of  this 
disease.  The  general  medical  practitioners  of 
medicine  are  in  a most  favorable  position  to 
make  a positive  contribution  to  the  solution 
of  the  problem  of  juvenile  delinquency.  When 
treating  different  members  of  the  family  or  when 
visiting  the  homes,  they  may  detect  conditions 
that  are  productive  of  delinquency.  Thus, 
they  may  note  the  presence  of  alcoholism, 
infidelity,  or  immorality  in  the  homes.  They 
may  recognize  the  earliest  manifestations  of 
delinquency  in  the  children.  In  the  vast  ma- 
jority of  instances  they  have  the  respect  and 
confidence  of  many  members  of  the  family. 
They  may  help  them  to  solve  their  problems  and 
conflicts  and  may  direct  them  to  the  proper 
voluntary  or  government  agencies  for  further 
help  when  necessary.  The  neuropsychiatrists 
have  a definite  contribution  to  make  in  the 
solution  of  this  problem.  By  working  in  schools, 
in  psychiatric  clinics,  and  community  agencies 
and  by  disseminating  the  information  regarding 
mental  hygiene  principles,  especially  those 
applicable  to  the  stability  of  the  home  and  com- 
munity and  to  the  development  of  emotional 
maturity  in  its  members,  they  can  live  up  to 
their  traditional  mission  of  preventing  and 
alleviating  human  misery  and  suffering.  Fur- 
thermore, by  cooperating  with  other  groups 
that  deal  with  different  aspects  of  the  problem, 
neuropsychiatrists  will  add  greatly  to  the  total 
effort  being  expanded  to  meet  the  great  social 
challenge  of  combatting  juvenile  delinquency. 

Summary  and  Conclusions 

Normal  childhood  behavior  is  the  result  of 
parental  affection,  guidance,  training,  and  dis- 
cipline and  the  formation  of  an  adequate  superego 
and  a strong  ego.  A stable  and  secure  emotional 
condition  in  the  home  contributes  to  community 
safety.  Juvenile  delinquency  is  behavior  dis- 
order resulting  from  faulty  superego  formation 
and  inadequate  ego  development  because  of 
devastating  home  and  community  situations. 
There  has  been  an  increase  in  the  seriousness  of 
the  nature  and  character  of  juvenile  delinquency. 
This  situation  is  the  result  of  breakdown  of 
homes,  changing  of  neighborhood  characteristics, 
and  influx  of  people  of  different  cultures  with 
different  mores.  Socioeconomic  factors  are  prom- 


inent causes.  The  cooperative  effort  of  social 
and  civic  leaders,  public  officials,  jurists, 
social  workers,  police  officials,  educators,  and 
physicians  is  necessary  to  combat  the  increasing 
incidence  of  juvenile  delinquency.  There  must 
be  a unification  of  the  efforts  of  the  different 
groups  who  are  interested  in  the  solution  of  the 
problem.  Psychiatric  clinics  are  indispensable 
prerequisites  in  the  ultimate  solution  of  the 
problem.  Physicians  have  a prominent  role 
in  the  prevention,  the  early  detection,  and  the 
effective  treatment  of  juvenile  delinquents. 
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Blood  Matching  in  Corneal  Transplants  Suggested 


Matching  the  blood  of  persons  donating  and  re- 
ceiving corneas  for  eye  surgery  may  solve  one  type 
of  transplant  failure,  three  Ohio  researchers  have 
theorized. 

Writing  in  the  September  Archives  of  Ophthal- 
mology, published  by  the  American  Medical  Associ- 
ation, they  called  on  all  eye  surgeons  to  cooperate 
in  a study  to  learn  the  effect  of  blood  type  incom- 
patibility on  the  development  of  opacity  in  corneal 
transplants. 

Healthy  corneas  are  removed  from  persons  who 
have  volunteered  to  donate  their  eyes  within  a few 
hours  after  death.  The  corneas  are  stored  in  eye 
banks  until  being  transplanted  to  persons  blinded 
because  of  damaged  corneas.  A large  proportion  of 
corneal  grafts  become  opaque  during  the  first  months 
after  surgery.  Some  type  of  tissue  intolerance  has 
been  suggested  as  causing  the  opacity  to  develop. 

Dr  William  H.  Havener,  Dr.  George  T.  Stine,  and 
Larry  L.  Weiss,  B.A.,  of  the  Ohio  State  University 
Department  of  Ophthalmology,  Columbus,  think  the 
intolerance  might  be  a blood  type  incompatibility. 
When  blood  types  don’t  match  in  transfusions,  severe 
reactions  occur.  To  test  their  theory,  the  authors 
asked  eye  surgeons  to  keep  records  of  the  blood  types 
of  corneal  donors  and  recipients  and  to  submit  them  to 
the  national  committee  of  eye  banks  for  study.  Such 
a study  could  show  the  statistical  relationship  be- 


tween corneal  opacity  and  blood  type  incompati- 
bility. 

The  authors  studied  21  cases  of  corneal  transplants 
in  which  the  blood  types  of  donor  and  recipient  were 
known.  Of  17  with  compatible  blood  types,  14 
remained  clear.  In  none  of  the  four  cases  with 
incompatible  blood  types  did  the  corneas  remain 
clear.  While  the  study  is  very  small,  “it  is  note- 
worthy that  not  a single  incompatible  donor  cornea 
remained  clear,”  they  said. 

Chance  alone  would  result  in  compatible  trans- 
plantations in  two  thirds  of  all  cases  chosen  at  ran- 
dom. This  happens  because  almost  half  of  all 
corneas  would  be  from  type  O “universal  donors’  ’ and 
could  be  given  successfully  to  persons  of  any  blood 
type.  Four  fifths  of  the  remaining  corneas  would 
be  type  A and  would  be  compatible  in  43  per  cent 
of  recipients.  The  chances  of  accurate  accidental 
matching  of  types  B and  AB  donors  and  recipients 
are  remote. 

If  it  can  be  shown  that  blood  type  incompati- 
bility does  influence  the  development  of  opacity, 
then  a system  can  be  worked  out  to  type  donor  and 
recipient  blood.  The  proportion  of  “clear”  corneal 
transplants  should  then  rise.  The  authors  already 
have  started  in  their  operations  to  match  type  A 
donors  and  recipients,  leaving  type  O corneas  for  use 
in  persons  with  types  O,  AB,  and  B blood. 
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A series  of  review  articles  dealing  with  medical  progress 
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The  Surgical  Treatment  of  Epilepsy 

BRUCE  L.  RALSTON,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Neurological  Surgery,  Mount  Sinai  Hospital ) 


The  estimated  number  of  people  in  the  United 
States  with  convulsive  disorders  is  well  over 
1.5  million.1  This  figure  is  probably  far  too  low, 
because  the  social  stigma  commonly  associated 
with  this  condition  makes  many  people  conceal  its 
existence. 

In  recent  years  the  development  of  new  anti- 
epileptic  agents  has  been  a rapid  and  exciting 
one.  A large  percentage  of  patients  with  seizures 
now  can  expect  total  or  partial  control  of  their 
attacks.  However,  the  ideal  anticonvulsant 
agent  which  has  no  toxic  effect  on  the  nervous 
system  (sedative,  ataxic,  or  psychotic)  and  no 
dangerous  sensitivity  problems  (hematopoietic 
or  dermatologic)  ha&  yet  to  be  found.  This  ex- 
plains the  continuous  search  for  new  medications. 
McNaughton  found  that  some  30  per  cent  of  pa- 
tients in  an  unselected  group  remained  free  of 
attacks  for  a year  or  more,  while  another  35  per 
cent  had  not  more  than  six  major  attacks  per 
year  on  vigorous  medical  therapy.2 

Unfortunately,  epilepsy  is  a “social”  disease 
as  well  as  a medical  one.  Frequently,  the  occur- 
rence of  a single  seizure  at  work  may  result  in  loss 
of  employment,  and  there  is  a large  amount  of 
discriminatory  legislation  against  people  with 
seizures  which  seriously  interferes  with  their  ef- 
forts to  be  useful  citizens.1  In  many  instances,  if 
society  would  accept  the  epileptic,  the  seizures 
would  be  of  little  consequence  to  him. 

As  a result  of  these  factors,  there  still  remains  a 


considerable  number  of  patients  who  are  in  need 
of  some  additional  form  of  therapy. 

Development  of  Rationale  for  Surgical 
Treatment  of  Epilepsy 

Unlike  the  medical  treatment  of  epilepsy,  which 
has  been  concerned  primarily  with  the  empiric 
development  of  new  agents  effective  against 
seizures,  a successful  surgical  therapy  has  been 
closely  linked  with  the  development  of  our  under- 
standing of  the  regional  anatomy  and  physiology 
of  the  brain.  In  fact,  much  of  our  present  knowl- 
edge of  the  human  cerebral  cortex  has  been 
gained  through  the  work  of  neurologic  surgeons, 
such  as  Penfield2  and  Foerster.3 

The  relationship  of  the  brain  to  convulsive  dis- 
orders was  appreciated  in  earliest  recorded  his- 
tory, hence  the  operation  of  trephination  over 
areas  of  obvious  local  pathology  for  seizures. 
Since  until  recent  times,  the  dura  was  considered 
to  be  an  impassable  barrier,  little  could  be  ex- 
pected from  this  method  except  in  the  rare  case 
when  an  irritating  spicule  of  bone  was  removed. 

Accumulating  pathologic  data  resulted  in  the 
classification  of  seizures  into  three  major  groups: 

Essential  or  Idiopathic  Epilepsy. — There 
was  no  demonstrable  lesion  of  the  brain. 

Symptomatic  Epilepsy. — The  convulsion  was 
merely  the  symptom  of  a demonstrable  cerebral 
lesion. 

Sympathetic  Epilepsy. — The  seizure  was  due 
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to  a process  going  on  outside  the  nervous  system, 
i.e.,  uremia,  and  in  which  there  was  no  apparent 
local  pathology. 

The  words  “epilepsy”  and  “brain”  were  con- 
sidered in  their  broadest  sense,  and  there  was 
little  effort  made  to  describe  attack  patterns  be- 
yond grand  mal  (or  generalized  seizure;  and  petit 
mal  (or  small  seizure)  or  to  relate  them  to  any 
special  region  of  the  brain.*  This  is  readily 
understood  when  it  is  realized  that  the  cerebral 
cortex,  the  most  common  site  of  seizure  formation, 
was  considered  by  many  until  as  late  as  1850  to  be 
without  any  specific  organization. 

Interest  in  both  epilepsy  and  cerebral  localiza- 
tion experienced  a renaissance  with  the  work  of 
Jackson. 4 From  a study  of  the  focal  seizure  which 
bears  his  name,  Jackson  concluded  that  there  was, 
a discrete  cortical  region  in  the  contralateral  cere- 
bral hemisphere,  irritation  of  which  would  result 
in  a focal  clonic  motor  attack,  and  destruction  of 
which  would  result  in  paralysis.  He  was  able  to 
predict  the  intimate  anatomy  of  this  area  by  ob- 
serving closefy  the  sequence  of  spread  of  convul- 
sive activity.  The  classical  work  of  Fritsch  and 
Hitzig5  in  1870  on  the  electrically  excitable  motor 
cortex  in  animals  confirmed  his  deductions  in  all 
respects  and  ushered  in  a new  era  in  the  cerebral 
localization  of  function. 

Jackson  realized  that  the  epileptic  process  itself 
was  a sudden,  excessive,  and  rapid  discharge  in  a 
local  area  of  gray  matter.  He  stressed  the  fact 
that  the  pattern  of  the  seizure  was  determined  pri- 
marily by  the  particular  cerebral  area  that  gave 
rise  to  it,  as  well  as  its  subsequent  spread.  The 
aura  was  not  simply  a warning  of  an  impending 
attack  but  actually  the  symptom  of  the  embryo 
seizure,  and  hence  of  particular  importance  in  de- 
termining the  place  of  origin  of  the  epileptic  proc- 
ess. 

For  him,  there  was  no  such  thing  as  an  idio- 
pathic or  diffuse  attack  involving  the  brain  simul- 
taneously as  a whole.  All  seizures  proceeded  from 
a locus.  If  the  attack  remained  focal,  the  char- 
acteristics were  determined  by  the  area  involved, 
and  if  it  spread  out  to  involve  the  rest  of  the  brain, 
a grand  mal  seizure  resulted.  Thus  all  epilepsy 
was  symptomatic,  the  physiologic  basis  in  all  cases 
being  the  same,  while  the  provoking  or  etiologic 
agent  could  vary  widely. 

With  the  information  now  available,  it  became 
possible  for  surgeons,  such  as  Horsley,6  to  cor- 

*  It  was  known  to  the  ancient  Greeks  that  damage  to  one 
side  of  the  head  resulted  in  convulsive  movements  pre- 
dominately on  the  opposite  side  of  the  body. 


rectly  localize  tumors  producing  jacksonian  motor 
epilepsy  and  operate  on  them.  In  those  cases  of 
intractable  jacksonian  epilepsy  in  which  there  was 
no  demonstrable  pathology,  they  would  identify 
the  motor  area  by  stimulation  and  remove  that 
portion  from  which  the  seizure  started. 

A large  number  of  electrical  stimulation  and 
extirpation  studies  done  by  Ferrier7  and  others  on 
animals  made  possible  the  recognition  of  other 
cortical  loci  concerned  with  vision,  hearing,  so- 
matic sensation,  and  other  modalities.  However, 
much  of  the  subjective  phenomena  could  not  be 
studied  in  animals,  and  Cushing,8  Krause,9  Foer- 
ster,3  and  others  stimulated  the  human  cerebral 
cortex  during  intracranial  operations  conducted 
under  local  anesthesia.  The  result  of  this  was  a 
“mapping”  of  the  cerebral  cortex,  a process  which 
is  still  going  on  actively  today.  Generally, 
Jackson’s  postulates  have  been  confirmed,  and 
when  an  epileptic  process  has  been  found  to 
originate  in  an  area  whose  function  is  known,  its 
initial  symptoms  are  characteristic  of  that  area. 

The  first  systematic  study  and  treatment  of  fo- 
cal seizures  in  man,  based  on  the  new  knowledge, 
was  carried  out  by  Foerster,3  working  primarily 
with  brain-injured  soldiers.  He  carried  out  ex- 
tensive electrical  stimulation  of  the  cortex  and 
attempted  to  reproduce  the  patient’s  habitual 
attack. 

However,  the  success  of  epilepsy  surgery  was 
limited  by  the  fact  that  a discharge  could  begin  in 
a clinically  “silent”  area  and  travel  across  the 
cortex,  the  patient  becoming  aware  of  the  attack 
only  when  a responsive  region  was  encountered. 
As  an  example,  a seizure  beginning  in  silent  fron- 
tal cortex  might  go  undetected  until  it  spread 
backward  to  the  precentral  gyrus  and  produced  a 
jacksonian  seizure.  Or  it  might  spread  deeply  to 
involve  the  whole  brain,  giving  rise  to  a symmetri- 
cal generalized  seizure,  considered  erroneously  to 
be  of  diffuse  or  nonfocal  origin.  Under  these  cir- 
cumstances, removal  of  the  area  giving  rise  to  the 
patient’s  initial  symptom  or  aura , would  not 
eliminate  the  trouble.  It  was  also  discovered 
that  because  local  pathology,  such  as  a tumor  or 
scar  was  present,  it  did  not  necessarily  mean  that 
that  seizure  originated  from  this  area.  It  could 
come  from  adjacent  normal-appearing  brain. 

Clearly,  some  method  was  needed  by  which  the 
actual  epileptic  process  itself  could  be  studied  in 
addition  to  its  clinical  effect  on  the  brain.  The 
solution  to  this  problem  was  supplied  by  Berger,10 
who  in  1929  showed  that  the  electrical  activity  of 
the  human  brain  could  be  recorded  through  the 
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Fig.  1.  Electrical  recording  during  a seizure.  Note  the  rapid,  rhythmic,  high  voltage  discharge. 


intact  skull.  However,  it  was  not  until  1935  that 
the  electroencephalograph  apparatus  or  EEG  was 
applied  to  the  problem  of  epilepsy.11 

Jackson’s  concepts  were  confirmed  in  that  the 
seizure  was  characterized  electrographically  by 
sudden  and  excessive  rapid  cortical  discharge  of 
high  voltage  and  rhythmic  pattern  (Fig.  1). 

Of  equal  importance  was  the  finding  that  the 
epileptic  focus  was  frequently  active  electrically 
between  clinical  seizures,  i.e.,  when  the  patient 
was  asymptomatic.  Here  the  characteristic 
electrical  form  was  a sporadic,  high  voltage,  sharp 
wave,  a “spike”  (Fig.  2).  This  is  of  special  im- 
portance because  most  patients  can  only  be  ex- 
amined between  seizures,  and  it  is  only  rarely  that 
an  attack  occurs  while  an  electroencephalogram 
is  being  done. 

It  was  now  possible,  using  the  conventional 
eight-channel  electroencephalogram  apparatus 
and  surveying  the  whole  scalp  area,  to  pick  up 
areas  of  epileptogenic  activity  in  many  cases  of 
seizure  disorder.  There  were  other  cases,  how- 
ever, which  failed  to  show  any  such  abnormality. 
In  some,  this  was  due  to  the  fact  that  the  focus 
was  relatively  inactive  at  the  time  of  examination 
possibly  due  to  antiepileptic  medication.  In 
others,  it  was  located  at  too  great  a distance  from 
the  scalp  electrodes. 

To  increase  the  number  of  positive  examina- 
tions, patients  were  retested  after  withdrawal  of 
medication,  usually  while  hospitalized.  In  addi- 
tion, methods  of  activation  of  the  epileptic  focus 
were  developed.  The  simplest  of  these  to  carry 
out  is  hyperventilation.  It  was  also  discovered 
that  some  forms  of  interseizure  electrical  ab- 
normalities could  be  increased  by  sleep-inducing 
medication.  Stimulant  drugs,  such  as  Metrazol 
and  Megimide  could  be  relied  on  to  fan  the  focus 
into  intense  seizure  activity. 

In  order  to  reach  foci  remote  from  conventional 
scalp  electrodes,  such  as  at  the  base  of  the  skull, 
pharyngeal  electrodes  were  introduced.  In  spe- 


Fig.  2.  Electrical  recording  between  seizures.  The 
record  is  characterized  by  the  sporadic  appearance  of 
high  voltage  “spikes”  emerging  out  of  a normal  back- 
ground. Such  a spike  occurs  at  the  beginning  of  the 
seizure  in  Fig.  1. 

cial  cases  temporary  subdural  and  intracerebral 
electrodes  have  been  placed  for  precise  localiza- 
tion. 

Penfield  and  Jasper,2  of  the  Montreal  Neuro- 
logical Institute,  have  done  much  to  develop  all  of 
the  technics  described  above.  This  group  has 
made  many  outstanding  contributions  to  the 
knowledge  of  focal  epilepsy  and  human  brain 
function.  They  recently  have  emphasized  that 
the  temporal  lobe  is  the  commonest  site  of  focal 
epilepsy.  This  is  probably  due  to  the  ease  with 
which  it  is  injured  at  birth.  They  also  have  shown 
that  there  are  secondary  cortical  sensory  and  mo- 
tor areas  which  are  in  relation  not  only  to  the  con- 
tralateral side  of  the  body  but  to  the  ipsilateral  as 
well. 

They,  like  Jackson,  have  chosen  to  regard  the 
aura  as  the  most  important  clinical  feature  of  the 
attack  and  an  indicator  of  the  origin  of  the  dis- 
charge. However,  certain  common  aurae,  such  as 
epigastric  sensation,  do  not  have  precise  lo- 
calizing value,  or  if  localizing  to  an  area  of  the 
brain,  do  not  indicate  the  side. 

More  recently,  Ajmone-Marsan  and  Ralston12 
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have  attempted  to  study  the  entire  seizure  both 
clinically  and  electrographically  by  utilizing  Me- 
trazol  activation  combined  with  high-speed  pho- 
tography, continuous  dictation,  and  testing  of  the 
patient’s  responses.  They  have  found  that  the 
precise  order  of  occurrence  of  such  phenomena  as 
postural  alteration,  facial  contraction,  and  head 
and  eye  turning,  are  of  great  importance  in  lo- 
calization and  depend  on  the  area  from  which  the 
seizure  originates.  Many  of  these  events  occur  so 
fleetingly  at  the  beginning  of  an  attack  that  they 
are  certain  to  be  missed  unless  the  seizure  is  ob- 
served in  its  entirety,  a condition  seldom  realized 
in  spontaneous  attacks.  Thus,  what  is  called  a 
grand  mal  or  generalized  attack  by  many  people 
is  merely  the  end  stage  of  generalization  of  a focal 
discharge. 

Selection  of  Cases  for  Surgical  Therapy 

The  epileptic  patient  wffio  qualifies  as  a suitable 
candidate  for  surgical  treatment  of  his  disease 
must  satisfy  twro  major  requirements.  (1) 
Attacks  must  be  disabling  despite  adequate  medi- 
cation, or  the  sequelae  of  therapy  in  themselves 
must  be  incapacitating.  (2)  There  must  be  ade- 
quate evidence  to  indicate  the  cerebral  source  of 
the  seizures. 

It  may  be  helpful  to  consider  first  the  type  of 
case  which  wrould  not  be  suitable  for  surgical 
therapy.  There  is  a form  of  epilepsy  wffiich 
usually  begins  early  in  life  in  which  the  attacks  are 
characterized  by  brief  lapses  of  consciousness  or 
by  symmetrical  generalized  seizures  without  any 
warning.  Neurologic  examination  is  usually  nega- 
tive. The  electroencephalogram  is  characterized 
by  synchronous  bursts  of  epileptic  activity  occur- 
ring over  wfide  areas.  This  has  been  considered 
a form  of  diffuse  or  nonfocal  epilepsy.  Actually, 
there  is  some  evidence  to  indicate  that  such  at- 
tacks may  be  produced  by  a central  pacemaker 
deep  in  the  brain.2  In  any  case,  such  lesions 
cannot  be  approached  surgically  at  the  present 
time.* 

If,  on  the  other  hand,  the  patient  after  careful 
interrogation  can  describe  a warning,  this  is  good 
presumptive  evidence  of  a focal  onset  of  the  at- 
tack. If  it  originates  in  the  parietal  cortex,  there 
may  be  a paresthesia  of  the  opposite  side  of  the 
body  spreading  between  face,  arm,  and  leg.  If  it 
is  in  the  visual  cortex,  there  may  be  colored  lights 

* A patient  may  have  generalized  seizures  without  warn- 
ing, originating  from  a silent  cortical  region.  Under  these 
circumstances,  the  electroencephalogram  is  quite  different. 


or  spots  in  front  or  in  the  opposite  visual  field.  If 
in  the  auditory  cortex,  there  will  be  buzzing  or  ring- 
ing in  the  ears,  or  if  in  areas  concerned  with  ves- 
tibular function,  a feeling  of  vertigo.  If  it  origi- 
nates in  the  temporal  lobe,  a variety  of  phenom- 
ena may  occur,  such  as  an  epigastric  sensation 
perhaps  rising  towards  the  throat,  ora  feeling  of  un- 
reality, strangeness,  excessive  familiarity,  fear, 
auditory  or  visual  hallucinations,  or  hallucinations 
of  smell  and  taste.  If  the  attack  arises  in  areas 
concerned  with  speech  function,  aphasia  results. 

It  is  essential  to  ask  the  patient  about  all  of 
these  because  occasionally  the  warning  may  be 
very  fleeting  before  loss  of  consciousness  and  not 
considered  to  be  of  great  importance.  More 
often,  the  patient  recognizes  it  as  a sign  of  im- 
pending trouble  and  restricts  his  activities. 

Since  many  people  will  become  unconscious 
with  further  spread  of  the  seizure,  there  may  be  a 
part  of  it  about  which  they  have  no  direct  knowl- 
edge. The  fact  that  an  attack  terminated  in  a 
generalized  seizure  can  be  indirectly  determined 
by  the  presence  of  severe  drowsiness,  muscular 
aches  and  pain,  sore  tongue  due  to  biting,  and  in- 
continence of  urine.  If  the  patient  has  carried 
out  automatic  activity  during  the  attack,  much 
in  the  manner  of  sleepwalking,  he  may  be  sur- 
prised to  find  that  he  has  dressed  or  undressed 
himself,  driven  a car  through  traffic,  or  walked 
several  blocks  without  being  aware  of  it.  Such 
behavior  is  very  suggestive  of  temporal  lobe 
epilepsy. 

Because  the  patient  so  frequently  loses  conscious- 
ness, it  is  important  to  question  one  or  more  close 
acquaintances  to  determine  the  behavior  during 
an  attack.  If  there  is  a generalized  seizure,  any 
forceful  turning  of  the  head  or  eyes,  predominant 
shaking  on  one  side  of  the  body,  or  asymmetric 
posture  may  indicate  that  the  attack  is  of  focal 
origin.  If  the  seizure  is  characterized  by  a dazed 
appearance,  wrandering  about,  chewfing,  lip 
smacking,  or  sw^allowfing,  this  is  highly  suggestive 
of  temporal  origin. 

The  history  may  provide  a clue  as  to  the 
etiology  of  the  seizures.  Birth  trauma  and 
anoxia,  as  wrell  as  severe  head  trauma  later  in  life, 
are  important  factors.  There  may  be  a history 
suggestive  of  meningitis  or  encephalitis.  The 
duration  may  help  to  exclude  a brain  tumor.  A 
history  suggestive  of  subarachnoid  hemorrhage 
may  indicate  a vascular  malformation. 

The  neurologic  examination  may  provide  evi- 
dence of  a focal  lesion  in  the  nervous  system. 
Generally,  the  irritated  cortex  giving  rise  to  the 
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seizure  discharge  is  in  close  proximity  to  this,  but 
not  necessarily.  On  the  other  hand,  evidence  of 
generalized  cerebral  dysfunction,  such  as  con- 
fusion or  disorientation,  does  not  always  mean 
that  there  is  diffuse  brain  damage.  It  can  be 
due  to  the  frequent  spread  of  seizure  discharge 
into  the  rest  of  the  brain. 

The  general  physical  examination  may  be  of 
value  because  of  the  association  of  some  con- 
vulsive disorders  with  lesions  elsewhere  in  the 
body.  Examples  include  the  adenoma  sebaceum 
of  tuberous  sclerosis,  cutaneous  hemangiomas  in 
hemangiomatosis  of  the  central  nervous  system, 
and  evidence  of  a primary  or  other  secondary  tu- 
mor in  case  of  metastatic  brain  tumor.  Dis- 
orders of  the  vascular  system  are  extremely  im- 
portant and  include  hypertensive  encepha- 
lopathy, carotid  artery  occlusion,  and  Stokes- 
Adams  and  carotid  sinus  syndromes. 

Studies  to  rule  out  a metabolic  cause  or  pre- 
cipitation of  seizures  should  include  a fasting 
blood  sugar,  gulcose  tolerance,  blood  urea  nitro- 
gen, and  electrolyte  determinations. 

Electroencephalography  is  helpful  in  sev- 
eral ways.  A focus  of  slow  wave  abnormalities 
or  “delta”  is  indicative  of  local  brain  dysfunction, 
and,  like  findings  of  neurologic  examination,  sig- 
nifies a diseased  area  which  is  probably  in  prox- 
imity to  the  epileptic  focus.  More  certain  evi- 
dence of  epileptogenicity  is  found  in  the  form  of 
high  voltage  “spikes”  and  sharp  waves,  or  should 
a record  be  taken  during  a spontaneous  seizure, 
high  voltage  rhythmic  discharge.  If  the  electro- 
encephalogram shows  multiple  spiking  foci  or  the 
diffuse  synchronous  activity  referred  to  pre- 
viously, this  is  a contraindication  to  surgical  inter- 
vention. 

If  the  electroencephalogram  is  negative,  fur- 
ther tracings  should  be  done  after  the  patient  has 
been  off  antiepileptic  medication  for  several  days. 
Activating  agents  should  be  used  to  bring  out  the 
focus,  and  a Metrazol  activation  should  be  car- 
ried to  the  point  of  inducing  one  of  the  patient’s 
habitual  seizures  so  that  both  the  clinical  and 
electrographic  patterns  can  be  studied  in  detail. 

Plain  x-rays  of  the  skull  occasionally  may  show 
changes  suggestive  of  brain  tumor.  Pneumo- 
encephalography is  important  in  determining  the 
presence  of  an  expanding  lesion  and  may  also 
show  atrophy,  either  focal  or  diffuse.  Angiog- 
raphy is  helpful  in  tumor  diagnosis  and  is  essential 
for  the  recognition  of  vascular  malformations, 
lesions  which  show  a high  percentage  of  seizures. 

If  a neoplasm  or  vascular  malformation  is  dis- 


covered, the  treatment  generally  is  directed  to- 
ward eradication  of  the  lesion  itself  and  then,  only 
if  seizures  persist,  is  further  investigation  carried 
out. 

If,  at  the  conclusion  of  the  workup,  the  patient 
is  shown  to  have  good  clinical  and  electrographic 
evidence  of  a seizure  abnormality  arising  from  one 
area  of  the  brain,  he  is  considered  to  have  a focal 
epileptogenic  lesion  and  satisfies  this  requirement 
for  surgery. 

Technic  of  Surgical  Treatment 

The  surgical  procedure  undertaken  to  eradicate 
the  discharging  lesion  re-employs  many  of  the 
clinical  and  electrographic  examinations  utilized 
in  making  the  preoperative  localization.  These 
preoperative  studies  serve  as  general  indicators  to 
define  the  operative  field.  During  the  actual 
procedure,  with  the  cortex  exposed,  even  more 
careful  delimitation  of  the  focus  can  be  made. 

If  at  all  possible,  the  operation  is  performed 
with  the  use  of  local  anesthesia,  utilizing  a long- 
acting  agent  such  as  nupercaine,  combined  with 
adrenalin.  This  is  preferable  for  several  reasons. 
General  anesthesia  tends  to  alter  the  brain  waves 
and  to  depress  epileptic  discharge.  It  is  impor- 
tant to  reproduce  the  patient’s  warning  or  aura 
and  subsequent  attack  by  stimulation,  since  this 
is  a good  indication  of  the  origin  of  the  abnor- 
mality; hence,  he  must  be  awake.  Finally,  it  is 
important  to  define  certain  essential  regions,  such 
as  the  precentral  and  postcentral  gyri  and  those 
cortical  areas  concerned  with  speech  function,  so 
that  there  will  be  no  neurologic  sequelae  as  a re- 
sult of  the  operation. 

The  preparation  of  the  patient  begins  prior  to 
surgery.  He  is  instructed  about  his  role  in  the 
procedure  and  how  to  cooperate  in  stimulation 
and  testing  studies.  As  many  of  his  fears  as 
possible  about  the  procedure  are  anticipated  and 
discussed.  During  the  operation,  one  member  of 
the  team  is  stationed  under  the  drapes  to  help 
“talk”  him  through  the  tiring  portions.  He  is 
positioned  on  his  side,  so  that  all  extremities  and 
the  face  are  in  full  view. 

Following  the  turning  of  the  skin  and  bone  flaps 
over  the  appropriate  area,  the  dura  is  opened,  and 
the  exposed  cortex  is  surveyed  for  gross  abnor- 
malities, such  as  atrophic  scars  or  small  neoplasms 
which  escaped  detection  on  angiography  and 
pneumoencephalography.  Following  this,  the 
electrical  activity  of  the  exposed  cortex  is  mapped 
by  electrodes  held  in  a special  holder  which  is 
securely  clamped  to  the  edge  of  the  bony  defect. 
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Fig.  3.  Operative  photograph  taken  during  a craniotomy  for  epilepsy.  The  right  frontal  region  is  exposed. 
The  nose  is  to  the  left,  the  occiput  to  the  right.  The  ear  is  at  the  top  and  the  vertex  at  the  bottom  of  the  field. 
All  of  the  numbers  except  number  33  and  number  30  lie  on  the  precentral  and  postcentral  gyri.  Just  below  number 
12  the  sylvian  fissure  can  be  seen.  Letters  M and  N lie  on  the  supramarginal  gyrus. 

Letter  B lies  on  the  site  of  an  epileptic  spiking  focus  in  the  superior  frontal  gyrus.  Number  30  lies  on  a point, 
stimulation  of  which  produced  the  patient’s  habitual  attack.  The  black  thread  outlines  the  proposed  area  of  re- 
section which  is  to  include  both  these  points.  Microscopic  examination  of  the  removed  cortex  disclosed  a small 
vascular  malformation  involving  the  meninges. 


Areas  of  abnormal  activity  are  indicated  by 
small  paper  squares  with  a letter  or  number  on 
them,  placed  temporarily  on  the  cortex  (Fig.  3). 
Next,  stimulation  is  carried  out,  starting  with  a 
low  voltage  and  gradually  increasing  its  strength. 
Usually,  the  postcentral  gyrus  is  the  first  to  re- 
spond in  the  form  of  contralateral  paresthesia  in 
the  face,  arm,  or  leg,  depending  on  the  area  stimu- 
lated. In  this  manner  the  important  fissure  of 
Rolando  can  be  found  and  the  general  excitability 
of  the  brain  determined.*  This  done,  the  voltage 
is  raised  in  steps,  and  the  remaining  cortex  is  stim- 
ulated in  an  effort  to  reproduce  the  patient’s 
warning.  The  voltage  is  kept  as  low  as  possible 
to  prevent  a generalized  seizure.  Responsive 


* If  the  patient  is  under  general  anesthesia,  the  fissure 
may  be  identified  by  motor  responses  elicited  from  the 
precentral  gyrus. 


points  are  indicated  by  small  paper  tickets.  If  the 
side  involved  is  the  dominant  hemisphere,  speech 
function  is  checked  during  stimulation  to  define 
those  regions,  resection  of  which  might  result  in 
aphasia. 

By  these  methods  an  area  of  focal  epileptic 
abnormality,  or  one  giving  rise  to  thfe  usual  attack 
pattern,  usually  can  be  identified.  If  not,  other 
methods  are  used  to  activate  the  focus.  The  cor- 
tex is  stimulated  with  a somewhat  stronger  volt- 
age for  a longer  period  of  time,  and  electrical 
recording  is  done  immediately  thereafter.  Such 
stimulation  normally  gives  rise  to  an  electrical 
after-discharge,  but  epileptogenic  cortex  tends  to 
give  a greater  response  at  a lower  voltage.  The 
focus  also  can  be  activated  by  intravenous  Metra- 
zol  or  Megimide,  much  in  the  manner  of  the  pre- 
operative studies, 
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Because  much  of  the  cortex,  such  as  the  mesial 
portion  along  the  falx,  and  the  basilar  surface,  is 
far  away  from  the  scalp  electrodes,  abnormalities 
may  be  slight  in  the  preoperative  electroen- 
cephalogram. This  is  also  true  of  surface  re- 
cordings at  operation.  These  somewhat  in- 
accessible regions  may  be  reached  following  re- 
traction of  the  brain,  but  electrical  studies  fre- 
quently can  be  carried  out  more  satisfactorily 
with  less  trauma,  by  the  use  of  fine  multielectrode 
depth  probes. 

If  after  these  studies  have  been  completed  and 
an  area  of  epileptogenic  cortex  has  been  dis- 
covered which  is  found  not  to  lie  in  an  essential 
region,  this  area  may  be  removed.  First,  the 
operative  field  is  photographed  (Fig.  3)  to  record 
the  results  of  recording  and  stimulation,  and  a 
drawing  is  made.  The  abnormal  tissue  is  re- 
moved with  a small  suction  tip,  the  resection 
being  carried  cleanly  to  pial  frontiers  wherever 
possible.  This  is  done  to  avoid  leaving  any  de- 
vitalized tissue.  Such  a surgical  lesion  is  not 
likely  to  give  rise  to  further  seizures. 

After  the  resection,  its  edges  are  resurveyed 
electrographically.  If  further  abnormalities  are 
discovered,  small  additional  amounts  of  tissue  are 
removed  until  a normal  record  is  obtained.  A 
final  photograph  is  then  taken,  the  paper  tickets 
are  removed,  the  patient  is  put  to  sleep,  and  the 
wound  is  closed.  It  is  essential  to  close  the  dura 
completely  to  minimize  the  formation  of  adhe- 
sions. 

Postoperatively,  the  patient  is  given  small  doses 
of  phenobarbital  to  offset  any  temporary  irri- 
tating effect  of  the  operation. 

Results  of  Surgical  Therapy 

With  present-day  neurosurgical  technics,  such 
operative  procedures  can  be  carried  out  with  a 
risk  that  is  only  slightly  greater  than  that  for  gen- 
eral anesthesia  alone.  Because  of  the  prolonged 
operative  session  and  the  number  of  studies  which 
have  to  be  done,  it  is  necessary  to  have  a well- 
trained  surgical  team  in  order  to  avoid  wound 
infection. 

Although  results  are  not  known  for  all  forms  of 
focal  epilepsy,  available  data  indicate  fairly  well 
that  about  one  third  of  patients  will  be  free  of 
seizures,  one-third  will  show  considerable  im- 
provement, and  one-third  will  continue  to  have 
seizures  at  approximately  the  same  frequency.2 


Most  of  these  patients  have  had  severe  seizure 
disorders  which  have  failed  to  respond  to  ade- 
quate medication. 

Generally,  if  the  postexcisional  electrocorticog- 
raphy  and  the  postoperative  electroencephalo- 
gram are  free  of  electrical  abnormality,  the  result 
is  more  likely  to  be  a good  one.  In  some  in- 
stances, however,  where  it  has  been  necessary  to 
leave  epileptogenic  tissue  behind  because  it  in- 
volved an  essential  region,  the  results  also  have 
been  good.  In  other  cases  with  some  or  no  im- 
provement which  continue  to  show  abnormal 
records,  reoperation  with  the  removal  of  adjacent 
abnormal  tissue  has  resulted  in  a seizure-free 
state. 

In  the  group  which  shows  considerable  im- 
provement without  arrest  of  attacks,  the  addi- 
tion of  antiepileptic  medication  now  may  make 
complete  control  possible. 

There  is  little  doubt  that  as  our  knowledge  of 
focal  epilepsy  increases,  the  number  of  failures 
will  diminish.  As  we  become  more  familiar  with 
the  pathways  of  spread  of  seizure  discharge,  it 
may  be  possible  to  isolate  epileptic  foci  located  in 
essential  or  nonresectable  areas.  The  develop- 
ment of  stereotaxic  technics  will  make  it  possible 
to  deal  with  those  epilepsies  of  subcortical  origin. 

1176  Fifth  Avenue,  New  York  29 
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Case  History 

Dr.  Abraham  Sunshine:  A thirty-two-year- 
old,  female  Puerto  Rican  nurse’s  aid  was  trans- 
ferred to  Bellevue  Hospital  for  cardiac  catheter- 
ization. 

The  patient  was  apparently  well  until  two 
years  prior  to  admission,  when  she  delivered 
her  third  child.  The  prenatal  course  as  well  as 
the  delivery  were  said  to  be  entirely  normal.  A 
short  time  after  the  delivery  she  noted  weakness 
and  shortness  of  breath  on  exertion.  One 
year  prior  to  admission  she  entered  a hospital 
because  of  swelling  of  her  legs,  abdomen,  and 
face.  She  received  digitalis  and  diuretics,  and 
after  one  month  she  was  signed  out  of  the  hos- 
pital. The  patient  was  unable  to  return  to  work 
and  was  treated  at  home  by  her  physician.  Four 
months  prior  to  the  present  admission  she  was 
admitted  to  another  institution  because  of  severe 
shortness  of  breath  and  abdominal  pain.  She 
was  treated  for  congestive  heart  failure.  A 
paracentesis  was  performed  because  of  ascites 
which  embarrassed  respiration.  Four  months 
later  she  was  transferred  to  Bellevue  Hospital 
for  cardiac  catheterization. 

At  the  age  of  fi\e  the  patient  was  told  by  a 
physician  that  she  had  “heart  trouble.”  On 
subsequent  examinations  during  childhood  doc- 
tors questioned  her  about  her  heart.  There 
was  no  history  of  excessive  alcoholic  intake. 

On  admission  to  Bellevue  Hospital  physical 
examination  revealed  a chronically  ill,  poorly 
nourished,  cyanotic,  Negro  female  in  moderate 
respiratory  distress.  Examination  of  the  eyes  was 
normal.  The  neck  veins  were  slightly  distended 


when  the  patient  was  lying  flat.  The  lungs  were 
normal  to  percussion  and  auscultation  except  for 
a few  moist  rales  at  the  left  base  posteriorly. 
Examination  of  the  heart  revealed  a systolic 
thrust  over  the  sternum.  The  apical  beat  was 
palpable  in  the  fifth  intercostal  space  at  the  an- 
terior axillary  line.  A systolic  thrill  was  present 
at  the  apex.  There  was  regular  sinus  rhythm. 
The  second  sound  at  the  pulmonic  area  was  ac- 
centuated and  split.  A blowing,  high-pitched, 
grade  IV  systolic  murmur  was  heard  at  the  apex 
and  transmitted  towards  the  sternum.  A grade 
II,  low-pitched,  systolic  murmur  different  from 
the  apical  murmur  was  heard  at  the  third  inter- 
costal space  just  to  the  left  of  the  sternum.  A 
presystolic  murmur  was  heard  by  some  at  the 
apical  region.  Examination  of  the  abdomen  re- 
vealed it  to  be  markedly  distended.  An  umbilical 
hernia  and  a healed  paracentesis  scar  were  noted. 
There  was  evidence  of  marked  ascites.  The  liver 
was  firm,  smooth,  tender,  and  enlarged  to  the  iliac 
crest.  A systolic  pulsation  of  the  liver  was 
palpable.  The  hepatojugular  reflux  was  positive. 
There  was  pitting  edema  of  the  extremities  to 
the  knees.  Clubbing  was  not  present.  The 
blood  pressure  was  90/70,  pulse  84,  respiration 
32,  and  temperature  98  F. 

Urinalysis  revealed  a specific  gravity  of  1 .022, 
40  mg.  per  cent  of  albumin,  2 plus  for  sugar,  and 
no  acetone.  The  microscopic  examination  re- 
vealed 40  white  blood  cells  and  ten  red  blood 
cells  per  high  power  field  and  many  granular  and 
a few  hyaline  casts.  Bacteria  were  also  present. 
Examination  of  the  blood  showed  a hemoglobin 
of  15  Cm.  per  100  ml.,  a red  blood  cell  count  of 
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Fig.  1.  Electrocardiograph  of  patient  taken  on 
admission  revealing  prominent,  peaked  P waves,  in- 
complete right  bundle  branch  block,  marked  right 
axis  deviation,  and  QRS  transitional  zone  shifted  to  the 
left. 

4,760,000,  a white  blood  cell  count  of  3,550,  with 
a differential  of  seven  band  forms,  55  segmented 
forms,  29  lymphocytes,  eight  monocytes,  and  one 
eosinophil.  The  erythrocyte  sedimentation  rate 
was  12,  and  the  hematocrit  finding  was  47  per 
cent.  The  plasma  creatinine  was  1.08  mg.  per 
cent.  The  prothrombin  time  was  eighteen 
seconds  with  a control  of  twelve  seconds.  The 
venous  pressure  was  32  cm.  of  water,  and  the  arm- 
to-tongue  circulation  time  was  twenty-two 
seconds. 

The  electrocardiogram  gave  the  following 
findings:  Rate  94,  P-R  0.16,  QRS  0.08,  prominent 
peaked  P waves  (Fig.  1)  in  leads  II  and  III,  in- 
complete right  bundle  branch  block,  marked 
right  axis  deviation,  and  QRS  transitional  zone 
shifted  to  the  left.  Fluoroscopy  revealed  the 
heart  to  be  markedly  enlarged  in  all  diameters 
(Fig.  2).  The  pulmonary  outflow  tract  was 
prominent.  No  hilar  dance  was  noted.  The 
barium-filled  esophagus  was  not  displaced  by 
the  left  auricle  in  the  anteroposterior  view  or 
in  the  right  anterior  oblique  view.  In  the  latter 
view  there  was  bulging  anteriorly  of  the  right 
ventricle  with  narrowing  of  the  retrosternal  space. 
The  left  ventricle  did  not  clear  the  spine  in  the 


Fig.  2.  Chest  x-ray  showing  enlarged  cardiac  silhou- 
ette with  normal  lung  markings. 


left  lateral  position.  The  lung  markings  ap- 
peared normal. 

The  transcript  from  the  referring  hospital  re- 
vealed the  following  additional  laboratory  infor- 
mation. The  fasting  blood  sugar  was  84  mg. 
per  cent.  The  cephalin  flocculation  test  finding 
was  negative.  The  total  cholesterol  was  154 
mg.  per  cent,  and  the  esters  were  70  mg.  per  cent. 
The  total  serum  proteins  were  4.9  Gm.  of  which 
2.93  Gm.  was  albumin  and  1.97  globulin.  The 
serum  bilirubin  was  0.9  Gm.  per  cent.  The 
bromsulphalein  test  showed  20  per  cent  retention 
of  dye  after  thirty  minutes.  Stools  were  nega- 
tive for  ova  and  parasites.  Liver  biopsy  revealed 
interstitial  fibrosis  with  no  evidence  of  portal 
cirrhosis  or  schistosomiasis.  Urine  culture 
showed  no  growth. 

The  patient  complained  of  moderately  severe 
abdominal  pain  in  the  right  upper  quadrant. 
She  was  scheduled  for  cardiac  catheterization. 
However,  on  the  fourth  hospital  day  she  suddenly 
became  unconscious,  apneic,  and  pulseless.  No 
heart  sounds  were  audible.  She  was  placed  in 
shock  position,  given  artificial  respiration,  and  an 
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attempt  to  initiate  cardiac  activity  by  pounding 
the  chest  wall  was  attempted.  The  patient  did 
not  respond  and  was  pronounced  dead. 

Discussion 

Dr.  Clarence  de  la  Chapelle  : The  patient 
was  a female  Puerto  Rican,  Negro,  thirty-two  3-ears 
old.  I think  the  age  should  be  emphasized,  since 
as  you  will  see  later  on,  it  is  important  in  this  par- 
ticular instance,  or  at  least,  so  I believe.  I don’t 
think  that  her  sex  makes  much  difference  in  regard 
to  the  lesion  that  I think  she  demonstrates,  nor  do 
I think  her  race  and  nativity  play  a role.  I would 
like  to  emphasize  one  point  in  her  case  history: 
She  was  well  until  her  thirtieth  year  and  went 
through  three  pregnancies  and  three  deliveries, 
all  having  been  entirely  normal.  Her  first  symp- 
toms,  weakness  and  shortness  of  breath  on  exer- 
tion, only  appeared  after  the  third  deliver}7. 
Please  remember  this  in  the  light  of  what  we 
propose  to  suggest  as  her  underling  disease. 
Finally,  one  year  after  the  onset  of  symptoms  we 
note  a hospital  admission  with  swelling  of  the 
legs,  abdomen,  and  face  for  which  she  received 
digitalis  and  diuretics.  We  do  not  know  whether 
she  was  very  much  improved  when  she  signed 
out  of  the  hospital  after  that  first  admission,  but 
one  has  the  impression  that  she  wasn’t  back  to  a 
satisfactory  level,  since  she  was  unable  to  return 
to  work  and  had  to  be  treated  at  home. 

Four  months  prior  to  this  last  admission  she 
went  to  another  institution,  apparently  because 
of  exaggeration  of  symptoms,  particularly  short- 
ness of  breath  and  abdominal  pain.  There  she 
was  treated  for  what  was  said  to  have  been  con- 
gestive heart  failure.  This  was  apparently  of 
severe  enough  degree  to  require  a paracentesis. 
At  the  end  of  four  months  she  was  transferred  to 
Bellevue  Hospital,  apparently  for  the  purpose  of 
cardiac  catheterization. 

Please  note  in  the  antecedent  history  the  state- 
ment, which  I think  may  be  of  importance,  that 
at  the  age  of  five,  the  patient  was  told  by  a physi- 
cian that  she  had  heart  trouble.  It  is  unlikely 
that  she  was  told,  but  probably  her  mother  or 
some  member  of  the  family  was  told  that  the 
patient  had  heart  disease.  Heart  disease  of  the 
acquired  t}rpe  in  a child  of  five  is  most  unusual,  so 
that  we  have  here  our  first  suspicion  that  we  are 
probably  dealing  with  an  individual  with  con- 
genital heart  disease.  Children  rarely  have 
rheumatic  heart  disease  at  the  age  of  five,  but 
the  greatest  incidence  of  the  initial  episode  of 
rheumatic  fever  which  causes  rheumatic  heart 


disease  is  between  the  ages  of  five  and  eight. 
Therefore,  most  of  them  are  apt  to  be  told  that 
the}7  have  rheumatic  heart  disease  in  adolescence 
than  in  the  first  decade  of  life.  When  you  get  a 
story  from  any  patient  or  the  relative  of  a patient 
that  they  knew  of  the  presence  of  heart  disease 
as  early  as  five  years  of  age,  it  would  be  best  if 
you  considered  a congenital  anomaly  as  the 
most  likely  lesion. 

On  admission  to  Bellevue  Hospital  she  ob- 
viously was  chronically  ill  and  probably  acutely 
ill,  judging  by  the  rest  of  the  description.  She 
was  poorly  nourished.  That  condition  may  or 
may  not  be  found  in  the  various  lesions  we  are 
going  to  discuss.  She  was  cyanotic,  but  the  de- 
gree of  cyanosis  is  not  given,  so  we  might  take  it 
for  granted  that  this  cyanosis  was  part  of  her 
terminal  congestive  heart  failure.  She  was 
also  in  moderate  respiratory  distress. 

Now  we  come  to  the  pertinent  physical  find- 
ings. A few  moist  rales  at  the  left  base  might 
make  us  suspicious  of  atelectasis  rather  than  con- 
gestive failure,  since  they  were  on  the  left  side. 
The  findings  on  cardiac  auscultation  are  con- 
fusing. What  you  are  going  to  hear  in  the  next 
few  sentences  will  not  seem  to  fit  into  any  specific 
clinical  entity.  That  again  should  raise  our 
suspicion  that  we  are  probably  dealing  with  an 
individual  with  a congenital  anomaly,  since  in 
acquired  heart  disease  physical  signs  usually 
follow  a fairly  definite  pattern.  In  congenital 
anomalies  there  may  be  variation  in  signs,  and 
sometimes  there  is  difficulty  reconciling  some  of 
these  signs  with  the  concomitant  radiographic 
findings.  Systolic  thrusts  are  seen  in  acquired 
heart  disease  but  are  seen  more  often  in  the  con- 
genital anomalies,  particularly  a real  forceful 
thrust  over  the  precordium.  The  latter  would 
suggest  that  she  had  her  lesion  since  early  infancy 
or  since  birth. 

The  apical  beat  was  palpable  in  the  fifth  inter- 
costal space  at  the  anterior  axillary  line.  Please 
note  that  it  was  in  the  fifth  space  at  the  anterior 
axillary  line  and  not  the  sixth  space,  which  makes 
for  another  suspicious  finding,  namely,  that  we  are 
dealing  with  something  that  enlarges  the  heart  to 
the  left  rather  than  downward.  One  of  the  com- 
monest lesions  to  do  that  is  marked  enlargement 
of  the  right  ventricle,  which  will  give  you  an 
apical  beat  in  the  anterior  axillary  line,  but  in  the 
fifth  space  rather  than  down  in  the  sixth. 

A systolic  thrill  was  present  at  the  apex.  A 
systolic  thrill  at  the  apex,  by  and  large,  is  not 
found  in  organic  disease.  Undoubtedly,  most  of 
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us  have  felt  more  systolic  thrills  in  functional  ab- 
normalities, such  as  in  hyperthyroidism,  fever, 
anemia,  etc.,  than  we  have  palpated  in  the  pres- 
ence of  heart  disease.  Maybe  it  was  most  intense 
at  the  apex  but  also  palpable  higher  up.  I hope 
it  was  for  my  sake,  for  it  supports  the  diagnosis 
that  I have  to  offer  later  on.  However,  once 
again  one  can  fall  back  on  the  fact  that  we  have  a 
greater  discrepancy  in  physical  signs  in  congenital 
heart  disease  than  we  do  in  the  acquired  types. 

Regular  sinus  rhythm  was  noted.  Just  keep 
that  in  the  back  of  your  mind  for  the  time  being. 
I take  it  for  granted,  however,  that  the  presence 
of  regular  sinus  rhythm,  with  a rate  of  84,  or  at 
least  the.  absence  of  tachycardia  might  be 
ascribed  to  the  fact  that  she  was  on  digitalis 
therapy. 

Now  we  come  to  another  physical  sign.  The 
second  sound  was  accentuated  at  the  pulmonic 
area,  and  it  was  split.  The  report  does  not 
specify  the  second  pulmonic  sound,  but  refers  to 
it  as  the  second  sound,  so  that  we  have  a little 
leeway  in  interpretation.  We  might  say  that 
maybe  we  were  hearing  the  aortic  second  sound 
over  at  the  pulmonic  area. 

Now  we  come  to  the  two  systolic  murmurs. 
The  first  one  is  a blowing,  high-pitched  grade 
IV  murmur.  Grade  IV,  to  me,  would  signify  that 
it  was  quite  loud.  It  was  heard  at  the  apex,  and 
then,  curiously  enough,  it  was  transmitted  toward 
the  sternum,  which  makes  me  suspicious  that  we 
are  dealing  with  something  other  than  a lesion 
at  the  mitral  orifice.  However,  since  the  patient 
was  in  severe  congestive  failure,  this  murmur 
might  be  the  murmur  of  tricuspid  incompetency. 
We  have  another  systolic  murmur  described  as 
grade  II.  They  described  it  as  low-pitched  and 
placed  it  in  the  third  intercostal  space  just  to  the 
left  of  the  sternum.  They  also  say  it  was  differ- 
ent than  the  apical  murmur.  That  brings  us  into 
the  area  where  we  commonly  hear  the  systolic 
murmurs  of  congenital  anomalies,  so  that  this 
murmur  might  be  of  much  greater  significance 
than  the  first  one,  even  though  its  intensity  is  less. 
As  a rule  the  intensity  of  congenital  systolic 
murmurs  are  greater,  but  we  have  the  statement 
that  it  was  only  grade  II  and  low-pitched.  It  is 
rather  unusual  for  any  systolic  murmur  to  be 
low-pitched. 

A presystolic  murmur  was  heard  by  some  at 
the  apical  region.  That  is  another  disturbing 
finding.  The  only  organic  lesion  that  we  can  rec- 
oncile with  a presystolic  murmur  at  the  apex  is 
mitral  stenosis.  We  might  postulate  that  it 


represents  a functional  presystolic  murmur,  on  the 
basis  of  dilation  of  the  left  ventricle. 

I think  we  can  skip  the  rest  of  the  findings, 
except  to  emphasize  that  the  patient  had  signs 
of  marked  congestive  heart  failure,  mostly  right- 
sided, with  ascites  and  a large  firm  liver  to  the 
level  of  the  iliac  crest.  A systolic  pulsation  of  the 
liver  was  readily  palpable.  The  hepato jugular 
reflux  was  also  positive.  She  had  pitting  edema 
of  the  extremities  right  up  to  the  knees.  Please 
notice  the  statement  that  clubbing  was  not 
present,  and  please  note  the  low  blood  pressure, 
which  is  an  important  factor  in  some  congenital 
anomalies.  In  the  laboratory  features  of  this 
case,  I believe  the  urinary  findings  are  compatible 
with  congestive  heart  failure,  but  not  the  two  plus 
glycosuria.  Notice  the  normal  sedimentation 
rate  and  the  venous  pressure  of  32  cm.  of  water 
which  supports  the  contention  that  she  had  heart 
failure,  particularly  of  right  ventricular  origin. 
Then,  please  note  the  arm-to-tongue  circulation 
time  of  twenty-two  seconds.  We  might  dismiss 
this  by  saying  that  it  merely  represents  a record- 
ing one  would  expect  with  congestive  heart 
failure.  A circulation  time  of  this  length  mili- 
tates against  any  sizeable  arteriovenous  com- 
munication, such  as  in  a large  septal  defect. 
There  the  circulation  time  is  usually  shortened  to 
normal  or  below. 

The  electrocardiographic  findings  reveal  an  in- 
complete bundle  branch  block  with  a marked  right 
axis  deviation,  and  added  to  this,  the  QRS  tran- 
sitional zone  is  shifted  to  the  left.  This  would 
indicate  that  the  patient  had  a marked  degree 
of  right  ventricular  hypertrophy.  The  peaked 
P waves  in  leads  II  and  III  are  commonly 
seen  in  various  congenital  anomalies  and  occa- 
sionally in  mitral  stenosis.  In  summary,  the 
electrocardiographic  findings  support  the  sus- 
picion that  we  are  going  to  find  a congenital 
anomaly  rather  than  an  acquired  heart  disease. 

On  fluoroscopy  the  heart  was  found  to  be 
markedly  enlarged  in  all  diameters,  and  the 
pulmonary  outflow  tract  was  prominent.  The 
posteroanterior  view  and  the  right  anterior 
oblique  projection  demonstrate  that  the  pul- 
monary outflow  tract  was  prominent.  No  hilar 
dance  was  noted  fluoroscopically.  This  is  of 
considerable  importance.  The  barium-filled 
esophagus  was  described  as  not  being  displaced 
by  the  left  atrium.  This  would  rule  out  the 
presence  of  mitral  stenosis,  regardless  of  whether 
we  are  considering  acquired  heart  disease  or  the 
congenital  anomaly  known  as  Lutembacher's 
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syndrome  in  which  you  have  an  acquired  mitral 
stenosis  in  the  presence  of  an  atrial  septal  defect. 
In  the  right  anterior  oblique  view  fluoroscopically, 
as  well  as  in  the  film,  the  report  states  that  there  is 
anterior  bulging  of  the  right  ventricle  with  narrow- 
ing of  the  retrosternal  space.  This  would  in- 
dicate a tremendous  increase  in  size  of  the  right 
ventricle.  The  left  ventricle  did  not  clear  the 
spine,  as  viewed  at  fluoroscopy  and  in  the  left 
lateral  position.  The  lung  fields  appear  un- 
usually clear.  This  is  very  important  for  it  is 
seen  most  often  in  certain  congenital  anomalies. 
It  would  be  very  unusual  to  find  translucent  lung 
fields  in  terminal  congestive  heart  failure  in  an 
individual  with  acquired  heart  disease. 

The  liver  was  markedly  enlarged,  and  it  has  a 
systolic  pulsation.  The  patient  had  such  marked 
ascites  that  paracenteses  w'ere  necessary.  The 
liver  function  studies  revealed  a low  total  serum 
protein  and  a high  bromsulphalein  retention. 
These  findings  would  make  us  consider  that  she 
had  more  than  passive  hyperemia  of  congestive 
heart  failure.  This  is  supported  by  a statement 
in  the  patient’s  history  which  said  that  the  liver 
biopsy  revealed  interstitial  fibrosis  with  no 
evidence  of  portal  cirrhosis  or  schistosomiasis. 
On  the  basis  of  this  information  we  can  state  that 
she  has  so-called  cardiac  cirrhosis  of  such  an  ad- 
vanced degree  to  have  caused  fibrosis. 

On  the  fourth  day  the  patient  suddenly  became 
unconscious,  apneic,  and  pulseless,  and  she 
died  immediately  thereafter.  That  type  of 
termination  is  very  common  in  pulmonary 
stenosis  of  congenital  origin. 

I think  that  this  patient  had  congenital  pul- 
monary stenosis.  When  I use  this  term  I include 
both  the  infundibular  and  valvular  types.  If  I 
had  to  commit  myself,  I probably  would  say  that 
she  had  the  infundibular  type.  I base  this  on 
the  fact  that  she  had  an  accentuated  second  sound 
in  the  pulmonic  area.  I do  not  believe  this 
patient  had  any  type  of  septal  defect,  and  most 
probably  her  foramen  ovale  was  closed.  The 
reason  for  postulating  that  the  foramen  ovale  was 
closed  is  the  fact  that  there  is  no  description  of 
intense  cyanosis,  nor  did  she  have  clubbing  or 
polycythemia.  The  latter,  if  present,  would 
make  one  think  that  the  foramen  ovale  was 
widely  patent  in  the  presence  of  pulmonary 
stenosis.  To  complete  the  picture,  the  congenital 
anomaly  is  complicated  by  congestive  heart  fail- 
ure, mainly  right  ventricular,  and  cardiac 
cirrhosis. 


In  the  differential  diagnosis  atrial  spetal  defect 
must  be  considered.  The  absence  of  a so-called 
hilar  dance  militates  against  this  diagnosis,  al- 
though much  of  the  clinical  picture  is  compatible. 
In  atrial  septal  defect  the  right  ventricle  is  huge, 
and  the  pulmonary  artery  is  prominent,  as  seen  in 
this  patient. 

As  to  other  possibilities,  I might  mention  con- 
genital primary  dilatation  of  the  pulmonary 
artery.  This  is  a rare  congenital  anomaly  and 
I do  not  think  that  it  would  fit  into  this  picture. 

Diagnoses 

Clinical. — Pulmonary  stenosis,  congenital. 

Dr.  de  la  Chapelle. — ■( 1 ) Pulmonary  stenosis , 
congenital,  'probably  infundibular,  with  an  intact 
ventricular  septum  and  an  intact  foramen  ovale  in 
the  presence  of  congestive  heart  failure,  (2)  cardiac 
cirrhosis. 

Anatomic. — ( 1 ) Pulmonary  hypertension  second- 
ary to  multiple  pulmonary  emboli,  (2)  chronic  pas- 
sive congestion  of  liver,  spleen,  and  pancreas. 

Pathologic  Report 

Dr.  Norman  S.  Cooper:  At  autopsy  the 
heart  weighed  370  Gm.  The  left  ventricle  and 
atrium  were  normal  in  size  and  thickness  of  myo- 
cardium. The  right  ventricle  and  atrium  were 
hypertrophic  and  dilated.  All  of  the  valves  were 
normal.  In  short,  the  patient  had  cor  pulmonale. 
Atherosclerosis  of  the  main  pulmonary  arteries 
also  suggested  hypertension  in  the  pulmonary 
circulation.  The  cause  of  pulmonary  hyperten- 
sion was  not  detected  in  the  gross  examination, 
but  microscopically  it  was  quite  evident.  In- 
numerable small  arteries  in  the  lungs  were  mark- 
edly narrowed  by  the  presence  in  their  lumina  of 
organized,  recanalized  thrombi.  Undoubtedly, 
the  marked  constriction  of  the  pulmonary  vas- 
cular bed  secondary  to  the  multiple  thrombi  had 
raised  pulmonary  blood  pressure. 

In  the  absence  of  other  evidence,  including  a 
reasonable  cause  for  local  thrombosis,  it  is  most 
probable  that  the  arteries  were  occluded  by 
emboli.  We  found  no  source  of  embolization  in 
the  systemic  venous  system.  However,  it  is 
noteworthy  that  the  patient’s  symptoms  of 
cardiac  failure  first  appeared  shortly  after  com- 
pletion of  a pregnancy.  We  have  observed 
multiple  small  pulmonary  emboli  in  a small  num- 
ber of  other  cases  of  recently  postpartum  women. 
Pelvic  vein  and  leg  vein  thrombosis  is  compion 
during  pregnancy  and  delivery  and  might  well 
serve  as  the  source  of  multiple  showers  of  small 


3138 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


pulmonary  emboli,  each  obliterating  too  small  a 
part  of  the  pulmonary  circulation  to  be  imme- 
diately fatal.  It  also  has  been  suggested  that 
amniotic  fluid,  with  clumps  of  cells,  might  enter 
the  maternal  circulation  and  lodge  in  small  pul- 
monary arteries.  Lesions  such  as  those  in  this 
case  have  been  produced  experimentally  by  injec- 
tion of  human  amniotic  fluid  into  the  systemic 
veins  of  laboratory  animals.1  It  should  be 
remembered,  however,  that  many  of  the  small 
number  of  patients  reported  to  have  this  disease 
are  men.2  Therefore,  the  common  sources  of 
emboli,  such  as  phlebothrombosis  of  leg  veins  in 
nonpregnant  individuals  also  must  be  considered. 

The  change  produced  by  an  organized  re- 
canalized thrombus  in  a small  artery  consists 
largely  of  fibrous  intimal  thickening.  The  new 
lumen  is  sometimes  divided  into  two  or  three 
parts.  Were  it  not  for  the  latter  phenomena,  it 


would  be  difficult  to  distinguish  these  changes 
from  the  fibrous  intimal  thickening  of  arterio- 
sclerosis. It  is  quite  probable  that  many  of  the 
patients  with  so-called  Ayerza’s  syndrome  (some- 
times attributed  to  “primary”  thickening  or 
sclerosis  of  small  pulmonary  arteries)  are  actually, 
like  our  patient  today,  victims  of  multiple, 
organized  pulmonary  emboli.2 

The  other  changes  seen  in  this  patient  were,  in 
general,  the  result  of  heart  failure.  There  was 
quite  marked  chronic  passive  congestion  of  liver, 
spleen,  and  pancreas.  Ascites  (1,000  cc.), 

hydropericardium,  and  subcutaneous  edema  also 
were  present. 
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Oh  Really  Now! 


Everyone  knows  how  enlightened  and  progressive 
mental  hospitals  are  these  days  but  I was  still 
unprepared  for  the  reaction  of  a colleague  who  was 
trying  to  interview  patients  in  what  would  once 
have  been  called  a “back  ward”  despite  frequent 
interruptions  from  a character  who  in  a less  per- 


missive era  would  almost  certainly  have  been  stowed 
away  in  a padded  cell.  Losing  patience  at  last  he 
flung  down  his  pen  and  exclaimed  indignantly, 
‘ ‘Really  Sister,  this  place  is  getting  to  be  like  a 
madhouse!” 

— The  Lancet , London,  July  12, 1958 
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The  study  of  the  pathology  of  allergic  diseases 
at  once  runs  into  the  difficulty  that  no  satis- 
factory definition  of  an  allergic  disease  is  avail- 
able. Indeed,  it  seems  better  not  to  speak  of 
allergic  and  nonallergic  diseases  at  all,  but  to  specify 
the  allergic  component  in  diseases,  minimal  or 
absent  in  some,  predominant  in  others,  and  any- 
where in  between  in  the  remainder. 

Whatever  else  it  may  be,  the  allergic  response 
is  a way  the  body  reacts  to  certain  stimuli. 
Whether  this  way  of  reacting  always  has  an 
antigen-antibody  reaction  as  its  eliciting  cause 
remains  to  be  seen;  it  is  of  note  that  reactions 
which  seemed  difficult  to  subsume  under  this 
heading  have  increasingly  found  room  there; 
the  haptenes  of  drug  reactions  and  the  autoim- 
mune states,  for  example.  From  the  pathologic- 
anatomic  point  of  view,  however,  none  of  the 
reactions  are  pathognomonic;  all  of  them  occur  in 
nonallergic  states.  This  is  not  equivalent  to 
saying  that  the  pathology  of  allergic  states  is  un- 
known or  that  it  is  unimportant.  It  does  mean 
that  the  final  determination  as  to  whether  a 
condition  is  allergic  can  be  arrived  at  only  after 


the  pathologic  data  are  correlated  with  clinical, 
physiologic,  and  immunologic  data. 

When  the  whole  field  of  allergic  and  related 
conditions  is  surveyed,  a striking  phenomenon 
appears.  All  the  pathologic  types  we  shall  de- 
scribe tend  to  appear  in  some  degree  or  in  some 
instances  in  all  the  conditions,  together  with 
certain  clinical  and  immunologic  factors  which 
include  plasmocytosis,  hyperglobulinemia,  dys- 
proteinemia,  cryoglobulinemia,  and  others.  This 
overlap  shows  that  these  conditions  share  pathe- 
nogenetic  mechanisms,  which  is  just  what  we 
should  expect  if  they  all  have  an  allergic  com- 
ponent. At  first  glance  this  may  seem  to  lead 
to  a complete  confusion  in  pathology.  Fortu- 
nately, there  is  a way  out.  If  we  adopt  as  our 
guiding  principle  the  dominant  pathologic  find- 
ing, we  come  out  with  relatively  few  groups  of 
pathologic  conditions(Table  I).  Furthermore, 
these  groups  show  numerous  correlations  with 
clinical  and  immunologic  data  (Table  II).  On 
the  whole  it  offers  a satisfactory  classification 
from  the  pathologic  point  of  view.  The  fact 
that  some  conditions  belong  at  times  in  more 
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TABLE  I. — Pathologic  Conditions 


Examples  in  Human  Pathology 

Examples  in  Experimental 
Pathology 

Nonallergic  Mechanisms 
Which  may  Produce  Changes 

Necrotizing 

Tissue  selective 

Cortical  necrosis  of  kidney 
Acute  pancreatic  necrosis 

Arthus  and  Schwartzman 
phenomenon 

Primary  drug  injuries 

Cell  selective 

Thrombocytopenic  purpura 
Granulocytopenia 

Antiplatelet  serum 

Primary  drug  injuries 
Overwhelming  infection 

Anaphylactoid 

Serum  sickness 
Asthma  and  hay  fever 
Atopic  dermatitis 
Glomerulonephritis 
Periarteritis  nodosa 

Experimental  anaphylaxis 
Experimental  nephritis,  etc. 

All  the  mechanisms  producing 
stress  (Selye) 

Granulomatous 

Tuberculoid 

Rheumatoid 

Tuberculosis 
Brucellosis 
Tularemia,  etc. 
Beryllium  granulomas 
Rheumatic  fever 
Rheumatoid  arthritis 
“Giant-cell”  rheumatoid 
granulomas 

Experimental  Infections  with 
same  organisms 

? 

Probably  none 

The  mechanisms  of  stress  and  the 
diseases  of  adaptation  (Selye) 

Hyalinoid 

Collagen  Diseases 

Disseminated  lupus 
erythematosus 
Dermatomyositis 
Scleroderma 

None  known 

The  mechanisms  of  stress  and  the 
diseases  of  adaptation  (Selye) 

Amyloidosis 

Amyloidosis 

Parenteral  injection  of  proteins 
or  nucleic  acids 

Neoplasms  (multiple-myeloma: 
Others  ?) 

Table  II. — Correlation  Between  Histologic  Classes  and  Clinical  and  Immunologic  Phenomena  in 

Allergic  Disease 


Type  of 

Clinical 

Skin 

Increased 

Specific 

Clinical 

Course 

Reac- 

Antibody 

Serum 

Infec- 

Eosino- 

Reaction 

(Velocity) 

Duration  tion 

in  Serum 

Globulin 

tion 

philia 

Necrosis 

Oor  + 


0 or  -f-  0 or  4- 


+ + + + 

(Diffuse) 


Necrotizing 

Immediate 

Rapid 

Short 

Oor  -f 
Necro- 
sis 

Anaphy- 

lactoid 

Immediate 

Rapid 

Short  to 
mod- 
erate 

Wheal 

type 

Granulo- 

matous 

Tuber- 

culoid 

Delayed 

Variable 

Short  to 
long 

Tuber- 

culin 

type 

Rheuma- 

Delayed 

Slow 

Long 

0 

toid 

Hyalinoid 

Collagen 

diseases 

Delayed 

Variable 

Short  to 
long 

0 

Amyloidosis 

Delayed 

Slow 

Long 

0 

Frequently 

+ 

Usually  0 

0 

4~  to 

+ + + + 

4~ 

(Fibrinoid) 

0 

0 to  + + + 

+ 

0 

+ + 

(Caseous) 

0 

0 to  4 — h 

0 

0 or  + 

4"  + 

(Fibrinoid) 

0 

+ + 

0 

Oor  4- 

4-  + 

(Fibrinoid) 

0 

4~  to 

+ + + + 

0 

0 

0 

than  one  class  is  easily  understandable. 

All  of  the  above  considerations  may  seem  dog- 
matic, and  indeed  almost  have  to  be  when  given 
in  summary.  Their  backgrounds  and  reasons 
are  given  in  the  papers  referred  to  in  the  bibli- 
ography, which  also  furnish  the  references  for 
what  is  to  follow. 

Since  it  is  impossible  to  give  the  pathology  of 
all  these  conditions  in  detail  in  so  short  a space, 
emphasis  will  be  placed  on  the  general  features. 

Necrotizing  Lesions 

Necrosis  in  some  form  is  likely  to  be  present 
in  all  allergic  tissue  changes  with  the  exception 
of  some  of  the  hyalinoses.  Its  type  and  location 
within  the  lesions  help  differentiate  many  of  the 


lesions,  as  will  be  seen  below.  Here  we  shall 
consider  the  diffuse  necrotizing  lesions  which 
come  on  suddenly,  involving  much  or  all  of  a 
tissue — the  renal  cortex  (Fig.  1)  or  the  pancreas 
for  instance — or  a single  type  of  cells,  such  as 
blood  platelets.  There  may  be  considerable 
inflammatory  reaction  at  the  periphery  of  the 
lesions,  or  death  may  come  so  rapidly  (or  oc- 
casionally an  organ  be  removed  surgically)  that 
the  necrotic  area  ends  abruptly  with  no  periph- 
eral reaction.  Many  of  the  lesions  are  hemor- 
rhagic because  of  the  disruption  of  blood  vessels 
by  the  necrotizing  process.  Both  anatomically 
and  pathogenetically  these  lesions  resemble  the 
Schwartzman  and  the  Arthus  reactions  of  ex- 
perimental medicine. 
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Fig.  1.  Acute  hemorrhagic  necrosis  of  renal  cortex,  bacillus  pyocyaneus  infection.  Sharp  border  between  ne- 
crosis on  left  and  renal  tissue. 


The  process  may  not  be  diffuse  in  an  organ  but 
may  select  a single  element  or  even  a single  kind 
of  cell.  In  this  group  are  lesions  which  are  thought 
to  be  autoimmune  processes,  such  as  thrombo- 
cytopenic purpura,  the  demyelinizing  neurop- 
athies, and  perhaps  even  hemolytic  anemias  and 
granulocytopenias.  Some  of  the  diffuse  necroses 
also  may  be  on  an  autoimmune  basis.  Perhaps 
this  explains  why  cortical  necrosis  of  the  kidneys 
is  usually  bilateral.  Previous  damage  to  the 
involved  organs  often  can  be  found,  and  this  may 
be  the  evidence  for  the  mechanism  by  which  the 
autoantigen  was  originally  absorbed.  In  cases 
of  acute  hemorrhagic  necrosis  of  the  pancreas, 
for  instance,  there  are  nearly  always  small  con- 
nective tissue  scars  in  which  acini  have  disap- 
peared and  only  a few  islets  remain. 

Anaphylactoid  Lesions 

The  majority  of  the  diseases  seen  by  the  prac- 
ticing allergist  fall  into  this  group.  For  this 
reason,  and  because  anaphylactoid  lesions  may 
accompany  most  of  the  other  allergic  lesions, 
this  reaction  deserves  extended  consideration. 


In  general,  whether  an  anaphylactoid  lesion 
is  fatal  or  is  quickly  reversible  and  relatively 
harmless  depends  not  on  differences  in  the  kinds 
of  lesion  but  on  their  location  and  extent.  Thus 
the  pathology  of  a hive  and  of  angioneurotic 
edema  of  the  glottis  is  essentially  the  same.  Both 
are  essentially  simple  edemas  (Fig.  2). 

There  is  a group  of  cases,  however,  in  which 
death  in  what  seems  to  be  anaphylactic  shock  is 
so  sudden  that  no  pathologic  findings  of  any 
kind  can  be  found.  When  the  time  which  elapses 
between  the  giving  of  the  fatal  substance  and 
death  is  considered,  it  becomes  unreasonable  to 

. I 1 

expect  that  any  characteristic  anatomic  finding 
ever  will  be  found.  Recently,  in  a case  of  death 
within  seconds  after  an  injection  of  penicillin,  a I 1 

single  arteritic  lesion  in  a kidney  (Fig.2)  was  found  | f 

after  prolonged  and  careful  search.  Of  course  c 

this  was  not  the  cause  of  death,  but  it  constitutes  I e 
evidence  for  the  existence  of  a hypersensitivity  f, 
state.  ] 

A simple  edematous  lesion  from  a case  of  b 

allergic  rhinitis  is  seen  in  Fig.  3.  Beneath  the  r 

epithelium,  connective  tissue  fibers  are  separated  b 
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Fig.  2.  (A)  Anaphylactoid  edema  of  lung  area  in  case  of  status  asthmaticus.  The  ability  of  the  edema  fluid 

in  the  alveoli  to  stain  depends  on  its  high  protein  content.  ( B ) Isolated  lesion  of  necrotizing  arteritis  in  the  kidney. 
Anaphylactic  death  following  penicillin  injection. 


Fig.  3.  Polypoid  lesion  of  nose  in  case  of  allergic  rhinitis.  (A)  Low  power,  marked  edema.  The  spaces  are  in 
part  dilated  lymph  vessels,  in  part  tissue  spaces.  The  scattered  cells  are  mostly  eosinophils.  Hyperemia  just  be- 
neath the  epithelium.  (5)  High  power.  Eosinophil  cells  (rounded  cells)  wander  through  the  intact  but  some- 
what edematous  epithelium  toward  the  lumen. 


by  large  amounts  of  edema  fluid  containing  a 
few  inflammatory  cells,  mostly  eosinophil  leuko- 
cytes. Eosinophil  cells  migrate  through  the 
epithelium  to  the  lumen  where  they  may  be 
found  in  nasal  smears  to  aid  in  the  diagnosis. 
This  simple  reaction  is,  with  modifications,  the 
basis  for  most  anaphylactoid  lesions.  An  urtica 
may  not  have  the  cellular  infiltration.  It  should 
be  remembered  that  the  lesion  in  Fig.  3 is  a chronic 


one.  In  recent  edematous  lesions  the  methods 
of  tissue  preparation  may  cause  diappearance  of 
all  fluid,  and  what  looked  like  a severe  lesion  to 
the  clinician  appears  to  be  normal  tissue  under 
the  microscope.  Asthma  has  been  called  urti- 
caria of  the  bronchi. 

Asthma. — There  are  four  characteristic  findings 
in  the  asthmatic  lung,  and  their  presence  makes  it 
possible  to  recognize  the  asthmatic  lung  without 
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Fig.  4.  Lung  in  asthma.  Extreme  instance  of  plugging  of  bronchi.  Very  small  branches  of  the  bronchi  have 
become  visible  because  of  the  dilatation  and  plugs  of  mucus. 


Fig.  5.  Asthma.  A medium  sized  bronchus; 
mucicarmine  stain.  Almost  every  lining  cell  has  been 
converted  into  a mucin-producing  goblet  cell.  The 
mucin  is  the  black  dotted  material  within  the  ellipsoid 
goblets.  Normally  only  a few  of  these  cells  would  be 
mucin-producing. 


a history  or  a clinical  diagnosis.  First,  the 
bronchi  are  dilated  and  filled  with  plugs  of  in- 
spissated mucus  (Fig.  4).  When  the  patient 
dies  in  status  asthmaticus,  this  may  involve 
every  bronchus  and  bronchiole  to  an  extreme 
degree,  or  when  an  asthmatic  dies  from  some  other 
cause,  it  may  affect  only  a few  bronchi.  Second, 


Fig.  6.  Asthma.  A focus  of  squamous  metaplasia 
in  a medium-sized  bronchus.  Beneath  it  a thick 
hyalin  deposit. 


the  number  of  mucus-producing  cells  in  the 
bronchial  mucosa  is  markedly  increased  (Fig.  5). 
Mucous  threads  in  the  lumen  may  be  anchored 
in  the  goblets  of  mucosal  cells.  There  is  often 
increased  mucin  production  by  bronchial  glands, 
and  their  openings  into  the  lumen  of  the  bronchus 
may  be  dilated.  Third,  there  is  a deposit  of 
hyalin  material  on  and  beneath  the  basement 
membrane  of  bronchial  epithelium.  When  the 
microscopic  preparation  is  not  carefully  made, 
this  may  appear  as  the  thickened  base- 
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Fig.  7.  Fibrinoid  necrosis  of  the  wall  of  an  arteriole 
involving  one  half  the  vessel  (lower  and  right) . From  a 
case  of  classical  polyarteritis  nodosa. 


ment  membrane  frequently  described.  Finally, 
there  are  foci  of  squamous  metaplasia  (Fig.  6). 
Such  metaplasia  is  not  rare  in  “normal”  lungs. 
It  may  be  found  in  15  to  20  per  cent  of  adults, 
the  greatest  incidence  being  in  lungs  with  chronic 
infection,  with  much  lower  incidence  in  child- 
hood. It  is  present  in  the  vast  majority  of 
cases  in  the  lungs  of  asthma  sufferers  and  is  just 
as  frequent  in  children. 

Segments  of  bronchiolar  mucosa  show  the 
“urticarial”  lesion  described  above,  and  these  may 
be  the  sites  of  marked  eosinophilia.  In  people 
who  die  in  status  asthmaticus  there  are  often 
patches  of  anaphylactoid  edema  (Fig.  2)  charac- 
terized by  infiltration  into  the  alveoli  of  edema 
fluid  with  high  protein  content,  which  therefore 
stains  with  the  ordinary  dyes  used.  Full  blown 
polyarteritis  nodosa  occurs  in  a very  small  number 
of  asthmatics,  but  a few  foci  of  arteritis  are  seen 
more  often.  Secondary  changes,  such  as  purulent 
bronchitis  are  uncommon;  emphysema  depends 
on  the  obstruction  by  mucus  plugs  and  is  most 
common  in  older  persons. 

Allergic  Pulmonary  Infiltrations. — Sev- 
eral pulmonary  parenchymal  infiltrations  are 
known.  Rheumatic  'pneumonitis  involves  the 
middle  segment  of  the  lung  and  tends  to  be  very 
hyperemic  or  even  hemorrhagic.  Small  patches 
of  granulomatoid  infiltration  are  common  in 
fatal  drug  hypersensitivities.  Loefflers  transient 
infiltration  is  characterized,  in  the  few  fatal 
cases  which  have  been  studied  anatomically, 
by  an  anaphylactoid  pulmonary  edema  and  in- 
tense eosinophilic  infiltration.  Similar  focal 
anaphylactoid  lesions  without  eosinophilia  are 
seen  in  acute  disseminated  lupus  erythematosus, 
sometimes  called  lupus  pneumonitis.  The  edem- 


Fig. 8.  Necrotizing  panarteritis.  From  a case  of 
classical  polyarteritis  nodosa. 


atous  infiltration  about  a focus  of  tuberculosis, 
called  an  epituherculous  lesion,  is  anaphylactoid. 

Arteritis.* — It  is  now  established  beyond 
doubt  that  most  instances  of  necrotizing  arteritis 
are  the  result  of  localization  of  antigen-antibody 
processes  in  arteries.  The  experiments  of  Rich 
and  his  associates,  who  produced  characteristic 
lesions  in  animals  which  had  received  large 
doses  of  foreign  protein,  was  the  climax  to  a 
wealth  of  clinical  and  pathologic  evidence.  What 
is  not  so  clear  is  whether  all  necrotizing  arteritis 
is  allergic  and  whether  cases  of  non-necrotizing 
arteritis  also  may  be  allergic.  There  are  two 
general  schools  of  thought  on  this  matter.  One 
sees  different  distinct  entities  in  the  several  forms 
of  arteritis.  Zeek,  whose  classification  is  the 
most  workable,  divides  them  into  five  distinct 
forms.  The  other  school  assumes  that  all  the  forms 
may  have  the  same  or  similar  origin  but  vary  de- 
pending on  the  amount  or  the  rate  of  involvement. 
This  presentation  leans  toward  the  second  view 
with  the  additional  qualifications  that  all  the 
forms  of  arteritis  found  in  allergic  diseases  may 
occur  as  the  result  of  other  mechanisms  as  well, 
and  that  all  the  described  forms  may  occur  in 
any  of  the  clinical  entities  listed,  but  with  different 
frequencies. 

The  unit  lesion  varies  from  a zone  (sometimes 
a crescent  involving  only  a segment)  of  necrosis 
in  the  wall  of  the  vessel  with  little  or  no  evidence 
of  cellular  reaction  (Fig.  7)  to  a marked  inflam- 
matory nodule  or  even  a granuloma  in  the  wall 
or  around  it  (Fig.  8).  When  the  stimulus  is  a 
single  event,  such  as  the  giving  of  a drug  to  which 
the  patient  is  allergic,  the  lesions  tend  to  be  in  the 
same  stage  of  development  and  to  be  of  uniform 
size,  usually  microscopic.  This  corresponds  to 
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Fig.  9.  Necrotizing  arteritis.  Hypersensitivity 
angiitis  in  the  myocardium.  Case  of  Butazolidin  hyper- 
sensitivity. 


the  type  called  hypersensitivity  arteritis  (Fig.  9). 
When  the  stimulus  lasts  a long  time  or  is  repeated, 
and  in  those  protracted  cases  where  the  stimulus 
is  unknown,  the  lesions  are  various;  increase  in 
size  and  confluence  leads  to  grossly  visible  nodules. 
Standard  descriptions  of  polyarteritis  nodosa 
indicate  that  these  nodules  are  around  the  artery 


at  intervals  “like  beads  on  a string,”  but  this 
pretty  manifestation  (Fig.  10)  is  the  exception. 
More  commonly  the  entire  vessel  is  thickened, 
although  not  usually  to  the  degree  in  Fig.  11.  In 
the  well-developed,  grossly  visible  nodule  all 
layers  of  the  vessel  are  involved.  The  disease  is 
not  only  a periarteritis,  as  was  originally  assumed, 
but  a panarteritis.  The  preferred  name  at  this 
time  is  'polyarteritis  nodosa. 

For  the  sake  of  clarity  the  disease  described  by 
Kussmaul  and  Maier  will  here  be  referred  to  as 
classical  polyarteritis  nodosa  and  will  imply  both 
the  symptom  complexes  which  now  often  lead  to 
clinical  diagnosis  and  the  pathologic  picture, 
various  as  it  is,  which  is  associated  with  these 
complexes.  It  should  be  stressed  at  the  outset 
that  every  histologic  form  described  in  any  of  the 
other  arteritides  may  be  found  in  classical  poly- 
arteritis nodosa;  indeed  this  fact  is  an  important 
element  in  binding  all  these  various  lesions  to- 
gether in  a group. 

Any  vessel  may  be  affected,  but  certain  ones, 
such  as  coronary,  renal,  adrenal,  hepatic  and 


Fig.  10.  Polyarteritis  nodosa.  Nodules  are  strung  along  the  descending  branch  of  the  left  coronary  artery  “like 

beads  on  a string.” 
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Fig.  11.  Polyarteritis  nodosa.  The  descending  branch  of  the  left  coronary  artery  is  converted  into  a thick 
tortuous  tube  with  a very  narrow  lumen.  This  is  an  extreme  case,  but  diffuse  thickening  is  commoner  than  the 
appearance  of  Fig.  10. 


gallbladder,  and  mesenteric  arteries,  are  most 
often  the  site  of  lesions.  Whatever  the  nature 
of  the  early  lesion — simple  necrosis,  panarteritis, 
or  proliferating  endarteritis  (and  all  three  may 
be  present  in  the  same  case) — an  ever  present 
early  change  is  damage  to  elastic  tissue  (Fig.  12). 
Indeed,  it  may  be  that  some  of  the  cases  in  which 
no  known  antigen  can  be  blamed  may  depend 
on  autoimmune  processes  in  which  elastic  tissue 
is  the  autoantigen.  Damage  to  elastic  tissue 
and  to  muscle  wall  leads  to  formation  of  an- 
eurysms along  the  course  of  a vessel  (Fig.  13) 
or  to  long  fusiform  aneurysmal  thickening  and 
dilatations  (Fig.  14),  and  the  rupture  of  such  an 
aneurysm  may  lead  to  sudden  death.  The  most 


common  fatal  hemorrhages  are  intrapericardial, 
perirenal,  and  cerebral. 

Thrombosis  may  occlude  vessels  entirely,  lead- 
ing to  infarcts.  Infarcts  in  the  heart  muscle 
are  uncommon  in  spite  of  the  frequency  of  coro- 
nary artery  lesions.  Although  anemic  infarcts 
of  the  liver  are  rare,  the  most  prominent  cause 
aside  from  trauma  is  polyarteritis  nodosa.  In 
the  kidney  many  but  slowly  developing  occlusions 
lead  to  numerous  areas  of  depressed  atrophy, 
so-called  “geographic  kidney”  (Fig.  15).  In- 
farcts are  seen  in  such  unusual  sites  as  testes, 
hypophyses,  and  thyroid. 

A variety  of  necrotizing  lesions  are  seen  in 
cases  of  polyarteritis  nodosa  which  are  not  related 
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Fig.  12.  Polyarteritis  nodosa.  Elastic  tissue  (black)  stain.  The  elastic  tissue  of  a segment  of  the  artery  has  been 
destroyed.  In  the  necrotic  portion  there  is  a fine  network  of  fibrin-like  threads. 


Fig.  13.  Polyarteritis  nodosa,  kidney.  A microscopic  aneurysm  has  formed,  which 
is  filled  with  clotted  blood. 


to  the  arteritis  but  are  probably  the  result  of 
the  same  allergic  process  affecting  other  tissues. 
Glomerulonephritis  is  common.  So  is  focal 
hepatic  necrosis.  The  frequent  peripheral  “neu- 


ritis” (foot  drop,  wrist  drop,  sensory  changes) 
are  probably  not  due  to  localization  of  arteritic 
changes  in  the  nerves  but  to  demyelinizing 
neuropathy.  Thrombocytopenia  is  not  uncom- 


3148 


New  York  State  J.  Med, 


PATHOLOGY  OF  ALLERGIC  AND  COLLAGEN  DISEASE 


Fig.  14.  Polyarteritis  nodosa  in  a child  Long  fusiform  aneurysm  of  the  axillary  and  bronchial  artery  which 
during  life  pulsated  visibly.  Note  abrupt  ending  of  lesion  at  right. 


mon,  and  granulocytopenia  may  be  found. 

Some  cases  of  polyarteritis  nodosa  show  marked 
tissue  and  blood  eosinophilia.  The  highest 
recorded  cases  of  eosinophilia  are  in  this  disease, 
and  sometimes  this  state  is  mistaken  for  eosino- 
philic leukemia.  All  this,  although  true,  has 
served  to  hide  the  fact  that  most  cases  of  poly- 
arteritis show  no  eosinophilia  whatever. 

Special  Forms  of  Arteritis. — When  the 
arteritis  involves  special  localizations  or  peculiar 
clinical  courses  or  both,  they  may  receive  special 
designation.  Of  these  the  best  known  are 
temporal  arteritis,  mammary  arteritis  (Mondor’s 
disease),  and  salivary  and  lacrimal  arteritis 
(Sjorgen’s  disease).  Localized  benign  forms  are 
described  especially  in  the  appendix  and  gall- 
bladder. 

Typical  focal  necrotizing  arteritis  may  be 
seen  after  irradiation  of  malignant  tumors. 
Polyarteritis  commonly  accompanies  malignant 
granulomas  of  the  respiratory  tract,  such  as 
Wegener’s  granuloma  and  midline  granuloma. 

Rheumatic  pneumonia  and  Aschoff  nodules 
are  anaphylactoid  lesions.  They  are  adequately 
treated  in  standard  texts  of  pathology. 


Granulomatous  Lesions 

A granuloma  is  a nodular  inflammatory  reac- 
tion. Lesions  of  microscopic  and  of  gross  size 
are  both  referred  to  as  granulomas.  In  the  past, 
granulomas  were  classified  as  nonspecific  and 
specific,  and  the  latter  were  thought  of  as  pa- 
thognomonic lesions,  the  cause  of  which  could  be 
determined  even  without  looking  for  the  causative 
living  agent.  The  classical  form  of  the  specific 
granuloma  was  the  tubercle.  It  is  recognized 
today  that  no  such  specificity  exists.  The 
anatomic  form  of  the  tubercle  is  determined  by 
the  allergic  state  which  exists  and  not  by  the 
causative  organism.  A living  agent  is  not  even 
necessary,  and  tuberculoid  granulomas  are  found 
as  reactions  to  chemical  substances  (e.g.,  beryl- 
lium) or  to  altered  tissues  (autoantigens,  e.g.  in 
sympathetic  ophthalmia). 

We  shall  not  discuss  the  foreign  body  and 
other  nonspecific  granulomas  but  will  confine  our 
attention  to  tuberculoid,  sarcoid,  and  rheumatoid 
granulomas. 

The  tuberculoid  granuloma  consists  of  a central 
focus  of  necrosis  surrounded  by  histiocytes, 
radially  arranged  and  often  in  palisade  fashion 
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Fig.  15.  Polyarteritis  nodosa.  “Geographic  kid- 
ney” due  to  atrophy  of  superficial  parts  of  renal  cortex. 


(Fig.  16).  The  necrosis  occurs  in  the  inflam- 
matory cells,  and  remnants  or  shadows  of  these 
cells  may  still  be  seen.  For  this  reason,  also, 
small  granulomas  may  be  seen  (especially  in 
the  acute  miliary  forms)  which  as  yet  show  no 
necrosis.  When  caused  by  a living  agent,  this 
agent  may  be  found  in  the  granuloma,  but  it 
may  require  special  staining  methods  to  detect 
it.  Other  features  of  the  tuberculoid  granuloma 
are  variable.  There  may  be  many  giant  cells 
or  there  may  be  none,  and  these  may  or  may  not 
be  of  the  Langhans  type.  A zone  of  lymphocytes 
may  be  present  on  the  outside,  and  in  the  slowly 
developing  or  long-standing  lesions,  there  may 
be  connective  tissue  proliferation  or  calcification. 

In  the  days  when  tuberculosis  was  a common 
disease,  the  clinical  diagnosis  of  tuberculosis 
correlated  highly  with  the  anatomic  diagnosis 
based  on  finding  tuberculoid  granulomas,  or 
tubercles,  as  they  were  then  called.  This  is  no 
longer  true  now  that  the  incidence  of  tuberculosis 


Fig.  16.  Tuberculoid  granuloma.  Case  of  brucel- 
losis diagnosed  bacteriologically.  Caseation  necrosis 
in  center,  palisaded  histiocytes  around  it,  lymphocytes 
in  periphery. 

is  low.  Among  the  conditions  associated  with 
tuberculoid  granulomas  are  brucellosis,  histo- 
plasmosis, coccidioidomy,  glanders,  sporo- 
trichosis, cat-scratch  fever,  lymphopathia  ve- 
nerium, trichinosis,  berylliosis,  and  sympathetic 
ophthalmia.  Thus  it  is  not  safe  to  make  an  eti- 
ologic  diagnosis  when  a tuberculoid  granuloma 
is  found  unless  complete  bacteriologic  confirma- 
tion is  available. 

The  sarcoid  granuloma  occupies  a peculiar 
place  in  this  discussion.  The  disseminated  form 
is  usually  associated  with  a state  opposite  that  of 
allergy — anergy — but  exhibits  some  features,  such 
as  dysproteinosis,  plasmocytosis,  etc.,  which 
somehow  relate  it  to  allergy  and  collagen  diseases. 
There  are  localized  forms  which  have  identical 
histology  except  that  a foreign  body  can  be 
detected.  Indeed,  it  has  been  held  that  sar- 
coidosis may  be  a form  of  foreign  body  granulo- 
matosis and  that  the  foreign  body  may  be  local 
at  times  and  at  other  times  disseminated.  Some- 
times it  may  even  be  nonvirulent  tubercle 
bacilli.  The  lesions  of  berylliosis,  which  pre- 
viously were  said  sometimes  to  be  tuberculoid, 
are  more  often  sarcoid  granulomas. 

The  characteristic  sarcoid  granuloma  is  made 
up  of  histiocytes  that  are  irregularly  arranged 
and  which  show  no  necrosis  (rare  necrosis  has 
been  reported).  Giant  cells  and  lymphoid  zones 
are  irregular  components.  Asteroid  inclusions 
are  striking  features,  usually  within  giant  cells, 
but  they  may  be  present  in  lipoid  and  other  for- 
eign body  granulomas. 

The  rheumatoid  granulomas  consist  of  a zone 
of  fibrinoid  necrosis  surrounded  by  radially  ar- 
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Fig.  17.  Rheumatoid  granuloma.  Subcutaneous  nodule  at  elbow.  Fibrinoid  necrosis  of  collagen  in  the  center, 

palisaded  histiocytes  in  periphery. 


Fig.  18.  Rheumatoid  granu- 
loma from  heel.  Grossly  visible 
necrosis,  skin  above.  Slightly  en- 
larged gross  photo. 

ranged  histiocytes  (Fig.  17).  The  necrosis  is 
in  previously  existing  collagen,  and  shadows  of  the 
original  tissue  often  can  be  made  out.  The  zone 
of  necrosis  may  stain  by  the  special  stains  for 
fibrin,  hence  the  designation  fibrinoid.  Giant 
cells  and  lymphocytic  zones  are  rare. 

The  subcutaneous  nodules  of  both  rheumatoid 
arthritis  and  rheumatic  fever  are  of  this  nature, 
the  latter  tending  to  be  somewhat  more  vascular. 
They  may  show  grossly  visible  necrosis  (Fig.  18). 
The  nodules  lie  over  bony  prominences,  espe- 
cially the  elbows.  In  the  joints  they  lie  deep  in 
the  tissue  or  in  the  perisynovial  tissues.  The 
synovial  lining  shows  a nonspecific  synovitis. 
Lesions  occur  in  the  eye  (rheumatoid  scleritis) 
and  in  the  viscera,  especially  the  heart.  I have 
seen  a typical  rheumatoid  granuloma  at  the  base  of 


a valve  in  acute  disseminated  lupus  erythe- 
matosus. 

A special  form  of  the  rheumatoid  granuloma  is 
the  serosal  granuloma  as  seen  especially  in  the 
capsule  of  the  liver  and  spleen.  This  consists 
of  a zone  of  necrosis  involving  a piece  of  recogniz- 
able capsule  and  a zone  of  histiocytes  (Fig.  19). 
I have  seen  this  lesion  in  disseminated  lupus 
erythematosus,  in  polyarteritis  nodosa  with 
granulomatosus,  and  in  glanders. 

Collagen  Diseases 

The  next  few  years  will  probably  see  a marked 
broadening  of  the  concept  of  the  collagen  diseases 
to  include  a large  variety  of  hereditary  and  ac- 
quired conditions  which  have  in  common  injury 
to  connective  tissues  or  ground  substance  and 
the  deposit  of  abnormal  substances  in  or  on 
collagen  fibers.  All  of  these  cannot  be  discussed 
here,  and  consideration  of  even  the  best  known 
group,  that  associated  with  fibrinoid  degeneration, 
can  only  touch  the  essentials.  The  relevance  of 
such  a discussion  in  this  book  has  been  best 
expressed  by  Criep:  . .hypersensitivity  is  thus 

far  the  only  clue  to  the  etiology  of  these  con- 
ditions.” 

Hyperglobulinemia,  dysglobulinemia,  some- 


October  1,  1958 


3151 


MILTON  G.  BOHROD 


Fig.  19.  Serosal  granuloma,  spleen.  Case  of  polyarteritis  nodosa  with  granulomatosis  of  lungs  and  kidneys.  In 
the  center  a linear  piece  of  necrotic  collagen  which  is  probably  the  remains  of  capsular  tissue. 


Fig.  20.  (A)  Lupus  erythematosus  cell.  A neutrophil  leukocyte  has  phagocyted  a mass  of  rather  homogenous 

nuclear  material.  ( B ) Lupus  erythematosus  rosette.  A mass  of  nuclear  material  surrounded  by  a cluster  of 
neutrophil  leukocytes.  Both  lupus  erythematosus  cells  and  rosettes  tend  to  occur  in  the  worst  part  of  the  slide 
(trauma  is  a factor).  Therefore  the  poor  detail  in  the  other  cells. 
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Fig.  21.  Acute  disseminated  erythematosus. 
Lymph  node.  Hematoxylin  bodies  in  a peripheral 
sinus.  These  stains  by  the  Feulgen  method,  indicating 
that  they  contain  nuclear  material  (desoxyribonucleic 
acid) . 


Fig.  22.  Acute  disseminated  lupus  erythematosus. 
Kidney.  Thickening  of  glomerular  loops  by  deposit  of 
hyalin  material  beneath  the  epithelium  “wire-loop 
glomeruli.” 

times  cryoglobulinemia,  plasmocytosis,  and  ar- 
teritis are  common  findings  in  all  of  the  collagen 
diseases.  In  addition  to  the  characteristic 
findings  in  each  of  the  entities,  there  are  features 
of  the  others  in  many  cases.  Polyarteritis 
nodosa,  which  belongs  in  this  group,  has  been 
described  above. 

Acute  Disseminated  Lupus  Erythematosus. 
— Two  types  of  change  form  the  basis  for  the 
pathology  of  this  disease.  The  first  is  damage 
to  nuclei  which  results  in  the  “lupus  erythema- 
tosus cell”  (L.E.  cell)  in  preparations  from 
peripheral  blood  or  marrow  (Fig.  20)  and  in  the 
“hematoxylin  bodies”  in  the  tissues  (Fig.  21). 
The  second  consists  of  the  deposit  of  homogenous 
hyalin  eosinophilic  material  between  collagen 


Fig.  23.  Acute  disseminated  lupus  erythematosus. 
Spleen.  Loosening  and  thickening  of  connective  tissue 
fibers  about  a central  arteriole — “onion  skin”  ap- 
pearance. Note  the  necrosis  in  the  arteriolar  wall. 


Fig.  24.  Dermatomyositis.  Muscle.  Unusually 
marked  inflammatory  infiltration  between  muscle 
fibers.  Material  from  a case  of  Dr.  J.  L.  Orbison. 


fibers  and  beneath  basement  membranes.  The 
latter  leads  to  the  so-called  “wire-loop  glomeruli” 
(Fig.  22)  and  to  the  onion  skin  layering  about 
the  arterioles  of  the  spleen  (Fig.  23).  Fibrinoid 
necrosis  may  be  present,  especially  in  arteri- 
oles (Fig.  23). 

Dermatomyositis. — The  essential  findings  are 
infiltrations  of  inflammatory  cells  in  the  skin  and 
in  the  muscle,  together  with  a tendency  for 
necrotizing  angiitis.  The  degree  in  different 
cases  is  quite  variable,  and  the  most  severe  cases 
may  resemble  a myositis  due  to  a living  agent 
(Fig.  24).  Some  cases  have  accompanied  ma- 
lignant tumors,  have  cleared  up  when  the  tumor 
was  removed,  and  have  recurred  when  metastases 
appeared. 

Scleroderma. — The  skin  lesions  of  scleroderma 
are  now  known  to  be  only  one  manifestation  of 
what  is  undoubtedly  a disseminated  process. 
The  visceral  lesions  are  not  complications  of  a 
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Fig.  25.  Scleroderma.  ( A ) Ordinary  stain.  Notice  thickening  of  collagen  bundles,  thinning  of  the  epidermis 
and  the  sweat  glands,  and  the  markedly  increased  distance  of  the  sweat  glands  from  the  surface.  (B)  Polarized 
light,  unstained  preparation.  The  increased  anisotropicity  demonstrates  the  increased  thickness  of  the  collagen 
bundles. 


Fig.  26.  Dermatomyositis.  Heart.  Interstitial  myocardial  fibrosis  without  coronary  artery  disease. 
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Fig.  27.  Thrombotic  thrombocytopenic  purpura. 
Myocardium.  Notice  the  endothelial  cell  over  the 
surface  of  the  hyalin  lesion.  Material  from  a case  of 
Dr.  J.  Adler. 

skin  disease.  Indeed,  it  is  probable  that  visceral 
lesions  may  occur  without  skin  lesions;  it  may 
be  that  some  of  the  obscure  fibrosing  diseases 
like  Hamman-Rich  fibrosis  of  the  lungs  or  myo- 
cardial fibrosis  without  coronary  artery  disease 
may  be  of  this  nature. 

The  skin  lesion  (Fig.  25)  consists  of  thickening, 
increase  in  number,  and  hyalinization  of  collagen 
bundles  in  the  dermis,  which  gradually  separates 
the  skin  appendage  farther  apart.  The  fibers 


become  more  anisotropic  than  usual;  observa- 
tion in  polarized  light  is  an  excellent  way  of 
demonstrating  the  lesion.  Common  visceral 
involvements  include  the  heart  (Fig.  26),  lungs, 
esophagus  (Vinson-Plummer  syndrome),  and  the 
kidneys.  Calcinosis  (Thiebierge-Weissenbach 
syndrome)  may  precede  or  follow  the  scleroderma. 
The  most  common  causes  of  calcinosis  with  normal 
serum  calcium  and  phosphorus  are  scleroderma 
and  dermatomyositis.  Other  collagen  diseases 
also  may  show  this  not  uncommon  finding. 
Raynaud’s  manifestations  are  common  in  this 
whole  group. 

Thrombotic  Thrombocytopenic  Purpura. — 
Allergic  reactions  are  well-known  causes  of 
thrombocytopenia.  Drugs  are  frequently  the 
allergen,  and  there  are  now  methods  for  detecting 
the  presence  of  antibody  in  the  serum  of  some 
patients  by  adding  drug  and  serum  to  platelet 
suspensions.  In  the  thrombotic  type  it  was 
supposed  that  the  platelets  clumped  to  form 
platelet  thrombi  in  the  capillaries,  and  in  this 
way  the  platelets  were  filtered  out  of  the  cir- 
culation until  the  circulating  platelets  were  too 
few  to  allow  for  blood  clotting.  In  many  cases 
the  numbers  of  such  thrombi  were  too  few  to 
explain  the  low  platelet  counts;  it  is  probable 
that  the  lysis  of  platelets  occurs  here  just  as  it 
does  in  the  usual  thrombocytopenic  purpura. 


Fig.  28.  Amyloidosis.  Gum  biopsy.  At  A the  hyalin  material  in  the  wall  of  arterioles 
stains  intensely  with  Congo  red. 
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Furthermore,  the  lesions  in  the  capillaries  do  not 
always  look  like  clumps  of  platelets. 

High  power  examination  of  the  thrombotic 
lesions  (Fig.  27)  often  shows  the  hyalin-necrotic 
mass  to  be  covered  by  endothelium,  as  though  the 
essential  lesions  were  beneath  the  endothelium  and 
pushed  the  latter  forward  to  occlude  the  lumen. 
Orbison  has  recently  reconstructed  the  lesions 
and  shown  them  to  be  small  aneurysms.  The 
name  of  the  disease  is  therefore  a misnomer. 

Amyloidosis. — Amyloid  is  a homogenous, 
hyalin,  usually  eosinophilic  substance  which 
gives  certain  specific  reactions  with  dyes:  a 
marked  affinity  for  Congo  red  (this  reaction  is 
used  as  a clinical  test);  metachromic  reaction 
with  several  dyes,  especially  crystal  violet  which 
stains  amyloid  red;  argyrophilia,  and  above 
all  a reaction  with  iodine  which  stains  it  deep 
mahogany  brown.  It  is  this  last  reaction  which, 
resembling  the  reaction  with  starch,  gave 
the  substance  its  name.  Amyloidosis  was 
formerly  a not  infrequent  complication  of  puru- 
lent diseases,  such  as  chronic  osteomyelitis  or 
chronic  emphysema,  and  of  chronic  tuberculosis. 
As  these  diseases  became  uncommon,  so  did  the 
amyloidosis.  The  amyloid  was  deposited  in  the 
viscera,  especially  the  liver,  kidneys,  spleen,  and 
adrenals.  This  form  is  still  seen,  although 
uncommonly,  without  purulent  disease.  A sec- 
ond form  of  amyloidosis  affects  principally  the 
heart  and  the  walls  of  small  blood  vessels.  No 


pre-existing  disease  is  found  in  many  of  these 
cases,  certainly  no  purulent  disease  or  tuber- 
culosis. 

There  is  an  unfortunate  tendency  to  call  the 
second  form  primary  amyloidosis  and  the  first 
secondary.  In  my  experience,  which  includes 
over  80  cases,  (60  of  them  furnished  by  the  Armed 
Forces  Institute  of  Pathology),  the  commonest 
type  is  a mixed  type.  It  is  better  to  use  the  terms 
parenchymatous  and  vascular  for  the  two  types. 

Because  deposits  of  amyloid  in  the  liver  often 
make  this  organ  very  brittle,  there  is  danger  of 
severe  hemorrhage  following  liver  puncture 
biopsy.  A much  safer  source  for  biopsy  in 
suspected  cases  is  a gingival  biopsy  (Fig.  28). 
The  sections  should  be  stained  by  one  or  more 
of  the  special  stains  for  amyloid,  preferably  congo 
red. 

Allergy  and  collagen  diseases  are  common  in 
the  histories  of  patients  with  amyloidosis.  It 
has  followed  long-standing  use  of  vaccines.  It  is 
common  in  multiple  myeloma  and  even  without 
this  is  commonly  associated  with  plasmocytosis 
and  hyperglobulinemia. 
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One  Out  of  Ten  Mentally  III 


About  one  out  of  every  ten  Americans  has  some 
form  of  mental  or  emotional  disorder  requiring 
treatment.  Moreover,  emotional  complications 
play  an  important  role  in  about  50  per  cent  of 


complaints  voiced  to  the  general  practitioner  and 
30  per  cent  of  physical  ailments  treated  in  general 
hospitals. 

— Patterns  of  Disease 
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The  alcoholic  is  usually  the  last  one  to  agree 
with  the  diagnosis  of  his  condition.  His 
family  may  persuade  him  to  visit  a general 
practitioner  for  treatment  of  some  physical  com- 
plication of  his  drinking  much  more  readily  and 
much  earlier  in  his  drinking  career  than  they  can 
persuade  him  to  see  a psychiatrist.  Alcoholics 
do  not  show  any  great  affinity  for  psychiatrists 
and  may  openly  resent  being  considered  psychi- 
atric patients.  This  is  an  attitude  that  they 
unfortunately  share  with  most  nonalcoholics. 
Therefore,  some  tact  is  required  in  referring  them 
for  treatment.  If  the  alcoholic  demonstrates 
abnormal  behavior,  appears  depressed,  or  evi- 
dences a disturbance  in  his  thinking  (most 
frequently,  ill-founded  or  illogical  suspicions  or 
grandiose  opinions),  he  should  certainly  be  ex- 
amined psychiatrically,  since  in  such  cases  the 
drinking  may  only  be  symptomatic  of  a severe 
underlying  mental  disturbance.  Persons  with 
sociopathic  personality  disorders,  schizophrenic 
reactions,  and  manic  depressive  reactions  and 
those  who  are  mentally  defective  may  drink 
excessively  as  a reflection  of  underlying  psycho- 
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pathology.  Therefore,  the  individual  on  whom 
the  alcohol  is  acting  must  be  evaluated.  How- 
ever, if  when  he  is  not  drinking  excessively  his 
behavior  is  relatively  stable  and  his  thinking 
appropriate,  a psychiatric  appraisal  is  not  man- 
datory. 

There  are  almost  as  many  theories  as  to  why 
people  become  alcoholics  as  there  are  types  of 
alcoholics.  They  are  described  as  belonging  in 
various  psychiatric  diagnostic  groups,  although 
little  is  said  about  the  vast  majority  of  patients 
in  these  same  psychiatric  groups  who  do  not  be- 
come alcoholics.  For  instance,  if  it  is  concluded 
alcoholics  are  neurotic,  what  prevents  all  but  a 
very  few  neurotics  from  becoming  alcoholics? 
Too,  why  should  Jewish  people,  who  are  not  free 
of  emotional  illness,  be  comparatively  free  of 
alcoholism — an  immunity  that  the  Irish  do  not 
share.  Alcoholics  frequently  seem  to  have  less 
concern  or  worry  over  themselves  and  their 
difficulties  than  persons  with  emotional  prob- 
lems that  are  uncomplicated  by  excessive  drink- 
ing. In  fact,  alcoholics  may  even  look  on  a 
recent  severe  illness  due  to  excessive  drinking  as 
a revelation  and  make  such  statements  as,  “I’ve 
learned  my  lesson,”  etc.,  until  it  is  felt  that  this 
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conviction  of  (often  relearned)  knowledge  may  be 
so  strong  that  it  may  lead  to  more  drinking  to 
mark  the  discovery. 

Psychiatrically,  it  is  possible  to  find  just  about 
what  is  sought  in  a group  of  alcoholics.  Various 
attempts  have  been  made  to  explain  the  alcohol- 
ic’s difficulties  on  the  basis  of  their  personalities. 
A great  deal  has  been  said  about  the  role  of  latent 
homosexuality  and  oral  eroticism  in  the  etiology 
of  chronic  alcoholism.  It  is  true  that  men 
frequently  drink  in  the  presence  of  other  men, 
but  the  choice  is  limited  only  to  two  sexes,  and 
the  fact  that  men  are  as  a rule  more  tolerant 
toward  drunken  behavior  than  are  women  is 
likely  to  be  of  some  weight  in  determining  the 
alcoholic’s  choice  of  drinking  companions.  Fur- 
thermore, in  considering  the  factor  of  “oral 
eroticism,”  one  is  forced  to  admit  that  most  of 
the  alcohol  ingested  enters  the  human  body  via 
the  mouth,  yet  here  again  the  choice  of  routes  is 
not  wide. 

Passive  and  Aggressive  Alcoholics 

On  the  basis  of  their  behavior  while  not  drink- 
ing, alcoholics  may  be  described  as  passive  or 
aggressive  in  their  relationships  with  other  people. 
The  passive  group  is  characterized  by  an  inability 
to  express  hostility  or  anger.  They  are  too 
considerate  of  other  people  and  thereby  vulner- 
able to  imposition.  They  dislike  disharmony  and 
argument  and  conceal  the  anger  and  resentment 
they  feel  over  small  slights.  They  are  well- 
liked,  and  the  family,  friends,  and  not  infre- 
quently their  employers  are  protective  toward 
them.  This  attitude  in  turn  fosters  dependence 
in  the  patient.  Their  lack  of  self-confidence 
demands  the  use  of  alcohol  to  overcome  a fear  of 
failure  when  any  new  task  is  attempted,  but  the 
drink  they  take  to  overcome  their  fear  repeatedly 
assures  their  failure.  When  sober,  they  are 
continuously  dissatisfied  with  themselves  over 
what  they  have  failed  to  accomplish.  Their 
goal  for  themselves  may  be  grandiose  as  com- 
pared to  their  abilities  or  too  near  perfection  to 
allow  accomplishment.  As  a result  they  are 
regularly  unhappy. 

In  some  instances  such  patients  are  almost  in- 
fantile in  their  lack  of  self-reliance.  The  wife 
or  family,  after  years  of  hope  and  disappointment, 
attempt  to  keep  them  under  constant  surveil- 
lance, to  allow  them  only  enough  money  for  car- 
fare or  lunch,  and,  in  essence,  to  deprive  the 
patient  of  all  responsibility.  In  an  extreme 
situation  the  only  satisfaction  such  a patient 


experiences  arises  from  the  alcohol  he  drinks  and 
his  efforts  at  overcoming  the  obstacles  that 
prevent  his  obtaining  it. 

The  aggressive  group  have  an  unusual  amount 
of  energy,  drive,  and  physical  stamina.  They 
are  inclined  to  continue  and  to  “overdo”  any 
activity,  including  drinking,  until  they  are  ex- 
hausted or  comatose.  Prior  to  the  fourth  or 
fifth  decade  of  life  they  show  unusual  recupera- 
tive powers  and  are  able  to  recover  rapidly  after 
a bout  of  drinking.  As  they  grow  older  the 
intervals  between  the  drinking  episodes  shorten 
as  they  gradually  lose  their  tolerance  to  alcohol, 
and  on  routine  physical  examination  they  may 
show  an  unexplained  enlargement  of  the  liver. 
The  ability  and  drive  these  man  have  frequently 
result  in  their  being  quite  valuable  to  their  firms 
and  attaining  positions  of  great  responsibility. 

Consideration  of  Individual  in 
Treatment 

Not  infrequently  the  general  practitioner  will 
know  the  patient’s  previous  history  and  will  be 
able  to  evaluate  the  magnitude  of  the  problem 
and  the  individual’s  capacities.  The  physician 
must  avoid  the  tendency  to  recount  his  attitudes 
toward  drinking  and  his  own  personal  method  of 
handling  or  avoiding  alcohol  in  order  that  the 
alcoholic’s  difficulties  may  be  ascertained.  This 
facet  of  treatment  cannot  be  overemphasized. 
The  unique  problems  of  the  individual  alcoholic 
must  be  determined.  The  physician  either  has 
to  find  by  listening  and  inquiring  the  areas  of 
interpersonal  conflict  the  patient  has  encountered 
or  he  has  to  presume  that  “all”  alcoholics  are  alike 
and  generalize  that  they  all  meet  and  manage 
their  problems  in  the  same  manner — which  is  not 
the  case. 

In  psychotherapy  of  the  alcoholic  the  individu- 
al’s capacities  and  limitations  must  be  repeatedly 
evaluated  and  used  as  a guide  in  treatment.  If 
the  first  impression  is  adhered  to  without  change, 
the  patient  may  be  pushed  too  far,  too  fast,  and 
his  efforts  at  sobriety  may  be  hindered  rather  than 
helped.  In  other  words,  the  same  approach 
cannot  be  utilized  for  a forty-year-old  person  who 
is  a totally  dependent  male  living  at  home  and 
supported  by  a possessive  mother  as  would  be 
feasible  with  a fifty-year-old  aggressive  executive 
whose  drinking  has  only  recently  become  an 
undeniable  danger  to  a previously  successful 
career.  The  procedure,  then,  is  to  determine 
the  basic  as  well  as  the  apparent  reasons  for  the 
drinking.  This  necessitates  an  appraisal  of  the 
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patient’s  social  and  emotional  adequacy  when 
sober.  Literally,  how  competent  is  he  in  facing 
the  routine  demands  of  living? 

In  chronic  alcoholism,  as  in  any  other  medical 
problem,  it  is  necessary  to  have  some  degree  of 
accord  between  the  physician  and  the  patient  as 
to  the  existence  of  the  illness  before  the  treat- 
ment is  initiated,  if  the  patient’s  cooperation  is 
expected.  This  is  not  as  simple  as  it  might  seem. 
When  first  seen  the  patient  not  only  may  fail  to 
be  in  accord  but  may  find  the  diagnosis  totally 
unacceptable  and  frightening,  and  he  may 
unhesitatingly  point  out  that  he  knows  the 
diagnosis  is  incorrect  because  “he  can  take  alcohol 
or  let  it  alone,”  since  on  one  occasion  during  the 
past  year  he  was  totally  abstinent  for  a month. 
He  may  admit  that  until  recently  he  did  have  a 
problem,  but  there  is  no  longer  need  for  concern 
since  he  has  decided  to  quit  drinking,  and  since 
this  is  admittedly  what  is  needed,  he  considers 
himself  cured.  This  concept  of  being  “cured”  is 
unfortunately  accepted  not  only  by  the  alcoholic 
at  face  value  but  on  occasion  by  those  treating 
these  patients  by  any  new  method.  It  is  un- 
likely that  any  other  diagnostic  group  has  been 
so  variously,  frequently,  and  briefly  “cured”  as 
alcoholics. 

These  objections  that  are  so  frequently  raised 
by  the  patient  to  the  diagnosis  cannot  be  ignored, 
since  they  profoundly  affect  the  success  of  any 
type  of  therapy.  It  is  too  much  to  expect  a 
procedure  to  succeed  if  the  patient  is  not  con- 
vinced of  the  necessity  of  undergoing  treatment, 
or  if  the  treatment  itself,  permanent  abstinence, 
is  more  than  he  can  tolerate.  The  manner  in 
which  the  physician  discusses  the  problem  at 
the  time  of  the  first  visit  may  determine  whether 
the  alcoholic  initiates  another  bout  of  drinking  to 
disprove  the  diagnosis  or  makes  a sincere  effort 
to  abstain.  For  this  reason  the  physician  should 
attempt  to  put  the  patient  at  ease  and  make  the 
diagnosis  as  acceptable  as  possible. 

The  necessity  of  his  existing  in  a permanent 
rather  than  a temporary  state  of  sobriety  should 
be  stressed  to  the  alcoholic  only  when  he  can 
tolerate  the  idea,  but  this  is  the  goal  of  the  treat- 
ment with , which  no  compromise  is  possible. 
The  members  of  Alcoholics  Anonymous  attempt 
to  overcome  the  anxiety  produced  by  insistence 
on  a lifetime  of  abstinence  by  putting  the  goal  on 
a daily  and  less  frightening  basis. 

Either  attempts  to  frighten  the  alcoholic  into 
sobriety  are  discounted  by  the  patient  because 
of  similar  previous  efforts  by  the  family,  or  such 


threats  only  serve  to  increase  the  already-ex- 
isting anxiety  that  he  relieves  by  more  drinking. 
The  physician  should  be  more  interested  in  what 
makes  the  diagnosis  unacceptable  than  in  at- 
tempting to  force  an  intolerable  idea  on  an  un- 
willing patient.  Most  problem  drinkers  have  a 
concept  of  what  a man  has  to  do  to  be  an  al- 
coholic, but  they  rarely  include  themselves  in 
their  own  definition.  The  use  of  attempts  at 
frightening  the  patient  into  abstinence  have 
much  historical  precedent,  and  the  list  of  for- 
midable punishments  that  have  been  devised, 
from  ordinary  torture,  the  ducking  stool,  and  the 
public  stocks  to  pouring  molten  lead  down  thirsty 
throats,  is,  if  nothing  else,  a testimony  to  the 
sadistic  ingenuity  of  sober  criminologists  through 
the  ages.  As  forms  of  punishment  have  grad- 
ually become  more  humane  and  less  picturesque, 
the  punishment  of  the  so-called  crime  of  drunken- 
ness has  finally  boiled  down  to  simple  imprison- 
ment. Before  the  community  is  condemned  for 
its  punitive  efforts,  however,  it  should  be  added 
that  these  attempts  have  been  made  for  lack  of  a 
better  solution.  The  answer  to  the  problem  of 
chronic  alcoholism  can  hardly  be  expected  to 
arise  spontaneously  from  the  community  itself. 

With  alcoholics  as  with  the  mentally  ill  there 
is  an  overlap  in  medical  and  legal  responsibility 
that  cannot  be  too  consistently  defined.  Until 
a patient’s  incompetence  is  at  least  temporarily 
established,  it  is  his  decision  as  to  whether  he 
will  accept  treatment.  This  problem  is  under- 
standably disturbing  to  the  family,  who  are 
anxious  to  have  “something  done”  to  prevent  the 
patient’s  continuing  his  rapid  decline.  How- 
ever, it  must  be  appreciated  that  if  the  patient  is 
to  be  treated  outside  an  institution  his  coopera- 
tion and  desire  are  essential  to  a change  in  his 
drinking  pattern. 

Characteristics  of  an  Alcoholic 

There  are  many  popular  theories  on  how  and 
what  an  individual  must  drink  to  qualify  as  an 
alcoholic.  For  instance,  some  think  that  a man 
may  drink  a quart  of  whiskey  a day  provided  he 
makes  certain  he  does  not  drink  alone  or  that  he 
may  routinely  consume  12  or  more  bottles  of 
beer  an  evening  if  he  drinks  no  whiskey,  and  be- 
cause he  does  not  drink  alone  or  consumes  only 
beer  in  excess,  according  to  popular  theory  he 
should  not  be  considered  a “real”  alcoholic. 
The  fact  that  a man  never  drinks  alone  or  drinks 
only  beer  is  not  significant  in  determining  the 
severity  of  his  alcoholism.  Also,  it  is  not  neces- 
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sary  for  a patient  to  have  delirium  tremens  or  to 
become  obviously  intoxicated  to  be  a chronic 
alcoholic. 

Neither  can  alcoholism  be  diagnosed  by  the 
clock.  It  is  not  necessary  for  an  individual  to 
start  drinking  in  the  morning,  before  lunch,  or 
before  5:00  p.m.  to  qualify,  although  as  the  illness 
progresses  the  hour  at  which  the  first  drink  is 
taken  may  be  earlier  in  the  day.  For  instance, 
the  patient  who  after  several  years  of  excessive 
drinking  begins  to  drink  during  the  day  did  not 
become  an  alcoholic  the  first  time  he  took  a 
drink  on  the  job.  This  particular  behavior  is 
only  indicative  of  the  severity  of  the  disorder. 
Even  if  a patient  says  he  only  has  “ a couple  be- 
fore dinner,”  if  he  has  a fifth  after  dinner,  he 
still  is  an  alcoholic. 

Many  of  these  misconceptions  are  used  by  the 
alcoholic  to  disprove  his  diagnosis  to  himself. 
He  may  point  out  that  he  can  “take  it  or  leave  it 
alone,”  “knows  plenty  of  people  who  drink  more 
than  he  does,”  “has  been  to  many  a party  and 
never  touched  a drop,”  etc.  In  essence,  any 
individual  who  relies  on  alcohol  to  meet  the 
ordinary  demands  of  living  and  continues  to 
drink  excessively  after  alcohol  has  caused  him 
marital  or  occupational  difficulty  is  an  alcoholic 
whether  he  drinks  in  the  evening,  has  never  taken 
a drink  when  alone,  or  has  not  touched  anything 
but  beer  for  five  years. 

The  alcoholic  frequently  has  morning  nausea 
with  a chronic  productive  cough  that  may  lead 
to  vomiting  and  that  the  patient  is  more  apt  to 
attribute  to  smoking  than  to  drinking.  Like 
many  tense  people  he  may  not  be  able  to  eat  an 
adequate  breakfast,  particularly  on  a working 
day,  and  he  may  become  easily  fatigued  and  have 
a poor  appetite.  If  he  drinks  on  arising,  he  may 
have  to  take  two  or  three  drinks  before  he  can 
retain  sufficient  alcohol  to  overcome  his  nausea 
and  tension.  These  misconceptions  about  alco- 
holism need  to  be  clarified  unequivocally  to  the 
patient,  since  if  the  physician  is  not  positive  in 
his  explanation,  the  patient  will  twist  the  state- 
ment to  further  minimize  the  severity  of  his  prob- 
lem. 

The  majority  of  chronic  alcoholics  have  an 
unusual  amount  of  anxiety  or  tension  that  they 
attempt  to  control  by  drinking.  This  anxiety 
is  experienced  as  a feeling  of  fear,  dread,  or  ap- 
prehension that  may  amount  to  panic.  Most 
anxious  patients  control  their  tension  by  the 
development  of  some  one  of  the  psychoneurotic 
reactions.  The  alcoholic,  on  the  other  hand, 


may  develop  few  somatic  complaints  to  control 
his  anxiety,  which  he  tolerates  poorly  and  at- 
tempts to  relieve  immediately  by  drinking.  This 
is  a temporarily  effective  measure.  If  the  drink- 
ing is  prolonged  or  excessive,  the  individual  de- 
velops physical  changes  that  aggravate  and  in- 
crease his  tension,  further  decrease  his  tolerance, 
and  thereby  increase  even  more  his  need  for 
alcohol.  A self-perpetuating  cycle  is  established 
that  may  be  periodically  interrupted  by  the 
patient’s  becoming  too  ill  physically  to  drink, 
or  in  older  alcoholics  or  those  with  a complicating 
physical  illness  a state  of  delirium  may  ensue. 

The  controversy  over  the  need  to  “taper  off” 
the  alcoholic  after  a drinking  bout  as  opposed  to 
an  abrupt  withdrawal  of  all  alcohol  continues, 
and  as  a corollary  the  existence  of  a “delirium  of 
abstinence”  is  still  held  by  some.  However, 
reports  of  the  development  of  delirium  in  as  high 
as  75  per  cent  of  such  patients  while  the  patient 
was  still  drinking,  the  increased  psychologic 
dependence  that  the  medical  use  of  alcohol  may 
produce  in  the  patient,  the  aggravation  of  exist- 
ing pathology,  and  the  availability  of  other  less 
toxic  drugs  militate  for  an  abrupt  and  total  with- 
drawal of  all  alcohol.  It  may  be  worth  pointing 
out  that  the  person  who  is  not  an  alcoholic  de- 
velops a toxic  state  accompanied  by  anorexia, 
nausea,  vomiting,  tachycardia,  profuse  perspira- 
tion, and  dehydration  after  an  excessive  intake 
of  alcohol,  in  other  words,  a “hangover.”  How- 
ever, the  nonalcoholic  successfully  controls  the 
toxic  state  by  abstaining  from  the  use  of  al- 
cohol, whereas  the  alcoholic  perpetuates  the  toxic 
condition  by  taking  more  alcohol  to  relieve  the 
symptoms.  Many  chronic  alcoholics  continuously 
attempt  to  “taper  off,”  as  evidenced  by  their 
tendency  to  buy  only  half-pints  of  alcohol  because 
they  feel  that  is  all  they  will  need  to  stop  drinking. 

In  an  alcoholic  who  is  anxious  two  things  must 
be  considered:  First,  the  forces  producing  the 
anxiety,  and  second,  the  effects  of  the  alcohol 
per  se.  The  effects  of  the  alcohol  are  more 
treatable  and  tend  to  be  self-limiting  if  alcohol  is 
withheld.  Nevertheless,  unless  the  anxiety  is 
decreased,  it  may  be  predicted  that  the  drinking 
will  be  resumed  as  the  anxiety  recurs  and  in- 
creases in  intensity.  This  is  the  most  difficult 
part  of  the  treatment,  because  alcohol  is  a phar- 
macologically powerful  substance.  Its  effects 
are  potent  and  prompt.  Under  its  influence 
friendships  ripen,  social  barriers  are  broken 
down,  the  pauper  thinks  himself  a king,  em- 
barrassment is  unknown,  and  anxiety  flees.  In 
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short,  alcohol  increases  self-confidence  by  re- 
lieving concern,  fear,  and  doubt  of  self.  The 
physician,  then,  has  an  adversary  of  no  mean 
strength,  and  his  ingenuity  and  resourcefulness 
are  strained  to  the  utmost  to  find  a substitute 
that  can  compete  with  its  lure,  particularly  since 
alcohol  is  so  constantly  available  as  a source  of 
immediate  relief  from  tension  and  is  an  acceptable 
method  for  the  nonalcoholic. 

The  feasibility  of  psychotherapy  in  alcoholism 
depends  on  two  factors:  First,  the  patient’s 
interest  in  being  treated,  and  second,  the  clear- 
ness of  his  sensorium — literally,  whether  he  is 
sufficiently  aware  to  benefit  from  the  interview. 
On  such  a basis  the  acutely  intoxicated  individual 
and  the  delirious  patient  are  considered  unsuit- 
able for  any  type  of  psychotherapy  except  re- 
assurance and  encouragement  until  their  phys- 
ical status  has  improved.  Those  patients  not 
falling  into  the  above  groups  are  approached  on 
an  individual  basis,  according  to  their  original 
and  remaining  intellectual  and  emotional  capac- 
ities. If  the  patient  is  uncommunicative,  bel- 
ligerent, and  shows  minimal  concern  over  his 
own  problems  or  little  interest  in  being  treated, 
he  is  a poor  candidate  for  psychotherapy  regard- 
less of  his  intellectual  endowment.  If  the  patient 
is  feeble-minded  or  of  borderline  intelligence,  pro- 
longed or  intensive  psychotherapy  would  be 
pointless,  whereas  an  expression  of  interest  may 
be  warmly  received  and  therapeutically  effective. 
Such  an  individual  may  form  a strong  attachment 
to  a physician  that  may  give  the  patient  sufficient 
reason  to  abstain. 

Usually  an  alcoholic’s  determination  to  quit 
drinking  is  at  a peak  immediately  after  a bout 
and  diminishes  as  his  confidence  returns.  There 
are  various  reasons  for  alcoholics  deciding  to 
cease  drinking.  Most  frequently  the  necessity 
of  abstaining  does  not  originate  with  the  alcoholic 
but  is  imposed  on  him.  Such  factors  as  the 
threat  of  losing  his  job,  being  divorced,  or  being 
prosecuted  for  driving  while  intoxicated  motivate 
an  apparently  spontaneous  decision  to  stop 
drinking.  Unfortunately,  when  the  outside 
pressures  are  relieved,  the  patient’s  resolve  is  likely 
to  fade  and  his  previous  drinking  pattern  will  be 
resumed  unless  the  anxiety  over  the  results  of 
further  drinking  is  greater  than  the  impulse  for 
immediate  relief  of  tension. 

Regardless  of  the  emotional  background,  the 
history  of  drinking,  or  the  degree  of  determination 
the  patient  may  express,  he  must  personally  con- 
clude that  for  him  drinking  is  impossible  before 


much  progress  can  be  made.  He  can  not  abstain 
to  humor  his  unduly  alarmed  wife,  to  placate  an 
irate  employer,  or  for  any  reason  other  than  an 
actual  understanding  of  the  inevitable  conse- 
quence of  taking  one  drink.  He  should  be  in- 
formed of  the  activities  of  Alcoholics  Anony- 
mous, and  if  he  is  willing,  he  should  be  put  in 
contact  with  a group  of  similar  background  and 
interest. 

General  Observation  on  Treatment 

In  approaching  the  alcoholic  patient  a few 
observations  should  be  kept  in  mind.  The 
patient  will  inevitably  minimize  the  amount  he 
drinks,  the  trouble  it  has  caused  him,  and  the 
fears  he  feels  about  existing  without  alcohol. 
The  family  will  be  understandably  reluctant  to 
allow  him  to  assume  responsibility  for  himself. 
However,  if  the  family  hides  a bottle  from  the 
patient,  he  is  undoubtedly  successfully  hiding  a 
bottle  from  them.  As  a group,  alcoholics  respond 
very  poorly  to  coercion,  restriction,  or  threats. 
Lecturing  or  moralizing  by  the  physician  is 
rarely  of  any  benefit.  The  treatment  must  fit 
the  individual  alcoholic  and  not  the  diagnosis 
alone.  A college  graduate  with  superior  in- 
tellectual endowment  may  be  emotionally  in- 
fantile and  have  a poorer  prognosis  than  an  alco- 
holic of  borderline  intelligence,  since  alcoholics 
do  not  drink  to  solve  intellectual  problems  but 
rather  to  escape  illogical  fears. 

Frequently,  the  type  of  alcoholic  seen  in  general 
practice  who  will  accept  treatment  fits  the  fol- 
lowing pattern:  He  has  few  physical  complaints, 
has  always  been  considerate  of  other  people,  and 
would  be  well  regarded  in  the  community  were  it 
not  for  his  drinking.  As  a rule  he  will  have  been 
drinking  excessively  five  years  or  more  before  he 
is  first  seen  for  treatment  of  his  alcoholism. 
Once  he  has  been  restored  to  a normal  physical 
state,  he  may  see  little  need  for  further  visits  be- 
cause he  has  resolved  to  stop  drinking. 

These  patients  may  conceal  the  hostility  they 
feel  for  a possessive  mother,  a demanding  wife, 
or  an  over-bearing  employer  by  an  attitude  of 
placid  acceptance  until  they  drink.  These  same 
patients,  when  drinking,  may  become  abusive 
toward  and/or  attempt  to  assault  those  they 
fear  or  resent  when  they  are  abstinent,  and  the 
aggression  released  while  drinking  may  lead  to 
remorse  and  depression  after  the  drinking  bout  is 
over.  The  patient’s  evaluation  of  the  changes  in 
his  behavior  while  drinking  should  be  clarified. 
He  may  disclaim  any  logical  reason  for  his  be- 
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havior,  but  he  may  recall  interpersonal  conflicts 
that,  finally  terminated  in  a drinking  bout. 
Discussing  these  irritations  may  aid  the  alcoholic 
in  understanding  why  he  allows  his  resentment  to 
accumulate  and  then  seeks  relief  by  drinking. 

There  are  several  reasons  for  the  patient’s 
doing  the  talking:  He  must  clarify  and  explain 
the  reasons  he  offers  himself  for  drinking,  it 
affords  the  physician  insight,  and  it  stresses  the 
importance  of  why  the  individual  drinks  rather 
than  what  and  how  much.  The  briefer  the  ad- 
vice the  doctor  gives,  the  more  likely  that  it  will 
be  followed . A patient  may  remember  five  or  ten 
words,  but  he  will  seldom  retain  a five-minute 
dissertation. 

Alcoholics  are  especially  difficult  to  treat  when 
they  have  entered  into  a mutually  dependent  re- 
lationship with  a parent  or  spouse  who  wants  the 
patient  sober  but  not  less  dependent.  The  son  in 
his  thirties  who  continues  to  live  with  his  mother 
and  the  husband  who  is  supported  by  his  wife 
may  have  difficulty  maintaining  their  self-esteem 
except  with  the  help  of  alcohol.  As  a rule  such 
an  individual  vacillates  between  infantile  de- 
pendence and  overt  belligerence  toward  his  bene- 
factor. The  successful  father  who  provides  so 
adequately  for  his  children  that  they  are  deprived 
of  the  satisfactions  of  responsibility  and  accom- 
plishment may  also  provide  the  means  for  their 
becoming  alcoholic. 

Summary 

The  practitioner  should  evaluate  all  the  perti- 
nent data,  both  physical  and  emotional,  and  pro- 
ceed with  his  treatment  on  an  individual  basis. 
The  patient  must  accept  the  diagnosis  and  the 
need  for  treatment — he  cannot  be  deceived  into 
sobriety.  The  physician  should  seek  some  logical 


explanation  for  the  patient’s  behavior  and  should 
always  be  guided  by  the  patient’s  appraisal  of 
the  relative  importance  and  response  to  what  may 
have  happened  to  him  in  the  past  that  provoked 
his  drinking.  The  motivation  of  the  patient’s  be- 
havior should  be  constantly  sought,  especially 
when  his  actions  are  illogical  or  out  of  keeping 
with  his  history.  To  allow  the  patient  to  dis- 
cuss his  situation  without  condemnation  is  in 
itself  therapeutic,  but  there  can  be  no  com- 
promise with  the  fact  that  either  the  patient 
must  be  a teetotaler  or  else  he  will  be  drunk. 

Prerequisite  to  psychotherapy  is  the  patient’s 
capacity  to  comprehend.  The  physician’s  at- 
titude should  always  be  one  of  controlled  enthusi- 
asm, and  he  should  not  evidence  disappointment 
if  the  first  few  attempts  at  sobriety  fail  or  un- 
due enthusiasm  over  a few  weeks  of  abstinence. 

In  essence,  psychotherapy  as  applied  to  the 
chronic  alcoholic  is  an  attempt  to  encourage  the 
patient  to  express  anger,  and  thus,  to  prevent 
its  accumulating  and  leading  to  increased 
tension,  anxiety,  and  another  bout.  The 
physician  must  also  avoid  allowing  the  patient 
to  develop  undue  dependence  on  him  and 
must  encourage  the  patient  to  assume  respon- 
sibility for  his  own  behavior.  It  is  of  no 
benefit  for  the  physician  to  extract  promises  of 
sobriety  from  the  patient.  In  fact,  once  the 
drinking  pattern  is  clarified,  there  is  little  reason 
for  repetitiously  going  over  this  phase  of  the  his- 
tory at  each  visit.  Ordinarily,  if  the  patient  is 
successful  in  abstaining,  he  will  discuss  his  success 
with  some  pride.  If  he  has  been  drinking,  it  is 
usually  more  helpful  (and  possibly  more  rational) 
to  blame  the  treatment  than  the  patient. 

602  South  44  th  Avenue 
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More  than  95  per  cent  of  vehicles  involved  in  fatal  accidents  on  United  States  highways  in 
1957  were  in  apparently  good  condition. 


3162 


New  York  State  J.  Med. 


BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 

From  the  Poison  Control  Center 9 New  York  City  Department  of  Health 

A series  prepared  by 
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harry  w.  raybin,  m.s.,  Technical  Director , Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Chlorpromazine  1 V2  years  Female 

The  patient  ingested  ten  tablets  of  chlorproma- 
zine. She  became  stuporous  and  was  taken  to  a 
hospital  for  treatment  where  her  stomach  w'as 
lavaged  with  sodium  bicarbonate  in  the  emer- 
gency room.  She  was  also  given  400,000  units  of 
Pen-Vee  every  twelve  hours.  During  her  hos- 
pital stay,  the  patient  was  stuporous,  had  in- 
creased nasal  and  pharyngeal  secretions,  and 
harsh  breath  sounds  in  both  lungs. 

After  seven  days  of  hospitalization,  the  patient 
recovered  clinically  and  was  discharged  symptom- 
free. 

Incident  2 

Toxic  Agent  Age  Sex 

Reserpine  2 years  Male 

The  mother  left  her  pocketbook  on  the  night 
table  in  the  bedroom.  The  patient  obtained  his 
mother’s  pocketbook  and  ingested  14  tablets  of 
reserpine  in  the  morning  before  his  mother 
awakened.  The  patient  did  not  show  signs  of 
toxicity  but  was  taken  to  a hospital  emergency 


room.  His  stomach  was  lavaged,  and  he  was  ad- 
mitted to  the  hospital  for  observation.  He  re- 
mained in  the  hospital  for  two  days  and  was  finally 
discharged. 

Although  this  case  presented  no  symptoms,  a 
number  of  cases  of  reserpine  intoxication  re- 
ported to  the  Center  have  presented  the  follow- 
ing symptoms:  flushed  face,  nausea,  vomiting, 
and  drowsiness  which  cleared  up  promptly. 

Our  findings  confirm  that  the  ingestion  of  re- 
serpine in  children  does  not  present  a major 
poisoning  problem. 

In  the  above  two  incidents,  the  hospitals  de- 
serve special  “kudos”  for  admitting  these  pa- 
tients for  observation. 

Incident  3 

Toxic  Agent  Age  Sex 

Ergotamine  Tablets  1 1/2  3rears  Female 
(Contains:  phenobar- 
bital,  ergotamine  tar- 
trate, bellafoline) 

The  father  stated  he  was  at  home  alone  with 
the  child  at  the  time  of  the  accident.  He  had  left 
a vial  of  “nerve  tablets”  on  the  top  cover  of  the 
gas  stove.  While  he  momentarily  turned  his 
back,  the  child  reached  for  the  vial  and  took 
eight  to  ten  tablets  before  the  parent  realized 
what  had  happened.  The  patient  became  stu- 
porous and  was  rushed  to  a hospital.  Her  stom- 
ach was  lavaged  in  the  emergency  room,  and 
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the  child  was  admitted  to  the  ward.  The  patient 
presented  the  following  symptoms:  nausea, 

vomiting,  and  stupor.  The  urine  was  negative 
except  for  a few  epithelial  cells. 

The  treatment  in  the  hospital  consisted  of  caf- 
feine and  oxygen  as  indicated.  The  patient  re- 
mained in  the  hospital  for  two  days  and  made  a 
complete  recovery. 

Incident  4 

Toxic  Agent  Age  Sex 

Carbon  19  months  Male 

Tetrachloride 

A nineteen-month-old  infant  was  watching  his 
fourteen-year-old  sister  clean  her  dress  with 
Energine  (carbon  tetrachloride)  on  a low  ironing 
board.  He  reached  for  the  container  and  drank 
some  of  its  contents.  No  symptoms  were  noted, 
but  the  patient  was  taken  immediately  to  Mt. 
Sinai  Hospital  within  one-half  hour  following  in- 
gestion. At  the  hospital  his  stomach  was  lavaged 
with  saline,  and  the  patient  was  discharged  after 
a period  of  observation. 

The  nurse  reported  that  on  the  first  visit  to  the 
home  after  the  episode,  the  mother  appeared 
quite  upset  about  it,  possibly  because  of  a guilt 
complex  about  the  accident.  The  mother  stated 
that  in  the  past  few  weeks  she  had  improved  a 
lot  with  regard  to  home  safety.  The  nurse  re- 
lates that  the  mother  was  almost  in  tears  when 
she  discussed  the  mode  of  occurrence  saying,  “I 
almost  killed  my  child.”  The  husband  con- 
stantly interrupted,  saying,  “The  nurse  is  not 
interested  in  the  psychiatric  aspect.”  Both 
parents  also  made  unfavorable  comparisons  be- 
tween this  infant  and  the  fourteen-year-old  girl, 
indicating  how  good  she  was  at  the  same  age. 
(Incidentally,  the  father  is  employed  as  a tele- 
vision director.) 

On  a second  home  visit  about  a week  later,  the 
public  health  nurse  provided  the  mother  with 
some  literature  on  home  safety  for  which  she 
appeared  very  grateful.  The  nurse  had  a feeling, 
however,  the  the  parent-child  relationship  was  not 
very  good.  A phone  call  was  also  made  to  the 
attending  pediatrician  who  related  that  he  saw 
the  patient  after  the  accident  for  the  first  time 
in  nine  months  after  several  broken  appoint- 
ments. 

It  may  be  of  interest  to  note  that  Energine  is 
also  sold  without  carbon  tetrachloride.  This 
type  contains  only  naphtha. 


Incident  5 

Toxic  Agent  Age  Sex 

Aspirin  18  months  Male 

This  eighteen-month-old  infant  climbed  up  on 
the  bed  and  took  the  bottle  containing  aspirin 
which  was  placed  on  the  shelf  at  the  head  of  the 
bed.  He  ingested  about  20  5 gr.  tablets  of 
aspirin.  He  was  not  admitted  to  the  hospital 
until  thirty-four  hours  following  ingestion.  On 
admission  to  the  hospital,  the  child  had  the  fol- 
lowing symptoms:  vomiting,  nausea,  abdominal 
pains,  dyspnea,  cyanosis,  convulsions,  stupor, 
and  swelling  of  the  hands  and  feet.  After  seven 
days  in  the  hospital  and  appropriate  therapy, 
the  child  improved  and  was  discharged  as  fully 
recovered. 

Incident  6 

Toxic  Agent  Age  Sex 

Zoxazolamine  13  months  Male 

The  patient  obtained  six  tablets  and  ingested 
them.  Three  hours  following  ingestion,  he  was 
taken  to  a hospital.  The  mother  related  that  the 
pills  caused  yellow  saliva  and  possibly  burning  of 
the  mouth.  There  was  no  vomiting  or  any  other 
symptoms  noted.  The  patient’s  stomach  was 
lavaged  with  500  cc.  of  water,  and  no  medications 
were  given  in  the  emergency  room.  Four  hours 
after  admission  to  the  hospital  the  following  find- 
ings'were  noted:  pinpoint  pupils,  inability  to 
stand,  petechiae,  and  mild  stupor.  The  examin- 
ing physician  also  was  impressed  and  alarmed  by 
the  striking  marked  flaccidity  noted.  Seven 
hours  after  admission  the  patient  improved;  he 
became  quite  alert,  his  pupils  were  normal,  and 
he  was  able  to  stand  up  and  even  jump  in  the 
crib.  After  two  days  in  the  hospital,  all  the 
symptoms  subsided,  and  the  child  was  dis- 
charged as  improved. 


Toxic  Agent 

Incident  7 
Age 

Sex 

Digitalis 

21/ 2 years 

Female 

While  visiting  the  home,  the  family  physician 
asked  to  see  the  medication  he  had  previously 
prescribed  for  the  victim’s  mother.  The  pa- 
tient’s mother  got  the  medicine,  showed  it  to  the 
doctor,  then  placed  it  on  a night  table  and  ac- 
companied the  physician  to  the  door.  On  her 
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return  to  the  bedroom,  she  noted  that  the  child 
had  swallowed  an  unknown  number  of  the  pills 
(each  pill  contained  0.1  mg.).  The  patient  was 
immediately  taken  to  a hospital  emergency  room 
where  her  stomach  was  lavaged.  She  was  then 
transferred  to  Babies  Hospital  in-patient  service. 
On  admission  to  the  ward  the  patient  appeared 
irritable  and  also  had  nausea  and  vomiting.  An 
electrocardiogram  showed  digitalis,  toxicity,  and 
bradycardia. 

The  treatment  consisted  of  intravenous  fluids, 
potassium,  and  vitamin  K.  Two  days  prior  to 
discharge  the  electrocardiogram  was  found  to  be 
normal.  All  other  symptoms  also  subsided. 

It  appears  that  a word  of  warning  to  the  parents 
by  the  family  physician  about  safer  storing  and 
handling  of  the  medication  would  have  prevented 
this  accident.  An  ideally  safety-conscious  physi- 
cian might  have  forseen  the  sequence  of  events 
and  the  accidental  poisoning  would  have  been 
avoided. 

Incident  8 

Toxic  Agent  Age  Sex 

Elmer’s  Glue  All  2 years  Female 

The  child  awoke  at  7 a.m.,  went  into  the  kitchen 
and  removed  the  bottle  from  the  top  of  the  wash- 
ing machine.  Her  mother  found  her  eating  glue 
with  a spoon.  No  symptoms  were  noted.  A 
private  physician  was  called  and  advised  an 
emetic. 

A large  number  of  ingestions  of  various  adhe- 
sives have  been  reported  here.  Most  of  these  in- 
stances have  been  inconsequential.  The  essen- 
tial oils  (wintergreen  and  sassafras)  used  as  deo- 
dorants and  preservatives  are  the  apparent  at- 
tr actants.  The  same  is  true  of  starch  pastes, 
surprisingly  large  quantities  of  which  have  been 
reported  ingested.  We  have  frequent  reports  of 
children  biting  into  tubes  of  plastic  cements,  such 
as  “Duco.”  The  amounts  are  so  minimal  that 
the  solvents  involved  do  not  present  problems. 
The  plastic  solids  are  mostly  inert  (nitrocellulose, 
poly  vinylacetate,  etc.).  Rubber  cements  also 
may  have  naphtha  or  benzol  as  solvents. 

Reassuring  parents  and  physicians  in  minor 
ingestion  cases  is  one  of  the  Center’s  most  help- 
ful functions  and  most  rewarding  roles. 

Incident  9 

Toxic  Agent  Age  Sex 

Kerosene  2 years  Male 


While  in  the  basement  with  his  mother,  the 
child  grabbed  a Pepsi  Cola  bottle  in  which  kero- 
sene was  stored  and  drank  some  of  its  contents. 
The  kerosene  had  been  poured  into  the  Pepsi 
Cola  bottle  and  left  in  the  basement  by  the  oil 
burner  repair  man. 

The  patient  was  rushed  to  the  hospital,  and  the 
following  symptoms  were  noted  on  admission: 
burning  in  the  mouth  and  throat,  nausea,  vomit- 
ing, and  dyspnea.  The  urine  showed  3 plus 
sugar.  His  stomach  was  lavaged  with  tap  water 
fifteen  minutes  after  ingestion.  In  the  hospital 
the  patient  was  treated  with  penicillin  and  sup- 
portive therapy.  Prior  to  discharge  a chest  x-ray 
was  taken  and  found  to  be  negative.  The  patient 
remained  in  the  hospital  for  eight  days. 

Our  records  repeatedly  indicate  that  although 
family  members  may  be  safety  conscious,  their 
good  work  can  be  undone  by  visiting  artisans, 
relatives,  and  friends. 


Incident  10 

Toxic  Agent  Age  Sex 

Liniment  Adult  Female 

This  incident  was  reported  from  the  Jersey 
City  Medical  Center. 

An  adult  female,  intent  on  suicide,  ingested  60 
cc.  of  a popular  liniment  containing  methyl 
salicylate,  Capsium,  chloroform,  camphor,  and 
alcohol.  On  admission  to  the  hospital,  the  pa- 
tient was  in  a semi-comatose  condition,  cyanotic, 
and  had  burning  in  the  mouth  and  throat.  The 
blood  carbon  dioxide  was  15  mEq.and  the  patient 
had  a rapid  respiratory  rate. 

The  treatment  in  the  hospital  consisted  of 
M/6  sodium  lactate  and  supportive  therapy. 
After  two  weeks  of  hospitalization,  the  patient 
was  discharged  symptom-free. 

The  hazardous  ingredient  in  many  liniments  is 
methyl  salicylate.  Although  the  Food  & Drug 
Administration  has  improved  the  label  require- 
ments for  oil  of  wintergreen,  the  inadequacy  of 
the  present  labeling  was  brought  to  our  attention 
by  a conscience-stricken  father  who  accidentally 
killed  his  own  child  by  dispensing  oil  of  winter- 
green instead  of  cough  medicine.  The  father 
feels  strongly  that  if  the  labeling  were  better  and 
if  a stronger  warning  had  been  noted  on  the  label, 
his  child’s  death  could  have  been  avoided. 

This  incident  was  reported  to  the  United  States 
Food  & Drug  Administration  by  Dr.  George 
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Wheatley,  chairman  of  District  2 of  the  Ameri- 
can Academy  of  Pediatrics. 

Incident  11 

Toxic  Agent  Age  Sex 

Boric  Acid  Solution  2 years  Male 

The  mother  was  bathing  her  child’s  ingrown 
toenail  in  the  bathroom  sink  with  a boric  acid 
solution.  While  she  momentarily  turned  around 
to  answer  a question,  the  child  removed  the  glass 
from  the  sink,  slipped  it  into  the  wash  basin,  and 
ingested  some  of  its  contents.  The  Poison  Con- 
trol Center  was  called,  and  the  mother  was  ad- 
vised to  call  her  physician  for  advice  and  guid- 
ance but  in  the  interim  to  give  the  child  a glass 
of  milk. 

Since  the  establishment  of  the  Poison  Control 
Center  three  years  ago,  there  have  been  many 
incidents  involving  the  accidental  ingestion  by 
children  of  boric  acid  solution  and  powders. 
Fortunately,  none  of  these  cases  has  resulted  in 
death.  There  has  been  only  one  case  involving 
a child  under  one  year  of  age.  The  infant  in- 
gested two  ounces  of  a solution  made  by  adding  a 
teaspoonful  of  boric  acid  powder  to  eight  ounces 
of  water.  The  baby  vomited  after  ingestion, 
and  although  observation  was  recommended, 
the  parent  refused  to  take  the  child  to  a hospital. 
Fortunately,  there  were  no  effects  following  the 
ingestion. 

Physicians  should  be  reminded  that  fatalities 
have  occurred  following  the  topical  applications 
of  ointments  containing  boric  acid  or  boric  acid 
solutions  and  especially  from  the  ingestion  and 
the  administration  of  boric  acid.  It  is  particu- 
larly hazardous  to  apply  boric  acid  ointments, 
powders,  or  solutions  to  broken  skin  surfaces. 

Incident  12 

Toxic  Agent  Age  Sex 

Thyroid  Tablets  2 years  Female 

A two-year-old  infant  ingested  15  1 gr.  tablets. 
Although  she  was  symptom-free,  she  was  taken 
to  the  hospital  where  her  stomach  was  lavaged 
immediately.  The  following  symptoms  ap- 
peared: restlessness,  irritability,  hyperstimula- 
tion, blood  pressure  130/90,  and  a pulse  rate  of 
120.  The  child  remained  in  the  hospital  for  two 
days  where  she  was  treated  with  sedatives.  She 
was  then  discharged  in  good  health  with  no  ap- 
parent effects. 


It  is  possible  that  in  this  and  in  other  incidents 
early  lavage  is  responsible  for  the  patient’s  im- 
provement. It  must  also  be  emphasized,  how- 
ever, that  the  Medical  Examiner  reported  at  a 
recent  meeting  of  the  Poison  Control  Center  Ad- 
visory Committee  that  tablets  have  been  found 
in  the  fundus  of  the  stomach  in  fatal  accidents 
even  though  lavage  was  performed  soon  after  in- 
gestion. 

Incident  13 

Toxic  Agent  Age  Sex 

Turpentine  16  months  Male 

The  public  health  nurse  reported  as  follows: 
“The  mother  was  doing  the  wash  in  the  kitchen 
which  adjoins  the  utility  room.  The  child  was 
in  view  of  the  mother,  although  the  mother  did 
not  notice  him  take  the  bottle  off  the  shelf.  She 
did  not  realize  what  had  happened  until  she 
smelled  the  turpentine  odor.” 

The  mother  phoned  a private  physician  who 
advised  hospitalization.  The  only  symptom  on 
admission  to  the  hospital  was  a turpentine  odor 
on  the  child’s  breath.  His  stomach  was  lavaged 
with  mineral  oil  and  water.  The  return  lavage 
fluid  smelled  of  turpentine  and  contained  turpen- 
tine. At  the  request  of  the  parents,  who  signed  a 
release,  the  patient  was  discharged  after  a half- 
day of  observation. 

Surprisingly,  the  turpentine  ingestion  cases  re- 
ported to  the  New  York  City  Poison  Control 
Center  have  been  generally  of  minor  medical  im- 
portance. Perhaps  this  is  because  the  quantities 
ingested  have  been  small  (this  factor  is  almost 
always  uncertain),  and  because  most  of  the 
patients’  stomachs  have  been  lavaged  at  the  hos- 
pital emergency  room.  One  can  only  speculate 
as  to  whether  the  age  of  turpentine  (peroxide 
content)  or  the  newer  technologic  and  distillation 
factors  are  involved  in  our  mild  cases. 

Incident  14 

Toxic  Agent  Age  Sex 

Potassium  2 years  Male 

Permanganate 

According  to  the  mother,  the  patient’s  six-year- 
old  sister  suffered  from  some  type  of  allergy  on 
both  feet.  The  physician  prescribed  potassium 
permanganate  solution  baths.  After  preparing 
the  solution  for  the  bath,  the  container  with  the 
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tablets  was  left  on  the  sink.  The  patient  was 
watching  his  mother  prepare  the  solution,  and 
when  she  was  not  looking,  he  grabbed  the  bottle. 
When  the  mother  noticed  it,  she  ran  after  the 
child  in  an  attempt  to  take  the  container  away 
from  him,  but  he  ran  faster  and  ingested  six 
tablets  “on  the  run.” 

The  only  symptom  was  burning  in  the  mouth 
and  throat.  The  child  was  immediately  taken 
to  a hospital  emergency  room  where  his  stomach 
was  lavaged  with  saline  and  milk.  The  returned 
fluid  was  not  stained  purple.  On  admission  to 
the  hospital  the  patient  was  nauseated,  and  the 
oral  mucosa  was  stained  brown.  The  blood 
count  showed  a hemoglobin  of  11.2  Gm.,  red 
blood  cell  count  of  3,920,000,  and  white  blood 
count  of  5,500.  The  child  appeared  alert,  non- 
toxic, and  exhibited  no  sign  of  dyspnea  or  col- 
lapse. The  patient  was  treated  with  milk  and 
antibiotics.  After  six  days  of  observation  and  ap- 
propriate therapy,  the  patient  made  a complete 
recovery. 

Incidents  involving  potassium  permanganate 
are  being  reported  with  increasing  frequency. 
Fortunately,  all  the  incidents  reported  to  the 
New  York  City  Poison  Control  Center  have  been 
nonfatal  and  of  moderate  severity.  Fatalities 
have  been  reported,  however,  from  other  parts 
of  the  country. 


Potassium  permanganate  is  widely  used  in  skin 
conditions  and  erroneously  used  as  an  aborti- 
facient.  The  product  can  be  obtained  without  a 
prescription  over  the  counter,  hence  its  wide- 
spread use.  When  prescribing  potassium  per- 
manganate for  whatever  reasons,  physicians 
should  alert  parents  on  the  potential  hazards  of 


this  drug. 

Incident  15 

Toxic  Agent 

Age 

Sex 

Elixir  Digoxin 

2l/z  years 

Female 

The  child  had  climbed  on  a chair  and  removed 
from  the  dresser  top  the  medicine  prescribed  for 
her  one-and-one-half-year  old  brother  who  had  a 
cardiac  condition.  The  mother  later  found  the 
daughter  spoon-feeding  the  medicine  to  her  doll. 
The  mother  called  the  Center  and  was  annoyed 
because  information  concerning  symptoms  and 
antidotes  were  not  given  to  her  without  “ques- 
tions being  asked.”  The  general  attitude  of  the 
mother  was  further  indicated  by  her  refusal  to 
discuss  the  incident  or  the  health  status  of  the 
young  cardiac  with  the  public  health  nurse  on 
unsuccessful  home  visits.  The  family  physician 
was  contacted  and  stated  that  the  child  suf- 
fered no  ill-effects.  Apparently  there  was  no 
ingestion.  The  case  is  cited  only  because  of 
didactic  value. 


( Number  sixteen  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


Manual  on  Use  of  X-Rays 


The  American  College  of  Radiology  has  dis- 
tributed without  charge  to  the  170,000  practicing 
physicians  in  the  United  States,  a booklet  entitled 
‘ ‘Practical  Manual  on  the  Medical  and  Dental  Use 


of  X-Rays  with  Control  of  Radiation  Hazards.” 
The  illustrated  booklet  is  divided  into  two  sections; 
the  first  explains  radiation  and  lists  hazards,  and  the 
second  tells  of  practical  methods  of  using  radiation. 
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A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 


Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

Charles  l.  BURSTEiN,  Chairman 
b.  j.  ciliberti,  m.d.,  Cochairman 

ELIZABETH  CRAWFORD,  M.D.  LESTER  C.  MARK,  M.D. 

JAMES  MARIN,  M.D.  VALENTINO  D.  B.  MAZZIA,  M.D. 

GEORGE  WALLACE,  M.D. 


Induced  Hypotension  and  Hypothermia 


Newer  technics  of  physiologic  alteration  have 
been  utilized  recently  to  facilitate  clinical 
surgical  intervention.  Some  of  these  include 
“controlled”  (artificial)  respiration,  pharma- 
cologic muscular  relaxation,  induced  arterial  hy- 
potension, induced  hypothermia,  and  induced 
cardiac  arrest  in  open  heart  surgery  by  means  of 
acetylcholine  or  potassium  citrate. 

Every  one  of  these  technics  has  its  advantages 
and  indications.  However,  great  caution  should 
be  exercised  when  applying  one  of  these  physio- 
logic trespasses.  When  more  than  one  such  tech- 
nic is  applied  to  one  individual,  the  dangers  are 
markedly  increased.  For  example,  the  following 
case  report  illustrates  that  the  combination  of  in- 
duced hypotension  and  induced  hypothermia  was 
fatal  in  a patient  with  pre-existing  arterio- 
sclerosis. 


Discussed  at  a conference  held  at  the  Hospital  for  Special 
Surgery,  New  York  City,  July  7,  1958.  Clinical  Anesthesia 
Conferences  are  held  on  the  first  Monday  of  every  month. 


Case  Report 

A fifty-five-year-old  woman  had  symptoms  of 
weakness,  headache,  and  nervous  flashes,  which 
were  diagnosed  as  being  due  to  an  aneurysm  of  the 
right  middle  cerebral  artery.  It  was  proposed  to  ex- 
cise this  aneurysm. 

The  patient  was  well-developed.  Her  arterial 
blood  pressure  was  180/85.  Her  pulse  rate  was  76 
beats  per  minute.  All  laboratory  examination 
findings  were  normal  except  for  her  electroencepha- 
logram which  showed  a pathologic  pattern  because  of 
a delta  focus  in  the  right  temporal  region.  This  was 
thought  to  be  compatible  with  a neoplasm  or  vas- 
cular accident.  A space-occupying  aneurysm  com- 
pressing the  right  temporal  lobe  was  another  possi- 
bility. The  latter  diagnosis  was  finally  reached  after 
a carotid  arteriogram. 

Three  days  later  the  patient  was  brought  to  the 
operating  room  at  7 : 30  a.m.  where  preparations  were 
made  for  excision  of  the  cerebral  aneurysm.  No  pre- 
anesthetic medication  was  given.  The  patient’s  ar- 
terial blood  pressure  was  then  240/150,  her  pulse  rate 
was  68,  and  her  respiratory  rate  was  20.  Anesthesia 
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was  induced  by  the  intravenous  administration  of 
250  mg.  of  thiopental  sodium  in  a 2V2  per  cent  con- 
centration, followed  by  the  administration  of  ethyl 
ether  and  oxygen  in  a closed  system.  D-tubocura- 
rine,  30  mg.,  was  injected  intravenously,  and  a cuffed 
number  38  plastic  endotracheal  tube  was  inserted  by 
the  oral  route.  The  patient  was  then  placed  in  an 
ice  bath.  Her  rectal  temperature  gradually  di- 
minished, without  any  shivering  resulting,  until  it 
reached  303/4  C.  three  hours  later.  After  the  endo- 
tracheal intubation  the  patient  was  rendered  apneic, 
and  her  pulmonary  respirations  were  maintained  by 
“controlled  respirations.”  Her  blood  pressure  con- 
tinued to  rise  continuously  during  the  next  ninety 
minutes  until  it  reached  a level  of  270/160.  The 
heart  rate,  as  calculated  on  the  electrocardioscope, 
remained  constantly  at  60  during  this  initial  ninety- 
minute  period.  Surgery  was  started  at  this  time 
with  the  patient  in  the  dorsal  position.  Ten 
minutes  later  the  patient’s  heart  rate  rose  to  120, 
while  her  blood  pressure  diminished  to  160/120,  and 
those  levels  were  maintained  during  the  next  ninety 
minutes.  Ligatures  were  placed  about  the  carotid 
artery,  and  the  patient  was  placed  in  15  degrees  re- 
versed Trendelenburg  position.  A blood  transfusion 
was  then  started  and  infused  slowly.  To  reduce  the 
amount  of  expected  bleeding,  an  intravenous  drip  of 
Arfonad  in  a 0.1  per  cent  concentration  was  started. 
Within  fifteen  minutes,  the  patient’s  blood  pressure 
dropped  to  90/70,  and  her  heart  rate  was  reduced  to 
90.  Respirations  were  allowed  to  become  spontane- 
ous at  this  time.  The  respiratory  rate  was  40,  and 
each  inspiratory  effort  was  now  assisted  by  manual 
compression  of  the  breathing  bag.  Five  minutes 
later  the  electrocardioscope  showed  a further  dimi- 
nution in  heart  rate  to  60,  but  the  blood  pressure  be- 
came unobtainable  by  auscultation.  A total  of  75 
mg.  of  Arfonad  was  administered  during  an  eighty- 
minute  period.  A right  frontal  craniotomy  with 
excision  of  the  saccular  middle  cerebral  artery  was 
performed  during  the  next  two  and  a half  hours,  while 
the  patient’s  circulatory  status  remained  as  last 
described  (an  unobtainable  blood  pressure  by  auscul- 
tation technic  with  the  heart  rate  discerned  on  the 
electrocardioscope  at  between  40  and  60).  During 
the  operative  period  the  patient’s  rectal  temperature 
was  maintained  at  30  C. 

Postoperatively,  in  the  recovery  room,  the  pa- 
tient’s temperature  remained  about  34  C.  She  re- 
sponded reflexly  only  to  painful  stimulation  of  her 
hands  and  feet.  Her  pupils  remained  dilated.  An 
electrocardiogram  showed  a regular  sinus  rhythm  at 
a rate  of  60  to  80  during  the  next  six  hours.  Her 
blood  pressure  returned  to  150/90  a half  hour  after 
completion  of  the  operation,  and  it  remained  stable 
during  the  next  five  hours.  During  this  five-hour- 
postoperative  period  the  patient’s  respiratory  ex- 
cursions were  carried  out  spontaneously.  Conscious- 


ness did  not  return,  and  the  endotracheal  tube  was 
left  in  place.  At  7 : 30  p.m.  the  patient’s  blood  pres- 
sure fell  to  100/80  while  the  heart  rate  rose  to  110. 
Twenty  minutes  later  the  patient  stopped  breathing, 
and  her  blood  pressure  again  became  unobtainable. 
Artificial  respiration  by  means  of  the  endotracheal 
tube  was  started,  and  the  patient  was  again  taken  to 
the  operating  room  where  an  exploratory  craniotomy 
through  the  previous  incision  was  carried  out.  The 
bone  plate  was  removed.  It  was  discovered  at  this 
operation  that  the  brain  was  tense  and  had  the  ap- 
pearance of  an  infarction.  There  was  no  hematoma, 
and  there  was  no  excessive  fluid  present.  The  pa- 
tient’s general  condition  after  this  operation  was  un- 
changed. She  was  again  taken  to  the  recovery  room 
and  placed  in  a respirator.  She  remained  apneic  and 
unresponsive.  Her  pupils  were  dilated  and  fixed. 
She  remained  in  the  respirator  all  night,  and  she  was 
started  on  an  intravenous  drip  of  norepinephrine. 
Her  course  did  not  improve,  and  she  was  pronounced 
dead  at  8 : 25  p.m.  the  next  day. 

An  autopsy  revealed : An  aneurysm  of  right  mid- 
dle cerebral  artery,  an  operative  defect  in  the  right 
frontoparietal  area  of  the  calvarium,  a portion  of  an 
aneurysm  in  the  right  middle  cerebral  artery,  3 cm. 
from  its  origin,  and  a cerebral  infarction.  The  brain 
weighed  1,280  Gm.  There  was  a marked  herniation  of 
the  brain  tissue  through  the  craniotomy  defect.  The 
vessels  at  the  base  of  the  brain  showed  considerable 
atherosclerosis.  It  also  revealed  a small  amount  of 
subarachnoid  hemorrhage  in  the  fissure  of  Sylvius 
and  over  the  pons  and  the  right  frontal  lobe.  The 
pial  capillaries  and  small  veins  over  both  hemispheres 
were  markedly  engorged  with  blood.  There  was 
infarction  in  the  gray  matter  of  the  right  temporal 
lobe  and  congestion  of  the  veins  in  the  caudate  nu- 
clei and  pillars  of  the  fornix.  The  ventricles  were 
somewhat  collapsed  and  the  cerebellum,  medulla, 
and  spinal  cord  were  unremarkable. 

Comment 

Certain  surgical  interventions  like  the  one  per- 
formed in  this  case  report,  are  facilitated  by  re- 
ducing the  amount  of  bleeding  in  the  operative 
field.  Both  induced  hypotension  and  induced  hy- 
pothermia have  become  accepted  technics  in  this 
regard.  The  safety  factor  in  induced  hypoten- 
sion by  means  of  ganglion-blocking  drugs,  such  as 
hexamethonium  or  Arfonad,  consists  in  adequate 
circulation  in  the  terminal  tissues  as  a result  of 
vasodilatation  of  the  terminal  arterioles  with  in- 
creased capillary-venous  outflow  produced  by 
these  drugs  despite  the  diminution  in  the  systemic 
arterial  blood  pressure  in  large  arteries.  In  in- 
duced hypothermia  the  tissue  requirements  for 
oxygen  and  blood  supply  are  reduced.  Despite 
the  approval  for  both  of  these  technics,  each  has 
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been  shown  to  have  certain  limitations  and  dan- 
gers when  the  induced  change  is  forced  beyond 
certain  degrees.  Thus,  in  the  case  of  induced  hy- 
potension below  70  or  60  mm.  Hg  systolic,  there 
is  the  danger  of  circulatory  insufficiency  in  termi- 
nal organs,  such  as  the  kidneys,  liver,  heart,  and 
brain  with  ensuing  irreparable  damage.1-2  In  the 
case  of  induced  hypothermia,  cooling  below  28  C. 
may  produce  ventricular  fibrillation.3  These  limi- 
tations appljr  to  individuals  in  good  physical  con- 
dition with  a normal  cardiovascular  system.  In 
patients  with  arteriosclerosis,  the  condition  of  the 
patient  in  the  present  case  report,  even  greater 
caution  is  required  when  emplojdng  either  one  of 
these  technics  alone. 

In  the  case  under  consideration,  the  administra- 
tion of  a small  amount  of  Arfonad  when  the  pa- 
tient was  in  a hypothermic  state  caused  the  sys- 
temic arterial  blood  pressure  to  fall  to  unob- 
tainable levels,  as  determined  by  the  auscultation 
technic.  Despite  the  continuance  of  a good  elec- 
trocardiographic pattern,  the  circulation  in  the 


brain  was  so  deficient  that  cerebral  infarction  re- 
sulted. Possibly,  elevation  of  the  head  contrib- 
uted to  this  outcome. 

Two  points  should  be  emphasized  in  analyzing 
the  results  of  this  case.  First,  hypothermia  to  30 
C.  failed  to  protect  the  patient  against  the  cere- 
bral ischemia  produced  by  the  hypotension.  In 
fact,  in  this  hypertensive  individual  with  arterio- 
sclerosis, the  hypothermia  may  have  further  in- 
creased cerebrovascular  resistance,  so  that  the 
effect  of  the  hypothermia  aggravated  the  ische- 
mia. The  other  point  is  that  although  an  electro- 
cardiogram and,  early  in  the  procedure,  an  elec- 
troencephalogram were  utilized,  these  were  in- 
adequate to  indicate  the  ensuing  danger.  It  is 
suggested  that  in  such  cases  intra-arterial  blood 
pressure  recordings  should  be  employed. 
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Booklet  on  Skin  Allergies 

A new  booklet,  “The  Skin  and  Its  Allergies,”  is  The  pamphlet  tells  how  to  recognize  hives, 
available  from  the  Allergy  Foundation  of  America,  eczema,  and  other  skin  ailments  and  what  to  do 
801  Second  Avenue,  New  York  City.  about  them. 
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presented  over  Station  WNYC-FM  under  the  sponsorship  of  the 

New  York  Academy  of  Medicine 
with  the  cooperation  of  the 
New  York  Cancer  Committee 


Cancer  Research — Does  It  Help  You? 

JOHN  F.  MAHONEY,  M.D.,*  NEW  YORK  CITY 


Review  of  the  history  of  the  past  fifty  years 
reveals  much  progress  in  the  control  and,  in 
some  instances,  the  almost  complete  elimination 
of  the  diseases  which  formerly  were  major  causes 
of  illness  and  death.  One  by  one  these  diseases 
have  been  brought  under  control.  The  research, 
medical,  and  public  health  forces  of  our  country 
are  now,  more  than  ever,  directing  their  atten- 
tion toward  the  diseases  and  conditions  which  are 
at  the  moment  responsible  for  a great  sum  total  of 
human  misery  and  death.  In  the  number  two 
position  of  this  group  is  cancer. 

What  is  cancer?  A precise  definition  is  almost 
impossible  to  formulate.  It  will  be  helpful  to  re- 
member that  cancer  is  “good  tissue  gone  wrong.” 
For  many  years  the  cells  of  any  organ  or  tissue 
may  have  reproduced  themselves  in  an  orderly 
and  peaceful  fashion.  The  young  cell  develops 
under  the  guidance  of  an  unidentified  force  until 
it  becomes  an  exact  replica  of  its  parent.  At  that 
time  in  both  appearance  and  function  the  cell 
ceases  to  develop.  In  some  instances  and  for 
some  completely  unknown  reason,  a group  of  cells 
escapes  from  the  controlling  influence  and  instead 
of  developing  to  maturity  in  an  orderly  manner 
continues  to  multiply  in  an  entirely  disorderly 
fashion.  The  main  objective  of  research  is  to  de- 
termine what  causes  a group  of  cells  to  enter  an 


* Deceased. 


abnormal  type  of  existence  and  to  continue  in  that 
way  until  the  death  of  the  patient  is  accomplished. 
An  equally  important  objective  is  the  search  for 
an  agent,  chemical  or  other,  which  would  inhibit 
the  growth  of  the  cancer  cell  without  destroying  in 
turn  the  similar  type  of  cell  which  forms  part  of 
the  body  mechanism  and  is  necessary  for  the 
body’s  continued  existence. 

Research  in  a disease  is  strikingly  different  from 
an  investigative  effort  in  a basic  science.  The  lat- 
ter type  of  study  usually  concerns  itself  with  a 
single  scientific  discipline,  such  as  chemistry, 
physiology,  physics,  etc.  In  studying  a disease 
the  investigator  must  have  the  capacity  and  the 
freedom  to  cross  scientific  disciplines  in  any  di- 
rection that  offers  prospects  of  worth-while  con- 
tributions. He  must  be  permitted  to  follow  the 
studies  of  new  growths  in  animals  and  must  join 
the  phytologist  in  the  scrutiny  of  tumors  in  plant 
species.  This  broad  concept  brings  into  focus  the 
value  of  the  research  team  or  of  the  over  all  com- 
mittee or  guiding  body  which  may  be  in  a position 
to  correlate  findings  and  to  simulate  research 
along  lines  which  may  serve  to  round  out  a sci- 
entific concept. 

The  heart  and  soul  of  the  research  approach  to 
the  nature  of  cancer  lies  in  the  science  of  chem- 
istry. The  secret  of  malignancy  may  well  be 
hidden  in  the  detailed  functioning  of  the  indi- 
vidual cell.  Operating  within  the  cell  is  a group 
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of  highly  complex  chemical  reactions.  Enzymes 
are  produced  and  allowed  to  function  up  to  a cer- 
tain point  at  which  their  influence  is  counteracted. 
Substances  needed  for  the  growth  and  specific 
function  of  the  cell  are  synthesized  and  the  waste 
products  destroyed.  The  research  chemist  finds 
himself  without  the  precise  technical  methods 
which  he  must  have  in  order  to  work  in  this  field. 
Hence,  the  starting  point  is  placed  in  the  basic 
science,  and  the  research  worker  is  faced  with  the 
problem  of  developing  scientific  principles  and 
technical  procedures  which  will  enable  him  to 
make  the  kind  of  observations  required  in  the 
study  of  the  functioning  of  the  normal  cell  and  its 
contrast  with  that  of  the  malignant  cell. 

One  of  the  first  approaches  to  be  considered  in 
the  control  of  cancer  lies  in  the  study  of  the  chem- 
ical compounds  which  are  presently  available  and 
which  possess  molecular  groupings  which  are  con- 
sidered to  have  anticarcinogenic  properties.  This 
field  of  study  probably  is  the  least  attractive  to 
the  investigator.  The  number  of  compounds  is 
almost  limitless,  and  the  chemist  has  the  ability 
to  produce  an  equally  limitless  number  of  closely 
allied  compounds.  Each  must  be  screened  by 
the  use  of  animals  in  which  experimental  malig- 
nancies have  been  produced.  Effectiveness  is  not 
always  clear-cut.  The  true  estimate  of  the  ability 
of  a given  chemical  substance  to  influence  the 
course  of  a malignant  growth  may  be  arrived  at 
only  after  a protracted  and  painstaking  effort. 
But  unless  this  course  of  laborious  study  is  car- 
ried out,  the  future  may  show  that  an  effective 
curative  agent  had  been  available  for  many  years 


but  its  capacities  unrecognized  due  to  the  lack  of 
careful  scrutiny.  If  this  happens,  it  will  repre- 
sent the  worst  type  of  tragedy.  The  basic  chem- 
istry which  enters  into  the  selection  of  compounds 
worthy  of  experimental  screening  is  too  complex 
to  be  included  in  the  present  paper. 

Another  line  of  research  is  the  attempt  to  detect 
the  presence  of  a malignant  growth  through  the 
use  of  serology,  a science  which  has  served  well  in 
the  recognition  of  infectious  diseases.  Although 
the  basic  concept  is  good,  no  appreciable  progress 
toward  the  development  of  a blood  test  for  a ma- 
lignant disease  can  be  recorded  at  the  present. 

The  attention  of  the  research  world  is  presently 
focused  on  the  wonders  being  produced  in  the  field 
of  radioactive  isotopes.  Hope  is  high  that  through 
this  medium  a new  approach  to  the  localization  of 
abnormal  growths  or  to  their  destruction  may  be 
attained.  The  work  in  this  field  is  based  on  the 
premise  that  cancer  cells  differ  in  their  potential 
from  the  normal  cell.  Up  to  the  present  day, 
x-ray  and  radium  are  employed  in  therapy  for 
their  destructive  capacities  alone. 

Another  field  being  explored  but  only  in  a very 
preliminary  way,  is  the  use  of  antibiotics  or,  in 
other  words,  certain  by-products  of  mole  metab- 
olism. The  work  has  not  progressed  to  a point 
which  makes  a definitive  statement  possible. 

The  search  goes  on — a continuing  and  tireless 
effort  to  add  new  items  of  information  to  the 
mountain  of  knowledge  in  the  hope  that  each  new 
finding  may  contribute  the  key  which  will  open 
the  door  to  a more  complete  understanding  of 
malignant  disease. 


( Number  thirteen  in  a series  of  Cancer  Alerts) 


Hospitalization  for  Mental  Illness 

Schizophrenia  ranks  as  the  leading  cause  of  psychoses,  which  total  20.8  per  cent.  Severe 

hospitalization  for  mental  illness,  accounting  for  alcoholism  is  the  third  leading  single  cause,  wit 

22.6  per  cent  of  all  first  admissions.  Next  are  senile  13.7  per  cent.  Patterns  of  Disease 
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Doctor,  How  Can  You  Liven  Up  Next  Season’s  Medical  Meetings? 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild , Ltd.) 


The  desire  to  improve  the  status  of  medical 
education  is  a natural  instinct  among  doctors. 

Suppose  that  in  order  to  stimulate  audience 
attendance  you  have  accepted  a challenge 
to  arrange  something  new  for  your  local  medical 
society  meeting  or  your  hospital  staff  conference. 
What  will  you  do  about  it? 

Having  accepted  the  challenge,  you  cannot 
afford  to  sit  complacently  by  and  do  nothing. 
If  you  do,  you  will  be  in  the  awkward  position 
of  many  other  well-intentioned  people  whose 
excuse  is  that  they  just  haven’t  got  the  leisure 
time  to  carry  out  worth-while  projects. 

For  an  example  of  what  we  mean,  look  around 
your  office,  and  study  its  condition.  On  top 
of  your  desk  are  your  favorite  medical  journals, 
many  still  unread.  Other  journals  are  stacked 
on  the  floor,  and  many  others,  never  to  be  opened, 
will  finally  reach  the  dark  recesses  of  some  handy 
closet.  Some  doctors  attempt  to  solve  this 
situation  by  buying  book  covers  so  that  they  can 
keep  the  journals  of  their  choice  in  sight.  Others 
will  subscribe  to  a series  of  tape  recordings, 
allowing  some  ghost  reader  to  digest  their 
reading  matter  for  them. 

Now,  what  will  you  do  about  that  lecture  to 
which  you  promised  to  add  new  life?  If  you 
follow  normal  instincts,  about  an  hour  or  two 
before  you  are  scheduled  to  speak  you  will 
reach  into  the  desk  drawer,  take  out  a few  of 
your  prized  lantern  slides  made  a number  of 


years  ago  by  your  hospital  photographer,  and 
away  you  go  to  the  lecture  platform.  Do  you 
think  your  colleagues  want  to  hear  that  story 
repeated  even  with  a little  window  dressing 
added  to  bring  it  up  to  date?  You  may  base 
your  feeling  that  the  same  old  thing  is  good 
enough  on  the  fact  that  staff  conferences  prover- 
bially have  been  patterned  around  discussing 
the  clinical  and  surgical  cases  which  have 
troubled  the  hospital  staff  during  the  past 
month.  That  point  of  view  may  be  all  right, 
but  if  such  restricted  thinking  is  carried  to  its  final 
conclusion,  you  will  discover  that  it  is  that  kind 
of  reasoning  which  has  resulted  in  very  weak 
attendance  at  previous  meetings.  If  this  is  a 
typical  problem  faced  by  your  group,  the  fol- 
lowing is  a solution. 

Suppose  that  a proposal  was  made  to  liven 
up  your  medical  meetings  by  bringing  in  lecturers 
with  national  reputations  who  would  appear  in 
live  action  clinics  so  that  by  looking  over  their 
shoulders  you  would  get  the  feeling  of  being  a 
participant  at  such  a review.  What  would  your 
medical  educational  committee  or  your  medical 
board  have  to  say  about  such  an  idea?  If  it 
could  be  shown  that  a program  of  medical 
motion  pictures  could  accomplish  this  feeling 
for  you,  here  are  a few  of  the  negative  responses 
you  might  expect.  We  pose  a reply  to  each. 

Negative  Response:  Our  hospital  staff  meeting 
is  limited  to  discussing  only  the  clinical  and 
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surgical  problems  that  we  encountered  last 
month. 

Positive  Answer:  Past  experience  has  indicated 
that  there  is  a probability  pattern  of  clinical 
and  surgical  cases  which  will  be  repeated 
month  after  month.  Suppose  you  go  back  to 
your  hospital  records  and  see  what  a few  of  the 
most  repeated  cases  were  about. 

Negative  Response:  Who  has  the  time  and 
interest  to  go  over  hospital  records  to  pick  out 
information  of  this  sort?  Even  if  we  did  find  it, 
what  would  we  do  with  this  information? 

Positive  Answer:  There  are  hundreds  of 

hospitals  who  pay  considerable  sums  of  money 
to  review  their  records.  By  just  writing  for  a 
typical  analysis  you  can  obtain  such  a record 
from  a hospital  similar  to  yours.  With  this 
information  you  could,  for  example,  foretell  that 
several  cases  of  refractory  heart  failure  will 
occur;  a number  of  femoral  fractures  of  different 
degree  will  be  experienced;  gynecologic  and 
obstetric  involvements  will  be  the  subject  of 
difficult  diagnoses,  and  a mixture  of  ear,  nose, 
and  throat  problems  will  be  recurrently  present 
in  the  tough  winter  months  to  come. 

Negative  Response:  Sc  we  will  let  the  cardiolo- 
gist, obstetrician,  gynecologist,  and  otolaryn- 
gologist have  the  floor  to  the  exclusion  of  every 
other  specialty.  What  a rumpus  will  arise  ! 

Positive  Answer:  Well,  it’s  about  time  that 
every  specialty  represented  by  the  hospital 
staff  had  a word  to  say  at  a staff  conference. 
In  fact,  this  is  part  of  the  challenge  which  would 
liven  up  your  future  meetings.  Put  these 
specialists  on  their  toes  by  preparing  hypo- 
thetical problems  for  them  to  solve. 

Negative  Response:  Who,  among  our  staff 
members,  has  such  broad  knowledge  or  sufficient 
interest  in  phrasing  questions  outside  of  his  own 
specialty  that  he  would  stimulate  his  fellow 
specialists  to  discuss  such  thought-compelling 
problems? 

Positive  Answer:  Perhaps  in  your  student 
days  you  had  the  nightmare  of  seeing  your  clothes 
hanging  on  a wash  line,  out  of  reach,  while  you 
stood  in  complete  undress  before  your  medical 
school  instructor.  Psychoanalysts  tell  us  that 
this  type  of  dream  represents  a student’s  inability 
to  answer  his  instructor’s  varied  test  questions. 
However,  we  don’t  need  a psychoanalyst  to 
answer  the  question  posed  previously,  because 
it  remains  in  the  realm  of  the  medical  pho- 
tographer and  within  the  scope  of  this  article. 


If  you  want  to  try  to  stump  the  specialists, 
there  are  many  medical  motion  picture  films 
made  by  leaders  in  each  specialty  on  important 
disease  entities.  These  would  delight  their 
colleagues  in  your  area  and  make  such  members 
of  your  audience  sit  up  and  take  notice.  The 
net  result  would  be  that  a lively  discussion 
would  result  from  the  showing  of  such  films. 

Quizzical  Response:  (Note  the  change  from 
Negative  Response.)  If  this  is  a fact,  who  knows 
about  such  films,  and  how  do  we  judge  their 
value  to  our  program? 

Positive  Answer:  Write  to  the  secretary  of  each 
national  medical  association  in  the  various 
specialties,  and  they  will  tell  you  what  films  they 
have  in  their  libraries.  If  they  haven’t  any, 
they  will  direct  you  to  various  source  files 
where  such  lists  of  films  are  available.  The 
chairman  of  your  own  motion  picture  committee 
has  a mass  of  information  and  uses  it  very 
efficiently  to  arrange  each  year’s  scientific 
motion  picture  program.  Look  over  the  many 
subjects  that  he  has  selected  for  your  annual 
convention  program,  and  you  will  find  scores  of 
films  around  which  you  can  build  lively  discus- 
sions. 

Several  organizations  are  beginning  to  prepare 
individual  data  sheets  for  further  details  of  the 
film  content.  These  outline  the  end  use  of  their 
subject  material.  Generally,  catalog  descrip- 
tions are  sufficient  to  establish  what  the  film 
contains.  Very  often  the  film  is  sent  to  you 
one  or  two  days  before  the  scheduled  date  of 
showing,  which  gives  you  an  opportunity  to 
reveiw  the  film  in  its  entirety. 

Quizzical  Response:  If  we  did  manage  to  obtain 
a few  sound  films,  where  would  we  find  the 
projection  equipment  and  skilled  operators  to 
run  the  sound  projector? 

Positive  Answer:  Records  show  that  between 
50  and  65  per  cent  of  hospitals  now  own  their 
own  sound  projection  equipment  and  that  each 
hospital  has  personnel  sufficiently  skilled  to 
run  such  services.  If  not,  your  neighborhood 
camera  shop  can  send  you  a sound  projector 
on  a per  day  basis  for  as  little  as  SI 0.00,  and 
each  store  knows  where  you  can  find  a profes- 
sional projectionist  to  show  a film,  day  or 
evening.  If  a sound  projector  is  not  available 
locally,  drop  a hint  to  your  ladies’  auxiliary. that 
such  a piece  of  equipment  would  be  a welcome 
addition  to  your  teaching  activities.  You  will 
find  that  by  Christmas  you  have  a brand  new 
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projector  at  your  disposal,  complete  with  a 
library  of  medical  teaching  films. 

Enthusiastic  Questions:  (Now  running  ram- 
pant) Can  we  obtain  sufficient  films  to  plan  our 
programs  well  in  advance? 

Positive  Answer:  Certainly.  Name  your  sub- 
ject, and  you  will  have  a film  covering  your 
problem  delivered  to  your  door  on  a planned 
program  basis,  laid  out  many  months  in  advance. 
There  are  a number  of  services  that  will  accom- 
plish this  for  you. 

Further  Enthusiastic  Question:  How  about 

rarer  problems,  such  as  muscular  dystrophy, 
cerebral  palsy,  multiple  sclerosis,  rhinology, 
tension,  and  other  mental  disorders  of  a mild 
or  advanced  state? 


Positive  Answer:  The  recommended  procedure 
is  to  write  letters  to  the  editor  of  this  Journal, 
to  secretaries  of  national  specialty  groups,  to 
directors  of  teaching  programs  in  our  various 
medical  institutions,  and  to  the  local  philan- 
thropic group  in  your  area.  Received  often 
enough,  such  applied  pressure  may  bring  results. 

In  twenty-eight  years  of  such  effort  applied 
by  a few  pioneers  in  medical  teaching  films,  the 
present  status  of  programming  has  grown  to  a 
degree  where  one  may  arrange  a full  comple- 
ment of  films  for  a full  year’s  use.  This  applies 
to  postgraduate  and  undergraduate  education,  to 
intern  and  nurses’  training,  and  even  to  educa- 
tion of  the  laity  with  many  subjects  covering 
important,  prevalent  problems. 


( Number  thirteen  of  a series  on  Visual  Education  in  Medicine) 


Treatment  of  Ragweed  Hay  fever  with  Powdered  Hydrocortisone  Applied 


After  observing  fair  to  excellent  results  in  17  of  18 
allergic  rhinitis  patients  Drs.  Clifford  F.  Lake, 
George  B.  Logan,  and  Gustavus  A.  Peters  conclude 
that  intranasal  insufflation  of  hydrocortisone  powder 
(Cortef,  Upjohn)  offers  another  effectual  and  easily 
administered  therapy  when  such  patients  are  not 
controlled  by  other  means.  The  authors  found  the 
adult  dose  of  15  mg.  daily  in  3 divided  doses  ade- 


quate, as  suggested  by  Herxheimer  and  McAllen 
(Lancet  1 : 537,  Apr.  28,  1956).  Smaller  doses  were 
given  the  children.  Local  irritation  was  noted  in 
but  one  case;  whether  this  was  due  to  the  powder  or 
exacerbation  of  the  hay  fever  was  uncertain.  No 
patient  showed  symptoms  of  hypercortisonism  nor 
any  signs  of  nasal  infection  during  treatment. — 
Eye , Ear , Nose , and  Throat  Monthly,  March,  1958 
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Digitalis  Overdosage  Resulting  in  Atrial  Tachycardia 


LOUIS  F.  BISHOP,  M.D.,  AND  JEROME  NOBLE,  M.D.,  NEW  YORK  CITY 


J^igitalis  overdosage  is  known  to  result  in 
various  arrhythmias.1  Six  cases  were  re- 
cently reported  of  auricular  tachycardia  associated 
with  atrioventricular  block  of  varying  degrees.2 
In  the  presence  of  mjmcardial  damage,  digitalis 
intoxication  commonly  results  in  ventricular  tachy- 
cardia.3 The  following  case  report  demonstrates 
atrial  tachycardia  resulting  from  severe  digitalis 
overdosage,  in  which  the  P-R  interval  never  ex- 
ceeded 0.20  seconds  with  a constant  1 : 1 atrioven- 
tricular response.  Although  this  patient  was 
treated  with  potassium  orally  administered,  there 
was  no  clear-cut  response  to  this  therapy  which 
would  indicate  that  the  return  to  a normal  sinus 
rhythm  was  induced  by  this  treatment. 

Case  Report 

A forty-six-year-old  white  male  was  admitted 
to  Doctors  Hospital  with  the  chief  complaint  of 
shortness  of  breath.  For  five  years  prior  to  admis- 
sion he  had  substernal  pains  following  moderately 
severe  exertion.  About  twelve  days  prior  to  ad- 
mission he  developed  very  severe  dyspnea  on  mild 
exertion,  associated  with  persistent  ankle  swelling 
and  sudden  increase  in  weight.  He  complained  of 
orthopnea  at  that  time,  and  found  it  necessary  to 
sleep  on  two  to  three  pillows.  Three  days  prior  to 
admission  he  swallowed  15  gr.  of  whole  leaf  digitalis 
in  tablet  form.  On  the  second  day  prior  to  admis- 
sion he  took  18  gr.  of  the  same  digitalis  preparation, 
and  finally,  on  the  day  preceding  hospitalization  he 
swallowed  an  additional  13  V2  gr.  (The  total 
amount  of  digitalis  taken  was  46  V2  gr-  in  three 
days.) 

He  was  known  to  have  had  a “functional”  heart 
murmur  as  a child.  There  is  a history  also  of  an 
acute  posterior  wall  infarction  which  occurred  a 
number  of  years  ago  from  which  he  made  an  un- 
eventful recovery. 

Physical  examination  on  admission  revealed  an 
extremely  pallid  man  who  was  semireclining, 
severely  anxious,  moderately  dyspneic,  and  or- 
thopneic.  His  blood  pressure  was  130/90  and  his 
pulse  150  and  regular.  A short  blowing  sys- 
tolic murmur  was  present  at  the  second  left  inter- 
space. Many  moist  rales  were  noted  at  both 
lung  bases.  The  abdomen  was  obese,  but  no  as- 
cites was  present.  There  was  2 plus  pitting  edema 


Fig.  1.  Electrocardiograms  showing  (A)  the  atrial 
tachycardia  which  existed  on  admission  and  (R)  the 
subsequent  return  to  normal  sinus  rhythm  after  dis- 
continuance of  digitalis  and  on  administration  of  potas- 
sium chloride. 


of  the  ankles.  His  blood  count  and  urinalysis  were 
within  normal  limits.  Blood  urea  nitrogen  was  12 
mg.  per  cent,  creatinine  1.8  mg.  per  cent,  potassium 
4.6  mEq.,  and  transaminase  18  units. 

The  electrocardiogram  on  admission  showed  an 
atrial  tachycardia.  The  ventricular  and  auricular 
rates  were  150  per  minute.  The  P-R  interval  was 
0.20  seconds,  the  QRS  complex  was  0.12  seconds 
(left  bundle  branch  block).  The  Q in  lead  III  was 
8 mm.  deep  and  1 mm.  wide.  The  Q in  AYF  was  3 
mm.  deep  and  1 mm.  wide.  The  T waves  in  leads  I 
and  II,  V6,  and  AVF  were  diphasic. 

On  admission  carotid  sinus  pressure  was  at- 
tempted, but  the  rate  remained  unchanged  at  150. 
The  morning  after  admission  the  rate  rose  to  180 
per  minute,  the  blood  pressure  fell  to  90/60;  and 
the  patient  was  cold  and  clammy.  The  electro- 
cardiogram at  this  time  revealed  the  presence  of 
continuing  atrial  tachycardia,  the  atrial  and  ven- 
tricular rate  being  equal  at  180  per  minute.  There 
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were  no  other  changes  in  this  tracing  as  compared 
to  the  electrocardiogram  on  admission.  There  was 
a constant  1 : 1 atrioventricular  response. 

At  this  time  treatment  consisted  of  potassium 
chloride,  2 Gm.  every  six  hours,  orally  administered. 
During  the  first  day  of  this  treatment  a total  of  7 
Gm.  was  administered.  On  the  following  day  4 Gm. 
(1  Gm.  four  times  daily)  and  for  the  next  three  days 
3 Gm.  daily  (1  Gm.  three  times  daily)  were  ad- 
ministered. 

After  a total  of  8 Gm.  potassium  chloride  had 
been  taken  by  mouth,  the  ventricular  rate  fell  to 
110  per  minute  and  remained  between  100  to  110 
thereafter.  By  the  fifth  hospital  day  the  patient 
had  lost  20  pounds,  and  all  signs  of  congestive  fail- 
ure had  disappeared. 


He  has  since  been  maintained  on  digitalis  therapy 
(whole  leaf)  with  no  recurrence  of  atrial  tachycardia 
during  an  observation  period  of  five  months  (Fig.  1). 

This  case  is  reported  to  demonstrate  an  instance 
of  atrial  tachycardia  resulting  from  digitalis  in- 
toxication. 
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Successful  Repair  of  a Stab  Wound  of  the  Ascending  Aorta 

WILLIAM  J.  McCANN,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 

{From  the  Department  of  Surgery,  St.  Clare's  Hospital ) 


Perkins  and  Elchos1  reviewed  the  literature  and 
reported  finding  five  instances  of  successful 
repair  of  a stab  wound  of  the  thoracic  aorta.  The 
intrapericardial  aorta  was  involved  in  all  cases. 
The  cases  reported  by  Perkins  involved  the  aortic 
arch.  In  the  following  case,  the  ascending  aorta 
beyond  the  pericardial  reflection  was  the  site  of  the 
stab  wound. 

Case  Report 

An  emmaciated  sixty-one-year-old  Negro  male 
was  brought  to  the  emergency  room  of  St.  Clare’s 
Hospital  on  August  6,  1956.  He  was  conscious  but. 
emotionally  disturbed  and  admitted  to  a self-in- 
flicted stab  wound  of  the  chest.  The  handle  of  an  ice 
pick  protruded  from  the  left  anterior  chest  wall  in  the 
third  intercostal  space  2 cm.  lateral  to  the  sternum 
(Fig.  1).  There  was  a small  puncture  wound  in  the 
fourth  intercostal  space  in  the  midclavicular  fine. 
The  chest  was  symmetrical,  and  breath  sounds  were 
heard  bilaterally.  The  heart  sounds  were  of  good 
quality.  The  blood  pressure  was  160/110  and  the 
pulse  was  70.  The  red  blood  cell  count  was  3.5 
million,  and  the  hemoglobin  was  9.5  Gm. 

He  was  taken  to  the  operating  room,  and  an  intra- 
tracheal inhalation  anesthesia  was  administered. 
The  agents  used  were  cyclopropane,  and  oxygen 
and  ether  mixture,  and  respirations  were  maintained 
with  a Jefferson  respirator.  The  left  chest  w'as 
opened  in  the  fourth  anterior  interspace.  There  was 
no  blood  noted  in  the  pleural  cavity.  There  was  a 
tear  in  the  pericardium  overhung  the  left  ventricle, 


Fig.  1.  Position  of  ice  pick  on  admission. 


and  there  was  a small  puncture  wound  of  the  myo- 
cardium. There  was  no  active  bleeding  from  this 
site,  and  there  was  no  blood  in  the  pericardial  sac. 
The  ice  pick  was  seen  to  transfix  a portion  of  the 
upper  lobe  of  the  left  lung  and  enter  the  aorta. 
Further  exposure  was  obtained  b}^  splitting  the 
sternum  transversely  and  carrying  the  incision  into 
the  right  fourth  interspace  in  cross-bow  fashion. 
The  penetration  of  the  lung  was  within  1.5  cm.  of 
the  medial  border,  and  the  intervening  portion  was 
accordingly  divided  through  and  repaired  with  fine 
silk  sutures.  The  freed  lung  wras  then  retracted  and 
the  aorta  clearly  visualized.  There  was  no  active 
bleeding,  and  initial  inspection  appeared  to  indicate 
that  the  ice  pick  had  not  penetrated  the  aorta. 
However,  as  the  aorta  was  pushed  aw^ay  from  the  ice 
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Fig.  2.  Location  and  repair  of  stab  wound  in  ascending 
aorta. 


pick,  a brisk  hemorrhage  occurred,  and  it  became 
evident  that  there  was  a tangential  laceration  of  the 
wall  of  the  aorta  extending  for  about  1 cm.  at  right 
angles  to  the  long  axis  of  the  vessel.  The  left  index 
finger  was  placed  over  the  area,  and  the  ice  pick 
was  withdrawn.  In  this  manner  bleeding  was  con- 
trolled and  the  extent  of  the  laceration  evaluated. 
The  laceration  was  repaired  with  two  fine  5 0 atrau- 
matic silk  sutures  passed  under  the  finger  and  tied 
individually  (Fig,  2).  The  chest  was  closed  with 
underwater  drainage  catheters  in  each  pleural  cavity. 
A total  of  500  cc.  of  whole  blood  was  given  during 
the  operation. 

Postoperatively  the  patient  did  well  (Fig.  3). 


Fig.  3.  Operative  wound  on  eighth  postoperative  day. 


The  electrocardiogram  on  the  first  postoperative 
day  revealed  a regular  sinus  rhythm  with  auricular 
premature  contractions.  The  P-R  interval  was 
0.13  seconds  and  the  QRS  complex  was  0.10  seconds. 
The  interpretation  of  the  tracing  was  that  it  was 
abnormal,  suggestive  of  pericarditis.  A second 
electrocardiogram  taken  a week  later  revealed  no 
significant  change.  The  wound  healed  well,  and  the 
patient  was  transferred  on  August  27  to  a State 
institution  for  psychiatric  care. 

Comment 

Wounds  of  the  thoracic  aorta  result  in  a high 
mortality  because  the  high  pressure  and  lack  of 
surrounding  structures  tend  to  enhance  continued 
bleeding.  In  the  majority  of  successful  cases  pre- 
viously reported,  the  wound  involved  the  aorta 
below  the  pericardial  reflection.  In  these  cases  a 
tamponade  effect  acted  to  control  bleeding. 

In  the  case  reported  in  this  paper  the  penetrating 
instrument  effected  control  of  hemorrhage.  With- 
drawal of  the  ice  pick  on  the  assumption  that  lack 
of  bleeding  indicated  that  no  important  structures 
were  injured  may  have  resulted  in  a different  out- 
come. 
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Lives  of  great  men  all  remind  us 
As  their  pages  o'er  we  turn, 

That  we're  apt  to  leave  behind  us 
Letters  that  we  ought  to  burn 

— Abraham  Rosenbach 
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Agranulocytosis  Following  Use  of  Nartate  ( Dipyrone ) 


LOUIS  R.  BORELLI,  M.D.,  JOHNSON  CITY,  NEW  YORK 
( From  the  Charles  S.  Wilson  Memorial  Hospital ) 


IVTartate  is  classified  as  a non-narcotic  analgesic 
and  antipyretic  drug.  According  to  the  manu- 
facturers there  have  been  only  four  known  cases  of 
agranulocytosis  in  the  world  literature  following  the 
use  of  the  drug.  They  recommend  serial  studies  of  the 
blood  during  treatment.  However,  as  the  following 
case  report  suggests,  toxic  damage  may  not  be  mani- 
fest until  three  weeks  after  cessation  of  treatment. 
In  addition,  the  drug  may  have  some  damaging 
effect  on  blood  platelets  as  well  as  granulocytes. 

Case  Report 

The  patient,  a sixty-six-year-old,  white  female, 
was  first  seen  at  home  at  10  p.m.  on  February  13, 
1956,  with  complaints  of  a very  sore  throat,  fever, 
and  protracted  vomiting.  Her  temperature  was 
106  F.  orally.  Examination  showed  a pustular 
exudate  over  each  tonsil;  the  entire  pharynx  was 
injected,  and  there  was  cervical  tenderness.  The 
patient  stated  that  she  had  been  feeling  well  and 
had  worked  up  to  February  11,  1956,  and  on  Febru- 
ary 12  she  had  experienced  a mild  sore  throat. 
The  remainder  of  the  physical  examination  was 
negative.  The  patient  volunteered  the  information 
that  she  was  extremely  sensitive  to  penicillin,  having 
erupted  into  a generalized  urticaria  one  year  pre- 
viously following  an  injection  of  the  drug.  Accord- 
ingly 12  capsules  of  Chloromycetin,  250  mg.  each, 
were  ordered,  and  the  patient  was  instructed  to  take 
two  capsules  at  once,  followed  by  one  capsule  every 
four  hours. 

The  following  morning,  at  8 a.m.,  the  husband 
called  and  stated  the  patient  could  not  retain  any 
of  the  capsules  following  three  attempts  during  the 
night  because  of  repeated  vomiting  and  that  her 
temperature  was  still  105  F.  orally. 

The  patient  was  admitted  to  the  Charles  S.  Wilson 


Fig.  1.  Low  (A)  and  high  ( B ) magnification  of  bone 

mature  forms 


Memorial  Hospital  where  a second  examination 
revealed  cervical  tenderness,  pustular  exudate  on 
each  tonsil,  and  fiery  red  injection  of  the  pharynx. 
A routine  blood  count  on  admission  was  as  follows: 
red  blood  count  4,170,000;  hemoglobin  74  per  cent; 
white  blood  count  200;  differential  showed  100  per 
cent  lymphocytes.  The  patient  was  requestioned, 
and  she  denied  the  ingestion  of  any  drug  in  the  past 
few  months  other  than  an  occasional  aspirin  for 
headache  and  about  two  cascara  tablets  weekly  to 
keep  her  bowels  regulated. 

In  1928  the  patient  had  a right  nephrectomy,  an 
appendectomy,  and  salpingectomy;  in  1929  a hys- 
terectomy; and  in  1935  a cholecystectomy.  On 
September  11,  1953,  the  patient  had  her  first  admis- 
sion to  this  hospital  for  a supraventricular  tachy- 
cardia which  was  controlled  in  a matter  of  a few 
days  and  the  patient  discharged. 

The  husband  also  denied  the  recent  ingestion  of 
any  drug  by  his  wife.  He  did  state  that  several 
years  previously  his  wife  had  been  addicted  to  mor- 
phine and  at  one  time  had  been  consuming  up  to 
100  V4-grain  tablets  weekly  until  convinced  by  a 
Federal  narcotics  investigator  to  take  a six-month 
withdrawal  cure.  She  had  had  two  other  admis- 
sions to  this  hospital,  on  July  12  and  on  September 
11,  1955,  for  supraventricular  tachycardia. 

The  husband  was  then  asked  to  empty  his 
medicine  cabinet  at  home  and  to  bring  the  contents 
to  the  hospital.  Among  the  various  articles  was 
one  bottle  of  cascara  sagrada  tablets,  one  bottle  of 
Bayer  aspirin  tablets,  and  one  vial  containing  eight 
tablets  of  an  unknown  drug.  A check  with  the 
dispensing  pharmacy  showed  that  the  prescription 
item  was  Nartate  (Dipyrone)  and  that  40  tablets  had 
been  issued  to  the  patient  on  January  12,  1956. 
When  this  evidence  was  presented  to  the  patient, 
she  recalled  having  had  considerable  lower  left 


irrow  smear  on  February  18,  showing  absence  of  more 
granulocytes. 
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Fig.  2.  Chart  of  patient’s 
course  showing  temperature, 
nonlymphocytic  blood  cells, 
and  leukocytes. 


costal  pain  on  the  evening  of  January  12,  1956,  for 
which  an  examining  physician  had  ordered  the  Nar- 
tate  tablets.  She  consumed  32  tablets,  two  every 
four  hours  for  the  first  three  days  and  then  one  every 
four  hours  for  eight  more  doses.  She  discontinued 
the  tablets  of  her  own  accord  on  January  17  since 
her  pain  had  left  her.  In  all  she  had  consumed  32 
tablets  in  approximately  five  days. 

Treatment  was  immediately  begun  with  Cortone, 
50  mg.  every  six  hours  intramuscularly;  pentonu- 
cleotides,  5 cc.  dailjr  intramuscularly;  calcium  leu- 
covorin,  5-mg.  tablet  twice  a day  orally;  wrhole 
blood  transfusions,  and  reticulogen,  0.5  cc.  intra- 
muscularly twice  daily.  Ilotycin  was  given  as  an 
antibiotic,  500  mg.  orally  every  six  hours.  On  the 
following  day,  February  15,  1956,  temperature  re- 
mained elevated,  and  her  white  blood  count  was 
fixed  at  200  with  100  per  cent  lymphocytes.  Clini- 
cally the  patient  became  slightly  icteric  and  show  ed 
lymphangitis  of  the  left  arm  at  the  site  of  a venous 
puncture.  The  tonsillar  exudate  was  unchanged. 

On  February  16,  1956,  the  patient  showed  multi- 
ple furuncles  of  her  entire  body  and  an  abscess  of  her 
lowrer  left  buttock.  The  blood  count  on  this  day 
showed  the  white  count  to  be  400  wdth  100  per  cent 
lymphocytes.  Her  platelet  count  was  60,000. 
Bleeding  and  clotting  time  were  reported  as  normal. 
Leucovorin  was  discontinued  orally  and  was  insti- 
tuted intramuscularly,  3 mg.  daily. 


On  February  18  a bone  marrow'  specimen  wras 
collected  (Fig.  1).  Smears  of  sternal  marrowr  con- 
tained somewdiat  more  than  the  normal  number  of 
cells.  However,  sections  showed  particles  wrhich 
wrere  slightly  hypocellular.  They  were  about  60 
per  cent  fat  and  40  per  cent  hematopoietic.  The 
most  striking  change  in  the  differential  count  was  the 
absence  of  the  more  mature  forms  of  granulocytes, 
indicating  maturation  arrest  at  the  level  of  the  young 
myelocyte.  The  younger  cells  totaled  40  per  cent 
and  did  not  seem  to  be  crow’ding  out  the  other  bone 
marrow  elements.  In  fact,  erythrocytic  and  lym- 
phocytic elements  were  both  increased,  totaling  32 
and  19  per  cent,  respectively.  Plasma  cells  and 
megakaryocytes  wrere  also  increased.  The  latter 
wTere  producing  platelets,  although  some  were  giant 
forms.  The  picture  was  most  suggestive  of  a toxic 
effect,  primarily  on  the  granulocytes. 

Complete  blood  count  on  this  same  date  showed 
the  red  blood  count  to  be  4,610,000  and  hemoglobin 
13.4  Gm.  There  wrere  1,150  leukocytes,  and  of 
these  100  per  cent  were  reported  as  lymphocytes. 
Cortone  was  discontinued  intramuscularly,  and  in 
its  place  prednisone,  10  mg.  every  six  hours  orally, 
was  begun.  The  patient  had  a daily  blood  count,  and 
the  leukocyte  total,  as  well  as  the  differential,  ap- 
proached normalcv  on  her  thirty-sixth  hospital  day 
(Fig.  2). 

On  February  22  a second  bone  marrow  aspiration 
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Fig.  3.  Low  ( A ) and  high  ( B ) magnification  of  bone  marrow  smear  on  February  22.  Previously  apparent 

maturation  arrest  was  no  longer  evident. 


Fig.  4.  Onychomadesis  of  nails. 


was  done  (Fig.  3).  This  preparation  revealed  some- 
what more  than  the  normal  number  of  cells.  Sec- 
tion showed  particles  which  were  of  normal  cellu- 
larity  considering  age  and  site.  They  were  about 
40  per  cent  fat  and  60  per  cent  hematopoietic.  The 
differential  count  showed  a marked  change  from 
that  on  February  18,  1956.  At  this  time  the  granu- 
locytic series  was  mature  and  greatly  increased 
numerically  (87  per  cent).  The  erythrocytic  series 
was  reduced  so  that  the  myeloid-erythroid  ratio  was 
now  above  normal  ( 12.4 : 1 ).  Occasional  plasma  cells 
persisted.  At  this  time  there  was  no  evidence  of 
the  maturation  arrest  indicated  previously.  From 
the  hematopoietic  standpoint  the  outlook  was  good. 

A platelet  count  on  February  22  was  130,000. 
Blood  transfusions  were  discontinued  on  this  date  as 
well  as  pentonucleotides.  Prednisone  was  reduced 
to  5 mg.  orally  every  six  hours.  Leucovorin  was 
continued  intramuscularly  daily.  On  February  23 
the  temperature  spiked  to  101  F.  rectally,  and  the 
patient  complained  of  pain  in  her  right  chest.  Ex- 
amination of  the  chest  revealed  dullness  in  the  right 
base  with  an  absence  of  audible  breath  sounds. 
Chest  x-ray  on  this  date  was  reported  as  follows: 
“Marked  elevation  of  the  right  hemidiaphragm 
noted.  There  is  obliteration  of  the  right  costophrenic 


sulcus  and  some  haziness  just  above  the  dome  of 
the  diaphragm.  The  appearance  of  the  haziness 
suggests  limited  accumulation  of  fluid.”  The 
marked  elevation  of  the  diaphragm  and  fluid  accumu- 
lation in  the  pleural  space  strongly  suggested  a sub- 
phrenic  abscess.  Clinically  on  February  23  the 
patient  showed  desquamation  of  both  hands  and 
feet,  resembling  that  following  scarlet  fever. 

Since  temperature  had  been  normal  for  forty- 
eight  hours,  leucovorin  was  discontinued  on  Febru- 
ary 25.  Prednisone  was  reduced  to  5 mg.  daily, 
and  reticulogen  was  also  discontinued.  An  x-ray 
of  the  chest  on  February  27  again  revealed  the  ele- 
vation of  the  right  hemidiaphragm.  The  haziness 
above  the  right  dome  of  the  diaphragm  was  now 
associated  with  a deep  cough,  and  the  appearance 
of  moist  rales  in  the  right  chest  suggested  a pneu- 
monic process.  Prednisone  was  discontinued  on 
March  5. 

On  March  4 the  patient  presented  a swelling  in  the 
left  infrascapular  region.  This  mass  was  not 
fluctuant  but  was  very  tender  to  palpation.  The 
skin  was  freely  movable  over  it.  Needle  aspiration 
of  this  swelling  revealed  pus.  The  culture  was 
later  reported  as  sterile.  On  March  13  the  patient 
had  a similar  swelling  on  the  anterior  aspect  of  her 
left  leg  which  became  very  tender  and  fluctuant. 
This  was  incised  and  drained,  and  culture  of  its  con- 
tents was  later  reported  as  sterile.  On  this  date 
the  tonsillar  exudate  had  finally  disappeared.  On 
March  17  Ilotycin  was  discontinued.  Clinically 
the  patient  now  presented  onychomadesis  of  nails  of 
both  hands  and  feet  (Fig.  4). 

On  March  20  a final  blood  count  revealed  erythro- 
cytes 4,070,000;  hemoglobin  88  per  cent  (13.7  Gm.); 
leukocytes  6,850  with  73  per  cent  neutrophils  and 
27  per  cent  lymphocytes,.  On  March  28  a chest 
x-ray  did  not  show  the  previously  mentioned 
residual  infiltration.  The  right  hemidiaphragm 
remained  somewhat  elevated  but  not  so  marked  as 
previously.  The  patient  was  discharged  as  cured  on 
the  forty-sixth  hospital  day. 
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Albany  Medical  College 


Department  Changes  Name— The  Department  of 
Public  Health  will  be  known  as  the  Department  of 
Community  Health.  The  change  in  name  reflects 
a greater  emphasis  on  field  study  in  Albany  and  sur- 
rounding communities.  Dr.  Herman  E.  Hilleboe, 
State  Health  Commissioner,  is  professor  of  epidem- 
iology and  community  health;  Dr.  Thomas  Hale, 
Jr.,  and  Dr.  Victor  N.  Tompkins  have  been  named 
associate  professors.  Others  appointed  to  the  staff 
are:  Dr.  Leonard  D.  Policoff,  assistant  professor; 
Drs.  John  W.  Abbuhl,  Milton  Aronowitz,  John  J. 
Bellizzi,  William  J.  Boland,  John  H.  Browe, 
Ferdinand  Haase,  William  Haddon,  Jr.,  Robert 
Sandroni,  and  Nicholas  Teresi  and  Douglas  Brown, 
Alexander  Rihm  and  Eilzabeth  Zweig  as  instructors; 
Appointed  as  associates:  Thomas  J.  Cudmore  and 
Dr.  George  M.  Warner.  Dr.  I.  Jay  Brightman  and 
Cynthia  Griffin  have  been  promoted  from  assistant 
to  associate  professors.  Drs.  John  J.  Bourke,  Mal- 
colm A.  Bouton,  Frederick  D.  McCandless,  Edward 
X.  Mikol,  John  J.  Powers,  John  W.  Runyan,  Ed- 
ward R.  Schlesinger,  Ralph  M.  Vincent,  Morris 
Weinstein,  and  Robert  P.  Whalen  have  been  named 
assistant  professors.  Albina  T.  Snarskis  has  also 
been  named  as  an  assistant  professor. 

Promoted — Department  of  Surgery — Dr.  James 
Dougherty,  Feura  Bush,  to  assistant  professor  of 
orthopedic  surgery;  Dr.  Edward  Kamen  to  assistant 
clinical  professor  of  orthopedic  surgery;  Dr.  John  A. 
O’Hern  to  assistant  professor  of  thoracic  surgery, 
and  Dr.  Fremont  C.  Peck,  Jr.  to  assistant  clinical 
professor  of  neurosurgery.  In  the  Department  of 
Medicine  and  Oncology:  Dr.  Doris  S.  Rome  to  in- 
structor in  medicine  and  oncology;  Dr.  Max  E. 
Moravec  to  instructor;  Drs.  William  H.  Conklin  and 
Frankly  n Hay  ford  to  instructors. 

Other  promotions  are:  Department  of  Bio- 

chemistry, Dr.  Richard  Peabody  as  assistant  pro- 
fessor; Department  of  Microbiology,  Dr.  Elizabeth 
L.  Hazen  to  associate  professor;  Department  of 
Pathology,  Drs.  Oksen  Acemoglu  and  Ram  Advani 
to  assistant  instructors;  Department  of  Neurology, 
Drs.  Kenneth  L.  Pratt  and  Paul  T.  Fukui  to  assistant 
instructors;  Department  of  Pharmacology,  Drs. 
Theodore  G.  Brown,  Jr.,  and  Robert  E.  Edwards  to 
lecturers;  Department  of  Anesthesiology,  Drs. 
Ofelia  Sanchez  and  Roy  Thurn  to  assistant  instruc- 
tors; Department  of  Obstetrics  and  Gynecology, 
Drs.  Lennart  A.  Carlson,  John  A.  Carrier,  Jose  F. 
Cunanan,  Joseph  R.  Gabriels,  and  Robert  V. 
O’Toole  to  assistant  instructors;  Department  of 


Pediatrics,  Drs.  Rollin  M.  Galster  and  Anthony  F. 
Mastrianni  to  assistant  instructors,  and  to  fellows, 
Drs.  Carl  W.  Janovsky  and  Masanobu  Umehara; 
Department  of  Psychiatry,  Ruth  Winkley  to  in- 
structor in  psychiatric  social  work;  Drs.  Lawrence 
Cheeley,  Reginald  E.  Fiske,  John  F.  Flynn,  and  Nina 
Magier  to  assistant  instructors;  and  Department  of 
Radiology,  Dr.  Mohammed  Ali  Amin  to  assistant 
instructor. 

Newly  Appointed  to  the  Faculty — Drs.  Irene 
Hrebeniak,  Mary  Elizabeth  Kent,  John  A.  Sumner, 
and  George  Vlahides  as  assistants  in  medicine;  Viv- 
ian Dylong  as  assistant  in  hematology;  Drs.  James 
Armstrong,  Arthor  Boyko,  James  A.  Hogan,  Joseph 
Honet,  Bruce  MacKay,  David  Pankin,  John  A. 
Poggi,  Alfio  Romano,  Robert  C.  Yates,  and  Francis 
Zacharewicz  as  assistant  instructors  in  medicine; 
Drs.  Johannes  Kylstra,  Robert  Rosenthal,  Thomas 
Shelley,  and  Phillip  Steinmetz  as  research  fellows, 
and  Carl  Edwards  as  research  associate. 

Also:  Dr.  John  L.  Berry,  instructor  in  urology; 
Dr.  Rasheed  A.  Affifi  as  an  assistant  instructor  in 
surgery;  Dr.  Oakley  M.  Frost  as  an  assistant  in- 
structor in  surgery;  Drs.  John  W.  Hostnik,  Melchor 
P.  Mallare,  and  Ralph  J.  Kaplan  as  assistant  in- 
structors in  surgery  and  assigned  to  the  surgical 
research  laboratory.  Drs.  Andrew  N.  Hefferman 
and  Paul  T.  Welch  as  assistant  instructors  in  plastic 
surgery;  and  Dr.  Mahmoud  Jahromi  as  an  assistant 
instructor  in  urology. 

To  Study  in  England — Dr.  Emanuel  M.  Bog- 
danove,  assistant  professor  of  anatomy,  is  spending 
the  1958-1959  academic  year  in  special  research  and 
study  under  Dr.  Geoffrey  W.  Harris,  a foremost  ex- 
pert on  hypothalamic-pituitary  interrelationships,  at 
the  Maudsley  Hospital,  University  of  London. 

Research  Papers  Presented — Dr.  Joseph  T. 
Doyle,  associate  professor  of  medicine  and  director, 
Cardiovascular  Health  Center,  and  Dr.  David  F. 
Brown,  assistant  in  medicine,  presented  papers  at 
the  Third  World  Congress  of  Cardiology  which  was 
held  in  Brussels,  September  14  to  21. 

Dr.  Doyle  presented  a paper  on  “Earty  Diagnosis 
of  Ischemic  (coronary)  Heart  Disease,”  and  Dr. 
Brown  presented  a paper  on  “Magnesium-Lipid 
Relationships  and  Atherosclerosis.”  Coauthors  of 
the  paper  with  Dr.  Doyle  are  Dr.  Herman  E.  Hille- 
boe, State  health  commissioner,  and  Dr.  Paul  F. 
Formel,  assistant  professor  of  medicine  and  associate 
director  of  the  Cardiovascular  Health  Center. 
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New  York  University  College  of  Medicine 


Scholarship — A $500  scholarship  for  research  and 
clinical  training  in  the  field  of  the  allergic  diseases 
was  awarded  to  Mr.  John  Robbins,  a third-year  stu- 
dent, by  the  Allergy  Foundation  of  America.  Mr. 
Robbins  spent  the  summer  working  under  the  super- 


vision of  Dr.  Chandler  A.  Stetson,  Jr.,  professor  and 
chairman,  Department  of  Pathology,  on  “Studies  of 
Antigen-Antibody  Reaction  Upon  the  Blood  Co- 
agulation Mechanism.”  Mr.  Robbins  has  been  a 
research  assistant  in  the  Department  of  Pathology. 


State  University  of  New  York  Downstate  Medical  Center 


Appointment — The  Lord  Cohen  of  Birkenhead 
was  appointed  as  a visiting  professor  of  medicine. 
He  served  from  September  10  to  September  30. 

Dr.  Arthur  R.  Sohval,  associate  attending  physi- 
cian and  lecturer,  Mount  Sinai  Hospital,  as  clinical 
associate  professor  of  medicine;  Dr.  Deryck  Dun- 
calf,  assistant  professor  of  anesthesiology;  Dr. 
Bernard  Schwartz,  assistant  professor  of  ophthal- 
mology; Dr.  Louis  J.  Lester,  clinical  assistant  profes- 
sor of  surgery,  and  Dr.  Samuel  Lewis  Dunaif,  clini- 
cal assistant  professor  of  psychiatry.  Dr.  Gedeon 
Eros,  as  associate  professor  of  pathology,  Royal 
Hungarian  University,  forced  to  leave  Hungary  in 
1939  and  has  been  giving  postgraduate  courses  in 
neuropathology  at  Columbia  University,  as  a clinical 
associate  professor  of  pathology;  Dr.  Robert  Jampel 
as  assistant  professor  of  medicine;  Dr.  David  Ehr- 
lich, consulting  roentgenologist  with  the  New  York 
City  Department  of  Health,  clinical  assistant  profes- 
sor of  radiolog3r;  Roald  N.  Grant,  chief  of  surgery 
and  head,  Department  of  Oncology,  U.S.  Naval 
Hospital,  St.  Albans,  clinical  assistant  professor  of 
surgery;  Dr.  Richard  Silberstein  as  clinical  assist- 
ant professor  of  psychiatry. 

Faculty  Promotions — Dr.  Herman  Witkin,  asso- 


ciate professor  of  psychiatry,  has  been  advanced  to 
full  professor.  Drs.  Milton  Plotz  and  Burton  Zoh- 
man,  clinical  associate  professors  of  medicine,  have 
been  raised  to  the  rank  of  clinical  professor.  Ad- 
vanced to  associate  professors  are  Dr.  Victor  J. 
Schenker,  assistant  professor  of  psychiatry,  and  Dr. 
Jackson  Stuckey,  assistant  professor  of  surgery. 
Clinical  associate  professorships  have  gone  to  Dr. 
Murray  N.  Friedman,  clinical  assistant  professor  of 
surgery;  Dr.  Barnett  Greene,  clinical  assistant  pro- 
fessor of  anesthesiology;  Drs.  Paul  Pedowitz  and 
Paul  T.  Topkins,  clinical  assistant  professors  of  ob- 
stetrics and  gynecology;  Dr.  Jerome  Schneck,  clini- 
cal assistant  professor  of  psychiatry;  and  Dr.  Abra- 
ham Schlossman,  clinical  assistant  professor  of 
ophthalmology.  Dr.  Robert  L.  Bell,  instructor  in 
neurosurgery,  and  Dr.  A.  Stark  Wolkoff,  instructor 
in  obstetrics  and  gynecology,  have  been  advanced  to 
assistant  professor.  Promoted  to  clinical  assistant 
professor  are  Drs.  Jules  Aaron,  Robert  Gordon,  and 
Carl  Tafeen,  clinical  instructors  in  obstetrics  and 
gynecology;  Dr.  E.  King  Morgan,  clinical  instructor 
in  urology;  and  Drs.  Felix  Silverstone,  Stanley  L. 
Wallace,  and  Morris  Zuckerbrod,  clinical  instructors 
in  medicine. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Appointed — Twelve  new  faculty  members  have 
been  appointed:  Dr.  Blair  V.  Jager,  associate  pro- 
fessor of  medicine;  Dr.  James  Dougherty,  associate 
professor  of  surgery;  Dr.  William  R.  Chaffee,  in- 
structor of  medicine;  Dr.  Joseph  F.  Finelli,  instruc- 
tor of  surgery  (urology) ; Dr.  Wilson  L.  Hunt,  clini- 
cal instructor  of  psychology  in  the  Department  of 
Psychiatry;  Dr.  Edward  S.  Sulzer,  instructor  of 
psychology;  and  Dr.  Robert  L.  Vick,  instructor  of 
physiology.  Dr.  Stephen  S.  Wang  as  teaching  and  re- 
search associate  in  the  Department  of  Preventive 
Medicine. 

Awarded — Dr.  Barbara  R.  Rennick,  assistant  pro- 


fessor of  physiology,  has  been  awarded  a Wellcome 
Foundation  traveling  fellowship  for  travel  in  Europe. 
She  left  September  1 and  visited  Nuffield  Institute 
for  Medical  Research,  Oxford,  England,  worked  in 
the  University  of  Uppsala,  Sweden,  Department  of 
Physiology,  and  in  the  period  of  six  weeks,  will  also 
visit  Karolinska  Institute,  Stockholm. 

Resigned — Dr.  Jane  Sands  Robb,  associate  pro- 
fessor of  pharmacology,  left  September  1 after  twenty- 
eight  years  of  service  on  the  faculty  to  accept  a posi- 
tion as  visiting  professor  of  pharmacology  at  Dart- 
mouth Medical  School,  Hanover,  New  Hampshire. 


Outside  show  is  a poor  substitute  for  inner  worth. — Aesop 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Annual  Health  Poster  Contest 


The  judges  of  the  Sixth  Annual  Health  Poster  Contest  are  shown  with  the  winning  poster  submitted  by 
George  Clinger.  The  judges  ( left  to  right)  were:  Dr.  Thurman  B.  Givan,  Mrs.  James  C.  Warfield,  Mrs.  E.  L. 
Jensen,  Miss  Natalie  E.  Lampman,  and  Dr.  John  N.  Dill.  ( Photo  by  Robert  T.  Duckworth) 


r I ’’he  annual  Health  Poster  Contest  has  been 
recognized  as  one  of  the  Auxiliary’s  more 
valuable  public  relations  projects.  The  invitations 
sent  to  all  school  principals  and  art  directors  have 
alw'ays  received  a tremendous  response. 

The  benefits  of  the  Health  Poster  Contest  are 
many.  Not  only  do  the  participating  students 
and  their  families  become  more  health  conscious, 
but  they  also  become  more  familiar  with  the  exist- 
ence of  the  Medical  Society,  the  Auxiliary,  and  the 
objectives  of  both  groups.  Promotion  of  the  Health 
Poster  Contest  and  the  accompanying  information 
on  the  Medical  Society  and  the  Auxiliary  efforts, 
with  regard  to  public  health  and  welfare  projects, 
aid  to  offset  the  unfair  and  sometimes  misleading 
statements  about  medicine  that  appear  from  time 
to  time  in  the  press.  Thus,  the  contest  helps  to 
regain  good  will  and  the  respect  of  those  who  may 
have  been  misled. 

The  Health  Poster  Contest  also  acquaints  students 
with  phases  of  preventive  medicine  with  which  they 
would  otherwise  have  no  contact.  In  addition, 
the  appeal  of  the  prizes  stimulates  a spirit  of  com- 
petitive good  sportsmanship. 

Doctors  and  friends  connected  with  the  public 
school  system  can  be  of  great  help  in  promoting 
the  contest  by  discussing  it  with  principals  and 
educators. 

The  Sixth  Annual  Health  Poster  Contest  was  a 


success;  more  than  7,000  posters  w'ere  entered. 
On  April  18  at  a luncheon  at  the  Westchester  County 
Medical  Society  headquarters,  the  Carl  and  Lily 
Pforzheimer  Building  in  Purchase,  the  judges 
awarded  the  top  contest  prize  to  George  Clinger, 
then  a twelfth  grader  at  Jamestown  High  School. 
The  judges  were:  Dr.  Thurman  B.  Givan,  Brooklyn, 
then  president  of  the  Medical  Society  of  the  State 
of  Newr  York;  Mrs.  James  C.  Warfield,  president 
of  the  Junior  Service  League  of  Hudson;  Mrs.  E. 
L.  Jensen,  Scarsdale,  leader  in  several  Westchester 
County  art  associations;  Miss  Natalie  E.  Lampman 
of  the  editorial  staff  of  McGraw'-Hill  Publications: 
and  Dr.  John  N.  Dill,  Yonkers,  then  president  of 
the  Westchester  County  Medical  Society. 

It  is  hoped  the  Seventh  Annual  Health  Poster 
Contest  will  be  an  even  bigger  and  better  success. 
The  cooperation  of  all  the  county  medical  societies 
and  all  Auxiliary  members  will  be  appreciated. 
It  is  our  aim  to  report  at  the  May,  1959  convention 
that  ever}'  county  medical  society  and  every  county 
auxiliary  participated  in  the  1958-1959  Health 
Poster  Contest. 

Mrs.  Sol  Axelrad,  Chairman 

State  Health  Poster  Contest 

8614  85th  Street, 

Woodhaven  21,  New  York 


Chaos  often  breeds  life , when  order  breeds  habit. — Henry  Brooks  Adams 
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Tim  H.  Auyong,  M.D.,  of  Endicott,  died  on  May 
8 at  the  age  of  sixty-three.  Dr.  Auyong  graduated 
in  1922  from  Syracuse  University  College  of  Medi- 
cine. 

Daniel  Milton  Brumfiel,  M.D.,  of  Saranac  Lake, 
died  on  August  20  at  the  age  of  sixty-eight.  Dr. 
Brumfiel  graduated  in  1924  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  an  attend- 
ing physician  at  Will  Rogers  Memorial  Hospital, 
General  Hospital  of  Saranac  Lake,  consulting 
physician  at  Placid  Memorial  (Lake  Placid)  and 
Alice  Hyde  (Malone)  Hospitals,  assistant  attending 
physician  at  Strong  Memorial  Hospital,  Rochester, 
and  consultant  in  internal  medicine  at  the  VA 
Hospital,  Sunmount.  Dr.  Brumfiel  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Trudeau  Society,  the 
Franklin  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maurice  Dratler,  M.D.,  of  Brooklyn,  died  on 
June  1 at  the  age  of  fifty-four.  Dr.  Dratler  re- 
ceived his  medical  degree  in  1933  from  the  University 
of  Vienna  and  interned  at  Jewish  Hospital  of 
Brooklyn.  He  was  a clinical  assistant  attending 
physician  at  Jewish  Hospital  of  Brooklyn.  Dr. 
Dratler  was  a member  of  the  New  York  Cardiologi- 
cal Society. 

Christine  Erbacher,  M.D.,  of  Buffalo,  died  on 
June  1 at  the  age  of  sixty-seven.  Dr.  Erbacher 
received  her  medical  degree  in  1936  from  the  Uni- 
versity of  Berlin. 

Nathan  Chandler  Foot,  M.D.,  of  New  York 
City,  died  on  September  4 at  the  age  of  fifty-one. 
Dr.  Foot  graduated  in  1907  from  Columbia.  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a consultant  in  surgical  pathology  at  New  York 
Hospital.  Dr.  Foot  was  a Diplomate  of  the  Ameri- 
can Board  of  Pathology  (Pathologic  Anatomy),  a 
Fellow  of  the  College  of  American  Pathologists,  and 
a member  of  the  American  Association  of  Patholo- 
gists and  Bacteriologists,  the  American  Society  for 
Experimental  Pathology,  the  American  Association 
for  Cancer  Research,  the  New  York  Academy  of 
Medicine,  the  New  York  Pathological  Society,  the 
New  York  State  Society  of  Pathologists,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Norman  Grandison  Gridley,  M.D.,  of  Horseheads, 
died  on  August  13  at  his  home  at  the  age  of  fifty-six. 
Dr.  Gridley  graduated  in  1929  from  the  University 
of  Buffalo  School  of  Medicine.  For  many  years  he 
was  health  officer  of  the  Village  of  Horseheads  and 
also  was  health  officer  for  the  Town  of  Horseheads, 
Town  of  Catlin,  Town  of  Veteran,  and  Village  of 
Millport,  and  school  doctor  of  the  Horseheads  Central 
School  District.  He  was  the  first  physician  from 
Chemung  County  to  begin  active  service  with  the 
Army  Medical  Corps  in  World  War  II.  Dr. 
Gridley  was  a member  of  the  Chemung  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Adolf  Hochwald,  M.D.,  of  Ray  Brook,  died  on 
August  31  at  the  Ray  Brook  State  Hospital  at  the 
age  of  fifty-one.  Dr.  Hochwald  received  his  medi- 
cal degree  from  the  University  of  Masaryk  in  1930. 
He  was  pathologist  at  Ray  Brook  State  Tuberculo- 
sis Hospital.  Dr.  Hochwald  was  a Diplomate  of 
the  American  Board  of  Pathology  (Pathologic 
Anatomy),  a Fellow  of  the  College  of  American 
Pathologists,  and  a member  of  the  American  Asso- 
ciation of  Pathologists  and  Bacteriologists,  the  New 
York  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

M.  Louise  Hurrell,  M.D.,  of  Saugerties,  died  at 
her  home  in  De  Bary,  Florida,  on  August  8 at  the 
age  of  eighty-seven.  Dr.  Hurrell  graduated  from 
the  University  of  Buffalo  School  of  Medicine  in  1902. 
During  World  War  I she  served  in  France  as  the 
head  of  the  American  Women’s  Hospital,  Unit  1, 
under  the  sanction  of  the  French  government,  and 
was  awarded  the  Croix  de  Guerre  with  Palm  and 
the  Medal  of  Epidemics  with  Palm  and  was  made 
an  honorary  citizen  of  France  by  the  French  Govern- 
ment. She  retired  in  1941  and  in  1952  was  honored 
by  the  Medical  Society  of  the  State  of  New  York  for 
fifty  years  of  medical  service.  Dr.  Hurrell  was  a 
member  of  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Hugo  Oswald  Klein,  M.D.,  of  Collingswood,  New 
Jersey,  formerly  of  New  York  City,  died  on  March 
7 at  the  age  of  eighty-seven.  Dr.  Klein  received  his 
medical  degree  in  1897  from  the  University  of  Kiel 
and  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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William  Arthur  Little,  M.D.,  of  Roscoe,  died  on 
March  14  at  the  age  of  forty-two.  Dr.  Little 
graduated  in  1942  from  Albany  Medical  College. 
He  was  an  adjunct  in  general  practice  at  Liberty- 
Loomis  Hospital,  Liberty.  Dr.  Little  was  an  As- 
sociate of  the  American  Psychiatric  Association  and 
a member  of  the  American  Group  Psychotherapy 
Association  and  the  American  Psychoanalytic  As- 
sociation. 

Alfred  Francis  Luhr,  Sr.,  M.D.,  retired,  of  Buffalo, 
died  on  August  4 in  St.  Mary’s,  Pennsylvania,  at 
the  age  of  seventy-eight.  Dr.  Luhr  graduated  in 
1905  from  Jefferson  Medical  College,  Philadelphia. 
He  was  honorary  ophthalmologist  at  Sisters  of 
Charity  Hospital  of  Buffalo  and  Emergency  Hospi- 
tal, and  chief  ophthalmologic  surgeon  at  Mercy 
Hospital.  Dr.  Luhr  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Buffalo  Ophthalmologic  Club, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Charles  Menger,  M.D.,  retired,  of  Kew 
Gardens,  died  at  Polyclinic  Hospital  on  August  19 
at  the  age  of  seventy.  Dr.  Menger  graduated  in 

1910  from  Long  Island  College  Hospital  Medical 
School.  He  was  a consultant  in  otolaryngology  at 
Evangelical  Deaconess  Hospital.  Dr.  Menger  was 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Monk,  M.D.,  of  the  Bronx,  died  on  July  26 
at  the  age  of  eighty-two.  Dr.  Monk  graduated  in 

1911  from  Fordham  LTniversity  School  of  Medicine. 
He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Mosher,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  New  York  City,  retired,  died  on  March 
5 at  the  age  of  seventy-one.  Dr.  Mosher  graduated 
in  1908  from  Cornell  University  Medical  College. 

Orman  Clarence  Perkins,  M.D.,  of  Brooklyn, 
died  on  August  18  in  Crawford  Notch,  New  Hamp- 
shire, at  the  age  of  sixty-five.  Dr.  Perkins  gradu- 
ated in  1921  from  Long  Island  College  Hospital 
Medical  School.  He  was  an  attending  neurologist 
at  Central  Islip  State  and  Caledonian  Hospitals, 
Lutheran  Medical  Center,  Brooklyn  State  and 
Creedmore  State,  and  a consultant  in  neurology  at 
Brooklyn  and  Bethany  Deaconess  Hospitals,  and 
Kings  County  Hospital  Center,  Jamaica,  Evangeli- 
cal Deaconess,  Methodist,  and  Veterans  Adminis- 
tration Hospitals,  consultant  in  neurology  and 


neurosurgery  at  Swedish  Hospital  in  Brooklyn,  and 
director  of  neurology  at  Long  Island  College  Hospi- 
tal and  Long  Island  College  Hospital  Outpatient 
Department.  He  was  a former  professor  of  neu- 
rology at  Long  Island  College  of  Medicine.  Dr. 
Perkins  was  a Fellow  of  the  American  College  of 
Physicians  and  of  the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  and  a member  of  the 
Association  for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  Brooklyn 
Neurological  Society,  the  Brooklyn  Psychiatric 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Carl  Plaut,  M.D.,  of  New  York  City,  died  on  April 
21  at  the  age  of  eighty-one.  Dr.  Plaut  received  his 
medical  degree  in  1901  from  the  University  of  Mu- 
nich. 


John  Asa  Post,  M.D.,  of  Buffalo,  died  on  May  9 
at  the  age  of  sixty-three.  Dr.  Post  graduated  in 
1919  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  attending  in  surgery  at  Millard 
Fillmore  and  St.  Francis  Hospitals.  Dr.  Post  was 
a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Abraham  Progebin,  M.D.,  of  Hempstead,  died  on 
September  2 at  the  age  of  seventy-five.  Dr.  Pro- 
gebin graduated  in  1908  from  Long  Island  College 
Hospital  Medical  School.  He  was  a consultant  in 
urology  at  Jewish  Hospital  of  Brooklyn.  Dr.  Pro- 
gebin was  a member  of  the  Nassau  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Adoniram  Judson  Quimby,  M.D.,  of  New  York 
City,  retired,  died  in  St.  Barnabas  Hospital  on 
August  24  at  the  age  of  eighty-three.  Dr.  Quimby 
graduated  in  1905  from  Ohio  Medical  College.  One 
of  the  leaders  in  the  use  of  x-ray  for  diagnosis  and 
treatment,  he  was  a former  director  of  the  Depart- 
ment of  Radiology  and  Roentgenology  at  Poly- 
clinic Hospital  where  he  set  up  its  first  x-ray  unit 
in  1910  and  in  the  same  year  became  one  of  the  first 
clinical  professors  of  radiology.  Dr.  Quimby  was  a 
Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology)  of  which  he  was  a founder,  an 
Associate  Fellow  of  the  American  College  of  Gas- 
troenterology, a Member  of  the  American  College 
of  Radiology,  and  belonged  to  the  American 
Roentgen  Ray  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  Roentgen  Society,  the  New 
York  Gastroenterological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

[Continued  on  page  3188] 
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[Continued  from  page  3186] 

Walter  B.  Rossman,  M.D.,  of  Albany,  died  on  May 
22  at  the  age  of  eighty-eight.  Dr.  Rossman  gradu- 
ated in  1892  from  Albany  Medical  College.  He 
was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Isidor  Jacob  Saffier,  M.D.,  of  Brooklyn,  died  on 
April  29  at  the  age  of  seventy-five.  Dr.  Saffier 
graduated  in  1910  from  New  York  Eclectic  Medical 
Institute. 

Adolph  Stem,  M.D.,  of  New  York  City,  died  in 
the  Lenox  Hill  Hospital  on  August  22  at  the  age  of 
seventy-nine.  Dr.  Stern  graduated  in  1903  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
American  Psychoanalytic  Association  of  which  he 
was  vice-president,  the  New  York  Academy  of 
Medicine,  the  New  York  Society  of  Clinical  Psy- 
chiatry, the  New  York  Psychoanalytic  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Siegfried  Tannhauser,  M.D.,  of  Buffalo,  died  in 
Deaconess  Hospital  at  the  age  of  sixty-one  on 
August  12.  Dr.  Tannhauser  received  his  medical 
degree  from  the  University  of  Freiburg  in  1922. 
He  was  pathologist  and  director  of  laboratories  at 
Deaconess  Hospital  and  assistant  professor  of 
pathology  at  the  University  of  Buffalo  School  of 
Medicine.  Dr.  Tannhauser  was  a Diplomate  of 
the  American  Board  of  Pathology  (Clinical  Pathol- 


ogy and  Pathologic  Anatomy),  a Fellow  of  the 
College  of  American  Pathologists,  and  a member  of 
the  American  Association  of  Pathologists  and 
Bacteriologists,  the  Buffalo  Academy  of  Medicine, 
the  New  York  State  Society  of  Pathologists,  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Walter  Truslow,  M.D.,  retired,  of  Brooklyn,  died 
on  August  19  at  the  age  of  eighty-seven.  Dr. 
Truslow  graduated  in  1895  from  Long  Island 
College  Hospital  Medical  School  and  interned  at 
St.  John’s  Hospital.  He  was  a founder  of  Camp 
Awosting,  a private  camp  for  boys  in  the  Shawan- 
gunk  Mountains.  Dr.  Truslow  was  a member  of 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Wayne  R.  Waterman,  M.D.,  of  Brooklyn,  died  on 
April  10  at  the  age  of  sixty-nine.  Dr.  Waterman 
graduated  in  1919  from  Eclectic  Medical  Institute, 
Cincinnati.  He  was  a member  of  the  New  York 
State  Homeopathic  Society. 

Franklin  M.  Weitz,  M.D.,  of  Buffalo,  died  on 
August  6 at  his  summer  home  in  Angola  at  the  age 
of  forty-nine.  Dr.  Weitz  graduated  in  1933  from 
the  University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  in  surgery  at  Mercy  Hospital  of 
which  he  was  immediate  past  president  of  the 
medical  staff.  Dr.  Weitz  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Hillside  Hospital  Issues  Booklet 


Hillside  Hospital  has  issued  an  information 
bulletin  about  the  philosophy  of  a mental  hospital 
and  its  relationship  to  its  patients  and  the  public. 
The  booklet  is  free  and  is  available  to  prospective 


patients,  physicians,  and  social  service  agencies. 
Copies  may  be  had  by  writing  to  Hillside  Hospital, 
Glen  Oaks,  Queens,  New  York.  Hillside  Hospital 
is  a nonprofit  and  nonsectarian  mental  hospital. 
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On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you've  seen 
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Physician  Given  Lifetime  Support — Dr.  John  V. 
Taggart,  Columbia  University  College  of  Physicians 
and  Surgeons,  has  been  chosen  as  one  of  the  re- 
search scientists  for  whom  the  American  Heart  Asso- 
ciation will  provide  support  during  their  productive 
lives.  Dr.  Taggart’s  studies  are  focussed  on  “trans- 
port mechanisms,”  the  problem  of  how  substances 
move  in  and  out  of  cells  and  especially  of  how  energy 
arising  from  the  metabolic  activity  of  the  cell  is 
involved  in  this  process. 

Essay  Contest — The  American  College  of  Chest 
Physicians  is  offering  three  cash  awards  to  winners 
of  the  1959  prize  essay  contest.  First  prize  will  be 
$500,  second  prize,  $300,  and  third  prize,  $200. 

The  contest  is  open  to  undergraduate  medical 
students  throughout  the  world.  Essays  may  be 
written  on  any  phase  of  the  diagnosis  and  treatment 
of  chest  diseases  (cardiovascular  or  pulmonary). 
The  contest  closes  on  April  15,  1959. 

For  application  and  further  information  write  to: 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  Illinois. 

Approved  for  Pulmonary  Disease  Training — 

Official  approval  of  J.  N.  Adam  Memorial  Hospital, 
Perrysburg,  New  York,  for  training  physicians  in 
pulmonary  diseases  has  been  announced  by  Dr. 
Richard  Nauen,  director  of  the  hospital. 

This  approval  was  granted  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  in  concurrence  with  the  Ameri- 
can Board  of  Internal  Medicine’s  subcommittee  on 
pulmonary  diseases.  Physicians  completing  a year 
of  residency  training  at  J.  N.  Adam  Hospital  in  this 
special  field  may  now  count  this  as  part  of  the  three 
years  of  special  training  required  of  candidates  for 
certification  by  the  American  Board  of  Internal 
Medicine. 

Postgraduate  Course  on  Arthritis — The  Univer- 
sity of  Buffalo  School  of  Medicine  will  hold  a two- 
day  postgraduate  course  on  arthritis,  October  1 
and  2.  The  course  will  cover  recent  advances  in 
the  therapy  of  arthritis,  including  evaluation  of  the 
newer  drugs  and  the  use  of  physical  therapeutic 
and  rehabilitation  technics. 

Monroe  County  Health  Department — Establish- 
ment of  a county  health  department  in  Monroe 
County  has  been  approved  by  Dr.  Herman  E.  Hille- 
boe,  State  Health  Commissioner.  The  county 
health  department  was  requested  by  the  Monroe 
County  Board  of  Supervisors. 

Monroe  is  the  twentieth  county  to  set  up  a health 
department  and  the  fourteenth  since  the  1946  re- 


vision of  the  Public  Health  Law  increasing  State 
aid  for  such  units  to  75  per  cent  of  the  first  $100,000 
spent  for  health  purposes,  and  50  per  cent  of  expend- 
itures in  excess  of  that  figure.  Under  the  previous 
law  county  health  departments  received  a flat  50 
per  cent  of  all  expenditures  for  public  health. 

Course  for  General  Practitioners — A three-ses- 
sion course,  without  fee,  for  general  practitioners  on 
the  “Practical  Applications  of  Electrolyte  and  Fluid 
Balance”  has  been  arranged  by  the  Committee  on 
Medical  Education  of  the  New  York  Academy  of 
Medicine.  The  course  is  approved  by  the  New  Y ork 
State  Chapter  of  the  American  Academy  of  General 
Practice  for  its  members  for  five  hours  of  credit, 
Category  I. 

The  course  will  be  given  at  the  New  York  Academy 
of  Medicine  on  Thursdays  from  9 to  10:30  p.m.  on 
October  23,  November  20,  and  December  18.  Ad- 
vance registration  is  required.  Dr.  E.  Hugh 
Luckey,  The  New  York  Hospital-Cornell  Medical 
Center,  Dr.  Norman  Deane,  New  York  University- 
Bellevue  Medical  Center,  and  Dr.  Henry  T.  Ran- 
dall, Memorial  Center  for  Cancer  and  Allied  Dis- 
eases, will  be  chairmen  of  the  course. 

For  additional  information  write  to:  Secretary, 

Committee  on  Medical  Education,  The  New  York 
Academy  of  Medicine,  2 East  103  Street,  New  York 
29,  New  York. 

Doctors’  Orchestras — During  the  month  of  May 
the  two  physicians’  orchestras  in  Greater  New  York 
performed  the  final  concerts  of  the  1957- 
1958  season. 

On  the  23rd  the  Brooklyn  Doctors’  Symphony,  of 
which  Dr.  Maurice  Yuppa  is  president,  played  for 
the  benefit  of  the  Physicians’  Home  at  the  Brooklyn 
High  School  of  Homemaking.  The  Orchestral 
Society  of  New  York,  of  which  Dr.  Alfred  E.  Mam- 
elok  is  president,  performed  at  Town  Hall  on  the 
28th  for  the  benefit  of  the  National  Cystic  Fibrosis 
Research  Foundation. 

Physicians,  dentists,  nurses,  and  members  of  al- 
lied professions  are  invited  to  become  members  of 
these  organizations.  For  details  contact  Dr. 
Benjamin  A.  Rosenberg,  909  President  Street, 
Brooklyn,  New  York.  Telephone  NEvins  8-2370. 

New  Booklet  on  Strokes — A new  booklet  entitled 
“Strokes,  a Guide  for  the  Family,”  has  been  pub- 
lished by  the  American  Heart  Association  and  its 
affiliates.  It  was  prepared  primarily  for  those  who 
live  with  or  care  for  the  stroke  patient.  Copies  of 
this  booklet  are  available  from  local  heart  associa- 
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tions  or  from  the  New  York  State  Heart  Assembly, 
105  East  22nd  Street,  New  York  10,  New  York. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education  Foun- 
dation for  the  month  of  July  were:  Albany:  Dr. 

Quinton  J.  Bianchine;  Bronx:  Drs.  James  J. 
McLean  and  Daniel  J.  Pisano;  Brooklyn:  Drs. 

Louis  C.  Barricelli,  Karl  A.  Kreag,  and  B.  Trichter; 
Buffalo:'  Drs.  John  D.  Naples,  Robert  W.  O’Connor, 
Robert  V.  Rack,  and  John  W.  Zerkowski;  East 
Williston:  Dr.  Edward  E.  Hollander ; Flushing:  Dr. 
Eugene  B.  Epstein;  Greene:  Dr.  James  A.  Gilroy; 
Kingston:  Drs.  John  A.  Cooke,  Philip  W.  Goldman, 

and  John  B.  Krom;  Levittown:  Dr.  Gilbert  A.  Le 


Blanc;  Mt . Vernon:  Dr.  Francis  X.  Morrone; 

Newburgh:  Dr.  Alfio  J.  Romano;  New  York  City: 
Drs.  Albert  A.  Cinelli,  Monroe  Cole,  Barnet  Delson, 
Charles  J.  Gubitose,  Vincent  J.  Morrissey,  Jacques 
L.  Sherman,  Jr.,  Paul  R.  Torrens,  and  F.  J.  Wertz: 
Norwood:  Dr.  James  P.  Smith;  Oneida:  Dr.  Rich- 
ard B.  Cuthbert;  Pelham  Manor:  Dr.  Edward  P. 

Bergin;  Rochester:  Dr.  F.  A.  Dobrzynski;  Rocka- 

way  Park:  Dr.  Burton  F.  Salpeter;  Rome:  Dr.  F. 

K.  Reid;  South  Nyack:  Dr.  Edward  B.  Leahey; 

Staten  Island:  Dr.  Joseph  V.  Pennino;  Utica:  Drs. 

Irene  E.  McFaul  and  Samuel  T.  Rubino;  Valley 
Stream:  Dr.  Richard  T.  Darby;  Wantagh:  Dr.  E. 

G.  Stache;  Wappingers  Falls:  Dr.  Albert  R.  Sca- 

furi;  Watertown:  Dr.  George  S.  Sturtz;  Whitestone: 
Dr.  William  F.  Sharkey;  Yonkers:  Drs.  Andrew  J. 

Damin  and  A.  A.  Morrone. 


Personalities 


Retired 

Dr.  Evan  W.  Thomas,  from  his  post  with  the 
State  Health  Department  on  September  1. 

Honored 

Dr.  Robert  J.  Maichle,  Dansville,  on  his  50th 
anniversary  in  the  medical  profession,  with  a dinner 
given  by  the  Livingston  County  Medical  Society. 

Relocated 

Dr.  Edwin  L.  Harmon  has  left  his  position  as 
director  of  Grasslands  Hospital  to  become  medical 
director  of  the  Michigan  Hospital  Service,  a Blue 
Cross  organization,  effective  October  1. 


Speakers 

Dr.  Edgar  M.  Bick,  New  York  City,  September  2 
through  5,  in  Mexico  City,  delivering  a course  of 
lectures  entitled  “Fractures  in  the  Aged”.  . .Dr. 
Arthur  Linksz,  New  York  City,  delivering  the  Ed- 
ward Jackson  Memorial  Lecture  before  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
in  Chicago. 

Appointed 

Dr.  Henry  S.  Waters,  Penn  Yan,  to  the  board  of 
trustees  of  Keuka  College.  . .Dr.  Johan  Winsser, 
Slingerlands,  to  the  position  of  assistant  director  of 
the  Nassau  County  Health  Department’s  Division 
of  Laboratories. 


MEDICAL  MEETINGS 


Conference  on  Proctoscopy  in  Industry 

A means  by  which  the  incidence  of  rectal  cancer 
could  be  drastically  reduced,  particularly  among 
workers  in  industries  and  business  which  have  their 
own  industrial  medical  departments,  will  be  demon- 
strated at  a conference  on  “Proctoscopy  in  Indus- 
try” sponsored  by  the  New  York  State  Society  of 
Industrial  Medicine  at  the  New  York  University 
Club  on  October  1.  The  conference  has  been  made 
possible  through  a grant  by  the  C.  B.  Fleet  Com- 


pany, Lynchburg,  Virginia. 

The  simplicity  of  proctoscopy  will  be  demon- 
strated at  the  meeting  by  Dr.  John  C.  Hill,  staff 
proctologist  at  the  Mayo  Clinic  and  assistant  pro- 
fessor of  proctology  at  the  University  of  Minnesota 
Medical  School. 

Dr.  Thomas  Rigney,  New  York  City,  senior 
physician  for  the  Standard  Oil  Company  of  New 
Jersey,  will  outline  new  methods  of  preparation 
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which  have  enabled  him  to  perform  more  than  1,000 
proctoscopies  efficiently  and  quickly  in  his  industrial 
clinic.  Dr.  David  H.  Goldstein,  professor  of  in- 
dustrial medicine,  New  York  University  College  of 
Medicine  and  president  of  the  Society  will  chair  the 
meeting  and  Dr.  Raymond  Murray,  medical  direc- 
tor of  the  Sperry  GjToscope  Company  and  Dr. 
Harry  Tebrock,  medical  director  of  Sjdvania  Elec- 
tric Products,  Inc.,  both  of  New  York  City,  will 
serve  as  panelists. 

For  further  information  contact  Dr.  Anthony  A. 
Mira,  chairman  of  the  Educational  Committee  of 
the  Society  and  director  of  the  Bureau  of  Industrial 
Medicine  of  the  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York  17,  New  York. 

Montefiore  Hospital  Conferences 

The  following  conferences  are  scheduled  to  be  held 
at  Montefiore  Hospital. 

Monday,  October  6 and  13:  8 a.m.,  surgical,  9 

a.m.,  pathology  (neoplastic);  1:30  p.m.,  attending 
rounds  (neoplastic);  3 p.m.,  clinical  medicine. 

Tuesday,  October  7 and  14:  12:30  p.m.,  electro- 
cardiography; 4 p.m.,  cardiovascular  surgical. 

Wednesday,  October  1,  8,  and  15:  8:30  a.m., 
alternating  rounds  (neoplastic);  1:30  p.m.,  grand 
rounds  (neoplastic);  3 p.m.,  clinical,  medical, 
pathologic. 

Thursday,  October  2,  9,  and  16:  8:30  a.m.,  radi- 

ology, pathology;  9 a.m.,  alternating  rounds  (neo- 
plastic); 1:30  p.m.,  attending  rounds  (neoplastic); 
1 : 30  p.m.,  diagnostic  radiology;  3 p.m.,  gastroenter- 
ology; 3:30  p.m.,  physical  medicine  and  neurology. 

Friday,  October  3,  10,  17:  9:30  a.m.,  neurology 
staff;  1:30  p.m.,  attending  rounds  (neoplastic); 
3 p.m.,  guest  lecture  (neoplastic);  3 p.m.,  derma- 
tology. 

All-Day  Symposium  on  Diabetes 

“The  Brain  and  Diabetes  Mellitus”  will  be  the 
subject  of  the  sixth  all-day  symposium  sponsored 
by  the  Clinical  Society  of  the  New  York  Diabetes 
Association,  Inc.,  to  be  held  Friday,  October  10,  at 
Hunter  College  Playhouse  Auditorium,  New  York 
City. 

This  symposium  is  supported  by  grant-in-aid 
from  Chas.  Pfizer  & Co.  Inc.  Physicians,  medical 
students,  and  other  professional  personnel  interested 
in  diabetes  are  invited  to  attend.  Advance  regis- 
tration is  required  and  may  be  made  by  calling  or 
writing  the  New  York  Diabetes  Association,  104 
East  40th  Street,  New  York  16,  New  York.  Ad- 
mission will  be  by  ticket  only.  There  is  no  regis- 
tration fee. 

Brooklyn  Academy  of  General  Practice 

There  will  be  a meeting  of  the  Brooklyn  Academy 
of  General  Practice,  October  16,  at  the  Kings  County 
Medical  Society  Building,  1313  Bedford  Avenue, 


Brooklyn. 

The  speaker  for  the  evening  will  be  Dr.  Paul  A. 
Bunn,  professor  of  medicine,  State  University  of 
New  York  College  of  Medicine  Upstate  Medical 
Center,  who  will  discuss  “Practical  Office  Manage- 
ment of  Resistant  Infections.” 

Seminar  in  Immunohematology 

A two-dav  seminar  in  blood  banking  and  im- 
munohematology will  be  held  at  the  Royal  Victoria 
Hospital,  Montreal,  Quebec,  October  16  through  17. 
The  seminar  is  being  conducted  by  the  Ortho  Re- 
search Foundation  and  is  designed  to  demonstrate 
the  newest  technics  and  to  discuss  recent  advances 
on  the  subject.  The  program  will  be  the  same  on 
both  days.  There  is  no  registration  fee. 

Those  interested  should  write  to  the  Post-Gradu- 
ate Board,  Royal  Victoria  Hospital,  Montreal,  indi- 
cating their  choice  of  dates. 

Joint  Meeting  on  Cardiovascular  Disease 

A program  which  includes  a symposium  on  “Ge- 
netic Factors  in  Cardiovascular  Disease,”  and  panels 
on  the  subject  of  arteriosclerosis  will  be  presented 
jointly  by  the  American  Society  for  the  Study  of 
Arteriosclerosis  and  the  American  Heart  Association 
at  the  American  Heart  Association’s  Scientific 
Sessions  in  San  Francisco,  October  24  through  26. 

New  York  physicians  participating  are  Drs. 
David  Adlersberg,  Richard  H.  Osborne,  and  May  G. 
Wilson. 

Symposium  on  Diabetes  Mellitus 

The  New  Jersey  Diabetes  Association  in  cooper- 
ation with  the  New  Jersey  State  Department  of 
Health  will  present  its  sixth  annual  symposium  on 
“Diabetes  Mellitus”  on  October  29.  The  sym- 
posium will  be  held  in  the  Harrison  S.  Martian d 
Medical  Center,  116  Fairmount  Avenue,  Newark. 

Dr.  Walter  Redisch,  associate  professor  of  clinical 
medicine,  New  York  University  College  of  Medicine, 
will  discuss  “The  Relationship  Between  Diabetes  and 
Obliterative  Arteriosclerosis.” 

For  further  information  contact  Dr.  Arthur 
Krosnick,  Coordinator,  Diabetes  Control  Program, 
State  of  New  Jersey  Department  of  Health,  Trenton 
7,  New  Jersey. 

Civil  Defense  Conference 

The  ninth  annual  County  Medical  Societies 
Civil  Defense  Conference  will  be  held  November  8 
through  9 in  Chicago  at  the  Morrison  Hotel. 

Dr.  Gunnar  Gundersen,  AM  A president,  will 
speak  on  the  subject,  “The  Profession’s  Respon- 
sibilities in  Civil  Defense.”  Officials  of  the  newly 
created  Office  of  Civil  and  Defense  Mobilization  will 
report  on  the  expanding  role  of  the  Federal  govern- 
ment’s defense  program  and  the  medical  and  health 
aspects  of  civil  defense  as  they  pertain  to  the  new 
program. 
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MONTH  IN  WASHINGTON 


\\7~hen  the  Congress  that  is  elected  in  November 
^ * goes  to  work  next  January  7,  it  will  have  before 
it  a half  dozen  important  health-medical  issues  that 
the  last  Congress  took  some  interest  in  but  didn’t 
resolve.  They  include  hospitalization  under  Social 
Security,  tax  deferment  on  annuities,  loans  and 
mortgage  guarantees  for  hospitals  and  nursing  homes, 
aid  to  medical  schools,  and  amendment  of  Veterans 
Administration’s  hospitalization  procedures. 

The  issue  of  hospitalization  under  Social  Secu- 
rity— the  Forand  bill  principle — will  come  into  the 
spotlight  shortly  after  the  new  session  starts.  Under 
instructions  from  the  House  Ways  and  Means  Com- 
mittee, the  Department  of  Health,  Education,  and 
Welfare  will  complete  a study  on  the  problems  of 
financing  hospital  care  for  the  aged  before  next 
February  1.  Some  study  of  medical  costs  also 
may  be  included. 

Decision  to  move  ahead  with  a study  of  medical 
care  costs  for  the  aged  was  reached  by  the  committee 
at  the  same  time  it  excluded  the  Forand  idea  from 
the  Social  Security  bill  enacted  during  the  summer. 
HEW  was  told  to  pay  particular  attention  to  the 
possibility  of  increasing  OASI  taxes,  and  with  the 
money  purchasing  health  insurance  (nonprofit  or 
commercial)  to  take  effect  on  retirement  or  disability. 
This  would  differ  from  the  Forand  plan  in  that  health 
care  would  be  financed  through  insurance  and  not 
paid  for  directly  by  the  Federal  government. 

The  Keogh  bill  to  allow  doctors  and  other  self- 
employed  to  defer  income  taxes  on  money  put  into 
retirement  funds  passed  the  House  with  very  little 
opposition  but  encountered  difficulty  in  the  Senate. 
It  was  defeated  there  in  the  closing  days  under 
unusual  circumstances.  Policy  committees  of  both 
parties  decided  to  oppose  the  bill  as  too  costly,  and 
the  vote  came  in  the  course  of  a complicated  legis- 
lative maneuver  that  could  not  be  used  as  a test 
of  whether  individual  Senators  favored  or  opposed 
the  bill  itself. 

Keogh  bill  sponsors,  however,  are  encouraged  that 
32  Senators  resisted  official  party  instructions  and 
stayed  with  the  pension  plan.  They  are  confident 
that  next  year  under  more  favorable  legislative 
circumstances  the  measure  will  clear  the  Senate. 

An  effort  was  made  late  in  the  session  to  authorize 
grants  to  medical  schools  for  building  and  equipping 
teaching  as  well  as  research  facilities.  The  bill 
extending  the  research  grants  program  also  would 
have  allowed  use  of  the  grants  for  “multipurpose” 
structures  (teaching  and  research)  if  emphasis  were 
on  research.  However,  for  fear  this  change  would 
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hold  up  the  simple  extension  bill,  it  was  dropped  off 
before  the  bill  reached  the  House  floor.  Sponsors 
of  aid  to  medical  education  will  be  back  next  year 
and  campaign  on  this  issue  alone. 

Legislation  for  U.S.  guarantee  of  nursing  home 
mortgages,  strongly  supported  by  the  American 
Medical  Association,  fell  by  the  wayside  in  the 
House  during  the  closing  hours  of  the  session,  after 
having  cleared  the  Senate  with  no  trouble  whatever. 
This  also  will  be  pushed  next  year  and  may  have  a 
better  chance  of  passage  because  of  the  growing 
emphasis  on  need  for  solving  the  problems  of  the 
aged. 

Far  too  late  for  passage,  Chairman  Olin  Teague’s 
House  Veterans  Affairs  Committee  reported  out  a 
bill  that  would  make  a number  of  changes  in  VA 
hospitalization  procedures,  liberalizing  some  and 
tightening  up  on  others.  The  bill  also  wrould  require 
VA  to  open  5,000  beds  over  which  Mr.  Teague  and 
VA  Administrator  Whittier  have  been  squabbling 
for  months,  the  latter  maintaining  that  the  beds 
aren’t  needed.  That  issue  still  is  unresolved,  inas- 
much as  the  bill  didn’t  pass. 

Congress  did  roll  out  a sizable  list  of  medical- 
health  laws.  It  ordered  the  calling  of  a 1961  White 
House  Conference  on  the  Aging,  gave  Food  and  Drug 
Administration  authority  to  enforce  its  pretesting 
standards  on  foods  to  which  chemicals  and  other 
substances  have  been  added,  authorized  loans  as  w'ell 
as  grants  under  the  Hill-Burton  program,  authorized 
grants  for  the  country’s  schools  of  public  health 
and  for  civil  defense  purposes,  raised  military  and 
VA  physicians’  pay,  and  required  labor  and  man- 
agement health  and  welfare  plans  to  make  reports 
and  open  up  their  books  for  inspection  by  members. 

American  Medical  Association  was  able  to  per- 
suade the  Department  of  Defense  and  the  admin- 
istration to  retain  the  post  of  Assistant  Secretary 
(health  and  medical)  in  the  reorganization  of  the 
Department. 

In  legislation  passed  by  Congress  to  bring  about 
the  reorganization,  one  of  the  assistant  secretary 
posts  would  have  been  eliminated,  and  the  medical 
assistant  was  marked  for  dowmgrading.  However, 
Secretary  McElroy  eventually  announced  that  the 
position  would  be  continued. 

Even  before  Congress  adjourned,  it  was  clear 
that  trouble  was  in  sight  for  Medicare  because  of 
inadequate  appropriations  and  instructions  from 
Congress  not  to  exceed  the  appropriation.  To  keep 
wdthin  the  limitation,  if  possible,  Defense  Depart- 
ment was  channelling  many  thousands  of  service 
families  to  military  facilities,  and  at  the  same  time 
limiting  the  scope  of  care  permitted  in  civilian 
facilities. 
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{The  following  books  were  received  during  the  month  of  July,  1958 ) 


The  Physiology  and  Pathology  of  the  Cerebellum. 

By  Robert  S.  Dow,  M.D.  and  Giuseppe  Moruzzi, 
M.D.  Quarto  of  675  pages,  illustrated.  Minneapo- 
lis, The  University  of  Minnesota  Press.  1958. 
Cloth,  $12.50. 

Technical  Editing.  By  B.  H.  Weil.  Duodecimo 
of  278  pages,  illustrated.  New  York,  Reinhold  Pub- 
lishing Co.  1958.  Cloth. 

Pye’s  Surgical  Handicraft.  By  Hamilton  Bailey, 
M.D.  17th  ed.  Octavo  of  814  pages,  illustrated. 
Baltimore,  Williams  and  Wilkins  Co.  1957. 
Cloth,  $10. 

Alcoholism.  By  Arnold  Z.  Pfeffer,  M.D.  Duo- 


decimo of  98  pages.  New  York,  Grune  & Stratton, 
1958.  Cloth. 

Diseases  of  the  Esophagus.  By  J.  Terracol,  M.D. 
and  Richard  H.  Sweet,  M.D.  Quarto  of  682  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co.  1958. 
Cloth,  $20. 

The  Medical  Clinics  of  North  America.  Sym- 
posium from  the  Mayo  Clinic.  Circulatory  Diseases. 
July,  1958.  Octavo  of  1162  pages,  illustrated. 
Cloth,  $18  per  year. 

Information  and  Communication  Practice  in  In- 
dustry. By  T.  E.  R.  Singer.  Octavo  of  304  pages, 
illustrated.  New  York,  Reinhold  Publishing  Co. 
1958.  Cloth. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


BOOKS  REVIEWED 


Erythroblastosis  Fetalis  Including  Exchange 
Transfusion  Technic.  By  Fred  H.  Allen,  Jr., 
M.D.,  and  Louis  K.  Diamond,  M.D.  Duodecimo  of 
143  pages,  illustrated.  Boston,  Little,  Brown  & 
Co.,  1958.  Cloth,  $4.00. 

This  is  an  instructive  and  readable  booklet  by 
two  of  the  leading  workers  in  the  field,  who  not  only 
helped  to  develop  the  technic  of  exchange  transfu- 
sion, but  also  pointed  out  the  importance  of  treating 
bilirubinemia  in  order  to  prevent  brain  damage  in 
erythroblastotic  babies.  Those  charged  with  the 
responsibility  of  treating  erjdhroblastotic  babies 
will  profit  from  studying  this  book,  and  if  the  advice 
given  by  the  authors  is  followed  the  lives  of  many 
babies  will  be  saved. 


It  is  the  duty  of  the  reviewer,  however,  to  point 
out  certain  shortcomings  of  this  book,  the  chief  be- 
ing that  it  is  limited  to  the  authors’  own  experience, 
and  disregards  the  important  contributions  of  other 
leading  workers  in  the  field.  An  outstanding  omis- 
sion is  the  failure  to  describe  or  even  mention  the 
radial-artery /saphenous- vein  technic  of  exchange 
transfusion.  This  method  antedates  the  umbilical 
catheter  method,  and  while  the  radial-artery /- 
saphenous-vein  technic  requires  more  technical 
skill,  it  is  much  safer.  Moreover,  in  the  hands  of 
trained  workers,  there  have  been  no  technical 
failures.  It  has  been  found  that  by  removing  part 
of  the  citrated  plasma  from  the  donor’s  blood  so  as 

[Continued  on  page  3201  ] 
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FOR  LEG  FATIGUE  AND  MILD  VARICOSITIES 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Supp-hose  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  appearance. 

SO  MANY  WOMEN  COMPLAIN  ABOUT  LEG  FATIGUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  eases  this  leg  fatigue  and 

KAYSER-ROTH  HOSIERY  COMPANY.  Inc., 


gives  gentle  support  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKING! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stockings.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-hose  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 

3 Madison  Avenue,  N.  Y.  16,  N.  Y.  Sold  in  Canada. 
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IN  CONSTIPATION 

TO  SOFTEN  STOOLS  WITHOUT  TISSUE  DEHYDRATION 
AND  MAKE  THEM  MOVE  WITHOUT  STRAINING 


SOFTENS  FECES 


KONDREMUL! 

COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS  [ patlCh  ) 


ADDS  FORMED  BULK 


EASES  EVACUATION 


•Unique  encapsulation  of 
millions  of  minute  oil 
globules  by  Irish  moss 
assures  complete  pene- 
trant diffusion  in  stools. 


PROVEN  SAFE...  EFFECTIVE  • IN  PREGNANCY  • IN 
CHILDHOOD  • IN  MIDDLE-AGED  PATIENTS  . IN  ELDERLY 
PATIENTS  • THROUGH  MORE  THAN  25  YEARS  OF  USE 

available  in  three  pleasant-tasting  formulas: 
for  the  average  patient 

KONDREMUL  (Plain) 

containing  55%  mineral  oil.  Bottles  of  1 pint. 

for  more  hypotonic  cases 

KONDREMUL  WITH  CASCARA 

0.66  Gm.  non-bitter  Ext.  Cascara  per  tablespoonful. 

Bottles  of  14  fl.oz. 

for  more  resistant  constipation 

KONDREMUL  WITH  PHENOLPHTALEIN 

0.13  Gm.  (2.2  gr.)  phenolphthalein  per  tablespoonful. 

Bottles  of  1 pint. 
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to  yield  blood  with  a hematocrit  of  0.5,  and  by  using 
2 units  of  blood  instead  of  one  routinely  in  severely 
affected  babies,  the  need  for  repeating  the  procedure 
many  times  can  be  avoided.  By  the  radial-artery /- 
saphenous- vein  technic  it  is  just  as  easy  and  safe 
to  give  2 units,  as  to  give  one,  where  more  blood  is 
required. 

The  book  repeats  the  erroneous  assertion  that  the 
maternal  Rh  antibody  titer  may  rise  during  the 
pregnancy  even  though  the  fetus  is  Rh  negative, 
and  the  erroneous  claim  that  female  donors  give 
superior  results,  despite  the  existence  in  the  scien- 
tific literature  of  ample  evidence  to  the  contrary. 
Finally,  the  use  of  the  C-D-E  notations,  despite  the 
publication  of  a report  by  the  Committee  of  Medico- 
legal Problems  of  the  American  Medical  Association 
which  points  out  the  fallacies  of  these  notations,  and 
recommends  the  exclusive  use  of  the  original  Rh-Hr 
nomenclature,  is  disheartening.  When  two  leading 
workers  in  the  field  like  Allen  and  Diamond  find  so- 
called  simplicity  preferable  to  scientific  accuracy,  it 
is  not  surprising  that  so  much  confusion  and  mis- 
understanding is  prevalent  among  other  workers  in 
this  field. — A.  S.  Wiener 

Ulcerative  Colitis.  By  Harry  E.  Bacon,  M.D. 
Quarto  of  395  pages  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1958.  Cloth,  $15. 

Experience  with  over  400  patients  wdth  chronic 
ulcerative  colitis  covering  a period  of  sixteen  years 
thoroughly  qualifies  the  author  to  write  with  au- 
thority on  the  subject.  The  author  states  that  the 
results  achieved  by  even  expert  medical  and  psy- 
chiatric care  have  been  unimpressive,  and  his  major 
criticism  is  that  these  experts  are  content  with  con- 
trol of  the  disease  though  knowing  the  limitations  of 
such  control.  Regarding  the  role  and  responsibility 
of  the  psychiatrist,  the  essayist  has  very  definite 
opinions  and  expresses  them  quite  firmly.  He 
acknowledges  that  the  disease  generally  assumes  a 
form  that  responds  to  conservative  measures,  but  he 
is  thoroughly  convinced  that  in  the  group  of  ap- 
proximately 20  to  30  per  cent  of  patients  with  more 
severe  manifestations,  procrastination  and  the  be- 
lated inauguration  of  surgery  leads  to  increased  mor- 
bidity and  mortality. 

There  is  a comprehensive  chapter  on  the  radical 
surgical  procedures.  Seven  types  of  operations  are 
described  in  detail.  Ileostomy  construction  and 
care  are  discussed  in  minutest  detail,  even  to  the 
point  of  providing  a four-page  list  of  equipment  com- 
mercially available,  and  of  manufacturers  and  dis- 
tributors. 

The  text  is  presented  in  clear,  concise  language. 
In  addition  to  an  excellent  subject  index  there  is  an 
author’s  index.  The  illustrations  as  a whole  are  ex- 
cellent, and  those  depicting  steps  of  operations  are 
remarkabty  clear.  The  printing  is  all  that  could 
be  desired. 

A foreword  by  Doctor  Alton  Ochsner  sums  up  the 
value  of  this  book  most  adequately. 

This  excellent  volume  should  prove  to  be  of  im- 
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mense  practical  value  to  practitioners  of  medicine 
who  are  interested  in  chronic  ulcerative  colitis. 
Our  medical  libraries  would  be  richer  sources  of  in- 
formation if  it  were  possible  to  fill  their  racks  with 
medical  monographs  comparable  to  this. — A.  W. 
Martin  Marino 

From  Witchcraft  to  World  Health.  By  S.  Leff, 
M.D.,  and  Vera  Leff.  Octavo  of  236  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1956.  Cloth,  $4.50. 

The  authors  doubtless  justify  yet  another  short, 
readable,  but  hardly  distinctive  chronicle  of  medicine 
through  the  concept  of  a special  mission  to  describe 
and,  not  unlikely,  to  implement  the  evolution  of 
social  medicine.  However,  usually  envisioned  as 
an  academic  discipline,  a perspective  for  investiga- 
tion or  a philosophy  for  applying  medical  advances, 
it  is  herein  identified  chiefly  with  socialized  or  state 
medicine.  Beyond  the  basic  virtue  of  stressing 
prevention  and  the  positive  approach  to  health,  the 
book  does  serve  the  important  function  of  emphasiz- 
ing the  extent  to  which  scientific  progress  has  been 
(and  to  some  degree  still  is)  handicapped,  often 
forcefully  opposed,  by  superstition  and  by  vener- 
able if  not  necessarily  venerated  beliefs,  creeds  and 
dogmas  of  ancient  and  supposedly  supernatural 
origin.  It  further  stresses  the  degree  to  which  the 
medical  profession  for  the  most  part  served  the 
ultraconservative  vested  interests  of  the  status  quo, 
as  priest-healers,  court  physicians,  ministers  to  the 
privileged  few,  exaggerating  the  always  generous 
gap  between  medical  progress  and  its  application  to 
the  common  good.  Medicine  and  its  practitioners 
cannot  be  viewed  out  of  the  context  of  the  socio- 
economic order  to  which  they  all  too  often,  if  under- 
standably, conform — except  for  those  few  who,  with 
community  oriented  far-sighted  counterparts  from 
other  walks  of  life,  devote  themselves  to  the  welfare 
of  the  thus  far  benighted  majority  of  mankind. 
The  essential  indivisibility  of  medical  and  socio- 
economic components  of  individual  well-being  is 
appropriately  developed,  and  possibly  epitomized 
in  a quotation  from  an  acknowledged  contributor  to 
both,  Rudolph  Virchow:  “Medicine  is  a social 

science  and  politics  nothing  but  medicine  on  a 
grand  scale.” 

While  it  is  generally,  albeit  belatedly,  accepted 
that  adequate  health  standards  are  a basic  human 
right  and  indispensable  to  individual  dignity,  a 
logical  extension  of  the  thoughts  of  the  great  Ger- 
man pathologist-legislator  does  not  seem  to  this 
reviewer  to  include  the  uncritical  laudation  of 
medical  services  in  the  U.S.S.R.  and,  yes,  even  in  the 
Chinese  Peoples’  Republic.  Lest  this  be  inter- 
preted as  the  suspicions  of  a supersensitive  perspec- 
tive, the  illustrations  in  consecutive  engravings  of  an 
impoverished  colonial  village  street  and  of  a modern 
health  center  in  Prague  (the  book’s  only  identified 
illustration  from  the  contemporary  western  world) 
will  be  appreciated  as  something  less  than  subtle. 
It  is  disheartening  to  decide  that  their  considerable 
account  of  medicine’s  liberation  from  authoritarian- 


ism and  of  its  increasing  benefits  to  all  people  has 
seemingly  not  endowed  the  authors  with  the  ca- 
pacity, or  possibly  the  desire,  to  satisfactorily  dis- 
tinguish between  ends  and  means  and  between 
methods  and  motivations.  Nor  unfortunately, 
with  a capacity  to  perceive  that  a benign  dictator- 
ship is  a conceptual  as  well  as  functional  paradox, 
that  extremes  inevitably  beget  extremes,  and  that 
the  kinetic  inertia  of  change  has  the  same  potential 
for  evil  as  the  static  state  so  rightly  condemned. 
To  those  genuinely  concerned  for  the  common  wel- 
fare, it  should  somehow  be  more  apparent  that  cor- 
porate dignity  may  be  the  derivative,  but  never  the 
source  of  personal  dignity,  and  that  as  with  the 
larger  social  order  from  which  it  is  inseparable,  medi- 
cine for  the  people  exists  only  to  the  extent  that  it  is 
also  of  the  people  and  by  the  people. 

This  book  is  worth  reading  for  its  interesting 
material,  for  its  able  portrayal  of  medicine’s  con- 
tinuing evolution,  and  especially  for  its  illustration 
of  the  manner  in  which  the  momentum  of  outraged 
personal  conviction  can  carry,  beyond  necessary 
correction,  to  condone  excesses  in  the  name  of 
social  justice. — Robert  W.  Hillman 

Clinical  Heart  Disease.  5th  Edition.  By  Sam- 
uel A.  Levine,  M.D.  Octavo  of  673  pages  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1958.  Cloth,  $9.50. 

The  fifth  edition  of  Levine’s  Clinical  Heart  Dis- 
ease maintains  the  familar  high  standards  of  its 
predecessors.  The  author  considers  the  surgical 
treatment  of  valvular  disease  to  be  the  most  signifi- 
cant advance  in  cardiology  since  the  appearance  of 
the  last  edition.  Accordingly,  this  topic  is  covered 
fully  in  an  expanded  chapter  devoted  to  therapy. 

Dr.  Levine’s  book,  purposely  unencumbered  by 
erudite  theory  and  lists  of  references,  is  directed 
principally  to  the  practitioner  who  is  not  a specialist 
in  heart  disease.  Nevertheless,  it  is  so  well  written 
and  presents  so  well  the  fruits  of  Dr.  Levine’s  ex- 
perience and  common  sense,  that  it  can  be  read  with 
profit  by  the  most  learned.  The  chapter  on  clinical 
electrocardiography  by  Harold  D.  Levine  is  a com- 
plete gem  and  can  be  highly  commended  to  every- 
one.— Milton  Plotz 

Synopsis  of  Pathology.  By  W.  D.  Anderson, 
M.D.  Fourth  Edition.  Duodecimo  of  829  pages 
with  328  text  illustrations  and  12  color  plates. 
St.  Louis,  The  C.  V.  Mosby  Company,  1957. 
Cloth,  $8.75. 

Although  titled  a Synopsis  of  Pathology,  this  book 
has  a most  commendable  authoritativeness.  Fun- 
damentals are  presented  in  detail,  but  concisely  with 
the  finer  ramifications  left  for  future  investigation. 

This  synopsis  will  serve  well  those  who  require  a 
quick  review  or  introduction  to  pathology.  The 
illustrations  are  adequate  in  number  and  technically 
excellent.  The  bibliography  is  of  course  limited, 
but  the  choices  are  excellent. 

This  work  is  worthy  and  fills  a definite  though 
limited  need. — Edmund  R.  Marino 
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PIPEROPHYLLIN  represents  an  important  advance  in 
Theophylline  therapy.  It  has  solubility,  increased  utilization, 
hence  an  increase  in  therapeutic  activity. 

CASS  and  FREDERIK*  in  a study  conducted  at  the  Long  Island  Hospital  Boston,  reported, 
that  42%  of  subacute  cases  of  bronchial  asthma  were  completely  relieved — and  in  fact,  some 
degree  of  relief  was  obtained  in  all  of  83%  of  the  patients.  They  concluded,  “Theophylline  with 
Diethylenediamine  (Piperophyllin)  is  an  effective  bronchodilator  in  a high  percentage  of  cases 
of  bronchial  Asthma.  It  is  also  effective,  but  in  a substantially  smaller  degree,  in  the  Cardiac 
cases.” 

USES  of  PIPEROPHYLLIN : Asthma,  Pulmonary  Edema,  control  of  Anginal  Syndrome, 
Cardiovascular  disease  with  congestive  Heart  Failure.  May  be  used  effectively  in  ANY  condi- 
tion in  which  the  older  Aminophylline  is  indicated. 

DOSAGE:  One  tablet  three  or  four  times  daily.  Two  additional  tablets  during  the  night  if  required. 
Each  enteric-coated  tablet  contains:  theophylline  200  mg.  diethylenediamine  50  mg. 

When  you  think  of  Aminophylline,  prescribe  the  new  improved  product,  PIPEROPHYLLIN 

SUPPLIED:  Bottles— 50’s 

PROFESSIONAL  SAMPLES  AND  REPRINTS  ON  REQUEST 

MARTIN  H.  SMITH  CO. 

131  East  23rd  Street,  New  York  10,  N.  Y. 

Manufacturers  of  Ethical  Products  for  over  Half  a Century 

*Cass,  Leo  J.,  Frederik,  Willem  S. : New  Xanthine  Derivative,  A Clinical  Study.  New  York  State  Jrl.  Med.  58:  2391 

(July  15)  1958. 
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Abdominal  Operations  by  the  Vaginal  Route. 

By  Paul  Werner,  M.D.,  and  Julius  Sederl,  M.D. 
Quarto  of  165  pages,  illustrated.  Philadelphia,  J. 
B.  Lippincott  Company,  1958.  Cloth,  $9.00. 

This  book  is  concerned  with  descriptions  of  major 
abdominal  operative  procedures  that  can  be  per- 
formed via  the  vaginal  route.  It  is  indicative  of  the 
preference  of  many  European  gynecologists  for  the 
vaginal  route  for  the  performance  of  many  major 
operative  procedures.  The  increasing  tendency  in 
this  country  to  perform  vaginal  operations  makes 
this  book  valuable.  It  describes  in  detail  such 
procedures  as  vaginal  morcellation  of  the  fibroid 
uterus,  extirpation  of  an  ovarian  cyst,  operation  for 
ectopic  pregnancy,  fixation  of  the  uterus,  and  tubal 
sterilization.  The  authors  properly  give  attention 
to  the  necessity  for  having  the  proper  instruments 
and  adequate  exposure,  and  describe  in  detail  the 
various  procedures.  The  book  is  profusely  illus- 
trated and  this  makes  understanding  of  the  text 
relatively  simple.  It  should  be  read  and  it  is  highly 
recommended  to  all  who  do  gynecologic  surge^. — 
Alexander  H.  Rosenthal 

Therapeutic  Heat.  By  Sidney  Licht,  M.D.  Oc- 
tavo of  466  pages,  illustrated.  New  Haven,  Eliza- 
beth Licht,  1958.  Cloth,  $12. 

The  editor  and  publisher  of  the  Physical  Medicine 
Library  series  must  be  commended  for  their  splendid 
contribution  to  the  field  of  physical  medicine  and 
rehabilitation,  as  well  as  for  their  courage  and  for- 
titude. Therapeutic  Heat , the  second  volume  in 
this  series,  is  certainly  worthwhile  for  those  en- 
gaged in  the  use  of  physical  modalities,  and  this  no 
doubt  applies  to  nearly  all  in  the  medical  profession 
and  to  the  therapists.  The  physical,  biophysical, 
physiologic,  medicolegal,  and  clinical  aspects  are 
competently  and  completely  covered.  The  nu- 
merous contributors  present  their  assigned  topics  in 
a precise,  authoritive,  and  informative  manner. 

The  preface  correctly  notes  that  this  book  is  not 
one  to  be  read  on  a train  journey.  It  is  a challenge 
to  our  ability  in  concentration  and  to  some  of  our 
preconceived  ideas  and  standards,  i.e.  our  thera- 
peutic ultrasound  dose  and  schedule  and  the  dia- 
thermy frequencies  in  present  use.  The  technical 
data  to  “introduce  younger  students  to  basic  scien- 
tific knowledge”  appears  on  occasion  to  surpass  the 
basic  stage  but  is  wisely  incorporated  as  reference 
material.  The  authors  have  well  combed  the  avail- 
able literature,  present  a vast  bibliography,  and  are 
thorough  and  detailed  in  their  subject  matter. 
This  volume  can  be  construed  as  a reference  book 
on  therapeutic  heat  and  deserves  space  in  the  book- 
case of  libraries  and  specialists  in  physical  medicine 
and  rehabilitation. 

This  book  compiles  previously  published  data  and 
is  well  cross-indexed  but  could  have  benefited  from 
greater  cohesion,  summaries  of  salient  facts,  and 
somewhat  less  repetition.  These  critical  remarks 
notwithstanding,  this  volume  was  a great  under- 
taking and  culminated  into  a must  on  the  shelves  of 
those  using  physical  modalities.  It  does  answer  the 


questions  of  what  kind  of  heat  shall  be  used,  how 
long,  and  what  are  the  effects  and  side-effects. — 
Eugene  J.  Rogers 

Tuberculosis  In  White  and  Negro  Children. 

Volume  I.  By  Janet  B.  Hardy,  M.D.  Cambridge, 
Mass.  Harvard  University  Press,  1958.  Quarto 
of  122  pages,  illustrated.  Cloth,  $7.50. 

Dr.  Janet  B.  Hardy  is  a well-qualified  authority 
and  has  collaborated  with  Dr.  D.  F.  Proctor  who 
ably  describes  the  technics  used  in  performing  bron- 
choscopic  and  bronchographic  examinations  in  the 
children  in  the  latter  part  of  this  volume.  An 
accompanying  volume  is  written  by  Dr.  Miriam  E. 
Brailey  and  deals  with  the  epidemiologic  aspects  of 
the  subject. 

The  two  volumes  deal  with  the  Harriet  Lane 
study  of  over  1,300  children  extending  from  1928 
to  1950.  The  x-ray  studies  are  excellently  pre- 
sented in  volume  I,  and  each  is  associated  with  a 
brief  and  interesting  clinical  description. 

The  author  speaks  of  the  difficulty  of  taking 
chest  x-rays  in  younger  children  in  the  erect  position 
and  also  of  the  use  of  tomography  in  young  children. 
Mention  is  made  in  her  discussion  of  fluoroscopy, 
that  protection  of  both  patient  and  examiner  is  es- 
sential to  avoid  the  hazard  of  excessive  radiation, 
but  no  mention  is  made  of  the  danger  of  excess 
radiation  in  taking  too  frequent  chest  (and  other) 
x-rays.  This  volume  should  be  of  interest  to  pedia- 
tricians, roentgenologists,  and  epidemiologists. — 
Samuel  K.  Levy 

Tuberculosis  in  White  and  Negro  Children. 

Volume  II.  By  Miriam  E.  Brailey,  M.D.  Quarto 
of  103  pages,  illustrated.  Cambridge,  Mass., 
Harvard  University  Press,  1958.  Cloth,  $4.50. 

This  volume  has  been  written  by  Dr.  Miriam  E. 
Brailey,  former  Director  of  the  Harriet  Lane  Pedi- 
atric Tuberculosis  Clinic  at  the  Johns  Hopkins  Hos- 
pital and  Director  of  Bureau  of  Tuberculosis  of  the 
Baltimore  City  Health  Department.  She  taught 
in  the  Department  of  Epidemiology  of  the  Johns 
Hopkins  University  School  of  Hygiene  and  Public 
Health.  Currently,  she  holds  assistant  professor- 
ships in  medicine  and  pediatrics  in  the  University 
School  of  Medicine  and  serves  as  Director  of  the 
Tuberculosis  Section  of  the  chest  clinic  at  the  Johns 
Hopkins  Hospital. 

This  work  relates  to  the  epidemiologic  aspects  of 
the  Harriet  Lane  study.  It  is  an  interesting  study 
of  the  subject  before  the  antimicrobial  therapy  era. 
Therefore,  its  only  value  is  to  serve  as  a compari- 
son with  our  more  recent  and  extremely  beneficial 
methods  of  treatment.  As  mentioned  in  the  text, 
the  mortality  rates  belong  to  an  era  already  passed. 

The  book  is  divided  into  two  sections.  Section 
one  constitutes  over  half  of  the  book  and  is  entitled 
The  Prognosis  of  Tuberculous  Infection  in  Children 
and  the  second  section  is  entitled,  The  Risk  of  De- 
veloping Reinfection  Pulmonary  Tuberculosis  in  the 
experience  of  the  Harriet  Lane  Tuberculosis  Clinic. 
The  discussion  under  these  very  titles  emphasizes 
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the  marked  changes  that  have  occurred  in  the  study 
of  this  important  disease  since  the  recent  onset  of 
the  newer  methods  of  treatment. 

There  is  also  a ten-page  appendix  citing  statistics 
relating  to  the  accumulative  mortality  from  tuber- 
culosis and  nontuberculous  causes.  This  may  be  of 
interest  to  those  with  statistical  training,  but  surely 
to  no  others. 

It  is  an  interesting  and  instructive  volume  but 
one  wonders  why  it  was  not  published  several  }rears 
ago. — Samuel  K.  Levy 

Heart  Disease — Cause,  Prevention  and  Recovery. 

By  Philip  S.  Chen,  Ph.D.  Duodecimo  of  189  pages, 
illustrated.  South  Lancaster,  The  Chemical  Ele- 
ments, 1958.  Cloth,  $3.00. 

The  plan  of  this  little  book  by  the  professor  of 
chemistry  at  Atlantic  Union  College  is  generally 
praiseworthy.  In  the  first  half,  in  which  the  author 
had  the  assistance  of  his  son  who  is  attached  to  the 
National  Heart  Institute,  a brief  but  accurate  sketch 
of  the  heart  and  an  account  of  its  diseases,  especially 
coronary  disease  is  presented.  The  point  of  view  is 
good  that  such  diseases  have  a cause  and  therefore 
may  be  preventable.  He  advocates  the  belief, 
widely  held  today,  that  diet  is  intimately  connected 
with  the  cause  of  coronan^  disease  and  possibly  its 
prevention. 

In  the  second  half,  the  author  advocates  an  ex- 
treme dietetic  approach  which  will  be  supported  by 
only  a minority  of  his  colleagues.  He  disparages 
the  use  of  fleshy  foods  and  is  enthusiastic  about  the 
use  of  soy  beans.  His  chapter  on  the  beliefs  of  the 
Seventh  Day  Adventists  is  informative. 

Generally  speaking,  there  are  admirable  sections 
in  this  book,  some  of  which  are,  to  say  the  least, 
controversial.  It  cannot  therefore  be  recommended 
to  the  uncritical  lay  reader  unless  the  physician 
troubles  himself  to  add  some  corrective  admoni- 
tions.— Milton  Plotz 

Pathology.  Edited  by  W.  A.  D.  Anderson,  M.D. 
Third  edition.  Quarto  of  1,402  pages.  With 
1,294  illustrations  and  11  color  plates.  St.  Louis, 
C.  V.  Mosby  Company,  1957.  Cloth,  $16. 

This  new  revised  third  edition  continues  to  hold 
an  outstanding  position  among  the  textbooks  of  this 
specialty.  It  is  an  excellent  reference  work  for 
practitioners  of  medicine,  including  those  in  special 
fields. 

The  format  now  includes  both  larger  and  smaller 
sizes  of  type  to  indicate  the  more  important  sub- 
jects. The  contributors  are  35  in  number,  includ- 
ing Bennett,  Cowdry,  Hertig,  Klemperer,  Moon, 
Richter,  Warren,  Bauer,  and  Cannon.  The  presen- 
tation is  always  clear  and  contemporary.  The  illus- 
trations are  magnificent  and  abundant.  The  bib- 
liography is  most  complete.  No  library  for  either 
the  undergraduate  student  or  the  practitioner  of 
many  years’  experience  should  be  considered  com- 
plete without  this  authoritative  work. — Edmund 
R.  Marino 


Chronic  Schizophrenia.  By  T.  Freeman,  M.D., 
J.  L.  Cameron,  M.B.,  and  A.  McGhie,  M.A.  Duo- 
decimo of  158  pages.  New  York,  International 
Universities  Press,  1958.  Cloth,  $4.00. 

This  small  book  contains  a compact  review  of  the 
various  psychopathologic  theories  of  schizophrenia. 
The  authors  reject  them  all  except  Federn’s  as  un- 
satisfactory. They  outline  a fascinating  study  of 
the  chronic  schizophrenic  patient. 

Unfortunately,  the  content  of  this  study  is  not 
given  in  quantity  more  than  to  tantalize.  The  re- 
sults of  their  study  as  given  are  provocative  and 
stimulating. 

The  use  of  dynamic  formulations  and  technical 
terms  is  at  times  inconsistent.  For  example,  the 
use  of  the  term  “displacement”  as  applied  to  an 
aspect  of  schizophrenic  thought  is  used  differently 
here  than  the  usual  use  of  the  term.  The  aspect  of 
schizophrenic  thought  herein  described,  however,  is 
typical. 

The  therapeutic  outcome  of  the  work  done  seems 
highly  satisfactory.  As  in  other  modes  of  treatment 
of  schizophrenia,  the  factor (s)  therapeutically  active 
is  not  entirely  clear.  The  authors  were  concerned 
with  this  problem. 

This  book  is  not  for  beginners.  The  metapsy- 
chology dealt  with  concerns  the  more  complex  for- 
mulations. The  description  of  the  use  of  group 
therapy  to  study  and  treat  these  patients  is  lucid. 
The  form  of  their  approach  is  a beautiful  research 
epitome. — Edward  L.  Pinney,  Jr. 

Ear,  Nose  and  Throat  Dysfunctions  Due  to  De- 
ficiencies and  Imbalances.  By  Sam  E.  Roberts, 
M.D.  Octavo  of  323  pages,  illustrated.  Spring- 
field,  Illinois,  Charles  C Thomas,  1957.  Cloth, 
$8.50. 

This  book  will  help  students  and  practitioners  of 
otorhinolaryngology  to  better  understand  the 
medical  practice  of  this  specialty  and  to  apply  it. 

These  deficiencies  and  imbalances  are  little  under- 
stood and  cannot  be  well  defined,  yet  Dr.  Roberts 
expounds  them  as  well  as  can  be  expected  in  the 
present-day  status  of  some  of  this  work  and  is  will- 
ing to  change  the  concepts  as  increasing  knowledge 
from  all  sources  unfolds. 

What  more  can  one  ask?  Hence,  this  work  is 
recommended  to  all  otolaryngologists  and  to  inter- 
nists.— Charles  Reed  Weeth 

Heart  Disease  in  Infancy  and  Childhood.  By  J 

D.  Keith,  M.D.,  R.  D.  Rowe,  M.B.,  and  P.  Vlad, 
M.D.  Quarto  of  877  pages,  illustrated.  New 
York,  The  Macmillan  Co,  1958.  Cloth,  $22.50. 

With  the  exception  of  the  details  of  the  surgical 
technics  used  to  ameliorate  or  cure  congenital  heart 
defects,  this  volume  covers  every  aspect  of  heart 
disease  in  children. 

The  traditional  headings  are  used  in  the  exposi- 
tion of  the  various  diseases.  The  analyses  of  the 
anatomy,  dynamics,  diagnosis,  treatment,  and  dif- 
ferential diagnoses  are  so  clearly  put,  so  authorita- 
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action:  antipruritic,  antieczematic,  and  anti-in- 
flammatory. It  affords  seven  important  advan- 
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tive  and  comprehensive,  that  the  general  practi- 
tioner will  find  it  surprisingly  easy  to  decidedly  en- 
hance his  understanding  of  the  whole  subject.  He 
will  even  find  his  heart  warmed  by  the  authors’ 
statement  that  the  increasing  knowledge  of  con- 
genital heart  lesions  is  making  physical  examination 
more  important  rather  than  less  important. 

The  clarity  of  the  book  is  the  happy  result  of  the 
cooperation  of  three  very  unusual  physicians.  Dr. 
John  Keith,  Assistant  Professor  of  Pediatrics,  Uni- 
versity of  Toronto  Faculty  of  Medicine,  and  physi- 
cian-in-charge,  Department  of  Cardiology,  Toronto 
Hospital  for  Sick  Children,  has  had  considerable 
postgraduate  training  in  England  and  is  especially 
interested  in  the  diagnosis  and  treatment  of  con- 
genital heart  disease.  Richard  Rowe,  M.B.,  a 
teacher  in  the  medical  department  of  the  same 
faculty,  has  had  five  years  of  postgraduate  work 
in  his  specialty  and  is  particularly  interested  in  and 
has  made  original  contributions  to  the  understand- 
ing of  pulmonary  hypertension  as  the  result  of 
hypoxia  in  newborn  congenital  cardiacs.  Dr.  Peter 
Vlads,  formerly  postgraduate  fellow  at  the  Univer- 
sity of  Toronto,  instructor  in  pediatrics  now  at  the 
University  of  Buffalo  Medical  School,  is  particularly 
interested  in  the  electrocardiographic  aspect  of  the 
diagnosis  of  heart  disease  in  children  and  has  made 
original  contributions  to  the  diagnosis  of  fibro- 
elastosis. 

This  is  an  excellent  reference  volume  containing 
many  helpful  illustrations,  tables,  and  reproductions 
of  electrocardiograms.  Only  one  error  was  found, 
namely,  the  statement  that  digitalis  is  of  value  in 
the  treatment  of  heart  disease  caused  by  diphtheria. 
— Kenneth  G.  Jennings 


Rehabilitation.  By  W.  Scott  Allan.  Octavo  of 
247  pages.  New  York,  John  Wiley  & Sons,  Inc., 
1958.  Cloth,  $5.75. 

This  is  an  excellent  review  of  the  basic  philosophy 
of  medical  rehabilitation  written  by  an  individual 
who,  though  a layman,  has  been  a pioneer  in  pro- 
moting medical  rehabilitation.  Only  the  medical 
profession  can  challenge  the  following  two  state- 
ments incorporated  in  one  of  the  chapters,  “A  large 
segment  of  the  medical  profession  has  obviously  re- 
garded rehabilitation  as  having  little  significance  or 
concern  for  the  average  doctor”  and  “The  apathetic 
attitude  of  80%  or  more  of  the  medical  profession 
towards  rehabilitation.”  This  book  should  be  read 
and  reread  by  every  physician  engaged  in  any  phase 
of  medical  practice. 

The  author  briefly  reviews  the  history  of  rehabili- 
tation and  outlines  the  philosophy,  objectives,  and 
the  role  of  the  physician  and  all  ancillary  personnel. 

While  this  volume  does  not  deal  with  any  specific 
diseases  or  disabilities,  the  author  does  develop  tech- 
nical discussions  of  the  various  therapies,  philosophies, 
social,  economic,  and  community  aspects.  The  au- 
thor stresses  the  concept  of  teamwork  and  develops 
his  theme  that  the  entire  subject  is  not  one  for  any 
individual  doctor  or  hospital  to  manage,  but  rather 
becomes  the  project  with  which  the  entire  commu- 


nity should  be  vitally  concerned.  The  author  points 
out  in  his  concluding  chapters  that  rehabilitation  is 
a philosophy  not  merely  reserved  for  our  local  com- 
munities, but  one  that  has  far  greater  implications 
on  a world- wide  basis. 

In  conclusion,  he  summarizes  the  extreme  im- 
portance of  this  subject  with  its  broad  economic, 
medical,  and  social  implications  in  the  following: 
“One  can  hardly  advocate  or  carry  on  rehabilitation 
activity  unless  one  is  convinced  of  the  importance 
of  human  life,  of  the  dignity  of  man,  of  the  right  to 
full  opportunity  for  all  individuals;  imbued  with 
this  kind  of  philosophy  it  becomes  inconceivable  to 
relegate  the  handicapped  to  the  seclusion,  the  aver- 
sion, the  hopelessness  of  years  past.”  This  excel- 
lent and  easy-reading  book  is  a definite  “must”  for 
physicians,  hospital  administrators,  social  service 
workers,  community  health  and  welfare  organiza- 
tions, medicolegal  experts  in  the  field  of  compensa- 
tion and  disability,  educators,  legislators,  rehabilita- 
tion ancillary  personnel,  nurses,  and  students. — 
Samuel  Feuer 

Cortisone  Therapy.  By  J.  H.  Glyn,  M.D.  Oc- 
tavo of  162  pages,  illustrated.  New  York,  Philo- 
sophical Library,  1957.  Cloth,  $10. 

This  150-page  treatise  is  a compact  and  practical 
review  of  recent  views  concerning  the  use  and  abuse 
of  adrenal  steroids  in  the  treatment  of  disease. 
The  author  is  primarily  concerned  with  the  rheu- 
matic and  pararheumatic  disorders. 

Approximately  one  third  of  the  volume  consists  of 
a brief  historical  review  of  the  use  of  corticoids,  and 
the  chemistry  and  pharmacology  of  these  steroids. 
It  quite  correctly  emphasizes  the  many  undesirable 
complications  associated  with  the  use  of  pharma- 
cologic doses  of  these  hormones.  The  second  third 
deals  wfith  the  practical  problems  encountered  in  the 
treatment  of  the  rheumatic  diseases.  The  topics 
discussed  in  detail  are:  the  indications  for  starting 
or  stopping  hormone  therapy,  the  dosage  and  type 
of  corticoid  to  be  administered,  and  methods  for 
intra-articular  administration.  This  will  be  most 
valuable  to  the  practitioner.  The  remainder  of  the 
book  quite  briefly  and  inadequately  presents  the 
non  rheumatic  diseases  which  have  been  treated 
with  corticoids. 

The  author  has  succeeded  in  compiling  a useful 
handbook  concerning  the  use  of  corticoids  in  ar- 
ticular disease.  The  volume  will  be  useful  to  the 
busy  practitioner. — Martin  Perlmutt'er 

Functional  Organization  of  the  Diencephalon. 

By  W.  R.  Hess,  Prof,  of  Physiology.  Octavo  of 
180  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1958.  Cloth,  $7.00. 

This  ably  edited  translation  of  “Das  Zwischen- 
hirn”  presents  the  summary  of  the  twenty-five  odd 
years  of  research  by  Prof.  W.  R.  Hess,  recipient  of 
the  1949  Nobel  Award  for  physiology  and  medicine. 
The  author  developed  an  ingenious  technic  of  im- 
planting electrodes  into  the  deeper  structures  of  the 
brain  of  cats  and  observing  the  responses  produced 
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by  stimulation  or  electrocoagulation  in  unrestrained 
animals.  At  least  3,500  various  minute  areas  of  the 
interbrain  in  about  350  brains  were  thus  explored 
and  carefully  correlated  with  the  responses  ob- 
tained. Part  one  of  the  book  describes  the  auto- 
nomic responses  and  part  two  deals  with  the  motor 
(extrapyramidal)  phenomena  elicited  in  these  experi- 
ments. The  methods  are  described  in  the  part 
three. 

Although  of  limited  value  for  a practitioner,  those 
interested  in  the  intricate  mechanisms  of  the  brain 
will  find  this  small  and  lucid  volume  a delight. — 
Ladislav  P.  Hinterbuchner 

Heart  Disease  and  Pregnancy.  By  C.  Sidney 
Burwell,  M.D.,  and  James  Metcalfe,  M.D.  Octavo 
of  338  pages  illustrated.  Boston,  Little,  Brown  and 
Co.,  1958.  Cloth,  $10. 

Easily  a good  text,  this  book  will  be  well  received. 
The  physiologic  changes  brought  about  by  preg- 
nancy in  women  who  have  heart  disease  are  fairly 
well  described.  All  groups  of  cardiac  disease  are 
discussed.  Rheumatic  heart  disease  is  particularly 
well  covered.  Even  a disease  called  postpartal 
heart  disease  is  described.  When  all  that  has  been 
said  about  the  difficulty  of  diagnosis  of  mitral  in- 
sufficiency is  taken  into  consideration,  the  large 
number  of  cases  reported  is  remarkable. 

If  this  book  has  any  weakness  it  will  be  dis- 
covered by  obstetricians  who  believe  that  the  im- 
portance of  continuing  hospitalization  in  the  treat- 
ment of  congestive  failure  is  not  sufficiently  ac- 
cented. Altogether,  the  obstetric  problem  gets 
scant  attention.  The  prominence  of  the  senior 
authors  assures  the  success  of  this  book. — Charles 
A.  Gordon 

Tumors  of  the  Soft  Somatic  Tissues.  By  George 
T.  Pack,  M.D.,  and  Irving  M.  Ariel,  M.D.  Quarto 
of  820  pages,  with  652  illustrations.  New  York, 
Hoeber-Harper  Book,  1958.  Cloth,  $30. 

This  book  is  a valuable  contribution  to  the 
medical  literature.  It  brings  together  a wide  variety 
of  neoplasms,  many  of  which  present  common  prob- 
lems of  diagnosis  and  treatment.  Most  of  these 
lesions  are  seen  relatively  infrequently  by  the 
average  clinician,  and  the  unusually  extensive  ex- 
perience of  the  authors  and  their  collaborators  pre- 
sents a welcome  source  of  reference. 

Included  in  this  title  of  “Tumors  of  the  Soft 
Somatic  Tissues”  are  tumors  originating  in  fibrous 
tissue,  primitive  mesenchyme,  fat,  blood  vessels 
and  lymph  vessels,  synovial  tissue,  muscle,  nerves, 
and  other  sarcomas  of  undetermined  histogenesis. 
After  introductory  sections  dealing  with  classifica- 
tion and  general  principles  of  treatment,  specific 
tumors  are  dealt  with  in  order  with  emphasis  on 
treatment.  Illustrations  are  profuse  and  generally 
good. 

Considerable  confusion  still  exists  concerning  the 
classification  of  this  rather  widely  divergent  group 
of  neoplasms,  and  this  confusion  is  increased  by  use 


of  a variety  of  terms  referring  to  the  same  tumor. 
While  pointing  out  this  situation  in  their  introduc- 
tion, it  is  unfortunate  that  the  authors  use  terms 
such  as  cystosarcoma  phylloides,  granulation  cell 
sarcoma,  and  others,  which  might  better  be  discarded. 
General  acceptance  of  an  orderly  and  concise  nomen- 
clature will  only  be  accepted  when  the  authorities 
adopt  one  and  use  it. 

The  book  is  recommended  to  all  who  deal  with 
neoplasms,  and  it  certainly  should  be  available  to 
all  surgeons,  radiologists,  and  pathologists. — 
Philip  G.  Cabaud 

The  Medical  Clinics  of  North  American,  March, 
1958.  The  Convulsive  Disorders.  By  Peter  Kell- 
away,  Ph.D.,  and  Howard  F.  Conn,  M.D.  Octavo 
of  574  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1958.  Cloth,  $2.70. 

Rational  understanding  of  the  medical,  social, 
and  economic  problems  associated  with  epilepsy  is 
not  commonplace,  and  many  practitioners  may 
satisfy  themselves  with  treating  the  seizures  while 
neglecting  the  difficulties  the  epileptic  may  have  on 
his  job  with  the  law  or  with  society  in  general. 
This  symposium  succeeds  admirably  in  pointing  out 
this  particular  aspect  of  the  management  of  epilep- 
tics, while  giving  its  due  to  the  practical  medical 
problems  in  diagnosis  and  treatment.  Particularly 
good  are  chapters  dealing  with  management  of 
epilepsy  in  children  and  adults,  surgical  therapy, 
hereditary  factors,  and  late  life  epilepsy.  The  dis- 
cussion of  legal  aspects  of  epilepsy  should  be  re- 
quired reading  for  every  informed  physician.  Un- 
fortunately some  of  the  contributors  add  to  the  con- 
fusion in  the  classification  of  convulsive  disorders 
and  discuss  some  controversial  rather  than  accepted 
entities.  This  detracts  somewhat  from  the  other- 
wise lucid  presentation. 

There  is  no  discussion  of  the  more  recent  ad- 
vances in  the  biochemistry  of  seizures — a very  minor 
drawback  in  a symposium  with  practical  objectives. 

The  second  part  of  the  volume  (“Symposium  on 
Difficult  Office  Problems”)  contains  a number  of 
discussions  on  a variety  of  topics,  some  of  them 
neurologic  which  many  will  find  useful. 

This  volume  is  warmly  recommended  to  the  gen- 
eral practitioner,  internist,  pediatrician,  and  neu- 
rologist.— Ladislav  P.  Hinterbuchner 

The  Medical  World  of  the  18th  Century.  By 

Lester  S.  King,  M.D.  Octavo  of  346  pages,  illus- 
trated. Chicago,  The  University  of  Chicago  Press, 
1958.  Cloth,  $5.75. 

Dr.  Lester  S.  King,  clinical  professor  of  pathology 
at  the  University  of  Illinois  College  of  Medicine, 
autopsies  the  medical  world  of  the  eighteenth  cen- 
tury by  a gross  dissection  of  this  body  chronologic 
performed  in  ten  incisive  essays.  The  chapters 
concern  Quackery  and  Empiricism,  Fevers,  Home- 
opathy, Medical  Ethics,  Hermann  Boerhaave  and 
the  Apothecary. 

The  author  writes  as  a philosopher  and  historian, 
which  in  large  measure  justifies  his  catholicity  of 
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From  time  immemorial  physicians  have  been 
aware  of  the  restorative  powers  of  wine. 


A Tasty  Aid  to  Appetite  and  Digestion 

A glass  of  Sherry  at  mealtime  stimulates  the  jaded  appetite, 
serves  as  a tonic  and  aids  the  digestion.  As  a postprandial  or 
between-meals’  beverage,  a glass  of  Port  has  been  warmly 
recommended  for  the  sick  and  enfeebled. 


Wine  has  been  found  to  increase  salivary  flow  and  stimulate 
gastric  secretion. 


A Nutrient  in  Itself 

The  ease  with  which  wine  is  metabolized  makes  it  an  im 
portant  nutritive  factor. 
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The  systemic  sedative  and  vasodilative  actions  of  wine  can  be 
of  great  aid  and  comfort  to  both  the  aged  and  the  convales- 
cent, particularly  in  the  presence  of  cardiovascular  disease. 


These  and  other  therapeutic  uses  of  wine  are  discussed  in  the  physician’s 
brochure,  "Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy  write — Wine 
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topic  selection,  analyses,  and  opinions.  His  selec- 
tion of  material  is  personal  and  bravely  avoids  the 
previously  well-traveled  paths  of  medical  historic  ex- 
position; his  portra}rals  of  the  time,  the  events,  and 
the  men  who  made  them  are  interesting  albeit  on 
occasion  too  inclusive  of  minutiae.  His  opinions, 
which  are  often  radical,  and  on  occasion  pontifical 
or  even  dogmatic,  are  nevertheless  stimulating. 
As  an  honest  historian,  Dr.  King  cannot  always  be 
kind  and  forgiving;  thus  when  his  scalpel  is  com- 
pletely unsheathed  we  find  him  dismissing  Thomas 
Young’s  “private”  nosology  as  “a  monstrosity  best 
passed  over  in  silence”  and  in  the  same  devastating 
vein  describing  the  personality  of  Rush  as  “so  rigid 
and  self-righteous,  his  adaptability  so  limited,  that 
they  raise  the  question  of  a paranoid  trend.” 

Some  of  the  essays  seems  unnecessarily  long  and 
probably  reduce  the  effectiveness  of  the  exposition. 
Yet  granting  the  author  his  privilege  of  section  and 
emphasis  the  book  is  clearly  and  cleverly  written, 
and  conjures  up  a reasonable  flavor  and  feeling  for 
this  bygone  medical  era. 

Although  at  times  in  the  author’s  own  descriptive 
phraseology  (which  he  applies  to  the  hapless  Rush) 
“many  fine  verbal  cobwebs  are  spun,”  mostly  there 
is  solid  substance  to  the  writing. 

The  book  should  prove  interesting  and  inform- 
ative to  the  layman,  stimulating  to  the  physician, 
and  a worthy  addition  to  the  library  of  the  medical 
historian. — N.  Shaftel 
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TOTAL  MEMBERSHIP  AS  OF  OCTOBER  1,  1958—24,569 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  ... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


James  H.  Flynn Albany 

Kurt  Zinner Wellsville 

Samuel  Wagreich Bronx 

Ralph  J.  McMahon. . . .Binghamton 

G.  Clifford  Hackett Portville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

David  Kaplan Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Heinz  Salm Hudson 

Nicholas  J.  Gabriel Cortland 

Robert  N.  Wilbur Hamden 

Leo  P.  O’Donnell Wingdale 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage Northville 

Peter  F.  Baker Batavia 

El  wood  G.  Weisenburn.  . .Coxsackie 

Robert  C.  Ashley Little  Falls 

Juda  B.  Bickel Sackets  Harbor 

David  Kershner Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Arthur  H.  Walker Rochester 

Norbert  Fethke Amsterdam 

Abraham  W.  Freireich.  . .Malverne 

Norton  S.  Brown New  York 

Carleton  P.  Kavle. . . . Niagara  Falls 

Frank  A.  Graniero Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Willson Phelps 

Fritz  Blumenthal Middletown 

James  G.  Parke Albion 

F.  Edward  Fox Fulton 

J.  Herbert  Dietz,  Jr Oneonta 

A.  Seitz  ....  Cold  Spring  on  Hudson 

Harry  H.  Epstein Jamaica 

Joseph  H.  Denton Troy 

Edward  H.  Robitzek. . Staten  Island 

Emile  J.  Buscicchi Congers 

J.  Benton  Pike Massena 

Max  M.  Vinicor Corinth 

Carl  F.  Runge Schenectady 

Peter  J.  Sacket Schoharie 

Francis  C.  Ward Odessa 

Robert  F.  D.  Gibbs.  . . Seneca  Falls 

Thomas  S.  Cotton Hornell 

Francis  J.  O’Neill Central  Islip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto. . . .Kingston 

Richard  C.  Batt Glens  Falls 

Alexander  Avrin Fort  Edward 

Thomas  C.  Hobbie Sodus 

William  P.  Reed Larchmont 

Paul  G.  Sternberg Perry 

Allen  W.  Holmes Penn  Yan 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr..  .Binghamton 

Cedric  L.  Mather Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Leslie  H.  Tisdall Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  . New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg' Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Monroe  M.  Broad Jamaica 

William  B.  McDonald.  . North  Troy 
George  E.  Pittinos..  . .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


Thomas  S.  Walsh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K,  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O'Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames ....  Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

David  R.  Tomlinson Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Thomas  C.  Jaleski.  . .New  Rochelle 
Newland  W.  Fountain Warsaw 


Richard  J.  Harpending.  . .Penn  Yan 
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New  York  State  J.  Med. 


PSYCHIATRISTS 

California’s  long  range  mental  health  program  offers  varied 
assignments  for  well  qualified  psychiatrists. 

California  representatives  will  interview  candidates  in  New 
York  City,  Boston,  Washington,  D.C.  and  other  cities  late  in 
October;  interviews  twice  a month  in  California.  No  writ- 
ten examination. 

Appointments  at  $11,400,  $12,000,  and  $13,200;  merit 
increases  to  $14,400  a year;  retirement  annuities;  other 
benefits. 

Write  Medical  Personnel  Services, 

State  Personnel  Board,  Box  B, 

801  Capitol  Avenue, 

Sacramento,  California. 


c4<§ood^Buy  in 
^Public^QelationA 

4A  Place  it  in  your  reception  room 


CHARCOAL  THERAPY 


CHARCOAL  is  widely  used  to  combat  flatulence’ 
intestinal  fermentation  and  other  minor  gastric  dis- 
orders. Its  popularity  rests  upon  its  clinical  effec- 
tiveness and  safety  in  use.  REQUA’S  CHAR- 
COAL TABLETS  contain  11  gr.  of  wood  charcoal 
in  a special  binder  enabling  an  RCT  to  dissolve  on 
the  tongue  quickly.  Patients  find  these  tablets 
tasteless,  odorless,  economical  . . . doctors  a valu- 
able adjunct  to  their  practice.  Excellent  for  colos- 
tomy and  ileostomy  bags.  Dosage:  As  Required. 

Packed:  100  & 250  per  box. 

Clinical  Samples  and  Literature  upon  request. 

REQUA  MFG.  C0RP.  BOX  3 BROOKLYN  16,  N.  Y. 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


‘ Congratulations , Mrs.  Bulvany.  You’ve  just  invented  a symptom  for  which  there  is  no  disease!” 
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which  patients 
with  noncalculous 
gallbladder 
disease 

should  undergo 
surgery? 

Essentially  those  who  are  not 
relieved  by  a prolonged  trial 
period  of  medical  management. 
Source  — Lichtenstein,  M.  E.:  GP 
76:114  (Oct.)  1957. 


for  medical , preoperative , 
postoperative  management 
of  biliary  disorders 

“therapeutic  bile” 

DECHOLIN  and 
DECHOLIN  SODIUM* 

corrects  biliary  stasis 

Hydrocholeresis  with  Decholin 
produces  abundant,  thin,  free- 
flowing,  therapeutic  bile.  This 
flushes  thickened  bile,  mucous 
plugs  and  debris  from  the  bili- 
ary tract. 


AN  AMES 
CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 
Ames  Company  of  Canada  Ltd. 
Toronto 
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ACH  ROCI  Dl  N 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  for  treating  common 
upper  respiratory  infections,  particularly  during  res- 
piratory epidemics;  when  bacterial  complications  are 
observed  or  are  likely;  when  patient’s  history  is  posi- 
tive for  recurrent  otitic,  pulmonary,  nephritic,  or  rheu- 
matic involvement. 

Checks  Symptoms:  Includes  traditional  components 
for  rapid  relief  of  the  traditional  nonspecific  naso- 
pharyngitis, symptoms  of  malaise,  chilly  sensations, 
inconstant  low-grade  fever,  headache,  muscular  pain, 
pharyngeal  and  nasal  discharge. 

Available  on  prescription  only. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caf- 
feine-free Achrocidin  Syrup  is  two  tablets  or  tea- 
spoonfuls of  syrup  three  or  four  times  daily.  Dosage 
for  children  according  to  weight  and  age. 


TABLETS  (sugar  coated ) 
Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100. 


SYRUP  ( lemon-lime  flavored) 
Each  teaspoonful  (5  cc.)  contains: 


Achromycin®  Tetracycline 

equivalent  to  tetracycline  HC1  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 
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WEST  HITE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  it 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 

1 

i 

HALL-BROOKE  • • • an  analytically- 
oriented,  active  treatment  psychiatric  hospital  on 
120  acres. 

George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  CApital  7-1251 

BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

HOLBROOK  MANOR  "SG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 

PI N E WOOD  ft  tewE SS? } »* 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31  55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 

PHONE  Jor  weu  trained  highly  qualified  personne' 

CH  2 MEDICAL 

....  OFFICE  SECRETARIES  OR  ASSISTANTS 

8686  LABORATORY  • X-RAY 

1 1 TECHNICIANS 

I N.  Y.  State  Licensed  • Day-Eve  Courses 

1 Co-Ed  ( Founded  1986) 

1 <^*1  | — ^ m request  Free  Cat.  9 

r W J 1 n S ¥ © 1:  11  85  Fifth  Ave.  (16th  St.) 

m New  York  3,  N.Y. 

* SCHOOL  FOR  PHYSICIANS’  AIDES 

BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN' 


Temodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tenaodin  tablet  contains  ethaverine  HC1  (ethyl  homolog  of  papaverine)  H gr., 
phenobarbital  M gr.,  theophylline  calcium  salicylate  3 grs. 

KNOLL  PHARMACEUTICAL  COMPANY  neVjersey 
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CLASSIFIED  ADVERTISING 


PORT  WASHINGTON,  N.  Y. 


New  Community  on  Gold  Coast  needs  doctor.  Office  and 
waiting  room  set  up  on  most  desirable  corner,  lovely  split- 
level  house  for  family  privacy.  Large  living  room,  dining 
room,  most  efficient  kitchen,  3 bedrooms,  2 baths,  $31,900. 

TOWN  & COUNTRY  REALTY 
1007  PT.  Wash.  Blvd.  PO  7-2365 


HOUSE  FOR  SALE  LONG  ISLAND  Suffolk  County 


WEST  ISLIP — $18,500  2-year  old  split  4 bedrooms  den  base- 
ment 1 1 /2  baths  excellent  vie  shopping  schools  MOHAWK 
9-9742. 


FOR  SALE 


General  and  Surgical  practice  of  recently  deceased  physician 
for  sale — Pleasant ville,  N.  Y.  Will  include  office  furnishings, 
fixtures  and  equipment.  Nurse  with  many  years’  service 
in  the  office  available  for  employment  by  purchaser.  Con- 
act  attorney  for  the  estate — Edward  J.  Wren,  ROgers  9-1726. 


FOR  IMMEDIATE  SALE 


Well  established,  20  years,  pediatric  practice.  Upstate  New 
York.  Home  and  office  for  sale.  Giving  up  private  prac- 
tice for  full-time  public  health  position.  Box  784,  N.  Y.  St. 
Jr.  Med. 


PRACTICE  FOR  SALE 


Compensation  general  practice  Manhattan;  long  established, 
fully  equipped,  air  conditioned;  opportunity;  available  im- 
mediately; priced  for  quick  sale.  Box  778,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor  Urgently  Needed.  Thirteen  year  excellent  country 
practice.  Modern  equipped  office  building  and  records  ready 
for  use.  Detached  8 room  house.  Near  hospitals.  Near 
theatre,  music  and  art  festival  towns. 

Write  or  call  E.  Gellert,  Kerhonkson,  N.Y. 


FOR  SALE 


Lucrative  rural  General  Practice,  Finger  Lakes  Region,  New 
York  State.  Pleasant  village,  modern  office  and  lovely 
landscaped  house.  Liberal  terms.  Box  792,  N.  Y.  St.  Jr. 
Med. 


HOME  FOR  SALE 


Suffern,  Rockland  County.  Must  sacrifice  beautiful  brick 
home  to  settle  estate.  Ideal  for  office  and  residence. 
Robert  Konove,  attorney,  60  East  42nd  Street,  New  York, 
N.  Y.  MU  2-1729. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America:  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  acoeesory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


FOR  RENT 


Medical  offices  in  professional  building  being  constructed 
near  geographic  center  of  Nassau  County.  Exact  location  is 
on  Carman  Avenue,  East  Meadow,  midway  between  Hemp- 
stead Turnpike  and  Old  Country  Road,  where  the  territories 
of  East  Meadow,  Westbury,  Levittown  and  Hicks  ville  meet. 
Across  the  street  from  one  shopping  center  and  adjacent  to 
another.  Those  familiar  with  Nassau  County  will  recognize 
location.  Established  practices  of  Pediatrics  and  OB-GYN 
are  already  represented.  Need  Internist  or  GP  and  special- 
ties as  indicated.  Possibilities  unlimited.  This  is  our  first 
advertisement.  Box  791,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Large,  beautiful  doctor’s  office.  Entire  floor  in  new  bldg, 
cent,  of  town.  Only  other  tenant  is  D.D.S.  Opp.  for  M.D. 
to  est.  an  excellent  practice  in  a fine  comm.  45  mi.  from  N.Y.C. 
Write  Mrs.  Jack  Kappel,  Putnam  Valley,  N.Y. 


Offices  available  in  new  air  conditioned  professional  building 
in  rapidly  expanding  area  of  Long  Island  in  the  town  of 
Brentwood.  Excellent  opportunity  for  pediatrician,  obste- 
trician, other  specialists.  For  information  call  IV  6-8449  or 
PI  2-7108. 


FOR  RENT 


Fully  equipped  medical  office  of  deceased  physician.  Good 
residential  section  of  growing  community,  100  miles  on 
Thruway  from  N.Y.C.  Write  Mrs.  M.  Neimanis,  19  John 
St.,  Saugerties,  N.  Y. 


FOR  RENT  OR  SALE 


Professional  Suite — Ideal  village  location.  2 family  house, 
Huntington,  L.I.,  occupied  by  M.D.  for  years.  Excellent 
opportunity  for  professional  or  group.  Living  quarters 
available  if  desired.  Box  786,  N.  Y.  St.  Jr.  Med. 


91st  Str.  East  Park/Lex.  spac  unfurn.  Office  excl.  use  share 
wait.  room.  $85. — monthly  Sacramento  2-5901  or  General 
2-8199. 


FOR  SALE 


WEST  HEMPSTEAD — Malverne  Acres  Ranch.  3 bed- 
rooms, 2 baths,  expansion  attic,  basement,  garage,  plaster 
walls,  appliances,  extras.  Wide  thorofare  near  shop- 
ping center,  temple,  schools.  Ideal  professional.  $23,900. 
Iv  1-5011. 


General  Practitioner  who  does  not  limit  his  practice  to 
Specialty  has  an  unlimited  opportunity  in  this  fastest  growing 
community  of  Nassau  County.  Home  with  attached  office 
located  on  the  main  residential  thoroughfare.  Office  equip- 
ment included.  Retiring.  Terms.  Call:  ED3-0257. 


FOR  SALE 


Beautiful  home  and  office,  located  on  main  thoroughfare  resi- 
dential section  in  large  South  Nassau  Community.  Excel- 
lent opportunity  for  well  trained  general  practitioner, 
ophthamologist,  ENT,  or  obstetrician.  Public  and  parochial 
schools,  all  religious  institutions  walking  distance.  Ample 
hospital  connections  obtainable.  Present  owner  retiring. 
Will  introduce.  Write  Box  “D”  Nassau  County  Medical 
Society,  Garden  City,  L.l. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4§ 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


SPECIAL  OPPORTUNITY  NEAR  NYC 


West  Nyack — 20  miles  from  NYC  in  the  state’s  fastest-grow- 
ing county — historic  building — centrally  located,  restored 
and  air-conditioned  for  professional  use  by  GP  or  Specialist. 
Unusually  advantageous  arrangement.  Write  Riverstrip, 
Nyack,  N.Y.,  or  phone  Nyack  7-0063. 
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Medical  Group  located  in  upstate  New  York  is  interested  in 
adding  an  ophthalmologist  to  its  staff.  Well-established 
Medical  Center,  modern  facilities,  serves  a population  area 
of  approximately  50,000.  Located  in  a town  of  9,000  in  the 
center  of  a beautiful  resort  area.  Tremendous  potential  for  a 
well-qualified  ophthalmologist  with  an  opportunity  to  be- 
come a partner  in  the  Group  after  one  year.  Box  785,  N.  Y. 
St,  Jr.  Med. 


WANTED 


General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


WANTED  — TWO  GENERAL  PRACTITIONERS 


Desire  two  general  practitioners  who  wish  to  pursue  an 
interest  in  psychiatry.  Salary  up  to  S12.770  depending  upon 
qualifications.  Tour  of  duty  generally  40  hours  per  week. 
30  days  yearly  vacation  with  pay.  Liberal  retirement  plan. 
Age  limit  54  years.  Hospital  20  miles  from  Boston  or  Cape 
Cod.  Apply  to  Director,  Professional  Services,  Veterans 
Administration  Hospital,  Brockton,  Massachusetts. 


PRACTICE  WANTED 


General  practitioner,  1 year  of  solo  experience,  now  in  inter- 
nal medicine  residency.  Desires  association  or  partnership 
as  a general  practitioner.  Available  Oct.  1st.  Box  790, 
N.  Y.  St.  Jr.  Med. 


Neurosurgeon,  board  qualified,  desires  association  in  New 
York  City  area.  Box  794,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time SI . 35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 


MINIMUM  3 LINES 


Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

386  Fourth  Avenue  New  York  16,  N.  Y. 


RADIOLOGIST 


325  bed,  teaching  hospital  associated  with  medical  center  has 
immediate  opening  for  a certified  radiologist  who  is  teaching 
and  research,  as  well  as  clinically  oriented.  Stimulating  at- 
mosphere. Fully  approved  3 years  residency  program. 
Liberal  salary  based  on  background,  competence  and  po- 
tential. Address  reply  (which  will  be  held  in  strictest  con- 
fidence) to:  Chief  Radiologist,  Box  789,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33V3  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 


Leewol  Business  Brokers  opens  its  new  medical  department. 
If  you  wish  to  sell  or  purchase  a medical  practice,  phone  or 
write  Leewol  Business  Brokers,  191-19  Jamaica  Avenue, 
Hollis  23,  N.Y.  SP  6-0100. 


Excellent  opportunity  for  physician  in  busy  Mid-Nassau 
Unopposed  for  specialist.  Share  waiting  room  with  estab- 
lished dentist  400  square  ft.  available.  Convenient  to  hos- 
pitals, transportation  excellent.  PErshing  5-0525. 


FOR  RENT 


3 large  offices  in  well  est.  location  on  Main  St.  suitable  for 
G.P.  or  specialist ; near  modern  hospital.  Write  Occupant 
106  Main  St.,  Hudson  Falls,  N.  Y. 


3220 


Milprem-200 


a new  potency  for 
greater  dosage  flexibility 
in  treating  the  menopause 


SUPPLIED:  Bottles  of  60  tablets. 

DOSAGE: One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements. 
also  available  : Milprem-  400  (400  mg. 
Miltown  + 0.4  mg.  Conjugated  Estrogens, 
equine)  in  bottles  of  60  tablets. 

Literature  and  samples  on  request 


for  prompt 
relief 
from 
emotional 
and  somatic 


disturbances 


of  ovarian 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J.  decline 


mm 


NOLUDAR 

me,hypryl0"  Roche 

the  non-barbiturate  hypnotic 

MEETS  THE  NEEDS  ON  ALL  SERVICES 


CARDIOLOGY 


DERMATOLOGY 


GERIATRICS 


OBSTETRICS 


OPHTHALMOLOGY 


PEDIATRICS 


UROLOGY 


H 


PRE-  AND  POSTOPERATIVE, 
GENERAL  CONVALESCENCE 


FOR  THE  PHYSICIAN... 


when  a full  night’s  rest  is  required 
regularly 


when  pruritic  lesions  interfere 
with  sleep 

when  sleep  should  be  induced 
gently  and  naturally 


when  fetal  respiratory  depression 
must  be  avoided 


when  rest  and  quiet  are  essential, 
e.g.,  following  surgery 


when  barbiturates  are  undesirable 


when  mild  bladder  discomfort, 
etc.,  keep  the  patient  awake 

when  6-8  hours’  sleep  is  virtually 
therapeutic 


who  must  awaken  in  an  alert  state 
to  the  telephone  or  alarm  clock 

Roche  — Reg.  U.  S.  Pat.  Off. 


ROCHE  LABORATORIES 
Division  of  HofTmann-La  Roche  Inc 
N utley  10,  New  Jersey 


Pyribenzamine'  expectorant 

breaks  up  cough 

even  persistent  cough 


Patient,  factory  worker, 
age  43,  had  suffered  for 
months  with  persistent, 
dry  cough,  which  he  termed 
"smoker's  hack." 


Cough  frequently 
interrupted  his  sleep, 
causing  him  to  be  nervous, 
irritable;  his  job  efficiency 
was  impaired. 


Chest  X-ray  was  negative 
and  the  plant  physician 
prescribed  PYRIBENZAMINE 
EXPECTORANT  with 
Ephedrine.  Patient  noticed 
almost  immediate  relief— 
a week  later  felt 
"considerably  better." 


Pyribenzamine  Expectorant  with  Ephedrine  provides  a unique  combination  of  antitussive  agents, 
which  work  three  ways  at  once  to  break  up  the  persistent  cough:  Pyribenzamine  relieves  histamine- 
induced  congestion  throughout  the  respiratory  tract;  ephedrine  relaxes  the  bronchioles  and  makes 
breathing  easier;  ammonium  chloride  liquefies  mucus,  relieving  dry  cough  and  promoting  productive 
expectoration. 

Supplied:  Pyribenzamine  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  (equivalent  to  20  mg. 
Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate  and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 
Also  available:  Pyribenzamine  Expectorant-  with  Codeine  and  Ephedrine,  same  formula  as  above  C I B A 
with  the  addition  of  8 mg.  codeine  phosphate  per  4-ml.  teaspoon  (exempt  narcotic). 

Pyribenzamine®  citrate  (tripelennamine  citrate  Cl  BA) 


2/2559MK 


SUMMIT,  N . J . 
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Whole  milk 

24 

480 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

— 

Karo  Syrup 

1V2 

180 

45% 

— 

— 

EVAPORATED  MILK  FORMULA 

TOTAL  CARB.  FAT  PROT. 

FORMULA  OZ.  CALORIES  CAL.  CAL.  CAL. 


Evaporated  milk 

11 

484 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

— 

Karo  Syrup 

IV2 

180 

45% 

— 

— 

of  infant  feeding 


Standard  one-formula  mixture 


Normal  infant  nutrition  requires  approxi- 
mately 50  calories  per  pound  of  weight.  Caloric 
distribution  should  be  about  15%  from  pro- 
tein, 50%  from  carbohydrates  and  35%  from 
fat  as  formulated  for  the  mixtures  in  the 
tables  below. 

For  young  infants,  a favorable  hospital  for- 
mula consists  of  a milk  and  Karo  Syrup 
mixture,  isocaloric  with  human  milk,  e.g.  20 
calories  per  ounce. 

WHOLE  MILK  FORMULA 

TOTAL  CARB.  FAT  PROT. 

FORMULA  OZ.  CALORIES  CAL.  CAL.  CAL. 


An  infant  will  usually  take  2 to  3 ounces  more 
than  his  age  in  months  at  3 to  4 hour  intervals 
to  satisfy  his  appetite  and  nutritional  needs. 
It  is  psychologically  unwise  to  force  prescribed 
amounts.  Normally,  the  gain  in  weight  of  6 
to  8 ounces  a week  during  the  earlier  months 
gradually  diminishes  to  3 to  4 ounces  a week 
by  the  end  of  the  first  year.  The  standard 
one-formula  mixture  not  only  provides  ade- 
quate nutrition  when  vitamin  supplements 
are  added;  it  also  provides  educational  oppor- 
tunities to  prevent  feeding  problems. 


ADVANTAGES  OF  KARO  * SYRUP  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

LOW  Cost:  Karo  Syrup  costs  1/5 
as  jnuch  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of 

Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write:  Karo 
Infant  Feeding  Guide,  Box  280,  New 
York  46,  N.Y. 

CORN  PRODUCTS  REFINING  COMPANY 


3224 


r r . ' in  . - --  - x lead 

■\  ' 

* 52 i 1306,  Dee.  1956.  If2»  Bellini er,  L»  I. , Elkina,  H.,  filler,  B.  Cl 
> May  9,  1957*  If 3*  . Hollister,  1*  fh  * Siannard,  A.  I*  and  Brake , C*  F*i 
hek,  J*  E. , Thomas*  0*  0*.  and:  3©gur%  J*  i Toxic  reaction  to  2-aethyl- 
y,  W.s  Allergic  purpura  due  to  meprobamate  ( Correspondence)  * C&n&d* 
own)  In  surgery  of  eye,  ear,  none  and  throat.  Eye,  Ear.  lose  St.  Throat, 
laeprobamte  — Its  use  for  pain  associated  with  cancan,  "preliminary 
apondenee) » J.A.M.A.  161161*4,  June  16,  1956*  Iff*  Khgelmass,  X*  M*  i 


Lasiphier,  ft  A*j 
Asm.  law  Toa 


69 s 323*  June  1956.  »* 

toperatiwe  surgical  care 

- 3a22/rYtY 

6o?liul,  IpAI 

re,  F*t 

t*  & Sypfir  ?5#b37, 

1 Mrigh 
cation 

aess  of  Dlaiibx 
Southwestern  Med. 
eatment 

so  use  «syismn 

T T sit 

2 Treatment  of  anxiety  states  with  map: 

# 

ies  in 


unusua 


In  over 

■m  • • 

clinic 


Drug  addiction  (Correspond- 

’ • 

Month- 
erjties  of 
orders* 
C.  F*»  Bn~ 
- A 
lew 
fries  17? 
action 
a M.  J. 
, Bo^i, 
obamaie 
©rk  Acad, 
spend- 
somatic 
'aces*  in 
axles  in 


-■  • 


*26. 

forth- 


studies 

*F*  'Fban&ftcol*  A 


anqeili 

-131. 

cc  { #iwa  . 4y  of  a 

) with 
gton,  ?* 
and  re! 

dial,  meprobamate  and  two  similar  erperiw  »atal  agent© 

■ does  not  impair  mental  efficiency  or  physical 

performance  ■ relieves  both  mental  and  muscular 

fleets  ox  ward  tension  on  the  email iv  and  quantity  of  trsnooiliser  uts 

tension  ■ does  not  affect  autonomic  function 

isodea  following  treatment  with  meprobamate  ( Correspond  coca ) . Lancet  2i 
n 

im  agen 

J.  39«6?5 

%tbpy  in 
at©  (Mil 
ftsuasstic 


( Corre  spend  ence ) . 
iol  di  carbamate)  * 


h,  195  W 


n-p^ooyl-1 , 3-prppamediol  dl  carbamate) . s'Ll.M.i. 

K.  Times 
6,  1957  * 
?,*  2l$It* 

treat- 


WALLACE  LABORATORIES 

" 


■ New  Brunswick,  New  Jersey 


eproo&iste 


CM. 7340 


:>own)  a a 


!l7 » Steffen,  C*  0*,  Che  rein,  If.  and  fan  franken,  B*s  Reaction  follow- 
H* i The  use  of  iranqailising  drags  in  gynecology.  Meat.  J.  Burg.  6b? 
56 t 3 5b,  Feb.  21,  195?*  250*  Thai,  l.t  Framed! cation  for  electroshock 
6.  251*  ThiMimn,  V**  lower  drugs  in  the  treatment  of  acute  aleobol.fr » 
eorgia,  Bee.  28,  1955*  tSf*  Thlmann,.  J*  and  Gatiibier,  J*  ¥♦*  Mliowr 
956*  253*  Tucker,  W*  X.i  The  place  of  Hiltoim  in  general  practice* 

f meprobamate  therapy  in  a chronic  schizophrenic  population.  Am*  J* 

• 

2j  7 y J*  and  Childs,  B*  R*  * lfcprotaB&e  » J. 

taraetie  drugs),  frmm  mid,  argent.  1*3*266?,  Aug.  31  > 1956.  2|f.  Mein- 


3225 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office : 750  Third 

Ave.,  New  York  17,  N.  Y.  Publication  Office : 20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  mail  privileges  authorised 
at  Easton,  Penna. 


VOLUME  58 


OCTOBER  15,  1958 


NUMBER  20 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors.  Contributions  are  accepted  for  original  publication  only. 


Scientific  Articles 

Symposium — Esophageal  Hiatal  Hernia 

The  Surgical  Anatomy  of  the  Cardioesophageal  Area,  Theodore  Drapanas,  M.D 3271 

Pathogenesis  of  Hiatal  Hernia  and  Reflux  Esophagitis,  Richard  H.  Adler,  M.D 3275 

The  Radiologic  Study  of  the  Cardioesophageal  Area,  Norman  Heilbrun,  M.D 3280 

The  Role  of  Endoscopy  in  Esophageal  Hiatus  Hernia,  Murray  N . Andersen,  M.D 3283 

The  Symptomatology  of  Esophageal  Hiatus  Hernia,  Harry  W.  Hale,  Jr.,  M.D 3287 

Indications  for  Repair  and  Points  in  Correction  of  Pathologic  Physiology  of  Sliding  Hiatal 
Hernia,  Paul  A.  Kennedy,  M.D 3289 

Measurement  and  Maintenance  of  Natural  Skin  Oil,  Herbert  J . Spoor,  Ph.D.,  M.D 3292 

Roentgen  Findings  in  the  Asymptomatic  Cervical  Spine,  Frederick  Elias,  M.D.,  M.A.C.R..  . . 3300 

A Comparison  of  Benadryl  and  Chlor-Trimeton  in  Intravenous  Urography,  Herman  Wechsler, 

M.D 3304 

The  Importance  of  Doing  Serum  Iron  Determinations  Before  Starting  Iron  Injections,  Carl 
Reich,  M.D 3305 

Recent  Advances  in  Medicine  and  Surgery 

Modern  Concepts  of  Whiplash  Injury,  Joel  Hartley,  M.D 3306 


Clinicopa t hologic  Conference 

Clinicopathologic  Conference,  Roswell  Park  Memorial  Institute 3311 

Fundamen  tals  of  Modern  Allergy 

Allergy,  Infection,  and  the  Psyche,  Samuel  J . Prigal,  M.D 3315 

Two-Way  Radio  Conferences  for  Postgraduate  Medical  Education 

Three  Years  of  Experience  with  Two-Way  Radio  Conferences,  William  P.  Nelson,  III,  M.D., 

and  Frank  M.  Woolsey,  Jr.,  M.D 3322 

[Continued  on  page  3228] 


3226 


whenever 

he 

starts 

to 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . , 

the  children’s  favorite  . . . 

tops  with  adults,  too. 


Vitamin  A 5,000  Units* 

Vitamin  D 1,000  Units* 

Vitamin  C 75  mg. 

Vitamin  E 2 Unitst 

Vitamin  B-l 2.5  mg 

Vitamin  B-2 2.5  mg 

Vitamin  B-6. 1 mg 

Vitamin  B-12  Activity 3 meg 

Panthenol 5 mg 

Nicotinamide 20  mg 

Folic  Acid 0.1 

Biotin 30  meg 

Rutin 12  mg 

Calcium  Carbonate 125  mg 

Boron 0.1  mg 

Cobalt 0.1  mg 

Fluorine 0.1  mg 

Iodine  0.2  mg 

Magnesium 3.0  mg 

Manganese  1.0  mg 

Molybdenum 1.0  mg 

Potassium 2.5  mg 


WHITE  LABORATORIES,  INC., 
KENILWORTH,  N.J. 


Dost:  One  Nugget  per  day 
Supplied!  Boxes  of  30— one 
month's  supply 
Boxes  of  90-three 
months'  supply  or 
family  package. 
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Gastrointestinal 
Irritability  and  Tension 


MONODRAL 

MEBARAL 

/ TABLETS 

rW^ANTISECRETORY . ANTICHOLINERGIC  . SEDATIVE 


Each  tablet  contains: 

Monodral  bromide 5 mg. 

Mebaral 32  mg. 

Dependable  control  of  hyperacidity  and 
hypermotility.  Spasmolysis.  Prompt  and 
prolonged  pain  relief  and  tranquillity. 

Peptic  ulcer,  1 or  2 tablets  three  or  four 
times  daily.  Other  gastrointestinal  dis- 
orders, 1 tablet  three  or  four  times  daily. 

Bottles  of  100  tablets. 


Monodral  (brand  of  penthienate)/ 
Mebaral  (brand  of  mephobarbital),and 
Creamalin, trademarks  reg.  U.S.  Pat.  Off. 


For  unsurpassed  results  in  PEPTIC  ULCER 

prescribe  Monodral  with  Mebaral  in  conjunction 
with 


Fast  Acting  Reactive  Gel 
Protective  Coating 


PIONEER 
ALUMINUM 
HYDROXIDE  GEL 

Creamalin  liquid  — 8 and  16  fl.  oz. 
Creamalin  tablets  — bottles  of  50  and  200. 
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NOTHING  IS  FASTER 


NOTHING  IS  MORE  EFFECTIVE 


PRE-MICRONIZATION  assures  particle  size  for  maximum  effectiveness 


Medihaler-EPI* 


For  quick  relief  of  bronchospasm  of  any 
origin.  More  rapid  than  injected  epinephrine 
in  acute  allergic  attacks. 

Epinephrine  bitartrate,  7.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no  alco- 
hol. Each  measured  dose  0.15  mg.  free  epinephrine. 


Med  i haler- 1 SO’ 


Unsurpassed  for  rapid  relief  of  symptoms  of 
asthma  and  emphysema. 

Isoproterenol  sulfate,  2.0  mg.  per  cc.,  suspended  in 
inert,  nontoxic  aerosol  vehicle.  Contains  no  alcohol. 
Each  measured  dose  0.06  mg.  free  isoproterenol. 


MEDIHALER’  ‘TotrQnytjfe/lt/ufttyfo Mu// 

Millions  of  asthmatic  attacks  have  been  aborted  faster,  more 
effectively,  more  economically  with  Medihaler-Epi  and  Medi- 
haler-Iso.  Automatically  measured  dosage  and  true  nebuliza- 
tion ...  nothing  to  pour  or  measure. . .One  inhalation  usually 
gives  prompt  relief. 

Prescribe  Medihaler  medication  with  Oral  Adapter  as  first 
prescription.  Refills  available  without  Oral  Adapter. 

The  Medihaler  Principle  of  automatically  measured-dose  aerosol  medications  in  spillproof,  leakproof, 

shatterproof,  vest-pocket  size  dispensers  also  available  in  Medihaler-Phen® 
(phenylephrine,  hydrocortisone,  phenylpropanolamine,  neomycin)  for  prompt. 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties  — More  soluble  in  acid  urine1  . . . higher 
and  better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial 
sulfonamide.2 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effec- 
tive. A single  daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to 
6 Gm.  daily  of  other  sulfonamides — a notable  asset  in  prolonged  therapy.2 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by 
0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to 
moderate  infections.  In  severe  infections  where  prompt,  high  blood  levels  are  in- 
dicated, the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours. 


KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (73^  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5cc.)  of  caramel -flavored  syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


references: 

1.  Grieble,  H.  G.,  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyri- 
dazine. New  England  J.  Med.  258:1-7,  1958. 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 

*Reg.  U.S.  Pat.  Qff. 
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When 


the  bronchial  tree 
has  too  much  “bark 


™ |UIU«..V  W» ■ — r 

Glyceryl  guaiacolate  100  mg.  and  desoxyephedrine  hydrochloride  1 mg.  per  5 cc. 

ROBITUSSIN  A-C 

Robitussln  with  Antihistamine  and  Codeine:  Same  formula  as  Robitussin,  plus 
prophenpyridamine  maleate  7.5  mg.  and  codeine  phosphate  10  mg.  per  5 cc.  (Exempt  narcotic) 


“Significantly  superior”2  cough  therapy  for  “markedly” 
reducing  the  severity  and  frequency  of  coughing,1  for 
increasing  respiratory  tract  fluid,1  for  making  sputum 
easier  to  raise,3  and  for  relieving  respiratory  discomfort.4 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
References: 

1.  Blanchard,  K.,  and  Ford,  R.  A.: 
Clin.  Med.  3:961,  1956.  2.  Cass,  L.  J., 
and  Frederik,  W.  S.:  2:844,  1951. 
3.  Hayes,  R.  W.,  and  Jacobs,  L.  S.: 
Dis.  Chest  30:441,  1956.  4.  Schwartz, 
E.,  Levin,  L.,  Leibowitz,  H.,  and 
McGinn,  J.  P.:  Am.  Pract.  & Digest 
Treat.  7:585,  1956. 


make  cough  MORE  PRODUCTIVE, 
LESS  DESTRUCTIVE 


BONADOXIN 


STOPS 

MORNING 

SICKNESS. 


Highest  percentage  of  relief: 

In  Drugs  of  Choice \ clinical  data 
on  several  therapies  for  nausea 
and  vomiting  of  pregnancy  is 
summarized,  bonadoxin  afforded 
the  highest  percentage  of  relief 
in  the  “excellent”  (79%)  and 
“good”  (16%)  combined 
categories.  The  majority  of  cases 
were  completely  controlled  in 
the  first  week  of  treatment, 
almost  all  on  one  tablet  nightly. 


Safe,  too: 

bonadoxin  doesn't  “stop”  the 
patient.  It  is  free  of  side  effects 
commonly  associated  with 
overpotent  antinauseants. 
Goldsmith,  reporting  on  620 
controlled  cases,  states  that 
“toxicity  and  intolerance 
[are]  zero.”2 


BONADOXIN 

DOESN’T 
STOP 


Now  available  in  tablet  or  drop  form 

Dosage:  usually  one  tablet  or  one  tsp. 

(5  cc.)  at  bedtime.  Severe  cases  may  require 
another  dose  on  arising. 

Supplied:  tiny  pink-and-blue  tablets, 
bottles  of  25  and  100.  Bonadoxin  Drops  in 
30  cc.  dropper  bottles. 

Each  tiny  pink-and-blue  Bonadoxin  tablet  contains: 

Meclizine  HC1  (25  mg.) 

. . .for  symptomatic  relief 
Pyridoxine  HC1  (50  mg.) 

...  for  metabolic  action  and  prompt 
antinauseant  effect . 


Infant  colic? 

Non-narcotic  Bonadoxin  Drops  stop  colic 
in  about  85%  of  cases. 

Each  cc.  contains: 

Meclizine  Dihydrochloride. . .8.33  mg. 
Pyridoxine  Hydrochloride. ..  16.67  mg. 

Dosage: 


3ATIENT ! 


2 or  3 times 
daily,  on  the 
tongue,  in 
fruit  juice  or 
water 


Supplied: 

fruit-flavored,  clear  green  syrup  in  30  cc. 
dropper  bottles. 

References:  1.  Drugs  of  Choice  1958-1959, 

St.  Louis,  C.  V.  Mosby  Company,  1958,  p.  347. 
2.  Goldsmith,  J.  W.:  Minnesota  Med. 

40:99  (Feb.)  1957. 


under  6 months 

0.5  cc. 

6 months  to  2 years 

1.5  to  2 cc. 

2 to  6 years 

3 cc. 

adults  and  children 

over  6 years 

1 teaspoon  (5  cc.) 

a consistent  comment . . . 
complete  remission 


^Miltown  -h  anticholinergic 


in  functional  G.  I.  disorders 


Milpath  acts  quickly  to  suppress 
hypermotility,  hypersecretion  and  spasm, 
and  to  allay  anxiety  and  tension. 

The  loginess,  dry  mouth  and  blurred 
vision  so  characteristic  of  some 
barbiturate-belladonna  combinations 
are  minimal  with  Milpath. 

Formula:  each  scored  tablet  contains: 
meprobamate  400  mg.,  tridihexethyl 
iodide  25  mg. 

Dosage:  1 tablet  t.i.d.  with  meals  and 
2 tablets  at  bedtime. 

Literature  and  samples  on  request 


WALLACE  LABORATORIES 


New  Brunswick,  N.  J. 


2 hours  Lon  tabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE’ 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  Cl  BA) 

LONTABS®  (long-acting  tablets  Cl  BA) 

B/2662MK  C I B A SUMMIT,  N.  J. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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there’s  pain  and 
inflammation  here . . . 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primary  or 
secondary  fibrositis— or  eve 
early  rheumatoid 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage  cor- 
ticosteroid1 . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate2'5  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range  of 
application  including  the  entire  fibrositis  syndrome 
as  well  as  early  or  mild  rheumatoid  arthritis 

more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting  side 
effects1'6  . . . reduces  possibility  of  residual  injury 
. . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  INDIVIDUALIZED 

acute  conditions:  Two  or  three  tablets  four  times 
daily.  After  desired  response  is  obtained,  gradually 
reduce  daily  dosage  and  then  discontinue, 
subacute  or  chronic  conditions:  Initially  as  above. 
When  satisfactory  control  is  obtained,  gradually  re- 
duce the  daily  dosage  to  minimum  effective  mainte- 
nance level.  For  best  results  administer  after  meals 
and  at  bedtime. 

precautions:  Because  sigmagen  contains  prednisone, 
the  same  precautions  and  contraindications  observed 
with  this  steroid  apply  also  to  the  use  of  sigmagen. 

References:  1.  Spies,  T.  D.,  et  al .:  J.A.M.A.  159:645, 

1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gplli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  OhioState  M.  J.  52:1037,  1956. 


in 

any 
case 
it  calls  for 


tablets 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 


Composition 

meticorten®  (prednisone) 

Acetylsalicylic  acid  

Aluminum  hydroxide  

Ascorbic  acid  


0.75  mg. 
325  mg. 
75  mg. 
20  mg. 


<#nnd  o*  triacetyloTeandomycIn  with  gluCOSAmlne) 

Capsules  / Oral  Suspension 


chloramphenicol 


erythromycin 


penicillin 


REACTIONS: 

(a)  adults 
Total— 9.2% 

(20  out  of  217) 

Skin  rash  — 1.4% 

(3  out.of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


(b)  children 
Total  -0.6% 

(1  out  of  167) 

Skin  rash -none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


YORK  17, 


well 

tolerated 


PRONOUNCED  TAY-O 


effective 


CLINICAL  all  Staph 

RESULTS  adults  children  infections 
Cured  172  (80%)  148  (89%)  71  (88%) 

Improved  28(13%)  8(5%)  7(9%) 

Failure  17  (7%)  11  (6%)  3 (3%) 

Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph. 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  "antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicols 


100 


SCIENCE  FOR 

Division,  Chas.  Pfizer  & Co..  Inc.  the  world's 

WELL-BEING 


tm 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D„  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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Eli  Lilly  & Company 3264 


Mandl  School 3394 
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New  York  University  Post-Graduate  Medical  School  3390 


Ortho  Pharmaceuticals 3351 


Parke  Davis  Company 3368-3369 

Charles  Pfizer  Laboratories 3260-3261 

Pinewood  Sanatarium 3394 

Pitman-Moore  Company 3251,3390 


Riker  Laboratories 3231 

A.  H.  Robins  Company 3235,3357 

Roche  Laboratories,  Div.  Hoffmann-La  Roche  Inc. . . . 


J.  B.  Roerig  & Company 3236-3237,  3242 
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Sardeau  Company 3248 

Schering  Corporation 3240-3241,  3355 

Julius  Schmid  Company 3383 

G.  D.  Searle  & Company 3269 

Sherman  Laboratories 3376 

Smith  Dorsey  Laboratories,  Div.  The  Wander  Co. . . . 


Smith,  Kline  & French  Laboratories 3398 

Spirt  & Company,  Inc 3392 

Standard  Pharmaceutical  Company,  Inc 3392 


Twin  Elms 3394 


Upjohn  Company 3252-3253 


Wallace  Laboratories 3225,  3238,  3371,  3387 

Warner  Chilcott  Laboratories 3365 
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White  Laboratories 3227,  3377,  3379 

Winthrop  Laboratories 3229 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDAS 

STREPTOKINASE-STREPTOOORNASE 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River,  New  York 
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FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  J.A.M.A.  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,  “. . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 

DOSAGE:  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


Diuril  is  a trademark  of  Merck  & Co.,  Inc. 


©1958  Merck  & Co.,  Inc. 


MERCK  SHARP  & D0HME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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■ 


.caused  an  excellent 


reduction  of  edema, 


weight,  blood  pressure, 
and  albuminuria....” 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION  FOR 
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INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (Dubin  Laboratories) 3389 

Bonadoxin  (J.  B.  Roerig  & Company) 3236-3237 

Buffered  Pabirin  (Smith-Dorsey,  Div.  The  Wander  Co. 

3380-3381 

Butazolidin  (Geigy  Pharmaceuticals)  . . . Between  3254-3255 

Calcidrine  (Abbott  Laboratories) 3353,  3385 

Cantil  (Lakeside  Laboratories)  3270 

Chocolate  Tablets  (White  Laboratories) 3227 

Clinitest  (Ames  Company,  Inc.) 3rd  cover 

Compazine  (Smith,  Kline  & French  Laboratories). . . . 3398 

Cor-Tar-Quin  (Dome  Chemicals  Inc.) 3371 

Cosa-Tetracyn  (Pfizer  Laboratories,  Div.  Chas.  Pfizer 

& Co.) 3260-3261 

Creamalin  (Winthrop  Labs.) 3229 

Cremomycin  (Merck,  Sharp  & Dohme,  Div.  Merck  & 

Co.  Inc.) 3249 

Cytellin  (Eli  Lilly  & Co.) 3264 

Delectavites  (White  Laboratories) 3227,  3377,  3379 

Delfen  (Ortho  Pharmaceutical  Company) 3351 

Deprol  (Wallace  Laboratories) 3387 

Desitin  Ointment  (Desitin  Chemical  Company) 3256 

Diamox  (Lederle  Laboratories,  Div.  Amer.  Cyanamid 

Co.) 3375 

Diuril  (Merck,  Sharp  & Dohme,  Div.  Merck  & Com- 
pany, Inc.) 3244-3245,  3262-3263 

Dramamine-D  (G.  D.  Searle  & Company) 3269 

Eucarbon  (Standard  Pharmaceutical  Company,  Inc.) . 3392 

Intromycin-Arobon  (Pitman-Moore  Company) 3251 

Kolantyl  (William  S.  Merrell  Company) 2nd  cover 

Koro-Flex  (Holland-Rantos  Company) 3363 

Kynex  (Lederle  Laboratories,  Div.  Amer.  Cyanamid 

Co.) 

Lipan  (Spirt  & Company,  Inc.) 

Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 3239 

Medihaler  EPI,  ISO  (Riker  Laboratories) 3231 

Meprospan  (Wallace  Laboratories) 3371 

Milpath  (Wallace  Laboratories) 3238 

Miltown  (Wallace  Laboratories) 3225 

Monodral  with  Mebaral  (Winthrop  Laboratories) ....  3229 

Mumps  Vaccine  (Lederle  Laboratories,  Div.  Amer. 

Cyanamid  Co.) 3389 

Natalins  (Mead  Johnson  & Co.) 4th  cover 

Norlutin  (Parke  Davis  Company) 3368-3369 

Novahistine  Expectorant  (Pitman  Moore  Company) . 3390 

Obedrin  (S.  E.  Massengill  Company) . . . Between  3246-3247 

Panalba  (Upjohn  Company) 3252-3253 

Parafon  (McNeil  Laboratories) 3257,  3258-3259 

Phenaphen  Plus  (A.  H.  Robins  Company) 3357 

Preludin  (Geigy  Pharmaceuticals) Between  3254-3255 

Pre-Natal  Products  (Mead  Johnson  & Company) . 4th  cover 

Presto-Boro  (Standard  Pharmaceutical  Company 

Inc.) 3392 

Protamide  (Sherman  Laboratories) 3376 

Pyribenzamine  (Ciba  Pharmaceutical  Pdts.,  Inc.). . . . 3223 

Pyridium  (Warner  Chilcott) 3365 

Robitussin  (A.  H.  Robins  Company) 3235 

Romilar  CF  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 3393,  3395 

Rynatan  (Irwin  Neisler  & Company) 3391 

Sardo  (Sardeau  Company) 3248 

Sigmagen  (Schering  Corporation) 3240-3241,  5355 

TAO  (J.  B.  Roerig  & Company) 3242 

Thyroid  (Armour  Laboratories) 3373 

TricofurPn  (Eaton  Laboratories) 3359 

Tridal  (Lakeside  Labs) 3270 

Unitensen  (Irwin  Neisler  & Company) 3255 

Vagisec  (Julius  Schmid  & Company) 3383 

Valerianets-Dispert  (Standard  Pharmaceutical  Com- 
pany Inc.) 3392 

Varidase  Buccal  (Lederle  Laboratories,  Div.  Amer. 

Cyanamid  Company) 3243,  3247,  3361 
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Medical  and  Surgical  Supplies 


Allergy  Service  (Center  Labs.  Inc.) 3390 

Visette  (Sanborn  Company) 3367 

X-Ray  (General  Electric) 3228 


Dietary  Foods 


Bread  (American  Baker’s  Assoc.) 3254 

Hi-Pro  ( J ackson-Mitchell  Company) 3246 

Karo  (Corn  Products  Refining  Co.) 3224 

Mazola  (Corn  Products  Refining  Co.) 3250 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 
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TABLETS 


to  facilitate  management  of 

skin  itch  and  dryness  in 

atopic  dermatitis 

(disseminated  neurodermatitis) 

eczematoid  dermatitis 
contact  dermatitis 
senile  pruritus 


arm 


1=0 


in  the  bath 


Clinical  use1  of  Sardo  as  a therapeutic  adjuvant  proved  uniformly  successful  in  relieving 


almost  every  case  of  chronic  itchy,  dry,  scaly  dermatitis  treated. 


Sardo*  releases  millions  of  microfine  water-dispersible 
oil  globules  to  (1)  add  emollient,  lubricating  effects  to 
the  antipruritic  bath,  (2)  help  increase  natural  emollient 
skin  oil,  (3)  minimize  excessive  evaporation  of  moisture. 
Relief  is  prompt  as  the  patient  bathes . . . and  sustained 
by  an  invisible,  unobtrusive  film  that  stays  on  the  skin 
for  hours. 


Sardo  is  pleasant,  convenient,  easy  to  use;  leaves  no  sticky, 
greasy  feeling,  is  agreeably  pine-scented;  non-sensitizing.  Very 
economical.  Bottles  of  4,  8 and  16  oz. 


Write  for 


and  literature 


Sardeau,  Inc. 

75  East  55th  Street 
New  York  22,  N.  Y. 


1.  Spoor,  H.  J.:  N.  Y.  State  J.  Med.  Oct.  15,  1958.  *patent  pending,  T.M. 


© I9SS 
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in  all 
diarrheas 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Cremomycin  is  a trademark  of  Merck  & Co.,  Inc. 
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Please  use  this  coupon  for  ordering: 


Medical  Department 

Corn  Products  Refining  Company 

17  Battery  Place 

New  York  4,  New  York 

Please  send  me  a free  copy  of  your  latest 
reference  book,  “Unsaturated  Fats  and 
Serum  Cholesterol.” 


NAME. 


ADDRESS. 


CITY. 


.ZONE. 


.STATE. 


Technical  Pamphlet,  "Facts  about  MAZOLA 
Corn  Oil,"  also  available.  Provides  technical  in- 
formation on  chemical  and  physical  properties. 
Check  here  if  you  wishacopyof  thispamphletD 


CORN  PRODUCTS  REFINING  COMPANY 


Unsaturated  Fats 
and 

Serum  Cholesterol” 

A review  of  the  latest  concepts  and 
results  of  current  research 

This  new  book  contains  the  most  up-to-date 
bibliography  of  current  research  on:  1.  The 
origin  and  behavior  of  cholesterol  in  the  human 
body;  2.  The  effect  of  different  dietary  fats  on 
serum  cholesterol  levels;  3.  The  nature  of  the 
active  components  in  vegetable  oils;  and  4.  Sug- 
gestions for  practical  diets. 

Now  ready  for  distribution  to  Physicians  by 
the  makers  of  MAZOLA  Corn  Oil,  this  book 
supplements  the  1957  monograph,  “Vegetable 
Oils  in  Nutrition”  and  provides  a broader  cover- 
age of  this  important  subject. 

As  a regular  part  of  daily  meals 

MAZOLA®  CORN  OIL 

can  he  used  for 

control  of  Serum  Cholesterol  levels 

MAZOLA  CORN  OIL  . . . the  only  leading  oil 
made  from  golden  corn,  is  rich  in  the  important 
unsaturated  fatty  acids— When  an  adequate 
amount  of  Mazola  is  part  of  the  daily  meals, 
elevated  serum  cholesterol  levels  tend  to  be 
lowered  .-. . normal  levels  tend  to  stay  level . . . 

MAZOLA  CORN  OIL  is  a natural  food,  and 
cholesterol  free,  can  easily  be  included  as  part 
of  the  every  day  meals  . . . simply  and  without 
seriously  disturbing  the  patient’s  usual  eating 
habits ...  in  salads,  baking  and  other  cooking 
processes. 


Each  TABLESPOONFUL  of 
MAZOLA 

Provides  approximately : 

LINOLEIC  ACID 7.4  Gm. 

Sitosterols 130.0  mg. 

Natural  tocopherols 15.0  mg. 

Cholesterol 0 

Weight 14  Gm.  Calories 126 

Total  unsaturated  Fatty  Acids— 85% 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  calorie  diet 3'Tbsp. 

For  a 3000  calorie  diet 2.5  Tbsp. 

For  a 2000  calorie  diet 1.5  Tbsp. 
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two  palatable  antidiarrheals 


FOR  IMMEDIATE  RELIEF  OF  SYMPTOMS  AND  A QUICKER  RETURN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


AROBON *—carob  powder... demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics , no  sedatives , no 
narcotics 


INTEOMYCIN  — carob  powder 
plus  Neomycin  and  Streptomycin ... 
for  infectious  diarrheas 

Intromycin  available  in  2^  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  42:182,  1952. 


Arobon  available  in  5 oz.  bottles. 


In  potentially- 
serious 
infections . . . 


^TRADEMARK,  REO.  W.  0.  RAT.  Of*. 
^TRADEMARK,  REO.  U.  S.  PAT.  OFP.— THE  I 
PRANO  OF  TETRACYCLINE 

**TRAD£MARK,  REG.  U.  S.  PAT.  OrF.-THE  I 
BRAND  OF  CRYSTALLINE  NOVOBIOCIN  SOLI 
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But  Such  Excellent  Nutrition 


So  often,  people  say,  "I’ll  have  just  a sandwich.” 

A sandwich  made  with  Enriched  Bread  has  nutri- 
tional advantages  over  many  a knife-and-fork  meal. 

In  addition  to  providing  an  excellent  vehicle 
for  other  nutritionally  valuable  foods,  the  nutrient 
values  of  Enriched  Bread  add  a definite  plus  for 
good  nutrition. 


supplies  growth-promoting  protein, 
readily  available  energy,  important 
B vitamins  (thiamine,  riboflavin, 
niacin,  pantothenic  acid,  choline, 
folic  acid,  and  other  B-complex 
factors),  iron,  and  calcium. 

• 

Enriched  Bread  is  more  than  a compatible 
vehicle  for  other  foods ; it  is  an  effective 
provider  of  essential  basic  nutrients. 


AMERICAN  BAKERS  ASSOCIATION 

20  North  Wacker  Drive  • Chicago  6,  Illinois 
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SUMMARY  OF  REPORTS 


No.  of 
Patients 


6,553 


10,843 


2,703 


1,033 


Results 


Excellent 


Good 


Fair 


Unsatisfactory 


Percent 


31 .0% 


51.3% 


12.8% 


4.9% 


(Total  Number  of  Side  Effects:  638  [3.0%]) 


A 

NEW 

DIMENSION 

IN 

RESEARCH 


This  data  deals  with  the 
results  obtained  by  1,988 
physicians,  treating  21,128 
hypertensive  patients  with 
Unitensen.  The  “Proof  In 
Practice’’  study  validates, 
in  day-to-day  private  practice , 
the  findings  of  clinical  trials 
conducted  in  hospitals  and 
institutions.  It  proves  that 
Unitensen  affords  safe, 
dependable  office  management 
for  the  majority  of  hypertensive 
patients.  Unitensen  lowers 
blood  pressure  . . . improves 
cerebral  and  renal  blood  flow... 

exerts  no  adverse  effects  on 
circulation  . . . and,  is  virtually 
free  of  side  effects. 


TIbIaIet 


Invin , Neisler  & Co. 
Decatur,  Illinois 
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The  great  operatic  works  of  Rossini  have 
been  enjoyed  by  millions  for  many  decades 


1 


HINGS  THAT  ENDURE 


Good  things  endure ...  a work  of  art, 
a literary  classic,  a proud  bridge  ...  a dependable 
pharmaceutical.  Such  is  Desitin  Ointment.  For  over 
35  years  Desitin  Ointment  has  endured  as  an  incom- 
parable, safe  way  to  prevent  and  clear  up  diaper  rash 
...and  as  a soothing,  healing  application  in  wounds, 
burns,  external  ulcers  and  other  skin  injuries. 

Desitin® 
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PARAFON 


PARAFON 

with  PREDNISOLONE 


ANI 

NOUNI 

31 NG  two  ii 

mportant 

new 

product 

s 

now.. .the  specific  muscle  relaxant: 

for  relief  of  the  pain- spasm-pain  cycle 

PARAF 

(Paraflex  Chlorzoxazonef  plus  Tylenol®  Acetaminophen) 


in  arthritic  and  rheumatic  disorders 


with  P REDNISOl 

| McNEIL  | 


McNEIL  LABORATORIES,  INC  • PHILADELPHIA  32,  PA. 


ilus  the  preferred  analgesic 


N- 

combines  Paraflex,  the  effective  low-dosage  skeletal  muscle  relaxant  that  is  specific 
for  painful  spasm,  and  Tylenol,  the  preferred  analgesic  for  painful  musculoskeletal 
disorders.  Providing  benefits  that  last  for  up  to  six  hours,  Parafon  is  effective  on 
the  practical  dosage  of  only  six  tablets  daily.  Side  effects  are  rare  and  seldom  severe 
enough  to  warrant  discontinuance  of  therapy.  Parafon  relieves  pain  and  stiffness 
and  helps  improve  function  in  acute  and  chronic  low  back  disorders  such  as  lumbago, 
acute  paravertebral  spasm,  or  sacroiliac  strain;  osteoarthritis;  rheumatoid  arthritis; 
traumatic  hydrarthrosis;  and  traumatic  muscle  injuries. 

supplied : Tablets,  scored,  pink,  bottles  of  50.  Each  tablet  contains:  Paraflex  Chlorzoxazone  125  mg.; 
and  Tylenol  Acetaminophen  300  mg. 
fU.S.  Patent  Pending  ^Trademark 


adds  the  anti-inflammatory  action  of 
prednisolone  to  the  relief  of  pain  and 
spasm  achieved  with  Parafon.  Parafon 
with  Prednisolone  is  useful  in  many 
arthritic  and  rheumatic  disorders,  such  as 
rheumatoid  arthritis,  rheumatism,  myo- 
sitis, neuritis,  tenosynovitis,  fibrositis, 
bursitis,  spondylitis,  and  osteoarthritis. 

supplied:  Tablets,  scored,  buff  colored,  bottles 
of  36.  Each  tablet  contains:  Paraflex  Chlorzoxa- 
zone 125  mg.,  Tylenol  Acetaminophen  300  mg., 
and  prednisolone  1 mg. 
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"Much  better 


COSA-TETRACYN* 

GLUCOSAMINE  POTENTIATED  TETRACYCLINE 


CAPSULES 

(black  and  white) 
250  mg.,  125  mg. 


ORAL  SUSPENSION 

( o ra  nge  - fla  vored ) 

125  mg  per  tsp.  (5  cc.),  2 oz.  bottle 


NEW!  PEDIATRIC  DROPS 

(orange-flavored)  5 mg  per  drop, 
calibrated  dropper,  10  cc.  bottle 


COSA-TETRASTATir 


COSA-TETRACYDIN* 


glucosamine  potentiated  tetracycline 
with  nystatin 

antibacterial  plus  added  protection  against 
monilial  superinfection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetracyn, 
(with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa 
Tetracyn,  (with  125,000  u.  nystatin),  2 oz.  bottle 


glucosamine  potentiated  tetracycline- 

analgesic-antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the 

common  cold  and  prevention  of  secondary 

complications 

CAPSULES  (black  and  orange)  Ea.  capsule  contains: 
Cosa-Tetracyn  125  mg.  • phenacetin  120  mg.  • caffeine 
30  mg.  • salicylamide  150  mg.  • buclizine  HC1  15  mg. 


references:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and 
Staffa,  A.  W.:  Ant.  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine 
and  Leukemia.  Proc.  Soc.  Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958. 
5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med. 
& Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.,  Bamford,  J.,  and  Bradley,  W.:  Ant.  Med.  & 
Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 


thank  you,  doctor” 


Proven  in  research 

1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 

(Pfizer)  Science  for  the  world's  well-being 

PFIZER  LABORATORIES 

Div.,  Chas.  Pfizer  and  Co.,  Inc. 

Brooklyn  6,  New  York 


♦Trademark 


CHLOROTHIAZIDE 


BECKER,  M.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

“On  chlorothiazide  the  response  was  striking  with  . . . improvement  in  cardiac 
status  and  loss  of  toxic  symptomatology. ...  One  of  the  most  important  effects 
of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [diuril]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  indeed  in  some  patients  it  was  effective  when  parenteral 
mercurials  failed. ...  We  have  encountered  no  patient  who  once  responsive  to 
chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa 
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ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  DIURIL 


markedly  relieves 

pulmonary 

edema 
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. . . without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 

May  we  send  more  complete  information 

♦'Cytellin'  (Sitosterols,  Lilly) 


reduction  of  excess  serum  choles- 
terol (over  150  mg.  percent)  has 
been  experienced. 

In  addition  to  lowering  hyper- 
cholesteremia, 'Cytellin’  has  been 
reported  to  effect  reductions  in  C/P 
ratio,  Sfl0-100  and  Sfl2-400  lipo- 
proteins, ''atherogenic  index,”  beta 
lipoproteins,  and  total  lipids. 
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What  of  the  Future? 


In  his  inaugural  address  to  the  Medical 
Society  of  the  State  of  New  York  on  May  12, 
1958,  the  President,  Dr.  Leo  E.  Gibson  of 
Syracuse,  commented  on  many  aspects  of 
the  Society’s  activities.  He  said,  in  part: 

These  are  days  of  change  and  challenge.  In 
the  total  drift  of  our  times  away  from  the  days 
of  rugged  individualism  toward  centralization 
of  government  and  activity  for  the  masses 
rather  than  for  the  individual,  there  is  not  much 
doubt  that  far-reaching  changes  are  taking 
place.  The  tribe  is  what  matters,  not  the 
individual  member  of  the  tribe.  . . 

The  whole  world  appears  to  be  sick,  and 
people  everywhere  suffer  from  fear  and  frus- 
tration. They  hear  about  mass  destruction. 
The  controversies  involving  the  departments 
of  their  own  national  defense  afford  them 
little  consolation  that  anything  can  be  done 
about  it.  The  complex  pace  of  our  pres- 
ent civilization,  the  economic  and  social  chaos 
arising  from  taxation,  present  vexing  prob- 
lems for  the  employer  and  employe.  . . 

In  this  state  of  confusion,  people  become  un- 
easy about  the  source  and  cost  of  their  medical 
care.  Over  the  last  one  hundred  and  fifty 
years,  the  Medical  Society  of  the  State  of  New 
York,  in  cooperation  with  the  New  York  State 
Department  of  Health,  has  devoted  its  efforts 
toward  the  improvement  of  health,  easement 
of  pain,  and  lengthening  of  life. 

Today  the  profession  must  use  its  good  of- 
fices to  cooperate  with  labor  in  keeping  its 
health  problems  out  of  politics.  The  policy 
of  labor  favors  National  Health  Insurance. 
Labor  supports  the  Forand  bill  which  many 
authorities  believe  is  a definite  step  towards 
national  health  insurance.  The  immediate 
objective  of  labor  is  to  obtain  grants  or  loans 
from  the  government  for  the  organization  of 
medical  centers.  At  first  these  centers  would 
be  diagnostic  in  scope,  but  the  ultimate  goal 
would  be  to  furnish  comprehensive  care.  It  is 
obvious  that  any  of  these  objectives  would 
have  government  support  and,  as  such,  would 


be  government  controlled.  Labor  does  not 
understand  that  what  the  government  gives  it 
must  first  take  away. 

It  is  very  difficult  for  me  to  believe  that  these 
activities  are  being  developed  by  labor  because 
of  poor  medical  care.  As  a matter  of  fact,  the 
people  today  are  receiving  the  best  medical 
care  in  the  history  of  mankind,  due  in  a large 
part  to  the  advent  of  “miracle  drugs.”  These 
drugs  have  increased  the  cost  of  medical  care, 
and  all  elements  of  society  must  be  alert  to 
protect  their  own  interests.  To  put  it  suc- 
cinctly, the  public  has  been  weaned  away  from 
the  dollar  bottle  of  patent  medicine  and  is 
now  being  brought  up  on  the  five  dollar  shot 
of  antibiotics. . . 

The  medical  profession  has  been  shown  re- 
peatedly that  it  must  recognize  the  present 
economic  trends  as  powerful  factors  in  the  dis- 
tribution of  medical  care.  The  general  public 
has  become  deeply  interested  in  health  and 
welfare.  The  desire  of  the  public  to  have  pre- 
payment medical  protection  of  some  type  is  so 
urgent  that  it  will  buy  this  protection  from 
whichever  plan  seems  most  enticing.  These 
plans  may  be  union  operated,  have  no  free 
choice  provision,  and  be  in  complete  variance 
with  medical  society  philosophy.  . .We  cannot 
say  -that  our  only  interest  is  in  the  care  of  the 
sick,  that  political  and  economic  problems  are 
not  vital  to  our  well-being  and  essential  to  the 
successful  struggle  against  disease.  Man  has 
the  same  right  to  medical  care  as  he  has  to 
food,  clothing,  and  shelter.  All  these  require- 
ments are  dependent  on  each  other,  but  medi- 
cal care  offers  more  appeal  as  a target  to  those 
who  are  trying  to  improve  man’s  welfare . . . 

No  agent,  organization,  or  bureaucracy  can 
provide  medical  care.  The  doctor  alone  can 
provide  it.  The  relations  between  the  patient 
and  his  doctor  must  be  confidential  and  privi- 
leged. The  Blue  Shield  plans  which  protect 
this  principle,  were  organized  by  doctors  when 
commercial  units  said  health  insurance  plans 
were  not  possible. . .1  believe  that  we  should 
very  seriously  consider  offering  total  coverage 
by  service  benefits  to  all  persons.  The  increase 
in  demand  for  health  services  might  outweigh 
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any  economic  loss.  Whether  you  like  it  or 
not,  prepayment  medical  care  is  here  to  stay. 
Let  us  support  the  most  complete  and  ef- 
ficient system  possible — a system  which  is 
voluntary  and  over  which  we  have  adequate 
control.  Doctors  who  participate  in  these 
plans  must  do  so  with  integrity.  The  one  who 
adds  another  hundred  dollars  to  his  fee  just 
because  his  patient  paid  a premium  is  disloyal 
to  his  profession  and  defeats  the  entire  purpose 
of  the  system . . . 

Turning  to  malpractice,  the  medical  profes- 
sion cannot  withdraw  from  the  problem  of  pro- 
fessional liability.  Medical  malpractice  is  one 
of  medicine’s  biggest  problems.  It  demands 
the  study  and  effective  intelligent  action  of 
every  medical  organization.  It  is  not  some- 
thing the  profession  can  leave  to  insurance 
companies. 

Those  who  seek  cheaper  insurance  from  in- 
experienced companies  outside  the  Medical 
Society’s  plan  must  be  prepared  to  accept 
conditions  and  rates  as  the  insurance  companies 
see  fit  to  offer  them . . . The  unprecedented  ad- 
vances in  medicine  in  recent  years  not  only 
have  had  a great  impact  on  individual  careers, 
but  have  increasingly  complicated  the  program 
of  medical  care  and  medical  education.  Medi- 
cal schools  are  rapidly  developing  full-time 
faculties.  Although  the  full-time  men  are  ex- 
cellent physicians  and  teachers,  their  positions 
relieve  them  of  the  problems  of  the  cost  of 
medical  care,  public  relations,  and  the  en- 
croachment of  bureaucratic  medicine  into  pri- 
vate practice. 

As  teachers,  members  of  medical  school 
faculties  have  the  privilege  and  duty  of  guiding 
young  men  and  women  during  the  formative 


stages  of  their  medical  careers.  They  are  in 
an  excellent  position  to  point  out  to  future 
physicians  the  benefits  that  will  accrue  to  them- 
selves and  to  the  public  from  participation  in  the 
activities  of  the  medical  profession,  sponsored 
by  the  county  and  state  medical  societies  and 
the  American  Medical  Association.  I hope 
that  all  physicians  teaching  in  medical  schools 
will  themselves  take  a more  active  part  in  the 
county  societies  and  encourage  their  students 
to  become  active  participants  in  medical  so- 
ciety affairs.  . . 

While  controversy  advertises  and  experience 
illuminates  the  issues  of  medical  care,  the 
challenge  to  the  medical  profession  offers  some 
essential  tasks. 

First,  to  realize  that  disunity  between  mem- 
bers of  the  profession  and  disregard  of  the 
social  and  economic  changes  which  are  taking 
place  in  our  country  today  offer  the  opportu- 
nity for  which  the  politicians  are  waiting.  We 
are  educated  and  trained  to  think,  observe,  in- 
vestigate, and  make  careful  judgments.  We 
must  act  as  a unit  and  speak  with  one  voice 
instead  of  many. 

Second,  to  define  through  the  joint  work  of 
progressive  physicians  and  informed  lay 
groups,  policies  which  will  permit  adoption  of 
prepayment  medical  plans  on  a statewide  and 
nationwide  basis  and  wdiich  will  be  under  the 
control  of  medicine. 

Third,  bo  recognize  that  prepayment  insur- 
ance plans,  labor  unions,  government,  or  any 
other  agent  cannot  provide  medical  care  with- 
out the  doctor.  Medical  care  is  entirely  the 
business  of  the  medical  profession.  The  doc- 
tor, then,  bravely  saves  or  meanly  loses  the 
freedom  of  medicine. 


Here  and  Abroad 


For  the  information  of  those  interested  who 
may  not  have  read  the  items  in  the  A.M.A. 
Secretary's  Letter 1 we  reprint  the  following : 

Teen-Agers  Shying  Away  from  Socialized 
Medicine. — The  Purdue  Opinion  Panel  of 
Purdue  University  surveyed  thousands  of 
representatives  of  high  school  students  in 
every  part  of  the  nation  to  learn  wdiat  they 


1 No.  441,  Aug.  13,  1958,  p.  2. 


really  know  about  sound  medical  principles  for 
keeping  fit.  The  results  of  that  survey  were 
carried  in  the  press  recently,  and  there  wTas  one 
portion  of  interest  to  physicians. 

The  survey  report  said  that  families  of  70 
per  cent  of  today’s  teens  carry  health  insur- 
ance, and  it  then  pointed  out  that  the  tremen- 
dous growTh  of  private  medical  insurance  pro- 
grams is  credited  with  turning  teen-agers  in- 
creasingly away  from  socialized  medicine.  In 
the  poll  on  the  subject,  52  per  cent  of  young 
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people  thought  the  government  should  estab- 
lish a permanent  system  of  providing  medical 
services  for  all,  with  22  per  cent  opposed,  and 
26  per  cent  undecided. 

But  the  significant  point  was  that  these 
figures  represent  a change  from  opinions  ex- 
pressed in  1948,  when  80  per  cent  of  teen-agers 
approved  of  socialized  medicine,  11  per  cent 
disapproved,  and  9 per  cent  were  undecided. 

Elsewhere  in  the  letter  we  find : 

“The  Unsugared  Pill.” — A recent  Sunday 
edition  of  the  Omaha,  Nebraska,  World- 
Herald,  carried  a down-to-earth,  editorial 
analysis  of  the  British  Health  scheme,  which 
celebrated  its  tenth  anniversary  in  July. 

The  editorial  was  based  on  an  article  in  the 
London  Economist.  Both  papers  agreed  that 
the  British  plan  after  ten  years  is  a failure. 

The  Economist  reports  that  today  little  is 
heard  of  the  rosy  promises  of  the  socializers 
ten  years  ago.  The  British,  the  paper  said, 
have  learned  that  government  cannot  reduce 
sickness  simply  by  providing  a so-called  free 
treatment.  And  the  people  have  learned  that 
as  taxpayers  they  are  spending  a lot  more  for 
medical  treatment  than  they  did  as  paying 
patients. 

“The  Economist’s  report  is  particularly  en- 
lightening,” said  the  Omaha  World-Herald , 
“because  there  has  been  so  much  propaganda 
in  America  recently  about  the  magnificent, 
overwhelming  success  of  Britain’s  'free’  medi- 
cine. The  facts  indicate  that  it’s  not  very 


good  and  that  its  problems  are  growing. 

“The  British  experience  is  a pretty  good 
argument  for  keeping  the  private  medical 
system  which  we  Americans  now  have.” 

It  is  encouraging  to  note  of  the  teen-agers 
that  more  of  them  seem  now  undecided  than 
was  the  case  ten  years  ago,  even  though  52 
per  cent  would  go  along  with  a “permanent 
system  of  providing  medical  services  for 
all”  under  the  government.  In  view  of  the 
trend  in  many  parts  of  the  world  toward 
socialistic  doctrine  and  practice  in  the  same 
period  of  time,  the  young  people  here  do  not 
seem  to  be  particularly  favorable  to  govern- 
ment medicine. 

As  to  the  British  “Health  Scheme”  which 
reportedly  “after  ten  years  is  a failure,” 
according  to  the  London  Economist , here  is 
another  kettle  of  fish!  The  scheme  is  in 
operation.  It  is  embedded  in  the  statutes. 
The  series  of  five  articles  by  Dr.  Michael 
Arnold2  recently  published  in  this  Journal 
presented  a fair  view  of  the  present  opera- 
tional status  of  the  scheme,  and  while  point- 
ing out  its  several  deficiencies  does  not  call 
it  a failure.  It  seems  likely  to  remain, 
with  laggard  modifications,  as  an  extremely 
expensive  example  of  how  not  to  do  it  here. 


2 Arnold  M.:  New  York  State  J.  Med.  58:  907  (Mar.  15) 
1958. 


Announcement 

A new  series  of  “Two-Way  Radio  Conferences  for  Postgraduate  Medical 
Education”  will  start  in  the  November  1 issue  of  the  Journal.  An  intro- 
ductory article  describing  the  conferences,  held  by  the  Albany  Medical 
College,  appears  on  page  3322  of  this  issue.  Editors  for  the  series  are  Dr. 
William  P.  Nelson,  III,  assistant  dean  and  assistant  director  of  post- 
graduate medical  education,  and  Dr.  Frank  M.  Woolsey,  Jr.,  associate 
dean  and  director  of  postgraduate  medical  education,  Albany  Medical 
College. 
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Dramamine-Z)  keeps  patients  alert  and 
cheerful  while  it  controls  nausea  and 
dizziness.  Available  on  prescription 
only. 

Indications:  vertigo;  nausea  and  vomit- 
ing of  pregnancy,  travel  sickness  and 
other  conditions. 

Adult  dosage:  one  tablet  every  4 to  6 
hours. 


SEARLE 


Each  scored,  orange-colored  tablet  of 
Dramamine-D  contains  50  mg.  of 
Dramamine®  and  5 mg.  of  dextro- 
amphetamine sulfate. 

References  on  the  combination  of  these 
two  drugs  available  on  request. 


iramamin  e-D 

brand  of  dimenhydrinate  with  dextro-amphetamine  sulfate 

ids  the  alertness  factor 
to  antiemetic  therapy 
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relief  for  localized  or  generalized  G.l.  disorders 


. . the  most  effective  available 
colonic  anticholinergic  drug”1 

TABLET 

CantiF 

plain  or  with  phenobarbital 

For  the  colon 

“...relieves  or  reduces  diarrhea,  distention 
and  pain  in  many  patients  with  functional 
and  organic  colon  disorders.”2 

CANTIL  (plain)  — each  scored  tablet  contains  25  mg. 
of  CANTIL.  Bottles  of  100  yellow  compressed  tab- 
lets. CANTIL  with  Phenobarbital  — each  scored  tablet 
contains  25  mg.  of  CANTIL  and  16  mg.  of  pheno- 
barbital (warning:  may  be  habit  forming).  Bottles 
of  100  cocoa-brown  compressed  tablets.  CANTIL  is 
the  only  brand  of  the  postganglionic  parasympa- 
thetic inhibitor  N-methyl-3-piperidyl-diphenylgly- 
colate  methobromide. 


rapid,  prolonged  relief 
throughout  the  G.L  tract 

TABLET 

TRIDAL 

(dactil  + PIPTAL  in  one  tablet) 

A cholinolytic  of  choice,3  tridal  relieves 
pain  and  spasm,  normalizes  motility  and 
secretion.  It  is  rapidly  and  dramatically 
effective  in  pylorospasm,  peptic  ulcer,  hiatus 
hernia,  biliary  dyskinesia,  chronic  pancre- 
atitis.3 

Each  tridal  tablet  contains  50  mg.  of  the  visceral 
eutonic  dactil®  (the  only  brand  of  piperidolate 
hydrochloride)  and  5 mg.  of  the  anticholinergic 
PIPTAL®  (the  only  brand  of  pipenzolate  methyl- 
bromide).  Bottles  of  50  compressed,  white  tablets. 
CANTIL  and  TRIDAL  are  distinguished  by  unusual 
freedom  from  urinary  retention,  blurred  vision,  dry 
mouth.’  5 


(1)  Kleckner,  M.  S.,  Jr.:  J.  Louisiana  M.  Soc.  108: 359,  1956.  (2)  Riese,  J.  A.:  Am.  J.  Gastroenterol.  25:541,  1957. 
(3)  Settel,  E.:  J.  Am.  Geriatrics  Soc.  In  press.  (4)  Jefferson,  N.  C.,  and  Necheles,  H.:  J.  Urol.  76:651,  1956.  (5)  Necheles,  H., 
and  Kirshen,  M.  M. : The  Physiologic  Basis  of  Gastrointestinal  Therapy,  New  York,  Grune  & Stratton,  Inc.,  1957.  p.  88. 
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Symposium — 

ESOPHAGEAL  HIATAL  HERNIA 


The  Surgical  Anatomy  of  the 
Cardioesophageal  Area 

THEODORE  DRAPANAS,  M.D.,  BUFFALO,  NEW  YORK 
( From  the  Edward  J.  Meyer  Memorial  Hospital) 


Recently  there  has  been  renewed  interest  in 
the  function  of  the  lower  esophagus  and  the 
cardioesophageal  junction  from  the  surgical 
standpoint.  The  presence  and  function  of  cer- 
tain anatomic  structures  surrounding  and  com- 
prising the  cardioesophageal  junction  remain  in  a 
confused  state,  primarily  because  of  varying 
emphasis  attributed  to  this  area  by  the  surgeon, 
physiologist,  anatomist,  or  radiologist. 

In  the  discussion  to  follow,  the  cardioesophageal 
junction  will  be  presented  briefly  from  an  ana- 
tomic standpoint  in  order  to  gain  a better  under- 
standing of  the  mechanisms  necessary  for  ad- 
equate surgical  treatment  of  hiatus  hernia  and 
associated  conditions. 

It  is  generally  agreed  that  there  is  some  sort 
of  sphincter  mechanism  between  the  esophagus 
and  stomach.  The  pleuroperitoneal  pressure 
gradient  constantly  tends  to  displace  gastric 
juice  into  the  esophagus,  yet  regurgitation  is 
effectively  prevented.  This  concept  argues 
strongly  for  a “sphincter,”  which  probably  con- 
sists not  of  a single  anatomic  structure  as  in  the 
pylorus,  but  of  a group  of  different  components, 
each  of  wThich  contributes  to  a “sphincter  mech- 
anism.” It  becomes  apparent  then,  that  atten- 
tion paid  to  only  one  area  of  this  sphincter  mech- 
anism, to  the  exclusion  of  other  components,  will 
lead  to  erroneous  concepts  resulting  in  inadequate 
surgical  therapy  of  the  pathologic  physiology  of 
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the  hiatus  hernia. 

The  Esophageal  Hiatus 

The  excellent  descriptions  by  Allison1  and 
Sweet2  of  the  esophageal  hiatus  and  the  diaphrag- 
matic crura  are  basic  contributions  to  our  knowl- 
edge of  this  region.  Allison  feels  that  the  posi- 
tion of  the  stomach  in  relation  to  the  diaphragm 
is  important  only  in  so  far  as  the  diaphragm  acts 
partially  as  a sphincter.  The  spatial  position  of 
the  stomach  above  or  below  the  diaphragm  is 
frequently  the  only  consideration  in  descriptions 
of  hiatus  hernia  and  is  too  anatomic  a concept 
without  regard  for  the  true  importance  of  hiatus 
hernia,  i.e.,  reflux  of  gastric  content. 

Allison  has  compared  the  normally  active  dia- 
phragmatic hiatus  to  a sling  which  aids  the 
sphincteric  action  of  the  esophagogastric  junction 
by  two  methods.  First,  it  compresses  the  walls 
of  the  esophagus  from  side  to  side,  and  second,  it 
pulls  downward  and  backward,  increasing  the 
angulation  of  the  esophagus. 

The  esophageal  hiatus  (Fig.  1A)  is  anterior  and 
slightly  medial  to  the  aortic  opening  in  the  dia- 
phragm and  is  formed  by  a split  in  the  fibers  of 
the  right  crus  originating  from  the  bodies  of  the 
first  three  lumbar  vertebrae.  This  split  separates 
the  right  crus  into  two  primary  bundles,  right  and 
left,  through  which  the  esophagus  passes.  The 
fibers,  after  splitting,  join  anteriorly  in  a reinforced 
arch,  thus  forming  a sling  wdiich  acts  to  pull  the 
esophagus  posteriorly.  The  left  bundle  of  the 
right  crus  is  thicker,  more  prominent,  and  deeper. 
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Fig.  1.  (A)  Diaphragmatic  crura  as  viewed  from  abdominal  side.  The  right  crus  splits  into  two  bundles  to 

form  the  esophageal  hiatus.  The  left  margin  of  the  hiatus  is  thicker,  more  prominent,  and  deeper,  while  the  right 
margin  is  less  prominent  and  more  superficial.  The  fibers  decussate  anteriorly  to  form  a sling  which  pulls  the 
esophagus  downward  and  posteriorly.  In  this  illustration,  fibers  from  the  left  crus  also  contribute  to  reinforce 
the  hiatus  but  this  is  very  variable. 

(B)  Semidiagrammatic  view  of  the  esophageal  hiatus  anteriorly  illustrating  the  oblique  muscle  fibers  of  the 
stomach  which  encircle  the  incisura  and  tend  to  maintain  the  oblique  angle  of  entry  of  the  esophagus  into  the 
cardia.  Also  illustrated  are  the  circular  muscle  fibers  of  the  lower  esophagus  which  form  a long  sheet  of  fibers  and 
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The  left  crus  also  contributes  some  muscle  fibers 
to  this  bundle.  The  right  bundle  of  the  right  crus 
is  less  prominent,  flatter,  and  thins  out  rather 
rapidly  medially.  It  is  posteriorly  that  the 
weakness  occurs  in  hiatus  hernia,  allowing  the 
retroperitoneal  area  of  the  stomach  to  slide 
through  the  sling.  This  in  turn  abolishes  the 
action  of  the  diaphragm  in  maintaining  the  angu- 
lation of  the  esophagus,  and  the  esophagogastric 
junction  becomes  a straight  pathway.  Thus, 
reflux  can  occur.  The  reinforced  crural  sling  is 
well  formed  anteriorly  and  resistant  to  enlarge- 
ment because  of  the  decussation  of  fibers  forming 
it.  Therefore,  it  is  important  that  surgical  repair 
of  the  enlarged  hiatus  be  performed  posteriorly 
where  the  true  defect  exists.  Primary  repair  in 
any  other  fashion  will  destroy  the  sling  action 
of  the  right  crus.  Occasionally,  atrophy  and 
weakness  will  occur  anteriorly  in  a large  hernia, 
and  a few  anterior  sutures  will  help  to  reinforce 
the  crural  repair.  This  rarely  is  necessary, 
however. 

The  sliding  action  of  the  stomach  through  the 
hernia  defect  might  well  be  compared,  for  reasons 
of  clarity,  to  the  sliding  sigmoid  hernia  at  the 
internal  inguinal  ring.  In  this  condition  the 
retroperitoneal  portion  of  the  sigmoid  passes 
through  the  defect  in  the  inguinal  ring,  carrying 
with  it  the  lateral  leaf  of  its  mesentery.  This 
actually  forms  a sac  which  is  only  part  of  the 
circumference  of  the  hernia. 

Phrenoesophageal  Ligament 

The  lower  esophagus  and  cardia  of  the  stomach 
are  attached  to  the  diaphragm  by  the  phreno- 
esophageal ligament  (Fig.  1C).  This  membrane 
consists  of  a condensation  of  fibrous  and  elastic 
tissue  that  arises  mainly  from  the  peritoneal  side 
of  the  diaphragm  and  passes  up  through  the 
hiatus  to  become  continuous  with  the  fascia 
propria  of  the  esophagus.  This  ligamentous 
attachment  normally  allows  for  the  pull  of  the 
diaphragm  to  be  more  evenly  distributed  over  the 
lower  esophagus  and  also  forms  a tough  fibrous 
barrier  to  hernia  formation.  It  is  similar  in 
action  and  position  to  the  transversalis  fascia 
in  the  abdominal  wall. 


The  visceral  peritoneum  on  the  surface  of  the 
stomach  is  reflected  on  to  the  diaphragm  except 
for  the  superior  “bare  area”  on  the  greater  cur- 
vature near  the  cardia  where  the  retrocrural 
hiatal  area  is  continuous  with  the  retroperitoneal 
fat  and  is  devoid  of  peritoneal  attachment.  As 
mentioned  previously,  it  is  here  where  a weak- 
ness exists  and  where  a sliding  hernia  begins  with 
further  splitting  and  enlargement  of  the  inter- 
crural  area  posteriorly.  The  phrenoesophageal 
ligament  then  becomes  stretched  and  thin  and 
loses  its  tethering  action  on  the  esophagus  and 
cardia.  It  becomes  obvious  then  that  plication 
and/or  reattachment  of  the  fibers  of  this  fibrous 
membrane  to  the  under-surface  of  the  dia- 
phragm becomes  an  integral  maneuver  in  rein- 
forcing the  repair  and  preventing  recurrence  of 
the  hernia. 

Mucosal  Flap  Valve  and  Oblique  Angle 
of  Esophagus 

It  has  been  stated  by  Barrett3  that  in  the  nor- 
mal subject  a barrier  exists  against  reflux  in 
the  form  of  a flap  valve  of  mucous  membrane 
which  is  produced  by  the  oblique  angle  of  the 
cardioesophageal  junction.  This  mucosal  bar- 
rier produces  little  or  no  barrier  to  the  down- 
ward flow  of  esophageal  content  but  is  effective 
in  preventing  regurgitation.  It  has  been  stated 
that  the  pouting  of  the  mucous  membrane  in 
this  area  depends  on  the  integrity  of  the  mus- 
cularis  mucosa,  which  causes  a puckering  effect. 
We  have  performed  direct  retrograde  examination 
of  the  cardia  through  a gastrostomy  opening 
with  a thoracoscope  in  unanesthetized  patients 
and  have  confirmed  this  mucosal  pouting  which 
seems  to  be  unrelated  to  diaphragmatic  action 
but  becomes  more  pronounced  during  the  swallow- 
ing phase. 

Marchand4  has  shown  that  this  barrier  to 
reflux  of  gastric  content  can  be  overcome  by 
altering  the  angle  of  entry  of  the  esophagus  into 
the  cardia.  Therefore,  any  procedure  which  re- 
duces the  oblique  angle  at  the  cardiac  junction  as 
with  fundectomy,  depression  of  the  fundus,  or 
esophagocardioplasty  will  markedly  lessen  the 
force  necessary  to  produce  reflux.  Conversely, 


tend  to  maintain  muscular  tone  in  this  area  and  correspond  radiographically  to  the  “inferior  esophageal  con- 
strictor.” 

(C)  Diagrammatic  coronal  view  illustrating  the  peritoneal,  pleural,  and  ligamentous  attachments  at  the  esoph- 
ageal hiatus.  The  phrenoesophageal  ligaments  are  represented  as  arising  from  the  inferior  diaphragmatic 
fascia  and  may  represent  actual  continuity  of  the  transversalis  fascia  in  this  area.  It  may  be  noted  that  the 
visceral  peritoneum  is  reflected  onto  the  diaphragm  somewhat  distant  from  the  hiatus  along  the  so-called  “bare 
area”  of  the  stomach  posterolaterally.  This  retroperitoneal  portion  of  the  stomach  herniates  in  a sliding  fashion 
through  the  hiatus  when  crural  and  ligamentous  weakness  permits. 
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suture  of  the  top  of  the  greater  curvature  of  the 
stomach  to  the  side  of  the  abdominal  esophagus 
appears  to  be  a very  effective  barrier  to  reflux 
even  though  the  diaphragmatic  crura  may  be 
defective  and  unopposed.  Indeed,  Barrett  states 
that  the  crus  often  must  be  repaired  at  operation 
in  the  hope  that  it  will  help  prevent  a recurrence 
of  the  sliding  hernia,  but  the  prevention  of 
reflux  is  achieved  only  by  reconstituting  the 
esophagogastric  angle  and  is  not  primarily  in- 
fluenced by  the  crus.  Furthermore,  it  has  been 
shown  that  reflux  and  esophagitis  can  occur  with- 
out a demonstrable  hernia  being  present  surgi- 
cally. The  adoption  of  the  lateral  suture  of  the 
cardia  of  the  stomach  to  the  abdominal  esophagus 
thus  appears  to  be  an  added  step  in  assuring 
prevention  of  reflux. 

Oblique  Muscle  Fibers  of  the  Stomach 

Anatomic  dissection  of  the  muscular  coats  of 
the  stomach  surrounding  the  cardia  of  the  stomach 
reveals  a layer  of  oblique  muscle  fibers  which 
encircle  the  cardiac  incisura  and  tend  to  pre- 
serve and  accentuate  the  cardioesophageal  angle 
(Fig.  IB) . These  fibers  in  no  way  act  as  a sphinc- 
ter but  rather  pull  down  on  the  incisura,  thus 
producing  the  “gastric  pathway”  as  suggested 
by  Barrett.  In  sliding  hiatus  hernia,  where  the 
lower  esophagus  and  the  cardia  tend  to  become  a 
straight  fine,  the  pull  of  these  fibers  no  longer  can 
be  effective.  Wangensteen  has  suggested  that 
these  fibers  are  also  an  important  consideration  in 
dealing  with  achalasia  of  the  esophagus  and  that 
the  myotomy  performed  in  surgical  treatment 
should  be  continued  a sufficient  distance  down 
the  cardia  so  that  these  may  be  also  severed  to 
abolish  their  tonic  contraction.  Recent  reports 
have  shown  the  increasing  incidence  of  esophageal 
reflux  and  esophagitis  when  such  an  extensive 
myotomy  has  been  performed.  This  evidence 
lends  weight  to  the  importance  of  these  muscular 
fibers. 

Intrinsic  Sphincter 

During  barium  examination  of  a patient  it  is 
often  possible  to  demonstrate  a sphincter-like 
action  of  the  lower  esophagus  above  the  area  where 
one  might  expect  the  pull  of  the  right  diaphrag- 
matic crus  to  be  exerted.  This  is  a frequent 
observation  by  the  radiologist  and  has  led  to  the 
postulation  of  an  intrinsic  sphincter  in  the  lower 
esophagus.  Marchand  believes  that  such  a 
sphincter  action  does,  in  fact,  exist.  It  is  appa- 


rent, however,  that  no  very  obvious  discrete 
sphincter  ever  has  been  demonstrated  anatomi- 
cally in  the  lower  esophagus  as  it  has  in  the  pylorus. 
There  is  evidence,  however,  that  sphincter 
activity  may  be  present,  such  as  may  be  found  in 
other  parts  of  the  gut  remote  from  anatomic 
sphincters.  In  achalasia  of  the  esophagus  a 
definite  tonic  contraction  of  the  lower  esophagus 
exists  as  does  the  terminal  rectal  segment  in 
Hirshsprung’s  disease  and  is  probably  due  to 
defects  in  innervation.  We  have  shown  in  dogs 
that  a definite  contraction  of  the  lower  esophagus 
can  be  made  to  occur  on  mechanical  stimulation 
independent  of  respirations.  Manometric  studies 
in  humans  with  esophageal  tubes  also  have  shown 
alterations  in  pressures  in  the  lower  esophageal 
area.  The  absence  of  a true  anatomic  sphincter 
in  the  lower  esophagus,  therefore,  does  not  neces- 
sarily rule  out  the  presence  of  physiologic 
sphincteric  activity. 

Summary 

1.  A brief  review  of  the  surgical  anatomic 
considerations  in  the  cardioesophageal  area  has 
been  presented. 

2.  The  integrity  of  the  right  diaphragmatic 
crus  and  the  phrenoesophageal  ligaments  is  the 
most  important  feature  in  preventing  hiatus 
hernia  and  maintaining  the  normal  position  of 
the  cardia. 

3.  The  prevention  of  reflux  of  gastric  content 
is  mediated  primarily  by  the  oblique  angle  of 
entry  of  the  esophagus  into  the  cardia  which  in 
turn  is  dependent  on  the  normal  position  of  the 
cardia  below  the  diaphragm  aided  by  the  oblique 
muscle  fibers  of  the  stomach  around  the  cardia. 
The  mucosal  flap  mechanism  and  the  active 
tone  of  the  lower  esophagus  (inferior  esophageal 
constrictor)  are  also  components  of  this  “sphinc- 
teric mechanism.” 

4.  Surgical  correction  of  the  pathologic 
physiology  of  hiatus  hernia  should  therefore 
include  repair  of  the  crural  defect  > posteriorly, 
suture  and  reattachment  of  the  phrenoesophageal 
ligaments,  and  re-establishment  of  the  normal 
oblique  angle  of  entry  of  the  cardioesophageal 
junction. 
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Hiatal  hernia  is  a comparatively  modern 
disease  without  great  historical  back- 
ground. It  differs  from  many  other  hernias 
in  the  body  because  it  seldom  becomes  obstructed 
and  strangulated.  If  it  were  not  for  the  all  too 
commonly  associated  reflux  esophagitis,  hiatal 
hernia  would  probably  be  of  less  practical  con- 
cern. Our  understanding  of  the  pathogenesis  of 
hiatal  hernia  has  been  clouded  by  the  different 
terminologies  and  interpretations  derived  through 
the  specialized  but  limited  approaches  of  the 
anatomist,  esophagoscopist,  radiologist,  and 
surgeon.  Newer  technics  for  studying  the 
living  function  of  the  cardia,  esophagus,  and 
diaphragm,  such  as  the  addition  of  radio- 
opaque markers  in  the  cardioesophageal  area 
and  cinefluorography  are  available.  More  re- 
cently, multiple  fine  polythene  tubes  with  radio- 
opaque tips  connected  to  sensitive  electromano- 
metric  pressure  recorders  have  provided  informa- 
tion that  earlier  larger  intraesophageal  tubes 
with  balloons  and  less  sensitive  pressure  recorders 
could  not  obtain. 

Today  it  appears  possible  to  develop  a more 
unified  concept  of  the  mechanisms  affecting  the 
production  of  hiatal  hernia  and  esophagitis  by 
combining  various  specialized  technics  and 
pooling  the  information  obtained  from  all 
sources.  Unfortunately,  space  limitation  pro- 
hibits comments  on  many  intriguing  and  contro- 
versial observations  and  prevents  complete  refer- 
ences to  the  invaluable  contributions  of  numerous 
investigators. 

Factors  Maintaining  Stomach  ( Cardia ) 
Below  Diaphragm 

The  main  structures  resisting  the  tendency  for 
the  cardia  to  herniate  through  the  diaphragmatic 
hiatus  are  the  right  crus  of  the  diaphragm, 
the  phrenoesophageal  (diaphragmaticoesopha- 
geal)  membrane  (ligament),  and  the  left  gastric 
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artery.  With  few  exceptions,  the  human  dia- 
phragmatic hiatus  is  formed  by  the  right  crus 
which  creates  a tunnel-like  sling  through  which 
the  distal  esophagus  is  allowed  a limited  degree 
of  mobility.  When  the  crural  muscle  becomes 
lax  and  attenuated  as  a result  of  the  stresses 
from  wear  and  age,  the  hiatus  may  widen  and 
offer  less  resistance  to  the  upward  slide  of  the 
stomach. 

The  phrenoesophageal  membrane,  a fibro- 
elastic  aponeurotic  continuation  of  the  trans- 
versalis  fascia  from  the  undersurface  of  the 
diaphragm  across  the  hiatus  to  the  esophageal 
wall,  may  counteract  a tendency  to  intrathoracic 
herniation  of  the  stomach.  How  effective  this 
membrane  of  variable  thickness  may  be  in 
preventing  herniation  through  the  hiatus  remains 
unsettled.  At  surgery,  however,  it  is  often 
found  stretched  around  the  herniated  stomach, 
too  weak  a structure  by  itself  for  use  in  main- 
taining the  stomach  below  the  diaphragm.  In 
this  attenuated  form  the  membrane  would  offer 
little  resistance  to  further  enlargement  of  the 
hernia. 

Perhaps  surgeons  can  best  appreciate  the 
anchoring  effect  on  the  cardia  that  the  cord 
formed  by  the  left  gastric  artery  may  have  as  it 
courses  directly  from  the  aorta  to  the  lesser 
curvature  of  the  stomach  near  the  esophagus. 
It  has  been  noted  that  the  cardia  cannot  always 
be  effectively  drawn  up  until  the  left  gastric 
vessels  and  adjacent  peritoneum  are  divided. 
If  the  left  gastric  artery  is  long  and  tortuous, 
however,  it  may  not  exert  a restraining  force  on 
the  cardia. 

When  the  cardia  remains  relatively  fixed, 
the  free-lying  fundus  may  occasionally  roll  up 
anteriorly  into  a peritoneal  pouch  at  the  hiatus 
to  form  a paraesophageal  (parahiatal)  hernia. 
The  paraesophageal  hernia  does  not  usually 
lead  to  gastroesophageal  reflux.  This  is  partly 
because  the  cardioesophageal  junction  remains 
near  its  normal  location. 
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Fig.  1.  Semidiagrammatic  representation  of  certain  relationships  at  the  cardioesophageal  region. 


Factors  Preventing  Gastroesophageal 
Reflux 

A remarkable  mechanism  exists  that  normally 
permits  free  passage  from  esophagus  to  stomach 
but  prevents  return  into  the  esophagus  except  for 
belching  and  vomiting.  The  operational  mech- 
anisms involved  in  this  “one-way  valve” 
remain  the  subject  of  much  controversy.  The 
factors  that  merit  consideration  may  be  listed 
as  follows:  (1)  right  crus  of  the  diaphragm, 
(2)  acute  angle  of  entry  between  esophagus 
and  stomach,  (3)  mucosal  valve  of  the  cardio- 
esophageal region,  (4)  oblique  encircling  gastric 
musculature,  and  (5)  spincter-like  tone  of  the 
distal  esophagus. 

Allison1  has  drawn  attention  to  the  slinglike 
function  of  the  right  crus  of  the  diaphragm  which 
encircles  the  distal  esophagus,  angulating  it  to 
the  right  and  posteriorly.  The  esophagoscopist 
can  appreciate  this  curve  of  the  distal  esophagus 
and  its  absence  with  hiatal  hernia.  It  was 
thought  that  contraction  of  the  crus  with  inspira- 
tion caused  further  angulation  and  competence, 
but  Creamer2  more  recently  found  that  gas- 
troesophageal reflux  occurred  during  inspiration. 

In  1922  Jackson3  wrote  that  the  diaphragm 
acted  as  a “pinchcock”  on  the  esophagus,  a 


concept  still  present  in  modern  textbooks. 
Various  investigators  disagree  as  to  whether 
the  crus  actually  grips  and  compresses  a balloon 
or  finger  in  the  hiatus  during  inspiration  or 
phrenic  nerve  stimulation.  Although  the  hiatal 
tunnel  shortens  and  may  even  narrow  somewhat 
as  the  crura  contract  with  inspiration,  in  the 
light  .of  current  knowledge  it  seems  unlikely 
that  this  effectively  compresses  the  esophagus. 
Nor  does  it  seem  plausible  that  a stretched  crus 
could  pinch  a herniated  stomach  into  an  hour- 
glass shape  so  as  to  partially  separate  the  parts 
of  the  stomach  above  and  below  the  diaphragm. 
As  to  nerve  supply,  the  right  crus  itself  appears 
to  have  a double  innervation  with  the  right 
half  supplied  by  the  right  phrenic  nerve  and  the 
left  half  by  the  left  phrenic  nerve.4 

The  acute  entrance  angle  of  the  esophagus 
into  the  stomach  is  commonly  lost  as  the  stomach 
herniates  upward  through  the  hiatus  and  the 
esophagus  shortens  because  of  its  inherent 
properties.  The  role  of  the  acute  gastroeso- 
phageal angle  in  the  prevention  of  gastroeso- 
phageal reflux  has  been  the  center  of  much 
interest.  It  has  been  shown  that  making  the 
acute  angle  between  esophagus  and  stomach 
more  obtuse  by  manual  depression  of  the  dia- 
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phragm  from  the  chest  or  by  downward  traction 
on  the  fundus  from  the  abdomen  results  in  an 
increased  tendency  to  gastroesophageal  reflux.5-6 
In  the  cadaver  with  the  normal  gastroesophageal 
angle  maintained  and  the  distal  esophagus 
buttressed  in  a snug  hiatus,  more  pressure  is 
needed  to  force  fluid  from  the  stomach  into  the 
esophagus  than  in  the  reverse  direction.  Con- 
trary to  common  belief,  however,  fluid  runs  as 
easily  in  either  direction  in  the  isolated  human 
stomach-esophagus  preparation  even  when  the 
gastroesophageal  angle  is  reconstructed  by 
suturing  fundus  to  esophagus.7  Whether  the 
effectiveness  of  the  acute  gastroesophageal  angle 
is  the  result  of  esophageal  compression  by  the 
bulging  fundus  or  whether  it  is  due  to  the  closing 
action  of  a flap-valve  formed  by  the  distal  left 
wall  of  the  esophagus  and  adjacent  stomach, 
or  a combination  of  both,  remains  uncertain. 

The  occasional  dramatic  improvement  in  the 
symptoms  of  hiatal  hernia  following  left  phrenic 
nerve  crush  may  be  due  to  accentuation  of  the 
acute  gastroesophageal  angle  or  the  result  of 
esophageal  compression  as  the  fundus  rises  with 
the  dome  of  the  paralyzed  left  diaphragm. 
Esophageal  compression  by  the  herniated 
stomach  also  may  be  a factor  in  the  prevention 
of  gastroesophageal  reflux  in  paraesophageal 
hernias  when  the  cardia  remains  near  its  normal 
position.  Regardless  of  the  exact  explanation, 
it  is  common  experience  that  the  symptoms  of 
reflux  disappear  after  surgical  repair  of  hiatal 
hernias  by  returning  the  cardia  below  the 
diaphragm  and  snugging  up  the  hiatus  so  as  to 
restore  the  normal  anatomic  relationships  be- 
tween the  distal  esophagus  and  stomach. 

The  mucosa  of  the  stomach  near  the  esophagus 
is  lax,  and  Dornhorst  et  al .8  believe  that  the 
well-developed  muscularis  mucosae  in  this  area 
may  draw  the  mucosa  up  in  a purse-string 
fashion  so  that  it  functions  as  a valve.  Their 
intraluminal  pressure  studies  show  this  valve- 
like site  to  be  localized  in  an  area  not  over  5 mm. 
wide.  Creamer9  has  suggested  that  any  decrease 
in  the  pliability  of  the  gastric  mucosa  will  prevent 
close  apposition  of  the  mucosal  folds,  leading 
to  valvular  incompetence.  The  occasional  eruc- 
tation experienced  after  a meal  or  carminative 
may  be  related  to  mucosal  hyperemia  and  loss 
of  pliability.  Perhaps  other  processes  that 
decrease  the  mobility  and  pliability  of  the 
mucosa  and  submucosa  of  the  cardia,  such  as 
inflammation,  fibrosis,  and  tumor  infiltration, 
may  predispose  to  gastroesophageal  reflux  of 


varying  degrees.  True  mucosal  flap  valves 
cannot  be  demonstrated  in  human  postmortem 
stomachs,  but  this  does  not  eliminate  the 
possibility  that  the  mucosa  and  submucosa  may 
have  a function  in  the  regulation  of  minor 
degrees  of  eructation  and  reflux  as  the  shape 
of  the  cardia  and  esophagus  momentarily  vary. 

Barrett6  believes  that  the  oblique  gastric 
muscle  fibers  that  pass  from  the  lesser  curvature 
around  the  cardia  below  its  junction  with  the 
esophagus  are  a factor  in  accentuating  the  acute 
gastroesophageal  angle  by  their  slinglike  action. 
He  also  feels  that  this  muscle  strip  in  the  stomach 
wall  plays  a part  in  preventing  gastroesophageal 
reflux  and  esophagitis  following  division  of  the 
distal  esophageal  muscle  by  the  Heller  type  of 
extramucosal  myotomy  for  achalasia.  The  exact 
role  of  this  muscle  band  remains  uncertain, 
but  it  may  function  in  some  manner  by  helping 
to  maintain  normal  competence.  An  improperly 
performed  Heller  myotomy  that  extends  un- 
necessarily far  beyond  the  narrowed  esophagus 
onto  the  stomach  may  possibly  affect  competence 
if  the  oblique  gastric  sling  muscle  is  severed. 

In  1719  Helvetius  described  an  anatomic 
sphincter  in  the  distal  esophagus,  and  its  presence 
has  remained  a continuing  point  of  controversy. 
Today  it  seems  reasonable  to  conclude  that  a 
true  anatomic  sphincter  comparable  to  the 
pylorus  does  not  exist  in  the  distal  esophagus. 
Localized  muscular  hypertrophy  of  the  distal 
esophagus  may  be  seen  at  times,  but  this  is 
usually  secondary  to  chronic  irritation  and 
muscle  spasm.  Associated  evidence  of  esophagi- 
tis frequently  is  found. 

It  now  seems  certain  that  a functional  or 
physiologic  “sphincter”  exists  in  the  distal 
esophagus.  Recent  intraluminal  pressure  studies 
show  a 2 to  3 cm.  area  of  the  distal  esophagus 
that  is  normally  tonically  closed  with  a pressure 
higher  than  that  in  the  stomach.10-13  In 
normal  subjects  this  segment  of  esophagus 
relaxes  as  an  integrated  part  of  the  swallowing 
reflex.  The  tone  of  this  sphincter  varies  from 
person  to  person  and  from  time  to  time  in  the 
same  individual.  Atkinson  et  al .10  studied 
patients  with  hiatal  hernias  so  as  to  separate 
the  distal  esophagus  from  the  diaphragmatic 
hiatus  and  added  convincing  proof  that  this 
esophageal  sphincter  was  intrinsic  and  could 
not  be  the  result  of  esophageal  compression  by 
the  diaphragmatic  muscle.  Their  studies  in 
patients  with  hiatal  hernias  also  showed  an 
interesting  correlation  between  the  tone  of  the 
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distal  esophagus  and  the  .presence  of  gastro- 
esophageal reflux.  It  would  appear  that  in 
hiatal  hernias  this  esophageal  sphincter  may 
represent  an  effective  last  barrier  against  gas- 
troesophageal reflux,  but  it  is  not  known  how 
long  this  may  continue  or  whether  it  may  even- 
tually fail  from  the  effects  of  continued  stress. 

Factors  Encouraging  Hiatal  Hernia 
and  Gastroesophageal  Reflux 

The  following  factors  have  been  described 
above  as  contributing  to  herniation  and/or 
reflux:  (1)  lax  right  crus,  (2)  weakened  phreno- 
esophageal  membrane,  (3)  slack  left  gastric 
artery,  (4)  loss  of  the  acute  gastroesophageal 
angle,  and  (5)  loss  of  tone  of  the  intrinsic  eso- 
phageal sphincter.  To  these  should  be  added 
two  other  factors  that  merit  brief  comment — 
increased  abdominal  (intragastric)  pressure,  and 
certain  functional  disorders  of  the  cardioeso- 
phageal  area. 

Marchand6-14  has  neatly  demonstrated  that 
the  normal  pressure  gradient  between  abdomen 
and  thorax  could  account  for  a temporary  delay 
in  the  passage  of  barium  from  esophagus  into 
stomach.  This  may  be  exaggerated  by  the 
Valsalva  maneuver  or  by  applying  pressure  to 
the  abdomen.  In  fact,  extreme  abdominal  pres- 
sure by  a radiologist  may  produce  a temporary 
upward  pouching  of  the  cardia  through  a weak- 
ened hiatus.  This  may  be  interpreted  as 
“hiatal  hernia.”  Conditions  producing  increased 
abdominal  pressure,  such  as  pregnancy,  obesity, 
large  abdominal  tumors,  ascites,  and  constricting 
corsets,  may  lead  to  the  development  of  hiatal 
hernias.  After  the  end  of  pregnancy,  loss  of 
weight,  and  other  changes  that  reduce  intra- 
abdominal pressure,  a previously  demonstrable 
hiatal  hernia  may  no  longer  be  apparent.  Simi- 
larly, the  symptoms  of  gastroesophageal  reflux 
and  esophagitis  may  disappear.  Sudden  in- 
creases in  intra-abdominal  pressure,  especially 
seen  with  changes  in  body  position,  can  over- 
come cardioesophageal  resistance  and  produce 
regurgitation.  The  distended  stomach  is  espe- 
cially susceptible  to  the  effects  of  increased 
pressure  within  the  abdomen.  As  a consequence, 
pyloric  obstruction,  pylorospasm,  and  gastric 
distention  may  lead  to  gastroesophageal  reflux. 
Forceful  gastric  peristaltic  contractions,  espe- 
cially when  the  stomach  is  distended,  also  may 
create  intragastric  pressure  sufficient  to  overcome 
the  normal  resistance  to  regurgitation. 

Disturbances  of  the  cardioesophageal  area 


as  a result  of  indwelling  nasogastric  tubes, 
persistent  vomiting,  chronic  air  swallowing, 
and  belching  may  promote  incompetence  and 
reflux.  Sealy  and  Carver15  recently  have  referred 
to  motor  disturbances  of  the  esophagus  as  a 
cause  of  symptomatic  hiatal  herniae.  Although 
reflex  shortening  of  the  esophagus  has  been 
mentioned  in  the  past  as  a cause  of  hiatal  hernia, 
it  seems  rather  unlikely  that  a true  hiatal  hernia 
could  result  from  longitudinal  contraction  of 
the  esophagus  if  all  the  outlined  supporting 
mechanisms  remained  intact. 

Reflux  Esophagitis  and  Its 
Complications 

Reflux  esophagitis  only  recently  has  arrived 
as  a distinct  clinical  entity,  and  certain  aspects 
of  it  still  remain  incompletely  understood. 
The  squamous  mucosa  lining  the  esophagus  is 
especially  susceptible  to  the  deleterious  effects 
of  continued  contact  with  gastric  secretions. 
Unbuffered  alkaline  duodenal  or  jejunal  contents 
in  direct  contact  writh  the  esophagus  may  induce 
a similar  reaction.  It  is  now  recognized  that 
reflux  esophagitis  and  ulceration  cannot  always 
be  positively  diagnosed  unless  visualized  directly 
through  the  esophagoscope,  although  associated 
edema  and  spasm,  when  present,  may  be  demon- 
strable roentgenographically. 

The  gastric  acidity  alone  is  not  responsible 
for  the  destructive  effects  in  the  esophagus,  but 
it  is  important  in  providing  the  optimum  pH 
for  enzyme  activity.  The  digestive  action  of 
pepsin  is  probably  the  more  important  factor. 
Aylwin16  has  noted  a close  correlation  between 
the  degree  of  esophagitis  seen  through  the 
esophagoscope  and  the  peptic  activity  of  the 
gastric  secretions.  The  most  severe  damage 
takes  place  during  sleep  when  the  unbuffered 
gastric  secretions  are  allowed  to  bathe  the 
esophagus  without  protective  action  of  swallowed 
saliva. 

The  inflammatory  response  of  the  esophagus 
to  continuous  gastroesophageal  reflux  tends  to 
remain  superficial,  within  the  mucosa  and  sub- 
mucosa, for  a variable  period.  The  reaction  is 
usually  localized  in  the  distal  esophagus  above  the 
herniated  stomach.  Reflux  esophagitis  is  com- 
monly characterized  by  remissions  and  exacer- 
bations. The  ulcers  associated  with  this  form 
of  esophagitis  tend  to  be  multiple,  shallow,  ooz- 
ing erosions.  The  English  surgeons,  Allison  and 
Barrett,  have  been  especially  instrumental  in 
differentiating  the  multiple  shallow  ulcers  of 
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the  squamous  esophageal  mucosa,  familar  to  the 
esophagoscopist,  from  the  classic  deeper  peptic 
ulcer  of  columnar  mucosa,  familar  to  the  pathol- 
ogist and  radiologist. 

Rarely,  almost  all  of  the  intrathoracic  esopha- 
gus may  remain  lined  by  its  more  primitive  em- 
bryonic columnar  mucosa.  An  acid  peptic 
ulcer  in  this  mucosa  would  have  the  properties  of 
a true  peptic  ulcer  of  columnar  mucosa.  It  is 
doubtful  whether  isolated  patches  of  columnar 
mucosa  in  the  esophagus  (actually  more  common 
in  the  cervical  region)  are  ever  the  site  of  true 
peptic  ulceration.  Linear  ulcerations  at  the 
squamous  and  columnar  mucosal  junction  also 
have  been  described.  A deep  peptic  ulcer  in  the 
herniated  stomach  is  occasionally  encountered. 
Rarely  has  an  isolated  penetrating  or  perforating 
“esophageal”  ulcer  been  observed. 

The  two  major  complications  of  reflux  esopha- 
gitis that  warrant  comment  are  fibrosis  and 
bleeding.  Fibrosis  may  produce  longitudinal 
shortening  of  the  esophagus  to  a degree  that 
will  prevent  surgical  reduction  of  the  herniated 
stomach  below  the  diaphragm.  In  infants  with 
gastroesophageal  reflux  (chalasia)  secondary  to  a 
poorly  functioning  hiatus  and  a relaxed  eso- 
phageal sphincter,  longitudinal  fibrosis  may 
shorten  the  esophagus  with  startling  rapidity.  A 
secondarily  shortened  esophagus  may  be  incor- 
rectly termed  a “congenitally  short  esophagus.” 
The  latter  condition  is  very  rare. 

With  circumferentially  contracting  scar,  a 
stricture  of  variable  depth  and  width  results. 
The  stricture  following  esophagitis  appears  to  be 
nature’s  way  of  protecting  the  proximal  esophagus 
from  the  further  ravages  of  refluxing  gastric 
secretions,  and  the  symptoms  of  heartburn, 
eructation,  and  postural  reflux  becomes  replaced 
by  the  dysphagia  of  obstruction.  Attempts  to 
resect  the  stenosis  and  anastomose  the  stomach  to 
proximal  esophagus  creates  in  effect  a hiatal 
hernia,  and  the  vicious  cycle  repeats  itself. 
Bleeding  from  ulcerations  with  esophagitis  is 
seldom  massive.  The  continual  blood  loss,  how- 
ever, may  result  in  mild  to  severe  states  of 
anemia. 

Comments 

The  maintenance  of  cardioesophageal  compe- 
tence is  a dynamically  coordinated  set  of  bal- 
ances that  interact  and  adjust  to  varying  normal 
and  abnormal  functions  and  stresses.  The  pre- 
vention of  hiatal  herniation  and  gastroesophageal 
reflux  cannot  be  attributed  to  any  one  factor  but 


rather  to  the  sum  total  of  a number  of  restraining 
forces.  With  the  breakdown  of  one  factor,  how- 
ever, the  entire  mechanism  maintaining  compe- 
tence may  become  unbalanced  and  eventually 
lose  its  effectiveness  if  continually  exposed  to 
the  overpowering  stresses  of  increased  intra- 
abdominal and  intr agastric  pressures. 

Perhaps  the  two  main  factors  maintaining 
competence  are  the  so-called  acute  angle  be- 
tween the  distal  esophagus  and  stomach  and  the 
tonically  closed  distal  esophageal  sphincter. 
The  effectiveness  of  the  oblique  relationship 
between  esophagus  and  stomach  is  diminished 
when  the  diaphragm  descends  with  inspiration, 
vomiting,  and  straining  and  when  the  esophagus 
is  not  properly  buttressed  by  a snug-fitting 
hiatal  tunnel.  A surgically  reconstructed  gas- 
troesophageal angle  without  proper  esophageal 
support  will  not  always  be  competent.7  When 
hiatal  herniation  occurs  and  the  oblique  gas- 
troesophageal angle  is  lost,  the  physiologic 
esophageal  sphincter  is  probably  the  remaining 
site  of  resistance  to  gastroesophageal  reflux. 

It  should  be  stressed  that  the  severity  of  re- 
flux and  symptoms  of  esophagitis  do  not  nec- 
essarily bear  any  relationship  to  the  size  of  the 
hiatal  hernia.  A hiatal  hernia  may  be  difficult 
or  impossible  to  demonstrate  roentgenographi- 
cally,  yet  reflux  and  esophagitis  may  be  pro- 
nounced. At  times  there  is  no  correlation  be- 
tween the  endoscopic  appearance  of  the  esopha- 
gus exposed  to  gastroesophageal  reflux  and  the 
symptomatology,  but  here  one  enters  the  neb- 
ulous sphere  of  the  patient’s  subjective  re- 
action and  interpretation. 

Finally,  it  is  obvious  that  until  the  factors 
responsible  for  normal  cardioesophageal  com- 
petence are  clearly  defined,  the  exact  patho- 
genesis of  hiatal  hernia  and  reflux  esophagitis 
must  remain  unsettled.  Further  investigation 
of  these  functions  in  the  living  subject  will 
undoubtedly  clarify  the  present  confusion,  and 
our  diagnosis  and  treatment  of  hiatal  hernia  and 
reflux  esophagitis  then  will  be  placed  on  a more 
definitive  basis. 

Summary 

Some  of  the  main  factors  involved  in  the 
pathogenesis  of  hiatal  hernia  and  reflux  esopha- 
gitis are  reviewed.  Comments  on  this  informa- 
tion based  on  current  knowledge  are  presented. 
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The  Radiologic  Study  of  the  Cardioesophageal  Area 

NORMAN  HEILBRUN,  M.D.,  BUFFALO,  NEW  YORK 
( From  the  Department  of  Radiology  of  the  University  of  Buffalo  School  of  Medicine ) 


The  assessment  of  the  cardioesophageal  area 
by  radiologic  means  is  the  commonest 
method  of  examination,  and  in  recent  years 
small  abnormalities  have  become  increasingly 
apparent  with  the  use  of  newer  technics  and 
maneuvers.  Thus,  it  becomes  incumbent  on 
every  radiologist  to  thoroughly  examine  this 
area  in  every  upper  gastrointestinal  stud}'  and 
to  assess  abnormalities,  when  they  are  found,  in 
the  light  of  the  current  concepts  of  anatomy  and 
physiology. 

The  junction  of  the  esophagus  and  stomach  is 
normally  closed  except  during  deglutition.  The 
mechanics  of  this  closure  are  incompletely  un- 
derstood. An  intrinsic  sphincter  mechanism  in 
the  lowermost  esophageal  segment  is  suggested 
by  roentgen  studies,1  and  by  anatomic  studies 
the  muscle  bundles  of  the  diaphragm  are  felt  to 
constitute  an  external  sphincter  or  pinchcock  by 
forming  a sling  or  noose  about  the  esophagus, 
which  passes  through  it.2  These  sphincter 
mechanisms  work  well  when  the  cardioesophag- 
eal area  is  in  its  normal  position  in  relation  to 
its  hiatus,  but  when  they  are  dislocated  in  the 
presence  of  an  hiatal  hernia,  their  function  may 
be  impaired,  and  symptoms  due  to  reflux  of 
gastric  juice  into  the  lower  esophagus  with 
ensuing  esophagitis,  accompanied  by  spasm  or 
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fibrosis,  true  peptic  (Barrett’s)  ulceration,  or 
marginal  esophagogastric  ulceration  may  occur.3 
Recent  manometric  studies  in  cases  of  hiatus 
hernia  have  indicated  that  the  tone  of  the  in- 
ternal sphincter  is  of  cardinal  importance  in 
preventing  reflux,  and  the  diaphragm  or  ex- 
ternal sphincter  has  little  effect.4  Thus,  the 
demonstration  of  any  variation  of  the  cardio- 
esophageal junction  from  the  normal  becomes  im- 
portant, since  this  knowledge  may  suggest  that 
under  these  circumstances  the  sphincteric  mecha- 
nisms 'may  become  incompetent  with  potential 
complications  due  to  reflux  of  acid  gastric  juice. 

The  initial  survey  phase  of  the  radiologic 
examination  is  carried  out  in  the  upright  posi- 
tion. This  is  followed  by  examination  in  the 
horizontal  position,  preferably  in  the  prone 
position  with  the  left  side  elevated  and  occasion- 
ally with  the  right  side  elevated.  The  patient  is 
instructed  to  swallow  a bolus,  and  the  barium 
column  is  watched  as  it  courses  through  the 
esophagus  and  passes  through  the  hiatus  into 
the  stomach  during  respiration  and  then  with 
cessation  of  respiration  during  deep  inspiration 
or  with  the  Valsalva  maneuver.  This  brings  out 
the  formation  of  phrenic  ampulla  and  demon- 
strates the  possible  complementary  actions  of 
the  internal  and  external  sphincters  under  nor- 
mal conditions.  There  is  usually  a temporary 
holdup  just  above  the  diaphragm  during  normal 
respiration,  which  is  increased  with  a deep  in- 
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spiration  by  the  formation  of  the  phrenic  ampulla. 
On  resumption  of  normal  respiration,  the  barium 
column  will  empty  into  the  stomach  through  the 
segment  of  esophagus  which  passes  through  the 
hiatus  to  the  stomach  as  a result  of  relaxation 
of  the  sphincter  mechanisms.  Following  this 
the  technic  described  by  Wolf  and  Guglielmo5 
is  utilized  in  which  a rolled  up  pillow  or  a firm 
bolster  6 by  7 inches  in  diameter  is  placed  under 
the  patient’s  abdomen.  The  superincumbent 
weight  increases  the  intra-abdominal  pressure 
without  simultaneously  increasing  the  intra- 
thoracic  pressure.  The  shoulders  are  usually 
lower  than  the  abdomen.  Many  small  sliding 
hernias  not  otherwise  noted  become  visible  with 
this  procedure.  In  addition,  many  small  pro- 
trusions, probably  hernias,  become  apparent. 
Some  of  these  may  show  rings  wdiich  may  vary 
from  ill-defined  to  very  definite.  Previously 
demonstrated  hernias  usually  become  accen- 
tuated by  this  maneuver.  This  procedure  is 
simple  to  carry  out  and  has  become  routine  at 
the  present  time.  All  abnormalities  are  re- 
corded on  spot  films. 

The  demonstration  of  reflux  which  implies 
lack  of  sphincteric  control  is  important.  John- 
stone has  stated  that  the  morbidity  of  hiatus 
hernia  is  brought  about  by  a physiologic  rather 
than  an  anatomic  defect.6  Reflux  is  occasionally 
seen  with  small  hernias,  but  in  view  of  its  sig- 
nificance the  frequency  of  its  demonstration  has 
been  disappointing.  Because  of  this  a further 
attempt  to  demonstrate  reflux  by  Marchand’s 
technic7  or  a modification  of  it  is  being  carried  out 
at  the  present  time. 

When  abnormalities  are  found  wTith  the  usual 
barium  drink,  additional  studies,  if  necessary, 
may  be  carried  out  wdth  thicker  media.  Fol- 
lowing this  study  of  the  esophagus  and  gastroeso- 
phageal junction,  the  examination  of  the  re- 
mainder of  the  upper  gastrointestinal  tract  is 
continued. 

Many  observers  have  accepted  Lerche’s  con- 
cept of  the  structure  and  formation  of  the  esopha- 
gus in  wilich  he  described  a gastroesophageal 
segment  of  expulsion  consisting  of  two  sac- 
culations  of  the  esophagus,  two  intrinsic  sphinc- 
ter muscles,  and  a stabilizing  membranous 
ligament  called  the  phrenico-esophageal  mem- 
brane.8 The  latter  acts  as  a centering  device 
for  the  lower  esophagus  within  the  hiatus.  The 
upper  sacculation,  called  the  ampulla,  is  located 
just  above  the  diaphragm  and  is  usually  seen  on 
deep  inspiration  and  with  the  Valsalva  maneuver. 


The  inferior  esophageal  sphincter  is  a band  of 
muscle  fibers  at  the  lower  border  of  the  phrenic 
ampulla.  The  vestibule  lies  below  this  in  the 
hiatal  canal,  and  its  lowermost  point  is  where  the 
constrictor  cardiae  (cardiac  sphincter)  and 
stomach  meet.  However,  intraluminal  pressure 
studies  have  showm  that  the  esophageal  pressure 
wTave  stops  at  the  junction  of  the  ampulla  and 
vestibule,  which  is  the  site  of  the  inferior  eso- 
phageal sphincter  of  Lerche  and  not  at  the  con- 
strictor cardiae.9  This  w^ould  indicate  that  the 
vestibule  acts  physiologically  like  the  stomach 
even  though  it  is  lined  with  squamous  epithe- 
lium. Thus,  there  is  no  sphincteric  action  for 
the  constrictor  cardiae. 

In  view  of  these  discrepancies  shown  by  the 
pressure  studies  wThich  suggest  that  the  vesti- 
bule is  physiologically  a part  of  the  stomach, 
Gould  and  Barnhard10  have  recently  suggested 
a revision  of  Lerche’s  concept.  The  structures 
are  as  follows: 

Lerche  Concept 

1.  Two  esophageal  sac- 
culations — ampulla  and 
vestibule. 

2.  Constrictor  cardiae 
—between  vestibule  and 
stomach. 

3.  Inferior  esophageal 
sphincter — between  am- 
pulla and  vestibule  (band 
3 to  4 mm.  wide) . 

The  revised  concept  substitutes  the  constrictor 
cardiae  for  the  inferior  esophageal  sphincter  and 
lines  the  vestibule  with  gastric  mucosa.  The 
ora  serrata  or  “Z”  line  (the  junction  of  esophageal 
and  gastric  mucosa)  is  moved  to  the  uppermost 
part  of  the  vestibule  at  the  level  of  the  constrictor 
cardiae,  and  there  are  studies  supporting  this.11 
The  inferior  esophageal  sphincter  becomes  a 
diffuse  muscle  in  the  w^all  of  the  ampulla  (Fig.  1). 

Howt  can  abnormalities  in  the  cardioesopha- 
geal  area  demonstrated  by  the  methods  de- 
scribed previously  be  analyzed  in  the  light  of  this 
revision?  In  recent  years  the  lowrer  esophageal 
ring  described  by  Schatzki  and  Gary12  and  In- 
gelfinger  and  Kramer13  has  caused  confusion  in 
interpretation,  particularly  in  relation  to  the 
association  of  a sliding  hernia  in  the  presence  of 
the  ring.  With  the  revised  concept  it  would 
seem  that  every  demonstration  of  a ring  implies 
the  presence  of  a sliding  hernia  or  hiatal  in- 
sufficiency. The  crucial  point,  which  as  yet  is 
unexplained,  is  the  cause  for  the  incomplete 


Revised  Concept 

1.  One  esophageal  sac- 
culation— ampulla.  One 

gastric  or  hiatal  segment — 
vestibule. 

2.  Constrictor  cardiae 
— between  ampulla  and 
vestibule  (band  3 to  4 
mm.  wide). 

3.  Inferior  esophageal 
sphincter — diffuse  muscle 
in  wall  of  ampulla. 
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expansion  of  the  constrictor  cardiae  or  ring. 
With  larger  unquestionable  direct  or  sliding 
hernias,  the  ring  is  sometimes  seen.  In  these 
cases  there  is  no  question  as  to  the  herniation  or 
ring,  but  can  one  say  that  in  these  larger  hernias 
the  location  of  the  ring  is  at  the  level  of  the  ora 
serrata  or  “Z”  line?  Accumulation  of  such  evi- 
dence in  these  cases  would  be  of  great  impor- 
tance. Schatzki  and  Gary14  feel  that  the  ring  is 
in  some  way  connected  with  herniation,  since  it 
is  frequently  found  above  a herniated  portion  of 
the  stomach  and  since  some  upward  displacement 
of  the  intestinal  tube  has  taken  place  in  all  cases. 

The  ability  to  demonstrate  small  protrusions 
and  sliding  hernias  and  rings  depends  on  the 
conscientiousness  and  willingness  of  the  examiner 
to  use  all  of  the  necessary  procedures.  One  of 
the  important  factors  seems  to  be  the  competency 
of  the  crural  sling  under  normal  and  abnormal 
intra-abdominal  pressures.  When  the  pres- 
sures are  increased  by  the  maneuvers  described 
previously,  small  weaknesses  or  insufficiencies 
of  the  hiatus  associated  with  stretching  of  the 
phrenico-esophageal  membrane  may  be  brought 
out  which  would  otherwise  not  be  disclosed. 
With  the  increase  in  the  frequency  of  the  demon- 
stration of  small  variations,  protrusions,  and 
rings,  the  responsibility  of  the  radiologist  in 
assessing  them  as  to  their  clinical  significance  has 
increased.  This  frequency  might  reflect  Harring- 
ton’s findings16  in  1,000  consecutive  laparotomies 
in  which  the  hiatal  rim  surrounded  the  esophagus 
tightly  in  55  per  cent  of  the  cases,  admitted  one 
finger  between  the  esophagus  and  the  margin  of 
the  hiatus  in  35  per  cent,  and  admitted  two  to 
three  fingers  in  10  per  cent. 

Unless  there  are  specific  symptoms  which  can 
be  definitively  correlated  with  these  findings, 
these  demonstrations  of  variations  may  have  no 
significance  at  the  time  of  the  examination. 
However,  they  do  indicate  that  the  complemen- 
tary sphincter  mechanisms  might  be  disturbed, 
and  if  these  disturbances  were  to  increase,  re- 
flux of  gastric  juice  into  the  lower  esophagus 
might  follow.  Thus,  the  demonstration  of  re- 
flux in  these  lesser  abnormalities  of  the  junction 
assumes  great  importance.  If  it  can  be  pro- 
duced, the  presence  of  esophagitis  and  superficial 
erosions  might  be  suspected  as  a cause  for  the 
symptoms,  and  esophagoscopy  would  be  in- 
dicated, since  this  complication  is  best  studied 
by  direct  examination. 

The  hernias  which  occur  at  the  hiatus  are 
generally  of  two  types:  (1)  the  direct,  axial,  or 


Fig.  1.  Diagram  of  the  anatomy  of  the  lower  esoph- 
agus according  to  Lerche  (left)  and  the  revised  con- 
cept (right).  (A)  Ampulla,  ( CC ) Constrictor  cardiae, 
CD)  Diaphragm,  ( IES ) Inferior  Esophageal  sphincter, 
( PEM ) Phreno-esophageal  membrane,  ( S ) Stomach, 
(F)  Vestibule,  ( Z ) “Z”  line  or  ora  serrata.  ( Reprinted 
by  permission  from  The  American  Journal  of  the  Medi- 
cal Sciences,  May,  1957.10) 

sliding,  commonly  acquired,  and  rarely  congenital, 
and  (2)  the  paraesophageal.16  Frequently,  one 
finds  the  direct  type  with  a paraesophageal  com- 
ponent. In  the  paraesophageal  or  “rolling”  type 
the  hiatus  is  not  involved,  and  the  sphincter 
mechanisms  are  intact.  It  is  difficult  to  corre- 
late the  size  of  a hernia  with  symptoms,  since 
the  competency  of  the  sphincter  mechanisms 
determine  whether  gastric  reflux  with  resultant 
peptic  esophagitis  or  ulceration  will  or  will  not 
occur. 

Early  or  mild  esophagitis  may  be  suspected  by 
disturbances  of  motor  activity.  As  it  becomes 
more  severe  there  may  be  thickening  of  the  folds, 
fuzzy  margins,  partial  stenosis  with  absent 
peristalsis  in  the  narrowed  area,  and  dilatation 
proximal  to  the  narrowing.17  Esophagitis  may 
be  confirmed  by  esophagoscopic  examination. 

Ulcerative  diseases  of  the  lower  esophagus  are 
commonly  grouped  into  three  categories:  (1) 

esophageal  erosions  associated  with  esophagitis, 
(2)  marginal  ulcerations,  and  (3)  true  peptic 
(Barrett)  ulcer  of  the  esophagus.18  The  radio- 
logic  examination  will  show  that  these  are  usually 
associated  with  a hernia.  Mucosal  esophageal 
erosions  are  best  observed  by  direct  examination. 
Marginal  ulcerations  usually  occur  at  the  junction 
on  the  vestibular  side,  and  frequently  there  is  a 
narrowed  segment  above  it.  True  peptic  (Bar- 
rett) ulcers  usually  originate  in  an  area  of  ectopic 
gastric  mucosa.19 

Characteristically,  the  roentgen  appearance 
in  achalasia  reveals  that  the  distal  esophagus  is 
narrowed  for  1 to  4 cm.  and  that  the  esophagus 
proximal  to  this  narrowing  is  dilated  and  has  poor 
motility.20  The  degree  of  dilatation  may  vary 


3282 


New  York  State  J.  Med. 


SYMPOSIUM— ESOPHAGEAL  HIATAL  HERNIA 


from  mild  to  extreme  degrees.  The  narrowed 
segment  is  thought  to  be  due  to  a failure  of 
relaxation  of  the  sphincter  mechanisms.  Gould 
and  Barnhard10  feel  that  this  is  due  to  the  tonic 
contraction  of  the  distal  inferior  esophageal 
sphincter  in  the  wrall  of  the  ampulla.  The  di- 
lated esophagus  proximal  to  this  has  a defective 
neuromuscular  mechanism  which  results  in  in- 
effective peristaltic  activity  and  transport  asso- 
ciated with  the  failure  of  relaxation  of  the  con- 
stricted sphincter.21  These  findings  have  been 
shown  in  intraluminal  pressure  studies.22 

Conclusion 

The  radiologic  examination  of  the  cardio- 
esophageal  area  has  been  described.  The  use  of 
maneuvers  and  positions  to  increase  the  intra- 
abdominal pressure  has  been  found  to  be  of  value 
in  accentuating  obvious  abnormalities,  but  in 
addition,  they  bring  to  light  many  lesser  varia- 
tions from  the  normal.  An  attempt  has  been 
made  to  evaluate  the  abnormalities  and  varia- 
tions of  the  lower  esophagus  and  the  cardioeso- 
phageal  area  in  the  light  of  current  concepts  of 
anatomy  and  physiology. 

685  Delaware  Avenue,  Buffalo  9 
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The  Role  of  Endoscopy  in  Esophageal  Hiatus 

Hernia 

MURRAY  N.  ANDERSEN,  M.D.,  BUFFALO,  NEW  YORK 

{From  the  Department  of  Surgery  of  the  University  of  Buffalo  School  of  Medicine  and  the  E.  J.  Meyer  Memorial 

Hospital ) 


The  treatment  of  esophageal  hiatal  hernia 
and  its  complications  is  a problem  which 
taxes  to  the  utmost  the  judgment  of  the  clinician. 
A large  part  of  this  difficulty  may  be  caused  by 
the  fact  that  no  one  form  of  therapy  may  be 
equally  suitable  for  all  stages  of  the  disease. 
In  the  clear-cut  case  of  hiatal  hernia  with 
symptoms  referable  to  retention  of  food  in  the 
supradiaphragmatic  stomach,  surgical  repair  of 
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the  hernia  may  suffice.  When  regurgitant 
esophagitis  has  developed,  one  may  consider 
additional  measures  to  prevent  reflux  of  gastric 
content  and  to  reduce  gastric  acidity.  If  the 
inflammatory  process  has  progressed  to  the 
end  stage  of  fibrotic  stricture,  more  extensive 
procedures  may  be  necessary  to  restore  a normal 
ability  to  swallow  food.  In  addition,  the  possi- 
bility of  carcinoma  must  not  be  overlooked. 

It  is  clear,  therefore,  that  a precise  and  de- 
finitive diagnosis  of  the  pathologic  process 
involved  is  essential  in  planning  adequate 
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Fig.  1.  Hiatal  hernia  and  esophagitis. 


therapy. 

Radiology  may  provide  the  best  method  of 
screening  (sorting  out  normal  patients  from  those 
with  herniation),  and  the  diagnosis  of  hiatal 
hernia  doubtless  is  best  made  by  this  method. 
However,  the  radiologic  differentiation  of  spasm 
from  stricture  or  carcinoma  is  not  easy,  and  it 
would  seem  that  direct  visual  examination 
should  be  most  useful  in  defining  the  disease 
process  within  the  esophagus.  It  is  remarkable 
that  with  the  large  series  of  cases  reported  of 
hiatus  hernia  treated  by  various  means,  the 
percentage  of  such  cases  examined  esophagos- 
copically  is  not  high.  This  may  account  in 
part  for  certain  defects  in  our  knowledge  of  the 
exact  incidence  of  esophagitis  and  stenosis 
in  these  cases,  and  it  even  obscures  differentiation 
between  svmptoms  referable  to  the  hernia 
itself  and  those  which  are  due  to  a complicating 
esophagitis. 

Certain  information  is  readily  available  from 
esophagoscopy,  and  it  is  well  to  bear  in  mind 
what  reasonably  can  be  expected. 

The  long,  narrow  tube  is  eminently  suitable  for 
the  inspection  of  the  interior  of  another  long, 


Fig.  2.  Hiatal  hernia  and  carcinoma. 


narrow  tube,  in  this  case  the  esophagus.  'When 
passed  into  a larger  pouch,  the  limitation  of 
the  narrow  angle  of  vision  restricts  its  diagnostic 
scope.  Therefore,  we  should  expect  an  exact 
description  of  the  interior  of  the  esophagus,  but 
not  conclusive  information  about  the  stomach, 
even  though  the  endoscope  may  be  passed  into 
this  organ. 

The  diagnosis  of  hiatal  hernia  is  not  readily 
made  by  esophagoscopy,  since  there  is  not 
consistent  visual  change  in  the  interior  to  indicate 
abnormal  position  of  the  stomach.  The  distance 
from  incisor  teeth  to  esophagocardiac  junction 
may  be  accurately  measured,  but  this  provides 
no  description  of  the  position  relative  to  the 
diaphragmatic  crura. 

The  presence  of  esophagitis,  on  the  other  hand, 
is  best  made  by  this  method  of  direct  inspection, 
supplemented  when  desired  by  biopsy.  In  the 
early  stages  a semilocalized  erythematous  inflam- 
mation is  seen.  In  later  stages  the  reaction 
may  progress  to  granular,  friable  degeneration 
in  the  wall  of  the  esophagus.  It  is  not  certain 
whether  peptic  ulceration  of  the  esophagus  may 
be  a stage  in  this  sequence  of  development  or 
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Fig.  3.  Carcinoma  of  the  esophagus. 


a separate  parallel  entity  resulting  from  the 
lower  esophagus  being  lined  by  abnormal 
columnar  epithelium  or  containing  patches 
of  ectopic  gastric  mucosa.  In  a study  of  100 
cases  of  inflammatory  stenosis  of  the  esophagus 
reported  by  Benedict  and  Gillespie,1  62  per  cent 
showed  gastric  mucosa  on  biopsy. 

In  each  stage  of  this  inflammatory  process 
biopsy  and  microscopic  examination  will  aid 
in  establishing  the  degree  of  involvement. 

When  stenosis  has  supervened,  it  is  essential 
to  precisely  determine  the  status  of  the  distal 
esophagus.  In  certain  cases  it  will  be  difficult 
or  impossible  to  rule  out  carcinoma  without 
inspection  and  biopsy.  Figures  1 through  6 
illustrate  the  similar  radiologic  appearance  of 
inflammatory  stenosis  and  carcinoma  of  the 
same  area. 

Similarly,  it  may  not  be  easy  to  distinguish 
radiologically  between  persistent  spasm  and 
fibrotic  stenosis.  This  is  of  obvious  importance, 
since  removal  of  the  precipitating  cause  may  be 
expected  to  relieve  spasm  but  cannot  reverse  the 
fibrotic  change  which  accompanies  chronic 


Fig.  4.  Esophagitis. 


inflammation.  In  the  latter  event  it  is  important 
to  determine  whether  this  stenosis  can  be 
corrected  by  simple  bouginage  or  whether 
surgical  treatment  must  include  measures  to 
restore  an  adequate  lumen  at  the  cardioeso- 
phageal  junction.  Since  surgical  correction  of 
stenosis  by  resection  or  plastic  procedures 
increases  the  operative  risk  and  yields  a certain 
percentage  of  unsatisfactory  results,  it  is  equally 
important  to  avoid  such  additional  measures  if 
it  can  be  established  preoperatively  that  cor- 
rection can  be  afforded  by  bouginage. 

Esophagoscopy  appears  to  carry  the  conno- 
tation of  a procedure  of  magnitude  and  seems 
not  to  be  used  as  extensively^  as  bronchoscopy 
or  sigmoidoscopy,  which  are  reasonably  com- 
parable. It  is  unfortunate  that  this  attitude 
should  exist,  since  when  done  by  experienced 
persons  using  either  topical  or  general  anes- 
thesia, it  is  a benign  procedure  well  tolerated  by 
the  patient.  Extension  of  its  use  would  be 
of  great  benefit  both  in  increasing  our  knowledge 
of  the  disease  processes  involved  and  in  placing 
therapeutic  measures  on  a firmer  foundation. 
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Summary 

Esophagoscopy  is  a safe,  benign  diagnostic  pro- 
cedure which  should  receive  essentially  routine 
diagnostic  use  in  hiatus  hernia  because:  (1)  It 
makes  possible  a more  exact  definition  of  the 
pathologic  process  and  thus  aids  in  our  under- 
standing of  this  disease,  and  (2)  it  is  of  distinct 


value  in  the  choice  of  the  most  appropriate 
therapeutic  program. 
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The  Symptomatology  of  Esophageal  Hiatus  Hernia 
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Esophageal  hiatus  hernia  may  be  sympto- 
matic for  any  of  several  reasons.  First 
and  most  important  of  these  is  its  role  in  the 
development  of  reflux  esophagitis.  Second, 
hiatus  hernia,  if  large,  may  produce  symptoms 
by  encroachment  on  the  thoracic  viscera, 
thereby  leading  to  symptoms  of  cardiac  or 
respiratory  origin.  Third,  incarcerated  hiatus 
hernia  produces  symptoms  because  of  obstruction 
of  the  herniated  viscus  or  viscera  and  by  pressure 
of  the  diaphragmatic  ring  on  the  hernial  contents. 
Finally,  stasis  of  contents  in  the  proximal 
herniated  stomach  may  predispose  to  the 
formation  of  peptic  ulcer  in  that  part  of  the 
stomach. 

Esophagitis 

The  first  group  of  patients,  those  with  reflux 
esophagitis,  makes  up  at  least  90  per  cent  of  those 
patients  with  symptomatic  esophageal  hiatus 
hernia.  It  should  be  noted  that  these  are 
patients  with  sliding  hernias.  Paraesophageal 
hernias  are  almost  never  associated  with 
esophagitis,  but  when  symptomatic,  the  symp- 
toms fall  into  one  of  the  other  groups  noted. 

The  most  consistent  symptom  is  pain.  Charac- 
teristically, this  is  burning  retrosternal  distress 
which  often  extends  into  the  epigastrium  and 
may  occasionally  radiate  to  right  or  left  hypo- 
chondrium.  It  comes  on  immediately  after 
or  up  to  one-half  hour  after  meals  and  may  be 
relieved  by  ingestion  of  milk,  food,  or  alkali. 
However,  this  relief  is  usually  incomplete, 
and  although  the  history  may  resemble  that 
of  peptic  ulcer,  a careful  history  often  will 
elicit  essential  differences.  Also,  the  two  diseases 
often  exist  together,  and  features  of  both  are 
found.  Occasionally  one  obtains  the  history 
of  burning  retrosternal  and  epigastric  distress, 
but  only  the  latter  is  relieved  by  alkali. 

Very  often  a patient  finds  that  his  symptoms 
are  worse  when  he  is  reclining,  particularly  if 
he  lies  down  after  a large  meal.  Relief  usually 
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is  obtained  by  sitting,  or  perhaps  better,  by 
walking.  Under  these  circumstances  he  may 
note,  in  addition  to  pain,  some  regurgitation  of 
acid  fluid  into  his  mouth.  Such  patients  often 
report  being  awakened  at  night  by  this  dis- 
agreeable sensation  of  acid  regurgitation.  Pa- 
tients with  esophagitis  may  report  burning 
retrosternal  discomfort  on  swallowing  highly 
seasoned  or  irritating  foods  and  may  describe 
the  sensation  as  something  hot  descending 
the  gullet.  This  is  sometimes  relieved  by 
drinking  water  or  milk. 

Dysphagia  is  a frequent  symptom  and  may 
range  from  occasional  sticking  of  dry  solids  to 
complete  obstruction  in  patients  with  long- 
standing esophagitis  and  stricture  formation. 
In  most  cases  it  is  mild  and  intermittently 
present,  even  when  of  many  years  duration. 
However,  it  may  be  progressive  and  reach  the 
point  of  total  obstruction  in  a relatively  short 
time.  Emesis  is  frequently  encountered, 
whether  or  not  obstruction  is  present. 

Bleeding  is  one  of  the  most  important  compli- 
cations of  esophagitis  and  in  our  experience 
has  been  present  to  such  a degree  as  to  produce 
anemia  in  at  least  one  third  of  cases.  It  is 
usually  revealed  as  melena  and  occasional 
bouts  of  hematemesis.  Although  bleeding  is 
often  of  a serious  degree  and  may  produce 
profound  anemia,  it  rarely  takes  the  form  of 
sudden,  massive,  life-endangering  hemorrhage, 
as  commonly  seen  in  peptic  ulcer.  Moreover, 
it  may  occur  in  the  patient  with  relatively 
mild  pain  and  be  so  insidious  in  development 
that  the  hemoglobin  is  depressed  to  very  low 
levels  before  the  patient  seeks  treatment. 
Even  then,  treatment  is  sought  largely  because 
of  symptoms  secondary  to  the  anemia. 

History  of  a variety  of  vague  and  nonspecific 
symptoms  may  be  elicited,  such  as  fullness, 
frequent  eructations,  intolerance  of  various 
foods,  etc.  These  symptoms,  which  may  be 
found  in  a variety  of  upper  abdominal  diseases, 
do  not  by  themselves  justify  the  diagnosis  of 
esophagitis  when  the  radiologist  finds  a hiatus 
hernia.  There  must  be  further  confirmatory 
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evidence.  If  surgical  repair  is  carried  out 
solely  to  relieve  such  symptoms  without  a more 
clear-cut  diagnosis,  results  often  will  be  dis- 
appointing. However,  patients  with  esophagitis 
occasionally  report  that  swallowing  air  and 
belching  help  to  relieve  the  retrosternal  dis- 
comfort, and  they  have  developed  this  conscious 
habit  to  obtain  some  measure  of  comfort. 
One  can  only  speculate  whether  this  may  re- 
flexly  help  to  inhibit  the  cardiospasm  associated 
with  inflammation  at  the  lower  end  of  the 
esophagus. 

Symptoms  Due  to  Encroachment 
on  Pleural  Space 

A small  group  of  patients  have  esophageal 
hiatus  hernias  which  by  their  very  size  interfere 
with  cardiac  and  respiratory  function,  thereby 
producing  symptoms  referable  to  those  systems. 
In  these  instances  the  symptoms  may  be  those 
of  angina  pectoris  or  dyspnea  and  occasionally 
include  evidences  of  chronic  atelectasis  with 
attending  infection.  Assessing  the  importance 
of  the  hernia  in  the  causation  of  symptoms  in 
this  type  of  case  can  be  most  difficult,  since  the 
patients  usually  are  in  the  older  age  group 
and  have  other  evidence  of  cardiac  or  pulmonary 
disease.  If  the  hernia  is  very  large  and  partic- 
ularly if  the  symptoms  are  brought  on  by  rest 
in  the  reclining  position,  lessened  by  exercise, 
and  relieved  considerably  by  standing,  the 
hernia  may  be  considered  to  be  of  major  etiologic 
significance. 

Symptoms  Due  to  Incarceration 

In  those  few  patients  with  incarcerated  hiatus 
hernias,  the  clinical  picture  is  quite  characteristic. 
There  is  continuous  retrosternal  and  epigastric 
pain,  often  with  radiation  to  the  left  or  both 
shoulders.  There  is  usually  vomiting  of  all 
ingested  food,  and  this,  with  severe  pain,  brings 
the  patient  promptly  to  the  physician.  Of 
course,  strangulation  of  herniated  viscera  may 
occur  with  evidences  of  shock  and  peritonitis. 

Symptoms  Due  to  Gastric  Ulcer 

The  symptoms  of  gastric  ulcer  trapped  in  an 
esophageal  hiatus  hernia  in  the  proximal  stomach 
are  not  unlike  those  of  any  gastric  ulcer,  but 
there  may  be  additional  history  of  frequent 
regurgitation,  and  it  would  seem  that  both 
bleeding  and  vomiting  are  particularly  common 
in  this  situation. 


In  correctly  evaluating  the  role  of  hiatus 
hernia  in  the  clinical  picture  of  any  given  patient, 
the  use  of  endoscopic  and  radiologic  examinations 
are  of  considerable  importance.  Nevertheless, 
the  proper  interpretation  of  a carefully  taken 
history  is  of  the  utmost  importance.  This  is 
especially  true  in  the  group  of  patients  with 
esophagitis.  If  one  obtains  a history  of  the 
typical  syndrome  of  burning  retrosternal  distress 
aggravated  by  reclining,  associated  with  oc- 
casional dysphagia  or  distress  after  swallowing 
irritating  foods,  and  accompanied  by  frequent 
acid  regurgitation,  one  is  justified  in  making  a 
diagnosis  of  esophagitis,  even  in  the  absence  of 
x-ray  or  esophagoscopic  confirmation. 

On  the  other  hand,  if  one  sees  a mixed  picture 
with  features  largely  typical  of  peptic  ulcer, 
one  must  rely  on  the  x-ray  and  esophagoscope 
for  assistance  in  the  final  analysis.  However, 
it  should  be  borne  in  mind  that  about  40  per 
cent  of  patients  with  reflux  esophagitis  also 
have  evidence  of  duodenal  and  gastric  ulcer. 
The  alert  clinician  must  be  on  his  guard  to  detect 
evidence  of  esophageal  disease  and  if  he  finds 
it,  not  to  be  too  willing  to  forget  it  if  the  radi- 
ologist clearly  demonstrates  a duodenal  or  gastric 
ulcer. 

Conversely,  even  with  a fairly  good  clinical 
and  x-ray  picture  of  hiatus  hernia  with  esoph- 
agitis, one  must  look  further  at  the  stomach 
and  duodenum  for  evidences  of  peptic  disease. 
Furthermore,  and  this  is  especially  true  in 
those  patients  whose  pain  radiates  to  the  right 
side  of  the  abdomen,  the  possibility  of  gall- 
bladder disease  should  be  kept  in  mind,  and 
x-rays  of  this  organ  should  be  routine  under 
these  circumstances. 

One  other  clinical  test  which  may  be  of  help 
is  gastric  analysis,  since  most  patients  with 
esophagitis  exhibit  hypersecretion  of  gastric 
acid.  However,  the  examiner  must  be  sure  the 
aspirating  tube  is  in  the  main  portion  of  the 
stomach  and  not  the  herniated  part,  or  mis- 
leading low  values  for  gastric  acidity  may  be 
obtained. 

Finally,  it  should  be  noted  that  many  eso- 
phageal hiatus  hernias  may  be  asymptomatic. 
Not  many  years  ago  it  was  fashionable  to  think 
that  these  defects,  which  often  were  noted 
during  x-ray  studies,  were  interesting  but 
unimportant  findings  which  rarely  caused  any 
difficulty  unless  very  large.  We  now  realize 
that  many  of  these  hernias  are  of  clinical  impor- 
tance because  of  the  disturbances  described. 
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Moreover,  except  in  those  cases  in  which  the 
symptoms  are  due  to  disturbance  of  cardio- 
respiratory physiology,  the  size  of  the  hernia 
has  no  particular  relation  to  its  clincial  signifi- 
cance, and  frequently  very  severe  esophagitis 
may  exist  in  the  presence  of  a very  small  hernia. 

Summary 

It  may  be  stated  that  symptoms  due  to 
esophageal  hiatus  hernia  are  due  to  one  of  four 


causes:  (1)  reflux  esophagitis,  (2)  interference 
with  cardiopulmonary  function,  (3)  incarceration 
of  abdominal  viscera  within  the  hernia,  or 
(4)  peptic  ulcer  within  the  herniated  stomach. 

Symptoms  based  on  these  different  mechanisms 
are  characteristic  and  when  carefully  sought 
and  intelligently  interpreted,  along  with  ap- 
propriate laboratory  and  x-ray  studies,  will 
help  the  clinician  to  choose  the  proper  treatment 
in  the  individual  case. 
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The  sliding  hiatal  hernia  may  produce  a 
variety  of  symptoms.  Some  of  the  more 
common  are  epigastric  distress,  substernal  burn- 
ing, regurgitation,  and  at  times,  dysphagia. 
The  variation  in  degree  may  be  great.  There 
may  be  no  correlation  between  the  size  of  the 
hernia  and  the  symptoms  produced.  The  small 
elusive  hernia,  difficult  to  demonstrate,  may 
produce  severe  complaints. 

It  is  agreed  by  most  that  the  asymptomatic 
sliding  hernia  probably  does  not  require  surgical 
repair.  The  hernia  associated  with  minimal 
symptons  which  are  relieved  by  conservative 
measures  and  in  which  there  is  no  evidence  of 
peptic  esophagitis  is  also  no  indication  for 
surgical  correction  in  most  instances.  Symptoms 


of  short  duration  should  have  a trial  of  medical 
therapy. 

When  symptoms  are  persistent  and  there  is 
evidence  of  peptic  esophagitis,  or  when  symptoms 
are  more  severe,  yet  without  evidence  of  peptic 
esophagitis,  repair  of  the  hernia  is  indicated. 
There  must  be  reasonably  good  evidence  that 
the  symptoms  stem  from  the  hiatal  hernia. 
This  entails  a careful  and  complete  evaluation 
of  the  upper  abdominal  organs,  such  as  the  gall- 
bladder, stomach,  and  pancreas. 

Chronic  blood  loss  and  at  times  massive 
bleeding  may  be  good  indications  for  surgical 
treatment.  Sweet,1  Sealy  and  Carver,2  and 
Soutter3  have  reported  a high  incidence  of  blood 
loss  in  sliding  hiatal  hernia. 

Dysphagia  resulting  from  spasm  and  from 
actual  fibrotic  changes  is  a good  indication  for 
surgical  treatment.  A high  degree  of  obstruction 
may  result  from  long  neglected  peptic  esophagitis. 
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Early  correction  of  the  hernia  may  obviate 
the  need  for  a more  difficult  and  less  promising 
surgical  procedure  at  a later  time. 

Contraindications  are  few  but  clear.  Obesity, 
particularly  where  the  weight  gain  is  large, 
militates  against  surgical  correction.  Pregnancy 
and  likelihood  of  repeated  pregnancy  may  be 
contraindications.  The  occasional  true  con- 
genital short  esophagus  may  not  lend  itself  to 
repair.  Esophageal  stricture  with  extensive 
shortening,  although  the  result  of  sliding  hernia, 
frequently  cannot  be  repaired  with  satisfactory 
results. 

Surgical  Approach 

It  is  true  that  a satisfactory  repair  can  be 
effected  by  any  one  of  three  approaches — 
thoracic,  thoracoabdominal,  or  abdominal.  It 
is  equally  true  that  in  a given  situation  clinical 
evidence  and  body  habitus  may  strongly  suggest 
that  one  avenue  of  approach  may  be  preferable 
to  the  other  two.  The  presence  of  other  lesions, 
such  as  gallbladder  disease,  peptic  ulcer,  or 
pancreatitis,  may  demand  an  approach  that 
will  allow  free  access  to  the  upper  abdomen  for 
careful  exploration  and  evaluation.  Again  the 
body  habitus  may  dictate  the  use  of  a thoracic 
incision.  A high  diaphragm,  particularly  in 
the  more  obese  individual,  is  best  approached 
in  this  manner.  A long  anterior-posterior 
diameter  together  writh  a high  diaphragm  make 
the  abdominal  approach  most  difficult.  The 
sliding  hernia  in  which  there  is  an  unusually 
short  esophagus  is  best  repaired  transthoracically. 
Dissection  of  the  lower  mediastinum  where 
periesophagitis  has  been  present  to  any  degree 
is  also  best  cared  for  by  this  route.  In  the 
occasional  case  in  which  there  is  a large  element 
of  obstruction  and  in  which  there  is  a possibility 
of  a concomitant  lesion,  such  as  carcinoma,  an 
accurate  diagnosis  is  more  easily  made  if  the 
approach  is  across  the  thorax. 

Soutter,3  Swyer,4  and  others  claim  a lesser 
recurrence  rate  when  the  incision  is  made  through 
the  thorax. 

It  has  been  suggested  recently  by  Kempner 
that  the  elderly  patient  better  tolerates  the 
abdominal  repair.  Chronic  pulmonary  lesions 
also  may  be  good  indications  for  the  use  of  the 
abdominal  approach. 

When  additional  procedures,  such  as  subtotal 
gastric  resection,  pyloroplasty,  or  a cholecys- 
tectomy, are  planned,  the  thoracoabdominal, 
or  abdominal  approach  may  be  in  order. 


We  have  used  all  these  avenues,  our  decision 
being  made  in  each  instance  only  after  a careful 
study  of  the  entire  problem  at  hand : the  clinical 
history,  the  height  of  the  diaphragm,  the  acuity 
of  the  angles  made  by  the  costal  margins,  and 
the  anterior-posterior  diameter  of  the  sub- 
diaphragmatic  space.  Lateral  and  anterior- 
posterior  x-rays  of  the  lower  thoracic  and  upper 
abdomen  are  most  helpful  in  making  this  decision. 

Operative  Repair 

Repair  implies  that  there  must  follow  a 
reversal  of  the  pathologic  physiology  that  stems 
from  hiatal  hernia.  Reduction  of  the  hernia 
alone  is  not  sufficient.  Adequate  fixation  of  the 
cardioesophageal  junction  in  the  new  position 
is  essential.  The  normal  angle  of  entry  of  the 
esophagus  into  the  cardia  of  the  stomach  must 
be  restored.  The  diaphragmatic  pinchcock 
action  must  be  re-established.  It  is  our  belief 
that  a small  group  of  patients  who  have  had 
evidence  of  peptic  ulcer  disease  over  a long 
period  of  time  and  who  now  exhibit  symptoms 
of  hiatal  hernia  with  esophagitis  not  only  require 
repair  of  the  hernia  but  also  an  operative  proce- 
dure aimed  at  control  of  the  acid  factor.  Vagot- 
omy with  pyloroplasty  has  been  combined  with 
the  repair  of  the  hernia.  More  often  we  have 
used  a subtotal  gastric  resection. 

Technic 

We  have  used  the  thoracoabdominal  approach 
most  frequently  at  the  Edward  J.  Meyer  Hos- 
pital in  Buffalo.  However,  there  has  been  no 
hesitancy  to  change  when  circumstances  suggest 
it.  In  the  transthoracic  procedure,  we  enter 
through  the  eighth  interspace  or  the  bed  of  the 
ninth  rib.  A second  incision  is  made  laterally 
in  the  diaphragm  down  to  but  not  including  the 
esophageal  hiatus.  This  is  in  reality  a combined 
incision.  In  the  thoracoabdominal  approach 
the  incision  starts  at  about  the  midline  of  the 
abdomen  and  is  continued  laterally  to  the  left, 
across  the  costal  margin  into  the  eighth  interspace. 
The  diaphragm  is  incised,  and  care  is  taken  to 
avoid  the  lateral  branch  of  the  left  phrenic  nerve. 
The  thoracoabdominal  incision  allows  for  a 
more  complete  and  careful  exploration  of  the 
upper  abdomen.  Cholecystectomy  or  subtotal 
gastric  resection  can  be  combined  readily  with 
the  repair  of  the  hernia  through  this  avenue. 
Evaluation  of  the  esophageal  hiatus  is  facilitated 
by  completely  freeing  the  left  lobe  of  the  liver. 
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The  exact  position  of  the  cardioesophageal 
junction  is  now  easily  determined  with  the 
inferior  and  superior  aspect  of  the  hiatus  in  view. 
The  fingers  of  the  left  hand  are  inserted  through 
the  hiatus  from  below,  and  the  extent  of  the 
hernia  is  then  readily  seen  from  above.  When 
the  approach  is  completely  from  below,  this 
distinct  advantage  may  be  lost.  It  follows, 
also,  that  the  esophagophrenic  ligament  cannot 
be  dissected  as  well  nor  can  it  be  as  well  used 
in  the  repair  when  the  abdominal  route  is  used. 

We  have  elected  to  deliver  the  esophagophrenic 
ligament  in  the  manner  suggested  by  Allison 
and  suture  it  to  the  undersurface  of  the  dia- 
phragm with  interrupted  silk  sutures.  A Penrose 
drain  is  used  as  a sling  beneath  the  esophagus 
to  facilitate  this  procedure.  The  separated 
fibers  of  the  right  crus  are  closed  behind  the 
esophagus  by  using  two  heavy  silk  sutures. 
Care  must  be  taken  not  to  compromise  the 
lumen  of  the  esophagus.  It  is  our  opinion  that 
it  is  a mistake  to  close  the  hiatus  anteriorly 
or  to  transplant  the  esophagus  to  an  opening 
higher  in  the  diaphragm.  The  normal  angle 
of  entry  of  the  esophagus  into  the  stomach  is 
restored  by  suturing  the  cardia  to  the  abdominal 
esophagus  with  interrupted  silk  sutures.  If  a 
subtotal  gastric  resection  is  combined  with 
repair,  we  prefer  a 75  per  cent  to  80  per  cent 
resection,  employing  a Hoffmeister  antecolic 
anastomosis. 


In  elderly  patients  for  whom  nasogastric 
decompression  for  a period  of  time  is  anticipated, 
a tube  gastrostomy  is  done  to  obviate  possible 
pulmonary  complications.  One  large  test  tube 
is  placed  in  the  posterior  axillary  fine.  In  the 
immediate  postoperative  phase  care  is  taken 
with  pulmonary  toilet. 

Summary 

1.  Minimal  symptoms  do  not  require  operative 
repair. 

2.  Clinical  evidence  of  peptic  esophagitis 
is  an  indication  for  repair. 

3.  Obesity  is  a contraindication  for  repair. 

4.  The  clinical  history  and  body  habitus 
should  determine  the  avenue  of  approach. 

5.  The  major  points  in  correction  of  the 
pathologic  physiology  are  reduction  and  fixation 
of  the  cardioesophageal  junction  below  the 
diaphragm,  restoration  of  the  angle  of  entry 
into  the  stomach,  and  improvement  in  the 
pinch  cock  action  of  the  esophageal  hiatus. 

6.  A small  percentage  of  cases  will  require 
an  additional  procedure  aimed  at  control  of 
the  acid  factor. 
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Measurement  and  Maintenance  of 
Natural  Skin  Oil 


HERBERT  J.  SPOOR,  PH.D.,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Medicine,  New  York  Hospital  and 
Cornell  University  Medical  College) 


There  are  many  dermatologic  conditions 
which  may  be  characterized  chiefly  by  a 
decrease  in  the  amount  of  natural  oil  on  the  skin 
surface.  Clinically,  these  conditions  are  presented 
to  the  dermatologist  as  either  a pruritic,  dry 
dermatitis  or  an  eczematized  lesion  of  local  or 
more  generalized  distribution.  Although  these 
oil-deficient  dermatoses  represent  many  specific 
entities  to  the  dermatologist,  they  can  be  cat- 
egorized into  four  broad  groupings  which  can  be 
helpful  to  the  general  practitioner  as  well.  More- 
over, the  majority  of  these  conditions  require 
little  more  than  restoration  of  the  natural  skin 
oil  to  effect  their  cure.  These  oil-deficient  skin 
conditions  may  be  divided  as  follows: 

1.  Oil  loss  due  to  removal  of  natural  oils  by 
soap,  detergents,  and  water. 

2.  Deficiency  caused  by  aging  of  the  skin 
and/or  lack  of  adequate  oil  replacement  from  the 
sebaceous  glands. 

3.  Dry  skin  associated  with  allergic-dermato- 
logic entities  such  as  atopic  eczema  and  localized 
or  disseminated  neurodermatitis. 

4.  Oil  deficiency  that  constitutes  part  of 
the  dry  dermatoses,  as  in  psoriasis,  seborrhea, 
and  xeroderma;  or  an  oil  deficiency  associated 
with  slow  functional  recovery  of  a skin  after  a 
condition  such  as  a generalized  toxic  eruption. 

Tests  for  Oil  Deficiency 

Each  of  these  groups  can  be  looked  on  as 
oil-deficiency  syndromes.  This  may  be  shown 
by  osmic  acid  vapor  quantitations  of  natural 
unsaturated  skin  oils,  for  in  all  instances  there 
is  a marked  decrease  in  oil.1  The  unsaturated 
fatty  acids  can  be  stained  black  either  on  the 
skin  itself  or  after  removal  from  the  skin.  Oil 
may  be  readily  removed  from  the  skin  surface  by 
wiping  the  test  area  with  absorbent  lens  paper. 
For  quantitation,  the  unsaturates  on  the  lens 
paper  may  then  be  stained  with  the  osmic  acid 
vapor  and  the  area  of  stained  oil  on  the  paper 
measured.  The  technic  is  illustrated  in  Figure  1 . 


Fig.  1.  Natural  oil  can  be  removed  from  the  skin 
with  absorbent  lens  paper.  Paper  is  then  stained  with 
osmic  acid  vapor  and  the  stained  area  can  be  measured. 


If,  on  the  other  hand,  only  qualitative  observa- 
tions are  needed,  in  vivo  tests  measuring  the  oil  on 
the  skin  surface  directly  may  be  made.  For 
example,  the  decrease  in  the  amount  of  stainable 
oil  on  the  nose  with  advancing  age  of  women  is 
shown  in  Figure  2.  When  actual  quantitations 
are  to  be  made,  it  is  best  to  sample  several  areas 
simultaneously  because  of  individual  variation 
in  oil  supply.  Routinely,  we  have  measured  skin 
oil  from  four  facial  areas — the  forehead,  cheek, 
nose,  and  chin.  Comparative  findings  from  each 
of  these  areas  for  individuals  classified  into  each  of 
the  “dry  skin”  groups  are  shown  in  Table  I. 

The  data  shown  quantitatively  confirm  the 
well-established  fact  that  washing  with  soap 
and  water  removes  skin  oil.  This  .is  not  neces- 
sarily detrimental,  but  its  restoration  does  require 
time  and  sebaceous  gland  activity.2  Age  also 
causes  a general  diminution  in  skin’  oil,  despite 
the  fact  that  there  is  often  an  apparent  increase 
in  size  and  productive  capacity  of  certain  seba- 
ceous glands  with  advancing  years,  most  par- 
ticularly glands  of  the  nose  and  chin.  The  skin 
of  individuals  with  allergic  dermatoses  of  the 
atopic  type  are  emollient  poor  and  these  in- 
dividuals quickly  learn  to  avoid  undue  addi- 
tional oil  loss.  Finally,  skins  that  have  been 
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Fig.  2.  In  vivo  test  shows  oil  on  skin  surface  decreases 
with  woman’s  age.  Patients  above  are  26  years  (top), 
37  years  (center),  47  years  (bottom). 


injured  sufficiently  to  have  acquired  an  impaired 
sebaceous  gland  function,  or  those  in  which  the 
disease  process  is  of  the  oil  gland  itself,  also  are 
dry. 

Treatment 

It  seemed  reasonable,  therefore,  that  treatment 
of  any  oil-deficient  skin  syndrome  should  first 
entertain  some  plan  for  conserving  natural  oil  in 
addition  to  the  required  therapeutic  steps  to 
correct  the  cause  of  the  dermatosis.  Blank3 
and  others4  have  shown  that  the  oil  and  moisture 
content  of  the  skin  itself,  as  well  as  the  benefit 
from  the  use  of  emollient  creams  and  other 
preparations  thereon,  depends  largely  on  the 
skin’s  ability  to  conserve  its  own  oil  and  moisture. 
Therefore,  if  a preparation  added  to  the  skin 
surface  decreases  the  loss  of  natural  emollient, 
it  will  be  beneficial.  In  this  study,  a series  of 
cases  of  oil-deficiency  syndromes  has  been  treated 
dermatologically,  but  in  addition,  have  had 
prescribed  emollient  baths  with  a water-dis- 
persible type  of  bath  oil  as  adjunct  therapy.5 
We  have  concentrated  on  one  particular  cosmetic 
oil*  of  high  individual  acceptance  because  most 
of  our  patients  had  had  unfavorable  experiences 
with  the  more  conventional  dermatologic  bath 
therapy,  such  as  starch  or  oatmeal  preparations. 
Without  added  oil,  these  baths  are  too  drying  to 
the  already  oil-deficient  skin.  If,  on  the  other 
hand,  oil  is  emulsified  into  the  bath  for  uniform 
distribution,  the  emulsifying  agent,  when  it  is  a 
chemical  of  the  detergent  group,  has  been  found 
to  compound  the  original  skin  irritation.  Actu- 
ally, simply  washing  the  face  and  body  with  a 
water-dispersible  bath  oil  and  water,  with  no 
soap,  permitted  the  restoration  and  conservation 
of  natural  oil  in  even  as  dry  a condition  as  atopic 

* Sardo  (manufactured  by  Sardeau,  Incorporated,  New 
York  City). 


TABLE  I. — Comparison  of  Amounts  of  Facial  Oils  in  “Dry  Skin  Groups” 


Osmic  Acid  Stain  on  Lens  Paper 

Forehead 

Cheek 

Nose 

Chin 

Patients 

Age 

(mm2) 

(mm2) 

(mm2) 

(mm2) 

Normal  male 

45 

1161 

901 

1119 

903 

(After  soap  and  water) 

752 

538 

594 

465 

Normal  female 

40 

607 

817 

495 

593 

(After  soap  and  water) 

385 

469 

364 

438 

Aged  male 

80 

566 

306 

342 

279 

Aged  female 

75 

513 

334 

380 

312 

Atopic  male 

23 

311 

318 

188 

466 

Atopic  female 

19 

257 

268 

275 

444 

Seborrheic  male 

26 

360 

641 

523 

392 

Seborrheic  female 

27 

347 

583 

365 

254 

October  15,  1058 
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TABLE  II. — Amount  of  Facial  Oil  Measured  on  Nine- 
teen-Year-Old Atopic  Female  After  Oil-Water  Cleans- 
ing Only 


-Osmic  Acid  Stain  on  Lens  Paper — ' 


Sampling 

Date 

(1957) 

Fore- 

head 

(mm2) 

Cheek 

(mm2) 

Nose 

(mm2) 

Chin 

(mm2] 

October  16 

257 

268 

275 

444 

November  18 

495 

345 

341 

467 

December  2 

556 

446 

597 

568 

eczema.  This  treatment  brought  about  not  only 
improvement  of  the  skin,  but  an  improvement  of 
the  clinical  condition  as  well.  Table  II  describes 
a patient  who  had  had  atopic  eczema  for  years. 
The  condition  was  most  bothersome  to  the  face 
and  had  been  aggravated  by  practically  all 
cleansing  methods.  Only  emollient  oil  and 
water  was  prescribed  for  both  therapeutic  and 
cleansing  purposes.  The  measurable  increase 
in  natural  oil  mirrored  the  clinical  improvement. 
This  increase  in  stainable  oil  did  not  come  from 
the  product  itself,  for,  as  shown  in  Figure  3,  it 
does  not  stain  even  when  applied  in  full  strength 
to  the  skin  and  then  exposed  to  osmic  acid 
vapor.  A true  increase  in  natural  emollient 
oil  with  constant  use  of  the  oil  and  water  bathing 
technic  is  produced.  This  increase  in  stainable 


Fig.  3.  Osmic  acid  stain  test  (1)  water  only,  (2) 
1:1,000  bath  oil,  (3)  undiluted  bath  oil  shows  increase 
in  stainable  oil  did  not  come  from  bath  oil  itself. 


natural  unsaturated  oil  is  illustrated  in  Figure  4 
which  gives  photomicrographs  of  biopsy  speci- 
mens of  the  skin  of  two  adults  before  and  after 
daily  baths  for  two  weeks  exclusively  with  emol- 
lient oil  and  water.  Therefore,  both  in  theory 
and  in  fact,  an  oil  emollient  bath  seems  to  be  a 
logical  adjunct  to  therapy  for  dry  dermatoses. 

Confirmation  of  the  usefulness  of  the  technic 
required  practical  application.  Accordingly,  40 
individuals  from  a dermatology  office  practice, 
unselected  except  that  they  had  some  type  of  oil- 
deficient  dermatologic  complication,  were  pre- 
scribed baths  as  adjunct  therapy  to  regular 
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Detergent  Dermatitis 

Eczema  on  hands  and  feet  Recurrent  for  four  years  Exacerbations  followed  Superficial  x-ray;  topical  Twice  weekly  for  two  Improved;  discharged  to 

careless  use  of  soap  or  vitamin  A and  D oint-  months;  no  soap  but  own  care 

detergent  at  custodial  ment;  glove  and  boot  mild  detergent  bar  per- 

work  protection  mitted  for  personal 
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MEASUREMENT  AND  MAINTENANCE  OF  NATURAL  SKIN  OIL 


dermatologic  care.  Records  of  these  individuals 
are  presented  in  Table  III.  A very  few  individ- 
uals did  not  do  well  with  the  oil- water  bath. 
Most  impressive  of  these  were  two  patients  with 
chronic  seborrheic  eczema.  Theoretically,  these 
individuals  should  have  benefited  (they  had  had 
sebaceous  gland  injury)  but  they  did  not. 

Conclusion 

A newly  developed  water-dispersible  oil  sug- 
gested itself  as  an  additive  for  the  bath  in  the 
treatment  of  patients  with  chronic  dry,  itchy, 
scaly,  lichenified  skin.  The  oil  was  first  used 
as  a therapeutic  adjuvant  in  the  management  of  a 
group  of  individuals  with  classic  neurodermatitis 
of  the  “atopic”  type  that  had  been  under  the 
care  of  the  author  or  other  dermatologists  for 
long  periods.  The  bath  agent  proved  so  success- 


ful therapeutically  and  so  personally  acceptable 
to  most  of  the  patients  that  we  extended  our  use 
of  the  preparation  to  the  symptomatic  treatment 
of  detergent  dermatitis,  aged  skin,  and  the 
“dry”  dermatoses.  In  practically  every  instance 
the  results  have  been  good  because  the  patients 
experienced  relief  from  dryness  and  pruritus. 

140  East  54th  Street,  New  York  22 
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Foreign  Medical  Graduate  Council  Exam 


More  than  800  physicians  in  the  United  States  and 
32  other  nations  took  part  September  23  in  the  first 
world- wide  qualification  examination  offered  by  the 
new  Education  Council  for  Foreign  Medical  Grad- 
uates. The  council,  with  offices  in  Evanston, 
Illinois,  was  established  last  year  as  a means  of 
evaluating  the  education  of  foreign  medical  graduates 
wishing  to  take  advanced  training  or  to  obtain 
licenses  in  the  United  States.  It  is  not  a placement 
agency,  but  rather  a certifying  organization. 

Physicians  who  pass  the  tests  are  certified  as 
possessing  medical  knowledge  reasonably  equivalent 
to  that  expected  of  graduates  of  approved  American 
and  Canadian  medical  schools,  and  as  having  satis- 
factory facility  in  the  English  language.  The  ex- 
amination was  held  in  20  American  medical  colleges 
and  in  the  32  foreign  countries,  according  to  a council 
announcement  in  the  August  23  Journal  of  the  Ameri- 
can Medical  Association , one  of  the  council’s  spon- 


soring organizations.  Other  sponsoring  organiza- 
tions are  the  Association  of  American  Medical  Col- 
leges, the  American  Hospital  Association,  and  the 
Federation  of  State  Medical  Boards  of  the  United 
States. 

Council  statistics  show  that  152  of  298  physicians 
passed  the  first  examination  held  last  spring  in  United 
States  testing  centers.  The  top  scorer  was  a British 
medical  school  graduate.  Also  among  top  scorers 
were  graduates  of  Mexican,  Swiss,  Latvian,  Italian, 
Egyptian,  Belgian,  Chinese,  and  Hungarian  schools. 
Leading  by  country  in  number  of  applicants  were 
35  graduates  of  German  schools,  of  whom  21 
attained  passing  scores.  The  best  showing  was 
made  by  graduates  of  Swiss  medical  schools.  The 
candidates  ranged  in  year  of  medical  school  gradua- 
tion from  1921  to  1958. 

However,  two  of  every  three  were  graduated 
between  1947  and  1956. 
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Roentgen  Findings  in  the  Asymptomatic  Cervicat 

Spine 

FREDERICK  ELIAS,  M.D.,  M.A.C.R.,  MONTICELLO,  NEW  YORK 
( From  the  Monticello  Hospital ) 


The  interpretation  of  the  osseous  and  soft 
tissue  changes  found  in  the  roentgen  exam- 
ination of  the  cervical  spine  is  of  medical 
importance,  and  in  our  age  of  insurance  and 
litigation  it  has  considerable  legal  significance 
as  well. 

The  roentgenologist  often  finds  it  difficult  to 
determine  if  the  changes  he  sees  in  the  roentgen 
examination  of  the  cervical  spine  are  pathologic 
or  physiologic.  It  is  often  tempting  to  attribute 
clinical  symptoms,  such  as  neck  and  shoulder 
pain,  to  the  “abnormalities”  discovered  on 
roentgen  examination  of  the  cervical  spine. 

The  present  study  was  made  in  an  attempt  to 
discover  which  changes  occur  as  a normal  aging- 
process  in  the  osseous  and  soft  tissues  of  the 
cervical  spine. 

Review  of  Literature 

Sehmorl1  reported  the  occurrence  of  osteophyte 
formations  in  the  lumbar  spine,  increasing  from 
10  per  cent  in  the  third  decade  to  90  per  cent  in 
the  sixth  decade. 

Horwitz2  analyzed  the  degenerative  changes 
which  had  occurred  in  the  cervical  portion  of 
the  spine  of  50  adult  human  cadavers  whose  ages 
at  death  varied  from  forty-five  to  eighty  years. 
He  found  changes  in  the  intervertebral  disks  in 
76  per  cent  of  the  specimens,  most  frequently 
involving  the  fifth  and  sixth  cervical  vertebrae. 
Osteophyte  formation  was  found  in  70  per  cent 
of  the  specimens,  almost  all  involving  the  fifth, 
sixth,  and  seventh  vertebrae.  Horwitz  con- 
cluded that  the  occurrence  of  degenerative  lesions 
of  the  intervertebral  disks  and  vertebrae  are 
identical  with  those  occurring  in  the  thoracic 
and  lumbar  portion  of  the  vertebral  column,  and 
that  these  changes  are  most  frequently  found  in 
the  lower  segments  of  the  cervical  spine. 

Smith3  believes  that  there  is  a physiologic 
ligamentous  calcification  occurring  in  the  cer- 
vical spine  as  an  aging  process,  since  he  found 
only  14  of  53  patients  who  showed  such  changes 
to  have  had  some  form  of  trauma. 


Sutro4  described  a condition  which  he  named 
juxta-articular  ossification  of  the  ligaments  of 
the  vertebral  column  affecting  the  fourth  to 
sixth  cervical  vertebrae.  These  patients  usually 
had  no  complaints  referable  to  the  neck  or  upper 
extremities.  Ossification  also  was  found  to  be 
present  in  the  soft  parts  attached  to  the  pelvic 
bones,  femur,  tibia,  patella,  os  calcis,  acromion, 
olecranon,  and  other  bones. 

Bick5  attempted  to  correlate  the  roentgen, 
pathologic,  and  clinical  findings  of  vertebral 
osteophytosis.  Osteophytes  appear  most  com- 
monly in  the  anterior  longitudinal  ligament, 
next  in  frequency  along  the  lateral  ligament,  and 
least  often  in  the  posterior  ligament.  They  may 
occur  anywhere  in  the  spinal  column  varying  with 
age,  sex,  body  form,  and  of  course,  associated 
lesions  if  present. 

Pallis,  Jones,  and  Spillane6  attempted  to 
correlate  the  clinical  and  radiologic  findings  in  a 
group  of  50  patients,  all  over  fifty  years  of  age, 
who  were  asymptomatic.  They  concluded  that 
on  careful  examination  a high  incidence  (60 
per  cent)  of  neurologic  complications  does  occur 
in  patients  over  fifty  years  old  having  cervical 
spondylosis.  They  stressed  that  involvement 
of  the  spinal  cord  and  nerve  roots  may  occur 
unobtrusively  and  that  neurologic  signs  may 
precede  development  of  symptoms. 

Hussar  and  Guller7  examined  the  cervical  and 
lumbar  spines  of  500  asmyptomatic  males  and 
reported  a highly  significant  association  be- 
tween the  distribution  of  age  and  the  positive 
roentgenographic  findings. 

Method  of  Study 

A total  of  102  patients  of  four  different  age 
groups  were  chosen — those  between  twenty  and 
thirty,  thirty  and  forty,  forty  and  fifty,  and  those 
over  the  age  of  fifty.  Fifty  of  these  were  male, 
and  52  were  female.  Only  those  subjects  were 
accepted  who  had  no  complaints  or  symptoms 
referable  to  the  cervical  spine  or  upper  extremi- 
ties. A single  lateral  view  of  the  cervical  spine 
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Fig.  1.  Roentgen  examination  of  the  cervical  spine 
of  a nineteen-year-old  female  showing  a normal  spine. 


TABLE  I. — Roentgenographic  Findings  of  the  Cervical 
Spine  in  102  Cases 


-Age  Groups- 
Thirty  Forty 


Below 

to 

to 

Over 

Findings 

Thirty  Forty 

Fifty 

Fifty 

Normal  cervical  spine 
Narrowing  of  the  intervertebral 

24 

18 

18 

2 

space 

7 

18 

Sclerosis  of  articular  surfaces 

7 

Demineralization  or  osteoporosis 

4 

Osteophyte  formation 
Calcification  of  the  anterior  longi- 

3 

7 

14 

tudinal  ligaments 

4 

Loss  of  normal  lordotic  curve 

4 

Number  of  Examinations 

24 

21 

32 

53 

Number  of  Cases  Examined 

24 

21 

32 

25 

was  made  with  the  neck  in  moderate  degree  of 
extension  in  the  upright  position.  The  films 
were  interpreted  at  random  with  particular 
attention  to  changes  found  in  the  soft  tissues, 
calcification  of  the  ligaments,  osteophyte  forma- 
tion, narrowing  of  the  intervertebral  space, 
sclerosis  of  the  articular  surfaces,  osteoporosis, 
and  loss  of  the  normal  lordotic  cruve. 

Results 

Group  1. — In  the  group  below  the  age  of 
thirty  the  youngest  patient  was  fifteen  and  the 
mean  age  was  twenty-one.  There  were  five 
males  and  19  females.  All  of  those  radiographed 
showed  normal  spines. 

Group  2. — In  the  age  group  between  thirty 
and  forty,  the  mean  age  was  thirty-five  years, 
and  there  were  seven  males  and  14  females. 
Eighteen  of  these  subjects  had  no  abnormal  find- 


Fig.  2.  Roentgen  examination  of  the  cervical  spine 
of  a thirty-eight-year-old  female  showing  minimal  spur- 
ring of  the  fifth,  sixth,  and  seventh  cervical  vertebrae, 
early  calcification  of  the  anterior  longitudinal  liga- 
ments, and  loss  of  the  lordotic  curve. 


Fig.  3.  Roentgen  examination  of  the  cervical  spine 
of  a forty-three-year-old  female  showing  narrowing  of 
the  intervertebral  space  between  the  fifth  and  sixth 
vertebrae  and  minimal  spur  formation. 

ings.  One  female,  age  thirty-nine,  showed  min- 
imal osteophyte  formation  localized  to  the 
fifth,  sixth,  and  seventh  cervical  vertebrae  with 
this  calcification  in  the  anterior  longitudinal 
ligament.  A second  female,  age  thirty-eight, 
showed  minimal  osteophyte  formation  of  the 
fifth,  sixth,  and  seventh  cervical  vertebrae.  A 
third  female,  age  thirty-six,  showed  minimal 
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Fig.  4.  Roentgen  examination  of  the  cervical  spine 
of  a sixty-two-year-old  male  showing  calcifications  in 
the  anterior  longitudinal  ligaments  and  narrowing  of 
the  intervertebral  space  between  the  fifth  and  sixth 
vertebrae. 


Fig.  5.  Roentgen  examination  of  the  cervical  spine 
of  a sixty-two-year-old  male  showing  narrowing  of  the 
intervertebral  space  between  the  fourth,  fifth,  and  sixth 
vertebrae,  spurring  of  the  same  vertebrae,  and  loss  of 
the  lordotic  curve. 

osteophyte  formation  of  the  fourth,  fifth,  and 
sixth  cervical  vertebrae. 

Group  3. — Thirty-two  subjects  between  the 
ages  of  forty  and  fifty,  with  a mean  age  of  forty- 
six,  were  examined.  Twenty  were  males,  and 
12  were  females.  Eighteen  of  these  subjects 
(56  per  cent)  gave  normal  findings,  and  14  showed 
changes.  Seven  patients,  five  males  and  two 


Fig.  6.  Roentgen  examination  of  the  cervical  spine 
of  a sixty-year-old  male  showing  complete  ossification 
of  the  anterior  longitudinal  ligaments  and  a normal 
lordotic  curve. 

females,  showed  osteophyte  formation  limited 
to  the  anterior  surfaces  of  the  bodies  of  the  fifth, 
sixth,  and  seventh  cervical  vertebrae  together 
with  some  degree  of  narrowing  of  the  interverte- 
bral spaces  between  these  vertebral  bodies. 
The  other  seven  showed  minimal  osteophyte 
formation  limited  mostly  to  the  bodies  of  the 
fifth,  sixth,  and  seventh  cervical  vertebrae. 

Group  4. — Eighteen  males  and  seven  females 
over  the  age  of  fifty,  with  a mean  age  of  sixty- 
four,  were  examined.  Only  two  males,  one  age 
fifty-nine  and  the  other  age  fifty-seven,  showed 
normal  cervical  spines.  Eighteen  of  these 
patients  revealed  narrowing  intervertebral  spaces, 
all  occurring  between  the  fifth  and  seventh 
cervical  vertebrae.  Seven  patients  showed  scle- 
rosis of  the  articular  surfaces  where  there  was 
narrowing  of  the  intervertebral  disk.  Four 
patients  showed  demineralization  or  osteoporo- 
sis. Fourteen  patients  showed  osteophyte  for- 
mation varying  from  minimal  to  extreme  spur 
formation.  Four  patients  showed  calcifications 
in  the  anterior  longitudinal  ligaments.  Four 
patients  had  a loss  of  the  normal  lordotic  curve. 
None  of  these  patients  had  any  complaints  ref- 
erable to  the  neck  or  upper  extremities  (Table 
I and  Figs.  1 to  6). 

Conclusions 

Roentgenographic  changes  in  the  cervical 
spine,  consisting  of  osteophyte  formation,  nar- 
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rowing  of  the  intervertebral  joint  space,  osteo- 
sclerosis, and/or  osteoporosis,  are  a common 
occurrence  after  the  age  of  forty.  Such  roentgen 
changes  should  not  be  interpreted  as  necessarily 
abnormal  or  responsible  for  clinical  symptoms 
referable  to  the  neck  or  upper  extremities. 

190  Broadway 
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A Comparison  of  Benadryl  and  Chlor-Trimeton  in 

Intravenous  Urography 

HERMAN  WECHSLER,  M.D.,  BRONX,  NEW  YORK 
{From  the  Veterans  Administration  Hospital) 


^T^he  effectiveness  of  the  antihistamines  in 
A.  reducing  the  incidence  and  severity  of  reac- 
tions in  intravenous  urography  has  been  amply 
demonstrated.* 1’2  The  various  methods  of  pre- 
testing a patient  are  not  reliable,  and  both  false 
positive  and  false  negative  results  are  only  too 
common.  Since  the  addition  of  an  antihistamine 
to  the  urographic  medium  is  a simple  task  with 
excellent  results,  further  studies  have  been  done 
on  the  Urologic  Service  of  the  Veterans  Adminis- 
tration Hospital,  Bronx,  New  York.  Simon, 
Berman,  and  Barald3  reported  their  experiences 
with  Chlor-Trimeton  and  found  it  most  satisfac- 
tory in  reducing  the  incidence  of  reactions.  A 
comparison  of  Benadryl  and  Chlor-Trimeton  was 
undertaken  to  determine  their  respective  effec- 
tiveness. 

The  patients  in  this  study  were  all  males, 
ranging  in  age  from  twenty-one  to  eighty-two, 
and  were  on  the  urologic  and  paraplegic  wards. 
In  October  and  December  of  1957,  every  patient 
on  whom  intravenous  urography  was  to  be  per- 
formed was  given  a solution  of  10  mg.  of  Chlor- 
Trimeton  added  to  25  cc.  of  Hypaque  just  before 
injection.  In  November,  1957,  and  January, 
1958,  10  mg.  of  Benadryl  were  used  instead  of  the 
Chlor-Trimeton.  Injections  were  given  by  the 
residents  of  the  urology  service.  They  had  been 
cautioned  to  inject  slowly  and  to  use  small  gauge 
needles  ranging  from  number  20  to  number  22. 

In  analyzing  the  data  it  was  apparent  that  more 
patients  reacted  with  symptoms  of  nausea  and 
vomiting  in  one  particular  week  than  in  other 
weeks.  Discussion  with  the  x-ray  technician  dis- 
closed that  a 19  gauge  needle  had  been  used  by 
the  resident  that  week.  There  is  no  doubt  that 
one  of  the  important  factors  in  lessening  the 
incidence  of  intravenous  pvelogram  reactions  is 
the  speed  of  the  injection.  This  can  be  regulated 
by  the  caliber  of  the  needle  and  the  manual 
strength  of  the  doctor. 

From  Table  1 it  can  be  seen  that  both  Chlor- 
Trimeton  and  Benadryl  are  satisfactory  anti- 
histaminics  and  valuable  in  intravenous  urog- 
raphy. The  former  seems  to  cause  less  nausea 


TABLE  I. — Symptoms  Produced  in  303  Patients  Treated 
with  Benadryl  and  Chlor-Trimeton 


Symptom 

187  Benadryl  176  Chlor-Trimeton 

Patients  (Per  Cent  Patients  (Per  Cent 
Affected)  Affected) 

Nausea 

10 

4 

Vomiting 

5 

2 

Pallor 

0 

0 

Sweating 

2 

0.7 

Dizziness 

0 

2 

Itching  of  skin 

0 

2 

Shock 

0 

0 

and  vomiting,  while  the  latter  causes  fewer  reac- 
tions of  dizziness  and  itching  of  the  skin.  No 
contraindications  have  been  noted  in  the  series  of 
tests.  It  would  follow  that  preparations  of 
intravenous  medium  and  antihistamine  may  be  of 
value.  Such  a preparation  can  be  tested  after 
long  standing  for  chemical  change  and  toxicity. 
To  doctors  who  do  only  an  occasional  intravenous 
pvelogram  in  the  office,  this  prepared  dye  would 
require  no  effort  on  their  part  other  than  the 
added  precaution  of  slow  injection. 

Summary 

A continuing  survey  of  intravenous  urographic 
reactions  prompted  a comparative  study  of 
Benadryl  and  Chlor-Trimeton.  The  dye  used  in 
this  study  was  Hypaque.  A four-month  study  of 
male  patients,  aged  twenty-one  to  eighty-two, 
alternating  the  antihistamine  each  month,  dis- 
closed a low  rate  of  reactions.  Chlor-Trimeton 
caused  less  nausea  and  vomiting,  while  Benadryl 
resulted  in  less  dizziness  and  itching  of  the  skin. 
Both  appeared  satisfactorj'.  The  use  of  small 
gauge  needles,  number  20  to  number  22,  and  slow 
injection  of  the  medium,  is  advocated  for  all  doc- 
tors doing  intravenous  pyelograms. 
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The  Importance  of  Doing  Serum  Iron  Determina- 
tions Before  Starting  Iron  Injections 

CARL  REICH,  M.D.,  NEW  YORK  CITY 


It  is  interesting  to  note  that  when  most 
medications  are  injected  into  the  human  body 
any  excess  not  utilized  is  easily  excreted.  Vita- 
min B12,  ascorbic  acid,  hormones,  electrolytes, 
glucose,  etc.  are  just  a few  examples  confirming 
this  observation. 

A very  notable  exception  is  iron.  Once  iron  has 
gamed  access  to  the  body  it  is  very  difficult  to 
get  rid  of  it. 

Normally  the  body  is  protected  from  excess  iron 
by  ingestion  through  the  so-called  mucosal  block 
in  the  intestine.  It  is  when  this  fails  and  excess 
iron  is  absorbed  through  the  intestine  that  hemo- 
chromatosis develops.  Although  this  is  a rare 
condition,  it  shows  that  excess  iron  is  not  in- 
nocuous and  is  deposited  in  the  liver,  spleen,  and 
pancreas,  causing  cirrhosis. 

Until  recently  there  has  been  no  injectable  iron 
preparation  which  is  both  effective  and  safe.  At 
present,  however,  several  injectable  iron  prepara- 
tions are  available  which  are  quite  potent  and  do 
not  give  bad  side  reactions. 

Although  these  preparations  are  valuable  addi- 
tions to  our  therapeutic  facilities,  they  also 
present  a real  danger  of  excess  iron  deposits  in  the 
body  when  used  inadvisably. 

When  iron  can  be  given  by  mouth,  there  is 
naturally  no  reason  to  inject  it.  Iron  injections, 
therefore,  should  be  reserved  for  those  patients 
who  cannot  tolerate  it  by  mouth  or  do  not  ab- 
sorb it.  In  addition,  iron  should  only  be  injected 
in  those  patients  who  have  a definite  iron  de- 
ficiency. 

Theoretically  iron  deficiency  is  manifested 
by  a microcytic,  hypochromic  anemia  with  an 
erythroblastic  bone  marrow.  In  many  cases  the 
diagnosis  is  simple,  but  there  are  some  cases  of 
anemia  associated  with  other  conditions  such  as 
thalassemia  minor  which  can  be  mistaken  for 
iron  deficiency  anemia  by  the  average  practitioner 
or  laboratory  diagnostician.  In  these  conditions 


there  is  already  an  overabundance  of  iron  in  the 
body,  and  any  additional  iron  by  injection  can 
only  cause  trouble. 

The  technics  for  determining  serum  iron  and 
iron-binding  capacity  are  not  difficult  and  pro- 
vide a rapid  method  of  quickly  deciding  which 
patients  should  get  iron  injections. 

Normal  serum  iron  is  about  100  to  150  micro- 
grams, and  of  this  about  one-third  saturates  the 
serum  so  that  the  serum  can  still  bind  another 
150  to  200  micrograms  of  iron.  In  iron  de- 
ficiency anemia  the  serum  iron  will  be  about  50 
micrograms  and  the  iron-binding  capacity  about 
300  micrograms,  and  in  thalassemia  minor  the 
serum  iron  will  be  200  to  300  micrograms,  and  the 
iron-binding  capacity  will  be  0.  One  other 
important  fact  to  remember  is  that  in  infections 
both  the  serum  iron  and  the  iron-binding  capacity 
are  lower  than  normal,  due  to  the  interference  with 
iron  absorption  and  transport. 

Another  simple  method  of  estimating  the  iron 
stores  in  the  body  is  to  examine  an  unstained  bone 
marrow  smear  for  iron  particles.  This  is  done  as 
follows:  The  bone  marrow  smear  is  fixed  in 
methyl  alcohol  for  three  minutes  and  then  flooded 
with  a mixture  of  equal  parts  of  a 4 per  cent 
aqueous  solution  of  potassium  ferrocyanide  and 
4 per  cent  hydrochloride.  This  is  allowed  to  act 
for  one-half  hour  after  which  it  is  washed  off 
and  the  smear  allowed  to  dry.  The  iron  particles 
appear  as  bluish  dots. 

To  put  the  matter  very  simply,  iron  injections 
should  not  be  given  unless  serum  iron  and  iron- 
binding capacity  has  been  determined.  In  addi- 
tion, they  should  be  reserved  only  for  those  cases 
in  which  the  serum  iron  is  low  and  the  iron-bind- 
ing capacity  is  high,  indicating  a true  iron  de- 
ficiency. This  is  important  to  remember  for  the 
indications  for  parenteral  iron  therapy  are  limited 
and  the  therapy  is  not  without  danger. 
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Whiplash  injuries  of  the  neck  have  become 
more  widespread  in  recent  years  because 
of  increased  travel,  particularly  with  automobiles. 
A number  of  excellent  reports  on  the  subject  have 
appeared  in  the  literature.1-6  Because  the 
x-rays  of  the  cervical  spine  of  so  many  of  these 
patients  who  continue  to  complain  of  pain  in  the 
neck  are  apparently  negative,  the  tendency  has 
been  to  designate  these  patients  as  neurotics  or 
litigation-minded  individuals.  The  diagnosis  of 
whiplash  injury  is  commonly  listed  in  the  bill  of 
particulars  of  the  plaintiff  when  claims  are  made 
for  compensation  for  bodily  injury.  The  term 
“whiplash”  indicates  the  mechanism  of  the 
trauma  but  not  the  pathology. 

The  mechanics  of  the  injury  consist  of  two 
phases  in  rapid  sequence  regardless  of  the  direc- 
tion of  the  initiating  external  force:  a violent 
motion  of  the  head  and  neck  in  one  direction 
followed  immediately  by  a forceful  rebound 
motion  in  the  opposite  direction  (recoil).  The 
structure  of  the  anatomic  part  involved  may  be 
compared  with  a short  flexible  rod  (the  neck)  on 
top  of  which  is  attached  a weighted  ovoid  mass 
(the  head).  The  direction  of  the  initiating 
trauma  may  come  from  behind,  forward,  side- 
ways, or  obliquely.  Most  commonly,  the  victim 
is  sitting  in  a parked  car  which  is  struck  from  the 
rear.  The  force  pushes  the  body  forward  for- 
cibly, allowing  the  head  and  neck  to  remain  be- 
hind, producing,  at  first,  a violent  extension  of  the 


neck  which  is  promptly  followed  by  a full  violent 
flexion  (recoil)  of  the  neck  (Fig.  1A).  It  can  be 
readily  seen  how  the  added  momentum  developed 
by  the  head  will  cause  greater  damage  to  the 
neck. 

Whiplash  injuries  can  result  from  other  causes, 
such  as  a vehicle  striking  a head-on  obstacle  or 
being  struck  from  the  side  or  obliquely.  A force- 
ful slap  on  the  back  or  falling  down  stairs  may 
also  produce  a whiplash  injury.  When  an  obsta- 
cle is  struck  in  front  of  the  car,  the  first  phase  of 
the  injury  is  full  forward  flexion  of  the  neck 
followed  by  forceful  recoil  in  extension  (Fig.  IB). 

The  literature  contains  varying  opinions  on 
which  cause  is  most  common.  Davis1  found  that 
most  of  the  whiplash  injuries  in  a series  of  134 
cases  occurred  when  an  auto  struck  an  obstruc- 
tion in  front.  Lipow5  reported  that  in  a series 
of  50  cases  whiplash  resulted  from  a parked  auto 
being  struck  from  behind  in  78  per  cent  of  the 
cases,  whereas  Jackson,7  reviewing  1,000  cases, 
found  that  90  per  cent  of  them  resulted  from  a 
rear-end  collision.  Abel8’9  is  of  the  opinion  that 
obliquely  applied  injuries  are  the  most  common. 

The  immediate  reaction  of  the  patient  is  quite 
variable.  About  one  half  of  the  patients  indicate 
immediate  pain  in  the  neck,  whereas  one  out  of 
six  develop  symptoms  after  twenty-four  hours.6 
It  is  claimed  by  some3’4,10,11  that  the  effects  of  a 
whiplash  injury  may  not  become  apparent  for 
months  or  even  }rears  after  the  accident.  Al- 
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Fig.  1.  (A)  If  a car  is  hit  in  the  rear,  the  neck  is 
thrown  into  hyperextension  and  then  hyperflexion. 
(B)  Head-on  collisions  cause  sudden  hyperflexion  of 
the  neck  followed  by  a hyperextension  recoil.  ( Jack- 
son , R.:  The  Cervical  Syndrome,  Springfield, 

Charles  C Thomas,  1956,  p.  48.  Reproduced  by  per- 
mission of  the  publisher.) 

though  this  contention  cannot  be  denied,  it  is 
very  difficult,  if  not  impossible,  to  prove  in  rela- 
tion to  a particular  accident  unless  some  symp- 
toms are  present  within  a few  days  to  a week 
after  the  injury.  If  this  occurs,  subsequent 
degenerative  changes  may  be  reasonably  asso- 
ciated with  the  prior  injury. 

Nature  of  Damage  to  Tissues 

The  effects  of  a whiplash  injury  on  the  neck 
may  be  generally  classified  as  mild,  moderate,  or 


severe.  The  damage  may  develop  in  one  or 
more  tissues,  but  it  should  be  kept  clearly  in 
mind  that  we  cannot  fully  explain  the  underlying 
pathologic  changes  responsible  for  all  the  find- 
ings.12 The  cervical  ligaments  represent  the 
first  line  of  defense.  The  mildest  injury,  which 
accounts  for  the  majority  of  whiplash  cases, 
involves  a strain  of  these  ligaments.  When  the 
effective  external  trauma  is  greater,  the  ligaments 
are  overstretched  or  ruptured,  and  fractures  of 
the  posterior  elements8,9  or  the  tips  of  the  spinous 
processes  may  result.13 

The  nervous  system  is  affected  by  different 
mechanisms  both  in  relation  to  the  peripheral 
and  the  central  nervous  system  and  the  sympa- 
thetic system.3,14  A traumatic  peripheral  radic- 
ulopathy may  result  from  stretching,  hemor- 
rhage, edema,  or  foraminal  narrowing  resulting 
from  fracture  or  subluxation.  Myographic  stud- 
ies of  areas  of  referred  pain  in  the  upper  extremi- 
ties might  reveal  helpful  information  as  to  per- 
ipheral nerve  damage.  The  brain  and  the  spinal 
cord  may  suffer  an  acceleration  concussion.15 
There  is  experimental  evidence  from  animals  to 
substantiate  the  clinical  concept  that  medullary 
concussion  may  coexist  with  or  be  distinct  from 
cerebral  concussion,  but  this  has  not  been  proved 
in  man.15  Brain  tissue  acting  as  a semisolid,  gel- 
like substance  strikes  forcibly  against  the  bony 
case  in  which  it  is  confined,  thus  producing  the 
damaging  concussion  effect.  Electroencepha- 
lography may  be  helpful  in  evaluating  cerebral 
concussion,  but  such  studies  must  be  made  im- 
mediately after  the  injury  and  repeated  at  inter- 
vals. At  the  present  time  there  is  no  large  series 
of  such  studies  reported  in  whiplash  injuries,  but 
this  should  be  done.16 

The  whiplash  injury  may  cause  rupture  and 
hemorrhage  of  blood  vessels.  The  vertebral 
artery  may  be  damaged,  particularly  if  anoma- 
lous.17 This  may  affect  the  circulation  to  both 
occipital  lobes  and  cause  visual  difficulties  as 
well  as  equilibratory  disturbances.  Retropha- 
ryngeal soft  tissue  swelling  resulting  from  hemor- 
rhage and/ or  edema  has  been  observed  on  roent- 
genograms after  a whiplash  injury,  and  subse- 
quent studies  disclose  reduction  of  swelling  and 
return  to  normal.18  Hemorrhage  into  the  sterno- 
mastoid  muscle  has  been  observed.  A traumatic 
herniation  of  the  nucleus  pulposus  may  result 
from  a whiplash  injury,  but  it  is  doubtful  that 
it  is  the  common  cause  of  pain.12  Although  it 
is  possible  for  herniation  of  the  nucleus  pulp- 
osus to  be  present  without  gross  neurologic 
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defects,  only  myelography  could  objectively 
demonstrate  its  presence.  Unfortunately,  in 
contrast  to  the  lumbar  region,  myelography  in 
the  cervical  area  is  not  too  reliable.  A ligamen- 
tum  flavum  intrusion,  anteriorly  pressing  on  the 
posterior  aspect  of  the  spinal  cord,  could  occur 
but  would  not  explain  all  cases.  One  should 
exhaust  conservative  therapy  in  these  cases  before 
considering  surgery.  The  concept  of  dislocation 
of  a cervical  vertebra  with  spontaneous  reduction 
has  been  presented.19  This  can  occur  in  hyper- 
extension injuries  with  rupture  of  the  anterior 
longitudinal  ligament  but  not  in  flexion  injuries. 

It  is  apparent  from  the  reports  that  the  clini- 
cian cannot  be  satisfied  with  a simple  diagnosis 
of  “whiplash  injury.”  A proper  diagnosis 
should  include  both  the  cause  of  the  injury,  if 
known,  and  some  analysis  of  the  nature  of  the 
damage  as  far  as  it  can  be  surmised  on  an  anatomic 
basis.  An  example  of  a complete  diagnosis  which 
would  properly  describe  the  condition  would  be 
as  follows:  cervical  syndrome  secondary  to  whip- 
lash injury  resulting  from  rear-end  collision  when 
patient  was  sitting  in  a parked  car,  with  evidence 
of  severe  strain  of  ligaments  of  the  cervical  spine 
and  radicular  irritation  at  the  level  of  the  sixth 
cervical  vertebra  on  the  right,  and  cerebral 
concussion  resulting  from  the  same  accident. 

Symptoms 

The  sjunptoms  are  variable  both  in  degree  and 
nature,  depending  on  the  severity  of  the  injury 
and  the  tissue  damaged.  Aching  of  the  neck 
muscles  with  radicular  pain  referred  from  any  of 
the  cervical  levels  may  be  present.  Pain  may 
radiate  cephalad  to  the  occipital  region  (the  first, 
second,  and  third  cervical  vertebrae)  or  caudad 
into  the  shoulders,  the  scapula,  the  upper  back, 
upper  arm,  wrist,  and  fingers  (the  fourth,  fifth, 
sixth,  and  seventh  cervical  vertebrae).  Head- 
aches may  result  from  cerebral  concussion.  The 
balls  of  the  eyes  may  ache,  loss  of  focus  and 
blurred  vision  may  be  present,  and  loss  of  ac- 
commodation for  distant  vision  may  be  apparent 
with  refraction.19  Middleton14  has  pointed  out 
that  the  sympathetic  pathways  which  control 
the  dilating  of  the  pupils  cross  the  cervical  region 
twice.  Davis,1  an  orthopedist,  did  not  record  a 
Horner's  syndrome  in  a series  of  134  cases,  but 
Middleton,  an  ophthalmologist,  states  that  he 
has  observed  this  finding.  A Horner’s  syndrome 
could  only  occur  as  a result  of  interruption  or 
paralysis  of  the  postganglionic  fibers  of  the  cer- 


Fig.  2.  Basilar  view  demonstrating  the  first  cervical 
vertebra.  ( Reproduced  through  the  courtesy  of  Martin  S. 
Abel,  M.D.Y 


vical  ganglia.  Jackson,7  in  10  per  cent  of  her  cases, 
found  evidence  of  stimulation  as  manifested  by 
pupillary  dilation  to  be  more  common.  She 
also  noted  transitory  deafness  and  loss  of  balance 
which  she  interpreted  as  resulting  from  reflex 
irritation  of  the  sympathetics  along  the  vertebral 
artery  and  its  branches  or  vertebral  artery  injury. 

Associated  injuries  not  uncommonly  are  lum- 
bosacral strain,  costochondral  ligament  strain,  and 
fractures  of  the  ribs. 

Roentgenograph  ic  Fin  flings 

Roentgenograph ic  studies  should  include  special 
views  in  addition  to  the  routine  anteroposterior 
and  lateral  views.  These  include  right  and  left 
oblique  view,  odontoid  view,  lateral  view  in  full 
flexion,  and  full  extension.  Abel  and  Wagner9 
had  described  two  additional  special  • views : a 
modified  basilar  view  for  visualization  of  the 
upper  cervical  vertebrae  (Figs.  2 and  3),  and  A 
30  degree  anteroposterior  view  to  demonstrate 
the  smaller  posterior  elements  of  the  lower  cer- 
vical vertebrae  (Fig.  4).  He  demonstrated  frac- 
tures of  these  regions  both  experimentally  on 
cadaver  specimens  and  on  a selected  group  of 
patients.  X-rays  of  21  cadavers  which  were 
subsequently  dissected  disclosed  evidence  -of 
fracture  of  the  interarticular  isthmus  area  in 
five  of  them,  one  healed  and  four  old.  The  frac- 
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Fig.  3.  Outline  of  roentgenogram  of  first  cervical 
vertebra,  basilar  view,  in  a case  of  whiplash  injury. 
( Reproduced  through  the  courtesy  of  Martin  S.  Abel, 
M.D .)8 


tures  were  confirmed  by  anatomic  dissection  and 
microscopic  anatomic  study.  Considerable  hy- 
pertrophic change  focused  about  the  level  of  the 
fracture  ipsilaterally  and  contralaterally.  Ob- 
lique flexion  and  extension  views  may  also  be 
taken.  The  finding  of  retropharyngeal  soft  tissue 
swelling  has  been  referred  to  previously.18  Cin- 
oroentgenography  of  a cervical  spine  injured  by 
whiplash  injury  has  not  been  reported,  although 
excellent  studies  have  been  made  on  normal 
spines.20  Such  an  investigation  would  yield 
valuable  information  concerning  defects  of  motion 
in  comparison  with  the  normal. 

Treatment 

With  a proper  concept  of  the  whiplash  injury 
of  the  neck  the  correct  treatment  becomes  appar- 
ent. Detailed  history,  physical  examination, 
and  x-ray  studies  will  form  the  basis  for  a satis- 
factory evaluation  of  the  degree  of  injury  and  the 
tissues  involved.  Additional  tests,  such  as  elec- 
troencephalography and  myography,  might  be 
employed  for  more  detailed  study.  Rest,  ade- 
quate sedation,  and  cervical  traction  represent 
the  three  main  principles  of  treatment.  Local 
procaine  injections  into  sensitive  areas  may  be 
quite  helpful.  Immobilization  of  the  neck,  as 
in  other  injuries,  is  essential.  This  can  be  ac- 
complished easily  with  a suitable  neck  support. 
In  milder  cases  a homemade  cotton,  felt,  or  re- 
movable plaster  collar  is  sufficient.  In  more 
severe  cases  a neck  brace  is  indicated.  An  adjust- 
able turn-buckle  type  or  a molded  leather  collar 
can  be  employed.  Heat  should  not  be  applied 
in  the  stage  of  acute  reactive  pain  since  it  may  be 
an  aggravating  factor.  Although  cold  applica- 
tions might  be  of  some  symptomatic  value,  they 


Fig.  4.  Anteroposterior  30  degree  caudad  view  of 
lower  cervical  spine.  ( Reproduced,  through  the  courtesy 
of  Martin  S.  Abel,  M.D.)8 


are  rather  awkward  to  apply  to  the  neck  in  this 
type  of  condition  and  are  best  avoided.  In  later 
stages,  after  the  acute  episode  has  subsided,  heat 
therapy  of  one  type  or  another  usually  will  afford 
significant  temporary  relief.  Hot  moist  packs  are 
frequently  quite  helpful.  Dry  radiant  heat, 
short  wave,  or  microtherm  also  ma}r  be  of  value. 

Cervical  traction  will  benefit  most  patients  but 
must  be  used  cautiously  in  the  early  acute  stages. 
If  it  aggravates  the  pain,  it  should  be  immedi- 
ately modified  or  discontinued.  After  the  acute 
phase  has  subsided,  traction  will  usually  be  ad- 
vantageous, but  the  patient  must  be  watched 
closely  to  determine  the  reaction.  Obviousl}',  if 
the  main  injury  was  of  the  hyperextension  type, 
traction  in  that  direction  in  the  supine  position 
would  be  contraindicated,  whereas  traction  ap- 
plied with  the  neck  in  a flexed  position  either 
sitting  or  supine  may  be  effective.  There  are 
three  extremely  important  details  in  reference  to 
the  application  of  traction:  (1)  The  amount  of 
weight  may  be  varied  from  five  to  40  pounds,  as 
desired  or  tolerated.  (2)  The  direction  of  the 
pull  is  usually  more  beneficial  in  slight  flexion, 
but  in  some  instances  hyperextension  seems  bet- 
ter. It  may  be  a vertical,  overhead  pull  with  the 
patient  sitting,  or  longitudinal  pull  with  the  pa- 
tient supine.  (3)  Simple  weight  and  pulley  trac- 
tion or  motorized  intermittent  traction  might  be 
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employed.  The  motorized  intermittent  traction 
applies  a strong  pull  momentarily  which  is  then 
released,  and  the  cycle  is  started  again.  Several 
types  of  intermittent  traction  apparatuses  are 
available  on  the  market.  Ad j ustments  enable  the 
treating  physician  to  vary  the  rate  of  the  cycle 
and  the  maximum  degree  of  pull  in  pounds. 

In  regard  to  the  various  medications  for  seda- 
tion, none  are  specific.  Claims  have  been  made 
for  a number  of  muscle  relaxants.  It  should  be 
kept  in  mind  that  a muscle  relaxant  may  at  best 
afford  symptomatic  relief  only  for  the  spasm  of 
the  musculature,  and  it  should  not  encourage  the 
clinician  to  discontinue  neck  immobilization  too 
soon.  Routine  sedation  with  barbiturates,  opi- 
ates, and  tranquilizers  are  usually  effective  with- 
out involving  the  use  of  special  muscle  relaxants. 
Only  rarely  does  a case  require  myelography  and 
surgery  for  traumatic  herniation  of  the  nucleus 
pulposus. 

Prognosis 

Prognosis  for  the  mild  case  is  good  for  complete 
recovery.  More  severe  injury  may  result  in 
permanent  disability.  A group  of  Memphis 
neurosurgeons  reviewed  100  cases  of  whiplash 
injury  after  the  litigation  was  settled.21  Eighty- 
eight  per  cent  recovered,  54  per  cent  with  no 
residual,  and  34  with  minor  symptoms  not  re- 
quiring treatment.  Twelve  continued  to  have 
severe  symptoms,  but  only  six  were  under  medical 
treatment  at  the  time  of  the  survey.  The  au- 
thors concluded  that  although  pending  litigation 
tended  to  encourage  the  patients  to  adhere  to  the 
symptoms,  once  the  legal  aspect  was  settled  most 
of  the  patients  did  well.  A critical  analysis  of 
the  Memphis  report  reveals  that  no  attempt  was 
made  to  classify  the  patients.  The  diagnosis 
“whiplash  injury”  was  accepted  as  the  only 
designation.  Although  the  54  per  cent  that 
recovered  completely  may  have  been  simple 
cases  of  strain  of  the  cervical  ligaments,  the  34 
per  cent  who  had  persistent  symptoms  and  espe- 


cially the  12  per  cent  that  did  not  recover  suggest 
that  more  permanent  forms  of  damage  had 
occurred,  such  as  cervical  fractures,  aggravation 
of  pre-existent  osteoarthrosis,  radicular  neu- 
ropathy, herniation  of  the  nucleus  pulposus,  or 
postconcussion  syndrome. 

An  evaluation  of  the  extent  and  severity  of  the 
tissue  damage  will  enable  the  physician  to  prog- 
nosticate with  a reasonable  degree  of  certainty. 
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Discussed  by  josepii  sokal,  m.d. 


Case  History 

This  thirty-two-year-old  white  male  was  well 
until  he  developed  symptoms  of  small  bowel 
obstruction.  Surgical  exploration  in  another 
hospital  revealed  intussusception  resulting  from 
a tumor  in  the  wall  of  the  small  intestine.  Pri- 
mary resection  and  anastomosis  were  performed. 
The  histologic  diagnosis  was  lymphosarcoma. 
After  the  operation  palpable  lymph  nodes 
appeared  in  the  axillary  and  inguinal  regions, 
and  excisional  biopsies  were  performed.  Some 
observers  made  a diagnosis  of  granulomatous 
reaction,  others,  lymphosarcoma. 

The  patient  was  asymptomatic  for  four  months. 
Then,  abdominal  cramps,  nausea,  and  vomiting 
developed.  At  this  time  he  was  first  seen  at  the 
Roswell  Park  Memorial  Institute.  Roentgeno- 
graphic  studies  of  the  gastrointestinal  tract 
showed  an  irregularity  and  dilatation  of  the 
jejunum,  thought  to  be  due  to  an  intrinsic  tumor 
producing  obstruction  or  intussusception.  The 
findings  of  a third  lymph  node  biopsy  was  read 
as  a granulomatous  reaction.  There  was,  how- 
ever, some  dissent.  He  was  treated  with  nitrogen 
mustard  0.4  ml.  per  kilo  administered  over 
four  days,  with  dramatic  clinical  improvement 
resulting.  An  enlarged  lymph  node  in  the  left 
cervical  area  also  disappeared. 

Two  months  later  the  patient  developed 
symptoms  of  peptic  ulcer.  Gastrointestinal 
series  demonstrated  a gastric  ulcer.  Because  of 
a history  of  somewhat  similar  symptoms  ante- 
ceding  his  present  illness,  it  was  thought  that 
this  might  be  a benign  lesion,  and  medical 
management  was  attempted  with  poor  clinical 


results.  One  month  later  sudden  onset  of  left 
facial  palsy  was  noted  one  day  after  a long 
drive  with  his  car  window  open.  He  was  re- 
admitted because  of  facial  palsy  and  continuing 
gastrointestinal  symptoms.  Physical  examina- 
tion at  this  time  showed  a well-developed, 
well-nourished  white  male  in  no  acute  distress. 
There  was  slight  facial  asymmetry,  inability  to 
close  the  left  eye,  slightly  diminished  corneal 
sensation  on  the  left,  and  slight  impairment  of 
taste  sensation  along  the  anterior  two  thirds  of 
the  tongue.  There  was  moderate  tenderness  to 
pressure  in  the  epigastrium.  General  and 
neurologic  examinations  otherwise  gave  negative 
results.  Nausea,  epigastric  pain,  and  occasional 
vomiting  continued. 

A second  course  of  nitrogen  mustard  was 
administered,  and  the  gastrointestinal  symptoms 
cleared  dramatically,  while  roentgenograms  dem- 
onstrated healing  of  the  gastric  ulcer.  However, 
there  was  no  change  in  his  facial  palsy.  Cere- 
bral angiographic  and  brain  tumor  localization 
studies  showed  no  abnormality. 

Two  months  after  the  final  admission  and 
one  month  after  the  second  course  of  nitrogen 
mustard  therapy  the  patient  began  to  complain 
of  left  frontal  headache  and  showed  evidence  of 
paralysis  of  the  left  ocular  motor  nerve  as  well  as 
deafness  on  the  left.  He  received  x-ray  therapy 
through  a left  temporal  port.  Neurologic  signs 
progressed  rapidly  so  that  within  seven  days 
after  their  onset  there  was  evidence  of  involve- 
ment of  the  left  hypoglossal,  both  glossopharyn- 
geal, and  right  facial  nerves.  Radiation  therapy 
was  discontinued,  and  a third  course  of  nitrogen 


October  15,  1958 


3311 


CLIN  I COP  A THOLOGIC  CONFERENCE 


TABLE  I. — Spinal  Puncture  Findings 


Hospital  Pressure  Number  of  Protein  Sugar 

Day  (Final  ✓ (mm.  HjO)- — — - — > - Blood  Cells ' (mg.  per  Colloidal  Culture  (mg. 

Admission)  Initial  Final  White  Red  cent)  Gold  per  cent) 


34  190  130  16  3 82  . . . 69,  sterile 

46  170  70  30  1 140  1112221000  . , sterile 

50  170  60  8 0 233  1111222211  23,  sterile 

74  96  40  6 2 87  1111111100  ...sterile 


mustard  was  given.  During  the  course  of 
radiation  therapy,  neurologic  examination  re- 
vealed involvement  of  the  third,  seventh,  eighth, 
and  twelfth  cranial  nerves  on  the  left  and  the 
sixth  and  seventh  on  the  right  as  well  as  the 
upper  cervical  nerves  on  the  left.  Brudzinski 
and  Kernig  signs  were  positive.  The  patient 
showed  incomplete  transient  improvement  after 
the  nitrogen  mustard  therapy,  as  evidenced  by 
the  return  of  strength  in  the  left  shoulder  girdle 
and  the  improvement  of  his  hearing. 

Radiation  therapy  to  the  skull  and  cervical 
spine  was  then  administered.  Weakness  of  the 
legs,  which  progressed  to  complete  paraplegia, 
developed  during  the  course  of  radiation  therapy. 
Abdominal  discomfort  reappeared,  and  evidence 
of  intestinal  perforation  was  found.  Emergency 
laparotomy  revealed  free  air  and  fluid  in  the 
abdomen  and  malignant  infiltration  of  the 
stomach  and  small  intestine. 

The  patient  did  poorly  postoperatively  and  ran 
a temperature  between  102  and  104  F.,  once 
spiking  to  106.6  F.  Neurologic  involvement 
continued  with  increasing  weakness  of  the 
shoulders  and  arms  and  paralysis  of  the  third 
cranial  nerve  on  the  right  and  the  fifth  cranial 
nerve  on  the  left.  (Spinal  puncture  findings 
are  shown  in  Table  I.)  He  died  approximately 
ten  months  after  the  initial  onset  of  his  symptoms 
and  three  months  after  the  onset  of  the  central 
nervous  system  symptoms. 

Discussion 

Dr.  Joseph  Sokal:  We  know  that  this 

patient  had  lymphosarcoma  of  the  gastrointes- 
tinal tract  and  had  dramatic  but  very  short 
remissions  with  nitrogen  mustard  therapy. 
However,  he  also  had  some  weird  central  nervous 
system  symptoms,  and  our  problem  is  to  decide 
the  cause  of  these  symptoms  and  signs.  If  we 
include  his  original  facial  palsy,  there  is  a neuro- 
logic history  of  about  three  months  of  progressive 
disease.  The  disease  was  localized  at  first, 
involving  only  one  cranial  nerve.  After  a long 
quiescent  period  there  was  a rapid  progression  to 
involve  many  other  cranial  nerves  and  some  of 


the  spinal  nerves,  finally  producing  paraplegia. 
There  were  some  signs  of  meningeal  irritation 
manifested  by  headache  and  positive  Kernig  and 
Brudzinski  signs.  The  spinal  fluid  findings  were 
characterized  by  a moderately  elevated  pressure 
on  most,  although  not  all,  occasions,  hy  an 
elevated  protein  on  all  occasions,  and  by  a 
modest  pleocytosis.  I want  to  emphasize  that 
toward  the  end  of  his  course  this  patient  was 
severely  leukopenic  due  to  the  nitrogen  mustard 
and  x-ray  therapy,  so  that  the  cell  count  on  his 
last  two  specimens  probably  should  be  corrected 
upward.  The  cell  count  on  the  first  two  speci- 
mens was  obtained  at  a time  when  he  had  more 
cells  available  to  go  into  the  spinal  fluid.  Of  the 
two  spinal  fluid  sugars,  one  is  normal,  and  the 
other  is  abnormally  low. 

By  making  the  assumption  that  his  original 
facial  palsy  was  part  of  the  disease,  I can  elim- 
inate from  consideration  all  the  acute  meningo- 
encephalitides,  purely  because  of  the  duration  of 
this  illness.  Polio  is  also  eliminated.  There 
are  various  neuropathies  that  run  a more  chronic 
course.  However,  this  picture,  with  spotty 
asymmetric  manifestations  and  with  cranial 
nerve . involvement  being  most  prominent,  cer- 
tainly does  not  fit  the  pattern  of  diabetic  neu- 
ropathy or  lead  neuropathy,  and  we  have  no 
reason  to  believe  that  he  had  such  diseases. 
This  picture  is  quite  consistent  with  meningeal 
carcinomatosis  which  was  my  clinical  diagnosis 
when  the  patient  was  alive.  However,  since  I 
examined  the  brain  and  meninges  and  even 
chiseled  out  the  cranial  nerves  at  the  postmortem 
table  and  found  no  abnormality,  I am  excluding 
this  diagnosis.  We  have  nothing  that  suggests  a 
vascular  disease.  The  angiograms  are  normal. 
This  is  not  the  picture  of  a degenerative  disease 
of  the  central  nervous  system. 

This  brings  us  to  one  reasonable  possibility, 
the  Guillain-Barr6  syndrome.  A case  of  Guillain- 
Barr6  syndrome  may  run  a long  course  such  as 
this,  although  it  is  usually  shorter.  It  may  and 
frequently  does  produce  spotty  cranial  nerve 
involvement,  although  this  syndrome  usually 
begins  with  peripheral  muscular  weakness  and 
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symmetrical  paralysis,  often  starting  in  the  lower 
extremities.  So  this  patient’s  disease  progressed 
in  the  wrong  direction.  The  proteins  are  a 
little  low  for  a Guillain-Barre  syndrome,  but  not 
too  low.  However,  I think  that  the  consistent 
finding  of  cells  in  the  spinal  fluid  is  rather  against 
this  diagnosis.  Also,  in  most  cases  of  Guillain- 
Barre  syndrome,  there  is  a history  of  an  antece- 
dent infectious  illness,  either  respiratory  or 
gastrointestinal.  However,  this  history  is  not 
necessary.  Summing  up,  I don’t  know  of  any 
really  positive  way  to  exclude  this  diagnosis, 
although  there  are  arguments  against  it. 

A chronic  infectious  disease  of  the  central 
nervous  system,  involving  primarily  the  cortical 
substance  rather  than  the  meninges,  in  other 
words,  a type  of  infectious  disease  which  does 
not  produce  a purulent  meningitis,  is  another 
possible  answer  to  this  patient’s  difficulty. 
There  are  a number  of  such  diseases.  They  do 
run  a course  of  this  nature.  They  do  produce 
spotty  involvement.  There  is  one  point  which 
attracts  me  toward  the  diagnosis  that  a chronic 
infectious  agent  is  responsible,  and  that  is  the 
fact  that  three  lymph  node  biopsies  were  read  as 
granuloma  rather  than  lymphosarcoma,  sug- 
gesting that  this  man  might  have  been  harboring 
a chronic  infection.  If  one  has  to  name  an 
agent,  the  requirements  here  call  for  a fungus. 
There  is  a fungus  that  does  cause  meningo- 
encephalitis without  evoking  much  reaction  from 
the  host,  does  not  produce  purulent  spinal 
fluid,  and,  in  fact,  does  not  produce  much  reaction 
within  the  brain  tissue.  Also,  there  is  a statis- 
tical association  of  infection  by  this  fungus 
with  the  lymphomas.  Cryptococcosis,  also 
known  as  torulosis,  is  a rather  rare  disease, 
but  something  like  8 or  1 0 per  cent  of  the  reported 
cases  have  been  found  in  association  with  Hodg- 
kin’s disease.  This  association  is  much  too 
high  to  be  a coincidence.  Apparently,  it  is  not 
entirely  specific  for  Hodgkin’s  disease,  and  it 
may  also  be  found  in  lymphosarcoma,  so  that 
one  possibility  would  be  that  this  patient  had  a 
cryptococcus  meningoencephalitis  with  the  le- 
sions located  mostly  in  the  brain  substance, 
rather  than  on  the  meninges.  This  diagnosis 
would  fit  his  basic  disease  of  lymphoma  and 
would  explain  the  granulomas  found  in  his  lymph 
nodes  as  well  as  his  central  nervous  system  pic- 
ture. It  would  also  fit  the  one  abnormally  low 
spinal  fluid  sugar.  That  is  about  as  far  as  I 
can  go. 

Dr.  Dogan  Perese:  Some  of  the  published 


causes  of  central  nervous  system  involvement  by 
lymphosarcoma  show  invasion  of  the  spinal 
cord  and  invasion  of  nerve  roots.  I also  have 
found  additional  reports  that  paralysis  or  per- 
manent neurologic  damage  subsequent  to  lympho- 
sarcoma may  appear  as  a result  of  involvement  of 
the  blood  supply  only.  Lymphosarcoma  grow- 
ing in  the  retroperitoneal  space  may  extend 
through  the  intervertebral  foramina  and  involve 
the  lumbar  arteries  without  involving  the  extra- 
dural space.  These  arteries  supply  the  spinal 
cord.  If  they  are  occluded  by  the  growing 
tumor,  one  can  have  complete  paraplegia  without 
any  evidence  of  spinal  cord  (extradural)  in- 
volvement. 

In  addition  to  cryptococcus  the  possibility 
of  a Guillain-Barre  or  a viral  disease  still  exists. 
We  know  from  Merritt’s  reports1  that  20  per 
cent  of  all  Guillain-Barre  cases  will  have  a 
cell  count  ranging  from  10  to  100.  Of  course, 
we  don’t  see  very  many  of  these  cases.  I have 
seen  only  a dozen  cases  of  Guillain-Barre  syn- 
drome in  the  past  six  or  eight  years.  However, 
in  general,  I think  that  it  is  true  that  there  should 
not  be  more  than  a few  cells  in  the  spinal  fluid. 

The  other  possibility  is  a fungus  infection 
different  from  cryptococcus,  and  this  should  be 
considered  very  seriously.  Since  I did  not 
think  of  this  possibility,  no  cultures  of  the  spinal 
fluid  were  made. 

Dr.  William  Regelson:  Dr.  Holland  sug- 
gested that  I mention  hypoglycorrhachia,  which 
is  a low  sugar  in  the  cerebrospinal  fluid,  secondary 
to  tumor  involvement  of  the  central  nervous 
system.  There  have  been  some  20  cases  re- 
ported in  which  involvement  of  the  central 
nervous  system  with  metastatic  tumors  of  a 
variety  of  types  was  associated  with  a low  sugar 
in  the  spinal  fluid,  so  our  guess  would  be  that  we 
might  find  lymphoma  involving  the  central 
nervous  system  in  this  patient. 

Dr.  Perese:  I am  quite  familiar  with  the 
report  Dr.  Regelson  mentioned,  the  one  showing 
low  spinal  fluid  sugar  values  in  cases  of  meningeal 
metastases.  One  theory  is  that  the  mitotic 
cells  use  up  the  sugar  and  bring  the  total  sugar 
value  in  the  spinal  fluid  down,  a plausible  ex- 
planation. However,  all  meningeal  tumors  do 
not  cause  lowering  of  the  blood  sugar.  On  the 
other  hand,  numerous  other  conditions  may  lower 
the  spinal  fluid  sugar. 

Dr.  Frederick  Urbach:  This  case  may  be  a 
herpetic  encephalitis  occurring  after  a rather 
rare  Hunt’s  syndrome,  which  is  herpes  zoster 
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that  primarily  involves  the  external  auditory 
canal  and  the  seventh  nerve,  associated  with  a 
Bell’s  palsy  and  various  other  manifestations, 
such  as  vesicles.  In  the  ear  canal  it  could  easily 
be  missed.  I suggest  this  diagnosis  because  of 
the  inital  lesions  involving  the  seventh  nerve, 
the  clinical  evidence  of  encephalitis  and  the 
known  association  of  herpes  zoster  with  lympho- 
sarcoma. 

Diagnoses 

Clinical. — Generalized  lymphosarcoma  with  in- 
volvement of  the  central  nervous  system. 

Dr.  Sokal. — Generalized  lymphosarcoma  com- 
plicated by  cryptococcus  infection  of  the  central 
nervous  system. 

Anatomic. — Generalized  lymphosarcoma  with 
involvement  of  the  central  nervous  system. 

Pathologic  Report 

Dr.  John  W.  Pickren:  As  everyone  surmised, 
this  patient  had  generalized  lymphosarcoma 
with  massive  enlargement  of  the  mesenteric 
lymph  nodes  and  with  extensive  involvement  of 
the  small  bowel  and  stomach  with  secondary 
ulcerations.  The  granulomatous  lesion  present 
in  the  superficial  lymph  nodes  was  not  seen  in  the 
autopsy  material.  I do  not  know  the  answer  to 
these  granulomas  but  can  only  point  out  that  in 
carcinoma,  granulomas  resembling  sarcoidosis 
are  found  in  the  lymph  nodes  draining  the  pri- 
mary site.  In  this  case  an  extensive  search  for 
fungi  failed  to  reveal  any. 

I should  like  to  consider  the  patient’s  central 
nervous  system  symptoms.  Grossly,  as  noted 
by  Dr.  Sokal,  there  was  nothing  remarkable 
about  the  brain,  meninges,  or  cranial  nerves. 
However,  two  patterns  of  involvement  of  the 
brain  by  lymphosarcoma  occur:  (1)  A solitary 
mass  or  masses  that  superficially  resemble  a 
glioma  on  gross  inspection.  Microscopically, 
these  tumors  are  composed  of  a monotonous 
aggregation  of  lymphoblasts.  (2)  Diffuse  in- 
filtration that  gives  rise  to  encephalitic-like 
symptoms  and,  therefore,  has  been  denoted  the 
encephalitic  type.2  In  these  cases  there  is  a 
diffuse  involvement  of  the  meninges,  an  in- 
filtration into  the  cranial  nerves,  and  perivascular 
involvement  of  the  small  vessels.  Such  involve- 


Fig.  1.  Spinal  cord  section  showing  perivascular 
and  nerve  root  infiltration  by  lymphosarcoma. 


ment  was  found  in  this  patient  (Fig.  1).  The 
roots  of  many  cranial  nerves  were  infiltrated. 
Perivascular  involvement  resulted  in  small 
infarcts  and  destruction  of  many  of  the  ganglion 
cells,  particularly  anterior  horn  cells.  The 
clinical  symptoms  of  progressive  cranial  nerve 
paresis  can  easily  be  ascribed  to  the  involvement 
of  the  nerves  by  lymphosarcoma  as  well  as  to  the 
destruction  of  a number  of  ganglion  cells  in  the 
corresponding  cranial  nuclei.  Furthermore,  the 
spinal  cord  symptoms  can  be  explained  by  the 
same  type  of  involvement  of  the  spinal  cord  and 
its  nerve  radicals. 

Dr.  George  Sheehan:  Since  clinically  the 
lymphosarcoma  of  the  peripheral  lymph  nodes 
and  intestines  did  respond  to  therapy,  why 
didn’t  we  obtain  a therapeutic  result  from  the 
radiation  of  the  central  nervous  system? 

Dr.  Pickren  : That  can  easily  be  explained  by 
the  degeneration  of  the  ganglion  cells  which, 
once  they  degenerate,  will  not  become  revitalized. 

Dr.  Sokal:  This  doesn’t  answer  Dr.  Sheehan’s 
point.  This  patient’s  disease  progressed  during 
therapy,  so  we  have  to  postulate  that  the  tumor 
became  completely  resistant  both  to  chemo- 
therapy and  x-ray  therapy. 
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Now  that  the  series  on  Fundamentals  of 
Modern  Allergy  is  concluded,  it  is  germane 
to  review  the  field  covered,  to  question  whether 
the  objectives  have  been  achieved,  and  to  antici- 
pate new  pathways  for  advancement  in  allergy. 

The  series  was  designed  to  be  not  only  informa- 
tive but  practical  as  well,  and  in  this  it  has  been 
successful  judging  by  its  reception.  Originally 
only  26  subjects  were  planned,  but  as  the  series 
gained  momentum  it  became  apparent  that  more 
would  have  to  be  included  for  the  sake  of  relative 
completeness  so  that  the  series  has  reached  a total 
of  61  subjects.  Perhaps  it  was  surprising  to  the 
reader  that  allergy  covered  such  a broad  territory 
(most  of  the  authors  have  had  special  experience 
in  their  respective  aspects  of  allergy)  and  yet,  as 
will  be  revealed  below,  the  field  is  ever  growing 
wider,  interpreting  allergy  in  its  broadest  sense. 

Hypersensitivity 

Special  emphasis  was  naturally  placed  on  the 
most  common  allergies:  asthma,  hay  fever, 

eczema,  and  urticaria.  The  editors  believed,  how- 


ever, that  the  practitioner  also  should  be  familiar 
with  the  less  common  allergies  involving  the  gas- 
trointestinal, hemopoietic,  and  central  nervous 
systems.  The  reader  also  has  been  introduced 
into  highly  controversial  aspects  of  allergy  in  the 
discussions  of  the  collagen  diseases  and  the  nephri- 
tides. 

It  was  only  natural  that  differences  in  points  of 
view  should  have  arisen  since  so  many  authors 
participated  and  since  many  areas  in  allergy  still 
remain  controversial.  Opportunity  was  given  to 
each  author  to  express  himself  as  an  individual 
and  in  his  own  style.  In  only  two  instances  did 
the  editors  disagree  with  the  contributors,  and 
they  expressed  this  disagreement  in  editorial  notes 
permitting  the  authors,  as  was  their  right,  to  ex- 
press themselves  fully. 

One  controversial  point  deserves  comment  at 
this  time,  and  that  concerns  itself  with  the  role  of 
surgery  in  the  treatment  of  infections  of  the  ton- 
sils, adenoids,  and  the  paranasal  sinuses.  Chobot1 
and  Grove,2  followers  of  the  Cooke  school,  have  in 
their  respective  papers  advocated  surgery  as  the 
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best  form  of  therapy.  On  the  other  hand, 
Sobel3  was  more  cautious  in  her  approach  to  the 
problem  of  tonsillectomy.  My  own  experience 
with  the  use  of  antibiotics  in  aerosol  form  makes 
me  hesitate  to  send  any  patient  for  surgery  with- 
out a preliminary  and  adequate  course  of  anti- 
biotic therapy.  With  such  trials  there  has  been 
very  little  need  for  nasal  surgery  in  my  patients 
in  recent  years  except  for  polypectomy. 

With  few  exceptions  the  series  was  the  joint 
effort  of  the  members  of  the  Newr  York  Allergy 
Society.  We  are  grateful  to  the  guest  writers, 
who  have  had  special  experience  in  their  re- 
spective spheres  of  interest,  for  their  contribu- 
tions. 

Baehr’s  discussion  on  collagen  diseases  also 
merits  comment,  since  he  gave  scant  credence  to 
an  allergic  mechanism  to  these  puzzling  ailments. 
It  should  be  pointed  out,  however,  that  a different 
point  of  view  has  been  expressed  by  Rich4-6  and 
more  recently  by  Criep,7  who  has  labored  on  this 
problem  for  many  years.  In  his  discussion  he 
presented  evidence  based  on  clinical  reports  in 
which  the  diseases  were  traced  to  allerg}',  i.e., 
reactivity  to  sera,  drugs,  or  vaccines,  and  on  the 
following  experimental  evidence : 

1 . The  effect  of  adrenalectomy  on  experimen- 
tal collagen  disease. 

2.  The  production  of  collagen  changes  in 
rabbits  by  sensitization  to  streptococcus  toxin. 

3.  The  electrophoretic  pattern  in  collagen 
disease. 

4.  The  experimental  production  of  collagen 
disease  by  passive  sensitization. 

5.  The  interference  of  x-ray  radiation  with 
antibody  formation  and  with  the  development  of 
lesions  of  hypersensitivity. 

6.  The  effects  of  cortisone  in  preventing  ex- 
perimental induction  of  diffuse  vascular  reactions. 

Perhaps  we  can  summarize  these  opposing  con- 
tentions by  indicating  that  although  there  is  pre- 
sumptive evidence  for  an  allergic  etiology  for  the 
collagen  diseases  (differing  from  the  common 
atopic  allergies),  the  case  for  allergy  is  not  yet 
completely  proved. 

These  views  were  bolstered  by  the  observations 
of  Dixon8  who,  by  special  staining,  has  demon- 
strated an  unusual  concentration  of  gamma 
globulin  in  lesions  of  the  collagen  diseases. 

Allergy , Infection , and  the  Psyche 

The  matrix  of  the  entire  series,  which  holds  it 
together,  is  the  interrelationship  between  allergy, 
infection,  and  the  psyche.  Let  us  examine  this 


relationship. 

Originally  the  allergist  thought  only  in  terms  of 
an  antigen-antibody  reaction  with  histamine  re- 
lease as  the  mediating  mechanism  in  the  produc- 
tion of  symptoms.  This  concept  was  based  on 
clinical  and  experimental  observations.  It  has 
become  apparent,  however,  that  this  relatively 
simple  explanation  could  not  account  for  all  the 
phenomena  encountered.  The  evidence  is  strong 
for  histamine  release  in  some  types  of  allergy. 
Histamine  can  induce  some  allergic  symptoms  and 
the  allergic  wheal  as  encountered  in  skin  testing. 
Some  allergic  symptoms  also  are  counteracted  by 
antihistamines.  In  the  atopic  allergic  diseases, 
where  there  is  an  hereditary  allergic  background 
and  where  skin  tests  are  as  a rule  positive  and  sig- 
nificant, the  theory  of  histamine  release  probably 
holds.  This  includes  hay  fever,  most  cases  of 
allergic  rhinitis,  and  many  cases  of  asthma. 

In  recent  years  acetylcholine  has  been  men- 
tioned as  possibly  another  mediating  agent  in 
some  types  of  asthma  and  skin  allergies.9  Acetyl- 
choline can  produce  asthma  in  a susceptible  in- 
dividual either  by  inhalation  or  by  injection. 
Blood  studies,  however,  have  not  shown  signifi- 
cant increases  in  acetylcholine  in  allergic  patients 
as  compared  with  normal  controls,  nor  have  anti- 
cholinergic agents  been  markedly  successful  in  the 
treatment  of  allergic  diseases  except  in  some  in- 
stances of  eczema  where  the  antisweating  action 
may  have  been  responsible.  It  is  possible  that 
acetylcholine  may  be  a factor  in  the  nonatopic 
patient  but  that  is  far  from  proved. 

More  recently  serotonin,10  normally  found  in 
the  lungs,  intestinal  tract,  liver,  brain,  and 
blood,  has  come  to  the  foreground  as  another 
possible  mediator  responsible  for  allergic  symp- 
toms.11-12 Serotonin  already  has  received  spe- 
cial consideration  in  the  study  of  hypertension.13 
That  it  may  have  a role  in  mental  disorders  is  a 
possibility,  since  the  experimental  psychosis 
induced  by  lysurgic  acid  diethyamide  (LSD) 
seems  to  interfere  with  serotonin  metabolism.14 
The  evidence  for  increased  serotonin  in  the 
allergic  state  is  purely  experimental  and  stems 
from  the  studies  of  anaphylaxis  in  the  mouse.11 
In  this  animal  and  in  the  rat  it  has  been  difficult, 
as  compared  with  the  guinea  pig,  to  produce 
anaphylaxis  by  the  usual  method  of  injecting 
an  antigen.  Futhermore,  these  species  have  a 
high  tolerance  for  histamine,  and  cortisone 
inhibits  anaphylaxis  in  them  but  not  in  other 
species.16  On  the  other  hand,  serotonin  is  1,000 
times  more  effective  in  inducing  uterine  con- 
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traction  in  the  mouse.11 

Additional  evidence  against  histamine  as  the 
mediating  agent  in  anaphylaxis  in  the  mouse 
is  shown  by  the  observation  that  vaccination 
with  pertussis  results  in  a hundredfold  increase 
in  sensitivity  to  histamine.  This  hypersensi- 
tivity to  histamine  reaches  its  height  by  the 
fourth  day,  yet  anaphylaxis  induced  by  an 
antigen  is  least  effective  then  and  is  most  ef- 
fective in  the  second  or  third  week.16  Further- 
more, antihistamines  do  not  control  anaphylaxis 
in  the  mouse,  but  reserpine  and  lysurgic  acid 
diethylamide,  antagonists  of  serotonin,  do.11 
For  these  reasons  it  is  possible  that  we  are 
dealing  here  with  a different  type  of  anaphylaxis 
mediated  by  serotonin. 

Since  it  has  been  shown  that  some  species 
contain  both  serotonin  and  histamine  in  abun- 
dance in  many  organs,  it  is  possible  that  both 
agents  may  be  released  with  either  one  being 
dominant,  depending  on  the  species  and  the 
concentration  of  these  mediators  in  the  shock 
organ.12  Perhaps  serotonin,  and  this  is  sheer 
speculation,  may  be  related  to  the  role  the 
psyche  plays  in  allergic  disease,  although  as 
shown  below  this  role  is  ill-defined  and  not 
clearly  understood.  Further  speculation  would 
involve  the  role  of  some  antihistamines,  such  as 
phenyltoloxamine  (PRN)  and  promethazine 
hydrochloride  (Phenergan)  as  ataractics  and  the 
interrelationship,  if  any,  between  serotonin, 
ataractics,  and  epinephrine. 

Infection 

That  infection  plays  an  important  role  in 
allergy  is  generally  acknowledged  by  allergists. 
This  is  particularly  true  for  respiratory  and  skin 
allergies  where  infection  may  be  a secondary 
complication.  But  what  is  the  mechanism 
involved?  To  some  allergists  accustomed  to 
thinking  exclusively  of  an  antigen-antibody  mech- 
anism this  is  a relatively  simple  problem  and  is 
explained  as  a form  of  bacterial  allergy,  like  the 
well-known  tuberculin  sensitivity.  This  may  be 
exemplified,  in  the  case  of  some  types  of  asthma, 
by  the  induction  of  symptoms  by  respiratory 
infections,  although  this  may  have  other  ex- 
planations. It  may  be  exemplified  more  specifi- 
cally, by  the  induction  of  symptoms  by  the 
injection  of  specific  bacterial  products,  such  as 
vaccines,  filtrates,  or  bacterial  extracts.  Skin 
testing  with  the  common  bacterial  agents  is 
notoriously  unreliable  and  cannot  be  used  either 
to  support  or  refute  the  role  of  bacterial  allergy 


since  we  have  a confusion  of  unexplainable 
immediate  reactions  and  false  positive  and 
delayed  reactions.  (They  are  false  in  that 
they  cannot  be  related  to  symptoms.) 

It  is  possible,  however,  that  infection  may 
relate  to  allergy  in  other  ways.  It  has  been 
shown,  for  instance,  that  staphylococcus  toxin 
may  induce  a type  of  autosensitivity  (the  Burky 
phenomenon)17  and  that  other  infections,  or 
agents  of  infection,  may  enhance  sensitivity.18-19 
Recently  it  has  been  reported  that  pertussis 
vaccine  markedly  influences  the  induction  of 
experimental  allergy.16  Pertussis  is  now  used 
as  an  “adjuvant”  in  the  production  of  sensitiza- 
tion in  resistant  species  (anaphylaxis  in  the 
mouse  or  rat)  or  the  enhancement  of  sensitization, 
as  in  the  production  of  encephalomyelitis  by 
injection  of  brain  tissue  extract  together  with 
Freund’s  adjuvant.20  The  mechanism  of  the 
action  of  pertussis  vaccine  is  not  yet  elucidated. 
Since  pertussis  prophylaxis  in  infancy  is  almost 
universal  in  this  country,  one  wonders  what  role, 
if  any,  it  plays  in  the  induction  of  allergy  in 
the  human.  It  is  also  reasonable  to  assume 
that  if  pertussis  vaccine  (and  infection)  can 
produce  such  profound  changes  in  the  organism’s 
immunologic  response,  other  infectious  agents 
and  their  products  might  do  the  same.  This 
needs  further  investigation. 

Infection  also  may  act  upon  the  host  in  other 
ways;  for  example,  pharmacologically,  simulating 
the  allergic  state.  It  has  been  shown  that 
extracts  of  a pathogenic  strain  of  staphylococcus 
can  produce  anaphylactoid  reactions  in  the 
guinea  pig  ileum  indistinguishable  from  the 
typical  allergic  muscle  contraction  induced 
on  an  antigen-antibody  basis.21  Here  we  have 
no  true  allergic  state  but  an  allergic-like  reaction 
induced  solely  by  the  biochemical  properties  of 
the  extract.  Perhaps  this  accounts  for  some 
of  the  unexplainably  severe  asthma  associated 
with  infection.  The  writer  has  found  the 
staphylococcus  (hemolytic  and  coagulase  posi- 
tive) more  frequently  in  asthmatic  patients  and 
their  families  than  in  nonasthmatic  control 
families.22-24  Since  this  organism  is  so  ubiq- 
uitous and  is  found  so  often  in  routine  culture 
from  the  nose  and  throat  without  causing  any 
symptoms,  it  is  often  dismissed  as  nonpathogenic. 
This  is  an  error  based  on  the  failure  to  recognize 
that  infection  is  universal  but  disease  due  to 
infection  is  relatively  uncommon,  almost  acci- 
dental, and  is  due  to  some  additional  factors 
which  modify  the  host’s  resistance.  In  short, 
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latent  infection  is  converted  under  certain 
conditions  into  active  infection  and  disease. 
Perhaps  pre-existing  allergy  may  be  one  of 
these  necessary  conditions  for  maintaining 
infection  and  for  converting  latency  to  active 
infection.25 

The  I nterrelationship  Between  Allergy 
and  Infection 

For  many  years  allergists  have  noted  the 
vulnerability  of  the  patient  with  respiratory 
allergy  to  sinorespiratory  infections.  They  as- 
sumed that  this  infection  was  secondary  to 
impaired  respiratory  function  (nasal  or  respira- 
tory blockage,  stasis  of  secretions,  and  perhaps 
to  modifications  of  these  secretions).  That 
this  may  not  be  the  case  is  suggested  by  the 
experimental  studies  of  Prigal  and  Dubos25 
who  showed  that  a systemic  type  of  sensitization 
(nonfatal  anaphylaxis  was  induced  in  the  mouse) 
made  the  host  exceptionally  vulnerable  to 
infection  with  a standard  strain  of  staphy- 
lococcus. 

We  have  then  the  complicated  relationship 
where  infections  and  products  of  infections 
sensitize  the  host  to  allergens,  and  conversely, 
where  prior  sensitization  impairs  the  host’s 
resistance  to  infection.  Theoretically  it  is 
thus  possible  to  produce  a vicious  cycle  resulting 
in  continuous  disease  by  this  interaction  of 
allergy  and  infection. 

Consider  also  the  role  of  infectious  agents 
which  are  not  only  capable  of  producing  disease 
themselves,  but  can  induce  sensitization  to  their 
own  specific  allergens  and  enhance  the  host’s 
sensitization  to  other  allergens.  Apparently 
pertussis  can  do  this  experimentally. 

The  recent  report  of  Uhr,  Salvin,  and  Papen- 
lieimer26  introduces  an  additional  mechanism 
for  sensitization  by  infection.  They  indicate 
that  following  infection  the  bacterial  antigen 
combines  with  its  specific  antibody  to  produce  a 
complex  which  in  turn  becomes  an  antigen  and 
is  responsible  for  the  delayed  type  of  hyper- 
sensitivity. 

In  view  of  these  complex  dynamic  forces  at 
work  during  an  infectious  process  it  is  no  wonder 
that  the  true  relationship  between  allergy  and 
infection  remains  obscure. 

Clinically  this  interrelationship  is  most  com- 
monly noted  where  the  allergic  patient,  begin- 
ning with  the  simple  hay  fever  or  asthma  caused 
by  specific  allergens,  develops  infections  in  the 
sinuses  and  pulmonary  tract  which  not  only 


add  to  the  symptomatic  picture  by  compounding 
it  but  may  perpetuate  and  convert  strictly 
seasonal  symptoms  into  perennial  and  chronic 
symptoms.  The  original  sensitivity  may  be 
lost,  but  the  symptoms  continue  because  of 
the  chronic  infection. 

This  is  not  the  entire  picture  because  we  also 
encounter  patients  who  have  no  obvious  allergy 
but  who  have  had  frequent  bouts  of  sinusitis 
and  bronchitis  and  who  later  in  life  develop 
severe  asthma,  the  most  difficult  type  to  treat. 
These  are  nonatopic  individuals  without  the 
hereditary  background  and  without  positive 
skin  tests.  The  underlying  mechanism  in  these 
problem  cases  is  not  understood.  Is  it  due  to 
bacterial  allergy?  Perhaps  this  may  be  true 
for  some  patients.  Is  it  due  to  the  induction 
of  some  type  of  autosensitivity  induced  by 
infection?  Or  to  the  pharmacologic  action  of 
bacterial  or  viral  products? 

Viral  Agents  and  Allergy 

There  are  two  aspects  of  the  interrelationship 
of  viruses  and  allergy  which  can  be  mentioned 
only  briefly.  First,  sensitization  to  viral  infec- 
tion is  even  less  well  recognized  or  understood 
than  bacterial  allergy.  Although  some  skin 
testing  for  viral  sensitization  is  in  use,  many 
attempts  to  develop  practical  diagnostic  skin 
tests,  such  as  in  viral  hepatitis,  measles,  mumps, 
etc.,  have  been  frustrating.27  Perhaps  this 
may  be  due  to  a relative  failure  of  viruses  as 
compared  with  bacteria  to  induce  an  allergic 
state.  We  do  not  know  how  low  in  the  protein 
scale  sensitization  can  be  induced.  Complex 
proteins  of  bacterial  origin  are  perhaps  more 
sensitizing  than  the  simpler  nucleoproteins  of 
the  viruses.  Second,  the  experimental  induction 
of  viral  allergy  in  affinals  has  been  difficult. 
This  has  been  due  primarily  to  the  difficulty 
of  getting  pure  viruses,  since  until  recently 
they  were  grown  in  egg  media  and  there  was 
always  the  possibility  of  egg  sensitivity.  When 
tobacco  mosaic  virus  was  recently  purified  in 
Stanley’s  laboratory28  a sample  was  obtained  by 
the  writer  for  the  induction  of  anaphylaxis  in 
the  guinea  pig.  Only  one  of  four  animals 
responded  in  a manner  suggestive  of  mild  anaphy- 
laxis although  relatively  large  doses  of  antigen 
were  used.  It  was  deduced  that  because  of 
the  relatively  large  molecular  weight  of  this 
antigen  more  antigen  would  have  been  needed 
to  induce  sensitization,  but  the  supply  was 
limited.29 
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Interest  in  the  role  that  viruses  may  play  in 
allergic  patients  has  been  heightened  by  the 
revelation  of  Huebner  and  his  associates  of  the 
presence  of  adenoviruses  as  latent  infections  in 
the  respiratory  tract.30,31  Whether  there  is 
any  relationship  between  the  adenoviruses  and 
allergic  disease  needs  investigation. 

Clinically  it  is  well  recognized,  but  needs 
emphasis  in  the  management  of  allergic  patients, 
that  viral  infections  of  the  respiratory  tract, 
particularly  the  common  cold,  frequently  stir 
up  the  bacterial  flora  so  that  secondary  bacterial 
infection  is  the  rule  and  is  most  troublesome 
since  it  produces  and  aggravates  asthma.  There- 
fore, it  is  of  practical  importance  in  infectious 
asthma  to  prevent  infections  by  the  judicious 
use  of  antibiotics  during  the  viral  phase,  thereby 
avoiding  the  secondary  bacterial  complications 
of  sinusitis  and  bronchitis.32 

The  Psyche  and  Allergy 

Here  we  enter  a highly  controversial  field. 
There  are  some  allergists  who  see  no  participation 
whatsoever  of  the  psyche  in  allergic  disorders. 
On  the  other  hand,  some  psychiatrists  have 
claimed  that  allergic  disorders  are  simply 
manifestations  of  a disturbed  psyche.  It  would 
seem  to  this  observer  that  neither  of  these 
extreme  attitudes  is  correct.  The  either-or 
approach  is  not  as  rewarding  clinically  as  the 
consideration  given  to  the  possibility  of  both 
factors,  allergy  and  the  psyche,  working  simul- 
taneously or  in  sequence  in  the  patient. 

Although  we  have  some  knowledge  of  the 
interrelationship  between  allergy  and  infection, 
we  have  no  basic  facts  about  the  modification 
of  the  host’s  response  to  either  allergen  or 
infection  under  psychologic  stress.  Pending 
such  observations  we  can  only  rely  on  the 
clinical  observation  that  a broader  approach 
in  which  all  three  factors  are  considered — allergy, 
infection,  and  the  psyche — is  the  most  rewarding 
for  the  allergist  and  the  patient. 

How  does  the  ps}rche  affect  the  allergic  patient? 
Earlier  studies  by  French  and  Alexander33 
in  which  27  patients  were  psychoanalysed 
indicated  that  asthma  was  the  “suppressed  cry” 
of  the  child  being  separated  from  a mother 
figure.  Studies  by  Miller  and  Baruch34  in  which 
maternal  rejection  was  found  in  almost  all 
asthmatic  children  seemed  to  confirm  this. 
Harris  and  Shure,35  on  the  other  hand,  discount 
this  hypothesis  since  they  found  no  greater 
frequency  of  asthma  in  abandoned  children 


confined  to  institutions.  Leigh,36  reviewing 
all  points  of  view,  discounted  any  special  psy- 
chologic mechanism. 

We  can  agree  that  under  emotional  stress 
allergic  disorders  (asthma,  hay  fever,  eczema 
and  urticaria)  are  aggravated.  This  is  classical 
psychosomatics.  It  can  be  shown,  however, 
that  more  often  the  allergic  patient  with  symp- 
toms due  to  specific  allergy  or  infection  reacts 
emotionally  to  his  disease,  and  therein  additional 
symptoms  may  be  initiated  (anxiety,  fear  of 
death,  etc.)  so  that  the  mental  health  of  the 
patient  becomes  a serious  problem.  This  is  a 
somatopsychic  reaction  and  is  not  as  generally 
appreciated  as  its  reverse  form. 

Another  psychologic  mechanism  not  clearly 
defined  is  the  conditioning  of  reflexes.37  That 
this  does  occur  can  be  illustrated  by  the  classic 
story,  reputedly  related  to  Osier,  of  the  patient 
who  was  allergic  to  roses  and  when  shown  an 
artificial  rose  promptly  reacted  with  allergic 
symptoms.  This  raises  some  pertinent  ques- 
tions. Do  we  become  conditioned  to  pollens 
and  molds  and  other  inhalants  or  foods?  Per- 
haps several  psychologic  mechanisms  may  play 
their  respective  roles,  individually  or  collectively. 
We  are  only  just  beginning  to  understand  or 
appreciate  the  function  of  the  psyche.  Certainly 
we  cannot  ignore  it. 

We  can  only  mention  at  this  point  that  we 
cannot  rely  solely  on  the  Freudian  concepts  of 
subconscious  mechanisms  and  the  interaction 
between  the  ego  and  the  id.  In  view  of  the 
recent  advances  in  pharmacopsychodynamics, 
emotional  responses  will  have  to  be  studied 
and  evaluated  as  physiologic  processes.  Here 
again  we  allude  to  the  role  of  serotonin  in  normal 
physiology  of  the  brain  and  its  function  in 
anaphylaxis. 

New  Horizons  in  Allergy 

In  conclusion,  a brief  consideration  should 
be  given  to  the  newer  approaches  to  allergic 
disease.  One  approach,  the  use  of  histamine- 
releasing agents,  is  advocated  by  Halpern,38 
who  used  L 1935,  a derivative  of  butylamine, 
not  yet  available  clinically.  He  has  been  able 
to  deplete  selected  patients  of  their  histamine 
with  this  agent,  the  symptoms  being  controlled 
by  an  antihistamine.  Since  it  takes  a period 
of  time  to  reform  the  normal  concentration  of 
histamine,  the  patient  has  an  histamine-free 
period  during  which,  presumably,  no  allergic 
reaction  can  take  place.  This  free  period  can  be 
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lengthened  by  the  administration  of  cortisone 
which  inhibits  histamine  formation.  The  studies 
have  been  limited  by  Halpern  to  patients  with 
urticaria  where  histamine  is  more  certain  to 
play  a positive  role  and  where  the  histamine, 
when  artificially  released,  does  not  ordinarily 
endanger  the  life  of  the  patient.  Lecomte,39 
in  an  intensive  study  of  L 1935  administered 
intravenously  to  nonallergic  patients,  demon- 
strated an  apparent  release  of  histamine.  De- 
pending on  the  dose  and  speed  of  injection, 
different  reactions  were  noted,  from  simple 
flushing  to  intense  anaphylactoid  reactions. 
After  the  initial  injections  refractory  periods 
up  to  five  days  were  noted.  In  view  of  the 
severity  of  the  reactions  in  these  normal  patients 
one  wonders  about  the  dangers  involved  in 
administering  this  drug  to  asthmatic  patients. 
Whether  histamine-releasing  agents  will  ul- 
timately find  a useful  place  in  our  therapeutic 
armamentarium  awaits  further  developments. 

Another  approach,  advocated  recently  by 
Becker,40  considers  the  allergic  reaction  to  be 
mediated  by  enzymes  intimately  associated 
with  complement.  Experimental  evidence  for 
this  was  obtained  in  the  relatively  simple  im- 
munologic reaction  involving  red  cell  hemolysis. 
Here  it  was  shown  that  the  blocking  of  prote- 
olytic enzyme  activity  by  antienzymes  prevented 
hemolysis  and  that  without  the  presence  of 
sensitized  cells  the  proenzyme  involved  is  not 
converted  into  the  enzyme  necessary  for  the 
reaction. 

This  basic  chemical  approach  to  allergy  fits 
in  with  the  present  trend  in  medicine  to  identify 
disease  entities  in  terms  of  enzyme  patterns  of 
reactions  as  advocated  by  W roblewski.41  Should 
these  observations  be  confirmed  and  extended, 
and  there  is  evidence  to  suggest  such  possi- 
bilities, the  search  will  go  on  for  suitable  drugs 
which  would  interfere  with  enzymatic  reactions 
involved  in  the  antigen-antibody  interaction. 
Theoretically  this  is  preferable  to  attacking  the 
problem  in  the  later  phase,  after  the  reaction, 
when  histamine  is  released  by  the  use  of  anti- 
histamines or  by  the  use  of  histamine  liberators. 

Another  avenue  of  research  which  offers 
possibilities  for  the  explanation  of  the  collagen 
diseases,  rheumatic;  diseases,  multiple  sclerosis, 
etc.,  concerns  itself  with  the  problem  of  auto- 
sensitivity. This  refers  to  the  possibility  of 
developing  sensitivity  to  one’s  own  tissues  or 
their  products.  McMaster,42  in  his  presentation, 


has  given  us  the  evidence  for  autosensitivity  in 
Hashimoto’s  disease.  It  is  hoped  that  intensive 
research  now  going  on  in  this  field  will  reveal 
similar  mechanisms  in  many  diseases  of  unknown 
etiology. 

In  the  meantime,  the  search  for  the  cause  and 
its  removal  still  remains  the  best  therapeutic 
procedure.  This  is  practical  allergy. 

55  Park  Avenue,  New  York  16 
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ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  9 to 
15,  1959,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property^  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1959,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York  17,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Three  Years  of  Experience  with  Two-Way  Radio  Conferences 

WILLIAM  P.  NELSON,  III,  M.D.,  AND  FRANK  M.  WOOLSEY,  JR.,  M.D.,  ALBANY,  NEW  YORK 


During  the  last  three  years  the  Postgraduate 
Division  of  the  Albany  Medical  College 
has  been  developing  a unique  postgraduate 
instruction  technic  which  utilizes  two-way 
radio  communication.  Two  or  three  members 
of  the  faculty  of  the  Albany  Medical  College 
discuss  a medical  topic  while  in  direct  communi- 
cation with  physicians  located  in  a number  of 
outlying  community  hospitals. 

For  the  first  two  and  one-half  years  the  radio 
facilities  involved  in  the  conference  network 
consisted  of  a high-powered  transmitter  located 
at  the  Albany  Medical  College,  and  transmitters 
of  lesser  power  located  in  21  hospitals  throughout 
eastern  New  York  and  western  Massachusetts. 
These  were  operated  with  the  voluntary  assist- 
ance of  more  than  70  amateur  radio  operators 
who  unstintingly  donated  their  time  and  skills 
to  allow  the  initial  experiment  to  be  developed. 
Amateur  radio  wave  length  transmission  was 
used. 


Beginning  in  February,  1958,  because  of 
important  financial  assistance  from  a Rockefeller 
Foundation  grant,  an  educational  FM  broadcast 
station,  WAMC,  was  established.  This  station 
now  broadcasts  over  a wave  length  of  90.7 
megacycles.  The  main  studios,  located  at  the 
Albany  Medical  College,  as  well  as  each  of  the 
21  outlying  hospitals  in  the  network,  have  a 
special  transmitter  which  carries  signals  to 
Mt.  Greylock,  where  the  main  broadcast  antenna 
is  located.  Mt.  Greylock,  located  in  the  western 
part  of  the  state,  is  the  highest  mountain  in 
Massachusetts.  By  these  so-called  “remote 
broadcast  pickup  units,”  all  21  hospitals  in  the 
network  can  freely  receive  and  transmit  questions 
and  discussion  regarding  the  topic  of  the  day. 
At  the  same  time,  any  standard  home  FM 
receiver  within  a distance  of  75  miles  to  the 
west  of  Albany  and  150  miles  to  the  north,  least, 
and  south  of  Mt.  Greylock,  can  readily  pick  up 
the  broadcasts  of  WAMC. 


3322 


New  York  State  J.  Med. 


TABLE  I. — Albany  Medical  College  Two-Way  Radio 
Conferences 


“Indications 

“Utilization 
of  Special 
Diagnostic 
and  Thera- 

for Surgery 

peutic 

in  Chronic 

Facilities” 

Abdominal 

Dr.  Formel, 

Disease” 

Dr.  Policoff, 

Dr.  Fradkin, 

Dr.  Van 

Hospital 

Dr.  Glasier 

Woert 

Amsterdam  City  (Amsterdam) 
Schoharie  Community 
(Cobleskill) 

Glens  Falls  (Glens  Falls) 
Saratoga  (Saratoga  Springs) 

Monday, 

Monday, 

Ellis  (Schenectady) 

Glenridge  (Schenectady) 
North  Littauer  (Glovers ville) 

March  25 

April  1 

Veterans  Administration 
(Albany) 

M.  McClellan  (Cambridge) 
Hillcrest 

(Pittsfield,  Massachusetts) 
St.  Clare’s  (Schenectady) 

Wednesday, 

Wednesday, 

Leonard  (Troy) 
Sa  maritan(Troy) 
St.  Mary’s  (Troy) 

March  27 

April  3 

Albany  (Albany) 

St.  Peter’s  (Albany) 
Veterans  Administration 

(Castle  Point) 

East  Horton  Memorial 

Friday, 

Friday, 

(Middletown) 
Benedictine  (Kingston) 
Kingston  (Kingston) 

St.  Francis  (Poughkeepsie) 
Vassar  Brothers 

March  29 

April  5 

(Poughkeepsie) 

Program  Plan 

These  radio  conferences  are  held  twenty-four 
weeks  a year,  November  through  April.  A 
small  committee  of  the  Albany  Medical  College 
faculty  decides  what  subjects  are  to  be  presented 
and  which  faculty  members  will  be  asked  to  pre- 
sent them.  The  presenting  faculty  team  always 
includes  a physician-moderator  and  two  or  three 
faculty  members,  depending  on  the  special 
areas  of  interest  included  within  the  subject 
for  presentation.  Programs  are  printed  and 
distributed  in  advance.  They  indicate  the  sub- 
ject and  the  faculty  for  each  weekly  conference. 
The  same  material  is  covered  on  Monday, 
Wednesday,  and  Friday.  As  an  illustration, 
part  of  one  of  the  programs  is  reproduced  in 
Table  I.  The  topic  to  be  discussed  appears 
as  the  heading  of  the  second  and  third  columns, 
while  the  first  column  indicates  the  hospitals 
participating  on  each  of  the  three  different  dates. 

Only  seven  or  eight  hospitals  are  included 
each  day,  since  to  include  more  than  that  number 
would  make  it  impossible  to  answer  all  the 
questions.  Since  the  conferences  are  given 
three  days  a week,  21  hospitals  participate  each 


TABLE  II. — Participating  Physicians’  Evaluation  of 
Radio  Conferences 


Rating 

1955-1956 
(Per  Cent) 

1956-1957 
(Per  Cent) 

Excellent 

52.5 

46.7 

Good 

42.1 

49.3 

Fair 

5.0 

3.7 

No  Good 

.4 

.3 

week.  Each  conference  begins  with  a twenty- 
minute  review  of  the  topic  by  the  faculty.  Forty 
minutes  of  discussion  then  follows,  during  which 
time  each  hospital,  in  rotation,  asks  questions 
which  are  then  answered  by  the  faculty  mem- 
bers. Usually,  two  complete  circuits  of  the 
hospitals  are  made.  An  average  of  20  questions 
are  answered  during  each  conference.  The 
question  and  answer  period,  of  course,  varies 
for  each  of  the  three  days  that  a given  topic  is 
presented. 

It  is  believed  that  one  of  the  reasons  for  the 
success  of  this  method  of  presentation  is  the 
fact  that  within  the  topic  under  discussion  the 
participating  physician  has  an  opportunity  to 
have  his  questions  answered;  thus,  he  may  direct 
the  conference  in  such  a manner  that  he  obtains 
the  information  which  he  most  desires.  At  each 
hospital,  as  the  participating  physicians  originate 
questions,  they  write  them  on  a 3 by  5 inch  card 
and  pass  the  card  forward  to  the  local  physician- 
moderator.  The  moderator,  when  his  turn 
arrives,  transmits  the  questions  to  the  medical 
faculty  in  Albany.  This  procedure  allows  the 
local  moderator  to  eliminate  questions  from  his 
group  which  have  been  asked  by  some  other 
hospital  before  it  is  his  turn  to  transmit.  It 
also  makes  the  questions  practically  anonymous, 
since  the  author  of  the  question  is  not  identified 
when  the  question  is  transmitted.  This  makes 
for  a most  desirable  freedom  in  that  many  physi- 
cians will  ask  questions  in  which  they  have  great 
interest  but  about  which  they  might  have  con- 
siderable reluctance  to  inquire  if  they  were  to  be 
identified  with  the  question.  Questions  appear 
to  flow  more  freely  in  this  type  of  conference  than 
they  do  from  an  “in  person”  group  audience. 

The  conferences  are  given  from  12  noon  to 
1 : 00  p.m.  This  time  was  chosen  in  an  effort  to 
avoid  making  an  extra  meeting  for  the  doctors. 
It  was  assumed  that  most  physicians  take  the 
noon  hour  off  from  their  practice  for  lunch  and 
relaxation.  In  fact,  in  at  least  half  of  the  partici- 
pating hospitals  the  doctor  is  able  to  obtain  his 
lunch  and  participate  in  the  conference  simul- 
taneously. The  conferences  stop  promptly  at 
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Please  complete  one  of  these  cards  for  each  confer- 
ence. 


Hospital: 

Date: 

Name: 

Address : 

Type  of  Practice: 

Opinion  of  Conference 

Excellent 

□ 

(check  one) : 

Good 

□ 

Comments  and  Suggestions: 

Fair 

□ 

No  Good 

□ 

Fig.  1.  Card  presented  to  physician  for  his  opinion  of 
conference. 


TABLE  III. — Radio  Conference  Attendance 


1955-1956 

1956-1957 

Number  of  individual  physicians 

675 

560 

Percentage  of  practicing  physicians 

74.0 

70.5 

Percentage  of  house  staff 

26.0 

29.5 

Attendance  total 

3,991 

3,974 

Other  total  (nurses,  technicians, 
etc.) 

515 

388 

4,506 

4,362 

TABLE  IV  — Type  of  Practice  Attending  Radio  Con- 
ferences 


Type  of  Practice 

1955-1956 
(Per  Cent) 

1956-1957 
(Per  Cent) 

Internal  Medicine 

17.1 

11.5 

Surgery 

9.0 

10.7 

Other  Specialties 

23.0 

20.4 

General  Practice 

24.9 

27.9 

House  Staff 

26.0 

29.5 

Total 

100.0 

100.0 

1:00  p.m.  so  that  physicians  can  depend  on 
completing  the  conference  and  still  meet  their 
early  afternoon  commitments  on  time. 

Evaluation  of  the  Program 

An  objective  evaluation  has  been  maintained 
from  the  beginning.  The  local  moderator  re- 
quests each  physician  who  attends  a conference 
to  fill  out  a 3 by  5 inch  card-questionnaire 
(Fig.  1).  On  this  card  he  places  his  name, 
address,  type  of  practice,  and  his  personal  rating 
of  the  conference.  There  are  boxes  for  him  to 
check  which  indicate  that  he  thinks  the  con- 
ference is  either  Excellent,  Good,  Fair,  or  No 
Good.  There  is  also  a place  for  his  comments 
and  suggestions  in  relation  to  future  conferences. 

Table  II  indicates  a summary  of  the  conference 
evaluations  during  the  first  two  years.  On  the 
left  is  the  first  year  and  on  the  right  the  second 
year,  with  Excellent  percentages  of  52.5  per  cent 
and  46.7  per  cent  respectively.  The  combined 
Good  and  Excellent  percentages  are  95  and  96 


TABLE  V.— -Individuals  Attending  Radio  Conferences 
and  Intramural  Programs 


Radio  Intramural 

Year  Conferences  Programs 


1955- 1956  675  150 

1956- 1957  560  110 


TABLE  VI. — Report  on  Survey  for  Council  on  Medi- 
cal Education  and  Hospitals,  1952-1955 


Deterrents  to  Attendance  at  Postgraduate  Courses  by 
5,000  Practicing  Physicians 


(Deterrents)  (Per  Cent) 


1.  No  one  to  care  for  patients  while  away 55 

2.  Courses  given  at  unsuitable  time 47 

3.  Costs  involved 42 

4.  Multiplicity  of  other  meetings 42 

5.  Subject  matter  does  not  meet  needs 40 

6.  Lack  of  courses  in  physician’s  area 31 

7.  Previous  unsatisfactory  experience  with  poor 

courses 23 

8.  Lack  of  information  on  courses 18 


per  cent  in  the  first  and  second  years  respectively. 

These  cards  not  only  indicate  the  opinions  of 
the  physicians  who  attended  the  conferences  but 
also  indicate  fairly  accurate  attendance  figures. 
These  are  actually  minimal  attendance  figures, 
because  the  local  moderator  did  not  always 
obtain  a card  from  each  physician.  Table  III 
gives  the  individual  attendance,  the  percentage 
of  practicing  physicians  and  house  staff,  and  the 
total  attendance.  Table  IV  gives  the  percentage 
of  specialists,  general  practitioners,  and  house 
staff  attending  the  radio  conferences. 

Table  V shows  the  total  number  of  individual 
physicians  attending  radio  conferences  and 
intramural  postgraduate  programs.  The  num- 
ber ofindividuals  attending  the  radio  conferences 
dropped  115  the  second  year,  but  the  total 
attendance,  just  under  4,000,  was  the  same  for 
each  year.  Fewer  physicians  came  the  second 
year,  but  those  who  did  attended  more  often. 

Figures  are  not  yet  available  for  the  third 
year  of  operation,  but  it  appears  likely  that  a 
gradual  upswing  will  be  evident  following  the 
shift  from  amateur  to  FM  wave  length  trans- 
mission. 

The  Two-Wajr  Radio  Conference  method 
saves  physicians  much  valuable  time.  If  the 
physicians  who  actually  participated  in  the 
two-way  radio  programs  had  traveled  to  Albany 
for  each  presentation,  the  aggregate  travel  time 
would  have  been  more  than  twenty  thousand 
hours.  In  fact,  they  would  have  traveled  more 
than  700,000  miles. 

Part  of  a survey  made  by  Dr.  Douglas  Vollan1 
for  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  is 
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TABLE  VII. — Topics  of  Radio  Conferences  Since  1955 
by  Categories 


Category 

Number  of  Topics 
Within  Category 

General  Medicine 

3 

Cardiovascular  Disease 

8 

Metabolic  Disease 

5 

Endocrinology 

4 

Gastrointestinal  Disease 

4 

Pulmonary  Disease 

3 

Renal  Disease 

3 

Antibiotics  and  Infection 

4 

Neurology 

2 

Psychiatry 

3 

Physical  Medicine  and  Rehabilitation 

4 

Pediatrics 

4 

General  Surgery 

6 

Special  Surgery 

4 

Obstetrics  and  Gynecology 

5 

Eye,  Ear,  Nose,  and  Throat 

2 

Unclassified 

3 

Total 

67 

tabulated  in  Table  VI.  The  four  most  important 
deterrents,  numbers  one  through  four,  are 
eliminated  by  radio  conferences.  Of  the  re- 
maining four,  numbers  six  and  eight  also  are 
eliminated,  and  since  the  participating  physician 
directs  much  of  the  subject  matter,  number 
five  is  somewhat  eliminated.  Only  number 
seven  remains  when  the  two-way  radio  conference 
method  is  used. 

Table  VII  indicates  the  categories  of  topics 
which  have  been  presented  since  the  first  con- 
ference in  1955.  Also  indicated  are  the  number 
of  different  topics  within  each  category.  Since 
there  has  been  almost  no  duplication  in  any 
topic  presentation,  the  total  number  of  different 
subjects  which  have  been  presented  is  67.  Be- 
cause each  program  is  presented  three  times  in 
succession,  the  total  number  of  individual  con- 
ferences, bjr  May  of  1958,  will  be  201. 

Conclusions 

WAMC  with  its  10,000  watt  output,  greatly 
expanded  the  possibilities  with  respect  to  this 
technic  of  postgraduate  education.  Beginning 
in  the  fall  of  1958,  it  is  anticipated  that  in  addition 
to  the  Albany  Medical  College  faculty,  members 
of  the  faculties  from  the  University  of  Vermont, 
Boston  medical  colleges,  New  Haven,  and  pos- 
sibly New  York  City  medical  colleges,  will  be 
participating  in  these  conferences  without  leaving 
their  home  towns. 

Many  of  the  discussors  represent  physician- 
educators  whose  names  are  known  to  most 
practicing  physicians  and  whose  opinions  are 
respected.  The  programs  represent  relatively 


personal  conversations  with  these  authorities. 

For  physicians  residing  within  the  area  of 
reception  of  WAMC,  this  new  approach  to  post- 
graduate medical  education  offers  the  oppor- 
tunity to  listen  in  on  24  timely  medical  dis- 
cussions during  the  year.  The  “live”  questions 
which  they  hear  are  the  practical  questions  for 
which  their  practicing  colleagues  are  seeking 
answrers.  For  physicians  residing  in  or  near 
towms  having  participating  hospitals  in  the 
network,  there  is  the  added  advantage  of  joining 
in  themselves  during  the  question  period. 

It  should  be  emphasized  that  radio  conferences 
in  no  wray  replace  intramural  in-person  post- 
graduate education.  However,  this  technic  has 
some  important  advantages,  suggesting  that 
there  is  a place  and  a need  for  both. 

Summary 

1.  A twTo-way  radio  conference  program  of 
postgraduate  education  has  been  established  and 
operated  from  the  Albany  Medical  College 
for  almost  three  years. 

2.  The  network  operates  under  the  auspices 
of  station  WAMC,  an  FM  educational  broadcast 
station  with  studios  located  within  the  Albany 
Medical  College.  Any  standard  home  FM 
receiver  wdthin  the  reception  radius  of  about  150 
miles  of  the  broadcast  antenna  on  Mt.  Grevlock, 
Massachusetts,  can  receive  the  signal  at  90.7 
megacycles. 

3.  The  program  has  proved  successful  in 
fulfilling  an  important  need  in  an  extremely 
efficient  and  practical  manner  for  both  the  prac- 
ticing physician  and  the  members  of  the  medical 
college  faculty. 

4.  It  offers  the  potential  for  faculty  members 
of  several  different  and  geographical^  separated 
medical  colleges  to  pool  their  efforts  in  presenting 
“live,”  intimate,  postgraduate  education  pro- 
grams wfith  no  loss  at  all  in  travel  time. 

5.  It  makes  the  practicing  physician  an 
integral  part  of  the  program  w’hen  he  is  able  to 
join  the  program  at  a participating  hospital  and 
allows  him  to  retain  his  anonymity  wThen  he 
■wishes. 

6.  It  offers  to  every  physician  within  re- 
ception radius  an  opportunity  to  listen  in  on  a 
stimulating  educational  program  with  his  own 
FM  receiver  in  his  home  or  office,  even  if  he  can- 
not join  a participating  hospital  group. 

Reference 

1.  Vollan,  D.  D.:  J.A.M.A.  157:  912  (Mar.  12)  1955. 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center , New  York  City  Department  of  Dealt  It 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner,  New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


Adult  Suicide  Attempts  By  Poisoning 


The  following  suicide  attempts  and  their  mode 
of  occurrence  were  recently  reported  to  the 
New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Strychnine  40  years  Male 

The  patient  took  two  strychnine  pills  (dosage 
unknown)  at  2 p.m.  An  hour  and  one  half  later 
he  had  convulsive  seizures.  The  patient  was 
taken  to  the  hospital  four  hours  following  inges- 
tion. 

On  admission  the  following  symptoms  were 
noted:  hypertonicity,  hyperreflexia  and  marked 
sensitivity  to  external  stimuli.  He  was  given 
0.26  Gm.  of  phenobarbital  intravenously  on  ad- 
mission and  0.13  Gm.  intravenously  one  hour 
later.  Promazine,  100  mg.  was  given  intra- 
venously three  hours  following  admission.  At 
midnight,  the  patient  was  transferred  to  Bellevue 
Hospital  Psychiatric  Division.  He  was  still 
sensitive  to  noise  and  was  given  100  mg.  of  pento- 
barbital intramuscularly  fifteen  minutes  after  ad- 
mission to  Bellevue. 

He  soon  became  symptom-free  and  was  dis- 
charged the  next  day  with  the  diagnosis  of 
strychnine  poisoning. 


Incident  2 

Toxic  Agent  Age  Sex 

Strychnine  (Insecticide)  37  years  Male 

The  patient  stated  that  he  drank  the  strychnine 
(insecticide)  because  his  girl  friend  was  bluffing. 
“He  drank  it  in  order  to  keep  her  from  drinking 
it.”  He  vomited  shortly  after  ingestion.  He 
reported  to  a hosptial  emergency  room  where  his 
stomach  was  lavaged  ten  minutes  after  ingestion. 
Seeds  were  found  in  the  gastric  contents.  These 
are  the  small  “bird”  seeds  sold  as  a mouse  poison 
and  which  normally  contain  about  0.5  per  cent 
strychnine. 

The  patient  was  then  transferred  to  Bellevue, 
and  he  vomited  again  during  transit  to  the  hos- 
pital. On  admission  to  Bellevue  no  symptoms  or 
signs  of  strychnine  poisoning  were  noted.  He 
was  admitted  directly  to  the  psychiatric  ward 
where  a diagnosis  of  strychnine  ingestion  without 
intoxication  was  made. 

Cases  of  mouse  seed  ingestions  reported  to  this 
Center,  either  resulting  from  accidental  poison- 
ings or  suicide  attempts  in  children  as  well  as 
adults,  have  been  mild.  This  information  may 
be  reassuring  to  physicians  faced  with  strychnine 
poisonings  from  this  source. 
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Incident  3 

Toxic  Agent  Age  Sex 

Burow’s  Solution  19  years  Female 

The  patient  took  five  ounces  of  Burow’s  solu- 
tion following  a depressive  reaction  because  she 
missed  her  child  and  family  during  the  holidays. 
The  patient  was  admitted  to  the  hospital  where 
her  stomach  was  lavaged  with  1,500  cc.  of  sodium 
bicarbonate.  The  only  symptoms  on  admission 
were  mild  abdominal  cramps. 

After  five  days  in  the  hospital  all  symptoms 
cleared,  and  the  patient  was  discharged. 

It  should  be  pointed  out  that  the  long  stay  in 
the  hospital  in  suicide  attempts  is  related  more 
to  the  psychiatric  aspects  than  to  the  severity 
of  symptoms  resulting  from  the  toxicity  of  the 
drug. 

Incident  4 

Toxic  Agent  Age  Sex 

Copper  Sulfate  39  years  Male 

The  patient  ingested  one  quart  of  copper  sul- 
fate solution  (concentration  unknown).  Fifteen 
minutes  after  ingestion  the  patient  vomited.  At 
the  hospital,  his  stomach  was  lavaged  with  3 
liters  of  milk  and  egg  whites.  The  gastric  con- 
tents were  blue  in  color.  Laboratory  findings 
were  not  revealing.  There  was  no  hemolysis, 
icterus,  or  evidence  of  renal  damage. 

After  ten  days  of  hospitalization  (in  the 
psychiatric  service),  the  patient  was  finally  dis- 
charged. 

Incident  5 

Toxic  Agent  Age  Sex 

J-0  Paste  (Phosphorus)  24  years  Male 

The  patient  ingested  a “spoonful”  of  J-0 
Paste  at  2 p.m.  He  vomited  fifteen  minutes  later. 
He  was  taken  to  the  hospital  where  his  stomach 
was  lavaged  one  and  one  half  hours  after  inges- 
tion. No  phosphorus  was  demonstrated  in  the 
gastric  contents.  The  fluid  used  was  potassium 
permanganate.  The  symptoms  noted  were  burn- 
ing in  the  mouth  and  throat.  Later  during  his 
hospital  stay,  the  patient  had  transient  icterus, 
and  palpable  enlargement  of  the  liver.  The 
treatment  in  the  hospital  consisted  of  bed  rest 
and  a high  caloric  diet  supplemented  by  daily 
infusions. 


The  patient  was  hospitalized  for  ten  days  and 
discharged  with  a diagnosis  of  mild  phosphorus 
poisoning. 

Incident  6 

Toxic  Agent  Age  Sex 

J-0  Paste  (Phosphorus)  31  years  Male 

The  patient  ingested  five  ounces  of  J-0  Paste  at 
11  p.m.  Soon  after  ingestion  he  had  abdominal 
pains,  diarrhea,  and  some  tachypnea.  The 
symptoms  subsided  rapidly.  On  admission  to 
the  hospital  his  stomach  was  lavaged  with  potas- 
sium permanganate.  He  was  treated  with  bed 
rest,  supplementary  vitamins,  and  daily  infusions 
of  glucose.  After  the  second  day  he  remained 
symptom-free,  and  there  was  no  evidence  of  liver 
damage. 

After  nine  days  in  the  hospital  the  patient  was 
discharged  with  a diagnosis  of  phosphorus  inges- 
tion with  no  intoxication. 

Incident  7 

Toxic  Agent  Age  Sex 

J-0  Paste  (Phosphorus)  30  years  Female 

The  patient  ingested  some  J-0  Paste — time  of 
ingestion  and  quantity  are  unknown.  In  the  hos- 
pital emergency  room  her  stomach  was  lavaged 
with  sodium  bicarbonate,  water,  and  potassium 
permanganate.  On  admission  to  the  hospital 
the  patient  was  nauseous  and  in  shock.  Gastric 
contents  contained  phosphorus. 

The  patient  was  treated  for  shock  with  suppor- 
tive therapy,  but  she  died  on  the  day  of  admis- 
sion. 

It  may  be  noted  that  at  times  there  may  be  a 
considerable  lag  between  the  time  of  ingestion  and 
apparent  symptoms  of  phosphorus  poisoning. 
Patients  should  be  carefully  observed  for  some 
time  even  though  they  may  be  symptom-free 
when  first  seen. 

It  may  be  pertinent  to  include  here  a statement 
on  “Treatment  of  Phosphorus  Poisoning”  which 
was  prepared  by  Dr.  Oscar  Bodansky,  Chairman 
of  the  Poison  Control  Center  Advisory  Com- 
mittee and  Chairman  of  the  Memorial  Center  for 
Cancer  and  Allied  Diseases.  Dr.  Bodansky  said, 
“Elementary  phosphorus  occurs  in  two  common 
forms:  the  relatively  nontoxic  red  variety  and 
the  toxic  yellow  (also  known  as  white)  phosphorus. 
Since  the  elimination  of  the  latter  form  from  the 


' October  15,  1958 


3327 


J AC0BZ1NER  AND  DAY  BIN 


match  industry  and  the  introduction  of  regula- 
tions curbing  its  use  in  fireworks,  the  commercial 
use  of  yellow  phosphorus  is  limited  largely  to  its 
incorporation  in  various  roach  and  rat  poisons, 
usually  in  concentrations  ranging  from  one  to 
four  per  cent. 

“There  is  a little  systematic  or  thorough  infor- 
mation available  on  the  toxic  and  lethal  doses  of 
yellow  phosphorus  in  various  species  of  animals  or 
on  the  mechanisms  responsible  for  symptoms  and 
death  in  the  early  cases  of  acute  poisoning. 
Consequently,  no  rational  scheme  for  the  treat- 
ment of  phosphorus  poisoning  is  available.  The 
outline  given  below  is  based  chieffy  on  certain 
known  properties  of  phosphorus  and  upon  a re- 
view of  the  clinical  literature. 

“Diagnosis  of  Phosphorus  Poisoning. — In 
addition  to  such  initial  symptoms  as  severe  epi- 
gastric pain,  nausea,  retching,  and  vomiting, 
which  maj"  occasionally  be  bloody,  the  diagnosis 
should  be  based  on:  (a)  a history  of  ingestion  of 
a rat  or  roach  mixture,  supplemented  by  evidence 
of  the  container  or  tube  in  which  the  material 
was  present,  (b)  the  presence  of  a characteristic 
garlic  odor  on  the  breath  or  in  the  vomitus  and 
feces  of  the  patient,  (c)  the  demonstration  of 
phosphorescence  in  the  vomitus  or  feces,  (d) 
subsequent  confirmation  by  chemical  analysis  of 
the  vomitus  or  feces  for  elementary  phosphorus. 

“Lethal  Dose  of  Phosphorus  in  Man. — -As 
with  other  poisons,  data  on  the  lethal  amount  of 
ingested  phosphorus  in  man  cannot  be  too  pre- 
cise or  reliable,  first  because  of  the  intrinsically 
uncertain  nature  of  the  information  gathered  from 
the  patient  or  his  family  and  second,  because 
cases  of  poisonings  are  frequently  accompanied 
by  some  attempt  at  therapy.  A review  of  the 
literature  indicates  that  although  death  in  adults 
has  resulted  from  as  little  as  60  mg.,  the  100  per 
cent  fatal  dose  lies  above  1,500  mg.  At  doses 
ranging  from  about  400  to  800  mg.,  the  lethality 
is  about  20  per  cent.  The  lethal  dose  appears  to 
be  somewhat  lower,  that  is,  the  toxicity  is  greater, 
if  the  phosphorus  is  ingested  in  a liquid  vehicle, 
particularly,  if  this  vehicle  is  alcoholic. 

“General  Clinical  Course  of  Phosphorus 
Poisoning. — Some  appreciation  of  this  is  neces- 
sary in  order  to  apply  the  various  phases  of  treat- 
ment. If  very  large  doses  of  phosphorus  are  in- 
gested, then,  as  with  high  doses  of  almost  any 
poison,  the  course  is  short  and  the  chances  of  sur- 
vival are  small.  At  doses  of  about  2.5  Gm.  of 
phosphorus  or  greater,  shock  or  coma  develops 
within  a few  hours,  followed  by  cyanosis,  pe- 


ripheral vascular  collapse,  and  death  in  an  average 
of  about  eight  hours  after  ingestion  of  phosphorus. 
The  cellular  mechanisms  underlying  these  acute 
manifestations  are  not  known.  At  lower  doses 
of  about  one  to  two  Gm.,  the  course  is  somewhat 
longer,  ranging  from  about  twelve  hours  to  three 
days.  In  some  cases,  after  the  initial  vomiting 
there  is  an  unquenchable  thirst,  severe  nausea, 
vomiting,  and  retching  with  a relatively  early 
onset  of  peripheral  vascular  collapse,  coma, 
restlessness,  delirium,  and  death  within  about 
twenty-four  hours.  Hepatomegaly  and/or  azo- 
temia may  become  apparent  in  some  of  these 
patients.  In  other  instances  where  this  range  of 
doses  (one  to  two  Gm.)  is  taken  the  patient  may 
live  as  long  as  two  or  three  days  and  hence  de- 
velop more  definite  signs  of  involvement  of  the 
liver,  heart,  kidney,  and  brain.  Azotemia,  oli- 
guria and  albuminuria  are  frequentty  observed. 
Falling  blood  pressures  and  peripheral  vascular 
collapse  precede  death  in  some  cases.  In  other 
cases,  electrocardiographic  evidence  of  myocardial 
damage  is  apparent  and  death  may  be  due  to 
such  damage. 

“Although  it  is  conceivable  that  vigorous  treat- 
ment may  save  the  lives  of  some  persons  taking 
the  larger  doses  noted  above,  it  is  at  ingested 
amounts  of  less  than  one  Gm.  of  phosphorus  that 
present  methods  of  treatment  have  some  measure 
of  success.  Nausea  and  vomiting,  sometimes 
bloody,  is  present  in  the  early  part  of  the  course. 
Hepatomegaly,  jaundice,  and  azotemia  develop  in 
most  of  these  cases.  In  some  instances,  the 
vomiting  may  become  severe  at  about  the  fifth 
day  and  be  associated  with  severe  manifestations 
of  liver  and  renal  injury.  Death  may  result  at 
about  the  seventh  or  eighth  day.  The  majority 
of  patients  taking  amounts  less  than  one  Gm. 
of  phosphorus  will  recover  if  given  the  measures 
to  be  described. 

“Treatment. — Treatment  should  have  three 
major  aims,  namely,  the  rapid  removal  of  the 
poison  from  the  stomach,  the  prevention  of  fur- 
ther absorption  from  the  intestinal  tract,  and  the 
protection  of  organs  that  are  affected  by  the  ab- 
sorbed phosphorus.  Repeated  gastric  lavage  will, 
of  course,  help  to  remove  the  poison  from  the 
stomach.  Copper  sulphate  and  potassium  per- 
manganate solutions,  both  of  which  destroy  ele- 
mentary phosporus  by  oxidation,  have  been  rec- 
ommended for  this  purpose.  Copper  sulphate, 
however,  in  the  large  amounts  that  have  to  be  em- 
ployed, may  be  toxic.  Hence  the  compound  of 
choice  is  potassium  permanganate  in  a 1:1000 
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solution.  Volumes  of  4,000  cc.  or  more  should  be 
used  to  insure  as  thorough  a removal  of  phos- 
phorus from  the  stomach  as  possible.  When  the 
patient  has  taken  a large  dose  and  is  in  shock  on 
arrival  at  the  hospital,  indiscriminate  lavage  with 
large  amounts  of  permanganate  solution  may  in- 
tensify the  circulatory  failure,  and  the  patient 
should  be  carefully  observed  as  lavage  proceeds. 

“The  second  major  aim  in  treatment  should  be 
the  expeditious  removal  of  any  phosphorus  that 
has  passed  into  the  small  intestine.  Since  mineral 
oil  is  a good  solvent  for  yellow  phosphorus,  it 
should  be  administered  by  stomach  tube  after 
lavage  has  been  terminated.  The  initial  dose  is 
about  200  to  250  cc.  Administration  of  oil 
should  be  continued  in  doses  of  30  to  40  cc.  by 
mouth  every  three  hours,  for  the  first  forty-eight 
hours. 

“The  third  objective  of  treatment  is  suppor- 
tive and  is  intended  to  prevent  damage  to  organs 
from  the  phosphorus  that  has  been  absorbed  in 
spite  of  the  measures  described  above.  Large 
amounts  of  glucose  may  be  given  by  vein  and,  if 
tolerated,  by  mouth  also.  A high  carbohydrate, 
high  protein,  low  fat  diet,  together  with  large 
doses  of  vitamin  B complex  and  crude  liver  ex- 
tract, should  be  given. 

“A  number  of  other  measures  have  been  sug- 
gested, but  the  value  of  these  remains  to  be  de- 
termined and  must  depend  on  their  application 
in  a substantial  series  of  cases.  Among  these  are 
the  use  of  cortisone  and  the  possible  infusion  of 


plasma.” 

Incident  8 

Toxic  Agent 

Age 

Sex 

Meprobamate 

24  years 

Female 

The  patient  ingested  30  to  40  400  mg.  mepro- 
bamate tablets.  Two  hours  after  ingestion,  the 
stomach  was  lavaged  with  sodium  bicarbonate. 


On  admission  the  patient  was  drowsy  and  soon 
became  comatose.  She  was  treated  writh  five  per 
cent  intravenous  glucose  and  levoarternol,  one 
ampule.  Twenty-four  hours  following  ingestion 
the  patient  became  symptom-free  and  was  dis- 
charged. 

Incident  9 

Toxic  Agent  Age  Sex 

Meprobamate  35  years  Female 

This  patient  swallowed  60  400  mg.  tablets  of 


meprobamate.  She  was  stuporous  for  twelve 
hours.  She  recovered  apparently  without  any 
specific  therapy,  but  a diagnosis  of  idiopathic 
thrombocytopenic  purpura  unrelated  to  the  drug 
ingestion  was  made  at  the  hospital.  The  patient 
was  discharged  from  the  hospital  after  twenty- 
four  hours,  apparently  symptom-free  from  the  in- 
gestion. 

Incident  10 

Toxic  Agent  Age  Sex 

Potassium  Permanganate  41  years  Female 

The  patient  took  50  5 gr.  tablets  of  potassium 
permanganate.  She  was  taken  to  the  hospital 
where  the  stomach  was  lavaged  with  sodium  bi- 
carbonate six  hours  following  ingestion.  The  pa- 
tient also  vomited  spontaneously.  The  following 
syunptoms  were  noted  on  admission:  abdominal 
pains,  nausea,  and  vomiting.  She  was  discharged 
after  twenty-four  hours  of  observation  with  a rec- 
ommendation for  followT-up  on  the  ear,  nose, 
and  throat  services. 

One  questions  the  wisdom  of  this  short  hospital 
stay,  regardless  of  absence  of  manifest  symptoms. 

Incident  11 

Toxic  Agent  Age  Sex 

Isodyne  30  years  Female 

The  patient  ingested  15  cc.  of  Isodyne  in  a 
suicide  attempt.  There  were  no  apparent  symp- 
toms. She  wras  taken  to  a hospital  about  eight 
hours  following  ingestion.  The  stomach  w^as 
lavaged  with  sodium  bicarbonate  in  the  hospital 
emergency  room.  The  patient  was  discharged 
one  day  after  admission. 

This  incident  is  mentioned  because  of  the  cur- 
rent wide  distribution  of  the  drug  as  a new*  iodine 
antiseptic  preparation,  and  frequent  ingestions 
may  be  expected.  Fortunately,  it  has  a lowr 
iodine  content  and  should  not  cause  alarming 
symptoms,  marked  toxicity,  or  great  concern. 

Incident  12 

Toxic  Agent  Age  Sex 

Tincture  Belladonna  34  years  Female 

Tincture  Belladonna  was  prescribed  for  this  pa- 
tient as  part  of  a peptic  ulcer  regimen.  She  took 
an  overdose  of  5 to  10  cc.  at  approximately  4:30 
p.m.  She  soon  complained  of  dizziness,  dryness 
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of  mouth,  and  flushed  skin.  Six  hours  after  in- 
gestion the  patient  was  taken  to  a hospital  where 
the  stomach  was  lavaged  with  normal  saline  and 
vomiting  was  induced.  On  admission,  in  addi- 
tion to  the  signs  and  symptoms  noted  above,  the 
pulse  was  120,  blood  pressure  130/90,  and  the 
pupils  were  dilated  but  reacted  to  light.  No 
specific  therapy  was  needed,  and  the  patient  was 
discharged  after  two  days  of  observation. 

Incident  13 

Toxic  Agent  Age  Sex 

N,N-Dimethyl  03  years  Male 

Paratoluidine 

The  agent  concerned  in  this  case  was  N,N- 
Dimethyl  Paratoluidine  (five  per  cent) . The  pa- 
tient ingested  three  to  four  gulps  of  the  solution 
at  9:40  p.m.  He  had  burning  in  the  mouth  and 
throat,  nausea,  and  vomiting.  He  was  taken  to 
a hospital  four  hours  later  in  a stuporous  condi- 
tion. His  stomach  was  lavaged  immediately 
with  water.  At  this  time  the  patient  became 
more  stuporous  and  was  also  cyanotic.  The 
blood  chemistry  was  as  follows:  creatinine  0.9 
mg.  per  cent  and  nonprotein  nitrogen  28.4  mg. 
per  cent.  Two  days  later  his  nonprotein  nitro- 
gen was  57.5  mg.  per  cent  and  creatinine  was  1.3 
mg.  per  cent.  The  urine  was  dark  green-blue, 
acid,  specific  gravity  1.025,  albumin  and  acetone 
negative,  and  sugar  2 plus.  The  blood  sugar  was 
278  mg.  per  cent. 

In  spite  of  heroic  therapy,  the  patient  died 
three  days  after  admission.  This  patient  worked 
in  a dental  laboratory  and  the  product  is  a 
catalyst  for  acrylic  dentures. 

Incident  14 

Toxic  Agent  Age  Sex 

Meprobamate  24  years  Female 

The  patient  took  ten  200  mg.  tablets  of  mepro- 
bamate. The  ingestion  was  preceeded  by  a large 
intake  of  whiskey  while  socializing  with  her  bojr- 
friend.  Two  hours  after  ingestion  of  the  Mepro- 
bamate the  patient  was  brought  to  the  emergency 
room  in  coma  and  shock. 

With  the  aid  of  a Levin  tube,  the  stomach  was 
lavaged  with  1,000  cc.  bicarbonate  and  induced 
emesis  following  intubation  was  carried  out. 
The  patient  became  fully  reactive  four  hours  after 
admission  to  the  hospital  or  six  hours  after  inges- 
tion. Eight  hours  later,  the  patient  was  per- 


fectly clear  both  mentally  and  physically,  and 
was  discharged.  Dr.  Barbara  Parker  of  Belle- 
vue Hospital  Psychiatric  Services  and  the  Poison 
Control  Officer  for  the  Hospital  commented  on 
the  case  as  follows:  “We  do  not  advise  gastric 
lavage  if  a patient  is  in  a coma.n 

Incident  15 

Toxic  Agent  Age  Sex 

Barbiturate  55  years  Female 

The  patient  ingested  an  unknown  amount  of 
barbiturate  and  was  admitted  to  the  hospital  in 
stupor.  Her  stomach  was  lavaged  with  bicar- 
bonate, and  the  patient  was  hospitalized  for  eleven 
days.  The  hospital  report  indicates  that  the  pa- 
tient is  a barbiturate  addict  and  required  taper- 
ing doses  after  recovery  of  consciousness.  She 
had  a convulsion  during  this  course  which  was 
attributed  to  barbiturate  withdrawal.  This  com- 
plication of  barbiturate  addiction  in  cases  of  bar- 
biturate poisonings  should  be  kept  in  mind. 

Incident  16 

Toxic  Agent  Age  Sex 

Barbiturate  50  years  Male 

The  patient  ingested  an  unknown  amount  of 
barbiturate  and  was  taken  to  the  hospital  in 
coma.  The  patient  was  cyanotic  without  heart 
beat  or  respiration  on  admission.  He  was  then 
intubated,  given  artificial  respiration,  and  at 
same  t'ime  given  thoracotonty  and  cardiac  mas- 
sage. Spontaneous  heart  beat  was  resumed. 
The  patient  lived  two  days  with  mechanical  ven- 
tilation with  no  change  in  consciousness. 

In  spite  of  all  therapy,  patient  expired  on  the 
third  day  after  ingestion. 


Toxic  Agent 

Incident  17 
Age 

Sex 

Phenobarbital 

32  years 

Female 

This  patient  ingested  an  unknown  amount  of 
meprobamate,  Benzedrine,  and  pentobarbital 
while  in  a stage  of  alcoholic  intoxication.  At  1 
p.m.  the  following  day  the  stomach  was  lavaged 
with  bicarbonate.  The  patient  was  admitted  to 
the  hospital  in  coma  and  convulsion.  She  was 
unresponsive  to  painful  stimuli,  but  had  spas- 
ticity of  extremities,  exaggerated  reflexes,  and 
tremors  on  admission.  When  suction  was  per- 
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formed,  she  developed  laryngeal  spasm  and  had 
tonic  convulsions.  Tracheotomy  was  performed 
so  that  suctioning  could  be  done.  The  patient 
became  responsive  ten  hours  after  admission. 
Thereafter,  she  had  pain  and  weakness  of  left 
lower  extremity  which  was  attributed  to  femoral 
nerve  palsy.  She  also  had  a peripheral  neuritis 
which  was  unrelated  to  the  drug  ingestion.  The 
patient  was  discharged  to  the  care  of  a private 
physician. 

Incident  18 

Toxic  Agent  Age  Sex 

Sedative  and  Aspirin  37  years  Female 

The  patient  was  very  depressed  and  took  17 
tablets  of  a nonbarbiturate  type  sedative  and  an 
unknown  quantity  of  aspirin.  She  was  found  at 
home  in  coma  and  brought  to  St.  Vincent’s  Hos- 
pital via  ambulance  four  hours  after  ingestion. 
Her  stomach  was  lavaged  with  saline  in  the  emer- 
gency room  and  the  patient  was  then  admitted  to 
the  hospital. 

Past  history  revealed  that  the  patient  had 
been  suffering  from  a depressive  state  of  mind 
for  two  weeks  prior  to  admission.  This  was  a 
fifth  episode  of  manic  depressive  psychosis  dur- 
ing which  she  tried  to  commit  suicide. 

In  addition  to  lavage,  the  patient  was  treated 
with  Benzedrine  and  40  mg.  of  caffeine  benzoate 
intramuscularly.  A diagnosis  of  manic  depres- 
sive psychosis  and  drug  intoxication  was  made. 
After  four  days  of  hospitalization,  the  patient 
was  improved  and  was  discharged  under  the  care 
of  the  psychiatrist. 

Incident  19 

Toxic  Agent  Age  Sex 

Nonbarbiturate  Sedative  38  years  Male 
(Methapyrilene 
Hydrochloride) 

The  patient  took  50  25  mg.  capsules  of  Metha- 
pyrilene Hydrochloride  at  about  11  p.m.  He 
reported  to  the  hospital  emergency  room  three 
hours  after  ingestion.  On  admission  there  were 


no  signs  or  symptoms  whatsoever  except  the 
patient’s  claim  that  he  felt  drowsy.  There  was  no 
actual  objective  evidence  of  his  being  somnolent. 
Physician  findings  on  admission  were  as  follows: 
pulse  rate  72,  and  blood  pressure  160/90.  His 
pupils  were  slightly  unequal  with  the  left  pupil 
somewhat  larger  than  the  right  but  not  unduly 
dilated.  The  lungs  were  clear,  the  heart  showed 
no  abnormal  findings,  and  extremities  were  not 
spastic  or  flaccid.  The  neurologic  examination 
was  within  normal  limits. 

Except  for  the  gastric  lavage  no  other  treat- 
ment was  indicated.  The  patient  was  discharged 
after  two  days  of  hospitalization.  The  findings  on 
discharge  were  essentially  the  same  as  on  admis- 
sion, except  that  the  pulse  rate  dropped  to  66 
and  the  blood  pressure  was  reduced  to  146/88. 

At  the  present  time  a large  number  of  over-the- 
counter  preparations  containing  methapyrilene 
hydrochloride  are  sold  and  consequently  fre- 
quently have  been  involved  in  suicide  attempts 
reported  to  the  center.  The  severity  and  inten- 
sity of  coma  varies  considerably  from  patient  to 
patient.  Happily,  no  fatalities  have  resulted 
thus  far  from  the  cases  reported  to  this  center. 

Incident  20 

' Toxic  Agent  Age  Sex 

Sedative  53  years  Female 

(a  methapyrilene 
proprietary) 

This  patient  took  an  unknown  amount  of  a 
methapyrilene  combination  sedative.  She  was 
brought  to  the  hospital  in  a comatose  condition 
the  day  after  ingestion.  The  laboratory  findings 
were  as  follows:  urea  nitrogen  14,  and  glucose 
118.  The  urine,  however,  showed  acetone  and 
was  also  positive  for  diacetic  acid.  The  treat- 
ment included  caffeine  sodium  benzoate,  crysti- 
cillin,  streptomycin,  and  Benzedrine.  After  two 
days  of  hospitalization  and  supportive  therapy, 
the  patient  improved.  Two  days  after  the  inges- 
tion a trace  of  barbiturate  was  present  in  the 
urine.  Whether  this  case  was  complicated  by 
barbiturate  ingestion  is  not  known. 
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Hypotension  of  Narcotic  Withdrawal 


Persons  addicted  to  narcotic  drugs  may 
manifest  a shocklike  state  characterized 
by  arterial  Iwpotension,  tachycardia,  and  sweat- 
ing, when  the  narcotic  drugs  are  withheld. 
These  signs  of  narcotic  withdrawal  may  become 
evident  during  prolonged  surgical  anesthesia 
as  the  following  case  report  indicates. 

Case  Report 

A twenty-six-year-old  woman  was  scheduled  to 
have  a bilateral  uretero-ileosigmoid  anastomosis 
for  a neurogenic  bladder  with  urinary  incon- 
tinence. She  was  a known  and  admitted  Demerol 
addict.  Seven  years  previously  she  had  sustained 
a spine  fracture  which  hospitalized  her  for  two 
years.  It  was  during  this  time,  presumably, 
that  she  developed  her  addiction  to  Demerol. 
A spinal  fusion  operation  had  been  performed 
which  improved  her  condition.  However,  she 


Discussed  at  a conference  held  at  The  Hospital  for  Special 
Surgery.  New  York  City,  August  4,  1958.  Clinical  Anes- 
thesia Conferences  are  held  on  the  first  Monday  of  every 
month. 


was  left  with  a residual  weakness  of  one  leg  and 
urinary  incontinence.  One  year  ago  a suprapubic 
cystotomy  was  performed.  An  intravenous 
pyelogram  then  showed  that  she  had  a bladder 
capacity  of  25  to  30  cc.  and  multiple  diverticuli 
of  the  bladder.  Three  months  prior  to  the 
present  contemplated  operation  she  had  under- 
gone a caesarean  section.  These  last  two  opera- 
tions were  of  short  duration  and  had  been  un- 
eventful. 

On  present  admission  physical  examination 
revealed  a pale,  emaciated  woman,  looking  older 
than  her  stated  age.  Both  arms  and  legs  were 
covered  with  scars  of  self-administered  hypo- 
dermic injections.  Her  arterial  blood  pressure, 
pulse  rate,  and  respiratory  rate  were  normal. 
Auscultation  of  her  heart  and  lungs  revealed  no 
abnormality.  Laboratory  studies  showed  many 
red  and  white  blood  corpuscles  in  the  urine, 
but  other  determinations  were  within  normal 
limits:  Hematocrit  findings  30  volumes  per  cent, 
hemoglobin  11  Gm.  per  100  cc.,  Mazzini’s  test 
results  negative,  urea  nitrogen  20  mg.  per  100  cc., 


3332 


New  York  State  J.  Med. 


HYPOTENSION  OF  NARCOTIC  WITHDRAWAL 


blood  sugar  100  mg.  per  100  cc.,  blood  sodium 
146  mEq.  per  liter. 

Since  her  present  admission  to  the  hospital, 
this  patient  was  maintained  on  Demerol,  50  mg. 
every  four  hours.  Attempts  to  substitute  a 
placebo  had  been  of  no  value. 

On  the  day  of  operation  she  was  given,  by 
hypodermic  injection,  100  mg.  of  Demerol  and 
0.4  mg.  of  atropine  sulfate  at  6:00  a.m.  At 
8:00  a.m.  she  arrived  in  the  operating  room  in  a 
very  apprehensive,  excited,  and  belligerent 
manner.  For  one  hour  and  forty  minutes  an 
attempt  to  do  a “cut  down”  on  a vein  was  made. 
Following  this,  a Levin  tube  was  passed  through 
the  nasoesophageal  route  into  the  stomach. 
At  9:30  a.m.,  just  prior  to  the  induction  of  anes- 
thesia, the  patient’s  arterial  blood  pressure  was 
1 10/80,  her  pulse  rate  was  104  per  minute,  and  her 
respiratory  rate  was  24  per  minute.  Anesthesia 
consisted  of  cyclopropane-oxygen,  and  an  airway 
was  assured  by  the  insertion  of  a number  36  F. 
orotracheal  tube.  Surgery  was  begun  at  10:00 
a.m.  During  the  induction  of  anesthesia  and 
during  the  early  part  of  the  surgery,  severe 
jactitations  were  observed.  At  11:30  a.m.  the 
patient’s  blood  pressure  and  pulse  rate  were 
unchanged,  but  the  respiratory  rate  had  increased 
to  40  per  minute,  and  profuse  sweating  was 
noted.  At  noon  the  pulse  rate  had  risen  to  130 
per  minute  and  the  respiratory  rate  to  44  per 
minute.  The  patient’s  oral  temperature  at  this 
time  was  102  F.  By  1:00  p.m.  the  respiratory 
rate  was  60  per  minute.  Respirations  appeared 
to  be  ineffectual,  and  a tracheal  tug  was  noted. 
Profuse  sweating  continued.  At  this  time  it  was 
suggested  that  the  system  of  anesthesia  be 
changed  from  closed  absorption  with  cyclopro- 
pane to  a semiclosed  system  of  nitrous  oxide  with 
oxygen.  Respirations  were  controlled,  and  ice 
bags  were  applied  to  various  parts  of  the  bod}^. 
A blood  transfusion  of  500  cc.  of  blood  was  begun. 
The  patient  appeared  to  be  in  shock.  She  was 
drenched  in  perspiration,  and  her  skin  was  cold 
and  clammy  with  poor  capillary  refill.  At 
1:30  p.m.  the  blood  pressure  had  fallen  to  80/70, 
and  the  pulse  rate  was  120  per  minute  and  of 
poor  quality.  The  oral  temperature  had  risen  to 
103  F.  By  2:00  p.m.  no  blood  pressure  was 
obtainable,  although  the  pulse  was  barely  dis- 
cernible at  150  per  minute,  and  the  temperature 
was  still  103  F.  A second  bottle  of  500  cc.  of 
blood  was  begun,  although  blood  loss  had  been 
minimal.  By  3:00  p.m.  a blood  pressure  of 
100/80  was  obtained,  the  pulse  rate  was  130  per 


minute  and  of  fair  quality,  and  the  temperature 
had  fallen  to  101  F.  There  was  still  profuse 
sweating,  poor  color,  and  a cold,  clammy  feel  to 
the  skin.  Over  protestations  of  the  surgeon  a 
third  bottle  of  500  cc.  of  blood  was  begun.  At 
4:00  p.m.  the  patient’s  blood  pressure  was 
100/60,  pulse  rate  140  per  minute,  respirations 
(now  assisted)  46  per  minute,  and  oral  temper- 
ature 100.2  F. 

At  this  time  it  was  pointed  out  that  this  patient 
was  a Demerol  addict  requiring  fairly  large 
doses  daily.  Neither  surgery  nor  blood  loss 
had  been  so  drastic  as  to  produce  the  shocklike 
picture  which  the  patient  presented.  It  was 
suggested  that  perhaps  her  condition  might 
be  a sign  of  Demerol  withdrawal  (she  had  had  no 
Demerol  now  for  ten  hours).  Twenty-five  mg. 
of  Demerol  were  injected  intravenously.  This 
seemed  to  improve  her  condition  somewhat. 
Her  respirations  slowed  to  24  per  minute,  her 
pulse  became  stronger,  and  her  general  condition 
improved.  At  4: 10  p.m.  surgery  was  completed. 
This  had  consisted  of  a hysterectomy,  appendec- 
tomy, and  bilateral  uretero-ileosigmoid  trans- 
plant. On  arrival  in  the  recovery  room  the 
patient’s  blood  pressure  was  100/50,  her  pulse 
rate  was  144  per  minute,  her  respiratory  rate 
was  24  per  minute,  and  her  temperature  was 
100.8  F.  She  was  cold,  clammy,  and  still  perspir- 
ing. Nasal  oxygen  was  started. 

The  patient’s  condition  improved  slightly 
until  7:30  p.m.  when  she  showed  evidence  of 
severe  respiratory  distress.  Pinkish  fluid  was 
suctioned  from  her  mouth.  Despite  the  admin- 
istration of  oxygen  by  mask,  her  condition 
became  worse.  A medical  consultation  was 
obtained  after  which,  at  8:15  p.m.  the  patient 
was  given  Cedilanid,  0.4  mg.  intravenously, 
morphine,  10  mg.  intramuscularly,  Amino- 
phylline,  20  cc.  intravenously,  and  Mercuhydrin, 
1 cc.  intramuscularly.  At  8:45  p.m.  she  was 
given  10  mg.  of  morphine  intravenously  and  a 
phlebotomy  of  850  cc.  was  performed.  At 
9:15  p.m.  another  0.4  mg.  of  Cedilanid  was  given 
intravenously  and  also  10  cc.  more  of  Amino- 
phylline.  There  was  no  improvement.  At  9: 35 
p.m.  an  electrocardiogram  showed  no  cardiac 
activity.  The  chest  was  opened,  and  the  heart 
was  “massaged”  but  without  success. 

Discussion 

Dr.  Lester  C.  Mark:  The  situation  reported 
here  might  possibly  be  due  to  Demerol  with- 
drawal, but  actually,  there  is  no  definite  proof 
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that  the  shocklike  state  was  due  to  such  a cause. 
The  rise  in  body  temperature  to  103  F.  during 
anesthesia  might  make  one  think  of  the  possi- 
bility of  heat  retention  or  inadequate  absorption 
of  exhaled  carbon  dioxide. 

Dr.  Charles  L.  Burstein:  In  heat  retention 
during  a closed  system  of  anesthesia,  hyper- 
thermia may  develop,  but  there  is  associated 
with  this  a rise  in  arterial  blood  pressure,  not  a 
fall  as  in  this  case,  and  the  patient’s  skin  remains 
hot  and  dry.  If  this  condition  is  allowed  to 
progress,  decompensation  finally  supervenes, 
and  heat  exhaustion  occurs.  Then  the  patient’s 
body  temperature  declines,  the  arterial  blood 
pressure  falls,  tachycardia  develops,  and  ex- 
cessive sweating  occurs — a condition  closely 
resembling  surgical  shock. 

Dr.  Elizabeth  Crawford:  Carbon  dioxide 
retention  was  considered  in  this  case.  That  is 
why  the  closed  system  of  cyclopropane  was 
changed  to  a semi-closed  system  of  nitrous 
oxide  and  oxygen  with  controlled  respirations. 
Moreover,  in  carbon  dioxide  retention  the  blood 
pressure  rises  and  the  pulse  pressure  widens, 
contrary  to  what  occurred  in  this  case.  As  to 
proof  that  the  circulatory  disturbance  was  due  to 
Demerol  withdrawl,  it  will  be  admitted  that 
there  was  no  definite  proof  in  this  case.  How- 
ever, the  shocklike  state  occurred  ten  hours 
after  the  last  administration  of  Demerol  at 
which  time  the  intravenous  administration  of 
25  mg.  of  Demerol  resulted  in  significant  improve- 
ment. 

Dr.  Burstein:  Blood  loss  during  surgery 
did  not  seem  to  be  the  cause  of  the  hypotension. 
Administration  of  1,500  cc.  of  blood  was  ex- 
cessive and  ineffectual.  The  response  of  the 
systemic  arterial  blood  pressure  was  inadequate 
despite  the  overloading  of  the  pulmonary  cir- 
culation with  ensuing  pulmonary  edema. 

Dr.  George  Wallace:  It  is  known  that  the 


signs  and  symptoms  of  narcotic  withdrawal 
occur  as  a physical  dependence  of  the  drug. 
The  fact  that  an  individual  is  in  a state  of  general 
anesthesia  would  not  prevent  the  manifestation 
of  body  responses  due  to  addiction  requirements. 

Dr.  Crawford:  A review  of  the  literature 
and  communications  with  the  U.S.  Public 
Health  Service  in  Lexington,  Kentucky,  fails  to 
find  any  specific  data  on  Demerol  addicts  under- 
going surgery.  However,  it  is  known  that  the 
Demerol  abstinence  syndrome  in  the  unanes- 
thetized patient  closely  resembles  the  findings  in 
this  patient  under  anesthesia.  The  onset  is 
evident  four  hours  after  the  last  dose  of  Demerol, 
reaching  its  peak  intensity  in  eight  to  ten  hours 
after  the  last  dose.  Muscle  twitchings,  tremor, 
hyperhidrosis,  and  circulatory  disturbances  are 
usually  found.  It  is  probable  that  the  stress  of 
anesthesia  and  surgery  superimposed  on  the 
withdrawal  symptoms  were  sufficient  to  cause 
irreversible  shock  and  death  in  this  patient. 

Dr.  Burstein:  It  is  noteworthy  that  this 
same  patient  underwent  two  relatively  short 
procedures  (a  suprapubic  cystotomy  and  a 
cesarean  section)  three  and  four  months  pre- 
viously uneventfully.  It  was  only  after  several 
hours  after  the  last  dose  of  Demerol  that  the 
bizarre  condition  described  occurred. 

When  Demerol  was  first  introduced  clinically 
it  was  claimed  that  this  drug  would  have  no 
addiction  properties.  These  claims  have  not 
been  substantiated.  In  fact,  it  would  seem  that 
Demerol  addiction  is  one  of  the  worst  of  the 
narcotic  addictions  in  this  regard,  since  the  onset 
of  the  agonizing  withdrawal  signs  are  said  to 
occur  sooner  than  with  morphine  or  heroin. 

With  the  ever  increasing  surgical  progress 
and  more  lengthy  surgical  procedures,  it  may  be 
worth  while  to  consider  narcotic  withdrawal 
signs  in  patients  that  are  addicted  to  Demerol 
or  other  narcotics. 
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In  1957,  1,330  Americans  were  killed  in  train-car  crashes  and  53,000  were  injured  in  car- 
bicycle  mishaps. 
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Medical  Films  for  the  Laity 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
( President , Medical  Film  Guild , Ltd.) 


Why  should  this  be  a problem  which  concerns  the 
medical  profession? 

In  one  European  edition  of  the  Herald 
Tribune , published  in  Paris,  a brief  notice 
appeared  quoting  remarkable  results  with  a 
vaccine  for  treatment  of  multiple  sclerosis  alleg- 
edly discovered  by  a Russian  research  team  in 
the  U.S.S.R. 

Evidently  a premeditated  flood  of  propa- 
ganda, politically  inspired  from  the  U.S.S.R., 
also  has  been  circulated  in  the  northwestern 
section  of  the  United  States  where  the  reports 
emphasized  the  remarkable  therapeutic  benefits 
derived  from  this  vaccine. 

Investigation  by  authorities  in  the  multiple 
sclerosis  field  failed  to  substantiate  any  of  the 
claims  made.  The  National  Multiple  Sclerosis 
Society  reports  this  as  a continuing  problem  and 
not  an  isolated  incident  because  American  news- 
papers have,  on  several  occasions  in  the  past, 
misquoted  the  present-day  understanding  of 
what  may  be  accomplished  in  the  therapy  of  this 
disease. 

In  contrast  to  the  above,  here  is  how  the  press 
in  Allegheny  County  (Pittsburgh,  Pennsylvania 
area)  treated  a medical  problem  which  faced  their 
community.  The  director  of  public  relations 
of  the  Allegheny  County  Medical  Society  is  the 
authoritative  individual  who  must  be  con- 
sulted by  the  press,  and  it  is  his  duty  to  clear 


medical  copy  before  it  is  allowed  to  appear  in 
print  in  the  daily  newspapers. 

When  scores  of  asthmatic  patients  became 
hospitalized  some  years  ago  in  Donora,  Penn- 
sylvania (a  suburb  of  Pittsburgh)  due  to  precipi- 
tation of  droplets  of  sulphur  dioxide  in  the  at- 
mosphere with  many  deaths  ensuing,  the  press, 
under  proper  medical  guidance,  reported  this 
adequately  and  fairly  to  all  concerned  instead  of 
searching  for  headline  copy. 

Reaching  the  public  with  authentic  informa- 
tion is  a vital  problem  of  those  medical  societies 
and  local  academies  of  medicine  which  feel  that 
such  an  endeavor  serves  a worth-while  commu- 
nity need.  More  and  more  such  groups  have  en- 
deavored to  correct  the  situation  of  misinforma- 
tion that  is  received  through  established  means  of 
communication  (the  lay  newspapers,  journals, 
radio,  and  television)  by  developing  local  pro- 
grams on  health  education  to  which  the  public  is 
invited. 

The  New  York  Academy  of  Medicine  has 
pioneered  in  the  development  of  such  Lectures  to 
the  Laity.  For  its  1958-1959  lecture  season, 
emphasis  is  being  placed  on  “Science — Man’s 
Master  or  Servant?”  The  probable  list  (tenta- 
tive at  the  moment)  of  lectures  comprise  the 
following  subject  headings:  “Communication 

in  Relation  to  Health,”  “Atomic  Energy  and  the 
Public  Health,”  “Science  and  Improved  Edu- 
cation for  Citizenship,”  “Paths  and  Roadblocks 


October  15,  PJ58 


3335 


JOSEPH  P.  HACKEL 


Between  Science  and  Social  Action,”  “Biology 
and  the  Growth  of  Medical  Science,”  and  “The 
Whole  Man — Present  Horizons  on  Understand- 
ing of  Both  Science  and  Religion.” 

The  preparation  of  papers  on  the  above  sub- 
jects naturally  is  a time-consuming  enterprise 
and  necessitates  considerable  effort  on  the 
author’s  and  program  director’s  part.  When 
other  societies  or  academies  of  medicine  have  a 
similar  problem,  but  lack  the  time  for  con- 
sultation and  preparation  of  such  a series  of 
talks,  one  alternative  procedure  is  to  use  the 
medical  motion  picture  film  prepared  for  lay 
public  presentation.  When  the  subject  deals 
with  a vital  community  problem,  one  can,  with 
nominal  effort,  search  for  and  find  a film  which 
can  fit  into  a predetermined  program. 

For  example,  take  the  planned  program  of  the 
New  York  Academy  of  Medicine  as  a typical 
experience.  Of  the  six  subjects  tentatively 
selected,  at  least  three  such  lectures  could  be 
preceded  by  presently  available  films,  such  as 
those  on  atomic  energy,  biologic  research,  and 
religion  in  medicine.  The  other  three  may 
require  a little  additional  searching.  Perhaps  a 
perusal  of  what  the  Freedoms  Foundation  has 
accomplished  in  developing  a film  program  on 
the  social  sciences  and  citizenship  might  reveal 
the  desired  subjects. 

The  above  remarks  should  not  be  construed 
as  indicating  that  the  New  York  Academy  of 
Medicine  is  considering  either  supplementing  or 
substituting  films  for  any  of  their  presently 
planned  programs.  However,  scores  of  similar 
minded  groups  have  seriously  entertained  the 
idea  of  a planned  film  program  for  such  a public 
spirited  endeavor  in  medical  education. 

How  does  one  go  about  planning  such  a pro- 
gram? Of  the  several  people  approached  who 
have  had  considerable  experience  in  the  field  of 
public  health  education,  one  such  was  Dr.  Bruno 
Gebhard,  who  directed  the  Health  and  Medicine 
Exhibit  at  the  New  York  World’s  Fair  and  who 


is  now  director  of  the  Cleveland  Health  Museum. 
His  recommendations  which  follow  were  the  in- 
spiration for  this  article,  and  his  remarks  are 
quoted  verbatim: 

Films  on  the  subject  of  medicine  and  health  are 
one  of  the  best  media  to  reach  the  so-called  laity. 
Health  education,  and  especially  patient  education, 
is  the  responsibility  of  the  medical  profession.  If 
the  public  is  health  ignorant,  or  as  some  physicians 
think,  knows  too  much  or  the  wrong  things  about 
diseases,  the  blame  is  always  w*ith  the  physician  and 
not  with  the  public. 

Lectures  and  pamphlets  have  only  limited  appeal 
in  the  age  of  visual  communication.  Films  are 
best  used  when  they  are  the  starting  point  for  dis- 
cussion, both  in  schools  and  with  adult  groups. 
Films  should  be  more  than  just  program  fillers  or 
time  killers. 

Hospitals,  especially  those  dealing  with  chronic 
diseases,  have  a great  opportunity  to  use  films  for 
patient  education.  The  same  is  true  with  the 
clientele  of  outpatient  departments,  wdth  expectant 
mothers’  classes,  and  other  special  groups,  like 
diabetic  patients. 

Physicians  should  be  warned  not  to  use  a film, 
especially  of  a technical  nature,  in  patient  education, 
which  they  have  not  personally  previewed  in  ad- 
vance. Films  good  for  professional  education 
seldom  do  a good  job  in  public  education. 

County  medical  societies  might  seriously  consider 
establishing  health  film  libraries,  offering  loan  films 
to  schools  and  community  groups.  This  would  be 
a worth-while  project  wherever  there  is  an  active 
women’s  auxiliary. 

Health,  museums,  as  have  been  established  in 
Cleveland,  Dallas,  Philadelphia,  and  Hinsdale, 
Illinois,  can  do  a good  job  without  having  an  exten- 
sive film  library  on  Health  and  Medicine. 

A letter  addressed  to  the  editor  of  this  Journal 
or  to  the  director  of  public  relations  of  national 
medical  associations  in  the  various  specialties 
will  elicit  information  as  to  available  medical 
films  on  lay  education. 


{Number  fourteen  of  a series  on  Visual  Education  in  Medicine ) 


J ay  walking  was  costly  in  the  United  States  last  year—  2,600  were  killed. 
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Etching,  by  Max  Wolf,  M.D.,  of 
New  York  City.  Dr.  Wolf  has  sub- 
mitted several  etchings,  of  which 
this  is  one.  He  has  exhibited 
paintings  and  etchings  at  the  New 
York  Academy  of  Medicine  in  for- 
mer years.  At  one  time  he  gave 
instruction  in  etching  to  the  medical 
profession  at  the  Academy. 

Dr.  Wolf  is  self-taught  and  had 
started  art  in  his  teens  and  then 
resumed  after  his  sixtieth  birthday. 
These  exquisite  etchings  have  been 
used  for  Christmas  and  Easter 
cards  sent  to  friends  in  former  years. 

Dr.  Wolf  has  succeeded  in  attain- 
ing professional  competence  in  a 
difficult  medium — etching. 
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Water  color , by  Rosine  Silberer,  M.D.,  of  Johnson  City.  Dr.  Silberer  is  a general  practi- 
tioner who  likes  watercolor  painting  and  has  been  making  rapid  strides  in  the  past  few  years 
since  giving  up  oils. 

Reproduced  above  is  a marine  scene,  done  on  the  spot  during  one  of  her  vacations  in  Maine. 


INFORMATION  ABOUT  “TIIE  GALLERY ” 

On  these  pages,  the  Journal  is  presenting  a series  of  reproductions  of  physi- 
cian art  work,  and  each  member  of  the  Medical  Societ}'  of  the  State  of  New  York  is 
invited  to  contribute  to  this  new  feature. 

If  you  would  like  to  participate,  please  furnish  an  8 by  10  inch  black  and  white 
glossy  print  of  good  quality  suitable  for  reproduction.  Prints  of  the  art  work  are 
not  returnable.  This  should  be  sent  in  a cardboard  back  manila  envelope  to  the 
editor  of  “The  Gallery”: 

Walter  J.  Alexander,  M.D. 

333  Main  Street 
Binghamton,  New  York 

Please  include  the  following  information: 

1.  Your  name  and  address 

2.  Title  of  picture 

3.  Where  and  when  painted  or  sculpted 

4.  Where  previously  exhibited ; any  prizes  received 

5.  Short  interpretation  of  the  work 

6.  How  long  you  have  painted;  any  instruction  you  have  had. 
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SUMMARY  OF 
COUNCIL  MINUTES 


There  follows  a summary  of  the  minutes  of  the  June  12,  1958,  Council  meeting,  as 
adopted  September  11,  1958. 


rI^HE  Council  convened  from  9 a.m.  until  1:15 
J-  p.m.  at  the  Manhattan  Club,  New  York  City, 
Dr.  Leo  Gibson,  president  of  the  Society,  presid- 
ing. Dr.  Gibson  introduced  the  new  members: 
Drs.  George  J.  Lawrence,  Jr.,  Harry  Golembe,  and 
Alfred  P.  Ingegno. 

The  minutes  of  May  14  meeting  were  approved. 

Executive  Committee 

Dr.  Anderton  stated  that  the  committee  discussed 
appointing  an  executive  director  but  made  no  rec- 
ommendations. After  discussion  the  Council  voted 
that  a special  committee  be  appointed  by  the  presi- 
dent to  investigate  the  possibility  of  hiring  an  ex- 
ecutive director  and  to  make  suggestions  as  to  per- 
sonnel, but  without  power  to  act  until  they  have 
reported  to  the  Council  for  further  instructions. 

Communications. — Letter  of  June  4,  1958,  from 
Dr.  C.  E.  DeCamp,  New  York  State  Veterinary 
Medical  Society,  enclosing  minutes  of  an  informal 
meeting  which  discussed  forming  an  interprofes- 
sional society  in  New  York  State.  This  was  held 
April  11,  1958,  at  the  Cornell  Club.  The  Executive 
Committee  recommended  that  this  Society  partici- 
pate in  a meeting  to  explore  this  proposal  and  sug- 
gested that  Drs.  Fineberg,  Anderton,  and  Gibson 
attend  the  meeting. 

Approval  was  voted. 

Letter  of  May  28,  1958,  from  Dr.  Alonzo  S.  Yerby, 
Deputy  Commissioner  for  Medical  Affairs  of  the 
New  York  State  Department  of  Social  Welfare, 
requesting  the  appointment  of  two  physicians  to 
an  advisory  committee  being  formed  for  the  guid- 
ance of  the  State  Departments  of  Health  and  Social 
Welfare  in  their  contemplated  joint  project  to  im- 
prove patients  records  in  nursing  homes.  The  Ex- 
ecutive Committee  recommended  that  the  Presi- 
dent so  appoint. 

This  was  voted. 

As  result  of  letters  of  April  9,  1958,  and  March 
31,  1958,  from  Messrs.  Martin,  Clearwater  & Bell 
regarding  proposed  changes  in  the  bylaws  of  the 
Medical  Society  of  the  County  of  Erie  and  the  pro- 
posed new  constitution  and  bylaws  of  the  Bronx 
County  Medical  Society,  the  Executive  Committee 
recommended  that  these  societies  be  notified  that 
the  proposed  amendments  are  approved,  with  the 
changes  suggested  by  Messrs.  Martin,  Clearwater 


& Bell  and  concurred  in  by  the  members  of  the 
recently  defunct  Committee  on  Constitution  and 
Bylaws  of  the  Council. 

Approval  was  voted. 

Letter  of  May  23,  1958,  from  Dr.  Raymond  S. 
McKeeby,  expressing  his  willingness  to  serve  again 
on  the  Nurse  Advisory  Council  of  the  Board  of 
Regents  but  suggesting  that  Dr.  John  M.  Galbraith 
be  nominated  because  he  is  the  chairman  of  the  So- 
ciety’s Nursing  Education  Committee.  Correspond- 
ence relating  to  Mr.  Killough’s  request  of  May  6, 
1958,  for  nomination  of  three  persons  for  consider- 
ation in  filling  the  vacancy  created  by  the  expira- 
tion of  Dr.  McKeeby’s  term  on  December  31,1958. 

The  Executive  Committee  recommended  that 
the  three  members  of  the  Society’s  Nursing  Educa- 
tion Committee,  Dr.  John  M.  Galbraith,  Dr.  Louis 
M.  Rousselot,  and  Dr.  Charles  M.  Smith,  be  the 
nominees. 

Approval  was  voted. 

Letter  of  May  29,  1958,  from  Dr.  John  J.  Sibley, 
secretary  of  the  Medical  Society  of  the  County  of 
Richmond,  enclosing  resolution  which  “petitions 
the  Council.  . .to  withhold  any  final  action  on  any 
of  these  recommendations  and/or  suggestions  until 
such  time  as  our  Society  or  its  duly  elected  repre- 
sentatives may  review  and  express  the  opinion  of 
our  Society  on  any  such  contemplated  action.” 
This  refers  to  “recommendations  and/or  suggestions 
of  the  1958  Survey  Report.”  The  Executive  Com- 
mittee referred  this  to  the  Council  without  recom- 
mendation. Copies  of  the  resolution  went  to  each 
member  of  the  Council  in  advance.  After  discus- 
sion it  was  voted  to  send  other  county  medical  soci- 
eties copies  of  a reply  to  the  effect  that  this  Council 
is  keenly  aware  of  the  limitations  and  requirements 
of  the  Constitution  and  Bylaws  as  they  now  exist 
and  will  do  nothing  contrary  to  these  restrictions. 

Letters  of  thanks  were  presented  from  Mrs. 
Thurman  B.  Givan  and  Mrs.  Colgate  Phillips  in 
regard  to  the  work  of  the  Woman’s  Auxiliary  and 
the  courtesy  that  was  extended  to  Mrs.  Givan  at 
the  House  of  Delegates. 

Letter  of  April  9,  1958,  from  Dr.  Charles  F.  Mc- 
Carty, secretary  of  the  Coordinating  Council  of  the 
First  District  Branch  (1)  approving  a resolution  of 
the  Medical  Society  of  the  County  of  Richmond  in 
support  of  the  proposal  that  the  National  Founda- 
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tion  for  Medical  Education  raise  three  quarters  and 
that  the  medical  profession  raise  one  quarter  of  the 
annual  SI 0,000,000  operating  deficit  of  medical 
schools  and  (2)  urging  that  medical  school  faculties 
cease  urging  students  to  accept  internships  in  teach- 
ing or  university-controlled  hospitals,  that  graduates 
accept  internships  in  community  or  local  hospitals, 
and  that  graduates  be  obliged  to  serve  rotating 
internships  in  general  hospitals. 

Letter  of  June  9,  1958,  from  Mr.  C.  Myron  Bates, 
president  of  the  Montour  Historical  Society,  asking 
endorsement  of  request  for  a commemorative  postage 
stamp  in  honor  of  Jane  A.  Delano  and  nurses  who 
died  in  World  War  I.  The  Executive  Committee 
recommended  endorsement. 

Authorization  was  voted. 

Paragraph  on  page  3 of  the  American  Medical 
Association  Secretary’s  letter  No.  438,  dated  June 
6,  1958,  stated  that  the  American  Medical  Associa- 
tion would  like  to  have  representatives  from  this 
country  at  the  British  Medical  Association.  They 
asked  doctors  who  would  be  in  England  in  July 
please  to  notify  Dr.  George  Lull,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 

Letter  of  June  3,  1958.  from  Dr.  Victor  S.  Lait, 
treasurer  of  the  Medical  Society  of  the  County  of 
Queens,  requesting  that  1958  State  and  American 
Medical  Association  dues  of  the  late  Dr.  Max 
Schaumberg  be  refunded  to  relieve  hardship. 

Approval  was  voted , including  reference  to  the 
American  Medical  Association. 

Letter  of  May  21,  1958,  from  Dr.  Louis  Bush, 
Secretary  of  Nassau  County  Medical  Society,  re- 
questing refund  of  1958  State  dues  of  Dr.  Norris  M. 
Rossman,  who  died  on  February  2,  1958. 

Approval  was  voted. 

Letter  of  May  31,  1958,  from  Dr.  George  E.  Taylor, 
Jr.,  secretary  of  the  Medical  Society  of  the  County 
of  Allegany,  transmitting  application  of  Dr.  George 
W.  Batt  for  election  to  life  membership  in  May, 
1959,  as  of  May,  1958,  with  resolution  of  the  county 
medical  society  remitting  Dr.  Batt’s  county  society 
dues  for  the  year  1957.  The  Executive  Committee 
recommended  remission  of  Dr.  Batt’s  annual  State 
dues  for  1957  and  1958  and  presentation  of  his  name 
to  the  House  of  Delegates  for  election  to  life  member- 
ship in  May,  1959. 

Approval  was  voted. 

Dues  Remissions. — At  the  recommendation  of 
the  Executive  Committee,  the  Council  remitted 
1958  annual  State  dues  of  19  members  because  of 
illness,  four  members  because  of  military  service, 
and  two  members  because  of  financial  hardship. 
The  Council  also  voted  to  request  remission  of  1958 
American  Medical  Association  dues  of  18  members. 

The  report  of  the  Executive  Committee  as  a 
whole  was  approved. 

Secretary’s  Report 

Dr.  Anderton  presented  the  following:  “A  lease 
for  the  eighteenth  floor  at  750  Third  Avenue,  for  a 
period  of  fifteen  years,  has  l>een  signed. 


“Resolutions  for  the  American  Medical  Associa- 
tion from  our  House  of  Delegates  have  been  sub- 
mitted to  Dr.  Gerald  D.  Dorman,  chairman  of  our 
delegation.  Wives  of  delegates  to  the  American 
Medical  Association,  who  will  be  in  San  Francisco 
June  23  to  26,  have  been  notified  that  you  appointed 
them  hostesses  to  function  in  the  State  Society’s 
hospitality  room. 

“Mr.  Charles  L.  Baldwin,  Convention  Manager, 
has  arranged  at  the  Hotel  Statler  in  Buffalo  for  1959 
and  the  Hotel  Statler  in  New  York  City  for  1960, 
to  have  resolution  58-48  put  into  operation.  The 
House  of  Delegates  will  convene  at  2 p.m.  Saturday, 
May  9,  1959,  and  will  adjourn  at  the  end  of  the 
morning,  Monday,  May  11.  A Saturday  evening 
session  is  scheduled.  The  annual  meeting  (dinner 
dance)  will  be  held  Monday  evening,  May  11. 
Scientific  meetings  will  commence  that  afternoon 
and  continue  through  Friday,  May  15.  A similar 
schedule  is  envisaged  for  May  7 to  13,  1960. 

“In  accordance  with  requests  of  the  Board  of 
Regents  of  the  New  York  State  Education  Depart- 
ment, your  secretary  suggests  that  you  nominate  for 
examiner  in  diagnosis  on  the  State  Board  of  Medical 
Examiners,  Drs.  Alfred  P.  Ingegno  of  Brooklyn, 
Ernest  B.  Millard  of  Rochester,  and  Jacob  W. 
Holler  of  Rochester — one  to  be  chosen.  It  is  sug- 
gested that  you  nominate  for  the  examiner  in  bac- 
teriology, Dr.  Edwin  D.  Kilbourne  of  New  York 
City,  Dr.  Erwin  Neter  of  Buffalo,  and  Dr.  Orren  D. 
Chapman  of  Syracuse.  Although  Dr.  John  J. 
Clemmer  of  Albany  will  probably  be  reappointed  in 
laboratory  medicine,  in  compliance  with  the  Re- 
gents request,  we  suggest  also  the  names  of  Dr. 
Milton  G.  Bohrod  of  Rochester  and  Dr.  William  C. 
Schraft,  Jr.  of  New  Rochelle.” 

Approval  was  voted. 

“On  the  Committee  for  Medical  Grievances  of 
the  State  Education  Department,  Dr.  William  T. 
Boland’s  and  Dr.  Alfred  Schenone’s  terms  will 
expire  December  31,  1958.  The  Regents  have 
requested  two  additional  candidates  for  each  post, 
although  Drs.  Boland  and  Schenone  will  probably 
be  reappointed.  Drs.  James  I.  Farrell  of  Utica  and 
Harold  H.  Joy  of  Syracuse  have  signified  their 
willingness  to  be  nominated  with  Dr.  Boland. 
Dr.  Albert  B.  Accettola  of  Staten  Island  and  Dr.  W. 
Brandon  Macomber  of  Albany  have  agreed  to  being 
suggested  for  Dr.  Schenone’s  position. 

“Your  secretary  suggests  that  you  approve  of 
submitting  these  names  to  the  Board  of  Regents.” 

Approval  was  voted. 

Dr.  Anderton  listed  meetings  he  had  attended 
during  the  preceding  month.  He  also  reported  he 
had  made  suggestions  as  requested  by  the  Medical 
Society  of  the  County  of  Washington  to  help  revise 
their  bylaws. 

Matters  Referred  from  the  House  of  Delegates 

Secretary  (Section  162 — Eligibility  for  County 
Society  Membership). — The  House  approved  resolu- 
tion 58-9  in  principle  and  referred  it  “to  the  Council 
for  study  and  recommendation  as  to  the  necessary 
changes  in  the  Bylaws  to  cover  this  multiple  prob- 
lem.” The  resolution  calls  for  establishment  of 
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machinery  for  the  enforcement  of  the  provision  of 
Chapter  XIV,  Section  1 of  the  Bylaws,  that  “except 
by  approval  of  the  Council.  . .no  physician  shall  be 
an  active  member  in  a county  medical  society  other 
than  that  of  the  county  in  which  he  maintains  legal 
residence  or  has  his  principal  offices.’ ’ 

The  Council  voted  to  refer  this  to  the  House 
Committee  on  Constitution  and  Bylaws,  Dr.  A.  H. 
Aaron,  chairman. 

Trustees  (Section  147). — 1.  That  a $10  assess- 
ment be  levied  on  all  new  members  in  1958  and  that 
“this  policy  be  considered  for  a continuation  by 
subsequent  Houses  of  Delegates.” 

This  was  referred  to  the  Board  of  Trustees. 

2.  That  continued  effort  be  exerted  toward  the 
direct  collection  of  American  Medical  Association 
dues. 

Also  referred  to  the  Board  of  Trustees  for  recom- 
mendation to  the  Council. 

3.  The  Council  further  referred  to  the  Trustees 
the  vote  by  the  House  that  the  $16,000  budgeted  for 
the  Blood  Banks  Association  and  the  North  East 
District  Clearing  House  be  considered  a maximum 
sum. 

Budget  (Section  151). — That  the  Council  study 
the  proposed  allocation  of  “money  for  emergency 
care  of  indigent  doctors  if  there  is  a surplus  at  the 
end  of  the  year”  and,  if  they  find  it  advisable,  re- 
quest the  Board  of  Trustees  to  make  such  an  alloca- 
tion (resolution  58-33). 

This  was  r ef  erred  to  the  Budget  Committee. 

1958  Survey  (Section  144). — The  House  directed 
1.  That  such  recommendations  in  the  Survey  of  the 
Medical  Society  of  the  State  of  New  York  prepared 
by  the  firm  of  Rogers,  Slade  & Hill  as  the  Council  can 
implement  during  the  year,  i.e.  recommendations 
which  do  not  require  changes  in  the  Bylaws,  “should 
be  carried  out  by  them  at  their  discretion.” 

2.  (Section  209). — That  those  portions  of  the 
recommendations  and  suggestions  of  the  1958  Sur- 
vey Report  which  do  not  require  amendment  to  the 
Constitution  and  Bylaws  be  referred  to  the  Council 
for  consideration  and  action  (resolution  58-66). 

After  discussion,  it  was  voted  to  refer  this  to  a 
committee  of  the  Council  for  study  and  suggestions. 

Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel. — The  Council  referred  the  following 
two  items  to  the  Malpractice  Insurance  and  Defense 
Board:  1.  (Section  190). — That  a limited  number 
of  malpractice  claims,  selected  by  our  counsel  and 
carrier  with  the  consent  of  the  doctor  involved,  be 
submitted  to  arbitration  arranged  by  the  American 
Arbitration  Association  (resolution  58-10). 

2.  (Section  191). — That  the  Council  be  directed 
to  take  action  “toward  obtaining  a greater  percent- 
age of  participation  in  the  Group  Plan  of  Mal- 
practice Insurance  on  the  part  of  members  of  county 
medical  societies  in  and  about  the  New  York  City 
area”  (resolution  58-12). 

(Section  192). — There  was  referred  to  the  Legisla- 
tion Committee  the  House  vote  to  recommend  “that 
the  Committee  on  Legislation  give  serious  thought 


to  initiating  legislation  that  will  hold  a physician 
free  and  harmless  on  account  of  certifications  re- 
quired by  the  Bureau  of  Motor  Vehicles”  (resolution 
58-20). 

Council.  Part  I (Section  143). — The  House  voted 
that,  in  order  to  develop  a standard  classification 
and  uniform  terminology  relating  to  deaths  in  the 
operating  room,  a committee  consisting  of  an 
internist,  a surgeon,  an  anesthesiologist,  and  a pa- 
thologist be  appointed  to  conduct  a statistical  study 
and  evaluation  of  operating  room  deaths  and  to 
report  at  the  1959  meeting  of  the  House  of  Dele- 
gates (resolution  58-43). 

It  was  voted  to  refer  this  subject  to  a special  com- 
mittee consisting  of  Dr.  Seymour  Goldenberg,  chair- 
man; Dr.  Henry  T.  Randall,  and  Dr.  Andrew  A. 
Eggston. 

Council,  Part  II  (Section  141).— Referred  to  the 
Legislation  Committee  was  the  House  vote  that 
efforts  should  be  continued  to  reduce  the  number  of 
yearly  routine  school  medical  examinations. 

Council,  Part  III  (Section  95). — The  Council 
voted  to  transmit  to  its  Public  Health  and  Education 
Committee  for  reference  to  the  General  Practice 
Subcommittee  the  following  two  actions:  1.  That 
the  recommendation  of  the  1957  House  of  Delegates 
referred  to  in  section  2 of  the  Report  of  the  Council, 
Part  III,  Public  Health  Activities  B,  General  Prac- 
tice, on  page  1104  of  the  April  1,  1958,  Journal  be 
altered  to  “that  future  general  practitioners  be 
encouraged  to  complete  a two-year  residency  in 
general  practice,  the  second  year  of  which  should  be 
devoted  to  the  subspecialties  in  surgery  and  obstet- 
rics for  the  purpose  of  rounding  out  a general  prac- 
tice training,”  and  to  adopt  the  opinion  of  the 
1958  reference  committee  on  this  report  that  “such 
a program  would  enhance  integration  of  the  general 
practitioner  into  the  hospital  setup  by  encouraging 
the  establishment  of  a General  Practitioners’ 
Section.” 

2.  To  reject  the  resolution  proposed  by  the  Gen- 
eral Practice  Subcommittee  on  page  1104  of  the 
April  1,  1958,  Journal  and  to  adopt  instead  the 
reference  committee  recommendation  that  “dili- 
gent and  persuasive  methods  should  be  found  to 
impress  medical  school  administrations  in  New  York 
State  with  the  importance  in  the  community  of  the 
general  practitioner.” 

Council,  Part  IV  (Section  135). — The  House  voted 
that  instead  of  establishing  the  proposed  section  on 
blood  banking,  it  would  be  better  to  assign  this 
activity  to  the  Section  on  Pathology  and  Clinical 
Pathology  and  to  change  the  name  of  the  section  to 
“Section  on  Pathology,  Clinical  Pathology,  and 
Blood  Banking”  (resolution  58-1). 

This  was  referred  to  the  Convention  Committee 
for  the  Scientific  Program  Subcommittee.  And 
it  was  resolved  that  Dr.  Herbert  Berger,  president 
of  the  Blood  Banks  Association  of  New  York  State, 
be  so  notified. 

Council,  Part  VI  (Section  195). — 1.  (a)  That  fur- 

ther legal  opinion  be  obtained  from  the  attorney 
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general  of  the  State  of  New  York  and  from  Eugene 
A.  Sherpick,  Esq.,  regarding  the  legality  or  illegality 
of  the  practice  of  medicine  by  hospitals. 

The  Council  voted  that  Mr.  Martin,  counsel,  be 
requested  to  implement  this  action  of  the  House  of 
Delegates. 

(b)  The  House  vote  that  the  “Proposed  Guiding 
Principles  of  Hospital — Physician  Relationships” 
be  approved  with  the  exception  of  Article  IV  was 
delegated  to  the  Hospital  and  Professional  Relations 
Committee. 

(c)  That  the  Hospital  and  Professional  Relations 
Committee  of  the  council  be  continued. 

( d ) The  action  that  there  be  further  meetings  with 
representatives  of  the  Hospital  Association  of  New 
York  State  was  referred  to  the  Committee  on  Hospital 
and  Professional  Relations,  as  was  the  vote  (e)  that 
no  agreement  be  entered  into  which  is  contrary  to 
Section  6514  of  the  State  Education  Law,  Section 
13-d  of  the  Workmen’s  Compensation  Law,  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York,  or  the  American 
Medical  Association’s  Guide  for  Conduct  of  Phy- 
sicians in  Relationship  with  Institutions. 

2.  The  secretary  was  instructed  to  notify  the 
Medical  Society  of  the  County  of  Kings  that  the 
question  of  conditions  for  disapproval  or  endorse- 
ment of  the  proposed  establishment  of  a hospital  in 
Brooklyn  by  the  State  University  of  New  York  was 
left  to  the  county  society. 

(Section  197). — 3.  That  this  Society  recom- 
mends a two-year  rotating  internship,  that  a resolu- 
tion to  the  same  effect  be  introduced  at  the  June, 
1958,  session  of  the  American  Medical  Association 
House  of  Delegates,  and  that  copies  of  our  House  of 
Delegates  resolution  (58-39)  be  sent  to  deans  of 
medical  colleges,  presidents  of  hospital  boards, 
administrators  of  hospitals  in  the  State  of  New 
York,  secretaries  and  other  officers  of  the  Army, 
Navy,  and  Air  Force,  and  the  secretaries  of  the 
national  specialty  boards. 

The  secretary  was  instructed  to  implement  this 
to  the  best  of  his  ability. 

(Section  198). — 4.  The  referral  to  the  Council 
for  further  study  and  action  of  resolution  58-51, 
disapproving  the  practice  of  a hospital  charging  the 
patient  a fee  for  taking  an  electrocardiogram  and 
another  fee  for  interpreting  it,  was  sent  to  the  Hos- 
pital and  Professional  Relations  Committee. 

Council,  Part  VII  (Section  171). — 1.  The  House 
vote  to  request  that  the  Council  “mobilize  the  mili- 
tant support  of  the  Society’s  25,000  members  be- 
hind the  Jenkins-Keogh  bills  immediately  by  means 
of  a direct  mail  appeal”  (resolution  58-7)  was 
referred  to  the  Legislation  Committee,  the  Subcom- 
mittee on  Federal  Legislation. 

(Section  174). — 2.  The  House’s  request  to  oppose 
the  inclusion  of  medical  services  in  hospital  insur- 
ance contracts  and  recommend  the  transfer  of 
coverage  for  such  services  from  Blue  Cross  to  Blue 
Shield  organizations  (resolution  58-8)  was  sent  to 
the  Committee  on  Economics  for  submission  to  its 
Subcommittee  on  Medical  Care  Insurance. 

Also  the  Council  voted  to  send  to  the  Economics 


Committee  for  its  Subcommittee  on  Medical  Care 
Insurance  the  following  from  the  House  (Section 
175):  3.  That  the  Council  “investigate  the 

feasibility  of  such  a plan  (as  the  Wisconsin  plan 
for  the  Blue  Shield)  for  New  York  State.”  (resolu- 
tion 58-1 1 ). 

(Sections  176  and  184). — 4.  The  House  decided 
to  approve  the  policy  of  physicians  requiring  fees 
from  insurance  companies  for  preparing  reports 
(resolutions  58-16  and  58-46)  and  the  Council 
voted  that  this  matter  be  referred  to  the  Publication 
Committee. 

(Section  177). — 5.  The  request  that  the  Associ- 
ated Hospital  Service  of  New  York  (Blue  Cross) 
include  the  acutely  ill  infant  under  90  days  of  age  in 
its  regular  contract  (resolution  58-17)  was  referred 
to  the  Economics  Committee  for  its  Subcommittee 
on  Medical  Care  Insurance. 

(Section  178). — 6.  That,  in  subsequent  negotia- 
tions under  Public  Law  569  of  the  84th  Congress, 
the  Society  resist  any  “Extensions  to  Persons”  or 
“Extensions  of  Services”  in  the  Medicare  program 
(resolution  58-18). 

This  was  referred  to  the  Economics  Committee. 

(Section  180). — 7.  Also  to  the  Economics  Com- 
mittee was  sent  the  House’s  vote  to  “go  on  record 
declaring  that  an  amendment  to  Article  250  of  the 
Insurance  Law  of  the  State  of  New  York,  making 
all  reimbursements  for  paramedical  services  permis- 
sive on  the  part  of  IX-C  corporations  rather  than 
compulsory,  is  essential  to  the  orderly  and  efficient 
operation  of  such  IX-C  corporations  and  to  the 
giving  of  the  broadest  coverage  and  service  to  the 
subscriber  patients”  (resolution  58-23). 

(Section  181). — 8.  To  call  the  attention  of  the 
New  York  State  Department  of  Mental  Hygiene  to 
undesirable  conditions  in  State  hospitals  traceable 
to  a lack  of  interest  in  the  specialty  of  psychiatry  on 
the  part  of  American  physicians  and  to  advocate 
substantial  salary  increases  and  improved  living 
conditions  for  the  professional  staff  of  such  hospitals 
(resolution  58-30).  The  Council  voted  to  send  this 
to  the  Public  Health  and  Education  Committee  for 
referral  to  its  Mental  Hygiene  Subcommittee. 

(Section  183). — 9.  The  secretary  was  instructed 
to  notify  the  secretary  of  each  county  medical 
society  that  the  House  voted  to  “affirm  with  unmis- 
takable clarity  the  right  of  all  component  county 
societies  to  negotiate  with  their  respective  county  or 
local  welfare  commissioners  or  departments  of  wel- 
fare all  schedules  pertaining  to  physicians  fees” 
and  that  such  fee  schedules  “shall  not  be  required  to 
conform  to  any  fee  schedule  previously  approved  by 
the  Medical  Society  of  the  State  of  New  York”  (res- 
olution 58-45). 

(Section  185). — 10.  To  recommend  “to  the 
Social  Security  Administration  that  the  Medicare 
fee  schedule  be  adopted  as  the  minimum  standard 
for  payment  for  medical  consultative  services 
rendered  upon  the  order  of  Bureau  of  Disability 
Determinations  in  the  State  of  New  York”  and  to 
introduce  a similar  resolution  on  this  subject  in  the 
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American  Medical  Association  House  of  Delegates 
(resolution  58-60). 

This  was  referred  to  the  Special  Advisory  Com- 
mittee to  the  Bureau  of  Disability  Determinations  of 
which  Dr.  George  Himler  is  chairman,  and  the 
secretary  announced  that  the  introduction  of  such  a 
resolution  in  the  House  of  Delegates  of  the  American 
Medical  Assocation  was  on  its  way. 

(Section  187). — 11.  That  the  Council,  with  the 
cooperation  and  advice  of  the  constituent  county 
medical  societies,  study  the  medical  needs  of  all  the 
people  of  New  York  and  make  recommendations 
to  the  1959  House  of  Delegates,  with  due  regard  to 
“adequacy  of  coverage,  economics,  freedom  of  the 
patient,  freedom  of  medicine,  the  individual’s  re- 
sponsibility for  the  welfare  of  himself  and  his  fam- 
ily,” and  the  determination  of  the  Society  “to  take 
care  of  all  sick  people”  (resolution  58-49). 

After  discussion,  it  was  voted  that  a special  com- 
mittee be  appointed  by  the  president  from  members 
of  the  Planning  Committee,  the  Public  Health  and 
Education  Committee,  and  possibly  the  Rural  Medi- 
cal Service  Committee. 

Council,  Part  IX  (Section  201). — 1.  That  this 
Society  memorialize  the  Legislature  of  the  State  of 
New  York  to  create  a commission  with  representa- 
tion from  all  interested  parties,  including  the 
Legislature,  the  Bar  Association,  and  the  Medical 
Society  of  the  State  of  New  York,  for  the  purpose  of 
reviewing  existing  laws  and  regulations  governing 
the  dead  human  body  and  the  autopsy,  to  study  the 
social  and  medicolegal  aspects  of  the  problem,  and  to 
submit  a report  with  recommendations  for  the  legis- 
lation needed  to  establish  basic  definitions,  clarify 
the  present  ambiguities,  and  codify  and  promote  a 
sound  legal  procedure  for  the  regulation  of  death 
certification  and  the  autopsy  and  that  the  Council 
actively  pursue  this  objective  by  promoting,  at  an 
early  date,  an  educational  campaign  among  members 
and  leaders  of  the  Legislation  and  the  Honorable 
Governor  Harriman  to  obtain  the  necessary  legisla- 
tion for  the  creation  of  a bipartisan  nonpolitical  com- 
mission to  seek  out  all  opinions  from  allin  terested 
sources  and  to  make  a scientific  study  of  the  legal 
aspects  of  death  certification  and  the  law  of  the 
dead  human  body  and  submit  a report  and  recom- 
mendations for  legislative  and  executive  action 
(resolution  58-40). 

This  was  referred  to  the  Legislation  Committee. 

(Section  202). — 2.  The  Council  passed  to  the 
Legislation  Committee  and  its  counsel  instructions 
to  watch  for  and  vigorously  oppose  any  bill  which 
would  “amend  the  Civil  Practice  Act,  in  relation  to 
privilege  between  patients  and  physicians.  . .by 
excepting  from  the  protection  of  Section  353  the 
report  of  injuries  of  a litigant  seeking  damages  based 
upon  a claim  for  personal  injuries,”  and  waiving  such 
privilege. 

(Section  203). — 3.  Resolution  58-54,  to  attempt 
vigorously  to  amend  the  present  lien  law  to  include 
physicians,  was  sent  to  the  Legislation  Committee. 

Council,  Part  X. — House  action  regarding  Work- 
men’s Compensation  Law  fees  was  described  to  the 
Council.  The  House  voted 


(Section  156). — to  approve  the  principle  that 
physicians  engaged  in  care  of  compensation  claim- 
ants submit  bills  for  treatment  in  accordance  with 
fees  for  persons  of  like  standards  of  living,  which 
may  be  in  excess  of  the  Minimum  Fee  Schedule;  to 
advocate  initiation  of  this  practice  on  July  1,  1958, 
and  “that  all  doctors  be  notified  of  the  resolution” 
(resolutions  58-21  and  58-29). 

After  discussion,  it  was  voted  that,  whereas  condi- 
tions surrounding  the  proposed  new  workmen’s 
compensation  minimum  fee  schedule  have  markedly 
changed  since  the  meeting  of  the  House  of  Delegates, 
therefore  be  it  resolved  by  this  Council  that  the 
implementation  of  the  report  of  the  reference  com- 
mittee on  Report  of  the  Council,  Part  X,  dealing 
with  bills  for  services  under  the  Workmen’s  Compen- 
sation Law,  be  postponed  pending  study  of  the 
newly  promulgated  proposed  minimum  fee  schedule 
and  that  a letter,  over  the  signatures  of  the  presi- 
dent and  the  chairman  of  the  committee,  be  sent  to 
every  member  of  the  State  Society,  notifying  him  of 
this  action. 

(Section  157). — There  was  referred  to  the  Medical 
Expense  Insurance  Subcommittee  of  the  Committee 
on  Economics  a suggestion  that  the  county  medical 
societies  request  discussion  with  industry  in  their 
present  and  future  contracts  for  medical  care  pro- 
grams (resolution  58-37). 

(Section  158). — The  Council  referred  to  the  Com- 
mittee on  Legislation  approval  in  principle  of  a 
resolution  “that  immediate  action  be  taken  in  co- 
operation with  union  representatives  and  the  State 
Department  of  Social  Welfare  to  promote  State 
legislation  covering  the  entire  field  of  industrial 
health  centers,  in  which  the  principle  of  free  choice 
of  physician  shall  be  requisite”  (resolution  58-53). 

(Section  159). — The  Council  sent  to  its  Legislation 
Committee  the  House’s  instructions  that  the  Com- 
mittee on  Legislation  initiate  legislation  to  abolish 
the  Medical  Practice  Committees,  namely  repeal  of 
Section  13  G-2  of  the  Workmen’s  Compensation 
Law  (resolution  58-57). 

(Section  160). — The  Council  also  carried  out  the 
House  vote  to  refer  to  the  Ad  Hoc  Committee  on 
Labor  Unions  and  Industrial  Health  for  study  and 
report,  the  “Guides  for  Evaluation  of  Management 
and  Union  Health  Centers”  published  by  the  Ameri- 
can Medical  Association  Committee  on  Medical 
Care  for  Industrial  Workers. 

Council,  Part  XII  (Section  144). — The  secretary 
recited  two  actions  of  the  House  regarding  the  an- 
nual meeting,  (a)  to  begin  its  1959  meeting  at  ap- 
proximately 2 p.m.  on  the  Saturday  preceding  the 
annual  meeting  of  the  Society  and  to  hold  its  sessions 
on  Saturday  afternoon  and  evening,  Sunday,  and 
Monday  morning;  ( b ) that  the  scientific  session  of 
the  annual  meeting  begin  Monday  afternoon  and 
continue  for  as  many  days  as  is  required  to  complete 
the  program. 

These  were  referred  to  the  Convention  Commit- 
tee. 

(Section  102). — No  action  was  needed  on  the 
House  vote  that  the  annual  meeting  and  dinner  of 
the  Society  be  held  on  the  Monday  night  following 
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the  adjournment  of  the  House  (resolution  58-48). 

(Section  104). — The  Council  sent  to  the  Nurse 
Education  Committee  the  resolution  that  the 
Council  “undertake  an  active  campaign  to  obtain 
higher  salaries  for  nursing  personnel,’ ’ promote 
expansion  of  existing  facilities  and  creation  of  new 
facilities  for  nurses  training  in  all  categories,  and  “in- 
stitute an  active  campaign  in  the  secondary  schools 
to  encourage  students  to  enter  nurses  training.” 

Miscellaneous  Business  (Section  93.) — Referred 
to  the  Board  of  Trustees  was  the  resolution  that 
“the  top  alternate  (not  acting  as  a delegate)  in  each 
elected  class  accompany  the  delegation  to  the  Ameri- 
can Medical  Association  convention  with  expenses 
paid  by  the  Society”  and  that  the  Board  of  Trus- 
tees be  petitioned  to  appropriate  the  necessary  funds 
(resolution  58-50). 

(Section  94.) — In  accordance  with  the  House 
vote,  the  secretary  was  instructed  to  write  to  the 
secretary  of  each  county  medical  society  and  the 
chairman  of  each  committee  of  our  Society  to  the 
effect  that  each  committee  of  the  Society  be  in- 
formed of  the  Society’s  adherence  to  “the  basic 
tenets  of  the  private  practice  of  medicine,”  that  is 
free  choice  of  physicians  by  patients  and  the  belief 
“that  every  individual  financially  able  should  pay 
for  his  or  her  medical  care  and  that  free  medical 
service  is  reserved  for  the  indigent.” 

As  voted  by  the  House  of  Delegates,  the  Council 
directed  that  the  Public  Medical  Care  Subcommittee 
of  the  Committee  on  Economics  be  directed  to  make 
a full,  careful  study  of  the  question  of  participation 
of  physicians  in  the  work  of  free  clinics  whose  service 
is  not  limited  to  indigent  patients,  inviting  comment 
at  the  county  level,  and  to  suggest  methods  of  im- 
plementing the  correction  of  this  abuse  (resolution 
58-38). 

The  secretary’s  report  as  a whole  as  amended 
was  approved. 

Treasurer’s  Report 

Dr.  Dattelbaum  presented  the  cash  report  as  at 
May  20,  1958  meeting. 

Approval  was  voted. 

Reports  of  Committees 

Budget. — - 

The  Council  voted  to  go  into  executive  session  to 
consider  the  report  of  the  Budget  Committee. 

Dr.  Anderton  reported:  “Mr.  President,  in  execu- 
tive session  the  Council  carefully  considered  the  re- 
port of  the  Budget  Committee  as  given  by  Dr. 
Dattelbaum.  The  committee  recommends  that  the 
budget  be  approved  and  referred  to  the  Trustees.” 

Approval  was  voted. 

Dr.  Gerald  D.  Dorman,  chairman  of  the  Moving 
Committee,  recommended  an  increase  in  the  budget 
for  moving. 

As  chairman  of  the  delegation  to  the  American 
Medical  Association  House  of  Delegates,  Dr.  Dor- 
man also  recommended  an  increase  in  the  budget 
item  for  A.M.A.  Delegates’  Expense  Fund. 

It  was  voted  to  recommend  these  increases  to  the 


Board  of  Trustees  for  action  when  they  consider  the 
budget. 

Convention. — Dr.  Frederick  A.  Wurzbach,  Jr., 
chairman  of  the  1957-1958  Convention  Committee, 
stated:  “The  full  report  will  not  be  ready  until 

September.  However,  this  year  was  the  best 
attended  convention  we  have  ever  had.  I think  a 
large  amount  of  the  reason  is  the  magnificent 
scientific  presentations  arranged  by  Dr.  Ingegno’s 
committee.  At  this  convention  the  attendance  was 
7,050,  of  whom  4,126  were  physicians.  The  dinner 
was  very  successful,  with  an  attendance  of  well  over 
300.” 

Dr.  Alfred  P.  Ingegno,  chairman  of  the  Scientific 
Program  Subcommittee,  stated:  “As  you  know,  in 
an  operation  this  size  there  are  bound  to  be  mis- 
understandings. Sometimes  an  expense  has  to  be 
undertaken  that  seems  urgently  necessary  for  the 
proper  functioning  of  the  scientific  program.  As 
chairman  of  that  subcommittee,  I request  that  the 
Council  recommend  to  the  Trustees  approval  of 
these  items: 

“A  bill  of  $63.37,  submitted  by  Dr.  Ruth  Graham, 
a participant  in  the  convention  program,  who  is  a 
Doctor  of  Science,  a full-time  worker,  who  gave  a 
very  excellent  presentation.  The  reason  it  repre- 
sents a supplemental  allocation  is  that  she  was  a 
second  participant  in  the  program  of  the  Section  on 
Pathology  and  Clinical  Pathology. 

“Another  has  to  do  with  a breakfast  costing  in 
total  $21  held  by  the  panel  that  made  the  presenta- 
tion in  the  Section  on  Industrial  Health.  We  had 
encouraged  the  panelists  to  do  this  in  order  that  they 
might  prepare  properly  and  be  sure  that  the  pro- 
gram went  smoothly. 

“The  final  item  that  I would  ask  your  approval  of 
is  what  amounts  to  be  paying  the  railroad  fare  from 
Oklahoma  City  to  St.  Louis.  As  you  know,  we 
like  to  have  the  participants  from  out-of-town  come 
from  east  of  the  Mississippi.  This  gentleman  gave  a 
very  fine  talk  before  a full  house  at  the  Section  on 
Dermatology  and  Syphilology.  His  voucher  includes 
railroad  fare  from  Oklahoma  City.  I woidd  again 
ask  that  you  approve  that  this  additional  expense  be 
met  also. 

It  was  voted  to  recommend  to  the  Board  of  Trustees 
that  these  three  items  be  approved. 

Economics. — Dr.  John  C.  McClintoek,  chairman, 
presented  the  details  of  Mr.  George  P.  Farrell’s 
activities  since  March,  and  a report  on  Medicare 
program  for  the  year  ended  December  31,  1957. 

MEDICARE 

New  York  State  Division 
First  Annual  Report,  1957 

For  the  period  from  January  1,  1957,  through 
December  31,  1957,  12,942  claims  were  paid  to 
physicians  in  the  amount  of  $949,568,  an  average  of 
$73.37  per  claim. 

It  must  be  pointed  out,  however,  that  this  is 
not  the  total  physician’s  fee  per  case  because  fees 
for  assistants,  anesthesiologists,  and  others  may  be 
smaller,  but  each  counts  as  one  physician’s  claim. 

There  were  9,013  in-hospital  medical  and 
surgical  claims  for  $850,185,  representing  69  per 
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Type  of  Care 

Number 
of  Claims 

Per  Cent 
of  Total 
Claims 

Claim  Cost 

Cost 

per  Claim 

Maternity 

4,296 

33.3 

$539,562 

$125.59 

In-hospital  medical 

2,098 

16.2 

86,893 

41.41 

Tonsillectomies 

715 

5.6 

33,608 

47.00 

Dilation  and  curettage 

454 

3 6 

30,408 

67.00 

Surgical 

Genitourinary  system 

589 

4.6 

49,047 

83.27 

Digestive  system 

288 

2.2 

41,345 

143 . 56 

Benign  tumors 

137 

1.1 

16,247 

118.60 

Injuries 

102 

.9 

11,424 

112.00 

All  other  surgical 

318 

1.8 

40,709 

128.00 

The  remaining  3,929  claims  represent  the  fol- 
lowing types  of  medical  services: 

Anesthesia  2 , 463 

19.0 

$ 61,128 

$ 20.76 

Surgical  assistants 

250 

2.0 

6,871 

27.50 

Radiologist 

131 

1.1 

3,672 

28.03 

Consultant 

142 

1.2 

3,518 

24.77 

Pathologist 

26 

.2 

342 

13.15 

Medical  and  surgical  (not  hospitalized) 

933 

7.2 

24,794 

26.57 

cent  of  the  total  claims  and  88  per  cent  of  the  total 
claim  cost,  an  average  of  $94.28  per  claim. 

The  9,013  claims  represent  the  following  types  of 
care  (principal  procedure — operations)  see  above: 

Dr.  McClintock  reported:  “Your  Economics 

Committee  met  yesterday  from  three  o’clock  until 
ten-thirty  without  interruption.  We  considered 
the  resolutions,  some  of  which  have  been  referred 
to  this  committee. 

“With  regard  to  paragraph  5 of  the  Secretary’s 
Report,  page  15,  it  is  the  recommendation  of  your 
Economics  Committee,  that  the  secretary  of  the 
Society  be  requested  to  transmit  this  resolution  to 
the  New  York  Blue  Cross  with  a covering  letter 
indicating  the  unanimous  decision  of  the  House  of 
Delegates. 

“With  regard  to  paragraph  6 of  the  Secretary’s 
Report,  page  15,  resolution  58-18,  the  Economics 
Committee  feels  that  this  is  directed  for  their  in- 
formation, but  suggests  that  we  forward  a copy  to 
the  director  of  the  Medicare  Program  in  Washing- 
ton for  his  information.  We  make  this  suggestion 
for  the  secretary. 

“With  regard  to  paragraph  7,  page  15  of  the  Sec- 
retary’s Report,  it  seemed  to  your  Economics  Com- 
mittee that  this  matter  requires  legislative  action, 
and  should  therefore  more  properly  be  referred  to 
the  Legislation  Committee,  with  however  the 
added  cooperation  from  the  Subcommittee  on  Medi- 
cal Care  Insurance,  who  will  be  happy  to  assist 
the  Legislation  Committee.” 

Approval  was  voted. 

Dr.  McClintock  continued:  “Now  with  regard 

to  resolutions  58-16  and  58-46,  paragraph  4,  page 
15  of  the  Secretary’s  Report,  this  matter  has  been 
before  the  Council  previously  after  review  by  the 
Committee  on  Economics.  At  that  time  it  was 
pointed  out  to  you  that  we  had  conferred  with  repre- 
sentatives of  the  Health  Insurance  Council,  who 
advised  us  that  any  concerted  action  on  the  part  of 


either  the  Medical  Society  or  of  any  insurance  com- 
pany might  lead  to  difficulties  under  the  antitrust 
laws,  and  that  therefore  it  was  recommended  and  ap- 
proved by  this  Council,  and  we  so  recommend  again, 
that  this  matter  be  called  to  the  attention  of  the 
doctors  through  the  Publication  Committee,  but 
that  each  individual  physician  must  make  his  own 
private  arrangements  with  each  insurance  com- 
pany. 

“Now  carrying  on  a little  farther,  in  relation  to 
this  problem  of  insurance  forms,  the  Health  Insur- 
ance Council  has  developed  two  forms,  one  for 
individual  and  one  for  group  coverage.  The  group 
has  nine  items;  the  individual  has  14.  These  are 
the  maximum  number  of  items  in  any  claim  form, 
and  some  of  the  insurance  companies  will  delete 
certain  of  these  for  special  claimants. 

“We  have  called  your  attention  to  these  before. 
We  can  add  as  a progress  report  at  this  time  that 
these  will  be  distributed  and  are  being  distributed 
to  representative  companies  who  comprise  the 
Health  Insurance  Council;  that  this  seal  ( indicating ) 
will  be  imprinted  in  the  lower  right  hand  corner 
of  the  insurance  form.  These  forms  will  be  dis- 
tributed and  used  by  companies  representing  80 
to  90  per  cent  of  the  coverage  that  is  written  in  these 
fields. 

“It  is  suggested  that  we  approve  the  use  of  these 
forms,  and  at  a later  date  it  is  proposed  that  an 
article  setting  forth  the  purposes  of  these  short 
forms  and  their  uses  will  be  developed  for  the 
State  Journal. 

“I,  therefore,  suggest  that  we  endorse  this  type 
of  short  form  since  the  House  of  Delegates  has  re- 
quired us  for  several  years  to  do  so.” 

Approval  was  voted. 

“You  have  authorized  your  Economics  Com- 
mittee to  establish  liaison  with  the  Health  Insur- 
ance Council,  on  an  advisory  and  informational 
basis.  This  has  been  continuing.  We  had  a meet- 
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ing  yesterday  afternoon  with  representatives  from 
this  group,  and  they  are  prepared  now  to  extend 
their  help  and  influence  to  the  county  level.  In  the 
article  that  is  to  be  prepared  for  distribution  in  the 
fall,  which  I will  present  to  this  Council,  they  would 
like  to  point  out  how  they  can  be  of  help  to  the 
county  societies  in  solving  such  problems  as  insur- 
ance forms  that  we  have  just  discussed,  and  at 
that  time  I will  be  suggesting  that  we  urge  the 
county  societies  to  cooperate  by  holding  discussions 
with  representatives  of  the  Health  Insurance  Coun- 
cil at  the  local  level  when  and  if  such  conferences 
should  be  sought. 

“A  few  days  ago  I received  a letter  from  Senator 
Metcalf  requesting  that  I attend  a hearing  in 
Syracuse  next  Monday.  However,  I have  to  be  on 
the  West  Coast.  Therefore  it  has  been  arranged 
that  a statement  will  be  prepared  and  will  be  read 
by  President  Gibson,  who  lives  in  Syracuse. 

“I  will  read  the  statement:  ‘The  Medical  Society 
of  the  State  of  New  York  is  aware  that  the  problem 
of  providing  in-hospital  care  for  mental  and  nervous 
disorders  is  a pressing  issue.  The  Society  is  watch- 
ing with  keen  interest  the  inclusion  of  such  coverage 
in  the  Rochester  and  in  the  Albany  Blue  Cross  plans. 
We  are  advised  that  other  Blue  Cross  and  Blue 
Shield  plans  in  our  State  have  this  phase  of  medical 
care  insurance  under  study. 

‘It  is  the  desire  and  purpose  of  the  Medical  Society 
of  the  State  of  New  York  to  provide  all  people  in 
our  State  with  the  best  possible  medical  care.  To 
this  end.  the  Society  is  in  sympathy  with  the  matter 
before  your  committee  today,  and  as  a part  of  our 
major  aim  we  will  cooperate  in  any  way  possible 
with  your  committee.  The  Society  feels  quite 
strongly,  however,  that  a sound  financial  method  of 
providing  this  care  must  be  established.  We, 
therefore,  urge  if  any  recommendations  are  made 
by  your  committee  as  a result  of  this  hearing  and 
your  subsequent  deliberation,  that  due  considera- 
tion be  given  to  providing  the  type  of  care  desired 
on  a financial  basis  which  will  assure  its  success.’” 

After  discussion,  this  portion  of  the  report  was 
adopted. 

Dr.  McClintock  continued:  “There  is  a small 

matter  on  Medicare.  On  May  31,  many  of  you  re- 
ceived the  Washington  Newsletter  with  the  informa- 
tion that  the  House  Appropriations  Committee 
had  knocked  the  Medicare  appropriation  down  from 
71.9  million  to  60  million  dollars.  Under  the  provi- 
sions of  the  directive  under  which  this  plan  operates, 
this  would  mean  that  the  mechanism  for  requiring 
certain  civilians,  dependents  of  personnel  on  active 
duty  living  in  a region  of  a military  installation  to 
utilize  the  facilities  of  that  military  installation, 
would  have  to  be  employed.  This  is,  of  course,  a 
deprivation  of  their  rights  to  have  the  free  choice 
of  doctor  and  a free  choice  of  hospital. 

“Monday  morning  I called  Dr.  Anderton,  and  it 
was  agreed  that  the  following  telegram  should  be 
sent  to  every  member  of  the  House  of  Representa- 
tives: ‘We  respectfully  urge  you  vote  against  cur- 
tailing appropriation  for  Medicare  Program  for  de- 
pendents of  armed  forces  personnel.  Proposed  cur- 
tailment would  prevent  free  choice  of  their  physi- 


cians by  large  number  of  dependents. — Medical 
Society  of  the  State  of  New  York .’ 

“This  action,  plus  that  generated  by  the  A.M.A 
Washington  Office,  has  resulted  in  what  you  all 
know,  a compromise  whereby  it  is  hoped  that  the 
Senate  will  restore  the  appropriation,  and  the  House 
leaders  have  agreed  to  iron  the  matter  out  in  com- 
mittee. 

“I  move  approval  of  the  action  and  of  the  tele- 
gram.” 

Approval  was  voted. 

“Our  negotiating  dates  in  Washington  are  July 
17  and  18.  The  new  contract  becomes  effective 
August  1.  Your  Committee  on  Economics  has 
considered  this  matter,  and  the  recommendation  is 
made  by  the  Office  of  Medicare  in  Washington. 
We  would  like  to  recommend  to  the  Council  that 
you  request  the  chairman  of  the  Board  of  Trustees 
to  sign  now  four  copies  of  the  supplemental  agree- 
ment, which  are  in  the  possession  of  the  secretary, 
and  one  copy  that  Mr.  Farrell  has  at  the  moment. 

“We  further  recommend  that  these  be  hand  car- 
ried by  the  delegation  you  have  authorized  to  nego- 
tiate, and  that  after  all  negotiations  are  complete 
and  corrections  made,  the  official  representatives 
of  our  Society  be  empowered  to  hand  these  agree- 
ments to  the  Government’s  Contracting  Officer,  who 
will  in  our  presence  sign  our  copy,  which  we  will 
bring  back  to  the  Society. 

“There  is  no  other  way  at  this  time  whereby  we 
can  go  through  the  formalities  that  are  necessary 
and  still  have  this  contract  become  operative  on 
August  1,  so  I move  you,  therefore,  that  this  course 
of  action  be  followed.” 

Approval  was  voted. 

“In  this  new  supplemental  contract  there  is  an 
item  of  1.3  odd  million  dollars,  which  is  the  annual 
income  authorized  for  the  Medical  Society  of  the 
State  of  New  York  to  have  our  part  of  the  program. 
At  the  present  time  the  claims  are  running  in  the 
neighborhood  of  1.8  million.  If  we  are  successful 
in  our  negotiations,  I hope  to  elevate  some  of  the 
schedule  of  allowances.  This  will  further  increase, 
perhaps  the  cost  for  our  part  of  the  program,  so  if 
you  would  be  so  kind  as  to  suggest  to  our  negotiators 
that  they  argue  the  case  on  the  basis  of  requesting 
2 million  dollars  per  annum  to  operate  the  program 
in  the  State  of  New  York,  I think  it  would  be  wise, 
and  I move  you  so  do.” 

Approval  was  voted. 

Veterans  Administration,  Liaison  Subcommittee 
with. — Dr.  McClintock  stated:  “I  have  information 
that  your  authorization  to  Dr.  Bauckus  last  month 
to  negotiate  the  Home  Town  Veterans  Medical 
Care  Program  has  been  successful,  and  the  contract 
it  renewed  as  previously.” 

The  report  as  a whole  was  approved. 

Hospital  and  Professional  Relations. — Dr.  Ray- 
mond S.  McKeeby,  chairman,  stated:  “I  would  like 
to  report  an  action  taken  by  the  Hospital  Associa- 
tion of  New  York  State  at  its  annual  meeting  held 
May  21,  1958:  ‘By  proper  resolution  approval  was 
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given  the  document  “Proposed  Guiding  Principles, 
Hospital-Physician  Relationships’ ’ as  revised  in 
joint  committee  in  1957  with  deletion  of  item  4 
which  reads:  “The  financial  arrangements,  if  any, 

between  a hdspital  and  a physician  properly  may  be 
placed  on  any  mutually  satisfactory  basis,  but  a 
physician  shall  not  dispose  of  his  professional  serv- 
ices to  any  hospital,  lay  body,  organization,  group 
or  individual,  by  whatever  name  called,  or  however 
organized,  under  terms  or  conditions  which  allow 
diversion  of  fees  in  such  manner  as  to  cause  de- 
terioration in  the  quality  of  the  medical  services. 
This  shall  apply  in  all  cases,  whatever  the  purpose 
of  the  financial  arrangement  may  be,  including  the 
remuneration  of  a physician  for  teaching,  re- 
search and  charitable  services.’” 

“I  might  say  that,  with  the  action  of  the  House 
at  our  recent  meeting,  this  is  the  first  time  that  the 
Hospital  Association  of  New  York  State  and  the 
Medical  Society  of  the  State  of  New  York  are  in 
total  agreement.  However,  it  does  open  the  door 
for  further  negotiations,  which  suggestion  was  also 
given  by  the  House  to  continue  the  relationship 
between  the  two  committees,  and  that  is  the  pur- 
pose of  the  committee  for  the  next  year.” 

After  discussion,  it  was  voted  to  approve  the  report. 

Labor  Unions  and  Industrial  Health. — Dr.  Joseph 
A.  Lane,  chairman,  reported:  “A  meeting  of  this 
Special  Committee  was  held  at  the  Hotel  Statler, 
New  York  City,  on  Monday,  May  12,  1958,  at 
3:00  p.m.,  with  the  chairman  presiding.  The  fol- 
lowing members  were  present:  Peter  J.  Di  Natale, 
M.D.,  John  C.  McClintock,  M.D.,  and  G.  Rehmi 
Denton,  M.D.  Henry  I.  Fineberg,  M.D.,  and  John 
F.  Rogers,  M.D.,  were  excused. 

“The  scope  of  this  committee  was  discussed, 
and  it  was  the  general  conclusion  that  the  State 
Society  make  an  effort  to  set  up  a list  of  guides  and 
recommendations,  which  would  be  available  to  the 
county  medical  societies  in  any  problems  that  might 
arise  in  their  own  communities.  It  also  seemed  to 
be  the  consensus  that  each  county  society  would 
have  to  decide  for  itself  in  meeting  the  particular 
problem  in  its  own  community. 

“It  is  felt  that  any  conclusions  or  suggestions  that 
might  result  from  the  activities  of  this  committee 
should  be  carefully  screened  with  the  Industrial 
Health  Committee,  because  of  the  overlapping  of 
these  two  committees. 

“It  seems  to  be  generally  accepted  that  the  union 
health  centers  are  going  to  be  set  up  by  either 
management  or  labor,  or  jointly,  as  is  the  situation 
in  Rochester,  New  York.  It  would  seem  that  the 
best  course  would  be  to  make  an  effort  to  have  the 
cooperation  of  the  group  or  groups  involved  in  the 
establishment  of  health  centers  and  to  try  to  guide 
their  organization  along  a line  that  would  be  most 
acceptable  to  medicine,  especially  in  regard  to  refer- 
ral of  patients  to  private  physicians  following  their 
workup  in  the  clinic.  It  is  also  generally  accepted 
that  it  would  be  most  desirable  that  the  health 
centers  be  confined  as  far  as  possible  to  diagnostic 
work. 

“The  pamphlet  of  the  A.M.A.  entitled  “Guides 
for  Evaluation  of  Management  and  Union  Health 


Centers”  will  be  studied  at  greater  length  by  the 
members  of  the  committee.” 

Legislation. — Dr.  Henry  I.  Fineberg,  vice-chair- 
man, reported  for  the  chairman,  Dr.  Blake,  who  had 
been  ill.  Dr.  Fineberg  stated  that  during  the  sum- 
mer Dr.  Blake  would  blueprint  the  activities  of  the 
Committee  on  Legislation  and  that  he  expected  to 
hold  the  first  meeting  of  the  committee  during  the 
early  part  of  September. 

Federal  Legislation  Subcommittee. — Dr.  John  F. 
Rogers,  chairman,  reported:  “There  has  been  a 

‘stepped-up’  activity  on  Federal  legislation,  par- 
ticularly with  reference  to  the  Forand  Bill. 

“Your  committee  was  instructed  to  forward  a 
copy  of  the  resolution  passed  by  the  Council  Janu- 
ary 9,  1958,  directly  to  Congressmen  Reed  and 
Keogh,  so  they  could  enter  it  for  the  record  at  the 
hearings  on  the  Forand  Bill,  which  will  begin  June 
16.  This  was  done  and  also  Kings  County,  through 
Dr.  McCarty,  and  Chautauqua,  through  Dr.  Hay- 
ward, were  asked  to  have  their  counties  endorse  our 
resolution  to  forward  to  these  representatives  of 
their  district. 

“Your  chairman  was  also  asked  to  stimulate  the 
representatives  of  New  York  State  in  Congress  who 
are  members  of  the  Appropriations  Committee  act- 
ing on  the  Defense  Budget,  concerning  Medicare 
reduction  of  $12  million,  from  $72  million  to  $60 
million.  Two  telephone  calls  were  made  to  Wash- 
ington which  assured  us  that  the  House  would  go 
along  with  the  Senate,  provided  the  Defense  De- 
partment established  to  the  satisfaction  of  the 
Senate  Appropriations  Committee  that  Medicare 
could  not  function  under  the  limitations  the  bill 
would  impose. 

“Your  chairman  sent  air  mail  letters  to  each  of 
the  New  York  State  representatives  on  the  commit- 
tee advising  them  that  ‘Since  more  than  50  per  cent 
of  recipients  are  maternity  and  obstetric  cases,  and 
specialists  in  the  field  are  not  common  in  military 
installations,  it  would  be  a hardship  for  dependents 
proper  care.’ 

“Mr.  Paul  Kilday  (D.  Texas),  who  was  one  of  the 
principal  sponsors  of  Medicare,  is  quoted  at  the 
hearing  as  follows:  ‘The  Secretary  of  Defense  may 
direct  an  individual  into  a service  hospital  only  in 
the  instance  in  which  medical  care  is  available 
in  that  hospital  for  that  dependent.  Thus  not  only 
would  there  be  the  necessary  space,  but  there  would 
be  the  hospital  with  the  facility  to  treat  the  ailment 
that  afflicted  the  individual.’ 

“We  recently  received  a telegram  from  Mr. 
Aubrey  Gates,  who  is  chairman  of  the  Task  Force 
that  is  conducting  the  program  on  the  Forand  Bill: 
‘AM A testimony  to  be  presented  to  Ways  and  Means 
Committee  morning  June  27,  the  last  day  of  hear- 
ings. Others  to  testify  that  day:  American  Hos- 
pital Association,  American  Dental  Association, 
American  Nursing  Home  Association,  American 
Nurses  Association,  Physicians  Forum.  We  con- 
sider this  strategically  good.  Please  aim  all  activi- 
ties toward  this  date.’ 

“Along  the  same  line  there  was  an  article  in  the 
New  York  Times  of  June  10,  in  which  the  meeting 
of  the  American  Nurses  Association  are  rccommend- 
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ing  that  they  ask  their  Congressmen  through  their 
Association  to  be  in  favor  of  the  Forand  Bill.” 

The  report  was  approved. 

Moving. — Dr.  Gerald  D.  Dorman,  chairman  of  the 
Moving  Committee,  stated:  “The  breakdown  of 

the  figures  for  the  Moving  Committee  is  not  all 
moving.  The  estimate  for  the  actual  moving  by 
Santini  Brothers  is  about  $4,000.  They  have  given 
us  an  estimate  of  $3,600,  but  in  moving  they  charge 
according  to  time  and  the  number  of  men  working. 
The  move  will  probably  take  place  on  the  evening 
of  July  18.  Being  a Friday  night,  it  means  that  we 
will  be  able  to  be  in  the  new  quarters  the  following 
Monday  morning.  The  breakdown  on  the  present 
estimate  for  Rogers  Associates  is  $360;  the  real 
estate  attorney,  Mr.  Carver,  $1,250;  the  actual 
moving  estimate  $4,000;  office  planning  to  Griswold 
Associates  $3,250.  These  have  all  been  paid.  The 
estimate  on  the  office  furnishings  by  Clark  & Gibby 
will  come  to  about  $27,914.  This  includes  desks, 
chairs,  stands,  and  various  new  furnishings,  but 
does  not  include  such  items  as  coat  trees,  waste 
baskets,  soap  dishes,  closet  doors  and  indoor  letter- 
ing, and  waste  receptacles,  and  it  does  not  include  a 
rug  for  the  Council  Room.  That  is  why  we  are 
asking  up  to  $65,000,  which  would  include  all  of 
those.  For  storage  cabinets  above  the  files  we  have 
allowed  $8,000,  although  I have  a contract  which  will 
cost  $7,355.  The  lounge  unit  is  estimated  at  $950; 
that  is  a place  where  our  employes  can  have  then- 
lunch,  or  a smoke,  or  be  out  of  the  office  and  rest 
for  a short  period.  Uris  Brothers  has  an  item  of 
$8,687  for  additional  work  in  the  way  of  partitions, 
painting  walls,  covers,  specialties,  and  so  on,  which 
is  not  included  in  the  basic  construction  of  the  rental 
program.  Spray  painting  on  the  outside  of  the 
files  wdll  come  to  $960.  If  we  painted  the  inside 
of  the  files,  which  your  committee  disapproved, 
it  would  come  to  $1,700.  Refinishing  furniture 
which  we  are  planning  to  use,  will  come  to  an  esti- 
mate of  $500.  The  total  that  I have  given  you 
comes  to  $55,878.43.  Also,  there  is  the  wall  cover- 
ing in  the  lobby  which  is  an  additional  $592.04. 
It  was  for  this  reason  that  I asked  that  our  budget 
be  increased  by  a sum  not  to  exceed  $65,000. 

“There  are  certain  things  that  we  have  to  have 
done  in  this  moving,  and  I would  like  to  move  that 
this  Council  authorize  the  chairman  of  the  Board  of 
Trustees  to  sign  contracts  and  negotiate  a lease  for 
storage  space  in  the  basement.  This  has  to  be  done 
prior  to  August  1,  of  up  to  1,000  square  feet,  which 
we  can  get  at  $2.50  per  square  foot.  If  we  take  less 
than  1,000  it  will  be  a $3.00  a square  foot.  This  is 
in  contrast  to  about  $5.50  a square  foot  on  your  own 
floor,  so  that  if  you  want  to  store  stuff  it  is  a lot 
cheaper  to  put  it  in  the  basement  storage  area.” 

Approval  was  voted. 

Dr.  Dorman  continued:  “I  move  that  the  chair- 
man of  the  Board  of  Trustees  be  authorized  to 
sign  five  contracts  at  present,  and  further  ones  as 
necessary,  the  five  at  present  being  the  contract 
for  moving  with  Santini  Brothers,  their  estimate 
being  $3,600,  and  would  like  to  allow  up  to  $4,000; 
a contract  for  the  installation  of  closet  doors  and 


interior  work  of  $440;  a contract  for  overfile  stor- 
age cupboards  to  the  ceiling,  of  $7,355;  a contract 
to  install  the  lounge  stove  and  cabinets  at  $852.50; 
and  a contract  with  Uris  Brothers  for  furnishings 
not  included  in  our  basic  rental  contract  for  $6,366, 
with  the  understanding  and  stipulation  that  there 
will  probably  be  a further  contract  with  Uris 
Brothers  which  may  run  as  much  as  $2,000. 

Approval  was  voted. 

“In  the  last  meeting  of  the  Moving  Committee 
we  found  various  piles  of  papers,  some  of  these 
dating  back  to  1947  from  the  Public  Relations  De- 
partment of  the  American  Medical  Association  for 
distribution,  well  covered  with  dust.  There  are 
other  piles  that  are  dated  1951,  1952,  1953,  1955. 
These  would  cost  us  real  money  to  move.  They 
would  cost  us  real  money  in  storage  that  you  pay 
either  $5.50  or  even  $2.50  a square  foot  for.  There- 
fore, I should  tell  the  Council  that  the  Moving 
Committee  recommends  to  the  Office  Management 
Committee  that  all  excess  papers  be  destroyed  and 
that  any  papers  to  be  retained  should  be  justified 
individually  prior  to  moving,  preferably  by  a com- 
mittee such  as  Dr.  Anderton  and  Mr.  Alexander.” 

Approval  was  voted. 

It  was  voted  to  accept  the  report  as  a whole. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  chairman,  reported:  “This  committee 
held  its  regular  monthly  meeting  June  11,  1958, 
and  approved  various  personnel  matters. 

“The  committee  approved  continuing  the  policy 
of  giving  physical  examinations  and  chest  x-rays 
to  those  employes  who  so  desire.  With  regard  to 
moving  to  our  new  headquarters,  the  committee 
approved  permitting  those  out-of-town  employes 
who  work  the  night  of  the  moving  to  stay  at  a hotel 
at  our  expense  if  their  services  are  required  the 
following  day  (Saturday). 

“Since  Schrafft’s  restaurant  is  located  in  the  build- 
ing, it  was  assumed  that  coffee  deliveries  would  be 
made  by  that  company,  and  the  committee  voted  to 
permit  this  service  to  the  staff  but  no  beverage  or 
food  deliveries  from  elsewhere. 

“It  wTas  voted  to  have  ‘matron’  service  at  a cost 
not  to  exceed  $10  per  week  to  see  that  the  lounge  is 
kept  clean,  as  well  as  cleaning  wash  basins,  the 
refrigerator  and  keeping  the  various  dispensers 
filled. 

“In  an  effort  to  reduce  the  quantity  of  items  we 
take  to  the  new  building,  it  was  voted  to  send  all 
copies  of  ‘Transactions  of  the  Society’  to  the  Kings 
County  Medical  Society  library. 

“It  is  reported  that  we  shall  have  to  obtain  plate 
glass  insurance  on  the  entrance  door  and  increase 
our  fire  insurance.” 

It  was  voted  to  approve  the  report. 

Publication.  Dr.  Alfred  P.  Ingegno,  chairman, 
stated:  “The  Publication  Committee  held  its 

regular  monthly  meeting  yesterday.  Dr.  Redway 
reported  that  he  believed  the  tape  recording -of  the 
General  Sessions  and  panel  discussions  at  the  annual 
meeting  constituted  a valuable  source  of  material 
for  the  Journal.  It  was  voted  to  approve  taping 
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at  the  1959  annual  meeting. 

“It  was  voted  not  to  send  advertisers  Part  II  of 
the  September  1 issue  of  the  Journal.  This  con- 
tains only  minutes  of  the  annual  meeting. 

“To  reduce  storage  space,  the  committee  voted  to 
discard  inactive  geographic  copy  cards  dated  prior 
to  the  1955  Medical  Directory.  It  was  felt  that  the 
New  York  Academy  of  Medicine  might  wish  this 
material  for  historical  purposes  and  it  was  pro- 
posed to  offer  it  to  the  Academy.” 

It  was  noted  on  the  business  manager’s  report 
that  net  income  after  dues  allocation  for  the  Jour- 
nal had  increased  for  the  first  five  months  of  this 
year  as  compared  with  the  same  period  last  year  and 
that  the  gross  advertising  income  had  also  increased. 

The  report  was  approved. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  stated  that  he  had  attended  five 
meetings  and  arranged  12  postgraduate  lectures  and 
teaching  days  in  eight  counties  since  the  April 
meeting  of  the  Council.  He  presented  the  following : 

I.  On  April  25  a meeting  was  held  of  this  Council 
committee  with  representatives  of  the  Committee  on 
Hospital  and  Professional  Relations  and  the  State 
Department  of  Health  to  consider  the  growing  prob- 
lem of  staphylococcic  infections  in  hospitals.  Mr. 
Theodore  Childs,  vice-president  of  the  Hospital 
Association  of  New  York  State,  and  Dr.  Arnold 
Karan,  president-elect  of  the  Greater  New  York 
Hospital  Association,  were  also  present. 

A.  It  was  agreed  that  a letter  should  be  pre- 
pared for  physicians  and  hospitals  of  the  State, 
outlining  the  problem  and  urging  the  hospitals 
cooperation  in  reporting  cases  of  infections,  in 
instituting  control  measures,  and  in  exercising  proper 
restraint  in  the  use  of  antibiotics.  The  letter  will 
be  signed  by  the  president  of  the  State  Society  and 
Commissioner  Hilleboe. 

B.  The  committee  recommended  that  an  Ad  Hoc 
Committee  on  Infections  be  appointed,  composed 
of  a representative  of  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  State  Depart- 
ment of  Health,  the  Hospital  Association  of  New 
York  State,  and  the  Greater  New  York  Hospital 
Association.  It  also  recommended  that  technical 
advisory  committee  be  formed  for  the  guidance  of 
the  Ad  Hoc  Committee. 

II.  On  May  15  the  first  meeting  of  this  Ad  Hoc 
Committee  was  held.  Present  were  Drs.  Greenough, 
Moore,  and  Anderton;  Drs.  Larimore  and  Victor 
Tompkins;  Dr.  C.  Parnall,  Jr.,  president  of  the 
Hospital  Association  of  New  York  State,  and  Dr. 
Martin  R.  Steinberg,  secretary  of  the  Greater  New 
York  Hospital  Association. 

A.  The  draft  of  a letter  submitted  by  Dr.  Lari- 
more for  circulation  among  hospitals  and  physicians 
of  the  State  was  approved. 

B.  A list  of  possible  members  for  the  technical 
advisory  committee  was  drawn  up,  and  each  person 
present  was  assigned  the  task  of  telephoning  certain 
individuals  to  invite  them  to  serve  on  the  advisory 
committee  and  to  attend  a meeting  in  Albany  on 
June  4. 

III.  A.  At  the  meeting  of  the  Subcommittee  on 


the  Hard  of  Hearing  and  the  Deaf  concern  was  ex- 
pressed by  Dr.  Nash  over  the  number  of  authoriza- 
tions obtained  by  the  Rochester  Hearing  and  Speech 
Center  for  patients  to  receive  speech  training  and 
other  services  which  they  did  not  actually  need  and 
all  of  which  they  often  did  not  receive,  in  spite  of 
the  authorization.  The  State  Health  Department 
allots  the  center  $50  per  patient  for  these  services. 
Dr.  Gruppe  spoke  of  a variation  in  the  amount 
reimbursed  to  the  Hearing  and  Speech  Center  in 
Utica  for  patients  from  Oneida,  and  those  from  other 
counties.  The  State  Health  Department  has  said 
they  had  tried  to  devise  a fee  that  would  cover 
everyone,  even  though  in  some  instances  it  might  be 
too  high.  The  fee  is  scaled  according  to  the  type 
of  workup.  It  was  agreed  that  if  anything  further 
developed  in  the  Rochester  situation  Dr.  Nash 
would  apprise  the  committee  so  that  action  could  be 
taken,  if  indicated. 

B.  There  was  discussion  of  the  extravagant  claims 
which  are  made  in  advertising  of  hearing  aids,  both 
the  old  type  and  the  binaural.  In  Utica,  Dr. 
Gruppe  said,  prosecution  was  being  attempted 
against  a certain  firm.  In  this  same  connection, 
the  committee  condemned  the  so-called  “audiol- 
ogists” of  these  companies  for  trying  to  function 
in  the  capacity  of  M.D.’s  and  diagnosing  the  deaf- 
ness of  the  customer.  It  was  agreed  that  the  hear- 
ing and  speech  centers  must  carry  out  their  programs 
intensively,  making  their  facilities  known  to  the 
public  and  the  doctors.  The  otologists  themselves 
should  keep  up  to  date  on  all  tests. 

C.  At  the  request  of  the  Archives  of  Pediatrics 
Dr.  E.  P.  Fowler,  Sr.,  had  consented  to  procure  three 
or  four  articles  on  the  early  recognition  of  deafness, 
implications  of  high  frequency  deafness;  the  onset 
of  sudden  defects;  differential  diagnosis  in  children 
who  do  not  appear  to  hear  but  who  are  retarded  or 
emotionally  disturbed.  He  also  felt  there  should 
be  short  articles  giving  advice  to  physicians  in  rela- 
tion to  dealing  with  patients  and  advising  them  on 
where  to  take  their  children. 

D.  It  was  reported  that  some  changes  had  been 
made  in  the  law  regarding  industrial  hearing  loss. 
A six-months  postulate  had  been  incorporated  in  the 
law;  the  last  employer  is  liable;  there  is  also  a 
stipulation  in  regard  to  the  date  of  disability.  There 
must  also  be  a competent  otologic  examination,  but 
this  will  inflict  an  enormous  burden  upon  the  otol- 
ogists. The  referee  has  the  right  to  accept  testi- 
mony from  whomever  he  wishes.  The  carrier  can 
appeal  to  the  board  if  it  does  not  agree. 

E.  It  was  suggested  by  Dr.  Hoople  and  it  was 
recommended  by  the  committee  that  the  Depart- 
ment of  Education  be  notified  that  the  committee 
considers  the  vocational  rehabilitation  form  which 
has  to  be  filled  out  by  the  examining  otologist  to  be 
out  of  date,  and  that  it  should  be  revised. 

IV.  A.  At  the  meeting  of  the  Subcommittee  on 
Diabetes  it  was  reported  that  the  Legislature  had 
adopted  a bill  to  amend  the  Agriculture  and  Markets 
Law  to  permit  artificially  sweetened  ice  cream  to  be 
manufactured.  There  followed  discussion  of  the 
fact  that  in  spite  of  the  substitution  of  sucaryl  for 
sugar  the  total  number  of  carbohydrates  is  not  per- 
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ceptibly  changed  because  of  their  presence  in  other 
forms.  The  general  public  and  even  physicians 
might  assume  that  the  ice  cream  could  be  used  as  a 
dessert  in  all  reduction  and  diabetic  diets.  It  was 
finally  recommended  that  the  editor  of  the  New 
York  State  Journal  of  Medicine  accept  adver- 
tising for  this  product,  providing  the  ad  carries 
educational  material  for  the  physician. 

B.  Dr.  Gibbs  brought  up  the  follow-up  procedure 
on  patients  screened  positive  for  diabetes.  Pre- 
viously the  committee  had  objected  to  a letter  to 
local  health  officers  proposed  by  Dr.  Reynolds  of  the 
State  Health  Department  as  leading  to  interference 
in  the  life  of  the  private  citizen,  but  now  they  con- 
ceded that  the  efforts  of  the  A.D.A.  and  the  medical 
societies  had  proved  ineffectual,  principal^  for  lack 
of  facilities  to  carry  on  a large-scale  approach  to  the 
problem.  Your  chairman  urged  the  committee  to 
recognize  the  change  in  the  concept  of  public  health, 
which  is  no  longer  confined  to  epidemiology  of  con- 
tagious diseases,  as  these  are  now  fairly  well  under 
control,  and  has  been  enlarged  to  include  diabetes 
and  other  chronic  diseases.  If  the  State  of  New  York 
does  not  come  through  with  a joint  effort  by  the 
medical  societies  and  the  local  Health  Departments, 
some  other  state  will  do  so  and  the  Public  Health 
Council  may  be  forced  to  change  the  law  in  this 
State  to  make  diabetes  a reportable  disease. 

It  was  finally  agreed  to  urge  the  formation  of  an 
advisory  group  to  Dr.  Reynolds  composed  of  mem- 
bers of  the  committee,  of  the  Department  of  Health, 
and  of  the  New  York  State  Chapter  of  the  American 
Diabetes  Association,  with  a view  to  working  out  a 
plan  for  the  proper  follow-up  of  possible  diabetics 
by  their  own  doctors. 

The  committee  recommended  that  Dr.  Reynolds 
be  informed  that  it  is  the  studied  opinion  of  organ- 
ized groups  in  the  field  of  diabetes  that  individuals 
screened  positive  should  be  referred  to  their  own 
personal  physicians  or  a clinic  of  their  choice. 

V.  A.  At  the  meeting  of  the  Subcommittee  on 
School  Health  on  May  13  Dr.  Ay  ling  read  two  letters 
from  citizens  of  Clarence  requesting  advice  on  (1) 
health  practices  and  physical  education  practices  in 
the  local  schools,  and  (2)  the  propriety  of  a psy- 
chologist’s giving  certain  tests  “unknown  to  and 
without  the  permission  of  parents  or  guardians.” 
The  replies  sent  by  Dr.  Ayling  were  read  and 
approved  by  the  committee.  The  advice  given  by 
Dr.  William  Horwitz,  chairman  of  the  Subcommittee 
on  Mental  Hygiene,  relative  to  the  second  communi- 
cation agreed  in  substance  with  Dr.  Ayling’s  views. 

B.  It  was  agreed  to  advise  Mr.  Fred  V.  Hein,  con- 
sultant to  the  Bureau  of  Health  Education  of  the 
A.M.A.,  to  accede  to  a request  for  700  copies  of 
“Protecting  the  Health  of  the  High  School  Athlete” 
from  Mr.  Lawrence  W.  Grimes,  executive  secretary 
of  the  New  York  State  High  School  Athletic  Pro- 
tection Plan,  Inc.  Mr.  Hein  was  asked  to  suggest 
to  Mr.  Grimes  that  he  consult  with  the  county 
medical  societies  relative  to  following  up  the 
suggestions  contained  in  the  booklet,  principally 
that  of  calling  a conference  of  local  agencies.  The 
pamphlet  will  be  distributed  by  the  subcommittee 
among  the  county  societies.  Dr.  Ayling  stressed 


the  importance  of  seeking  the  understanding  and 
cooperation  of  all  pertinent  local  organizations  in 
matters  of  school  health. 

C.  It  was  pointed  out  that  optometrists  are  mak- 
ing an  increasing  number  of  examinations  among 
school  children  and  that  many  are  prescribing  bifo- 
cal glasses  for  them.  There  was  discussion  of  the 
standards  being  used  for  testing  the  children’s  eyes, 
and  it  was  voted  to  refer  the  matter  of  the  testing  of 
pupils  vision  in  the  schools  to  the  Section  on  Oph- 
thalmology of  the  Medical  Society  of  the  State  of 
New  York,  requesting  a statement  on  the  adequacy 
or  inadequacy  of  the  Snellen,  or  any  other,  test. 

D.  Dr.  Ayling  reported  that  an  amendment  to 
the  Education  Law  aimed  at  procuring  less  frequent 
but  more  comprehensive  physical  examinations  of 
school  children  had  died  in  committee.  Dr.  Geis 
said  that  the  Education  Department  would  fight 
any  similar  amendment  on  the  grounds  that  the 
examinations  would  not  necessarily  be  any  better 
than  they  are  now,  conducted  every  year.  It  is 
planned  to  have  a meeting  of  representatives  of 
interested  agencies  in  the  fall  to  discuss  this  matter. 

E.  Attention  was  drawn  to  the  fact  that  many 
school  children  are  excused  by  their  doctors  from 
certain  physical  activities  without  sufficient  evi- 
dence that  their  hearts  are  impaired.  It  was  agreed 
that  the  matter  should  be  taken  up  at  the  local  level, 
with  the  heart  committees. 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  Moore  supplemented  his  report  by  stating: 
“We  have  a recommendation  from  the  Subcommittee 
on  Physical  Medicine  and  Rehabilitation  that  the 
three  names  to  be  submitted  for  appointment  to  the 
Governor’s  Committee  on  Emploj^ment  of  the 
Physically  Handicapped  for  this  coming  year  be 
Dr.  George  Raus,  of  Syracuse;  Dr.  Ian  Mac- 
lachlan,  of  Syracuse,  and  Dr.  Alvin  Carpenter,  of 
Binghamton.” 

Approval  was  voted. 

“There  has  been  a request  from  the  American 
Medical  Association  for  the  chairman  of  the  Com- 
mittee on  Mental  Health  to  again  attend  the  Annual 
Conference  on  Mental  Health  in  Chicago  on  Novem- 
ber 21  and  22,  1958.  I request  authorization  for 
Dr.  Horwitz  to  attend  that  meeting.” 

Authorization  was  voted. 

“Dr.  Gordon,  who  is  the  chairman  of  the  Com- 
mittee on  Maternal  and  Child  Welfare,  has  asked 
consideration  of  changes  in  the  regional  chairmen  for 
reporting  maternal  deaths.  He  requests  that  we 
replace  Dr.  Herbert  B.  Johnson  in  Region  IV 
(Counties  of  Schenectady,  Fulton,  Montgomery, 
and  Schoharie).  Dr.  Johnson  is  from  Kingston 
and  is,  therefore,  in  the  wrong  district.  He  asks 
that  he  be  replaced  with  Dr.  Stewart  C.  Wagoner, 
1226  Union  Street,  Schenectady.  Dr.  Wagoner  is 
chief  of  pediatrics  at  St.  Clare’s  Hospital  and 
attending  physician  at  Ellis  Hospital.  He  gradu- 
ated from  the  University  of  Pennsylvania  in  1937, 
was  resident  in  pediatrics  at  Children’s  Hospital  in 
Cincinnati,  and  is  a licentiate  of  the  American  Board 
of  Pediatrics. 

(Continued  on  page  3352] 
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“Region  V (Counties  of  Albany,  Washington, 
Saratoga,  Columbia,  Warren,  Rensselaer,  and 
Greene) — Dr.  Gordon  recommends  that  Dr.  John 
J.  Gamble  of  Albany  be  replaced  as  regional  chair- 
man in  obstetrics  by  Dr.  Robert  E.  S.  Nesbitt, 
Jr.,  Professor  of  Obstetrics,  Albany  Medical  College. 

“Region  II  (Kings,  Queens,  Nassau,  and  Suffolk) 
— This  is  no  personal  criticism  of  Dr.  Lawrence 
except  he  is  considered  an  urbanite.  Dr.  Gordon 
would  like  a suburbanite  or  a rural  person  to  replace 
Dr.  Lawrence  for  the  reporting  of  maternal  deaths 
in  rural  Queens  County.  He  would  prefer  to  have 
someone  outside  of  the  city  limits  instead  of  the 
present  chairman,  although  he  has  no  objection 
against  the  present  chairman.  He  suggests  Dr. 
Edward  Cartnick  of  Garden  City  (Meadowbrook 
Hospital). 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  Moore  continued:  “Now  I am  in  trouble 
because  I am  confused  about  whether  the  report  of  a 
reference  committee  that  accepted  the  Planning 
Committee’s  report  on  the  number  of  persons  on 
subcommittees  is  a part  of  the  Constitution  and 
Bylaws  of  the  Society,  or  whether  we  can  accede  to 
Dr.  Gordon’s  next  request.  He  requests  that  Dr. 
William  Mallia,  of  Schenectady,  who  used  to  be 
regional  chairman  in  obstetrics  for  his  region,  be 
added  to  the  Subcommittee  on  Maternal  and  Child 
Welfare.  In  the  report  of  the  Planning  Committee 
in  1957,  which  was  adopted  by  the  House  of  Dele- 
gates, it  is  recommended  that  the  number  in 
maternal  and  child  welfare  be  unchanged.  If  it  is 
permissible,  I recommend  that  there  be  nine  persons 
on  the  Subcommittee  on  Maternal  and  Child  Wel- 
fare.” 

After  discussion,  it  was  voted  that  there  be  nine 
persons  on  the  Subcommittee  on  Maternal  and  Child 
Welfare. 

Dr.  Moore  stated:  “We  are  going  into  the  second 
half  of  the  year  with  What  Goes  On,  and  we  are 
considering  contracts  for  next  year.  Clark  and 
O’Neill  address  the  envelopes  for  the  pamphlet.  In 
order  to  keep  their  address  files  up  to  date,  they 
subscribe  to  a Directory  Report  Service  which  is 
supplied  by  the  American  Medical  Association. 
When  envelopes  are  addressed  by  Clark  and 
O’Neill  for  a customer,  the  customer  must  pay 
either  $1.50  per  thousand  envelopes  addressed,  as  a 
royalty,  or  a fee  of  $100  per  year.  Based  on  a 
monthly  mailing  of  32,000  pamphlets  for  twelve 
months,  the  $1.50  per  thousand  envelope  cost 
amounts  to  $576  per  year.  By  contracting  on  an 
annual  basis  with  the  American  Medical  Association, 
approximately  $476  per  annum  would  be  saved. 
This  saving  goes  to  the  Lederle  Laboratories  who 
supply  one  hundred  per  cent  of  the  cost  of  this 
publication.  I therefore  move  that  the  Council  rec- 
ommend to  the  Board  of  Trustees  that  they  sign  a 
contract  with  the  American  Medical  Association  to 
save  this  money.” 

It  was  so  voted. 

Dr.  Moore  continued:  “I  am  in  a quandary  about 
one  more  communication.  It  is  from  the  American 


Medical  Association  on  an  efficient  way  to  polio- 
protect  your  community.  This  brochure  summarizes 
the  technics  and  programs  under  way  throughout 
the  United  States.  What  it  boils  down  to  is  that  in 
communities  where  people  get  together  to  see  that 
all  of  the  children  are  vaccinated  for  polio,  the  medi- 
cal societies  cooperate  in  every  way  even  to  the 
extent  of  the  introduction  of  centrally  located  in- 
oculation centers  where  anyone  can  be  vaccinated 
for  one  dollar  per  shot.  This  does  not  mean  doctors 
offices.  This  means  when  a move  is  on  like  the 
Governor’s  aim  to  end  polio  by  vaccination,  where 
church  groups,  organizational  groups,  school  groups, 
and  fraternal  groups  unite.  Dr.  Givan  and  I went 
to  the  Governor’s  meeting.  There  was  every  con- 
ceivable segment  of  our  society  represented  there, 
and  they  are  going  to  start  a movement  throughout 
New  York  State. 

“The  American  Medical  Association  recommends 
that,  when  a movement  of  this  nature  starts,  the 
medical  society  of  the  community  get  behind  it, 
and,  if  they  are  going  to  set  up  a polio  vaccination 
center  in  a city  hall,  or  a church,  or  an  armory,  or 
elsewhere,  that  the  doctors  go  along  with  it  for  one 
dollar  a shot. 

“From  a public  health  point  of  view  this  makes 
sense.  Dr.  Givan  gave  the  address  of  the  day  at 
the  Governor’s  committee,  pledging  cooperation 
of  the  Medical  Society.  I think  it  is  a good  public 
relations  opportunity  to  get  behind — that  the  medi- 
cal societies  get  behind — these  programs  when  they 
start.  I don’t  believe  that  the  Medical  Society 
should  initiate  them,  but  I don’t  think  the  Medical 
Society  should  oppose  them  once  they  start.  There- 
fore, I make  the  recommendation  that  the  Council 
approve  the  principle,  when  polio  vaccination  pro- 
grams start  in  communities,  such  as  the  Governor’s 
Citizens’  Committee  recommends,  the  Medical 
Society  cooperate  in  every  way  possible.” 

After  discussion,  it  was  voted  to  go  on  record  as 
approving  the  principle  of  polio  vaccination  and  to 
cooperate  with  local  groups  whenever  they  start  a 
program. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
presented  his  report:  “During  the  two  months  since 
the  last  report  the  committee  and  the  Public  Rela- 
tions Bureau  devoted  most  of  their  activities  to  the 
annual  convention  and  related  projects.  Before  the 
convention,  general  releases  were  sent  out.  Specific 
releases  concerning  delegates,  participants,  and 
scientific  papers  were  given  wide  distribution. 
Special  digests  of  certain  scientific  papers  were  used 
during  the  convention  as  bases  for  newspaper 
releases.  Invitations  were  sent  to  hospital  superin- 
tendents inviting  them  and  their  staffs  to  attend  the 
meeting.  Compilation  of  the  list  of  fifty-year  doc- 
tors was  done,  and  news  releases  concerning  these 
doctors  were  sent  to  various  parts  of  the  State. 

“During  the  meeting,  a press  room  was  maintained. 
Thirty-six  reporters  and  others  made  use  of  these 
facilities.  In  order  to  assist  the  reporters  a member 
of  the  Public  Relations  Bureau  covered  the  proceed- 
ings of  the  House  of  Delegates  and  presented  to  the 
reporters  whatever  news  seemed  appropriate. 

[Continued  on  page  3354] 
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Several  items  appeared  in  the  local  press  concerning 
the  activities  of  the  convention,  and  the  New  York 
Times  carried  a favorable  editorial  commending 
the  State  Society  for  its  position  on  advertising  of 
proprietary  medicines  on  television.  We  sent  144 
certificates  to  the  fifty-year  doctors. 

“An  exhibit  in  the  form  of  a calendar  entitled 
‘Every  Month  Is  PR  Month,”  showing  the  activities 
of  the  Bureau  throughout  the  year,  was  displayed 
during  the  meeting.  A pamphlet  rack  with  suit- 
able materials  accompanied  this  display.  After 
the  meeting  a digest  of  the  proceedings  of  the  House 
of  Delegates  was  sent  to  all  members  of  the  House 
and  to  county  medical  society  secretaries  and  execu- 
tive secretaries.  The  June  issue  of  Newsletter  was 
devoted  almost  exclusively  to  a review  of  the  happen- 
ings during  the  annual  meeting.  A new  feature  was 
a capsule  report  of  the  proceedings  of  the  House  of 
Delegates.  While  the  Bureau  has  not  yet  received 
all  the  newpaper  clippings  from  our  service,  par- 
ticularly regarding  recent  upstate  papers,  it  would 
appear  that  the  coverage  of  our  scientific  program 
was  no  more  than  fair.  Only  a handful  of  stories 
appeared  in  the  metropolitan  press.  This  is  not, 
however,  a sound  indication  of  the  amount  of  cover- 
age received  since  a good  many  of  the  writers  repre- 
sented special  publications  which  have  publication 
dates  sometime  after  the  meeting.  One  such  article 
has  already  appeared  in  Medical  News.  On  the 
other  hand,  if  mere  numbers  count,  the  quantity  of 
writers  present  at  the  meeting  should  normally 
lead  to  extensive  coverage. 

“The  nature  of  the  scientific  program — a pre- 
ponderance of  panel  discussions  in  general  sessions, 
replacing  the  usual  papers — cuts  down  the  material 
available  for  reporters  and  leads  to  a falling  off  in 
news  coverage.  This  is  true  even  though  the  quality 
of  the  material  covered  during  the  panel  discussions 
may  be  high  enough  to  attract  the  interest  of  the 
press  under  ordinary  circumstances.  The  chairman 
therefore  recommends  that  when  annual  meetings 
are  held  in  the  future,  the  Bureau  be  authorized  to 
call  a press  conference  prior  to  the  meeting  for  the 
purpose  of  briefing  reporters  and  medical  writers  in 
all  phases  of  the  scientific  program  and  giving  them 
the  opportunity  to  indicate  in  advance  their  interest 
in  any  paper  or  scientific  panel  discussion  which  may 
require  a follow-up  period.  The  plan  in  mind  would 
enable  the  principal  science  writers  to  look  over  our 
program,  select  those  items  which  they  think  will  be 
of  interest  and  then  enlist  our  assistance  and  that  of 
the  chairman  of  the  scientific  program,  as  well  as  the 
physician  involved,  to  marshall  the  facts  for  their 
stories  well  in  advance  of  the  program.  With  such 
an  arrangement,  writers  would  be  free  from  last 
minute  attempts  to  supplement  the  information 
that  they  usually  pick  up  in  the  press  room.  Of 
course,  it  should  be  borne  in  mind  that  while  this 
information  would  be  made  available  to  the  press 
prior  to  the  scientific  meetings,  none  of  it,  in  accord- 
ance with  established  practice,  would  be  released 
until  the  proper  time.  This  meeting,  which  could 
be  limited  to  about  a dozen  of  the  top  science  writers, 
could  be  handled  at  a luncheon  or  a dinner  without 


difficulty  and  should  lead  to  better  and  wider  use  of 
our  scientific  materials  in  the  press  and  on  television 
and  radio. 

“As  a second  recommendation  I should  like  to 
suggest  that  copies  of  the  resolutions  which  have 
been  submitted  in  advance  to  the  House  be  turned 
over  to  the  Bureau  in  advance  so  that  it  can  act 
intelligently  on  them  when  the  situation  demands 
without  having  to  wait  until  the  last  minute  and 
without  any  opportunity  to  become  familiar  with 
the  language  of  the  resolutions  introduced.  This 
procedure  would  help  present  the  intent  of  certain 
resolutions  to  the  public  in  the  best  possible  light 
for  the  medical  profession. 

“On  the  Monday  following  the  meeting,  the  direc- 
tor attended  a special  conference,  called  by  the 
American  Medical  Association,  at  the  Waldorf- 
Astoria,  of  executive  personnel  of  National  Radio 
and  Television  Associations.  The  purpose  was  to 
discuss  advertising  of  proprietary  medicines  on 
television.  This  meeting  was  very  timely  since  our 
House  of  Delegates  had  just  passed  a resolution 
calling  upon  the  appropriate  agency  of  the  Federal 
government  to  investigate  such  advertising.  Mr. 
Miebach  discussed  the  State  Society's  action  at  the 
conference  and  answered  questions. 

“The  chairman  participated  in  the  first  Regional 
Workshop  on  Covering  Medical  and  Scientific  News 
cosponsored  by  the  National  Association  of  Science 
Writers  and  the  American  Medical  Association, 
at  the  Hotel  Syracuse  on  April  17  and  18.  He  was  a 
member  of  a panel  which  discussed  ‘Problems  in 
Writing  Medical  News — From  the  Scientist’s  Stand- 
point and  from  the  Newsman’s  Standpoint.’  The 
director  also  was  present. 

“A  request  was  received  from  Dr.  F.  J.  L.  Blasin- 
game,  executive  vice-president  of  the  American 
Medical  Association,  that  we  secure  the  cooperation 
of  New  York  State  physicians  in  presenting  to  the 
public  the  medical  profession’s  view  on  health  care 
for  the  aged.  Dr.  Blasingame  suggested  that 
speeches  on  the  subject  be  made  between  May  5 
and  19  and  that  every  effort  be  made  to  obtain  as 
much  local  press  coverage  as  possible.  In  compli- 
ance with  this  request  a special  letter  containing  a 
sample  speech  supplied  by  Dr.  Blasingame  was  sent 
to  the  executive  secretaries  of  all  the  county  medical 
societies 

“The  Bureau’s  liaison  representative  helped  the 
Woman’s  Auxiliary  in  conducting  the  Annual 
Health  Poster  Contest  and  a special  release  was  sent 
out  giving  the  results  of  the  contest.  Publicity 
was  given  to  the  annual  meeting  before  and  during 
the  meeting. 

“Courses  for  medical  assistants  were  held  in 
Broome,  Dutchess,  Jefferson,  Kings,  Richmond, 
Rockland,  Schenectady,  Ulster,  and  Westchester 
Counties  during  the  past  few  months.  Mr.  Walsh, 
Mr.  Tracey,  and  Mr.  Schuyler  aided  these  societies 
when  asked  and  participated  in  several  of  the  courses. 
The  field  program  was  continued  before  and  after 
the  annual  meeting.  The  principal  activity  was 
the  work  of  implementing  the  ‘Standards  of  Prac- 
tice for  Doctors  and  Lawyers’  and  assisting  in  con- 
ducting medical  assistants  courses. 

“The  chairman  addressed  the  Woman’s  Auxiliary 
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during  the  annual  meeting  at  the  Hotel  Statler  in 
May.  The  subject  was  ‘Federal  Legislation/  with 
particular  emphasis  on  social  security  and  the 
Forand  Bill. 

“As  a result  of  an  article  in  the  Newsletter  calling 
attention  to  the  Standards  of  Practice,  58  requests 
were  filled,  as  well  as  those  from  our  Suffolk  County 
Society  and  Connecticut’s  Fairfield  County  Society. 

“The  chairman  announces  that  at  the  deadline  for 
nominations  for  the  Outstanding  General  Practi- 
tioner Award,  May  15,  only  five  nominations  had 
been  received. 

“Writers  for  magazines  continued  to  seek  assist- 
ance from  the  Bureau  in  regard  to  contemplated 
articles.  Among  the  writers  were  representatives 
from  the  Reader’s  Digest  and  Scope  Weekly. 

“Two  members  of  the  committee,  Dr.  John  W. 
Latcher  and  Dr.  George  A.  Burgin,  acted  as  chair- 
man and  secretary,  respectively,  of  a very  excellent 
Public  Relations  Session  held  during  the  annual 
convention.  The  program,  which  was  well  attended, 
provoked  many  lively  discussions. 

“The  Public  Relations  Committee  met  at  head- 
quarters on  April  10.  The  chairman  is  pleased  to 
report  that  nine  out  of  the  ten  members  were  present. 
Present  at  the  meeting,  in  addition  to  the  members, 
were  the  director,  field  representatives,  and  President 
Gibson.” 

Dr.  Rogers  stated:  “There  are  two  items  I 

wanted  to  emphasize.  One  is  paragraph  7 — ‘The 
chairman,  therefore,  recommends  that,  when  annual 
meetings  are  held  in  the  future,  the  Bureau  be 


authorized  to  call  a press  conference  prior  to  the 
meeting/  as  a luncheon  meeting,  so  that  it  would, 
therefore,  lead  to  better  public  relations  and  a wider 
use  of  our  scientific  materials  in  the  press  and  on 
television  and  radio.  I would  like  to  move  that 
this  portion  of  the  report  be  approved.” 

Approval  was  voted. 

“In  paragraph  8 we  in  the  Bureau  would  like  to 
have  copies  of  the  resolutions,  whenever  possible, 
that  have  been  submitted  in  advance  to  the  House 
of  Delegates.  We  would  like  to  have  them  turned 
over  to  the  Bureau  in  advance  so  that  they  can  be 
properly  interpreted.  It  would  simplify  an  intelli- 
gent study  by  the  press  of  anything  that  might  be 
better  for  the  profession  at  large.  I would  like  to 
move  this  as  a specific  recommendation.” 

Approval  was  voted. 

It  was  voted  to  accept  the  report  as  a whole. 

Dr.  Rogers  stated:  “I  don’t  know  that  we  should 
take  the  time  to  read  the  exact  numbers  at  this 
present  time.  The  total  over-all  number  of  clip- 
pings received  from  our  clipping  bureau  was  328, 
and  approximately  77  newspapers  were  included.” 

Media  Subcommittee. — Reporting  for  Dr.  John 
C.  McClintock,  chairman  of  the  subcommittee,  Dr. 
Rogers  stated:  “In  making  preparations  for  the 
annual  meeting  just  completed,  it  became  evident 
that  there  was  a need  for  well-developed  policy 
regarding  the  presentation  on  radio  and  television  of 
certain  materials  among  the  scientific  exhibits  and 
[Continued  on  page  3356] 
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medical  motion  pictures. 

“Such  a policy  would  provide  the  means  to  enable 
the  Public  and  Professional  Relations  Bureau  to 
determine  which  exhibits  among  those  displayed  at 
the  meeting  are  suitable  for  television  purposes. 
These  exhibits  would  be,  on  the  one  hand,  those 
judged  to  be  suitable  from  the  point  of  view  of 
scientific  merit  and  importance  to  the  medical  pro- 
fession and,  on  the  other  hand,  those  having  a degree 
of  interest  to  the  lay  public.  These  combined 
judgments  are  necessary  if  the  annual  meeting  is  to 
be  presented  in  its  best  light  to  the  profession  and  to 
the  public. 

“It  is  recommended  that,  prior  to  the  next  annual 
meeting,  the  Council  authorize  the  development  of  a 
policy  covering  this  situation.” 

It  was  voted  to  refer  this  to  the  Convention  Com- 
mittee. 

Staphylococcal  Infections. — Dr.  Norman  S.  Moore 
presented  the  following  report  on  behalf  of  Dr. 
James  Greenough,  chairman  of  the  joint  committee 
on  staphylococcal  infections : 

Report  of  Ad  Hoc  Joint  Committee  of  the  Hospital 
Association  of  New  York  State,  the  New  York  State 
Department  of  Health,  and  the  Medical  Society  of  the 
State  of  New  York  to  Combat  Epidemic  Staphylococcal 
Infections. 

On  April  25,  1958,  at  the  suggestion  of  the  Public 
Health  Council,  representatives  of  the  above  organ- 
izations met  under  the  auspices  of  the  Public  Health 
and  Education  and  the  Hospital-Professional  Rela- 
tions Committees  of  the  State  Society  to  discuss 
ways  of  attacking  the  problem  of  resistant  staphylo- 
coccal infections  as  related  to  hospitals  and  the 
people  of  New  York  State.  After  considerable  dis- 
cussion, it  was  decided  to  appoint  a joint  committee 
to  implement  the  publishing  of  a pamphlet  similar 
to  that  produced  by  the  New  York  State  Depart- 
ment of  Health  and  the  American  Public  Health 
Association  in  1950  and  revised  in  1957  entitled, 
“Guide  for  the  Prevention  and  Control  of  Infections 
in  Hospitals.”  The  new  pamphlet  would  be  de- 
signed particularly  to  prevent  and  control  resistant 
staphylococcal  infections. 

Such  a committee  was  appointed  with  the  follow- 
ing membership:  Dr.  James  Greenough,  Chairman; 
and  Dr.  Norman  S.  Moore,  Medical  Society  of  the 
State  of  New  York;  Dr.  Granville  W.  Larimore  and 
Dr.  Victor  Tompkins,  New  York  State  Department 
of  Health;  Dr.  Christopher  Parnall,  Hospital  Associ- 
ation of  New  York  State,  and  Dr.  Martin  Steinberg, 
Greater  New  York  Hospital  Association. 

Dr.  Thurman  B.  Givan,  as  president  of  the  Medi- 
cal Society  of  the  State  of  New  York,  appointed  the 
first  two  members  subject  to  the  approval  of  the 
Council. 

This  committee  met  on  May  15,  1958.  It  was 
decided  (1)  to  appoint  an  advisory  committee  cover- 
ing the  various  fields  and  areas  involved,  (2)  to 
request  this  advisory  committee  to  make  recommen- 
dations for  procedures  to  be  incorporated  in  the 
pamphlet,  and  (3)  to  submit  the  plan  to  the  Ameri- 
can Medical  Association,  the  American  Hospital 


Association,  and  the  United  States  Public  Health 
Service  so  that  there  would  be  no  conflict  with  any 
national  projects  of  similar  nature. 

The  following  Advisory  Committee  was  appointed, 
which  met  on  June  4,  1958,  for  preliminary  study 
and  suggestions: 

Dr.  Robert  M.  Albrecht,  director,  Bureau  of 
Epidemiology,  State  Health  Department;  Dr. 
John  E.  Blair,  Director  of  Bacteriology,  Hospital 
for  Joint  Diseases;  Dr.  Paul  A.  Bunn,  Professor 
of  Medicine,  Upstate  Medical  Center,  Syracuse; 
Dr.  J.  O’Neill  Closs,  American  Pharmaceutical 
Manufacturers  Association;  Dr.  DuMont  Elmen- 
dorf,  Assistant  Director  for  Clinical  Research, 
State  Health  Department;  Dr.  Henry  Fineberg, 
Deputy  Commissioner  of  Hospitals,  City  of  New 
York,  president-elect,  Medical  Society  of  the 
State  of  New  York;  Dr.  G.  Alex  Galvin,  president, 
New  York  Chapter,  Academy  of  General  Practice; 
Mr.  Nicholas  Gesoalde,  executive  secretary,  State 
Pharmaceutical  Association;  Miss  Eleanor  Goch- 
anour,  Chief  of  Special  Services  and  Consultation 
Section,  Bureau  of  Public  Health  Nursing,  State 
Health  Department;  Dr.  Morris  Greenberg,  direc- 
tor, Bureau  of  Preventable  Diseases,  City  of  New 
York  Department  of  Health;  Dr.  Clinton  V.  Z. 
Hawn,  Chief  Pathologist,  Bassett  Hospital,  Coopers- 
town;  Dr.  Horace  L.  Hodes,  Director  of  Pediatrics, 
Mt.  Sinai  Hospital;  Dr.  Thomas  Hale,  Jr.,  Director, 
Albany  Hospital;  Dr.  Arnold  Karan,  Director,  The 
Bronx  Hospital;  Dr.  Irvin  Klein,  Workmen’s 
Compensation  Board,  New  York  State;  Dr.  Yale 
Kneeland,  Jr.,  Professor  of  Medicine,  Columbia- 
Presbyterian  Medical  Center;  Miss  Marguerite 
Koderl,  Director  of  Nursing,  Rochester  General 
Hospital;  Dr.  Robert  E.  S.  Nesbitt,  Jr.,  Professor 
of  Obstetrics,  Albany  Medical  College;  Dr.  Erwin 
Netter,  microbiologist,  Children’s  Hospital,  Buffalo; 
Dr.  Ernest  L.  Sarason,  Assistant  Clinical  Professor 
of  Surgery,  Upstate  Medical  Center,  Syracuse; 
Dr.  Vjctor  Tompkins,  director,  Division  of  Labora- 
tories and  Research,  New  York  State  Department 
of  Health,  and  Dr.  Alonzo  Yerby,  Deputy  Commis- 
sioner for  Medical  Affairs,  New  York  State  Depart- 
ment of  Social  Welfare. 

Joint  Committee  members  present  were:  Dr. 
Granville  W.  Larimore,  New  York  State  Depart- 
ment of  Health;  Dr.  Norman  S.  Moore,  Medical 
Society  of  the  State  of  New  York,  and  Dr.  James 
Greenough,  Medical  Society  of  the  State  of  New 
York. 

Conversations  were  held  with  Drs.  Blasingame 
and  Stormond,  of  the  American  Medical  Associa- 
tion; Dr.  Bates,  of  the  American  Hospital  Associa- 
tion, and  Dr.  Anderson,  in  charge  of  the  Communi- 
cable Disease  Center  of  the  United  States  Public 
Health  Service,  in  Atlanta.  Approval  of  this 
effort  to  promulgate  information  to  hospitals  and 
physicians  in  New  York  State  as  planned  by  the 
Joint  Committee  was  expressed.  These  organiza- 
tions were  assured  that  all  material  would  be  sub- 
mitted to  them  before  publication  so  that  there 
would  be  no  conflict  of  ideas. 

At  the  meeting  on  June  4,  after  a preliminary  dis- 
cussion of  the  project,  the  meeting  was  divided  into 
four  sections  for  detailed  discussion:  (1)  adminis- 
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trative  technics  and  practices,  (2)  professional  tech- 
nics and  practices,  (3)  epidemiology,  and  (4)  labo- 
ratory practices. 

The  chairman  of  each  section  will  report  the 
recommendations  of  his  section  before  July  1,  1958. 
All  recommendations  will  be  submitted  to  all  mem- 
bers of  both  committees.  A combined  meeting  of 
the  Joint  Committee  and  the  Advisory  Committee 
will  be  held  July  16,  1958,  at  which  time  it  is  hoped 
that  a final  draft  of  the  material  for  the  projected 
pamphlet  may  be  made. 

“There  are  certain  expenses  connected  with  the 
execution  of  this  project,  travel,  telephone,  editing, 
publishing,  and  distributing  the  pamphlet.  It  is 
hoped  that  the  three  sponsoring  organizations  will 
divide  the  expenses  equally.  The  cost  should  not 
exceed  $10,000.  Would  a member  of  Council  move 
approval  of  this  plan  and  recommend  that  the  Coun- 
cil request  the  Board  of  Trustees  to  appropriate  a 
sum  not  to  exceed  $3,000  to  defray  one  third  of  the 
necessary  expenses?” 

After  discussion,  the  suggested  motion  was 
passed. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  stated:  “The  director  of  the 

Workmen’s  Compensation  Bureau  has  been  at  the 
hearings  upstate,  and  one  of  the  things  that  has 
come  up  at  the  hearings  is,  ‘When  is  the  new  fee 
schedule  coming  out?’  Are  we  to  carry  out  the 
House  of  Delegates  authorization  to  charge  private 
rates  as  of  July  1?  The  carriers  have  sent  around 
word  that  they  will  only  recognize  the  present  fee 


schedule.  Miss  Parisi  asked  permission  to  address 
the  Council  and  had  expected  to  be  here  at  eleven 
o’clock.  She  was  delayed  and  will  be  here  at  11 : 30. 
She  would  like  to  talk  about  the  fee  schedule.” 

It  was  voted  to  accept  the  report. 

“I  would  like  to  move  that  the  Council  invite  Dr. 
Monroe  Broad  of  Queens  County  to  be  present  so 
that  he  can  hear  Miss  Parisi’s  talk.” 

It  was  so  voted. 

Dr.  Dorman  said,  “Gentlemen,  the  Chairman  of 
the  Workmen’s  Compensation  Board  of  the  State 
of  New  York,  Miss  Angela  Parisi,  has  asked  to  have 
the  privilege  of  the  floor  and  to  address  the  Council 
this  morning.  Miss  Parisi !’  ’ 

Miss  Parisi  stated,  “Doctors,  I am  pleased  to  see 
you.  I did  not  know  whether  it  would  be  appropri- 
ate to  request  Dr.  Gibson  and  Dr.  Dorman  and  your 
councillors  to  permit  me  to  talk  to  you  this  morning 
about  a matter  which  is  of  grave  concern  not  only 
to  me  as  Chairman  of  the  Workmen’s  Compensa- 
tion Board,  but  to  you  as  the  governing  body  of  your 
profession  within  the  State. 

“I  need  not  belabor  the  point  that  the  question 
before  us  is  a matter  of  medical  economics.  It  is  a 
matter  of  importance  to  us,  not  only  from  the  stand- 
point of  dollars  and  cents  to  the  medical  profession, 
but  more  particularly  from  the  standpoint  of  the 
services  received  by  the  people  whom  you  serve  as 
members  of  your  honored  profession. 

“I  hope,  Dr.  Dorman,  that  you  will  not  consider 
that  I am  belaboring  the  point  if  I review  for  a 

[Continued  on  page  3358] 
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moment  the  reasons  why  the  schedule  is  being  pre- 
sented at  this  time  and  the  reason  for  the  delay. 
Perhaps  there  are  some  of  you  on  the  Council  who 
are  not  aware  that  back  in  1955  one  of  the  first  orders 
of  business  when  I became  Chairman  of  the  Work- 
men’s Compensation  Board  was  to  ask  your  State 
Medical  Society  pursuant  to  Section  13  of  the 
Workmen’s  Compensation  Law  to  revise  the  medical 
fee  schedule  and  to  submit  to  us  whatever  proposals 
you,  as  doctors,  felt  were  reasonable  and  proper. 

“Thereafter,  with  my  knowledge,  representatives 
of  your  Society  met  with  representatives  of  the  Com- 
pensation Insurance  Rating  Board  which  repre- 
sented all  of  the  carriers  in  this  State  and  the  self- 
insurers.  I regret  to  say  that  after  a year  and  a half 
of  negotiations  the  committee  reached  an  impasse 
and  early  in  April  of  1957  there  was  submitted  to  me 
on  behalf  of  the  doctors  a letter  which  indicated  that 
there  were  no  areas  on  a new  fee  schedule,  and 
furthermore  there  were  some  proposals  that  the 
State  Society  wished  to  make  to  me. 

“I  accepted  them,  and  I reviewed  them,  and  I 
found  that  there  had  been  many  county  societies  in 
this  State,  which  because  of  preoccupation  with 
other  tasks  and  all  of  the  other  things  that  go  with 
making  a livelihood,  had  not  paid  much  heed  to  the 
fee  schedule,  so  that  in  order  that  all  of  you  might  be 
able  to  present  to  us  your  versions  we  called  a meet- 
ing in  Albany  for  the  presentation  of  viewpoints  of 
the  county  medical  societies  and  the  State  Medical 
Society. 

“The  meeting  was  a success.  Thereafter  we 
received  requests  to  extend  the  duration  of  time 
during  which  proposals  could  be  submitted  to  us 
and  we  extended  the  time  until  December  1,  1957. 
I believe  that  your  very  competent  representative, 
Dr.  Mira,  submitted  the  last  proposals  to  us  at  the 
end  of  December,  1957. 

“Thereafter  I appointed  a committee  of  my  staff 
and  two  other  doctors,  who  are  not  on  my  staff, 
but  wTho  know  workmen’s  compensation,  to  revise 
the  schedule.  This  morning  I am  before  you  to 
present  to  you  our  proposals  on  a new  medical  fee 
schedule. 

“I  hope  that  you  would  take  the  proposals  and 
review  them  and  feel  free  to  come  back  with  any 
counter  proposals  or  comments  that  you  may  want 
to  make. 

“I  have  run  my  office  during  my  term  with  a com- 
pletely open  mind  and  an  open  ear  to  anything  an}r- 
one  wanted  to  say  and  you,  as  a very  important  part 
of  our  operation,  will  be  treated  no  differently. 

“I  am  presenting  to  Dr.  Gibson  this  morning,  as 
your  new  president,  a copy  of  our  proposed  schedule. 
We  have  set  a deadline  for  the  middle  of  August, 
Doctor,  for  the  comments  of  all  parties  concerned 
{handing  Dr.  Gibson  an  envelope) . 

“The  statute  imposes  upon  me  the  obligation  to 
consult  with  other  interested  parties.  Other  inter- 
ested parties  under  our  interpretation  means  manage- 
ment, labor,  and  the  management  groups  that  repre- 
sent management,  such  as  the  Empire  State  Chamber 
of  Commerce,  Associated  Industries  of  the  State  of 
New  York,  and  the  Commerce  and  Industry  Associ- 


ation of  the  State  of  New  York. 

“Yesterday  in  anticipation  of  my  meetings  with 
you  I telephoned  all  these  groups  and  advised  them 
of  my  action  today  and  I told  them  that  they  would 
also  receive  copies  of  this  schedule  directly  as  my 
printer  returns  them  to  me.  The  schedule  has  been 
ready  for  the  past  six  weeks,  but  I felt  that  it  in- 
volved such  an  extensive  area  of  negotiations  that 
I did  not  want  it  to  be  public  or  printed  publicly 
until  you  received  the  first  copy.  This  is  the 
first  copy  of  the  fee  schedule  that  has  been  given  to 
anyone  outside  of  the  four  gentlemen  who  served  on 
the  committee  with  me. 

“The  Compensation  Insurance  Rating  Board 
will  receive  its  copy  this  afternoon ; the  labor  unions 
will  receive  theirs  tomorrow;  Associated  Industries, 
Commerce  and  Industry  Association,  and  the 
Empire  State  Chamber  of  Commerce  will  also  receive 
their  copies  tomorrow. 

“You  are  very  practical  and  realistic.  You  under- 
stand that  without  the  support  of  management,  this 
proposed  schedule  will  not  be  accepted.  I do  not 
wish  the  medical  profession  to  be  disturbed  by  the 
negotiations  of  what  might  be  deemed  collective 
bargaining,  but  in  the  world  in  which  we  five  and  in 
the  value  that  is  placed  on  dollars  and  cents,  the 
cost  factor  in  workmen’s  compensation,  w^e  have  to 
be  realistic  and  sound  thinking  people  and  under- 
stand this  problem  for  what  it  is.  If  it  is  our  agree- 
ment that  proposals  which  reflect  an  increase  are 
finally  promulgated,  I shall  need  all  of  }mur  help 
to  convince  those  who  are  going  to  pay  the  bill 
that  this  action  is  a necessary  and  needed  reform. 

“I  am  very  conscious  that  the  schedule  has  not 
been  changed  since  1948,  and  that  there  was  an 
across-the-board  increase  of  8 per  cent.  I know 
all  of  these  things,  and  I have  lived  with  them, 
maybe  much  closer  than  you  have,  and  I am  more 
sensitive  to  them  than  many  of  you,  and  I want  you 
to  understand  that  any  delays  have  not  been  caused 
by  the  Board  nor  in  any  way  by  any  action  of  our 
administration,  but  rather  because,  as  Jerry  (Dr. 
Dorman)  can  attest,  and  as  Dr.  Kaliski  and  Dr. 
Mira  can  tell  you,  of  the  impasse  that  was  reached 
with  the  first  negotiations  between  the  management 
representatives  and  the  medical  profession. 

“Your  public  relations  is  now  going  to  be  up  to 
you.  We  will  do  our  best  to  put  our  ideas  across, 
but  at  the  end,  when  we  finally  make  our  judg- 
ment, it  will  have  to  consider  and  reflect  all  of  the 
proposals  that  are  made  to  us  by  the  Medical 
Society,  by  management,  and  by  labor. 

“I  know  that  you  have  a long  agenda  but  I feel 
that  if  any  of  you  wish  to  question  me,  I am  at  your 
disposal  to  answer  questions.  Thank  you,  Dr. 
Gibson!” 

Dr.  Dorman  advocated  use  of  “The  standard 
nomenclature”  in  the  forthcoming  fee  schedule, 
and  Miss  Parisi  agreed. 

Dr.  Di  Natale  asked,  “I  would  like  to  ask  what  is 
the  earliest  time  it  is  possible  for  this  fee  schedule  to 
be  finally  presented  and  approved  so  that  we  may 
have  it  presented  to  the  members  of  the  medical 
profession  throughout  the  State?” 

[Continued  on  page  3360] 
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destroys  all  3 principal  pathogens 


Whether  vaginitis  is  caused  by  Trichomonas,  Monilia  or  Hemophilus 
vaginalis— alone  or  combined— Tricofuron  improved  swiftly  relieves 
symptoms  and  malodor,  and  achieves  a truly  high  percentage  of  cul- 
tural cures,  frequently  in  1 menstrual  cycle.  Tricofuron  Improved 
provides : a new  specific  moniliacide  micofur®  brand  of  nifuroxime, 
the  established  specific  trichomonacide  furoxone®  brand  of  furazolidone 
and  the  combined  actions  of  both  against  Hemophilus  vaginalis. 

1.  Office  insufflation  once  weekly  of  the  Powder  (Micofur  [anfz-5-nitro- 
2-furaldoxime]  0.5%  and  Furoxone  0.1%  in  an  acidic  water-soluble 
powder  base).  2.  Continued  home  use  twice  daily,  with  the  Supposito- 
ries (Micofur  0.375 % and  Furoxone  0.25%  in  a water-miscible  base). 


NEW  BOX  OF  24  SUPPOSITORIES  WITH  APPLICATOR 
FOR  MORE  PRACTICAL  AND  ECONOMICAL  THERAPY. 


NITROFURANS  — a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides. 
EATON  LABORATORIES,  NORWICH,  NEW  YORK 
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[Continued  from  page  3358] 

Miss  Parisi  stated,  “It  had  been  our  hope  that  the 
new  fee  schedule  could  be  promulgated  on  the  tenth 
anniversary  of  the  last  one  which  would  have  been 
September  1,  1958.  However,  taking  into  consider- 
ation the  number  of  hours  that  it  took  experienced 
men  to  review  the  items  prior  to  our  giving  the 
finished  product  to  you,  I feel  that  the  Medical 
Society  itself  and  the  other  interested  parties  would 
not  be  able  to  come  back  to  us  with  truly  considered 
recommendations  prior  to  August  15.  There- 
after I would  think  that  my  office  would  need  about 
sixty  days  or  even  perhaps  a little  more  considering 
the  demands  we  have  in  September  and  October  to 
review  it.  I would  hope  that  the  whole  matter 
would  certainly  be  ready  if  not  the  middle  of  Decem- 
ber the  first  of  the  year. 

“I  have  notified  the  Compensation  Insurance 
Rating  Board  and  the  Superintendent  of  Insurance 
that  they  need  not  consider  the  schedule  as  I have 
proposed  it  in  the  rates  which  they  will  promulgate 
on  July  1, 1958. 

“Now  let  us  talk  for  a moment  about  something 
else.  You  gentlemen  adopted  at  your  annual  meet- 
ing in  New  York  City  a resolution  which  would 
require  the  Insurance  Department  and  the  Insur- 
ance Rating  Board  to  consider  in  its  rate  promulga- 
tion for  1958-1959  a resolution  which  indicated 
that  your  fees  in  the  various  counties  would  be  the 
guidepost  for  your  services  in  workmen’s  compensa- 
tion. If  this  resolution  continues  in  effect  then  the 
Rating  Board  has  got  to  consider  it  in  the  rate 
charge  and  as  a result  there  will  be  an  increase  in 
rates.  How  this  will  reflect  on  your  negotiations 
and  mine  with  the  various  interested  parties  I do 
not  knowr,  but  I would  think  that  it  will  not  be  easy. 
I had  hoped  that  as  the  result  of  ‘clearing  the  air’ 
this  morning — and  please  anyone  feel  free  to  ques- 
tion me  on  the  subject — that  the  resolution  that 
you  adopted  could  be  held  in  abeyance  for  several 
months.  I do  not  ask  that  any  resolution  be 
rescinded,  and  I understand  the  circumstances  under 
which  it  was  adopted.  I think  the  Society  was  well 
within  its  right  in  adopting  the  resolution  and  I 
know  that  it  was  not  taken  against  me  as  an  indi- 
vidual or  as  an  administrator,  because  I have  done 
what  I properly  could  do  as  part  of  my  office,  but  I 
feel  that  sometimes  when  we  are  subjective  about 
the  symptoms — and  you  know  this  better  than  I — 
we  do  things,  in  the  heat  of  wanting  to  protect  our- 
selves, that  will  hurt  us  in  the  ultimate.  That  was 
one  of  the  reasons  why  I requested  your  president 
and  Dr.  Dorman  if  it  was  possible  to  talk  to  you 
informally  this  morning  to  find  what  we  could  do  to 
help  ourselves. 

“Personally,  I will  administer  what  I have  to 
administer  under  my  legal  obligations,  but  I knowr 
too  well  that  the  carriers  will  take  a very  dim  view 
on  July  1 of  the  implementation  of  the  resolution 
that  was  adopted  by  your  House  of  Delegates,  and  I 
believe  you  ought  to  know  that.  I do  not  quarrel 
with  the  parties  or  the  reasons  why  you  adopted  the 
resolution,  but  I feel  it  is  something  that  you  as  the 
Council  of  the  State  Medical  Society  ought  to  re- 
consider. You  have  a large  economic  stake  in  the 


ultimate  medical  fee  schedule.  This  I can  tell  you, 
whether  my  proposals  are  accepted  into  or  whether 
there  is  a revision  downward  or  upward,  it  is  a large 
stake  for  the  medical  profession  in  New  York  State 
and  it  rests  entirely  with  you.” 

Unfinished  Business 

Committees  for  1958-1959. — President  Gibson 
appointed  the  following  committees,  which  were 
approved  by  the  Council. 

Council  Committees  1958-1959 

Budget 

Maurice  J.  Dattelbaum,  Brooklyn,  Chairman 
Samuel  Z.  Freedman,  New  York  City 
Frederic  W.  Holcomb,  Kingston 

Constitution  and  Bylaws 

Ezra  A.  Wolff,  Forest  Hills,  Chairman 
Norman  C.  Lyster,  Norwich 
Homer  L.  Nelms,  Albany 

Convention 

Samuel  Z.  Freedman,  New  York  City,  Chairman 

Albert  J.  Addesa,  Lancaster 

Maurice  J.  Dattelbaum,  Brooklyn 

Thomas  E.  Alexander,  New  York  City,  Adviser 

Charles  L.  Baldwin,  New  York  City,  Adviser 

Dinner  Subcommittee 

Henry  N.  Kenwell,  Buffalo,  Chairman 

Frank  J.  Borrelli,  New  York  City,  Cochairman 

Albert  J.  Addesa,  Lancaster 

Wilfrid  M.  Anna,  Lockport 

John  C.  Brady,  Buffalo 

Matthew  J.  Callanan,  Buffalo 

Matthew  L.  Carden,  Buffalo 

Richard  A.  Loomis,  Springville 

John  R.  Paine,  Buffalo 

J.  Frederick  Painton,  Buffalo 

Lois  J.  Plummer,  Buffalo 

Mitchell  I.  Rubin,  Buffalo 

Clyde  L.  Wilson,  Jamestown 

Guest  Reception  Subcommittee 

Thomas  S.  Bumbalo,  Buffalo,  Chairman 
John  S.  Ambrusko,  Kenmore 
Edgar  C.  Beck,  Buffalo 
Antonio  F.  Bellanca,  Buffalo 
L.  Lloyd  Burrell,  Jr.,  Buffalo 
Stephen  A.  Graczyk,  Buffalo 
Elmer  T.  McGroder,  Buffalo 
Anthony  J.  Manzella,  Buffalo 
Victor  J.  Riley,  Buffalo 
Samuel  Sanes,  Buffalo 
Eugene  M.  Sullivan,  Lackawanna 
Joseph  A.  Wintermantel,  Olean 
Ernest  Witebskv,  Buffalo 

Motion  Picture  Subcommittee 

Colgate  Phillips,  Bronxville,  Chairman 
Walter  F.  Stafford,  Jr.,  Buffalo,  Cochairman 
E.  Dean  Babbage,  Buffalo 

Scientific  Awards  Subcommittee 
Charles  D.  Post,  Syracuse,  Chairman 
Harold  F.  Brown,  Buffalo 
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Morris  Maslon,  Glens  Falls 
John  G.  Masterson,  Brooklyn 

Scientific  Exhibits  Subcommittee 

William  L.  Watson,  New  York  City,  Chairman 
Beverly  C.  Smith,  New  York  City,  Cochairman 
Eugene  L.  Lozner,  SjTacuse 
Frederick  Lee  Liebolt,  New  York  City 

Scientific  Program  Subcommittee 
Alfred  P.  Ingegno,  Brooklyn,  Chairman 
William  F.  Lipp,  Buffalo,  Associate  Chairman 
Bernard  J.  Pisani,  New  York  City,  Associate 
Chairman 

(Committee  personnel  includes  also  chairmen  of 
scientific  section  and  sessions.) 

Industrial  Exhibits  Subcommittee 

William  B.  Rawls,  New  York  City,  Chairman 

Cults 

James  M.  Blake,  Schenectady,  Chairman 

Edward  C.  Hughes,  Syracuse 

John  F.  Rodgers,  Poughkeepsie 

Harold  B.  Smith,  Albany,  Adviser 

Frederick  W.  Miebach,  New  York  City,  Adviser 

Dental  Health  (Joint  Committee  of  State  Medical 

and  Dental  Societies) 

Medical  Society  of  the  State  of  New  York 
Fred  S.  Dunn,  New  York  City,  Chairman 
Robert  M.  McCormack,  Rochester 
Dental  Society  of  the  State  of  New  York 
(To  be  appointed) 

Economics 

John  C.  McClintock,  Albany,  Chairman 
Merle  D.  Evans,  Rochester 
Waring  Willis,  Bronxville 

Medical  Expense  Insurance  Subcommittee 
Carl  R.  Ackerman,  Bronx,  Chairman 
George  Rehmi  Denton,  Albany 
Arthur  F.  Gaffney,  Clinton 
C.  Otto  Lindbeck,  Jamestown 
Melvin  S.  Martin,  Warsaw 
Dwight  V.  Needham,  Syracuse 
Carlton  E.  Wertz,  Buffalo 
A.  Vaughn  Winchell,  Rochester 
George  P.  Farrell,  New  York  City,  Adviser 

Public  Medical  Care  Subcommittee 
Earl  C.  Waterbury,  Newburgh,  Chairman 
Marcelle  T.  Bernard,  Bronx 
Lyman  C.  Boynton,  Rochester 
Robert  J.  Collins,  Syracuse 
Philip  J.  Rafle,  Riverhead 

U.S.  Veterans  Administration,  Liaison  Sub- 
committee WITH 

George  A.  Burgin,  Little  Falls,  Chairman 
Herbert  H.  Bauckus,  Buffalo 
Harry  Golembe,  Liberty 

Ethics,  Questions  on 

Harold  F.  Brown,  Buffalo,  Chairman 
[Continued  on  page  3362] 
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Frank  LaGattuta,  Bronx 
Ezra  A.  Wolff,  Forest  Hills 

Hospital  and  Professional  Relations 

Raymond  S.  McKeeby,  Binghamton,  Chairman 
Vincent  J.  Collins,  New  York  City 
Bernard  A.  Watson,  Clifton  Springs 

Industrial  Health 

Peter  J.  Di  Natale,  Batavia,  Chainnan 
Melvin  N.  Newquist,  New  York  Citjr 
Harry  E.  Tebrock,  Douglaston 
William  B.  Shepard,  New  York  City.  Adviser 
Anthony  A.  Mira,  Forest  Hills,  Adviser 

Legislation 

James  M.  Blake,  Schenectady,  Chairman 

Henry  I.  Fineberg,  Jamaica,  Vice-Chairman 

Jurgens  H.  Bauer,  Syracuse 

John  C.  Brady,  Buffalo 

Robert  J.  Calihan,  Rochester 

E.  Yale  Clarke,  Glens  Falls 

E.  Craig  Coats,  New  York  City 

Elton  R.  Dickson,  Binghamton 

Frederic  W.  Holcomb,  Kingston 

Henry  W.  Kaessler,  Bronxville 

Aaron  Kottler,  Brooklyn 

George  J.  Lawrence,  Jr.,  Flushing 

Jacob  L.  Lochner,  Jr.,  Albany 

Herman  B.  Snow,  Ogdensburg 

Edwin  MacD.  Stanton,  Schenectady 

Roman  R.  Violyn,  Amsterdam 

Thomas  M.  Watkins,  Potsdam 

Joseph  G.  Zimring,  Long  Beach 

Granville  W.  Larimore,  Albany,  Adviser 

Stiles  D.  Ezell,  Albany,  Adviser 

Federal  Legislation  Subcommittee 
John  F.  Rogers,  Poughkeepsie,  Chairman 
Walter  Gifford  Hayward,  Jamestown 
George  J.  Lawrence,  Jr.,  Flushing 

Nursing  Education 

John  M.  Galbraith,  Glen  Cove,  Chairman 
Louis  M.  Rousselot,  New  York  City 
Charles  M.  Smith,  Waterloo 

Pharmaceutical  Association  of  New  York  State  and 
Medical  Society  of  the  State  of  New  York,  Joint 
Committee 

Medical  Society  of  the  State  of  New  York 
Frederick  Schroeder,  Brooklyn,  Chairman 
Eli  A.  Leven,  Rochester 
L.  Maxwell  Lockie,  Buffalo 

Pharmaceutical  Association  of  New  York 
State 

{To  he  appointed) 

Publication 

Alfred  P.  Ingegno,  Brooklyn,  Chairman 
Laurance  D.  Redway,  Ossining 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
Norman  S.  Moore,  Ithaca 
John  G.  Masterson,  Brooklyn 


William  Hammond,  Scarsdale 

Albert  H.  Douglas,  Jamaica 

John  J.  Masterson,  Brooklyn,  Adviser 

Public  Health  and  Education 

Norman  S.  Moore,  Ithaca,  Chairman 

A.  H.  Aaron,  Buffalo 

Charles  D.  Post,  Syracuse 

Herman  E.  Hilleboe,  Albany,  Adviser 

Leona  Baumgartner,  New  York  City,  Adviser 

Accident  Prevention  Subcommittee 

S.  Bernard  Wortis,  New  York  City,  Chairman 
Arthur  S.  Abramson,  White  Plains 
Conrad  Berens,  New  York  City 
Harold  Brandaleone,  New  York  City 
Arthur  G.  DeVoe,  New  York  City 
Edmund  P.  Fowler,  Sr.,  New  York  City 
Richard  H.  Freyberg,  New  York  City 
Milton  Helpern,  New  York  City 
Walter  D.  Ludlum,  New  York  City 
Norman  S.  Plummer,  New  York  City 
John  H.  Powers,  Cooperstown 

Child  Accidents  Subcommittee 

Tyree  C.  Wyatt,  Syracuse,  Chairman 
Russell  S.  Burdge,  Hicksville 
Thurman  B.  Givan,  Brooklyn 

Addiction  to  Alcohol  and  Narcotics,  Sub- 
committee on 

John  M.  Galbraith,  Glen  Cove,  Chairman 
Marvin  A.  Block,  Buffalo 
Jerome  L.  Leon,  Forest  Hills 

Cancer  Subcommittee 

John  G.  Masterson,  Brooklyn,  Chairman 
George  E.  Moore,  Buffalo,  Vice-Chairman 
Daniel  Burdick,  Syracuse 
Emerson  Day,  New  York  City 
W.  Kenneth  Clark,  New  York  City,  Adviser 
Paul  R.  Gerhardt,  Albany,  Adviser 
Theodore  Rosenthal,  New  York  City,  Adviser 

Diabetes  Subcommittee 

Charles  B.  F.  Gibbs,  Rochester,  Chairman 
George  E.  Anderson,  Brooklyn 
Joseph  B.  Cortesi,  Schenectady 
Maynard  E.  Holmes,  Syracuse 
Herbert  Pollack,  New  York  City 
Frederick  W.  Williams,  Bronx 

Epilepsy  Subcommittee 

/ 

S.  Bernard  Wortis,  New  York  City,  Chairman 
H.  Houston  Merritt,  New  York  City 
Abraham  M.  Rabiner,  Brooklyn 

Film  Review  Subcommittee 

Kenneth  B.  Olson.  Albany,  Chairman 

Joseph  P.  Arcomano,  Brooklyn 

Irwin  Alper,  Utica 

Jean  D.  Watkeys,  Rochester 

William  L.  Wheeler,  Jr.,  New  York  City 

James  J.  Quinlivan,  Albany,  Adviser 

General  Practice  Subcommittee 

[Continued  on  page  3364] 
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DOCTOR,  IT’S  A 


(rUr 


THEaDIAPHRAGM 
WITH  THE 

coNTOIIRINg 

COIL  SPRING 

OFFERS  YOU  AND  YOUR  PATIENTS 
MORE  BENEFITS  THAN  ANY  OTHER  TYPE 


FI Q.  2 


1.  Expressly  designed  to  assure  your  patient  ease  of  insertion  and  auto- 
matic  placement. 

2.  Conserves  physician  s time  by  reducing  fitting  and  instruction  period. 

3.  Patients  learn  faster  and  develop  greater  confidence  because  of  the  ease 
with  which  they  learn  to  place  and  use  the  diaphragm. 

4.  Affords  greater  patient  protection  by  locking  in  spermicidal  lubricant 
and  delivering  it  directly  under  and  next  to  the  os  uteri. 

5.  Folds  behind  pubic  bone  with  suction-like  action  forming  a more 
effective  barrier. 

6.  Simple  to  remove. 

When  compressed,  diaphragm  forms  into  semi-curve  or  half-moon  shape 

(Fig.  I)  permitting  it  to  pass  easily  along  floor  of  the  vagina  beyond  cervix 

(Fig.  2)  without  any  difficulty.  No  mechanical  inserter  or  introducer  is  re- 
quired (Fig.  2)  since  the  KORO-FLEX  will  not  buckle  or  butterfly  in  form. 


Suggest  the  convenient-economical 
KORO-FLEX  COMPACT  60-95  mm 
Sanitary  plastic  bag  with  zipper  closure. 
Diaphragm,  tube  KOROMEX  Jelly  (3  oz.). 
Cream  (1  oz.  trial  size). 


Available  at  all  prescription  pharma- 
cies. Write  for  descriptive  literature. 


KORO-FLEX  (contouring)  Diaphragm  is  ideal,  not  only  where  ordinary 
coilspring  diaphragms  are  indicated  but  for  Flat  rim  (Mensinga)  type 
as  well. 


May  be  used  in  cases  of  mild 
prolapse,  cystocele  or  rectocele. 


HOLLAND-RANTOS  COMPANY,  145  HUDSON  STREET,  NEW  YORK  13,  N.  Y. 
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Floyd  C.  Bratt,  Rochester,  Chairman 
Seymour  Fiske,  New  York  City 
Arthur  Howard,  Johnstown 
Gregory  A.  Galvin,  Ithaca 
Garra  L.  Lester,  Chautauqua 
C.  J.  F.  Parsons,  Dobbs  Ferry 
Robert  V.  Persson,  Newton  Falls 
William  G.  Richtmyer,  Albany 
Jeff  J.  Coletti,  Old  Westbury 

Geriatrics  Subcommittee 
Joseph  J.  Witt,  Utica,  Chairman 
Stephen  A.  Graczyk,  Buffalo,  Cochairman 
Ben  Albert  Borkow,  Brooklyn 
Elton  R.  Dickson,  Binghamton 
Lawrence  S.  Kryle,  Roslyn  Heights 
Samuel  R.  Powers,  Jr.,  Albany 
Charles  Steyaart,  Lyons 
Frank  W.  Reynolds,  Albany,  Adviser 

Hard  of  Hearing  and  the  Deaf  Subcommittee 
Edmund  P.  Fowler,  Sr.,  New  York  City,  Chair- 
man 

Greydon  G.  Boyd,  New  York  City 
Karl  W.  Gruppe,  Utica 
Gordon  D.  Hoople,  Syracuse 
Harrison  M.  Karp,  Schenectady 
C.  Stewart  Nash,  Rochester 
Samuel  Zwerling,  Brooklyn 
Clarence  D.  O’Connor,  New  York  City,  Adviser 
Mrs.  Eleanor  C.  Ronnei,  New  York  City, 
Adviser 

Heart  Disease  Subcommittee 
J.  G.  Fred  Hiss,  Syracuse,  Chairman 
Maurice  A.  Donovan,  Schenectady 
A.  Wilbur  Duryee,  New  York  City 
John  J.  Finigan,  Rochester 
David  G.  Greene,  Buffalo 
Norman  Plummer,  New  York  City 
Willard  H.  Willis,  Utica 
J.  C.  Zillhardt,  Binghamton 

Maternal  and  Child  Welfare  Subcommittee 
Charles  A.  Gordon,  Brooklyn,  Chairman 
Frank  A.  Disney,  Rochester 
Eugene  R.  Duggan,  Rochester 
Edward  C.  Hughes,  Syracuse 
William  Mallia,  Schenectady 
William  J.  Orr,  Buffalo 
Clyde  L.  Randall,  Buffalo 
Frederick  H.  Wilke,  New  York  City 
Harold  Jacobziner,  New  York  City 

Regional  Chairmen  in  Obstetrics  and  Pediat- 
rics 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — R.  Gordon  Douglas,  New  York 
City 

Pediatrics — Alfred  E.  Fischer,  New  York  City 
Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Edward  N.  Cartnick,  Garden 
City 

Pediatrics — Samuel  Karelitz,  New  Hyde  Park 
Region  Three:  Westchester,  Rockland,  Dutchess, 


Putnam,  Orange,  Ulster 
Obstetrics — Waring  Willis,  Bronxville 
Pediatrics — Edward  A.  Hardy,  Pelham 
Region  Four:  Schenectady,  Fulton,  Mont- 

gomery, Schoharie 

Obstetrics — John  B.  Phillips,  Schenectady 
Pediatrics — Stewart  C.  Wagoner,  Schenectady 
Region  Five:  Albany,  Washington,  Saratoga. 
Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — Robert  E.  L.  Nesbitt,  Jr., 
Albany 

Pediatrics — Hugh  F.  Leahy,  Albany 
Region  Six:  Clinton,  Essex,  Franklin 
Obstetrics — Elmer  Wessell,  Plattsburgh 
Pediatrics — Harold  Singer,  Plattsburgh 
Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Wendell  D.  George,  Watertown 
Pediatrics — H.  Louis  George,  Jr.,  Watertown 
Region  Eight:  Onondaga,  Oneida,  Madison, 

Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Edward  C.  Hughes,  Syracuse 
Pediatrics — Tyree  C.  Wyatt,  Syracuse 
Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 
Delaware,  Sullivan 

Obstetrics — Milton  A.  Carvalho,  Bingham- 
ton 

Pediatrics — John  B.  Burns,  Binghamton 
Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 

ston, Ontario,  Seneca,  Yates 
Obstetrics — Ward  L.  Ekas,  Rochester 
Pediatrics — William  L.  Bradford,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 
Obstetrics — R.  Scott  Howland,  Elmira 
Pediatrics — George  R.  Murphy,  Elmira 
Region  Twelve:  Erie,  Niagara,  Chautauqua, 
Cattaraugus,  Genesee,  Wyoming 
- Obstetrics — Lewis  F.  McLean,  Buffalo 
Pediatrics — William  J.  Orr,  Buffalo 

Mental  Hygiene  Subcommittee 
William  A.  Horwitz,  New  York  City,  Chairman 
C.  Douglas  Darling,  Ithaca 
Edward  F.  Shea,  Kingston 
Marvin  Stern,  Brooklyn 
Duncan  Whitehead,  Buffalo 
Paul  H.  Hoch.  Albany,  Adviser 

Physical  Medicine  and  Rehabilitation  Sub- 
committee 

George  M.  Raus,  Syracuse,  Chairman 

Alvin  R.  Carpenter,  Binghamton 

Morton  Hoberman,  New  York  City 

Alfred  L.  Lane,  Rochester 

Edward  J.  Lorenz,  White  Plains 

Leonard  D.  Policoff,  Albany 

Jerome  S.  Tobis,  New  York  City 

Edward  W.  Lowman,  New  York  City,  Adviser 

School  Health  Subcommittee 

William  E.  Ayling,  Syracuse,  Chairman 
Thomas  S.  Bumbalo,  Buffalo 

[Continued  on  page  3366] 
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BEFORE  THE  URINALYSIS,  STOP  THE  PAIN: 

Pyridium  relieves  urinary  tract  symptoms  of  pain,  burning,  frequency 
and  urgency  in  less  than  30  minutes ...  is  compatible  with  the  antibac- 
terial of  your  choice ...  a quick-acting  analgesic  for  instrumentation  or 


while  awaiting  surgery.  Pain  relief  allows  improved 
bladder  function,  reduces  pooling  of  infected  urine. 


PYRIDIUM 

{BRAND  OP  PH£NYLAZO-D»AM*NO-PYRI01N£  HCf) 


MORRIS  PLAINS,  N.  J. 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL 
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Frederick  A.  Groff,  Jr.,  Schenectady 
Rocco  J.  Martoccio,  Utica 
Edward  L.  Schwabe,  Brocton 
Joseph  A.  Geis,  Loudonville,  Adviser 
Anne  M.  Drislane,  Albany,  Adviser 

Public  Relations 

John  F.  Rogers,  Poughkeepsie,  Chairman 

George  A.  Burgin,  Little  Falls 

James  T.  Carroll,  Rochester 

Reid,  R.  Heffner,  New  Rochelle 

John  Latcher,  Oneonta 

John  C.  McClintock,  Albam^ 

John  D.  Naples,  Buffalo 
Kenneth  Rowe,  Hornell 
Edward  Siegel,  Plattsburgh 
C.  Stewart  Wallace,  Ithaca 

Subcommittee  on  Cooperation  with  Media  of 
Information 

John  C.  McClintock,  Albany,  Chairman 
C.  Stewart  Wallace,  Ithaca 
John  D.  Naples,  Buffalo 

Rural  Medical  Service 

Edward  C.  Hughes,  Syracuse,  Chairman 

Thurston  L.  Keese,  Fayetteville,  Vice-Chairman 

Donald  C.  Walker,  Delanson 

Bert  Ellenbogen,  Ithaca,  Adviser 

John  H.  Iselin,  Jr.,  New  York  City,  Adviser 

Granville  W.  Larimore,  Albany,  Adviser 

Woman’s  Auxiliary,  Advisory  to 

Thurman  B.  Givan,  Brooklyn,  Chairman 
Thomas  M.  d’ Angelo,  Jackson  Heights 
Albert  Vander  Veer,  II,  Albany 

Workmen’s  Compensation 

Gerald  D.  Dorman,  New  York  City,  Chairman 

Stanley  E.  Alderson,  Albany 

Herbert  M.  Bergamini,  Lake  Placid 

Arthur  E.  Corwith,  Bridgehampton 

Harold  W.  Grosselfinger,  Suffern 

Joseph  P.  Henry,  Rochester 

William  E.  Pelow,  Syracuse 

Charles  D.  Squires,  Binghamton 

Joseph  A.  Wintermantel,  Olean 

Anthony  A.  Mira,  Forest  Hills,  Adviser 

Ad  Hoc  Committees 

Labor  Unions  and  Industrial  Health 

Joseph  A.  Lane,  Rochester,  Chairman 
George  Rehmi  Denton,  Albany 
Peter  J.  Di  Natale,  Batavia 
Henry  I.  Fineberg,  Jamaica 
John  C.  McClintock,  Albany 
John  F.  Rogers,  Poughkeepsie 

Advisory  Committee  to  the  Columbia  University 
Study  of  Nonprofit  Medical  Insurance  Plans  in 
New  York  State 

John  C.  McClintock,  Albany,  Chairman 
Carl  R.  Ackerman,  Bronx 
Merle  D.  Evans,  Rochester 
Carlton  E.  Wertz,  Buffalo 


Norman  S.  Moore,  Ithaca,  Adviser 

Special  Committee  to  Study  1958  Management 
Survey  Report 

Renato  J.  Azzari,  Bronx,  Chairman 
Henry  I.  Fineberg,  Jamaica 
Thurman  B.  Givan,  Brooklyn 
James  Greenough,  Oneonta 
John  J.  Masterson,  Brooklyn 

Joint  Committee  to  Combat  Staphylococcal  Infec- 
tions 

James  Greenough,  Oneonta,  Chairman 
Norman  S.  Moore,  Ithaca 
Christopher  Parnall,  Jr.,  Rochester 
Ernest  L.  Sarason,  Syracuse 
Martin  Steinberg,  New  York  City 
Victor  N.  Tompkins,  Albany,  Adviser 
Granville  W.  Larimore,  Albany,  Adviser 

Trustees  Committee 

War  Memorial 

Rento  J.  Azzari,  Bronx,  Chairman 

Herbert  H.  Bauckus,  Buffalo 

James  Greenough,  Oneonta 

Maurice  J.  Dattelbaum,  Brooklyn,  ex  officio 

Special  Committees 
American  Medical  Education  Foundation 

William  E.  Pelow,  Syracuse,  Chairman 

William  C.  T.  Gaynor,  Southampton 

Milton  J.  Greenberg,  Hudson  Falls 

William  O.  Jackson,  Avoca 

John  W.  Latcher,  Oneonta 

Cyril  M.  Levin,  Staten  Island 

William  J.  Orr,  Buffalo 

Edwin  P.  Russell,  Rome 

Irving  Weiner,  Newburgh 

Cad  G.  Whitbeck,  Hudson 

Blood  Banks  Commission 

Henry  I.  Fineberg,  Jamaica,  Chairman 
Leo  E.  Gibson,  Syracuse 
Norman  S.  Moore,  Ithaca 
John  F.  Rogers,  Poughkeepsie 
Herbert  R.  Brown,  Jr.,  Rochester 
Leon  N.  Sussman,  New  York  City 
Herman  E.  Hilleboe,  Albany 
Herbert  Berger,  Staten  Island 

Civil  Defense  and  Catastrophe 

Edward  A.  Burkhardt,  New  York  City,  Chairman 
Solomon  Schussheim,  Brooklyn 

Constitution  and  Bylaws 

A.  H.  Aaron,  Buffalo,  Chairman 
Alfred  A.  Hartmann,  Malone 
Ezra  A.  Wolff,  Forest  Hills 

Disability  Determinations,  Advisory  to  Bureau  of 

George  Himler,  New  York  City,  Chairman 
Lewis  Dickar,  Brooklyn 
Lawrence  S.  Kryle,  Roslyn  Heights 

[Continued  on  page  3370] 
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ANSWERING  DOCTORS’  QUESTIONS... 


about  the  SANBORN  Model  300  Visette  electrocardiograph 

The  text  and  pictures  in  this  new  12-page  booklet  tell  the  story 
of  the  Sanborn  Visette  ECG  in  a unique  way:  as  answers  to 
actual  questions  asked  by  hundreds  of  doctors  — at  medical  con- 
ventions, in  correspondence,  in  conversations  with  Sanborn 
people.  Many  of  these  questions  are  probably  ones  you  might 
also  ask,  to  get  a clear  picture  of  just  how  a Visette  might  fit 
into  your  own  practice  and  diagnostic  procedures.  Here  are 
facts  you  can  use,  presented  from  the  doctor’s  point  of  view. 

On  simplicity  and  ease  of  Visette  operation,  for  example,  the 
booklet  pictures  and  describes  such  features  as  automatic  stylus 
stabilization,  as  leads  are  switched;  pushbutton  grounding; 
automatic  shut-off  when  the  cover  is  closed;  quick , jam-proof 
paper  loading,  in  seconds.  And  graphic  proof  of  true  portability 
— that  allows  you  to  take  a Visette  on  any  call  — - is  dramati- 
cally illustrated  by  the  Visette’s  18  pound  weight  and  “brief 
case”  size.  Your  nurse  or  technician  can  carry  a Visette  as 
easily  as  a portable  typewriter,  and  this  modern  ’cardiograph 
takes  the  same  space  on  her  desk  as  a letterhead! 

Y our  colleagues’  questions  — answered  by  those  who  designed 
and  built  this  first  truly  portable  ECG  — can  have  special 
value  to  you.  Send  for  your  copy  of  this  useful  booklet  now. 
And  when  you  would  like  a Visette  demonstration  in  your  own 
office,  or  details  of  the  no-obligation,  15-day  Trial  Plan,  call 
the  Sanborn  representative  in  your  area. 


The  familiar  Model  51  Viso  Cardiette— in 
use  today  throughout  the  world  — is  avail- 
able as  always.  This  larger,  heavier  (34  lb.) 
instrument  is  the  "office  standard"  in  thou- 
sands of  practices.  Price  $785  delivered. 


SANBORN  COMPANY 

MEDICAL  DIVISION 

175  WYMAN  STREET,  WALTHAM  54,  MASS. 

New  York  Branch  Office  1860  Broadway 
Circle  7-5794  and  7-5795 
Rochester  Branch  Office  830  Linden  Ave.,  Ludlow  6-0433 
Schenectady  Resident  Representative  611  Union  St.,  Franklin  7-8691 


HIGHLY  EFFECTIVE  CYCLIC  THERAPY 


( norethindrone,  Parke-Davis) 


111  gynecological  disorders  amenable  to  progestational  therapy,  clinical 
effects  of  injected  progesterone  can  now  be  produced  by  small  oral  doses 
of  NORLUTIN.  In  amenorrhea,  for  example,  10-20  mg.  daily  for  5 days— 
after  estrogen  priming— will  induce  "...a  prompt  temperature  rise  and 
withdrawal  bleeding  24-72  hours  after  medication  is  stopped.”1 


CASE  SUMMARY2  Amenorrhea  of  four  years’  duration  in  a 24-year-old  married 
woman.  A course  of  10  mg.  NORLUTIN,  twice  daily  for  five  days,  was  followed 
after  three  days  by  menses.  When  no  spontaneous  menstruation  occurred  during 
the  following  35  days,  this  treatment  was  repeated  and  again  induced  menses. 
Using  ethisterone,  similar  results  were  unobtainable  in  this  patient. 


indications  for  norlutin:  conditions  involving  deficiency  of  progesterone  such  as 
primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine  bleeding, 
endocrine  infertility,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  and 
dysmenorrhea. 


RACK  AGING:  5-rng.  scored  tablets,  bottles  of  30. 

REFERENCES:  (I)  Creenblatt,  R.  H.,  & Jungck,  E.  C.:  J.A.M.A.  166:1461  (Mar.  22)  1958.  (2)  Hertz,  R.j 
Waite,  J.  H.,  & Thomas,  L.  B.  Proc.  Soc.  Exper  Biol  if  Med  91  418.  1966. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 

mil 
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BY  MOUTH 


progestational  agent 
with  unexcelled  potency 
and  unsurpassed  efficacy 
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Executive  Committee  of  the  Council 

Leo  E.  Gibson,  Syracuse,  Chairman 
Henry  I.  Fineberg,  Jamaica 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
Norman  S.  Moore,  Ithaca 
John  F.  Rogers,  Poughkeepsie 
Thurman  B.  Givan,  Brooklyn 

Inhalation  Therapy,  Joint  Committee  on  Standards 
for 

Medical  Society  of  the  State  of  New  York 
Robert  W.  Robertazzi,  Brooklyn 
Hylan  A.  Bickerman,  New  York  City 
Edwin  B.  Emma,  Flushing 

New  York  State  Society  of  Anesthesiologists 
(To  be  appointed ) 

Judicial  Council 

Edward  T.  Wentworth,  Pittsford,  Chairman 

Charles  H.  Loughran,  Brooklyn 

James  Greenough,  Oneonta 

John  F.  Kelley,  Utica 

Norton  S.  Brown,  New  York  City 

Malpractice  Insurance  and  Defense  Board 

John  F.  Kelley,  Utica,  Chairman 
Joseph  A.  Lane,  Rochester 
Waring  Willis,  Bronxville 
J.  Stanley  Kenney,  New  York  City 
Renato  J.  Azzari,  Bronx 
Thomas  M.  d’Angelo,  Jackson  Heights 
John  C.  Brady,  Buffalo 
W.  P.  Anderton,  New  York  City,  ex  officio 
Maurice  J.  Dattelbaum,  Brooklyn,  ex  officio 
William  F.  Martin,  Esq.,  New  York  City,  ex 
officio 

James  M.  Arnold,  New  York  City,  ex  officio 

Nominating  Committee 

Philip  D.  Allen,  New  York  City,  Chairman 
George  J.  Lawrence,  Jr.,  Flushing 
John  M.  Galbraith,  Glen  Cove 
Frederic  W.  Holcomb,  Kingston 
James  M.  Blake,  Schenectady 
Irving  L.  Ershler,  Syracuse 
James  Greenough,  Oneonta 
Gordon  M.  Hemmett,  Rochester 
John  C.  Brady,  Buffalo 
John  F.  Rogers,  Poughkeepsie 
Thurman  B.  Givan,  Brooklyn 

Office  Administration  and  Policies 

John  J.  Masterson,  Brooklyn,  Chairman 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum,  Brooklyn 

Thurman  B.  Givan,  Brooklyn 

Henry  I.  Fineberg,  Jamaica 

Thomas  E.  Alexander,  New  York  City,  Adviser 

Planning  Committee  for  Medical  Policies 

Frederick  A.  Wurzbach,  Jr.,  Bronx,  Chairman 


Leo  E.  Gibson,  Syracuse 
Henry  I.  Fineberg,  Jamaica 
W.  P.  Anderton,  New  York  City 
Joseph  A.  Lane,  Rochester 
Walter  W.  Mott,  White  Plains 
Paul  H.  Sullivan,  Great  Neck 
Edward  F.  Shea,  Kingston 
Arthus  Q.  Penta,  Schenectady 
Arthur  F.  Gaffney,  Clinton 
William  T.  Boland,  Elmira 
Donovan  M.  Jenkins,  Webster 
Peter  J.  Di  Natale,  Batavia 
Frank  J.  Gagan,  Poughkeepsie 
John  J.  Bourke,  Albany,  Consultant 

Poliomyelitis,  Advisory  Committee  to  the  New  York 
State  Health  Department  Regarding 

Thomas  M.  Rivers,  New  York  City,  Chairman 
Thurman  B.  Givan,  Brooklyn 
Joseph  Golomb,  Bronx 
Tyree  C.  Wyatt,  Syracuse 

Prize  Essay 

Andrew  A.  Eggston,  New  York  City,  Chairman 
David  Kimball  Miller,  Buffalo 
Allen  H.  Minor,  New  York  City 

Representatives  to  Advisory  Committees  to  Chap- 
ters of  the  Student  American  Medical  Association 

William  Nelson,  Albany,  Albany  Medical  College 
Kenneth  M.  Lewis,  New  York  City,  College  of 
Physicians  and  Surgeons,  Columbia  University 
William  H.  Cassebaum,  New  York  City,  Cornell 
University  Medical  College 
John  F.  MacGuigan,  New  York  City,  New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Thomas  M.  d’Angelo,  Jackson  Heights,  New  York 
University  College  of  Medicine 
Alfred  P.  Ingegno,  Brooklyn,  State  University  of 
New  York  College  of  Medicine  at  New  York  City 
William  W.  Street,  Syracuse,  State  University  of 
New  York  College  of  Medicine  at  Syracuse 
William  J.  Orr,  Buffalo,  University  of  Buffalo 
School  of  Medicine 

Gordon  Hemmett,  Rochester,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry 

Operating  Room  Deaths 

Seymour  Goldenberg,  New  York  City,  Chairman 
Henry  T.  Randall,  New  York  City 
Andrew  A.  Eggston,  New  York  City 

New  Business 

Representatives  to  Annual  Meetings  of  Other 
State  Medical  Societies. — President  Gibson  stated: 
“Under  New  Business  there  are  some  representatives 
to  the  annual  meetings  of  various  neighbor  state 
societies,  and  I would  designate  the  following 
individuals: 

“Pennsylvania — Drs.  Greenough  and  Gibson; 
Vermont — Drs.  Azzari  and  Fineberg;  Connecticut — 
Drs.  Fineberg  and  Gibson,  and  New  Jersey — Drs. 
Anderton  and  Rogers.” 

Approval  was  voted. 

[Continued  on  page  3372] 
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sustained 

capsules 


release 


7.  Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in-^hildren. 

Submitted  for  publication,  1958. 


Two  capsules  on  arising:  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 
“The  administration  of  meprobamate  in 
sustained  action  form  [ Meprospan ] produced 
a more  uniform  and  sustained  action . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage.”2 
Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 


TRADE-MARK 


CME-7327 


Literature  and  samples  on  request  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown® 


SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL 


[Continued  from  page  3370] 

Appointment  of  Session  Officers. — 

It  was  voted  that  the  president  be  empowered  to 
appoint  the  officers  for  the  ensuing  year  for  the 
Public  Relations  Session  and  the  History  of  Medicine 
Session. 

Evaluation  of  Blue  Shield  and  Blue  Cross  Plans.— 

Dr.  Moore  stated:  “The  Columbia  Study  Group, 


Dr.  Raymond  Trussed,  chairman,  has  been  awarded 
the  contract  for  the  evaluation  of  Blue  Shield  and 
Blue  Cross,  and  they  would  like  to  have  a medical 
advisory  committee  around  them  on  the  ground 
floor  of  this  study  and  asked  me  if  I would  ask  the 
president  to  appoint  such  a group  in  the  immediate 
near  future.” 

Approval  was  voted. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1959  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Scientific  Exhibits  Subcommittee  of  the  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  9 to  15,  1959,  at  the  Hotel  Statler,  Buffalo. 

No  applications  can  be  considered  after  January  1,  1959. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 
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Serum  lipids  end  thyroid  medicdtion  Recognition  of  the  significant  relation 
between  serum  lipids  and  atherosclerosis  has  resulted  in  a new  interest  in  the  role 
of  hormones  in  this  picture.  Desiccated  thyroid  may  reduce  serum  lipid  levels  remark- 
ably in  many  patients  without  appreciable  weight  change,  as  reported  by  Strisower  and 
co-workers.*  Daily  dosage  ranged  approximately  from  3 to  5 grains.  The  authors  con- 
clude that  treatment  with  desiccated  thyroid  need  not  produce  adverse  effects  such  as 
un  desired  weight  loss  or  an  increased  metabolic  rate.  * Strisower,  B.,  et  al.:  Lancet  1:120 , 1957. 


thyroid 

unsurpassed  in  quality  / for 
consistent  response  / full  potency 
up  to  17  years  of  storage 


SPECIFY 
ARMOUR  THYROID 
in  1/4, 1/2, 1,  2 and 
5 grain  strengths 

THE  ARMOUR  LABORATORIES  a division  of  armour  and  company  • kankakee,  Illinois 
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William  Burao  Ebeling,  M.D.,  retired,  of  Strouds- 
burg, Pennsylvania,  formerly  of  Brooklyn,  died 
on  September  13  at  the  age  of  sixty-eight.  Dr. 
Ebeling  graduated  in  1914  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  an  adjunct  in  ophthalmology  at  Brooklyn 
Eye  and  Ear  Hospital.  Dr.  Ebeling  was  a Diplo- 
mate  of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology. 

Thomas  Salvatore  Ingarra,  M.D.,  of  Kingston, 
died  on  August  28  at  the  age  of  forty-one.  Dr. 
Ingarra  graduated  from  New  York  University 
College  of  Medicine  in  1949.  He  was  an  attending 
in  anesthesiology  at  Benedictine  and  Kingston 
Hospitals.  Dr.  Ingarra  was  a Fellow  of  the  Ameri- 
can College  of  Anesthesiologists  and  a member 
of  the  American  Society  of  Anesthesiologists,  Inc., 
the  New  York  State  Society  of  Anesthesiologists, 
the  Ulster  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Allen  Jennings,  M.D.,  of  New  York  City, 
died  on  September  10  at  the  age  of  seventy-six. 
Dr.  Jennings  graduated  in  1913  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Fordham  Hospital.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

H.  Evans  Leiter,  M.D.,  of  New  York  City, 
died  on  Septmeber  12  at  his  home  at  the  age  of 
fifty-one.  Dr.  Leiter  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College  in 
1930  and  interned  at  Mount  Sinai  Hospital.  He 
was  an  attending  in  urology  at  the  Hospital  for 
Joint  Diseases  and  an  assistant  attending  urologist 
at  Mount  Sinai  Hospital  where  he  was  an  early 
member  of  the  artificial  kidney  team  project. 
Dr.  Leiter  was  a Diplomate  of  the  American  Board 
of  Urology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Uro- 
logical Association,  the  New  York  Academy  of 
Medicine,  the  New  York  Society  of  the  American 
Urological  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ralph  James  McMahon,  M.D.,  of  Binghamton, 
died  on  September  11  at  the  age  of  sixty.  Dr. 


McMahon  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1921.  He  was  an 
attending  physician  at  Our  Lady  of  Lourdes  Me- 
morial Hospital,  where  he  had  also  served  as  chief 
of  the  medical  staff,  and  an  attending  physician  at 
Charles  S.  Wilson  Memorial  Hospital  (Johnson 
City)  and  Binghamton  City  Hospital,  and  a con- 
sulting physician  at  Ideal  Hospital  of  Endicott. 
Dr.  McMahon  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  and  a member  of  the 
Broome  County  Medical  Society  of  which  he  was 
also  president,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Maurice  E.  Mintz,  M.D.,  of  New  York  City, 
died  on  September  10  at  his  home  at  the  age  of 
sixty-eight.  Dr.  Mintz  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1909.  He  was  an  assistant  in  gynecology  at 
Mount  Sinai  Hospital.  Dr.  Mintz  was  a Diplomate 
of  the  American  College  of  Surgeons,  and  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Wendell  P.  Reed,  M.D.,  of  Buffalo,  died  on 
August  20  at  the  age  of  fifty-four.  Dr.  Reed 
graduated  in  1932  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  attending  in 
urologjr  and  a past  president  of  the  medical  staff 
at  the  Millard  Fillmore  Hospital,  and  a consultant 
in  urology  at  Our  Lady  of  Victory  Hospital  (Lack- 
awanna) and  Wyoming  County  Community  Hospi- 
tal (Warsaw).  Dr.  Reed  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Urological  Association,  the  Northeastern 
Section  of  the  American  Urological  Association, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Arnold  Irwin  Shapiro,  M.D.,  of  Orangeburg, 
died  in  the  Rockland  State  Hospital  where  he  was  a 
second-year  resident  on  September  14  at  the  age  of 
twenty-six.  Dr.  Shapiro  graduated  from  the 
New  York  University  College  of  Medicine  in  1956 
and  interned  at  Meadowbrook  Hospital.  He 
was  a resident  in  psychiatry  at  Rockland  State 
Hospital. 

David  Shapiro,  M.D.,  of  New  \ ork  City,  died  on 
September  10  in  New  York  Hospital  at  the  age  of 
[Continued  on  page  3377] 
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HOW  DIURETICS  ACT 


Primarily  by  regulation  of 
bicarbonate  transport 

DIAMOX  acetazolamide 

Primarily  by  regulation  of 
chloride  transport 

mercurials 

chlorothiazide 

Advantages  of  DIAMOX  in  single-drug  diuresis 


•CARDIAC  EDEMA 


Diamox — operating  through  the  well- understood  mechanism 
of  bicarbonate  transport  regulation — provides  ample,  prolonged 
diuresis  in  the  great  majority  of  patients. 

Diamox  is  virtually  nontoxic  . . . has  not  caused  renal  or 
gastric  irritation. . .has  no  pronounced  effect  on  blood  pressure. 
It  is  rapidly  excreted,  does  not  accumulate  in  the  body,  permits 
convenient  dosage  adjustment,  allows  unbroken  sleep.  Small, 
tasteless,  easy-to-take  tablets . . . usual  dosage,  only  one  a day. 


• PREMENSTRUAL 
TENSION 

•EDEMA  OF 
PREGNANCY 

• OBESITY 


Advantages  of  DIAMOX  in  intensive,  two-drug  diuresis 

When  intensive  diuresis  must  be  maintained,  Diamox,  alter- 
nated with  an  agent  for  regulation  of  chloride  transport,  has 
proved  a regimen  of  choice.  Through  dual  bicarbonate-chloride 
regulation,  it  produces  maximal  sodium-water  excretion  with 
minimal  distortion  of  serum  electrolyte  patterns,  greater 
patient  comfort,  lessened  risk  of  induced  drug  resistance. 


•ADVANCED 
CONGESTIVE 
HEART  FAILURE 

• REFRACTORY 
TOXEMIA  OF 
PREGNANCY 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat.  Off. 
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[Continued  from  page  3374] 

sixty-five.  Dr.  Shapiro  graduated  from  Fordham 
University  School  of  Medicine  in  1912.  He  was 
an  assistant  physician  at  New  York  Hospital 
Outpatient  Department,  head  of  the  medical 
division  of  a fund-raising  campaign  for  the  Fordham 
College  unit  in  the  Lincoln  Square  development, 
and  a former  medical  director  of  the  Lumbermen’s 
Mutual  Casualty  Company  of  New  York.  Dr. 
Shapiro  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Lyle  A.  Sutton,  M.D.,  of  Albany,  died  on  Sep- 
tember 13  at  the  age  of  sixty-two.  Dr.  Sutton 
graduated  from  Albany  Medical  College  in  1921. 
He  was  a consultant  in  gynecology  at  Moses  Luding- 
ton  Hospital  (Ticonderoga)  and  Memorial  Hospital 
in  Greene  County  (Catskill)  and  an  attending  in 
gynecology  at  Albany  Hospital,  gynecologist-in- 
charge  at  Albany  Hospital  Outpatient  Department, 
and  chief  gynecologist  at  The  Child’s  Hospital. 
Dr.  Sutton  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Academy-International  of  Medicine,  Northeast 
New  York  Obstetrics  and  Gynecology  Society, 
the  Albany  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Merritt  Carlton  Vaughan,  M.D.,  of  Buffalo, 
died  on  August  22  at  his  home  at  the  age  of  sixty- 
eight.  Dr.  Vaughan  graduated  from  the  Uni- 
versity of  Toronto  Faculty  of  Medicine  in  1911. 
He  was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Albert  Zavisca,  M.D.,  of  Buffalo,  died 
at  his  home  on  August  14  at  the  age  of  fifty-one. 
Dr.  Zavisca  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1932.  He  was  an 
associate  in  gynecology  at  Buffalo  General  Hospital 
and  a clinical  assistant  in  surgery  at  Millard  Fill- 
more Hospital.  Dr.  Zavisca  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Why  is  it  no  one  ever  sent  me  yet 
One  perfect  limousine,  do  you  suppose ? 
Ah  no,  it’s  always  just  my  luck  to  get 
One  perfect  rose. — Dorothy  Parker 


whenever  he  starts  to 


he’s  ready  for 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


Each  nugget  contains; 

Vitamin  A 5.000  Unit?;* 

Boron 

Cobalt 

0.1  mg. 

0.1  mg. 

Vitamin  D 

1,000  Units* 

Fluorine 

0.1  mg. 

Vitamin  C 

Iodine 

0.2  mg. 

Vitamin  E 

2 Unitst 

Magnesium 

3.0  mg. 

Vitamin  B-l 

2.5  mg. 

Manganese 

1.0  mg. 

Vitamin  B-2 

2.5  mg. 

Molybdenum 

1.0  mg. 

Vitamin  B-6 

1 mg. 

Potassium 

2.5  mg. 

Vitamin  B-12  Activity 3 meg. 

•u  S P.  UNITS 

tlNT.  UNITS 

Panthenol 

5 mg. 

Oose:  One  Nugget  per  day 

Nicotinamide 

20  mg. 

Supplied;  Boxes  of  30-one 

Folic  Acid 

0.1  mg. 

month's  supply 

Biotin 

30  meg. 

Boxes  of  90-three 

Rutin 

12  mg. 

months'  supply  or 

Calcium  Carbonate 

125  mg. 

family  package. 

October  15,  1958 
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Wadsworth  Lecture — -The  Ninth  Augustus  B. 
Wadsworth  Lecture  is  to  be  given  at  the  Division  of 
Laboratories  and  Research,  New  York  State  Depart- 
ment of  Health,  Albanjr,  on  November  20.  Dr. 
Albert  H.  Coons,  career  investigator  of  the  American 
Heart  Association  and  visiting  professor  of  bac- 
teriologjr  and  immunology,  Harvard  Medical  School, 
will  speak  on  “Stalking  with  Antibodies.” 

The  lectureship  was  established  in  1950  by  the 
staff  of  the  Laboratories  and  the  Council  of  the  New 
York  State  Association  of  Public  Health  Labora- 
tories. 

New  Misericordia  Hospital — The  new  nine  mil- 
lion dollar  Misericordia  General  Hospital  at  600 
East  233rd  Street,  Bronx,  was  dedicated  September  7. 
Francis  Cardinal  Spellman,  assisted  by  three  auxil- 
iary bishops  of  the  New  York  Archdiocese,  blessed 
the  project. 

The  new  plant  will  serve  the  Bronx  and  lower 
Westchester.  It  replaces  the  original  Misericordia 
Hospital  at  531  East  86th  Street,  Manhattan, 
founded  by  the  Sisters  of  Misericorde  seventy  years 
ago.  Designed  by  York  and  Sawyer,  New  York 
architects,  it  includes  three  structures — a seven- 
stor}^  general  hospital  building  of  210  beds,  a six- 
story  nursing  school  and  residence  for  150  nurses, 
and  a three-story  shelter  for  unmarried  mothers. 

The  department  of  surgery  will  have  a teaching 
affiliation  with  the  Bronx  Municipal  Hospital  and 
the  Albert  Einstein  College  of  Medicine.  Special 
teaching  facilities,  including  color  television  have 
been  installed. 

Physicians  Could  Save  Blue  Cross  Money — Dr. 

Ray  E.  Trussed,  De  Lamar  Professor  of  Medicine  at 
Columbia  University,  says  the  Blue  Cross  could  save 
about  twenty-three  million  dollars  a year  in  this 
state  with  the  cooperation  of  physicians. 

Dr.  Trussed  is  directing  a year-long  study  of  the 
19  nonprofit  health  insurance  plans  in  the  state.  He 
feels  that  if  the  average  length  of  stay  of  Blue  Cross 
patients  in  hospitals  were  reduced  one  half  day  and 
if  one  in  every  50  Blue  Cross  patients  were  kept  out 
of  the  hospital  through  some  other  form  of  care, 
there  would  be  a great  saving  in  Blue  Cross  pay- 
ments. Trussed  has  stated  that  “since  the  length  of 
stay  and  admission  rates  are  a function  of  the 
physician’s  decision,  the  opportunity  to  render  a 
public  service  is  inescapably  obvious.” 

Van  Meter  Prize  Award — The  American  Goiter 
Association  offers  the  Van  Meter  Prize  Award  of 
$300  and  two  honorable  mentions  for  the  best  essays 
submitted  concerning  original  work  on  problems  re- 


lated to  the  thyroid  gland . The  award  will  be  made 
at  the  annual  meeting  of  the  Association  which  will 
be  held  in  the  Drake  Hotel,  Chicago,  Illinois,  April 
30  through  May  2,  1959. 

The  competing  essays  may  cover  either  clinical  or 
research  investigations,  should  not  exceed  3,000 
words  in  length,  and  must  be  presented  in  English. 
Duplicate  typewritten  copies,  double  spaced,  should 
be  sent  to  the  Secretary,  Dr.  John  C.  McClintock, 
149V2  Washington  Avenue,  Albany  10,  New  York, 
not  later  than  January  15,  1959. 

Doctor  Presents  Film — Dr.  Elliott  S.  Hurwitt, 
cdnical  professor  of  surgery,  Columbia  University 
College  of  Physicians  and  Surgeons,  presented  his 
film  “Ectopia  Cordis  in  a Twin,”  at  the  World 
Medical  Association’s  12th  General  Assembly, 
Copenhagen,  Denmark,  August  17. 

Dr.  Hurwitt’s  film  documents  a rare  situation — 
premature  twin  boys,  one  essentially  normal,  and 
the  other  born  with  his  heart  projecting  almost  at  a 
right  angle  to  the  long  axis  of  his  body.  The  film 
shows  the  surgical  attempt  to  provide  a covering  of 
skin  for  his  heart,  the  postoperative  appearance  of 
the  baby  with  his  heart  beating  subcutaneously,  and 
the  combination  of  major  intracardiac  and  extra- 
cardiac abnormalities  found  at  autopsy. 

NYU  Postgraduate  Courses — The  Department  of 
Medicine  of  the  New  York  University  Post-Graduate 
Medical  School  offers  the  following  full-time  courses 
in  November  and  December. 

Arthritis  and  Allied  Rheumatic  Disorders,  Novem- 
ber 10  through  14.  Diabetes  Mellitus,  Ilyper- 
insulinism  and  Hypoglycemia,  November  10  and  12. 
Hematology,  November  10  through  14.  Electro- 
cardiography, November  12  through  15.  Peripheral 
Vascular  Diseases,  November  17  through  21. 
Allergy,  December  1 through  19. 

For  additional  information  write  to  the  Office  of 
the  Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  New  York. 

Hospital  Offers  Unusual  Facilities — The  Hospital 
of  the  Rockefeller  Institute  provides  unusual  facili- 
ties for  the  study,  care,  and  treatment  of  selected 
patients.  Patients  who  have  the  conditions  indi- 
cated below  may  be  referred  to  the  Hospital. 
When  a patient  is  discharged,  a report  of  all  findings 
is  sent  to  the  physician.  Before  sending  a patient 
to  the  Hospital,  please  communicate  with  the  resi- 
dent physician  by  phoning  LEhigh  5-9000. 

Disorders  of  protein  metabolism,  endocrine  dis- 
orders, heritable  disorders,  lipide  metabolism,  meta- 
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bolic  disorders,  respiratory  diseases,  and  rheumatic 
fever  are  conditions  which  are  now  under  study  at 
’ the  Hospital. 

New  Clinic  for  Tropical  Disease — A new  clinic 
has  been  opened  at  Knickerbocker  Hospital  for  the 
| treatment  of  Puerto  Ricans  here  suffering  from 
) schistosomiasis,  a tropical  parasitic  disease. 

The  disease,  which  is  transmitted  by  bathing  or 
washing  in  Caribbean  waters  inhabited  by  infected 
snails,  is  not  contagious,  according  to  Dr.  Max 
Sterman,  who  will  direct  the  clinic.  Dr.  Sterman, 
hospital’s  consultant  on  tropical  diseases  and  parasi- 
tology, said  an  estimated  10  per  cent  of  the  Puerto 
Ricans  in  New  York  City  had  the  disease. 

Many  of  those  infected  suffer  from  intestinal 
symptoms  and  general  debility.  Dr.  Sterman  says 
the  disease  is  curable,  but  if  left  untreated  it  fre- 
quently causes  permanent  damage  to  the  liver  and 
other  vital  organs. 

AM  A Nomenclature  Institute — The  third  in  the 
1958  series  of  regional  nomenclature  institutes  will 
be  conducted  by  the  American  Medical  Association 
November  3 through  5 at  the  Benjamin  Franklin 
Hotel  in  Philadelphia.  This  short  course  on  the  use 
of  the  Standard  Nomenclature  of  Diseases  and 
Operations  is  offered  as  a special  service  to  medical 
record  librarians  and  others  working  with  the 
4 Nomenclature  in  the  hospital,  doctor’s  office,  or 
clinic. 

Lectures  will  be  given  by  Dr.  Edward  T.  Thomp- 


son, Nomenclature  editor  and  Adaline  C.  Hayden, 
associate  editor.  Those  wishing  to  attend  should 
write  to  the  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois. 

Proctologic  Society — The  October  9 scientific  ses- 
sion of  the  New  York  Proctologic  Society  was  de- 
voted to  the  unusual  in  proctology.  The  following 
subjects  were  discussed:  “Anal  Syphilis”  by  Dr. 

M.  R.  Kleinberg,  “Primary  Sarcoma  of  the  Rec- 
tum” by  Dr.  L.  J.  Blatt,  “Pelvic  Aneurysm  as  a 
Rectal  Tumor”  by  Drs.  L.  R.  Slattery  and  R.  V. 
Gorsch,  “Perianal  Hidradenoma”  by  Dr.  L.  Pitt- 
man, and  “Leiomyomata  of  the  Rectum”  by  Drs. 

N.  L.  Freund  and  M.  J.  Fisher. 

The  discussion  was  opened  by  Dr.  S.  H.  Polayes, 
director  of  pathology  at  the  Cumberland  and  Pros- 
pect Heights  Hospitals  and  consultant  pathologist 
to  the  Veterans  Hospital  of  Brooklyn. 

Postgraduate  Course  in  Laboratory  Procedures — 

The  University  of  Buffalo  School  of  Medicine  will 
present  a postgraduate  course  in  “Modern  Labora- 
tory Procedures  in  Clinical  Practice,  Their  Use  and 
Interpretation,”  October  15  and  16.  The  course 
has  been  organized  to  meet  the  need  of  physicians  to 
become  familiar  with  the  newer  laboratory  tests  and 
make  effective  use  of  the  laboratory  in  clinical 
diagnosis  and  management. 

Seminar  on  Mental  Health — “Implications  for 

[Continued  on  page  3382] 
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Consistent  Gains  in 
Can  Be  Achieved  with 

The  unemployable  arthritic  once 
again  may  undertake  full 
employment  and  normal  recreation. 
Patients  once  confined  to  the  home 
or  wheel  chair  often  find  it  possible 
to  engage  in  light  work.  And  even 
bedridden  patients  can  walk  with 

Superior  Conservative 
Buffered 

Buffered  Pabirin  epitomizes 
modern,  conservative  therapy 
without  the  serious  complications 
of  corticoid  therapy.  Adrenal 
atrophy,  peptic  ulcers,  moon-face, 
hypertension  or  psychotic  reac- 
tions, a constant  risk  whenever 
corticoids  are  used,4'7  will  not 


Functional  Capacity 
Conservative  Therapy 

comfort  again.  These  are  the 
benefits  of  conservative  therapy 
as  demonstrated  in  long-term 
studies.1, 2,3  In  fact,  in  these  four- 
year  comparative  studies  of 
salicylate  and  cortisone,  the 
corticoid  showed  no  superiority. 

Therapy  Provided  by 
Pabirin 

occur  with  Buffered  Pabirin.  Month 
after  month,  Buffered  Pabirin  can 
be  administered  with  a minimum 
of  problems  to  patient  and 
physician,  and  without  the  side 
effects  common  to  the  use  of  j 
salicylates  alone.  Buffered  Pabirin 
is  sodium  and  potassium  free. 


Buffered  Pabirin  combines  new  form  and  formulation 
for  faster  pain  relief,  improved  gastric  tolerance 

Each  tablet  of  Buffered  Pabirin  consists  of  an  outer 
layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid  and  ascorbic  acid;  an  inner 
core  of  aspirin.  The  outer  layer  quickly  releases 
aluminum  hydroxide  which  affords  superior  buffering 
action  and  protects  against  gastric  irritation.  The 
core  of  Buffered  Pabirin  then  disintegrates  rapidly, 
permitting  fast  absorption  of  acetylsalicylic  acid. 
PABA  potentiates  the  acetylsalicylic  acid  and  thus 
creates  high  salicylate  blood  levels.  The  ascorbic  acid 
counteracts  vitamin  C depletion. 

The  new  form  and  formulation  of  Buffered  Pabirin 
provides  high  and  sustained  salicylate  blood  levels. 
It  may  be  administered  over  long  periods  of  time 
without  the  nausea,  dyspepsia  or  other  gastrointes- 
tinal symptoms  so  frequently  experienced  with 
salicylates  alone. 


in  osteoarthritis,  gouty  arthritis,  rheumatoid  arthritis, 


Photographs  show  2-stage 
Tandem  Release  disintegration 


bursitis,  fibrositis,  or  tendinitis 

Buffered  Pabirin*  Tablets 

Each  tablet  contains: 
Acetylsalicylic  acid  (5  gr.) . . 300  mg. 
Para-aminobenzoic  acid 


(5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum 

hydroxide  gel 100  mg. 


Sodium  and  potassium  free. 

Dosage:  Two  or  three  tablets  3 
or  4 times  daily. 

References:  1.  Report  of  Joint  Committee, 
Medical  Research  Council  & Nuffield  Founda- 
tion, Treatment  of  Rheumatoid  Arthritis, 
British  Medical  Journal  (May  29)  1223-1227, 
1954.  2.  ibid.  (April  13)  847-850,  1957.  3.  Hart, 
D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and  Polley, 
F.  H.:  Ninth  International  Congress  on 
Rheumatic  Diseases,  Toronto,  Ont.  (June  25) 
1957.  4.  Lewis,  L.,  et  al.:  Ann.  Int.  Med. 
89-116,  1953.  5.  Demartini,  F.,  et  al.:  J.A.M.A. 
168:1505,  1955.  6.  Segaloff,  A.:  Ann.  Allergy 
12: 565,  1954.  7.  Kern,  R.  A.:  Am.  J.  M.  Sc. 
233: 430,  1957 
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Psychiatry  of  Recent  Researches  on  Animal  Be- 
havior” will  be  the  general  topic  of  the  second  inter- 
national seminars  on  mental  health  to  be  presented 
by  the  Postgraduate  Center  for  Psychotherapy. 
Dr.  Konrad  Z.  Lorenz,  director  of  the  Max  Planck 
Institute  of  Westphalia,  Germany,  will  address  a 
series  of  conferences  on  his  recent  findings  in  the 
field  of  ethology. 

The  conferences  are  scheduled  as  follows:  October 
10,  8:30  p.m.,  open  to  the  public,  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  City;  October  26,  all  day  conference,  by 
invitation  only,  at  the  Postgraduate  Center  for 
Psychotherapy,  218  East  70th  Street,  New  York 
City;  October  30,  8:30  p.m.,  open  to  the  public,  at 
the  American  Museum  of  Natural  History,  79th 
Street  and  Central  Park  West,  New  York  City. 
For  further  information  phone  TRafalgar  9-7100. 

Special  Award — A special  award  to  be  given  an- 
nually to  a woman  in  recognition  of  “outstanding 
service  to  mankind,”  has  been  announced  by  Hobart 
and  William  Smith  Colleges.  It  will  be  known  as 
the  Elizabeth  Blackwell  Award  to  commemorate 
the  fife  and  works  of  Elizabeth  Blackwell,  a graduate 
of  the  medical  department  of  Hobart  (then  Geneva) 
College  in  1849,  and  the  first  woman  doctor  in  the 
world. 

Receives  Grant — Health  Research,  Inc.,  Roswell 
Park  Memorial  Institute,  Buffalo,  will  receive 
$26,515  to  study  some  types  of  mouse  tumors  used 
in  testing  potential  anticancer  agents.  These 
studies  are  to  ensure  uniform  tumors  for  use  in 
experiments.  The  contract  will  be  administered  by 
the  Cancer  Chemotherapy  National  Service  Center 
at  the  National  Cancer  Institute,  Bethesda,  Mary- 
land. 

Booklet  on  Travel — A new  edition  of  the  booklet 
“Immunization  Information  for  International 
Travel”  has  been  issued  by  the  Public  Health  Serv- 
ice, Department  of  Health,  Education,  and  Wel- 
fare. 

The  booklet  is  designed  primarily  for  use  of 
travelers  going  abroad  and  for  health  departments 
and  physicians.  It  gives  current  details  on  im- 
munization requirements  for  persons  entering  the 
United  States,  including  Americans  returning  from 
abroad.  It  also  lists  requirements  and  recom- 
mendations for  immunization  in  200  other  countries, 
and  in  some  cases,  additional  recommendations  of 
the  Public  Health  Service  for  American  travelers. 

Information  on  bringing  pets  into  the  United 
States  from  other  countries  is  included  in  a special 
section. 

Prepared  by  the  Division  of  Foreign  Quarantine  of 
the  Public  Health  Service,  the  booklet  is  for  sale  by 
the  Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.C. 

Recipients  of  Grant — New  York  University- 
Bellevue  Medical  Center,  and  New  York  Respira- 


tory and  Rehabilitation  Center,  Goldwater  Me- 
morial Hospital,  New  York  City,  were  the  recent 
recipients  of  a $96,396  After  Effects  Research  Grant 
from  the  National  Foundation  (originally  the 
National  Foundation  for  Infantile  Paralysis). 

Postgraduate  Course  at  University  of  Buffalo — 
The  University  of  Buffalo  School  of  Medicine  will 
present  a postgraduate  course  on  “Recent  Advances 
in  Chest  Diseases”  designed  for  internists  and 
general  physicians,  October  22  through  23.  For 
information  and  registration  write  to:  Department 
of  Postgraduate  Education,  University  of  Buffalo 
School  of  Medicine,  3435  Main  Street,  Buffalo  14, 
New  York. 

Doctor  Returns  from  Trip — Dr.  Arthur  Q.  Penta, 
director  of  the  Department  of  Broncho-Esopha- 
gology,  St.  Clare’s  and  Ellis  hospital,  Schenectady, 
and  visiting  lecturer  in  the  Department  of  Medicine. 
Temple  University  Medical  School,  Philadelphia, 
has  returned  from  an  extended  trip  through  South 
America. 

While  in  Rio  de  Janeiro,  Dr.  Penta  attended  the 
meeting  of  the  Pan-American  Broncho-Esopha- 
gological  Association  and  was  also  the  guest  lecturer 
before  a combined  meeting  of  the  Brasilian  Chapter 
of  the  American  College  of  Chest  Physicians  and  the 
staff  of  San  Miguel  hospital.  In  Santiago,  Chile, 
he  spoke  at  a postgraduate  course  on  bronchopul- 
monary diseases  sponsored  by  the  Graduate  School 
of  Medicine  of  the  University  of  Chile. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education  Foun- 
dation for  the  month  of  August  were:  Alden:  Dr. 
R.  F.  May;  Angola:  Dr.  A.  J.  Cooper;  Auburn: 
Dr.  Joseph  T.  Birardi;  Buffalo:  Drs.  M.  G. 

Abbott,  C.  H.  Addington,  M.  A.  Angelo,  H.  L. 
Battaglia,  H.  H.  Bauckus,  C.  A.  Bauda,  R.  A.  Baum- 
ler,  E.  C.  Beck,  A.  L.  Bennett,  W.  F.  Beswick,  M.  A. 
Block,  M.  Bloom,  V.  H.  Boeck,  James  Borzilleri, 
G.  C.  Brady,  A.  A.  Bruno,  F.  J.  Brylski,  T.  S.  Bum- 
balo,  John  Burke,  J.  Burstein,  H.  W.  Burwig,  D.  J. 
Carbone,  F.  T.  Carone,  M.  L.  Carden,  C.  F.  Cas- 
tiglia,  S.  V.  Cavaretta,  M.  Cheplove,  H.  A.  Cher- 
noff,  T.  F.  Ciesla,  S.  M.  Clement,  V.  S.  Cotroneo, 
J.  E.  Cryst,  H.  W.  Culbertson,  J.  Cullen,  D.  E. 
Curtin,  E.  H.  DeKleine,  P.  Dooley,  W.  D.  Dugan, 

G.  L.  Eckhert,  E.  G.  Eschner,  F.  G.  Evans,  J.  A. 
Fahey,  P.  A.  Fernbach,  T.  C.  Flemming,  E.  Friede, 

L.  G.  Fuchs,  J.  T.  Gabbey,  M.  C.  Gian,  H.  L.  Graff, 
C.  W.  Greene,  F.  J.  Gustina,  R.  W.  Haines,  D.  W. 
Hall,  J.  G.  Harrity,  E.  G.  Healy,  B.  E.  Heckmann, 

M.  Heller,  H.  Hosmer,  T.  F.  Houston,  C.  B.  Ireland, 

H.  B.  Johnson,  H.  E.  Joyce,  P.  J.  Julian,  H.  E. 
Katz,  K.  A.  Kelly,  Jr.,  S.  Kimball,  N.  C.  Klendshoj, 
M.  M.  Konczakowski,  N.  Kutzman,  E.  J.  Lipp- 
schutz,  E.  J.  Lyons,  A.  J.  Manzella,  and  C.  A. 
March. 

Also:  Drs.  W.  P.  Martin,  G.  M.  Masotti,  G.  J. 
Matusak,  H.  J.  McGee,  D.  R.  McKay,  F.  J.  Mont- 
rose, F.  D.  Mooney,  H.  C.  Moss,  L.  I.  Nowakowski, 
[Continued  on  page  3384] 
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97% 

clinical 

success  following 

explosion 


of  trichomonads 


VAGI  SEC®  li quid  and  jelly 


PURSUE  trichomonads  into  every 
fold  of  vaginal  mucosa  — 
reaching  even  those  parasites  buried  under 
thick,  tenacious  albuminous  secretions. 


EXPLODE  all  trichomonads 
within  15  seconds  of  contact!  No  flagellate 
remains  to  cause  troublesome  flare-ups. 

Successful  treatment  in  97%  of  patients  is 
reported  by  Decker.1 

BANISH  trichomonads. 

They  cannot  survive  the  wetting,  detergent  and 
chelating  agents  in  Vagisec  liquid  and  jelly. 

REPEATED  NEGATIVE  CULTURES-STRICTEST  CRITERION 

Using  cultures,  the  most  critical  test,  Weiner2  reported 
46  of  51  patients  “cured”  by  Vagisec  therapy. 
’Round-the-clock  therapy— vaginal  scrub 
with  Vagisec  liquid  in  the  office  and  instillation  of 
Vagisec  jelly,  followed  by  home  douches  and  jelly — 
ensures  eradication  of  organisms.  Annoying  symptoms 
(leukorrhea,  pruritus,  burning)  often  disappear  after 
the  first  treatment.1  Three  to  four  weeks  of  therapy 
usually  sufficient  for  most  cases.1'3 


Vagisec* 

LIQUID  AND  JELLY 

References:  1.  Decker,  A.:  New  York  J.  Med.  57:2237 
(July  1)  1957.  2.  Weiner,  H.  H.:  Clin.  Med.  5:25  (Jan.)  1958. 
3.  Davis,  C.  H.:  West.  J.  Surg.  6J:53  (Feb.)  1955. 

Vagisec  is  a registered  trade-mark  of  Julius  Schmid,  Inc. 
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B.  E.  Obletz,  J.  J.  O’Brien,  T.  J.  O’Brien,  R.  W. 
O’Connor,  George  F.  O’Grady,  J.  D.  Persse,  C.  L. 
Randall,  A.  C.  Rekate,  L.  Resman,  J.  J.  Ricotta, 
V.  J.  Rizzo,  J.  T.  Roberts,  H.  M.  Robins,  J.  G. 
Robinson,  R.  H.  Roehl,  H.  E.  Rogers,  J.  F.  Ruh, 

C.  E.  Rung,  J.  T.  Ruszkowski,  P.  J.  Rutecki,  J.  C. 
Scanio,  G.  N.  Scatchard,  R.  H.  Schmit,  R.  C. 
Schopp,  C.  J.  Schuder,  M.  J.  Schulz,  R.  L.  Scott, 
F.  Shalwitz,  E.  A.  Slotkin,  R.  E.  Smith,  H.  Smolev, 
A.  G.  Spatz,  H.  E.  Stadlinger,  R.  G.  Stanbury,  H.  C. 
Stoll,  R.  J.  Striegel,  E.  R.  Studenski,  T.  V.  Supples, 
J.  H.  Talbott,  L.  A.  Trippe,  L.  A.  Trovato,  S.  T. 
Urban,  S.  L.  Vaughan,  J.  V.  Walsh,  P.  J.  Weigel, 
C.  E.  Wertz,  E.  H.  Wesp,  E.  Witebsky,  L.  Wolin, 
Joseph  A.  Zavisca,  J.  W.  Zerkowski,  and  J.  G.  Zoll. 

Cazenovia:  Dr.  Edward  R.  Cannon;  Clarence: 

Dr.  J.  Stern;  Depew:  Dr.  A.  Kwak;  East  Aurora: 
Drs.  E.  E.  Pierce  and  M.  J.  Tillou;  Eggertsville: 


Drs.  F.  R.  Coyle  and  R.  Osgood;  Elmira:  Dr.  R.  C. 
Shaver;  Grand,  Island:  Dr.  R.  H.  Miller;  Hamburg: 
Drs.  T.  H.  Heineman,  A.  J.  Minkel,  Jr.,  R.  W. 
Mitchell,  K.  M.  O’Gorman,  and  D.  J.  Riordan; 
Helmuth:  Dr.  I.  M.  Rossman;  Jamaica:  Dr.  Joseph 
R.  Detrano;  Kenmore:  Drs.  Ben  Fisher,  W.  Hilde- 
brand, C.  E.  May,  D.  E.  Stedem,  H.  N.  Taylor,  and 
E.  W.  Woodworth;  Lackawanna:  Drs.  J.  C.  Dunn 
and  J.  D.  O’Connor;  Lancaster:  Drs.  A.  J.  Addesa 
and  C.  G.  Irish;  New  York  City:  Drs.  Louis  H. 
Bauer,  Shepard  Krech,  and  Bernard  A.  Weisl; 
Orchard  Park:  Dr.  R.  E.  Bergner;  Port  Chester: 
Dr.  Richard  E.  Counselman;  Saratoga  Springs: 
Dr.  M.  J.  Magovern;  Snyder:  Drs.  C.  W.  Bankert 
and  C.  C.  Rausch;  Springville : Dr.  M.  N.  O’Connor, 
Syracuse:  Dr.  Richard  K.  Sheehan;  Swan  Lake: 
Dr.  M.  A.  Baker;  Tonawanda:  Dr.  J.  J.  Marianc- 
cio;  Utica:  Dr.  Anthony  Chanatry;  Warsaw: 

Dr.  K.  W.  Bone;  Williamsville:  Drs.  D.  Nichols, 
R.  S.  Pratt,  and  R.  L.  Secrist. 


Personalities 


Awarded 

Dr.  Morey  R.  Fields,  director  of  public  health 
education,  New  York  City  Department  of  Health, 
the  annual  award  for  medicine  from  The  New  York 
Philanthropic  League  of  The  United  Order  of  True 
Sisters,  for  his  outstanding  efforts  to  aid  the  ortho- 
pedically  handicapped. 

Elected 

As  officers  for  the  Pediatric  Section  of  the  Medical 
Society  of  the  County  of  Kings  for  the  year  1958- 
1959:  president,  Dr.  David  Dragutsky;  vice-presi- 
dent, Dr.  Abraham  Gilner;  secretary,  Dr.  Saul 
Starr;  treasurer,  Dr.  Ben  M.  Zweifler. 

Appointed 

Dr.  Leo  V.  Feichtner,  Delmar,  as  chief  of  the 
State  Education  Department’s  Bureau  of  Health 
Services  . . . Dr.  Robert  W.  Laidlaw,  New  York 
City,  to  the  State  Board  of  Social  Welfare  for  a five- 
year  term. 

Speakers 

Dr.  J.  Ernest  Delmonico,  Jr.,  clinical  instructor  in 
surgery,  State  University  College  of  Medicine,  Syra- 


cuse, before  the  Medical  Society  of  Jefferson  County, 
September  16,  on  the  subject  “Esophageal  Webs”  . . . 
Dr.  Rudolph  E.  Fremont,  chief,  cardiovascular  sec- 
tion, Veterans  Administration  Hospital,  Brooklyn, 
on  June  19,  before  the  annual  meeting  of  the 
American  College  of  Chest  Physicians  on  the  topic 
“Newer  Diagnostic  and  Therapeutic  Aspects  of 
Acute  Idiopathic  Pericarditis”  and  on  June  22,  be- 
fore the  fourth  annual  meeting  of  the  American 
College  of  Angiology  in  San  Francisco  on  the  subject 
“Controlled  Studies  of  the  Effect  of  Bilateral  Inter- 
nal Mammary  Artery  Ligation  in  Patients  with 
Angina  Pectoris”  . . . Dr.  Herman  E.  Hilleboe,  State 
Health  Commissioner,  before  the  White  Plains 
Regional  Conference  of  Public  Health  Workers, 
September  10,  at  Adelphi  College  . . . Dr.  Nathaniel 
E.  Reich,  Brooklyn,  on  the  various  phases  of  heart 
disease  before  the  following  Far  Eastern  institutions: 
August  8.  Japan  Medical  Association,  Tokyo; 
August  19,  Chalalonkorn  University  faculty  of 
medicine  and  Siriraj  University  of  Medical  Sciences, 
Thailand;  August  20,  Royal  Thai  Air  Force  Medical 
Service,  Bangkok;  August  22,  Philippine  Heart 
Association,  Manila;  August  23,  University  of  Santo 
Tomas  faculty  of  medicine,  Manila. 


Use  of  Estrogens  in  Menopausal  Symptoms 


Estrogens,  administered  with  a certain  amount  of 
caution,  are,  in  the  opinion  of  Dr.  Daniel  G.  Morton, 
distinctly  useful  when  indicated  to  control  meno- 
pausal symptoms. 

Properly  supervised,  estrogen  therapy  in  the  dos- 


ages given  for  these  conditions  probably  offers  slight 
danger  of  carcinogenic  activity.  Cancer  induced  ex- 
perimentally in  animals  by  this  means  has  resulted 
from  massive  doses. — Chicago  Medical  Society  Bul- 
letin, July  27,  1957 
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flavor 

of 

apricots 

and  a formula 

that  relieves 

all  phases  of  the  cough 


each  tasty  30  cc.  ( 1 fl.oz .)  represents: 
Dihydrocodeinone  Bitartrate. . 10  mg.  (!/6  gr.) 

Nembutal®  Sodium 25  mg.  (%  gr.) 

Ephedrine  Hydrochloride 25  mg.  (%  gr.) 

Calcium  Iodide,  anhydrous.  910  mg.  (14  grs.) 

®Nembutal— Pentobarbital,  Abbott 


MEDICAL  MEETINGS 


Brooklyn  Psychiatric  Society  Announces 
Meetings 

The  Brooklyn  Psychiatric  Society  has  scheduled 
its  program  of  dinner  meetings  for  the  year  1958- 
1959.  All  meetings  will  be  held  at  the  Brooklyn 
State  Hospital,  681  Clarkson  Avenue,  Brooklyn. 
Cocktails  and  dinner  are  at  6:30  p.m.  in  the  staff 
house  of  the  Brooklyn  State  Hospital  and  are  open 
to  members  only.  Scientific  sessions  are  held  at 
8:30  p.m.  in  the  auditorium  of  Brooklyn  State  Hos- 
pital and  are  open  to  the  profession. 

First  meeting:  October  16,  “Art  and  Psycho- 

pathology’ ’ by  Dr.  Harmon  Ephron,  associate  profes- 
sor of  psychiatry,  New  York  Medical  College. 
Second  meeting:  November  20,  “Concurrent 

Psychoanalytical  Treatment  of  Husband  and  Wife 
by  the  Same  Therapist”  a panel  discussion,  guest 
panelist,  Dr.  Bela  Mittelman  visiting  professor  of 
psychiatry,  Albert  Einstein  College  of  Medicine, 
Yeshiva  University.  Third  meeting:  February  19, 
1959,  “Modern  Trends  in  Hypnosis”  by  Dr.  Lewis 
Wolberg,  clinical  professor  of  psychiatry,  New  York 
Medical  College.  Fourth  meeting:  March  19, 

1959,  “Psychodiagnostic  Problems  in  Adolescence” 
by  Fred  Brown,  chief  psychologist,  Mount  Sinai 
Hospital. 

Mohawk  Valley  Neuropsychiatric  Society 

The  Mohawk  Valley  Neuropsychiatric  Society  will 
meet  at  Marcy  State  Hospital  on  October  20.  The 
scientific  session  of  the  meeting  is  open  to  all  mem- 
bers of  the  medical  profession  of  the  tri-county  area. 

The  main  paper  of  the  evening  will  be  given  at 
8 : 30  p.m.  by  Dr.  Gerald  J.  Sarwer-Foner,  consultant 
in  psychiatry,  director  of  psychiatric  research  at  the 
Queen  Mary  Veterans  Hospital,  Montreal,  Canada. 
The  subject  of  the  paper  will  be  “A  Methodology  of 
Testing  and  Clinical  Application  of  the  Neuroleptic 
Drugs  in  Psychiatry.”  Dr.  Norman  Olsen,  assistant 
director,  Masonic  Foundation  for  Medical  Research 
and  Human  Welfare,  will  discuss  the  paper  from  the 
standpoint  of  the  biochemist  and  Dr.  Merle  Pendell, 


Upstate  Medical  Center,  from  the  standpoint  of 
neuropharmacology. 

Interstate  Postgraduate  Medical  Association 

The  43rd  annual  scientific  assembly  of  the  Inter- 
state Postgraduate  Medical  Association  will  be  held 
in  Cleveland,  Ohio,  November  10  through  13,  at  the 
Statler-Hilton  Hotel. 

Local  plrysicians  participating  are:  Buffalo: 

Drs.  Erwin  Neter,  J.  H.  Talbott,  and  Donald  Wilson; 
Pleasantville:  Dr.  Catherine  M.  Maguire;  New 

York  City:  Drs.  Lewis  J.  Doshay,  John  H.  Laragh, 
and  Oliver  S.  Moore. 

Those  wishing  to  take  part  in  the  program  should 
write  to  Dr.  Erwin  R.  Schmidt,  Secretary,  Inter- 
state Postgraduate  Medical  Association  of  North 
America,  Box  1109,  Madison  1,  Wisconsin. 

International  College  of  Surgeons 

The  United  States  Section,  International  College 
of  Surgeons,  will  hold  its  mid-Atlantic  regional  meet- 
ing at  the  Homestead,  Hot  Springs,  Virginia, 
November  17  and  18. 

The  scientific  program  will  consist  of  10  papers, 
two  panels  and  a sound  movie  in  color.  For  further 
information  write  to  Dr.  Elbyrne  G.  Gill,  711  Jeffer- 
son Street  South,  Roanoke  13,  Virginia. 

Medical  Seminar  Cruise 

The  medical  seminar  cruise  sponsored  by  the 
alumni  association  of  the  New  York  University  Col- 
lege of  Medicine  affords  an  opportunity  to  all  prac- 
ticing physicians  to  take  a tax-free  winter  vacation 
and  at  the  same  time  take  part  in  seminar  sessions 
constituting  thirty  hours  of  acceptable  Category  1 
postgraduate  credit. 

The  cruise  will  be  aboard  the  transatlantic  liner, 
M.  S.  Italia , and  will  leave  New  York  City  on 
February  21,  1959.  It  will  last  fourteen  days  and 
stop  at  five  ports.  For  further  information  write  to 
Allen  Travel  Service,  Inc.,  565  Fifth  Avenue,  New 
York  17,  New  York. 


Woman  would  be  more  charming  if  one  could  fall  into  her  arms  without  falling  into  her 
hands. — Ambrose  Bierce 
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CONFIRMED  EFFICACY 

Deprol 

► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep  and  reduces 
depressive  rumination  and  crying 


DOCUMENTED  SAFETY 


Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► no  excessive  elation ; no  liver  toxicity 


Deprol  is  unlike  central  nervous  stimulants 


► does  not  cause  insomnia  or  depress  appetite 


► no  amphetamine-like  jitteriness; 
no  depression-producing  aftereffects 


1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate 
combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J. A. M.A.  166:1019.  March  1.  1958 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

Literature  and  samples  on  request 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 
Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl benzilate  hydro- 
chloride (benactyzine 
HC1). 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Supplied:  Bottles  of 
50  scored  tablets. 

ft  RARE: -MARK  CO -74  70 


Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  OCTOBER  15,  1958—24,568 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond.  . . . 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


JameB  H.  Flynn Albany 

Kurt  Zinner Wellsville 

Samuel  Wagreich Bronx 

Ralph  J.  McMahon. . . .Binghamton 

G.  Clifford  Haokett Portville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

David  Kaplan Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Heinz  Salm Hudson 

Nicholas  J.  Gabriel Cortland 

Robert  N.  Wilbur Hamden 

Leo  P.  O’Donnell Wingdale 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage Northville 

Peter  F.  Baker Batavia 

Elwood  G.  Weisenburn.  . . Coxsackie 

Robert  C.  Ashley Little  Falls 

Juda  B.  Bickel Sackets  Harbor 

David  Kershner Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Arthur  H.  Walker Rochester 

Norbert  Fethke Amsterdam 

Abraham  W.  Freireich . . . Malverne 

Norton  S.  Brown New  York 

Carleton  P.  Kavle. . . . Niagara  Falls 

Frank  A.  Graniero Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Willson Phelps 

Fritz  Blumenthal Middletown 

James  G.  Parke Albion 

F.  Edward  Fox Fulton 

J.  Herbert  Dietz,  Jr Oneonta 

A.  Seitz  ....  Cold  Spring  on  Hudson 

Harry  H.  Epstein Jamaica 

Joseph  H.  Denton Troy 

Edward  H.  Robitzek.. Staten  Island 

Emile  J.  Buscicchi Congers 

J.  Benton  Pike Massena 

Max  M.  Vinicor Corinth 

Carl  F.  Runge Schenectady 

Peter  J.  Sacket Schoharie 

Francis  C.  Ward Odessa 

Robert  F.  D.  Gibbs.  . . Seneca  Falls 

Thomas  S.  Cotton Hornell 

Francis  J.  O’Neill Central  Islip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto Kingston 

Richard  C.  Batt Glens  Falls 

Alexander  Avrin Fort  Edward 

Thomas  C.  Hobbie Sodus 

William  P.  Reed Larchmont 

Paul  G.  Sternberg Perry 

Allen  W.  Holmes Penn  Yan 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr..  .Binghamton 

Cedric  L.  Mather Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  BUsb Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

JameB  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

HanB  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

CharleB  A.  Prudhon ....  Watertown 

Leslie  H.  Tisdall Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  MorriB 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  . New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

JameB  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Monroe  M.  Broad Jamaica 

William  B.  McDonald.  . North  Troy 
George  E.  Pittinos. . . . Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending.  . .Penn  Yan 


Thomas  S.  Walsh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  BHbs Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames ....  Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

David  R.  Tomlinson Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully i Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaoa 

Herbert  B.  Johnson Kingston 

Francis  X.  Dover GlenB  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Thomas  C.  Jaleski.  . . New  Rochelle 
Newland  W.  Fountain Warsaw 


Richard  J.  Harpending.  . .Penn  Yan 
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effective,  practical! 

UMPS  VACCINE 


A specific  immunizing  antigen  (chick  embryo 
origin)  for  prevention  or  modification  of  mumps 
in  children  and  adults. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  N.  Y. 


, 


rtime-tested  therapy 


in 


bronchial  asthma 

paroxysmal  dyspnea 

Cheyne-Stokes 

respiration 

dubin  aminophylline 


reliable  diuresis 

potent  myocardial 
stimulant  \ 

bronchial  relaxant 


tablets,  ampuls,  powder,  suppositories 

H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17V  N.  Y. 


Antiinflammatory 
^ Antipruritic 
v Antiallergic 
\ Bactericidal 
Fungicidal 
, Protozoacidal 


ACID  MANTLE®  • hydrocortisone  • stainless  tar  • diiodohydroxyquinoline 

In  subacute  and  chronic  dermatoses,  "especially  where  an  inflammatory  re- 
action was  accompanied  by  increased  scaling  and  lichenification  with  second- 
ary infection  such  as  is  seen  in  seborrheic  dermatitis,  atopic  dermatitis, 
contact  dermatitis,  and  neurodermatitis." 

- Rein,  C.  R.,  and  Fleischmajer,  R.:  Personal  Communication. 
Sig:  Apply  b.  i.  d.  Supply:  V2  oz.,  1 oz.,  2 oz.,  & 4 oz.  tubes  either  0.5%  or  1.0%  hydrocortisone 
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when  the  patient 
needs  relief 


from  tenacious 
bronchial  exudates 


NEW  YORK  UNIVERSITY 

POST-GRADUATE  MEDICAL  SCHOOL 

offers 

PEDIATRIC  CARDIOLOGY 

Full  time,  December  1 through  5,  1958 

LARYNGOLOGY  AND  SURGERY  OF  THE  LARYNX  AND  NECK 

Full  time,  January  5 through  16,  1959 

DIAGNOSIS  AND  TREATMENT  OF  PERIPHERAL  NERVE 
INJURIES 

Full  time,  January  8 and  9,  1959 

CLINICAL  PHYSIOLOGY:  THE  APPLICATION  OF  BASIC 

PHYSIOLOGY  TO  DIAGNOSTIC  AND  THERAPEUTIC 
PROBLEMS 

Full  time,  7:30  to  9:30  p.m.  Thursday,  January  8 through 
February  26,  1959 

REGIONAL  ANESTHESIOLOGY 

Full  time,  January  12  through  17,  1959 

ANATOMY  FOR  ORTHOPEDIC  SURGEONS 

Full  time,  January  12  through  16,  1959 

REFRESHER  COURSE  IN  BASIC  UROLOGY 

Full  time,  January  12  through  16,  1959 

For  additional  information: 

Office  of  the  Associate  Dean 
New  York  University  Post-Graduate  Medical  School 
550  First  Avenue  • New  York  16,  N.  Y. 


Novahistine 

EXPECTORANT 

combines  the  decongestive  effects  of 
Novahistine  and  the  cough-control 
action  of  dihydrocodeinone  with  the 
liquefying,  expectorant  action  of  am- 
monium chloride. 

Each  5 cc.  teaspoonful  contains: 


Phenylephrine  hydrochloride  10.0  mg. 

Prophenpyridamine  maleate  12.5  mg. 

Dihydrocodeinone  bitartrate.  . . 1.66  mg. 

Ammonium  chloride 135.0  mg. 

Sodium  citrate 84.5  mg. 

Chloroform  (approx.) 13.5  mg. 

1-Menthol 1.0  mg. 

(Alcohol  5%) 


Dosage:  Adults— 2 teaspoonfuls,  three  or 
four  times  daily.  Children— y2  the  adult 
dose.  Infants— % to  y2  teaspoonful,  three 
or  four  times  a day. 

Supplied  in  pint  and  gallon  bottles. 


the  SOLUTION 

for  your 

ALLERGY 

problems 

• Diagnosis  • Therapy 


Complete  Allergy  Service 
From  Solution  to  Syringe 


Write  for  booklet  101 

PORT  WASHINGTON,  N.  Y. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS  6,  INDIANA 
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WITH  REMARKABLE  LACK  OF  SIDE  EFFECTS 


Rynatan 

Major  advance  in 
therapy  for 


ALL  DAY.. .ALL  NIGHT  RELIEF 
WITH  A 

SINGLE  ORAL  DOSE 

WITHOUT  the  drowsiness,  dizziness  or  G-! 
disturbances  typical  of  antihistamine  therapy 

Keeps  heads  clear  10-12  hours 
Stops  the  cycle  of  post- nasal  drip 
Provides  controlled,  even  absorption 

2 CONVENIENT  DOSE  FORMS... 

BOTH  DURABONDED* 

Each  tabule  contains: 

Phenylephrine  Tannate 25.0  mg. 

Prophenpyridamine  Tannate 37.5  mg. 

Pyrilamine  Tannate 37.5  mg. 

Suspension— each  5 cc.  contains: 

Phenylephrine  Tannate 5.0  mg. 

Prophenpyridamine  Tannate 12.5  mg. 

Pyrilamine  Tannate 12.5  mg. 

Usually  1 or  2 tabules  each  12  hours. 
(PEDIATRIC): 

Children:  Six  years  and  older,  1 to  2 teaspoonfuls 
each  12  hours;  under  six  years,  according  to  age. 

Dosage  may  be  increased  or  decreased  as  required. 


Rynatan  Tabules:  Bottles  of  30  and  500. 

Rynatan  Suspension : Bottles  of  70  cc  and 
one  pint. 

*Durabond  Process— Neisier  Exclusive,  Patent  Pending 

Write  for  Literature  and  Samples 


FOR  GASTROINTESTINAL  DYSFUNCTION  AND 
ANTI  FLATULENT  EFFECTS  IN  FERMENTATION 


EUCARBON® 

Each  tablet  contains:  Extract  of  Rhubarb 
Senna,  Precipitated  Sulfur.  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vi  hr.  after 
meals  — Supply:  Tins  of  100. 


"Sedation  t Euphoria  for  Nervoui, 
Irritable  Patients" 


VAIERIANETS-DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO®  II 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 


Psoriasis  can  destroy  the  most 
beautiful  body  in  the  world ... 


L I PA  N. 


les  added 


capsules 

to  your  armamentarium  will  provide . . . 

maximum  effect  with  minimum  inconvenience  to  the  patient.  No  messy 
ointments  or  lotions.  When  following  your  prescribed  regimen  an 
impressive  percentage  of  patients  will  become  free  of  the  symptoms. 

LIPANIZE  THE  PSORIATIC 

TO  OBTAIN  SYMPTOM. FREE  PATIENTS 

Complete  LIPANIZATION  of  the  patient  is  essential  for  successful 
clinical  results.  LIPANIZATION  is  accomplished  with  saturation  doses 
of  LI  PAN  and  produces  a gradual  reduction  of  the  hypercholesteremia 
and  hyperlipemia  usually  present  in  the  psoriatic. 

Dosage:  Initial  administration  of  LIPAN  requires  twelve  (12)  to 
fifteen  (15)  capsules  daily  in  conjunction  with  food  intake.  After  com- 
plete LIPANIZATION  which  requires  about  ten  days,  dosage  is  then 
adjusted  to  the  quantity  of  food  ingested. 

Maintenance  Dosage:  After  complete  remission  of  lesions  the  dose 
is  usually  one  (1)  to  two  (2)  capsules  with  each  intake  of  food. 

LIPAN  Capsules  orTablets  contain:  Specially  prepared  highly  activated, 
desiccated  and  defatted  luhole  Pancreas . Thiamin  hci.  1.5  mg.  vitamin  D.  500  i.u. 

Available:  Bottles  i8o’s,  500's 


Samples  Literature  upon  request  Spirt  8c  Co.,  Inc. 


Watarbury,  Conn. 


A GOOD  BUY  IN  PUBLIC  RELATIONS 


Place  it  in  your  reception  room 

Today’s  Health  is  published  for  the  American  Family  by  the 
American  Medical  Association,  535  N Dearborn  St.— Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of  your  local 
Medical  Society  Woman's  Auxiliary , who  can  give  you  Special  Reduced  Rates. 
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Romilar®  Hydrobromide 
brand  of  dextromethorphan  hydrobromide 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Ri  verdale-on-t  he-Hudson , New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALL- BROOKE  • • • an  analytically- 
oriented,  active  treatment  psychiatric  hospital  on 
120  acres. 

George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  CApital  7-1251 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-month$  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma*tcU  Scltoal 

Licensed  by  the  State  ol  New  York 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


PINEWOOD  & iSSft&SSr} '» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


BUY 

Savings  Bonds 


“Dr.  Martin  insists  on  wearing  that  costume  whenever  he  performs  a cesarian !” 
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When  it  comes  to  colds  and  coughs , 


pediatricians  are  no  different 
from  their  patients  . . . they  all 
want  to  get  rid  of  their  symptoms 
and  stay  up  and  about,  if  possible. 


Romilar  Cold  Formula  controls  the 
entire  symptomatology  of  colds, 
including  coughs.  A synergistic 
combination,*  Romilar  CF 

checks  coryza 
suppresses  coughing 
relieves  congestion 
controls  jever  and  malaise 

Each  teaspoonful  (5  cc)  of  pleasantly 
flavored  syrup,  or  each  capsule, 
contains:  15  mg  Romilar  HBr 
(non-narcotic  antitussive); 
1.25  mg  Chlorpheniramine  maleate 
(antihistamine);  5 mg  Phenylephrine  HC1 
(decongestant);  120  mg  N-acetyl- 
p-aminophenol  (analgesic-antipyretic) . 

*L.  O.  Randall  and  J.  Selitto, 
l Am.  Pharm.  Assn.  (Sc.  Ed.),  47: 313,  1958. 

Romilar®  Hydrobromide 
brand  of  dextromethorphan  hydrobromide 


^ROCHEj-j 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley  10  • N.  J. 


FOR  RENT 


FOR  SALE 


Fluoroscope  and  Basal  Metabolism  (McKesson).  Both 
used  very  little  and  in  very  good  condition.  Phone  SO- 
8-6136  for  appointment  or  call  between  4 p.m.  and  5 p.m. 
at  262 — 9th  Street,  Brooklyn. 


FOR  SALE 


General  Practice  in  Suffolk  County,  fN.Y.  grossing  $45,000. 
Excellent  for  returning  G.I.  Owner  will  accept  deferred 
payments.  Inquires  invited.  Joseph  F.  McElligott,  50 
Broad  St.,  New  York  4,  N.Y. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4} 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


Long  Island — for  sale  due  to  death — General  practice  of  Ex- 
Pres.  nearby  90  bed  hospital.  Contact  S.  Edward  Gerber, 
100  Ave.  P,  Brooklyn  4,  New  York. 


Doctor’s  office  fully  equipped,  also  dwelling  ample  parking 
space,  within  easy  reach  of  hospitals.  West  Islip,  Long 
Island. 

Mohawk  1-4019  or  Mohawk  9-3780. 


FOR  RENT 


3 large  offices  in  well  est.  location  on  Main  St.  suitable  for 
G.P.  or  specialist;  near  modern  hospital.  Write  Occupant 
106  Main  St.,  Hudson  Falls,  N.  Y. 


HEMPSTEAD,  LONG  ISLAND — Immaculate  and  attrac- 
tive 3V2  room  doctor’s  office,  private  entrance,  attached  to 
brick  and  stone  6 room  house  No  M.D.  within  radius  of 
two  to  three  miles.  Fireplace,  wall-to-wall  carpeting 
throughout,  tile  baths,  finished  basement,  beautifully 
landscaped.  Ready  to  start  business  immediately.  Price 
$24,500.  Telephone  FReeport  9-9087  or  FReeport  9-0275 
after  6 P.M.  Mrs,  Tantum 


PHYSICIAN 


Professional  suite  available  in  small  central  Nassau  profes- 
sional building.  Excellent  opportunity. 

Box  797,  N.  Y.  St.  Jr.  Med. 


(With  option  to  buy)  because  of  sudden  death  of  physician, 
well  establ.  lucrative  general  practice  in  industrial  village 
near  Ithaca,  N.  Y. — Air  conditioned  office  complete  with 
most  modern  equipment.  Home-office  combination,  plus  4 
room  apartment  in  same  building.  Wonderful  opportunity 
for  competent  general  practitioner.  Inquire  widow  Mrs.  Hans 
Seligman,  166  Main  Street,  Groton,  N.  Y.  Tel.  30. 


WANTED  — TWO  GENERAL  PRACTITIONERS 


Desire  two  general  practitioners  who  wish  to  pursue  an 
interest  in  psychiatry.  Salary  up  to  $12,770  depending  upon 
qualifications.  Tour  of  duty  generally  40  hours  per  week. 
30  days  yearly  vacation  with  pay.  Liberal  retirement  plan. 
Age  limit  54  years.  Hospital  20  miles  from  Boston  or  Cape 
Cod.  Apply  to  Director,  Professional  Services,  Veterans 
Administration  Hospital,  Brockton,  Massachusetts. 


The  out-patient  department  of  large  voluntary  Manhattan 
hospital  has  vacancies  on  its  rheumatology  and  arthritis 
staff,  afternoon  sessions.  Opportunities  for  ward  service 
available  and  for  training  in  rheumatic  disorders  and  the  use 
of  current  procedures.  Physicians  interested  apply  to  Box 
798,  N.  Y.  St.  Jr.  Med. 


M.D.  for  a busy  general  practitioner’s  office;  full  partnership 
offered  in  3rd  year.  Located  in  the  most  rapidly  expanded 
area,  Nassau  County,  South  Shore,  L.  I.  Pyramid  8-3363. 


Specialist  in  Rockville  Centre  willing  to  share  his  six-room 
office  on  “Doctor’s  Row”  with  another  specialist.  Available 
3 mornings,  4 afternoons,  3 evenings.  Box  800,  N.  Y.  St.  Jr. 
Med. 


Medical  Group  located  in  upstate  New  York  is  interested  in 
adding  an  ophthalmologist  to  its  staff.  Well-established 
Medical  Center,  modern  facilities,  serves  a population  area 
of  approximately  50,000.  Located  in  a town  of  9,000  in  the 
center  of  a beautiful  resort  area.  Tremendous  potential  for  a 
well-qualified  ophthalmologist  with  an  opportunity  to  be- 
come a partner  in  the  Group  after  one  year.  Box  785,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


HEMPSTEAD  MOLLOY 

Custom  built  for  physician.  1st  floor  has  lovely  living  rm., 
fireplace,  dining  room,  kitchen.  Professional  wing  with 
private  entrance  leading  to  3V2  rooms  & lav.  2nd  flr:  2 lge 
bedrms  & bath.  Key  location.  $24,500. 

THOMAS  J.  MOLLOY,  JR. 

662  Franklin  Ave.,  Garden  City,  N.  Y.  PI  7-2010 


BUSINESS-ORIENTED  PHYSICIAN 

We  have  position  in  metropolitan  New  Jersey 
for  doctor  interested  in  applying  medical  training 
to  the  business  and  sales  aspects  of  the  phar- 
maceutical industry. 

Duties  will  include  some  clinical  liaison,  responsi- 
bility for  medical  service  functions,  and  participa- 
tion in  sales  training. 


for  AREA  MEDICAL  DIRECTOR 

After  some  training  at  headquarters,  doctor  will 
work  out  of  metropolitan  New  Jersey. 

In  reply  state  education,  experience,  and  desired 
salary. 


BOX  802,  N.  Y.  ST.  JR.  MED. 
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CLASSIFIED  ADVERTISING 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33Vi  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


Leewol  Business  Brokers  opens  its  new  medical  department. 
If  you  wish  to  sell  or  purchase  a medical  practice,  phone  or 
write  Leewol  Business  Brokers,  191-19  Jamaica  Avenue, 
Hollis  23,  N.Y.  SP  6-0100. 


WANTED 


Long  Island,  N.  Y. : Need  an  eye  man,  and  an  ear,  nose  and 

throat  man,  to  take  over  long  established  eye,  ear,  nose  and 
throat  practice.  Ample  office  space  for  two  doctors,  good 
hospital  facilities,  and  a big  back-log  of  major  work,  as  a 
coronary  has  forced  me  to  abandon  all  surgery.  Box  795, 
N.  Y.  St.  Jr.  Med. 


Small  town  needs  pediatrician,  obstetrician,  surgeon  or 
good  general  practitioner  for  one  of  New  York’s  fastest  grow- 
ing communities.  Fully  equipped  office  in  excellent  location 
with  modern  hospitals  close  by.  Reasonable  rental  with  no 
down  payment.  Widow  desires  to  give  young  practitioner 
unlimited  opportunity  for  practice  at  extremely  low  terms. 
Contact  Mrs.  Mary  Gridley,  805  Grand  Central  Avenue, 
Horseheads,  New  York. 


PORT  WASHINGTON,  N.  Y. 


New  Community  on  Gold  Coast  needs  doctor.  Office  and 
waiting  room  set  up  on  most  desirable  corner,  lovely  split- 
level  house  for  family  privacy.  Large  living  room,  dining 
room,  most  efficient  kitchen,  3 bedrooms,  2 baths,  $31,900. 

TOWN  & COUNTRY  REALTY 
1007  PT.  Wash.  Blvd.  PO  7-2365 

— 
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WANTED 


PHYSICIAN  WANTED— Continued  growth  of  an  Inter- 
national pharmaceutical  company  demands  the  addition  of  a 
physician  to  its  medical  staff.  This  challenging  position 
offers  the  opportunity  to  assist  in  coordinating  the  Inter- 
national clinical  research  program  including  basic  investiga- 
tions and  new  products.  Applicants  should  have  graduated 
from  top  medical  school  with  post-graduate  clinical  training 
in  an  approved  hospital.  Expect  to  travel  in  foreign  coun- 
tries; other  languages  helpful.  Please  submit  resume  out- 
lining all  pertinent  data  including  salary.  Box  796,  N.  Y.  St. 
Jr.  Med. 


WANTED 


General  Practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor  Urgently  Needed.  Thirteen  year  excellent  country 
practice.  Modern  equipped  office  building  and  records  ready 
for  use.  Detached  8 room  house.  Near  hospitals.  Near 
theatre,  music  and  art  festival  towns. 

Write  or  call  E.  Gellert,  Kerhonkson,  N.Y. 


FOR  SALE 


Lucrative  rural  General  Practice,  Finger  Lakes  Region,  New 
York  State.  Pleasant  village,  modern  office  and  lovely 
landscaped  house.  Liberal  terms.  Box  792,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


General  and  Surgical  practice  of  recently  deceased  physician 
for  sale — Pleasant ville,  N.  Y.  Will  include  office  furnishings, 
fixtures  and  equipment.  Nurse  with  many  years’  service 
in  the  office  available  for  employment  by  purchaser.  Con- 
tact attorney  for  the  estate— Edward  J.  Wren,  ROgers  9-1726. 


FOR  SALE 


Upstate  New  York  General  Practice,  Home-Office  Combina- 
tion. Well  established.  Finger  Lakes  District.  Two  open 
staff  hospitals  nearby.  Leaving  to  specialize.  Will  intro- 
duce. $16,500.  Write  Box  799,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Beautiful  home  and  office,  located  on  main  thoroughfare  resi- 
dential section  in  large  South  Nassau  Community.  Excel- 
lent opportunity  for  well  trained  general  practitioner, 
ophthamologist,  ENT,  or  obstetrician.  Public  and  parochial 
schools,  all  religious  institutions  walking  distance.  Ample 
hospital  connections  obtainable.  Present  owner  retiring. 
Will  introduce.  Write  Box  “D”  Nassau  County  Medical 
Society,  Garden  City,  L.l. 


FOR  RENT  OR  SALE 


Professional  Suite — Ideal  village  location.  2 family  house, 
Huntington,  L.I.,  occupied  by  M.D.  for  years.  Excellent 
opportunity  for  professional  or  group.  Living  quarters 
available  if  desired.  Box  786,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Physician’s  office.  Tremendous  opportunity  for  G.P.  or 
suitable  specialist.  Share  waiting  room  with  established 
dentist  in  modern,  beautifully  landscaped,  corner  building. 
Choice  location  in  center  of  Nassau  County.  Phone  IVanhoe 
9-5300  or  write  Box  787,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Fully  equipped  medical  office  of  deceased  physician.  Good 
residential  section  of  growing  community,  100  miles  on 
Thruway  from  N.Y.C.  Write  Mrs.  M.  Neimanis,  19  John 
St.,  Saugerties,  N.  Y. 


PRACTICE  WANTED 


General  practitioner,  1 year  of  solo  experience,  now  in  inter- 
nal medicine  residency.  Desires  association  or  partnership 
as  a general  practitioner.  Available  Oct.  1st.  Box  790, 
N.  Y.  St.  Jr.  Med. 


RADIOLOGIST 


325  bed,  teaching  hospital  associated  with  medical  center  has 
immediate  opening  for  a certified  radiologist  who  is  teaching 
and  research,  as  well  as  clinically  oriented.  Stimulating  at- 
mosphere. Fully  approved  3 years  residency  program. 
Liberal  salary  based  on  background,  competence  and  po- 
tential. Address  reply  (which  will  be  held  in  strictest  con- 
fidence) to:  Chief  Radiologist,  Box  789,  N.  Y.  St.  Jr.  Med. 
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Compazine 


nausea  and  vomiting 

—from  virtually  any  cause 

• in  pregnancy — pre-  and  postoperative  states — 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 

• control  is  achieved  with  low  dosage — usually 
15  to  20  mg.  daily — and  often  within  a half 
hour  after  the  first  oral  dose 

‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 

. . .for  immediate  control  of  severe  vomiting: 

Ampuls , 2 cc.  (5  mg./cc.) 

NEW:  Multiple  dose  vials, 

10  cc.  (5  mg./cc.) 

Also  available: 

Tablets , 5,  10  and  25  mg.,  in  bottles  of  50  and  500. 

Spansule t capsules , 10,  15  and  30  mg.,  in  bottles  of  30  and  250. 

Suppositories , 5 and  25  mg.,  in  boxes  of  6. 

Syrup , 5 mg./teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 

Smith  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


inhalation  therapy 


WETS,  THINS,  LOOSENS 


PULMONARY  SECRETIONS 


...  BRONCHITIS 

BRONCHIAL  ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 
CROUP 


Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 

Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 


LABORATORIES 

NEW  YORK  18,  N.  Y. 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 
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BOOMERANG? 

— NO! 

When  your  patient  calls  again 
-it  will  be  to  say  "thanks" 
because 

symptoms  do  not  recur— 
complications  do  not  supervene 

AZO  GANTRISIN 

ANALGESIC  ANTIBACTERIAL 

Especially  for  urinary  tract  infections 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  N.J. 
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NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN®  + PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  petn,  as  in  Miltrate . . appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  'prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  1 6H 

1.  Friedlander,  H.  S. : The  role  of  ataraxics  in  cardiology.  Am.  J.  Card.  1:395,  March  1958. 

2.  Shapiro,  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8 :504,  Dec.  1957. 

WALLACE  LABORATORIES,  New  Brunswick,  N.J.  <ML.ne7  .taaoe.hark 
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R36  PE  PATROL 


New  and  radical  in  design,  the  segmented 
chamber  of  Pedatrol  permits  exact  control 
of  solution  or  blood  administration,  from  10 
ml.  to  50  ml.,  in  increments  of  10  ml. 

Each  compartment  of  the  chamber  holds  pre- 
cisely 10  ml.  of  fluid.  By  clamping  off  at  any 
point  between  compartments  you  automati- 
cally set  up  the  required  dosage.  Simple, 
efficient  and  accurate  . . . without  constant 
supervision.  Once  the  hemostat  is  clamped, 
only  the  prescribed  contents  can  be  admin- 
istered. Flashball®  above  top  segment  simpli- 
fies supplemental  medication. 

Make  Pedatrol  standard  equipment  in  your 
Central  Supply.  Save  nursing  time . . . ease  the 
work  load  . . . surely,  safely,  economically. 


DISTRIBUTED  AND  AVAILABLE  .ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (oKcopt  in  Oi*  <lty  of  El  Fo»o.  T**o»)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERA  I OFEICES  • EVANSTON.  UllNOIS 


*Trademark  of  Baxter  Laboratories,  Inc. 


Morton  Grove 
Illinois 
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For  Speedier  Return  to  Normal  Nutrition 


in  Inflammatory  Conditions 
of  the  Colon 

T-Ve  physiologic  depletion  accompanying  acute  infectious 
and  inflammatory  conditions  of  the  bowel  makes  replacement 
therapy  the  key  to  nutritional  rehabilitation. 

In  addition  to  the  loss  of  important  electrolytes,  such  as 
potassium  and  sodium,  large  amounts  of  protein  are  lost  in 
the  fluid,  blood  and  exudate  from  the  bowel.  In  the  acute 
state  of  such  affections,  utilization  of  what  protein  can  be 
ingested  is  further  affected  by  increased  protein  catabolism 
and  by  impairment  of  certain  hepatic  functions. 

Dietary  rehabilitation  must  be  carried  out  within  the 
framework  of  a diet  restricted  in  fiber  and  in  irritating  sub- 
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later  served  in  a wide  variety  of  appealing  ways — can  be  an 
important  source  of  the  protein  and  minerals  required  by  the 
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phorous, sodium,  and  magnesium,  and  all  the  known  B 
vitamins. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago.. .Members  Throughout  the  United  States 
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Tetracycline  with  Citric  Acid  LEDERLE 


LEDERLE  LABORATORIES 

a Division  of  AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE’ 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

l/HUMil  CIBA  SUMMIT.  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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ATIC  DISORD 


ELAXANT  PLUS 


ties  of  50.  Each  tablet  contains: 
sol®  Acetaminophen  300  mg. 
buff  colored,  bottles  of  36. 
e 125  mg.; 


to  all  steroids  should 


ith  PREDNISO 


McNEIL 


PARAFLEX* 

. 


;e  of  only  6 tablets  daily, 
le  benefits  that  last  for  up  to  six  hours 
ised  by  rheumatism  and  traumatic 
ds  this  relief  with  anti-inflammatory 


disa 


needs  support, too... 
during  pregnancy 


throughout  lactation 


APS  ^AA!_S9 


Help  protect  her  now,  and  you  help  insure  bet- 
ter future  health  for  her  and  her  baby.  A single 
NATABEC  Kapseal  each  day  provides  all  the 
vitamins  and  minerals  the  gravida  or  nursing 
mother  needs  to  supplement  a well-rounded  diet. 

each  NATABEC  Kapseal  contains: 

Calcium  carbonate 600  mg. 

Ferrous  sulfate 150  mg. 

Vitamin  D (10  meg.)  400  units 

Vitamin  Bi  (thiamine)  mononitrate 3 mg. 

Vitamin  B2  (riboflavin) 2 mg. 

Vitamin  B12  (crystalline) 2 meg. 

Folic  acid 1 mg. 

Synkamin®  (vitamin  K)  (as  the  hydrochloride) 0.5  mg. 

Rutin  10  mg. 

Nicotinamide  (niacinamide) 10  mg. 

Vitamin  Be  (pyridoxine  hydrochloride) 3 mg. 

Vitamin  C (ascorbic  acid) 50  mg. 

Vitamin  A (1.2  mg.)  4,000  units 

Intrinsic  factor  concentrate 5 mg. 

dosage  As  a supplement  during  pregnancy  and  throughout 
lactation,  one  or  more  Kapseals  daily.  Available  in  bottles  of 
100  and  1,000. 


INDEX  TO  ADVERTISERS 


I*'-..  — 

V'  Convalescence 

1r 

| 


Adolescence 

:f'  ■> 

V.  , '} 

K t 


. . 

Debilitating 
gastrointesti 
conditio 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bl2, 

protective  quantities  of 
potassium,  in  a palatable  and 
readily  assimilated  form. 


Postoperatively 
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Brigham  Hall | 3553 
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Loma  Linda  Food  Company 3531 
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Merck  Sharp  & Dohme,  I3iv.  Merck  & Company,  Inc. 

3407,  3548-3549 


Ortho  Pharmaceutical  Company 


3530 


Parke-Davis  Company 3416-3417 

Pinewood  Sanitarium 3553 

Pitman-Moore  Company 3542,  3543,  3544,  3rd  cover 

Postgraduate  Medical  Center 3553 


Riker  Laboratories 3422,  3539 

Ritter  Company  (Liebel-Flarsheim) 3423 

A.  H.  Robins  Company 3425,  3545 


Roche  Laboratories,  Div.  Hoffmann-La  Roche  Inc. . . 
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Tailby-Nason  Company,  Inc 3428-3429 


Supplied  in  bottles  of  2 or  6 Jluidounces. 


Upjohn  Company 


3438-3439 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy. 


VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Valentine  Company 
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Warner  Chilcott 
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Westwood  Pharmaceutical  Company 
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Medical  and  Surgical  Supplies 

Ritter  Universal  Table  (Ritter  Company,  Liebel-Flar- 
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Dietary  Foods 

Meat  (American  Meat  Co.) 3409 

Meat  Extract  (Valentine  Company) 3418 

Soyalac  (Loma  Linda  Food  Company) 3531 

Wine  (Wine  Advisory  Board) 3533 


OFFICE  SURGERY t 


ELECTIVE  AND  TRAUMATIC 

use 


XYLOCAINE"  HCI  SOLUTION 

(brand  of  lldocalne*) 

as  a local  or  topical  anesthetic 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


f warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


U S.  PAT.  NO.  2.441.498 


MADE  IN  U S A. 
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but  true  oral  repository  action 
in  the  treatment  of  obesity . . . with 

SYNATAN 

through  the  Durabond®  Principle 
of  ionic  release 

In  Synatan  products  the  repository  mechanism  is  built  into  every 
molecule  by  means  of  the  Durabond  Principle— your  assurance 
of  prolonged  action  with  a single  oral  dose.  The  result— smooth, 
effective  control  of  appetite  and  emotional  tone,  with  minimal 
side  effects. 


Synatan  Each  tabule  contains  Tanphetamin 
(d-  amphetamine  tannate)  17.5  mg. 
for  control  of  appetite  and  mood 

Seco-Synatan  Each  tabule  contains  Tanpheta- 
min 17.5  mg.,  Secobarbital  35.0  mg. 
for  control  of  obesity  with  an  emotional  overlay 

Synatan  Forte  Each  tabule  contains  Tanpheta- 
min 26.25  mg. 

for  greater  anorexic  action 

Dosage:  1 tabule  at  10  a.m.  for  all-day  control. 
For  prescription  economy,  order  bottles  of  50. 


71e±a2ej' 


IRWIN,  NEISLER  & CO.,  Decatur.  Illinois 
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TABUT  NO  XS  100  TABU  TS 

COATU)  BIUI 

EACH  TABLET  CONTAINS: 

Atropine  Sullote 1/2000  gr. 

Hyoieyomme  1/2000  gr. 

Geltemium  Melhenomine 

Benxoic  Acid.  Solol 

Methylene  Blue 


CHICAGO  PHARMACAl  COMPANY 

CHICAGO.  U.  S.  A. 


Fast,  potentiated 
attack  on . . . 


URINARY  INFECTION 


In  just  a matter  of  minutes  URISED  provides  four  way 
antibacterial  action  to  relieve  genitourinary  irritation  and 
smooth  muscle  spasm  ...  to  reduce  pus  cell  count  ...  to 
promote  mucosal  healing. 

In  just  a matter  of  minutes  URISED  soothes  ureteral 
and  urethral  spasticity . . . alleviates  discomfort  and  irrita- 
tion . . . restores  normal  urinary  tonus  and  function. 

In  systitis,  urethritis,  pyelitis,  pyelonephritis,  ureteritis, 
acute  and  chronic  infections  . . . try  this  dual-powered, 
double-fast  attack  on  the  primary  causes  of  urinary  pain, 
burning,  urgency,  dysuria  and  frequency. 


samples  and  literature 
to  physicians  on  request 


iiriste 


SUPPLIED:  Bottles  of  100,  1000  and  2000  tablets. 


CHICAGO  PHARMACAL  COMPANY 


: 


CHICAGO,  ILLINOIS 
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a new  type  of 
effectiveness 


in  depression 
and  fatigue 


states 
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BclIiGl' 

p-acetamidobenzoic  acid  salt  of  2-dimethylaminoethanol 

The  effects  of  'Deaner’  are  unlike  those  of  other 
energizers.  After  coming  on  gradually,  effects  are 
prolonged. . .free  from  hyper  irritability,  jitteri- 
ness  or  emotional  tension. . .free  from  excessive 
motor  activity. . .free  from  loss  of  appetite. . .free 
from  elevation  of  blood  pressure  or  heart  rate 
...free  from  sudden  letdown  on  discontinuance 
of  therapy. 

'Deaner  a totally  New  Molecule 


to' 


has  proved  to  be  of  value  in  the  alleviation  of  a wide 
variety  of  emotional  disturbances.1  It  is  indicated  in 

• chronic  fatigue  states 

• mild  depression 

• chronic  headache 

• migraine 

• neurasthenia 

• behavior  problems  and 
learning  defects  in  children 

* Deaner  produces  greater  daytime  energy, 
better  ability  to  concentrate,  and  a more 
affable  mood.2  It  promotes  sounder  sleep.2 
In  children  it  enhances  adaptability  and 
lengthens  attention  span.3 


Another 


First 


NORTHRIDGE, 

CALIFORNIA 
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a DOCTOR’S  DOZEN... 


in  Time-Saving  Office  Procedure 


Reverse 

Trendelenburg 


Proctologic  Lateral  (Sims) 


GYN 


Pediatric — Child 


Horizontal 


Trendelenburg 


Contour  Chair 


Chair 


Varicose  Veins 


THESE 


BASIC  POSITIONS 
enable  you  to  treat 
MORE  patients  MORE  thoroughly 
with  LESS  effort  in  LESS  time! 


Your  examination 
and  treatment  proce- 
dures can  be  more  ef- 
ficient, more  produc- 
tive with  a Ritter 
Universal  Table  in 
your  office.  Effortless,  light-touch 
control  and  easy  adjustment  to  any 
of  12  basic  positions  provide  great- 
er flexibility  and  usefulness  than 
any  other  table  on  the  market. 

Send  coupon  today  for  our  color- 
ful 8-page  brochure  giving  detailed 
information  on  the  outstanding 
features  of  Ritter  Universal  Table. 


Ritter 

UNIVERSAL 
TAB  LE 

I 

RITTER  COMPANY,  INC. 

i 7347  Ritter  Park,  Rochester  3,  New  York 

j Please  send,  without  obligation,  your  color- 
■ ful  8-page  brochure  describing  the  Ritter 
• Universal  Table. 

I NAME  

ADDRESS  


CITY 


STATE 


3423 


why  all  the  fuss 
over  potassium? 


Many  physicians  will  recall  when  safe  but 
potent  organomercurials  were  first  intro- 
duced. At  the  time  there  was  considerable 
worry  about  possible  potassium  loss.  Pa- 
tients were  instructed  to  take  foods  rich 
in  this  mineral,  and  not  infrequently  potas- 
sium supplements  also  were  advised.  After 
enough  experience  was  gained,  it  became 
evident  that  only  the  exceptional  case  could 
lose  enough  potassium  to  be  concerned 
about.  And  with  oral  organomercurial  diu- 
retics this  was  practically  never  a problem. 

Why  revive  the  subject  now?  Because 
clinical  experience  with  nonmercurial  diuretics  indicates  most  of  them  have  such  a 
specific  effect  on  potassium  that  with  their  use  very  real  problems  must  be  faced.  Enough 
potassium  loss  can  lead  to  digitalis  toxicity  or  to  a classical  overt  hypopotassemia.  Since  a 
fair  percentage  of  cardiacs  who  receive  diuretics  are  also  digitalized,  this  excess  potassium 
excretion  is  clinically  serious.  Clinical  experience  is  still  too  limited  with  some  nonmercurial 
diuretics  to  say  just  how  often  such  loss  will  occur— but  warnings  already  have  been 
sounded  by  some  clinical  investigators  as  to  the  need  for  potassium  supplementation. 


Experience  in  many  patients,  for  many  years,  demonstrates  that  potassium  loss  is  never 
a problem  when  neohydrin®  is  the  oral  diuretic.  And  there  is  no  refractoriness  to  this 
effective  oral  organomercurial. 
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Your  difficult  rheumatic  patient... 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 

Comprehensive  synergistic 
combination  of  steroid  and 


through  effective  relief  and  rehabilitation 


For  the  patient  who  does  not  require  steroids 

PABALATE® 


Reciprocally  acting  nonster- 

pid  antirheumatics  . . . more 

3ffective  than  salicylate  alone. 

In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PA  BA  LATE® -Sodium  Free 

Pabalate,  with  sodium  salts 

replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE8  HU  PABALATE-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


Two  to  grow  on ... 

pablum  Cereals  are  the  original  pre-cooked  cereals  for  babies. 
Vitamin  and  iron  enriched.  Pablum  Mixed  Cereal,  Rice  Cereal, 
Barley  Cereal,  High  Protein  Cereal,  Oatmeal  . . . the  baby  cereals 
made  to  pharmaceutical  standards— especially  processed  for  extra 
smoothness  and  lasting  freshness. 

SiB  juices  are  the  newest  addition  to  the  Pablum  Products  family. 
The  first  medically  accepted  orange  juice  for  babies  is  branded  BiB. 
All  five  BiB  Juices  are  processed  to  meet  babies’  special  needs  — 
Orange,  Orange-Apricot,  Prune-Orange,  Pineapple  with  Acerola,  and 
Apple  with  Acerola. 

You  can  specify  Pablum  Products  with  confidence  . . . 


Mead  Johnson 


Symbol  of  service  in  medicine  © Pablum  Products  Division  of  Mead  Johnson  & Company,  Evansville  21,  Indiana 

New  York  Office:  Canada  House,  680  Fifth  Ave.,  Room  1201,  New  York,  N.  Y., 

Phone:  Circle  5-1060 
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all  cold  symptoms 

New  timed-release  tablet  provides: 

. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 


. . . non-narcotic  cough  control  as  effective  as  with 
codeine , but  without  codeine's  drawbacks 


. . .an  expectorant  to  augment  demulcent  fluids 

. . . the  specific  antipyretic  and  analgesic  effect  of  well- 
tolerated  A PAP 


. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussagesic  Tablet  contains: 

TRIAMINIC® 50  mg. 

(phenylpropanolamine  HC1  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-para-aminophenol)  . 325  mg. 

Tussagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  The 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


Also  available— for  those  who  prefer 

palatable  liquid  medication—  1 USSci^CSlC  SUSpdlSlOIl 

Tussagesic 

SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 

first-  3 to  4 hours  of 
relief  from  the 
outer  layer 

then  —3  to  4 more  hours 
of  relief  from 
the  inner  core 
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NEW  topical  germicide 


nsurpassed  for  broad  range  activity 


3ETADI N E kills  outright 

including  resistant  staph. 


...YET  VIRTUALLY 

NONIRRITATING 

TO  SKIN  AND  MUCOSA 

TAILBY-NASON  COMPANY,  INC. 

DOVER, DELAWARE 


biotics  • Will  not  lead  to  the  develop- 
ment of  resistant  strains#  Effective  even 
in  the  presence  of  blood,  pus  or  other 
organic  matter  • Color  can  be  washed 
off  with  water. 

Available:  Betadine  Antiseptic  in  8 oz. 
and  16  oz.  bottles.  Betadine  Aerosol  in 
3 oz.  bottles. 

Samples  and  literature  upon  request 


Urinary  blockage 


and  stasis  are 
“the  fundamental 
isposing 
n nearly 

1 


in  urinary  tract  infection  when  stasis  is  the  basis 


FURADANTIN 

brand  of  nitrofurantoin 

“Furadantin  is  especially  recommended  for  conditions  where  there  is  retained  urine. 

. . . This  is  because  the  Furadantin  is  excreted  in  large  amounts  in  the  urine.”2 
“Nitrofurantoin  [Furadantin]  may  be  used  for  protracted  periods  for  the  suppres- 
sion of  infection  in  the  urinary  tract,  even  in  the  presence  of  probable  obstruction 
...  it  may  provide  prolonged  relief  from  symptoms  and  permit  better  selection 
of  the  proper  time  for  surgical  or  manipulative  procedures.”3 

average  adult  furadantin  dosage:  100  mg.  q.i.d.  with  meals  and  with  food 
or  milk  on  retiring.  supplied:  Tablets,  50  and  100  mg.;  Oral  Suspension,  25 
mg.  per  5 cc.  tsp. 

REFERENCES:  1.  Campbell,  M.  F.:  Principles  of  Urology,  Philadelphia,  W.  B.  Saunders  Co.,  1957, 
p.  101.  2.  Carroll,  G.:  Bacterial  Infections  of  the  Urinary  Tract  (Male) , in  Conn,  F.:  Current  Therapy 
1956,  Philadelphia,  W.  B.  Saunders  Co.,  1956,  p.  301.  3.  Jawetz,  E.:  A.M.A.  Arch.  Int.  M.  100:549,  1957. 

nitrofurans— a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Symptomatic 
relief 
. . . plus ! 


• I • * 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


pneumonitis 

adenitis 

sinusitis 

otitis 

bronchitis 


LEDERLE  LABORATORIES, 

♦Reg.  U.  S.  Pat.  Off. 


COMBINES:  Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections  . . . 

PLUS:  Protection  against  bacterial  complica- 
tions often  associated  with  such  conditions. 


TABLETS  (sugar  coated) 

Each  contains: 

ACHROMYCIN*  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottles  of  24  and  100. 

SYRUP  (lemon-lime  flavored,  caffeine-free) 
Each  5 cc.  teaspoonful  contains: 
ACHROMYCIN*  Tetracycline  equivalent  to 


Tetracycline  HC1 125  mg. 

Phenacetin 120  mg. 

Salicylamide 150  mg. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben 1 mg. 


Bottle  of  4 fl.  oz. 

Adult  dosage  for  Achrocidin  Tablets  and 
new  caffeine-free  Syrup  is  two  tablets  or  tea- 
spoonfuls of  syrup  three  or  four  times  daily. 
Dosage  for  children  adjusted  according  to  age 
and  weight. 

Available  on  prescription  only. 

a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Milprenr-200 

a new  potency  for 
greater  dosage  flexibility 
in  treating  the  menopause 


for  prompt 
relief 


SUPPLIED:  Bottles  of  60  tablets. 
dosage :One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements. 
also  available  : Milprem-  400  (400  mg. 

Miltown  + 0.4  mg.  Conjugated  Estrogens, 
equine)  in  bottles  of  60  tablets. 

Literature  and  samples  on  request 

4$?/®  WALLACE  LABORATORIES,  New  Brunswick, 


from 
emotional 
and  somatic 
disturbances 
of  ovarian 
n.  j.  decline 


WITH  REMARKABLE  LACK  OF  SIDE  EFFECTS 


Write  for  Literature  and  Samples 


Rynatan 


Major  advance  in 
therapy  for 


ALL  DAY.. .ALL  NIGHT  RELIEF 
WITH  A 

SINGLE  ORAL  DOSE 

WITHOUT  the  drowsiness,  dizziness  or  G-I 
disturbances  typical  of  antihistamine  therapy 


Keeps  heads  dear  10-12  hours 
Stops  the  cycle  of  post- nasal  drip 
Provides  controlled,  even  absorption 


2 CONVENIENT  DOSE  FORMS... 

BOTH  DURABONDED* 

Each  tabule  contains: 

Phenylephrine  Tannate 25.0  mg. 

Prophenpyridamine  Tannate 37.5  mg. 

Pyrilamine  Tannate ,, 37.5  mg. 

Suspension— each  5 cc.  contains: 

Phenylephrine  Tannate 5.0  mg. 

Prophenpyridamine  Tannate 12.5  mg. 

Pyrilamine  Tannate 12.5  mg. 

Usually  1 or  2 tabules  each  12  hours. 
(PEDIATRIC): 

Children:  Six  years  and  older,  1 to  2 teaspoonfuls 
each  12  hours;  under  six  years,  according  to  age. 
Dosage  may  be  increased  or  decreased  as  required. 


Rynatan  Tabules:  Bottles  of  30  and  500. 
Rynatan  Suspension : Bottles  of  70  cc  and 
one  pint. 


*Durabond  Process— Neisler  Exclusive,  Patent  Pending 


lederle  l/ 

•Trademark 

® Registered  Trademark  for  Tridi 


ihexethyl  Iodide  Lederle 


IN  OFFICE  SURGERY 


ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first ... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HC1  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 


XYLOCAINE8  hci  solution 

(brand  of  lidocaine’) 


*U. 8.  PAT.  NO.  2.441.498  MADE  IN  U S. A. 
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HYCOMINE 

Syrup 

TTOOi  @®il?[Li¥i  M 

if®®  ©cDQDdco  mmmi 

cough  sedative  / antihistamine  / expectorant 

• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate 5mg.Y 

(Warning:  May  be  habit-forming)  > 6.5  mg.. 

Homatropine  Methylbromide  1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride * 60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.  May  be  habit-forming. 
Federal  law  permits  oral  prescription. 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


U.S.  Pat.  2,630,400 
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In  potentially 
serious 
infections.. 


*TfcAOEMAft*,  reo.  u.  a.  w* 

f TRADEMARK.  RfcQ.  U.  8.  PA 
BRAHO  OP  TETRACYCLINE 

**trademark,  reo.  o.  s.  pa 


Panalba 


ffective  against  more 
lian  30  common  pathogens, 
ven  including 
esistant  staphylococci. 


Provides  therapeutic  quantities  of  all  known  hematinic  factors 

iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’  formula  enhances  (does  not 
inhibit)  vitamin  B12  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

•'Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor, 
Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A.  * 

819058 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximum  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’  daily  produce  a standard  re- 
sponse in  the  average  uncomplicated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 
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EDITORIALS 


Executive  Health 


“Many  a program  for  executive  health  in 
industry  begins  with  the  unexpected  death 
of  a top  executive.  . .”  So  said  Dr.  Norman 
S.  Moore,  clinical  director  of  the  Cornell 
University  Infirmary  and  Clinic  at  Ithaca, 
in  an  address  presented  at  the  Executive 
Development  Program,  Cornell  University 
School  of  Business  and  Public  Administra- 
tion, July  18,  1958.  Dr.  Moore  is  also 
chairman  of  the  Public  Health  and  Educa- 
tion Committee  of  the  Medical  Society  of 
the  State  of  New  York.  The  address  will 
be  found  on  pages  3455-3460  of  this  issue 
of  the  Journal.  His  grasp  and  under- 
standing of  the  problem  of  maintaining  ex- 
ecutive health  is  the  result  of  long  experience 
in  this  field.  He  has  succeeded  admirably 
in  crystallizing  much  current  knowledge  into 
relatively  small  space.  He  pays  well- 
deserved  tribute  to  industrial  medicine  in 
general  and  the  industrial  physician  in 
particular. 

Dr.  Moore  correctly  places  stress  on  the 
preventive  aspects  of  occupational  medicine. 


He  says  “the  average  yield  of  medical  trouble 
found  on  initial  examinations  of  executives  is 
that  previously  unrecognized  disease  was 
found  in  from  one  fourth  to  one  third  of  those 
examined.”  In  the  sphere  of  curative 
medicine  the  industrial  physician  has  a 
first-hand  knowledge  of  the  work  environ- 
ment of  the  individual  and  can  offer  supple- 
mental information  to  the  patient  or  the 
family  doctor.  The  time-honored  and  man- 
dated doctor-patient  relationship  must  be 
jealously  guarded  and  maintained  by  the 
“company  doctor.” 

It  probably  will  be  false  economy  to  cite 
lack  of  funds  or  lack  of  understanding  for 
the  need  of  a health  program  as  a reason  for 
neglecting  the  well-being  of  executives  and 
other  employes.  Preservation  of  health  and 
early  detection  of  disease  at  all  levels  of 
employment  by  far  offsets  the  comparatively 
small  cost  of  a company  medical  program. 

The  reader  will  find  much  needed  informa- 
tion in  Dr.  Moore’s  timely  paper  on  “Ex- 
ecutive Health.” 


The  Physician  and  Adoption 


It  is  the  privilege  of  the  Journal  to  print  on 
page  3514  of  this  issue  an  informative  article 
on  adoption  by  Paul  W.  Beaven,  M.D., 
formerly  chairman  of  the  Adoption  Section  of 
the  Council  of  Social  Agencies,  Rochester, 
and  consultant  to  the  Committee  on  Adop- 
tion of  the  American  Academy  of  Pediatrics. 

State  laws  vary  widely  with  respect  to 
adoption  and  “many  complications  can 
arise  if  children  for  adoption  are  trans- 
ported across  state  lines.”  Since  the  “par- 
ticular area  of  adoption  practice  into  which 
the  physician  is  drawn.  . .has  to  do  with  the 
adoption  of  young  infants  of  unmarried 
parents,”  the  article  will  be  confined  to  that 


area. 

The  general  practitioner,  internist,  ob- 
stetrician, and  pediatrician  will  find  it  of 
especial  interest. 

The  article  touches  on  the  background  of 
present-day  adoptive  practices,  the  services 
to  natural  parents  given  in  modern  adoptive 
practices,  services  to  the  infant  and  to  the 
adoptive  parents,  matching  traits  and  re- 
ligion, the  law  and  adoption,  and  the  place 
of  the  physician  in  adoption.  We  hope  our 
readers  will  inform  themselves  about  this 
important  subject  so  that  they  will  be  able 
to  render  assistance  to  those  in  their  com- 
munities who  may  need  it. 
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Rosenzweig  v . State  of  New  York 


A malpractice  suit,  interesting  from  the 
factual  background  and  unusual  setting  in 
which  the  injury  occurred,  was  decided  in 
March,  1958  [Rosenzweig  as  Adm.  v.  State 
of  New  York,  5 App.  Div.  2nd  293  (3rd 
Dept.)] 

The  opinion,  brief  in  its  recitation  of  facts 
and  in  its  statement  of  the  applicable  pro- 
vision of  law,  is  reproduced  here. 

Claimant  has  been  awarded  $80,000  for  the 
alleged  wrongful  death  of  a professional  prize 
fighter.  The  negligence  of  the  State  is  said  to 
be  “permitting”  or  “licensing”  decedent  to  en- 
gage in  a professional  fight  when  the  State 
knew,  or  should  have  known,  that  he  was  not  in 
proper  physical  condition  to  do  so. 

On  August  29,  1951,  decedent  was  “knocked 
out”  in  the  eighth  round  of  a professional  fight 
in  Madison  Square  Garden.  It  is  without 
question  that  decedent  was  struck  two  very 
hard  blows  to  the  head  immediately  before  his 
collapse.  He  died  four  days  later  from  cerebral 
hemorrhage  and  cerebral  edema.  This  was 
medically  discovered  by  two  open  brain  opera- 
tions and  autopsy.  The  negligence  of  the 
State  found  in  the  Court  of  Claims  is  the  failure 
of  examining  doctors  alleged  to  be  employes  of 
the  State  to  discover  a pre-existing  brain  in- 


jury from  a previous  fight  without  the  benefit 
of  open  operation. 

Decedent  had  engaged  in  a fight  on  July  24, 
1951,  and  again  on  August  14,  1951.  He  lost 
the  decision  in  both  these  fights  by  a technical 
knockout  (T.K.O.),  which  means  that  the  ref- 
eree stopped  the  fight,  although  there  was  no 
actual  knockout  or  “counting  out.”  Before 
and  after  each  of  these  fights  the  decedent  was 
examined  by  a physician  approved  by  the 
State  Athletic  Commission’s  Medical  Advisory 
Board,  but  selected  and  paid  by  the  promoter  of 
the  fight.  This  board  (consisting  of  doctors) 
merely  provides  a panel  of  doctors  considered 
qualified  to  make  physical  examinations  of 
fighters,  but  the  individual  doctor  for  any  par- 
ticular fight  is  selected  from  the  panel  by  the 
promoter  and  paid  by  the  promoter.  Under 
these  circumstances  there  is  serious  doubt  as  to 
whether  the  examining  doctor  is  an  employe  of 
the  State,  but,  even  assuming  employment  by 
the  State,  claimant  has  not  established  negli- 
gence on  the  part  of  the  examining  doctors. 
Their  competency  is  not  questioned,  and  it  has 
been  held  that  the  State  is  not  liable  for  an 
honest  error  of  judgment  by  a doctor  employed 
by  the  State.  (St.  George  v.  State  of  New 
York,  282  App.  Div.  245,  affd.  308,  N.  Y.  681). 
— H.  S. 


Editorial  Comment 


Report  of  the  Health  Insurance  Council. 

If  anyone  still  doubts  that  health  insur- 
ance in  the  country  is  big  business,  the  re- 
cent report  of  the  Council,  released  June 
12,  1958,  will  go  far  to  dispel  those  doubts. 
The  report  says  in  part: 

More  than  four  billion  dollars — a rate  of 
about  11  million  per  day — of  the  nation’s 
health  care  bill  will  be  paid  in  1958  through 
voluntary  health  insurance  programs,  accord- 
ing to  the  Health  Insurance  Council. 

This  estimate  was  made  by  the  Council 
today,  based  on  the  results  of  its  annual  sur- 
vey of  health  insurance  coverage  in  the  United 
States  for  1957.  Benefit  payments  to  help 


cover  the  cost  of  hospital,  surgical,  and  medical 
care,  last  year  amounted  to  3.5  billion  dollars, 
up  20.7  per  cent  over  1956,  and  an  all-time 
high. 

The  Council,  in  a projection  of  its  1957 
figures  on  health  insurance  coverage  in  the 
United  States,  estimates  that  as  of  June  1, 
1958,  some  123  million  persons  were  protected 
against  the  cost  of  hospital  expenses  through 
voluntary  health  insurance  programs,  111 
million  were  covered  for  surgical  expenses, 
74  million  had  policies  covering  regular  med- 
ical expenses,  and  15  million  were  insured 
against  major  medical  expenses.  These  figures, 
added  the  Council,  mean  that  about  72  per 
cent  of  the  total  U.  S.  civilian  population 
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today  is  protected  by  some  form  of  voluntary 
health  insurance. 

The  survey,  which  is  made  annually  by  the 
Health  Insurance  Council,  and  which  covers 
the  period  from  January  1 through  December 
31,  1957,  is  based  on  reports  of  health  insur- 
ance programs  conducted  by  insurance  com- 
panies, Blue  Cross-Blue  Shield,  and  other 
health  care  plans. 

The  Council  also  reported  that  insurance 
companies  in  1957  paid  a total  of  740  million 
dollars  in  benefits  to  people  through  loss  of 
income  insurance  policies,  which  help  replace 
income  lost  because  of  accident  or  sickness. 
This  figure,  added  to  the  3.5  billion  dollars 
paid  in  other  health  benefits,  would  bring 
the  total  benefit  payments  for  the  year  1957 
to  4.2  billion  dollars  paid  under  all  voluntary 
health  insurance  programs. 

Advances  in  all  types  of  health  insurance 
coverage  were  revealed  in  the  Council  report. 
During  the  year,  the  number  of  people  covered 
by  hospital  care  insurance  rose  by  more  than 
five  million  over  the  year  before,  the  number 
of  people  covered  by  surgical  expense  insur- 
ance increased  nearty  eight  million,  and 
persons  covered  for  regular  medical  expenses 
rose  seven  million.  In  addition,  loss  of  in- 
come policies  afforded  protection  to  over  one 
million  more  people,  while  over  four  million 
more  than  in  1956 — a gain  of  nearly  50  per 
cent — were  reported  covered  by  major  med- 
ical insurance  policies. 

At  the  end  of  1957,  the  Council  figures 
showed,  up  to  90  per  cent  of  those  with  hospital 
expense  protection  also  had  coverage  for  sur- 
gical expenses,  while  about  59  per  cent  of 
those  with  hospital  care  insurance  also  had 
protection  against  regular  medical  expenses. 

“The  growth  in  both  the  number  of  people 
covered  under  plans  designed  to  help  pay  hos- 
pital and  doctor  bills,  and  the  payments  re- 
ceived under  these  voluntary  plans,”  said  the 
Council,  “demonstrates  the  continued  desire 
of  the  American  people  to  insure  themselves 
against  costs  incurred  through  accident  and 
sickness.  Increasingly,  the  public  is  providing 
itself  with  broader  and  more  adequate  health 
cost  coverage.” 

Major  medical  expense  insurance,  which 
helps  to  absorb  the  cost  of  serious  or  catastro- 
phic illness,  continued  its  dramatic  upward 
trend  at  year’s  end,  the  survey  further  dis- 
closed. Coverage  through  insurance  compa- 


nies under  all  forms  of  major  medical  programs 
rose  by  49.4  per  cent  to  13,262,000  persons. 
Of  these,  12,428,000  had  protection  through 
group  policies,  with  the  remaining  834,000 
insured  through  individual  and  family  major 
medical  expense  policies. 

In  1957,  the  Council  report  continued,  32,- 

739.000  persons  were  covered  by  insurance 
company  loss  of  income  policies.  The  num- 
ber of  people  who  work  where  there  is  a formal 
sick  leave  payment  arrangement  would  bring 
the  total  figure  to  42,139,000  persons,  2.8 
per  cent  more  than  the  year  before,  who  are 
protected  against  loss  of  income. 

The  report,  is  presented  by  the  Health 
Insurance  Council,  a federation  of  leading 
insurance  associations  representing  over  90 
per  cent  of  the  health  insurance  in  force 
through  insurance  companies,  is  the  twelfth 
annual  review  of  the  extent  of  voluntary  health 
insurance  coverage  in  the  United  States. 

Some  further  highlights  from  the  Council’s 
survey  at  year’s  end  are:  Hospital  care  in- 
surance to  help  pay  for  services  in  the  hospital, 
remained  the  most  popular  form  of  health 
insurance  in  terms  of  number  of  people  cov- 
ered, with  70,192,000  persons  covered  by 
policies  from  insurance  companies;  54,923,000 
enrolled  by  Blue  Cross-Blue  Shield,  and 

4.947.000  protected  by  independent  plans. 
Making  allowance  for  people  covered  by  more 
than  one  type  of  insuring  organization,  the 
Council  reported  that  over  121.4  million  persons 
were  protected  by  hospital  expense  insur- 
ance, an  increase  of  4.7  per  cent  over  1956. 

Surgical  expense  insurance,  w’hich  helps  meet 
the  cost  of  operations,  was  provided  by  insur- 
ance companies  to  67,456,000  persons;  45,- 

383.000  by  Blue  Cross-Blue  Shield,  and 

5.597.000  by  the  other  health  care  plans. 
Allowing  for  those  with  duplicate  health  in- 
surance coverage,  the  survey  found  108.9 
million  persons  protected  against  surgical 
costs,  up  to  7.5  per  cent  over  the  year  before. 

Regular  medical  expense  insurance,  pro- 
viding for  doctor  visits  for  nonsurgical  care, 
accounted  for  36,926,000  persons  through  Blue 
Cross-Blue  Shield,  while  33,240,000  were 
covered  by  insurance  company  programs 
with  6,019,000  persons  insured  under  the 
independent  plans.  The  unduplicated  total 
number  of  persons  having  regular  medical 
expense  protection  was  71.8  million,  a gain  of 
10.7  per  cent. 
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Patients  receiving 

NILE  VAR' 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight  —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet More  ambition 

while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery  Perhaps  one  of  the  greatest  changes  was  in 

the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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protection  against  angina  pectoris 

in  every  walk  of  life 


Peritrate®  20  mg 


pentaerythritol  tetranitrate) 


the  accepted  basic  therapy  in  the  treatment  of  coronary  disease 

reduces  the  frequency  and  severity  of  attacks 

increases  exercise  tolerance 

lowers  nitroglycerin  dependence 

improves  abnormal  EKG  findings 


to  relieve  the 


acute 


attack 


sublingual 

Peritrate  with  Nitroglycerin 

replaces  ordinary  nitroglycerin  in  the  patient  taking  Peritrate 
(not  meant  to  replace  Peritrate) 

• provides  immediate  relief  of  pain 

• automatically  supplies  an  increased  level  of  Peritrate  for 
additional  protection  during  the  stress  period 
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The  Utilization  of  Nesacaine  in  Conduction 
Anesthesia  for  Obstetrics 

F.  PAUL  ANSBRO,  M.D.,  AND  JOHN  W.  PILLION,  M.D.,  BROOKLYN,  NEW  YORK,  ALBERT  E.  BLUN- 
DELL, M.D.,  KEW  GARDENS,  NEW  YORK,  AND  BENSON  BODELL,  M.D.,  KEW  GARDEN  HILLS, 

NEW  YORK 

{From  the  Department  of  Anesthesiology,  St.  Catherine1 s Hospital,  Brooklyn,  New  York) 


During  World  War  II  conduction  anesthesia 
for  obstetrics  became  very  popular.  This 
was  due  to  the  work  of  Hingson  and  Edwards1 
who  utilized  caudal  anesthesia.  Antedating 
their  work,  Cleland2  for  a long  time  used  con- 
duction anesthesia  in  the  form  of  sympathetic 
ganglia  block  by  the  paravertebral  route  as 
analgesia  for  parturition.  All  writers,  past  and 
present,  agree  that  conduction  anesthesia  may 
have  a place  in  obstetric  practice  if  employed  at 
the  proper  time  during  labor. 

No  conduction  blocks  are  begun  until  labor 
is  well-established.  Hence,  a completely  pain- 
less labor  is  a myth  existing  only  in  the  patient’s 
mind.  Our  prerequisites  for  instituting  block 
procedures  were  similar  to  those  of  others — 
cervical  dilatation  of  4 to  6 cm.  in  primiparas  and 
4 cm.  in  multiparas. 

Methods  of  Conduction  Anesthesia 

Methods  of  conduction  anesthesia  are  all  based 
on  blocking  afferent  nerve  conduction  from  the 
site  of  painful  stimuli. 

Blocking  Lumbar  Sympathetic  Chain — 
Byrd  and  her  associates3  recently  have  duplicated 
the  long-established  method  of  lumbar  sym- 
pathetic block  in  an  impressive  number  of  cases. 
This  type  of  block  gives  relief  from  fundus  (con- 
traction) pain  but  does  not  affect  painful  stimuli 
from  the  lower  uterine  segment  mediated  through 
the  sacral  plexus  and  pudendal  nerve.  Toxicity 
was  manifested  by  generalized  convulsions  in 

Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  16,  1958. 


Fig.  1.  Lumbar  sympathetic  block  by  the  lateral 
route. 

three  patients  in  a series  of  1,200  cases  in  which 
an  anesthetic  agent  other  than  Nesacaine  was 
employed. 

Lumbar  sympathetic  block  by  the  lateral 
route  (Fig.  1)  is  effected  by  passing  a needle  para- 
vertebrally  to  the  anterolateral  part  of  the 
second  lumbar  vertebra  bilaterally.  Nesacaine, 
2 per  cent  10  cc.,  is  injected  with  the  needle  in 
situ,  thereby  producing  a block  of  the  sympathetic 
chain  which  mediates  pain  from  the  fundus 
uteri. 

Caudal  Block — We  were  surprised  to  learn 
that  it  is  estimated  that  at  least  200,000  con- 
tinuous caudal  anesthetics  for  obstetric  delivery 
are  administered  yearly  in  the  United  States.4 
In  our  group,  caudal  anesthesia  was  not  popular, 
usually  because  of  too  frequent  failures  resulting 
from  faulty  technic.  It  has  been  said  by  its 
greatest  proponent,  Hingson,4  that  “there  are  as 
many  variations  in  the  caudal  area  as  there  are 
faces  on  individuals.”  We  prefer  to  use  an  area 
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TABLE  I. — Relative  Toxicity  of  Anesthetic  Agents 
Investigated 


Agent 

Concen- 

tration 

(Per 

Cent) 

Num- 

ber 

of 

Cases 

Effec- 

tiveness 

Num- 
ber of 
Reac- 
tions 

Toxic- 

ity 

(Per 

Cent 

of 

Cases) 

Procaine 

2-5 

1,000 

+ + 

4 

0.4 

Lidocaine 

2 

1 ,000 

+ + + + 

11 

1.1 

Hexylcaine 

2 

1,000 

+ + + + 

1 

0.1 

Nesacaine 

3 

1,615 

+ + + + 

°\ 

n nc; 

Nesacaine 

1,2,3 

385 

1/ 

U . UD 

of  the  spine  which  varies  only  slightly  from  the 
normal  or  not  at  all.  This  is  found  in  the  lumbar 
area.  Hence,  we  have  rarely  utilized  caudal 
block  for  obstetrics  during  the  past  ten  years. 
Infrequently,  we  have  used  saddle  block.  For 
simplicity  of  technic  and  safety  we  adopted 
lumbar  epidural  block  (or  reverse  caudal)  and 
pudendal  nerve  block. 

Pudendal  Block. — Pudendal  block  (Fig.  2)  is 
not  difficult  to  perform  and,  for  a method  which 
may  be  described  as  “shot  gun,”  yields  surpris- 
ingly good  results. 

The  ischial  tuberosity  and  ischial  spine  are 
reached  through  the  same  wheal  raised  midway 
between  and  1 cm.  below  a line  joining  the  anus 
and  ischial  tuberosity  of  the  side  to  be  blocked. 
First,  a 3-inch  needle  is  directed  to  contact  the 
spine  of  the  ischium  for  block  of  the  pudendal 
nerve  and  its  branches  by  injection  of  10  cc. 
Nesacaine,  2 per  cent.  The  fingers  of  the  opposite 
hand  in  the  vagina  direct  the  point  of  the  needle 
to  the  bony  landmarks.  The  anterior  labial 
branch  of  the  ilioinguinal  nerve  is  blocked  by 
radial  injections  along  the  labia  majora.  The 
procedure  is  repeated  on  the  opposite  side.  The 


Spinal  Cord 


Fig.  3.  Lumbar  epidural  block  by  the  continuous  or 
fractional  method. 


majority  of  our  vaginal  deliveries  were  effected 
by  this  method. 

Lumbar  Epidural  Block. — The  lumbar  epi- 
dural block  method  (Fig.  3)  is  greatly  superior  to 
caudal  block,  particularly  in  regard  to  simplicity 
of  technic.  It  has  been  described  by  us  before5-7 
and,  in  a more  recent  reappraisal,  by  Foldes  and 
associates.8,9  Epidural  block  in  obstetrics  is 
used  in  conjunction  with  Pitocin  (1:1,500  dilu- 
tion). It  is  administered  intravenously  as  a slow 
drip.  When  labor  is  well-established,  epidural 
block  is  begun  by  injecting  the  anesthetic  solution 
through  the  previously  inserted  epidural  catheter. 
The  catheter  was  passed  to  the  epidural  space 
through  the  needle,  which  was  withdrawn  and  the 
catheter  secured  in  place.  The  lumbar  epidural 
space  is,  of  course,  continuous  with  the  caudal 
space  below.  Thus,  anesthetic  solutions  injected 
in  the  lumbar  area  diffuse  to  the  sacral  area, 
producing  what  we  call  “reverse  caudal.”  Frac- 
tional injections  of  Nesacaine,  as  needed  for  block 
of  the  lumbosacral  somatic  and  sympathetic 
nerves,  are  made  through  the  catheter. 

Conduction  Anesthetic  Agents 

In  this  paper  we  are  mainly  concerned  with 
presenting  evidence  concerning  the  toxicity  of 
solutions  used  in  conduction  anesthesia.  We 
have  utilized  a number  of  agents  in  a large  series 
of  cases  and  evaluated  them  in  regard  to  effec- 
tiveness and  toxicity.  Data  concerning  these 
agents  are  contained  in  several  previous  re- 
ports.10-12 Our  report  concerning  the  relative 
toxicity  of  various  anesthetic  agents  was  pre- 
sented before.12  A summary  of  our  latest  report 
is  found  in  Table  I. 

Toxicity  was  judged  by  the  occurrence  of  major 
convulsive  phenomena  during  or  after  the  epidural 
injection  of  the  anesthetic  solution.  From  the 
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UTILIZATION  OF  NESACAINE  IN  CONDUCTION  ANESTHESIA  FOR  OBSTETRICS 
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Fig.  4.  Formula  for  Nesacaine. 


table  it  is  evident  that  Nesacaine  (chloropro- 
caine)  was  an  effective  blocking  agent  and  the 
least  toxic  of  the  group  of  anesthetic  agents 
employed.  This  is  probably  due  to  its  rapid 
enzymatic  hydrolysis  as  described  by  Foldes  and 
his  associates.13  We  have  utilized  Nesacaine, 
1 to  3 per  cent  in  385  obstetric  cases  requiring 
analgesia,  as  indicated  in  Table  II. 

Nesacaine  structurally  is  procaine  with  an 
atom  of  chlorine  substituted  on  the  second  carbon 
(ortho  position)  of  the  benzene  ring  (Fig.  4). 
The  addition  of  the  halogen(chlorine)  results  in 
more  rapid  enzymatic  hydrolysis  and  resultant 
decreased  toxicity. 


it.  The  failures  usually  are  incomplete  anes- 
thesia of  sacral  innervated  areas,  obviously  due 
to  poor  penetration  through  the  lumbosacral 
junction  by  the  anesthetic  solution  in  the  epidural 
space. 

We  had  no  evidence  of  incomplete  anesthesia 
in  our  vaginal  deliveries  under  lumbar  epidural 
block.  This  was  probably  due  to  the  increased 
volume  of  solution  used  in  these  cases  and  to  a 
longer  time  interval  in  which  solutions  were 
allowed  to  become  effective.  The  increased 
volume  of  solution  used  in  obstetric  patients 
probably  is  due  to  the  increased  metabolism 
characteristic  of  pregnancy.  Whereas  30  cc 
Nesacaine  would  last  one  hour  in  the  nonpregnant 
patient  on  the  surgical  service,  it  would  be  effec- 
tive for  only  half  that  time  in  the  parturient.  All 
epidurals  were  done  with  the  continuous  (cathe- 
ter) technic.  Thus,  they  could  be  supplemented 
at  will.  Pudendal  blocks  could  be  reinjected  if 
necessary.  The  one  convulsion  in  our  whole 
series  of  2,000  cases  in  which  Nesacaine  was 
employed  as  the  anesthetic  agent  occurred  in  a 
cesarean  section.  Only  8 cc.  of  the  3 per  cent 
solution  had  been  injected  when  the  convulsion 
occurred.  It  was  easily  controlled  by  barbiturate 
administered  intravenousl}r. 


Comment 

The  concentration  of  Nesacaine  used  for  vaginal 
delivery  was  1 per  cent  for  pudendal  block  and 
2 per  cent  for  epidural  block.  For  cesarean 
section  the  3 per  cent  solution  was  employed. 
The  dose  for  vaginal  delivery  varied  with  the 
amount  of  time  (average  dose,  60  cc.).  For 
cesarean  section  the  average  dose  was  50  cc.  for 
one  hour  duration.  The  high  incidence  of  failure 
of  epidural  block  which  occurred  in  cesarean  sec- 
tion is  unusual,  since  it  does  not  parallel  the  fail- 
ure rate  in  other  operations  (1  per  cent).  It  is 
probably  due  to  distortion  of  the  epidural  space 
in  advanced  pregnancy,  producing  partial  ob- 
struction to  the  free  spread  of  solutions  within 


Conclusions 

Nesacaine  (chloroprocaine)  was  employed  in 
obstetrics  for  vaginal  delivery  and  for  cesarean 
section  b}’  means  of  pudendal  block  and  epidural 
block  in  385  cases  of  varjlng  lengths  of  time. 
The  one  toxic  reaction  in  the  over-all  series 
of  2,000  cases  in  which  Nesacaine  was  em- 
ployed occurred  in  this  obstetric  group.  The 
failure  rate  in  cesarean  section  may  be  due  to 
anatomic  distortion,  since  the  rate  does  not  par- 
allel results  obtained  in  other  epidural  procedures. 
Nesacaine  has  the  lowest  toxicity  rate  of  all 
anesthetic  agents  employed  and  is  equal  to  all  in 
effectiveness.  Its  usefulness  in  regional  and  local 
anesthesia  is  apparent  from  this  stud}*-. 


TABLE  II. — Conduction  Anesthesia  Employing  Nesacaine 


Type  of  Conduc- 
tion Anesthesia 

Concentration 
(Per  Cent) 

Number 
of  Cases 

Obstetric 

Procedure 

Toxicity 

(Number 

of 

Cases) 

Successful 

Failures 

Pudendal  block 

1 

210 

Vaginal 

delivery 

210 

0 

0 

Epidural  block 

1 or  2 

50 

Vaginal 

delivery 

50 

0 

0 

Epidural  block 

3 

125 

Cesarean 

section 

117 

8 

1 
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The  Nesacaine  used  in  this  study  was  supplied  by  the  Malt- 
bie  Laboratories  Div.,  Wallace  & Tiernan  Inc.,  Belleville, 
New  Jersey. 
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Discussion 

Raphael  W.  Robertazzi,  M.D.,  Brooklyn,  New 
York. — The  ultimate  decision  as  to  whether  a new 
local  anesthetic  agent  deserves  a place  in  the  arma- 
mentarium of  the  anesthesiologist  must  be  based 
not  only  on  well-founded  experimental  and  labora- 
tory data  but  on  good  sound  clinical  evaluation  of 
effects  and  results.  Clinical  research  conducted 
without  bias  is  still  a valuable  tool  in  our  specialty. 
The  piece  of  work  reported  here  is  just  this. 

Foldes  reported  from  his  laboratory  a few  years 
ago  that  2-chloroprocaine  might  possess  certain  ad- 
vantages over  the  commonly  employed  local  an- 
esthetic agents.  In  vitro  studies  on  the  rate  of  hy- 
drolysis of  Nesacaine  demonstrated  a rather  rapid 


breakdown  In  fact,  the  rate  is  four  to  five  times 
that  of  Novocain.  When  the  studies  were  extended 
to  include  plasma  levels,  the  same  results  were  ob- 
tained. It  would  seem  to  follow  that  the  low  blood 
levels  usually  encountered  with  2-chloroprocaine 
would  result  in  minimal  cardiovascular  depression, 
and  central  nervous  system  stimulation  would  not 
occur. 

Our  clinical  results  at  University  Hospital  com- 
pare favorably  with  those  reported  by  the  authors. 
We  have  not  had  the  opportunity  of  evaluating  the 
drug  in  obstetrics,  since  our  institution  has  no  ob- 
stetric service.  We  have,  however,  used  Nesacaine 
for  all  types  of  conduction  anesthesia  during  the 
past  two  years.  Quantities  of  the  drug  were  re- 
leased to  us  before  it  was  available  for  general  use. 
The  total  number  of  cases  in  our  series  is  510  of 
which  approximately  400  received  caudal  or  caudal- 
transsacral  blocks.  The  remainder  are  divided 
among  lumbar  sympathetic,  stellate,  and  brachial 
plexus  blocks.  A 3 per  cent  concentration  was  em- 
ployed in  all  cases.  All  patients  were  premedicated 
very  generously.  The  average  total  dose  of  the 
local  anesthetic  drug  averaged  810  mg.  There  were 
no  convulsions  in  the  series,  nor  were  there  any 
cases  of  serious  cardiovascular  depression.  One 
patient  manifested  a moderate  degree  of  disorien- 
tation. No  one  lost  consciousness  or  became  are- 
flexic. 

We  had  four  such  cases  when  we  were  using  lido- 
caine.  The  only  possible  disadvantage  of  this  drug 
is  that  its  duration  of  effect  is  within  the  45-  to  60- 
minute  period. 

In  conclusion,  on  the  basis  of  our  limited  experi- 
ence, which  has  been  quite  favorable,  and  on  the 
basis  of  other  reported  series,  I believe  we  should 
add  this  drug  to  all  the  others  in  present  use,  study 
it  some  more,  and  record  carefully  our  observations 
and  thus  assign  it  to  its  rightful  place  in  the  drug 
armamentarium  of  the  anesthesiologist. 
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The  Dermatogeriatric  Service  in  a Resident 

Hospital 


ALEXANDER  WILLIAM  YOUNG,  JR.,  M.D.,  NEW  YORK  CITY 
{From  the  House  of  the  Holy  Comforter,  Bronx,  New  York ) 


The  purpose  of  this  paper  is  to  present  the 
cutaneous  problems  encountered  on  the  der- 
matogeriatric service  of  a resident  hospital. 
This  study  is  a preliminary  to  a more  detailed 
clinical  and  basic  investigation  of  the  aging  skin. 
However,  several  aspects  of  dermatogeriatrics  are 
now  apparent:  Older  persons  seem  prone  to  de- 
velop skin  difficulties  at  a surprisingly  frequent 
rate.  Their  problems  are  those  commonly  as- 
sociated with  advanced  years  and  those  of  any 
age  with  special  modifications.  Axanagement  of 
the  disorder  must  be  especially  tailored  to  each 
patient,  and  psychologic  support  should  be 
stressed.  The  process  of  keratinization  may 
be  a handy  tool  for  studying  aging  skin. 

The  House  of  The  Holy  Comforter  is  a resident 
hospital  which  provides  a uniquely  controlled 
I environment  in  which  to  study  the  cutaneous 
problems  of  the  aged.  Routine  medical  and 
dermatologic  services  and  consultants  in  other 
specialties,  as  well  as  laboratory,  dental,  and 
physical  therapy  facilities,  are  available.  A staff 
of  more  than  100,  including  nine  registered 
nurses,  five  practical  nurses,  and  30  nursing  aids, 
attends  the  residents,  whose  average  number  is 
94  persons.  The  patients  are  all  women  over 
60  years  of  age. 

Incidence  of  Dermatologic  Diseases 

Sometime  prior  to  the  beginning  of  an  extended 
study  of  the  skin  problems  at  this  institution,  a 
general  survey  was  made  which  consisted  of  ex- 
amination of  all  the  occupants  of  the  hospital. 
Ninety-two  persons  were  seen.  Among  these, 
29  or  31.5  per  cent  were  found  to  have  a skin 
disorder.  The  number  of  patients  requiring 
definite  dermatologic  care,  determined  on  sub- 
sequent visits  to  the  hospital,  remained  approxi- 
mately one  third. 

From  September,  1956,  through  September, 
1957,  there  was  an  average  of  94  patients  at  the 

Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  May  14,  1958. 


TABLE  I.— Dermatologic  Diagnoses  in  64  of  94 
Geriatric  Patients  in  a Resident  Hospital  Over 
a Thirteen-Month  Period. 


Diagnoses 

Number 

of 

Cases 

Per 

Cent 

Benign  tumors 

4 

3.5 

Fibroma  molle 
Senile  sebaceous  adenoma 
Precanceroses 

20 

17.7 

Gingival  erosion 
Senile  keratosis  and/or  verrucae 
Seborrheic  keratosis  and/or  verrucae 
Malignant  epithelial  neoplasms 

8 

7.1 

Basal  cell  epithelioma 
Eczematoid  dermatoses 

48 

42.5 

Neurodermatitic  group 
Localized 

Lichen  chronicus  simplex 
Atopic  reaction 
Generalized 

Localized  and  autoeczema 
Autoeczematization 
Other 

Contact  dermatitis 
Senile  pruritus 

Stasis  dermatitis  and/or  ulcer 
Seborrheic  dermatitis 
Xerotic  eczema  of  the  legs 


Cheilitis 
Intertrigo 
Pyogenic  infection 

4 

3.5 

Furunculosis 
Gluteal  fissure 

Virus  infection 

5 

4.4 

Herpes  zoster 
Herpes  simplex 
Mycotic  infection 

1 

0.9 

Onychomycosis 
Miscellaneous  dermatoses 

23 

20.4 

Local 

Senile  purpura 
Sterile  abscess 
Factitial  dermatitis 
Decubitus  ulcer 
General 
Psoriasis 

Generalized  xerosis 
Erythema  multiforme 
Lupus  erythematosus 


Total 


113 


100 


House  of  The  Holy  Comforter.  During  this 
time  64  or  65.9  per  cent  of  the  patients  developed 
a dermatologic  problem  which  called  for  special 
consideration. 

Initial  consultation  at  the  request  of  the  medical 
service  revealed  both  single  and  multiple  skin 
disorders.  A single  diagnosis  throughout  the 
course  of  study  was  made  in  33  or  51.5  per  cent 
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of  the  cases.  Five  or  7.9  per  cent  of  the  patients 
had  multiple  disorders  when  first  seen,  and  in 
26  or  40.6  per  cent  other  conditions  were  recorded 
at  a later  date.  In  effect,  48.5  per  cent  of  the 
patients  showed  a total  of  more  than  one  disorder 
which  either  was  diagnosed  on  initial  consultation 
or  appeared  during  the  course  of  observation. 

In  thirteen  months  a total  of  113  dermatologic 
conditions  was  recognized  among  the  64  patients. 
Seventy-three  (64.6  per  cent)  diagnoses  were 
made  at  the  first  consultation;  40  (35.4  per  cent) 
diagnoses  became  evident  later  in  the  course  of 
study. 

A general  classification  and  enumeration  of  the 
skin  diseases  found  in  this  group  are  seen  in 
Table  I.  This  classification  is  tentative,  al- 
though it  has  proved  of  value  in  the  manage- 
ment of  dermatogeriatric  disease.  Of  the  total 
diagnoses,  benign  tumors  accounted  for  3.5 
per  cent,  precaneeroses  17.7  per  cent,  malig- 
nant epithelial  neoplasms  7.1  per  cent,  eczematoid 
dermatoses  42.5  per  cent,  pyogenic  infections 
3.5  per  cent,  virus  diseases  4.4  per  cent,  mycotic 
infections  0.9  per  cent,  and  miscellaneous  der- 
matoses 20.4  per  cent. 

Both  medical  and  surgical  dermatologic  tech- 
nics were  employed. 

The  skin  disorder  required  medical  supervision 
in  87  conditions,  and  a surgical  approach  was 
necessary  in  26.  Considered  as  surgical  treat- 
ment were  follow-up  postoperative  care  for  malig- 
nant lesions  and  precaneeroses,  expectant  surgical 
intervention,  and  actual  operation.  During 
thirteen  months  214  dermatologic  consultations 
and  visits  were  carried  out.  From  one  to  13 
visits  were  required  for  each  patient,  or  an  aver- 
age of  3.5  visits. 

Com  meri  t 

The  picture  of  the  dermatologic  problems  to  be 
found  in  a resident  hospital  is  outlined  in  this 
presentation.  A longer  period  of  observation 
would  be  necessarv  to  fill  in  all  the  details.  For 
this  reason  some  of  the  diseases  which  might  be 
expected  to  appear  in  this  group  may  have  been 
omitted.  This  capsule  view,  however,  may  sug- 
gest a broader  concept  of  dermatogeriatrics  and 
directions  for  further  study. 

A discussion  of  skin  diseases  of  the  aged  usually 
considers  senile  pruritus,  seborrheic  and  senile 
keratoses,  lentigo  senilis,  cutaneous  horn,  acro- 
chordon,  senile  ectasia,  senile  sebaceous  adenoma, 
leukoplakia,  elastosis  senilis,  and  malignant 


epithelial  neoplasms.1"-4  These  skin  diseases  are 
primarily  senile  ones.  The  findings  in  this  survey 
and  those  accumulated  from  a series  of  outpa- 
tients5 as  well  as  those  from  other  studies6-9 
indicate  that  although  these  disturbances  demand 
attention,  a much  broader  group  of  skin  conditions 
present  a major  problem  in  older  patients.  The 
frequency  of  the  dermatoses  of  the  eczematoid 
group,  notably  intertrigo,  seborrheic  dermatitis, 
neurodermatitis  and  contact  dermatitis,  and  the 
occasional  appearance  of  p}rogenic,  viral,  and 
mycotic  infections  enlarges  the  scope  of  dermato- 
geriatrics. The  extension  of  long-standing  cuta- 
neous disease  into  old  age,  such  as  psoriasis  and 
discoid  lupus  erythematosus,  includes  them  in  this 
category. 

Comparison  of  the  skin  diseases  noted  in  the 
hospital  residents  with  those  in  outpatients  of 
the  same  age  revealed  no  appreciable  difference 
in  the  large  major  categories  presented.5  Differ- 
ences in  frequency,  however,  were  noted  in  con- 
trasting the  incidence  of  each  disease.  A higher 
percentage  of  local  neurodermatitis,  contact 
dermatitis,  seborrheic  dermatitis,  intertrigo, 
herpes  zoster,  factitial  dermatitis,  psoriasis,  and 
decubitus  ulcer  was  found  in  the  hospital  group. 
Stasis  dermatitis,  vascular  diseases  of  the  lower 
extremities,  and  the  precaneeroses  were  more 
common  among  regular  clinic  patients.  These 
differences  may  be  related  to  variations  in  sex, 
environment,  social  status,  and  availability  of 
medical  care. 

In  addition  to  the  dermatoses  which  have  been 
enumerated  there  were  several  disorders  which 
were  particularly  interesting  and  perhaps  peculiar 
to  our  patients:  (1)  A seborrheic-like  yet  xerotic 
scaling  dermatitis  of  the  scalp,  at  times  accom- 
panied by  conjunctivitis  and  unilateral  auricular 
involvement,  was  not  uncommon.  (2)  Con- 
junctivitis associated  with  xerotic  skin  also  was 
seen.  (3)  Subungual  hyperkeratoses,  especially 
of  the  great  toe,  which  was  not  explained  by  neg- 
lect or  mycotic  infection  was  frequent.  (4)  Some 
of  the  psoriatic  lesions  showed  a peculiar,  trans- 
lucent type  of  scale.  (5)  Generalized  autog- 
enous eczema  occasionally  responded  remarkably 
to  ultraviolet  irradiation  and  was  associated  with 
subacute  or  chronic  local  dermatoses  rather  than 
with  an  acute  eczema.  (6)  Several  patients 
showed  a marked  dryness  and  desquamation  in 
association  with  senile  pruritus.  (7)  Six  of  94 
patients  were  found  to  have  a painful  nodule, 
in  various  stages  of  development  involving  the 
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anthelix.  An  explanation  of  these  findings  will 
be  the  subject  of  further  reports. 

The  incidence  of  skin  disease  among  the  pa- 
tients at  the  House  of  The  Holy  Comforter  seemed 
high,  although  strict  comparisons  with  other 
groups  of  a different  age  are  not  available.  About 
one  third  of  the  residents  require  continued  atten- 
tion for  new  and  old  conditions  of  the  skin. 
Over  the  period  of  this  study  two  to  three  new 
cases  were  seen  each  month,  accounting  for  64 
patients,  or  65.9  per  cent  of  the  residents.  The 
turnover  was  negligible.  If  such  a study  were 
extended  over  a long  period,  the  percentage  of 
patients  developing  skin  disease  might  be  much 
higher. 

The  factors  responsible  for  the  type  and  devel- 
opment of  skin  disease  in  these  patients  require 
elaboration.  The  influence  of  medical  disease 
accompanying  old  age,  “senile  skin,”  dermatologic 
and  medical  experience  of  the  past,  emotions, 
environment,  and  heredity  have  been  consid- 
ered.10-11 The  problem  is  extremely  complex 
owing  to  the  lack  of  understanding  and  basic 
research  in  this  field.  In  this  connection,  study 
of  the  process  of  keratinization,  a chemical  trans- 
formation of  cytoplasmic  proteins  and  decom- 
position of  cellular  material,  may  be  a good  start- 
ing point.  This  process  may  reflect  underlying 
aberrations  and  provide  a clue  to  aging  mecha- 
nisms in  the  skin.12 

Management  of  skin  problems  in  these  older 
persons  includes  early  diagnosis  and  preventa- 
tive measures,  routine  care,  and  psychologic 
support.  Constant  vigilance  is  a keystone  of 
the  program.  The  occurrence  of  dermatologic 
complications,  both  single  and  multiple,  in  a high 
percentage  of  patients  and  the  notable  incidence 
of  additional  disease  occurring  after  the  first 
consultation  emphasize  this  point. 

The  presence  of  skin  cancer  and  precancer  was 
diagnosed  most  frequently  on  routine  dermato- 
logic rounds.  This  routine  check-up  led  to  the 
destruction  of  epithelioma  almost  at  onset,  and 
follow-up  scrutinjr  of  senile  keratoses  insured 
their  immediate  eradication  after  significant 
clinical  change.  The  appearance  of  contact 
dermatitis  or  seborrheic  dermatitis  in  older 
patients  was  considered  a serious  matter.  A 
simple  dermatitis  tended  to  become  chronic,  or 
occasionally  to  undergo  disastrous  complications. 
Generalized  autogenous  eczema  followed  inter- 
trigo and  changes  in  localized  eczema  from 
scratching,  rubbing,  self-medication,  and  second- 
ary infection.13 


In  an  institution  of  this  kind  preventative 
dermatology  is  a part  of  general  management  of 
the  patient.  Each  new  admission  to  the  hospital 
was  inspected  for  active  or  incipient  skin  disease. 
Hygiene  and  proper  cleansing  and  lubrication 
of  the  intertriginous  areas  were  scrupulously 
supervised.  Each  patient,  with  rare  exception, 
was  required  to  leave  his  bed  daily,  and  note  of 
pressure  marks  was  carefully  made.  Frequent 
changes  of  position  were  ordered.  Elevation  of 
the  extremities  in  patients  having  a tendency 
to  hypostatic  dermatoses  was  ordinary  routine. 
Food  intake,  dental  care,  and  special  dietary 
requirements  were  carefully  considered. 

Dermatologic  rounds  offered  not  only  special- 
ized care  and  prevention  of  cutaneous  disease, 
but  also,  and  perhaps  more  important,  the  pa- 
tient came  to  realize  that  an  added  facility  was 
provided.  The  sense  that  specialized  care  was 
available  for  those  with  skin  disease  and  for  those 
who  perhaps  did  not  have  a dermatologic  prob- 
lem but  needed  further  support  and  reassurance 
in  the  latter  years  of  life  helped  change  a rel- 
atively isolated  outlook  into  a more  cheerful  one. 

Dermatologic  treatment  was  both  medical  and 
surgical.  In  addition  to  conservative  local  man- 
agement, supportive  measures  and  constant 
encouragement  requiring  numerous  revisits  were 
requisites  of  dermatogeriatric  treatment.  From 
the  surgical  viewpoint,  electrodesiccation  and 
curettement  of  benign  and  malignant  skin  lesions 
were  practical  and  successful  in  the  cases  which 
were  encountered.14  The  ease  and  rapidity  of 
this  technic  spared  the  older  patient  much  anxiety 
and  physical  trauma.  Healing  was  exceptionally 
rapid,  and  cosmetic  results  were  good.  Although 
many  of  the  patients  were  initially  reluctant  to 
have  an  operation,  a quick  and  painless  procedure 
was  gratefully  received,  and  fellow  residents 
were  encouraged  to  accept  the  same  treatment 
when  it  was  necessary. 

Summary 

From  a thirteen  month  study  of  geriatric  pa- 
tients in  a resident  hospital  several  aspects  of 
derma togeriatrics  are  evident.  The  incidence  of 
skin  disease  in  aged  patients  is  probably  high. 
Problems  of  skin  disease  in  aged  patients  include 
those  commonly  associated  with  age  and  those 
of  any  age  with  attendant  modifications.  Man- 
agement must  be  individualized  and  includes 
psychologic  supporj.  Study  of  keratinization 
in  geriatric  patients  may  reflect  mechanisms  of 
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Discussion 

Leslie  P.  Barker,  M.D.,  New  York  City. — Dr. 
Young  is  to  be  congratulated  for  demonstrating  the 
extent  of  dermatologic  research  that  can  be  con- 
ducted in  a home  for  the  aged  and  for  bringing  to 
our  attention  the  advantages  to  be  found  in  a com- 
bined dermatogeriatric  service.  I believe  he  was 
the  first  to  plan  a dermatogeriatric  clinic  in  a 
general  dermatologic  service.  In  another  interesting 
paper  he  has  outlined  the  ideal  physical  setup  neces- 
sary for  such  a clinic. 

The  fact  that  about  25  per  cent  of  the  clinic  visits 
at  our  dermatology  clinic  at  St.  Luke’s  Hospital 
are  made  by  elderly  patients  only  tends  to  empha- 
size the  importance  of  a closer  association  between 
dermatology  and  geriatrics.  I do  not  wish  to  imply 
that  all  dermatology  services  should  have  a geriatric 
division.  I do  believe,  however,  as  Dr.  Young 
demonstrates,  that  skin  ailments  peculiar  to  and 


most  commonly  seen  in  the  senescent  group  deserve 
more  study  than  they  have  received  in  the  past. 

An  interesting  observation  in  Dr.  Young’s  report 
is  that-  28  per  cent  of  the  dermatologic  conditions 
encountered  in  his  survey  were  tumors  of  the  skin 
with  only  7 per  cent  malignant  epithelial  neoplasms. 
No  cases  of  leukoplakia  or  kraurosis  vulvae  are  re- 
corded. One  thinks  of  most  senile  skins  as  being 
prone  to  lentigo  senilis,  senile  keratoses,  cutaneous 
horns,  and  sebaceous  adenomas.  Because  of  the 
prevalence  of  seborrheic  dermatitis  in  the  aged,  one 
expects  seborrheic  keratoses  to  be  common.  Of 
course,  in  many  of  these  cases  seborrheic  lesions  do 
not  require  special  consultations. 

Another  pertinent  finding  of  Dr.  Young’s  is  that 
42  per  cent  of  the  dermatoses  studied  were  eczema- 
toid.  Xerosis  and  pruritis  are  known  to  accompany 
the  aging  skin,  and  secondary  infections  would 
quite  naturally  lead  to  the  eczematoid  t}^pe  of  erup- 
tion, especially  among  institutionalized  patients 
where  lack  of  interest  or  occupational  therapy  may 
encourage  scratching  habits.  One  would  also  expect 
to  find  hemostatic  and  neurodermatitis  quite  prev- 
alent. It  speaks  well  for  the  institution  under  dis- 
cussion that  decubitus  ulcers  were  few,  although 
these  lesions  would  not  be  a consideration  in  the 
ambulatory  patient. 

It  is  of  particular  interest  to  note  that  the  nodular 
lesions  of  the  anthelix  of  the  ears,  found  in  six  of 
Dr.  Young’s  94  patients,  have  not  been  generally 
emphasized  as  dermatoses  peculiar  to  elderly  fe- 
males. Dr.  Klauder  first  described  these  nodules 
as  occurring  on  the  anthelix  of  the  ear  in  women. 
He  attributed  the  lesions  to  pressure  from  hats, 
telephone  headpieces,  or  habits  that  confine  the  ears. 
This  nodular  condition  is  thought  by  many  to  be 
similar  to  chondrodermatitis  nodularis  chronica 
helicis  sometimes  found  on  or  near  the  crown  angle 
of  the  helix  of  the  ears  of  men. 

We  hope  that  Dr.  Young  will  continue  his  study 
of  dermatogeriatrics  and  report  to  us  in  more  detail 
on  the  broader  picture  of  the  skin  diseases  of 
senescence. 


Use  of  Continuous  Suction  Drainage  for  a Variety  of  Surgical  Wounds 


Five  years  experience  with  continuous  suction 
drainage  in  a wide  variety  of  surgical  wounds  has 
demonstrated  its  superiority  over  wick  drains, 
packing,  or  pressure  dressings.  Particularly  in- 
dicated in  radical  mastectomy*  it  has  proved  (with 
primary  closure)  satisfactory  in  surgical  wounds  of 


abdominoperineal  rectosigmoidectomy,  pilonidal  cys- 
tectomy, radical  neck  dissection,  herniorrhaphy  for 
huge  scrotal  hernia,  hydrocelectomv,  and  other 
wounds  with  large  areas  of  potential  dead  space. — 
David  P.  Anderson , M.D.,  Minnesota  Medicine , 
January , 1958 
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Executive  Health * 


NORMAN  S.  MOORE,  M.D.,  ITHACA,  NEW  YORK 


We  have  been  living  in  a constantly  changing 
business  and  professional  environment 
! since  the  beginning  of  World  War  II.  We  have 
j witnessed  the  effects  of  this  changing  order  in 
! many  areas  of  industry,  business,  and  the  pro- 
fessions. We  see  extensive  development  of 
( personnel  departments  in  industry  and  business. 

We  observe  the  emotional  turmoil  and  contra- 
il versial  storms  following  management  surveys, 
j which  are  always  pointed  toward  increased 
i efficiency  in  both  labor  and  management,  as 
I an  outcome  of  the  know-how  learned  under 
j pressure  during  the  war  period  and  during  the 
1 postwar  struggle  to  keep  production  costs  down. 
| We  have  become  familiar  with  the  stress  con- 
nected with  management’s  attempt  to  outguess 
consumer  demand  not  only  for  the  following 
year  but  for  several  years  ahead.  We  know, 
too,  what  usually  happens  when  one  executive 
I;  tries  to  outguess  a colleague;  one  of  them  often 
I succumbs  to  the  frustration  tolerance  of  the 
I other. 

In  the  field  of  health  insurance  we  note  that  a 
! large  segment  of  the  population,  in  fact  most 
employes  in  American  industry,  have  some 
kind  of  health  protection — hospital,  medical, 
or  both.  We  know  that  although  the  total 
number  of  persons  with  benefits  is  large,  there 
l are  too  many  employes  with  substandard  con- 
tracts. In  the  area  of  labor  we  sometimes 
I wonder  if  there  isn’t  a tendency  to  demand  more 
I remuneration  for  less  work,  that  is,  a shorter 
i work  week  and  fringe  benefits,  rather  than  a 
j motivation  to  produce.  Labor  leaders  say 
| this  is  not  so. 

In  medicine  during  the  last  two  decades  we 
have  seen  the  development  of  specialization 
I transform  the  family  doctor  of  yesteryear  into 
the  modern  general  practitioner  who  screens 
; patients,  treating  those  he  is  qualified  to  treat 
and  referring  to  specialists  those  patients  re- 
quiring a physician  more  familiar  with  specific 
,!  diagnostic  and  therapeutic  procedures.  Thus, 

I physicians  who  are  specially  trained,  even  though 

* Presented  at  the  Executive  Development  Program, 
School  of  Business  and  Public  Administration,  Cornell  Uni- 
versity, July  18,  1958. 


it  may  be  in  a narrow  field  of  medicine,  have 
successfully  emerged  into  the  orbit  of  medicine 
as  it  is  practiced  in  the  mid-twentieth  century. 
Among  this  group  of  specialists  is  the  industrial 
physician  who  has  set  up  for  industry  programs 
designed  to  meet  occupational  medical  needs, 
including  measures  to  prevent  injuries  and  to 
deal  with  medical  and  surgical  health  problems 
on  the  job,  and  who  has  demonstrated  the  value 
of  preplacement  examination  of  employes,  which 
not  only  helps  place  the  proper  person  in  the 
proper  spot  but  also  provides  means  for  correcting 
such  physical  defects  as  may  be  found.  Pre- 
placement Examinations  also  apprise  the  com- 
pany’s medical  department  of  the  new  employe’s 
physical  and  emotional  strengths  and  weaknesses, 
thus  giving  that  department  a chance,  through 
cooperation  with  management,  to  rehabilitate 
those  who  have  some  weakness.  It  is  a physician 
specializing  in  this  area  of  medicine  who  is 
best  trained  to  deal  with  the  effects  on  mind  and 
body  of  the  heavy  pressures  which  accrue  in 
those  who  carry  the  burden  of  responsibility 
for  boards  of  directors,  stockholders,  the  general 
economy,  the  standard  of  living,  and  even 
the  products  necessary  for  our  national  survival. 

Quite  naturally  there  has  been  concern  about 
the  length  of  the  business  life  of  these  responsible 
men  in  industry.  More  recently,  it  has  been 
recognized  that  in  addition  to  the  desirability 
of  prolonging  the  business  life  of  an  executive, 
it  is  important  that  the  executive  during  his 
business  life  be  healthy  and  well  adjusted,  for 
it  is  pretty  well  established  that  a sick  boss  can 
make  those  below  him  unhappy — a whole 
department,  even  an  entire  company,  may 
suffer. 

Like  in  many  other  programs  in  our  postwar 
society,  the  focus  is  often  on  the  obvious.  Hence, 
many  a program  for  executive  health  in  industry 
begins  with  the  unexpected  death  of  a top 
executive,  a serious  blow  to  a company,  partic- 
ularly if  the  company  has  no  systematic  training 
program  for  replacements.  In  so  far  as  company 
organization  is  concerned,  the  sudden  death 
of  a key  company  employe  of  executive  rank 
is  almost  always  more  keenly  felt  than  is  the 
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sudden  loss  of  a subordinate  worker.  Con- 
sequently, since  the  middle  of  the  World  War  II 
period  most  companies  have  developed  a plan 
of  executive  examination  of  one  sort  or  another 
with  the  idea  of  detecting  disease  early  enough 
so  that  a sudden  tragedy  can  be  prevented. 
Just  as  most  companies  differ  in  their  organization 
chart  of  management,  so  does  each  company 
differ  somewhat  in  the  kind  of  executive  health 
plan  which  it  has  developed.  Some  company 
plans  are  on  a rather  elaborate  scale  of  annual 
examinations  with  liberal  eligibility  policy  of 
participation;  other  plans  have  more  restricted 
eligibility,  such  as  limiting  participation  to  top 
executives.  In  some  companies  the  examinations 
are  done  by  the  company’s  medical  department 
physicians;  in  other  companies  the  examinations 
are  carried  out  by  outside  clinics  or  by  physicians 
in  private  practice.  Some  companies  send  their 
executives  to  a spa-type  clinic  for  several  days 
of  examination,  thereby  giving  them  a few  days 
relief  from  official  duties  while  undergoing  a 
complete  physical  check-up. 

If  it  is  true  that  the  objective  of  the  executive 
health  examination  or  an  executive  health  pro- 
gram is  to  lessen  the  surprises  of  sudden  and 
unexpected  deaths  among  executive  ranks, 
it  is  important  to  ascertain  whether  such  a 
program  actually  forestalls  sudden  catastrophic 
situations.  Before  discussing  this  point  may 
I say  that  the  concept  of  looking  after  executive 
health  is  fairly  new.  For  instance,  a recent 
survey  of  119  companies  shows  that  only  three, 
or  2.5  per  cent,  had  executive  health  programs 
before  1920.  Five,  or  4.2  per  cent,  developed 
their  programs  during  the  1920’s.  Only  eight, 
or  6.7  per  cent,  of  the  companies  developed  their 
programs  during  the  1930’s,  but  62,  or  52.1 
per  cent,  of  the  companies  studied  started  their 
programs  between  1940  and  1950.  Forty-one, 
or  34.5  per  cent  developed  their  programs 
during  the  first  five  years  of  the  present  decade. 
While  obtaining  these  figures,  the  investigators 
found  that  most  of  the  119  companies  reported 
that  the  program  was  developed  to  protect  the 
health  of  the  individual  executive  just  as  any 
general  company  health  program  aims  to  protect 
the  health  of  the  individual  worker.1  All  sorts 
of  estimates  are  available  regarding  the  cost  of 
training  an  executive,  some  estimates  running 
into  the  six-figure  category.  The  usual  concept 
is  that  an  executive  represents  years  of  specialized 
experience  which  qualifies  him  for  his  particular 
job.  It  is  to  protect  this  investment  that 


companies,  as  a rule,  initiate  special  health 
programs  for  executives. 

Does  the  periodic  executive  examination  fore- 
stall or  prevent  sudden  catastrophic  situations? 
It  is  important  that  this  assumption  be  thor- 
oughly examined.  Actually,  there  are  very 
few  data  from  which  to  formulate  an  answer. 
There  have  been  popular  articles  portraying  the 
sad  state  of  executive  health.  Often,  newspaper 
accounts  formulate  an  hypothesis  that  executives 
are  in  poor  health.  Somehow  the  impression 
is  general  in  the  lay  press  that  an  executive, 
because  he  lives  under  high  tension,  is  a more 
vulnerable  target  for  degenerative  disease  than 
people  who  live  less  hectic  lives.  A recent 
article  in  Management  Review  by  the  American 
Management  Association  seriously  questions 
this  concept.2  Most  of  the  physicians  inter- 
viewed stated  emphatically  that  executives  do 
not  have  more  special  medical  problems  than 
any  other  person  of  the  same  age  and  back- 
ground. There  is  insufficient  data  to  answer 
the  question  or  settle  the  controversy  of  whether 
executives  are  in  a more  hazardous  health 
position  than  other  employes  or  begin  to  show 
degenerative  disease  symptoms  earlier  than 
other  people  of  the  same  age.  A study  of  5,000 
executive  examinations  reported  by  the  Life 
Extension’s  Medical  Director3  showed  that 
executives  are  reasonably  healthy  people,  that 
there  is  not  an  unusually  high  disease  incidence 
among  them,  and  that,  in  fact,  any  other  group 
of  similar  age  would  be  no  healthier.  Sixty 
per  cent  of  the  group  were  found  to  be  in  good 
health,  36  per  cent  of  which  had  symptoms  which 
proved  not  to  be  serious.  Forty  per  cent  of  the 
5,000  executives  examined  had  substandard 
health,  but  only  one  half  of  this  number  had 
symptoms.  One  in  seven  was  found  to  be 
overweight.  One  in  nine  had  organic  heart 
disease.  One  in  12  had  high  blood  pressure. 
Dr.  Leo  Wade4  of  the  Medical  Department  of 
Standard  Oil  of  New  Jersey  maintains  that 
there  is  no  difference  between  management 
and  nonmanagement  groups  in  disease  incidence 
and  that  physicians  would  do  well  not  to  be 
dogmatic  about  the  health  factors  in  the  selection 
of  executives. 

In  1953  an  editorial  appeared  in  the  Journal 
of  the  American  Medical  Association  which  asked 
several  questions,  among  which  was,  “Do  the 
results  of  complete  medical  examinations  in  a 
large  group  of  patients  justify  the  time  and 
money  and  the  discomfort  to  the  patients?”5 


3456 


New  York  State  J.  Med. 


EXECUTIVE  HEALTH 


There  are  no  data  on  which  to  provide  a complete 
answer  to  this  question.  Realizing  the  need 
for  data  from  comparable  groups  over  long 
periods  of  time,  the  Department  of  Preventive 
Medicine  at  the  University  of  Pennsylvania 
recently  began  a study  of  this  kind,  matching 
executives  with  nonexecutives  of  the  same  age 
and  sex.  Until  we  have  the  results  from  this 
study,  we  must  base  our  opinion  on  general 
impressions  gained  from  executive  studies  alone. 
These  show  that  on  initial  examination 
previously  unrecognized  disease  was  found  in 
one  fourth  to  one  third  of  those  examined. 
The  unrecognized  disease  was  considered  signifi- 
cant in  as  much  as  it  was  of  a nature  that  could 
result  in  disability  or  shortening  of  life.6  Usually, 
these  threatening  medical  findings  are  of  the 
order  of  hypertension  and  coronary  vascular 
disease,  colonic  polyps,  cancer,  gallbladder 
disease,  duodenual  ulcer,  diabetes,  and  thyroid 
disorders.  In  addition  to  the  one-fourth  to 
one-third  findings  of  previously  unrecognized 
disease,  one  half  of  the  cases  of  previously 
diagnosed  disease  appeared  not  to  be  un- 
der satisfactory  management.  Three  studies 
showing  the  frequency  with  which  newly  diag- 
nosed abnormalities  are  asymptomatic  reveal 
that  among  1,957  individuals  with  significant 
disease,  63  per  cent,  or  nearly  two  thirds  of  the 
group,  were  asymptomatic.6-8 

The  question  often  asked  is:  Is  it  worth 
finding  asymptomatic  disease?  Many  investi- 
gators feel  that  early  detection  can  cause  a 
different  outcome,  as  indicated  in  the  study 
reported  by  the  University  of  Minnesota  Hos- 
pitals and  the  Minnesota  Medical  Foundation.9 
The  study  showed  that  in  asymptomatic 
malignancies  94  per  cent  of  patients  with  asymp- 
tomatic malignancy  continued  to  live  at  the 
time  the  report  was  rendered.  Admittedly, 
not  a long  time  had  elapsed  between  detection 
and  writing  of  the  report,  but  when  this  figure 
is  compared  with  the  37  per  cent  survival  rate 
of  those  with  malignant  disease  who  had  had 
symptoms  before  detection,  the  value  of  early 
detection  before  symptoms  occur  seems  con- 
vincing. In  other  words,  the  Minnesota  study 
indicates  that  of  the  patients  wdth  asymptomatic 
malignant  disease  which  was  found  before 
symptoms  developed,  94  per  cent  continued  to 
live  for  an  indefinite  period.  However,  when 
symptoms  were  present  when  the  tumor  was 
diagnosed  or  detected,  only  37  per  cent  survived 
an  equal  period  of  time.  This  indicates  that 


detection  of  disease  when  it  is  asymptomatic 
is  worth  while. 

Another  study,  by  Whalen  and  Woodward,10 
indicates  that  a periodic  examination  is  worth 
while.  They  report  that  of  100  patients  with  a 
new  diagnosis  made  during  a periodic  health 
examination,  68  per  cent  promptly  sought  and 
obtained  care  or  observation  where  indicated. 
Fifteen  per  cent  delayed  seeking  help  from  one 
to  two  to  several  months,  but  eventually  sought 
or  obtained  care.  They  found  that  11  per  cent 
sought  care  promptly  but  didn’t  obtain  it  for 
one  reason  or  another.  Six  per  cent  never 
could  be  persuaded  to  seek  care. 

We  might  ask  what  the  final  result  of  un- 
covering disease  by  periodic  health  examinations 
is.  Franco,11’12  in  reporting  on  707  individuals 
observed  over  seven  years,  found  that  20  per  cent 
were  cured  completely,  33  per  cent  were  improved, 
and  31  per  cent  wrere  unchanged.  The  disease 
in  11  per  cent  had  progressed,  in  5 per  cent  of 
this  group  to  the  point  of  death. 

It  appears  that  the  yield  of  disease  problems 
is  wrorth  the  effort  made  in  the  examination  of 
executives.  In  other  words,  although  it  so 
far  appears  that  there  is  little  difference  in  the 
kind  or  incidence  of  physical  defects  found  in 
executives  than  in  other  people,  the  evidence 
presently  available  indicates  that  the  huge 
investment  of  the  company  in  training  executives 
can  be  partially  protected  by  the  periodic 
examination  of  them. 

There  are  reasons,  however,  for  periodic 
check-up  of  executives  other  than  detection  of 
disease.  In  my  opinion  the  value  of  maintenance 
of  executive  health  is  of  equal  importance  with 
the  detection  of  disease.  Sir  Adolph  Abrahams13 
reported  some  years  ago  his  skepticism  of  periodic 
examinations  unless  conditions  for  health  were 
considered.  He  postulated  that  good  executive 
health  depended  on  satisfactory  environment, 
freedom  from  infection,  adequate  nutrition, 
congenial  employment,  opportunity  for  self- 
expression,  sufficient  rest  and  leisure,  realization 
of  a goal  in  life,  a satisfactory  home  circle, 
a degree  of  physical  and  mental  fitness  equal  to 
possible  stress,  and  ability  to  adapt  to  change. 
He  warned  of  the  danger  to  health  in  over- 
eating and  overdrinking  and  in  a bad  mental 
approach  to  trouble,  including  domestic  discord. 

If  the  postulation  that  periodic  examinations 
are  worth  doing  is  correct,  w*e  need  to  examine 
more  closely  the  methods  by  which  the  examina- 
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tion  is  arranged,  that  is,  compulsory  or  optional 
participation. 

There  is  a diversity  of  opinion  whether 
the  examination  should  be  compulsory.  Those 
who  press  for  a compulsory  rule  believe  that 
man’s  inclination  to  deny  illness  will  prevent  the 
man  who  needs  an  examination  most  from 
getting  it.  Those  who  argue  for  an  optional 
rule  are  inclined  to  be  more  sociologically  oriented 
and  are  aware  of  resentments  in  many  people 
toward  anything  compulsory.  All  we  know 
is  that  in  good  programs  there  is  better  than 
90  per  cent  participation  on  an  optional  basis. 
A recent  study  of  executive  health  plans  of 
40  large  corporations  showed  that  in  39  companies 
the  plan  was  on  a voluntary  basis.14 

Shall  the  examination  be  done  by  the  company 
medical  department,  an  outside  clinic,  a private 
physician,  or  should  the  executive  be  sent  to  a 
resort-type  medical  spa  for  a change  while  he 
is  undergoing  the  examination?  What  should 
be  the  qualifications  of  the  examiner?  One 
student  of  the  subject,  Farnsworth,15  feels  that 
the  stress  on  an  executive  requires  special 
skills  in  the  examiner.  He  presents  the  following 
argument. 

As  a young  executive  advances  from  one  position 
to  another,  he  often  finds  that  the  higher  he  rises, 
the  more  isolated  he  becomes.  Decisions,  which  he 
could  formerly  make  after  consulting  someone  more 
experienced  than  himself,  he  now  must  make  on  his 
own.  People  begin  to  trust  him  more,  but  they  also 
begin  to  be  more  suspicious  of  him.  When  his 
power  increases,  both  in  position  and  in  influence, 
those  who  work  for  him  become  somewhat  more  de- 
fensive. The  head  of  a company  may  find  it  dif- 
ficult to  know  whom  to  trust  because  almost  every- 
one who  comes  to  him  has  some  special  interest  to 
promote.  Each  person  is  trying  to  make  the  best 
case  possible  for  his  point  of  view.  The  president 
has  to  learn  how  to  decode  the  information  that 
comes  to  him  in  order  that  he  may  be  fair  to  all  who 
have  entrusted  their  interest  to  his  care.  This 
sorting  out  process,  this  loneliness,  this  constant 
wariness  cannot  help  but  impose  a special  kind  of 
strain  on  an  executive.  Working  in  such  an  at- 
mosphere the  executive  particularly  needs  to  feel  at 
home  with  his  family,  for  he  may  find  excessive 
worry  about  emotional  strains  within  his  home  a 
real  handicap.  In  the  same  way  the  man  with  his 
family  affairs  in  reasonably  good  order  derives 
strength  from  this  knowledge  and  this  aids  him  in 
giving  his  best  efforts  to  his  work  and  indirectly  to 
the  benefit  of  his  family . . . Therefore,  the  physician 
who  examines  executives  must  know  that  as  a man 
moves  up  the  scale  the  competition  becomes  sharper 


and  sharper  and  that  his  patient  may  find  himself 
racing  against  colleagues  with  systems  of  beliefs 
different  from  his. 

Most  medical  men  know  that  the  functions 
of  the  body  are  affected  in  a variety  of  ways 
by  attitudes,  pressures,  and  guilty  feelings. 
They  know  that  there  is  a relationship  between 
good  health  and  a proper  sense  of  values.  How- 
ever, the  physician  who  is  imbued  with  the  idea 
of  disease  detection  only,  may  miss  the  boat. 

It  seems  evident  that  the  medical  advisor  of 
an  executive  needs  expert  understanding  of 
his  patient.  Most  medical  departments  have 
men  who  understand  the  problems  of  manage- 
ment and  the  stress  that  an  executive  undergoes 
in  the  discharge  of  his  responsibility  to  the 
company,  for  example,  the  ruthlessness  with 
which  he  must  act  at  times.  The  medical 
examiner  needs  to  recognize  the  guilt  that  is 
occasionally  shown  when  an  executive  confronts 
a colleague  over  whom  he  has  risen  not  by  skill 
alone  but  by  shrewdness  and  maneuvering. 
The  doctor  who  understands  the  day-to-day 
troubles  of  the  employe  and  who  understands 
pressures  and  why  the  executive  exerts  pressure 
is  more  qualified  to  help  straighten  out  an  in- 
dividual executive  who  is  burning  himself 
up  for  an  early  retirement  from  either  disease 
or  a medical  catastrophe,  than  the  doctor  in 
private  practice  who  daiH  deals  with  the  average 
variety  of  problems  of  everyday  life  in  the 
community.  Likewise,  the  clinic,  keen  in 
disease  detection  with  a corps  of  specialist 
examiners,  does  not  add  up  to  the  help  that  an 
understanding  internist  in  the  industrial  setting 
may  give. 

These  points  support  the  contention  that  the 
best  job  can  be  done  in  the  company  medical 
department  and  that  the  person  doing  executive 
examinations  or  the  person  reviewing  the  execu- 
tive examinations  must  be  a thoroughly  trained 
person  oriented  in  disease  diagnosis  and  in 
therapy  and  must  have  great  insight  into  the 
effects  of  emotional  stress.  Another  strong 
reason  that  the  examination  or  at  least  the 
review  of  the  examination  should  be  made  in 
the  company’s  medical  department  is  the  stature 
and  prestige  it  brings  to  the  department  with 
the  lower  eschelon  workers  if  they  know  that 
what  is  made  available  to  all  company  workers 
is  utilized  by  top  management  men.  In  other 
words,  the  feeling  that  “what’s  provided  for 
me  is  good  enough  for  the  boss”  builds  confidence 
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f in  the  department.  It  is  unfortunate  that  some 
executives  avoid  company  medical  facilities 
on  the  ground  that  they  have  no  faith  in  the 
examiners  or  that  they  are  afraid  the  results 
will  not  be  kept  confidential.  In  the  words  of 
Dr.  Rex  Wilson  of  the  B.  F.  Goodrich  Company, 
“If  either  of  these  conditions  exist,  it  would 
seem  to  be  an  indictment  of  the  executive  for 
permitting  them  to  continue  to  exist  in  his 
company.”16 

The  question  of  confidentiality  is  very  im- 
portant. Although  some  companies  feel  that 
management  should  have  the  report  of  the 
examination  because  management  is  paying 
the  bill,  most  companies  insist  that  the  report 
of  the  physical  examination  be  given  directly 
to  the  executive  himself.  There  is  nothing 
which  will  detract  more  from  high  participation 
’ in  an  optional  program  than  the  suspicion  that 
the  examination  is  a device  of  management  to 
obtain  information  regarding  an  individual. 
It  is  frequently  thought  of  as  an  attempt  to 
correlate  performance  with  physical  or  emotional 
difficulties.  What  is  even  more  feared  is  that 
management  will  be  unable  to  interpret  a report 
correctly  and  that  in  management’s  hands  it  will 
thus  be  an  unfair  obstacle  to  promotion. 
It  has  been  axiomatic  in  the  practice  of  medicine 
for  hundreds  of  years  that  the  doctor-patient 
relationship  be  considered  inviolate.  This  atti- 
tude has  been  so  strong  throughout  the  develop- 
ment of  English  civil  law  that  there  has  come 
down  in  the  civil  law  of  this  country  the  concept 
that  the  doctor-patient  relationship  must  be 
preserved.  Recent \y,  I had  a chance  to  review 
the  attitudes  of  the  courts  over  the  past  few 
years  in  regard  to  the  confidential  doctor- 
patient  relationship.  It  is  not  surprising,  in 
fact,  it  is  reassuring,  to  one  reared  in  medicine 
to  find  that  over  the  years  the  courts  have  not 
been  more  lenient  in  weakening  the  confidential 
relationship.  On  the  contrary,  each  court 
decision  over  the  past  few  years  has  shown  a 
tendency  to  tighten  the  relationship  between 
the  doctor  and  the  patient.  As  for  the  medical 
professions,  each  time  the  code  of  ethics  is 
revised  there  likewise  is  a tightening  of  the 
confidential  relationship.  No  decision  by  in- 
dustry or  management  is  likely  to  change  the 
feeling  for  confidentiality  between  doctor  and 
patient.  There  is  a way  in  which  management 
can  be  ethicalty  informed  when  evaluation  is 
required  to  protect  an  individual,  to  plan  for 
his  future,  or  to  arrange  for  his  retirement. 


The  medical  director  or  the  medical  consultant, 
without  in  any  way  divulging  the  confidential 
features  of  the  relationship  between  the  doctor 
and  the  patient,  can  make  recommendations 
in  the  best  interest  of  the  employe.  This 
development  is  one  of  the  more  important 
advances  of  the  past  two  decades  in  industrial 
medicine.  However,  there  was  a time  when 
management  felt  so  strongly  that  it  should  have 
all  the  information  because  it  was  paying  the 
bill  that  good  programs  could  not  develop. 
Sound  advice  on  the  part  of  industrial  medical 
directors  has  changed  management’s  attitude 
about  this,  with  the  result  that  there  has  been  a 
corresponding  increase  in  employe  executive 
participation  in  executive  health  plans. 

Summary 

1.  Health  examination  plans  for  executives, 
which  are  fairly  new,  were  begun  largely  as 
disease-detecting  programs.  They  are  a device 
for  management  to  protect  its  investment  in 
the  training  of  executives  and  are  here  to  stay. 

2.  The  concept  is  ever-broadening  to  include 
the  idea  of  health  preservation  in  addition  to 
disease  detection. 

3.  When  the  idea  of  health  preservation  is 
added  to  the  program,  physicians  interested  in 
disease  detection  only,  are  less  valuable  to  a 
company  than  well-oriented  doctors.  Most 
company  medical  departments  have  physicians 
with  insight  and  the  proper  skills  to  reach  the 
executive  in  trouble,  whether  the  trouble  results 
from  physical  or  emotional  stress,  and  thus 
are  in  a good  position  to  caution  him  before 
catastrophe  strikes. 

4.  A company  which  sends  its  executives 
outside  for  medical  examinations  would  do 
well  to  have  in  its  own  department  a physician 
who  understands  the  problem  of  disease  preven- 
tion and  who  can  explain  it  properly  to  its 
executives  and  to  insist  that  more  attention  be 
given  to  preservation  of  health  in  addition  to 
detection  of  disease. 

5.  The  best  utilization  of  a program  requires 
that  the  doctor-patient  confidential  relationship 
be  maintained  and  that  information  which 
must  go  to  management  be  given  by  ethical 
means. 

6.  Finally,  it  is  hoped  that  it  will  not  be 
long  before  adequate  data  will  be  available  in 
order  that  the  various  kinds  of  programs  be 
better  evaluated.  In  the  meantime,  such  data 
as  are  available  indicate  present  programs  are 
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worth  while  and  will  undoubtedly  be  developed 
further. 
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ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  9 to 
15,  1959,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted , and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1959,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  \ork, 
750  Third  Avenue,  New  York  17,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 


34(30 


New  York  State  J.  Med. 


Infections  Associated  with  Steroid  Therapy 


MAXWELL  L.  GELFAND,  M.D.,  F.A.C.P.,  NEW  YORK  CITY 


{From  the  Department  of  Medicine , New  York  University  Post-Graduate  Medical  School ) 


Sufficient  time  has  now  elapsed  since  the 
introduction  of  steroids  into  the  field  of 
clinical  medicine  to  permit  appraisal  of  some  of 
the  complications  that  may  arise  following  their 
use.1  Metabolic  alterations  and  undesirable 
physiologic  side-effects  which  occurred  during 
the  early  period  of  their  application,  particularly 
in  rheumatoid  arthritis  and  rheumatic  fever, 
have  been  clearly  described  by  many  workers.2-4 
Infection,  either  active  or  masked,  also  has 
been  recognized  as  a complication  in  corticos- 
teroid therapy.5-8  Since  these  drugs  are  being- 
more  frequently  employed  in  a wide  range  of 
diseases,  the  incidence  of  this  disturbance  is 
rising.  Although  the  number  of  infections 
resulting  from  the  administration  of  steroids, 
either  at  the  peak  of  dosage  or  on  gradual  or 
complete  reduction  of  the  amount,  is  not  yet 
large  enough  to  cause  any  general  alarm,  in- 
fections do  happen  sufficiently  often  to  warrant 
consideration,  for  at  times  they  may  be  fulmi- 
nating. Smith  and  Cleve9  have  reported  six 
cases  observed  within  one  year  in  which  infections 
developed  during  cortisone  therapy.  Four  were 
due  to  bacteria,  one  to  Monilia,  and  one  to 
Histoplasma.  This  paper  presents  the  case 
histories  of  five  patients  in  whom  infections 
appeared  during  treatment  with  steroids.  Two 
of  these  presented  a clinical  picture  compatible 
with  a diagnosis  of  pericarditis  of  unknown 
cause,  the  infection  occurring  at  a time  when  the 
dosage  of  the  drug  was  being  tapered  off  to  a 
minimum.  Two  were  caused  by  bacteria,  and 
another  most  probably  by  a virus. 

Case  Reports 

Case  1. — A sixty-nine-year-old  female  was  ad- 
mitted to  the  hospital  on  September  24,  1955,  com- 
plaining of  pain  in  the  chest,  aggravated  by  breath- 
ing and  motion,  cough,  dyspnea,  and  fever.  Rheu- 
matoid arthritis  had  been  diagnosed  in  June  when 
she  was  given  a number  of  steroid  compounds  with 
relief  of  symptoms  resulting.  In  August  a main- 
tenance dose  of  20  mg.  of  prednisone  daify  was  pre- 
scribed. This  amount  was  gradually  reduced  and 
completely  discontinued  by  September  15.  Several 


days  later  the  patient  complained  of  malaise,  weak- 
ness, arthralgia,  and  low-grade  fever  which  rose  to 
103  F.  two  days  before  admission. 

Physical  examination  revealed  an  extremely  ill 
patient  with  cyanosis,  tachypnea,  and  a temperature 
of  103.8  F.  The  pupils  were  equal  and  regular  and 
reacted  to  light  and  accommodation.  The  fundi 
showed  some  atrioventricular  nicking  with  narrow- 
ing of  the  arterioles  but  no  hemorrhages,  exudates, 
or  papilledema.  The  lips  were  cyanotic,  and  the 
alae  nasae  were  dilated.  Motion  of  the  right  chest 
was  somewhat  restricted.  Cardiac  dullness  was 
enlarged  to  the  left,  the  rate  was  rapid  (120),  and 
the  rhythm  regular.  No  murmurs,  rub,  thrill,  or 
gallop  could  be  detected.  Blood  pressure  was  170/- 
86.  The  lungs  revealed  dullness  in  both  lower  lobes 
posteriorly  with  diminished  breath  sounds  and  a 
few  crepitant  rales.  The  abdomen  wras  moderately 
distended;  no  masses  or  organ  edges  could  be  felt. 
The  extremities  showed  no  evidence  of  inflammation 
or  edema,  but  an  area  of  ecchymosis  w'as  apparent 
on  the  medial  aspect  of  the  left  thigh. 

Laboratory  data  were  as  follows:  Urinalysis 

gave  normal  findings  except  for  a trace  of  albumin. 
The  hemogram  revealed  4.5  million  red  cells  with 
an  increase  in  the  polymorphonuclear  leukocytes 
and  a shift  to  the  left,  12.7  mg.  of  hemoglobin,  and 
120,000  platelets.  The  sedimentation  rate  w'as 
68  mm.  per  hour  (Westergren).  Several  blood  cul- 
tures proved  negative,  and  a throat  culture  did  also. 
Antistreptolysin  titer  was  not  elevated,  and  the 
C-reactive  protein  determination  was  2 plus.  Re- 
sults of  the  skin  tuberculin  test  were  negative. 

The  patient  wras  immediately  placed  in  an  oxygen 
tent,  given  meperidine  for  relief  of  pain,  and  treated 
with  250,000  units  of  aqueous  penicillin  every  three 
hours,  as  wrell  as  1 Gm.  of  streptomycin  twice  daily. 

On  the  following  morning  her  temperature  fell  to 
99  F.  An  irregular  cardiac  rhythm  was  heard,  and 
an  electrocardiogram  disclosed  the  presence  of  an 
auricular  flutter.  Because  the  temperature  rose 
again  on  the  third  day,  oxy tetracycline,  250  mg. 
every  four  hours,  was  added.  On  September  28  an- 
other electrocardiogram  showed  normal  sinus 
tachycardia  with  elevation  of  the  S-T  segment  in 
several  leads.  On  October  4 inverted  T waves  were 
noted  in  many  leads,  consistent  with  a diagnosis  of 
pericarditis.  Several  weeks  later  the  T waves  be- 
came upright. 

On  September  24  chest  x-ray  films  had  demon- 
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strated  several  areas  of  atelectasis  in  both  lung 
fields,  with  elevation  of  the  diaphragms  and  effusion 
of  the  costophrenic  sinuses,  a condition  which  cleared 
several  weeks  later. 

When  the  patient’s  temperature  fell  to  normal 
on  the  tenth  day,  all  antibiotics  were  discontinued. 
Two  days  later,  however,  it  again  soared  to  104  F. 
whereupon  40  units  of  ACTH  were  given  twice  daily. 
Within  twelve  hours  the  temperature  dropped  to 
99  F.  but  rose  on  the  following  day  to  102.4  F. 
Twent}r-four  hours  later  the  temperature  was  nor- 
mal and  remained  so  for  four  days,  at  which  time 
ACTH  was  stopped.  One  week  later,  however, 
the  fever  again  rose  to  103.8  F.  Readministration 
of  ACTH  again  resulted  in  a dramatic  drop  in  tem- 
perature. A similar  pattern  occurred  on  the 
twenty-sixth  day.  In  spite  of  these  febrile  episodes 
and  a cough,  the  patient  began  to  feel  generally 
better  about  the  third  week  of  her  hospital  stay. 
On  October  22  (the  twenty-eighth  hospital  day)  she 
was  discharged  completely  recovered.  Follow-up 
examinations  revealed  no  sequelae. 

Case  2. — A sixty- three-year-old  male  was  ad- 
mitted to  the  hospital  on  November  2,  1955,  com- 
plaining of  left  chest  pain  aggravated  by  breathing 
and  motion,  fever,  and  cough  of  three  days  duration. 
For  two  months  he  had  been  taking  cortisone, 
prednisone,  and  ACTH  for  rheumatoid  arthritis 
with  relief  of  symptoms  resulting.  On  several  occa- 
sions the  steroid  had  been  discontinued,  whereupon 
the  symptoms  had  recurred.  For  three  weeks  prior 
to  admission  the  patient  had  been  receiving  10  mg. 
of  prednisone  daily  and  40  units  of  ACTH  twice 
weekly.  However,  on  occasions  when  the  pain  in 
the  joints  was  more  intense,  he  had  deliberately 
increased  his  dosage  of  prednisone  to  20  mg. 

Physical  examination  revealed  marked  dyspnea, 
cyanosis  of  the  lips,  and  a temperature  of  102  F. 
The  pupils  were  equal  and  regular  and  reacted  to 
light  and  accommodation.  The  fundi  showed  some 
narrowing  of  the  arterioles  and  slight  atrioventricu- 
lar compression.  Motion  of  the  chest  was  restricted 
in  the  left  lower  half.  Cardiac  dullness  was  en- 
larged to  percussion.  The  rate  was  rapid  and  the 
rhythm  regular.  A soft  systolic  murmur  was  pres- 
ent over  the  precordium,  but  no  gallop,  thrill,  or 
rub  could  be  detected.  Blood  pressure  was  140/90. 
Percussion  revealed  flatness  in  the  lower  half 
of  the  left  lung  and  dullness  in  the  right  base.  The 
breath  sounds  were  diminished  on  the  left  side  in 
the  lower  half  with  absence  of  tactile  and  vocal 
fremitus.  There  were  moist  and  sibilant  rales  at 
the  right  base.  The  abdomen  was  soft  and  the  liver 
palpable  two  fingerbreadths  below  the  costal  mar- 
gin. The  spleen  was  not  felt,  and  there  was  no 
peripheral  edema.  The  reflexes  were  physiologic. 

Laboratory  data  were  as  follows:  Urinalysis  gave 
normal  findings.  The  hemogram  revealed  4.28 


million  red  cells,  6,950  white  cells  with  a normal 
differential,  150,000  platelets,  and  12.5  Gm.  of 
hemoglobin.  The  sedimentation  rate  w'as  38  mm. 
per  hour  (Westergren).  The  sputum  was  negative 
for  tubercle  bacillus,  containing  normal  flora.  The 
antistreptolysin  titer,  C-reactive  protein,  and  the 
results  of  the  skin  tuberculin  tests  were  negative. 

The  patient  was  given  meperidine  for  relief  of 
pain,  nasal  oxygen,  and  procaine  penicillin  (600,000 
units  daily).  At  first,  the  diagnosis  was  considered 
to  be  acute  myocardial  infarction.  An  electrocardio- 
gram taken  on  November  3 demonstrated  an  eleva- 
tion of  the  ST  segment  in  leads  I,  AVL,  V4,  V5,  and 
V6  which  seemed  to  support  this  view'.  Chest  x-ray 
films  on  the  same  day  revealed  elevation  of  the  left 
diaphragm  with  narrowing  of  the  intercostal  spaces. 
On  November  8 another  x-ray  film  disclosed  bilateral 
atelectasis.  On  November  14  another  electrocardio- 
gram showed  a return  of  the  ST  segment  to  the 
isoelectric  level  and  inversion  of  the  T waves  in 
leads  I,  II,  III,  AVL,  V4,  V5,  and  V6  but  no  Q waves. 
On  November  25  the  electrocardiogram  reverted  to 
normal.  These  evolutionary  changes  in  the  electro- 
cardiogram together  with  the  pleuropulmonary 
involvement  and  the  clinical  picture  warranted  a 
change  in  diagnosis  to  acute  pericarditis  which,  in 
the  absence  of  either  tuberculous  or  rheumatic  cau- 
sation, w'as  probably  nonspecific. 

Since  fever  continued  for  seven  days,  oxy tetra- 
cycline (250  mg.  every  four  hours)  was  added 
with  no  effect.  On  the  twelfth  day  the  patient 
was  given  40  units  of  ACTH,  and  within  twelve 
hours  the  fever  subsided.  Two  days  later,  fol- 
lowing another  rise  in  temperature  to  102  F., 
50  mg.  of  cortisone  wrere  administered  twice  daily 
for  two  days.  The  temperature  again  dropped  to 
normal  within  twTenty-four  hours.  Steroids  were 
then  withheld  until  a recurrence  of  symptoms  on 
the  eighteenth  day.  Treatment  with  40  units  of 
ACTH  twice  daily  for  two  days  was  followed  by 
improvement  with  return  of  temperature  to  normal. 
On  the  twenty-  ninth  day  the?  patient  was  discharged 
as  cured.  No  further  exacerbations  or  sequelae  wrere 
seen  on  subsequent  follow-up  examinations. 

Case  3. — A thirty- two-year- old  female  w'as  ad- 
mitted to  the  hospital  on  December  7,  1955,  with 
chills,  fever,  and  a diffuse  rash  of  two  weeks  dura- 
tion over  the  face  and  body.  The  patient  had  a 
history  of  atopic  dermatitis  beginning  in  childhood 
and  recently  increasing  in  severity.  She  had  been 
placed  on  steroid  therapy  three  years  prior  to  ad- 
mission. For  an  extended  period  of  time  this  con- 
sisted of  up  to  100  mg.  of  cortisone  daily  with  many 
rest  periods.  During  treatment  the  rash  and  itching 
subsided  somewrhat,  but  as  soon  as  the  drug  was 
discontinued,  the  neurodermatitis  became  aggra- 
vated. Resumption  of  therapy  with  75  mg.  of  corti- 
sone or  50  mg.  of  hydrocortisone  wras  followed  by 
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good  control  of  the  dermatitis.  Three  months  be- 
fore hospitalization  the  patient  was  on  a daily  dose 
of  30  mg.  of  prednisone  without  much  benefit. 
The  regime  also  included  a tranquillizing  drug  and 
applications  to  the  facial  lesions  of  topical  hydro- 
cortisone ointment. 

On  admission  the  patient’s  temperature  was  102 
F.  She  had  a diffuse  erythematous  and  scaly  erup- 
tion on  the  eyelids,  face,  chest,  and  folds  of  the 
extremities.  Heart  and  lungs  were  normal,  and  the 
blood  pressure  was  120/80.  The  liver  and  spleen 
were  not  felt.  The  eyelids  were  not  edematous. 

Laboratory  findings  were  as  follows:  Urinalysis 
findings  were  negative  except  for  the  presence  of  an 
occasional  white  blood  cell.  Blood  findings  included 
12.3  Gm.  of  hemoglobin  and  3,750  white  cells  with 
55  per  cent  polymorphonuclear  neutrophils,  4 per 
cent  monocytes,  and  41  per  cent  lymphocytes. 

For  the  presumed  cellulitis  of  the  face  superim- 
posed on  an  active  atopic  eczema  the  patient  was 
treated  with  local  compresses  to  the  areas  involved. 
Tetracycline,  250  mg.,  and  prednisone,  5 mg.,  also 
were  given  four  times  daily.  At  first  she  responded, 
but  on  the  fourth  day  the  temperature  rose  to  104  F., 
and  the  skin  lesion  became  worse  with  involvement 
of  the  eyes.  The  prednisone  then  was  stopped,  and 
dermatologists  were  called  into  consultation.  The 
lesions  proved  difficult  to  identify.  Various  diag- 
noses were  offered,  varying  from  Stevens-Johnson’s 
syndrome  to  lupus  erythematosus.  Penicillin  in 
large  quantities  and  ACTH  (40  units  twice  daily) 
were  added.  In  two  days  the  patient’s  temperature 
rose  to  105  F.,  and  she  became  stuporous,  restless, 
and  somewhat  psychotic.  Blood  cultures  gave 
negative  results.  A varicelliform  eruption  now  de- 
veloped, first  in  small  crops  in  the  area  of  the  fold 
of  the  forearms  and  then  diffusely  over  the  entire 
body.  Thereupon  Kaposi’s  varicelliform  eruption 
(most  probably  due  to  a virus  resembling  herpes 
simplex)  was  diagnosed. 

Despite  local  antibiotic  treatment  and  cortisone 
instillation  into  the  eyes,  a panophthalmitis  of  the 
right  eye  developed.  The  disease  ran  a stormy 
course  although  every  supportive  measure  was 
tried,  including  blood  transfusions,  antibiotics, 
gamma  globulin,  and  intravenous  feedings.  In 
addition  to  the  leukopenia  noted  on  admission,  a 
progressive  anemia  developed.  During  the  final 
hospital  week,  however,  the  patient  began  to  im- 
prove symptomatically,  the  rash  started  to  clear, 
and  the  temperature  returned  to  normal.  On  the 
twenty-eighth  day  the  patient  was  transferred  to 
an  eye  hospital  for  enucleation  of  the  right  eye. 
After  this  procedure  she  recovered  uneventfully. 

Case  4. — A sixty-five-year-old  female  was  ad- 
mitted to  the  hospital  on  January  18,  1956,  for  pre- 
cordial pain,  diffuse  muscle  pain,  arthralgia  of  the 
spine,  knees,  ankles,  and  hands,  weakness,  and  irri- 


tability. Three  months  earlier  rheumatoid  arthritis 
had  been  diagnosed  and  a daily  dose  of  30  mg.  of 
prednisone  prescribed.  This  had  gradually  been 
reduced  to  15  mg.  within  the  few  weeks  prior  to 
admission  and  had  been  stopped  entirely  during 
the  preceding  week. 

Physical  examination  revealed  no  dyspnea, 
orthopnea,  or  cyanosis.  The  pupils  were  equal  and 
regular  and  reacted  to  light  and  accommodation. 
The  chest  was  emphysematous.  There  was  cardiac 
enlargement  with  auricular  fibrillation.  The  blood 
pressure  was  130/80.  The  lungs  were  somewhat 
hyperresonant  to  percussion  with  a few  rhonchi 
and  wheezes  at  both  bases.  The  abdomen  was 
obese  and  the  liver  palpable  two  fingerbreadths 
below  the  costal  margin.  The  spleen  could  not  be 
felt.  There  was  no  peripheral  edema.  Tenderness 
over  the  muscles  and  joints  of  both  lower  extremities 
was  marked,  but  motion  was  not  restricted. 

Laboratory  findings  were  as  follows:  Urinalysis 
disclosed  a specific  gravity  of  1.015,  1 plus  albumin, 
no  sugar,  and  six  to  eight  white  blood  cells  per  high- 
power  field.  Blood  findings  included  12.3  Gm.  of 
hemoglobin,  3.9  million  red  cells,  9,250  white  cells, 
and  a normal  differential.  The  sedimentation  rate 
was  36  mm.  per  hour  (Westergren).  Blood  chem- 
istries demonstrated  119  mg.  per  cent  sugar,  30.5 
mg.  per  cent  nonprotein  nitrogen,  10.5  mg.  per 
cent  calcium,  5.74  Gm.  per  cent  total  proteins  with 
3.24  Gm.  of  albumin  and  2.5  Gm.  per  cent  of  globu- 
lin, 140  mg.  per  cent  cholesterol,  and  a prothombin 
time  of  fifteen  seconds.  X-rays  of  the  back  revealed 
osteoporosis,  moderate  scoliosis,  and  slight  osteo- 
arthritis of  the  spine.  The  hands  revealed  osteo- 
porosis and  narrowing  of  the  interphalangeal  joints, 
frequently  noted  in  rheumatoid  arthritis. 

Because  of  the  possibility  that  her  symptoms 
might  be  due  to  steroid  withdrawal,  the  patient  was 
given  ACTH  (40  units  daily)  for  one  week  with  im- 
provement resulting.  The  drug  was  discontinued, 
however,  when  upper  abdominal  discomfort  and 
pain  developed.  One  week  later  the  temperature 
suddenly  rose  to  103.8  F.,  and  she  complained  of 
pain  in  the  left  chest  and  shortness  of  breath.  Phys- 
ical examination  disclosed  a rapid  auricular  fibrilla- 
tion with  rales  and  signs  of  dulhiess  in  the  left  base 
consistent  with  a diagnosis  of  lobar  pneumonia. 
This  was  confirmed  by  chest  x-ray.  The  patient 
was  placed  in  an  oxygen  tent  and  treated  with  peni- 
cillin and  streptomycin.  Sputum  examination  re- 
vealed numerous  pneumococci  and  hemolytic 
staphylococci  sensitive  to  penicillin,  oxytetracycline, 
and  chloramphenicol.  Oxytetracycline  (250  mg. 
four  times  daily)  was  therefore  added.  The  disease 
ran  a stormy  course,  complicated  by  frequent  epi- 
sodes of  auricular  flutter  which  responded  to  quini- 
dine.  In  addition,  she  received  a maintenance  dose 
of  0.5  mg.  of  Digoxin.  At  the  end  of  the  third 
week  signs  of  resolution  appeared.  The  general 
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improvement,  however,  was  interrupted  on  the 
twenty-third  day  by  signs  of  pneumonia  on  the 
right  side.  After  renewed  therapy  with  a variety 
of  antibiotics  and  supportive  measures,  the  pulmo- 
nary infections  ultimately  cleared.  On  February  27, 
1956,  the  patient  was  discharged  to  a home  for  con- 
valescent care. 

Case  5. — A forty-two-year-old  female  was  ad- 
mitted to  the  hospital  on  January  10,  1957,  with 
cirrhosis  of  the  liver.  She  presented  signs  of  jaun- 
dice, ascites,  spider  angiomata,  and  hepatospleno- 
megaly.  Liver-function  tests  disclosed  serum  bili- 
rubin 8.6  mg.  per  cent,  thymol  turbidity  6.7  units, 
cephalin  flocculation  4 plus  in  twenty-four  hours, 
and  alkaline  phosphatase  12.9  units.  Urinalysis 
gave  normal  results.  The  hemogram  revealed  11.6 
mg.  of  hemoglobin,  3,750,000  red  cells,  7,000  white 
blood  cells,  and  a normal  differential. 

The  patient  was  placed  on  a high-protein,  high- 
carbohydrate,  and  low-fat  diet.  Prednisone  ther- 
apy was  given  in  four  divided  doses  daily  as  follows: 
60  mg.  for  one  day,  80  mg.  for  two  days,  and  100 
mg.  for  two  days.  Dosage  was  then  reduced  to  80 
mg.  for  four  days  and  60  mg.  for  two  days.  At  this 
point  her  temperature  rose  to  102.4  F.,  and  the  left 
side  of  the  face  appeared  red.  She  developed  severe 
cellulitis  of  the  upper  half  of  the  face,  involving  the 
eyelids  and  nose.  Procaine  penicillin  (600,000  units 
twice  daily)  was  therefore  added,  and  two  days  later 
the  prednisone  was  discontinued.  A culture  taken 
of  the  discharge  revealed  the  presence  of  hemolytic 
Staphylococcus  albus,  a coagulase-positive  organism 
very  sensitive  to  erythromycin.  All  other  anti- 
biotics were  not  discontinued,  and  erythromycin 
(500  mg.  every  four  hours)  was  prescribed.  In  three 
days  the  prednisone  was  resumed  in  lower  dosage  ( 15 
mg.  per  day),  and  the  infection  soon  cleared  without 
ocular  sequelae.  The  underlying  liver  disorder 
seemed  to  improve  at  first,  but  subsequently  the 
course  continued  dow'nhill,  and  within  a few  months 
the  patient  developed  cholemia  and  died. 

Comment 

The  underlying  diseases  for  which  steroids 
wrere  employed  in  these  patients  are  included  in 
the  group  of  conditions  which  have  been  success- 
fully treated  with  these  agents.10  Duration  of 
treatment  ranged  from  one  week  to  three  years. 
The  dosages  administered  to  all  but  the  last 
patient  wrere  within  the  accepted  limits.  Al- 
though the  amount  of  drug  given  in  the  last 
instance  was  exceedingly  large,  wre  were  dealing 
with  a rather  severely  debilitated  individual  with 
decompensated  cirrhosis  in  wrhom  the  natural 
protective  mechanism  against  infection  was  low. 
Thus,  the  appearance  of  infection  so  soon  after 
the  initial  use  of  prednisone  wras  not  surprising. 


It  is  interesting  to  note  that  two  patients  in  this 
group  contracted  infections  while  their  steroid 
intake  w^as  being  reduced  to  fairly  small  amounts. 

The  nature  of  the  infections  found  in  this 
group  is  of  particular  interest.  The  two  patients 
who  were  considered  to  have  nonspecific  peri- 
carditis showed  a rather  unusual  clinical  picture 
never  previously  described  as  occuring  during 
or  after  steroid  therapy.  Diagnosis  was  based 
on  the  following  characteristic  features:  (1) 

chest  pain  aggravated  by  motion,  (2)  signs  of 
infection,  including  fever,  leukocytosis,  and 
elevated  sedimentation  rate,  (3)  evidence  of 
pleuropulmonary  involvement,  (4)  recurrences, 
(5)  serial  electrocardiographic  findings  commonly 
seen  in  pericarditis,  and  (6)  absence  of  rheumatic 
or  tuberculous  causation.  In  one  patient  the 
elevated  sedimentation  rate  persisted  despite 
the  general  appearance  of  wrell-being.  This  is 
often  observed  in  nonspecific  pericarditis.  The 
absence  of  a pericardial  friction  rub  did  not 
militate  against  the  diagnosis,  since  at  times  the 
rub  may  not  be  heard.11 

The  third  patient  in  this  group,  wTho  developed 
a severe  skin  infection  superimposed  on  a pre- 
vious chronic  neurodermatitis,  had  been  on 
steroid  therapy  for  several  years  wuth  many 
interruptions.  This  infection  followed  twro 
months’  therapy  wdth  a variety  of  steroids 
(hydrocortisone,  cortisone,  and  Meticorten). 
The  new  skin  disorder  superimposed  on  the  under- 
lying eczema  wTas  Kaposi’s  varicelliform  eruption. 
Apparently,  this  type  of  infection  has  never  been 
described  as  a sequela  of  steroid  therapy,  although 
other  illnesses  of  viral  causes  have  been  men- 
tioned. 

The  episodes  of  pneumonia  that  developed  in 
the  fourth  subject  were  complicated  and  pro- 
longed and  did  not  respond  well  to  therapy, 
probably  because  of  the  patient’s  age  and  the 
underlying  cardiac  disease.  The  last  individual 
in  the  series  developed  a,  severe  staphylococcus 
infection  of  the  face  early  in  the  course  of  steroid 
therapy.  As  previously  mentioned  the  dosage 
of  prednisone  wras  excessive.  Thus,  the  develop- 
ment of  this  facial  infection  only  ten  days  after 
therapy  w’as  almost  to  be  expected. 

The  demonstration  in  1949  by  Hench  and  his 
cow^orkers1  of  the  beneficial  effects  of  cortisone 
and  ACTH  on  rheumatoid  arthritis  and  rheu- 
matic fever  gave  impetus  to  the  use  of  these 
hormones  in  a host  of  other  conditions.  It 
must  be  remembered  that  although  dramatic 
results  can  be  produced  with  the  use  of  steroids, 
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the  exact  manner  in  which  they  work  is  not 
clearly  understood.  The  drugs  neither  effect 
a cure  nor  directly  influence  the  causative  agent. 
They  suppress  inflammation,  whether  it  be 
allergic,  infectious,  or  nonspecific  in  nature. 
In  cases  in  which  the  inflammatory  process  is 
detrimental  to  the  body  the  steroids  are  beneficial 
in  that  they  modify  the  response  of  the  host  to 
disease.  In  conditions  in  which  the  infection 
participates  in  the  body’s  defense  against  micro- 
organisms, the  drugs  are  harmful. 

Infections,  artificially  created  in  laboratory 
animals,  have  been  reported  to  be  adversely 
affected  when  steroids  or  ACTH  were  given 
either  prior  to  or  after  the  offending  organisms 
were  injected.12’13  A simple  inflammatory  re- 
sponse was  often  converted  into  a fulminating 
bacteremia,  and  nonpathogenic  organisms  be- 
came extremely  pathogenic  in  certain  species 
tested.14-16 

In  man  a number  of  infectious  diseases  of 
varied  causation  have  been  shown  to  respond 
favorably  to  therapeutic  use  of  steroids  and 
ACTH.17-23  In  tuberculosis,  however,  the  re- 
sults have  not  been  so  successful,  and  the  value 
of  the  treatment  is  somewhat  controversial. 
Early  workers,  basing  their  views  on  experimental 
data,  cautioned  against  the  administration  of 
these  hormones  in  the  presence  of  tuberculosis. 
Many  observers  reported  the  development  of 
tuberculosis  during  steroid  therapy,  and  in  some 
instances  cryptic  or  latent  lesions  were  shown  to 
become  reactivated  or  accelerated.24,25  More 
recent  results  indicate  that  in  some  moribund  and 
far-advanced  cases  of  pulmonary  tuberculosis 
steroids  have  been  helpful  w^hen  given  in  con- 
junction with  specific  antituberculous  drugs.26 
In  tuberculous  meningitis  it  has  been  demon- 
strated .that  the  combination  of  antibiotics  and 
steroids  produces  a much  better  clinical  response 
than  the  use  of  antibiotics  alone.27,28  This  also 
has  occurred  in  other  types  of  infection. 

On  the  other  hand,  there  is  another  side  of  the 
picture  that  must  be  kept  in  mind.  The  litera- 
ture contains  many  references  indicating,  that 
the  steroids  and  ACTH  are  responsible  for  a 
variety  of  infections  other  than  tuberculosis 
when  given  either  over  a long  period  of  time  in 
normally  accepted  doses  or  for  short  periods 
in  rather  large  doses.9,29-32  Too  often  these 
infections  go  on  undetected  because  of  the 
suppressing  and  masking  effect  of  the  hormones 
on  infection  in  general,  onfy  to  become  apparent 
at  necropsy.30  Knowledge  of  this  fact  may 


disclose  a far  greater  incidence  of  this  compli- 
cation than  has  been  formerly  recognized. 

It  is  difficult  to  explain  the  mechanism  by 
which  infections  can  develop  during  cortisone  and 
corticotropic  therapy.  Several  theories  have 
been  suggested:  (1)  an  increase  in  the  blood- 
sugar  level  which  may  be  responsible  for  a 
lowered  resistance  to  microorganisms,  (2)  a 
delay  in  diapedesis  of  leukocytes  and  phagocytes 
with  a consequent  lowering  of  the  normal  re- 
sistance of  the  host,  (3)  a drop  in  local  lympho- 
cytic mobilization  which  may  affect  the  antigen- 
antibody  relationship,  (4)  a reduction  in  vascular 
permeability,  and  (5)  an  increase  in  tissue  per- 
meability.33 None  of  these  hypotheses  seem 
adequate  to  explain  the  mechanism.  However, 
adrenal  insufficiency  with  lowered  resistance  to 
infection  resulting  from  exogenous  cortisone 
administration  seems  to  be  a better  explanation. 

Cortisone  given  over  a long  period  of  time  can 
suppress  adrenocortical  function.34-37  Salassa 
and  coworkers38  found  a reduction  in  the  adrenal 
weights  of  all  their  subjects  treated  with  this 
drug  for  more  than  five  days  when  the  course  of 
therapy  had  extended  to  within  twenty  days  of 
death.34  When  the  drug  had  been  discontinued 
more  than  twenty-one  days  prior  to  death,  no 
significant  wreight  change  was  observed.  Micro- 
scopically, the  adrenals  showed  a fairly  charac- 
teristic group  of  changes  indicating  atrophy, 
the  degree  being  in  proportion  to  the  length  of 
treatment.  These  alterations  resemble  very 
closely  those  found  in  patients  with  clinical 
evidences  of  hypopituitarism.  It  has  therefore 
been  postulated  that  the  prolonged  use  of  corti- 
sone produces  adrenal  atrophy  by  suppressing 
the  secretion  of  the  pituitary  adrenocorticotropic 
hormone.35  Since  individuals  with  natural  adre- 
nal insufficiency  (Addison’s  disease)  and  naturally 
occurring  Cushing’s  syndrome  are  more  suscep- 
tible to  infection,  it  is  very  likely  that  the  same 
mechanism  operates  in  those  in  whom  exog- 
enous cortisone  has  produced  artificial  adrenal 
atrophy  or  insufficiency.  The  common  denom- 
inator on  these  two  conditions  is  a lowered 
resistance  to  infection.  This  is  supported  by  the 
clinical  fact  that  in  both  types  of  deficiency 
the  addition  of  steroids  or  corticotropin  causes  a 
marked  increase  in  the  ability  to  cope  with 
infection.  Robinson  et  al .39  performed  an  inter- 
esting set  of  experiments  which  adds  credence  to 
this  h}q)othesis.  He  demonstrated  that  adrenal- 
ectomized  animals,  when  infected  with  pneumo- 
cocci, were  rapidly  overwhelmed,  but  when  small 
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doses  of  cortisone  were  added,  their  resistance 
was  restored  to  normal.  On  increasing  the  dose 
of  steroid,  however,  he  found  that  the  mark 
could  be  easily  overshot,  and  the  resistance  to 
infection  again  disappeared.  These  results 
closely  parallel  the  development  of  infections  in 
man  after  prolonged  steroid  therapy. 

From  these  studies  it  is  apparent  that  steroids 
and  ACTH  employed  clinically  can  give  rise  to 
an  important  complication — infection.  This 

may  develop  at  any  stage  of  the  therapy,  either 
early,  when  unusually  large  doses  are  employed, 
or  later,  when  average  amounts  are  given  for  a 
long  time.  Several  theories  have  been  pro- 
pounded as  to  the  mechanism  whereby  this 
untoward  effect  is  brought  about.  The  most 
plausible  cause  in  the  writer’s  opinion  is  induced 
exogenous  adrenal  insufficiency  Which  in  turn 
has  a marked  effect  on  lowering  resistance  to 
infection.  In  some  instances  the  infection  can 
occur  after  the  drugs  are  tapered  off  or  completely 
withdrawn.  Although  it  may  prove  difficult  to 
recognize  because  of  the  masking  effect  of  ster- 
oids, an  awareness  of  its  possibility  will  prove 
extremely  rewarding. 

60  Gramercy  Park,  New  York  10 

References 

1.  Hench,  P.  S.,  Kendall,  E.  D.,  Slocumb,  C.  H.,  and 

Polley,  H.  F. : Proc.  Staff.  Meet.  Mayo  Clin.  24:  181  (1949). 

2.  Sprague,  R.  G.,  Power,  M.  H.,  Mason.  H.  L.,  Albert, 

A.,  Mathieson,  D.  R.,  Hench,  P.  S.,  Kendall,  E.  C.,  Slocumb, 
C.  H.,  and  Polley,  H.  F.:  Arch.  Int.  Med.  85:  199  (1950). 

3.  Hench,  P.  S.,  Kendall,  E.  C.,  Slocumb,  C.  H.,  and 

Polley,  H.  F.:  ibid.  85:  545  (1950). 

4.  Sprague,  R.  G.,  Power,  M.  H.,  and  Mason,  H.  L.: 
J.A.M.A.  144:  1341  (Dec.  16)  1950. 

5.  Beck,  J.  C.,  Browne,  J.  S.  L.,  Johnson,  L.  G.,  Ken- 
nedy, B.  J.,  and  Mackenzie,  D.  W. : Canad.  M.A.J.  62: 

423  (1950). 

6.  Fred,  L.,  Levin,  M.  H.,  Rivo,  B.  J.,  and  Barret, 

T.  F.:  J.A.M.A.  147:  242  (Sept.  15)  1951. 

7.  Dubois-Ferri^re,  H.:  Presse  m6d.  59:  442  (1951). 

8.  Thomas,  L.:  Bull.  New  York  Acad.  Med.  31:  485 

(1955). 


9.  Smith,  F.  P.,  and  Cleve,  E.  A.:  New  England  J. 

Med.  256:  104  (1957). 

10.  Kinsell,  L.  W.:  Ann.  Int.  Med.  35:  615  (1951). 

11.  Gelfand,  M.  L.,  and  Goodkin,  L.:  ibid.  45:  490 

(1956). 

12.  Mogabgab,  W.  J.,  and  Thomas,  L. : J.  Lab.  & Clin. 

Med.  36:968(1950). 

13.  Glazer,  R.  J.,  Berry,  J.  W.,  Loeb,  L.  H.,  and  Wood, 
W.  B..  Jr.:  ibid.  38:  363  (1951). 

14.  Germuth  F.  G.,  Ottinger,  B.,  and  Oyama,  J.:  Bull. 

Johns  Hopkins  Hosp.  91:  22  (1952). 

15.  Gledhill,  A.  W.,  and  Rees,  R.  J.  W.:  Brit.  J.  Exper. 

Path.  33:  183  (1952). 

16.  Le  Maistre,  C.  A.,  and  Tompsett,  R. : J.  Exper.  Med. 

95:393  (1952). 

17.  Mote,  J.  R.,  Ed.,  Finland,  M.,  Kass,  E.  H.,  and 

Ingbar,  S.  H. : Proceedings  of  the  First  Clinical  ACTH 

Conference,  Philadelphia,  Blakiston  Company,  1950. 

18.  Smadel,  J.  E.,  Ley,  H.  L.,  Jr.,  and  Diercks,  F.  H.: 
Ann.  Int.  Med.  34 : 1 (1951). 

19.  Spink,  W.  W.,  and  Hall,  W.  H.:  J.  Clin.  Invest.  31 : 

958  (1952). 

20.  Boling,  L.,  Newkirk,  J.,  Baxter,  P.,  Partridge,  J., 

Margan,  S.,  and  Kinsell,  L.  W. : J.  Clin.  Endocrinol.  12: 

184  (1952). 

21.  Solim,  J.  H.:  Acta.  med.  scandinav.  149:  341  (1954). 

22.  Rosen,  M.:  Am.  J.  M.  Sc.  223:  16  (1952). 

23.  Evans,  A.  S.,  Soring,  H.,  and  Nelson,  R.  S.:  Ann. 

Int.  Med.  38:  1115  (1953). 

24.  King,  E.  O.,  Johnson,  J.  B.,  Batten,  G.  S.,  and 

Henry,  W.  L.:  J.A.M.A.  147:  238  (Sept.  15)  1951. 

25.  Kleinschmidt,  R.  F.,  and  Johnston,  J.  M.:  Ann. 

Int.  Med.  35:694  (1951). 

26.  Elsbach,  P.,  and  Edsall,  J.  R.:  ibid.  46 : 332  (1957). 

27.  Shane,  S.  J.,  and  Riley,  C. : New  England  J.  Med. 

249:892  (1953). 

28.  Johnson,  J.  R.,  Furstenberg,  N.  E.,  Patterson,  R., 

Schoch,  H.  K.,  and  Davey,  W.  N. : Ann.  Int.  Med.  46: 

316  (1957). 

29.  Martin,  J.  R.,  and  Pattee,  C.  J. : Canad.  M.A.J.  68 : 

146  (1953). 

30.  Savidge,  R.  S.,  and  Bockback,  W. : Lancet  2:  889 

(1954). 

31.  Michael,  M.,  Jr.:  South.  M.  J.  44:  450  (1951). 

32.  Kierland,  R.  R.,  O’Leary,  P.  A.,  Brunsting,  L.  A., 

and  Didcoct,  J.  S.:  J.A.M.A.  148:  23  (Jan.  5)  1952. 

33.  Kougherty,  J.  W.,  Reisch,  M.,  and  Lewis,  G.  M.: 
New  York  State  J.  Med.  54:  2964  (Nov.  1)  1954. 

34.  Ingle,  D.  J.,  and  Kendall,  E.  C. : Science  86:  245 

(1937). 

35.  Engleman,  E.  P.,  Krupp,  M.  A.,  Johnson,  H.  P.,  Jr., 

Welsh,  J.  E.,  Wrenn,  H.  T.,  and  King,  W.  R.:  Arch.  Int. 

Med.  91:1  (1953). 

36.  Fredel,  E.  W.,  Johnson,  H.  P.,  Krupp,  M.  A..  Engel- 

man,  E.  P.,  and  McGrath,  A.  K.:  ibid.  95:  411  (1955). 

37.  O’Donnel,  W.  M.,  Fagan,  S.  S.,  and  Weinbaum,  J. 

G.:  ibid.  88:  28  (1951). 

38.  Salassa,  R.  M.,  Bennett,  W.  A.,  Keating,  F.  R.,  Jr., 

and  Sprague,  R.  G.:  J.A.M.A.  152:  1509  (Dec.  26)  1953. 

39.  Robinson,  H.  J.,  Mason,  R.  C.,  and  Smith.  A.  L.: 
Proc.  Soc.  Exper.  Biol.  & Med.  84:  312  (1953). 


A man  should  always  consider  how  much  he  has  more  than  he  wants  and  how  much  more'un- 
happy  he  might  be  than  he  really  is. — Joseph  Addison 
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The  Beneficial  Effect  of  Gold  Salts  and  Phenyl- 
butazone ( Butazolidin ) in  Chronic  Ulcerative 
Colitis  with  Arthritis 

LOUIS  W.  GRANIRER,  M.D.,  F.A.C.P.,  JAMAICA,  NEW  YORK 
( From  the  Arthritis  Clinic  and  Department  of  Medicine , Queens  General  Hospital) 


This  paper,  reporting  observations  on  the 
course  of  ten  patients  with  ulcerative  colitis 
and  arthritis  treated  with  gold  salts  and  Buta- 
zolidin over  a period  of  two  years,  presents  evi- 
dence that  these  compounds  are  useful  adjuncts 
in  the  management  of  this  disease. 

Idiopathic  ulcerative  colitis  is  a systemic  dis- 
ease of  unknown  cause  and  manifests  itself  by 
multiple  symptoms.  The  main  symptoms  are 
diarrhea,  often  with  blood  and  mucus  in  the 
stools,  loss  of  weight,  fever,  leukocytosis,  ab- 
dominal pain,  anemia,  and  sometimes  disorders  of 
personality.  Streptococci,  dysentery  bacilli,  and 
various  other  pathogenic  microbes  have  been 
blamed  as  causative  agents,  but  careful  studies 
have  failed  to  show  that  any  specific  micro- 
organism is  etiologic.  It  is  not  to  be  confused 
with  amoebic  dysentery  or  bacillary  dysentery. 
Lysozyme  is  present  in  high  concentrations  in  the 
stools  of  these  patients,  but  this  is  believed  to  be 
secondary  to  the  presence  of  leukocytes  rather 
than  a disturbed  enzymatic  mechanism.1  Some 
authorities  believe  that  regional  ileitis  and  colitis 
are  essentially  the  same  disease  and  belong  more 
or  less  in  the  same  family.2  Therapy  is  often  dis- 
appointing. It  consists  of  rest,  sedation,  low 
roughage  diet,  antibiotics  or  sulfa  drugs,  and 
transfusions  for  the  anemia.  ACTH  and  corti- 
sone are  of  transient  usefulness.  Colectomy  at 
times  may  be  lifesaving.3  Antispasmodic  drugs, 
such  as  atropine  and  Banthine  are  not  very  help- 
ful. Some  believe  that  irritable  colon  and  mucous 
colitis  constitute  a mild  stage  of  ulcerative  coli- 
tis.4’5 

The  most  interesting  feature  of  the  behavior 
of  ulcerative  colitis  complicated  by  pregnancy  is 
the  high  proportion  of  women  who  experience  a 
remission.  In  this,  a parallel  could  be  drawn  with 
rheumatoid  arthritis  which  responds  to  preg- 
nancy in  the  same  way.  Active  colitis  was  im- 
proved in  50  per  cent,  unaffected  in  25  per  cent, 
and  aggravated  in  25  per  cent  of  100  pregnancies 


in  64  women  with  ulcerative  colitis.6 

In  our  clinic,  joint  involvement  was  present  in 
12  per  cent  and  arthralgia  in  four  per  cent  of  pa- 
tients with  ulcerative  colitis.  Usually  the  colitis 
preceded  the  joint  lesions.  In  a small  percentage 
the  arthritis  and  colitis  occurred  simultaneously, 
or  the  arthritis  was  the  first  manifestation  of  the 
disease.  The  ankle,  knee,  hip,  spine,  shoulder, 
wrist,  or  any  of  the  proximal  phalangeal  joints 
were  most  frequently  involved. 

General  Observations 

This  series  includes  six  men  and  four  women. 
Their  ages  were  between  twenty-two  and  sixty- 
four.  The  duration  of  symptoms  ranged  from 
eleven  months  to  seventeen  years.  Frequent 
and  prolonged  hospitalization  had  been  necessary 
in  three  cases.  Radiologic  studies  revealed  that 
the  entire  colon  was  involved  in  six  patients,  and 
varying  portions  of  the  bowel  were  affected  in  four 
patients.  Moderately  severe  or  severe  inflamma- 
tion of  the  bowel  wall  was  observed  at  proc- 
toscopy in  seven  patients.  The  severity  of  the 
colitis  was  classified  as  mild  in  two  patients,  mod- 
erately severe  in  five  patients,  and  severe  in  three 
patients.  Emotional  problems  were  present  in 
every  case.  Spondylitis  occurred  in  four  pa- 
tients. The  knees,  ankles,  wrists,  elbows,  shoul- 
ders, and  hip  joints  were  involved  in  the  other 
cases,  and  all  closely  resembled  rheumatoid 
disease.  One  patient  had  an  intractable  and 
painful  ulcer  of  the  leg,  previously  recorded  as 
characteristic  of  rheumatoid  arthritis. 

Laboratory. — Chest  x-rays  were  normal.  The 
sedimentation  rates  (Westergren)  were  con- 
sistently elevated.  Skin  tests  for  lymphopathia 
venereum,  histoplasmosis  and  coccidiodomycosis 
were  negative.  The  feces  failed  to  show  any 
pathogenic  bacteria.  Gastric  secretions  were 
normal.  Tests  for  lupus  erythematosus  cells 
were  negative.  The  plasma  globulin  usually 
was  elevated,  and  a normocytic  anemia  was  not 
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unusual. 

Method  of  Study. — These  patients  had  been 
under  prolonged  observation,  and  the  previous 
course  of  their  illness  was  known.  The  response 
to  medical  treatment  had  been  unsatisfactory. 
A course  of  placebo  therapy  with  intravenous 
sterile  saline  and  lactose  tablets  for  a period  of 
twelve  weeks  produced  no  beneficial  response. 
Six  of  the  patients  had  previously  received 
ACTH  or  corticosteroids  with  some  benefit,  but 
these  medications  were  discontinued  because  of 
edema,  hypertension,  severe  depression,  manic 
behavior,  urticaria,  severe  headaches,  or  infec- 
tion. 

Dose  Schedule. — Gold  sodium  thiosulfate  in  a 
sterile  aqueous  solution  was  administered  intra- 
venously in  a dose  of  5 mg.  twice  a week.  Buta- 
zolidin,  100  mg.,  was  prescribed  orally  after 
breakfast  each  day.  No  specific  diet  was  recom- 
mended. There  was  little  or  no  evidence  of  any 
effect  for  usually  eight  to  sixteen  weeks.  At  this 
time,  if  a good  response  occurred,  the  patient  ex- 
perienced an  improvement  in  the  bowel  symptoms 
and  later  in  the  joints.  The  general  health  im- 
proved, and  there  was  more  endurance  and  a gain 
in  weight.  Later,  the  sedimentation  rate  returned 
to  normal  limits.  As  the  patient’s  condition 
progressed,  treatments  were  decreased  to  once  a 
week  and  Butazolidin,  100  mg.,  was  prescribed 
every  other  day. 

Results 

The  grade  of  response  was  classified  as  follows : 

Excellent  or  Complete  Remission. — There 
was  no  evidence  of  colitis,  no  positive  laboratory 
or  systemic  signs  of  rheumatoid  activity. 

Major  Improvement. — There  were  minimal 
signs  of  colitis  and  minimal  joint  swelling. 
Activity  may  persist  and  sedimentation  rate  may 
be  elevated. 

No  Improvement.— All  clinical  and  laboratory 
data  remain  unchanged. 

The  clinical  response  was  excellent  in  five  pa- 
tients. Three  showed  a major  improvement  and 
are  leading  useful  lives.  Two  patients  were 
classified  as  therapeutic  failures.  On  a main- 
tenance schedule  administered  every  two  to  four 
weeks  responsive  patients  retained  their  improve- 
ment. Compared  with  the  dramatic  effect  from 
corticosteroid  or  ACTH  therapy,  the  benefit  from 
gold  therapy  was  slow  but  long  sustained.  The 
likelihood  of  toxic  reactions  was  significantly 
lacking  because  of  the  extremely  small  doses. 
Experience  with  many  patients  on  the  doses  out- 


lined rarely  revealed  any  clinical  signs  of  toxicity 
such  as  pruritus,  leukopenia,  sore  mouth,  metallic 
taste,  or  irritation  of  the  eyes,  mouth,  and  exter- 
nal auditory  canal. 

The  clinical  course  paralleled  the  sedimentation 
rate  in  about  90  per  cent  of  the  cases.  As  a sup- 
plementary measure  Butazolidin  in  small  doses 
was  employed.  It  was  my  impression  that  this 
compound  and  gold  thiosulfate  were  sjmergistic  in 
their  anti-inflammatory  effect  on  the  colitis  and 
the  arthritis. 

Among  the  eight  patients  who  were  either 
greatly  or  moderately  improved,  there  were  no 
relapses  whatsoever  after  one  year. 

Comment 

Little  is  known  of  the  form  gold  salts  assume 
once  they  are  introduced  into  the  blood  stream . It 
has  been  determined  that  after  a soluble  gold  salt 
is  injected  intravenously,  98  per  cent  of  the  gold 
is  contained  in  the  plasma,  only  two  per  cent  in 
erythrocytes,  and  about  0.3  per  cent  in  the  white 
blood  cells.  Gold  salts  and  plasma  protein  com- 
bine within  five  minutes  after  administration. 
This  process  also  takes  place  in  vitro,  but  at  a 
much  slower  rate.  The  combination  is  chemical 
in  nature  and  possesses  a rather  strong  bond. 
The  gold  in  the  plasma  is  probably  bound  by  the 
plasma  beta-globulin  and  is  nondialyzable  after 
twenty-four  hours.  There  is  also  evidence  to 
show  that  the  gold  is  intimately  bound  to  the 
erythrocytes.  Gold  sodium  thiosulfate  will  as- 
sociate itself  with  the  erythrocytes  in  vitro.7 

The  favorable  clinical  response  to  gold  thio- 
sulfate and  Butazolidin  in  eight  of  ten  patients 
with  ulcerative  colitis  and  arthritis  indicates  a 
more  favorable  therapeutic  result  than  could  have 
been  anticipated  with  conventional  treatment. 
Placebos  were  ineffective,  and  the  role  of  sugges- 
tion appeared  to  be  minimal.  There  were  no  side- 
effects.  One  patient  with  a painful,  intractable 
leg  ulcer  showed  complete  healing.  The  cause  of 
this  rare  and  troublesome  phenomenon  is  not 
known,  but  it  is  believed  to  occur  in  severe  cases 
of  rheumatoid  arthritis.8 

Phenylbutazone  (Butazolidin),  su  pyrazolon 
derivative,  possesses  an  analgesic  and  anti- 
inflammatory effect  in  rheumatoid  arthritis.  It 
does  not  produce  a cure,  and  improvement  is 
only  maintained  by  continuous  administration  of 
the  drug.  A wide  range  of  toxic  effects  has  been 
reported.  With  the  use  of  small  doses,  as  re- 
corded here,  no  drug  reaction  was  observed. 

It  is  conceivable  that  gold  salts  in  combination 
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with  Butazolidin  can  suppress  the  inflammatory 
process  effectively  and  prevent  extensive  damage 
to  the  colon  and  to  the  joints.  The  mechanism 
of  the  remissions  induced  by  gold  is  unknown. 
The  possible  relationship  of  ulcerative  colitis  to 
disorders  of  connective  tissue  and  to  hyper- 
sensitivity phenomena  may  supply  important 
clues  to  the  understanding  of  this  dread  disease. 
The  possibility  exists  that  this  therapy  may  be  of 
value  in  the  management  of  regional  ileitis. 
Because  the  course  of  ulcerative  colitis  is  unpre- 
dictable, prolonged  maintenance  therapy  is  indi- 
cated. These  patients  were  ultimately  restored 
to  health  without  recourse  to  steroids  or  surgical 
measures. 

Summary  and  Conclusions 

Ten  patients  with  ulcerative  colitis  and  arthri- 
tis were  treated  with  minimal  doses  of  gold  sodium 
thiosulfate  and  Butazolidin  over  a period  of  two 
years.  In  this  small  series  the  course  of  the 
disease  was  definitely  ameliorated.  Eight  pa- 
tients showed  a significant  improvement  with 
unmistakable  signs  of  a return  to  normal  function. 
No  benefit  was  observed  in  this  group  over  a 
three-month  period  with  placebo  therapy. 

When  administered  in  sufficient  quantities  and 
with  adequate  precautions,  these  compounds 
appear  to  have  a decisive  effect  on  the  course  of 
this  dread  disease. 


Addenda 

Recently  a patient  with  a twenty-year  history 
of  chronic  ileitis,  averaging  six  to  20  bowel  move- 
ments a day,  was  admitted  to  the  hospital  for  a 
follow-up  survey.  This  patient  also  suffered  from 
a spondylitis  and  a painful  right  hip.  No  medi- 
cation used  seemed  to  help  in  the  slightest  degree. 
There  was  no  response  to  placebo  therapy.  How- 
ever, on  a course  of  parenteral  injections  of  10  mg. 
of  gold  sodium  thiosulfate  twice  a week,  400  mg. 
of  meprobamate  after  meals  and  100  mg.  of  Buta- 
zolidin daily  he  developed  a complete  remission  of 
both  conditions.  For  the  first  time  in  twenty 
years  he  has  one  to  three  normal  bowel  move- 
ments daily  and  has  maintained  this  remission  for 
the  past  four  months. 

90-36  149th  Street 
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Use  of  Relaxin  in  the  Treatment  of  Scleroderma 


Use  of  the  hormone  relaxin  (Releasin,  Warner- 
Chilcott)  in  patients  with  scleroderma  was  suggested 
by  experimental  studies  of  its  effects  on  connective 
tissue  of  the  rat  in  which  increased  elasticity  of  the 
skin  was  demonstrated.  Twenty-three  patients  in 

I different  stages  of  scleroderma  were  studied  for  six 
to  thirty  months.  It  was  found  that  parenteral 
injection  of  this  hormone  induced  significant  but 
varying  degrees  of  improvement  in  such  manifesta- 


tions as  skin  tightness,  Raynaud’s  phenomenon,  and 
trophic  ulceration.  Several  patients  were  able  to 
go  back  to  work.  Most  striking  were  the  relief  of 
vasospasm  and  healing  of  trophic  ulceration.  Other 
manifestations  of  the  disease  (renal,  pulmonary, 
myocardial)  were  not  altered.  No  toxic  effects 
were  noted  in  this  series. — Gus  G.  Casten,  M.D., 
Robert  J.  Boucek,  M.D.,  Journal  of  the  American 
Medical  Association , January  25, 1958 
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(From  die  Department  of  Surgery,  New  York  University  Post-Graduate  Medical  School  and  the  Fourth  Surgical 

Division,  Bellevue  Hospital)* 


Two  recent  reports  have  drawn  the  attention 
of  the  medical  profession  to  the  concomitance 
of  two  apparentl}'  unrelated  diseases.1*2  The 
following  case,  briefly  mentioned  in  the  discussion 
of  one  of  the  reports,1  is  reported  here  in  full  for 
two  reasons:  First,  to  point  out  once  more  that  an 
elevated  serum  calcium  always  should  induce  high 
suspicion  of  the  possibility  of  parathyroid  disease 
and  second,  to  speculate  on  the  possibilities  of 
causative  interrelationships  between  the  two 
diseases. 

Case  Report 

A sixty- three-year-old  Negro  dishwasher  whose 
chief  complaint  was  abdominal  pain  of  forty-eight 
hours’  duration  was  admitted  to  the  University 
Hospital,  for  the  first  time,  on  September  15,  1956. 

Present  Illness:  Seventy-two  hours  prior  to 

admission  and  approximately  one-half  hour  after 
eating  a routine  meal  of  eggs  and  potatoes  the  pa- 
tient was  seized  by  a pain  in  the  abdomen.  It  was 
at  first  intermittent  and  radiated  from  the  right 
flank  to  the  epigastrium  and  later  to  the  umbilical 
and  right  upper  quadrant  areas.  It  was  occasion- 
ally accompanied  by  nausea  and  rarely  by  vomiting. 
The  pain  became  very  severe  and  steady  twenty- 
four  hours  prior  to  admission.  He  vomited  twice 
and  was  admitted  to  Gouverneur  Hospital  where  it 
was  found  that  he  had  an  elevated  serum  amylase. 
He  was  given  antibiotics  and  intravenous  fluids 
prior  to  transfer  to  this  hospital  for  study  and 
treatment. 

Previous  History:  The  patient  was  known  to 
be  hypertensive  for  many  years.  He  had  had  some 
weight  loss  in  the  previous  five  months  and  a very 
vague  history  (which  was  not  obtained  until  his 
second  admission)  of  leg  and  back  pain.  He  stated 
that  for  one  week  prior  to  admission  he  experienced 
obstipation. 

Physical  Examination:  The  patient  was  an 

elderly  Negro  who  was  gravely  ill,  dehydrated,  and 
obviously  in  considerable  pain.  His  temperature 
was  100.4  F.,  pulse  140,  and  respirations  22.  The 

* Supported  by  a grant  from  the  John  A.  Hartford  Foun- 
dation. 


positive  findings  were  as  follows:  there  were  de- 

creased breath  sounds  in  the  left  chest  posteriorly. 
The  heart  was  enlarged  to  the  left  with  a coarse 
systolic  murmur.  The  blood  pressure  was  150/120. 
The  abdomen  was  distended,  tympanitic,  and  silent. 
There  was  diffuse  tenderness  maximal  in  the  epi- 
gastrium with  rebound  tenderness  throughout,  re- 
ferred to  the  same  point.  The  abdomen  was  dif- 
fusely resistive  with  very  marked  spasm  in  the  upper 
quadrants. 

Laboratory  Data:  Urinalysis  revealed  a spe- 
cific gravity  of  1,020,  a trace  of  protein,  0.25  mg.  of 
sugar,  and  a trace  of  acetone.  Casts  were  present 
in  the  sediment.  Blood  analysis  revealed  16.3  Gm. 
of  hemoglobin  and  a white  cell  count  of  17,500  with 
92  per  cent  polvmorphonuclears  and  a marked  shift 
to  the  left.  Clotting  time  was  four  minutes  and 
thirty-five  seconds.  Serum  am}dase  was  31.6 
units.  (Normal  limits  for  this  laboratory  are  1.0  to 
2.5.) 

X-ray  film  of  the  chest  showed  an  enlarged  heart 
and  a tortuous  aorta.  A plain  film  of  the  abdomen 
showed  dilatation  of  jejunal  loops. 

Course  in  Hospital:  An  abdominal  tap  with  a 

number  13  trocar  needle  was  performed  in  the  right 
lower  quadrant  productive  of  2 cc.  of  serosanguine- 
ous  fluid.3  An  amylase  on  this  fluid  performed  si- 
multaneously with  serum  amylase  was  read  at  36.5. 
An  Einhorn  tube  was  passed  to  the  stomach  but 
could  not  be  advanced  into  the  duodenum.  The 
patient’s  condition  deteriorated  rapidly  with  onset 
of  shock  and  severe  mental  confusion.  In  addition 
to  suitable  amounts  of  intravenous  saline  and  of  5 
per  cent  glucose  in  water,  a transfusion  of  500  cc. 
of  citrated  whole  blood  was  given  with  some  im- 
mediate improvement  resulting.  Every  eight  hours 
in  the  first  twenty-four  hours  he  was  given,  through 
the  Einhorn  tube,  1,000  mg.  of  propylthiouracil 
dissolved  in  60  cc.  of  water  adjusted  to  a pH  of  9.36 
with  sodium  hydroxide.  This  was  allowed  to  re- 
main for  two  hours,  and  suction  was  then  applied 
to  the  stomach  for  the  remainder  of  the  eight-hour 
period.  Oliguria  was  present  and  a Foley  catheter 
was  passed.  Further  medications  consisted  of 
Achromycin,  2 Gm.  daily,  atropin  sulfate  grains, 
1/150  subcutaneously  every  two  hours  to  tolerance, 
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TABLE  I. — Laboratory  Determinations  during  Patient’s  First  Admission 
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September  27 
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18.8 

2.4 

8.4 

1.6 

October  2 
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7.4 

1.8 
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22 

11 

October  10 

26 
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and  an  additional  500  cc.  of  whole  citrated  blood. 
On  the  second  day  he  received  2 Gm.  of  propyl- 
thiouracil, and  on  the  third  and  fourth  daj’s  1 Gm. 
daily  through  the  same  route. 

His  condition  improved  slowly  for  forty-eight 
hours,  and  the  belly  became  softer.  The  maximum 
temperature  was  102.6  F.  on  the  second  day,  and 
the  pulse  gradually  receded  from  its  maximum  of  144 
on  the  first  day.  By  the  fourth  day  the  belly  was 
flat,  and  peristaltic  sounds  were  present.  Table  I 
summarizes  the  most  important  of  the  laboratory 
determinations,  among  which  serum  calciums  will 
be  noted  as  elevated.  In  addition  to  those  deter- 
minations listed  here,  there  was  another  determina- 
tion of  peritoneal  fluid  amylase  done  on  the  fourth 
day  which  was  44.1  mg.  per  cc.  An  alkaline  phospha- 
tase was  4.3  Bodansky  units.  The  patient  had  a bowel 
movement  on  the  sixth  day  at  which  time  his  course 
became  slightly  febrile.  This  was  followed  by  per- 
sistence of  lethargy,  pain  in  a swollen,  tender  left 
ankle,  and  slight  mental  confusion.  By  the  seven- 
teenth day  these  signs  and  symptoms  had  subsided. 
Electroencephalography  showed  no  specific  changes. 
An  electrocardiogram  showed  changes  interpreted 
as  consistent  with  hypercalcemia.  A determination 
of  spinal  fluid  calcium  was  6.6  mg.  per  cent.  Uri- 
nary calcium  output  was  determined  on  the  seventh 
and  tenth  days  as  0.96  and  0.47  Gm.  per  twenty- 
four  hours  respectively.  On  the  fourteenth  day  a 
cholecystogram  showed  normal  function.  An  up- 
per gastrointestinal  tract  barium  study  on  the 
twentieth  day  showed  pressure  from  the  pancreas 
on  the  duodenal  loop,  with  antral  and  bulbar  spasm 


and  hyperirritability.  The  possibility  of  an  ulcer 
niche  was  considered.  X-rays  of  the  lower  back 
showed  narrowing  of  lumbosacral  joint  with  hyper- 
trophic osteophyte  formation.  X-ra}’s  of  the  hands 
show’ed  slight  decalcification  at  the  ends  of  the 
bones.  The  patient’s  condition  improved,  and  he 
w'as  discharged  to  a convalescent  home  on  October 
10,  the  twenty-sixth  hospital  day. 

Intervening  History:  The  patient  unexpect- 

edly left  the  convalescent  home  and  w'as  tempo- 
rarily lost  for  follow-up  examinations.  Forty-two 
days  after  discharge  he  was  again  seized  with  an  at- 
tack of  severe  abdominal  pain  and  vomiting.  He 
w*as  taken  to  another  hospital  where  an  appendec- 
tomy wras  performed.  The  pathologic  report  on  the 
tissue  reported  submucosal  edema.  By  this  time 
wre  had  located  the  patient,  and  he  w as  readmitted 
to  University  Hospital. 

Second  Admission:  On  November  30,  1956, 

fifty-one  days  after  his  previous  discharge,  the 
patient  w’as  readmitted  to  University  Hospital. 
He  gave  a history  at  this  time  that  during  the  inter- 
val prior  to  admission  to  the  other  hospital  he  had 
had  fairly  regular  recurrence  of  moderate  amounts 
of  abdominal  pain  every  tw  o to  three  days  and  that 
these  w’ere  occasionally  followed  by  diarrhea.  His 
postsurgical  course  had  been  uneventful.  On  phys- 
ical examination  the  patient  wras  noted  to  be  slightly 
dehydrated  but  in  no  immediate  distress.  His  tem- 
perature w’as  99.6  F.,  pulse  80,  respirations  18,  and 
blood  pressure  160/100.  There  w'as  a healing  right 
rectus  incision.  Otherwise,  there  wrere  no  new’  find- 
ings. 
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Fig.  1.  Tumor  of  the  right  superior  parathyroid 
gland,  measuring  2.4  by  1.5  by  1 cm. 


Second  Course  in  Hospital:  On  conservative 
therapy  his  chart  returned  to  normal,  and  the 
wound  healed  well,  although  his  amylase  continued 
mildly  elevated.  A secretin  test  of  duodenal  drain- 
age on  the  second  hospital  day  showed  slight  de- 
pression of  volume,  bicarbonate,  and  amylase 
values  (75.5  cc.,  59.6  mEq.  per  liter,  and  232  units 
respectively). 

A glucose  tolerance  test  gave  normal  findings. 
Further  x-ray  studies  showed:  (1)  demineralization 


of  the  phalanges,  (2)  cystic  areas  in  the  femora  and 
the  occiput,  and  (3)  absence  of  characteristic 
changes  of  hyperparathyroidism  in  the  mandible 
and  maxilla.  A summary  of  certain  of  his  labora- 
tory findings  is  given  in  Table  II.  Excretion  of 
calcium  was  0.03  Gm.  per  day  (subnormal  value) 
and  of  phosphates,  2.8  Gm.  per  day  (normal). 
Alkaline  phosphatase  was  5.3  units,  and  acid  phos- 
phatase was  1 unit.  The  urine  was  negative  for 
Bence  Jones  protein.  Electrophoretic  study  of  the 
plasma  protein  showed  a normal  pattern.  A sternal 
marrow  aspiration  showed  normal  cellular  compo- 
nents. Careful  palpation  of  the  neck  by  four  of  the 
attendings  and  five  of  the  resident  staff  failed  to 
reveal  any  abnormal  masses.  On  the  thirteenth 
hospital  day  the  neck  was  explored  by  Dr.  L.  R. 
Slattery  through  a transverse  thyroid  incision,  re- 
vealing a well-encapsulated,  easily  enucleated  tumor 
of  the  right  superior  parathyroid  gland,  measuring 
2.4  by  1.5  by  1 cm.  It  was  of  a pale  tan  color  and 
contained  multiple  cystic  areas  (Fig.  1).  The 
pathologic  report  is  presented  in  full  below. 

Pathologic  Report. — Sections  showed  an  encapsu- 
lated tumor  composed  of  uniform  cells  closely 
packed  in  a sheetlike  and  trabeculated  pattern 
resembling  that  of  parathyroid  gland.  The  cells 
possessed  pale  cytoplasm  and  occasionally  were 
vacuolated,  but  large  Iwdropic  cells  of  the  water- 
clear  type  were  not  observed.  Some  cells  were  bi- 
nucleated.  Mitotic  figures  were  not  noted.  Nu- 
merous blood  vessels  ran  through  the  tumor,  and  a 


TABLE  II. — Laboratory  Determinations  during  Patient’s  Second  Admission 
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few  small  cystic  areas  were  scattered  about.  The 
condition  was  diagnosed  as  adenoma  of  the  para- 
thyroid gland. 

The  postoperative  course  was  smooth  until  the 
fifth  day  when  the  onset  of  pyrexia  was  accom- 
I panied  by  pain  in  the  ankles  (the  left  more  than  the 
I right)  and  hands  (the  right  more  than  the  left). 

He  had  developed  a mild  anemia  although  the 
I stools  were  guaiac  negative,  and  he  was  given  2,000 
cc.  of  whole  blood  during  the  course  of  a week.  The 
serum  calcium  fell  to  6.8  mg.  per  cent,  its  minimum 
value,  on  the  ninth  postoperative  day,  at  which 
time  the  patient  required  the  administration  of  in- 
I travenous  calcium  gluconate.  The  patient  at  no 
I time  had  any  further  abdominal  pain  and  was 
I eating  well  at  the  time  of  discharge.  The  joint 
| pains  cleared  except  in  the  right  wrist  and  hand 
which  remained  swollen  at  the  time  of  his  discharge 
i on  the  thirty-fifth  hospital  day.  Figure  2 sum- 
marizes the  more  significant  chemical  findings. 

Subsequent  Course:  As  of  February  18,  1958, 
there  had  been  no  abdominal  complaint,  nausea, 

I vomiting,  or  diarrhea.  Intermittent  joint  pains 
of  somewhat  aberrant  character  continued  for 
j several  months,  and  the  patient  was  admitted  for 
study  at  Bellevue  Hospital  where  a diagnosis  of 
> shoulder-hand  syndrome  was  made.  His  serum 


calcium  and  phosphorus  have  remained  within  nor- 
mal limits,  and  functional  tests  of  pancreatic  ade- 
quacy were  within  normal  limits.  He  was  followed 
closely  in  Pancreatitis  Clinic  of  this  hospital  until 
one  year  after  onset  of  symptoms.  At  the  time  of 
writing  he  is  in  another  state,  free  of  symptoms  and 
gainfully  employed. 

Comment 

A consistently  elevated  serum  calcium  in  the 
presence  of  adequate  renal  function,  particularly 
in  conjunction  with  a positive  Sulko witch  test, 
is  sufficient  evidence  to  warrant  surgical  search 
for  parathyroid  disease.  This  is  the  major  lesson 
to  be  learned  from  the  present  case.  Further- 
more, it  must  be  remembered  that  acute  hemor- 
rhagic pancreatitis  maj^  sharply  lower  the  pre- 
existing serum  calcium  level  and  that,  therefore, 
if  the  level  be  “normal”  in  the  acute  phase  of  the 
disease,  a repeat  determination  should  be  done 
after  recovery.  At  this  time  elevation  of  blood 
calcium  from  parathyroid  hyperactivity,  if  pres- 
ent, will  not  be  masked  by  the  intra-abdominal 
disease. 

In  their  discussion  of  two  similar  cases,  Cope  et 
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al.1  speculate  on  the  possible  etiologic  interrela- 
tionship between  the  two  diseases.  Certainly 
the  present  case  supports  their  contention  that 
it  is  most  unlikely  that  the  adenoma  could  be  the 
sequel  of  the  pancreatic  disease. 

On  the  other  hand,  this  case  lends  little  support 
to  the  hypothesis  that  the  pancreatitis  proceeds 
from  intraductal  lithiasis,  itself  a sequel  of  hyper- 
parathyroidism. The  postoperative  response  to 
removal  of  the  tumor  was  too  prompt  and  too 
complete  to  suggest  this.  In  Cope’s  et  al.  re- 
ported case,  which  came  to  autopsy7,  there  was 
no  radiologic  evidence  of  pancreatic  or  biliary 
lithiasis,  and  no  calculi  were  noted  at  post- 
mortem. In  fact,  the  evidence  from  the  litera- 
ture cited  by  these  authors  is  almost  conclusively 
opposed  to  the  hypothesis  that  ductal  stones 
cause  the  pancreatitis  reported  in  association  with 
hyperparathyroidism. 

Shall  we  conclude,  then,  that  the  coexistence  of 
these  diseases  is  purely  coincidental?  It  is  our 
belief  that  the  present  case  tends  to  refute  this 
possibility  because  of  the  dramatic  relief  which 
immediately  followed  removal  of  the  endocrine 
adenoma.  A similar  situation  exists  with  regard 
to  the  coexistence  of  duodenal  ulcer  and  hyper- 
parathyroidism for  which  there  presently  exists  no 
adequate  physiochemical  explanation.  Here, 
too,  the  disappearance  of  the  ulcer  diathesis  with 
removal  of  the  offending  tumor  would  seem  to 


point  to  a sequential  relationship  without  offering 
any  causative  explanation.4 

The  clinical  evidence  strongly  suggests  the 
need  for  a more  complete  understanding  of  the 
general  effects  of  hyperparathyroidism  on  the 
organism,  with  particular  emphasis  on  the  duode- 
num and  pancreas.  Many  studies,  particularly 
that  of  Barlow  et  al.6  on  gastroduodenal  circula- 
tion and  work  of  our  own6  and  of  others7-9  on 
pancreatitis,  suggest  that  the  vascular  responses 
of  the  involved  organs  may  prove  to  be  important 
links  in  such  causative  relationships. 

It  is  anticipated  that  sufficiently  high  suspicion 
will  lead  to  the  discovery  of  other  cases  of  pan- 
creatitis associated  with  hyperparathyroidism  and 
parathyroid  adenoma. 
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Tranquilizer  Used  in  Childbirth 


Still  another  use  has  been  made  of  one  of  the  tran- 
quilizers: to  relieve  pain  and  to  produce  relaxation 
during  childbirth. 

The  drug  promazine  was  given  intravenously7  to 
100  women  by  Drs.  Stanley  P.  Wegryn  and 
Robert  A.  Marks,  New  Orleans.  Also  given  to 
the  women  were  a spinal  anesthesia  and  merperi- 
dine,  a pain-relieving  drug. 

Writing  in  the  August  16  Journal  of  the  American 
Medical  Association,  they  said  excellent  results  were 


achieved  in  57  of  the  women  and  good  results  in  29. 
Promazine  has  a “marked  relaxing  effect”  and  helps 
prevent  vomiting.  It  also  seems  to  have  some  prop- 
erties that  help  the  patient  to  forget  part  or  all  of 
the  labor,  the  doctors  said.  They  noted  that  the 
drug  should  not  be  given  to  persons  with  asthma, 
since  it  produces  brief  nasal  and  throat  congestion. 

The  authors  are  in  the  department  of  obstetrics 
and  gymecology7,  U.S.  Public  Health  Service 'Hospital, 
New  Orleans. 
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A rteriosclerotic  peripheral  vascular  disease 
-l\.  is  so  prevalent  that  every  practicing 
physician  is  confronted  frequently  with  its  prob- 
lems. Despite  extensive  research,  the  basic 
cause  of  arteriosclerosis  remains  obscure.  The 
j presenting  symptom  may  be  intermittent  claudi- 
cation, rest  pain,  infection,  ulceration,  or  even 
frank  gangrene.  There  is  no  one  method  of 
treatment.  Each  patient  must  be  evaluated 
individually  to  assure  effective  therapy. 

Clinical  Diagnosis 

The  detection  of  arteriosclerotic  occlusive 
vascular  disease  is  simple.  The  presenting 
symptom  is  a result  of  tissue  ischemia.  If  the 
obstruction  is  in  the  lower  abdominal  aorta, 
there  may  be  intermittent  claudication  in  the 
hip  region  and  sexual  disturbances.  If  the 
block  is  in  the  iliac  arteries,  the  pain  on  exercise 
usually  occurs  in  the  thighs.  With  superficial 
femoral  artery  occlusion,  there  is  intermittent 
claudication  of  the  calf  muscles.  If  there  is 
involvement  of  the  smaller  vessels  supplying 
| the  skin,  there  may  be  coldness,  dependent 
I rubor,  or  even  gangrene.  The  pain  of  intermit- 
tent claudication  is  relieved  almost  immediately 
by  rest,  and  the  patient  can  then  usually  walk  the 
same  distance  before  experiencing  similar  pain. 


Inspection  of  the  involved  areas  often  will 
reveal  evidence  of  ischemia.  If  the  major 
arteries  are  blocked  but  there  is  good  collateral 
circulation,  the  skin  may  appear  normal. 
As  the  arteriosclerotic  process  becomes  more 
advanced  the  skin  becomes  cold,  and  there  may 
be  dependent  rubor  and  pallor  on  elevation. 
The  venous  filling  may  be  poor,  and  there  may 
be  loss  of  hair  and  atrophy  of  the  skin  and  nails. 
The  involved  extremity  may  be  smaller  in 
circumference  than  normal.  In  advanced  cases, 
gangrene  may  supervene. 

Palpation  is  of  value  in  determining  the  exact 
site  of  arterial  occlusion.  The  abdominal  aorta 
should  be  palpated  and  the  fingers  then  run 
downward  to  the  foot,  palpating  the  iliac, 
femoral,  popliteal,  posterior  tibial,  and  dorsalis 
pedis  arteries.  Palpation  alone  often  makes  an 
exact  diagnosis.  The  majority  of  patients  who 
complain  of  intermittent  claudication  have 
occlusion  of  the  superficial  femoral  artery. 
The  common  femoral  artery  does  not  often 
become  occluded.  Palpation  also  aids  in  re- 
vealing a line  of  demarcation,  below  which  the 
skin  is  colder  than  normal.  This  site  is  usually 
several  inches  below  the  level  of  obstruction. 
Oscillometry  is  a valuable  adjunct  in  confirming 
the  clinical  diagnosis.  The  reading  is  abruptly 
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and  markedly  decreased  immediately  below  the 
level  of  the  arterial  block. 

Radiologic  Diagnosis 

Until  recently,  if  a patient  had  arteriosclerotic 
occlusive  disease,  medical  therapj^  was  given, 
but  there  was  little  hope  for  dramatic  improve- 
ment. In  many  patients  there  was  spontaneous 
improvement,  with  the  development  of  collateral 
circulation,  and  many  of  these  benefits  were 
attributed  to  the  drugs  given.  In  recent  years, 
with  the  development  of  aortography,  arteriog- 
raphy, and  vascular  surgery,  many  patients 
can  be  helped  considerably  by  appropriate 
therapy.  Radiologic  visualization  of  the  aorta, 
iliac,  and  femoropopliteal  arteries  has  been  of 
great  importance  in  the  development  of  vascular 
surgery.  If  a localized  arterial  block  can  be 
demonstrated,  and  there  is  good  “run-off” 
(patent  vessels  distally),  it  is  often  possible  to 
bypass  the  obstruction  with  a blood  vessel  graft 
or  prosthesis. 

Aortography  is  used  to  visualize  the  abdominal 
aorta  and  its  branches.  It  can  be  performed 
under  local  anesthesia.  Using  the  prone  posi- 
tion, a long  number  17  gauge  needle  is  inserted, 
just  lateral  to  the  sacrospinalis  muscles,  below 
the  lower  border  of  the  twelfth  rib.  By  ad- 
vancing the  needle  in  a mesial  and  cephalad 
direction,  the  aorta  can  be  punctured  easily. 
Twenty  to  30  cc.  of  a contrast  medium,  such  as 
50  to  70  per  cent  Urokon,  are  injected,  and  rapid, 
serial  x-ray  exposures  are  made.  This  allows 
visualization  of  the  aorta,  iliac,  and  femoral 
arteries. 

With  any  diagnostic  procedure  there  are 
certain  inherent  risks.  Spinal  cord  injury  has 
been  produced  in  dogs  by  intra-aortic  injections 
of  radiopaque  material.1  A large  volume  of 
contrast  medium,  injection  near  a major  radicular 
artery,  and  use  of  the  supine  position  seemed  to 
increase  the  frequency  and  extent  of  spinal  cord 
damage.  A survey  of  13,207  abdominal  aorto- 
grams  by  McAfee2  revealed  37  deaths  and  98 
serious  complications.  The  over-all  complication 
rate  was  1.02  per  cent  and  the  mortality  rate 
0.28  per  cent.  Renal  damage  from  the  contrast 
medium  was  the  most  important  complication, 
usually  resulting  from  excessive  injections, 
direct  renal  artery  injections,  or  injections  in 
patients  with  high  aortic  obstruction.  The 
danger  of  complications  appeared  to  be  greater  if 
spinal  or  general  anesthesia  was  used,  if  excessive 
amounts  of  dye  were  injected,  or  if  the  needle 


tip  was  in  close  proximity  to  the  major  anterior 
radicular  artery.  Less  frequent  complications 
included  hemorrhage  from  the  puncture  site 
and  cardiovascular,  gastrointestinal,  and  general 
anesthetic  disturbances. 

One  of  the  most  important  factors  in  preventing 
the  complications  of  aortography  is  the  careful 
selection  of  patients.  It  is  not  always  necessary 
or  desirable  to  use  aortography,  since  a precise 
diagnosis  can  often  be  made  by  simpler,  safer, 
and  less  time-consuming  measures.  Aortog- 
raphy is  unnecessary  in  the  majority  of  ab- 
dominal aneurysms  since  the  diagnosis  usually 
can  be  made  by  clinical  symptoms  and  signs. 
It  is  also  superfluous  in  the  localization  of 
peripheral  emboli.  There  are  also  definite 
contraindications.  Marked  calcification  in  the 
aortic  wall  at  the  proposed  site  of  injection, 
aneurysm  at  the  injection  level,  inability  of  the 
patient  to  tolerate  the  prone  position,  distortion 
of  landmarks  due  to  spinal  deformity,  and 
neurologic  disease  of  the  lower  extremities  are 
all  factors  which  make  aortography  hazardous.3 
When  a contraindication  exists  and  visualization 
is  considered  essential,  the  transfemoral  route 
may  be  used.  Femoral  aortography  is  generally 
a more  benign  diagnostic  procedure  than  aortog- 
raphy. If  the  femoral  artery  is  to  be  used  for 
either  retrograde  catheterization  or  local  dye 
injection,  it  must  exhibit  a fairly  normal  pulse. 
Percutaneous  injection  should  be  reserved  for 
individuals  with  an  easil}T  palpable  artery  which 
is  covered  by  a minimum  of  subcutaneous  fat. 
The  percutaneous  method  should  be  abandoned 
in  favor  of  a cut-down  after  two  or  three  at- 
tempts at  arterial  puncture  have  failed.  The 
cut-down  technic  is  safer,  since  adequate  ex- 
posure of  the  vessel  implies  less  needle  trauma, 
allows  better  selection  of  a puncture  site,  mini- 
mizes hematoma  formation,  and  allows  better  ap- 
praisal as  to  the  amount  of  external  com- 
pression after  withdrawal  of  the  needle  or  catheter. 

Although  the  complications  associated  with 
aortography  cannot  be  completely  eliminated, 
the  following  measures  are  useful  in  minimizing 
their  occurrence:2  (1)  A test  film  should  be 
performed  after  injection  of  5 cc.  of  the  medium 
to  guard  against  direct  injection  into  the  renal 
artery  or  other  aortic  branches.  (2)  The  aortic 
needle  should  be  inserted  at  a high  level,  well 
above  L-2.  If  examination  of  the  upper  aorta 
is  not  essential,  the  injection  should  be  well 
below  the  level  of  the  renal  arteries.  (3>  The  use 
of  local  anesthesia.  (4)  Avoiding  abdominal 
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compression  and  the  two-needle  aortogram 
technic.  (5)  Excessive  amounts  of  contrast 
medium  (over  30  cc.)  should  be  avoided.  (6) 
Give  the  least  possible  number  of  injections  of 
dye.  (7)  The  least  toxic  contrast  medium 
should  be  used.  (8)  Have  antihistamine  drugs 
and  cortisone  available  in  case  of  serious  systemic 
reactions. 

Surgical  Treatment 

Patients  usually  desire  relief  from  intermittent 
claudication  even  though  it  does  provide  pro- 
tection for  ischemic  muscles  by  limiting  physical 
activity.  Definitive  treatment  is  even  more 
! essential  for  the  symptoms  of  more  advanced 
arteriosclerotic  occlusive  disease.  The  problem 
in  evaluating  methods  of  treatment  is  the 
difficulty  in  measuring  precisely  the  arterial 
flow  to  muscles.  The  literature  is  replete  with 
“effective”  drugs,  but  since  there  is  a tendency 
toward  spontaneous  improvement  as  collateral 
circulation  improves,  it  is  difficult  to  assess 
objectively  any  specific  treatment.  A thorough 
medical  examination  should  be  followed  by  a 
detailed  survey  of  all  major  arteries.  Femoral 
arteriography  or  aortography  may  be  necessary 
to  define  the  extent  of  arterial  obstruction. 
If  the  process  is  diffuse,  lumbar  sympathectomy 
may  be  of  value,  but  direct  arterial  surgery 
is  not  feasible.  All  patients  are  encouraged  to 
| walk  and  exercise  the  legs  as  much  as  possible 
(within  their  tolerance),  since  exercise  is  an 
I excellent  stimulant  for  collateral  circulation. 

Smoking  is  prohibited,  and  whiskey  is  used  as  a 
| vasodilator.  Drugs  have  not  proved  of  great 
I value.  General  measures  to  control  obesity, 
lipemia,  and  diabetes  are  important,  since  these 
I disorders  affect  the  progression  of  arterio- 
sclerosis. 

Lumbar  Sympathectomy. — Excision  of  a por- 
tion of  the  lumbar  sympathetic  chain  has  proved 
I of  value  in  the  treatment  of  peripheral  arterial 
I disease.  Although  sympathectomy  for  upper 
extremity  disease  has  not  been  completely 
satisfactory  as  far  as  permanent  sympathetic 
denervation  is  concerned,  the  lower  extremity 
operation  has  yielded  consistently  good  results. 
It  is  indicated  in  patients  with  superficial  leg 
ulcers  or  other  complications  of  skin  ischemia. 
After  operation  there  is  usually  an  increased 
blood  flow  to  the  skin.  There  is  still  doubt  as  to 
whether  this  procedure  increases  blood  flow  to 
the  muscles,  thereby  improving  intermittent 
claudication.  The  preferred  operations  to  im- 


prove muscle  blood  flow  in  selected  patients 
are  thromboendarterectomy  and  grafting  pro- 
cedures. 

Sympathectomy  is  usually  performed  under 
spinal  or  general  anesthesia  via  a retroperitoneal 
approach.  If  the  area  of  ischemia  lies  distal 
to  the  knee,  L-2  to  L-4  of  the  sympathetic  chain 
should  be  excised.  If  the  thigh  is  involved, 
L-l  also  should  be  removed.  Some  surgeons 
advocate  the  excision  of  L-l  in  all  cases.  There 
is  still  doubt  as  to  whether  this  “higher”  operation 
provides  sufficiently  greater  benefits  to  warrant 
its  routine  use.  If  L-l  is  excised  unilaterally, 
there  is  usually  no  significant  sexual  disturbance. 
If  the  operation  is  bilateral,  there  is  a distinct 
possibility  of  sexual  aberrations  postoperatively. 

Thromboendarterectomy. — Although  sym- 
pathectomy has  been  of  value  in  the  preservation 
of  peripheral  tissues,  it  has  left  much  to  be 
desired  in  the  correction  of  intermittent  claudi- 
cation.4 In  1917  Dos  Santos5  described  thrombo- 
endarterectomy, an  operative  technic  for  the 
removal  of  a localized  arterial  obstruction. 
This  procedure  is  made  possible  by  the  existence 
of  a pathologic  cleavage  plane  lying  within  the 
media  of  the  involved  artery,  usually  in  close 
approximation  to  the  internal  elastic  membrane. 
It  is  in  this  plane  that  the  accumulation  of 
cholesterol,  fatty  acid  salts,  and  tissue  debris 
creates  a line  of  separation  between  the  relatively 
uninvolved  and  viable  outer  portion  of  the  media 
and  the  diseased  intima  with  its  contained 
thrombotic  material.  A longitudinal  incision 
into  such  a vessel  is  followed  by  the  spontaneous 
separation  of  the  vessel  wall  into  two  layers. 
After  removing  the  obstruction,  the  artery  is 
reconstructed  by  reapproximating  the  remaining 
media  and  adventitia.  The  occluding  non  viable 
mass  has  been  described  by  Arnulf6  as  “the 
arterial  sequestrum.”  Since  Dos  Santos  per- 
formed the  original  procedure,  Leriche,7  Bazy,8 
Arnulf,6  Wylie,9-10  and  Freeman  and  Gilfillan11 
have  described  the  successful  use  of  this  procedure 
in  the  relief  of  segmental  obstructions  due  to 
arteriosclerosis. 

Arteriography  has  played  a major  role  in 
the  selection  of  patients  for  thromboendarterec- 
tomy. The  procedure  is  seldom  feasible  in 
vessels  smaller  than  the  popliteal  artery.  There 
must  be  adequate  “run-off”  (peripheral  vessels) 
into  which  the  increased  flow  may  be  directed.12 
Suitable  candidates  are  those  who  have  severe 
claudication  or  peripheral  tissue  in  jeopardy  or 
already  necrotic.  After  successful  surgery  the 
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results  which  can  be  anticipated  are  (1)  loss  of 
elevation  pallor  and  dependent  rubor,  (2) 
improved  rest  pain  and  claudication,  and  (3) 
healing  of  superficial  necrotic  lesions.  Patients 
with  major  cardiac,  cerebral,  or  renal  disease 
should  not  be  subjected  to  surgery.  The  possible 
complications  of  surgery  are  hemorrhage, 
thrombosis,  renal  failure,  cerebrovascular  ac- 
cident, and  coronary  occlusion.12  These  compli- 
cations are  what  one  would  expect,  since  the 
arteriosclerotic  process  is  so  diffuse.  In  an 
attempt  to  minimize  these  complications,  Free- 
man and  Gilfillan  have  used  regional  hepariniza- 
tion for  a period  of  one  to  eight  days  after 
thromboendarterectomy.  Subsequent  general- 
ized anticoagulant  therapy  with  Dicumarol  was 
employed.  Hemorrhage  was  not  a complicating 
factor,  and  satisfactory  restoration  of  circulation 
resulted  in  six  of  the  12  patients  operated  on.11 

Bypass  Grafts  for  Occlusive  Arterial 
Disease.— Although  thromboendarterectomy  has 
produced  good  results  in  well-selected  patients, 
the  most  widely  used  and  most  frequently 
successful  procedure  currently  employed  is  the 
bypass  graft  for  arterial  obstruction.  When 
grafting  was  first  attempted,  it  was  customary 
to  excise  the  site  of  obstruction  and  replace  it  with 
a graft.  However,  follow-up  observations  have 
revealed  a considerable  number  of  late  failures. 
It  is  now  considered  more  effective  to  bypass  the 
obstructed  vessel  by  suturing  the  graft  proximal 
and  distal  to  the  occluded  segment.  The  host 
vessel  is  not  disturbed,  and  all  collateral  vessels 
remain  intact.  The  major  problem  is  whether 
there  is  a patent  arten^  suitable  for  anastomosis 
distal  to  the  obstruction.  One  can  always  find  an 
adequate  artery  proximally.  Arteriography  is 
important  in  the  delineation  of  the  involved 
vessels.  If  x-rays  reveal  the  artery  distal  to 
the  obstruction  to  be  of  questionable  caliber, 
exploration  is  indicated  so  that  direct  examination 
of  the  vessel  lumen  can  be  made.  As  in  the  case 
of  thromboendarterectomy,  the  higher  in  the 
arterial  tree  the  obstruction  is,  the  greater  the 
chances  of  success.  Thus,  occlusive  disease 
of  the  aorta  and  iliac  arteries  provides  greater 
opportunities  for  success  than  disease  of  the 
femoral  or  popliteal  vessels. 

Blood  Vessel  Grafts  and  Prostheses 

Increasing  interest  continues  to  be  manifested 
in  the  experimental  and  clinical  uses  of  arterial 
and  venous  grafts.  It  has  long  been  known  that 


autografts  generally  are  superior  to  homografts 
in  the  transplantation  of  any  tissue.  In  contrast 
to  the  difficulty  of  obtaining  arterial  homografts 
it  is  usually  easy  to  secure  suitable  autogenous 
vein  grafts.  Surgeons  have  used  vein  grafts 
to  bridge  defects  of  small  and  medium-sized 
arteries  successfully.  In  a recent  report,  15 
patients  who  had  successful  placement  of  vein 
grafts  for  segmental  arteriosclerotic  occlusion 
in  the  lower  extremities  were  followed  for  two 
to  four  years.13  Localized  aneurysmal  dilata- 
tions were  noted,  but  no  generalized  dilatation 
occurred.  “Late  closure  of  vein  grafts,  at  least 
in  the  cases  reviewed,  seems  to  be  related  to 
improper  selection  of  cases  or  inadequate  re- 
section of  obstructed  segments  rather  than  to 
the  fault  of  the  vein  graft  itself.” 

Surgeons,  however,  have  been  reluctant  to 
employ  vein  grafts  for  the  replacement  of  arteries 
larger  than  the  femoral.  Recent  experimental 
work  revealed  that  vena  cava  grafts  used  to 
replace  the  abdominal  aorta  in  dogs  became 
markedly  dilated  after  fifteen  months.14  Micro- 
scopically, the  “ballooned”  grafts  resembled 
thin-walled  fibrous  sacs.  However,  none  of 
the  six  grafts  observed  for  a period  of  one  to  four 
years  after  implantation  ruptured.  Similar  find- 
ings have  been  reported  by  others.15-18  Thus, 
autogenous  vein  grafts  can  be  used  to  replace  or 
bypass  the  femoral  or  popliteal  artery,  but  they 
are  not  suitable  for  iliac  arter}'  or  aortic  replace- 
ments. 

The  successful  transplantation  of  blood  vessels 
by  Carrel19  and  Klotz  et  al.,20  together  with  the 
report  of  Gross  and  coworkers21'22  on  the  pres- 
ervation and  clinical  utilization  of  homografts 
in  man,  has  stimulated  present-day  interest 
in  arterial  grafts.  A long  period  of  observation 
is  essential  to  evaluate  experimental  or  clinical 
results.  Such  a study  of  human  arteries  stored 
in  sterile  solution,  has  been  carried  out  by 
Lazzarini,  Keefer,  and  Glenn.23  Observations 
over  a period  of  639  days  of  storage  revealed 
progressive  histologic  modifications.  The  nutri- 
ent medium  consisted  of  balanced  salt  solution, 
homologous  serum,  and  antibiotics  in  a controlled 
pH,  and  temperature  range  of  2 to  4 C.  There 
was  a rapid  disappearance  of  cellular  structures 
from  the  media  of  the  vessel  wall.  Growth  of 
fibroblasts  was  not  obtained  after  forty  days  of 
storage.  The  elastic  fibers  remained  without 
significant  microscopic  changes  for  long  periods 
of  time,  providing  the  pH  was  maintained 
within  normal  limits  and  contamination  was 
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avoided.  The  microscopic  changes  noted  in 
preserved  grafts  and  in  implanted  homografts 
were  similar.  The  authors  stress  the  importance 
of  the  elastic  fibers  of  the  media  for  the  successful 
use  of  arterial  homografts.  Coleman,  Deterling, 
and  Parshley24  also  have  demonstrated  gradual 
degeneration  of  the  aortic  wall  in  a homograft 
following  transplantation.  Although  the  elastic 
fibers  persisted  for  periods  of  one  to  two  years, 
the  authors  were  not  convinced  that  the  graft 
would  maintain  its  integrity  for  longer  periods 
of  time. 

Within  the  past  five  years  increasing  indi- 
cations for  excision  or  bypass  procedures  in  the 
treatment  of  aortic  and  peripheral  arterial 
lesions  have  created  a demand  for  vascular 
substitutes  out  of  proportion  to  the  available 
supply  of  arterial  homografts.  Even  if  arterial 
homografts  were  completely  satisfactory,  there 
is  need  for  a graft  made  of  commercially  available 
materials.  A variety  of  prostheses  has  been 
investigated  in  experimental  animals  and 
humans.26  -27  There  has  been  difficulty  evaluat- 
ing the  results  obtained  with  synthetic  grafts 
because  of  the  great  variety  of  materials  used  and 
the  fact  that  no  one  series  has  been  sufficiently 
extensive. 

The  Society  for  Vascular  Surgery  appointed 
a committee  in  1955  for  a detailed  study  of  all 
vascular  prostheses  currently  employed.  The 
results  of  this  study  indicate  that  vascular 
prostheses  may  be  used  effectively  as  aortic 
replacements.25  The  93  per  cent  successful 
results  in  256  cases  compared  favorably  with 
the  use  of  homografts.  From  a functional 
standpoint,  synthetic  vascular  substitutes  appear 
quite  as  satisfactory  as  homografts.  The  ac- 
ceptance of  these  materials  by  the  host  is  also 
similar  in  that  both  produce  a moderate  inflam- 
matory reaction,  and  both  become  incorporated 
into  the  recipient  tissues  largely  by  growth  of 
connective  tissue.  In  fact,  degenerative  changes 
appear  more  likely  to  develop  in  homografts. 
Construction  of  the  prostheses  by  weaving, 
braiding,  or  knitting  were  found  to  be  satisfac- 
tory. The  most  useful  materials  appeared  to  be 
Dacron  and  Teflon.  A significant  loss  in  tensile 
strength  was  observed  in  experimental  aortic 
grafts  of  Nylon  and  Orion  taffeta.  Prostheses 
have  certain  advantages.  They  are  always 
available,  they  can  be  standardized  accurately 
as  to  size  and  configuration,  and  there  is  no 
problem  of  sterilization  or  storage.  The  main 
disadvantages  are  (1)  lack  of  true  tissue  elasticity, 


(2)  they  are  really  a foreign  body,  (3)  they 
present  an  inherent  difference  from  tissue  in 
handling  and  suturing,  and  (4)  the  pervious 
prostheses  bleed  for  a short  period  until  clotting 
occurs  in  the  interstices. 

In  the  aorta,  because  of  the  rapid  blood  flow, 
high  pressure,  and  large  vessel  diameter,  the 
requirements  for  a vascular  substitute  are  not 
exacting.  Excellent  results  can  be  achieved  in 
the  great  majority  of  patients  with  either  a homo- 
graft or  a synthetic  prosthesis.  In  peripheral 
arteries,  because  of  their  smaller  size,  satisfactory 
results  can  be  anticipated  in  a smaller  percentage 
of  patients.  Only  after  many  more  experimental 
and  clinical  trials  have  been  carried  out  and  only 
after  several  more  years  have  elapsed,  will  it  be 
possible  to  determine  whether  arterial  homografts 
or  prostheses  are  superior. 

Amputations 

Amputation  of  an  extremity,  together  with 
trephination  of  the  skull,  stands  as  one  of  the 
oldest  operations  known  to  man.  Today’s 
improved  surgery,  plus  the  development  of 
modern  prostheses,  eliminates  much  of  the 
disability  formerly  associated  with  amputation.28 
The  unilateral  amputee  usually  can  be  fitted 
with  a prosthesis  which  will  allow  him  to  return 
to  almost  any  type  of  work.  Even  a bilateral 
amputee  can  be  rehabilitated  sufficiently  for 
many  vocations.  Many  amputees  find  their 
“handicap”  a stimulus  to  their  ingenuity,  and 
they  embark  on  an  entirely  new  career  which 
is  often  associated  with  great  success.  Within 
recent  years  the  management  of  patients  with 
gangrene  of  the  extremities  has  undergone  a 
conservative  trend.  This  has  been  due  to  the 
advent  of  antibiotics  and  improved  anesthesia 
and  surgical  technics.  Not  too  many  years  ago 
most  surgeons  advised  supracondylar  amputa- 
tions and  warned  against  midleg  technics. 
Recent  experience  has  shown  that  amputations 
below  the  knee  and  at  the  metatarsal  and  toe 
levels  can  be  successful  in  many  patients.29-30 

The  five  most  commonly  used  amputation 
sites  in  the  lower  extremities  are  mid  thigh, 
midleg,  supramalleolar,  transmetatarsal,  and  toe 
level.  The  choice  of  amputation  must  be 
individualized,  depending  on  local  factors  as 
well  as  the  general  condition  of  each  patient. 
The  most  important  factors  governing  the 
actual  level  of  amputation  are:  (1)  extent  of 
healthy  tissue;  (2)  length  of  stump  sufficient  for 
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weight  bearing  and  function  of  prosthesis; 
(3)  proper  scar  for  type  of  prosthesis.  This 
includes  proper  placement  to  avoid  friction  on 
weight  bearing,  and  minimal  scarring  to  effect  a 
narrow,  short,  and  mobile  scar.28 

As  much  tissue  as  possible  should  be  conserved. 
An  amputation  is  rarely  an  emergency.  Before 
the  advent  of  antibiotics,  if  there  was  uncon- 
trolled infection,  prompt  amputation  was  manda- 
tory to  prevent  the  systemic  spread  of  organisms. 
Today,  practically  all  infections  can  be  controlled, 
and  it  is  desirable  to  delay  operation  until  all 
active  infection  has  subsided  and  the  collateral 
circulation  has  developed  to  the  fullest  extent 
possible.  The  indications  for  single  toe  amputa- 
tion are  localized  and  well-demarcated  necrosis  or 
deep  ulceration  of  the  toe  with  denuded  bone  or 
exposed  tendon.  If  there  is  gangrene  of  one  or 
two  of  the  small  toes  and  no  infection,  the  ne- 
crotic toes  may  be  allowed  to  slough  off  spontane- 
ously. This  process  may  take  several  months, 
but  the  patient  may  be  ambulatory  throughout. 
If  there  is  gangrene  of  the  entire  big  toe  or  more 
than  two  toes  are  involved,  a transmetatarsal 
amputation  is  indicated.  This  procedure  leaves 
the  patient  with  an  almost  normal  foot.  He  can 
wear  ordinary  shoes,  with  an  insert  in  front, 
and  pursue  his  usual  activities  without  significant 
disability.  About  60  to  70  per  cent  of  these 
operations  are  successful.31 

If  the  gangrenous  process  extends  upward  to 
the  foot,  a higher  amputation  is  necessary. 
All  attempts  should  be  made  to  conserve  the 
knee  joint.  The  supramalleolar  amputation  is 
useful  for  patients  in  poor  general  condition. 
Its  rapid  execution  and  minimal  surgical  trauma 
are  its  chief  assets.29  The  supramalleolar  ampu- 
tation may  be  performed  as  a preliminary  step 
in  poor-risk  patients  before  a higher  amputation 
or  as  a definitive  procedure. 

The  midleg  amputation  is  indicated  when  a 
transmetatarsal  operation  has  failed  and  necrosis 
is  spreading  proximally  or  when  the  original 
gangrenous  process  has  advanced  to  the  foot 
or  leg  and  shows  no  tendency  to  become  stabi- 
lized. Amputations  at  this  level  are  preferred 
to  thigh  amputations  because  of  lower  mortality, 
better  function,  and  a lower  incidence  of  stump 
pain.  The  contraindications  to  midleg  amputa- 
tion are  extensive  gangrene  and  infection  of 
the  leg  with  absence  of  the  femoral  pulse  at 
the  groin,  gangrene  of  the  foot  associated  with 
flexion  contracture  of  the  knee  joint,  and  recent 
thrombosis  of  the  femoral  artery.32  “Advanced 


age  and  an  absent  popliteal  pulse  do  not  consti- 
tute contraindications  to  the  midleg  procedure.”32 
The  midthigh  level  of  amputation  should  be 
reserved  for  those  patients  in  whom  it  is  impos- 
sible to  carry  out  a midleg  amputation. 

Summary 

Notwithstanding  the  impressive  advances 
in  the  diagnosis  and  surgical  treatment  of 
arteriosclerotic  occlusive  disease,  the  cause 
of  the  underlying  disease  process  remains  obscure. 
For  this  reason  there  can  be  no  absolute  cure 
even  when  occluded  vessels  are  replaced  success- 
fully by  grafts.  However,  until  an  effective 
treatment  for  arteriosclerosis  is  found,  surgery 
does  offer  good  results  in  well-selected  cases. 
Patients  with  ischemia  of  the  lower  extremities 
should  have  a thorough  evaluation.  If  the 
occlusive  process  is  diffuse,  a lumbar  sym- 
pathectomy may  be  of  value.  If  the  occlusion  is 
segmental,  dramatic  improvement  may  occur 
following  thromboendarterectomy  or  a grafting 
procedure  to  bypass  the  obstruction. 
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Thyrotoxicosis — Its  Diagnosis  and  Treatment 


Dr.  Frank  J.  Martorella:  The  patient  you 
see  here  this  morning  is  a thirteen-year-old 
school  boy  who  entered  the  hospital  on  November 
14,  1957,  with  a history  of  palpitation,  bulging 
eyes,  digital  tremors,  and  weight  loss  despite  the 
presence  of  a good  appetite.  He  also  complained 
of  feeling  sweaty,  nervous,  and  weak.  These 
symptoms  have  existed  for  approximately  four 
months.  The  past  and  familial  history  were  non- 
contributory. 

At  the  time  of  admission  to  the  hospital  the 
physical  examination  revealed:  Temperature  98.6 
F.,  pulse  130,  respiration  20,  blood  pressure  135/70, 
and  weight  80  pounds.  He  presented  moderate 
exophthalmos  with  diffuse  enlargement  of  the 
thyroid  gland  and  a fine  digital  tremor  of  both 
hands.  The  remainder  of  the  physical  examina- 
tion gave  negative  results. 

The  laboratory  findings  were  as  follows: 
Blood  count  revealed  a red  cell  count  of  3,350,000, 
a white  cell  count  of  5,900,  and  11.5  Gm.  hemo- 
globin with  a normal  differential.  The  glucose 
tolerance  test  was  normal.  Serologic  findings 
were  negative.  Total  cholesterol  was  135  mg. 
per  cent.  Chest  x-ray  revealed  no  pulmonary 
pathology,  and  the  cardiac  silhouette  was  of  nor- 
mal contour.  The  x-ray  of  the  skull  and  the  long 
bones  revealed  them  to  be  normal.  The  electro- 
cardiogram showed  a sinus  tachycardia.  On  ad- 
mission (November  14),  the  basal  metabolic  rate 
was  plus  47,  and  the  I131  pickup  was  94  per  cent. 
The  next  day  the  patient  was  placed  on  200  mg. 


of  Propylthiouracil  daily  which  was  continued 
until  December  11  when  the  dosage  was  increased 
to  100  mg.  four  times  daily.  On  December  14, 
approximately  one  month  after  therapy  with 
Propylthiouracil,  the  basal  metabolic  rate  was 
plus  5.  The  patient  has  remained  ambulatory 
during  the  entire  course  of  treatment.  He  has  to 
date  been  on  Propylthiouracil  therapy  for  almost 
one  month  and  has  done  quite  well,  as  evidenced 
by  the  disappearance  of  all  signs  of  thyroid  toxic- 
ity and  gain  of  approximately  30  pounds  of 
weight.  I feel  that  he  is  now  under  basal  control 
and  should  be  maintained  on  present  therapy. 

Dr.  Bennett  W.  Billow,  Chief , Thyroid 
Clinic:  I want  to  thank  Dr.  Lowen  for  inviting 
me  to  say  a few  words  about  hyperthyroidism.  I 
do  not  propose  to  discuss  the  signs  and  symptoms 
of  thyrotoxicosis  this  morning.  You  are  all 
aware  that  in  essence  the  diagnosis  is  one  of 
clinical  acumen,  and  the  exercise  of  sound  judg- 
ment is  more  important  than  laboratory  aids. 
However,  there  are  the  so-called  masked  or  bi- 
zarre manifestations  of  hyperthyroidism,  such  as 
evidenced  in  patients  who  in  spite  of  their  obesity 
are  hyperthyroid,  in  patients  with  acute  ab- 
dominal findings,  or  in  patients  with  osteoporosis, 
etc.,  and  in  these  cases  the  diagnosis  may  be  diffi- 
cult without  laboratory  help.  The  important 
thing,  however,  is  not  to  rely  on  micrograms  of 
protein-bound  iodine  (PBI)  or  uptake  percentages 
of  I131,  but  rather  on  the  intelligent  use  of  medical 
history  and  examination.  I thought  it  would  be 
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interesting  to  present  briefly  the  essential 
features  of  this  disease  and  the  modern  tools 
used  in  the  treatment  of  it  and  to  give  to  this 
conference  a few  dissident  thoughts,  I invited 
Dr.  Barnert  of  the  Eye  Department,  Dr.  Marks 
of  the  X-Ray  Department,  and  Dr.  Arthur  Games 
of  the  Surgical  Staff.  The  latter  is  unable  to 
attend,  so  I will  try  to  present  his  views  to  you. 

I do  not  intend  to  give  you  an  academic  or 
theoretical  discourse  on  the  laboratory  diagnosis 
of  thyroid  disease.  At  present  four  modalities 
are  in  use: 

The  basal  metabolic  rate  (BMR)  test  has  been 
used  for  many  years.  It  has  many  limitations, 
particularly  technical.  It  is  unsuitable  for 
children,  cardiacs,  asthmatics,  neurotics,  etc. 
It  is  almost  impossible  to  obtain  accurate  basal 
readings  without  repeating  the  test  several  times. 
I do  not  use  it  in  my  office.  It  has  little  value, 
in  my  opinion,  and  I think  that  the  literature 
will  bear  me  out  on  that  point.  It  is  increased 
in  thyrotoxicosis  as  well  as  in  extrathyroidal 
hypermetabolic  states,  such  as  hypertension, 
leukemias,  etc. 

The  PBI  test  is  a rather  prolonged  one  (twenty- 
four  to  forty-eight  hours)  and  is  almost  as  tech- 
nically difficult  to  perform  properly  as  the  BMR 
test,  except  in  university  hospitals,  because  of 
the  possibility  of  iodine  contamination  in  the 
laboratory.  In  New  York  City  not  too  many 
laboratories  do  the  PBI  test.  One  must  remem- 
ber that  patients  medicated  with  mercurials, 
ACTH,  and  Propylthiouracil  will  give  spuriously 
low  figures. 

Cholesterol  determination  is,  in  my  estimation, 
of  little  value.  The  cholesterol  figures  seen  in 
this  hospital  and  elsewhere  have  not  impressed 
me  as  having  any  significance  in  the  diagnosis  of 
thyroid  disease.  In  a paper  about  to  be  pub- 
lished, the  question  of  cholesterol  as  it  pertains 
to  the  diagnosis  of  thyroid  disease  will  be  dis- 
cussed more  fully. 

With  respect  to  the  twenty-four-hour  I131 
uptake  test,  which  I use  in  the  hospital  and  in 
my  private  practice,  I find  it  to  be  a very  valuable 
and  simple  diagnostic  test.  It  has  caused  no 
untoward  reactions  whatsoever,  for  its  use  is  in 
microcurie  doses.  The  various  modifications  of 
this  test,  such  as  the  salivary  secretion  test,  the 
urinary  excretion  of  radioiodine,  and  the  con- 
version ratio,  are  highly  technical  and  of  no 
special  interest  to  the  average  medical  practi- 
tioner. However,  there  is  one  test  which  I use 
both  here  and  in  my  office  and  which  I find  very 


useful  for  diagnosis,  and  that  is  the  so-called 
suppression  test.  It  has  been  found  that  euthy- 
roid patients,  on  being  given  thyroid  substance, 
will  have  a marked  diminution  in  the  I131  up- 
take. This  does  not  occur  in  the  hyperthyroid 
patients.  The  suppression  test  has  increased 
the  accuracy  of  the  I131  test  from  85  to  95  per 
cent.  We  use  this  to  clarify  the  10  to  20  per 
cent  of  patients  who  have  uptake  levels  in  the 
so-called  overlapping  zones  between  the  45  and 
50  per  cent  normals. 

On  the  other  hand,  bear  in  mind  that  there 
are  certain  difficulties  associated  with  the  in- 
terpretation of  results.  You  have  to  remember 
you  are  testing  for  iodine  in  the  thyroid  gland. 
Sc,  if  a patient  has  had  Lugol’s  solution  or  cough 
mixtures  containing  iodine,  or  cortisone,  you  will 
not  get  an  accurate  uptake.  On  the  other  hand, 
if  you  have  a euthyroid  patient  with  a hyper- 
plastic goiter,  he  will  have  more  grams  of  thyroid 
tissue  to  pick  up  iodine,  and  therefore,  his  uptake 
will  be  spuriously  high.  Actually,  what  is  most 
important  is  a careful  history  and  physical  ex- 
amination. Let  me  say  in  all  honesty  that  among 
all  these  several  screening  tests,  I favor  I131. 
As  far  as  I am  concerned  it  is  the  most  simple 
test  to  use. 

A few  brief  wrords  about  the  treatment  of  the 
disease  are  in  order.  During  the  past  three  years 
I have  treated  226  clinic  and  private  cases  with  I131 
without  untoward  reactions.  When  I131  was 
first  introduced  in  1946,  7 to  10  millicuries  were 
used  for  treatment,  which  was  a high  dose  and 
often  resulted  in  myxedema.  Three  years  ago 

1 introduced  in  this  hospital  maximum  doses  of 

2 to  3 millicuries  and  have  not  had  a single  case 
of  myxedema.  We  have  had  5 to  7 per  cent 
hypothyroidism.  Dr.  Martorella  brought  up 
the  possibility  of  cancer  and  leukemia  following 
I131  therapy.  To  date  no  cases  of  thyroid  cancer 
or  leukemia  have  been  observed  in  our  treated 
cases.  In  1956,  at  a conference  sponsored  by 
the  Atomic  Energy  Commission  on  radioiodine 
(l131)  therapy  of  13,000  pooled  patients,  only 
four  were  found  to  have  leukemia  subsequent 
to  I131  therapy.  This,  however,  is  an  average 
spontaneous  incidence  of  leukemia,  so  that  to 
date  we  can  say  that  there  has  been  no  signifi- 
cant increase  of  leukemia. 

Some  investigators  think  there  is  a danger  of 
radiation  to  the  gonads.  This  is  theoretical. 
According  to  Dr.  Glass,  there  is  a 1 per  cent 
possibility  of  mutation  to  the  offsprings.  For 
this  reason  I rarely  treat  patients  below  the  age 
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TABLE  I. — Laboratory  Findings  of  Thyroid  Function  in  Relation  to  Clinical  Entities 


Clinical  Entities 

Jut 

1 nyroid  r unction 
PBI 

as  Determined  by— 
BMR 

Cholesterol 

Congestive  heart  failure 

Normal 

Normal 

Increased 

Decreased 

Hyperthyroidism  with  heart  failure 

Increased 

Increased 

Increased 

Decreased 

Hyperthyroidism  treated  with  mercurials 

Increased 

Decreased 

Increased 

Decreased  or 
normal 

Hyperthyroidism  treated  with  propylthiouracil 

Normal 

Normal 

Increased 

Normal 

Hyperthyroidism  treated  with  Lugol’s  solution 

Decreased 

Increased 

Increased 

Decreased  or 
normal 

Thyroiditis 

Decreased 

Increased 

Increased 

Decreased  or 
normal 

Euthyroid  with  large  goiter 

Increased 

Normal 

Normal 

Normal 

Leukemias 

Normal 

Normal 

Increased 

Polycythemia 

Normal 

Normal 

Increased 

Pheochromocytoma 

Normal 

Normal 

Increased 

Acromegaly 

Normal 

Normal 

Increased 

Thyroiditis  factitia 

Decreased 

Increased 

Increased 

of  thirty-five  and  forty  with  I131.  Nevertheless, 
about  25  per  cent  of  the  thyroidologists,  not 
withstanding  this  possible  adverse  effect,  have 
been  using  I131  in  children  as  well  as  in  adults. 

In  certain  difficult  cases  all  modalities  of 
thyroid  function  may  have  to  be  used  for  proper 
diagnosis.  I have  listed  the  results  of  I131, 
PBI,  BMR,  and  cholesterol  tests  as  an  aid  in 
the  diagnosis  of  various  clinical  entities  (Table  I). 

As  of  today  we  still  do  not  know  the  biologic 
resistance  of  the  individual  and  of  the  thyroid 
gland  in  particular  to  radiation.  Some  people 
have  normal  amounts  of  uptake  within  four 
hours,  others  within  twenty-four  hours,  and  a 
few  within  thirty  hours.  The  duration  varies 
also  in  the  treatment.  Radioiodine  (1 131)  may  not 
take  effect  before  two  to  eight  months  have 
elapsed.  Most  often  one  treatment  with  I131  is 
sufficient  to  cure  a patient  with  hyperthyroidism. 
Three  to  5 per  cent  of  the  patients  will  need  a 
repetitive  small  dose,  and  another  2 per  cent  may 
need  additional  treatment.  The  results  in  im- 
provement also  will  vary.  Some  patients  will 
show  immediate  results,  and  in  others  the  effects 
may  not  become  apparent  for  months.  In  severe 
cases  I generally  give  Propylthiouracil  in  addi- 
tion to  I131,  but  you  have  to  remember  that  it  may 
sometimes  take  as  long  as  nine  to  eighteen  months 
before  the  patients  shows  evidence  of  improve- 
ment. 

One  word  in  conclusion  about  hyperthyroidism 
in  children:  The  diagnosis  in  children  is  ex- 
tremely difficult  in  the  early  stages,  for  the 
disease  may  mimic  growing  pains  and  emo- 
tional disturbances  during  the  growth  period. 
It  is  important  to  determine  the  causes  of 
the  difficulty.  When  the  disease  is  full-blown, 
exophthalmos  is  frequently  present,  as  the  case 
presented  this  morning  illustrates.  The  most 
accepted  treatment  for  hyperthyroidism  in 


children  is  Propylthiouracil  given  in  adult 
doses  for  twelve  to  eighteen  months.  If  the 
patient  continues  to  manifest  toxicity,  or  the 
goiter  shows  no  signs  of  recession,  and  there  are 
untoward  reactions  (allergy,  dermatitis,  or  agran- 
ulocytosis), surgery  is  indicated.  Some  phy- 
sicians recommend  I131  in  addition  to  Propyl- 
thiouracil. I have  used  both. 

Dr.  Harry  Lowen:  The  subject  has  been 
thoroughly  covered  by  Dr.  Billow.  However, 
I feel  that  he  glossed  over  the  conversion  ratio 
and  the  salivary  tests  rather  quickly.  The 
group  at  the  Jewish  Memorial  Hospital  con- 
cerned with  radioactivity  consider  these  to  be 
valuable  tests.  In  a series  of  161  cases  they 
found  the  conversion  ratio  approached  nearly 
100  per  cent  in  accuracy  in  cases  of  hyperthy- 
roidism. The  salivary  uptake  was  positive  in 
98  per  cent  of  the  cases.  It  is  important  to 
remember  that  these  tests  are  in  a state  of  flux, 
and  ideas  are  changing  rapidly.  We  have  had 
years  of  experience  with  the  BMR  test  and  are 
aware  of  its  shortcomings.  However,  I think 
we  did  pretty  well  with  it  when  we  combined  it 
with  good  clinical  judgment. 

Dr.  Cecil  Marquez:  I agree  entirely  with 
Dr.  Billow  with  respect  to  the  I131  uptake  as  a 
diagnostic  measure  in  thyroid  disease.  I have 
been  using  radioiodine  I131  for  many  years.  It 
is  a simple  modality  and  a more  dependable  pro- 
cedure than  BMR  determination.  I have  two 
BMR  machines  in  my  office  which  are  now 
ornamental.  There  is  one  accepted  contra- 
indication to  the  use  of  I131,  and  that  is  preg- 
nancy. I am  not  entirely  certain  whether  I131 
should  be  used  in  patients  under  the  age  of  forty. 
That  is  still  a debatable  question. 

Dr.  Hirsch  Marks,  Attending  Radiologist: 
There  is  little  to  add  to  what  Dr.  Billow  said  this 
morning.  I agree  with  him  about  the  mode  of 
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treatment  of  this  patient.  I would  avoid  giving 
him  any  x-ray  therapy  or  radioactive  iodine. 
In  view  of  the  fact  that  this  boy  is  improved 
and  is  able  to  close  his  eyes  much  better,  I think 
we  should  continue  with  the  present  management. 

Dr.  Edward  Mais:  I just  want  to  confirm 
what  Dr.  Billow  said  with  regard  to  a case  of 
myxedema  occurring  eight  years  after  receiving 
radioactive  iodine. 

Dr.  Michael  Williams:  I wonder  if  ACTH 
or  steroids  have  any  value  in  exophthalmos. 

Dr.  Alan  Barnert,  Chief,  Department  of 
Ophthalmology:  Steroids  make  this  condition 

much  worse.  There  are  two  mechanisms  pro- 
ducing the  eye  changes  associated  with  thyroid 
disease,  spasm  and  edema. 

In  the  present  case  the  condition  is  dominated 
by  spasm.  The  upper  lid  is  retracted  far  up  due 
to  spasm  of  the  levator  muscle,  which  produces 
the  staring  expression,  lid  lag,  and  apparent 
exophthalmos  or  “pop-eye.”  Many  of  these 
cases,  but  not  this  one,  have  diplopia  due  to 
spasm  of  the  extra-ocular  muscles.  Poor  conver- 
gence is  often  found.  In  some  cases,  including 
this  one,  a small  amount  of  true  exophthalmos  is 
present.  This  is  thought  to  be  due  to  spasm  of 
smooth  muscle  in  the  orbit.  The  exophthalmos 
is  never  very  great  and  is  “soft”;  that  is,  the 
eye  can  easily  be  pushed  back  into  the  orbit. 

This  picture,  known  as  the  thyrotoxic  type, 
occurs  mainly  in  young  adult  females.  The 
eye  changes  can  come  on  before  or  with  the 
hyperthyroidism  but  not  after  the  hyperthy- 
roidism subsides.  When  the  hyperthyroidism 
subsides,  whether  spontaneously  or  as  a result  of 
medical  or  surgical  treatment,  the  eye  signs 
usually  subside  partially  or  completely  but  some- 
times remain  unchanged. 

Treatment  of  this  type  of  case  consists  in  tak- 
ing care  of  the  hyperthyroidism,  giving  local 
care  to  the  eyes  in  order  to  prevent  drying  of  the 
cornea  in  severe  cases,  and  rarely,  in  those  cases 
which  have  severe  permanent  cosmetic  or  func- 
tional impairment,  performing  an  operation  to 
lower  the  upper  lids. 

That  is  one  type  of  case.  The  other  one  is 
dominated  by  edema  rather  than  spasm.  Edema 
of  the  orbital  muscles  pushes  the  eye  forward, 
producing  severe  exophthalmos  and  severe  im- 
pairment of  ocular  mobility.  There  is  edema  of 
the  lids  and  conjunctiva,  tearing,  photophobia, 
and  real  danger  of  blindness  due  to  corneal  ul- 
cer, pressure  on  the  optic  nerve,  or  retinal  hemor- 
rhages. This  condition  can  occur  without  hy- 


perthyroidism or  may  come  on  after  the  hy- 
perthyroidism has  subsided  (malignant  exoph- 
thalmos). The  relation  of  this  condition  to  the 
thyrotoxic  exophthalmos  is  not  clear.  The 
usual  treatment  for  hyperthyroidism  is  of  no 
value  in  these  cases.  Treatment  consists  in 
giving  thyroxin  in  order  to  inhibit  the  pituitary, 
also  Gynergen,  sometimes  with  testosterone,  or 
the  pituitary  may  be  attacked  surgically  or  by 
x-ray. 

For  the  eyes,  the  treatment  has  to  be  radical. 
Most  cases  require  that  the  lids  be  sewn  to- 
gether. Often  this  is  not  enough.  Orbital 
decompression,  by  removing  the  roof  or  lateral 
wall  of  the  orbit,  may  be  necessary.  These 
cases  are  eye  emergencies,  and  many  eyes  are 
lost. 

We  rarely  see  pure  cases  of  spasm  or  pure 
cases  of  edema.  Most  cases  are  mixed.  Whether 
they  are  separate  diseases,  different  stages  of  the 
same  disease,  or  different  types  of  response  to  a 
similar  process  is  not  known.  Medical  men  in 
other  fields  know  more  about  the  theories  of 
thyroid  disease  than  I do,  so  I will  not  discuss 
this.  The  important  thing  in  treating  a case  is 
to  recognize  which  cases  need  little  or  no  eye 
treatment  and  which  patients  may  go  blind  if 
prompt  and  radical  care  is  not  instituted. 

Dr.  Samuel  Paley:  I will  call  on  Dr.  Rosen- 
baum for  a brief  summation  of  this  morning’s 
discussion. 

Dr.  Louis  Rosenbaum:  This  morning  the 
conference  considered  the  subject  of  thyro- 
toxicosis from  the  standpoint  of  treatment  and 
diagnosis.  It  was  the  consensus  of  the  discus- 
sants that  in  the  present  state  of  our  knowledge 
the  thyroid  pickup  of  I131  is  a useful  and  compara- 
tively simple  procedure  in  the  diagnosis  of  thyroid 
disease.  The  radioiodine  tests  (I131)  are  based 
on  two  aspects  of  thyroid  activity:  the  removal 
of  iodine  from  the  plasma  and  the  synthesis  and 
secretion  of  thyroxin.  The  various  modifica- 
tions of  I131  were  briefly  discussed.  The  con- 
version ratio  is  a measure  of  the  radioiodine  in 
the  blood  plasma  that  is  protein  bound.  The 
salivary  test  measures  the  radioiodine  in  the 
saliva  after  the  administration  of  a tracer  dose 
of  I131  and  is  dependent  on  the  deiodination  of 
thyroxin  by  the  submaxillary  gland  in  the  body. 
Neither  the  conversion  ratio  nor  the  salivary 
tests  are  done  in  our  hospital  laboratories.  At 
this  hospital  the  determination  of  the  thyroid 
pickup  of  I131  is  made  twenty-four  hours  after 
the  administration  of  a tracer  dose  of  15  micro- 
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curies.  Uptake  in  excess  of  50  per  cent  of  the 
tracer  dose  are  considered  diagnostic  of  hyper- 
thyroidism, and  values  below  20  per  cent  are 
compatible  with  hypothyroidism.  Readings  be- 
low 10  per  cent  indicate  myxedema.  Dr.  Billow 
has  found  that  the  suppression  test  is  a valuable 
procedure  in  the  differentiation  of  the  thyro- 
toxic from  the  euthyroid  patients.  It  is  of  spe- 
cial value  in  cases  wdiere  the  thyroid  pickup  of 
I131  measures  45  to  50  per  cent,  the  so-called 
borderline  cases.  It  was  felt  byr  most  speakers 
that  the  BMR  test  has  outlived  its  usefulness. 
The  PBI  test,  although  an  accurate  test  of 
thyroid  function,  is  a prolonged  and  compli- 
cated laboratory  procedure  and  cannot  be 
performed  in  city  hospitals  because  of  limited 
technical  personnel.  Furthermore,  the  ever 
present  possibility  of  iodine  contamination  in 


the  city  hospital  laboratory'  renders  the  results 
open  to  question. 

The  bizarre  clinical  manifestations  of  hy- 
perthyroidism, including  abdominal  pain,  my- 
opathy, congestive  heart  failure,  and  osteo- 
porosis, were  mentioned  to  alert  the  physi- 
cian to  masked  cases  of  thyrotoxicosis.  Dr. 
Billow  reported  a total  of  226  cases  of  thyro- 
toxicosis treated  with  I131.  To  date  no  cases 
of  myxedema,  leukemia,  or  carcinoma  have 
been  observed  by  him  subsequent  to  therapy. 
However,  approximately  7 per  cent  of  the 
treated  patients  developed  hypothyroidism.  In 
most  cases  one  treatment  with  l131  sufficed.  In 
severe  cases  I131  was  combined  with  Propyl- 
thiouracil with  satisfactory  results.  Dr.  Bar- 
nert  discussed  the  mechanisms  and  treatment  of 
eye  changes  in  thyrotoxicosis. 


Whiplash  Injuries 


Whiplash  injury  has  been  occurring  for  a long  time, 
but  only  within  the  past  few  years  has  it  been  brought 
to  the  public’s  attention.  A number  of  collisions 
on  the  highways  are  caused  by  motors  stalling. 
The  unprotected  spine  of  a driver  is  easily  damaged 
when  his  car  is  rammed  from  the  rear.  The  injury 
may  be  extreme  or  of  such  little  effect  at  the  time 
that  the  injured  person  pays  slight  attention  to  it. 
However,  symptoms  may  occur  at  a later  date, 
chiefly  due  to  injury  of  the  occipital  nerve  in  the 
back  part  of  the  head.  The  neuralgic  pain  resulting 
from  a whiplash  injury  takes  in  a large  part  of  the 
neck,  the  back  portion  of  the  scalp  and  the  lower 
part  of  the  face.  Trigeminal  neuralgia,  also  known 
as  tic  douloureux,  is  not  an  uncommon  symptom 
following  whiplash  injury. 

Whiplash  injury  was  dramatically  called  to  the 
attention  of  medical  men  when  naval  aviation  pilots 


began  operating  planes  from  the  decks  of  ships.  At 
first,  the  launching  mechanism  was  a compressed 
air  device  that  launched  the  airplane  from  a cata- 
pult. 

Many  pilots  complained  of  blackout  after  the 
takeoff,  coming  to  and  finding  that  they  were  flying. 
Some  casualties  occurred  when  planes  plunged  into 
the  sea.  Such  an  accident  was  thought  at  first  to 
be  due  to  engine  failure,  but  quite  possibly  it  was 
due  instead  to  blackout  from  neck  damage  caused 
by  whiplash  action.  Now,  head  rests  have  been 
provided  in  all  planes  launched  from  ships.  Treat- 
ment of  whiplash  injury  includes  bed  rest,  possibly 
a felt  neck  collar,  mild  stretching  of  the  neck,  heat, 
and  gentle  massage  to  the  neck.  The  sooner  definite 
treatment  is  begun  after  the  injury,  the  shorter 
the  time  required  for  recovery. — Hints  oh  Health , 
August  18,  1958 
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Treatment  of  Acute  Vascular  Catastrophes 

A two-way  radio  discussion , January  11,  1957,  between  the  Albany  Medical  Center  and: 

ALBANY  HOSPITAL,  ALBANY  BENEDICTINE  HOSPITAL,  KINGSTON 

CASTLE  POINT  VETERANS  ADMINISTRA-  EAST  HORTON  MEMORIAL  HOSPITAL, 
TION  HOSPITAL,  CASTLE  POINT  MIDDLETOWN 

KINGSTON  HOSPITAL,  KINGSTON  ST.  FRANCIS7  HOSPITAL,  POUGHKEEPSIE 

st.  peter’s  hospital,  Albany  vassar  brothers  hospital,  Pough- 

keepsie 

Discussants 

samuel  powers,  m.d.,  Professor  of  Experimental  Surgery,  Albany  Medical  College 
G.  rhemi  denton,  m.d.,  Assistant  Professor  of  Surgery,  Albany  Medical  College 

Moderator 

WILLIAM  P.  NELSON,  III,  M.D. 


Dr.  Samuel  Powers:  The  outline  distributed 
to  the  participating  hospitals  is  deliberately 
rather  simple  but  emphasizes  some  of  the  impor- 
tant ramifications  of  acute  vascular  catastrophes. 
Those  catastrophes  associated  primarily  with  the 
heart  have  not  been  included,  nor  are  vascular 
injuries  or  diseases  of  the  central  nervous  system. 

Probably  the  most  important  and  certainly 


the  most  common  acute  vascular  catastrophe 
that  one  sees  in  this  age  of  280  horsepower 
automobiles  is  trauma.  Very  commonly  the 
trauma  is  associated  with  injuries  to  the  large 
trunk  vessels.  Until  very  recently,  it  was 
thought  quite  impossible  to  do  anything  with 
any  severe  injury  to  the  thoracic  or  the  ab- 
dominal aorta  or  to  one  of  the  major  branches  of 
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the  aorta.  This  is  no  longer  entirely  true. 
Severe  traumatic  injuty  to  the  chest — the  so- 
called  crushing  injury  to  the  chest — commonly 
results  from  hitting  the  steering  wheel  while 
moving  at  a fast  speed;  the  steering  wheel 
suddenly  stops  while  the  driver  keeps  going. 
This  is  very  likely  to  produce  a severe  contusion 
of  the  descending  aorta.  If  this  is  recognized 
immediately  and  the  patient  is  sent  directly  to 
the  hospital,  something  can  be  done. 

The  signs  one  would  look  for,  of  course,  would 
be  a degree  of  shock  which  is  out  of  all  proportion 
to  the  amount  of  evident,  external  blood  loss. 
In  other  words,  this  suggests  that  the  patient 
is  bleeding  massively  internally.  Signs  of  blood 
accumulating  in  the  thorax,  such  as  a shift  of  the 
mediastinal  dullness  or  diminished  breath  sounds, 
may  make  the  diagnosis  even  more  apparent. 
Under  this  circumstance,  it  is  possible  occa- 
sionally to  save  life  either  by  means  of  repair 
of  the  laceration  or,  in  certain  cases,  by  resection 
of  a damaged  portion  of  the  thoracic  aorta  and 
replacement  with  a graft. 

With  regard  to  the  abdominal  aorta,  obviously 
the  chances  of  assistance  are  much  better,  not 
because  the  hemorrhage  may  not  be  equally 
massive,  but  because  the  bleeding  does  not 
cause  embarrassment  to  cardiac  or  respiratory 
function.  A fair  number  of  patients  with  damage 
to  a large  branch  of  the  aorta  in  the  abdomen 
can  be  saved  by  one  or  the  other  of  the  above 
mentioned  approaches.  It  should  be  emphasized 
that  when  any  patient  goes  into  what  appears  to 
be  hemorrhagic  shock  and  does  not  immediately 
respond  to  blood  replacement,  and  when  the 
shock  is  out  of  all  proportion  to  the  visible  blood 
loss,  bleeding  into  one  of  the  abdominal  cavi- 
ties should  be  considered.  If  this  appears  to 
be  a strong  possibility,  the  patient  should  be 
taken  immediately  to  the  operating  room. 

Peripheral  arterial  injuries  offer  the  greatest 
opportunity  for  the  surgeon  to  save  both  life  and 
limb.  Very  beautiful  studies  were  carried  out 
during  the  Korean  fighting  which  indicated  that 
following  trauma  involving  one  of  the  major 
extremity  vessels,  the  amputation  rate  could  be 
greatly  reduced  by  direct  and  immediate  surgical 
attack  on  these  vessels.  However,  I would  like 
to  emphasize  that  in  a patient  who  has  a severe 
laceration  around  the  groin,  or  perhaps  in  the 
popliteal  space,  with  a blood  vessel  which  is 
throwing  vast  quantities  of  blood  across  the 
operating  room,  one  should  not  attempt  to 
control  the  bleeding  by  means  of  a clamp;  this 


may  irreparably  damage  the  vessel.  One  can 
always  control  bleeding  by  pressure  until  the 
area  is  dissected  and  the  vessel  mobilized.  Then, 
in  the  majority  of  cases  a simple  suture  can  be 
carried  out.  If  that  is  not  possible  because  of 
the  extent  of  the  injury,  a small  segment  of  the 
vessel  can  be  resected  and  a vein  graft  placed 
to  restore  continuity.  The  vein  graft  is  obtained 
from  the  saphenous  or  other  vein  of  the  same 
leg  if  possible.  With  this  approach,  the  number 
of  amputations  which  have  to  be  done  following 
acute  injury  to  a peripheral  artery  should  be 
very  few  indeed. 

A crushing  injury  of  the  leg  can  be  very  con- 
fusing. There  is  no  obvious  external  blood 
loss  or  evidence  of  extensive  hemorrhage  into 
the  tissues;  yet  the  extremity  distal  to  that 
point  is  cold  and  pulseless.  This  situation  is 
seen  when  an  artery  has  been  contused  rather 
than  transected  and  when  the  artery  has  gone 
into  severe  spasm.  If  this  spasm  is  not  relieved, 
the  condition  may  progress  to  thrombosis, 
gangrene,  and  even  loss  of  the  extremity.  There- 
fore, one  should  be  aware  of  the  possibility  of 
this  condition.  Usually,  if  it  is  suspected, 
the  use  of  spinal  anesthesia  or  some  other  type  of 
sympathetic  blockade  (paravertebral  block,  cau- 
dal catheter,  etc.)  will  relieve  the  spasm,  and  the 
diagnosis  will  be  apparent. 

I would  like  to  close  with  just  one  other  word 
of  caution  concerning  trauma  which  has  involved 
good-sized  vessels.  One  can  say  almost  cate- 
gorically, “Never  try  to  control  the  bleeding 
by  means  of  a clamp.’ 1 Always  control  it  by 
pressure  until  you  have  adequate  mobilization 
and  can  clearly  visualize  the  nature  and  extent 
of  the  injury,  because  in  the  majority  of  cases 
the  injury  can  be  repaired. 

Dr.  G.  Rhemi  Denton:  Arterial  emboli 

present  a problem  that  is  ever  with  us.  The 
recognition  of  arterial  emboli,  which  involve 
principally  the  peripheral  vessels,  is  fairly  easy. 
Many  of  these  patients,  probably  the  majority, 
have  a history  of  auricular  fibrillation  or  recent 
coronary  occlusion.  In  this  latter  situation, 
a mural  thrombus  on  the  heart  wall  may  have 
developed.  Emboli  present  themselves  suddenly. 
The  patient  is  aware  of  an  acute  pain  in  an 
extremity.  The  embolus  may  be  to  the  arm  or 
the  leg,  or  it  may  lodge  at  the  bifurcation  of  the 
femoral  artery,  at  the  bifurcation  of  the  iliac 
artery,  at  the  bifurcation  of  the  aorta,  or  in  a 
popliteal  vessel. 

The  involved  extremity  usually  becomes  cold. 
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It  is  painful,  depending  on  the  degree  of  ob- 
struction and  the  length  of  time  that  has  elapsed, 

! and  it  may  become  mottled.  With  time,  com- 
; plete  anesthesia  of  the  part  develops,  and  even- 
; tually  there  is  inability  to  move  the  extremity. 

In  recognizing  the  location  of  that  embolus 
* it  is  impossible  to  arrive  at  the  level  of  the  block 
l simply  by  noting  the  level  of  coldness.  In  other 
ii  words,  a popliteal  embolus  may  produce  so  much 
spasm  higher  up  that  the  leg  may  be  cool  up  to 
i the  thigh,  suggesting  that  the  obstruction  is 
i high,  perhaps  in  the  femoral  region.  The  site  of 
, the  embolus  may  be  better  delineated  by  a lumbar 
| sympathetic  or  a caudal  block.  This  will  relieve 
1 the  spasm  in  the  vessel,  thus  indicating  the  true 
i level  of  the  embolus.  This  is  an  important 
| adjunct  when  dealing  with  a popliteal  embolus. 

Very  often  such  emboli  can  be  successfully 
! treated  by  medical  measures  alone  or  by  measures 
designed  to  interrupt  the  sympathetic  nervous 
system,  allowing  the  maximum  relief  of  spasm. 
These  patients  usually  do  very  well  if  they  are 
| kept  in  bed  with  legs  at  bed  level,  some  form  of 
block  is  used,  and  perhaps  occasionally  an  anti- 
coagulant is  used  in  the  early  stage,  although 
anticoagulants  are  rarely  used  with  much  success. 
A lumbar  sympathetic  block  is  a particularly 
useful  procedure,  even  to  the  point  of  placing  a 
small  polyethylene  catheter  up  against  the 
sympathetic  chain  through  a large  needle  and 
injecting  an  anesthetic  agent  periodically.  A 
continuous  caudal  anesthetic  is  also  a good  bet 
with  an  indwelling  catheter,  and  it  allows  the 
introduction  of  the  drug  at  repeated  intervals, 
thus  furnishing  relief  of  spasm  for  a prolonged 
period  of  time.  Often  this  will  allow  sufficient 
time  for  the  body  to  adjust  to  the  block  by  the 
expansion  of  collateral  circulation.  If  this  is 
effective  only  as  long  as  the  block  is  continued, 
one  can  proceed  to  do  an  actual  operative  sym- 
pathectomy. 

Emboli  lodging  higher  in  the  leg,  such  as  in  the 
femoral,  in  the  iliacs,  or  at  the  bifurcation  of 
the  aorta,  should  be  operated  on  and  removed 
as  soon  as  the  diagnosis  is  made.  The  earlier 
this  is  done,  the  better  the  results  will  be,  because 
less  clotting  will  occur  distal  to  the  site  of  embo- 
lization. Patients  having  embolectomy  at  the 
time  of  operation  have  to  have  the  vessels  clamped 
above  and  below.  A small  amount  of  heparin, 
i perhaps  5 to  6 mg.,  should  be  instilled  in  the 
vessel  above  and  below  the  clamps  to  prevent  the 
j stagnant  column  from  clotting  during  the  course 
j of  the  clamping.  It  is  important  to  repair  the 


openings  carefully  with  fine  silk  and  to  avoid  all 
unnecessary  trauma  to  the  vessels. 

Therefore,  peripheral  emboli  are  quite  readily 
recognized,  and  the  treatment  is  quite  apparent. 
If  facilities  for  removing  emboli  are  not  available, 
certainly  a prophylactic  block  can  be  done  to 
reduce  the  spasm  and  to  improve  the  chance  of 
success  whenever  the  patient  can  be  removed  to  a 
hospital  where  embolectomy  can  be  accomplished. 

Pulmonary  embolism  is  now  recognized  as 
something  to  be  treated  medically  rather  than 
surgically.  A direct  attack  on  the  pulmonary 
vessel  for  removal  of  the  embolus  is  no  longer 
made.  It  is  generally  accepted  that  they  most 
frequently  occur  in  the  postoperative  period. 
Autopsies  on  medical  patients  who  died  in  the 
Albany  Hospital  indicate  a high  incidence  of 
pulmonary  emboli  even  in  individuals  resting  in 
bed  from  medical  disorders.  This  should  be 
suspected  as  a cause  of  death  or  difficulty  more 
often  than  it  is. 

As  far  as  the  treatment  of  pulmonary  emboli 
is  concerned,  anticoagulants,  of  course,  are 
indicated  when  thrombophlebitis  develops.  Sur- 
gical treatment  of  pulmonary  emboli  is  pretty 
much  limited  to  ligation  of  the  superficial  femoral 
vessels.  If  there  have  been  repeated  emboli 
and  the  use  of  anticoagulants  has  not  been 
entirely  successful,  one  may  consider  ligating  the 
vena  cava.  In  the  face  of  multiple  emboli 
this  should  be  done.  However,  there  are  obvious 
drawbacks. 

Dr.  Powers:  Let’s  talk  for  a moment  about 
the  acute  vascular  catastrophes  that  can  occur  in 
patients  who  have  thoracic  aneurysms.  Prob- 
ably the  most  common  catastrophe  is  the  problem 
of  the  dissecting  arteriosclerotic  aneurysm 
which,  if  untreated,  has  a high  fatality  rate. 
Because  of  the  nature  of  the  disease,  usually 
hours  or  even  days  elapse  between  the  onset  of 
dissection  and  the  patient’s  death,  so  that  there 
is  time  for  surgical  intervention. 

Obviously,  it  is  most  important  to  make  the 
diagnosis  early  and  correctly,  and  I think  this 
can  be  done  in  the  majority  of  cases.  The  most 
typical  history,  perhaps,  would  be  that  of  a 
patient  who  suddenly  develops  rather  severe 
tearing  pain,  usually  in  the  interscapular  region. 
This  pain  is  commonly  associated  with  the  de- 
velopment of  neurologic  disturbances,  usually  of 
the  lower  extremities,  the  earliest  being  some 
change  in  the  deep  tendon  reflexes.  Neurologic 
alterations  are  due  to  the  dissection  inside  the 
wall  of  the  aorta  that  progressively  narrows  the 
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orifices  of  the  spinal  artery  and  may  actually 
close  off  the  feeder  vessels.  Acute  ischemia  of 
the  spinal  cord  results,  producing  loss  of  ankle 
and  knee  jerks,  and  in  some  situations,  complete 
transverse  myelitis. 

If  the  diagnosis  is  suspected,  recent  advances 
in  surgical  treatment  make  it  possible  to  save 
at  least  some  of  these  patients.  The  basis  for 
treatment  is  to  allow  the  blood  which  has  passed 
outside  of  the  main  lumen  of  the  aorta  to  find  a 
passage  back  in.  The  idea  is  rather  ingenious 
and  was  based  on  the  observation  that  a number 
of  patients  with  dissecting  aneurysms  recovered 
spontaneously.  When  such  patients  eventually 
came  to  autopsy  and  were  studied,  it  was  always 
found  that  the  dissection  had  reruptured  back 
into  the  lumen  of  the  aorta,  decompressing  itself. 
Therefore,  treatment  is  based  on  creating  an 
artificial  window  in  the  intima  to  allow  the  dis- 
section, or  the  dissecting  column  as  it  were, 
to  rupture  back  into  the  lumen.  This  is  accom- 
plished by  first  transecting  the  thoracic  aorta, 
usually  in  the  descending  portion,  and  reapprox- 
imating the  intima  and  media  at  the  distal  end 
of  the  tear  so  that  no  further  dissection  can  occur. 
Then,  just  proximally,  a small  window  is  cut 
through  the  intima  into  the  aneurysm.  The 
ends  of  the  aorta  are  then  rejoined  again.  Blood 
is  now  able  to  flow  through  the  aneurysm  and 
directly  back  into  the  lumen.  No  attempt  is 
made  at  this  time  to  do  anything  about  the 
aneurysm  per  se.  This  is  merely  a lifesaving 
measure. 

Another  problem  associated  with  our  280 
horsepower  cars  and  which  we  are  seeing  more 
and  more  often,  is  that  of  the  patient  who  has 
initially  received  a hard  blow  to  the  chest  causing 
a contusion  of  the  aortic  wall.  Later,  as  a result 
of  this  contusion,  actual  necrosis  of  the  arterial 
wall  occurs,  and  a traumatic  aneurysm  develops. 
Subsequently,  this  may  rupture,  and  if  the 
rupture  is  through  a small  point,  there  may  be  a 
sufficient  number  of  hours  for  the  patient  to  be 
brought  to  the  operating  room  and  the  aneurysm 
resected.  I might  mention  that  resection  of 
thoracic  aneurysms  is  obviously  a highly  tech- 
nical and  extremely  difficult  job.  During  the 
period  of  surgery  it  is  necessary  to  maintain 
blood  flow  to  the  brain  and  to  the  distal  aorta, 
usually  by  means  of  some  type  of  a shunt.  How- 
ever, it  is  worth  emphasizing  that  at  least  in 
certain  situations  these  patients  formerly  had 
no  chance  at  all.  Now  some  can  be  saved. 

Dr.  Denton:  Abdominal  aneurysms,  of 


course,  are  catastrophes  only  when  they  leak  or 
rupture.  Fortunately,  the  leak  is  usually  pos- 
terior where  a certain  tamponade  effect  may  be 
exerted.  Therefore,  the  patient  may  live  long 
enough  to  reach  the  hospital  where  definitive 
treatment  can  be  undertaken.  One  attempts  to 
maintain  blood  pressure  and  prevent  shock  so  that 
the  abdomen  can  be  entered  and  the  aneurysm 
removed  successfully.  This  can  be  done  in  about 
50  per  cent  of  patients,  if  they  live  long  enough 
to  reach  the  hospital.  Thus,  a bleeding  ab- 
dominal aneurysm  is  no  longer  a hopeless  situ- 
ation, and  patients  should  be  referred  promptly 
to  the  hospital  for  such  conditions. 

Peripheral  aneurysms  may  be  congenital  or 
traumatic.  If  they  are  large  enough,  they  are 
easily  recognized  because  they  are  pulsatile. 
The  chief  danger  is  that  they  have  a tendency  to 
thrombose,  and  the  thrombosis  produces  all  the 
signs  of  peripheral  arterial  interruption.  If 
they  can  be  recognized,  they  should  be  removed 
before  thrombosis  occurs  to  prevent  this  un- 
toward result. 

I would  like  to  say  a few  words  about  freezing 
as  an  acute  vascular  catastrophy.  Freezing 
produces  considerable  damage  to  the  tissues 
and  blood  vessels,  causing  thrombosis  to  the 
vessels  in  the  distal  portions  of  the  extremities 
involved,  particularly  the  fingers  and  toes. 
Freezing  is  something  that  can  occur  quite  un- 
expectedly with  exposure  but  should  be  easy  to 
recognize. 

The  present  pattern  of  treatment  was  evolved 
in  the  Korean  war  where  freezing  was  such  a 
common  problem.  The  patient  should  be  placed 
in  bed.  The  frozen  extremities  are  allowed  to 
warm  at  room  temperature  or  perhaps  slightly 
above,  but  heat  is  not  used.  Conversely,  the 
old  fashioned  treatment  of  using  cold  to  delay 
the  thawing  of  the  frozen  tissues  is  not  advised, 
since  it  causes  further  damage  and  prolongs  spasm 
in  the  vessels  proximal  to  the  frozen  part.  The 
patient  should  be  put  on  anticoagulants,  since 
this  may  prevent  the  thrombosis  of  some  of  the 
small  peripheral  vessels.  Tetanus  and  Clos- 
tridium welchii  antitoxin  should  be  given  if  a 
considerable  amount  of  tissue  has  been  destroyed, 
since  tetanus  and  gas  gangrene  are  an  ever- 
present threat.  Sympathetic  blocks  and  sym- 
pathectomies have  little  to  offer  in  the  acute 
treatment  of  freezing  and  have  been  abandoned 
in  these  situations.  Also,  the  advantage  of 
using  steroid  therapy  is  at  present  highly  de- 
batable. 
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Questions  Received  by  Radio  from 
Participating  Hospitals * 

Kingston  Hospital,  Kingston:  What  are  the 
ingredients  of  Dr.  Powers’  “cocktail”  which  he 
uses  in  pulmonary  embolism? 

Dr.  Powers:  The  mixture  that  we  use  con- 
tains 300  mg.  of  papaverine,  1 mg.  of  atropine, 
1.4  mg.  of  cetylanide,  and  100  mg.  of  heparin, 
which  are  moderately  brisk  amounts.  This 
is  all  made  into  one  glorious  mixture  and  given 
intravenously.  I’d  just  like  to  say  that  this 
“cocktail”  is  not  administered  to  every  patient 
with  pulmonary  infarct.  It  should  be  used  with 
some  discretion  and  reserved  for  those  with 
evidence  of  massive  infarction. 

Dr.  Nelson:  In  that  regard,  I would  like  to 
ask  about  the  digitalis.  Dr.  Denton,  do  you 
have  any  comment  on  the  inclusion  of  digitalis 
in  this  cocktail  prior  to  the  observation  of  signs 
of  cardiac  failure?  We  know  we  can  produce 
extremely  rapid  digitalization  in  the  present  era 
when  we  observe  overt  need. 

Dr.  Denton:  It  hasn’t  been  my  custom  to 
digitalize  these  patients  until  a need  arises, 
and  in  this  respect  I do  differ  somewhat  from 
Dr.  Powers. 

Dr.  Powers:  I should  mention,  and  this 
is  agreeing  with  what  Dr.  Denton  has  said, 
that  the  situation  in  which  I would  use  this 
“cocktail”  is  the  one  in  which  the  doctor  is  right 
on  the  ward  at  the  moment  a patient  suddenly 
falls  flat  on  the  floor,  intensely  cyanotic  and 
gasping  for  breath.  He  is  unable  to  get  a pulse 
and  feels  that  he  is  dealing  with  a real  catastrophe 
— a life  and  death  situation. 

Benedictine  Hospital,  Kingston:  Would  you 
gentlemen  discuss  the  difference  between  the 
dissecting  aneurysm  of  the  aorta  and  acute 
myocardial  infarction? 

Dr.  Powers:  This  is  an  excellent  question 
because  this  is  probably  the  most  common 
differentiation  that  one  has  to  make.  I think 
the  diagnosis  can  be  difficult  in  many  cases, 
but  here  are  a few  points.  From  the  stand- 
point of  pain,  there  probably  is  very  little  that 
is  helpful.  The  patient  with  a dissecting  aneu- 
rysm will  frequently  complain  principally  of 
interscapular  pain,  but  he  may  not.  The  pain 
may  be  substernal,  it  may  be  squeezing  in  char- 
aracter,  or  it  may  actually  radiate  to  the  left 
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arm  and  in  every  other  way  mimic  a myocardial 
infarction. 

I think  the  first  and  most  important  differ- 
ence is  the  development  of  associated  neurologic 
changes.  This  appears  to  be  an  almost  universal 
accompaniment  of  a dissecting  aneurysm,  and  I 
think  the  reason  goes  back  to  something  we  have 
mentioned.  Most  dissecting  aneurysms  start 
near  the  sinus  of  Valsalva,  and  if  they  dissect 
very  far,  they  are  almost  bound  to  occlude  the 
upper  spinal  artery,  the  one  that  comes  off 
about  T-3,  so  that  the  neurologic  changes  are 
almost  invariably  present. 

Occasionally,  as  a result  of  dissection  that  pro- 
ceeds far  enough  along  the  aorta  there  will  be 
some  evidence  of  partial  obstruction  of  the 
vessels  supplying  the  extremities.  For  example, 
if  one  can  note  a marked  difference  in  the  radial 
pulses  or  the  blood  pressures  in  the  two  arms, 
or  a change  or  difference  between  the  femoral 
arteries,  this  would  certainly  be  very  suggestive 
of  an  aneurysm. 

Although  the  electrocardiogram  in  dissecting 
aneutysm  will  almost  always  show  some  non- 
specific changes,  it  will  very  rarely  show  the 
completely  characteristic  changes  that  one  asso- 
ciates with  myocardial  infarction.  Therefore, 
if  one  does  get  a pattern  suggestive  of  infarction, 
I think  that  would  be  enough  to  tip  the  diagnosis. 

Kingston  Hospital:  With  spasm  of  the 

lower  extremity  vessels,  how  do  you  feel  with 
regard  to  blocking  the  sciatic  nerve  as  compared 
to  doing  a paravertebral  block? 

Dr.  Denton:  It  is  possible  to  achieve  some 
effect  by  blocking  the  sciatic  nerve,  but  the 
results  are  not  nearly  as  good  as  by  doing  a 
paravertebral  block.  Blocking  peripheral  nerves 
is  useful  in  people  with  acute  catastrophes  and 
pain  in  a distal  part,  in  that  the  blockage  will 
often  produce  relief  of  pain,  but  it  is  not  as 
satisfactory  for  relieving  spasm  as  the  sympa- 
thetic block. 

Dr.  Powers:  I agree  entirely  with  what 

Dr.  Denton  has  said.  I also  agree  with  the 
questioner  that  the  peripheral  nerves  are  the 
final  common  pathway  of  the  sympathetics. 
The  only  difficulty  is  an  anatomic  one.  It  is 
difficult  to  get  a sufficient  dosage  of  the  anesthetic 
agent  around  and  permeating  the  nerve  to 
produce  a complete  sciatic  block. 

Castle  Point  Veterans  Administration 
Hospital,  Castle  Point:  Would  you  discuss  the 
treatment  of  thoracic  aneurysms  not  due  to 
dissecting  mechanisms? 
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Dr.  Powers:  I think  it  depends  on  the  type 
of  aneurysm.  This  might  be  a good  time  to 
discuss  luetic  aneurysms.  A luetic  aneurysm 
differs  from  the  arteriosclerotic  in  that  it  does 
not  represent  a diffuse  disease  involving  the 
entire  circumference.  Usually,  there  is  a small 
point  on  the  wall  which  becomes  weakened; 
the  aneurysm  is  essentially  a blowout  through 
this  small  area.  In  the  vast  majority  of  cases 
these  can  be  excised  without  ever  interrupting 
blood  flow  through  the  aorta  by  placing  a non- 
occluding clamp  along  the  side  of  the  aorta  which 
occludes  merely  the  neck  of  the  aneurysm. 
The  aneurysm  then  can  be  removed  and  the 
hole  closed  over. 

If  the  aneurysm  is  one  of  the  arteriosclerotic 
type,  and  if  it  is  in  the  ascending  aorta,  then  it 
is  absolutely  essential  to  provide  blood  flow7  to  the 
brain  through  some  type  of  a shunting  mecha- 
nism. A variety  of  methods  have  been  advo- 
cated. The  pig’s  aorta  has  been  used,  and 
various  plastic  prosthetic  devices  have  been 
tried,  but  it  is  essential  that  flow  be  maintained. 
In  the  descending  thoracic  aorta  this  is  not 
necessary.  We  know  that  we  can  cross-clamp 
in  the  thoracic  aorta  for  periods  of  at  least 
fifteen  minutes,  probably  in  some  cases  as  long 
as  forty-five  minutes,  particularly  if  the  operative 
situation  is  supplemented  with  hypothermia. 
During  that  time  it  is  usually  possible  to  resect 
the  entire  aneurysmal  portion  and  replace  it 
with  a homograft.  One  word  of  caution  here. 
One  has  to  be  careful  at  the  extreme  upper  and 
lower  ends  of  the  descending  thoracic  aorta 
because  it  is  here  that  the  principal  spinal  ar- 
teries come  off.  There  is  an  appreciable  in- 
cidence of  permanent  complete  transverse  my- 
elitis following  resection  of  aneurysms  in  these 
areas. 

East  Horton  Memorial  Hospital,  Middle- 
town:  Dr.  Denton,  what  has  been  your  expe- 
rience, surgically,  with  emboli  of  the  popliteal 
and  brachial  arteries,  and  is  your  treatment 
always  conservative? 

Dr.  Denton:  No,  we  do  not  always  treat 
them  conservatively.  As  a matter  of  fact, 
as  far  as  the  popliteal  vessel  is  concerned,  the 
question  of  surgery  is  really  a factor  of  time. 
When  we  see  a patient  with  popliteal  embolus 
w7ith  good  signs  of  demarcation  early,  we  often 


operate  and  remove  the  embolus.  By  and  large, 
these  patients  have  done  w7ell.  Conversely, 
if  the  patient  has  had  the  embolus  for  a good 
many  hours  or  even  a day  or  so,  wre  feel  very 
definitely  that  conservative  management  is 
indicated.  This  is  different  from  the  embolus 
higher  up  w7here  we  feel  that,  even  if  present  for 
a good  many  hours,  it  should  be  removed  in  an 
effort  to  preserve  as  much  of  the  extremity  as 
possible  and  to  allow,  if  amputation  is  necessary, 
as  little  amputation  as  possible. 

With  regard  to  the  brachial  artery,  wre  all 
know  that  adequate  circulation  can  be  maintained 
despite  occlusion  of  this  vessel  because  of  good 
collateral  circulation.  Brachial  emboli,  there- 
fore, have  generally  been  treated  conservatively, 
rather  than  with  surgery.  In  my  experience 
I have  felt  it  necessary  to  remove  only  one 
brachial  embolus  surgically. 

Dr.  Nelson:  Will  you  discuss  the  question 
of  surgical  versus  medical  care  of  femoral  vein 
thrombosis,  as  it  was  brought  out  briefly  in  your 
outline? 

Dr.  Denton:  We  all  feel,  at  the  moment, 
that  medical  care  is  the  best  way  of  treating 
these  conditions.  We  no  longer  rush  to  do 
superficial  femoral  ligations  or  surgical  inter- 
ruptions of  the  venous  system;  in  fact,  we  very 
seldom  do  so  now7.  Our  main  indication  for 
surgical  rather  than  medical  treatment  is  the 
presence  of  multiple  emboli  in  the  face  of  medical 
treatment.  Medically,  we  use  anticoagulants. 
In  the  initial  phase,  one  should  start  with  heparin 
in  order  to  get  rapid  anticoagulation.  Then, 
since  it  is  not  practical  to  keep  a patient  on 
heparin  for  protracted  periods  of  time,  one  adds 
Dicumarol  until  a satisfactory  prolongation  of 
prothrombin  time  has  been  attained,  at  which 
time  heparin  is  discontinued. 

Kingston  Hospital:  In  superficial  femoral 
vein  thrombosis,  are  there  any  specific  indications 
for  operation  other  than  repeated  multiple 
pulmonary  emboli? 

Dr.  Denton:  Yes.  Patients'  in  whom  you 
can’t  use  anticoagulants  are  prime  examples 
in  w hich  the  surgical  approach  is  still  valuable. 
These  people  should  have  superficial  femoral 
vein  ligations  done  first.  Then,  if  they  continue 
to  throw  emboli,  one  can  consider  progressing 
to  a vena  caval  ligation. 

These  will 
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Social  Settings  Conducive  to  Alcoholism 
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The  sociologic  approach  to  alcoholism  could  be 
applied  to  such  matters  as  diagnosis,  epidem- 
iology, rehabilitation,  prevention,  medical  ed- 
ucation, and  the  impact  of  institutional  care.  In 
all  these  instances  the  attitudes  and  behaviors 
and  the  social  structuring  of  human  beings  form 
an  essential  element  in  that  which  occurs. 
Whether  it  be  attitudes  that  prevent  an  alco- 
holic from  coming  into  contact  with  a therapist,  a 
difference  between  therapist  and  patient  in  rela- 
tion to  learned  aspirations,  inhibitions,  and  beliefs 
in  what  is  “natural  and  good,”  or  a specific  set  of 
cultural  notions  about  drinking,  the  so-called 
sociologic  aspects  can  be  not  only  relevant  but 
even  crucial  for  the  emergence  of  different  symp- 
toms, different  patient-physician  relationships, 
different  therapeutic  results.  Naturally,  this  in 
no  way  detracts  from  the  significance  of  other 
approaches.  During  this  period  in  our  culture 
it  does  seem,  however,  that  the  sociologic  ap- 
proach is  more  immediately  germane  to  alcoholism 
than  it  might  be  to  pneumonia,  cataracts,  or  a 
broken  leg. 

* Professor  of  Sociology,  Yale  University;  Director,  Yale 
Center  of  Alcohol  Studies;  Chairman,  Connecticut  Commis- 
sion on  Alcoholism. 
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This  presentation  will  be  limited  to  illustrating 
the  sociologic  approach,  and  consideration  will  be 
restricted  to  one  application  in  the  area  of 
etiology.  The  purpose  is  not  to  “explain” 
alcoholism  or  present  clinical  technics  for  therapy, 
or  even  to  describe  the  condition  sociologically. 
It  is  to  present  one  example  of  the  sorts  of  data, 
the  sorts  of  measurement,  and  the  sorts  of  con- 
clusion, that  can  stem  from  this  social  science 
approach  and  that  may  prove  useful  to  the  medi- 
cal practitioner. 

Described  sociologically,  alcoholism  is  viewed 
as  a behavior  phenomenon.  It  is  in  one  sense 
more  effectively  defined  by  sociolog}^  at  this 
time  than  by  other  disciplines  for  the  simple  reason 
that  it  forms  a unique  syndrome,  one  not  easily 
confused  with  any  other,  e.g.,  unemployed, 
atheists,  bachelors,  Kansans,  collegians,  drug 
addicts.  It  is  largely  the  current  lack  of  such 
uniqueness  that  has  made  psychologic  and  physio- 
logic descriptions  rather  murkjr. 

As  a sociologic  phenomenon,  alcoholism  will  be 
described  in  terms  of  specified  behaviors  of  the 
alcoholic  and  their  degree  of  differentiation  from 
comparable  behaviors  of  others;  these  behaviors 
may  be  subdivided  into  such  classifications  as 
actions,  attitudes,  and  group  membership,  the 
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behaviors  being  patterned  and  repetitive.  The 
condition  also  will  be  described  in  terms  of  the 
patterned  and  repetitive  behaviors  of  significant 
others  responding  to  the  alcoholic  and  his  be- 
haviors. These  also  may  be  subclassified  as 
above. 

Whether  one  is  studying  the  behaviors  of  the 
alcoholic  or  of  those  responding  to  him,  two  per- 
spectives are  of  essential  importance.  One  of 
these  is  sociocultural  orientation:  whether  the 
condition  or  the  afflicted  individual  is  considered, 
it  is  always  in  terms  of  the  specific  cultural  group. 
Therefore,  in  contrast  to  the  usual  medical 
orientation,  the  sociologic  analysis  wrill  never, 
except  in  terms  of  high-level  abstraction,  relate  to 
alcoholism  as  a condition  of  Homo  sapiens  but 
always  in  terms  of  a specified  sociocultural  con- 
text, e.g.,  Greek  alcoholism;  upper-class  Canadian 
alcoholism  in  those  of  English  background ; Mex- 
ican-Indian  alcoholism. 

The  second  perspective  is  that  of  time.  This 
refers  not  only  to  time  periods  for  a culture  but 
also  to  time  periods  in  the  individual  life  history. 
For  example,  the  behavior  deviations  of  an  alco- 
holic must  be  viewed  against  his  sociologic  devel- 
opment. If  three  individuals  manifested  ap- 
proximately the  same  alcoholic  behavior  devia- 
tions at  age  forty-five,  it  would  not  necessarily 
mean  they  were  of  the  same  subtypes  of  alco- 
holism from  a sociologic  viewpoint  (although  from 
a legal  or  physiologic  viewpoint  they  might  be  ex- 
tremely similar).  One  of  the  three  individuals 
might  never  have  taken  on  effectively  the  values, 
inhibitions,  and  aspirations  of  the  culture;  he 
might  be  called  “undersocialized,”  and  many 
so-called  Skid  Row  types  might  be  so  described. 
A second  might  have  taken  on  the  culture  in  an 
unbalanced,  even  twisted  fashion,  with  excessive 
anxieties  and  guilts  at  one  point  and  with  apparent 
minimal  aspirations  at  another;  perhaps  many 
so-called  neurotic  alcoholics  would  be  of  this 
type,  and  they  could  in  this  terminology  be  called 
“dissocialized.”  Still  a third  might  have  been 
socialized  in  relatively  average  fashion  for  his 
social  milieu,  but  he  might  have  left  the  group  so 
that  the  particular  social  learning  wras  unlearned 
and  other,  differing  values  and  practices  learned ; 
certain  emigr4s  and  perhaps  some  isolated  oc- 
cupational groups  may  suggest  representatives  of 
such  a “desocialized”  category.  Despite  the 
manifest  behavior  (and  perhaps  also  ph}rsiologic, 
psychologic,  legal,  and  other)  similarities  of  three 
such  persons  in  the  late  stages  of  alcoholism,  they 
would  represent  decidedly  different  categories 


from  a sociologic  viewpoint. 

Some  Common  Behavior  Symptoms 

Very  briefly  to  describe  some  of  the  typical 
signs  of  the  present-day  alcoholic  among  white, 
Protestant  males  of  northern  European  cultural 
orientation  living  in  urban  areas  of  the  north- 
eastern quarter  of  the  United  States,  the  following 
list  might  be  offered.  In  each  instance  the  be- 
haviors, attitudes,  or  memberships  are  deviations 
from  an  average  of  the  individual’s  own  particular 
stratum  within  this  large  and  complex  population. 
Very  roughly,  these  signs  approximate  a pro- 
gression from  the  earliest  to  the  last  stages  of  the 
condition. 

(1)  Compared  to  other  persons  of  his  ap- 
propriate social  group,  the  alcoholic  consumes 
more  alcohol  and  does  so  more  frequently.  (2) 
He  hides  this  consuming.  (3)  He  consumes  at 
times  much  more  rapidly,  often  gulping.  (4) 
He  experiences  periods  of  temporary  amnesia. 
(5)  He  exhibits  excessive  deviations  in  be- 
havior while  using  alcohol.  (6)  After  the  first 
drink  he  shows  a loss  of  rational  control  over 
further  consumption.  ( 7 ) He  develops  excessive, 
new,  and  socially  unacceptable  explanations 
about  his  use  of  alcohol.  (8)  He  may  often 
imbibe  when  alone.  (9)  He  may  imbibe  to 
“start  off”  the  day.  (10)  Directly  related  to 
his  use  of  alcohol,  he  begins  to  lose  friends, 
family  relationships,  jobs,  etc.  (1 1)  He  attempts 
new  ways  of  using  alcohol  (e.g.,  only  wine,  only 
every  other  day,  only  with  particular  persons) 
or  occasionally  stops  all  use  for  specified  periods. 
(12)  He  seeks  outside  help.  (13)  He  manifests 
rather  extraordinary  fears  and  resentments.  (14) 
He  indulges  in  “benders,”  prolonged  periods 
during  which  intoxication  blots  out  all  socially  ex- 
pected and  prescribed  activities  and  relationships. 
(15)  He  may  manifest  psychotic  episodes  and 
certain  physical  stigmas.  (16)  He  may  hit  both 
psychologic  and  sociologic  bottom,  now  making 
no  attempts  to  behave  or  to  make  rationaliza- 
tions about  his  behavior  that  would  fit  any  ac- 
ceptable norm. 

Alcoholism  Etiology — General 
Con  sidera  t ions 

Psychologic  factors  are  generally  felt  to  be  the 
critical  item  in  explaining  the  initiation  of  alco- 
holic drinking,  the  early  repetitive  deviant 
drinking  behaviors  such  as  those  discussed  above. 
Alcohol  is  an  anesthetic  or  depressant,  and  its 
action  is  approximately  the  same  on  all  human 
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central  nervous  systems:  it  is  usually  described 
as  reducing  the  speed  and  accuracy  of  perception, 
slowing  down  reaction  time,  and  diminishing 
tensions,  anxieties,  and  inhibitions.  These 
functions,  however,  may  have  markedly  dif- 
ferent impact  upon  differing  personalities.  The 
person  who  is  noticeably  shy  or  overly  repressed 
or  who  appears  to  struggle  with  too  heavy  a 
load  of  self-imposed  guilt  is  felt  to  be  psycho- 
logically susceptible  to  the  development  of 
alcoholism.  Nor  is  it  considered  necessary  for 
such  characteristics  to  be  particularly  marked  at 
the  ages  of  seventeen  to  twenty-three  years, 
a common  period  in  the  United  States  for  initia- 
tion of  the  custom  of  drinking.  Such  features 
might  remain  fairly  well  masked  through  young 
adulthood.  With  increasing  pressures  of  social 
expectancy  (as  interpreted  by  the  individual) 
of  marriage,  parenthood,  occupational  or  pro- 
fessional progress,  menopause,  or  persistent 
situations  calling  for  behaviors,  achievements, 
or  status  that  the  person  cannot  meet  without 
increased  and  unmanageable  anxieties,  the 
susceptibility  will  become  increasingly  marked. 
Alcohol  might  be  reacted  to  with  extreme  be- 
havior at  the  very  onset  of  drinking  at  ages  under 
twenty  years,  or  the  person  might  indulge  in  a 
socially  controlled  fashion  for  several  years  before 
showing  the  drinking  deviations  characteristic 
of  the  alcoholic.  In  the  latter  case  the  deteriorat- 
ing sociopsychologic  function  of  excessive  intake 
of  alcohol  may  appear  etiologically  of  considerable 
importance  for  final  emergence  of  alcoholism. 
On  the  other  hand,  in  the  noticeably  neurotic 
person  of  nineteen  or  twenty  who  with  the  onset 
of  drinking  begins  to  show  deviant  behaviors, 
the  etiologic  significance  of  the  alcohol  is  felt  to 
be  less  important. 

Basically,  then,  one  set  of  questions  about 
etiology  concerns  the  factors  lying  behind  the 
emergence  of  those  personality  sets  characterized 
by  what  are  called  excessive  feelings  of  anxiety, 
guilt,  inadequacy,  and  the  like.  It  is  generally 
agreed  that  these  feelings  are  learned,  as  also  are 
the  more  or  less  acceptable  ways  of  handling 
them.  The  social  value  systems  from  which 
the  individual  of  necessity  gains  his  interpreta- 
tions of  self  and  of  ideal,  the  form  of  social  struc- 
ture through  which  these  systems  come  to  him, 
the  sanctions  that  direct  and  reinforce  his 
learning,  and  the  reality  situations  through 
which  he  lives — all  these  clearly  are  essential 
parts  of  his  learning.  However,  that  these 
social  factors  determine  the  emergence  of  this 


or  that  particular  anxiety  or  make  socially 
acceptable  adjustment  impossible — this  is  a 
different  matter  entirely.  The  unique  individual 
experiences,  environment,  and  learning  proc- 
esses can  provide  such  an  elaborate,  even 
enormous  range  of  individual  developments  that 
psychologic  factors  are  almost  certainly  of  the 
same  general  order  of  significance  as  are  the 
sociologic  ones.  Lying  behind  both  of  these 
may  well  be  physiologic  differences  that  would 
tend  to  accentuate  certain  types  of  intensities  of 
behavior  differences  (whether  socially  acceptable 
or  not)  and  thus  be  significant  for  so-called 
neuroses  in  one  society  and  for  more  normal 
life  patterns  in  another. 

On  this  very  basic  level,  physiologic,  psycho- 
logic, and  sociologic  factors  are  probably  all  of 
as  yet  unknown  degrees  of  importance.  How- 
ever, as  one  moves  to  the  next  level,  greater 
discrimination  is  possible.  Granted  that  the 
individual  is  suffering  somewhat  more  than  the 
average  member  of  his  group  from  anxieties, 
tensions,  guilts,  and  feelings  of  inadequacy 
and  further  granted  that  he  is  introduced  to  the 
drinking  of  alcohol  beverages,  why  does  he 
become  an  alcoholic?  The  question  becomes 
highly  pertinent  when  it  is  noted  that  many 
such  suffering  persons  do  use  alcohol  beverages 
and  do  not  become  alcoholics.  Certainly  the 
use  of  alcohol  by  itself  does  not  cause  alcoholism, 
since  it  is  observed  that  only  a small  percentage 
of  users  (well  under  10  per  cent)  ever  become 
alcoholics.  The  fact  that  many  unhappy, 
neurotic,  or  maladjusted  persons  use  alcohol 
beverages  and  do  not  become  alcoholic  suggests 
that  an  etiology  more  specific  than  the  commonly 
ascribed  (and  vaguely  defined)  psychologic 
anomaly  or  maladjustment  must  be  sought. 

Variation  in  Drinking  Culture  and 
Incidence  of  Alcoholism — Four 
Groups  as  Examples 

On  the  sociologic  side  there  have  developed  in 
very  recent  years  some  hypotheses  about  specific 
conditions  that  may  be  viewed  in  terms  of  social 
and  cultural  terrains  that  are  more  and  less 
favorable  for  the  emergence  of  alcoholism. 
They  may  even  be  interpreted  as  “causative” 
from  some  points  of  view.  The  sociologic  ap- 
proach is  based  on  study  of  the  manifest  be- 
haviors, attitudes,  things,  and  group-member- 
ship patterns  that  form  a constellation  centering 
on  the  customary  use  of  alcohol  beverages  within 
a specific  society.  Collections  of  this  sort  of 
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data,  when  classified,  allow  descriptions  of  the 
prevalence  of  more  or  less  deviation  from  norms. 
There  are  many  sorts  of  deviation  from  norms  of 
the  constellation  of  behaviors  that  may  be 
called  the  drinking  custom  in  our  society,  e.  g., 
false  labeling,  icing  the  wine,  bootlegging, 
drinking  by  a participant  prior  to  a contest  of 
skills.  Here  we  are  interested  in  the  deviations 
related  more  directly  to  the  behavioral  syndrome 
labeled  alcoholism. 

One  sociologic  question  would  be  “Does  this 
syndrome  appear  more  frequently  with  socio- 
logic constellations  of  one  sort  than  with  those  of 
another  sort?”  The  answer  would  appear  to 
be  an  undoubted  affirmative.  It  is  not  possible 
in  a paper  of  this  length  to  do  more  than  sketch 
some  generalizations  relevant  to  such  studies  in 
terms  of  rather  extreme  examples. 

First  Example. — The  first  example  concerns  a 
current  American  group  in  which  the  social 
functions  of  drinking  are  strikingly  clear: 
drinking  is  to  draw  the  family  together,  to  cement 
the  bonds  of  larger  group  membership,  to  activate 
the  relationship  between  man  and  deity.  This 
is  understood  by  the  participants.  The  rules  and 
procedures  of  drinking  are  about  as  ritualized 
as  those  of  a university  football  game  or  a church 
service. 

Violations  of  the  rules,  or  violations  of  propriety 
while  drinking,  are  quickly  and  severely  sanc- 
tioned, and  all  sanctioning  roles  (father,  neighbor, 
community  leader,  occupational  leader,  elders, 
etc.)  join  uniformly  in  such  negative  sanctions. 
The  custom  does  not  show  much  differentiation 
by  subsocieties  or  subclassifications  of  the  group, 
although  men,  adults,  and  wealthy  persons  tend 
to  drink  more  frequently.  The  custom  is 
learned  from  infancy;  it  is  instilled  at  the  time 
that  basic  moral  attitudes  are  learned  and  is 
taught  by  the  prestigeful  members  of  the  group 
(parents,  ministers,  elders).  The  custom  is 
closely  entwined  with  family  and  religious 
constellations.  No  great  emotional  feeling  about 
drinking  as  such  is  particularly  noticeable: 
there  have  never  been  experiences  with  Prohibi- 
tion; there  are  no  total  abstinence  movements; 
there  is  no  Dionysiac  cult  or  worship  of  drinking. 
It  is  held  emotionally  as  more  significant  than 
salt  or  chocolate,  but  there  is  no  great  excitement 
about  it. 

Members  of  this  group  do  sneer  at  other  groups 
that  exhibit  drunkenness.  Two  final  comments. 
First,  all  members  of  this  society  drink,  they  do 
so  hundreds  of  times  every  year,  they  use  beer, 


wfine,  and  distilled  spirits;  second,  all  evidence 
points  to  the  conclusion  that  emotional  mal- 
adjustments in  this  group  are  at  the  very  least 
as  common  as  they  may  be  in  any  segment  of 
American  society.  This  group  may  be  called 
Orthodox  Jews.  Alcoholism  is  practically  un- 
known.1 

Second  Example. — A second  American  group 
may  be  described  as  follows.  The  social  functions 
of  drinking  are  rather  vaguely  and  somewhat 
defensively  described;  they  concern  drawing 
people,  both  family  members  and  also  complete 
strangers,  together,  often  for  purposes  of  “fun,” 
often  to  allow  relaxation  from  (rather  than  as  in 
the  preceding  case  closer  adherence  to)  moral 
norms.  There  is  only  an  archaic  symbolism 
for  drawing  man  closer  to  deity,  and  this  refers 
to  such  a specialized  situation  that  it  is  not 
even  considered  to  be  “drinking.”  The  rules 
and  procedures  are  on  occasion  rather  specific, 
but  also  show  enormous  variability  so  that  a 
given  individual  may  follow  one  set  of  rules  with 
his  family,  another  with  business  or  professional 
associates,  and  a third  on  holiday  occasions  and 
show  even  different  patterns  when  away  from  the 
home  town. 

Sanctions  for  violations  are  extremely  irregular, 
ranging  from  accepting  laughter  to  violent  physi- 
cal attack.  Parents,  employers,  priests,  physi- 
cians, and  other  agencies  of  sanction  are  most 
uncertain  sources,  both  in  formal  statement  and 
in  actual  behavior,  many  of  them  avoiding  the 
issue  whenever  possible.  The  custom  shows 
marked  variations  by  segments  and  subsocieties 
of  the  group;  again  adults,  men,  and  wealthy 
persons  tend  to  drink  more  frequently.  Some, 
however,  do  not  drink  at  all,  use  of  alcohol  by 
women  and  children  is  suspect,  and  certain 
occupations  are  ordered  not  to  drink  at  all 
(although  acceptance  of  this  sort  of  rule  is  surely 
irregular). 

The  custom  is  generally  learned  between  the 
ages  of  fifteen  and  twenty  and  accompanies  the 
time  of  the  troublous  diminution  of  parental 
controls  (as  contrasted  to  the  characterization 
of  the  time  of  learning  in  the  preceding  group). 
Sometimes  the  learning  stems  not  from  parents, 
ministers,  physicians,  elders,  and  teachers  but 
from  other  adolescents,  sometimes  on  trains, 
in  cars,  or  in  commercial  places.  The  custom 
is  not  significantly  entwined  with  family  and 
religious  institutions,  although  there  may  be  one 
set  of  drinking  practices  related  to  the  family. 
There  is  great  emotional  feeling  about  the 
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individuals,  feeling  that  has  run  rampant  for 
generations.  Activating  the  custom,  especially 
by  the  young,  is  often  attended  with  feelings  of 
guilt,  hostility,  and  exhibitionism  and  may  occur 
as  a secretive  practice  insofar  as  parents  or  em- 
ployers or  elders  are  concerned. 

Two  final  comments — perhaps  three  quarters 
of  the  males  over  fifteen  years  of  age  and  perhaps 
over  one  half  of  the  females  over  fifteen  years  of 
age  use  alcohol  beverages,  there  being  not  too 
much  use  of  wine,  relatively  greater  use  of  beer 
by  men,  and  use  of  distilled  spirits.  The 
variation  in  frequency  of  use  is  broad,  mostly 
in  the  range  of  25  to  200  times  a year,  although 
information  on  the  subject  is  scanty.  Second, 
the  incidence  of  emotional  and  psychologic 
disturbances  is  probably  not  exceptionally 
high ; it  may  well  be  average  or  even  less.  This 
group  may  be  called  the  United  States  American 
of  the  northeast  quarter  of  the  nation — 
Protestant,  middle-class,  urban,  white,  from 
Anglo-Saxon  background  of  three  or  more  genera- 
tions in  this  country.  Alcoholism  certainly  is 
not  rare  in  this  group.  Perhaps  three  to  seven 
of  every  100  users  of  alcohol  and  five  or  six  males 
to  every  female,  most  of  them  being  between 
thirty-five  and  fifty-five  years  of  age,  are  alco- 
holics. 

Third  Example. — A third  social  milieu, 
characteristic  for  perhaps  a million  and  a half 
Americans,  can  be  described  as  follows:  In  this 
group  the  social  function  of  drinking  is  officially 
stated  to  be  (1)  nonexistent  and  (2)  if  drinking 
occurs  it  is  held  to  be  disruptive,  deteriorating, 
and  disgusting.  The  actual  social  function, 
among  those  who  do  drink,  can  only  be  stated  in 
terms  of  those  who  do  get  together  and  imbibe; 
for  them  it  is  probably  an  important  means  for 
establishing  their  identity  (as  different)  among 
themselves  and  for  reinforcing  adhesion  of  such  a 
coterie.  Unless  the  total  group  should  change 
its  major  viewpoint  and  practice  (total 
abstinence)  the  social  functioning  of  drinking  can 
only  be  in  the  area  of  deviation  or  even  departure 
from  the  group;  it  may  allow  one  type  of  bridge 
to  members  of  other  groups  and  thus  serve  as  a 
channel  through  which  other  sorts  of  change 
(business,  politics,  arts,  etc.)  might  be  introduced. 

Functions  of  drinking  for  the  individual  wfill 
loom  much  larger  than  social  functions  when  this 
group  is  compared  to  the  other  two.  Rules 
and  procedures  for  drinking  will  be  borrowed 
from  other  cultural  milieux;  by  definition  they 
cannot  by  home-grown  products  and  cannot 


be  accepted  as  rules  and  procedures  by  the  group 
as  such  but  only  by  the  drinking  individuals. 
There  are  no  sanctions  for  drinking  and,  only 
in  one  limited  sense,  against  drinking  (no  matter 
how  it  is  activated,  by  whom,  when,  in  what- 
ever manner,  etc.) — it  is  taboo. 

There  is  probably  a great  deal  of  variation 
(for  which  there  is  no  evidence)  in  the  practice  of 
drinking  according  to  the  heterogeneous  extra- 
social models  of  this  behavior,  according  to 
individual  participants,  and  according  to  any 
sorts  of  differentiation  that  exist  within  the 
group  (e.  g.,  wealth,  occupation,  location,  edu- 
cational achievement).  The  practice  (it  is 
only  a custom  in  a most  limited  sense)  is  learned, 
insofar  as  the  group  is  concerned,  from  improper, 
deviant  members  of  the  group,  in  hiding  or  away 
from  the  area.  The  practice  is  at  odds  with  at 
least  the  official  position  of  every  other  institution 
or  way  of  the  group.  There  is  great  emotional 
feeling  against  the  practice.  Members  of  the 
group  feel  superior  to  groups  that  do  drink  and 
equate  drinking  with  drunkenness,  atheism, 
crime,  disease,  poverty,  and  immorality  in 
general.  There  is  very  little  evidence  about  the 
extent  of  the  practice.  Perhaps  25  per  cent  of 
the  men  and  6 or  7 per  cent  of  the  women  should 
be  counted  as  users  of  alcohol.  I know  of  no 
evidence  about  the  prevalence  of  emotional 
disorders,  but  I have  no  reason  to  believe  that  it 
is  high.  A guess  might  be  allowed  to  the  effect 
that  it  was  lowrer  than  some  abstract  United 
States  average.  From  indirect  knowledge  and 
limited  data,  it  would  appear  that  the  incidence 
of  alcoholism  among  drinkers  in  this  group,  the 
American  Mormons,  is  very  low.  It  would  also 
appear  that  the  incidence  of  alcoholism  among 
drinkers  in  this  group  is  very  high,  i.  e.,  more 
than  three  to  seven  out  of  every  100  drinkers.2 

Fourth  Example. — The  fourth  and  last 
illustration  is  not  drawm  from  the  United  States. 
In  this  primitive  South  American  society  the 
social  function  of  drinking  alcohol  beverages 
is  so  wrell-understood  that,  somewhat  paradoxi- 
cally, it  wrould  be  hard  for  the  members  to  explain 
it — just  as  the  social  functions  of  eating  in  our 
society  are  probably  for  most  of  us  beneath  the 
level  of  conscious  realization.  The  social  func- 
tion of  drinking  for  the  group  being  described  is 
getting  together,  enjoying  life,  identifying  all 
sorts  of  achievements,  events,  and  symbolic 
values,  fulfilling  all  sorts  of  socially  approved 
ways,  enhancing  status,  and  just  “being  a human 
being.”  The  rules  and  procedures  are  under- 
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stood  and  activated  by  all.  Again  the  men  tend 
to  drink  more,  although  perhaps  not  more  fre- 
quently; wealth  is  viewed  differently,  and  dif- 
ferences in  wealth  are  less  marked  so  that  this 
comparison,  noted  in  the  other  three  groups, 
is  probably  of  less  significance.  Certain  leaders 
of  the  group,  comparable  perhaps  to  our  status 
of  mayor,  drink  more  frequently.  The  society 
does  not  manifest  many  subsocieties  or  cate- 
gories, and  drinking  differences  on  this  level  may 
not  exist.  According  to  reports  there  is  little 
violation  of  rules  and  procedures,  and  there  are 
almost  no  instances  of  deviations  from  expectancy 
except  by  some  individuals  who  were  away  for  a 
few  years  (e.  g.,  in  military  service).  Deviation 
would  consist  of  drinking  at  the  wrong  time, 
drinking  alone,  etc. 

The  custom  is  learned  from  childhood,  and  the 
practice  itself  generally  takes  place  in  full  public 
view.  It  is  a practice  almost  inextricably 
entwined  with  major  ways  of  life  and  social 
institutions.  In  terms  of  the  previous  examples, 
there  is  not  great  emotional  tension  or  excite- 
ment about  drinking;  certainly,  feelings  of 
guilt,  hostility,  anxiety,  and  the  like  are  absent. 
Apparently  everybody  drinks,  both  beer  and 
distilled  spirits.  They  drink  perhaps  100  to  200 
times  a year.  Drinking  to  the  point  of  and 
beyond  intoxication  is  a common  if  not  the 
usual  practice.  Alcoholism  is  apparently  un- 
known, although,  among  those  who  have  for  a 
while  been  in  the  armed  services  or  in  industries 
in  the  big  cities,  the  condition  has  been  heard  of; 
no  word  for  such  a condition  exists  in  the  lan- 
guage. There  has  been  no  survey  of  the  prev- 
alence of  emotional  disorders  (because  the 
culture  is  so  different  from  western  civilization, 
many  diagnostic  labels  and  behavior  symptoms 
would  hardly  apply),  but  one  feels  from  the 
descriptive  material  that,  if  a rate  were  estab- 
lished, it  might  be  lower  than  for  the  three  groups 
previously  discussed.3 

Comment 

These  four  examples,  clearly  oversimplified  and 
often  without  sufficient  data,  serve  to  illustrate 
the  view  that  there  are  various  sociologic  “ter- 
rains” for  the  emergence  of  alcoholism  and  that 
the  differences  are  significant  for  the  greater  or 
less  prevalence  of  the  condition.  They  may 
help  to  illustrate  the  point  that  the  background 
psychologic  factors  considered  important  for 
alcoholism  may  not  mature  into  that  condition 
if  the  cultural  conditions  are  negatively  struc- 


tured for  such  a development.  It  is  perhaps  not 
unlikely  for  a Mormon  woman  for  forty-five 
years  an  average  participant  in  that  community 
to  develop  emotional  problems,  neurotic  symp- 
toms, or  the  like.  It  is  quite  unlikely  for  her  to 
adopt  the  use  of  alcohol  to  mitigate  or  mask 
such  problems.  For  the  emotionally  upset 
Orthodox  Jew,  such  a development  is  even  more 
unlikely.  For  him  or  her  there  are  such  positive 
moral,  religious,  and  family  group  values  attached 
to  use  of  alcohol  that  alcoholic  behaviors  would 
be  similar  to  a Christian’s  adoption  of  the  be- 
havior of  smashing  altars  as  a means  of  gaining 
relief  from  guilt  and  anxiety.  Excessive  eating, 
gambling,  drug  addiction,  or  compulsive  work 
habits  would  be  more  likely  channels  for  ex- 
pressing symptoms  in  the  case  of  the  individual 
brought  up  with  a well-instilled  belief  in  the 
symbolic  and  sacred  character  of  using  alcohol 
beverages. 

On  the  other  hand,  for  the  young  Mormon  who 
is  rebellious,  who  strongly  rejects  the  controls  of 
parents,  church,  neighbors,  and  the  like,  who 
can  find  in  the  larger  society  that  surrounds 
Mormonism  opportunities  to  achieve  financial, 
occupational,  esthetic  and  recreational  satis- 
factions, and  who  needs  to  exhibit  his  new  in- 
dividual freedom,  the  use  of  alcohol  beverages  is 
a dramatically  useful  tool.  Unequipped  with 
rules,  models,  sanctioning  agents,  realistic  knowl- 
edge, and  appropriate  restraints  or  directions 
from  related  institutions  about  drinking  but 
full}"  equipped  with  rebelliousness,  many  guilt 
feelings  and  anxieties,  and  needs  to  impress  his 
newly  found  associates  with  non-Mormonism, 
especially  as  that  means  activation  of  what  he 
has  always  known  to  be  vices,  this  man  is  prob- 
ably an  excellent  prospect  for  alcoholism. 
A converse  proof  of  the  theory  that  the  social 
situation  of  learning  to  drink  is  important  for 
the  appearance  or  nonappearance  of  alcoholism 
would  call  for  a study  of  such  situations  among 
alcoholics  no  matter  what  group  they  came  from. 
Ullman’s4  studies  on  this  matter ' certainly  re- 
inforce the  theory. 

Lest  the  reader  think  that  these  social  factors 
are  being  described  as  sufficient  causes,  let  me 
say  that  there  are  rebellious  Mormons  who  drank 
and  did  not  become  alcoholics.  There  are  prob- 
ably cases  of  Mormon  women  who  never  left 
the  community  and  who  did  become  alcoholics. 
Furthermore,  the  illustrations  presented  are  of 
an  extreme  nature.  They  are  here  used  to  indi- 
cate the  nature  of  relevant  sociologic  factors. 
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In  most  instances  the  impact  of  such  phenomena 
will  not  be  so  definite.  The  cultural  and  social 
background  will  not  be  as  consistent  as  that  of 
Orthodox  Jew  or  Mormon.  For  example,  in 
almost  all  groups  in  the  United  States,  women 
arc  so  brought  up,  drinking  by  women  is  so 
sanctioned,  and  drunkenness  in  females  is  so 
punished  that,  even  for  members  of  the  same 
group,  alcoholism  is  less  likely  to  appear  among 
women  than  among  men.  Put  in  different 
terms,  other  things  being  equal  we  would  expect 
greater  personality  problems  or  more  anomalous 
social  experiences  in  the  cases  of  100  women 
alcoholics  than  among  100  alcoholic  men. 

This  discussion  of  a sociologic  aspect  of  alcohol- 
ism etiology  is  merely  illustrative.  There  are 
other  sociologic  formulations  that  may  help  to 
explain  the  emergence,  form,  extent,  accompani- 
ments, etc.,  of  this  condition.  The  purpose  of 


this  presentation  is  to  indicate  the  utility  of 
sociologic  data  and  methods  for  more  effective 
understanding  of  some  of  the  unanswered, 
troublesome  questions  faced  by  medical  men. 
In  this  instance,  why  are  such  differential  rates 
of  alcoholism  found  in  different  sociocultural 
groups?  Physiologic,  psychologic,  and  pharma- 
cologic approaches  alone  do  not  answer  this 
question  effectively. 

52  Hillhouse  Avenue 
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Childhood  Called  Best  Time  to  Have  Mumps 


There  is  much  less  likelihood  of  infection  after 
exposure  to  mumps  than  to  measles  or  chickenpox, 
a San  Francisco  physician  has  reported.  This  “low 
order  of  communicability”  probably  accounts  for 
the  fact  that  so  many  adults  escape  the  disease 
during  childhood  only  to  develop  it  in  later  years, 
Dr.  Edward  B.  Shaw  said  in  the  August  2 Journal  of 
the  American  Medical  Association. 

The  best  time  for  a person  to  have  mumps  is 
during  childhood,  when  the  possible  complications 
are  not  very  severe.  In  adulthood,  mumps  can  be 
followed  by  serious — and  sometimes  lasting — com- 
plications. I11  order  to  prevent  the  possibility  of 


severe  adult  infections,  it  might  be  desirable  to 
deliberately  expose  a child  to  the  disease,  thus  in- 
suring lifelong  immunity.  However,  this  introduces 
the  potential  risk  of  secondarily  exposing  adults 
who  may  then  have  the  illness  with  greater  severity 
and  sometimes  permanent  damage.  There  is  no 
really  reliable  and  predictable  means  of  artificially 
inducing  immunity.  The  best  means  of  acquiring 
lifelong  immunity  is  to  have  mumps  before  puberty. 

Dr.  Shaw  is  clinical  professor  of  pediatrics  at  the 
University  of  California  Medical  Center  and  chief 
of  the  communicable  disease  department  at  Chil- 
dren’s Hospital,  San  Francisco. 
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From  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner,  New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  incidents  of  ingestion  were 
recently  reported  to  the  New  York  City 
Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Atropine  15  months  and  Male  and 

3 years  Female 

The  patients  obtained  the  atropine  solution 
from  the  top  of  the  refrigerator.  The  solution 
was  originally  prescribed  in  a child  health  station 
for  the  younger  sibling  because  of  periodic  vomit- 
ing. It  is  not  known  how  much  of  the  atropine 
solution  the  patients  ingested.  The  bottle  con- 
tained an  ounce  of  1:10,000  atropine  solution. 
The  older  sibling  gave  some  of  the  solution  to  her 
younger  brother.  When  the  mother  found  the 
children,  the  bottle  was  practically  empty.  The 
younger  child  turned  all  red  within  an  hour  after 
ingestion  and  was  brought  to  the  hospital. 

On  admission,  the  physical  findings  were  as 
follows:  Pulse,  194;  blood  pressure,  140/90,  and 
temperature  99.6  F.  The  patient  was  a well- 
developed,  well-nourished  male  infant  in  no  dis- 
tress with  warm,  bright-red  skin  on  all  four  limbs, 
face,  and  upper  trunk.  His  pupils  were  slightly 
dilated  but  reacted  (slightly  sluggishly)  to  light. 
Mucosa  of  the  pharynx  was  dry.  The  heart  had 
a regular  sinus  rhythm,  a forceful  apical  beat, 
and  no  murmurs.  Liver  and  spleen  were  normal. 
The  rest  of  the  findings  were  unremarkable. 


The  patient  was  given  several  teaspoons  of 
ipecac,  and  he  vomited  two  times  soon  after 
arriving  at  the  hospital.  The  vomitus  was 
colorless  and  only  an  ounce  or  two  in  amount. 
Within  two  hours  after  admission,  his  flush  began 
to  fade  and  his  pulse  subsided.  No  further  treat- 
ment was  given.  He  was  observed  carefully  and 
showed  only  uneventful  subsidence  of  flush  and 
tachycardia.  The  patient  was  discharged  as 
improved  after  twenty-four  hours  of  hospitaliza- 
tion. 

The  older  child  was  brought  to  the  hospital 
within  two  hours  after  ingestion  when  the  mother 
noticed  that  her  face  was  flushed.  On  examina- 
tion in  the  outpatient  department,  the  following 
findings  were  noted : dilated  pupils,  tachycardia 
(180+),  dry  oral  mucosa,  and  marked  flush.  On 
admission  to  the  ward  the  patient  had  only  di- 
lated pupils  and  dry  mouth,  her  flush  and  tachy- 
cardia had  disappeared.  She  was  observed  for 
four  hours  and  then  discharged.  Prior  to  ad- 
mission to  the  hospital  she  was  given  2 cc.  of 
ipecac  in  the  out-patient  department  and  had 
vomited  presumably  the  bulk  of  the  atropine 
solution. 

It  has  been  noted  in  our  series  of  atropine 
poisonings  that  the  initial  symptoms  are  most 
alarming,  but  fortunately  they  subside  with  rela- 
tive rapidity.  It  may  be  well  to  re-emphasize 
that  prescriptions  or  medications,  whether  issued 
by  a physician  in  a hospital  dispensary,  a.  child 
health  station,  or  in  a private  office,  or  by  a veter- 
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inarian  in  an  animal  shelter  or  in  a private  office, 
should  be  labeled  properly  so  that  subsequent 
identification  can  readily  be  made.  Proper 
storage  and  handling  is  also  most  important. 

Incident  2 

Toxic  Agent  Age  Sex 

Cortisone  16  months  Female 

The  parents  were  busy  painting  the  bathroom 
and  kitchen.  The  medications  had  been  removed 
from  the  medicine  cabinet  and  put  on  a table  in 
the  living  room.  The  patient  obtained  some 
Cortisone  tablets  and  ingested  them.  Her 
mother  became  very  alarmed  and  when  unable 
to  contact  the  family  physician  who  prescribed 
the  Cortisone,  she  contacted  the  police  who  called 
an  ambulance  which  took  the  child  to  a hospital. 

On  admission  to  the  hospital,  although  the 
patient  was  asymptomatic,  her  stomach  was 
lavaged  and  she  was  sent  home. 

Physicians  are  reminded  to  caution  parents 
about  the  potency  of  drugs  and  the  inherent 
danger  when  such  drugs  are  taken  injudiciously 
or  ingested  accidentally. 

Incident  3 

Toxic  Agent  Age  Sex 

Lysol  50  years  Female 

The  patient  ingested  two  ounces  of  Lysol  in  a 
suicide  attempt.  The  only  symptom  noted  was 
vomiting.  The  patient  was  taken  to  a hospital 
where  her  stomach  was  lavaged  and  she  was 
treated  with  barbiturates  and  supportive  ther- 
apy. 

While  in  the  hospital,  esophagitis,  resulting 
from  the  Lysol  ingestion,  was  noted.  The 
esophagitis  was  still  present  on  discharge.  After 
thirteen  days  of  hospitalization,  the  patient  was 
sent  home  with  instructions  to  stick  to  a soft  diet 
and  return  for  a follow-up  visit. 

Incident  4 

Toxic  Agent  Age  Sex 

J-0  Rat  Paste  25  years  Female 

(Phosphorus) 

Intent  on  suicide,  this  patient  ingested  75  cc. 
of  J-0  Rat  Paste.  She  had  abdominal  pains, 
nausea,  and  vomiting.  On  admission  to  the  hos- 
pital, vomiting  and  a strong  odor  of  rat  paste  on 


her  breath  were  noted. 

Twenty-three  hours  after  ingestion  the  stom- 
ach was  lavaged  with  potassium  permanganate. 
The  blood  chemistry  was  as  follows:  urine  one 
to  three  red  blood  cells  per  cu.  mm.;  blood  potas- 
sium 2.5  mg.  per  100  cc.  blood;  sodium  123.6 
mg.  per  100  cc.  blood;  chloride  110  mg.  per  100 
cc.  blood;  carbon  dioxide  51  volumes  per  cent. 
The  gastric  contents  were  not  examined.  The 
patient  was  given  mineral  oil,  injections  of  cal- 
cium gluconate,  caffeine  sodium  benzoate,  and 
antibiotics. 

The  delay  in  the  patient’s  admission  to  the 
hospital  was  due  to  the  fact  (according  to  the 
husband)  that  the  history  of  the  rat  poison  inges- 
tion was  not  revealed  until  the  husband  found 
the  patient  in  bed,  seven  hours  after  ingestion, 
vomiting  yellowish-brown  material  and  com- 
plaining of  stomach  cramps. 

Three  days  following  admission,  the  patient 
expired  in  spite  of  therapy.  The  diagnosis  was: 
electrolyte  imbalance  and  hepatic  decompensa- 
tion due  to  phosphorus  poisoning. 

Incident  5 

Toxic  Agent  Age  Sex 

Rough  on  Rats  8 months  Male 

The  patient  ingested  an  unknown  quantity  of 
Rough  on  Rats.  He  vomited  several  times  and 
was  taken  to  a hospital  one  and  one-half  hours 
after  ingestion.  His  stomach  was  lavaged  with 
water.  After  one  day’s  observation,  the  patient 
was  discharged  as  improved. 

Incident  6 

Toxic  Agent  Age  Sex 

Over-the-Counter  18  years  Female 

Sedative 

(A  Methapyrilene 

Proprietary) 

The  patient  was  under  the  care  of  Harlem  Hos- 
pital because  of  generalized  pain.  She  was  given 
medication  to  relieve  the  pain,  but  the  pain  con- 
tinued. She  went  to  a neighborhood  drug  store 
and  bought  some  sleeping  tablets.  The  tablets 
were  in  a bottle  which  was  clearly  labeled.  The 
patient  understood  the  dosage,  but  she  took  all 
12  tablets.  She  soon  developed  hiccups  and  was 
taken  to  the  hospital  emergency  ward.  The 
signs  on  admission  were  hiccups  and  stupor. 
The  stomach  was  lavaged,  and  caffeine  sodium 
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benzoate  and  Coramiue  were  administered. 
After  one  day  in  the  hospital  the  patient  recovered 
and  was  discharged. 

There  are  a host  of  over-the-counter  metha- 
pj'rilenc  sleeping  preparations  on  the  market. 
They  arc  extensively  advertised  on  radio,  on 
television,  and  in  the  newspapers.  Although 
these  are  advertised  as  “safe,”  overdoses  are 
potentially  hazardous,  especially  for  children. 

Members  of  the  medical  profession  have  re- 
peatedly called  the  Poison  Control  Center,  pro- 
testing the  over-the-counter  sale  of  such  products. 
Physicians,  however,  can  be  helpful  by  alerting 
families  that  these  drugs  are  not  without  danger. 

Incident  7 

Toxic  Agent  Age  Sex 

Oral  Nonbarbi-  29  years  Female 

turate  Sedative 

(Glutethimide) 

Dr.  Barbara  Parker  of  Bellevue  Hospital  re- 
ported the  following  case. 

This  twenty-nine-year-old  housewife  was  found 
in  coma  at  10  p.m.  on  March  11.  An  empty 
bottle,  known  to  have  contained  20  glutethimide 
tablets  that  morning,  was  by  her  side.  She  was 
taken  to  Roosevelt  Hospital,  given  gastric 
lavage,  and  transferred  to  Bellevue.  During  a 
period  of  observation  she  was  described  as  being 
reactive  to  painful  stimuli.  A physical  examina- 
tion revealed  the  following:  temperature  97.6  F.; 
pulse  120;  respiration  20  per  minute.  She  was 
comatose  but  reactive  to  painful  stimuli  with  gag 
and  tendon  reflexes  present.  The  lungs  were 
clear,  and  there  was  no  c3^anosis.  Her  arms  were 
rigid  and  extended  with  force. 

Laboratory  findings  were:  Urine  specific 

gravity  1.005,  no  albumin,  one  plus  sugar,  one 
plus  acetone;  hemoglobin  concentration  14  Gm. 
per  cent,  repeat  14.2  Gm.  per  cent;  hematocrit 
43  mm.;  erythrocyte  sedimentation  rate  29  mm.; 
white  blood  cells  12,200  per  cu.  mm.,  repeat 
10,400  per  cu.  mm.  with  78  per  cent  polymor- 
phonuclears,  2 immatures,  19  lymphocytes,  and 
1 basophil.  Blood  urea  nitrogen  was  7 mg.  per 
cent,  chloride  105  mEq.  per  liter,  sodium  140 
mEq.  per  liter,  and  potassium  2.9  mEq.  per  liter. 
Culture  of  tracheal  secretions  revealed  B.  Pro- 
teus (predominant),  A.  aerogenes,  and  Staphlo- 
coccus  aureus  coagulation  positive. 

A gastric  lavage  was  repeated  during  which  the 
patient  moaned.  At  8:30  a.m.  she  was  found  in 


the  supine  position  with  shallow  respirations, 
coarse  rhonchi  throughout  both  lung  fields,  and 
cyanosis  of  nail  beds.  Her  blood  pressure  was 
90/50  mm.  Hg  and  her  pulse  was  90  per  minute. 
An  intratracheal  airway  was  inserted  by  the 
anesthetist  who  found  gag  reflex  absent.  Suc- 
tion relieved  the  rhonchi  and  cyanosis  and  im- 
proved the  ventilatory  exchange.  Examination 
of  the  lungs  revealed  bronchial  breath  sounds  over 
the  left  lower  lung  field  posteriorly  without  rales. 
At  11  a.m.  she  was  showing  intermittent  spas- 
ticity of  the  left-upper  extremity  (the  right  was 
immobilized  by  infusion),  the  neck  was  flaccid, 
the  pupils  were  dilated  and  reacted  minimally  to 
light.  There  was  no  oculocephalic  reflex,  her 
knee  jerks  were  active,  and  there  was  unsustained 
ankle  clonus  bilaterally.  There  was  no  corneal 
reflex.  The  patient  coughed  once  or  twice  dur- 
ing the  examination.  C}ranosis  was  not  present, 
and  respirations  were  deep  and  regular.  The 
tracheal  airway  was  in  place,  and  a watery  reddish 
material  drained  out  of  the  tube  from  time  to 
time.  There  were  no  rales  in  the  lungs  and  there 
was  amphoric  breathing  over  the  lower  lobe  of  the 
left  lung  posteriorly.  From  12  noon  to  1 p.m. 
she  was  observed  by  a neurologist  and  electro- 
encephalogram was  recorded.  No  oculocephalic 
reflex  was  present,  nor  was  there  response  to  cold 
caloric  test  by  eye  movements  or  on  the  electro- 
encephalogram. The  patient  was  given  250  mg. 
of  megimide  intravenously  from  12:50  to  1 p.m. 
At  the  end  of  the  injection  she  coughed  rather 
forcifully  twice,  the  left  arm  became  Very  spastic, 
and  respirations  were  deeper  for  about  five  min- 
utes-. 

At  4 p.m.  her  temperature  was  100  F.,  respira- 
tions were  28  per  minute,  shallow,  and  chiefly 
abdominal.  Her  nail  beds  were  cyanotic.  There 
were  no  rales  or  rhonchi,  but  impressions  of 
amphoric  breathing  persisted.  A chest  x-ray 
revealed  marked  bilateral  densities  involving  all 
but  the  uppermost  portions  of  both  lung  fields, 
more  extensive  on  the  right  side  than  on  the  left. 
There  was  no  tracheal  shift.  Because  of  these 
findings  and  the  impression  that  cerebral  anoxia 
was  complicating  the  picture  of  drug  intoxica- 
tion, bronchoscopy  was  performed  at  5 p.m. 
The  entire  tracheobronchial  tree  was  congested. 
All  the  visualized  segmental  bronchi  were  patent 
but  filled  with  thin,  turbid  secretions  which  were 
aspirated.  There  was  no  improvement  following 
bronchoscopy.  The  patient  was  completely 
flaccid.  On  March  13  the  temperature  rose  to 
103  F.  at  2 a.m.  At  10  p.m.  the  respiratory  rate 
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had  been  40  per  minute.  It  increased  to  48  per 
minute  (at  2 a.m.)  and  with  tachycardia  was  out 
of  proportion  to  the  temperature.  She  was  cya- 
notic, and  the  blood  pressure  became  difficult  to 
maintain.  She  was  given  10  mg.  of  Aramine 
intramuscularly  at  G f.m.  and  again  at  9 p.m. 
Thereafter,  norepinephrine  was  administered  in- 
travenously in  increasing  concentrations  but 
without  any  effect.  She  was  given  600,000  units 
of  procaine  penicillin  intramuscularly  at  3 p.m. 
and  at  10  p.m.,  and  1 Gm.  of  chloramphenicol 
at  3 p.m.  and  at  6 p.m.  and  0.5  Gm.  at  11  p.m. 
The  patient  finally  expired  at  5:30  a.m.,  fifteen 
hours  after  admission  and  about  twenty  hours 
after  she  was  found  in  coma.  Death  was  due  to 
glutethimide  intoxication  with  severe  bilateral 
aspiration  tracheobronchitis  and  pneumonitis. 

It  has  been  reported  that  the  fatal  dose  of  glu- 
tethimide is  probably  from  10  to  20  Gm.  and 
not  40  Gm.  as  was  initially  estimated. 

Incident  8 

Toxic  Agent  Age  Sex 

“Sleeping  Pills”  15  years  Male 

The  patient  took  an  unknown  quantity  of  five 
gr.  aspirin  and  Anacin  tablets  which  he  obtained 
from  the  medicine  cabinet.  This  was  done  to 
spite  his  mother  who  reprimanded  him  because  of 
the  poor  report  card  he  had  received  in  school. 
The  patient  was  found  asleep  in  the  morning  and 
could  not  be  awakened.  A doctor  was  called  and 
took  him  to  the  hospital.  In  the  hospital  the 
following  symptoms  were  noted:  abdominal 

pains,  nausea,  vomiting,  and  stupor.  His  stom- 
ach was  lavaged  and  intravenous  fluids  were  ad- 
ministered. After  several  days  of  hospitaliza- 
tion and  therapy,  the  patient  made  a complete 
recovery. 

Incident  9 

Toxic  Agent  Age  Sex 

Prochlorperazine  19  months  Male 

The  mother  left  the  container  with  pills  on  the 
kitchen  table.  In  the  morning  she  looked  for 
her  pills  but  was  unable  to  find  them.  When  she 
asked  the  patient  if  he  took  the  pills  he  said  “No 
more,  no  more.”  However,  the  mother  noticed 
that  the  child  appeared  groggy.  She  called  the 
doctor  who  advised  her  to  rush  the  child  to  the 
hospital.  On  admission  to  the  hospital,  the  child 
appeared  stuporous  and  he  also  vomited.  It  is 


estimated  that  the  child  ingested  110  mg.  of 
prochlorperazine.  His  stomach  was  lavaged  with 
water  in  the  hospital.  The  child  also  developed 
convulsions  (twitchings)  and  became  more  stu- 
porous. He  was  given  intravenous  fluids  and  caf- 
feine. 

The  patient  remained  lethargic  for  a while  but 
finally  made  a complete  recovery  after  four  days 
of  hospitalization. 

Incident  10 

Toxic  Agent  Age  Sex 

Antimetrorrhagic  1 year  Female 

Tablets  (Toluidine 

Blue-O-Chloride) 

The  nurse  who  made  the  home  visit  reported 
the  following  case. 

While  the  mother  was  in  bed,  the  child  pulled 
her  mother’s  purse  from  the  closet  shelf.  She 
opened  the  purse  and  found  toluidine  blue  pills. 
The  mother  stated  that  the  pills  are  blue  covered 
and  resemble  M and  M candy. 

The  child  ingested  the  pills  in  the  belief  that 
they  were  candy. 

The  symptoms  noted  by  the  physician  were  not 
remarkable  except  for  blue  coloring  of  the  child’s 
tears  and  urine.  Vomiting  was  induced  with  raw 
egg  and  milk.  The  patient  made  a quick  re- 
covery. 

Incident  11 

Toxic  Agent  Age  Sex 

Atropine  21/2  years  Male 

This  incident  was  reported  by  Dr.  Donald 
Gribetz,  the  Poison  Control  Officer  at  Mt.  Sinai 
Hospital. 

The  patient  had  a celiac  syndrome,  and  atro- 
pine was  prescribed  to  help  control  the  gastro- 
intestinal symptoms.  The  child  accidentally 
swallowed  several  1:1,000  atropine  tablets  five 
hours  prior  to  admission.  On  admission  the 
patient  had  dilated  pupils,  flushed  face,  a dry 
mouth,  and  appeared  excited.  He  was  given  45 
mg.  of  phenobarbital  for  sedation  and  was  then 
observed  for  five  hours  in  the  emergency  room 
without  any  additional  therapy. 

During  the  time  of  observation  the  symptoms 
began  to  abate  and  the  child  was  sent  home.  His 
parent  was  instructed  to  take  the  child  to  the 
family  physician  the  following  morning. 
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Incident  12 

Toxic  Agent  Age  Sex 

Isoniazide  Tablets  4 years  Male 

While  the  mother  was  in  the  bedroom  caring 
for  her  sick  husband  (a  tuberculosis  patient),  her 
children  were  playing  in  another  room.  The 
older  sibling  took  a bottle  of  pills  from  the  chif- 
forobe  in  the  living  room,  removed  the  cap  from 
the  bottle,  and  gave  the  pills  to  the  patient  and  to 
other  siblings  and  then  told  the  mother. 

The  isoniazid  was  given  in  a chest  clinic  for  the 
treatment  of  the  father.  On  admission,  the  child 
had  the  following  symptoms : vomiting,  dyspnea, 
convulsions,  stupor,  and  cyanosis.  His  stomach 
was  lavaged  in  the  hospital  with  saline  solution 
several  hours  after  ingestion.  Oxygen  and  sup- 
portive therapy  also  were  administered.  The 
patient  was  hospitalized  for  fourteen  days  and 
was  finally  discharged  as  fully  recovered. 

Since  these  drugs  are  usually  prescribed  in  suf- 
ficient amounts  to  last  for  a long  period,  it  is  es- 
sential to  alert  parents  to  keep  these  potentially 
hazardous  drugs  away  from  children. 


Toxic  Agent 

Incident  13 
Age 

Sex 

Noise  Volume 

19  months 

Male 

Restorer 

The  father  was  repairing  a television  set  and 
the  bottle  containing  the  product  was  on  a table. 
Unnoticed  by  the  father,  the  child  picked  up  the 
bottle  and  ingested  some  of  its  contents.  He 
soon  began  to  cry  and  the  father  noticed  the  odor 
on  his  breath.  The  patient  was  taken  to  a hos- 
pital where  burning  in  the  nose,  mouth,  and 
throat  was  noted.  His  stomach  was  lavaged 
with  tap  water  and  fluids  were  forced  during  his 
stay  in  the  hospital.  The  blood  showed  a leuko- 
cytosis and  the  urine  showed  an  acetonuria. 

The  product  ingested  contains  the  following: 
toluene  7.5  per  cent;  paradichloride  benzene, 
machine  oil  25  per  cent.  The  ingestion  of  this 
unusual  product  is  illustrative  of  the  complexity 
of  the  problem  relating  to  accidental  ingestion  of 
household  products. 

Incident  14 

Toxic  Agent  Age  Sex 

Over-the-Counter  14  years  Female 

Sedative  (A  Meth- 


apyrilene  Proprie- 
tary) 

The  patient  did  not  wish  to  return  to  school 
somewhere  in  Pennsylvania.  She  swallowed  50 
methapyrilene  tablets  before  leaving  for  the  Port 
Authority  Bus  Terminal.  On  arrival  at  the  bus 
terminal  she  became  very  pale  and  complained 
of  feeling  ill.  The  grandmother  took  her  to  the 
nearest  hospital.  At  the  hospital  the  stomach 
was  lavaged  with  sodium  bicarbonate  and  the 
patient  was  then  transferred  to  Bellevue  Hospital 
where  she  remained  under  observation  for  several 
weeks.  The  only  finding  on  admission  to  the 
first  hospital  was  pallor. 

Following  admission  to  the  hospital  the  patient 
also  developed  abdominal  pains  and  nausea  and 
became  hysterical.  The  blood  pressure  was 
104/69,  pulse  84,  and  respiration  22 — all  of  which 
are  within  normal  limits.  The  patient  was 
sedated,  given  supportive  therapy,  and  observed. 
After  two  weeks,  the  symptoms  abated  and  the 
patient  was  discharged  as  improved. 


Toxic  Agent 

Incident  15 
Age 

Sex 

Reducing  Pills 

2 years 

Female 

(Amphetamine- 

Phenobarbital) 

This  incident  was  reported  from  out-of-town, 
and  no  details  are  available  as  to  the  history  re- 
lating to  the  ingestion.  It  is  said  that  the  patient 
ingested  165  mg.  tablets  containing  amphetamine 
and  phenobarbital.  She  was  taken  to  the  hos- 
pital where  vomiting  was  induced  and  the  stom- 
ach was  lavaged  with  water.  She  was  also 
treated  with  intravenous  fluids,  enemata,  and 
supportive  therapy. 

On  admission  the  pertinent  finding  was  hy- 
perexcitability, but  soon  the  patient  became 
comatose.  Laboratory  findings  showed  marked 
stimulant  effect  for  four  hours,  .then  profound 
depression  with  ensuing  coma  for  ten  to  twelve 
hours,  mild  dehydration  and  acidosis.  The  pa- 
tient made  a full  recovery  after  the  administra- 
tion of  intravenous  fluids  and  enemata.  The 
patient  was  hospitalized  for  three  days.  She 
also  developed  an  ataxia  prior  to  discharge  which 
cleared  at  home  two  days  later. 

It  is  interesting  that  at  first  the  drug  produced 
a stimulating  effect  for  four  hours  and  then  pro- 
duced a profound  depression  with  ensuing  coma 
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for  ten  to  twelve  hours. 

Weight  reducing  preparations  are  frequently 
reported  to  this  Center  and  they  are  usually 
among  our  severest  incidents,  particularly  when 
involving  children. 

Incident  16 

Toxic  Agent  Age  Sex 

Nail  Hardener  3 years  Male 

The  preparation  was  to  be  used  diluted  with 
water.  The  child  picked  up  the  cup  from  the 
sink  and  drank  the  contents.  He  showed  no 
symptoms.  The  Center  was  called  for  advice 
and  a private  physician  administered  milk. 

Ingestions  of  three  different  types  of  nail 
hardener  have  been  reported  here.  The  com- 
position of  these  three  did  not  present  any  prob- 
lems on  ingestion.  Cuticle  removers,  however, 
frequently  contain  dilute  alkali  or  alkaline  com- 
ponents, such  as  potassium  hydroxide  or  tri- 
sodium phosphate  and  are  not  innocuous. 

Incident  17 

Toxic  Agent  Age  Sex 

Barbiturate  21  months  Female 

Dr.  Donald  Gribetz  of  Mt.  Sinai  Hospital  re- 
ported the  following  case: 

A twenty-one-month-old  female  child,  walking 
on  the  sidewalk  with  her  parents  at  approxi- 
mately 5 p.m.,  suddenly  tripped  and  fell.  When 
picked  up  she  appeared  to  stagger  repeated^  and 


was  unable  to  regain  her  normal  balance  for  the 
next  fifteen  minutes.  Thereafter,  she  developed 
periods  of  somnolence  alternating  with  extreme 
agitation  and  irritability.  After  approximately 
thirty  minutes  of  the  latter  symptoms,  she  was 
seen  by  Dr.  Daniel  Feldman,  a neurologist,  who 
found  no  abnormal  neurologic  signs  except  for 
nystagmus.  He  astutely  suggested  that  the  pic- 
ture resembled  that  of  a drug  intoxication  or 
idiosyncrasy  (probably  a barbiturate)  rather  than 
being  a result  of  the  fall  itself. 

Accordingly,  the  child  was  taken  to  Mt.  Sinai 
emergency  room  where  her  stomach  was  lavaged 
with  saline.  Within  one  hour,  or  approximately 
two  hours  after  the  fall,  the  symptoms  of  agita- 
tion and  somnolence,  although  still  persisting, 
appeared  to  lessen.  The  child  was  taken  home 
and  re-examined  the  following  morning,  by 
which  time  the  symptoms  had  completely  dis- 
appeared and  the  child  appeared  clinically  well. 

The  gastric  contents  were  analyzed  by  Dr.  C. 
J.  Umberger  who  found  a small  quantity  of  a 
barbiturate  resembling  pentothal.  Inspection 
of  the  child’s  household  revealed  the  presence  of 
many  of  her  father’s  “physician  samples” 
strewn  around  on  different  tables,  chairs,  etc. 
within  easy  reach  of  the  youngster.  Questioning 
of  the  parents  revealed  that  this  child  frequently 
played  with  the  bottles. 

Many  such  instances,  resulting  from  the  acci- 
dental ingestion  of  “samples”  by  physicians’ 
children,  have  been  reported  to  the  Poison  Con- 
trol Center.  This  Center  has  repeatedly  warned 
physicians  of  the  danger  of  careless  handling  of 
“samples”  in  their  offices  and  homes. 


{Number  eighteen  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 


A.M.A.  Plans  Group  Practice  Roster 


The  A.M.A.’s  Council  on  Medical  Service  has 
been  in  the  process  of  compiling  information  on 
group  practices  throughout  the  country  and  eventu- 
ally plans  to  publish  a directory  of  these  groups.  To 
date  the  Council  has  information  on  989  such  groups 
located  in  the  United  States,  Hawaii,  and  Canada. 
Verification  sheets  have  been  sent  out  to  those  groups 


already  on  file.  Physicians  who  practice  in  groups 
of  two  or  more — who  have  not  received  a check 
sheet — are  invited  to  send  the  following  information 
to  the  Council:  group  practice  name,  address, 

office  building  (indicate  whether  rented  or  owned), 
number  of  physicians,  and  the  specialties  represented. 
— A.M.A.  News  Notes,  August,  1958 


November  1,  1958 


3505 


CLINICAL  ANESTHESIA 
CONFERENCE 


A series  of  conferences  on  medical  emergencies 
in  Ihe  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 


Charles  l.  BURSTEiN,  m.d.,  Chairman 
b.  j.  ciliberti,  m.d.,  Cochairman 

ELIZABETH  CRAWFORD,  M.D.  LESTER  C.  MARK,  M.D. 

JAMES  MARIN,  M.D.  VALENTINO  D.  B.  MAZZIA,  M.D. 

GEORGE  WALLACE,  M.D. 


Insulin  Shock 


One  of  the  conditions  to  be  kept  in  mind 
when  treating  patients  with  insulin  is  insulin 
shock.  Although  the  hypoglycemic  phase  may 
develop  preoperatively,  during  surgery,  or  post- 
operatively,  its  symptomatology  may  vary  de- 
pending on  whether  the  patient  is  in  the  anesthe- 
tized state  or  not.  Classic  symptoms  of  hypo- 
glycemia in  the  conscious  individual,  such  as 
tremors,  double  or  blurred  vision,  hunger,  moist 
skin,  tachycardia,  increased  pulse  pressure,  and 
irritability  may  develop  suddenly.  In  severe 
states  convulsions  or  coma  may  occur.  Con- 
firmation of  the  diagnosis  may  be  made  by  the 
absence  of  sugar  in  the  urine  with  a follow-up 
of  blood  sugar  level.  Treatment  can  give  dra- 
matic results  by  the  intravenous  injection  of  50  cc. 
of  50  per  cent  of  glucose. 

The  following  two  case  reports  illustrate  (1) 

Discussed  at  a conference  held  at  the  Hospital  for  Special 
Surgery,  New  York  City,  August  4,  1958.  Clinical  Anes- 
thesia Conferences  are  held  on  the  first  Monday  of  every 
month. 


the  development  of  hypoglycemia  due  to  over- 
dose of  insulin  in  a conscious  patient  just  prior 
to  surgical  intervention,  and  (2)  the  results  of 
administering,  inadvertently,  80  units  of  regular 
insulin  to  a nondiabetic  patient  during  general 
anesthesia  respectively. 

Case  1. — A sixty-nine-year-old  male  had  a six- 
week  history  of  mild  abdominal  pain  and  constipa- 
tion with  jaundice.  He  was  known  to  have  been 
a diabetic  for  the  past  seven  years  and  was  con- 
trolled by  Orinase.  Physical  examination  disclosed 
arteriosclerotic  heart  disease.  The  heart  was  en- 
larged, and  the  arterial  blood  pressure  was  160/88. 
An  electrocardiogram  showed  right  bundle  branch 
block  and  primary  atrioventricular  block.  The 
patient’s  liver  edge  was  palpated  three  finger- 
breaths  below  the  costal  margin. 

Laboratory  findings  were  as  follows:  Urinalysis 

revealed  a specific  gravity  of  1010  and  gave  nega- 
tive findings  for  sugar  and  albumin  and  positive 
findings  for  urobilinogen  (1:10).  Blood  sugar  was 
200  mg.  per  100  cc.  and  hemoglobin,  10.6  Gm.  per 
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100  cc.  A series  of  gastrointestinal  roentgenograms 
showed  a gastrectomized  stomach  with  functioning 
gastroenterostomy.  The  gallbladder  could  not  be 
visualized  by  radiography.  After  observation  and 
conservative  therapy  it  was  decided  to  do  an  explora- 
tory laparotomy.  During  the  hospital  stay  the 
patient’s  diabetes  was  controlled  first  on  Orinase 
alone  for  the  first  two  weeks  and  for  the  last  preoper- 
ative week  on  protamine  zinc  insulin  (PZI),  15  units 
daily,  in  addition  to  Orinase. 

Surgery  was  scheduled  to  start  at  11:00  a.m. 
Orinase  and  protamine  zinc  insulin  were  ordered 
discontinued.  At  9:00  a.m.  an  intravenous  in- 
fusion of  1,000  cc.  5 per  cent  dextrose  in  water  was 
begun,  and  the  patient  was  given  15  units  of  regular 
insulin  by  hypodermic  injection.  Preanesthetic 
medication  consisting  of  Demerol  50  mg.,  and  atro- 
pine sulfate  0.4  mg.  was  administered  intramuscu- 
larly at  10:00  a.m.  When  the  patient  was  brought 
to  the  operating  room  at  11:30  a.m.,  he  was  almost 
comatose.  His  face  was  flushed,  but  his  skin  was 
cold  and  clammy.  He  could  be  aroused  briefly  by 
stimulation,  but  his  speech  was  slurred  and  inco- 
herent. His  blood  pressure  was  130/80.  His 
pulse  was  irregular  wdth  numerous  premature  beats. 

On  reviewing  the  patient’s  chart  it  was  noted 
that,  contrary  to  orders,  the  patient  had  been  given 
15  units  of  PZI  at  7 : 30  a.m.  in  addition  to  15  units 
of  regular  insulin  as  previously  mentioned.  A diag- 
nosis of  hypoglycemia  was  made.  The  infusion 
was  accelerated  and  30  cc.  of  50  per  cent  dextrose 
were  administered  intravenously.  Soon  there- 
after the  patient  could  be  aroused  more  easily,  and 
he  became  better  oriented.  His  pulse  became  regu- 
lar, and  his  skin  became  warm  and  dry.  His 
blood  pressure  stabilized  at  110/60.  Blood  sugar 
determination,  even  after  therapy  wdth  dextrose, 
was  27  mg.  per  100  cc.  Surgery  was  cancelled. 
The  patient  was  returned  to  his  room,  and  therapy 
continued  until  he  was  fully  recovered.  Two  days 
later  the  patient  was  brought  again  to  the  operating 
room  with  similar  preanesthetic  medication  but 
without  having  received  any  PZI.  This  time  he 
was  alert,  oriented,  and  responsive.  An  intrave- 
nous infusion  of  5 per  cent  dextrose  in  water  was 
started,  and  then  the  patient  was  given  15  units  of 
regular  insulin  by  hypodermic  injection.  General 
anesthesia  was  administered  for  the  laparotomy 
during  which  a choledochostomy  and  cholecysto- 
duodenostomy  were  performed.  Recovery  was 
uneventful  and  uncomplicated. 

Case  2. — A thirty-nine-year-old  male  was  under- 
going a colon  resection  for  carcinoma  of  the  ascend- 
ing colon.  Anesthesia  consisted  of  nitrous  oxide- 
oxygen  and  thiopental  sodium,  with  a muscle  re- 
laxant whenever  necessary.  During  surgery  2 cc. 
(80  units)  of  regular  insulin  wrere  injected  intrave- 
nously instead  of  an  intended  2 cc.  of  d-tubocurarine. 


(Although  the  labels  were  different  both  vials  were 
similar.)  One  minute  later  it  was  noted  that 
the  patient’s  arterial  blood  pressure  had  dimin- 
ished to  80/40  while  the  pulse  rate  increased  25 
beats  per  minute.  The  error  was  quickly  detected, 
and  10  cc.  of  50  per  cent  dextrose  were  injected  in- 
travenously, while  the  intravenous  drip  of  5 per 
cent  dextrose  water,  started  at  the  beginning  of 
surgery,  was  speeded.  The  blood  pressure  and 
pulse  rate  returned  to  original  levels  after  this 
therapy.  At  the  termination  of  the  surgical  inter- 
vention the  patient’s  blood  sugar  was  found  to  be 
normal. 

Comment 

It  is  probably  more  difficult  to  detect  insulin 
shock  in  a diabetic  patient  during  general  anes- 
thesia than  during  the  conscious  state.  Tachy- 
cardia, sweating,  and  elevated  pulse  pressure 
should  lead  one  to  suspect  the  condition.  Con- 
vulsive twitchings  may  occur.  The  symptoms 
of  insulin  shock  depending  on  the  higher  centers 
being  intact  are  not  observed  during  general 
anesthesia.  Urine  should  be  tested  immediately 
for  sugar.  The  latter  is  always  absent  in  the 
second  specimen.  Manifestations  of  insulin 
shock  during  anesthesia  have  been  reported  to 
consist  of  moderately  profuse  perspiration,  slight 
tachycardia,  and  increased  pulse  pressure  due 
predominantly  to  a fall  in  diastolic  pressure.1 

Cerebral  edema  may  occur  as  a result  of  rapid 
insulinization,  especially  when  the  supply  of 
glucose  has  not  been  sufficient  for  the  body’s 
needs.2  Signs  of  increased  intracranial  pressure 
may  be  observed. 

Two  cases  of  insulin  shock  during  spinal  anes- 
thesia have  been  reported.3  These  patients  were 
drowsy,  had  elevated  arterial  blood  pressures, 
slow  pulses,  and  increased  spinal  fluid  pressures. 
Scattered  muscle  twitchings  of  the  face  and  fore- 
arms were  observed  in  one  of  these  patients. 
Both  patients  were  treated  successfully  with  50 
cc.  of  50  per  cent  dextrose  intravenously. 

A general  depression  of  carbohydrate  metab- 
olism is  said  to  take  place  during  anesthesia.  It 
has  been  found  that  during  thiopental  sodium 
and  spinal  anesthesia  there  is  no  change  in  blood 
sugar,  but  a temporary  rise  is  present  when  cyclo- 
propane or  ether  is  used.  However,  blood 
sugar  tolerance  has  been  found  to  be  decreased 
in  these  four  different  types  of  anesthesia.4 

A proper  program  of  therapy  is  essential  in  the 
preparation  and  management  of  the  diabetic 
patient  for  surgery  and  anesthesia.  Care  and 
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the  checking  of  specific  written  orders  in  these 
patients  may  prevent  insulin  shock.  Recognized 
errors  also  may  aid  in  making  its  diagnosis. 
The  possibility  of  this  complication  should  al- 
ways be  kept  in  mind  when  treating  diabetic 
patients  with  insulin. 
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Plastic  Lenses  Aid  Millions 


A 450-year-old  theory  for  correcting  faulty  vision 
has  been  perfected  to  the  satisfaction  of  four  million 
Americans.  Advanced  in  1508  by  the  Italian  artist 
and  scientist,  Leonardo  da  Vinci,  the  theory  called 
for  placing  a lens  in  direct  contact  with  the  eye. 
Until  recent  years  scientists  have  been  thwarted 
by  the  fact  that  lenses  they  developed  were  found  to 
be  “unsafe,  uncomfortable,  and  almost  impossible 
to  fit  properly.”  This  was  reported  in  an  article 
appearing  in  the  September  issue  of  Today’s  Health, 
a publication  of  the  American  Medical  Association. 

The  modern  “invisible  glasses,”  known  as  the 
corneal  contact  lenses,  are  tiny  pieces  of  plastic, 
measuring  about  one  third  of  an  inch  across,  which 
rest  comfortably  on  the  corneas  over  the  small  area 
covering  the  pupils.  It  is  estimated  by  the  article’s 
author,  Robert  M.  Eret,  Chicago,  that  nearly  four 
million  persons  will  be  wearing  these  contact  lenses 
by  late  1958.  He  said,  “An  increasing  number  of 
bespectacled  seamen,  pilots,  athletes,  policemen,  and 
outdoor  workers  have  been  freed  by  corneal  contact 
lenses  from  the  whim  of  wind,  weather,  and  jarring 
motion.” 

The  new  type  lenses  are  also  becoming  popular 
with  actors,  actresses,  musicians,  and  young  men  on 
the  way  up  in  business,  who  just  want  to  look  their 
best  in  public. 

According  to  the  author,  the  advantages  offered 
by  the  new  lenses  include: 

— The  ease  with  which  the  glasses  are  kept  clean 


and  free  of  grease,  perspiration,  and  steam,  because 
plastic  doesn’t  attract  grease.  This  enables  the 
nearsighted  to  shave  and  shower  without  losing  the 
soap. 

— The  return  to  the  wearer  of  some  15  per  cent  of 
his  side  vision,  lost  when  wearing  spectacles. 

' — The  restoration  of  two-way  conversation; 
people  can  now  look  the  wearer  in  the  eye. 

— The  longer  period  of  time  that  they  can  be 
worn  as  compared  with  the  length  for  the  old  sclera 
type  contact  lenses.  The  corneal  lens  can  be  worn 
for  periods  up  to  16  and  18  hours. 

— The  prescription  will  last  at  least  three  to  five 
years,  and  possibly  as  long  as  twenty  years.  Pre- 
scriptions for  common  spectacles  must  be  changed 
every  year  or  two. 

Benefits  from  the  new  plastic  lenses  have  been 
expanded  to  include  persons  in  the  so-called  “bifocal 
years” — usually  after  forty.  Thought  to  be  im- 
possible until  a few  months  ago,  the  close  and  dis- 
tance vision  corrections  of  bifocals  can  now  be 
ground  into  corneal  contact  lenses. 

While  only  four  million  persons  soon  will  be  wear- 
ing contact  lenses,  the  author  estimates  that  most 
of  the  62  million  suffering  from  defective  sight  can 
comfortably  wear  contact  lenses.  “A  few  people 
with  rare  conditions  of  the  eye  and  lid  cannot  be 
fitted,  and  others.  . .simply  can’t  tolerate  having 
something  placed  against  their  eyes,”  the  author 
concluded. 
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The  Home  Care  of  a Cancer  Patient 

ANTHONY  A.  BIANCO,  M.D.,  NEW  YORK  CITY 


The  home  care  of  cancer  patients  differs  in 
several  important  respects  from  the  home 
care  of  patients  with  other  chronic  diseases  of 
similar  prognosis.  No  other  disease  creates 
such  a degree  of  hopelessness  in  the  patient  or 
frustration  in  the  physician. 

Whatever  the  patient  is  told  about  his  con- 
dition, it  is  of  the  utmost  importance  not  to  take 
away  all  hope  of  long  survival.  One  can  always 
speak  of  the  patients  who  are  still  living  twenty- 
five  years  after  their  first  treatment  for  cancer. 
An  important  aspect  of  the  treatment  is  the 
building  up  of  the  patient's  morale  and  if  any 
family  is  present,  keeping  up  their  spirits  through- 
out the  course  of  the  disease.  When  the  patient 
is  surrounded  by  an  atmosphere  of  courage  and 
optimism,  his  emotional  reaction  is  more  apt  to 
be  one  of  optimism  and  courage  too.  The 
attending  physician  must  take  unusual  precau- 
tions not  to  convey  to  the  patient  any  feeling  of 
rejection  and  resignation. 

Visits  by  the  physician  should  be  frequent 
enough  to  reassure  the  patient  that  everything 
possible  is  being  done  for  him.  He  will  then  be 
motivated  to  communicate  to  the  doctor,  visiting 
nurse,  or  family  any  fears  or  change  in  symptoms. 
In  many  cases  emotional  support  of  the  patient 
and  family  should  begin  while  the  patient  is  still 
in  the  hospital  or  even  when  he  is  first  contemplat- 
ing entering  the  hospital  for  definitive  diagnosis. 


This  is  particularly  necessary  in  cases  in  which 
surgery  will  cause  a change  in  usual  body  function 
or  a change  in  external  appearances,  such  as  a 
laryngectomy,  amputation,  colostomy,  extensive 
facial  and  neck  surgery,  and  other  types  of  surgery 
will  do. 

The  immediate  period  of  convalescence  in  these 
patients  is  usually  one  of  deep  despair.  In  many 
cases  which  do  not  respond  to  the  usual  sup- 
portive measures,  using  patients  who  have  suc- 
cessfully overcome  their  handicaps  of  similar 
surgery  as  teachers  can  do  the  greatest  good. 
A “talking”  laryngectomized  patient,  a “dancing” 
amputee,  or  a very  active  colostomy  patient  will 
inspire  many  fearfully  despondent  patients.  If 
these  patients,  while  still  in  the  hospital,  are  first 
taught  the  basic  skills  needed  to  take  care  of 
their  special  requirements,  a carry-over  to  home 
care  is  relatively  simple.  Otherwise,  an  insur- 
mountable barrier  may  be  erected,  and  conse- 
quently the  patient  cannot  be  adequately  cared 
for  at  home.  In  many  cases  special  apparatus 
and  materials  are  needed  for  proper  home  care, 
and  a skilled  individual,  such  as  a visiting 
nurse,  is  necessary  to  perform  some  of  the  more 
complicated  procedures.  However,  much  of  the 
home  nursing  care  can  be  taken  over  by  a 
devoted  member  of  the  family  after  a few  hours 
of  instruction  by  either  a visiting  nurse  or  physi- 
cian. 
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Necessary  articles,  such  as  irrigation  tubes, 
syringes,  cans,  dressings,  obturators,  tracheotomy 
tubes,  and  colostomy  and  urinaiy  collection  bags, 
etc.,  can  be  obtained  on  loan  without  charge  from 
the  local  chapter  of  the  American  Cancer  Society 
on  application.  Visiting  nurse  service  for  train- 
ing of  both  patient  and  family  in  the  performance 
of  simple  procedures  and  for  carrying  out  any 
order  of  the  attending  physician  is  available  and 
exceeding^  helpful.  Cancer  is  frequently  associ- 
ated with  many  conditions  which  if  corrected 
make  life  much  more  comfortable  and  tolerable 
for  the  patient.  Thus,  with  the  easy  avail- 
ability of  whole  blood,  the  physician  should  not 
hesitate  to  correct  a marked  anemia  by  trans- 
fusion, which  can  easily  be  done  in  a home  without 
too  much  disruption  of  normal  routine.  Simi- 
larly, avitaminosis,  undernutrition,  and  secondary 
infection  should  all  be  vigorously  treated.  To 
derive  full  nutritional  value  from  ingested  food, 
the  meals  must  be  palatable  and  nicely  served 
and  the  surroundings  cheerful. 

It  is  extremely  important,  therefore,  to  avoid 
foul  odors  resulting  from  ulcerating  lesions, 
urinar}r  and  fecal  collecting  receptacles,  and  dress- 
ings. Patients  with  oral  cancer  require  metic- 
ulous oral  hygiene  to  help  control  obnoxious 
odors  and  tastes.  Here,  the  liberal  use  of  irriga- 
tions is  more  important  than  what  is  put  into  the 
water.  Antiseptics  containing  zinc  peroxide  and 
a pleasant  odor  are  recommended  for  psychologic 
effect,  but  chief  reliance  should  be  placed  on 
hourly  irrigations  done  by  the  patient  himself, 
preferably  over  the  bathroom  sink.  A portable 
electrosurgical  unit  can  be  carried  into  the  home 
to  remove  a foul-smelling  fungating  mass.  Bowel 
movements  of  a colostomy  patient  usually  can 
be  controlled  by  diet  and  irrigation.  The  bowels 
should  move  only  at  the  time  of  irrigation  and  this 
may  be  done  daily,  every  other  day,  or  every 
third  day,  depending  on  the  patient’s  comfort  and 
previous  bowel  habit.  Collection  bags  or  other 
such  devices  should  be  discouraged.  Regardless 
of  how  well  they  are  cleaned,  they  usually  retain  a 
fecal  odor.  Moreover,  patients  often  become 
dependent  on  them,  so  that  control  through  irriga- 
tion and  diet  may  be  delayed  or  may  not  be 
established.  If  there  is  a fecal  drainage  between 
irrigations,  one  teaspoon  of  paregoric  taken  at  the 
time  of  each  discharge  will  help  check  the  drain- 
age. Evening  is  often  the  preferred  irrigation 
time,  for  absorbent  dressings  can  be  left  over  the 
colostomy  stoma  to  catch  any  retained  fluid. 

Effective  radiation  therapy  can  be  done  when 


the  patient  is  ambulatory,  and  for  those  in  need, 
transportation  to  and  from  the  hospital  is  avail- 
able from  the  American  Cancer  Society.  Reac- 
tions common  to  radiation  therapy  are  nausea, 
vomiting,  diarrhea,  erythema  of  the  skin,  and 
mucositis.  The  gastrointestinal  symptoms  can 
be  controlled  to  a large  degree  by  the  judicious 
use  of  chlorpromazine  (Thorazine)  and  vitamin  B 
complex.  These  may  be  given  parenterally  if 
the  patient  is  unable  to  retain  them  orally,  and 
dosage  is  individually  adjusted,  keeping  the 
Thorazine  dosage  at  the  lowest  effective  level, 
preferably  to  within  100  mg.  daily.  It  is  impor- 
tant to  remember  that  this  reaction  may  be  delayed 
for  a week  to  ten  days  following  therapy  and  that 
special  efforts  to  maintain  an  adequate  food  intake 
during  the  symptomatic  period  is  important. 

The  control  of  infection  is  greatly  aided  by  the 
new  chemotherapeutic  and  antibiotic  agents,  but 
caution  is  needed,  particularly  in  the  use  of  anti- 
biotics, for  indiscriminate  administration  of  anti- 
biotics may  cause  serious  toxic  reaction. 

The  patient  with  a tracheotomy  or  laryn- 
gectomy is  usually  apprehensive  about  changing 
his  tube.  Each  step  of  the  procedure  must  be 
thoroughly  and  repeatedly  demonstrated,  and  the 
patient  should  practice  under  close  supervision. 
Both  the  patient  and  a reliable  family  member 
should  be  taught  to  cleanse  and  insert  the  tubes, 
and  an  extra  duplicate  set  of  tracheotomy  tubes 
must  be  on  hand  and  in  readiness  at  all  times. 
Laryngectomized  patients  must  be  encouraged 
to  learn  to  talk,  and  the  most  successful  teachers 
are  such  patients  who  have  learned  to  do  so. 
They  stimulate  self-confidence  and  can  demon- 
strate the  best  method  for  producing  an  eso- 
phageal voice.  In  many  of  the  larger  cities  such 
patients  have  organized  themselves  into  a club 
which  affords  members  an  opportunity  to  com- 
pare progress  in  learning  to  speak. 

In  patients  with  cancer  of  the  esophagus  feed- 
ing is  usually  a paramount  problem,  and  diet 
should  be  varied  including  all  the  essential  food 
elements  and  of  a size  to  pass'  easily  without 
regurgitation  and  aspiration.  If  a food  blender 
is  not  available,  commercially  prepared  baby 
foods  may  be  used.  As  a booster  to  morale  the 
patient  may  chew  or  taste  any  of  his  favorite 
foods.  Meticulous  mouth  care  is  necessary  to 
prevent  parotitis.  A post-total  gastrectomy 
patient  needs  a diet  high  in  protein  but  low  in  fats 
to  avoid  disagreeable  digestive  symptoms.  At 
first,  food  should  be  given  in  small  amounts  in 
six  daily  feedings,  but  within  several  weeks 
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gradual  adjustment  to  three  meals  daily  usually 
takes  place. 

In  patients  undergoing  disfiguring  facial  surgery 
or  suffering  amputation  of  an  extremity  or  breast 
the  use  of  a suitable  prosthesis  and  plastic  surgery 
where  indicated  will  do  much  to  restore  the  pa- 
tient’s emotional  equilibrium  and  his  or  her  desire 
to  return  to  an  active  life.  Androgenic  and 
estrogenic  hormone  therapy  has  proved  its  value 
in  the  treatment  of  cancer  of  the  breast  and 
prostate,  and  it  is  worth-while  to  remember  that 
adequate  doses  of  these  hormones  may  completely 
relieve  the  pain  due  to  bony  metastases  which 
have  proved  refractory  to  all  narcotic  drug 
therapy. 

Perhaps  the  principal  emotions  experienced 
by  the  advanced  cancer  patient  are  fear  of 
becoming  a burden  and  fear  of  suffering.  The 
patient  should  have  the  opportunity  to  remain  a 
useful  member  of  society  in  the  community  as 
long  as  possible.  Activities  he  enjoys  should 
never  be  stopped  abruptly  but  should  be  changed 
gradually  as  his  capacities  alter.  Occupational 
therapy  is  of  tremendous  value  in  combating 
fear,  suffering,  and  depression  and  in  filling 
empty  hours  for  these  patients. 

It  is  generally  agreed  that  no  patient  should  be 
allowed  to  suffer  needlessly  from  pain.  How- 
ever, every  patient  should  be  studied  carefully  and 
his  pain  evaluated.  Narcotics  should  not  be 


used  in  any  great  quantity  until  the  final  stages 
of  the  disease.  Simple  neurosurgical  procedures, 
such  as  Novocaine  or  alcohol  injection  and  pe- 
ripheral nerve  blocks,  even  spinal  anesthesia,  can 
be  used  for  relief  of  intractable  pain.  It  is  most 
important  that  the  distinction  be  made  between 
the  medication  needed  to  provide  sleep  and  that 
needed  to  relieve  pain.  Opiates  are  valuable  in 
relieving  pain  but  not  desirable  as  sleep  pro- 
ducers. Since  drugs  are  often  needed  over  a 
long  period  of  time,  the  smallest  amount  of  the 
weakest  drugs  that  will  give  relief  should  be 
tried  first.  Many  patients  can  be  carried  for  a 
long  time  on  aspirin,  phenacetin,  and  amidopy- 
rine combinations,  supplemented  as  needed  with 
a member  of  the  barbital  group  or  chloral  hydrate. 
Codeine,  Demerol,  and  finally  morphine  or  a 
similar  drug  in  some  form  may  be  needed.  When 
this  time  has  arrived,  it  is  better  to  give  smaller 
doses  at  more  frequent  intervals,  so  that  the 
effect  of  the  morphine  will  not  wear  off.  In  some 
patients  the  simultaneous  use  of  Thorazine  in 
10-mg.  doses  every  four  hours  allows  a marked 
reduction  in  the  dosage  of  morphine.  Stil- 
bamidine  and  Pentamidine  may  give  startling 
relief  in  cases  of  multiple  myeloma.  Finally, 
while  everything  possible  is  being  done  for  the 
physical  and  emotional  needs  of  the  patient,  the 
spiritual  side  should  not  be  neglected. 

16  Park  Avenue,  New  York  16 


{Number  fourteen  in  a series  of  Cancer  Alerts ) 


Criterion  for  Pediatric  Referral  to  Psychiatry 


Criteria  for  the  guidance  of  the  busy  practitioner 
in  pediatric  referral  to  psychiatry  can  be  considered 
in  four  general  categories : ( 1 ) diagnostic  assistance, 
(2)  management,  (3)  specific  psychiatric  treatment, 
and  (4)  prevention.  Family  resistance  to  such 
referral  of  the  child  presents  problems  of  parental 
education  not  explored  in  the  paper  by  Dr.  Mary  E. 


Giffin  but  she  makes  one  suggestion.  Even  the 
welhintentioned  practitioner,  she  says,  may  find 
himself  asking  a patient,  “Would  you  be  willing 
to  see  a psychiatrist.”  This,  Dr.  Giffin  comments, 
is  in  startling  contrast  to  other  referrals,  in  which 
the  comment  invariably  goes,  “You  should  see  a 
specialist  in  urology.” — Minnesota  Med.,  Jan.,  1958 
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How  to  Use  Visual  Aids — Part  I 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
{President,  Medical  Film  Guild,  Ltd.) 


Visual  aids  are  more  than  just  a piece  of  film 
or  a roll  of  tape;  collectively  they  offer  a prime 
method  of  education. 

New  developments  in  video-tape  devices 
which  project  pictures  and  sound  by 
electromagnetic  means  onto  a television  screen 
in  the  home  or  a motion  picture  screen  in  the 
theater  have  been  carried  apace  with  develop- 
ments in  the  field  of  medical  research.  Until 
thirty  years  ago  the  medical  lecturer’s  arma- 
mentarium was  a plate-size  still  camera  and  a 
lantern  slide  projector. 

As  evidence  of  progress  in  this  age  of  intensified 
research,  one  now  can  study  the  coursing  of 
blood  in  a blood  vessel  passing  through  the  con- 
junctiva of  the  human  eye.  This  is  done  by  il- 
luminating the  eye,  viewing  it  with  a high- 
powered  microscope,  and  intensifying  the  image 
electronically  so  that  it  can  be  recorded  onto  a 
motion  picture  film. 

Why  manufacturers,  completely  removed  from 
the  pharmaceutical  field,  generally  select  the 
field  of  medicine  as  a proving  ground  to  demon- 
strate the  technical  development  of  their  prod- 
ucts may  be  explained  by  the  fact  that  progress 
in  medicine  is  on  every  individual’s  mind. 

What,  then,  is  the  impact  of  these  develop- 
ments on  the  doctor’s  daily  problems,  and  how 
can  the  many  newly  developed  visual  aids 
help  him  in  his  practice  of  medicine?  Such 
devices  can  be  of  considerable  value  provided 


education  is  such  an  individual’s  particular 
responsibility.  One  need  not  be  an  instructor 
in  a medical  school  to  make  use  of  such  para- 
phernalia. If  you  have  to  keep  office  or  hospital 
records,  give  an  occasional  lecture  to  your 
colleagues,  give  a talk  to  internes  or  nurses,  or 
even  to  a lay  public  group,  these  devices  have 
an  intrinsic  value.  They  will  save  time  and 
energy  and  allow  the  doctor  to  leave  that  prom- 
ised lecture  up  to  the  last  few  minutes  before  , 
he  appears  on  the  lecture  platform. 

The  man  who  can  walk  onto  a platform  and 
deliver  a talk  extemporaneously  must  have  had 
forebearers  who  were  politicians  or  clerics.  This 
article  is  intended  for  the  man  who  has  to  do  it  ( 
the  hard  way  and  with  limited  time  at  his 
disposal. 

There  are  several  light  weight  (7  to  12  pounds)  , 
tape  recorders  on  the  market  of  the  office  dictat- 
ing and  transcribing  type  which  the  doctor  can 
use  in  several  advantageous  ways  to  help  him 
perfect  the  presentation  of  his  lecture.  One 
technic  is  to  record  his  speech  onto  a small  reel 
that  fits  in  his  pocket  and  rehearse  his  remarks  ( 
until  he  considers  them  perfect.  If  he  so  desires,  ( 
he  can  use  the  transcribed  speech  on  tape  as  the  j 
method  of  presentation  and  perhaps  may  succeed  • 
in  intriguing  his  audience  with  this  novel  way 
of  delivering  a talk.  However,  he  can  go  one 
step  further  by  arranging  his  remarks  to  suit  a 
series  of  35  mm.  or  lantern  slides  which  he  may 
have  in  his  possession  and  which  are  related  to 
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his  talk. 

Tying  in  a taped  recording  or  a phonograph 
recording  with  the  projection  of  a series  of  slides 
is  standard  practice  in  the  sales  training,  ad- 
vertising, and  surgical  trade  fields.  However, 
the  procedure  so  far  has  had  limited  application 
in  medical  education  because  the  equipment 
was  bulky,  somewhat  expensive,  and  required 
a person  trained  in  coordinating  a slide  film  to  a 
recording.  Now  with  the  compact,  inexpensive 
type  of  tape  recorder,  the  doctor  has  a new  tool 
for  his  use.  He  can  record  his  clinical  histories 
in  his  office,  his  home,  or  his  automobile.  He 
can  save  considerable  time  by  dictating  office 
correspondence,  clinical  reports,  hospital  records, 
and  a myriad  of  other  data  at  his  leisure.  He 
can  listen  to  digests  of  important  articles  from 
his  medical  journal,  a service  which  is  now  offered 
by  two  organizations.  The  reel  size  of  these 
recordings  has  been  standardized  to  fit  onto  these 
small  size  recorders.  Another  use  is  to  take  this 
recorder  along  to  medical  conventions  and  where 
possible,  make  transcripts  of  important  panel 
discussions  or  remarks  from  individual  speakers. 
The  unit  is  no  larger  and  weighs  no  more  than  the 
paraphernalia  the  doctor  carries  in  his  medical 
bag.  Many  medical  societies  would  like  to  make 
recordings  of  their  meetings  and  supply  such 
tapes  to  their  membership  at  some  nominal 
price.  Today  there  are  organizations  which  will 
record  such  material  and  package  it  to  suit  the 
doctor’s  convenience. 

Going  from  a coupled  slide  film  and  tape 
transcription  to  a similar  coordination  between 
a silent  motion  picture  film  and  a synchronized 
tape  is  but  one  step  forward  in  the  development 
of  visual  aids.  All  one  needs  to  do  is  measure 
the  scene  length  of  a motion  picture  film  and 
then  develop  a commentary  concise  enough  to 
fit  into  the  picture  length.  Generally,  three 
and  one-half  words  per  16  mm.  foot  of  film  is  an 
adequate  pace  in  recording  the  speech.  All 
one  needs  to  accomplish  this  is  a measuring  device 
(which  can  be  rented)  or,  if  this  is  not  available, 
a stop  watch  to  give  you  the  time  interval  of 
each  scene  from  which  the  film  length  can  be 
computed.  If  a silent  16  mm.  projector  is  used, 
it  runs  at  24  feet  a minute.  A sound  projector 
is  standardized  at  36  feet  per  minute. 

The  tape  recorders  described  have  a speed  of 


33/4  inches  per  second,  and  new  ones  on  the 
market  work  at  two  speeds,  l7/s  and  33/4  inches 
per  second.  By  using  the  new  thin  tape,  a 
projection  time  of  two  hours  is  possible,  utilizing 
both  sides  of  a spool  of  tape  only  3V4  inches  in 
diameter. 

Where  exacting  synchronization  is  required, 
a coupled  drive  between  tape  recorder  and  pro- 
jector is  being  made  available.  Where  absolute 
synchronization  is  not  essential,  the  commentary 
can  be  so  timed  that  the  speech  is  always  more 
compact  than  the  length  of  the  corresponding 
scene  on  the  motion  picture  film.  Thus,  the 
projector  can  be  operated  continuously,  and  the 
operator  can  control  the  tape  recorder  starting 
it  at  the  exact  second  when  the  corresponding 
scene  of  the  motion  picture  film  appears  on  the 
screen.  This  does  not  require  more  than  nominal 
attention  on  the  operator’s  part.  The  doctor 
who  makes  the  recording  can  introduce  a beep 
signal  to  warn  the  operator  that  the  following 
commentary  belongs  to  the  next  scene.  The 
film  also  can  be  labeled  by  titles  to  indicate  where 
the  commentary  should  be  coordinated  with  the 
picture.  Another  method  is  to  use  gummed 
labels  or  gummed  dots  (standard  with  the  motion 
picture  industry)  which  act  as  a signaling  device. 
The  danger  here  is  that  such  labels  may  rub  off 
in  the  projector  gate  and  inconvenience  the 
operator.  A third  and  most  acceptable  method 
is  that  used  in  theaters  where  a round  dot  in  the 
projector  aperture  tells  the  operator  he  has  to 
change  over  from  one  projection  machine  to 
another. 

The  doctor  can  obtain  a perforating  punch 
and  notch  his  film  on  the  side  or  in  the  projector 
aperture.  The  notch  on  the  side  would  have  to 
be  felt  for  by  keeping  his  finger  in  contact  with  the 
edge  of  the  film.  The  dot  would  be  visible. 

One  advantage  of  coordinating  a tape  recorder 
to  a motion  picture  film  is  obtained  with  the 
8 mm.  film  projector.  Here,  previously,  the 
doctor  was  at  a loss  because  no  commercial  8 mm. 
sound  projectors  are  on  the  market  nor  are  8 mm. 
films  in  sound  available.  The  doctor  now  can 
make  his  own  8 mm.  sound  transcriptions  using 
the  method  described  above. 

The  next  article  will  describe  new  methods  in 
preparing  slides  for  lecture  purposes  which  can 
be  coordinated  with  a prepared  talk. 
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Droblems  concerning  adoptions  cover  a large  field. 

It  may  come  as  a surprise  to  most  physicians  to 
learn  that  approximately  half  the  adoptions  in  the 
United  States  occur  within  the  family  relationship. 
This  includes  not  only  stepchildren  but  children  who 
are  adopted  by  other  close  relatives.  There  is 
another  group  of  children  who  have  spent  much  of 
their  lives  in  foster  homes  or  institutions.  Because 
of  neglect,  cruelty,  confinement  in  prison,  or  other 
forms  of  parental  incompetency,  these  children  are 
sometimes  ultimately  adopted. 

State  laws  concerning  adoption  vary  widely,  and 
many  complications  can  arise  if  children  for  adoption 
are  transported  across  state  lines.  This  becomes 
even  more  complicated  in  the  case  of  intercountry 
adoptions,  such  as  the  Korean  orphans.  The  ever- 
increasing  problem  of  interracial  parental  back- 
ground often  creates  tragic  situations  for  otherwise 
easily  adoptable  children.  However,  the  physician 
is  not  intimately  connected  with  these  adoptive 
problems. 

The  particular  area  of  adoption  practice  into  which 
the  physician  is  drawn  and  in  which  he  is  deeply  and 
rightly  concerned  has  to  do  with  the  adoption  of 
infants  of  unmarried  parents.  This  situation  is 
presented  to  the  general  practitioner,  internist, 
obstetrician,  and  pediatrician.  I have  had  long  ex- 
perience with  many  of  these  phases  of  adoptive 
practice  and  a fruitful  association  with  adoption 
agencies  which  place  a large  number  of  these  children. 
The  following  remarks  will  deal  only  with  the  adop- 
tion problems  which  have  to  do  with  infants  of 
unmarried  parents.  Whenever  adoption  practice  is 
referred  to  later,  it  should  be  interpreted  as  applying 
solely  to  this  field. 

Background  of  Present-Day  Adoptive  Practice 

Adoption  of  a child  of  unmarried  parents  in  the 
manner  now  carried  on  is  a relatively  recent  develop- 
ment. For  the  most  part,  until  three  or  four  decades 
ago  a child  of  illegitimate  birth  was  raised  by  the 
mother  or  by  relatives,  or  it  was  placed  in  an  in- 
stitution. 

Changes  have  come  about  slowly.  The  first  step 
toward  modern  adoption  practice  was  to  observe  a 
child  in  a foster  home  or  an  institution  for  two  to 
three  years  before  the  child  was  even  considered  for 


adoption.  A few  years  later  it  was  the  practice 
for  parents  to  adopt  children  six  to  eighteen  months 
of  age,  provided  the  children  were  of  good  ancestry 
and  had  no  blemish  or  known  disease.  In  this  period 
private  adoption  of  infants  flourished.  Approxi- 
mately fifteen  years  ago  it  was  commonplace  for  agen- 
cies to  give  children  from  three  to  six  months  of  age  to 
prospective  homes,  provided  the  infants  had  no  bad 
familial  traits  and  no  irremediable  physical  defects, 
and  also  provided  that  they  had  mental  tests  given 
by  psychologists  or  psychiatrists  showing  they  were 
not  mentally  retarded. 

The  present  policy  of  almost  all  agencies  is  to  have 
these  children  placed  in  prospective  adoptive  homes 
directly  from  the  hospital  nursery  or  as  soon  there- 
after as  possible.  Such  children  do  not  need  to  have 
an  impeccable  family  history.  They  may  even 
have  defects  which  are  uncorrectable. 

The  reason  for  this  evolution  is  fundamentally 
that  agencies  regard  the  child  as  their  first  concern. 
He  is  the  one  who  should  have  the  benefit  of  a home 
that  can  rear  him  well  and  develop  him  to  his  full 
capacity,  thereby  making  him  the  kind  of  citizen 
who  will  benefit  the  community.  The  adoptive 
parents  are  now  the  means  whereby  a child  may 
achieve  this  objective.  It  is  fine  for  them  to  have 
this  child,  but  the  first  consideration  is  the  infant. 
The  greatest  joy  in  practice  is  to  watch  these  chil- 
dren become  socially  integrated,  marrying  mates  in 
the  same  sphere  as  their  adoptive  parents.  They 
have  no  stigmata. 

Services  Given  to  Natural  Parents  in  Modern 
Adoption  Practice 

Modern  adoption  practice  recognizes  that  much 
thought  should  be  given  to  the  study  of  unmarried  * 
parents.  Our  early  American  heritage,  of  which 
Hawthorne’s  The  Scarlet  Letter  is  symbolic,  has 
branded  the  mother  of  an  out-of-wedlock  child  an 
outcast  and  one  who  has  deliberately  violated  the 
taboos  of  our  culture.  Although  we  have  advanced 
in  our  social  thinking,  there  i*  still  considerable 
censure  attached  to  both  mother  and  child.  As 
long  as  the  child  remains  in  her  care  it  is  a continu- 
ing symbol  of  guilt.  Studies  of  these  mothers  have 
done  much  to  alter  our  attitude.  They  .are  not 
underprivileged,  they  are  not  oversexed,  they  are 
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not  mentally  dull,  and  they  are  not  bad.  As  a whole 
these  girls  are  of  average  mentality  and  background, 
but  they  are  victims  of  broken  homes,  inadequate 
supervision,  and  lax  moral  codes.  Society  should 
not  “cast  the  first  stone/’  but  it  does. 

When  a pregnant,  unmarried  girl  is  seen  by  a 
physician,  preferably  early  in  her  pregnancy,  she 
should  be  referred  to  a social  agency  of  the  physi- 
cian’s choice.  These  agencies  have  had  wide  ex- 
perience in  dealing  with  such  problems  and  can  do  a 
great  deal  to  help  the  mother  face  reality  about  her 
situation  and  plan  well  and  wisely  not  only  for  her 
own  future  but  for  that  of  her  child.  These  agencies 
are  well  acquainted  with  the  community  resources 
available  for  the  resolution  of  her  difficulties.  In 
none  of  these  fields  is  the  physician  as  much  at  home 
as  is  the  social  worker. 

These  are  some  of  the  questions  the  mother  will 
ask.  Can  her  situation  be  resolved  secretly,  rapidly, 
and  inexpensively?  Can  she  remain  anonymous  to 
the  people  who  will  adopt  her  child?  Can  she  be 
sure  she  will  never  know  where  the  child  is  placed 
and  yet  be  certain  it  will  be  in  a good  home?  Can  her 
rehabilitation  back  into  society  be  arranged  so  that 
she  will  not  have  to  continue  in  her  emotional  chaos? 
These  questions  usually  can  be  answered  best  by 
professionals  in  this  field  in  an  adoptive  agency. 

A physician  can  supplement  the  answers  to  these 
questions  by  speaking  of  the  baby’s  role  in  its  new 
home.  The  adoptive  parents  are  in  the  same  or 
nearly  the  same  situation  that  they  would  be  in  if 
the  child  were  their  own.  It  is  helpless ; the  parents 
are  the  guardians.  It  is  small;  they  watch  its 
development.  Its  first  acts- — eating,  smiling,  ob- 
servation of  a rattle  or  bright  colors- — are  given  a 
response  by  the  new  parents.  It  will  have  what  all 
babies  need- — not  only  care,  but  love. 

In  New  York  State  the  father  of  the  out-of-wedlock 
child,  while  having  no  legal  rights,  does  have  the 
legal  responsibility  of  assuming  the  financial  costs 
of  the  pregnancy  if  proof  of  his  paternity  can  be 
established.  The  mother  of  the  child  often  prefers 
to  bear  the  financial  load  alone  rather  than  go 
through  the  further  embarrassment  of  legal  action 
if  the  man  involved  does  not  willingly  assume  his 
responsibilities.  In  this  state  the  courts  require 
the  father  to  pay  the  bills  if  proof  of  his  paternity 
exists.  The  only  other  help  the  father  can  give  is  an 
accurate  account  of  his  own  ancestral  background, 
which  provides  helpful  information  for  placing  the 
child  in  a suitable  home. 

Services  to  the  Infant  in  Modern 
Adoption  Practice 

Some  justifiable  conclusions  can  be  drawn  by 
means  of  a physical  examination  at  birth.  Mon- 
golism, cerebral  palsy,  kernicterus,  deafness,  and 
blindness  often  are  recognizable  in  the  neonatal 
period.  So  also  are  anomalies  such  as  club  feet, 


spina  bifida,  hypospadias,  amputation,  etc.  The 
prognosis  is  a part  of  the  service  to  the  baby.  The 
examination  may,  as  in  all  such  situations,  be  made 
singly  or  with  the  aid  of  consultation  with  other 
physicians,  such  as  a neurologist  or  surgeon.  Devel- 
opment tests  are  suggestive  but  far  from  conclusive. 
Intelligence  tests  in  infancy  are  unreliable;  most 
physicians  agree  that  under  three  years  of  age  they 
can  be  misleading. 

If  the  baby  has  any  of  these  defects,  it  may  be 
well  not  to  place  it  early.  Depending  on  the  nature 
of  the  handicap,  it  can  be  put  in  a hospital  or  in  a 
foster  home,  not  in  an  institution.  These  homes  are 
difficult  to  find  but  good  ones  can  be  found  in  every 
community  if  a thorough  and  expert  search  is  made. 
One,  or  possibly  two  babies  should  be  enough  for  any 
home.  Here  again  the  social  agency  is  invaluable. 

It  may  be  that  a disfiguring  harelip  or  club 
foot  or  some  such  anomaly  should  be  repaired 
at  least  to  the  point  where  prospective  adoptive 
parents  will  not  be  repulsed.  Then  when  shown  to 
such  a couple,  the  baby  may  have  an  appeal  be- 
cause they  can  realize  the  potentialities  of  further 
treatment.  Here  again  the  social  worker  and  the 
physician  can  work  together.  These  two  and  the 
prospective  parents  should  work  on  the  best  solu- 
tion for  finding  this  baby  a home  where  he  will 
develop  to  his  fullest  extent.  Another  fundamen- 
tal part  of  modern  adoptive  practice  should  be 
evoked.  The  new  parents  should  be  aware  of 
everything  known  about  the  background,  the  pres- 
ent findings,  and  the  outlook.  For  the  baby’s  sake 
nothing  should  be  withheld.  Their  decision  to  take 
or  not  take  the  baby  should  be  made  with  the  book 
wide  open. 

Services  to  the  Adoptive  Parents  in  Modern 
Adoption  Practice 

Placement  of  infants  in  early  life  is  desirable  only 
when  the  adoptive  parents  are  willing  to  take  the 
same  risks  they  take  when  they  are  presented  with 
their  own  child.  Therefore,  this  means  a real  study 
of  adoptive  parents.  It  goes  without  saying  that 
their  age  should  be  considered.  It  is  even  more 
essential  that  their  motives  be  known.  Some  wish 
a child  because  they  have  lost  one  of  their  own  and 
want  it  replaced.  Anjmne  who  has  raised  children 
knows  that  siblings  are  so  different  in  many  cases 
that  one  can  never  replace  the  other.  In  my  ex- 
perience, where  the  motive  has  been  the  replace- 
ment of  another  child,  the  final  result  is  irritation  to 
the  parents  and  the  development  of  frustration  and 
even  psychotic  tendencies  in  the  child  because  he 
does  not  fulfill  the  parents’  ideal  of  what  their  own 
child  would  have  become. 

A motive  of  adoptive  parents  must  never  be  that 
they  are  seeking  a child  to  hold  a marriage  together. 
It  should  not  be  anj^  emotionally  determined  motiva- 
tion other  than  the  desire  for  parenthood.  A child 
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should  not  and  cannot  be  used  as  a solution  for  deep- 
seated  personality  problems  between  parents.  A 
little  reflection  would  immediately  bring  up  the  ob- 
servation that  divorces  occur  as  often  as  not  in 
homes  where  there  are  children. 

The  prospective  parents  should  be  told  that  in 
early  infancy  children  reward  them  for  loving  care. 
This  was  proved  years  ago  by  Henry  Dwight  Chapin, 
who  took  babies  from  different  hospitals  in  New  York 
City  where  they  had  received  every  scientific  ad- 
vantage but  were  doing  badly.  He  placed  them  in 
foster  homes  which  never  had  heard  of  scientific 
rearing  but  where  they  got  love,  and  they  blossomed. 

Matching  Traits  and  Matching  Religion 

Some  attention  should  be  given  to  physical  traits 
and  intellectual  capacity  in  matching  a baby  to 
adoptive  parents.  Children  vary  so  much  that  I 
should  think  it  would  not  be  necessary  to  place  a 
blond  child  with  blond  parents  or  a brown-eyed  child 
with  brown-eyed  parents,  but  it  does  have  merit  to 
see  that  an  infant  whose  parents  are  short  should  not 
be  given  to  adoptive  parents  who  are  taller  than  the 
average,  and  the  opposite  is  true.  A child  whose 
parents  are  college  graduates  should  not  be  given  to 
adoptive  parents  whose  intellectual  capacity  is 
known  to  be  only  average,  here  again  the  opposite 
is  true. 

The  matching  of  religion  is  one  of  the  real  problems 
in  placing  these  small  children.  The  law  and  gen- 
eral practice  is  that  the  child  is  placed  in  a home  of 
the  same  religion  as  his  parents,  or  if  the  father  is 
not  known,  the  same  religion  as  his  mother.  Some- 
times the  determining  factor  is  the  mother’s  wish. 
She  may  desire  the  baby  to  be  reared  in  a particular 
religion,  and  since  the  child  is  hers,  that  should  be 
taken  seriously.  Sometimes  church  membership, 
church  attendance,  and  other  religious  observances 
are  required  of  adoptive  parents.  This  obviously 
has  its  value,  but  when  one  takes  the  child  as  the 
chief  object  of  concern,  the  aim  should  be  to  give  the 
baby  a set  of  parents  who  are  interested  in  rearing 
it  well,  and  religious  fines  should  be  secondary. 
Never  should  religion  be  the  means  whereby  a child 
is  denied  a good  home  or  fine  potential  parents  are 
denied  a child. 

The  Laic  and  Adoption 

I have  outlined  some  of  the  many  areas  in  adop- 
tive practice  with  which  the  physician  should  be 
familiar.  There  is  another  area,  however,  which 
is  almost  completely  unknown  to  most  physicians. 
In  New  York  State  the  law  makes  it  a misdemeanor 
for  anyone  other  than  an  authorized  agency,  a legal 
custodian,  or  the  natural  parent  of  a child  to  place 
an  infant  in  an  adoptive  home.  It  is  illegal  for  an}r- 
one  to  pay  compensation  to  the  natural  mother  or 
for  her  to  receive  compensation  beyond  the  medical 
care  and  costs  for  the  placement  of  her  child. 


Neither  a relative,  lawyer,  physician,  or  any  other 
intermediary  legally  can  take  a child  from  its  mother 
and  put  it  in  a family  for  adoption. 

In  a private  adoption  in  New  York  State  the 
mother  must  sign  a release  and  a consent  that  the 
prospective  adoptive  parents  take  custody  of  her 
child.  The  release  and  the  consent  contain  the 
names  of  both  the  prospective  adoptive  parents  and  of 
the  natural  parents.  In  such  a situation  the  natural 
mother  well  may  learn  of  the  adoptive  parents’ 
identity.  But  this  is  the  only  legal  procedure. 
When  the  court  finally  conducts  its  investigation, 
and  final  adoption  is  about  to  take  place,  it  is  still 
legal  for  the  natural  mother  to  withdraw  her  con- 
sent for  adoption  because  of  change  of  heart, 
ulterior  motives,  or  no  stated  reason  whatsoever. 
This  can  occur  even  if  she  has  signed  a release. 

Physicians  should  realize  that  for  the  best  in- 
terests of  the  baby,  the  mother,  and  the  adoptive 
parents,  their  identities  should  be  concealed  from 
each  other.  This  can  be  accomplished  safely  only 
through  an  authorized  agency.  Ignoring  this,  or 
not  being  aware  of  it,  often  has  led  to  serious  com- 
plications and  sometimes  tragedy. 

The  Place  of  the  Physician  in  Adoption 

The  obstetrician  or  the  family  physician  often  is 
the  first  one  to  meet  the  pregnant,  unmarried  girl. 
He  gives  prepartum  services,  delivers  the  baby,  and 
gives  postpartum  routine.  He  may  have  the  early 
care  of  the  infant  before  adoption,  or  that  may  be 
the  province  of  the  pediatrician.  The  physician 
is  the  one  who  knows  and  can  best  evaluate  the 
family  history  of  the  natural  parents.  He  knows 
the  significance  of  familial  disease  or  of  infection  in 
the  mother.  He  is  the  first  one  to  examine  and 
evaluate  the  infant. 

Other  physicians  involved  would  be  the  same  as 
in  the  case  of  any  other  pregnancy.  The  physician 
may  wish  to  have  in  consultation  a neurologist,  a 
psychiatrist,  a hematologist,  a surgeon,  and  in  some 
instances  a psychologist  or  geneticist.  This  is  the 
role  which  the  physician  has  always  played  and  in 
which  he  is  particularly  experienced. 

Besides  this,  the  physician  is  the  one  to  evaluate 
the  health  of  prospective  adoptive  parents.  He  also 
might  be  well  equipped  to  evaluate  the  motive  for 
adoption.  Here  again,  he  may  ask  for  the  help  of 
the  psychologist,  the  psychiatrist,  or  the  social 
worker. 

The  physical  and  psychologic  evaluation  of  the 
parents,  the  infant,  and  the  prospective  family  is 
within  the  province  of  the  physician,  but  it  is  rare 
to  find  one  who  has  the  time  to  do  all  these  things 
well.  For  this  work,  which  is  absolutely  necessary, 
the  physician  should  consider  himself  one  of  a team. 
When  he  is  confronted  with  the  possible  adoption 
of  a child  of  an  unmarried  mother,  he  should  im- 
mediately refer  the  matter  to  the  adoptive  agency 
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of  his  choice,  and  he  should  act  as  a member  of  a 
group,  giving  his  professional  opinions  and  con- 
clusions as  a member  of  that  group.  This  group 
also  might  include,  as  well  as  the  social  agency,  a 
lawyer,  a clergyman,  or  a friend,  and  all  of  them  in 
turn  would  cooperate  with  the  agency  which  under 
the  law  is  licensed  to  do  adoptive  work.  No  pro- 
fession other  than  that  of  a social  worker  is  so 
licensed. 

The  adoption  agencies  in  this  state  are  well 
equipped  to  help.  They  increasingly  take  care  of 
more  children.  From  a small  percentage  of  the 
babies  put  in  adoption  a few  years  ago,  they  are  now 
in  charge  of  the  great  majority.  When  the  facts 
are  all  in,  they  will  evaluate  these  facts.  Social 
workers  trained  in  adoption  practices  are  still  not 
sufficient  in  number,  but  there  are  more  all  the  time. 
From  my  experience,  they  earnestly  strive  not  only 
to  raise  the  standards  of  their  own  education,  but 
they  work  to  cooperate  with  the  physicians  and  other 
allied  professions  who  together  should  desire  to  find 
the  right  home  for  the  infant  of  an  unmarried 
mother.  One  person  only  should  not  make  these 
momentous  decisions. 

Aside  from  his  direct  services  in  adoptive  practice, 
the  physician  has  an  indirect  value.  He  can  act  as 
a consultant  to  an  adoption  agency.  This  may  be  a 
private  or  a state  agency.  He  should  be  on  the 
board  of  directors  of  an  adoption  agency.  He  should 
exert  his  influence  on  the  administrator  of  his  hos- 
pital to  see  that  proper  care  of  the  kind  outlined  here 
is  available  to  the  unmarried  mother  and  her  child 
while  in  the  hospital.  He  should  teach  the  methods 


of  correct  adoption  to  his  students  in  medical  school 
and  his  graduate  staff  in  the  hospital.  As  a citizen 
he  can  give  advice  to  members  of  the  community 
so  that  all  may  know  of  the  services  available  for 
unmarried  women,  often  tragically  in  their  early 
teens,  who  have  become  pregnant. 

Summary 

The  problem  of  the  adoption  of  young  infants  of 
unmarried  parents  is  evaluated.  There  has  been 
an  evolution  in  the  philosophy  that  only  the  per- 
fect baby  is  adoptable.  At  the  present  time  not 
only  children  with  correctable  anomalies,  but  chil- 
dren with  uncorrectable  handicaps,  are  placed  in 
adoption. 

Recent  practice  is  directed  primarily  at  the  good 
of  the  child.  At  the  same  time,  there  should  be 
great  concern  for  the  rehabilitation  of  the  mother, 
as  well  as  a thorough  investigation  not  only  of  the 
health  but  of  the  motives  of  the  parents  who  ask 
for  a child  in  adoption. 

Early  placement  is  advisable,  even  if  the  adoptive 
parents  do  have  to  take  a chance.  It  is  usually  best 
for  the  mother,  the  baby,  and  the  adoptive  parents. 

The  problem  of  matching  traits  and  religions  really 
should  be  related  to  the  ultimate  benefit  of  the  child. 

Physicians  should  know  their  legal  limitations  in 
this  field.  There  is  an  area  in  which  the  services  of  a 
physician  are  absolutely  necessary,  but  in  a larger 
and  realistic  sense  he  should  act  as  a member  of  a 
team. 

26  South  Goodman  Street,  Rochester  7 


Beetles  in  the  Ear 


As  a medical  officer  at  a Boy  Scout  jamboree 
which  had  a total  participation  of  56,000  boys,  Dr. 
Ralph  A.  Hall  personally  encountered  a number  of 
instances  in  which  the  patient  awakened  with  an 
agonizing  pain  in  one  ear,  usually  after  sleeping 
outside.  The  trouble  turned  out  to  be  caused  by 
the  invasion  of  a small  beetle,  Serica  sericea,  in  the 
ear.  Some  200  cases  occurred  that  summer,  14 
during  the  first  three  days.  The  author  briefly 
discusses  identification  of  the  beetle,  prophylaxis, 
and  treatment.  This  insect  is  commonly  called 
“June  Bug”  but  is  not  to  be  confused  with  “May 


Beetle,”  a much  larger  related  genus.  It  is  the  size 
of  a pea  and  fits  snugly  into  the  external  auditory 
canal.  The  author  says  that  1957  was  a par- 
ticularly abundant  year.  Although  they  appear 
annually,  mostly  in  June,  they  are  most  abundant 
every  third  year  (hence  the  next  year  of  great 
abundance  will  be  in  1960)  and  spend  three  years 
underground  in  the  larva  state.  They  are  found  in 
all  parts  of  the  world.  These  beetles  can  nip  rather 
sharply  when  held  in  the  hand,  but  no  blister  or 
hive  results. — Journal  of  the  M edical  Society  of 
New  Jersey , February,  1958 


November  1,  1958 


3517 


SELECTED  REPRINTS 


Editor’s  Note:  Occasionally  the  editors  of  the  Journal  find  articles  or  editorials  in 
other  medical  publications  which  seem  to  us  so  noteworthy  that  reprinting  them  for  the  in- 
formation of  the  readers  of  the  New  York  State  Journal  of  Medicine  seems  to  be  indi- 
cated as  a function  of  good  medical  journalism,.  These  reprints  will  appear  from  time  to 
time  in  this  department. 


I131  in  the  Diagnosis  of  Thyroid  Nodules,  with  Suggestions  as  to 

Treatment* 

VINCENT  J.  GOVERNALE,  M.D.,  LONG  BEACH,  NEW  YORK 

( From  the  Department  of  Radiology,  Long  Beach  Memorial  Hospital,  and  the  Department  of  Radiotherapy, 

Meadowbrook  Hospital,  Hempstead) 


\ large  percentage  of  patients  are  referred  to 
a clinical  radioisotope  unit  by  a physician 
who  is  concerned  in  a uniform  enlargement  of  the 
thyroid  gland,  or  one  or  more  nodules  in  a goitrous 
or  normal-sized  gland.  Since  cancer  of  the  thyroid 
is  foremost  in  his  mind  as  a diagnostic  possibility, 
he  seeks  help  from  radioactive  iodine  as  a means 
to  sort  out  the  surgical  from  the  nonsurgical  cases. 
Likewise  he  wants  assistance  in  classifying  patients 
with  nontoxic  nodular  goiters  to  find  which  patients 
with  simple,  colloid,  or  nodular  goiters  can  be  treated 
with  desiccated  thyroid. 

Thyroid  nodules  are  quite  common,  especially 
among  older  persons.  Schlesinger  et  al 1 found  8 per  * 
cent  of  an  adult  population  with  palpable  thyroid 
nodules.  This  was  based  on  autopsy  material  in 
Boston.  He  found  three  cancer  cases  among  1600 
nodular  cases  (both  euthyroid  and  hyperthyroid 
included).  Histologic  examination  of  randomly 
selected  nontoxic  nodular  goiters  would  show  cancer 
in  0.2  per  cent  of  the  goiters. 

Sokal2-3  stated  that  cancer  of  the  thyroid  repre- 
sents 0.5  per  cent  of  clinical  cancer  and  that  in  one 
person  out  of  1,000,  cancer  of  the  thyroid  will 
develop  at  some  time  during  life.  Not  all  thyroid 
cancer  arises  in  pre-existent  nodules.  However, 
approximately  100  persons  in  1,000  will  have  thyroid 
nodules  at  some  time.  Therefore  the  cumulative 
risk  of  cancer  developing  in  a thyroid  nodule  must 
be  less  than  1 per  cent.  In  a carefully  selected 
study,  Sokal  further  concluded  that  cancer  arises 
more  frequently  in  toxic  than  in  nontoxic  goiter. 

* Reprinted  by  permission  from  the  Mississippi  Valley  Med- 
ical Journal,  79:  p.  273  (Nov.)  1957. 


The  above  statements  are  contradictory  to  the 
many  papers  that  have  appeared  in  the  last  decade 
or  so,  calling  attention  to  the  high  incidence  of 
malignancy  among  nontoxic  goiters  that  are  surgi- 
cally treated.  As  an  example:  Cole  and  co workers4 
found  the  incidence  of  carcinoma  to  be  1 per  cent 
in  toxic  nodular  goiter  and  15.6  per  cent  in  nontoxic 
nodular  goiter.  Many  have  also  stated  that  cancer 
is  much  more  common  in  a uninodular  than  in  a 
multinodular  goiter;  so  a surgical  series  containing 
many  advanced  cancer  cases  may  give  the  impression 
that  single  nodules  were  more  dangerous.  How- 
ever, anyone  with  some  experience  in  this  field  well 
knows  how  very  difficult  it  is  to  determine  clinically 
just  how  many  nodules  there  are  in  a particular 
gland.  Cancer  that  develops  in  a nodule  of  a 
multinodular  gland  may  destroy  nodules  as  it  grows, 
thereby  giving  rise  to  a uninodular  or  even  diffuse 
goiter  by  the  time  thyroidectomy  is  performed. 
Sokal  called  attention  to  some  of  the  erroneous 
conclusions  that  have  resulted  from  the  study  of 
unrepresentative  samples,  since  these  samples  have 
consisted  of  nontoxic  nodular  goiters  operated  upon 
because  other  factors  besides  just  the  presence  of 
nodules  were  considered  to  arouse  the  suspicion  of 
malignancy.  One  must  remember  that  relatively 
few  nontoxic  goiters  are  operated  upon. 

Patients  Under  Twenty-five 

Concerning  patients  under  twenty-five  years  of 
age,  the  situation  is  quite  different.  Beierwaltes 
et  al 6 stated  that  liability  of  the  nodular  goiter  to 
contain  carcinoma  is  greatly  increased. 

Ward6  found  a 40  per  cent  incidence  of  carcinoma 
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of  thyroid  in  children  less  than  fifteen  years  of  age, 
while  Lindsay  and  Dailey7  found  the  incidence  of 
malignancy  to  be  59  per  cent  in  patients  under 
twenty  years  of  age  with  nontoxic  nodular  goiters. 

With  such  contradictory  reports  one  can  readily 
see,  then,  that  the  primary  concern  of  the  radioiodine 
user  is  not  the  incidence  of  cancer  of  the  thyroid  in 
nodular  goiters  in  the  general  population,  but  the 
incidence  in  patients  referred  to  him  for  help  in 
deciding  which  goiters  may  possibly  contain  cancer. 
The  evidence  thus  obtained  must  be  correlated  with 
the  other  clinical  findings  which  may  be  of  additional 
significance  in  prognosticating  the  absence  or  the 
presence  of  carcinoma.  It  is  conceded  that  it  is 
not  necessary  to  remove  all  enlargements  of  the 
thyroid  surgically,  because  of  the  very  low  incidence 
of  malignancy  in  some  types  The  situation  may 
arise  in  wThich  the  risk  to  life  from  thyroidectomy^  is 
almost  as  great  as  the  risk  to  the  patient  if  thyroidec- 
tomy is  not  carried  out. 

The  incidence  of  carcinoma,  as  has  been  pointed 
out,  is  certainly  not  high  enough  to  justify  routine 
prophylactic  thyroidectomy  just  because  a single 
nodule  can  be  palpated  in  an  apparently  benign 
goiter. 

A thyroid  nodule  in  a euthyroid  gland  is  classified 
as  “hot,”  “warm,”  or  “cold.”  A “hot”  nodule  will 
concentrate  the  radioiodine  more  avidly  than  the 
surrounding  normal  thyroid  tissue.  If  it  concen- 
trates I131  up  to  10  times  as  much,  the  chances  for 
cancer  are  almost  nil.  With  concentration  of  125 
per  cent  as  compared  to  uptake  of  the  surrounding 
gland,  the  chances  for  malignancy  are  very  small. 
A “warm”  nodule  concentrates  the  same  as  normal 
thyroid  tissue.  Here  the  chances  for  cancer  may  be 
greater  (10  per  cent).  A nodule  concentrating  less 
I131  than  normal  thyroid  tissue  is  classified  as  “cold.” 
The  surgeon  is  more  inclined  to  operate  on  such  a 
patient.  Perlmutter8  found  that  in  his  series  of 
119  cases  of  solitary  nontoxic  thyroid  nodules,  87 
were  cold,  22  of  these  cold  nodules  proved  to  be 
malignant  and  65  benign.  The  remaining  32  non- 
toxic solitary  nodules  classified  as  “hot”  all  proved 
to  be  benign.  Perlmutter’s  data  suggest  that  pa- 
tients with  nontoxic  solitary  “hot”  nodules  may  be 
spared  an  operation  performed  solely  because  of 
the  possibility  of  carcinoma. 

Johnson  and  Beierwaltes,9  in  a 208  patient  series 
with  nodular  goiters,  found  that  55  per  cent  of  the 
44  patients  thyroidectomized  had  cold  nodules  and 
31  per  cent  of  these  had  cancer,  while  one  out  of  ten 
cases  (10  per  cent)  of  “warm”  nodule  was  histo- 
logically diagnosed  as  malignant.  No  malignancy 
was  found  in  the  “hot”  nodule  cases  (2  cases).  Four 
of  the  cancer  cases  had  multinodular  goiters  clin- 
ically. 

It  can  readily  be  seen,  then,  how  valuable  a 
modality  radioiodine  may  be  to  help  add  evidence 
for  or  against  thyroidectomy  for  nodular  goiter 


patients.  When  surgical  treatment  has  been  de- 
cided against,  interval  examination  of  the  patient  is 
of  course  mandatory.  Clinically,  a gradual  enlarge- 
ment of  the  nodules,  as  well  as  increase  in  hardness, 
will  favor  surgical  treatment.  It  should  be  noted, 
however,  that  in  non-nodular  toxic  goiter  with 
moderate  to  marked  enlargement  of  the  thyroid 
gland,  soft  lobules  of  thyroid  tissue  may  be  palpated 
on  its  surface.  This  is  due  to  extension  of  hy- 
perplastic tissue  into  adjacent  muscle.  Under 
continued  iodine  or  antithyroid  drug  therapy  these 
lobulations  may  become  larger  and  firmer.  They 
should  not  be  mistaken  for  cancer. 

Less  than  50  per  cent  of  carcinomas  of  the  thyroid 
have  been  demonstrated  to  pick  up  measurable 
amounts  of  radioactive  iodine10  as  revealed  by  the 
radiographic  demonstration  of  I131.  The  carci- 
noma must  be  well  differentiated  and  must  possess 
colloid-producing  characteristics  (stored  thyroid 
hormone)  in  order  to  concentrate  radioiodine. 
These  are  usually  designated  as  functioning  fol- 
licular (or  alveolar)  carcinomas.  They  will  never, 
however,  exhibit  avidity  for  iodine  to  a degree 
greater  then  the  normal  thyroid  tissue  of  the  same 
gland.  No  histologic  evidence  of  cancer  has  ever 
been  demonstrated  in  completely  “hot”  nodules. 

Less  then  one  third  of  the  papillary  carcinomas 
were  demonstrated  to  concentrate  iodine  to  a more 
or  less  degree.  This  type  comprises  the  majority 
of  all  thyroid  cancer.10 

Papillary  carcinoma  of  the  thyroid  incidentally 
has  the  largest  percentage  (45  per  cent)  of  twenty- 
year  survival.  Under  the  various  degrees  of  un- 
differentiated thyroid  carcinomas  are  grouped  all  the 
many  other  types,  since  the  characteristic  in  common 
is  the  complete  absence  or  paucity  of  radioiodine 
pickup. 

A difference  in  morphology  may  at  times  be 
found  in  different  parts  of  the  same  carcinoma.  A 
limited  surgical  procedure  may  then  remove  thyroid 
tissue  that  is  not  entirely  representative  of  the  type. 
The  exact  knowledge  of  the  ty^pe  will  be  of  impor- 
tance in  correlating  uptake  studies  with  histologic 
detail  as  well  as  deciding  wrhich  patients  w ill  be  the 
best  candidates  for  the  postoperative  I131  therapy. 

It  is  of  critical  importance  that  both  the  primary 
lesion  and  the  metastases  be  colloid-producing  car- 
cinoma. Beienvaltes  et  aV>  advised  biopsy  of  at 
least  one  of  the  metastases  wdien  possible  in  addition 
to  the  total  thyroidectomy. 

Other  pathologic  entities,  besides  carcinoma,  may 
be  responsible  for  a cold  or  wrarm  nodule.  Among 
them  are:  nonfunctioning  benign  adenoma,  benign 
cysts,  and  hemorrhage  into  a functioning  benign 
adenoma.  I131  studies  alone  cannot  differentiate  of 
course  between  carcinoma  and  the  above  conditions. 
Surgical  treatment  is  nearly  always  indicated  at  any 
rate. 

The  one  exception  is  acute  and  subacute  thy- 
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Thyroid  Nodules:  Group  I — chances  for  cancer  almost  nil;  Group  II — chances  for  cancer  very  small;  Groups  I and  II — 
treat  with  desiccated  thyroid  for  three  to  six  months;  if  no  change  or  enlarging  and  firm,  then  resort  to  surgery  (hemithyroid- 
ectomy).  Surgery  is  first  choice  when  patients  have  pressure-producing  symptoms.  May  use  L-Triiodothyronine  for  more 
rapid  cut-off  effect.  Will  obtain  better  response  in  gland  with  good  uptake  (low  chemical  protein-bound  iodine).  Soft  non 
enlarging  nodules  may  be  observed  for  long  periods  as  may  be  old  calcified  nodules.  Nontoxic  definitely  multinodular  goiters 
should  not  be  treated  with  thyroid  extract.  Some  cases  of  nodular  enlargement  with  masked  hyperthyroidism  (low  radioiodine 
uptake  but  with  high  chemical  protein-bound  iodine)  would  be  treated  surgically  or  isotopically. 
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roiditis.  In  this  condition  one  usually  finds  a sore 
and  tender  nodule  or  swelling  simulating  a nodule. 
The  patient  is  usually  febrile  and  complains  of  a 
sore  throat.  The  chemical  protein-bound  iodine  is 
usually  high,  suggesting  a false  diagnosis  of  hyper- 
thyroidism. Since  the  gland  is  partially  necrotic, 
a large  release  of  hormones  occurs,  giving  rise  to  a 
false  high  chemical  protein-bound  iodine.  The 
radioiodine  studies  will  come  to  the  rescue  in  the 
doubtful  cases.  The  I131  uptake  is  very  low  (less 
than  5 per  cent)  and  scanning  will  demonstrate 
both  “cold”  nodule  and  “cold”  surrounding  thyroid 
tissue  in  the  acute  cases  with  a low  uptake  in  the 
subacute  thyroiditis. 

In  a hemorrhagic  adenoma  or  in  a rapidly  growing 
undifferentiated  carcinoma,  the  uptake  is  never  so 
low  and  the  chemical  protein-bound  iodine  is  low 
or  at  normal  levels. 

Summary 

1.  Thyroid  nodules  are  quite  common,  especially 
among  older  persons.  The  cumulative  risk  of  cancer 
developing  in  a thyroid  nodule  is  less  than  1 per  cent. 

2.  Cancer  is  more  frequent  in  toxic  than  in  non- 
toxic goiter. 

3.  All  data  suggest  that  patients  with  nontoxic 
solitary  “hot”  nodules  may  be  spared  surgical 
intervention  solely  because  of  the  possibility  of 
carcinoma. 

4.  A “hot”  nodule  is  a hyperactive  nodule  that 
concentrates  I131  in  greater  concentration  than  the 
normal  thyroid  tissue  of  the  same  gland.  The 
nodule  must  be  “hot”  in  its  entirety.  Automatic 
spectrometric  scanning  devices  are  most  suitable 
for  this  purpose. 

Radioiodine  uptake  studies  and  scanning  are  of 
undisputed  value  in: 

1.  Giving  corroborating  evidence  in  determining 
hyperthyroid  or  euthyroid  state. 

2.  Determining  whether  the  nodules  are  “hot,” 
warm,  or  cold.  This  information  will  help  sort 
out  the  thyroid  glands  needing  surgical  treatment 
from  those  that  might  be  treated  medically. 


3.  Ruling  out  acute  and  subacute  thyroiditis. 

4.  Diagnosing  a recurrence  of  hyperfunctioning 
nodule-like  tissue  following  thyroidectomy. 

5.  Determining  whether  a thyroid  carcinoma  and/ 
or  its  metastases  will  concentrate  I131  to  therapeutic 
levels. 

In  evaluating  the  I131  studies  in  thyroid  nodules 
one  must  always  keep  in  mind  that  these  findings 
must  be  correlated  with  other  factors  which  may  be 
of  additional  significance  in  prognosticating  the 
presence  or  absence  of  carcinoma. 

1.  Enlarging,  firm,  discrete  tumors  of  the  thyroid 
must  be  removed,  as  must  nodules  producing  dis- 
tinct pressure  symptoms. 

2.  The  soft,  smooth,  round  nodules  which  are  not 
enlarging  may  be  spared  surgical  treatment. 

3.  Partially  calcified  nodules  which  have  remained 
unchanged  over  a long  time  should  likewise  be  left 
alone. 

4.  Several  months  of  observation  are  needed  in 
most  instances  before  surgical  intervention  is  decided 
upon. 

5.  Spontaneous  regression  often  occurs  in  nodules 
appearing  during  pregnancy. 

6.  A “hot”  toxic  nodule  should  be  treated  iso  top- 
ically. Isotopic  treatment  will  insure  a euthyroid 
state  at  any  rate  should  surgical  treatment  be  under- 
taken because  of  persistence  of  the  nodule. 
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\ L-4 — — — 

1 1 Group  III — 10  per  cent  malignancy;  surgery  advisable — hemothyroidectomy  and  obtain  frozen  section;  Group  IV  most 
• authorities  prefer  surgery,  may  be  treated  with  I131  but  follow  with  surgery  if  nodule  persists;  Group  V -no  choice  surgery 
is  indicated  after  I131  to  restore  euthyroid  state;  Groups  VI  and  VII — 25  per  cent  malignancy  immediate  surgery;  Group  VIII 
r false  high  chemical  protein-bound  iodine,  conservative  treatment- — -x-ray  or  cortisone;  Group  IX  postoperative  recurring 
functioning  nodule;  if  patient  is  toxic  treat  isotopically ; in  nontoxic  patient  it  may  represent  normal  thyroid  tissue  leave 
| alone. 
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FILM  REVIEWS 

The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of  the  Medical 
Society  of  the  State  of  New  York.  These  films  are  available  on  request  from  the  Medical 
Film  Library  of  the  New  York  State  Department  of  Health,  84  Holland  Avenue,  Albany  8, 
New  York.  Films  will  be  sent  on  request  to  any  qualified  individuals  or  organizations.  Re- 
turn postage  is  paid  by  the  user.  Catalogs  of  films  available  for  both  professional  and  lay  use 
are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best  effects  are 
obtained  by  preceding  or  following  a film  with  a discussion  or  question  and  answer  period  pre- 
sided over  by  a professional  person  familiar  with  the  topic  presented. 


Congenital  Malformations  of  the  Heart:  Part  III. 
Cyanotic  Congenital  Heart  Disease.  Classification: 
Anatomy;  Cardiology;  Medicine.  Color,  sound,  30 
minutes.  Produced  by  the  University  of  Washing- 
ton, Department  of  Physiology  and  Biophysics  and 
Anatomy;  School  of  Medicine,  1953. 

This  film  illustrates  the  nature  of  cyanosis  in  con- 
genital heart  disease,  emphasizing  roles  of  dimin- 
ished blood  through  lungs,  and  the  shunting  of  ve- 
nous blood  into  the  systemic  circulation.  From  a 
wide  variety  of  lesions  a few  examples  are  selected 
to  illustrate  the  significance  of  these  two  contributing 
factors.  Included  in  the  presentation  are  tricuspid 
atresia,  tetralogy  of  Fallot,  Eisenmenger  complex, 
persistent  truncus  arteriosus,  and  complete  trans- 
position of  great  vessels.  Differential  diagnosis  of 
these  conditions  and  the  principles  of  surgical  ther- 
apy are  presented. 

Audience:  Medical  students,  cardiologists,  general 
practitioners,  thoracic  surgeons. 

Clinical  Malaria.  Classification:  Pathology; 

Preventive  Medicine;  Tropical  Medicine.  Black 
and  white,  sound,  28  minutes.  Year  of  Production: 
1944;  Producer:  Audio  Productions,  Inc.,  for  Bu- 
reau of  Medicine  and  Surgery,  U.  S.  Navy. 

This  is  a good  instructional  film  on  the  clinical  as- 
pects of  malaria  dealing  with  epidemiology,  relation- 
ship of  the  parasite  in  the  blood  stream  to  the  symp- 
toms in  vivax,  quartan  and  falciparum  malarias, 
differential  diagnosis,  treatment,  and  prevention. 
The  emphasis  is  on  the  military  practice  under  war 
time  conditions,  acute  malaria,  and  Atabrine. 

Suggested  Audience:  Mainly  for  medical  students 


and  nurses. 

Scabies.  Classification:  Dermatology;  Parasitol- 
ogy; Public  Health.  Black  and  white,  sound,  38 
minutes.  Year  of  Production:  1943  (revised  1946); 
Producer:  Ministry  of  Information,  for  Ministry  of 
Health,  London;  Script  and  Direction:  Robin  Car- 
ruthers;  Camera:  H.  N.  Edwell;  Cinemicography: 
Frank  A.  Goodliffe. 

An  excellent  instructional  film  dealing  with  the  fife 
cycle  of  Sarcoptes  scabei;  the  clinical  manifestations 
of  scabies,  with  particular  reference  to  body  dis- 
tribution and  secondary  infection;  the  treatment 
with  sulphur  and  benzyl  benzoate,  and  the  epi- 
demiology of  the  disease. 

Suggested  Audience:  Medical  students,  nurses, 

general  practitioners,  dermatologists,  parasitolo- 
gists, public  health  workers. 

Supravaginal  Hysterectomy  for  Diffuse  Adeno- 
myoses  of  the  Uterus.  Classification:  Gynecology; 
Surgery.  Color,  silent,  18  minutes.  Year  of  Pro- 
duction: 1940;  Author:  Arthur  C.  Curtis,  M.D., 
Chicago;  Producer:  Davis  and  Geek. 

- This  is  a step-by-step  record  of  the  author’s 
method  of  supravaginal  hysterectomy  for  extensive 
adenomyosis  uteri.  The  film  does  not  bring  out  any 
new  steps  in  this  technic ; in  fact,  in  the  present  day 
this  operation  might  be  considered  outdated. 

Suggested  Audience:  It  would  be  difficult  to  con- 
sider the  type  of  audience  which  would  get  much  out 
of  this  film.  It  might  be  used  to  demonstrate  the 
author’s  technic  to  residents,  surgeons,  and  gyne- 
cologists. 


Knowledge  of  human  nature  is  the  beginning  and  end  of  political  education.  Henry  Brooks 
Adams 
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NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 

Grant — A grant  of  $50,000  from  the  Kresge  applied  to  the  cost  of  a new  eight-story  addition 
Foundation  has  been  awarded.  The  money  will  be  which  will  house  facilities  for  teaching  and  research. 

State  University  of  New  York  Downstate  Medical  Center 

Professor  Emeritus — Dr.  A.  M.  Rabiner,  a Neurology,  as  well  as  director  of  neurology  at 

member  of  the  Center’s  faculty  since  1937,  retired  Kings  County  Hospital,  and  was  named  professor 

August  31  as  professor  and  head,  Division  of  emeritus  of  neurology  at  the  University. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Training  Program — Under  an  International  Co- 
operation Administration  training  program,  Dr. 
Ponduri  Venketa  Ramanarao,  Osmania  Medical 
College,  Hyderabad,  has  joined  the  Department  of 
Microbiology  and  will  receive  training  in  medical 
bacteriology,  virology,  and  recent  developments 
in  medical  education.  The  ICA  program  is  de- 
signed to  assist  in  upgrading  medical  education  in 
India. 

New  Appointments— Dr.  Hyman  W.  Abrahamer, 
assistant  director  of  Marcy  State  Hospital,  was 
named  clinical  assistant  professor  of  psychiatry; 
Drs.  Truman  G.  Esau  and  Donald  S.  Graves, 
also  of  the  Marcy  Hospital  staff,  were  named 
clinical  instructors  of  psychiatry;  Drs.  Jack  J. 
Rose  and  Lester  H.  Steinholtz  were  named  clinical 
instructors  in  dental  surgery.  Dr.  Rose  was 
, formerly  assistant  visiting  dentist  and  assistant 
clinical  instructor  at  Albert  Einstein  College  of 
Medicine,  New  York  City,  and  Dr.  Steinholtz 
has  held  a teaching  fellowship  in  the  Department 
of  Physiology,  New  York  University  College  of 

it 

c 


Dentistry. 

Fall  Term — Classes  began  on  Monday,  Sep- 
tember 8.  A total  of  310  students  were  expected 
to  register;  302  included  medical  students  and  eight 
enrolled  in  graduate  programs  in  the  medical 
sciences.  Orientation  program  for  first  year  class 
members  began  on  September  5 and  number  86, 
including  two  women,  60  students  from  upstate 
New  York,  17  from  downstate,  and  nine  from  out- 
of-state. 

Presented  Paper — Dr.  William  J.  Waters,  clinical 
associate  professor  of  pediatrics,  attended  the 
seventh  congress  of  the  International  Transfusion 
Society  and  the  International  Society  of  Hema- 
tology which  were  held  in  Rome  from  September  3 
to  13  where  he  presented  a paper  on  ‘ ‘Prevention  of 
Bilirubin  Encephalopathy.” 

Honored — Dr.  Gordon  K.  Moe,  professor  and 
chairman,  Department  of  Physiology,  was  awarded 
the  University  of  Minnesota’s  outstanding  achieve- 
ment award  in  September. 


University  of  Rochester  School  of  Medicine 


KS 


Appointed — Dr.  Milton  G.  Bohrod  as  clinical 
associate  professor  of  pathology;  Dr.  James  W. 
Bartlett,  Jr.,  as  assistant  dean  in  charge  of  admis- 
sions and  also  assistant  in  administration  of  scholar- 
ships and  loans  and  instructor  in  the  Department  of 
Psychiatry;  Dr.  Harold  C.  Hodge  as  professor  of 
pharmacology  and  chairman  of  the  new  Department 
of  Pharmacology;  Dr.  Vernon  Thomas  promoted 
to  professor  of  anesthesia  and  anesthetist  in  chief, 
Strong  Memorial  Hospital,  and  Dr.  William  F. 
Neuman  promoted  to  rank  of  professor  of  radiology 
and  consultant  in  medicine.  Promoted  to  rank  of 


associate  professor:  Dr  Wilbur  K.  Smith  to  asso- 
ciate professor  of  anatomy  and  pediatrics  (neu- 
rology) and  senior  associate  pediatrician  in  Strong 
Memorial  Hospital:  Dr.  Victor  W.  Logan  to  the 
rank  of  associate  professor  of  medicine  and  senior 
associate  physician  at  Strong  Memorial  Hospital, 
and  Dr.  James  K.  Scott  to  associate  professor  of 
pathology. 

Also:  Dr.  Robert  B.  Duthie,  Institute  of  Or- 
thopedica,  Royal  National  Orthopedic  Hospital, 
London,  England,  as  professor  of  orthopedic 
surgery  and  head,  Division  of  Orthopedics. 
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William  Antine,  M.D.,  of  Brookyn,  died  on  June 
24  at  the  age  of  fifty-five.  Dr.  Antine  graduated  in 
1926  from  Long  Island  College  Hospital  School  of 
Medicine  and  interned  at  Beth  Israel  Hospital. 
He  was  an  assistant  attending  physician  at  Mai- 
monides  Hospital,  Brooklyn,  and  an  associate  in 
gastroenterology  at  Coney  Island  Hospital.  Dr. 
Antine  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American  College 
of  Gastroenterology,  and  a member  of  the  Brooklyn 
Society  of  Internal  Medicine,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Janet  Sterling  Baldwin,  M.D.,  of  New  York 
City,  died  on  September  17  in  Presbyterian  Hos- 
pital at  the  age  of  fifty.  Dr.  Baldwin  graduated  in 
1935  from  Johns  Hopkins  University  School  of 
Medicine.  She  was  an  attending  in  pediatrics  at 
University  and  Lenox  Hill  Hospitals,  an  attending 
in  child  medicine  at  Bellevue,  and  chief  of  the  Chil- 
dren’s Cardiac  Clinic  at  Lenox  Hill  Hospital 
Outpatient  Department.  Dr.  Baldwin  w’as  also  an 
associate  professor  of  pediatrics  in  the  Department 
of  Pediatrics  at  New  York  University  College  of 
Medicine  and  in  1947  with  a group  of  Bellevue 
physicians  led  by  Dr.  Andre  Cournand  reported  on 
the  successful  use  of  catheters  to  explore  the  hearts 
of  children  as  young  as  five  months  old.  She  was 
a Fellow  of  the  American  College  of  Chest  Physi- 
cians and  a member  of  the  American  Academy  of 
Pediatrics,  the  American  Pediatric  Society,  the 
Pan-American  Medical  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Franklin  H.  Booth,  M.D.,  formerly  of  Elmhurst, 
died  on  September  25  at  Point  Pleasant,  New 
Jersey.  Dr.  Booth  graduated  in  1902  from  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons. He  was  retired. 

George  Kittredge  Butterfield,  M.D.,  of  Reeds 
Ferry,  New  Hampshire,  formerly  of  Troy,  retired, 
died  at  his  home  on  September  8 at  the  age  of 
seventy-four.  Dr.  Butterfield  graduated  from 
Tufts  College  Medical  School  in  1903.  He  had 
been  a consultant  in  psychiatry  at  Samaritan 
Hospital,  Troy,  and  while  in  Troy  lectured  in 
psychiatry  at  the  nurses  training  schools  main- 
tained by  the  old  Troy  Hospital  (now  St.  Mary’s) 
and  at  Samaritan  Hospital.  He  was  medical 
director  for  twenty-five  years  at  Marshall  Sani- 
tarium. Dr.  Butterfield  was  a Diplomate  of  the 


American  Board  of  Psychiatry  and  Neurology  and 
a member  of  the  American  Psychiatric  Association. 

William  Campbell,  M.D.,  of  Jackson  Heights, 
died  on  September  28  at  the  age  of  seventy-nine. 
Dr.  Campbell,  who  was  retired,  graduated  in  1909 
from  Long  Island  College  Hospital  School  of 
Medicine. 

Robert  Chobot,  M.D.,  of  New'  York  City,  died  on 
September  26  at  Claridges,  London,  England,  at 
the  age  of  fifty-seven.  Dr.  Chobot  graduated  in 
1924  from  Columbia  University  College  of  Physi- 
cians and  Surgeons  and  interned  at  Roosevelt 
Hospital.  He  was  an  assistant  attending  in 
pediatrics  at  University  Hospital,  an  attending 
physician  in  allergy  at  Roosevelt  Hospital  Out- 
patient Department,  and  a consulting  physician 
in  allergy  at  Beekman-Downtown  Hospital.  Dr. 
Chobot  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Allergy),  a Fellow^  of  the  Amer- 
ican College  of  Physicians  and  the  American  Acad- 
emy of  Allergy,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Allergy 
Society,  the  New  York  County  Medical  Society.  the 
Medical  Society  of  the  State  of  New'  York,  and  the 
American  Medical  Association. 

Morris  Aquila  Denman,  M.D.,  of  Livingston 
Manor,  died  at  his  home  on  Septmber  5 at  the  age 
of  fifty-four.  Dr.  Denman  graduated  in  1932 
from  Northwestern  University  Medical  School. 
He  was  director  of  medicine  at  Liberty-Loomis 
Hospital.  Dr.  Denman,  former  Rockland  Towrn 
health  officer  and  president-elect  of  the  Sullivan 
County  Medical  Society,  was  a member  of  the 
Sullivan  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New'  York,  and  the  American 
Medical  Association. 

Samuel  Goodman,  M.D.,  of  New  York  City, 
died  on  July  12  at  the  age  of  sixty-six.  Dr.  Good- 
man graduated  in  1918  from  Fordham  University 
School  of  Medicine  and  interned  at  Lenox  Hill 
Hospital.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Francis  Louis  Guarino,  M.D.,  of  Woodhaven, 
died  on  May  26  at  the  age  of  seventy-four.  Dr. 
Guarino  graduated  in  1907  from  Long  Island  Col- 
lege Hospital  School  of  Medicine.  He  was  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
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the  American  Medical  Association. 

David  Hertzberg,  M.D.,  of  the  Bronx,  died  on 
June  3 at  the  age  of  seventy-four.  Dr.  Hertz- 
berg graduated  in  1917  from  Long  Island  College 
Hospital  School  of  Medicine.  He  was  a member  of 
the  Bronx  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Charles  J.  Higley,  M.D.,  of  Ballston  Spa,  died 
on  September  7 at  the  age  of  sixty-three.  Dr. 
Higley  graduated  in  1918  from  Albany  Medical 
College.  He  was  health  officer  of  Ballston  Spa 
Village,  Town  of  Milton  health  officer,  Ballston 
Spa  Central  School  physican,  and  Saratoga  County 
jail  physician.  Dr.  Higley  was  a member  of  the 
American  Academy  of  General  Practice,  the  Sara- 
toga County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Kochmann,  M.D.,  of  New  York  City 
and  Mount  Vernon,  died  in  Acapulco,  Mexico, 
on  September  25  at  the  age  of  sixty-nine.  Dr. 
Kochmann  received  his  medical  degree  in  1914 
from  the  University  of  Berlin.  He  was  an  associate 
in  otolaryngology  at  Lincoln  Hospital  and  attending 
in  otolaryngology  at  Mount  Vernon  Hospital. 
Dr.  Kochmann  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
Rudolf  Virchow  Medical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
j Association. 

William  Hiram  MacNamee,  M.D.,  of  North 
| Tarry  town,  retired,  died  on  July  22  at  the  age  of 
! ninety-four.  Dr.  MacNamee  graduated  in  1891 
from  New  York  University  Medical  College. 

Sol  R.  Mantell,  M.D.,  of  Brooklyn,  died  on 
; June  28  at  the  age  of  fifty-seven.  Dr.  Mantell 
graduated  in  1924  from  New  York  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
I member  of  the  Kings  County  Medical  Society, 
j the  Medical  Society  of  the  State  of  New  York, 
i and  the  American  Medical  Association. 

Theodore  Marasin,  M.D.,  of  Cutchogue,  died 
in  Eastern  Long  Island  Hospital,  Greenpoint,  on 
i September  22  at  the  age  of  fifty-two.  Dr.  Marasin 
j graduated  in  1934  from  University  of  St.  Andrews 
Conjoint  Medical  School,  Scotland.  He  was  an 
I attending  physician  at  Eastern  Long  Island  Hos- 
I pital  Association,  Greenpoint.  Dr.  Marasin  was  a 
I member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
j and  the  American  Medical  Association. 

Adolph  Meisner,  M.D.,  of  Brooklyn,  died  on 
j June  27  at  the  age  of  fifty-eight.  Dr.  Meisner 
I graduated  in  1928  from  Eclectic  Medical  College 
E of  Cincinnati  and  interned  at  Cumberland  Hospital. 


Henry  Jones  Mulford,  M.D.,  of  Kenmore,  died 
on  July  19  at  the  age  of  ninety-one.  Dr.  Mulford 
graduated  in  1889  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a consultant  in  rhi- 
nolaryngology  at  Children’s  Hospital,  Buffalo. 

Clarence  Clark  Nesbitt,  M.D.,  of  Palmyra, 
died  on  June  6 at  the  age  of  seventy-four.  Dr. 
Nesbitt  graduated  in  1910  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member  of 
the  Industrial  Medical  Association,  the  Wayne 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Clarence  J.  O’Connor,  M.D.,  of  the  Bronx, 
died  at  his  home  on  September  17  at  the  age  of 
sixty.  Dr.  O’Connor  graduated  in  1921  from 
Fordham  University  School  of  Medicine.  He  was 
an  attending  physician  at  Union  Hospital  and  chief 
of  medicine  there.  Dr.  O’Connor  was  a member 
of  the  American  Board  of  Legal  Medicine,  a founder 
and  past  president  of  the  Catholic  Physicians 
Guild,  a member  and  past  president  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Reitz,  M.D.,  of  Washington,  D.C., 
formerly  of  Rochester,  died  on  September  3 at  the 
age  of  ninety-one.  Dr.  Reitz  graduated  in  1890 
from  Bellevue  Hospital  Medical  College.  He  had 
been  an  attending  in  proctologic  surgery  at  Park 
Avenue  Hospital,  Rochester,  and  a consultant  in 
proctology  at  Monroe  Country  Infirmary.  Dr. 
Reitz  was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Harry  Dickey  Sewell,  M.D.,  died  on  August  25 
at  the  age  of  seventy-five.  Dr.  Sewell  graduated 
in  1909  from  the  University  of  Pennsylvania  School 
of  Medicine.  He  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  Roch- 
ester Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hans  Seligman,  M.D.,  of  Groton,  died  on  Sep- 
tember 11  at  the  age  of  forty-six.  Dr.  Seligman 
received  his  medical  degree  in  1937  from  the  Uni- 
versity of  Bern,  Switzerland.  He  was  a member 
of  the  Tompkins  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leonard  G.  Stanley,  M.D.,  of  Albany,  died  on 
June  8 at  the  age  of  eighty-eight.  Dr.  Stanley 
graduated  in  1895  from  Albanj^  Medical  College. 
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Frederick  S.  Weinberg,  M.D.,  of  New  York 
City,  died  on  May  30  at  the  age  of  seventy.  Dr. 
Weinberg  received  his  medical  degree  in  1911  from 
the  University  of  Heidelberg.  He  was  a member  of 
the  Rudolf  Virchow  Society,  the  New  York  Cardi- 
ological Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


George  D.  Winchell,  M.D.,  retired,  of  Rose, 
died  on  September  23  at  the  age  of  ninety-six. 
Dr.  Winchell  graduated  in  1893  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  For  forty- 
two  years  he  served  as  Wayne  County  coroner. 
Dr.  Winchell  was  a member  of  the  Wayne  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Occupational  Skin  Diseases  Can  Be  Prevented 


Inflammation  of  the  skin,  the  most  common  in- 
dustrial disease,  is  largely  preventable,  according 
to  the  American  Medical  Association’s  committee 
on  occupational  dermatoses.  Lack  of  personal 
cleanliness  is  the  most  important  factor  in  the  devel- 
opment of  occupational  skin  disease,  the  committee 
said  in  a report  in  the  August  30  A.M.A.  Journal. 
The  committee  is  part  of  the  A.M.A.’s  Council  on 
Industrial  Health. 

Most  cases  of  acute  occupational  dermatitis  occur 
in  young  and  new  workers  who  possibly  are  less 
careful  and  who  often  fail  to  observe  suggested 
hygienic  practices.  Contact  with  chemicals  ac- 
counts for  90  per  cent  of  all  industrial  skin  diseases. 
Petroleum  products  and  greases;  alkalies,  including 
cement,  and  solvents  lead  the  list  of  causative 
agents.  Physical  agents,  such  as  exposure  to  sun  or 
heat;  mechanical  injuries;  biologic  agents,  such  as 
bacteria,  and  plant  poisons  also  cause  dermatitis. 

Factors  predisposing  to  occupational  skin  diseases 
are  the  condition  of  the  skin  itself  and  the  conditions 
of  the  working  environment.  Examples  of  how  the 
skin  may  influence  the  development  are:  A person 
with  blond  or  fair  skin  is  more  susceptible  to  light 
and  heat  injury  than  a person  with  darker  skin.  If 
a person  has  very  oily  skin  and  already  has  acne,  the 
acne  may  be  aggravated  by  exposure  to  oils.  How- 
ever, oily  skin  has  greater  tolerance  for  fat  solvents, 
such  as  naphtha  and  turpentine. 


The  committee  recommended  several  things  that 
can  be  done  in  the  working  environment  to  limit 
the  development  of  dermatitis.  A clean  and  well- 
ventilated  plant  is  more  likely  to  be  free  of  irritating 
and  sensitizing  substances,  especially  when  noxious 
dusts,  vapors,  mists,  or  fumes  are  produced.  Con- 
veniently located  washing  facilities  and  frequent  and 
careful  washing  by  the  workers  tend  to  prevent 
long  contact  with  dermatitis-producing  substances. 
Efficient  and  mild  skin  cleansers  should  be  readily 
available,  and  showers  for  use  after  work  may  be 
necessary. 

The  committee  also  said  that  protective  clothing 
should  be  worn.  The  difference  that  protective 
clothing  can  make  is  noticeable  in  hot  weather  when 
workers  wear  less  clothing.  The  incidence  of  skin 
diseases  rises.  When  wearing  gloves  or  other  pro- 
tective clothing  is  not  practical,  protective  ointments 
or  barrier  creams  may  aid  in  skin  protection.  One  of 
the  chief  values  of  a protective  cream  is  that  the 
worker  is  more  apt  to  remove  it  and  any  accumulated 
irritant  by  washing  before  eating  and  after  work. 

Medical  treatment  should  be  available  when  a 
worker  develops  a dermatitis.  However,  the  com- 
mittee warned  against  overtreating — and  thereby 
aggravating — a disease.  Many  conditions  quickly 
respond  to  simple  treatment  such  as  wet  dressings 
and  calamine  lotion,  along  with  control  of  the  ex- 
posure. 
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...in  Skin  Diseases:  In  a study  of  26  patients  with  severe  der- 
matoses, aristocort  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  2A  that  of  prednisone1 11. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved2. . . absence  of  serious  side  effects  specifically  noted.1, 2>  3 


...in  Rheumatoid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients4. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
aristocort  therapy).5 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.: 

J.  A.  M.  A.  165: 1821,  (Dec  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M.: 

Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 
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...in  Respiratory  Allergies:  “Good  to  excellent"  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.6. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.7 

. . . in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  aristocort  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.8,9. . .Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.10,11,12. . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.13 


-OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  Vs 
in  rheumatoid  arthritis,  by  Vs  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vs  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  aristocort,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 


aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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conception 

control  ^dj 
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Provides  balanced 
nutritional  values 

® Fibre-free  HYPOALLERGENIC  formula. 

® An  excellent  formula  for  regular 
infant  feeding. 

@ An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


request  on  your  professional  letterhead  or  prescription  form 
II  bring  to  you  complete  information,  and  a supply  of 
mples.  Please  address  the  Loma  Linda  Food  Company, 
lington,  California,  or  Mount  Vernon,  Ohio. 

Medical  Products  Division 

OMA  LINDA  FOOD  COMPANY 

R LINGTON,  CALIFORNIA  . MT.  VERNON,  OHIO 
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Examinations  to  be  Held — The  Part  I examina- 
tions of  the  American  Board  of  Obstetrics  and  Gjme- 
cology  are  to  be  held  in  various  parts  of  the  United 
States  and  Canada  on  Friday,  January  16,  1959,  at 
2:00  p.m. 

Candidates  notified  of  their  eligibility  to  partici- 
pate in  Part  I must  submit  their  case  abstracts 
within  thirty  days  of  notification  of  eligibility. 
No  candidate  may  take  the  written  examination 
unless  the  case  abstracts  have  been  received  in  the 
office  of  the  Secretary. 

Current  bulletins  outlining  present  requirements 
may  be  obtained  by  writing  to:  Dr.  Robert  L. 
Faulkner,  American  Board  of  Obstetrics  and  G}rne- 
cology,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 

Repository  for  Medical  Credentials— In  July  the 
services  of  a central  repository  for  medical  creden- 
tials became  available  to  doctors  of  the  world. 
During  war  and  national  uprisings,  medical  records 
are  often  lost  or  destroyed.  Because  of  this,  many 
doctors  are  today  unable  to  utilize  their  professional 
skills  because  of  the  loss  or  destruction  of  their  orig- 
inal credentials  and  a lack  of  a protective  service  in 
which  authenticated  copies  could  be  deposited. 
Therefore,  The  World  Medical  Association  has  un- 
dertaken a program  to  assure  that  the  doctor  will 
alwajrs  be  able  to  prove  himself  medically  trained 
and  fully  accredited  to  practice  medicine. 

For  additional  information  concerning  this  service 
write  to  The  World  Medical  Association,  10  Colum- 
bus Circle,  New  York  19,  New  York. 

New  Foundation — Announcement  of  the  forma- 
tion of  The  National  Foundation  for  Research  in 
Cutaneous  Medicine  was  made  recently  by  Louis  L. 
Spirt,  president  of  the  new  foundation’s  board  of 
trustees.  Primary  objective  of  the  foundation  is  to 
promote  the  advance  of  medical  science  in  the  field 
of  cutaneous  diseases,  afflictions  and  ailments,  and 
to  stimulate,  support,  and  coordinate  research,  ex- 
periments, tests,  and  studies  on  a broad  scale. 
From  moneys  collected  the  foundation  will  allocate 
funds  at  the  discretion  of  its  medical  advisory 
board  to  support  basic  dermatologic  research  in 
hospitals,  university  medical  schools,  and  research 
institutes,  and  to  individual  doctors  and  scientists 
carrying  on  research  projects  in  the  field  of  skin 
diseases. 

Course  in  Allergy — New  York  University  Post- 
Graduate  Medical  School  announces  a full-time, 
three-week  course  in  allergy,  December  1 through 
19,  consisting  of  morning  sessions  devoted  to  labora- 
tory instruction  in  the  preparation  and  standard- 


ization of  protein  extracts,  and  afternoon  sessions  in 
the  large  outpatient  clinic  dealing  with  the  diagnosis 
and  treatment  of  asthma,  hay  fever,  and  other  aller- 
gic diseases,  the  technic  of  skin  tests  and  hyposensi- 
tization, and  the  role  of  focal  infections  in  allergy. 

For  additional  information  write  to:  Office  of  the 
Associate  Dean,  New  York  University  Post-Gradu- 
ate Medical  School,  550  First  Avenue,  New  York  16, 
New  York. 

Treatment  of  Fundal  Pathology — Under  the 
auspices  of  the  Institute  of  Ophthalmology  of  the 
Americas,  professor  Dr.  G.  Meyer-Schwickerath  of 
Bonn,  Germany,  will  give  a series  of  lectures  on 
“The  New  Method  of  Light  Coagulation  in  the 
Treatment  of  Fundal  Pathology”  on  the  following 
dates:  Wednesday  and  Thursday,  November  19 
and  20  at  5:00  p.m.  and  Friday,  November  21,  at 
10:00  a.m. 

For  further  information  contact:  Mrs.  Tamar 

Weber,  Registrar,  218  Second  Avenue,  New  York  3, 
New  York. 

Conferences  at  Montefiore  Hospital — The  follow- 
ing conferences  are  scheduled  at  Montefiore  Hospital 
for  the  month  of  November:  Monday,  November  3 
and  10 — 8:00  a.m.  surgical  conference,  9:00  a.m. 
pathology  conference  (neoplastic),  1:30  p.m., 

attending  rounds  (neoplastic),  3:00  p.m.  clinical 
medicine  conference.  Tuesday,  November  4 and 
11 — 12:30  p.m.  psychosomatic  medical  confer- 
ence. 12:30  p.m.  electrocardiography  conference, 
4:00  p.m.  cardiovascular  surgical  conference.  Wed- 
nesday, November  5 and  12 — 8:30  a.m.  alternating 
rounds  (neoplastic),  1:30  p.m.  grand  rounds  (neo- 
plastic), 3:00  p.m.  clinical  medicine  pathology  con- 
ference. Thursday,  November  6 and  13 — 8:00  a.m. 
radiology  pathology  conference,  9:00  a.m.  alternat- 
ing rounds  (neoplastic),  1:30  p.m.  attending  rounds 
(neoplastic),  1:30  p.m.  diagnostic  radiology  con- 
ference, 3:30  p.m.  gastroenterology  conference, 
3:30  p.m.  rehabilitation  conference.  Friday,  No- 
vember 7 and  14 — 9:30  a.m.  neurology,  neurosurgery 
staff  conference,  1:30  p.m.  attending  rounds  (neo- 
plastic), 3:00  p.m.  neoplastic  seminar,  3:00  p.m. 
dermatology  conference. 

Meeting  Held  to  Honor  Physician— A meeting 
sponsored  by  the  Association  for  the  Advancement 
of  Psychoanalysis  in  honor  of  Dr.  Kurt  Goldstein’s 
eightieth  birthday  was  held  at  the  New  York  Acad- 
emy of  Medicine,  October  22. 

Speakers  at  the  meeting  were:  Dr.  Harold  Kelman 
discussing  “Kurt  Goldstein’s  Influence  on  Psycho- 

[Continued  on  page  3536] 
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why  California 

table  wine 

ow-sodium  diet ? 

. 


TABLE  1 i 

JjapjgK 

No.  specimens 

Sodium  (mg./lOO  cc.) 

examined 

Mean 

Musts  (crushed  white  grapes) 

9 

1.63 

California  Red  Table  Wines 

82 

5.56 

California  White  Table  Wines 

73 

5.44 

California  Dessert  Wines 

104 

7.10 
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jDietary  restriction  of  sodium  has  become  a standard  procedure  in  the  control 
of  edema  associated  with  cirrhosis  of  the  liver,  congestive  heart  failure,  certain 
kidney  ailments,  toxemias  of  pregnancy,  during  digitalization  and  in  drug- 
induced  diuresis. 

Unfortunately  sodium-restricted  diets  tend  to  be  flat,  tasteless,  monotonous, 
- j leading  toward  failure  of  dietary  cooperation  by  the  patient. 

In  such  cases  California  table  wine  may  be  employed  safely  as  well  as  to 
advantage  in  making  the  food  more  palatable  without  adding  significant 
amounts  of  sodium  . 

In  a recent  study1  it  was  shown  that  California  table  wines  are  remarkably 
low  in  sodium  content  — less  than  10  mg.  per  100  cc.  (3Va  ounce  glass). 

Since  recent  research  2,3,4  has  also  shown  that  wine  stimulates  a lagging 
appetite  and  aids  digestion  while  adding  a sparkle  to  any  meal  — w hy  not  encour- 
age the  moderate  use  of  wine  by  the  patient  on  a restricted  dietary,  as  well  as  by 
the  sufferer  from  anorexia,  the  post-surgical,  convalescent  or  geriatric  patient? 

May  we  send  you  a copy  of  “Uses  of  Wine  in  Medical  Practice”?  A copy 
is  available  to  you,  at  no  expense,  by  writing  to:  Wine  Advisory  Board,  717 


Market  Street,  San  Francisco  3,  California. 


1 . Lucia,  S.  P.  and  Hunt,  M.  L.:  Am.  J.  Digest.  Dis.  2.26  (Jan.)  1957. 

2.  Goetzl,  F.  R.:  Permanente  Found.  M.  Bull.  8:72  (April)  1950. 

3.  Irvin,  D.  L.  and  Goetzl,  F.  R.:  Permanente  Found.  M.  Bull.  9.1 19  (Oct.)  1951 . 

4.  Irvin,  D.  L.;  Durra  A.,  and  Goetzl,  F.  R.:  Am.  J.  Digest.  Dis.  20.117  (Jan.)  1953 
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mension  in 
Acne 
Therapy 


Cream 

( Resulin-hydrocortisone, 
Almay) 


NEO- 

RESULIN-F 


Cream 

(Neomycin-Resulin- 
Hydrocortisone,  Almay) 


with  four-way  regression  of  Acne  lesions. 


For  the  acne  sufferer,  RESULIN-F  provides  the  mutual  potentiating 
effects  of  (1)  resorcin,  (2)  sulfur,  and  (3)  hydrocortisone; 
NEO-RESULIN-F  adds  (4)  neomycin  to  give  antibiotic  action 
when  infection  is  present  or  must  be  prevented. 

The  resulting  broadside  of  therapeutic  actions  expedites  regression 
of  the  acne  lesions.  Its  chief  effects  are:  dehydrative,  antiseborrheic, 
moderately  exfoliative,  anti-pruritic,  anti-inflammatory, 
anti-allergic,  fungistatic,  parasitic,  antibacterial,  and  preventive 
against  follicular  hyperkeratosis. 

Toleration  is  excellent,  and  both  preparations  have  superior 
dermal  penetrability.  Their  striking  effectiveness  has  been  shown 
even  in  cases  that  resisted  other  forms  of  therapy. 

Dosage:  Apply  3 times  daily  to  lesions  and  adjacent  areas. 
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RESULIN-F 

cat*# 

FORMULA: 

Resorcinol 

Monoacetate  .1.5* 

Sulfur 2.8% 

Hydrocortisone  8.5% 
Alcohol 

fcy  weight  . .8,5% 


us?  ?*» 


NE0-s 

RESUUNF 


FORMULA: 

Resorcinol 

Monoacefate  . 1 5% 
Salfur  2 0* 

Hydrocortisone  0 5* 


by  weight  8 5* 
Neomycin  Sulfate  0 5* 

• t*  8 JH 


Supplied:  In  15  Gm.  tubes. 


for  Intend  Use  Onlf 
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Samples  and  literature  available  on  request. 
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22  Cooper  Square,  New  York  3,  N.  Y. 
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HYDRO-TAR 


(Liquor  Carbonis  Detergens 
with  Hydrocortisone,  ALMAY) 


Cream 

takes  the  “sting”  out  of  coal  tar . . . 
adds  corrective  action  to  hydrocortisone, 


HYDRO-TAR  suppresses  dermatoses  with  triple 
action : antipruritic,  antieezematic,  and  antiin- 
flammatory. It  affords  seven  important  advan- 
tages in  clinical  usage: 

1.  Greatly  improved  toleration  of  coal  tar. 

2.  Broader  scope  of  application. 

3.  Rapid  responses. 

4.  Liquor  Carbonis  Detergens  . . . 
i advanced  coal  tar  compounds. 

5.  Hydrocortisone  . . . 

^ superior  anti-inflammatory  agent. 
f 6.  Superior  cream  base. 

7.  Flexibility  of  dosage  . . . 0.5%  and  1.0%. 

Dosage:  Apply  topically  by  gentle  mas- 
sage to  affected  areas  3 or  4 times  a 
day . . . 

0.5%  for  moderately  severe  derm'atoses  or 
maintenance- 1.0%.  for  severe  dermatoses. 

Supplied:  15  gm  Tubes  in  0.5%  and 
1.0%  strengths. 


Samples  and  literature  sent  on  request. 
& ^<5 97.94  ■ 
ALMAY  DIVISION 

22  Cooper  Square,  New  York  3,  N.  Y. 


3535 


MEDICAL  NEWS 


[Continued  from  page  3532] 

analytic  Thought”;  Dr.  Lawrence  Kubie  speaking 
on  “A  Reexamination  of  the  Concepts  of  Conscious, 
Preconscious  and  Unconscious  Functions”;  Dr. 
Rollo  May,  on  the  subject  “Kurt  Goldstein  and 
Concepts  of  Creativity,”  and  Dr.  Frederick  A. 
Weiss,  on  “Kurt  Goldstein  and  His  Concept  of 
Human  Nature.” 

New  Nutrition  School — Columbia  University  has 
announced  the  activation  of  its  new  Institute  of 
Nutrition  Sciences,  a graduate  school  that  will  train 
experts  to  combat  malnutrition  the  world  over. 
Dr.  William  H.  Sebrell,  Jr.,  is  director  of  the  insti- 
tute. 

The  school  will  offer  15  courses  in  biostatistics, 
nutrition,  public  health  education,  chemistry, 
government,  and  sociology.  The  degrees  offered 
are  Master  of  Public  Health,  Doctor  of  Public 
Health,  Master  of  Science,  and  Doctor  of  Philosophy. 

Comprehensive  Disability  Program — September 
25  marked  the  inauguration  of  a comprehensive 
program  for  overcoming  human  disability  with  the 
agreement  between  New  York  University  and  the 
Institute  for  the  Crippled  and  Disabled  to  under- 
take joint  efforts  in  rehabilitation  research,  teach- 
ing, and  services  to  the  handicapped. 

The  agreement,  which  becomes  effective  Novem- 
ber 1,  establishes  five  major  goals  for  the  two  insti- 
tutions: To  provide  all  types  of  service  necessary 
for  a handicapped  person  to  attain  his  fullest  physi- 
cal, social,  and  economic  capability.  To  establish  a 
broad  range  of  educational  opportunities  for  those 
who  seek  careers  or  postgraduate  study  in  rehabilita- 
tion. To  undertake  joint  research  into  all  areas  of 
rehabilitation  in  which  there  is  a need  for  improved 
services.  To  achieve,  in  joint  operations,  maximum 
utilization  of  the  extensive  facilities  and  services  of 
the  two  institutions.  To  improve  public  under- 
standing of  disabled  people  and  their  problems  in  the 
United  States  and  throughout  the  world. 

Schoenberg  Memorial  Lecture — -The  annual 
Schoenberg  Memorial  Lecture  sponsored  jointly 
by  the  New  York  Society  for  Clinical  Ophthalmology 
and  the  National  Society  for  the  Prevention  of 
Blindness  will  be  given  at  8:15  p.m.,  Mondajq 
December  1,  at  the  New  York  Academy  of  Medicine, 
2 East  103rd  Street,  New  York  City. 

Dr.  Harold  G.  Scheie,  professor  of  ophthalmology 
at  the  University  of  Pennsylvania,  will  give  an  ad- 
dress on  “Management  of  Infantile  Glaucoma.” 


Seminar  on  Marriage  Consultation — A seminar 
on  marriage  consultation  for  internes,  residents,  and 
practitioners  will  be  conducted  by  the  Margaret 
Sanger  Research  Bureau  in  November  as  a part  of 
its  educational  program. 

The  purpose  of  the  seminar  is  to  stimulate  medical 
interest  in  premarital  and  marriage  counseling  and 
to  contribute  to  a better  understanding  of  the  role 
of  the  phjrsician  in  these  areas. 

The  seminar  will  be  held  on  Monday  evenings, 
November,  3,  10,  17,  and  24,  at  the  Margaret  Sanger 
Research  Bureau,  17  West  16th  Street,  New  York 
11,  New  York. 

Elizabeth  Kenny  Foundation  Scholarships — The 

Sister  Elizabeth  Kenny  Foundation  has  announced 
the  continuation  of  its  program  of  post  doctoral 
scholarships  to  promote  work  in  the  field  of  neuro- 
muscular diseases.  These  scholarships  are  de- 
signed for  scientists  at  or  near  the  end  of  their 
fellowship  training  in  either  basic  or  clinical  fields 
concerned  with  the  broad  problem  of  the  neuro- 
muscular diseases. 

The  Kenny  Foundation  Scholars  will  be  appointed 
annually.  Each  grant  will  provide  a stipend  for  a 
five-year  period  at  the  rate  of  $5,000  to  $7,000  a year 
depending  on  the  scholar’s  qualifications.  Candi- 
dates from  medical  schools  in  the  United  States  and 
Canada  are  eligible. 

Inquiries  regarding  details  of  the  program  should 
be  addressed  to:  Dr.  E.  J.  Huenekens,  Medical 
Director,  Sister  Elizabeth  Kenny  Foundation,  Inc., 
2400  Foshay  Tower,  Minneapolis  2,  Minnesota. 

Seventy-fifth  Anniversary — The  Society  of  Medi- 
cal Jurisprudence  celebrated  its  seventy-fifth  an- 
niversary with  a dinner  meeting  at  the  Waldorf- 
Astoria  Hotel  on  October  20. 

Speakers  at  the  dinner  were  Archie  O.  Dawson, 
United  States  District  Judge  for  the  southern 
district  of  New  York  State  and  Dr.  George  T.  Pack, 
attending  surgeon  at  Memorial  Center  for  Cancer 
and  Allied  Diseases.  Medallions  were  presented 
to  past  presidents  of  the  Society. 

Special  Lecture — “Youthful  Offenses  in  Modern 
Culture”  will  be  the  subject  of  a special  lecture  at 
The  New  York  Academy  of  Medicine  on  Thursday, 
November  6,  at  8:30  p.m.  Dr.  Harry  L.  Shapiro, 
curator  of  anthropology  at  the  American  Museum 
of  Natural  History,  will  deliver  the  lecture  which  is 
the  tenth  in  a series  endowed  by  Dr.  A.  Walter 
Suiter.  It  is  presented  under  the  auspices  of  the 
Committee  on  Public  Health. 


Personalities 


Awarded 

Fellowships  to  the  American  Medical  Writers’ 
Association  were  awarded  to  the  following  six 
New  York  physicians:  Drs.  Conrad  Berens,  Russell 
L.  Cecil,  Charles  G.  Dariington,  Richard  Howard 
Orr,  Emery  Andrew  Rovenstine,  and  Jerome  M. 
Schneck. 


Honored 

Dr.  Ben-Henry  Rose,  New  York  City,  bj^  the 
Haitian  government  at  a special  ceremony  on  Sep- 
tember 19,  with  the  medallion  and  certificate  of 
appointment  as  an  officer  in  the  National  Order  of 
Merit  and  Honor  of  the  Republic  of  Haiti  for  meri- 
[Continued  on  page  3538] 
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harmful  cough  - 6 to  8 hours 

with  one  timed-release  tablet 


A single,  easily-swallowed  Tussaminic  tablet 
provides  decongestion  of  the  upper  respiratory 
tract,  non-narcotic  control  of  the  cough  reflex 
center  and  effective  expectorant  action. 

Nasal  and  paranasal  congestion  associated  with 
cough  is  relieved  by  the  oral  respiratory  decon- 
gestant action  of  Triaminic*.  Non-narcotic 
antitussive  action  is  provided  by  Dormethan, 
as  effective  as  codeine  but  without  codeine’s 
drawbacks.  The  classic  expectorant,  terpin 
hydrate,  helps  augment  the  flow  of  demulcent 
respiratory  fluids. 


Each  Tussaminic  Tablet  provides: 

triaminic® 100  mg. 

(phenylpropanolamine  HC1 50  mg.; 

pheniramine  maleate 25  mg.; 

pyrilamine  maleate 25  mg.) 

Dormethan  (brand  of  dextromethorphan 

HBr) 30  mg. 

Terpin  hydrate 300  mg. 


Dosage:  One  tablet  in  the  morning, mid-afternoon 
and  at  bedtime.  The  tablet  should  be  swallowed 
whole  to  preserve  the  timed-release  action. 


how  Tussaminic 
timed-release  tablets 
provide  6 to  8 hours 
of  cough  relief 

first— the  outer  layer  disintegrates 
in  minutes  to  provide  3 to 


then— the  Inner  core  releases 
its  ingredients  to  provide 
3 to  4 more  hours  of  relief 


lussammic  Izt: 


for  relief  from  harmful  cough  “around  the  clock” 

On  one  tablet-the  patient  On  one  tablet -the  patient  On  one  tablet-the  patient 

can  work  all  day  can  relax  all  evening  can  sleep  all  night 
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torious  professional  services  rendered  to  Haitians. 
Elected 

As  officers  of  the  American  Congress  of  Physical 
Medicine  and  Rehabilitation:  Dr.  Donald  A. 

Covalt,  New  York  City,  first  vice-president,  and 
Dr.  Jerome  S.  Tobis,  New  York  City,  third  vice- 
president  ...  as  officers  of  the  Northeastern  New 
York  Radiological  Society:  Dr.  Kencil  L.  Mitton, 
Schenectady,  president;  Dr.  Sidney  I.  Etkin, 
Albany,  vice-president,  and  Dr.  Irving  Van  Woert, 
Jr.,  Albany,  secretary-treasurer  . . . Dr.  Charles  B. 
Ryan,  Auburn,  to  membership  on  the  State  Division 
Board  of  the  American  Cancer  Society. 

Speakers 

Dr.  Albert  Ellis,  at  the  public  meeting  of  the 


Brooklyn  State  Hospital  Psychiatric  Forum,  Oc- 
tober 2,  on  the  subject,  “Sex  Without  Guilt”  . . . 
Dr.  Joseph  Hirsh,  associate  professor  of  the  Albert 
Einstein  College  of  Medicine,  Yeshiva  University, 
before  the  members  of  the  hospital  staff  of  the 
Veterans  Administration  Hospital,  Northport,  Sep- 
tember 22,  on  the  topic,  “The  Dimensions  and 
Dynamics  of  Alcoholism.” 

Appointed 

Dr.  George  A.  Friedman,  as  medical  director  of 
Jordan,  Sieber  & Corbett,  Inc.  . . . Dr.  A.  Walter 
Hoover,  New  York  City,  as  regional  medical  officer 
of  the  Pennsylvania  Railroad  . . . Dr.  Paul  I.  Robin- 
son, as  coordinator  of  medical  relations  at  Metro- 
politan Life  Insurance  Company  . . . Dr.  Samuel  A. 
Thompson,  as  chief  of  the  section  of  thoracic  sur- 
gery at  New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals. 


Suicides 


The  oft-repeated  contention  that  persons  who 
talk  much  about  suicide  never  kill  themselves  does 
not  prove  true,  according  to  psychiatrists  who  have 
studied  the  problem.  Reviews  of  case  histories 
show  that  warning  signs  almost  always  precede 
suicidal  attempts.  A change  of  mood,  with  depres- 
sion prominent,  is  almost  always  present  before  a 
suicide  attempt,  and  meanwhile  disordered  thinking 
or  evidence  of  a psychosis  may  not  be  apparent. 

Suicide  accounts  for  about  17,000  deaths  a year 
in  the  general  population  of  this  country.  It  is 
the  fifth  cause  of  death  in  white  males  in  the  age 
group  fifteen  to  forty-four.  A great  many  suicides 
are  concealed,  and  students  of  the  subject  do  not 
question  the  frequently  suicidal  intent  in  automobile 
accidents. 

In  addition  to  well-defined  suicide  there  is  a type 


called  partial  suicide  where  death  does  not  occur 
but  which  consists  of  self-destructive  action  carried 
out  as  self-punishment.  In  such  instances,  the 
underlying  mechanisms  are  identical  with  those  of 
suicide.  Chronic  alcoholism  in  this  sense  may  be 
considered  chronic  suicidal  tendency.  The  escape 
into  addiction  follows  rather  than  precipitates  the 
subconscious  desire  to  abandon  the  struggle  of  ex- 
istence. 

The  problem  of  preventing  suicides  is  an  impor- 
tant one.  Deaths  by  suicide  can  be  decreased  by 
recognition  of  the  warning  signs  and  by  prompt  and 
sincere  treatment  of  depressed  individuals.  While 
sedatives  and  tranquilizers  are  helpful,  they  are 
effective  only  as  supplements  to  psychotherapy,  and 
a reconversion  of  the  despairing  spirit. — Hints  on 
Health,  August  11,  1958 
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Enhances  safety  when  more  potent  drugs 
are  needed. 
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alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  K tablet  q.i.d.  ■ 
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and  more* 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 


*Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med. 23:41 
(Jan.)  1958. 
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at  bedtime 

After  full  effect 
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THE  RATIONALE 
FOR  THE 
USE  OF  VITAMINS 

IN 

FORESTALLING 
INFECTIONS  ! 


Many  clinicians  believe  that  good  nutrition  plays  a significant  role  in  preventing  bacterial 
infections,  and  that  immunity  depends  on  adequate  vitamin  levels.  Tisdall1  states 
that  “a  low  intake  of  a number  of  vitamins,  a low  intake  of  minerals,  and  a change  in 
the  quality  of  protein  can  all  lower  resistance  to  infection.” 

Other  studies  show  the  important  role  of  the  B vitamins  in  antibody  formation. 

Thus,  Nutrition  Reviews 2 reports:  “Present  evidence  indicates  that  certain  B vitamins,  notably 
pyridoxine,  pantothenic  acid  and  folacin,  play  a significant  role  in  antibody  synthesis.” 
According  to  Pollack  and  Halpern,3  “Under-nutrition  leads  to  increased  susceptibility  to  infection 
and  decreased  resistance  to  established  disease.”  And  “vitamin  deficiency  states 
also  may  adversely  influence  circulating  antibodies.” 

Halpern4  reports  that  “good  nutrition  is  important  for  optimal  resistance  to  infection,  for  a 
superior  tissue  capability  to  cope  with  disease  and  injury,  and  for  maximum  antibody 
production  . . . nutrition  participates  in  the  prophylaxis  against  most  acute  infections  . . .” 

And  while  MacBryde5  feels  that  evidence  is  lacking  to  support  the  view  that  a higher  than 
normal  intake  of  vitamins  will  improve  resistance  to  infection,  he  also  states:  “Restoration  c 
nutrition  to  normal  exerts  a favorable  influence  on  practically  all  disease  conditions  . . . 

Often  the  outcome  will  depend  more  upon  the  correction  of  the  malnutrition  than  upon  an) 
therapy  directed  toward  the  malady.” 


THERAGRAN 

SQUIBB  VITAMINS  FOR  THERAPY 


now  expanded  to  include  additional  essential  vitamins— 


and  at  no  extra  cost  to  your  patients 

Each  Theragran  Capsule  supplies: 


Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Thiamine  Mononitrate 10  mg. 

Riboflavin 10  mg. 

Niacinamide 100  mg. 

Ascorbic  Acid 200  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Calcium  Pantothenate 20  mg. 

Vitamin  B12  Activity  Concentrate 5 meg. 


Dosage:  1 or  more  capsules  daily  as  indicated. 

Supply:  Family  Packs  of  180.  Bottles  of  30,  60,  100  and  1,000. 


Also  Available:  Theragran  Liquid,  bottles 
of  4 ounces;  Theragran  Junior  bottles  of 
30  and  100  capsules;  and  Theragran-m 
(Squibb  Vitamin-Minerals  for  Therapy), 
bottles  of  30,  60,  100  and  500  capsule- 
shaped tablets. 


References:  1.  Tisdall,  F.  F. : Clinical  Nutrition,  ed.  by  Joliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.:  Paul  B. 
Hoeber,  Inc.,  New  York,  1950,  p.  748.  2.  Nutrition  Reviews,  15:47,  (Feb.)  1957.  3.  Pollack,  H.,  and  Halpern, 
S.  L. : Therapeutic  Nutrition,  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C., 
1952,  p.  18.  4.  Halpern,  S.  L.:  Ann.  N.  Y.  Acad.  Science  63:147,  (Oct.  28)  1955.  5.  MacBryde,  C.  N.:  Signs 
and  Symptoms,  J.  B.  Lippincott  Co.,  Phila.,  3rd  Ed.  1957,  p.  818. 
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MEDICAL 

MEETINGS 


Medical  Economics  Meeting  in  Buffalo 

The  Erie  County  Medical  Society  will  sponsor  an 
all-day  forum  on  vital  problems  in  medical  eco- 
nomics in  cooperation  with  the  Wm.  S.  Merrell 
Company  at  the  Hotel  Statler-Hilton,  Buffalo, 
Thursday,  November  6. 

The  theme  of  the  forum  is  “The  Doctor  and  His 
Practice.”  Dr.  Max  Cheplove,  president  of  the 
Erie  County  Medical  Society,  has  announced  that 
eight  experts  will  present  papers.  Among  the 
speakers  will  be  Dr.  A.  D.  Kelly,  executive  secre- 
tary, Canadian  Medical  Association,  who  will  dis- 
cuss economic  problems  in  hospital  care  currently 
confronting  Canadian  medicine. 


Civil  Defense  Conference 

The  Council  on  National  Defense,  American 
Medical  Association,  is  sponsoring  the  ninth  annual 
conference  of  the  County  Medical  Societies  Civil 
Defense  Organization.  The  conference  will  be  held 
at  the  Morrison  Hotel,  Chicago,  November  8 through 
9. 

The  conference  is  planned  to  inform  and  other- 
wise assist  medical  and  health  personnel  for  their 
respective  roles  in  disasters. 


Nassau  Academy  of  General  Practice 

On  Wednesday,  November  12,  the  Nassau  County 
Chapter  of  the  American  Academy  of  General 
Practice  will  hold  its  ninth  annual  scientific  assem- 
bly for  family  physicians.  There  will  be  lectures 
by  medical  authors  and  editors,  eminent  leaders  in 
the  field  of  surgery  and  cancer,  and  authorities  and 
teachers  in  the  field  of  medicine,  ranging  from  in- 
fancy to  death. 

The  program  will  be  held  at  the  Garden  City 
Hotel,  Garden  City,  New  York.  Speakers  will  be  as 
follows:  Dr.  Harry  M.  Zimmerman,  chief  of  labora- 
tory division,  Montefiore  Hospital,  New  York, 
who  will  discuss,  “The  Patient  with  a Cerebral 
Vascular  Accident”;  Dr.  W.  C.  Davison,  professor 
of  pediatrics,  Dean  of  Duke  University  School  of 
Medicine,  Durham,  North  Carolina,  who  will  speak 
on,  “Advances  in  Preventive  and  Therapeutic 
Pediatrics”;  Dr.  Emil  Naclerio,  chief,  thoracic 
services  at  Columbus  and  Harlem  Hospitals,  New 
York  City,  whose  topic  will  be,  “Chest  Injuries 
with  Emphasis  on  Emergency  Treatment”;  Dr. 
Chevalier  L.  Jackson,  professor  of  laryngology  and 

[Continued  on  page  3544] 


when  the  patient 
needs  relief 
from  tenacious 


bronchial  exudates 


Novahistine* 

EXPECTORANT 

combines  the  decongestive  effects  of 
Novahistine  and  the  cough-control 
action  of  dihydrocodeinone  with  the 
liquefying,  expectorant  action  of  am- 
monium chloride. 

Each  5 cc.  teaspoonful  contains: 


Phenylephrine  hydrochloride...  10.0  mg. 
Prophenpyridamine  maleate. . . . 12.5  mg. 
Dihydrocodeinone  bitartrate . * . . 1 .66  mg. 
Ammonium  chloride .......... .135.0  mg. 

Sodium  citrate. 84.5  mg. 

Chloroform  (approx.)  . .v.  13.5  mg. 

1-Menthol 1.0  mg. 

(Alcohol  5%) 


Dosage:  Adults— 2 teaspoonfuls,  three  or 
four  times  daily.  Children— the  adult 
dose.  Infants— % to  '/  teaspoonful,  three 
or  four  times  a day. 

Supplied  in  pint  and  gallon  bottles. 
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useless,  exhausting 


Novahistine-DH* 

(fortified  Novahistine  with  dihydrocodeinone) 


When  "head  colds”  become  "chest 
colds”  Novahistine-DH  promptly 
controls  coughs  and  keeps  air  pas- 
sages of  both  head  and  chest  clear 
of  obstruction. 

Each  teaspoonful  (5  cc.)  of  grape-flavored 
Novahistine-DH  contains: 

Phenylephrine  hydrochloride 10  mg. 

Prophenpyridamine  maleate 12.5  mg. 

Dihydrocodeinone  bitartrate 1.66  mg. 

Chloroform  (approx.) 13.5  mg. 

L-Menthol 1.0  mg. 

Supplied  in  pint  and  gallon  bottles. 
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broncho-esophagology,  Temple  University,  Phila- 
delphia, who  will  discuss,  “Broncho-Esophagolog}" 
in  Relation  to  General  Practice”;  and  Dr.  Alton 
Ochsner,  founder  and  chief  of  Ochsner  Clinic,  New 
Orleans,  who  will  speak  on,  “Cancer  of  the  Lung.” 

Society  for  Crippled  Children  and  Adults 

The  annual  convention  of  the  National  Society 
for  Crippled  Children  and  Adults  will  be  held 
November  16  through  20,  at  the  Statler-Hilton 
Hotel,  Dalla  s,  Texas.  The  theme  of  the  convention 
will  be  “Hand  in  Hand  for  Rehabilitation.”  Dr. 
George  G.  Deaver,  New  York  City,  medical  direc- 
tor, Children’s  Division,  Institute  of  Physical  Medi- 
cine and  Rehabilitation,  will  participate  in  the  con- 
vention. 

Allergy  Society  to  Meet 

The  New  York  Allergy  Society  will  meet  on  No- 
vember 17  at  the  Beekman  Tower  Hotel,  1st  Avenue 
and  49th  Street,  New  York  City.  The  scientific 
session  will  consist  of  a panel  discussion  on  “The 
Single  Repository  Injection  Treatment  of  Hay 
Fever.” 

Panel  members  will  be:  Dr.  Mary  H.  Loveless, 
Associate  Professor  of  Clinical  Medicine  (allergy), 
Cornell  University  Medical  College;  Dr.  John  H. 
Mitchell,  Head,  Division  of  Allergy  and  Clinical 
Professor  of  Medicine,  Ohio  State  University  Medi- 
cal College;  Dr.  William  F.  Mitchell,  Clinical  As- 
sistant Professor  of  Medicine,  Ohio  State  University 
Medical  College;  Dr.  William  B.  Sherman,  Chief  of 
Allergy,  Presbyterian  Hospital,  New  York.  The 
moderator  will  be  Dr.  Robert  A.  Cooke,  Chief,  In- 
stitute of  Allergy,  Roosevelt  Hospital,  New  York. 

The  scientific  session  at  8 : 30  p.m.  is  to  be  preceded 
by  cocktails  and  dinner  at  7:00  p.m.  Following  the 
session  there  will  be  the  annual  business  meeting 
and  election  of  officers. 

Brooklyn  Psychiatric  Society 

The  Brooklyn  Psychiatric  Society  will  meet  on 
Thursday,  November  20.  The  topic  of  the  evening 
will  be  “Concurrent  Psychoanalytical  Treatment  of 
Husband  and  Wife  by  the  Same  Therapist.”  Dr. 
Bela  Mittelman  will  be  guest  panelist. 

The  meeting  will  be  held  at  the  Brooklyn  State 
Hospital,  681  Clarkson  Avenue,  Brooklyn. 


Colloquium  on  Resistant  Infections 

An  International  Colloquium  on  Resistant  Infec- 
tions will  be  held  at  the  Plaza  Hotel,  New  York  City, 
November  20  through  21.  The  conference  is  being 
sponsored  jointly  by  the  United  States  Committee, 
World  Medical  Association,  and  Eaton  Laboratories, 
Norwich,  New  York. 
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American  College  of  Cardiology 
The  American  College  of  Cardiology  will' hold  its 
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weight  REDUCTION:  Obese  patients  may  resist! dieting  because  they  fear  losing  the  emotional  security  often  involved  in  overeating,  ambar  helps 
them  hold  the  diet  line  by  giving  them  a mcire  alert,  brjghter  outlook  without  jitters:  Methamphetamine,  a potent  cns  augmenter,  pro- 
duces less  cardiovascular  < ffect  than  amphetamine.  In  a^bar  it  is  coml  inedjwith  just  enough  jjhenobarbital  to  prevent  overstimulation,  ambar 
EXTENTABS  provide  10-12  hours  of  appetite  Suppression  jin  one  contro  led -release,  extended -^ction  tablet:  methamphetamine  hydrochloride, 
10.0  mg.;  phenobarbital  (1  gr.)  64.8  mg.  ambar  tablet^  for  conventional  dosage  oij  intermittent  therapy  contain  methamphetamine  hydro- 
chloride, 3.33  mg.;  phenob;  irbital  (V3  gr.)  2 lk  mg.  A.  H.  Robins  company,  inc|,  Richmond,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878 

WEIGHT  REDUCTION  WITHOUT  JITTERS  AMO  ARC 

1 | methamphetamine  and  phenobarbital 

TABLETS  AND  EXTENTABS® 


MEDICAL  MEETINGS 


[Continued  from  page  3544] 

seventh  interim  meeting  in  New  Orleans  at  the  Jung 
Hotel,  November  20  through  22. 

The  scientific  sessions  will  be  devoted  to  a sym- 
posium on  “Peripheral  Vascular  Disease”  and  will 
include  panel  meetings  on  physiologic  aspects, 
diagnostic  methods,  medical  treatment,  indications 
for  surgery,  and  evaluation  of  various  surgical 
procedures  in  peripheral  and  cerebral  vascular  dis- 
ease. 

Dr.  John  S.  La  Due,  New  York  City,  is  chairman 
of  the  program  committee.  Dr.  Seymour  Fiske, 
New  York  City,  and  Dr.  Edgar  Hull,  New  Orleans, 
are  in  charge  of  convention  arrangements. 

For  information  write  to  American  College  of 
Cardiology,  Dr.  P.  Reichert,  Secretary,  Empire 
State  Building,  New  York  City. 

Symposium  on  Tuberculosis 

An  international  symposium  on  tuberculosis  will 
be  held  in  Philadelphia,  November  20  through  22. 
Sponsored  by  Deborah  Sanatorium  and  Hospital, 
the  symposium  will  summarize  recent  gains  in 
knowledge  of  diagnosis,  treatment,  and  control  of 
tuberculosis. 

For  information  write  to  International  Symposium 
on  Tuberculosis,  Deborah  Sanatorium  and  Hos- 
pital, 642  Widener  Building,  Philadelphia  7,  Pennsyl- 
vania. 

AM  A Clinical  Meeting 

The  American  Medical  Association  will  hold 
its  twelfth  clinical  meeting  December  2 through  5 
in  Minneapolis. 

The  meeting  is  designed  to  help  the  family  phy- 
sician solve  his  daily  practice  problems.  Dr.  O. 
L.  Norman  Nelson,  Minneapolis,  president  of  the 
Hennepin  County  Medical  Society  is  general 
chairman  of  the  meeting.  Dr.  N.  L.  Gault,  Jr., 
Minneapolis,  is  the  scientific  program  chairman. 

Dental  Meeting 

The  thirty-fourth  annual  Greater  New  York 


Dental  Meeting  will  be  held  at  the  Hotel  Statler 
Hilton,  New  York  City,  December  8 through  12. 

Assembly  of  New  York  State  Anesthesiologists 

The  twelfth  postgraduate  assembly  of  the  New 
York  State  Society  of  Anesthesiologists  will  be 
held  at  the  Hotel  New  Yorker,  New  York  City, 
December  10  through  13. 

Scientific  sessions  of  the  assembly  will  be  held  in 
the  Grand  Ballroom  and  the  Terrace  Room  of  the 
hotel.  On  Thursday,  December  11,  clinics  will  be 
held  at  various  hospitals.  The  annual  dinner 
dance  of  the  Society  will  also  be  held  on  Thursda}^ 
December  11. 

For  further  information  concerning  the  meeting 
write  to:  Postgraduate  Assembty,  The  New  York 
State  Society  of  Anesthesiologists,  131  West  11th 
Street,  New  York  City  11. 

American  Group  Psychotherapy  Association 

The  American  Group  Psj^chotherapy  Association 
will  hold  its  third  Annual  Institute,  January  21 
through  22,  1959,  and  its  sixteenth  Annual  Confer- 
ence, January  23  through  24,  1959,  at  the  Henry 
Hudson  Hotel,  New  York  City.  For  information 
write  to:  Dr.  Cornelius  Beukenkamp,  Public  Re- 
lations Chairman,  993  Park  Avenue,  New  York  28, 
New  York. 


New  York  Academy  of  Sciences  Conference 

The  New  York  Academy  of  Sciences  will  hold  a 
conference  on  “The  Vagina”  April  10  through  11, 
1959,  at  the  Barbizon-Plaza  Hotel,  101  West  58th 
Street,  New  York  City.  Such  problems  as  basic 
concepts,  physiology  of  the  human  vagina,  vaginal 
infections  and  the  relationship  of  the  vagina  to 
infertility,  will  be  discussed. 

The  conference  will  be  held  immediately  following 
the  annual  meetings  of  the  American  Society  for 
the  Study  of  Sterility  and  The  American  College  of 
Obstetricians  and  G}mecologists,  in  Atlantic  City, 
New  Jersey, 


When  I read  Shakespeare  I am  struck  with  wonder 
That  such  trivial  people  should  muse  and  thunder 
In  such  lovely  language. — David  Herbert  Lawrence 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins — Blt  B6,  B12. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate  ...  plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B12. 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  in  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (5  cc,)  contains: 

1-Lysine  HC1 300  mg. 

Vitamin  Bi2  Crystalline 25  mcgm. 

Thiamine  HC1  (Bi) 10  mg. 

Pyrodoxine  HC1  (Bs) 5 mg. 

Ferric  Pyrophosphate  (Solution) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.5  Gm. 


LEDERLE  L A B O R AT  O R I E S , a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reg.  U,  S.  Pat.  Off. 
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Faster  rehabilitation  in 


Joint  inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antiarthritic  agent. 


MEPROLONE-2  Is  Indicated  in  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  involvement  is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  Indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas  : M E PRO  LON  E -2—2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  lOO).  MEPROLON  E-5 — 5.0  mg . predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 
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Rheumatoid  Arthritis 


MEPROLONEis  a trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  joint  inflammation... 


Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  1,  1958—24,526 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington.  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


James  H.  Flynn Albany 

Kurt  Zinner Wellsville 

Samuel  Wagreich Bronx 

Ralph  J.  McMahon.  . . .Binghamton 

G.  Clifford  Hackett Portville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

David  Kaplan Elmira 

Angelo  f ranco New  Berlin 

Francis  F.  Baker'. Plattsburgh 

Heinz  Salm Hudson 

Nicholas  J.  Gabriel Cortland 

Robert  N.  Wilbur Hamden 

Leo  P.  O’Donnell Wingdale 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage Northville 

Peter  F.  Baker Batavia 

Elwood  G.  Weisenburn.  . .Coxsackie 

Robert  C.  Ashley Little  Falls 

Juda  E.  Bickel Sackets  Harbor 

David  Kershner Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Arthur  H.  Walker Rochester 

Norbert  Fethke Amsterdam 

Abraham  W.  Freireich.  . . .Malverne 

Norton  S.  Brown New  York 

Carle  ton  P.  Kavle. . . . Niagara  Falls 

Frank  A.  Graniero Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Willson Phelps 

Fritz  Blumenthal Middletown 

James  G.  Parke Albion 

F.  Edward  Fox Fulton 

J.  Herbert  Dietz,  Jr Oneonta 

A.  Seitz  ....  Cold  Spring  on  Hudson 

Harry  H.  Epstein Jamaica 

Joseph  H.  Denton Troy 

Edward  H.  Robitzek.  .Staten  Island 

Emile  J.  Buscicchi Congers 

J.  Benton  Pike Massena 

Max  M.  Vinicor Corinth 

Carl  F.  Runge Schenectady 

Peter  J.  Sacket Schoharie 

Francis  C.  Ward Odessa 

Robert  F.  D.  Gibbs.  . . .Seneca  Falls 

Thomas  S.  Cotton Hornell 

Francis  J.  O’Neill Central  Islip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto.  . . . Kingston 

Richard  C.  Batt Glens  Falls 

Alexander  Avrin Fort  Edward 

Thomas  C.  Hobbie Sodus 

William  P.  Reed Larchmont 

Paul  G.  Sternberg Perry 

Allen  W.  Holmes Penn  Yan 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr. ..  Binghamton 

Cedric  L.  Mather Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . . Watertown 

Leslie  H.  Tisdall Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . . Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz. . Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Monroe  M.  Broad Jamaica 

William  B.  McDonald.  .North  Troy 
George  E.  Pittinos.  . . Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Clare  K.  Amyot.  . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg. ...  Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 


Richard  J.  Harpending.  . .Penn  Yan 


Thomas  S.  Walsh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn . . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. . Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham  . . Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames ....  Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

David  R.  Tomlinson Troy 

Waddie  R.  Procci.  . . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore  . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best, Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . Fort  Edward 

Leman  W.  Potter Newark 

Thomas  C.  Jaleski.  . New  Rochelle 


Newland  W.  Fountain.  . .-.  Warsaw 
Richard  J.  Harpending. . .Penn  Yan 
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relieves  the  discomfort  of  colds 


TABLOID' 


‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 

prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  n.y. 
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Fostex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


◄ Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


Fostex  is  easy  for  your  patients  to  use 

◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Foster-Milburn  Co. 
468  Dewitt  Street  • Buffalo  1 3,  New  York 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 
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WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


HALL- BROOKE  • • • an  analytically- 
oriented,  active  treatment  psychiatric  hospital  on 
120  acres. 

George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  CApital  7-1251 


HOLBROOK  MANOR  "iS3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  £: iSSV^ff] phrsid^ ck‘"‘ 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PHONE 
CH  2- 


for  well  trained  highly  qualified  pereonne  * 

MEDICAL 

OFFICE  SECRETARIES  OR  ASSISTANTS 
LABORATORY  • X-RAY 
TECHNICIANS 

N.Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  ( Founded  1986 ) 

request  Free  Cat.  9 

85  Fifth  Ave.  (16th  St.) 
New  York  3,  N.Y. 
AIDES 


astern 


SCHOOL  FOR  PHYSICIANS’ 


The  Postgraduate  Center  for  Psychotherapy 

offers 

Training  in  Psychoanalytically  Oriented  Psychotherapy 

• 

Bulletins  are  available  on  request  to: 

Dr.  Lewis  R.  Wolberg,  Medical  Director 
Postgraduate  Center  for  Psychotherapy 
218  East  70  Street,  New  York  21,  N.  Y.  • TRafalgar  9-7100 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN* 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverine  HC1  (ethyl  homolog  of  papaverine)  H gr., 
phenobarbital  H gr.,  theophylline  calcium  salicylate  3 grs. 

KNOLL  PHARMACEUTICAL  COMPANY  SeVjersev 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Binocular  Microscope:  B&L;  excellent  condition;  Case; 

X3.5;  X 10,  X 45,  Oil  Objectives;  X6,  X 10  Oculars;  mov- 
able stage.  Oxford  5-1234,  Extension  3451. 


FOR  SALE 


Lucrative  rural  General  Practice,  Finger  Lakes  Region,  New 
York  State.  Pleasant  village,  modern  office  and  lovely 
landscaped  house.  Liberal  terms.  Box  792,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4J 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  Ill  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


FOR  SALE 


Home  and  office  combination  built  to  physician’s  specifica- 
tions. 7 room  house  and  attached  4 room  office  in  suburban 
community  17  miles  from  Hartford.  Conn.  Telephone 
Rockville.  Conn.  Tremont  53218  Mrs.  Rosenfeld. 


Excellent  thirteen  year  General  Practice  immediately  avail- 
able; Modern  9 room  clinic  completely  equipped,  including 
records.  Detached  2000  Sq.  Ft.  8 room  home  with  3 car 
garage  on  3/j  acre  corner  view  lot.  Near  hospitals;  theatre, 
music  and  art  festival  towns.  2 hours  from  N.Y.C.  Write 
or  call  Mrs.  E.  Gellert.  Kerhonkson.  N.  Y. 


FOR  RENT  OR  SALE 


Professional  Suite — Ideal  village  location.  2 family  house, 
Huntington,  L.I.,  occupied  by  M.D.  for  years.  Excellent 
opportunity  for  professional  or  group.  Living  quarters 
available  if  desired.  Box  786,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


3 large  offices  in  well  est.  location  on  Main  St.  suitable  for 
G.P.  or  specialist;  near  modern  hospital.  Write  Occupant 
106  Main  St.,  Hudson  Falls,  N.  Y. 


151  CENTRAL  PARK  WEST,  8-room  professional  and 
living  cooperative  apartment.  Immediate  occupancy.  Rea- 
sonable price  and  maintenance.  Brown,  Harris,  Stevens, 
Inc.,  OXford  7-8800.  Mr.  Welch. 


FOR  SALE 


General  Practice  in  Suffolk  County,  N.Y.  grossing  $45,000. 
Excellent  for  returning  G.I.  Owner  will  accept  deferred 
payments.  Inquires  invited.  Joseph  F.  McElligott,  50 
Broad  St.,  New  York  4,  N.Y. 


Specialist  in  Rockville  Centre  willing  to  share  his  six-room 
office  on  “Doctor’s  Row”  with  another  specialist.  Available 
3 mornings,  4 afternoons,  3 evenings.  Box  800.  N.  Y.  St.  Jr. 
Med. 


Upstate  New  York  General  Practice.  Ilome-Office  Combina- 
tiou.  Well  established.  Finger  Lakes  District.  Two  open 
staff  hospitals  nearbv.  Leaving  to  specialize.  Will  intro- 
duce. $16,500.  Write  Box  799,  N.  Y.  St.  Jr.  Med. 


Long  Island — for  sale  due  to  death — General  practice  of  Ex- 
Pres.  nearby  90  bed  hospital.  Contact  S.  Edward  Gerber, 
100  Ave.  P,  Brooklyn  4,  New  York. 


WANTED 


General  Practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start,  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  Practitioner,  under  36  to  join  me  on  wonderful  Long 
Island,  30  miles  from  New  York  City.  To  enjoy  it  equal  free 
time  from  beginning.  Adequate  salary  leading  to  early 
partnership  basis.  O.  B.  and  Minor  Surgery.  Box  801, 
N.  Y.  St.  Jr.  Med. 


Desirable  office  space  to  share  with  dentist.  Near  leading 
industrial  corporation.  Excellent  for  General  Practitioner. 
High  potential  for  building  practice  in  well  established 
neighborhood.  Contact  Dr.  Erwin  Foxman.  105  Ridge 
Road  West,  Rochester,  New  York.  Phone  Glenwrood 
3-5994. 


Small  town  needs  pediatrician,  obstetrician,  surgeon  or 
good  general  practitioner  for  one  of  New  York’s  fastest  grow- 
ing communities.  Fully  equipped  office  in  excellent  location 
with  modern  hospitals  close  by.  Reasonable  rental  with  no 
down  payment.  Widow  desires  to  give  young  practitioner 
unlimited  opportunity  for  practice  at  extremely  low  terms. 
Contact  Mrs.  Mary  Gridley,  805  Grand  Central  Avenue 
Horseheads,  New  York. 


M.D.  for  a busy  general  practitioner’s  office;  full  partnership 
offered  in  3rd  year.  Located  in  the  most  rapidly  expanded 
area.  Nassau  County.  South  Shore,  L.  I.  Pyramid  8-3363. 


WANTED 


Wanted  associate  for  active  pediatric  practice  in  Mid-Man- 
hattan to  share  beautiful  apartment  with  retiring  pediatri- 
cian. Write  Box  805,  N.  Y.  St.  Jr.  Med. 


PARTNERSHIP 


with  equally  active  physician  in  Central  N.  Y.,  suburban  or 
city  near  thruway,  desired  by  well  trained  experienced  Gen- 
eral Practitioner  in  early  forties  presently  engaged  in  busy 
solo  country  practice.  Box  807,  N.  Y.  St.  Jr.  Med. 


Dermatologist,  retiring,  midtown  office,  desires  association 
with  qualified  dermatologist  with  some  following,  to  take 
over  the  practice.  Write  Box  806,  N.  Y.  St.  Jr.  Med. 


Experienced  GP  desires  location  on  corner  or  main  thoro- 
fare.  Will  buy  partnership,  practice  or  house.  Prefer 
Bklyn.  Box  804,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33>/i  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  3Q. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  1104-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 


3554 


rPocH& 

sg 

ik 

Romilar®  Hydrobromide— brand  of  dextromethorphan  hydrobromide 


X-RAY  EQUIPMENT  FOR  SALE 


OFFICE  TO  SHAKE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


APPARATUS  FOR  SALE 


Fully  equipped;  near  Forest  Hills  General  Hospital.  Suit- 
able for  Specialist.  Phone  TW  7-1262. 


WANTED 


Neurosurgeon,  must  be  Board  qualified  or  certified.  Ex- 
cellent up-State  opening,  private  practice.  Box  808,  N.  Y. 
St.  Jr.  Med. 


Keleket  200  MA  X-ray  table  and  controls;  Fluoroscope, 
Buckey;  superficial  x-ray  therapy  unit;  complete  dark 
room  equipment. 

Dr.  Lawrence  M.  Ervin,  440  E.  23  St.  OR  3-0778. 


X-ray  machine  completely  equipped  with  table,  tube, 
stand,  developing  tank  and  accessories.  Good  as  new.  A 
bargain.  Box  803,  N.  Y.  St.  Jr.  Med. 


Greenwood,  N.  Y.  Doctor’s  office  building,  furnishings, 
equipment,  instruments  etc.  15  miles  from  hospitals. 
Low  overhead.  Florence  Hardenbergh,  Greenwood,  N.  Y. 


FOR  SALE 


E.N.T.  practice:  667  Madison  Avenue,  N.Y.C.,  prof.  bldg., 
established  22  years;  and  Mt.  Vernon,  N.  Y.,  established  17 
years.  Together  or  separately,  with  equipment.  For  sale 
by  widow.  Call  MOunt  Vernon  7-1220. 


“With  all  the  junk  in  your  bag,  how  do  you  find 
room  for  the  baby?” 


MOVING  TO  SUBURBS? 


Suite  available  for  medical  specialist  in  established  profes- 
sional building,  eastern  Nassau  County.  Ideal  location  and 
opportunity.  Box  809,  N.  Y.  St.  Jr.  Med.  . 


Scientific  relaxation  techniques  for  professionals:  Physicians- 
Dentists-Nurses.  Practical  10  session  orientation  course. 
Relaxation  Center  Inc.,  4E-95th  Street,  New  York  28, 
N.  Y.  TEmpleton  1-3866. 


WEST  END  AVE.  300  (74  ST.) 


Professional-Residential,  spacious  suites.  24  hr.  service 
11  rooms.  (5  baths,  2 kitchens),  fireplaces 
71/2  rooms.  (2V2  baths,  2 kitchens),  fireplace 
Supt.  on  premises  or  call  TR  6-2393  weekdays 


FOR  SALE 


Westbury.  L.  I.  Retiring.  Long  established  practice;  well 
equipped  office;  best  location  in  town.  Beautiful  Colonial 
house  consists  of  an  8 room  home  and  3 room  office  on  over 
half  an  acre  of  expensively  landscaped  ground.  Office  equip- 
ment available.  The  vanishing  FAMILY  PHYSICIAN  has 
excellent  opportunity.  Terms.  Call:  ED3-0257. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  qach  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y 
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Each  teaspoonful  (5  cc)  of  pleasantly  flavored 
syrup,  or  each  capsule,  contains:  15  mg  Romilar 
HBr  (non-narcotic  antitussive)  ; 1.25  mg  Chlor- 
pheniramine maleate  (antihistamine)  ; 5 mg  Phenyl 
ephrine  HC1  (decongestant)  ; 120  mg  N-acetyl 
p-aminophenol  ( analgesic-antipyretic ) 

*L.  O.  Randall  and  J.  Selitto 
J.  Am.  Pharm.  Assn.  (Sc.  Ed.),  47: 313.  1958. 
Romilar®  Hydrobromide— brand  of  dextromethorphan  hydrobromide 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
N utley  10  • N.  J. 


When  it  comes  to  colds  and  coughs 9 

surgeons  are  just  like  their  patients 
. . . they  want  relief  of  symptoms  and, 
if  possible,  to  stay  on  the  job. 

Romilar  Cold  Formula  controls  the 
entire  symptomatology  of  colds, 
including  coughs.  A synergistic 
combination,*  Romilar  CF 

checks  coryza 
suppresses  coughing 
relieves  congestion 
controls  fever  and  malaise 
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‘Thorazine’  stops  vomiting  in  children  and  helps  speed  recovery 

Frequently,  a single  dose  of  ‘Thorazine’  (either  syrup  or  suppository) 
will  stop  vomiting  caused  by  viral  infections  and  help  restore 
normal  food  intake  and  hydration.  ‘Thorazine’  also  promotes  sound, 
uninterrupted  sleep  which  is  so  necessary  to  recovery. 

The  high  degree  of  safety  with  the  use  of  ‘Thorazine’  in  children 
is  a consistent  finding  in  the  medical  literature. 

THORAZINE*  one  of  the  fundamental  drugs  in  medicine 

chlorpromazine,  S.K.F. 

Available:  Syrup,  Suppositories,  Tablets,  Spansule*  sustained  release  capsules,  Ampuls  and  Multiple  dose  vials. 

Smith  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 


Pyribenzamine  expectorant 


breaks  up  cough 


even  persistent  cough 


Patient,  factory  worker, 
age  43,  had  suffered  for 
months  with  persistent, 
dry  cough,  which  he  termed 
"smoker's  hack." 


Cough  frequently 
interrupted  his  sleep, 
causing  him  to  be  nervous, 
irritable;  his  job  efficiency 
was  impaired. 


Chest  X-ray  was  negative 
and  the  plant  physician 
prescribed  PYRIBENZAMINE 
EXPECTORANT  with 
Ephedrine.  Patient  noticed 
almost  immediate  relief— 
a week  later  felt 
"considerably  better." 


Pyribenzamine  Expectorant  with  Ephedrine  provides  a unique  combination  of  antitussive  agents, 
which  work  three  ways  at  once  to  break  up  the  persistent  cough:  Pyribenzamine  relieves  histamine- 
induced  congestion  throughout  the  respiratory  tract;  ephedrine  relaxes  the  bronchioles  and  makes 
breathing  easier;  ammonium  chloride  liquefies  mucus,  relieving  dry  cough  and  promoting  productive 
expectoration. 


Supplied:  Pyribenzamine  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  (equivalent  to  20  mg. 
Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate  and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 
Also  available:  Pyribenzamine  Expectorant- with  Codeine  and  Ephedrine,  same  formula  as  above 
with  the  addition  of  8 mg.  codeine  phosphate  per  4-ml.  teaspoon  (exempt  narcotic).  C I B A 

Pyribenzamine®  citrate  (tripelennamine  citrate  CIBA)  2/2559mk  SUMMIT,  N.  J. 
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REPORTED 

FROM 

NO.  OF 
CASES 

DIAGNOSES 

RESULTS 

SIDE  EFFECTS 

CONCLUSIONS 

Oregon 

10 

3 gastritis,  2 spastic  co- 
litis, 3 G.I.  symptoms  of 
anxiety  states,  1 healing 
duodenal  ulcer,  1 hernia- 
tion of  pyloric  mucosae. 

Marked 

improvement  (9) 
Slight 

improvement  (1) 

No  side 
effects  (6) 
Drowsiness  (4) 

9-very  beneficial,  1-some  im- 
provement. 

Florida 

10 

3 duodenal  ulcer,  2 hy- 
pertrophic gastritis,  2 
functional  enterocolitis,  2 
vomiting  of  pregnancy,  1 
cardiospasm,  menopausal 
syndrome. 

Marked 

improvement  (8) 
No 

improvement  (2) 

No  side 
effects  (9) 
Epigastric 
burning  (1) 

5-excellent,  1-no  success,  3- 
very  good,  1-inconclusive. 

Michigan 

10 

1 spastic  colitis,  2 gastro- 
intestinal spasm,  1 colitis 
and  diverticulitis,  1 duo- 
denitis, 2 peptic  ulcer,  2 
duodenal  ulcer,  1 gastric 
ulcer. 

Marked 

improvement  (8) 
Steady 

improvement  (1) 
Slight 

improvement  (1) 

None  (6) 
Some  Dryness 
of  Mouth  (2) 
Drowsiness  (2) 

8-marked  subjective  and  ob- 
jective improvement,  1-en- 
couraging  improvement  . . . 
patient  has  refused  opera- 
tion, so  we  are  depending  on 
this  treatment,  1-steady  im- 
provement. Now  on  lower  do- 
sage and  getting  along  well. 

Illinois 

5 

2 hyperacidity,  3 peptic 
ulcer. 

Marked 

improvement  (5) 

None  (5) 

2-excellent,  2-very  good  aux- 
iliary treatment;  l-“of  great 
importance  in  treatment  of 
peptic  ulcer.” 

Missouri 

1 

Pylorospasm. 

Marked 

improvement 

None 

Effective  G.I.  antispasmodic. 

North 

Carolina 

15 

10  pylorospasm,  2 duo- 
denal ulcer,  1 possible 
Ca.  of  G.I.  tract,  1 G.I. 
symptoms  of  anxiety,  1 
gastritis—  ( alcoholic  ) . 

Marked 

improvement  (12) 
Slight 

improvement  (3) 

None  (14) 
Nausea  (1) 

12-very  effective,  1-fairly 
good,  1-improved  patient’s 
condition,  but  did  not  solve 
the  basic  problem.  1 -nausea 
(anomalous  reaction). 

Texas 

9 

1 gastritis,  1 spastic  en- 
terocolitis, 2 spastic  duo- 
denitis, 1 duodenal  ulcer, 
1 G.I.  symptoms  of  anxi- 
ety state,  1 gastric  ulcer, 
1 duodenal  ulcer  with 
pinpoint  perforation- 
chronic,  1 cardiac  neu- 
rosis with  G.I.  symptoms. 

Marked 

improvement  (9) 

None  (7) 
Drowsiness  (1) 
Initial 

drowsiness  (1) 

4-excellent  results,  1-good,  1- 
fine,  1-6  weeks’  x-ray  showed 
G.I.  crater  filled  in  and 
asymptomatic;  tension  disap- 
peared, 1-symptoms  com- 
pletely ameliorated.  1-com- 
plete  relief;  on  Milpath  since 
the  day  it  came  out. 

California 

4 

3 G.I.  symptoms  of  anxi- 
ety states,  1 duodenal 
ulcer. 

Marked 

improvement  (3) 
Slight 

improvement  (1) 

None  (4) 

1-good,  3-satisfactory  (1-con- 
tinuing  on  decreasing  dosage). 
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DOSAGE: 

ONS:  duodenal  and 
colon  . gastric  hyper 
itinal  colic  • function; 

J 

k:  each  scored  tablet  c 
tridihexethyl  iodide 

1 tablet  t.i.d.  with  m< 

1 gastric  ulcer  ■ colitis  • spastic 
motility  . gastritis  • esophageal 
al  diarrhea  .G.I.  symptoms  of 

ontains:  meprobamate  400  mg., 
25  mg. 

?als  and  2 tablets  at  bedtime. 
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Delectavites 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite  . . . 

tops  with  adults,  too. 


Each  nugget  contains: 

Vitamin  A 5.000  Units" 

Vitamin  0 1.000  Un.ts" 

Vitamin  C 75  mg. 

Vitamin  E 2 Unitst 

Vitamin  B-l 2.5  mg. 

Vitamin  B-2 2.5  mg. 

Vitamin  B-6. 1 mg. 

Vitamin  B-12  Activity  3 meg. 

Panthenol 5 mg 

Nicotinamide 20  mg. 

Folic  Acid 0.1  mg. 

Biotin 30  meg. 

Rutin 12  mg. 

Calcium  Carbonate 125  mg 

Boron 0.1  mg 

Cobalt 0.1  mg. 

Fluorine 0.1  mg. 

Iodine 0.2  mg. 

Magnesium 3.0  mg. 

Manganese  1.0  mg. 

Molybdenum  1.0  mg. 

Potassium 2.5  mg. 


WHITE  LABORATORIES,  INC., 
KENILWORTH,  N.J. 


Oese:  One  Nugget  per  day 
Supplied!  Boxes  of  30-one 
month's  supply 
Boxes  of  90-three 
months'  supply  or 
family  package. 
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In  Kraurosis  ai 
and  Senile  Vai 


Stops  itching  instantly  and  completely. 

Corrects  thickening  of  skin— eliminates  scaling,  j 
Restores  skin  to  normal  softness  and  pliability. 
Tends  to  negate  necessity  for  surgery 
in  Kraurosis  and  Leukoplakia  Vulvae. 


Supply:  With  Vt%  hydrocortisone  in  Vi  oz.  and  1 oz.  tubes  ^ 


With  1%  hydrocortisone  in  Vi  oz.  tubes 


125  West  End  Avenue,  New  York  23 


Sig:  Apply  twice  daily 


Los  Angeles  • Montreal 
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EFFECTIVE 
AGAINST  ALL 
COMMONLY 
ENCOUNTERED 
EAR  PATHOGENS 


EXCELLENT 

TOPICAL 

TOLERANCE 


\ / / 

/ OTITIS  EXTERNA 
\ W / FURUNCULOSIS 

\ / OTOMYCOSIS 

\ / OTITIS  MEDIA 

\ / 


Otamylorr  and 

Otamylon w™  Hydrocortisono 


EAR  DROPS 

Manner  of  Use: 

After  gently  cleansing  and  drying  the 
ear  canal,  Otamylon  (2  or  3 drops  or 
moistened  wick)  is  applied  three  or  four 
times  daily. 


BACTERICIDAL 

FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 


Supplied: 

Otamylon— bottles  (15  cc.)  with  dropper. 
Otamylon  c Hydrocortisone-15  cc.  com- 
bination package  to  be  mixed  prior  to 
dispensing. 


(jjjuitWj) 


laboratories 

New  York  I8„  N.'C 


Otamylon  is  a clear , odorless, 
sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  .5% 

Benzocaine  5% 

Anhydrous  glycol  q.s.  100 

Otamylon  with  Hydrocortisone: 
Same  formula  with  0.02% 
hydrocortisone. 


Otamylon  and  Sulfamylon  (brand  of  mafenide).  trademarks  reg.  U,  S.  PaL  Off. 
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CLINICAL 

RESULTS 

Cured 

Improved 

Failure 


TAV-O 


(frrtnd  ol  tri»eetylote»nd®mydn  with  fluCOSAmlne) 

Capsules  / Oral  Suspension 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.! 


chloramphenicol 


erythromycin 


penicillin 


control  of 


REACTIONS: 

(a)  adults 
Tota  1-9.2% 

(20  out  of  217) 

Skin  rash -1.4% 

(3  out  of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


(b)  children 
Total -0.6% 

(lout  of  167) 

Skin  rash  — none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


positive 


NEW  YORK  17,  N.  Y. 


effective 


well 

tolerated 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


children 
148  (89%) 
8 (5%) 
11  (6%) 


ail  Staph 
infections 
71  (88%) 
7(9%) 

3 (3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph;  albus,  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


100 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules-250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  - 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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SUMMARY  OF  REPORTS 


No.  of 
Patients 


Results 


Percent 


6,553 


Excellent 


31 .0% 


10,843 


Good 


51 .3% 


2,703 


Fair 


12.8% 


1,033 


Unsatisfactory 


4.9% 


(Total  Number  of  Side  Effects:  638  [3.0%]) 


GGQGO 


UNITENSEN 

Each  Unitensen  tablet  contains: 
Cryptenamine  (tannates)  2.0  mg. 


Each  Unitensen-R  tablet  contains: 
Cryptenamine  (tannates)  1.0  mg.,  Reserpine,  0.1  mg, 


Clmtcal  supplies  available  on  request. 
For  prescription  economy,  prescribe  in  5 


A 

NEW 

DIMENSION 

IN 

RESEARCH 


This  data  deals  with  the 
results  obtained  by  1,988 
physicians,  treating  21,128 
hypertensive  patients  with 
Unitensen.  The  “Proof  In 
Practice”  study  validates, 
in  day-to-day  private  practice , 
the  findings  of  clinical  trials 
conducted  in  hospitals  and 
institutions.  It  proves  that 
Unitensen  affords  safe, 
dependable  office  management 
for  the  majority  of  hypertensive 
patients.  Unitensen  lowers 
blood  pressure  . . . improves 
cerebral  and  renal  blood  flow... 

exerts  no  adverse  effects  on 
circulation  . . . and,  is  virtually 
free  of  side  effects. 


71  piaP r*r 


Irwin,  Neis/er  & Co. 
Decatur,  Illinois 
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IRE  COMPLETE  CONTROL  IN  ANXIETY  COMPLICATED 
i EROI D - RESPONSI  VE  DISEASES 

StEROTRIL 

MET1CORTEN®  plus  TRILAFON® 

NCHRONIZES  CORTICOID  TRANQUILIZER  BENEFITS 


• enhances  "Meti"  steroid  response  by  allaying  the 
stress  overlay 

• frequently  reduces  steroid  dosage  requirements  and 
thus  lessens  likelihood  of  side  effects 

• forestalls  anxiety-triggered  flare-ups  and  relapses 

• simplifies  dosage  schedules  in  combined  therapy 
» renders  patients  more  calm  and  cooperative 


1 rheumatoid  arthritis  and  other  rheumatic  disorders, 
.lergic  dermatoses,  bronchial  asthma  and  other  serious 
bspiratory  allergies,  drug  reactions,  collagen  diseases 


id  whenever  a cort icoid-tranquilizer  combination 
> indicated 


EROTRIL*  Tablets,  2.5  mg.  prednisone  and  2 mg.  perphenazine; 
ttles  of  30  and  100. 


ti,®  brand  of  corticosteroids. 


:hering  corporation. 


BLOOMFIELD,  NEW  JERSEY 


; attack  v*j 


ST -J  ■ I 93 


■ A-  $ 


Pyridium  assures  prompt  and  continuous  analgesia  within  30  min 
utes  — well  before  corrective  measures  can  remove  the  cause 
Normal  voiding  improves  prognosis  and  the  risk 
of  infection  from  stagnant  urine  is  removed. 

Pyridium  provides  rapid  relief,  alone,  or  with  the 
antibacterial 
of  your  choice. 


PYRIDIUM 

(brand  of  phenylazo-diamino-pyridine  II Cl ) 


MORRIS  PLAINS.  N J 


to  pull  your  diarrhea  patients  hack  in  shape  rapidly 


two  palatable  antidiarrheals 


FOR  IMMEDIATE  RELIEF  OF  SYMPTOMS  AND  A QUICKER  RETURN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


AROBON- carob  powder... demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics , no  sedatives , no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN  — carob  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  42:182,  1952. 


In  potentially 
seriou 
infections . . 


ttTftADCMAIIft 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 


INDEX  TO  ADVERTISERS 


Always  in 


Good  Taste ! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


Johnnie  JJZhker 


SCOTCH  WHISKY 

BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED 
BY  CANADA  DRY  CORPORATION,  NEW  YORK,  N.  Y. 
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Roche  Laboratories,  Div.  Hoffmann-La  Roche  Inc..  . 


J.  B.  Roerig  & Company 3507,  3710-3711 


Sandoz  Pharmaceuticals  Company 3095 

Sardeau,  Inc 3712 

Schering  Corp 3571,  3599,  3098 

Schieffelin  & Company 3718 

Sherman  Laboratories 3598 

G.D.  Searle  & Company 3005,  3705 

Smith-Dorsey,  Div.  of  the  Wander  Co. 3592-3593 

Smith  Kline  & French  Labs 3720 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co. . . 3583 

Standard  Pharmaceutical  Company,  Inc 3722 


Twin  Elms 3722 


University  of  Michigan 3700 

Upjohn  Company 3574-3575 

U.S.  Vitamin  Corp 3584-3585 


Wallace  Laboratories.  . 

Warner  Chilcott 

West  Hill 

White  Laboratories.  . . . 
Winthrop  Laboratories 


3501,  3578,  3595 

3572 

3722 

.3503,  3099.  3721 
3565,  3579 
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2 Soo  o,ooo 

courses  or: 
t rearm  entr 

“resistance" 

problems 

FURACIN 


the  wide-spectrum  antibacterial  exclusively  for 
topical  use ...  in  dosage  forms  for  every  topical  need 


T.  Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W.,  Ill:  A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 

“The  administration  of  meprobamate  in 
sustained  action  foirn  [ Meprospan ] produced 
a more  uniform  and  sustained  action  . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage*'2 
Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 


'trade-mark  Literature  and  samples  on  request  WALLACE  LABORATORIES,  New  Brunswick,  N.J. 
cme-732?  who  discovered  and  introduced  Miltown® 


H INDEX  TO  ADVERTISED  PRODUCTS 


I Aspirin  (Bayer  Aspirin  Co.) 3701 

I Bellergal  Spacetabs  (Sandoz  Pharmaceutical  Co.) ....  3695 

I Bonadoxin  (J.  B.  Roerig  & Co.) 3710-3711 

I Buffered  Pabirin  (Smith-Dorsey  Div.  of  the  Wander 

Co.) 3592-3593 

| Butazolidin  (Geigy  Pharmaceuticals) . . . Between  3582-3883 

I Calcidrine  (Abbott  Laboratories) 3587,  3707,  3723 

I Cantil  (Lakeside  Laboratories) 3606 

I Chloromycetin  (Parke  Davis  & Co.) 3596-3597 

I Compazine  (Smith  Kline  & French  Labs.) 3726 

I Coricidin  (Schering  Corp.) 3599 

I Cosa-Tetracyn  (Pfizer  Laboratories) 3590-3591 

I Dartal  (G.  D.  Searle  & Co.) 3605 

I Decholin  (Ames  Company,  Inc.) 3rd  cover 

I Decholin  Sodium  (Ames  Company,  Inc.) 3rd  cover 

I Delectavites  (White  Laboratories) 3563,  3699,  3721 

I Deprol  (Wallace  Laboratories) 3595 

I Desitin  Ointment  (Desitin  Chemical  Co.) 3586 

I Diamox  (Lederle  Laboratories,  Div.  Amer.  Cyanamid 

Co.) 3719 

I Diuril  (Merck  Sharp  & Dohme,  Div.  Merck  & Co. 

Inc.) 3580-3581 

I Elixophyllin  (Sherman  Laboratories) 3598 

I Eucarbon  (Standard  Pharmaceutical  Co.,  Inc.) 3722 

I Furacin  (Eaton  Laboratories)  3577 

I Gantrisin  (Roche  Labs.,  Div.  Hoffmann-La  Roche 

Inc.) 3594 

I Hist-A-Cort-E  (Dome  Chemicals  Inc.) 3564 

I Intromycin-Arobon  (Pitman-Moore  Co.) 3573 

I Kynex  (Lederle  Laboratories,  Div.  Amer.  Cyanamid 

Co.) 3702 

I Lontab  (Ciba  Pharmaceutical  Pdts.,  Inc.) 3582 

I Medihaler  (Riker  Laboratories) 3717 

I Meprospan  (Wallace  Laboratories) 3578 

I Milpath  (Wallace  Laboratories) 3561 

I Mumps  Vaccine  (Lederle  Laboratories,  Div.  Amer. 

Cyanamid  Co.) 3706 

I M.vsteclin-V  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 3583 

I Natalins  (Mead  Johnson  & Co.) 4th  cover 

I Noludar  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 3703 

I Ortho  Kit  (Ortho  Pharmaceutical  Co.) 3560 

I Otamylon  (Winthrop  Laboratories) 3565 

I Panalba  (Upjohn  Company) 3574-3575 

I Pentoxylon  (Riker  Laboratories) 3706 

I pHisoHex  (Winthrop  Laboratories) 3579 

I Prednyl  (U.S.  Vitamin  Corp.) 3584-3585 

I Preludin  (Geigy  Pharmaceuticals) ....  Between  3582-3583 
I Presto-Boro  (Standard  Pharmaceutical  Company,  Inc.)  3722 
I Pyribenzamine  (Ciba  Pharmaceutical  Pdts.  Inc.) ....  3559 

I Pyridium  (Warner  Chilcott) 3572 

I Quiactin  (William  S.  Merrell  Co.) 2nd  cover 

I Rynatan  (Irwin  Neisler  & Company) 3713 

I Sardo  (Sardeau,  Inc.) 3712 

| Sigmagen  (Schering  Corp.) 3698 

I Sterotril  (Schering  Corp.) 3571 

I TAO  (J.B.  Roerig  & Company) 3567 

I Tessalon  (Ciba  Pharmaceutical  Pdts.,  Inc.) 3696-3697 

I Trinsicon  (Eli  Lilly  Company) 3600 

I Unitensen  (Irwin  Neisler  & Co.) 3569 


Valerianets  Dispert  (Standard  Pharmaceutical  Co., 

Inc.) 3722 

Varidase  Buccal  (Lederle  Laboratories,  Div.  Amer, 

Cyanamid  Co.) 3588-3589 


Dietary  Foods 


Cognac  (Schieffelin  & Co.) 3718 

cotch  Whiskey  (Canada  Dry  Corp.) 3576 

Mazola  (Corn  Products  Sales  Refining  Co.) 3709 


“No  patient  failed  to  improve.”1 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“. . . far  excelled . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


hypoallergenic. 
Contains  3% 
hexachlorophene. 
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Investigator 


after  investigator  reportsl 


RESERPINE  { O.S  mg.fday ) 


HYDRALAZINE 


PENTOilNIUM 


MONTHS 


BLOOD 

PRESSURE 


mm.  Hg 

150 


120 


In  “Chlorothiazide : A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  1,  Pa. 


(200  mg.fday)  j 

CHLOROTHIAZIDE 

I 1/50  mg./dayl 


RETINOPATHY 


PLACEBO 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blooc 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic:  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137* 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


24  28  2 4 

WEEKS 
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as  simple  as  J-J2S 


i 


INITIATE  THERAPY  WITH  'DIURIL1.  'DiURiL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


£ 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


3 


ADJUST  DOSAGE  OF  ALL  MEDICATION. The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED: 250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 
'DIURIL'  is  a trade-mark  of  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIL' 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lon  tab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  Cl  BA) 

LONTABS®  (long-acting  tablets  Cl  BA) 

c/aeeaHR  C I B A SUMMIT,  N.  J. 


2 llOlirS  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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I prompt,  aggressive 
antibiotic  action 
i a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 

Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg./ 250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

Squibb 

#MYSTECLIN,®#  #$UMYCIN*®'  AND  ^MYCOSTATIN*®  ARE  SQUIBS  TRADEMARKS 


;nr 


Squibb  Quality  — the  Priceless  Ingredient 


Each  PREDNYL  tablet  provides: 


PREDNISOLONE 

1 mg. 

SALICYLAMIDE 

5 gr. 

CITRUS  BIOFLAVONOID  COMPOUND 

33.3  mg. 

ASCORBIC  ACID  (C) 

33.3  mg. 

ALUMINUM  HYDROXIDE 

50  mg. 

Samples  and  literature  to  profession 

arlington-funk  laboratories 

division  Of  U.  S.  VITAMIN  CORPORATION 

250  East  43rd  Street,  New  York  17,  N.  Y. 


tmore  comprehensive 

anti-inflammatory, 

antirheumatic, 

analgesic 

in  rheumatoid  arthritis,  myositis,  fibrositis,  bursitis, 
and  other  inflammatory  and  rheumatoid  conditions 


PREDNYL  affords  prompt,  dramatic  relief  from  pain  and  muscle  spasm, 
increased  range  of  motion  and  often  return  to  normal  activity— because  of . . . 

3- way  anti-inflammatory  action:  with  potent  prednisolone, 
water-soluble  citrus  bioflavonoid  compound,  salicylamide. 

greater  antirheumatic,  analgesic  effects:  with  less 
prednisolone  and  less  salicylate  than  when  either  is  given  alone 
— minimizing  risk  of  steroidism  or  salicylism. 

protection:  against  steroid-induced  capillary  hemorrhage, 
gastric  distress,  vitamin  C depletion. 

dosage : Average,  1 to  3 PREDNYL  tablets  q.i.d.,  with  gradually 
reduced  dose  to  effective  maintenance  level.  Bottles  of  100  and  500. 
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The  great  operatic  works  of  Rossini  have 
been  enjoyed  by  millions  for  many  decades 


Whings  that 


ENDURE 


Good  things  endure ...  a work  of  art, 
a literary  classic,  a proud  bridge  ...  a dependable 
pharmaceutical.  Such  is  Desitin  Ointment.  For  over 
35  years  Desitin  Ointment  has  endured  as  an  incom- 
parable, safe  way  to  prevent  and  clear  up  diaper  rash 
...and  as  a soothing,  healing  application  in  wounds, 
burns,  external  ulcers  and  other  skin  injuries. 


Desitin® 
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1 


just 
a little 

calcidrine 


goes 

a long  way 
to  treat 
the 

entire  cough 


each  tasty  30  cc.  ( 1 fl.oz .)  represents: 
Dihydrocodeinone  Bitartrate..  10  mg.  0/6  gr.) 

Nembutal'®  Sodium 25  mg.  (%  gr.) 

Ephedrine  Hydrochloride 25  mg.  (3/s  gr.) 

Calcium  Iodide,  anhydrous.  910  mg.  (14  grs.) 


« Nembutal— Pentobarbital,  Abbott 


ClMrott 


Streptokinase-Streptodornase  Lederle 

Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 

References : 1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L.  J.:  New  England  J.  Med.  258:1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey,  G.  C.;  Ginsberg,  M.  J.,  and 
Papastrat,  C.  J.:  J.A.M.A.  166:478  (Feb.  l)  1958.  3.  Davidson,  E.;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  11:1  (June)  1958.  *Reg.  U.  S.  Pat.  Off 


Helps  promote  drainage . . . 
hastens  patient's  relief.. . 
reduces  mucosal  swelling.1 


Contusions, 
and  abrasions . . . 
reduces  discomfort 
and  improves 
cosmetic  result.1'3 


reduce 


TABLETS 


Established  Efficacy  and  Safety:  For  five 
'ears  Varidase,  in  parenteral  form,  has  been 
| jsed  with  success  in  many  thousands  of  cases, 
ts  ability  to  control  inflammation,  swelling 
md  associated  pain,  aid  penetration  of  anti- 
biotics, and  hasten  healing  has  been  demon- 
strated in  such  conditions  as  severe  trauma, 
nfected  ulcerations,  and  following  extensive 
j;urgery. 

tow,  Parenteral  Effectiveness  . . . Simple 
Succal  Route:  New  Varidase  Buccal  Tablets 
hive  your  patients  the  benefits  of  systemic 
/aridase  therapy  without  the  inconvenience  of 
repeated  injections.  Absorbed  through  the 
)uccal  mucosa  in  fuiiy  effective  amounts, 
[/aridase  Buccal  Tablets  may  be  used  as  prac- 
ical  adjunctive  therapy  in  your  practice  within 
hese  broad  classifications: 


Inflammation  and  edema  associated  with: 
trauma  and  infection  • cellulitis  • abscess 

• hematoma  • thrombophlebitis  • sinusitis 

• uveitis  • chronic  bronchitis  • leg  ulcer 

• chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Strep- 
tokinase and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets 
should  be  retained  in  the  buccal  pouch  until 
dissolved.  For  maximum  absorption  patient 
should  delay  swallowing  saliva. 

Dosage:  One  tablet  four  times  daily  for  a 
minimum  of  three  days.  When  infection  is 
present,  Varidase  Buccal  Tablets,  should  be 
given  in  conjunction  with  an  antibiotic  such 
as  ACHROMYCIN*  V Tetracycline  and  Citric 
Acid. 

Available  in  bottles  of  24. 


I Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


flieves  thrombotic 
■process,  controls 
swelling...  gives 
dramatic 
ire  lief  of  pain.1'  2 


Furuncles, 
carbuncles, 
abscesses . . . checks 
swelling  and 
pain... hastens  healing.1  2 


sens  cough . . . resolves 
inflammation . . . 
increases  antibiotic 
penetration.1 


Much  better  1 


thank  you,  doctor” 


COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 

CAPSULES  ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 

(black  and  white/  (orange-flavored)  (orange-flavored)  5 mg.  per  drop, 

250  mg.,  125  mg.  125  mg.  per  tsp.  (5  cc.) , 2 oz.  bottle  calibrated  dropper,  10  cc.  bottle 

Proven  in  research 

1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 


And  now  in  practice 


4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 

COSA-TETRASTATIN* 

glucosamine-potentiated  tetracycline 
with  nystatin 

antibacterial  plus  added  protection 
against  monilial  superinfection 

CAPSULES  (black  and  pink)  250  mg. 
Cosa-Tetracyn  (with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp. 

(5  cc.)  Cosa-Tetracyn  (with  125,000  u. 
nystatin),  2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine-potentiated  tetracycline  — 
analgesic  — antihistamine  compound 

For  relief  of  symptoms  and  malaise  of 
the  common  cold  and  prevention  of  sec- 
ondary complications 

CAPSULES  (black  and  orange)  Each  capsule 
contains:  Cosa-Tetracyn  125  mg.*  phenacetin 
120  mg.*  caffeine  30  mg.*  salicylamide  150  mg. 
buclizine  HC1  15  mg. 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  and  Co.,  Inc.  Brooklyn  6,  New  York 


references:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.: 
Ant.  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  Leukemia.  Proc.  Soc. 
Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June) 
1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.:  Sedlis.  A., 
Bamford,  J.,  and  Bradley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 
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Consistent  Gains  in  Functional  Capacity 
Can  Be  Achieved  with  Conservative  Therapy 

comfort  again.  These  are  the 
benefits  of  conservative  therapy 
as  demonstrated  in  long-term 
studies.1, 2,3  In  fact,  in  these  four- 
year  comparative  studies  of 
salicylate  and  cortisone,  the 
corticoid  showed  no  superiority. 

Superior  Conservative  Therapy  Provided  by 
Buffered  Pabirin 


The  unemployable  arthritic  once 
again  may  undertake  full 
employment  and  normal  recreation. 
Patients  once  confined  to  the  home 
or  wheel  chair  often  find  it  possible 
to  engage  in  light  work.  And  even 
bedridden  patients  can  walk  with 


Buffered  Pabirin  epitomizes 
modern,  conservative  therapy 
without  the  serious  complications 
of  corticoid  therapy.  Adrenal 
atrophy,  peptic  ulcers,  moon-face, 
hypertension  or  psychotic  reac- 
tions, a constant  risk  whenever 
corticoids  are  used,4*7  will  not 


occur  with  Buffered  Pabirin.  Month 
after  month,  Buffered  Pabirin  can 
be  administered  with  a minimum 
of  problems  to  patient  and 
physician,  and  without  the  side 
effects  common  to  the  use  of 
salicylates  alone.  Buffered  Pabirin 
is  sodium  and  potassium  free. 


Buffered  Pabirin  combines  new  form  and  formulation 
for  faster  pain  relief,  improved  gastric  tolerance 

Each  tablet  of  Buffered  Pabirin  consists  of  an  outer 
layer  containing  a buffer  (aluminum  hydroxide), 
para-aminobenzoic  acid  and  ascorbic  acid;  an  inner 
core  of  aspirin.  The  outer  layer  quickly  releases 
aluminum  hydroxide  which  affords  superior  buffering 
action  and  protects  against  gastric  irritation.  The 
core  of  Buffered  Pabirin  then  disintegrates  rapidly, 
permitting  fast  absorption  of  acetylsalicylic  acid. 
PABA  potentiates  the  acetylsalicylic  acid  and  thus 
creates  high  salicylate  blood  levels.  The  ascorbic  acid 
counteracts  vitamin  C depletion. 

The  new  form  and  formulation  of  Buffered  Pabirin 
provides  high  and  sustained  salicylate  blood  levels. 
It  may  be  administered  over  long  periods  of  time 
without  the  nausea,  dyspepsia  or  other  gastrointes- 
tinal symptoms  so  frequently  experienced  with 
salicylates  alone. 


in  osteoarthritis,  gouty  arthritis,  rheumatoid  arthritis, 


Photographs  show  2-stage 
Tandem  Release  disintegration 


bursitis,  fibrositis,  or  tendinitis 

Buffered  Pabirin*  Tablets 

Each  tablet  contains: 
Acetylsalicylic  acid  (5  gr.) . .300  mg. 
Para-aminobenzoic  acid 


(5  gr.) 300  mg. 

Ascorbic  acid 50  mg. 

Dried  aluminum 

hydroxide  gel 100  mg. 


Sodium  and  potassium  free. 

Dosage:  Two  or  three  tablets  3 
or  4 times  daily. 

References:  1.  Report  of  Joint  Committee, 
Medical  Research  Council  & Nuffield  Founda- 
tion, Treatment  of  Rheumatoid  Arthritis, 
British  Medical  Journal  (May  29)  1223-1227, 
1954.  2.  ibid.  (April  13)  847-850,  1957.  3.  Hart, 
D.;  Bagnall,  A.  W.;  Bunim,  J.  J.,  and  Polley, 
F.  H.:  Ninth  International  Congress  on 
Rheumatic  Diseases,  Toronto,  Ont.  (June  25) 
1957.  4.  Lewis,  L.,  et  al.:  Ann.  Int.  Med. 
30-116,  1953.  5.  Demartini,  F.,  et  al.:  J.A.M.A. 
158: 1505,  1955.  6.  Segaloff,  A.:  Ann.  Allergy 
12: 565,  1954.  7.  Kern,  R.  A.:  Am.  J.  M.  Sc. 
333:430,  1957 
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is  a broad-spectrum  antibacterial  with 
high  solubility  even  in  markedly  acid 
urine  and  possessing  a degree  of  clini- 
cal safety  unmatched  in  the  records  of 
sulfonamide  therapy. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley  10,  N.  J. 


GANTRISIN'S'-BRAND  of  SULFISOXAZOLC 


CONFIRMED  EFFICACY 

Deprol 

► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep  and  reduces 
depressive  rumination  and  crying 


DOCUMENTED  SAFETY 

Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► no  excessive  elation ; no  liver  toxicity 

Deprol  is  unlike  central  nervous  stimulants 

► does  not  cause  insomnia  or  depress  appetite 

► no  amphetamine-like  jitteriness; 
no  depression-producing  aftereffects 

1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate 
combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  l.  1958 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

Literature  and  samples  on  request 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.  When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 
Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl  benzilate  hydro- 
chloride (benactyzine 
HC1). 

Supplied:  Bottles  of 
50  scored  tablets. 

tTRAOe-MARK  CO-7470 


Reports  on  studies  of  in  vitro  activity  of  CHLOROMYCETIN  over  the  past  few  years  indicate  that  this 
antibiotic  has  maintained  its  effectiveness  against  most  strains  of  staphylococci.1'4  “...Staphylococci 
do  not  acquire  resistance  to  chloramphenicol  [CHLOROMYCETIN]  as  they  do  to  other  antibiotics,  in 
spite  of  heavy  use  of  chloramphenicol  [Chloromycetin].”1 

These  in  vitro  studies  are  borne  out  by  excellent  clinical  results  with  CHLOROMYCETIN  in  treatment 
of  patients  for  severe  staphylococcal  infections,  including  staphylococcal  pneumonia,5  postoperative 
wound  infections,6  postoperative  parotitis,7  and  puerperal  breast  abscesses.8 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  ( 1)  Royer,  A.,  in  Welch,  H.,  & Marti- Ibanez,  F:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  783.  (2)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  Int.  Med.  101 :397, 1958.  (3)  Koch,  R.,  & Donnell,  G.:  California  Med.  87:313, 
1957.  (4)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.  A.  J.  77:844,  1957.  (5)  Cooper,  M.  L.,  & Keller,  H.  M.: 
/.  Dis.  Child.  95:245,  1958.  (6)  Caswell,  H.  T.,  et  al:  Surg.,  Gynec.  l~  Obsi.  106:1,  1958.  (7)  Brown,  J.  V.;  Sedwitz,  J.  L.,  & Hanner,  J.  M.: 
U.  S.  Armed  Forces  M.  ].  : 9:161,  1958.  (8)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gynec.  6-  Ohst.  105:224,  1957. 
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IN  VITRO  SENSITIVITY  OF  STAPHYLOCOCCI  FROM  THREE  FOCI  OF  INFECTION 
TO  CHLOROMYCETIN  FROM  1953  TO  1957* 
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'Adapted  from  Royer.5 


after  30  min. 


Progressive  increases  in  vital 
capacity  following  a single 
oral  dose  of  five  tablespoonfuls 
of  Elixophyllin. 

(Average  increase  in 
30  minutes  — 807  cc.)* 


Average  vital 
capacity  of 
20  patients  in 
acute  asthmatic 
attack  was 
2088  cc.  before 
treatment.* 


< 


:::Spielman,  D.: 
Ann.  Allergy 
15:270,  1957. 
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RELIEVED  IN  MINUTES 
BY  ORAL  DOSAGE... 


70o  of  severe  attacks 
terminated  by  oral  medication 

Fifty  unselected  patients  admitted  for  emergency  room 
treatment  of  severe  acute  asthmatic  attacks  were  given  75  cc. 
Elixophyllin  orally  instead  of  intravenous  aminophylline. 

Of  these,  37  (74%)  were  completely  relieved  and  discharged 
without  further  treatment  — 9 responded  to  additional 
therapy  — 4 were  hospitalized  as  status  asthmaticus  cases. 

- Schluger,  et  al.:  Am.  J.  M.  Sci.  234:28,  1957. 


Each  tbsp.  (15  cc.)  contains:  theophylline  80  mg.,  alcohol  3 cc. 
Bottles  of  16  fl.  oz.  available  at  prescription  pharmacies  — Rx  only. 


ELIXOPHYLLIN 


Gastric  intolerance  rarely  encountered. 

Literature  upon  request 


en/um, 

Detroit  11,  Michigan 


3598 


i Each  teaspoonful  (5  cc.) 

! :? 

jDihydrocodeinone  bitartrate 
Ghlor-Tbimeton®  Maleate 
rophenpyridamine  maleate) 

Sodium  salicylate 
Sodium  citrate 
Caffeine 
Glyceryl  guaiacolate 

©Exempt  narcotic. 


\ains 


1.67  mg. 


2 mg. 
0.225  Gm. 
0.12  Gm. 
30  mg. 
0.03  Gm. 
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Provides  therapeutic  quantities  ot  all  known  hematinic  factors 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximum  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’ daily  produce  a standard  re- 
sponse in  the  average  uncomplicated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 


iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’ formula  enhances  (does  not 
inhibit)  vitamin  Bi2  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

•'Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor, 
Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Chlorpropamide  Therapy  for  Diabetes  Mellitus 


The  clinical  report  on  chlorpropamide  (Dia- 
binese)  therapy  appearing  in  this  issue  (see 
page  3631)  introduces  another  useful  drug  in 
the  management  of  suitable  diabetic  pa- 
tients. At  a recent  symposium  at  the  New 
York  Academy  of  Sciences,  experience  in  ap- 
proximately 500  patients  was  reviewed. 
Although  it  is  probable  that  chlorpropamide 
and  other  sulfonylurea  drugs,  such  as  tolbu- 
tamide and  carbutamide,  have  a similar 
mechanism  of  action,  a more  potent  hypo- 
glycemic effect  has  been  noted  after  chlor- 
propamide therapy.  Whether  this  enhanced 
blood  sugar-lowering  capacity  is  due  to  in- 
herent properties  of  the  drug  or  to  differ- 
ences in  its  metabolic  fate  has  not  been  deter- 
mined. The  bulk  of  present  evidence  favors 
the  latter,  since  the  compound  is  not  con- 
verted to  an  inactive  form  within  the  body 
as  is  tolbutamide,  and  since  the  half-life  is 
greatly  prolonged  due  to  slow  excretion 
through  the  kidneys. 

Side-effects  usually  have  consisted  of 


nausea,  anorexia,  dizziness,  and  muscle 
weakness.  Chest  pain  also  has  occurred, 
but  it  seems  more  related  to  coronary  in- 
sufficiency provoked  by  hypoglycemia. 
Toxic  effects,  including  skin  rashes  and  minor 
depressions  in  white  cells  and  platelets,  have 
been  reported,  but  the  most  alarming  has 
been  jaundice  due  to  intracanalicular  bile 
stasis,  such  as  has  occurred  following  chlor- 
promazine  and  methyl  testosterone  therapy. 
Both  the  side-effects  and  toxic  effects  have 
been  much  more  prone  to  occur  at  high  dos- 
age levels  (i.e.,  above  1.5  Gm.  per  day). 
Reduction  in  dosage  or  cessation  of  therapy 
has  resulted  in  prompt  disappearance  of 
both  the  side-effects  and  toxic  effects. 

Present  experience  indicates  that  successful 
therapy  usually  can  be  carried  out  at  low 
dosage  levels  (250  to  500  mg.  per  day). 
Because  of  the  slow  excretory  rate,  intermit- 
tent therapy  may  be  possible.  Whether 
jaundice  will  be  a problem  at  these  low  dos- 
age levelsremains  to  be  determined. — A.H.D. 


The  Medical  Society  and  the  Sick  Veteran 


The  Liaison  Committee  with  U.S.  Veterans 
Administration  is  a subcommittee  of  the 
Council  Committee  on  Economics.  The  sub- 
committee consists  of  George  A.  Burgin, 
M.D.,  chairman,  Little  Falls;  Herbert  H. 
Bauckus,  M.D.,  Buffalo;  Harry  Golembe, 
M.D.,  Liberty,  and  Leo  E.  Gibson,  M.D., 
Syracuse,  and  W.  P.  Anderton,  M.D.,  New 
Y ork  City,  ex  officio. 

This  committee,  as  its  title  implies,  is 
charged  with  conferring  with  representatives 
of  the  V.A.  regarding  fees  allowed  physicians 
of  New  York  State  and  other  matters  which 
need  mutual  discussion.  It  then  presents 
its  recommendations  to  the  Veterans  Medi- 
cal Service  Plan  of  New  York,  Inc.  which  in 


most  cases,  such  as  fee  schedules,  submits  its 
report  to  the  Council. 

Because  of  the  general  lack  of  understand- 
ing on  the  part  of  many  physicians  of  New 
York  State  it  seems  wise  to  give  a brief  re- 
view of  the  Veterans  Medical  Service  Plan 
of  New  York,  Inc.  which  was  incorporated 
in  1946  under  the  auspices  of  the  Medical 
Society  of  the  State  of  New  York.  The  or- 
ganization meeting  of  its  Board  of  Directors 
was  held  August  7,  1946,  and  the  offices  for 
the  “coordinators”  of  the  plan  were  estab- 
lished in  Veterans  Administration  Regional 
Offices  in  Buffalo,  Syracuse,  Albany,  and 
New  York  City. 

The  officers  of  the  Veterans  Medical  Serv- 
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ice  Plan  of  New  York,  Inc.  are  Herbert  H. 
Bauckus,  M.D.,  president;  Joseph  P.  Henry, 
M.D.,  vice-president;  W.  P.  Anderton, 
M.D.,  secretary,  and  Renato  J.  Azzari, 
M.D.,  treasurer. 

The  Board  of  Directors  consists  of  Herbert 
H.  Bauckus,  M.D.,  Joseph  P.  Henry,  M.D., 
J.  Stanley  Kenney,  M.D.,  George  A.  Bur- 
gin,  M.D.,  Renato  J.  Azzari,  M.D.,  W.  P. 
Anderton,  M.D.,  James  R.  Reuling,  M.D., 
Arthur  H.  Stein,  M.D.  and  Carlton  E. 
Wertz,  M.D. 

The  Veterans  Administration  reimburses 
the  Plan  for  the  salaries  of  the  coordinators 
(all  of  whom  are  physicians)  and  pays  physi- 
cians in  accordance  with  a negotiated  fee 
schedule. 

The  contract  between  the  Veterans  Ad- 
ministration and  the  Veterans  Medical  Serv- 
ice Plan  of  New  York,  Inc.,  is  unique  in  its 
inclusion  of  the  “coordinators,”  and  the  Li- 
aison Committee  has  annually  recommended 
renewal  of  such  a contract  rather  than  a 
“Letter  of  Agreement”  which  the  V.A.  has 
recently  requested.  The  Liaison  Committee 
feels  that  the  coordinators  have  been  a 
valuable  adjunct  to  the  smooth  functioning 
of  the  Plan.  They  review  the  medical  re- 
ports of  all  physicians  who  have  been  au- 
thorized to  render  treatment  to  eligible  vet- 
erans and  approve  payment  for  their  serv- 
ices. The  contract  is  renewed  annually. 

About  a year  ago,  the  Veterans  Adminis- 
tration presented  the  committee  with  a fee 
schedule  which  it  hoped  to  make  universal 
throughout  the  country.  This  schedule  was 
vastly  better  than  the  one  which  had  been  in 


use  over  the  past  years.  The  Liaison  Com- 
mittee, with  the  aid  of  the  coordinators  and 
several  directors  of  the  Plan,  studied  it  care- 
fully and  have  made  many  changes  in  the 
individual  fees.  The  committee  did,  how- 
ever, recommend  that  the  V.A.  schedule  be 
adopted  for  the  year  1958-1959  with  the 
understanding  that  the  desired  changes  be 
presented  to  the  V.A.  for  its  consideration  in 
January,  1959.  These  negotiated  changes 
could  then  be  incorporated  in  the  contract  to 
be  signed  in  June,  1959,  by  the  Veterans 
Medical  Service  Plan  of  New  York,  Inc. 

The  present  fee  schedule  with  the  pro- 
posed changes  has  been  sent  to  all  county 
societies  for  their  review  and  suggestions. 
The  proposals  from  the  county  societies  will 
be  evaluated  and  incorporated  in  the  revised 
fee  schedule  to  be  presented  to  the  V.A.  in 
January,  1959. 

It  will  be  readily  appreciated  that  many  of 
the  surgical  fees  will  apply  in  very  few  in- 
stances, due  to  the  fact  that  in  the  vast  ma- 
jority of  such  cases,  the  V.A.  will  handle 
surgical  problems  in  the  V.A.  hospitals. 
It  must  also  be  realized  that  as  the  eligible 
veterans  grow  older,  many  service-connected 
medical  problems  will  require  the  home  town 
care  of  the  veteran’s  personal  physicians. 

The  Liaison  Committee  with  the  Veterans 
Administration  hopes  that  this  article  will 
clarify  the  relationship  between  the  Medical 
Society  of  the  State  of  New  York  and  the 
Veterans  Administration.  It  also  wants  to 
emphasize  the  growing  need  and  availability 
of  the  eligible  veteran  for  home  town  care  by 
his  personal,  private  physician. — G.A.B. 


An  Alert — Not  An  Alarm 


“Take  the  test — and  be  assured.” 

That  is  the  “fear-free”  theme  of  the  1958 
Diabetes  Detection  Drive,  a nationwide  cam- 
paign sponsored  locally  by  the  Medical  So- 
ciety of  the  State  of  New  York,  which  will  be 
held  during  Diabetes  Week,  November  16- 
22. 

The  campaign  theme  reflects  the  fact  that 


there  is  no  reason  for  anyone  to  fear  the  re- 
sults of  the  simple  test  for  diabetes,  for  if  the 
test  proves  to  be  negative,  as  it  does  159  out 
of  160  times,  he  can  feel  assured  with  reason. 
If  it  proves  positive,  early  detection  and 
medical  care  can  almost  always  assure  that 
he  will  continue  to  lead  a normal,  active 
life. 
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The  American  Diabetes  Association,  which 
conducts  the  drive  nationally,  estimates 
that  there  are  today  one  million  Americans 


who  have  diabetes  and  don’t  know  it.  That 
is  why  it  is  so  important  to  test  as  many  as 
possible. 


1918 — Thought  for  Thanksgiving — 1958 


Tt  was  on  Thanksgiving  Day  forty  years  ago 
that  the  idea  of  Physicians’  Home  origi- 
nated. On  this  day  in  1918  the  late  Dr. 
Wolfe  Freudenthal  learned  that  an  elderly 
colleague  was  an  inmate  of  the  poorhouse. 
The  need  for  an  organization  to  aid  elderly, 
indigent  physicians  was  recognized,  and  as  a 
result,  Physicians’  Home  came  into  being 
and  was  incorporated  June  4,  1919. 

In  the  intervening  years  since  1919,  many 
elderly  physicians,  their  wives  or  widows, 
have,  because  of  Physicians’  Home,  been 
spared  the  fear  of  want,  of  insecurity,  the 
disgrace  of  becoming  a public  charge.  Many 
of  these  have  been  outstanding  members  of 
the  profession,  with  high  posts  on  hospital 
staffs  or  medical  college  faculties  or  State  or 
County  Societies.  Their  indigency  has  been 
due,  in  many  cases,  to  chronic,  long-term  or 
recurring  illness  or  disabling  accident  which 
has  curtailed  their  earning  capacity,  or  in 
some  cases  to  unwise  investment.  In  many 
cases,  savings  which  were  thought  sufficient 
years  ago  have  been  found  to  be  inadequate 
for  today’s  increased  cost  of  living,  espe- 
cially if  the  doctor’s  longevity  has  exceeded 
his  own  planning.  But  whatever  the  cause 
of  the  indigency,  Physicians’  Home  is  here 
to  meet  their  needs.  In  the  past  year  60  in- 
dividuals have  received  assistance  from 
Physicians’  Home,  and  the  amount  expended 
for  them  was  $55,373. 

The  funds  for  this  benevolent  work  are 
derived  chiefly  from  contributions  from  the 
physicians  of  New  York  State,  for  it  was  the 
thought  of  the  founders  that  the  more  for- 
tunate members  of  the  profession  would  want 
to  provide  for  their  needy  colleagues,  and 
this  also  has  been  the  feeling  of  the  directors 
throughout  the  years.  Consequently,  Phy- 
sicians’ Home  looks  to  the  members  of  the 


Medical  Society  of  the  State  of  New  York 
for  the  funds  to  carry  on  this  benevolent 
work.  And  this  is  as  it  should  be,  for  only 
physicians  who  have  been  members  of  the 
State  Society  for  a minimum  of  ten  consec- 
utive years  are  eligible  for  assistance  from 
Physicians’  Home. 

Many  have  been  assisted  through  the 
years,  and  their  expressions  of  gratitude  for 
their  release  from  the  fear  of  insecurity  and 
want  are  definite  evidence  of  the  need  for 
this  organization. 

There  are  times  when  words  are  indeed  most 
inadequate  to  express  our  emotions.  This 
surety  is  one  of  those  times.  Your  lovely  note 
so  beautifully  told  me  of  the  added  amount  to 
my  monthly  check.  1 need  not  say  how  very 
welcome  it  is.  While  expenses  have  been  heav- 
ier and  sometimes  a bit  hard  to  meet,  I have  felt 
Physicians’  Home  had  been  so  generous  it  was 
quite  up  to  me  to  work  it  out  myself.  This 
came  as  a birthday  gift.  I just  celebrated  my 
eighty-sixth  birthday. 

1 wish  to  thank  you  with  all  my  heart,  not 
only  for  the  generous  amount  you  voted  to  send 
me  each  month,  but  also  for  the  kind  and  gra- 
cious manner  with  which  you  dealt  with  me  in 
this  matter.  I shall  be  ever  grateful  to  you 
and  all  my  medical  confreres  for  giving  me  this 
wonderful  relief  promptly  and  with  no  hesi- 
tation. May  God  bless  you  and  yours  always. 

There  are  many  instances  of  genteel  pov- 
erty and  terminal  indigency  among  merito- 
rious physicians  and  their  families,  caused  by 
illness,  misfortune,  or  other  circumstances 
beyond  their  control.  The  extent  to  which 
the  Corporation  may  broaden  its  benevo- 
lence, reduce  anxiety,  and  brighten  the  sun- 
set years  within  the  profession,  depends  on 
the  continued  interest  and  support  of  mem- 
bers of  the  Medical  Society  of  the  State  of 
New  York. 
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when  psychic 
symptoms 
distort  the  picture 


Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


•A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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* 


colon 


PLAIN  OR  WITH  P H E N O B A R B I T A L 


' ..THE  MOST  EFFECTIVE  AVAILABLE  COLONIC 
ANTICHOLINERGIC  DRUG."i 


‘cantil  relieves  or 
reduces  diarrhea,  distention  and  pain  in  many 
patients  with  functional  and  organic  colon 
disorders.”2  It  provides  “...unusually  effective 
control  of  various  obstinate  diarrheas....”3 


SELECTIVE  ACTION  ON  THE  COLON 


The  activity 
of  CANTIL  is  “...confined  principally  to  the 
lower  gastro-intestinal  tract....”3  “It  is  singu- 
larly free  of  the  side-effects  commonly  en- 
countered with  anticholinergics.”2 


— One  or  two  tablets  three  times  a day,  prefer- 
ably with  meals,  and  one  or  two  tablets  at  bedtime. 

CANTIL  (plain)  — Each  scored  tab- 
let contains  25  mg.  of  CANTIL  (N-methyl-3-piperidyl- 
diphenylglycolate  methobromide).  Bottles  of  100. 
CANTIL  with  Phenobarbital  — Each  scored  tablet  con- 
tains 25  mg.  of  CANTIL  (N-methyl-3-piperidyl-diphenyl- 
glycolate  methobromide),  and  16  mg.  of  phenobarbital 
(warning:  may  be  habit  forming).  Bottles  of  100. 

(1)  Kleckner,  M.  S.,  Jr.:  J.  Louisiana  M Soc.  105:359,  1956. 

(2)  Riese,  J.  A.:  Am.  J.  Gastroenterol.  26:541,  1957. 

(3)  Kleckner,  M.  S.,  Jr.:  Clin.  Res.  Proc.  5:19,  1957. 


RELIEF  FOR  COLON  PATIENTS 
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SCIENTIFIC  ARTICLES 


Tracheal  Fenestration  as  a New  Method  of  Treat- 
ment for  Advanced  Emphysema 


EDWARD  ERNEST  ROCKEY,  M.D.,  AND  SAMUEL  ALCOTT  THOMPSON,  M.D.,  NEW  YORK  CITY, 
CHARLES  FRANCIS  BLAZSIK,  M.D.,  WOODHAVEN,  NEW  YORK,  AND  K.  J.  AHN,  M.D., 

NEW  YORK  CITY 


( From  the  New  York  Medical  College-Metropolitan  Medical  Center , New  York  City , St.  Anthony’s  Hospital 
Woodhaven,  and  the  Chest  Pavilion,  Manhattan  General  Hospital,  New  York  City ) 


Tracheal  fenestration  is  a new  method  of 
treatment  for  chronic  respiratory  diseases, 
including  that  group  of  respiratory  insufficiencies 
known  as  chronic  bronchitis  and  emphysema. 
It  results  in  a permanent  tracheocutaneous  fis- 
tula. This  fistula  is  guarded  by  skin  valves  which 
provide  a means  of  ready  access  to  the  tracheo- 
bronchial tree  when  open  and  when  closed,  re- 
establish the  normal  tracheal  air  tract.  The  two 
skin  valves  normally  are  in  apposition  and  pre- 
vent leakage  of  air  or  liquid.  These  valves  may 
be  manually  opened  and  thus  provide  a new  and 
short-cut  entrance  to  the  tracheobronchial  tree. 
The  valves  may  be  repeatedly  opened  for  a mat- 
ter of  minutes  or  for  a longer  period  of  time.1-2 
Since  the  experimental  development  of  tracheal 
fenestration  in  1955,  this  operation  has  been  per- 
formed on  eight  patients.  We  have  used  this 
procedure  in  far-advanced  pulmonary  tuber- 
culosis with  excessive  drainage,  cystic  fibrosis  of 
the  pancreas  with  excessive  pulmonary  suppura- 
tion, generalized  bronchiectasis  with  advanced 
emphysema,  clinically  dry,  advanced  emphysema, 
and  advanced  emphysema  with  suppuration  or 
with  clinically  obvious  increased  bronchial  secre- 
tion. We  performed  the  first  human  tracheal 
fenestration  on  January  30,  1956,  at  the  Metro- 
politan Hospital,  New  York  City.  Tracheal 
fenestration  was  applied  for  the  first  time  for 
advanced  emphysema  on  February  25,  1957, 


Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Chest  Diseases,  May  16,  1958. 


also  at  the  Metropolitan  Hospital.3  This  pres- 
entation deals  with  our  experiences  with  six 
successive  cases  of  advanced  emphysema  with 
marked  respiratory  disability. 

Operative  Technic 

A 3-to-4-inch  transverse  skin  incision  is  made 
over  the  midpart  of  the  anterior  surface  of  the 
neck  below  the  cricoid  cartilage.  The  incision  is 
then  extended  in  such  a way  that  one  skin  flap  is 
outlined  above  and  one  below  the  level  of  the  in- 
itial transverse  incision  The  incision  for  the  flaps 
starts  about  one  half  to  three  fourths  of  an  inch 
from  the  midline  (Fig.  1A).  The  skin  incision 
is  carried  down  to  the  subcutaneous  tissue  only. 
Through  the  original  transverse  incision  the 
platysma  is  incised  in  a transverse  direction  to 
about  an  inch  distal  to  the  right  and  left  of  the 
midline  (Fig.  IB).  The  trachea  is  then  exposed 
by  splitting  the  strap  muscles  (Fig.  1C).  Por- 
tions (1.25  cm.  in  length)  of  two  adjoining  tra- 
cheal rings  are  excised  with  the  underlying  mucosa 
(Figs.  ID  and  2A).  The  newly  created  tracheal 
window  edges  are  covered  by  inverting  the  full 
thickness  of  the  skin  flap.  This  is  accomplished 
by  inverting  the  distal  margin  of  each  of  the  skin 
flaps  and  fixing  them  to  the  tracheal  mucosa  with 
interrupted  00  chromic  sutures.  The  distal  mar- 
gin of  each  of  the  opposing  skin  flaps  covers  two 
of  the  four  tracheal  window  edges  (Fig.  2 B and 
C).  The  proximal  two  thirds  of  each  of  the  skin 
flaps  is  doubled  without  dissecting  the  skin  from 
the  subcutaneous  tissue.  The  edges  of  the  dou- 
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Fig.  1.  Steps  in  procedure  of  tracheal  fenestration:  ( A ) initial  incision  is  made  (outline  of  opposing  skin  flaps 
shown),  ( B ) skin  incision  is  deepened,  and  the  platysma  is  incised  in  a transverse  direction,  ((7)  the  trachea  is  ex- 
posed by  splitting  strap  muscles,  and  (D)  a window  is  outlined  in  the  cervical  trachea. 


bled  part  of  the  skin  flaps  are  approximated  with 
0000  interrupted  Dermalon  sutures  (Fig.  2D). 
This  forms  the  skin  valves.  The  neighboring 
lateral  edges  of  the  distal  third  of  the  skin  flaps 
are  approximated  with  two  interrupted  Dermalon 
sutures  on  each  side.  This  forms  the  skin  tube 
(Fig.  3A).  The  remaining  wound  edges  are 
approximated  with  0000  Dermalon  interrupted 
sutures.  Below  the  level  of  the  fenestration  a 
temporary  tracheotomy  is  performed  (Fig.  3B). 
The  tracheotomy  is  utilized  for  aspirations  and 
medication  for  the  first  postoperative  two  to  three 
weeks,  allowing  time  for  the  fenestration  to  heal. 
When  healing  has  occurred,  the  clinical  function 
of  fenestration  begins,  and  the  tracheotomy  below 
it  is  allowed  to  heal  (Fig.  3C) . 

Case  Reports 

Case  1. — A thirty-two-year-old,  Negro  male  with 
arrested,  far-advanced  pulmonary  tuberculosis, 


generalized  bronchiectasis,  and  advanced  emphy- 
sema was  submitted  to  tracheal  fenestration  and  a 
temporary  tracheotomy  on  February  25,  1957,  at 
the  Metropolitan  Hospital. 

Previously,  his  pulmonary  tuberculosis  was  ar- 
rested by  cavernostomjr.  This  palliative  procedure 
was  chosen  because  of  the  patient’s  disabling  emphy- 
sema. Prior  to  operation  his  cough  was  excessive, 
and  he  expectorated  up  to  500  cc.  purulent  material 
daily.  His  dyspnea  was  such  that  he  required  con- 
tinuous oxygen  inhalation,  and  he  w&s  completely 
bedridden.  Auscultation  revealed  moist  rales  over 
both  lower  lung  fields.  Chest  x-ray  showed  evi- 
dence of  previous  cavernostomy  within  the  right 
upper  lung  held,  extensive  bilateral  fibrosis,  and 
advanced  emphysema  (Fig.  4). 

Aspirations  with  special  bronchial  suction  cathe- 
ters were  performed  at  ten-to-fif teen-minute  inter- 
vals during  the  first  postoperative  week.  There- 
after, suction  was  needed  less  often.  His  cough 
and  tracheobronchial  secretion  diminished,  and  he 
was  able  to  get  out  of  bed  and  wheel  himself  around 
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TRACHEAL  FENESTRATION  TREATMENT  FOR  ADVANCED  EMPHYSEMA 


Fig.  2.  Steps  in  procedure  of  tracheal  fenestration  (continued):  ( A ) lV4-cm.  length  of  two  neighboring  car- 
tilages with  the  underlying  mucosa  is  excised,  ( B ) 00  chromic  sutures  put  in  place  to  invert  the  distal  margins  of 
the  skin  flaps,  (C)  distal  margins  of  skin  flaps  are  inverted,  and  ( D ) skin  valves  are  formed. 


the  corridors.  He  had  definite  palliative  benefit 
from  the  tracheal  fenestration  for  the  remaining 
three  months  of  his  life. 

Case  2. — A fifty-two-year-old,  white  male  with  a 
history  of  chronic  bronchitis  since  childhood  was 
submitted  to  tracheal  fenestration  and  a temporary 
tracheotomy  on  October  28,  1957. 

He  had  recuriing  spontaneous  pneumothoraces 
on  the  left  side  in  1956.  Because  of  progressive 
dyspnea  he  was  hospitalized  and  remained  at  St. 
Anthony’s  Hospital  for  eighteen  months  prior  to  his 
present  operation.  He  often  needed  oxygen,  even 
at  rest.  He  could  not  sleep  throughout  a night 
without  awakening  with  air  hunger  which  required 
oxygen  therapy.  Walking  only  four  or  five  steps 
would  cause  great  air  hunger,  resulting  in  the  use 
of  his  accessory  respiratory  muscles  in  addition  to 
the  administration  of  oxygen.  He  did  not  cough 
and  hard’y  had  any  expectoration. 

Physical  examination  revealed  a thin,  middle- 


aged  male  in  obvious  respiratory  distress  even  at 
rest.  His  sternocleidomastoideus  muscles  were  con- 
siderably enlarged.  He  had  marked  clubbing  of  the 
fingertips  and  toes.  Percussion  revealed  tympany 
over  both  lung  fields,  and  the  breath  sounds  were 
hardly  audible  or  were  absent.  Posteroanterior 
and  lateral  chest  x-rays  showed  increased  hilar 
markings,  evidence  of  fibrosis,  advanced  emphysema, 
and  obliteration  of  both  costophrenic  sinuses  (Fig. 
5 A and  B). 

Because  of  the  large  sternocleidomastoideus 
muscles,  technical  difficulties  were  encountered  at 
the  time  of  operation,  necessitating  a second  stage 
on  November  4,  1957.  In  the  operating  room, 
tracheobronchial  suctioning  revealed  considerable 
amount  of  thick,  grayish  material.  By  the  next 
day  the  suctioned  material  was  whitish,  thick, 
doughy,  sticking  strongly  to  the  glass  tube  in  the 
suctioning  system.  The  amount  of  material  suc- 
tioned during  the  first  week  after  operation  was  in- 
creasing. From  the  second  postoperative  week  on, 
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Fig.  3.  Steps  in  procedure  of  tracheal  fenestration  (continued) : (A)  the  skin  tube  is  formed,  (B)  the  tracheal 
fenestration  is  completed,  and  a tracheotomy  is  performed  below  it,  and  (C)  the  fenestration  and  site  of  previous 
tracheotomy  are  healed. 


the  total  amount  of  material  removed  from  the 
tracheobronchial  tree  by  suctioning  was  decreasing 
in  amount.  At  the  time  of  his  discharge  from  the 
hospital  he  needed  to  suction  himself  only  twice  a 
day. 

Within  several  hours  after  the  operation  ausculta- 
tion revealed  good  and  clear  breath  sounds  over 
both  lung  fields.  Two  days  after  operation  he  was 
able  to  walk  20  feet  without  ill  effect.  This  progress 
continued  so  that  by  three  months  after  his  tracheal 
fenestration  he  was  able  to  walk  two  flights  (52 
steps,  each  6 inches  high)  up  and  down  without 
difficulty.  He  was  discharged  from  the  hospital 
on  April  3,  1958,  in  excellent  condition.  He  was 
equipped  with  a set  of  selective  bronchial  suction 
catheters  and  a suction  machine  for  self-aspiration 
purposes.4 

This  is  a case  of  dry  emphysema  with  no  clinical 
evidence  of  retained  bronchial  secretion.  Tracheal 
fenestration  with  the  repeated  tracheobronchial 
aspirations  proved  that  this  patient’s  difficulties 
originated  in  peripheral  bronchial  secretional 
obstruction  rather  than  in  bronchospasm. 

Case  3. — A sixty-two-year-old,  white  male  was 


admitted  to  St.  Anthony’s  Hospital  with  a large 
tuberculous  cavity  within  the  right  upper  lobe  and 
advanced  emphysema  four  years  prior  to  his  tra- 
cheal fenestration.  On  antituberculous  antimicro- 
bials the  right  upper  lobe  cavity  contracted,  and  for 
the  past  ten  months  his  sputa  turned  negative  on 
smear  and  culture.  His  tuberculosis  remained  con- 
trolled, but  the  emphysema  continued  to  advance. 
He  became  gradually  more  and  more  dyspneic, 
requiring  oxygen  for  almost  twenty-four  hours  a 
day.  For  the  past  two  years  he  was  bedridden.  He 
did  not  cough,  and  his  expectoration  was  practically 
nil. 

Physical  examination  revealed  an  elderly,  white 
male  who  was  cyanotic  and  using  his  accessory 
respiratory  muscles  even  at  rest.  His  fingertips  and 
toes  showed  marked  clubbing.  Percussion  revealed 
tympany  over  the  right  lower  and  over  the  entire 
left  lung  field.  There  was  dullness  present  over  the 
right  upper  lung  field.  The  breath  sounds  over  both 
lung  fields  were  hardly  audible  or  were  absent. 
Chest  x-ray  revealed  a contracted  right  upper  lobe 
and  advanced  emphysema  (Fig.  6). 

On  December  2,  1957,  he  was  submitted  to  tra- 


3610 


New  York  State  J.  Med. 


TRACHEAL  FENESTRATION  AS  TREATMENT  FOR  ADVANCED  EMPHYSEMA 


Fig.  4.  Case  1. — Posteroanterior  chest  x-ray  show- 
ing evidence  of  previous  cavernostomy  in  the  right 
upper  lung  field,  extensive  bilateral  fibrosis,  and  ad- 
vanced emphysema. 


cheal  fenestration  and  a temporary  tracheotomy. 
A considerable  amount  of  thick,  whitish,  doughy, 
sticky  material  was  aspirated  in  the  operating 
room  from  the  tracheobronchial  tree  and  subse- 
quently in  the  hospital  ward. 


In  a few  hours  after  operation  auscultation 
already  revealed  clear  audible  breath  sounds,  and 
the  patient  was  breathing  easier.  In  a few  days  he 
was  able  to  dangle  his  feet  and  subsequently,  with- 
out oxygen  he  was  often  able  to  get  up  in  a chair. 

Six  weeks  after  tracheal  fenestration  he  suddenly 
died.  Postmortem  examination  revealed  pulmo- 
nary tuberculosis  in  the  right  upper  lobe  and  advanced 
chronic  tracheobronchitis,  fibrosis,  and  emphysema 
in  the  remaining  parts  of  the  lungs.  The  histopath- 
ologic report*  stated  that  in  many  of  the  terminal 
bronchi  and  bronchioles  the  lumina  were  entirely 
filled  with  desquamated  epithelial  cells  which  were 
mixed  with  mucoid  material  which  entirely  obliter- 
ated the  lumina. 

It  was  possible  to  accomplish  definite  palliative 
benefits  to  the  patient  although,  obviously,  this 
case  was  too  far  gone.  This  was  a case  of  dry  em- 
physema with  no  clinical  evidence  of  retained  bron- 
chial secretion.  Following  tracheal  fenestration, 
repeated  tracheobronchial  aspirations  revealed  con- 
siderable amount  of  retained  bronchial  secretion, 
with  great  relief  to  the  patient. 

Case  4. — A sixty-three-year-old,  Negro  male 
with  progressively  disabling  dyspnea  and  a cough 
with  purulent  expectoration  was  admitted  to  the 
Chest  Pavilion  of  Manhattan  General  Hospital 
ten  months  prior  to  his  tracheal  fenestration. 

His  was  an  arrested  case  of  pulmonary  tuber- 
culosis. He  was  often  bedridden  and  frequently 

* By  Dr.  Lewis  L.  Y.  Li,  pathologist,  St.  Anthony’s  Hos- 
pital. 


Fig.  5.  Case  2. — Posteroanterior  (A)  and  lateral  ( B ) chest  x-rays  showing  increased  hilar  markings,  evidence  of 
fibrosis,  advanced  emphysema,  and  obliteration  of  both  costophrenic  sinuses. 
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material  daily.  Auscultation  revealed  numerous, 
moist  rales  and  wheezes  over  both  lower  lung  helds. 
He  had  marked  clubbing  of  the  fingertips  and  toes. 
Posteroanterior  and  lateral  chest  x-rays  revealed  ad- 
vanced bilateral  pulmonary  fibrosis  and  marked 
emphysema  (Fig.  7 A and  B). 

On  December  6,  1957,  he  was  submitted  to  tra- 
cheal fenestration  and  a temporary  tracheotomy. 
In  the  operating  room  a considerable  amount  of 
thick,  grayish  material  was  suctioned  from  the  tra- 
cheobronchial tree.  After  several  aspirating  ses- 
sions, only  five  to  six  hours  after  operation,  the  breath 
sounds  became  clearer,  and  no  rales  or  wheezes 
could  be  heard.  This  situation  prevailed  on  listen- 
ing to  breath  sounds  after  subsequent  aspirating 
sessions.  In  a few  days  the  material  aspirated  from 
the  tracheobronchial  tree  appeared  to  be  just  like 
the  material  aspirated  from  the  dry  emphysema 
cases — thick,  whitish,  doughy,  and  sticky.  The 
patient’s  exercise  tolerance  increased  rapidly.  Four 
months  after  tracheal  fenestration  (Fig.  8),  the 
patient  was  able  to  be  as  active  as  he  desired. 
At  the  time  of  this  writing  he  had  done  as  much  as 
four  city  blocks’  length  of  test  walking  in  the  hos- 
pital without  the  least  respiratory  difficulty.  He 
could  suction  himself  four  to  five  times  a day  very 
efficiently  and  was  ready  for  discharge  as  soon  as 
selective  bronchial  suction  catheters  and  a suction 
machine  could  be  obtained  for  him. 

This  is  a case  of  wet  emphysema  which,  after  the 
first  few  postoperative  days,  apparently  produces 


Fig.  7.  Case  4. — Posteroanterior  ( A ) and  lateral  ( B ) chest  x-rays  showing  advanced  bilateral  pulmonary  fibrosis 

and  marked  emphysema. 


Fig.  6.  Case  3. — Posteroanterior  chest  x-ray  show- 
ing a contracted  right  upper  lobe  and  advanced  emphy- 
sema. 


needed  oxygen  even  at  rest.  Physical  examination 
revealed  an  elderly  male  in  great  respiratory  dis- 
tress using  his  accessory  respiratory  muscles  even 
at  rest.  He  expectorated  40  to  65  cc.  purulent 
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Fig.  8.  Case  5. — A photograph  showing  the  healed  tracheal  fenestration  (four  months  after  the  operation). 


the  same  kind  of  tracheobronchial  secretion  as  the 
dry  emphysema  cases. 

Comment 

Among  the  four  cases  of  advanced  emphysema 
reported  here  there  were  two  with  a considerable 
cough  and  purulent  expectoration.  The  remain- 
ing two  had  neither  cough  nor  expectoration. 
In  other  words,  two  of  the  cases  had  emphysema 
with  suppuration,  and  two  had  dry  emphysema. 
All  of  them  were  completely  disabled  by  dyspnea, 
even  at  rest.  Tracheal  fenestration  brought 
palliative  relief  to  two  of  these  respiratory  crip- 
ples. The  other  two  cases  were  sufficiently  re- 
habilitated to  leave  the  hospital  without  re- 
spiratory difficulties. 

These  results  were  accomplished  by  repeated 
and  effective  tracheobronchial  aspiration.  This 
is  performed  by  the  patients  themselves  with  the 
use  of  special  bronchial  suction  catheters.4  At 
each  aspirating  session  a larger  catheter  is  used 


first  and  then  a smaller  one.  All  the  patients 
easily  learned  how  to  insert  these  catheters  into 
the  right  or  left  lung.  Some  of  them  also  learned 
how  to  insert  them  into  any  of  the  designated 
lobes.  Six  to  eight  catheter  insertions  are  done 
at  each  aspirating  session.  The  number  of  aspi- 
rating sessions  which  are  needed  varies  in  each 
case,  and  the  interval  between  them  is  progres- 
sively increased.  By  the  time  the  two  cases 
were  ready  for  discharge  from  the  hospital,  the 
one  with  “dry”  emphysema  needed  only  two 
daily  aspirating  sessions,  the  one  with  “wet” 
emphysema  needed  four  to  five  daily  aspirating 
sessions. 

Aspirated  material  from  dr}'  emphysema  cases 
is  mucous-like,  whitish,  thick,  stick}*,  and  dough}'. 
Aspirated  material  from  emphysema  cases  with 
suppuration  is  purulent  at  first  and  then,  within 
one  week,  becomes  the  same  in  appearance  and 
behavior  as  the  drainage  from  so-called  dry 
emphysema  cases. 
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In  both  of  the  cases  without  cough  or  expectora- 
tion breath  sounds  became  clearly  audible  within 
six  to  seven  hours  after  completion  of  tracheal 
fenestration.  By  this  time  patients  have  been 
submitted  to  several  effective  aspirating  sessions, 
which  clear  the  peripheral  airways  sufficiently 
to  permit  the  hearing  of  breath  sounds.  The 
fact  that  even  from  dry  emphysema  cases  a con- 
siderable amount  of  thick,  doughy,  tenacious 
bronchial  secretion  was  removed  by  aspiration 
indicates  that  the  main  source  of  respiratory 
disability  in  both  wet  and  dry  emphysema  is 
secretional  occlusion  rather  than  bronchial  spasm. 

Two  additional  cases  of  advanced  emphysema 
operated  on  within  the  last  two  weeks  are  doing 
very  well.  At  this  writing  they  are  able  to  walk 
in  the  hospital  corridors  without  experiencing 
breathing  difficulties. 

The  indications  for  tracheal  fenestration  are : 

1.  Advanced  cases  of  emphysema  with  or 
without  suppuration  and  with  marked  respiratory 
disability. 

2.  Excessive  suppurative  diseases  of  the  lungs 
when  excisional  surgery  is  contraindicated. 

3.  Fibrocystic  disease  of  the  pancreas  with 
excessive  pulmonary  suppuration. 

4.  Far-advanced  cases  of  active  pulmonary 
tuberculosis  for  which  no  other  form  of  therapy 
can  be  offered. 

5.  Bulbar  type  of  poliomyelitis  with  irrevers- 
ible changes,  requiring  a mechanical  respirator. 

Summary 

Tracheal  fenestration  is  presented  as  a new 
conception  in  the  treatment  of  emphysema. 
Peripheral  bronchial  secretional  obstruction  is  the 
main  source  of  respiratory  disability  in  both 
dry  and  wet  emphysema.  Four  far-advanced 
cases  of  emphysema  treated  with  tracheal  fenes- 
tration and  repeated  tracheobronchial  aspiration 
have  been  presented  in  detail.  Two  additional 
cases  of  advanced  emphysema  operated  on  at 
later  dates  were  mentioned.*  The  indications 
for  tracheal  fenestration  were  listed. 

* Since  this  paper  was  presented,  we  performed  tracheal 
fenestration  on  17  patients.  Fifteen  of  these  cases  had  ad- 
vanced emphysema  with  marked  respiratory  disability.  The 
results  are  striking.* 1 2 3 * 5 
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Discussion 

Alvan  L.  Barach,  M.D.,  New  York  City. — The 
introduction  of  a relatively  permanent  method  of 
producing  bronchial  drainage  similar  to  that  obtained 
by  tracheostomy  offers  possibilities  for  study  and 
therapy  not  hitherto  available.  The  use  of  a skin 
valve  allows  the  patient  to  talk  normally  when 
suction  of  the  bronchi  is  not  carried  out.  The 
procedure  would  appear  to  be  of  value  in  multi- 
lobar  bronchiectasis  cases  in  which  copious  amounts 
of  pus  flood  the  respiratory  tract. 

The  patient  with  pulmonary  emphysema,  how- 
ever, suffers  from  bronchiolar  obstruction,  and  drain- 
age through  the  larger  bronchi  is  an  emergency  or 
preoperative  procedure.  The  coughing  precip- 
itated by  passing  the  tube  is  apt  to  be  severe,  since 
the  carina  is  sensitive  to  foreign  bodies,  and  par- 
oxysmal coughing  is  not  without  risk  of  hypoxic 
increase  in  pulmonary  hypertension  as  well  as 
coronary  insufficiency. 

The  profuse  outpouring  of  fluid  subsequent  to  the 
procedure  in  “dry  emphysema’’  does  not  mean 
that  these  cases  had  mucous  secretions  before  the 
fenestration,  as  Dr.  Rockey  intimates.  The  relief 
of  obstruction  characteristically  results  in  an  out- 
pouring of  seromucoid  exudate,  due  to  the  sudden 
elimination  of  back  pressure.  In  previous  studies 
in  our  clinic  the  tracheostomy  opening  was  con- 
nected to  a two-way  valve  by  which  patients  exhaled 
against  5 cm.  of  water  pressure,  gradually  reduced 
to  the  atmosphere.  In  this  way  the  initial  pro- 
duction of  seromucus  following  tracheostomy  for 
laryngeal  obstruction  could  be  prevented  or  cured. 
The  patient  with  pulmonary  emphysema  purses 
his  lips  to  create  pressure  breathing  in  expiration,  a 
procedure  which  has  physiologic  advantages  that 
are  removed  by  fenestration. 

Dr.  Thompson. — A permanent  tracheal  opening  is 
beset  with  man}"  difficulties  and  complications.  If 
the  tracheostomy  is  kept  open  by  a tube,  the  invari- 
able late  complication  is  tracheal  stenosis.  If  the 
tracheostomy  is  not  kept  open  by  a tube,  it  requires 
repeated  revision  and  enlargement  of  the  opening 
and,  again,  often  results  in  stenosis  of  the  trachea. 
Both  of  these  methods  require  constant  attention 
and  frequent  changes  in  dressings. 

Inability  to  phonate  or  to  cough  effectively  with- 
out manual  closure  of  the  tracheostomy  opening  are 
additional  difficulties  experienced  by  these  patients. 

Because  of  the  undesirable  features  and  in  spite 
of  the  improved  physical  condition,  many  patients 
become  socially  isolated  and  even  isolated  within 
the  family,  a situation  leading  at  times  to  severe 
psychopathic  changes. 

Until  recently  this  was  a very  high  and  unhappy 
price  to  pay  for  a permanent  tracheal  opening. 
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With  the  development  of  tracheal  fenestration,  as 
described  by  Dr.  Rockey,  many  of  the  disadvantages 
of  a permanent  tracheostomy  have  been  removed. 

The  wound  requires  little  or  no  attention  and  no 
dressing  is  necessary.  The  patient  is  able  to  phonate 
and  to  cough  effectively.  No  longer  does  he  feel 
socially  undesirable. 

The  essential  advantage  of  a tracheal  fenestration 
is  the  opportunity  to  perform  repeated  aspirations 
and  instillations  of  the  tracheobronchial  tree  over  a 
long  period  of  time,  in  either  clinical  or  experi- 
mental fields. 

With  the  removal  of  the  undesirable  features  of  a 
permanent  tracheostomy,  the  knowledge  of  its 
value  and  usefulness  has  increased,  leading  to  its 
application  in  many  conditions,  some  of  which  are 
cystic  fibrosis  of  the  pancreas  with  excessive  pul- 
monary manifestations,  many  lesions  with  increased 
bronchopulmonary  secretions,  the  large  group  of 
respiratory  insufficiencies  known  as  chronic  bron- 
chitis and  emphysema,  particularly  the  so-called 
dry  emphysema.  We  believe  it  may  have  great 
value  in  the  treatment  of  the  hyalin  membrane  syn- 
drome which  is  very  often  fatal  in  infants. 

The  theory  that  symptoms  in  dry  emphysema  are 
due  to  peripheral  bronchial  secretional  obstruction 
rather  than  to  bronchial  spasm  is  a new  concept 
which  seems  to  be  established  by  the  results  obtained 
through  tracheal  fenestration  with  repeated  aspira- 
tions. 


If  a further  period  of  observation  of  this  disease 
shows  the  improvement  and  benefits  of  tracheal 
fenestration  to  be  permanent,  we  will  have  a ther- 
apeutic agent  which  can  offer  some  hope  to  those 
patients  with  advanced  emphysema,  whose  treat- 
ment up  to  the  present  time  has  been  far  from  satis- 
factory. 

Dr.  Rockey  (i Closing  Remarks). — In  answer  to 
Dr.  Barach’s  remarks,  I would  like  to  state  that  the 
insertions  or  self-insertions  of  the  suction  catheters 
have  been  well  tolerated  by  all  the  patients.  The 
smaller  catheters  are  inserted  far  enough  to  reach 
the  small  peripheral  bronchi  and  provide  a chance 
for  evacuation  even  of  the  most  peripheral  airways. 
The  whitish,  sticky,  doughy  secretion  is  already  as- 
pirated in  large  quantities  from  the  tracheobron- 
chial tree  as  soon  as  the  anesthesiologist  intubates 
the  patient.  Through  the  endotracheal  tube,  thor- 
ough tracheobronchial  aspirations  are  practiced 
before  the  operation  is  started.  Additional  proof 
for  the  presence  of  mucous  secretions  prior  to  the 
fenestration  is  that  with  the  progressive  elimina- 
tion of  the  secretion  the  breath  sounds  become  more 
and  more  audible,  the  chest  wall  expansions  be- 
come more  ample,  and  the  ventilation  of  the  pa- 
tients improves  markedly.  After  tracheal  fenestra- 
tion, the  airtract  remains  normal,  unless  the  skin 
valves  are  held  apart.  For  this  reason,  their  ability 
to  purse  their  lips  is  not  altered. 
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Introduction 

Dr.  Linn  J.  Boyd:  The  Program  Committee 
has  arranged  a symposium  on  Coma  and  Un- 
consciousness and  selected  a panel  of  four  to 
present  the  practical  aspects  of  this  important 
and  complex  problem.  The  discussion  will  be 
opened  by  Dr.  Papper  who  will  deal  with  the 
physician’s  responsibility  to  the  unconscious 
patient.  He  will  be  followed  by  Drs.  Handels- 
man, Levitt,  and  Post  who  will  summarize  their 
views  on  the  management  of  diabetic,  renal,  and 
hepatic  coma,  respectively.  Since  the  panelists 
are  authorities  in  their  special  fields,  and  since 
the  topics  represent  the  most  common  varieties 
of  coma  and  unconsciousness  encountered  in 
clinical  medicine,  we  anticipate  an  informative 
and  thoroughly  practical  discussion. 

To  conserve  time  each  panelist  will  present 
his  viewpoint  in  a general  way.  After  the  four 
speakers  have  stated  their  positions,  they  will 
answer  any  questions  which  the  audience  may 
desire  to  ask.  Each  speaker  is  urged  to  adhere 

Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
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rigidly  to  the  time  schedule  so  that  an  adequate 
period  for  questions  and  answers  will  be  avail- 
able. I will  ask  Dr.  Emanuel  Papper  to  open 
the  symposium  by  a discussion  of  the  physician’s 
responsibility  to  the  unconscious  patient. 

The  Physician'1  s Responsibility  to  the 
Unconscious  Patient 

Dr.  Emanuel  M.  Papper:  The  attending 
physician  who  assumes  responsibility  for  the  care 
of  a patient  in  coma  deals  with  a patient  who  may 
have  two  serious  illnesses.  The  first  of  these, 
and  the  more  urgent  for  immediate  attention, 
consists  of  the  derangements  consequent  to  the 
unconscious  state.  The  second  disease  or  injury 
is  that  which  precipitated  the  coma.  Neither 
must  be  sacrificed  to  the  other,  but  first  things 
must  be  managed  first  in  the  treatment  of  an 
acute  situation  which  may  be  a threat  to  survival. 

There  are  all  degrees  of  severity  and  intensity 
of  coma.  In  some  patients  there  is  no  danger 
of  consequence,  a situation  which  may  justify 
an  unhurried  and  thorough  survey  of  that  “sec- 
ond disease”  which  is  responsible  for  coma.  On 
the  other  hand,  there  are  patients  whose  coma  is 
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so  deep  as  to  threaten  life  by  virtue  of  respiratory 
or  circulatory  failure. 

There  are  many  gradations  between  these 
extremes.  The  physician’s  first  obligation  to- 
ward his  patient  is  to  differentiate  between  a 
pressing  and  life-threatening  consequence  of  the 
comatose  state  and  a condition  which  affords 
him  the  opportunity  for  a more  deliberate  review 
and  evaluation  of  the  signs,  symptoms,  and  lab- 
oratory findings.  Apnea  and  severe  hypotension 
are  obvious  indications  that  the  situation  is 
grave  if  not  fatal.  Marked  hypoventilation 
must  be  recognized  promptly  either  by  clinical 
estimates  of  tidal  exchange  or  by  direct  measure- 
ment of  the  amount  of  air  moved  per  breath. 
The  physician  also  must  be  able  to  assess  the 
status  of  the  circulation  as  accurately  as  possible. 

Treatment  of  the  Immediate  Life-Threat- 
ening Situation. — Under  these  circumstances 
there  is  no  time  for  more  than  the  most  cursory 
of  physical  examinations.  If  the  patient  re- 
quires attention  to  the  life-saving  restoration  of 
respiration  or  circulation,  appropriate  steps  must 
be  taken  promptly  and  in  precedence  to  any  other 
treatment.  In  fact,  even  though  the  comatose 
patient  is  not  in  critical  condition  on  admission, 
the  attending  physician  should  be  prepared  for 
a rapid  worsening  which  may  come  at  any  time 
and  sometimes  without  warning.  He  must  be 
prepared  to  perform  effective  artificial  respiration 
and  to  support  the  circulation. 

Maintenance  of  Ventilation. — No  matter 
what  method  is  selected  for  the  augmentation 
of  a failing  respiratory  exchange,  the  need  for  an 
open  and  functional  airway  is  mandatory.  A 
functional  airway  is  defined  as  a clear  accessway 
from  the  source  of  inhaled  gas  (room  air  or  a 
cylinder)  to  the  blood-gas  interphase  at  the  alve- 
olar membrane . There  are  times  when  the  airway 
can  be  maintained  simply  by  turning  the  face  to 
the  side.  Sometimes  the  prone  position  will  suf- 
fice, but  this  posture  may  make  the  face  inaccessible. 
Occasionally  the  airway  can  be  improved  by  the 
extension  of  the  chin  which  serves  to  open  the 
entrance  to  the  glottis.  There  are  occasions 
when  the  insertion  of  a simple  phanmgeal  airway 
is  needed  and  will  be  adequate.  Intubation  of 
the  trachea  with  a suitable  tube  may  be  essential, 
and  sometimes  the  performance  of  a tracheostomy 
is  necessary  for  the  establishment  of  a functional 
airway.  The  attending  physician  should  be 
familiar  with  these  various  methods  of  establish- 
ing an  airway.  He  should  prepare  himself  by 
appropriate  training  for  the  performance  of  any 


of  these  corrective  measures  toward  securing  an 
open  airway.  These  maneuvers  are  not  the 
province  and  sole  function  of  specialists  but  should 
be  part  of  the  skills  of  any  physician  who  under- 
takes the  treatment  of  any  patient  whose  ventila- 
tion may  be  obstructed  or  impaired  because  of 
disease  or  injury. 

Once  the  airway  has  been  restored  or  estab- 
lished, the  patient  can  be  ventilated  effectively 
by  mouth  to  mouth  artificial  respiration.  This 
maneuver  can  be  accomplished  in  emergency 
circumstances  by  holding  the  nose  closed  and 
pressing  the  physician’s  mouth  against  the  pa- 
tient’s open  mouth  while  the  tongue  is  pulled 
forward.  Modified,  the  mouth  to  mouth  method 
is  superior  to  any  manual  method  of  artificial 
respiration.  In  order  to  sustain  ventilation 
further,  it  may  be  necessary  to  enrich  the  inhaled 
atmosphere  with  oxygen.  This  can  be  done 
by  assisting  breathing  with  a simple  rebreathing 
bag  and  mask  with  a source  of  oxygen  entering 
the  bag.  It  does  little  good  to  allow  oxygen  to 
run  into  the  front  of  a patient’s  face  or  even  into 
his  nose  or  pharynx  via  catheters  if  the  oxygen 
is  not  moved  by  appropriate  means  to  the  blood- 
gas  interphase.  The  use  of  the  bag  and  mask 
is  simple  in  principle  and  can  be  made  readily 
available  in  a physician’s  office  at  little  expense. 

An  anesthesia  apparatus  with  facilities  for 
nonrebreathing  of  the  exhaled  gas  or  absorption 
of  the  carbon  dioxide  from  the  exhaled  atmos- 
phere is  useful  and  very  effective.  This  method  is 
not  difficult  to  learn.  In  evidence  is  the  fact 
that  mastery  of  this  type  of  equipment  was 
accomplished  by  large  numbers  of  medical 
students  at  the  University  of  Copenhagen  for  the 
treatment  of  apneic  and  hypoventilating  patients 
during  the  severe  poliomyelitis  epidemic  of  1952. 

Unfortunately,  even  the  human  hand  has  its 
limits  in  stamina,  and  it  is  necessary  to  establish 
artificial  respiration  with  a mechanical  device  in 
cases  of  prolonged  respiratory  failure. 

There  are  patients  in  coma  who  do  not  require 
all  of  this  support  for  ventilation  but  do  require 
watchful  observance.  In  those  instances  it  is 
useful  to  have  available  some  means  of  metering 
the  tidal  volume  as  well  as  counting  the  respira- 
tory rate.  The  adequacy  of  spontaneous  ventila- 
tion can  be  checked  against  standard  average 
values. 

Patients  who  ventilate  adequately  should  have 
the  atmosphere  enriched  by  oxygen.  This  can 
be  accomplished  in  a tent,  with  nasal  catheters, 
or  with  a face  mask  of  appropriate  design.  The 
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question  of  which  method  of  assistance  to  breath- 
ing and  maintenance  of  an  airway  should  be 
used  is  obviously  subject  to  medical  judgment. 
The  physician’s  responsibility  is  to  prepare  him- 
self with  the  appropriate  diagnostic  and  thera- 
peutic skills  to  support  a failing  respiratory 
mechanism. 

Support  of  the  Circulation. — Patients  in 
coma  may  exhibit  no  disturbance  of  circulation 
or  they  may  have  complete  cessation  of  heart 
action.  There  are  many  intermediary  gradations 
between  no  significant  circulatory  depression  and 
that  of  total  failure.  The  aids  to  recognition  are 
obvious  and  require  no  great  discussion.  The 
first  question  a physician  faces  in  seeing  a patient 
with  total  circulatory  failure  is  whether  he  should 
attempt  cardiac  resuscitation  or  not.  In  this 
instance  no  hard  and  fast  rules  can  be  laid  down 
but  certain  principles  can  be  used  for  guidance. 
If  the  cessation  of  heart  action  can  reasonably  be 
assumed  to  have  occurred  within  four  to  five 
minutes  of  the  time  of  diagnosis,  thoracotomy  and 
cardiac  massage  must  be  considered  and  decided 
on  at  once.  The  other  important  factor  entering 
the  decision  is  whether  an  effective  means  of 
artificial  respiration  through  a functional  airway  is 
available  and  at  hand.  It  does  no  good  to  open 
a chest  and  massage  a heart  in  the  absence  of 
efficient  ventilation  with  oxygen.  Furthermore, 
the  physician  must  have  a reasonable  guess  as  to 
the  precipitating  factor  of  total  circulatory  failure. 
If  the  circulatory  collapse  is  associated  with  some 
incurable  or  hopeless  situation,  the  attempt  at 
vigorous  resuscitation  should  probably  be  omitted. 
If,  on  the  other  hand,  the  circulatory  failure  is  due 
to  a clearly  remediable  situation,  such  as  sudden 
hemorrhage  or  asphyxia  and  all  the  other  ele- 
ments of  successful  resuscitation  of  respiration  and 
circulation  are  available,  the  attempt  to  establish 
an  artificial  circulation  is  justified. 

The  question  also  arises  as  to  whether  an  ex- 
ternally placed  cardiac  pacemaker  or  open  thor- 
acotomy is  indicated.  Open  thoracotomy  should 
be  reserved  for  those  instances  when  effective 
artificial  respiration  is  clearly  available,  heart 
action  has  ceased  within  four  to  five  minutes,  and 
effective  means  of  establishing  hemostasis  during 
closure  of  the  chest  will  be  present.  The  cardiac 
pacemaker  might  be  attempted  in  other  situa- 
tions of  circulatory  failure,  although  its  greatest 
hope  for  success  for  the  patient  in  coma  is  in 
circulatory  collapse  due  to  heart  block  or  the 
Stokes- Adams  syndrome. 

Vasopressors  should  be  used  when  there  is 


circulatory  depression  without  circulatory  failure. 
There  is  divergent  opinion  as  to  which  is  the  most 
appropriate  vasopressor.  Reasonable  sympto- 
matic success  can  be  expected  with  norepineph- 
rine infusions  in  doses  of  4 to  10  mg.  per  liter 
and  with  Neo-Synephrine  in  doses  of  10  to  40 
mg.  per  L.  Undoubtedly  other  medications  are 
equally  effective,  but  these  have  been  tested 
and  proved.  There  are  situations  where  vaso- 
pressor support  of  the  circulation  may  not  be 
indicated  despite  an  apparent  depression  of  the 
circulation.  Respiratory  inadequacy  which  has 
led  to  circulatory  depression  is  an  illustration. 
If  such  is  the  case,  the  correction  of  the  respiratory 
difficulties  may  improve  the  circulatory  disability, 
and  further  treatment  will  not  be  necessary. 

Once  the  immediate  threat  to  respiration  or 
circulation  has  been  taken  in  hand  by  appropriate 
measures,  the  physician  can  and  should  exercise 
his  responsibility  and  judgment  in  efforts  to  get 
at  the  second  disease,  the  one  that  caused  the 
coma.  This  will  be  more  appropriately  discussed 
by  others  in  this  symposium,  but  a few  pertinent 
comments  are  worth  making  from  the  anesthesi- 
ologist’s part  in  the  treatment  of  the  patient  in 
coma.  Every  effort  must  be  made  to  get  as 
much  detailed  history  as  possible.  This  in- 
cludes interviewing  relatives,  friends,  police, 
ambulance  drivers,  and  other  physicians  who 
may  have  had  contact  with  the  patient.  A quick 
physical  review  should  be  performed  for  the  more 
obvious  causes  of  comatose  states,  and  in  the 
absence  of  positive  findings  a more  detailed 
search  is  necessary.  Appropriate  laboratory 
testa  should  be  completed  to  search  for  such 
disease  entities  as  diabetic  acidosis,  intracranial 
disease  or  injury,  uremia,  and  drug  intoxication 
of  the  sort  that  might  lead  to  coma.  It  is  very 
important  that  the  physician  not  accept  any- 
body’s word  or  opinion  (including  another  physi- 
cian’s) for  the  diagnosis.  The  matter  of  life 
and  death  can  depend  on  independent,  thorough 
search  for  the  cause  of  coma.  Once  the  diagnosis 
is  established,  appropriate  therapy  should  be 
pursued  as  vigorously  as  is  consistent  with  medical 
knowledge  and  the  patient’s  condition  to  remove 
or  correct  the  cause  of  coma. 

Supportive  therapy  is  also  the  responsibility 
of  the  physician,  and  this  includes  good  nursing 
care  with  the  maintenance  of  a clean  and  func- 
tional airway  by  repeated  suction,  bronchoscopic 
aspiration  if  necessary,  and  mechanical  cleansing 
of  the  airway.  The  correct  fluids  in  the -right 
amounts  should  be  supplied  by  the  right  routes. 
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TABLE  I. — Gradations  in  Severity  op  Ketosis  and  Acidosis 


Disorder 

Symptoms 

Urine 
Ace- 
Sugar  tone 

Serum 

Acetone 

Serum  Carbon 
Dioxide  Content 

Serum  pH 

Ketosis  in  diabetics 

Depends  on  cause  of  ketosis 

4 + 

4 + 

0 to  trace 

Normal 

7.53  to  7.45 

Ketoacidosis  (impending 
coma) 

Thirst,  polyuria,  anorexia, 
nausea,  muscle  pains,  ace- 
tone on  breath 

4 + 

4 + 

2 -|-  to  3 -f-  plus 

Below  normal,  but 
>20  volumes  per 
cent 

<7.35 

Diabetic  coma  (without 
coma:  “precoma”) 

Mental  clouding  or  coma, 
vomiting,  dehydration, 
Kussmaul  breathing,  ace- 
tone on  breath,  low  blood 
pressure 

4 + 

4 + 

4 + 

<20  volumes  per 
cent  (9  mEq.  per 
L.) 

>7.35 

Appropriate  antibiotic  or  antibacterial  medi- 
cation also  should  be  instituted. 

Summary. — 1.  A review  of  the  physician’s 
responsibility  to  the  comatose  patient  has  been 
presented. 

2.  The  responsibility  of  the  physician  falls 
into  two  clearly  defined  areas.  One  is  the  recogni- 
tion and  treatment  of  failure  of  respiration  and 
circulation,  and  the  other  is  the  diagnosis  and 
treatment  of  the  cause  of  the  comatose  state. 

3.  Although  no  effort  is  made  in  this  presenta- 
tion to  emphasize  the  importance  or  difficulty 
of  one  phase  of  diagnosis  or  treatment  over 
another,  it  must  be  obvious  that  all  the  diagnostic 
skill  will  be  useless  unless  the  more  urgent  and 
basically  simpler  corrective  measures  against 
respiratory  failure  and  circulatory  collapse  are 
accomplished. 

Dr.  Boyd  : Thank  you  very  much,  Dr.  Papper. 
You  have  emphasized  many  points  of  fundamental 
importance.  Please  remain  available  for  the 
question  period.  The  next  presentation  is  con- 
cerned with  a special  problem  and  I take  pleasure 
in  introducing  Dr.  Milton  Handelsman,  who  will 
discuss  the  management  of  diabetic  coma. 

Management  of  Diabetic  Coma 

Dr.  Milton  B.  Handelsman:  Of  all  the  un- 
conscious states  discussed  in  this  panel,  diabetic 
coma  alone  has  specific  measures  available  to 
effect  its  cure.  Following  the  discovery  of  in- 
sulin in  1921,  the  mortality  rate  from  diabetic 
coma  dwindled  rapidly  from  being  a major  cause 
of  death  to  the  present  status  where  relatively 
few  diabetics  die  from  this  cause.  A closer 
analysis  reveals  that  this  improvement  has  been 
due  chiefly  to  a decrease  in  the  over-all  occurrence 
of  diabetic  coma.  The  general  use  of  insulin 
and  the  earlier  detection  of  diabetes  now  act  in 
a preventive  role.  However,  when  diabetic 
coma  does  occur,  even  now  death  rates  as  high 
as  40  per  cent  are  frequently  reported.  Certainly 


complacency  is  not  permissible.  The  manage- 
ment of  diabetic  coma  requires  meticulous  care 
on  the  part  of  the  attending  physician,  who  must 
be  familiar  with  the  basic  principles  and  method- 
ology involved  in  such  care.  For  the  most  part, 
the  basic  principles  of  treatment  have  remained 
the  same  since  1921,  but  each  year  new  attempts 
are  made  to  decrease  the  mortality  rate  by  chang- 
ing the  methods  by  which  these  principles  are 
applied.  Unfortunately,  in  some  instances  the 
newer  approaches  have  served  to  confuse  the 
physician  who  only  treats  an  occasional  patient 
in  diabetic  coma  and  who  is  not  familiar  with  the 
controversies  of  the  specialists.  In  the  brief 
time  allotted  we  will  try  to  bring  some  of  these 
differing  views  into  a proper  perspective. 

Definition  of  Coma. — Coma  represents  the 
end  stage  of  a process  which  starts  with  excess 
production  of  ketone  bodies  and  culminates  in 
acidosis  with  marked  water  and  electrolyte 
deficits.  In  Table  I we  have  given  a rough  clinical 
classification  of  stages  in  this  process;  it  should  be 
pointed  out  that  these  divisions  are  arbitrary. 
To  some  extent,  the  clinical  picture  gives  a clue 
to  the  severity  in  a given  patient,  but  laboratory 
confirmation  is  always  needed.  Ketonuria  is 
present  in  all  and  gives  no  clue  as  to  the  intensity 
of  the  process.  The  serum  carbon  dioxide  con- 
tent is  the  test  most  frequently  used  as  an  indi- 
cator of  the  degree  of  acidosis.  Diabetic  coma  is 
diagnosed  in  most  clinics  when  the  carbon  dioxide 
content  is  20  volumes  per  cent  (9  mEq.  per  L.)  or 
lower.  This  definition  has  a historic  background, 
since  in  the  era  before  insulin,  most  cases  with 
ketosis  having  a serum  content  above  20  volumes 
per  cent  survived;  almost  all  below  this  died. 

Technical  difficulties  in  determining  the  pH 
of  the  serum  directly  preclude  its  use  as  a routine 
procedure;  most  physicians  are  satisfied  that  the 
serum  carbon  dioxide  content  reflects  the  pH  of 
the  serum  fairly  well.  Discrepancies  are  seen 
occasionally.  Kussmaul  breathing  with  its  hyper- 
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TABLE  II. — Insulin  Therapy  in  Diabetic  Coma 


Classical  Method > 

Guide  for  insulin  dosage 
Urine  sugar  and  acetone 
Blood  sugar  and  serum 
carbon  dioxide 


Recent  Method 

Guide  for  insulin  dosage 
Serum  acetone  (frac- 
tional dilutions) 

Urine  sugar 


Grading  the  need  for  insulin 


Initial  dose  of  ummodified  in- 
sulin* 

Interval  of  repeating  insulin 


Glucose  administered  intra- 
venously 

Decrease  dosage  and  lengthen 
interval  of  insulin  adminis- 
tration 


Clinical  factors  consider  age,  precipitating 
causes,  duration  of  neglected  treatment, 
depth  and  duration  of  coma,  low  blood  pres- 
sure, associated  diseases.  Lab  factors  con- 
sider blood  sugar,  carbon  dioxide,  urea  ni- 
trogen. 

Severe  cases:  100  to  200  units 

Milder  cases:  50  units 

Severe  cases  every  hour  and  milder  cases  every 
two  hours  until  sugar  in  urine  becomes 
2+  or  blood  sugar  is  below  300  mg.  per 
cent. 

When  urine  sugar  diminishes  to  2 + . 

tWhen  patient  is  responding;  when  urine  ace- 
tone is  absent;  when  serum  carbon  dioxide 
is  rising. 


Serum  acetone  determined  in  undiluted  serum, 
a 50  per  cent  dilution,  a 25  per  cent  dilution, 
and  a 12.5  per  cent  dilution.  Only  4 + 
tests  are  considered. 


Give  100  units  for  each  4+  serum  acetone  test 
in  each  of  the  above  serum  concentrations. 
Every  two  hours  with  doses  dependent  on  re- 
peated testing  of  serum  for  acetone  as  above. 


When  urine  sugar  begins  to  diminish  (avoid 
hypoglycemia!) 

When  undiluted  plasma  has  less  than  4+  ace- 
tone reaction. 


* If  patient  is  in  shock,  give  all  insulin  intravenously;  if  blood  pressure  is  low,  give  one-half  intravenously  and  one-half 
intramuscularly. 

f If  these  do  not  occur  in  eight  hours,  double  the  dose  of  insulin. 


ventilation  may  “blow  off”  excess  carbon  dioxide, 
leading  to  a deceptively  low  reading.  Occasion- 
ally the  prior  administration  of  bicarbonate 
solution  by  mouth  can  elevate  the  serum  carbon 
dioxide  content  in  the  presence  of  severe  ketosis. 
Usually,  however,  the  finding  of  a serum  content 
of  carbon  dioxide  below  20  volumes  per  cent  has 
serious  significance,  and  the  patient  is  considered 
to  have  “diabetic  coma.”  Since  some  patients 
admitted  with  such  a chemical  definition  have 
clear  mentality,  clinicians  have  yielded  to  the 
laboratory  and  diagnose  these  noncomatose 
patients  as  having  “diabetic  coma.” 

Recently,  Duncan  and  Gill1  have  demonstrated 
the  value  of  testing  the  serum  for  acetone.  This 
test  is  not  only  an  easy  one  which  can  be  per- 
formed at  the  bedside,  but  it  quickly  gives  a 
reliable  index  of  the  severity  of  the  keto-acidosis. 
In  simple  ketosis  the  blood  is  cleared  so  rapidly 
that  the  urine  has  4 plus  ketonuria  while  the 
serum  yields  a negative  reaction.  In  diabetic 
coma  the  undiluted  plasma  always  has  a 4 plus 
acetone  test.  Intermediate  amounts  are  of 
clinical  importance  and  correlate  well  with  the 
need  for  treatment.  Furthermore,  when  the 
patient  has  diabetes  and  renal  disease,  acetone 
frequently  can  be  demonstrated  in  the  blood  when 
the  urine  has  none. 

While  all  these  findings  may  act  as  a guide  in 
assessing  the  status  of  a patient,  they  only  apply 
for  the  moment  that  the  survey  is  made.  Dia- 
betic acidosis  is  precipitated  by  (1)  a lack  of 
insulin  due  either  to  neglectful  omission  by  pa- 
tients despite  proper  prescription  or  due  to  the 


fact  that  the  diabetes  has  been  undiagnosed; 
(2)  infections,  including  those  causing  gastroin- 
testinal upsets,  and  (3)  miscellaneous  stress 
situations  including  emotional  stress,  strokes, 
coronary  occlusion,  pancreatitis,  hyperthyroidism, 
etc.  Given  one  of  these  precipitating  causes 
a juvenile  diabetic  might  proceed  from  simple 
ketosis  into  irreversible  coma  in  a matter  of 
several  hours.  On  the  other  hand,  under  the 
same  circumstances,  an  obese  adult  diabetic 
might  only  have  an  asymptomatic  ketonuria  for 
several  days.  Frequent  reevaluation  of  the 
status  of  an  individual  patient  is  needed,  and  the 
serum  ketone  concentration  is  an  excellent  way 
to  do  this  when  the  urine  has  acetone. 

Cause  of  Coma. — Since  this  panel  is  chiefly 
concerned  with  the  comatose  diabetic,  it  is  worth 
while  to  consider  the  factors  suspected  of  causing 
the  coma.  Acidosis  per  se  is  not  the  cause,  since 
merely  correcting  the  low  serum  pH  with  intra- 
venous sodium  bicarbonate  will  not  restore  con- 
sciousness. Also,  there  has  been  no  good  cor- 
relation established  between  the  carbon  dioxide 
content  level  and  depth  of  coma.  Although  for  a 
while  the  ketone  bodies  were  believed  toxic, 
Fisher2  found  only  limited  correlation  between  the 
level  of  ketonemia  and  the  mental  state  of  the 
patient.  He  found  the  mental  status  of  some 
patients  deteriorated  under  treatment  while  the 
serum  ketone  concentration  diminished.  Further 
experiments  by  this  author  revealed  that  intra- 
venous injections  of  isotonic  sodium  acetoacetate 
did  not  cause  coma  despite  high  blood  ketone 
levels,  but  hypertonic  solutions  of  similar  ketone 
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content  did  cause  coma. 

One  can  conclude  that  the  excess  production  of 
ketone  bodies  in  the  uncontrolled  diabetic  initi- 
ates a process  leading  to  serious  fluid  and  elec- 
trolyte imbalance  which  brings  about  coma  and 
if  unchecked,  death. 

Applying  this  information,  it  is  apparent  that 
the  clinical  management  of  diabetic  coma  must 
follow  two  principles:  (1)  the  stimulation  of 

glucose  metabolism  with  adequate  doses  of  insulin 
to  arrest  ketone  body  formation,  and  (2)  the 
repair  of  the  fluid  and  electrolyte  imbalance. 

Correcting  Ketosis. — Although  insulin  is 
the  first  need  to  reverse  the  process  that  created 
the  acidosis,  there  are  differences  of  opinion  as 
to  how  this  should  be  administered  in  a given 
patient.  The  two  most  widely  used  approaches 
are  shown  in  Table  II.  One  method  gives  mod- 
erate doses,  50  units  (or  maximally  100  units)  of 
unmodified  insulin  at  frequent  (one  to  two  hour) 
intervals  until  there  is  laboratory  evidence  that 
the  urine  is  beginning  to  show  lesser  concentra- 
tions of  glucose  and  acetone  and  the  blood  sugar 
is  falling  below  300  mg.  per  cent.  This  is  the 
old  classical  method  and  has  given  satisfactory 
results  in  most  hands.3  The  administration  of 
intravenous  glucose  is  delayed  several  hours  and 
is  only  started  when  laboratory  evidence  shows 
beginning  utilization  of  glucose.  With  clinical 
improvement  of  the  patient,  the  intervals  for 
additional  insulin  administration  are  longer.  If 
no  clinical  improvement  occurs  in  six  hours,  the 
amount  of  insulin  is  doubled  and  given  at  shorter 
intervals.  Retrospective  surveys  show  that  250 
to  400  units  usually  are  required  to  bring  the 
patient  out  of  danger,  but  in  some  cases  thousands 
of  units  may  be  required. 

More  recently  a second  method  has  been  intro- 
duced by  Duncan.1  This  employs  different 
criteria  for  insulin  dosage  depending  on  a crude 
quantitative  estimate  of  plasma  or  serum  acetone. 
Duncan  demonstrated  clinically  that  a patient’s 
resistance  to  insulin  is  roughly  parallel  to  the 
degree  of  ketonemia.  Thus  he  advises  100  units 
for  each  4 plus  acetone  test  found  in  undiluted 
plasma,  in  a 50  per  cent  dilution,  25  per  cent 
dilution,  and  12.5  per  cent  dilution.  Thus,  if 
all  show  4 plus  acetone,  400  units  of  unmodified 
insulin  are  given  immediately.  Such  a formula 
based  on  serial  plasma  dilutions  is  repeated  at 
two-hour  intervals  until  the  undiluted  plasma 
shows  less  than  3 plus  acetone;  then  smaller 
doses  are  given  at  longer  intervals. 

In  emergency  cases  when  laboratory  services 


are  not  constantly  available,  in  patients  known  to 
be  resistant  to  insulin,  or  when  severe  shock  is 
present,  the  use  of  acetonemia  as  a clinical  guide 
is  a notable  help.  Duncan  advises  that  the 
administration  of  glucose  be  withheld  at  the  onset. 
Examination  of  the  urine  or  blood  for  glucose 
is  done  serially  only  to  reveal  when  glucose  is 
being  utilized;  at  this  point  glucose  is  added  to 
the  intravenous  solutions. 

Discussion  as  to  whether  glucose  should  be 
given  or  not  given  at  the  onset  of  treatment  at 
one  time  occupied  an  important  place  in  medical 
literature.  The  objection  that  glucose  admin- 
istration blocks  the  use  of  the  blood  sugar  and 
glycosuria  as  a guide  for  insulin  dosage  is  circum- 
vented by  the  use  of  plasma  ketones  as  a guide. 
Nonetheless,  another  objection  that  it  increases 
diuresis  with  its  loss  of  valuable  electrolytes  is  a 
valid  objection.  For  this  reason  glucose  is 
withheld  at  the  onset;  actually,  in  practice,  with 
the  larger  doses  of  insulin  given  we  have  found 
that  glucose  must  be  administered  in  the  average 
case  after  two  or  three  hours  to  prevent  hypo- 
glycemia. Levulose  can  be  used  in  tjiis  gap, 
since  it  can  be  utilized  even  when  insulin  is 
lacking.  However,  in  “stress”  states  its  direct 
utilization  may  be  impaired,  and  since  levulose 
does  not  correct  insulin  hypoglycemia,  its  value 
is  questionable  from  a practical  viewpoint. 

Correcting  Fluid  and  Electrolyte  Loss. — 
Equal  in  importance  to  giving  adequate  dosages 
of  insulin  is  the  immediate  administration  of 
electrolytes  and  water.  Principles  involved  in 
supplying  this  need  of  a patient  in  diabetic  coma 
include:  restoration  of  diminished  extracellular 
fluid  volume  (EOF),  bringing  the  acid-base 
balance  to  normal,  correcting  the  hypertonicity 
resulting  from  loss  of  water  in  excess  of  elec- 
trolyte loss,  and  repairing  deficits  of  individual 
ions  (K+,  P04=,  magnesium,  etc.),  as  shown  in 
Table  III . Most  workers  now  agree  that  the  extra- 
cellular fluid  (ECF)  volume  must  be  restored  as  a 
first  measure  to  combat  shock  and  to  insure  normal 
renal  function.  This  can  be  done  only  with 
isotonic - solutions  containing  at  least  150  mEq. 
per  L.  of  sodium.  Thus,  to  initiate  treatment, 
saline  (0.9  per  cent)  or  its  equivalent  must  be 
given,  and  if  glucose  is  desired,  glucose  should 
be  administered  in  saline. 

In  some  clinics  emphasis  is  placed  on  the  need 
to  actively  treat  the  acidosis  itself  rather  than 
await  acid-base  adjustments  to  be  made  by  the 
kidney  as  when  saline  alone  is  given.  These 
workers  advise  that  isotonic  solutions  of  sodium 
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TABLE  III. — Methodology  in  Treatment  of  Diabetic 
Coma  with  Fluids  and  Electrolytes 


Classical  Method  “ Active  Repair”  Method 

1.  Expand  the  extracellular 
fluid  volume  with  isotonic 
saline  to  forestall  shock 
and  oliguria. 

2.  Allow  the  kidneys  to  ad- 
just the  acid-base  balance 
by  excreting  excess  chlo- 
rides and  retaining  base 
(alkali  reserved  only  for 
critically  ill  patients). 

3.  Supply  extra  water  in  the 
form  of  glucose  solutions 
after  several  hours.  Potas- 
sium may  be  added  at  this 
time  if  needed. 

4.  Make  up  other  deficits  by 
oral  administration  when 
the  patient  can  take  oral 
feedings. 


lactate  (M/6)  be  mixed  with  the  isotonic  (0.9 
per  cent)  saline  in  the  initial  phase  of  treatment. 
One  of  the  chief  arguments  presented  for  this 
measure  is  that  acid-base  regulation  by  the  kidney 
is  strained  during  ketoacidosis,  and  the  usual 
regulatory  management  of  saline  by  the  kidney  is 
not  efficiently  performed  until  several  hours  later 
when  the  ketone  load  has  been  lessened.  Also, 
there  is  experimental  evidence  available  that 
acidosis  per  se  creates  an  insensitivity  to  insulin, 


inhibits  peripheral  utilization  of  glucose,  and 
accentuates  the  loss  of  intracellular  potassium  and 
phosphates.* * * 4 

Despite  these  arguments,  the  majority  of 
physicians  still  follow  what  in  Table  III  is  desig- 
nated as  the  “Classical  Method.”  They  do  not 
use  alkalizing  agents  routinely  for  fear  that  it 
will  lead  to  an  alkalosis  after  the  acidic  acetone 
bodies  have  been  eliminated  by  insulin  therapy.5 
In  addition,  they  point  out  that  since  insulin  has 
been  used,  death  from  diabetic  coma  never  has 
been  correlated  with  the  degree  of  the  initial 
acidosis  as  expressed  by  a low  serum  carbon 
dioxide  content  on  admission.  Finally,  they  are 
loathe  to  lose  the  use  of  the  serum  carbon  dioxide 
content  as  a guide  in  therapy;  the  use  of  alkaliz- 
ing agents  intravenously  can  raise  the  value  of 
the  serum  carbon  dioxide  before  the  ketosis  is 
corrected.  Thus,  most  physicians  reserve  the 
use  of  alkalizing  agents  for  the  critically  ill 
patient  or  for  when  renal  function  is  impaired. 
Occasionally,  the  excess  administration  of  sodium 
chloride  will  cause  a “chloride  acidosis”  in  which 
the  serum  carbon  dioxide  content  remains  low 
and  the  serum  chloride  high  in  the  face  of  improve- 
ment in  the  ketosis.  This  can  be  corrected  by 
shifting  to  a solution  containing  one  part  M/6 
sodium  lactate  and  two  parts  of  0.9  per  cent  saline. 


1.  Correct  the  acidosis  ac- 
tively by  immediate  ad- 
ministration of  alkalis 
along  with  saline  (isotonic 
solutions). 

2.  As  soon  as  possible,  re- 
pair all  deficits  by  supply- 
ing intravenously  all  the 
lost  electrolytes  in  hypo- 
tonic solutions  which  also 
serve  to  supply  extra 
water. 


TABLE  IV. — Specific  Methods  of  Treating  Diabetic  Coma  with  Fluid  and  Electrolytes 


Classical  Method  Active  Repair  Methods 


-Slower 


Start  with  2 to  3 L.  of  isotonic  (0.9  per 
cent)  saline  intravenously.  (Composi- 
tion: sodium  =fc  154  mEq.  per  L.;  chlo- 
ride 154  mEq.  per  L.) 


— Faster  (Martin  et  al.)~ 


Start  with  2 to  3 L.  of  isotonic  mixture 
composed  of  75  per  cent  0.9  per  cent 
saline  and  25  per  cent  M/6  sodium 
lactate.  (Composition:  sodium  ± 

157  mEq.  per  L.;  chloride,  115  mEq. 
per  L.;  lactate  42  mEq.  per  L.) 

The  first  half  of  these  solutions  is  to  be  given  at  a rate  of  15  to  20  ml.  per  minute 
second  half  more  slowly. 


Only  if  initial  serum  potassium  ± is 
low,  add  20  to  40  mEq.  of  potassium 
chloride  to  each  liter. 


Only  if  patient  is  seriously  ill,  or  if  renal 
function  is  impaired,  or  if  serum  carbon 
dioxide  does  not  rise  after  2 L.,  add 
M/6  sodium  lactate  (one  part  to  three 
of  0.9  per  cent  saline). 

If  blood  pressure  approaches  80  mm.  systolic,  give  plasma  or  dextran  in  saline  in  i 
is  present,  give  levophed  as  indicated. 

Determine  carbon  dioxide  content,  chlorides,  sodium,  and  potassium  frequently  to 


Start  with  2 to  3 L.  of  isotonic  mixture 
composed  of  75  per  cent  M/6  sodium 
lactate  and  25  per  cent  0.9  per  cent 
saline.  (Composition:  sodium  ± 

164  mEq.  per  L.;  chloride,  38  mEq. 
per  L.;  lactate,  126  mEq.  per  L.) 
unless  there  is  cardiac  failure.  Give  the 

Add  1 to  2 Gm.  of  potassium  chloride 
to  second  liter  above  and  1 ampule 
potassium  phosphate  solution  (Lilly) 
to  the  third. 

i separate  intravenous  set-up.  If  shock 
guide  therapy. 


After  the  saline,  follow  with  2 to  4 L.  of  5 
per  cent  glucose  in  water  until  patient 
takes  fluids  orally.  If  more  sodium  is 
deemed  necessary,  the  first  liter  can 
contain  equal  parts  of  0.9  per  cent  sa- 
line and  10  per  cent  of  glucose  in  water. 
(Composition:  sodium  77  mEq.  per 
L.,  chloride  77  mEq.  per  L.,  glucose  50 
Gm.  per  L.) 

Give  20  mEq.  of  potassium  chloride  in  the 
first  liter  of  glucose  solution.  Monitor 
patient  to  see  whether  more  potassium 
is  needed. 

Feed  patient  early:  fruit,  juice,  broth, 
milk,  cereals,  etc.,  to  give  oral  electro- 
lytes as  needed. 


After  above  solutions,  follow  with  2 to 

4 L.  of  Butler’s  solution  intrave- 

nously at  a moderate  rate  until  pa- 
tient can  take  oral  feedings.  (Compo- 
sition: sodium  45  mEq.  per  L.,  po- 
tassium 30  mEq.  per  L.,  magne- 
sium 5 mEq.  per  L.,  chloride  30 
mEq.  per  L.,  phosphate  16  mEq.  per 
L.,  glucose  75  Gm.  per  L.) 


After  above  solutions,  follow  with  3 to 
4 L.  of  modified  Butler’s  solution  in- 
travenously. This  should  be  ac- 
complished within  twelve  hours  of 
onset  of  treatment.  (Composition: 
sodium  57  mEq.  per  L,  potassium 
25  mEq.  per  L.,  magnesium  6 
mEq.  per  L.,  chloride  50  mEq. 
per  L.,  phosphate  21  mEq.  per  L., 
lactate  25  mEq.  per  L.) 

Add  additional  ampule  of  potassium 
phosphate  solution  (Lilly)  in  the 
first  two  liters  of  repair  solution. 
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Table  IV  gives  the  methodology  employed 
initially  by  these  conflicting  schools.  Usually 
after  two  or  three  liters  of  isotonic  solutions  have 
been  given,  the  extracellular  fluid  volume  has 
been  sufficiently  corrected.  Treatment  must 
next  be  directed  toward  replenishing  the  addi- 
tional amount  of  water  to  correct  hypertonicity 
and  other  electrolytes  lost  during  the  develop- 
ment of  the  diabetic  coma.  Martin  and  her 
coworkers6  performed  balance  studies  during  the 
first  twelve  hours  of  treating  such  patients  in 
coma  and  recently  have  reported  their  estimates 
of  the  deficits  that  must  be  corrected.  Based  on 
their  findings,  we  can  calculate  that  a severely 
comatose  patient  weighing  70  Kg.  requires  in 
the  first  twelve  hours:  4,900  to  8,400  ml.  of  water 
(equivalent  approximately  to  5 to  8 L.  total 
fluid),  490  to  700  mEq.  of  sodium  (equivalent 
approximately  to  3.1  to  4.5  L.  isotonic  saline), 
140  to  210  mEq.  of  potassium,  14  mEq.  of  magne- 
sium, and  70  mm.  of  phosphorus. 

It  can  be  seen  that  the  treatment  advised  thus 
far  has  replenished  a good  part  of  the  sodium 
loss  but  only  about  half  the  total  water  loss.  To 
correct  this,  all  agree  that  the  intravenous  therapy 
should  shift  to  the  use  of  hypotonic  solutions. 
There  are,  however,  divergent  views  as  to  the 
best  method  to  follow. 

In  the  classical  method  (Table  IV),  2 to  4 
additional  liters  of  5 per  cent  glucose  in  water  are 
now  slowly  administered.  If  the  urine  output 
has  been  large  and  additional  loss  of  sodium  from 
this  source  is  suspected,  the  first  liter  might  in- 
clude hypotonic  saline  (0.45  per  cent.)  in  the 
glucose  solution.  At  this  stage,  too,  the  potas- 
sium needs  must  be  given  special  consideration 
in  all  cases.  Only  12  to  15  per  cent  of  patients 
admitted  in  coma  have  low  serum  values  of 
potassium  on  admission;  potassium  salts  should 
be  given  early  to  this  group.  Most  patients, 
however,  have  a normal  or  high  serum  potassium 
on  entry  despite  the  enormous  negative  balance. 
After  the  administration  of  water,  sodium  salts, 
and  insulin  for  five  to  six  hours,  the  serum  level 
falls,  and  the  potassium  deficit  may  manifest 
itself  at  this  point.  With  the  shift  to  intravenous 
glucose  solution,  a further  drop  may  be  antic- 
ipated so  that  20  mEq.  of  potassium  chloride 
should  be  added  if  no  oliguria  is  present.  All 
patients  should  be  monitored  for  symptoms  and 
signs  of  potassium  deficiency  by  clinical  observa- 
tion, serial  electrocardiogram  tracings,  and  fre- 
quent estimates  of  the  serum  potassium.  If 
difficulty  in  respiration,  muscular  weakness,  un- 


expected drop  in  blood  pressure,  or  cardiac 
irregularity  are  noted,  40  mEq.  can  be  added  to 
each  liter  each  hour.  At  the  earliest  possible 
time,  the  patient  is  encouraged  to  take  oral  feed- 
ings of  orange  juice  and  broth,  both  of  which 
contain  liberal  amounts  of  cations.  All  other 
deficits  are  made  up  by  giving  a light  diet  when  the 
patient  can  eat;  this  is  usually  within  eighteen 
hours  after  admission. 

In  contrast  to  this  view,  the  school  which 
employs  the  “Active  Repair  Method”  advises 
simultaneous  repair  of  all  important  losses  of 
intracellular  electrolytes  while  water  loss  is  being 
restored.  Butler’s7  pioneer  studies  in  this  field 
led  him  to  propose  a “hypotonic  multiple  elec- 
trolyte glucose  solution,”  the  contents  of  which 
are  given  in  Table  IV.  After  giving  2 to  4 L. 
of  this  solution,  not  only  the  water  deficit  but 
also  the  major  deficit  of  the  important  intracel- 
lular electrolytes  are  amply  corrected.  Martin 
et  al .6  feel  that  the  hazards  of  low  potassium  are 
so  great  even  with  Butler’s  solution  that  they 
advise  larger  doses  as  shown  in  the  last  column 
in  Table  IV.  Most  physicians  fear  to  give  this 
much  potassium  unless  serum  levels  can  be 
determined  at  very  short  intervals. 

Selection  of  Method. — Medical  literature 
abounds  with  controversies  as  to  which  method  is 
best.  The  ultimate  criterion  must  be  the  respec- 
tive mortality  rate  after  the  use  of  each  method. 
So  far,  the  newer  methods  have  not  shown  any 
superiority  over  the  classical  method  in  this 
respect.  For  instance,  the  published  data  of  the 
Joslin  Clinic  show  the  lowest  death  rate,  and  this 
clinic  employs  the  classical  method.3  Of  course, 
the  nature  of  the  illnesses  accompanying  the 
coma  plays  an  enormous  role.  I have  worked  in 
a private  hospital  where  the  mortality  rate  of 
patients  admitted  in  diabetic  coma  was  low  and 
during  the  same  period  attended  a city  hospital 
where  the  death  rate  was  high.  Factors  influenc- 
ing this  difference  were  the  better  laboratory 
facilities  and  a smaller  patient  load  for  the  resident 
managing  the  cases  in  the  private  hospital. 
Most  important  was  the  difference  in  the  severity 
of  the  cases  admitted.  In  the  private  hospital 
the  case  of  coma  due  to  an  early  diagnosed  pneu- 
monia responded  quickly  to  antibiotics  combined 
with  the  classical  treatment  for  coma,  while  in 
the  city  hospital  the  alcoholic  diabetic  who  had 
been  in  a drunken  stupor  without  insulin  and 
food  for  three  days  died.  The  question  whether 
the  latter  would  have  been  saved  by  more  “active 
repair”  is  an  open  one. 
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Summary. — As  a guide  for  insulin  therapy,  the 
use  of  acetone  in  serum  is  to  be  highly  recom- 
mended. Regarding  the  administration  of  fluid 
and  electrolytes,  the  “classical  method”  is  still 
the  simplest  and  most  efficient  to  use  in  the  major- 
ity of  cases  and  in  the  average  hospital.  The 
more  “active  repair  methods”  should  be  reserved 
for  the  more  serious  cases  and  for  institutions 
with  laboratory  facilities  that  allow  constant 
chemical  checks  during  the  procedure. 
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Dr.  Boyd:  We  are  greatly  indebted  to  you, 
Dr.  Handelsman,  for  your  clear  presentation  of  a 
difficult  problem.  I am  sure  that  you  brought 
out  a great  deal  of  information  which  bears  on 
current  methods  of  managing  diabetic  coma.  I 
hope  there  will  be  sufficient  time  to  permit  a 
thorough  discussion  of  this  complex  and  common 
problem. 

The  third  speaker  in  the  symposium  will  be 
Dr.  Marvin  F.  Levitt  who  will  present  some  of 
the  problems  encountered  in  connection  with  the 
management  of  coma  of  renal  origin. 

Management  of  Uremic  Coma 

Dr.  Marvin  F.  Levitt.  I envy  Dr.  Handels- 
man the  therapeutic  armamentarium  which  he 
has  available  for  the  management  of  patients  with 
coma  due  to  diabetic  ketosis. 

Our  problem  is  a much  different  one  in  the 
management  of  renal  failure  and  coma.  I must 
admit  that  when  coma  results  from  chronic, 
long-standing,  and  irreversible  renal  failure, 
therapy  proves  of  little  value.  The  precise 
nature  of  the  toxic  metabolite  which  produces 
coma  in  chronic  renal  failure  is  unknown.  The 
degree  of  coma  does  not  relate  to  the  specific 
retention  of  any  known  metabolite  when  meas- 
ured, be  it  urea  or  magnesium.  To  limit  our 
discussion  to  the  management  of  coma  in  the 
chronic  uremic  who  is  at  the  end  stage  of  intrac- 
table, irreversible  renal  disease  would  be  fruitless. 
Instead,  we  will  try  to  discuss  the  problems  which 
develop  when  coma  is  reversible  in  the  course  of 
chronic  renal  failure  and  when  reversible  renal 


TABLE  I. — Factors  Responsible  for  Reversible  Coma 
in  Chronic  Renal  Failure 


Severe  acidosis 

Ammonium  chloride 
Ureterosigmoidostomy 
Hyponatremia 
Spontaneous 
Salt-losing  nephropathy 
Postdiuresis 
Water  intoxication 
Hypercalcemic  nephropathy 
Drug  ingestion 


failure  develops  and  presents  with  coma. 

Not  infrequently  the  patient  with  reduced 
kidney  function  will  develop  coma  as  the  conse- 
quence of  a variety  of  reversible  factors  (Table 
I).  It  is  extremely  important  to  be  aware  of 
these  factors  because  their  elucidation  and  cor- 
rection will  cause  a very  considerable  improve- 
ment in  the  patient.  A very  common  mechanism 
whereby  a patient  with  moderate  renal  failure 
will  suddenly  lapse  into  coma  is  the  injudicious 
use  of  an  acidifying  agent.  Of  16  patients  with 
renal  failure  who  were  in  coma  at  our  hospital, 
almost  one-half,  or  seven,  were  patients  who  had 
been  treated  with  large  doses  of  ammonium  chlo- 
ride. Ammonium  chloride  had  been  used  for  the 
management  of  severe  congestive  failure  that 
was  also  present,  and  very  often  the  first  sign 
of  severe  undertying  renal  disease  was  the  fact 
that  with  moderate  doses  of  ammonium  chloride 
the  patient  would  develop  severe  acidosis,  Kuss- 
maul  respiration,  and  progressive  stupor  and 
coma.  It  is  essential  to  rule  out  the  prior  adminis- 
tration of  an  acidifying  agent  in  any  patient 
with  uremic  coma.  The  importance  of  such  a 
factor  is  self-evident  because  the  prompt  repair 
of  the  severe  extracellular  acidosis  may  cause  a 
remarkable  improvement  in  the  sensorium. 

Severe  acidosis  may  precipitate  stupor  and 
confusion  in  the  patient  subjected  to  a previous 
ureterosigmoidostomy.  These  patients  impose 
an  excessive  ammonium  chloride  load  on  their 
kidneys  because  the  bowel  tends  to  exchange 
bicarbonate  for  chloride.  Furthermore,  the 
kidneys  of  such  patients  are  vulnerable  to  re- 
peated infections.  The  association  of  an  exces- 
sive ammonium  chloride  load  and  the  progressive 
fall  in  renal  function  consequent  to  the  recurrent 
pyelonephritides  may  produce  a marked  aci- 
dosis. Often  these  patients  come  to  the  hospital 
in  coma  with  remarkably  severe  degrees  of  aci- 
dosis. We  have  seen  pH’s  below  7.2,  barely  with- 
in the  livable  range.  This  represents  another 
situation  where  an  awareness  of  the  etiologic 
factor  and  a prompt  correction  of  the  severe 
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acidosis  may  cause  a remarkable  improvement  in 
the  sensorium  of  the  patient.  The  alkali  infusions 
necessary  may  uncover  considerable  evidence 
of  potassium  depletion  and  should  be  combined 
with  adequate  quantities  of  potassium. 

It  is  extremely  important  to  recognize  that 
people  with  various  forms  of  renal  disease  may 
be  thrown  into  coma  which  is  reversible,  provided 
the  etiologic  factors  of  such  coma  can  be  estab- 
lished and  removed. 

Another  cause  of  reduced  sensorium,  confusion, 
stupor,  and  occasionally  actual  coma,  is  hypo- 
osmolality  or  reduced  serum  tonicity.  A ve^ 
common  electrolyte  derangement,  becoming  in- 
creasingly evident  due  to  both  renal  disease  and 
its  management,  is  hyponatremia  or  too  much 
water  for  the  available  solute.  As  patients 
develop  progressive  renal  diseases,  it  becomes 
impossible  for  them  to  dilute  their  urine  maxi- 
mally and  to  excrete  water  normally.  The 
dangers  of  ingesting  excessive  quantities  of  salt 
have  been  emphasized,  but  we  have  tended  to 
overlook  the  dangers  of  excessive  water  intake. 

S The  uremic  is  further  limited  by  his  inability 
to  excrete  a salt-free  urine,  so  that  if  his  salt 
intake  is  excessively  limited  and  his  water  intake 
is  too  high,  the  development  of  serum  hypo- 
osmolality  or  hyponatremia  becomes  a very 
frequent  occurrence.  This  tendency  is  exag- 
gerated if  the  patient  with  renal  failure  has  an 
unusual  salt-losing  nephropathy.  This  feature 
tends  to  be  most  frequent  during  the  course  of 
pyelonephritic  disease,  cystic  kidneys,  or  even 
glomerulonephritis.  In  the  presence  of  this 
type  of  disease  the  kidney  is  unable  to  retain 
sodium,  the  patient  undergoes  a severe  salt  loss, 
and  his  condition  simulates  that  of  patients  with 
Addison’s  disease.  Unless  large  quantities  of 
salt  are  replaced  and  excessive  w^ater  avoided, 
these  patients  may  develop  a marked  hypo- 
osmolality  which  may  precipitate  coma  or  stupor. 
This  combination  is  becoming  a common  elec- 
trolyte problem  in  the  course  of  severe  renal 
disease.  It  develops  primarily  because  of  too 
much  water  and  too  little  salt  in  the  intake.. 

Often  hypo-osmolality  is  further  exaggerated 
by  the  indiscriminate  use  of  diuretic  agents  in 
patients  with  renal  failure.  Recently  we  have 
noted  that  the  continued  dail}r  administration  of 
Diuril  for  the  management  of  hypertension  or  heart 
failure  complicating  renal  failure  may  produce 
an  excellent  diuresis  but  a marked  exaggeration 
of  the  degree  of  renal  failure.  Any  salt  and  water 
diuresis  in  a patient  with  renal  disease,  regard- 


TABLE  II. — Etiologic  Factors  Producing  Reversible 
Renal  Failure 


Ischemia 

Electrolyte  depletion 
Salt 

Potassium 

Infection 

Obstruction 


less  of  how  achieved,  may  initiate  a further 
deterioration  of  renal  function,  confusion,  or 
coma.  For  this  reason,  when  diuresis  is  neces- 
sary in  patients  with  renal  failure,  it  should  be 
accomplished  with  great  care.  If  severe  uremia 
and  coma  are  induced  by  a considerable  salt 
and  water  loss,  the  disturbed  sensorium  often 
may  be  improved  by  the  judicious  use  of  paren- 
teral salt  and  water. 

An  important  form  of  renal  failure  which  may 
produce  coma  or  mental  disturbance  is  that 
associated  with  severe  hypercalcemia.  Hyper- 
calcemia, regardless  of  its  specific  etiology,  will 
cause  severe  renal  damage  and  renal  failure  if 
sufficiently  prolonged.  As  this  organ  failure  oc- 
curs, this  per  se  may  create  a vicious  cycle, 
further  aggravating  the  degree  of  the  hypercal- 
cemia. Such  patients  often  may  exhibit  the 
confusion  and  even  coma  characteristic  of  hyper- 
calcemia. When  this  phenomenon  is  elucidated, 
a reversible  factor,  such  as.  vitamin  D intoxi- 
cation, Boeck’s  sarcoid,  or  hyperparathyroidism 
may  be  discovered  and  removed. 

Very  often  patients  with  renal  disease  may  be 
given  some  drugs  wdiich,  because  they  cannot  be 
excreted  normally,  may  precipitate  coma.  One 
good  example  is  the  indiscriminate  use  of  magne- 
sium salts  in  the  patient  with  considerable  renal 
failure.  These  salts  have  been  very  popular  in 
the  management  of  acute  hypertensive  flare-ups, 
but  if  they  are  given  to  a patient  who  has  con- 
siderable reduction  in  kidney  function,  they  may 
precipitate  stupor  or  coma. 

It  is  vital  in  the  management  of  patients  with 
renal  disease  to  constantly  focus  attention  on 
reversible  factors  rather  than  on  the  intractable 
and  irreversible  features. 

Those  etiologic  factors  which  in  themselves 
may  produce  renal  failure  are  shown  in  Table  II. 
These  are  important  because  these  forms  of  renal 
failure  can  be  corrected  if  properly  recognized. 
When  a patient  enters  with  coma  due  to  renal 
failure,  the  coma  is  manageable  or  treatable  if 
one  of  these  factors  has  produced  the  renal  failure 
and  can  be  reversed. 

These  factors  also  may  superimpose  on  chronic 
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renal  disease  and  cause  a temporary  further  acute 
reduction  in  renal  function.  In  treating  a pa- 
tient with  renal  failure,  it  is  important  to  be 
certain  that  one  of  these  factors  has  not  com- 
plicated the  underlying  disease.  Under  the  term 
ischemia,  of  course,  we  are  lumping  all  the  pa- 
tients with  “lower  nephron  nephrosis,”  or  what 
Dr.  Oliver  has  called  the  ischemuric  episode,  which 
is  possibly  a better  name.  It’s  important  to  re- 
member that  all  patients  with  renal  disease  are 
particularly  subject  to  further  renal  ischemia. 
They  are  vulnerable  to  hypotension  and  a reduced 
circulating  volume.  Electrolyte  depletion,  such 
as  salt  loss  in  a patient  with  a salt-losing  nephrop- 
athy, or,  more  important,  extensive  potassium 
loss  as  in  the  patient  with  an  ileostomy  or  in  a 
patient  with  severe  diarrhea,  may  further  reduce 
kidney  function.  These  factors  should  be  sought 
because  their  correction  often  will  cause  a re- 
markable improvement. 

Of  course,  infection  is  an  important  factor 
which  is  receiving  a tremendous  amount  of 
attention  these  days.  The  technic  of  renal 
biopsy  has  permitted  the  detection  of  a specific 
organism  which  may  not  be  found  otherwise. 
To  me,  it  is  a little  suprising  that  one  would  have 
to  resort  to  a kidney  biopsy  before  administering  a 
course  of  antibiotics  for  the  treatment  of  pyelone- 
phritis. We  believe  that  every  patient  with 
chronic  renal  failure  in  whom  no  clear-cut  etio- 
logic  factor  has  been  established  should  be  given 
a course  of  treatment  for  pyelonephritis,  because 
patients  with  renal  disease  are  subject  to  superim- 
posed pyelonephritis.  I am  not  implying  that  I 
am  opposed  to  renal  biopsies,  but  I wouldn’t 
demand  a renal  biopsy  before  I gave  a patient 
with  chronic  renal  disease  a course  of  Chloro- 
mycetin or  Furadantin  therapy.  Infection  is  an 
extremely  important  factor  which  may  precipitate 
a further  reduction  in  kidney  function,  the 
correction  of  which  may  improve  the  renal  func- 
tion and  eliminate  the  coma. 

Finally,  the  factor  which  seems  so  evident  is 
one  which  we  often  tend  to  overlook.  I recently 
saw  a patient  at  the  hospital  who  had  been  sent 
to  the  hospital  for  “anemia”  and  was  in  the  hos- 
pital for  four  days  with  a very  unusual  kind  of 
uremia  before  his  abdomen  was  examined  and 
1,800  cc.  of  urine  in  his  bladder  was  discovered. 
Prostatic  obstruction  causes  an  extremely  im- 
portant and  preventable  form  of  renal  failure, 
and  it  may  occur  in  unusual  and  subtle  ways. 
Such  patients  may  have  a little  nausea,  slight 
anemia,  or  general  malaise.  This  disease  must 


be  kept  in  mind  constantly  because  this  form 
of  renal  failure  is  preventable  and  if  detected  in 
time,  completely  reversible. 

I have  tried  to  emphasize  that  the  management 
of  uremic  coma  is  not  always  the  hopeless 
and  insoluble  problem  that  it  would  appear 
to  be.  We  must  constantly  think  in  terms  of 
reversible  factors  that  may  precipitate  the  coma 
in  patients  with  renal  disease  and  in  terms  of 
those  forms  of  reversible  renal  disease  which,  if  de- 
tected, can  be  corrected. 

Dr.  Boyd:  Dr.  Levitt  has  summarized  the 
situation  extremely  well  and  has  properly  placed 
most  stress  on  the  factors  which  precipitate  renal 
failure  and  which  can  be  reversed.  I anticipate 
some  questions  concerning  the  “artificial  kidney,” 
which  he  failed  to  mention  owing  to  limitations 
of  time. 

Equally  difficult  to  manage  but  the  subject  of 
considerable  recent  investigation  is  hepatic  coma. 
We  are  very  fortunate  in  having  Dr.  Post  to 
present  his  observations  on  this  subject. 

Hepatic  Coma 

Dr.  Joseph  Post:  Hepatic  coma  may  be 
defined  as  the  loss  of  consciousness  which  ac- 
companies advanced  hepatic  insufficiency.  It 
is  characterized  by  stupor  or  unconsciousness, 
fetor  hepaticus  (a  characteristic  musty  odor  to 
the  breath),  and  the  clinical  findings  commonly 
associated  with  marked  impairment  of  liver 
function,  such  as  jaundice,  ascites,  and  abnormal 
liver  function  tests.  Any  change  in  the  mental 
state  of  the  patient  with  liver  disease  should  be 
viewed  as  a precursor  to  coma.  Thus,  restless- 
ness, confusion,  tremor,  drowsiness,  mania, 
dysarthria  or  other  incoordinate  muscular  move- 
ments may  all  fall  into  this  category. 

Such  patients  may  have  so-called  “flapping 
tremor”  when  the  arms  are  outstretched,  and 
they  may  have  abnormalities  of  the  electroen- 
cephalogram. This  latter  change  is  not  specific 
for  hepatic  coma. 

The  metabolic  fault  responsible  for  this  state 
never  has  been  understood.  It  has  been  inferred 
that  some  disturbance  in  cerebral  metabolism, 
related  to  the  abnormal  liver  function,  was  re- 
sponsible. Since  the  brain  depends  on  carbohy- 
drate metabolism  for  its  energy,  it  was  thought 
that  the  defect  might  be  found  in  this  area. 
Such  substances  as  pyruvate  and  alpha-keto- 
glutarate  have  been  found  to  be  elevated  in  the 
blood,  and  cerebral  oxygen  utilization  ha's  been 
found  to  be  reduced.  This  latter  finding  is  not 
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unique  to  hepatic  coma. 

During  the  past  five  years  a large  body  of 
data  has  accumulated  relating  hepatic  coma  to 
“ammonia’  ’ intoxication.  Time  does  not  permit 
a detailed  discussion  of  this  subject.  What  fol- 
lows is  a brief  and  oversimplified  presentation  of 
this  interesting  and  complex  subject. 

It  has  been  found  that  the  blood  “ammonia” 
level  is  increased  in  cirrhotics.  There  is  serious 
question  as  to  what  nitrogenous  complex  is  being 
assayed,  for  it  is  doubtful  that  preformed  am- 
monia exists  as  such  in  the  peripheral  blood. 
This  elevated  “ammonia”  is  thought  to  arise  from 
the  products  of  intestinal  protein  digestion,  which 
are  by-passed  in  the  portal  blood  away  from  the 
liver  into  the  general  circulation.  Some  state 
that  the  degree  of  liver  damage  alters  the  blood 
“ammonia”  level,  too.  The  “hyperammonemia” 
is  said  to  interfere  with  the  Krebs  cycle  of  cerebral 
carbohydrate  metabolism  and  to  cause  coma. 
Clinically,  it  has  been  reported  that  some  cir- 
rhotics, especially  those  who  have  had  portacaval 
shunts,  become  drowsy  or  confused  when  fed 
high  protein  diets  or  ammonium  salts.  This  is 
said  to  occur  because  of  “hyperammonemia.” 

The  elevated  blood  “ammonia”  is  not  well 
correlated  with  the  mental  state  of  the  patient 
nor  is  the  level  of  cerebral  oxygen  utilization. 
Normal  blood  levels  can  exist  with  coma.  Very 
high  blood  “ammonia”  levels,  far  in  excess  of 
those  seen  in  cirrhosis,  can  be  induced  without 
mental  changes. 

On  the  basis  of  certain  theoretic  considerations 
it  has  been  recommended  that  intravenous  glu- 
tamic acid  would  lower  blood  “ammonia,”  and 
coma  might  clear.  The  clinical  experience  has 
not  supported  this  conception,  and  glutamic  acid 
as  a therapeutic  agent  has  been  a disappoint- 
ment. 

Based  on  a different  theory  implicating  the 
Krebs-Henzleit  cycle  of  urea  synthesis,  others 
have  recommended  that  arginine  be  given  intra- 
venously to  lower  blood  “ammonia”  and  alleviate 
coma.  The  data  of  different  groups  are  con- 
flicting. Our  own  experience  has  been  small  and 
inconclusive. 

What,  then,  of  the  patients  wTho  are  reported  to 
respond  unfavorably  to  high  protein  diet  and 
ammonium  salt  intake?  If  one  can  be  sure,  and 
here  one  must  carefully  review  the  entire  clin- 
ical picture,  that  these  are  the  offenders,  the 
dietary  protein  content  should  be  reduced  to 
tolerance,  and  ammonium  salt  therapy  for  diuresis 
should  be  discontinued.  Such  patients  probably 


represent  a very  small  portion  of  the  entire  group 
of  patients  with  cirrhosis.  For  many  years 
dietotherapy  and  ammonium  chloride  diuresis 
potentiation  have  been  valuable  tools  in  the 
treatment  of  cirrhosis  of  the  liver,  without  these 
untoward  effects  having  been  observed.  It  is 
of  interest  that  some  patients  who  are  reported  to 
tolerate  fairly  high  levels  of  dietary  protein 
poorly  at  one  time  may  be  able  to  tolerate  larger 
amounts  several  days  later.  In  this  connection 
it  is  important  that  the  basic  dietotherapy  for 
this  disease  be  maintained  at  the  highest  level 
possible.  Ammonium  chloride  as  a diuretic 
potentiator  should  not  be  abandoned  unless 
clinical  experience  is  unfavorable.  It  is  a useful 
therapeutic  tool. 

Finally,  it  has  been  recommended  that  steri- 
lization of  the  bowel  will  reduce  intestinal  “am- 
monia” formation  and  control  coma.  This  has 
been  inconclusive  in  its  clinical  trials.  When 
patients  slip  into  or  out  of  coma  several  times 
it  is  often  difficult  to  know  how  much  specific 
remedies  are  responsible  for  the  clinical  course. 

In  summary,  a nitrogenous  complex,  deter- 
mined as  ammonia,  is  increased  in  amount 
in  the  blood  of  most  patients  ill  with  fiver 
disease.  It  has  yet  to  be  established  that 
this  is  the  cause  of  hepatic  coma,  although  this 
may  prove  to  be  the  case  in  certain  patients  It 
may  be  that  it  bears  a relation  to  hepatic  coma 
similar  to  that  of  urea  to  renal  coma.  It  may 
simply  represent  a by-product  of  portal  circula- 
tion collateralization.  Finally,  as  suggested  by 
one  group,  it  may  be  a by-product  of  disturbed 
pyruvate  metabolism,  and  the  latter  may  be  re- 
lated to  metabolic  changes  quite  different  from 
those  to  which  hyperammonemia  is  ascribed. 

For  many  years,  it  has  been  recognized  that 
hepatic  coma  may  occur  in  cirrhotics  following 
certain  insults. 

1.  Hemorrhage,  such  as  occurs  with  bleeding 
esophageal  varices.  The  cirrhotic  fiver  depends 
for  its  major  blood  suppfy  on  the  hepatic  artery, 
in  contrast  to  the  normal  fiver  which  receives 
most  of  its  blood  from  the  portal  vein.  Thus, 
blood  loss  and  shock  deprive  the  liver  of  its  needed 
support  and  may  produce  profound  and  rapid 
worsening  in  its  function.  Shock  is  one  of  the 
most  serious  insults  a diseased  fiver  can  suffer. 
The  Sengstaken-Blakemore  tube  is  used  to  stop 
bleeding,  and  blood  transfusions  are  used  to 
replace  lost  blood.  This  is  one  of  the  real  med- 
ical emergencies.  Valuable  time  is  often  lost 
waiting  for  bleeding  to  stop. 
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It  should  be  emphasized  that  enough  blood 
should  be  given  to  maintain  a normal  hemogram. 
We  have  used  as  much  as  44  pints  in  a thirty- 
six-hour  period,  and  the  patient  has  recovered. 
Packed  red  cells  may  be  used  to  keep  the  fluid 
volume  down.  It  is  questionable  that  blood 
need  be  washed  from  the  gut,  since  blood  is 
irritating  to  the  gut  and  is  expelled  quickly. 
Gavage  or  other  similar  measures  may  be  very 
traumatic  to  such  patients. 

2.  Severe  infection  may  be  a cause  of  coma. 
With  the  availability  of  sulfa  drugs  and  anti- 
biotics this  problem  may  be  handled  more  effec- 
tively today  than  in  former  years. 

3.  Trauma,  such  as  sustained  in  injury  or 
after  surgery,  may  precipitate  coma.  Shock  is 
to  be  avoided  at  all  costs.  Improved  surgical 
and  anesthesiologic  methods  have  lessened  these 
hazards. 

4.  Oversedation  sometimes  causes  coma.  In 
the  early  stages  of  coma  many  patients  become 
difficult  to  handle.  They  may  be  noisy,  restless, 
and  obstreporous.  Sedation  should  be  avoided 
if  possible.  If  not,  the  skillful  use  of  chloral 
or  paraldehyde  in  small  doses  may  be  helpful. 
Opiates  and  barbiturates  should  be  avoided. 

5.  Any  new  hepatotoxic  insult  may  precip- 
itate coma.  Thus,  exposure  to  organic  solvents, 
such  as  carbon  tetrachloride,  may  do  this.  A 
superimposed  viral  hepatitis,  such  as  may  follow 
transfusion  for  bleeding,  may  do  this.  In  this 
latter  state,  as  in  the  coma  of  viral  hepatitis, 
ACTH  has  been  proved  beneficial.  Acute 
alcoholism  may  precipitate  coma. 

6.  Finally,  there  is  the  group  in  which  coma 
occurs  during  the  progressive  downhill  course 
of  the  disease.  Some  patients  may  slip  into  and 
out  of  this  state  many  times.  Others  may 
have  only  one  unfavorable  experience. 

In  the  patients  with  acute  viral  hepatitis, 
ACTH  or  cortisone  often  has  been  life-saving 
in  reversing  the  clinical  course. 

One  must  realize  also  that  these  patients  often 
are  in  poor  nutritional  state  during  the  period 
preceding  coma,  so  that  their  nutritional  needs 
should  be  supported. 

This  may  be  done  by  giving  glucose  plus  the 
water-soluble  vitamins.  Saline  should  be  used 
sparingly.  On  this  regimen,  25  to  30  per  cent 
of  patients  survive.  In  addition,  we  have  used 
intravenous  salt-poor  human  albumin  in  amounts 
sufficient  to  raise  to  normal  and  maintain  the 
level  of  the  initially  depressed  serum  albumin. 
Under  these  circumstances  our  survival  rate  has 


been  between  50  and  60  per  cent. 

In  the  chronically  ill  patient  with  advanced 
cirrhosis,  especially  if  diuretics  have  been  used 
vigorously,  reduction  of  serum  sodium  and  potas- 
sium may  occur.  It  is  difficult  to  assess  the 
roles  of  these  anions  in  the  development  of  coma. 
The  chronically  depressed  sodium  is  not  readily 
reversible  by  sodium  administration.  The  latter 
will  reverse  itself  when  the  patient’s  condition 
improves.  Acute  depressions  of  sodium  may 
be  corrected  by  sodium  administration.  At- 
tempts should  be  made  to  correct  potassium 
deficits  where  these  occur.  The  recent  intro- 
duction of  chlorothiazide  has  been  attended  by 
some  instances  of  coma  associated  with  severe 
electrolyte  imbalance.  Electrolytes  should  be 
carefully  followed  in  all  patients  with  ascites 
who  are  receiving  diuretics. 

Coma  may  last  for  a few  hours  or  it  may  go  on 
for  over  two  weeks.  It  is  very  unusual  for  a 
patient  to  survive  coma  after  seventy-two  hours 
have  elapsed  without  any  improvement. 

Finally,  it  is  well  to  state  again  that  the  under- 
lying disease  of  the  liver  is  the  major  participant 
in  whatever  metabolic  disturbances  maj^  occur 
in  hepatic  coma.  While  certain  acute  situations 
demand  special  measures,  the  nutritional  needs 
of  the  patient  should  be  supported  at  all  times. 
It  is  to  be  hoped  that  renewed  interest  in  this 
problem  with  its  broad  attack  will  provide  the 
solution  to  this  grave  clinical  catastrophe. 
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Dr.  Boyd:  Thank  you  very  much,  Dr.  Post. 
This  concludes  the  formal  part  of  the  symposium, 
and  since  the  speakers  cooperated  so  well,  we 
have  time  for  some  questions  from  the  floor. 
Kindly  write  your  questions  on  the  paper  which 
has  been  provided  and  the  ushers  will  collect 
them.  I shall  select  questions  which  seem  to 
possess  most  general  interest. 

The  first  question  is  directed  to  Dr.  Papper, 
and  it  inquires  whether  his  failure  to  mention 
analeptics  was  due  to  lack  of  time  or  his  inclina- 
tion not  to  employ  them. 

Dr.  Papper:  Within  the  range  of  the  topics 
discussed,  I think  there  is  little  or  no  place  for 
analeptics.  You  will  note  that  the  problem  of 
coma  precipitated  by  overdoses  of  barbiturates 
was  excluded  from  the  frame  of  our  discussion. 
I am,  however,  somewhat  skeptical  about  their 
indications  and  value  even  in  this  type  of  coma, 
for  under  these  circumstances  the  classical  prin- 
ciples of  therapy  revolve  around  the  maintenance 
of  a normal  airway,  good  ventilation,  antibiotics, 
attention  to  fluid  and  electrolyte  balance,  and  no 
analeptics. 

Dr.  Boyd:  Dr.  Papper,  will  you  also  answer 
another  question?  What  measures  do  you  recom- 
mend to  prevent  the  aspiration  of  gastric 
contents  in  comatose  patients? 

Dr.  Papper:  No  foolproof  method  has 

been  designed  for  this  purpose.  Certainly, 
the  stomach  of  these  patients  should  be  decom- 
pressed, and  a large  tube  should  be  used  if  one 
suspects  that  the  patient  has  eaten  recently. 
The  tube  should  be  of  sufficiently  large  caliber 
for  this  purpose.  The . tube  should  be  left  in 
place  as  long  as  the  coma  is  sufficiently  deep  to 
produce  areflexia.  If  an  endotracheal  tube  or  a 
tracheostomy  tube  has  been  introduced,  in  both 
instances  with  an  isolating  cuff,  no  gastric  material 
should  be  aspirated  into  the  trachea  after  the 
tube  is  in  place.  However,  gastric  contents  may 
be  aspirated  into  the  trachea  between  the  onset 
of  the  coma  and  the  admission  to  the  hospital. 
This  is  another  problem.  The  employment  of 
an  intraesophageal  balloon  has  not  been  effective. 

Dr.  Boyd:  The  next  question  is  addressed  to 
Dr.  Handelsman  and  deals  with  his  opinion  on 
the  use  of  orange  juice  in  patients  suffering  from 
diabetic  coma. 


Dr.  Handelsman:  We  have  gotten  into  trouble 
employing  orange  juice  as  a routine  procedure. 
Consequently,  we  simply  lavage  the  stomach  if 
the  patient  is  in  shock  and  also  when  the  patient 
shows  evidence  of  gastric  dilatation  with  respira- 
tory embarassment. 

Dr.  Boyd:  What  is  the  significance  of  the 
acetonuria  so  often  encountered  in  pregnancy? 
Is  the  serum  acetone  also  elevated? 

Dr.  Handelsman:  The  nondiabetic  pregnant 
woman  is  very  subject  to  ketosis.  If  she  vomits 
once  or  twice,  a 4 plus  ketonuria  is  liable  to  occur 
just  from  vomiting.  However,  these  people  do 
not  have  acetone  in  their  plasma.  Very  often 
diabetic  girls  have  a very  low  renal  threshold, 
and  even  the  consumption  of  200  Gm.  of  carbo- 
hydrate may  be  associated  with  as  much  as  50 
Gm.  of  sugar  in  the  urine.  Owing  to  the  low 
renal  threshold,  the  blood  sugar  level  is  practi- 
cally normal.  These  patients  also  may  have  an 
acetonuria,  but  there  is  no  acetone  in  the  plasma. 

Dr.  Boyd  : Is  the  blood  acetone  level  an  index 
of  severity  of  the  coma? 

Dr.  Handelsman:  No.  It  is  not  an  index  of 
the  severity  of  the  coma,  but  it  is  an  index  of 
the  resistance  to  insulin  therapy.  Consequently, 
you  may  have  a patient  who  is  only  semistuporous 
with  a lot  of  acetone  in  the  urine.  Such  a patient 
requires  a lot  of  insulin,  but  there  is  no  relation- 
ship to  the  coma  per  se;  rather  it  is  an  index  of 
the  need  for  insulin. 

Dr.  Boyd:  Turning  now  to  Dr.  Levitt,  will 
medication  produce  renal  failure  or  renal  coma? 

Dr.  Levitt  : As  you  recall,  I tried  to  emphasize 
that  some  of  the  most  common  agents  tending 
to  produce  coma  are  the  acidifying  salts,  such  as 
ammonium  chloride.  I have  also  seen  patients 
with  renal  failure  get  into  trouble  with  the  long- 
acting  barbiturates,  although  I must  concede 
that  is  rather  unusual.  By  way  of  anticipation 
I believe  we  are  going  to  hear  a great  deal  about 
aggravation  of  renal  failure  from  the  indiscrim- 
inate use  of  Diuril.  I believe  that  diuretics 
should  be  employed  intermittently,  particularly 
if  the  patient  has  renal  failure.  I have  observed 
a large  number  of  patients  who  have  been  on 
sustained  Diuril  therapy".  They  had  moderate 
renal  failure  to  begin  with,  but  as  a consequence 
of  salt  loss,  potassium  loss,  or  both,  the  azotemia 
has  markedly  increased.  For  this  reason  I 
believe  that  this  drug  is  going  to  prove  interesting 
in  respect  to  the  course  of  aggravated  but  revers- 
ible renal  disease. 
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Dr.  Boyd  : As  I anticipated,  here  is  a question 
on  the  advisability  of  using  an  artificial  kidney 
in  uremic  coma. 

Dr.  Levitt:  I avoided  a discussion  on  the 
artificial  kidney  for  definite  reasons,  but  perhaps 
I should  have  mentioned  it.  It  is  indicated 
in  the  course  of  renal  failure,  particularly  if  it 
is  an  acute  renal  failure  and  prior  to  the  develop- 
ment of  frank  coma.  By  the  time  coma  has 
developed  in  the  course  of  acute  renal  failure, 
I think  the  ideal  time  for  dialysis  has  passed. 
On  the  other  hand,  if  the  coma  results  from  acute 
reversible  renal  failure  and  the  patient  does  not 
show  an  appropriate  diuresis,  it  should  be  seri- 
ously considered.  I mean  by  an  appropriate 
diuresis  something  like  3 to  4 L.  a day  when  the 
blood  urea  is  200  and  not  300  to  400  cm.  per  diem. 
If  an  appropriate  diuresis  does  not  occur  and  coma 
is  a manifestation  of  an  acute  reversible  renal 
failure,  certainly  by  this  time  dialysis  should  be 
employed. 

Dr.  Boyd:  Dr.  Post,  Diuril  has  been  men- 
tioned; will  other  diuretics  change  an  impending 
hepatic  coma  into  actual  coma? 


Dr.  Post:  Yes.  Diamox  has  been  blamed  for 
precipitating  coma.  Some  also  claim  that  the 
use  of  ammonium  chloride  has  thrown  patients 
into  hepatic  coma.  I cannot  agree  with  the 
latter.  We  have  used  ammonium  chloride  for 
almost  twenty  3^ears,  and  its  employment  in 
cirrhosis  goes  back  about  thirty  years.  It  re- 
mains a very  valuable  drug. 

Dr.  Boyd  : Our  time  has  been  exhausted,  and 
there  is  another  symposium  to  follow.  I would 
like  to  have  summarized  the  high  lights,  but  time 
does  not  permit.  However,  it  is  unnecessary 
because  the  speakers  presented  their  viewpoints 
so  clearly. 

It  has  been  a real  pleasure  to  participate 
in  this  symposium.  I have  learned  a great 
deal,  and  I assume  by  the  applause  that  the 
audience  has  fared  as  well  as  I.  It  would  be  an 
act  of  ingratitude  if  I did  not  compliment  the 
audience  on  their  interest  and  enthusiasm. 
Since  some  may  wish  to  explore  certain  sugges- 
tions made  this  afternoon  at  their  leisure,  I 
suggest  they  utilize  the  short  bibliographies 
submitted  for  this  purpose. 
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Shortly  after  the  introduction  of  sulfonylurea 
therapy  for  diabetes  in  this  country,  it 
became  apparent  that  although  carbutamide 
(BZ-55)  might  be  a more  potent  antidiabetic 
drug  than  tolbutamide  (Orinase),  it  was  too 
toxic  for  general  use. 1 In  a relatively  brief  time,  a 
very  large  clinical  experience  with  a low  incidence 
of  toxic  effects  has  been  accumulated  in  managing 
diabetic  patients  with  tolbutamide.  The  effec- 
tiveness of  the  drug  has  been  well  summarized  in 
a recent  report  by  Mehnert  et  al2  from  the  Joslin 
Clinic.  In  their  series  of  772  suitable  candidates 
for  therapy,  17.8  per  cent  failed  to  respond  to  the 
drug  at  all  (primary  failure),  52.6  per  cent  had 
good  control,  and  18.5  per  cent  had  fair  regu- 
lation. Despite  an  initial  response,  treatment  of 
40  patients  became  unsuccessful  after  prolonged 
observation  either  because  of  break  in  diet  or 
loss  of  drug  effect  (secondary  failure).  Our 
own  experience  has  been  similar  with  two  ad- 
ditions. The  first  is  that  often,  despite  a poor 
response  to  treatment,  our  patients  have  been 
unwilling  to  give  up  the  oral  form  of  therapy  and 
return  to  insulin.  The  second  is  that  with 
some  patients  requiring  large  doses  for  mainte- 
nance (2  to  3 Gm.  per  day),  the  expense  of  pro- 
longed medication  has  resulted  in  cessation  of 
therapy,  even  though  the  clinical  result  was 
satisfactory. 

A more  potent  oral  hypoglycemic  agent  than 
those  presently  available  with  comparable 
safety  is  desirable  not  only  to  reduce  the  number 
of  failures,  either  primary  or  secondary,  but 
also  to  increase  the  number  of  patients  con- 
sidered under  excellent  or  good  control.  In 
addition,  a more  potent  drug  might  lower,  the 
expense  of  maintenance  therapy. 

Chlorpropamide  (Diabinese),  a recently  de- 
veloped sulfonylurea  derivative,  has  the  follow- 
ing chemical  structure: 
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Administration  to  dogs  results  in  hypo- 
glycemia lasting  up  to  forty-eight  hours  after  a 
single  dose.  In  dogs  it  seems  to  be  slightly 
more  effective  in  lowering  the  blood  sugar  than 
tolbutamide  at  comparable  doses.3  Studies  in 
human  volunteers  establish  the  slow  excretion 
of  chlorpropamide  as  demonstrated  by  a very 
slow  decline  in  the  serum  concentration  following 
cessation  of  the  drug.4  In  order  to  evaluate  its 
effectiveness  in  the  management  of  diabetic 
patients,  a clinical  appraisal  was  carried  out  at 
the  Diabetic  Clinic,  State  University  of  New 
York  Medical  Center  at  Syracuse,  and  the  fol- 
lowing report  summarizes  our  experience  with 
chlorpropamide  during  the  first  four  and  one- 
half  months  of  study. 

Method  of  Study 

A total  of  41  patients  was  studied.  Using 
the  most  recent  blood  sugar  as  the  pretreatment 
control,  previous  therapy,  either  tolbutamide  or 
insulin,  was  discontinued,  and  chlorpropamide 
0.5  Gm.  per  day  was  begun.  The  diets  were 
not  altered  in  any  case.  All  patients  were 
seen  at  weekly  intervals  at  which  time  adjust- 
ments in  dosage  were  made,  and  an  exact  supply 
of  medication  was  dispensed.  No  patients 
received  more  than  1 Gm.  of  chlorpropamide 
per  day  during  the  study.  Prior  to  each  clinic 
visit  a fasting  blood  sugar,*  nonprotein  nitrogen, 
cephalin  flocculation,  complete  blood  count,  and 
urinalysis  were  carried  out  in  the  regular  out- 
patient laboratory.  In  addition,  the  results  of 
urine  tests  at  home  were  recorded.  After  the 
first  four  weeks  the  patients  were  switched  to 
monthly  clinic  visits  with  additional  appoint- 
ments when  necessary. 

Patient  Group 

Fourteen  of  the  patients  were  male  and  27 
female.  The  average  age  was  60.7  years  with  a 
range  of  thirty-nine  to  eighty-five  years.  Nine- 
teen had  been  on  tolbutamide  (1  to  3 Gm.  per 

* All  blood  sugars  referred  to  are  Folin  Wu  determinations 
80  to  120  mg.  per  cent  normal. 


3631 


SMITH  AND  DUBE 


TABLE  I. — Scale  Used  for  .Grading  Patients’  Diabetes 
Control  Record 


Control 

Fasting  Blood  Sugar 
(mg.  per  cent) 

Glycosuria 

Excellent 

80  to  140 

0 to  1 plus 

Good 

140  to  170 

0 to  2 plus 

Fair 

170  to  220 

0 to  3 plus 

Poor 

Above  220 

day),  15  on  insulin  (5  to  60  units  per  day), 
six  on  diet  only,  and  one  on  no  therapy.  Chlor- 
propamide was  discontinued  in  ten  patients 
either  due  to  undesirable  side-effects,  drug 
failure,  or  failure  of  the  patient  to  continue 
therapy.  The  remaining  31  patients  have  been 
divided  into  two  groups:  (1)  24  patients  with 
an  elevated  pretreatment  blood  sugar,  and  (2) 
seven  patients  with  a normal  pretreatment 
blood  sugar. 

Prior  diabetic  control  was  established  by 
reviewing  the  patient’s  clinic  record  and  grading 
each  according  to  the  scale  based  on  criteria 
used  by  Hurwitz  and  McCuistion5  (Table  I). 

After  treatment  the  patients  were  graded  again 
using  the  same  criteria  for  control. 

Results 

Diabetic  control  in  the  24  patients  with  ele- 
vated pre treatment  blood  sugars  before  and  after 
chlorpropamide  has  been  summarized  in  Table  II. 
Prior  to  chlorpropamide,  control  was  considered 
excellent  in  none,  good  in  five,  fair  in  nine,  and 


poor  in  ten.  Fifteen  of  these  patients  had  been  on 
tolbutamide,  three  on  insulin,  five  on  diet  alone, 
and  one  on  no  therapy. 

After  therapy  with  an  average  follow-up  of 
three  months  and  a range  of  one  month  to  four 
and  one-half  months,  ten  patients  were  now  con- 
sidered under  excellent  control,  six  were  good, 
seven  fair,  and  one  had  a poor  response.  Hence, 
following  chlorpropamide  therapy,  16  patients 
had  excellent  or  good  regulation  compared  with 
five  before  treatment.  Conversely,  out  of  19  in 
the  fair  or  poor  control  group  prior  to  chlorpro- 
pamide, only  eight  were  judged  fair  or  poor  after 
therapy. 

In  the  group  of  seven  patients  with  normal  pre- 
treatment blood  sugars  four  were  well  regulated 
and  three  were  under  poor  or  fair  control  before 
treatment  (Table  III).  None  was  excellent. 
Six  of  this  group  had  been  on  insulin  and  one  on 
tolbutamide.  After  treatment  with  chlorpro- 
pamide with  a mean  follow-up  of  two  and  one- 
half  months,  five  were  under  excellent  control,  one 
fair,  and  one  poor.  In  the  case  of  the  poor  re- 
sponse, despite  a poor  result,  therapy  had  not  been 
abandoned,  inasmuch  as  the  patient  was  blind. 
Higher  doses  are  being  tried  so  far  with  better 
results. 

Taking  the  16  patients  who  had  been  on  tol- 
butamide as  a separate  group,  five  had  been  under 
good  regulation,  three  fair,  and  six  poor  before 
changing  drugs.  After  switching  to  chlorpro- 


TABLE  II. — Diabetic  Control  Before  and  After  Chlorpropamide  in  24  Patients  with  Elevated  Pretreatment 

Blood  Sugars 


Age 

Sex 

Pretreatment 
Blood  Sugar 

Prior 

Treatment 

Prior 

Control 

Duration 

Follow-up 

(Months) 

Average 
Blood  Sugar 
After 

Chlorpropamide 

Follow-up 

Control 

75 

F 

185 

Tolbutamide 

Poor 

3 

176.1 

Fair 

65 

F 

169 

Tolbutamide 

Good 

4 

152.3 

Good 

42 

F 

228 

Tolbutamide 

Fair 

IH 

170 

Fair 

64 

F 

252 

Tolbutamide 

Fair 

141.7 

Good 

60 

M 

189 

Tolbutamide 

Poor 

3 

135.3 

Excellent 

&5 

F 

182 

Tolbutamide 

Fair 

4 

135.5 

Excellent 

59 

M 

173 

Tolbutarpide 

Fair 

3 

151 

Good 

45 

F 

385 

Tolbutamide 

Poor 

4 X 

260 

Poor 

75 

M 

223 

Tolbutamide 

Good 

3 

134.3 

Excellent 

71 

F 

222 

Tolbutamide 

Poor 

4 H 

191.5 

Fair 

51 

M 

169 

Tolbutamide 

Good 

4 

120 

Excellent 

65 

M 

210 

Tolbutamide 

Fair 

1 

130 

Excellent 

70 

F 

226 

Tolbutamide 

Poor 

4 H 

178.5 

Fair 

53 

M 

152 

Tolbutamide 

Good 

1 

114 

Excellent 

39 

F 

227 

Tolbutamide 

Poor 

1 

215.5 

Fair 

52 

F 

256 

Insulin 

Poor 

1H 

190.8 

Fair 

49 

F 

233 

Insulin 

Poor 

3 X 

168.6 

Good 

79 

F 

206 

Insulin 

Good 

3^ 

134 

Excellent 

70 

M 

168 

Diet 

Fair 

2 H 

116.5 

Excellent 

65 

F 

303 

Diet 

Poor 

4 

156 

Good 

64 

M 

256 

Diet 

Fair 

3 

104.8 

Excellent 

71 

M 

336 

Diet 

Fair 

3 

164 

Good. 

39 

F 

173 

Diet 

Fair 

1 

130.1 

Excellent 

56 

F 

315 

None 

Poor 

4 

207. 1 

Fair 
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CHLORPROPAMIDE  THERAPY  IN  DIABETIC  PATIENTS 


TABLE  III. — Diabetic  Control  Before  and  After  Chlorpropamide  in  Seven  Patients  with  Elevated  Pretreatment 

Blood  Sugars 


Age 

Sex 

Pretreatment 
Blood  Sugar 

Prior 

Treatment 

Prior 

Control 

Duration 

Follow-up 

(Months) 

Average 
Blood  Sugar 
After 

Chlorpropamide 

Follow-up 

Control 

57 

F 

119 

Tolbutamide 

Good 

4 

134.6 

Excellent 

59 

M 

139 

Insulin 

Poor 

2 

119.5 

Excellent 

71 

F 

112 

Insulin 

Good 

4^ 

110.2 

Excellent 

40 

F 

86 

Insulin 

Good 

1 

269 

Poor 

57 

M 

112 

Insulin 

Good 

4 

101 

Excellent 

74 

F 

86 

Insulin 

Poor 

1 

219 

Fair 

61 

F 

120 

Insulin 

Fair 

2 

121 

Excellent 

TABLE  IV. — -Response  to  Chlorpropamide  in  Ten  Patients  in  Whom  the  Drug  was  Discontinued 


Average 
Blood  Sugar 


Age 

Sex 

Pretreatment 
Blood  Sugar 

Prior 

Treatment 

Prior 

Control 

After 

Chlorpropamide 

Reason  for  Cessation 

74 

M 

182 

Tolbutamide 

Fair 

153 

Lost  to  follow-up 

49 

F 

240 

Tolbutamide 

Poor 

Weakness  and  dizziness 

78 

M 

257 

Tolbutamide 

Poor 

203.7 

Aching  arms 

60 

M 

141 

Insulin 

Good 

190 

Ulcer  exacerbation 

60 

F 

265 

Insulin 

Poor 

350 

Primary  failure 

52 

F 

371 

Insulin 

Fair 

Primary  failure 

49 

F 

Insulin 

Fair 

Primary  failure 

44 

F 

Insulin 

Good 

Weakness  and  dizziness 

69 

F 

172 

Insulin 

Good 

190 

Primary  failure 

70 

F 

197 

Diet 

Poor 

130 

Rash 

pamide,  seven  of  this  group  were  considered  under 
excellent  and  three  under  good  control  with  five 
fair  and  one  poor. 

Failures  and  Side- Effects 

Chlorpropamide  was  discontinued  in  ten  pa- 
tients (Table  IV) . One  patient  did  not  return  to 
the  clinic  for  follow-up.  In  the  remaining  nine 
patients,  therapy  was  stopped  in  four  because  of 
no  response  (primary  failure).  One  patient* 
developed  a generalized,  erythematous,  pruritic 
rash  after  ten  days  of  therapy  which  cleared 
promptly  on  discontinuing  chlorpropamide.  One 
patient  who  had  a definite  history  of  ulcer  de- 
veloped ulcer  symptoms.  The  drug  was  dis- 
continued, and  the  symptoms  disappeared 
promptly.  A gastrointestinal  series  at  the  time 
of  symptoms  revealed  an  active  duodenal  ulcer. 
Two  complained  of  weakness,  dizziness,  and  pal- 
pitations and  stopped  the  drug  themselves  after  a 
few  days.  The  ninth  patient  complained  of  ach- 
ing in  both  arms  which  subsided  after  he  took 
himself  off  therapy. 

Six,  or  20  per  cent  of  the  remaining  31  patients, 
experienced  mild  side-effects.  Three  complained 
of  drowsiness,  in  two  it  was  transient,  and  in  the 
third  it  subsided  on  reduced  dosage.  Two  pa- 
tients experienced  nausea  which  was  temporary 

* This  patient  was  also  on  isoniazid  and  para-aminosalicylic 
acid  which  were  continued. 


and  did  not  necessitate  reducing  the  dose  or  stop- 
ping medication.  The  sixth  patient  noted  oli- 
guria, and  chlorpropamide  was  discontinued. 
Since  the  nonprotein  nitrogen  and  urinalysis 
were  found  to  be  normal,  therapy  was  resumed 
after  one  week  without  reappearance  of  the  oli- 
guria. One  patient  died  at  home,  presumably 
of  a heart  attack. 

Complete  blood  count,  urinalyses,  nonprotein 
nitrogen,  and  cephalin  flocculation  tests  which 
were  determined  at  weekly  intervals  for  the  first 
month,  and  then  at  monthly  intervals,  did  not 
vary  significantly  from  pretreatment  levels. 

Summary 

1.  Forty-one  diabetic  patients  were  treated 
with  chlorpropamide  over  a period  ranging  from 
three  weeks  to  four  and  one-half  months. 

2.  Chlorpropamide  was  discontinued  in  ten 
patients.  One  was  lost  to  follow-up.  In  the  re- 
maining nine,  the  drug  failed  in  four  (primary  fail- 
ure), one  developed  a rash,  one  developed  an  ex- 
acerbation of  an  ulcer,  two  complained  of  weak- 
ness and  dizziness,  and  one  complained  of  aching 
in  both  arms. 

3.  In  the  remaining  31  patients,  diabetic  reg- 
ulation was  considered  excellent  in  15  and  good  in 
six  after  treatment,  compared  with  none  who  were 
excellent  and  only  nine  good  in  the  pretreatment 
group. 
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4.  At  the  same  time,  the  number  of  patients 
under  poor  or  fair  regulation  was  reduced  from  22 
to  ten  after  using  chlorpropamide. 

5.  Sixteen  of  the  patients  had  been  on  tol- 
butamide with  only  three  considered  under  good 
regulation  and  none  excellent.  After  switching 
to  chlorpropamide,  seven  were  now  considered 
under  excellent  and  three  under  good  control. 

6.  The  usual  dose  for  initiating  and  maintain- 
ing therapy  was  0.5  Gm.  per  day.  No  priming 
dose  was  used. 

7.  Six  (20  per  cent)  of  the  31  patients  experi- 
enced side-effects  which  were  mild  and  transient, 
usually  not  requiring  reduction  in  dosage  and  in 


no  instance  requiring  cessation  of  therapy. 

8.  There  were  no  significant  changes  in  the 
blood  counts,  urinalyses,  nonprotein  nitrogen,  or 
cephalin  flocculation  tests  during  the  period  of 
study. 
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Maternal  Deaths  Halved  in  Eleven-Year  Period 


The  proportion  of  women  dying  in  childbirth  has 
been  reduced  by  more  than  half  since  1946,  two 
New  York  physicians  reported  recently.  The  past 
few  years  have  been  a period  of  “phenomenal  growth 
and  accomplishments  unmatched  in  the  history  of 
obstetrics/  ’ they  said  in  the  September  20  Journal 
of  the  American  Medical  Association . 

According  to  the  United  States  National  Office  of 
Vital  Statistics,  the  number  of  deaths  per  10,000 
live  births  has  decreased  from  11.6  in  1946  to  4 in 
1956.  In  Bronx  County  the  number  has  dropped 
from  16.3  to  7.2.  The  figures  for  Bronx  County  are 
about  25  per  cent  higher  than  those  for  the  U.  S., 
because  the  Bronx  study  included  all  deaths  of 
women  within  ninety  days  of  delivery  regardless  of 
the  cause. 

The  five  major  causes  of  maternal  deaths  in  Bronx 
County  were  infection,  anesthesia,  toxemia,  hemor- 
rhage, and  heart  disease.  According  to  cause  of 
death,  the  percentage  of  decrease  in  maternal 
mortality  between  the  first  and  second  halves  of  the 
eleven-year  study  period  were:  infection,  80  per 
cent;  anesthesia,  65  per  cent;  toxemia,  45  per  cent; 
hemorrhage,  24  per  cent,  and  heart  disease,  21  per 
cent. 

Although  infection  accounted  for  only  10.2  per 
cent  of  all  maternal  deaths,  it  showed  the  greatest-* 


reduction  as  a cause  of  maternal  death.  “Were  it 
not  for  the  large  number  of  deaths  due  to  criminal 
abortion,  which  often  does  not  respond  to  the  anti- 
biotics, infection  would  be  eliminated  as  a leading 
cause  of  maternal  death.” 

As  an  adjunct  to  antibiotics,  blood  transfusions 
have  also  helped  reduce  the  number  of  deaths  from 
infection,  since  infection  often  follows  inadequately 
treated  hemorrhage.  New  blood  pressure-lowering 
drugs  and  diuretics  (drugs  which  facilitate  the  loss 
of  fluid  by  the  body)  help  control  toxemia,  a con- 
dition in  which  there  is  a general  “poisoning”  of  the 
system.  New  developments  in  anesthesia  and  the 
increasing  number  of  qualified  persons  to  administer 
it  have  made  anesthesia  safer  and  reduced  complica- 
tions. The  most  frequent  cause  of  maternal  death 
was  hemorrhage,  accounting  for  19  per  cent.  The 
decrease  in  deaths  was  primarily  due  to  the  more 
liberal  use  of  blood  transfusion. 

Other  factors  contributing  to  the  decrease  include 
education  of  the  public  concerning  the  importance 
of  early  prenatal  care  and  good  medical  care,  im- 
proved hospital  facilities,  and  more  rigid  hospital 
rules  and  regulations  pertaining  to  obstetric  practice. 

The  authors  are  Dr.  Milton  D.  Klein  and  Dr. 
Jacob  Clahr,  members  of  the  Bronx  County  Medical 
'Society’s  committee  for  maternal  welfare. 


3634 


New  York  State  J.  Med. 


Secondary  Hypertrophic  Osteoarthropathy 

ANDRIES  I.  ROODENBURG,  M.D.,  M.S.,  ROCHESTER,  NEW  YORK 
( From  the  Medical  Service  and  the  Arthritis  Clinic  of  the  Rochester  General  Hospital ) 


The  syndrome  of  clubbing  of  the  digits, 
periosteal  proliferation  with  pericortical 
deposition  of  bone  and  arthritis  is  known  by 
many  names,  the  most  accurate  of  which  is 
hypertrophic  osteoarthropathy.  Although  it  oc- 
curs as  an  idiopathic  disorder,  it  is  more  fre- 
quently seen  incidental  to  a major  visceral 
disease.  Marie1  and  Bamberger2  separately 
and  simultaneously  established  it  in  the  latter 
part  of  the  nineteenth  century  as  an  entity  to  be 
differentiated  from  acromegaly.  Its  conspic- 
uous connection  with  pulmonary  disease  was 
immediately  recognized  and  expressed  in  the 
name  secondary  pulmonary  hypertrophic  osteo- 
arthropathy. Clubbing  of  the  digits  had  been 
described  by  Hippocrates.  It  was  generally 
assumed  that  this  was  an  easily  recognizable 
feature  of  the  syndrome  described  by  Marie 
and  Bamberger.  More  convincingly  Locke3 
demonstrated  the  validity  of  this  assumption 
by  showing  that  extensive  x-ray  examination 
of  the  long  bones  in  instances  of  digital  clubbing 
would  provide  evidence  of  periosteal  proliferation. 
Clubbing  may  be  the  only  demonstrable  evidence 
of  hypertrophic  osteoarthropathy.  It  may  pre- 
cede or  follow  the  appearance  of  arthritis  and 
periostitis.  Usually,  however,  the  three  fea- 
tures appear  approximately  at  the  same  time. 

Prevalence 

In  his  review  of  the  literature  in  1915,  Locke3 
found  that  108  cases  were  associated  with  disease 
of  the  respiratory  tract,  six  with  heart  disease, 
13  with  diseases  of  the  alimentary  tract,  seven 
with  miscellaneous  conditions,  and  five  idio- 
pathic cases.  A breakdown  of  the  108  respira- 
tory cases  is  given  in  Table  I. 

In  11  of  the  13  cases  of  disease  of  the  alimen- 
tary tract  the  liver  was  involved.  The  other 
two  had  been  diagnosed  as  “chronic  enteritis.” 
Mendlovitz,4  in  his  review  of  1942,  did  not 
enumerate  the  primary  diseases.  Perusal  of  the 
bibliography  leaves  the  distinct  impression, 


Presented  in  part  at  the  annual  meeting  of  the  Western 
New  York  Chapter  of  the  American  College  of  Physicians, 
October  11,  1957. 


TABLE  I. — Breakdown  op  108  Cases  of  Secondary  Hy- 
pertrophic Osteoarthropathy  Associated  with  Diseases 
of  the  Respiratory  Tract 


Respiratory  Disease 

Number 
of  Cases 

Abscess  of  the  lung 

1 

Bronchiectasis 

40 

Bronchitis 

13 

Hydatid  cyst  of  the  lung 

1 

Empyema 

15 

Influenza 

1 

Malignant  disease 

9 

Pleurisy  with  effusion 

1 

Pneumonia 

3 

Streptothrix  of  the  lung 

1 

Pulmonary  tuberculosis 

23 

TABLE  II. — Prevalence  of 
Cases  in  Which  Pulmonary 

Osteoarthropathy  in  1,024 
Resection  was  Performed. 

Disease 

Number 

of 

cases 

-Osteoarthropathy — n 
Number 

of  Per 

cases  Cent 

Pleural  mesothelioma 

14 

8 

57.1 

Bronchiectasis 

189 

18 

9.5 

Pulmonary  abscess 

34 

6 

17.6 

Cyst 

30 

3 

10.0 

Malignant  tumor 

481 

25 

5.2 

Tuberculosis 

157 

1 

.6 

Benign  tumors 

119 

0 

0 

however,  that  the  vast  majority  of  cases  were 
related  to  pulmonary,  pleural,  or  mediastinal 
disease.  The  next  largest  category  (about  one 
third  the  size  of  the  thoracic  group)  was  that  of 
chronic  diarrheal  disorders.  Cardiac  disease 
(mainly  congenital  deformities  with  cyanosis) 
formed  a group  of  about  equal  size.  The  small- 
est group  was  made  up  of  disorders  of  the  liver, 
mostly  cholangiolitic  cirrhosis. 

Wierman,  Clagett,  and  McDonald5  in  1954 
analyzed  1,024  cases  in  which  pulmonary  re- 
section was  performed.  A breakdowm  of  the 
cases,  with  prevalence  of  osteoarthropathy,  is 
shown  in  Table  II.  Compared  to  the  figures  of 
Locke,  the  most  striking  changes  were  the  de- 
crease in  infectious  disorders  and  the  increase  in 
malignant  tumors.  The  authors  attributed  this 
to  better  diagnosis  (and  probably  also  increased 
prevalence)  of  pulmonary  carcinoma,  lessening  of 
suppuration  due  to  earlier  and  more  effective 
treatment,  and  the  source  of  the  material. 


November  15,  1958 


3635 


AN  DRIES  I.  ROODEXBURG 


A review  of  the  available  literature  published 
since  the  appearance  of  Mendlovitz’s  review 
gave  the  impression  that  the  majority  of  reported 
cases  of  hypertrophic  osteoarthropathy  were 
secondary  to  pulmonary  carcinoma.6-26  Spo- 
radic reports  appeared  regarding  association  with 
rhabdomyosarcoma  of  the  heart,27  tetralogy  of 
Fallot,28  subacute  bacterial  endocarditis,29  a 
traumatic  encysted  pulmonary  hematoma  which 
became  purulent,30  pulmonary  echinococcus 
cyst,31  pleural  mesothelioma,32  pyopneumothorax 
in  a two-year-old  child,33  benign  intrathoracic 
fibroma,34  where  the  osteoarthropathy  appeared 
many  years  after  discovery  of  the  tumor,  meta- 
static pulmonary  myxochondrosarcoma,35  pul- 
monary abscess,26  biliary  hepatic  cirrhosis,36 
non  tropical  sprue,37  chronic  myelogenous  leu- 
kemia,37 and  congenital  cyanotic  heart  disease.38 
If  this  summary  formed  a true  reflection  of  the 
prevalence  of  secondary  hypertrophic  osteoar- 
thropathy, the  relatively  infrequent  occurrence  of 
pulmonary  malignancy  as  the  primary  disease 
recorded  by  Locke3  and  Wierman  et  al.5  would 
be  difficult  to  understand. 

Study  of  Cases  of  Secondary  Hypertro- 
phic Osteoarthropathy 

The  record  index  of  the  Rochester  General 
Hospital  referred  to  only  three  cases  of  hyper- 
trophic osteoarthropathy.  A comparative  study 
of  so  few  cases  would  clearly  be  futile.  How- 
ever, it  was  believed  that  deficient  recording  of 
incidental  diagnoses  might  be  responsible  for 
this.  Therefore,  it  was  decided  to  approach  the 
problem  in  a more  indirect  way.  A number  of 
primary  diagnoses  were  selected  that  could  be 
expected  to  showr  a fair  prevalence  of  secondary 
hypertrophic  osteoarthropathy.  Furthermore, 
these  diagnoses  had  to  be  made  with  sufficient 
frequency  so  that  an  estimation  of  the  relative 
prevalence  of  this  syndrome  might  approximate 
accuracy.  It  was  decided  arbitrarily  that  the 
search  would  be  limited  to  hospital  admissions 
during  the  last  eight  years  only. 

The  following  diagnoses  were  selected:  bron- 
chiectasis, primary  pulmonary  carcinoma,  pri- 
mary pleural  malignancy,  secondary  pulmonary 
malignancy,  secondary  pleural  malignancy,  con- 
genital heart  disease  with  cyanosis  and  sub- 
acute bacterial  endocarditis.  For  comparison 
three  diarrheal  disorders,  ulcerative  colitis, 
regional  enteritis,  and  intestinal  amebiasis  were 
chosen. 

The  diagnosis  of  secondary  hypertrophic 


TAELE  III. — Incidence  of  Secondary  Hypertrophic 
Osteoarthropathy  in  427  Diagnosed  Cases  of  Various 
Primary  Diseases 


Primary  Disease 

Num- 

ber 

of 

cases 

Num- 

ber 

of 

cases 

Per 

Cent 

Bronchiectasis 

70 

8 

11.4 

Primary  pulmonary  carcinoma 

137 

12 

8.7 

Primary  pleural  malignancy 

4 

0 

0 

Metastatic  pulmonary  malignancy 

85 

1 

1.1 

Metastatic  pleural  malignancy 

18 

0 

0 

Congenital  heart  with  cyanosis 

18 

2 

11.1 

Subacute  bacterial  endocarditis 

17 

4 

23.5 

Ulcerative  colitis 

64 

0 

0 

Regional  enteritis 

7 

0 

0 

Amebic  enteritis 

7 

0 

0 

osteoarthropathy  was  based  on  the  presence  of 
clubbed  digits.  This  might  have  led  to  an 
underestimation  of  the  number  of  cases,  for 
clubbing  may  appear  after  the  other  components 
of  the  syndrome,  as  has  been  stated.  However, 
periosteal  proliferation  is  frequently  painless  and 
can  only  be  discovered  when  the  long  bones  are 
examined  roentgenographicallv,  which  is  hardly 
ever  done  routinely.  The  arthritis  is  not 
characteristic  and  can  only  be  assumed  to  be- 
long to  the  syndrome  if  it  is  accompanied  by  at 
least  one  other  component. 

Table  III  shows  the  number  of  each  primary 
diagnosis  with  the  incidence  of  secondary 
hypertrophic  osteoarthropathy. 

It  must  be  admitted  that  the  discrepancy  in 
numbers  of  the  various  primary  diagnoses  does 
not  permit  one  to  draw  definite  conclusions. 
The  number  of  primaty  pleural  malignancies 
was  disappointing  in  view  of  the  findings  of 
Wierman  et  al .5  However,  the  fair  agreement 
on  the  prevalence  of  hypertrophic  osteoar- 
thropathy between  the  other  categories  of  this  study 
and  the  comparable  categories  in  the  anatysis  of 
Wierman  et  al.  warrants  the  assumption  that  the 
result  of  this  study  may  be  regarded  as  an  in- 
dication of  the  real  state  of  affairs.  The  marked 
difference  between  primary  and  metastatic 
malignancy  of  the  lungs  undoubtedly  sub- 
stantiates the  general  impression.  The  study 
also  brought  out  that  in  analyses  of  this  type 
primary  pulmonary  malignancy  is  not  the  most 
frequent  primary  condition  to  provoke  the 
syndrome  of  secondary  hypertrophic  osteoar- 
thropathy. It  is  believed  that  further  study  of 
these  cases  shows  the  reason  for  this  discrepancy. 

Hypertrophic  Osteoarthropathy  Sec- 
ondary to  Bronchiectasis 

Two  of  the  eight  cases  had  symptoms  of 
arthritis. 
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Case  1. — A sixty-eight-year-old  man  had  bron- 
chiectasis with  a fifteen-year  history  of  copiously 
productive  cough.  The  fingers  were  clubbed.  One 
month  prior  to  admission  he  had  transient  fever 
with  signs  of  inflammation  at  the  right  knee.  This 
recurred  several  times  during  his  stay  in  the  hospi- 
tal. No  x-ray  studies  of  bones  or  joints  were  done. 

Comment. — Inflammation  of  the  knee  in  a sixty- 
eight-year-old  man  is  not  unusual  as  a sign  of  de- 
generative arthritis.  In  the  absence  of  involvement 
of  other  joints,  elevated  blood  uric  acid,  or  clubbing, 
one  would  not  hesitate  to  make  such  a diagnosis. 
However,  in  the  presence  of  clubbing,  this  may  well 
represent  a relatively  mild  case  of  hypertrophic 
osteoarthropathy. 

Case  2. — A forty-seven-year-old  man  had  chronic 
bronchial  asthma,  bronchiectasis,  and  emphysema. 
For  several  years  he  had  had  recurrent  episodes  of 
mild  pain  and  swelling  of  the  ankles,  knees,  wrists, 
and  painful  shoulders  as  well  as  clubbing  of  the 
fingers.  X-ray  films  of  these  joints  were  normal. 
Films  of  the  long  bones  had  not  been  made. 

Comment. — This  probably  is  a case  of  secondary 
hypertrophic  osteoarthropathy.  Only  large  joints 
are  involved.  The  x-ray  pictures  were  normal  in 
spite  of  many  recurrences  of  inflammation  over 
several  years.  Were  it  rheumatoid  arthritis,  one 
would  expect  to  see  some  x-ray  changes  (much  more 
rarely  seen  in  osteoarthropathy).  One  also  would 
expect  to  see  involvement  of  the  small  joints  of 
hands  and  feet,  although  this,  too,  may  be  seen  in 
osteoarthropathy. 

Subacute  Bacterial  Endocarditis  With 
Secondary  Hypertrophic  Osteoarthrop- 
athy 

Four  of  the  17  cases  seen  had  clubbing  of  the 
digits.  The  occurrence  of  transient  arthritides 
in  the  course  of  subacute  bacterial  endocarditis 
is  well  known. 

Case  3. — A twenty-nine-year-old  woman  had 
painful  swelling  of  the  right  knee  while  having  sub- 
acute bacterial  endocarditis.  She  was  followed  for 
two  years  after  her  cure.  During  that  time  no  re- 
currence of  joint  symptoms  was  noticed. 

Comment. — This  patient  had  no  clubbing.  In 
absence  of  evidence  of  periostitis,  it  is  impossible  to 
say  whether  this  arthritis  is  a manifestation  of  hy- 
pertrophic osteoarthropathy. 

Case  4. — A fifty-eight-year-old  man  had  painful 
swelling  of  ankles  and  knees  with  locally  increased 
skin  temperature,  painful  shoulders,  and  clubbing 
of  the  digits.  The  arthritis  disappeared  in  spite  of 
the  progression  of  the  disease,  although  the  clubbing 
remained. 


Comment:  Hypertrophic  osteoarthropathy  may 

be  seen  in  its  full-blown  form  in  subacute  bacterial 
endocarditis  but  it  is  rare.29  It  is  never  or  rarely 
seen  in  the  bacteria-free  stage.4  Whether  this  case 
and  similar  cases  should  be  interpreted  as  hyper- 
trophic osteoarthropathy  cannot  be  decided  here, 
but  the  possibility  should  be  considered,  especially 
when  clubbing  is  also  present. 

Congenital  Heart  Disease  with  Cyanosis 
With  Hypertrophic  Osteoarthropathy 

Of  the  18  cases,  two  showed  clubbing.  There 
was  no  evidence  of  either  periostitis  or  arthritis. 

Case  5. — Clubbing  was  noticed  at  the  age  of  four 
in  a male  patient  when  a diagnosis  was  made  of  a 
congenital  cardiac  deformity  of  the  Fallot  type. 
Clubbing  was  still  present  when,  at  the  age  of  thir- 
teen he  was  subjected  to  a Blalock  operation.  Fol- 
lowing this,  the  clubbing  regressed  markedly,  but  it 
reappeared  four  years  later  when  the  patient  de- 
veloped subacute  bacterial  endocarditis. 

Comment:  This  case  demonstrates  the  frequently 
observed  regression  of  hypertrophic  osteoar- 
thropathy when  the  primary  condition  is  eliminated. 
Its  subsequent  reappearance  is  an  interesting  though 
lugubrious  twist  of  fate. 

Primary  Pulmonary  Cancer  With  Sec- 
ondary Hypertrophic  Osteoarthropathy 

Six  of  the  12  cases  of  this  category  presented  a 
picture  of  acute,  very  painful  polyarthritis, 
involving  only  the  large  joints. 

Case  6. — A fifty-year-old  man  stated  that  six 
months  before  admission  he  suddenly  got  arthritis, 
and  the  distal  phalanges  of  his  fingers  became  larger 
and  red.  On  admission  ankles  and  knees  were  ex- 
tremely painful,  swollen,  and  the  skin  temperature 
was  locally  increased.  The  terminal  phalanges  of 
all  digits  showed  marked  clubbing.  X-ray  films  and 
subsequent  surgical  exploration  of  the  chest  showed 
the  presence  of  bronchogenic  carcinoma. 

Case  7. — A fifty-six- year-old  man  had  “a  cold’  ’ 
with  a temperature  elevated  to  104  F.  This  was 
associated  with  severe  pain,  swelling,  and  locally 
increased  skin  temperature  of  the  left  ankle  and  the 
left  knee.  Two  weeks  later  the  right  ankle,  the 
right  knee,  and  both  elbows  became  involved  as 
well.  He  also  noticed  that  the  terminal  phalanges 
of  his  fingers  became  larger,  red,  and  that  they 
seemed  to  burn.  Two  months  after  the  onset  of 
this  illness  this  patient  was  hospitalized.  X-ray 
films  of  the  involved  joints  were  not  remarkable. 
There  was  evidence  of  a tumor  on  the  chest  film 
which  proved  to  be  a bronchogenic  carcinoma. 
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Comment. — Both  cases  had  been  diagnosed  ini- 
tially as  rheumatoid  arthritis.  Apparently  no  at- 
tention had  been  paid  to  the  clubbing.  In  the  be- 
ginning these  patients  were  also  treated  for  rheuma- 
toid arthritis.  Thus,  precious  time  was  lost. 

Case  8. — A forty-six-year-old  man  noticed  the 
sudden  onset  of  swelling,  severe  pain,  and  locally  in- 
creased temperature  of  ankles  and  knees  as  well  as 
enlargement  of  the  distal  phalanges  of  all  digits 
four  months  before  admission.  He  had  had  a dry 
cough  for  many  years,  believed  to  be  related  to  his 
occupational  surroundings.  After  he  had  changed 
jobs  recently,  the  cough  had  become  noticeably  less. 
Cortisone  relieved  the  joint  symptoms  somewhat. 
A chest  film  indicated  the  presence  of  a left  hilar 
tumor.  A left  pneumonectomy  was  performed. 
Four  days  later  all  joint  symptoms  disappeared. 
Gradually  the  clubbing  also  decreased,  although  it 
did  not  disappear  entirely.  Eleven  months  later 
a chest  film  led  to  the  decision  to  explore  the  right 
lung.  A wedge  resection  showed  the  presence  of 
metastases.  Pain  and  swelling  of  the  knees  and 
angles  and  the  clubbing  recurred. 

Comment. — This  case  demonstrates  several 

points.  The  onset  of  hypertrophic  osteoarthropathy 
was  the  first  indication  of  a pulmonary  malignancy. 
The  cough  apparently  was  not  related  to  this.  As 
has  been  seen  before,  the  syndrome  regressed  as 
soon  as  the  primary  condition  had  been  eliminated. 
It  recurred  when  metastases  developed.  This  is 
of  interest  because  hypertrophic  osteoarthropathy 
is  rare  in  metastatic  pulmonary  cancer,  as  was 
shown  in  the  study  reported  above.  Therefore, 
one  might  believe  that  some  property  of  this  par- 
ticular kind  of  tumor  tissue  is  the  trigger  in  the  de- 
velopment of  the  osteoarthropathy.  Holmes,  Bau- 
man, and  Ragan18  expressed  a similar  thought. 

Case  9. — A seventy-six-year-old  man  had  had 
bronchial  asthma  for  more  than  thirty  years  with 
many  episodes  of  upper  and  lower  respiratory  tract 
infections.  When  seen  for  an  acute  asthmatic  at- 
tack in  February,  1951,  his  extremities  were  entirely 
normal.  In  June,  1953,  the  appearance  of  the  digits 
“suggested  clubbing.’  ’ The  chest  film  was  under 
suspicion  of  not  being  entirely  normal.  Bronchos- 
copy did  not  yield  any  additional  information.  In 
October,  1953,  the  clubbing  of  all  digits  had  become 
very  marked.  An  exploratory  thoracotomy  re- 
sulted in  the  diagnosis  of  an  oat-cell  carcinoma. 

Comment. — In  spite  of  a long  history  of  respira- 
tory disease,  the  rather  rapid  development  of  club- 
bing heralded  the  development  of  a pulmonary 
carcinoma. 

Comment 

The  evidence  obtained  from  this  group  of 
cases  tends  to  support  the  opinions  expressed  by 


Ray  and  Fisher,22  Vogl  et  al .,26  and  Simpson39  that 
hypertrophic  osteoarthropathy,  developing  rap- 
idly with  severe  joint  pain,  is  almost  always 
indicative  of  a malignancy  in  the  chest.  It 
may  develop  before  any  other  evidence.  Even 
when  clubbing  alone  develops  in  a short  period 
of  time,  the  search  for  a malignancy  in  the  chest 
should  be  pursued  to  the  utmost.  This  seems  to 
support  the  hypothesis  of  Holmes,  Bauman,  and 
Ragan18  who  feel  the  tumor  produced  a sub- 
stance that  is  a factor  in  the  etiologic  mechanism 
of  secondary  hypertrophic  osteoarthropathy. 
Case  8 bears  out  this  point  if  one  remembers 
that  the  secondary  disease  is  very  rare  in  me- 
tastatic pulmonary  malignancy  and  the  prompt- 
ness with  which  it  reappeared  when  the  re- 
maining lung  became  affected  by  metastases. 
Although  this  substance  is  entirely  hypothetic, 
it  might  be  helpful  to  see  how  it  would  comple- 
ment the  available  information. 

From  the  beginning  secondary  hypertrophic 
osteoarthropathy  has  been  associated  with 
cyanosis.  Pulmonary  infectious  disease  of  long- 
standing, pulmonary  arteriovenous  fistula,40  the 
erythremia  of  high  altitude,4  and  congenital 
cardiac  deformities  associated  with  cyanosis  have 
been  encountered  frequently  accompanied  by 
digital  clubbing.  On  the  other  hand,  cyanosis  is 
never  or  only  on  very  rare  occasions  a sign  of 
pulmonary  or  pleural  malignancy.  In  those 
cases  where  the  osteoarthropathy  is  seen  before 
the  presence  of  a chest  tumor  can  be  made  out 
on  the  roentgenogram,  it  would  be  difficult  to 
visualize  how  hypoxia  could  be  caused  by  such  a 
seemingly  minor  interference  with  the  pulmonary 
oxygen  change.  It  may  be  mentioned  here  that 
Cudkowicz  and  Armstrong41  have  described 
vascular  changes  in  cases  of  primary  bronchogenic 
carcinoma  only  when  associated  with  secondary 
hypertrophic  osteoarthropathy.  They  seemed 
to  be  in  the  nature  of  bronchopulmonary  anasto- 
moses and  were  believed  to  have  the  effect  of 
arteriovenous  fistulae.  If  confirmed,  this  would 
be  an  important  step  forward  in  our  understand- 
ing of  the  etiology. 

Rasmussen21  and  Semple  and  McCluskie24 
found  a lowered  arteriovenous  oxygen  difference 
in  extremities  with  clubbing  secondary  to  bron- 
chogenic carcinoma.  In  one  case  that  was  known 
to  have  preceded  the  clubbing  by  one  year.  In 
the  other  instance,  it  rose  to  normal  promptly 
after  surgical  removal  of  the  tumor.  The 
arteriovenous  oxygen  difference  is  believed  to  be 
decreased  because  of  local  hyperemia  with 
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dilated  arteriovenous  shunts.4-42  Thus,  tissue 
hypoxia  ensues  which,  when  it  lasts  for  a pro- 
longed period  of  time,  is  supposed  to  result  in 
the  changes  that  are  basic  to  hypertrophic  os- 
teoarthropathy. The  local  circulatory  change 
[ is  not  easily  explained. 

Recently  Brea,  as  quoted  by  Hansen16  and 
Flavell,12  demonstrated  that  section  of  the  vagus 
in  the  chest  is  followed  by  regression  of  the 
secondary  disease,  even  when  the  pulmonary 
tumor  could  not  be  removed.  In  addition,  it 
was  reported  recently  that  atropinization  re- 
sulted in  relief  from  pain  in  two  patients  with 
hypertrophic  osteoarthropathy  secondary  to 
congenital  cyanotic  cardiac  deformities.38  The 
vagus  nerve,  therefore,  may  be  implicated,  but 
the  manner  of  its  participation  is  far  from  clear. 

Some  information  points  to  certain  endocrine 
aberrations  as  factors  of  etiologic  significance. 

The  development  of  myxedema,  exophthalmus, 
and  digital  clubbing  was  recorded  in  a patient 
who  had  undergone  a thyroidectomy  for  Graves’ 
disease.43  Hyperplasia  of  the  pituitary  eosino- 
phils was  seen  in  four  cases.44  The  coexistence 
of  gynecomastia  and  secondary  hypertrophic 
osteoarthropathy  has  been  recorded  on  several 
occasions.6-25-44-45  Similarly,  primary  hyper- 
trophic osteoarthropathy  was  found  to  develop 
mainly  in  adolescent  males.  It  was  frequently 
combined  with  gynecomastia  and  female  dis- 
tribution of  hair.  Libido  and  potency  were 
normal.46 

Bean47  has  observed  the  combination  of  cu- 
taneous spiders  palmar  erythema  and  clubbing  in 
cirrhosis  of  the  liver.  He  believed  that  these 
phenomena  were  related  to  circulating  estrogens 
or  related  substances. 

One  can  only  speculate  on  the  relationship  of 
the  recorded  observations.  If  deficient  oxy- 
genation of  the  blood  existing  over  a certain 
period  of  time  can  lead  to  hypertrophic  os- 
teoarthropathy, it  wrould  not  be  difficult  to  be- 
lieve that  tissue  hypoxia  produced  in  other 
manners  might  have  the  identical  effect.  The 
work  of  Cudkowicz  and  Armstrong,41  if . con- 
firmed, would  indicate  the  mechanism  of  hy- 
poxemia in  pulmonary  malignancies,  but  it 
would  not  explain  the  lowered  peripheral  arterio- 
venous oxygen  difference.  The  role  of  the  vagus 
also  remains  a mystery. 

The  “hormonal”  evidence  cannot  be  fitted  into 
this  jigsaw  puzzle  either.  Bean’s  assumption 
that  estrogens  or  related  substances  were  etio- 
logically  significant  has  not  been  substantiated 


as  yet.  There  is  some  evidence  that  the  altered 
metabolism  of  certain  steroid  hormones  may  be 
due  to  circulatory  changes  in  the  liver.48  At 
best,  however,  this  would  have  some  bearing  on 
the  clubbing  seen  in  cirrhosis  of  the  liver  and 
give  no  clue  to  the  pathogenic  mechanism  in 
cases  without  liver  involvement. 

It  is  evident  that  the  pathogenesis  of  second- 
ary hypertrophic  osteoarthropathy  is  still  a 
mystery.  The  only  experimental  way  in  which 
it  ever  has  been  produced  was  by  making  an 
anastomosis  between  the  left  auricle  and  the 
pulmonary  artery  in  dogs,  as  reported  by  Mend- 
lovitz  and  Leslie.49  This  imitates  congenital 
heart  disease  with  cyanosis  but  leaves  all  other 
primary  mechanisms  in  the  dark.  It  is  clear 
that  the  assumption  of  a substance  produced  by 
tumor  tissue  does  not  contribute  to  the  classi- 
fication of  this  problem. 


Summary 

The  relative  prevalence  of  secondary  hyper- 
trophic osteoarthropathy  was  discussed.  It  does 
not  occur  most  frequently  incidental  to  pul- 
monary malignancies,  but  in  that  association  it 
appears  to  develop  more  rapidly,  and  it  seems  to 
be  more  painful.  The  pathogenesis  is  still 
unknown.  The  directly  inciting  factor  may  be 
tissue  hypoxia,  which  may  be  the  result  of  a 
number  of  different  mechanisms. 
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The  Effect  of  a New  Rauwolfia  Derivative, 
Deserpidine,  in  Hypertension 


B.  W.  BILLOW,  M.D.,  R.  SPECTOR,  M.D.,  F.  J.  MARTORELLA,  M.D.,  S.  S.  PALEY,  M.D.,  AND  S.  B. 

HARRIS,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Medicine  of  Harlem  Hospital , Department  of  Hospitals,  New  York  City ) 


A wealth  of  material  has  been  published  on 
the  efficacy  of  Rauwolfia  derivatives  in  cases 
of  mild  hypertension.1-3  However,  their  use  is 
frequently  associated  with  untoward  side-effects, 
with  drowsiness,  depression,  nasal  congestion, 
irritability,  diarrhea,  and  anorexia  being  the 
most  commonly  encountered.  A new  alkaloid 
from  Rauwolfia  canescens,  deserpidine,  was  re- 
ported by  Stoll  and  Hoffman4  in  1955.  Packman5 
studied  the  pharmacologic  and  chemical  proper- 
ties of  this  drug  in  relation  to  hypertension  and 
in  its  effect  on  psychiatric  patients.  A com- 
parison between  reserpine  and  deserpidine  was 
published  by  Ferguson.6  Achor7  investigated  the 
therapeutic  activity  and  side-effects  of  the  whole 
roots  of  Rauwolfia  serpentina  and  Rauwolfia 
canescens.  He  found  that  the  root  R.  canescens 
“tended  to  have  fewer  and  less  severe  side-effects.” 
This  paper  presents  our  findings  on  deserpidine 
after  one  year  of  study  of  it  as  therapy  for  93 
patients  suffering  from  mild  and  severe  hyper- 
tension. 

Methods  and  Materials 

Ninety-three  hypertensive  patients  were  treated 
with  deserpidine.  Thirty-three  were  followed 
in  the  hospital  outpatient  clinic,  and  60  were 
among  our  private  patients.  There  were  70 
males  and  23  females,  their  ages  ranging  from 
thirty-four  to  seventy-two  years. 

This  investigation  was  supported  in  part  by  a grant  from 
the  Abbott  Laboratories,  North  Chicago,  Illinois.  The  trade 
name  of  the  Abbott  Laboratories  for  the  deserpidine  em- 
ployed in  this  study  is  Harmonyl. 


Each  patient  was  examined  personally  by  one 
of  the  authors  and  followed  at  seven-to-fourteen- 
day  intervals.  Laboratory  studies  during  ther- 
apy included  blood  counts  and  blood  chemis- 
try determinations  (urea  nitrogen,  creatinine, 
sugar,  total  protein,  albumin  globulin  ratio,  and 
blood  cholesterol) . Additional  electrolyte  studies 
for  sodium,  potassium,  calcium,  etc.  were  done 
when  indicated  for  therapeutic  and  diagnostic 
purposes.  Routine  urinalyses,  repeat  chest  x- 
rays,  and  serial  electrocardiograms  were  done  on 
each  patient.  Pyelograms,  as  well  as  neurologic 
and  eye  consultations  were  ordered  when  deemed 
necessary  by  the  examining  physician.  Patients 
were  instructed  to  report  any  untoward  reactions 
immediately. 

We  classified  the  patients  with  blood  pressure 
readings  between  150  and  180/90  and  normal 
fundi  as  mild  hypertensives.  Those  with  diastolic 
pressures  over  100  and  systolic  pressures  between 
180  and  200  and  grade  I fundi  pathology  (caliber 
of  arteries  reduced  to  three  quarters  to  one  half 
of  veins)  or  grade  II  fundi  damage  (arteriovenous 
nicking  and  thickened  walls)  were  classified  as 
moderately  severe  hypertensives.  Patients  with 
fundi  showing  hemorrhages  or  cotton  wool 
exudates  and  papilledema  were  in  the  category 
of  malignant  hypertension,  regardless  of  blood 
pressure  findings. 

Table  I shows  the  number  of  patients  followed 
in  each  group.  There  were  75  patients  among 
the  mild  hypertensives,  10  among  the  moder- 
ately severe,  and  eight  in  the  malignant  group. 
The  18  severe  and  malignant  hypertensive 


TABLE  I. — Classification  of  Hypertensive  Patients 


Classification 
of  Hypertension 

Number 
of  Cases 

Character  of 
Fundi  Changes 

Kidney 
Pathology 
(Number 
of  Cases) 

' JJ1UUU  J 

Systolic 

Diastolic 

Mild 

75 

150  to  180 

90 

No  changes 

0 

Moderately  severe 

10 

180  to  200 

100  or  over 

Grades  I and  II 
changes 

3 

Malignant 

8 

210  (average) 

110  (average) 

Hemorrhages,  cotton 
and  wool  exudates, 
Papilledema 

8 
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TABLE  II. — Incidence  op  Most  Frequent  Complaints 
Among  93  Hypertensive  - Patients  Before  and  After 
Deserpidine  Therapy 


Number 

of 

Patients 

Results n 

with 

Improve-  No 

Complaint 

Complaint 

ment  Change 

Nervousness 

93 

89 

4 

Headache 

70 

48 

22 

Dizziness 

64 

51 

13 

Insomnia 

57 

40 

17 

Palpitation 

24 

22 

2 

Urinary  disturbance 

12 

8 

4 

Visual  impairment 

8 

2 

6 

patients  had  records  indicating  long-standing 
hypertension.  Among  the  75  mild  hyperten- 
sives, only  three  patients  were  unaware  of  pre- 
vious hypertension. 

Table  II  reveals  that  the  most  frequent  subjec- 
tive complaints  were  almost  constant  nervousness, 
occipital  headaches,  dizziness,  especially  with 
change  of  position,  insomnia,  urinary  disturbance, 
and  visual  impairment. 

Treatment  was  initiated  with  an  0.1  mg. 
tablet  of  deserpidine  three  times  daily  or  0.25  mg. 
three  or  four  times  daily,  depending  on  blood  pres- 
sure and  eye  pathology.  This  starting  dose  was 
usually  continued  for  two  to  three  weeks.  If 
there  were  no  objective  signs  of  improvement, 
the  dosage  was  gradually  increased  to  6 mg. 
daily,  the  upper  level  of  medication  employed  in 
this  study. 

Results 

The  results  of  treatment  in  these  patients  are 
summarized  in  Table  II.  There  was  subjective 
improvement  in  89  patients,  all  of  whom  stated 
that  they  were  less  nervous  or  appeared  to  be 
more  calm.  Four  patients  reported  no  sympto- 
matic improvement  while  receiving  this  medica- 
tion. There  were  fewer  complaints  of  headache 
and  difficulty  in  sleeping.  Dizziness  and  vertigo 
improved  in  most  patients,  although  a few  con- 
tinued to  complain  while  under  treatment. 

As  can  be  readily  seen  in  Table  III,  deserpidine 
produced  no  blood  pressure  changes  among  the 


severe  or  malignant  types  of  hyper  tension.  In 
contrast,  among  the  mild  hypertensive  patients 
an  average  systolic  and  diastolic  pressure  drop  of 
12  to  16  and  6 to  9 mm.  of  mercury  respectively 
was  recorded  in  68  patients.  The  balance,  or 
seven  patients,  showed  little  or  no  appreciable 
change.  It  is  our  impression  that  the  drop  in 
blood  pressure  usually  occurred  after  ten  to 
twenty  days  of  therapy.  Usually,  from  two  to 
three  weeks  after  discontinuance  of  medication, 
a rise  of  blood  pressure  to  higher  levels  was  again 
noted.  Most  of  our  patients  developed  slower 
heart  beat  while  under  treatment. 

The  incidence  of  untoward  reactions  or  side- 
effects  is  shown  in  Table  IV.  The  paucity  of 
toxicity  is  notable.  We  were  particularly  sur- 
prised to  find  that  complaints  of  drowsiness, 
exhaustion,  and  depression  were  infrequent.  As 
is  well-known,  these  have  been  the  most  common 
complications  seen  with  reserpine  therapy.  Nasal 
congestion,  which  has  been  quite  an  annoying 
disturbance  with  R.  serpentina,  was  a rare  com- 
plaint among  our  patients.  We  had  no  reports 
of  giddiness,  disturbed  sleep,  nausea,  or  anorexia, 
and  found  no  evidence  of  parkinsonism.  Never- 
theless, one  must  be  aware  that  these  symptoms 
may  be  encountered  while  administering  deser- 
pidine. As  with  reserpine,  increased  gastric 
secretion  and  acidity  may  result  from  its  use. 
There  was  no  evidence  of  electrolyte  or  cardio- 
graphic  changes  in  our  patients  while  under  treat- 
ment. Hematologic  studies  and  urinal yses  dur- 
ing medication  disclosed  no  blood  or  urinary 
abnormalities  attributable  to  the  medication. 
Laboratory  tests  as  well  as  repeated  personal 
examination  of  our  patients  during  this  study 
revealed  no  evidence  of  kidney  or  liver  damage. 

Comment 

All  authors  have  used  reserpine  in  treating 
mild  hypertension,  and  it  is  our  belief  that  the 
therapeutic  effects  of  deserpidine  are  similar  to 
those  of  reserpine.  In  contrast  to(our  experience 
with  reserpine,  we  found  a greater  degree  of 


Classification 

Hypertension 


TABLE  III. — Effect  of  Deserpidine  on  Blood  Pressure 


Number 

Number 
of  Patients 
with  Drop 
(Systolic 
and 

Blood  Pressures 

✓ Average  Drop  (mm.) * 

Number 
of  Patients 
with  No 

of  Cases 

Diastolic) 

Systolic  Diastolic 

Change 

Mild  75  68  12  to  16  6 to  9 7 

Moderately  severe  10  0 — — 10 

Malignant  8 0 — — 8 
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TABLE  IV. — Incidence  of  Side-Effects  in  93  Patients 
Treated  with  Deserpidine 


Complaint 

Number  of 
Patients 
with  Complaint 

Lethargy 

7 

Drowsiness 

4 

Depression 

2 

Nasal  Congestion 

1 

safety  with  deserpidine  and  relatively  lower 
toxicity.  Also,  it  was  better  tolerated  by  our 
patients. 

Summary 

1.  After  one  year  of  clinical  study  involving 
93  patients,  deserpidine  was  found  to  be  effective 
as  a mild  hypotensive  agent,  with  minimal  side- 
effects. 

2.  The  results  in  75  mild  hypertensive  cases 
were  qualitatively  similar  to  those  seen  with 
reserpine  in  similar  dosage  ranges. 

3.  The  average  initial  dose  was  0.1  to  0.25  mg. 
three  or  four  times  daily.  No  patient  received 
more  than  6 mg.  daily  in  this  study. 

4.  Deserpidine  produced  no  reduction  in 
blood  pressure  among  18  moderately  severe  and 
malignant  hypertensive  patients,  although  its 
administration  resulted  in  symptomatic  improve- 


ment by  creating  a sense  of  well-being  and  mild 
sedation  in  16  patients. 

5.  Deserpidine  produced  subjective  improve- 
ment in  89  patients  in  a total  of  93  cases  of  hyper- 
tension. 

6.  Toxic  reactions  were  exceedingly  mild, 
none  severe  enough  to  interrupt  treatment. 
Nevertheless,  side-effects,  such  as  nausea,  leth- 
argy, depression,  and  nasal  congestion,  may  occur, 
and  both  physician  and  patient  should  be  alerted 
to  these  complications. 

7.  Laboratory  studies  during  medication 
revealed  no  blood  or  urinary  abnormalities  or 
evidence  of  hepatic  or  renal  damage. 

1148  Fifth  Avenue,  New  York  28 


This  investigation  was  conducted  in  collaboration  with 
the  Division  of  Surgical  Research  of  the  Department  of  Sur- 
gery, Harlem  Hospital. 
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Need  for  Polio  Vaccination  During  Pregnancy  Stressed 


Polio  vaccination  during  pregnancy  is  important 
because  it  serves  two  purposes:  combating  the 

“extraordinary  susceptibility”  of  pregnant  women  to 
the  disease  and  prolonging  their  infants’  passive 
immunity.  These  were  the  conclusions  of  five 
University  of  Minnesota  researchers  who  studied 
138  pregnant  women.  Their  study  is  reported  in 
the  September  J.A.M.A. 

More  than  65  per  cent  of  the  women  were  found  to 
be  incompletely  protected  against  the  disease. 
After  receiving  two  Salk  vaccine  shots  during  preg- 
nancy, the  proportion  dropped  to  18  per  cent.  Before 
receiving  the  shots,  33.1  per  cent  showed  immunity 
to  all  three  polio  viruses;  58.6  per  cent  to  one  or 
two  types,  and  8.3  per  cent  to  none.  After  the  shots 
82  per  cent  were  immune  to  all  three  types. 

The  study  also  indicated  that  vaccination  during 
pregnancy  lengthened  immunity  in  newborn  infants. 
The  authors  explained  that  newborn  infants  are 


resistant  to  certain  diseases  as  a result  of  receiving 
antibodies  from  a mother  who  has  been  immunized 
by  natural  infection  or  previous  vaccination.  The 
duration  of  immunity  depends  on  the  amount  of 
antibody  present.  The  higher  the  antibody  level, 
the  longer  the  immunity  lasts.  By  vaccinating  the 
mother,  her  own  antibody  level — and  her  infant’s — 
is  raised. 

The  study  showed  that  the  infants  eliminated 
about  half  of  the  polio  antibodies  received  at  birth 
within  five  weeks.  The  length  of  immunity  result- 
ing from  the  remaining  antibodies  depended  on  the 
original  antibody  level.  Some  infants  still  showed 
some  immunity  at  nine  and  twelve  months  of  age. 

The  authors  are  Dr.  Mauricio  Martins  da  Silva, 
Dr.  Konald  A.  Prem,  Eugene  A.  Johnson,  Ph.D., 
Dr.  John  L.  McKelvey,  and  Dr.  Jerome  T.  Syverton 
of  the  University  of  Minnesota  Medical  School, 
Minneapolis. 
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Observations  on  the  Course  and  Treatment  of 
Patent  Ductus  Arteriosus  in  Infancy 

JOSEPH  E.  MACMANUS,  M.D.,  THEODORE  C.  JEWETT,  JR.,  M.D.,  AND  EDWARD  C.  LAMBERT, 

M.D.,  BUFFALO,  NEW  YORK 

( From  the  Cardiovascular  Service,  Children's  Hospital,  and  the  Departments  of  Surgery  and  Pediatrics, 

University  of  Buffalo  School  of  Medicine) 


With  the  tremendous  strides  made  in  the 
development  of  cardiovascular  surgery 
during  the  past  fifteen  years,  less  attention  has 
been  directed  toward  the  more  common  “un- 
solved’ ’ problems  in  this  field.  The  closure  of  a 
patent  ductus  by  either  suture  obliteration  or 
division  or  ligation  is  now  carried  out  with  a high 
degree  of  success  in  the  major  operative  clinics 
of  the  world.  Important  facets  of  the  total 
clinical  problem,  however,  have  not  been  suffi- 
ciently stressed.  The  speed  with  which  babies 
may  decompensate  and  die  from  this  defect  is 
perhaps  not  properly  appreciated.  The  difficulty 
of  accurate  diagnosis  in  a seriously  ill  infant  and 
the  ease  with  which  this  condition  may  be  con- 
fused with  ventricular  septal  defects,  single 
ventricle,  truncus  arteriosus,  and  other  con- 
ditions similarly  difficult  to  correct  in  infancy, 
points  up  the  necessity  of  constantly  considering 
in  differential  diagnosis  the  possibility  of  a patent 
ductus  arteriosus.  This  is  particularly'  rewarding 
when  the  clinical  picture  may  be  quite  bizarre 
and  when,  if  it  represents  the  predominant  lesion, 
correction  may  miraculously  convert  a moribund 
baby  into  a remarkably  healthy  one  in  a few  weeks 
time. 

The  discovery  at  autopsy  of  a hemodynamically 
significant  patent  ductus  as  the  cause  of  the  death 
of  an  infant  presenting  an  obscure  congenital 
heart  lesion  is  an  extremely  unhappy  event  and 
justifies  an  aggressive  approach  to  the  “undiag- 
nosed” congenital  cardiac  where  this  lesion 
can  not  be  excluded  as  the  major  defect. 

We  have  studied  the  infants  with  this  diagnosis 
operated  on  at  the  Cardiovascular  Service  of  the 
Children’s  Hospital.  The  series  includes  those 
who  were  operated  on  as  emergencies  with  an 
uncertain  diagnosis.  It  also  includes  those  op- 
erated on  electively  with  clear  and  convincing 
clinical  evidence  of  the  defect;  that  is,  when  either 
impending  failure  or  a steadily  enlarging  heart 
made  it  clear  that  operative  intervention  was 
advisable. 


TABLE  I. — Presenting  Symptoms  and  Symptoms  Ex- 
hibited During  Hospital  Study  of  29  Infants  Operated 
on  for  Patent  Ductus  Arteriosus 


Symptoms 

Number 

of 

Infants 

Presenting  symptoms 

Dyspnea 

11 

Recurrent  respiratory  infections 

7 

Failure  to  thrive 

6 

Asymptomatic 

5 

Symptoms  in  hospital 

Poor  weight  gain 

16 

Dyspnea 

11 

Respiratory  infections 

11 

Poor  feeding 

9 

Asymptomatic 

5 

Heart  failure 

3 

A 

Ziegler1  has  reviewed  the  pertinent  literature 
bearing  on  this  aspect  of  patent  ductus,  adding 
some  22  cases  of  his  own,  eight  of  whom  were 
one  year  old  or  ymunger.  His  paper  reviews  in 
great  detail  the  particular  clinical  characteristics 
of  the  patients  in  this  age  group.  Those  inter- 
ested in  the  finer  details  may  refer  to  this  excellent 
article. 

In  reviewing  the  29  infants  operated  on  for 
patent  ductus  arteriosus  at  the  Children’s  Hos- 
pital, we  found  that  the  ages  of  these  babies 
varied  between  four  weeks  of  age  to  twenty-three 
months.  The  average  age  was  8.26  months  at 
the  time  of  surgery.  Twenty  of  these  children 
were  females  and  nine  were  males.  There  were 
26  white  children  and  three  Negro  children. 
Prematurity  was  noted  in  five  of  the  29  children. 
The  prematurity^  factor  was  of  interest  but  had 
no  apparent  significance.  In  three  of  the  children 
there  was  a definite  history  of  maternal  rubella 
during  the  first  trimester  of  pregnancy  It  is 
obvious  from  the  average  age  that  most  of  the 
infants  operated  on  were  desperately  ill  babies 
otherwise  suigery  would  not  have  been  done  at 
such  an  early  age. 

Both  presenting  symptoms  and  those  symptoms 
exhibited  during  their  hospital  study  are  listed 
separately  in  Table  I.  We  can  appreciate  the 
serious  combination  of  poor  weight  gain  and  heart 
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Fig.  1.  Representative  sections  of  preoperative  electrocardiogram  of  a thirteen-month-old  infant  showing 
evidence  of  right  ventricular  hypertrophy.  Findings  reverted  to  normal  three  years  after  ligation  of  patent 
ductus. 


failure  so  often  found  in  the  same  patient.  In 
a large  series  of  infants  admitted  to  the  Children’s 
Hospital  with  congenital  heart  disease  and  who 
subsequently  came  to  surgery  or  autopsy,  some 
pulmonary  complication  was  present,  including 
atelectasis  of  specific  lobes  or  lobar  emphysema 
in  nine  per  cent  of  the  patients.  In  this  case 
study  by  Lambert  et  al2  it  is  interesting  that 
one  third  of  the  patients  offered  important  aber- 
rations of  pulmonary  function  not  directly  related 
to  disturbed  cardiac  physiology.  The  speed  with 
which  these  symptoms  developed  is  difficult  to 
outline  in  paradigms.  The  entire  clinical  course 
in  very  young  babies  may  be  run  in  one  to  two 
weeks.  This  often  imposes  a real  responsibility 
on  the  clinician  in  attendance  for  accurate  and 
rapid  analysis  of  the  hemodynamic  problem. 

A review  of  standard  textbooks  and  much  of  the 
early  literature  on  this  congenital  defect  suggests 
that  the  continuous  murmur,  so  characteristic  of 
this  defect,  only  rarely  occurs  before  the  first  year 
of  life  and  that  if  present  before  this  age,  it  suggests 
the  presence  of  an  additional  lesion  (coarctation 
of  the  aorta,  pulmonic  stenosis).  It  is  note- 
worthy that  17  patients  had  continuous  cardiac 
murmurs  and  that  four  of  these  were  in  patients 
under  one  year  of  age.  One  of  these  patients 
was  scarcely  two  months  of  age.  The  position 
of  these  murmurs  was  not  very  different  from 
those  already  well  documented  by  others.  The 
other  12  infants  had  only  systolic  murmurs  with 
no  evidence  of  a diastolic  component  even  on 
repeated  examinations. 

It  is  well  known  that  the  diagnosis  by  x-ray  of 
specific  chamber  enlargement  in  infants  is  difficult 
and  unreliable.  Anatomically  different  con- 


genital lesions  may  yield  similar  x-ray  shadows 
and  similar  congenital  defects  will  appear  in 
hearts  quite  dissimilar,  roentgenologically  speak- 
ing. Other  than  the  presence  or  absence  of 
enlargement  of  the  pulmonary  artery  and  usually 
increased  pulmonary  vascularity,  little  else  of  a 
specific  nature  can  be  gained  from  the  x-ray  in 
the  diagnosis  of  this  condition  in  this  age  group. 
All  but  two  of  our  cases  showed  evidence  of 
cardiac  enlargement.  Pulmonary  engorgement 
was  a very  prominent  feature  in  eight  patients. 
In  no  infant  was  a diminution  of  vascularit}^ 
noted.  It  is  perhaps  important  to  mention  here 
that  retrograde  aortography  or  cardiac  catheter- 
ization may  be  used  to  clarify  the  diagnosis  in 
an  otherwise  obscure  case.  However,  these 
technics  actually  may  be  dangerous  in  a critically 
ill  infant. 

Review  of  the  electrocardiographic  studies  of 
these  children  indicated  that  left  ventricular 
hypertrophy  was  present  in  17  cases.  The  earli- 
est appearance  was  noted  in  an  infant  one-and- 
one-half-months  of  age.  Combined  ventricular 
hypertrophy  was  seen  in  nine  cases.  The  young- 
est infant  in  whom  this  was  noted  was  two- 
months  old.  In  two  cases  the  electrocardiogram 
was  normal.  The  demonstration  of  a definitely 
predominant  right  ventricular  hypertrophy  in 
one  case,  in  which  surgery  later  confirmed  the 
presence  of  a patent  ductus  as  the  onfy  lesion,  was 
surprising  in  view  of  the  frequently  recurring 
statement  made  in  the  literature  that  this  finding 
indicates  the  presence  of  an  additional  defect  or 
a reversal  of  flow  through  the  patent  ductus. 
Significant  stretches  of  the  electrocardiographic 
studies  of  this  patient  are  shown  in  Fig.  1.  The 
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OBSERVATIONS  ON  COURSE  AND  TREATMENT  OF  PATENT  DUCTUS  ARTERIOSUS 


TABLE  II. — Indications  for  Surgery  on  29  Infants  with 
Patent  Ductus  Arteriosus 


Indications 

Number 

of 

Infants 

Primary  indications 

Enlarging  heart 

19 

Heart  failure 

8 

Undiagnosed 

2 

Poor  growth 

2 

Secondary  indications 

Poor  growth 

15 

Repeated  respiratory  infections 

3 

identification  of  the  predominant  chamber  en- 
largement (left  ventricle)  by  this  method  is  of 
diagnostic  value  in  the  diagnosis  of  this  lesion 
when  combined  with  the  other  clinical  evidence 
pointing  to  a left  to  right  shunt. 

One  third  of  the  patients  were  catheterized,  and 
of  this  group  the  average  pressure  recorded  in 
the  right  ventricle  was  83  mm.  Hg.  The  highest 
right  ventricular  pressure  was  100  mm.  Hg  and 
the  lowest  was  43  mm.  Hg.  Occasionally  the 
aorta  was  entered  through  the  patent  ductus  by 
the  catheter.  In  the  two  series  reported  by  Zie- 
gler1 and  Bauersfeld  et  al.,s  similar  evidence  of 
pulmonary  hypertension  was  found.  It  is  prob- 
ably true  that  most  infants  who  are  in  difficulty 
because  of  a large  patent  ductus  arteriosus  have 
some  degree  of  pulmonary  hypertension.  It  has 
been  demonstrated  that  this  is  less  often  true  in 
older  children. 

The  indications  used  by  this  service  for  opera- 
ting on  these  infants  are  outlined  in  Table  II.  The 
two  cases  listed  as  undiagnosed  were  subjected  to 
exploration  as  desperately  ill  infants  refractory  to 
medical  therapy  and  in  whom  there  was  a strong 
suspicion  of  the  presence  of  the  lesion,  although 
a ventricular  septal  defect  could  not  be  excluded. 
Immediate  emergency  surgery  was  performed 
on  both  these  infants  with  gratifying  success. 
The  remainder  of  the  patients  were  operated  on 
more  leisurely  after  adequate  but  not  protracted 
study.  This  particularly  applies  to  those  in 
heart  failure  who  had  been  clinically  diagnosed 
with  satisfaction.  The  term  “enlarged  heart”  in 
the  paradigm  refers  to  the  steadily  increasing 
cardiothoracic  ratio  rather  than  to  a static 
condition.  Many  of  these  infants  were  followed 
for  varying  periods  of  time  before  the  decision 
to  operate  was  taken. 

It  is  important  at  this  point  to  mention  that  we 
also  have  operated  on  a small  group  of  very  ill 
babies  with  the  presumptive  diagnosis  of  patent 
ductus  in  whom  a ventricular  septal  defect  or 


persistent  atrioventricular  commune  (five  cases) 
had  been  found.  We  have  produced  pulmonary 
stenosis  in  the  ventricular  septal  defect  group 
after  the  suggestion  of  Muller  and  Dammann4 
in  some  cases.  Three  have  died. 

The  operative  technic  employed  in  the  majority 
of  these  cases  was  multiple  obliterative  ligatures, 
usually  four  (one  or  two  of  the  suture  type),  well 
separated  after  adequate  mobilization  of  the 
ductus.  In  a few  cases  division  was  necessary. 
There  were  no  surgical  deaths  in  the  group  of 
infants  in  whom  the  diagnosis  of  patent  ductus 
arteriosus  was  correct.  In  three  cases,  systolic 
thrills  could  be  felt  at  the  base  of  the  aortic 
pulmonary  root  after  closure  of  the  ductus,  in- 
dicating the  probable  presence  of  additional 
intracardiac  defects.  The  postoperative  com- 
plications encountered  consisted  of  one  child 
with  a wound  infection  and  one  case  of  trache- 
obronchitis with  bilateral  pneumothorax.  Two 
other  children  had  localized  areas  of  pneumonitis. 
All  these  complications  responded  rapidly  to 
treatment  and  were  of  no  serious  consequence. 

Summary 

Twenty-nine  infants  who  had  a patent  ductus 
arteriosus  as  the  primary  hemodynamic  defect 
and  who  underwent  surgical  treatment  are  pre- 
sented. Certain  significant  features  of  the  per- 
sistent ductus  in  this  particular  age  group  are 
outlined. 

It  is  becoming  increasingly  clear  that  infants 
may  be  overwhelmed  rather  precipitously  at  times 
by  the  hemodynamic  load  imposed  by  this 
anomaly.  The  diagnosis  usually  can  be  clearly 
made  and  the  appropriate  surgical  treatment 
carried  out  with  excellent  results  and,  happily, 
with  little  risk.  We  do  not  intend  to  justify 
operation  on  all  infants  with  patent  ductus 
arteriosus.  It  should  be  recognized  that  there 
are  special  indications  and  that  the  dangers  of 
procrastination  and  persistent  medical  support  in 
the  face  of  either  accelerating  or  stationary  hemo- 
dynamic imbalances  may  far  exceed  the  small 
risk  of  surgical  correction. 
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Multiphasic  Management  of  Premenstrual  Tension 

ALVIN  F.  GOLDFARB,  M.D.,  PHILADELPHIA,  PENNSYLVANIA 


Premenstrual  tension,  first  described  by 
Frank1  as  a complex  of  physical  and  psy- 
chologic symptoms  occurring  during  the  seven 
to  ten  days  immediately  preceding  onset  of  the 
menses,  is  a condition  of  which  physicians  are 
becoming  increasingly  aware.  It  is  now  known 
to  vary  widely  in  its  degree  of  severity  and  in 
its  physical  manifestations. 

Premenstrual  tension  is  one  of  the  most 
common  cyclic  disorders  of  women,  affecting 
about  half  of  all  menstruating  women.2  The 
wide  incidence  of  this  condition  has  stimulated 
numerous  studies  of  its  pathogenesis  with  a 
primary  aim  of  developing  a rational  means  of 
therapy.  At  this  time  it  would  seem  reasonable 
to  assume  that  effective  treatment  must  deal 
simultaneously  with  the  different  causative 
facets  and  the  several  clinical  manifestations  of 
the  syndrome. 

That  premenstrual  tension  occurs  during  the 
luteal  phase  is  prima-facie  evidence  of  its  relation 
to  ovulation.  This  relationship  is  best  explained 
by  considering  the  luteal  hormone  to  be  the  basic 
causative  factor.  It  has  been  shown  that 
progesterone  is  capable  of  producing  in  the 
first  part  of  the  cycle  a condition  simulating 
premenstrual  tension . 3 There  is  an  accumulation 
of  salt  and  water  with  its  accompaniment  of 
edema,  muscular  abnormalities,  and  general 
malaise. 

Numerous  other  opinions  as  to  the  cause  of 
premenstrual  tension  have  been  recorded  in  the 
literature.  It  has  been  suggested  that  an  increase 
of  the  estrogen/progesterone  ratio  is  the  basic 
causative  factor.1’4  Overproduction  of  the  pos- 
terior pituitary  antidiuretic  hormone,5  endog- 
enous hormone  allergy,6  and  increased  adrenal 
cortical  activity7  also  have  been  implicated. 
The  view  that  a menstrual  toxin  elaborated  in 
the  endometrium  is  absorbed  in  abnormally 
large  quantities  also  has  been  expressed.8’9 

The  most  prominent  symptoms  encountered 
in  premenstrual  tension  are  irritability  and 
depression.  In  addition,  anxiety,  insomnia, 
feelings  of  insecurity,  muscular  tension,  back- 
ache, and  occipital  headache  often  are  noted. 
An  increase  in  appetite  and  thirst  is  a striking 
symptom,  associated  with  retention  of  water  and 


electrolytes,  generalized  edema,  abdominal  bloat- 
ing and  discomfort,  and  breast  pain.10  Objective 
findings  during  this  period  which  have  been 
emphasized  in  previous  reports  include  hypo- 
glycemia,11 neutrophilia,12  lymphocytopenia,7  sup- 
pression of  capillary  resistance13  and  of  digital 
sweating,7  and  increased  sensitivity  of  the 
respiratory  center.14  The  retention  of  fluid  is  so 
marked,  with  an  average  premenstrual  weight 
gain  of  about  4 pounds,  that  it  probably  rep- 
resents the  proximal  cause  of  the  various 
premenstrual  symptoms.10-15 

Since  tension  is  not  always  present  in  these 
cases,  the  more  inclusive  term  “premenstrual 
syndrome”  has  been  suggested.15  “Mittelwahn” 
refers  to  the  periodic  appearance  of  premenstrual 
symptoms,  in  milder  form,  at  the  time  of  ovula- 
tion.16 

The  psychosomatic  aspects  of  premenstrual 
tension  cannot  be  ignored.17  Pre-existing  anx- 
iety, fear  reactions,  and  depressive  episodes  are 
undoubtedly  aggravated  at  this  time.  In  some 
instances,  a definite  link  to  psychotic  reactions 
has  been  established.18-19  Although  this  regular 
fluctuation  in  psychic  activity  may  well  explain 
the  proverbial  capriciousness  and  unpredicta- 
bility of  the  female  temper,  women  are  found  to 
be  amazingly  uniform  in  mood  when  examined 
at  corresponding  stages  of  their  menstrual 
cycle.2  There  are  some  women,  moreover, 
who  apparently  can  easily  function  in  an  ordinary 
environment,  but  when  called  on  to  make  a rapid 
or  a spontaneous  adjustment  during  the  pre- 
menstruum, break  down  temporarily,  sometimes 
with  serious  consequences.3  At  this  time  the 
reactivity  of  the  autonomic  nervous  system  is 
profoundly  altered  which  may  account  for  many 
of  the  concomitant  changes  in  physical  and 
laboratory  findings.12 

Premenstrual  tension  is  neither  a simple  nor 
a well-understood  malady.  Many  suggested 
therapeutic  agents,  especially  the  estrogenic  and 
progesterone-like  substances,  have  failed  to 
justify  initial  expectations.  By  contrast,  a 
multiple-component  preparation  introduced  by 
Morton  and  coworkers20  deals  with  known 
features  of  the  premenstrual  syndrome  rather 
than  with  its  speculative  aspects.  They  com- 
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TABLE  I. — Composition  of  Enteric-Coated  Tablets 

WITH  D-AMPHETAMINE 


Compound 

Quantity 

(mg.) 

Ammonium  chloride 

330 

D-Amphetamine  sulfate 

2.5 

Homatropine  methylbromide 

1.0 

Vitmain  Bi 

2.0 

Vitamin  B2 

1.0 

Vitamin  B6 

0.5 

Calcium  pantothenate 

1.0 

Niacinamide 

5.0 

TABLE  II. — Number  of  Patients  in  Each  of  the  Age 
Groups  Treated  for  Premenstrual  Tension 

Number 

of 

Age  Group 

Patients 

Fifteen  to  twenty 

4 

Twenty-one  to  twenty-five 

14 

Twenty-six  to  thirty 

18 

Thirty-one  to  thirty-five 

8 

Thirty-six  to  forty 

6 

Total 

50 

bined  ammonium  chloride  as  a diuretic  to 
counteract  the  marked  retention  of  extracellular 
tissue  fluids,  homatropine  methylbromide  as.  an 
antispasmodic  and  as  a leveller  of  the  upset 
balance  of  the  autonomic  nervous  system, 
caffeine  as  a mild  stimulant,  and  a group  of 
vitamins  helpful  in  increasing  the  breakdown 
of  estrogens  by  the  liver. 

In  his  initial  report  on  the  use  of  this  prep- 
aration in  249  volunteers  with  premenstrual 
symptoms,  Morton  found  that  relief  was  obtained 
by  61  per  cent  of  the  patients,  as  distinguished 
from  15  per  cent  when  a placebo  was  used. 
When  this  therapy  was  supplemented  with  a 
high-protein,  low-salt  diet,  the  percentage  of 
success  was  improved  to  79  per  cent,  in  contrast 
to  39  per  cent  with  a placebo.20 

Eichner  and  Waltner21  administered  this 
preparation  to  87  patients.  They  reported 
complete  relief  of  symptoms  associated  with 
pelvic  congestion  in  50  per  cent  of  their  patients 
and  partial  relief  in  the  others.  They  found 
that  for  treatment  to  be  effective  it  must  be 
started  seven  to  ten  days  prior  to  the  onset  of 
menstrual  flow.  Relief  of  symptoms  by  use 
of  this  drug  in  73  per  cent  of  their  ovulating 
patients  was  also  reported  by  Kalz  and  Scott.22 

Since  depression  now  appears  to  be  the  most 
characteristic  symptom  of  premenstrual  tension, 
it  was  decided  to  employ  a modification  of 
Morton’s  original  compound  in  which  the  caffeine 
component,  which  has  only  minimal  central 
stimulating  activity,  is  replaced  by  d-amphet- 


TABLE  III. — Previous  Obstetric  Status  of  Patients 
Treated  for  Premenstrual  Tension 


Number  of 

Gravidity 

Patients 

0 

12 

1 

8 

2 

16 

3 

10 

4 

2 

5 

2 

Total 

50 

TABLE  IV. — -Results  of  Treatment  of  Premenstrual 
Symptoms  in  Fifty  Patients 

Symptom 

Good 

Response 

Fair 

Response 

Poor 

Response 

Depression  and  irri- 
tability 

41 

6 

3 

Edema  and  distention 

40 

6 

4 

Headache 

38 

10 

2 

Mastalgia 

15 

19 

16 

amine.  This  combination  was  originally  de- 
signed to  provide  optimal  therapy  in  patients 
in  whom  mental  depression  is  a dominant  or 
refractory  symptom.  In  this  study,  however, 
it  was  utilized  in  an  unselected  group  of  patients 
suffering  from  premenstrual  tension  without 
reference  to  the  severity  of  depression  in  each 
individual  case.*  Its  composition  is  listed  in 
Table  I. 

Methods  and  Results 

Fifty  patients  from  private  practice  suffering 
from  premenstrual  tension  were  treated.  Their 
ages  and  previous  obstetric  status  are  listed  in 
Tables  II  and  III. 

The  dosage  used,  two  tablets  three  times 
daily,  provided  the  patient  with  a daily  total 
of  15  mg.  of  d-amphetamine  sulfate  and  2 Gm. 
of  ammonium  chloride.  The  drug  was  adminis- 
tered during  the  ten  days  preceding  the  estimated 
day  of  onset  of  the  menstrual  flow  and  for  twenty- 
four  hours  thereafter.  A diet  low  in  salt  and 
high  in  protein  was  recommended  for  the  same 
period. 

A record  was  kept  of  the  severity  of  headaches, 
depression,  irritability,  backache,  mastalgia, 
abdominal  distention,  edema,  and  thirst,  each 
being  graded  on  an  arbitrary  scale  from  0 (absent) 
to  100  (very  severe).  The  results  of  treatment 
(Table  IV)  in  terms  of  the  subjective  response 
of  each  patient  during  two  menstrual  cycles 
were  then  interpreted  as  follows:  more  than 

* The  medication  used,  Pre-Mens  with  d-amphetamine,  was 
supplied  through  the  courtesy  of  The  Purdue  Frederick  Com- 
pany, New  York  City. 
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50  per  cent  relief  of  symptoms  meant  a good 
response,  25  to  50  per  cent  a fair  response, 
and  less  than  25  per  cent  a poor  response. 

The  three  symptoms  that  showed  the  greatest 
improvement  while  under  treatment  were  depres- 
sion and  irritability,  headache,  and  abdominal 
distention.  The  percentages  of  improvement 
are  remarkably  similar  in  these  three  instances. 
Breast  symptoms,  on  the  other  hand,  were 
least  affected  by  this  medication,  probably 
because  cyclic  changes  in  steroid  levels  during 
preceding  menstrual  periods  had  led  to  irrevers- 
ible fibrocystic  changes. 

Side-effects  encountered  in  this  series  were 
insomnia  and  nausea.  The  five  patients  who 
found  it  difficult  to  sleep  were  advised  to  take 
the  third  dose  at  3 p.m.,  as  a result  of  which  this 
disturbance  was  alleviated  in  two  and  eliminated 
in  the  remaining  three  patients.  Moderate 
nausea  occurred  in  one  of  the  50  patients  who 
showed  a great  deal  of  anxiety  in  other  ways. 
This  is  a considerably  better  record  than  that 
noted  in  our  previous  experiences  with  ammonium 
chloride  and  may  be  due  to  the  enteric  coating 
or  to  the  smaller  quantity  of  the  diuretic  needed 
when  used  in  a combination  of  this  type. 

The  problem  of  premenstrual  tension  is  one 
that  deserves  and  requires  a great  deal  of  further 
study.  At  this  time  there  is  no  evidence  on  which 
a method  of  management  other  than  sympto- 
matic therapy  can  be  based.  By  attacking 
the  chief  clinical  features  of  this  syndrome,  the 
preparation  used  in  this  study  affords  specific 
relief  to  depression,  retention  of  water  and 
electrolytes,  and  headache,  and  therefore  rep- 
resents a desirable  addition  to  our  therapeutic 
armamentarium . 

Summary 

Fifty  patients  suffering  from  recurrent  pre- 
menstrual tension  were  treated  with  a preparation 
containing  ammonium  chloride,  d-amphetamine 


sulfate,  homatropine  methylbromide,  and  nutri- 
tional factors.  Treatment  was  begun  during 
the  ten  days  preceding  the  onset  of  menstrual 
flow,  and  continued  for  twenty-four  hours 
following  its  cessation.  The  regimen  was  sup- 
ported by  a low-salt,  high-protein  diet. 

The  major  symptoms  of  premenstrual  ten- 
sion— depression,  irritability,  edema,  abdominal 
distention,  and  headache — were  relieved  in 
80  per  cent  of  the  50  women  treated.  Insomnia, 
relieved  on  reduction  of  dosage,  was  noted  in 
five  patients,  and  nausea  in  one.  There  were 
no  major  side-effects. 

269  South  19th  Street,  Philadelphia  3 
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There  is  a Reaper  whose  name  is  Death, 

And,  with  his  sickle  keen, 

He  reaps  the  bearded  grain  at  a breath, 

And  the  flowers  that  grow  between. — Henry  Wadsworth  Longfellow 


November  15,  1958 


3649 


The  Harlequin  Color  Change 


KENNETH  A.  DEITCHER,  M.D.,  ALBANY,  NEW  YORK 
( From  the  Albany  Hospital  and  Albany  Medical  College  of  Union  University) 


relatively  common  but  little-described  con- 
dition seen  in  the  neonatal  period  is  the 
harlequin  color  change.  It  is  the  purpose  of 
this  paper  to  present  two  cases  of  this  phenom- 
enon, with  a brief  review  of  the  literature 
and  comment  regarding  the  pathophysiology  of 
the  mechanism  responsible  for  this  condition. 

The  harlequin  color  change  is  a benign  con- 
dition characterized  by  a transient  cutaneous 
blush  located  over  the  dependent  side  of  the 
body.  This  condition  has  been  found  in  pre- 
mature and  full-term  infants  only  during  the 
neonatal  period. 

The  first  reported  occurrence  of  this  phenom- 
enon was  by  Neligan  and  Strang1  in  1952. 
They  reported  on  a series  of  29  infants,  pre- 
dominantly prematures,  who  exhibited  this 
color  change.  Their  statistical  survey  of  250 
babies  in  the  nursery  revealed  an  incidence  of 
8.8  per  cent  who  showed  this  condition.  The 
time  occurrence  for  the  color  change  was  be- 
tween forty-eight  and  ninety-six  hours  of  age. 

In  1953  Herlitz2  reported  four  cases  of  uni- 
lateral skin  vessel  crisis  in  infants  four  to  twenty- 
eight  days  of  age.  In  all  of  these  cases  the 
neonatal  period  was  complicated  by  infant  dis- 
tress with  cyanosis  and  apnea,  necessitating 
the  administration  of  oxygen.  Three  of  these 
cases  were  from  four  to  eight  weeks  premature. 
It  was  the  author’s  opinion  that  these  cases 
represented  minor  cerebral  hemorrhages  second- 
ary to  birth  trauma,  with  the  pathologic  sites 
of  hemorrhage  in  or  near  the  suprasegmental 
autonomic  center  in  the  medulla  or  hypothal- 
amus. 

Birdsong  and  Edmunds3  described  a case  of 
the  harlequin  color  change  in  a full-term  in- 
fant. In  this  case  the  color  change  was  noted 
at  twenty-four  hours  of  age  and  could  not  be 
reproduced  ninety-six  hours  after  birth. 

In  May,  1957,  Pearson  and  Cone4  reported  a 
case  of  the  harlequin  color  change  that  was 
associated  with  severe  tricuspid  atresia  in  a full- 
term  infant.  In  this  case  the  color  was  ac- 
centuated by  the  cyanotic  heart  condition. 


Case  Reports 

Case  1. — A baby  boy  was  born  spontaneously  in 
the  occipito-anterior  position  on  October  1,  1957, 
approximately  eight  weeks  befoie  the  expected  day 
of  delivery.  The  child’s  birth  weight  was  3 pounds 
12  ounces.  The  initial  physical  examination,  ap- 
proximately five  minutes  after  birth,  revealed  a 
slightly  cyanotic  white  male  who  was  slightly  le- 
thargic but  had  a good  cry.  There  were  no  malfor- 
mations or  birth  injuries  noted.  Physical  examina- 
tion of  the  chest  revealed  the  lungs  to  be  well  ex- 
panded by  percussion.  Auscultation  revealed  fine 
rales  at  both  lung  bases.  The  neurologic  examina- 
tion at  this  time  revealed  a fair  Moro,  a fair  grasp, 
and  a poor  suck  reflex. 

The  child  was  placed  in  an  incubator  and  35  per 
cent  oxygen  with  maximum  humidity  was  adminis- 
tered for  twelve  hours.  Four  days  following  birth 
the  child  suddenly  became  apneic  for  one  to  two 
minutes  with  marked  mottling  and  cyanosis  of  the 
skin.  The  heart  sounds  were  strong  and  regular. 
Caffeine  sodium  benzoate  was  given  intramuscu- 
larly as  a respiratory  stimulant  with  an  immediate 
increase  in  the  child’s  activity  and  return  of  irregu- 
lar respiratory  movements.  Approximately  one- 
half  hour  after  the  administration  of  the  stimulant, 
the  child  had  a regular  respiratory  rate  of  about  40, 
and  the  skin  had  good  color. 

Oh  the  tenth  day  of  age,  the  harlequin  color 
change  was  noted  while  the  child  was  lying  on  his 
left  side  in  an  incubator.  There  was  a deep  red 
flush  of  the  dependent  portion  of  the  body,  extend- 
ing from  the  child’s  head  to  his  left  foot,  with  a per- 
fectly straight  line  of  demarcation  extending  the 
entire  length  of  the  body  from  the  midforehead  to 
the  pubis.  Posteriorly  the  line  of  demarcation  ex- 
tended along  the  entire  length  of  the  vertebral 
spines.  This  color  change  could  be . repeatedly  re- 
produced bilaterally  by  placing  the  child  on  one 
side  or  the  other.  On  one  occasion  this  color  change 
was  repeated  ten  times  in  succession  without  failure. 
The  deep  red  blush  was  timed  on  several  occasions 
and  would  occur  from  thirty  to  forty-five  seconds 
after  placing  the  child  on  his  side.  This  color 
change  would  persist  if  the  child  remained  quiet 
and  unmolested.  However,  if  the  child  would  cry, 
move  slightly,  or  was  placed  flat  on  his  back  or 
stomach,  the  erythema  would  disappear  within 
sixty  to  one  hundred  and  twenty  seconds. 

The  child  was  observed  daily,  and  on  the  fifteenth 
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day  the  elicitation  of  the  color  change  had  become 
more  difficult  and  would  occur  only  after  placing 
the  child  on  his  side  for  five  to  ten  minutes.  The 
ensuing  erythema  was  quite  evanescent,  lasting  only 
about  thirty  seconds.  Subsequent  observations 
have  failed  to  demonstrate  this  phenomenon  in  this 
child. 

Case  2. — A baby  boy  was  the  second  of  twins  born 
prematurely  following  a spontaneous  labor.  The 
first  baby  was  delivered  normally  from  the  vertex 
position  on  November  6,  1957.  The  birth  weight 
was  4 pounds  12  ounces.  The  second  baby  was 
delivered  thirty-six  minutes  later  by  version  breech 
extraction  with  the  mother  well  relaxed  by  ether 
anesthesia.  The  birth  weight  was  4 pounds  8 
ounces. 

At  birth  this  child  was  deeply  cyanotic,  flaccid, 
and  apneic.  Artificial  respiration  and  positive 
pressure  breathing  were  maintained  for  four  min- 
utes, at  which  time  spontaneous  respiration  oc- 
curred. The  child  had  a weak  cry  and  a deeply 
cyanotic  color.  The  child’s  color  improved,  but 
there  were  marked  suprasternal  and  subcostal  re- 
tractions, and  the  lungs  revealed  fine  scattered  rales 
bilaterally.  The  child  was  placed  in  an  incubator 
and  35  per  cent  oxygen  with  maximum  humidity 
was  administered.  The  child  was  also  given  Escha- 
tin  and  antibiotics  prophylactically.  Twenty-four 
hours  later  the  oxygen  was  discontinued. 

On  November  11,  1957,  five  daysafter  delivery,  the 
child  exhibited  the  harlequin  phenomenon.  This 
was  noted  several  times  during  the  ensuing  five 
days,  but  was  not  seen  after  the  tenth  day  of  age. 

Comment 

In  the  world  literature,  35  cases  of  the  har- 
lequin color  change  have  been  reported.  The 
etiology  of  this  phenomenon  has  been  suggested 
by  Herlitz,2  who  related  its  occurrence  to  minute 
hemorrhages  in  the  central  nervous  system. 

Hirvensalo,5  in  an  autopsy  series  of  premature 
and  full-term  infants  dying  of  respiratory  disease 
in  the  neonatal  period,  found  a significant  num- 
ber: 37  per  cent  of  54  premature  infants  and 
50  per  cent  of  20  full-term  infants,  who  had 
microscopic  hemorrhages  in  the  medulla  ob- 
longata. Most  of  these  hemorrhages  occurred 
in  the  vicinity  of  the  fourth  ventricle.  In  11 
cases  the  hemorrhage  was  situated  in  the  actual 
medullary  tissue,  and  in  six  of  these  its  location 
was  within  the  area  designated  as  respiratory 
center.  This  center  is  situated  in  an  area  of 
the  brain  stem  bounded  interiorly  by  the  lowest 
point  of  the  calamus  scriptorius  and  the  superior 
boundary  located  midway  in  the  mesencephalon. 


The  autonomic  controlling  center  of  vasomotor 
tone  is  situated  in  the  hypothalamus  and  medulla. 
Ford6  states  that  vasodilation  may  be  elicited  by 
stimulation  of  the  floor  of  the  fourth  ventricle 
near  the  calamus  scriptorius.  From  these  areas 
originate  preganglionic  nerve  fibers  that  ter- 
minate in  the  sympathetic  ganglion  cells.  The 
postganglionic  fibers  reach  the  periphery  in  the 
mixed  peripheral  nerves  and  end  in  vessel  walls. 
The  distribution  of  these  fibers  is  unilateral  and 
stops  abruptly  at  the  midline  of  the  body. 

Rothman,7  in  his  discussion  of  the  central 
vasoconstrictor  impulses,  states  that  cutaneous 
blood  vessels  are  under  the  influence  of  con- 
tinuous efferent  constrictor  impulses  which 
keep  a vessel  in  a state  of  tonic  contraction. 
If  these  impulses  are  interrupted  or  paralyzed, 
the  small  arteries  and  arterioles  dilate,  causing  a 
considerable  increase  in  blood  flow  through  the 
skin  and  a corresponding  increase  in  skin  tem- 
perature. 

In  the  cases  of  harlequin  color  change  reported, 
all  have  been  either  prematures  or  full-term 
infants  that  have  had  periods  of  anoxia  and 
cyanosis. 

It  is  a fact  that  in  conditions  of  anoxemia 
small  punctate  hemorrhages  may  arise  in  various 
organs,  including  the  central  nervous  system. 
It  is  also  known  that  circulatory  interference  due 
to  birth  trauma  with  stasis  may  produce  hemor- 
rhages in  the  central  nervous  system.  These 
hemorrhages  have  been  shown  to  be  most 
numerous  in  the  region  of  the  respiratory  center 
in  the  medulla.5  This  specific  anatomic  region 
is  also  a center  for  anatomic  control  of  the 
peripheral  blood  vessels. 

It  is  the  author’s  opinion  that  the  immature 
blood  vessels  of  the  premature  infant,  sub- 
jected to  severe  anoxia  at  or  shortly  after  birth, 
rupture,  causing  minute  petechial  hemorrhages 
in  the  region  of  the  medulla  oblongata.  These 
hemorrhages  temporarily  paralyze  the  autonomic 
controlled  vasoconstrictor  impulses,  allowing 
the  peripheral  cutaneous  blood  vessels  to  dilate 
when  in  a dependent  position. 

This  theory  seems  to  be  borne  out  in  the  four 
cases  described  by  Herlitz2  and  the  two  cases 
presented  in  this  paper. 

Summary- 

Two  cases  of  the  harlequin  color  change  in 
premature  infants  are  reported.  Both  sus- 
tained sufficient  trauma  in  the  early  neonatal 
period  to  cause  central  nervous  system  hemor- 
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rhages.  A review  of  the  pathophysiology  of  the 
vasodilatory  centers  of  the  central  nervous 
system  and  their  proximity  to  the  respiratory 
centers  suggest  a possible  relationship  between 
neonatal  anoxia  and  the  harlequin  color  change. 
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Alcohol  Consumption  Impairs  Hearing 


If  you  can’t  hear  people  at  cocktail  parties  it 
may  be  due  to  the  alcohol  you’re  drinking.  Tempo- 
rary impairment  of  hearing  is  one  of  the  effects  alcohol 
has  on  the  body,  according  to  a report  in  the  August 
30,  Journal  of  the  American  Medical  Association. 

The  report,  by  Rollo  N.  Harger,  Ph.D.,  Indian- 
apolis, is  a chapter  from  a manual  being  prepared  by 
the  A.M.A.  committee  on  medicolegal  problems. 
The  manual  deals  with  medical  and  legal  procedures 
involved  in  the  use  of  chemical  tests  for  intoxication. 
In  discussing  hearing  impairment,  Dr.  Harger 
mentioned  a study  showing  that  a higher  tone  in- 
tensity is  necessary  for  a person  to  perceive  a given 
tone  or  to  differentiate  between  tones  after  he’s 
been  drinking.  The  difficulty  arises  because  of  the 
depressant  effect  of  alcohol  on  the  central  nervous 
system. 

Most  of  the  drug  effects  of  alcohol  are  due  to 
its  presence  in  the  brain,  which  it  enters  within 
seconds  after  it  appears  in  the  blood. 

In  addition  to  hearing  impairment,  other  effects 
of  alcohol  resulting  from  its  presence  in  the  central 
nervous  system  are  impairment  of  vision,  clumsiness 
of  voluntary  muscles,  and  deterioration  of  judgment 
and  self-control.  Alcohol  also  affects  the  skin,  the 
stomach,  heart  and  circulation,  liver,  and  kidneys. 
Some  of  Dr.  Harger’s  comments  about  these  effects 
follow: 

— Moderate  doses  of  alcohol  cause  a marked 
dilation  of  skin  blood  vessels,  resulting  in  a flushed 


face.  However,  in  alcoholic  coma,  the  impaired 
circulation  causes  a pallor  of  the  skin. 

— One  researcher  has  shown  that  the  incidence  of 
vomiting  is  practically  the  same  after  intravenous 
administration  of  alcohol  as  after  drinking.  Thus  it 
appears  that  the  vomiting  effect  originates  in  the 
central  nervous  system  and  not  in  the  stomach. 

— It  appears  that  alcohol  has  very  little  effect  in 
the  gastrointestinal  tract  beyond  the  stomach. 
The  stomach  reacts  to  alcohol  with  a change  in  the 
amount  of  gastric  juice  secreted. 

— With  small  amounts  of  alcohol  there  seems  to 
be  a temporary  rise  in  pulse  rate,  blood  pressure,  and 
total  blood  flow.  However,  these  effects  are  mild 
compared  to  the  action  of  many  circulatory  stimu- 
lants. 

— Temporary  impairment  of  the  liver’s  ability  to 
break  down  sugar  has  been  found  to  follow  the  inges- 
tion of  alcohol. 

— It  appears  unlikely  that  the  moderate  use  of 
alcohol  produces  any  kidney  damage.  The  in- 
creased volume  of  urine  after  consumption  of  alco- 
holic beverages  is  due  to  the  augmented  water  intake 
and  to  the  marked  diuretic  effect  of  alcohol.  Alcohol 
allows  increased  water  loss  by  the  body  because  it 
inhibits  the  production  of  a pituitary  gland  hormone. 
This  hormone  normally  prevents  the  loss  of  exces- 
sive amounts  of  fluid  by  the  body. 

Dr.  Harger  is  professor  of  biochemistry  and  toxi- 
cology, Indiana  University  School  of  Medicine. 
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Phenylketon  uria 

FRANK  L.  LYMAN,  M.D.,  EVANSVILLE,  INDIANA 


IN  1934  a Norwegian  biochemist  by  the 
name  of  Foiling1  first  described  the  syndrome 
known  as  phenylketonuria.  His  attention  was 
first  focused  on  this  condition  by  a mother 
complaining  about  the  peculiar  odor  of  her  child’s 
urine.  Dr.  Foiling  determined  that  this  odor 
was  due  to  abnormal  metabolites,  namely, 
phenylpyruvic  acid,  in  the  urine.  Investigating 
further,  Dr.  Foiling  discovered  that  this  child, 
as  well  as  several  siblings,  was  mentally  retarded. 
In  tribute  to  this  original  research  the  disease 
is  sometimes  known  as  Folling’s  disease.  Other 
names  for  this  disease  have  included  phenyl- 
pyruvic oligophrenia,  phenylpyruvic  amentia, 
imbecilitas  phenylpyruvica,  and  phenylketonuria. 
The  latter  name  suggested  by  Penrose  and 
Quastel2  has  been  most  generally  accepted 
throughout  the  United  States. 

Phenylketonuria  is  an  inborn  error  in  the 
metabolism  of  the  amino  acid,  phenylalanine. 
It  is  characterized  by  high  blood  phenylalanine 
levels  and  the  presence  of  phenylpyruvic  acid 
in  the  urine.  This  metabolic  error  is  due  to  a 
deficiency  of  the  hepatic  enzyme,  phenylalanine 
hydroxylase,  which  normally  converts  phenyl- 
alanine to  tyrosine.3*4  Infants  with  phenyl- 
ketonuria appear  to  be  normal  at  birth,  but 
unless  treated  they  develop  a progressive  mental 
deficiency. 

Easily  detected  and  managed,  the  treatment 
of  phenylketonuria  represents  one  of  medicine’s 


first  answers  to  the  prevention  of  mental 
deficiency. 

Incidence 

Jervis5  has  estimated  the  incidence  of  phenyl- 
ketonuria to  be  one  in  25,000  births.  Recent 
investigation  indicates  that  the  incidence  may 
be  as  often  as  one  in  20,000  births.  Based  on 
this  figure  approximately  one  person  in  every 
70  in  the  United  States  is  a phenylketonuria 
carrier.  There  are  probably  6,000  to  9,000 
phenyl'ketonuric  mental  defectives  in  the  United 
States,  an  estimated  25  per  cent  of  whom  are  in 
institutions.  This  latter  figure  amounts  to 
approximately  1 per  cent  of  the  institutional 
mental  defective  patient  population.  All  races 
are  affected.  However,  the  incidence  appears 
to  be  lower  among  the  Jewish  and  Negro  popu- 
lations. 

Genetics 

Phenylketonuria  is  a hereditary  disease.  The 
gene  involved  is  a recessive  one,  and  the  afflicted 
individuals  are  homozygous  for  this  gene.  Be- 
cause of  the  nature  of  phenylketonuria,  homo- 
zygous phenylketonurics  rarely  mate,  although  a 
few  such  cases  have  been  reported.  Therefore, 
most  phenylketonuria  patients  result  from  the 
mating  of  heterozygous  (carriers)  parents.  Ac- 
cording to  the  Mendelian  laws  of  heredity,  the 
following  situation  would  exist  (P  indicates  the 
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normal  dominant  gene,  p equals  the  recessive 
phenylketonuric  trait) : 


Pp j Pp 


r 

1 

pp 

Pp  Pp 

PP 

Normal 

Carriers 

Phenylketonuric 

According  to  the  laws  of  chance,  one  fourth 
of  the  offspring  of  a heterozygous  phenylketonuric 
mating  should  be  normal,  one-half  phenylketo- 
nuric carriers,  and  one-fourth  phenylketonurics. 
Phenylketonuric  carriers  have  normal  mentality 
but  tend  to  have  higher  blood  phenylalanine 
levels  than  normal  individuals.6  Phenjd- 
ketonuric  carriers  can  be  detected  by  the  phenyl- 
alanine tolerance  test  and  generally  tend  to 
have  higher  phenylalanine  blood  levels  than  the 
general  population. 

Clinical  Picture 

Phenylketonuric  children  appear  to  be  normal 
at  birth.  However,  at  the  age  of  one  to  six 
weeks  they  begin  to  excrete  the  products  of 
incomplete  phenylalanine  metabolism  in  their 
urine.  These  wastes  consist  primarily  of  phenyl- 
pyruvic  and  phenyl-lactic  acids.  The  urine 
has  a characteristic  odor  (that  of  phenylacetate), 
and  cases  have  been  diagnosed  on  the  basis  of 
the  odor  alone. 

Untreated  phenjdketonuric  children  progres- 
sivefy  develop  a mental  deficiency  between  the 
ages  of  four  and  twenty-four  months.  These 
children  rarely  develop  an  I.Q.  above  50.  In 
addition  to  the  mental  deficiency,  most  of  these 
children  exhibit  disagreeable  and  schizoid-like 
personalities.  Electroencephalographic  ab- 
normalities are  found  in  80  per  cent  of  phenyl- 
ketonurics whether  or  not  they  have  seizures.7 
Approximately  25  per  cent  of  them  have  a 
patchy  type  of  eczema,  25  per  cent  have  con- 
vulsions, and  about  80  per  cent  are  more  blond 
than  their  parents  and  normal  siblings.  This 
may  be  due  to  the  inhibition  of  the  tyrosine- 
tyrosinase  reaction  by  phenylalanine  or  related 
to  abnormal  aromatic  metabolites  which  ac- 
cumulate in  the  blood  of  patients  with  phenyl- 
ketonuria.8 

Tests  for  Phenylketonuria 

The  ferric  chloride  urine  test  is  considered 
diagnostic  of  phenylketonuria.  This  test  con- 


sists of  adding  three  drops  of  a 5 per  cent  or  10 
per  cent  ferric  chloride  solution  to  1 cc.  of  urine. 
The  appearance  of  a dark  green  color  indicates 
the  presence  of  phenylketone  bodies  in  the  urine. 
The  color  should  be  read  immediately,  because 
it  will  fade  on  standing. 

A simplified  version  of  this  test  is  the  ferric 
chloride  wet  diaper  test.9  This  test  consists 
of  placing  one  drop  of  a 5 per  cent  or  10  per 
cent  ferric  chloride  solution  on  a recently  wet 
diaper.  The  resultant  color  is  read  immediately. 
Yellow  is  normal  and  negative  for  phenylketo- 
nuria. Dark  green  indicates  that  phenylpyruvic 
acid  is  present,  and  this  is  positive  for  phenyl- 
ketonuria. The  dark  green  color  is  definite 
and  appears  immediately.  Other  colors  may 
be  associated  with  salicylate  poisoning  or  the 
presence  of  diacetic  acid. 

Since  phenylketonuria  patients  show  a positive 
test  only  about  80  per  cent  of  the  time,  the  diaper 
test  should  be  repeated  at  intervals.  A further 
confirmatory  test  is  the  phenylhydrazine  test. 
This  consists  of  mixing  equal  parts  of  urine  and 
the  test  reagent  (saturated  solution  of  2,  4 
dinitrophenylhydrazine  in  IN  solution  of  hydro- 
chloric acid).  The  normal  urine  results  in  a 
clear  yellow  color,  while  the  phenylketonuric 
urine  is  a cloudy  yellow.  High  blood  levels  of 
phenylalanine  also  are  confirmatory. 

Metabolism  of  Phenylalanine 

Normally,  phenylalanine  is  metabolized  to 
tyrosine  according  to  the  following  equation  (page 
3655): 

However,  when  there  is  a deficiency  of  the 
enzyme  phenylalanine  hydroxylase,  other  paths 
for  metabolism  of  phenylalanine  are  used,  and 
various  abnormal  metabolites,  such  as  phenyl- 
pyruvic acid,  phenyl-lactic  acid,  and  phenyl- 
acetylglutamine  are  found  in  the  urine. 

Management 

Studies  have  shown  that  diets  low  in  phenyl- 
alanine are  associated  with  the  lowering  of 
phenylalanine  blood  levels  to  normal  and  a con- 
comitant disappearance  of  phenylpyruvic  acid 
from  the  urine.10-15  If  a low  phenylalanine 
diet  is  instituted  prior  to  the  development  of 
mental  retardation,  the  chance  for  normal 
mental  development  seems  good  on  the  basis 
of  observations  to  date.  However,  once  the 
mental  deficiency  is  established,  normal  men- 
tality probably  cannot  be  regained.  Hsia15  has 
stated:  . .the  metabolic  disturbances  associ- 
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ated  with  the  elevated  concentration  of  phenyl- 
alanine in  the  plasma,  characteristic  of  phenyl- 
ketonuria, interfere  with  normal  cerebral  de- 
velopment rather  than  with  the  function  of  a 
normally  developed  brain.” 

Thus,  it  is  essential  to  initiate  the  low  phenyl- 
alanine diet  as  early  in  life  as  possible. 

Two  commercially  prepared  diets  low  in 
phenylalanine  are  available  in  the  United  States. 
Ketonil,  marketed  by  Merck  Sharp  & Dohme, 
is  a powder  made  from  casein  hydrolysate  from 
which  most  of  the  phenylalanine  has  been  re- 
moved and  amino  acids,  mineral  salts,  and  choline 
chloride  added.  Ketonil  requires  the  addition  of 
sugar  and  vegetable  oil  to  form  the  basic  diet. 
Recently  Lofenalac,  a complete  formula  which  is 
low  in  phenylalanine,  has  been  marketed  by 
Mead  Johnson  & Company.  Lofenalac  is  simple 
to  prepare,  since  it  is  necessary  only  to  add  water 
to  the  powder  to  make  a complete  formula. 
Experimental  evidence  on  both  of  these  products 
indicates  that  they  are  effective  in  lowering  and 
maintaining  phenylalanine  blood  levels  near  the 
normal  range. 

The  question  of  the  optimum  phenylalanine 
blood  levels  has  been  a source  of  considerable 
disagreement.  Some  investigators  feel  that  too 
rigorous  exclusion  of  phenylalanine  from  the  diet 
(with  serum  levels  from  1 to  3 mg.  per  cent) 
may  result  in  irritability,  inattentiveness,  and 
hyperactivity.  Others  feel  that  low  levels  are 
necessary  to  prevent  the  mental  deficiency. 

Phenylalanine  is  an  essential  amino  acid 
and  is  necessary  for  proper  growth  even  of  phenyl- 
ketonurics.  The  amount  of  phenylalanine  per- 
mitted a phenylketonuric  has  been  variously 
reported  from  15  and  25  mg.  per  Kg.  of  body 
weight  per  day.14*16  This  amount  should  be  suf- 
ficient to  maintain  normal  growth  and  repair. 

Economic  Aspects  of  Phenylketonuria 

Since  phenylketonuria  can  be  easily  managed 
and  detected,  investigators  have  suggested  that 
all  babies  be  routinely  screened  for  this  condition. 
It  has  been  suggested  that  laws  be  passed  re- 
quiring every  infant  to  be  tested.  However, 


screening  is  not  as  simple  as  it  might  first  appear. 
Newborn  infants  rarely,  if  ever,  show  positive 
urine  tests  or  high  phenylalanine  levels.  Since 
the  ability  to  properly  metabolize  phenylalanine 
is  undoubtedly  absent  in  these  infants,  it  has 
been  suggested  that  perhaps  the  mother  has 
taken  over  this  function  prior  to  birth.  Since 
newborn  infants  do  not  show  positive  tests, 
hospital  testing  for  phenylketonuria  is  not 
practical. 

A second  problem  in  testing  is  that  the  urine 
tests  are  only  about  80  per  cent  reliable  even  in 
known  phenylketonurics.  This  may  be  caused 
by  variations  in  protein  intake  which  may 
temporarily  lower  the  blood  levels  of  phenyl- 
alanine and  thus  prevent  the  spilling  over  of  the 
by-products  of  phenylalanine  metabolism  into 
the  urine. 

Screening  centers  for  older  children  have 
been  set  up  in  various  places  in  the  United 
States.  One  such  center  has  been  set  up  by  the 
College  of  Medical  Evangelists  in  cooperation 
with  a group  of  Southern  California  health 
departments.  At  every  well  baby  center  each 
child  one  year  or  under  is  screened  for  phenyl- 
ketonuria by  ferric  chloride  wet  diaper  test. 
Positive  or  doubtful  tests  are  confirmed  by  the 
phenylhydrazine  tests  and/or  phen}dalanine 
blood  levels. 

Any  cases  thus  discovered  have  been  placed 
under  the  care  of  a physician,  and  a low  phenyl- 
alanine diet  has  been  instituted. 

The  cost  of  maintaining  a child  on  a low 
phenylalanine  diet  is  relatively  high  when  com- 
pared to  normal  diets. 

However,  when  one  considers  that  a potentially 
mentally  defective  child  will  develop  normal 
mentality  and  thus  not  be  a burden  on  society, 
the  cost  is  indeed  small.  Several  state  health 
departments  are  considering  the  purchase  of  low 
phenylalanine  foods  for  distribution  to  phenyl- 
ketonurics in  their  state.  They  reason  that  a 
few  dollars  spent  early  in  life  will  save  many 
dollars  of  institutional  care  later,  and  a normal 
individual  rather  than  a mental  defective  will  be 
gained  by  society. 
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Summary 

Phenylketonuria  is  an  inborn  error  of  the 
metabolism  of  the  amino  acid,  phenylalanine. 
It  is  characterized  clinically  by  lack  of  normal 
mental  development,  high  blood  phenylalanine 
levels,  and  the  presence  of  phenylketone  bodies 
in  the  urine.  Most  phenylketonurics  have 
lighter  hair  than  their  normal  parents  or  siblings. 
Eczema,  convulsions,  and  disagreeable  person- 
alities are  frequently  associated.  Present  evi- 
dence indicates  that  the  mental  deficiency  of 
phenylketonuria  can  be  prevented  by  dietary 
management  with  low  phenylalanine  foods. 

419  North  Barker  Avenue 

References 

1.  Foiling,  A.:  Uber  Ausscheidung  von  Phenylbrenz- 

traubensaure  in  den  Harn  als  Stoffwechselanomalie  in 
Verbindung  mit  Imbezillitat.,  Ztschr.  f.  physiol.  Chem.  227: 
169  (1934). 

2.  Penrose,  L.,  and  Quastel,  J.  H. : Metabolic  Studies  in 
Phenylketonuria,  Biochem.  J.  31 : 266  (1937). 

3.  Jervis,  G.  A.:  Phenylpyruvic  Oligophrenia  Deficiency 
of  Phenylalanine-Oxidizing  System,  Proc.  Soc.  Exper.  Biol.  & 
Med.  82:  514  (1953). 

4.  Udenfriend,  S. , and  Cooper,  J.  R. : The  Enzymatic 
Conversion  of  Phenylalanine  to  Tyrosine,  J.  Biol.  Chem. 
194:  503  (1952). 

5.  Jervis,  G.  A.:  Genetics  of  Phenylpyruvic  Oligophrenia: 
(Contribution  to  Study  of  Influence  of  Heredity  on  Mental 


Defect),  J.  Ment.  Sc.  85:  719  (July)  1939. 

6.  Hsia,  D.  Y.-Y.,  and  Driscoll,  K. : Detection  of  the 
Heterozygote  in  Phenylketonuria,  Am.  J.  Dis.  Child.  93: 
69  (Jan.)  1957. 

7.  Jervis,  G.  A.:  Phenylpyruvic  Oligophrenia:  Introduc- 
tory Study  of  Fifty  Cases  of  Mental  Deficiency  Associated 
with  Excretion  of  Phenylpyruvic  Acid,  Arch.  Neurol.  & 
Psychiat.  38:  944  (1937). 

8.  Centerwall,  W.  R. : Letter  to  the  Editor,  J.A.M.A. 
165  : 392  (Sept.  28)  1957. 

9.  Editorial:  Competitive  Inhibition  of  Mammalian 

Tyrosinase  by  Phenylalanine  and  Its  Relationship  to  Hair 
Pigmentation  in  Phenylketonuria,  Nature  179:  199  (Jan.  26) 
1957. 

10.  Bickel,  H.,  Boscott,  R.  J.,  and  Gerrard,  J. : Observa- 
tions on  the  Biochemical  Error  in  Phenylketonuria  and  Its 
Dietary  Control,  Proceedings  of  the  First  International 
Neurochemical  Symposium,  New  York,  Academic  Press  Inc., 
1954.  p.  417. 

11.  Woolf,  L.  E.,  Griffiths,  R.,  and  Moncrieff,  A.:  Treat- 
ment of  Phenylketonuria  with  a Diet  Low  in  Phenylalanine, 
Brit.  M.  J.  1 : 57  (Jan.  8)  1955. 

12.  Grobow,  E. : The  Treatment  of  a Case  of  Phenyl- 
ketonuria, Bull.  New  York  Acad.  Med.  33:  133  (Feb.)  1957. 

13.  Horner,  F.  A.,  Streamer,  C.  W.,  Clader,  D.  E.,  Hassell, 
L.  L.,  Binkley,  E.  L.,  Jr.,  and  Dumars,  K.  W.,  Jr.:  Effect  of 
Phenylalanine-Restricted  Diet  in  Phenylketonuria  II,  Am.  J. 
Dis.  Child.  93  : 615  (June)  1957. 

14.  Blainey,  J.  D.,  and  Gulliford,  R. : Phenylalanine- 

Restricted  Diets  in  the  Treatment  of  Phenylketonuria,  Arch. 
Dis.  Childhood  31 : 452  (Dec.)  1956. 

15.  Hsia,  D.  Y.-Y.,  Knox,  W.  E.,  Quinn,  K.  V.,  and  Paine, 
R.  S. : A One-Year  Controlled  Study  of  the  Effect  of  Low- 
Phenylalanine  Diet  on  Phenylketonuria,  Pediatrics  21  : 
178  (Feb.)  1958. 

16.  Armstrong,  M.  D.,  Low,  N.  L.,  and  Bosma,  J.  F. : 
Studies  on  Phenylketonuria:  IX.  Further  Observations  on 
the  Effect  of  Phenylalanine-Restricted  Diet  on  Patients  with 
Phenylketonuria,  Am.  J.  Clin.  Nutrition  5:  543  (Sept.-Oct.) 
1957. 


{Number  forty-eight  of  a series  on  Recent  Advances  in  Medicine  and  Surgery ) 


Blood  Clot  Dissolving  Agent  Used  in  52  Patients 


A new  agent  that  appears  promising  in  the  treat- 
ment of  blood  clots  that  move  from  one  spot  to 
another  was  described  in  a preliminary  report  in  the 
August  2 Journal  of  the  American  Medical  As- 
sociation. The  agent  is  fibrinolysin  (plasmin),  a 
derivative  of  human  blood.  Given  intravenously,  it 
attacks  and  dissolves  fibrin,  the  essential  substance 
of  a clot,  without  disturbing  normal  coagulation  of 
blood. 

Fibrinolysin  was  given  to  52  patients  suffering  from 
various  types  of  thromboembolic  disease — in  which  a 
vessel  is  blocked  by  a clot  that  has  broken  loose  from 
its  site  of  formation — by  Dr.  Kenneth  M.  Moser, 
Washington,  D.C.  On  the  basis  of  his  study,  Dr. 
Moser  said  “one  is  justified  in  cautiously  suggesting” 
that  fibrinolysin  may  represent  a major  advance  in 
the  treatment  of  thromboembolic  disease.  How- 
ever, firm  conclusions  cannot  be  drawn  until  large- 
scale,  controlled  studies  have  been  conducted. 

Fibrinolysin  acts  rapidly  and  causes  few  serious 
adverse  effects.  Almost  half  of  the  patients  de- 
veloped fever  after  receiving  fibrinolysin,  and  two 
showed  delayed  skin  eruptions.  Because  of  the 
danger  of  fever  reaction,  it  cannot  now  be  given 
safely  to  persons  with  coronary  thrombosis.  In  18 
patients  with  deep  venous  thrombophlebitis  of  the 


legs,  the  results  were  “consistently  encouraging.” 
The  patients’  legs  showed  a loss  of  heat,  tenderness, 
and  size  within  twenty-four  hours,  and  there  was  no 
recurrence  of  clotting.  “Some  beneficial  effect”  was 
noted  in  four  of  eight  patients  with  pulmonary  em- 
bolism (in  which  clots  have  moved  into  the  lung  area 
from  other  places).  There  was  rapid  relief  of  chest 
discomfort  and  an  interruption  in  the  course  of 
“recurrent  embolization”  which  had  not  responded  to 
treatment  with  drugs  that  prevent  coagulation. 
Fourteen  patients  with  blocking  of  the  cerebral 
arteries  received  the  agent.  Seven  showed  some 
degree  of  improvement  (return  of  speech  and  move- 
ment), although  it  was  maintained  in  only  four. 

No  conclusions  can  be  drawn  from  these  few  cases 
about  the  value  of  fibrinolysin  in  “a  process  as  un- 
predictable” as  cerebral  thrombotic  disease,  but 
they  do  suggest  the  safety  of  the  treatment.  The 
reaction  to  the  agent  varied  in  other  types  of  throm- 
boembolic disease.  In  spite  of  the  many  “plus” 
signs  for  fibrinolysin,  there  are  still  some  areas 
needing  study : certain  aspects  of  its  toxicity,  estab- 
lishment of  proper  dosage  schedules,  estimation  of 
its  value  in  various  thromboembolic  states,  p,nd  the 
need  for  anticoagulant  treatment  after  the  clot  is 
dissolved. 


3656 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


ROSWELL  PARK  MEMORIAL  INSTITUTE 
BUFFALO,  NEW  YORK 


Conducted  by  john  w.  pickren,  m.d. 


june  15,  1957 


Discussed  by  Theodore  noehren,  m.d.,  and 

FRANZ  LESSMAN,  M.D. 


Case  History 

A sixty-five-year-old  white  woman  was  referred 
to  Roswell  Park  Memorial  Institute  because  a 
chest  roentgenogram  taken  in  the  course  of 
evaluating  her  sole  complaint,  one  of  fatigue, 
revealed  a mass  in  the  right  lung.  Her  past 
history  was  noncontributory. 

Her  blood  pressure  was  130/70.  Bronchial 
breath  sounds  and  diminution  in  the  percussion 
note  were  present  in  the  right  upper  chest, 
anteriorly.  Bronchoscopy  gave  normal  findings. 
Studies  for  tumor  cells  in  the  sputum  and  bron- 
chial washings  showed  none.  Tuberculin  and 
histoplasmin  skin  tests  gave  negative  findings. 
Bronchograms  showed  some  irregularity  of  the 
right  upper  lobe  bronchus. 

The  patient  refused  treatment  and  then,  nine 
months  later,  returned  for  unknown  reasons. 

She  was  slightly  anemic,  with  a hemoglobin  of 
10.8  Gm.  The  leukocyte  count  was  8,500  with 
a normal  differential.  A platelet  count  was 
125,000,  and  a bone  marrow  examination  was 
reported  to  be  within  normal  limits.  No  acid- 
fast  bacilli  were  found  in  the  sputum.  The 
blood  sugar  was  126  mg.  per  cent,  and  the  non- 
protein nitrogen  was  72  mg.  per  cent.  Urinal- 
ysis gave  normal  findings.  An  electrocar- 
diogram showed  some  evidence  of  left  ventricular 
hypertrophy  and  coronary  insufficiency.  A sca- 
lene lymph  node  biopsy  showed  a normal  structure. 
A repeat  bronchoscopy  showed  nothing  of  note. 
The  chest  roentgenograms  showed  no  change  in 
the  lung  shadow.  An  operation  was  performed. 


Discussion 

Dr.  Theodore  H.  Noehren:  The  history  is 
not  helpful  except  for  its  disclosure  that  this 
lady  was  tired  at  the  age  of  sixty-five.  A slight 
decrease  in  her  blood  count  may  or  may  not  be 
significant.  Something  which  is  not  mentioned 
in  the  protocol  but  which  may  be  important  re- 
lates to  the  existence  of  chest  roentgenograms 
exposed  several  years  before  this  episode  of  ill- 
ness. There  is  no  diagnostic  tool  in  medical 
or  surgical  chest  disease  that  is  as  important  or 
as  helpful  as  routine  chest  films  taken  at  some 
previous  time.  The  more  negative  they  are, 
perhaps  the  more  helpful  they  are.  We  know 
that  this  lesion  existed  for  nine  months  and  that 
in  that  period  it  did  not  change.  We  don’t  know 
whether  it  might  have  existed  for  four  or  five 
years  without  changing,  a situation  which  would 
influence  our  diagnosis  considerably.  Were 
there  any  prior  films  of  this  patient? 

Dr.  Charles  Ross:  None. 

Dr.  Noehren:  May  we  see  the  ones  we  have? 

Dr.  Franz  Lessman:  The  initial  film  on  the 
posteroanterior  projection  shows  an  opacity  of 
the  right  upper  lobe,  especially  of  the  apex  (Fig. 
1).  The  lateral  parts  of  this  lobe  do  not  seem  to 
be  much  involved.  The  minor  interlobar  fissure 
is  about  one  intercostal  space  higher  in  position 
than  usual.  The  trachea  is  shifted  to  the  right 
side. 

The  follow-up  films  taken  nine  months  later 
do  not  reveal  any  particular  change.  At  this 
time,  the  laminagram  study  of  the  right  upper 
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Fig.  1.  Initial  film  showing  an  opacity  of  the  upper 
lobe  of  the  right  lung. 


Fig.  3.  Bronchogram  showing  patent  bronchi  in  the 
affected  lobe. 


Fig.  2.  Laminogram  showing  aeration  of  the  bronchi 
in  the  affected  lobe. 


lobe  shows  good  aeration  of  the  right  main  bron- 
chus and  of  the  anterior  and  apical  segments 
(Fig.  2).  The  bronchogram  demonstrates  filling 
of  the  upper  lobe  with  visualization  of  the  anterior 
and  apical  segments  in  the  anteroposterior  view 
(Fig.  3).  The  oblique  film  shows  filling  of  the 
posterior  segment.  In  this  view  we  observe  some 
irregularities  of  subsegmental  branches  of  the 


apical  and  posterior  segments.  Such  findings  are 
not  typical  for  any  entity  and  may  be  seen  in 
chronic  infection  and  granulomatous  lesions,  i 
Hodgkin’s  disease,  lymphosarcoma,  metastatic  ] 
carcinoma,  and  Pancoast’s  tumor  also  may  oc-  : 
casionally  produce  similar  findings.  I feel  that 
the  density  of  the  upper  lobe  of  the  right  lung  is 
probably  not  all  consolidation  but  also  represents 
some  atelectasis,  especially  in  the  more  peripheral 
areas  of  the  posterior  and  apical  segments.  No 
adenopathy  of  the  mediastinum  and  no  involve-  ; 
ment  of  the  remainder  of  the  lungs  is  noted.  I 
cannot  discern  any  evidence  for  a primary  com- 
plex. 

Dr.  Noehren:  What  you  are  really  saying  is  : 
that  it  could  be  anything.  An  old  cliche  states 
that  any  lesion  in  the  chest  resembles  any  other 
chest  lesion,  and  it  is  often  quite  true.  Those  of 
us  who  are  particularly  interested  in  chest 
diseases  know  very  little  more  than  other  physi- 
cians except  that  we  know  what  we  don’t  know. 

We  are  able  to  feel  more  secure  when  faced  with  a 
problem  like  this  one  in  which  the  diagnosis 
could  be  anything  from  tumor  to  inflammatory 
disease  in  that  we  know  the  percentages  of  what 
this  might  be.  Perhaps,  more  important,  we 
can  suggest  further  useful  procedures  to  evaluate 
this  problem  better. 

Value  of  Sputum  Studies. — The  protocol  states 
that  sputum  studies  did  not  reveal  anything. 
What  importance  should  we  give  to  that  state- 


3658 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


ment?  A favorite  question  we  ask  our  medical 
students  is,  “How  many  sputa  do  you  need  to 
rule  out  tuberculosis?”  The  answer  is  “always 
one  more.”  No  matter  how  many  have  been 
examined,  one  more  may  show  the  organism. 
We  know  that  in  a tuberculosis  sanitorium,  where 
innumerable  sputum  examinations  are  carried 
out,  occasionally  one  finds  the  organism  in  the 
thirty-fourth  or  so  examination.  When  one 
realizes  that  the  amount  of  sputum  examined 
under  the  microscope  is  less  than  the  size  of  a 
pinhead,  one  can  understand  that  there  is  a good 
chance  that  this  fragment  might  have  come  from 
the  much  larger  normal  portion  of  the  lung. 
Most  clinicians  are  a little  deficient  in  the  aggres- 
siveness and  care  required  for  a search  for  tubercle 
bacilli. 

Value  of  Scalene  Lymph  Node  Biopsies. — The 
protocol  states  that  there  are  no  abnormalities 
in  the  scalene  lymph  node  biopsy.  This  biopsy, 
which  I am  sure  most  of  you  know  has  been  under 
study  in  this  hospital,  is  a valuable  diagnostic 
tool.  I assume  from  her  physical  examination 
findings  that  the  lymph  node  was  not  palpable, 
and  yet  the  surgeon  was  able  to  obtain  one.  In 
the  study  performed  here  in  cases  of  carcinoma 
of  the  lung,  metastases  were  found  in  these  nodes 
in  less  than  10  per  cent  of  the  patients.  Is  that 
correct  Dr.  Schwippert? 

Dr.  Harry  Schwippert:  8.5  per  cent.1 

Dr.  Noehren:  Metastasis  of  lung  carcinoma 
to  the  scalene  lymph  node  is  the  exception  rather 
than  the  rule.  Now,  this  lack  of  involvement 
is  not  true  for  generalized  medical  diseases,  such 
as  lymphomas,  Boeck’s  sarcoid,  and  other  granu- 
lomatous diseases  of  the  lung.  Therefore,  a 
negative  scalene  node  biopsy  would  tend  to  rule 
out  granuloma  more  than  it  would  tend  to  rule 
against  carcinoma. 

Middle  Lobe  Syndrome. — When  the  trachea  is 
pulled  over  to  the  involved  side,  as  is  noted  in 
the  roentgenogram,  one  assumes  that  the  lesion 
is  not  an  expanding  lesion  but  rather  a contract- 
ing one,  perhaps  inflammatory  or  granulomatous. 
The  so-called  middle  lobe  syndrome  is  a term 
that  has  been  given  to  a lesion  when  pneumonitis 
results  in  healing  of  the  bronchus  but  not  clearing 
of  the  pulmonary  parenchyma.  The  middle  lobe 
of  the  lung  is  affected  most  often  because 
the  tuberculous  lymph  nodes  are  more  apt  to 
project  or  compress  that  bronchus  with  resultant 
temporary  atelectasis.  The  syndrome  is  mis- 
named, since  occasionally  other  lobes  can  be  so 


involved.  There  is  no  reason  why  it  could  not 
occur  in  this  upper  lobe  of  the  right  lung,  although 
it  would  be  extremely  unusual. 

Vascular  Abnormality. — An  aneurysm  of  the 
subclavian  artery  may  appear  as  a triangular 
lesion.  Isn’t  that  right  Dr.  Lessman? 

Dr.  Lessman:  Yes,  but  an  aneurysm  usually 
does  not  extend  into  the  hilus.  Furthermore,  an 
aneurysm  of  this  size  also  should  cause  some 
changes  to  the  adjacent  bones. 

Dr.  Noehren:  I agree  that  this  lesion  looks 
more  like  an  atelectasis  than  a vascular  lesion. 

Carcinoma. — The  most  common  lesion  in  the 
chest  today  that  is  persistent  in  this  particular 
age  group  is  carcinoma  of  the  lung.  Regardless 
of  size,  shape,  symptoms,  progression,  or  any- 
thing else,  this  could  well  be  a carcinoma  of  the 
lung.  My  only  reason  for  thinking  this  is 
not  a carcinoma  of  the  lung  is  that  we  wouldn’t 
be  talking  about  it  now  if  this  were  a “gar- 
den variety”  carcinoma  of  the  lung.  This 
patient  did  not  have  the  symptom  complex 
of  a Pancoast  tumor,  although  one  might 
consider  this  diagnosis  from  the  location.  It  is 
also  not  a Pancoast  tumor  because  there  is  no 
such  thing  as  a Pancoast  tumor.  Pancoast,  a 
radiologist,  in  1924  described  lesions  in  this  area 
of  the  lung  that  had  certain  symptoms  to  which 
his  name  has  been  given.2  In  1932  he  presented 
another  paper  entitled  “Superior  Pulmonary 
Sulcus  Tumor”3  because  he  felt  that  the  term 
implied  its  approximate  location  and  a lack  of 
origin  from  the  lungs,  pleura,  ribs,  or  medi- 
astinum. He  theorized  that  the  lesion  arose  from 
an  embryonal  rest.  A superior  pulmonary  sulcus 
tumor  is  a poor  term  because  there  is  no  such 
thing  as  a superior  sulcus  in  the  lung.  There- 
fore, there  is  no  such  thing  as  a Pancoast  tumor 
or  a superior  sulcus  tumor  as  a specific  entity. 
Even  though  the  terms  are  still  used,  I think  we 
should  stop  using  them  as  we  did  “influenza  of  the 
bowel”  and  other  inaccurate  terms. 

Alveolar  Cell  Carcinoma. — Another  tumor  to  be 
considered  in  this  area  is  the  alveolar  cell  carci- 
noma. Alveolar  cell  carcinoma  is  generally  mul- 
ticentric. 

Dr.  Ross:  Whether  they’re  multicentric  or 
whether  they’re  metastases  is  another  question. 

Dr.  Noehren:  Alveolar  cell  carcinomas,  as 
originally  described,  were  multicentric  tumors. 
As  more  cases  are  reported,  the  original  descrip- 
tion seems  to  fit  less  and  less.  We  have  seen 
alveolar  cell  carcinomas  that  are  localized  infil- 
trating lesions  which  may  remain  localized  with- 
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out  changes  over  a period  of  time.  This  diag- 
nosis must  be  included  in  the  differential. 

Metastatic  Cancer. — Metastatic  carcinoma  aris- 
ing from  a primary  lesion  in  any  of  several  organs 
must  be  kept  in  mind.  The  lack  of  bronchial 
involvement  favors  a diagnosis  of  a metastatic 
tumor  over  a primary  lung  carcinoma.  Generally 
speaking,  and  this  again  is  not  a 100  per  cent 
rule,  metastatic  lesions  do  not  produce  bronchial 
symptoms,  such  as  cough,  hemoptysis,  wheezing, 
and  anything  which  irritation  of  the  bronchus 
will  produce.  Dodge  et  alA  reported  14  or  15 
cases  of  metastatic  carcinoma  that  had  all  the 
symptoms  of  a primary  bronchogenic  carcinoma 
because  they  involved  the  bronchus,  but  strictly 
speaking,  the  chances  of  the  bronchus  being 
involved  in  metastatic  carcinoma  is  much  less 
than  a primary  carcinoma  of  the  lung.  The  fact 
that  bronchial  involvement  is  minor  suggests 
metastases  more,  if  it  is  a carcinoma,  than  a 
primary  cancer. 

Lymphomas. — A very  real  possibility  is  a local- 
ized lymphoma.  Although  localized  Hodgkin’s 
disease  is  not  unusual,  lymphosarcoma  has  been 
described  as  a chronic,  infiltrating  lesion. 

Neurogenic  Tumors. — Neurogenic  tumors  such 
as  the  ganglioneuromas  may  be  slow-growing. 
They  produce  little  or  no  symptoms. 

A very  rare  tumor  which  can  exist  in  this  area 
is  a squamous  cell  carcinoma  arising  in  a branchial 
cleft.  How  many  branchial  cleft  tumors  have 
you  seen  Dr.  Pickren? 

Dr.  John  W.  Pickren:  If  they  occur,  it  must 
be  an  extreme  rarity. 

Dr.  Noehren:  I would  choose  the  diagnosis 
of  a granulomatous  lesion  for  several  reasons.  In 
the  first  place,  it  is  a long-standing,  nonprogressive 
lesion  with  contraction  of  the  pulmonary  tissue, 
as  indicated  by  the  trachea  being  pulled  over  to 
that  side.  It  probably  is  not  tuberculosis  be- 
cause the  skin  test  for  tuberculosis,  if  done  prop- 
erly, is  positive  in  practically  all  cases  with  active 
or  recently  active  pulmonary  tuberculosis.  A 
negative  tuberculin  skin  test  is  a valuable  diagnos- 
tic tool.  I don’t  think  we  use  it  as  much  as  we 
should.  The  test  for  histoplasmosis  is  not  as 
specific.  In  this  test  there  may  be  a cross  reac- 
tion with  blastomycosis.  The  test  for  blas- 
tomycosis was  not  done  in  this  case.  I will 
choose  a chronic  granulomatous  lesion  of  un- 
known cause  as  my  first  diagnosis.  Second,  I 
choose  lymphosarcoma. 

Dr.  Avery  Sandberg:  Would  you  comment  on 


the  electrocardiographic  changes  that  indicated 
coronary  insufficiency  and  elevated  nonprotein 
nitrogen? 

Dr.  Noehren:  I think  the  evidence  of  coronary 
artery  disease  in  this  woman  without  symptoms 
is  of  secondary  importance  to  the  pulmonary 
disease.  The  incidence  of  pulmonary  disease  and 
heart  disease  is  significant  really  in  only  one 
disease,  tuberculosis.  I don’t  think  that  her 
coronary  disease  has  anything  to  do  with  the 
pulmonary  lesion.  I will  admit  I didn’t  pay  too 
much  attention  to  the  nonprotein  nitrogen.  Her 
primary  systemic  complaints  could  be  related 
more  to  urinary  disturbances  than  to  her  chest 
lesion.  I am  concerned  by  her  anemia,  however. 
I think  that  it  is  significant  and  I think,  perhaps, 
that  it  is  one  of  the  things  that  suggests  the 
lymphoma  group  rather  than  some  of  the  other 
things  that  I had  mentioned. 

Dr.  Robert  Tarail:  I think  Dr.  Noehren 
should  say  something  about  bronchial  adenoma. 

Dr.  Noehren:  The  classic  picture  of  bronchial 
adenoma  occurs  in  a younger  individual,  gener- 
ally female,  and  is  usually  associated  with  some 
hemoptysis  as  a presenting  complaint.  The 
lesion  cannot  always  be  seen  by  bronchoscopy, 
but  it  usually  is.  However,  a bronchial  adenoma 
causing  atelectasis  should  show  an  obstruction 
of  a bronchus  on  the  bronchography.  Further- 
more, a bronchial  adenoma  is  generally  a more 
circumscribed  lesion  than  this  one.  The  bron- 
chial adenoma  can  achieve  any  size.  We  used  to 
think  that  they  were  small  lesions,  but  I know  that 
I have  seen  one  that  was  at  least  6 to  8 cm.  in 
diameter. 

Dr.  M.  Friedberg:  Could  it  be  Hodgkin’s? 

Dr.  Noehren:  I do  not  think  so.  This  is 
a segmental  lesion,  and  Hodgkin’s  disease  is 
not  usually  a segmental  lesion. 

Dr.  Ralph  Lilienfeld  : Do  you  feel  that  this 
could  be  an  endobronchial  lesion? 

Dr.  Noehren:  I do  not  think  it  is  an  endo- 
bronchial lesion  as  of  now.  An  endobronchial 
lesion  might  have  produced  this  segmental  col- 
lapse. However,  if  that  is  true,  the  bronchial 
part  has  disappeared  leaving  only  the  parenchy- 
mal involvement.  The  lesion  now  is  a contracted 
one.  Breath  sounds  were  heard  through  this 
area,  so  that  the  burden  of  proof  is  on  the  man 
who  says  the  bronchus  is  obstructed. 

Dr.  Pickren:  Dr.  Ross,  would  you  tell  us 
what  you  found  at  operation? 

Dr.  Ross:  At  operation,  the  upper  lobe  of 


3660 


New  York  State  J.  Med. 


CLINICOPATHOLOGIC  CONFERENCE 


Fig.  4.  Photograph  of  resected  lung  showing  bronchi 
surrounded  by  a grayish- white,  glistening  tumor. 


the  right  lung  was  shrunken  and  firm.  The 
hilus  contained  no  enlarged  lymph  nodes.  The 
hilar  structures  could  be  easily  dissected.  A 
lobectomy  of  the  upper  lobe  of  the  right  lung  was 
done.  The  remainder  of  the  mediastinum,  the 
middle  and  lower  lobes  on  that  side,  were  normal. 
There  were  no  abnormal  lymph  nodes. 

Diagnosis 

Clinical. — Chronic  granuloma. 

Dr.  Noehren. — Chronic  granuloma  ( rule  out 
lymphosacroma) . 

Pathologic. — Lymphosarcoma  of  lung. 

Pathologic  Report 

Dr.  Pickren:  The  black  and  white  photo- 
graph of  the  resected  lung  shows  how  well  the 
lesion  was  visualized  by  the  roentgenogram 
(Fig.  4).  The  bronchi  are  all  patent  and  are 
surrounded  by  greyish-white,  glistening  tissue 
which  fills  the  parenchyma  of  the  entire  lobe. 
No  enlarged  lymph  nodes  are  present. 

Microscopically,  a diffuse  monotony  of  round 
cells  present  throughout  the  parenchyma  and 
around  the  bronchi  are  about  the  size  of  lympho- 
cytes (Fig.  5).  They  show  little  pleomorphism 
(Fig.  6).  The  diagnosis  is  primary  lymphosar- 
coma, lymphocytic  type,  of  the  lung. 

A review  of  eight  cases  reported  in  the  litera- 
ture5-12 shows  that  they  were  followed  only  for 
short  periods,  except  the  one  reported  by  Dr. 
Herbert  Maier9  who  followed  his  patient  three 


Fig.  5.  Microscopic  study  showing  diffuse  infiltration 
of  cells  in  parenchyma  around  a bronchus. 


Fig.  6.  Microscopic  study  showing  that  neoplastic 
cells  are  lymphocytes  of  regular  contour  and  staining 
characteristics. 

years  after  a pneumonectomy.  The  tumor 
recurred  soon  afterwards  in  the  opposite  lung, 
as  discovered  by  roentgenograph ic  evaluation, 
and  x-ray  therapy  was  given.  She  was  well  at 
the  time  of  the  report.  The  other  patients  who 
were  followed  for  only  a short  period  were  all  well 
after  lobectomy.  These  patients  have  a fairly 
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good  prognosis  if  the  lymph  nodes  are  not  in- 
volved. However,  lymphosarcoma,  primary  in 
the  lymph  nodes  and  showing  infiltration  into 
the  lungs  has  a poor  prognosis. 

Dr.  Sandberg:  Do  you  mean  to  imply  that 
in  the  eight  cases  reported  in  the  literature,  there 
was  no  disease  anywhere  else  except  in  the  lung? 

Dr.  Pickren:  Yes,  that  is  right. 
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Cervical  “Smear”  Test  May  be  Needed  Only  Every  Two  Years 


Routine  “smear*  ’ examinations  for  cervical  cancer 
may  not  be  needed  any  oftener  than  every  two  years, 
a new  Wisconsin  study  has  suggested.  If  a woman 
shows  no  sign  of  cancer  after  a cervical  smear  test 
and  a thorough  physical  examination,  she  will 
probably  remain  free  of  cancer  for  at  least  two  years, 
three  Milwaukee  researchers  have  reported. 

“If  these  observations  can  be  substantiated  the 
application  of  the  cytologic  examination  will  become 
greatly  simplified,  since  it  need  not  be  repeated  as 
often  as  has  been  recommended  in  the  past,”  they 
said  in  the  September  20  Journal  of  the  American 
Medical  Association. 

The>'  based  their  conclusions  on  a study  of  15,389 
women  during  a three-year  period  and  on  their 
impressions  covering  a seven-year  period.  In  the 
smear  technic,  introduced  in  1943  by  Dr.  G.  N. 
Papanicolaou,  material  is  taken  from  the  cervix 

3662 


and  examined  microscopically  for  abnormal  cells. 
It  has  been  recommended  that  all  women  undergo  a 
cervical  smear  test  at  least  once  a year  and  perhaps 
as  often  as  every  six  months. 

One  of  the  major  problems  with  the  use  of  the 
technic  is  the  lack  of  persons  trained  to  examine  the 
smears.  This  problem  would  be  somewhat  solved 
if  women  had  to  have  the  examination  only  every 
two  years.  They  discovered  that  the  percentage  of 
women  showing  signs  of  cervical  cancer  decreased 
each  year  of  the  study  because  many  of  the  women 
were  having  repeat  examinations.  The  cancers 
that  were  found  were  mainly  in  women  undergoing 
their  first  examination. 

The  authors  of  the  report  are  Beverly  Sohulz, 
B.S.,  David  J.  Carlson,  M.D.,  and  Edward  A. 
Birge,  M.D.,  of  the  Milwaukee  Hospital. 
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Scientific  Session 

samuel  j.  prigal,  m.d.,  Associate  Professor  of  Medicine,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals;  Chief,  Allergy  Service 
(Adult),  Flower  and  Fifth  Avenue,  Metropolitan,  and  Bird  S.  Coler 
Hospitals — Chairman 

The  Use  of  Steroids  in  Untoward  Reactions  to  Antimicrobial 
Agents  in  Tuberculous  Patients 

rubin  Grossman,  m.d.,  Clinic  Physician,  Institute  for  Allergy,  Roosevelt 
Hospital;  Assistant  Attending  Physician,  Berthold  S.  Poliak  Hospital 
for  Chest  Diseases,  Jersey  City,  New  Jersey 

Local  Allergic  Edema  Due  to  Injected  Procaine — Diagnosis  by 
Twenty-Four  Hour  Skin  Test 

sheppard  siegal,  m.d.,  Associate  Attending  Physician  (Allergy),  Mount 
Sinai  Hospital;  Associate  Attending  Physician  (Allergy),  Lenox  Hill 
Hospital 

Diagnosis  of  Mold  Allergy , Illustrated  by  Case  Presentations 

david  merksamer,  m.d.,  Adjunct  Allergist,  Brooklyn  Jewish  Hospital; 
Associate  Physician  (Allergy)  Kings  County  Hospital,  and  hyman 
sherman,  m.d.,  Attending  Allergist,  Brooklyn  Jewish  Hospital;  Attend- 
ing Physician  (Allergy),  Coney  Island  Hospital 

Dr.  Samuel  J.  Prigal:  Ladies  and  gentle- 
men, we  have  for  our  first  paper  of  the  evening  one 
which  should  prove  to  be  very  interesting.  It 
concerns  the  use  of  steroids  in  untoward  reactions 
! to  antimicrobial  agents  in  tuberculous  patients, 
by  Dr.  Rubin  Grossman  of  the  Roosevelt  Hos- 
| pital  Allergy  Institute  and  the  Poliak  Hospital  of 
Jersey  City,  New  Jersey. 


The  Use  of  Steroids  in  Untoward  Re- 
actions to  Antimicrobial  Agents  in 
Tuberculous  Patients 

Dr.  Rubin  Grossman:  The  occurrence  of 

untoward  reactions  in  tuberculous  patients  re- 
ceiving chemotherapy  is  not  uncommon  and  may 
be  so  severe  or  so  persistent  as  to  jeopardize  the 
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continuation  and  successful  administration  of 
drug  therapy. 

In  such  instances  the  usual  symptomatic 
therapy  and  antihistaminic  agents  may  be  of  no 
avail.  The  purpose  of  this  study  was  to  deter- 
mine the  efficacy  of  combined  steroid  and  chemo- 
therapy in  such  patients  and  the  effect  of  such 
therapy  on  the  underlying  tuberculous  process. 

Cases  were  selected  that  had  both  active  pul- 
monary tuberculosis  and  severe  untoward  drug 
reactions  to  one  or  more  antimicrobial  drugs. 

Initial  studies  were  obtained,  including  de- 
scription of  the  drug  reaction,  extent  of  the  pul- 
monary lesion,  and  estimates  of  liver,  kidney,  and 
peripheral  blood  status.  Then,  all  chemotherapy 
was  discontinued. 

Initially,  the  steroid  hormones  were  adminis- 
tered in  suppressive  doses  for  three  days;  namely, 
ACTH-gel  80  to  120  units  intramuscularly  daily 
and  if  necessary,  prednisolone  10  to  15  mg.  three 
times  a day. 

Antihistaminic  medication  (oral  and  paren- 
teral) plus  steroid  ointment  locally,  were  used  as 
supplements,  if  required.  The  dosage  of  steroid 
hormone  was  determined  by  the  severity  of  the 
allergic  reaction. 

After  three  days  of  hormonal  therapy  the  anti- 
tuberculous agents  were  introduced  one  at  a time 
in  progressively  increasing  doses.  After  one  anti- 
microbial agent  was  successfully  introduced,  the 
second  was  started.  When  a patient  could  toler- 
ate two  or  three  agents,  the  dosage  of  steroid  was 
reduced  gradually  over  a three  to  five  weeks 
period. 

Periodic  sputum  examinations  and  chest  x-rays 
were  done  at  monthly  intervals  to  note  the  effect 
of  the  therapy  on  the  underlying  disease. 

Case  1 (Summary). — This  forty-one-year-old 
white  female  had  an  extremely  guarded  prognosis 
due  to  a highly  toxic  state,  the  result  of  far-advanced 
pulmonary  tuberculosis  and  untoward  drug  response 
to  Distrycin  and  para-aminosalicylic  acid,  causing  a 
skin  eruption  and  gastric  irritation  respectively. 

After  she  was  begun  on  steroids  she  developed 
tolerance  to  Distrycin  and  para-aminosalicylic  acid 
and  had  a quick  subsidence  of  her  toxic  state. 
There  was  regression  of  the  giant  cavity  and  pul- 
monary infiltration.  There  was  a prompt  reversal 
of  positive  to  negative  sputum.  There  was  no  un- 
toward effect  of  the  steroid  therapy  on  the  tubercu- 
lous process. 

Case  2 (Summary). — A forty-seven-year-old 
white  male  with  far-advanced  pulmonary  tubercu- 
losis had  untoward  drug  reactions  to  both  antimicro- 


bial symptomatic  agents.  Acute  generalized  ex- 
foliative dermatitis  followed  Distrycin  therapy,  and 
a pruritic  rash  with  fever  had  been  caused  by 
isoniazid.  He  had  gastrointestinal  disturbances 
from  para-aminosalicylic  acid. 

When  placed  on  steroids,  his  tolerance  to  Distrycin 
and  isoniazid  improved,  and  disease  toxicity  was 
arrested.  There  also  was  improved  tolerance  to 
symptomatic  drugs.  Twelve  months  after  begin- 
ning combined  steroid  and  antitubercular  therapy 
there  was  regression  of  pulmonary  lesion,  arrest  of 
disease,  and  conversion  to  negative  sputum.  With 
continued  use  of  isoniazid  alone  there  has  been 
excellent  clinical  recovery  to  date. 

The  combined  use  of  steroids  occasionally 
supplemented  by  antihistamines  with  anti- 
microbial agents,  in  a total  of  four  cases  of  far- 
advanced  and  one  of  moderately  advanced  pul- 
monary tuberculosis  appears  to  have  produced 
a prompt  salutary  effect  in  eliminating  the  drug 
reaction,  including  pruritic  rash,  angio-edema, 
fever,  hepatitis,  and  manifestations  of  the 
disease.  There  was  also  regression  of  tuber- 
culous lesions  and  conversion  to  negative  sputa. 
The  undesirable  effects  of  the  steroids  were 
minor.  In  two  cases  steroids  caused  slight  so- 
dium and  water  retention,  but  this  was  easily 
controlled  by  low  sodium  diet  and  the  admin- 
istration of  potassium. 

It  has  been  reported  that  the  combined  use  of 
steroids  and  antibacterial  agents  in  both  tu- 
berculous and  nontuberculous  infections  has 
resulted  in  significant  reduction  in  morbidity 
and  mortality.  However,  reports  of  reactiva- 
tion of  latent  tuberculous  foci  following  steroid 
therapy  have  deterred  their  administration  in 
tuberculosis. 

However,  in  the  cases  cited  here,  we  have 
found  combined  steroid  and  antituberculous 
therapy  beneficial  by  simultaneously  suppress- 
ing the  allergic  reaction  to  the  antimicrobial 
drugs  and  the  toxic  reaction  of  the  disease  proc- 
ess. 

Dr.  Prigal:  Would  anyone  care  to  discuss 
this  very  interesting  paper? 

Member:  I would  like  to  congratulate  Dr. 
Grossman  on  this  very  important  contribution, 
which  may  help  to  clarify  some  of  our  misunder- 
standings about  the  use  of  steroids. 

As  I understand  it,  here  were  at  least  two 
cases  of  tuberculosis,  very  toxic,  with  allergic 
reactions  to  the  drugs,  thus  making  their  use 
impossible.  By  giving  the  steroids,  Dr.  Gross- 
man  was  able  to  use  the  proper  drugs,  and  a 
very  favorable  result  was  obtained. 
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The  recognition  of  infection  in  connection 
with  steroid  therapy  is  a very  important  part 
of  our  treatment.  I know  that  when  we  treat 
our  asthmatics  with  steroids,  the  recognition  of 
infection  and  the  use  of  proper  antibiotics  may 
make  the  difference  between  life  and  death. 
I think  that  Dr.  Grossman  has  given  us  clear 
evidence  that  steroid  therapy  in  these  cases  will 
prevent  the  allergic  reaction  to  the  use  of  drugs 
while  permitting  the  favorable  effect  of  the 
drugs. 

I would  go  along  with  him  very  definitely 
where  anaphylactic  or  allergic  reactions  to  the 
drugs  used  in  tuberculosis  have  occurred,  but  I 
would  like  further  discussion  about  the  use  of 
steroids  in  the  uncomplicated  case  of  tuberculosis. 

Dr.  Grossman:  We  are  now  running  a series 
of  cases,  50  new  cases  of  tuberculosis  and  50 
re  treatment  cases  that  have  become  reinfected. 

Member:  Don’t  you  find  that  steroids  tend 
to  increase  the  breakdown  of  tissue  in  the  un- 
complicated case  of  tuberculosis? 

Dr.  Grossman:  No,  there  have  been  cases 
reported  in  Durban,  South  Africa,  where  they 
have  used  steroids  and  isoniazid  as  the  sole 
treatment  in  far-advanced  cases  that  normally 
would  have  a very  high  death  rate,  without  the 
loss  of  a single  case. 

Member:  It’s  all  very  interesting  and  en- 
encouraging.  I will  be  very  much  interested  in 
hearing  more  of  this  work  as  time  goes  on. 

Dr.  Harry  Kaplan:  I was  wondering  whether 
the  use  of  steroids  is  really  antiallergic.  I’ve 
used  them  in  the  severest  type  of  pneumonia, 
and  a patient  becomes  euphoric  and  his  toxicity 
disappears.  It  seems  that  the  antipneumonic 
drugs  together  with  steroid  seem  to  work  very 
effectively. 

I’m  wondering  whether  we’re  really  com- 
batting allergies  to  these  drugs  or  creating  some 
kind  of  state  where  the  patient  is  a better  indi- 
vidual and  is  able  to  take  his  drugs  without 
reaction.  For  instance,  I had  an  asthmatic 
patient  with  an  incidental  x-ray  finding  of 
tuberculosis.  It  was  an  old,  inactive  lesion, 
although  he  had  a positive  tuberculin  test.  He 
had  very  severe  asthma,  and  I didn’t  know  what 
to  do  for  him.  I put  him  on  steroids,  and  he  is 
doing  remarkably  well.  Before  going  on 
steroids  he  was  in  several  hospitals  and  did 
poorly. 

Dr.  Prigal:  Thank  you,  Dr.  Kaplan.  Any 
other  discussion? 

We  are  frightened  away  from  the  use  of 


cortisone  in  almost  any  type  of  infection, 
certainly  tuberculosis,  by  experimental  evidence, 
work  by  Luria,  and  others,  who  have  shown 
experimentally  in  the  mouse  that  the  use  of 
cortisone  and  ACTH  enhanced  the  activity  of 
tuberculosis.  But  one  must  not  jump  to  con- 
clusions. What  may  happen  in  a mouse  or  rat 
may  not  happen  in  the  human.  I think  we  have 
come  to  use  steroids  more  and  more  when  they 
are  indicated,  despite  the  presence  of  infections. 

Many  lives  are  being  saved  with  the  judicious 
use  of  the  steroids,  even  in  cases  of  tuberculosis, 
which  was  one  of  the  most  definite  contraindi- 
cations in  the  past. 

For  our  second  paper  we  will  hear  from  Dr 
Sheppard  Siegal,  Associate  Attending  Physician 
in  Allergj'  at  Mt.  Sinai  Hospital  and  Associate 
Attending  Physician  in  Allergy  at  Lenox  Hill 
Hospital,  who  has  been  interested  in  allergic 
reactions  to  drugs.  He  is  going  to  discuss  local 
allergic  edema  due  to  injection  of  procaine  and 
the  use  of  a skin  test  to  make  the  diagnosis. 

Local  Allergic  Edema  Due  to  Injected 
Procaine— Diagnosed  by  Twenty -Four 
Hour  Skin  Test 

Dr.  Sheppard  Siegal:  This  is  a report  based 
on  a few  cases,  all  of  which  presented  much  the 
same  complaint  of  swelling  of  the  cheek  and  face 
after  some  minor  dental  procedure  under  local 
procaine  anesthesia. 

In  each  case  the  episode  had  occurred  on 
three  successive  occasions.  At  first  the  dentists 
thought  they  were  dealing  with  an  infection, 
but  later  they  were  less  sure.  By  the  third  time 
it  was  obvious  that  it  was  not  an  infection. 

These  reactions  are  of  interest  to  allergists 
for  two  reasons.  First,  allergic  reactions  to 
injected  procaine  are  relatively  rare.  Certainly 
there  have  been  some  cases  of  anaphylaxis  re- 
ported, but  considering  that  procaine  has  been 
in  use  since  1904,  the  number  of  reactions  has 
been  extremely  small.  The  most  common 
allergy  to  procaine  has  been  occupational  con- 
tact dermatitis  which  sometimes  occurs  in  den- 
tists. It  is  rather  remarkable  that  this  local 
edema  reaction  has  attracted,  so  far  as  I know,  so 
little  attention  before. 

In  view  of  the  fact  that  procaine  has  been 
used  for  so  many  years  it  seems  probable  that 
we  are  seeing  a relatively  new  phenomenon. 

The  second  point  of  interest  is  that  in  each  of 
these  three  cases  it  has  been  possible  to  show  a 
positive  reaction  to  aqueous  procaine  twenty- 
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four  hours  after  it  is  injected  intracutaneously, 
tuberculin-like,  confirming  . the  suspicion  that 
these  were  allergic  reactions. 

I would  like  to  present  briefly  one  of  the  three 
cases.  This  patient  is  a young  lady  who  had 
three  episodes  of  swelling  of  the  face  in  the 
course  of  dental  procedures  during  the  previous 
three  months.  Each  time  onset  of  the  swelling 
was  twelve  to  fourteen  hours  after  treatment, 
persisting  for  twenty-six  to  forty-eight  hours. 
There  was  no  pain,  redness,  or  itching,  and  no 
signs  of  general  reaction  such  as  generalized 
urticaria  or  evidence  of  allergy  elsewhere. 
She  had  had  procaine  many  times  previously 
through  the  years  without  ill  effect. 

Past  history  included  an  occasional  single 
hive  but  no  generalized  urticaria  and  no  other 
personal  or  family  history  of  allergy. 

One  year  before  she  had  pneumonia  treated 
with  penicillin  injections  twice  daily  over  a two- 
week  period  with  no  allergic  reaction. 

An  intradermal  test  with  0.02  ml.  of  2 per  cent 
aqueous  procaine  solution  showed  no  immediate 
reaction.  Then  0.1  ml.  of  the  solution  was 
given  intradermally  in  the  manner  of  a tuber- 
culin test.  The  signs  of  the  reaction  became  no- 
ticeable to  the  patient  about  four  hours  after 
injection.  At  twenty-four  hours  there  was  a 
2l/2  to  3 cm.-diameter  bright  pink  erythema 
with  central  edema.  By  forty-eight  hours 
the  reaction  had  subsided.  A similar  test  with 
Monocaine  1 per  cent  gave  a similar  delayed 
positive  reaction.  She  was  also  tested  with 
Xylocaine,  Pontocaine,  and  primacaine,  all  of 
which  were  negative.  The  dentist  was  advised 
that  he  could  use  Xylocaine  and  has  since  done 
so  with  no  difficulty. 

Confirmation  of  procaine  sensitivity  followed 
subcutaneous  injection  of  procaine  and  mono- 
caine, both  of  which  produced  marked  swelling. 

She  was  tested  with  crystalline  penicillin  G, 
20,000  units  per  cc.,  and  had  an  immediate 
negative  reaction,  but  a positive  delayed  reac- 
tion in  twenty-four  hours. 

Two  earlier  additional  cases  are  essentially 
the  same  but  with  certain  minor  differences. 
In  both  the  edema  was  more  marked,  persisting 
for  one  and  two  weeks,  respectively.  Skin 
tests  were  positive  to  procaine  and  Monocaine, 
just  as  in  this  case.  However,  one  of  them  was 
also  positive  to  unacaine.  Both  were  negative 
to  Xylocaine,  which  was  subsequently  used 
without  any  untoward  reaction. 

It  was  interesting  to  note  that  one  of  these  two 


patients  had  had  a nine-week  pruritus  without 
urticaria  following  penicillin  therapy.  An  in- 
tradermal test  with  crystalline  penicillin  G, 
20,000  units  per  cc.,  showed  a negative  immediate 
test  but  a positive  twenty-four  hour  delayed 
test. 

A control  group  of  25  adults  was  tested  with 
procaine.  All  had  negative  immediate  and  de- 
layed skin  reactions. 

Evidence  of  allergy  to  penicillin  in  two  of 
these  cases  suggests  the  possibility  that  we  are 
now  seeing  procaine  sensitivity  of  this  rather 
limited  type  as  a result  of  earlier  procaine  peni- 
cillin injections.  The  sensitization  may  be 
initiated  in  this  fashion  rather  than  by  injection 
of  aqueous  procaine  for  ordinary  anesthesia  use. 

Procaine  penicillin  is  a slowly  absorbed,  rel- 
atively insoluble  procaine  salt  of  acid  penicil- 
lin G.  In  each  300,000  units  of  penicillin,  there 
are  120  mg.  of  procaine,  thus  making  a 12  per 
cent  suspension  of  procaine.  Most  of  us  are 
perhaps  unaware  of  the  amount  of  procaine  in 
this  preparation.  This  rather  concentrated  sus- 
pension actually  may  be  more  allergenic  than 
ordinary  aqueous  procaine  solution. 

Two  additional  observations  have  suggested 
an  association  of  procaine  allergy  with  the 
administration  of  procaine  penicillin  and  actually 
with  resulting  penicillin  allergy.  One  patient 
with  urticaria  following  procaine  penicillin  gave 
a twenty-four-hour  skin  test  reaction  to  both 
penicillin  G and  to  2 per  cent  procaine.  Another 
patient  had  a marked  local  reaction  after  an 
injection  of  procaine  into  the  base  of  the  big  toe 
prior  to  a minor  surgical  procedure.  He  had  a 
delayed  allergic  reaction  to  penicillin  during  the 
preceding  year.  He  showed  a twenty-four- 
hour  positive  test  to  procaine  intradermally  but 
would  not  permit  a test  with  penicillin. 

The  positive  reaction  to  Monocaine  in  all  three 
cases  is  probably  a cross-sensitization  that  has 
been  described  in  eczematous  types  of  sensitiza- 
tion to  procaine.  Fortunately,  since  Xylocaine, 
which  is  much  more  widely  used  now,  is  quite 
different  chemically  does  not  cross-sensitize  with 
procaine,  it  will  probably  continue  to  be  a safe 
substitute  unless  someone  comes  up  with  Xylo- 
caine penicillin ! 

Dr.  Prigal:  The  floor  is  now  open  for  dis- 
cussion of  these  interesting  cases. 

I would  have  been  very  much  surprised  if  the 
other  Dr.  Siegel  had  not  asked  to  be  heard 
because  we  know  that  he,  too,  is  very  interested 
in  penicillin  sensitivity. 
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Dr.  Bernard  Siegel:  I do  not  wish  to  dis- 
cuss the  penicillin  aspect  of  this  case,  but  rather 
the  procaine  sensitivity. 

I’d  like  to  add  case  4 to  your  series.  This  was 
a woman  who  had  many  injections  of  procaine  for 
dental  work  without  any  reactions  and  was  then 
treated  with  intravenous  procaine  for  a serum 
sickness-like  reaction  to  penicillin  which  resulted 
in  complete  subsidence  of  the  arthritis-like 
symptoms,  eruption,  and  fever  which  she  had. 
Several  months  later  she  again  had  some  dental 
work  and  started  to  develop  edema  at  the  site 
of  injection.  This  was  at  its  height  in  about 
twelve  hours  and  lasted  for  several  days. 

Intradermal  testing  was  done  and  showed  the 
same  type  of  reaction  described  this  evening,  a 
delayed  reaction  reaching  its  height  in  six  or 
eight  hours  and  persisting  for  twenty-four  hours 
or  more.  There  was  a negative  reaction  to 
Xylocaine,  which  she  has  since  taken  with  no 
difficulty.  I’ve  watched  this  patient  very  closely 
— she’s  my  wife. 

Dr.  Prigal:  The  final  subject  of  the  evening 
is  one  that  interests  all  of  us.  I hope  that  as  a 
result  of  this  presentation  we  will  come  away  with 
a clearer  concept  of  mold  allergy. 

Drs.  Merksamer  and  Sherman  are  going  to 
discuss  the  diagnosis  of  mold  allergy. 

Diagnosis  of  Mold  Allergy , Illustrated 
by  Case  Presentations 

Dr.  David  Merksamer:  Mr.  Chairman, 

members  and  guests  of  the  Society,  I will  start 
out  by  saying  that  I am  not  going  to  explain  the 
symptoms  that  your  patient  had  this  past 
October. 

The  diagnosis  of  atmospheric  mold  allergy  at 
times  can  be  difficult,  even  though  it  is  now  ten 
years  since  mold  allergy  has  been  accepted  as  a 
definite  clinical  entity  in  this  area.  Many 
cases  still  are  being  missed,  and  in  addition, 
many  patients  who  do  not  require  this  form  of 
therapy  are  being  treated  for  mold  sensitivity. 

First,  here  is  a slide  showing  the  mold  counts 
for  five  years  from  1948  to  1952.  It  shows  how 
different  each  season  is.  It  also  shows  that 
July,  in  practically  all  of  the  five  years,  has 
shown  the  largest  amount  of  Altemaria  spores. 
You  can  see  that  in  some  years  October,  Septem- 
ber, and  even  August  have  shown  a large  amount 
of  spores.  However,  this  year  in  October  the 
mold  count  was  very  low. 

This  slide  shows  the  average  curve  for  Alter- 
naria  and  Hormodendrum  for  the  seven  years, 


1948  to  1954.  It  shows  that  Altemaria  spores 
get  into  the  air  in  increased  quantities  in  June 
and  continue  through  July,  August,  September, 
and  October  and  diminish  in  November.  It 
also  shows  that  during  the  tree  season  there  were 
very  few  spores  in  the  air.  In  the  second  half 
of  the  grass  season  you  begin  to  see  larger 
amounts  of  Altemaria  spores  which  continue 
throughout  the  ragweed  season  and  for  about 
six  weeks  after  the  ragweed  season,  except  for 
this  year. 

Case  1. — This  case  gave  us  a great  deal  of  diffi- 
culty. It  was  that  of  a seven-year-old  boy  who 
visited  the  clinic  for  the  first  time  in  November, 
1950,  with  nasal  symptoms  of  two  }rears  duration. 
These  symptoms  were  more  marked  in  summer. 
He  had  a dr\r,  hacking  cough  of  one  year’s  duration. 
He  had  an  asthmatic  attack  at  the  end  of  October, 
1950.  Intracutaneous  tests  were  negative  to  Eng- 
lish plantain  and  trees,  and  a plus-minus  to  timothy. 
There  was  a moderate  reaction  to  concentrated  dust. 
At  that  time  his  reaction  to  Altemaria  1:100  and 
1 : 1,000  was  slightly  positive,  while  that  to  Hormo- 
dendrum was  negative. 

In  1951  he  had  symptoms  in  August  and  Septem- 
ber. Retesting  showed  a slight  moderate  reaction 
to  ragweed  and  a slight  reaction  to  Altemaria  1 : 100. 
In  our  minds  the  diagnosis  was  uncertain.  We 
called  him  a possible  clinical  ragweed  case  because 
of  this  reaction. 

In  1952  the  symptoms  were  similar  to  1951.  In 
1953  he  received  injections  of  ragweed  and  dust,  and 
he  had  a good  summer.  In  July  and  early  August, 

1954,  he  had  increased  nasal  symptoms  while  on 
ragweed  therapy,  which  were  correlated  with  in- 
creased Altemaria  counts.  Retesting  again  showed 
a slight  plus  reaction  to  0.1  ragweed,  and  at  this  time 
Altemaria  1 : 100  gave  a moderate  to  mild  reaction, 
and  Hormodendrum  gave  a slight  plus  reaction. 

In  1955-1956  we  started  treating  him  with 
Altemaria  extract  and  no  ragweed,  with  marked 
improvement.  However,  during  this  past  season  of 
1957,  we  noticed  that  he  was  having  increased 
symptoms  on  days  when  the  Hormodendrum  count 
was  high.  We  tested  him  again.  He  still  showed  a 
slight  reaction  to  ragweed.  Altemaria  was  marked, 
and  Hormodendrum  at  this  time  was  marked.  This 
is  an  Altemaria  and  Hormodendrum  case  in  whom 
we  have  watched  skin  sensitivity  develop.  He  has 
never  developed  a ragweed  reaction. 

Case  2. — A five-jmar-old  boy  visited  us  for  the 
first  time  in  February,  1956,  with  a chief  complaint 
of  cough,  wheezing,  and  nasal  symptoms  of  six 
months’  duration.  His  symptoms  began  in  July, 

1955,  while  in  Liberty,  New  York.  Cutaneous 
tests  at  this  time  showed  negative  reactions  to  all 
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pollens  and  a moderate  marked  reaction  to  dust. 
Food  tests  were  negative. 

With  molds  he  showed  a moderate  reaction  to 
1:1,000  Alternaria  and  a moderate-marked  to 
Alternaria  1:100.  Penicillium  showed  a slight 
reaction,  Hormodendrum  slight,  Aspergillus  slight, 
and  helminthosporium,  slight. 

We  treated  him  with  Alternaria  and  dust  extract 
over  a two-year  period.  He  had  slight  symptoms 
which  we  could  correlate  with  Alternaria  peaks. 
He  returned  to  Liberty  during  1956-1957  and  has 
had  no  asthma. 

Case  3. — A six-year-old  girl  visited  us  for  the 
first  time  in  November,  1955,  with  a chief  com- 
plaint of  asthma  of  three  j^ears’  duration  from  early 
June  to  October.  Treatment  previously  had  been 
given  with  timothy  and  ragweed  pollens  with  poor 
results. 

Our  tests  showed  a marked  reaction  to  ragweed 
and  slight  moderate  reaction  to  timothy,  plantain, 
and  trees.  There  was  a moderate  reaction  to 
Alternaria  1 : 1,000  and  marked  to  Alternaria  1:100, 
while  reactions  to  similar  dilutions  of  Hormoden- 
drum were  slight  and  slight  moderate,  respectively. 
Aspergillus,  Penicillium,  and  helminthosporium 
showed  slight  reactions. 

In  1956-1957  no  timothy  was  given,  since  we 
found  no  evidence  of  clinical  sensitivity  to  grass 
pollen.  On  Alternaria  and  ragweed  therapy, 
results  were  good.  There  were  some  nasal  symp- 
toms but  no  asthma  at  all  at  the  time  of  Alternaria 
and  ragweed  peaks. 

The  reason  for  the  earlier  failure  was  the  treat- 
ment with  timothy  and  ragweed  instead  of  Alter- 
naria and  ragweed.  The  symptoms  in  June  were 
due  not  to  timothy,  but  to  Alternaria. 

Case  4. — This  is  a five-year-old  boy  who  visited  us 
for  the  first  time  in  1952  with  a history  of  cough  for 
two  weeks’  duration,  onset  in  July,  1952.  He  had 
atopic  dermatitis  since  infancy. 

At  this  time  the  mold  tests  were  not  done,  but  he 
showed  a moderate  reaction  to  dust  and  slight 
reactions  to  wheat  and  rye.  All  other  tests  were 
negative. 

On  diet,  local  therapy,  and  dust  hyposensitization 
for  two  years,  there  was  improvement  in  his  derma- 
titis but  not  in  his  respiratory  symptoms. 

In  July  and  through  the  summer  of  1954,  he 
noticed  asthma  and  nasal  symptoms  which  we  were 
able  to  correlate  with  peaks  in  the  mold  spore  count. 
Retesting  showed  a moderate  plus  reaction  to 
1:1,000  Alternaria  and  a marked  reaction  to  Al- 
ternaria 1 : 100.  Pollen  tests  were  negative  and 
dust  tests  moderate.  He  was  treated  with  Alter- 
naria and  dust.  He  has  had  no  asthma  during  the 
past  three  years,  and  his  dermatitis  has  completely 
subsided. 


A detailed  history  with  particular  attention 
to  age  at  onset  of  symptoms,  the  type  of  sjunp- 
toms,  and  the  time  that  symptoms  occur,  plus 
careful  skin  testing  with  reliable  extracts  are 
essential  for  making  the  correct  diagnosis  of 
mold  allergy. 

A knowledge  of  the  daily  mold  spore  and  pollen 
concentrations  of  the  atmosphere  are  valuable 
adjuncts  in  confirming  the  diagnosis. 

Dr.  Hyman  Sherman. — Dr.  Merksamer  pre- 
sented cases  of  sensitivity  due  to  molds  in  chil- 
dren. I’d  like  to  emphasize  this  high  incidence 
in  children,  since  it  is  clinically  very  significant. 
In  a series  of  55  cases  of  mold  allergy  studied 
at  the  Brooklyn  Jewish  Hospital  a few  years  ago, 
and  which  we  followed  over  a period  of  many 
years,  we  found  78  per  cent  in  the  first  decade  of 
life,  43  out  of  55.  This,  of  course,  has  been  con- 
firmed by  other  investigators.  In  the  second 
decade  there  was  17  per  cent  making  a total  of 
95  per  cent  under  twenty  years  of  age.  This 
percentage  certainly  is  much  higher  than  is 
found  in  pollen  sensitivity. 

I also  would  like  to  emphasize  the  frequent 
occurrence  of  asthma  in  mold  allergy.  As  you 
see,  asthma  alone  was  present  in  10  per  cent 
or  18  per  cent.  When  combined  with  nasal 
symptoms,  there  was  an  incidence  of  44  per  cent 
making  a total  of  62  per  cent  of  patients  that 
presented  asthma  as  a symptom.  Here  again,  in 
children  this  incidence  is  twice  as  high  in  mold 
allergy  as  in  pollen  sensitivity. 

Therefore,  when  confronted  with  a child  who 
has  a dry  cough  or  asthma  occurring  during  the 
summer  months,  particularly  with  onset  in  the 
country,  one  should  strongly  suspect  mold  sensi- 
tivity. Pure  mold  cases  commonly  masquerade 
as  cases  of  multiple  pollen  sensitivity  or  as  cases 
sensitive  to  summer  foods. 

In  an  analysis  of  the  55  cases  we  studied  there 
were  16  cases,  almost  30  per  cent,  without 
pollen  sensitivity,  that  is  pure  mold  cases. 
There  were  39  or  71  per  cent  with  pollen  sensi- 
tivity. 

There  have  been  very  few  mold  spores  present 
in  the  air  since  the  end  of  September,  both  this 
year  and  in  1956.  However,  we’ve  had  many 
patients  with  troublesome  asthma  during  the 
late  postragweed  season.  Only  a small  percent- 
age of  these  are  due  to  molds.  One  must  be 
careful  not  to  blame  these  asthmatic  symptoms 
on  mold  sentitivity,  and  the  asthma  must  be 
explained  on  another  basis. 

In  conclusion,  mold  therapy  should  not  be 
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instituted  unless  the  patient’s  symptoms  can  be 
correlated  with  the  peaks  in  the  mold  spore 
counts.  Over  a period  of  ten  years,  we  think 
that  Hormodendrum  has  not  been  proved  an 
important  mold  from  the  clinical  standpoint. 
Alternaria  is  the  more  important  mold,  and  a 
marked  reaction  to  it,  repeatedly  obtained, 
usually  means  clinical  sensitivity. 

Dr.  Louis  Sternberg:  I would  like  to  know 
how  often  they  found  the  mold  in  the  sputum  of 
these  patients? 

Dr.  Kaplan:  Both  doctors  spoke  about  at- 
mospheric molds.  Is  there  any  discussion  at 
all  about  molds  that  are  not  in  the  atmosphere 
but  within  the  house? 

Dr.  Isadore  Mechaneck:  I would  like  to 
know  what  concentrations  are  used  for  testing 
to  start  with. 

Dr.  Albert  Zucker:  Is  there  any  superiority 
in  testing  with  type  33  molds?  It’s  been  my 
experience  that  we  get  a considerable  amount  of 
false  positives  even  in  patients  who  do  not  have 
a dermographic  skin.  Now  Arlington  supplies 
it  in  a dilution  of  1 : 1,000. 

Dr.  Rudolph  Wilhelm:  How  often  have  the 
doctors  found  constitutional  reactions  to  mold 
extracts?  Second,  how  often  have  they  suc- 
ceeded in  clearing  asthma  or  in  reproducing 
clinical  symptoms  by  inadvertent  overdoses  of 
mold  extract? 

Dr.  Merksamer:  About  mold  in  sputum. 
When  we  are  talking  about  these  molds,  Alter- 
naria and  Hormodendrum,  we’re  talking  about 
saprophytic  molds.  Molds  in  sputum  are  patho- 
genic molds,  and  I think  there  is  absolutely  no 
relationship  to  them. 

Some  years  ago  there  was  work  done  on  en- 
vironmental molds.  Professor  Christianson  at 
the  University  of  Minnesota  took  pillows,  mat- 
tresses, carpets,  and  found  very  little  Alternaria 
and  Hormodendrum,  but  he  did  find  Aspergillus 
and  Penicillium  in  large  quantities.  In  fact,  in 
new  rubber  foam  mattresses  and  pillows  he 
got  nothing,  but  as  they  got  older,  a year  or 
two  years,  he  was  able  to  get  both  bacteria  and 
Aspergillus  and  Penicillium  from  them. 


With  Alternaria  and  Hormodendrum,  we  are 
fortunate  in  that  we  have  a season  just  as  you 
have  with  ragweed  and  grass  pollens.  On  slides 
you  can  see  only  Alternaria,  Hormodendrum, 
helminthosporium,  smuts,  and  rusts.  You  can 
not  identify  Aspergillus  or  Penicillium.  The 
only  way  you  can  do  that  is  by  exposing  culture 
plates. 

Culture  plates  can  be  left  out  for  only  twelve 
minutes.  If  you  leave  them  out  longer,  your 
plate  is  going  to  be  overgrown  with  colonies 
and  you’ll  never  be  able  to  identify  them. 
You  have  to  wait  with  your  plates,  keep  them  at 
room  temperature  for  three  to  five  days  before 
you  have  any  growth  on  the  plates. 

It  makes  it  very  difficult  to  correlate  the 
patient’s  symptoms  with  the  plate  count. 
Perhaps  the  patient  had  the  symptoms  a week 
before  you  had  what  was  on  the  plate  that 
particular  day. 

With  the  slides  you  know  just  as  you  do  with 
pollen  what  the  count  is  for  the  previous  day. 
We  also  are  planning  work  with  the  environ- 
mental molds.  Unquestionably,  they  do  play  a 
role  in  some  cases. 

I have  seen  an  Alternaria-sensitive  patient, 
who  in  winter  would  go  up  to  some  cabin  in  the 
country  and  immediately  have  symptoms  there. 
When  a plate  was  brought  back,  we  found 
Alternaria. 

As  to  the  type  33  molds,  I’ve  had  no  experience 
with  them. 

As  to  skin  testing  with  molds,  we  use  the 
1:1,000  dilution  and  the  1:100  dilution  for 
testing.  However,  you  can  go  down  to  1 : 10,000 
if  you  have  a case  that’s  particularly  sensitive. 

Constitutional  reactions  are  frequent  in  the 
treatment  of  mold  allergy.  Strange  as  it  may 
seem,  they  occur  in  children.  I have  seen  a 
great  many  reactions  to  Alternaria.  Therapy 
should  be  given  carefully  and  slowly,  and  the 
patient  should  stay  in  the  office  for  at  least 
twenty  minutes  after  Alternaria  injections. 

The  constitutional  reactions  are  the  same  as 
the  constitutional  reaction  to  pollen,  urticaria, 
coryza,  or  asthma. 


Music  is  love  in  search  of  a word. — Sidney  Lanier 
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A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  incidents  were  recently  re- 
ported to  the  New  York  City  Poison  Control 


Center. 

Toxic  Agent 

Incident  1 
Age 

Sex 

Barbiturate 

7 weeks 

Female 

Sleeping  capsules  were  prescribed  by  a private 
physician  for  the  mother  of  seven-week-old 
twins.  At  the  same  time,  the  physician  pre- 
scribed cough  medicine  for  the  twins.  While  pre- 
paring the  medicines,  the  druggist  mistakenly 
switched  the  labels. 

The  father’s  suspicion  was  aroused,  since  he 
did  not  think  capsules  would  be  prescribed  for 
infants.  He  checked  with  the  druggist,  but  the 
druggist  insisted  the  capsules  were  for  the  in- 
fants. The  contents  of  one  capsule  were  emp- 
tied and  given  to  each  of  the  twins.  One  twin 
vomited  immediately;  the  other  apparently  ab- 
sorbed the  medicine. 

The  patient  became  cyanotic  and  dyspneic  and 
was  immediately  treated  by  the  family  physician 
who  then  sent  the  infant  to  a hospital.  At  the 
hospital  the  patient’s  stomach  wTas  lavaged,  and 
she  was  put  in  an  oxy gen  tent  and  given  suppor- 
tive therapy. 

This  poisoning  was  classified  as  severe,  but  after 
ten  days  of  hospitalization  the  patient  made  an 
uneventful  recovery. 


Incident  2 

Toxic  Agent  Age  Sex 

Aspirin  16  years  Female 

The  child  and  her  mother  had  been  visiting. 
When  they  returned  home,  the  child  had  severe 
cramps.  Unable  to  sleep,  she  took  about  seven 
5-gr.  aspirin  tablets.  One  hour  following  in- 
gestion, she  became  nauseous,  vomited,  and  had 
abdominal  pains.  The  family  physician  was 
called.  He  sent  the  child  to  the  hospital. 

At  the  hospital  the  same  symptoms  were  still 
noted.  The  physical  examination  was  negative, 
but  the  laboratory  examinations  revealed  the 
following:  blood  urea  nitrogen  14,  glucose  87, 
and  white  blood  count  9,600.  Urine  was  positive 
for  sugar  and  albumin.  Treatment  consisted  of 
sodium  bicarbonate  and  magnesium  sulphate  by 
mouth.  Gastric  lavage  was  not  done. 

The  symptoms  subsided  after  twenty-four 
hours,  and  the  patient  made  a complete  recovery. 

Incident  3 

Toxic  Agent  Age  Sex 

Paradichlorbenzene  3 years  Male 

This  incident  involved  a physician’s  child. 
The  father  of  the  child  is  on  the  staff  of  a large 
voluntary  hospital. 

The  mother  called  the  physician  at  the  hos- 
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pital  to  inform  him  that  the  child  had  eaten  an 
unknown  quantity  of  moth  crystals.  The  crys- 
tals had  been  in  an  unmarked  container  that  came 
with  a blanket  recently  purchased  from  a large 
mail  order  firm. 

The  assistance  of  the  Poison  Control  Center 
was  enlisted  to  identify  the  product.  The 
Chicago  office  of  the  mail  order  firm  was  im- 
mediately contacted.  They  in  turn  ascertained 
the  composition  from  their  supplier.  The 
crystals  were  identified  as  paradichlorbenzene 
which  in  our  experience  is  not  involved  by  seque- 
lae of  note. 

As  a result  of  this  incident  the  firm  immediately 
agreed  to  have  the  crystal  container  properly 
identified  with  the  names  of  the  active  ingredi- 
ents. 

Although  insecticides  have  long  been  required 
to  be  identified  on  the  label,  some,  such  as  the 
one  mentioned  here,  still  escape  attention  by 


industry. 

Incident  4 

Toxic  Agent 

Age 

Sex 

Borax 

6 days 

Female 

The  father  mistakenly  prepared  the  baby’s 
, formula  with  borax  instead  of  with  the  pre- 
| scribed  dextro  maltose.  The  error  was  not  dis- 
covered until  twenty-four  hours  later  by  which 
| time  the  infant  had  consumed  the  contents  of  all 
! the  bottles  which  were  prepared  with  the  borax. 

I Although  asymptomatic,  the  child  was  taken  to  a 
| hospital.  The  stomach  was  lavaged  with  sterile 
j water,  and  after  two  days  of  observation  the 
I child  was  sent  home. 

This  is  a most  fortunate,  inexplicable  situation, 
j Some  serious  consequences  should  have  occurred 
jj  but  happily  they  did  not. 

Incident  5 

Toxic  Agent  Age  Sex 

|l  Carbona  (Containing  11  years  Male 

Carbon  Tetrachlo- 
ride) 

The  mother  was  ill  and  quite  upset.  The 
children  were  playing  and  making  undue  noise 
so  the  mother  scolded  them.  The  older  sibling 
felt  the  scolding  was  unfair.  To  spite  his  mother, 
|j  he  ingested  an  unknown  quantity  of  Carbona 
which  he  found  on  the  kitchen  floor. 


The  patient  complained  of  abdominal  pains, 
nausea,  and  vomiting  six  days  following  the 
ingestion.  He  was  taken  to  the  family  physician 
who  sent  him  to  a local  hospital.  On  admission 
to  the  hospital  the  patient  presented  the  following 
symptoms:  nausea,  pain,  vomiting,  and  stupor. 

The  laboratory  findings  showed  a faint  trace 
of  albumin  in  the  urine  and  1 plus  acetone.  The 
blood  chemistry  revealed  a urea  nitrogen  of  18. 
The  cephalin  flocculation  test  was  1 plus.  The 
patient  was  treated  with  choline  and  supportive 
therapy.  He  was  observed  for  three  days,  and  at 
the  time  of  discharge  the  physical  findings  were 
essentially  normal  except  for  mild  lethargy. 

Incident  6 

Toxic  Agent  Age  Sex 

Carbon  Tetrachloride  37  years  Male 

The  Poison  Control  Center  was  called  by  a 
hospital  pathologist  who  was  reporting  an  out-of- 
town  case  of  carbon  tetrachloride  poisoning. 
Because  of  his  Army  experience  as  a pathologist, 
he  had  an  opportunity  to  observe  carbon  tetra- 
chloride poisonings. 

Although  there  was  no  history  of  exposure  to 
carbon  tetrachloride  or  carbon  tetrachloride  in- 
gestion in  the  incident,  the  pathologist  felt  the 
appearance  of  the  kidney  strongly  suggested 
carbon  tetrachloride  poisoning. 

It  was  not  until  the  pathologist  called  the 
widow  of  the  victim  to  inquire  about  carbon 
tetrachloride  that  the  precipitating  incident  was 
definitely  recognized.  The  excited  widow  re- 
vealed that  on  Easter  Sunday  her  husband  had 
spilled  spaghetti  and  tomato  sauce  over  his 
clothes.  Because  she  was  concerned  for  her 
infant  child,  she  told  him  to  clean  his  clothes  in 
the  bathroom.  In  the  bathroom  he  doused 
himself  with  almost  a pint  of  pure  carbon  tetra- 
chloride. The  bottle  was  properly  labeled  and 
explained  the  possibility  of  death  from  undue 
exposure.  Apparently  the  label  had  not  been 
read. 

That  evening  he  began  to  vomit  and  was 
treated  at  home  for  a week  before  admission  to 
the  hospital.  The  carbon  tetrachloride  was  used 
on  Sunday,  April  6th;  the  patient  died  April 
18th  from  renal  complications.  (At  the  time  of 
his  death  history  of  previous  exposure  to  carbon 
tetrachloride  was  not  known.) 

Carbon  tetrachloride  continues  to  be  one  of  the 
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most  dangerous  chemicals  used  in  the  home  and 
industry.  Proper  labeling  alone  is  apparently 
not  enough  to  prevent  accidental  poisonings. 

Incident  7 

Toxic  Agent  Age  Sex 

Overdose  of  “Dope”  18  years  Male 

According  to  the  father,  the  boy  took  an  over- 
dose of  “dope”  with  a hypodermic  needle.  He 
became  unconscious  and  was  taken  to  a hospital. 
The  public  health  nurse  who  made  the  home  visit 
and  interviewed  the  father  reported  the  following. 

The  father  of  this  boy  blames  the  son’s  be- 
havior on  the  devil  who  is  abroad  in  the  world  and 
on  a lack  of  will  power  on  the  boy’s  part.  He 
seems  to  be  very  religion-minded  and  states  that 
he  thinks  the  boy  will  now  stay  out  of  trouble 
since  the  father  talked  to  him.  The  boy  assured 
the  father  he  would  not  take  “dope”  again. 

The  father  also  stated  the  boy  was  found  un- 
conscious on  the  street  at  night  by  a taxi  driver 
who  dragged  him  into  the  doorway.  The 
father  then  brought  the  boy  to  the  hospital 
emergency  room  in  a taxi.  Before  any  treatment 
was  given,  the  boy  regained  consciousness  and 
was  released.  The  father  says  the  boy  cannot 
take  dope  because  it  always  knocks  him  out. 
The  father  absolutely  denied  that  the  poisoning 
agent  was  barbiturates.  He  says  it  was  dope 
taken  by  needle. 

After  a period  of  hospitalization  the  patient 
made  a complete  recovery  from  this  incident. 
What  is  needed,  however,  is  the  treatment  of  the 
underlying  condition  which  caused  the  narcotic 
addiction.  Prolonged  psychiatric  care  and  a 
change  of  environment  may  be  indicated. 


Incident  8 

Toxic  Agent 

Age 

Sex 

Barbiturate 

49  years 

Female 

The  patient  was  unable  to  sleep  and  took  one 
pill  after  another.  She  ingested  a total  of  14 
3-gr.  capsules.  She  was  found  unconscious  and 
taken  to  the  hospital  as  soon  as  discovered, 
perhaps  several  hours  after  ingestion. 

On  admission  to  the  hospital  the  patient  was  in 
a stupor.  After  stomach  was  lavaged  with 
sodium  bicarbonate,  the  patient  was  admitted 
to  the  ward.  On  admission  she  was  still  in  a 


stupor  and  had  a bounding  pulse.  She  was 
treated  with  0.3  per  cent  picro toxin,  one  2 cc. 
ampule  of  caffeine,  and  one  ampule  of  Coramine. 
After  four  days  in  the  hospital,  the  patient  re- 
covered. 

The  laboratorj'-  findings  were  as  follows: 
Complete  blood  count  was  normal,  blood  sugar 
105,  and  nonprotein  nitrogen  34.  The  albumin 
was  normal. 

This  patient  presented  a picture  of  “autom- 
atism” which  is  frequently  observed  in  bar- 
biturate poisonings.  A patient  frequently  takes 
a barbiturate  in  order  to  induce  sleep.  The 
barbiturate  may  not  induce  sleep  but  puts  the 
patient  in  a semistuporous  condition.  Unable 
to  remember  that  they  have  already  taken  a 
barbiturate  and  desirous  of  achieving  sleep, 
they  continue  to  take  more  and  more  of  the  medi- 
cation until  intoxication  follows. 

When  prescribing  barbiturates  for  any  patient, 
the  patient  should  be  warned  not  to  keep  all  the 
medication  at  the  bedside.  They  should  also  be 
instructed  not  to  repeat  the  dose  if  sleep  is  not 
immediately  forthcoming,  except  under  direc- 
tions of  the  physician. 


Incident  9 

Toxic  Agent 

Age 

Sex 

Aspirin 

9 years 

Female 

The  child  returned  from  school  emotionally 
upset.  No  one  was  home  so  she  obtained  a bottle 
of  aspirin  from  a shelf  in  the  kitchen  and  took 
11  5-gr.  tablets.  The  mother  states  the  child 
attempted  to  commit  suicide.  An  older  sister, 
sixteen  years  of  age,  is  usually  at  home  when  her 
younger  sister  returns  from  school,  but  on  this 
particular  day  there  was  no  one  at  home. 

When  the  mother  arrived  home,  she  noted  the 
child  was  stuporous  and  asleep.  She  also  com- 
plained on  awakening  of  nausea  and  abdominal 
pains.  One  hour  after  ingestion  the  child  was 
taken  to  the  hospital  where  the  stomach  was 
lavaged  with  plain  water.  The  patient  also 
vomited  spontaneously  fifteen  minutes  after 
ingestion.  The  urine  was  positive  for  salicylate. 

After  three  days  of  hospital  observation  and 
supportive  therapy,  the  patient  was  discharged 
as  improved.  This  is  one  of  the  youngest  cases 
of  attempted  suicide  reported  to  our  Center. 
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Incident  10 

Toxic  Agent  Age  Sex 

Reserpine  2 years  Male 

The  patient  obtained  the  medication  and  in- 
gested five  0.25  mg.  tablets.  Six  hours  later  the 
patient  vomited  and  was  taken  to  a hospital 
where  the  only  symptom  was  a flushed  face. 
The  blood  pressure  rose  from  80/52  to  86/58. 

After  four  hours  of  observation  in  the  emer- 
gency room  the  patient  was  sent  home.  His 
parents  were  instructed  to  bring  the  child  in 
again  for  a follow-up  check-up. 

Incident  11 

Toxic  Agent  Age  Sex 

Reserpine  2l/2  years  Female 

The  patient  ingested  20  0.1  mg.  tablets  which 
she  obtained  in  the  home.  Vomiting  was  in- 
duced one  hour  after  ingestion,  and  the  patient 
was  taken  to  the  hospital  where  her  stomach 
was  lavaged  with  water.  The  only  symptom  on 
admission  was  nausea.  The  patient  was  ob- 
served in  the  hospital  for  twenty-four  hours. 
She  was  put  on  a light  diet  and  discharged  as 
asymptomatic. 

These  last  two  incidents  are  reported  because 
reserpine  products  are  now  very  widely  used  and 
incidents  of  reserpine  poisoning  are  frequently 
reported.  The  mild  consequences  are  reassuring. 

Incident  12 

Toxic  Agent  Age  Sex 

Antispasmodic  Tablets  13  years  Female 

(Atropine-like) 

The  mother  and  the  patient  were  having  an 
argument  about  going  steady.  It  was  the  opin- 
ion of  the  public  health  nurse  who  visited  the 
home  that  the  mother  strongly  objected  to  the 
boyfriend  and  tried  to  alert  the  patient  to.  the 
possible  danger  which  could  result  from  having  a 
steady  boyfriend  at  such  an  early  age. 

In  protest  the  patient  took  10  to  12  50-mg. 
tablets  of  this  proprietary  antispasmodic  which 
was  prescribed  for  the  mother’s  dysmenorrhea. 
On  admission  to  the  hospital  the  patient  was 
drowsy  and  mydriasis  also  was  noted.  Her 
stomach  was  lavaged  with  sodium  bicarbonate. 

After  one  day’s  observation  the  patient  made  a 


complete  recovery  but  she  was  discharged  with 
instructions  for  follow-up  visit  by  the  family 
physician. 

Incident  13 

Toxic  Agent  Age  Sex 

Lead  2 years  Male 

The  child  was  constantly  chewing  on  flakes 
of  wall  plaster.  The  patient  began  to  vomit 
and  was  taken  to  the  hospital.  (This  child  was 
under  the  supervision  of  a Department  of  Health 
child  health  station.)  Since  his  mother  gave  a 
history  of  pica,  the  child  was  referred  for  blood 
lead  determination. 

The  blood  lead  was  reported  as  130  micrograms 
per  1 cc.  The  mother  related  that  the  child  had 
been  eating  plaster  for  over  a year  and  had  had 
occasional  vomiting  episodes  which  were  not 
severe.  On  admission  to  the  hospital  the  patient 
had  no  convulsions  or  complaints  of  headache  or 
constipation. 

The  mother  did  not  realize  that  the  child  was 
ill.  On  physical  examination  the  temperature 
was  99.2,  respiration  38,  pulse  110,  and  blood 
pressure  95/60.  He  did  not  appear  in  acute 
or  chronic  distress.  The  abdomen  was  soft,  not 
tender,  liver  was  one  fingerbreadth  below  the 
right  costal  margin,  and  the  spleen  was  not 
palpable.  The  remainder  of  the  physical  exam- 
ination was  essentially  negative. 

Laboratory  data  were  as  follows:  hemoglobin 
6.3  Gm.,  white  blood  count  13,700,  pulse  63, 
and  lymphocytes  29.  He  had  a mild  hypo- 
chromia. The  urine  showed  1 plus  albumin 
and  six  to  ten  granular  casts. 

The  patient  was  put  on  450  mg.  of  versine  twice 
daily  for  five  days.  Repeat  urine  examinations 
showed  2 plus  albumin.  Later,  it  showed  a trace 
of  albumin.  The  nonprotein  nitrogen  was 
down  to  42  mg.  after  one  week  of  treatment. 
Anemia  persisted  at  6.6  Gm.  The  patient  was 
then  placed  on  iron  to  which  he  showed  a good 
response.  The  urine  also  cleared,  and  the  non- 
protein nitrogen  came  down  to  normal  values  of 
39.6  to  39.5.  The  spinal  fluid  before  discharge 
showed  pressure  of  150,  with  a crystal-clear  fluid 
protein  45  and  sugar  75  per  cent.  The  spinal 
fluid  findings  showed  clear  fluid,  sugar  80,  and 
protein  112.  The  culture  was  sterile.  The  x- 
ray  showed  minimal  lead  lines.  After  three 
weeks  in  the  hospital  the  patient  was  discharged 
to  a convalescent  home. 
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Incident  14 

Toxic  Agent  Age  Sex 

Aspirin  16  years  Female 

This  patient  had  dysmenorrhea.  She  was 
feeling  very  depressed  and  took  two  5-gr.  aspirin 
tablets. 

Not  being  sufficiently  relieved  after  taking  two 


tablets,  she  kept  on  taking  the  aspirin  until  she 
had  ingested  a total  of  28  tablets. 

The  patient  had  abdominal  pains  and  became 
stuporous.  She  was  taken  to  the  hospital  where 
the  stomach  was  lavaged.  After  several  hours  of 
observation,  she  recovered. 

This  case  also  illustrates  clearly  the  hazard  of 
self-medication,  particularly  with  repeated  doses. 


( Number  nineteen  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings ) 
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Use  of  Doctors  Doubles  in  Thirty  Years 


Americans  now  see  physicians  almost  twice  as 
often,  on  the  average,  as  they  did  thirty  years  ago, 
Health  Information  Foundation  has  reported. 

In  its  monthly  statistical  bulletin,  Progress  in 
Health  Services , the  Foundation  analyzed  figures  for 
out-of-hospital  doctor  visits  from  three  separate 
surveys:  one  covering  the  1928  to  1931  period  and 
two  conducted  within  the  last  three  years. 

Three  decades  ago,  the  Foundation  stated,  Amer- 
icans made  an  average  of  2.6  visits  a year  to  physi- 
cians. The  current  average  is  almost  5 visits  a 
year. 

Part  of  the  increase  can  be  explained  by  the  fact 
that  a higher  proportion  of  people  now  see  their  doc- 
tor at  least  once  a year.  Less  than  half  the  popula- 
tion in  1928  to  1931  saw  a physician  during  the  course 
of  a year.  Currently  only  about  one  person  in  three 
fails  to  do  so.  Even  when  only  users  of  doctors’ 
services  are  considered,  the  average  number  of 
visits  per  person  has  increased  in  the  last  thirty 
years. 

Women  tend  to  see  physicians  more  often  than 
men  do,  especially  during  the  young-adult  period, 
the  Foundation  said.  By  age,  the  lowest  average 
use  comes  from  five  to  fourteen.  The  highest  usage 
is  among  persons  sixty-five  and  over. 


“Today,”  the  Foundation  pointed  out,  “there  is 
little  difference  in  the  volume  of  medical  care  re- 
ceived by  people  in  widely  separated  income  groups.” 
In  1928  to  1931,  adults  in  high-income  families 
averaged  about  half  again  as  many  visits  as  those 
with  the  lowest  incomes.  Currently  the  comparable 
advantage  of  high-income  families  is  much  less — 
only  about  one  eighth. 

Commenting  on  this  trend,  George  Bugbee, 
Foundation  president,  said:  “Clearly,  medical  care 
is  generally  available  to  the  public  regardless  of 
ability  to  pay.  This  encouraging  fact  can  be  traced 
in  part  to  today’s  relatively  high  incPme  levels  and 
to  recent  improvement  in  the  medical  services 
available  to  low-income  groups.  It  also  reflects  the 
greater  value  now  placed  on  medical  care  within 
the  budget  of  the  average  family.” 

Mr.  Bugbee  added:  “Despite  the  increased  health- 
consciousness  of  the  public  at  large,  there  are  people 
who  ignore  the  importance  of  prompt,  regular 
medical  attention.  But  the  number  of  holdouts  is 
declining  sharply.  It  will  decline  further  as  the 
benefits  of  preventive  medicine  become  better 
understood.” 

— Progress  in  Health  Services , Health  Information 
Foundation 


3674 


New  York  State  J.  Med. 


CLINICAL  ANESTHESIA 
CONFERENCE 


A Series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 


Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 


Charles  l.  burstein,  m.d.,  Chairman 
b.  j.  ciliberti,  m.d. , Cochairman 

ELIZABETH  CRAWFORD,  M.D.  LESTER  C.  MARK,  M.D. 

JAMES  MARIN,  M.D.  VALENTINO  D.  B.  MAZZIA,  M.D. 


Hypotension  Due  to  Vasodilatation 


Effective  therapy  of  arterial  hypotension 
is  accomplished  best  by  treating  its  cause. 
Vasoconstrictors  should  be  forborne  when  hypo- 
tension is  due  to  blood  loss  or  stimulatory 
circulatory  reflexes,  but  when  arterial  hypo- 
tension is  due  to  peripheral  vasodilatation,  the 
administration  of  a vasoconstrictor  is  indicated. 
The  following  case  reports  illustrate  such  therapy 
in  three  different  instances  involving  peripheral 
vasodilatation  during  anesthesia. 

Case  Reports 

Case  1. — A thirty-two-year-old  male  was  to 
have  a right  inguinal  herniorrhaphy.  He  was  in 
excellent  physical  condition,  and  all  his  laboratory 
reports  were  within  normal  limits.  No  pre- 
anesthetic medication  was  given.  Anesthesia  was 
obtained  by  means  of  the  subarachoid  injection  of 
150  mg.  of  procaine  crystals  dissolved  in  3 cc.  of 
the  patient’s  spinal  fluid.  Spinal  puncture  was 

Discussed  at  a conference  held  at  The  Hospital  for  Special 
Surgery,  New  York  City,  September  8,  1958.  Clinical  Anes- 
thesia Conferences  are  held  on  the  first  Monday  of  every 
month. 


performed  at  a level  of  the  third  lumbar  interspace 
with  the  patient  on  his  right  side.  The  3 cc.  of 
procaine  solution  were  injected  in  six  seconds,  and 
then  the  patient  was  placed  in  the  supine  position. 
Five  minutes  later  the  patient’s  arterial  blood 
pressure  had  diminished  from  120/70  to  100/66 
while  the  pulse  rate  remained  at  80  per  minute. 
The  sensory  level  of  anesthesia  was  then  at  the 
eighth  thoracic  segment.  Five  minutes  later,  just 
as  the  skin  incision  was  about  to  be  made,  it  was 
found  that  the  sensory  level  of  anesthesia  had 
spread  up  to  the  third  thoracic  segment,  and  the 
arterial  blood  pressure  had  diminished  to  60/50. 
The  pulse  was  considerably  weaker  at  a rate  of 
68  per  minute.  The  patient’s  face  had  become 
pale,  and  he  was  nauseated.  Oxygen  was 
administered  by  mask.  Twenty-five  mg.  of 
ephedrine  sulfate  were  injected  intravenously,  and 
a similar  quantity  was  given  intramuscularly. 
Two  minutes  later  the  patient  looked  and  felt 
better.  His  blood  pressure  had  risen  to  100/70 
and  the  pulse  rate  to  98  per  minute.  Five  minutes 
later  the  blood  pressure  was  again  120/70,  and 
surgery  was  started.  The  operation  was  completed 
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in  forty  minutes  without  any  further  circulatory 
disturbance. 

Case  2. — A sixty-year-old  man  required  a re- 
fusion of  his  lumbar  spine  for  vertebral  pseudar- 
throsis.  His  physical  condition  was  good  except 
for  a mild  arterial  lxypertension  of  150/100  and 
a significant  amount  of  arteriosclerosis.  For 
preanesthetic  medication  he  was  given  75  mg.  of 
Demerol  and  0.3  mg.  of  scopolamine  hydrobromide 
forty-five  minutes  before  induction  of  anesthesia. 
This  consisted  of  intravenous  thiopental  sodium 
drip  and  nitrous  oxide-oxygen  in  a semiclosed 
system  by  means  of  an  orotracheal  airway. 

The  patient  was  placed  in  the  prone  position  with 
flexion  of  the  trunk  so  that  his  head  and  feet  were 
lowered.  To  minimize  bleeding  in  the  operative 
field,  arterial  hypotension  was  induced  with  a 
ganglion-blocking  drug.  Accordingly,  after  the 
skin  incision  was  made,  20  mg.  of  hexamethonium 
hjMrobromide  were  injected  into  the  tubing  of  the 
intravenous  drip  of  5 per  cent  dextrose-water 
solution.  An  electrocardioscope  was  used  to 
monitor  the  patient’s  electrocardiogram.  About 
three  minutes  after  the  injection  of  hexamethonium 
the  operative  field  became  avascular.  There  was 
no  change  in  configuration  of  the  electrocardioscope. 
The  patient’s  pulse  was  felt  to  be  weak  but  slow, 
at  a rate  of  70  per  minute. 

The  patient’s  arterial  blood  pressure  was  unob- 
tainable by  the  auscultation  method.  His  res- 
pirations were  good  w'ith  adequate  tidal  volume, 
and  the  color  of  the  blood  was  good.  When, 
after  ten  minutes,  there  was  still  no  determinable 
blood  pressure  by  auscultation  and  a pressure  of 
50  mm.  Hg  systolic  by  pulse  palpation,  a vasopressor 
wras  used  to  raise  the  blood  pressure.  Neo-Syne- 
phrine,  2.5  mg.,  was  injected  intravenously,  and 
a solution  of  this  drug,  25  mg.  in  250  cc.  saline,  was 
continued  by  slow  intravenous  drip.  Five  minutes 
later  the  blood  pressure  was  86/60  with  a pulse  rate 
of  78  per  minute.  By  means  of  the  Neo-Synephrine 
drip  the  systolic  blood  pressure  wTas  maintained  at 
90  mm.  Hg  during  the  next  ninety  minutes,  at 
which  time  the  essential  portion  of  the  surgical 
procedure  was  completed.  By  this  time  the  effect 
of  hexamethonium  was  no  longer  present.  Neo- 
Synephrine  drip  was  discontinued  (a  total  of  10 
mg.  had  been  used).  A blood  transfusion  of  500 
cc.  of  blood  had  been  administered  to  compensate 
for  a similarly  estimated  quantity  of  blood  lost. 
When  skin  closure  was  completed,  the  patient’s 
arterial  blood  pressure  had  returned  to  124/84. 

Case  3. — A thirty-nine-year-old  woman  required 
a hip  fusion  for  an  old  fracture-dislocation  of  the 
left  hip  with  degenerative  arthritis.  She  was  in 
good  physical  condition.  After  preanesthetic  medi- 
cation with  Demerol  75  mg.  and  scopolamine  0.3 


mg.  anesthesia  was  induced  by  the  intravenous 
drip  infusion  of  Viadril  supplemented  by  nitrous 
oxide  and  cyclopropane-oxygen.  The  operation 
lasted  three  hours.  A blood  transfusion  of  1,500  cc. 
was  given  to  compensate  for  a similar  quantity  of 
blood  lost.  During  this  entire  period  the  patient’s 
arterial  blood  pressure  remained  remarkably  stable 
at  120/80,  and  the  pulse  remained  at  between  70 
and  80  per  minute. 

At  the  end  of  the  operation  a plaster  spica  was 
applied,  covering  the  patient  from  the  midthoracic 
region,  the  entire  trunk,  both  hips,  the  entire 
left  leg,  and  the  right  leg  down  to  the  knee. 
Anesthesia  was  maintained  during  this  fifteen- 
minute-  period  while  the  plaster  spica  was  being 
applied.  Five  minutes  after  the  start  of  the  spica, 
the  patient’s  blood  pressure  fell  to  90/60.  Five 
minutes  later  it  had  fallen  precipitously  to  50/40, 
while  the  pulse  rate  had  risen  to  100  per  minute. 

A white  vapor  arose  from  the  newly  laid  plaster, 
and  the  plaster  itself  felt  hot.  The  patient’s 
face  became  pale,  but  by  unfolding  the  upper 
edge  of  the  cast  and  the  undertying  sheet  wadding, 
the  skin  in  that  area  was  seen  to  be  ruddy.  Since 
this  was  due  presumably  to  vasodilatation  from  the 
heat  produced  in  that  area,  a vasoconstrictor  drug 
was  administered.  Accordingly,  25  mg.  of 
ephedrine  sulfate  were  injected  intravenously  and 
a similar  amount  intramuscularty.  Within  three 
minutes  the  patient’s  blood  pressure  returned  to 
its  normal  level,  and  it  was  maintained  thereafter. 

Comment 

Systemic  arterial  hypotension  is  known  to 
result  when  terminal  arterioles  and  precapillaries 
are  dilated.  As  shown  in  these  case  reports, 
such  vasodilatation  can  be  produced  by  spinal 
anesthesia,  by  administration  of  a ganglion- 
blocking  drug,  or  by  application  of  external 
heat  over  a large  part  of  the  body  surface.  In 
any  of  these  instances,  circulation  to  terminal 
tissues  may  remain  adequate  despite  a certain 
diminution  in  the  blood  pressure  of  a large 
systemic  artery,  such  as  the  brachial  artery. 
Indeed,  this  is  the  basis  for  safety  involving 
induced  arterial  hjqjotension  with  a ganglion- 
blocking drug.  However,  a certain  amount  of 
pressure  head  is  needed  to  nourish  terminal 
tissues  adequately.  For  the  average  normal 
adult,  it  has  been  determined  that  systemic 
arterial  pressures  below  70  or  60  mm.  Hg  can 
result  in  damage  to  such  terminal  organs  as  the 
kidneys,  liver,  heart,  and  brain.1*2 

Homeostatic  mechanisms  are  brought  into 
play  when  vasodilatation  involves  only  a part 
of  terminal  arterioles  and  precapillaries.  Thus, 
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in  the  case  of  vasodilatation  produced  by  the 
application  of  a large  plaster  spica,  the  area 
unaffected  by  this  procedure  became  pale  as  a 
result  of  vasoconstriction  in  that  area.  Another 
homeostatic  mechanism  was  an  increase  in 
heart  rate.  The  administration  of  a vasocon- 
strictor was  effective  immediately  because  the 
blood  vessels  involved  in  vasodilatation  were  not 
paralyzed,  and  they  could  respond  to  the 
pharmacologic  action  of  ephedrine. 

In  the  case  of  arterial  hypotension  during 
spinal  anesthesia  with  a sensory  level  to  the 
third  thoracic  segment,  it  would  appear  that  the 
unanesthetized  area  was  able  to  compensate 
satisfactorily  by  vasoconstriction  when  ephedrine 
was  administered.  It  should  be  remembered, 
however,  that  owing  to  paralysis  of  the  sympa- 
thetic supply  of  peripheral  blood  vessels  by 
spinal  anesthesia,  parenterally  administered 
ephedrine  cannot  constrict  blood  vessels  in 
paralyzed  areas.3  Compensatory  vasocon- 
striction depends  then  on  blood  vessels  whose 
sympathetic  innervation  is  not  affected  by 
spinal  anesthesia.  Since  these  vessels  in  the 
unanesthetized  portion  of  the  body  are  already 
in  a state  of  partial  compensatory  constriction, 
the  response  to  ephedrine  may  not  be  as  ef- 
fective as  normally  expected.  This  is  why  in 
some  cases  of  high  spinal  anesthesia  (with  but 
little  remaining  area  unaffected  by  sympathetic 


paralysis)  even  large  and  repeated  doses  of 
ephedrine  or  other  vasoconstrictors  may  be 
ineffective  in  correcting  systemic  arterial  hypo- 
tension. 

Some  vasoconstrictors,  including  ephedrine, 
Neo-Synephrine,  Paredrine,  and  Propadrine, 
in  addition  to  producing  constriction  of  small 
blood  vessels  cause  a pressor  effect  due  to  myo- 
cardial stimulation  and  increased  cardiac  out- 
put. This  is  desirable  to  overcome  stagnation 
of  blood  in  the  postarteriolar  bed  that  may  be 
produced  during  spinal  anesthesia  with  signifi- 
cant arterial  hypotension. 

When  a ganglion-blocking  drug  is  used,  its 
effects  are  produced  throughout  the  body  so 
that  regional  compensatory  vasoconstriction 
does  not  occur.  This  is  why  a subject  so  treated 
manifests  warm  skin  all  over  despite  a marked 
systemic  arterial  hypotension.  However,  the 
nervous  control  of  the  terminal  vessels  remains 
responsive  to  the  administration  of  vasocon- 
strictors, and  one  of  the  latter  is  the  treatment 
of  choice  in  overdosage  of  a ganglion-blocking 
drug. 
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The  Prophylactic  Use  of  Antibiotics 


Reported  experience  reviewed  by  Dr.  James  M. 
Pierce,  University  of  Michigan,  Ann  Arbor,  in- 
dicates that  routine  use  of  antibiotics  aimed  at 
preventing  postoperative  wound  infections  is  a 
dubious  procedure.  One  of  the  few  valid  indications, 
he  writes,  is  a significant  cardiac  murmur  where 
bacterial  endocarditis  is  a hazard.  Severe  diabetes 
mellitus  in  a surgical  candidate  may  possibly  be  an 
indication,  but  (as  in  bacterial  endocarditis)  statis- 
tical data  are  lacking  on  the  extent  of  the  risk  in- 
volved. 

In  the  experience  of  Dr.  Pierce  and  his  associates, 


antibiotics  have  not  been  used  prophylactically  in 
diabetic  patients.  He  points  out  that  there  is  no 
substitute  for  good  surgical  technic  and  proper 
drainage  of  wounds. 

In  cases  where  prophylactic  use  of  antibiotics 
appears  advisable,  the  advantages  must  be  weighed 
against  the  hazards.  Even  though  serious  compli- 
cations of  antibiotic  therapy  are  rare  he  says,  it  does 
not  take  many  cases  of  staphylococcal  enteritis  to 
convince  the  surgeon  that  unnecessary  use  of  anti- 
biotics should  be  avoided. — University  of  Michigan 
Medical  Bulletin,  May , 1958 
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Trichinosis  with 


Myocardial  and  Neurologic  Manifestations 


LOUIS  ROSENBAUM,  M.D.,  BRONX,  NEW  YORK,  MICHAEL  D.  WILLIAMS,  M.D.,  AND  SAMUEL  S. 

PALEY,*  M.D. , NEW  YORK  CITY 

{From  the  Medical  Service  of  Harlem  Hospital , New  York  City) 


\ ll  available  evidence  points  to  trichinosis  as 
being  an  extremely  common  parasitic  disease. 
An  estimate  made  from  necropsy  studies  indicates 
that  at  least  one  of  every  six  persons  in  this  country 
harbors  the  parasite  responsible  for  this  disease 
and  that  each  year  approximately  350,000  persons 
acquire  new  infections.  It  is  also  conceded  that 
while  a large  number  of  those  infected  show  no 
clinical  symptoms  of  the  disease,  approximately 
16,000  persons  each  year  ingest  enough  of  the  para- 
sites to  produce  clinically  detectable  trichinosis. 
It  is  estimated  that  about  5 per  cent  of  those  with 
symptomatic  infections  die.1  The  purpose  of  this 
paper  is  to  report  a case  of  trichinosis  in  a young  man 
with  cardiac  and  neurologic  manifestations  whose 
main  article  of  diet  consisted  of  pork  sausages. 

Case  Report 

A seventeen-year-old  Negro  school  boy  was  ad- 
mitted to  the  Medical  Service  of  Harlem  Hospital 
on  April  23,  1957,  with  a history  of  chills,  fever, 
marked  weakness  of  the  lower  extremities,  and  peri- 
orbital edema.  He  had  no  symptoms  referable  to 
the  cardiorespiratory  or  gastrointestinal  tracts.  His 
past  history  was  noncontributory.  Physical  exami- 
nation revealed  an  acutely  ill,  male  adult,  appear- 
ing febrile  and  very  restless.  His  temperature  was 
101  F.  rectally,  pulse  90,  and  blood  pressure  120/70. 
The  patient  was  obviously  dehydrated  and  toxic. 
The  sensorium  was  intact.  The  eyes  showed  a 
bilateral  periorbital  edema.  The  pharynx  was 
injected.  The  cervical  nodes  were  bilaterally  pal- 
pable. The  lungs  were  clear  to  percussion  and 
auscultation.  There  was  a suggestion  of  a peri- 
cardial friction  rub  over  the  mitral  area.  The 
neurologic  examination  revealed  hyperalgesia  of  the 
lower  extremities  with  absent  knee  jerks.  The 
abdominal  and  cremasteric  reflexes  were  likewise 
absent.  There  was  marked  paresis  of  the  legs  with 
ataxia.  Although  trichinosis  was  suspected  as  the 
most  likely  diagnosis  for  this  patient’s  clinical  pic- 
ture, acute  nephritis,  poliomyelitis,  and  Guillain- 
Barre  syndrome  were  included  in  the  differential 
diagnosis  because  the  history  of  pork  ingestion  was 
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denied  at  the  time  of  admission  to  the  hospital. 

Laboratory  examinations  revealed  the  following: 

The  urinalysis  gave  essentially  negative  findings. 
The  hemogram  on  April  24  revealed  a white  cell 
count  of  11,900,  a red  cell  count  of  4,650,000,  14.4 
Gm.  of  hemoglobin,  and  a differential  of  84  per  cent 
segmented  forms,  14  per  cent  lymphocytes,  and  1 
per  cent  basophils.  On  April  30  the  hemogram 
showed  22,600  white  blood  cells  with  72  segmented 
forms,  ten  stabs,  eight  lymphocytes,  two  young 
myelocytes,  and  three  eosinophils.  On  May  10 
the  hemogram  showed  8,700  white  blood  cells  with 
a differential  of  56  segmented  forms,  28  lymphocytes, 
and  16  eosinophils.  On  May  22,  one  month  after 
admission  of  the  patient,  the  white  cell  count  was 
14,200  with  a differential  of  27  segmented  forms, 
six  stabs,  27  lymphocytes,  and  40  eosinophils. 
The  serum  proteins  showed  a total  of  5.9  Gm.,  the 
serum  albumin  measuring  4.20  Gm.,  and  the  serum 
globulin  1.70  Gm.  with  the  albumin-globulin  ratio 
2.47.  The  urea  nitrogen  was  10,  creatinine  1.3, 
and  sugar  85  mg.  per  cent.  The  total  cholesterol 
was  170  mg.  per  cent.  The  Kolmer  test  gave  a 
negative  result. 

The  initial  spinal  fluid  pressure  was  230  mm.  of 
water,  and  the  closing  pressure  was  200  mm.  Spinal 
fluid  studies  revealed  138  mg.  per  cent  of  glucose, 
740  mg.  per  cent  of  chlorides,  and  a total  protein 
of  21  mg.  per  cent.  The  colloidal  gold  test  gave  a 
negative  result.  Cytology  was  normal. 

The  agglutination  tests  for  typhoid,  paratyphoid, 
and  brucellosis  gave  negative  results.  The  result 
of  the  heterophil  agglutination  test  was  likewise 
negative.  Repeated  blood  culture  tests  also  gave 
negative  findings.  The  peripheral-  blood  smear 
revealed  no  lupus  erythematosus  cells. 

The  skin  test  was  positive  to  the  Trichinella  anti- 
gen and  showed  a wheal  measuring  12  mm.  in  diam- 
eter which  appeared  about  thirty  minutes  after  the 
intradermal  injection  of  the  Trichinella  antigen. 
The  stools  were  negative  for  ova  and  parasites.  On 
May  23  complement  fixation  and  flocculation  tests, 
performed  by  the  New  York  City  Department  of 
Health,  were  reported  as  yielding  doubtful  findings. 
On  May  23  repeat  serologic  examination  of  the 
fixation  and  flocculation  tests  were  reported  as 
yielding  positive  findings. 

The  electrocardiogram  showed  S-T-segment  and 
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T-wave  abnormalities  in  the  standard  and  precordial 
leads,  compatible  with  diffuse  myocardial  or  peri- 
cardial involvement.  The  electrocardiographic 
changes  persisted  up  to  the  time  of  his  discharge 
from  the  hospital. 

Comment 

Trichinella  spiralis  exhibits  little  host  specificity. 
The  infection  has  been  observed  in  the  bear,  cow, 
rabbit,  and  other  animals.  It  is  well-known,  how- 
ever, that  the  important  animal  hosts  which  trans- 
mit the  disease  to  man  are  the  pig  and  the  rat. 
Among  pigs  the  infection  is  maintained  when  they 
are  fed  pork  scraps  or  when  they  eat  infected  rats. 
Man  acquires  the  infection  by  eating  uncooked  or 
underprocessed  pork  containing  encysted  Trich- 
inella. After  the  ingestion  of  pork,  the  larvae 
are  liberated  in  the  intestines  and  gain  access  into 
the  intestinal  lymphatics  where  they  enter  the 
blood  stream  through  the  thoracic  duct.  They 
then  pass  through  the  pulmonary  capillaries  to  the 
systemic  circulation  and  lodge  in  the  striated  muscles 
where  they  become  encysted.  After  their  encyst- 
ment  the  larvae  may  remain  viable  for  many  years, 
or  they  may  die  and  become  calcified. 

The  course  and  symptoms  of  the  disease  may  vary, 
and  the  clinical  diagnosis  in  sporadic  cases  may  be 
difficult.  It  is  probable  that  a large  number  of 
asymptomatic  infections  of  trichinosis  goes  un- 
recognized. The  intestinal  phase  of  the  disease 
which  corresponds  to  the  developmental  stage  of 
Trichinella  was  not  observed  in  this  case,  the 
patient  being  entirely  free  of  gastrointestinal  symp- 
toms. The  second  stage  associated  with  muscular 
invasion  and  encystment  of  the  larvae  usually 
begins  at  the  end  of  the  first  week  and  was  pro- 
ductive in  our  case  of  severe  myalgia  of  the  muscles 
of  the  extremities  and  periorbital  edema.  Al- 
though the  patient  presented  no  clinical  signs  of 
cardiac  involvement,  the  electrocardiographic 
changes  were  definitely  consistent  with  a diffuse 
myocarditis  or  pericarditis.  It  is  well-known  that 
larvae  do  not  encyst  in  the  myocardium.  How- 
ever, their  presence  in  cardiac  muscle  may  give 
rise  to  a severe  inflammatory  reaction  in  the  myo- 
cardium or  pericardium.2 

It  has  been  known  for  some  time  that  trichinosis 


may  involve  the  central  nervous  system.3  In  1906 
Frothingham4  isolated  the  trichinae  embryos  from 
the  exudate  of  the  brain  of  a patient  dying  of 
trichinosis.  In  1914  Van  Cott  and  Lintz5  demon- 
strated the  presence  of  larvae  in  the  cerebrospinal 
fluid  in  a patient  with  trichinosis.  Focal  neurologic 
signs  with  hemiplegia,  generalized  convulsions, 
polyneuritis,  and  loss  of  deep  reflexes  have  also 
been  described.3  Most  and  Abies6  state  that  some 
patients  may  present  clear-cut  evidence  of  upper 
and  lower  motor  neuron  involvement  due  to  toxins 
produced  by  trichinae.  In  addition  to  the  usual 
signs  and  symptoms,  such  as  fever,  periorbital 
edema,  and  myalgias,  our  patient  demonstrated 
paresis  of  both  legs,  hyperalgesia,  unsteady  gait, 
and  loss  of  knee  jerks,  suggesting  lower  motor 
neuron  pathology  due  to  involvement  of  either  the 
anterior  horns  or  peripheral  nerves.  The  signs  of 
nervous  system  involvement  were  so  prominent  at 
the  onset  of  the  disease  that  a member  of  the  neuro- 
logic staff  suspected  poliomyelitis  or  Guillain- 
Barre  syndrome.  The  latter  two  possibilities 
were  excluded  by  the  study  of  the  spinal  fluid  and 
by  the  subsequent  clinical  course  of  the  disease. 

Summary 

A case  of  trichinosis  with  neurologic  and  cardiac 
manifestations  in  an  adult  is  reported.  Inasmuch 
as  a definitive  diagnosis  cannot  be  made  until  the 
second  or  third  week,  its  presence  can  only  be  sus- 
pected during  the  early  phase  of  the  patient’s 
illness  and  may  readily  be  confused  with  other 
diseases.  The  importance  of  repeating  blood  smears 
is  emphasized,  since  the  eosinophilia  may  be  the 
first  clue  to  the  diagnosis  of  trichinosis.  The 
serologic  tests,  although  of  value  in  the  diagnosis, 
do  not  yield  positive  findings  until  about  the  second 
week  of  the  disease. 
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Diabetes  is  the  “only  major  cause  of  death  in 
which  female  mortality  exceeds  male  mortality,” 
according  to  the  publication  “Patterns  of  Disease,” 
prepared  by  Parke,  Davis  & Company  for  the  medi- 
cal profession. 


Chances  at  birth  that  a man  will  die  of  diabetes 
before  reaching  the  age  of  sixty-five  are  3.8  per 
1,000.  For  a woman,  this  figure  is  5.2.  Women 
accounted  for  60  per  cent  of  the  26,340  deaths  from 
diabetes  in  1956. 
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The  potentialities  of  iproniazid  as  a hepatotoxin 
have  been  generally  recognized,  but  the  litera- 
ture is  exceedingly  scant  with  regard  to  specific  case 
reports.1  Apparently,  the  only  published  article 
available  to  date  on  a specific  case  is  that  of  de 
Verteuil  and  Lehmann2  who  reported  a fatal  case  of 
toxic  necrosis  of  the  liver  directly  due  to  administra- 
tion of  Marsilid  ( l-isonicotinyl-2-isopropyl  hydra- 
zine phosphate).  Iproniazid  is  a potent  inhibitor 
of  the  enzyme,  monoamine  oxidase,  and  exerts  its 
effect  on  the  liver,  kidneys,  and  brain.3  A variety 
of  toxic  manifestations  have  been  observed  clini- 
cally, but  these  have  chiefly  involved  the  nervous 
system.4-8  In  the  treatment  of  tuberculosis,  doses 
in  excess  of  200  mg.  daily  have  been  given  for  several 
months  without  affecting  hepatic  function.9-11  In- 
stances of  toxic  hepatitis,  with  and  without  jaundice, 
have  been  reported  in  patients  on  Marsilid  therapy, 
but  the  causal  relationship  of  the  drug  to  the 
disease  was  obscured  by  a previous  history  of  trans- 
fusions or  cirrhosis.12 

The  following  is  a case  report  of  toxic  hepatitis, 
with  recovery,  attributed  to  administration  of 
Marsilid. 

Case  Report 

The  patient  was  a sixty-two-year-old,  white  female 
admitted  to  the  Doctors  Hospital  on  January  18, 
1958,  complaining  of  jaundice  of  two  days’  dura- 
tion. Three  weeks  prior  to  admission  she  had 
noted  that  the  urine  was  becoming  progressively 
darker,  and  five  days  before  admission  the  stools 
had  become  grayish  in  color.  There  was  slight 
anorexia  during  the  preceding  week,  but  the  patient 
felt  well  otherwise  and  continued  her  household 
duties  up  to  the  time  of  hospitalization. 

The  past  history  revealed  poliomyelitis  at  one 
year  of  age,  tonsillectomy  at  thirty-three  years, 
and  appendectomy  at  thirty-seven  years.  In  July, 
1955,  a benign  tumor  of  the  left  breast  was  removed. 
In  October,  1955,  the  patient  had  a checkup  at  the 
Doctors  Hospital  which  included  roentgen  examina- 
tions of  the  skull,  thorax,  gastrointestinal  tract, 
urinary  tract,  gallbladder,  and  colon.  All  the  find- 
ings were  negative  except  for  a 1-cm.  polyp  in  the 
transverse  colon.  The  blood  count  and  routine 
blood  chemistry  determinations  were  normal.  The 
cephalin  flocculation  and  thymol  turbidity  tests 
gave  negative  findings.  Urinalysis  gave  negative 
findings.  For  the  past  three  years  she  had  been 
under  treatment  for  a depressed  state.  In  mid- 
October,  1957,  she  had  been  placed  on  Marsilid 
therapy,  50  mg.  three  times  daily. 

Physical  examination  revealed  the  patient  to  be 
apathetic  but  cooperative.  There  wras  marked  ic- 
terus of  the  conjunctivae  and  skin.  The  pupils 


reacted  to  fight  and  accommodation.  There  were 
no  abnormalities  of  the  nasopharynx.  The  cervical 
nodes  were  not  palpable,  and  the  trachea  was  in  the 
midfine.  The  thorax  was  symmetrical,  the  respira- 
tory movements  equal,  the  percussion  note  resonant 
bilaterally,  and  the  breath  sounds  vesicular.  The 
cardiac  impulse  was  in  the  fifth  interspace  in  the 
midclavicular  fine,  and  the  heart  sounds  were  of 
good  quality;  there  were  no  murmurs,  and  there 
was  regular  sinus  rhythm  with  a ventricular  rate 
of  80  per  minute.  The  blood  pressure  was  130/80. 
The  abdomen  was  soft.  The  fiver  was  palpable  3 
cm.  below  the  costal  border  and  nontender;  the 
spleen  was  not  felt.  Pelvic  and  rectal  examinations 
showed  no  abnormalities.  The  extremities  were 
negative  except  for  slight  muscular  atrophy  and  ab- 
sent reflexes  (postpoliomyefitis ) of  the  right  leg  and 
foot. 

Roentgen  examination  of  the  chest  revealed  no 
abnormalities  of  the  cardiac  outline  or  of  the  lungs. 
A gastrointestinal  study  showed  the  esophagus, 
stomach,  and  small  bowel  to  be  normal.  The  gall- 
bladder failed  to  visualize  after  administration  of  the 
oral  dye.  A barium  enema  revealed  diverticulosis 
of  the  sigmoid  and  a 1-cm.  polyp  in  the  transverse 
colon  which  had  not  changed  in  size  in  comparison 
with  the  examination  in  1955.  A sternal  bone 
marrow  study  revealed  erythroid  hyperplasia  with 
no  primary  defect. 

The  significant  laboratory  findings  were  obtained 
in  a study  of  the  urine  and  the  blood.  The  urine 
had  a specific  gravity  of  1.010  and  a pH  of  5.  It 
was  negative  for  sugar  and  protein  and  strongly 
positive  for  bile,  with  four  to  six  white  blood  cells 
per ' high  powered  field.  The  blood  chemistry 
showed  a total  serum  bilirubin  of  10.4  mg.  per  cent 
with  6.4  mg.  per  cent  of  direct-acting  bilirubin. 
The  alkaline  phosphatase  was  18  Bodansky  units, 
the  cephalin  flocculation  was  4 plus,  and  the  thymol 
turbidity  was  seven  units.  The  total  serum  pro- 
teins were  5.9  Gm.  of  which  the  serum  albumin  was 
2.8  Gm.  and  the  globulin  3.1.  The  fasting  blood 
glucose  was  125  mg.  per  cent,  and  the  urea  nitrogen 
was  10  mg.  per  cent.  The  serum  cholesterol  was 
225  mg.  per  cent  of  which  117  mg.  were  esters.  The 
blood  count  showed  a hemoglobin  of  12  Gm., 
4,320,000  red  blood  cells,  and  a white  blood  count 
of  2,750.  The  differential  white  count  revealed  45 
per  cent  polymorphonuclear  neutrophils,  1 per  cent 
band  cells,  2 per  cent  metamyelocytes,  1 per  cent 
eosinophils,  2 per  cent  basophils,  11  per  cent  mono- 
nuclears, and  38  per  cent  lymphocytes.  The  stool 
was  grayish  in  color. 

The  clinical  course  was  characterized  by  progres- 
sive improvement  after  the  first  week.  Treatment 
consisted  of  intravenous  administration  of  glucose 
in  water  and  a carbohydrate  diet.  During  the  second 
week  of  hospitalization  the  patient’s  tolerance  for 
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food  returned,  and  the  diet  was  gradually  increased 
to  normal.  Clinical  and  laboratory  re-evaluation 
after  two  weeks  showed  the  jaundice  to  be  almost 
imperceptible,  the  liver  no  longer  palpable,  and  the 
stool  a normal  brown  color.  The  urine  was  amber 
and  free  of  bile.  The  white  blood  count  was  ele- 
vated to  6,100  and  the  differential  showed  41  per 
cent  polymorphonuclear  neutrophils,  2 per  cent 
band  cells,  1 per  cent  mononuclears,  and  56  per  cent 
lymphocytes.  The  thymol  turbidity  test  was  four 
units,  and  the  cephalin  flocculation  test  gave  a 
negative  result.  The  total  serum  bilirubin  was  0.8 
mg.  per  cent  of  which  0.3  mg.  was  direct  acting 
bilirubin.  The  alkaline  phosphatase  was  9 Bodan- 
sky  units.  The  patient,  apparently  well,  was  dis- 
charged on  February  8,  1958,  three  weeks  after 
admission. 

The  differential  diagnosis  included  portal  cirrhosis, 
neoplasm,  serum  jaundice,  and  infectious  hepatitis. 
The  absence  of  hepatomegaly,  alcoholism,  and  ab- 
normalities in  the  liver  function  tests  in  the  checkup 
of  October,  1955,  did  not  suggest  a previous  cirrhosis. 
The  roentgen  survey  disclosed  no  evidence  of 
thoracic  or  abdominal  malignancy.  Serum  jaundice 
was  excluded  because  the  patient  had  received  no 
injections  nor  had  she  been  subjected  to  any  blood 
tests  for  almost  two  years.  The  factors  which 
favored  the  diagnosis  of  hepatitis  due  to  iproniazid 
were:  the  continuous  intake  of  Marsilid  for  more 
than  two  months,  the  clinical  manifestations  of 
hepatitis  (bilirubinuria)  for  at  least  three  weeks  prior 
to  onset  of  jaundice,  and  the  insidious  onset  of  the 
disease  without  the  acute  constitutional  or  gastro- 
intestinal prodromal  symptoms  usually  associated 
with  infectious  hepatitis. 

Conclusion 

A case  of  hepatitis  has  been  reported  in  which  the 
etiologic  agent  was  presumed  to  be  iproniazid.  It 


is  suggested  that  the  urine  of  patients  on  Marsilid  be 
checked  regularly  for  bile  as  a simple  precautionary 
measure.  Abnormalities  in  urobilinogen  excretion, 
transaminase  levels,  and  bromsulfalein  retention  are 
additional  clues  in  the  early  detection  of  hepatitis. 
It  is  believed  that  the  drug  has  a cumulative  action. 
The  manufacturer  (Roche)  has  recently  recom- 
mended lower  dosages  of  induction  and  maintenance 
than  have  been  in  general  use. 

1040  Fifth  Avenue,  New  York  28 

Addendum 

Since  this  case  report  w'as  submitted,  additional 
cases  have  been  reported.13-15 
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Malignant  Thymoma 


All  tumors  of  the  thymus  (which  are  rare)  are 
referred  to  as  thymomas,  whether  they  are  malignant 
or  benign.  The  authors  present  a case  of  a malig- 
nant thymoma  in  a man  of  fifty-two  which  illustrates 
the  difficulties  of  diagnosis  and  the  advisability  of 
early  thoracotomy  if  other  diagnostic  procedures  are 
not  revealing.  This  history  rapidly  progressed  to 
a fatal  termination  after  thoracotomy  was  refused. 
There  are  no  clinical  or  roentgenologic  signs  to  dif- 
ferentiate accurately  between  the  types  of  thymoma. 


Exact  diagnosis  depends  on  microscopic  study  of 
tumor  tissue  that  may  be  accessible  to  biopsy. 
While  thymomas  originating  from  lymphoid  tissue 
are  more  sensitive  than  thymic  carcinoma,  at  present 
no  cure  has  been  obtained  in  either  group  except  by 
surgical  extirpation. 

— Frederick  P.  Loprete,  M.D.,  Joseph  I.  Echison, 
M.D.,  and  Edwin  H.  Albano,  Martland  Medical 
Center , Newark,  New  Jersey , International  Record  of 
Medicine,  June,  1958 
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Isolated  Polycystic  Disease  of  the  Liver  in  an  Adult 


THOMAS  J.  HARTNETT,  M.D.,  F.C.A.P.,  AND  CHARLES  F.  MEIERDIERCKS,  M.D., 

JAMAICA,  NEW  YORK 

( From  the  Mary  Immaculate  Hospital) 


Jn  most  textbooks  on  medicine  and  pathology, 
polycystic  disease  of  the  liver  is  mentioned  as 
a rare  disease  of  academic  interest,  confined  to  the 
fetus  or  newborn,  and  always  associated  with  poty- 
cystic  disease  of  other  viscera,  notably  the  kid- 
neys.1-5 However,  Comfort  and  his  associates6  in 
their  analysis  of  24  cases  of  polycystic  disease  of 
the  liver  found  it  associated  with  polyc}rstic  disease 
of  the  kidne3rs  in  onty  50  per  cent  of  the  cases. 
Others,7’8  in  reporting  polycystic  disease  of  the  kid- 
ney, found  anywhere  from  12  to  28  per  cent  of  the 
cases  have  associated  cystic  disease  of  the  liver. 

Retention  cj^sts  and  congenital  polycystic  disease 
comprise  the  most  common  cysts  of  the  liver.  These 
cysts  have  been  found  in  patients  of  all  ages  from 
fetus  to  old  age,  one  case  having  been  reported  in 
an  eighty-one-year-old  patient.9 

Cysts  of  the  liver  can  be  s}unptomatic  or  asympto- 
matic. The  usual  symptoms  are  pressure  sjunptoms 
due  to  the  enlarged  liver  pressing  on  adjacent  organs. 
The  enlargement  itself  also  can  cause  a dragging 
sensation  in  the  upper  abdomen  which  is  often 
relieved  by  lying  down.  Spontaneous  hemorrhage 
in  a cyst  may  simulate  an  acute  condition  within 
the  abdomen  because  of  the  severe  pain  from  the 
distention.  One  case  of  gastrointestinal  hemorrhage 
due  to  portal  hypertension  was  reported  by  Boros 
and  Fink.10  Unfortunately,  however,  most  cases 
of  polycystic  disease  of  the  liver  are  asymptomatic 
and  liver  function  studies  are  not  disturbed. 

Jaundice  does  not  occur  with  polycystic  disease, 
but  it  ma}"  occur  with  a large  retention  cj^st  causing 
extrinsic  pressure  on  either  the  hepatic  ducts  or 
common  bile  duct.  However,  when  present  in  an 
adult,  the  hepatomegaly  presents  a problem  in  dif- 
ferential diagnosis  as  in  the  following  case.  Needle 
biopsy  is  usually  of  no  value,  and  fortuitous  aspira- 
tion of  the  fluid  contents  is  only  suggestive  of  the 
diagnosis. 

The  pathogenesis  of  the  multiple  cysts  are  at- 
tributed to  either  a congenital  separation  of  segments 
of  the  bile  duct  or  to  an  abnormal  extension  of  the 
process  of  resorption,  disturbing  the  continuity 
of  the  bile  drainage.  The  content  of  the  cysts  is 
usually  a clear  fluid  of  low  specific  gravity  and  pro- 
tein content.  Some  may  show  bile  staining  or 
inspissated  bile.  Histologically,  the  cysts  varjr  in 
size,  are  accumulated  in  nodules,  and  have  a varying 
amount  of  fibrous  connective  tissue  surrounding 
them.  The  epithelium  lining  varies  from  nonciliated 


Fig.  1.  Cysts  of  varying  size  (A)  are  lined  by 
columnar  to  cuboidal  epithelium  with  a fibrous  stroma 
( B ) surrounding  the  dilated  ducts  and  cysts.  A small 
area  of  compressed  liver  tissue  (C)  is  seen  in  the  upper 
left  corner. 

columnar  to  low  cuboidal  depending  on  intracystic 
pressure  (Fig.  1).  The  larger  cysts  show  a denuded 
lining  due  to  marked  intracystic  pressure  (Fig.  2). 
The  adjacent  liver  parenchyma  usually  shows  slight 
compression  atrophy.  Grossly,  the  liver  is  diffusely 
involved  with  these  nodules  of  cystic  fibrous  tissue 
which  var}"  in  size  from  a few  millimeters  to  several 
centimeters  in  diameter.  (Usually  the  right  lobe  is 
more  involved.)  The  nodules  are  most  often  gray- 
ish-white in  color.  Sometimes  on  gross  surface 
inspection  they  appear  obviously  cystic;  on  cross 
section  they  appear  fibrous  and  spongy.  Normal- 
appearing liver  tissue  intervenes  between  the  nodules. 
The  diffusely  involved  liver  of  an  aged  patient  may 
be  considerably  enlarged  due  to  progressive  enlarge- 
ment of  the  cysts. 
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Fig.  2.  The  larger  cysts  (A)  are  completely  devoid  of 
epithelial  lining. 

Case  Report 

A white,  married  female,  age  fifty-nine,  was  ad- 
mitted to  the  hospital  because  of  a feeling  of  fullness 
in  the  upper  abdomen.  The  symptoms  were  of 
several  months  duration  and  had  become  worse  dur- 
ing the  past  three  months.  She  had  an  occasional 
feeling  of  nausea  but  no  pain.  Her  past  histoty  was 
essentially  negative.  She  had  no  children,  had  never 
been  pregnant,  and  had  always  been  in  good  health 
until  her  present  sjunptoms.  The  patient  was 
slightly'  obese  (weight:  168  pounds),  and  re- 

ported no  recent  loss  of  weight.  Examination  of  the 
abdomen  showed  an  enlarged  liver,  four  fingers 
below  the  costal  margin  on  the  right,  with  the  en- 
largement extending  slightly  across  the  midline  of 
the  upper  abdomen  into  the  left  hypochondrium. 
There  was  a sense  of  nodularity  on  palpation.  The 
rest  of  the  physical  examination  was  negative. 

The  laboratory  findings  were  as  follows:  urine, 
specific  gravity  1.016,  chemistries  and  microscopies 
negative;  total  serum  proteins  6.9  with  an  albumin- 
globulin  ratio  of  3.6: 3.3;  alkaline  phosphatase  6 
King- Armstrong  units;  cephalin  cholesterol  floccu- 


lation 1 plus;  serum  bilirubin  prompt  0.3  and  total 

0.9  mg.,  and  bromsulphalein  27  per  cent  in  fifteen 
minutes  and  9 per  cent  in  forty-five  minutes.  The 
electrocardiogram  was  within  normal  limits.  The 
admission  chest  x-ray  showed  a normal  size  heart 
and  normal  pulmonary  fields.  The  upper  intestinal 
series  with  barium  and  barium  enema  were  negative 
except  for  displacement  of  the  stomach  to  the  left 
by  an  enlarged  liver.  The  gallbladder  series  re- 
ported poor  visualization  of  the  gallbladder.  In- 
travenous pyelogram  results  were  normal  except 
for  the  enlarged  liver. 

The  working  diagnosis  was  tumor  of  the  liver, 
either  primar}'  or  secondary,  and  an  exploratory 
laparotomy  was  performed  for  liver  biopsy.  Opera- 
tive inspection  of  the  entire  abdomen  was  entirely 
negative  except  for  an  enlarged  liver  with  multiple 
widely  separated  nodules  of  bluish-gray  color  in- 
volving both  lobes.  The  largest  tumor  nodule 
measured  approximately  5 cm.  in  the  largest  diame- 
ter. In  view  of  the  isolated  tumor  nodules  in  the 
liver  a postoperative  diagnosis  of  diffuse  form  of 
primary  liver  carcinoma  was  made.  A small  wedge 
biopsy  of  a nodule  was  performed. 

Pathologic  sections  made  showed  the  histologic 
pattern  of  congenital  cystic  disease  as  previously 
described  and  illustrated  in  figures  1 and  2. 

Summary 

1.  We  have  presented  a brief  review  of  poly- 
cystic disease  of  the  liver.  This  disease  occurs  in 
patients  of  all  ages,  with  or  without  association  with 
polycystic  disease  of  other  viscera. 

2.  The  discussed  case  of  a middle-aged  patient 
who  presented  an  enlarged  liver  and  normal  liver 
function  tests  is  indicative  of  the  problem  in  diagnos- 
ing this  disease  prior  to  surgical  exploration  and 
biops}^. 

• 152-11  89th  Avenue,  Jamaica  32 
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Gas  Gangrene  of  the  Abdominal  Wall  Following  Celiotomy 


THOMAS  C.  CASE,  M.D.,  NEW  YORK  CITY 
( From  the  Surgical  Service  of  St.  Vincent’s  Hospital ) 


VVThen  one  considers  the  extensive  abdominal 
T surgery  that  is  performed,  particularly  surgery 
involving  the  natural  habitat  of  the  Clostridia,  (the 
small  and  large  bowel)  it  is  fortunate  that  this  com- 
plication is  rare  because,  as  noted  by  Smith  and 
Zimring,1  the  acute  fulminating  type  of  gangrene,  if 
not  recognized  early,  usually  proves  fatal.  The 
majority  of  the  cases  recorded  are  those  following  an 
appendectomy;  however,  it  is  known  that  occasion- 
ally this  complication  may  follow  gastric  resections, 
cholecystectomy,  or  enterostomies.  Shearer2  does 
not  believe  that  these  infections  are  due  to  contam- 
ination from  without  but  that  they  are  the  result 
of  the  presence  of  the  organism  in  the  pathologic 
process  or  due  to  their  presence  in  the  intestinal 
tract. 

The  following  case  is  reported  because  it  represents 
the  rather  typical  findings  one  encounters  early  in  a 
case.  The  condition  followed  the  second  celiotomy 
within  a period  of  two  weeks  for  recurrent  small 
bowel  obstruction  shortly  after  the  patient  had  sur- 
vived a rather  serious  bout  of  pseudomembranous 
enterocolitis. 

Case  Report 

A thirty-two  year  old,  white  female  was  admitted 
to  St.  Vincent’s  Hospital,  New  York  City,  on 
February  8,  1957,  with  abdominal  pain  of  ten  hours 
duration.  For  one  week  prior  to  admission  she  had 
had  intermittent  colicky  abdominal  pain  with  some 
nausea.  This  patient  had  been  treated  by  me 
twenty-two  years  previously  for  a generalized  peri- 
tonitis secondary  to  a perforated  t}rphoid  ulcer  of  the 
ileum.  Ten  days  after  closure  of  the  perforation  she 
was  treated  for  a high  acute  intestinal  obstruction. 

On  physical  examination  her  temperature  was  100 
F.,  pulse  86,  and  blood  pressure  120/80.  Examina- 
tion of  the  abdomen  revealed  a soft  generalized  dis- 
tention with  muscle  guarding  particularly  in  the 
right  lower  quadrant.  There  was  definite  tender- 
ness in  the  right  lower  quadrant  with  the  sensation 
of  the  presence  of  a mass.  The  blood  count  and 
urinalysis  were  within  normal  limits.  Abdominal 
x-rays  (Scoutfilms)  were  inconclusive  as  to  the  pres- 
ence of  an  acute  small  bowel  obstruction.  The  clin- 
ical diagnosis  at  this  time  was  incomplete  small 
bowel  obstruction,  and  she  was  treated  conserva- 
tively. She  was  given  2 cc.  of  combiotic  twice  a day 
and  1 Gr.  of  neomycin  every  four  hours. 

Forty-eight  hours  after  admission,  she  developed 
acute  abdominal  pain  which  necessitated  an  emer- 
gency exploratory  laparotomy.  At  operation  a bleed- 
ing left  ovarian  cyst  was  found  which  had  precipi- 
tated the  acute  abdominal  emergency.  In  addition 
to  this,  the  incomplete  lower  ileal  obstruction  also 


was  found  and  corrected  by  the  lysis  of  numerous  ad- 
hesions. The  ovarian  cyst  also  was  removed.  Post- 
operatively  the  administration  of  2 cc.  of  combiotic 
twice  a day  was  continued. 

Forty-eight  hours  after  this  procedure  the  patient 
suddenly  went  into  profound  vascular  collapse. 
Pulse  and  blood  pressure  were  in  detectable.  Blood 
transfusions,  vasopressors,  and  cortisone  were  ad- 
ministered. It  was  not  until  the  next  day  that  the 
situation  was  under  control,  and  the  diagnosis  be- 
came obvious  with  the  occurrence  of  a bloody  diar- 
rhea. The  patient  was  then  given  250  mg.  of  Chloro- 
mycetin every  four  hours,  and  she  recovered  from 
the  enterocolitis. 

Ten  days  after  the  original  operation  there  was 
another  obstruction,  necessitating  another  celi- 
otomy. Numerous  recent  adhesions  were  lysed  and 
the  small  bowel  obstruction  relieved.  She  did  not 
receive  any  antibiotics  postoperatively.  Eight  days 
later  her  temperature  reached  104  F.,  and  she  ap- 
peared quite  toxic.  Inspection  of  the  wound  re- 
vealed the  presence  of  a red,  moist,  poorly-healing 
wound  with  a sense  of  crepitation  in  part  of  the 
wound.  All  sutures  were  immediately  removed.  A 
culture  was  obtained,  and  the  wound  was  continu- 
ously irrigated  with  Dakin’s  solution.  The  report  of 
the  culture  was  that  the  wound  contained  Clostridia 
perfringens  (welchii).  She  was  given  1,000,000  units 
of  penicillin  every  four  hours,  100  mg.  of  Furadantin 
every  four  hours,  and  250  mg.  of  Chloromycetin 
ever}^  six  hours.  The  response  to  this  regimen  was 
most  satisfactory.  The  patient  was  discharged  in 
fairly  good  general  condition,  twelve  days  after  the 
gas  .bacillus  infection  of  the  abdominal  wall. 

Comment 

Prompt  recognition  and  aggressive  treatment  are 
essential  if  this  condition  is  to  be  treated  success- 
fully. Even  though  this  infection  is  of  a short  dura- 
tion, the  patient  can  exhibit  manifestations  of 
marked  toxicity. 

In  abdominal  operative  cases,  infection  is  the  re- 
sult of  contamination  from  organisms  within  the 
gastrointestinal  tract  and  not  from 'without,  as  in 
cases  of  trauma.  The  Bacillus  welchii  is  present  in  a 
high  percentage  of  appendiceal  abscesses  and  present 
in  some  22  per  cent  of  the  cases  wdth  peritoneal  fluid 
in  peritonitis.2  Undoubtedly  our  patient  had  some 
degree  of  peritonitis  and  the  organisms  must  have 
been  present  in  the  peritoneal  fluid.  Just  why  this 
organism  suddenly  becomes  so  virulent  is  difficult  to 
understand.  When  the  condition  is  localized,  ag- 
gressive local  and  systemic  therapy  is  usually  very 
helpful.  However,  if  the  condition  becomes  ful- 
minating and  widespread,  any  treatment  becomes 
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futile  because  such  an  infection  has  usually  spread 
further  than  is  clinically  discernible. 

Summary 

A case  of  gas  gangrene  of  the  abdominal  wall 
following  celiotomy  is  presented.  Prompt  and  ag- 


gressive therapy  probably  avoided  a fatality. 

530  Park  Avenue,  New  York  21 
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Acute  Myositis:  A Complication  of  Varicella 

HENRY  M.  EISENOFF,  M.D.,  NEW  YORK  CITY,  AND  MILTON  MARCUS,  M.D.,  BRONX,  NEW  YORK 

{From  the  Pediatric  Services  of  Lebanon  Hospital , Bronx ) 


hicken  pox  is  usually  considered  a benign  dis- 
^ ease.  However,  a review  of  the  literature  on 
the  complications  of  chicken  pox  reveals  many  and 
varied  reports  on  the  effects  of  the  virus  causing  the 
disease  on  the  various  systems.  This  report  de- 
scribes a case  of  acute  myositis  following’chicken  pox. 
To  the  best  of  our  knowledge,  this  complication  has 
not  been  recorded. 

Report 

A five-year-old,  white  male  child  was  the  product 
of  a normal  spontaneous  delivery  following  an  un- 
eventful pregnancy.  The  family  history  was  irrele- 
vant. Developmental  history  was  not  remarkable. 
Previous  illnesses  included  measles  and  the  usual 
complement  of  upper  respiratory  diseases.  The 
onset  of  this  chicken  pox  was  two  weeks  prior  to 
admission  to  Lebanon  Hospital.  It  was  a moder- 
ately severe  case,  apparently  running  a routine 
course.  Five  days  prior  to  admission  the  patient 
complained  of  pain  in  the  calf  of  his  right  leg,  associ- 
ated with  a low-grade  temperature.  Within  twenty- 
four  hours  the  other  calf  was  involved.  The  pain 
persisted  and  in  spite  of  all  palliative  therapy 
became  increasingly  severe.  The  patient  was  then 
referred  to  this  hospital  for  further  study  and 
treatment. 

Examination  on  admission  revealed  an  alert,  ex- 
tremely apprehensive  child,  whose  position  in  bed 
was  rigid  and  immobile.  The  slightest  movement 
caused  the  child  to  scream  in  agony.  The  pain 
seemed  confined  to  the  lower  extremities.  The  ex- 
amination of  the  other  systems  was  not  remarkable, 


except  for  the  Varicella  lesions  of  the  skin  which  had 
just  about  completed  involution.  Pertinent  findings 
from  the  neurologic  examination  by  Dr.  S.  P.  Elpern 
revealed  that  the  pain  was  localized  to  both  calves. 
Other  parts  of  the  body  could  be  handled  readily, 
and  knees  and  ankles  could  be  passively  mobilized. 
No  nuchal  rigidity  nor  spine  stiffness  were  evident. 
Knee  jerks  and  ankle  jerks  were  active.  Plantar  and 
abdominal  reflexes  were  normal.  Cranial  nerve  ex- 
amination was  not  remarkable.  Fundi  were  normal. 
Both  feet  were  held  in  equinus  position  and  the  pa- 
tient could  not  be  persuaded  to  extend  at  the  ankle. 
Any  movement,  active  or  passive,  involving  the  calf 
muscles  of  the  legs  was  extremely  painful,  accom- 
panied by  loud  screams. 

Laboratory  findings  were:  blood  hemoglobin 

11.3  Gm.,  red  blood  cells  3.2  million,  white  blood  cells 
8,300  with  65  polymorphonuclears,  two  bands,  30 
lymphocytes,  and  one  monocyte.  Sedimentation 
rate  was  102  mm.  per  hour.  Preformed  creatinine 
was  1 mg.  per  cent,  creatine  and  creatinine  2 mg.  per 
cent,  and  creatine  1 mg.  per  cent.  Spinal  fluid  was 
clear  and  revealed  no  cells.  Pandy  was  negative, 
sugar  74  mg.  per  cent,  proteins  50  mg.  per  cent,  chlo- 
rides 121  mg.  per  cent,  and  a sterile  culture.  Urine 
was  normal. 

Radiographic  examination  of  both  lower  extremi- 
ties from  hip  to  ankle  showed  no  demonstrable  bone 
disease. 

The  patient  made  a slow  but  uneventful  recovery. 
Treatment  was  symptomatic.  After  one  week  there 
was  only  moderate  discomfort  when  walking.  On 
discharge  from  the  hospital  the  sedimentation  rate 
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was  still  elevated.  The  improvement  continued  at 
home,  with  the  sedimentation  rate  slowly  returning 
to  normal.  Examination  four  months  after  dis- 
charge from  the  hospital  did  not  reveal  any  sequelae. 

Comment 

Chicken  pox  is  common  and  universal.  Because 
of  its  usually  benign  course,  complications  are  not 
anticipated  and  when  they  do  arise  may  appear  re- 
mote from  the  basic  disease.  The  literature  on  the 
complications  of  varicella  reveals  that  it  may  be  ac- 
companied by  any  of  the  effects  of  a viral  disease. 
In  this  particular  case,  poliomyelitis,  peripheral 
neuritis,  and  dermatomyositis  were  quickly  elimi- 
nated and  the  obvious  diagnosis  was  then  acute  myo- 
sitis. Other  complications  of  varicella  as  gleaned 
from  the  literature  include  superimposed  pyogenic 
infection,1  congenital  abnormalities  resulting  from 
fetal  chicken  pox,2,3  hemorrhagic  chicken  pox,4’5 
nephritis,6’7  myocarditis,8,9  orchitis,10  gangrene  of 
the  skin,11-13  visceral  necrosis,14’15  pneumonia,16-18 
encephalitis,19-22  and  thrombocytopenic  pur- 
pura.23-27 

Summary 

1.  The  complications  of  chicken  pox  are  varied. 
They  involve  all  systems  and  are  often  bizarre. 

2.  A case  of  acute  myositis  complicating  chicken 
pox  in  a five-year-old  boy  has  been  presented. 

3.  To  the  best  of  our  knowledge,  no  other  similar 
case  has  been  reported. 
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Occluded  Neck  Arteries  Cause  Many  Strokes 


A large  percentage  of  strokes  are  caused  by  ob- 
structions in  the  arteries  of  the  neck.  The  obstruc- 
tions, frequently  resulting  from  hardening  of  the 
arteries,  reduce  the  flow  of  blood  to  the  brain,  produc- 
ing the  symptoms  of  stroke — weakness,  loss  of 
speech  and  the  ability  to  understand,  visual  dis- 
turbances, and  mental  dullness.  Other  possible 
causes  of  stroke  are  blood  clots,  capillary  hemor- 
rhage, or  blood  vessel  spasm  in  the  brain. 

Careful  diagnosis  of  the  cause  of  the  stroke  must 
be  made  in  order  to  decide  the  proper  treatment. 


Occlusions  in  the  neck  arteries  are  readily  diagnosed 
through  the  use  of  x-ray. 

Since  the  obstructions  lie  in  the  neck  they  can  be 
treated  by  direct  surgical  attack.  The  surgery 
may  take  the  form  of  actual  removal  of  the  ob- 
structed part  of  the  artery  or  the  creation  of  a 
grafted  bypass  around  the  occlusion. — Drs.  E. 
Stanley  Crawford,  Michael  E.  De  Bakey,  and  William 
S.  Fields,  Baylor  University  College  of  Medicine  and 
the  Methodist  Hospital,  Houston,  Texas,  Journal  of 
the  American  Medical  Association,  October  4,  1958 
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SPECIAL  ARTICLE 


The  Role  of  Statistics  in  Workmen  s Compensation  from  the 
Viewpoint  of  an  Administrator  of  the  Law 

ANGELA  R.  PARISI,  NEW  YORK  CITY 
( Chairman , New  York  State  Workmen's  Compensation  Board ) 


I n speaking  to  you  about  the  need  for  compilation 
of  statistics  in  Workmen’s  Compensation  and 
the  purposes  such  tabulations  serve  from  the  view- 
point of  an  administrator  of  the  law,  it  must  be 
recognized  that  such  needs  and  purposes  may  vary 
depending  on  the  provisions  of  the  particular 
Workmen’s  Compensation  Law  pursuant  to  which 
the  system  is  administered. 

I,  of  course,  shall  discuss  this  subject  in  light  of 
the  provisions  of  the  New  York  State  Workmen’s 
Compensation  Law.  Therefore,  it  appears  perti- 
nent for  me  to  describe  briefly  some  of  its  relevant 
provisions. 

In  New  York  State  the  Workmen’s  Compensa- 
tion Law  is  administered  by  a board  comprised  of 
13  members  appointed  by  the  governor  of  the  State, 
by  and  with  the  advice  and  consent  of  the  State 
Senate.  The  governor  designates  one  of  the  mem- 
bers of  the  Board  as  its  Chairman.  The  Board  is 
empowered  to  appoint  as  many  persons  as  may  be 
necessary  to  be  referees.  It  is  the  duty  of  the  referee 
to  hear  and  determine  all  claims  for  compensation, 
and  his  decision  is  deemed  the  decision  of  the  Board 
unless  the  Board  on  its  own  motion  or  an  applica- 
tion duly  made  to  it,  modifies  or  rescinds  such 
decision. 

Procedurally,  a party  to  a referee’s  decision  who 
feels  aggrieved  thereby,  may  apply  to  the  Board 
for  review  of  the  decision,  within  thirty  days  after 
the  filing  of  the  referee’s  decision,  in  which  event, 
and  in  a proper  case,  the  Board  will  so  review  the 
decision  and  either  affirm,  reverse,  modify,  or 
rescind  it.  The  Board  may  review,  in  its  deliber- 
ations, both  the  factual  determinations  and  the 
legal  conclusions  of  the  referee. 

A party  to  the  Board’s  decision  may  appeal  there- 
from within  twenty  days  after  it  is  filed  to  the 
Appellate  Division,  Third  Department,  of  the  Su- 
preme Court  of  our  State.  The  Board’s  findings 
on  issues  of  fact,  however,  are  deemed  final,  and 
the  appellate  court’s  jurisdiction  is  limited  to  ques- 
tions of  law. 


Abstract  of  an  address  presented  before  the  Interstate 
Conference  on  Labor  Statistics,  Hotel  Penn  Harris,  Harris- 
burg, Pennsylvania. 


With  the  exception  of  the  Chairman,  the  duties 
of  the  Board  members  are  basically  limited  to  the 
quasi- judicial  functions  I have  just  described. 

The  Chairman  is  also  the  administrative  head  of 
the  Board.  The  Chairman  enforces  all  the  pro- 
visions of  the  Law,  makes  administrative  regulations 
and  orders  providing  for  the  receipt,  indexing,  and 
examining  of  all  notices,  claims,  and  reports,  for  the 
giving  of  notice  of  hearings  and  of  decisions,  for 
certifying  of  records,  for  the  fixing  of  the  times 
and  places  for  the  hearing  of  claims,  for  establishing 
of  calendar  practices,  and  the  conduct  of  hearings. 
The  Chairman  also  issues  and  may  revoke  authori- 
zations to  physicians,  osteopaths,  and  podiatrists  to 
render  their  professional  care  to  injured  claimants 
under  the  law,  and  issues  licenses  for  medical  bu- 
reaus, x-ray,  and  other  laboratories  under  the  law. 

Provided  certain  requirements  are  met,  the 
Chairman  also  may  permit  an  employer  to  provide 
for  workmen’s  compensation  for  his  employes  by 
self-insurance. 

This  is  not  a complete  itemization  of  all  the  duties 
and  powers  of  the  Chairman  of  the  Workmen’s 
Compensation  Board,  but  it  will  serve  to  give  you  a 
general  concept  of  the  administrative  functions 
of  the  office. 

It  probably  is  readily  apparent  that  adequate  per- 
tinent statistics  are  an  essential  adjunct  to  the 
efficient  and  effective  discharge  of  these  functions. 

The  statute  requires  that  employers  subject  to 
its  provisions  shall  report  to  the  Chairman  of  the 
Workmen’s  Compensation  Board  any  accident 
resulting  in  personal  injury  which  shall. cause  a loss 
of  time  from  regular  duties  beyond  the  working  day 
or  shift  on  which  the  accident  occurred,  or  which 
shall  require  medical  treatment  beyond  ordinary 
first  aid  or  more  than  two  treatments  by  a phy- 
sician or  person  rendering  first  aid. 

In  New  York  State  approximately  800,000  such 
injuries  are  reported  each  year.  The  peak  was 
reached  in  1951  when  861,845  accidents  were  re- 
ported. I am  very  glad  to  report  that  in  1957,  the 
lowest  number  of  accidents  in  eleven  years — 718,874 
— was  reported. 
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We  attribute  this  substantial  annual  drop  in 
industrial  accidents,  despite  a continued  annual  rise 
in  employment  over  the  same  period,  to  increased 
accident  awareness  on  the  part  of  both  labor  and 
management,  the  installation  of  effective  plant 
safety  programs,  cooperation  in  these  programs  by 
organized  labor,  and  intensive  efforts  of  representa- 
tives of  the  New  York  State  Labor  Department’s 
safety  consultation  program. 

We  do  not  index  cases  for  all  accidents  reported. 
Cases  are  only  indexed  if  a claim  is  filed  by  or  on 
behalf  of  the  injured  worker,  or  generally,  if  the 
information  contained  in  required  reports  filed  by 
the  employer,  attending  physician,  or  carrier  indi- 
cates a permanent  or  otherwise  serious  injury,  or  if 
liability  is  controverted. 

Chronologically  these  statistics  evaluated  in 
light  of  total  accidents  reported  indicate  to  us  the 
personnel  we  need  in  our  claims  sections  who  must 
assimilate  all  reports  filed  by  claimants,  employers, 
physicians,  and  insurance  carriers  with  respect  to 
each  injury,  organize  the  reports  in  case  folders, 
process  them  for  calendaring  before  referees,  receive 
them  after  referee  action,  prepare  and  distribute 
notice  of  such  actions  to  the  parties  to  the  case, 
and  further  process  the  case  as  may  be  indicated. 
In  1957  reports  received  by  our  claims  sections 
totaled  4,299,377. 

These  statistics  further  alert  us  to  the  number  of 
referees,  board  medical  examiners,  hearing  reporters, 
and  other  ancillary  personnel  needed. 

Fortified  and  aided  by  these  statistics  we  can 
establish  our  personnel  requirements  before  the 
State  director  of  the  budget  and  the  State  Civil 
Service  Commission.  We  must  convince  them  of 
our  needs,  because,  although  the  cost  of  administer- 
ing the  New  York  Workmen’s  Compensation  Law 
is  met  by  assessments  made  and  paid  by  the  carriers 
and  not  directly  by  the  taxpayers  of  the  State,  we 
are  annually  financed  in  advance  by  a first  instance 
legislative  appropriation.  At  the  end  of  the  fiscal 
year  after  the  administrative  assessment  is  made 
on  and  collected  from  the  carriers,  the  receipts  are 
paid  to  the  State  treasury. 

The  director  of  the  budget  and  the  State  Civil 
Service  Commission  also  have  become  experts  in 
analyzing  and  evaluating  our  statistics,  and  largely, 
if  not  completely,  rely  on  them  in  approving  our 
requests. 

The  New  York  Workmen’s  Compensation  Board 
operates  out  of  six  district  offices  in  the  State  lo- 
cated in  New  York  City,  Albany,  Binghamton, 
Buffalo,  Rochester,  and  Syracuse.  Hence,  we  not 
only  compile  our  statistics  on  a statewide  basis  but 
necessarily  must  supplement  these  tabulations  by 
separate  compilations  for  each  district  office. 

You  will  readily  understand  that  the  administra- 
tive requirements  of  statistics  in  a Workmen’s 
Compensation  system  are  not  limited  to  a tabula- 


tion of  accidents  reported  and  cases  indexed. 
Much  greater  detail  is  required.  Compilations  are 
made  of  the  number  of  referee  hearings  held  and 
the  number  of  cases  closed,  continued,  or  adjourned 
at  these  hearings.  From  those  figures  we  ascertain 
number  of  hearings  required  before  a case  is  ulti- 
mately determined. 

For  example,  in  1957,  385,665  referee  hearings 
were  held,  262,191  in  the  New  York  City  district, 
and  123,474  in  the  upstate  districts.  Total  hear- 
ings held  were  3.5  per  cent  higher  in  1957  than  in 

1956. 

Actions  at  these  1957  hearings  were  as  follows: 
closings  184,034  (47.7  per  cent);  continuances, 
132,927  (34.5  per  cent);  adjournments,  68,704 
(17.8  per  cent). 

An  average  of  2.1  hearings  were  held  by  referees 
for  each  one  closed  in  1957  as  compared  with  2.0 
hearings  in  1956. 

Of  the  4,669  cases  in  which  the  Board  reviewed 
referee  decisions  in  1957,  the  referee  decision  was 
affirmed  in  1,897  cases,  affirmed  with  modification 
in  810  cases,  and  reversed  in  962  cases,  including 
370  instances  in  which  the  decision  was  rescinded 
and  restored  to  referee  calendar  for  further  evidence. 

In  1957  the  Appellate  Division  rendered  decisions 
in  147  Workmen’s  Compensation  cases,  affirming 
the  Board  in  97  instances,  reversing  it  in  43  cases, 
and  returning  the  cases  for  further  consideration. 
In  the  remaining  seven  cases,  the  board  was  reversed 
and  the  claim  dismissed. 

Our  highest  State  court,  the  Court  of  Appeals, 
decided  13  Workmen’s  Compensation  cases  in 

1957,  sustaining  the  Board  in  eight  instances  and 
reversing  it  in  five  cases. 

Statistics  for  other  purposes  are  maintained  on 
what  we  call  compensated  cases  closed.  These  are 
cases  in  which  cash  compensation  was  paid  and  the 
case  has  been  closed.  It  is  with  respect  to  these 
cases  that  we  make  the  most  detailed  analyses  inas- 
much as  the  analysis  no  longer  interferes  with  the 
prompt  processing  and  determination  of  the  case. 

There  are  approximately  115,000  compensation 
cases  closed  each  year.  For  example,  these  cases 
are  analyzed  to  ascertain  the  quality  of  individual 
carrier  (including  self-insurers)  performance.  Our 
statute  requires  the  carrier,  in  uncontroverted  cases, 
to  commence  the  payment  of  benefits  within  eighteen 
days  after  disability  or  within  ten  days  after  the 
employer  has  knowledge  of  the  accident,  whichever 
date  is  later.  Statistics  are  compiled  as  to  the  per- 
centage of  cases  in  which  each  carrier  doing  business 
under  the  law  meets  this  requirement  and  the  aver- 
age number  of  days  elapsed  from  date  of  disability 
to  date  of  first  payment.  I previously  mentioned 
that  the  employer  must  file  notice  of  injury  with  the 
Chairman  of  the  Board  within  ten  days  after  an 
accident.  Statistics  as  to  timely  compliance  with 
this  provision  are  kept  and  also  with  respect  to  the 
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percentage  of  its  cases  each  carrier  controverts. 

Not  only  are  such  tabulations  made  on  an  indi- 
vidual basis,  but  they  are  also  categorized  as  to 
stock  or  mutual  companies  as  a class,  as  well  as 
self-insured  employers  as  a group.  These  tabula- 
tions prove  of  great  value  in  improving  carrier  per- 
formance. No  carrier  wishes  to  appear  on  the 
lower  portion  of  such  lists,  and  those  who  appear 
on  top  are  justly  proud  of  their  record.  Each  strives 
to  outdo  the  others. 

Statistics  on  compensated  cases  closed  are  also 
cross-classified  by  sex,  age,  month  and  date  of 
accident,  earnings  of  injured  worker,  industry, 
occupation,  part  of  body  injured,  nature  of  injury, 
agency  associated  with  the  accident,  type  of  acci- 
dent, extent  and  nature  of  disability,  number  of 
weeks,  and  amount  of  compensation  awarded. 

Such  cross-classifications  serve  many  purposes- 
They  are  helpful  in  safety  programs;  they  are  help- 
ful to  our  Department  of  Labor  in  connection  with 
promulgating  its  rules  and  regulations;  they  are  help- 
ful to  the  legislature  and  the  governor  in  considering 
the  advisability,  effect,  and  impact  of  new  legisla- 
tion. Requests  from  medical  schools,  societies,  and 
medical  research  groups  for  this  information  also 
indicate  they  are  of  value  in  medical  studies  in 
various  fields. 

We  are  publishing  a series  of  brochures  covering 
various  aspects  of  these  cross-classifications.  The 
most  recent  comprehensive  bulletin  issued  is  one 
of  a series  of  five  covering  the  cost  and  character  of 
accidents  compensated  during  the  period  1950- 
1954.  This  bulletin  was  devoted  to  analyses  of 
accident  agency. 

By  way  of  illustration  of  its  contents,  here  are 
some  items  from  it: 

Total  compensated  cases  closed  in  1954: 

Including  death  cases 
Permanent  total  disability  cases 
Permanent  partial  disability  cases 
Temporary  disability  cases 

Amount  of  compensation  paid  in 
these  cases,  including  estimated 
value  of  future  benefits  payable 
in  death  and  permanent  dis- 
ability cases,  but  exclusive  of 
medical  and  hospitalization 
costs  $114,897,845 

Because  of  the  increasing  use  of  atomic  energy  in 
industry,  particular  attention  is  being  given  by  our 
Research  and  Statistics  Unit  to  occupational  diseases 
due  to  atomic  radiation.  Requests  for  information 
in  this  field  are  becoming  more  frequent  and  ema- 
nate principally  from  the  medical  profession  and 
management.  This  information  is  also  furnished 
to  the  Board  of  Standards  and  Appeals  of  our 
Department  of  Labor  in  connection  with  its  pro- 
mulgation of  rules  relating  to  the  use  of  atomic 
energy  in  New  York  State. 


Statistical  records  are  necessarily  kept  of  the 
assets,  income,  and  disbursements  of  four  special 
funds  created  under  the  Workmen’s  Compensa- 
tion Law.  These  funds  are  ( 1 ) the  Special  Disability 
Fund  from  which  claims  which  qualify  are  paid 
under  our  Second  Injury  Law;  (2)  the  Special  Fund 
for  Reopened  Cases;  (3)  the  Nonresident  Com- 
pensation Fund,  and  (4)  the  Aggregate  Trust  Fund. 

You  are  undoubtedly  aware  of  the  fact  that  the 
primary  emphasis  in  Workmen’s  Compensation  has 
been  shifting  in  the  past  decade  towards  ascertaining 
the  most  feasible,  practical,  and  effective  methods 
of  promptly  rehabilitating  the  industrially  injured 
worker  and  restoring  him  both  to  employability  and 
employment. 

A pilot  study  on  the  subject  in  our  New  York  City 
district  office  begun  in  1950  now  has  become  a 
permanent  adjunct  of  our  operations.  Participation 
by  the  claimants  is  voluntary.  Only  through 
statistics,  however,  can  we  ascertain  the  value  and 
effectiveness  of  the  study.  Hence,  we  keep  them. 

As  of  December  31,  1957,  the  study  had  reviewed 
and  closed  5,432  cases  since  its  inception.  Of  this 
number  3,851  were  not  accepted  for  rehabilitation 


for  the  following  reasons: 

Refusal  by  Board  specialist  2,801 

Refusal  by  attending  physicians  1 18 

Refusal  by  insurance  carriers  125 

Refusal  by  claimants  1 19 

Various  personal  or  legal  reasons  688 


In  486  of  the  1,581  cases  accepted  for  rehabilita- 
tion, further  evaluation  contraindicated  the  ad- 
visability of  commencing  rehabilitative  procedures 
and  they  were  not  begun.  The  remaining  1,095 
cases  were  successfully  rehabilitated. 

Most  of  these  cases  were  undertaken  for  study 
several  years  after  the  occurrence  of  accident. 

Without  attempting  to  analyze  these  figures  de- 
finitively or  precisely,  they  do  point  up  for  further 
study  such  questions  as: 

1.  Does  the  possibility  of  effective  rehabilitation 
decrease  by  delay  in  its  commencement? 

2.  Are  there  physicians,  carriers,  and  claimants 
who  do  not  accept  the  premise  that  rehabilitative 
care  has  substantial  value,  and  if  so,  why? 

In  New  York  State  legal  fees  payable  to  a claim- 
ant’s attorney  or  licensed  representative  are  fixed 
by  the  referee  or  the  Board  and  are  payable  out  of 
the  claimant’s  compensation  award.  Therefore, 
sound  administration  dictates  that  careful  statistical 
compilations  be  made  of  the  fees  so  approved  as 
well  as  their  relationship  to  the  total  compensation 
awarded,  and  the  comparison  be  closely  and  con- 
tinuously surveyed.  We  tabulate  the  pertinent 
statistics  for  this  purpose. 

There  has  been  much  concern  in  New  York  State 
during  the  past  several  years  about  the  obsolescence 
of  compensation  benefits  awarded  in  earlier  Work- 
men’s Compensation  cases.  Under  our  statute  an 
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injured  worker  is  entitled  to  a weekly  benefit  rate 
equivalent  to  two  thirds  of  his  wage  loss  which  is 
causally  related  to  his  disability.  However,  these 
weekly  rates  are  further  subject  to  a statutory  limi- 
tation predicated  on  the  date  of  accident.  Pres- 
entty  this  maximum  is  $36  per  week.  As  the  result 
of  legislation  enacted  this  year,  the  maximum  was 
raised  to  $45  per  week  as  to  accidents  which  occur 
on  or  after  July  1,  1958. 

Based  on  date  of  accident,  going  backwards  over 
the  years,  this  maximum  for  total  disability  from 
July  1,  1948,  to  June  30,  1954  was  $32;  from  June 
1,  1944,  to  June  30,  1948  it  was  $28;  before  then 
it  was  $25,  and  earlier,  $20  per  week.  Prior  to  May 
5,  1920,  it  was  $15  per  week. 

We  still  have  claimants  in  our  state  who  are  re- 
ceiving benefits  at  those  earlier  weekly  rates.  Ob- 
viously those  rates  are  unrealistic  in  these  days  of  a 
constantly  rising  cost  of  living. 


Again  our  statistical  tabulations  were  very  help- 
ful. They  served  to  establish  that  under  the  $36 
maximum,  70  per  cent  of  our  injured  workers,  be- 
cause they  earned  more  than  $54  per  week  prior 
to  their  accidents,  would  receive  less  than  two  thirds 
of  their  average  weekly  wage  while  totally  disabled. 
Even  with  the  new  $45  maximum  rate,  54  per  cent 
of  our  workers  injured  after  July  1,  1958  will  receive 
less  than  two  thirds  of  their  average  weekly  wage 
for  total  disability  because  they  earn  more  than 
$67.50  per  week. 

In  addition  to  its  official  responsibilities  with 
respect  to  the  Workmen’s  Compensation  Law,  the 
New  York  Workmen’s  Compensation  Board  is 
charged  by  statute  with  the  responsibility  of  ad- 
ministering three  other  benefit  laws,  namely,  the 
nonoccupational  Disability  Benefits  Law,  the  Work- 
men’s Compensation  Act  for  Civil  Defense  Volun- 
teers, and  the  Volunteer  Firemen’s  Benefit  Law. 


Jobs  May  Benefit  Heart  Patients 


Suitable  work  may  be  more  beneficial  than  rest 
and  retirement  for  persons  with  severe  heart  disease, 
a Brooklyn  physician  has  reported.  Dr.  Alvin 
Slipyan  studied  19  persons  who  would  normally  be 
considered  to  be  unemployable  but  who  were  success- 
fully working  in  industrial  and  clerical  jobs.  The 
physical  condition  of  some  of  them  actually  improved 
after  they  started  working. 

Most  industries  refuse  to  hire  cardiac  patients 
because  of  the  fear  of  absenteeism  and  compensation 
claims.  Among  these  19  persons,  the  low  absen- 
teeism rate  was  remarkable,  Dr.  Slipyan  said,  and 
there  were  no  compensation  claims.  On  the  basis 
of  his  study,  he  suggested  a possible  change  in  the 
rule  that  persons  with  severe  heart  disease  require 
constant  rest  and  retirement  from  work. 

Included  in  the  study,  reported  in  the  September 
13  Journal  of  the  American  Medical  Association, 
were  10  persons  who  had  had  heart  attacks  (three 
with  two  attacks),  seven  writh  rheumatic  heart 
disease,  and  two  with  hypertensive  heart  disease. 
They  were  employed  by  Abilities,  Inc.,  an  Albertson, 
Long  Island,  company  employing  only  disabled 
persons. 

Among  the  patients  with  postmyocardial  infarc- 
tion, the  age  spread  was  from  twenty-six  to  sixty- 
three,  with  eight  over  the  age  of  fifty.  Their  jobs 
included  office  and  plant  bench  work.  The  jobs  all 


required  the  effort  of  walking,  but  none  heavy  labor. 
Some  of  these  people  had  been  unemployed  for  as 
long  as  four  and  a half  years  before  taking  jobs  at 
Abilities,  Inc.  Travel  time — a factor  that  can  in- 
fluence the  success  or  failure  in  a job — ranged  from 
fifteen  to  forty-five  minutes  a day  and  the  distance 
from  5 to  30  miles.  Seven  drove  their  own  cars. 

Of  these  patients  five  showed  no  change  in  physical 
condition  after  employment,  three  showed  definite 
improvement,  and  one  had  increased  attacks  of 
pain  but  showed  no  increase  in  disability.  One  man 
died  of  a cerebral  embolism  apparently  related  to  an 
experience  in  which  he  was  trapped  in  his  car  for 
more  than  an  hour  in  a snowstorip.  Among  the 
rheumatic  heart  disease  group,  five  showed  no  change 
in  their  condition  after  starting  work  and  two  im- 
proved. Their  jobs  included  office  work  as  a mes- 
senger; plant  inspector;  bench  work,  and  pack- 
aging. One  of  the  hypertensive  heart  disease 
employes  showed  no  change  in  status  and  one  gradu- 
ally improved. 

Dr.  Slipyan  noted  that  his  report  “may  be  con- 
sidered unique  in  that  never  in  the  history  of  private 
industry  has  such  a deliberate  policy  of  employ- 
ing the  ‘unemployable’  cardiac  patients  been  seen.” 
The  financial  success  of  this  enterprise  is  shown  by 
the  productivity  of  these  employes. 
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Pan , by  Marvin  A.  Block, 
M.D.,  of  Buffalo.  This  is  an  alle- 
gorical figure  of  the  Greek  god  Pan, 
patron  of  shepherds  and  hunters 
and  god  of  flocks  and  pastures, 
forests  and  their  wild  life. 

Dr.  Block,  who  studied  with 
Panoff,  has  enjoyed  art  as  a hobb}^ 
for  the  past  twenty  years.  The 
sculpture  shown  here  is  cast  in 
bronze  and  was  done  in  1939  in 
Buffalo. 


Physicians  interested  in  contributing  to  “The  Gallery”  may  secure  further  information 
from  Dr.  Walter  J.  Alexander,  333  Main  Street,  Binghamton,  New  York,  who  is  editor  of 
this  department. 
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Adagio , by  Hans  Henschel,  M.D.,  of  Buffalo.  This  is  a study  in  pure  line  done  in  black  ink  medium 
using  a felt  nib  or  speedball  pen.  The  same  effect  may  also  be  achieved  with  watercolor  and  a “high-liner” 
brush.  There  is  experience  behind  Dr.  Henschel’s  line.  He  does  not  gossip  with  line;  composition  and 
form  through  line  result  in  a successful  picture — unlabored. 

The  artist  studied  at  three  art  schools  in  Berlin  and  at  two  schools  in  Buffalo.  He  has  been  drawing  and 
painting  since  childhood. 

Adagio  was  exhibited  at  the  Albright  Art  Gallery  in  Buffalo  recently. 
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Medical  Society  of  the  State  of  New  York 


The  following  article  by  Mr.  F.  T.  Crawley  of  the  Health  Insurance  Council  explains  what  the 
insurance  industry  has  done  and  is  doing  to  relieve  physicians  from  some  of  the  mountain  of  paper 
work  which  now  is  an  essential  part  of  the  practice  of  medicine.  This  evidence  of  progress  is  in 
keeping  with  the  desires  of  the  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 
We  urge  your  cooperation  with  the  Health  Insurance  Council  in  bringing  to  us  further  improve- 
ments in  these  insurance  forms. — John  C.  McClintock,  m.d.,  Chairman,  Council  Committee 
on  Economics 


Simplified  Health  Insurance  Claim  Forms 

FRANCIS  T.  CRAWLEY 
( Staff  Representative,  Health  Insurance  Council ) 


C^ew  things  bother  a busy  doctor  more  than  facing 
a week  end  devoted  to  filling  out  health  insur- 
ance claim  forms.  Nevertheless,  these  forms  are 
an  important  artery  to  present-day  income.  Here’s 
why: 

The  growth  of  voluntary  health  insurance  plans 
over  the  past  two  decades  has  enabled  an  increasing 
number  of  patients  to  pay  for  medical  care.  Last 
year  nearly  109  million  Americans  had  some  form 
of  voluntary  protection  against  surgical  and  medical 
expense.  Total  benefit  payments  under  health 
insurance  programs  reached  3.5  billion  dollars  toward 
such  expense. 

In  1957,  insurance  companies  alone,  through  both 
group  insurance  and  individual  policies,  provided 
1.7  billion  dollars  in  benefits  to  help  insured  persons 
meet  the  costs  of  surgical  and  medical  care. 

A principal  step  which  assures  that  these  benefits 
will  be  kept  moving  smoothly  year  after  year  is  one 
which  doctors  throughout  the  country  perform  in 
their  offices  many  times  a day — the  completion  of 
insurance  claim  forms.  Years  ago  this  was  a rela- 
tively simple  operation,  but  as  health  insurance 
continued  to  grow,  so  have  the  demands  on  the  phy- 
sician’s time  and  efforts.  Today,  doctors  are  faced 
with  the  real  problem  of  finding  sufficient  time  to 
fill  out  numerous  claim  forms  for  insured  patients. 

The  health  insurance  industry  is  aware  of  the 
claim  forms  problem  to  the  physician.  For  many 
years  it  has  sought  a solution  to  the  riddle  of  how  to 
lighten  the  doctor’s  paper  work  load. 

In  1946,  the  Health  Insurance  Council  was  formed 
by  a group  of  insurance  associations  interested  in 
providing  better  liaison  between  doctors,  hospitals, 


and  the  health  insurance  industry.  One  of  the  most 
active  committees  of  the  Council  has  been  concerned 
with  finding  an  answer  to  the  doctor’s  claim  forms 
problem. 

The  first  task  of  this  Uniform  Forms  Committee 
was  to  explore  the  conditions  which  created  the 
trouble.  It  evaluated  the  tremendous  growth 
which  had  taken  place  in  voluntary  health  insurance, 
noting  that  from  1940  to  1957  the  number  of  people 
covered  for  surgical  protection  by  all  types  of  plans 
increased  from  5,350,000  to  108,931,000.  The  num- 
ber under  medical  expense  protection  was  three 
million  in  1940  and  71,813,000  by  1957.  Further- 
more, there  were  13,262,000  people  who  had  been 
covered  by  the  newly-created  major  medical  ex- 
pense form  of  coverage  by  1957.  Commensurate 
with  this  growth  in  health  insurance  came  an  increase 
in  necessary  administrative  procedures. 

The  second  complicating  factor  in  this  picture 
was  the  development  of  various  claim  forms  for 
each  type  of  coverage.  Insurance  companies  pro- 
viding this  protection  (reportedly  between  500  and 
800)  had  different  ideas  on  the  type  of  information 
they  needed  to  settle  claims.  This  resulted  in  a 
multiplicity  of  claim  forms. 

As  the  conditions  which  surrounded  the  problem 
came  into  focus,  the  Uniform  Forms  Committee  was 
closer  to  finding  a solution  to  its  puzzle.  Its  first 
move  was  to  define  objectives.  These  the  com- 
mittee enumerated  as  follows: 

1.  To  eliminate  information  not  directly  related 
to  payment  of  claims. 

2.  To  standardize  and  simplify  the  questions 
used  for  medical  information. 
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In  meeting  these  objectives,  the  committee  faced 
many  additional  problems.  One  was  to  determine 
the  feasibility  of  one  form  for  coverages  sold  under 
the  two  approaches  (group  and  individual  insurance) 
which  the  health  insurance  industry  uses  to  sell  its 
product.  Detailed  study  proved  that  one  form 
would  not  be  feasible  to  settle  the  claims  which 
arise  under  these  two  divisions,  because  different 
medical  information  is  needed  in  each  case  (group 
contracts  generally  provide  similar  protection  for 
all  members  of  the  group;  individual  policies  have 
their  benefit  structures  tailored  to  the  particular 
needs  of  the  policyholder).  Why?  Occasionally  it 
is  necessary,  for  instance,  under  health  coverages  of 
individual  policies  to  determine  the  pre-existence  of 
an  illness  or  disease.  This  is  not  a requirement  in 
the  settling  of  group  claims. 

Why,  then,  does  this  mean  that  a single  form 
would  not  be  workable  for  the  doctor?  The  answer 
lies  in  the  fact  that  a single  form  would  call  for  him 
to  fill  out  more  questions  than  he  would  be  asked  to 
in  a two  form  system.  Result — more  work  for  the 
doctor.  This  was  not  one  of  the  committee’s  ob- 
jectives. 

Once  made,  the  decision  to  use  two  forms  opened 
the  way  to  move  to  the  second  objective:  “To 

simplify  and  standardize  the  questions  which  would 
be  asked  the  physician.” 

Questions  had  to  be  devised  which  would  satisfy 
the  requirements  of  many  companies  writing  health 
insurance.  For  example,  the  committee  pondered 
the  number  of  questions  needed  to  develop  medical 
information  for  such  varying  coverages  as  hospital, 
maternity,  physicians’  services,  surgical,  and  many 
others.  How  could  unnecessary  questions  be 
avoided?  How  might  uniformity  be  attained? 

The  committee  developed  from  its  study  two  basic 
simplified  forms — a basic  form  for  group  insurance, 
designated  GD-1,  with  nine  questions,  and  a second 
basic  form  for  individual  insurance,  designated 
ID-1,  having  14  questions.  These  were  the  mini- 
mum number  of  questions  that  the  committee  felt 
would  satisfy  the  varying  requirements  of  the  major- 
ity of  companies. 

To  protect  the  doctor  from  having  to  provide  un- 
necessary information,  the  questions  for  these  forms 
were  carefully  chosen.  A certain  few  questions  on 
each  form,  the  committee  felt,  would  be  required 
by  most  of  the  companies.  The  rest  may  or  may 
not  be  needed  depending  on  the  combination  of 
coverages  involved  in  each  policy.  These  latter 
questions  were  made  optional,  and  participating  com- 
panies are  asked  to  leave  unnecessary  questions  out 
of  their  form. 

Finally,  the  committee  faced  the  task  of  achiev- 
ing uniformity.  With  so  many  companies  as  po- 
tential users  of  these  forms,  a formidable  challenge 
was  presented.  The  Uniform  Forms  Committee 
fashioned  an  answer  which  is,  I believe,  the  best 
available  today.  Each  insurance  company  may 
vary  the  size  and  color  of  its  forms  but  should  (1) 
keep  the  language  of  the  questions  identical,  and 
(2)  always  keep  the  questions  in  the  same  sequence. 

There  are  occasions  which  arise  in  the  settlement 
of  claims  when  less  information  than  is  contem- 
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plated  by  these  basic  forms  is  desired.  For  example,  I 
a company  wishes  to  continue  to  follow  up  a dis- 
ability claim  (loss  of  time)  or  may  require  only  I 
surgical  or  hospital  information  to  effect  a settle-  1 
ment.  Such  occasions  were  anticipated  by  the 
committee,  and  it  developed  abbreviated  forms 
for  the  two  divisions  of  coverages.  For  group  in- 
surance there  are  the  Attending  Physician’s  Sup- 
plementary Statement  (GDS-1)  and  the  Surgeon’s 
Statement  (GS-1);  for  individual  insurance  The 
Attending  Physician’s  Supplementary  Statement 
(IDS-1)  and  the  Attending  Physician’s  Statement 
(Individual,  Hospital  or  Surgical)  (IPHS-1). 

However,  the  committee’s  work  was  not  quite 
through.  It  wished  to  make  sure  it  was  on  the 
right  track  before  introducing  these  forms  to  the 
doctor.  The  committee  gathered  up  the  sample 
forms  and  sought  the  advice  of  those  who  would 
use  them  daily — practicing  physicians.  Discussions  I 
of  these  forms  and  the  approach  which  was  taken  | 
to  the  problem  were  held  with  the  members  of  the 
Prepayment  Medical  and  Hospital  Services  Com-  , 
mittee  of  the  American  Medical  Association’s 
Council  on  Medical  Services.  The  approval  of  this  J 
committee  was  given  and  subsequently  that  of  the  I 
Council  on  Medical  Services. 

This  year  the  Health  Insurance  Council  has  , 
added  a symbol  to  these  forms  to  help  the  doctor 
recognize  them  more  easily.  The  Council  recom- 
mends to  participating  companies  that  they  place  I 
this  identifying  mark  on  their  forms.  An  impor-  1 
tant  point  which  the  Council  wishes  to  make  clear  I 
to  the  physician  is  that  it  will  take  time  for  this 
s}Tnbol  to  become  widely  used.  A smooth  transi- 
tion will  naturally  see  existing  supplies  of  forms 
exhausted  before  new  ones  are  printed.  During  the 
interim,  however,  the  approved  basic  forms  may  be 
easily  recognized  by  the  identifying  lettering  ID-1 
at  the  bottom  of  the  individual  insurance  form  and 
GD-1  on  the  group  insurance  form.  Likewise,  the  I 
abbreviated  forms  also  may  be  recognized  by  the 
lettering  GDS-1  and  GS-1  applied  to  those  used  for 
group  insurance  and  IDS-1  and  IPHS-1  for  those  ] 
applicable  to  individual  coverages. 

Our  most  recent  inquiry  into  the  number  of  com-  ■ 
panies  which  are  using  or  have  indicated  they  would 
use  the  simplified  claim  forms  shows  that  they  I 
have  been  accepted  by  the  writers  of  approximately  I 
80  per  cent  of  the  group  insurance  volume  and  the 
writers  of  50  per  cent  of  the  individual  insurance  | 
volume.  This  participation  should  increase  as  1 
they  become  more  widely  familiar  to  both  the  doc-  I 
tors  and  the  insurance  industry.  It  will  take  time  I 
to  accomplish  this,  of  course.  Insurance  com- 
panies, particularly,  are  faced  with  problems  of  j 
printing  and  stocking  these  new  claim  forms,  and  I 
the  education  of  the  personnel,  before  they  can  I 
change  over  long-established  systems. 

The  Health  Insurance  Council  believes  that  these  I 
forms  represent  a major  step  toward  helping  the  j 
doctor  solve  his  claim  form  problems.  It  is,  I be-  1 
lieve,  the  best  answer  the  accident  and  health  in- 
dustry has  yet  devised,  and  in  order  to  keep  the  j 
forms  up  to  date  the  Council  will  periodically  re-  ] 
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view  the  program.  In  any  voluntarily  accepted 
program  there  is  inherent  a certain  amount  of  give 
and  take.  With  so  large  a segment  of  their  pa- 
tients utilizing  the  financial  assistance  provided 
by  an  insurance  mechanism,  many  physicians  are 
getting  a clearer  understanding  of  the  necessity  for 
claim  forms,  and  hence  are  recognizing  their  value 


to  their  patients  and  themselves. 

Your  Medical  Society,  in  an  effort  to  help  you 
know  more  about  this  program,  will  make  avail- 
able to  you  a booklet  entitled:  Simplified  Claim 
Forms  for  Accident  and  Health  Insurance — A Report 
to  the  Physician.  This  booklet,  published  by  the 
Health  Insurance  Council,  gives  a more  detailed 
story  about  the  claim  forms. 


Improved  Health  Strengthens  Families 


In  contrast  to  high  divorce  rates  and  other  dis- 
ruptive forces  in  recent  years,  improved  health 
standards  have  been  a major  stabilizing  influence  on 
marriage  and  the  family.  A much  lower  proportion 
of  marriages  is  dissolved  by  death  nowadays  than 
fifty  years  ago.  As  a result,  the  average  parent  has 
a much  greater  chance  of  living  to  see  his  children 
grow  up. 

Widowhood  has  been  largely  postponed  to  a time 
when  responsibility  for  minor  children  has  ended. 
Orphanhood  has  largely  disappeared  as  a social 
problem.  And  recent  medical  advances  give  today’s 
children  a much  better  chance  of  reaching  adult- 
hood than  their  parents  or  grandparents  had. 

Although  there  are  now  almost  ten  million  wid- 


owed persons  (three  quarters  of  them  women  in 
this  country,  the  proportion  of  young  widows  and 
widowers  is  going  down.  In  1900  widowed  persons 
under  the  age  of  forty-five  constituted  nearly  one 
quarter  of  all  the  widowed;  by  1957  the  proportion 
had  dropped  to  about  6 per  cent. 

As  widowhood  has  shifted  to  the  older  ages,  the 
problem  of  orphanhood  has  greatly  decreased.  A 
typical  child  born  today  has  only  25  chances  in 
1,000  of  losing  his  mother  before  he  reaches  eighteen 
and  57  chances  of  losing  his  father.  The  comparable 
figures  in  1900  were  138  and  170.  The  chances  of 
losing  both  parents  have  gone  down  from  23  to 
1.4  per  1,000. — Statistical  Bulletin,  September , 1958, 
Health  Information  Foundation 


Satisfied 
with  the 
usual  cough 
remedies? 


-do  you  find  that  the  local  soothing  effect  of  cough  syrups  is  not  enough? 
-are  you  concerned  about  the  side  effects  of  codeine? 

-do  you  find  that  many  remedies  decrease  cough  productivity? 

-do  you  have  patients  who  do  not  cooperate  fully 
because  of  cumbersome  forms  of  issue  and  too  frequent  dosage? 


C I B A 


afvst* an' 


SUMMIT,  N.  J. 
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FILM  REVIEWS 

The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of 
the  Medical  Society  of  the  State  of  New  York.  These  films  are  available  on  re- 
quest from  the  Medical  Film  Library  of  the  New  York  State  Department  of  Health, 
84  Holland  Avenue,  Albany  8,  New  York.  Films  will  be  sent  on  request  to  any 
qualified  individuals  or  organizations.  Return  postage  is  paid  by  the  user.  Cata- 
logs of  films  available  for  both  professional  and  lay  use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best 
effects  are  obtained  by  preceding  or  following  a film  with  a discussion  or  question 
and  answer  period  presided  over  by  a professional  person  familiar  with  the  topic 
presented. 


Skin  Antiseptics.  Classification:  Bacteriology; 

I Surgery.  Black  and  white,  sound,  28  minutes. 
Year  of  Production:  1948;  Sponsor:  Iodine  Educa- 
tional  Bureau;  Producer:  Audio  Productions,  New 
York. 

A well-produced  and  useful  film  on  the  criteria  for 
I determining  the  effectiveness  of  disinfectants,  in- 
I eluding  the  phenol  coefficient;  a comparison  of 


bactericidal  versus  bacteriostatic  action;  the  effect 
of  organic  materials,  and  skin  irritant  tests.  The 
film  is  slanted  toward  iodine  and  has  many  errors  of 
omissions,  but  otherwise  it  is  useful  and  valuable  if 
followed  by  competent  discussion. 

Suggested  Audience:  Medical  students,  surgeons, 
bacteriologists. 

[Continued  on  page  3698] 


If  not... 

here’s  why  you 
should  try  new 
Tessalon  Perles 


controls  cough  by  dual  action — in  the  chest  as  well  as  at  cough  centers  of  the  brain, 
21/2  times  as  effective  as  codeine1  without  the  side  effects  of  codeine, 
controls  cough  frequency  without  decreasing  productivity  or  expectoration. 

Perles  offer  convenient,  precise  dosage  and  relief  for  3 to  8 hours. 


ERAGE  ADULT  DOSAGE:  100  mg.  t.i.d. 
refractory  cough,  up  to  6 perles  (600  mg.) 
Jay  moy  be  given. 

ERAGE  DOSAGE  FOR  CHILDREN  UNDER  10: 

ie  Pediatric  Perle  (50  mg.)  t.i.d. 

pplied : tessalon  Perles,  100  mg.  (yellow). 

diatri c Perles,  50  mg.  (red). 

diatric  Perles  available  Oct.  1,  1958. 

Shane,  S.  J , Krzyski,  T.  K.,  and  Copp,  S.  E.: 

Tad  M.A.J.  77:600  (Sept.  15)  1957. 


(benzonatate  Cl  BA) 
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[Continued  from  page  3697] 

Cervical  Diverticulectomy  (One  stage  operation). 

Classification:  Surgery.  Color,  silent,  22  minutes. 
Year  of  Production:  1947;  Country  of  Origin, 

U.  S.  A.;  Author  and  Producer:  Philip  Thorek, 
M.D.,  Chicago;  Camera:  Jerome  J.  Moses,  M.D. 

This  is  a film  record  of  the  performance  of  a one- 
stage  diverticulectomy  for  a large  diverticulum  of  the 
cervical  esophagus.  The  surgical  technic  is  good  on 
the  whole,  and  the  method  of  locating  the  divertic- 
ulum base  by  means  of  a Levin  tube,  as  well  as  its 
use  in  guiding  the  closure,  is  excellent.  The  pres- 
entation is  clear,  except  the  dissection  of  the  neck 
of  the  diverticulum.  The  attempt  to  point  out 
anatomic  structures  is  overdone. 

Suggested  Audience:  Residents  in  surgery,  sur- 
geons. 

Substitution  Transfusion  in  the  Treatment  of 
Erythroblastosis  Fetalis.  Classification:  Pediatrics; 
Hematology;  Obstetrics.  Color,  silent,  30  minutes. 
Year  of  Production:  1947;  Author  and  Producer: 
Harry  Wallerstein,  M.  D.,  New  York. 


The  film  depicts  the  author’s  technics  for  removing 
the  recipient  blood  and  substituting  the  donor  blood 
in  cases  of  erythroblastosis  fetalis.  The  film  is 
useful  for  presenting  these  procedures  in  detail,  but 
suffers  in  places  from  lack  of  explanation  and  in- 
adequacies of  production. 

Suggested  Audience:  Pediatrists,  residents  in 

pediatrics,  medical  students. 

Radical  Operation  for  Cancer  of  the  Cervix. 

Classification:  Surgery;  Gynecology;  Oncology. 

Color,  silent,  31  minutes.  Year  of  Production: 
1947;  Author:  Joe  Vincent  Meigs,  M.D.,  Boston, 
Mass.;  Producer:  Davis  and  Geek. 

This  is  a film  record  of  a radical  type  of  operation 
for  cancer  of  the  cervix,  demonstrating  careful  dis- 
section of  the  lymph  nodes  of  the  pelvis  with  total 
hysterectomy  including  the  upper  fourth  of  the 
vagina.  Although  the  operation  is  controversial, 
it  is  here  competently  performed  and  clearly  pre- 
sented. 

Suggested  Audience:  Residents  in  surgery  and 
gynecology,  surgeons,  gynecologists. 


Fd  rather  see  a sermon  than  hear  one  any  day;  Fd  rather  one  should  walk  with  me  than 
merely  tell  the  way.— Edgar  Guest 


yes,  any  rheumatic“itis”calls  for 


MEDICAL  NEWS 


Third  District  Elects  Officers — On  October  16, 
the  Third  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  elected  the  following 
officers  for  two  years : Dr.  Lee  R.  Tompkins,  Liberty, 
president;  Dr.  Eugene  Galvin,  Rosendale,  first 
vice-president;  Dr.  Albert  R.  Vander  Veer,  Albany, 
second  vice-president;  Dr.  Henry  J.  Noerling, 
Valatie,  secretary  and  treasurer,  and  Dr.  Edwin  G. 
Mulbury,  Windham,  delegate. 

Georgetown  Teaching  Sessions — The  following 
is  a schedule  of  Georgetown  Teaching  Sessions  to  be 
held  at  St.  Mary’s  Hospital,  Rochester. 

November  20  through  22,  Dr.  Frank  Finnerty, 
“Toxemias.”  December  4 through  6,  Dr.  Michael 
Corrado,  “Cardiology.”  December  18  through  20, 
Dr.  Benedict  Duffy,  “Isotopes.”  January  8 through 
10,  “Psychiatry”  (doctor  not  yet  scheduled). 
January  22  through  24,  Dr.  George  Stevens,  “Ob- 
stetrics and  Gynecology.”  February  5 through  7, 
Dr.  Roy  Pitts,  “Infectious  Diseases.”  February  19 
through  21,  Dr.  Thomas  Cone,  “Pediatrics.” 


March  5 through  7,  Dr.  Marcus  Shaff,  “Metab- 
olism.” March  19  through  21,  Dr.  Leonard  Ber- 
man, “Renal  Diseases.”  April  9 through  11,  Dr. 
James  Leonard,  “Cardiopulmonary.”  April  23 
through  25,  Dr.  Jack  Segal,  “Cardiology.”  May  14 
through  16,  Dr.  Charles  Hufnagel,  “Cardiac 
Surgery.”  May  28  through  30,  Dr.  James  O’Rourke, 
“Ophthalmology.”  June  11  through  13,  Dr.  Bruce 
Shnider,  “Medicine.”  July  16  through  18,  Dr. 
Neville  K.  Connoly,  “Surgery.”  July  29  through 
31,  Dr.  George  Schreiner,  “Renal  Diseases.”  Au- 
gust 13  through  15,  Dr.  Harold  Schnaper,  “Hyper- 
tension.” August  27  through  29,  Dr.  Irving  Brick, 
“G.I.  Diseases.” 

For  further  information  concerning  these  teaching 
sessions  write  to  St.  Mary’s  Hospital,  89  Genesee 
Street,  Rochester  11,  New  York. 

New  Headquarters— New  headquarters  offices  of 
the  National  Society  for  Crippled  Children  and 
Adults  opened  October  20  in  Chicago’s  West  Side 

[Continued  on  page  3700] 


he's  ready  for 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


Each  nugget  contains; 

Vitamin  A 5,000  Units* 

Vitamin  D 1,000  Units* 


Vitamin  C 

75  mg. 

Vitamin  E 

..2  Unitst 

Vitamin  B-l 

...2.5  mg. 

Vitamin  B-2 

...2.5  mg. 

Vitamin  B-6 

1 mg. 

Vitamin  B-12  Activity.. 

....3  meg. 

Panthenol 

5 mg. 

Nicotinamide 

...20  mg. 

Folic  Acid 

...0.1  mg. 

Biotin 

..30  meg. 

Rutin 

Calcium  Carbonate 

..125  mg. 

Boron 

0.1  mg. 

Cobalt 

0.1  mg. 

Fluorine 

o.l  mg. 

Iodine 

Magnesium 

3.0  mg. 

Manganese 

1.0  mg. 

Molybdenum 

Potassium 

2.5  mg. 

*U  S P.  UNITS 

tlNT.  UNITS 

Dose:  One  Nugget  per  day 
Supplied; Boxes  of  30-one 
month's  supply 
Boxes  of  90-three 
months’  supply  or 
family  package. 
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Medical  Center,  2023  West  Ogden  Avenue. 

Fashions  for  the  Handicapped — Dr.  Howard  A. 
Rusk,  director  of  the  Institute  of  Physical  Medicine 
and  Rehabilitation  of  New  York  University-Bellevue 
Medical  Center  and  Helen  Cookman,  designer  and 
coordinator  of  the  Institute’s  Clothing  Research 
Project,  presented  a first-of-its-kind  fashion  show  at 
the  Center  on  October  20. 

Based  on  a three-year  research  project,  the  show 
demonstrated  fashions  designed  specifically  for 
physically  handicapped  men  and  women. 

Bronx  Hospital  Expands  Facilities — A $350,000 
project  involving  the  installation  of  a postoperative 
recovery  unit  and  expansion  of  the  operating  theater 
and  the  x-ray  department  has  been  completed  by 
The  Bronx  Hospital,  169th  Street  and  Fulton 
Avenue,  Dr.  Arnold  A.  Karan,  hospital  director, 
has  announced. 

The  remodeled,  air-conditioned  and  expanded 
operating  theater  will  facilitate  the  surgical  manage- 
ment of  the  increase  in  the  number  of  formidable 
procedures  performed  at  the  hospital.  In  1957 
more  than  5,500  operations  were  performed  at  The 
Bronx  Hospital. 

Psychiatric  Training — The  National  Institute  of 
Mental  Health  is  offering  grant  support  for  a train- 
ing program  for  general  practitioners  and  other 
physicians  engaged  in  the  practice  of  medicine  other 
than  psychiatry.  Funds  are  available  during  the 
current  year  for  these  grants,  and  training  institu- 
tions may  submit  applications  at  any  time. 

The  program  has  two  purposes:  First,  to  foster 
the  development  of  postgraduate  training  in 
psychiatry  for  the  practitioners  who  wish  to  increase 
their  psychiatric  knowledge  and  skills  in  order  to 
be  able  to  deal  more  effectively  with  the  emotional 
aspects  of  illness  generally  and  to  play  a more 
effective  role  in  the  treatment  and  prevention  of 
mental  illness.  These  courses  will  be  designed  for 
the  physician  who  plans  to  continue  practicing  in 
his  own  field. 

Second,  to  provide  support  at  an  adequate  level 
for  psychiatric  residency  training  for  physicians  in 
practice  who  wish  to  become  psychiatrists.  Train- 
ing stipends  up  to  a maximum  of  $12,000  a year  are 
available.  The  level  of  payment  will  be  deter- 
mined by  the  training  institutions  which  will  also 
make  the  award  to  the  individual  physicians.  The 
National  Institute  of  Mental  Health  will  make 
awards  of  grants  for  this  purpose  to  training  insti- 
tutions and  not  to  individuals. 

Inquiries  about  the  program  should  be  sent  to 
Dr.  Seymour  D.  Vestermark,  Chief, Training  Branch, 
National  Institute  of  Mental  Health,  National 
Institutes  of  Health,  Bethesda  14,  Maryland. 

Health  Broadcasts — Dr.  David  Kershner,  presi- 
dent of  the  Kings  County  Medical  Society,  has 
announced  that  the  Society,  in  cooperation  with  the 


New  York  City  Department  of  Health,  will  sponsor 
a series  of  monthly  health  broadcasts  over  radio 
station  WEVD.  The  broadcasts  will  be  called  “On 
the  Health  Front”  and  will  consist  of  panel  discus- 
sions by  outstanding  medical  specialists  on  the 
significance  of  the  latest  developments  in  important 
phases  of  health. 

The  first  half-hour  broadcast  on  October  15  at 
10  p.m.  was  on  the  subject  “You  and  Your  Nerves.” 
Subsequent  broadcasts  through  June,  1959,  will 
deal  with  “Diabetes”  on  November  19,  “Arthritis 
and  Rheumatism”  on  December  17,  “Viruses”  on 
January  21,  “Heart  Disease”  on  February  18, 
“Aging”  on  March  18,  “Cancer”  on  April  15, 
“Nutrition”  on  May  20,  and  “Allergies”  on  June 
17. 

Course  at  Queens  Hospital  Center— A four- 
month  course  in  the  “Medical  Uses  of  Radioactive 
Isotopes”  will  be  offered  at  the  Queens  Hospital 
Center  by  the  Radiation  Medicine  Department  in 
cooperation  with  the  Atomic  Energy  Commission.  I 
The  course  will  begin  on  Tuesday,  February  10,  I 
1959,  and  will  consist  of  weekty  five-hour  sessions 
covering  lectures,  laboratorj'  exercises,  and  clinical 
management  of  patients. 

Those  interested  in  the  course  should  apply  to: 
Dr.  Philip  J.  Kahan,  Supervising  Medical  Super- 
intendent, Queens  Hospital  Center,  82-68  164th  I 
Street,  Jamaica  32,  New  York. 

University  of  Michigan — The  annual,  short  post- 
graduate courses  in  internal  medicine,  obstetrics 
and  gynecology,  ophthalmology,  otolaryngology, 
pediatrics,  and  radiology  w ill  be  given  during  March 
and  April,  1959,  at  the  University  Hospital,  Ann 
Arbor,  Michigan. 

Sigmund  Pollitzer  Lecture — The  Department  of  j 
Dermatology  and  Syphilology  of  the  New  York 
University  Post-Graduate  Medical  School  an- 
nounces that  the  eighth  annual  Sigmund  Pollitzer 
Lecture  will  be  given  by  Dr.  Aaron  B.  Lerner  on 
Tuesday,  January  20,  1959,  at  8 p.m.  in  the  audi- 
torium of  Alumni  Hall,  550  First  Avenue,  New  York 
City. 

Dr.  Lerner  is  professor  of  dermatology  at  Yale 
University  School  of  Medicine.  The  title  of  his 
talk  will  be  “The  Pituitary,  the  Pineal,  and  Pig- 
mentation/1 

Tour  European  Spas — Leaders  in  the  field  of 
physical  medicine  and  rehabilitation  in  the  United 
States  embarked  October  4 on  a three-week  study 
tour  of  Austrian,  German,  and  Italian  spas  and 
health  resorts,  as  special  guests  of  the  respective 
government  tourist  bureaus,  Lufthansa  German  Air-  I 
lines,  and  The  World  Travel  Plan,  Inc. 

The  delegates  were  led  by  Dr.  William  Bierman, 
New  York  City,  assistant  clinical  professor,  Physical 
Medicine  and  Rehabilitation,  Columbia  University,  j 
The  group  visited  selected  spas  and  participated  in  j 

[Continued  on  page  3704] 
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“It  is  concluded  that 
the  addition  of 
buffering  agents  to 
acetylsalicylic  acid  in 
the  concentrations  used 
serves  no  clinically 
detectable  useful  purpose!” 

5Sadove,  Max  S.  and  Schwartz,  Lester:  An  Evalua- 
tion of  Buffered  Versus  Nonbuffered  Acetylsalicylic 
Acid,  Postgraduate  Medicine;  24:183,  August,  1958 
Nonbuffered  Material  Used— Bayer®  Aspirin. 
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Unusual  Antibacterial  and  Anti-infective  Properties  — More  soluble  in  acid  urine1  . . . higher 
and  better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial 
sulfonamide.2 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effec- 
tive. A single  daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to 
6 Gm.  daily  of  other  sulfonamides— a notable  asset  in  prolonged  therapy.2 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by 
0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to 
moderate  infections.  In  severe  infections  where  prompt,  high  blood  levels  are  in- 
dicated, the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours. 

KYNEX  — WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (7J/£  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5cc.)  of  caramel -flavored  syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


references: 

1.  Grieble,  H.  G.,  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyri- 
dazine. New  England  J.  Med.  258:1-7,  1958. 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 

♦Reg.  U.S.  Pat.  Off. 
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produced  satisfactory  results 
in  terms  of  the  time  of  onset  and  the  duration 
of  sleep.  No  side  effects  were  encountered.  The 
patients  were  well  pleased  with  the  quality  of  sleep. 

With  noludar  there  is  no  preliminary  excitation  . . . 
no  disturbing  dreams 


no  residual  grogginess. 

Non-barbiturate,  non-habit  forming,  noludar 
brings  your  patients  an  improved  quality  of  sleep. 

•O.  Brandman.  J.  Coniaris.  and  H.  E Keller:  J.  M.  Soc.  New  Jersey  52:246.  1955. 

noludar*  — brand  of  methyprylon 

ROCHE  LABORATORIES  . division  of  HOFFMANN -la  ROCHE  INC.  • NUTLEY,  N.  j. 
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special  sessions  and  clinics  concerning  the  broad 
medical  aspects  of  balneotherapy. 

Electrocardiography — A postgraduate  course  in 
electrocardiography  will  be  held  at  the  University 
of  Buffalo  School  of  Medicine,  November  19  through 
21.  This  course  is  designed  for  the  general  physician 
and  includes  basic  principles  and  methods  as  well 
as  interpretation  of  significant  abnormal  findings. 

Registration  forms  may  be  obtained  by  writing 
to  the  Department  of  Postgraduate  Education, 
University  of  Buffalo  School  of  Medicine,  3435  Main 
Street,  Buffalo  14,  New  York. 

New  Radiation  Center — The  Hunter  Radiation 


Therapy  Center  for  research  and  treatment  of  cancer 
and  other  diseases  has  been  opened  at  the  Yale-New 
Haven  Medical  Center.  The  equipment  at  the 
center  includes  a powerful  2, 000, 000-electron-volt 
Van  de  Graaff  x-ray  generator. 

American  Medical  Foundation — Contributors  to 
the  American  Medical  Foundation  for  the  month 
of  September  were:  Corona:  Dr.  Alfred  J.  Barra; 
Douglaston:  Dr.  I.  J.  Aprile;  Kingston:  Dr.  Saul 
Ritchie;  New  Rochelle:  Dr.  Alvin  J.  Cronson ; New 
York  City:  Drs.  Erich  Auerbach,  Richard  M. 

Carey,  Charles  L.  Fox,  Jr.,  Joseph  R.  Lhowe, 
David  Linett,  A.  R.  Martin,  William  Turano,  and 
Barbara  Wilson;  Rochester:  Dr.  A.  Fischer;  Stony 
Brook:  Dr.  Clinton  R.  Smith. 


Personalities 


Awarded 

Dr.  Alfred  D.  Hershey,  Cold  Spring  Harbor, 
Department  of  Genetics  of  the  Carnegie  Institute 
of  Washington  in  Cold  Spring  Harbor,  an  Albert 
Lasker  Foundation  statuette  and  a $2,500  cash 
award. 

Appointed 

Dr.  C.  Nelson  Baker,  as  chairman  of  the  medical 
staff  committee  of  Flushing  Hospital’s  building  fund 


campaign. 

Speakers 

Dr.  Charles  E.  Goshen,  at  the  opening  of  the  fifth 
annual  meeting  of  the  Academy  of  Psychosomatic 
Medicine  at  the  Park  Sheraton  Hotel,  October  9 . . . 
Dr.  Howard  Rusk,  at  the  annual  dinner  of  the  sav- 
ings bank,  real  estate,  and  insurance  division  of  the 
National  Conference  of  Christians  and  Jews. 
October  1 4,  at  the  Waldorf-Astoria  Hotel. 
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United  Cerebral  Palsy 

United  Cerebral  Palsy  will  hold  its  annual  scien- 
tific session  on  November  15  at  the  Hotel  May- 
flower, Washington,  D.C.  The  session  will  deal 
with  “The  Problem  of  Hemiplegia:  A Critical 

Evaluation.” 


Peruvian  Medical  Federation 

Dr.  Eduardo  Aguila  Pardo,  president  of  the 
Peruvian  Medical  Federation,  has  announced  that 
the  Federation  will  hold  its  third  national  conven- 
tion November  23  through  29  in  Lima,  Peru. 

The  convention  will  be  divided  into  five  seetions. 
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A booklet 
that  lias  already 
improved  relations 
between  Medicine 
and  Pharmacy 


The  Manual  is  a handy  pocket-sized  compendium  (actual  size — 4 in.  x 6J4  in.) 
of  popular  drugs  and  *NYPM  formulas  designed  to  simplify  your  prescription- 
writing problems.  If  you  have  mislaid  your  copy,  send  for  another. 


The  Pharmaceutical  Society 
of  the 

State  of  New  York 
117-119  East  69th  Street 
New  York  21,  N.  Y. 

*New  York  Physician’s  Prescription  Manual 
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effective,  practical! 

UMPS  VACCINE 


A specific  immunizing  antigen  (chick  embryo 
origin ) for  prevention  or  modification  of  mumps 
in  children  and  adults. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  N.  Y. 


univtKj>MT  or  MICHIGAN  MEDICAL  SCHOOL 

. 0T[*C  Department  of  Postgraduate  Medicine 

■ ?*,'**  Courses  for  Practicing  Physicians  — 1959 

Internal  Medicine 

Pulmonary  Diseases March  16-20 

Recent  Advances  in  Therapeutics March  23-27 

Diseases  of  Blood  and  Blood-forming  Organs 

Diseases  of  the  Heart.  ,MarCh 

Electrocardiographic  Diagnosis April  13-18 

Rheumatology A|Jrj|  20-24 

Metabolism  and  Endocrinology April  27-May  1 

Ophthalmology Apri,  20-22 

Otolaryngology April  16_18 

Pediatrics,  Obstetrics  and  Gynecology January  26  30 

Radiology,  Diagnostic April  6-10 

Radioactive  Isotopes,  Clinical  Use  of As  arranged 

Further  information  and  application  blanks  may  be  ob- 
tained from: 

John  M.  Sheldon,  M.D.,  Director 
Department  of  Postgraduate  Medicine 
1610  Univeristy  of  Michigan  Medical  Center 
Ann  Arbor,  Michigan 


PSYCHIATRISTS 


California’s  long  range  mental  health  program  offers  varied 
assignments  for  well  qualified  psychiatrists. 

No  written  examination.  Interviews  twice  a month  in 
California;  periodically  in  other  states. 

Appointments  at  $11,400,  $12,000,  and  $13,200;  merit 
increases  to  $14,400  a year;  retirement  annuities;  other 
benefits. 

Write  Medical  Personnel  Services,  State  Personnel  Board, 
Box  B,  801  Capitol  Avenue,  Sacramento,  California. 


FOR  YOUR 


Anginal  Patients 


Pentoxulon 


TABLETS  CONTAINING  PENTAERYTHRITOL  TETRANITRATE  (PETN)  10  MG.  ANO  RAUWIL0I0«  (ALSER0XT10N)  0.5  MG. 

vr 


• Reduces  incidence  of  attacks 

• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for  fast-acting  nitrites 

• Reduces  tachycardia 

• Reduces  blood  pressure  in  hypertensives, 
not  in  normotensives 

• Increases  exercise  tolerance 

• Produces  demonstrable  ECG  improvement 

• Exceptionally  well  tolerated 


Gives  new  courage  to  the  anginal  patient 
because  it  relieves  anxiety  and  provides 
prolonged  coronary  vasodilatation. 

Fear  of  the  next  attack  is  replaced 
by  pulse -slowing,  pleasantly  tranquil- 
izing  effects  which  lessen  severity 
and  frequency  of  anginal  attacks. 


DOSAGE:  One  to  two  tablets  q.i.d., 
before  mea’s  and  on  retiring. 


NO RTHRIDGE,  CALIFORNIA 
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each  tasty  30  cc.  (. 1 fl.oz .)  represents: 
Dihydrocodeinone  Bitartrate..  10  mg.  (Vs  gr.) 

Nembutal®  Sodium 25  mg.  (H  gr.) 

Ephedrine  Hydrochloride 25  mg.  (3/s  gr.) 

Calcium  Iodide,  anhydrous  910  mg.  (14  grs.) 


« Nembutal— Pentobarbital,  Abbott 
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MONTH  IN  WASHINGTON 


I^or  many  years  a number  of  students  of  govern- 
ment  have  been  searching  for  some  way  of 
checking  the  growth  of  the  Federal  bureaucracy 
and  returning  certain  functions  to  the  states. 

Two  particularly  vexing  problems  are  involved. 
Because  the  Federal  government  has  moved  into 
so  many  taxation  areas,  states  complain  that  even 
if  they  wanted  to  regain  control  over  certain  pro- 
grams, they  would  have  no  way  of  paying  for  them. 
Also,  a fool-proof  mechanism  would  have  to  be 
devised  to  insure  that  the  programs  didn’t  break 
down  during  the  transition  and  that  the  states 
would  in  fact  keep  up  the  activities  after  U.S. 
dollars  stopped  coming. 

If  the  administrative  details  could  be  worked  out, 
and  if  Congress  would  agree  to  reverse  the  trend, 
a number  of  U.S.  Public  Health  Service  grants 
programs  presumably  could  be  turned  over  to  the 
states. 

President  Eisenhower  is  deeply  interested  in 
attempting  to  turn  the  tide,  and  last  year  the 
Administration  came  up  with  a concrete  proposal. 
It  was  to  make  the  states  completely  responsible 
for  the  water  pollution  control  operation  ($50 
million  annualljr  in  U.S.  grants)  and  vocational 
education  ($35  million  a year).  In  order  for  the 
states  to  have  money  to  finance  the  work,  the  U.S. 
would  drop  part  of  its  tax  on  telephone  service, 
inviting  the  states  to  levy  their  own  tax. 

Congress  was  cool  to  the  idea.  Besides,  after 
giving  it  more  consideration,  the  then  Secretarjr 
Folsom  of  HEW  decided  it  wouldn’t  work  because 
the  low-income  states  couldn’t  realize  enough  from 
the  telephone  tax  to  meet  the  extra  expenses. 

But  the  Administration  hasn’t  given  up  hope. 
Supported  by  the  Federal-state  joint  action  com- 
mittee, Secretary  Flemming  (Folsom’s  successor) 
is  proposing  a new  method,  one  that  he  thinks  will 
meet  the  problem  of  the  low-income  states. 

He  would  shift  to  the  states  the  same  two  pro- 
grams— water  polution  control  and  vocational 
education.  At  the  same  time  the  U.S.  would  forego 
30  per  cent  of  the  present  tax  it  imposes  on  telephone 
service  and  permit  the  states  to  levy  this  amount. 
In  addition,  to  take  care  of  the  poor  states  the  U.S. 
would  allocate  among  states  an  amount  equal  to 
10  per  cent  of  the  present  telephone  tax,  distrib- 
uting relatively  larger  shares  to  the  low  per 
capita  income  states. 

In  dollars,  as  explained  by  Secretary  Flemming, 
the  states  would  be  losing  $85  million  in  U.S. 
grants,  but  they  would  have  an  opportunity  to 
collect  a total  of  about  $109  million  on  telephone 
service  and  receive  $36  million  in  the  new  grant 
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arrangement. 

In  announcing  that  the  Administration  was 
going  to  try  again  to  have  this  idea  adopted,  Mr. 
Flemming  emphasized  that  both  programs  were 
of  great  value  and  shouldn’t  be  allowed  to  “drop 
through  the  cracks  in  the  floor”  during  the  period 
of  transition.  He  noted  that  under  his  proposal 
the  U.S.  could  step  in  and  make  a state  use  the 
money  for  the  specific  purpose  if  it  showed  an  incli- 
nation to  collect  the  tax  but  spend  the  money 
somewhere  else. 

The  question  now  is  whether  Congress j| will 
show  any  enthusiasm  over  the  plan.  At  any  rate, 
it  will  be  opposed  vigorously  by  the  telephone 
industry  and  vocational  education  interests.  The 
latter  are  fearful  that  their  programs  might  suffer 
under  all-state  operation. 

Notes 

HEW  is  giving  careful  study  to  the  Bayne-Jones 
report  which  proposed  a doubling  of  U.S.  medical 
research  spending  and  early  construction  of  14  to  20 
medical  schools.  Secretary  Flemming  told  a 
press  conference  that  final  estimates  of  the  cost  of 
carrying  out  some  of  the  report’s  proposals  are 
due  to  be  finished  in  December. 

Social  Security  Administration  reports  a sharp 
rise  in  volume  of  appeals  from  applicants  denied 
Social  Security  benefits,  mostly  under  the  disability 
section  enacted  two  years  ago.  The  administra- 
tion’s staff  of  referees  has  been  increased  four-fold 
in  tw  o years  to  handle  the  work  load.  Three  times 
as  many  hearings  are  held  on  disability  claims  as 
on  all  others  combined. 

Social  Security  Commissioner  Charles  I.  Schott- 
land,  back  from  a month’s  tour  of  Russia,  reports 
that  nurseries  and  old  people’s  homes  in  Russia 
appear  to  be  “excellently”  staffed  with  one  employe 
for  about  every  three  old  persons  and  one  for  every 
twro  and  a half  children.  He  points  out  that  a 
comprehensive  social  securitj^  program  is  a must  in 
Russia,  inasmuch  as  wages  are  about  the  only 
source  of  income.  When  wages  halt,  the  people 
have  only  social  security  to  fall  back  op. 

With  President  Eisenhower’s  appointment  of 
General  Elwood  R.  Quesada  as  administrator  of 
the  new'  Federal  Aviation  Agency,  the  American 
Medical  Association  is  renewing  its  plea  for  an 
Office  of  Civil  Aviation  Medicine  manned  by  a 
Civil  Air  Surgeon. 

Mounting  protests  from  medical  and  other  groups 
have  persuaded  the  Post  Office  Department  to 
drop  its  plan  to  ban  the  airmail  shipment  of  etiologic 
disease  agents.  Airlines  felt  there  was  a threat  of 
breakage  and  possible  danger  to  crews  and  plane 
passengers.  P.H.S.,  the  A.M.A.,  and  others  argued 
that  proper  packaging  could  control  this  problem. 
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For  dietary  management  of  serum  cholesterol . . 

Mazola  Corn  Oil 


MEW  IMPRO«D 

niden  light 


Prepared  as  a special 
service  for  Physicians 
by  Corn  Products  Co. 


UNOLEIC  ACIO 

Sfop^ 


LATEST  LITERATURE 
REVIEW 

"Unsaturated  Fats 
and  Serum  Cholesterol” 

A comprehensive  review  of  recent  research  findings  and 
current  concepts.  This  book  covers  the  following  subjects. 

1.  The  occurrence  and  behavior  of  cholesterol  in  the 
human  body. 

2.  The  effect  of  different  dietary  fats  on  serum  cholesterol 
levels. 

3.  The  nature  of  the  active  components  in  vegetable  oils. 

4.  Suggestions  for  practical  diets. 


Please  use  this  coupon  for  ordering : 


Medical  Department 

Corn  Products  Company 

17  Battery  Place,  New  York  4,  N.  Y. 

Please  send  me  a free  copy  of  your  latest  reference 
book,  "Unsaturated  Fats  and  Serum  Cholesterol.” 

Name 

Address 

City Zone State 

Technical  Pamphlet,  "Facts  about  MAZOLA  Corn  Oil " also 
available.  Provides  technical  information  on  chemical  and 
physical  properties.  Check  here  if  you  wish  a copy  of  this  pamphlet.  I I 


. . . a natural  food  and  the  only  readily  avail- 
able vegetable  oil  made  from  golden  corn 


. . . rich  in  important  unsaturated  fatty  acids, 
contains  56%  linoleic  acid 


EASY  AND  PLEASANT 
TO  ADMINISTER 

Mazola  Corn  Oil,  a highly  palat- 
able natural  food,  can  easily  be 
included  as  part  of  the  everyday 
meals . . . simply  and  without  seri- 
ously disturbing  the  patient’s 
usual  eating  habits. 


PREFERRED 

Nutrition  authorities  commonly 
recommend  that  from  one-third 
to  one-half  of  the  total  fat  in- 
take should  be  of  the  unsatur- 
ated type,  whenever  serum  cho- 
lesterol control  is  a problem. 
The  high  content  of  important 
unsaturated  fatty  acids  in 
Mazola,  plus  its  other  desirable 
characteristics,  make  it  the  oil 
of  choice. 

UNMATCHED  QUALITY 

A superlative  cooking  oil,  a de- 
licious salad  oil,  clear,  bland  and 
odorless . . . adequate  amounts  of 
Mazola  can  be  eaten  daily  as  a 
natural  food  in  a wide  variety  of 
salad  dressings  as  well  as  in 
cooked,  fried  and  baked  foods. 


EFFECTIVE 

Extensive  recent  clinical  find- 
ings now  show  that  serum  cho- 
lesterol levels  tend  to  be  lower 
when  an  adequate  amount  of 
Mazola  Corn  Oil  is  part  of  the 
daily  meals  . . . high  levels  are 
lowered . . . normal  levels  remain 
normal. 
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BONADOXIN 


STOPS 
MORNING 
SICKNESS,  BUT. . . I 


Highest  percentage  of  relief: 

In  Drugs  of  Choice \ clinical  data 
on  several  therapies  for  nausea 
and  vomiting  of  pregnancy  is 
summarized,  bonadoxin  afforded 
the  highest  percentage  of  relief 
in  the  “excellent”  (79%)  and 
“good”  (16%)  combined 
categories.  The  majority  of  cases 
were  completely  controlled  in 
the  first  week  of  treatment, 
almost  all  on  one  tablet  nightly. 


( 


Safe,  too: 

bonadoxin  doesn't  “stop”  the 
patient.  It  is  free  of  side  effects 
commonly  associated  with 
overpotent  antinauseants. 
Goldsmith,  reporting  on  620 
controlled  cases,  states  that 
“toxicity  and  intolerance 
[are]  zero.”2 


SONADOXIN 

DOESN’T 
STOP 


Now  available  in  tablet  or  drop  form, 

Dosage:  usually  one  tablet  or  one  tsp. 

(5  cc.)  at  bedtime.  Severe  cases  may  require 
another  dose  on  arising. 

Supplied:  tiny  pink-and-blue  tablets, 
bottles  of  25  and  100.  Bonadoxirt  Drops  in 
30  cc.  dropper  bottles. 

Each  tiny  pink-and-blue  Bonadoxin  tablet  contains: 

Meclizine  HC1  (25  mg.) 

. . .for  symptomatic  relief 
Pyridoxine  HC1  (50  mg.) 

...for  metabolic  action  and  prompt 
an  tina  usean  t effect. 


Infant  colic? 

Non-narcotic  Bonadoxin  Drops  stop  colic 
in  about  85%  of  cases. 

Each  cc.  contains: 

Meclizine  Dihydrochloride. . .8.33  mg. 
Pyridoxine  Hydrochloride. . . 16.67  mg. 
Dosage: 


PATIENT ! 


2 or  3 times 
daily,  on  the 
tongue,  in 
fruit  juice  or 
water 


Supplied: 

fruit-flavored,  clear  green  syrup  in  30  cc. 
dropper  bottles. 

References:  1.  Drugs  of  Choice  1958-1959, 

St.  Louis,  C.  V.  Mosby  Company,  1958,  p.  347. 
2.  Goldsmith,  J.  W.:  Minnesota  Med. 

40: 99  (Feb.)  1957. 


under  6 months 

0.5  cc. 

6 months  to  2 years 

1.5  to  2 cc. 

2 to  6 years 

3 cc. 

adults  and  children 

over  6 years 

1 teaspoon  (5  cc.) 

to  facilitate  management  of 

skin  itch  and  dryness  in 

atopic  dermatitis 

(disseminated  neurodermatitis) 

eczematoid  dermatitis 
contact  dermatitis 
senile  pruritus 


arm 


in  the  bath 


Clinical  use1  of  Sardo  as  a therapeutic  adjuvant  proved  uniformly  successful  in  relieving 
almost  every  case  of  chronic  itchy,  dry,  scaly  dermatitis  treated. 


Sardo*  releases  millions  of  microfine  water-dispersible 
oil  globules  to  (1)  add  emollient,  lubricating  effects  to 
the  antipruritic  bath,  (2)  help  increase  natural  emollient 
skin  oil,  (3)  minimize  excessive  evaporation  of  moisture. 
Relief  is  prompt  as  the  patient  bathes  . . . and  sustained 
by  an  invisible,  unobtrusive  film  that  stays  on  the  skin 
for  hours. 


Sardo  is  pleasant,  convenient,  easy  to  use;  leaves  no  sticky, 
greasy  feeling,  is  agreeably  pine-scented;  non-sensitizing.  Very 
economical.  Bottles  of  4,  8 and  16  oz. 


Write  for 


and  literature 


Sardeau,  Inc. 

75  East  55th  Street 
New  York  22,  N.  Y. 


1.  Spoor,  H.  J.:  N.  Y.  State  J.  Med.  Oct.  15,  1958. 


"patent  pending,  T.M. 
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Rynatan 


Major  advance  in 
therapy  for 


ALL  DAY.. .ALL  NIGHT  RELIEF 
WITH  A 

SINGLE  ORAL  DOSE 

WITHOUT  the  drowsiness,  dizziness  or  G-l 
disturbances  typical  of  antihistamine  therapy 

Keeps  heads  clear  10-12  hours 
Stops  the  cycle  of  post- nasal  drip 
Provides  controlled,  even  absorption 

2 CONVENIENT  DOSE  FORMS... 

BOTH  DURABONDED* 

Each  tabule  contains: 

Phenylephrine  Tannate 25.0  mg. 

Prophenpyridamine  Tannate 37.5  mg. 

Pyrilamine  Tannate 37.5  mg. 

Suspension— each  5 cc.  contains: 

Phenylephrine  Tannate 5.0  mg. 

Prophenpyridamine  Tannate 12.5  mg. 

Pyrilamine  Tannate 12.5  mg. 

Usually  1 or  2 tabules  each  12  hours. 
(PEDIATRIC): 

Children:  Six  years  and  older,  1 to  2 teaspoonfuls 
each  12  hours;  under  six  years,  according  to  age. 

Dosage  may  be  increased  or  decreased  as  required. 


Rynatan  Tabules:  Bottles  of  30  and  500. 
Rynatan  Suspension : Bottles  of  70  cc  and 
one  pint. 


*Durabond  Process— Neisler  Exclusive,  Patent  Pending 

Write  for  Literature  and  Samples 
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Joseph  Berman,  M.D.,  of  Brooklyn,  died  on 
September  25  at  the  age  of  fifty-five.  Dr.  Berman 
graduated  in  1927  from  Long  Island  College  Hos- 
pital Medical  School.  He  was  a clinical  assistant 
in  surgery  at  Evangelical  Deaconess  Hospital. 
Dr.  Berman  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Clarence  C.  Guion,  M.D.,  retired,  of  New  Rochelle, 
died  on  September  30  at  his  home  at  the  age  of 
eighty- two.  Dr.  Guion  graduated  in  1899  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College.  He  was  a consulting  physician  at 
New  Rochelle  Hospital  where  he  had  served  on  the 
staff  from  1905  to  1946.  Dr.  Guion  was  a member 
of  the  New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society  for  which  he  had 
served  as  president  in  1920  and  later  as  assistant 
editor  of  the  Westchester  Medical  Bulletin,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

J.  Colman  Knope,  M.D.,  of  Rochester,  died  in 
Highland  Hospital  on  September  30  at  the  age  of 
fifty-one.  Dr.  Knope  graduated  in  1938  from  the 
University  of  Buffalo  School  of  Medicine.  He  was 
an  attending  physician  at  Highland  Hospital  and 
company  surgeon  for  the  Lehigh  Railroad.  Dr. 
Knope  was  a member  of  the  Monroe  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Raymond  Essex  Lease,  M.D.,  of  Oyster  Bay, 
died  in  the  Community  Hospital,  Glen  Cove,  on 
October  1 at  the  age  of  sixty-three.  Dr.  Lease 
graduated  in  1920  from  Columbia  University 
College  of  Physicians  and  Surgeons  and  interned 
at  St.  Luke’s  and  Lying-In  Hospitals.  He  was  a 
consulting  physician  at  Community  Hospital, 


Glen  Cove,  and  Meadowbrook  Hospital,  Hemp- 
stead. He  was  former  chief  of  the  medical  service 
at  North  Country  Community  Hospital  (now 
Community  Hospital),  police  surgeon  for  the  Nassau 
County  Police  Department,  a former  public  school 
physician  in  Oyster  Bay,  and  former  health  officer 
of  the  Town  of  Oyster  Bay.  Dr.  Lease  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Nassau  Society  of 
Internal  Medicine,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lotta  Wright  Myers,  M.D.,  of  New  York  City, 
retired,  died  on  October  5 at  the  age  of  ninety. 
Dr.  Myers  graduated  in  1897  from  Woman’s  Medi- 
cal College  of  the  New  York  Infirmary  for  Women 
and  Children.  She  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Robert  Gustavus  Stuck,  M.D.,  of  Wolcott,  died 
in  Wolcott  Hospital  on  September  24  at  the  age  of 
fifty-nine.  Dr.  Stuck  graduated  in  1924  from 
Syracuse  University  College  of  Medicine.  In 
1935  with  Dr.  George  W.  Pasco  he  opened  the 
Wolcott  Clinic  and  in  1949  with  the  addition  of  a 
wing  the  name  was  changed  to  Wolcott  Hospital. 
For  many  }^ears  he  had  served  as  health  officer  of 
the  Village  of  Wolcott.  Dr.  Stuck  was  a member 
of  the  Wayne  County  Medical  Society  of  which  he 
was  past  president,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Benjamin  Zahler,  M.D.,  of  New  York  City,  died 
on  November  17,  1957,  at  the  age  of  sixty-nine. 
Dr.  Zahler  graduated  in  1909  from  New  York 
University  and  Bellevue  Hospital  Medical  College 


Most  cases  of  reported  syphilis  are  diagnosed 
in  the  late  stages,  according  to  the  publication 
“Patterns  of  Disease,”  prepared  by  Parke,  Davis  & 
Company  for  the  medical  profession.  It  discloses 
that,  out  of  a total  of  135,542  cases  reported  last 
year,  more  than  100,000  were  late  and  late  latent 


syphilis  as  opposed  to  20,346  cases  of  early  latent 
syphilis.  From  1955  to  1957,  a rise  of  about  15  per 
cent  has  occurred  in  the  reported  case  rate  of  late 
and  late  latent  syphilis,  indicating  that  many  cases 
of  early  syphilis  are  either  not  recognized  6r  in- 
adequately treated. 
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{The  following  books  were  received  during  the  month  of 
September , 1958) 


Physical  Examination  of  the  Surgical  Patient.  By 

J.  Englebert  Dunphy,  M.D.,  and  Thomas  W.  Bots- 
ford,  M.D.  Second  edition.  Octavo  of  375  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co. 
1958.  Cloth,  $8.00. 

Rehabilitation  in  Industry.  By  Donald  A.  Covalt, 
M.D.  Duodecimo  of  154  pages,  illustrated.  New 
York,  Grune  & Stratton,  1958.  Cloth,  $6.00. 

Buildings  for  Research.  An  Architectural  Record 
Book.  Quarto  of  224  pages,  illustrated.  New  York, 
F.  W.  Dodge  Corp.,  1958.  Cloth,  $9.50. 

A Doctor  Speaks  His  Mind.  By  Roger  I.  Lee, 
M.D.  Duodecimo  of  120  pages.  Boston,  Little, 
Brown  & Co.,  1958.  Cloth,  $3.00. 

Autopsy.  Diagnosis  and  Technic.  By  Otto 
Saphir,  M.D.  Fourth  edition.  Duodecimo  of  549 
pages,  illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1958.  Cloth,  $8.50. 

Lumbar  Disc  Lesions.  Pathogenesis  and  Treat- 
ment of  Low  Back  Pain  and  Sciatica.  By  J.  R. 

Armstrong,  M.D.  Second  edition.  Octavo  of  244 
pages,  illustrated.  Baltimore,  The  Williams  and 
Wilkins  Co.,  1958.  Cloth,  $12. 

Therapeutic  Exercise.  By  Sidney  Licht,  M.D. 
Octavo  of  893  pages,  illustrated.  New  Haven, 
Elizabeth  Licht,  1958.  Cloth,  $16. 

Callander’s  Surgical  Anatomy.  By  Harry  J. 
Anson,  Ph.D.,  and  Walter  G.  Maddock,  M.D. 
Fourth  edition.  Octavo  of  1157  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1958.  Cloth, 
$21. 

So  You  Have  Glaucoma.  By  Everett  R.  Veirs, 
M.D.  Octavo  of  64  pages,  illustrated.  New  York, 
Grune  & Stratton,  1958.  Cloth,  $2.75. 

Electrocardiogram  Clinics.  By  Joseph  E.  F. 
Riseman,  M.D.,  and  Elliot  L.  Sagall,  M.D.  Octavo 
of  259  pages,  illustrated.  New  York,  The  Macmillan 
Company,  1958.  Cloth,  $10.50. 

Family  Guide  to  Teenage  Health.  By  Edward  T. 
Wilkes,  M.D.  Duodecimo  of  244  pages,  illustrated. 
New  York,  The  Ronald  Press,  1958.  Cloth,  $4.00. 

Pioneer  Surgeons  of  the  Woman’s  Hospital.  By 

James  Pratt  Marr,  M.D.  Octavo  of  148  pages,  illus- 

[Continued  on  page  3716] 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK  29,  NEW  YORK 

POSTGRADUATE  COURSES 
IN  CLINICAL  MEDICINE 


given  in  affiliation  with 

COLUMBIA  UNIVERSITY 


JANUARY  through  JUNE,  1959 


COURSES  FOR  GENERAL  PRACTITIONERS 

Physiology  of  the  digestive  tract 

Jan.  7 to  May  6;  Wed.,  11  to  1 p.m. 

Surgical  pathology 

Jan.  10  to  Apr.  18;  Sat.,  2 to  4 p.m. 
Electrocardiography 

Jan.  12  to  23;  Mon.  to  Fri.,  9 to  12  noon 
Recent  advances  in  cardiovascular  disease 

Jan.  26  to  Feb.  6;  Mon.  to  Fri.,  9 to  12  noon 
Clinical  Cardiology 

Feb.  3 to  Apr.  7;  Tue.,  2 to  4 p.m. 

Laboratory  methods  in  hematology 

Feb.  16  to  Mar.  12;  Mon.  to  Thu.,  1 to  5 p.m. 

Heart  disease  and  circulatory  dynamics 

Feb.  17  to  Apr.  21;  Tue.,  3 to  5 p.m. 

Roentgen  diagnosis  of  lesions  of  the  esophagus,  stomach, 
duodenum,  etc. 

Mar.  2 to  13;  Mon.  to  Fri.,  3:15  to  4:15  p.m. 
Radiology  of  the  chest 

Mar.  16  to  24;  Mon.  to  Fri.,  9 to  10:30  a.m. 

Clinical  neurology 

Mar.  30  to  Apr.  3;  Mon.  to  Fri.,  10  to  1 and  2 to  5 p.m. 
Differential  diagnosis  in  radiology  of  chest 

Mar.  30  to  June  1;  Mon.,  4:45  to  6:15  p.m. 

Laboratory  methods  in  blood  banks 

Mar.  31  to  May  5;  Tue.,  1 to  5 p.m. 

Histopathology  of  the  eye 

Apr.  1 to  24;  Wed.  and  Fri.,  4 to  6 p.m. 
Gastroenterology 

Apr.  6 to  10;  Mon.  to  Fri.,  9 to  12  and  2 to  5 p.m. 
Office  Proctology 

Apr.  16  and  17;  Thu.  and  Fri.,  10  to  12  and  1 to  4 p.m. 


COURSES  FOR  SPECIALISTS 

Combined  Course  in  indirect  laryngoscopy  & voice  rehabili- 
tation, and  audiology 

Note:  These  two  courses  may  be  taken  together  or  as 
two  separate  courses. 

Feb.  9 to  14;  Mon.  to  Sat.,  9 to  5 p.m. 

Mobilization  of  stapes 

Mar.  16  to  Apr.  3,  Mon.  to  Fri.,  9 to  6 p.m. 

The  use  of  the  Schepens’  ophthalmoscope 

Mar.  10  to  26;  Tue.  and  Thu.,  2 to  4 p.m. 

Trans-metal  (Endaural)  surgery 

Apr.  6 to  17;  Mon.  to  Fri.,  1 to  6 p.m. 

Radium  therapy 

May  19  to  June  23;  Tue.,  5 to  7 p.m. 

Clinical  use  of  radioactive  isotopes 

June  1 to  26;  Mon.  to  Fri.,  9 to  12  and  1 to  5 p.m. 
Rhinoplasty  and  otoplasty 

July  11  to  24;  1959  (full-time) 


COURSES  OF  WHICH  DATES  ARE  TO  BE 
ARRANGED 

Use  of  radioactive  iodine 

Mar.  to  May;  Mon.,  Tue.,  Thu.,  Fri.,  1 to  4 p.m. 
Radiotherapy 

a 6-month  or  12  month-course,  (full-time) 


For  application  forms  and  information,  address 

The  Registrar  for  Postgraduate  Medical  Instruction, 
The  Mount  Sinai  Hospital 
Fifth  Avenue  at  100th  St. 

New  York  29,  N.  Y. 


November  15,  1958 
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BOOKS  RECEIVED 


[Continued  from  page  3715] 

trated.  Philadelphia,  F.  A.  Davis  Co.,  1957.  Cloth, 
$5.50. 

Clinical  Endocrinology.  By  K.  E.  Paschkis, 
M.D.,  A.  E.  Rakoff,  M.D.,  and  A.  Cantarow,  M.D. 
Second  edition.  Octavo  of  941  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  Inc.,  1958.  Cloth,  $18. 

The  Neurologic  Examination.  By  Russell  N. 
DeJong,  M.D.  Second  edition.  Octavo  of  1078 
pages,  illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1958.  Cloth,  $20. 

A Classified  Bibliography  of  Gerontology  and 
Geriatrics.  Supplement  one  1949-1955.  By 
Nathan  W.  Shock,  M.D.  Quarto  of  525  pages. 
Stanford,  Cal.,  Stanford  University  Press,  1957. 
Cloth,  $15. 

The  Eternal  Search.  By  Richard  R.  Mathison. 
Octavo  of  381  pages,  illustrated.  New  York,  G.  P. 
Putnam’s  Sons,  1958.  Cloth,  $5.95. 

Perversions  Psychodynamics  and  Therapy.  By 

Sandor  Lorand,  M.D.  Duodecimo  of  307  pages. 
New  York,  Random  House,  1956.  Cloth,  $5.00. 

Year  Book  of  Endocrinology.  1957-1958  Series. 
By  Gilbert  S.  Gordan,  M.D.  Duodecimo  of  381 
pages,  illustrated.  Chicago,  The  Year  Book  Pub- 
lishers, Inc.,  1958.  Cloth,  $7.50. 

Gestation.  Transactions  of  the  Fourth  Confer- 
ence, March  5,  6,  and  7,  1957,  Princeton,  N.J.  By 
Claude  A.  Villee,  Ph.D.  New  York,  Josiah  Macy 
Jr.  Foundation,  1958.  Cloth,  $4.50. 

Pediatric  Surgery.  By  Orvar  Swenson,  M.D. 
Octavo  of  740  pages,  illustrated.  New  York,  Apple- 
ton-Century-Crofts,  Inc.,  1958.  Cloth. 

Son  or  Daughter  by  Choice.  By  August  J.  von 
Borosini,  Sc.D.  Duodecimo  of  120  pages,  illustrated. 
Netherlands,  E.  F.  Steinmetz,  1958.  Cloth. 

Law  and  Ethics  for  Doctors.  By  Stephen  J. 
Hadfield.  Octavo  of  399  pages.  London,  Eyre  & 
Spottiswoode,  1958.  Cloth,  42s. 

Human  Parturition.  Normal  and  Abnormal 
Labor.  By  N.  F.  Miller,  M.D.,  T.  N.  Evans,  M.D., 
and  R.  L.  Haas,  M.D.  Octavo  of  248  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins  Co., 
1958.  Cloth,  $7.50. 

Developmental  Potential  of  Preschool  Children. 

By  Else  Haeussermann.  Octavo  of  285  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1958.  Cloth, 
$8.75. 

The  Medical  Clinics  of  North  America.  Sym- 
posium from  Boston.  Specific  Methods  of  Treat- 
ment. September,  1958.  By  Chester  S.  Keefer, 
M.D.  Philadelphia,  W.  B.  Saunders  Co.,  1958. 
Published  Bi-Monthly  (6  numbers  a year).  Cloth, 
$18  net,  paper  $15  net. 

Clinical  Obstetrics  and  Gynecology.  Vol.  1,  No. 
2.  Fibromyomas  of  the  Uterus.  By  R.  A.  Kim- 
brough, M.D.,  and  Toxemias  of  Pregnancy  by  L.  M. 
Heilman,  M.D.  A quarterly  book  series.  Octavo 


of  256  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1958.  Cloth,  $18  a year. 

Emergency  Treatment  and  Management.  By 

Thos.  Flint,  Jr.,  M.D.  Second  edition.  Duodecimo 
of  539  pages.  Philadelphia,  W.  B.  Saunders  Co., 
1958.  Cloth,  $8.00. 

A Bibliography  of  Internal  Medicine.  Com- 
municable Diseases.  By  Arthur  L.  Bloomfield, 
M.D.  Octavo  of  560  pages.  Chicago,  The  Univer- 
sity of  Chicago  Press,  1958.  Cloth,  $10. 

Hearing  Therapy  for  Children.  By  Alice  Streng, 
M.A.,  Waring  J.  Fitch,  M.A.,  LeRoy  D.  Hedgecock, 
Ph.D.,  James  W.  Phillips,  M.D.,  and  James  A. 
Carrell,  Ph.D.  Second  revised  edition.  Octavo  of 
353  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1958.  Cloth,  $6.75. 

Drug  Addiction : Physiological,  Psychological 

and  Sociological  Aspects.  By  David  P.  Ausubel, 
M.D.  Duodecimo  of  126  pages.  New  York,  Ran- 
dom House,  1958.  Paper,  95^. 

The  Encylopedia  of  Chemistry  (Supplement).  By 
George  L.  Clark  and  Gessner  G.  Hawley.  Octavo 
of  330  pages,  illustrated.  New  York,  Reinhold 
Publishing  Corp.,  1958.  Cloth,  $10. 

Handbook  of  Respiration.  National  Academy  of 
Sciences.  National  Research  Council.  By  Dorothy 
S.  Dittmer  and  Rudolph  M.  Grebe.  Quarto  of  403 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1958.  Paper,  $7.50. 

Medical  Electrical  Equipment.  Principles,  instal- 
lation, operation  and  maintenance  used  in  hospitals 
and  clinics.  By  Robert  E.  Molloy,  M.B.  Octavo 
of  312  pages,  illustrated.  New  York,  Philosophical 
Library,  Inc.,  1958.  Cloth,  $15. 

Charter  for  the  Aging.  New  York  State  Confer- 
ence convened  by  Gov.  Averell  Harriman  at  the 
State  Capitol  in  Albany,  1955.  May  be  obtained 
from  the  Office  of  the  Special  Assistant,  Room  147, 
State  Capitol,  Albany,  New  York.  Octavo  of  659 
pages,  illustrated.  Cloth,  $3.00. 

The  Current  Era  of  the  Faculty  of  Medicine. 

Columbia  University.  1910-1958.  By  Willard  C. 
Rappleye,  M.D.  Octavo  of  165  pages.  Paper. 

The  Mount  Sinai  Hospital.  1957.  105th  Year  of 
Service.  Annual  Report.  Octavo  of  170  pages. 
Paper. 

The  Pasteur  Fermentation  Centennial.  1857- 
1957.  A scientific  symposium.  Octavo  of  207 
pages,  illustrated.  New  York,  Chas.  Pfizer  & Co., 
Cloth. 

Love,  Skill  & Mystery.  A Handbook  to  Marriage. 
By  Theodor  Bovet,  M.D.  Duodecimo  of  188  pages. 
New  York,  Doubleday  & Co.,  1958.  Cloth,  $3.50. 

[Continued  on  page  3721] 
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Trapping 


No  trapping 


22.5%  Greater  Vital  Capacity 

AT  A MOMENT'S  NOTICE 


Vital  Capacity  During  Control  Period 


Vital  Capacity  After  Medihaler-  Iso 


V.C.-  314-90 


V.C.- 


automatically  measured 


aerosol  isoproterenol 


jl  Actual  spirogram  recorded  in  f| 
j j the  Lung  Station  (Tufts)  at  the  j j 
1 Boston  City  Hospital.  Maurice  j j 
! S.  Segal,  M.D.,  Director  j \ 

is 


47  YEAR  OLD  MALE,  DIAGNOSIS: 
CHRONIC  BRONCHIAL  ASTHMA 


dose 


\®T 


e It  O' 

**?£**£* 

ycv\eC 


Premicronization  assures  optimum  particle  size  for 
maximum  effectiveness.  Medihaler-Iso  is  unsur- 
passed for  rapid  relief  of  symptoms  of  asthma  and 
emphysema.  In  spillproof,  leakproof,  shatterproof, 
vest-pocket  size  dispensers. 

Isoproterenol  sulfate,  2.0  mg.  per  cc., 
suspended  in  inert,  nontoxic  aerosol  vehicle. 

Contains  no  alcohol.  Each  measured  dose 


0.06  mg.  isoproterenol. 


SAFE  FOR  CHILDREN,  TOO 


Northridge,  Calif. 
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MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  1:  Because  you  can  be  sued  for  malpractice,  regardless  of  the  nature 

of  your  practice  or  the  extent  of  your  precautions.  When  this  fact  is  recognized,  you 
will  understand  why  only  the  best  insurance  and  defense  obtainable  is  adequate  for 
your  protection.  This  is  the  Group  Plan  of  the  State  Medical  Society. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

James  M.  Arnold,  Indemnity  Representative, 

Medical  Society  of  the  State  of  New  York 

% H.  F.  Wanvig,  Inc.  Telephone: 

2 Park  Avenue,  New  York  16,  N.  Y.  Murray  Hill  4-3211 


the  SOLUTION 

for  your 

ALLERGY 

problems 

• Diagnosis  • Therapy 


Complete  Allergy  Service 
From  Solution  to  Syringe 

Write  for  booklet  101 

PORT  WASHINGTON,  N.  Y. 
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Primarily  by  regulation  of 
bicarbonate  transport 

DIAMOX  acetazolamide 

Primarily  by  regulation  of 
chloride  transport 

V 

mercurials 

chlorothiazide 

Advantages  of  DIAMOX  in  single-drug  diuresis 


•CARDIAC  EDEMA 


Diamox — operating  through  the  well-understood  mechanism 
of  bicarbonate  transport  regulation — provides  ample,  prolonged 
diuresis  in  the  great  majority  of  patients. 

Diamox  is  virtually  nontoxic  . . . has  not  caused  renal  or 
gastric  irritation . . . has  no  pronounced  effect  on  blood  pressure. 
It  is  rapidly  excreted,  does  not  accumulate  in  the  body,  permits 
convenient  dosage  adjustment,  allows  unbroken  sleep.  Small, 
tasteless,  easy-to-take  tablets . . . usual  dosage,  only  one  a day. 


•PREMENSTRUAL 

TENSION 

•EDEMA  OF 
PREGNANCY 

• OBESITY 


Advantages  of  DIAMOX  in  intensive,  two-drug  diuresis 

When  intensive  diuresis  must  be  maintained,  Diamox,  alter- 
nated with  an  agent  for  regulation  of  chloride  transport,  has 
proved  a regimen  of  choice.  Through  dual  bicarbonate-chloride 
regulation,  it  produces  maximal  sodium-water  excretion  with 
minimal  distortion  of  serum  electrolyte  patterns,  greater 
patient  comfort,  lessened  risk  of  induced  drug  resistance. 


•ADVANCED 
CONGESTIVE 
HEART  FAILURE 

• REFRACTORY 
TOXEMIA  OF 
PREGNANCY 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

*Reg.  U.S.  Pat.  Off. 


’ 
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Officers — County  Medical  Societies — 1958 


TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  15,  1958—24,522 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington.  . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


James  H.  Flynn Albany 

Kurt  Zinner Wellsville 

Samuel  Wagreich Bronx 

Ralph  J.  McMahon. . . .Binghamton 

G.  Clifford  Hackett Portville 

Darrell  D.  Althouse Auburn 

Allen  A.  Pierce Fredonia 

David  Kaplan Elmira 

Angelo  Franco New  Berlin 

Francis  F.  Baker Plattsburgh 

Heinz  Salm Hudson 

Nicholas  J.  Gabriel Cortland 

Robert  N.  Wilbur Hamden 

Leo  P.  O’Donnell Wingdale 

Max  Cheplove Buffalo 

Oscar  Greene Mineville 

Carl  G.  Merkel Saranac  Lake 

Clem  E.  Gritsavage Northville 

Peter  F.  Baker Batavia 

Elwood  G.  Weisenburn  . . .Coxsackie 

Robert  C.  Ashley Little  Falls 

Juda  B.  Bickel Sackets  Harbor 

David  Kershner Brooklyn 

Harry  E.  Chapin Lowville 

F.  L.  Armstrong Mount  Morris 

John  D.  George,  Jr Verona 

Arthur  H.  Walker Rochester 

Norbert  Fethke Amsterdam 

Abraham  W.  Freireich. . . . Malverne 

Norton  S.  Brown New  York 

Carleton  P.  Kavle. . . . Niagara  Falls 

Frank  A.  Graniero Utica 

Robert  J.  Collins Syracuse 

Osbern  P.  Willson Phelps 

Fritz  Blumenthal Middletown 

James  G.  Parke Albion 

F.  Edward  Fox Fulton 

J.  Herbert  Dietz,  Jr Oneonta 

A.  Seitz  ....  Cold  Spring  on  Hudson 

Harry  H.  Epstein Jamaica 

Joseph  H.  Denton Troy 

Edward  H.  Robitzek.  .Staten  Island 

Emile  J.  Buscicchi Congers 

J.  Benton  Pike Massena 

Max  M.  Vinicor Corinth 

Carl  F.  Runge Schenectady 

Peter  J.  Sacket Schoharie 

Francis  C.  Ward Odessa 

Robert  F.  D.  Gibbs. . . .Seneca  Falls 

Thomas  S.  Cotton Hornell 

Francis  J.  O’Neill Central  Islip 

George  R.  Mills Callicoon 

Paul  E.  Zoltowski Waverly 

Edward  F.  Hall Ithaca 

Bartholomew  J.  Dutto. . . . Kingston 

Richard  C.  Batt Glens  Falls 

Alexander  Avrin Fort  Edward 

Thomas  C.  Hobbie Sodus 

William  P.  Reed Larchmont 

Paul  G.  Sternberg Perry 

Allen  W.  Holmes Penn  Yan 


G.  Rehmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Charles  L.  Shute,  Jr. . .Binghamton 

Cedric  L.  Mather Olean 

Donald  F.  Blair Auburn 

Edgar  Bieber Dunkirk 

William  M.  Kelly Elmira 

Paul  MacLeod Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger . Cortland 

Philip  Hust Sidney 

James  K.  Keeley Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Robert  L.  Kemp Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Leslie  H.  Tisdall Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

Edward  E.  Powers,  Jr Rome 

Robert  O.  Gregg Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Monroe  M.  Broad Jamaica 

William  B.  McDonald.  .North  Troy 
George  E.  Pittinos. . . .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Clare  K.  Amyot. . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

Fritz  Landsberg. ...  Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Robert  Broad Ithaca 

Herbert  F.  Schwartz Kingston 

Byron  E.  Howe,  Jr Glens  Falls 

Henry  D.  Crane,  Jr Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 


Richard  J.  Harpending.  . .Penn  Yan 


Thomas  S.  Walsh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Lloyd  D.  Tuttle Binghamton 

Ruth  R.  Knoblock ....  Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck Jamestown 

Frank  V.  Hertzog Elmira 

Paul  MacLeod Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  R.  Mathews Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. . Niagara  Falls 

Fel  G.  Davies Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham . . Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Victor  S.  Lait Flushing 

David  R.  Tomlinson Troy 

Waddie  R.  Procci.  . . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best. .' Middleburg 

Fritz  Landsberg Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Leman  W.  Potter Newark 

Thomas  C.  Jaleski.  . .New  Jtochelle 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending. . .Penn  Yan 
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[Continued  from  page  3716] 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


Program  for  Aging 


A promise  of  more  useful  and  productive  lives 
for  the  aging  population  has  been  made  by  the 
American  Medical  Association’s  Committee  on 
Aging.  This  assurance  was  given  to  a medical 
society  planning  conference  in  Chicago  as  part  of  a 
two-fold  program  of  individual  and  community 
action  to  achieve  these  ends. 

In  summarizing  three  years  of  concentrated 
activity  in  the  field  of  aging  the  committee  placed 
great  stress  on  individual  action.  “The  major 
scourges  of  aging  man  are  largely  the  result  of  faulty 
diet,  flabby  bodies  from  poor  hygiene,  excessive 
fatigue,  and  aimless  living,”  the  committee  said. 

A plan  for  “positive  health”  was  suggested  by 
Dr.  Edward  L.  Bortz,  Philadelphia,  a member  of 
the  A.M.A.  committee,  who  cited  the  ten  basic 
needs  for  older  persons:  A balanced  diet  including 


more  protein,  vitamins,  and  fluids;  less  fats  and 
calories. 

Regular  elimination  of  waste  products.  Ade- 
quate rest  of  both  mind  and  body.  Pursuit  of  in- 
teresting and  specific  recreational  activities.  A 
sense  of  humor,  which  is  the  best  antidote  for  ten- 
sion. Avoidance  of  excessive  emotional  tension 
which  leads  to  personal  ineffectiveness.  Mutual 
loyalty  of  friends  and  family.  Pride  in  a job. 
Participation  in  community  affairs.  Continued 
expansion  of  knowledge,  wisdom,  and  experience, 
which  add  to  maturity. 

Dr.  Bortz  termed  these  ten  points  a “do-it- 
yourself”  program  which  should  allow  the  average 
healthy  man  and  woman  to  five  one  hundred  years 
with  much  less  suffering  and  deterioration  than  is 
now  occurring. 


whenever  he  starts  to 


he's  ready  for 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


Each  nugget  contains: 

Boron 

0 1 mg 

Vitamin  A 5,000  Units* 

Cobalt 

0 1 mg 

Vitamin  D 1.000  Units* 

Fluorine 

0 1 mg 

Vitamin  C 

Iodine 

0 2 mg 

Vitamin  E 

. 2 Unitst 

Magnesium 

3 0 mg 

Vitamin  B-l 

Manganese 

10  mg 

Vitamin  B-2 

...2.5  mg. 

Molybdenum 

JQ  mg 

Vitamin  B-6 

Vitamin  B-12  Activity  . 

1 mg. 

...  3 meg. 

Potassium 

j~.2.5  mg* 

Panthenol 

Oose:  One  Nugget  per  day 
Supplied:  Boxes  of  30-one 
month's  supply 
Boxes  of  90-three 
months'  supply  or 

Nicotinamide 

Folic  Acid 

Biotin 

Rutin 

..  .20  mg. 
...0.1  mg. 
..30  meg. 

Calcium  Carbonate 

..125  mg. 

family  package. 

November  15,  1958 


3721 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


PINEWOOD  -» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


HOLBROOK  MANOR  “ggg»G 


Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • an  analytical ly- 
oriented,  active  treatment  psychiatric  hospital  on 
120  acres. 

George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  CApital  7-1251 


Buy  Savings  Bonds 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on- the- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  it 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma*tdi  tMgJs,7!aavc 

Licensed  by  the  State  of  New  York 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


“Sedation  & Euphoria  for  Nervous, 
Irritable  Patients" 


'A  modernized  method  of  preparing  Burow's 
Solution  U.S.P.  XIV" 


EUCARBON® 


Each  tablet  contains:  Extract  of  Rhubarb 
Senna.  Precipitated  Sulfur.  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  In  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vi  hr.  after 
meals  — Supply:  Tins  of  100.  . 


VALERIANETS-DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.0S  gm. 
dispergentized.  Tastiess.  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  In 
cases  of  nervous  excitement,  depressive 
states,  menopausal  mollmena,  insomnia. 


PRESTO-BORO 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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pleasant  taste 
full  dose  of  iodide 

treatment  for  every  phase  of  the  cough 


each  tasty  30  cc.  ( 1 fl.oz.)  represents: 
Dihydrocodeinone  Bitartrate. . 10  mg.  OA  gr.) 

Nembutal®  Sodium 25  mg.  (3/a  gr.) 

Ephedrine  Hydrochloride 25  mg.  (3/s  gr.) 

Calcium  Iodide,  anhydrous.  910  mg.  (14  grs.) 

.*  Nembutal— Pentobarbital,  Abbott 


CIMott 


C 


syrup 


CLASSIFIED  ADVERTISING 


FOR  SALE 


Beautiful  home  and  office,  located  on  main  thoroughfare — 
residential  section  in  large  South  Nassau  community.  Ex- 
cellent opportunity  for  well-trained  general  practitioner, 
ophthalmologist,  E.N.T.,  specialist  or  obstetrician.  Public 
and  parochial  schools,  all  religious  institutions  walking  dis- 
tance. Ample  hospital  connections  obtainable.  Present 
owner  retiring.  Will  introduce. 

Inquire  Box  “D”  % Nassau  County  Medical  Society,  1200 
Stewart  Avenue,  Garden  City,  L.I. 


FOR  SALE 


Active  general  practice  in  Long  Island  community,  grossing 
better  than  $35,000  per  year.  Seller  leaving  community. 
Only  equipment  to  buy,  and  practice  goes  with  long  term 
lease  at  extremely  attractive  rate.  Will  remain  to  introduce. 
Will  assure  satisfactory  hospital  connections  to  qualified  man. 
Box  810,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Queens,  Whitestone.  Completely  furnished  and  equipped  4£ 
room  doctor’s  office  including  lOOma  X-ray  and  fluoroscope. 
Ideally  located  in  new  large  development  comprising  32 
apartment  houses.  HI  5-3280  or  FL  3-6761. 


FOR  SALE 


White  Plains,  N.  Y.  Completely  furnished  and  equipped  5 
room  doctor’s  office  including  200ma  X-ray  and  fluoroscope. 
Central  location  with  parking.  Rent  free.  WH  9-2689. 


FOR  SALE 


Home  and  office  combination  built  to  physician’s  specifica- 
tions. 7 room  house  and  attached  4 room  office  in  suburban 
community  17  miles  from  Hartford.  Conn.  Telephone 
Rockville,  Conn.  Tremont  53218  Mrs.  Rosenfeld. 


Upstate  New  York  General  Practice,  Home-Office  Combina- 
tion. Well  established.  Finger  Lakes  District.  Two  open 
staff  hospitals  nearby.  Leaving  to  specialize.  Will  intro- 
duce. $16,500.  Write  Box  799,  N.  Y.  St.  Jr.  Med. 


Excellent  thirteen  year  General  Practice  immediately  avail- 
able; Modern  9 room  clinic  completely  equipped,  including 
records.  Detached  2000  Sq.  Ft.  8 room  home  with  3 car 
garage  on * *  3/t  acre  corner  view  lot.  Near  hospitals;  theatre, 
music  and  art  festival  towns.  2 hours  from  N.Y.C.  Write 
or  call  Mrs.  E.  Gellert.  Kerhonkson,  N.  Y. 


Long  Island — -for  sale  due  to  death — General  practice  of  Ex- 
Pres.  nearby  90  bed  hospital.  Contact  S.  Edward  Gerber, 
100  Ave.  P,  Brooklyn  4,  New  York. 


MOVING  TO  SUBURBS? 


Suite  available  for  medical  specialist  in  established  profes- 
sional building,  eastern  Nassau  County.  Ideal  location  and 
opportunity.  Box  809,  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


Fully  equipped;  near  Forest  Hills  General  Hospital.  Suit- 
able for  Specialist.  Phone  TW  7-1262. 


Specialist  in  Rockville  Centre  willing  to  share  his  six-room 

office  on  “Doctor’s  Row”  with  another  specialist.  Available 

3 mornings,  4 afternoons,  3 evenings.  Box  800,  N.  Y.  St.  Jr. 
Med. 


WANTED 


Associate  preferably  with  some  internal  medicine  training  to 
invest  in  Westchester  County  medical  practice.  Please  state 
qualifications.  Box  812,  N.  Y.  St.  Jr.  Med. 


Small  town  needs  pediatrician,  obstetrician,  surgeon  or 
good  general  practitioner  for  one  of  New  York’s  fastest  grow- 
ing communities.  Fully  equipped  office  in  excellent  location 
with  modern  hospitals  close  by.  Reasonable  rental  with  no 
down  payment.  Widow  desires  to  give  young  practitioner 
unlimited  opportunity  for  practice  at  extremely  low  terms. 
Contact  Mrs.  Mary  Gridley,  805  Grand  Central  Avenue, 
Horseheads,  New  York. 


Approved  high  frequencies  apparatus — diathermy  etc., 
Hanovia  Alpine  Sun  lamp,  like  new  condition.  Dr.  Loope, 
125  N.  Main  St.,  Cortland,  N.  Y. 


Internist  and  Pediatrician,  Board-qualified  or  similar  train- 
ing, for  growing  medical  group  with  all  specialties  repre- 
sented, in  a suburb  of  New  York  City.  Initial  contract  lead- 
ing to  partnership.  Box  813,  N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST.  New  York  State  licensed.  FACA 
eligible.  Will  change  position.  Box  815,  N.  Y.  St.  Jr.  Med. 


Research  fellowship  available  for  young,  scientific  minded 
physician;  clinical  experimental  work  in  field  of  chronic- 
progressive  conditions.  Eligible  New  York  license.  Full 
time.  Stipend  $7000-8000  per  anno.  Career  opportunity. 
Write  Box  811,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  29  yrs.  needs  young  man  for  full 
partnership.  Potential  unlimited.  Reasonable.  Opportu- 
ity  to  eventually  take  over  entire  practice.  N.  Y.  C.  Suburbs. 
Box  814,  N.  Y.  St.  Jr.  Med. 


WANTED 


Neurosurgeon,  must  be  Board  qualified  or  certified.  Ex- 
cellent up-State  opening,  private  practice.  Box  808,  N.  Y. 
St.  Jr.  Med. 


PARTNERSHIP 


with  equally  active  physician  in  Central  N.  Y.,  suburban  or 
city  near  thruway,  desired  by  well  trained  experienced  Gen- 
eral Practitioner  in  early  forties  presently  engaged  in  busy 
solo  country  practice.  Box  807,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Unusual  Opportunity — Professional  Bid.,  Montclair,  New 
Jersey.  Every  Advantage — Very  low  rental.  Dr.  Mearin 
PI  4-5657. 
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PROFESSIONAL  OFFICES 


5th  Avenue,  corner  86th  St. 


NEW  LUXURY  19-STORY  & 
PENTHOUSE  COOPERATIVE 


building  under  construction 


Professional 
Suite  Available 

Private  Street  Entrance 


At  present,  while  building  is 
under  construction,  we  can  build 
to  suit  any  professional  needs. 


Call  Mr.  Bennet 

DOUGLAS  L.  ELLIMAN,  INC. 

15  East  49th  St.  PL  3-9200 


FOR  RENT  OR  SALE 


Professional  Suite — Ideal  village  location.  2 family  house, 
Huntington,  L.I.,  occupied  by  M.D.  for  years.  Excellent 
opportunity  for  professional  or  group.  Living  quarters 
available  if  desired.  Box  786,  N.  Y.  St.  Jr.  Med. 


Scientific  relaxation  techniques  for  professionals:  Physicians- 
Dentists-Nurses.  Practical  10  session  orientation  course. 
Relaxation  Center  Inc.,  4E-95th  Street,  New  York  28, 
N.  Y.  TEmpleton  1-3866. 


APPARATUS  FOR  SALE 


Keleket  200  MA  X-ray  table  and  controls;  Fluoroscope, 
Buckey;  superficial  x-ray  therapy  unit;  complete  dark 
room  equipment. 

Dr.  Lawrence  M.  Ervin,  440  E.  23  St.  OR  3-0778. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America;  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc.,  217  E.  23rd  Street,  New  York  10,  New  York. 


X-ray  machine  completely  equipped  with  table,  tube, 
stand,  developing  tank  and  accessories.  Good  as  new.  A 
bargain.  Box  803,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Opportunity  General  Practice  or  Pediatrics — Westbury  area, 
corner  property,  3 bedrm.  Ranch  house  with  maid’s  rm.,  ww, 
dishwasher,  range,  refrig.,  washing  mach.  3 rm.  office  com- 
pletely air-conditioned,  separate  entrances,  attached  garage. 
Ed-3-1234. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  331/*  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 


NEW  YORK  UNIVERSITY 

POST-GRADUATE  MEDICAL  SCHOOL 

offers 

PEDIATRIC  CARDIOLOGY 

Full  time,  December  1 through  5,  1958 

LARYNGOLOGY  AND  SURGERY  OF  THE  LARYNX  AND  NECK 

Full  time,  January  5 through  16,  1959 

DIAGNOSIS  AND  TREATMENT  OF  PERIPHERAL  NERVE 
INJURIES 

Full  time,  January  8 and  9,  1959 

CLINICAL  PHYSIOLOGY:  THE  APPLICATION  OF  BASIC 

PHYSIOLOGY  TO  DIAGNOSTIC  AND  THERAPEUTIC 
PROBLEMS 

Full  time,  7:30  to  9:30  p.m.  Thursdays,  January  8 through 
February  26,  1959 

REGIONAL  ANESTHESIOLOGY 

Full  time,  January  12  through  17,  1959 

ANATOMY  FOR  ORTHOPEDIC  SURGEONS 

Full  time,  January  12  through  16,  1959 

REFRESHER  COURSE  IN  BASIC  UROLOGY 

Full  time,  January  12  through  16,  1959 

For  additional  information: 

Office  of  the  Associate  Dean 
New  York  University  Post-Graduate  Medical  School 
550  First  Avenue  • New  York  16,  N.  Y. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1 .35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y 


3725 


Compazine 


nausea  and  vomiting 

—from  virtually  any  cause 

• in  pregnancy — pre-  and  postoperative  states — 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 

• control  is  achieved  with  low  dosage — usually 
15  to  20  mg.  daily — and  often  within  a half]! 
hour  after  the  first  oral  dose 


‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 


.for  immediate  control  of  severe  vomiting: 

Ampuls , 2 cc.  (5  mg./cc.) 


NEW:  Multiple  dose  vials , 
10  cc.  (5  mg./cc.) 

Also  available: 


> 


— always  carry  one  in  your  bag 


Tablets , 5,  10  and  25  mg.,  in  bottles  of  50  and  500. 

Spansule t capsules , 10,  15  and  30  mg.,  in  bottles  of  30  and  250. 
Suppositories,  5 and  25  mg.,  in  boxes  of  6. 

Syrup , 5 mg. /teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 


Smith  Kline  & French  Laboratories,  Philadelphia 

★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


NEW  . . . infranasal 


synergism 


TRADEMARK 


Wml 


CwdOuM: 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


DECONGESTIVE 

Neo-Synephrine ® HCl  0.5 % 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02 % 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05 % 

ANTIBACTERIAL 

Neomycin  (sulfate) 

1 mg./cc . 

( equivalent  to 
0.6  mg.  neomycirt 
base/cc.) 

Polymyxin  B 
(as  sulfate ) 

3000  u/cc. 


POTENTIATED  ACTION  for 

better  clinical  results 


LABORATORIES 

NEW  YORK  18.  N.  Y. 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiamine), 
trademarks  reg  U.S-  Pat.  Off. 
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‘Thorazine’  stops  vomiting  in  children  and  helps  speed  recovery 

Frequently,  a single  dose  of  ‘Thorazine’  (either  syrup  or  suppository) 
will  stop  vomiting  caused  by  viral  infections  and  help  restore 
normal  food  intake  and  hydration.  ‘Thorazine’  also  promotes  sound, 
uninterrupted  sleep  which  is  so  necessary  to  recovery. 

The  high  degree  of  safety  with  the  use  of  ‘Thorazine’  in  children 
is  a consistent  finding  in  the  medical  literature. 

THORAZINE*  one  of  the  fundamental  drugs  in  medicine 

chlorpromazine,  S.K.F. 

Available:  Syrup,  Suppositories,  Tablets,  Spansule*  sustained  release  capsules,  Ampuls  and  Multiple  dose  vials. 

Smith  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  OS. 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
Mf  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


3729 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office : 750  Third 
Ave.,  New  York  17,  N.  Y.  Publication  Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 

Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  mail  privileges  authorised 
at  Easton,  Penna. 


VOLUME  58  DECEMBER  1,  1958  NUMBER  23 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors.  Contributions  are  accepted  for  original  publication  only . 


Scientific  Articles 

The  Use  of  Iproniazid  (Marsilid)  in  Nontuberculous  Diseases,  David  M.  Bosworth,  M.D 3775 

Chronic  Pulmonary  Diseases  in  Patients  with  Lung  Cancer,  Walter  Finke,  M.D 3783 

Current  Attitude  Toward  Previable  Fetal  Wastage,  Robert  E.  L.  Nesbitt,  Jr.,  M.D 3791 

The  Practical  Application  of  Thyroid  Function  Tests,  Martin  Perlmutter,  M.D.,  F.A.C.P 3796 

Functional  Evaluation  of  the  Liver,  Carroll  M.  Leevy,  M.D 3803 

Some  Psychologic  Problems  of  the  Aged  Patient,  Joost  A.  M.  Meerloo,  M.D 3810 

Hemopericardium  and  Cardiac  Tamponade  from  Rupture  of  the  Hearth  and  Aorta,  Eugene  J. 

Lippschutz,  M.D.,  and  Milford  C.  Maloney,  M.D 3815 

The  Effect  of  Radioiodine  Tracer  Studies  of  Organic  Iodide  Compounds  Used  in  Roentgen- 
ology, Joseph  S.  Feibush,  M.D. , Samuel  J.  Schneierson,  M.D.,  Edward  Siegel,  B.S.,  and 

Abraham  A.  Sherman,  M.D 3818 

Utilization  of  Phenyltoloxamine  as  Daytime  Sedative  or  Tranquilizer,  Robert  C.  Batterman, 

M.D.,  Arthur  J . Grossman,  M.D.,  Paul  Leifer,  M.D.,  and  George  Mouratoff,  M.D 3821 

A New  Oral  Hypoglycemic  Drug,  Julius  Pomeranze,  M.D 3824 

A Common  Objective  Denominator  for  Evaluation  of  Therapeutic  Results  of  Treatment  of 

Mental  Disorders,  John  Lanzkron,  M.D 3826 

Recent  Advances  in  Medicine  end  Surgery 

The  Present  Status  of  Stapes  Surgery,  Samuel  Rosen,  M.D. . 3828 

Two-Way  Radio  Conferences  for  Postgraduate  Medical  Education 

Two-Way  Radio  Conference  on  Psychotherapy,  Albany  Medical  Center 3831 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City,  Harold  Jacobziner,  M.D.,  and 
Harry  W.  Raybin,  M.S 3839 

Clinical  Anesthesia  Conference 

Hypotension  of  Heart  Failure 3843 

Cancer  Alerts 

The  New  York  City  Health  Department  in  the  Cancer  Field,  Abraham  Oppenheim,  M.D 3846 

Case  Reports 

Idiopathic  Benign  Hyperglobulinemic  Purpura,  George  E.  Seiden,  M.D.,  and  Morris  Kramer, 

M.D 3848 

Massive  Right  Rectus  Muscle  Hematoma  Simulating  Signs  and  Symptoms  of  Coarctation  of 
the  Aorta,  Alvin  Slipyan,  M.D.,  F.A.C.P.,  and  Veronica  I.  Batongbacal,  M.D 3851 

[Continued  on  page  3732] 


3730 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

fi/3662MK  CIBA  SUMMIT,  N.  J. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 


3731 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK  17,  YUKON  6-5757 


CONTENTS 

[Continued  from  page  3730] 


A Case  of  Volvulus  of  the  Cecum  Following  Low-Flap  Cesarean  Section,  Stephen  William 


Giorlando,  M.D.,  F.A.C.O.G.,  Murray  Brandt,  M.D.,  F.A.C.S.,  and  Jose  Herrerra,  M.D 3853 

Thvroiditis  Followed  by  Hyperthyroidism,  Edward  J . Bien,  M.D.,  and  Raymond  F.  Smith, 

M.D 3855 

A Leiomyoma  with  a Rapid  Rate  of  Growth,  Allan  Putterman,  M.D 3857 

Special  Articles 

The  Effective  Use  of  Medical  Consultation  in  Public  Welfare,  Alonzo  S.  Yerby,  M.D 3859 

Medical  Direction  and  Consultation  in  a Local  Welfare  Agency,  Herbert  Nothin,  M.D 3862 


Medical  Examinations  of  Kings  County  Medical  Society  Members,  Harry  S.  Lichtman,  M.D..  3865 


Editorials 

Masthead 3769 

Medical  Leadership  and  Welfare  Medical 

Care 3770 

Medicine  and  Foreign  Policy 3771 

Editorial  Comment — Basic  Vital  Statistics  3772 

General 

State  Society  Officers 3734,  3736,  3738 

Medical  News 3868 


Medical  Meetings 3872 

Necrology 3873 

News  from  the  Medical  Schools 3876 

Summary  of  the  Minutes  of  the  Council . . . 3878 

Books  Reviewed 3917 

Index  to  Advertising 

Index  to  Advertisers 3745 

Index  to  Products 3746 


Of  course, 


women 


like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARIN® 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 

5840 
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CERT 

lOOO 


SOLUBLE  B VITAMINS  with  C and  B 


12 


in  a single  dose 


INCERT®  vial  for  I.V.  solutions 


This  newest  addition  to  the  INCERT®  family  of  “closed 
system”  additives  makes  available  essential  components 
of  the  B complex,  plus  vitamin  C and  Bia  for  routine 
parenteral  administration. 


References 

.1  _ u u . The  Use  of  Vitamin  C 

» Wsr* 42: 

1261-1264,  December  1946. 

840-856,  November  1946. 

April  1945. 

a Rncs  G I M.,  Mollin,  D.  U Cox,  E.  V 
MiUtaelev  c C.:  Hematologic  responses 

S53SSS5 

9:473-488,  May  1954. 


No  needles,  ampules  or  syringes  to  fuss  with.  Simply 
reconstitute  the  lyophilized  mixture  in  the  INCERT  vial 
by  pumping  fluid  from  the  solution  bottle  . . . pump  the 
mixture  back  into  solution  bottle . . . and  it’s  ready  for 
administration. 

Clinical  reports1*2'3  suggest  that  large  doses  of  vitamin 
C are  beneficial  in  decreasing  the  incidence  of  post-trau- 
matic and  postoperative  shock,  in  improving  wound  heal- 
ing and  in  hastening  the  healing  of  extensive  burns. 

Vitamin  B,2  has  been  suggested  as  an  adjunct  to  therapy 
in  the  elderly  patient  undergoing  operation  or  any  other 
severe  stress4  and  for  use  in  the  prevention  of  depressed 
hemopoiesis  and  disturbed  enzyme  activity  which  may 
occur  during  severe  illness,  following  burns,  after  radia- 
tion therapy,  or  in  certain  pathologic  states. 

Complete  information  on  the  Incert  System  available 
upon  request. 


TRAVSNOL  LABORATORIES/  INC.  pharmaceutical  products  division  of 

morton  grove,  illinois  BAXTER  LABORATORIES,  INC. 
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-All  cold  symptoms 
can  be  controlled 


This  new  timed-release  tablet  provides : 

. . . the  superior  decongestant  and  antihistaminic 
action  of  Triaminic 

. . . non-narcotic  cough  control  as  effective  as  with 
codeine,  but  without  codeine* s drawbacks 

. . .an  expectorant  to  help  the  patient  expel 
thickened  mucus 

. . . the  specific  antipyretic  and  analgesic  effect 
of  well-tolerated  A PAP 

• . . the  prompt  and  prolonged  activity  of 
timed-release  medication 


Each  Tussagesic  Tablet  contains: 

TRIAMINIC® 50  mg. 

(phenylpropanolamine  HC1  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  . . 30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . . 325  mg. 


Tussagesic  timed-release  tablets  provide 
relief  in  minutes , which  lasts  for  hours 

first— 3 to  4 hours  of 
relief  from  the 
outer  layer 

then— 3 to  4 more  hours 
of  relief  from 
the  inner  core 


Also  available: 

for  those  who  prefer  liquid  medication  — 

Tussagesic  suspension 

In  each  5 ml.:  Triaminic,  25  mg.;  Dormethan, 
15  mg.;  terpin  hydrate,  90  mg.;  APAP,  120  mg. 


Dosage:  1 tablet  in  the  morning,  mid-afternoon, 
and  evening,  if  needed.  Should  be  swallowed 
whole  to  preserve  the  timed-release  action. 
Suspension:  Adults— 1-2  tsp.  every  3-4  hours; 
Children  6-12  years  old— 1 tsp.  every  3-4  hours; 
Children  under  6— dosage  in  proportion. 


* Contains  triaminic  to 


Tussagesic* 


running  noses 


and  open  stuffed  noses  orally 


SMITH 'DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1958) 


SPECIFIC  anti HlSTAMl NIC  action  in  the  treatment  of  a 
variety  of  skin  disorders  commonly  seen  in  your  practice. 
“While  some  of  the  tranquilizers  are  only  partially  effective 
as  far  as  antiallergic  activities  are  concerned...  [hydroxyzine] 
has  been  found,  by  comparison,  to  be  the  most  potent  thus 
far  . . 

“The  most  striking  results  were  seen  in  those  patients  with 
chronic  urticaria  of  undetermined  etiology.”2 

PLUS 

PSYCHOTHERAPEUTIC  potency  for  the  relief  of  anxiety 
and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine 
(VISTARIL)  was  confirmed  in  a series  of  479  patients  suf- 
fering from  a wide  variety  of  dermatoses,  including  atopic 
dermatitis,  neurodermatitis,  psoriasis,  lichen  planus,  nummu- 
lar eczema,  dyshidrosis,  pruritus  ani  and  vulvae,  and  rosacea. 
“Adverse  reactions  were  minimal.”3 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially; 
adjust  according  to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

vistaril  Parenteral  Solution : 10  cc.  vials  and  2 cc.  Steraject® 

Cartridges.  Each  cc.  contains  25  mg.  hydroxyzine  ( as  the  HCl). 


1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  25:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 


Science  for  the  world’s  well-being 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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NEW  topical  germicide 
unsurpassed  for 
broad  range  activity 


3ETADINE  kills  outright 

including  resistant  staph. 


...YET  VIRTUALLY 

NONIRRITATING 

TO  SKIN  AND  MUCOSA 


TAILBY-NASON  COMPANY,  INC. 

DOVER,  DELAWARE 


FAST-ACTING  ORAL  BROAD ‘SPECTRUM  THERAPY. 

The  modern  blue  and  yellow  ACHROMYCIN  V Capsules,  combining  equal  parts  of  pure  crystalline 
ACHROMYCIN  Tetracycline  HCI  and  Citric  Acid,  provide  unsurpassed  oral  broad-spectrum  therapy. 

Speed  of  absorption  adds  new  emphasis  to  the  benefits  of  true  broad-spectrum  action,  minimum  side  effects 
and  wide  range  effectiveness  that  have  established  ACHROMYCIN  as  an  antibiotic  of  choice  for  decisive 
control  of  infection. 

REMEMBER  THE  _ WHEN  SPECIFYING  ACHROMYCIN  V. 

New  blue  and  yellow  capsules  (sodium-free)  — 250  mg.  with  250  mg.  citric  acid,  and  100  mg.,  with  100  mg. 
citric  acid. 

ACHROMYCIN  V dosage:  Recommended  basic  oral  dosage  is  6-7  mg.  per  lb.  body  weight  per  day.  In 
acute,  severe  infections  often  encountered  in  infants  and  children,  the  dose  should  be  12  mg.  per  lb.  body 
weight  per  day.  Dosage  in  the  average  adult  should  be  1 Gm.  divided  into  four  250  mg.  doses. 


ACHROMYCIN’  V 


CAPSULES 

Tetracycline  HCI  and  Citric  Acid  Lederle 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 
*Reg.  u.s.  Pat.  Off.  Pearl  River,  New  York 
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a n n o u n c i n g 

new  order  of  magnitude  in  corticosteroid  therapy! 

The  great  corticosteroid  era  opened  ten  years  ago  with  the  introduction  of  Cortone^  (Cortisone).  Today, 
MERCK  sharp  & dohme  proudly  presents  the  crowning  achievement  of  the  first  corticosteroid  decade  — 
decadron  (dexamethasone)  — a new  and  unique  compound,  which  brings  a new  order  of  magnitude  to  cortico- 
steroid therapy. 


dexamethasone 

to  treat  more  patients  more  effectively 


A MERCKSHARP  & DOHME 

M0D  DIVISION  OF  MERCK  & CO..  INC. 
Nr  PHILADELPHIA  1 . PENNSYLVANIA 


anew 
order  of 
magnitude 
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1.  Boland,  E.  W.:  California  Med. 
88:417  (June)  1958.  2.  Bunim,  J.  J.,  et 
al.:  Arthr.  & Pheum.  1:313  (Aug.)  1958 
3.  Boland.  E.  W.,  and  Headley.  N.  E.: 
Paper  read  before  the  Am.  Rheum. 
Assoc.,  June  21.  1958,  San  Francisco. 
Calif.  4.  Bunim,  J.  J.,  et  al.:  Paper  read 
before  the  Am.  Rheum.  Assoc., 
June  21,  1958,  San  Francisco,  Calif. 


in  anti-inflammatory  potency 

DECADRON  "possesses  greater  anti-inflammatory  potency 
per  milligram  than  any  steroid  yet  produced,”1  and  is 
"the  most  potent  steroid  thus  far  synthesized.”2  Milligram  for 
milligram,  it  is,  on  the  average,  5 times  more  potent  than 
6-methylprednisolone  or  triamcinolone;  7 times  more 
potent  than  prednisone;  28  times  more  potent  than 
hydrocortisone;  and  35  times  more  potent  than  cortisone. 

in  dosage  reduction 

Thanks  to  this  unprecedented  potency,  DECADRON  is 
"highly  effective  in  suppressing  the  manifestations  of 
rheumatoid  arthritis  when  administered  in  remarkably  small 
daily  milligram  doses.”3  In  a number  of  cases,  doses  as 
low  as  0.5-0. 8 mg.  proved  sufficient  for  daily  maintenance. 

The  average  maintenance  dosage  in  rheumatoid  arthritis 
is  about  1.5  mg.  daily. 

in  elimination  and  reduction  of  side  effects 

Virtual  absence  of  diabetogenic  activity,  edema,  sodium  or 
water  retention,  hypertension,  or  psychic  reactions  has  been 
noted  with  DECADRON. ’.2.3.4  Other  “classical”  reactions 
were  less  frequent  and  less  severe.  DECADRON  showed  no 
increase  in  ulcerogenic  potential,  and  digestive  complaints  were 
rare.  Nor  have  there  been  any  new  or  "peculiar”  side  effects, 
such  as  muscle  wasting,  leg  cramps,  weakness,  depression, 
anorexia,  weight  loss,  headache,  dizziness,  tachycardia,  or 
erythema.  Thus  DECADRON  introduces  a new  order  of 
magnitude  in  safety,  unprecedented  in  corticosteroid  therapy. 

in  therapeutic  effectiveness 

With  DECADRON,  investigators  note  "a  decided  intensification 
of  the  anti-inflammatory  activity”3  and  antirheumatic  potency.4 
Clinically,  this  was  manifested  by  a higher  degree  of  improvement 
in  many  patients  previously  treated  with  prednisteroids,3 
and  by  achievement  of  satisfactory  control  in  an  impressive 
number  of  recalcitrant  cases.3.4 

in  therapeutic  range 

More  patients  can  be  treated  more  effectively  with  DECADRON. 
Its  higher  anti-inflammatory  potency  frequently  brings 
relief  to  cases  resistant  to  other  steroids.  Virtual  freedom 
from  diabetogenic  effect  in  therapeutic  dosage  permits 
treatment  of  many  diabetics  without  an  increase  in  insulin 
requirements.  Absence  of  hypertension  and  of  sodium  and 
fluid  retention  allows  effective  therapy  of  many  patients 
with  cardiovascular  disorders.  Reduction  in  the  incidence  and 
severity  of  many  side  effects  extends  the  benefits  of 
therapy  to  numerous  patients  who  could  not  tolerate  other 
steroids.  And  a healthy  sense  of  well-being,  reported  by  nearly 
all  patients  on  DECADRON,  assures  greater  patient  cooperation. 


To  treat  more  patients  more  effectively 
jn  all  allergic  and  inflammatory  disorders 
amenable  to  corticosteroid  therapy 


DOSAGE  AND  ADMINISTRATION 

With  proper  adjustment  of 
dosage,  treatment  may  ordinarily 
be  changed  over  to  DECADRON 
from  any  other  corticosteroid 
on  the  basis  of  the  following 
milligram  equivalence: 


One  0.75  mg.  tablet  of  Decadron  (dexamethasone)  replaces: 


EXAMETHASONE 


Detailed  literature  on  DECADRON  is  available  to  physicians  on  request. 
* DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

©1958  Merck  & Co.,  Inc. 
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Old  age 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B^, 

protective  quantities  of 
} potassium,  in  a palatable  and 
^ readily  assimilated  form. 


.Postoperatively 

" «•* 


Supplied  in  bottles  of  2 or  6 fluidounces . 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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Stethoscope  (Sanborn  Company) 3893 


IN  OFFICE  SURGERYt  ) 


use 

XYLOCAINE 


HCI  SOLUTION 


(brand  of  lldocalne*) 


as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


ELECTIVE  AND  TRAUMATIC 


*U.S.  PAT.  NO.  2,441.498  MADE  IN  U S. A. 
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If  you  were  to  examine  these  patients 


Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan 


could  you 
detect 

the  uveitis  patient  on 


Medrol? 


Probably  not.  Not  without  a history. 


First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in 
appearance,  behavior  or  metabolism  sometimes  associated  with 
corticotherapy. 

Even  your  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the 
advantages  of  Medrol  right  away.  Why  not  try 


Me 

it?  V 'h! 


‘TRADEMARK,  REG. 


1ETHYLPREDNISOLONE,  UPJOHN 


Medrol  hits 
disease, 

but  spares  the 

patient 


Faster  rehabilitation  in 


Joint  inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders—and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antiarthritic  agent. 


MEPROLONE-2  is  Indicated  In  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  involvement  is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas  : MEPROLONE-2— 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  M E PROLONE-5 — 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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Rheumatoid  Arthriti 


multiple  compressed  tablets 


THE  FIRST  MEPROBAMATE-PREDNISOLONE  THERAPY 


MEPRQLONEis  a trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  joint  inflammation.* 


Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 
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Tcntex  degreases  the  skin 
and  helps  remove  blackheads 


Fostex  contains  a combination  of  surface 
active  agents  (Sebulytic*)  which: 

◄ Completely  emulsify  excess  oil  so  that 
it  is  quickly  washed  off  the  skin. 


4 Penetrate  and  soften  comedones, 
unblocking  the  pores  and  facilitating 
removal  of  sebum  plugs. 


Fostex  dries  and  peels  the  skin 

◄ The  Sebulytic  base  of  Fostex  dries  and 
promotes  peeling  of  the  skin  . . . actions 
enhanced  by  the  keratolytic  effects  of 
micropulverized  sulfur  and  salicylic  acid. 

*(Sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl 
polyether  sulfonate,  sodium  dioctyl  sulfosuccinate.) 


FOSTEX  CREAM 

for  therapeutic  washing  of 
skin  in  the  initial  phase  of  acne 
treatment,  when  maximum 
degreasing  and  peeling 
are  desired. 

FOSTEX  CAKE 

for  maintenance  therapy  to 
keep  skin  dry  and  substantially 
free  of  comedones. 


Fostex  is  easy  for  your  patients  to  use 

◄ Patients  stop  using  soap  on  affected  skin 
areas.  Instead  they  use  Fostex  for  thera- 
peutic washing  of  the  skin.  The  Fostex 
lather  is  massaged  into  the  skin  for  5 min- 
utes—then  rinse  and  dry. 

Write  for  samples 

WESTWOOD  Pharmaceuticals 

Division  of  Fosier-Milburn  Co. 
468  Dewitt  Street  • Buffalo  13,  New  York 
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PREVENT 

both  cause  and  fear  of 

■ ; ^ - ' 


use 

Miltrate 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary- 

anxiety  and  tension  with  vasodilation  with 

MILTOWN9  + PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 

‘‘In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”1 

The  addition  of  Miltown  to  petn,  as  in  Miltrate, . . appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”2 

Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature , write  Dept.  161 

1.  Friedlander,  H.  S. : The  role  of  ataraxics  in  cardiology.  Am.  J.  Card.  1:595,  March  1958. 

2.  Shapiro.  S. : Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  8:504,  Dec.  1957. 

WALLACE  LABORATORIES,  New  Brunswick,  N.J.  CHL.7167  W.MA(I1{ 
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The  " HIGHLY  SELECTIVE 
ACTION"  of 


Brand  of  Orphenadrine  HCI 


"CANNOT  BE  DUPLICATED  BY 
ANY  OTHER  CURRENT  REMEDY" 


"In  a series  of  176  patients. . .a  valuable  adjunct 
to  therapy. . . highly  selective  action. . . that  can- 
not be  duplicated  by  any  other  current  remedy 
. . . effective  as  a euphoriant . . . and  as  an  energiz- 
ing agent  against  weakness,  fatigue,  adynamia, 
and  akinesia. . .potent  action  against  sialorrhea, 
diaphoresis,  oculogyria,  and  blepharospasm... 
also  lessens  rigidity  and  tremor . . . minimal  side 
reactions... safe... even  in  cases  complicated 

by  glaUCOma.  £)osjiay(  L.J.,  and  Constable,  K.:  Treatment  of 
Paralysis  Agitans  with  Orphenadrine  (Disipal) 
Hydrochloride:  Results  in  One  Hundred  Seventy- 
Six  Cases,  J.A.M.A.  163: 1352  (Apr.  13)  1957. 


in  Skeletal  Muscle  Spasm 

due  to  sprains,  strains,  herniated  interver- 
tebral disc,  low  back  pain,  whiplash  in- 
juries and  many  other  painful  skeletal 
muscle  disorders,  Disipal  brings  effective 
and  prompt  relief  from  spasm  and  pain. 
’'The  number  of  office  visits... is  reduced 
significantly.  The  dosage  schedule  is  sim- 
ple, and  side  actions  are  minimal.” 

Finch,  J.W.:  Clinical  Trial  of  Orphenadrine 
(Disipal)  in  Skeletal  Muscle  Disorders.  Scientific 
Exhibit  at  Mississippi  Valley  Medical  Society 
Meeting,  St.  Louis,  Missouri,  Sept.  3-5,  1957. 


♦Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.S.  Patent  No.  2,567,351.  Other  patents  pending. 


Advantages 

• Speedy  relief  of  muscle  spasm 

• Orally  effective 

• Minimal  side  actions 

• Mildly  euphoriant 

• Nonsoporific 

• Tolerance  no  problem 

• No  known  organic  contraindications 

• Economical 

Dosage: 

Usually  1 tablet  (50  mg.)  t.i.d. 
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relieves  the  discomfort  of  colds 


‘TABLOID’ 


‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 

prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


f 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  n.y. 
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The  Medicinal 

WINE 

Par  Excellence  is 


SHERRY 

Both  dry  and  sweet  varieties  of  Sherry  serve  as  valuable  tonics, 
stomachics  and  sedatives.  The  jaded  appetite  of  the  aged,  the 
convalescent  or  the  anorexic  patient  will  often  respond  to  a 
"drop”  of  Sherry  taken  as  an  aperitif. 

The  chronic  invalid,  the  oldster,  the  arteriosclerotic  and  hyper- 
tensive patient — all  can  benefit  from  its  euphoric  effect,  its 
ability  to  relieve  tension,  reduce  apprehension  and  induce  a 
glowing  sense  of  well-being. 

The  dry  variety  of  Sherry  is  more  often  used  as  a vehicle  for 
medicinal  ingredients  than  any  other  wine  because  of  its  general 
availability,  its  appropriate  alcohol  content,  its  uniformity  and 
stability. 

Many  relatively  insoluble  substances  can  be  maintained  in  stable 
solution  by  the  buffering  action  of  natural  wine.  Moreover,  the 
aromatic  organic  esters  normally  present  in  wine  provide  a 
pleasant  and  inexpensive  flavoring  which  makes  it  unnecessary 
to  add  costly,  foreign  or  synthetic  extracts. 


An  extensive  bibliography  is  now  available  showing  the  impor- 
tant role  of  wine  in  various  phases  of  medical  practice.  Just  write 
for  your  copy  of  "Uses  of  Wine  in  Medical  Practice.”  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 
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f you  were  to  examine  these  patients 


could  you 
detect 


Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan 


the  asthmatic  on 


Medrol? 


Probably  not.  Not  without  a history. 


First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in 
appearance,  behavior  or  metabolism  sometimes  associated  with 
corticotherapy. 

Even  your  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the 
advantages  of  Medrol  right  away.  Why  not  try  it? 

^TRADEMARK,  REG.  U.  S.  PAT.  OFF.  — METHYLPREDNISOLONE,  UPJOHN  PStlCIlt 


Me 

L,  the 

* kill 


Medrol  hits 

the  disease. 

but  spares  the 


ABORATORIES,  3 0 


ACHROMYCIN®  V Tetracycline,  with  Citric  Acid  LEDE /j 
)0  of  AMERICAS  CtASAMlB  COMPASV.  Pearl  Hirer,  Sew  fork 


PARAFLEX* 


PARAFON 


with  PREDNISOLONE 


| McNEIL  | 


New!  from  l&on/ens . . . 

MANY  DIABETICS  CAN  NOW  ENJOY 
AMERICA  S FAVORITE  DESSERT 


Greatly  reduced  carbohydrate  content: 

Borden’s  Special  Formula  artificially  sweet- 
ened Ice  Cream  has  34%  less  carbohydrate 
than  ordinary  ice  creams.  (None  of  this  carbo- 
hydrate is  in  the  form  of  dextrose  or  sucrose.) 
This  means  that  the  basic  diet  of  many  of  your 
diabetic  patients  can  now  include  ice  cream— 
America’s  favorite  dessert. 


“Real”  ice  cream  flavor. . .“real”  ice 
cream  texture:  Borden’s  has  solved  the 
problem  of  “different”  taste  that  is  character- 
istic of  other  artificially  sweetened  ice  creams. 
In  fact,  this  new  ice  cream  tastes  so  good,  is 
so  smooth  in  texture,  that  the  whole  family 
will  enjoy  it!  Taste  it  yourself  soon... and  add 
it  to  the  diet  of  your  diabetic  patients. 


Product  Analysis— One  Pint  Package 


Protein  4.3% 

Carbohydrates  16.8% 
Milk  Fat  10,2% 


Total  Calories  per  avoir,  oz.  51.5 
from  carbohydrates  19.1 
from  non-lactose 
carbohydrates  12.7 

Total  Calories  per  fluid  oz.  31.3 
from  carbohydrates  11.6 
from  non-lactose 
carbohydrates  7.7 

Ingredients:  Condensed  Milk,  Sorbitol,  Cream,  Stabilizer. 
Contains  0.1%  Calcium  Cyclamate,  a non-nutritive  artifi- 
cial sweetener  which  should  be  used  only  by  persons  who 
must  restrict  their  intake  of  ordinary  sweets. 

Contains  no  added  sugar.  Only  125  calories  per  1/4  pint  serving. 


Add  zest  to  diabetic  diets  with 
Borden  s Special  Formula  Ice  Cream 


ONE  PINT  LIQUID 


1 * AF 

a 

L' 


artificially 

SWEETENED 

'ce  crean* 


Available  at  most  stores  selling  Borden’s,  Horton’s  and  Reid’s  Ice  Cream 
in  Metropolitan  New  York,  Northern  New  Jersey  and  Long  Island. 
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menopause 


f new  ^ 

Milprem 
l -200  J 


Milprem 
L -400  J 


400  mg.  MILTOWN 


0.4  mg.  CONJUGATED 
ESTROGENS  (equine) 


0.4  mg.  CONJUGATED 
ESTROGENS  (equine) 


Miltown  acts  immediately  to 


• relieve  emotional  symptoms 

• relax  skeletal  muscle ; relieve 
tension  headache  and  low 
back  pain 

Conjugated  estrogens  (equine) 

» help  restore  endocrine  balance 

• relieve  vasomotor  and  metabolic 
disturbances 

SUPPLIED:  Bottles  of  60  tablets. 


DOSAGE:  1 tablet  t.i.d.  in  21-day  courses  with  one  week 
rest  periods.  Should  be  adjusted  to  individual 
requirements. 

Literature  and  samples  on  request. 


WALLACE 


LABORATORIES,  New  Brunswick , N.J. 


C MP-8058-U8 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  for  treating  common 
upper  respiratory  infections,  particularly  during  res- 
piratory epidemics;  when  bacterial  complications  are 
observed  or  are  likely;  when  patient’s  history  is  posi- 
tive for  recurrent  otitic,  pulmonary,  nephritic,  or  rheu- 
matic involvement. 

Checks  Symptoms:  Includes  traditional  components 
for  rapid  relief  of  the  traditional  nonspecific  naso- 
pharyngitis, symptoms  of  malaise,  chilly  sensations, 
inconstant  low-grade  fever,  headache,  muscular  pain, 
pharyngeal  and  nasal  discharge. 

Available  on  prescription  only. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caf- 
feine-free Achrocidin  Syrup  is  two  tablets  or  tea- 
spoonfuls of  syrup  three  or  four  times  daily.  Dosage 
for  children  according  to  weight  and  age. 


TABLETS  (sugar  coated) 
Each  Tablet  contains: 


Achromycin1®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon-lime  flavored) 
Each  teaspoonful  (5  cc.)  contains: 


Achromycin®  Tetracycline 

equivalent  to  tetracycline  HC1  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


lexUrle)  LEDERLE  LABORATORIES, 

*Reg.  U.S.  Pat.  Off. 


a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


prevents 


multifarious  sequelae 
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she 


and 


vitamin-mineral  combination 


PARKE,  DAVIS  & COM  PAN 

Detroit  32,  Michigan 


r v. 


eeds  support, too... 
during  pregnancy 


hroughout  lactation 


Help  protect  her  now,  and  you  help  insure  bet- 
ter future  health  for  her  and  her  baby.  A single 
NATABEC  Kapseal  each  day  provides  all  the 
vitamins  and  minerals  the  gravida  or  nursing 
mother  needs  to  supplement  a well-rounded  diet. 

each  NATABEC  Kapseal  contains: 

Calcium  carbonate 600  mg. 

Ferrous  sulfate 150  mg. 

Vitamin  D (10  meg.)  400  units 

Vitamin  Bi  (thiamine)  mononitrate 3 nig. 

Vitamin  B2  (riboflavin) 2 mg. 

Vitamin  B12  (crystalline) 2 meg. 

Folic  acid 1 mg. 

Synkamin®  (vitamin  K)  (as  the  hydrochloride) 0.5  mg. 

Rutin  10  mg. 

Nicotinamide  (niacinamide) 10  mg. 

Vitamin  Be  (pyridoxine  hydrochloride) 3 mg. 

Vitamin  C (ascorbic  acid) 50  mg. 

Vitamin  A (1.2  mg.)  4,000  units 

Intrinsic  factor  concentrate 5 mg. 

dosage  As  a supplement  during  pregnancy  and  throughout 
lactation,  one  or  more  Kapseals  daily.  Available  in  bottles  of 
100  and  1,000. 


there’s  pain  and 
inflammation  here, 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis — or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid1 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate2'5  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
/as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 
of  treatment-interrupting 
side  effects16 

. . . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After  j 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions:  , 
Initially  as  above.  When 
satisfactory  control  is  obtained, 
gradually  reduce  the  daily 
dosage  to  minimum  effective 
maintenance  level.  For  best 
results  administer  after 
meals  and  at  bedtime. 
Precautions:  Because 
sigmagen  contains 
prednisone,  the  same 
precautions  and 
contraindications  observed 
with  this  steroid  apply  also  to 
the  use  of  sigmagen. 


in  any  case 
it  calls  for 


eorticold-Mflcytate  compound  1 3 ID  1 0t  S 

Composition 

Meticorten®  (prednisone)  0.75  mg, 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg, 

Ascorbic  acid  20  mg, 

Packaging:  Sigmagen  Tablets,  bottles  of  10C 

and  1000. 

References:  1.  Spies,  T.  D.,  et  a!.:  J.A.M.A, 
159:645,  1955.  2.  Spies,  T.  D..  et  al.:  Postgrad, 
Med.  17:1,  1955.  3.  Geili,  G„  and  Della  Santa, 
L.:  Minerva  Pediat.  7:1456,  1955.  4.  Guerra, 
F.:  Fed.  Proc.  12:326,  1953.  5.  Busse,  E.  A.: 
Clin.  Med.  2:1105,  1955.  6.  Sticker,  R.  B.:  Panel 
Discussion,  Ohio  State  M.  J.  52:1037,  1956. 

6G-J<64S 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 


In  potentially 
serioui 
infections . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 


dependable  action 

because  all  patients  show  therapeutic 
blood  concentrations  of  penicillin  with 
recommended  dosages. 

quick  deployment 

of  the  bacteria-destroying  antibiotic. 
Within  five  to  fifteen  minutes  after  ad- 
ministration, therapeutic  concentrations 
appear  in  the  general  circulation. 

higher  blood  levels 

than  with  any  other  penicillin  given 


orally.  Bactericidal  concentrations  are 
assured.  Infections  resolve  rapidly. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  Tablets,  scored,  of  125  and  250 
mg.  (200,000  and  400,000  units). 

New  V-Cillin  K,  Pediatric:  In  bottles 
of  40  and  80  cc.  Each  5-cc.  teaspoonful 
provides  125  mg.  V-Cillin  K. 

V-Cillin®  K (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

833283 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  face  copy  typed  double-spaced  with  adequate 
margins  on  firm  paper.  Carbon  copy  flimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  typed 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 

title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number, 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 

GENERAL  INFORMATION 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circula- 
tion office:  750  Third  Avenue,  New  York  17,  New 
York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copyright  1958  by 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copj^  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 

circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  in- 
cluded as  well  as  a statement  whether  or  not  change 
is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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EDITORIALS 


Medical  Leadership  and  Welfare  Medical  Care 


The  proportion  of  persons  who  are  in  that 
extremely  low  economic  level  which  makes 
them  eligible  for  financial  assistance  and 
care  through  public  welfare  agencies  varies 
considerably  from  state  to  state,  depending 
on  the  economic  resources  of  the  state  and 
the  nature  of  its  public  welfare  policies. 
In  New  York  State  approximately  3 per 
cent  of  the  population  are  dependent,  in 
whole  or  in  part,  on  local  departments  of 
welfare  for  the  basic  means  of  support. 
This  is  a significant  segment  of  the  total 
population,  particularly  when  one  considers 
that  it  includes  an  unduly  large  proportion 
of  elderly  and  disabled  persons  whose  medi- 
cal care  requirements  considerably  exceed 
those  of  the  general  population.  The  prob- 
lem of  rendering  such  care  is  made  complex 
by  many  factors,  including  the  severe  social 
problems  so  common  among  this  group,  the 
amount  of  funds  available  for  the  purchase 
of  such  care,  and  the  fact  that  the  provision 
of  medical  care  is  only  one  part  of  the  total 
program  of  public  assistance  and  thus  is 
subject  to  the  philosophies  and  regulations 
governing  that  program.  Nevertheless,  the 
development  of  adequate  programs  for 
medical  care  is  a responsibility  of  physicians 
regardless  of  the  economic  level  of  the  pa- 
tients. It  behooves  us  to  show  the  proper 
leadership,  both  as  individual  practitioners 
and  as  members  of  our  national,  state,  and 
county  medical  organizations. 

For  many  years  the  Council  on  Medical 
Service  of  the  American  Medical  Association 
has  had  a committee  on  indigent  care.  This 
committee  has  held  several  meetings  with 
representatives  of  the  Bureau  of  Public 
Assistance  of  the  United  States  Department 
of  Health,  Education,  and  Welfare  for  the 
purpose  of  studying  the  Federal  programs 
relating  to  welfare  medical  care  and  pointing 
out  the  viewpoints  of  the  medical  profession. 


It  also  has  met  with  representatives  of  vari- 
ous state  medical  associations  and  attempted 
to  assist  them  in  identifying  and  meeting 
their  real  and  significant  problems  in  medi- 
cal care  administration.  In  addition,  this 
committee  carries  out  special  studies  in 
fields  relating  to  the  provision  of  medical 
care  to  persons  in  low  economic  levels.  In 
1957  the  committee  published  and  distrib- 
uted to  the  state  associations  a document 
entitled  “Medical  Care  for  the  Indigent  in 
1957.  ” This  was  a series  of  52  questions  and 
answers  on  public  assistance  medical  care, 
with  particular  reference  to  the  effect  of  the 
1956  amendments  to  the  public  assistance 
titles  of  the  Social  Security  Act.  Two  sup- 
plementary reports  have  since  been  issued. 

In  New  York  State  we  also  have  been 
fortunate  in  that  there  has  been  a subcom- 
mittee on  welfare  medical  care  of  the  Com- 
mittee on  Economics  of  the  Medical  Society 
of  the  State  of  New  York  operating  for  sev- 
eral years.  As  has  its  counterpart  at  the 
national  level,  this  committee  has  worked 
closely  with  the  State  Department  of  Social 
Welfare  in  the  development  of  medical  poli- 
cies and  in  the  interpretation  of  such  policies 
to  the  county  medical  societies.  The  State 
subcommittee  also  has  been  effective  in  an- 
alyzing complaints  from  county  medical 
societies  in  reference  to  State  or  local  wel- 
fare medical  care  policy,  and  attempting  to 
bring  about  an  amicable  solution  of  any 
such  problems. 

However,  at  the  local  operating  levels 
there  are  still  many  county  medical  societies 
that  have  not  appointed  special  committees 
on  welfare  medical  care  nor  nominated  phy- 
sicians from  their  memberships  to  serve  on 
medical  advisory  committees  to  the  local 
public  welfare  agencies.  Yet  medical  partic- 
ipation in  policy  making  is  most  essential  at 
the  local  operating  levels,  because  there  are 
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many  options  to  be  determined  in  the  de- 
velopment of  a local  medical  plan  which 
would  still  meet  all  requirements  for  maxi- 
mum State  financial  reimbursement.  It  is 
true  that  in  some  areas  local  welfare  com- 
missioners have  been  less  than  cooperative 
with  medical  society  committees,  but  such 
instances  call  for  more,  rather  than  less, 
effort  on  the  part  of  the  medical  societies  to 
play  some  part  in  program  planning. 

This  issue  of  the  New  York  State 
Journal  of  Medicine  carries  two  special 
articles  which  are  directly  related  to  this 
subject.  One  is  entitled  “The  Effective 
Use  of  Medical  Consultation  in  Public  Wel- 
fare” and  was  written  by  Alonzo  S.  Yerby, 
M.D.,  Deputy  Commissioner  for  Medical 
Affairs  in  the  New  York  State  Department 
of  Social  Welfare.  The  other  deals  with 


“Medical  Direction  and  Consultation  in  a 
Local  Welfare  Agency,”  and  is  the  work  of 
Herbert  Notkin,  M.D.,  Medical  Director  of 
the  Onondaga  County  Department  of 
Public  Welfare.  The  titles  are  self-explana- 
tory, and  a careful  reading  of  the  articles 
would  seem  well  worth  the  while  of  all  prac- 
ticing physicians,  particularly  the  members 
of  the  county  medical  society  committees 
on  welfare  medical  care  or  of  the  comitia 
minora  of  other  societies  which  do  not  yet 
have  welfare  committees.  This  should  lead 
to  a better  orientation  of  the  medical  nature 
of  the  welfare  program  and  a recognition  of 
the  need  to  provide  medical  leadership,  in 
accord  with  the  recommendations  of  the 
respective  committees  of  the  American 
Medical  Association  and  the  Medical  Society 
of  the  State  of  New  York. — I.J.B. 


Medicine  and  Foreign  Policy 


In  a recent  stimulating  and  thought-pro- 
voking editorial,  New  York  Medicine 1 notes 
the  “potential  impact  of  the  Soviet  system 
of  medical  education  upon  the  fight  of  the 
western  world  against  international  com- 
munism.” The  editorial  is  based  on  a 
recent  address  of  John  T.  Connor,  president 
of  Merck  and  Co.,  to  the  Manufacturing 
Chemists’  Association.  It  considers  medi- 
cine as  an  instrument  of  foreign  policy. 

In  this  country,  as  Mr.  Connor  said, 
“our  instincts  are  purely  humanitarian.  This 
is  as  it  should  be.”  Our  system  of  medical 
education  is  largely  the  outgrowth  of  private 
enterprise.  It  is  true  that  good  health  as  a 
result  of  progressive  medical  practice  has 
been  demonstrated  here  for  a long  time, 
and  through  the  years  various  individuals 
and  organizations,  both  secular  and  re- 
ligious, have  gone  forth  to  the  under- 
developed portions  of  the  earth  to  teach  and 
to  practice  better  health  conditions  based  on 
modern  knowledge  and  materials.  How- 

i  New  York  Med.  14:  491  (July  5)  1958. 
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ever,  this  has  been  done  on  a relatively  small 
scale  and  not  as  an  instrument  of  foreign 
policy  by  the  government.  We  have  not 
mass-produced  doctors,  nurses,  and  ancil- 
lary personnel  as  is  now  being  done  by  the 
U.S.S.R.  In  point  of  fact,  we  allegedly 
have  been  hard  put  to  it  to  produce  sufficient 
personnel  trained  to  our  standards  to  meet 
our  own  domestic  needs. 

New  York  Medicine  continues: 

This  is  as  it  should  be.  But  this  generation 
of  Americans  is  caught  in  the  midst  of  a battle 
to  win  the  hearts  and  souls  of  nations — not 
for  the  United  States,  but  for  the  rights  of 
man.  When  the  Soviet  Union  sallies  forth  from 
its  boundaries  promising  good  health  for  free- 
dom, shall  we  be  unprepared? 

The  point  is  that  figures  for  the  graduation  of 
physicians  in  U.S.S.R.  are  some  16,000  per 
year  against  7,000  yearly  in  the  U.S.A.  And 
even  in  1956  Russia  had  25  per  cent  more 
doctors  per  capita  than  did  the  United  States. 

“Let  me  now  ask  a question  wdiich  I have 
asked  myself,”  said  Mr.  Connor.  “It  is  a 
chilling  question,  and  I am  not  sure  of  the 
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answer.  Is  the  Soviet  system  of  medicine, 
along  with  the  enormous  loyalty  and  support 
it  generates  in  Russia,  exportable  to  the  under- 
developed countries  of  the  world?  I have  no 
doubt  the  Russians  are  getting  ready  for  ex- 
port (of  doctors),  otherwise  they  would  have 
begun  by  now  to  slow  down  their  production  of 
doctors,  nurses,  and  other  health  personnel, 
who  now  number  about  2,750,000  persons,  or 
better  than  one  out  of  every  hundred  citizens.” 

Soviet  medicine  is  clinic-type  state  medi- 
cine. In  this  country  we  consider  that  this 
kind  of  medicine  involves  loss  of  freedom 
for  both  physician  and  patient. 

However,  the  threat  remains  that  this  dif- 
ference means  almost  nothing  to  the  teeming 
inhabitants  of  an  India,  or  a continent  like 
Africa,  or  the  vast  populations  of  China  or  an 
Indonesia. 

Health,  and  the  battle  against  disease  and 
illness,  means  more  to  almost  any  person  than 
the  concept  of  freedom.  If  the  Soviets  can 
export  physicians  and  health  personnel  to 
backward  nations,  it  will  truly  be  a major 
weapon  in  global  foreign  policy. 

“Let  us  challenge  the  Soviet  Union,”  says 
Mr.  Connor,  “to  a new  kind  of  competition — 
a longevity  race.  Let  us  pit  our  patient- 
oriented  system  of  medicine  against  the  state- 
oriented  system  of  Russia  to  see  who  can  first 
attain  for  our  citizens  a life  expectancy  of 
three  quarters  of  a century.” 

In  such  a dramatic  and  peaceful  competition 
between  great  nations  there  could  only  be  one 
loser — disease. 


Mr.  Connor  concludes  that  America  could 
win  this  race  because  it,  and  the  western  world 
— and  not  Russia — have  developed  the  skills 
of  pharmaceutical  research  which  Russia  has 
failed  to  exploit.  Not  one  major  antibiotic 
has  been  developed  in  U.S.S.R.  The  Russians 
have  found  it  easier  and  far  cheaper  merely  to 
make  their  own  equivalent  of  pharmaceutical 
discoveries  of  other  lands.  This  is  the  weak- 
ness which  would  make  them  lose  the  race. 

This  is  an  interesting  concept.  The  use 
of  doctors  and  ancillary  personnel  by  the 
U.S.S.R.  for  export  to  underdeveloped 
countries  seems  to  be  a means  of  reaching 
the  great  masses  of  the  people,  particularly 
in  the  Middle  East,  the  Far  East,  and  pos- 
sibly Africa,  as  a large  scale  enterprise  which 
may  be  initially  successful.  But  cannot 
such  a scheme  possible  backfire?  In  such  a 
“dramatic  and  peaceful  competition  between 
great  nations”  undoubtedly  there  could  be 
“only  one  loser — disease,”  but  what  might 
be  the  economic  consequences? 

Increased  longevity  here  has  brought  with 
it  many  problems  of  support  and  care  of  the 
aged,  and  we  are  still  faced  with  a rising 
birthrate.  Could  not  increased  longevity 
among  the  Eastern  populations  create  severe 
economic  problems  in  the  future  that  even 
better  production  and  distribution  methods 
might  not  solve?  This  is  at  least  a possibil- 
ity to  be  reckoned  with.  Medicine  as  an 
instrument  of  foreign  policy  might  well  turn 
out  to  be  a two-edged  sword. 


Editorial  Comment 


Basic  Vital  Statistics.  Once  again  there 
has  been  issued  a revised  edition  of  the 
Basic  Vital  Statistics  of  New  York  State 
(exclusive  of  New  York  City)  for  1900- 
1957.  Among  other  information  of  out- 
standing importance  this  volume  records 
population  as  of  July  1,  1957,  by  sex  and 
age,  marriages,  live  births,  still  births, 
death  rates  both  crude  and  age-adjusted, 
also  death  rates  by  sex  and  age,  and  rates  by 
marital  status,  age,  and  sex  from  1949-1951; 


infant  mortality  total,  under  twenty-eight 
days,  twenty-eight  days  and  over,  maternal 
mortality  beginning  1909-1911,  and  deaths 
from  selected  causes. 

While  this  statistical  material  is  of  greater 
importance  to  those  physicians  in  public 
health  work  primarily,  copies  may  be  had 
of  this  revised  edition  by  any  doctor  with- 
out charge  by  writing  the  Office  of  Vital 
Statistics,  New  York  State  Department  of 
Health,  84  Holland  Avenue,  Albany  8. 
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In  Biliary  Distress 


ZANCHOL 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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protection  against  angina  pectoris 

in  every  walk  of  life 


to  preven 

Peritrate®  20  mg.  < 


brand  Of  pentaerythritol  tetranitrate) 


the  accepted  basic  therapy  in  the  treatment  of  coronary  disease 

reduces  the  frequency  and  severity  of  attacks 

increases  exercise  tolerance 

lowers  nitroglycerin  dependence 

improves  abnormal  EKG  findings 


to  relieve  the 


acute 


attack 


sublingual 

Peritrate  with  Nitroglycerin 


replaces  ordinary  nitroglycerin  in  the  patient  taking  Peritrate 
(not  meant  to  replace  Peritrate) 
provides  immediate  relief  of  pain 

automatically  supplies  an  increased  level  of  Peritrate  for 
additional  protection  during  the  stress  period 


SCIENTIFIC  ARTICLES 


The  Use  of  Iproniazid  ( Marsilid ) in 
Nontuber culous  Diseases 


DAVID  M.  BOSWORTH,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Orthopedics , Sea  View  Hospital , Staten  Island,  New  York ) 


Quietly,  in  June  of  1951  at  Sea  View  Hospital, 
Robitzek  and  Selikoff  began  the  experi- 
mental use  of  the  isonicotinic  hydrazides  for  the 
treatment  of  tuberculosis  in  human  beings.  By 
fall  the  results  appeared  so  promising  as  to  war- 
rant the  enthusiastic  approval  of  the  Director  of 
the  Medical  Service,  George  G.  Ornstein.  With 
his  support  and  advice  two  of  the  three  chemicals 
first  employed  were  continued  in  experimental 
use.  These  two  were  isoniazid  (Rimifon)  (isoni- 
cotinic acid  hydrazine)  and  iproniazid  (Marsilid) 
(l-isonicotinyl-2-isopropyl  hydrazine).  Due  to 
the  medical  service’s  enthusiasm,  experimental 
use  of  these  two  drugs  was  extended  to  other 
services  at  Sea  View.  Because  of  the  early 
toxicity  exhibited  by  iproniazid  (Marsilid),  its 
use  rapidly  became  reduced.  Fortunately,  be- 
cause of  this  decrease  in  its  use  by  other  services,  a 
supply  was  more  readily  available  to  the  Ortho- 
pedic Service  than  isoniazid  (Rimifon)  was.  We 
say  “fortunately”  because  if  we  had  begun  only 
with  the  isoniazid  (Rimifon),  we  might  never  have 
recognized  the  tremendous  value  in  treating  bone 
and  joint  infections  provided  by  the  more  toxic 
of  the  two  drugs.  The  slower  response  exhibited 
by  osseous  infections  to  the  less  toxic  drug,  isoni- 
azid (Rimifon),  might  have  caused  us  to  delay  for 
some  time  the  discontinuing  of  streptomycin  and 
the  employing  of  the  nicotinimids.  Iproniazid 
(Marsilid),  however,  provided  such  prompt  and 
dramatic  results  in  comparison  with  previously 
used  streptomycin  that  it  forced  us  to  continue 
using  it  despite  evident  toxicities,  to  control  these 
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toxicities,  to  determine  proper  dosage,  and  to 
transfer  its  use  to  conditions  other  than  tuber- 
culosis. We  were  intrigued  with  the  possibility 
that  the  less  toxic  isoniazid  (Rimifon)  might  prove 
sufficiently  valuable  so  that  we  could  substitute 
it  for  iproniazid  (Marsilid)  and  avoid  the  toxicities 
of  the  latter.  By  studying  a contrasting  series 
of  cases  we  found  we  could  not  do  so.  As  to  the 
use  of  these  drugs  for  soft  tissue  tuberculous 
infections  (chest,  etc.)  by  the  other  services,  we 
cannot  speak. 

Before  we  can  reasonably  discuss  the  uses  of 
iproniazid  (Marsilid)  for  nontuberculous  con- 
ditions, we  feel  we  must  relate  the  background  of 
its  discovery,  development,  and  control. 

Quiet  as  was  the  inception  of  the  use  of  this 
drug,  the  subsequent  history  of  its  employment 
has  been  marked  by  bitterness,  exaggeration,  and 
explosive  publicity.  It  would  almost  appear  that 
when  other  medical  news  was  scarce  there  was 
always  “good  old  Marsilid”  with  which  to  startle 
or  scare  the  general  public.  There  have  been 
three  main  crises  and  innumerable  minor  ones  that 
have  developed  during  its  use.  The  three  have 
occurred  because  of  two  main  toxicities  which  may 
accompany  its  administration. 

Toxicities 

The  first  toxicity  is  its  tendency  to  cause 
psychosis  at  dosages  at  higher  administration 
levels.  In  our  experience  all  cases  of  psychosis 
occurred  when  dosage  levels  were  above  2 mg. 
per  Kg.  of  body  weight  per  day.  All  such  pa- 
tients completely  recovered  after  cessation  of 
administration  of  the  drug.  Explanation  for  this 
toxic  manifestation  lies  in  the  fact  that  this  drug 
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is  peculiar  in  that  it  appears  at  a 50  percent  higher 
level  in  the  cerebrospinal  fluid  than  it  does  in  the 
blood  serum.  An  attempt  to  secure  satisfactory 
blood  levels  provides,  therefore,  toxic  levels  in 
the  fluids  surrounding  the  central  nervous  system. 

The  second  toxicity  pertains  to  the  liver,  caus- 
ing hepatitis.  During  our  experience  with  the 
drug  throughout  the  past  seven  years,  we  never 
had  a patient  in  whom  hepatitis  could  be  definitely 
associated  with  the  Marsilid  administration.  We 
had  one  patient  whose  lumbar  sinus  was  healed 
within  a week.  This  dammed  up  a retroperi- 
toneal abscess  and  caused  pressure  on  the  common 
duct.  Severe  jaundice  promptly  developed  and 
as  promptly  receded  on  reopening  of  the  sinus  with 
decompression  of  the  abscess.  She  was  there- 
after continued  on  Marsilid  therapy.  No  liver 
damage  occurred.  Several  patients  showed  signs 
of  altered  hepatic  function,  but  in  each  instance 
medical  consultation  assigned  this  to  preceding 
transfusions  and  diagnosed  it  as  infectious  hep- 
atitis. These  patients,  after  a period  free  of 
medication,  were  later  continued  on  Marsilid 
therapy  without  evidence  of  permanent  liver 
damage.  A patient  with  severe  liver  damage 
with  Laennec’s  cirrhosis,  who  was  in  desperate 
need  of  Marsilid  therapy  for  a severe  bone  in- 
fection resistant  to  all  antibiotics,  was  carried 
for  five  months  on  Marsilid  therapy  with  no 
change  whatever  in  the  liver  function  findings 
resulting.  These  facts  were  not  at  hand  at  the 
time  of  the  development  of  the  first  two  crises 
which  nearly  robbed  us  of  the  use  of  this  valuable 
drug. 

Crises  in  its  Use 

The  first  crisis  occurred  in  January,  1952,  and, 
like  the  third,  was  due  to  unwelcome,  uncon- 
trolled, and  inept  newspaper  and  magazine  pub- 
licity. Patients  with  severe  tuberculous  infec- 
tions were  photographed  dancing  on  the  wards 
at  Sea  View  Hospital.  They  were  toxic  from 
iproniazid  (Marsilid)  medication  and  although 
supposedly  happy  at  recovering  from  their  disease 
were  actually  extremely  ill.  Despite  the  em- 
barrassment caused  by  this  misconstrual  of  facts, 
further  trial  of  the  drug  was  continued. 

At  the  end  of  1952  a second  crisis  occurred. 
It  became  evident  that  although  iproniazid 
(Marsilid)  could  be  handled  and  controlled  by 
those  who  knew  its  toxicities  and  dosage,  it  was 
dangerous  to  increase  its  range  of  usefulness  bjr 
providing  it  to  those  who  did  not.  This  cau- 


tious distribution  is  an  absolute  necessity  for 
insuring  safety  in  the  use  of  the  drug.  What 
happened  was  that  a several  days’  supply  was 
given  to  a number  of  children  in  Korea.  Appar- 
ently, several  of  them  promptly  took  the  whole 
amount  at  once.  Disaster  occurred.  Factual 
data  about  the  tremendous  benefits  to  be  secured 
by  the  administration  of  iproniazid  (Marsilid) 
were  immediately  provided  and  documented  by 
us  to  such  an  extent  that  the  manufacturers 
consented  to  continue  its  production  on  an  ex- 
perimental basis  limited  to  a few  clinics  in  the 
United  States.  Finally,  as  you  all  know,  it  was 
released  for  general  use. 

Now,  a third  crisis  has  arisen  again,  through 
thoughtless  journalism,  based  mainly  on  a single 
case  occurring  on  the  West  Coast,  a patient  who 
died  while  receiving  iproniazid  (Marsilid).  The 
facts  are  not  at  hand  on  which  to  make  any  ra- 
tional judgment  as  to  the  justification  of  correlat- 
ing Marsilid  therapy  with  the  death  of  the  patient. 
Accepting  that  this  death  was  due  to  Marsilid 
(which  we  do  not)  and  accepting  a possible  20 
other  such  cases  (which  we  again  do  not  accept), 
how  can  anyone  question  that  its  continued 
manufacture  and  use  should  be  carried  on  in 
view  of  the  literally  thousands  of  patients  who 
have  been  benefited  by  administration  of  this 
drug? 

For  certain  conditions  it  is  specifically  and 
desperately  needed. 

Recently,  in  talking  with  a physician  in  the 
Food  and  Drug  Administration  in  Washington, 
we  suggested  to  him  that  other  drugs  commonly 
in  use  were  fully  as  toxic  if  not  more  so.  We 
asked  him  that  if  morphine  and  its  products  had 
been  in  use  only  for  the  past  seven  years  could 
it  have  been  as  adequately  controlled  and  used 
with  as  little  danger.  His  reply  was  that  if 
morphine  and  its  products  had  been  used  only 
for  the  past  seven  years,  it  would  not  even  have 
been  released.  Yet,  we  all  use  morphine ! In 
talking  over  the  matter  of  the  recent  West  Coast 
death,  a member  of  the  Department  of  Health 
of  New  York  City  recently  told  me  that  even 
aspirin  has  caused  deaths.  Yet,  we  all  use  as- 
pirin ! I do  believe  that  iproniazid  (Marsilid) 
is  toxic.  So  is  any  other  valuable  drug.  It 
certainly  needs  control,  control  in  the  nature  of 
never  being  sold  without  definite  prescription  and 
never  being  administered  without  the  continued 
guidance  of  a physician  acquainted  with  its 
potentialities  and  its  toxicities.  It  should  not 
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and  must  not  be  removed  from  our  pharmacologic 
armamentarium . 

Translation  of  Benefits 

By  1952  we  had  noted  several  separate  clinical 
benefits  occurring  in  tuberculous  patients  and 
had  begun  to  translate  these  benefits  to  other 
patients  with  nontuberculous  pathology.  These 
beneficial  results  were:  reduction  of  temperature 
(routinely  occurring),  relief  of  pain  (in  the  great- 
est number  of  patients),  weight  gain  (sometimes 
of  considerable  extent,  such  as  65  pounds), 
euphoria  (controllable  by  dosage),  and  wound 
healing  (even  in  nontuberculous  lesions). 

Our  translation  of  the  use  of  this  drug  to  con- 
ditions other  than  tuberculosis  has  been  based 
on  an  effort  to  reproduce  the  same  clinically 
beneficial  effects  that  we  noted  in  tubercular 
patients.  We  call  your  attention  particularly 
to  these  separate  benefits,  rather  than  to  specific 
disease  entities,  in  the  securing  of  which  this  drug 
can  prove  helpful.  If  you  focus  your  attention 
on  specific  diseases  for  its  use,  your  field  will  be 
considerably  limited.  If  you  remember  the 
general  benefits  that  can  be  obtained,  the  drug 
can  be  administered  in  many  conditions  for  which 
it  is  not  specific  but  in  which  it  may  prove  help- 
ful. If  it  is  tried  in  specific  diseases  as  a cure, 
the  results  often  will  be  disappointing.  One 
| instance  of  such  a disappointment,  when  the 
drug  was  tried  for  relief  of  a specific  disease  in- 
I stead  of  for  a specific  desired  clinical  reaction, 
occurred  to  us.  We  thought  that  because  of  its 
| profound  metabolic  effect,  it  might  prove  useful 
! in  gout.  Failure  ensued,  and  not  only  wras  there 
no  beneficial  effect  pertaining  to  uric  acid  de- 
I posits,  but  the  patient’s  symptomatology  became 
remarkably  worse. 

It  is  true  that,  on  occasion,  patients  who  were 
j being  treated  with  iproniazid  (Marsilid)  for  one 
type  of  pathology  have  had  associated  lesions 
for  which  the  Marsilid  had  not  been  given  and 
| have  been  noted  to  have  a recession  of  these 
other  conditions.  Such  fortunate  chance  in- 
| stances,  however,  must  be  acknowledged  as  a 
| rare,  unsolicited  bonus  compared  with  the  results 
I obtained  by  the  thoughtful  use  of  the  drug  in  an 
I attempt  to  secure  the  specific  benefits  known  to 
! obtain  with  its  administration. 

Euphoria. — From  the  beginning  of  the  use 
of  iproniazid  (Marsilid)  (at  4 mg.  per  Kg.  of 
body  weight  per  day)  we  noted  prompt  develop- 
ment of  euphoria  in  most  individuals.  Within 


twelve  weeks  a few  full-blown  euphoric  psychoses 
occurred.  These  patients  recovered  when  ad- 
ministration of  Marsilid  was  discontinued.  Drug 
dosage  was  then  reduced.  This  eventually  led 
to  control  of  this  problem.  Occasionally,  per- 
sonality changes  are  still  seen  which  recover  on 
discontinuance  or  lowered  dosage  of  the  drug. 

We  early  appreciated  that  the  depressed  state 
of  debilitated  and  infected  individuals  was 
promptly  altered  in  that  euphoria  accompanied 
improvement  in  the  local  infectious  process  and 
genera]  condition  of  the  patient.  It  was  not 
appreciated,  however,  that  such  a euphoric  state 
in  and  of  itself  in  the  psychotic  individual  could 
be  safely  strived  for.  Rather,  because  of  the 
experience  with  the  euphoric  psychoses  that  had 
occurred,  an  attempt  was  made  to  keep  the 
development  of  euphoria  at  a minimum.  It  was 
left  for  others  to  translate  this  drug  to  the  psychi- 
atric field.  Such  translation  has  been  established. 
Certainly,  there  is  a great  field  for  such  medica- 
tion, and  those  who  were  reluctant  are  now  being 
forced  to  accept  the  use  of  iproniazid  (Marsilid) 
for  certain  depressed  states.  Which  depressed 
states  will  be  most  greatly  benefitted,  the  duration 
of  improvement  that  can  be  expected,  the  dura- 
tion of  medication  which  will  be  necessary,  and 
the  type  of  guidance  to  curb  the  possibility  of 
changing  the  depressed  into  the  manic  are  matters 
for  time  and  study  to  properly  determine.  Cer- 
tainly, great  hope  arises  that  such  occasionally 
devastating  modalities  as  shock  therapy  will  be 
greatly  reduced  in  usefulness.  There  is  every 
evidence  that  a tremendous  beneficial  usefulness 
of  the  drug,  wdien  properly  administered  and 
properly  controlled,  is  at  hand  in  this  field. 

There  is  one  other  similar  manifestation  which, 
by  chance,  we  did  note  and  have  attempted  to 
evaluate.  We  noted  and  reported  that  with- 
drawal symptoms  did  not  occur  in  some  patients 
on  removing  them  from  narcotic  dosage  of  suf- 
ficient amount  and  length  of  time  to  constitute 
addiction.  We  understand  that  such  evaluation 
is  now  being  carried  out  for  these  unfortunate 
people  in  the  Federal  Hospital  at  Lexington. 

Wound  Healing. — Iproniazid  (Marsilid)  ther- 
apy was  first  used  by  us  for  treatment  of  tuber- 
culous infection  of  bone  and  joint.  Many  such 
cases  exhibited  sinuses  inhabited  by  numerous 
organisms  in  addition  to  the  mycobacterium 
tuberculosis.  We  noted  that  closure  of  such 
wounds  seemed  to  depend  on  factors  other  than 
the  control  of  secondary  bacterial  infection.  In 
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view  of  this  we  used  Marsilid  in  patients  with 
prolonged  drainage  from  compound  fractures  and 
also  from  hematogenous  osteomyelitis  of  long- 
standing. There  was  a marked  tendency  to 
wound  healing  regardless  of  the  organisms  present. 
On  occasion,  later  cultures  of  apparently  normal, 
healed  tissues  reveal  organisms  of  the  original 
infection  dormant  beneath  the  closed  skin. 
Likewise,  we  have  noticed  stimulation  and  closure 
of  trophic  sores  (particularly  burns)  which  had 
refused  to  heal  previous  to  iproniazid  (Marsilid) 
therapy.  Certain  wounds,  which  had  refused  to 
accept  and  maintain  skin  grafts,  on  Marsilid 
therapy  responded  to  grafts  and  were  healed  and 
remain  healed.  One  cannot  rely  on  Marsilid 
alone  for  wound  healing.  Removal  of  sequestra 
is  necessary,  but  none!  ectroly tic  metals  may 
be  left  in.  Varicose  ulcers  still  need  vein  liga- 
tion, skin  replacement  for  large  defects  must  be 
done,  etc. 

Pain  Relief. — In  order  to  determine  whether 
the  action  of  this  drug  was  related  merely  to 
relief  of  pain  accompanying  infection,  it  was  used 
experimentally  to  relieve  pain  in  malignant 
tumors.  No  evidence  occurred  that  there  was 
any  control  of  or  favorable  action  on  the  tumor 
itself.  In  tumors  of  epidermal  origin  little 
euphoric  effect  was  secured.  In  those  of  mesoder- 
mal origin  very  marked  effects — pain  relief, 
weight  gain,  and  general  euphoria — occurred. 
An  instance  of  such  marked  effects  is  one  patient 
who  had  a hypernephroma  destroying  the  ilium 
with  displacement  of  the  femoral  head.  He  was 
a narcotic  addict  who  signed  himself  off  from 
narcotics  five  days  after  beginning  Marsilid 
therapy  and  had  no  withdrawal  symptoms,  had  a 
weight  increase  of  65  pounds,  lived  seven  months, 
and  died  euphoric,  comfortable,  and  with  no 
suspicion  whatever  of  his  impending  death. 
Other  patients  with  mesodermal  malignant 
tumors  responded  favorably  in  similar  fashion. 
I have  not  had  the  opportunity  of  using  Marsilid 
on  endothelial  tumors. 

Temperature  Reduction. — We  have  rou- 
tinely seen  temperature  reduction  occur  in  infec- 
tions of  bone  and  joint  regardless  of  the  type  of  in- 
fection. We  have  not  had  the  opportunity  of 
observing  its  use  to  secure  temperature  reduction 
in  general  medical  infections,  such  as  measles, 
mumps,  etc.,  since  our  practice  and  principal 
experience  is  limited  to  orthopedics.  I believe 
that  there  may  be  a considerable  field  in  which 
this  drug  could  be  used  for  specific  effects  in 


lowering  temperature.  The  fact  that  it  produces 
euphoria,  re-establishes  appetite,  and  causes 
weight  gain  in  addition  to  lowering  temperature 
makes  it  difficult  to  evaluate  its  direct  effect  on 
temperature  reduction.  I would  be  considerably 
interested,  but  not  greatly  surprised,  if  its  use 
in  temperature  reduction  in  general  medical 
conditions  would  in  the  future  prove  effective 
and  valuable.  There  is  a strong  possibility  that 
it  is  a true  antipyretic  drug. 

Weight  Gain. — In  translating  the  benefits 
exhibited  by  Marsilid  in  regard  to  improved 
appetite  and  associated  weight  gain  in  tuber- 
culous patients,  we  again  desired  to  get  away  from 
the  question  of  the  influence  of  this  drug  on 
the  infectious  process.  It  will  produce  weight 
gain  where  emaciation  is  present.  It  is  not  cer- 
tain that  it  will  routinely  cause  increase  of  weight 
in  the  individual  with  normal  nutrition.  An 
instance  of  its  use  to  produce  weight  gain  was 
noted  in  a patient  who  had  had  a gastrectomy  a 
year  previously  and  whose  weight  had  remained 
below  100  pounds.  This  patient  acquired  20 
pounds  within  three  weeks.  She  maintained  it 
while  on  Marsilid  therapy.  Within  three  months 
after  therapy  was  stopped  she  began  to  lose 
weight.  Marsilid  therapy  was  then  reinstituted, 
and  she  is  now  maintaining  her  increased  weight 
on  50  mg.  a day.  Many  other  instances  must 
appear  in  general  medical  practice  where  weight 
gain  is  desirable  in  the  individual  remaining 
undernourished. 

I -have  dealt  in  generalities  with  the  usefulness 
of  this  drug  in  achieving  the  specific  basic 
benefits  noted  early  in  its  employment.  Ex- 
pansion of  its  use  in  the  future  for  these  specific 
benefits  must  be  great.  Limiting  it  to  specific 
diseases  would  be  wrong.  There  will  always 
be  a desire  to  gain  clinical  improvement  regardless 
of  specific  diagnosis. 

Osteoporosis 

Another  effect  of  this  drug  not  previously 
mentioned  is  its  tendency  to  cause  apparent, 
generalized  osteoporosis  of  the  skeletal  system,  as 
seen  in  the  roentgenogram,  after  three  months’ 
usage.  At  first  we  feared  that  this  might  be  a 
drawback  which  would  preclude  its  prolonged 
use.  This  did  not  prove  to  be  the  case.  We 
have  seen  no  patient  who  through  decalci- 
fication of  the  osseous  structure  while  on 
Marsilid  has  had  a fracture  through  fatigue  stress 
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or  otherwise.  Confidence  was  gained  that 
such  decalcification  was  not  an  adverse  factor. 
Actually,  it  may  be  a favorable  factor  and  may 
indicate  removal  of  nonviable  bone  salts  and 
their  replacement  with  new,  viable,  fibrous  tissue 
elements.  “More  straw  in  the  bricks !”  Hence, 
we  thought  of  a use  for  such  decalcification.  In 
old  bone  infections,  sclerosis  of  the  bone  is  pres- 
ent, sometimes  to  such  an  extent  that  roentgen 
rays  cannot  traverse  it  sufficiently  to  delineate 
sequestra  (dead  areas)  deeply  buried  within  the 
sclerosed  structure.  We  have,  on  occasion,  used 
Marsilid  specifically  to  decalcify  such  bones  so 
that  satisfactory  roentgen  delineation  was  pos- 
sible, sequestra  which  were  present  and  unap- 
preciable  could  be  shown,  and  satisfactory  surgery 
instituted  for  the  removal  of  such  sequestra. 

Specific  Entities 

Lupus  Erythematosus. — Early  in  our  use  of 
this  drug  at  Sea  View  Hospital  a patient  with 
acute  lupus  erythematosus  who  also  had  tuber- 
culosis of  the  spine  came  under  treatment  with 
iproniazid  (Marsilid)  for  the  tubercular  lesion. 
She  was  extremely  ill  as  a result  of  the  lupus 
erythematosus,  the  illness  including  severe  kidney 
involvement.  Steady  and  rapid  recovery  ensued 
and  has  been  maintained  to  the  present  (six 
years).  No  recurrence  of  the  lupus  has  taken 
place.  Mild  evidence  of  reactivation  of  the  tuber- 
culous psoas  abscess  mass  five  years  later  occurred 
and  is  being  controlled  by  Marsilid  therapy. 
Other  cases  of  acute  lupus  erythematosus  have 
been  reported  to  us  to  have  been  controlled  by 
iproniazid  (Marsilid)  therapy.  The  inflam- 
matory changes  of  chronic  lupus  erythematosus 
lesions  have  been  seen  to  recede  under  Marsilid. 
Further  investigation  of  the  effect  of  this  drug 
on  lupus  erythematosus  is  certainly  warranted  in 
medicine  and  dermatology.  The  drug  seems 
almost  specific  in  its  action  in  the  acute  case. 

Rheumatoid  Arthritis. — In  1952  it  was 
noted  that  a patient  treated  with  this  drug  for  an 
indolent  burn  had  considerable  relief  of  associ- 
ated rheumatoid  lesions  of  the  wrist  and  hands. 
Other  evaluations  of  this  were  desired  and  re- 
quested of  medical  personnel,  but  they  were,  at 
that  time,  highly  uninterested.  As  orthopedic 
surgeons  we  did  not  follow  up  the  lead,  although 
we  had  urged  that  it  be  done.  In  a symposium 
on  the  use  of  iproniazid  (Marsilid)  in  the  fall 
of  1957  reports  were  read  suggesting  that  this 
drug  might  prove  beneficial  in  rheumatoid  cases. 


We  have  noted  that  results  in  its  use  for  rheuma- 
toid patients  are  not  consistent.  At  times, 
prompt  and  marked  improvement  occurs.  As 
frequently,  although  clinical  findings  recede, 
complaints  continue.  It  is  worthy  of  trial,  but 
the  variability  of  its  action  needs  explanation. 

In  our  own  field  we  have  noted  the  value  of  the 
drug  in  arresting  arthritic  changes  known  as 
spondylitis  deformans  (acute  infectious  ankylos- 
ing arthritis  of  the  spine),  or  Marie-Strumpell 
disease.  Cases  of  this  disease  are  difficult  to 
diagnose  correctly  in  the  early  stages  of  the 
disease.  We  cannot  delay  treatment  of  such  pa- 
tients, and  thus  allow  ankylosis  to  occur,  in  order 
to  establish  diagnosis.  Its  occurrence  in  the  male 
at  an  appropriate  age  (eighteen  to  twenty-five 
years)  with  beginning  deformation  of  the  spine, 
typical  complaints,  elevated  sedimentation  rate, 
and  mild  loss  of  roentgen  sharpness  of  articular 
facet  regions  are  all  that  can  be  asked  for  a 
specific  diagnosis.  I have  seen  such  instances 
routinely  regress  under  continued  Marsilid 
therapy.  More  cases  and  further  time  and  obser- 
vation on  prolonged  medication  are  required 
to  establish  or  refute  the  value  of  Marsilid 
therapy. 

Keloid. — Perhaps  we  should  classify  this 
subheading  as  collagen  disease.  Certainly,  if 
acute  lupus  erythematosus  responds  and  if 
keloids  subside,  as  they  seem  to  do  (although  not 
to  total  regression),  perhaps  this  drug  will  cause 
a revision  of  thought  about  collagen  diseases  and 
their  care.  The  field  is  far  beyond  our  capabili- 
ties. Scattered  investigation  has  been  done. 
Further  work  is  needed. 

Ulcerative  Colitis. — At  the  1957  conference 
regarding  nontubercular  uses  of  Marsilid  it  was 
mentioned  that  the  drug  seemed  definitely  of 
benefit  in  patients  with  ulcerative  colitis.  Only 
a few  months’  experience  was  available.  It  is 
logical  to  suppose  that  its  action  would  be  bene- 
ficial in  view  of  its  value  for  wound  healing,  as 
well  as  for  the  nutritional  changes  that  accompany 
its  use. 

Psychiatry. — The  psychiatrists  appear  well 
able  to  speak  for  themselves.  They  have  already 
done  so.  As  a matter  of  fact,  the  promotion  of 
this  drug  along  psychiatric  lines  for  depressed 
states  has  been  too  rapid,  too  well-publicized, 
and  not  well  enough  controlled.  Less  publicity,  a 
great  deal  more  time,  and  much  further  investiga- 
tion before  its  widespread  use,  denoted  by  the 
term  “pep  pills,”  might  have  prevented  the 


December  1,  1958 


3779 


DAVID  M.  BOSWORTH 


third  crisis  in  the  use  of  this  drug,  now  experi- 
enced. It  is  a strange  commentary  that  this 
valuable  drug,  discarded  by  the  medical  special- 
ists, was  rehabilitated  and  controlled  by  the 
orthopedic  surgeon  and  is  now  being  prostituted 
by  unwelcome  publicity.  Certainly,  there  is  a 
very  great  field  for  it  in  psychiatry.  Also,  cer- 
tain it  is  that  its  field  in  psychiatry,  as  to  definite 
indications  for  its  use,  has  not  been  established. 
Certain  depressed  patients  can  be  thrown  into 
manic  states  by  it.  It  is  not  a “pep  pill”  to  be 
sold  like  a refreshing  caffeinated  drink.  It  is  a 
potent,  toxic  drug  which  should  be  safely  handled 
and  distributed  by  prescription  only,  with  the 
patient  under  close  observation.  Let  the  psychi- 
atrist use  it  for  psychiatric  conditions.  The 
unjustified  stimulation  of  popular  excitement, 
either  by  heralding  it  as  a cure-all  or  by  assigning 
to  it  all  sorts  of  evil  properties,  must  be  stopped. 

In  relation  to  this  subject,  it  should  be  stated 
that  only  one  specific  action  of  this  chemical 
within  the  body  has  been  definitely  evaluated 
to  date.  Zeller1  has  shown  that  this  drug  stops 
the  action  of  amino-oxidase  on  serotonin  in  its 
breakdown  to  norepinephrine.  This  is  the  first 
break-through  in  knowledge  of  the  action  of  the 
drug.  Other  factual,  demonstrable  knowledge 
as  to  the  mode  of  its  beneficial  and  toxic  reactions 
is  certain  to  come  in  the  future. 

Cardiovascular  Disturbances. — During  all 
of  the  extensive  investigation  of  patients  carried 
out  by  us,  it  is  a reflection  on  the  orthopedic 
management  of  patients  that  we  paid  no  heed 
to  changes  in  blood  pressure  occurring  in  these 
patients.  We  could  have  discovered,  and  did 
not,  what  is  now  known:  in  certain  instances 
definite  reduction  in  blood  pressure  follows  the 
administration  of  this  drug.  This  may  be  of 
disastrous  extent.  Study  is  now  being  done  to 
see  whether  essential  hypertension  can  be  satis- 
factorily lowered  and  controlled  through  its 
administration.  Dangers  are  already  apparent. 
Much  further  time  is  necessary,  and  again  much 
further  work  before  being  hasty  in  its  use  in  this 
direction.  Before  trying  it,  those  using  it 
should  be  contacted. 

Three  independent  investigators  seem  to  in- 
dicate that  the  attacks  of  angina  pectoris  can  be 
lessened  in  frequency  and  severity  by  Marsilid 
medication.  Strong  indication  is  present  that 
this  is  so,  but  there  is  no  absolute  proof.  Its 
mode  of  action  may  be  only  in  the  production  of 
euphoria.  Again,  indications  for  safe  therapy 


on  a general  basis  have  not  been  established. 

Similarly,  it  has  been  used,  with  other  measures, 
in  patients  with  coronary  thrombosis.  The  same 
doubts,  awareness  of  dangers,  questionable  mode 
of  action  of  the  drug,  and  realization  of  the  neces- 
sity  for  further,  restricted  stud}'  are  necessary 
here  as  with  angina. 

Diversified  Uses. — Unquestionably,  many 
will  have  used  this  drug  for  conditions  which  I 
have  not  mentioned.  A frank  disclosure  of  its 
usefulness  in  certain  situations  and  its  lack  of 
effect  in  other  conditions  should  be  promptly 
made.  If  possible,  a knowledge  of  such  benefits 
or  failures  should  be  transmitted  to  those  having 
wide  experience  in  the  medical  or  special  field, 
so  that  the  experience  can  be  satisfactorily 
evaluated.  Nothing  should  be  hidden.  This 
does  not  mean  that  a particular  experience  with 
the  drug  should  be  promptly  related  in  the  public 
press.  That  success  was  experienced  in  one  case 
is  no  indication  that  continuance  of  success  will 
occur  or  that  it  can  be  repeated  in  a series  of 
patients.  Testing  under  controlled  conditions  is 
essential.  Despite  this  wariness,  its  potential 
for  usefulness  is  so  great  that  when  even  a single 
case  formerly  resistant  to  any  form  of  treatment 
shows  dramatic  benefit,  this  should  be  announced, 
so  that  others  may  further  the  use,  confirm  the 
benefits,  or  refute  the  apparent  evidence. 

Postmenopausal  Syndrome. — Thus,  in  ac- 
cord with  our  stated  policy  of  frank  disclosure  to 
the  profession  of  any  unusual  symptomatic  or 
clinical  changes  occurring  with  the  use  of  this 
drug,  we  will  close  with  the  brief  recording  of 
one  patient  whom  we  recently  had  under  treat- 
ment for  rheumatoid  arthritis  of  the  knees.  This 
patient,  on  minimal  dosages,  received  only  a 
mild  benefit  of  the  rheumatoid  condition  for  which 
she  was  being  treated.  Perhaps  benefit  will 
continue  through  medication  for  the  rheumatoid 
condition,  perhaps  not.  The  important  thing 
is  that  when  she  reported  for  examination  of  the 
knees,  she  remarked  that  she  had  had  a very 
surprising  thing  happen.  For  the  past  five 
years,  she  had  had  severe  postmenopausal  hot 
flashes  and  associated  symptomatology.  She 
noted  that  twenty-four  hours  after  taking  Mar- 
silid these  ceased.  After  ten  days  of  no  further 
postmenopausal  syndrome  she  wished  to  find  out 
whether  the  Marsilid  could  be  causing  the  im- 
provement. She  stopped  Marsilid,  and  within 
twenty-four  hours  severe  postmenopausal  sympto- 
matology recurred.  She  reinstituted  Marsilid 
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therapy  and  had  no  further  postmenopausal 
symptoms.  The  importance  of  this  patient’s 
observation  is  self-evident.  Recent,  poorly  con- 
sidered newspaper  publicity  has,  for  the  present, 
blocked  others,  such  as  gynecologists,  from  con- 
firming or  denying  whether  this  effect  will  prove 
constant.  As  an  orthopedic  surgeon  I will  have 
no  opportunity  for  expanding  observation  in  this 
field.  Others  will. 

There  will  be  other  directions  in  which  this 
drug  can  experimentally  by  used.  It  should  be 
done  so  with  care,  close  observation,  and  modera- 
tion in  dosage,  and  one  should  be  prepared  for 
either  success  or  failure.  When  failure  does 
occur,  it  should  be  admitted.  Despite  failures, 
there  will  remain  a tremendous  use  for  the  drug. 
We  are  grateful  for  the  fact  that  we  now  have 
another  powerful  pharmacologic  product  at  our 
disposal  for  an  apparently  wide  field  of  applica- 
tion, 

742  Park  Avenue,  New  York  21 
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Discussion 

Douglass  S.  Thompson,  M.D.,  New  York  City. — 
My  interest  in  the  isonicotinic  acid  hydrozide 
drugs  began  several  years  ago  on  the  psychiatric- 
medical  wards  at  Bellevue  Hospital  where  we 
were  seeing  many  tuberculous  patients  who,  while 
getting  either  Marsilid  or  isoniazid  at  a sanatorium, 
were  sent  to  Bellevue’s  Psychiatric  Division  for 
mental  observation.  Dr.  Arthur  Zitrin,  director 
of  the  Division,  and  Ia  investigated  79  cases  rather 
thoroughly  and  convinced  ourselves  that  the  inci- 
dence of  psychoses  ascribable  to  isoniazid  (taken 
by  73  of  the  patients)  is  very  low  if  not  completely 
nonexistent.  Since  there  were  only  six  patients 
who  had  received  Marsilid,  we  felt  less  secure 
in  our  thoughts  about  this  drug.  One  of  the 
six  had  become  psychotic  twice  while  on 
Marsilid.  So  in  a sense  we  were  alerted  to  the 
possibility  that  Marsilid  affected  the  central 
nervous  system.  I might  say  that  none  of  these 
six  patients  on  Marsilid  demonstrated  any  other 
untoward  effects. 

Putting  aside  for  the  moment  the  possible 
untoward  effects  of  Marsilid,  I would  like  to  say  a 
few  words  about  its  possible  use  in  treating  college 
students.  I say  “possible”  because  we  have  not 
used  it,  nor  do  I know  of  any  other  college  that 
has. 

Its  big  potential  in  this  respect  is  certainly  in  the 
j,  area  of  mental  health.  This  is  indeed  a major  con- 
cern of  the  college  health  scene.  Because  they  are 


young  and  bright  enough  to  be  in  college,  college 
students  with  psychiatric  problems  statistically  have 
a good  prognosis  if  their  problems  are  recognized  and 
if  therapy  can  be  instituted  and  maintained.  It 
would  seem  that  Marsilid  would  be  particularly 
beneficial  in  enabling  students  with  depressed  states 
to  continue  their  school  work  without  interruption 
while  getting  concurrent  psychotherapy.  It  also 
might  be  used  without  concurrent  psychotherapy  for 
certain  acute  reactive  depressions  which  we  occa- 
sionally see  following  an  unhappy  romance,  death  in 
the  family,  and  so  on. 

Dr.  Kline, b in  one  of  his  papers,  speculated  about 
the  potential  of  Marsilid  in  extending  so-called 
normal  behavior.  Although  we  currently  preach 
against  such  use  of  drugs  on  the  campus,  I admit  it 
would  be  of  interest  to  have  information  about  this. 
If  one  believed  in  using  it  for  such  purposes,  one 
might  guess  that  Marsilid  would  improve  an 
athlete’s  performance.  A committee  was  established 
last  year  by  the  American  College  of  Sports  Medicine 
to  investigate  several  aspects  of  the  use  of  various 
medications  of  this  sort  on  the  American  sports 
scene.  I was  on  this  committee,  and  we  sent  a 
questionnaire  to  441  trainers,  coaches,  and  team 
physicians  asking  them,  among  other  things,  whether 
they  had  had  any  experience  and/or  knowledge 
about  the  use  of  drugs  by  athletes  in  any  sport  and 
to  indicate  the  drug  or  drugs  used.  There  were  133 
respondents  to  the  questionnaire,  and  46  (35  per 
cent)  indicated  that  they  had  knowledge  of  and/or 
experience  with  such  drug  usage.  However,  none 
indicated  that  Marsilid  had  been  used  for  this  pur- 
pose. Therefore,  to  date,  its  effect  in  this  way  is 
apparently  not  known. 

Marsilid  has  been  reported  as  beneficial  in  the 
treatment  of  acne.  This  is  a problem  for  not  a few 
college  boys  and  is  of  even  more  concern  to  a lesser 
number  of  college  girls. 

T wo  prominent  complaints  or  findings  among  col- 
lege students  are  allergies  and  bitten  fingernails.  It 
would  seem  that  Marsilid  might  have  possible  poten- 
tial in  these  situations,  and  I suggest  these  as  pos- 
sible clinical  research  areas  for  the  future. 


a Thompson,  D.  S..  and  Zitrin,  A.:  J.A.M.A.  161:  204 
(May  19)  1956. 

b Kline,  N.  S. : J.  Clin.  & Exper.  Psychopath.  19:  72 
(Apr.-June)  1958. 

Edward  H.  Robitzek,  M.D.,  Staten  Island. — 
Iproniazid  (Marsilid)  is  one  of  the  most  remarkable 
drugs  to  have  come  to  the  service  of  mankind  in  the 
past  half  century.  It  is  capricious,  potent,  provoca- 
tive, and  useful.  It  is  a tool  which  provides  us  with 
fragmentary  insight  into  some  of  the  more  esoteric 
aspects  of  physiology,  anatomy,  and  pathologic 
anatomy.  If  we  observe,  analyze,  and  deduce,  we 
may  learn.  In  some  ways  this  drug  may  become 
useful  to  the  pharmacologist  as  the  electric  current. 

The  clinical  application  of  a drug  which  has 
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never  been  used  before  and  for  which  there  are  no 
guideposts  is  one  of  medicine’s  great  experiences. 
To  have  made  such  an  application  with  Marsilid, 
compounds  the  magnitude  of  such  experience.  The 
laboratory  will  tell  you  just  so  much,  and  then  you 
must  go  to  trial.  For  instance,  the  toxicity  is  almost 
entirely  mediated  by  way  of  the  nervous  system,  and 
none  of  this  information  can  come  to  you  from  a 
nonvocalizing  test  animal. 

My  associates,  Drs.  Selikoff  and  Ornstein,  and  I 
initiated  our  studies  with  doses  of  1 mg.  per  Kg.  of 
body  weight,  rapidly  increased  them  to  2,  4,  then  8, 
and  finally  15  mg.  per  Kg.,  and  even  more  rapidly 
backed  down  from  the  upper  levels  to  a stable  2 mg. 
per  Kg.  Our  observations  have  been  recorded. 
Perhaps  the  earliest  side  reaction  we  noted  was 
hypotension,  essentially  postural  in  type  and  occa- 
sionally causing  syncope.  Parenthetically,  I must 
say  that  I cannot  see  Marsilid  as  a competitor  to  the 
established  hypotensives.  Subsequently,  we  saw 
marked  obstipation,  failure  of  micturition,  euphoria, 
psychosis,  interference  with  or  abolition  of  the  ability 
to  have  an  erection,  tremor,  neuritis,  convulsions, 
neurogenic  dyspnea,  and  involuntary  muscle  spasms, 
particularly  nocturnal.  Patients  complained  of 
nightmares.  We  saw  convulsions  under  anesthesia 
during  the  plane  of  excitement  and  going  in  either 
direction.  We  saw  enhancement  of  toxicity  with 
concomitant  use  of  ephedrine,  cocaine,  and  Demerol. 
Finally,  in  patients  who  had  been  carried  to  toxic 
limits  we  saw  and  reported  a clear-cut  withdrawal 
syndrome,  characterized  by  violent  nightmares 
which  lasted  for  three  or  four  weeks  which  were  but 
poorly  influenced  by  “tapering  off”  drug  discon- 
tinuance and  which,  in  some  instances,  caused 
patients  to  fear  the  coming  night.  We  learned  that 
the  effects  of  Marsilid  may  be  cumulative  in  that 
toxic  reactions  may  be  many  weeks  in  coming  and 


some,  such  as  neuritis  and  psychosis,  may  be  weeks 
or  months  in  going. 

But  despite  all  this,  Marsilid  is  an  excellent  anti- 
tuberculosis antimicrobial.  For  rapidity  of  deferves- 
cence, abolition  of  cough  and  expectoration,  re- 
versal of  anorexia,  control  of  malnutrition  and 
avitaminosis,  restoration  of  strength  and  well-being 
and,  healing  of  sinus  tracts  and  ulcers  Marsilid  has 
no  peer.  It  is  a powerful  anabolite. 

Now  we  hear  of  its  use  in  a wide  variety  of  other 
conditions — arthritis,  angina,  psychosis,  and  so  on. 
Let  it  be  used  with  caution,  under  observation,  and 
by  those  familiar  with  its  capriciousness.  Semi- 
facetiously,  let  me  add  another  use.  On  several 
occasions  we  have  seen  Marsilid  grow  a small 
amount  of  hair  on  hitherto  alopecic  individuals.  I 
do  not  recommend  it  for  this  purpose.  A more 
legitimate  use  has  been  in  terminal  carcinomas  where 
occasionally  weight  gain,  improved  appetite,  and 
euphoria  will  ease  the  terminal  event. 

With  respect  to  the  recent  report  of  hepato- 
toxicity,  no  evidence  has  been  presented  which 
allows  comment.  We  intensively  studied  101 
patients  under  high-dosage  Marsilid  therapy  for  an 
average  of  seven  months,  with  repeated  fiver  func- 
tion studies  and  with  autopsies  made  in  instances  of 
death  and  saw  no  evidence  of  hepatic  involvement. 
We  have  seen  several  hundred  subsequent  patients 
under  therapy  and  similarly  have  seen  no  evidence 
of  hepatitis.  Considering  (1)  that  Marsilid  is  not 
used  frivolously  but  only  in  serious  disease,  and  (2) 
that  400,000  patients  were  under  treatment  in  the 
United  States  when  the  now  notorious  hepatitis 
death  occurred  in  California,  a general  condemna- 
tion of  this  drug  is  not  only  not  justified  but  actually 
somewhat  hysterical.  It  simply  re-emphasizes  the 
need  for  sophisticated  administration. 


Successful  control  of  syphilis  depends  not  merely 
on  treating  its  victims  but  on  tracking  down  and 
treating  the  hidden  sources  of  infection,  according 
to  the  publication  “Patterns  of  Disease,”  prepared 
by  Parke,  Davis  & Company  for  the  medical  pro- 
fession. It  cites  one  study  where  investigation  of 
the  contacts  of  a single  patient  with  early  latent 
syphilis  uncovered  a chain  of  infection  involving 
326  persons.  Of  all  of  those  involved,  72  were 


found  to  have  syphilis  and  65  were  potentially 
infective.  This  occurred,  too,  in  an  area  supposedly 
free  from  infectious  syphilis. 

Over  a three-month  period  last  year,  interviews 
with  784  patients  with  primary  and  secondary 
syphilis  led  investigators  to  more  than  four  times  as 
many  contacts — 3,195  persons  who  might  have  been 
responsible  for  the  infection  or  contracted  it  from 
the  patients. 
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Pulmonary  pathology,  such  as  pneumonia, 
atelectasis,  or  tuberculosis,  often  masks  the 
presence  of  a lung  cancer  and  thus  creates  diag- 
nostic difficulties.  Apart  from  this  clinical 
problem  there  is  the  question  whether  in  a given 
case  such  pathologic  changes  are  secondary 
complications,  are  merely  coexistent,  or  have 
preceded  the  inception  of  the  carcinoma. 

The  prevalent  view  on  this  seemingty  academic 
problem  is  that  lung  cancer  usually  develops  in  a 
previously  healthy  organ,  and  that,  in  general, 
nonmalignant  pathology,  if  present,  is  due  to  the 
new  growth  or  is  coincidental. 

However,  judging  from  case  histories  as  well  as 
roentgenologic  and  pathologic  findings,  chronic 
lung  processes  antedate  a cancer  in  a great  num- 
ber of  cases.  This  suggests  that,  as  in  other 
organs,  an  intimate  relationship  between  non- 
malignant and  malignant  pulmonary  pathology 
may  exist  in  the  lungs. 

Clinical  investigations  on  a possible  fink  be- 
tween common  nonoccupational  lung  diseases 
and  pulmonary  cancer  have  been  few  and  in- 
conclusive. Still,  in  some  series  of  patients  with 
lung  cancer  previous  chest  ailments  of  various 
types  were  quite  prevalent,1  and  recent  follow-up 
statistics  indicate  an  increased  risk  of  respira- 
tory cancer  in  persons  wdth  chronic  bronchitis.2*3 
Moreover,  it  is  commonly  reported  that  many 
patients  with  lung  cancer  have  had  a chronic 
cough  long  before  the  supposed  onset  of  their 
malignant  disease.  Whether  this  respiratory 
symptom  is  considered  insignificant,  as  by  some 
authors,  or  is  labeled  “smoker’s  cough,”  as  by 
others,  a chronic  cough  usually  signalizes  some 
respirator}^  disorder. 

These  considerations  gave  rise  to  the  clinico- 
roentgenologic  study  reported  here,  which  at- 
tempted to  determine  retrospectively  the  amount 
of  important  pre-existing  respiratory  sickness  in 
a group  of  patients  with  lung  cancer. 


* Awarded  the  Paine  Drug  Prize  by  the  Rochester  Acad- 
emy of  Medicine,  1958. 


Material  and  Methods  of  Investigation 

The  basic  material  for  this  investigation  was 
the  records  of  100  unselected  patients  with 
proved  primary  lung  cancer  of  any  histologic 
type.  These  patients  had  been  admitted  to  The 
Genesee  Hospital,  a general  hospital,  during 
the  past  fifteen  years,  73  of  them  between  1950 
and  1957.  Eighty-eight  were  men  and  12  were 
women.  Thirteen  were  under  fifty  years  of 
age,  69  between  fifty  and  seventy,  and  18  older 
than  seventy. 

A preliminary  review  of  these  patients’ histories, 
taken  at  the  time  the  diagnosis  of  lung  cancer  was 
made,  disclosed  that  routine  history-taking  w~as 
inadequate  for  obtaining  sufficient  information  on 
past  respiratory  ailments.  Therefore,  records  of 
previous  admissions  in  the  same  institution  also 
were  reviewed.  Additional  information  then 
was  sought  by  questionnaire  or  interview  from 
the  patients  or  their  families.  Further  data 
were  secured  by  communicating  with  the  patient’s 
physicians  and  institutions  which  had  any 
knowledge  of  the  case. 

To  exclude  acute  respiratory  illnesses  that 
might  have  been  secondary  complications  of  a 
slow-growing  tumor,  only  those  which  had 
occurred  more  than  ten  years  prior  to  the  diagnosis 
of  lung  cancer  were  included  in  the  final  analysis. 
Similarly,  only  chronic  pulmonary  disorders  that 
had  existed  for  more  than  ten  years  were  con- 
sidered significant  for  the  purpose  of  this  study. 

As  a rule,  the  diagnoses  of  previous  acute  or 
chronic  respiratory  illnesses  were  accepted  as 
correct  for  this  study.  In  the  case  of  “chronic 
bronchitis,”  a term  loosely  applied  to  ailments 
ranging  from  “winter  colds”  to  bronchiectasis, 
the  severity  of  the  illness  was  determined  by  the 
persistence  of  cough  and  other  respiratory 
symptoms,  the  amount  of  medical  care  required, 
the  frequency  of  major  flare-ups  and  hospitaliza- 
tions, and  the  degree  of  disability.  Thus,  in 
most  instances  mild  respiratory  symptoms  could 
be  distinguished  from  a fully  developed  case  of 
chronic  bronchitis. 
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TABLE  I. — Frequency  of*  Chronic  Pulmonary  Disease 
op  Ten  Years’  Duration  or  More  in  86  Patients  with 
Lung  Cancer 


Chronic  Respiratory  Disease 

Number  of  C^ses 

Chronic  bronchitis  (moderate  or  very 

severe) 

56 

with  chronic  asthma 

27 

observed  for  tuberculosis 

29 

Chronic  pulmonary  tuberculosis 

6 

Silicosis  or  sequela  to  gas  poisoning 

in  World  War  1 

3 

Total 

65 

After  coordinating  the  details,  a reasonably 
accurate  picture  of  the  previous  respiratory 
status  could  be  reconstructed  for  86  of  the  100 
patients.  In  some  60  of  these  86  reinvestigated 
cases  more-or-less  complete  data  on  significant 
acute  respiratory  episodes  also  could  be  procured. 

In  addition  to  this  clinical  information,  a 
roentgenologic  history  of  63  of  the  86  patients 
was  obtained.  In  49,  one  or  more  original  chest 
films  taken  at  least  one  year  prior  to  the  diagnosis 
of  lung  cancer  were  available,  and  in  14  additional 
patients  the  reports  on  such  roentgenograms  were 
secured.  In  17  of  these  63  roentgenologically 
studied  cases,  the  oldest  x-ray  had  been  taken 
one  to  five  years  prior  to  the  detection  of  the 
malignancy,  in  19  cases  five  to  ten  years  before, 
in  22  cases  ten  to  twenty  years  before,  and  in  five 
cases  more  than  twenty  years  before. 

Findings  in  86  Patients 

Chronic  Respiratory  Diseases — Over  90 
per  cent  of  the  86  patients  whose  previous 
respiratory  health  could  be  reinvestigated  had 
had  a chronic  cough  for  at  least  ten  years.  In 
most  this  symptom  had  existed  for  over  twenty 
years  and  very  often  since  childhood.  As  a 
rule,  the  cough  was  productive  or,  if  “dry,” 
associated  with  dyspnea  or  “asthma.” 

The  outstanding  cause  of  “a  bad  cough” 
proved  to  be  chronic  bronchitis  (Table  I). 
Using  the  aforementioned  criteria  for  the  severity 
of  this  bronchial  disease,  it  could  be  determined 
that  approximately  two  thirds  of  this  group  had 
had  a fully  developed  chronic  bronchitis,  most 
of  them  with  pronounced  dyspnea.  In  about 
one  third  of  the  86  patients  chronic  asthma  had 
been  associated  with  the  bronchitis,  and  about 
the  same  number  had  been  investigated  for 
possible  tuberculosis.  In  a substantial  number 
of  patients  bronchiectasis  had  been  suspected 
and,  in  some  of  them,  proved.  Records  of 
previous  hospitalizations  often  mentioned  re- 


peated episodes  of  hemoptysis  and  clubbing  of 
fingers  or  emphysematous  chest  deformities. 
Chronic  sinusitis  had  existed  in  more  than 
one  half  of  the  group. 

Most  of  these  patients  had  required  periodic  or 
continuous  medical  care  for  years.  The  liberal 
use  of  cough  remedies,  allergy  management, 
antibiotic  treatment  for  acute  exacerbations,  or 
sinus  surgery  for  a “postnasal  drip”  illustrated 
the  continuous  predicament  of  those  who  suffer 
from  a stubborn  bronchial  ailment.  Many  had 
been  disabled  repeatedly,  and  some  had  become 
pulmonary  cripples  long  before  the  malignant 
disease  supervened.  Thus,  the  illness  that 
turned  out  to  be  lung  cancer  often  seemed  at  first 
to  the  patient  and  his  doctor  another  aggravation 
of  an  old  chest  ailment  rather  than  a new  and 
different  disease. 

Of  the  six  patients  in  whom  lung  cancer 
followed  a long-established  tuberculosis,  only 
two  had  an  active  infection  due  to  acid-fast 
bacilli  when  the  tumor  was  found.  In  the  four 
others  with  healed  specific  lesions,  a chronic 
nontuberculous  bronchitis  with  repeated  ex- 
acerbations had  persisted.  Two  men  with 
chronic  lung  disorders  following  gas  poisoning  in 
World  War  I and  one  with  silicosis  also  belonged 
to  the  76  per  cent  with  definite  and  mostly 
severe  chronic  pulmonary  afflictions  in  this 
group. 

Acute  Respiratory  Illnesses. — A history 
of  frequent  respiratory  episodes  was  found  in 
over  80  per  cent  of  the  thoroughly  investigated 
patients  with  lung  cancer.  This  would  further 
indicate  that  fully  developed  chronic  bronchitis 
was  prevalent  in  this  group.4  In  78,  definite 
information  on  important  acute  pulmonary 
illnesses  ten  years  or  more  before  the  discovery  of 
the  malignancy  could  be  obtained.  Two  thirds 
of  these  78  patients  had  experienced  such  a 
significant  episode  at  least  once,  and  about  one 
half,  two  times  or  more.  Forty  per  cent  had 
suffered  an  almost  fatal  respiratory  sickness  in 
childhood,  severe  pleurisy,  or  major  chest 
injuries  with  pulmonary  complications.  The 
most  frequent  of  these  lung-damaging  illnesses, 
however,  proved  to  be  influenza  or  pneumonia 
during  the  epidemic  of  1918-1920,  and  pneumonia 
at  some  other  time  in  the  patient’s  earlier  life. 
Definite  information  on  the  occurrence  of  these 
two  most  prominent  illnesses  was  secured  in  some 
60  cases. 

In  Table  II  the  frequency  of  occurrence  of 
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TABLE  II. — Frequency  op  Occurrence  of  Influenza  of 
the  1918-1920  Epidemic  and  of  Noninfluenzal  Pneu- 
monia Ten  Years  or  Longer  Before  Hospitalization  in 
Patients  with  Lung  Cancer 


- — Cases  with  Posi- 


Number  of 

tive  History — ' 

Cases  in 

Percent- 

Which Infor- 

age 

mation  Was 

Num- 

(approxi- 

Respiratory Episode 

Obtained 

ber 

mate) 

Influenza  (or  influenzal 

pneumonia) 

63 

33 

52 

Noninfluenzal  pneumonia 
Influenza  and/or 

66 

34 

51 

pneumonia 

59 

46 

77 

Influenza  and  pneumonia, 

or  multiple  episodes 
of  pneumonia 

51 

22 

43 

either  of  these  two  illnesses  or  of  both  is  tabulated. 
Over  half  of  this  group  had  been  victims  of 
influenza  during  the  great  pandemic  at  the  end  of 
World  War  I.  One  half  had  suffered  at  least  one 
attack  of  pneumonia  before  or  after  that  epidemic. 
Altogether,  two-thirds  had  a history  of  at  least 
one  of  these  two  illnesses,  and  almost  one-half 
of  influenza  and  noninfluenzal  pneumonia  or  of 
multiple  attacks  of  pneumonia. 

It  could  be  established  that,  in  most  cases, 
influenza,  if  it  had  attacked  the  patient  in  1918- 
1920,  had  been  particularly  severe  and  compli- 
cated by  pneumonia  or  recurrences.  In  many 
instances  the  beginning  of  a respiratory  ailment 
could  be  traced  to  that  event.  In  others,  a 
previous  pulmonary  disorder  had  become  more 
severe  after  the  patient  barely  survived  the 
influenza. 

Details  on  attacks  of  pneumonia  which  had 
occurred  at  some  other  time  in  the  patient’s 
life  often  were  available  from  old  hospital  records. 
In  a substantial  number  of  cases  there  was  little 
doubt  that  if  the  patient  would  have  experienced 
a similarly  severe  illness  before  the  advent  of 
the  sulfonamides  and  penicillin,  he  would  not 
have  lived  to  become  a victim  of  lung  cancer. 

Comparative  Data. — Because  this  retro- 
spective study  included  patients  who  had  been 
hospitalized  several  years  before,  a comparative 
statistical  analysis  with  all  controls  matched  to 
the  time  of  hospitalization  was  not  possible.  For 
tentative  comparison  86  controls,  individuals 
hospitalized  between  1955  and  1957  for  various 
nonmalignant  surgical  and  medical  conditions, 
were  selected.  These  patients  were  matched  to 
the  sex  and,  as  closely  as  possible,  to  the  age  of 
the  cancer  patients.  They  were  questioned 
thoroughly,  in  particular  about  chronic  pulmo- 
nary diseases  of  at  least  ten  years’  duration,  in- 


TABLE  III. — Previous  Chronic  Pulmonary  Diseases 


of  Ten  Years  Duration  or  More  in 
Lung  Cancer 

46  Patients  with 

Pulmonary  Disease 

Number  of  Cases 

Chronic  pulmonary  tuberculosis 

6 

Silicosis 

1 

Advanced  chronic  bronchitis  with  asthma, 

emphysema,  or  suspected  tuberculosis 

24 

Moderately  severe  chronic  bronchitis 

9 

Mild  chronic  bronchitis  or  none 

6 

TABLE  IV. — Roentgen  Findings  in 

46  Patients  Five 

Years  or  More  Before  Diagnosis  of  Lung  Cancer 

Roentgen  Findings 

Number  of  Cases 

Pulmonary  tuberculosis  (mostly  fibrotic- 

calcified  lesions) 

6 

Silicosis 

1 

Pulmonary  fibrosis,  calcifications, 
emphysema,  extensive  old  pleuritic 

lesions 

15 

Pneumonia,  abscess,  spontaneous 

pneumothorax 

5 

Heavy  hilar  and/or  pulmonary  markings 

with  or  without  minor,  pleuritic  changes 

11 

Normal  or  of  questionable  clinical  sig- 

nificance 

8 

fluenza  in  1918-1920,  and  pneumonia  at  some 
other  time  at  least  ten  years  prior  to  their  ad- 
mission. 

Fully  developed  bronchitis,  which  had  existed 
in  65  per  cent  of  the  group  with  lung  cancer, 
was  found  in  30  per  cent  of  the  controls.  Where- 
as 30  per  cent  of  those  with  pulmonary  malig- 
nancy had  had  chronic  asthma  with  bronchitis  and 
about  the  same  percentage  had  been  followed  for 
suspected  tuberculosis,  in  the  other  group  only 
7 per  cent  and  13  per  cent  respectively  presented 
such  indications  of  an  important  pulmonary 
disorder.  Tuberculosis  had  existed  in  six  of 
the  86  patients  in  whom  lung  cancer  developed 
eventually;  in  the  controls  the  corresponding 
figure  was  two. 

Similarly,  among  the  patients  with  pulmonary 
malignancy  the  number  of  those  who  had  had 
influenza  in  1918-1920  was  twice  that  among  the 
controls.  In  the  cancer  group  the  number  of 
those  with  a history  of  noninfluenzal  pneumonia 
was  three  times  that  in  the  other  one.  Most 
significantly,  almost  every  second  person  with 
pulmonary  carcinoma  had  suffered  influenza  and 
noninfluenzal  pneumonia  or  had  had  multiple 
attacks  of  pneumonia,  whereas  only  one  of  ten 
in  the  controls  had  experienced  such  repeated 
major  lung  damage. 

Roentgenologic  Findings. — For  46  patients 
the  oldest  available  chest  films  or  reports  on  the 
findings  dated  back  five  years  or  more  before 
the  diagnosis  of  pulmonary  malignancy.  This 
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Fig.  1.  Cancer  in  the  lower  lobe  of  the  right  lung 
of  a sixty-five-year-old  man  with  a history  of  pneu- 
monia at  the  age  of  twenty-five,  severe  epidemic 
influenza  in  1918,  and  long-standing  chronic  bronchitis 
with  several  exacerbations.  The  calcifications  in  the 
right  upper  lobe  are  residuals  of  fibrotic,  possibly 
tuberculous,  lesions  for  which  this  patient  had  been 
followed  for  some  twenty  years. 


Fig.  2.  Cancer  in  the  lower  lobe  of  the  left  lung  of 
a seventy-five-year-old  woman  with  a history  of  five 
attacks  of  pneumonia  and  of  sanatorium  treatment 
for  pulmonary  tuberculosis  for  fifteen  years  prior  to 
her  last  illness.  In  addition  to  the  tumor  there  are 
fibrocalcified  lesions  in  both  upper  lobes  and  chronic 
nonspecific  pathology  in  the  right  lung. 


group  was  particularly  important  because  the 
visible  evolution  of  even  a slow-growing  lung 
cancer  very  rarely  exceeds  a five-year  period.5 
In  40  of  these  46  patients  roentgenologic  studies 
had  been  done  because  a chest  ailment  had 
existed  or  had  been  suspected  in  the  patient’s 
earlier  life. 

In  Tables  111  and  IV  the  previous  clinical 
diagnoses  and  roentgenologic  findings  in  this 
group  are  summarized.  In  the  six  cases  of 
pulmonary  tuberculosis  and  the  one  case  of 
silicosis  the  x-ray  findings  were  conclusive.  In 
15  cases  of  long-standing  chronic  bronchitis, 
with  or  without  asthma,  the  roentgenograms 
substantiated  the  existence  of  an  advanced 
pulmonary  disease.  In  five  additional  cases  the 
chest  films  had  been  taken  during  acute  pul- 
monary episodes  in  the  course  of  a progressing 
chronic  bronchitis.  The  more-or-less  extensive 
calcifications  or  fibrotic  lesions  explain  why  many 
of  these  patients  were  checked  frequently  for 
suspected  tuberculosis. 

The  limited  value  of  roentgenologic  diagnosis 
in  chronic  bronchitis  without  marked  emphysema 
or  other  complications  is  generally  recognized. 


In  this  study  the  findings  in  ten  cases  were  not 
conclusive  but  were  at  least  compatible  with  the 
clinical  diagnosis  of  chronic  bronchitis  or  chronic 
asthma.  Of  the  nine  patients  with  “negative” 
chest  films,  two  had  long-standing,  rather 
severe  respiratory  symptoms  with  repeated 
episodes  of  hemoptysis.  On  the  other  hand,  a 
few  patients  with  roentgenologic  evidence  of 
extensive  pulmonary  pathology  were  not  much 
affected  clinically  by  the  disease.  Usually,  how- 
ever, a close  correlation  between  the  clinical  and 
roentgenologic  history  could  be  observed  (Figs.  1, 
2,  and  3). 

Roentgenologic  findings  observed  one  to  five 
years  before  the  discovery  of  the  cancer  could 
be  obtained  in  17  cases.  In  12  there  was  roent- 
genologic evidence  of  pre-existing  chronic  pa- 
thology which  substantiated  the  clinical  history  of 
a long-standing  ailment. 

In  the  great  majority  of  the  63  patients  whose 
roentgenologic  history  could  be  studied,  pre- 
vious pathology  was  essentially  bilateral.  In  18 
instances  the  tumor  originated  in  that  lung 
segment  which  in  the  older  films  appeared  most 
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Fig.  3.  Cancer  in  the  upper  lobe  of  the  right  lung 
of  a fifty-three-year-old  man  with  a history  of  gas 
poisoning  in  World  War  I followed  by  chronic  asthmatic 
bronchitis  and  two  attacks  of  pneumonia.  In  addition 
to  the  tumor  there  is  bilateral  pulmonary  fibrosis, 
emphysema  with  blebs,  and  old  pleuritic  pathology. 
These  chronic  changes  had  been  observed  for  at  least 
six  years  prior  to  the  appearance  of  the  tumor. 

diseased.  In  nine  cases  these  “precancerous” 
lesions,  found  nine  to  twenty-eight  years  before 
the  discovery  of  the  new  growth,  were  pneumonia, 
abscess,  fibrosis,  or  calcification.  In  three, 
residuals  of  chronic  inflammation  had  been 
present  one  to  five  years  before  the  cancer 
appeared. 

In  three  of  the  remaining  six  cases  a suspected 
tuberculosis  and  in  the  other  three  a coin  lesion 
eventually  proved  to  be  cancer.  Concealed  de- 
velopment of  the  malignancy  for  periods  of  up 
to  five  years  occurred  in  only  these  six  of  the  63 
cases.  Even  in  this  small  group  a truly  “silent” 
phase  had  existed  in  only  one  patient,  in  whom  a 
coin  lesion  was  discovered  accidentally.  The 
five  others,  far  from  being  symptom-free  when 
cancer  was  suspected  for  the  first  time,  had  a 
chronic  cough  as  well  as  the  history  of  an  old 
chest  ailment  and  roentgenologic  or  pathologic 
evidence  of  such  a disorder. 

Thus,  in  this  study  the  search  for  early  roent- 
genographic  signs  of  preclinical  lung  cancer 
proved  futile.  In  certain  cases  on  retrospective 
review  some  minute  abnormalities  were  found 
where  the  cancer  had  subsequently  developed. 


However,  they  were  not  characteristic  and  usually 
could  also  be  found  in  other  parts  of  the  lungs. 
Furthermore,  if  correlated  to  the  patient’s 
history,  they  might  have  been  interpreted  as  resid- 
uals of  old  processes  rather  than  cancer  in  status 
nascendi. 

In  23  of  the  86  patients  roentgenologic  findings 
older  than  one  year  were  not  available.  The 
frequency  of  previous  acute  respiratory  illnesses, 
including  epidemic  influenza  and  pneumonia,  was 
similar  to  that  in  the  whole  series,  and  advanced 
chronic  bronchitis  was  as  prevalent.  In  some 
cases,  according  to  the  records,  previous  chest 
films  had  shown  a “spot  in  the  lungs.”  In  others, 
roentgenologic  findings,  such  as  ossified  empyema 
scars  or  advanced  bilateral  pathology  confirmed 
the  existence  of  an  old  affliction,  even  in  the 
presence  of  a new  growth. 

Findings  in  14  Patients 

For  14  of  the  100  patients  of  this  series  neither 
detailed  clinical  data  nor  older  x-rays  could  be 
obtained.  A chronic  cough  was  mentioned  in 
the  case  histories  of  nine,  and  pneumonia  or 
influenza  at  some  time  in  eight.  Occult  pul- 
monary cancers  were  discovered  at  autopsy  in 
three  patients  who  had  died  from  other  causes. 
One  of  these  minute  growths  was  found  in  the 
wall  of  an  old  abscess  and  another  near  an  infarct 
scar.  Rudimentary  as  these  bits  of  information 
were,  they  fitted  into  the  over-all  picture.  It 
seems  that  in  this  smallest  group  of  patients  of 
the  present  study,  as  in  the  larger  group,  lung 
cancer  had  developed  more  often  in  previously 
diseased  lungs  than  in  healthy  ones. 

Comment 

Current  research  on  the  causes  of  lung  cancer 
concentrates  on  extrinsic  carcinogens  in  cigaret 
smoke  and  air  pollution.  These  studies,  impor- 
tant as  they  are,  tend  to  overshadow  others 
which  support  anew  the  old,  much  disputed  view 
that  tuberculosis  and  other  lung  diseases  may 
predispose  to  pulmonary  malignancy. 

Of  particular  importance  among  recent  patho- 
logic investigations  are  observations  of  early 
cancers  in  the  walls  of  old  bronchiectases,  near 
tuberculous  and  other  scars  (especially  in  the 
periphery  of  the  lungs),  and  in  areas  of  chronic 
inflammation.6-21  The  findings  of  a multi- 
centric origin  of  lung  cancer  and  of  cancer  in 
situ  besides  an  invasive  tumor  indicate  that  a 
generalized  pulmonary  inflammation  can  pave 
the  way  for  bronchogenic  carcinoma.6’15’16’22-26 
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Papanicolaou27  observed  a relatively  high  per- 
centage of  lung  cancer  among  patients  with 
pulmonary  infection  and  severly  damaged  bron- 
chial epithelia. 

The  number  of  patients  with  a history  of 
chronic  bronchitis  proved  to  be  significantly 
higher  among  persons  with  benign  or  malignant 
lung  diseases  than  among  those  with  gastric 
cancer.28  Furthermore,  persons  with  chronic 
bronchitis  were  found  to  experience  an  excess 
mortality  rate  from  respiratory  cancer  later  in 
life.2*3  The  impressive  percentages  of  pulmonary 
malignancy  in  patients  with  preexisting  tubercu- 
losis suggest  that  this  frequent  coexistence  is  not 
due  merely  to  the  increased  frequency  of  lung 
cancer  and  the  shifting  of  the  incidence  of  pul- 
monary tuberculosis  into  older  age  groups.29-31 
Prospective  studies  of  persons  with  pulmonary 
tuberculosis,  although  thus  far  conducted  over 
relatively  short  periods,  do  suggest  a death  rate 
from  lung  cancer  higher  than  that  expected.32 

Such  recent  knowledge  increases  the  importance 
of  the  results  of  this  study  which  confirms  that, 
contrary  to  the  prevalent  belief,  malignancy  most 
often  develops  in  previously  diseased  lungs.  In 
the  investigated  patients  with  lung  cancer  the 
prevalence  figures  on  chronic  bronchitis,  asthma, 
and  tuberculosis  surpass  by  far  those  in  com- 
parable age  groups  of  the  general  population  as 
well  as  those  in  the  hospitalized  control  group  of 
this  study.4-33-34 

This  investigation  adds  weight  to  the  newer 
concept  of  a transition  from  normal  to  “sleeping” 
to  “growing”  cancer  cells  and  to  that  of  profound 
cell  injury  as  a cause  of  the  malignant  trans- 
formation.35 The  clinical  and  roentgenologic 
information  obtained  in  this  study  indicated 
that  usually  the  final  phase  in  the  development 
from  nonmalignant  to  cancerous  disease  is 
relatively  short,  and  that  the  neoplasm  does  not 
necessarily  arise  where  macroscopically  the  lung 
had  seemed  most  damaged. 

It  was  to  be  expected  that  chronic  bronchitis, 
the  commonest  chest  ailment,  would  also  be 
the  most  prominent  pre-existing  lung  disorder 
in  the  investigated  group.  The  type  of  antedat- 
ing disease  seems,  however,  to  be  less  important 
in  the  pathogenesis  of  pulmonary  cancer  than  the 
long-standing  irritating  and  scarring  processes 
associated  with  most  chronic  pulmonary  in- 
flammations. 

Severe  lung  insults  of  any  type  merely  initiate 
or  further  those  chronic  pathologic  changes 


which  in  turn  produce  continuous  tissue  unrest 
and  disorganized  proliferation.  Case  and  Lea’s2 
controlled  follow-up  study  of  “gassed”  World 
War  I veterans  indicated  that  in  that  group  it 
was  not  the  mustard  gas  per  se  but  the  ensuing 
chronic  bronchitis  which  accounted  for  the 
increased  mortality  from  respiratory  cancer. 

On  the  other  hand,  the  risk  of  pulmonary 
malignancy  in  the  “cancer  age”  seems  to  increase 
with  the  frequency  of  previous  lung-damaging 
episodes.  Among  the  patients  with  lung  cancer, 
the  percentage  of  those  with  a history  of  two  or 
more  of  such  illnesses  in  their  distant  past  was 
five  times  that  among  the  controls  and,  as  found 
in  a previous  study,  twice  that  among  patients 
with  nonmalignant  chronic  chest  ailments.1 
Less  substantia]  differences  were  found  between 
the  previous  occurrence  of  only  one  attack  of 
pneumonia  or  epidemic  influenza  in  the  cancer 
group  and  that  in  the  hospitalized  controls. 
Practically  no  difference  was  found  when  com- 
paring the  groups  with  malignant  and  benign 
lung  diseases. 

Since  the  introduction  of  potent  antibacterial 
agents,  many  more  persons  have  survived  even 
multiple  attacks  of  pneumonia  or  similar  pulmo- 
nary illnesses  than  before.  Many  of  these  survi- 
vors, some  of  them  patients  in  this  study,  de- 
veloped pulmonary  fibrosis,  a frequent  sequela  to 
unresolved,  chronic  pneumonia.  Indeed,  fibrosis 
of  the  lung,  a possible  precursor  of  malignancy,  has 
been  on  the  increase  for  some  time.17-18-36  This 
would  suggest  that  previous  severe  lung  infec- 
tions can  be  a factor  in  the  etiology  of  lung 
cancer  and  that  the  decreasing  mortality  from 
pneumonia  and  influenza  accounts,  in  part,  for 
the  increasing  death  rate  from  respiratory 
malignancy. 

Besides  the  rise  in  tobacco  consumption  and 
industrial  air  pollution,  other  still  hidden  factors 
which  entered  the  picture  several  decades  ago 
have  been  suspected  as  causes  for  the  present 
“pandemic  of  lung  cancer.”  The  influenza 
theory  of  Winternitz,  et  al .37  points  toward  the 
pandemic  of  1918-1920  as  such  as  cause.  That 
catastrophe  of  forty  years  ago,  which  in  this 
country  alone  killed  several  hundred  thousand 
persons,  left  millions  of  surviving  victims 
throughout  the  world  with  severely  damaged 
lungs.  To  the  sickness  experience  of  one  half  of 
the  patients  in  this  study  the  epidemic  added  an 
important  pulmonary  illness  which  they  would 
have  been  spared  had  they  been  born  after  1920. 
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The  influenza  theory  may  well  explain  why  lung 
cancer  rose  sharply  during  decades  following 
the  epidemic  and  why  in  recent  years  the  rate 
of  this  increase  has  been  slowing  down,  a sub- 
stantial increase  in  the  rate  being  noticeable 
only  in  the  older  age  groups.38,39 

A study  of  lung  cancer  mortality  in  persons 
who  were  attacked  by  influenza  at  the  end  of  World 
War  I would  allow  more  definite  conclusions. 
Also,  further  follow-up  investigations  of  persons 
with  pneumonia,  chronic  bronchitis,  tuberculosis, 
and  other  chest  disorders  are  needed.  Such 
statistical  studies  and  more  pathologic  research 
would  clarify  the  role  of  infection  and  inflamma- 
tion in  the  etiology  of  lung  cancer,  especially  in 
relation  to  the  influence  of  smoking,  air  pollution, 
and  other  possible  factors. 

In  various  other  organs  chronic  inflammation 
and  its  residuals  are  widely  recognized  as  poten- 
tially malignant.  In  fact,  cancer  prophylaxis 
is  now  largely  based  on  treating  such  possibly 
precancerous  lesions.  It  is,  then,  conceivable 
that  similar  pathologic  processes  have  some  part 
in  the  genesis  of  malignant  disease  in  the  lungs 
also.  If  this  study  stimulates  further  thought 
and  research  in  this  field,  its  purpose  will  be 
fulfilled. 

Summary  and  Conclusions 

The  case  histories  of  86  patients  with  lung 
cancer  were  reinvestigated  thoroughly  in  regard 
to  previous  chronic  pulmonary  diseases  and 
severe  respiratory  illnesses.  In  addition,  a 
roentgenologic  history  was  obtained  of  63  of  these 
patients. 

Sixty-five  per  cent  of  this  group  proved  to  have 
had  a long-standing  chronic  bronchitis,  often 
associated  with  chronic  asthma  or  suspected  to  be 
tuberculosis.  In  six  patients  chronic  pulmonary 
tuberculosis  had  been  known  to  exist  ten  or 
more  years  before  the  discovery  of  the  cancer. 
One  had  silicosis,  and  two  a chronic  chest  ailment 
caused  by  gas  poisoning  in  World  War  I. 

The  most  frequent  acute  pulmonary  illnesses 
in  the  patients’  distant  past  w’ere  epidemic 
influenza  in  1918-1920  and  noninfluenzal  pneu- 
monia. Seventy-seven  per  cent  had  suffered  at 
least  one  and  43  per  cent  both  of  these  illnesses  or 
multiple  attacks  of  pneumonia. 

In  a group  of  patients  matched  to  the  sex  and 
age  distribution  of  the  cancer  group  and  hospital- 
ized in  recent  years  in  the  same  institution  for 
nonmalignant  conditions,  the  frequency  of 


chronic  pulmonary  diseases  of  some  type  was 
about  half  that  in  the  cancer.  Similarly,  sub- 
stantial differences  were  found  in  relation  to  the 
previous  occurrence  of  epidemic  influenza  of 
1918-1920  and  pneumonia  but  particularly  to 
multiple  episodes  of  severe  pulmonary  illnesses. 

The  results  of  this  study  indicate  that  in  man}’, 
if  not  most,  cases  lung  cancer  arises  in  a previously 
diseased  organ.  This  would  support  other  ob- 
servations which  point  toward  chronic  postin- 
flammatory  processes  as  a possible  etiologic 
factor  in  lung  cancer.  Further  and  more  exten- 
sive research  into  this  important  problem  is 
warranted. 


Addendum 

Since  this  article  was  completed,  another 
follow-up  study  of  men  with  chronic  bronchitis 
has  been  published.40  In  that  group,  investigated 
over  a seven-year  period,  the  number  of  deaths 
from  lung  cancer  was  four  times  the  expected 
number. 
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Current  Attitude  Toward  Previable  Fetal  Wastage 


ROBERT  E.  L.  NESBITT,  JR.,  M.D.,  ALBANY,  NEW  YORK 

{From  the  Department  of  Obstetrics  and  Gynecology,  Albany  Medical  College  of  Union  University , and  Albany 

Hospital ) 


Reproductive  wastage  during  the  previable 
stages  of  pregnancy  represents  a grievous 
social  and  economic  loss  to  our  nation.  Al- 
though these  losses  do  not  lend  themselves  to 
precise  summation,  they  are  believed  to  approxi- 
mate 400,000  potential  American  citizens  each 
year.  Much  is  known  of  the  physiology  and 
pathology  of  early  abortion;  however,  the 
preservation  of  fetal  life  during  the  first  twenty 
weeks  of  pregnancy  has  lagged  far  behind  the 
recent  dramatic  advances  in  other  areas  of 
obstetrics.  Unfortunately,  the  ability  to  pre- 
vent abortion  has  been  seriously  questioned  by 
some  present-day  authors.  This  attitude  is  the 
outgrowth  of  a confused  literature  on  the  subject 
which  has  brought  about,  in  certain  segments  of 
the  medical  profession,  a philosophy  of  nihilism. 
This  philosophic  approach  is  deleterious  to  both 
the  profession  and  the  patients  and  subjects  the 
pregnant  woman  who  has  a poor  reproductive 
history  to  psychologic  trauma  that  might  other- 
wise be  avoided.1 

Much  available  evidence  suggests  that  one 
need  not  wait  until  the  patient  has  experienced 
three  consecutive  abortions,  and  thus  fulfilled 
the  criteria  of  a habitual  aborter,  to  recognize 
her  problem  as  a serious  one.  Any  woman  who 
aborts  is  potentially  a repeat  aborter  and  de- 
serves special  consideration.2  Abortion  may 
result  from  random  or  fortuitous  factors  which 
are  not  likely  to  repeat  themselves  in  a succeeding 
pregnancy  except  by  chance  or  from  recurring 
conditions  inimical  to  the  growth  of  the  ovum. 
It  is  to  the  latter  category  of  cases,  those  as- 
sociated with  faulty  maternal  environment,  that 
I should  like  to  direct  my  remarks  in  this  report. 

There  can  be  little  question  that  certain  pa- 
tients are  more  likely  to  abort  than  others.  A 
multiplicity  of  mechanical,  clinical,  physiologic, 
psychologic,  and  endocrinologic  factors  have 
been  implicated  as  causes  of  repeated  abortion. 
These  factors  may  be  considered  under  the 
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rather  broad  heading,  “faulty  maternal  environ- 
ment.” It  has  become  increasingly  apparent 
that  faulty  environment  for  the  developing 
ovum  and  fetus  may  be  a factor  common  to  a 
broad  spectrum  of  specific  types  of  fetal  wastage, 
including  early  and  late  fetal  death,  premature 
labor,  and  malformations.3  The  importance  of 
this  recurrent  factor  in  successive  fetal  losses  is 
illustrated  by  the  fact  that  one  quarter  of  patients 
in  a clinic  population  account  for  nearly  two 
thirds  of  all  instances  of  reproductive  failure 
observed.  Although  approximately  one  half 
of  the  spontaneous  abortions  occur  because  of 
some  defect  of  the  embryo,  one  should  not 
assume  that  all  such  defects  are  genetic  in  origin.4 
Aberrations  of  the  maternal  environment  may  be 
able  to  bring  about  defective  embryonic  develop- 
ment and  antenatal  death.  It  is  quite  probable 
that  many  of  the  embryonic  defects  previously 
attributed  to  faulty  germ  plasm  may  have  been 
due  to  faulty  interrelations  of  the  fetus  and 
mother  in  the  earliest  stages  of  pregnancy.  It 
seems  highly  improbable  that  a lethal  gene  may 
repeat  in  the  same  individual  through  successive 
pregnancies. 

These  considerations  suggest  an  optimistic 
approach  to  obstetric  care  and  broaden  its  per- 
spective to  include  preconception  work-up  and 
treatment.  Specific  and  supportive  therapy  in 
chronic  illness,  attention  to  diet,  hygiene,  and 
habits  of  the  patient,  and  the  correction  of 
endocrinologic  and  anatomic  defects  constitute 
an  important  concept  of  “preventive  medicine” 
in  obstetrics  whereby  the  faulty  maternal  en- 
vironment is  corrected  prior  to  conception  in 
anticipation  of  greater  fetal  salvage.  Thus, 
the  objectives  of  modern  obstetric  care  have 
been  broadened  to  promote  the  health  and  well- 
being of  the  young  people  who  are  potential 
parents  and  to  help  them  to  develop  the  proper 
approach  to  family  life  and  to  the  place  of  the 
family  in  the  community.5 

In  attempting  to  find  clues  wdiich  might  aid  in 
identifying  women  who  have  disproportionate 
pregnancy  wastage,  the  following  factors  have 
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been  uncovered  and  are  worthy  of  mention. 

Factors  in  Fetal  Loss 

Maternal  Age. — Spontaneous  abortion  has 
been  shown  to  be  more  common  among  older 
than  younger  women.6  The  incidence  of  abor- 
tion may  be  as  low  as  5 per  cent  in  women  less 
than  twenty-two  years  of  age,  while  a comparable 
rate  for  women  of  forty  or  more  years  is  of  the 
order  of  30  per  cent.  This  difference  in  abortion 
rates  according  to  maternal  age  is  in  keeping  with 
the  influence  of  this  factor  on  other  categories  of 
perinatal  mortality  and  morbidity. 

Previous  Abortions. — The  woman  with  a 
history  of  infertility  or  previous  abortion  is  more 
likely  to  abort  spontaneously  than  is  the  woman 
who  has  conceived  without  difficulty  and  has 
carried  previous  pregnancies  to  term.  It  has 
been  amply  shown  statistically  that  when  a 
patient  has  had  three  or  more  consecutive 
abortions  (habitual  abortion),  the  prognosis  for 
a subsequent  pregnancy  is  substantially  reduced, 
and  one  is  justified  in  postulating  a recurring 
etiologic  factor.7  It  should  be  pointed  out 
that  previous  fetal  complications  of  late  preg- 
nancy referable  to  an  inadequate  placenta  also 
are  factors  that  must  be  taken  into  account  in 
prognosticating  the  patient’s  future  childbearing 
potential. 

Conception-Effort  Time. — It  is  generally 
agreed  that  pregnant  patients  whose  conception 
is  delayed  are  more  likely  to  abort  than  those 
with  shorter  conception-effort  time.6,8  This 
variable  must  not  be  considered,  however, 
independently  of  previously  mentioned  factors. 

Endocrine  Imbalance. — Patients  who  have 
had  several  consecutive  spontaneous  abortions 
may  have  an  etiologic  background  similar  to 
that  of  patients  showing  infertility  and  pathologic 
manifestations  of  menstruation.9  The  function- 
ing quality  of  the  endometrium  and  later  the 
decidua  may  decide  the  fate  of  the  embryo  and 
fetus  by  affecting  development  of  the  chorion 
and  placenta.  The  relationship  between  the 
endometrium,  chorion,  and  formation  of  the 
decidua  is  crucial  in  deciding  the  type  of  placenta 
which  will  be  developed.  A well-developed 
placenta  will  produce  and  secrete  adequate 
amounts  of  estrogen  and  progesterone.  These 
steroids  not  only  keep  the  decidua  alive  and 
functioning,  but  also  increase  the  general  me- 
tabolism of  the  body  itself  so  that  more  food  ma- 
terial is  transferred  across  the  placenta  to  the 


fetus.  These  metabolic  and  hormonal  processes 
are  essential  for  fetal  growth.10 

Recently,  Dr.  Vincent  DeFeo,  from  the 
Department  of  Anatomy,  University  of  Chicago 
College  of  Medicine,  and  I have  had  the  oppor- 
tunity to  study  the  influences  of  graduated  dos- 
ages of  progesterone  (ratio  of  progesterone  to 
estradiol)  on  decidua,  secretory  activity,  vas- 
cularity, and  mesometrial  development  in  pseudo- 
pregnant rats. 

Cellular  distribution,  time  sequence,  and 
vascular  pattern,  including  extravasation,  follow 
normal  implantation  closely  if  there  is  good 
hormonal  support.  Poor  hormonal  support, 
particularly  progesterone  deficiency,  adversely 
affected  all  of  these  endometrial  responses. 
Glycogen,  one  of  the  primary  food  reserves  for 
the  developing  embryo,  is  strikingly  deficient 
under  such  circumstances.  There  appears  to 
be  a direct  relationship  between  hormonal  support 
and  the  development  of  enlarged  abundant 
sinusoids.  The  sinusoids  are  forerunners  of  the 
maternal  blood  channels  of  the  definitive  pla- 
centa, and  if  hormonal  deficiency  jeopardizes 
these  important  structures,  the  fetus  may  well  be 
placed  in  jeopardy.  Moreover,  inadequate  hor- 
monal support  of  pregnant  rats,  castrated  on  the 
fourth  day  after  fertilization  and  sacrificed  on 
the  ninth  day,  invariably  results  in  resorption 
or  replacement  of  the  embryo.  On  the  other 
hand,  if  the  pregnancy  is  supported  adequately 
with  exogenous  hormones,  embryonic  develop- 
ment usually  proceeds  normal]}". 

Principles  of  Management 

There  is  no  uniform  approach  to  diagnosis  or 
treatment  which  is  applicable  to  every  patient 
who  seeks  medical  assistance  because  of  infertil- 
ity and  repeated  abortion.  The  principal 
objective  in  management  of  such  cases  is  the 
restoration  of  all  demonstrable  medical,  ana- 
tomic, endocrinologic,  nutritional,  psychologic, 
and  other  defects  prior  to  and  during  pregnancy.3 
This  approach  to  management  requires  cooper- 
ation on  the  part  of  patients  who  must  present 
themselves  for  care  prior  to  conception.  It 
also  depends  on  an  acute  awareness  on  the  part 
of  all  physicians  that  the  success  of  pregnancy 
depends  in  large  measure  on  the  patient’s  medi- 
cal status  when  conception  occurs.  Therefore, 
it  follows  that  all  physicians,  regardless  of 
specialty,  play  a vital  role  in  ensuring  the 
satisfactory  outcome  of  pregnancy  when  treating 
patients  during  this  preconception  period.  The 
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correction  of  significant  defects  likely  to  influence 
the  maternal  organism  may  have  far  greater 
influence  on  successful  gestation  than  energetic 
treatment  carried  out  by  the  obstetrician  during 
pregnancy  after  the  patient  has  developed  signs 
and  symptoms  of  threatened  abortion.  Thus, 
in  the  broadest  sense,  obstetric  care  becomes  the 
responsibility  of  every  practicing  physician. 
It  is  very  important  that  he  prepare  his  patient 
for  her  responsibilities  of  reproduction  and  that 
he  help  her  select  the  optimal  time  for  concep- 
tion. 

More  specifically,  however,  aside  from  ade- 
quate nutrition,  correction  of  anemia,  psj^cho- 
therapy,  and  the  correction  of  ordinary,  de- 
tectable pathologic  conditions,  treatment  of  the 
past  decade  has  been  characterized  chiefly  by 
the  administration  of  hormones  and/or  vitamins, 
especially  C,  E,  and  K.11  The  value  of  one  or 
another  of  these  agents  has  been  disputed,  but 
there  is  reason  to  believe  that  selective  therapy 
in  cases  of  repeated  abortion  will  enhance  the 
probability  of  fetal  salvage.  The  basic  principles 
of  such  management  are  outlined  in  the  fore- 
going paragraphs. 

There  is  a synergism  between  the  secretion 
of  chorionic  gonadotropin  by  the  trophoblast 
and  the  secretion  of  progesterone  and  estrogen 
by  the  ovary.12  If  the  integrity  of  the  tropho- 
blast is  good,  a large  quantity  of  chorionic  go- 
nadotropin is  secreted,  and  it  stimulates  the  ovary 
to  maintain  an  adequate  output  of  progesterone 
and  estrogen.  The  latter  hormones  maintain 
the  endometrium  and  the  growth  of  the  tro- 
phoblast. A vicious  cycle  may  ensue,  however, 
when  ovarian  function  is  poor,  since  the  tropho- 
blast may  fail  to  develop  properly  if  the  endome- 
trium is  not  supported  adequately.  In  turn,  the 
chorionic  gonadotropin  secretion  is  low,  and  if 
the  corpus  luteum  is  not  highly  sensitive,  the 
latter  may  not  put  out  enough  steroids  to  keep 
the  decidua  healthy.  There  are  certain  enigmas 
about  this  intricate  interrelationship,  however, 
such  as  the  patient  who  goes  through  a normal 
pregnancy  despite  a low  urinary  pregnanediol 
level  during  the  early  months  of  gestation.  In 
general,  however,  proper  hormonal  support  of 
the  endometrium  during  implantation  and 
placentation  is  indispensable  to  satisfactory  fetal 
development. 

Thus,  a preconception  approach  designed  to 
prevent  a faulty  nidation  environment  is  one 
of  the  basic  tenets  of  management  in  selected 
patients  w'ho  have  demonstrated  a poor  obstetric 


history.  Ideally,  patients  are  best  investigated 
for  etiologic  factors  in  the  nonpregnant  state  so 
that  effective  therapy  can  be  instituted  prior  to 
or  in  the  cycle  in  which  pregnancy  occurs.  A 
patient  may  require  cyclic  hormone  therapy 
through  a number  of  menstrual  cycles  before  the 
endometrial  development  is  optimal  to  receive 
the  fertilized  ovum.  Estrogenic  hormones  may 
be  used  in  conjunction  with  a progestin  in  this 
preconception  therapy  because  of  its  “priming” 
influence  on  the  uterus.  This  hormone  also  can 
be  used  in  a small  minority  of  habitual  aborters 
in  whom  a deficient  estrogen  excretion  can  be 
demonstrated.9  The  routine  administration  of 
the  Smiths’  recommended  dosage  of  stilbestrol 
to  all  pregnant  women  has  not,  however,  in  most 
hands,  reduced  the  rate  of  occurrence  of  spon- 
taneous abortion  or  the  complications  of  late 
pregnancy  generally  attributed  to  inadequacy  of 
the  placenta.  Moreover,  the  use  of  stilbestrol 
in  patients  who  are  known  to  be  progesterone 
deficient  has  not  reduced  the  likelihood  of  abor- 
tion. 

If  selective  hormone  therapy  is  withheld 
until  the  patient  threatens  to  abort,  one  must 
resort  to  empiricism  in  instituting  therapy, 
and  the  results  are  less  than  ideal.  Attempts  to 
salvage  pregnancies  in  women  who  demonstrate 
low  chorionic  gonadotropin  levels  are  almost 
universally  unsuccessful.  In  these  circumstances 
the  pregnanediol  excretion  in  the  urine  is  usually 
below  normal.  Some  investigators  have  sug- 
gested that  since  the  lack  of  progesterone  is  a 
chief  factor  in  the  etiology  of  abortion,  the  rapid 
administration  of  this  hormone  is  the  most  logical 
treatment  when  abortion  threatens.13  With 
the  use  of  basal  temperature  curves,  treatment 
can  be  started  shortly  after  ovulation  and  con- 
tinued through  the  twentieth  week  of  pregnancy. 
Oral  preparations  are  preferable,  perhaps,  be- 
cause they  permit  continuous  therapy  without 
the  fluctuation  of  intermittent  injections. 
Others  believe  that  the  use  of  chorionic  gonado- 
tropin in  moderate  doses  is  more  logical  therapy 
because  it  will  maintain  the  endogenous  proges- 
terone secretion  by  stimulating  the  corpus 
luteum.  Wilson14  states  that  it  is  logical  to 
assume  that  the  administration  of  estrogens, 
progesterone,  and  chorionic  gonadotropin  might 
be  beneficial  in  selected  patients.  It  should 
be  emphasized,  however,  that  these  hormones 
must  be  administered  at  a time  when  the  ovary 
and  endometrium  are  still  responsive  to  exogenous 
stimulation. 
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Evidence  of  the  sudden  onset  of  hypothyroid- 
ism in  early  pregnancy  as  a cause  of  abortion 
is  somewhat  questionable ; however,  there  can  be 
little  doubt  that  the  presence  of  thyroid  hormone 
in  adequate  amounts  is  almost  always  necessary 
for  successful  pregnancy.  There  is  no  disa- 
greement that  the  hypothyroid  patient  should 
receive  treatment  prior  to  and  during  pregnancy, 
but  there  is  less  agreement  about  what  consti- 
tutes true  hypometabolism.15  Only  indirect  meth- 
ods are  available  to  diagnose  the  activity  of  the 
thyroid  gland.  It  should  be  kept  in  mind  that 
the  protein-bound  iodine  determinations  and 
radioactive  iodine  uptake  reflect  only  thyroxin 
production  rather  than  tissue  utilization.  More- 
over, there  is  little  agreement  concerning  the 
lower  ranges  of  a normal  basal  metabolic  rate. 
In  general,  however,  since  reproductive  function 
can  be  influenced  by  borderline  hypometabolic 
states,  it  seems  reasonable  when  treating  in- 
fertile women,  to  accept  any  value  below  “0” 
as  abnormal.  In  most  instances  the  severity  of 
the  reproductive  derangement  is  directly  related 
to  the  degree  of  thyroid  deficiency. 

In  the  patients  with  low  thyroid  function, 
several  months  of  therapy  are  advisable  prior 
to  pregnancy.  Desiccated  thyroid  can  be  used, 
usually  in  doses  of  32  to  96  mg.  a day,  although 
larger  doses  are  occasionally  needed.9  Care 
must  be  exercised  not  to  overtreat  the  patient, 
since  hyperthyroidism  may  predispose  to  early 
fetal  death.  It  should  be  emphasized  that 
hypometabolism  occurs  with  other  endocrine 
disturbances,  and  these  conditions  should  not 
be  overlooked. 

The  physician  who  does  not  have  direct  access 
to  an  endocrine  laboratorjr  frequently  despairs 
when  great  emphasis  is  placed  on  hormonal 
assays  and  determinations  in  selecting  appro- 
priate treatment  for  infertile  patients.  The  fact 
of  the  matter  is  that  much  can  be  inferred  about 
the  patient’s  endocrine  status  by  carefully 
viewing  the  pathologic  types  of  abortus  that  the 
patient  has  passed  in  previous  pregnancies.  If 
the  products  of  conception  have  been  markedly 
defective,  there  is  a great  likelihood  that  the 
patient  demonstrated  a very  low  chorionic  go- 
nadotropin and  frequently  low  progesterone  lev- 
els as  well.9  On  the  other  hand,  if  the  patient 
has  aborted  well-formed  fetuses,  the  likelihood  of 
these  fundamental  defects  are  much  less.  In 
the  latter  cases,  the  patient  may  exhibit  signs  of 
hypometabolism  if  she  has  an  endocrine  defect 
at  all,  but  in  all  such  cases  one  should  be  alerted 


to  the  possibility  of  other  etiologic  factors,  such 
as  medical  diseases,  anatomic  defects  of  the 
generative  tract,  uterine  or  pelvic  pathology, 
and  cervical  incompetence. 

It  should  be  borne  in  mind  that  certain  ana- 
tomic fundal  or  cervical  uterine  defects  are 
amenable  to  repair  prior  to  conception,  although 
metabolic  and  endocrine  defects  should  be 
evaluated  first.  Uteroplasty,  cervical  repair, 
removal  of  adnexal  pathology,  and  uterine  sus- 
pension may  be  helpful  surgical  adjuncts  to 
therapy  in  selected  cases.  Moreover,  a number 
of  diseases  may  be  associated  with  repeated 
early  fetal  death,  principally  syphilis,  chronic 
hypertensive  disease,  and  other  medical  condi- 
tions, both  acute  and  chronic.  Meticulous 
prenatal  care,  early  diagnosis,  and  specific  ther- 
apy when  indicated  may  improve  fetal  prognosis 
in  selected  cases.  In  certain  instances  these 
conditions  are  recurring  factors  in  fetal  loss 
through  several  pregnancies. 

Although  selective  therapy  will  alter  the  out- 
come in  only  a minority  of  all  cases  of  abortion, 
there  is  reason  to  believe  that  this  “rational” 
approach  to  habitual  aborters  will  enhance  the 
probability  of  fetal  salvage.  When  therapeutic 
indications  are  discovered  in  these  patients  and 
appropriate  therapy  is  given  to  correct  the  spe- 
cific defect  prior  to  and  during  pregnancy,  ap- 
proximately 85  per  cent  or  more  may  be  expected 
to  proceed  to  term  in  subsequent  pregnancies.9-11 
This  figure  far  exceeds  the  spontaneous  cure  rate 
for  such  patients.  It  should  be  pointed  out, 
however,  that  there  is  rarely  a single  cause  for 
abortion.  Moreover,  it  is  not  yet  clear  what  psy- 
chotherapeutic role  a specific  regime  of  therapy 
may  play  in  improving  the  over-all  salvage  rate. 
The  fact  that  equal  success  is  achieved  in  selected 
cases  regardless  of  the  method  of  treatment 
suggests  that  psychologic  factors  may  be  para- 
mount.1 This  possibility  should  not  mitigate 
our  enthusiasm  for  specific  therapeutic  agents, 
nor  should  it  lead  to  empiricism  in  managing 
such  patients. 

From  all  that  has  been  said  about  this  com- 
plex subject,  it  is  apparent  that  early  fetal 
wastage  is  a community  problem  of  the  first  order 
and  that  its  solution  depends,  in  part,  on  profes- 
sional as  well  as  lay  education.  The  persistently 
high  perinatal  rates  during  the  early  months  of 
pregnancy  stand  high  among  the  urgent  problems 
on  the  agenda  of  Public  Health  workers,  arid,  by 
the  same  token,  should  constitute  a primary 
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focus  of  attention  for  obstetricians  and  the  medi- 
cal profession  as  a whole. 
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Significant  advances  have  been  made  in  the 
understanding  of  the  normal  and  pathologic 
function  of  the  tigroid  gland  since  the  develop- 
ment of  two  new  investigative  tools.  These 
are  the  quantitative  chemical  determination  of 
the  circulating  thjToid  hormone  (serum  pro- 
tein-bound iodine)  and  the  use  of  tracer  doses  of 
radioactive  iodine  to  measure  the  avidity  of  the 
thyroid  gland  for  iodide  (thyroid  uptake  of  I131). 
Since  these  tools  now  have  become  more  readily 
available  to  the  practitioner,  it  seems  timely  to 
review  the  relative  merits  of  the  various  thyroid 
tests  in  assaying  the  functional  status  of  the 
gland  in  the  common  physiologic  and  pathologic 
states. 

An  attempt  will  be  made  to  explain  the  clinical 
value  of  these  tests.  However,  to  make  the 
conclusions  readily  understandable: 

1.  The  physiologic  significance  of  each  test 
will  be  discussed. 

2.  The  normal  interrelation  between  the 
pituitary  gland,  the  thyroid  gland,  and  the 
peripheral  tissue’s  utilization  and  destruction  of 
the  hormone  will  be  reviewed. 

3.  The  ways  in  which  pathologic  states  upset 
this  homeostasis  of  the  pituitary-thyroid-tissue 
triad  will  be  discussed. 

4.  Our  results  in  utilizing  this  interrelation- 
ship to  diagnose  pathologic  states  will  be  pre- 
sented. 

Physiologic  Significance  of  Thyroid 
Tests 

Twenty-four  Hour  Thyroid  Uptake  of 
I131. — The  thyroid  uptake  of  radioactive  iodide 
twenty-four  hours  after  the  ingestion  of  I131 
depends  directly  on  the  avidity  of  the  gland  for 
iodide  and  inversely  on  the  discharge  of  newlv- 
formed  thyroid  hormone.  Normally,  15  to  50 
per  cent  of  the  ingested  dose  is  in  the  thyroid 
gland.  In  hypothyroidism,  very  little  iodide  is 
accumulated  by  the  gland  so  that  the  uptake 


usually  is  less  than  10  per  cent  of  the  ingested 
dose.  In  hyperthyroidism,  the  gland  avidly  con- 
centrates iodide,  and  the  uptake  in  twenty-four 
hours  usually  exceeds  50  per  cent  of  the  dose. 
In  severe  hyperthyroidism,  however,  the  rate  of 
formation  and  discharge  of  the  hormone  from 
the  thyroid  gland  may  exceed  the  rate  of  iodide 
trapping  six  to  eight  hours  after  ingestion  of 
I131.  Thus,  the  uptake  at  six  to  eight  hours  may 
exceed  the  twenty-four  hour  uptake. 1 Because  of 
this  fact  there  are  many  variations  in  technics 
of  measuring  uptake  of  I131.  Some  clinics 
measure  the  uptake  at  one,  three,  six,  eight, 
twenty-four,  or  forty-eight  hours.  Others  test 
the  urinary  excretion  at  twenty-four  and  forty- 
eight  hours.  Still  others  measure  the  amount  of 
radioactive  iodine  attached  to  newly-formed 
serum  protein  (protein-bound  I131).2’3  This 
latter  is  a good  physiologic  test,  since  it  measures 
the  rate  of  secretion  of  the  newly-formed  thyroid 
hormone.  Probably  the  most  accurate  test  for 
the  determination  of  Ityperthvroidism  is  the 
measurement  of  thyroid  clearance.2’4  As  a 
routine  test,  this  has  disadvantages.  It  neces- 
sitates the  use  of  intravenous  administration  of  the 
I131.  It  also  requires  the  determination  of  the 
I131  in  the  blood  and  urine,  and  counting  for 
thirty  minutes  over  the  tltyroid  area  as  compared 
to  five  minutes  for  an  uptake  test.  One  must  also 
administer  large  tracer  doses  of  I131.  Further- 
more, it  is  of  no  value  in  the  diagnosis  of  hypo- 
thyroidism. Our  experience  has  been  limited  to 
the  use  of  the  twenty-four  hour  thyroid  uptake. 

Serum  Protein-Bound  Iodine .-^-The  chem- 
ical determination  of  the  serum  protein-bound 
iodine  measures  the  amount  of  the  thyroid 
hormone  attached  to  the  serum  protein.  Usu- 
ally, almost  all  of  this  is  thyroxine.  A more 
accurate  but  more  laborious  method  of  determin- 
ing the  serum  thyroid  hormone  level  is  to  extract 
the  serum  protein-bound  iodine  with  butanol  and 
measure  the  butanol-extractable  iodine.  When 
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excess  inorganic  iodide  or  organic  iodides  (for 
x-ray  studies  of  the  gallbladder,  etc.)  have  been 
administered,  the  protein-bound  iodine  often 
will  be  excessively  high  for  months  or  years.  In 
these  cases  the  butanol-extractable  iodine  usually 
measures  only  the  thyroid  hormone.  Also,  in 
certain  cases  of  congenital  goiters  and  thyroiditis 
the  protein-bound  iodine  may  be  excessively 
high,  since  it  measures  iodide  compounds  other 
than  thyroid  hormone.5  In  these  cases,  too,  the 
butanol-extractable  iodine  is  a more  accurate 
assay  of  functioning  thyroid  hormone. 

Basal  Metabolism  Rate, — The  determina- 
tion of  the  basal  metabolism  rate  measures  the 
impact  of  the  thyroid  hormone  on  the  body 
metabolism.  Keating6  has  recently  written  a 
detailed  plea  for  the  continued  use  of  this  test. 
Although  it  is  still  the  most  widely  used  test  of 
thyroid  function,  the  above  discussed  newer 
tests  are  replacing  this  time-honored  procedure 
in  most  hospital  centers.  The  reasons  for  the 
relative  abandonment  of  the  basal  metabolism 
rate  are  man}'.  First,  there  is  difficulty  in  obtain- 
ing physical  and  psychologic  relaxation  of  the 
patients.  There  is  also  approximately  a 40  per 
cent  error  in  the  diagnosis  of  Graves’  disease. 
In  addition,  heart  disease,  hypertension,  and 
malignancy  affect  the  metabolism.  Last,  there 
are  the  errors  inherent  in  the  universally  used 
close-circuit  method.7 


Clinical  Experiments  Elucidating 
Normal  Pi tuitary-  Thyroid - Tissue 
Interrelationship 

In  animal  studies  it  has  been  amply  demon- 
strated that  thyroid  atrophy  results  from  hypo- 
physectomy  and  that  thyroid  function  and 
structure  return  to  normal  after  the  injection  of 
a preparation  of  the  thyroid-stimulating  hormone 
of  the  pituitary.  Human  hypopituitarism  is 
usually  associated  with  secondary  hypothyroid- 
ism. Li,  et  al .8  have  demonstrated  that  within 
four  weeks  of  total  removal  of  the  pituitary  for 
the  treatment  of  breast  cancer,  the  serum  protein- 
bound  iodine  and  the  thyroid  uptake  of  I131  have 
fallen  to  subnormal  levels.  The  intramuscular 
injection  of  10  mg.  of  pituitary  thyroid-stimulat- 
ing hormone  into  the  normal  human  patient 
causes  a prompt  rise  of  both  the  serum  protein- 
bound  iodine  and  the  thyroid  uptake  of  I131  to 
levels  above  the  normal  range.9  Similar  results 
are  noted  if  thyroids  timulating  hormone  is  in- 
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Fig.  1.  Serial  studies  of  thyroid  function  after  re- 
moval of  a struma  ovarii.  “From  Perlmutter,  Martin, 
and  Mufson,  Monroe,  Inhibition  of  a Cervical  Thyroid 
Gland  by  a Functioning  Struma  Ovarii.  The  Journal 
of  Clinical  Endocrinology  11 : 621  (June)  1951.  Cour- 
tesy of  Charles  C Thomas,  Publisher.” 


jected  for  three  to  four  days  into  patients  whose 
pituitary  function  is  subnormal.  However,  there 
is  no  response  to  thyroid-stimulating  hormone  in 
patients  with  primary  hypothyroidism.10  Thus, 
in  the  human,  as  well  as  in  the  experimental 
animal,  the  thyroid  function  is  under  pituitary 
control. 

The  thyroid-stimulating  hormone  content  of 
the  pituitary  gland  of  the  rat  that  is  fed  thyroid 
hormone  is  only  about  5 per  cent  of  that  of  con- 
trol rats.11  The  continued  ingestion  of  thyroid 
hormone  causes  atrophy  of  the  thyroid  gland  and 
decreased  ability  of  the  gland  to  concentrate 
iodide  and  to  convert  it  into  thyroid  hormone. 

Our  laboratory  became  interested  in  this  prob- 
lem when  we  studied  the  thyroid  function  of  a 
woman  immediately  after  the  removal  of  a 
struma  ovarii.12  As  noted  in  Figure  1,  within 
two  weeks  after  removal  of  the  ovarian  teratoma, 
which  was  filled  with  thyroid  acini  and  had  a 
high  content  of  thyroid  hormone  (protein-bound 
iodine),  the  serum  protein-bound  iodine  fell 
from  over  7 to  below  3 gamma  per  cent.  (The 
normal  range  of  serum  protein-bound  iodine  in 
our  laboratory  is  3 to  7 gamma  per  cent.)  During 
the  first  three  weeks  after  oophorectomy  there  was 
no  function  of  the  thyroid  gland  in  the  neck  as 
demonstrated  by  thyroid  uptakes  of  less  than 
3 per  cent  of  the  ingested  iodide.  (The  normal 
range  is  from  15  to  50  per  cent.)  During  the 
fourth  and  fifth  week  postoperatively,  the  cervical 
thyroid  gland  began,  to  function  normally.  The 
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Fig.  2.  Serial  studies  of  thyroid  function  after  cessa- 
tion of  ingestion  of  thyroid  hormone. 


uptake  was  25  per  cent  and  the  serum  protein- 
bound  iodine  was  3.5  and  5 gamma  per  cent. 
It  is  of  interest  to  note  that  the  basal  metabolism 
rate  showed  no  significant  change  during  the  pe- 
riod when  the  other  two  tests  were  changing 
greatly.  These  data  were  interpreted  as  indicat- 
ing that  the  thyroid  hormone  secretion  of  the 
ovarian  teratoma  had  inhibited  the  function  of 
the  cervical  thyroid  gland.  Within  a month 
after  the  removal  of  the  ovarian  tumor,  the  thy- 
roid gland  began  to  function  normally. 

We  then  studied  the  thyroid  function  of  three 
obese  women  who  were  ingesting  between  three 
and  ten  gr.  of  desiccated  thyroid  per  day  (Fig. 
2). 13  While  they  were  taking  the  thyroid  hor- 
mone, the  thyroid  uptakes  remained  below  4 
per  cent,  and  the  serum  protein-bound  iodine 
levels  were  between  4 and  5 gamma  per  cent. 
Thus,  despite  prolonged  overindulgence  in  thy- 
roid hormone,  the  serum  levels  remained  normal. 
Two  weeks  after  cessation  of  hormone  therapy 
the  serum  levels  of  two  patients  dropped  below  2 
gamma  per  cent,  and  the  thyroid  uptakes  re- 
mained below  normal.  This  was  interpreted  as 
indicating  that  the  previously  ingested  hormone 
was  being  metabolized  and  that  no  endogenous 
hormone  was  as  yet  being  formed  to  replace  it. 
Within  one  month  after  cessation  of  the  hormone 
ingestion,  the  thyroid  glands  of  all  three  patients 
were  concentrating  iodide  at  a rather  rapid 
rate.  The  uptakes  ranged  between  46  to  58 


Fig.  3.  Effect  of  10  mg.  of  thyroid-stimulating  hor- 
mone on  the  normal  thyroid  gland  before  and  during 
inhibition  caused  by  the  ingestion  of  thyroid  substance. 


TABLE  I. — Causes  of  High  Thyroid  Iodide  Uptake 


Hyperthyroidism1* 

Cured  Graves’  disease15-17 
Inadequate  thyroid  hormone  production 
Iodide  deficient  diet18 

Goitrogen  or  antithyroid  drug  ingestion19!20 
Inefficient  thyroid  gland  with  goiter20-23 
Excessive  loss  of  thyroid  hormone 
Urinary  loss  in  nephrosis13!24 
Stool  loss  after  ingestion  of  soy  flour25 
Physiologic  hyperfunction 

Cessation  of  thyroid  hormone  ingestion13 

Pregnancy26!27 

Cold  environment28 


per  cent.  The  serum  protein-bound  iodine 
returned  to  normal  levels. 

The  above  two  studies  indicated  that  the  thy- 
roid gland  of  the  normal  patient  can  be  inhibited 
by  thyroid  hormone.  An  investigation  was  then 
undertaken  to  determine  the  mechanism  whereby 
ingested  thyroid  hormone  did  inhibit  the  thyroid 
gland.9  Since  we  were  unable  to  measure  serum 
thyroid-stimulating  hormone  levels,  we  chose 
an  indirect  method  of  determining  whether  the 
ingested  hormone  inhibited  the  thyroid  gland 
directly  or  indirectly  via  the  suppression  of 
pituitary  function.  The  effect  of  an  intra- 
muscular injection  of  thyroid-stimulating  hor- 
mone on  the  thyroid  uptake  of  iodide  and  the 
serum  protein-bound  iodine  of  normal  patients 
was  determined  (Fig.  3 and  Table  I).  Then, 
after  the  effect  of  thyroid-stimulating  hormone 
had  abated,  240  mg.  of  desiccated  thyroid  was 
ingested  daily  for  two  to  four  weeks.  The  thy- 
roid uptake  was  markedly  depressed,  and  the 
serum  protein-bound  iodine  level  was  normal  at 
this  time.  The  effect  of  the  injection  of  an 
identical  dose  of  thyroid-stimulating  hormone  on 
the  function  of  the  inhibited  thyroid  gland  was 
then  determined.  It  was  observed  that  the 
effect  of  thyroid-stimulating  hormone  was  as 
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great  or  even  greater  on  the  gland  inhibited  by 
thyroid  hormone  ingestion  than  on  the  normal 
gland.  It  was  therefore  concluded  that  an  in- 
creased available  circulating  thyroid  hormone 
primarily  decreased  the  availability  of  thyroid- 
stimulating  hormone  and  thus  indirectly  inhibited 
thyroid  gland  function. 

Diagnostic  Application  of  Ability  to 
Inhibit  Thyroid  Function  by  Thyroid 
Hormones 

The  experimental  studies  presented  above 
demonstrate  that  the  normal  gland  can  be  in- 
hibited by  the  ingestion  of  thyroid  hormone.  In 
Graves’  disease  the  pituitary-thyroid  axis  con- 
tinues to  be  hyperactive  despite  the  increase  in 
circulating  thyroid  hormone.  Thus,  it  is  not 
surprising  to  find  that  the  ingestion  of  thyroid 
hormone  fails  to  decrease  the  uptake  of  iodide 
by  the  hyperthyroid  gland.  On  the  other  hand, 
a high  uptake  of  I131  by  the  thyroid  gland  may  be 
a compensatory  hyperfunction  because  of  an 
inadequate  supply  of  thyroid  hormone.  This 
deficiency  in  thyroid  hormone  availability  may 
be  due  to  an  iodine-deficient  diet,  an  inefficient 
thyroid  gland,  or  an  increased  loss  of  thyroid 
hormone  via  the  urine  or  stool  (Table  I).  In 
these  instances  the  ingestion  of  thyroid  hormone 
will  compensate  for  the  deficiency  and  inhibit 
the  pituitary-thyroid  axis.  The  thyroid  iodine 
uptake  will  decrease. 

During  the  past  five  to  ten  years,  it  has 
become  apparent  that  a considerable  number  of 
patients  who  do  not  have  hyperthyroidism  do 
have  thyroid  iodine  uptakes  which  are  border- 
line high  or  above  the  normal  range.  In  an 
attempt  to  differentiate  between  hyperthyroid  and 
euthyroid  patients,  all  of  whom  had  these  high 
I131  uptakes,  the  twenty-four  hour  uptake  was 
determined  both  before  and  immediately  after 
one  to  two  weeks  ingestion  of  either  desiccated 
thyroid  hormone  or  triiodothyronine.  In  Figure 
4 it  will  be  noted  that  the  uptake  of  most  euthy- 
roid patients  decreased  by  more  than  30  per  cent 
of  the  original  value,  while  those  of  the  hyper- 
thyroid patients  did  not  decrease  by  more  than 
10  per  cent.29  Greer  and  Smith30  and  Werner 
and  Spooner31  have  reported  similar  results.  We 
have  found  this  test  most  useful  in  its  clinical 
application.  In  patients  with  a questionable 
clinical  thyroid  status  who  have  slightly  elevated 
uptakes,  the  lack  of  decline  of  the  uptake  after 


Fig.  4.  The  ingestion  of  triiodothyronine  induced  a 
decrease  of  less  than  20  per  cent  of  the  initial  radio- 
active iodine  (I131)  uptake  in  30  of  31  hyperthyroid 
patients  and  a decrease  of  more  than  30  per  cent  of  the 
initial  I131  uptake  in  78  of  82  euthyroid  subjects. 
(Reproduced  by  permission  of  the  Journal  of  the  Ameri- 
can Medical  Association.) 

thyroid  hormone  ingestion  is  almost  conclusive 
proof  of  hyperthyroidism.  On  the  other  hand, 
a marked  decline  after  thyroid  hormone  strongly 
suggests  that  hyperthyroidism  is  not  present  and 
that  another  cause  of  thyroid  hyperactivity  is  to 
be  sought  (Table  I). 

Effect  of  Various  Thyroid  Hormones  on 
Serum  Protein- Bound  Iodine 

In  the  normal  subject  the  ingestion  of  2 to  4 
gr.  of  desiccated  thyroid  usually  fails  to  signifi- 
cantly alter  the  serum  protein-bound  iodine. 
However,  in  acute  experiments  of  one  to  two 
weeks  there  may  be  a minimal  increase.  The 
serum  protein-bound  iodine  of  the  myxedematous 
patient  rises  to  normal  levels  with  the  ingestion 
of  adequate  desiccated  thyroid.  Triiodothy- 
ronine has  a different  effect  from  desiccated 
thyroid  on  the  serum  protein-bound  iodine  of 
both  the  normal  and  myxedematous  subject. 
Amounts  of  triiodothyronine  adequate  to  restore 
the  myxedematous  patient  to  clinical  euthy- 
roidism  fail  to  raise  the  serum  protein-bound 
iodine  to  normal  levels.  In  the  normal  subject 
the  serum  protein-bound  iodine  falls  after  the 
ingestion  of  triiodothyronine.  The  apparent 
paradoxic  effect  of  triiodothyronine  may  be 
explained  by  the  observation  that  thyroid-binding 
protein  of  the  serum  holds  on  to  thyroxine  more 
firmly  than  to  triiodothyronine.32  Thus,  the 
ingested  triiodothyronine  may  more  rapidly  pass 
from  the  blood  to  the  tissues.  In  normal  patients 
the  triiodothyronine  inhibits  the  formation  of 
thyroxine  and  since  the  triiodothyronine  also 
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passes  through  the  blood  more  rapidly,  there  is  a 
fall  in  protein-bound  iodine.  It  is  of  interest  to 
note  that  two  analogues  of  triiodothyronine — 
triiodothyronine  acetate  and  proprionate — cause 
a slight  elevation  of  serum  protein -bound  iodine.15 
Thus,  they  resemble  thyroxine  rather  than 
triiodothyronine  in  their  effect  on  serum  protein- 
bound  iodine. 

Specific  Status  of  Tests  in  Post- 
therapeutic  State  of  Graves 9 Disease 

Experience  in  the  management  of  patients 
with  Graves’  disease,  after  adequate  surgical  or 
radioactive  iodine  therapy,  has  revealed  that  the 
thyroid  remnant  may  continue  to  act  like  hyper- 
thyroid tissue.16-17-33-34  Despite  the  fact  that 
these  patients  have  become  euthyroid,  they  may 
continue  to  have  high  thyroid  iodine  uptakes, 
and  the  ingestion  of  thyroid  hormone  may  fail 
to  cause  a drop  in  uptake.17  Thus,  iodine  uptake 
tests  may  be  deceptive  after  treatment  of  the 
hyperthyroid  patient.  In  this  status,  the  chem- 
ically determined  serum  protein-bound  iodine  has 
been  found  to  be  a very  reliable  index  of  the 
thyroid  function  and  agrees  with  the  clinical 
condition.  Silver  et  aZ.84  have  clearly  reported 
similar  conclusions. 

Testing  and  Treating  Thyroid  Nodules 

Thyroid  nodules,  especially  the  solitary  ones* 
have  been  considered  potentially  malignant. 
Thus,  they  have  been  removed  almost  univer- 
sally. However,  some  authorities  have  pointed 
out  the  great  incidence  of  nodular  goiter  and  the 
rarity  of  thyroid  cancer.  We  sought  a physio- 
logic test  which  could  differentiate  between  those 
nodules  which  might  be  malignant  and  the  benign 
hyperplastic  nodules.  It  has  been  demonstrated 
by  radioautographic  studies  that  the  normal 
pericancerous  thyroid  tissue  concentrates  I131 
much  more  avidly  than  does  thyroid  cancer 
tissue.35  -38  Therefore,  it  seemed  logical  that  the 
cancerous  nodules  would  concentrate  less  I131 
than  the  non-nodular  tissue,  while  hyperplastic 
benign  nodules  would  concentrate  more  of  the 
isotope  than  the  non-nodular  tissue.  There  are  a 
few  potential  errors  in  this  reasoning.  An 
inactive  nodule  may  be  surrounded  by  active 
tissue  and  the  clinical  test  might  reveal  an 
apparently  active  nodule.  Because  of  this 
possibility,  we  classify  nodules  as  “hot”  (at  least 
25  per  cent  more  active  than  the  rest  of  the  gland) 
or  “cold”  (equal  to  or  less  active  than  the  rest  of 


the  gland).  We  then  removed  all  of  the  “hot” 
and  “cold”  nodules.  In  our  original  series  none 
of  the  “hot”  nodules  and  23  per  cent  of  the  “cold” 
nodules  were  malignant.  It  would  seem  that 
“cold”  nodules  should  be  removed.39 

Present  Clinical  Value  of  Basal 
Metabolism  Rate , / 131  Tests , and 
Serum  Protein -Bound  Iodine 

Basal  Metabolism  Rate. — Although  this 
test  is  being  replaced  by  the  newer  methods, 
it  is  the  only  one  of  the  three  tests  that  can  assay 
thyroid  function  in  the  patient  who  has  received 
organic  or  inorganic  iodides.  Perhaps  the  more 
widespread  use  of  the  butanol  extraction  as  part 
of  the  serum  protein-bound  iodine  determination 
may  prove  more  valuable  than  the  basal  metabo- 
lism rate. 

The  clinical  severity  of  the  hyperthyroid  state 
is  more  closely  paralleled  by  the  level  of  the  serum 
protein-bound  iodine  and  the  basal  metabolic 
rate  than  by  the  iodide  uptake  tests.  In  observ- 
ing the  change  of  status  of  a patient  with  thyroid 
disease  under  treatment  for  either  hyperthy- 
roidism or  hypothyroidism,  either  the  serial 
determination  of  the  serum  protein-bound  iodine 
or  the  basal  metabolism  rate  are  of  greater  value 
than  serial  I131  uptake  studies. 

Of  the  three  tests  the  basal  metabolism  rate 
is  the  only  one  that  is  abnormally  elevated  in 
hypermetabolism  without  hyperthyroidism,  such 
as  in  pheochromocvtoma,  malignancy,  etc. 

Sebum  Protein-Bound  Iodine. — This  test  is 
the  most  valuable  of  the  three  in  the  laboratory 
appraisal  of  the  amount  of  hormone  available  to 
the  peripheral  tissues  in  hypothyroidism ; in 
nodular  goiters  associated  with  either  hypothy- 
roidism, euthyroidism  or  hyperthyroidism ; during 
the  therapy  of  hyperthyroidism  with  antithyroid 
drugs  or  I131,  and  after  therapy  of  hyperthy- 
roidism by  either  surgery  or  radioactive  iodine. 
As  mentioned  previously,  the  protein-bound 
iodine  may  be  deceptively  low  when  triiodothy- 
ronine is  being  used  to  treat  a hypothyroid  state 
and  at  times  may  be  deceptively  high  with  thy- 
roxine or  desiccated  thyroid  administration. 

Thyroid  Uptake  of  I131. — Of  all  the  routine 
tests,  the  twenty-four  hour  uptake  of  iodide  is 
the  most  satisfactory  in  the  diagnosis  of  Graves’ 
disease,  subacute  thyroiditis,  and  thyrotoxicosis 
factitia.  Since  there  is  little  correlation  between 
the  height  of  iodine  uptake  and  the  severity  of  the 
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hyperthyroidism,  the  I131  uptake  test  has  proved 
to  be  most  valuable  in  differentiating  between  the 
borderline  case  of  Graves’  disease  and  other 
clinical  states  simulating  this.  In  minimal 
hyperthyroidism,  the  serum  protein-bound  iodine 
and  basal  metabolism  rate  values  are  apt  to  be 
borderline  and,  therefore,  of  little  diagnostic 
value.  However,  the  iodine  uptake  may  be 
very  high  in  these  patients  with  mild  hyper- 
thyroidism. In  subacute  thyroiditis  the  uptake 
of  I131  is  usually  less  than  5 per  cent.  In  approx- 
imately 20  patients  with  subacute  thyroiditis, 
only  twice  was  the  uptake  greater  than  15  per 
cent.  In  the  others  it  was  less  than  5 per  cent. 
Thyrotoxicosis  factitia  is  a psychiatric  condition 
in  which  the  patient  ingests  large  doses  of  thyroid 
hormone  surreptitiously.  The  only  laboratory 
test  that  can  differentiate  this  condition  from 
Graves’  disease  is  the  thyroid  uptake  of  iodide. 
The  serum  protein-bound  iodine  and  the  basal 
metabolism  rate  are  abnormally  high  in  both 
conditions.  In  thyrotoxicosis  factitia,  the  uptake 
is  less  than  10  per  cent  while  in  Graves’  disease 
it  usually  exceeds  50  per  cent. 

Effect  of  Thyroid  Hormone  Ingestion  on 
Thyroid  Iodine  Uptake. — Table  I lists  the 
conditions  which  are  associated  with  an  elevated 
thyroid  accumulation  of  iodide.  Since  hyper- 
thyroidism does  not  exist  in  most  of  these  states, 
it  is  helpful  to  note  that  the  uptake  of  iodide 
drops  to  less  than  two  thirds  of  its  initial  value 
after  the  ingestion  of  thyroid  hormone.  In  true 
hyperthyroidism  there  is  little,  if  any,  fall  (usually 
it  is  less  than  10  per  cent  of  the  initial  value). 
An  insignificant  fall  in  uptake  also  has  been  seen 
in  some  euthyroid  patients  with  the  exoph- 
thalmic component  of  Graves’  disease  and  in 
patients  whose  hyperthyroidism  has  been  cured 
by  either  medical  or  surgical  therapy.40  These 
patients  may  still  retain  abnormally  high  thy- 
roid iodide  uptake  and/or  the  inability  to  inhibit 
the  thyroid  uptake  by  the  ingestion  of  thyroid 
hormone.  In  these  cases  the  determination  of 
the  serum  protein-bound  iodine  is  the  best 
laboratory  test  for  determining  the  physiologic 
status  of  the  thyroid. 

Effect  of  Thyroid-Stimulating  Hormone 
Injection  on  Thyroid  Uptake  and  Serum 
Protein-Bound  Iodine  Level. — The  iodide  up- 
take may  be  very  low  in  patients  who  have  hypo- 
thyroidism, hypopituitarism,  or  in  normal  sub- 
jects ingesting  thyroid  hormone.  The  uptake  of 
iodide  and  the  serum  protein-bound  iodine  level 


are  raised  after  the  injection  of  thyroid-stimulat- 
ing hormone  for  three  to  four  days  in  the  normal 
patient  and  the  patient  with  hypopituitarism, 
but  not  in  the  patient  with  primary  hypothy- 
roidism.10 This  observation  has  been  found  use- 
ful in  the  differential  diagnosis  of  primary  from 
secondary  hypothyroidism.  This  is  of  practical 
importance,  since  the  use  of  thyroid  hormone  re- 
placement therapy  in  hypopituitarism  may  result 
in  a state  of  adrenocortical  insufficiency.  There- 
fore, the  development  of  collapse  in  a patient  with 
hypothyroidism,  who  is  receiving  thyroid  hormone 
therapy,  should  alert  the  clinician  to  the  possibil- 
ity of  masked  pituitary  failure. 

Determination  of  Relative  Activity  of  a 
Thyroid  Nodule. — This  test  seems  to  be  of 
greatest  value  in  the  differentiation  between  the 
possibly  malignant  “cold”  nodule  and  the  “hot” 
nodule,  which  appears  to  be  a benign  hyper- 
plastic lesion  in  the  vast  majority  of  cases.  Both 
in  the  euthyroid  state  and  in  the  hyperthyroid 
state,  the  “cold”  nodule  is  a possibly  malignant 
lesion  and  should  be  removed.  However,  the 
“hot”  nodule  in  the  euthyroid  state  may  be 
treated  with  thyroid  hormone  ingestion  and  in  the 
hyperthyroid  state  with  radioactive  iodine. 

Masked  hyperthyroidism  is  another  state  in 
which  the  determination  of  the  relative  activity 
of  a thyroid  nodule  may  be  helpful.  These 
patients  are  usually  elderly  and  have  minimal 
signs  of  hyperthyroidism,  yet  they  usually  do 
have  a nodular  goiter.  The  twenty-four  hour 
thyroid  uptake  of  iodide  often  is  within  normal 
limits.  Thus  the  diagnosis  of  hyperthyroidism 
easily  may  be  missed.  However,  these  nodules 
are  “hot,”  and  they  are  not  inhibited  by  the 
ingestion  of  thyroid  hormone.  Furthermore,  the 
serum  protein-bound  iodine  is  elevated.  Appro- 
priate medical  or  surgical  therapy  results  in 
marked  clinical  improvement. 

Conclusion 

Quite  frequently  a combination  of  the  above 
discussed  thyroid  function  tests  are  necessary  in 
order  to  accurately  assay  the  physiologic  and/or 
pathologic  status  of  the  thyroid  gland.  Table 
II  lists  what  we  have  found  to  be  the  most 
appropriate  tests  for  certain  conditions. 

Finally,  I should  like  to  quote  Rail’s41  con- 
clusion in  his  review  of  radioactive  iodine  in  the 
diagnosis  of  thyroid  disease:  “Careful  application 
of  appropriate  tests  will  serve  to  establish  a 
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TABLE  II. — Most  Appropriate  Tests  for  Diagnosing 
Thyroid  Conditions 


Condition 

Tests 

Primary  hypothyroidism 

Protein-bound  iodine,  iodide 
uptake,  protein-bound 

1131 

Hypopituitarism 

Effect  of  thyroid-stimulat- 
ing hormone  on  protein- 
bound  iodine,  iodide  up- 
take 

Borderline  Graves’  disease 

Iodide  uptake,  effect  of 
thyroid  hormone  inges- 
tion on  iodide  uptake 

Patient  contaminated  with 

Basal  metabolism  rate, 

iodide 

butanol  extracted  pro- 
tein-bound iodine 

Graves’  disease  during  or 

Protein-bound  iodine,  basal 

after  therapy 

metabolism  rate 

biochemical  diagnosis  of  thyroid  disease  in  most 
individuals.  Clinical  judgement,  however,  re- 
mains the  final  factor  in  establishment  of  a 
diagnosis.” 
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There  are  close  to  two  million  persons  with  syphilis 
in  this  country,  and  each  year  there  are  one  million 
new  cases  of  gonorrhea,  according  to  the  publication 
“Patterns  of  Disease,”  prepared  by  Parke,  Davis  & 
Company  for  the  medical  profession.  The  reported 


incidence  of  gonorrhea  is  over  30  times  greater  for 
nonwhite  persons  than  for  the  white  population, 
although  it  has  been  suggested  that  this  tremendous 
difference  may  be  due  in  part  to  under-reporting  in 
the  white  population. 
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The  liver  has  four  major  anatomic  and 
physiologic  components:  a circulatory 

system,  biliary  system,  reticuloendothelial  cells, 
and  parenchymal  cells.  Normally,  parenchymal 
and  reticuloendothelial  cells  lie  between  the 
vascular  bed,  lymphatics,  and  biliary  tract  and 
maintain  a constant  interchange  with  these 
systems.  The  center  of  hepatic  lobular  activity 
occurs  in  the  acinus,  the  parenchymal  cells 
situated  around  the  terminal  branches  of  the 
portal  vein,  the  hepatic  artery,  and  bile  ducts.1 
Hepatic  disease  produces  signs  and  symptoms 
by  interfering  with  normal  activity  of  the  acinus 
or  its  vascular  or  biliary^  network.  In  acute 
liver  injury,  necrosis,  liver  cell  degeneration, 
and  inflammation  account  for  encountered 
functional  alterations.  In  chronic  liver  disease, 
fibrosis,  liver  cell  regeneration,  and  development 
of  intrahepatic  and  extrahepatic  collateral 
circulation  are  responsible.  The  clinician  may 
evaluate  functional  reserve  of  the  major  anatomic 
components  and  thereby  help  to  establish  the 
nature  and  extent  of  hepatic  disease.  This 
paper  reviews  current  concepts  of  the  use  of 
available  biochemical,  physiologic,  histologic, 
and  radiologic  procedures  in  evaluating  the 
diseased  liver. 

Circulatory  Studies 

Circulatory  abnormalities  in  liver  disease 
are  responsible  for  the  manifestations  of  portal 
hypertension  including  splenomegaly,  esophageal 
varices,  ascites,  and  symptoms  incident  to  a 
circulatory  bypass.  Therefore,  it  is  desirable 
to  know  the  effects  of  liver  injury  on  intrasinusoid 
pressure,  hepatic  blood  flow,  and  development 
of  collaterals.  Intrasinusoid  pressure  may  be 
measured  directly  through  hepatic  vein  catheteri- 
zation2 or  transhepatic  percutaneous  puncture,3 
and  indirectly  by  transesophageal  manometric 
studies,4  or  intrasplenic  pressure  studies.6 

The  safety  and  ready  availability  of  hepatic 
vein  catheterization  in  centers  with  cardiac 
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Fig.  1.  Cournand  catheter  in  the  right  hepatic  vein. 


catheterization  units  has  led  to  widespread  use 
of  this  method  (Fig.  1).  A normal  wedged 
hepatic  venous  pressure  is  no  greater  than  12  mm. 
of  mercury.  Intrahepatic  disease  produces 
varying  degrees  of  intrasinusoid  hypertension.6 
The  intrasplenic  pulp  pressure  may  be  measured 
more  readily,  but  this  method  is  limited,  since 
it  should  not  be  employed  in  patients  with 
bleeding  tendencies.  A combination  of  wedged 
and  intrasplenic  pressure  increases  the  accuracy 
of  these  measurements.  An  elevated  wedged 
pressure  and  a normal  intrasplenic  pressure  are 
characteristic  of  the  patient  who  has  spontaneous 
or  surgically  induced  collaterals.  A low  wedged 
pressure  and  an  increased  intrasplenic  pressure 
are  seen  in  an  extrahepatic  portal  block.  In 
patients  with  intrasinusoid  hypertension,  serial 
pressure  measurements  correlated  with  histology 
facilitate  objective  evaluation  of  the  effective- 
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Fig.  2.  Moderate  cirrhosis  of  liver  with  numerous  new 
blood  vessels  in  connective  tissue  septum. 


ness  of  medical  therapy  and  aid  in  selection  of 
patients  for  surgical  portal  decompression. 

Estimation  of  hepatic  blood  flow  which  should 
accompany  pressure  studies  is  possible  by 
utilization  of  the  Fick  principle  where  blood 
flow  is  calculated  by  determining  the  amount  of 
a substance  entering  (peripheral  blood  concen- 
tration) and  leaving  (hepatic  vein)  the  liver. 
Bromsulphalein,7  urea,8  galactose,9  and  radio- 
isotopes may  be  used  as  test  substances.  In 
healthy  subjects  hepatic  blood  flow  is  approxi- 
mately 1,500  mm.  per  minute  by  the  brom- 
sulphalein technic.  Colloidal  radioactive  gold, 
a gamma-emitting  isotope,  provides  similar 
results.  It  is  largely  removed  from  the  circu- 
lation by  the  phagocytes  of  the  liver  and  spleen 
and  hepatic  blood  flow  may  be  estimated  by 
determining  the  disappearance  rate  of  Au198  by 
external  studies.10 

The  availability  of  pressure  and  blood  flow 
data  permits  calculation  of  hepatic  vascular 
resistance  and  the  ratio  of  blood  flow  to  wedged 
hepatic  vein  pressure.6  These  derivations  are 
valuable  in  determining  the  effects  of  therapy  on 
the  vascular  bed  of  the  liver.  The  hepatic 


vascular  resistance  equals  the  mean  arterial 
pressure  minus  the  wedged  hepatic  vein  pressure 
divided  by  the  hepatic  blood  flow.  The  hepatic 
circulatory  index  equals  the  hepatic  blood  flow 
divided  by  the  wedged  hepatic  vein  pressure. 

Intrahepatic  vascular  changes  are  readily 
studied  through  needle  biopsies.  The  degree  of 
angiogenesis  and  the  status  of  portal  and  centri- 
lobular  vasculature  may  be  evaluated  by  morpho- 
logic studies  (Fig.  2).  Indeed,  it  is  usually 
possible  for  the  pathologist  to  accurately  predict 
alterations  of  circulator}'  dynamics  from  micro- 
scopic study  of  needle  biopsy  specimens.  Physio- 
logic effects  of  extrahepatic  collaterals  and 
intrahepatic  shunts  may  be  investigated  by 
observing  the  influence  of  ingested  protein  or 
ammonium  salts  on  hepatic  and  peripheral 
venous  ammonium  as  discussed  later  in  the 
section  on  parenchymal  cells. 

Measures  of  arterial  and  hepatic  venous 
oxygen  permit  one  to  calculate  hepatic  oxygen 
consumption  and  to  detect  portapulmonary 
shunts.  Normal  subjects  have  an  arterial- 
hepatic  vein  difference  of  four  to  five  volumes  per 
cent.  Exercise  and  liver  disease  produce  an 
increase  in  oxygen  extraction.  Low  levels  of 
arterial  oxygen  are  attributable  to  portapul- 
monary shunts  which  bypass  the  lung  and 
introduce  unsaturated  blood  into  the  systemic 
circulation.11 

The  portal  circulation  time  may  be  measured 
by  introducing  ether  or  radiosodium  into  the 
rectum  and  determining  the  time  required  for 
these  substances  to  traverse  the  mesenteric 
system  and  reach  the  liver.  This  type  of 
evaluation  is  of  particular  help  in  determining  the 
patency  of  surgically  induced  shunts  when  pre- 
operative and  postoperative  observations  are 
made. 

Contrast  visualization  of  the  inflow  and  out- 
flow tract  of  the  liver  is  possible  by  a combination 
of  splenoportography  and  hepatophlebography. 
Splenoportography  provides  the  best  method  for 
recognizing  esophageal  varices,  determines  the 
state  of  the  portal  vein  in  anticipated  portal 
caval  shunts,  evaluates  the  patency  of  a shunt 
postoperatively,  delineates  space-occupying 
lesions  in  the  liver,  and  allows  differentiation  of 
extrahepatic  and  intrahepatic  portal  block. 
Hepatophlebography  provides  an  outline  of  the 
outflow  tract  of  the  liver,  thereby  facilitating  a 
diagnosis  of  hepatic  venous  blockade,  vascular 
anomalies,  and  intrahepatic  neoplasms.12,13 
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Biliary  System 

Functional  studies  of  the  cholangiolar  system 
of  the  liver  are  of  particular  importance  in 
deciding  the  cause  of  jaundice.  Biochemical, 
histologic,  and  radiologic  studies  are  available. 
Advances  in  the  understanding  of  bile  pigment 
metabolism  have  clarified  biochemical  investi- 
gation of  the  cause  of  jaundice.  Breakdown  of 
red  blood  cells  in  the  reticuloendothelial  system 
provides  a bilirubin-protein  complex  which  is 
dissociated  in  the  liver.  Electrophoretic  studies 
show  that  circulatory  bilirubin  is  largely  bound 
to  albumin.  On  the  basis  of  the  rate  of  reaction 
with  Ehrlich’s  diazo  reagent,  an  indirect  and 
direct  form  of  bilirubin  has  been  identified.14 
Under  the  influence  of  transferase,  an  enzyme 
present  in  the  microsome  fraction  of  the  liver, 
indirect  bilirubin  reacts  with  uridin  diphosphate 
glucuronic  acid  to  form  bilirubin  glucuronide 
(direct  bilirubin).15 

A deficiency  of  transferase  or  other  substrates 
may  be  responsible  for  congenital  hyperbilirubi- 
nemia.16 A decrease  in  enzymatic  process  may 
also  contribute  to  accumulation  of  indirect  biliru- 
bin in  uncomplicated  pernicious  anemia,  and  a 
variety  of  liver  disorders.17  The  postulate 
that  the  high  level  of  indirect  bilirubin  in  liver 
disease  is  due  to  its  regurgitation  from  necrotic 
or  injured  liver  cells  often  finds  no  support  in 
morphologic  studies.  Hemolysis,  cholangiolar 
permeability,  and  other  ill-defined  intrahepatic 
mechanisms  may  account  for  bilirubin  accu- 
mulation. In  practice,  urinary  urobilinogen  and 
bile  provide  a simple  index  to  levels  of  indirect 
and  direct  bilirubin  in  adult  patients  who  are 
not  on  broad-spectrum  antibiotics.  These  tests 
may  not  be  reliable  in  infants  because  of  rapid 
passage  of  stools. 

Blood  levels  of  many  substances  which  are 
excreted  through  the  biliary  tract  have  been 
measured  in  evaluating  the  status  of  the  biliary 
system.  The  most  practical  determination  in 
the  absence  of  bone  disease  and  neoplastic  or 
granulomatous  infiltrative  lesions  of  the  liver  is 
the  serum  alkaline  phosphatase.  The  occasional 
low  level  of  alkaline  phosphatase  in  biliary 
cirrhosis  secondary  to  congenital  atresia,  and  the 
lack  of  correlation  of  phosphatase  and  bilirubin 
levels  indicate  that  factors  other  than  bile 
excretion  govern  this  enzyme. 

Histologic  study  allows  study  of  the  finer 
bile  radicles  and  the  portal  tract  in  icteric 
subjects.  A biopsy  is  often  diagnostic  in  the 


patient  with  hemolytic  disease  simulating 
primary  hepatic  disease,  since  hemolysis  may  be 
accompanied  by  stasis  of  red  blood  cells  in 
sinusoids  and  erythrophagocytosis.  Outspoken 
parenchymal  disease  which  produces  intrahepatic 
cholestasis  is  usually  readily  recognized  on 
biopsy.  Biopsy  has  unfortunately  been  of  little 
value  in  differentiating  cholangiolar  disease 
caused  by  chlorpromazine,  methyl  testosterone, 
viruses,  and  other  agents  from  extrahepatic 
biliary  obstruction.  Serial  study  in  both  of 
these  conditions  shows  bile  stasis  initially.  After 
several  weeks,  a pericholangiolar  inflammatory 
reaction  may  occur  in  both  instances.  After 
several  months,  connective  tissue  alterations  are 
noted.18  Although  the  location  and  character 
of  the  inflammatory  reaction  may  permit  dif- 
ferentiation in  some  instances,  it  is  not  usually 
possible  to  be  certain.  Histologic  study  may 
permit  separation  of  intrahepatic  and  extra- 
hepatic  bile  duct  atresia,  although  with  pro- 
longed biliary  obstruction  and  following  certain 
hepatoxins,  interlobular  bile  ducts  may  disap- 
pear.19 

Cholecystography  and  cholangiography  are 
at  times  helpful  in  evaluation  of  patients  with 
hepatic  disease.  Capacity  to  visualize  the 
gallbladder  with  contrast  media  depends  on 
hepatic  reserve  and  the  status  of  the  gallbladder. 
In  acute  liver  disease,  such  as  viral  hepatitis, 
normal  visualization  may  occur,  although  the 
serum  bilirubin  has  reached  a level  of  10  mg.  per 
cent.  Patients  with  cirrhosis  who  have  a serum 
bilirubin  above  2 mg.  per  cent,  retention  of 
bromsulphalein  of  more  than  30  per  cent,  a 
low  serum  albumin,  or  positive  flocculation  test — 
all  reflections  of  poor  hepatic  reserve — usually 
have  nonvisualization.20 

Percutaneous,  oral,  and  operative  cholangi- 
ography have  been  helpful  in  delineating  intra- 
hepatic lesions  which  produce  icterus  or  distort 
the  bile  duct  system  of  the  liver.  Study  of 
biliary  excretion  of  tagged  rose  bengal  also  has 
been  of  aid  in  differentiating  obstructive  and 
hepatogenous  jaundice  in  infancy.  In  combi- 
nation with  biopsy  studies  this  is  useful  in 
diagnosis  of  biliary  atresia  in  the  newborn. 

Reticuloendothelial  Cells 

Clinical  evaluation  of  Kupffer  cells  and  other 
mesenchymal  cells  of  the  liver  has  received 
little  attention,  although  their  importance  is 
well  recognized.  Histologic  stud}’-  of  needle 
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biopsy  specimens  using  flourescence  and  special 
stains  is  the  only  available  method  of  assaying 
the  status  of  Kupffer  cells  which  constitute  the 
lining  of  the  sinusoids.  Colloidal  radioactive 
gold  is  selectively  picked  up  by  these  cells  and 
in  the  future  may  also  be  useful  in  their  evalu- 
ation.21 Kupffer  cells  engulf  foreign  and  endog- 
enous substances,  contribute  to  production  of 
antibodies,  and  participate  in  bilirubin  metabo- 
lism. Their  cytoplasm  becomes  basophilic  in 
sepsis  and  acute  liver  disease,  and  this  altera- 
tion plus  evident  proliferation  of  other  mesen- 
chymal cells  is  characteristic  of  viral  hepatitis.22 
Kupffer  cells  are  filled  with  lipids  in  Gaucher’s 
disease,  Niemann-Pick  disease,  and  hyper- 
vitaminosis  A.23  Erythrophagocytosis  is  char- 
acteristic of  these  cells  in  hemolytic  anemia,19 
and  iron  deposition  first  occurs  in  Kupffer  cells 
in  transfusion  hemosiderosis.24 

Parenchymal  Cells 

The  parenchymal  hepatic  cells  are  the  most 
difficult  units  of  the  liver  to  evaluate  because 
of  their  multiple  functions  and  interdependence 
on  the  vascular  and  biliary  systems.  Morpho- 
logic studies  provide  the  best  single  method  of 
evaluating  parenchymal  cells  but  they  are 
greatly  limited  by  the  lack  of  correlation  of 
histopathology  and  biochemical  studies.  Cur- 
rent difficulties  eventually  may  be  obviated  by 
biochemical  anafysis  of  mitochondria,  micro- 
somes,  and  nuclear  fractions  of  biopsy  specimens. 
Biochemical  tests  of  parenchymal  function 
usually  assay  the  over-all  capacity  of  the  liver  to 
perform  a metabolic  process,  produce  an  essen- 
tial substance,  or  participate  in  detoxication, 
conjugation,  and  excretion  of  metabolites. 

The  liver  is  responsible  for  the  synthesis  of 
albumin,  fibrinogen,  and  prothrombin.  It  par- 
ticipates in  the  manufacture  of  globulin  and  is  the 
site  of  deamination,  transamination,  and  pro- 
duction of  urea.  Hypoalbuminemia,  hypo- 
prothrombinemia,  an  elevated  serum  globulin, 
and  increased  serum  ammonium  are  frequently 
seen  in  severe  liver  disease  due  to  parenchymal 
cell  dysfunction.  The  normal  liver  synthesizes 
approximately  18  Gm.  of  albumin  each  day  to 
maintain  body  protein  stores.  Unlike  healthy 
patients,  those  with  severe  liver  damage  are 
often  unable  to  synthesize  more  than  9 to  10  Gm. 
of  albumin  each  day.28  The  cause  of  an  elevated 
globulin  in  liver  disease  is  unknown,  although 
undoubtedly  stimulation  of  the  reticuloendo- 
thelial system  contributes  to  its  accumulation. 
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•  HEPATIC  VEIN 

•  • FEMORAL  ARTERY 

Fig.  3.  Serum  NH3-N  in  hepatic  vein  and  femoral 
artery  after  ingestion  of  60  Gm.  of  protein  in  patient 
with  portacaval  shunt. 


In  liver  cell  injury  there  is  decreased  synthesis  of 
prothrombin  and  deficient  conjugation  of  am- 
monia to  form  urea.  The  inability  to  conju- 
gate ammonia  leads  to  increased  blood  content 
of  ammonium  which  is  often  accompanied  by 
sensorial  changes  and  electroencephalographic 
abnormalities.  Encountered  elevations  of  pe- 
ripheral blood  level  of  ammonia  may  be  due  to 
shunts  which  bypass  the  liver,  parenchymal  cell 
dysfunction,  or  a combination  of  these  factors. 
The  ammonium  chloride,26  or  meat  tolerance 
test,27  whereby  the  effect  of  ingested  nitrogenous 
substances  on  the  peripheral  and  hepatic  venous 
blood  are  measured,  may  help  in  deciding  the 
contribution  from  each  of  these  factors  (Fig.  3). 
Normally,  the  hepatic  venous  blood  ammonia 
is  slightly  lower  than  that  in  the  periphery.  A 
portacaval  shunt  by  bypassing  the  center  of 
conjugation  may  produce  marked  increase  in 
the  peripheral  blood  ammonia.  Liver  dys- 
function by  failing  to  convert  ammonia  into 
urea  causes  an  increase  in  the  hepatic  vein 
ammonia  with  a lesser  increase  in  peripheral 
blood  ammonia. 

Qualitative  or  quantitative  abnormalities  in 
serum  albumin  or  globulin  are  responsible  for 
several  empiric  chemical  reactions  which  have 
been  found  useful  in  study  of  the  liver.  De- 
ficiency of  stabilizing  factors  in  lipid-rich  con- 
stituents of  albumin  gamma  1-globulin  fraction 
of  plasma  protein  causes  a cephalin-cholesterol 
emulsion  to  flocculate.  Mixtures  of  serum 
containing  increased  gamma  globulin,  with 
zinc  sulfate  produces  a turbid  precipitate. 
Thymol,  barbital,  and  sodium  barbital  added  to 
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FASTING  i HOUR  I HOUR  2 HOURS  3 HOURS  4 HOURS 


ACUTE  HEPATITIS 

•- -•  PREDNISONE  15  MG.  6 AND  2 HOURS  BEFORE  1.75  GM. 

GLUCOSE/KILO  BODY  HEIGHT  DURING  HEPATITIS 
• • PREDNISONE  15  MG.  6 AND  2 HOURS  BEFORE  1.76  GM. 

GLUCOSE/KILO  BODY  HEIGHT  AFTER  HEPATITIS 

Fig.  4.  Influence  of  prednisone  on  glucose  tolerance  in 
patient  with  acute  hepatitis. 

serum  containing  an  elevated  beta  and  alpha 
globulin,  and  an  increase  in  lipids  or  lipoproteins 
produce  increased  turbidity.28 

Carbohydrate  abnormalities  are  frequently 
present  in  liver  disease.  Impaired  glycogen 
storage,  decreased  galactose  tolerance,  and 
abnormal  glucose  tolerance  tests  are  character- 
istic findings  in  severe  liver  injury.  It  has 
been  demonstrated  that  hepatic  dysfunction  may 
produce  an  abnormal  prednisone-glucose  tol- 
erance which  disappears  with  improvement  in 
hepatic  reserve,29  making  it  necessary  to  elimi- 
nate liver  disease  as  a cause  of  an  abnormal 
test  in  suspected  latent  diabetes  (Fig.  4). 

The  best  index  to  effects  of  liver  disease  on 
fat  metabolism  is  provided  by  studies  of  serum 
cholesterol.  Measures  of  total  serum  cholesterol 
are  of  value  in  suspected  biliary  obstruction 
except  in  patients  with  diabetes,  nephrosis, 
thyroid  disease,  etc.  where  the  cholesterol  level 
is  altered  by  nonhepatic  mechanisms.  Deficient 
synthesis  of  cholesterol  esters  is  characteristic 
of  liver  disease  and  their  estimation  provides  a 
good  indication  of  hepatic  reserve.  The  choles- 
terol esterfying  enzymes  also  may  be  diminished, 
and  this  may  be  used  as  a basis  for  a test  of 
liver  function.30 

Several  tests  which  measure  blood  enzyme 
levels  have  been  introduced  to  evaluate  hepatic 


reserve.  One  of  the  most  popular  is  the  measure- 
ment of  serum  glutamic  oxalacetic  and  pyruvic 
transaminase.31  This  test  is  based  on  an  in- 
crease in  specific  tissue  enzymes  distributed  in 
the  liver,  heart,  brain,  and  other  tissues.  The 
serum  levels  of  these  enzymes  are  high  in  viral 
hepatitis  and  variable  in  cirrhosis.  The  marked 
elevation  in  hepatitis  is  characteristic  and  may 
be  useful  in  diagnosis.  Normal,  slightly  elevated, 
and  high  levels  of  transaminase  activity  have 
been  noted  in  hepatic  cirrhosis.  However,  in  a 
series  of  30  patients  with  biopsy  evidence  of 
Laennec’s  cirrhosis  studied  in  our  clinic,  no 
relationship  was  noted  between  the  transaminase 
level  and  clinical  features,  histologic  findings, 
or  other  biochemical  tests.  Transaminase  levels 
decreased  with  improvement  in  histology.32 

The  best  single  test  of  hepatic  function  in 
the  nonicteric  patient  without  circulatory  con- 
gestion is  the  bromsulphalein  test.  This  test 
measures  the  capacity  of  the  liver  cell  to  remove 
the  dye  from  the  hepatic  sinusoids  and  its 
introduction  into  the  biliary  system  for  excretion. 
Retention  of  bromsulphalein  is  characteristic  of 
congestive  heart  failure,  shock,  or  other  patho- 
logic states  that  decrease  hepatic  blood  flow. 
This  test  is  of  little  help  in  establishing  a specific 
diagnosis  and  is  of  chief  value  in  determining 
when  acute  liver  disease  is  healed. 

Functional  Studies  in  Clinical  Practice 

It  is  necessary  for  the  clinician  to  be  selective 
in  his  choice  of  functional  studies  of  the  liver. 
His  objective  is  to  employ  as  few  simple  and 
inexpensive  tests  as  possible  to  obtain  desired 
information  for  diagnosis  or  treatment.33  Cog- 
nizance must  be  had  of  the  variation  in  interpreta- 
tion of  tests  depending  on  technic  used,34  age  of 
the  patient,35  and  extrahepatic  factors.  We 
have  employed  the  following  laboratory  studies 
in  our  clinic  in  suspected  liver  injury. 

Jaundice  of  Undetermined  Origin. — Urine 
urobilinogen  and  bile,  the  cholesterol  cephalin 
flocculation  test,  and  the  serum  alkaline  phos- 
phatase coupled  with  the  history  and  physical 
examination  permits  differentiation  of  hemolytic, 
hepatic,  and  obstructive  jaundice  in  90  per  cent 
of  patients.  Uncomplicated  hemolytic  jaundice 
and  constitutional  hyperbilirubinemia  are 
characterized  by  an  increased  urinary  urobilin- 
ogen, negative  flocculation  tests,  and  a normal 
serum  alkaline  phosphatase.  Except  for  cho- 
langiolar  lesions  of  the  liver  in  primary  hepatic 
disease,  bile  and  urobilinogen  are  in  the  urine, 
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the  flocculation  tests  are  positive,  and  the 
alkaline  phosphatase  is  normal.  In  extra- 
hepatic  biliary  obstruction  and  cholangiolar 
disease  there  is  bile  and  no  urobilinogen  in  the 
urine.  The  cephalin  flocculation  test  is  negative, 
and  the  serum  alkaline  phosphatase  is  elevated. 

Acute  Viral  Hepatitis. — A combination  of 
history,  physical  examination,  a flocculation  test, 
and  serum  transaminases  usually  permits  a 
clinical  diagnosis  of  viral  hepatitis.  The 
diagnosis  is  more  difficult  with  the  anicteric  and 
cholangiolar  forms  of  this  disease.  Having 
decided  that  a patient  has  this  disease,  the 
physician  is  then  interested  in  determining 
response  to  therapy.  During  the  icteric  phase, 
serial  studies  of  cephalin-cholesterol  flocculation 
test,  serum  transaminases,  and  serum  bilirubin 
provide  adequate  information.  Bromsulphalein 
excretion  provides  the  best  test  for  following  the 
clinical  course  of  the  patient  after  icterus  has 
disappeared. 

Cirrhosis. — -An  attempt  should  be  made  to 
establish  the  histologic  severity  and  activity  of 
cirrhosis  and  evaluate  circulatory  dynamics  in 
cirrhosis.36  Plasma  protein  patterns,  pro- 
thrombin time,  the  cephalin  flocculation  test, 
and  bromsulphalein  excretion  are  desirable. 
Special  tests  are  required  for  clinical  compli- 
cations. They  are  fractionation  of  bilirubin 
with  icterus,  electroencephalography,  and  protein 
(ammonium)  tolerance  tests  with  sensorial 
changes,  fluid  and  electrolyte  studies  with 
fluid  retention,  and  indirect  estimation  of  portal 
pressure,  esophagoscopy,  and  splenoportography 
with  manifestations  of  portal  hypertension.  If 
hemochromatosis  or  hepatolenticular  degenera- 
tion are  suspected  to  be  responsible  for  the 
cirrhotic  process,  it  is  desirable  to  determine  the 
serum  iron  and  copper  oxidase.  It  has  been 
suggested  that  bromsulphalein  excretion  and 
serum  ammonium  levels  in  patients  with  gastro- 
intestinal hemorrhage  facilitates  decision  as  to 
whether  rupture  of  varices  or  bleeding  peptic 
ulcer  is  responsible.37  In  our  experience,  neither 
of  these  tests  is  helpful  in  the  cirrhotic  who  may 
have  hemorrhage  from  a varix,  a peptic  ulcer, 
or  both. 

Metastatic  Malignancy. — Histologic  iden- 
tification of  metastatic  malignancy  to  the  liver 
is  desirable  wherever  possible.  Radioisotopic 
scanning  procedures  utilizing  iodinated  albumin38 
or  preferably  iodinated  rose  bengal39  may  be 
helpful  as  a guide  to  biopsy  in  selected  patients. 
Biochemical  tests  are  usually  not  specific  and 


are  of  value  only  in  the  late  phases  of  malignancy. 
The  serum  alkaline  phosphatase  is  the  best  of 
these  tests  now  available  for  studies  of  patients 
with  suspected  carcinomatous  metastases  to  the 
liver.  An  elevation  of  this  enzyme  in  a non- 
jaundiced  patient  without  bone  disease  is 
suggestive  of  metastatic  malignancy  or  a granulo- 
matous process  involving  the  liver. 


Summary  and  Conclusions 

Proper  evaluation  of  the  functional  status  of 
the  liver  in  health  and  disease  requires  study  of 
its  circulation,  biliary  system,  reticuloendo- 
thelial network,  and  parenchymal  cells.  This  is 
now  possible  by  a composite  approach  utilizing 
biochemical  and  physiologic  studies,  radiologic 
procedures,  and  needle  biopsy.  Maximum  in- 
formation is  obtained  by  careful  selection  of 
appropriate  tests  depending  on  the  cause  and 
severity  of  the  hepatic  disorder. 
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Observations  on  the  Use  of  U-Aminoquinotine  Compounds  in 
Rheumatoid  Arthritis 


After  observing  the  effects  of  chloroquine  phos- 
phate or  hydroxy  chloroquine  sulfate  on  805  patients 
for  periods  ranging  up  to  three  years,  the  authors 
arrive  at  some  conclusions  about  the  advantages  and 
disadvantages  of  these  drugs  in  rheumatoid  arthritis 
and  allied  diseases. 

The  desirable  features  are  the  low  incidence  of 
serious  drug  reactions  and  low  incidence  of  chronic 
toxicity,  the  ease  of  administration,  compatibility 
with  other  agents,  and  the  low  incidence  of  relapse 
after  maximum  improvement.  The  undesirable 
features  are  delayed  onset  of  major  improvement, 
observed  in  a third  or  more  of  the  patients,  and  some- 
times an  apparent  susceptibility  to  skin  reactions 
that  may  be  serious  but  not  necessarily  frequent. 

Results  are  summarized  as  follows:  Of  106 

patients  given  only  a 4-aminoquinoline  drug,  there 
was  major  improvement  in  62  per  cent.  There  was  a 
wide  variation  in  response  in  this  group;  less  than 
25  per  cent  obtained  major  improvement  within 


the  first  three  months;  37  per  cent  after  twelve 
months.  After  eighteen  months,  38  per  cent  showed 
a response  regarded  as  insignificant. 

Reactions  related  to  administration  of  4-amino- 
quinoline compounds  in  805  patients  are  grouped  as 
neurovascular,  gastrointestinal,  dermatologic,  and 
endocrine.  Although  55  per  cent  showed  some 
reaction,  67  per  cent  of  the  reactions  cleared  spon- 
taneously on  continued  medication.  Withdrawal 
was  necessary  in  only  7 per  cent.  Of  the  patients 
given  supplemental  agents  to  hasten  or  improve 
response,  suppression  of  the  disease  was  effectively 
maintained  in  83  per  cent  of  194  patients  followed 
for  eighteen  months.  The  pharmacologic  action 
of  these  compounds  is  not  known;  however,  it  is 
brought  out  that  biochemical  alterations  occur  with- 
in the  central  nervous  system  and  peripheral  tis- 
sues.— Arthur  L.  Scherbel,  M.D.,  John  W.  Harrison , 
M.D.,  and  Martin  Atdjian,  M.D. , Cleveland  Clinic 
Quarterly , April,  1958 
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Some  Psychologic  Problems  of  the  Aged  Patient 

JOOST  A.  M.  MEERLOO,  M.D.,  NEW  YORK  CITY 


Giving  a survey  of  psychologic  problems  of 
the  aged  is  difficult.  The  growing  ava- 
lanche of  literature  in  the  field  is  proof  that  the 
urge  to  write  about  senescence  is  greater  than 
the  number  of  verifiable  facts  available  at  the 
moment.  For  instance,  among  the  books  and 
articles  written  on  the  subject  of  geriatrics  I have 
found  hardly  any  which  deal  with  therapeutic 
technics.  The  reluctance  to  work  with  the  aged 
usually  results  from  the  therapist’s  unresolved  re- 
lationships with  his  own  parents  and  the  general 
fear  of  growing  old.  Yet,  successful  management 
and  active  psychotherapy  is  possible  and  can  be 
successful  in  more  than  50  per  cent  of  senile 
cases,  even  in  cases  where  electroshock  therapy 
has  been  applied  unsuccessfully.  Much  depends 
on  the  therapist’s  patience  and  his  ability  to 
establish  a satisfactory  rapport. 

My  own  experiences  have  been  gathered 
largely  in  the  private  practice  of  psychotherapy 
and  psychoanalysis  and  in  outpatient  clinics  in 
Holland  and  the  Vanderbilt  Clinic  in  New 
York  City. 

It  is  difficult  even  to  define  where  the  geriatric 
realm  starts.  For  practical  purposes,  I will 
choose  the  point  where  the  decline  of  life  is  felt 
and  observed.  This  comprises  many  of  the 
postclimacteric,  presenile,  and  senile  reactions 
which  always  appear  in  combination  with  somatic 
and  psychologic  aging.  I hope  to  show  that 
they  form  a definite  unit  in  relation  to  thera- 
peutic management.  My  oldest  patients  re- 
ceiving regular  analytically  oriented  psycho- 
therapy are  seventy-two,  seventy-three,  eighty- 
two,  and  eighty-six  years  old. 

Psychologic  Advantages  of  Old  Age 

The  onset  of  involution  and  decline  differs 
widely  in  many  persons.  We  suppose  that  much 
of  it  depends  not  only  on  the  physical  situation 
of  the  body  and  the  decline  of  bodily  resistance 
and  homeostatic  capacities  but  also  on  underly- 
ing  psychic  compulsions  and  lifelong  frustrations. 
In  some  people  the  process  of  what  might  be 
called  psychosclerosis  or  mental  rigidity  may 
start  early  in  life.  Others  are  able  to  develop 
new  capacities  in  very  old  age. 

Presented  at  the  Optometric  Center  of  New  York,  New 
York  City,  March  30,  1958. 


At  an  advanced  age  psychologic  changes  take 
place  which  may  even  be  useful  to  the  person. 
There  is  a large  group  of  elderly  persons  which 
remains  anxiously  and  rigidly  bound  to  tradition, 
with  diminishing  initiative,  excessive  tradition- 
alism, and  decreasing  ability  to  adapt.  But 
there  is  also  a group  that  adjusts  itself  rather 
easily  to  changed  circumstances.  These  people 
do  not  accept  the  usual  suggestion  of  decline 
and  that  life  is  finished. 

Old  age  can  be  the  time  of  ripe  experience  and 
inner  wisdom  if  the  mind  remains  alert.  Here 
we  touch  on  the  very  complicated  psychology  of 
man’s  active  interest,  zest,  and  liveliness  and 
the  problem  of  keeping  these  mental  functions 
alert.  We  are,  for  instance,  aware  that  compul- 
siveness of  the  parents  in  early  life  and  a too 
constraining  attitude  of  society  play  an  impor- 
tant part  in  either  promoting  or  halting  this  de- 
velopment. How  can  a person  keep  his  mind 
free  if  he  feels  he  is  not  allowed  to  think  freely? 

Although  attention  of  older  people  is  often 
directed  more  toward  the  past  because  there  is 
hardly  any  future  in  prospect,  riper  age  may  re- 
sult in  lessened  suggestibility  and  a more  cir- 
cumscribed personality.  Two  points  in  con- 
sidering the  stubbornness  of  the  aged  may  be 
noted.  These  persons  are  not  only  difficult  to 
convince  and  to  argue  with,  but  they  are  also 
difficult  to  drag  away  by  simple  suggestions. 
Old  age  may  represent  a mental  stability  and  a 
continuity  correcting  the  innate  ambivalence  and 
vacillation  of  man,  especially  in  our  technical 
epoch  so  full  of  noisy  suggestions.  Only  those 
who  have  had  genuine  experience  acquire  the 
inner  freedom  to  synthesize  and  to  get  away 
from  ambitious  specialization. , History  has 
shown  that  the  great  minds  have  been  able  to 
bring  their  creative  gifts  to  fruition  at  a rather 
late  age. 

There  is  something  about  growing  old  that 
may  hold  out  rich  opportunities — the  ability  to 
view  and  take  part  in  a ripened  philosophy  of 
life. 

Dangerous  Return  of  the  Repressed 

Although  we  should  not  lose  our  optimistic 
viewpoint,  there  are  specific  degenerative  proc- 
esses of  the  body,  in  which  the  breakdown  of 
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functions  of  the  brain  cortex  as  a result  of  tiny 
vascular  incidents  plays  an  important  part,  that 
gradually  may  hamper  the  full  capacity  of  man’s 
psychic  apparatus. 

One  of  the  first  symptoms  encountered  as  a 
sign  of  a breakdown  in  psychic  defenses  is  the 
spontaneous  return  of  emotions  repressed  in 
childhood.  In  several  types  of  climacteric 
neuroses  we  find  an  increase  of  instinctual  drives 
combined  with  increased  aggression  which 
threaten  mental  equilibrium.  There  is  a special 
syndrome  in  the  climacteric  and  postclimacteric 
compulsive  woman  in  which  the  woman,  frigid 
before,  now  tries  to  attain  orgastic  satisfaction, 
liberated  as  she  is  from  the  fear  of  childbirth 
and  responsibility.  There  is  haste  for  complete 
gratification  before  death,  a phobic  acting  out  of 
what  has  been  repressed  for  many  years.  Such 
an  inopportune  expression  may  lead  to  severe 
disturbance  of  the  mind  and  the  breaking  up  of 
the  home.  The  upsurge  of  aggressive  forces  in 
these  years  of  diminishing  ego  control  may  also 
lead  to  a strong  inclination  toward  self-de- 
struction and  destruction  of  human  relationships, 
especially  when  these  inner  troubles  are  aggra- 
vated by  alcohol  and  drugs. 

The  return  of  repressed  oral  cravings  may  lead 
not  only  to  alcohol  addiction  but  also  to  various 
forms  of  hypochondriacal  strategy,  self-pity, 
pouting,  and  pseudoillnesses,  as  means  of  ob- 
taining greater  power,  influence,  and  attention. 

In  married  couples  during  these  declining 
years  we  often  see  an  increased  morbid  impact  of 
mutual  neurotic  trends,  with  alternating  neurotic 
outbursts  and  a return  of  competitive  “sibling 
rivalry”  for  greater  pity  and  attention.  This 
rivalry  increases  as  vitality  decreases.  When 
the  children  are  mature  and  married,  a greater 
emptiness  comes  over  many  a marriage,  an 
emotional  vacuum  that  has  to  be  filled  in  a 
creative  psychologic  way.  For  this  the  help 
and  intervention  from  an  outside  therapist  is 
often  required. 

Impact  of  Environment 

As  a result  of  general  weakening  of  the  ego  and 
mental  defenses,  man’s  reserve  energy,  there  is 
an  increased  sensibility  to  environmental  in- 
fluences. Yet,  that  same  environment  may  act 
very  paradoxically  on  the  aged.  Because  of 
people’s  fear  of  indentifying  themselves  with  the 
aged,  they  have  an  unconsciously  hostile  attitude 
toward  them.  I have  often  seen  in  offices  more 
work  and  responsibility  asked  for  from  older 


persons  who,  now  meeker,  give  in  in  order  not 
to  be  scolded  for  being  too  old  and  unfit.  Finally, 
they  break  down,  and  their  work  has  to  be  done 
by  two  or  more  younger  people. 

A sudden  change  in  the  environment,  a change 
of  boss,  for  instance,  may  supply  the  actual 
trigger  for  a neurotic  or  psychotic  outburst. 
Retirement  from  business,  lowered  income, 
forced  moving,  replacement  by  younger  forces 
all  involve  loss  of  self-respect  and  prestige. 

When  there  is  less  outlook  for  progress,  people 
are  inadvertently  forced  to  regress.  The  sub- 
limating action  of  regular  work  and  activities 
stops.  Forced  moving  from  their  homes  es- 
pecially becomes  for  many  a symbol  of  nearing 
death — the  final  move. 

The  neighbor  for  the  lonely  aged  plays  a 
specially  symbolic  part — he  often  becomes  the 
token  of  lost  paternal  relations  toward  whom 
the  old  ambivalent  hostile  feelings  are  revived. 
The  hostile  part  is  projected  onto  the  neighbor. 
The  delusion  of  persecution  by  neighbors  is 
conspicuous  in  senile  paranoia,  but  lies  dormant 
in  many  other  senile  distrubances 

% 

The  Difficult  Pact  with  Death 

Especially  when  a beloved  one  is  killed  by  a 
sudden,  unexpected  accident,  psychic  defenses 
are  shattered,  and  neuropsychosis  may  break 
out,  most  especially  in  old  age.  The  indi- 
vidual feels  that  he  himself  is  dying.  All  those 
who  remain  alive  may  now  represent  for  the 
person  in  mourning  the  hostile  aspect  of  the  old, 
conflicting  feelings  felt  toward  the  deceased, 
and  as  a result  the  mourner  retreats  into  morbid 
solitude.  This  is  a frequent  phenomenon  among 
the  aged. 

In  all  dreams  of  the  aged  there  are  attempts  to 
reveal  a secret,  magic  pact  for  immortality. 
Returning  phobic  symptoms  signify  an  attempt 
to  continually  escape  death  or  hidden  death 
wishes.  The  aging  cannot  accept  the  reality  of 
being  mortal.  They  will  not  believe  in  it. 
That  is  one  of  the  paradoxical  reasons  why  one  of 
my  patients  stopped  going  to  church.  There  is 
quite  a variety  of  symptoms  ranging  from 
passive  surrender  to  the  Reaper  to  continual 
flight  from  and  denial  of  death.  Insomnia 
results  from  the  dread  of  sleeping  on  forever 
and  the  fear  of  the  loneliness  of  death.  Many  a 
lonely,  senile  paranoiac  selects,  as  it  were,  his 
own  substitute-womb  and  burial  place  long  before 
his  biologic  death. 

Personally,  I am  always  most  touched  by  the 
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peculiar  symptomatology  of  senile  paranoia, 
very  frequently  seen.  Gradually,  those  people 
bury  themselves  in  slovenliness  and  squalor. 
They  become  recluses  refusing  any  contact  with 
the  outside  world.  At  the  same  time,  they  are 
hoarding  all  their  possessions,  including  money, 
and  in  the  end  they  starve  in  the  midst  of 
plenty.  It  is  these  cases  which  can  be  prevented 
so  easily  by  active  social  work. 

The  Influence  of  the  Changed  Body 
I mage 

Because  of  the  somatic  warning  signals  of  ag- 
ing, the  body  demands  more  attention.  The 
person  grows  more  egocentric.  His  vital  func- 
tions are  tested  zealously.  Loss  of  function  is 
denied.  Together  with  overemphasis  on  body 
function,  there  is  increased  anal  hoarding, 
such  as  constipation,  stinginess,  and  avarice. 
The  delusion  of  being  poor  complicates  a real 
or  imagined  loss  of  income.  Eating  becomes  a 
new  ceremonial  to  evade  death.  The  sense  of 
time  is  out  of  order.  The  feeling  of  approaching 
death  and  the  knowledge  of  the  lack  of  a future 
disturb  the  shnse  of  continuity.  I emphasize 
the  psychologic  etiology  of  these  changes  because 
under  well-directed  therapy  many  of  these 
dysfunctions  can  be  corrected,  although  I am 
aware  that  disturbed  brain  function  also  con- 
tributes to  this. 

Under  the  influence  of  organic  disturbances, 
the  body  image  may  undergo  changes  which  are 
sometimes  expressed  in  fantastic  dreams  and 
avoidance  reactions.  Cerebral  hemorrhage, 
heart  failure,  hypertension,  and  diminishing 
vision  may  contribute  to  fresh  outbreak  of 
anxiety.  The  renewed  catastrophic  reactions 
may  temporarily  hide  the  more  valuable  part  of 
the  personality. 

The  danger  in  geriatric  medicine  of  too  much 
emphasis  on  organic  changes  is  that  there  may 
be  a denial  of  the  psychologic  reaction  to  dis- 
turbances which  occur  in  old  age.  True,  there 
may  exist  angina  pectoris  and  hypertension, 
but  the  symbolic  meaning  of  diminishing  heart 
function  is  loss  of  love.  The  therapist  often 
has  to  treat  the  marital  partner  or  the  relatives 
as  well  as  the  hypertensive  patient. 

Psychologic  Management  of  the  Aged 

One  twelfth  of  our  population  is  over  sixty- 
five  years  of  age.  In  1900  the  percentage  was 
less  than  half  of  this  figure.  The  fact  that  two 
thirds  of  those  over  sixty-five  are  dependent  for 


support  on  the  community  or  on  relatives  and 
that  two  thirds  of  them  are  women  (and  of  these, 
two  thirds  are  either  unmarried  or  widowed) 
means  that  loneliness  in  old  age  is  limitless. 

Psychic  contact  and  rapport  with  the  aged 
has  to  be  different  than  it  is  with  younger  people. 
The  therapist  is  more  often  than  not  younger 
than  the  patient;  because  of  this  he  often  rep- 
resents one  of  the  children  of  the  patient  in- 
stead of  a parental  figure. 

Difficulties  also  exist  in  our  own  unconscious 
attitude  toward  older  people.  Treating  a life  of 
decline  wounds  our  narcissism  and  our  magic 
expectations  of  success,  and  it  reminds  us  of  our 
own  death.  Unobtrusively,  we  have  become 
less  patient  with  those  who  don't  move  so  easily 
any  more. 

Repeatedly  I have  seen  patients  who  became 
more  depressed  because  they  sensed  impatience 
in  the  doctor.  Yet,  time  and  patience  given  to 
older  people,  who  feel  themselves  lost  in  a hostile 
world,  often  cause  a strong  transference  relation- 
ship. As  a result,  the  patient  experiences  a 
remarkable  clearing  of  mental  functions,  occur- 
ring even  in  cases  of  existing  cerebral  arterio- 
sclerosis. An  important  part  of  such  therapeutic 
relationship  is  that  one  has  to  stick  to  it  for  a 
long  time.  Although  gradually  a social  worker 
may  take  over  or  cooperate,  one  has  to  be  aware 
of  the  fact  that  until  the  patient  is  able  to  make 
new  relationships  the  therapist  substitutes  for 
the  patient  the  lost  social  contact.  In  the 
clinical  setting  we  have  found  that  even  when 
the  patients  themselves  ask  for  the  dismissal 
signal  of  being  called  “cured,"  it  is  better  to 
let  them  come  back  from  time  to  time  so  that 
they  may  feel  that  all  contact  is  not  lost. 

Once,  a medical  student  asked  me  why  we  so 
ardently  try  to  treat  those  aged  patients  who 
had  no  future.  I answered  him  that  we  do  so 
because  psychotherapy  gives  them  back  their 
past.  For  many  a patient  it  is(  a stimulating 
experience  to  discover  that  his  own  past  can  be 
explored  in  the  light  of  today’s  self-understanding 
and  possibilities  for  renewed  adjustment.  We 
may  formulate  this  in  the  paradox  that  those 
who  think  that  they  have  no  future  any  more 
must  be  brought  back  to  the  past  in  order  to 
accept  the  present.  As  a matter  of  fact,  we 
encounter  in  prolonged  therapy  a steady  in- 
crease of  childhood  memories  which  patients 
spontaneously  relate  to  actual  happenings. 

The  management  of  older  people  is  quite 
different  from  that  of  younger  patients.  When 
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the  patient  comes  to  the  therapist  with  suspicion 
and  anxiety,  it  would  be  bad  strategy  to  stir  up 
his  emotions  through  continuous  analytic  in- 
vestigation of  what  he  is  unable  or  unwilling  to 
communicate.  In  these  cases  we  have  to  deal 
with  an  already  spontaneous  breakdown  of 
defensive  systems  around  a too  severe  self- 
accusing  superego.  The  therapist,  as  it  were, 
has  to  play  the  role  of  a more  benevolent  paternal 
figure  and  help  the  patient  feel  less  regretful  and 
punishing  toward  himself.  This  is  especially 
the  case  in  reactive  depressions  and  agitated 
depressions.  We  have  to  show  patients  that 
they  can  adapt  to  new  circumstances  with  less 
hostility  and  less  rigidity.  In  these  cases  well- 
selected  tranquilizers  and  sedatives  can  be  of 
great  help,  provided  one  keeps  the  medication 
under  control.  In  one  case  of  depression  I 
asked  a relative  to  bring  the  magic  tablet  twice 
a day,  and  I still  don’t  know  which  acted  more 
therapeutically,  the  increased  interest  of  the 
family  or  the  pharmacology. 

Occupational  Therapy 

In  emphasizing  the  social  side  of  geriatric 
psychotherapy,  one  must  consider  the  different 
attitudes  that  are  possible  toward  the  aged.  The 
increasing  number  of  old  people — 25  per  cent  of 
the  population  in  the  United  States  are  over 
fifty  years  of  age — presses  on  society  certain 
problems  that  we  cannot  as  yet  oversee.  It  is 
no  fun  to  grow  old  and  to  witness  the  breakdown 
of  many  of  the  body  instruments  and  powers  we 
have  trained  and  built  up  during  a lifetime. 
In  an  aggressive,  competitive  society,  old  age  is 
looked  on  as  a handicap.  It  is  no  fun  to  find 
oneself  rejected  and  depressed  and  to  be  subjected 
to  the  same  emotional  traumatic  difficulties  we 
had  to  overcome  in  our  infancy. 

Let  us  observe  what  happens  in  our  culture 
where  there  are  almost  no  substitutes  for  loss  of 
powers  previously  had.  True,  loving  children 
and  grandchildren  may  be  substitutes,  but  can  we 
expect  much  in  a society  based  on  mutual  com- 
petition and  increased  material  needs?  Let  us 
not  be  theoretical  in  prescribing  geriatric  rules 
to  be  followed  up  by  social  workers  only,  but  let 
us  be  aware  of  the  fact  that  there  is  something 
fundamentally  wrong  in  society’s  attitude  to- 
ward the  aged.  True,  we  don’t  kill  them  any 
more  as  do  some  primitive  tribes,  although  it 
would  be  an  act  of  mercy  in  some  cases.  Neither 
do  they  have  to  obey  the  law  of  suicide  as  in 
other  tribes.  Yet,  many  primitive  people 


accepted  this  verdict  as  an  act  of  love  towards 
the  children  living  on  the  frontier  of  starvation. 

What  are  we  doing  in  our  society?  We  have  a 
fetish  which  dominates  our  thinking — the  glamor 
of  youth.  We  hate  the  appearance  of  grey  hair 
and  wrinkles.  A culture  of  glamor  and  success 
tolerates  only  rising  success.  That  is  why 
every  suggestion  of  decline  becomes  so  traumatic. 
This  is  true  not  only  for  old  age  but  whenever  no 
chance  of  a return  to  success  is  possible.  We 
deny  sexual  satisfactions  to  the  old.  We  hate 
to  listen  to  experienced  people;  we  prefer  the 
glamor  of  exalting  theory  and  research  beyond 
the  wisdom  of  verified  experience. 

We  see  all  these  traumatic  emotional  ex- 
periences concentrated  in  the  pension  depression 
after  the  socially  enforced  cessation  of  produc- 
tivity. Retirement  for  many  is  symbolic  of  the 
message,  “Now  you  have  to  die.”  And  many 
obey  the  verdict  rather  soon.  Suddenly  they 
are  labeled  too  old  or  unfit  or  are  considered  to 
be  competing  with  the  young  on  an  unfair  basis. 
The  battle  between  young  and  old  becomes  ac- 
centuated. Finally,  the  young  can  revenge  their 
repressed  oedipal  envy. 

Those  who  make  the  compulsive  rules  of  re- 
tirement have  forgotten  that  work  is  not  only  a 
means  of  earning  a living  but  that  it  is  part  of  a 
value  system  that  keeps  up  man’s  self-esteem. 
It  symbolizes  man’s  value  in  the  eyes  of  others, 
especially  the  sexual  partner.  No  work,  no 
libido.  The  challenge  of  necessity  keeps  people 
vital.  Too  much  leisure  leads  to  regression. 

In  cultures  where  the  old  are  treated  with 
veneration,  old  people  are  mentally  virile,  as  I 
experienced  in  the  Orient,  and  hardly  any 
coronary  occlusion  is  known  in  those  regions. 
There  exists  an  intricate  relation  between  re- 
spect for  the  old  and  their  mental  stability  and 
the  emotional  stability  and  self-discipline  of  the 
young. 

Thanks  to  the  new  interest  in  geriatrics, 
sympathetic  attitudes  are  gradually  receiving 
support.  We  have  to  think  here  not  only  in 
terms  of  organized  occupational  re-education  but 
also  in  terms  of  changing  social  attitudes.  This, 
for  instance,  will  come  to  the  fore  in  a changing 
attitude  toward  the  “institution”  of  granddaddy 
and  grandma.  They  too  often  are  forced  or 
force  themselves  to  take  part  in  the  educational 
strain  around  the  grandchild,  especially  as  baby 
sitters,  causing  confusion  in  the  parental  images 
of  the  children.  The  grandparents  of  today 
are  not  capable  of  acting  as  the  beacons  of  rest 
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and  educational  wisdom  they  could  be.  It 
even  is  as  if  part  of  the  former  parent-child 
conflict  were  prolonged  into  the  parent-grand- 
parent relation. 

In  many  actual  neuroses  of  parents  the  em- 
bitterment  about  having  to  give  financial  support 
to  the  grandparents  plays  a role,  and  this  also 
helps  to  determine  the  attitude  of  the  grand- 
parents toward  the  children. 

We  realize  more  and  more  that  hidden, 
creative  potentialities  can  be  explored  for  the 
benefit  of  both  the  old  people  and  for  society. 
A second  skill,  perhaps  newly  learned,  often 
gives  more  pleasure  and  self-esteem  to  people 
than  an  older  skill.  I am  sure  that  in  the  future 
special  colleges  for  the  aged  will  be  established. 
This  will  be  one  of  the  best  forms  of  group  ther- 
apy. It  is  amazing  to  see,  while  doing  post- 
graduate teaching  at  universities,  how  vitally 
the  leaning  process  still  functions  in  old  age,  even 
in  those  who  complain  about  memory  defects. 
We,  who  have  been  educated  to  equate  senium 
with  decline,  will  be  surprised  about  the  learning 
zest  and  capacity  in  people  over  sixty  if  we  are 
able  to  overcome  their  and  our  own  prejudices 
on  the  subject  of  learning. 

Social  Care  in  the  Home 

When  we  realize  more  fully  that  senile  dementia 
often  is  a traumatic  reaction  to  an  organic  brain 
process,  a form  of  temporary  disintegration, 
we  can  become  more  optimistic  in  the  wTork 
with  the  aged  in  psychiatric  outpatient  clinics. 

The  lack  of  specialized  geriatric  communities 
within  the  community  could  be  overcome  by  a 
new  project  with  the  help  of  skilled  social 
workers.  Heretofore,  many  senile  and  pre- 
senile  patients  came  to  the  clinic  and  re- 
ceived mostly  supportive  psychotherapy  and 
sedative  medication.  In  the  new  approach  to 
them  two  therapeutic  principles  were  stressed: 

1.  Getting  away  from  the  administrative 
desk  and  the  office  and  visiting  the  patients  in 
their  homes.  This  means  the  task  of  really 
visiting  them  as  a guest  and  not  mothering 
them  or  advising  them  as  an  authority.  This 
token  visit  often  does  much  more  for  the  lonely 
and  suspicious  senile  patient  than  any  thera- 


peutic talking-to  in  the  clinic.  For  the  patients 
the  visit  and  the  cup  of  tea  they  are  allowed  to 
prepare  for  their  visitor  signifies  more  under- 
standing than  all  medical  lingo. 

2.  Working  out  creative  activities  for  them, 
not  occupational  therapy  in  the  dry  sense  of  the 
word  but  normal,  useful  activities.  We  often 
forget  that  man  remains  biologically  dependent 
on  mutual  participation.  Loneliness,  even  when 
self-chosen,  disintegrates  the  mental  processes 
of  almost  everyone. 

One  of  our  seventy-two-year-old  ladies  became 
a very  satisfied  and  satisfactory  switchboard 
operator,  another  a baby  sitter,  a third  a cook, 
and  a fourth  one  started  to  paint. 

The  therapeutic  emphasis  was  on  an  attitude 
away  from  the  professional  fetish,  away  from 
the  office  and  the  desk.  This  is  true  for  both 
therapist  and  social  worker.  And  we  were 
amazed  to  observe  the  psychologic  improvement 
among  the  old  people.  The  willingness  of  our 
service  to  go  to  them  had  an  immense  symbolic 
value.  It  meant  double  attention  to  them. 

I owe  a lot  of  my  insight  into  this  problem  to 
my  experience  with  the  Social  Psychiatric  Service 
of  the  City  of  Rotterdam,  where  since  1927 
such  regular  home  service  for  the  psychiatric 
aged  has  existed.  For  the  city  this  was  not  only 
charity,  it  was  a means  of  keeping  the  number 
of  hospitalized  patients  down,  and  at  the  same 
time  the  patients  themselves  felt  much  happier. 

Summary 

In  the  period  of  declining  vitality  a changed 
psychologic  management  has  to  be  followed. 
The  therapist,  as  returning  paternal  figure,  has 
to  replace  a real  loss  of  love  and  social  apprecia- 
tion. Psychotherapy  is  able  to  give  back  in  part 
the  resources  of  childhood  to  those  who  thought 
they  had  no  future.  A major  pact  with  death 
covering  up  deep-seated  anxiety  has  to  be 
uncovered  in  nearly  every  senile  aberration. 
There  has  to  be  greater  emphasis  on  cooperation 
with  the  general  practitioner,  social  worker, 
and  welfare  organization,  because  growing  old 
in  our  competitive  society  is  a tremendous  trau- 
matic experience. 

162  West  54th  Street  New  York  19 
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Hemopericardium  and  Cardiac  Tamponade  from 
Rupture  of  the  Heart  and  Aorta 


EUGENE  J.  LIPPSCHUTZ,  M.D.,  AND  MILFORD  C.  MALONEY,  M.D.,  BUFFALO,  NEW  YORK 

{From,  the  Departments  of  Medicine  and  Pathology  of  the  Buffalo  General  Hospital  and  the  University  of  Buffalo 

Medical  School ) 


As  dr.  Irving  S.  Wright1  so  aptly  stated  in 
i-  1953,  “The  reverse  side  of  the  balance 
sheet  for  anticoagulant  therapy  is  exhibited  by 
the  autopsy  findings  of  hemorrhage  and  cardiac 
rupture.”  If  one  assumes  the  incidence  of 
rupture  of  the  myocardium  in  nonautopsied 
cases  to  be  the  same  as  in  an  autopsied  series, 
one  must  take  into  account  that  physicians  try 
with  great  effort  to  secure  postmortem  exami- 
nation where  death  is  dramatic.  The  percentage 
of  error  in  clinical  as  opposed  to  autopsy  diagnosis 
of  the  rupture  is  also  great  and  further  confuses 
the  statistics. 

During  the  past  decade  the  incidence  of 
cardiac  tamponade  from  myocardial  and  aortic 
rupture  has  been  observed  at  autopsy  in  this 
institution  with  increasing  frequency.  This  was 
to  be  expected  with  the  crude  death  rate  from 
coronary  artery  disease  rising  from  7.9  per 
100,000  in  1930  to  226.1  per  100,000  in  1952, 
with  a much  greater  portion  of  the  population 
reaching  the  age  groups  in  which  death  from 
arteriosclerotic  coronary  thrombosis  and  its 
complications  are  much  more  frequent.2  How- 
ever, it  appeared  that  the  introduction  and 
common  usage  of  anticoagulant  drugs  was 
contributing  to  the  increase  in  the  incidence  of 
myocardial  rupture.  Therefore,  it  was  decided 
to  review  those  cases  with  established  post- 
mortem findings  from  the  years  1932-1946  in 
comparison  with  those  of  the  “anticoagulant 
era”  of  1946-1957. 

It  has  been  stated  that  the  incidence  of  hemo- 
pericardium is  two  times  greater,  and  of  myo- 
cardial rupture  three  times  greater  when  the 
patient  is  on  anticoagulant  therapy.3  In  a recent 
review  by  Lee  and  O’Neal4  of  the  anitcoagulant 
treatment  of  acute  myocardial  infarction,  it 
was  found  that  myocardial  rupture  occurred 
five  times  as  frequently  among  anticoagulant 
treated  cases  as  in  the  untreated  cases.  The 
difference  suggests  that  perhaps  selection  of 


TABLE  I. — Postmortem  Analysis  of  43  Cases 
of  Cardiac  Tamponade  from  1932-1957 


Rupture — - 

x Heart > /■ Aorta — ' 

Decennials  Number  Per  Cent  Number  Per  Cent 


80 

3 

9.7 

0 

0 

70 

9 

29.0 

2 

16.6 

60 

10 

32.2 

1 

8.4 

50 

7 

22.6 

5 

41.6 

40 

2 

6.5 

2 

16.6 

30 

0 

0 

2 

16.6 

20 

10  (not 

0 0 

seen  at  this  hospital) 

0 

0 

patients  receiving  anticoagulant  therapy  would 
account  for  the  high  incidence  of  rupture  in  these 
patients. 

Hemopericardium  without  myocardial  rupture 
was  not  more  frequent  in  patients  treated  with 
anticoagulants,  an  observation  not  in  accord 
with  the  findings  of  Castleman  et  al.z 

In  our  series  an  attempt  was  made  to  obtain 
the  clinical  records  on  each  of  the  postmortem 
cases.  In  ten  of  our  43  it  was  not  possible  to 
do  so,  since  death  occured  at  home,  in  the 
ambulance,  or  in  the  emergency  room.  Myo- 
cardial ruptures  were  secondary  to  infarction 
without  exception,  and  neither  direct  nor 
indirect  trauma  could  be  demonstrated.  The 
cases  of  aortic  rupture  with  tamponade  appeared 
to  have  been  caused  by  a cystic  medial  necrosis 
(Erdheim),  with  one  exception  in  a seventy- 
four-year-old  male  in  whom  the  tear  was  at- 
tributed to  a luetic  aortitis. 

Cases  were  analyzed  according  to  age,  sex, 
blood  pressure,  clinical  symptoms,  duration  of 
myocardial  infarction,  site  of  rupture,  time  on 
anticoagulant  drugs,  and  electrocardiographic 
alterations  (Table  I). 

Other  than  for  an  apparent  increased  inci- 
dence of  rupture  of  the  heart  in  the  fifty-to  sixty- 
age  group,  there  is  approximate  agreement  in 
the  decennial  distribution  when  comparison  is 
made  with  the  reports  by  Krumbhaar  and 
Crowell5  in  1925  and  Davenport6  in  1928. 
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Myocardial  rupture  occurred  in  61.2  per  cent 
of  the  males  and  38.8  per  cent  of  the  females. 
Aortic  rupture  was  present  in  75  per  cent  of  the 
males  and  25  per  cent  of  the  females.  Site  of 
the  rupture  was  the  right  ventricle  in  6.5  per 
cent  of  the  cases,  left  ventricle  in  93.5  per  cent, 
anterior  wall  in  65.5  per  cent,  and  the  posterior 
wall  in  34.5  per  cent. 

As  expected,  the  left  ventricle  was  the  most 
common  site  of  rupture  with  tears  in  the  anterior 
wall  occurring  twice  as  frequently  as  those  pf 
the  posterior  wall. 

In  11  of  the  31  cases  of  myocardial  rupture, 
moderate  hypertension  on  physical  examination 
was  noted  at  the  time  of  admission.  Subsequent 
postmortem  studies  revealed  that  16  of  the  31 
myocardial  ruptures  and  six  of  the  12  aortic 
ruptures  had  a left  ventricular  myocardial 
thickness  of  2 cm.  or  greater.  It  was  not 
possible  to  accurately  evaluate  all  cases  in  regard 
to  the  existence  of  clinical  hypertension  due  to  a 
state  of  shock  on  admission  or  a lack  of  docu- 
mentation of  antecedant  history  of  elevated 
blood  pressure.  Neither  was  it  possible  to 
ascertain  a relationship  between  rupture  and 
degree  or  type  of  physical  exertion.  However, 
it  has  been  observed  that  patients  who  display 
a persistent  hypertension  postinfarction  are  three 
times  more  likely  to  develop  cardiac  rupture 
than  those  who  have  normal  blood  pressures.7 
Myocardial  rupture  occurred  most  frequently 
between  the  fourth  and  the  tenth  day  after  acute 
infarction.  In  four  cases  the  rupture  occurred 
between  the  twentieth  and  twenty-ninth  days, 
and  one  case  was  estimated  to  be  forty-five  days 
later.  The  average  time  of  rupture  was  ten 
days  after  the  acute  infarction. 

This  finding  is  in  general  agreement  with 
Fulton’s8  series  wherein  death  from  cardiac 
rupture  occurred  on  an  average  of  nine  days 
postinfarction. 

Aneurysm  of  the  left  ventricle  wTas  noted  in 
12.9  per  cent  of  the  cases  of  myocardial  rupture 
in  this  series. 

Premonitory  symptoms,  such  as  angina 
pectoris,  radiation  of  pain,  cough,  dyspnea,  or 
hypotension  were  indistinguishable  from  the 
clinical  picture  of  coronary  artery  disease  and 
myocardial  infarction  per  se.  There  was  no 
specific  notation  of  symptoms  compatible  with 
predominant  right-sided  heart  failure  whereby 
one  might  attempt  to  distinguish  between 
cardiac  tamponade  and  left  ventricular  failure. 


TABLE  II. — Myocardial  Ruptures  at 
Autopsy 


Years 

Heart 

Aorta 

Tamponade 

1932-1945 

4 

4 

8 

1945-1957 

27 

8 

35 

With  anti- 

16 (59.2  per 

2 (25  per 

0 

coagulant 

cent) 

cent) 

Without  anti 

- 11  (40.8  per 

6 (75  per 

0 

coagulant 

cent) 

cent) 

Electrocardiographic  findings  did  not  contribute 
to  the  differential  diagnoses. 

Since  the  total  number  of  myocardial  in- 
farctions observed  at  autopsy  each  year  from 
1932  to  the  present  have  not  been  indexed  as 
such  in  all  cases,  it  was  not  possible  to  obtain  a 
reliable  percentage  for  number  of  fatal  infarcts 
ruptured.  However,  myocardial  rupture  has 
been  observed  to  occur  with  an  incidence  varying 
between  7 and  10  per  cent  of  fatal  cases  of 
coronary  occlusion. 

It  is  to  be  noted  that  in  the  1935-1945  era, 
363  cases  of  myocardial  infarction  were  admitted 
to  this  hospital  wfith  152  deaths  resulting  as 
compared  to  the  1945-1955  period  when  1,395 
infarcts  were  admitted  with  451  deaths  resulting. 

Sixteen  of  the  27  myocardial  ruptures  proved 
at  autopsy  during  1945-1957  received  anti- 
coagulant drugs  (Table  II).  It  is  of  interest, 
however,  that  in  only  five  of  these  did  the  pro- 
thrombin time  exceed  thirty  seconds.  None- 
theless, it  is  known  that  no  reliable  relation  can 
be  discerned  between  the  onset  of  hemorrhage 
and  the  prothrombin,  coagulation,  and  bleeding 
times.  Bleeding  may  occur  after  therapeutic 
doses,  and  the  prothrombin  time  need  not 
necessarily  be  markedly  prolonged.  No  attempt 
has  been  made  to  attach  statistical  significance 
to  this  small  series,  and  it  must  be  remembered 
that  the  use  of  anticoagulant  drugs  constitutes 
only  one  of  many  factors  involved  in  the  etiology 
of  myocardial  rupture.  For  example,  if  trauma 
is  excluded,  there  is  usually  present  a soft  and 
necrotic  area  of  infarction  and  often  increased 
intraventricular  pressure  due  to  hypertension  or 
physical  strain.  The  site  and  extent  of  the 
infarction  with  embarrassment  of  collateral 
circulation  and  the  presence  of  ventricular 
aneurysm  also  contribute  strongly  to  the  likeli- 
hood of  rupture.  It  has  been  suggested  by 
Kohn9  from  his  wmrk  on  latex  analogs  of  heart 
chambers  that  intracavitary  pressure  is  probably 
of  lesser  importance  and  that  exertion  and 
hypertension  may  contribute  not  so  much  by 
increasing  pressure  as  by  causing  dilatation  of  the 
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heart  or  increase  in  rate.  He  suggests  that 
additional  factors  should  be  included  in  the 
causation  of  rupture  of  infarcted  areas,  such  as 
the  pull  of  the  uninvolved  wall,  the  systolic 
increase  in  the  radius  of  the  infarcted  area  with 
accompanying  increased  tension,  and  dissection 
by  a jet  of  blood. 

The  fact  then  remains  that  during  the  anti- 
coagulant era  1945-1957,  59.2  per  cent  of  the 
cases  of  myocardial  rupture  observed  at  autopsy 
received  anticoagulants,  whereas  40.8  per  cent 
did  not. 

Although  two  of  the  eight  patients  of  aortic 
rupture  with  cardiac  tamponade  received  anti- 
coagulants, it  did  not  appear  to  be  a significant 
factor,  since  only  one  dose  was  received  by  each, 
and  death  occurred  prior  to  a time  necessary  for 
effective  anticoagulant  blood  levels. 

Summary  and  Conclusion 

1.  From  a review  of  postmortem  data  on  31 
cases  of  cardiac  tamponade  and  myocardial 
rupture,  the  incidence  of  cardiac  rupture  was 
slightly  greater  in  patients  who  were  on  anti- 
coagulant therapy. 

2.  Sixteen  of  31  cases  of  ruptured  hearts 
displayed  a left  ventricular  myocardial  thickness 
of  2 cm.  or  greater. 

3.  Myocardial  rupture  was  the  result  of 
coronary  artery  disease  with  myocardial  in- 
farction in  all  cases  and  occurred  with  increased 
frequency  beyond  sixty  years  of  age. 

4.  Myocardial  rupture  occurred  most 
frequently  between  four  and  ten  days  after 
acute  infarction. 


5.  Use  of  anticoagulant  drugs  is  only  one  of 
many  possible  etiologic  factors  to  be  considered 
in  myocardial  rupture. 

6.  Physicians  using  anticoagulant  therapy 
should  be  alert  for  clinical  evidence  of  hemor- 
rhagic pericarditis,  such  as  prolonged,  persistent 
or  recurring  friction  rub,  recurrence  of  cardiac 
pain,  vascular  collapse  accompanied  by  distended 
neck  veins,  or  demonstration  of  pericardial 
effusion.  Why?  Pericardial  tap  and  drainage 
may  be  life-saving. 

In  our  opinion  this  series  is  consistent  with 
previous  data  and  suggests  that  the  net  risk 
(savings  balanced  against  losses)  is  negligible 
in  so-called  good  risk  cases  well  screened  for 
contraindications.  The  poor  risk  cases  certainly 
deserve  any  calculated  risk  program. 


The  authors  are  grateful  to  our  pathologist.  Dr.  Korne 
Terplan,  for  his  help  and  guidance  in  this  study. 
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Does  marital  status  play  a role  in  diabetes? 
Prior  to  the  age  of  forty-five  the  death  rate  from 
diabetes  is  higher  for  single  women  than  for  married 
women  according  to  the  publication  “Patterns  of 
Disease,”  prepared  by  Parke,  Davis  & Company  for 
the  medical  profession.  For  example,  between  the 


ages  of  thirty-five  and  forty-four  the  death  rate  is 
approximately  65  per  cent  higher  for  single  women. 
However,  after  the  age  of  forty-five  the  death  rate 
for  married  women  exceeds  that  for  single  women. 
Among  men  the  death  rate  from  diabetes  is  greater 
for  the  unmarried  until  the  age  of  seventy. 
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The  Effect  on  Radioiodine  Tracer  Studies  of 
Organic  Iodide  Compounds  Used  in 

Roentgenology 


JOSEPH  S.  FEIBUSH,  M.D.,  SAMUEL  J.  SCHNEIERSON,  M.D.,  EDWARD  SIEGEL,  B.S., 
AND  ABRAHAM  A.  SHERMAN,  M.D.,  BRONX,  NEW  YORK 

{From  the  Bertha  C.  Reiss  Radioisotope  Laboratory , Lebanon  Hospital ) 


It  is  well  known  that  radiographic  examinations 
involving  the  use  of  compounds  containing 
large  amounts  of  organic  iodide  result  in  marked 
interference  in  the  radioactive  iodine  uptake  test 
of  thyroid  function.  It  is  generally  agreed  that 
these  substances  for  the  x-ray  visualization  of  the 
gallbladder,  kidney,  and  spinal  cord  cause  a 
marked  depression  of  the  twenty-four  hour 
thyroid  uptake  following  a tracer  dose  of  I131.1-4 
Indeed,  any  procedure  used  by  the  radiologist 
which  requires  the  administration  of  an  oral, 
intramuscular,  or  intravenous  dose  of  an  iodide- 
containing  compound  produces  the  same  result. 
It  is  therefore  apparent  that  a history  of  recent 
radiologic  examination  in  which  organic  iodides 
are  used  is  of  great  importance  in  interpreting 
the  twenty-four  hour  radioiodine  uptake  study. 
While  the  duration  of  the  thyroid  depression  by 
these  organic  iodide  compounds  is  not  precisely 
known,  there  are  many  references  citing  the 
variable  duration  of  this  effect.  Figures  from 
several  months  to  a year  have  been  reported.3-5-6 
The  objectives  of  this  study  were  to  determine 
for  what  period  of  time  organic  iodide  compounds 
used  in  roentgenology  can  depress  the  radio- 
iodine uptake  of  the  thyroid  gland,  and  whether 
the  duration  of  this  effect  is  related  to  the  subject’s 
thyroid  function.  For  this  investigation  we 
studied  24  patients  who  had  control  studies  of 
the  thyroid  uptake  prior  to  the  administration  of 
these  visualization  agents. 

Method 

Patients  under  study  in  the  Radioisotope 
Clinic,  for  whom  roentgen  examination  of  the 
urinary  tract  or  cholecystography  was  planned, 
were  selected.  Patients  who  were  receiving  anti- 
thyroid medication  or  iodide-containing  com- 
pounds were  excluded  from  this  study  because  of 
the  known  effect  of  these  substances  on  thyroid 


function.  Thyroidal  uptake  procedures,  in- 
cluding the  twenty-four  hour  uptake,  were 
performed  prior  to  the  preparation  for  these 
roentgen  examinations  and  at  varying  intervals 
thereafter. 

The  I131  uptake  determination  was  performed 
twenty-four  hours  after  the  oral  administration 
of  a 20  microcurie  tracer  dose  of  sodium  iodide131. 
The  lead  shielded  housing  containing  a bismuth 
wall  counter,  employed  for  the  uptake  determina- 
tion, has  been  described  earlier.7  In  the  counting 
position,  the  center  of  the  tube  is  7 inches  from 
the  skin,  and  the  apparatus  has  a sensitivity  of 
approximately  100  counts  per  microcurie  I131. 
To  correct  for  the  extrathyroidal  radioiodine, 
the  thigh  counting  rate  is  subtracted  from  the 
activity  recorded  from  the  neck. 

Results 

Table  I lists  the  effects  of  organic  iodides  on  the 
thyroidal  uptake  in  14  euthyroid  patients. 
These  patients  were  all  considered  euthyroid  on 
the  basis  of  clinical  examination  as  well  as  the 
pertinent  laboratory  data.  Of  these  14  euthy- 
roid patients,  six  showed  a marked  depression  of 
the  I131  uptake,  five  showed  a moderate  de- 
pression, one  showed  a slight  depression,  and 
two,  surprisingly  enough,  exhibited  no  change  at 
all.  In  five  patients,  a return  to  the  control 
uptake  levels  occurred:  two  at  the  end  of  one 
month,  two  at  the  end  of  two  and  one-half 
months,  and  one  at  the  end  of  six  months. 
Three  patients  remained  slightly  depressed: 
two  at  the  end  of  three  to  four  weeks,  and  one  at 
the  end  of  four  months.  Four  patients  remained 
moderately  depressed:  three  at  the  end  of  one 
month,  and  one  at  the  end  of  four  and  one-half 
months.  Only  one  patient  of  the  entire  group 
still  showed  considerable  depression  of  radio- 
iodine uptake  (18  per  cent)  when  last  examined 
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TABLE  I. — Effect  of  Organic  Iodides  on  Radioiodine  Thyroidal  Uptake  in  Euthyroidism* 


Case 

Number 

Age 

Sex 

Control  Thyroidal 
Uptake 
(Per  Cent) 

Interval  After  Dye 
(Days) 

Thyroidal  Uptake 
After  Dye 
(Per  cent) 

1 

70 

M 

27.5 

6 

3.9 

20 

9.4 

29 

15.9 

115 

22.9 

2 

54 

M 

27.6 

9 

12.5 

21 

21.5 

56 

21.8 

3 

59 

M 

39.7 

91 

29.2 

140 

30.2 

4 

56 

M 

20.7 

6 

16.6 

20 

27.7 

5 

66 

M 

31.6 

17 

13.2 

77 

18.1 

6 

51 

F 

45.2 

8 

8.1 

34 

31 

7 

55 

F 

24.9 

14 

26.1 

8 

24 

M 

49.2 

16 

35.6 

73 

32 

193 

50 

9 

54 

F 

24.9 

8 

17.5 

29 

19.7 

10 

45 

F 

32.1 

11 

23.4 

23 

29.7 

11 

54 

F 

37.5 

7 

38.6 

19 

30.4 

12 

54 

M 

21.3 

18 

8.8 

68 

29.2 

13 

79 

M 

13.8 

13 

7 

70 

13 

14 

52 

F 

48.4 

13 

41 

33 

30 

* Cases  1 through  10  received  oral  Telepaque  for  gallbladder  visualization.  Cases 

11  through  14  received  intravenous 

Diodrast  for  kidney  visualization. 

TABLE  II.- 

— Effect  of  Oral  Telepaque  on  Radioiodine  Studies  in  Hyperthyroidism 

Control  Studies 

Studies  After  Dye 

Conversion  Thyroidal 

Conversion 

Thyroidal 

Case 

Ratio 

Uptake  Interval  After  Dye 

Ratio* 

Uptakef 

Number 

Age 

Sex 

(Per  cent)  (Per  cent) 

(Days) 

(Per  cent) 

(Per  cent) 

1 

26 

F 

Not  done  78 

5 

Not  done 

77.2 

17 

Not  done 

69.7 

40 

Not  done 

85.6 

2 

34 

M 

Not  done  95 

5 

Not  done 

80.7 

3 

45 

F 

Not  done  60.7 

6 

Not  done 

85.5 

4 

48 

F 

98 

94.7 

12 

88.2 

80 

5 

44 

M 

76.8 

69.6 

6 

57.7 

50.7 

6 

31 

F 

79.2 

97.8 

89.6 

95 

7 

50 

M 

98.4 

69.5 

7 

61.3 

64.9 

8 

50 

F 

90.7 

77.3 

6 

98.2 

75.1 

9 

60 

F 

92.6 

97.5 

6 

81.6 

57.8 

10 

26 

M 

87.4 

85.4 

6 

70 

33.1 

102 

85.4 

95.3 

* The  conversion  ratio  is  determined  twenty-four  hours  after  oral  administration  of  a trace  dose  of  radioiodine. 

t The  thyroidal  uptake  is  determined  twenty-four  hours  after  oral  administration  of  a 

trace  dose  of  radioiodine. 

at  the  end  of  two  and  one-half  months. 

Table  II  records  the  results  obtained  in  ten 
patients  with  well-documented  hyperthyroid- 
ism. Conversion  ratios*  also  were  obtained  in 

* The  conversion  ratio,  which  is  determined  twenty-four 
hours  after  the  oral  administration  of  a tracer  dose  of  I1*1,  is 
the  ratio  between  the  total  radioactivity  in  the  plasma  and 
that  present  in  the  protein-bound  iodine  of  the  plasma.  It 
represents  a guide  to  the  amount  of  radio-iodine  converted 
by  the  thyroid  gland  into  thyroglobulin,  which  then  circulates 
via  the  blood  plasma.  Ratios  above  50  per  cent  are  found 
in  hyperthyroidism,  and  below  50  per  cent  in  euthyroidism. 


seven  of  these  patients.  It  is  noteworthy  that 
in  only  one  patient  (case  10)  did  the  uptake  fall 
sharply  from  85.4  per  cent  to  33.1  per  cent.  In 
the  remaining  nine  patients,  thyroidal  uptakes 
done  within  one  week  after  the  administration  of 
organic  iodides  were  clearly  in  the  hyperthyroid 
range.  Of  the  ten  patients,  three  had  similar 
uptakes  before  and  after  the  organic  dyes  were 
administered;  five  patients  showed  a 14  per  cent 
to  52  per  cent  fall  in  the  uptake;  in  one  patient 
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the  uptake  increased  approximately  25  per  cent. 
Following  the  administration  of  organic  iodides, 
the  conversion  ratios  in  seven  patients  were  in 
the  hyperthyroid  range.  In  five  patients  the- 
conversion  ratio  fell  from  8 per  cent  to  37  per 
cent;  in  two  patients  the  conversion  ratio  rose 
from  8 to  10  per  cent.  It  is  worth  noting  that  in 
case  9 where  the  thyroidal  uptake  fell  from  97.5 
per  cent  to  57.8  per  cent,  the  conversion  ratio 
fell  only  slightly  and  remained  in  the  hyper- 
thyroid range.  Case  10  is  also  of  interest  in  that 
it  demonstrated  a considerable  fall  in  the  thy- 
roidal uptake,  whereas  the  conversion  ratio  re- 
mained in  the  hyperthyroid  range.  Further- 
more, this  case  also  demonstrated  a return  to 
baseline  levels  in  a period  of  approximately  102 
days. 

Comment 

From  this  study  we  were  surprised  to  observe 
that  only  about  half  of  the  euthyroid  patients 
exhibited  so  marked  a depression  of  the  I131 
uptake  as  to  interfere  with  the  clinical  usefulness 
of  this  test.  This  finding  was  in  striking  contrast 
to  our  previously  held  belief  that  most  patients 
would  show  marked  depression  of  the  thyroid 
uptake.  Newman  and  Cupp4  studied  11  euthy- 
roid patients  before  and  after  administration  of 
Priodax.  In  nine  patients  they  found  that  the 
uptakes  depressed  by  Priodax  returned  to  normal 
in  thirty  days.  Rogers  and  Robbins,1  in  a 
series  of  seven  euthyroid  patients  studied  follow- 
ing intravenous  Cholografin,  reported  decreased 
thyroid  uptake  “regularly  for  longer  than  two 
months  and  for  an  average  of  about  three 
months.”  In  the  hyperthyroid  patients,  on  the 
other  hand,  it  would  appear  that  nine  out  of  ten 
such  patients  will  show  no  interference  in  the 
determination  of  the  thyroidal  uptake  after  the 
administration  of  organic  iodides,  and  that  in  the 
tenth  patient  the  determination  of  conversion 
ratios  would  not  be  marked^  disturbed  by  these 
dyes.  Drummy,3  while  calling  attention  to  de- 
pression of  the  I131  uptake  in  euthyroid  patient 
following  cholecystography,  also  observed  that 
in  five  of  six  hyperthyroid  patients,  the  twenty- 
four  hour  uptake  was  greater  than  50  per  cent. 

There  are  two  theories  as  to  the  cause  of  the 
depression  of  the  thyroidal  uptake  by  organic 


iodides.  One  is  that  there  is  some  nonorganically 
bound  iodine  present  in  the  contrast  material, 
thus  decreasing  the  uptake  of  radioiodine  by  the 
thyroid  gland.  It  is  known,  in  line  with  this 
view,  that  as  little  as  0.5  mg.  of  iodide  a day  can 
significantly  depress  the  I131  uptake.8  A second 
possibility  is  that  the  rapid  in  vivo  deiodination 
of  the  organic  iodides  with  the  liberation  of 
iodine  occurs. 

Summary  and  Conclusions 

1.  Twenty-four  patients  had  radioiodine  up- 
takes determined  before  and  after  the  administra- 
tion of  one  of  the  organic  iodides  used  as  visualiza- 
tion agents  in  roentgenology. 

2.  Only  one  of  ten  patients  with  well  docu- 
mented hyperthyroidism  showed  a depression  of 
the  thyroid  uptake  pronounced  enough  to  inter- 
fere with  the  diagnostic  value  of  the  tracer  stud}\ 
Conversion  ratios  in  seven  of  these  patients, 
while  showing  individual  variations,  all  fell 
in  the  hyperthyroid  range.  It  is  therefore 
suggested  that  x-ray  studies  using  contrast 
media  in  those  patients  will  usually  not  interfere 
in  the  I131  uptake  for  the  confirmation  of  the 
diagnosis  of  hyperthyroidism. 

3.  Only  six  of  14  euthyroid  patients  showed  so 
marked  a depression  of  the  I131  uptake  as  to 
seriously  interfere  in  the  diagnostic  reliability  of 
this  test  of  thyroid  function. 

4.  It  is  noteworthy  that  the  depression  of 
I131- uptake  following  the  use  of  organic  iodides 
frequently  does  not  persist  for  longer  than  one  to 
three  months. 

1488  Metropolitan  Avenue,  Bronx  62 
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Utilization  of  Phenyltoloxamine  as  Daytime 
Sedative  or  Tranquilizer 


ROBERT  C.  BATTERMAN,  M.D.,  ARTHUR  J.  GROSSMAN,  M.D.,  PAUL  LEIFER,  M.D.,  AND 
GEORGE  MOURATOFF,  M.D.,  NEW  YORK  CITY 


{From  the  Department  of  Medicine , New  York  Medical  College  and  Bird  S.  Coler  Memorial  Hospital 

and  Home) 


It  has  been  recently  demonstrated  that  phen- 
yltoloxamine, N,  N-Dimethyl-2-(a-phenyl- 
o-toloxy)-ethylamine,  a well-known  antihista- 
minic,  possesses  psychotherapeutic  or  ataractic 
effects.1  On  the  basis  of  pharmacologic  evidence, 
it  is  recognized  that  most  antihistaminics 
stimulate  or  depress  the  central  nervous  system. 
With  the  usual  therapeutic  doses  the  sedative 
action  is  most  readily  appreciated.  However, 
in  an  attempt  to  classify  this  sedative  effect, 
which  usually  takes  the  form  of  drowsiness  or 
somnolence,  it  appears  that  a discrepancy  in 
clinicopharmacologic  utilization  has  existed. 
Sedative  agents  possess  a gradient  of  response 
which  depends  on  potency,  dose,  and  site  of 
action.  Four  degrees  of  sedative  action  are 
possible:  (1)  anesthesia,  (2)  hypnosis  or  soporific 
effect,  (3)  somnifacient  or  somnolence,  and 
(4)  tranquilization  or  daytime  sedation.  The 
sedative  action  noted  with  psychotherapeutic 
or  ataraxic  medication  is  related  to  an  over- 
lapping of  pharmacologic  action.  These  drugs 
should  be  considered  primarily  as  normalizers 
of  mental  and  behavioral  activity  rather  than 
true  sedatives.  Since  the  occurrence  of  som- 
nolence with  antihistaminics  is  considered  to 
be  an  untoward  reaction,  little  or  no  effort  has 
been  made  to  evaluate  these  agents  as  daytime 
sedatives  or  tranquilizers.  The  studies  writh  the 
psychotherapeutic  effects  of  phenyltoloxamine 
stimulated  the  present  investigation  to  evaluate 
the  sedative  action  as  a daytime  tranquilizer  for 
the  usual  patient  with  an  anxiety  state. 

Selection  of  Patients  and  Method  of 
Study 

The  sedative  properties,  tolerance,  and  safety 
of  phenyltoloxamine*  were  studied  in  ambula- 

*  Phenyltoloxamine  was  kindly  furnished  by  the  Bristol 
Laboratories  Inc.,  Syracuse,  New  York. 


tory  patients,  all  of  whom  required  a sedative 
medication  for  the  control  of  the  anxiety  state.2-3 
This  manifested  itself  in  many  ways  but  usually 
took  the  form  of  daytime  nervousness,  jitteri- 
ness, apprehension,  easy  excitability,  functional 
gastrointestinal  distress,  palpitations,  breath- 
lessness, and  a general  feeling  of  “not  being  well.” 
There  was  usually  an  associated  insomnia  which 
was  reflected  by  difficulty  in  falling  asleep, 
interrupted  sleep,  and  insufficient  short  periods 
of  sleep.  All  three  types  might  have  been  present 
in  the  same  patient.  With  few  exceptions  the 
patient  also  had  an  underlying  musculoskeletal 
condition,  but  at  the  time  of  drug  administration 
the  pain  and  disability  of  arthritis  was  not  a 
major  factor,  and  in  no  instance  was  analgesic 
therapy  given  at  the  same  time,  or  medication 
required  for  sedation.  The  patients  were  un- 
selected and  represented  a cross  section  of  the 
usual  patient  encountered  in  ambulatory  clinic 
practice  who  requires  therapy.  An  attempt 
was  made  to  duplicate  the  conditions  under 
which  such  therapy  is  actually  used  for  the 
control  of  the  anxiety  state. 

For  comparative  controlled  evaluation  of  the 
possible  sedative  effects  of  phenyltoloxamine, 
similar  groups  of  patients  were  treated  writh 
placebo  and  phenobarbital.  A total  of  131 
subjects  for  198  trials  of  the  three  medications, 
including  multiple  trials  and  different  doses  in 
the  same  patient,  comprise  the  scope  of  this 
investigation. 

After  an  interview  in  v'hich  the  type, 
symptoms,  and  severity  of  the  anxiety  state 
were  recorded,  each  patient  wras  given  sufficient 
supplies  of  any  of  the  three  medications  to  last 
until  the  next  clinic  visit.  It  was  thus  possible 
to  evaluate  twro  doses  of  phenobarbital,  15  and 
30  mg.;  three  doses  of  phenyltoloxamine,  50, 
100,  and  200  mg.,  and  a placebo,  administered 
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TABLE  I. — Comparative  Effectiveness  of  Daytime  Sedatives 


Medication 

Dose  (three  to 
four  times  daily) 

Number 
of  Patients 

Satisfactory 
Daytime  Sedation 

Untoward 
Reactions 
(Per  Cent) 

Therapeutic 

Index 

Number 
of  Patients 

Per  cent 

Placebo 

One  Tablet 

44 

14 

31.8 

12.4 

2.5 

Phenobarbital 

15  mg. 

30 

18 

60 

30 

2 

30  mg. 

20 

14 

70 

35 

2 

Phenyltoloxamine 

50  mg. 

30 

23 

76.6 

10 

7.7 

100  mg. 

36 

19 

52.7 

24.3 

2.2 

200  mg. 

25 

11 

44 

56 

0.8 

TABLE  II. — Comparative  Effectiveness  to  Produce  Nighttime  Hypnotic  Effect  with  Multiple  Daytime  Dosage 


Satisfactory  Hypnotic 
Effect  with  Daytime  Dosage 
* ' Untoward 


Medication 

Dose  (three  to 
four  times  daily) 

Number 
of  Patients 

Number 
of  Patients 

Per  cent 

Reactions 
(Per  cent) 

Therapeutic 

Index 

Placebo 

One  Tablet 

42 

10 

23.6 

12.4 

1.5 

Phenobarbital 

15  mg. 

24 

12 

50 

30 

1.6 

30  mg. 

19 

13 

68.4 

35 

1.9 

Phenyltoloxamine 

50  mg. 

29 

15 

51.7 

10 

5.2 

100  mg. 

35 

14 

40 

24.3 

1.6 

* 

200  mg. 

21 

10 

47.6 

56 

0.8 

three  to  four  times  daily  for  periods  not  less  than 
two  weeks  and  usually  three  weeks  or  longer. 
The  duration  of  therapy  was  adhered  to  strictly, 
since  the  control  of  the  anxiety  state  necessitates 
chronic  administration  of  a sedative  agent. 
It  is  impossible  from  a single  or  occasional  dose 
to  compare  effectiveness  of  sedation  for  clinical 
utilization,  tolerance,  and  cumulative  toxicity. 

Three  aspects  of  daytime  control  of  the  anxiety 
state  were  studied : control  of  daytime  symptoms, 
production  of  nighttime  hypnosis  by  multiple 
daytime  dosage,  and  the  possibility  of  combined 
daytime  sedation  and  nighttime  hypnosis  with 
daytime  administration  of  these  agents.  Such 
a regime  in  our  laboratory  has  allowed  a com- 
parative evaluation  of  sedative  agents  advocated 
for  the  control  of  the  anxiety  state  and  approxi- 
mates very  closely  the  conditions  under  which 
these  drugs  are  used  in  everyday  practice. 

The  criteria  used  for  evaluation  was  based  on 
the  patient’s  own  acceptance  of  a satisfactory 
control  of  disturbing  symptoms.  This  was  an 
“all  or  none”  response.  The  patient  had  to  have 
an  unquestionable  relief  of  any  of  the  symptoms 
listed  above,  and  this  relief  had  to  be  persistent 
for  the  entire  duration  of  drug  administration. 
If  at  onset  of  therapy  a satisfactory  sedative 
effect  occurred,  but  on  continuation  of  therapy 
this  effect  became  less  apparent,  the  trial  was 
considered  as  ineffectual.  A satisfactory  re- 
sponse required  therapeutic  effectiveness  with- 
out the  occurrence  of  undesirable  side-effects. 
The  per  cent  effectiveness  divided  by  the  per  cent 


of  untoward  reactions  allows  the  determination 
of  a therapeutic  index,  which  reflects  the  thera- 
peutic range  and  over-all  effectiveness  of  these 
medications.  The  occurrence  of  drowsiness  in 
some  patients  was  considered  as  a sedative 
response.  If  this  was  mild  and  associated  with 
control  of  the  patient’s  complaints,  its  occurrence 
was  not  considered  significant.  In  some  in- 
stances, daytime  drowsiness  was  profound  and 
interfered  with  the  daytime  activities  of  the 
patient.  This  degree  of  drowsiness  was  con- 
sidered as  an  untoward  reaction. 

Results 

The  comparative  effectiveness  of  phenyl- 
toloxamine,  phenobarbital,  and  placebo  for  the 
control  of  daytime  sedation  is  summarized  in 
Table  I.  Placebo  therapy  was  ineffectual  and 
is  reflected  in  a low  therapeutic  index  of  2.5. 
The  occurrence  of  cumulative  untoward  reactions 
with  15  and  30  mg.  doses  of  phenobarbital 
interfered  with  the  sedative  effect,  which  occurred 
in  60  and  70  per  cent  respectively.  Satisfactory 
sedation  was  therefore  not  achieved,  since  the 
therapeutic  index  for  both  doses  is  2.  Of  the 
three  doses  studied,  50,  100,  and  200  mg.  of 
phenyltoloxamine,  only  the  50  mg.  dose,  which 
was  administered  three  to  four  times  daily, 
was  satisfactory.  A high  therapeutic  . index 
of  7.7  with  this  dose  is  significant.  The  higher 
doses  weie  unsatisfactory,  since  the  high  incidence 
of  cumulative  toxicity  interfered  with  the  seda- 
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TABLE  III. — Comparative  Effectiveness  of  Sedatives  to  Produce  Combined  Daytime  Sedation  and  Nighttime 

Hypnotic  Effect  with  Multiple  Daytime  Dosage 


Medication 

Dose  (three  to 
four  times  daily) 

Number 
of  Patients 

Satisfactory  Combined 
Daytime  Sedation 
and  Hypnotic  Effect 

Untoward 
Reactions 
(Per  cent) 

Therapeutic 

Index 

Number 
of  Patients 

Per  cent 

Placebo 

One  tablet 

36 

9 

25 

12.4 

2 

Phenobarbital 

15  mg. 

24 

11 

45.8 

30 

1.1 

30  mg. 

19 

12 

63 

35 

1.8 

Phenyltoloxamine 

50  mg. 

29 

13 

44.8 

10 

4.5 

100  mg. 

29 

12 

41.4 

24.3 

1.7 

200  mg. 

21 

8 

38.1 

56 

0.6 

tive  effect.  The  therapeutic  index  was  thus 
unfavorably  affected. 

The  results  of  comparative  effectiveness  of 
the  three  medications  to  produce  a nighttime 
hypnosis  with  multiple  daytime  dosages  is  pre- 
sented in  Table  II.  Again,  the  occurrence  of 
untoward  reactions  with  both  doses  of  pheno- 
barbital  and  the  higher  doses  of  phenyltoloxamine 
interfered  with  a satisfactory  response.  The 
hypnotic  effect  by  daytime  dosage,  except  for 
the  30  mg.  of  phenobarbital,  is  not  sufficiently 
high  for  predictable  hypnotic  effectiveness. 

Table  III  summarizes  the  likelihood  of  ob- 
taining both  daytime  sedation  and  nighttime 
hypnosis  in  the  patient  with  both  disturbances 
at  the  same  time.  For  this  purpose  pheno- 
barbital in  a 30  mg.  dose  appears  to  be  the  best; 
however,  this  is  offset  by  the  high  incidence  of 
untoward  reactions. 

Comment 

Heretofore,  the  sedative  effect  of  antihistaminic 
agents  has  been  considered  as  an  untoward 
reaction.  Emphasis  has  been  on  a somnifacient 
effect  which  might  result  in  hypnosis  in  certain 
patients.  Little  attention  has  been  paid  to  the 
possibility  of  the  use  of  these  medications  as 
tranquilizers  or  daytime  sedatives,  where  the 
lowest  order  of  the  sedative  action  is  required. 
The  present  study  has  disclosed  that  phenyl- 
toloxamine is  an  excellent  daytime  sedative. 
This  effect  was  also  noted  by  Fleischmajer 
et  at  A for  the  treatment  of  cutaneous  disorders. 
The  lesser  effect  of  an  hypnotic  agent  by  multiple 
daytime  doses  confirms  the  low  incidence  of 
somnolence  or  somnifacient  effect  reported  by  this 
medication  as  an  antihistaminic.5-8  If  patients 
have  the  additional  problem  of  insomnia,  the 
daytime  use  of  phenyltoloxamine  will  require  a 
supplimentary  hypnotic  agent. 


Phenyltoloxamine  three  to  four  times  daily 
for  several  weeks  of  continuous  therapy  is  a 
safe  daytime  sedative.  The  higher  doses,  how- 
ever, result  in  central  nervous  system  depression, 
such  as  somnolence,  so  that  clinically  satis- 
factory daytime  sedation  may  be  overshadowed 
by  symptoms  which  are  actually  s.edative  in 
nature.  There  was  no  evidence  of  any  hyper- 
sensitivity manifestation,  such  as  skin  eruptions, 
liver  dysfunction,  alteration  of  blood  elements, 
or  urine  constituents. 

The  classification  of  sedative  effectiveness 
according  to  the  dose  response  method  or  determi- 
nation of  the  therapeutic  index,  favors  the  50 
mg.  dose  of  phenyltoloxamine  as  a daytime 
sedative.  This  dosage  assures  the  physician 
the  highest  predictability  of  responsiveness  and 
the  lowest  incidence  of  side-effects. 


Summary  and  Conclusions 

Comparative  evaluation  of  daytime  sedative 
or  tranquilizer  effects  of  phenyltoloxamine, 
phenobarbital,  and  placebo  therapy  was  per- 
formed in  131  patients  for  198  trials.  By  the 
method  of  clinical  utilization  duplicating  every- 
day practice,  phenyltoloxamine  in  doses  of 
50  mg.  three  to  four  times  daily  was  found  to 
be  a highly  effective  and  safe  daytime  sedative. 
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A New  Oral  Hypoglycemic  Drug 


JULIUS  POMERANZE,  M.D.,  NEW  YORK  CITY 

{From  the  Bird  S.  Coder  Memorial  Home  and  Hospital , The  New  York  Medical  College-Metropolitan 

Medical  Center ) 


n orally  administered  drug,  phenylethyl- 
biguanide  (DBI)  (Fig.  1),  has  shown  hypo- 
glycemic activity  in  both  mild  and  severe  human 
diabetes  mellitus.1-3  The  original  clinical  ex- 
periment was  initiated  at  the  New  York  Medical 
College-Metropolitan  Medical  Center  during 
June,  1956,  and  to  date  six  patients  have  had  con- 
tinuous therapy  with  DBI  for  eighteen  months, 
and  12  additional  patients  have  been  similarly 
treated  for  twelve  or  more  months.  These  18  pa- 
tients in  whom  there  has  been  no  evidence  of  toxi- 
copathology  while  adequately  controlled  with 
DBI,  provide  a small  but  significant  accumulation 
of  clinical  toxicologic  information. 

The  patients  were  from  twenty-two  to  seventy- 
nine  years  of  age.  The  age  at  onset  of  the  dia- 
betes varied  from  seventeen  to  seventy  years  and 
the  duration  from  two  years  to  thirty-three  years. 
Patients  were  effectively  treated  with  DBI  alone, 
or  in  combination  with  insulin,  which  was  reduced 
50  per  cent  or  more  from  previous  dosage.  Treat- 
ment was  continuous  except  for  short  periods  of 
placebo  therapy  to  determine  the  validity  of  our 
findings.  The  therapeutic  results  are  available, 
and  further  reports  have  been  offered  for  publica- 
tion.1-2*4 In  all  of  the  early  studies,  hepatic  and 
renal  function  studies  and  hematologic  observa- 
tions indicated  that  DBI  was  safe  for  human  use. 

Although  reassured  by  these  early  experiments 
with  DBI  and  the  relative  clinical  safety  of  an- 
other biguanide,  the  antimalarial  and  nonhypo- 
glycemic  drug,  Paludrine  (Fig.  2),  great  caution 
and  careful  clinical  and  laboratory  observations 
guided  the  safety  of  patients  receiving  prolonged 
courses  of  DBI  therapy.  The  powerful  hypo- 
glycemic action  of  DBI  had  made  it  exceedingly 
difficult  to  conduct  chronic  feeding  studies  in  nor- 
mal animals.  Therefore,  emphasis  was  placed  on 
careful  serial  observations  of  parenchymal  organ 
function  and  the  hematologic  status  of  each  pa- 
tient in  clinical  trials  with  DBI.  For  the  past  one 
and  one-half  years,  patients  in  our  group  have 
been  receiving  continuous  DBI  therapy  at  oral 
doses  adequate  for  the  control  of  glycemia  and 


NH  NH 

^>— ch2— ch2n— c— nh— c— nh2.hci 

Fig.  1.  Ni-B-phenethylbiguanide hydrochloride  (DBI). 

glycosuria.  During  this  time  we  have  conducted 
periodic  determinations  of  renal  function,  in- 
cluding blood  urea  nitrogen  and  complete  micro- 
scopic urine  examinations;  liver  function  tests 
including  blood  bilirubin,  thymol  turbidity,  cepli- 
alin  flocculation,  alkaline  phosphatase,  and,  in 
many  patients,  serum  transaminase;  complete 
hematologic  studies,  including  white  blood  cell 
count,  hematocrit,  hemoglobin,  sedimentation 
rate  and,  in  some  instances,  prothrombin  times. 
No  alteration  of  these  function  studies  which 
could  be  directly  attributed  to  the  administration 
of  DBI  has  been  noted  in  any  of  the  patients 
studied.  We  present  this  first  evidence  of  the 
complete  absence  of  any  toxicopathologic  effects 
which  could  be  ascribed  to  DBI  therapy. 

DBI  is  a biguanide  derivative  (Fig.  1)  rather 
than  a sulfanylurea,  and  unlike  the  latter,  pro- 
duces hypoglycemia  in  the  alloxan  diabetic  ani- 
mal.5 Like  insulin,  DBI  increases  glucose  uptake 
in  the  paired  rat  hemidiaphragms,  but  unlike 
insulin,  DBI  does  not  increase  glycogen  deposi- 
tion. There  is,  however,  an  increase  in  lactic 
acid  in  this  preparation.6  In  guinea  pig  liver 
slices,  DBI  decreases  glycogen  concentration  and 
increases  lactic  acid  production  but  does  not  in- 
fluence glucose  output.6  In  intact  animals,  he- 
patic glucose  output  is  inhibited,  and  liver  glyco- 
gen is  decreased,  but  muscle  gtycogen  is  not 
affected.6 

Another  finding  of  considerable  interest  was  the 
definite  inhibition  by  DBI  of  insulin-I131  degrada- 
tion by  liver  enzymes  in  vitro,  although  the  in- 
hibition of  insulin-I131  in  vivo  was  apparently 
small.  DBI  did  not,  however,  increase  the  rate 
of  oxidation  of  glucose  in  intact  animals.6  . 

There  is  marked  species  difference  in  response 
to  DBI  administration.  Hypoglycemia  was  pro- 
duced in  normal  guinea  pigs,  rats,  rabbits,  cats, 
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Fig.  2.  Ni-p-chlorophenyl-Nb -isopropyl  biguanide  (Pal- 
udrine) . 
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Fig.  3.  Decamethylene  diguanidine  (Synthalin  A). 

and  Rhesus  monkeys.  Normal  blood  sugar 
levels  could  be  maintained  with  oral  DBI  in 
alloxan-diabetic  rats,  rabbits,  and  monkeys.  DBI 
does  not  cause  a hypoglycemic  response  in  the 
dog.5 

The  fact  that  DBI  possesses  certain  actions 
similar  to  decamethylene  diguanide,  Synthalin  A 
(Fig.  3),  recalled  the  work  of  Frank  et  a/.7-10 
who  in  1926,  and  later  in  1929,  reported  their  ex- 
periences with  diguanidines  in  the  management  of 
diabetes  mellitus.  These  compounds  proved  un- 
satisfactory because  of  severe  gastrointestinal 
disturbances,  nervous  depression,  and  charac- 
teristic hepatotoxic  and  nephrotoxic  effects. 
Guanidine  derivatives  were  also  investigated  later 
by  Bischoff,  and  Long11^13  but  none  proved  satis- 
factory because  liver  changes  closely  paralleled 
hypoglycemia. 

Inspection  of  the  structures  of  DBI  and  Syn- 
thalin clearly  shows  marked  chemical  differences 
which  are  undoubtedly  physiologically  significant. 
DBI,  for  example,  contains  a highly  stable 
5-Nitrogen  containing  biguanide  structure  (Fig. 
4),  which  may  lead  to  cyclization  (Fig.  5) . On  the 
other  hand,  the  hypoglycemic  diguanidines 
possess  two  individual  guanidine  groups  separated 
by  a long  hydrocarbon  chain  (Fig.  3) . This  struc- 
ture contains  6-Nitrogen  atoms,  three  in  each 
guanidine  moiety,  and  there  is  no  inherent  ca- 
pacity to  form  a cyclized  structure. 

It  is  particularly  significant  that  the  biguanide 
derivative  DBI,  unlike  the  structurally  dissimilar 
hypoglycemic  diguanidines  of  twenty-five  to 
thirty  years  ago  (Synthalin  A and  Synthalin  B), 
has  proved  capable  of  controlling  blood  sugar 
levels  and  glycosuria  in  both  stable  and  labile  dia- 
betes for  periods  up  to  eighteen  months  without 
producing  any  pathologic  alterations  in  hepatic 
or  renal  function.  Furthermore,  granulocyto- 
penia has  not  been  seen.  The  mechanism  of  ac- 
tion of  DBI  is  not  yet  clear.  The  postulated 
mechanisms  of  enhanced  anaerobic  glycolysis  or 
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Fig.  4.  Biguanide  structure. 
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Fig.  5.  Cyclized  biguanide  structure. 

glycogenolysis  and/or  inhibited  gluconeogenesis 
and  the  possible  role  of  hepatic  enzymes  in  the 
sparing  of  insulin  raise  many  interesting  ques- 
tions about  the  physiologic  “normalcy”  of  the  hy- 
poglycemia produced  by  DBI.6 

The  chief  cause  of  therapeutic  failure  was  the 
development  of  gastrointestinal  symptoms.  The 
characteristic  premonitory  sign  is  a metallic  or 
bitter  taste.  This  may  progress  rapidly  to 
anorexia,  nausea,  or  severe  vomiting.  When  the 
limiting  dose  of  DBI  is  exceeded,  leading  to 
vomiting,  the  resulting  metabolic  derangement 
may  in  itself  lead  to  a ketotic  episode.  Although 
these  symptoms  are  localized  to  the  gastrointesti- 
nal tract,  it  is  probable  that  they  have  a central 
etiology.  Neither  local  nor  systemic  therapy,  in- 
cluding antacids,  antiemetic,  or  vagal  blocking 
drugs,  has  been  consistently  successful  in  dealing 
with  this  problem.  The  18  patients  included  in 
this  series  did  not  suffer  any  of  the  side-effects 
mentioned  above.14 

It  is  realized  that  a clinical  experiment  of  only 
eighteen  months  duration  does  not  prove  the 
safety  of  any  form  of  therapy.  It  is,  however, 
suggestive  of  an  absence  of  serious  toxicologic 
consequences  of  that  therapy.  The  continued  ab- 
sence of  any  hepatic  or  renal  function  changes  or 
any  hematopoietic  abnormalities  indicative  of 
toxicopathology  during  this  length  of  continuous 
DBI  therapy  does  demonstrate  clinical  safety. 
Aside  from  the  fact  that  DBI  can  produce  its 
hypoglycemic  response  in  diabetic  patients  for 
periods  up  to  one  and  one-half  years  without  un- 
toward alterations  in  parenchymal  organ  function, 
development  of  dose  tolerance,  or  a decline  in  the 
physical  status  of  these  DBI-treated  patients  sug- 
gests that  DBFs  therapeutic  action  is  probably 
physiologic. 
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Further  evaluation  of  the  safety  of  DBI  with 
more  protracted  clinical  use  is  now  in  progress,  as 
are  attempts  to  fully  delineate  the  areas  of  its 
greatest  clinical  utility. 
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A Common  Objective  Denominator  for  Evaluation 
of  Therapeutic  Results  of  Treatment  of  Mental 

Disorders 

JOHN  LANZKRON,  M.D.,  MIDDLETOWN,  NEW  YORK 


There  are  three  main  sources  of  discrepancy 
in  the  reports  of  therapeutic  results  in  the 
treatment  of  mental  disorders,  especially  of  schiz- 
ophrenia: 

1.  The  elasticity  of  diagnostic  criteria  used 
by  the  various  schools,  especially  the  inclusion 
of  short-lasting,  situationally  induced  schizo- 
phrenic reactions. 

2.  The  disregard  by  some  authors  of  the  length 
of  the  illness. 

3.  The  different  approaches  of  various  authors 
evaluating  the  results  of  their  treatment  methods. 

In  this  paper  I would  like  to  discuss  the  third 
and  most  important  source  of  misunderstanding 
and  discrepancy  in  the  various  attempts  to 
find  a common  objective  denominator  for  evalua- 


tion of  therapeutic  results,  excluding  subjective 
evaluation  by  individual  investigators. 

There  are  three  basic  statistical  approaches  in 
our  literature  evaluating  treatment-  results : 

1.  The  “positive”  medical  approach  describes 
the  “improvement”  of  the  patient’s  mental 
disorder  by  comparing  his  condition  on  discharge 
with  his  condition  on  admission. 

2.  The  “negative”  medical  approach  de- 
scribes the  “impairment”  of  the  patient’s  mental 
health  by  comparing  the  patient’s  mental  con- 
dition on  discharge  with  his  premorbid  person- 
ality. 

3.  The  “functional”  approach,  using  the  term 
“social  recovery  or  social  remission,”  introduces 
the  criterion  of  social  functioning  of  the  per- 
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sonality  as  an  objective  measurement  of  treatment 
methods,  an  approach  which  is,  for  example,  also 
used  in  other  branches  of  medicine,  especially 
for  evaluation  of  rehabilitation  programs.  It 
seems  that  this  approach  is,  at  the  present  time, 
the  only  objective  way  of  measuring  treatment 
results  in  mental  disorders,  because  social  re- 
covery is  the  only  criterion  of  improvement  that 
can  be  objectively  ascertained,  since  in  this 
realm  it  can  be  determined  if  the  occupational 
capacity  of  the  patient  has  returned  to  its  pre- 
illness status. 

The  “positive”  medical  approach,  used  by  the 
Department  of  Mental  Hygiene  in  New  York 
State,  is  described  in  the  Statistical  Guide  as 
follows: 

It  is  highly  desirable  that  the  terms  “Re- 
covered,” “Much  Improved,”  and  “Improved” 
be  uniformly  applied  throughout  the  whole 
hospital  system;  otherwise,  the  results  of  the 
treatment  of  patients  in  the  hospitals  cannot  be 
fairly  compared  . . . They  are  defined  as  follows : 

Recovered  indicates  the  condition  of  a patient 
who  has  regained  his  normal  mental  health  so  that 
he  may  be  considered  as  having  practically  the 
same  mental  status  as  he  had  previous  to  the 
onset  of  his  psychosis. 

Much  improved  denotes  a marked  degree  of 
mental  gain  but  less  than  recovered. 

Improved  denotes  any  degree  of  mental  gain  less 
than  much  improved  which  warrants  the  patient’s 
discharge. 

Unimproved,  as  the  term  implies,  denotes  no 
mental  gain. 

The  “negative”  medical  approach  is  described 
by  the  Manual  of  Mental  Disorders  of  the  Amer- 
ican Psychiatric  Association  as  follows : 

The  psychiatric  impairment  represents  the  de- 
gree to  which  the  individual’s  total  functional 
capacity  is  affected  by  the  psychiatric  condition. 
This  is  not  necessarily  the  same  as  general  in- 
effectiveness. The  degree  of  effectiveness  in  any 
particular  job  is  a result  of  the  individual’s  emo- 
tional stability,  intellect,  physical  condition, 
attitudes,  motivation,  training,  etc.,  as  well  as  of 
the  degree  and  type  of  his  psychiatric  impairment. 
Under  some  circumstances  an  individual  with  a 


moderate  psychiatric  impairment  may  be  more 
effective  than  another  individual  with  a minimal 
impairment.  Degree  of  impairment,  as  used  here, 
refers  only  to  ineffectiveness  resulting  from  the 
current  psychiatric  impairment. 

The  degree  of  the  impairment  at  the  time  of 
original  consultation  or  admission  will  often  vary 
from  the  degree  of  impairment  after  treatment. 
Impairment  after  termination  of  treatment  repre- 
sents the  residual  or  persistent  impairment. 
Depending  on  the  degree  of  the  impairment,  it 
wall  be  recorded  as,  “No  Impairment,”  “Minimal 
Impairment,”  “Mild  Impairment,”  “Moderate 
Impairment,”  “Severe  Impairment.”  The  indi- 
vidual’s pre-illness  capacity  in  terms  of  occupa- 
tional social  adjustment  will  be  used  as  a base  line 
for  estimating  the  degree  of  impairment. 

The  “functional”  approach  includes  those 
patients  wdio  have  attained  social  and/or  com- 
plete recovery.  These  grades  of  recovery  have 
been  defined  by  Leo  Alexander  as  follows: 

A social  remission  or  social  recovery  describes  a 
patient  who  has  sufficiently  improved  to  resume 
his  social  and  occupational  activities  to  the  full,  but 
who  has  either  failed  to  achieve  insight  or  still 
retains  some  subjective  complaints  or  disturb- 
ances in  his  intimate  personal  life.  Complete 
recovery  denotes  the  restoration  of  the  mental 
state  of  the  patient  to  what  he  and  his  relatives 
agree  is  his  former  “own  best  self,”  implying  that 
such  full  recovery  is  associated  with  insight  as  well, 
although  insight  may  not  be  entirely  lacking  in 
other  degrees  of  improvement. 

An  unimproved  patient  (therapeutic  failure)  is 
one  who  is  either  still  in  the  hospital  or  a home 
invalid,  or  one  who  has  been  in  any  one  of  the 
other  categories  before  treatment,  but  who  has 
failed  to  advance  with  treatment  to  a higher  grade 
of  improvement. 

Conclusion 

The  “functional”  approach  as  a common  ob- 
jective denominator  for  evaluation  of  therapeutic 
results  of  mental  disorders  is  suggested.  This 
would  avoid  overdramatization  of  new  “miracle” 
drugs  or  unjustified  pessimism. 

P.  0.  Box  1453 


If  a man  has  an  office  with  a desk  on  which  there  is  a buzzer,  and  if  he  can  press  that  buzzer 
and  have  somebody  come  dashing  in  response — then  he’s  an  executive ! — Elmer  Frank  Andrews 


December  1,  1958 


3827 


REGENT  ADVANCES  IN 
MEDICINE  AND  SURGERY 


A series  of  revieiv  articles  dealing  with  medical  progress 


ROBERT  TTTRELL,  M.D.,  Editor 


The  Present  Status  of  Stapes  Surgery 


SAMUEL  ROSEN,  M.D.,  NEW  YORK  CITY 
( From  the  Stapes  Mobilization  Clinic,  Mount  Sinai  Hospital ) 


The  first  report  by  the  author1  on  stapes 
mobilization  as  a safe  and  practical  operation 
for  the  relief  of  otosclerotic  deafness  appeared  in 
1953.  Since  then,  this  surgery  has  been  de- 
veloped further  by  the  addition  of  two  other  pro- 
cedures on  the  stapes  which  also  have  resulted  in 
restoration  of  hearing  in  otosclerosis.2’3 

The  procedure  first  described  consisted  in 
mobilizing  the  rigid  footplate  of  the  stapes  in- 
directly by  making  pressure  against  the  stapedial 
neck  with  a specially  devised  mobilizes4-12  By 
this  method,  hearing  has  been  restored  to  various 
levels  up  to  normal.  Forty-four  per  cent  of  the 
cases  were  improved  15  decibels  or  better  up  to 
normal  hearing  (Table  I). 

In  1953  a further  development,  mobilization 
directly  at  the  footplate  itself,  was  devised.  This 
procedure  was  first  reported  by  the  author2  in 
1955.  Meurman13  of  Helsinki  also  reported  on 
the  same  procedure  in  May,  1955,  at  the  Kostanz 
congress  in  Western  Germany.  In  some  cases 
pressure  on  the  stapedial  neck  could  not  mobilize 
the  too  rigidly  fixed  footplate.  Sometimes  the 
crura  fractured.  In  these  cases  the  mobilizing 
force  was  applied  directly  to  the  footplate.  A 
sharp,  pointed  explorer  is  wedged  gently  between 
the  rim  of  the  oval  window  and  the  periphery  of 
the  footplate,  thus  breaking  the  otosclerotic  bone 
which  holds  the  footplate  rigid.  When  the  foot- 


TABLE  I. — Per  Cent  of  All  Cases  Showing  Significant 
Improvement  in  Hearing  Following  Each  Procedure 
Shown 


Per  Cent  of 

Cases  Showing 

Procedure 

Improvement 

Neck  mobilization 

44 

Footplate  mobilization 

48 

Fenestra  ovalis 

57 

plate  is  pried  loose  from  the  otosclerotic  bone,  its 
mobility  is  restored,  and  the  hearing  improves. 
Forty-eight  per  cent  of  the  patients  operated 
on  by  this  procedure  attained  an  improvement  of 
15  decibels  over  their  preoperative  level,  includ- 
ing restoration  of  normal  and  near-normal  hear- 
ing (Table  I). 

In  all  the  major  medical  centers  of  the  United 
States  and  in  18  countries  of  Europe,  the  Middle 
East,  and  Asia,  where  the  author  has  taught 
stapes  surgery,  stapes  mobilization  at  the  neck 
and  footplate  is  being  performed  successfully  for 
the  relief  of  otosclerotic  deafness. 

The  third  development  of  stapes  surgery, 
fenestra  ovalis,  was  reported  on  in  1956. 3 Fre- 
quently, there  are  cases  where  the  otosclerotic 
process  is  so  advanced  that  the  stapes  is  exces- 
sively ankylosed,  or  the  crura  are  so  fragile  that 
they  fracture  under  pressure  exerted  at  the 
stapedial  neck.  In  cases  where  the  footplate  is 
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immobile,  a new  fenestra  is  created  through  the 
rigid  footplate.  The  perforation  is  made  either 
at  the  periphery  or  through  the  body  of  the  foot- 
plate, as  close  to  the  junction  of  the  posterior 
crus  as  possible.  This  opening  into  the  vestibule 
permits  the  passage  of  sound  directly  through  the 
oval  window  to  the  cochlea  at  the  site  intended 
by  nature. 

The  fenestra  ovalis  is  made  with  a crochet- 
hooked  instrument  called  the  oval  window 
fenestrator,  which  penetrates  through  the  foot- 
plate into  the  vestibule  for  not  more  than  a mil- 
limeter. In  cases  where  the  crura  have  been 
previously  fractured  during  attempts  at  mobiliza- 
tion, they  may  be  excised  together  with  the  incus 
an  -order  to  permit  full  visualization  of  the  entire 
maked  footplate  for  this  delicate  technic. 

The  hearing  has  been  restored  to  the  same  high 
levels  by  this  procedure  of  fenestra  ovalis  as  by 
mobilization,  whether  or  not  the  ossicular  chain 
has  been  interrupted  by  excision  of  the  fractured 
crura  and  incus.  Fifty-seven  per  cent  of  the 
patients  in  whom  the  fenestra  ovalis  was  made 
attained  an  improvement  of  15  decibels  or  better 
over  the  preoperative  level,  including  normal 
and  near-normal  hearing.  In  all  cases  of  varying 
suitability,  26  per  cent  achieved  a postoperative 
hearing  level  of  20  decibels  or  better. 

Portmann  of  Bordeaux,  Pruvot  of  Boulogne, 
Frenckner  of  Stockholm,  Altmann  of  New 
York,  and  Barelli  of  Kansas  City  have  reported 
in  personal  communications  to  the  author  on  their 
successful  experiences  with  fenestration  of  the 
oval  window,  even  after  excision  of  the  fractured 
crura  in  some  instances.  Guillon  of  Paris  re- 
ported at  the  Sixth  International  Congress  of 
Otolaryngology  in  May,  1957,  that  he  had  re- 
stored the  hearing  to  normal  and  near-normal  by 
this  technic. 

Advantages  of  Stapes  Surgery 

While  many  problems  remain  to  be  solved  in 
the  surgery  of  otosclerosis,  it  is  possible  after  five 
years  to  evaluate  the  advantages  of  stapes  sur- 
gery for  the  relief  of  deafness.  For  the  patient, 
these  advantages  are  many:  a short  stay  in  the 
hospital,  quick  resumption  of  normal  activities, 
and  no  postoperative  treatment,  bandages,  or 
crippling  vertigo.  (In  a few  cases  after  fenestra- 
tion of  the  oval  window  there  may  be  slight  or 
severe  vertigo  persisting  for  a few  days.)  In  ex- 
perienced hands,  the  danger  of  complications  is 
slight.  In  over  3,000  mobilizations  and  fenestra- 
tions of  the  oval  window  there  has  been  no  in- 


stance of  total  deafness,  facial  nerve  paralysis,  or 
any  other  significant  complication. 

The  audiologic  basis  of  case  selection  for  the 
surgery  of  otosclerosis  is  the  relationship  between 
the  pure  tone  thresholds  of  hearing  by  air  and 
bone  conduction,  the  so-called  air-bone  gap.  A 
normal  or  near-normal  threshold  by  bone  conduc- 
tion in  the  presence  of  a significant  loss  by  air 
conduction  is  considered  to  be  the  most  suitable 
condition  for  stapes  surgery.  When  the  air-bone 
gap  is  completely  eliminated  in  these  cases  by 
stapes  mobilization  or  fenestration  of  the  oval 
window,  normal  or  near-normal  hearing  results. 
No  other  surgery  for  otosclerosis  has  been  able 
to  achieve  this. 

However,  any  significant  air-bone  difference 
indicates  a possible  case  for  stapes  surgery  no 
matter  how  profound  the  deafness  is,  since  any 
one  of  the  three  procedures  described  can  restore 
all  of  the  hearing  within  the  cochlear  potential 
(i.e.,  up  to  the  bone  conduction  level).  The  wider 
applicability  of  stapes  surgery  to  varying  degrees 
of  hearing  loss  is,  therefore,  a distinct  advantage 
to  the  otosclerotic  patient.  The  rehabilitation  of 
such  a patient  can  range  from  full  restoration  of 
the  normal  hearing  function  in  both  ears  to  useful 
aided  or  unaided  hearing,  depending  on  the  de- 
gree of  hearing  loss  in  each  patient.  Variable 
factors,  such  as  the  location,  extent,  and  resist- 
ance of  the  otosclerotic  foci,  and  the  anatomy, 
structure,  and  position  of  the  stapes,  all  play  a 
part  in  determining  what  the  surgeon  can  do  to 
restore  the  hearing.  The  audiologic  needs  of  each 
patient  and  the  conditions  in  the  middle  ear  are 
unique  and  individual.  The  important  thing  for 
both  surgeon  and  patient  is  that  the  surgical 
procedure  must  be  adapted  to  the  individual  case. 

'When  mobilization  of  the  stapes  either  at  the 
neck  or  at  the  footplate  restores  the  hearing  by 
freeing  the  rigid  footplate  without  fracturing  the 
crura,  the  sound  transformer  action  of  the 
ossicular  chain  is  preserved.  However,  when  the 
continuity  of  the  ossicular  chain  is  interrupted  by 
fracture  of  the  crura,  normal  and  near-normal 
hearing  has  still  been  achieved  both  by  mobiliza- 
tion at  the  footplate  directly  and  by  fenestration 
of  the  oval  window.  The  same  is  true  in  cases 
where  it  has  been  necessary  to  excise  the  frac- 
tured crura  and  sometimes  the  incus  in  order  to 
make  the  fenestra  through  the  footplate. 

On  the  other  hand,  it  has  been  found  that 
normal  and  near-normal  hearing  has  been  re- 
stored by  the  creation  of  a fenestra  through  the 
rigid  footplate  ever}  though  afterwards  the  stapes 
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and  its  footplate  remain  as  rigid  as  before,  there- 
by preventing  the  ossicular  chain  from  carrying 
out  its  sound  transformer  action  as  described  by 
Helmholtz.14 

It  would  seem,  from  the  experience  so  far  gained 
in  the  development  of  stapes  surgery  from  mobili- 
zation to  fenestration  of  the  oval  window,  that 
the  Helmholtz  transformer  action  concept  of  the 
intact  ossicular  chain  is  a sufficient  but  not  a 
necessary  condition  for  normal  and  near-normal 
hearing.  These  are  problems  that  remain  to  be 
solved  theoretically  as  well  as  practically.  Mean- 
while, stapes  surgery  has  considerably  broadened 
the  goals  of  surgical  treatment  for  otosclerotic 
deafness. 

101  East  73rd  Street,  New  York  21 
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Baderiologic  and  Epidemiologic  Studies  of  Pulmonary  Diseases 
Associated  with  Atypical  Acid-Fast  Bacilli 


It  is  no  longer  valid  to  assume  that  acid-fast 
bacilli  from  suspected  tuberculosis  cases  are  M. 
tuberculosis  or  harmless  saprophytes.  Over  a two- 
year  period  (1955-1957),  atypical  acid-fast  bacilli 
were  isolated  from  108  persons  with  pulmonary 
disease  in  Florida  tuberculosis  hospitals  or  public 
health  laboratories  in  various  parts  of  the  state. 
These  atypical  organisms  ranged  from  active  path- 
ogenicity for  human  beings  all  the  way  down  to 
apparent  harmlessness. 

The  photochromogens  (developing  a distinct 
lemon  yellow  when  grown  exposed  to  light)  were  the 
more  highly  active  both  in  man  and  mice.  The 
scotochromogens  (characteristically  orange  when 
grown  either  in  light  or  dark)  were  the  least  patho- 


genic. The  nonphotochromogens  (buff  or  cream, 
like  the  chromophotogens  when  grown  in  the  dark, 
but  not  reactive  to  light  as  the  latter)  vary  in  their 
pathogenicity  for  mice  and  presumably  for  human 
beings. 

Right  now,  all  such  organisms  should  be  regarded 
with  suspicion,  particularly  when  isolated  repeatedly 
or  when  they  are  excreted  in  large  numbers.  From  a 
therapeutic  standpoint,  the  most  striking  feature  is 
the  lack  of  favorable  response  to  standard  antituber- 
culosis drugs. 

—Albert  V.  Hardy,  M.D.,  D.P.H.,  and  associates, 
State  Board  of  Health,  Jacksonville,  and  State  Tuber- 
culosis Hospital,  Tampa,  Florida,  American  Journal 
of  Public  Health,  June,  1958 
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Two-Way  Radio  Conference  on  Psychotherapy 

A two-way  radio  discussion,  April  12,  1957, 
between  the  Albany  Medical  Center  and 

BENEDICTINE  HOSPITAL,  KINGSTON 
CASTLE  POINT  V.A.  HOSPITAL,  CASTLE  POINT 
EAST  HORTON  MEMORIAL  HOSPITAL,  MIDDLETOWN 
ST.  FRANCIS*  HOSPITAL,  POUGHKEEPSIE 

st.  peter's  hospital,  Albany 

VASSAR  BROTHERS  HOSPITAL,  POUGHKEEPSIE 

Discussants 

john  k.  meneely,  jr.,  m.d.,  Instructor  in  Medicine,  Albany  Medical  College,  and  william 
l.  sands,  m.d.,  Assistant  Professor  of  Psychiatry,  Albany  Medical  College 

Moderator 

FRANK  M.  WOOLSEY,  JR.,  M.D. 


Dr.  William  L.  Sands:  Psychotherapy  is  the 
method  of  treatment  which  aims  at  changing  an 
unhealthy  adaptation  to  a more  healthy  one  by 
psychologic  means.  This  defines  its  goal  and 


sets  the  limits  of  the  tools  used  in  achieving  this 
goal.  I think  the  definition  is  sufficiently  broad 
to  indicate  the  kind  of  persons  who  may  be  eligible 
for  psychotherapy. 
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Current  day  psychiatrists  attempt  to  under- 
stand human  behavior  in  terms  of  disordered 
physiologic  responses.  In  this  frame  of  reference 
psychotherapy  has  a physiologic  basis.  An 
unhealthy  adaptation  comes  about  as  a result  of 
a conflict,  and  conflict  is  an  inevitable  by-product 
of  everyday  living  in  this  society  of  ours.  For 
nearly  every  motivation  there  is  a counter- 
motivation. If  we  think  in  terms  of  opposing 
vector  forces,  the  resultant  force  we  might  term 
the  conflict.  Walter  B.  Cannon,  the  physiolo- 
gist from  whom  we  take  our  point  of  departure, 
studied  emergency  responses  to  stress  of  animals 
in  laboratory  situations.  As  psychiatrists,  we 
study  the  emotional  responses  where  he  studied 
the  motor  responses.  If  we  equate  the  con- 
flict with  the  stress  situation,  we  can  recognize 
two  emergency  emotions  in  human  beings. 
These  are  fear  and  rage,  and  they  rarely  occur 
alone.  Patients  usually  exhibit  both  in  one  or 
another  combination.  Where  Cannon  recog- 
nized fight  or  flight,  we  recognize  that  the  emer- 
gency emotion  which  appropriately  leads  to 
fight  is  anger;  that  the  emergency  emotion  which 
appropriately  leads  to  flight  is  fear.  Therefore, 
every  patient  who  presents  himself  for  psycho- 
therapy is  either  inappropriately  or  inordinately 
frightened  or  angry  or  both. 

These  emergency  emotions  serve  an  adaptive 
purpose  to  the  organism.  They  assist  in  pre- 
serving the  life  of  the  individual,  but  when  they 
are  inappropriate  or  excessive,  we  have  an  indi- 
vidual in  need  of  psychotherapy.  We  may  make 
an  arbitrary  classification  of  superficial  psycho- 
therapy and  intensive  psychotherapy.  These 
are  distinguished  by  their  goals  and  their  technics. 
Let  us  start  from  the  simplest  and  proceed  up 
the  ladder. 

The  most  simple  form  of  psychotherapy  we 
term  “ventilation.”  It  means  allowing  the 
patient  to  talk  freely,  without  inhibition,  safe  in 
the  knowledge  that  the  therapist  will  be  a sympa- 
thetic, uncritical  listener.  We  say  we  allow  the 
patient  an  emotional  catharsis.  The  only  tools 
which  the  therapist  uses  are  his  ears.  He 
listens.  When  this  proves  helpful,  the  inappro- 
priate or  excessive  fear  or  rage  has  been  reduced. 
This  can  occur  for  a variety  of  reasons.  It 
may  be  because  in  talking  about  the  problem  the 
patient  comes  to  recognize  a new  avenue  of 
approach.  He  may  think  of  a possible  reso- 
lution which  had  not  previously  occurred  to  him. 
Or  the  patient  may  substitute  the  therapist  for 


the  real  antagonist  and  derive  ersatz  satisfaction 
from  saying  to  the  therapist  what  in  reality  he 
would  like  to  say  to  the  antagonist.  Or  the 
patient  may  conclude  that  if  the  therapist 
listens  uncritically,  perhaps  the  problem  is  not 
so  impossible  of  solution;  it  is  not  so  terrifying 
nor  so  painful. 

If  listening  has  not  alleviated  the  fear  or  rage, 
we  move  to  the  next  step  upward  in  our  classifi- 
cation, which  we  may  term  reassurance  or 
encouragement.  The  therapist  reassures  the 
patient  that  he  can  do  the  task.  In  terms  of  the 
dynamic  process  involved,  this  is  not  different 
from  the  situation  in  baseball  where  the  catcher 
goes  out  to  encourage  the  pitcher  who  has  gotten 
into  a jam,  or  where  the  older  brother  reassures 
and  encourages  the  younger  brother  before 
examination  time.  If  effective,  this  form  of 
superficial  psychotherapy  is  in  a sense  magical, 
since  the  patient  is  not  actually  any  stronger. 
The  hope  is  that  without  the  burden  of  excessive 
fear  or  rage,  he  may  operate  more  effectively, 
although  the  same  problem  must  be  resolved. 
The  same  pitcher  has  to  face  the  same  batter. 
The  patient  may  take  on  some  supposed  strength 
from  the  therapist,  but  in  terms  of  his  own 
behavior  patterns  he  is  not  actually  a different 
individual  from  what  he  was  when  he  walked  into 
the  office. 

In  contrast,  “intensive”  psychotherapy  aims 
not  so  much  at  the  resolution  of  the  acute  emer- 
gency as  at  changing  the  behavior  pattern  of  the 
patient  who  has  so  mismanaged  his  situation 
that  he  finds  himself  in  a recurring  series  of 
crises.  To  be  sure,  there  are  times  during  in- 
tensive psychotherapy  when  the  technics  of 
superficial  psychotherapy  are  indicated.  We  can 
distinguish  the  technics  of  intensive  psycho- 
therapy as  follows. 

The  first  we  may  call  “free  association,” 
which  allows  the  patient  to  speak  freely  without 
organizing  his  material  ahead  of'  time.  The 
second  makes  use  of  dreams  as  a mirror  of  feeling 
and  is  particularly  valuable  when  the  feelings 
are  ones  of  which  the  patient  is  not  consciously 
aware.  The  third  interprets  the  relationship 
which  exists  between  the  patient  and  the  thera- 
pist; we  interpret  to  the  patient  his  unreasonable 
hope,  expectations,  or  wishes  concerning  the 
therapist.  The  fourth  includes  an  interpreta- 
tion of  the  patient’s  resistances  and  fears.  * 

The  focus,  then,  of  intensive  psychotherapy 
is  on  the  individual’s  behavior  patterns  and  not 
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so  much  on  the  emergency  situation.  By 
definition,  therefore,  it  is  a longer  process  than 
superficial  psychotherapy.  It  aims  at  the  de- 
velopment of  a mature,  independent,  person- 
ality. 

Dr.  John  K.  Meneely:  I shall  confine  my 
remarks  on  psychotherapy  to  those  which  may 
apply  to  internists,  general  practitioners,  and 
other  nonpsychiatric  doctors.  I hope  to  indi- 
cate where  such  physicians  may  and  should 
utilize  psychotherapy,  and  also  point  out  where 
they  should  be  alert  in  detecting  the  signs  in- 
dicating need  for  full  psychiatric  treatment. 

It  is  my  feeling  that  a large  group  of  patients 
who  could  best  be  handled  by  general  physicians 
are  being  sent  to  already  overburdened  psychi- 
atrists. It  is  too  common  for  a doctor,  con- 
fronted by  an  emotionally  upset  patient,  to  call 
for  psychiatric  help  before  he  himself  has  at- 
tempted to  work  with  the  patient.  Granted,  this 
usually  requires  more  time  and  patience  than 
the  average  office  visit  affords,  but  the  results 
are  often  excellent  for  the  patient  and  gratifying 
for  the  physician.  It  is  true  that  deep  psycho- 
therapy remains  definitely  in  the  province  of  the 
trained  psychiatrist,  but  the  family  physician 
can  achieve  much  with  the  tools  of  superficial 
therapy,  such  as  sympatl^,  reassurance,  and 
explanation. 

All  too  often  the  anxious  patient,  and  particu- 
larly the  anxious  hypochondriac,  has  his  com- 
plaints brushed  aside  with  an  irritated  shrug. 
One  of  the  many  trite  and  therapeutically  use- 
less phrases  is  offered  such  as,  “Oh,  forget  it;  it’s 
just  your  nerves,”  or  “Get  your  mind  off  your- 
self.” None  of  these  statements  are  of  any 
value,  and  it  may  be  as  disturbing  and  upsetting 
to  him  to  be  told,  “It’s  just  your  nerves,”  as  if 
he  were  told,  “Don’t  mind  the  hemoptysis,  it’s 
just  due  to  tubercle  bacilli.”  If  he  could  get 
his  mind  off  himself,  he  wouldn’t  be  seeing  a 
doctor.  Fixation  on  one’s  problem  is  as  much  a 
part  of  the  neurotic’s  pathology  as  consolidation 
is  of  lobar  pneumonia.  He  can't  really  help 
himself.  The  collapse  of  emotional  defenses 
that  is  part  of  the  anxiety  state  requires  much 
outside  assistance  to  be  repaired.  You  don’t 
ask  a patient  with  a fractured  leg  to  walk  on  it; 
you  protect  the  injury  and  assist  the  healing 
process. 

One  thing  that  has  struck  me  as  an  internist 
confronted  by  anxious  and  emotionally  upset 
patients  is  the  universality  of  their  fear  of  in- 


sanity. They  ask,  “Doctor,  am  I losing  my 
mind?”  Many  patients  will  not  volunteer  this 
fear  because  it  is  too  great,  but  one  or  two 
questions  usually  will  reveal  its  presence.  The 
physician  can  be  of  enormous  value  at  this  point 
by  offering  reassurances  that  such  is  not  the  case. 
A simple  explanation  of  the  differences  between 
their  problem  and  that  of  a psychotic  patient 
can  be  of  inestimable  value.  The  relief  that 
one  witnesses  as  this  fear  is  allayed  is  surely  as 
dramatic  as  watching  a severe  asthmatic  come 
under  drug  control. 

Another  point  that  has  struck  me  is  the  value 
of  merely  hearing  the  patient  out.  Dr.  Sands 
calls  this,  “using  your  ears.”  Frequently,  a 
patient  will  come  in  full  of  tension  and  somatic 
fears  and  will  pour  out  complaints  for  a long 
time,  ending  by  sighing,  smiling,  and  saying, 
“Well,  Doctor,  I’ve  got  that  out  of  my  system, 
and  I feel  better  already.  I guess  I wasn’t  in 
such  bad  shape  after  all.”  All  that  has  been 
required  here  is  the  doctor’s  time  and  presence 
as  a sounding  board.  Many,  many  patients 
will  come  in  with  aggravated  physical  and 
emotional  complaints  due  to  rather  easily  cor- 
rected external  circumstances.  I am  thinking  of 
marital  problems  that  may  be  clarified  by  airing 
them  in  the  presence  of  the  doctor  as  an  im- 
partial referee.  I am  thinking  of  the  very  busy 
man  who  has  forgotten  to  take  a vacation  for 
five  years,  or  the  housewife  with  too  many 
children  and  too  little  help.  You  know  of  many 
more  such  problems  which,  when  pointed  out  to 
the  patient,  can  be  solved. 

We  must  not  be  remiss  about  noting  the  danger 
signs  of  real  psychiatric  trouble  requiring  real 
psychiatric  help.  We  must  be  alert  to  the  patient 
who  is  so  anxious  that  he  is  slipping  away  into 
a more  “protected”  schizoid  world.  I have 
been  impressed  by  the  frequency  of  masked 
depression  hiding  under  physical  complaints. 
It  has  become  my  routine  to,  ask  patients  whether 
they  have  cried  much  recently.  Most  individuals 
will  look  startled;  all  the  men  look  angry. 
But  repetition  of  the  question  in  a calm,  routine 
manner  usually  brings  out  the  answer,  and  it’s 
very  common  to  get  an  affirmative  response 
from  many  patients.  This  is  to  me  prima  facie 
evidence  of  a real  depressive  underlay,  and  I 
attempt  to  refer  all  such  patients  to  a psychiatrist 
as  soon  as  possible.  I use  the  word  attempt 
because,  frequently,  getting  them  to  a psychia- 
trist involves  everything  from  cajoling  to  almost 
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ordering.  Many  patients  refuse  to  admit  the 
need  for  psychiatric  help. 

I recently  had  the  astounding  experience  of 
seeing  a patient  who  had  deliberately  taken 
an  overdose  of  sedatives  up  to  the  point  of  coma. 
Both  her  very  intelligent  husband  and  a close 
physician  friend  objected  to  hospitalization  as 
“not  really  necessary.”  Both  also  objected  to 
calling  in  psychiatric  assistance,  stating,  “Well, 
she  didn’t  really  mean  it  and  wouldn’t  take  too 
much  anyway.”  When  I found  out  later  that 
this  was  the  third  attempt,  I was  able  to  over- 
come their  objection,  and  we  got  psychiatric 
assistance.  One  must  always  be  alert  to  the 
suicidal  risk  and  watch  for  it  in  the  low-in- 
spirits patient.  I would  like,  and  Dr.  Sands  has 
agreed  with  me,  to  scotch  the  old  saw  that  any- 
one who  talks  about  or  threatens  suicide  will 
never  carry  out  the  act.  They  will,  and  they  do. 

I would  like  to  close  with  my  own  impressions 
of  the  tranquilizing  drugs  in  internal  medicine. 
I think,  from  reading  recent  medical  journals, 
that  I will  be  in  the  minority  when  I state  that  I 
find  them  very,  very  useful  and  have  so  far 
encountered  no  problems.  In  the  tense,  over- 
driven patient  and  in  the  anxious  patient,  I 
have  had  very  good  results  with  short-term  use 
of  the  drugs  in  moderate  dosage  along  with 
reassurance,  supportive  therapy,  and  explanation. 
Customarily,  I start  these  patients  on  400  mg. 
of  meprobamate  four  times  daily,  reducing  this 
dose  to  half  in  two  to  three  weeks.  Finally, 
this  half  dose  is  used  only  when  necessary  for 
another  two  to  three  weeks.  Very  often  the 
patients  themselves  will  cut  down  or  discontinue 
the  drug  after  an  even  shorter  period  of  time. 

I realize  that  I am  treading  on  eggs  to  theorize 
on  the  psychodynamics  of  such  treatment,  but 
it  seems  to  me  that  the  drug  allows  the  patient 
to  encounter  anxiety-provoking  situations  with- 
out overt  anxiety  for  a sufficient  time  to  diminish 
or  lose  the  reflex  anxiety  response.  The  response 
then  does  not  return  when  the  drug  is  stopped. 
One  particular  group  of  patients,  invariably 
tense  and  overdriven,  are  the  hypertensive 
individuals.  Although  my  group  is  very  small, 
many  individuals  have  done  exceedingly  well, 
both  tension-wise  and  hypertension-wise.  I 
heartily  agree  that  uncontrolled  or  indiscriminate 
use  of  these  drugs  is  contraindicated.  One 
must  carry  on  psychotherapy  with  the  patient 
while  the  drugs  are  being  used.  But  I do  feel 
that  their  use  as  a catalytic  agent  for  practi- 


tioners and  internists  in  assisting  to  eliminate 
anxiety  in  these  patients  seems  very  valuable. 

Questions  Received  by  Radio  from  Par- 
ticipating Hospitals * 

Kingston  Hospital,  Kingston:  Should  a 

potential  suicide  patient  always  be  hospitalized? 

Dr.  Sands:  The  therapy  for  any  patient 
must  be  tailored  to  fit  the  patient’s  needs.  In 
the  treatment  of  patients  there  should  be  no 
generalizations.  Admission  to  the  hospital, 
particularly  to  the  psychiatric  division,  entails 
a certain  amount  of  loss  of  self-esteem,  a 
certain  damage  to  self-image,  and  a certain  loss 
of  prestige.  Any  patient  who  can  be  spared 
these  traumata  should  be  so  spared.  If  the 
physician  is  afraid  that  the  patient  may  again 
attempt  suicide,  the  safer  role  is  hospitalization, 
despite  damage  to  the  self-pride  of  the  patient. 
When  the  physician  knows  the  patient,  when 
close  supervision  of  the  patient  can  be  carried 
out  at  home,  and  when  the  patient  can  be  put 
into  direct  prompt  contact  with  the  psychiatrist, 
hospitalization  may  not  be  necessary. 

Castle  Point  V.A.  Hospital,  Castle  Point: 
We  would  appreciate  a brief  discussion  of  the 
major  tranquilizers  in  regard  to  relative  effective- 
ness, duration,  and  side-effects. 

Dr.  Sands:  Physicians  generally  are  finding 
that  meprobamate,  sold  under  the  trade  names 
of  Equanil  and  Miltown,  serves  the  purpose  in 
most  instances  because  of  the  relative  paucity 
of  side-effects  and  the  relatively  greater  degree 
of  safety  with  this  particular  drug.  It  is  cer- 
tainly as  relaxing  and  as  relieving  of  tension  for 
most  patients  as  any  of  the  others.  I would 
hasten  to  add,  however,  that  in  the  administration 
of  any  drug,  particularly  the  tranquilizers,  the 
physician  must  never  forget  the  concept  of 
individual  patient  response.  We  all  have  seen 
patients  who  will  respond  favorably  to  one  drug 
while  not  reporting  any  improvement  at  all 
with  another. 

Chlorpromazine,  sold  under  the  name  of 
Thorazine,  is  the  one  on  which  the  most  work 
has  been  done  and  which  many  people  feel  is 
most  effective  in  the  management  of  acute 
delusional  disturbances.  There  are  certainly 
patients  who  can  be  maintained  outside  of  the 

* Only  selected  questions  from  participating  hospitals  are 
included. 
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hospital  ward  in  an  acute  schizophrenic  break 
with  the  help  of  chlorpromazine.  There  are 
only  two  complications  with  this  drug;  there 
is  about  a 5 per  cent  incidence  of  obstructive 
jaundice,  usually  reversible,  and  there  are 
several  reports  of  depression  induced  by  this 
medication. 

Recent  preliminary  investigations  on  pro- 
mazine, an  analogue  of  chlorpromazine,  sold 
under  the  name  of  Sparine,  suggest  that  this 
drug  is  less  toxic;  it  is  also  less  effective.  I 
think  that  any  drug  which  has  a euphorizing 
effect  is  potentially  an  addictive  drug,  and  this 
should  be  kept  in  mind  by  the  physician  who 
administers  it. 

Dr.  Meneely:  A nonpsychiatric  aspect  of 
meprobamate  (Equanil  or  Miltown)  is  that  it 
also  is  a muscle  relaxant.  I was  made  most 
aware  of  this  recently  by  an  orthopedic  friend 
who  has  been  using  it  in  patients  with  acute 
low  back  strain,  in  large  doses  up  to  800  mg. 
in  four  to  six  divided  doses  a day,  with  good 
results.  This  side-effect  may  be  undesirable 
because  so  many  of  these  patients  have  to  do 
physical  labor  and  find  themselves  so  completely 
physically  relaxed  that  they  just  cannot  do  it! 
I am  thinking  of  truck  drivers  and  the  like — 
they  complain  that  they  are  physically  “blah,” 
to  use  their  word.  This  is  not  common,  but  it 
certainly  can  occur. 

East  Horton  Memorial  Hospital,  Middle- 
town:  Have  you  encountered  any  suicidal 

tendency  in  patients  using  Rauwolfia  or  Serpasil? 

Dr.  Sands:  Many  reports  of  this  have  ap- 
peared in  the  literature,  indicating  that  this  is 
a definite  potential  hazard. 

St.  Peter’s  Hospital,  Albany:  Would  you 
please  discuss  the  use  of  placebos  in  superficial 
psychotherapy? 

Dr.  Sands:  I have  the  impression  that  the 
use  of  placebos  is  nowhere  near  as  popular  as 
it  was  some  years  ago.  For  my  purposes,  and 
I speak  as  a psychiatrist  and  not  as  a general 
physician,  I would  never  use  a placebo.  If  I 
am  to  get  anywhere,  the  patient  must  trust  me, 
must  believe  that  when  I say  I am  speaking  the 
truth,  I am  speaking  the  truth.  The  psychia- 
trist must  be  most  cautious  in  his  statements  to 
patients  because  of  the  unconscious  distortion 
which  is  always  potential  in  the  disturbed 
patient  or  his  family.  (It  is  most  illuminating 
when  a patient  who  has  seen  a physician  colleague 
tells  us  what  the  colleague  has  said  to  him. 


Then  we  have  an  opportunity  to  check  our 
own  statements,  and  we  shiver  when  we  think 
of  the  distortions  which  may  be  made  of  our 
own  comments.)  Therefore,  the  placebo  is 
not  commonly  used  by  the  psychiatrist  who 
practices  psychotherapy.  As  for  the  general 
physician,  I would  hope  that  he  could  be  honest 
and  still  be  effective  in  his  contact  with  patients. 
There  does  come  to  mind  the  picture  of  the 
chronically  dependent  individual,  perhaps  seri- 
ously disturbed  beneath  a socially  acceptable 
veneer,  who  is  incapable  of  independent  mature 
adjustment  in  our  society.  I think  possibly  for 
such  an  individual,  indefinite  use  of  a placebo, 
if  helpful  in  maintaining  that  patient  outside 
the  mental  hospital,  may  be  justified. 

Dr.  Frank  M.  Woolsey:  There  may  be 
another  indication  for  placebos  for  the  general 
practitioner,  Dr.  Sands,  in  that  there  are  occa- 
sions when  one  is  giving  therapeutic  medications 
and  wondering  whether  there  is  really  any  need 
to  continue  particular  drugs.  In  that  instance, 
is  it  legitimate  to  try  the  placebo  to  evaluate 
the  drug  effect? 

Dr.  Sands:  Yes,  but  in  this  situation  the 
drug  is  being  used  for  test  purposes,  for  diagnos- 
tic as  distinct  from  therapeutic  purposes. 

Dr.  Woolsey:  When  may  a psychiatrist 
give  his  patient  positive  advice? 

Dr.  Sands:  I have  very  strong  feelings  on 
this  point.  I maintain  that  there  are  only  two 
occasions  in  which  it  is  justified  for  the  psychia- 
trist to  give  direct  advice  to  the  patient.  One 
occasion  is  when  the  patient  is  mentally  deficient, 
and  the  other  is  when  he  is  psychotic  and  in- 
capable of  defending  himself  or  taking  care  of 
himself.  There  is  an  exception  to  the  latter 
in  that  sometimes  a nonpsychotic  individual 
can  be  so  panicked  and  so  terrified  that  for  prac- 
tical purposes  he  is  at  that  moment  psychotic 
and  therefore  needs  to  be  defended  and  cared 
for.  Outside  of  these  two  exceptions  I feel  very 
strongly  that  the  psychiatrist  has  no  right  to 
give  advice  to  a patient.  We  have  no  right  to 
manage  our  patients’  lives  or  to  determine  their 
goals  in  life. 

Castle  Point  Y.A.  Hospital:  What  kind  of 
personality  disorders  lend  themselves  most 
readily  to  psychotherapy?  What  personalities 
show  little,  if  any,  response?  And  what  do  we 
do  about  the  latter? 

Dr.  Sands:  It  is  easier  to  answer  the  second 
part  of  this  question  first.  There  are  certain 
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kinds  of  personality  disorders  which  are  noto- 
rious!}' refractory  to  the  psychotherapeutic 
approach.  I do  not  think  anybody  will  main- 
tain that  he  has  very  good  success  with  alcoholics ; 
they  are  usually  refractory  to  most  therapeutic 
approaches.  The  so-called  psychopathic  person- 
ality which,  as  an  entity,  is  certainly  under- 
going modification  nowadays,  is  another  in- 
dividual who  does  not  usually  do  well  in  such 
therapy.  The  behavior  pattern  of  this  indi- 
vidual is  to  exploit  people  with  whom  he  comes 
in  contact.  Therefore,  this  behavior  is  carried 
into  the  therapeutic  situation  and  unfortunately 
defeats  the  best  efforts  of  most  therapists. 

Those  personality  disorders  which  are  more 
amenable  to  therapy  include  those  of  people  who 
ought  to  be  happy;  people  in  a marriage  where, 
on  the  surface,  things  ought  to  go  well;  people 
with  work  inhibitions;  people  with  adequate 
endowment  who  are  unable  to  use  their  assets; 
people  who  find  themselves  continually  defeating 
themselves  and  frustrating  every  potentially 
successful  situation.  Such  individuals  are  the 
best  candidates  for  that  form  of  intensive  psycho- 
therapy which  I call  psychoanalysis.  Any 
acute  situation  may  be  worthy  of  an  attempt 
at  superficial  psychotherapy,  and  this  would 
include,  of  course,  the  depressions  of  the  meno- 
pause. 

Dr.  Meneely:  Don’t  you  feel  that  the  patient 
also  has  to  have  a modicum  of  intelligence  to 
be  psychotherapeutically  treatable? 

Dr.  Sands:  I feel  that  this  is  a very  different 
question.  The  usual  answer,  as  far  as  psycho- 
analysis is  concerned,  is  average  or  high  average 
intelligence  as  a minimum,  but  I would  always 
distinguish  a patient’s  intellectual  quotient  from 
his  emotional  quotient.  I think  that  there  are 
patients  intellectually  only  low  average,  perhaps, 
who  respond  in  terms  of  feeling.  Every  insti- 
tution for  mental  defectives  contains  people 
who  respond  to  warm  ward  attendants  but  who 
are  frightened  and  cringe  at  cold  and  hostile 
attendants.  The  answer  is  that  intelligence 
has  relatively  little  to  do  with  the  response  to  the 
appropriate  kind  of  psychotherapy. 

Dr.  Woolsey:  What  is  the  distinction  between 
a psychiatrist  and  a psychotherapist? 

Dr.  Sands:  When  we  speak  of  psycho- 

therapists, we  mean  psychiatrists  who  attempt 
to  assist  and  help  the  patient  through  the  use 
of  psychologic  methods.  This  would  eliminate 
somatic  methods,  such  as  insulin,  electrocon- 


vulsive therapy,  and  things  of  that  nature. 
All  psychiatrists  are  potentially  psychotherapists. 
The  psychiatrist  who  administers  electrocon- 
vulsant  therapy  in  one  appropriate  situation 
may  follow  this  by  a psychotherapeutic  session 
with  a patient  whose  needs  are  different. 

Within  this  general  specialty  of  psychiatry, 
there  is  a subspecialty  called  psychoanalysis. 
In  our  country  this  has  to  be  arbitrarily  defined, 
for  there  is  no  legal  definition  of  psychoanalysis 
in  America,  such  as  there  is  in  Great  Britain. 
I would  define  analysis  as  that  method  which 
maintains  therapeutic  sessions  between  patient 
and  doctor  at  a minimum  of  three  per  week, 
with  the  patient  on  the  couch  and  free-associating. 
There  are  14  training  institutes  in  our  country 
approved  by  the  American  Psychoanalytic 
Association.  Candidates  for  psychoanalytic 
training  are  psychiatrists;  that  is  to  say,  they 
have  had  three  years  of  residency  in  a psychiatric 
hospital  after  internship.  The  total  course  is 
usually  four  to  seven  years.  It  involves  twenty 
to  thirty  hours  of  time  per  week,  and  comprises 
didactic  lectures,  seminars,  case  presentations, 
formal  reading,  and,  of  course,  supervised  work 
with  patients  as  well  as  a personal  analysis  of  the 
candidate  himself. 

Dr.  Woolsey:  You  emphasized  that  the 
patient  was  on  the  couch,  freely  associating. 
What  is  the  significance  of  “on  the  couch?” 

Dr.  Sands:  “On  the  couch”  is  actually  a 
relic  of  the  19th  century  approach  to  hysterical 
patients  by  the  technic  of  hypnosis.  When 
Freud  gave  up  hypnosis  because  it  did  not  pro- 
duce lasting  cures,  he  kept  the  couch.  Some 
people  suggest  that  Freud  retained  it  because 
he  himself  did  not  like  to  be  stared  at  by  patients 
all  day.  Others  suggest  that  by  avoiding  visual 
contact  the  patient  can  more  freely  allow  thoughts 
to  enter  his  mind  and  give  verbal  expression  to 
them;  without  visual  contact,  he  is  not  auto- 
matically made  aware  of  the  response  of  the 
analyst. 

East  Horton  Memorial  Hospital:  What  is 
your  opinion  of  hypnosis? 

Dr.  Sands:  I myself  feel  that  hypnosis  has 
only  the  most  limited  place  in  the  armamentarium 
of  the  present-day  psychiatrist.  Dentists  re- 
port favorable  use  of  hypnosis  in  painful  dental 
work.  I have  read,  as  you  probably  have, 
reports  by  obstetricians  of  delivery  without  pain 
under  hypnosis.  The  use  of  hypnosis  in  psychi- 
atric disorders,  however,  is  quite  a different 
setup.  Hypnosis  does  much  for  the  self-esteem 
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of  the  therapist  or  hypnotist.  It  magnifies, 
amplifies,  and  increases  the  wishful  thought  of 
the  patient  that  the  psychiatrist  do  for  him  those 
things  which  he  is  finding  difficult  to  do  for 
himself.  To  this  extent,  hypnosis  infantilizes 
the  patient  and  works  at  cross  currents  to  the 
goal  of  psychotherapy.  Therefore,  I feel  its 
use  is  probably  limited  to  the  removal  of  an 
acute  amnesia  or  to  the  restoration  of  function 
in  an  acute  hysterical  anesthesia.  This  is  show- 
room stuff. 

Dr.  Woolsey:  Dr.  Sands,  how  do  psychi- 
atrists feel  about  the  general  practicing  physi- 
cian in  relation  to  the  practice  of  psychotherapy? 

Dr.  Sands:  There  is  no  question  that  the 
general  physician  is  in  a first  rank  position  in 
being  able  to  help  his  frightened,  upset,  angry 
patient.  No  one  knows  the  patient  as  well  as 
the  family  physician,  who  perhaps  has  had 
direct  contact  for  years.  I think  there  are  two 
strong  reservations  with  respect  to  the  practice 
of  superficial  psychotherapy  by  the  general 
physician.  I emphasized  in  my  talk  that  the 
most  useful  thing  that  the  psychotherapist  has 
to  offer  are  his  ears.  Now,  the  general  physician 
who  rises  before  7 a.m.  to  see  home  patients  be- 
fore going  to  the  hospital  at  8 a.m.,  then  operates 
for  several  hours,  then  hurries  along  to  see  other 
patients  who  are  in  the  hospital,  then  rushes 
around  town  to  see  more  patients  before  going  to 
his  office — this  man  has  no  time  to  listen  quietl}r 
to  slow  talk.  This  physician  does  the  patient 
a disservice  by  attempting  to  do  so.  The  second 
exception  is  the  physician  who  is  himself  upset 
by  a discussion  of  emotional  problems;  he  had 
best  refer  that  patient  elsewhere. 

Benedictine  Hospital:  Please  comment  on 
the  methods  used  to  overcome  a patient’s  re- 

Isistance  to  seeing  a psychiatrist. 

Dr.  Meneely:  This  resistance  is  so  very 
common  that  it  makes  an  awfully  good  question. 
I am  sure  that  evetybody  has  their  own  different 
method,  and  I can  speak  onW  personally.  First 
of  all,  I approach  the  problem  of  the  need  for 
a psychiatrist  in  an  objective  manner,  much  as 
you  would  indicate  the  need  for  any  other  medical 
consultation.  I actual^  do  tell  the  patient 
that  he  has  a problem  that  requires  a specialist, 
much  as  he  would  need  a surgeon  for  appendicitis 
or  an  orthopedist  for  a sprained  back.  I then 
go  on  to  tell  the  patient — and  this  has  to  be 
loaded  with  sincerity — that  the  psychiatrists 
I know  are  good  guys;  they  are  not  the  Holly- 
wood  or  soap  opera  type,  which  has  so  colored 


people’s  minds.  I also  feel  that  it  is  important 
to  plant  in  the  patient’s  mind  that  he  is  not 
about  to  be  thrown  to  the  wolves.  I tell  him 
that  he  is  still  my  patient,  that  I will  work  in 
conjunction  with  the  psychiatrist  on  his  problem, 
and  that  he  will  return  to  me  when  the  psychia- 
trist has  affected  a cure.  This  usually  seems 
to  satisfy  the  patient  that  nothing  really  terrible 
is  about  to  happen. 

Dr.  Sands:  I would  certainly  like  to  underline 
what  Dr.  Meneely  has  said.  Much  of  the 
patient’s  resistance  is  caused  by  the  physician’s 
manner  of  referral.  Contrast  the  manner  of 
referral  outlined  by  Dr.  Meneely  with  that  of 
some  referring  physicians.  Because  of  their 
own  feelings  about  emotional  problems  and 
disturbances,  at  a certain  point  in  an  interview 
they  will  put  down  the  pen,  rise,  scratch  the  head, 
fiddle  with  the  eyebrows,  walk  around  the  room, 
and  hand  the  patient  a slip  with  the  psychiatrist’s 
name  and  address.  This  defeats  the  whole 
purpose.  Another  consoling  thought  is  that 
referral  ma}r  be  for  consultation  and  not  nec- 
essarily for  treatment. 

Castle  Point  V.A.  Hospital:  Is  it  necessary 
in  all  cases  to  supplement  tranquilizers  with  other 
therapy,  notably  psychotherapy? 

Dr.  Sands:  The  administration  of  any  drug 
by  itself  produces  a psychologic  effect  on  the 
patient.  However,  I would  emphasize  that  the 
administration  of  drugs  is  not  a substitute 
for  psychotherapy.  An  acutely  disturbed  patient 
is  in  need  of  both  kinds  of  therapeutic  approach. 
The  giving  of  the  drug  is  itself  a form  of  giving 
reassurance.  Whether  further  psychotherapy  is 
indicated  will  vary  from  patient  to  patient. 

Dr.  Woolsey:  Of  course,  tranquilizers  are 
being  used  for  other  things  besides  full-blown, 
acutely  disturbed  psychotic  or  severely  psycho- 
neurotic patients.  Dr.  Meneely,  what  about  just 
mild  depressions  in  the  middle-aged  individual? 

Dr.  Meneely:  I am  sure  everybody  has 
seen  middle-aged  persons  who  just  feel  kind  of 
blue,  pepless,  and  tense.  I have  tried  using  the 
tranquilizing  drugs  on  these  patients,  along 
with  some  form  of  stimulant,  such  as  Dexedrine, 
and  have  had  moderately  good  results  in  a 
fair  percentage  of  patients.  However,  many  of 
these  people  do  not  respond  as  well  as  I yvould 
wish,  and  do  have  to  be  referred  to  the  psychia- 
trist. 

Dr.  Woolsey:  Also,  I think  we  should  keep 
in  mind  that  whenever  these  drugs  are  used,  thejr 
certainly  tend  to  depress  cortical  function 
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somewhat.  Therefore,  although  they  are  rela- 
tively harmless,  there  are  problems  in  relation  to 
automobile  driving  and  other  activity  or  work 
requiring  quick  reflexes. 

Kingston  Hospital:  Is  shock  treatment 

indicated  in  recurrent  mental  depression? 

Dr.  Sands:  That  depends  on  which  psychia- 
trist you  ask.  The  indications  for  such  treat- 
ment depend  very  much  on  the  orientation  of 
the  psychiatrist.  There  are  psychiatrists  who 
advocate  the  use  of  electroconvulsive  therapy 


for  almost  all  depressions  and  of  almost  any 
degree.  Now  that  sounds  like  an  exaggeration, 
yet  it  is  literally  true.  There  are  some  w*ho 
advocate  it  for  depressions  which  may  not  even 
be  of  psychotic  intensity.  I am  not  in  that 
group.  Whether  the  patient  is  amenable  to 
psychotherapy  must  be  determined  on  the  basis 
of  the  individual  consultation,  and  include  only 
such  factors  as  his  assets,  the  reality  of  stresses, 
his  life  situation,  and  his  previous  behavior 
pattern. 


( Number  two  of  a series  of  Two-Way  Radio  Conferences.  These  will  appear  in  the  Journal  from  time  to  time.) 


Chlorophyllin  Indicated  for  Infected  Wounds 


A new  indication  for  chlorophyllin  to  prevent 
acute  infected  wounds  from  becoming  chronic  is 
reported  by  Dr.  Joseph  M.  Miller  of  the  Surgical 
Service,  Veterans  Administration  Hospital,  Fort 
Howard,  Maryland. 

Dr.  Miller  declares  that  chlorophyllin  may  prevent 
some  of  the  “deleterious  results”  of  the  deposition 
of  fibrin  in  infected  wounds — formerly  “accepted 
as  part  of  the  normal  healing  process.” 

He  reports:  “Macromolecular  proteins,  such  as 
fibrin,  produce  profound  changes  in  an  area  of  in- 
flammation. An  increase  in  viscosity  of  the  fluid 
at  the  site  occurs  and  edema  results  due  to  the  pas- 
sage of  more  fluid  into  the  area.  Thrombi  are 
formed  from  fibrin  in  the  arteries,  capillaries,  veins, 
and  lymphatics.  The  combination  of  edema  and 
obstruction  of  the  blood  vessels  and  of  the  lymphatic 
vessels  leads  to  hypoxia  or  to  anoxia.  The  decreased 
amount  of  oxygen  or  the  absence  of  oxygen  leads  to 


death  of  the  cells.  In  such  an  environment,  the 
phagocytes  lose  their  ability  to  engulf  bacteria. 

“Chlorophyllin  inhibits  the  formation  of  fibrin 
from  fibrinogen  by  thrombin  and  the  use  of  chloro- 
phyllin may  prevent  some  of  these  deleterious  re- 
sults.” Chlorophyllin,  however,  will  not  dissolve 
clots. 

Dr.  Miller  adds  that  laboratory  studies  have  con- 
firmed a related  effect,  described  by  other  investi- 
gators, i.e.,  “that  chlorophyllin  acted  as  a non- 
specific inhibitor  of  hemagglutination.”  In  the 
wound,  the  clumping  of  red  blood  cells  impairs 
local  circulation,  he  notes. 

Dr.  Miller  concludes:  “In  the  past  chlorophyllin 
has  been  used  principally  in  the  treatment  of  chronic 
wounds.  The  actions  of  chlorophyllin  which  have 
been  described  make  its  use  in  acute  wounds  logical 
to  prevent  their  becoming  chronic.” — Medical 
Science,  August  25,  1958 
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From  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director , Poison  Control  Center 


The  following  incidents  of  ingestion  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Aspirin  372  years  Male 

This  child  was  discovered  by  his  parents  with  a 
bottle  of  aspirin  in  his  hands.  It  w'as  said  that 
the  child  took  about  20  aspirin  tablets.  He 
was  taken  to  a hospital  emergency  room  where  his 
stomach  was  lavaged  with  saline  within  fifteen 
minutes  after  ingestion.  Since  the  child  was 
entirely  asymptomatic,  he  was  sent  home.  His 
parents  were  instructed  to  bring  the  child  in  for  a 
follow-up  check-up. 

Incident  2 

Toxic  Agent  Age  ■ Sex 

Aspirin  2 years  Male 

According  to  the  mother,  the  child  ingested 
about  200  to  250  P/4  gr.  tablets  of  aspirin. 
Dulcet  is  a newer  aspirin  and  aluminum  salt 
combination  derivative  in  a pink  cube  candied 
form. 

The  child  was  taken  to  a hospital  emergency 
room.  Although  he  was  asymptomatic,  he  was 
admitted  to  the  hospital  because  of  the  large 


amount  of  aspirin  the  child  was  said  to  have 
ingested.  He  was  observed  for  a day  and  finally 
discharged  as  completely  recovered. 

This  product  has  a special  tamper-proof 
closure  as  a safety  precaution.  However,  either 
the  closure  did  not  match  the  infant’s  ingenuity 
or  the  parents  failed  to  reseal  the  bottle.  We  had 
another  incident  where  a child  managed  to  defy 
the  manufacturer’s  best  intentions.  The  child 
took  a bottle  with  a safety  closure,  slammed  it 
against  the  radiator,  and  ingested  the  contents. 


Toxic  Agent 

Incident  3 
Age 

Sex 

Aspirin 

3 years  and 

Females 

4 years 

These  two  children  ingested  an  unknown  quan- 
tity of  acetyl  salicylic  acid  which  they  obtained 
in  the  household. 

The  older  child  was  taken  to  a hospital  twenty 
minutes  after  ingestion.  The  child  vomited 
spontaneously  prior  to  admission  to  the  hospital. 
On  admission  her  stomach  was  lavaged  with 
saline,  and  the  child  had  abdominal  pains,  nausea, 
vomiting,  dyspnea,  twitching,  and  stupor.  The 
blood  carbon  dioxide  combining  power  was 
reported  as  follows:  9.1  mEq.  on  March  8; 
9.1  mEq.  on  March  9;  and  23.3  mEq.  later  on 
March  9.  Urine  was  yellow  in  color,  specific 
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gravity  1,022,  albumin  negative,  sugar  1 plus, 
and  acetone  4 plus.  Complete  blood  count  was 
normal.  The  following  therapy  was  adminis- 
tered: M/6  sodium  lactate  and  5 per  cent  glucose 
in  water  intravenously,  vitamin  K,  and  vitamin 
C.  After  six  days  in  the  hospital,  the  patient 
made  a complete  recovery. 

The  younger  child  apparently  was  asympto- 
matic for  two  and  one-quarter  hours  following 
ingestion  and  was  taken  to  a hospital.  On  ad- 
mission to  the  hospital,  the  patient’s  stomach  was 
lavaged  two  and  one-half  hours  following  in- 
gestion. The  following  sj^mptoms  were  noted 
on  admission:  abdominal  pains,  nausea,  vomit- 
ing, dyspnea,  and  twitching.  The  blood  com- 
bining power  was  reported  as  follows:  11.8 

mEq.  on  March  8;  10.5  mEq.  later  on  March  8; 
and  24.1  mEq.  on  March  9.  The  treatment 
included  M/ 6 sodium  lactate  intravenously, 
vitamin  K,  vitamin  C,  and  5 per  cent  glucose  in 
water  intravenously. 

After  six  days  of  hospitalization,  the  patient’s 
general  condition  was  good.  She  was  discharged 
as  completely  recovered. 

It  is  gratifying  to  report  that  in  spite  of  the 
frequency  of  aspirin  poisoning  in  children,  the 
severity  of  the  reported  cases  is  apparently 
diminishing.  This  may  be  an  aftermath  of  the 
standardization  of  the  dosage  which  is  now  limited 
to  y4  gr.  per  tablet.  The  prompt  and  appro- 
priate treatment  which  is  happily  available  in 
this  city  is  also  a vital  factor.  However,  public 
health  education  which  has  been  directed  to  this 
problem  is  undoubtedly  the  most  important 
reason  for  the  decrease  in  serious  aspirin  poison- 
ings. 

Incident  4 

Toxic  Agent  Age  Sex 

D- Amphetamine  4V2  years  Female 

This  incident  was  reported  by  a physician  from 
New  Rochelle.  The  child  obtained  the  medica- 
tion from  a low  shelf  and  ingested  an  unknown 
quantity.  A physician  was  not  called  until 
eight  hours  after  ingestion.  Symptoms  on 
admission  were  restlessness,  euphoria,  loquacious- 
ness, giggling,  and  dancing.  Her  stomach  was 
lavaged.  On  physical  examination  the  child 
presented  hyperkinesis  with  purposeless  move- 
ments which  were  uncontrollable  and  showed 
narrowing  of  the  pupils.  Otherwise  the  neuro- 


logic examination  was  entirely  negative.  The 
child  had  insomnia  for  two  nights  following  ad- 
mission despite  sedatives  and  tranquilizers. 
The  patient  was  treated  with  Compazine  and 
chloral  hydrate.  After  several  days,  the  patient 
completely  recovered. 

It  would  appear  from  our  observations  that 
the  barbiturate  or  “built-in”  sedative  factors  in 
this  medication  expected  to  counteract  the 
excitant  effect  of  amphetamine  is  apparently 
ineffective  in  children. 

Incident  5 

Toxic  Agent  Age  Sex 

Lighter  Fluid  1 year  Male 

The  patient  was  staying  with  his  grandmother 
while  his  mother  was  at  work.  He  obtained 
lighter  fluid  from  a container  placed  on  a low 
window  sill  and  drank  what  was  assumed  to  be  a 
few  drops  before  he  was  discovered  by  the  grand- 
mother. The  grandmother  immediately  called 
an  ambulance  and  administered  milk  to  the  in- 
fant. In  the  hospital,  his  stomach  was  lavaged 
with  saline.  According  to  the  hospital  report, 
he  was  discharged  without  any  noteworthy 
sequellae  or  treatment  after  six  days  of  observa- 
tion. On  the  public  health  nurse’s  follow-up 
report,  it  was  stated  that  the  child  remained  in 
the  hospital  for  six  da}^s  because  he  became  aller- 
gic to  a medication  administered  to  him  in  the 
hospital. 

It  is  conjectured  that  the  medication  was  an 
antibiotic  and  that  the  reaction  was  a sensi- 
tivity to  the  antibiotic.  This  case  is  cited 
because  of  the  lack  of  frankness  on  the  part  of 
the  hospital  in  reporting  the  iatrongenic  incident 
and  the  failure  of  the  hospital  to  test  for  sensi- 
tivity prior  to  the  administration  of  an  anti- 
biotic. 

Incident  6 

Toxic  Agent  Age  Sex 

Chlordane  (Insecticide)  93  years  Female 

According  to  the  nurse’s  report,  this  ninety- 
three-year-old  youngster  thought  she  was  drink- 
ing lemonade  which  she  kept  in  the  refrigerator 
alongside  the  chlordane  roach  insecticide. . The 
patient  was  said  to  have  ingested  4 ounces  of  this 
product.  She  was  nauseated,  vomited,  and  was 
taken  to  a hospital.  In  the  hospital  the  patient’s 
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stomach  was  lavaged,  and  supportive  therapy 
was  administered.  After  two  days  of  observa- 
tion and  treatment  in  the  hospital,  the  patient 
fully  recovered  and  was  discharged.  This 
patient  is  also  slightly  hard  of  hearing  and  does 
not  see  too  well. 

The  illogical  role  of  the  icebox  as  a repository 
for  a variety  of  products  (drugs  and  household 
preparations)  is  a frequent  contributory  factor 
of  incidents  reported  to  this  Center. 

Incident  7 

Toxic  Agent  Age  Sex 

Rat  Poison  (Warfarin)  13  months  Male 

The  mother  of  the  infant  purchased  rat  poison 
in  order  to  rid  the  kitchen  of  mice.  This  box 
had  a slot  through  which  mice  could  reach  the 
pellets. 

The  infant  awakened  early  in  the  morning 
and  appeared  very  “cranky.”  The  mother  took 
him  out  of  the  crib  and  permitted  him  to  crawl 
about.  He  then  sleepily  wandered  into  the 
kitchen  while  mother  was  in  the  bedroom  dressing 
another  sibling  for  school.  When  the  mother 
returned  to  the  kitchen  she  found  the  infant 
sitting  on  the  kitchen  floor  playing  with  the  box 
of  “poison”  pellets.  The  infant  appeared  stupor- 
ous to  the  mother  and  she  called  the  drugstore 
and  a private  physician  who  ordered  hospitaliza- 
tion. In  the  hospital,  his  stomach  was  lavaged 
and  egg  yolk  was  administered.  The  patient 
remained  in  the  hospital  several  hours  for  ob- 
servation and  then  was  sent  home. 

Physicians  should  be  aware  that  the  modern 
anticoagulant  rodenticides  do  not  present  dire 
emergencies.  In  fact,  one  ingestion  of  the  nature 
and  in  the  amount  described  can  be  treated  most 
casually,  and  the  parents’  anxieties  may  be  safely 
allayed.  One  must  be  sure,  however,  that  he  is 
dealing  with  an  anticoagulant  rodenticide  and 
not  with  arsenicals,  thallium,  or  phosphorus. 

Incident  8 

Toxic  Agent  Age  Sex 

Paregoric  3 years  Female 

This  child  obtained  a bottle  of  camphorated 
tinct  of  opium  and  ingested  15  cc.  She  was 
taken  to  a hospital  about  one  and  one-half 
hours  after  ingestion.  At  the  hospital,  her 
stomach  was  lavaged  with  saline,  and  30  cc.  of 


milk  of  magnesia  was  administered.  The  patient 
was  observed  for  several  hours,  and  since  she  was 
asymptomatic  and  the  physical  examination  was 
negative,  she  was  sent  home. 


Incident  9 

Toxic  Agent  Age  Sex 

Cough  Medicine  (Containing  2x/%  years  Male 
Codeine) 

This  child  obtained  a bottle  of  cough  medicine 
which  was  placed  within  his  reach  and  ingested 
from  3 to  4 ounces.  He  was  taken  to  the  hos- 
pital where  his  stomach  was  lavaged  with  water 
within  two  hours  after  ingestion.  The  patient 
was  observed  for  several  hours  and  sent  home 
because  he  was  symptomless  and  physical  ex- 
amination was  entirely  negative. 

These  two  incidents  are  cited  because  of  the 
mild  symptoms  which  are  characteristic  of  the 
cases  reported  to  the  Center  involving  overdoses 
of  sedative  cough  syrups.  One  must  not  mini- 
mize the  possibility  of  the  opium  drugs,  but  lavage 
apparently  is  very  effective,  particularly  when 
done  promptly. 


Incident  10 

Toxic  Agent  Age  Sex 

Phenyl  Mercuric  Acetate — • Adult  Female 
10  per  cent  (PMAS) 

This  successful  suicide  attempt  by  an  adult 
female  was  reported  from  out-of-town.  The 
patient  ingested  8 oz.  of  phenyl  mercuric  acetate 
(a  commercial  garden  herbicide  for  crab  grass), 
at  about  6:45  a.m.  Fifteen  minutes  after  in- 
gestion, the  patient  vomited  spontaneously. 
On  admission  to  the  hospital,  the  symptoms  were 
nausea,  vomiting,  cyanosis,  and  shock.  The 
urine  was  scanty,  and  the  feces  were  bloody. 
The  patient  was  treated  with  dimercaprol  and 
Levophed  for  shock.  In  spite  of  specific  therapy, 
the  patient  expired.  The  patient  was  said  to 
have  been  conscious  on  admission  to  the  hos- 
pital. The  blood  pressure  was  imperceptible 
from  time  of  admission  until  death  eight  hours 
later.  The  clinical  picture  was  that  of  extreme 
shock. 

This  case  illustrates  again  the  vain  reliance  on 
antidotes  by  both  laymen  and  the  profession, 
particularly  when  massive  overdoses  are  in- 
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volved.  Incidentally,  the  attending  physician 
complained  of  the  inadequate  service  rendered 
by  an  out-of-town  center  which  he  had  con- 
sulted prior  to  contacting  this  Center  because  it 
was  in  his  own  locality. 

Incident  11 

Toxic  Agent  Age  Sex 

Acetazoleamide  3 years  Female 

This  infant  obtained  the  drug  from  a low 
shelf  in  the  bedroom  and  ingested  15  250-mg. 
tablets.  She  was  taken  to  a hospital  emergency 
room  two  and  one-half  hours  following  ingestion. 
At  the  hospital  the  patient  was  asymptomatic, 
but  her  stomach  was  lavaged  with  warm  water, 
and  soap  suds  were  administered  to  induce 
vomiting.  The  laboratory  urine  was  as  follows: 
reaction  alkaline,  specific  gravity  1.018,  red 
blood  cells  1 to  2,  and  white  blood  cells  2 to  4. 
The  parent  refused  admission  to  the  hospital 
and  signed  a release  taking  the  child  home 
against  the  advise  of  the  physician. 

Although  there  is  a paucity  of  reported  in- 
cidents involving  this  drug,  several  incidents 
which  came  to  our  attention  were  not  associated 


with  any  grave  symptoms  or  significant  sequelae. 

Incident  12 

Toxic  Agent  Age  Sex 

Whiskey  13  years  Female 

This  patient  ingested  two  fifths  of  a quart  of 
whiskey.  She  was  taken  to  the  hospital  several 
hours  later.  Her  stomach  was  immediately 
lavaged  with  saline.  She  also  vomited  spon- 
taneously. On  admission  to  the  hospital  the 
following  symptoms  were  noted:  nausea,  vomit- 
ing, and  coma.  There  was  also  a character- 
istic odor  of  alcohol  on  the  breath.  The  patient 
was  treated  with  lavage,  5 mg.  of  Nalline,  and 
supportive  therapy.  After  eight  days  of  hos- 
pitalization, recovery  was  complete. 

One  may  question  the  rationale  of  Nalline 
therapy  for  alcohol  poisoning.  It  is  possible, 
however,  that  there  was  a suspected  concomitant 
ingestion  of  a narcotic,  and  hence  its  use  as  an 
aid  in  the  differential  diagnosis  is  fully  justified. 

In  any  event,  if  the  amount  of  Nalline  ad- 
ministered is  minimum  and  judicious,  it  will 
not  add  materially  to  the  depressive  effect  of  the 
alcohol. 


( Number  twenty  in  a series  on  Briefs  on  Accidental  Chemical  Poisonings ) 


Venereal  disease,  still  a major  health  problem, 
is  far  commoner  among  men  than  among  women. 
Evidence  for  this  statement  is  presented  in  the 
publication  “Patterns  of  Disease,”  prepared  by 
Parke,  Davis  & Company  for  the  medical  profession. 
Last  year,  the  reported  incidence  of  syphilis  was 
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30  per  cent  higher  among  men  than  women  and  that 
of  gonorrhea  more  than  140  per  cent  higher.  Part 
of  the  reason  for  this  difference,  however,  may  be 
the  fact  that,  in  man,  signs  of  venereal  disease  are 
more  obvious  and  symptoms  more  painful,  “Pat- 
terns” points  out. 
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Hypotension  of  Heart  Failure 


Present-day  anesthesia  is  generally  satis- 
factory and  so  well-controlled  that  most 
anesthesiologists  concur  with  the  statement 
expressed  by  one  of  us  that  any  patient,  no 
matter  how  sick,  should  be  as  well  off  during 
anesthesia  as  during  his  usual  unanesthetized 
state.1  Actually,  in  many  instances  a sick 
patient  may  be  better  off  during  anesthesia  be- 
cause he  can  be  oxygenated  better  and  his 
tracheobronchial  tract  can  be  cleared  better 
by  suction.  Occasionally,  however,  an  individ- 
ual with  relative  cardiac  insufficiency  may  de- 
velop acute  cardiac  insufficiency  due  either  to 
complicating  factors  attributable  to  difficulties 
during  anesthesia  or  to  the  stress  of  surgery. 
The  following  two  case  reports  are  illustrative  in 
this  regard. 

Discussed  at  a conference  held  at  the  Hospital  for  Special 
Surgery,  New  York  City,  September  8,  1958.  Clinical 
Anesthesia  Conferences  are  held  on  the  first  Monday  of  every 
month. 


Case  Reports 

Case  1. — A sixty-four-year-old  woman  had  rheu- 
matoid arthritis  with  severe  deformities.  Most 
of  the  joints  were  involved,  including  both  shoulders, 
elbows,  wrists,  all  fingers,  both  hips,  knees,  ankles, 
and  the  temperomandibular  articulations.  She 
also  had  rheumatic  heart  disease  with  marked 
aortic  stenosis  and  mitral  insufficiency.  The  heart 
was  enlarged,  and  there  was  evidence  of  myocardial 
insufficiency  on  the  electrocardiogram  which  showed 
inverted  T waves  in  lead  I.  The  peripheral  blood 
vessels  were  sclerotic.  She  had  been  on  Gitaligin 
0.5  mg.  twice  daily  for  some  time.  She  had  atelecta- 
tic rales  in  both  lung  bases.  Six  months  previously 
she  had  had  a syncopal  attack  associated  with  chest 
pain  at  which  time  a diagnosis  of  acute  myocardial 
insufficiency  had  been  made.  Her  rheumatic 
arthritic  condition  had  been  treated  with  gold, 
Butazolidin,  and  various  adrenocorticosteroids. 
For  the  past  few*  months  she  had  been  taking 
Meticorten,  5 mg.  twice  a day.  In  addition  to 
Gitaligin,  she  also  was  taking  the  following  medica- 
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tions:  Diuril  500  mg.  daily,  aspirin  640  mg.  every 
four  hours,  codeine  15  mg.  every  four  hours,  Mil- 
town  400  mg.  every  six  hours,  and  Darvon  32  mg. 
every  four  hours.  Her  blood  picture  showed  a 
hemoglobin  content  of  10.4  Gm.  in  100  cc.  Her 
white  blood  count  was  4,050  per  cu.  mm.,  with  4 
per  cent  eosinophils.  Her  arterial  blood  pressure 
was  140/88.  Her  chief  complaint  at  present  was 
severe  pain  in  her  right  knee  and  right  hip  which 
were  ankylosed  in  such  a way  as  to  prevent  her 
sitting  up.  To  overcome  this  deformity  it  was  pro- 
posed to  resect  the  head  and  neck  of  the  right  femur. 

Preoperatively  she  was  given  hydrocortisone  75 
mg.  intramuscularly  the  night  before  and  a similar 
dose  in  the  morning  at  which  time  she  was  also  given 
Demerol  75  mg.  with  atropine  sulfate  0.4  mg. 
When  she  arrived  in  the  operating  room  forty-five 
minutes  later,  she  appeared  satisfactorily  sedated. 
Her  arterial  blood  pressure  was  120/90,  her  pulse 
rate  100  per  minute,  and  her  respiratory  rate  20  per 
minute.  Her  electrocardiogram  on  lead  I showed  a 
regular  sinus  rhythm  with  inverted  T waves.  An 
intravenous  infusion  of  5 per  cent  dextrose  in  water 
was  started  at  a slow  drip  in  the  left  antecubital 
vein.  In  order  to  assure  a patent  airway  during 
surgical  anesthesia,  an  endotracheal  tube  was 
introduced.  Anesthesia  was  induced  with  cyclo- 
propane-oxygen.  Solu-Cortef,  100  mg.,  was  in- 
jected into  the  sleeve  of  the  infusion  tubing.  A 
depth  of  second  plane  anesthesia  was  reached  in  five 
minutes,  and  laryngoscopy  was  done.  Due  to 
limitation  of  motion  of  the  temperomandibular  articu- 
lations, visualization  of  the  larynx  was  difficult.  A 
mild  degree  of  cyanosis  developed.  Blood  backed 
up  into  the  infusion  tubing,  and  the  bottle  of  solu- 
tion had  to  be  raised  5 feet  above  the  heart  level 
before  it  would  resume  dripping  again. 

During  this  period  there  was  no  change  in  the  con- 
figuration of  the  electrocardiogram  which  was  being 
watched  constantly  on  the  electrocardioscope. 
Endotracheal  intubation  was  accomplished  by 
means  of  a number  32  cuffed  tube.  Despite  persist- 
ence of  a good  electrocardiographic  pattern,  no 
pulse  could  be  felt,  and  no  blood  pressure  could  be 
discerned.  Auscultation  over  the  patient’s  pre- 
cordium  could  not  detect  any  heart  beat.  Because 
of  the  increased  venous  pressure  with  ineffective 
cardiac  function,  it  was  decided  to  quickly  adminis- 
ter 0.25  mg.  of  Digoxin  intravenously  while  the  pa- 
tient was  oxygenated  by  assisting  her  inspiratory 
efforts.  A faint  pulse  became  detectable  one  minute 
after  administration  of  Digoxin  and  it  became 
stronger  gradually.  The  flow  of  the  intravenous 
drip  increased  in  speed  so  that  the  level  of  the  bottle 
could  be  lowered  back  to  2 feet  above  heart  level. 
Five  minutes  later,  a brachial  blood  pressure 
110/100  could  be  obtained.  Five  minutes  after- 
wards, this  rose  to  120/80  and  then  to  130/80  with  a 


diminution  in  heart  rate  to  82  per  minute.  Despite 
this  acute  episode,  it  was  decided  to  carry  on  with 
the  planned  surgical  procedure  which  was  accom- 
plished quickly  in  one  hour  and  during  which  time  the 
patient  received  500  cc.  of  citrated  whole  blood. 
At  the  end  of  the  operation  the  patient’s  blood 
pressure  was  120/80,  her  pulse  rate  84  per  minute, 
and  respirations  20  per  minute.  Postoperatively, 
the  patient’s  usual  therapy  was  resumed,  and  her 
course  continued  to  be  good. 

Case  2. — A seventy-two-year-old  man  developed 
acute  abdominal  pain  and  vomiting  diagnosed  as 
being  due  to  mesenteric  thrombosis.  He  was  on  the 
medical  service  at  the  time  for  congestive  heart 
failure  and  other  pathologic  conditions.  He  was  an 
obese  individual  who  had  already  sustained  a right 
leg  amputation  for  arteriosclerotic  gangrene.  In 
addition  to  his  recent  congestive  heart  failure,  which 
had  required  intensive  digitalization  followed  by 
daily  maintenance  doses  of  0.75  mg.  of  Digoxin,  he 
had  rapid  auricular  fibrillation  at  an  average  rate  of 
144  per  minute  with  numerous  premature  ventricu- 
lar contractions,  generalized  arteriosclerosis,  a sys- 
temic arterial  blood  pressure  of  200/120,  and  a ve- 
nous pressure  of  240  mm.  water.  His  blood  hemoglo- 
bin content  was  15.6  Gm.  per  100  cc.,  and  his  white 
blood  count  was  15,200  per  cu.  mm.  Auscultation  of 
his  lungs  disclosed  wet  rales  bilaterally.  His 
respiratory  rate  was  36  per  minute.  In  addition,  he 
had  uncontrolled  diabetes  with  3 plus  sugar  in  the 
urine  and  3 plus  albumin  in  the  urine.  He  had  bilat- 
eral cataracts.  His  rectal  temperature  just  prior  to 
being  transferred  to  surgery  was  104  F.  He  had 
become  stuperous  and  noncooperative. 

When  he  arrived  as  an  emergency  case  in  the 
operating  room,  his  pulse  was  irregular  at  an  aver- 
age rate  of  142  per  minute.  His  arterial  blood  pres- 
sure, which  had  been  200/120,  was  then  120/70.  He 
was  irrational.  It  was  proposed  that  abdominal 
surgery  be  carried  out.  He  was  given  oxygen  to 
inhale  for  five  minutes,  and  then  he  was  anesthetized 
with  cyclopropane-oxygen  followed  by  ethylene- 
oxygen.  A number  40  orotracheal  tube  was 
inserted  for  an  airway,  and  his  respiratory  exchange 
was  assisted  by  manual  pressure  of  the  breathing 
bag  on  inspirations. 

Surgery  was  started  fifteen  minutes  later.  At  this 
time  the  patient’s  heart  rate  had  increased  to  180 
per  minute,  while  his  blood  pressure  had  decreased 
further  to  90/70.  As  had  been  expected,  mesenteric 
thrombosis  with  a loop  of  gangrenous  bowel  was 
found,  and  the  affected  portion  of  bowel  was  re- 
sected in  forty-five  minutes.  During  this  time  the 
patient’s  systolic  blood  pressure  kept  diminishing  so 
that  just  prior  to  closing  the  peritoneum  the  blood 
pressure  was  70/60  with  a heart  rate  of  160  per 
minute.  This  hypotension  with  diminished  pulse 
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pressure  was  believed  to  be  due  to  cardiac  insuffi- 
ciency with  diminished  cardiac  output.  To  over- 
come this  condition,  a dose  of  0.1  mg.  of  Cedilanid 
was  injected  intravenously  followed  by  the  intra- 
venous drip  of  Aramine  (10  mg.  in  250  cc.  of  5 per 
cent  dextrose  in  water).  Ten  minutes  later  the 
blood  pressure  was  100/70,  and  after  another  ten 
minutes  it  was  110/70,  while  the  heart  rate  was  140 
per  minute.  In  the  recovery  room  the  patient’s 
condition  continued  to  be  fair.  The  next  day  he 
appeared  to  be  well,  but  signs  of  congestive  heart 
failure  recurred.  Despite  all  the  care  given  by 
cardiologists,  the  patient  died  two  days  later. 


Comment 

These  cases  illustrate  how  delicate  and  fragile 
are  patients  with  congestive  heart  failure.  A 
short,  transitory  period  of  respiratory  ob- 
struction during  laryngoscopy  was  almost  fatal 
in  the  first  case. 

The  stress  of  abdominal  surgery  and  of  post- 
operative pain  and  distress  was  too  much  for  the 
second  patient. 

Reference 

1.  Rovenstine,  E.  A.:  Personal  communication. 
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Booklet  Outlines  Mental  Health  Program 


The  “total  approach  to  public  mental  health” 
is  graphically  described  in  a publication,  Design  for 
Mental  Health , released  recently  by  the  New  York 
State  Department  of  Mental  Hygiene. 

The  booklet  deals  with  the  general  problem  of 
mental  health  and  outlines  New  York  State’s  com- 
plex mental  hygiene  program.  The  brochure  in- 
dicates that  the  program  attempts  to  meet  the  men- 
tal health  needs  of  the  people  of  the  State  at  every 
level. 

According  to  the  text  the  operations  of  the  Depart- 
ment of  Mental  Hygiene  “embrace  both  community 
and  institutional  services.  Integrated  with  these 
is  a broad  program  of  coordinated  psychiatric 
research.  Training  of  psychiatrists  and  other 
psychiatric  specialists  is  conducted  in  cooperation 
with  colleges  and  universities  of  the  State,  and  a 
large  scale  public  education  program  aims  to  promote 
understanding  of  mental  illness  and  the  development 


of  mental  health.” 

“In  every  aspect  of  its  program,”  the  booklet 
continues,  “the  department  attempts  to  keep 
abreast  of  the  times.  New  therapies,  improved 
methods  of  care,  innovations  in  service  are  thor- 
oughly explored  and  whenever  feasible,  those  found 
to  be  effective  are  incorporated  into  the  State’s 
activities.  The  mental  health  program  is  designed 
to  leave  no  gaps  in  the  line.  Where  weaknesses 
exist  the  goal  of  all  concerned  is  to  build  for  future 
strength.” 

In  announcing  the  availability  of  the  new  brochure, 
Dr.  Paul  H.  Hoch,  Commissioner  of  Mental  Hygiene, 
explained  that  it  was  prepared  to  meet  the  constant 
demand  for  information  about  the  State’s  program. 

Single  copies  may  be  obtained  without  charge 
from  the  Office  of  Mental  Health  Education  and 
Information,  Department  of  Mental  Hygiene,  217 
Lark  Street,  Albany,  New  York. 
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A series  of  radio  talks  for  the  practitioner 
presented  over  Station  WNYC-FM  under  the  sponsorship  of  the 

New  York  Academy  of  Medicine 
with  the  cooperation  of  the 
New  York  Cancer  Committee 


The  New  York  City  Health  Department  in  the  Cancer  Field 

ABRAHAM  OPPENHEIM,  M.D.,  NEW  YORK  CITY 
{From  Cancer  Control  and  Research , Department  of  Health ) 


Cancer,  one  of  the  major  disease  problems 
of  our  day,  ranks  second  to  heart  disease 
as  a cause  of  death.  Tremendous  strides  have 
been  made  in  fundamental  research  and  in 
clinical  application  of  the  concepts  derived  from 
such  research. 

However,  when  we  have  reached  the  state,  to 
quote  Dr.  Harry  Mustard,  “when  a given  prob- 
lem of  health  and  disease  can  no  longer  be  solved 
by  the  unassisted  effort  of  the  citizen  and  the 
uncoordinated  resources  of  the  community,” 
then  it  becomes  a public  health  problem.  Can- 
cer control,  as  defined  by  the  New  York  State 
Health  Department,  “pertains  to  an  organized, 
planned  endeavor  to  apply  the  principles  of 
prevention,  early  diagnosis,  prompt  and  ade- 
quate treatment,  and  care — including  the  pro- 
vision of  the  best  care  and  comfort  to  those  in 
the  advanced  stages  of  cancer.” 

One  of  the  first  objectives  of  the  public  health 
authority  is  to  bring  together  and  coordinate  all 
of  the  forces  in  the  community  involved  in  cancer 
control.  For  example,  in  the  New  York  City 
area,  the  several  county  medical  societies,  the 
New  York  Academy  of  Medicine,  and  the  New 
York  City  Cancer  Committee  are  united  in 
promoting  this  series  of  cancer  alerts. 

In  line  with  the  belief  that  the  basis  of  cancer 
control  is  fundamentally  in  the  doctor’s  office, 


it  follows  that  professional  education  and  training 
of  the  practitioner  is  a prerequisite  for  any 
effective  cancer  control  program. 

We  are  fortunate  indeed  that  in  New  York 
City  the  facilities  and  resources  for  professional 
education  are  most  abundant.  Medical  society 
meetings,  postgraduate  lectures,  distribution  of 
appropriate  literature,  and  tumor  clinic  con- 
ferences undoubtedly  contribute  to  greater 
awareness  of  the  cancer  problem.  However,  we 
firmly  believe  that  more  important  is  actual 
observation  and  participation  by  the  practitioner 
in  a cancer  detection  service  or  tumor  clinic. 
Only  in  this  way  can  he  develop  the  necessary 
“high  index  of  suspicion.” 

In  an  effort  to  meet  this  practical  need,  the 
New  York  City  Department  of  Health  welcomes 
physicians  at  its  cancer  detection  centers,  where 
teaching  and  demonstration  in  the  procedures 
necessary  for  the  detection  of  cancer  is  available. 
Instruction  in  the  preparation  of  Papanicolaou 
smears  and  the  use  of  proctosigmoidoscope  and 
other  instruments  is  furnished. 

Comprehensive  public  health  education  pro- 
grams are  a vital  part  of  cancer  control.  Of 
what  value  are  trained  and  alerted  phj^sicians  in 
the  community,  if  the  public  is  not  motivated  to 
consult  them?  The  public  must  be  informed  of 
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the  need  for  prompt  examination  in  the  presence 
of  symptoms  and  of  periodic  medical  examina- 
tions even  in  the  absence  of  symptoms.  The 
American  Cancer  Society  and  its  local  affiliates 
in  this  area,  such  as  the  New  York  City  Cancer 
Committee,  are  of  great  assistance  in  this  work. 
Pamphlets,  lectures,  films,  radio  broadcasts, 
newspaper  advertisements,  and  other  means  of 
informing  the  public  are  continually  utilized. 

An  innovation  in  public  health  control  was 
recently  introduced  by  the  Department  of  Health 
in  its  experimental  approach  to  mass  screening 
for  cancer  of  the  cervix,  which  attempted 
to  parallel  the  so-called  “breast  self-examina- 
tion.” In  this  procedure,  groups  of  women  were 
given  simple  kits  to  enable  them  to  secure  their 
own  vaginal  secretions  for  cytologic  examinations. 
Such  screening  may  be  properly  supervised  by  the 
practitioner. 

Since  mass  prevention  and/or  detection  of 
cancer  means  mass  screening,  we  must  develop 
technics  such  as  those  described  above  together 
with  other  easily  applied  types  of  examinations, 
such  as  chest  x-ray  surveys.  Persons  participat- 
ing in  such  examinations  also  receive  benefits 
in  the  accompanying  health  education. 

The  relatively  few  cancer  detection  centers 
operated  by  municipal  and  voluntary  hospitals, 
and  the  Health  Department,  are  primarily 
oriented  to  teaching,  demonstration,  and  re- 
search rather  than  service.  Physicians  and 
medical  students  observing  and  working  in 
these  facilities  quickly  become  expert  in  perform- 
ing the  simple  medical  procedures  involved  in  a 
cancer  detection  examination.  In  this  con- 
nection, it  is  believed  that  the  general  practi- 
tioner occupies  a key  role  in  the  medical  forces 
in  our  attack  on  the  cancer  problem ; it  is  he  who 
is  first  consulted  by  the  patient.  In  Depart- 
ment of  Health  cancer  detection  centers,  all 
examinations  are  performed  by  general  practi- 
tioners. 

Services  available  to  the  practitioner  from 
the  Department  of  Health  for  his  medically 
indigent  patients  begin  with  general  diagnosis 
and  consultation,  offered  at  the  Diagnostic 
Service  Center.  In  addition,  in  cooperation 
with  the  New  York  City  Cancer  Committee,  an 
exfoliative  cytology  service  in  Manhattan  and 
the  Bronx  is  supplied  to  all  practitioners. 

In  the  near  future,  when  sufficient  numbers  of 


trained  cytologists  are  developed,  we  hope  to  be 
able  to  offer  a cytologic  service  to  practitioners 
for  their  medically  indigent  patients  throughout 
the  City. 

Considerable  information  from  the  epidemio- 
logic point  of  view  may  be  obtained  from  a study 
of  cancer  mortality;  such  studies  are  now  under 
way.  Mortality  statistics,  available  in  the 
Health  Department,  provide  much  information 
on  incidence,  prevalence,  and  evaluation  of 
treatment. 

One  interesting  avenue  in  cancer  control  and 
research  is  the  influence  of  air  pollution  on 
cancer  of  the  lung.  A cooperative  study  with 
the  Department  of  Air  Pollution  and  the  Public 
Health  Service  is  under  consideration.  This 
represents  only  one  possible  hazard  among  many 
environmental  factors  involved  in  the  possible 
causes  of  cancer.  As  another  example,  the  in- 
creasing use  of  radioactive  materials  in  medicine 
and  industry  has  posed  new  public  health  prob- 
lems in  the  field  of  cancer  control.  Sanitary 
Code  regulations  for  supervision  of  these  po- 
tential hazards  are  now  being  formulated. 

In  certain  occupations,  workers  may  be  ex- 
posed to  carcinogenic  agents.  The  State  De- 
partment of  Labor  cooperates  with  the  Depart- 
ment of  Health  in  surveying  and  inspecting  such 
industries. 

An  important  element  in  cancer  control  pro- 
grams is  that  of  mental  health.  It  has  been 
charged  that  cancer  detection  programs  are 
responsible  for  creating  cancerophobia.  Psy- 
chiatrists tell  us  that  such  people  are  in  the 
same  class  as  syphilophobes,  excessive  hand 
washers,  germ  fearers,  and  hypochondriacs. 
The  medical  practitioner  as  well  as  the  official 
health  agency  must  take  great  care  in  supplying 
health  information  to  the  laity  so  as  to  guard 
against  excessive  “scare”  technics. 

It  should  be  stressed  that  ultimate  success  in 
cancer  control  can  only  come  about  by  con- 
certed action  of  all  agencies  and  groups  interested 
in  cancer — -no  one  profession  or  individual  can 
accomplish  this.  The  role  of  the  New  York 
City  Department  of  Health  in  controlling  cancer 
may  be  compared  to  its  parallel  activities  in  the 
control  of  communicable  disease  where  the  key- 
note was  and  still  remains  close  cooperation  with 
the  practitioner  of  medicine. 

125  Worth  Street,  New  York  13 
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Idiopathic  Benign  Hyperglobulinemic  Purpura 


GEORGE  E.  SEIDEN,  M.D.,  NEW  YORK  CITY,  AND  MORRIS  KRAMER,  M.D., 

EASTON,  PENNSYLVANIA 


( From  the  Diagnostic  Clinic  of  the  University  of  Pennsylvania , Philadelphia , Pennsylvania ) 


^Iince  our  previous  description  of  a patient  with 
^ the  syndrome  of  benign  hyperglobulinemic 
purpura,1  we  have  had  occasion  to  see  a second 
individual  with  this  disorder  whose  case  we  should 
like  to  describe  and  discuss  at  this  time. 

Case  Report 

An  unmarried,  thirty-six-year-old  graduate  nurse 
was  first  seen  by  one  of  us  in  1954.  She  had  been 
troubled  since  1952  with  episodic  purpura  which  was 
confined  to  her  lower  extremities.  The  initial 
episode  was  of  one  week’s  duration  and  was  con- 
fined to  the  legs.  -It  resulted  in  no  sequelae.  Three 
months  later  there  was  a recurrence  consisting  of  a 
diffuse  purpuric  skin  rash  of  the  legs  and  low  thighs 
which  was  associated  with  pain,  swelling,  and  tender- 
ness of  the  leg  and  thigh  muscles.  These  symptoms 
abated,  only  to  recur  at  increasingly  more  frequent 
intervals.  In  1955  purpura  was  first  noted  in  the 
arms.  It  was  aggravated  by  pressure  which  occurred 
when  the  patient  carried  heavy  packages.  In 
August,  1956,  she  had  temporary  pain  and  swelling 
of  the  right  parotid  gland.  Sialogram  and  x-rays  of 
the  teeth  gave  negative  results.  Episodes  of  purpura 
continued  to  recur  and  resulted  in  a brownish  dis- 
coloration of  the  skin  of  the  lower  extremities, 
symptoms  which  occasioned  her  referral  to  the  Diag- 
nostic Clinic  of  the  University  of  Pennsylvnia  in 
1957. 

At  the  time  of  her  visit  to  the  Clinic  she  reported 
no  abnormal  bleeding  other  than  purpura.  She  had 
experienced  no  fever  or  loss  of  weight  and  had  con- 
tinued to  work.  Review  of  her  past  medical  history 
revealed  that  she  had  had  temporary  swelling  of  the 
parotid  glands  in  1951,  in  addition  to  the  swelling  in 
1956  which  was  mentioned  previously.  She  had  had 
no  other  illnesses  except  measles,  whooping  cough, 
and  tonsillitis  during  childhood.  Review  of  her 
family  history  was  of  interest  in  that  her  mother  had 
died  of  lymphosarcoma  at  the  age  of  eighty.  The 
history  otherwise  revealed  that  she  had  been  em- 
ployed as  a graduate  nurse  and  had  been  taking  no 
drugs  or  medicine  prior  to  the  onset  of  her  illness. 
During  the  course  of  her  purpura,  she  received 
ACTH,  40  units  intramuscularly  daily  for  two-week 
intervals,  with  no  relief  of  symptoms. 


Fig.  1.  Anterior  view  of  the  feet,  ankles,  and  thighs 
showing  brownish,  pigmented  spots. 

Physical  examination  revealed  a well-nourished 
adult.  Caucasian  female  who  was  63  inches  tall  and 
weighed  135  pounds.  Her  temperature  was  98.6  F. 
by  mouth,  pulse  rate  88,  and  respirations  18 
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Fig.  2.  Posterior  view  of  the  feet,  ankles,  and  thighs 
showing  brownish,  pigmented  spots. 


per  minute.  Brownish,  pigmented  spots  were  ob- 
served on  the  feet,  ankles,  and  thighs,  (Figs.  1,  2, 
and  3)  and  to  a lesser  extent  on  the  buttocks, 
sacrum,  and  left  wrist.  Eye  grounds  examination 
gave  negative  findings,  and  there  was  no  significant 
lymphadenopathy.  A small,  isthmal  thyroid  nodule 
was  felt,  the  existence  of  which  she  had  known  for 
several  years.  Her  blood  pressure  was  120/80. 
Examination  of  the  heart  and  lungs  gave  negative 
findings.  The  right  kidney  was  barely  palpable  and 
was  freely  movable.  The  pulses  were  palpable  in 
all  extremities.  The  remainder  of  the  physical 
examination  gave  negative  findings. 

Examination  of  the  blood  revealed  14.2  Gm.  of 
hemoglobin.  There  were  4,500  white  blood  cells, 
with  a differential  count  of  68  per  cent  neutrophils, 
2 per  cent  monocytes,  and  29  per  cent  lymphocytes. 
(Previous  hemoglobin  determinations  gave  results  of 
11.8  Gm.  with  3.9  million  red  cells  in  1953  and  12.2 
Gm.  with  3.7  million  red  cells  in  1954.)  Urine 
examination  gave  negative  findings.  The  sedimen- 
tation rate  was  40  mm.  per  hour  corrected  (Win- 
trobe  method).  The  Kolmer  and  Kline  tests  were 
nonreactive.  By  the  method  of  paper  electro- 
phoresis the  serum  protein  was  partitioned  as  fol- 
lows: albumin  2.95  Gm.,  alpha- 1-globulin  0.57 

Gm.,  alpha-2-globulin  0.73  Gm.,  beta  globulin  0.94 
Gm.,  and  gamma  globulin  3.01  Gm.  The  gamma 


Fig.  3.  Lateral  view  of  the  feet,  ankles,  and  thighs 
showing  brownish,  pigmented  spots. 


globulin  peak  was  smooth  and  broad.  The  distilled 
water  test  for  macroglobulins  gave  a negative  result. 
Ultra  centrifugation  studies  performed  by  Dr. 
Franklin  of  the  Rockefeller  Institute  confirmed  the 
absence  of  macroglobulin  in  the  serum.  Tests  for 
cryoglobulins  gave  negative  findings.  The  serum 
calcium  was  10  mg.  per  cent,  and  the  fasting  blood 
sugar  was  80  mg.  per  cent.  Studies  in  search  of  a 
possible  blood  coagulation  defect  gave  normal  re- 
sults. Platelet  counts  on  several  occasions  ranged 
between  200,000  and  300,000.  One-stage  prothrom- 
bin time  was  14.2  seconds,  control  14.5  seconds. 
Accelerator  globulin  was  normal.  The  serum  pro- 
thrombin time  and  the  proconvertin  and  recalcifica- 
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tion  times  were  normal.  The  bleeding  time  was 
three  minutes,  and  the  clotting  time  twenty-one 
minutes  with  good  clot  retraction.  Tourniquet 
tests  for  capillary  fragility  repeatedly  gave  positive 
findings.  L.  E.  cell  preparation  gave  a negative  re- 
sult. 

X-ray  examination  of  the  chest  revealed  it  to  be 
normal,  and  the  basal  metabolic  rate  was  normal. 
In  view  of  past  suggestions  of  possible  viral  etiology 
for  this  disease,2-4  blood  from  the  patient  was 
inoculated  into  HELA  and  HEP-2  cell  cultures 
through  five  serial  passages  over  a period  of  one 
month.  No  cytopathic  changes  were  demonstrated 
in  the  cells. 

Comment 

The  patient  exhibited  most  of  the  features  of 
idiopathic  benign  hyperglobulinemic  purpura  as  out- 
lined by  Waldenstrom4’5  and  summarized  by  Taylor 
and  Battle.6  She  had  a nonthrombocytopenic 
purpura,  recurring  over  a five-year  period,  associated 
with  perisistent  electrophoretically  determined 
broad-peaked  hypergammaglobulinemia  and  in- 
creased sedimentation  rate,  without  the  development 
of  a serious  systemic  illness.  In  addition,  she  had 
neither  macroglobulinemia  nor  cryoglobulinemia, 
nor  did  she  have  a blood  coagulation  defect. 

Certain  clinical  features  observed  in  this  patient 
and  in  our  previously  reported  case  have  become 
apparent  and  deserve  emphasis.  Although  neither 
patient  has  had  involvement  of  major  organ  systems, 
the  clinical  course  has  not  been  entirely  benign  in 
that  both  have  experienced  periods  of  incapacitation 
due  to  severe  pain,  swelling,  and  tenderness  in  the 
lower  limbs.  In  the  first  case  muscle  biopsy  per- 
formed at  the  time  of  such  symptoms  revealed  non- 
specific perivasculitis  with  infiltration  of  mono- 
nuclear cells  around  tiny  blood  vessels.1  These 
symptoms  did  not  respond  to  ACTH,  cortisone,  or 
prednisone. 

Another  feature  which  has  become  apparent  is  the 
marked  increase  in  purpura  produced  by  tight- 
fitting  clothes,  the  carrying  of  heavy  packages,  or 
prolonged  sitting  or  standing.  This  feature  prob- 
ably is  related  to  the  distribution  of  pigmentation 
on  the  lower  extremities  and  may  serve  as  a dif- 
ferential diagnostic  sign  in  the  differentiation  of  this 
syndrome  from  other  purpuras. 

Also  of  interest  is  the  intermittent  tender  swelling 
of  the  neck,  due  in  the  first  case  to  cervical  adenitis 
as  revealed  by  biopsy,1  and  in  the  second  presumably 
to  parotid  gland  (no  biopsy  was  done).  Neither 
patient  had  residual  swelling  of  the  glands  after 
subsidence  of  the  inflammation. 

Recently,  it  has  been  suggested  that  the  dyspro- 
teinemias  may  be  related  in  that  they  represent  dis- 
orders of  plasma  cells  or  plasma  cell  precursors.7  In 
this  connection,  at  the  Columbia-Presbyterian 
Medical  Center  Dr.  Eliott  Osserman  showed  one  of 
us  a sixty-four-year-old,  male  patient  who  has  ex- 
perienced recurring  nonthrombocytopenic  purpura 


and  broad-peaked  hypergammaglobulinemia  asso- 
ciated with  generalized  lymphadenopathy,  hepato- 
splenomegaly,  anemia  (9.2  Gm.  hemoglobin),  and 
lymphocytosis  (50  per  cent  lymphocytes  of  7,650 
white  cells  in  the  peripheral  blood  and  63  per  cent 
lymphocytes  in  the  sternal  marrow).  Biopsy  of  the 
lymph  nodes  and  of  an  infiltration  on  the  right  ankle 
revealed  a pathologic  picture  compatible  with,  but 
not  necessarily  diagnostic  of,  lymphosarcoma.  The 
skin  of  the  legs  w^as  pigmented  in  a fashion  similar  to 
that  of  our  patients.  This  case  was  described 
briefly  by  Azar  et  al*  This  patient  has  responded 
to  cortisone  and  has  done  well  during  the  past  twro 
years.  He  exhibits  some  of  the  features  of  idiopathic 
hyperglobulinemic  purpura  and  at  the  same  time 
some  of  the  features  suggestive  of  lymphosarcoma. 

Recently  Rogers  and  Welch9  reported  on  a 
middle-aged,  male  patient  wrho  had  experienced 
purpura  with  discoloration  of  the  legs  over  a period 
of  several  years  and  who,  when  examined  one  year 
prior  to  his  death,  presented  the  classical  findings  of 
multiple  myeloma.  Electrophoresis  one  year  prior 
to  his  death  revealed  the  narrow,  spiked  gamma 
globulin  typical  of  multiple  myeloma  rather  than  the 
broad  peak  described  in  patients  with  hyperglobuli- 
nemic purpura.  If  it  wrere  known  that  this  patient 
had  a broad-peaked  gamma  globulin  curve  as  deter- 
mined by  paper  electrophoresis,  prior  to  the  develop- 
ment of  frank  multiple  myeloma,  this  man  would 
represent  a case  with  features  of  both  idiopathic 
hyperglobulinemic  purpura  and  multiple  myeloma. 

There  are  at  least  two  possible  explanations  for 
the  relationship  between  idiopathic  benign  hyper- 
globulinemic purpura  and  the  lymphomas.  One 
possibility  is  that  patients  wdth  idiopathic  hyper- 
globulinemic purpura  have  a prelymphoma  clinical 
picture,  which  if  continued  for  a long  enough  period 
of  time  will  develop  into  lymphoma.  It  is  of  interest 
in  this  connection  to  note  that  the  mother  of  the 
patient  reported  on  in  this  paper  died  of  lympho- 
sarcoma at  the  age  of  eighty. 

Another  explanation  is  that  patients  with  idio- 
pathic benign  hyperglobulinemic  purpura  and  some 
patients  with  lymphoma  have  dysproteinemic  pur- 
pura, in  which  the  dysproteinemia  is  the  final  com- 
mon pathway  of  causation  of  purpura,  and  in  which 
the  dysproteinemia  is  due  to  disease  and/or  stimu- 
lation of  plasma  cells  or  plasma  cell  precursors.  This 
explanation  would  allow  for  diverse  etiologies  and 
prognoses  for  various  dysproteinemic  purpuras. 
Prolonged  and  careful  follow-up  of  patients  with 
diagnosed  benign  idiopathic  hyperglobulinemic  pur- 
pura (those  with  broad  gamma  globulin  peaks  and 
without  evidence  of  systemic  disease)  will  be  neces- 
sary to  discover  whether  idiopathic  benign  hyper- 
globulinemia  purpura  is  a disease  entity  or  a mis- 
nomer, considering  the  strict  definition  of  the  wrords 
“benign”  and  “idiopathic.” 
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Summary 

A second  patient  seen  by  us  who  satisfies  the 
strict  criteria  for  diagnosis  of  idiopathic  hyper- 
globulinemic  purpura  is  reported.  The  possibility 
of  relationship  of  this  syndrome  to  the  lymphomas 
is  discussed. 

Addendum 

The  above-described  patient  has  since  moved  to 
Salt  Lake  City  and  has  come  under  the  care  of  Dr. 
Maxwell  Wintrobe,  Professor  and  Head  of  the  De- 
partment of  Medicine  of  the  University  of  Utah. 
Personal  communication  with  him  on  June  8,  1958 
reveals  that  repetition  of  her  studies  revealed  no 
new  findings  other  than  mild  leukopenia  of  3,470 
and  2,950  white  blood  cells  with  normal  differential 


(66  per  cent  polymorphonuclear).  Three  lupus 
erythematosus  cell  preparations  gave  negative  re- 
sults. 


References 

1.  Seiden,  G.  E.,  and  Wurzel,  H.  A.:  New  England  J. 

Med.  255:170  (1956). 

2.  Rosengvaig,  S.,  Josephson,  A.  M.,  Shapiro,  C.,  and 
Texider,  T. : Arch.  Int.  Med.  99:  913  (1957). 

3.  Kay,  H.  E.  M.,  and  Robertson,  K.  M.:  J.  Path.  & 
Bact.  70:  543  (1955). 

4.  Waldenstrom,  J.:  Nord.  med.  20 : 2288  (1943). 

5.  Idem.:  Advances  Int.  Med.  5:  398  (1940). 

6.  Taylor,  F.  E.,  and  Battle,  J.  D.,  Jr.:  Ann.  Int.  Med. 
40:  350  (1954). 

7.  Combined  Clinical  Staff  Conference:  Am.  J.  Med.  23  : 
284  (1957). 

8.  Azar,  H.  A.,  Hill,  W.  R.,  and  Osserman,  E.  F.:  ibid. 
23:  239  (1957). 

9.  Rogers,  W.  R.,  and  Welch,  J.  D. : Arch.  Int.  Med.  100 : 
478  (1957). 


Massive  Right  Rectus  Muscle  Hematoma  Simulating  Signs  and 
Symptoms  of  Coarctation  of  the  Aorta 

ALVIN  SLIPYAN,  M.D.,  F.A.C.P.,  ELMHURST,  NEW  YORK,  AND  VERONICA  I.  BATONGBACAL,  M.D., 

BROOKLYN,  NEW  YORK 

( From  the  Medical  Service , Greenpoint  Hospital,  Brooklyn) 


HPhis  is  an  interesting  rare  case  of  a massive  right 
rectus  muscle  hematoma  which  simulated  signs 
and  symptoms  of  coarctation  of  the  aorta. 

Case  Report 

A thirty-five-year-old,  Negro,  male  postman  was 
admitted  to  the  surgical  service  on  September  25, 
1956,  because  of  sudden  severe  chest  pain  which 
radiated  downward  abdominally  to  the  right  upper 
leg.  The  pain  was  intermittent,  severe,  and  sudden 
and  caused  weakness,  difficulty  in  breathing, 
nausea,  and  vomiting.  The  vomitus  was  copious 
and  brown  colored.  He  also  developed  a brown, 
watery  diarrhea. 

The  past  history  was  noncontributory,  and  except 
for  a diagnosis  of  hypertension  in  1953,  the  patient 
always  had  been  in  excellent  health. 


Examination  revealed  a well-developed,  well-nour- 
ished, Negro  male,  appearing  acutely  ill  and  dis- 
tressed. There  was  no  evidence  of  any  respiratory 
difficult}7-,  cyanosis,  or  jaundice.  His  sensorium  was 
clear  and  his  descriptive  remarks  lucid.  Tempera- 
ture was  100  F.,  respirations  26  per  minute,  pulse  84 
per  minute,  blood  pressure  190/100,  pupils  were 
equal  reacting  to  light  and  accommodation.  Ears, 
nose,  and  throat  were  normal.  There  were  no  signs 
of  injury  or  scars,  no  venous  distention,  or  arterial 
pulsations.  Lungs  were  clear  to  percussion  and 
auscultation.  The  heart  was  enlarged  to  the  left 
and  downward  with  a regular  rhythm  at  a rate  of 
100  per  minute.  The  second  aortic  sound  was  quite 
accentuated  and  much  louder  than  P2.  A grade  II, 
aortic  systolic,  blowing  murmur,  radiating  to  the 
right  neck,  was  audible.  The  abdomen  was  soft 
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and  non  tender.  No  masses  or  viscera  were  palpable. 
The  right  leg  was  weak,  felt  numb,  and  was  definitely 
colder  than  the  left  leg.  The  right  femoral,  popliteal, 
and  dorsalis  pedis  arteries  were  not  palpable. 

Laboratory  findings  were:  amylase,  141  Somogyi 
units;  carbon  dioxide  combining  power,  40  volume 
per  cent.  Urine  revealed  few  white  blood  cells,  two  to 
ten  red  blood  cells  on  high  power,  and  a trace  of 
albumin.  The  blood  sugar,  urea  nitrogen,  sodium, 
arid  potassium  were  normal.  Prothrombin  time  was 
14.5  seconds  with  a control  of  15.5  seconds;  red 
blood  cells,  4.860  million;  white  blood  cells,  18,000. 
Hemoglobin  was  15  Gm.,  differential  was  normal, 
and  his  Mazzini  test  gave  negative  results.  The 
sedimentation  rate  was  18  mm.  in  35  minutes. 
Stools  were  negative  for  blood,  ova,  and  parasites. 

The  patient  was  transferred  to  the  medical  service 
where  the  diagnosis  was  dissecting  aneurysm  of  ab- 
dominal aorta,  embolism  to  right  iliac  artery,  and 
essential  hypertension  with  heart  disease.  Coarcta- 
tion of  aorta  was  ruled  out. 

Two  days  after  transfer  to  the  medical  service  the 
abdomen  became  tender  and  slightly  distended. 
There  were  no  borborygmi.  Dullness  to  percussion 
over  the  entire  right  part  of  the  lower  abdomen  was 
elicited.  The  brown  watery  diarrhea  was  still  pres- 
ent, and  occasional  vomiting  of  dark  brown  material 
was  also  noted.  The  right  leg  was  still  definitely 
colder  than  the  left,  but  no  edema,  tenderness,  or 
pain  had  developed.  The  right  femoral  artery  could 
not  be  palpated.  The  right  thigh  blood  pressure 
was  unobtainable,  wrhile  the  left  thigh  blood  pressure 
was  115/75.  The  blood  pressure  of  both  arms  was 
equal  and  found  to  be  190/100.  Oscillometric  read- 
ings of  the  right  thigh  and  leg  were  found  to  be  “O.” 
Abdominal  scout  film  was  reported  to  show  fluid 
levels  and  gas-filled  colon.  Diagnosis  of  ileus  was 
made.  Treatment  consisted  of  Wangensteen  suc- 
tion, intravenous  fluid,  glucose,  electrolyte,  and 
sedation. 

The  course  in  the  hospital  remained  stormy.  On 
the  third  day  the  patient  developed  a thrombophle- 
bitis of  the  right  anterior  tibial  vein  which  responded 
to  antibiotic  and  papaverine  therapy.  Repeat 
chest  x-ray  failed  to  reveal  any  notching  of  ribs. 
X-rays  of  the  abdominal  aorta  failed  to  reveal  any 
areas  of  calcification  or  abnormalities.  White  blood 
cells  varied  from  11,000  to  21,700,  while  the  differ- 
ential study  remained  normal.  The  urine  and  the 
blood  chemical  studies  also  were  unchanged.  The 
clotting  time  and  bleeding  time  (Lee- White)  were 
normal.  The  platelet  count  was  440,000. 


On  the  fifth  hospital  day  feeble  pulsations  were 
evident  over  the  right  femoral  and  right  popliteal 
arteries,  and  the  leg  became  warmer.  The  thrombo- 
phlebitis had  subsided,  but  the  patient  complained 
of  persistent  pain  over  the  right  lower  quadrant  of 
the  abdomen.  A surgical  consultation  was  requested 
after  a tubular  mass  parallel  to  and  above  Poupart’s 
ligament  became  palpable.  A rectal  examination 
revealed  marked  tenderness  over  the  right  ischio- 
rectal fossa  and  a palpable  mass  against  the  posterior 
portion  of  the  lateral  wall.  This  mass  was  soft  and 
tender.  A diagnosis  of  periappendiceal  abscess  was 
offered. 

Because  of  the  persistence  of  these  findings  and 
unchanging  clinical  pattern,  an  exploratory  lapa- 
rotomy was  performed  on  October  5,  1957. 

A large  right  rectus  hematoma  was  found,  while 
the  entire  intra-abdominal  cavity  failed  to  reveal  any 
pathology. 

An  uneventful  postoperative  course  occurred,  and 
rapid  improvement  took  place  generally  with  a re- 
turn of  normal  oscillometric  determination  over  the 
right  lower  extremity.  Before  discharge,  the  patient 
recalled  being  thrown  off  balance  while  carrying 
approximately  125  pounds  of  mail  on  his  shoulder. 
He  denied  any  abdominal  pain  at  that  time.  He 
felt  so  well  that  he  signed  himself  out  of  the  hospital 
one  week  after  the  surgery. 

Comment 

The  absence  of  rib  notching  on  the  x-ray,  or  any 
abdominal  or  thoracic  evidence  of  collateral  circula- 
tion, and  the  return  to  normal  arterial  circulation  of 
the  lower  extremities  mitigated  against  the  diag- 
nosis of  coarctation  of  the  aorta.  Complete  ab- 
dominal exploration  at  the  time  of  the  laparotomy 
failed  to  reveal  any  evidence  of  aortic  dissection  or 
collateral  arterial  circulation.  The  possibility  of  a 
ruptured  collateral  vessel  thus  was  eliminated.  The 
rapid  recovery  following  the  evacuation  of  the  large 
right  rectus  hematoma,  coupled  with  normal  intra- 
abdominal findings,  is  positive  proof  of  the  etiology 
of  this  strange  clinical  sequence. 

Although  the  patient  was  scheduled  for  further 
study  regarding  the  hypertensive  etiology,  namely 
kidney  function  tests,  Regitine  effect,  and  angio- 
cardiography, he  signed  himself  out  before  any  of 
the  above  contemplated  tests  could  be  accomplished. 

A review  of  the  literature  has  failed  to  reveal  a 
similar  case  within  the  past  ten  years. 


Behold  the  wicked  little  barb 

Which  catches  fish  in  human  garb 

And  yanks  them  back  when  they  feel  gay 

With  “W ill  it  last?”  or  “ Does  it  pay?” — Persis  Greely  Anderson 
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A Case  of  Volvulus  of  the  Cecum  Following  Low-Flap 

Cesarean  Section 


STEPHEN  WILLIAM  GIORLANDO,  M.D.,  F.A.C.O.G.,  BROOKLYN,  NEW  YORK,  MURRAY  L.  BRANDT, 
M.D.,  F.A.C.S.,  NEW  YORK  CITY  AND  JOSE  HERRERRA,  M.D.,  BRONX,  NEW  YORK 

( From  the  Department  of  Obstetrics  and  Gynecology,  Fordham  Hospital,  Bronx,  New  York) 


r|^HE  following  case  is  reported  to  point  to  a 
postcesarean  complication  which  requires  im- 
mediate intervention  to  save  the  life  of  the  mother, 
but  which  may  be  very  difficult  to  diagnose.  The 
term  volvulus  includes  twisting  of  a part  of  the 
intestine  around  the  axis  of  its  mesentery,  torsion 
on  its  own  axis,  or  the  knotting  together  of  loops 
of  bowel.1  Volvulus  may  occur  at  any  mobile 
point  in  the  intestine,  the  most  common  sites 
being  the  ileum  and  the  sigmoid  flexure.  The 
cecum  is  involved  much  less  often.  In  explaining 
the  pathogenesis  of  volvulus  of  the  cecum  most 
investigators  have  stressed  the  factor  of  excessive 
cecal  mobility.2’3  Of  course,  there  are  many 
people  who  have  this  abnormality  but  who  never 
develop  cecal  volvulus.4  The  twist  in  the  cecum 
occurs  at  the  point  of  fixation,  below  which  the 
bowel  is  unattached.  The  degree  of  rotation  may 
vary  from  180  to  720  degrees  or  more,  and,  as  in 
other  types  of  volvulus,  a full  rotation  may  occur 
without  vascular  constriction.  The  cecum  may 
be  carried  to  any  location  in  the  abdomen  and, 
depending  on  the  extent  of  the  interference  with 
its  blood  supply,  may  exhibit  any  of  the  following: 
injection,  edema,  necrosis,  and  perforation. 

The  first  report  of  a case  of  volvulus  compli- 
cating pregnancy  appeared  in  1885  when  Braun,2’5 
in  Germany,  described  a patient  at  term  with  volvu- 
lus of  the  sigmoid  colon.  The  diagnosis  was  made 
at  autopsy.  Since  that  time  76  reports  of  this 
condition  have  appeared  in  the  literature.6-9  An 
outstanding  report  of  this  condition  has  been  made 
by  Kohn,  Briele,  and  Douglas.10 

The  causes  of  volvulus  in  pregnancy  are  not 
clear,  and  in  some  cases  no  cause  is  demonstrable. 
The  greatest  number  of  cases  are  found  at  term 
or  during  labor.  In  some  patients  with  improper 
rotation  of  the  gut  in  the  course  of  development 
it  is  thought  that  the  enlargement  of  the  uterus 
is  sufficient  to  start  the  torsion.  In  the  pelvic 
cases  there  is  almost  always  an  exceptionally  long 
mesocolon,  without  which  torsion  cannot  occur. 
Some  patients  give  a history  of  trauma  or  strain, 
although  most  authorities  would  discount  this. 

The  diagnosis  of  volvulus  may  be  confused  with 
paralytic  ileus,  pelvic  peritonitis,  retroperitoneal 
hemorrhage,  or  any  type  of  intestinal  obstruction. 
Abdominal  distention  is  noted  in  all  these  conditions, 


but  a flat  plate  of  the  abdomen  reveals  the  picture 
of  volvulus.  Postpartum  cases  are  very  confusing, 
especially  in  the  presence  of  postpartum  infection, 
where  obstructive  signs  are  often  present.  How- 
ever, these  subside  on  antibiotic  therapy  and 
purgation. 

The  mortality  rate  is  still  very  high,  in  spite  of  the 
increased  use  of  antibiotics  and  the  improvement  in 
surgical  technics.  The  greater  the  delay  in  the 
decision  to  operate,  the  greater  the  mortality, 
a result  of  increased  damage  to  the  intestine  and 
increased  toxicity  to  the  patient. 

Recently,  many  other  cases  of  volvulus  com- 
plicating pregnancy  and  the  puerperium  have 
been  reported,  but  a review  of  American  and  world 
literature  on  the  subject  for  the  past  thirty-two 
years  reveals  only  one  report  on  any  case  of  volvu- 
lus complicating  cesarean  section.  This  case  was 
described  by  Labry11  of  Paris  in  1940.  The  patient 
developed  a volvulus  of  the  terminal  ileum  twenty- 
two  days  after  a classical  cesarean  section  and  was 
operated  on  forty-eight  hours  from  the  onset  of 
her  symptoms.  She  did  well.  She  had  had  acute 
diverticulitis  (Meckel’s  diverticulum)  with  volvu- 
lus of  the  terminal  ileum,  and  an  intestinal  re- 
section and  laterolateral  anastomosis  were  per- 
formed. 

Case  Report 

The  present  case  is  the  first  ever  reported  of 
volvulus  following  a low-flap  cesarean  section.  The 
patient  was  a twenty-five-year-old  married,  white 
female,  gravida  2,  para  1,  with  a history  of  poliomye- 
litis which  produced  a paresis  of  the  right  lower  ex- 
tremity. First  seen  in  the  outpatient  department 
of  our  hospital  on  June  12,  1956,  when  she  was  three 
months  pregnant,  she  seemed  to  be  in  good  condi- 
tion in  spite  of  her  complaint  of  nausea  and  vomit- 
ing. Her  last  menstrual  period  had  been  on  Febru- 
ary 12,  and  her  expected  date  of  confinement  was 
November  19,  1956.  Her  first  pregnancy  had 
ended  at  twenty-six  weeks  of  gestation,  and  the 
baby,  only  3 pounds,  died  twenty-four  hours  after 
delivery.  The  postpartum  course  was  uifeventful. 

She  was  first  admitted  to  Fordham  Hospital  on 
November  7,  1956,  for  evaluation  of  her  pelvis. 
X-ray  pelvimetry  showed  an  asymmetric  pelvis 
(Nagele’s  pelvis)  with  the  following  measurements: 
the  inlet  anteroposterior  diameter:  8.6  cm.,  transverse 
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diameter  9.2  cm.,  mid-pelvis  interspinous  diameter 
7.2  cm.,  and  posterior  sagittal  diameter  5.2  cm.  On 
vaginal  examination  the  promontory  was  prominent, 
and  the  asymmetry  of  the  pelvis  was  verified.  On 
November  29  she  was  readmitted  for  further  evalu- 
ation, and  it  was  decided  that  vaginal  delivery  was 
impossible.  At  that  time  the  baby  was  estimated  to 
be  about  6 to  6V2  pounds.  The  head  was  over- 
riding the  symphysis.  On  November  30  a low-flap 
cesarean  section  was  performed  under  nitrous  oxide 
and  ether  anesthesia,  and  a living  baby,  weighing  5 
pounds  and  15  ounces,  was  delivered  without  dif- 
ficulty and  with  minimal  blood  loss.  Intravenous 
fluids  were  used  for  alimentation  for  the  first  twenty- 
four  hours.  She  also  received  antibiotics,  sedation, 
a rectal  tube,  and  Prostigmin  1:4,000,  one  ampule 
every  six  hours  for  six  doses. 

The  first  two  postoperative  days  were  uneventful, 
but  on  the  second  postoperative  day  she  complained 
of  nausea  and  distention.  On  December  3 she  was 
more  distended,  her  temperature  rose  to  103  F.,  but 
borborvgmi  were  present.  She  did  not  vomit.  An 
enema  produced  feces  and  flatus,  and  she  became 
more  comfortable.  A Levin  tube  was  inserted,  and 
Wangensteen  suction  was  used.  Intravenous  fluids 
and  antibiotics  were  continued.  A flat  plate  of  the 
abdomen  was  ordered  the  same  day,  and  this  gave 
rise  to  a suspicion  of  small  bowel  obstruction.  The 
following  morning  her  temperature  was  normal,  she 
was  more  comfortable  and  less  distended,  but  her 
pulse  was  110.  She  pulled  out  the  Levin  tube  and 
became  more  distended.  Her  temperature  rose  to 
103.8  F.  and  her  pulse  to  120.  At  this  time  the 
hemoglobin  was  7.8  Gm.,  so  that  blood  transfusions 
were  given.  The  blood  chlorides  were  95  mEq.  per 
L.,  sodium  133,  potassium  3.1.  Another  flat  plate 
of  the  abdomen  showed  the  possibility  of  volvulus, 
for  there  was  a tremendous  distention  of  the  large 
bowel.  The  general  surgery  department  was  con- 
sulted, and  the  patient  was  operated  on  at  11  p.m. 
She  was  very  toxic  and  dehydrated  in  spite  of  con- 
tinuous intravenous  fluids. 

The  old  incision  (left  infraumbilical  paramedian) 
was  reopened,  and  it  wras  extended  two  inches  above 
the  umbilicus.  A moderate  amount  of  straw- 
colored  fluid  was  noted  in  the  peritoneal  cavity, 
and  this  was  taken  for  culture.  The  large  bowel, 
which  was  markedly  distended,  black,  necrotic,  and 
thin-walled,  lay  obliquely  across  the  epigastrium. 
The  cecum  was  found  in  the  left  upper  quadrant, 
and  it  was  gangrenous  and  densely  adherent  to  the 
omentum,  the  inferior  surface  of  the  stomach,  and 
the  splenic  flexure.  By  blunt  dissection  the  cecum 
was  freed  from  these  structures,  but  in  the  process 
the  cecum  was  unavoidably  nicked,  and  a large 
amount  of  bowel  content  was  spilled  into  the  peri- 
toneal cavity.  The  perforation  was  immediately 
clamped  off,  and  the  peritoneal  cavity  suctioned 
thoroughly.  The  mesentery  of  the  cecum  was  found 


to  be  twisted  to  about  360  degrees,  taking  with  it 
the  cecum,  ascending  colon,  and  the  proximal  por- 
tion of  the  hepatic  flexure.  All  of  these  structures 
were  distended,  thin-walled,  and  gangrenous  in  ap- 
pearance. The  mesentery  was  untwisted.  A right 
lower  paramedial  incision  was  then  made  through 
muscle  and  peritoneum,  and  a portion  of  the  ter- 
minal ileum,  cecum,  ascending  colon,  and  hepatic 
flexure  were  brought  out  through  it  and  exteriorized. 
The  mesentery  of  the  bowel  wTas  fixed  to  the  peri- 
toneal edges  of  the  wound. 

During  the  first  four  postoperative  days  the  pa- 
tient was  distended,  disoriented,  and  had  a very 
high  temperature.  After  that  time  she  began  to 
show  signs  of  improvement  and  finally  became  afe- 
brile on  December  25,  the  twenty-first  postoperative 
day.  On  that  day  her  blood  count  was  as  follows: 
hemoglobin  10.8  Gm.,  white  cell  count  12,200,  red 
cell  count  3.54  million,  segmented  forms  62,  lympho- 
cytes 34,  monophils  2,  and  eosinophils  2.  The  urine 
was  negative  for  glucose  and  albumin,  and  the  spe- 
cific gravity  was  1.018.  The  blood  culture  was  nega- 
tive. 

On  January  17,  1957,  she  was  discharged  with  a 
cecostomy,  but  was  readmitted  on  March  1.  On 
March  21  she  underwent  an  operation  for  closure  of 
the  cecostomy,  and  an  anastomosis  was  made  from 
the  terminal  ileum  to  the  proximal  end  of  the  trans- 
verse colon.  She  did  well  and  was  discharged  in 
good  condition  on  March  30,  1957. 

Summary 

A case  of  volvulus  of  the  cecum  following  low- 
flap  cesarean  section  is  presented.  It  is  believed 
to  be  the  first  such  case  ever  to  be  presented  in  the 
literature.  It  is  reported  in  the  hope  that  it  will 
be  considered  in  the  differential  diagnosis  of  post- 
cesarean complications. 

This  report  would  not  have  been  possible  without  the  skill 
and  advice  of  Drs.  J.  Herbert  Janes,  Anthony  Lofaro,  and 
Andrew  Manuele  of  the  Surgery  Department. 
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Thyroiditis  Followed  by  Hyperthyroidism 


EDWARD  J.  BIEN,  M.D.,  HEMPSTEAD,  NEW  YORK,  AND  RAYMOND  F.  SMITH,  M.D.,  GARDEN  CITY, 

NEW  YORK 

( From  the  Departments  of  Medicine  and  Surgery , Nassau  Hospital,  Mineola,  New  York ) 


rPo  date,  six  cases  of  thyrotoxicosis  following 
subacute  thyroiditis  have  been  reported.  A 
single  case  by  Sheets1  was  followed  by  a report  of 
five  cases  by  Perloff.2  The  old  German  adage  “One 
sees  what  one  knows”  prompted  us  to  add  two  cases 
of  our  own. 

Our  patients  were  considered  hyperthyroid  when 
in  addition  to  clinical  signs  the  laboratory  determi- 
nations were  in  the  hyperthyroid  range:  (1)  I131 

uptake  greater  than  55  per  cent,3  (2)  conversion 
ratio  greater  than  35  per  cent,4  (3)  circulating  serum 
bound  I131  greater  than  0.4  per  cent  of  the  dose  per 
liter  of  serum,4  (4)  saliva:  protein-bound  I131  ratio 
less  than  200.5 

Case  Reports 

Case  1. — The  first  patient,  on  July  7,  1953,  was  a 
twenty-nine-year-old  white  female  who  was  emo- 
tionally labile,  hyperkinetic,  and  sleeping  poorly. 
She  gave  a history  of  an  upper  respiratory  infection 
which  occurred  three  weeks  previous  to  the  present 
examination  and  a tender  swelling  of  the  left  side 
of  the  neck  for  one  week.  Physical  examination 
gave  negative  findings  except  for  a tachycardia  of 
110,  a fine  tremor,  and  a tender,  enlarged,  firm, 
smooth  left  lobe  of  the  thyroid.  The  twenty-four- 
hour-I131  uptake  was  2 per  cent  of  the  ingested  dose. 
A clinical  diagnosis  of  subacute  thyroiditis  was 
made,  and  no  therapy  was  administered.  The  in- 
duration of  the  thyroid  subsided,  and  in  one  month 
the  patient  became  clinically  euthyroid.  The  I131 
uptake  returned  to  normal  in  four  months,  but  two 
months  later  the  patient  again  presented  symptoms 
referable  to  hyperthyroidism . 

At  this  time  the  twenty-four-hour-I131  uptake  was 
90  per  cent,  the  forty-eight-hour  conversion  ratio 
60  per  cent,  and  the  circulating  serum  level  1.98 
per  cent  of  the  ingested  dose  per  liter  of  serum  of 
which  1.2  per  cent  was  protein-bound.  A thera- 
peutic dose  of  3 millicuries  of  I131  was  administered, 
and  within  three  months  the  patient  was  euthyroid 
both  clinically  and  in  regard  to  her  laboratory  de- 
terminations and  has  remained  so  for  the  past  four 
years. 

Case  2. — The  second  patient  was  a forty-seven- 
year-old  female  who  in  October,  1956,  had  a tender 
nodule  to  the  left  of  the  trachea  and  a slight  tremor. 
She  stated  that  she  had  had  a sore  throat  for  the 
entire  preceding  summer  and  tonsillitis  three  weeks 
previous  to  the  present  examination.  On  physical 
examination  there  was  a tender  2-cm.  nodule  to  the 
right  of  the  trachea  and  tenderness  over  the  thyroid 


Fig.  1.  Photomicrograph  of  excised  thyroid  tissue. 


area  on  the  left  side.  The  pulse  rate  was  100,  and 
the  patient  had  a mild  tremor.  A twenty-four- 
hour-I131  uptake  was  1 per  cent  of  the  ingested  dose, 
and  the  clinical  diagnosis  of  thyroiditis  was  made. 
No  therapy  was  administered. 

The  clinical  appearance  of  the  patient  was  un- 
changed, and  a repeat  uptake  in  January,  1957, 
was  67  per  cent  of  the  ingested  dose.  The  twenty- 
four-hour  conversion  ratio  was  61  per  cent,  and  the 
saliva:  serum  protein-bound  I131  ratio  was  6. 9. 5 
The  total  circulatingl131  was  3.38  per  cent  of  the 
dose  per  liter  of  serum  of  which  2.06  per  cent  was 
bound  to  protein.  It  was  decided  to  treat  this 
patient  surgically. 

The  patient  was  prepared  with  100  mg.  of  pro- 
pylthiouracil three  times  daily  for  six  weeks  followed 
by  two  weeks  of  inorganic  iodide.  Prior  to  starting 
inorganic  iodide,  a 0.5  millicurie  dose  of  I131  was 
administered  to  permit  radioautography  of  the 
excised  tissue.  At  the  time  of  surgery  the  entire 
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Fig.  2.  Radioautograph  resulting  from  film  exposed 
to  the  excised  thyroid  tissue  and  superimposed  on 
Fig.  1 in  order  to  demonstrate  areas  of  thyroid  activity 
and  fibrous  bands. 

right  and  part  of  the  left  lobe  of  thyroid  were  re- 
moved. 


At  surgery  the  gland  was  exposed  in  the  usual 
way,  the  strap  muscles  on  the  right  side  being  cut 
between  clamps.  The  gland  was  about  twice  the 
normal  size,  the  left  lobe  appearing  to  be  slightly 
larger  than  the  right.  It  was  of  a dark,  reddish- 
brown  color  and  felt  rather  firm  and  nodular.  The 
gland  did  not  appear  to  be  unusually  friable. 

On  microscopic  study  the  acini  were  of  small  or 
medium  size  and  loosely  filled  with  colloid  which 
was  vacuolated  in  areas.  Broad  bands  of  fibrous 
tissue  traversed  the  parenchyma.  Between  the 
acini  frequent  small  dense  aggregations  of  lympho- 
cytes were  seen. 

Sections  from  both  the  right  and  left  lobes  of  the 
thyroid  were  similar  (Figs.  1 and  2). 

Comment 

The  diagnosis  in  both  these  patients  was  clinically 
subacute  thyroiditis.  The  excised  thyroid  (Case 
2)  showed  moderate  fibrosis  compatible  with  the 
history  of  a previous  subacute  thyroiditis.  There 
was  no  histologic  evidence  of  toxicity  because  the 
patient  had  had  adequate  preoperative  medication. 
The  usual  course  of  thyroiditis  is  a return  to  nor- 
mal function  or  to  hypofunction. 

However,  thyrotoxicosis  may  occur  but  is  of  in- 
frequent occurrence. 
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Progressive  Lipodystrophy  Following  Infection 


In  presenting  three  cases  of  lipodystrophy  (a 
disease  of  unknown  etiology  characterized  by  a 
progressive  segmental  loss  of  fat,  usually  in  the  face 
or  upper  part  of  the  body)  Dr.  Edward  E.  Brown, 
Ashland,  Oregon,  says  the  factor  of  continuing 
insult  should  not  be  overlooked.  Unexplained  pe- 
culiarities of  lipodystrophy  are  (1)  highest  inci- 
dence at  ages  six  to  eight,  (2)  localized  absence  of 
subcutaneous  fat  and  fat  cells,  and  (3)  frequent 
association  of  such  atrophy  with  hypertrophy  of  fat 
elsewhere.  In  these  three  cases  the  lipodystrophy 
was  associated  with  active  sinusitis,  and  Dr.  Brown 
suggests  this  may  have  been  the  cause.  Chronic 


streptococcic  toxemia,  he  says,  is  a logical  suspect. 

The  frequency  with  which  sinusitis  complicates 
infectious  diseases  such  as  influenza,  measles,  per- 
tussis, or  pneumonia  may  explain  the  bacterial 
activity  which  continues  long  after  the  acute  infec- 
tion has  subsided.  Streptococcic  toxin  penetrates 
the  sinus  mucosa  to  enter  the  cervical  lymphatics 
and  thence  proceeds  to  the  main  lymphatics  and 
blood  stream.  The  tissue  response  is  then  variable. 
Depending  on  the  tissue  invaded,  such  toxins  may 
produce  rheumatic  fever,  nephritis,  acromegaly, 
hypothyroidism,  hypoadrenia,  diabetes,  etc. — Ar- 
chives of  Pediatrics , June , 1958 
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A Leiomyoma  with  a Rapid  Rate  of  Growth 
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\ lthough  fibroid  lesions  are  the  most  frequently 
occurring  tumors  in  humans,  relatively  very 
little  has  appeared  in  the  literature  about  their 
rate  of  growth.  The  case  presented  in  this  paper 
is  an  example  of  a very  rapidly  growing  lesion  that 
proved  to  be  a benign  leiomyoma  of  the  uterus. 

Davis  and  Carter1  indicate  that  as  a rule  fibroids 
are  extremely  slow-growing.  Growth  is  limited 
to  the  years  between  the  menarche  and  the  meno- 
pause. Growth  becomes  static  or  even  regresses 
after  the  cessation  of  the  menstrual  cycle.  During 
pregnancy,  fibroids  that  are  present  enlarge  rapidly. 
This  increase  in  size  is  not  due  to  actual  growth  of 
the  lesion,  but,  rather,  is  the  result  of  edema, 
necrosis,  and  occasionally  intratumor  hemorrhage. 
The  involutionary  changes  that  come  with  the 
puerperium  soon  cause  the  enlarged  tumors  to 
assume  their  approximate  prenatal  size.  Growth 
is  also  affected  quantitatively  by  the  amount  of 
fibrous  or  muscle  tissue  present  in  a leiomyoma. 
If  the  former  predominates,  the  tumor  enlargement 
is  slower  than  it  is  when  myomatous  tissue  is 
present  to  a greater  degree. 

Speert2  suggests  the  formula  R = M/t  to  determine 
an  approximate  rate  of  growth  of  fibroids,  where  M 
represents  the  estimated  weight  of  the  tumor  and  t 
stands  for  the  time'  interval  in  years  during  which 
growth  occurred.  Using  this  formula,  he  found 
the  average  rate  of  growth  in  white  women  to  be 
about  22  Gm.  per  year  and  about  67  Gm.  per  year  in 
the  Negro. 

Case  Report 

A thirty-one-year-old,  white  woman  was  sub- 
jected to  a pelvic  laparotomy  on  June  19,  1957,  be- 
cause of  a twisted  right  ovarian  cyst.  Examination 
of  the  other  pelvic  organs  at  this  time  revealed  them 
to  be  essentially  normal.  The  uterus  was  smooth 
and  of  relatively  normal  size  for  the  patient’s  age 
and  obstetric  history.  Eight  months  later  a total 
hysterectomy  was  done  on  the  same  patient,  and  a 
uterus,  with  a tumor  measuring  10  cm.  in  diameter 
and  weighing  approximately  175  Gm.,  was  removed 
in  its  entirety.  Determined  by  the  formula  de- 
scribed above,  the  lesion  removed  had  an  approxi- 
mate growth  of  262.5  Gm.  per  year. 

She  was  seen  on  February  14,  1958,  with  a chief 
complaint  of  menstruating  for  twenty-one  days  every 
month  during  the  last  six  months.  The.  periods 
appeared  every  twenty-eight  days.  Her  last  men- 
strual period  began  on  January  13,  1958.  For  the 
first  two  days  the  flow  was  severe  enough  to  keep 
her  in  bed.  For  the  remaining  nineteen  days, 


although  clots  were  present,  the  bleeding  remained 
moderate.  Her  past  history  included  an  attack  of 
pneumonia  in  1948.  She  had  never  been  subjected 
to  any  abdominal  or  pelvic  surgery.  The  menarche 
appeared  at  thirteen  years,  occurring  every  twenty- 
eight  days  regularly  and  lasting  four  days.  Three 
children  were  born  to  her  uneventfully,  and  she  had 
no  prematurely  interrupted  pregnancies. 

On  June  19,  1957,  as  mentioned  previously,  she 
had  a right  salpingo-oophorectomy  for  a twisted 
ovarian  cyst.  The  right  infundibulopelvic  ligament 
was  ligated  during  this  procedure.  A prophylactic 
appendectomy  was  done  at  the  same  time.  Patho- 
logically the  lesion  proved  to  be  a simple  ovarian 
cyst  which  measured  10  cm.  in  its  greatest  diameter. 
The  cyst  wall  contained  two  separate  daughter  cysts, 
the  greatest  diameters  of  which  were  3V2  cm.  Ex- 
amination of  the  uterus  at  this  pelvic  laparotomy 
revealed  it  to  be  approximately  normal  in  size, 
contour,  and  consistency.  It  was  not  adherent  to 
any  abdominal  viscera  or  pelvic  organs 

The  two  menstrual  periods  following  this  opera- 
tion were  very  severe,  and  a dilatation  and  curettage 
was  performed  on  August  23,  1957,  in  an  attempt  to 
stop  the  bleeding.  Sounding  of  the  uterine  cavity  at 
this  time  found  it  to  be  normal  in  size.  The  uterus 
seemed  somewhat  larger  than  it  appeared  to  be  two 
months  before.  The  curettings  proved  to  be  moder- 
ate in  amount,  and  the  endometrium  was  in  a secre- 
tory phase.  The  rest  of  the  past  history  was  irrele- 
vant. 

Pelvic  examination  revealed  a parous  introitus 
with  a firm  perineum  and  the  absence  of  any  ante- 
rior vaginal  wall  relaxation.  The  cervix  was  entirely 
negative  on  palpation  and  direct  vision.  The  uterus 
seemed  to  be  about  the  size  of  a twelve-week  preg- 
nancy. Adnexa  on  the  right  side  were  absent,  and 
those  on  the  left  seemed  normal.  Because  of  the 
seemingly  uniform  uterine  enlargement,  a pregnancy 
test  was  done  two  days  before  admission  to  the  hos- 
pital to  rule  out  a possible  pregnancy.  The  test 
proved  to  be  negative.  Urine  examination  gave 
essentially  normal  findings.  The  hemoglobin  was 
10.3  Gm.,  and  the  hematocrit  was  38. 

On  February  10,  1958,  a dilatation  and  curettage 
was  done  before  pelvic  laparotomy.  At  this  time 
the  uterine  cavity  was  about  two  times  the  normal 
size.  Very  little  tissue  was  obtained  despite  vigor- 
ous curettage.  A total  hysterectomy  was  then  per- 
formed. 

The  pathologic  report  showed  a specimen  con- 
sisting of  a spherically  enlarged  uterus,  reminiscent 
of  the  gravid  state,  measuring  12  cm.  in  its  greatest 
diameter.  The  serosa  was  smooth  and  tan-pink, 
and  the  consistency  soft  to  firm  rubbery.  The  cervix 
was  firm,  the  portio  vaginalis  smooth  and  3.5  cm. 
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Fig.  1.  Low-power  microscopic  view  of  section  of 
tumor. 


Fig.  2.  High-power  microscopic  view  of  section  of 
tumor. 


in  diameter.  The  external  os  was  patent,  and  the 
endocervix  congested  and  rough  in  appearance. 
The  uterine  cavity  was  displaced  to  the  left,  measur- 
ing about  4 cm.  The  smooth  lining  showed  large 
areas  of  hemorrhagic  extravasations  characteristic 
of  recent  curettage.  A large  circular  tumor  was 
present  in  the  wall  of  the  corpus  uteri  on  the  right 
side,  measuring  10  cm.  in  diameter,  and  on  section 
presented  a lobulated,  bulging  appearance.  The 
consistency  of  the  intramural  mass  varied  from 
tough  fibrous  to  soft.  It  was  bulging,  myxoid, 
and  pallid  in  structure.  Microscopically,  sections 
of  the  endometrium  showed  interstitial  and  glandu- 
lar hyperplasia.  Sections  of  the  cervix  showed 
chronic  inflammatory  disease.  Sections  of  the 
tumor  showed  it  to  be  a leiomyoma  in  which  muscle 
tissue  predominated  (Figs.  1 and  2).  The  patho- 


logic diagnosis  was  that  of  a uterus  with  a large 
intramural  solitary  fibroid,  endometrial  hyperplasia, 
and  chronic  cervicitis. 

Summary 

A case  of  a tumor  that  usually  is  slow-growing 
is  presented  because  of  its  unusually  rapid  rate  of 
growth  in  this  instance.  Despite  the  rapidity  of 
the  growth,  it  retained  its  benign  characteristics. 

1554  Northern  Boulevard 
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What  are  some  of  the  symptoms  of  diabetes? 
General  weakness  or  tiredness  and  a sore,  abscess, 
infection,  or  slow-healing  wound  were  the  two  most 
commonly  reported  symptoms  causing  a visit  to  the 
doctor  and  leading  to  a diagnosis  of  diabetes  accord- 
ing to  the  publication  “Patterns  of  Disease,”  pre- 


pared by  Parke,  Davis  & Company  for  the  medical 
profession. 

These  each  accounted  for  approximately -15  per 
cent  of  all  reported  symptoms.  Other  symptoms 
included  itching,  trouble  with  the  feet,  a swollen 
limb,  and  loss  of  weight. 
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The  Effective  Use  of  Medical  Consultation  in  Public  Welfare* 

ALONZO  S.  YERBY,  M.D.,  ALBANY,  NEW  YORK 
( Deputy  Commissioner  for  Medical  Affairs,  New  York  State  Department  of  Social  Welfare ) 


ID  oth  m America  and  in  Europe  the  public  welfare 
movement  has  been  closely  associated  with  the 
development  of  certain  important  aspects  of  health 
and  medical  services.  Almshouses,  established  by 
towns  and  cities  to  house  the  aged  and  the  poor,  were 
among  the  earliest  institutions  providing  congregate 
care  for  the  sick.  In  time,  the  almshouses  came  to 
be  used  for  the  care  of  any  person  requiring  public 
aid.  The  blind,  the  old,  the  lame,  the  sick,  homeless 
children,  mental  defectives,  and  the  insane  were 
housed  together  with  the  “worthy  and  unworthy 
poor.,, 

As  medical  science  developed,  separate  institu- 
tions were  established  for  those  suffering  from  the 
then  recognized  contagious  diseases.  Some  early 
“pest  houses”  later  were  to  become  communicable 
disease  hospitals. 

Later,  hospitals  were  established  for  the  poor  suf- 
fering from  noncontagious  conditions.  Some  of  the 
early  hospitals  were  the  direct  outgrowth  of  the  alms- 
house infirmary.  Only  when  anesthesia  and  aseptic 
technics  made  hospitals  safe,  more  effective,  and 
humane,  did  they  come  into  general  use  by  the  total 
population  as  well  as  by  the  poor. 

In  the  latter  part  of  the  nineteenth  century  Tru- 
deau demonstrated  the  effectiveness  of  fresh  air,  sun- 
shine, diet,  and  bed  rest  against  tuberculosis,  and 
sanatoria  for  victims  of  this  disease  were  established. 
The  almshouse,  or,  as  it  had  become,  poor  farm,  gave 
up  another  group  of  inmates. 

About  the  same  time,  the  special  institutions  for 
the  mentally  ill  came  into  being,  and  the  mentally  ill 
were  removed  to  insane  asylums.  Gradually,  the 
poor  farm  became  the  county  home,  housing  only  the 
aged  and  the  temporarily  homeless  poor.  In  time 
the  county  home  became  filled  with  the  growing 
number  of  chronically  ill  and  confused  older  persons 
for  whom  medicine  and  hospitals  had  little  to  offer. 

Today,  public  welfare  agencies  are  faced  with  a 
steadily  growing  number  of  chronically  ill  and  dis- 
abled needy  persons,  many  of  whom  are  not  in  need 
of  or  can  no  longer  benefit  from  general  hospital  care. 
Recognizing  the  need  for  something  more  than  cus- 
todial care,  county  homes  are  being  converted  into 


* Adapted  from  a presentation  to  the  New  York  State 
Public  Welfare  Association,  Lake  Placid,  June  20,  1958. 


long-term  care  institutions.  Rather  unsuitably 
called  the  “public  home  infirmary,”  this  institution 
stands  between  the  general  or  chronic  disease  hospi- 
tal and  the  nursing  home  as  an  institution  for  long- 
term care,  providing  nursing  and  selected  medical 
and  rehabilitation  services  to  a group  of  persons 
whose  goals  are  limited. 

Still  another  example  is  the  development  of  the 
eighteenth-century  free  dispensary  for  the  sick  poor 
into  the  modern  outpatient  department  with  its 
battery  of  specialty  diagnostic  and  treatment  clinics. 

From  its  earliest  beginnings  public  welfare  has 
provided  “outdoor  relief”  in  the  form  of  physicians’ 
services  in  the  home  of  the  patient  and  at  the  office. 
This  had  taken  the  form  of  contract  physicians,  panel 
physicians,  town  and  county  physicians,  and  more 
recently,  free  choice  of  those  physicians  willing  to 
serve  welfare  clients. 

In  keeping  with  its  role  in  the  development  of  med- 
ical services,  public  welfare  has  the  unique  oppor- 
tunity to  answer  the  question : Can  government  pro- 
vide medical  care  services  of  good  quality  without 
waste,  without  unreasonable  controls  and  restric- 
tions, and  without  doing  violence  to  the  established 
patterns  of  medical  practice?  If  this  question  is  to 
have  an  affirmative  answer,  it  will  be  due  in  large 
measure  to  the  intelligent  use  of  consultative  and  ad- 
ministrative physicians  in  public  welfare  programs. 

In  New  York  State  some  local  welfare  departments 
have  utilized  administration  medical  consultation 
for  many  years.  Since  January  1,  1956,  it  has  been 
mandatory  for  the  Commissioner  of  Public  Welfare 
to  appoint  a qualified  physician  to  serve  as  Super- 
visor of  Medical  Services  on  a full  or  part-time  basis. 
This  physician  must  be  a resident  of  New  York 
State,  be  a doctor  of  medicine,  and  possess  a license 
and  be  currently  registered  to  practice  medicine  in 
New  York  State.  In  addition,  it  is  recommended 
that  he  have  had  five  years  of  medical  practice  in 
addition  to  an  approved  one-year  internship,  that  he 
be  a member  in  good  standing  of  the  county  medical 
society,  that  he  have  definitely  expressed  interest  in 
the  problem  of  welfare  medical  care,  and,  when 
possible,  that  he  have  had  experience  in  public  med- 
ical administration. 

The  basic  duties  and  responsibilities  of  the  Super- 
visor of  Medical  Services  are  as  follows: 
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1.  Advise  the  Commissioner  on  all  aspects  of 
medical  care  for  which  a local  welfare  agency  is 
responsible. 

2.  Give  professional  direction  to  the  medical 
program. 

3.  Be  responsible  for  specifically  approving,  in 
accordance  with  the  office  procedures  of  the  agency, 
certain  extraordinary  or  expensive  types  of  services 
requested  in  individual  cases. 

4.  Consult  with  the  Social  Service  and  other 
staffs  of  the  agency  on  medical  or  related  problems  of 
individual  patients  and  interpretation  of  medical 
information. 

5.  Consult,  when  necessary,  with  attending 
physicians  on  diagnosis,  treatment,  and  number  of 
visits  in  special  problem  cases. 

6.  Review  presumptive  aid-to-disabled  cases  for 
adequacy  of  medical  information,  and  check  cases  of 
established  disability  to  ascertain  that  any  indicated 
rehabilitation  regimens  are  being  followed. 

7.  Periodically  review  the  medical  records  of 
welfare  recipients  to  determine  whether  the  amount 
and  type  of  medical  care  previously  authorized  ap- 
pears to  be  consistent  with  good  medical  practice  and 
best  meets  the  needs  of  the  patient  at  the  most  rea- 
sonable cost. 

Some  of  the  physicians  who  have  been  appointed 
as  Supervisors  of  Medical  Services  have  not  assumed 
all  of  these  responsibilities  for  a variety  of  reasons. 
Some  welfare  departments  have  not  taken  the  steps 
to  have  all  of  these  functions  carried  out  by  a quali- 
fied physician. 

In  a number  of  instances  the  Supervisor  of  Medi- 
cal Services  spends  most  of  his  time  certifying  items 
of  care  which  require  special  approval.  Although  the 
State  Department  of  Social  Welfare  requires  special 
approval  of  certain  items,  some  welfare  districts 
have  added  many  other  items  to  the  fist,  so  that  a 
large  portion  of  medical  services  requires  special  ap- 
proval. For  this  reason  it  may  be  well  to  review 
those  items  which  are  listed  as  requirements  in  the 
State  Manual  of  Policies  and  Procedures. 

For  certain  extraordinary  or  expensive  items  of 
medical  care,  as  specified  in  this  regulation,  special 
approval  by  the  Supervisor  of  Medical  Services  shall 
be  required  prior  to  the  authorization  in  every  indi- 
vidual case. 

1.  Matters  concerning  medical  procedures: 

a.  All  forms  of  radiation  therapy  in  excess  of 

six  x-ray  treatments  or  over  10  milli- 
curies  of  radon  seeds.  For  each  course 
of  treatment,  the  radiologist  shall  sub- 
mit a statement  indicating  the  diag- 
nosis, the  type  and  amount  of  treatment, 
and  the  cost. 

b.  A second  request  or  subsequent  requests 

within  any  calendar  month  which  would 
bring  the  total  number  of  home,  office, 
or  hospital  calls  to  more  than  ten  for 
that  month. 


2.  Matters  concerning  fees: 

In  any  upward  revision  of  a fee  in  excess  of 
that  listed  in  the  fee  schedule,  a detailed 
statement  justifying  such  revision  shall  be 
incorporated  into  the  case  record  along  with 
the  written  approval  of  the  Supervisor  of 
Medical  Services. 

3.  Drugs  and  sickroom  supplies: 

Purchase  or  rental  of  sickroom  supplies  in 
excess  of  $20,  such  as  a wheelchair  or  hospital 
bed,  shall  be  based  on  the  recommendation 
of  the  attending  physician  and  information 
on  the  social  factors  supplied  by  the  case 
worker. 

4.  Prosthetic,  surgical,  and  orthopedic  appliances: 

a.  When  the  application  for  an  appliance  has 

been  rejected  by  the  program  of  another 
State  agency  for  other  than  medical 
reasons  or  where  there  is  a difference 
of  opinion  regarding  a medical  reason 
for  the  rejection. 

b.  Where  the  cost  of  an  original  appliance,  a 

replacement,  or  repair  exceeds  $20. 

5.  Eye  refraction,  eyeglasses,  and  other  eye  aids: 

a.  Eyeglasses  with  lens  combinations  or 

strengths  other  than  those  listed  in  the 
fee  schedule. 

b.  Special  lenses  including  tinted  lenses. 

c.  Artificial  eyes.  Such  approval  shall  be 

based  on  review  of  both  medical  and 
social  factors. 

6.  Laboratory  services: 

a.  Laboratory  tests  requested  to  be  done  at  a 

private  laboratory  when  such  tests  might 
ordinarily  be  done  at  a state,  county,  or 
city  laboratory. 

b.  Unusual  or  expensive  laboratory  pro- 

cedures indicated  by  asterisks  in  the  fee 
schedule  or  procedures  not  listed  in  the 
fee  schedule. 

7.  Nursing  services  in  the  home: 

a.  Registered  professional  nurse — for  each 

reauthorization. 

b.  Licensed  practical  nurse — for  each  re- 

authorization.  Since  the  need  for  nurs- 
ing care  will  partly  depend  on  the  home 
situation,  including  the  inability  of  the 
family  to  provide  necessary  care,  social 
factors  shall  be  reviewed  by  the  Medical 
Supervisor  prior  to  approving  the  serv- 
ice. 

8.  Transportation  services: 

Transportation  and  subsistence  of  an  at- 
tendant. 

9.  Rehabilitation  services: 

a.  Recommendations  for  rehabilitation  serv- 

ices by  an  attending  physician  who  is 
other  than  an  appropriate  medical  spe- 
cialist. 

b.  Any  recommendation  for  any  individual 

therapy  for  more  than  three  treatments 
per  week,  for  more  than  four  weeks,  or 
for  renewal  of  an  authorization. 

In  the  main,  these  are  items  which  occur  infre- 
quently. More  important  is  the  fact  that  these  are 
items  which  may  indicate  the  need  for  other  services 
and  about  which  agency  planning  is  necessary.  The 
Supervisor  of  Medical  Services  will  need  to  review 
the  medical  information  available  in  the  agency 
and  may  need  to  discuss  the  request  for  service  with 
the  attending  physician  and  the  case  worker.  Based 
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on  his  knowledge  of  the  recipient’s  medical  and 
social  situation  and  the  agency’s  policies,  the 
Supervisor  of  Medical  Services  is  then  in  a position 
to  make  a meaningful  decision  in  the  interest  of  good 
medical  care  and  economy.  By  keeping  special 
approvals  to  a minimum,  it  should  be  possible 
to  involve  the  physician  in  other  activities  of  equal  if 
not  greater  importance  to  the  welfare  medical  pro- 
gram. 

The  effective  use  of  medical  consultation  must 
start  with  the  selection  of  the  physician.  The 
physician  who  is  chosen  to  be  the  Supervisor  of 
Medical  Services  in  a welfare  agency  should  be  well- 
trained,  respected  by  the  medical  and  nonmedical 
community,  and  should  be  in  sympathy  with  the 
aims  and  objectives  of  the  agency.  He  should  be  in- 
terested in  the  positive  promotion  of  health,  the 
early  diagnosis  and  treatment  of  illness,  and  the  re- 
habilitation of  disabled  persons.  He  should  be  able 
to  work  cooperatively  with  people  in  other  disci- 
plines. He  should  be  willing  to  seek  consultation  in 
medical  and  nonmedical  fields  outside  of  his  com- 
petence. 

Assuming  that  proper  care  has  been  exercised  in 
the  selection  of  the  Supervisor  of  Medical  Services, 
he  will  require  orientation  and  some  on-the-job  train- 
ing. Most  physicians  will  need  to  acquire  knowledge 
of  the  role  of  government  in  providing  for  indigent 
persons.  He  must  recognize  that  the  agency’s  poli- 
cies are  based  on  legal  requirements  and  must  take 
into  consideration  the  availability  of  funds  and  com- 
munity resources.  He  must  recognize  the  peculiar 
vulnerability  of  public  welfare  to  criticisms  of  waste 
and  laxity  on  the  one  hand  and  red  tape  and  lack  of 
sensitivity  to  human  needs  on  the  other. 

The  physician  often  must  learn  for  the  first  time 
how  to  share  decision  making  and  how  to  work  co- 
operatively with  nonmedical  professional  disciplines. 
His  orientation  will  require  careful  planning  and  skill 
but  in  the  long  run  will  prove  to  be  worth  every  min- 
ute of  time  and  effort  it  requires. 

As  part  of  his  orientation  the  physician  should  be 
given  the  opportunity  to  review  the  agency  plan  for 
the  provision  of  medical  services.  Later,  he  should 
be  involved  in  a critical  analysis  of  the  plan  and 
should  participate  in  any  needed  revisions.  This  ac- 
tivity should  serve  as  an  initiation  into  the  role  that 
he  should  play  in  the  development  of  the  welfare 
medical  care  program. 

Under  the  general  administrative  direction  of  the 
Commissioner,  the  Supervisor  of  Medical  Services 
should  have  the  responsibility  for  the  periodic  review 
of  objectives,  policies,  standards,  and  procedures 
which  govern  agency  operation  in  the  provision  of 
medical  care  services  and  the  management  of  the 
medical  aspects  of  eligibility  requirements  in  the 
assistance  program.  The  review  should  include  the 
standards  of  health  care  for  children  for  whom  the 


agency  has  responsibility.  He  should  participate 
in  the  periodic  review  of  agency  policy  and  practices 
in  relation  to  the  medical  aspects  of  the  evaluations 
required  in  adoption  proceedings.  He  should  re- 
view the  medical  aspects  of  the  program  of  institu- 
tions operated  by  the  welfare  agency. 

As  part  of  program  development  he  should  have 
the  responsibility  of  helping  the  staff  identify  gaps 
and  deficiencies  in  the  medical  program.  In  this 
regard  he  should  utilize  his  contacts  with  various 
staff  members,  augmented  by  staff  conferences  and 
conferences  with  physicians,  hospital  administra- 
tors, public  health  officials,  and  others,  to  help  him 
understand  both  the  agency’s  problems  and  the 
problems  faced  by  the  those  supplying  medical  care. 

The  statistical  unit  of  the  agency  is  in  a position 
to  assist  the  Supervisor  of  Medical  Services  in  ob- 
taining and  analyzing  statistical  data  necessary  for 
program  evaluation  and  development.  Statistics  on 
case  loads,  utilization  of  physician  and  hospital 
services,  morbidity  characteristics,  referrals  to  other 
agencies,  and  cost  figures  will  help  to  show  where  the 
program  is  and  what  its  problems  are.  Careful 
analysis  of  these  data  may  indicate  possible  solu- 
tions, such  as  better  supervision  or  policy  revision. 

Other  technics  available  to  the  Supervisor  of 
Medical  Services  are  the  review  of  medical  record 
cards  and  case  records.  These  reviews  may  indicate 
inadequate  care,  overutilization,  or  duplication  of 
effort.  In  addition  to  indicating  program  needs, 
they  bring  to  light  the  needs  and  problems  of  in- 
dividual clients  or  families.  Such  reviews  have  en- 
abled Supervisors  of  Medical  Services  to  detect  and 
correct  situations,  such  as  those  pertaining  to  persons 
totally  disabled  by  remedial  conditions,  persons  re- 
ceiving care  in  appropriate  institutions,  and  children 
with  uncorrected  deformities. 

Another  important  aspect  of  program  develop- 
ment is  the  role  of  the  Supervisor  of  Medical  Serv- 
ices in  staff  development.  Here  his  responsibility 
should  include  interpreting  the  agency’s  medical 
program,  helping  the  staff  understand  the  implica- 
tions of  disease  and  disability,  helping  the  staff  rec- 
ognize medical  problems,  improving  its  awareness  of 
a recipient’s  health  needs,  and  helping  the  staff  make 
use  of  community  resources  for  medical  care.  Much 
of  this  he  can  do  in  his  routine  contacts  with  the 
agency.  He  also  should  be  involved  in  planned  staff 
development  activities. 

Perhaps  the  basic  activity  of  the  Supervisor  of 
Medical  Services  should  be  individual  case  consulta- 
tion with  caseworkers  and  others  responsible  for  case 
handling.  (This  activity  is  discussed  in  Dr.  Notkin’s 
article  in  this  issue  of  the  Journal.) 

One  of  the  most  important  contributions  the 
Supervisor  of  Medical  Services  may  make  to  the 
medical  program  of  the  public  welfare  agency  is  the 
improvement  of  relationships  with  those  segments  of 
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the  community  concerned  with  health.  Here  his 
professional  background,  together  with  his  knowl- 
edge of  the  agency’s  program,  enables  him  to  enlist 
the  cooperation  and  support  from  health  professions 
and  health  agencies.  In  addition  to  the  negotiations 
on  fee  schedules  and  related  matters,  the  physician 
should  be  available  for  formal  and  informal  interpre- 
tation of  the  agency’s  program  to  appropriate  groups 
in  the  health  field.  He  should  make  use  of  profes- 
sional advisory  committees  and  should  represent  the 


agency  in  health  activities. 

To  encompass  this  broad  range  of  activities  the 
physician  will  need  adequate  time  and  should  be 
compensated  accordingly.  Although  it  will  be  diffi- 
cult to  assess  the  value  of  these  services  in  the  saving 
of  dollars  and  cents,  I can  only  say  to  you  that  good 
medical  care  is  expensive.  Poor,  inadequate  medi- 
cal care  or  medical  care  that  is  given  too  late  costs 
even  more  and  often  creates  or  contributes  to  con- 
tinuing dependency 


Medical  Direction  and  Consultation  in  a Local  Welfare  Agency 

HERBERT  NOTHIN,  M.D.,  SYRACUSE,  NEW  YORK 
{Medical  Director , Onondaga  County  Department  of  Public  Welfare ) 


HThe  physician  employed  by  a public  welfare 
agency  in  New  York  State  has,  in  effect,  several 
jobs.  This  discussion  will  be  primarily  confined 
to  three  aspects  of  the  position.  These  are  medical 
direction,  or  the  physician’s  role  in  policy  determina- 
tion, medical  consultation,  and  inservice  training. 

Medical  Direction 

In  any  consideration  of  medical  direction  it  is 
essential  to  point  out  the  relationship  between  the 
Medical  Director  and  the  Commissioner  of  Welfare. 
Legally  and  officially,  responsibility  for  policy 
determination  and  policy  change  is  in  the  hands  of 
the  Commissioner.  Since  this  is  the  case,  the 
Medical  Director  never  determines  policy,  but 
rather  recommends  it  to  the  Commissioner.  In 
making  a decision  the  Commissioner  must  con- 
sider many  problems  other  than  purely  medical 

Adapted  from  a presentation  to  the  New  York  State  Public 
Welfare  Association,  Lake  Placid,  June  20,  1958. 


ones,  such  as  the  budget,  public  relations,  and  the 
relationship  of  the  medical  program  to  other  as- 
pects of  public  assistance.  The  recommendation  of 
policy  rather  than  its  determination  still  leaves  a 
great  deal  of  scope  for  the  Medical  Director  in  this 
area,  since  he  has  at  least  three  major  tasks  in  this 
field. 

The  first  is  the  determination  of  need  for  policy 
changes.  Many  sources  may  call  his  attention  to 
such  a need.  It  may  be  from  his  own  observation 
of  cases  and  case  records,  it  may  be  from 
observations  by  social  caseworkers,  it  may  come 
from  doctors  participating  in  the  program,  and  it 
may  even  come  from  the  public  press.  Once  an 
apparent  need  becomes  evident,  the  Medical 
Director  becomes  responsible  for  making  the 
necessary  studies  to  see  if  there  is  actually  a need 
for  a policy  change.  He  may  wish  to  employ  the 
aid  of  the  medical  unit,  the  casework  staff,  the 
accounting  division,  and  possibly  other  sources. 
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Once  the  need  has  been  definitely  determined, 
the  next  task,  as  previously  stated,  is  to  recommend 
the  new  policy  to  the  Commissioner.  Assuming 
that  the  Commissioner  has  given  his  consent,  the 
third  job  of  the  Medical  Director  in  relation  to 
policy  is  to  see  that  the  new  policies  work.  This 
does  not  mean  only  making  the  needed  changes  in 
the  Department’s  medical  manual,  but  also  the 
interpretation  of  the  change  to  the  agency  staff  and 
to  outside  professional  personnel  and  agencies. 

An  example  might  be  pertinent  here.  In  our 
own  agency  we  are  considering  a new  policy  with 
regard  to  length  of  hospital  stay.  Currently, 
hospitals  must  ask  for  reauthorization  for  each 
patient  who  is  in  the  hospital  at  the  end  of  a cal- 
endar month.  This  system  seems  to  provide  no 
effective  control  on  length  of  hospital  stay.  The 
proposal  under  consideration  is  to  limit  the  length 
of  stay  in  each  admission  to  a specified  number  of 
days,  possibly  twenty-one.  Authorizations  for 
stays  beyond  that  period  would  be  made  only  on 
proof  of  medical  need  for  longer  stays  in  a general 
hospital,  as  opposed  to  county  hospital  or  nursing 
home  care. 

The  proposal  is  now  in  the  study  stage.  Ma- 
terial is  being  gathered  from  other  areas  with  simi- 
lar systems.  If  both  the  need  and  practicality  of 
the  change  become  evident,  it  will  then  be  recom- 
mended to  the  Commissioner.  If  he  approves 
and  it  becomes  official  Department  policy,  the 
Medical  Director  will  be  responsible  for  super- 
vising both  the  mechanics  of  the  operation  and  the 
more  difficult  task  of  securing  cooperation  on  the 
part  of  physicians  and  hospitals. 

No  discussion  of  the  Medical  Director’s  role  in 
policy  determination  would  be  complete  without 
pointing  out  that  this  job  can  best  be  done  if  he 
can  see  the  medical  program  as  a whole.  There 
are  many  ways  he  can  accomplish  this,  but  a 
relatively  new  tool  for  evaluating  a medical  pro- 
gram in  public  welfare  is  now  available.  This  is 
the  Self-Evaluation  Schedule  for  Medical  Assistance 
Programs,  available  from  the  American  Public 
Welfare  Association  at  $1.00  per  copy.  This  is 
designed  to  permit  an  agency  to  evaluate  its  own 
program  without  a great  deal  of  expense  or  loss  of 
time. 

Medical  Consultation 

While  policy  determination  is  important,  changes 
in  policy  are  usually  made  only  at  fairly  long  in- 
tervals. In  the  day-to-day  operation  of  the  wel- 
fare medical  program,  the  provision  of  case  con- 
sultation and  working  with  social  work  staff  on 
individual  case  problems  may  be  the  place  where 
the  Medical  Director  may  be  most  effective  in 
influencing  patient  care. 

In  addition  to  his  professional  background,  the 


Medical  Director  must  possess  the  ability  to  talk 
with,  rather  than  to,  caseworkers  and  others  who 
may  be  involved  with  one  or  more  aspects  of  a 
client’s  problems.  One  very  important  aspect  of 
case  consultation  is  the  ability  to  interpret  welfare 
policies  to  other  agencies  and  professional  health 
personnel.  While  these  agencies  and  others  may 
be  willing  to  accept  welfare  policies  in  theory,  they 
are  often  reluctant  to  do  so  when  it  may  affect  them 
adversely  in  a given  case  situation. 

Possibly  the  best  way  to  continue  this  discussion 
is  through  the  use  of  case  examples.  Two  of  these 
have  been  selected,  one  from  child  welfare  and  one 
from  public  assistance.  Both  are  actual  cases 
from  the  agency’s  recent  experience. 

The  case  from  child  welfare  concerns  a four-year- 
old  child.  This  child  has  had  problems  since  birth, 
mostly  of  an  emotional  nature,  having  been  born 
to  an  unmarried  mother  who  refused  to  surrender 
the  child,  but  who  could  never  handle  him.  How- 
ever, his  physical  difficulties  go  back  approximately 
eight  months.  At  that  time  he  was  admitted  to 
the  hospital  comatose  and  anoxic,  with  diagnoses 
of  pneumonia  and  convulsive  seizures.  He  re- 
mained unconscious  for  several  days.  Even  after 
recovering  from  the  coma,  he  had  visual  and  hearing 
difficulties  as  well  as  erratic  responses  to  external 
stimuli.  Because  of  these  problems,  he  had  a 
psychiatric  evaluation  and  psychologic  testing, 
giving  rise  to  a diagnosis  of  serious  brain  damage. 
Because  of  the  child’s  history  of  emotional  depriva- 
tion, as  well  as  the  need  for  further  observation,  a 
recommendation  was  made  to  the  child  welfare 
division  to  place  this  boy  in  foster  care.  However, 
after  reading  the  medical  report,  the  caseworker 
was  doubtful  if  this  child  could  be  handled  in  a 
foster  home,  so  she  brought  the  situation  to  the 
attention  of  the  Medical  Director.  He  agreed  with 
her  and  arranged  to  have  the  child  examined  by  a 
pediatrician  who  handles  foster  care  examinations. 
After  this  examination,  the  Medical  Director, 
pediatrician,  and  caseworker  held  a conference. 
At  this  meeting,  it  was  decided  that  the  child’s 
brain  damage,  very  serious  and  peculiar  behavior 
problems,  and  his  epilepsy  made  foster  care  place- 
ment impossible. 

The  Medical  Director  conveyed  the  decision  to 
the  hospital  staff,  who  agreed  somewhat  reluctantly 
that  the  Craig  Colony  for  epilepsy  was  a better 
placement  for  this  child,  who  is  now  on  the  Craig 
Colony  waiting  list. 

In  this  situation  the  Medical  Director’s  primary 
functions  were  to  help  the  caseworker  identify  the 
medical  problem  which  she  brought  to  him,  to  ar- 
range further  consultation  to  clarify  the  situation, 
to  arrange  a conference  which  helped  the  Depart- 
ment reach  a proper  decision,  and  to  convey  this 
decision  to  the  hospital  staff. 
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The  second  case  from  public  assistance  involved 
a twenty-year-old  woman  who  had  been  in  a very 
serious  automobile  accident.  The  seriousness  can 
be  gauged  by  noting  that  she  was  the  only  survivor 
out  of  four  people  in  the  car.  She  was  admitted  to 
a general  hospital,  where  she  stayed  for  a full  year, 
recovering  slowly  from  a midthigh  amputation  of 
one  leg,  a fracture  of  the  other  femur,  a pelvic 
fracture,  and  a bladder  injury.  At  the  end  of  the 
hospital  period,  the  case  w'as  referred  to  the  Welfare 
Department  for  help  with  further  planning.  At 
the  same  time  a referral  was  made  to  the  Health 
Department  for  nursing  follow-up.  This  created 
some  confusion,  since  the  Health  Department 
wished  to  refer  the  patient  to  the  New  York  State 
Rehabilitation  Hospital  at  West  Haverstraw.  The 
Welfare  Department,  on  the  other  hand,  which  had 
developed  a rehabilitation  program  in  the  local 
county  hospital,  felt  that  the  situation  would  be 
better  handled  close  to  family  and  friends.  The 
Medical  Director  was  instrumental  in  settling  the 
dispute,  and  the  patient  was  admitted  to  the  county 
hospital.  During  her  stay  there  of  approximately 
eighteen  months,  he  followed  the  situation  closely, 
observing  the  work  of  the  medical  and  social  service 
staffs.  When  the  time  came  for  her  discharge,  with 
her  fractures  healed  and  with  a useful  artificial 
limb,  he  called  a conference  of  the  various  agencies 
involved  to  arrange  future  plans.  These  were  the 
Welfare  * Department,  which  was  responsible  for 
financial  support,  the  family  service  agencj^,  which 
was  giving  intensive  casework  service  to  this  emo- 
tionally disturbed  young  woman,  and  the  Division  of 
Vocational  Rehabilitation,  which  was  arranging  for 
her  vocational  training.  This  conference  helped 
decide  the  appropriate  role  of  each  agency  in  dealing 
with  the  situation  and  resulted  in  placement  in 
clerical  training. 

In  this  case  the  Medical  Director’s  main  functions 


were  to  help  make  the  appropriate  arrangements 
for  physicial  rehabilitation,  and  to  help  the  case- 
worker mobilize  community  resources  in  a compli- 
cated situation. 

Inservice  Training 

During  the  type  of  case  consultation  referred  to 
above,  a great  deal  of  informal  training  goes  on. 
The  caseworker  learns  something  about  medical 
terminology,  the  problems  that  illness  can  cause  for 
people  and  families,  and  the  use  of  community  re- 
sources. At  the  same  time  the  physician  also 
learns  some  of  the  problems  in  administering  a wel- 
fare program.  However,  this  type  of  education  is 
spotty,  and  should,  when  possible,  be  supplemented 
by  formal  training  on  an  inservice  basis.  This 
agency  has  completed  plans  for  such  a training 
course  for  caseworkers  and  supervisors,  which 
will  be  implemented  when  a medical  social  work 
consultant  can  be  recruited. 

This  proposed  program  is  built  around  those  dis- 
ease categories  most  often  seen  in  welfare  programs. 
In  discussing  each  category  the  clinical  aspects  will 
be  presented  by  an  appropriate  specialist,  with  the 
help  of  films  wrhen  available.  These  presentations 
will  be  followed  by  discussions,  led  by  the  medical 
director  and  medical  social  w^ork  consultant,  con- 
cerning the  meaning  of  the  disease  to  the  client  and 
to  the  agency,  the  appropriate  community  resources, 
and  similar  matters.  Case  examples  will  be  used 
liberally. 

Summary 

This  has  been  a brief  discussion  of  three  aspects  of 
the  extremely  complicated  job  of  the  Medical 
Director  in  a local  public  welfare  agency  in  New 
York  State.  These  concern  the  role  of  the  Medical 
Director  in  policy  determination,  case  consultation, 
and  inservice  training. 


Very  few  diabetics  die  as  a direct  result  of  their 
disease  but  rather  from  its  complications,  according 
to  the  publication  “Patterns  of  Disease,”  prepared 
by  Parke,  Davis  & Company  for  the  medical  pro- 
fession. Heading  the  mortality  list  is  heart  disease 


which  accounts  for  approximately  50  per  cent  of  all 
deaths  among  diabetics.  Vascular  lesions  of  the 
central  nervous  system  rank  second  with  about  13 
per  cent.  Only  1.2  per  cent  of  deaths  result  from 
diabetic  coma. 
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Medical  Examinations  of  Kings  County  Medical  Society  Members 

HARRY  S.  LICHTMAN,  M.D.,  BROOKLYN,  NEW  YORK 
(Chairman,  Public  Health  Committee , Medical  Society  of  the  County  of  Kings ) 


T^he  medical  profession  has  for  many  years 
advocated  periodic  physical  examinations.  Such 
examinations,  whether  by  clinical  methods,  mono- 
phasic,  or  multiphasic  screenings,  have  the  property 
of  detecting  many  incipient  or  even  advanced 
abnormalities  which  are  often  unknown  to  the 
person  examined. 

Agencies  concerned  with  the  public  health, 
whether  governmental  or  private  welfare,  as  well 
as  organizations  concerned  primarily  with  industry, 
have  developed  technics  for  early  detection  of 
disease,  e.g.,  precancer  clinics,  pre-employment 
examinations,  periodic  chest  x-rays,  screening 
surveys  for  diabetes,  syphilis,  etc.  This  concept  is 
part  of  the  modern  philosophy  of  preventive  medi- 
cine, which  is  not  only  to  prevent  the  spread  of 
communicable  disease,  but  to  maintain  optimum 
health  for  the  individual  and  the  community. 

Individual  members  of  the  medical  profession, 
while  preaching  this  philosophy,  often  have  neglected 
to  practice  such  precepts  when  their  own  health 
was  concerned.  The  profession  has  a further 
responsibility  in  this  matter  which  concerns  the 
public.  They  must  show,  by  example,  that  this 
is  a conviction  to  be  practiced  by  all  and  not  just 
lip  service  for  laymen  only.  The  physician  who 
takes  his  periodic  physical  examination  benefits 
himself  and  carries  the  sincerity  of  his  conviction  to 
his  patients. 

The  Public  Health  Committee,  deeply  concerned 
i with  the  health  of  the  medical  and  general  com- 
| munity,  accepted  the  responsibility  of  organizing  a 
| program  enabling  each  doctor  who  desired  it  to 
I receive  as  complete  a physical  examination  as  could 
i be  arranged. 

In  December,  1956,  a pilot  study  was  undertaken 
j to  learn  technics  of  examinations  of  our  own  doctors, 
j by  our  own  doctors,  at  a county  level,  independent 
I of  hospitals  and  outpatient  departments.  An 
important  aspect  of  this  pilot  study  was  to  deter- 
| mine  if  such  examinations  revealed  conditions  that 
| were  unknown  to  the  person  examined.  The 
j results  revealed  many  cases  of  unsuspected  heart 
I disease,  hypertension,  and  pulmonary  disease. 

This  study  was  reported  and  published  in  the 
» Bulletin  of  the  Medical  Society  of  the  County  of 
Kings  in  April,  1957,  and  indicated  a pressing  need 
> for  a more  comprehensive  periodic  examination. 

In  the  fall  of  1957,  a card  was  sent  to  each  member 
j of  the  Society  requesting  each  to  indicate  his  or 
her  desire  for  a physical  examination.  The  returns, 


several  hundred  in  number,  were  enthusiastic  and 
indicated  to  the  Public  Health  Committee  that  the 
seeds  planted  by  the  pilot  study  were  taking  root. 
Many  members  requested  that  their  wives  also  be 
included  in  the  program. 

The  facilities  at  the  Kings  County  Medical 
Society,  which  had  been  used  for  the  pilot  study, 
were  found  to  be  inadequate  for  the  number  of 
applicants  requesting  examinations.  This  being  a 
public  health  program,  cooperation  of  the  New 
York  City  Health  Department  was  requested.  The 
response  of  the  Brooklyn  office  was  immediate 
and  favorable. 

Four  Health  Centers  in  Brooklyn  were  chosen 
for  the  examinations.  These  were  so  situated  as 
to  be  within  easy  reach  of  each  doctor.  Several 
rooms  in  each  Health  Center  were  placed  at  our 
disposal.  The  week  of  May  5,  1958,  was  selected 
as  most  suitable.  A history  and  physical  examina- 
tion form  was  developed  by  the  Public  Health 
Committee.  The  first  page  gave  the  doctor  a 
first  and  second  choice  of  appointment  at  any 
Health  Center,  at  any  afternoon  hour,  on  any  of  the 
five  days  selected.  The  second  page  consisted  of  a 
history  questionnaire  to  be  filled  out  by  the  doctor 
prior  to  the  examination.  The  third  page  was  to 
be  used  to  record  the  medical  and  laboratory 
findings  of  the  examination.  The  fourth  page  was 
reserved  for  the  conclusions  of  the  examination  and 
for  the  opinion  of  the  team  of  consultants.  When 
this  form  was  returned,  an  appointment  was  made  by 
return  card.  This  procedure  enabled  the  Com- 
mittee to  evenly  distribute  the  examinations  at 
each  Health  Center.  The  form  identified  the 
doctor  examined  by  number  only.  The  names, 
addresses,  and  numbers  were  kept  at  the  offices  of 
the  Medical  Society  of  the  County  of  Kings. 

The  Bureau  of  Tuberculosis  contributed  the 
services  of  their  technicians  and  facilities  for 
chest  x-rays  at  each  Health  Center.  Private 
commercial  organizations  contributed  instruments 
and  the  services  of  technicians  to  operate  these  at 
each  Health  Center.  These  included  electro- 
cardiograph machines,  sphygmomanometers,  scales, 
chemicals  for  urinalysis,  tongue  depressors,  finger 
cots,  slides,  and  lancets.  Teams  of  internists 
and  surgeons  (members  of  the  Society)  performed 
the  medical  examinations  at  each  Health  Center. 
The  hematology  was  performed  by  technicians 
whose  services  were  contributed  by  member  pa- 
thologists. The  slides  were  studied  by  these  pa- 
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TABLE  I.' — Summary  of  Medical  Examination  Common  Findings  of  235  Physicians 


Findings 

30  to  39 

40  to  49 

■ * *Agc  (jrroups1  ™ ■*  - — 

50  to  59  60  to  69 

70  to  79 

Other 

Total 

Total  in  group 

21 

86 

86 

28 

6 

8 

235 

Normal  findings 

10 

30 

23 

4 

0 

2 

69 

Overweight 

5 

22 

15 

6 

2 

2 

52 

Hernia  (All  types) 

0 

13 

10 

3 

1 

2 

29 

Prostatic  disease 

2 

9 

19 

12 

4 

0 

45 

Rectal  disease,  including 

1 

0 

15 

2 

0 

1 

28 

hemorrhoids 

Pulmonary  pathology 

1 

2 

3 

2 

0 

0 

8 

Heart  disease 

Total 

1 

7 

18 

11 

3 

0 

40 

Unsuspected 

0 

5 

11 

5 

3 

0 

24 

Borderline  heart  disease 

Total 

1 

5 

5 

3 

1 

0 

15 

Unsuspected 

1 

5 

3 

3 

1 

0 

13 

Hypertension 

Total 

1 

8 

7 

7 

4 

1 

28 

Unsuspected 

1 

5 

2 

4 

2 

0 

14 

Abnormal  blood  smears 

Total 

1 

4 

5 

0 

0 

0 

10 

Unsuspected 

1 

4 

5 

0 

0 

0 

10 

Glycosuria 

Total 

0 

1 

3 

1 

0 

0 

5 

Unsuspected 

0 

0 

2 

1 

0 

0 

3 

Albuminurea 

Total 

0 

0 

2 

0 

0 

0 

2 

Unsuspected 

0 

0 

2 

0 

0 

0 

2 

thologists  and  the  reports  submitted.  Urine  exami- 
nations were  performed  on  the  spot.  The  electro- 
cardiograms were  read  by  member  cardiologists. 
The  chest  x-rays  were  read  by  the  staff  of  the 
Bureau  of  Tuberculosis.  Heights,  weights,  and 
blood  pressures  were  recorded  on  the  charts. 

The  Woman’s  Auxiliary  at  the  Society  contrib- 
uted its  services  by  having  the  members  act 
as  clerks  at  each  Health  Center.  A member  of  the 
Public  Health  Committee  acted  as  supervisor  of  the 
examinations  at  each  Center. 

After  all  reports  were  submitted,  they  were 
recorded  on  the  charts.  All  reports  and  records 
were  numbered  to  preserve  the  confidential  nature 
of  the  examination.  The  records  w^ere  then  sent 
to  a team  of  internists  for  consultation,  evaluation, 
and  final  opinion.  Only  statistical  records  were 
kept  by  the  Society.  All  findings,  including  the 
original  card,  history,  and  physical  examination 
form,  and  original  laboratory  reports  were  returned 
to  each  doctor  examined. 

The  examining  team  performed  a complete 
medical  examination  guided  by  the  history  presented 
by  each  candidate.  Included  was  a breast  exami- 
nation for  the  female  physicians  and  a digital 
rectal  examination  for  the  male  physicians.  (Many 
volunteered  the  information  that  this  was  the  first 
time  they  had  ever  experienced  a rectal  exami- 
nation!) The  work-up  consisted  of  an  x-ray  of  the 
chest,  electrocardiogram,  blood  pressure  reading, 
height  and  weight  measurements,  urinalysis,  and 
blood  smear.  Many  other  specialty  and  laboratory 
examinations  were  considered,  but,  as  in  the  original 
pilot  study,  the  Public  Health  Committee  was 


doing  an  exploratory  study  to  develop  the  best 
technic  for  the  examination  of  doctors  at  a county 
level  of  such  magnitude.  As  Dr.  W.  W.  Bauer, 
Director  of  the  Bureau  of  Health  Education  of  the 
American  Medical  Association,  stated  in  a personal 
communication:  “For  a large  Medical  Society  such 
as  yours,  I think  you  will  probably  have  to  pioneer 
some  technics  because  I do  not  know  of  any  Society 
with  so  many  members  which  has  adopted  this 
program.  I hope  very  much  that  you  succeed 
because  it  certainly  is  an  attractive  idea  and  should 
furnish  fine  health  education  material,  as  well  as 
good  public  relations,  through  setting  an  example  to 
nonmedical  patients.”  A more  comprehensive 
examination  can  be  foreseen  in  the  future  with  this 
experience. 

Needless  to  say,  if  sufficient  members  of  the 
Kings  County  Medical  Society  are  stimulated  to 
initiate  independent  action  of  their  own  for  a 
periodic  medical  examination,  our  efforts  in  the  past, 
though  unnecessary  in  the  future,  will  not  be  in 
vain.  The  Public  Health  Committee  is  aware  of  the 
fact  that  the  program  undertaken  is  also  an  educa- 
tional device  for  the  doctor.  The  method  used 
is  not  to  be  construed  by  the  individual  doctor  as 
the  ideal  method  for  a periodic  medical  examination. 
It  is  as  satisfactory  a method  as  the  Public  Health 
Committee  can  develop  for  the  doctor  who  chooses 
no  method  at  all. 

Table  I summarizes  the  examination  of  235 
doctors.  This  table  includes  only  the  more  common 
conditions  found. 

There  is  great  temptation  to  make  a statistical 
analysis  of  the  findings  and  to  attempt  to  draw 
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conclusions  from  the  foregoing  table.  After  careful 
study  of  the  facts,  there  are  some  basic  conclusions 
that  follow  that  do  not  require  the  statistical 
method  of  approach: 

1.  The  individual  practitioner  is  frequently 
unaware  of,  or  disregards,  conditions  that  are 
deviations  from  the  normal. 

2.  The  physician  frequently  is  afflicted  with 
serious  conditions  of  which  he  is  incognizant. 

In  conclusion,  I wish  to  quote  the  following  letter 
received  from  a member  of  the  Kings  County 


Medical  Society: 

I know  that,  as  a class,  physicians  are  most  careless 
about  their  own  personal  health,  partly  because  they 
haven’t  the  time  to  either  live  or  die,  and  partly 
because  they  just  hate  to  bother  any  of  their  col- 
leagues. The  plan  of  your  Committee  for  a yearly 
health  examination  of  their  fellow  physicians  is 
wonderful,  and  I wish  to  thank  you  and  the  rest  of 
your  Committee  and  the  examiners  for  their  sacrifice 
on  behalf  of  their  colleagues. 

8801  Bay  Parkway 


Article  Refutes  Claims  of  Food  Faddists 


Americans  actually  have  to  go  out  of  their  way  to 
avoid  being  well  nourished.  Yet  thousands  of  food 
supplement  salesmen  are  trying  to  convince  people 
that  improper  diet  is  to  blame  for  most  disease  and 
that  it  can  be  cured  by  taking  food  supplements. 
The  food  supplement  business  is  a multimillion 
dollar  one.  It  could  be  considered  a “mildly  amus- 
ing confidence  game”  except  that  it  is  also  highly 
dangerous,  according  to  an  article  in  the  September 
Today’s  Health.  It  is  dangerous  because  persons 
with  serious  ailments  neglect  proper  medical  treat- 
ment in  the  hope  that  they  can  find  “a  cure  in  a 
capsule.” 

Food  supplements  are  pills,  powders,  pellets,  or 
capsules  that  often  contain  vitamins  and  minerals, 
usually  in  amounts  far  greater  than  the  body  needs, 
and  some  “mysterious  ingredient”  that  is  usually 
nothing  more  than  a combination  of  dehydrated 
vegetables  and  plants. 

The  seven  most  popular  pitches  used  by  the  self- 
styled  “nutritional  advisers”  in  selling  their  supple- 
ments are  outlined — and  refuted — by  Joseph  N. 
Bell,  Chicago,  in  the  Today’s  Health  article.  It  is 
part  of  a campaign  being  conducted  by  the  A.M.A., 
the  Food  and  Drug  Administration,  and  the  National 
Better  Business  Bureau  to  combat  food  faddism. 

The  pitches  are: 

— Most  disease  is  due  to  improper  diet.  The 
fact:  There  are  a few  diseases  caused  by  dietary 
deficiencies,  but  they  are  rarely  found  in  the  United 
States.  By  patronizing  all  departments  of  a grocery 
store,  a person  can  easily  supply  all  of  his  nutri- 
tional needs. 

— Soil  depletion  causes  malnutrition.  The  fact: 
The  composition  of  the  soil  has  very  little  effect  on 
the  composition  of  plants  grown  on  it.  If  certain 
soil  elements  are  missing,  the  plants  simply  don’t  grow. 


— Chemical  fertilizers  poison  the  land  and  the 
crops  grown  on  it.  The  fact:  Extensive  govern- 
ment research  has  shown  that  the  nutritional  value 
of  crops  is  not  significantly  affected  by  the  soil  or  the 
fertilizers  used. 

— Wonder  power  of  wonder  foods,  such  as  100 
per  cent  whole  grains — cereals,  flours,  bread,  and 
crackers;  honey;  maple  syrup;  blackstrap  molasses, 
or  raw  vegetables.  The  fact:  These  are  good  foods, 
but  they  are  not  wonder  foods  and  do  not  supply 
any  miracle  nutrients. 

— Certain  types  of  cooking  utensils,  especially 
aluminum,  are  harmful  to  foods.  The  fact:  The 
U.  S.  Public  Health  Service  says  hospitals  the 
country  over  use  aluminum  cooking  utensils.  They 
certainly  would  not  if  research  had  given  the  slight- 
est suspicion  of  danger  from  it. 

— Processing  removes  nutritional  values  from 
food.  The  fact:  Modern  processed  foods  actually 
contain  more  nutrients  then  the  same  foods  pre- 
pared by  home  cooking  methods.  Fruits  and  vege- 
tables are  canned  or  frozen  at  the  peak  of  nutri- 
tional perfection,  and  flour,  bread,  milk,  and  marga- 
rine are  all  improved  in  processing  to  supply  known 
dietary  requirements. 

— Subclinical  deficiencies  are  a constant  danger. 
The  fact:  This  statement  has  no  meaning.  Sub- 
clinical  means  without  symptoms.  Normal  tired- 
ness or  “a  worn  out  feeling”  is  said  by  the  peddler 
to  be  a subclinical  deficiency.  If  such  feeling 
persist,  a competent  physician  should  be  seen. 
They  may  be  the  forerunner  of  serious  disease. 

In  conclusion  Bell  said,  “If  you  suspect  a diet 
deficiency  don’t  let  quacks  prescribe  for  you. 
Consult  your  physician.  . . .Eat  sensibly,  eat  intelli- 
gently, eat  economically — and  for  goodness  sake,  eat 
FOOD.” 


December  1,  1958 


3867 


MEDICAL  NEWS 


American  Board  of  Medical  Hypnosis — The 

establishment  of  the  American  Board  of  Medical 
Hypnosis  has  been  announced.  The  Board  will 
serve  as  a certifying  body  for  physicians  employing 
medical  hypnosis  as  part  of  their  professional  work. 
In  addition  to  examination  and  other  prerequisites, 
it  will  be  necessary  for  certified  physicians  to  possess 
prior  diplomate  status  in  one  of  the  American 
medical  specialty  boards  approved  by  the  Advisory 
Board  for  Medical  Specialties  and  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association. 

The  president  of  the  American  Board  of  Medical 
Hypnosis  is  Dr.  Jerome  M.  Schneck,  New  York 
City,  and  the  secretary-treasurer  is  Dr.  Bernard  B. 
Raginsky,  Montreal,  Canada. 

Wechsler  Lecture — The  annual  Israel  S.  Wech- 
sler  Lecture  will  be  given  on  December  12  at  8:30 
p.m.  in  the  Blumenthal  Auditorium  of  the  Mount 
Sinai  Hospital,  New  York  City.  Dr.  Charles  M. 
Pomerat,  professor  of  cytology,  University  of 
Texas,  Galveston,  will  speak  on  “Recent  Advances 
in  the  Study  of  Living  Nerve  Tissue.” 

Community  Memorial  Service— A community 
assembly  to  honor  the  memory  of  the  late  Dr.  I. 
T.  Sutton  of  Prattsville  and  his  son,  Dr.  Lyle  A. 
Sutton  of  Albany,  was  held  in  Prattsville,  Greene 
County,  on  October  19. 

Attending  the  services  were  Rotarians  from 
Albany  and  surrounding  communities,  friends  of 
the  family,  clergymen,  nurses,  doctors,  and  a 
number  of  people  whom  the  elder  Dr.  Sutton  had 
delivered. 

Among  the  guest  speakers  was  Dr.  Harold  Wig- 
gers,  Dean  of  the  Albany  Medical  College,  from 
which  Dr.  I.  T.  Sutton  was  graduated  in  1890  and 
Dr.  Lyle  A.  Sutton  was  graduated  in  1921. 

Hearing  Defects — The  division  of  otolaryngol- 
ogy of  the  State  University  of  New  York  Down- 
state  Medical  Center  is  sponsoring  a series  of  ten 
programs  on  hearing  defects  in  children  in  an  ef- 
fort to  assist  the  physician  in  handling  these  pa- 
tients. The  first  program,  dealing  with  early  de- 
tection of  hearing  loss,  was  presented  October  22. 
Other  programs  in  the  series  will  deal  with  methods 
of  testing  the  hearing  of  the  preschool  child,  prob- 
lems of  occupational  hearing  loss,  the  goals  of 
audiosurgical  procedures,  the  selection  and  fitting 
of  hearing  aids,  auditory  rehabilitation  of  the 
hard-of-hearing  patient,  services  of  the  audiology 
clinic,  and  other  aspects  of  clinical  audiology  im- 


portant to  the  physician. 

The  lectures  are  presented  by  Dr.  Maurice  Miller, 
whose  appointment  as  coordinator  of  the  Hearing 
and  Speech  Clinic  of  the  Kings  County  Hospital 
Center  is  made  possible  through  a special  grant  in 
otolaryngology  from  the  National  Institutes  of 
Health  of  the  United  States  Public  Health  Service. 

University  of  Buffalo — On  December  10  and  11 
the  University  of  Buffalo  School  of  Medicine  will 
hold  a postgraduate  course  in  “Minor  Surgery  and 
Office  Orthopedics.” 

The  course  is  designed  for  general  physicians  who 
wish  to  be  informed  of  recent  developments  in  the 
management  of  minor  surgical  and  office  orthope- 
dic problems.  Case  presentations  and  demon- 
strations of  technics  will  be  utilized  to  present  the 
more  common  conditions  seen  in  the  physician’s 
office. 

For  further  information  contact:  Assistant 

Dean  for  Postgraduate  Education,  University  of 
Buffalo  School  of  Medicine,  3435  Main  Street, 
Buffalo  14,  New  York. 

Essay  Contests — To  stimulate  interest  in  the 
field  of  physical  medicine  and  rehabilitation,  the 
American  Congress  of  Physical  Medicine  and 
Rehabilitation  will  award  annually  a prize  for  an 
essay  on  any  subject  relating  to  physical  medicine 
and  rehabilitation.  The  contest,  while  open  to 
anyone,  is  primarily  directed  to  interns,  residents, 
graduate  students  in  the  preclinical  sciences,  and 
graduate  students  in  physical  medicine  and  re- 
habilitation. 

The  Congress  is  also  sponsoring  the  Bernard  M. 
Baruch  Essay  Award  for  an  essay  on  the  same 
subject  as  above.  Closing  date  for  both  contests 
is  March  2,  1959.  For  contest  rules  and  informa- 
tion pertaining  to  prizes  write  to:  American  Con- 
gress of  Physical  Medicine  and  Rehabilitation, 
30  N.  Michigan  Avenue,  Chicago  2,  Illinois. 

Industrial  Eye  Problems — A four-day  course  in 
eye  care  and  industrial  eye  programs  will  be  pre- 
sented by  the  Institute  of  Industrial  Health  and 
the  Department  of  Ophthalmology  of  the  University 
of  Cincinnati,  March  9 through  12,  1959. 

The  course  will  be  open  to  physicians  only,  with 
preference  given  to  men  in  active  industrial  prac- 
tice. It  will  include  basic  principles  of  ophthal- 
mology as  well  as  the  practical  aspect  of  an  indus- 
trial eye  program. 

For  additional  information  and  application 
write  to:  Secretary,  Institute  of  Industrial  Health, 
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Kettering  Laboratory,  Eden  and  Bethesda  Avenue, 
Cincinnati  19,  Ohio. 


Course  on  Scintiscanning— The  Oak  Ridge 
Institute  of  Nuclear  Studies,  Oak  Ridge,  Tennes- 
see, has  announced  that  it  will  conduct  a three-day 
course  in  scintiscanning  January  14  through  16, 
1959. 

The  course  will  be  an  advanced  review  of  the 
basic  technics  as  applied  to  the  problems  of  radia- 
tion scanning.  A maximum  of  20  participants 
will  be  accepted  from  among  medical  doctors, 
their  technicians,  and  paramedical  personnel  who 
are  already  engaged  in  doing  scintiscans. 

Applications  for  participation  will  be  accepted 
through  January  2,  1959.  Additional  information 
and  application  blanks  are  available  on  request 
from  Mr.  William  D.  Jones,  Medical  Division, 
Oak  Ridge  Institute  of  Nuclear  Studies,  P.  O. 
Box  117,  Oak  Ridge,  Tennessee. 

Conferences  at  Montefiore  Hospital — The  fol- 
lowing conferences  are  scheduled  at  Montefiore 
Hospital  for  the  months  of  December  and  January: 

Monday,  December  1,  8,  15,  22,  and  29,  1958, 
and  January  5,  12,  19,  and  26,  1959 — 8:00  a.m., 
surgical  conference;  9:00  a.m.  pathology  confer- 
ence, neoplastic;  1:30  p.m.,  attending  rounds,  neo- 
plastic; 3:00  p.m.,  clinical  medicine  conference. 

Tuesday,  December  2,  9,  16,  23,  and  30,  1958, 

. and  January  6,  13,  20,  and  27,  1959 — 12:30  p.m., 
psychosomatic  medical  conference;  12:30  p.m., 
^electrocardiography  conference;  4:00  p.m.,  cardio- 
vascular surgical  conference. 

Wednesday,  December  3,  10,  17,  24,  and  31, 
1958,  and  January  7,  14,  21,  and  28,  1959 — 8:30 
I a.m.,  alternating  rounds,  neoplastic;  1:30  p.m., 
I grand  rounds,  neoplastic;  3:00  p.m.,  clinical  medi- 
cine pathology  conference. 

Thursday,  December  4,  11,  and  18,  1958,  and 
! January  8,  15,  22,  and  29,  1959 — 8:00  a.m.,  radiol- 
j ogy,  pathology  conference;  9:00  a.m.  alternating 
| rounds,  neoplastic;  1:30  p.m.,  attending  rounds, 

; neoplastic;  1:30  p.m.,  diagnostic  radiology  con- 
| ference;  3:30  p.m.  gastroenterology  conference; 
P 3:30  p.m.,  rehabilitation  conference. 

Friday,  December  5,  12,  19,  and  26,  1958,  and 
January  2,  9,  16,  23,  and  30,  1959 — 9:30  a.m., 
)|  neurology-neurosurgery  staff  conference;  1:30  p.m. 

i attending  rounds,  neoplastic;  3:00  p.m.,  neoplastic 

ii  seminar,  and  3:00  p.m.,  dermatology  conference. 

' 

American  Board  of  Obstetrics  and  Gynecology — 

jl  The  next  scheduled  examinations  (Part  II),  oral 
§ and  clinical  for  all  candidates  for  the  American 
i Board  of  Obstetrics  and  Gynecology,  will  be  con- 
! ducted  at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  May  8 through 
19,  1959.  Formal  notice  of  the  exact  time  of  each 
| candidate’s  examination  will  be  sent  him  in  advance 
| of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
examinations  will  be  notified  of  their  eligibility  for 


the  Part  II  examinations  as  soon  as  possible. 

Current  bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology,  outlining  the  require- 
ments for  application  may  be  obtained  by  writing 
to:  Robert  L.  Faulkner,  M.D.,  Secretary,  2105 
Adelbert  Road,  Cleveland  6,  Ohio. 

NYU  Offers  Course — New  York  University- 
Bellevue  Medical  Center  will  hold  a five-day,  full- 
time course  in  gynecologic  endocrinology,  March 
30  through  April  3,  1959. 

The  course,  under  the  direction  of  Dr.  Herbert 
S.  Kupperman,  will  offer  a practical,  didactic,  and 
clinical  presentation  with  emphasis  on  the  thera- 
peutic management  of  endocrine  disorders  in  the 
female,  including  a discussion  of  intersex.  En- 
docrine therapy  for  menstrual  abnormalities  and 
ovulatory  defects  will  be  discussed  and  adrenocortic, 
thyroid,  ovarian  and  pituitary  abnormalities  em- 
phasized. Practical  diagnostic  tests  will  be  dis- 
cussed and  demonstrated,  as  well  as  the  therapeutic 
use  of  the  newer  progestation  steroids. 

For  further  information  write  to:  Office  of  the 
Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  New  York. 

Alcoholism— Dr.  Lincoln  Godfrey,  Jr.,  an  asso- 
ciate in  medicine  at  the  Medical  School  of  the 
University  of  Pennsylvania,  delivered  an  address 
entitled  “Physiological  Research  Progress  Report,” 
at  the  first  of  the  195819-59  series  of  meetings  of 
the  New  York  City  Medical  Society  on  Alcoholism, 
October  30. 

Dr.  Stanley  Gitlow,  Diplomate,  Internal  Medi- 
cine, research  assistant  in  medicine  and  senior 
assistant  physician  at  Mt.  Sinai  Hospital,  and  Dr. 
Joseph  Post,  associate  professor  of  clinical  medicine, 
New  York  University  College  of  Medicine,  were 
the  discussants  for  the  meeting. 

Orientation  Training  Institute — An  orientation 
training  institute  for  vocational  rehabilitation 
counselors  was  conducted  by  the  General  Extension 
Division  of  Florida  October  20  through  31  at  the 
University  of  Florida  in  Gainesville. 

Thirty  counselors,  all  relatively  new  in  years  of 
employment  in  the  rehabilitation  field,  were  se- 
lected from  six  southeastern  states  to  attend. 
Among  the  out-of-state  instructional  staff  members 
was  Eugene  Taylor,  director  of  rehabilitation  at 
Bellevue  Medical  Center,  New  York  City. 

Lectures  to  the  Laity — The  New  York  Academy 
of  Medicine  is  presenting  a series  of  lectures  to  the 
laity  on  the  subject  “Science — Man’s  Master  or 
Servant?”  Lectures  scheduled  for  the  coming 
months  are  as  follows: 

Wednesday,  December  3,  1958,  8:30  p.m.,  “Lib- 
eral Education  in  an  Age  of  Science,”  presented  by 
Elmer  Hutchisson,  director,  American  Institute 
of  Physics.  Wednesday,  January  7,  1959,  8:30 
p.m.,  “Experimental  Psychiatry,”  presented  by 
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Dr.  Jules  H.  Masserman,  professor  of  neurology 
and  psychiatry,  Northwestern  University  and 
director  of  education,  Illinois  Psychiatric  Institute. 
Wednesday,  January  21,  1959,  8:30  p.m.,  “Medi- 
cine in  New  Dimensions/ ’ by  Dr.  Willard  C. 
Rappleye,  president,  Josiah  Macy,  Jr.  Founda- 
tion; emeritus  dean,  Faculty  of  Medicine, 
Columbia  University;  emeritus  vice-president, 
Charge  of  Medical  Affairs,  Columbia  University. 
Wednesday,  February  4,  1959,  8:30  p.m.,  “Faith 
and  Science — Are  The}^  Reconcilable?”  presented 
by  Patrick  Romanell,  professor  of  medical  philoso- 
phy and  ethics,  University  of  Texas,  Medical 
Branch. 

Upon  the  completion  of  the  full  series  of  six 
lectures  which  began  on  November  5,  1958,  the 
lectures  will  be  published  by  the  International 
Universities  Press. 


Tuberculosis  Conference — The  Council  of  the 
Tuberculosis  and  Health  Associations  of  Greater 
New  York  held  a conference  on  “Tuberculosis: 
A World-Wide  Program,”  November  18,  at  the 
Biltmore  Hotel. 

Dr.  James  E.  Perkins,  New  York,  managing 
director,  National  Tuberculosis  Association,  pre- 
sided over  the  meeting.  Dr.  Georges  J.  Canetti, 
Paris,  France,  chief  of  laboratories,  Pasteur  In- 
stitute, Paris,  spoke  on  “Changes  in  the  Nature 


of  Tuberculosis  from  the  Standpoint  of  Pathology.” 
Dr.  Leona  Baumgartner,  New  York  City,  Com- 
missioner, New  York  City  Department  of  Health, 
spoke  on  “Urban  Reservoirs  of  Tuberculosis,” 
and  Dr.  Johannes  Holm,  Geneva,  Switzerland, 
chief,  tuberculosis  section,  World  Health  Organiza- 
tion, spoke  on  the  topic  “How  Can  Elimination  of 
Tuberculosis  as  a Public  Health  Problem  be 
Achieved?” 

Conference  on  Aging — The  seventh  annual 
Capital  District  Conference  on  Aging,  sponsored 
by  the  Albany  County  Department  of  Public 
Welfare,  was  held  at  the  Ann  Lee  Home,  Water- 
vliet,  on  November  13.  Dr.  Robert  P.  Whalen, 
commissioner,  Albany  County  Department  of 
Public  Welfare,  acted  as  moderator  of  the  general 
discussion. 

Commonwealth  Fund — The  Commonwealth  Fund 
has  issued  its  40th  annual  report.  Thirty-four 
separate  grants  totaling  $3,662,293  in  the  fiscal 
year  1957-1958  were  reported.  More  than  86 
per  cent  of  the  amount  appropriated  was  directed 
toward  the  general  area  of  health.  Medical 
education  and  community  health  activities  received 
grants  of  $2,221,105;  medical  research  grants  were 
$188,083,  and  fellowships  and  awards  in  the  health 
field  were  $747,060. 


Personalities 


Appointed 

Dr.  A.  R.  Joyce,  as  director  of  the  new  Mental 
Hygiene  and  Child  Guidance  Clinic  at  the  New  York 
Foundling  Hospital.  . .Dr.  Harvey  J.  Thompkins, 
as  chairman  of  the  New  York  City  Community 
Mental  Health  Board. 

Honored 

Dr.  Edward  I.  Salisbury,  at  a luncheon  given  by 
Dr.  Charles  Murray  Gratz,  Greenwich,  Connecti- 
cut, at  the  Ritz  Carleton  Hotel,  New  York  City, 
October  17,  on  the  occasion  of  Dr.  Salisbury’s 
retirement  as  Medical  Director  of  the  United 
Fruit  Company.  . .Dr.  Henry  L.  Jaffe,  at  a lunch- 
eon at  the  Yale  Club,  October  30,  given  by  his 
colleagues  at  the  Hospital  for  Joint  Diseases  in 
recognition  of  the  publication  of  Dr.  Jaffe’s  new 
book,  “Tumors  and  Tumorous  Conditions  of  the 
Bones  and  Joints.” 

Awarded 

Dr.  Herman  E.  Hilleboe,  State  Health  Commis- 
sioner, a citation  on  October  18,  by  the  University 
of  Buffalo  as  “an  outstanding  protector  of  public 
health,  both  in  America  and  abroad”.  . .Dr.  Joseph 
Clarence  Hinsey,  director  of  The  New  York  Hos- 
pital-Cornell  Medical  Center,  the  first  annual 
Abraham  Flexner  Award  for  Distinguished  Service 
to  Medical  Education,  October  13.  . .Dr.  Arthur 
Purdy  Stout,  professor  of  surgery  emeritus,  College 


of  Physicians  and  Surgeons,  Columbia  University,  a 
citation  on  October  22,  for  distinguished  service  by 
the  American  Cancer  Society.  . Dr.  Willis  M. 
Weeden,  medical  director  of  the  Workmen’s  Com- 
pensation Board,  a citation  for  meritorious  service 
in  appreciation  of  his  contributions  in  advancing 
the  employment  of  the  physically  handicapped, 
on  October  23  by  President  Eisenhower’s  Committee 
on  Employment  of  the  Physically  Handicapped. 

Elected 

Dr.  J.  Burns  Amberson  as  general  director  of  the 
New  York  Tuberculosis  and  Health  Association.  . . 
Dr.  Leona  Baumgartner  as  president  of  the  Ameri- 
can Public  Health  Association.  . .Dr.  William  Bier- 
man  to  the  executive  board  of  the  American  In- 
stitute of  Ultrasonics  in  Medicine.  ! .Dr.  A.  Wilbur 
Duryee  as  a vice-president  of  the  American  Heart 
Association.  . .Dr.  Herman  E.  Hilleboe  to  the 
executive  committee  of  the  Association  of  State 
and  Territorial  Health  Officers.  . .Dr.  Willard  C. 
Rappleye  as  a trustee  of  Roosevelt  Hospital.  . .Dr. 
Maury  D.  Sanger  as  vice-president  of  The  Academy 
of  Psychosomatic  Medicine.  . .Dr.  Howard  C. 
Taylor,  Jr.  to  the  board  of  directors  of  the  American 
Cancer  Society.  . .the  following  physicians  as  offi- 
cers of  the  American  College  of  Gastroenterology: 
Dr.  Frank  J.  Borrelli,  president-elect;  Dr.-  Joseph 
R.  Van  Dyne,  secretary;  Dr.  Harry  Barrowsky, 
as  a member  of  the  elected  trustees,  and  Dr.  Ed- 


3870 


New  York  State  J.  Med. 


MEDICAL  NEWS 


ward  J.  Nightingale,  as  an  elected  governor. 
Speakers 

Dr.  Norton  S.  Brown,  newly-elected  president 
of  the  New  York  County  Medical  Society,  deliver- 
ing his  inaugural  address  October  28,  at  the  society’s 
headquarters.  . .Dr.  Oskar  Diethelm,  professor  of 
psychiatry  at  the  Cornell  University  Medical 
College  and  psychiatrist-in-chief  of  the  New  York 
Hospital,  before  the  members  of  the  Suffolk  County 
District  Branch  of  the  American  Psychiatric  Asso- 
ciation and  the  staff  of  the  Veterans  Administration 
Hospital,  Northport,  October  28,  on  the  subject 
“Thyroid  Studies  in  Psychopathologic  Disorders” 
. . .Dr.  Alvin  I.  Goldfarb,  consultant  on  psychiatric 
services  for  the  aged,  New  York  State  Department 
of  Mental  Hygiene,  on  the  topic  “Patterns  of  Mal- 
adjustment in  Homes  for  the  Aged”  at  a meeting 
sponsored  by  the  Community  Council  of  Greater 
New  York  on  October  28.  . .Dr.  Roscoe  P.  Kandle, 
First  Deputy  Health  Commissioner,  on  the  im- 
portance of  teaching  parents  how  to  detect  visual 
disorders  in  children  before  they  reach  school  age, 
at  a symposium  sponsored  by  the  Optometric  Cen- 
ter of  New  York,  November  2.  . .Dr.  Lawrence  S. 
Kubie,  on  “Psychiatry  as  a Tool  for  Lawyers” 
at  a seminar  held  by  the  New  York  County  Law- 
yers Association,  October  23.  . .Dr.  Alexander  D. 
Langmuir,  chief,  Epidemiology  Branch  Communica- 
ble Disease  Center,  United  States  Public  Health 
Service,  delivering  the  fifth  annual  Hilda  Freeman 
Silverman  Memorial  Lecture,  October  22,  entitled 
“Surveillance:  The  Control  of  Epidemics  on  a 

National  Scale”.  . .Dr.  John  Rock,  clinical  pro- 
fessor emeritus  of  gynecology  at  Harvard  Uni- 
versity, presenting  the  I.  C.  Rubin  Memorial 


Lecture  entitled  “Human  Fertility  and  Population 
Growth”  on  November  5.  . .Dr.  Harry  M.  Weaver, 
American  Cancer  Society  research  chief,  discussing 
the  lack  of  money  hampering  research  in  cancer, 
at  the  Society’s  annual  meeting  on  October  22. 

Returned  Travelers 

Dr.  H.  J.  Behrend,  director,  Physical  Medicine 
and  Rehabilitation,  Beth  Abraham  Home,  Bronx, 
from  a lecture  tour  through  Western  Germany. 
Dr.  Behrend  delivered  lectures  at  the  Rehabilita- 
tion Hospital  in  Bad  Pyrmont,  at  the  Weserberg- 
land  Clinic  in  Hoexter/Weser  and  at  the  Municipal 
Hospital  in  Wolfsburg.  His  final  paper  was  read 
before  representatives  of  the  German  government, 
parliament,  social  politicians,  and  the  Society  to 
Promote  Rehabilitation  in  Germany.  His  topics 
were:  “The  Present  Status  of  Rehabilitation  in 
the  United  States”  and  “Geriatric  Rehabilitation” 
. . .Dr.  A.  Benedict  Rizzuti,  physician  in  charge  of 
the  corneal  clinic  of  the  Brooklyn  Eye  and  Ear 
Hospital,  from  a “good  will”  lecture  tour  of  the 
Far  East.  Dr.  Rizzuti  was  guest  lecturer  on 
keratoplasty  and  varied  phases  of  glaucoma  and 
cataract  surgery  before  the  ophthalmologic  socie- 
ties of  Karachi,  New  Delhi,  Bombay,  Madras, 
Calcutta,  Colombo,  Bangkok,  Hong  Kong,  and  the 
Philippines.  He  also  toured  the  leper  island  of 
Hayling  Chau,  outside  Hong  Kong.  Six  other 
ophthalmologists  participated  in  the  tour  which 
was  sponsored  by  the  Asia  Pacific  Ophthalmological 
Society  and  sanctioned  by  MEDICO,  a newly- 
formed  philanthropic  organization  dedicated  to 
bringing  aid  to  the  destitute  of  the  world  afflicted 
with  serious  eye  conditions. 


The  incidence  of  venereal  disease  among  Ameri- 
cans under  twenty  is  increasing,  according  to  the 
publication  “Patterns  of  Disease,”  prepared  by 
Parke,  Davis  & Company  for  the  medical  profession. 
Every  day  136  cases  are  reported  for  persons  in  this 
age  group — that  is  one  case  every  eleven  minutes. 

During  the  past  two  years  more  than  half  of 
reported  cases  of  gonorrhea  and  syphilis  were  among 
teenagers  and  young  adults,  although  this  age  group 
comprises  only  13  per  cent  of  the  total  population. 

Peak  reported  incidence  of  venereal  disease  among 
men  occurs  at  the  age  of  twenty-three,  among  women 
at  eighteen. 


Syphilis,  once  believed  to  be  a disappearing  dis- 
ease, has  been  increasing  since  1955,  according  to  the 
publication  “Patterns  of  Disease,”  prepared  by 
Parke,  Davis  & Company  for  the  medical  profession. 
It  points  out  that  a rise  of  about  15  per  cent  occurred 
in  the  reported  case  rate  of  late  and  late  latent 
syphilis  from  1955  to  1957.  In  general,  however, 
the  incidence  of  syphilis  has  decreased  by  82  per 
cent  since  a peak  incidence  in  1943,  when  penicillin 
therapy  was  introduced.  The  incidence  of  gonorrhea 
has  shown  a less  dramatic  drop — 54.5  per  cent — since 
a peak  year  in  1947,  but,  unlike  syphilis,  gonorrhea 
has  continued  to  decline. 
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Animal  Care  Panel  to  Meet 

The  Hamilton  Hotel,  Chicago,  will  be  the  scene 
on  December  3 through  5 of  the  ninth  annual 
meeting  of  the  Animal  Care  Panel. 

The  Panel  is  made  up  of  scientists  conducting 
animal  research  and  superintendents  of  laboratory- 
animal  colonies.  The  purpose  of  the  Panel  is  the 
exchange  of  technical  information  on  animal  colony- 
management.  The  Panel  is  a volunteer  organiza- 
tion and  is  assisted  in  its  work  by  the  National 
Society  for  Medical  Research. 

Staff  Meeting  at  Boulevard  Hospital 

The  quarterly  staff  meeting  of  the  Boulevard 
Hospital  will  be  held  on  Thursday,  December  4, 
at  8:30  p.m.  at  the  Hospital,  46-04  31st  Avenue, 
Long  Island  City  3,  New  York. 

The  subject  of  the  meeting  will  be  “Clinical  and 
Physiological  Fibrinolysis.”  Dr.  Sol  Sherry,  pro- 
fessor of  medicine,  Washington  University  School 
of  Medicine,  St.  Louis,  Missouri,  will  discuss 
his  work  on  “Dissolution  of  Coronary  Thrombosis 
with  SK.” 

Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis  will  hold  its 
mid-wdnter  meeting,  December  6 and  7,  at  the 
Hotel  Roosevelt,  New  York  City.  Dr.  George  J. 
Mohr,  clinical  professor  of  psychiatry,  University 
of  Southern  California,  wdll  present  an  essay  on  the 
topic,  “Psychoanalysis  Today.  Its  Goals  and 
Aspirations.” 

There  will  be  a luncheon  on  Saturday,  December 
6,  and  a cocktail  dance  on  Sunday,  December  7, 
following  the  afternoon  program. 

American  . tcademy  of  Dermatology 
and  Sy  philology 

The  American  Academy  of  Dermatology  and 
Syphilology  will  hold  its  17th  annual  meeting 
December  6 through  11  in  the  Palmer  House, 
Chicago. 


The  first  of  the  James  R.  Webster  Memorial 
Lectures,  to  honor  the  academy’s  late  president, 
Dr.  James  R.  Webster,  will  be  presented  by  Dr. 

G.  A.  Grant  Peterkin  of  the  University  of  Edinburgh, 
Scotland.  Dr.  Anthony  C.  Cipollaro,  New  York 
City,  New  York  Polyclinic  Medical  School  and 
Hospital,  will  lecture  on  the  subject  “Current 
Trends  in  Cutaneous  Radiation  Therapy.” 

Association  for  Advancement 
of  Psychoanalysis 

The  Association  for  the  Advancement  of  Psycho- 
analysis will  sponsor  its  regular  meeting  at  the 
New  York  Academy  of  Medicine  on  Wednesday, 
January  28,  1959,  at  8:30  p.m. 

Dr.  Harold  Kelman  will  present  a paper  on 
“Communing  and  Relating.”  Dr.  Jan  Ehrenwald 
will  be  the  discussant,  by  invitation. 

Symposium  on  Cancer  Research 

“Genetics  and  Cancer”  is  the  topic  of  the  thir- 
teenth annual  symposium  on  Fundamental  Cancer 
Research  to  be  held  February  26  through  28,  1959, 
at  The  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute,  Houston,  Texas. 

Scientists  from  the  New  York  area  who  wdll  attend 
are  as  follows:  Alfred  E.  Mirsky,  Rockefeller  Insti- 
tute for  Medical  Research,  Newr  York  City,  wrho 
will  speak  on  “Macromolecular  Synthesis  and  Gene 
Function”;  M.  Demerec,  Carnegie  Institution, 
Cpld  Spring  Harbor,  wdio  will  discuss  “Funda- 
mental Aspects  of  Genetics  in  Carcinogenesis,  II”; 
Theodore  S.  Hauschka,  Roswell  Park  Memorial 
Institute,  Buffalo,  lecturing  on  the  topic  “Im-  | 
munogenetics  of  Transplanted  Skin”;  and  George 
W.  Woolley,  Sloan-Kettering  Institute,  New  York 
City,  speaking  on  the  subject  “Tumor  Cell  Resist- 
ance to  Antimetabolites  and  Its  Possible  Genetic 
Implications.” 

For  further  information  regarding  the  symposium,  I 
contact  the  Editorial  Office,  The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston,  Texas. 


From  the  days  of  the  first  grandfather,  everybody  has  remembered  a golden  age  behind  him ! — 

James  Russell  Lowell 
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Warren  Sanford  Adams,  M.D.,  retired,  of  New 
York  City,  died  on  October  20  at  the  age  of  ninety- 
five.  Dr.  Adams  graduated  from  Bellevue  Hospital 
Medical  College  in  1897.  He  was  a member  of  the 
New  York  Academy  of  Medicine. 

Raphael  Bellantoni,  M.D.,  of  the  Bronx,  died  on 
October  30  in  his  home  at  the  age  of  fifty-nine.  Dr. 
Bellantoni  graduated  in  1924  from  Long  Island 
College  Hospital  School  of  Medicine.  He  was  a 
consultant  in  obstetrics  at  Harlem  Hospital  and  St. 
Joseph’s  Hospital,  Yonkers,  and  an  honorary  obste- 
trician at  Union  Hospital,  the  Bronx.  Dr.  Bellan- 
toni was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  Yonkers  Academy 
of  Medicine,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Emile  Bernard,  M.D.,  of  Croton-on-Hud- 
son,  died  in  Phelps  Memorial  Hospital  on  October  24 
at  the  age  of  sixty.  Dr.  Bernard  graduated  in  1925 
from  the  University  of  Montreal  Faculty  of  Medicine 
and  in  1931  from  Long  Island  College  of  Medicine. 
He  was  a consultant  in  psychiatry  at  Phelps 
Memorial  Hospital,  North  Tarry  town  and  since  1953 
had  been  owner  and  director  of  Stony  Lodge, 
Ossining,  a private  psychiatric  hospital.  From  1945 
to  1949  he  served  as  physician-in-charge  and  asso- 
ciate director  of  the  Croton  Manor  Sanitarium  and 
had  also  served  on  the  resident  staff  of  Rockland 
State  Hospital,  part  of  the  time  as  supervising 
psychiatrist.  Dr.  Bernard  was  a Fellow  of  the 
American  Psychiatric  Association  and  a member  of 
the  Association  for  the  Advancement  of  Psycho- 
therapy, the  New  York  Society  for  Clinical  Psychia- 
try, The  Bronx  Society  of  Neurology  and  Psychiatry, 
the  New  Jersey  Neuropsychiatric  Association,  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Hammond  Brundage,  M.D.,  of  Hunting- 
ton  Station,  died  on  October  6 in  Laconia,  New 
Hampshire,  at  the  age  of  seventy.  Dr.  Brundage 
graduated  in  1910  from  Cornell  University  Medical 
College.  He  was  a consulting  physician  at  New 
Rochelle  Hospital,  a former  chief  of  the  medical  staff 
at  Mount  Vernon  Hospital,  and  before  moving  to 
Huntington  had  practiced  in  Pelham  for  thirty 
years,  as  well  as  serving  as  medical  advisor  to  Pelham 
Summer  Home,  a cardiac  convalescent  institution. 
Dr.  Brundage  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Westchester  County 


Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harold  Chandler  Clark,  M.D.,  of  New  Rochelle, 
died  on  October  22  at  the  age  of  sixty-five.  Dr. 
Clark  graduated  in  1918  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons,  Baltimore,  and  interned 
at  New  York  Hospital  and  New  York  Post-Graduate 
Hospital.  He  was  an  attending  in  pediatrics  at  New 
Rochelle  Hospital.  Dr.  Clark  was  a member  of 
the  American  Academy  of  Pediatrics,  the  West- 
chester County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  Fisch,  M.D.,  of  Brooklyn,  died  on  July 
20  at  the  age  of  sixty-one.  Dr.  Fisch  received  his 
medical  degree  in  1924  from  the  University  of  Prague 
and  interned  at  Metropolitan  Hospital.  He  was  an 
assistant  attending  in  surgery  at  Maimonides  Hos- 
pital. Dr.  Fisch  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  James  Frank,  M.D.,  of  Huntington,  died  on 
October  12  at  the  age  of  seventy.  Dr.  Frank  gradu- 
ated in  1910  from  Long  Island  College  Hospital 
School  of  Medicine.  He  was  a consultant  in  derma- 
tology and  syphilology  at  Kings  County  Hospi- 
tal Center  and  Brooklyn  Women’s  Hospital.  Dr. 
Frank  was  a Diplomate  of  the  American  Board  of 
Dermatology  and  a member  of  the  Brooklyn  Derma- 
tological Society,  the  Kings  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Theodore  Ernst  Flemming,  M.D.,  of  Garden ville, 
died  on  October  16  in  Buffalo  General  Hospital  at 
the  age  of  seventy-three.  Dr.  Flemming  graduated 
in  1907  from  the  University  of  Buffalo  School  of 
Medicine.  He  had  served  as  health  officer  for  the 
Town  of  West  Seneca  from  1916  to  1928  and  had 
practiced  medicine  for  thirty-eight  }rears  until  his 
retirement  in  1947.  Dr.  Flemming  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Harold  Goldrick,  M.D.,  of  New  York  City,  died 
on  October  26  at  the  age  of  sixty-three.  Dr.  Gold- 
rick received  his  medical  degree  in  1919  from  the 
University  of  Kazan  and  interned  at  Goldwater 
Memorial  Hospital.  He  was  an  assistant  attending 


December  1,  1958 


3873 


NECROLOGY 


physician  at  New  York  Polyclinic  Hospital  Out- 
patient Department.  Dr.  Goldrick  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Albert  Gordon,  M.D.,  of  Brooklyn,  died 
on  October  30  in  his  home  at  the  age  of  seventy-five. 
Dr.  Gordon  graduated  in  1905  from  Cornell  Uni- 
versity Medical  College.  He  had  been  consult- 
ant in  obstetrics  at  Mary  Immaculate  Hospital 
(Jamaica)  and  Mercy  Hospital  (Rockville  Centre), 
director  emeritus  of  obstetrics  and  gynecology  at 
St.  Catherine’s  Hospital,  Brooklyn,  consultant  in 
obstetrics  and  gynecology  at  Beth-El,  Methodist, 
St.  Joseph’s  (Far  Rockaway),  Greenpoint,  Kings 
County,  Maimonides,  Flushing,  and  Wyckoff  Heights 
Hospitals,  and  consultant  in  gynecology  at  Southside 
Hospital,  Bay  Shore.  He  was  a member  of  the 
City  Board  of  Hospitals,  a professor  emeritus  of  the 
State  University  of  New  York,  and  had  been  chair- 
man of  the  committee  on  maternity  and  child  wel- 
fare of  the  Medical  Society  of  the  State  of  New 
York  since  1937  and  of  the  committee  on  maternal 
welfare  of  the  Kings  County  Medical  Society  since 
1934.  Dr.  Gordon  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Association  of  Obstetricians  and  Gyne- 
cologists, the  New  York  Obstetrical  Society,  the 
Brooklyn  Gynecological  Society  of  which  he  was  a 
past  president,  the  Kings  County  Medical  Society  of 
which  he  was  a past  president,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association,  of  which  he  was  a former  vice-president. 

Leroy  Thome  Hardenbergh,  M.D.,  of  Green- 
wood, died  on  August  8 at  the  age  of  sixty-three. 
Dr.  Hargenbergh  graduated  in  1925  from  Syracuse 
University  College  of  Medicine.  He  was  an  associate 
on  the  staff  of  St.  James  Mercy  Hospital,  Hornell. 
Dr.  Hardenbergh  was  a member  of  the  Steuben 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Christian  Heck,  M.D.,  of  Syracuse,  died 
on  October  31  at  his  home  at  the  age  of  fifty-five. 
Dr.  Heck  graduated  in  1933  from  the  Universitj'  of 
Rochester  School  of  Medicine  and  Dentistry.  He 
was  an  associate  in  surgery  at  St.  Joseph’s  Hospital 
and  a physician  for  the  State  Athletic  Commission, 
as  well  as  a former  medical  director  of  the  Syracuse 
University  athletic  department.  Dr.  Heck  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Industrial  Medical  Association,  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Clarence  Jacobson,  M.D.,  of  Brooklyn, 
died  on  October  15  in  Brooklyn  Hospital  at  the  age 


of  eighty-six.  Dr.  Jacobson  graduated  in  1894  from 
Long  Island  College  Hospital  School  of  Medicine 
and  interned  at  Brooklyn  Hospital.  A former  Health 
Department  inspector  of  city  public  schools,  he 
had  also  been  a physician  for  the  Welfare  Depart- 
ment and  the  Department  of  Hospitals,  and  from 
1927  until  last  January  editor  of  The  Medical  Times. 
Dr.  Jacobson  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Associated  Ph}rsicians 
of  Long  Island,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hyzer  William  Jones,  M.D.,  of  Utica,  died  on 
October  28  in  Faxton  Hospital  at  the  age  of  seventy- 
four.  Dr.  Jones  graduated  in  1907  from  Syracuse 
University  College  of  Medicine.  He  was  an  attending 
in  surgery  at  Faxton  and  Oneida  County  General 
Hospitals  and  a consultant  in  surgery  at  Ilion  and 
Memorial  Hospitals.  Dr.  Jones  was  a Diplomate  of 
the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Utica  Academy  of  Medicine,  the  Oneida  County 
Medical  Society  of  which  he  was  a past  president, 
the  Medical  Society  of  the  State  of  New  York  for 
which  he  had  served  as  a former  chairman  (1928)  of 
the  surgical  section,  and  the  American  Medical 
Association. 

Samuel  Kavaler,  M.D.,  of  Brooklyn,  died  on 
August  1 at  the  age  of  sixty-five.  Dr.  Kavaler 
graduated  in  1922  from  Long  Island  College  Hos- 
pital School  of  Medicine.  He  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Carleton  Porter  Kavle,  M.D.,  of  Niagara  Falls, 
died  on  August  24  in  Memorial  Hospital  at  the  age 
of  fifty-seven.  Dr.  Kavle  graduated  in  1932  from 
the  University  of  Buffalo  School  of  Medicine.  He 
was  a consultant  in  surgery  at  Mount  St.  Mary’s 
and  Memorial  Hospitals.  Dr.  Kavle  was  a member 
of  the  Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  Medical  Society  of  which  he  was 
president,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Pearley  Lape,  M.D.,  of  Buffalo,  died  on 
October  13  in  Portland,  Maine,  at  the  age  of  seventy- 
five.  Dr.  Lape  graduated  in  1909  from  Hahnemann 
Medical  College  of  Philadelphia.  A former  head  of 
the  X-Ray  Department  at  Millard  Fillmore  Hospital 
from  1913  to  1930,  he  practiced  medicine  in  Buffalo 
until  his  retirement  in  1956.  Dr.  Lape  was  a Diplo- 
mate of  the  American  Board  of  Radiology  (Diagnos- 
tic Roentgenology),  and  a member  of  the  Erie 
Count}'  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Clyde  Cameron  McDougal,  M.D.,  retired,  of 
Westport,  Connecticut,  formerly  of  New  York  City, 
died  on  October  9 at  the  Veterans  Administration 
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Hospital  at  the  age  of  sixty-three.  Dr.  McDougal 
graduated  in  1932  from  the  University  of  Buffalo 
School  of  Medicine  and  interned  at  New  York  Post- 
Graduate  Hospital.  Before  his  retirement,  Dr. 
McDougal  had  been  an  attending  in  skeletal  surgery 
at  Morrisania  and  New  York  Orthopaedic  Dispen- 
sary and  Hospital  and  an  attending  in  traumatic 
surgery  at  Columbus  Hospital. 

Frank  Paul  Marra,  M.D.,  of  Schenectady,  died 
at  his  home  on  October  25  at  the  age  of  fifty-four. 
Dr.  Marra  graduated  in  1927  from  Albany  Medical 
College.  He  was  a member  of  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of  the 
I State  of  New  York,  and  the  American  Medical  As- 
i sociation. 

Benjamin  Francis  Morrow,  M.D.,  of  New  York 
j City,  retired,  died  on  October  27  in  Good  Samaritan 
i Hospital,  West  Palm  Beach,  Florida,  at  the  age  of 
sixty-seven.  Dr.  Morrow  graduated  in  1913  from 
Fordham  University  School  of  Medicine.  He  was  a 
member  of  the  Industrial  Medicine  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  L.  New,  M.D.,  of  Mahopac,  died  on  July  22 
at  the  age  of  eighty-eight.  Dr.  New  graduated  in 
1892  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Putnam 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Oscar  Nussbaum,  M.D.,  of  New  York  City,  died 
on  October  11  at  the  age  of  seventy-eight.  Dr. 
Nussbaum  received  his  medical  degree  in  1908  from 
the  University  of  Wurzburg.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Pietro  Pellegrini,  M.D.,  of  New  York  City  and 
! Staten  Island,  died  on  August  22  at  his  home  at  the 
age  of  eighty-seven.  Dr.  Pellegrini  received  his 
j medical  degree  in  1896  from  the  University  of 
i Parma.  Retiring  from  practice  in  1957,  he  had 
served  on  the  staffs  of  Columbus  and  Italian  Hos- 
! pitals,  and  for  more  than  twenty  years  was  a physi- 
cian for  the  New  York  City  Department  of  Correc- 
tion. In  1947  he  was  honored  by  the  New  York 
j!  County  Medical  Society  at  a dinner  marking  his 
fiftieth  anniversary  in  practice.  Dr.  Pellegrini  was 
a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
: the  American  Medical  Association. 

Joseph  Raphael,  M.D.,  of  Brooklyn,  died  on 
October  11  at  the  Brooklyn  Hospital  at  the  age  of 
eighty.  Dr.  Raphael  graduated  in  1904  from  Long 
Island  College  Hospital  School  of  Medicine  and  in- 


terned there.  He  was  a consultant  in  surgery  at 
Kings  County  Medical  Center  and  Caledonian 
Hospital.  Dr.  Raphael  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Brooklyn 
Surgical  Society,  the  Kings  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


John  Harold  Richards,  M.D.,  of  New  York  City, 
retired,  died  on  October  28  at  the  age  of  seventy- 
eight.  Dr.  Richards  graduated  in  1905  from  Cornell 
University  Medical  College  and  interned  at  Bellevue 
Hospital.  He  was  a consulting  physician  at  Bellevue 
Hospital  and  a former  instructor  at  Cornell  Uni- 
versity. Dr.  Richards  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Irving  J.  Sands,  M.D.,  of  Brooklyn,  died  in  the 
Jewish  Hospital  on  October  20  at  the  age  of  sixty- 
seven.  Dr.  Sands  graduated  in  1913  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He 
was  a consultant  in  neurology  at  Presbyterian,  and 
an  attending  in  psychiatry  at  Hillside,  an  attending 
in  neuropsychiatry  at  Adelphi,  Coney  Island,  and 
Prospect  Heights  Hospitals,  senior  neuropsychiatrist 
at  Brooklyn  Hebrew  Home  and  Hospital  for  the 
Aged,  a consultant  in  neurology  and  psychiatry  at 
Beth-El,  Jewish,  Brooklyn  State,  Brooklyn  Women’s, 
and  St.  Joseph’s  (Far  Rockaway)  Hospitals,  a con- 
sultant in  neurology  at  Rockaway  Beach  Hospital, 
and  a consultant  in  psychiatry  and  neurology  to  the 
Veterans  Administration  and  the  Workmen’s  Com- 
pensation Board.  A leader  in  medical  education, 
Dr.  Sands  was  also  a panel  psychiatrist  for  the 
Board  of  Education,  an  honorary  police  surgeon, 
and  a member  of  the  Associate  editorial  board  of 
the  New  York  State  Journal  of  Medicine,  as 
well  as  the  author  of  several  books  and  articles. 

From  1919  until  his  retirement  in  1956  he  was  on 
the  faculty  at  Columbia  University  College  of 
Physicians  and  Surgeons  as  associate  clinical  profes- 
sor of  neurology.  Dr.  Sands  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology,  a 
Fellow  of  the  American  College  of  Physicians  and 
the  American  Psychiatric  Association,  and  a mem- 
ber of  the  American  Neurological  Association, 
the  American  Psychoanalytic  Association,  the 
American  Association  for  Research  in  Psychosomatic 
Problems,  the  American  Geriatrics  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
Neurological  Society  of  which  he  served  as  president, 
the  New  York  Psychoanalytic  Society,  the  New 
York  Society  for  Clinical  Psychiatry,  the  Society  for 
Psychopathology  and  Psychotherapy — “Schilder 
Society,”  the  Society  for  Medical  Jurisprudence  of 
New  York  City,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York  as 
well  as  a member  of  its  House  of  Delegates,  and  the 
American  Medical  Association. 
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Alexander  Hunter  Schmitt,  M.D.,  of  New  York 
City,  died  on  October  12  at  his  home  at  the  age  of 
seventy-four.  Dr.  Schmitt,  who  was  retired, 
graduated  in  1907  from  New  York  University  and 
Bellevue  Hospital  Medical  College  and  interned  at 
Bellevue  Hospital.  He  was  a consultant  in  obstetrics 
and  gynecology  at  Misericordia  Hospital,  where  he 
had  also  served  three  two-year  terms  as  president  of 
the  medical  board.  Dr.  Schmitt  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Harry  Alden  Shaw,  M.D.,  of  Rutland,  Massa- 
chusetts, formerly  of  New  York  City,  died  on  Octo- 
ber 19  in  Holden  Hospital  at  the  age  of  ninety-one. 
Dr.  Shaw  graduated  in  1890  from  Harvard  University 
Medical  School.  He  had  served  in  the  Army 
Medical  Corps  for  thirty  years,  retiring  in  1921  and 
from  1924  to  1934  was  a psychiatrist  on  the  medical 
staff  at  Harvard.  Dr.  Shaw  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  So- 
ciety for  Clinical  Psychiatry,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Honored  -Dr.  Paul  A.  Weiss,  Rockefeller  Insti- 
tute for  Medical  Research,  received  the  second 
annual  Honorary  Lectureship  award,  the  College’s 
highest  honor. 


Dr.  Weiss  received  an  honorarium  and  an  in- 
scribed plaque  which  is  given  in  recognition  of  “dis- 
tinguished service  to  mankind  in  the  fields  of  science, 
medicine,  and  teaching.” 


New  York  University — Bellevue  Medical  Center 

1958  Borden  Award  -Dr.  Severo  B.  Ochoa  re-  contributions  to  medical  research.”  He  is  chairman 
ceived  the  1958  Borden  Award  for  “outstanding  and  professor  of  the  Department  of  Biochemistry. 


Slate  University  of  New  York  College  of  Medicine  at  Syracuse 


Basic  Sciences  Building  Dedicated — The  Basic 
Sciences  Building  was  dedicated  on  October  21. 
Governor  W.  Averell  Harriman  was  the  principal 
speaker.  On  October  26  open  house  was  held  for 


the  public. 

Hilda  Freeman  Silverman  Lecture — Dr.  Alexan- 
der D.  Langmuir,  chief,  Epidemiology  Section,  Public 
Health  Service  Communicable  Disease  Center, 
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Atlanta,  Georgia,  gave  the  annual  Hilda  Freeman 
Silverman  Lecture  on  October  22. 

Institute  on  Clinical  Teaching — The  first  Institute 
on  Clinical  Teaching  of  the  Association  of  American 
Medical  Colleges  was  held  October  8 to  1 1 in  Swamp- 
scott,  Massachusetts.  Dr.  Julius  B.  Richmond, 
professor  and  chairman,  Department  of  Pediatrics, 
was  chairman  of  the  planning  committee  and  gave 
the  introduction  to  the  Institute.  Dr.  Carlyle 
Jacobsen,  president  of  the  Upstate  Medical  Center, 
was  also  a member  of  the  planning  committee  and 
Dr.  C.  Barber  Mueller,  professor  and  chairman, 
Department  of  Surgery,  was  the  Medical  Center’s 
official  participant  in  the  sessions. 


Hutchings  Memorial  Lecture — Dr.  Robert  G. 
Heath,  chairman,  Department  of  Psychiatry  and 
Neurology,  Tulane  University  School  of  Medicine, 
New  Orleans,  Louisiana,  discussed  biochemical 
findings  in  schizophrenia  at  the  annual  Hutchings 
Memorial  Lecture  in  October.  A memorial  to  Dr. 
Richard  H.  Hutchings,  Utica,  lecturer  in  psychiatry 
at  the  College  for  twenty-five  years,  which  is  spon- 
sored by  the  Hutchings  Psychiatric  Undergraduate 
Society,  The  Onondaga  County  Medical  Society, 
the  Syracuse  Academy  of  Medicine,  the  College  of 
Medicine  in  Syracuse,  and  the  Committee  for  the 
Hutchings  Memorial  Lecture. 


State  University  of  New  York  Downstate  Medical  Center 


Speaker — Dr.  Austin  Silber,  instructor  of  psy- 
chiatry, presented  a paper  on  psychotherapy  with 
alcoholics  at  the  fifth  annual  Social  Work  Conference 
on  alcoholism  on  October  15  at  the  University. 

Appointed — Dr.  Hector  Mazzella  as  visiting  pro- 
fessor of  physiology.  Dr.  Mazzella,  a citizen  of 
Uruguay,  is  a professor  of  physiology  at  the  School 
of  Medicine,  Montevideo,  Uruguay. 

Dr.  Joseph  G.  Benton,  formerly  associated  with 
Dr.  Howard  Rusk  and  also  associate  professor  of 
clinical  physical  medicine  and  rehabilitation,  New 


York  University  College  of  Medicine,  has  been  ap- 
pointed professor  and  chairman  of  the  newly- 
established  Department  of  Rehabilitation  Medicine. 

Dr.  Herbert  Elias  Klarman,  associate  director  of 
the  Hospital  Council  of  Greater  New  York,  as  clini- 
cal associate  professor,  Department  of  Enviromental 
Medicine  and  Community  Health. 

Dr.  Yusuf  Ziya  Yuceoglu,  an  associate  in  the  car- 
diopulmonary laboratory,  Maimonides  Hospital, 
Brooklyn,  an  assistant  professor  of  medicine  and  also 
Dr.  Daniel  J.  Nathan,  Rockville  Centre,  as  clinical 
assistant  professor  of  medicine. 


The  University  of  Rochester  School  of  Medicine  and  Dentistry 


14th  Annual  Meeting  of  the  Medical  Alumni  As- 
sociation— The  fourteenth  annual  medical  alumni 
association  meeting  was  held  in  October.  A portion 
of  the  scientific  program  was  dedicated  to  Dr. 
George  H.  Whipple,  first  dean  of  the  Medical  School. 
Speaking  at  the  scientific  sessions  were:  Dr.  Mary 
Steichen  Calderon,  ’39,  Great  Neck,  N.  Y.;  Dr. 
William  Bergstrom,  ’45,  Syracuse;  Dr.  Frederick 
Moll,  ’40,  Chicago;  Dr.  Karl  Gruppe,  ’30,  Utica; 
Lt.  Commander  Edward  Bird,  MC,  USN,  ’48;  Dr. 
Robert  Siliciano,  ’51,  Elmira;  Dr.  Albert  Kattus, 
’43,  Los  Angeles;  Drs.  Linda  F.  and  Eugene  Farley, 
’55  and  ’54,  Burlington,  Vermont;  Dr.  Genevieve 
Knupfer,  ’51,  Los  Altos;  Dr.  Henry  C.  Stoll,  ’47, 
Buffalo;  Dr.  Thomas  Mou,  ’50,  Syracuse;  Dr.  Jean 
C.  Sabine,  ’39,  San  Francisco;  Dr.  Gordon  Daven- 
port, ’48,  Madison,  Wisconsin;  Dr.  O.  D.  Kowlesser, 
’55,  New  York  City;  Dr.  Edward  T.  Krementz, 
’43,  New  Orleans,  and  Dr.  Paul  E.  Rekers,  ’35,  Los 


Angeles. 

Dr.  Wallace  O.  Fenn,  professor  of  physiology  at 
the  University,  was  awarded  the  Gold  Medal  of  the 
Medical  Alumni  Association.  The  medal  is  awarded 
each  year  to  a faculty  member  in  recognition  of  his 
integrity,  inspiring  teaching,  and  devotion  to  medi- 
cal students.  Also  honored  was  Dr.  Priscilla  Cum- 
mings, class  of  1943,  with  a silver  platter  in  recogni- 
tion of  her  contribution  to  the  development  of  the 
Medical  Alumni  Association.  Dr.  Cummings  was  in- 
strumental in  the  founding  of  the  organization  and 
has  been  active  both  as  an  officer  and  member  of  the 
group. 

A highlight  of  the  association’s  business  meeting 
was  the  announcement  of  the  inauguration  of  the 
George  H.  Whipple  Lectureship. 

The  lectureship  is  the  result  of  a fund  sponsored 
by  the  alumni  to  bring  distinguished  scientists  to  the 
school  to  speak. 


The  great  god  Ra  whose  shrine  once  covered  acres 

Is  filler  now  for  cross-word  puzzle  makers. — Keith  Preston 
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There  follows  a summary  of  the  minutes  of  the  September  11,  1958 , Council  ineeting , as 

adopted  October  9,  1958. 


HPhe  Council  met  from  9:14  a.m.  to  1:10  r.M.  at 
the  Society’s  headquarters,  750  Third  Avenue, 
New  York  City,  Dr.  Leo  E.  Gibson,  president  of  the 
Society,  presiding.  The  minutes  of  the  June  12, 
1958  meeting  were  approved. 

Dr.  Gibson  requested  that  Dr.  Raymond  C.  Mc- 
Keeby  be  delegated  to  represent  the  Society  at  the 
funeral  of  Dr.  Ralph  McMahon,  president  of  the 
Broome  County  Medical  Society,  who  had  died  the 
preceding  day. 

It  was  so  voted. 

Executive  Committee 

Communications. — Dr.  Anderton  stated:  “The 

list  of  delegates  from  this  Society  to  the  December, 
1958,  meeting  of  the  American  Medical  Association 
House  of  Delegates — with  regard  to  the  question 
whether  Dr.  d’Angelo  should  go  to  this  meeting  as 
a delegate  or  as  an  alternate,  the  Executive  Com- 
mittee recommends  that  the  Society  be  guided  bj' 
Section  86  of  the  Minutes  of  the  1958  House  of 
Delegates,  found  on  page  59  of  Part  II  of  the  Sep- 
tember 1,  1958,  New  York  State  Journal  of 
Medicine,  that  states:  ‘ Resolved , that  the  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 
be  amended  as  follows: 

‘Chapter  II,  Section  6,  add:  “If  a delegate  is 
dropped  from  office  due  to  a change  in  the  number 
of  delegates,  he  shall  become  the  first  alternate 
delegate  in  his  class  in  the  proper  order  of  se- 
quence.” ’ 

“In  explanation,  the  Executive  Committee  felt 
that  this  proposed  addition  to  the  Bylaws  in- 
dicated the  feeling  and  direction  of  what  the  policy 
of  the  Society  should  be.” 

After  discussion,  the  recommendation  of  the 
Executive  Committee  was  approved. 

“Letters  of  May  29  and  June  26,  1958,  from  the 
Medical  Society  of  the  Country  of  Monroe  regarding 
the  membership  status  of  the  late  Dr.  William 
Perrin  of  Rochester,  with  copy  of  my  reply  of  July  2, 
1958  stating:  ‘I  will  ask  the  Council  ...  to  instruct 
me  to  request  the  House  of  Delegates  in  May,  1959, 
to  elect  Dr.  William  Perrin  a life  member  as  of  May 
19,  1948.’ 

“The  Executive  Committee  recommends  ap- 
proval of  Monroe  County’s  request.” 


Approval  was  voted. 

“Correspondence  with  the  Broome  County 
Medical  Society  regarding  the  request  of  Dr. 
Windsor  R.  Smith  that  his  election  to  life  member- 
ship in  this  Society  and  in  the  American  Medical 
Association  in  May,  1958,  be  rescinded  in  May, 
1959. 

“The  Executive  Committee  recommends  that 
this  be  granted.  The  gentlemen  became  a life  mem- 
ber but  has  since  returned  to  practice  and  wishes  to 
be  an  active  member.” 

Approval  was  voted. 

“A  letter  of  July  7,  1958,  from  the  Medical 
Society  of  the  County  of  Oneida,  requesting  that  the 
annual  State  dues  of  Dr.  William  V.  Wallace  for  the 
years  1947,  1948,  and  1949  be  remitted  and  refunded. 

“The  Executive  Committee  recommends  that 
this  be  approved  and  that  Dr.  Wallace  be  considered 
to  have  resigned  in  good  standing  on  November  1, 
1946.” 

It  was  so  voted. 

“Letter  of  September  8,  1958,  from  Dr.  James  K. 
Keeley,  secretary  of  the  Dutchess  County  Medical 
Society,  incorporating  a resolution  from  that 
Society  regarding  the  Prenaphos  Protection  Pro- 
gram, also  letters  of  July  11  from  the  Chicago  Phar- 
macal  Company  to  Dr.  Anderton  and  to  Dr.  George 
T.  C.  Way  of  Poughkeepsie. 

“The  Executive  Committee  recommends  that  this 
correspondence  and  resolution  be  referred  to  the 
Public  Health  and  Education  Committee  for  con- 
sideration by  its  Maternal  and  Child  Welfare  Sub- 
committee.” 

It  was  so  voted. 

Dues  Remissions. — The  Council  voted  to  remit 
annual  State  dues  of  one  member  for  1957  and  of  11 
members  for  1958  because  of  illness,  of  three  mem- 
bers for  1958  because  of  military  service,  and  of  one 
member  for  1957  and  three  members  for  1958  be- 
cause of  financial  hardship.  It  was  also  voted  to 
request  remission  of  American  Medical  Association 
dues  of  one  member  for  1957  and  of  six  members  for 
1958. 

Miscellaneous. — Dr.  Anderton  stated:  “Also 

Dr.  Norman  Moore  reported  to  the  Executive  Com- 
mittee on  the  booklet,  ‘What  Goes  On.’  The  Exec- 
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utive  Committee  Voted  to  recommend  to  the  Coun- 
cil that  they  recommend  to  the  Board  of  Trustees 
that  a contract  similar  to  last  year’s  in  regard  to 
the  publication  of  ‘What  Goes  On’  be  signed  by  the 
chairman  of  the  Board  of  Trustees.” 

Approval  was  voted. 

Dr.  Anderton  stated:  “Dr.  Moore  also  reported 
on  the  Cornell  Crash  Injury  Research  and  recom- 
mended that  the  Medical  Society  of  the  State  of 
New  York  permit  its  name  to  be  added  to  the  list 
of  organizations  sponsoring  this  project.  The 
Executive  Committee  recommends  approval.” 

Dr.  Moore  clarified  this  recommendation. 

Approval  was  voted. 

Dr.  Anderton  continued:  “Dr.  Gibson  reported 
recommendation  from  Dr.  Carlton  E.  Wertz  that  a 
representative  from  the  American  Medical  Associa- 
tion be  invited  to  the  annual  meeting  of  this  Society. 
The  Executive  Committee  recommends  approval.” 

Approval  was  voted. 

Dr.  Anderton  stated:  “Dr.  Gibson  also  reported 
on  his  activities  regarding  workmen’s  compensation. 
Miss  Parisi  would  like  him  to  appoint  an  ad  hoc 
committee  to  meet  members  she  would  appoint  from 
the  Insurance  Rating  Board.  No  action  was  taken 
by  Executive  Committee.” 

Dr.  Anderton  stated:  “The  Executive  Committee 
recommends  that  all  meetings  of  committees  be  held 
at  the  State  Society  headquarters,  if  at  all  possible.” 

After  discussion,  approval  was  voted. 

“Dr.  Moore  brought  to  the  attention  of  the  Execu- 
tive Committee  a communication  that  the  chairman 
of  the  Child  Accidents  Subcommittee  wished  to  send 
to  all  members  of  this  Society.  After  discussion  of 
cost  and  other  factors  the  Executive  Committee 
recommended  that  this  proposal  be  submitted  to 
members  of  the  Child  Accidents  Subcommittee  for 
further  study.” 

The  report  of  the  Executive  Committee  as  a whole 
was  approved. 

Secretary’s  Report 

Dr.  Anderton  presented  the  following:  “On  July 
18  and  19  your  headquarters  were  moved  from  386 
Fourth  Avenue  to  750  Third  Avenue,  New  York 
City,  where  we  now  occupy  approximately  13,000 
square  feet  embracing  the  18th  floor.  The  air  con- 
ditioning and  many  other  improvements  made  work 
a pleasure  this  summer.  Your  diligent  Moving 
Committee  has  met  several  times,  and  most  con- 
scientiously. 

“Dr.  George  O’Kane,  coordinator  for  Veterans 
Medical  Service  Plan  of  New  York,  Inc.  in  the 
New  York  City  area,  has  improved  remarkably 
from  his  severe  automobile  accident  of  last  March. 

“The  annual  play  day  for  the  office  staff  was  held 
at  Platzl’s  Brauhaus,  Spring  Valley,  on  June  17, 
1958. 

“Your  secretary  attended  the  American  Medical 
Association  in  San  Francisco.” 

Dr.  Anderton’s  report  detailed  his  activities  dur- 
ing the  summer. 


The  report  was  approved. 

Treasurer’s  Report 

Dr.  Dattelbaum  presented  the  treasurer’s  report, 
and  approval  was  voted. 

Reports  of  Committees 

Blood  Bank  Commission. — Dr.  Henry  I.  Fine- 
berg,  chairman,  reported:  “It  was  the  opinion  of 

Dr.  Herbert  Berger,  president,  and  Dr.  Dorothea 
E.  G.  Worcester,  Clearing  House  chairman,  that 
the  $16,000  allocated  to  the  Blood  Banks  Associa- 
tion and  the  North  East  District  Clearing  House  for 
the  year  1958  by  the  Board  of  Trustees  would  not 
be  used  in  full  and  that  the  North  East  District 
Clearing  House  should,  in  the  near  future,  become 
financially  solvent  and  be  self-supporting. 

“A  meeting  of  the  Blood  Banks  Commission  was 
held  in  the  Council  Chamber  of  the  Medical  Society 
on  September  9.  The  majority  of  the  members 
could  not  attend.  The  functions  of  the  Blood  Banks 
Association  and  the  North  East  District  Clearing 
House  were  discussed.  It  was  felt  that  these 
should  be  spelled  out  in  more  certain  terms.  This 
matter  will  be  on  the  agenda  of  the  next  meeting. 

“The  budgetary  and  financial  picture  of  the 
Blood  Banks  Association  and  the  Clearing  House 
was  examined  in  detail.” 

Mr.  Thomas  E.  Alexander,  accountant,  was  re- 
quested to  report.  He  stated:  “Through  the  end 
of  August  the  Association  had  a loss  of  $1,709.  This 
can  be  broken  down  as  between  the  North  East 
District  Clearing  House,  which  had  a loss  of  $2,432, 
and  the  old  Blood  Banks  Association’s  net  income  of 
$723.  The  reason  that  we  have  a net  income  here  is 
that  we  have  taken  money  out  of  reserves  and  put  it 
into  income  in  1958.  Without  this  bookkeeping 
transfer,  the  Blood  Banks  Association  would  have 
had  a $3,732  loss.” 

It  was  voted  to  accept  the  report. 

Budget. — Dr.  Maurice  J.  Dattelbaum,  chairman, 
stated:  “The  Budget  Committee  met  yesterday 

morning  and  is  preparing  the  1959  budget  for  pres- 
entation at  the  October  meeting.” 

At  the  request  of  the  committee,  the  Council 
recommended  three  items  of  expenditure  to  the 
Board  of  Trustees  and  voted  that  the  official  head- 
quarters of  the  Woman’s  Auxiliary  be  listed  at  750 
Third  Avenue,  New  York  City  17. 

Several  budgetary  increases  were  requested  by 
Dr.  Dattelbaum,  and  approval  was  voted. 

Constitution  and  Bylaws. — Dr.  Ezra  A.  Wolff, 
chairman,  recommended  approval  of  an  amendment 
to  the  constitution  of  the  First  District  Branch, 
which  was  voted. 

He  advocated  revision  of  the  constitution  of  the 
Chemung  County  Medical  Society  as  proposed,  with 
certain  alterations. 

After  discussion,  approval  was  voted. 

Convention. — Dr.  Frederick  A.  Wurzbach,  Jr., 
chairman,  reported:  “The  152nd  Annual  Conven- 

tion of  the  Medical  Society  of  the  State  of  New  York 
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was  held  at  the  Hotel  Statler  in  New  York  City, 
May  12  through  16,  1958. 

“Registration  was  as  follows:  Physicians,  4,125; 
Guests  1,515;  (included  are  members  of  allied  pro- 
fessions— nurses,  dentists,  technicians,  and  medical 
students),  Technical  exhibitors,  1,409  for  a total 
of  7,049.  This  total  exceeds  the  previous  record 
total  of  6,170  in  1957. 

“The  House  of  Delegates  met  the  first  three  days 
of  the  convention  and  included  an  evening  meeting. 
Sixty-six  resolutions  were  presented.  A resolution 
was  passed  which  made  the  Session  on  Legal  Medi- 
cine a section.  The  newly-formed  section  elected 
officers  and  a section  delegate  for  the  1958-1959 
year.  The  name  of  the  Section  on  Pathology  and 
Clinical  Pathology  was  changed  to  include  Blood 
Banking. 

“The  House  also  voted  to  start  the  1959  conven- 
tion on  Saturday  at  2 p.m.  and  to  continue  through 
Monday  morning.  The  scientific  program  will 
start  on  Monday  afternoon  and  continue  through 
Friday.  There  will  be  section  meetings  in  the 
morning,  Tuesday  through  Friday,  and  General 
sessions  every  afternoon  throughout  the  week. 

“The  dinner  dance  and  annual  meeting  will  be 
held  Monday  evening. 

“In  the  scientific  program  a total  of  20  section  and 
three  session  meetings  was  held  in  1958.  Attend- 
ance figures  for  the  scientific  meetings  are  as 
follows: 

11  Sections:  Allergy  82,  Anesthesiology  106,  Chest 
Diseases  100,  Dermatology  and  Syphilology  200, 
Gastroenterology  and  Proctology  55,  General  Prac- 
tice 150,  Industrial  Medicine  and  Surgery  70, 
Medicine  90,  Neurology  and  Psychiatry  100,  Ob- 
stetrics and  Gynecology  78,  Ophthalmology  100, 
Orthopedic  Surgery  (no  meeting  in  1958),  Otolaryng- 
ology 55,  Pathology  and  Clinical  Pathology  70,  Pedi- 
atrics 102,  Physical  Medicine  50,  Preventive  Medi- 
cine and  Public  Health  100,  Radiology  100,  Surgery 
50,  Urology  41. 

“Sessions:  History  of  Medicine  50,  Legal  Medicine 
40,  Public  Relations  34. 

“General  Sessions:  125,  150,  200,  250,  300,  300, 
250. 

“Blood  Banks:  250. 

From  the  60  exhibits,  the  Scientific  Exhibits 
Awards  Committee  chose  the  following  for  recogni- 
tion ( see  September  1,  1958,  Part  II  Section  152,  page 
119).  Certificates  of  award  were  sent  to  the  winning 
exhibitors. 

“Twenty-five  motion  pictures,  chosen  by  the 
Scientific  Motion  Pictures  Subcommittee,  were 
shown  through  the  cooperation  of  the  Medical 
Film  Guild,  Ltd.  The  chairman  of  the  subcom- 
mittee expressed  pleasure  at  the  attendance  through- 
out the  showings  and  the  comments  of  the  viewing 
physicians. 

“Mr.  Charles  L.  Baldwin,  exhibits  manager,  re- 
ported 160  industrial  exhibits. 

“The  Annual  Meeting  and  Dinner  Dance  was  held 
on  Wednesday  evening  of  convention  week,  under  the 
able  chairmanship  of  Dr.  Frank  J.  Borrelli.  An 
excellent  dinner  was  served  to  over  300  guests,  and 


there  was  dancing  to  a fine  orchestra.  Many 
valuable  prizes  donated  by  pharmaceutical  and 
appliance  houses  were  won  by  lucky  guests. 

“The  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  held  its  convention  con- 
currently with  ours.  A hostess  committee  of 
Auxiliary  members  aided  in  taking  attendance  at 
some  of  our  scientific  meetings. 

“A  card  of  thanks  was  sent  to  each  participant  in 
the  scientific  program  and  to  each  scientific  exhibitor. 

“We  were  pleased  to  make  facilities  for  meetings 
available  to  the  following:  Blood  Banks  Association 
of  New  York  State,  New  York  State  Academy  of 
Preventive  Medicine;  New  York  State  Chapter, 
American  College  of  Chest  Physicians;  New  York 
State  Society  of  Anesthesiologists;  Radiological  So- 
ciety of  New  York  State,  and  Veterans  Medical  j 
Service  Plan  of  New  York,  Inc. 

“The  Reception  Subcommittee,  Dr.  Henry  J.  I 
Barrow,  chairman,  acted  as  hosts  for  out-of-state  ! 
guests. 

“All  the  various  subcommittees  were  active.  The 
chairman  wishes  to  thank  all  committee  members, 
especially  Drs.  Alfred  P.  Ingegno,  Frank  J.  Borrelli, 
William  L.  Watson,  Beverly  C.  Smith,  Colgate  ' 
Phillips,  and  Henry  J.  Barrow. 

“The  staff  of  the  Society  contributed  much,  and, 
thanks  to  the  technical  advice  and  aid  of  Mr. 
Charles  L.  Baldwin,  Mr.  Thomas  E.  Alexander,  and 
Miss  Mollie  Pesikoff,  the  convention  was  a huge 
success. 

“The  next  annual  convention  will  be  held  at  the 
Hotel  Statler-Hilton  in  Buffalo,  May  9 through  15, 
1959.  The  scientific  program,  under  the  chairman- 
ship of  Dr.  Alfred  P.  Ingegno,  is  currently  being 
planned.” 

It  was  voted  to  adopt  the  report. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  his  report: 

“Mr.  George  P.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance  and  administrative  officer  of 
Medicare,  has  participated  in  many  activities  since 
my  report  to  the  Council,  June  12,  1958.  His 
report  on  changes  in  the  Medicare  program  follows.  , 

Major  General  Paul  I.  Robinson  was  chairman  of  the  ] 
meeting  held  in  Washington,  D.C.,  August  8,  1958, 
and  the  Honorable  Wilber  M.  Brucker,  Secretary  of  the 
Army,  spoke  regarding  the  vast  experience  of  the  j 
Medicare  Program.  He  felt  that  at  no  time  in  history 
has  a program  with  such  magnitude  been  initiated  and 
stated  that  it  has  built  a high  morale  in  the  men  of  the  J 
armed  services. 

He  was  followed  by  Lt.  General  C.  B.,  Magruder,  who 
stated  that  Congress  has  clearly  indicated  that  it  will 
be  necessary  to  cut  back  in  the  increase  of  medical 
care  in  civilian  facilities,  and  to  utilize  to  the  fullest 
extent  the  service  hospitals  of  the  Government  to  their 
highest  optimum. 

Rear  Admiral  B.  W.  Hogan,  representing  the  Secre- 
tary of  the  Navy,  stated  that  Congress  did  not  see  fit 
to  appropriate  the  full  cost  of  the  Medicare  Program 
for  the  Navy,  which  was  excessive  by  about  three  mil- 
lion dollars  of  its  expectation. 

The  Honorable  Frank  B.  Berry,  M.D.,  Assistant 
Secretary  of  Defense,  Health  and  Medical,  stated  that 
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there  was  a drop  in  occupancy  of  about  61,000  patients 
in  military  facilities  since  the  Medicare  Program  went 
into  effect,  and  that  Congress  wanted  to  see  the  opti- 
mum occupancy  in  military  facilities  as  soon  as  possible. 

Major  W.  C.  Casey  spoke  on  the  implementation  and 
administration  of  changes  in  the  Joint  Directive, 
Colonel  H.  P.  Larson  regarding  changes  in  regulations, 
Lt.  Colonel  E.  G.  Rivas  regarding  changes  in  forms  and 
certificates,  Lt.  Colonel  W.  W.  Evans  regarding  changes 
in  contracts  and  the  issuance  of  new  ODMC  letters  re- 
garding the  over-all  administration  of  the  program 
which  is  contemplated  to  become  effective  on  October 
1,  1958. 

The  changes  in  the  program  primarily  will  be  that 
dependents  who  live  with  their  sponsors  will  have  to 
clear  with  the  appropriate  designated  Uniformed  Serv- 
ice authority  for  civilian  care.  Dependents  who  do  not 
reside  with  their  sponsors  will  not  be  required  to  obtain 
this  authorization.  It  will  not  be  necessary  to  obtain 
authorization  in  the  event  of  emergency  care.  Depend- 
ents who  are  residing  apart  from  their  sponsors  may 
continue  to  obtain  maternity  care  from  civilian  sources. 
Dependents  residing  with  their  sponsors,  who  are  under 
the  care  of  the  civilian  physician  on  October  1,  1958, 
will  be  permitted  to  continue  this  care  provided  they 
have  reached  the  second  or  third  trimester  period  of 
pregnancy.  New  and  first  trimester  maternity  patients 
residing  with  their  sponsors  as  of  October  1,  1958,  will 
be  required  to  clear  with  appropriate  designated  Uni- 
formed Service  authorities  for  determination  of  whether 
care  will  be  made  available  in  a Service  facility  or 
whether  special  authorization  will  be  given  for  civilian 
care. 

The  change  to  be  effective  as  of  October  1,  1958, 
proposes  to  discontinue  all  service  not  clearly  specified 
in  the  Law  for  both  those  living  with,  and  apart  from, 
their  sponsors: 

A.  Medical  care  ordinarily  rendered  on  an  out- 

patient basis: 

(1)  Injuries  not  requiring  hospitalization 

(2)  Termination  visits  (when  one  physician  sees 

patient  in  his  office  and  turns  over  to  an- 
other physician  for  hospital  care.) 

(3)  Pre-  and  postsurgical  tests  before  and  after 

hospitalization 

(4)  Neonatal  visits  (two  well  baby  visits  fol- 

lowing hospitalization) 

B.  Nervous  and  mental  disorders 

(1)  Acute  emotional  disorders 

C.  Elective  surgery 

Dr.  McClintock  stated:  “Mr.  President  and  mem- 
bers of  the  Council,  your  committee  on  Economics 
met  yesterday.  I am  happy  to  report  that  the  officers 
you  approved  negotiated  a new  contract  with  Medi- 
care on  July  17  and  18  in  Washington,  the  president, 
the  secretary,  the  chairman  of  the  Committee  on 
Economics,  with  Mr.  Farrell  and  Mr.  Burns  of 
counsel  as  their  advisers.  Unfortunately  the  eagle 
eye  of  Mr.  Burns  missed  a single  typographical 
error;  I recommend  that  we  ask  the  chairman  of  the 
Board  of  Trustees  to  sign  a supplemental  contract 
correcting  this  typographical  error.” 

Approval  was  voted. 

“This  Congress  has  placed  many  restrictions  upon 
Medicare.  This  is  the  new  and  official  volume  of 
the  schedule  of  allowances.  As  a result  of  these 
restrictions,  new  regulations  have  been  set  forth  by 
the  Office  of  Dependents  Medical  Care  which  become 


effective  October  1.  Your  committee  felt  that  be- 
cause of  the  changes  and  further  restrictions  per- 
haps the  best  thing  we  could  do  was  to  reprint  these 
few  pages  of  information  on  the  new  regulations  and 
restrictions  as  to  what  is  allowed  and  what  is  not 
allowed  and  distribute  them  to  the  some  32,000  or 
34,000  physicians  in  the  State  of  New  York  whom  we 
are  obligated  to  keep  informed.  Such  a reprint 
would  contain  a statement  that  for  the  medical 
services  now  authorized  the  physician  will  be  asked 
to  submit  the  fee  he  would  charge  for  the  procedure 
performed  on  the  patient  in  the  $4,500  income  group. 
We  recommend  that,  because  of  the  circumstances, 
this  is  all  that  shall  be  done  at  this  time.  The 
Government  has  indicated  in  writing  that  they  will 
pay  the  costs  of  having  this  reprinted  and  dis- 
tributed. 

After  discussion,  approval  was  voted,  as  was  ap- 
proval of  the  report  as  a whole. 

Committee  Advisory  to  the  Columbia  University 
Study  of  Nonprofit  Medical  Care  Insurance  Plans. — 

Dr.  John  C.  McClintock,  chairman,  reported: 
“Your  advisory  committee  met  yesterday  after- 
noon. This  committee  was  appointed  at  the  request 
of  Dr.  Ray  E.  Trussed,  who  is  conducting  the  study, 
and  we  recommend  that  the  Council  endorse  the 
Project  and  express  our  willingness  to  cooperate  in 
every  way  possible. 

“We  further  suggest  that  the  Council  through  its 
official  publications,  the  Journal  and  Newsletter , 
urge  all  physicans  in  the  State  to  assist  in  making 
the  study  successful. 

“We  recommend  that  the  secretary  notify  each 
county  society  of  this  position  and  request  the  county 
societies  to  participate  if  called  upon  to  do  so.” 

It  was  voted  to  adopt  the  report. 

Ethics. — Dr.  Harold  F.  Brown,  chairman,  stated: 
“There  is  no  formal  report,  but  I would  like  to  in- 
form the  Council  that  last  month  two  members  of 
the  Ethics  Committee,  Dr.  Ezra  A.  Wolff  and  Dr. 
Frank  LaGattuta,  and  Dr.  John  Rogers,  chairman 
of  the  Public  Relations  Committee,  appeared  on  a 
television  program  in  New  York  City,  Fannie 
Hurst’s  “Show  Case,”  and  discussed  the  ethics  of 
the  medical  profession.  They  did  a good  job,  which 
ought  to  help  resolve  some  of  the  difficulties  in  the 
minds  of  some  of  the  people.  I want  to  congratulate 
all  three.” 

Hospital  and  Professional  Relations. — Dr.  Ray- 
mond S.  McKeeby,  chairman,  reported:  “Mr. 

President  and  members  of  the  Council,  a communi- 
cation from  the  Medical  Societies  of  the  Counties  of 
Oneida,  Herkimer,  and  Madison  was  referred  to  our 
committee,  in  regard  to  the  opinion  and  advice  of 
the  State  Medical  Society  on  the  application  of 
podiatrists  who  desire  membership  on  the  hos- 
pital staff  of  a municipally-owned  hospital.  The 
communication  seeks  advice  with  regard  to  either 
appointing  podiatrists  to  the  staff  or  granting 
podiatrists  permission  to  admit  patients. 

“After  a conference  with  all  members  of  the  com- 
mittee, the  following  recommendations  are  pre- 
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sented  to  the  Council  for  their  approval: 

“1.  By  definition  alone,  based  upon  the  publica- 
tion of  the  Joint  Commission  on  Accreditation  of 
Hospitals,  ‘Principles  for  Establishing  Medical 
Staff  Bylaws  and  Regulations,’  namely,  that  mem- 
bership upon  the  medical  staff  is  restricted  to 
physicians  and  surgeons  who  are  graduates  of 
approved  or  recognized  medical  schools  with  a 
degree  of  doctor  of  medicine  or  bachelor  of  medicine, 
in  good  standing  and  licensed  to  practice  in  the 
respective  states  or  provinces,  podiatrists  are  un- 
able to  qualify  for  staff  membership.  The  question 
asked,  ‘Would  our  answer  be  different  if  this  were  a 
private  hospital?’  is  also  referred  to  in  the  above 
fundamental  requirements  of  staff  membership. 

“2.  In  regard  to  granting  podiatrists  permission 
to  admit  patients,  while  the  committee  recognizes 
the  usefulness  of  podiatry,  it  also  recognizes  its 
limitations.  Inasmuch  as  the  podiatrists  cannot 
assume  the  full  responsibility  of  staff  membership, 
due  again  to  the  lack  of  fundamental  requirements, 
the  committee  recommends  that  podiatrists  cannot 
be  given  permission  to  admit  patients.  This  in  no 
way  is  to  be  construed  that  the  staff  physician  should 
not  seek  the  services  of  a podiatrist  when  the  occa- 
sion arises  in  hospital  patients.” 

In  the  discussion  which  followed,  it  was  brought 
out  that  it  has  always  been  our  position  that  podia- 
trists are  technical  adjuncts  to  the  medical  staff  in 
the  hospital;  therefore  they  do  not  qualify  to  be 
members  of  the  staff.  As  nonmembers  they  would 
not  be  permitted  to  admit  patients. 

It  was  voted  to  adopt  a substitute  resolution  that, 
having  heard  the  consensus  of  opinion,  Dr.  McKeeby 
and  our  legal  counsel  be  authorized  to  draw  up  a 
letter  embodying  these  ideas,  in  answer  to  the 
communication  from  Mr.  Harold  N.  Howell,  execu- 
tive secretary  of  the  Medical  Societies  of  the  Counties 
of  Oneida,  Herkimer,  and  Madison. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
man, presented  the  following  report:  “1.  Question- 
naire of  inplant  medical  facilities. — Your  Director  ob- 
tained from  the  Commerce  and  Industry  Association 
of  New  York  all  of  the  returns  received  in  response 
to  the  questionnaire  that  was  cosponsored  by  both 
the  State  Medical  Society  and  the  Commerce  and 
Industry  Association.  A report  will  be  submitted 
later. 

‘2.  Part-Time  Course  in  Occupational  Medicine 
at  New  York  University. — It  is  anticipated  that  the 
course  will  start  with  at  least  10  students  on  Septem- 
ber 18,  1958.” 

Labor  Unions  and  Industrial  Health. — Dr.  Joseph 
A.  Lane,  chairman,  reported:  “We  had  a meeting 
yesterday  afternoon,  which  was  attended  by  all 
members  of  the  committee.  In  addition,  we  had 
present  Dr.  William  B.  Shepard,  chairman  of  the 
Council  Committee  on  Industrial  Health  of  the 
American  Medical  Association  and  Adviser  to  the 
same  committee  for  the  State  Society.  Dr.  Anthony 
A.  Mira  was  also  present. 

“The  committee’s  discussion  centered  around  the 
recommendations  in  the  ‘Guides  for  Evaluation  of 


Management  and  Union  Health  Centers’  of  the 
American  Medical  Association. 

“The  committee  discussed  item  4 of  paragraph  A, 
Section  VIII,  of  the  Guides,  which  states,  ‘that  press 
and  public  relations  expenditures  should  be  kept  to  a 
minimum.’  It  was  the  unanimous  consensus  that 
this  item  be  deleted. 

“Further  discussion  was  held  concerning  meeting 
with  representatives  of  management  and  labor  to 
try  to  get  their  cooperation  with  the  medical  pro- 
fession. Dr.  McClintock  moved  that  the  committee 
recommend  it  be  empowered  to  meet  with  members 
of  management  and  labor.  The  motion  was  passed.  ’ ’ 

It  was  voted  to  adopt  the  report. 

Legislation. — Dr.  James  M.  Blake,  chairman,  re- 
ported: “The  Council  Committee  on  Legislation  is 
again  this  year  composed  of  18  members  and  two 
advisers,  Dr.  Larimore  from  the  State  Department 
of  Health  and  Dr.  Ezell  from  the  State  Department 
of  Education.  The  membership  of  the  committee  is 
very  similar  to  last  year.  The  State  is  again  divided 
into  area  counties,  with  a member  of  the  committee 
assigned  as  section  or  group  leader. 

“There  follows  a list  of  the  group  leaders.” 

Group  1 (Orleans,  Genesee,  Wyoming,  Livingston, 
Allegany,  Niagara,  Erie,  Chautauqua,  Cattaraugus) : 
John  C.  Brady,  M.D.,  Buffalo,  Leader. 

Group  2 (Cayuga,  Tompkins,  Tioga,  Chemung, 
Steuben,  Wayne,  Ontario,  Seneca,  Yates,  Schuyler, 
Monroe):  Robert  J.  Calihan,  M.D.,  Rochester, 

Leader. 

Group  3 (Oneida,  Onondaga,  Madison,  Cortland, 
Chenango,  Otsego,  Broome,  Herkimer):  Jurgens  H. 

Bauer,  M.D.,  Syracuse,  and  Elton  R.  Dickson,  M.D., 
Binghamton,  Leaders. 

Group  4 (St.  Lawrence,  Franklin,  Clinton,  Jefferson, 
Lewis,  Oswego):  Herman  B.  Snow,  M.D.,  Ogdens- 

burg,  Leader. 

Group  5 (Albany,  Washington,  Rensselaer,  Schenec- 
tady, Schoharie,  Warren,  Saratoga,  Essex,  Fulton, 
Montgomery):  Edwin  MacD.  Stanton,  M.D.,  Sche- 
nectady, and  Jacob  L.  Lochner,  Jr.,  M.D.,  Leaders. 

Group  6 (Orange,  Rockland.  Greene,  Delaware, 
Ulster,  Sullivan):  Frederic  W.  Holcomb,  M.D., 

Kingston,  Leader. 

Group  7 (Westchester,  Columbia,  Dutchess,  Putnam) : 
Henry  W.  Kaessler,  M.D.,  Bronx ville,  Leader. 

Group  8 (Nassau,  Suffolk):  Joseph  G.  Zimrinc., 

M.D.,  Long  Beach,  Leader. 

Group  9 (Bronx,  Kings,  Queens,  New  York,  Rich- 
mond): Aaron  Kottler,  M.D.,  Brooklyn;  George 
J.  Lawrence,  Jr.,  M.D.,  Flushing,  and  E.  Craig 
Coats,  M.D.,  New  York  City,  Leaders. 

Dr.  Blake  stated:  “It  is  recommended  that  there 
be  an  executive  subcommittee  of  the  Committee  on 
Legislation  which  may  act  in  an  emergency  w'hen  it  is 
not  possible,  or  perhaps  necessary,  to  call  the  entire 
committee  together.  The  following  members  are 
recommended  for  the  executive  subcommittee:  Dr. 
John  C.  Brady,  Dr.  Jurgens  H.  Bauer,  Dr.  George  J. 
Lawrence,  Jr.,  Dr.  Henry  I.  Fineberg,  your  chairman, 
and  Dr.  Harold  B.  Smith,  ex  officio.” 

It  was  so  voted. 

Dr.  Blake  continued:  “The  organization  meeting 
of  the  committee  was  held  September  10,  1958. 
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The  items  of  legislation  which  have  been  referred  to 
the  committee  have  been  reviewed. 

“The  following  is  a list  of  the  items  which  will  be 
considered  by  your  committee: 

1.  Protection  of  physicians  from  liability  aris- 
ing out  of  certifications  to  the  Motor  Vehicle 
Bureau  with  respect  to  physical  fitness  of  opera- 
tors. 

2.  Reduction  of  frequency  of  routine  school 
medical  examinations. 

3.  Making  payment  for  paramedical  services 
permissive  rather'  than  compulsory  under  Article 
IX-C  of  the  Insurance  Law. 

4.  Creation  of  a commission  to  study  the  law 
with  respect  to  dead  bodies. 

5.  Protection  of  privileged  nature  of  physician- 
patient  communications. 

6.  Lien  law. 

7.  Abolition  of  the  medical  practice  com- 
mittee. 

8.  Lay  practice  of  pathology. 

9.  Chiropractic. 

10.  Labor  union  health  centers. 

11.  Mentally  ill  physicians. 

12.  Separate  physiotherapy  examining  board 
and  grievance  committee. 

13.  Physician-laboratory  contracts. 

“Your  chairman  has  been  requested  by  Dr. 
Rogers  and  Mr.  Miebach  to  participate  in  the 
County  Society  Public  Relations  Chairmen  Confer- 
ence at  the  Hotel  Roosevelt  on  October  25. 

“We  received  an  invitation  from  Judge  Daniel 
Gutman  for  a possible  presentation  before  the  plat- 
form committee  of  the  Democratic  party,  but,  upon 
advice  of  Mr.  Foy,  Dr.  Smith  advised  Judge  Gutman 
that  the  Medical  Society  did  not  wish  to  make  a 
formal  presentation  but  was  available  for  consulta- 
tion on  medical  legislation  if  desired. 

“Your  chairman,  Dr.  Anderton,  Dr.  Harold  B. 
Smith  and  21  chairmen  or  representatives  of  county 
medical  societies  met  with  Attorney  General  Louis 
J.  Lefkowitz  and  representatives  of  the  Education 
and  Mental  Hygiene  departments  to  consider  the 
question  of  professional  persons  holding  licenses  who 
have  been  or  are  patients  in  mental  hospitals. 
Further  study  will  be  done  after  the  size  of  this 
problem  is  determined.  It  should  be  pointed  out 
that  it  refers  to  holders  of  all  types  of  professional 
licenses. 

“We  plan  again  this  year  to  meet  with  the  county 
legislation  chairmen  in  the  various  sections  of  the 
State  to  obtain  their  ideas  and  suggestions  pertain- 
ing to  legislative  matters.” 

This  part  of  the  report  was  adopted. 

Dr.  Blake  supplemented  his  report  as  follows: 
“The  meeting  of  the  Committee  on  Legislation 
yesterday  was  attended  by  14  members  of  the 
committee  and  three  ex  officio  members,  including 
one  adviser.  We  met  from  10:30  until  approxi- 
mately 4 o’clock  and  reviewed  the  various  items 
that  had  been  referred  to  us. 

“I  pointed  out  to  the  committee  that  I felt  that 
medical  legislation  was  a two-fold  proposition:  (1) 
that  it  should  consist  of  legislation  or  affairs  that 


affect  and  are  for  the  benefit  of  the  public;  (2)  that 
it  should  refer  to  legislation  which  affects  and  is  for 
the  benefit  of  our  Society  and  of  physicians  in- 
dividually. 

“I  cannot  keep  from  commenting  at  this  time  that 
since  my  appointment  in  the  spring  I have  been 
trying  to  learn  as  much  as  I can  of  the  feeling  of 
people  in  the  Albany  area  about  the  medical  pro- 
fession and  medical  legislation,  and  I believe  Dr. 
Fineberg  will  back  me  up  that  Dr.  Louis  H.  Bauer 
spoke  the  words  that  I have  heard  consistently  all 
summer,  and  that  is  that  as  individuals  you  are 
really  wonderful  people  but  as  an  organization  you 
are  horrible. 

“Now  to  refer  specifically  to  some  of  the  items 
which  were  referred  to  us.  The  first  resolution  con- 
sidered was  58-20,  which  refers  to  the  protection  of 
physicians  from  liability  arising  out  of  certification  to 
the  Motor  Vehicle  Bureau  in  respect  to  physical 
fitness  of  the  operator.  Mr.  Foy,  our  legal  counsel, 
feels  very  definitely  that  there  is  no  liability  as  far 
as  the  physician  is  concerned  in  so  certifying.  He 
states  that  the  statement  is  at  the  time  the  examina- 
tion is  made  and  does  not  carry  beyond  that,  that 
there  has  never  been  any  action  of  that  type  in  the 
past,  and  that  he  feels  there  is  no  liability.  How- 
ever, some  of  the  members  of  the  committee  dis- 
agreed and  thought  the  matter  should  be  pursued 
further,  and  it  was  subsequently  felt  that  it  should 
be  referred  to  the  Malpractice  Insurance  and  De- 
fense Board  and  to  our  legal  counsel  for  their  opinion 
as  to  the  question  of  liability  and  whether  or  not 
we  should  take  definite  action  relative  to  legislation. 

“The  second  resolution  was  the  one  referring  to 
the  reduction  of  frequency  of  school  physical  ex- 
aminations. This  was  discussed  last  year,  the 
question  of  changing  the  physical  examination  from 
one  year  to  three  years.  It  seems  that  during  the 
course  of  the  year  there  has  developed  considerable 
controversy  on  this  subject  even  among  the  pedia- 
tricians, who  apparently  originally  felt  it  was  a good 
idea.  But  now  there  is  objection,  and  the  pedia- 
trician member  of  the  committee  felt  very  strongly 
the  existing  sequence  should  not  be  changed. 

“We  were  also  advised  by  Dr.  Ezell,  of  the  De- 
partment of  Education,  that  he  felt  it  undoubtedly 
would  not  be  altered,  that  it  was  a department 
policy,  and  that  his  suggestion  would  be  that  it 
might  be  referred  to  the  Interdepartmental  Health 
Resources  Board  for  consideration. 

“As  a result  the  committee  felt  that  probably 
it  was  advisable  not  to  pursue  the  introducing  of 
legislation  to  this  effect  and  actually  recommended 
that  no  action  be  taken.” 

After  discussion,  the  recommendation  was  adopted. 

Dr.  Blake  continued:  “The  third  resolution  is 
number  58-23,  making  the  payment  for  paramedical 
services  permissive  rather  than  compulsory  under 
Article  IX-C  of  the  Insurance  Law.  This  was  re- 
ferred to  this  morning  again  by  Dr.  Bauer  as  well 
as  the  question  of  the  payment  of  other  ancillary 
services  by  our  voluntary  health  insurance  plans. 
We  discussed  this  in  detail.  It  was  felt  that  we 
should  support  some  type  of  legislation  in  reference 
to  this.  It  was  finally  recommended  that  the 
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voluntary  insurance  nonprofit  plans  be  asked  for,  or 
information  gathered  as  to  their  intent  in  this  re- 
gard or  anything  in  reference  to  this  problem  and 
what  their  desire  might  be  in  regard  to  the  introduc- 
tion of  legislation.  Then  we  would  be  in  a position 
either  to  support  the  type  of  legislation  that  they 
recommended  or  to  introduce  it  ourselves.  Our 
recommendation  at  the  moment  was  that  we  request 
information  from  the  Blue  Shield  and  Blue  Cross 
Plans,  which  I assume  would  be  Dr.  McClintock’s 
subcommittee,  as  to  their  thoughts  on  the  best  way 
to  proceed. 

“The  fourth  item  is  resolution  58-40,  dealing  with 
the  creation  of  a commission  to  study  the  law  with 
respect  to  the  dead  human  body.  This  refers  to  last 
year’s  effort  as  to  the  possible  creation  of  a com- 
mission on  this  problem.  The  legislation  adviser 
and  Dr.  Smith  again  feel  that  this  resolution  is 
ambiguous  as  to  just  exactly  what  is  wanted,  and 
after  our  discussion  the  committee  recommends  to 
you  that  the  president  appoint  a committee  consist- 
ing of  representatives  of  the  Medical  Society,  includ- 
ing pathologists,  and  representatives  of  the  Hospital 
Association  of  Greater  New  York  and  the  New  York 
State  Hospital  Association,  to  investigate  this  fur- 
ther as  to  the  exact  facts  that  should  be  presented 
to  the  Legislature  for  the  posible  creation  of  such 
commission.  I believe  Dr.  Fineberg  last  year  felt 
similarly,  that  we  had  a good  idea  in  getting  the 
commission  appointed.  But  in  talking  with  Senator 
Mahoney  he  felt  we  should  give  them  a specific 
plan  upon  which  they  could  work. 

“Our  committee  felt  that  it  should  consist  of 
pathologists  and  in  addition  also  representatives  of 
the  hospitals.  A couple  of  the  men  on  the  committee 
felt  that  the  hospitals  should  be  involved  because 
they  are  now  faced  with  the  problem  of  maintaining 
their  standing  because  they  must  have  a certain  per- 
centage of  autopsies  to  be  approved.  They  are 
definitely  interested.  Our  recommendation,  there- 
fore, is  that  you  appoint  a committee  representing 
these  three  groups  who  could  present  the  actual  facts 
to  us,  and  we  in  turn  present  them  to  the  Legisla- 
ture.” 

It  was  voted  to  approve  this  portion  of  the  report. 

“The  fifth  resolution  which  was  referred  to  us  is 
58-47,  pertaining  to  the  protection  of  the  privileged 
nature  of  the  physician-patient  relationship.  This 
was  a resolution  asking  the  committee  to  be  alert  for 
the  reintroduction  of  this.  Should  it  be  introduced 
again,  we  will  vigorously  oppose  it  as  was  done  last 
year. 

“The  sixth  item  refers  to  the  lien  law.  This  is 
resolution  58-54: 

Whereas,  it  is  evident  that  physicians  should 
be  protected  under  the  New  York  State  Lien  Law; 
and 

Whereas,  numerous  previous  attempts  to  in- 
clude physicians  under  the  New  York  State  Lien 
Law  have  failed;  now  therefore  be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  again  proceed  in  every  proper  and 
lawful  manner  to  amend  the  present  lien  law  to 
include  physicians. 


“I  presented  that  to  the  committee,  and  the  com- 
mittee looked  upon  it  with  complete  disfavor. 
They  think  it  is  not  desirable  for  the  most  part, 
and  Mr.  Foy,  our  legal  representative,  tells  me  that 
it  is  absolutely  impossible  to  even  think  that  it  has 
a chance  of  becoming  law.” 

After  discussion,  the  recommendation  of  the  com- 
mittee not  to  push  this  proposed  legislation  was 
adopted. 

“The  next  item  refers  to  the  abolition  of  the 
Medical  Practice  Committee,  resolution  58-57.  I 
think  everyone  is  in  total  agreement  that  it  was 
wrong,  that  they  did  not  like  it,  that  it  had  all  types 
of  things  disfavorable  toward  it,  but  unfortunately 
we  were  stuck  with  it.  The  question  arises  whether 
we  can  do  anything  about  it.  The  point  of  the 
committee’s  recommendation,  however,  was  that 
we  should  continue  to  fight  this  law  and  record  our 
opposition  to  it  and  try  to  point  out  the  irregulari- 
ties in  it,  and  that  further  we  should  have  our  legal 
advisers  and  our  counsel  explore  further  the  question 
of  the  introduction  of  legislation  that  might  at  least 
prevent  its  spread  beyond  where  it  is  at  present.  At 
the  moment  it  applies  to  any  county  with  a popula- 
tion of  a million.  Mr.  Foy  suggested  we  might 
get  legislation  suggesting  1,200,000  population. 
We  were  told  yesterday  that  it  had  already  be- 
come effective  in  Nassau  County.  I understand  in 
Erie  there  is  a population  of  over  1,000,000  so  it  will 
probably  come  about  as  it  has  in  Nassau.  Dr. 
Zimring,  if  I am  quoting  him  correctly,  said  they 
were  simply  notified  that  as  of  such-and-such  date 
they  considered  the  population  of  Nassau  as  above 
a million  and  that  Nassau  County  henceforth  would 
be  under  the  jurisdiction  of  a medical  practice  com- 
mittee rather  than  the  county  society.  So  the 
present  plan  is  to  explore  the  question  of  trying  to 
get  some  type  of  legislation  that  would  at  least 
stymie  it,  although  we  think  there  is  very  little 
chance  of  making  it  retroactive.” 

Dr.  Dorman  stated:  “For  the  record,  I believe 
that  it  has  to  be  on  the  basis  of  a census  of  over  a 
million  before  official  action  is  taken.  In  the  case 
of  Nassau  there  was  an  emergency  or  an  interim 
censqs  taken,  and  it  was  on  that  basis  that  the 
Medical  Practice  Committee  was  extended  to  cover 
Nassau  County.  I believe  you  are  correct,  Dr. 
Blake,  in  stating  that  Erie  is  now  over  the  1,000,000 
mark,  but  no  action  will  probably  be  taken  in  that 
case  until  a census  of  the  county  has  been  taken. 

“In  view  of  the  fact  that  this  does  affect  workmen’s 
compensation  law  and  in  view  of  the  fact  that  it 
would  be  practically  impossible  to  revoke  the  law 
controlling  the  Medical  Practice  Committee,  I would 
like  to  move  that  this  Council  recommend  that  we 
go  along  with  Mr.  Foy’s  recommendation  to  try 
to  have  the  million  population  requirement  increased 
in  the  present  law  so  as  to  limit  the  application  of  the 
Medical  Practice  Committee.  I so  move.” 

After  discussion,  the  motion  was  carried. 

Dr.  Blake  continued:  “Resolution  58-58  which 
refers  to  labor  union  health  centers  states: 

Resolved,  that  immediate  action  be  taken  in 
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cooperation  with  union  representatives  and  the 
State  Department  of  Social  Welfare,  to  promote 
State  legislation  covering  the  entire  field  of  in- 
dustrial health  centers  in  which  the  principle  of 
free  choice  shall  be  requisite  in  order  that  organ- 
ized medicine  may  give  its  proper  leadership  to 
plans  for  purveying  medical  care  to  the  public. 

“Our  committee  was  in  accord  and  felt  that  it 
should  be  referred  to  your  Ad  Hoc  Committee  on 
Labor  Unions  and  Industrial  Health  and  your 
Industrial  Health  Committee  for  further  clarifica- 
tion and  study  as  to  how  we  should  proceed.” 

Approval  was  voted. 

Dr.  Blake  continued:  “All  of  the  other  items  with 
the  exception  of  one  were  holdovers  from  last 
year.  The  committee  felt  that,  of  the  ones  that 
were  listed  as  holdovers,  the  two  we  should  follow  up 
were  the  Injunction  Bill,  with  the  hope  that  we  can 
convince  the  Legislature  that  it  is  worth  while,  and 
the  second  is  the  question  relative  to  the  hospital 
practice  of  medicine.  The  recommendation  of  the 
committee  is  that  we  explore  further  Dr.  Greenough’s 
report  of  last  year  and  that  we  report  to  you 
later.” 

Approval  was  voted. 

Dr.  Blake  stated:  “I  now  come  to  the  last  two 
items.  One  is  a communication  which  came  to  me 
as  a carbon  copy  from  Dr.  John  J.  Clemmer, 
director  of  the  Bender  Laboratory,  in  Albany.  This 
came  to  Dr.  Anderton,  and  he  referred  it  to  me  with 
a copy  of  his  reply. 

Harry  P.  Smith,  M.D. 

630  West  168th  Street 
New  York,  N.Y. 

Dear  Doctor  Smith, 

This  morning  I took  part  in  a conference  with  reference 
to  legislation  in  the  field  of  laboratory  practice,  specifically, 
the  question  of  eliminating  some  of  the  abuses  in  the  bio- 
analytical  laboratory  field.  This  conference  was  at  the 
suggestion  of  Senator  Metcalf.  The  committee  consisted 
of  Dr.  Larimore,  Associate  Commissioner  of  Health,  Dr. 
Victor  Tompkins,  director  of  the  Division  of  Laboratories 
and  Research  of  the  State  Department  of  Health,  Dr. 
Albert  Harris,  associate  director  of  the  Division  of  Labora- 
tories and  Research,  Mr.  Murray,  attorney  for  the  State 
Department  of  Health,  and  myself.  We  were  expected  to 
suggest  legislation  which  might  counteract  or  replace  the 
various  bills  with  reference  to  the  bioanalytical  laboratory 
field  which  were  introduced  in  the  last  session  of  the  Legis- 
lature. 

It  was  my  suggestion  that  if  pathology  were  thoroughly 
recognized  as  the  practice  of  medicine,  many  of  the  prob- 
lems would  be  solved.  Medical  laboratories  would  then  be 
permitted  only  under  the  direction  of  a physician-patholo- 
gist and  would  be  subject  to  regulations  as  are  other  med- 
ical specialties.  I pointed  out  that  the  various  bills  to 
license  technicians  and  bioanalytical  laboratories  were  de- 
signed primarily  to  permit  nonmedical  people  to  practice 
pathology  and  that  if  pathology  were  recognized  as  the 
practice  of  medicine,  this  would  be  illegal.  I stated  that 
the  pathologist  should  have  the  responsibility  and  privilege 
of  assigning  technical  duties  to  those  working  under  his 
supervision  and  that  medical  technician  licensure  was  un- 
necessary. I further  emphasized  that  the  wide  range  and 
variety  of  technical  duties  performed  in  the  medical  lab- 
oratory required  such  diverse  qualifications  that  it  would 
be  difficult  to  specify  them  in  a licensing  act. 

I believe  that  most  of  the  group  agreed  with  me.  We 
adjourned  our  meeting  with  the  suggestion  that  I should 
contact  pathologists  in  New  York  State  and  arrange  for 
sponsorship  of  a bill  which  would  define  pathology  as  the 


practice  of  medicine.  It  was  suggested  that  such  sponsor- 
ship might  come  from  the  Medical  Society  of  the  State  of 
New  York  through  its  Section  on  Pathology,  the  New  York 
State  Society  of  Pathologists,  and  the  New  York  State 
Association  of  Public  Health  Laboratories;  any  one  or  all 
of  these. 

Other  suggestions  included  requesting  an  opinion  from 
the  Attorney  General  concerning  the  definition  of  pathology 
as  it  applies  to  the  Medical  Practice  Act.  This  could 
probably  be  arranged  by  Mr.  Murray,  the  attorney  for  the 
Health  Department,  or  by  Mr.  Brind,  the  attorney  for  the 
State  Education  Department. 

Dr.  Larimore  suggested  legislation  which  would  require 
that  all  medical  laboratories  be  licensed  under  standards 
similar  to  those  presently  in  effect  for  the  official  approval 
of  laboratories  by  the  Division  of  Laboratories  and  Re- 
search. As  you  probably  know,  at  present  this  approval 
system  is  voluntary,  although  State-aided  laboratories  and 
those  doing  official  public  health  work  must  be  approved. 
The  current  approval  system  involves  primarily  micro- 
biology, surgical  pathology,  and  blood  bank  procedures, 
but  does  not  extend  to  the  fields  of  hematology,  chemistry, 
and  other  phases  of  clinical  pathology.  The  system  is  good 
in  that  it  places  the  emphasis  for  approval  on  the  qualifica- 
tions of  the  director,  who  shall  be  a graduate  of  medicine 
with  four  years  postgraduate  training  in  pathology.  If 
such  a system  were  extended  to  each  laboratory  in  the 
State  and  made  mandatory,  it  would  automatically  elim- 
inate those  laboratories  which  are  not  under  the  direction 
of  physicians.  A disadvantage  of  this  suggestion  would  be 
that  pathologists  would  be  subject  to  more  governmental 
regulations  than  medical  specialists  in  other  fields.  Also, 
such  an  inspection  program  would  be  expensive  and  diffi- 
cult to  administer.  From  personal  experience  I may  say 
that  I have  no  complaints  about  the  present  New  York 
State  approval  system.  The  Bender  Laboratory  is  an 
approved  laboratory  and  our  contacts  with  the  Division 
of  Laboratories  and  Research  have  been  pleasant  and 
valuable. 

I would  prefer  to  meet  this  problem  by  obtaining  legal 
recognition  that  pathology  is  the  practice  of  medicine, 
including  a broad  enough  definition  of  pathology  so  that  all 
medical  laboratory  diagnostic  procedures  would  be  neces- 
sarily under  the  direction  of  a pathologist.  I am  sure  there 
would  be  much  controversy  before  such  legislation  could  be 
passed.  However,  I believe  it  would  have  the  backing  of 
the  Health  Department  and  the  Education  Department. 

Still  another  suggestion  was  to  arrange  for  a court 
case  which,  if  successful,  would  define  pathology  as  it  was 
defined  in  Iowa  and  declare  the  various  bioanalytical  non- 
medically-directed  laboratories  illegal.  I am  sure  you 
realize  that  many  problems  are  connected  with  such  a 
court  decision. 

I believe  it  is  very  important  that  this  problem  be  care- 
fully considered  and  that  an  active  positive  program  be 
developed.  Otherwise,  the  nonmedical  laboratory  group 
will  eventually  succeed  with  their  program  in  the  Legisla- 
ture. I am  uncertain  as  to  the  immediate  steps  which 
should  be  taken.  I suggest  the  appointment  of  a committee 
representing  the  Medical  Society  of  the  State  of  New  York, 
the  New  York  State  Society  of  Pathologists,  and  the  New 
York  State  Association  of  Public  Health  Laboratories. 
Also,  perhaps  there  should  be  consultation  with  our  na- 
tional societies,  particularly  the  College  of  American  Pathol- 
ogists and  the  American  Society  of  Clinical  Pathologists. 

I am  sending  this  letter  to  various  individuals  who  should 
be  interested,  and  I hope  that  I may  have  some  replies. 

John  J.  Clemmer,  M.D. 

“Uopies  were  sent  to  nineteen  individuals  through- 
out the  State.  Whether  or  not  he  received  replies  I 
do  not  know. 

“The  committee  thought,  if  it  met  with  your 
approval,  we  should  follow  Dr.  Clemmer’s  suggestion 
and  appoint  a committee. 

“The  question  was  brought  up  by  some  mem- 
bers of  the  committee  as  to  anesthesiology  and  some 
of  the  other  allied  fields  of  practice.  However,  the 
committee  felt  that  this  was  a specific  problem  and 
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that  we  should  not  try  to  tie  the  anesthesia  and  the 
other  services  of  that  type  together,  but  they  did 
suggest  that  you,  Mr.  President,  appoint  a committee 
as  recommended  in  Dr.  Clemmer’s  letter  to  confer 
further  with  him  and  explore  whether  or  not  this  is 
desirable.  I move  adoption  of  that  portion  of  the 
report.” 

An  amendment  was  proposed  providing  that  this 
be  referred  to  the  Committee  on  Legislation  rather 
than  to  a special  committee. 

After  discussion,  in  which  it  was  suggested  that  the 
Legislation  Committee  appoint  a subcommittee  of 
its  own  for  the  purpose  and  that  pathologists  be 
requested  to  serve  as  advisors,  the  amendment  was 
unanimously  carried. 

The  motion  as  amended  was  carried. 

Dr.  Blake  continued:  “The  final  item  refers  to 
chiropractic.  I should  start  by  quoting  Dr.  Fine- 
berg  when  he  stated  yesterday  that  he  had  pretty 
reliable  information  that  this  year  is  apparently  the 
year  of  decision. 

“I  have  two  short  letters  along  that  line.  One  is 
from  Medical  Economics  asking  us  what  we  are  going 
to  do  about  chiropractic,  inasmuch  as  they  have 
been  advised  that  the  next  session  of  the  Legislature 
is  the  one  in  which  the  Chiropractic  Association  in- 
tends to  pass  their  licensure  act.  ‘One  reason  is  that 
we’re  interested  by  the  chiropractors’  threat’  “.  . . 
this  is  news  to  me...”  ‘to  bring  a million-dollar 
suit  against  medical  societies  that  attempt  to  block 
licensing.  . . . ‘Another  device  we’ve  noticed  that 
the  chiropractors  have  been  using  is  challenging 
M.D.’s  to  debate  the  issue.’ 

“I  presume  we  will  have  to  answer  that  in  some 
respect. 

“The  other  is  a letter  concerning  a press  release 
from  the  Chiropractic  Association  of  New  York, 
which  we  received  through  Dr.  Herbert  F.  Schwartz, 
secretary  of  the  Ulster  County  Medical  Society. 

‘The  Chiropractic  Association  of  New  York,  seek- 
ing state  licensure,  today  offered  to  ‘‘sit  down  with 
the  New  York  Medical  Society  and  iron  out  all  dif- 
ficulties” between  the  two  groups  before  the  next 
session  of  the  State  Legislature  convenes. 

‘The  association  pointed  out  that  in  44  states  and 
the  District  of  Columbia  chiropractic  and  medical 
doctors  work  together  and  ‘‘there  isn’t  any  reason  an 
agreement  can’t  be  reached  in  New  York.” 

‘Chiropractic  is  being  accepted  by  the  public  more 
each  day,  said  the  association  spokesman.  ‘‘Those 
being  hurt  most  by  the  medical  association  antichiro- 
practic lobbying  pressures  is  the  general  public,”  he 
asserted. 

“‘Chiropractic  has  now  reached  the  point  where  it 
is  the  second  largest  healing  art  in  the  world,”  the 
association  spokesman  said. 

‘ ‘‘We  feel  that  the  confidence  the  public  has  shown 
in  chiropractic  should  be  accepted  by  the  medical 
group  and  that  chiropractic  should  be  licensed  in 
New  York  as  it  is  in  44  other  states. 

‘“However,”  continued  the  spokesman,  “before  we 
regress  to  court  action  against  unfair  lobbying  prac- 
tices of  the  medical  groups,  we  feel  that  the  problem 
can  be  worked  out  to  the  benefit  of  the  medical  doc- 
tors, chiropractors,  and  most  of  all  to  the  public  by 
‘sitting  down  and  talking  it  out’.” 


“Dr.  Anderton  received  this  letter  and  answered 
it  by  having  the  Public  Relations  Bureau  send  Dr. 
Schwartz  some  information. 

A discussion  followed , off  the  record. 

Then  Dr.  Blake  continued:  “Along  that  same  line, 
we  received  another  suggestion  which  calls  for 
thought.  The  committee  referred  it  to  you  for  in- 
formation, suggesting  that  it  be  sent  to  legal  counsel 
again  and  the  legislation  adviser  for  study  and  advice. 
It  originated  from  Bronx  County.  Dr.  Fineberg  re- 
ceived it  early  this  spring  and  forwarded  it  to  me. 
The  Bronx  County  Medical  Society,  in  a letter,  re- 
ferred to  a communication  and  to  a conversation 
they  had  with  a Mr.  Berry  Golomb,  an  attorney  of 
New  York  City,  with  an  office  at  41  East  42nd  Street. 
Mr.  Golomb  refers  to  the  problem  of  chiropractic 
and  what  we  have  done  in  defending  our  stand  ob- 
jecting to  it  over  a period  of  years  and  suggests 
we  should  engage  in  a program  of  offense  rather  than 
defense.  His  suggestion  is  a proposed  amendment  to 
the  Education  Law  of  the  State  of  New  York  which 
in  essence  changes  the  Education  Law  so  in  de- 
scribing the  practice  of  medicine  it  would  add  the 
word  ‘willing’  to  do,  diagnose  and  treat,  etc.,  and 
which  would  include  the  chiropractor,  for  instance 
anyone  who  holds  himself  capable  and  willing  to  do 
it,  diagnose,  treat,  etc.  Then  he  incorporates  it 
in  the  penalty  so  as  to  make  it  a truly  illegal  proposi- 
tion. 

“I  don’t  know  what  the  merit  is,  but  it  warrants 
study.  Our  recommendation  was  that  it  be  re- 
ferred to  our  legal  counsel  as  well  as  our  legislation 
adviser  as  to  whether  they  thought  the  proposition 
should  be  pursued  as  far  as  legislation  is  concerned. 

It  was  voted  that  the  recommendation  be  adopted. 

It  was  voted  to  adopt  the  report  as  a whole. 

Federal  Legislation  Subcommittee. — Dr.  John  F. 
Rogers,  chairman,  reported:  “More  physicians,  in  a 
seemingly  endless  procession,  paraded  up  Capitol 
Hill  to  appear  before  various  committees  of  the  85th 
Congress  considering  legislation  affecting  the  med- 
ical profession  than  appeared  before  any  other 
Congress  in  our  history.  This  Congress  heard  state- 
ments from  organized  medicine  on  many  subjects. 
A weary  Congress  finally  adjourned  on  August  25, 
and  it  passed  a dozen  health-related  bills. 

“The  Social  Security  amendments  bill  (HR 
13549)  received  the  most  attention  on  the  part  of  the 
American  Medical  Association,  and  when  your 
chairman  notes  ‘most  attention,’  it  cahnot  convey  to 
you  the  tremendous  number  of  letters,  telegrams, 
telephone  calls,  and  other  media  used  in  this  all-out 
effort.  The  Forand  proposal  for  hospitalization  of 
the  aged  under  Social  Security  benefits  (HR  9467) 
received  ‘No  Action’  along  with  HR  306,  Grants 
and  Scholarships  for  Nursing;  HR  3764,  National 
Compulsory  Health  Insurance,  and  HR  6506  and 
HR  6707,  Health  Insurance  Pooling. 

“Passed  over  until  the  next  Congress  were  (1) 
mortgage  loan  guarantees  for  proprietary  nursing 
homes;  (2)  Jenkins-Keogh  legislation  for  t&x  de- 
ferral of  funds  paid  by  self-employed  into  retirement 
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DESITIN  SOAP 


. . . ideal  for  baby's  bath! 
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plans;  and  (3)  spelling  out  of  veterans  entitlement 
to  VA  hospitalization. 

“The  85th  Congress  enacted  and  sent  to  the 
White  House  the  Fogarty  Bill  (HIt  9822)  author- 
izing a White  House  Conference  on  the  Aging  in 
January,  1961. 

“A  point  of  information  on  the  Keogh  bill  rela- 
tive to  the  deferment  of  income  taxes  on  the  part  of 
the  self-employed  is  that  it  made  more  progress  in 
this  session  than  ever  before.  It  passed  the  House 
by  an  overwhelming  vote  and  its  sponsors,  led  by  the 
American  Thrift  Assembly,  are  prepared  to  renew 
efforts  in  the  86th  Congress. 

“The  85th  Congress  w'rote  an  impressive  number 
of  health  measures,  the  more  important  ones  being 
listed  in  Table  I.  It  failed  to  act  on  some  bills, 
and  in  all  likelihood,  they  will  be  introduced  anew 
in  the  86th  Congress  convening  next  January  7.” 

Dr.  Rogers  continued:  “I  would  like  to  advise  that, 
while  the  Forand  Bill  for  a hospitalization  program 
under  social  security  failed  to  clear  the  House  Ways 
and  Means  Committee,  the  Committee  did  order 
the  Department  of  Health,  Education,  and  Welfare 
to  make  a thorough  study  of  the  problem  of  financing 
medical  care  of  the  aged,  with  emphasis  on  use  of 
social  security.  Because  the  report  is  due  by  next 
February  1 the  basic  issue  is  almost  certain  to  come 
to  the  front  early  in  the  new  Congress. 


assistance  within  states. 

“To  correct  abuses  in  health  and  welfare  plans, 
Congress  voted  a measure  requiring  both  labor 
and  management  health  and  welfare  plans  to  make 
annual  financial  reports  to  the  Secretary  of  Labor, 
exempting  plans  with  fewer  than  25  members.  Al- 
though the  President  signed  the  bill  as  PL  85-836,  he 
stated  it  had  no  teeth,  for  the  Act:  (1)  requires  only 
summary  statements;  (2)  No  agency  of  government 
is  authorized  to  provide  uniform  interpretation; 
(3)  The  bill’s  reliance  rests  solely  upon  individual  em- 
ployes to  compel  compliance  through  court  pro- 
ceeding, which  is  unrealistic,  because  employe  suits 
without  the  aid  of  governmental  authority  can  be 
intimidated  and  subject  to  reprisals;  (4)  Congress 
failed  to  appropriate  any  money  to  administer  the 
custodial  function  of  the  Secretary  of  Health, 
Education,  and  Welfare,  and  the  annual  financial 
reports  will  not  have  to  be  furnished  until  May  or 
120  days  after  completion  of  their  fiscal  year,  if  on 
that  basis. 

“Reorganization  of  the  Department  of  Defense 
was  going  to  result  in  elimination  of  the  post  of 
Assistant  Secretary  of  Health  and  Medical  Affairs. 
However,  influence  brought  by  the  American 
Medical  Association  caused  reversal  of  that  plan, 
and  the  incumbent,  Dr.  Frank  B.  Berry  is  expected 
to  stay.” 

It  was  voted  to  adopt  the  report. 


TABLE  I. — Legislative  Boxscore,  85th  Congress,  2nd  Session,  September  5,  1958 


Subject 

Bill  Number 

Action 

House  Senate 

Public  Works  Loan 

S 3497 

Defeated  August  1 Passed  April  16 

Civilian  Pay„(VA  Doctors) 

S 734 

Public  Law  85-462,  June  20 

Military  Pay 

HR  11470 

Public  Law  85-422,  May  20 

P.A.  Health  School  Grants 

HR  11414 

Public  Law  85-544,  July  22 

HEW  Appropriations 

HR  11645 

Public  Law  85-580,  August  1 

Union  Health  Plans 

S 2888 

Public  Law  85-836,  August  28 

Social  Security 

HR  13549 

Public  Law  85-840,  August  28 

Medical  School  Aid 

HR  6874 

Hearings  held 

S 1917 

In  committee 

Research  Facilities 

HR  12876 

Public  Law  85-777,  August  27 

Chemical  Additives 

HR  13254 

Awaiting  presidential  signature 

Jenkins-Keogh  Taxes 

HR  10 

Passed  July  28 

S 3194 

In  committee 

Hill-Burton  Extension 

HR  12628 

Public  Law  85-664,  August  14 

Hill-Burton  Loans 

HR  12694 

Public  Law  85-589,  August  1 

Federal  Aviation  Agency 

S 3880 

Public  Law  85-726,  August  23 

Civil  Defense  Aid 

HR  7576 

Public  Law  85-606,  August  8 

Defense  Reorganization 

HR  12541 

Public  Law  85-599,  August  6 

Medicare  Appropriations 

HR  12738 

Public  Law  85-724,  August  22 

Nursing  Home  Loans 

S 4035 

Defeated  August  18  Passed  July  11 

HR  13776 

Pending 

Presumption  of  Service  Connection 

HR  413 

Passed  July  7 Postponed 

HR  1143 

Passed  July  21 

VA  Hospitalization 

HR  10028 

Reported  July  30 

Aging  Conference 

HR  9822 

Signed  September  2,  awaiting  number 

“Concerning  the  next  program,  Medicare,  officials, 
after  another  look  at  the  account  books,  see  the  possi- 
bility of  a shutdown  of  the  civilian  phase  of  the 
program  early  in  1959. 

“It  is  shown  that  the  peak  of  health  spending  has 
not  yet  been  reached,  because  House  and  Senate 
committees  are  becoming  more  and  more  health 
oriented. 

“Eleven  schools  of  public  health  were  promised 
$1,000,000  in  Federal  grants  to  assist  them  in  pro- 
fessional training,  consultive  services,  and  technical 


Malpractice  Insurance  and  Defense  Board. — Dr. 

J.  Stanle}'  Kenney,  a member  of  the  Board,  stated: 
“There  is  no  formal  report,  but  I have  been  author- 
ized b}'  Dr.  Kelley,  the  chairman,  to  inform  the 
Council  that  the  two  resolutions,  58-10  and  58-12, 
have  been  received  and  taken  cognizance  of. 

Mr.  Martin  stated:  “You  all  read  a decision  in  the 
recent  issue  of  the  New  York  State  Journal  of 
Medicine,  the  Court  of  Appeals  4 to  3 decision  in  a 
malpractice  case.  The  attorneys  for  the  doctors 
[Continued  on  page  3894] 
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IN  OFFICE  SURGERY 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 
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Xylocaine  HC1  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lidocaine*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 
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energizers.  After  coming  on  gradually,  effects  are 
prolonged... free  from  hyperirritability,  jitteri- 
ness or  emotional  tension... free  from  excessive 


motor  activity . . .free  from  loss  of  appetite . . .free 
from  elevation  of  blood  pressure  or  heart  rate 
...free  from  sudden  letdown  on  discontinuance 
of  therapy. 


Deaner  a totally  New  Molecule 

has  proved  to  be  of  value  in  the  alleviation  of  a wide 
variety  of  emotional  disturbances.1  It  is  indicated  in 
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• mild  depression 

• chronic  headache 
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lengthens  attention  span.3 
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Give  your 
diagnostic  skill 
the  advantage  of 

MODERN 

instrumentation 


Whenever  a diagnostic  “tool”  can  give  you 
some  added  advantage  in  better  performance  or 
wider  usefulness  — your  own  diagnostic  skill  is 
aided  by  more  complete  facts,  and  your  time 
is  saved  through  simpler,  more  convenient  use. 
Each  of  these  Sanborn  instruments  gives  you  just 
such  added  advantages. 

With  the  new  Rappaport-Sprague  Acoustic 
Stethoscope,  sounds  which  are  only  faintly  dis- 
cernible or  at  the  threshold  of  audibility  with 
conventional  stethoscopes  become  clearly  audi- 
ble, providing  new  assurance  in  auscultation. 
Equipped  with  five  chest  pieces  for  sensing  and 
localizing  sounds  of  various  pitch,  and  three  sets 
of  ear  pieces  for  proper  fit,  this  new  Stethoscope 
clearly  reflects  the  results  of  ten  years  of  re- 
search and  investigation  undertaken  during 
its  development. 

In  the  Visette  electrocardiograph,  true  porta- 
bility in  a clinically  accurate  ECG  is  now  a 
practical  reality.  By  its  brief  case  size  and  18- 
pound  weight,  the  Visette  lets  you  take  ’cardiog- 
raphy to  your  patient  — in  his  home,  at  the 


hospital,  at  an  industrial  plant  clinic,  wherever 
the  need  exists.  Modern  electronic  components 
— a new,  much  lighter  galvanometer  — design 
innovations  ranging  from  pushbutton  grounding 
and  double-check  standardization  signals  to 
fully  automatic  stylus  stabilization  as  leads  are 
switched  — make  the  Visette  the  most  conven- 
ient ECG  you  (and  your  technician)  can  use. 
And  this  first  (and  still  the  only)  18-pound 
’cardiograph  is  now  being  used  by  more  than 
3000  doctors,  both  here  and  abroad. 

For  the  benefits  modern  instrumentation  can 
give  you  and  your  patients  — by  extending  your 
diagnostic  abilities  and  saving  your  time  in 
day-to-day  practice  — ask  your  local  Sanborn 
man  for  complete  facts  on  these  two  unusual 
instruments.  He  will  also  be  glad  to  tell  you 
how  you  may  use  a Visette  for  15  days  in  your 
own  practice  without  cost  or  obligation,  through 
the  exclusive  Sanborn  “Try-Before-Buying” 
plan.  Call  or  write  him  soon  — or  address  Inquiry 
Director  at  the  main  office  in  Waltham,  Mass. 
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involved,  have  sought  reargument  from  the  Court  of 
Appeals,  and  would  like  to  put  on  their  brief  that 
the  Medical  Society  through  its  counsel  is  appearing 
as  amicus  curiae.” 

It  was  voted  that  Mr.  Martin  be  requested  to 
appear  as  amicus  curiae. 

Special  Committee  to  Study  the  1958  Manage- 
ment Survey  Report. — Dr.  Renato  J.  Azzari,  chair- 
man, reported:  “Mr.  President  and  members  of  the 
Council,  this  is  a progress  report.  There  were  two 
meetings,  one  in  July  and  another  a week  ago 
yesterday,  with  a full  attendance. 

“In  the  review  of  the  recommendations  in  the 
survey  it  soon  became  apparent  that  the  majority 
of  the  recommendations,  in  order  to  be  imple- 
mented by  this  body,  require  changes  in  the  Con- 
stitution and  Bylaws.  Some  others  did  not  require 
any  change  in  the  Constitution  and  Bylaws,  but  it 
seemed  to  us  could  not  be  taken  up  before  we  had  an 
executive  director,  so  that  the  committee  has  con- 
centrated on  the  selection  of  an  executive  director. 

“In  this  regard  it  was  decided  to  send  a letter  to 
the  five  state  medical  societies  whose  executive 
directors  were  M.D.’s.  A letter  was  sent  to  Dr. 
Blasingame  in  Chicago  at  the  American  Medical 
Association,  and  I believe  all  of  the  members  of  the 
Council,  the  Trustees,  and  the  officers  received  a 
letter  suggesting  that  names  be  referred  to  the 
committee  so  that  we  could  in  turn  invite  them  to 
submit  applications  and  their  curriculum  vitae. 

“We  have  received  quite  a number  of  applica- 
tions and  the  curriculum  vitae  from  these  gentlemen. 

“We  also  intend  to  interview  the  applicants  that 
appear  to  us  best  qualified.  In  order  to  do  so,  I must 
ask  the  Council  if  somebody  will  move  to  ask  the 
Board  of  Trustees  to  empower  the  committee  to  dis- 
cuss salary  with  applicants.” 

It  was  so  voted,  and  the  report  was  approved. 

Moving. — Dr.  Gerald  D.  Dorman,  chairman,  re- 
ported: “We  have  met  on  numerous  occasions. 

The  cost  has  totaled  in  the  neighborhood  of  $62,000. 
The  committee  would  like  to  take  credit  for  the 
hard  work  that  Mr.  Thomas  E.  Alexander  and  Dr. 
W.  P.  Anderton  and  the  other  members  of  the  head- 
quarters group  have  done  in  this  moving. 

“We  dispensed  with  a lot  of  the  old  furnishings 
because  they  were  worn  out.  A lot  of  the  expenses 
were  for  new  materials.  Much  was  also  for  re- 
pairs and  changes  in  making  these  quarters  livable. 

“There  are  still  a few  things  to  be  done,  but  we 
have  gathered  from  the  people  working  here  that 
the  change  has  increased  efficiency  of  the  staff  to  be 
working  in  a modern  airconditioned  building  amid 
surroundings  that  they  can  be  proud  of.  And  I feel 
that  you  gentlemen  can  also  be  proud  of  this,  the 
home  of  your  organization.” 

It  was  voted  to  accept  the  report. 

Office  Administration  and  Policies.  Dr.  John  J. 
Masterson,  chairman,  explained  in  detail  proposed 
charge  for  electricity  by  our  landlord,  and  he  stated: 
“It  is  also  possible  that  Mr.  Carver  will  render  a 


bill  in  connection  with  his  work  on  our  proposed 
modification.  It  was  voted  to  ask  the  Council 
to  request  the  Board  of  Trustees  to  appropriate 
$150  for  this  survey. 

“Dr.  Ada  Chree  Reid  executive  secretary  of  the 
Physicians’  Home,  has  asked  whether  the  Council 
Chamber  might  be  used  by  the  board  of  trustees  of 
the  Physicians’  Home  for  its  meetings.  They  have 
approximately  five  a year.  The  committee  voted 
to  refer  this  to  the  Council. 

“There  was  discussion  of  the  rent  we  should  charge 
to  Physicians’  Home  for  the  space  which  they  occup3r. 
It  was  voted  to  recommend  to  the  Council  and 
Board  of  Trustees  that  a flat  charge  of  $100  a month 
for  rent  and  electricity  be  made  for  these  services. 

“The  committee  felt  that  we  ought  to  employ  a 
porter  who  would  work  part  of  his  time  in  our  mail- 
room.  In  employing  a man  in  this  capacity,  we 
would  have  to  purchase  a floor  buffer,  a vacuum 
cleaner,  and  various  supplies.  It  was  felt  that  $500 
would  cover  the  cost  of  the  equipment.  Approval 
of  the  Council  is  requested  to  charge  this  expenditure 
against  our  moving  budget. 

“The  committee  approved  the  application  of  Mr. 
Joseph  Logue  for  a pension.  Approval  of  the 
Council  and  Board  of  Trustees  is  requested  to  pay 
this  pension  in  accordance  with  our  pension  plan.” 

It  was  voted  to  approve  the  report. 

Publication. — Dr.  Alfred  P.  Ingegno,  chairman, 
reported:  “Mr.  Chairman  and  gentlemen,  the  Pub- 
lication Committee  met  on  September  10.  The 
resignation  of  Dr.  Edward  T.  Wentworth  from  the 
associate  editorial  board  was  reported.  The  com- 
mittee was  unanimous  in  its  feeling  that  Dr.  Went- 
worth had  done  an  excellent  job  in  this  capacity, 
and  it  was  voted  to  recommend  to  the  Council  that 
a letter,  in  the  name  of  the  Council,  be  sent  to  Dr. 
Wentworth  accepting  his  resignation  with  regret 
and  indicating  that  we  recognize  the  long  years  of 
valuable  service  which  he  has  given  to  the  Journal.” 

It  was  so  voted. 

“The  annual  dinner  meeting  of  the  associate 
editors  is  scheduled  for  October  8 at  the  Theodore 
Club. 

“We  are  asked  to  cooperate  with  the  A.  M.  A. 
News  in  the  acquisition  of  editorial  material  from 
New  York  State.  It  was  suggested  that  the  assign- 
ment be  given  to  a professional  writer,  preferably 
a newspaperman  familiar  with  medical  legislation. 
The  Publication  Committee  voted  to  recommend  to 
the  Council  that  this  correspondence  be  referred  to 
the  Public  Relations  Committee  and,  in  addition, 
requests  that  the  chairman  of  the  Ptiblication  Com- 
mittee be  invited  to  attend  the  meeting  when  con- 
sideration is  given  to  this  matter.” 

Approval  was  voted. 

“Dr.  Red  way  reported  the  need  of  an  additional 
employe  in  the  editorial  department  of  the  Journal. 
Over  the  past  year,  two  experienced  staff  members 
have  left,  and  the  volume  of  work  is  constantly  in- 
creasing. Several  procedures  are  not  being  done 

[Continued  on  page  389(5] 
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CLIFTON  SPRINGS  SANITARIUM  & CLINIC 

Established  1850 

CLIFTON  SPRINGS,  NEW  YORK 

The  Clifton  Springs  Sanitarium  and  Clinic  continues  to  retain  its  facilities  as  a Sanitarium  for 
rest  and  recuperation.  Recently  a complete  rehabilitation  service  has  been  made  available  in  ad- 
dition to  maintaining  an  outstanding  clinic  for  the  diagnosis  and  treatment  of  medical,  surgical, 
and  neuropsychiatric  conditions. 

A close  liaison  between  the  Departments  of  Medicine,  Surgery  and  Neuro  Psychiatry  provides 
for  the  early  diagnosis  and  treatment  of  any  somatic  illness  which  complicates  the  patient’s  total 
problem.  Laboratory  and  x-ray  facilities  are  excellent.  We  welcome  inquiries  from  members  of 
the  medical  profession. 

Bernard  A.  Watson,  M.D.,  Medical  Superintendent 

Psychiatry 

Dr.  Thomas  H.  Fox 
Dr.  Frederic  Wilson 

Internal  Medicine 

Dr.  James  Blanton — Rheumatic  Diseases 
Dr.  R.  W.  Brand — Cardiovascular  Disease 
Dr.  Stephen  Brouwer — Gastroenterology 
Dr.  Richard  Platzer — Hematology  and  Allergy 
Dr.  Donald  Jones — General  Medicine 
Dr.  Robert  Wood — Pediatrics 
Dr.  Bernard  Watson— Endocrine  Diseases 


Surgery 

Dr.  Robert  Price — General  Surgery 
Dr.  Jacques  Lasner — General  Surgery 
Dr.  William  Ahroon — Otolaryngology 
Dr.  Stephen  Chasten — Orthopedics 

“Fully  accredited  by  the  Joint  Commission  on  Accreditation.’’ 


Dr.  Gregory  Sarr — Urology 

Dr.  Harvey  Ennis — Ophthalmology 

Dentistry 

Dr.  Stanley  DuBois — Dentistry 
Dr.  Harry  Kittell — Dentistry 

Anesthesiology 

Dr.  Charles  Gibbons 

Pathology 

Dr.  Glenn  Copeland 

Radiology 

Dr.  Frank  Mola 

Chaplain 

Rev.  Albert  Kamm,  B.D. 


NEW  YORK  POLYCLINIC  MEDICAL  SCHOOL  AND  HOSPITAL 

THE  PIONEER  POST-GRADUATE  MEDICAL  INSTITUTION  IN  AMERICA— ORGANIZED  1881 

announces 

EVENING  COURSES  FOR  THE  GENERAL  PRACTITIONER 

One  session  per  week  for  eight  weeks — 9 to  10:30  P.  M. 

October  1st  and  April  1st 


1.  Allergy 

2.  Regional  Anesthesia 

3.  Cardiology  & Electrocardiography 

4.  Gynecological  Endocrinology 

5.  Internal  Medicine 

6.  Obstetrical  Care  of  the  Private  Patient 


7.  Office  Procedures  in  Otolaryngology 

8.  Pediatrics — Problems  and  Diseases  of  the 
Newborn 

9.  Radiology — Clinical  Interpretation  for  the 
General  Practitioner 

10.  Office  Treatment  of  Trauma. 


(These  courses  have  been  approved  For  Category  I credit,  by  the  N.  Y.  State 
Chapter  of  the  American  Academy  of  General  Practice.) 

For  information  about  these  and  other  Courses,  Address:  THE  DEAN,  345  West  50th  Street,  New  York  19,  N.  Y. 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
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thoroughly,  such  as  checking  of  references,  because 
of  the  pressure  of  immediate  work  and  lack  of  ade- 
quate personnel.  It  is  desirable  that  this  addition 
be  accomplished  if  possible  at  the  September  meeting 
since  an  employe  who  has  been  substituting  since 
June  has  developed  very  rapidly  and  efficiently  and 
is  available  to  remain.  This  employment  would 
take  effect  on  September  15.  A total  of  $2,014  in 
costs  would  be  incurred  this  year  for  salary  and 
equipment. 

“The  Publication  Committee  requests  approval 
and  that  the  council  transmit  to  the  Board  of 
Trustees  this  request  for  appropriation.” 

Approval  was  voted. 

“Cost  estimates  for  printing  the  1959  Medical 
Directory  were  received.  It  was  voted  to  have 
George  McKibbon  and  Sons  of  Brooklyn,  New  York, 
print  the  1959  book.  Comparison  of  estimates  in- 
dicated that  this  company  will  charge  us  approxi- 
mately $4,600  less  than  American  Book  Company 
for  the  basic  work.  We  are  also  dissatisfied  with  the 
lateness  of  the  1957  edition.” 

Approval  was  voted. 

“The  committee  also  voted  to  publish  in  the 
Directory  an  alphabetic  listing  of  hospitals  and  to 
discontinue  the  section  showing  pharmaceutical, 
medical  equipment,  and  other  suppliers  as  well  as  the 
list  of  nursing  homes.” 

Approval  was  voted. 

“It  is  recommended  that  our  advertising  repre- 
sentatives be  permitted  to  have  a ‘house  warming’ 
at  the  new  headquarters  as  part  of  a promotional 
program  for  the  Journal.  Approximately  50 
advertising  account  executives  would  attend.  The 
cost  of  refreshments  would  not  require  any  additional 
appropriation  since  there  is  sufficient  money  in  the 
budget.  Permission  of  the  Council  is  requested.” 

Approval  was  voted. 

“The  total  amount  of  advertising  we  have  sched- 
uled for  1958  represents  an  increase  over  last  year  at 
this  time. 

“Dr.  Redway  was  also  advised  to  go  ahead  with 
his  planning  for  the  recording  of  general  sessions 
and  selected  section  meetings  at  the  1959  scientific 
program  in  Buffalo.  Much  valuable  material  was 
obtained  for  the  Journal  in  this  way  at  the  last 
annual  convention.” 

Approval  was  voted. 

The  report  as  a whole  was  approved. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  stated  that  he  had  attended  two 
meetings  and  had  arranged  13  postgraduate  lectures 
and  teaching  days  in  ten  counties  since  his  last  report 
to  the  Council.  He  reported: 

1 .  A small  group  of  the  Subcommittee  on  Accident 
Prevention  met  on  August  7 with  Dr.  Henry  Brill, 
Assistant  Commissioner  of  Mental  Hygiene,  in  an 
attempt  to  clarify  the  duty  of  a physician  with  re- 
gard to  reporting  to  the  Motor  Vehicle  Bureau  any 
mental  illness  in  a patient  seeking  a driver’s  license. 


The  present  wording  of  the  question  on  the  applica- 
tion for  renewal  is  unclear  inasmuch  as  it  com- 
promises persons  who  have  had  minor  mental  illness 
or  who  have  sought  therapy  from  either  a private 
physician  or  a mental  health  clinic. 

It  was  brought  out  that  when  patients  enter 
mental  hospitals,  either  state  or  private,  their 
licenses  are  taken  from  them  as  part  of  their  per- 
sonal effects.  When  they  are  discharged  about  10 
per  cent  are  reported  to  the  Motor  Vehicle  Bureau  as 
unfit  to  drive.  The  license  is  mailed  in  to  the 
Bureau,  with  the  advice  (by  phone)  that  the  person 
be  checked  as  to  fitness. 

In  private  practice  the  physician  can  not  take  away 
his  patient’s  license.  The  only  thing  he  can  do  is  to 
advise  the  patient  and  the  family  that  he  should  not 
drive,  making  note  of  this  in  the  patient’s  record. 
Dr.  Wortis  queried  whether  it  might  be  possible  to 
lift  the  ban  also  on  this  type  of  reporting  of  “con- 
fidential communication,”  at  least  to  the  extent  of 
being  able  to  recommend  special  investigation  by  the 
Motor  Vehicle  Bureau,  in  view  of  the  recent  amend- 
ment to  the  State  law  permitting  the  transmission 
to  the  State  Health  Department  of  the  attending 
physician’s  statement  on  the  liability  of  drivers  who 
have  been  in  automobile  accidents  on  the  New  York 
State  Thruway.  It  was  agreed  that  both  physical 
and  mental  illness  should  be  inquired  about. 

The  committee  recommended  (a)  that  an  appro- 
priate question  be  formulated  for  the  driver’s  ap- 
plication blank;  (6)  that  an  advisory  committee  be 
appointed  similar  to  the  one  dealing  with  the 
eligibility  of  epileptics.  This  would  include  repre- 
sentation from  the  State  Department  of  Mental 
Hygiene,  the  proprietary  psychiatric  hospitals,  the 
private  practitioners,  and  the  State  Medical  Society; 
(c)  that  Dr.  Moore  take  up  with  the  Council  the 
question  of  whether  doctors  can  reveal  to  the 
Motor  Vehicle  Bureau  this  type  of  confidential  in- 
formation without  legal  personal  liability,  and  ( d ) 
that  an  over-all  committee  be  appointed  to  advise 
on  re-examination  of  drivers  with  questionable  phys- 
ical or  mental  background  before  renewal  of  their 
licenses. 

2.  Your  chairman  was  requested  by  Dr.  Quin- 
livan  of  the  State  Health  Department,  about  the 
middle  of  July,  to  try  to  include  in  the  State  Society’s 
publications  an  article  encouraging  physicians  to 
make  polio  vaccinations  a part  of  the  routine  vaccina- 
tion of  every  young  child,  and  to  vaccinate  parents 
who  bring  children  to  their  office  for  polio  shots. 
It  was  too  late  in  the  season  to  meet  printer’s  dead- 
lines, but  we  have  been  successful  in  promoting 
an  immunization  clinic  at  the  New  York  State  Fair 
in  Syracuse  from  August  29  through  September  6. 
The  Onondaga  County  Medical  Society  is  co- 
operating by  providing  volunteer  physicians  to 
work  two-hour  shifts,  with  the  total  complement 
running  to  54  doctors. 

3.  In  June  this  committee  received  a request 
from  Mr.  Grin  Lehman,  chairman  of  the  Governor’s 
Committee  “Employ  the  Physically  Handicapped,” 
for  a nomination  for  the  1958  Physician’s  Award 
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from  the  President’s  Committee  on  Emploj'ment  of 
the  Physically  Handicapped.  If  the  State  Society’s 
nominee  is  chosen  as  the  New  York  State  entry 
for  the  national  award,  he  automatically  receives 
the  Citation  of  Merit  from  the  Governor’s  Com- 
mittee. 

A majority  of  the  Subcommittee  on  Physical  Med- 
icine and  Rehabilitation  have  selected  Dr.  Willis 
Weeden  as  their  choice.  He  has  been  medical 
director  of  the  New  York  State  Workmen’s  Com- 
pensation Board  for  the  past  12  years. 

Dr.  Moore  supplemented  his  report  as  follows: 
“Mr.  Chairman  and  members  of  the  Council,  be- 
fore you  is  the  formal  report  of  this  committee.  I 
would  like  to  talk  briefly  about  a pattern  that  is 
developing  as  exemplified  by  this  report. 

“You  will  recall  that  a few  years  ago  Com- 
missioner Kelly  came  before  the  Council  and  asked 
for  assistance  in  helping  out  with  criteria  for 
licensure  of  automobile  drivers.  This  was  occa- 
sioned bj'  the  catastrophe  in  Buffalo  where  an 
epileptic  had  killed  eight  children.  The  Council 
created  the  Committee  on  Accident  Prevention.  Dr. 
Wortis  came  before  the  Council  and  agreed  to  be 
chairman  of  a Subcommittee  on  Accident  Preven- 
tion. The  subcommittee  worked  hard  and  long 
on  the  epileptic  problem.  It  came  up  with  a work- 
ing hypothesis,  and  that  has  proved  to  be  of  the  first 
order.  There  are  verj'  few  epileptics  in  the  State  of 
New  York  who  have  licenses,  and  those  that  do  are 
under  surveillance  of  this  group,  and  there  are 
fewer  hardships  about  epileptics  than  previously. 

“This  whetted  the  appetite  of  the  Commissioner, 
who  came  before  you  again  regarding  visual  require- 
ments; so  a subcommittee  of  the  subcommittee 
worked  on  visual  requirements,  and  I came  to 
you  last  year  with  proposals  about  visual  require- 
ments, which  are  being  put  into  effect  gradually  by 
the  Motor  Vehicle  Bureau. 

“This  year  a doctor  in  Canandaigua  raised  the 
question  about  mental  illness  and  fitness  for  driving. 
That  occasioned  the  meeting  of  August  7.  So  we 
are  now  formulating  recommendations  to  the 
Commissioner  of  Motor  Vehicles  regarding  mental 
illness. 

“This  is  just  a progress  report,  and  I have  not 
had  a chance  to  take  up  with  Mr.  Martin  number 
3 of  the  recommendations  of  this  Subcommittee  on 
Accident  Prevention  regarding  mental  illness,  but 
I am  quite  certain  what  Mr.  Martin  is  going  to  say 
as  to  whether  the  doctors  have  a right  to  report 
to  the  Motor  Vehicle  Bureau  on  mental  illness  which 
comes  to  their  attention  in  their  office  or  in  the 
hospital  where  the  patients  are  not  committed. 
If  any  of  you  have  ideas  on  this  subject  after  you 
read  this  little  preliminary  report,  I wish  you  would 
communicate  with  Dr.  Wortis  or  me  because  we  are 
going  to  be  pressed  in  the  recommendations  to  the 
Commissioner  of  Motor  Vehicles  regarding  criteria 
for  drivers  who  have  had  it  declared  that  they  have 
had  mental  illness.  We  recommend  that  the  ques- 
tion be  medical  and  physical  of  a certain  order, 
and  then  we  will  have  the  same  kind  of  an  advisory 


group  that  we  have  with  the  epileptics  to  take  up 
individually  the  ones  that  are  questionable  and  come 
to  controversy  and  arbitration.” 

Approval  of  the  formal  part  of  the  report  was  voted. 

Dr.  Moore  continued:  “Last  June  at  the  Council 
meeting  man}’-  resolutions  of  the  House  of  Delegates 
were  referred  to  this  committee.  I wish  to  report 
that  all  of  those  resolutions  have  been  delegated  or 
have  been  implemented. 

“One  was  another  mandate  from  the  general 
practitioners  for  the  committee  on  Public  Health  and 
Education  to  take  up  with  the  deans  the  question  of 
general  practitioner  orientation  in  medical  school. 
I implemented  this  in  July  with  a letter  to  every 
dean,  again  raising  the  question  that  arose  at  the 
deans’  meeting  last  year,  and  asked  for  comments. 
I have  comments  from  about  50  per  cent  of  the 
medical  school  deans  of  the  State,  and  I will  sum- 
marize these  for  later  report. 

“A  letter  was  sent  to  all  count}"  society  presidents 
enclosing  the  booklets  about  “Aging,  The  Day  After 
Tomorrow,”  and  “Management  of  the  Patient 
with  Hemiplegia.”  These  were  sent  by  the  chair- 
man of  the  Subcommittee  on  Geriatrics,  Dr.  Joseph 
Witt.” 

It  was  voted  to  approve  the  report  as  a whole. 

Staphylococcal  Infections. — Dr.  James  Green- 
ough,  chairman,  stated:  “Our  second  meeting  was 

held  on  July  16,  when  all  the  actions  of  the  subcom- 
mittees of  June  4 were  reviewed  and  a general  dis- 
cussion was  held.  Following  that,  the  entire  matter 
was  turned  over  to  a professional  writer.  At  present 
three  of  his  six  sections  have  been  submitted  to  all 
of  the  members  of  the  Committee.  When  each 
member  of  the  committee  has  had  a chance  to  go 
over  the  proposed  text,  there  will  probably  be 
another  meeting  for  final  action,  and  then  the  man- 
ual would  be  ready  for  publication. 

“I  can  also  report  that  at  the  request  of  the 
Public  Relations  Committee  }mur  chairman  spoke 
before  the  American  Medical  Association  Public 
Relations  Institute  in  Chicago  on  August  28,  to 
describe  what  New  York  State  was  doing  in  this 
matter,  as  they  were  quite  interested  in  the  fact 
that  a medical  society  was  taking  the  lead  in  this 
question  of  public  health.” 

Approval  was  voted. 

Advisory  Committee  to  New  York  State  Health 
Department  Regarding  Poliomyelitis. — Dr.  Thur- 
man B.  Givan  stated:  “I  would  like  to  have  it  re- 
corded on  the  minutes  that  I had  a letter  from  Dr. 
Quinlivan,  who  is  secretary  of  the  State  committee 
which  I am  on,  the  Governor’s  Committee,  that 
doctors  be  admonished  again  to  get  everyone  forty 
years  of  age  and  under  to  take  their  three  polio 
vaccine  shots.” 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
presented  the  following  report:  “1.  During  June, 

Julv,  August,  and  early  September,  the  Public  and 
Professional  Relations  Bureau  followed  a summer 
schedule.  The  field  representatives  limited  their 

[Continued  on  page  3900] 


3898 


New  York  State  J.  Med. 


NEW 


f 


new  antibacterial 
new  chemical  entity 

new  high  in 

effectiveness 

new  low  in  side 
reactions 


adribon 


MADRIBON  T,M-  — brand  of  2,4-dimethoxy-6-sulfanilamido-l,3-diazine 
ROCHE-Reg.  U.S.  Pat.  Off. 

ROCHE  LABORATORIES  • Division  of  Hoffmarm-La  Roche  Inc  • N utley  10  • N.  J. 


3899 


SUMMARY  OF  COUNCIL  MINUTES 


[Continued  from  page  3898] 

visits  to  county  medical  societies.  Most  of  their 
activities  were  at  headquarters  where  they  concen- 
trated upon  the  preparation  of  public  relations 
projects  for  Fall. 

“2.  Foremost  among  the  fall  programs  was  prep- 
aration for  the  Ninth  Annual  Conference  of  County 
Medical  Society  Public  Relations  Chairmen,  on 
Saturday,  October  25,  at  the  Hotel  Roosevelt  in 
New  York  City.  Tentative  arrangements  have 
been  made  for  a discussion  of  the  public  relations 
implications  of  union  health  clinics  by  the  chairman 
of  jmur  Ad  Hoc  Committee  on  these  clinics  and  a 
prominent  union  representative.  The  Council  Com- 
mittee Chairman  on  Legislation  also  has  been  invited 
to  speak  on  the  legislation  program,  and  two  leaders 
of  the  State  Legislature,  one  a Republican  and  the 
other  a Democrat,  also  will  be  asked  to  take  part. 

“3.  Advance  notice  of  the  conference  has  been 
sent  to  county  society  public  relations  chairmen 
and  other  interested  parties.  Your  chairman  would 
like  to  invite  the  members  of  the  Council  to  attend 
this  meeting,  which  will  take  place  in  the  morning, 
followed  by  a luncheon. 

“4.  A meeting  of  the  Public  Relations  Committee 
has  been  called  for  the  afternoon  of  Friday,  October 
24,  at  State  Society  headquarters.  A meeting  of  a 
subcommittee  has  been  called  for  Wednesday, 
September  10,  at  State  Society  headquarters,  to  con- 
sider the  committee’s  recommendation  for  Outstand- 
ing General  Practitioner  of  the  Year.  A recommen- 
dation for  the  award  will  be  made  to  the  Council 
at  the  September  meeting. 

“5.  During  the  summer  the  Bureau  cooperated 
with  two  New  York  City  television  programs  in 
securing  authoritative  speakers  on  medical  subjects. 
On  June  28,  three  physicians  discussed  the  topic, 
‘Hypnosis:  A Medical  Technic,’  on  ‘Operation  X,’  a 
weekly  guest-interview  program  sponsored  by  the 
Public  Affairs  and  Education  Department  of  WRCA- 
TV,  local  outlet  of  the  National  Broadcasting  Com- 
pany. In  cooperation  with  the  ‘Fannie  Hurst 
Showcase,’  a program  which  is  seen  Monday  through 
Friday  on  Station  WABD  of  the  Dumont  Broadcast- 
ing Corporation,  the  Bureau  obtained  speakers  for 
broadcasts  on  the  following  subjects:  ‘The  Ethics  of 
Medicine,’  August  13;  ‘Hypnosis  in  Medicine,’ 
August  18,  and  ‘Voluntary  vs.  Compulsory  Health 
Insurance,’  September  3.  This  latter  program  has 
been  offered  to  the  State  Medical  Society  as  a form 
for  its  views  on  various  medical  and  health  issues. 
Plans  are  under  way  for  additional  appearances  by 
physicians  on  a variety  of  topics.  The  Bureau  also 
is  endeavoring  to  develop  other  programs  on  medical 
topics  on  other  television  and  radio  stations.  Mr. 
Schuyler  has  been  in  charge  of  these  projects. 

“6.  At  the  request  of  Dr.  Anderton,  the  Bureau 
assisted  in  securing  three  scientific  speakers  for  the 
Symposium  ‘Hypnosis  and  Its  Application  in  the 
Medical  Arts,’  for  the  annual  meeting  of  the  Third 
District  Branch  on  October  16.  Acting  in  coopera- 
tion with  the  office  of  the  Council  Committee  on 
Public  Health  and  Education,  the  Bureau  also  ob- 
tained scientific  speakers  for  the  panel  discussion  on 


hypnosis  to  be  held  at  a stated  meeting  of  the 
Suffolk  County  Medical  Society  on  October  1. 

“7.  The  last  issue  of  the  Newsletter  published  in 
July  before  suspension  for  the  summer  was  dedicated 
in  large  part  to  our  new  headquarters.  A picture 
was  printed  on  the  first  page.  The  latest  informa- 
tion about  the  Council’s  action  in  regard  to  the  work- 
men’s compensation  problem  and  the  latest  develop- 
ments concerning  Medicare  were  published  in  this 
issue. 

“8.  Assistance  continued  to  be  given  to  writers 
who  consulted  the  Bureau  for  information. 

“9.  Several  mailings  were  sent  out  during  the 
summer  months.  These  included  a summary  of 
the  proceedings  of  the  Public  Relations  Session  of  the 
annual  meeting,  a letter  including  four  items, 
among  which  was  a letter  from  the  administration 
of  the  Glen  Cove  Hospital  explaining  how  the  hos- 
pital did  an  excellent  public  relations  job  in  handling 
the  Roy  Campanella  accident  storj^  and  another 
letter  which  contained  an  article  from  the  magazine 
Woman’s  Day  on  abuses  of  TV  advertising. 

“10.  At  the  beginning  of  the  summer  season, 
the  Bureau  erected  an  exhibit  designed  by  the  A.M.A. 
entitled  ‘Organs  of  the  Human  Body’  at  the  Hall 
of  Springs  in  Saratoga.  This  exhibit  was  on  display 
during  the  summer  and  will  be  dismantled  shortly. 
It  is  expected  that  close  to  100,000  people  will  have 
seen  the  exhibit  and  pamphlets  concerning  the  State 
Medical  Society  accompanying  the  exhibit. 

“11.  Requests  for  pamphlets  continued  to  be 
received  by  the  Bureau.  One  was  for  250  copies  of 
the  ‘Guide  for  Cooperation  for  Doctors,  Hospitals, 
and  Reporters’  from  the  Albany  County  Medical 
Society  for  the  Public  Relations  Director,  Albany 
Hospital. 

“12.  Mr.  Walsh,  the  liaison  representative,  con- 
tinued to  assist  the  Woman’s  Auxiliary  in  various 
ways.  The  secretarial  staff  prepared  materials  for 
publication  in  the  Ladder  and  Distaff.  He  also 
assisted  the  Auxiliary  in  preparing  for  an  exhibit  at 
the  State  Fair  in  Syracuse  and  the  annual  conference 
of  presidents  and  presidents-elect  to  be  held  in  the 
fall.  He  worked  with  the  Auxiliary  at  the  State 
Fair  in  Syracuse  over  the  Labor  Day  weekend. 

“13.  Through  its  Speakers’  Service  the  Bureau 
is  preparing  a kit  of  six  sample  talks  for  members 
of  county  medical  society  speakers’  bureaus. 

“14.  Mr.  Miebach  attended  the  107th  annual 
meeting  of  the  American  Medical  Association  which 
was  held  in  San  Francisco  June  23  through  the  27. 

“15.  Your  chairman,  the  director,  and  Mr. 
Tracey  attended  the  annual  Public  Relations  In- 
stitute conducted  by  the  A.M.A.  in  Chicago  at  the 
Drake  Hotel  August  27  and  28.  The  purpose  of 
this  year’s  Institute  was  ‘To  Widen  PR  Vision  and 
Present  New  Technics  for  Solving  the  Problems 
Which  the  Profession  Will  Face  in  the  Year  Ahead.’ 
Your  chairman  is  pleased  to  report  that  New  York 
State  was  ably  represented  through  the  participation 
in  the  program  of  four  New  York  men.  These  in- 
cluded Dr.  James  Greenough,  who  spoke  on  the 
progress  being  made  in  regard  to  control  of  staphy- 
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realistic  therapy 
in  pneumonia 


A 13 -year-old  girl 
with  penicillin-resistant 
pneumonia  received  an 
initial  dose  of  1250  mg 
Madribon,  followed  by 
625  mg  daily.  On  the 
third  day  of  Madribon 
treatment,  the  temperature 
returned  to  normal.  X-rays 
showed  marked  improvement 
in  the  lung  fields.  She  was 
discharged  eight  days  later.1 


adribon 


MADRIBONt-m- 

— brand  of 

2,4-dimethoxy- 

6-sulfanilamido- 

1,3-diazine 

ROCHE-Reg. 

U.  S.  Pat.  Off. 


Madribon,  a completely  new  antibacte- 
rial, shows  wide-spectrum  activity 
against  many  common  gram-positive  and 
gram-negative  pathogens,  including 
staphylococci,  streptococci,  pneumo- 
cocci, E.  coli,  klebsiella  and  listeria. 

Low  dose,  24-hour  action.  “The  use  of 

Madribon  was  very  simple ”3  A single, 

low  dose  of  Madribon  produces  peak 
blood  concentrations  within  4 hours, 


maintains  them  at  near-constant  level 
for  the  next  24  hours.2*4 

Safer.  The  incidence  of  side  effects  with 
Madribon  is  less  than  3%  in  more  than 
5000  cases.  Those  reported  were  relatively 
mild  — dizziness-,  nausea  and  vomiting. 
Because  Madribon  is  excreted  primarily 
as  a highly  soluble  glucuronide,  there  is 
little  likelihood  of  crystalluria  or  kidney 
damage. 
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lococcal  infections,  and  Dr.  Joseph  J.  Witt,  who  spoke 
on  the  physicians’  guide  to  social  services  for  the 
older  person,  put  out  by  the  Oneida  County  Medical 
Society.  The  other  two  speakers  were  Dr.  Edgar 

C.  Beck  of  Erie  County  Medical  Society,  who  spoke 
on  ‘Promoting  Community  Week,’  and  Mr.  Robert 

D.  Potter,  executive  secretary,  Medical  Society  of 
the  County  of  New  York,  who  discussed  the  co- 
operative science  reporting  workshops  of  the  Na- 
tional Association  of  Science  Writers  and  the  A.M.A. 
Your  chairman  wishes  to  point  out  that  he  found  the 
conference  helpful  not  only  in  the  subject  matter 
but  from  the  people  whom  he  met.” 

Dr.  Rogers  stated:  “In  paragraph  2,  however,  we 
had  alread}r  scheduled  the  Ninth  Annual  Confer- 
ence of  County  Medical  Society  Public  Relations 
Chairmen  at  the  Hotel  Roosevelt  before  the  policy 
of  having  meetings  in  the  new  building.  I would 
like  to  ask  your  approval  to  follow  this  particular 
schedule  for  this  3rear.” 

Approval  was  voted. 

It  was  voted  to  adopt  the  report  as  a whole. 

Dr.  Rogers  made  the  following  supplementary 
report:  “A  subcommittee  of  the  Public  Relations 
Committee  assigned  to  selecting  a candidate  for  the 
State  Society’s  Outstanding  General  Practitioner 
Award  for  1958  met  yesterday.  The  committee 
selected  Dr.  John  D.  George,  Sr.,  of  Verona,  the 
candidate  from  the  Medical  Society  of  the  County 
of  Oneida. 

“Dr.  George  was  born  October  13,  1873,  eighty- 
five  years  ago  this  coming  October,  on  a farm  at 
Redwood,  New  York,  where  he  worked  and  ulti- 
mately attended  McGill  University  Medical  College, 
from  which  he  was  graduated  in  1901.  Dr.  George 
returned  to  Verona  to  practice  after  graduation  and 
has  remained  there  for  some  fifty-seven  years. 

“Always  an  active  man,  Dr.  George  was  president 
of  the  local  school  board  and  largely  responsible  for  a 
new  school  building  erected  in  1927.  He  was  on  the 
board  for  thirty  years.  He  has  been  Health 
Officer  for  over  forty  years  and  now  conducts  12 
clinics  in  three  schools  of  the  township  each  year. 
He  is  the  school  physician. 

“In  1955,  the  Verona  physician’s  own  county 
medical  society  conferred  upon  him  the  Milton  R. 
Joy  Award  for  ‘Service  to  the  Profession  and  the 
People  of  Madison  County.’  At  its  sesquicen- 
tennial  celebration  the  following  year,  the  Oneida 
County  Medical  Society  honored  Dr.  George  as 
‘An  Elder  Statesman.’ 

“One  of  Dr.  George’s  proud  boasts  is  the  fact  that 
he  is  the  father  of  four  sons  who  are  doctors  of  medi- 
cine. All  are  graduates  of  the  University  of 
Rochester  Medical  School.  One  son  is  now  in 
general  practice  and  surgey  in  Verona.  Two  others 
are  practicing  in  Rochester,  and  a fourth  in  Van- 
couver, Washington.  Dr.  George  also  has  a 
daughter  who  is  a graduate  of  St.  Lawrence  Univer- 
sity.” 

It  was  voted  to  approve  Dr.  John  D.  George,  Sr., 
of  Verona,  Oneida  County,  as  the  Medical  Society 


of  the  State  of  New  York’s  choice  for  the  Outstand- 
ing General  Practitioner  of  Medicine  in  New  York 
State  for  the  }rear  1958  and  to  nominate  Dr.  George 
to  the  American  Medical  Association  for  the 
national  award. 

Rural  Medical  Service. — Dr.  Edward  C.  Hughes, 
chairman,  reported:  “A  meeting  of  the  committee 

was  held  September  8 in  S3rracuse  to  re-evaluate  past 
programs  and  to  outline  future  planning.  A report 
of  the  surve3r  of  rural  communities  in  New  York 
State  seeking  resident  physicians  was  made  b3'  Dr. 
Ellenbogen,  Professor  of  Rural  Sociology  at  Cornell 
University.  A draft  of  this  project  was  presented. 
The  final  statistical  analysis  of  the  surve3^  will  be 
completed  in  the  next  few  months  and  will  be  re- 
ported. 

“Dr.  Thurston  Keese  reported  that  he  had  sent 
letters  to  all  of  the  county  medical  societies  request- 
ing them  to  appoint  local  committees  on  rural  health 
problems.  It  was  disappointing  that  onty  a few 
societies  had  responded.  There  was  no  report  of  the 
subcommittee  which  was  appointed  to  interview  the 
deans  of  medical  colleges  concerning  rural  health 
programs. 

“The  remaining  time  was  spent  discussing 
methods,  procedures  which  would  add  to  the  effec- 
tiveness of  the  committee  and  which  would  improve 
rural  medicine.  It  was  apparent  that  preliminan' 
steps  should  be  established  towards  an  educational 
program  which  would  affect  the  following  groups  of 
individuals: 

“A.  It  seemed  apparent  that  the  educational 
value  of  the  committee  and  its  programs  should  be 
directed  primarih'  to  the  doctors  and  health  officers 
of  rural  areas.  These  efforts  could  be  promoted  in 
the  following  ways:  (1)  active  program  on  rural 
health  problems  should  be  promoted  b3'  the  county 
medical  societies  in  rural  areas;  (2)  field  representa- 
tives of  the  Committee  on  Public  and  Professional 
Relations  Bureau  should  become  an  active  part 
of  the  program  contacting  physicians  in  rural 
areas;  (3)  extending  the  size  of  the  Committee  on 
Rural  Medical  Services  to  include  representative 
physicians  in  rural  areas  who  would  be  in  close  com- 
munication with  the  committee  and  with  the 
constituents  of  his  area. 

“B.  The  educational  effort  should  also  be 
directed  toward  the  following  la3'  organizations  and 
contacts  should  be  made  writh  them  as  soon  as  pos- 
sible: (1)  the  Home  Demonstration  Groups;  (2) 
New'  York  State  Cooperative  Extension  Service; 
(3)  New'  York  State  Farm  Bureau;  (4)  4-H  Clubs; 
(5)  Blue  Cross  and  Blue  Shield  Plans  and  other 
interested  lay  organizations.  It  is  proposed  by  the 
committee  that  contact  should  be  made  to  these 
bureaus  at  a conference  to  be  arranged  later  where 
the  plans  and  programs  may  be  discussed. 

“C.  It  would  also  seem  advisable  that  educa- 
tional planning  be  arranged  through  the  Acadeny 
of  General  Practice  and  also  through  the  Committee 
on  Public  Health  and  Education. 

“D.  The  committee  has  planned  to  discuss- rural 
health  at  the  Annual  Meeting  of  the  Secretaries  and 
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in  otitis  media 


NEW 


The  new  antibacterial  ^ 

Madribon  has  achieved 
therapeutic  success  in 
65  of  72  patients  with  otitis 
media.1  Madribon  proves 
highly  effective  against 
many  gram-positive  and 
gram-negative  pathogens, 
including  staphylococci, 
streptococci,  pneumococci, 

E.  coli,  klebsiella  and  listeria. 

Low  dose,  24-hour  action. 

“The  use  of  Madribon  was 

very  simple ”3  A single,  low  dose 

of  Madribon  produces  peak  blood 
concentrations  within  4 hours, 
maintains  them  at  near-constant 
level  for  the  next  24  hours.2-4 


MADRIBON1”- 

— brand  of 

2,4-dimethoxy- 

6-sulfanilamido- 

1,3-diazine 

ROCHE-Reg. 

U.S.iPat.  Off. 


Safer.  The  incidence  of  side  effects  with 
Madribon  is  less  than  3%  in  more  than  5000 
cases.  Those  reported  were  relatively  mild  — 
dizziness,  nausea  and  vomiting.  Because 
Madribon  is  excreted  primarily  as  a highly 
soluble  glucuronide,  there  is  little  likelihood 
of  crystalluria  or  kidney  damage. 
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Executive  Secretaries  of  the  County  Medical 
Societies  to  be  held  in  Syracuse  in  October.” 

Woman’s  Auxiliary,  Advisory  to. — Dr.  Thurman 
B.  Givan,  chairman,  reported:  “Mrs.  Maurice  G. 

Sheldon,  president,  attended  the  convention  of  the 
Woman’s  Auxiliary  to  the  AM  A in  June  and  plans 
to  attend  each  of  the  district  branch  meetings  in  the 
fall. 

“Special  Auxiliary  projects  executed  during  the 
summer  months  include  the  selection  of  films  and  the 
staffing  of  the  State  Fair  exhibit  at  Syracuse,  and 
plans  for  the  annual  Fall  Conference  of  County 
Auxiliary  Presidents  and  Presidents-Elect,  in 
Kingston,  October  13,  14,  and  15.  Plans  for  the 
Seventh  Annual  Health  Poster  Contest  have  also 
been  completed. 

“We  note  a reply  to  a letter  from  Mrs.  Sheldon 
containing  copy  of  the  resolution  passed  by  the 
Auxiliary  relating  to  the  Forand  bill;  one  Congress- 
man wrote:  T am  going  to  have  the  resolution  pub- 
lished in  the  Congressional  Record  because  I think 
it  represents  the  most  intelligent  approach  to  the 
problem  we  have  under  consideration.  I am  in 
support  of  your  viewpoint  and  will  do  what  I can  to 
oppose  the  legislation  in  question.’  The  congress- 
man reported  the  resolution  was  published  in  the 
Congressional  Record  of  August  20,  page  17310.” 

It  was  voted  to  approve  the  report. 

Workmen’s  Compensation.— Dr.  Gerald  D.  Dor- 
man, chairman,  presented  the  following  report: 

1 . Medical  Fee  Schedule. — In  accordance  with  the 
action  of  the  House  of  Delegates  resolutions  58-21 
and  58-29,  it  was  mandated  that  your  director  of  the 
Bureau  of  Industrial  Health  and  Workmen’s  Com- 
pensation notify  all  the  members  of  the  Medical 
Society  of  the  State  of  New  York  which  approved 
the  principle  that  physicians  engaged  in  the  care  of 
compensation  claimants  submit  bills  for  treatment 
of  such  claimants  in  accordance  with  regular  fees  for 
persons  of  a like  standard  of  living,  although  these 
fees  may  be  in  excess  of  the  current  medical  fee 
schedule,  effective  July  1,  1958.  However,  after 
Miss  Angela  R.  Parisi,  chairman  of  the  Workmen’s 
Compensation  Board,  appeared  at  the  June  12  meet- 
ing of  the  Council  and  indicated  that  conditions  sur- 
rounding the  proposed  new  workmen’s  compensation 
fee  schedule  had  markedly  changed  since  the  meeting 
of  the  House  of  Delegates,  it  was  resolved  by  the 
Council  that  action  on  the  above  resolutions  be  post- 
poned pending  study  of  the  newly  proposed  fee 
schedule  as  submitted  by  Miss  Parisi.  The  Council 
ordered  that  a letter  be  sent  by  the  president  of  the 
State  Medical  Society  and  the  chairman  of  the 
Council  Committee  on  Workmen’s  Compensation  to 
every  member  of  the  State  Society  requesting  that 
any  action  on  the  above  resolutions  of  the  House  by 
the  individual  physician  be  held  in  abeyance. 

This  letter  was  sent  to  every  member  of  the  Society 
on  June  20. 

Your  director  upon  receipt  of  the  proposed  fee 
schedule  submitted  by  Miss  Parisi,  made  annotations 
on  that  copy  which  reflected  the  consensus  of  all 


the  county  societies  in  the  State,  many  specialty 
groups  and  individual  physicians  and  had  this 
annotated  copy  reproduced  and  distributed  to  mem- 
bers of  the  House  of  Delegates  who  had  previously 
received  (or  would  receive)  a copy  of  the  proposed 
fee  schedule  as  presented  to  Dr.  Gibson  by  the 
Chairman  of  the  Workmen’s  Compensation  Board. 
The  annotated  copy  of  the  fee  schedule  sent  by  the 
director  of  the  Bureau  was  believed  by  Miss  Parisi 
to  carry  the  implication  that  she  had  approved  the 
annotated  copy.  In  an  effort  to  clarify  any  possible 
confusion  on  the  part  of  those  physicians  who  re- 
ceived both  Miss  Parisi’s  proposed  fee  schedule  and 
the  annotated  copy  from  the  Bureau  of  Industrial 
Health  and  Workmen’s  Compensation,  a letter  of 
explanation  under  date  of  July  17,  1958,  was  sent 
to  each  member  of  the  House  of  Delegates  by  Presi- 
dent Gibson. 

Many  comments  and  suggestions  were  received 
from  members  of  the  House  of  Delegates  in  response. 
In  addition,  recommendations  were  made  by  such 
groups  of  specialists  as  radiology  societies,  the  New 
York  Society  of  Internal  Medicine,  and  individual 
physicians.  A final  summary  was  made  of  the  com- 
ments, which  was  amalgamated  with  the  recom- 
mendations of  the  Society  that  were  offered  to  Miss 
Parisi  in  October,  1957. 

The  consensus  has  been  submitted  by  Dr.  Gibson 
to  Miss  Parisi  with  a letter  (copy  attached)  of 
explanation  on  August  15,  1958,  as  a schedule  that 
would  be  recommended  to  her  for  consideration 
as  the  final  revision.  Miss  Parisi  has  acknowledged 
receipt  of  this  schedule  and  has  indicated  that  she 
would  give  it  consideration. 

Dear  Miss  Parisi: 

Many  suggestions,  comments,  and  amendments  have 
been  received  from  the  members  of  the  House  of  Delegates, 
members  of  the  Council  of  the  Medical  Society  of  the  State 
of  New  York,  members  of  the  Workmen’s  Compensation 
Committee  of  the  State  Society,  chairmen  of  compensa- 
tion committees  of  county  medical  societies,  and  secretaries 
and  presidents  of  county  medical  societies,  as  well  as  other 
interested  physicians,  and  including  specialty  groups,  such 
as  those  in  internal  medicine  and  radiology,  in  response  to 
your  distribution  of  the  proposed  medical  fee  schedule. 
The  communications,  in  some  instances,  have  indicated 
that  the  original  or  a copy  had  been  sent  to  you.  You  will 
please  find  enclosed  copies  of  some  of  the  letters  that  were 
received  by  the  State  Mejjcal  Society  that  may  not  have 
reached  you. 

A summary  of  some  of  the  comments  received  has  been 
outlined  below  by  our  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation. 

The  following  can  be  considered  general  statements  con- 
cerning the  fee  schedule.  « 

1.  Three  county  medical  societies  want  the  new  fee 
schedule  in  operation  before  November  1,  1958. 

2.  Three  county  medical  societies  want  a review  of  the 
fee  schedule  at  least  every  two  years. 

3.  One  county  medical  society  wants  an  annual  review 
of  the  fee  schedule. 

4.  Where  a physician  is  required  to  attend  a hearing 
before  a Workmen’s  Compensation  Board  representative 
on  behalf  of  a claimant,  consideration  shall  be  given  by  the 
presiding  officer  to  the  length  of  time  the  physician  devoted 
at  the  hearing,  the  distance  traveled,  and  the  professional 
experience  as  well  as  the  professional  qualifications  of  the 
physician,  in  establishing  a fee  for  his  attendance!  In  no 
instance,  shall  the  fee  be  less  than  twenty  dollars  for  a 
general  practitioner  and  no  less  than  thirty-five  dollars  for 
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BRIGHT 
SPOT  IN 
ANTIBACTERIAL 
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A completely 
new  antibacterial 
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Low  dose,  \ • 
24-hour  action 

Safer 


References:  1.  E.  H.  Townsend  and 
A.  Borgstedt,  Paper  read  at  the  Sixth 
Annual  Symposium  on  Antibiotics, 
Washington,  D.C.,  October  15-17,  1958 

2.  S.  Ross,  J.  R.  Puig  and  E.  A. 
Zaremba,  Paper  read  at  the  Sixth 
Annual  Symposium  on  Antibiotics, 
Washington,  D.C.,  October  15-17,  1958 

3.  W.  A.  Leff,  Paper  read  at  the 
New  Jersey  Chapter  of  the  American 
Federation  for  Clinical  Research,  East 
Orange,  N.  J.,  September  17,  1958. 

4.  W.  P.  Boger,  Paper  read  at  the  Sixth 
Annual  Symposium  on  Antibiotics, 
Washington,  D.C.,  October  15-17,  1958 
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Tablets,  0.5  Gm 


madribont-m* 

— brand  of 

2,4-dimethoxy- 

6-sulfanilamido- 


DOSAGE 

TABLETS 

SUSPENSION  (teasp.) 

initially 

q.  24  h. 

initially 

q.  24  h. 

ADULTS: 

2 

1 

4 

2 

CHILDREN:  20  lbs 

y2 

1/4 

1 

1/2 

40  lbs 

i 

1/2 

2 

1 

80  lbs 

2 

1 

4 

2 

The  above  dosage  should  be  doubled  in  severe  infections 
requiring  more  intensive  therapy.  Continue  therapy  for  5 to  7 
days,  or  until  patient  is  asymptomatic  for  at  least  48  hours. 


Suspension,  0.25  Gm/teasp. 

Caution:  The  usual  precau- 
tions in  sulfonamide  therapy 
should  be  observed,  including 
the  maintenance  of  adequate 
fluid  intake.  If  toxic  reac- 
tions or  blood  dyscrasias  oc- 
cur, use  of  the  drug  should 
be  discontinued.  As  is  true 
of  all  sulfonamides,  Madribon 
is  probably  contraindicated 
in  premature  infants. 


1,3-diazine 


ROCHE-Reg. 
U.S.  Pat.  Off. 
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Exactly  how 

does  new  Halodrin*  restore  the 
premenopausal  prime’’ 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these 
are  the  childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone 
production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often 
results  in  physical  discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity 
of  other  symptoms  with  which  you  are  familiar.  Superimposed  on  this  physical  picture  is  the 
psychic  trauma  brought  on  by  this  unavoidable  evidence  of  aging.  The  thing  that  brings  her  to 
a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again  — but  the  odds  are  good  that  you  can  make  her  feel  like  it! 
The  secret  is  a combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the 
former  defy  objective  analysis,  but  the  latter  can  now  be  provided  with  scientific  precision. 
Reduced  to  essentials,  here  is  the  explanation  of  exactly  how  hormones  — in  the  form  of  Upjohn’s 
new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol, 
estrone,  and  estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this 
urinary  excretion  of  estrogens,  it  is  possible  to  calculate  backwards  and  estimate  the  amount  of 
estradiol  that  must  have  been  secreted  endogenously  in  order  to  produce  these  urinary  levels. 
This  is  possible  because  the  proportion  of  estrogens  which  appears  in  the  urine  following 
parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day 
during  a menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart 
opposite).  Therefore,  the  restoration  of  the  “premenopausal  prime”  in  the  postmenopausal 
woman  requires  the  replacement  of  approximately  the  equivalent  of  the  80  micrograms  of 
estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  21/£  times  as  potent  as  parenteral  estradiol.  Therefore, 
the  replacement  of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accom- 
plished by  the  oral  administration  of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the 
recommended  dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This 
offsets  the  loss  of  80  micrograms  of  endogenous  estradiol  production  in  the  menopausal  woman; 
i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone) 
—the  most  potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol 
just  enough  to  prevent  breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause. 
It  also  exerts  other  beneficial  hormonal  effects,  one  of  which,  in  common  with  ethinyl  estradiol, 
is  a powerful  anabolic  action  so  desirable  in  patients  of  advanced  years. 
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a specialist. 

5.  It  has  been  recommended  that  the  rating  SM-17 
be  allocated  to  surgeons  qualified  in  thoracic  surgery. 

6.  It  has  been  suggested  that,  for  future  revisions  of  the 
fee  schedule,  some  consideration  be  given  to  a system  that 
would  take  into  account  a unit  basis  for  fees,  similar  to  that 
adopted  by  the  California  Medical  Society  and,  more 
recently,  by  the  Kansas  Medical  Society — said  unit  being 
multiplied  by  a dollar  figure  that  would  be  in  keeping 
with  the  cost-of-living  index,  as  released  by  the  United 
States  Department  of  Labor. 

7.  Several  county  medical  societies  have  strongly 
recommended  that  a surgeon  be  paid  for  the  initial  examina- 
tion, whether  or  not  the  diagnosis  is  confirmed  and  whether 
or  not  the  treatment  or  operation  is  ultimately  carried  out. 

8.  Regional  societies  interested  in  radiology  have 
recommended  that  specialists  other  than  those  in  radiology 
(SD)  receive  a fee  for  radiology  performed  by  these  special- 
ists, that  is  not  greater  than  three  fourths  that  granted 
special  ;sts  in  radiology. 

9.  Several  county  medical  societies  urged  that  osteo- 
paths, in  no  instance,  be  granted  fees  higher  than  those 
granted  to  doctors  in  medicine. 

10.  Where  a fee  for  services  includes  an  after-care  pe- 
riod, the  physician  will  be  paid  the  same  unit  fee,  regardless 
of  the  number  of  visits  made  during  that  after-care  period, 
unless  mitigating  circumstances  warrant  an  additional 
fee  for  bona  fide  multiple  visits  the  same  day,  or  visits 
necessitating  an  unusual  length  of  time,  or  services  beyond 
the  routine.  In  all  such  instances,  where  mitigating  circum- 
stances prevail,  the  physician  will  append  an  explanatory 
letter  to  the  bill  for  services  rendered. 

The  New  York  State  Society  of  Internal  Medicine  has 
recommended  that  the  qualifications  for  the  SJ  rating  for  a 
specialist  in  internal  medicine  shall  be  based  on  a State- 
wide uniform  standard,  similar  to  the  standard  adopted 
by  the  American  Society  of  Internal  Medicine. 

A few  county  medical  societies  have  recommended  that 
a 33 1 A per  cent  increase  “across-the-board”  be  utilized  as 
a basis  for  an  upward  revision  of  the  fee  schedule  of  1948. 

Enclosed  you  will  please  find  a copy  of  the  proposed  med- 
ical fee  schedule  circularized  by  you,  which  has  been 
annotated  in  red  pencil.  The  annotations  reflect  the  latest 
consensus  expressed  by  those  groups  responding  to  the 
proposed  fee  schedule. 

It  is  believed  that,  by  inscribing  these  proposed  changes 
directly  on  your  copy,  errors  in  transcription  may  be 
avoided. 

The  Medical  Society  of  the  State  of  New  York,  Dr. 
Dorman,  and  I are  most  grateful  for  the  opportunity  to 
review'  this  proposed  fee  schedule  and  to  submit  further 
proposals  in  an  effort  to  establish  an  adequate  and  equi- 
table minimal  schedule  of  fees  for  physicians  serving  claim- 
ants under  the  Workmen’s  Compensation  Law. 

Leo  E.  Gibson,  M.D.,  President 

Dr.  Dorman  stated:  “The  Workmen’s  Com- 

pensation report  is  before  you.  In  addition,  I 
would  like  to  say  that  the  fee  schedule  is  still  under 
consideration,  and  Miss  Parisi  has  requested  that 
we  meet  with  her  this  afternoon  to  further  discuss 
it.” 

It  was  voted  to  adopt  the  report  as  a whole. 

New  Business 

Relation  of  Physicians  and  Medical  Care  Insur- 
ance Plans. — Dr.  Gibson  introduced  Dr.  Louis  H. 
Bauer  who  had  requested  permission  to  speak  to  the 
Council.  He  talked  off  the  record  about  socio- 
economics in  the  practice  of  medicine. 

The  subject  of  resolution  58-49,  “Medical  Care 
the  Job  of  the  Medical  Profession,”  introduced  by 
Dr.  Wertz  in  the  House  of  Delegates,  was  discussed. 

It  was  voted  to  refer  this  to  the  Committee  on 
Economics. 


( This  vote  was  rescinded  at  the  October  Council 
meeting  and  the  matter  was  referred  to  a special 
committee. — Secretary) 

Appointments. — Special  Committee  to  Study  the 
1958  Management  Survey  Report. — Dr.  Gibson 
requested  authority  to  appoint  Dr.  Walter  W.  Mott, 
chairman  of  the  Board  of  Trustees,  a member  of  this 
special  committee. 

Permission  was  voted. 

Coordinating  Council. — Dr.  Dorman  stated:  “The 
Coordinating  Council  said  that  the  Council  has 
appointed  an  observer  and  guest  to  be  present  at  the 
Coordinating  Council  meetings.  This  custom  fell 
into  disuse  when  the  chairman  of  the  Council  was 
Dr.  Ezra  Wolff  who  sat  with  the  Council.  They 
requested  that  the  Council  appoint  Dr.  Henry 
Fineberg  as  its  official  representative  to  meet  with 
the  Coordinating  Council.” 

Approval  was  voted. 

Interprofessional  Association. — Dr.  Anderton 
stated:  “As  requested  by  you,  it  is  right  to  inform 
the  Council  that  last  evening  there  was  a meeting 
of  the  so-called  Interprofessional  Association  of  New 
York  State.  That  is  the  newly-forming  organization 
of  our  Medical  Society,  the  State  Veterinary  Associa- 
tion, and  the  State  Dental  Society.  You  have  previ- 
ously voted  that  we  should  go  ahead  and  help  in  the 
formation  of  such  organization. 

“They  decided  to  hold  the  next  meeting  on 
December  3,  1958,  at  7 o’clock,  and  were  invited  to 
use  this  room.  There  are  to  be  three  representatives 
of  each  group  with  votes,  and  others  may  be  invited 
to  attend  the  meeting  without  vote. 

“A  subcommittee  was  appointed  to  draw  up  a 
constitution  and  bylaws.” 

Pension  Fund  Assessment. — Dr.  Dattelbaum 
stated:  “The  following  memorandum  was  sent  to 

treasurers  of  component  county  societies: 

‘At  the  May,  1958,  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York,  it  was  recommended  that  to  provide 
additional  monies  for  our  Pension  Fund,  a $10 
assessment  for  all  the  new  members  in  1958  be 
levied. 

‘This  recommendation  was  approved,  and  it  is 
now  necessary  for  me  to  request  you  to  bill  all 
new  members  in  1958  for  $10. 

‘In  order  to  guide  you,  in  thbse  instances  in 
which  you  may  have  some  question  as  to  whether 
this  assessment  should  be  collected,  determine 
whether  the  member  paid  the  1957  pension 
assessment.  If  he  did  not,  this  assessment  is 
collectible.’ 

“Collection  of  this  assessment  has  resulted  in  a 
number  of  inquiries  and  I would  like  to  have  you  be 
clear  about  the  resolution. 

“In  reply  to  this  memorandum  there  has  been  re- 
ceived a letter  from  the  Medical  Societies  of  Oneida, 
Herkimer  and  Madison,  signed  by  Harold  N. 
Howell,  executive  secretary.  I,  personally,  think 
it  is  very  sensible. 

[Continued  on  page  3910] 
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Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.,, 

*Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med.  23:41 
(Jan.)  1958. 


Rauwiloid’ 


Enhances  safety  when  more  potent  drugs 


are  needed. 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension.  IIIJ 

T 1 1 4*  « #4  «-* 


Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  Vz  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


••  V ' 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet  suffices 


CALIFORNIA 


3909 


SUMMARY  OF  COUNCIL  MINUTES 


(Continued  from  page  3908] 

‘Your  letter  of  August  21  regarding  the  billing 
of  1958  new  members  for  the  $10  assessment  was 
presented  last  evening  to  the  comitia  minora  of 
the  Medical  Society  of  the  County  of  Oneida. 

‘The  comitia  felt  very  strongly  that  it  would 
be  extremely  poor  internal  public  relations  for  us 
to  go  back  to  these  newr  members  at  the  present 
time  for  another  $10  after  thej^  had  recently 
paid  what  they  had  expected  would  be  their 
entire  dues  for  the  3^ear  1958.  Accordingly,  the 
comitia  ordered  that  this  $10  assessment  be  in- 
cluded in  the  billing  for  the  1959  dues. 

‘I  give  jmu  the  foregoing  information  because 
otherwise  you  may  wonder  why  you  do  not  re- 
ceive these  $10  assessments  in  the  immediate 
future.’ 

“Other  questions  that  came  up  are  these:  Does 
the  term  ‘new  members’ — and  by  the  way  we  expect 
800  members  annually — mean  new  members  only 
or  also  re-elected  and  reinstated  members  who  were 
not  members  in  good  standing  in  1957  and,  therefore, 
did  not  pay  the  special  $10  assessment  for  the 
pension  fund  that  .year?  If  you  wish  to  include  the 
reinstated  members  in  billing  them,  why  then  we 
will  follow  out  the  washes  of  the  Council.  If  you 
don’t  bill  them,  they  will  not  pay  anything  to  the 
pension  fund.  That  is  the  first  problem,” 

After  discussion,  it  was  voted  that  those  members 
wdio  have  not  paid  any  $10  assessment  towrard  the 
Pension  Fund  be  requested  to  make  a voluntary 
contribution  of  $10,  until  such  time  as  we  can  make 
a change  in  the  Bylaws  wrhich  would  make  an  annual 
assessment  of  that  $10  proper. 

Report  of  Delegates  to  the  American  Medical 
Association. — Dr.  Gerald  D.  Dorman,  chairman 
of  the  delegation,  stated:  “I  wrould  like  the  permis- 
sion of  the  chair  to  include  in  the  minutes  the  report 
of  the  chairman  of  the  A.M.A.  Delegation.  This 
will  save  reading  a five-page  report.” 

It  was  so  voted. 

The  report  follows: 

Our  Society  was  wrell  represented  at  the  House  of 
Delegates  of  the  American  Medical  Association, 
Hotel  Sheraton-Palace,  San  Francisco,  California, 
lune  23-26,  1958.  The  delegates  were  Drs.  Thomas 
M.  d’Angelo,  W.  P.  Anderton,  Renato  J.  Azzari, 
Peter  J.  Di  Natale,  Gerald  1).  Dorman,  Edward  P. 
Flood,  Leo  E.  Gibson,  Thurman  B.  Givan,  James 
Greenough,  J.  Stanley  Kenney,  John  J.  Masterson, 
Norman  S.  Moore,  Peter  M.  Murray,  William  B. 
Rawls,  Carlton  E.  Wertz,  and  Ezra  A.  Wolff. 
Dr.  Herbert  H.  Bauckus  and  Dr.  Andrew  A.  Eggs- 
ton,  as  top  alternate  in  each  class,  also  attended. 

Dr.  Kenney  was  chairman  of  the  Reference  Com- 
mittee on  Reports  of  Trustees  and  Secretary;  Dr. 
Flood  was  a member  of  the  Reference  Committee 
on  Hygiene,  Public  Health,  and  Industrial  Health; 
Dr.  Givan  served  on  the  Reference  Committee  on 
Insurance  and  Medical  Service:  Dr.  Azzari  w^as 
chairman  of  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations;  Dr.  Murray  was  on  the 
Medical  Education  and  Hospital  Reference  Com- 


mittee; Dr.  Masterson  worked  on  the  Miscellaneous 
Business  Reference  Committee;  and  Dr.  Wolff 
wras  on  Rules  and  Order  of  Business. 

Your  delegation  met  Sunday  evening,  June  22; 
Monday  morning,  June  23,  and  had  a breakfast 
meeting  June  24,  25,  and  26.  At  each  of  these 
meetings  certain  resolutions  and  candidates  for 
offices  were  discussed. 

Our  resolution  on  “Re-establishment  of  Twm- 
Year  Internship  in  Community  and  Municipal 
Hospitals,”  wras  introduced  by  Dr.  d’Angelo,  and  a 
resolution  on  “Plan  to  Promote  Improved  Intern 
Education  and  to  Correct  the  Shortage  of  Interns” 
wras  introduced  by  Dr.  Rawls.  Both  w^ere  referred 
to  the  Council  on  Medical  Education  and  Hospitals, 
upon  recommendation  of  the  reference  committee. 

D.  Galbraith  introduced  our  resolution  regarding 
advertising  of  proprietary  remedies.  This  was  with- 
drawn, because  it  was  covered  when  the  House  of 
Delegates  endorsed  recommendations  by  the  AMA 
Public  Relations  Department  that  the  AMA  join 
other  interested  groups  in  establishing  a voluntary 
program  to  be  coordinated  b}r  the  National  Better 
Business  Bureau,  in  seeking  to  eliminate  objection- 
able advertising  of  “over  the  counter”  remedies. 

Dr.  Di  Natale  introduced  our  four  resolutions 
regarding  social  security,  none  of  w hich  w ere  passed. 
One  advocated  a mail  poll  of  members  of  the  Associa- 
tion on  the  question,  “Do  you  favor  (yes  or  no) 
inclusion  of  self-employed  doctors  of  medicine  in  the 
Federal  social  security  system  on  a compulsory 
basis?”  The  other  requested  the  secretary  of  the 
AMA  “to  conduct  a poll  of  active  members  of  the 
American  Medical  Association  in  an  attempt  to 
ascertain  their  feeling  for  or  against  compulsory 
social  security  for  physicians.”  The  House  voted 
that  any  poll  should  be  taken  on  a state-by-state 
basis,  to  be  transmitted  to  the  AMA  delegates  from 
that  State,  and  stated  that  there  is  no  provision 
in.  the  constitution  and  bylawrs  for  a referendum. 
It  stated  such  a referendum  wrould  usurp  the  duties 
and  prerogative  of  the  AMA  House  of  Delegates. 
The  other  two  advocating  compulsory  social  security 
for  doctors  of  medicine  were  both  voted  dowm,  and 
the  existing  policy  reiterated,  to  the  effect  that 
“American  physicians  ahvays  stood  on  the  principle 
of  security  through  personal  initiative.” 

Our  resolution  regarding  operating  room  mortality 
was  introduced  by  Dr.  Azzari,  received  approval 
from  the  reference  committee,  and  wras  referred  to 
the  Board  of  Trustees  with  a recommendation  that 
an  ad  hoc  committee  be  appointed  to  study  “this 
entire  matter.” 

Dr.  Greenough  introduced  the  resolution  regard- 
ing artificial  respiration  for  rescue  work.  “No 
action”  w^as  taken  upon  recommendation  of  the 
reference  committee,  because  it  wras  held  poor  policy 
for  the  AMA  to  endorse  specific  technics. 

The  resolution  from  our  Society  advocating  that 
the  Bureau  of  Disability  Determinations  under  the 
Old  Age  and  Survivors  Insurance  Program  Imve  fees 
not  low  er  than  those  adopted  for  the  fee  schedule  of 
allowances  under  the  Medicare  Program  in  the 

[Continued  on  page  3915] 
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The  best  hope  of  saving  lives  from  cancer  is  early  detection  and 
prompt,  proper  treatment.  Progress  in  the  last  ten  years  has  already 
raised  this  life-saving  rate  from  1 in  4 to  1 in  3 as  more  and  more 
people  go  to  their  doctors  in  time. 

But  with  present  knowledge  it  is  possible  today  to  save  1 in  2 
cancer  patients.  Our  two  integrated  programs  are  directed  to  meeting 
this  challenge. 

Our  professional  education  program  offers  doctors  a variety  of  free 
services:  literature ...  films ...  exhibits ...  slides,  and  other  materials 
on  latest  advances  in  therapy  and  research. 

Our  public  education  program  urges  people  to  see  their  doctors  at 
the  first  sign  of  a danger  signal,  and  to  have  annual  health  checkups 
no  matter  how  well  they  may  feel. 

The  challenge  will  be  met.  As  more  and  more  doctors’  offices 
become  “cancer  detection  centers,”  and  as  more  and  more  people 
see  their  doctors  regularly,  the  closer  will  come  the  day  when  half  of 
our  cancer  patients  will  be  saved.  The  know-how  for  saving  the  remain- 
ing half  is  still  being  sought  in  research  laboratories.  Ultimately,  that 
challenge,  too,  will  be  met. 
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takes  the  “sting”  out  of  coal  tar . . . 
adds  corrective  action  to  hydrocortisone. 

HYDRO-TAR  suppresses  dermatoses  with  triple 
action : antipruritic,  antieczematic,  and  antiin- 
flammatory. It  affords  seven  important  advan- 
tages in  clinical  usage : 

1.  Greatly  improved  toleration  of  coal  tar. 

2.  Broader  scope  of  application. 

3.  Rapid  responses. 

4.  Liquor  Carbonis  Detergens  . . . 
advanced  coal  tar  compounds. 

5.  Hydrocortisone  . . . 

superior  anti-inflammatory  agent. 

6.  Superior  cream  base. 

7.  Flexibility  of  dosage  . . . 0.6%  and  1. 

Dosage:  Apply  topically  by  gentle  mas- 
sage to  affected  areas  3 or  4 times  a 
day . . . 

0.5%  for  moderately  severe  dermatoses  or 
maintenance- 1.0%.  for  severe  dermatoses. 

Supplied:  15  gm  Tubes  in  0.5%  and 
1.0%  strengths. 

Samples  and  literature  sent  on  request. 
ALMAY  DIVISION 

22  Cooper  Square,  New  York  3,  N.  Y. 
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RESULIN-F 


Cream 

(Resulin-hydrocortisone, 

Almay) 


Cream 

( Neomycin-Resulin- 
Hydrocortisone,  Almay) 


with  four-way  regression  of  Acne  lesions , 


For  the  acne  sufferer,  RESULIN-F  provides  the  mutual  potentiating 
effects  of  (1)  resorcin,  (2)  sulfur,  and  (3)  hydrocortisone; 
NEO-RESULIN-F  adds  (4)  neomycin  to  give  antibiotic  action 
when  infection  is  present  or  must  be  prevented. 

The  resulting  broadside  of  therapeutic  actions  expedites  regression 
of  the  acne  lesions.  Its  chief  effects  are:  dehydrative,  antiseborrheic, 
moderately  exfoliative,  anti-pruritic,  anti-inflammatory, 
anti-allergic,  fungistatic,  parasitic,  antibacterial,  and  preventive 
against  follicular  hyperkeratosis. 

Toleration  is  excellent,  and  both  preparations  have  superior 
dermal  penetrability.  Their  striking  effectiveness  has  been  shown 
even  in  cases  that  resisted  other  forms  of  therapy. 

Dosage:  Apply  3 times  daily  to  lesions  and  adjacent  areas. 

Supplied:  In  15  Gm.  tubes. 

Samples  and  literature  available  on  request. 

ALMAY  DIVISION 

22  Cooper  Square,  New  York  3,  N.  Y. 
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SOFTENS  FECES 


ADDS  FORMED  BULK 


EASES  EVACUATION 


•Unique  encapsulation  of 
millions  of  minute  oil 
globules  by  Irish  moss 
assures  complete  pene- 
trant diffusion  in  stools. 


IN  CONSTIPATION 

TO  SOFTEN  STOOLS  WITHOUT  TISSUE  DEHYDRATION 
AND  MAKE  THEM  MOVE  WITHOUT  STRAINING 

KONDREMUL! 

COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS  [ patlCh  ) 

PROVEN  SAFE...  EFFECTIVE  . IN  PREGNANCY  • IN 
CHILDHOOD  • IN  MIDDLE-AGED  PATIENTS  . IN  ELDERLY 
PATIENTS  . THROUGH  MORE  THAN  25  YEARS  OF  USE 

available  in  three  pleasant-tasting  formulas: 
for  the  average  patient 

KONDREMUL  (Plain) 

containing  55%  mineral  oil.  Bottles  of  1 pint. 

for  more  hypotonic  cases 

KONDREMUL  WITH  CASCARA 

0.66  Gm.  non-bitter  Ext.  Cascara  per  tablespoonful. 

Bottles  of  14  fl.oz. 

for  more  resistant  constipation 

KONDREMUL  WITH  PHENOLPHTALEIN 

0.13  Gm.  (2.2  gr.)  phenolphthalein  per  tablespoonful. 

Bottles  of  1 pint. 

| patch]  THE  E.  L.  PATCH  COMPANY  Stoneham,  Massachusetts 

70  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


3914 


SUMMARY  OF  COUNCIL  MINUTES 
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| various  states  was  introduced  by  President  Gibson 
j and  passed. 

The  House  of  Delegates  elected  the  following 
officers:  As  president-elect,  Dr.  Louis  M.  Orr, 

Orlando,  Florida;  Dr.  W.  Lin  wood  Ball  of  Rich- 
mond, Virginia,  vice-president;  Dr.  E.  Vincent 
Askey  of  Los  Angeles,  re-elected  speaker,  and  Dr. 
Norman  A.  Welch  of  Boston,  vice-speaker. 

Dr.  Warren  W.  Furey  of  Chicago  was  elected  for 
a five-year  term  on  the  Board  of  Trustees;  Dr. 
Raymond  M.  McKeown  of  Coos  Bay,  Oregon,  was 
re-elected  for  a five-year  term,  and  Dr.  R.  B.  Robins 
of  Camden,  Arkansas,  was  named  to  fill  the  un- 
lexpired  term  of  Dr.  F.  J.  L.  Blasingame.  Dr. 
Leonard  W.  Larson  of  Bismarck,  North  Dakota, 
was  elected  chairman  of  the  board  at  its  organiza- 
tional meeting. 

; Dr.  George  A.  Woodhouse  of  Pleasant  Hill,  Ohio, 
was  renamed  to  the  Judicial  Council.  Elected  to 
the  Council  on  Medical  Education  and  Hospitals 
were  Dr.  Leland  S.  McKittrick  of  Brookline,  Mas- 
jsachusetts,  to  succeed  himself,  and  Dr.  John  V. 
Bowers  of  Madison,  Wisconsin,  to  succeed  Dr. 
Victor  Johnson  of  Rochester,  Minnesota. 

Dr.  R.  B.  Chrisman,  Jr.,  of  Coral  Gables,  Florida, 
and  Dr.  J.  F.  Burton  of  Oklahoma  City,  Oklahoma, 
were  re-elected  to  the  Council  on  Medical  Service. 
For  the  same  Council,  Dr.  Russell  B.  Roth  of  Erie, 
Pennsylvania,  was  name  to  fill  the  unexpired  term 
of  Dr.  H.  B.  Mulholland  of  Charlottesville,  Virginia 
resigned. 

Three  members  were  elected  to  the  Council  on 
Constitution  and  Bylaws:  Dr.  William  Stovall  of 
Madison,  Wisconsin,  to  succeed  Dr.  Stanley  H. 
Osborn  of  Hartford,  Connecticut;  Dr.  William 
Hyland  of  Grand  Rapids,  Michigan,  to  fill  the  un- 
expired term  of  Dr.  Floyd  S.  Winslow,  deceased, 
of  Rochester,  New  York,  and  Dr.  Walter  Borne- 
meier  of  Chicago,  to  replace  Dr.  Furey. 

The  House  approved  a Board  of  Trustee’s  an- 
nouncement that  Miami  Beach  will  replace  Chicago 
as  place  of  the  1960  annual  meeting,  and  New 
York  City  will  be  the  site  of  the  1961  annual  meeting. 

Our  delegation  was  greatly  disappointed  that 
Dr.  Renato  J.  Azzari  was  not  elected  a trustee, 
i The  proceedings  of  the  House  will  be  published  in 
the  Journal  of  the  A.M.A. 

Our  hospitality  room,  under  the  supervision  of 
Drs.  Greenough  and  Moore,  with  the  assistance  of 
* Mr.  Miebach,  was  highly  successful  as  a social 
gathering  place.  A small  budding  rose,  the  flower 
3f  New  York  State,  was  pinned  on  each  visitor  to 
the  room  each  day  the  House  of  Delegates  was  open. 
Wives  of  our  delegates  were  very  helpful  in  this  and 
Dther  ways.  Roses  were  supplied  through  the 
30urtesy  of  the  New  York  Convention  and  Visitors 
Bureau,  Mr.  Royal  Ryan,  executive  vice-president. 

report  that  the  Society  was  ably 
represented  by  our  delegation. 


It  is  a pleasure  to 
ind  conscientiously 


NEW  3-WAY  “PICKUP” 

FOR  APPREHENSIVE  AND/OR 
HYPERTENSIVE  PATIENTS 

NEO-SLOWTEN 

[patch | 

A TRANQUILIZING  COMBINATION 

■ relieves  anxiety,  irritation,  fatigue 

■ reduces  mild  elevated  blood 
pressure 

■ refreshes  neural  tone 

EACH  WHITE,  SCORED  TABLET  CONTAINS: 

Phenobarbital 16.2  mg.  ( V*  gr.) 

Warning:  May  be  habit-forming 
Reserpine  ........  0.1  mg. 

Thiamine  hydrochloride  ....  5.0  mg. 

supplied:  Bottles  of  100  scored  tablets. 
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Until  y°u  provide 

eR6AT6R  «El-,6F 

with  jonger-actinfl* 

Novahistine  |p 

. dose  provides  relief  for  as 
»A  single  dose  p 
long  as  12  hours. 

t pt  combines  the 

. j-a-sris*' *-■ 

gestive  effect. 

Phenylep'hrirw  hydrochloride.  20  mg. 

Chlorprophenpyridamine 

4 mg. 

Botttes^f  50  and  250  tablets. 

Usual  dose:  Two  p^b'^^cases 
ing  and  evening-  ]e{  Occa- 

(and  children),  require  a 

sional  patien  . , can  be 

third  daily  dose,  tTr8dem«rk 

safely  given. 


Editor's  Note:  In  the  review  of  Abdominal  Opera- 
tions by  the  Vaginal  Route,  by  Paul  Werner,  M.D., 
and  Julius  Sederl,  M.D.,  which  appeared  on  page 
3204  of  the  October  1 issue,  the  name  of  Dr.  L.  M. 
Szamek  as  translator  of  the  works  was  inadvertently 
omitted. 


Chemistry  and  Biology  of  Mucopolysaccharides. 

Ciba  Foundation  S3unposium.  By  G.  E.  W. 
Wolstenholme  and  M.  O’Connor.  Octavo  of  323 
pages,  illustrated.  Boston,  Mass.,  Little,  Brown  & 
Co.,  1958.  Cloth,  $8.50. 

The  phj'Sician  who  includes  an  interest  in  biology 
among  his  hobbies — one  less  expensive  and  more  ex- 
citing than  hi  fi,  stereo-sound,  and  other  sedentary 
pursuits — will  find  this,  like  the  14  previous  Ciba 
symposia,  of  extraordinary  interest.  The  muco- 
polysaccharides provide  the  essential  elements  in 
the  stroma  of  red  cells  which  determine  blood 
groups.  They  are  the  pyrogens  par  excellence, 
since  a few  micrograms  of  enteric  polysaccharine 
suffice  to  induce  fever  in  hundreds  of  kilograms  of 
human  subjects.  The  polysaccharides  in  human 
milk  supply  an  essential  growth  factor  for  the  lacto- 
bacillus  of  the  infant’s  intestinal  flora,  and  others 
powerfully  attract  leukocytes. 

On  page  246  of  the  symposium  report  we  learn 
that  all  mucopolysaccharides — from  ground  sub- 
stance of  tissue,  from  cartilage,  bone,  mucus  secre- 
tions, bacterial  capsules  and  cell  membranes  or 
stroma,  from  plants  and  from  the  shells  of  insects 
and  Crustacea — contain  carbohydrate  with  a nitro- 
gen atom — hexosamines.  These  are  divided  into 
acid  molecules,  hexosamine  linked  to  uronic  acid/or 
sulphuric  acid,  and  neutral  forms,  with  hexosamine 
linked  to  neutral  monosaccharides.  These  sub- 
stances occur  as  mucoproteins,  with  the  polysac- 
charide easily  split  off  the  protein,  and  glycoproteins 
with  hexosamine  firmly  bound  to  the  protein. 

All  phases  of  the  chemistry  and  biology  of  these 
substances  are  presented  and  discussed  by  experts 
from  man}^  lands.  We  found  the  account  of  the  re- 
lation of  influenza  virus,  with  its  red  cell  agglutinat- 
ing power,  to  neuraminic  acid,  a modified  hexos- 
amine first  found  in  gangliosides  from  the  nervous 
system,  especially  fascinating.  The  virus  attaches 
to  neuraminic  acid,  and  also  possesses  an  enzyme  to 
split  this  component  of  red  cell  stroma.  As  with 
most  of  the  topics  in  the  book,  more  skill  and  im- 
agination lie  behind  this  advance  in  medicine  than 
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when  the  patient 
needs  relief 
from  tenacious 
bronchial  exudates 


Novahistine’ 

EXPECTORANT 

combines  the  decongestive  effects  of 
Novahistine  and  the  cough-control 
action  of  dihydrocodeinone  with  the 
liquefying,  expectorant  action  of  am- 
monium chloride. 

Each  5 cc.  teaspoonful  contains: 


Phenylephrine  hydrochloride  . 10.0  mg. 

Prophenpyridamine  maleate  12.5  mg. 

Dihydrocodeinone  bitartrate  1.66  mg. 

Ammonium  chloride 135.0  mg. 

Sodium  citrate 84.5  mg. 

Chloroform  (approx.) 13.5  mg. 

1-Menthol 1.0  mg. 

(Alcohol  5%) 


Dosage:  Adults— 2 teaspoonfuls,  three  or 
four  times  daily.  Children—^  the  adult 
dose.  Infants— % to  y2  teaspoonful,  three 
or  four  times  a day. 

Supplied  in  pint  and  gallon  bottles. 

PITMAN  -MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
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complicated  by 
useless \ exhausting 


Novahistine-DH* 

(fortified  Novahistine  with  dihydrocodeinone) 


When  "head  colds”  become  "chest 
colds”  Novahistine-DH  promptly 
controls  coughs  and  keeps  air  pas- 
sages of  both  head  and  chest  clear 
of  obstruction. 

Each  teaspoonful  (5  cc.)  of  grape-flavored 
Novahistine-DH  contains: 

Phenylephrine  hydrochloride 10  mg. 

Prophenpyridamine  maleate 12.5  mg. 

Dihydrocodeinone  bitartrate 1.66  mg. 

Chloroform  (approx.) 13.5  mg. 

L-Menthol 1.0  mg. 

Supplied  in  pint  and  gallon  bottles. 

♦Trademark 


PITMAN-MOORE  COMPANY 
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behind  putting  satellites  in  orbit,  and  more  impor- 
tant advances  in  human  welfare  are  opened  by  such 
investigations. — William  Dock 


Schizophrenia  in  Psychoanalytic  Office  Practice. 

Thirty  contributors,  Alfred  H.  Rifkin,  Editor. 
Octavo  of  150  pages.  New  York,  Grune  & Stratton, 
1957.  Cloth,  $4.00.  (The  Society  of  Medical 
Psychoanalysts,  1956  Symposium) 

This  is  a collection  of  papers  read  at  a special  sym- 
posium on  the  titled  subject.  The  contributors  are 
all  experienced  practitioners  in  the  field,  many  as 
heads  of  sanatoria  where  much  of  the  psj^chotherapy 
of  schizophrenia  evolved.  Each  of  the  papers  con- 
tains some  hints  about  the  practical  handling  of  the 
subject,  but  the  majority  of  the  contributions  are  on 
fundamental  theoretic  aspects  of  the  subject  matter. 
Thus,  the  technic  of  handling  transference  in  these 
cases,  as  distinguished  from  the  neuroses,  is  partic- 
ularly stressed  in  a separate  section.  The  matter 
of  acting  out,  which  is  so  much  more  likely  in  the 
psychotic  patient,  is  also  given  special  space.  The 
whole  question  of  ego  psychology  also  comes  in  for 
consideration.  This  is  a select  area  of  medical  psj^- 
chologv  and  thus  aimed  only  at  the  specialist  in  the 
field.  For  him  it  is  a serious  contribution  to  ad- 
vanced psychiatric  technic. — Sam  Parker 


Orr’s  Operations  of  General  Surgery.  Third 

edition.  By  George  A.  Higgins,  M.D.,  and  Thomas 
G.  Oit,  Jr.,  M.D.  Quarto  of  1,016  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1958.  Cloth, 
$20. 

This  book  originally  published  by  Orr  and  now 
brought  out  in  a third  edition  has  become  a classic. 
It  is  an  excellent  reference  in  general  surgery,  and  an 
extremely  useful  book  for  medical  students  and  phy- 
sicians. This  volume  has  been  enlarged  to  include 
some  of  the  newer  operative  work  in  the  thoracic 
and  vascular  fields.  The  chapter  on  head  and  neck 
surges  has  been  added. 

The  format  of  the  book  is  good.  The  illustrations 
are  clear.  Each  chapter  is  well  documented  and 
there  are  excellent  references.  The  general  princi- 
ples of  the  operative  procedures  are  given.  It  en- 
ables the  average  physician  to  become  acquainted 
with  the  handling  of  surgical  problems  from  the 
point  of  view  of  technic.  The  book  is  recommended. 
— Alan  A.  Kane 


Drugs  of  Choice,  1958-1959.  By  Walter  Modell, 
M.D.  Quarto  of  931  pages.  St.  Louis,  The  C.  V. 
Mosby  Co.,  1958.  Cloth,  $12.75. 

Much  of  the  phenomenal  advance  of  medicine  has 
been  spurred  by  the  spectacular  achievements  of  her 
fertile  handmaiden,  pharmacology.  With  the  past 
score  years,  the  familiar  nostrums  of  yesteryear 
have  been  swept  from  the  shelves  of  the  apothecary 
by  a succession  of  “wonder  drugs,”  each  more  mi- 
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raculous  than  its  predecessor.  Every  molecular  re- 
arrangement spawns  a new  prolific  litter  of  pharma- 
ceuticals. After  brief  trial  and  scant  investigation, 
the  literature  is  flooded  with  glowing  reports  by 
overenthusiastic  clinicians,  contradicting  each  other 
in  their  rush  to  be  first  in  print.  The  various  manu- 
facturers of  these  products  vie  in  a huckster  harass- 
ment of  mail  and  journal  advertising,  abetted  by 
the  unending  trickle  of  clinical  samples  and  thera- 
peutic tutoring  dispensed  by  the  detail  man. 

The  busy  practitioner,  lacking  opportunity  to 
digest  the  literature  or  evaluate  the  drug  by  per- 
sonal observation,  is  further  harried  by  his  patients’ 
clamor  for  the  latest  panacea  being  extolled  in  the 
public  press — only  to  have  it  discredited,  discarded, 
or  displaced  by  an  entirely  different  remedy  in  the 
very  next  edition. 

Drugs  of  Choice  is  long  overdue.  It  makes  a val- 
iant attempt  to  resolve  the  doctor’s  drug  dilemma. 
The  generic  and  proprietary  polynyms  are  cata- 
logued after  classification  by  pharmacologic  action, 
and  their  therapeutic  effectiveness  discussed.  There 
has  been  an  urgent  need  for  such  a guide,  and  if 
Modell  and  his  colleagues  had  not  the  foresight  to 
compile  it,  others  would  have.  No  practicing  physi- 
cian can  afford  to  be  without  it. — Milton  B.  Spiegel 


Diseases  of  the  Thyroid  and  Parathyroid  Glands. 

By  Bernard  J.  Ficarra,  M.D.  Octavo  of  295  pages, 
illustrated.  New  York,  Intercontinental  Medical 
Book  Corp.,  1958.  Cloth,  $8.50. 

The  views  of  a practicing  surgeon  are  lucidly  pre- 
sented in  this  book.  Many  tables,  graphs, 
pictures,  and  brief  case  reports  are  included  to  make 
reading  of  this  presentation  easy  to  understand. 
The  author  presents  his  beliefs  on  many  controver- 
sial points  in  such  a positive  manner  that  the  un- 
critical reader  may  accept  them  as  proved  facts.  It 
is  highly  doubtful  whether  most  thyroidologists 
would  advise  surgery  as  the  treatment  for  the  elderly 
thyrocardiac.  Ingestion  of  thyroid  hormone  rather 
than  tlij^roidectomy  is  the  currently  accepted  ther- 
apy for  the  goiter  of  Hashimoto’s  thyroiditis.  No 
mention  is  made  of  the  widespread  use  of  thyroid 
hormone  ingestion  as  the  treatment  for  some  types 
of  nodular  goiter. 

The  author  discusses  the  treatment  of  hyperthy- 
roidism in  50  pages;  of  these,  only  three  pages  pre- 
sent the  use  of  radioactive  iodine  and  less  than  two 
pages  present  the  use  of  the  thiourea  drugs,  while 
over  40  pages  explain  surgical  technics  and  complica- 
tions. Thus  this  book  may  be  of  value  to  the  sur- 
gical student.  However,  since  it  presents  the  par- 
tisan viewpoint  of  the  conservative  surgeon,  it  is 
less  valuable  to  the  general  practitioner  or  internist. 
More  adequate  presentations  of  modern  concepts  of 
thyroid  physiology  and  the  medical  management  of 
thyroid  diseases  have  been  made  by  the  contributors 
to  the  textbooks  on  the  thyroid  and  endocrinology 
which  have  appeared  in  the  past  three  to  fouryears. — 
Martin  Perlmutter 


Integrating  the  Approaches  to  Mental  Disease. 

Two  Conferences  Held  under  the  Auspices  of  the 
Committee  on  Public  Health  of  The  New  York 
Academy  of  Medicine.  Edited  by  H.  D.  Kruse, 
M.D.  Quarto  of  393  pages.  New  York,  AHoeber- 
Harper  Book,  1957.  Cloth,  $10. 

The  editor  of  this  volume  is  the  executive  secre- 
tary, Committee  of  Public  Health,  The  New  York 
Academy  of  Medicine,  New  York  City.  It  happily 
integrates  the  most  significant  approaches  to  mental 
diseases  comprising  the  transactions  of  two  con- 
ferences held  under  the  auspices  of  the  aforemen- 
tioned committee.  The  aim  of  the  conferences  was 
to  present  an  opportunity  for  experts  holding  dif- 
ferent views  on  the  causality,  pathogenesis,  and 
therapy  of  mental  disease  to  sit  down  together,  in- 
formally, engage  in  heuristic  cross  exposition,  and 
formulate  plans  whereby  their  diverse  approaches 
might  best  be  capitalized  in  the  face  of  growing  re- 
search demands  and  opportunities. 

Four  main  schools  of  thought  seem  to  emerge 
from  the  discussions.  Each  has  its  own  more  or 
less  distinctive  methodology,  vocabulary,  and  theo- 
ries. To  some  extent  the  methods  of  each  are  un- 
familiar, since  each  approach  is  not  an  indivisible 
unit  but  rather  a division  with  subdivisions  within 
special  fields,  including  genetics,  embryology,  his- 
tology, biochemistry,  physiology,  pharmacology, 
pathology,  neurophysiology,  endocrinology,  and 
nutrition.  Although  there  were  overlaps,  each  has 
some  claim  or  merit  in  the  approach  to  the  causality, 
pathogenesis,  and  therapy  of  the  complex  nature  of 
mental  disorders. 

The  first  conference  consisted  of  12  papers  which 
emphasized  the  multidisciplinary  approach  to  etiol- 
ogy. Herein  one  observes  the  organic,  experimen- 
tal psychologic,  psychodynamic,  and  psychosocial 
positions  delineated.  Areas  of  interdoctrinal  ac- 
ceptance and  difference  were  appropriately  dis- 
cussed. Common  ground  was  sought  and  next  steps 
for  further  interrelation,  convergence,  and  integra- 
tion were  formulated  relative  to  multidisciplinary 
knowledge  and  research. 

The  second  conference  further  elaborated  upon  the 
above  topics  with  significant  benefit  from  cross 
criticism  among  disciplines  relative  to  concepts, 
values,  relevants,  terminology,  planning,  interpret- 
ing, linking  concepts,  and  in  applying  prevention 
and  therapy.  The  search  for  new  technic  and  hjr- 
potheses  to  stimulate  multidisciplinary  research, 
and  also  verify  and  validate  observations  and  hy- 
potheses in  psychoanalysis  and  other  schools  of 
thought  were  encouraged.  Last,  but  not  least,  the 
role  of  the  basic  scientist  was  acknowledged. 

This  is  an  essential  book  to  be  kept  within  arm 
reach  of  the  physician  and  others  concerned  with 
the  broad  problems  of  integrating  the  approaches  to 
mental  diseases.  It  is  a milestone  revealing  the  ker- 
nel of  recent  knowledge  and  developments,  chal- 
lenges, methods,  and  needs  in  our  number  one  pub- 
lic health  problem  of  today,  namely,  mental  disease. 
— Frederick  L.  Patry 

[Continued  on  page  3922] 
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Diarrheas  due  to  neomycin-susceptible  pathogens 
are  effectively  treated  by  the  highly  efficient  in- 
testinal antibiotic  in  Donnagel  with  Neomycin, 
whose  other  ingredients  serve  to  control  toxic,  ir- 
ritative and  emotional  causes.  Result : Early  re- 
establishment of  normal  bowel  function. 

SUPPLY:  Bottles  of  6 fl.  oz. 

ALSO  AVAILABLE:  Donnagel,  the  original  formula,  for 
use  when  the  antibiotic  component  is  not  indicated. 
Bottles  of  6 fl.  oz. 


Each  30  cc.  (1  fl.  oz.)  of  the  comprehensive  formula 
of  DONNAGEL  WITH  NEOMYCIN  contains: 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 

Kaolin  (90  gr.)  6.0  Gm. 

Pectin  (2  gr.) 1 42.8  mg. 

Dihydroxyaluminum  aminoacetate 0.25  Gm. 

Hyoscyamine  sulfate  . 0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  (Vi  gr.) 16.2  mg. 
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The  Medical  Management  of  Cancer.  By  H.  D. 

Diamond,  M.D.  Octavo  of  179  pages.  New 
York,  Grune  & Stratton,  1957.  Cloth,  $6.75. 

This  is  a concisely  and  authoritatively  written 
monograph  on  the  medical  management  of  cancer 
from  the  Memorial  Hospital  for  Cancer  and  the 
Sloan-Kettering  Institute  for  Cancer  Research.  It 
is  an  excellent  summary  of  our  knowledge  about  the 
treatment  of  the  lymphoblastic  malignancies  and 
neuroblastoma,  carcinoma  of  the  lung,  thyroid, 
ovary,  breast,  and  prostate. 

The  reader  will  be  impressed  by  the  attitude  of 
aggressive  optimism  which  guides  the  author  in  his 
therapeutic  approach.  The  book  is  required  read- 
ing for  all  who  encounter  patients  who  fall  into  these 
categories.  Its  brevity  (179  pages)  removes  the  ob- 
jection of  the  practitioner  that  he  is  too  busy  for 
postgraduate  study.  The  book  is  especially  recom- 
mended to  those  physicians  of  pessimistic  or  nihilis- 
tic vein,  who  are  unaware  that  the  standard  thera- 
pies available  to  the  cancer  patient  are  often  of  great 
value. 

While  the  monograph  is  primarily  concerned  with 
the  role  of  the  internist  in  the  treatment  of  the  types 
of  cancer  enumerated,  it  will  be  read  with  profit  by 
all  of  the  other  specialized  workers  in  the  field  of  can- 
cer therapy. — Mortimer  R.  Camiel 


A Search  for  Man’s  Sanity.  The  Selected  Letters 
of  Trigant  Burrow.  Prepared  by  the  Editorial 
Committee  of  the  Lifwynn  Foundation.  Duodecimo 
of  615  pages,  New  York,  Oxford  University  Press, 
1958.  Cloth,  $8.75. 

This  book  is  a selected  collection  of  letters  written 
by  Dr.  Trigant  Burrow  and  issued  by  the  editorial 
committee  of  the  Lifwynn  Foundation  which  he 
established.  Biographic  notes  are  also  included. 

It  is  a sentimental  effort  to  keep  the  image  of  this 
scholar  alive  in  the  hearts  of  all  who  knew  him.  A 
successful  attempt  is  made  to  recall  the  person  of  Dr. 
Burrow,  the  first  American-born  psychiatrist  who 
concerned  himself  with  psychoanalysis.  His  grow- 
ing interests,  his  dedication  to  the  study  of  human 
behavior,  and  the  sacrifices  he  made  in  pursuing  his 
controversial  work  are  all  traced.  An  orthodox 
psychoanalyst  initially,  he  became  discredited  as  he 
moved  away  to  conceive  of  a socially  oriented 
“phyloanalysis”  which  he  insisted  was  an  extension 
of  psychoanalysis  into  biologic  areas  and  not  an 
abrogation  of  it.  This  is  revealed  in  his  extensive 
correspondence  with  associates,  eminent  leaders  in 
the  behavioral  disciplines,  outstanding  writers,  and 
friends. 

The  book  should  provide  inspiring  comfort  to 
Burrow’s  family,  his  colleagues  at  Lifwynn,  and  his 
friends.  It  is  perhaps  of  value  also  to  the  historian 
of  the  psychoanalytic  movement.  Included  are  a 
bibliography  of  Burrow’s  publications  and  an  index. 
— George  J.  Train 


A Manual  of  Pharmacology,  and  Its  Applications 
to  Therapeutics  and  Toxicology.  By  Torald  Soll- 


mann,  M.D.  Eighth  edition.  Quarto  of  1,535 
pages.  Philadelphia,  W.  B.  Saunders  Company, 
1957.  Cloth,  $20. 

The  author  has  again  made  available  an  authori- 
tative reference  book  to  be  used  by  the  student, 
practitioner,  and  specialist  in  the  practice  of  medi- 
cine. The  justification  for  this  edition  is  clearly  un- 
derstood when  one  reads  of  the  recent  contributions 
in  the  therapy  of  the  practice  of  medicine. 

This  excellently  written  textbook  is  a must  in  the 
library  of  anybody  who  is  called  upon  to  prescribe 
medication. — Irving  Greenfield 

Understanding  Your  Patient.  By  Samuel  Lieb- 
man,  M.D.,  with  ten  contributors.  Octavo  of  170 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1957.  Cloth,  $5.00. 

The  editor  is  medical  director,  North  Shore  Hospi- 
tal, Winnetka,  Illinois,  and  clinical  assistant  pro- 
fessor of  psychiatry,  University  of  Illinois  College  of 
Medicine,  and  merits  our  gratitude  for  making 
available  this  volume.  It  is  the  third  of  a series 
aimed  at  helping  the  medical  practitioner  toward  a 
better  understanding  of  his  patients  and  is  based  on 
the  Seventh  Annual  Lecture  Series  of  the  North 
Shore  Hospital  in  Winnetka,  Illinois,  titled  “The 
Medical  Practitioner’s  Contributions  toward 
Healthy  Emotional  Development— The  Physician 
As  a Counselor.” 

The  need  of  such  a volume  is  indicated  by  studies 
revealing  that  80  per  cent  of  cases  appearing  for 
medical  consultation  have  shown  significant  psycho- 
logic factors  in  the  genesis  of  their  complaints  and  ill- 
nesses. It  is  felt  that  a diagnosis  of  emotional  illness 
must  be  made  in  a 'positive  fashion  rather  than  by 
exclusion.  It  obligates  the  medical  practitioner  to 
subserve  the  multitude  of  patients  who  are  merely 
maladjusted  but  not  severely  neurotic  or  psychotic. 
Much  of  this  work  is  at  present  being  done  by  non- 
medical personnel,  and  possibly  this  will  always  be 
so  to  some  extent.  There  is,  however,  no  doubt  that 
the  physician  should  be  doing  more  expertly  a larger 
measure  of  this  fringe  preventive  psychiatry,  thus 
making  him  better  prepared  to  share  with  the  non- 
medically  trained  persons — counselors,  clergymen, 
teachers,  personnel  and  social  workers,  members  of 
the  legal  profession,  and  others — who  perforce  are 
trjdng  to  fill  the  demand  gaps  at  present. 

The  table  of  contents  covers  a wide  range  of  timely 
problems  which  the  physician  should  consider  more 
and  more  as  an  integral  part  of  his  bailiwick.  Con- 
flicts created  by  the  physician’s  attitude  and  be- 
havior and  conflicts  relative  to  medical  and  surgical 
care  are  discussed.  Likewise,  problems  in  early  de- 
velopment, emotional  conflicts  of  the  school-age 
child  and  the  teenager  are  brought  to  the  front. 
Problems  of  adult  life  and  premarital  and  marriage 
counseling  are  delineated.  A final  chapter  relative 
to  problems  related  to  grandparents  is  welcome  in 
view  of  the  rapidly  growing  field  of  geriatrics. 

This  book  should  be  of  significant  importance  to 
the  physician.  He  will  find  its  pages  interesting 
reading  because  it  brings  him  in  larger  measure  into 

[Continued  on  page  3924] 
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In  941  cases1,2  effective  in  all  but  17.  Two  timed-release  tablets  at  bedtime 
start  to  work  in  the  early  morning  and  reach  maximum  potency  at  normal 
waking  hour,  bendectin  then  provides  exceptional  relief  of  nausea  and  vomit- 
ing by  three  distinct  and  complementary  actions.  1.  Antispasmodic— Bentyl 
10  mg.— relaxes  G-l  smooth-muscle  spasm;  2.  Antinauseant— Decapryn  10 
mg.— centrally  effective  . . . combats  histamine-like  metabolites  often  present 
in  blood  stream  during  pregnancy;  3.  Nutritional  supplement— pyridoxine 
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Formula:  Each  tablet  contains: 
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Pyridoxine  Hydrochloride  10  mg. 
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the  picture  for  better  diagnostic  and  treatment 
functioning. — Frederick  L.  Patry 

Handbook  of  Orthopaedic  Surgery.  By  Alfred 
Rives  Shands,  Jr.,  M.D.,  in  collaboration  with 
Richard  Beverly  Raney,  M.D.  Fifth  edition. 
Octavo  of  725  pages,  with  214  illustrations.  St. 
Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$9.75. 

The  student,  general  practitioner,  and  orthopedic 
surgeon  often  find  themselves  in  a position  where  a 
search  for  the  topic  of  their  interests  in  journals  and 
texts  prove  to  be  difficult,  deficient,  and  most 
trying.  The  author  overcomes  this  shortcoming  in 
this  popular  fifth  edition  handbook  which  is  con- 
formable and  not  pedantic. 

There  are  17  new  sections  added,  viz.,  rehabilita- 
tion, Fanconi’s  Syndrome,  Letterer-Siwe  Disease, 
Gaucher’s  Disease,  Osteopathia  Striata,  Progressive 
Diaphyseal  Dysplasia  (Engelmann’s  Disease),  Senile 
Osteoporosis,  Infantile  Cortical  Hyperostosis  (Caf- 
fey’s  Disease),  Osteitis  Pubis,  Guillain-Barre  Syn- 
drome, Nonosteogenic  Fibroma,  Chondromalacia 
Patellae,  Hallux  Varus,  Cervical  Root  Syndrome, 
Bicipital  Tenosynovitis,  Frozen  Shoulder,  and 
Shoulder-Hand  S}rndrome.  Photographs  replace 
line  drawings  and  are  very  clearly  illustrated. 

The  information  contained  in  this  volume  is  not 
onty  from  the  author’s  experience,  but  by  consulta- 


tion with  world-wide  authorities.  This  is  evidenced 
by  an  extensive  bibliography.  It  is  a well-recom- 
mended handbook. — Henry  P.  Lange 

The  Incurable  Wound.  And  Further  Narratives 
of  Medical  Detection.  By  Berton  RouechA  Oc- 
tavo of  177  pages.  Boston,  Little,  Brown  & Com- 
pany, 1957.  Cloth,  $3.50. 

The  title  of  this  volume  is  self-explanatory.  Here- 
in are  six  short  stories,  all  written  in  an  exciting,  de- 
tective story  vein  and  pertaining  to  medical  prob- 
lems— specifically,  their  preventive  aspects.  This 
is  excellent  light  reading,  medically  accurate  and  in- 
formative; it  can  be  widely  recommended  to  the 
laity  as  well  as  to  those  in  the  medical  and  allied 
fields. — Catherine  M.  Hegarty 

Brain  Tumors.  Their  Biology  and  Pathology. 

By  K.  J.  Ziilch,  M.D.  Translated  by  Alan  B. 
Rothballer,  M.D.,  and  Jerzy  Olszewski,  M.D. 
Octavo  of  308  pages,  illustrated.  New  York, 
Springer  Publishing  Co.,  1957.  Cloth,  $9.50. 

Ziilch’ s concise  and  authoritative  monograph  on 
brain  tumors  has  finally  been  translated  into  Eng- 
lish. It  represents  the  accumulated  experience, 
both  clinical  and  pathologic,  of  6,000  verified  in- 
stances of  intracranial  neoplasm  and  is  the  largest 
published  analysis  in  this  category. 

In  addition  to  'precise  descriptions  of  the  mor- 
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phology  of  the  individual  tumors,  the  text  also  goes 
into  considerable  detail  in  regard  to  statistical  analysis 
concerning  age,  sex,  mode  of  onset,  and  topographic 
locations.  Numerous  clear  graphs  are  devoted  to 
this  form  of  survey. 

The  subjects  of  genetic  background  and  associa- 
tion of  trauma  are  also  carefully  reviewed.  The 
secondary  effects  of  enlarging  brain  tumors  upon  the 
resident  tissues  are  fully  discussed. 

The  last  segment  of  the  book  is  devoted  to  meth- 
ods of  pathologic  studies  and  a comprehensive  bibli- 
ography. The  book  represents  a brief  but  highly  in- 
formative and  clearly  written  survey  on  the  subject 
of  brain  tumors. — S.  M.  Aronson 

Clinical  Obstetrics  and  Gynecology.  Vol.  1,  No. 
1.  Medical  Problems  in  Pregnancy.  By  C.  J. 
Lund,  M.D.,  and  Management  of  Endocrine  Prob- 
lems. By  A.  C.  Barnes,  M.D.  Octavo  of  288 
pages,  illustrated.  New  York,  Paul  B.  Hoeber  Inc. 
1958.  Cloth.  $18  per  year. 

The  first  born  of  a new  series  of  quarterlies  in- 
tended to  fill  a void  presumed  to  exist  between  our 
journals  and  our  textbooks  is  on  the  whole  a success. 
Attractive  in  appearance,  a good  size,  with  good 
paper  and  a good  index,  it  is  easy  to  read.  Discus- 
sion of  some  topics,  like  diabetes  and  anemia,  is  ex- 
cellent. The  half  devoted  to  the  management  of 
endocrine  problems  is  sketchy  and  weak.  How- 
ever, when  our  present  assets  for  treatment  are  criti- 


cally evaluated  this  is  what  we  should  expect.  This 
book  is  for  general  reading. — Charles  A.  Gordon 

Orthopedic  Diseases.  Physiology-Pathology- 
Radiology.  By  Ernest  Aegerter,  M.D.,  and  John 
A.  Kirkpatrick,  Jr.,  M.D.  Octavo  of  602  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Co.,  1958. 
Cloth,  $12.50. 

This  volume  is  the  product  of  two  medical  men,  a 
pathologist  and  a radiologist.  The  virtue  of  this 
book  is  an  attempt  to  make  readily  available  infor- 
mation relating  to  bone  diseases.  The  authors  have 
sifted  much  of  the  material  from  many  recent  arti- 
cles written  on  diseases  affecting  the  musculoskeletal 
system. 

Bone  disease  is  looked  at  from  altered  morphology 
and  physiology  so  as  to  interpret  its  symptomatol- 
ogy and  roentgenography.  No  attempt  at  com- 
pleteness is  made. 

The  format  of  the  volume  is  excellent.  The  first 
four  chapters  review  the  anatomy  and  physiology  of 
the  tissues  of  the  skeleton,  then  a chapter  each  is 
also  devoted  to  simple  histology  of  tissues  involved  in 
orthopedic  disease  and  bone  radiology. 

The  rest  of  the  book  is  divided  into  three  sections: 
(1)  Disturbances  in  Skeletal  Development,  (2)  Dis- 
turbances in  Normally  Formed  Skeleton,  and  (3) 
Tumors  and  Tumor-Like  Processes. 

X-ray  and  pathologic  reproductions  (gross  and 
[Continued  on  page  3926] 
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microscopic)  are  numerous  and  excellently  done. 

This  book,  as  the  authors  aptly  state  is  “intended 
for  the  clinician  who  wants  to  increase  his  diagnostic 
efficiency,  for  the  radiologist  who  is  perplexed  by  the 
meaning  of  an  overwhelming  array  of  radiographic 
nuances,  for  the  pathologist  who  is  distraught  by 
his  inability  to  interpret  what  he  sees  through  his 
microscope,  for  the  young  specialist  who  wants  to 
pass  his  board  exams,  and  for  the  medical  student.” 
It  is  highly  recommended  to  the  medical  profes- 
sion.— C.  C.  Vitale 

Skin  Grafting.  Third  edition.  By  James  B. 
Brown,  M.D.,  and  Frank  McDowell,  M.D.  Octavo 
of  411  pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Co.,  1958.  Cloth,  $15. 

This  is  an  excellent  addition  to  the  armamentar- 
ium of  any  surgeon.  The  authors  clearly  and  con- 
cisely discuss  the  various  basic  principles  of  skin 
grafting.  The  physiologic  backgrounds  for  the  dif- 
ferent types  of  grafts  are  well  illustrated.  Detailed 
information  on  how  to  plan  the  various  grafts  and 
the  timing  of  coverage  are  discussed.  Detailed  in- 
structions as  to  the  management  of  cases  and  tech- 
nics are  explained  in  detail,  with  a considerable  num- 
ber of  illustrations. 

This  book  covers  the  field  extremely  well  for  the 
resident  and  general  surgeon,  and  there  is  consider- 
able information  for  the  plastic  surgeon.  The  pro- 
cedures which  the  authors  have  found  valuable  in  a 
considerable  practice  are  well  presented.  The 
photographs  throughout  are  distinct  and  a consider- 
able effort  has  been  maintained  for  detail.  The 
format  of  the  volume  is  of  high  standard  and  the 
bibliography  thorough. — Alan  Kane 

Noise  and  Your  Ear.  By  Aram  Glorig,  Jr.,  M.D. 
Octavo  of  152  pages,  illustrated.  New  York,  Grune 
& Stratton,  1958.  Cloth  $6.50. 

This  is  a monograph  small  in  “stature”  but  ency- 
clopedic in  content.  It  represents  the  results  of 
years  of  effort  and  research  by  a tireless  worker  in 
the  field.  Glorig  presents  in  a small  volume  the 
present-day  knowledge  and  information  about  the 
relationship  of  noise  to  hearing  loss.  The  format  is 
excellent — 14  chapters  subdivided  in  a manner  which 
lends  itself  as  a quick  reference. 

In  appendix  3,  one  finds  an  ambitious  and  inclu- 
sive number  of  references  for  those  who  would  delve 
further  into  the  subject.  Here  too  are  fists  of  audi- 
ometer manufacturers  and  makers  of  related  equip- 
ment. The  author  modestly  states,  “Some  of  the 
statements  in  this  book  are  matters  of  opinion  rather 
than  matters  of  fact.” 

This  reviewer,  being  familiar  with  the  author’s 
background  and  research  in  the  field  of  noise,  fully 
appreciates  the  value  of  Glorig’ s opinions  which  are, 
in  reality,  conclusions  based  on  the  results  of  his 
studies  in  the  field,  analysis  of  thousands  of  testings, 
and  the  solutions  of  the  inumerable  problems  pre- 
sented to  him.  The  table  of  contents  makes  for 
easier  reference. 


This  book  is  a long-needed  study  as  it  has  been 
prepared  by  an  otologist  for  the  otologist  as  well  as 
for  those  interested  in  noise,  its  damage  and  pre- 
vention, and  it  is  a “must”  for  all  who  are  interested 
in  the  noise  problem. — Samuel  Zwerling 

Your  Wonderful  Body.  By  Peter  Pineo  Chase, 
M.D.  Octavo  of  391  pages,  illustrated.  Engle- 
wood Cliffs,  N.  J.,  Prentice-Hall,  1957.  Cloth, 
$5.75. 

The  all  but  impossible  has  been  accomplished — a 
readable,  yet  adequately  detailed  book  on  health. 
A highly  professional  product  for  predominantly 
nonprofessional  consumption,  this  authoritative  and 
timely  creation  finally  reconciles  the  objectives  of 
clarity  and  comprehensiveness.  With  optimal  ad- 
mixtures of  humor  and  humanity,  Chase  has 
achieved  a remarkably  intelligible  and  informative 
synthesis  that  can  be  appreciated,  not  to  mention  en- 
joyed, at  any  level  of  scientific  sophistication.  Well- 
selected  subject  matter  depicts  the  order  and  dis- 
orders of  our  fife  patterns  in  a succession  of  interpre- 
tive chapters,  which  accurately  and  effectively  dis- 
pense facts  and  dispel  illusions.  With  a minimum 
of  pretense  and  a maximum  of  wisdom,  and  in 
straightforward,  convincing  style,  medicine  and  the 
mortals  who  practice  it  are  identified  with  limita- 
tions as  well  as  accomplishments,  defeats  as  well  as 
conquests,  problems  as  well  as  potentials — to  the 
common  advantage  of  physician  and  prospective 
patient.  The  sacrifice  of  neither  is  the  gain  of  both, 
as  Chase  substantially  furthers  the  general  enlighten- 
ment so  essential  to  continued  understanding  and 
progress.  What  a delightful  way  to  write — and  to 
learn! — Robert  Hillmann 

Intestinal  Obstruction.  By  Claude  E.  Welch, 
M.D.  Octavo  of  376  pages,  illustrated.  Chicago, 
The  Yearbook  Publishers,  Inc.,  1958.  Cloth,  $10.50. 

The  subject  of  intestinal  obstruction  is  thoroughly 
covered  by  the  author.  The  latest  concepts  of  clini- 
cal management,  both  medical  and  surgical,  are  well 
presented.  Basic  concepts  are  excellently  illus- 
trated and  details  of  surgical  treatment  lucidly  dis- 
cussed. 

In  addition,  the  author  has  included  an  excellent 
bibliography  to  aid  those  who  desire  further  infor- 
mation and  references.  This  book  encompasses  the 
methods  which  the  author  has  successfully  employed. 

The  book  is  written  in  a clear  style  and  is  highly 
recommended. — Milton  J.  Matzner 

Illustrated  Preoperative  and  Postoperative  Care. 

By  Philip  Thorek,  M.D.  Octavo  of  98  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1958. 
Cloth,  $5.00. 

This  book  is  elementary  and  simple.  It  might  be 
of  value  to  the  general  practitioner  living  in  a small 
community  who  also  does  some  small  surgical  prac- 
tice and  who  would  appreciate  some  easy  reading  on 
pre-  and  post-operative  care. — Gaetano  de  Yoanna 
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CHRONIC 

PROSTATITIS 

"probably 
the  most  common 
chronic  infection 
in  men  over 
50  years  of  age.”1 


brand  of  nitrofurantoin 


“From  clinical  observation  we  have  found  that  more  cases  of  chronic  prostatitis 
respond  to  Furadantin  than  to  any  other  anti-infection  agent."2 

In  chronic  prostatitis,  “antibacterial  therapy  may  begin  on  the  first  visit  with 
Furadantin  100  mg.  4 times  daily  . . ."3 

Available  as  Tablets,  Oral  Suspension 


References:  1.  Alyea,  E.  P.:  Infections  and  Inflammations  of  the  Male  Genital  Tract,  in  Campbell,  M.: 
Urology,  Philadelphia,  W.  B.  Saunders  Co.,  1954,  vol.  1,  p.  643.  2.  Barnes,  R.  W.,  in  discussion  of  Chinn,  J., 
and  Bischoff,  A.  J.:  Tr.  West.  Sect.  Am.  Urol.  Ass.  22:189,  1955.  3.  Goodwin,  W.  E.,  and  Turner,  R.  D.: 
Prostatitis,  in  Conn,  F.:  Current  Therapy  1958,  Philadelphia,  W.  B.  Saunders  Co.,  1958,  p.  399. 


NITROFURANS— a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


R 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


(MJMfDlC 


CHICAGO  PHARMACAL  COMPANY 

CHICAGO,  U.  $.  A. 


Fast,  potentiated 
attack  on . . . 

URINARY  INFECTION 

In  just  a matter  of  minutes  URISED  provides  four  way 
antibacterial  action  to  relieve  genitourinary  irritation  and 
smooth  muscle  spasm  ...  to  reduce  pus  cell  count  ...  to 
promote  mucosal  healing. 

In  just  a matter  of  minutes  URISED  soothes  ureteral 
and  urethral  spasticity . . . alleviates  discomfort  and  irrita- 
tion . . . restores  normal  urinary  tonus  and  function. 

In  systitis,  urethritis,  pyelitis,  pyelonephritis,  ureteritis, 
acute  and  chronic  infections  . . . try  this  dual-powered, 
double-fast  attack  on  the  primary  causes  of  urinary  pain, 
burning,  urgency,  dysuria  and  frequency. 

II 


samples  and  literature 
to  physicians  on  request 


SUPPLIED:  Bottles  of  100,  1000  and  2000  tablets. 

CHICAGO  PHARMACAL  COMPANY  CHICAGO,  ILLINOIS 
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WEST  HILT 

West  252nd  St.  and  Fieldston  Road 
Rivcrdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


PI  N E WOO  D 8l;  V-SS?}  -- 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  V.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


California 

has  new  positions  for  Psychiatrists  in  its  modern  state 
hospitals:  1.  Administrative  and  supervisory  openings 

in  medical  care  and  professional  education  program.  2. 
Chiefs  of  Professional  Education  to  plan,  evaluate  and 
conduct  hospital  professional  education  activities  and  co- 
ordinate medical  and  interdisciplinary  training  program. 
3.  Chiefs  of  Research  to  promote  and  coordinate  hos- 
pital research  activities;  assist  staff  in  research  planning,  de- 
sign and  methodology.  Starting  salaries  $1150  and  up. 
Require  California  license.  Apply  immediately  Medical 
Personnel  Services,  State  Personnel  Board,  801  Capitol 
Avenue,  Sacramento,  California. 


HALL-BROOKE  . . • an  analytically- 
oriented,  active  treatment  psychiatric  hospital  on 
120  acres. 

George  S.  Hughes,  M.D.,  Medical  Director. 


GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  CApital  7-1251 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 

PHONE 
CH  2- 
8686 

for  well  trained  highly  qualified  personae' 

MEDICAL 

OFFICE  SECRETARIES  OR  ASSISTANTS 
LABORATORY  • X-RAY 
TECHNICIANS 

i N.Y.  State  Licensed  • Day-Eve  Courses 

1 Co-Ed  ( Founded  1936) 

__  ■ request  Free  Cat.  9 

OSI6FK1  85  Fifth  Ave.  (16th  St.) 

* SCHOOL  FOR  PHYSICIANS 

mew  i otk  a,  in.  i . 

1 AIDES 

BUY 

SAVINGS  BONDS 


A GOOD  BUY  IN  PUBLIC  RELATIONS 


Ploce  it  in  your  reception  room 

Today’s  Health  is  published  for  the  American  Family  by  the 
American  Medical  Association,  535  N Dearborn  St.— Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of  your  local 
Medical  Society  Woman's  Auxiliary , who  can  give  you  Special  Reduced  Rates. 
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nasal  and  paranasal  congestion 

and  control  secondary  invaders 


Now,  a single  unique  preparation, 

Trisulfaminic,  can  provide  dramatic 
relief  from  congestion,  and  at  the  same 
time  protect  the  patient  from  secondary 
bacterial  invaders.  Often  within  min- 
utes of  the  first  dose,  congestion  begins 
to  clear;  the  patient  can  breathe  again. 

Trisulfaminic.  is  particularly  valuable 
for  the  “almost  well”  patient  who  is  re- 
covering from  influenza  but  is  left  with 
congested  nasal  and  bronchial  passages. 
And  for  patients  with  purulent  rhinitis, 
sinusitis  or  tonsillitis,  combination  ther- 
apy with  Trisulfaminic  offers  a most 
realistic  approach  to  total  treatment. 

Oral  Decongestant  Action . Through 
the  action  of  Triaminic,  nasal  patency 


is  achieved  rapidly  and  dramatically. 
Adequate  ventilation  helps  eliminate 
mucus-harbored  pathogens.  And  be- 
cause Trisulfaminic  is  administered 
orally,  there  is  no  problem  of  rebound 
congestion,  no  pathological  change 
wrought  in  the  nasal  mucosa. 

Wide-Spectrum  Action . Secondary  bac- 
terial infections,  which  are  always  a 
threat  in  upper  respiratory  involve- 
ment, are  forestalled  by  the  wide-spec- 
trum  effectiveness  of  triple  sulfona- 
mides. This  added  antibacterial  protec- 
tion makes  Trisulfaminic  highly  useful 
in  treating  the  debilitated  patient  who 
is  prone  to  lingering  or  frequently 
recurring  colds. 


Trisulfaminic  •%£ 

TRIAMINIC  PLUS  TRIPLE  SULFAS 


Each  Tablet  and  each  5 ml.  teaspoonful  of 
Suspension  contains: 


Triaminic®  25  mg. 

(phenylpropanolamine  HC1  12.5  mg.; 

pheniramine1  maleate  6.25  mg.; 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines  U.S.P 0.5  Cm. 


Dosage:  Adults— 2 to  4 tablets  or 
teaspoonfuls  initially,  followed  by  2 
tablets  or  teaspoonfuls  every  4 to  6 
hours  until  the  patient  has  been 
afebrile  for  3 days.  Children  8 to  12 
years— 2 tablets  or  teaspoonfuls 
initially,  followed  by  1 tablet  or 
teaspoonful  every  6 hours.  Younger 
children— dosage  in  proportion. 


SMITH- DORSEY  • a division  of  The  Wander  Company 


Lincoln,  Nebraska  • Peterborough,  Canada 
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FOR  SALE 


PROFESSIONAL  OFFICES 


Home  and  office  combination  built  to  physician’s  specifica- 
tions. 7 room  house  and  attached  4 room  office  in  suburban 
community  17  miles  from  Hartford.  Conn.  Telephone 
Rockville.  Conn.  Tremont  53218  Mrs.  Rosenfeld. 


Upstate  New  York  General  Practice,  Home-Office  Combina- 
tion. Well  established.  Finger  Lakes  District.  Two  open 
staff  hospitals  nearby.  Leaving  to  specialize.  Will  intro- 
duce. $16,500.  Write  Box  799,  N.  Y.  St.  Jr.  Med. 


Excellent  thirteen  year  General  Practice  immediately  avail- 
able; Modern  9 room  clinic  completely  equipped,  including 
records.  Detached  2000  Sq.  Ft.  8 room  home  with  3 car 
garage  on  3/<  acre  corner  view  lot.  Near  hospitals;  theatre, 
music  and  art  festival  towns.  2 hours  from  N.Y.C.  Write 
or  call  Mrs.  E.  Gellert.  Kerhonkson.  N.  Y. 


FOR  SALE 


Active  general  practice  in  Long  Island  community,  grossing 
better  than  $35,000  per  year.  Seller  leaving  community. 
Only  equipment  to  buy,  and  practice  goes  with  long  term 
lease  at  extremely  attractive  rate.  Will  remain  to  introduce. 
Will  assure  satisfactory  hospital  connections  to  qualified  man. 
Box  810.  N.  Y.  St.  Jr.  Med. 


Practice  Internal  Medicine  or  GP  for  sale — -Attractive 
well  equipped  five  room  suite,  1st  floor,  main  street,  best 
possible  location,  established  8 years.  Booming  community 
100,000,  excellent  hospitals,  beautiful  scenic  country,  great 
lakes  area,  western  New  York.  Opportunity  unbounded. 
Box  816,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Queens  Village,  L.  I.  Doctor's  8 room  corner  house  plus 
4V2  room  office.  Finished  basement,  wall-to-wall  carpeting, 
washer,  dryer,  recently  decorated  in  and  out.  Asking 
$26,000.  Write  owner  104-02-209  St.,  Queens  Village  29, 
N.  Y.  HO-8-0515. 


FOR  SALE 


Farmingdale,  Long  Island,  Doctor’s  newly  built  palatial  res- 
idence and  offices,  must  retire  due  to  ill  health,  large  estab- 
lished practice  of  thirty  years.  Doris  Robert  — phone 
CHapel  9-0033. 


Obs.  & Gyn.  Residency  approved  or  not  approved  wanted 
Box  822,  N.  Y.  St,  Jr.  Med. 


FOR  SALE 


Lucrative  general  practice,  integrated  community,  Jamaica, 
L.  I,;  fully  equipped;  200  MA  x-ray  with  spot;  ECG,  etc.; 
9 rooms,  rent  $150.  Specialising.  Box  820,  N.Y.  St.  Jr.  Med. 


FOR  RENT 


Board  Surgeon  will  sublet  new,  completely  furnished  aircon- 
ditioned  office,  midtown  east,  for  exclusive  use  mornings  to 
1:00  P.M.  and  evenings  after  7:00  P.M.  Consisting  of  2 
business  offices,  4 examining,  waiting  and  consultation  rooms 
$300.00  per  month.  Prefer  Board  Internist.  WHitehall 
4-1893. 


FOR  SALE 


j Westbury,  L.  I.  Retiring.  Beautiful  8 room  Colonial  home 
and  3 room  attached  office  on  over  half  an  acre  landscaped 
ground.  Office  equipment  available.  A “family  physician” 
1 would  have  immediate  recognition.  Please  call:  ED3-0257. 


1050  Fifth  Ave.(  corner  86th  St. 

NEW  LUXURY  19-STORY 
Building  Under  Construction 
For  Occupancy  Summer  1959 

Now  Leasing 

Several  Professional  Suites 
with  Private  Street  Entrance 

At  present,  while  building  is 
under  construction,  we  can  build 
to  suit  any  individual  requirements 
Call  Mr.  Bennet 

DOUGLAS  L.  ELLIMAN  & CO.,  INC. 

15  East  49th  Street  PLaza  3-9200 


FOR  RENT 


W ell  equipped  2 large  offices  and  waiting  room  of  deceased 
physician  near  medical  center.  Reasonable.  Write  Box  817 
or  Phone  WA  3-3070. 


MOVING  TO  SUBURBS? 


Suite  available  for  medical  specialist  in  established  profes- 
sional building,  eastern  Nassau  County.  Ideal  location  and 
opportunity.  Box  809,  N.  Y.  St.  Jr.  Med. 


FOR  RENT  OR  SALE 


Professional  Suite — Ideal  village  location.  2 family  house, 
Huntington,  L.I.,  occupied  by  M.D.  for  years.  Excellent 
opportunity  for  professional  or  group.  Living  quarters 
available  if  desired.  Box  786,  N.  Y.  St.  Jr.  Med. 


BUY 

SAYINGS  BONDS 
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CLASSIFIED  ADVERTISING 


WANTED 


Associate  preferably  with  some  internal  medicine  training  to 
invest  in  Westchester  County  medical  practice.  Please  state 
qualifications.  Box  812,  N.  Y.  St.  Jr.  Med. 


Internist  and  Pediatrician,  Board-qualified  or  similar  train- 
ing, for  growing  medical  group  with  all  specialties  repre- 
sented, in  a suburb  of  New  York  City.  Initial  contract  lead- 
ing to  partnership.  Box  813,  N.  Y.  St.  Jr.  Med. 


WANTED— GENERAL  PRACTITIONER 


M.  D.  to  work  in  a clinic.  Modern  new  building  with  the 
latest  equipment  in  a prosperous  residential  and  industrial 
community.  Permanent  association.  Salary  $7,000  to  start. 
Position  is  available  on  January  1,  1959.  No  overhead. 
Write  Box  818,  N.  Y.  St.  Jr.  Med. 


APPARATUS  FOR  SALE 


Keleket  200  M A X-ray  table  and  controls;  Fluoroscope, 
Buckey;  superficial  x-ray  therapy  unit;  complete  dark 
room  equipment. 

Dr.  Lawrence  M.  Ervin,  440  E.  23  St.  OR  3-0778. 


X-RAY  EQUIPMENT  FOR  SALE 


Largest  stock  of  used-reconditioned  and  surplus  x-ray 
equipment  in  America:  all  makes  and  models  of  diagnostic 
and  therapy  units;  delivered;  installed,  guaranteed  and 
serviced.  Write  for  details  of  new  deferred  payment  plan 
and  new  accessory  price  list:  The  Kramer  X-Ray  Company, 
Inc..  217  E.  23rd  Street,  New  York  10,  New  York. 


FOR  SALE 


X-ray  machine  completely  equipped  with  table,  tube, 
stand,  developing  tank  and  accessories.  Good  as  new.  A 
bargain.  Box  803,  N.  Y.  St.  Jr.  Med. 


COURSES 


Scientific  relaxation  techniques  for  professionals:  Physicians- 
Dentists-Nurses.  Practical  10  session  orientation  course. 
Relaxation  Center  Inc.,  4E-95th  Street,  New  York  28, 
N.  Y.  TEmpleton  1-3866. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days- — rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 '/a  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  1104-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 


Research  fellowship  available  for  young,  scientific  minded 
physician;  clinical  experimental  work  in  field  of  chronic- 
progressive  conditions.  Eligible  New  York  license.  Full 
time.  Stipend  $7000—8000  per  anno.  Career  opportunity. 
Write  Box  811,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  29  yrs.  needs  young  man  for  full 
partnership.  Potential  unlimited.  Reasonable.  Opportu- 
nity to  eventually  take  over  entire  practice.  N.  Y.  C. 
Suburbs.  Box  814,  N.  Y.  St.  Jr.  Med. 


WANTED 


Neurosurgeon,  must  be  Board  qualified  or  certified.  Ex- 
cellent up-State  opening,  private  practice.  Box  808,  N.  Y. 
St.  Jr.  Med . 


PARTNERSHIP 


with  equally  active  physician  in  Central  N.  Y.,  suburban  or 
city  near  thruway,  desired  by  well  trained  experienced  Gen- 
eral Practitioner  in  early  forties  presently  engaged  in  busy 
solo  country  practice.  Box  807,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner — to  assist  me  in  my  practice — one  who 
likes  medicine  and  Pediatrics  is  preferable — Excellent  oppor- 
tunity for  right  man  to  take  over  completely  in  few  years — 
Contact — Dr.  R.  C.  Brigham,  Macedon,  N.Y. 


Pathologist — to  service  4 hospitals.  90  miles  from  New 
York  City.  Lucrative  arrangement.  Box  819,  N.  Y.  St. 
Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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in  all 
diarrheas 


Cremomycin  is  a trademark  of  Merck  & Co.,  Inc. 


3933 


Sign  of  Good  Taste 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 
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Pyribenzamine*  expectorant 

breaks  up  cough 

even  persistent  cough 


Patient,  factory  worker, 
age  43,  had  suffered  for 
months  with  persistent, 
dry  cough,  which  he  termed 
"smoker's  hack." 


Cough  frequently 
interrupted  his  sleep, 
causing  him  to  be  nervous, 
irritable;  his  job  efficiency 
was  impaired. 


Chest  X-ray  was  negative 
and  the  plant  physician 
prescribed  PYRIBENZAMINE 
EXPECTORANT  with 
Ephedrine.  Patient  noticed 
almost  immediate  relief— 
a week  later  felt 
"considerably  better." 


Pyribenzamine  Expectorant  with  Ephedrine  provides  a unique  combination  of  antitussive  agents, 
which  work  three  ways  at  once  to  break  up  the  persistent  cough:  Pyribenzamine  relieves  histamine- 
induced  congestion  throughout  the  respiratory  tract;  ephedrine  relaxes  the  bronchioles  and  makes 
breathing  easier;  ammonium  chloride  liquefies  mucus,  relieving  dry  cough  and  promoting  productive 
expectoration. 


Supplied:  Pyribenzamine  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  (equivalent  to  20  mg. 
Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate  and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 
Also  available:  Pyribenzamine  Expectorant- with  Codeine  and  Ephedrine,  same  formula  as  above  . 

with  the  addition  of  8 mg.  codeine  phosphate  per  4-ml.  teaspoon  (exempt  narcotic).  1 Jfc) 

Pyribenzamine®  citrate  (tripelennamine  citrate  CIBA)  s/2569mk  SUMMIT,  N.  J. 


S/2569MIC 


Pyridium  assures  prompt  and  continuous  analgesia  within  30  min- 
utes-well  before  corrective  measures  can  remove  the  cause. 
Normal  voiding  improves  prognosis  and  the  risk 
of  infection  from  stagnant  urine  is  removed. 

Pyridium  provides  rapid  relief,  alone,  or  with  the 

pyridium 

(brand  of  phenylazo-diamino-pyridine  HC1) 


MORRIS  PLAINS.  N J 


' 


Acknowledged  as  having  been  the  first  to  prescribe 
a milk  diet  in  the  treatment  of  peptic  ulcer , 


( 1791-1874 ) emphasized  the  need  for 
continuous  control  to  prevent  relapse. 


for  continuous  control 
of  G.l.  pain, 

spasm,  anxiety  and  tension 


®Miltown  -f-  anticholinergic 

provides  control  without 

belladonna  or  barbiturates. 
Side  effects  are  minimal. 

each  scored  tablet  contains: 

, meprobamate  400  mg.,  tridihexethyl  iodide  25  mg. 

1 ' i L . 

1 tablet  t.i.d.  with  meals  and  2 tablets  at  bedtime. 
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spastic  and  irritable  colon  • gastric  hypermotility  • gastritis  • 
esophageal  spasm  • intestinal  colic  • functional 
diarrhea  • G.  I.  symptoms  of  anxiety  states. 

Literature  and  samples  on  request. 


WALLACE  LABORATORIES 

New  Brunswick,  N.  J. 
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...the  person 
even  more  disappointed 
and  unhappy 

is  your  patient 


(STYRAMATE, 

ARMOUR) 


2-hydroxy  2-phenylethyl  carbamate 


a new , different  chemical  structure — unlike 
any  other  skeletal  muscle  relaxant  currently 
available — is 


consistently  effective  in  the  majority  of  cases 
long  acting:  no  fleeting  effects 

free  of  adverse  side  effects  frequently 
encountered  with  tranquilizers  and 
other  muscle  relaxants 


Dosage:  One  or  two  tablets  t.i.d. 

Supplied:  200  mg.  tablets  in  bottles  of  50. 
Indications:  Low  back  ache;  muscle  strains  and 
pains;  frozen  shoulder;  stiff  neck;  bursitis; 
rheumatic  joint  pains. 


ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS 


You,  Doctor,  are  not  the  only  disappointed  person 
when  skeletal  muscle  relaxants  don’t  work— or 
cause  Gi  distress,  drowsiness  and  dizziness— 
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whenever  he  starts  to 


he’s  ready  for 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


Each  nugget  contains; 

Vitamin  A 5.000  Units* 

Boron 

Cobalt 

Vitamin  D 

1,000  Units* 

Fluorine 

0 1 mg 

Vitamin  C 

75  mg. 

Iodine 

Vitamin  E 

2 Umtst 

Magnesium 

Vitamin  B-l 

2.5  mg 

Manganese 

Vitamin  B-2 

2.5  mg. 

Molybdenum 

1 0 mg 

Vitamin  B-6 

1 mg. 

Potassium 

2.5  mg. 

Vitamin  B-12  Activity  3 meg. 

*U  S P.  UNITS 

Panthenol 

5 mg. 

Dose:  One  Nugget  per  day 

Nicotinamide 

20  mg. 

Supplied;Boxes  of  30-one 

Folic  Acid 

0.1  mg. 

month's  supply 

Biotin 

Boxes  of  90-three 

Rutin 

months'  supply  or 

Calcium  Carbonate 

125  mg. 

family  package. 
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inhalation  therapy 


WETS,  THINS,  LOOSENS  PULMONARY  SECRETIONS 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 


LABORATORIES 

NEW  YORK  18,  N Y 


..  BRONCHITIS 

BRONCHIAL  ASTHMA 
BRONCHIECTASIS 
PERTUSSIS 
CROUP 


Alevaire  is  administered  by  means  of  a nebulizer  operated  with 
an  air  compressor  or  oxygen. 


Supplied  in  bottles  of  60  cc.  for  intermittent  and  500  cc. 
for  continuous  nebulization. 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties  — More  soluble  in  acid  urine1  . . . higher 
and  better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial 
sulfonamide.2 

Unprecedented  Low  Dosage— Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effec- 
tive. A single  daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to 
6 Gm.  daily  of  other  sulfonamides— a notable  asset  in  prolonged  therapy.2 

Dosage : The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by 
0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to 
moderate  infections.  In  severe  infections  where  prompt,  high  blood  levels  are  in- 
dicated, the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours. 

KYNEX- WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  grains)  of  sulfamethoxypyridazine. 

Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5cc.)  of  caramel -flavored  syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


references: 

1.  Grieble,  H,  G.,  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary -Tract  Infections  with  Sulfamethoxypyri- 
dazine. New  England  J.  Med.  258:1-7,  1958. 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  oi  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 

*Reg.  U.S.  Pat.  Qtf. 
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New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


Each  nugget  contains: 

Vitamin  A 5.000  Units 

Vitamin  D 1.000  Units 

Vitamin  C 7b  mg 

Vitamin  E 2 Units 

Vitamin  B-l 2.5  mg 

Vitamin  B-2 2-5  mg 

Vitamin  B-6, 1 mg 

Vitamin  B-12  Activity 3 meg 

Panthenol 5 mg 

Nicotinamide 20  mg 

Folic  Acid 0.1  mg 

Biotin 30  meg 

Rutin 12  mg 

Calcium  Carbonate 125  mg 

Boron 0.1  mg 

Cobalt 0.1  mg 

Fluorine 0.1  mg 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 


Magnesium. 


the  children’s  favorite . . . 


Manganese 1.0  mg 

Molybdenum 1.0  mg 


tops  with  adults,  too. 


Potassium. 


Oose:  One  Nugget  per  day 
Supplied!  Boxes  of  30-one 


WHITE  LABORATORIES,  INC., 
KENILWORTH,  N.J. 


month's  supply 
Boxes  of  90-three 
months'  supply  or 
family  package. 
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HELP  US  KEEP 
THE  THINGS 
WORTH  KEEPING 


All  is  calm,  all  is  bright. 
In  America  we  are  free  to 
worship  as  we  please, 
where  we  please.  And  we 
worship  in  peace. 

But  like  so  many  pre- 
cious things,  peace  doesn’t 
come  easy.  Peace  costs 
money. 

Money  for  strength  to 
keep  the  peace.  Money 
for  science  and  education 
to  help  make  peace  last- 
ing. And  money  saved  by 
individuals. 

Your  Savings  Bonds, 
as  a direct  investment  in 
your  country,  make  you  a 
Partner  in  strengthening 
America’s  Peace  Power. 

The  Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace.  They 
help  us  keep  the  things 
worth  keeping. 

Think  it  over.  Are  you 
buying  as  many  Bonds  as 
you  might ? 


HELP  STRENGTHEN  AMERICA’S  PEACE  POWER 


BUY  U.  S.  SAVINGS  BONDS 


The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury  Department  thanks, 
for  their  patriotic  donation.  The  Advertising  Council  and  this  magazine. 


NOUJDAK  “produced 
in  terms  of  the  time  of  onset  and  the 
of  sleep.  No  side  effects  were  encountered, 
patients  were  well  pleased  with  the  quality  of 

With  noluoar  there  is  no  preliminary  excitation  . . . 
no  disturbing  dreams  ...  no  residual  grogginess. 

Non  barbiturate,  non  habit  forming,  noludar 
brings  your  patients  an  improved  quality  of  sleep. 

:;0.  Brandman.  J.  Con.ans,  and  H.  E Keller  J.  M.  Soc.  New  Jersey  52:246.  1955. 

noludar*  — brand  of  methyprylon 
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i new  order  of  magnitude  in  corticosteroid  therapy! 

ie  great  corticosteroid  era  opened  ten  years  ago  with  the  introduction  of  Cortone"  (Cortisone).  Today, 
erck  sharp  & dohme  proudly  presents  the  crowning  achievement  of  the  first  corticosteroid  decade  — 
iCADRON  (dexamethasone)  — a new  and  unique  compound,  which  brings  a new  order  of  magnitude  to  cortico- 
eroid  therapy. 


IEXAMETHASONE 

to  treat  more  patients  more  effectively 


MERCK  SHARP  & DOHME 

M H D DIVISION  OF  MERCK  & CO..  INC. 

PHILADELPHIA  1 . PENNSYLVANIA 


anew 
order  of 
magnitude 
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in  anti-inflammatory  potency 

DECADRON  "possesses  greater  anti-inflammatory  potency 
per  milligram  than  any  steroid  yet  produced/'1  and  is 
"the  most  potent  steroid  thus  far  synthesized."2  Milligram  for 
milligram,  it  is,  on  the  average,  5 times  more  potent  than 
6-methylprednisolone  or  triamcinolone;  7 times  more 
potent  than  prednisone;  28  times  more  potent  than 
hydrocortisone;  and  35  times  more  potent  than  cortisone. 

in  dosage  reduction 

Thanks  to  this  unprecedented  potency,  DECADRON  is 
"highly  effective  in  suppressing  the  manifestations  of 
rheumatoid  arthritis  when  administered  in  remarkably  small 
daily  milligram  doses.”3  In  a number  of  cases,  doses  as 
low  as  0.5-0.8  mg.  proved  sufficient  for  daily  maintenance. 

The  average  maintenance  dosage  in  rheumatoid  arthritis 
is  about  1.5  mg.  daily. 

in  elimination  and  reduction  of  side  effects 

Virtual  absence  of  diabetogenic  activity,  edema,  sodium  or 
water  retention,  hypertension,  or  psychic  reactions  has  been 
noted  with  DECADRON.1/2*3/4  Other  "classical"  reactions 
were  less  frequent  and  less  severe.  DECADRON  showed  no 
increase  in  ulcerogenic  potential,  and  digestive  complaints  were 
rare.  Nor  have  there  been  any  new  or  "peculiar"  side  effects, 
such  as  muscle  wasting,  leg  cramps,  weakness,  depression, 
anorexia,  weight  loss,  headache,  dizziness,  tachycardia,  or 
erythema.  Thus  DECADRON  introduces  a new  order  of 
magnitude  in  safety,  unprecedented  in  corticosteroid  therapy. 

in  therapeutic  effectiveness 

With  DECADRON,  investigators  note  "a  decided  intensification 
of  the  anti-inflammatory  activity”3  and  antirheumatic  potency.4 
Clinically,  this  was  manifested  by  a higher  degree  of  improvement 
in  many  patients  previously  treated  with  prednisteroids,3 
and  by  achievement  of  satisfactory  control  in  an  impressive 
number  of  recalcitrant  cases.3.4 

in  therapeutic  range 

More  patients  can  be  treated  more  effectively  with  DECADRON. 
Its  higher  anti-inflammatory  potency  frequently  brings 
relief  to  cases  resistant  to  other  steroids.  Virtual  freedom 
from  diabetogenic  effect  in  therapeutic  dosage  permits 
treatment  of  many  diabetics  without  an  increase  in  insulin 
requirements.  Absence  of  hypertension  and  of  sodium  and 
fluid  retention  allows  effective  therapy  of  many  patients 
with  cardiovascular  disorders.  Reduction  in  the  incidence  and 
severity  of  many  side  effects  extends  the  benefits  of 
therapy  to  numerous  patients  who  could  not  tolerate  other 
steroids.  And  a healthy  sense  of  well-being,  reported  by  nearly 
all  patients  on  DECADRON,  assures  greater  patient  cooperation. 


To  treat  more  patients  more  effectively 
jn  all  allergic  and  inflammatory  disorders 
amenable  to  corticosteroid  therapy 


DOSAGE  AND  ADMINISTRATION 

With  proper  adjustment  of 
dosage,  treatment  may  ordinarily 
be  changed  over  to  DECADRON 
from  any  other  corticosteroid 
on  the  basis  of  the  following 
milligram  equivalence: 


One  0.75  mg.  tablet  of  Decadron  (dexamethasone)  replaces: 


| | | I 


one  4 mg. 
tablet  of 


one  5 mg. 
tablet  of 


one  20  mg. 
tablet  of 


one  25  mg. 
tablet  of 


thylprednisolone  or 
triamcinolone 


prednisolone  or 
prednisone 


hydrocortisone 


cortisone 


\METHASONE 


Detailed  literature  on  DECADRON  is  available  to  physicians  on  request. 
* DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

©1958  Merck  & Co.,  Inc. 
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“No  patient  failed  to  improve.”1 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
“ . . . far  excelled . . . results  with  the  many 
measures  usually  advocated.”1 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

■ nonalkaline 

antibacterial  L 

detergent-  III  lUWVWp  laboratories 

nonirritating,  l/V  I New  York  18,  N.  Y. 


antibacterial 
detergent— 
nonirritating, 
hypoallergenic. 
Contains  3% 
hexachlorophene. 
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THE  RATIONALE 
FOR  THE 
USE  OF  VITAMINS 

IN 

FORESTALLING 

INFECTIONS 


Many  clinicians  believe  that  good  nutrition  plays  a significant  role  in  preventing  bacterial 
infections,  and  that  immunity  depends  on  adequate  vitamin  levels.  Tisdall1  states 
that  “a  low  intake  of  a number  of  vitamins,  a low  intake  of  minerals,  and  a change  in 
the  quality  of  protein  can  all  lower  resistance  to  infection.” 

Other  studies  show  the  important  role  of  the  B vitamins  in  antibody  formation. 

Thus,  Nutrition  Reviews 2 reports:  “Present  evidence  indicates  that  certain  B vitamins,  notably 
pyridoxine,  pantothenic  acid  and  folacin,  play  a significant  role  in  antibody  synthesis.” 
According  to  Pollack  and  Halpern,3  “Under-nutrition  leads  to  increased  susceptibility  to  infection 
and  decreased  resistance  to  established  disease.”  And  “vitamin  deficiency  states 
also  may  adversely  influence  circulating  antibodies.” 

Halpern4  reports  that  “good  nutrition  is  important  for  optimal  resistance  to  infection,  for  a 
superior  tissue  capability  to  cope  with  disease  and  injury,  and  for  maximum  antibody 
production  . . . nutrition  participates  in  the  prophylaxis  against  most  acute  infections  . . .” 

And  while  MacBryde5  feels  that  evidence  is  lacking  to  support  the  view  that  a higher  than 
normal  intake  of  vitamins  will  improve  resistance  to  infection,  he  also  states:  “Restoration  o 
nutrition  to  normal  exerts  a favorable  influence  on  practically  all  disease  conditions  . . . 

Often  the  outcome  will  depend  more  upon  the  correction  of  the  malnutrition  than  upon  any 
therapy  directed  toward  the  malady.” 


THERAGRAN 

SQUIBB  VITAMINS  FOR  THERAPY 


now  expanded  to  include  additional  essential  vitamins— 
and  at  no  extra  cost  to  your  patients 


Each  Theragran  Capsule  supplies: 


Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Thiamine  Mononitrate 10  mg. 

Riboflavin 10  mg. 

Niacinamide 100  mg. 

Ascorbic  Acid 200  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Calcium  Pantothenate 20  mg. 

Vitamin  B12  Activity  Concentrate 5 meg. 


Dosage:  1 or  more  capsules  daily  as  indicated. 

Supply:  Family  Packs  of  180.  Bottles  of  30,  60,  100  and  1,000. 


dflso  Available:  Theragran  Liquid,  bottles 
<of  4 ounces;  Theragran  Junior  bottles  of 
30  and  100  capsules;  and  Theracran-m 
(Squibb  Vitamin-Minerals  for  Therapy), 
bottles  of  30,  60,  100  and  1,000  capsule- 
shaped  tablets. 


References:  1.  Tisdall,  F.  F. : Clinical  Nutrition,  ed.  by  Joliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.:  Paul  B. 
Hoeber,  Inc.,  New  York,  1950,  p.  748.  2.  Nutrition  Reviews,  15: 47,  (Feb.)  1957.  3.  Pollack,  H.,  and  Halpern, 
S.  L. : Therapeutic  Nutrition,  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C., 
1952,  p.  18.  4.  Halpern,  S.  L.:  Ann.  N.  Y.  Acad.  Science  63:147,  (Oct.  28)  1955.  5.  MacBryde,  C.  N.:  Signs 
and  Symptoms,  J.  B.  Lippincott  Co.,  Phila.,  3rd  Ed.  1957,  p.  818. 


Squibb 
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Squibb  Quality —The  Priceless  Ingredient 


‘Theragran’®  is  a Squibb  trademark. 


Jor  infants... 

and  growing  children 

Tasty  Junket  rennet  - 
custards  furnish  more  of 
the  nutrients  of  fresh 
milk  than  typical  canned 
baby  desserts! 


RENNET  POWDER 

makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 

“JUNKET"  Reg.  U.S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Salada-Shirriff-Horsey  Inc. 


the  SOLUTION 

for  your 

ALLERGY 

problems 

• Diagnosis  • Therapy 


From  Solution  to  Syringe 
Write  for  booklet  101 
PORT  WASHINGTON,  N.  Y. 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

now  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  Cl  BA) 

LONTABS®  (long-acting  tablets  Cl  BA) 

C I B A SUMMIT,  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 


0/»S62HK 
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Mazola®  Corn  Oil... a palatable  food 
effective  in  the  management  and  control 


of  serum 


levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient’s  daily  meals— no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol -low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Corn  Oil. 


IN  COOKING  OR  SALADS 

Mazola  Corn  Oil  is  a superlative 
cooking  oil  as  well  as  a delicious  salad 
oil.  Adequate  amounts  can  be  eaten 
daily— in  a wide  variety  of  salad 
dressings  and  in  a great  number  of 
fried  and  baked  foods. 

MOST  EFFECTIVE 

Pure,  clear,  bland  and  odorless. 
Mazola  Corn  Oil  is  stable  and  de- 
pendable, providing  the  full  measure 
of  cholesterol-lowering  unsaturated 
fatty  acids  characteristic  of  corn  oil. 

ECONOMICAL 

swwiiiMMil  ||j  m 

Mazola  Corn  Oil  is  sold  in  grocery 
stores  throughout  the  country,  is 
available  everywhere.  Its  compara- 
tively low  cost  makes  it  as  economical 
as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


• ••••••••••••••••••'••••••I* 

mazola*  CORN  oil  is  a rich  source  of  un- 
saturated fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  unsatu- 
rated oil  as  a part  of  the  daily  meals. 

EACH  TABLESPOONFUL  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THAN: 

Linoleic  Acid 7.4  Qm. 

Sitosterols 130  mg. 

Natural  Tocopherols 15  mg. 

TYPICAL  AMOUNTS  PER  DIET 
For  a 3600  calorie  diet  3 tablespoonsful 

For  a 3000  calorie  diet  2.5  tablespoonsful 

For  a 2000  calorie  diet  1.5  tablespoonsful 

•Reg.  U.  S.  Pat.  Off. 
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Each  Segment  5=J  1 Liter 


22.5%  Greater  Vital  Capacity 

AT  A MOMENT’S  NOTICE 


Vital  Capacity  During  Control  Period  Vital  Capacity  After  Medihaler-  Iso 


r-  1 r 

jl  Actual  spirogram  recorded  in 

! i the  Lung  Station  (Tufts)  at  the  . • 
i Boston  City  Hospital.  Maurice  l i 
! S.  Segal,  M.D.,  Director 


47  YEAR  OLD  MALE, DIAGNOSIS: 
CHRONIC  BRONCHIAL  ASTHMA 
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877  CC.  IMPROVEMENT  IN  V.C. 
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automatically  measured-dose  aerosol  isoproterenol 

^p\ 

mm. 


Premicronization  assures  optimum  particle  size  for 
maximum  effectiveness.  Medihaler-Iso  is  unsur- 
passed for  rapid  relief  of  symptoms  of  asthma  and 
emphysema.  In  spillproof,  leakproof,  shatterproof, 
vest-pocket  size  dispensers. 

Isoproterenol  sulfate,  2.0  mg.  per  ce., 
suspended  in  inert,  nontoxic  aerosol  vehicle. 

Contains  no  alcohol.  Each  measured  dose 
0.06  mg.  isoproterenol. 


SAFE  FOR  CHILDREN,  TOO 


Northridge.  Calif. 


i- 
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Investigator 

after  investigator  report 


In  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September^??. 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blooc* 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  "The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


2 4 

WEEKS-"' 
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as  simple  as  J-2,-3 


i 


INITIATE  THERAPY  WITH  'DIURIL1.  'diuril*  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


2 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


3 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  is  a trade-mark  of  Merck  & Co.,  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'diuril* 
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■ welcome  relief  of  spasm  and  pain  is  continuously  re- 
^B  ported  in  functional  G-I  disorders , such  as  irritable , 
spastic  colon  syndrome;  peptic  ulcer;  biliary  dyskinesia;  pylorospasm;  and  infant  colic . 


su 


relief  can  be  expected  . . . even  in  patients  where  other  antispasmodics  have  failed.1'* 


dual  antispasmodic  action  is  specific  to  the 
G-I  tract.  Spasm  pain  is  relieved  by  direct 
relaxation  of  the  smooth  muscle  and  postganglionic  parasympathetic  nerve  blockage. 


even  in  the  presence  of  glaucoma * . . . BENTYL  does  not 
increase  intraocular  tension , produce  blurred  visiony  dry  mouth  or  urinary  retention. 
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depression 


CONFIRMED  EFFICACY 

Deprol 

► acts  promptly  to  control  depression 
ivithout  stimulation 

► restores  natural  sleep  and  reduces 
depressive  rumination  and  crying 

DOCUMENTED  SAFETY 

Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► no  excessive  elation ; no  liver  toxicity 


Deprol  is  unlike  central  nervous  stimulants 
► does  not  cause  insomnia  or  depress  appetite 


► no  amphetamine-like  jitteriness; 
no  depression-producing  aftereffects 


1.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate 
combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1.  1958 

2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

Literature  and  samples  on  request 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 


Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl benzilate  hydro- 
chloride (benactyzine 
HC1). 

Supplied:  Bottles  of 
50  scored  tablets. 


Exactly  how 

does  new  Halodrin*  restore  the 
"premenopausal  prime” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these 
are  the  childbearing  years  between  puberty  and  menopause  — the  years  when  her  hormone 
production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often 
results  in  physical  discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity 
of  other  symptoms  with  which  you  are  familiar.  Superimposed  on  this  physical  picture  is  the 
psychic  trauma  brought  on  by  this  unavoidable  evidence  of  aging.  The  thing  that  brings  her  to 
a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again  — but  the  odds  are  good  that  you  can  make  her  feel  like  it! 
The  secret  is  a combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the 
former  defy  objective  analysis,  but  the  latter  can  now  be  provided  with  scientific  precision. 
Reduced  to  essentials,  here  is  the  explanation  of  exactly  how  hormones  — in  the  form  of  Upjohn’s 
new  Halodrin  — restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol, 
estrone,  and  estriol,  in  an  approximate  28-day  average  .ratio  of  39:15:46.  Starting  with  this 
urinary  excretion  of  estrogens,  it  is  possible  to  calculate  backwards  and  estimate  the  amount  of 
estradiol  that  must  have  been  secreted  endogenously  in  order  to  produce  these  urinary  levels. 
This  is  possible  because  the  proportion  of  estrogens  which  appears  in  the  urine  following 
parenteral  administration  has  been  established  in  castrated  women. 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day 
during  a menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart 
opposite).  Therefore,  the  restoration  of  the  “premenopausal  prime”  in  the  postmenopausal 
woman  requires  the  replacement  of  approximately  the  equivalent  of  the  80  micrograms  of 
estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2Vj  times  as  potent  as  parenteral  estradiol.  Therefore, 
the  replacement  of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accom- 
plished by  the  oral  administration  of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the 
recommended  dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This 
offsets  the  loss  of  80  micrograms  of  endogenous  estradiol  production  in  the  menopausal  woman; 
i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone) 
—the  most  potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol 
just  enough  to  prevent  breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause. 
It  also  exerts  other  beneficial  hormonal  effects,  one  of  which,  in  common  with  ethinyl  estradiol, 
is  a powerful  anabolic  action  so  desirable  in  patients  of  advanced  years. 


♦trademark,  reo.  u.  s.  pat.  off. 
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Upjohn 


Endogenous  estrogen  secretion  (mcg./24  hours) 
(calculated  from  average  24-hour  urinary  excretion 
of  estradiol,  estrone,  and  estriol) 


Days  from  ovulation 
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INDICATIONS: 

MUSCULOSKELETAL 

LOW  BACK  PAIN  (lumbago) 
NECK  PAIN  (torticollis) 
BURSITIS 

RHEUMATOID  ARTHRITIS 
OSTEOARTHRITIS 
DISC  SYNDROME 


FI  BROSITIS 

JOINT  DISORDERS  (ankle  sprain, 
tennis  elbow,  etc.) 

MYOSITIS 

POSTOPERATIVE  MYALGIAS 
PSYCHOGENIC 

ANXIETY  AND  TENSION  STATES 
DYSMENORRHEA 


PREMENSTRUAL  TENSION 
ASTHMA 
EMPHYSEMA 
ANGINA 
NEUROLOGIC 

MUSCLE  SPASM  in  paralysis 
agitans,  multiple  sclerosis, 
hemiplegia,  poliomyelitis 


//  inthrop  Laboratories  introduces 
the  first  true 

“TRANQUILAXANT”* 


BRAND  OF  CHLORMETHAZANONE 


a completely  new  major  chemical 
contribution  to  therapeutics ..  .unrelated 
to  any  other  drug  in  current  use 


• Both  a muscle  relaxant  and  a calmative  agent. 

• In  musculoskeletal  disorders,  91  per  cent  effective. 

• In  anxiety  and  tension  states,  93  per  cent  effective. 

• Lower  incidence  of  side  effects  than  with  zoxazolamine, 
methocarbamol  or  meprobamate. 

• No  known  contraindications.  Blood  pressure,  pulse  rate,  respiration 
and  digestive  processes  unaffected  by  therapeutic  dosage.  No 
effect  on  hematopoietic  system  or  liver  and  kidney  function. 

• Low  toxicity.  In  animals,  even  less  toxic  than  aspirin. 

• No  gastric  irritation.  Can  be  taken  before  meals. 

• No  clouding  of  consciousness,  no  euphoria  or  depression. 

• No  perceptible  soporific  effect,  even  in  high  dosage. 


designed  to  be  equall) 
effective  as  both 


a MUSCLE  RELAXANT 
a TRANQUILIZER 


ftran-qui-lax-ant  (tran'kwi-lak'sant) 
[<  L.  tranquillus,  quiet; 

L.  laxare,  to  loosen,  as  the  muscles] 


DOSAGE:  One  Caplet  (100  mg.)  orally  three  or  four  times 
daily  Relief  of  symptoms  occurs  in  fifteen  to  thirty  minutes 
and  lasts  from  four  to  six  hours. 


SUPPLIED:  Trancopal  Caplets®  (scored)  100  mg.,  bo 
ties  of  100. 


Clinical 
results 
in  4092 
patients 


(43%) 


PSYCHO- 

GENIC 


TOTAL 


Condition  Treated  MUSCULO- 
SKELETAL 


Total  No.  Patients 

POOR 

FAIR 


GOOD 


EXCELLENT 


(44%) 


(41%) 

+ 


(42%) 
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When  it  comes  to  colds  and  coughs , 

surgeons  are  just  like  their  patients 
. . . they  want  relief  of  symptoms  and, 
if  possible,  to  stay  on  the  job. 

Romilar  Cold  Formula  controls  the 
entire  symptomatology  of  colds, 
including  coughs.  A synergistic 
combination,*  Romilar  CF 

checks  coryza 
suppresses  coughing 
relieves  congestion 
controls  fever  and  malaise 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
N utley  10  • N.  J. 


Each  teaspoonful  (5  cc)  of  pleasantly  flavored 
syrup,  or  each  capsule,  contains : 15  mg  Romilar 
HBr  (non-narcotic  antitussive)  ; 1.25  mg  Chlor- 
pheniramine maleate  (antihistamine)  ; 5 mg  Phenyl- 
ephrine HC1  (decongestant)  ; 120  mg  N-acetyl- 
p-aminophenol  (analgesic-antipyretic) . 

* L.  O.  Randall  and  J.  Selitto, 
J.  Am.  Pharm.  Assn.  (Sc.  Ed.),  47: 313.  1958. 
Romilar®  Hydrobromide—brand  of  dextromethorphan  hydrobromide 


SUMMARY  OF  REPORTS 


No.  of 
Patients 

Results 

Percent 

6,553 

Excellent 

31 .0% 

10,843 

Good 

51.3% 

2,703 

Fair 

12.8% 

1,033 

Unsatisfactory 

4.9%  | 

(Total  Number  of  Side  Effects:  638  [3.0%]) 


UNITENSEN 

Each  Unitensen  tablet  contains: 
Cryptenamine  (tannates)  2.0  mg. 


UNITENSEN-R 

Each  Unitensen-R  tablet  contains: 
Cryptenamine  (tannates)  1.0  mg.,  Reserpine,  0.1  mg. 


Clinical  supplies  available  on  request. 

For  prescription  economy,  prescribe  in  50's. 


A 

NEW 

DIMENSION 

IN 

RESEARCH 


This  data  deals  with  the 
results  obtained  by  1,988 
physicians,  treating  21,128 
hypertensive  patients  with 
Unitensen.  The  “Proof  In 
Practice’’  study  validates, 
in  day-to-day  private  practice , 
the  findings  of  clinical  trials 
conducted  in  hospitals  and 
institutions.  It  proves  that 
Unitensen  affords  safe, 
dependable  office  management 
for  the  majority  of  hypertensive 
patients.  Unitensen  lowers 
blood  pressure  . . . improves 
cerebral  and  renal  blood  flow... 
exerts  no  adverse  effects  on 
circulation  . . . and,  is  virtually 
free  of  side  effects. 


Irwin,  Neisier  & Co.  . 
Decatur,  Illinois 
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to  facilitate  management  of 

skin  itch  and  dryness  in 

atopic  dermatitis 

(disseminated  neurodermatitis) 

eczematoid  dermatitis 
contact  dermatitis 
senile  pruritus 


arm 


I=Q 


in  the  bath 


Clinical  use1  of  Sardo  as  a therapeutic  adjuvant  proved  uniformly  successful  in  relieving 
almost  every  case  of  chronic  itchy,  dry,  scaly  dermatitis  treated. 


Sardo*  releases  millions  of  microfine  water-dispersible 
oil  globules  to  (1)  add  emollient,  lubricating  effects  to 
the  antipruritic  bath,  (2)  help  increase  natural  emollient 
skin  oil,  (3)  minimize  excessive  evaporation  of  moisture. 
Relief  is  prompt  as  the  patient  bathes . . . and  sustained 
by  an  invisible,  unobtrusive  film  that  stays  on  the  skin 
for  hours. 


Sardo  is  pleasant,  convenient,  easy  to  use;  leaves  no  sticky, 
greasy  feeling,  is  agreeably  pine-scented;  non  sensitizing.  Very 
economical.  Bottles  of  4,  8 and  16  oz. 


Write  for 


and  literature 


Sardeau,  Inc. 

75  East  55th  Street 
New  York  22,  N.  Y. 


1.  Spoor,  H.  J.:  N.  Y.  State  J.  Med.  Oct.  15, 1958.  *patent  pending,  T.M. 


1958 
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AGAINST 

THE 

UBIQUITOUS 

HOSPITAL 

STAPHYLOCOCCUS 


CHLOROMYCETIN 


Staphylococci  are  notorious  tor  the  variety  of  infections  they  cause  and  for  their  ability  to  develop 
resistance  to  certain  antibiotics.1'3  According  to  recent  in  vitro  studies,  however,  these  stubborn 
pathogens  remain  sensitive  to  CHLOROMYCETIN-3'8 

Highly  effective  against  most  strains  of  staphylococci,  CHLOROMYCETIN  has  been  reported  of 
value  in  treatment  for  such  serious  infections  as  staphylococcal  pericarditis,9  antibiotic-resistant 
postoperative  wound  infections,10  antibiotic-resistant  breast  abscesses,3*11  pneumonia  due  to 
antibiotic-resistant  staphylococci,12  postoperative*  staphylococcal  enteritis,13  and  septicemia.14*15 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  several  forms,  including  Kapseals®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  asso- 
ciated with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthennore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

REFERENCES:  (1)  Wise,  R.  I.:  J.A.M.A.  166:1178,  1958.  (2)  Brown,  J.  W:  J.A.M.A.  166:1185,  1958.  (3)  Caswell,  H.  T., 
et  al Sttrg.,  Gynec.  & Obst.  106:1,  1958.  (4)  Godfrey,  M.  E.,  & Smith,  I.  M.:  J.A.M.A.  166:1197,  1958.  (5)  Waisbren,  B.  A.: 
Wisconsin  M.  J.  57:89,  1958.  (6)  Royer,  A.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,. p.  783.  (7)  Markham,  N.  E,  & Shott,  H.  C.  W.:  Neiv  Zealand  M.  J.  57:55,  1958.  (8)  Blair, 
J.  E.,  & Carr,  M.:  J.A.M.A.  166:1192,  1958.  (9)  Horan,  J.  M.:  Pediatrics  19:36,  1957.  (10)  Rawls,  G.  H.:,Am.  Surgeon 
23:1030,  1957.  (11)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gynec.  ir  Obst.  105:224,  1957.  (12)  James,  U.:  Brit.  J.  Clin.  Tract. 
11:801,  1957.  (13)  Turnbull,  R.  B.,  Jr.:  J.A.M.A.  164:756,  1957.  (14)  Ross,  S.;  Puig,  J.  R.,  & Zaremba,  E.  A.,  in  Welch, 
H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803.  (15)  Leachman, 
R.,  & Yow,  E.  M.,  in  Conn,  H.  E:  Current  Therapy  1958,  W.  B.  Saunders  Company,  Philadelphia,  1958,  p.  51. 
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IN  VITRO  SENSITIVITY  OF  PATHOGENIC  STAPHYLOCOCCI 
TO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  MAJOR  ANTIBIOTICS* 


ANTIBIOTIC  D 39% 

0 20  40  60  80  100 

*Adapted  from  Godfrey  & Smith.4  Staphylococci  studied  were  strains  isolated  from  28  patients  in  a general  hospital. 
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DESITIN 


LOTION 


IS 


in  over-all  care  of  baby’s  skin 

Desitin  BABY  Lotion  is  the  alpha  to  omega  for  keeping  baby’s  skin  healthy,  clean 
and  supple  through  its . . . 


• LANO-DES* . . . Desitin’s  soothing,  lubricating  liquid  lanolin. 


• HEXACHLOROPHENE  ...  effectively  protects  against  ammonia- 
producing  and  other  common  skin  bacteria. 

• VITAMINS  A and  E...  important  to  skin  health  and  smoothness. 

• SPECIAL  EMULSIFIERS  ...  to  cleanse  baby’s  skin  gently,  safely, 
and  thoroughly — yet  free  from  mineral  oil. 

Desitin  BABY  Lotion  is  entirely  safe,  bland,  non-toxic. 
Non-greasy,  stainless;  free-flowing,  pleasantly  scented. 


antibacterial  • cleanses  • conditions 

M 

i send  for  demonstration  samples  and  literature 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 

♦trade  mark 
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RESULTS  adutts  children  infections 

Cured  172(80%)  148(89%)  71(88%) 

Improved  28  (13%)  8 (5%)  7 (9%) 

Failure  17(7%)  11(6%)  3(3%) 

Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph. 
aureus  and  Staph,  a I bus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


PRONOUNCED TAY-O 


(6r»nd  of  trftcotylslMndomycIn  with  gluCOSAmlne) 

Capsules  / Oral  Suspension 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.* 


penicillin 


REACTIONS: 

(a)  adults 
Total— 9.2% 

(20  out  of  217) 

Skin  rash -1.4% 

(3  out  of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash -none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


effective 


well 

tolerated 


NEW  YORK  17,  N.  V. 


Tap 

chloramphenicol 

Y 

erythromycin 

stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules -250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  - 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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provides  dependable,  fast,  effective  therapy 


dependable  action 

because  all  patients  show  therapeutic 
blood  concentrations  of  penicillin  with 
recommended  dosages. 

quick  deployment 

of  the  bacteria-destroying  antibiotic. 
Within  five  to  fifteen  minutes  after  ad- 
ministration, therapeutic  concentrations 
appear  in  the  general  circulation. 

higher  blood  levels 

than  with  any  other  penicillin  given 


orally.  Bactericidal  concentrations  are 
assured.  Infections  resolve  rapidly. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  Tablets,  scored,  of  125  and  250 
mg.  (200,000  and  400,000  units). 

New  V-Cillin  K,  Pediatric:  In  bottles 
of  40  and  80  cc.  Each  5-cc.  teaspoonful 
provides  125  mg.  V-Cillin  K. 

V-Cillin®  K (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  face  copy  typed  double-spaced  with  adequate 
margins  on  firm  paper.  Carbon  copy  flimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  typed 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 

title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number, 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 

GENERAL  INFORMATION 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circula- 
tion office:  750  Third  Avenue,  New  York  17,  New 
York.  Publisher’s  office:  20th  and  Northampton 

Streets,  Easton,  Pennsylvania.  Copyright  1958  by 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 

circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  in- 
cluded as  well  as  a statement  whether  or  not  change 
is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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Christmas,  1958 


“God  rest  you  merry,  gentlemen, 

Let  nothing  you  dismay.” 

So  sang  the  waits  of  London  when  this 
beloved  carol  was  set  to  an  old  Gregorian 
chant  in  the  eighteenth  century. 

There  was  much  to  cause  dismay  at  the 
time.  The  North  American  colonies,  save 
for  Canada,  had  been  lost,  revolution  had 
shaken  France  to  the  roots,  and  there  was 
incubating  across  the  channel  a dictator  who 
would  pose  the  worst  threat  since  the  Spanish 
Armada,  more  than  a century  earlier. 

But  great  things  were  afoot  among  the 
shadows. 

Newton  had  propounded  the  law  of  gravi- 
tation, Jenner  had  vaccinated  against  small- 
pox, and  William  and  John  Hunter  had 
laid  the  groundwork  for  anatomic  and  clini- 
cal investigation. 

In  our  own  century  revolutions  continue 
to  shake  the  world.  A new  dictatorship, 


armed  with  unbelievably  destructive  ideas 
and  weapons,  threatens. 

Nevertheless,  good  works  go  on.  We 
have  had  our  Einstein  and  the  theory  of 
relativity.  We  have  our  Salk  and  Papanic- 
olaou. At  mid-century  we  are  fully  em- 
barked on  the  Age  of  Imagination.  Things 
formerly  wildly  dreamed  of  are  in  the 
process  of  accomplishment. 

The  carol  has  deep  religious  meaning  that 
can  be  shared  by  all.  It  sings  of  the  natal 
day  of  One  Who  taught  that  there  is  dignity 
and  meaning  in  the  life  of  everyone  and  that 
prejudice,  fear,  and  hostility  can  be  replaced 
by  love  in  the  hearts  and  minds  of  men.  We 
need  to  hold  to  these  truths  now  more  than 
ever  before  in  history. 

As  the  carol  ends  on  the  note  of  comfort 
and  joy,  so  our  Christmas  wish  for  you  is 
that  you  may  be  a comfort  to  your  patients 
and  a joy  to  your  family  and  friends. 


The  A.  M.  A.  News 


Again  the  American  Medical  Association 
has  demonstrated  that  it  is  keeping  up  with 
the  times  by  the  abandonment  of  the  old 
“Secretary's  Letter”  and  the  publication  of  a 
16-page  newspaper.  The  first  issue  ap- 
peared September  22,  and  subsequent  issues 
will  be  published  every  two  weeks. 

The  A.M.A.  News,  which  makes  its  debut 
with  this  issue,  is  a fortnightly  newspaper  based 
on  a new  concept  of  reporting  news  of  interest 
to  America’s  physicians. 

It  was  conceived  after  more  than  a year  of 
inquiries,  research,  and  personal  interviews 
with  doctors.  It  is  designed  to  fill  the  doctor’s 
need  for  news  of  the  medical  community.  It  is 
edited  in  easy-to-read  style  for  the  busy  physi- 
cian. 


We  believe  the  News  fills  a gap  now  not 
served  by  any  other  publication. 

Editorial  content  will  be  nontechnical,  fea- 
turing articles  of  special  interest  to  doctors  in 
the  medicoeconomic  and  socioeconomic  fields. 
It  will  reflect  all  aspects  of  a physician’s  life, 
his  work,  his  problems. 

The  News  will  concentrate  on  articles  not 
now  carried  in  other  A.M.A.  Journals.  For 
example,  scientific  reports  will  be  news  stories, 
many  of  them  calling  attention  to  detailed 
articles  in  The  Journal  of  the  American  Medical 
Association  and  other  publications. 

Its  purpose  is  practical — to  help  doctors 
figure  out  the  day-to-day  problems  that  go  with 
practicing  medicine,  bettering  the  health  of 
the  community  and  the  profession  of  medicine. 
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The  editorial  formula  will  not  be  static. 
Changes  and  refinements  will  be  made  to  keep 
pace  with  changing  times.  The  editors  will 
never  be  content,  never  satisfied,  but  con- 
stantly striving  to  give  the  News  new  vigor 
and  vitality. 

It  will  be  the  News’  aim  to  keep  physicians 
informed  on  legislation  affecting  the  practice  of 
medicine,  trends  in  business  and  investments, 
news  and  court  decisions  in  the  medicolegal 
field,  and  to  report  the  who,  what,  when,  how, 
and  why  in  the  world  of  medicine. 

The  News  also  will  seek  to  entertain  through 
cartoons,  humor,  and  anecdotes.  It  will  carry 
articles  outside  the  broad  field  of  medicine  but 
of  interest  to  doctors,  covering  subjects  such 
as  travel,  sports,  hobbies,  and  the  arts. 

There  also  will  be  pictures  and  personality 
profiles,  editorials,  and  letters  to  the  editor. 

While  The  A.M.A.  News  will  not  be  a “house 
organ”  of  the  American  Medical  Association, 
it  will  report  the  Association’s  many  and  varied 
activities.  But  it  also  will  report  news  of 
interest  from  other  associations  in  fields  closely 
related  to  the  practice  of  medicine. 


We  hope,  too,  that  the  newspaper  will  serve 
as  a means  of  exchange  of  useful,  interesting 
facts  and  ideas. 

We  should  like  to  be  among  the  first  to 
congratulate  the  A.M.A.  on  what  appears  to 
be  a well-conceived  and  well-edited  news- 
paper. News  of  the  community,  non- 
technical and  socioeconomic,  is  becoming 
more  and  more  important  to  those  who, 
because  of  their  necessary  absorption  in 
their  professional  work,  live  in  semi-isolation. 
The  A.M.A.  News  should  bring  the  National 
Association  and  the  practising  physician 
more  closely  together  than  any  scientific 
publication  could  do  no  matter  what  its 
excellence.  The  semimonthly  publication 
period  seems  wisely  chosen,  since  it  does  not 
call  too  frequently  for  the  doctor’s  available 
reading  time,  yet  condenses  the  news  of 
relatively  recent  events. 

We  feel  that  there  should  be  immediate 
acceptance  of  this  newspaper  by  the  medical 
profession,  particularly  at  the  “grass  roots.” 


Postgraduate  Medical  Education 


In  a recent  issue  the  Journal  of  the  American 
Medical  Association 1 comments  editorially 
on  postgraduate  medical  education  as  a moral 
precept.  Says  the  editorial  writer: 

Postgraduate  or  continuation  education  is  a 
moral  as  well  as  an  ethical  commitment  of  the 
medical  profession.  Enrollment  in  medical 
school  means  more  than  simply  four  years  of 
study.  It  involves  a dedicated  obligation  to 
a lifetime  of  active  education  in  view  of  the 
prodigious  advances  in  medicine  that  occur 
continually.  Members  of  the  profession  can- 
not ethically  or  morally  avoid  making  all  pos- 
sible efforts  to  learn  of  the  significant  advances. 
Of  what  help  to  a sick  person  is  any  amount 
of  research  that  provides  means  for  his  more 
adequate  diagnosis  or  treatment  unless  his 
physician  knows  of  this  new  knowledge? 
“Each  physician  must  continue  to  learn  in 
order  that  others  may  live.”  Also,  each 

1 J. A.M.A.  167:  1938  (Aug.  16)  1958. 


physician  must  continue  to  learn  in  order  to 

live  in  peace  with  himself. 

Of  recent  years  advances  in  the  science 
and  technics  of  medicine  have  been  so  great 
and  so  rapid  that  in  spite  of  the  over- 
whelming flood  of  publications,  doctors  have 
been  hard  put  to  keep  abreast  of  what  has 
happened.  The  objective  naturally  is  to 
convert  recent  knowledge  into  practical 
application  to  the  patient’s  needs.  Medical 
literature,  scientific  meetings,  tape  record- 
ings, in  fact  all  the  available  media  of  com- 
munication are  useful  to  the  doctor  in  his 
continuing  struggle  to  avoid  deterioration, 
nevertheless. . .“regular  participation  in  post- 
graduate courses  is  recognized  increasingly 
as  an  effective  means  of  efficiently  continuing 
medical  education.  This  was  accepted  by 
an  outside  agency  two  years  ago  when  the 


December  15,  1958 


3979 


EDITORIALS 


Bureau  of  Internal  Revenue  of  the  United 
States  Treasury  Department  acted  to  con- 
sider such  courses  as  a deductible  (hence,  a 
usual  and  expected)  professional  expense  of 
physicians.” 

This  recent  regulation  of  the  I.R.S.  seems 
fair  and  for  the  information  of  our  members 
we  quote  again.1 

In  essence,  a practicing  physician  may  de- 
duct his  expenses  in  taking  a postgraduate  or 
special  course  unless  the  course  is  taken  with 
a view  to  specializing  his  practice  or  qualifying 
for  an  appointive  post.  The  regulation  jus- 
tifies the  deduction  of  expenses  for  courses 
taken  in  order  to  maintain  the  existing  kind  of 
practice,  as  contrasted  with  those  taken  for 
the  purpose  of  beginning  specialty  practice. 


If  his  purpose  in  taking  a course  is  primarily  to 
keep  abreast  of  new  developments  so  as  to 
maintain  his  existing  practice,  the  expenses 
incurred  by  him  are  deductible.  These  ex- 
penses include  tuition,  travel,  meals,  and 
lodging. 

The  time  which  a physician  devotes  to  con- 
tinuing education  will  frequently  represent  a 
loss  of  earnings  to  him.  The  fact  that  he  may 
deduct  the  cost  of  this  education  as  a business 
expense  will  to  some  measure  reduce  the 
financial  loss  which  he  may  sustain  through 
the  interruption  of  his  practice. 

Those  desiring  more  information  concern- 
ing this  regulation  will  find  the  full  text  on 
pages  2010  and  2011  of  the  same  issue  of  the 
J.A.M.A. 


Responsibility  of  the  Aging 


In  thinking  of  the  problems  of  the  aging 
population,  much  of  our  attention  has  been 
directed  to  what  responsibilities  the  medical 
profession  and  the  private  or  government 
agencies  have  toward  this  group  of  senior 
citizens.  The  New  York  State  Joint  Leg- 
islative Committee  on  Problems  of  the 
Aging  recently  has  offered  some  helpful 
advice  to  this  group  stressing  the  citizen's 
responsibilities  with  respect  to  himself. 

In  brief  the  Committee  says: 

Keep  oneself  self-supporting  as  long  as  pos- 
sible consonant  with  one's  health. 

Learn  and  carry  out  the  sound  principles  of 
mental  health  and  physical  health. 

Keep  active,  alert,  and  useful  as  long  as  pos- 
sible. 

Continue  to  develop  one's  potential  as  an 
individual  in  one's  later  years. 

Cherish  but  not  dominate  one's  children  or 
children's  children 


Serve  friends,  neighbors,  and  community  to 
the  best  of  one’s  ability. 

Transfer  to  others  the  wisdom  the  years  have 
accumulated. 

Adapt  to  new  conditions  and  circumstances 
with  open  minds. 

Plan  for  one’s  later  years. 

Avoid  those  characteristics  of  aging  which 
alienate  one’s  standing  among  friends,  neigh- 
bors, and  the  community,  such  as  garrulous- 
ness, obstinacy,  inflexibility,  social  withdrawal, 
grouchiness,  despair. 

To  this  we  might  add  the  words  of  a former 
president  of  the  Medical  Society  of  the  State 
of  New  York.  This  physician,  aged  nearly 
ninety,  was  spry,  alert;  and  looked  not  a day 
over  sixty-five.  We  asked  him,  in  admira- 
tion, how  he  managed  to  give  everyone  the 
impression  of  comparative  youthfulness. 
“It's  easy,”  he  said  confidentially,  “Never 
talk  about  anything  that  happened  before 
last  week.” 


The  world’s  as  ugly , ay,  as  Sin, — 

And  almost  as  delightful. — Frederick  Locker-Lampson 
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dextro-amphetamine  sulfate 

ness  factor 
emetic  therapy 
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Dramamine-D  keeps  patients  alert  and 
cheerful  while  it  controls  nausea  and 
dizziness.  Available  on  prescription 
only. 

Indications:  vertigo;  nausea  and  vomit- 
ing of  pregnancy,  travel  sickness  and 
other  conditions. 

Adult  dosage:  one  tablet  every  4 to  6 
hours. 

Each  scored,  orange-colored  tablet  of 
Dramamine-D  contains  50  mg.  of 
Dramamine®  and  5 mg.  of  dextro- 
amphetamine sulfate. 

References  on  the  combination  of  these 
two  drugs  available  on  request. 
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CHRONIC  BLOOD  LOSS 


patient 

any  hematinic  other 
initial  concentration  o 
100  cc.  of  blood  and  in  spi 
and  further  loss  of  blood 
12.2  gm.  within  less  than  3 
hematologic  improvement 
and  subsidence  of  the  initia 
fatigability,  dyspnea,  palpi 


INTOLERANCE  TO  ORAL  IRON 


\..she  had  an  excellent  respo 
of  5.3  per  cent  on  the  seventh  day,  a 
pearance  of  the  anemia  and  conversi 
to  normochromic  cells  by  the 
rienced  remarkable  improv 
being  coincident  with  the  all 


(1)  Hagedorn,  A.  B.:  Proc.  Staff  Meet. 

(2)  Best,  W.  R.;  Louis,  J.,  and  Limarzi,  L. 
(Jan.)  1958,  p.  3. 

Supplied:  2-cc.  and  5-cc.  ampuls,  bo: 
every  box.  There  are  50  mg.  of  el 
NDA  17,  Imferon. 

IMFERON®  is  distributed  by  Lakeside  Labora 
from  Benger  Laboratories,  Limited. 
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Symposium  and  Panel  Discussion 

RECENT  ADVANCES  IN  SPECIAL 
FIELDS  OF  SURGERY,  PART  I 

Moderator 
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Introduction 

Dr.  J.  Maxwell  Chamberlain:  The  pro- 
gram this  morning  is  not  designed  to  cover  the 
entire  field  in  respect  to  surgery  of  the  heart, 
blood  vessels,  lung,  and  esophagus,  but  to  bring 
you  up  to  date  only  on  the  most  recent  advances, 
and  we  have  selected  well  qualified  people  to  do 
this.  The  first  subject  is  surgery  of  the  heart, 
and  the  most  recent  advances  will  be  described 
to  you  by  Dr.  Alvin  Bakst. 


Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Sessions,  May  12,  1958. 


Recent  Advances  in  Surgery  of  the  Heart 

Dr.  Alvin  A.  Bakst:  Mitral  commissurotomy 
is  now  a widely  accepted  procedure.  However, 
because  of  some  recent  criticism,  it  might  be  well 
to  re-emphasize  the  philosophy  and  the  rationale 
behind  the  indications  for  the  surgical  interven- 
tion in  mitral  stenosis.  To  do  so,  it  becomes 
important  to  delineate  the  difference  between  a 
pathologic  versus  a physiologic  lesion.  Ob- 
viously, every  patient  having  a physiologic 
stenosis  must  have  a pathologic  one.  However, 
the  presence  of  a pathologic  stenosis  does  not 
imply  that  this  lesion  is  placing  a hemodynamic 
burden  on  the  heart. 
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The  development  of  mitral  stenosis  is  a dy- 
namic affair.  The  valve  does  not  become 
stenosed  acutely  after  one  ventricular  systole. 
Rather,  the  development  of  mitral  stenosis  is  a 
slow,  inexorable  process. 

The  explanation  of  the  development  of  symp- 
toms in  the  patient  with  mitral  stenosis  is  simple 
and  revolves  around  basic  physical  laws;  namely, 
the  flow  of  blood  across  a valve  orifice  depends  on 
the  size  of  the  valve  orifice  and  the  head  of 
pressure  behind  that  valve  orifice.  A valve 
leaflet  may  reveal  stigmata  of  old  rheumatic 
endocarditis  without  significantly  affecting  the 
orifice.  If  the  orifice  becomes  only  slightly 
narrowed,  the  head  of  pressure  within  the  left 
atrium  may  be  unchanged,  and  the  patient 
remains  asymptomatic.  This  then  is  indica- 
tive of  a pathologic  stenosis  in  which  there  are 
no  hemodynamic  alterations.  Surgery  is  not 
indicated  at  this  point. 

As  has  been  stated,  the  development  of  the 
stenosis  of  the  mitral  valve  is  gradual  and  varies 
in  individuals.  In  one,  it  may  be  so  slow  that  a 
significant  stenosis  never  develops.  In  another, 
the  stenosis  may  progress  to  a significant  de- 
gree at  a ver}r  rapid  rate.  The  rapidity  of  the 
development  of  this  lesion  varies.  However, 
at  one  point  along  the  course  of  the  patient’s 
illness,  the  mitral  valve  orifice  narrows  to  the 
point  of  “crucial  stenosis.”  The  point  of 
crucial  stenosis  is  that  in  which  an  increase  in 
the  head  of  pressure  behind  the  valve  orifice  is 
necessary  to  maintain  an  adequate  cardiac  out- 
put. This  elevated  pressure  is  transmitted  to 
the  pulmonar}"  venous  and  capillary  bed,  and 
the  patient  develops  symptomatology  of  venous 
hypertension,  namely,  exertional  dyspnea  and 
orthopnea.  It  is  important  to  realize  that 
inasmuch  as  this  patient  has  not  yet  developed 
pulmonary  arterial  hypertension,  the  electro- 
cardiogram will  be  normal,  and  the  left  atrium 
may  not  be  too  enlarged  on  x-ray  or  fluoroscopy. 
However,  this  patient  has  developed  crucial 
stenosis,  and  the  physician  must  realize  that  no 
medical  therapy  will  increase  the  size  of  the 
mitral  orifice.  Actually,  at  this  point  the  patient 
usually  seeks  medical  care,  and  the  internist 
prescribes  a regimen  of  digitalis,  salt-free  diet, 
and  rest.  After  several  months  the  patient  re- 
ports that  his  symptomatology  has  regressed 
and  is  gratified.  The  physician  is  pleased. 
Actually,  the  regression  of  symptoms  has  little 
to  do  with  the  medications  prescribed,  and 


rather  depends  on  the  development  of  further 
pathology,  that  of  pulmonary  arteriolosclerosis. 
This  regression  of  symptoms  in  the  face  of  the 
development  of  progressive  pulmonaty  pathology 
is  called  the  paradox  of  mitral  stenosis.  The 
patient  has  been  allowed  to  enter  Grade  III  and 
has  been  gradually  developing  pulmonary  arterio- 
losclerosis. When  this  process  develops,  pul- 
monary hypertension  and  right  ventricular 
hypertrophy,  with  its  sequelae,  ensue.  The 
patient  may  now  develop  symptoms  referable  to 
right  heart  failure  associated  with  the  retention 
of  fluids,  hepatomegaly,  and  ankle  edema. 

Obviously,  when  the  physician  fully  under- 
stands the  evolution  of  mitral  stenosis  and  the 
pulmonary  arteriolar  sequelae,  the  early  indi- 
cations for  surgery  become  clear-cut.  The 
indication  for  surgery  is  the  presence  of  a phys- 
iologically significant  stenosis  as  is  evidenced  by 
the  development  of  elevated  left  atrial  and 
pulmonary  venous  pressure.  Any  patient  in 
whom  a physiologic  stenosis  exists  is  a definite 
candidate  for  surgery.  Moreover,  the  risk  of 
surgery,  being  closely  aligned  to  the  stage  of  the 
cardiac  lesion,  is  extremely  low  at  this  point. 
However,  when  surgery  is  withheld  until  pul- 
monary arteriolosclerosis  and  hypertension  de- 
velop, the  operative  risk  may  increase  to  as 
high  as  7 to  10  per  cent. 

There  are  other  more  urgent  indications  for 
surgen^  in  mitral  stenosis.  These  are  hemopty- 
sis' and  peripheral  arterial  embolization.  At 
one  point  along  his  course  the  patient  with 
mitral  stenosis  may  develop  atrial  fibrillation. 
Approximately  50  per  cent  of  these  patients 
develop  thrombi  within  the  auricular  appendage 
and  are  candidates  for  peripheral  embolization. 
Moreover,  patients  having  had  one  bout  of 
embolization  are  more  prone  to  have  subsequent 
ones.  The  threat  of  a cerebral  embolus  is 
ever  constant.  Should  surgery  be  withheld 
for  any  reason,  the  patient,  having  demonstrated 
arterial  embolization,  should  be  anticoagulated 
until  such  time  as  surgery  is  accepted. 

There  has  been  recent  criticism  directed  to- 
ward the  procedure  of  mitral  commissurotomy. 
Several  factors  must  be  highlighted  in  this 
respect — first,  the  commissurotomy  performed. 
Many  patients  having  a cardiac  exploration 
end  up  having  little  more  than  a dilatation  of 
the  mitral  orifice  by  the  exploring  finger.  This 
constitutes  an  inadequate  commissurotomy. 
However,  the  terms  “commissurotomy”  and 
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“commissurotomy  failure”  are  still  utilized.  The 
patient,  however,  will  immediately  demonstrate 
a considerable  improvement. 

The  physics  previously  described  point  toward 
the  fact  that  left  atrial  pressure  is  inversely 
proportional  to  the  orifice  of  the  mitral  valve. 
Should  a valve  orifice  be  doubled,  the  pressure 
within  the  left  atrium  will  halve  itself,  and  the 
patient  will  demonstrate  an  initial  improvement. 
However,  inasmuch  as  an  inadequate  com- 
missurotomy has  been  performed,  restenosis 
must  occur.  In  truth,  the  surgeon  has  done 
little  more  than  to  place  the  patient  at  a point  of 
his  course  two  to  three  years  previous.  On 
the  other  hand,  when  a mitral  commissurotomy 
is  adequately  performed  and  the  valve  leaflets 
are  well  mobilized  to  the  annulus,  restenosis  does 
not  seem  to  occur. 

Second,  the  internist  must  realize  that  in  a 
patient  having  a perfect  commissurotomy  only 
the  symptoms  of  pulmonary  venous  hyper- 
tension will  improve.  If  surgery  was  withheld 
until  the  development  of  a severe  degree  of  pul- 
monary arteriolosclerosis,  there  is  no  reason  to 
expect  an  immediate  regression  of  the  patient’s 
symptomatology  of  right  heart  failure.  In 
truth,  right  heart  failure  does  not  resolve  until 
the  pulmonary  hypertension  has  regressed. 
Last,  a new  factor  has  manifested  itself  in  the 
technical  correction  of  the  stenotic  mitral  valve. 
In  a considerable  number  of  patients  there  is  an 
extensive  subvalvular  fusion  of  the  chordae 
tendineae  and  papillary  muscles,  in  addition  to 
the  fusion  of  the  valve  leaflets.  In  a series  of 
more  than  250  patients,  approximately  90  per 
cent  have  demonstrated  the  presence  of  a 
subvalvular  stenosis.  In  approximately  50  to 
60  per  cent  of  these,  the  subvalvular  fusion  was 
severe  and  significant.  After  valvular  com- 
missurotomy was  completed,  an  inadequate 
procedure  would  have  been  performed,  had  not 
the  subvalvular  fusion  been  completely  and 
adequately  freed.  Moreover,  in  approximately 
50  per  cent  of  these  patients  an  adequate  valvular 
commissurotomy  could  not  be  secured  until  the 
subvalvular  fusion  was  opened,  since  this  sub- 
valvular fusion  reinforced  and  strengthened  the 
fusion  of  the  anterior  commissure. 

It  is  logical  to  assume  that  the  result  of  mitral 
commissurotomy  depends  directly  on  the  extent 
and  competence  of  the  procedure  performed. 
In  our  series  of  patients,  restenosis  has  not  oc- 
curred. Moreover,  when  adequate  commissuro- 


tomy and  auricular  appendectomy  have  been 
performed,  there  has  been  no  incident  of  post- 
operative peripheral  arterial  embolization. 

A right-sided  approach  to  the  mitral  valve  has 
been  described  recently.  This  approach  places 
the  exploring  finger  at  a much  further  distance 
from  the  valve,  and  makes  it  impossible  to 
explore  the  subvalvular  region.  In  view  of 
the  large  proportion  of  patients  having  a sub- 
valvular stenosis,  we  do  not  believe  this  ap- 
proach to  be  acceptable.  Rather,  we  prefer 
to  use  the  left-sided  approach  where  the  index 
finger  is  in  close  proximity  to  both  the  valve 
commissure  and  the  subvalvular  region. 

Aortic  Stenosis. — At  the  present  time  there 
seems  to  be  quite  a furor  as  to  the  proper  man- 
agement of  aortic  stenosis.  There  are  those 
who  perform  aortic  commissurotomies  under 
direct  vision  using  cardiopulmonary  bypass, 
others  who  use  a transaortic  closed  approach, 
and  still  others  who  use  a transventricular 
approach. 

We  have  had  several  experiences  of  attempting 
to  correct  acquired  aortic  stenosis  using  cardio- 
pulmonary bypass  under  direct  vision.  In 
these  cases  we  found  that  we  tended  to  utilize 
the  dilator  to  secure  a complete  opening  of  the 
valve  leaflets.  The  mortality  was  unacceptable, 
and  we  have  preferred  to  return  to  the  procedure 
of  transventricular  aortic  dilatation  where  our 
mortality  has  been  in  the  neighborhood  of 
14  per  cent. 

Aortic  Insufficiency. — Until  we  can  safely 
replace  the  aortic  valve  under  direct  vision, 
aortic  insufficiency  will  be  best  handled  by  the 
Hufnagel  valve.  This  valve,  being  placed  in 
the  descending  aorta  just  distal  to  the  vessels 
of  the  arch,  corrects  approximately  70  per  cent 
of  the  regurgitation.  It  does  not  correct  that 
regurgitation  from  the  upper  extremities  or 
from  the  head.  As  such,  it  remains  a palliative 
procedure.  However,  in  our  series  we  have 
noticed,  very  much  as  has  Dr.  Hufnagel,  that 
within  a month  there  is  a noticeable  reduction 
in  cardiac  size.  This  is  usually  due  to  a re- 
duction in  the  degree  of  left  ventricular  dilatation. 

I do  not  believe  that  aortic  insufficiency  can 
be  completely  corrected  until  such  time  as 
valvular  replacement,  using  cardiopulmonary 
bypass,  is  perfected.  Ho wr ever,  in  the  meanwhile 
the  Hufnagel  prosthesis  seems  to  be  an  excellent 
palliative  procedure.  The  patients  operated 
on  by  our  group  have  done  well. 


December  15,  1958 
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Surgery  Utilizing  the  Heart-Lung  Pump. — 
Open  heart  surgery  utilizing  cardiopulmonary 
bypass  has  opened  a tremendous  field  of  in- 
tracardiac surgery  to  the  surgeon.  Although  we 
initially  used  a De  Wall,  Lillehei  bubble  oxy- 
genator, we  have  switched  to  a Kay-Cross  oxy- 
genator with  a De  Bakey  type  pump  because 
of  the  mounting  reports  of  the  development  of 
neurologic  sequelae  caused  by  air  and  antifoam 
emboli.  The  principle  behind  cardiopulmonary' 
bypass  revolves  about  blood  draining  from  the 
patient’s  superior  and  inferior  venae  cavae  to  a 
reservoir,  by  gravity  flow.  The  venous  blood 
is  oxygenated,  filtered,  and  then  pumped  into 
the  arterial  tree  through  one  of  its  minor 
branches.  In  our  initial  series  of  patients 
operated  on  using  the  bubble  oxygenator,  we 
noted  transient  neurologic  sequelae  in  several 
patients.  This  has  been  the  experience  of 
many  other  institutions  as  well.  Consequently, 
we  feel  that  although  the  bubble  oxygenator 
pioneered  open  heart  surgery,  there  are  several 
pump  oxygenators  which  are  safer,  and  there- 
fore preferable,  at  the  present  time. 

Atrioseptal  Defects. — Atrioseptal  defects 
are  repaired  without  the  use  of  cardiac  arrest 
through  a right  anterolateral  incision. 

In  a series  of  atrioseptal  defects  which  we 
have  repaired,  there  have  been  an  inordinate 
number  of  complicated  lesions.  There  have 
been  many  with  multiple  defects  and  others 
with  transposition  of  pulmonary  veins,  the 
inferior,  or  the  superior  vena  cava.  We  feel 
that  in  many  of  the  patients  who  have  had  com- 
plete correction  of  their  lesions,  neither  the 
closed  technic  nor  the  open  technic  utilizing 
hypothermia  would  have  provided  the  surgeon 
with  adequate  time  to  correctly  repair  the 
lesion.  Hypothermia  was  an  excellent  technic. 
It  emphasized  the  necessity  for  repairing  these 
lesions  under  direct  vision.  However,  the 
deficiency  of  a time  limitation  was  such  that 
hypothermia  probably  will  soon  be  of  the  past. 
Cardiopulmonary  bypass  has  been  demon- 
strated to  provide  the  surgeon  with  a means  of 
performing  this  surgery  meticulously  and  leisurely 
with  a lower  risk  than  that  of  hypothermia. 

Utilizing  the  direct  vision  approach  to  the 
repair  of  atrioseptal  defects,  one  can  ascertain 
the  presence  of  secondary  defects.  The  pres- 
ence of  arterialized  blood  within  the  right 
atrium  after  the  closure  of  the  initial  defect  is 
indicative  of  the  presence  of  additional  defects. 


It  is  doubtful  that  atrioseptal  defects  associated 
with  transposition  of  either  the  superior  or  in- 
ferior vena  cava  could  be  corrected  by  any 
technic  other  than  open  heart  surgery  on  the 
heart-lung  pump. 

The  septum  primum  type  of  defect  is  one  in 
which  cardiopulmonary  bypass  is  required.  It 
is  important  to  meticulously  place  the  sutures 
without  impinging  on  the  superior  ventricular 
septum  in  the  region  of  the  bundle  of  His. 
Trauma  to  this  structure  may  well  be  associated 
with  heart  block  and  atrioventricular  disassocia- 
tion. 

Ventricular  Septal  Defect. — Ventricular 
septal  defects  are  amenable  to  surgery  only  by 
the  use  of  right  ventriculotomy  using  cardio- 
pulmonary bypass. 

It  is  essential  to  clamp  the  aorta  and  arrest 
the  heart,  using  either  potassium  citrate  or  acetyl 
choline.  On  opening  the  right  ventricle,  the 
defects  may  be  found  in  three  areas.  The 
crista  supraventricularis  provides  the  surgeon 
with  the  important  landmark.  A septal  defect 
anterior  to  it  is  termed  an  outflow  type  of  defect. 
Those  posterior  to  it  are  usually  hidden  by  the 
septal  leaflet  of  the  tricuspid  valve  and  con- 
stitute an  inflow  type  of  defect.  These  defects 
usually  involve  the  fibrous  septum  and  are  in 
close  proximity  to  the  bundle  of  His.  They  j 
are  occasionally  so  hidden  by  the  septal  leaflet 
of  the  tricuspid  valve  that  it  may  be  necessary 
to  transect  a chorda  for  their  proper  exposure 
and  repair.  The  third  type  of  defect  is  that 
which  involves  the  muscular  septum.  These  ' 
defects  usually  present  a good  rim  of  fibrous 
tissue  which  lends  itself  to  a per  primum 
closure. 

After  the  ventriculotomy  has  been  closed,  the  j 
cardiac  beat  is  reinitiated  by  merely  removing 
the  aortic  clamp  and  allowing  tlie  pump  to  per- 
fuse the  potassium  citrate  from  the  coronary 
arterial  system.  The  heart  usually  regains  its  ! 
beat  spontaneously. 

Tetralogy  of  Fallot. — Tetralogy  of  Fal- 
lot can  be  corrected  in  identical  fashion  to  the  I 
process  described  under  ventricular  septal  de- 
fect. The  aorta  is  cross-clamped  and  cardiac 
arrest  is  initiated  with  potassium  citrate.  After 
the  ventricular  septal  defect  is  closed,  the  j 
pulmonary  stenosis  must  be  corrected.  The  j 
hypertrophied  infundibular  ridge  must  be  ron- 
geured  or  the  valvular  lesion  incised.  In  many  ] 
patients  a hypoplasia  of  the  outflow  tract  may  j 
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be  present.  This  necessitates  the  placement 
of  an  Ivalon  prosthetic  path  in  the  muscular  wall 
of  the  right  ventricle  to  provide  for  an  adequate 
outflow  tract. 

Congenital  Aortic  Stenosis. — Congenital 
aortic  stenosis  is  a lesion  which  is  easily  cor- 
rected using  direct  vision,  open-heart  surgery. 
In  this  lesion,  too,  cardiac  arrest  must  be 
initiated.  The  aorta  is  opened,  and  the  fused 
commissures  are  transected  under  direct  vision. 
A subaortic  stenosis,  too,  is  easily  corrected 
using  this  approach. 

Mitral  Insufficiency. — Mitral  insufficiency 
is  finding  its  proper  correction  under  direct 
vision,  utilizing  cardiopulmonary  bypass.  Us- 
ing a right  transthoracic  incision,  the  left 
atrium  is  found  herniated  into  the  pleural  cavity 
just  behind  the  right  atrium.  The  cavae  are 
cannulated  in  routine  fashion,  and  the  left 
atrium  is  opened.  The  mitral  valve  is  easily 
exposed,  and  in  the  beating  heart  the  regurgi- 
tant area  may  be  visualized  posteriorly.  Using 
heavy  sutures  applied  to  both  the  valve  leaflet 
and  the  annulus,  the  posterior  portion  of  the 
mitral  area  can  be  closed,  thereby  eliminating 
the  regurgitant  jet.  More  and  more  it  would 
seem  that  significant  insufficient  lesions  of  the 
mitral  valve  will  lend  themselves  to  correction 
utilizing  cardiopulmonary  bypass. 

Dr.  Chamberlain:  Thank  you,  Dr.  Bakst. 
Our  next  speaker  is  Dr.  Jere  Lord,  who  will 
bring  you  up  to  date  on  the  most  recent  advances 
in  the  surgery  of  blood  vessels. 

Surgery  of  the  Blood  Vessels 

Dr.  Jere  W.  Lord,  Jr.:  There  have  been 
many  advances  in  the  surgery  of  the  arteries 
and  veins  in  the  last  six  or  seven  years,  largely 
as  the  result  of  the  improved  technic  in  trans- 
planting arteries  or  implanting  prostheses  for 
bridging  a gap. 

There  are  two  subjects  I would  like  to  mention 
today.  A good  deal  is  known,  but  I want  to 
point  out  some  of  the  problems  which  still  exist. 

The  first  lesion  that  is  readily  handled  now  is 
aneurysm  of  the  abdominal  aorta.  Most  of 
these  are  arteriosclerotic,  and  fortunately  most 
of  them  arise  below  the  renal  arteries  which 
makes  it  possible  to  close  the  aorta  safely  and 
resect  them.  The  inhospital  mortality  in  good 
risk  cases  is  less  than  5 per  cent.  On  the  other 
hand,  many  of  these  patients  with  arteriosclerotic 


aneurysms  of  the  abdominal  aorta  have  disease 
of  their  coronary  arteries.  Strokes  are  not  in- 
frequent, and  renal  function  may  be  poor. 

One  other  factor  that  is  important  in  evaluat- 
ing the  patient  is  the  status  of  the  arterial 
circulation  to  the  lower  extremities.  The  aorta 
may  be  clamped  for  forty-five  to  ninety  minutes, 
and  the  patient  may  lose  the  viability  of  a foot. 
Therefore,  in  evaluating  the  patient  if  he  has  a 
reasonably  good  cerebral  circulation,  a good 
coronary  status,  and  if  the  peripheral  arterial 
circulation  is  good  along  with  good  renal  function, 
those  patients  should  have  the  aneurysm  re- 
sected when  the  diagnosis  is  made.  If  the 
patient  has  other  vascular  problems,  one  has  to 
use  a certain  amount  of  judgment  whether 
to  operate  or  not.  The  natural  history  of  ar- 
teriosclerotic aneurysms  of  the  abdominal  aorta 
varies  in  many  people’s  opinion,  but  by  and 
large  most  patients,  perhaps  95  per  cent,  will  be 
dead  within  three  years  of  the  clinical  recognition 
of  the  aneurysm.  Some  will  live  a long  time, 
but  they  are  a small  minority.  If  symptoms  are 
present  due  to  the  aneurysm,  the  chance  of 
living  more  than  one  year  is  about  50-50,  in  the 
estimates  of  Estes1  and  of  Wright  etal. 2 Therefore, 
one  has  to  weigh  the  risk  of  surgery  and  its  com- 
plications against  that  of  the  lesion  itself.  We 
have  adopted  the  policy  of  recommending  sur- 
gery if  the  patient  can  stand  a general  anesthetic 
and  a major  procedure. 

A second  problem  is  what  to  use  to  bridge  the 
gap  after  the  aneurysm  has  been  removed.  One 
can  use  a homologous  arterial  graft,  and  there 
are  many  surgeons  in  the  year  1958  who  still 
like  that  structure.  One  can  use  a prosthesis 
of  one  sort  or  another — Nylon,  Dacron,  Teflon, 
or  a combination  of  these.  I think  the  swing  in 
general  is  toward  the  prosthesis  for  many  reasons. 
I’ll  outline  them  briefly. 

First  of  all,  the  arterial  homograft  does  not 
live.  It  acts  as  a strut.  Second,  it  has  been 
shown  by  Creech  and  his  associates3  that  these 
homografts  develop  arteriosclerotic  changes  just 
like  the  host’s  artery  except  more  rapidly. 
Third,  they  may  deteriorate,  depending  on  the 
method  of  preservation  and  sterilization.  In 
addition  to  these  three  problems  with  the  homo- 
grafts, they  may  undergo  thrombosis  after  being- 
in  place  for  one  to  several  years.  All  of  these 
complications  we  have  had,  unfortunately,  among 
our  own  group  of  patients  at  Bellevue  and  Uni- 
versity Hospitals.  Hence,  we  have  switched 
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from  homografts  to  prostheses. 

Since  August,  1955,  we  have  used  no  homografts 
and  have  used  Dacron  prostheses  for  bridging 
gaps  in  the  abdominal  aorta  and  iliac  arteries. 
The  earlier  ones  were  not  ideal  either  because  of 
kinking  and  angulation  which  would  occasionally 
lead  to  thrombosis. 

From  August,  1957,  to  May,  1958,  we  have 
used  the  ethigraft  manufactured  by  the  Ethicon 
Company.  These  prostheses  have  worked  well 
for  aneurysms.  During  the  past  four  months 
the  Dacron  prostheses  produced  by  Pilling 
Company  based  on  De  Bakey’s  design  have 
proved  to  be  the  most  satisfactory  of  all.  They 
are  elastic,  they  bend,  and  they  hold  their 
shape. 

The  second  important  advance  has  been  the 
surgical  correction  of  obstructive  lesions  of  the 
terminal  aorta  and  common  iliac  arteries.  A 
translumbar  aortogram  is  sometimes  indicated 
when  the  diagnosis  is  not  clear.  Most  of  these 
patients  have  pain  in  the  low  back,  buttocks, 
and  thighs  on  exercise,  but  this  disappears  with 
rest.  One  patient,  who  had  had  an  operation  in 
September,  1957,  had  had  a spinal  fusion  six 
years  earlier  for  low  back  pain.  There  had  been 
no  improvement.  She  came  to  New  York 
City,  and  a general  practitioner  here  made  the 
diagnosis  of  thrombosis  of  the  terminal  aorta. 
It  was  confirmed  by  an  aortogram.  Twelve 
years  after  the  onset  of  her  illness,  when  she  was 
in  her  middle  fifties,  it  was  possible  to  perform  a 
thromboendarterectomy  successfully.  The  re- 
sult has  been  excellent.  This  procedure  was 
worked  out  first  in  France,  and  in  this  country 
largely  by  Wylie  in  San  Francisco.  It  is  a 
sound  procedure.  Approximately  90  per  cent 
of  patients  who  have  a stenosis  or  a thrombosis 
in  the  terminal  aorta  or  the  common  iliac  artery 
or  arteries  have  obtained  good  results  by  the 
method  of  thromboendarterectomy.  The  mor- 
tality rate  has  been  less  than  5 per  cent. 

In  summary,  therefore,  the  major  problem  is 
to  recognize  the  patient  who  has  an  obstructive 
lesion  of  the  terminal  aorta  and  iliac  arteries. 
This  is  because  as  a rule  they  have  no  evidence 
of  circulatory  deficiency  in  regard  to  color  or 
temperature  and  no  gangrenous  or  ulcerative 
lesions..  Usually  there  is  low  back,  buttock, 
and  thigh  pain  which  clears  with  rest.  Their 
ages  may  vary  from  thirty  to  sixty.  They 
may  expect  an  excellent  surgical  result. 

The  aneurysmal  group  is  best  resected  when 


diagnosed  if  there  is  no  serious  complicating 
cardiovascular  disease.  If  complicated,  sound 
surgical  judgment  will  weigh  the  risk  of  operation 
against  the  risk  of  living  with  the  aneurysm. 

Dr.  Chamberlain:  Thank  you,  Dr.  Lord, 
for  your  very  clear  presentation. 

We  are  still  making  advances  in  surgery  of  the 
lung.  This  will  be  brought  up  to  date  by  Dr. 
Daniel  Mulvihill. 
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Recent  Advances  in  Lung  Surgery 

Dr.  Daniel  A.  Mulvihill:  Definitive  sur- 
gery for  lung  pathology  was  in  its  infancy  only 
twenty-five  years  ago. 

After  the  tremendous  experience  of  the  war 
and  with  the  advent  of  the  antibiotic  drugs, 
lung  resection  surgery  was  just  emerging  into 
adolescence  in  1948.  During  the  intervening 
decade  it  has  become  of  age. 

It  would  serve  no  good  purpose  to  attempt  to 
review  in  the  brief  time  alloted  this  morning  the 
improved  surgical  technics,  advances  in  anatomic, 
pathologic,  and  physiologic  knowledge,  and 
tremendous  progress  in  anesthesia,  nor  could  we 
review  completely  the  contribution  of  the  anti- 
biotic drugs  which  make  it  possible  today  to 
remove  a diseased  segment,  lobe,  or  entire  lung, 
or  multiple  segments  or  lobes  of  both  lungs 
with  a lowered  morbidity  and  mortality  to 
equal  or  better  that  of  any  other  field  of  major 
surgery. 

In  the  two  largest  fields  of  pulmonary  disease, 
tuberculosis  and  cancer,  the  improved  technical 
potentialities  of  resection  surgery  have  changed 
our  therapeutic  thinking  profoundly  in  recent 
years.  These  improvements  in  the  surgical 
therapeutic  armamentarium  have  important 
implications  for  the  general  practitioner,  the 
family  doctor,  and  re-emphasize  the  importance 
of  his  role  and  responsibility  to  his  patients  in 
bringing  to  them  all  the  advantages  of  these 
recent  developments.  That  is  what  I should 
like  to  make  the  theme  of  our  discussion. 

Tuberculosis. — The  advent  of  effective  drug 
therapy  for  tuberculosis,  starting  with  the 
availability  of  streptomycin  in  1948,  supple- 
mented in  quick  succession  by  para-aminosali- 
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cylic  acid  (PAS)  and  later,  isoniazid,  and  the 
subsequent  integration  of  therapeutic  regimes 
embodying  effective  combinations  of  these  three 
chemotherapeutic  agents,  has  in  one  decade  com- 
pletely revolutionized  both  the  medical  and 
surgical  treatment  of  pulmonary  tuberculosis. 
Naturally,  it  took  some  years  of  trial  and  error 
and  careful  follow-up  observation  to  establish 
the  efficacy  and  limits  of  therapeutic  potentiality 
of  the  individual  drugs  and  their  varied  combina- 
tions. At  first  it  was  thought  by  many  that 
chemotherapy  would  completely  eliminate  the 
need  for  surgical  treatment  of  pulmonary 
tuberculosis.  The  rapid  appearance  of  microbial 
drug  insensitivity  and  the  emergence  of  resistant 
strains  of  organisms  dashed  this  hope,  and 
resection  surgery  for  unhealed  residuals  is  now 
more  widely  used  than  ever. 

It  soon  became  apparent  that  in  the  total 
treatment  of  this  disease  there  was  need  for  the 
closest  cooperation  of  the  phthisiologist  and 
the  surgeon.  The  recognition  of  the  need  for 
surgical  therapy  due  to  incomplete  healing  on 
chemotherapy,  so-called  “chemotherapy  failure,” 
pointed  out  the  need  for  careful  observation  and 
controlled  studies  to  determine  the  end  points 
of  chemotherapeutic  efficacy,  the  prognosis  of 
patients  with  chemotherapeutic  failures,  the 
indications  for  surgical  interference,  and,  of  ut- 
most importance,  the  proper  timing  of  the 
surgical  intervention. 

That  this  was  done  with  commendable  celer- 
ity is  due  to  the  existence  of  such  efficient 
forums  as  the  Pembine  Conference,  the  Sun- 
mount  Conference  of  the  Veterans  Administra- 
tion, and  above  all  to  the  Annual  VA-Armed 
Forces  Conference  on  the  therapy  of  tuber- 
culosis. This  monumental  forum,  in  existence 
since  1946,  has  annually  set  up  protocols  for 
controlled  observation  of  large  groups  of  cases 
on  varied  therapeutic  regimes,  aggregating  over 
2,500  patients  per  year,  and  over  5,000  pul- 
monary resections  for  tuberculosis  in  a recent 
four-year  period.  The  results  of  these  studies 
encompassing  the  experience  of  more  than  50 
hospitals  on  a nationwide  basis,  have  been 
reported,  discussed,  and  analyzed  at  the  annual 
meeting,  and  the  published  findings  have  con- 
tributed inestimably  to  the  rapid  evaluation  of 
the  relative  roles  of  chemotherapy  and  surgery 
in  the  treatment  of  this  disease. 

From  these  studies  have  evolved  the  basic 
chemotherapeutic  regimes  now  in  use,  and 


pretty  concise  ideas  of  what  may  be  expected 
of  them  in  cases  of  moderately  advanced  and  far- 
advanced  tuberculosis  after  four,  eight,  and 
twelve  months  of  treatment  in  terms  of  bac- 
teriologic  negativity  and  closure  of  all  cavities. 
It  has  been  possible  to  demonstrate  that  in 
spite  of  a high  incidence  of  bacteriologic  con- 
version, cavity  closure  was  achieved  in  less  than 
40  per  cent  primary  treatment  cases,  and  in  the 
60  per  cent  having  incomplete  chemotherapeutic 
success,  the  achievement  of  cavity  closure  after 
the  eighth  month  of  chemotherapy  without 
surgical  intervention  was  the  exception.  Also, 
from  this  point  onward  there  is  an  increasing 
percentage  of  bacterial  insensitivity  to  the  drugs. 

In  analyzing  the  results  of  over  5,000  re- 
sections in  the  VA-Armed  Forces  study,  supple- 
mented by  identical  experience  of  the  majority 
of  thoracic  surgeons  both  in  this  country  and 
abroad,  it  is  clearly  evident  that  the  best  results 
in  terms  of  mortality  and  morbidity  are  ob- 
tained by  operating  during  the  period  when  the 
organisms  are  still  nonresistant  to  the  available 
chemotherapeutic  modalities.  These  observa- 
tions established  very  clearly  the  paramount 
importance  of  timing  resection  surgery  in  the  so- 
called  open-negative,  or  open-positive  phase  be- 
fore the  emergence  of  bacterial  resistance,  which 
greatly  increases  the  incidence  of  tuberculous 
complications  and  decreases  the  chances  of  suc- 
cess. It  becomes  evident  that  there  is  little 
justification  for  delaying  surgical  intervention, 
when  necessary  for  open  cavities,  beyond  the  six- 
month  period  from  the  start  of  therapy,  regardless 
of  whether  the  sputum  is  negative  or  positive. 
In  primary  treatment  cases  surgery  is  best  under- 
taken somewhere  in  the  fourth  to  eighth  month 
from  the  beginning  of  drug  therapy. 

During  the  predrug  era  of  collapse  therapy, 
the  goal  of  treatment  was  a status  of  arrested 
disease  characterized  by  negative  cultures  of 
sputum  and  gastric  washings,  and  absence  of 
clinical  signs  of  activity.  In  the  present  era  the 
criteria  of  cure  are  more  exacting  and  call  for 
not  only  negativity  of  sputum  and  gastric 
cultures,  but  elimination  of  all  cavities,  residual 
caseous  foci,  and  destroyed  units  of  lung,  such  as 
segments  or  lobes  containing  significant  caseous 
residues  which  might  contribute  to  subsequent 
relapses,  especially  in  the  younger  age  groups. 
The  experience  that  I have  quoted  is  for  patients 
treated  in  the  hospitals  of  the  Veterans  Adminis- 
tration and  the  Armed  Forces. 
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Now  let  us  take  a brief  glance  at  present  status 
and  trends  in  tuberculosis  therapy  in  the  non- 
veteran population,  and  specifically  in  our  own 
state,  New  York.  I will  quote  from  a report 
of  May,  1957,  of  a special  committee  of  the 
New  York  Trudeau  Society  which  investigated 
tuberculosis  control  in  this  State.  The  drug  era 
has  drastically  reduced  the  need  for  long-term 
bed  rest  and  sanatorium  treatment,  which  was 
the  keystone  of  therap3r  in  the  previous  forty 
years.  This  had  made  it  economically  unfeasible 
to  maintain  a great  many  sanatoria  and  special 
tuberculosis  hospitals,  and  they  have  had  to 
close.  In  the  three  years  1954  through  1956 
there  was  a net  reduction  of  2,400  beds  in 
private,  municipal,  county,  and  State  hospitals 
in  New  York  State.  At  the  same  time  there  were 
572  deaths  from  tuberculosis  and  3,502  new 
cases  reported  in  upstate  New  York  during  1955, 
and  1,190  deaths  and  6,494  new  cases  in  New 
York  City  during  the  same  year.  Therefore,  it 
is  evident  that  there  are  thousands  of  patients 
receiving  drug  therapy  at  home  under  super- 
vision of  clinics  or  their  own  family  doctors. 
In  fact,  it  is  difficult  today  to  find  suitable 
private  sanatorium  or  hospital  accomodations 
for  the  great  nonindigent  middle-income  group 
at  rates  which  they  can  afford  to  pay. 

The  implication  is  of  special  importance  to 
the  general  practitioner  and  emphasizes  his  great 
responsibility  if  he  undertakes  tuberculotherapy. 
He  must  be  alert  to  the  demonstrated  facts 
that  long-continued  uncritical  drug  therapy  may 
cost  the  patient  his  best  chance  of  curability, 
that  less  than  40  per  cent  of  cavitary  disease  can 
be  cured  by  chemotherapy  without  adjunctive 
surgery,  and  that  consultation  and  close  co- 
operation wfith  a thoracic  surgeon  is  advisable 
from  the  onset  of  therapy  so  that  the  proper 
timing  of  necessary  surgical  intervention  can  be 
anticipated. 

Cancer. — In  regard  to  the  therapy  of  pri- 
mary carcinoma  of  the  lung,  there  is  little  to 
report  in  the  way  of  recent  advances.  Improve- 
ments in  anesthesia,  preoperative  pulmonary 
function  determinations,  improved  knowledge 
of  proper  preoperative  and  postoperative  cardiac 
management,  and  availability  of  broad  spectrum 
antibiotics,  have  contributed  to  a definite  pro- 
gressive decrease  in  the  operative  mortality. 

It  is  the  consensus  of  opinion  of  those  having 
to  deal  with  this  problem  that  early  extirpative 
surges  still  offers  the  only  hope  of  possible  cure. 


There  have  been  no  recent  developments  in  the 
field  of  chemotherapy  or  radioactive  isotopes 
which  have  held  any  promise  of  cure.  Ex- 
periences with  supervoltage  radiation  in  the 
1,000,000,  and  2, 000, 000- volt  range  and  cobalt 
radiation  have  been  in  the  main  disappointing 
as  far  as  curative  results  are  concerned. 

The  radicalism  of  total  pneumonectomy  has 
been  extended  to  the  limits  of  complete  medias- 
tinal and  pericarinal  en  bloc  dissection  by  some 
individuals  and  clinics  during  the  past  several 
years,  but  not  enough  time  has  elapsed  to 
indicate  whether  or  not  these  superradical 
procedures  will  improve  the  over-all  five-year 
survival  rates. 

The  prognosis  for  life  for  90  per  cent  of  cases 
not  operable  when  first  seen  because  of  local 
extension  or  extrapulmonary  metastases  or  found 
to  be  nonresectable  on  operation,  is  under  one 
year  and  averages  four  to  eight  months.  Nitro- 
gen mustard  and/or  roentgen  therapy,  even  of 
the  supervoltage  type,  does  not  add  significantly 
to  this  life  expectancy. 

Perhaps  the  most  important  recent  advance, 
or  at  least  the  most  interesting  one,  has  been  a 
revolutionary  change  in  surgical  thinking.  In 
the  seventeen-year  period  from  the  first  success- 
ful total  pneumonectomy  for  cancer  by  Dr. 
Evarts  Graham  in  1933  until  1950,  it  had  been 
the  consensus  of  opinion  of  the  majority  of  tho- 
racic surgeons  that  total  pneumonectomy  was 
the  procedure  of  choice  whenever  a diagnosis 
of  primary  pulmonary  carcinoma  wras  made, 
even  though  a clean  gross  anatomic  removal  of 
the  primary  lesion  was  possible  by  a less  extensive 
lobectomy.  Pneumonectomy  was  considered 
mandatory  to  conform  to  the  standards  of  good 
cancer  surgery.  True,  lobectomies  for  cancer 
were  performed,  but  more  as  a compromise 
procedure  in  deference  to  impaired  pulmonary  or 
cardiac  function,  or  for  palliation  when  the 
extent  of  the  gross  lesion  precluded  radical 
removal  by  pneumonectomy. 

The  first  open  disagreement  with  this 
policy  was  voiced  by  Churchill,  et  al.1  in 
a report  of  their  experience  at  Massachusetts 
General  Hospital  presented  at  the  Annual 
Meeting  of  the  American  Association  for  Thoracic 
Surgery  in  1950.  They  indicated  that  they  used 
lobectomy  as  a procedure  of  choice  in  small 
peripheral  tumors  with  grossly  negative  lymph 
nodes,  and  their  statistics  for  five-year  survival 
indicated  a slightly  better  salvage  rate  than  in 
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the  group  of  pneumonectomized  patients.  There 
followed  in  1955  in  the  Journal  of  Thoracic 
Surgery  a report  by  Robinson,  Jones,  and 
Meyer2  on  an  analysis  of  a survey  questionnaire 
returned  by  318  members  of  the  American 
Association  for  Thoracic  Surgery  concerning 
their  attitude  toward  the  use  of  lobectomy  in 
primary  cancer  of  the  lung.  Seventy  per 
cent  indicated  that  they  used  lobectomy;  60 
per  cent  of  these  used  it  as  the  operation  of 
choice  when  anatomically  possible;  40  per  cent 
used  it  only  as  a compromise  operation  in 
patients  they  did  not  consider  suitable  for 
pneumonectomy.  Of  227  surgeons  who  ex- 
pressed an  opinion,  76  per  cent  or  better  than 
three  out  of  four,  believe  that  in  properly  se- 
lected patients  a lobectomy  offers  as  good  a 
chance  of  long-term  survival  as  does  a pneumo- 
nectomy. This  represents  a complete  turnabout 
in  surgical  thinking  in  this  field  and  should 
provide  interesting  data  as  experience  and 
follow-up  series  accumulate  over  the  next  few 
years. 

So  many  variables  are  involved  in  appraising 
results  that  there  is  a wide  area  for  difference  of 
opinion,  and  up  to  the  present  no  dogmatic 
position  can  be  taken  based  on  adequate  valid 
statistics  in  regard  to  extent  of  resection  or 
radicality  of  the  procedure  when  there  is  a 
choice.  The  only  thing  that  can  be  said  with 
confidence  is  that  the  earlier  the  removal  of  a 
primar\r  pulmonary  malignancy  the  greater  the 
chance  of  the  individual  surviving  five  years  or 
more. 

In  reviewing  the  reported  series  of  pulmonary 
carcinoma  in  recent  years,  one  is  impressed 
with  the  over-all  poor  experience  in  attempting 
to  cure  pulmonaty  carcinoma,  although  there  is 
abundant  evidence  that  early  surgery  can 
result  in  five  year  and  longer  survival  and  a 
fair  and  slowly  improving  salvage  rate  in  re- 
sectable cases.  The  great  block  to  better 
results  is  the  persistently  low  percentage  of 
resectable  cases  reaching  the  surgeon.  In 
spite  of  much  effort  to  educate  and  make  cancer- 
conscious the  public  and  the  medical  profession, 
it  is  still  unfortunately  true  that  of  the  total  cases 
observed  about  50  per  cent  are  inoperable  by 
reason  of  extent  or  metastases  when  first  seen 
by  the  surgeon.  Of  the  remaining  50  per  cent 
on  whom  exploratory  operations  are  performed, 
about  one-half  have  nonresectable  carcinoma, 
leaving  only  25  per  cent  of  the  total  who  have  any 


chance  whatever  of  surgical  salvage. 

In  a great  many  cases  there  is  still  too  much 
time  lost  in  getting  the  patient  with  respiratory 
symptoms  or  an  abnormal  lung  density  in  his 
x-ray  to  the  point  of  definitive  therapy.  This 
delay  still  runs  from  six  to  twelve  months  in 
too  great  a majority  of  cases.  The  fault  lies 
partly  with  the  patient  who  ignores  nondisabling 
but  persistent  respiratory  symptoms.  Too  often, 
however,  the  fault  lies  with  the  physican,  who 
lacks  a high  index  of  suspicion  of  cancer  and 
treats  respiratory  symptoms  without  a chest 
x-ray  or  pursues  a course  of  watchful  waiting  on 
asymptomatic  pulmonary  densities  in  x-ray,  in- 
stead of  immediately  guiding  the  patient  through 
a thorough  diagnostic  regime  until  cancer  is 
ruled  out.  It  must  be  recognized  that  definitive 
diagnosis  is  not  possible  in  a large  majority  of 
curable  or  operable  lung  cancer  short  of  explora- 
tory thoracotomy,  which  per  se  can  be  done 
with  a very  low  mortality  of  under  2 per  cent. 
I think  it  is  safe  to  say  that  our  ability  to  per- 
form curative  surgery  for  pulmonary  carcinoma 
is  in  directly  inverse  proportion  to  our  ability 
to  make  a proved  tissue  diagnosis  preoperatively. 

Here  again  the  importance  of  the  responsibility 
of  the  general  practioner  and  the  family  physician 
is  stressed.  It  is  to  him  the  patient  first  goes 
with  his  symptoms  or  his  abnormal  chest  x-ray 
findings.  The  surgeon  can  do  nothing  further 
to  improve  the  cure  rate  of  lung  cancer  until 
he  is  given  opportunity  to  operate  on  a much 
higher  percentage  of  early  and  resectable  cases. 

Dr.  Chamberlain:  Thank  you,  Dr.  Mulvi- 
hill.  The  last  subject  in  the  recent  advances  in 
specialized  fields  has  to  do  with  the  advances  in 
surgery  of  the  esophagus,  and  this  wTill  be  pre- 
sented by  Dr.  Emil  Naclerio. 
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Surgery  of  the  Esophagus 

Dr.  Emil  A.  Naclerio:  Embryologically, 

the  esophagus  falls  prey  to  several  congenital 
abnormalities,  such  as  atresia,  stenosis,  webs, 
and  certain  vascular  relationships. 

Anatomically,  it  lies  in  the  depths  of  the 
thoracic  cavity  and  is  surrounded  by  the  heart, 
great  vessels,  and  other  fixed  structures.  Its 
inaccessibility,  poor  segmental  blood  supply, 
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Fig.  1.  (A)  Traction  diverticulum.  Usually  caused  by  inflammation  of  lymph  nodes  at  bifurcation  of  the 

trachea,  with  ultimate  adhesions  to  the  esophageal  wall.  ( B ) Pulsion  diverticulum.  Usually  caused  by  pressure 
within  the  esophagus  most  frequently  found  in  the  epiphrenic  region.  Hiatus  hernia,  diffuse  esophageal  spasm,  or 
cardiospasm  are  not  infrequent  associated  lesions.  Note  the  hiatus  hernia  and  the  postdiverticular  stenosis. 
(C)  Traction-pulsion  diverticulum.  This  is  a combination  of  the  two  generally  encountered  types  (A  and  B). 
It  is  presumed  that  traction  from  the  outer  esophageal  wall  initiates  a weakness,  and  pulsion  from  intraluminal 
pressures  causes  a bulging  of  the  wall.  ( D ) Functional  diverticulum.  There  is  no  unanimity  of  thought  as  to 
whether  the  changes  in  the  esophageal  wall  are  caused  by  local  spasms  (abnormal  peristalsis)  or  traction  on  the 
esophageal  wall.1 


fragile  muscular  coat,  and  absence  of  protective 
serosal  covering,  in  addition  to  the  continual 
presence  of  bacteria  within  its  lumen,  make 
surger}'  of  this  organ  difficult  and  hazardous. 

Physiologically,  the  esophagus  is  concerned 
with  the  transport  of  swallowed  material  through 
it  and  on  into  the  stomach.  Transport  depends 
on  mechanisms  capable  of  creating  a pressure 
gradient.  The  principal  factor  producing  this 
pressure  gradient  is  the  primary  esophageal 
peristaltic  contraction  which  originates  in  the 
pharynx  and  is  passed  on  into  the  esophagus. 
Secondary  peristaltic  contractions  then  arise  to 
complete  the  transport  of  the  bolus  through  the 
esophagus.  Esophageal  evacuation  into  the 
stomach  follows.  This  action  takes  place  at 
the  esophagogastric  junction  (cardia)  and  is 
still  not  clearly  understood.  Dysfunction  at 
the  cardia  predisposes  to  esophagitis  due  to  the 
reflux  of  gastric  and/or  duodenal  contents. 
Reflux  esophagitis  is  a serious  and  relatively 
common  condition  which  is  frequently  over- 
looked. 

Pathologically  speaking,  many  diseases  are 


primary;  these  include  developmental  defects, 
neoplasms,  and  traumatic  injuries.  Other  ab- 
normalities are  secondaiy  and  may  result  from 
conditions  which  cause  extrinsic  pressure,  such 
as  carcinoma  of  the  lung,  aneurysm  of  the 
aorta,  mitral  stenosis,  or  lymph  nodes  which 
are  involved  either  in  tuberculosis,  Boeck’s 
sarcoid,  or  inflammatory  lesions.  On  occasion, 
the  esophagus  is  involved  in  the  course  of  a sys- 
temic disease,  such  as  scleroderma. 

Clinically,  the  onset  of  symptoms  .of  esophageal 
disease  may  be  sudden  or  insidious.  With  acute 
perforating  injury  involving  the  entire  wall  of 
a normal  or  recently  infected  region  of  the 
thoracic  esophagus,  the  symptoms  are  severe  and 
appear  suddenly,  often  simulating  an  acute 
condition  within  the  thorax  or  catastrophe  in 
the  upper  part  of  the  abdomen.  In  these 
situations,  prompt  surgical  treatment  is  man- 
datory. 

In  certain  situations,  when  early  lesions  are 
present,  there  may  be  no  symptoms  or  the 
symptoms  may  be  mild  and  protean.  These 
conditions  often  go  unrecognized  for  long  pe- 
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Fig.  2.  Esophagram  taken  on  August  23,  1956, 
shows  a large  pulsion  diverticulum  in  the  lower  part  of 
the  esophagus  and  a diaphragmatic  hernia,  hiatus  type. 
Arrows  point  to  left  hemidiaphragm.  The  diverticulum 
was  removed  transthoracically.  The  hiatus  hernia  was 
repaired  four  months  later. 

riods  of  time  and  the  patients  frequently  come 
for  treatment  when  only  radical  surgery  can  be 
offered  as  a hope  for  cure. 

In  most  instances,  the  presenting  symptom  is 
dysphagia  and  may  indicate  a serious  disease. 
Difficulty  in  swallowing  should  alert  the  physician 
to  consider  a mechanical,  inflammatory,  neo- 
plastic, neurologic,  or  psychic  disorder.  There- 
fore, in  order  to  arrive  at  a prompt  diagnosis, 
a thorough  clinical  investigation,  including 
roentgenographic  and  endoscopic  studies,  is 
mandatory. 

Prognostically,  many  patients  have  an  ex- 
cellent chance  for  cure,  and  others  can  be  of- 
fered new  hope  for  the  improvement  and  pro- 
longation of  life. 

I propose  to  discuss  briefly  (1)  thoracic 
esophageal  diverticula  with  special  stress  on  the 
epiphrenic  type,  (2)  the  “V  sign”  (an  early 
roentgen  clue)  in  the  diagnosis  of  spontaneous 
rupture  of  the  esophagus,  and  (3)  the  indications 
and  advantages  of  colon  transplantation  for 
esophageal  reconstruction. 

Thoracic  Esophageal  Diverticula  with 
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Special  Stress  on  the  Epiphrenic  Type.— Di- 
verticula of  the  thoracic  esophagus  are  usually 
classified  according  to  their  anatomic  position 
as  epibronchial  and  epiphrenic.  The  epibron- 
chial  diverticula  are  usually  of  the  traction  type, 
and  the  epiphrenic  diverticula  are  almost  always 
of  the  pulsion  variety.  The  former  lesions 
seldom  produce  symptoms  and  are  rarely  of 
clinical  importance  unless  there  is  secondary 
abscess  or  fistula  formation. 

The  epiphrenic  diverticula  are  the  most 
important.  An  untreated  diverticulum  in  this 
region  may  seriously  jeopardize  the  patient’s 
health  and  life,  and  nonoperative  measures  may 
offer  the  patient,  at  best,  slight  temporary 
improvement.  In  some  cases  there  is  an  ab- 
sence of  symptoms. 

Personal  experience  with  diverticula  of  the 
thoracic  esophagus  (Fig.  1)  has  shown  that 
these  lesions,  particularly  the  epiphrenic  type, 
not  infrequently  present  serious  problems  in 
diagnosis  and  management.  In  a significant 
number  of  cases  of  the  epiphrenic  type,  clinical 
symptoms  are  often  due  primarily  to  associated 
esophageal  lesions,  such  as  hiatus  hernia,  cardio- 
spasm, or  diffuse  esophageal  spasm.  “The  symp- 
toms often  cannot  be  differentiated  from  those 
due  to  the  diverticulum.”  These  observations 
have  been  reported  by  others. 

The  diagnosis  of  epiphrenic  pulsion  divertic- 
ula is  established  by  means  of  x-ray  examina- 
tion with  the  aid  of  a barium  swallow.  The 
lesion  is  nearly  always  seen  on  a routine,  postero- 
anterior  chest  film.  Esophagoscopy  may  be 
necessary  to  rule  out  carcinoma.  This  pro- 
cedure proves  helpful  in  determining  the  pres- 
ence of  esophagitis  and  other  possibly  associated 
lesions,  such  as  spasm,  stricture,  and  hiatus 
hernia. 

Treatment : In  patients  with  asymptomatic 
lesions  no  therapy  is  necessary.  If  symptoms 
should  develop,  lavage  and  dietary  management 
are  indicated.  The  sac  usually  can  be  washed 
out  with  a glassful  of  water  after  each  meal. 
The  diet  should  consist  of  soft,  bland  foods. 
If  ulceration  exists,  antacids  are  indicated. 
Symptomatic  relief  can  be  expected  in  patients 
with  spasm  of  the  esophagus  by  the  use  of 
esophageal  dilatations.  If  these  measures  fail, 
operation  is  indicated.  In  most  instances, 
surgery  proves  to  be  the  only  effective  form 
of  treatment.  However,  in  the  group  of  patients 
with  an  associated  lesion,  e.g.,  esophageal 
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Fig.  3.  ( A ) Localized  mediastinal  emphysema.  Following  rupture  if  the  pleura  remains  intact,  the  air  and/or 

fluid  remains  localized  in  the  mediastinum,  and  local  mediastinal  emphysema  results.  The  air  then  travels  up 
through  the  mediastinum  into  the  subcutaneous  tissues  of  the  neck  and  face.  (B)  Left  hydropneumothorax.  If 
adhesions  exist  between  the  esophagus  and  pleura  at  the  site  of  rupture,  perforation  will  occur  directly  into  the 
pleural  cavity,  giving  rise  to  hydropneumothorax.  When  this  develops  early,  subcutaneous  emphysema  appears 
late  or  not  at  all. 


hiatus  hernia,  diffuse  spasm,  or  cardiospasm,  the 
results  following  diverticulectomy  may  be  uni- 
formly poor  unless  the  associated  lesion  is  also 
treated  (Fig.  2). 

Numerous  surgical  procedures  have  been 
performed  for  the  treatment  of  epiphrenic  diver- 
ticula, namely,  gastrostomy,  diverticulogastros- 
tomy,  invagination,  extrapleural  resection  of 
the  sac,  diverticulopexy,  and  transthoracic  re- 
section of  sac  and  direct  suture  of  the  esophageal 
wall.  Of  these,  the  present  accepted  method  is 
the  transthoracic  approach  with  excision  of  the 
diverticulum. 

On  occasion,  in  elderly,  malnourished,  poor- 
risk  patients,  diverticulopexy  may  be  justified. 


This  procedure  produces  satisfactory  results. 
The  other  procedures  are  enumerated  only  to 
mention  the  earlier  indirect  methods  of  attack. 
More  recently,  esophagogastrostomy  has  been 
utilized  for  the  surgical  treatment  of  epiphrenic 
diverticulum  and  an  associated  lesion. 

Four  illustrative  cases  of  thoracic  esophageal 
diverticula  were  presented,  one  of  the  traction- 
pulsion  type  in  the  epibronchial  region  and  three 
of  the  pulsion  variety  in  the  epiphrenic  region. 
Of  these,  one  patient  required  no  treatment  of 
any  sort;  the  remaining  patients  were  treated 
by  surgical  excision. 

The  “V  Sign”  (an  Early  Roentgen  Clue) 
in  the  Diagnosis  of  Spontaneous  Rupture 
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of  the  Esophagus. — Onset  of  spontaneous 
rupture  of  the  esophagus  is  usually  sudden  and 
dramatic,  and  it  rapidly  leads  to  a state  of  shock. 
Invariabty,  in  a short  period  of  time  irreversible 
toxemia,  hypoxemia,  and  peripheral  collapse 
occur,  and  death  almost  always  follows  within 
twenty-four  to  forty-eight  hours.  Unless  the 
condition  is  diagnosed  early  and  immediate 
thoracotomy  with  closure  of  the  perforation  is 
carried  out,  the  patient  rarely  survives. 

Up  to  approximately  ten  years  ago,  the 
mortality  rate  was  100  per  cent.  Today,  the 
mortality  is  still  high.  In  many  cases  the  diag- 
nosis is  not  made  and  the  condition  is  not  even 
suspected  before  death.  In  many  of  these  in- 
stances the  disease  is  usually  first  discovered 
at  autopsy. 

The  diagnosis  of  spontaneous  rupture  often 
can  be  made  with  ease  if  this  condition  is  con- 
sidered in  the  differential  diagnosis  of  any 
thoracic  or  abdominal  emergency.  The  mis- 
taken diagnosis  of  ruptured  peptic  ulcer  has  been 
made  many  times,  especially  by  surgeons,  and 
exploratory  laparotomies  have  been  performed. 
The  internist  frequently  confuses  the  condition 
with  acute  myocardial  infarction.  Other  com- 
mon errors  in  diagnosis  are  acute  pancreatitis, 
mesenteric  thrombosis,  and  dissecting  aneurysm 
of  the  aorta.  Spontaneous  pneumothorax,  pul- 
monary interstitial  emphysema,  and  pulmonarjr 
embolism  are  other  diagnoses  which  are  in- 
frequently made. 

The  most  valuable  single  diagnostic  aid  is  the 
roentgenogram  of  the  chest.  This  film  will 
demonstrate  mediastinal  and/or  subcutaneous 
emphysema,  hydrothorax,  or  hydropneumothorax 
(Fig.  3 A and  B).  Most  significant  and  prac- 
tically diagnostic  is  the  finding  of  localized 
mediastinal  emphysema,  which  can  easily  be 
overlooked.  This  is  usually  evident  before 
physical  signs  are  present  (Figs.  3 A and  4). 

In  view  of  the  paucity  of  reported  cases  in 
which  x-ray  films  reveal  localized  mediastinal 
emphysema,  it  seemed  of  value  to  present  two 
such  cases.  In  each  case,  the  linear  roentgen 
density  corresponded  to  the  fascial  planes  of 
the  mediastinal  and  diaphragmatic  pleurae  in 
the  region  of  the  lower  esophagus  (Figs.  3 A 
and  4).  Since  the  roentgei*  configuration  takes 
the  form  of  the  letter  V,  it  may  be  conveniently 
referred  to  as  the  “V  sign.” 

The  first  case  (see  Fig.  4)  presented  the  typical 
clinical  picture  and  course  of  esophageal  rupture. 


Fig.  4.  Admission  film  (patient  in  erect  position). 
Note  the  localized  mediastinal  emphysema,  which  is 
usually  evident  before  physical  signs  are  present  but  is 
easily  overlooked.  The  linear  density  corresponds  to 
the  fascial  planes  of  the  mediastinal  and  diaphragmatic 
pleurae  in  the  region  of  the  lower  esophagus  and  takes 
the  form  of  the  letter  “V.”1 


In  spite  of  this,  the  diagnosis  of  the  first  observers 
was  ruptured  duodenal  ulcer  rather  than  eso- 
phageal rupture.  The  x-ray  taken  for  the  pres- 
ence of  subphrenic  air  soon  after  the  patient’s 
admission  to  the  hospital  clearly  demonstrated 
localized  mediastinal  emphysema  in  the  lower 
mediastinum.  This  finding  should  have  aroused 
suspicion  of  the  esophageal  rupture. 

The  Indications  and  Advantages  of  Colon 
Transplantation  for  Esopha ge al  Reconstruc- 
tion.— Reconstruction  of  the  esophagus  has 
been  a most  difficult  problem  since  the  first 
successful  resection  in  1913  by  Torek.  The 
use  of  skin  tubes  to  bridge  the  gap  between  the 
upper  esophagus  and  stomach  requires  multiple 
stages;  this  procedure  predisposes  to  strictures, 
fistula  formation,  and  extensive  scarring  of  the 
chest  wall.  For  these  reasons,  the  operation 
has  been  abandoned. 

Gastric  transplantation  and  esophagogastros- 
tomy  is  usually  complicated  by  gastric  dilata- 
tion and  regurgitation;  this  leads  to  peptic 
esophagitis.  When  the  anastomosis  is  made 
to  the  upper  esophagus,  there  may  be  respira- 
tory embarrassment  due  to  pulmonary  collapse. 
Also,  on  occasion,  it  is  extremely  difficult  to 
bring  it  well  up  into  the  neck. 

Jejuna]  transplantation  usually  leads  to 
complications,  since  in  most  instances  it  is 
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extremely  difficult  and  often  impossible  to  pre- 
serve the  blood  supply  for  high  esophageal 
anastomosis. 

Plastic  tubes  (polyethylene),  when  used  to 
bridge  the  gap,  present  major  complications 
incident  to  leaks,  such  as  pneumomediastinum, 
subcutaneous  emphysema,  atelectasis,  and  em- 
pyema. This  method  has  been  used  infrequently 
and  has  fallen  into  disrepute. 

More  recently,  there  has  been  a resurgence  in 
the  use  of  the  colon  for  intrathoracic  esophageal 
replacement.  The  utilization  of  colon  has  been 
made  possible  in  the  main  through  the  advent  of 
antibiotics  which  sterilize  the  organ.  The 
advantages  of  the  colon  for  esophageal  trans- 
plantation are  the  presence  of  excellent  blood 
supply,  the  availability  of  sufficient  length,  and 
the  ability  of  its  lining  to  resist  acid  peptic 
digestion. 

The  operative  procedure  involves  the  removal 
of  the  entire  esophagus,  mobilization  of  the 
distal  ileum,  ascending  colon,  and  hepatic 
flexure  with  their  blood  supplies,  and  division 
of  the  transverse  colon.  The  terminal  ileum 
is  then  divided  and  anastomosed  to  the  distal 
transverse  colon.  The  proximal  end  of  the 
transverse  colon  is  anastomosed  to  the  stomach. 
The  ileum  and  cecum  are  then  brought  up  to 
the  neck  through  a substernal  tunnel  in  the 
extrapleural  plane  of  the  anterior  mediastinum, 
and  the  cervical  esophagus  is  sutured  either  to 
the  cecum  or  ileum  in  the  neck.  Either  a 
pyloroplasty  or  gastrojejunostomy  is  performed 
to  ensure  gastric  emptying. 

The  conditions  which  may  be  strongly  con- 
sidered for  the  utilization  of  this  procedure  are 
■carcinoma  of  the  upper  esophagus  or  esophageal 
atresia  with  tracheo-esophageal  fistula  which 
cannot  be  corrected  by  primary  end-to-end  anas- 
tomosis. In  certain  instances,  strictures  of  the 
esophagus  constitute  an  excellent  indication. 
On  occasion,  in  treating  a patient  who  is  seriously 
ill  due  to  a persistent  esophageal  fistula  in  the 
epiphrenic  region  of  the  organ,  it  may  be  wise 
to  exclude  the  thoracic  esophagus.  In  this  way 
the  continuing  mediastinal  and  pleural  infection 
will  cease  and  in  many  instances  prevent  mor- 
tality. This  can  be  done  by  dividing  the  stomach 
at  its  junction  with  the  esophagus  and  suturing 
both  ends;  then  a cervical  esophagostomy  can 
be  performed,  and  the  distal  end  of  the  esophagus 
is  closed.  At  a later  date,  continuity  of  the 
intestinal  tract  can  be  obtained  b}r  colon  trans- 
plantation. 


Representative  cases  of  the  conditions  which 
are  indicated  for  reconstruction  of  the  esophagus 
by  colon  transplantation  have  been  presented. 

Reference 

1.  Naclerio,  E.  A. : Am.  J.  Surg.  93 : 218  (1957). 

Question  and  Answer  Period 

Dr.  Chamberlain:  If  you  have  questions 
you  would  like  answered,  will  you  please  forward 
them  to  the  rostrum,  and  we  will  carry  on  the 
panel  discussion  without  a recess.  While  they 
are  being  collected,  we  will  start  the  discussion. 
I will  begin  here  on  my  left  with  Dr.  Naclerio. 
Would  you  say  a word,  Dr.  Naclerio,  about  oral 
hygiene  in  esophageal  surges? 

Dr.  Naclerio:  Oral  hygiene  is  extremely 
important  and  should  not  be  left  to  the  house 
staff  or  nursing  staff  entirely. 

Bacteria  at  the  site  of  anastomosis  between 
the  stomach  and  the  esophagus  will  lead  to  poor 
healing.  There  are  many  bacteria,  anaerobes, 
spirochetes,  etc.,  around  the  gums  and  teeth  of 
every  patient  which  may  predispose  to  an  in- 
fection at  the  site  of  anastomosis,  followed  by 
mediastinitis,  pneumothorax,  empyema,  and 
possibly  death. 

Dr.  Chamberlain:  Dr.  Mulvihill,  do  you 
consider  resectional  surgery  to  be  the  only  type 
of  surgery  that  should  be  used  in  pulmonary 
tuberculosis? 

Dr.  Mulvihill:  No,  of  course  not.  There 
is  still  a place  for  thoracoplasty,  which  is  still 
a good  procedure  in  the  older  age  group  and 
especially  in  those  patients  with  poor  pulmonary 
or  cardiac  function. 

Dr.  Chamberlain:  Dr.  Bakst,  at  the  time  of 
operation  when  you  explore  an  interauricular 
defect  with  your  finger,  if  you  should  discover 
a small  secundum-type  defect,  will  you  then  go 
ahead  with  an  open  heart  b3rpass  procedure,  or 
will  you  repair  the  defect  by  known  methods  of 
the  past? 

Dr.  Bakst:  Well,  I think  I must  respond  b}^ 
sajdng  that  we  will  put  the  child  on  the  pump 
oxygenator.  We  have  had  15  consecutive  cases 
without  a fatality.  By  using  open  technics  we 
are  able  to  avoid  small  multiple  openings  that 
often  cannot  be  palpated.  Furthermore,  the 
open  technic  is  more  effective  in  those  cases  in 
which  the  pulmonary  veins  open  abnormally 
into  the  right  atrium. 

Dr.  Chamberlain:  Dr.  Lord,  will  you 

repeat  for  the  audience  the  names  of  the  pros- 
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theses  which  you  prefer  at  the  present  time  and 
the  sources  of  these  prostheses?  Where  can  they 
be  purchased? 

Dr.  Lord:  The  Dacron  prosthesis  can  be 
purchased  from  Ethicon  or  any  medical  supply 
house  that  deals  with  Ethicon.  I have  not  had 
any  personal  experience  wTith  Teflon,  which  I 
believe  is  purchased  through  U.  S.  Catheter 
Corp.  Dr.  DeBakey  also  has  an  excellent 
prosthesis  which  is  now  advertised  by  Pilling 
and  Co.  Many  of  these  plastic  tubes  are  made 
of  Nylon. 

Dr.  Chamberlain:  Do  you  routinely  per- 
form a bronchoscopy  on  patients  in  whom  you 
have  discovered  an  esophageal  carcinoma,  Dr. 
Naclerio? 

Dr.  Naclerio:  Yes.  Often  Athe  same  carci- 
noma erodes  into  the  trachea  or  major  bronchi. 

Dr.  Chamberlain:  Why  do  some  people  writh 
an  incompetent  cardia  develop  esophagitis  and 
others  do  not? 

Dr.  Naclerio:  In  all  probability  this  has  to 
do  with  the  high  acidity  in  the  stomach.  The 
patient  with  high  acidity  who  is  a known  ulcer 
patient  often  may  have  peptic  esophagitis  as  wrell . 

Dr.  Chamberlain:  Now,  the  next  question  is 
in  two  parts.  Wrhy  is  it  that  some  people  wuth 
an  incompetent  cardia  or  a relaxed  cardiac 
sphincter  do  not  develop  esophagitis,  and  if 
they  do,  how  do  you  treat  the  esophagitis? 

Dr.  Naclerio:  One  method  is  to  operate  on 
the  patient  and  correct  the  esophageal  gastric 
angle.  Of  course,  it  is  assumed  that  the  patient’s 
symptomatology  would  justify  a major  surgical 
approach. 

Dr.  Chamberlain:  Dr.  Mulvihill,  how  do 
you  manage  esophagitis? 

Dr.  Mulvihill:  Very  often  esophagitis  is 

associated  with  hiatus  hernia,  and  the  best 
management  of  such  esophagitis  is  to  repair  the 
hiatus  hernia  by  the  Allison  technic.  Other 
methods  of  management  are  subtotal  resection  of 
the  stomach  in  patients  who  have  tremendously 
high  acidity  of  the  stomach.  What  is  your 

I experience  with  esophagitis,  Dr.  Chamberlain? 

Dr.  Chamberlain:  All  patients  with  an  eso- 
\ phageal  hiatus  hernia  should  have  an  esopha- 
goscopy  to  determine  preoperatively  if  an  esoph- 
agitis is  present.  This  is  done  because  even 
after  an  excellent  repair  of  the  diaphragmatic 
hernia,  the  esophagitis  may  progress  to  stricture 
formation.  The  surgeon  is  then  blamed  for 
making  the  repair  too  snug  or  too  tight,  and 
actually  it  is  just  a continuation  of  the  pre- 


existing disease.  The  conservative  management 
of  esophagitis,  of  course,  is  to  instruct  the  patients 
against  smoking,  strong  cocktails,  or  strong  liq- 
uors. The  patient  is  placed  on  an  antacid  regi- 
men and  instructed  not  to  lie  down  immediately 
after  eating  because  the  regurgitant  acids  are 
more  likely  to  reach  the  esophagus  with  the 
patient  in  a horizontal  position.  Furthermore,, 
elevation  of  the  head  of  the  bed  during  the 
sleeping  hours  may  prevent  regurgitation  of 
these  acids.  Peppers  and  highly  seasoned  foods 
also  should  be  avoided. 

Dr.  Bakst,  when  the  patient  is  on  the  pump, 
how  does  the  cerebral  circulation  fare  when  the 
return  is  through  the  femoral  artery? 

Dr.  Bakst:  There  is  no  difference  at  all 
which  way  one  perfuses  the  brain.  The  main 
thing  to  remember  is  that  in  perfusion  of  the 
arterial  circulation  the  flow  must  be  high  and 
not  low.  If  we  are  to  perform  perfusion  in  small 
children,  we  use  approximately  2,200  cc.  to 
2,400  cc.  per  square  meter  of  bodyr  surface  per 
minute. 

Dr.  Chamberlain:  Dr.  Lord,  in  your  case 
illustrating  the  common  iliac  obstruction,  how 
far  distally  was  it  necessary  to  perform  the  throm- 
boendarterectomy? 

Dr.  Lord:  That  varies  from  patient  to> 

patient.  In  that  particular  patient  the  disease^ 
stopped  within  the  first  centimeters.  Often  the 
common  iliac  arteries  are  normal  even  though 
the  distal  end  of  the  abdominal  aorta  is  extremely' 
involved.  Usually  these  plaques  do  not  extend 
beyond  the  bifurcation  of  the  common  iliac. 

Dr.  Chamberlain:  One  other  question,  Dr. 
Lord,  while  you  are  speaking.  When  your  con- 
trast media  shows  obstruction  at  the  level  of 
bifurcation,  do  you  ever  use  contrast  media  in  a 
retrograde  fashion  to  find  the  extent  of  the 
obstruction? 

Dr.  Lord:  I will  answer  that  in  two  ways. 
No,  I do  not  use  it  in  a retrograde  fashion. 
There  is  a slight  risk  in  using  contrast  media, 
and  at  the  present  time  it  is  not  being  used 
routinely  by  many  people  working  in  this  field, 
and  perhaps  only  rarely  in  a retrograde  fashion . 

Dr.  Mulvihill:  Dr.  Chamberlain,  I would 
like  to  ask  Dr.  Lord  a question  which  may  have 
occurred  to  others.  After  the  removal  of  the 
plaque,  the  lining  of  the  vessel  is  rather  rough  in 
comparison  to  a homograft  or  the  prostheses.. 
Do  you  have  any  trouble  with  thrombosis  in 
this  regard  with  your  thromboendarterectomy? 

Dr.  Lord:  Usually  one  is  able  to  remove 
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the  intima,  leaving  behind  a very  healthy, 
smooth-looking  media.  The  major  problem  is 
usually  the  intima  distally,  and  in  order  to  pre- 
vent it  from  dissecting  off  the  media  we  either 
bevel  the  incision  into  the  intimator  we  use  a few 
very  fine  sutures  to  tack  it  down.  Usually  a 
thrombosis  does  not  occur. 

Dr.  Chamberlain:  Dr.  Naclerio,  can  you 
tell  us  about  the  best  treatment  of  cardiospasm? 

Dr.  Naclerio:  The  Heller  operation  is 

generally  accepted  as  the  best  operative  pro- 
cedure. 

Dr.  Chamberlain:  Now  another  question  for 
you,  Dr.  Mulvihill.  Do  you  recommend  needle 
biopsy  for  suspected  malignancy  (small)  of  the 
lung?  Then,  will  you  qualify  your  answer, 
please. 

Dr.  Mulvihill:  I do  not  use  needle  biopsy 
for  tumors  of  the  lung.  There  are  several  ob- 
vious hazards  in  needling  these  tumors,  especially 
if  they  are  small.  Furthermore,  a negative  needle 
biopsy  means  nothing.  A positive  biopsy  can 
be  obtained  by  better  methods.  It  is  also  pos- 
sible to  implant  the  carcinoma  in  the  chest  wall 
as  the  needle  is  being  withdrawn. 

Dr.  Lord:  Dr.  Chamberlain,  may  I ask  Dr. 
Bakst  what  oxygenator  he  prefers  at  the 
present  time? 

Dr.  Bakst:  We  are  using  the  same  one  as  is 
used  in  the  Children’s  Hospital  in  Boston  by  Dr. 
Gross,  except  that  we  are  not  using  the  stainless 
disks  in  the  oxygenator,  but  are  using  plastic 
disks,  which  have  the  same  properties  as  Teflon. 
We  have  the  only  plastic  which  is  autoclavable. 


Our  reservoirs,  as  well  as  the  oxygenator,  are 
made  of  this  same  plastic  material.  It  is  a 
plastic  made  by  the  Minnesota  Mining  Corpora- 
tion. 

Dr.  Mulvihill:  Will  this  pump  work  without 
antifoam? 

Dr.  Bakst:  Yes.  The  only  time  antifoam 
is  necessary  is  in  the  blood  returning  from  the 
coronary  sinus,  and  the  amount  in  this  case  is 
extremely  small. 

Dr.  Chamberlain:  Do  jrou  perform  resections 
on  patients  who  are  resistant  to  the  drugs  usually 
used  in  the  modern  treatment  of  tuberculosis? 

Dr.  Mulvihill  : I prefer  to  use  streptomycin, 
INH,  and  para-aminosalicylic  acid,  but  when  these 
are  not  effective,  I resort  to  several  of  the  other 
standard  drugs  for  short  periods  of  time.  These 
drugs  may  be  given  preoperatively  and  postopera- 
tively  over  a period  of  three  to  four  weeks  with- 
out danger.  However,  there  are  some  patients 
with  drug-resistant  organisms  who  must  have  re- 
section, and  it  must  be  realized  that  the  morbidity 
and  mortality  will  be  slightly  higher  in  these  cases. 

Dr.  Chamberlain:  What  is  the  incidence  of 
spontaneous  rupture  of  the  esophagus,  and  does 
it  occur  in  all  regions  of  the  esophagus? 

Dr.  Naclerio:  Spontaneous  rupture  of  the 
esophagus  always  occurs  in  one  area.  That  is  in 
the  posterolateral  region  about  2 to  3 cm.  above 
the  esophagogastric  junction.  The  incidence,  I 
should  say,  is  higher  than  would  be  anticipated. 

Dr.  Chamberlain:  I wfill  take  just  a moment 
to  thank  the  panelists  for  their  excellent  pres- 
entations. Meeting  adjourned. 


Who  is  the  “hidden”  diabetic?  Weight,  heredity, 
and  age  are  all  implicated,  according  to  the  publica- 
tion “Patterns  of  Disease,”  prepared  by  Parke, 
Davis  & Company  for  the  medical  profession.  An 


estimated  38  per  cent  of  persons  who  have  .positive 
diabetes  screening  tests  are  overweight;  44.5  per 
cent  have  a positive  family  history  of  diabetes; 
and  62  per  cent  are  over  forty  years  of  age. 
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The  family  physician  traditionally  has  played 
a larger  role  in  the  diagnosis  of  tuberculosis 
than  he  has  in  its  treatment.  Recent  advances, 
however,  are  making  tuberculosis  a much  more 
manageable  disease  and  already  have  sharply 
curtailed  the  need  for  long-term  institutional 
care,  at  least  for  those  cases  diagnosed  relatively 
early.  Even  if  one  accepts  the  principle,  on 
which  most  authorities  still  insist,  that  virtually 
all  cases  of  tuberculosis  should  be  hospitalized 
at  the  beginning,  the  family  physician  can  and 
should  take  a larger  part  in  the  treatment  and 
clinical  management  of  these  patients  than  he 
has  in  the  past. 

Tuberculosis  still  is  not  an  easy  disease  to 
treat  nor  is  the  treatment  routinized  to  a simple 
formula  applicable  to  all  cases.  There  are  a 
great  many  varieties  of  tuberculosis,  not  only 
with  respect  to  the  anatomic  sites  of  involve- 
ment but  also  with  respect  to  the  dynamic 
status  of  the  pathologic  processes.  Therefore, 
it  is  not  enough  to  identify  tuberculous  lesions  as 
existing  in  a particular  organ  or  system,  such 
as  the  respiratory,  but  one  must  also  know 
whether  these  lesions  consist  predominantly 
of  inflammatory,  largely  reversible  elements  or 
whether  necrosis  is  advanced  and  cavitation  is 
present  and  to  what  extent  reparative  changes 
already  have  taken  place.  The  latter  may,  as  is 
well-known,  be  more  of  a hindrance,  if  they  are 
partial,  than  a help  to  a good  therapeutic  result. 
Prognosis  in  the  antimicrobial  era  depends  more 
on  the  duration  of  tuberculous  disease  until 
treatment  is  started  than  on  its  extent,  at  least 
within  rather  wide  limits.  Promptness  of  treat- 
ment, therefore,  is  of  the  greatest  importance 
in  the  early  stages  of  acute  cases.  In  these  one 
can  regularly  expect  almost  complete  resolution 
of  pneumonic  patches  and  prompt  closure  of 
even  very  large  cavities  if  therapy  is  adequate. 

Whether  bed  rest,  which  formerly  was  the 
only  measure  of  proved  effectiveness  in  acute, 
predominantly  exudative  cases  of  this  type,  adds 
significantly  to  the  effectiveness  of  antimicro- 
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bial  therapy  is  at  present  an  unsettled  question. 
In  hospitalized  patients,  however,  strict  bed 
rest  as  formerly  practiced  appears  to  be  quite 
unnecessary,  as  far  as  can  be  ascertained  from 
the  few  studies  which  recently  have  been  made. 
The  obvious  inference,  therefore,  is  that  in  severe 
tuberculosis  with  acute  symptoms  or  with  merely 
the  clinical  and  roentgenologic  manifestations  of 
disease  of  progressive  and  unstable  character  it 
is  more  important  to  begin  drug  treatment 
promptly  than  it  is  to  have  the  patient  admitted 
promptly  to  a hospital.  This  assumes,  of  course, 
that  the  diagnosis  has  been  confirmed  and  that 
the  drug  regimen  selected  is  adequate.  There 
may  be  many  other  reasons  for  insisting  on 
prompt  hospitalization,  such  as  inadequate  con- 
ditions at  home,  protection  of  the  family, 
education  of  the  patient  in  a hospital  environment 
so  that  he  may  appreciate  the  potential  gravity 
of  his  condition,  and  closer  observation  of  the 
patient’s  tolerance  for  and  early  response  to 
medication.  But  unless  the  patient  is  markedly 
prostrated  and  debilitated  or  has  hemoptysized, 
he  does  not  require  strict  bed  rest  or  a large 
amount  of  nursing  care.  Rather,  it  is  for  the 
protection  of  his  contacts  and  of  the  public  and 
for  the  other  ancillary  objectives  already  men- 
tioned that  a period  of  hospitalization  usually  is 
advisable. 

In  this  community,  as  in  most  others  in  this 
State,  delays  in  hospitalization  of  tuberculosis 
patients  are  no  longer  necessitated  by  long 
waiting  lists.  More  often  they  are  occasioned  by 
refusal  of  patients  to  enter  a hospital  or  by 
laxness  of  physicians  in  directing  the  patients 
to  hospitals.  Although  hospitalization  is  delayed 
because  of  waiting  lists  or  for  other  reasons, 
treatment  should  be  started  before  admission  if 
the  delay  will  be  for  longer  than  a few  days. 

An  adequate  drug  regimen  for  initial  treat- 
ment should  include  isoniazid,  the  most  potent 
of  the  available  therapeutic  agents.  This  may 
be  coupled  with  either  streptomycin  or  para- 
aminosalicylic  acid  (PAS).  The  use  of  two 
drugs  is  customary,  although  there  is  evidence 
that  in  noncavitary  pulmonary  tuberculosis  and 
in  certain  types  of  extrapulmonary  tuberculosis 
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isoniazid  alone  is  adequate.  PAS  is  the  more 
commonly  used  companion  drug,  but  in  miliary 
or  meningeal  tuberculosis  and  in  severe  pneu- 
monic forms,  streptomycin,  the  more  potent 
drug,  is  advisable.  If  streptomycin  is  used, 
it  should  be  given  daily,  in  doses  of  1 Gm. 
intramuscularly,  at  least  during  the  first  month 
or  two.  Regular  streptomycin,  rather  than 
dihydrostreptomycin,  is  the  drug  of  choice  in 
tuberculosis  because  of  the  considerably  greater 
auditory  toxicity  of  the  dihydro  derivative  in 
long-term  administration.  The  usual  oral  dosage 
of  isoniazid  is  5 mg.  per  Kg.  per  day  or  for  adults 
an  average  of  300  mg.  total  daily  dose,  divided  in 
two  or  three  individual  doses  of  150  mg.  or 
100  mg.  PAS  usually  is  given  orally  in  a total 
daily  dose  of  12  Gm.,  divided  in  three  or  four 
individual  doses  with  meals.  Children  tolerate 
all  of  these  drugs  better  than  adults  do  and  may 
receive  larger  than  proportionate  doses  on  a 
weight  basis. 

In  most  forms  of  tuberculosis,  surgery  is 
rarely  necessary,  except  for  diagnostic  biopsy 
when  indicated,  until  after  several  months  of 
conservative  antimicrobial  therapy.  This  state- 
ment applies  to  excisional  lung  procedures  and  to 
surgical  procedures  for  tuberculous  lymph  nodes, 
genitourinary  tuberculosis,  and  most  bone  and 
joint  tuberculosis.  Pulmonary  resections  usually 
are  not  indicated  until  after  six  months  or  more  of 
conservative  management,  when  the  status  can 
be  assessed  with  respect  to  the  presence  of 
residual  cavities.  Tomograms  are  rarely  needed 
before  this  time,  and  progress  can  adequately 
be  gauged  in  the  interval  by  plain  14-  by  17-inch 
chest  films  and  regular  sputum  or  gastric  cultures 
at  monthly  intervals.  Susceptibility  tests  of 
positive  cultures,  at  least  to  isoniazid  and  strepto- 
mycin, also  should  be  performed,  but  the  results 
are  rarely  of  great  practical  importance  and  are 
not  to  be  regarded  as  immediate  guides  to 
therapy.  More  particularly,  a report  of  partial 
or  even  high  in  vitro  resistance  in  the  culture  of 
a single  specimen  is  not  necessarily  an  indication 
for  a change  of  drug  regimen.  If  clinical  progress 
is  satisfactory,  it  is  best  to  adhere  to  the  same 
drug  regimen  despite  in  vitro  evidence  of  drug 
resistance. 

Changes  in  therapy  are  more  often  dictated 
by  manifestations  of  drug  toxicity  or  intolerance 
than  by  any  other  cause.  Isoniazid  is  the  least 
frequent  offender,  PAS  the  most  poorly  tolerated 
because  of  gastrointestinal  disturbances,  and 


streptomycin  the  most  carefully  to  be  watched 
because  of  the  potential  serious  damage  to  the 
eighth  nerve  and  because  of  its  potential  nephro- 
toxicity as  w'ell.  Streptomycin  should  not  be 
used  in  full  dosage  when  there  is  any  evidence  of 
reduced  kidney  function.  If  impairment  of  renal 
function  is  progressive,  as  indicated  by  a rising 
blood  urea  nitrogen,  streptomycin  should 
be  promptly  discontinued.  Hypersensitivity  and 
allergic  reactions  of  various  types  to  any  of 
these  agents  may  occur,  and  not  infrequently 
when  hypersensitivity  to  one  agent  develops, 
it  may,  through  some  little-understood  linkage, 
also  develop  to  whichever  other  drug  is  given 
concurrently.  Sometimes  such  hypersensitivity 
reactions  can  be  overcome  by  desensitization  or, 
more  easily,  by  concurrent  administration  of 
steroid  hormones.  The  latter  are  not  contra- 
indicated in  tuberculosis  if  effective  antimicrobial 
therapy  is  administered  concurrently.  Some- 
times it  is  necessary  to  have  recourse  to  the  second 
line  of  antituberculous  drugs,  which  include 
viomycin,  cycloserine,  and  pyrazinoic  acid 
amide.  Usually,  these  need  not  be  utilized  in 
the  first  course  of  treatment,  but  they  may  be 
useful  in  the  older,  previously  treated,  chronic, 
inoperable  cases. 

In  the  initial,  or  so-called  “original,”  course  of 
treatment,  it  is  now  usually  possible  to  bring  the 
case  to  a successful  outcome  provided  (1)  the 
drug  therapy  is  uninterrupted,  (2)  any  ancillary 
surgical  procedures  be  performed  at  the  proper 
time,  and  (3)  the  drug  therapy  is  continued  for  a 
sufficiently  long  time.  The  total  duration  of 
therapy  should  never  be  less  than  one  year,  and 
for  most  types  of  tuberculosis  it  should  be  up 
to  two  or  three  years.  The  companion  drug 
usually  may  be  dropped  and  treatment  con- 
tinued with  isoniazid  alone  after  the  first  year  or 
eighteen  months  or  six  months  after  surgery  if 
the  prime  therapeutic  objective,  bacteriologic 
conversion  of  body  secretions,  such  as  sputum, 
gastric  washings,  or  (in  the  case  of  renal  tubercu- 
losis) the  urine,  has  been  attained.  Healing  or 
surgical  excision  of  open  lesions  also  should  have 
taken  place  before  the  drug  therapy  is  simplified 
to  the  maintenance  of  therapy  with  the  single 
drug,  isoniazid. 

It  is  clear  from  this  outline  of  the  essential 
features  of  a therapeutic  program,  applicable  in 
general  to  all  clinical  forms  of  tuberculous 
disease,  that  most  newly  diagnosed  cases  can 
be  managed  for  the  greater  portion  of  the  two-or- 
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three-year  period  of  active  treatment  outside  of 
hospitals.  The  length  of  the  initial  period  of 
hospitalization  will  vary  greatly  from  case  to  case, 
depending  on  individual  medical  and  social 
indications.  Rarely  need  this  be  for  longer  than 
six  or  eight  months,  and  in  many  instances  a 
few  weeks  rather  than  a few  months  will  suffice. 
Rehospitalization,  principally  for  re-evaluation 
and  determination  of  indications  for  surgery 
and  for  the  performance  of  indicated  surgical 
procedures,  may  be  necessary.  However,  the 
salient  fact  which  has  emerged  in  the  last  several 
years  is  that  the  indications  for  surgery  in 
tuberculosis  are  diminishing.  Only  three  or 
four  years  ago  there  was  a widespread  practice  of 
excising  residual  pulmonary  lesions  even  if  these 
were  “closed”  in  a clinical  sense,  that  is,  without 
demonstrable  residual  cavity  and  without  per- 
sisting discharge  of  tubercle  bacilli  in  sputum 
or  gastric  washings.  This  indication  for  pul- 
monary resection  was  originally  proposed  as  a 
preventive  measure  to  reduce  the  incidence  of 
relapse.  Since  its  introduction,  it  has  been  a 
controversial  indication.  The  accumulated  ex- 
perience has  shown  little  necessity  for  such 
“prophylactic”  surgery,  and  it  is  becoming  much 
less  frequently  recommended.  This  is  because 
the  incidence  of  relapse  following  successful  and 
long-continued  medical  therapy  is  proving  to  be 
remarkably  low  in  comparison  with  the  former 
experience  without  chemotherapy  or  with  it  on  a 
short-term  basis  only.  Perhaps  even  more 
significantly,  interest  most  recently  has  focussed 
on  the  question  of  the  “open  healing”  under 
therapy  of  pulmonary  cavities  and  the 
possibility  that  the  persistent  cavity  is  not 
in  all  instances  so  grave  a threat  as  it  was  in 
the  past.  In  poor  surgical  risk  patients,  there- 
fore, the  indications  for  excisional  or  surgical 
collapse  procedures  must  be  assessed  very  care- 
fully, not  only  against  the  immediate  operative 
and  postoperative  risks  but  also  against  the 
possibility  that  the  patient  may  fare  just  as  well 
without  the  procedure.  These  considerations 
are  particularly  applicable  to  the  patients  who 
have  attained  so-called  “open  negative”  status — • 
persistent  cavitation  but  bacteriologic  negativity 
over  a prolonged  period. 

Similar  considerations  apply  even  more 
cogently  to  genitourinary  tuberculosis,  as  the 
result  of  recent  observations  in  the  con- 
servative treatment  of  renal  tuberculosis.  The 
results  have  been  so  successful  that  the  indi- 
cations for  nephrectomy  in  this  disease  can  with 


little  justification  be  considered  absolute  or 
urgent.  It  should  be  mentioned  incidentally 
that  only  in  renal  tuberculosis  is  there  any 
demonstrated  evidence  that  simultaneous  admin- 
istration of  all  three  standard  drugs  (isoniazid, 
streptomycin,  and  PAS)  has  an  advantage  over 
any  two-drug  regimen. 

Changes  in  the  fundamental  principles  govern- 
ing successful  treatment  of  bone  and  joint 
tuberculosis  are  also  slowly  becoming  apparent. 
The  problems  here  are  complicated,  but  the 
policy  of  deferring  surgical  procedures  until 
after  at  least  several  months  of  chemotherapy  is 
emerging  as  a matter  of  considerable  importance. 
There  is  evidence  that  less  extensive  and  less 
radical  surgery  may  be  needed  under  such  a 
program  and  even  that  such  procedures  as 
arthrodesis  and  rigid  immobilization  of  joints 
can  be  avoided  altogether  in  many  instances. 
Protection  of  the  diseased  joints  by  avoidance  of 
weight  bearing  or  by  appropriate  methods  of 
splinting  may  be  all  that  is  needed.  Even  the 
most  dangerous  form  of  joint  tuberculosis,  Pott’s 
disease,  may  be  treated  more  deliberately,  with 
less  extensive  surgery  and  frequently  to  ad- 
vantage by  delayed  surgery,  because  of  the 
danger  of  spinal  cord  damage. 

In  the  cases  of  other  so-called  “surgical” 
forms  of  tuberculosis,  for  instance  the  tubercu- 
losis of  superficial  lymph  nodes,  the  surgery, 
if  needed  at  all,  is  best  delayed  in  most  cases. 

If,  then,  the  basic  treatment  of  all  forms  of 
tuberculosis  is  essentially  the  same,  if  in  most 
instances  the  best  initial  treatment  is  the  ad- 
ministration of  isoniazid  together  with  PAS  or 
streptomycin,  all  of  which  are  easily  administered 
and  well-understood  drugs,  if  this  basic  therapy 
must  be  continued  for  a long  period  after  the 
patient  is  no  longer  infectious  to  others,  is 
clinically  well  and  able  to  work,  and  has  re- 
quired hospitalization  for  only  a relatively  short 
time  or  for  special  procedures,  and  if,  moreover, 
these  trends  are  correctly  assessed  and  will 
continue  in  the  same  direction,  it  is  evident  that 
much  of  the  responsibility  for  the  entire  program 
must  increasingly  fall  on  the  family  physician. 

What  tools  will  the  family  physician  need 
beyond  the  instruments  he  carries  in  his  bag  and 
the  equipment  he  can  provide  in  his  office? 
Certainly  he  will  need  or  must  have  access  to 
all  the  tools  which  now  are  provided  in  tubercu- 
losis hospitals.  He  will  need  the  services  of 
bacteriologic,  clinical,  and  x-ray  laboratories. 
He  will  need  the  aid  of  the  medical  social  worker, 
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the  public  health  nurse,  and  the  rehabilitation 
worker.  He  will  need  medical  and  surgical 
consultation  services,  and  he  will  need  to  have  a 
cooperative  liaison  with  inpatient  hospital 
services  where  the  patients  may  be  treated 
initially  and  for  special  indications  as  these 
may  arise. 

In  most  communities  in  New  York  State 
such  services  are  now  available,  either  through 
municipal,  county,  or  State  hospital  and  health 
department  facilities.  It  is  important  that  as 
the  number  of  special  tuberculosis  hospitals 
declines,  as  may  be  expected  that  it  will,  other 
resources  for  the  phases  of  treatment  which 
require  hospital  care  be  provided  and  that  suf- 
ficiently accessible  consultation  services  be  every- 
where available. 

Tuberculosis  will  probably  long  remain  a 
disease  of  high  prevalence  and  potential  gravity 
even  if  its  mortality  continues  spectacularly  to 
decline  and  reaches  in  a few  more  years  its  ex- 
pected very  low  level.  Whether  the  human 
losses  to  this  age-old  plague  can  be  further 
reduced  and  maintained  at  a minimum  will 
depend  in  very  large  part  on  the  interest  which 
the  general  practitioners  take  in  the  clinical 
management  of  the  disease. 

The  care  of  tuberculosis  has  always  required 
teamwork,  with  the  family  physician  an  impor- 
tant member  of  the  team.  Inevitably  his 
association  will  become  more  intimate  and  his 
responsibility  greater,  but  it  is  important  that 
the  concept  of  a cooperative  treatment  program 
for  every  patient  be  retained.  Coordination 
between  the  hospital  and  home  phases  of  manage- 
ment and  agreement  on  the  drug  regimen 
selected  and  on  the  timing,  as  well  as  on  the 
indications  for  surgical  procedures,  are  essential. 
Periodic  joint  consultation  conferences  or  at 
least  periodic  communication  on  all  details  of 
clinical  progress  between  all  those  concerned  in 
the  management  of  the  patient  are  essential. 
This,  indeed,  is  the  most  crucial  point  on  which 
planning  for  the  future  must  be  based — an 
effective  liaison  between  institutions  and  the 
practitioner.  The  established  pattern  of  tubercu- 
losis care,  based  on  long-term  hospitalization 
and  the  centralization  of  professional  and 
ancillary  services  mainly  under  one  institutional 
roof,  is  gradually  being  replaced  by  more  dis- 
persed services.  This  makes  for  greater  dif- 
ficulty in  coordination  of  effort,  but  the  necessity 
for  coordination  remains  undiminished.  We 


cannot  prolong  hospitalization,  however,  merely 
because  it  is  convenient  or  fail  to  coordinate 
more  dispersed  services  because  this  may  be 
difficult. 

Not  least  among  the  burdens  which  will 
fall  on  the  family  physician  in  respect  to  assuming 
his  larger  responsibility,  which  he  cannot  escape 
even  if  he  would  like  to,  will  be  the  sacrifice  of 
his  time  in  maintaining  his  share  of  communi- 
cation in  the  coordinated  program.  We  may 
be  assured  he  will  cheerfully  make  this  sacrifice 
for  the  welfare  of  his  patients  and  of  society. 
He  should  not  be  expected,  however,  to  give  of 
his  time  unnecessarily,  and  it  should  be  expected 
that  government  and  voluntary  institutions  and 
coordinating  agencies  do  their  part  to  facilitate 
the  physician’s  participation.  Working  out 
solutions  for  the  changing  status  of  tuberculosis 
is  a challenge  to  the  medical  profession,  the 
public  health  authorities,  and  the  administrators 
of  public  and  voluntary  hospitals.  This  chal- 
lenge must  be  met  in  a realistic  manner  in  which 
the  former  isolation  of  not  only  the  family 
physician  but  also  of  most  other  members  of  the 
medical  profession  from  the  immediate  problems 
of  tuberculosis  care  will  be  replaced  by  a more 
general  participation.  The  family  physician  is 
the  key  figure  on  whom  the  reorganization  of 
tuberculosis  care  must  be  centered,  but  he  will 
not  be  called  on  to  undertake  the  entire  task 
alone.  Nor  need  he  feel  that  these  problems  will 
fall  on  him  abruptly.  Hospital  services  and 
even  special  hospitals  for  tuberculosis  still  exist 
and  will  continue  to  exist  for  some  time.  These 
are  particularly  needed  for  the  hard  core  cases 
of  advanced,  long-established  tuberculosis,  which 
are  less  amenable  to  therapy  than  the  newer, 
more  recently  contracted  cases  of  tuberculosis, 
which  respond  more  certainly  and  more  quickly 
to  treatment  and  require  onfy  relatively  short- 
term hospital  care  before  the  patients  may  return 
home.  The  traditional  pattern  of  institutional 
care  thus  may  be  expected  to  persist  while  newer 
modes  of  care  are  being  introduced. 

The  communicability  of  tuberculosis,  although 
shortened  in  the  average  case,  is  still  a paramount 
consideration.  Therefore,  tuberculosis  never  can 
be  treated  casually  or  without  regard  to  the 
health  of  others.  The  relationship,  therefore,  is 
in  its  very  essentials  not  merely  between  the 
physician  and  the  patient  but  between  these  two 
and  the  entire  community. 
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Discussion 

Frederick  Beck,  M.D.,  Ray  Brook,  New  York. — I 
am  very  much  impressed  by  Dr.  Muschenheim’s 
presentation  because  it  is  so  complete  and  includes 
considerable  speculation  concerning  the  future  care 
of  patients  with  tuberculosis.  We  both  were  on  a 
committee  of  the  New  York  Trudeau  Society  that 
studied  the  tuberculosis  problem  in  New  York 
State,  and  many  of  the  points  he  presented  were 
discussed  in  the  committee  meetings. 

I agree  with  virtually  all  of  his  conclusions  and 
would  like  to  emphasize  several  of  them.  Since  I 
work  in  a tuberculosis  hospital,  I shall,  of  course, 
present  the  point  of  view  of  the  hospital  physician. 

Tuberculosis  is  a public  health  problem  because  it 
is  a contagious  disease,  and  the  only  way  to  minimize 
the  development  of  new  cases  and  to  accelerate  the 
downward  trend  of  morbidity  is  to  hospitalize  all 
patients  with  active  disease,  particularly  during  the 
time  they  are  capable  of  infecting  others.  There 
is  no  longer  any  difficulty  in  getting  a hospital  bed 
for  the  active  case,  and  I agree  that  virtually  all 
cases  of  tuberculosis  should  be  hospitalized  to  start 
with. 

Our  experience  at  Ray  Brook  confirms  that  the 
period  of  hospitalization  is  now  shorter  as  the  result 
of  modern  treatment. 

His  statement  that  tuberculosis  still  is  not  an 
easy  disease  to  treat  nor  can  the  treatment  be 
routinized  to  a simple  formula  applicable  to  all 
cases  is  probably  one  of  the  most  important  points 
that  Dr.  Muschenheim  made. 

In  preparing  for  this  discussion  we  have  reviewed 
our  admissions  for  the  past  three  years.  In  1955 
we  admitted  202  patients  with  tuberculosis  who 
remained  in  the  hospital  for  at  least  two  months ; in 
1956,  262,  and  in  1957,  244.  Approximately 
half  of  this  number  had  been  hospitalized  previously 
or  had  had  drug  treatment  at  home  for  periods  in 
excess  of  six  months.  Of  those  whose  previous 
therapy  had  been  mainly  at  home  we  found  that  the 
results  in  7 of  9 cases  in  1955,  16  of  18  in 
1956,  and  22  of  37  in  1957  were  unsatisfactory. 
I emphasize  that  these  patients  represent  a highly 
selected  group  in  that  a majority  of  those  who  do 
well  at  home  and  represent  the  simple  uncomplicated 
case  are  not  sent  to  us.  We  do  not  have  the  time 
this  morning  to  analyze  these  patients  relative 
to  the  reasons  for  failure,  but  interruption  of  drug 
regimens,  chiefly  by  the  patients  themselves,  was  a 
frequent  factor. 

I am  in  accord  with  the  views  on  surgery.  An 
analysis  of  our  results  has  led  us  to  do  surgery  later 
in  the  course  of  the  disease  because  we  have  fewer 
complications  when  the  patient  has  negative 
sputum  and  because  the  patient’s  progress  may 
obviate  the  need  for  surgery  or  minimize  the  extent 
of  the  resection. 


We  cannot  overemphasize  the  need  for  an  accurate 
diagnosis  before  start  of  treatment.  I think  that 
this  can  be  done  more  easily  in  a hospital,  and  we 
can  get  bacteriologic  proof  in  practically  all  cases 
if  we  are  diligent.  In  our  area,  patients  with 
benign  histoplasmosis,  virus  pneumonia,  and 
occasionally  carcinoma  are  referred  to  us  as  sus- 
pected tuberculosis  cases.  A diagnosis  made  from 
the  chest  x-ray  alone  and  without  bacteriologic 
proof  is  often  wrong.  In  our  experience  a delay 
of  several  weeks  in  starting  drug  treatment  of 
minimal  cases  when  sputum  is  not  microscopically 
positive,  pending  the  result  of  laboratory  studies, 
has  not  proved  to  be  harmful.  I would  not  object 
to  starting  antituberculosis  drug  therapy  while 
awaiting  the  results  of  the  sputum  cultures  when 
all  the  evidence  points  to  the  diagnosis  of  tubercu- 
losis. 

My  major  point  of  disagreement  with  Dr. 
Muschenheim  is  related  to  the  value  of  suscepti- 
bility tests  of  positive  cultures.  Last  year  we 
performed  about  5,200  such  tests  and  are  convinced 
of  their  importance.  Certainly,  in  infections  with 
nontuberculous  organisms,  such  as  penicillin- 
resistant  staphylococci,  the  information  is  con- 
sidered of  value.  We  do,  of  course,  find  an  oc- 
casional patient  who  is  first  infected  with  tubercle 
bacilli  resistant  to  one  or  more  of  the  usual  drugs, 
and  we  believe  it  better  to  treat  him  with  drugs 
which  do  act  on  his  bacilli  in  vitro.  Another  advan- 
tage in  culturing  the  sputum  and  testing  the 
sensitivity  of  the  organsims  is  that  it  enables  us 
to  promptly  recognize  patients  who  are  infected 
with  those  unusual  acid-fast  bacilli  which  are 
commonly  referred  to  as  atypical  tubercle  bacilli. 
We  have  seen  ten  patients  with  this  problem. 

Reviewing  our  admissions  for  1955,  1956,  and 
1957,  we  note  that  in  the  group  that  had  received 
or  was  receiving  drug  therapy  29,  60,  and  63  patients 
respectively  had  positive  sputum  at  admission  and 
were  resistant  to  one  or  more  of  the  streptomycin- 
PAS-isoniazid  group  of  drugs.  I refer  you  to 
work  published  by  Dr.  Pecora  and  Dr.  Yegiana 
of  our  hospital  who  have  shown  that  lung  resections 
done  while  the  patient  was  receiving  drugs  which 
suppress  the  growth  of  his  bacilli  in  vitro  are 
followed  by  better  results  and  fewer  complications 
than  those  done  when  the  bacilli  are  resistant  to  the 
drugs.  I believe  that  this  holds  true  in  the  medical 
phases  of  treatment,  but  I know  that  it  is  difficult 
to  prove  because  of  the  chronic  nature  of  the 
disease,  the  undoubted  presence  of  both  sensitive 
and  resistant  organisms,  and  other  factors  that 
make  comparisons  among  patients  difficult  to 
evaluate. 

In  conclusion,  I should  like  to  say  that  in  our 
rural  area  many  general  practitioners  are  not 
interested  in  tuberculosis  because  they  see  so 
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few  cases  and  would  prefer  that  the  public  health 
agencies  handle  the  problem.  Although  we  ap- 
preciate their  trust  in  us,  we  encourage  their 
participation  in  the  patient’s  management  and 
even  provide  training  and  education,  such  as  the 
Annual  Symposium  on  Tuberculosis  and  Other 
Chronic  Pulmonary  Diseases  for  General  Practi- 
tioners at  Saranac  Lake  each  July. 


a Pecora,  D.  V.,  and  Yegian,  D.:  Am.  Rev.  Tuberc.  75: 
781  (May)  1957. 

Joseph  J.  Witt,  M.D.,  Utica , New  York. — Dr. 
Muschenheim  has  given  us  an  excellent  blueprint 
for  the  management  of  the  patient  with  tubercu- 
losis. Assuming  that  the  diagnosis  is  established, 
the  physician  must  maintain  an  attitude  of  humility 
and  proceed  with  the  course  that  is  in  the  patient’s 
best  interest.  This,  I believe,  means  hospitaliza- 
tion for  practically  every  new  case.  Dr.  Muschen- 
heim has  stated  the  reasons  for  hospitalization  and 
I will  not  repeat  them.  Among  other  reasons, 
however,  the  hospitalized  patient  develops  the  habit 
of  taking  his  medications,  and  he  learns  the  impor- 
tance of  regularity  of  dosage  and  long-term  treat- 
ment. Very  often  the  patient  who  has  not  been 
hospitalized  has  difficulty  comprehending  the 
importance  of  these  things.  Too  often  he  forgets 
his  medication  or  tells  you  that  he  ran  out  of 
medicine  last  week  and  didn’t  get  more  because  he 
thought  you  might  want  to  change  it,  in  spite  of 
the  physician’s  previous  stressing  of  the  importance 
of  uninterrupted  therapy. 

After  the  patient  has  been  discharged  from  the 
tuberculosis  hospital,  the  physician  will  be  required 
to  manage  his  care  for  a long  time.  This  means 
regular  check-up  examinations  and  counselling. 
The  frequency  will  vary  from  case  to  case,  but 
usually  after  discharge  from  the  hospital  the  patient 
should  be  checked  once  a month.  Gradually  the 
interval  will  be  increased  to  two-,  three-,  six-, 
and  twelve-month  intervals.  The  patient  is  always 
instructed  to  make  a special  appointment  between 
regular  visits  should  any  symptoms  develop  or 
problems  arise. 

I require  each  patient  to  bring  a seventy-two- 
hour  specimen  of  sputum  for  concentration  and 
culture  at  each  visit  and  urine  once  or  twice  a year. 
At  each  visit,  inquiry  should  be  made  as  to  respira- 
tory symptoms,  such  as  cough,  amount  and  charac- 
ter of  sputum,  hemoptysis,  chest  pain,  dyspnea, 
or  wheeze  In  addition,  the  main  symptoms  of 
disease  of  the  other  systems,  such  as  the  genitouri- 
nary, gastrointestinal,  neuromuscular,  etc.,  and 
constitutional  symptoms  are  specifically  and  indi- 
vidually inquired  into.  Usually  the  answer  is 
negative,  but  unless  one  specifically  asks  about 


each  symptom  at  each  visit,  reactivation  of  a 
pulmonary  lesion,  a pleural  effusion,  urinary 
tuberculosis,  or  some  other  complication  might  be 
overlooked. 

This  interval  history  is  more  important  than  the 
examination,  but  the  lungs  should  be  examined  at 
each  visit.  The  entire  chest  must  be  bared  for 
this  examination.  The  findings  usually  will  remain 
the  same  from  time  to  time,  but  when  they  are  not 
the  same,  it  is  important  to  know  it.  The  exami- 
nation also  shows  the  patient  that  you  are  mindful 
that  he  is  not  cured  even  though  he  feels  well, 
and  this  may  help  to  motivate  him  to  continue  his 
life  of  moderation  and  to  continue  uninterrupted 
drug  therapy. 

At  the  check-up  examination  the  patient’s  phys- 
ical activity  is  inquired  into  and  is  further  in- 
creased if  response  to  the  previous  increase  has 
been  satisfactory. 

Chest  x-rays  are  routinely  taken  at  variable 
intervals,  every  three  or  four  months  for  instance, 
and  the  interval  is  gradually  increased  until  it  is 
extended  to  a year.  Thereafter,  an  annual  chest 
x-ray  should  be  planned  for  the  remainder  of  the 
patient’s  fife.  These  chest  x-ray  examinations  at 
regular  intervals  are  important  because  they  may 
showr  a worsening  of  the  pulmonary  disease  before 
any  symptoms  or  signs  of  this  are  recognizable. 
It  is  apparent  that  in  addition  to  the  regular 
planned  chest  x-rays  additional  x-rays  should  be 
given  at  any  time  the  patient  develops  constitu- 
tional or  respiratory  S3rmptoms. 

The  keeping  of  careful  office  records  is  important, 
and  the  findings  at  any  one  examination  should  be 
compared  with  previous  findings.  The  sputum, 
x-ray,  urine,  and  other  reports  should  be  kept  with 
this  record  of  clinical  progress.  If  the  patient 
should  require  further  hospitalization  for  his 
tuberculosis  or  any  other  condition,  tuberculosis 
should  be  given  as  one  of  the  admission  diagnoses. 
The  disease  might  not  be  active,  and  the  patient 
might  not  be  an  infection  hazard  to  others  at  the 
time,  but  a statement  of  the  diagnosis  will  give  the 
administration  and  the  nursing  service  an  oppor- 
tunity to  protect  the  other  patients  and  personnel 
should  unexpected  reactivation  occur. 

The  whole  matter  of  the  care  of  the  tuberculous 
patient  is  not  too  difficult,  but  it  does  require 
diligent  application  of  specific  knowledge.  We 
are  all  trained  to  do  this.  Let  us  be  motivated  by 
knowing  that  each  one  of  us  can  continue  to  share 
in  the  conquest  of  a very  bad  disease  and  that  the 
case  of  tuberculosis  that  we  prevent  might  be  our 
own  or  our  child’s. 

Robert  L.  Yeager,  M.D.,  Pomona,  New  York. — Dr. 
Muschenheim  has  presented  the  changing  trends  in 
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the  management  and  treatment  of  patients  with 
tuberculosis.  I agree  in  general  with  his  state- 
ments but  should  like  to  emphasize  certain  points 
he  has  made. 

Tuberculosis  still  is  not  an  easy  disease  to  treat 
nor  will  the  treatment  be  routinized  to  a simple 
formula,  a statement  he  has  made  and  with  which 
I agree.  He  might  have  emphasized  that  the 
diagnosis  must  be  considered  at  any  time  when  an 
abnormal  shadow  exists  in  the  chest.  It  frequently 
requires  multiple  sputum  examinations  by  culture 
before  it  can  be  proved.  Single  or  a few  negative 
sputum  examinations  are  totally  unsatisfactory  in 
ruling  out  the  diagnosis. 

He  has  adequately  emphasized  the  serious 
toxicity  of  the  drugs  commonly  used.  He  might 
have  placed  additional  emphasis  on  the  less  serious 
toxicity  of  streptomycin  so  frequently  noted, 
particularly  headaches,  vertigo  on  the  day  of 
injection  which  is  not  directly  related  to  vestibular 
function,  circumoral  numbness,  and  general  malaise 
on  the  day  of  injection.  The  hypersensitivity 
reactions,  including  chills,  fever,  urticaria-like 
reactions,  and  in  the  older  patients  progression  to 
exfoliative  dermatitis  may  be  quite  severe.  Para- 
aminosalicylic  acid  increasingly  is  reported  to  cause 
liver  damage. 

He  has  emphasized  the  fact  that  for  successful 
treatment  it  is  mandatory  that  drug  therapy  be 
continuous  and  uninterrupted,  that  it  be  prolonged 
for  a long  period  of  time,  at  least  two  to  three 
years  in  most  advanced  cases  and  frequently  longer, 
and  that  other  ancillary  surgical  treatment  be 
performed  at  the  correct  time. 

Particular  attention  must  be  paid  to  his  instruc- 
tion on  the  necessary  additional  tools  now  provided 
in  tuberculosis  hospitals  which  are  still  necessary 
for  the  successful  treatment  of  the  disease.  X-rays 
must  be  made  routinely,  and  planigrams  or  tomo- 
grams must  be  available.  Laboratory  facilities 
must  include  easy  access  for  smear  and  culture  of 
all  specimens  and  gastric  lavage  on  those  patients 
who  are  not  raising  sputum.  Because  most  general 
physicians  will  see  so  few  cases  of  tuberculosis, 
cooperative  liaison  with  inpatient  hospital  services 
and  specialists  is  important. 

His  emphasis  on  the  teamwork  necessary  for  the 
correct  care  of  the  tuberculosis  patient  is  important. 
In  our  own  area  we  have  established  this  teamwork; 
after  discharge  the  patient  is  maintained  on  home 
chemotherapy,  being  seen  regularly  in  the  outpatient 
department  of  the  hospital.  After  each  visit  a 
report  is  immediately  sent  to  the  home  physician 
managing  his  case.  No  medication  other  than 
antituberculous  drugs  are  furnished.  All  other 
treatment  is  referred  to  his  home  physician. 

The  outpatient  department  also  acts  as  a con- 
sultation center  for  the  physician.  Many  men 


either  perform  a fluoroscopy  on  the  patient  or 
make  their  own  films  and  ask  for  services  only  when 
additional  work  that  could  be  better  done  there  is 
necessary.  The  patient  is  immediately  returned  to 
his  physician.  This  form  of  cooperation  is  one 
method  of  approach  which  may  be  more  widely 
used. 

As  better  drugs  are  found  and  tuberculosis 
diminishes,  it  is  obvious  that  there  will  be  fewer 
men  doing  the  highly  specialized  tuberculosis 
work  and  fewer  specialized  centers.  This,  in  fact, 
is  now  true.  The  proper  use  of  these  facilities, 
however,  will  in  the  long  run  better  aid  the  patient 
toward  his  complete  recovery. 

William  G.  Childress,  M.D.,  Valhalla,  New 
York. — As  Dr.  Yaeger  has  said,  Dr.  Muschenheim 
has  covered  the  subject  so  thoroughly  in  his  paper 
that  there  is  not  much  to  add  and  nothing  with  which 
to  disagree.  He  has  referred  to  trends  in  tubercu- 
losis control — the  traditional  role  of  diagnosis 
played  by  the  family  physician  and  his  increasing 
responsibility  because  he  is  now  called  on  to  con- 
tinue treatment  of  many  patients  after  they  are 
discharged  from  the  hospital.  For  this  reason 
tuberculosis  control  programs  now  emphasize  the 
need  for  training  opportunities  for  the  family 
physician  so  that  he  may  improve  his  knowledge  and 
skills  in  diagnosis,  prevention,  and  treatment  of  the 
disease. 

My  remarks  concern  a policy  that  we  have 
followed  at  Grasslands  Hospital  in  Westchester 
County  for  a number  of  years,  where  physicians 
interested  in  tuberculosis  and  chest  diseases  have 
been  appointed  to  the  attending  clinic  and  hospital 
staff.  All  of  them  have  had  at  least  a residency 
in  tuberculosis,  and  all  of  them  participate  in  the 
various  clinic  programs  under  the  health  depart- 
ments. There  are  several  autonomous  health 
departments  in  Westchester  County  participating 
in  tuberculosis  control.  The  larger  ones  are  the 
Westchester  County,  Yonkers,  Mount  Vernon,  and 
New  Rochelle  Departments  of  Health.  The 
policy  of  appointing  attending  physicians  to  the 
hospital  wards  and  clinics  creates  a common  meeting 
ground  for  those  concerned  with  tuberculosis,  and 
we  believe  that  this  has  resulted  in  greater  uni- 
formity of  program  as  well  as  in  improved  oppor- 
tunities for  training  and  clinical  competence. 
Certainly  it  has  resulted  in  better  understanding  and 
clarification  among  the  various  departments  con- 
cerned. 

At  present  there  is  considerable  interest  in  the 
status  of  the  unhospitalized  tuberculosis  patient 
in  Westchester  County,  and  under  the  auspices  of 
the  Westchester  Tuberculosis  and  Public  Health 
Association,  Inc.,  a survey  by  a disinterested  public 
health  authority  is  under  way  in  an  effort  to  learn 
to  what  extent  UIlhQSpitalized  patients  in  West- 
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Chester  are  under  home,  clinic,  or  private  care  and 
supervision.  In  this  way  uniformity  of  treatment, 
case  finding,  nursing,  social  service,  welfare  as- 
sistance, and  rehabilitation  services  may  be  assessed. 
In  discussing  the  tools  needed  by  the  family  phy- 
sician, Dr.  Muschenheim  has  referred  to  the  needs  of 
these  various  services  and  states  that  in  most 


communities  in  the  State  such  services  are  available 
through  municipal,  county,  State,  or  local  health 
departments.  Present  trends  are  expected  to 
continue,  thus  increasing  the  need  for  expansion 
of  such  services.  Family  physicians  are  invited  to 
attend  rounds,  conferences,  and  clinics  at  Grasslands, 
especially  when  their  patients  are  involved. 


ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  9 to 
15,  1959,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted , and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same' motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1959,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York  17,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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The  aim  of  this  paper  is  to  outline  the  more 
pertinent  recent  advances  in  our  knowledge 
of  nephrosis  in  children  and  attempt  to  use 
this  information  in  the  clinical  care  of  patients. 
It  soon  becomes  apparent,  however,  that 
the  large  body  of  information  on  nephrosis 
which  has  accumulated  in  recent  years  has 
served  to  describe  its  manifestations  in  greater 
detail  but  has  not  yet  pointed  to  a means  of 
rational  therapy,  since  etiology  and  patho- 
genesis are  still  in  question. 

Although  the  disease  in  children  is  a rare  one, 
three  to  four  per  100,000  population,  the  marked 
alterations  in  protein,  lipid,  water,  and  electro- 
lyte metabolism  have  attracted  numerous  in- 
vestigators to  study  nephrosis,  which  explains 
the  great  number  of  studies  on  this  relatively 
rare  entity. 

In  order  to  focus  the  discussion  on  nephrosis 
in  children,  a working  definition  is  desirable  to 
avoid  confusion  with  similar  terms,  such  as 
nephrotic  syndrome,  which  to  many  signifies 
the  nephrotic  stage  of  acute  glomerulonephritis, 
to  exclude  those  entities  which  have  known 
etiologic  agents,  and  to  imply  that  there  are 
associated  considerations  of  prognosis  and  treat- 
ment which  apply  under  this  definition.  Cer- 
tainly, a specific  etiologic  classification  is  not 
possible  at  present. 

Our  definition  is: 

1.  An  insidious  onset  of  edema,  which  in 
,young  children  is  associated  with  marked  pro- 
teinuria, hypoproteinemia,  hypoalbuminemia, 
and  hyperlipemia. 

2.  The  symptoms  are  not  preceded  by  any 
evidence  of  acute  glomerulonephritis. 

3.  Transient  or  persistent  nephritic-like  com- 
ponents, such  as  hypertension,  hematuria,  and 
reduced  renal  function,  may  accompany  the 
initial  symptoms. 

4.  Complete  recovery  or  death  from  renal 
insufficiency  may  result. 


Presented  at  the  152nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pediatrics,  May  16,  1958. 


At  this  point  it  would  be  of  value  to  summarize 
the  results  of  some  of  the  investigative  work 
underlying  our  current  understanding  of  this 
disease. 

First  of  all,  typical  nephrosis  induced  in  the 
experimental  animal  closely  resembles  the  human 
disease  and  therefore  is  a convenient  model  for 
study.  When  antibody  against  rat  kidney  or 
rabbit  kidney  is  injected  into  the  appropriate 
recipient  animal,  localization  occurs  in  the 
glomerulus.  Such  localization  in  the  presence  of 
bound  complement  produces  a lesion  consisting 
of  a focally  thickened  basement  membrane 
when  stained  for  mucopolysaccharides  with  the 
periodic  acid  (Schiff  method),  as  shown  by 
Lange1  and  coworkers. 

A closer  look  with  the  electron  microscope  at 
the  basement  membrane  of  a normal  kidney 
shows  the  epithelial  cells  to  have  discrete, 
footlike  structures  standing  on  the  basement 
membrane,  in  contrast  to  the  kidney  from  a 
nephrotic  animal,  the  foot  processes  of  which 
coalesce  into  a dense  mass  of  material  on  the 
basement  membrane.  The  findings  are  identi- 
cal to  those  in  the  human  disease. 

This  defect  appears  related  to  the  marked  loss 
of  serum  albumin  from  the  glomerulus,  which 
exceeds  the  tubular  protein  reabsorptive  capacity 
and  results  in  proteinuria.  The  tubular  cells 
filled  with  protein  (appearing  as  red  droplets 
when  stained  with  the  periodic  acid — Schiff 
method)  probably  results  in  tubular  functional 
changes  which  are  at  present  difficult  to  evaluate 
but  may  be  instrumental  in  altering  tubular  salt 
and  water  reabsorption  by  direct  effect  on  cell 
function.  There  is,  however,  considerable  evi- 
dence that  plasma  protein  loss  is  followed  by 
decreased  oncotic  pressure,  resulting  in  a loss  of 
vascular  volume,  accumulation  of  extracellular 
water,  and  some  decrease  in  glomerular  filtra- 
tion rate.2  Leutscher  and  Johnson3  have  shown 
markedly  increased  rates  of  aldosterone  secre- 
tion in  the  urine  of  patients  with  nephrosis. 
Whether  this  is  in  response  to  a demand  for  the 
restitution  of  vascular  volume  by  increasing 
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salt  and  water  retention  or  whether  the  in- 
creased aldosterone  is  a response  to  the  same 
factors  causing  the  edema  is  not  clear. 

There  is  the  additional  evidence  presented  by 
Galan,  etalA  and  Barnett,  Forman,  and  Lauson5 
that  the  antidiuretic  hormone  may  be  involved 
in  the  accumulation  of  nephrotic  edema, 
but  further  studies  are  needed  to  confirm 
this. 

Current  studies  in  our  own  laboratory  have 
shown  that  rats  with  experimental  nephrotic 
edema  demonstrate  marked  increases  in  activity 
of  the  enzyme  adenosinetriphosphatase  in  the  cell 
membranes  of  the  proximal  tubule  cells.6  This 
enzyme  is  not  activated  by  injecting  normal  rats 
with  desoxycorticosterone  acetate  (DOCA) 
but  does  increase  in  activity  after  the  rats  are 
injected  with  Pitressin.7  We  suspect  this 
enzyme  of  diverting  cell  energy  sources,  es- 
pecially adenosinetriphosphate  (ATP),  to  the 
function  of  increasing  the  reabsorptive  capacity 
of  the  proximal  tubule.  Whether  this  is  second- 
ary to  proteinuria  or  a primary  effect  on  the 
tubular  cell  is  not  yet  known. 

The  hyperlipemia  which  accompanies  the 
other  signs  of  this  disease  also  has  caused  con- 
siderable interest  and  study  of  this  metabolic 
derangement. 

The  lipemia  includes  all  the  lipid  fractions, 
cholesterol,  phospholipid,  beta-lipoproteins,  and 
neutral  lipid,  the  latter  showing  the  greatest 
increase. 

Animal  studies  indicate  the  serum  lipid 
elevation  to  be  the  result  of  a vascular  trapping 
effect  following  increased  mobilization  from  fat 
stores,  the  total  body  lipid  remaining  con- 
stant.8 

It  has  further  been  shown  that  if  the  ureters 
of  a nephrotic  animal  are  anastomosed  to  the 
blood  stream,  hyperlipemia  does  not  develop. 
This  has  led  to  the  conclusion  that  some  sub- 
stance, possibly  albumin,  lost  in  the  urine  is 
responsible  for  lipid  accumulation.9  Gitlin10  and 
others  have  suggested  that  there  may  be  a de- 
crease in  the  enzyme,  lipoprotein  lipase,  which 
normally  converts  low  density  lipids  to  those  of 
higher  density.  This  enzyme  deficiency  would 
result  in  a net  accumulation  of  low  density  lipids. 

In  the  animal  as  in  the  human,  cholesterol  and 
other  lipids  tend  to  remain  elevated  and  slowly 
return  to  normal  long  after  all  other  chemical 
and  clinical  evidence  of  remission  have  become 
manifest. 


What  guides  can  be  used  for  the  intelligent 
management  of  this  disease?  General  measures 
should  include  advice  on  activity,  diet,  exposure 
to  infection,  and  treatment  of  edema.  We 
suggest  that  the  degree  of  activity  be  set  by  the 
youngster  himself.  The  patient  usually  will 
impose  his  own  restrictions  wThich  are  com- 
mensurate with  the  degree  of  edema  and  general 
severity  of  his  disease.  Diet  should  be  that  of  a 
normal  youngster  with  the  exception  of  a mod- 
erate salt  restriction.  A rigorous  low  salt  diet 
has  potentially  far  more  hazards  than  value.11 

Infection  should  be  avoided  by  permitting  the 
child  to  play  with  youngsters  who  show  no  signs 
of  infection  and  to  minimize  contact  with  in- 
fected persons  in  the  family  group.  Treatment 
of  excessive  edema  and  ascites  is  usually  limited 
to  paracentesis  only  when  edema  causes  marked 
discomfort  or  interferes  with  vital  physiologic 
functions.  Otherwise,  the  treatment  is  under- 
taken with  more  specific  measures. 

The  chief  aim  in  specific  therapy  is  to  reverse 
the  pathologic  process  and  not  merely  to  induce 
a diuresis  because  it  happens  to  be  the  most 
obvious  manifestation  of  the  disease.  The 
therapy  of  choice  appears  for  the  present  to  be 
the  use  of  adrenal  corticosteroids,  which  include 
cortisone,  hydrocortisone,  prednisone,  several 
newer  derivatives  of  these  hormone  preparations, 
and  ACTH.  The  general  consensus  is  that  the 
early  and  effective  use  of  any  of  these  prepara- 
tions results  in  an  improvement  in  the  patient 
which  would  not  be  expected  if  the  patient  re- 
mained untreated.  Our  own  recent  experience 
has  been  predominantly  with  prednisone.  Each 
patient  is  started  as  early  as  possible  on  a course 
of  prednisone  of  100  mg.  per  sq.  M.  of  surface 
area  in  four  daily  divided  doses  for  three  days. 
This  is  then  decreased  to  75  mg.  per  sq.  M.  in 
divided  doses  for  an  additional  two  weeks.  If  a 
diuresis  and  the  disappearance  of  proteinuria 
occurs,  the  dose  is  tapered  over  a five-day 
period  and  then  started  intermittently  on  a three- 
day-a-week  basis  of  approximately  50  to  75 
mg.  per  sq.  M.  If  no  diuresis  occurs  and  pro- 
teinuria persists  by  the  end  of  the  initial  two- 
week  therapy,  the  dose  of  50  mg.  per  sq.  M.  is 
continued  on  a daily  basis  for  a period  of  one 
month  from  the  start  of  treatment.  In  the  rarer 
instances  of  no  response  to  this  regimen  either 
all  treatment  is  discontinued  for  one  to  two 
months  and  then  started  again  or  a trial  of  daily 
intensive  intravenous  ACTH  therapy  for  a period 
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of  ten  days  is  instituted,  30  units  of  intravenous 
ACTH  in  a 600  to  1, 000-ml.  solution  of  5 per 
cent  glucose  in  water  given  over  a period  of  eight 
hours  per  day,  as  suggested  by  Lange.1 

Under  all  circumstances  we  prefer  to  use  the 
disappearance  of  proteinuria  as  the  most  practi- 
cal sensitive  index  of  the  reversal  of  the  patho- 
logic lesion  and  to  maintain  treatment  for  two  to 
three  months  following  cessation  of  proteinuria. 
The  reason  for  the  apparent  improvement 
following  steroid  treatment  is  not  known, 
although  the  action  of  steroids  has  been  attrib- 
uted to  either  the  blocking  of  the  production 
and  interaction  of  damaging  antibodies  (if 
this  be  the  case)  or  a direct  repairing  effect  on  the 
glomerular  defect.  The  infusion  of  albumin  to 
induce  diuresis  is  of  questionable  value,  since 
addition  to  the  already  abnormal  protein  load 
in  the  kidney  may  possibly  contribute  to  tubular 
damage,  while  its  more  immediate  effect  is 
relatively  transitory. 

The  use  of  prophylactic  antibiotics  is  manda- 
tory during  periods  of  steroid  therapy,  and  we 
recommend  a broad-spectrum  antibiotic  such  as 
Terramycin,  5 to  10  mg.  per  Kg.  of  body  weight 
twice  a day,  although  we  have  used  oral  Bicillin, 
300,000  units  once  or  twice  a day,  without  com- 
plications. Any  suspicion  of  infection  should  be 
treated  vigorously  with  antibiotics  while  an 
attempt  is  made  to  identify  the  infecting  organ- 
ism. 

The  evaluation  of  the  effectiveness  of  treat- 
ment is  followed  in  our  clinic  by  periodic  measure- 
ment of  urea  clearances  and  the  Addis  count, 
which  we  find  reliable  and  simple  to  perform. 
Although  patients  with  reduced  clearances  in 
the  acute  or  the  recovery  phase  of  the  disease 
frequently  show  complete  cures,  a persistently 
low  urea  clearance  is  often  the  earliest  index  of  a 
poor  prognosis.  We  regard  a persistently  nor- 
mal clearance  despite  multiple  exacerbations  to 
be  consistent  with  a good  prognosis. 

With  the  accumulation  of  data  from  numerous 
institutions  involved  in  cooperative  studies,  it 
is  becoming  apparent  that  with  the  prompt  and 
adequate  use  of  steroid  treatment  the  patient 
with  massive  anasarca  is  now  infrequently  seen. 
The  response  to  therapy  with  a cessation  of 
proteinuria  and  diuresis  occurs  early,  exacerba- 
tions appear  to  be  much  fewer  in  number  and  of 
shorter  duration,  and  prolongation  of  the  pa- 
tient’s life  is  increased.  Data  on  ultimate  out- 
come still  remains  obscure  with  present  esti- 
mates pointing  to  an  uncomfortably  high  mor- 


tality of  close  to  50  per  cent  within  five  years 
after  onset. 

Summary 

Nephrosis  in  children  has  received  consider- 
able attention  from  clinical  and  laboratory 
investigators  in  recent  years,  resulting  in  a 
broader  understanding  of  the  underlying  de- 
rangements in  this  disease.  The  current  patho- 
genic view  is  centered  on  an  initial  glomerular 
defect  resulting  in  proteinuria  which  causes 
secondary  alterations  in  extracellular  salt  and 
water  distribution  along  with  other  metabolic 
defects.  Although  the  causative  factor  is  sus- 
pected of  being  an  antigen-antibody  reaction  in 
the  renal  glomerulus,  no  concrete  evidence  for 
this  is  available  in  the  human  disease. 

Current  treatment  with  adrenal  steroids  and 
antibiotics  has  improved  the  clinical  outlook  of 
patients  with  nephrosis  by  modifying  the 
severity  of  symptoms,  number  of  recurrences, 
duration  of  remissions,  and  complications  from 
infection  and  by  possibly  increasing  the  number 
of  those  ultimately  cured. 

129  East  79th  Street 
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Discussion 

Kurt  Lange,  M.D.,  New  York  City. — I wish  to 
congratulate  Dr.  Spater  on  his  interesting  and  most 
scholarly  discussion  of  the  problem  of  nephrosis  in 
children.  There  is  little  divergence  in  our  views 
concerning  the  general  mangement  of  these  patients, 
whether  they  are  children  or  adults.  May  I stress 
at  this  junction  that  the  disease  q&n  occur  at  any 
age,  our  oldest  patient  with  a classical  nephrosis 
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having  been  eighty-two  years  of  age.  There  can  be 
no  doubt,  however,  that  the  highest  incidence  is 
between  the  ages  of  two  to  six  years. 

Dr.  Spater  has  shown  the  localization  of  gamma 
globulin,  presumably  containing  antibody  gamma 
globulin,  in  the  glomeruli  of  rats  with  nephrosis  by 
means  of  the  fluorescein  labelling  technic.  Time  does 
not  permit  me  to  go  into  the  details  of  the  controls 
of  such  experiments,  but  let  me  assure  you  that  in 
our  hands  and  in  the  hands  of  Dr.  Spater  all  these 
controls  point  to  but  one  result,  that  in  the  experi- 
mental disease,  antibody  is  localized  in  the  glomeru- 
lus. Dr.  Spater  was  rather  careful  in  his  statements 
about  the  possibility  that  the  human  disease,  as  well 
as  the  animal  disease,  may  be  or  is  due  to  an  antigen- 
antibody  reaction.  On  the  basis  of  a limited  group 
of  cases,  it  appears  that  in  the  human  disease  also, 
gamma  globulin  is  localized  in  the  basement  mem- 
brane of  the  glomeruli  of  patients  with  nephrosis, 
thus  making  the  immunologic  nature  of  the  disease 
more  probable.  In  addition,  there  are  a good  num- 
ber of  clinical  features  of  the  disease  wrhich  point  in 
this  direction.  The  edema  closely  simulates  the 
edema  seen  in  severe  sensitivity  reactions.  Elevated 
total  eosinophil  counts  are  often  found  in  these  pa- 
tients. The  incidence  of  individuals  with  allergic 
histories  is  high  in  this  group.  Moreover,  and  most 
convincing  to  me  at  least,  is  the  fact  that  the  serum 
complement,  which  is  a fine  indicator  of  an  antigen- 
antibody  reaction  on  large  surfaces,  is  lowered  in 
most  cases  and  returns  to  or  toward  normal  a few 
hours  prior  to  the  onset  of  diuresis,  whether  this 
diuresis  is  induced  by  steroids  or  occurs  spontane- 
ously. On  the  other  hand,  diuresis  induced  purely 
by  raising  the  osmotic  pressure  with  salt-poor  serum 
albumin  or  highly  concentrated  dextran  solutions 
does  not  lead  to  such  normalization  of  the  comple- 
ment (Barnett). 

And  last  but  not  least,  recurrences  of  the  disease 
occur  mostly  within  forty-eight  hours  after  an  in- 
fectious disease,  an  interval  typical  for  an  anamnes- 
tic reaction. 

Much  confusion  has  been  brought  into  the  topic 
by  the  recently  discovered  morphologic  changes 
seen  under  the  electron  microscope  which  Dr.  Spater 
has  so  excellently  described. 

These  changes  in  foot  processes  (podocytes)  of  the 
epithelial  cells  of  the  glomerulus  are  not  confined  to 


or  characteristic  of  nephrosis  but,  rather,  are  the 
picture  of  all  nephrotic  syndromes.  That  means 
that  they  occur  wherever  severe  proteinuria  occurs, 
irrespective  of  its  cause. 

That  aldosterone  has  little  or  nothing  to  do  with 
the  basic  mechanism  of  the  disease  is  demonstrated 
by  the  fact  that  adrenalectomized  animals  when 
they  are  subjected  to  immune  nephrosis  respond  with 
severe  edema  formation  just  as  much  as  their  non- 
adrenalectomized  partners. 

This  discussion  about  the  nature  of  the  mechanism 
of  the  disease  process  in  nephrosis  is  by  no  means 
purely  academic  for  from  it  was  derived  a type  of 
therapy,  developed  by  our  group,  which  has  as  its 
aim  the  interruption  and  possibly  the  cure  of  the 
disease  by  the  suppression  of  antibody  formation 
by  means  of  steroids.  Since  we  know  from  animal 
experimentation  that  the  suppression  or  marked 
depression  of  antibody  formation  requires  huge 
amounts  of  steroids,  this  experience  was  transferred 
to  the  therapy  of  the  human  disease,  and  through 
trial  and  error  a therapeutic  scheme  was  developed 
which  we  have  followed  almost  religiously  since 
1951.  With  these  large  doses  of  steroids,  using  them 
for  a minimum  of  at  least  one  year  intermittently 
without  letup,  we  have  had  results  which  are  con- 
siderably more  favorable  than  those  of  other  groups 
using  smaller  amounts  of  steroids  for  shorter  periods 
of  time.  These  results  are  derived  from  a group  of 
46  cases  thus  treated  and  observed  for  an  average 
period  of  forty-one  months,  a minimum  period  of 
twenty-one  months,  and  a maximum  period  of 
eighty-four  months.  In  this  group  the  expected 
mortality  would  have  been  12.8  deaths,  but  only  one 
death  has  occurred.  The  statistical  probability 
that  this  result  could  be  due  to  mere  chance  is  less 
than  one  in  1,000.  It  is,  therefore,  the  feeling  of 
our  group  that  the  problem  of  dosage  and  of  length 
of  therapy  is  a decisive  one.  These  ideas  and 
therapeutic  results  were  recently  confirmed  by 
Dr.  Piel  on  the  West  Coast  and  by  the  excellent 
studies  of  Italian  workers  (Pachioli  and  Cheli),  both 
groups  coming  to  similarly  favorable  therapeutic 
results.  Our  appeal,  then,  is  to  treat  these  children 
not  too  late  and  not  too  little. 

Again,  let  me  congratulate  Dr.  Spater  on  his 
excellent  presentation  of  the  entire  perimeter  of 
this  vexing  problem. 


Where  God  hath  a temple , the  Devil  will  have  a chapel. — Robert  Burton 
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Intramuscular  Desacetyl  Lanatoside  G:  A Safe  and 
Practical  Method  of  Parenteral  Digitalization 


CHARLES  D.  ENSELBERG,  M.D.,  NASSER  DAVOODZADEH,  M.D.,  AND  HASSAN  RIAHI,  M.D., 

NEW  YORK  CITY 

( From,  the  Department  of  Cardiology,  New  York  Polyclinic  Medical  School  and  Hospital) 


Desacetyl-lanatoside  C*  has  replaced  lanato- 
side C,  from  which  it  is  derived  by  alka- 
line hydrolysis.  These  glycosides  have  identical 
pharmacologic  action  and  characteristics,  but 
the  new  product  is  more  soluble  and  stable  in  a 
solution  containing  less  alcohol.  It  is  therefore 
more  suitable  for  intramuscular  use. 

It  has  been  the  practice  of  the  senior  author 
and  many  of  his  colleagues  to  employ  lanatoside 
C,  and  in  the  last  three  years  desacetyl  lanato- 
side C,  intramuscularly  in  most  cases  where 
parenteral  digitalis  is  needed,  reserving  intra- 
venous administration  of  glycosides  for  the  most 
urgent  cases.  Nevertheless,  despite  its  wide- 
spread use,  there  has  been  no  published  study  of 
this  method.  The  purpose  of  this  paper  is  to  re- 
port and  discuss  the  clinical  use  of  intramuscular 
desacetyl  lanatoside  C,  which  will  be  referred  to 
hereafter  by  its  more  wTidely-known  name,  Cedi- 
lanid-D. 

Material 

Forty-four  patients  were  the  subjects  of  this 
study.  They  ranged  in  age  from  twenty-three 
to  seventy-eight  years.  Heart  disease  was  absent 
in  four  patients  (three  with  paroxysmal  supra- 
ventricular tachycardia  and  one  with  paroxys- 
mal atrial  flutter).  The  remaining  40  pa- 
tients had  rheumatic,  hypertensive,  or  arterio- 
sclerotic heart  disease  of  significant  degree  (Class 
II,  III,  or  IV,  New  York  Heart  Association). 
Additional  factors  were  present  in  some  cases 
(thyrotoxicosis,  neoplastic  disease,  pulmonary 
infarction,  and  various  surgical  operations  just 
prior  to  treatment). 

The  number  of  patients  with  the  various 
rhythmic  mechanisms  were  as  follows : 

Sinus  tachycardia  8 

Normal  sinus  rhythm  plus  frequent 
ventricular  premature  systoles  1 


Fig.  1.  Case  2. — Slowing  of  sinus  tachycardia  one 
and  one-half  hours  after  a single  dose  (1.6  mg.)  of 
desacetyl  lanatoside  C. 


Paroxysmal  supraventricular  tachy- 


cardia 7 

Paroxysmal  atrial  flutter  3 

Paroxysmal  atrial  fibrillation  6 

Atrial  flutter  2 

Atrial  fibrillation  17 


Method 

A single  dose  of  1.6  mg.  was  given  on  20  occa- 
sions to  17  patients,  a complete  digitalizing  effect 
being  desired  in  these  instances.  A single  dose 
of  1.2  mg.  was  injected  in  one  case,  and  an  initial 
dose  of  1.2  mg.  was  given  in  another.  Patients 
who  were  known  or  believed  to  have  been  on 
digitalis  maintenance  received  fractional  doses  of 
0.8  mg.  or  less. 

Injections  usually  were  given  in  the  gluteal  re- 
gions and  limited  to  0.8  mg.  (4  cc.)  at  each  site. 
However,  two  patients  received  the  full  dose  of 
1.6  mg.  (8  cc.)  at  one  site,  and  two  patients  re- 
ceived the  injections  in  the  deltoid  region.  Con- 


* Deslanoside  (USP  XV). 
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TABLE  I. — Effects  of  Intramuscular  Injection  of  Cedilanid-D  on  Cardiac  Rate  and  Rhythm 


Case 

Number 

Rhythm 

Ventricular 

Rate 

Dose 

(mg.) 

45 

Minutes 

1 

Hour 

1 

Hour, 

30 

Minutes 

2 

Hours 

3 

Hours 

4 

Hours  Remarks 

1 

ST* 

150 

0 8 

112 

106 

2 

ST 

125 

1.6 

116 

80 

92 

SO 

Acute  myocardial  infarction 

3 

ST 

130 

1.6 

80 

4 

ST 

162 

1.6 

84 

5 

ST 

160 

1.6 

132 

Also  received  epinephrine  for 
bronchial  asthma 

6 

ST 

166 

0.8 

120 

7 

ST 

180 

0.8 

160 

Second  dose  2 hours  after  first 

0.8 

160 

120 

8 

ST 

130 

0.8 

100 

9 

NSRt  and 
VPS** 

93 

1.6 

84 

82 

VPS  reduced  from  24  out  of 
100  beats  to  15  per  100  in  4 
hours. 

10 

SVT+t 

210 

1.6 

80 

Reversion  to  NSR  in  43  min- 
utes. 

11 

SVT 

150 

1.6 

145 

130 

124 

76 

70 

Reversion  to  NSR  in  100 
minutes. 

12 

SVT 

214 

1.2 

214 

90 

Reversion  to  NSR  in  55  min- 
utes 

13 

SVT 

166 

1.6 

145 

143 

136 

Conversion  to  ST  in  105 
minutes 

14 

SVT 

130 

0.8 

130 

Second  dose  2 hours  after 
initial  dose.  Reversion  to 
NSR  2 hours  after  second 
dose 

130 

0.8 

96 

15 

SVT* 

216 

0.8 

(I.V.) 

216 

Two  intramuscular  doses  of 
0.4  mg.  at  4 hour  intervals 
after  the  initial  dose.  Re- 
version to  NSR  2 hours 
after  the  second  intramus- 
cular dose 

216 

0.4 

216 

216 

0.4 

86 

16 

SVT* 

200 

0.8 

(i.v.) 

Intramuscular  dose  30  min- 
utes after  intravenous  one. 
Reversion  to  ST  in  25  min- 
utes. 

200 

0.8 

115 

17 

PAF1*** 

168 

0.8 

125 

Oral  digoxin  0.5  mg.,  just  be- 
fore the  injection.  Rever- 
sion to  ST  in  4 hours. 

18 

PAF1 

160 

0.8 

160 

Second  dose  4 hours  later. 
Reversion  to  ST  4 hours 
after  second  dose 

160 

0.8 

150 

116 

19 

PAF1 

260 

0.8 

260 

140 

1 : 1 flutter  in  course  of  myo- 
cardial infarction.  Rever- 
sion to  NSR  after  2 days  on 
oral  digoxin,  0.75  mg.  daily 

20 

PAFttt 

160 

1.6 

84 

Reversion  to  NSR  in  90  min- 
utes 

21 

PAF 

130 

1.6 

92 

80 

Reversion  to  NSR  in  3 hours. 
Pain  at  site  of  injection 

22 

PAF 

170 

1.6 

78 

Reversion  to  NSR  in  50  min- 
utes 

23 

PAF 

150 

0.8 

140 

Paroxysmal  fibrillation  on 
fourth  day  after  mitral 
commissurotomy.  Doses  4 
hours  apart.  Reversion  to 
NSR  12  hours  after  last 
dose.  Digitalis  intoxication 
5 days  later  after  0.1  Gm. 
digitalis  leaf  daily. 

* Sinus  tachycardia, 
t Normal  sinus  rhythm. 

**  Ventricular  premature  systoles, 
tt  Supraventricular  tachycardia. 
***  Paroxysmal  atrial  flutter, 
ttt  Paroxysmal  atrial  fibrillation. 
****  Atrial  flutter, 
tttt  Atrial  fibrillation. 
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TABLE  L — ( Continued ) 


Case 

Number 

Rhythm 

Ventricular 

Rate 

Dose 

(mg.) 

45 

Minutes 

1 

Hour 

—Cardiac  Rate 

1 

Hour, 

30  2 

Minutes  Hours 

3 

Hours 

4 

Hours 

Remarks 

140 

0.8 

132 

134 

0.8 

92 

92 

0.8 

86 

24 

PAF 

160 

0.8 

90 

Reversion  to  NSR  in  2 hours 

25 

PAF 

165 

1.6 

137 

116 

75 

Reversion  to  NSR  in  96  min- 
utes 

26 

A;pj**** 

150 

0.8 

100 

27 

AFl 

112 

0.8 

76 

December  4,  1957 

27 

AF1 

214 

112 

0.6 

108 

96 

88 

76 

68 

December  13,  1957.  Tran- 
sient 1 : 1 flutter 

28 

AFfttt 

130 

0.8 

96 

29 

AF 

165 

0.8 

160 

Second  dose  8 hours  later. 
VR  still  130  after  12  days  on 
digoxin,  0.25  mg.  daily 

160 

0.4 

130 

30 

AF 

150 

0.8 

90 

31 

AF 

143 

0.8 

130 

Second  dose  4 hours  later 

130 

0.8 

100 

32 

AF 

156 

1.2 

130 

125 

Second  dose  4 hours  later 

AF 

125 

0.4 

100 

March  12,  1957.  Rate  re- 
turned to  control  level  in 
one  week 

33 

AF 

134 

1.6 

120 

110 

95 

84 

33 

AF 

118 

1.6 

104 

92 

90 

80 

December  4,  1957 

34 

AF 

110 

1.6 

94 

90 

86 

35 

AF 

140 

0.8 

108 

Second  dose  3 hours  after 
initial  dose 

* * 

• ... 

108 

0.8 

96 

86 

December  20,  1957.  VR  116 
7 hours  after  injection.  No 
maintenance 

36 

AF 

176 

1.6 

168 

156 

140 

36 

AF 

150 

1.6 

... 

124 

104 

December  24,  1957.  No  main- 
tenance 

36 

AF 

107 

1.6 

101 

100 

January  3,  1958 

37 

AF 

140 

0.8 

140 

38 

AF 

160 

1.6 

120 

100 

96 

90 

May  23,  1956 

38 

AF 

140 

0.8 

100 

February  20,  1957.  Had 

stopped  digoxin  a week  be- 
fore. Second  and  third 
doses  at  4 hour  intervals 

100 

0.4 

90 

90 

0.4 

68 

39 

AF 

120 

0.8 

110 

Second  dose  4 hours  after  first 

• • • • 

110 

0.8 

• 

100 

80 

40 

AF 

126 

1.6 

96 

88 

80 

72 

41 

AF 

160 

0.8 

100 

104 

Subsequent  doses  at  4 hour 
intervals 

104 

0.4 

96 

90 

90 

0.4 

80 

42 

AF 

140 

0.8 

116 

100 

43 

AF 

170 

0.8 

170 

170 

Second  dose  4 hours  after  first 

. . 

• • • • 

170 

0.4 

120 

44 

AF 

160 

0.8 

Second  dose  4 hours  later.  No 
record  of  heart  rate  at  the 
time 

• * 

.... 

• • • 

0.4 

90 

trol  electrocardiograms  were  made  on  all  pa- 
tients, and  follow-up  observations  of  the  effects 
on  rate  and  rhythm  were  made  both  electro- 
cardiographically  and  clinically.  Postinjection 
pain,  swelling,  and  nodules  were  looked  for  in 
each  case. 

All  but  four  patients  were  given  oral  main- 
tenance doses  of  digitalis  preparations  after  the 
injections.  The  oral  digitalis  was  started  four 


to  twelve  hours  after  the  final  injection.  Digoxin 
(0.25  mg.  once  or  twice  a day)  and  acetyldigi- 
toxin  (0.1  mg.  once  or  twice  a day)  were  used  in 
most  of  the  cases. 

Results 

The  effects  on  rate  and  rhythm,  presented  in 
Table  I,  were  as  follows: 

Sinus  Tachycardia. — Satisfactory  slowing 
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Fig.  2.  Case  10. — Response  of  paroxysmal  supraventricular  tachycardia  to  a single  dose  (1.6  mg.)  of  desacetyl 

lanatoside  C. 


Fig.  3.  Case  11. — Reversion  of  paroxysmal  supraventricular  tachycardia  in  one  hundred  minutes  after  a single 

dose  (1.6  mg.)  of  desacetyl  lanatoside  C. 


occurred  in  six  cases,  and  a partial  effect  occurred 
in  two  others  (Fig.  1).  All  these  patients  had 
congestive  heart  failure. 

Paroxysmal  Supraventricular  Tachy- 
cardia.— Paroxysms  were  abolished  (in  forty- 
three  to  105  minutes)  in  the  four  cases  receiving  a 
single  full  dose  (Figs.  2-4).  In  the  three  cases  re- 
ceiving fractional  doses,  reversion  occurred  in 
fifty-five  minutes  to  ten  hours  (Fig.  5). 

Paroxysmal  Atrial  Flutter. — Two  cases 
were  converted  to  sinus  mechanisms  in  four  and 
eight  hours  by  fractional  doses  (Fig.  6).  A third 


case  was  converted  after  two  days  of  oral  digoxin 
administration  following  a fractional  dose  of 
Cedilanid-D. 

Paroxysmal  Atrial  Fibrillation. — Five 
cases  were  converted  to  normal  rhythm  in  fifty 
minutes  to  three  hours  (Fig.  7).  A sixth  case  re- 
quired enormous  dosage  for  conversion  in  thirty- 
six  hours. 

Atrial  Flutter. — Satisfactory  slowing  -of  the 
ventricular  rate  was  achieved  in  three  trials  on 
two  patients  in  one  hour,  one  and  one-half 
hours,  and  two  hours  (Figs.  8 and  9). 


4014 


New  York  State  J.  Med. 


INTRAMUSCULAR  DESACETYL  LANATOSIDE  C 


Fig.  4.  Case  12. — Reversion  of  paroxysmal  tachycardia  in  fifty-five  minutes  after  a dose  of  1.2  mg.  of  desacetyl 
lanatoside  C.  ( B ) is  an  esophageal  record  demonstrating  atrial  tachycardia. 


Fig.  5.  Case  16. — (4)  Supraventricular  tachycardia.  Thirty  minutes  after  administration  of  0.8  mg.  of 
desacetyl  lanatoside  C intravenously  another  0.8  mg.  was  given  intramuscularly.  ( B ) Reversion  twenty-five 
minutes  after  the  intramuscular  dose. 


In  seven  of  the  eight  cases  in  which  the  single  full 
dose  of  1.6  mg.  was  given,  peak  effects  occurred 
in  two  to  three  hours  (Fig.  10). 

Observations  on  dissipation  were  limited  to 
seven  trials  on  three  patients  (Cases  27  [Fig.  8], 
33  [Fig.  10],  and  36).  Digitalis  effects  were 
judged  to  have  completely  disappeared  in  four  to 
ten  days,  as  shown  by  equivalent  responses  to 
redigitalization. 

Maintenance  of  Digitalis  Action. — This 
was  easily  achieved  by  the  administration  of 
usual  oral  doses  of  digitalis  preparations  starting 
four  to  twelve  hours  after  the  final  injection. 

Digitalis  Intoxication. — No  symptoms  or 
signs  of  toxicity  occurred  in  the  postinjection 
period. 

Postinjection  Pain. — Only  two  patients  com- 
plained of  pain  at  the  site  of  injection.  The 
pain  was  tolerable,  required  no  treatment,  and 
persisted  for  two  and  five  days  respectively.  No 
objective  evidence  of  local  irritation,  such  as  in- 
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Fig.  6.  Case  17. — Reversion  of  paroxysmal  atrial 
flutter  four  hours  after  administration  of  0.8  mg.  of 
desacetyl  lanatoside  C. 


Atrial  Fibrillation. — Clinically  poor  response 
of  the  ventricular  rate  was  observed  in  three 
cases,  and  good  response  in  the  other  14  (Fig.  9). 
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A 


B 

Fig.  8.  Case  27. — Slowing  of  ventricular  rate  in  atrial  flutter  one  hour  after  administration  of  0.8  mg.  of  desacetyl 

lanatoside  C. 


Fig.  9.  Effects  of  a single  intramuscular  dose  of 
1.6  mg.  of  desacetyl  lanatoside  C on  ventricular  rate  in 
atrial  flutter  and  fibrillation. 


flammation,  swelling,  or  nodules,  was  noted  in 
any  case. 

Comment 

Time  Characteristics  of  Action. — Ideally,  a 
clinical  study  of  a new  preparation  or  a new 


method  of  use  of  a digitalis  preparation  should 
yield  complete  data  regarding  the  following 
features:  latent  period,  time  of  occurrence  of 
peak  effects,  regression  of  these  effects,  and  rate  of 
dissipation.  Unfortunately,  our  data  are  inade- 
quate to  cover  all  these  features  completely,  yet 
they  do  permit  some  important  conclusions  to  be 
made. 

After  intramuscular  administration  of  Cedi- 
lanid-D,  the  latent  period  is  thirty  to  sixty 
minutes  in  most  cases.  Peak  effects  are  achieved 
well  within  four  hours,  mostly  in  about  two  to 
three  hours.  This  is  somewhat  later  than  had 
been  anticipated.1  Regression  of  effects  prob- 
ably takes  about  twenty-four  hours,  and  dis- 
sipation four  to  ten  days.  The  time  character- 
istics for  intravenously  administered  Cedilanid-D 
are:  latent  period,  ten  to  thirty  minutes;  peak, 
one  to  two  hours;  regression,  sixteen  to  thirty- 
six  hours,  and  dissipation,  three  to  six  days.2 

Considerable  variability  in  the  time  of  peak 
action  occurs  from  patient  to  patient  after  in- 
tramuscular injection  of  the  drug.  This  variabil- 
ity appears  to  be  wider  than  after  intravenous  in- 
jection. It  is  probably  due  to  lack  of  uniformity 
in  rate  of  absorption  in  different  patients  and 
also  may  be  influenced  by  edema  in  cases  of  ad- 
vanced congestive  heart  failure.  Nevertheless, 
it  can  be  predicted  in  most  cases  that  peak  or 
near-peak  effects  will  occur  in  about  two  hours 
after  an  effective  dose. 
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Fig.  10.  Case  S3. — Slowing  of  ventricular  rate  in  atrial  fibrillation  after  a single  dose  (1.6  mg.)  of  desacetyl  lana- 

toside  C. 


Efficacy  of  the  Method. — The  results  show 
that  intramuscular  administration  of  the  drug 
results  in  effective  digitalis  action,  completely 
comparable  to  that  after  the  usual  methods  of 
administration.  The  beneficial  effects  on  con- 
gestive heart  failure  were  quite  evident.  Indeed, 
this  was  probably  the  mechanism  by  which 
lowering  of  the  heart  rate  occurred  in  all  the 
cases  of  sinus  tachycardia. 

In  most  of  the  cases  in  which  sharp  effects  did 
not  occur  after  an  initial  dose  of  0.8  mg.,  addi- 
tional increments  of  the  drug  produced  the 
sought-for  results.  Some  of  these  patients  had  a 
greater  requirement  for  digitalis  than  expected, 
and  others,  mistakenly  thought  to  have  been  on 
maintenance  digitalis  at  the  time  of  the  trials, 
received  only  a fractional  initial  dose  in  order  to 
avoid  digitalis  intoxication. 

It  is  noteworthy  that  no  instance  of  digitalis 
intoxication  attributable  to  the  method  occurred. 
In  one  patient  (Case  23)  frequent  ventricular  pre- 
mature systoles  and  nausea  appeared  after  five 
days  of  digitalis  leaf  administration  following  the 
use  of  very  large  doses  of  Cedilanid-D.  In 
another  patient  (Fig.  2)  transient  complex 
arrhythmias  appeared  for  a few  seconds  after  the 
conversion  of  her  paroxysmal  tachycardia.  This 
latter  event  is  not  at  all  unusual  and  has  been 
observed  by  the  senior  author  in  many  similar  in- 
stances of  successful  termination  of  paroxysmal 
tachycardia  by  digitalis  or  phenylephrine.  The 
transient  arrhythmias  consist  of  sinus  arrests, 


atrioventricular  dissociation,  escape  beats,  and 
ventricular  or  nodal  premature  systoles.  They 
usually  disappear  in  a few  seconds  or  in  a minute 
or  two  and  give  rise  to  no  symptoms. 

The  relative  absence  of  pain  is  also  worth 
emphasizing.  Only  two  patients  had  postin- 
jection pain,  and  neither  one  required  any  anal- 
gesics. This  is  a sharp  contrast  to  previous 
experience  with  intramuscular  lanatoside  C, 
which  was  frequently  quite  painful.  Pain  of 
varying  degrees  has  also  been  noted  in  most  pa- 
tients receiving  intramuscular  digoxin3  or  digi- 
toxin.4  Pain,  local  irritation  (even  abscess 
formation),  and  irregular  absorption  of  the  older 
preparations  are  cited  as  reasons  for  the  avoid- 
ance of  the  hypodermic  or  intramuscular  route.2 

Maintenance  of  Digitalis  Effect. — Fortu- 
nately, the  rate  of  dissipation  is  not  too  rapid  to 
pose  any  problems  in  continuing  digitalis  action. 
Oral  maintenance  can  be  started  four  to  twelve 
hours  after  the  final  injection,  the  usual  doses 
being  employed  (digitalis  leaf  0.1  Gm.;  digi- 
toxin,  0.1  mg.;  acetyldigitoxin,  0.1  mg.;  digoxin 
0.25  mg.)  once  or  twice  a day.  Adjustments  in 
maintenance  doses  must  be  made  as  needed,  to 
suit  each  individual  patient.  There  is  no  reason 
to  anticipate  any  difficulty  in  carrying  out  proper 
maintenance. 

Paroxysmal  Arrhythmias. — The  response  of 
cases  of  paroxysmal  supraventricular  tachy- 
cardia, flutter,  and  fibrillation  was  particularly 
gratifying.  Of  eight  patients  who  received  a 
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single  full  dose  (1.6  mg.),  seven  reverted  to 
normal  in  two  hours  or  less,  and  one  in  three 
hours.  Of  eight  patients  who  received  fractional 
doses,  four  reverted  to  normal  in  four  hours  or 
less,  and  the  others  reverted  in  six  to  thirty-six 
hours.  Some  of  the  delayed  responses  were 
undoubtedly  due  to  our  failure  to  recognize  the 
need  for  larger  doses. 

Incidentally,  we  wish  to  call  attention  to  a 
finding  which  is  not  generally  appreciated  and 
which  is  conspicuously  absent  in  the  literature — * 
slowing  of  the  rate  in  supraventricular  tachy- 
cardias prior  to  conversion  by  digitalis.  This 
can  be  readily  seen  in  Fig.  2,  and  was  present 
in  Cases  11  (Fig.  3)  and  13  as  well.  Similar 
slowing  prior  to  abolition  of  the  paroxysm  occurs 
more  commonly  in  paroxysmal  atrial  flutter  and 
fibrillation,  as  it  did  in  Cases  17  (Fig.  6),  18, 
19,  23,  and  25  (Fig.  7). 

Clinical  Indications  for  Intramuscular 
Cedilanid-D.— This  method  is  recommended 
whenever  it  is  decided  to  give  digitalis  parenter- 
ally,  except  in  those  instances  where  extremely 
rapid  effects  are  sought.  In  such  cases  ouabain 
or  Cedilanid-D  should  be  used  intravenously. 
In  the  majority  of  situations,  however,  suffi- 
ciently rapid  action  will  occur  after  intramuscular 
administration  of  Cedilanid-D.  The  latter  route 
tends  to  avoid  or  mitigate  digitalis  intoxication. 
It  is  therefore  to  be  preferred  as  the  parenteral 
route  in  cases  of  myocardial  infarction  requir- 
ing rapid  digitalization  and  in  the  treatment 
of  paroxysmal  supraventricular  arrhythmias 
(tachycardia,  flutter,  and  fibrillation).  It  should 
also  be  used  in  cases  where  oral  administration  is 
not  feasible  because  of  nausea,  vomiting,  coma, 
etc.  There  is  evidence  which  indicates  that 
emetic  effects  may  be  greatly  reduced  when  digi- 
talis preparations  are  given  parenterally  rather 
than  in  therapeutically  effective  doses.5 


Summary  and  Conclusions 

1.  Cedilanid-D  was  given  intramuscularly  to 
44  patients  in  48  separate  trials,  in  either  a single 
full  dose  of  1.6  mg.  or  fractional  doses  of  0.8  mg. 
or  less. 

2.  Peak  effects  occurred  well  within  four 
hours,  mostly  in  about  twTo  hours. 

3.  Paroxysms  of  supraventricular  tachy- 
cardia, atrial  flutter,  and  atrial  fibrillation  were 
usually  abolished  within  two  hours  when  a single 
full  dose  of  1.6  mg.  was  given,  and  within  six 
hours  when  fractional  doses  were  used. 

4.  Rapid  ventricular  rates  in  atrial  fibrillation 
were  effectively  slowed  in  a reasonably  short 
time  in  most  patients  receiving  a single  full  dose 
of  1.6  mg.  (three  quarters  of  an  hour  to  two 
hours). 

5.  Maintenance  of  digitalis  effect  was  very 
easily  achieved  by  starting  the  usual  maintenance 
doses  four  to  twelve  hours  after  the  final  injec- 
tion. 

6.  Evidence  of  local  tissue  irritation  was 
absent,  pain  was  rare,  and  digitalis  intoxication 
did  not  occur. 

7.  The  method  is  safe,  well-tolerated,  and 
effective  in  a short  enough  time  to  be  suited  to  all 
but  the  most  urgent  cases. 

8.  It  is  therefore  recommended  as  a practical 
method  for  parenteral  digitalization. 
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A couple’s  chances  of  reaching  a golden  wedding 
anniversary  have  more  than  doubled  since  1900, 
Health  Information  Foundation  reports.  About 


150,000  couples  now  celebrate  a golden  anniversary 
each  year,  and  another  750,000  have  already  had 
theirs. 


4018 


New  York  State  J.  Med. 


Hemorrhagic  Skin  Manifestations  Following  Use 
of  Prednisone  and  Prednisolone 


JACK  R.  DORDICK,  M.D.,  LEON  N.  SUSSMAN,  M.D.,  AND  ZELMAN  L.  BERNSTEIN,  M.D.,  NEW  YORK 

CITY 

{From  the  Medical  Service,  Arthritis  Clinic,  and  Hematology  Laboratory  of  Beth  Israel  Hospital ) 


One  of  the  undesirable  side-effects  accom- 
panying corticosteroid  administration  has 
been  the  occurrence  of  such  hemorrhagic  skin 
manifestations  as  petechiae,  purpura,  ecchy- 
moses,  or  ease  of  bruising.  With  cortisone, 
corticotropin,  or  hydrocortisone  the  incidence 
of  these  findings  was  placed  at  2 to  5 per  cent, 
without  any  explanation  for  the  phenomena.1 
At  that  time  no  blood  or  coagulation  studies 
were  included  in  the  reports.  Similar  compli- 
cations have  been  recorded  in  patients  receiving 
the  newer  steroids,  prednisone  and  prednisolone.2 
The  incidence  here  was  considerably  higher, 
varying  from  18  to  34  per  cent  in  a group  of 
rheumatoid  arthritic  patients3  and  averaging 
20  per  cent  in  another  group.4 

During  the  past  three  years  we  have  had  an 
opportunity  to  study  this  disorder  in  some 
detail  by  subjecting  30  patients  who  received 
prednisone,  prednisolone,  or  both  up  to  thirty-six 
months  to  a periodic  battery  of  hematologic 
examinations  and  carefully  observing  them, 
usually  at  weekly  intervals  or  sooner,  for  the 
occurrence  of  any  hemorrhagic  skin  lesions. 

Methods 

Clinical. — Most  patients  were  afflicted  with 
some  rheumatic  disorder  such  as  rheumatoid 
arthritis,  rheumatic  fever,  gout,  scleroderma, 
or  degenerative  joint  disease.  Isolated  cases 
of  the  nephrotic  syndrome,  osteoporosis,  Paget’s 
disease,  Hodgkin’s  disease,  and  symptomatic 
thrombocytopenic  purpura  were  included.  There 
were  nine  males  and  21  females,  the  ages  varying 
from  twenty-six  to  seventy-three  years.  Pred- 
nisone and  prednisolone  were  given  inter- 
changeably for  periods  of  as  little  as  seven  days 
or  as  long  as  thirty-five  months  before  hemor- 
rhagic skin  phenomena  were  uncovered.  Each 
subject  had  been  followed  for  many  months  in 
the  outpatient  clinic,  hospital,  or  office  prior 
to  the  use  of  the  newer  corticosteroids,  so  that 


each  case  acted  as  his  or  her  own  control.  None 
of  the  patients  had  any  familial  or  hereditary 
history  of  purpura,  and,  with  two  exceptions, 
no  abnormal  hemorrhagic  manifestations  had 
previously  occurred.  One  patient  noticed  pur- 
pura after  the  use  of  hydrocortisone.  Another 
developed  secondary  thrombocytopenic  purpura 
after  gold  salts  therapy  for  rheumatoid  arthritis. 
During  the  sixteen  months  that  he  was  on 
prednisone  (maintenance  dose  10  to  20  mg. 
daily)  he  exhibited  no  purpuric  or  other  bleeding 
disorders,  which  indicates  that  prednisone 
plays  a part  in  controlling  as  well  as  in  producing 
these  complications. 

Salicylates  were  discontinued  in  all  patients 
prior  to  prednisone  or  prednisolone,  but  two 
patients  took  small  doses  of  acetophenetidin 
(Phenacetin)  and  another  required  codeine  and 
meperidine  (Demerol)  for  control  of  pain. 

The  physical  and  roentgenologic  findings  in 
these  patients  as  well  as  the  blood  pattern  before 
steroid  treatment  were  consistent  with  those 
usually  found  in  patients  with  various  arthri- 
tides.  The  changes  in  blood  studies  noted 
after  treatment  with  either  prednisone,  pred- 
nisolone, or  both  were  also  those  usually 
observed  after  the  use  of  the  drug.  These 
changes  consisted  of  a decrease  in  the  erythrocyte 
sedimentation  rate,  total  leukocyte  count,  C- 
reactive  protein  level,  and  the  like.  In  all 
instances  the  clinical  response  to  therapy  was 
satisfactory. 

Laboratory. — 'The  following  hematologic 
studies  were  done  on  all  patients : 

1.  Tourniquet  test  (method  of  Rumpel- 
Leede5-6) 

2.  Clotting  time  (method  of  Lee- White5*6) 

3.  Clot  retraction  time5-6 

4.  Platelet  count  (modification  of  method  of 
Rees  and  Ecker7) 

5.  Bleeding  time  (method  of  Duke8) 

6.  Prothrombin  time  (modification  of  one- 
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TABLE  I. — Hemorrhagic  Skin  Manifestations  and  Blood  Findings  in  Seven  Women  after  Prednisone  and  Prednisolone  Therapy 
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HEMORRHAGIC  SKIN  FOLLOWING  USE  OF  PREDNISONE  AND  PREDNISOLONE 


stage  Quick  method9) 

7.  Serum  prothrombin  consumption  time 
(modification  after  Wald,  Weiner,  and  Suss- 
man10-11) 

8.  Reticulocyte  count5,6 

Results 

Hemorrhagic  skin  manifestations  in  the  form  of 
petechiae,  purpura,  ecchymoses,  or  easy  bruising 
after  minor  trauma  or  the  application  of  a tour- 
niquet prior  to  blood  sampling  was  noted  in 
seven  patients  (Table  I),  an  incidence  of  23.3 
per  cent.  All  were  women,  and  six  were  in  or 
past  the  menopause.  Two  had  menstrual 
irregularities  consisting  of  an  increase  in  intensity 
and  duration  of  flow. 

The  skin  lesions  consisted  of  irregular  flattened 
areas  of  bluish  purple  or  bluish  black  discolor- 
ations varying  in  size  from  a few  millimeters  to 
several  square  centimeters  in  area.  They  usually 
were  located  in  the  extremities  (more  often  the 
lower),  anterior  chest  wall,  abdomen,  or  breasts. 
The  ecchymotic  areas  were  larger,  deeper,  more 
painful,  and  more  tender.  Most  patients  showed 
an  admixture  of  purpura,  petechiae,  ease  of  bruis- 
ing, and  ecchymoses  as  long  as  the  drug  was  con- 
tinued. 

The  earliest  purpuric  lesions  were  noted  after 
seven  days  of  prednisone  (Case  1).  This 
patient  had  active  rheumatoid  arthritis  and  was 
placed  on  suppressive  doses  of  30  mg.  pred- 
nisone daily.  The  findings  cleared  completely 
when  the  medication  was  discontinued.  In 
another  instance  (Case  4)  identical  type  bleeding 
lesions  were  produced  after  the  use  of  smaller 
maintenance  doses  (5  mg.  daily).  This  woman 
had  rheumatoid  arthritis  as  well  as  rheumatic 
heart  disease  and  responded  well  to  prednisolone 
for  almost  five  months,  only  to  develop  this  side- 
effect  after  153  days.  She  was  given  100  mg. 
ascorbic  acid  twice  daily  prior  to  stopping 
prednisolone  with  a decrease  in  number  and 
intensity  of  skin  hemorrhages  resulting,  prob- 
ably related  to  the  ascorbic  acid.  In  Case  2 
the  purpuric  and  ecchymotic  lesions  of  the  upper 
extremities  and  breasts  (noted  after  eight  months 
of  prednisolone)  did  not  clear  as  promptly  or 
completely  as  in  the  others  when  prednisolone 
was  withheld,  leaving  residual  areas  of  tenderness 
with  yellow  bluish  discolorations.  In  Case  3 
the  purpura  diminished  when  the  maintenance 
dose  of  prednisone  was  lowered  to  5 mg,  per  day 
and  was  intensified  as  the  dose  was  raised  to 
10  and  then  15  mg.  per  day.  At  the  latter 


level  and  during  administration  of  oral  ascorbic 
acid  (100  mg.  twice  daily)  clearing  of  the  lesions 
was  noted,  and  they  completely  disappeared 
after  one  month.  In  this  instance  one  would 
feel  that  the  oral  ascorbic  acid  was  effective  in 
removal  of  the  lesion. 

Skin  petechiae  and  small  purpuric  manifesta- 
tions were  found  in  Case  5 after  thirty  months 
of  prednisone,  only  to  subside  completely  when 
oral  ascorbic  acid  was  used  concomitantly 
with  the  steroid.  After  the  steroid  was  stopped 
in  Case  6,  the  purpura  disappeared,  demon- 
strating improvement  due  to  steroid  withdrawal. 
In  our  most  pronounced  case  (Case  7)  ascorbic 
acid  was  used  orally  as  well  as  parenterally 
in  doses  up  to  1 Gm.  daily  without  any  beneficial 
effects  on  the  skin  hemorrhages.  This  patient 
received  the  largest  maintenance  dose  of  pred- 
nisone or  prednisolone,  so  that  the  possibility 
exists  that  the  extent  and  multiplicity  of  lesions 
in  addition  to  the  failure  to  respond  to  ascorbic 
acid  may  have  been  related  to  the  higher  dosage. 
Moreover,  since  this  patient  had  Hodgkin’s 
disease,  it  must  be  remembered  that  this  disease 
in  itself  may  exhibit  hemorrhagic  skin  lesions 
entirely  unrelated  to  and  unresponsive  to  therapy. 

It  must  be  emphasized  that  the  only  ab- 
normality found  was  a positive  tourniquet 
test  finding,  over  15  petechial  lesions  in  a 2-cm. 
circle  after  a five-minute  compression  of  the  arm 
at  a blood  pressure  level  ranging  from  90  to 
100  mm.  Hg  using  the  ordinary  sphygmoma- 
nometer cuff  (Rumpel-Leede.5,6)  This  test  finding 
remained  positive  for  many  weeks  after  the 
visible  lesions  cleared,  and  the  drugs  were  dis- 
continued. With  the  development  of  the  pur- 
pura no  significant  changes  were  found  in  the 
peripheral  blood  smears,  total  white  cell  count, 
hemoglobin,  red  cell  count,  reticulocytes,  plate- 
lets, and  in  the  bleeding,  coagulation,  pro- 
thrombin, clot  retraction,  and  serum  prothrombin 
comsumption  times. 

Comment 

The  presence  of  a positive  tourniquet  test 
finding  in  any  patient  exhibiting  hemorrhagic 
skin  lesions  while  on  prednisone  or  prednisolone 
is  presumptive  evidence  of  a disturbance  in 
normal  capillary  function  (decrease  in  capillary 
resistance  of  damage  to  the  capillary  endo- 
thelium), a deficiency  of  intercellular  cement 
substance  (as  found  in  scurvy),  or  a deficiency 
of  the  circulating  platelets.  The  last  possibility 
was  completely  ruled  out  siqce  all  platelet 
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counts  and  smears  were  not  unusual.  The 
possibility  that  the  metabolism  of  ascorbic 
acid  is  disturbed,  resulting  in  a lowering  of  serum 
levels,  has  been  previously  reported.12  Morever, 
the  addition  of  oral  ascorbic  acid  was  beneficial 
in  alleviating  the  purpura  in  three  of  the  four 
patients  receiving  it.  Certainly,  if,  in  addition, 
there  is  damage  to  capillary  endothelium  or 
alteration  in  capillary  “resistance,”  these  proc- 
esses are  reversible  and  not  permanent.  If 
prednisone  and  prednisolone  must  be  continued 
for  clinical  reasons,  the  concomitant  use  of 
ascorbic  acid  would  be  useful  in  preventing  the 
complicating  purpura.  The  possibility  also  exists 
that  some  other  property  of  either  platelets, 
ascorbic  acid,  or  capillaries,  not  yet  studied, 
may  be  responsible  for  these  phenomena.  None- 
theless, it  is  apparently  more  characteristic  of 
prednisone  or  prednisolone  to  induce  these  side- 
effects  than  it  is  for  cortisone,  hydrocortisone, 
or  corticotropin. 

According  to  other  observers  capillary  re- 
sistance has  been  reported  to  increase  after 
administration  of  cortisone  or  corticotropin  in 
patients  with  rheumatoid  arthritis.13  Paradoxi- 
cally, prednisone  and  prednisolone  now  have 
been  widely  used  in  the  treatment  of  throm- 
bocytopenic purpura, 14  acute  hemolytic  anemia, 15 
allergic  purpura,  and  other  hemorrhagic  states. 
It  has  recently  been  reported  as  effective  in 
controlling  recurrent  massive  gastric  hemorrhage 
after  subtotal  gastrectomy.16 

Summary 

1.  The  occurrence  of  hemorrhagic  skin 
phenomena  in  the  form  of  petechiae,  purpura, 
ease  of  bruising,  or  ecchymosis,  singly  or  in 
combination,  was  observed  in  seven  of  30  patients 
(23.3  per  cent)  given  prednisone  or  prednisolone 


from  seven  days  to  thirty-five  months.  All 
were  women,  at  the  menopause. 

2.  The  lesions  were  not  permanent  or  serious, 
clearing  completely  when  the  dosage  of  steroid 
was  lowered  or  terminated  or  when  ascorbic 
acid  (100  mg.  twice  daily)  was  concomitantly 
used  (three  of  the  four  cases). 

3.  Prednisone  and  prednisolone  are  more 
apt  to  produce  these  lesions  than  cortisone, 
hydrocortisone,  or  corticotropin. 

4.  The  tourniquet  test  gave  positive  results 
in  all  cases  exhibiting  these  findings.  This 
test  result  often  remained  positive  for  months 
after  the  initial  lesions  disappeared.  Although 
it  is  felt  that  these  phenomena  are  related  to  a 
derangement  of  ascorbic  acid  metabolism,  further 
investigations  still  are  needed  for  a more  thorough 
elucidation  of  these  findings. 
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A typical  child  born  today  has  25  chances  in  1,000 
of  losing  his  mother  by  death  before  he  reaches 
eighteen  and  57  chances  in  1,000  of  losing  his  father. 


Fewer  than  one  out  of  every  thousand  children  in 
the  country  nowadays  has  lost  both  parents. — 
Health  Information  Foundation 
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The  Mind-Body  Unity  in  Psychoanalysis  and 

Medicine 


BENJAMIN  J.  BECKER,  M.D.,  FOREST  HILLS,  NEW  YORK 
( From  the  Department  of  Psychiatry,  Jamaica  Hospital  and  Hillside  Hospital ) 


The  words,  mind  and  body,  are  used  sep- 
arately in  language,  and  we  ordinarily  think 
of  them  as  two  distinctly  different  entities.  To 
most  people  thoughts  and  feelings  are  not  particu- 
larly associated  with  the  physical  soil  without 
which  they  could  not  arise.  Likewise,  we  have 
been  accustomed  to  think  in  terms  of  mental 
disease  or  physical  disease,  a rather  arbitrary 
dichotomy  which  separates  afflictions  of  the  mind 
from  afflictions  of  the  body.  However,  if  we  use 
our  own  common  sense,  we  can  see  that  there 
can  be  no  mind  without  a body,  nor  a body  with- 
out some  mind.  These  two  are  inextricably 
intertwined  and,  in  fact,  become  more  closely 
related,  if  not  identical,  the  more  we  learn  about 
the  nature  of  psychophysical  processes.  Nietz- 
sche, in  “Thus  Spake  Zarathustra,”  said,  “Body 
I am  throughout  and  nothing  but  body,  and 
soul  is  only  a word  for  something  in  the  body.” 
And  William  Blake,  the  English  poet,  mystic, 
and  artist  said,  “Man  has  no  body  distinct  from 
his  soul,  for  that  called  body  is  a portion  of  the 
soul  discerned  by  the  five  senses.”  Today  we 
would  say,  from  our  holistic  viewpoint,  that  they 
were  both  right. 

Concepts  of  health  and  disease  have  been  chang- 
ing over  the  years,  and  we  still  have  a good  deal 
to  learn.  The  notion  of  a mind-body  con- 
tinuum, which  is  one  of  the  basic  premises  of 
psychosomatic  medicine,  developed  gradually 
as  a result  of  progress  in  many  fields  of  scientific 
knowledge,  such  as  psychoanalysis,  physiology, 
biochemistry,  and  even  nuclear  physics.  In  the 
days  of  the  ancient  Greeks,  disease  was  thought 
to  be  due  to  a disturbance  in  the  balance  of  the 
four  humors  or  juices  of  the  body.1  This  notion 
persisted  through  medieval  times  and  was  hardly 
dropped  until  the  advent  of  the  age  of  modern 
medicine  in  the  nineteeth  century.  We  have  not 
entirely  discarded  our  interest  in  the  so-called 
juices  of  the  body,  for  modern  endocrinology  has 
shown  us  the  vital  importance  of  the  glands  of 
the  body  and  their  secretions. 

The  great  advances  in  medicine  during  the 
nineteenth  century  were  already  foreshadowed 


by  such  milestones  as  Harvey’s  description  of  the 
circulation  of  the  blood  and  Jenner’s  discovery  of 
vaccination.  It  was  in  the  middle  nineteenth 
century  that  the  germ  theory,  promulgated  by 
Pasteur  and  others,  revolutionized  all  previous 
concepts  of  health  and  disease.  Physicians  began 
to  understand  the  nature  of  infectious  disease. 
It  was  at  this  time  that  pathology  made  great 
strides  under  Virchow  and  others.  It  became 
very  apparent  that  when  certain  germs  were 
introduced  into  the  body  through  breathing, 
ingestion,  contact,  or  wounds,  specific  illnesses 
like  diphtheria,  pneumonia,  dysentery,  or  venereal 
disease  would  result.  These  germs  brought 
about  definite  reactive  changes  in  various  organs 
of  the  body,  and  these  produced  the  symp- 
toms of  the  disease.  It  became  more  evident  that 
most  manifestations  of  disease,  such  as  symptoms 
and  tissue  changes,  were  defensive  attempts  on 
the  part  of  the  organism  to  cure  itself.  Besides 
the  immense  area  of  infectious  disease,  medicine 
developed  greater  understanding  of  tumors  and 
so-called  degenerative  diseases  like  arterio- 
sclerosis, multiple  sclerosis,  or  diabetes.  Al- 
though the  germ  theory  gave  a useful  but  not 
total  explanation  of  the  cause  of  infectious  ill- 
ness, the  riddle  of  the  causes  of  tumors  and 
degenerative  diseases  remains  largely  unsolved. 

With  the  great  advances  in  knowledge  and 
technical  skill,  physicians  thought  more  in  terms 
of  treating  and  curing  the  disease  rather  than 
the  patient.  Of  course  there  were  many  practi- 
tioners, shrewd  observers  of  people  and  their 
needs,  who  interested  themselves  in  the  feelings 
and  intimate  problems  of  their  patients.  They 
had  learned  that  the  health  of  their  patients  and 
the  course  of  their  illnesses  were  intimately 
linked  to  the  problems  of  living  and  their  relation- 
ships with  others.  The  wiser  doctors  also  knew 
that  patients  show  a need  for  warmth  and  human 
interest  on  the  part  of  the  physician,  as  much  as 
for  his  technical  skill.  They  had  frequently 
observed  that  the  emotional  state  of  a patient 
had  an  important  effect  on  the  course  of  his 
disease.  Great  physicians,  such  as  William 
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Osier  in  medicine  and  Adolf  Meyer  in  psychiatry, 
stressed  the  importance  of  looking  at  the  total 
person,  not  just  the  diseased  organ.  It  was 
largely  through  their  influence  that  the  taking  of 
a detailed  and  comprehensive  history  became  an 
integral  part  of  medical  and  psychiatric  diag- 
nostic procedure.  To  reach  a more  total  picture, 
the  physician  gets  the  family  history,  personal 
histonT,  past  illnesses,  operations,  accidents,  and 
habits  of  the  patient,  as  well  as  the  present  ill- 
ness. 

It  had  always  been  common  knowledge  that 
emotions  produced  bodily  changes.  These  phe- 
nomena had  passed  into  the  language  of  everyday 
usage.  “He  turned  red  with  anger”  or  “pale 
with  fear,”  or  “his  heart  leaped,”  or  “she  began 
to  breathe  hard,”  or  “he  trembled  from  his  tre- 
mendous rage.”  There  are  countless  such  ex- 
pressions. However,  the  physiologic  mechanism 
was  poorly  understood,  and  emotions  were  almost 
never  associated  with  actual  disease. 

There  have  been  several  contributions  to  a 
better  understanding  of  the  meaning  of  emotions, 
but  Cannon's  flight  or  fight  theory  proved  to  be 
particularly  helpful.2  When  an  external  stimulus 
reaches  the  eye,  the  sight  impulse  is  carried 
through  the  optic  nerve  to  the  brain,  where  it  is 
perceived.  If  the  stimulus  is  of  a nature  to 
produce  emotional  reactions  such  as  fear  or  anger, 
bodily  changes  will  occur.  The  eyes  may  widen 
and  pupils  dilate.  Breathing  becomes  rapid. 
The  heart  begins  to  race.  The  mouth  becomes 
dry,  and  stomach  juices  no  longer  are  secreted. 
The  body  muscles  become  tense.  There  may 
be  an  urge  to  empty  the  bladder  or  to  have  a 
bowel  movement.  The  skin  will  become  flushed 
or  turn  pale.  These  reactions  and  others  are 
meant  to  prepare  the  organism  to  protect  itself 
in  time  of  emergency.  The  protection  would 
normally  be  in  the  form  of  either  fighting  the 
danger  or  fleeing  from  it.  For  example,  if  you 
were  walking  alone  through  the  woods  and  sud- 
denly came  upon  a tiger  50  yards  away,  the  visual 
stimulus  would  provoke  the  emotion  of  fear,  and 
most,  if  not  all,  of  the  physiologic  reactions  I 
have  just  mentioned  would  follow.  Unless  you 
were  Tarzan,  you  would  probably  run  for  the 
nearest  tree  and  do  a fast  job  of  climbing.  WThen 
a healthy  organism  reacts  in  this  normal  way  to 
save  itself  from  danger,  there  are  no  damaging 
after-effects  to  the  experience.  The  individual 
has  experienced  the  normal  emotion  of  fear,  has 
reacted  in  a natural  way  to  save  himself,  and  can 


return  sooner  or  later  to  a relaxed  state  after 
the  danger  has  passed. 

However,  these  very  reactions  can  be  produced 
in  the  body  when  there  is  no  direct  external  threat, 
or  when  the  individual  is  distorting  the  nature  of 
the  threat.  This  is  the  complex  emotion  known 
as  anxiety  and  is  usually  associated  with  inner 
conflict.  When  at  any  stage  or  age  of  living  an 
individual  is  helpless  to  find  a solution,  neurotic 
or  constructive,  for  a problem  which  has  become 
a threat,  real  or  distorted,  immediate  or  eventual, 
to  his  existence,  he  goes  into  a conflict.  This 
applies  to  the  basic  insecurity  of  the  young  child 
who  is  having  difficulty  in  growing  and  learning 
to  adapt  to  what  is  expected  of  him,  or  to  the 
adolescent  and  adult  whose  sense  of  integrity  is 
threatened  by  conflicting  values  and  by  person- 
ality solutions  that  just  do  not  work.  Anxiety 
manifests  itself  physiologically  by  any  of  the 
bodity  reactions  to  emotions.  We  shall  return 
later  to  a discussion  of  the  psychoanalytic  meaning 
of  conflict.  A person  who  is  in  the  grip  of  fre- 
quent and  persistent  conflicts,  and  who  is  help- 
less to  cope  with  these,  is  under  chronic  emo- 
tional tension.  This  has  also  been  called  stress.3 
At  first  one  has  acute  and  temporary  reactions 
to  stress,  the  so-called  alarm  reactions.  It  may 
be  a headache,  stomach  upset,  some  palpitations, 
diarrhea,  a twitch,  or  a pain  anywhere  in  the 
body.  If  the  stress  continues  over  a period  of 
time,  one  or  more  organs  will  begin  to  function 
abnormally  and  eventually  may  develop  definite 
organic  disease  with  structural  changes  in  the 
tissues. 

Let  us  describe  briefly  and  simply  some  of  the 
body  mechanisms  which  play  a major  role  in  the 
transmission  of  emotion.  The  cerebral  cortex 
in  the  brain  is  the  center  of  intellect  and  the  con- 
troller of  voluntary  activity  of  the  organism. 
Lower  down  in  the  brain  is  the  thalamus,  a center 
for  emotions.  Below  this  is  the  h}"po  thalamus, 
which  functions  as  a coordinator  for  the  endo- 
crine glands,  such  as  pituitary,  thyroid,  pancreas, 
and  adrenals.  Through  the  12  nerves  of  the 
brain  and  all  the  spinal  nerves  the  organism 
controls  voluntary  movements  of  muscles  and 
bones,  as  well  as  the  five  senses.  The  inner 
organs  of  the  body,  such  as  the  heart,  lungs, 
digestive  tract,  bladder,  and  genital  organs,  are 
under  the  influence  of  the  autonomic  nervous 
system.  This  is  composed  of  the  sympathetic 
system,  which  stimulates  the  organs  to  emergency 
functioning,  and  the  parasympathetic  system, 
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which  keeps  them  in  a state  of  repose.  Thus  we 
can  see,  even  in  this  brief  description,  the  very- 
tangible  relationships  between  the  brain,  the 
emotions,  and  every  organ  of  the  body.  The 
intellectual  and  emotional  processes  of  the 
organism  are  closely  related  in  the  brain,  and  they 
can  provoke  any  part  of  the  body  to  participate 
in  these  processes  through  the  intermediary  of  the 
various  nervous  systems  and  the  endocrine  glands 

Let  us  review  some  of  the  more  important 
conditions  which  illustrate  the  unity  of  mind-body 
reactions.  The  problem  of  conversion  hysteria 
was  the  one  which  interested  Freud  so  much  in 
Charcot’s  clinic  in  Paris  in  1885.  It  was  Freud’s 
studies  of  hysteria  that  eventually  led  to  his 
discovery  of  psychoanalysis.4  In  hysteria  a 
sensory  function  or  a motor  function — that  is, 
some  normal  movement  of  the  body — becomes 
affected.  This  may  include  blindness,  deafness, 
paralysis  of  an  arm  or  leg,  or  lack  of  sensation 
anywhere  in  the  body.  Hysteria  occurs  in  people 
who  are  beset  by  severe  conflicts  which  they  find 
unbearable  and  against  which  they  defend  them- 
selves through  the  formation  of  a bodily  reaction. 
The  sensory  or  motor  symptom  usually  has  some 
symbolic  significance.  I do  not  feel  it  is  valid 
to  give  pat,  symbolic  interpretations  of  such 
disorders  as  hysterical  deafness  or  paralysis. 
Each  case  must  be  studied  intensively  to  deter- 
mine the  complex  reactions  going  on  within  the 
personality  of  the  patient. 

The  mechanism  of  conversion  hysteria  is  a 
rather  direct  method  of  coping  with  a deep  con- 
flict that  must  be  repressed  or  displaced.  The 
conflict  is  associated  with  fear  and  guilt,  usually 
over  aggressive  or  sexual  impulses.  During  one 
of  a long  series  of  violent  arguments  with  his 
wife,  a man  let  his  right  hand  fall  on  a kitchen 
knife  lying  on  a counter.  His  wife  saw  his  hand 
grip  the  knife.  She  turned  pale  and  let  out  a 
little  shriek.  He  jumped  away  from  the  counter 
guiltily,  swearing  to  her  that  his  hand  had  just 
accidentally  fallen  on  the  knife.  Next  day  he 
developed  weakness  and  trembling  in  his 
hand  and  forearm.  The  man  was  obviously 
troubled  by  guilt  and  fear  over  his  intense,  aggres- 
sive impulses.  We  see  less  hysterical  reactions 
these  days  than  a generation  ago,  probably  be- 
cause people  are  less  repressed  and  more  sophis- 
ticated. Also,  the  factor  of  chronic  emotional 
stress  plays  a more  important  role  and  has  become 
the  chief  cause  of  the  various  psychosomatic 
disorders. 


Some  authors  have  attempted  to  correlate 
personality  profiles  with  specific  psychosomatic 
illnesses.  This  has  many  pitfalls,  for  there  are 
too  many  variations  and  complexities  in  the  ways 
in  which  similar  personality  types  may  exter- 
nalize their  conflicts  into  bodily  participation. 
Other  authors  have  correlated  certain  emotional 
needs  and  reactions  with  specific  medical  syn- 
dromes. It  is  too  simple,  too  incomplete,  and 
not  entirely  valid  to  say  that  arterial  hyper- 
tension is  due  to  repressed  rage.  We  may  say 
that  the  inability  to  express  or  even  feel  long- 
standing, intense  rage  can  be  one  of  the  several 
factors  which  can  produce  arterial  hypertension 
when  present.5  In  a study  of  hypertensives, 
which  I have  made  at  a hospital  clinic,  I have 
observed  that  most  of  these  patients  have  received 
very  little  gratification  in  their  lives.  In  many 
of  them  there  is  a conflict  between  their  apparent 
mild,  composed  manner  and  their  underlying 
aggressiveness. 

It  has  long  been  known  that  the  manifestations 
of  disease  are  caused  by  the  life-saving  reactions 
of  the  body  to  some  harmful  influence.  The 
abscess  or  boil  is  a local  defensive  reaction  of  white 
blood  cells  and  body  fluids  to  a bacterial  invader 
and  usually  results  in  cure.  The  harmful  in- 
fluence may  be  an  inner  psychologic  conflict  for 
which  the  organism  has  no  satisfactory  solution 
except  to  adapt  itself  through  some  physiologic 
reaction  associated  with  fight  or  flight.  The 
latter  may  include  regression  to  more  immature 
ways  of  receiving  gratification.  We  know  of 
manjr  people  who  must  eat  when  they  are  emo- 
tionally troubled.  The  patient  with  peptic  ulcer 
often  appears  to  be  an  aggressive,  dynamic 
individual  on  the  surface  but  is  deeply  troubled 
by  his  strong  needs  for  dependency  and  approval. 
The  engorgement  of  the  gastric  mucosa,  the  in- 
creased secretion  of  digestive  juice,  and  the  greater 
motility  of  the  stomach  would  show  an  excessive 
preparation  for  receiving  food  as  a means  of 
retreating  from  unbearable  conflicts.6 

The  phrase,  language  of  the  body,  is  a very  apt 
one  to  describe  how  bodily  symptoms  can  reflect 
psychologic  meanings.  The  weeping  skin  of  a 
severe  eczema  may  be  linked  to  an  inner  weeping, 
just  as  heaviness  in  the  chest  may  reflect  an 
emotional  load  on  one’s  chest.  We  have  read 
or  heard  the  expression,  “She  felt  a stab  in  her 
chest  when  she  saw  him  with  another  girl.” 
Cardiac  pains  may  correspond  to  the  well-known 
word,  “heartache.”  Although  chest  pains 
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may  sometimes  be  a forerunner  of  coronary  occlu- 
sion, they  are  frequently  a sign  of  emotional 
tension.  Conflicts  between  repressed  rage,  ag- 
gression, and  the  need  for  dependency  create 
conflicting  autonomic  nervous  impulses  which 
can  lead  to  cardiac  pain.  Also,  many  chest 
pains  are  caused  by  spasms  of  muscles  of  the  chest 
wall  near  the  heart.  It  is  evident  that  personality 
types  and  conflicts  have  profound  effects  on  the 
appearance  and  functioning  of  the  body.  People’s 
posture  and  manner  of  walking  reveal  much  about 
their  personality,  make-up,  defenses,  and  goals. 
People  carry  themselves  differently,  according 
to  whether  they  are  predominantly  aggressive, 
dependent,  or  detached.  Some  people  walk 
briskly  and  efficiently,  some  slouch  along  loosely, 
and  others  look  as  if  they  are  constantly  avoiding 
the  blow  which  they  expect  any  minute.  Still 
others  walk  carefully,  methodically,  as  if  they 
were  on  eggshells. 

Vomiting  is  a not  uncommon  symptom  in 
children  and  some  adults.  There  is  usually  an 
important  emotional  component,  which  may  not 
be  the  same  for  all  people.  Symbolically, 
vomiting  is  rejecting,  frustrating,  self-punishing, 
and  relieving.  It  is  giving  back  what  one  has 
managed  to  swallow.  It  is  also  disobeying 
mother’s  wish  to  eat  and  digest  food.  Diarrhea, 
which  may  sometimes  last  for  years,  is  also 
heavily  laden  writh  personality  factors.  It  is 
the  body’s  response  to  a conflict  involving  in- 
tense fear  and  repressed  aggression.  The  problem 
of  obesity  is  very  prevalent.  Reducing  methods 
and  new  diets  have  become  one  of  the  favorite 
topics  of  conversation.  Most  people  I have 
seen  with  this  problem  have  told  me  quite  frankly 
that  they  just  cannot  stop  eating.  The  desire 
is  too  strong  for  them.  These  people  usually 
have  an  intense  need  for  love  and  gratification, 
which  is  displaced  towards  food.  They  have 
great  doubts  about  being  worthy  of  love  and 
acceptance.  Since  they  can  find  no  constructive 
solution  for  their  conflicts,  they  try  to  escape 
anxiety  by  the  old  method  whereby  an  unhappy 
infant  is  appeased  with  a bottle  of  his  formula. 

Headaches  are  one  of  the  most  common  afflic- 
tions of  mankind.  Aside  from  specific  organic 
states,  such  as  brain  tumors  and  sinus  inflamma- 
tions, headaches  are  usually  the  result  of  deep- 
seated  emotional  tensions.  We  have  acknowl- 
edged this  in  some  of  our  verbal  expressions. 
One  father  jokingly  referred  to  his  three  children 
as  “my  three  little  headaches.”  The  headache 


is  frequently  a pain  reaction  to  some  problem  for 
which  an  individual  can  find  no  solution.  The 
emotional  pain  is  displaced  into  a somatic  pain 
which  is  less  fundamentally  threatening,  even 
though  quite  uncomfortable.  Another  very 
prevalent  condition  is  low  back  pain.  It  has 
been  found  that  only  4 per  cent  is  due  to  structural 
strain  or  some  pathologic  condition  of  the  back. 
Sacroiliac  pains  are  usually  precipitated  by  some 
movement  or  activity  which  triggers  chronic 
spastic  reactions  in  muscles  already  tense  with 
emotional  conflicts. 

It  is  in  the  sexual  life  that  the  mind-body  unity 
becomes  particularly  apparent.  In  all  cultures, 
but  even  more  in  our  own  extremely  complex 
one,  the  functioning  of  adult  sexuality  requires  a 
mind-body  coordination  which  is  often  difficult  to 
attain.  People’s  attitudes  towards  their  identity 
as  sexual  beings  depend  on  family  upbringing, 
religious  and  cultural  traditions,  the  circle  of 
friends  they  are  associating  with,  and,  of  course, 
their  particular  personality  development.  Per- 
haps the  basic  factor  in  growing  up — changing 
from  childhood  to  adulthood — is  the  mind-body 
development  that  will  allow  mature  sexual  and 
emotional  relationships  with  a member  of  the  I 
opposite  sex.  Since  there  are  so  many  problems  I 
associated  with  growing  up,  and  since  these  I 
provoke  the  development  of  more  or  less  neurotic 
personalities,  it  does  not  surprise  us  to  observe 
how  widespread  and  varied  are  sexual  problems  in 
our  population.  Sexual  relations,  even  in  their 
most  primitive  form,  require  mind-body  coordina- 
tion. We  know  that  sexual  desire,  stimulation, 
and  gratification  do  not  exist  on  a purely  physical 
basis.  The  imagination,  the  mood,  and  one’s  j 
orientation  towards  sex  play  a vital  part.  It  is 
well-known  that  physical  stimulation  alone, 
without  the  other  requisites  I have  just  men- 
tioned, will  not  arouse  a person  sexually.  People 
with  immature  values  will  have  great  difficulty  ; 
in  feeling  the  constructive  emotions  of  tender-  | 
ness,  generosity,  and  affection,  which  are  neces- 
sary to  a mature  love  relationship.  The  neurotic  I 
conflicts  which  impoverish  the  personality,  I 
which  alienate  a person  from  himself  and  others, 
also  restrict  his  capacity  for  mature  love  and 
sexual  relationships.  Those  who  must  domi- 
nate, who  are  too  easily  hurt,  who  cannot  give  J 
without  expecting  equal  value  in  return,  or  who 
are  obsessed  with  the  mad  pursuit  of  an'  illusory 
safety  will  have  troubled  relationships  in  love 
and  sex. 

The  most  common  sexual  troubles  of  men  are 
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impotence  and  premature  ejaculation.  The 
first  is  the  inability  to  obtain  and  maintain  an 
! erection.  The  second  is  a quick  ejaculation 
before  reasonably  adequate  sex  relations  have 
been  consummated.  The  impotent  man  lacks 
basic  confidence  in  the  mind-body  performances. 

[ He  is  fearful  of  being  put  into  this  intimate  test 
situation,  where  his  usual  personality  and  face- 
I saving  defenses  cannot  be  used.  He  fears  the 
i close  contact  with  his  partner  and  the  adult  role 
I which  he  will  be  expected  to  assume.  Under 
I such  conditions  of  emotional  conflict,  many  men 
cannot  have  an  erection.  It  is  an  unconscious 
i retreat  from  what  is  felt  as  an  awesome  ordeal. 
The  premature  ejaculation  is  similar.  It  is  a 
pessimistic  mechanism  of  withdrawal  from  a 
situation  that  has  become  too  anxiety-provoking. 
These  sexual  problems  of  men  illustrate  beauti- 
fully the  connection  between  intrapsychic  con- 
flicts, their  effects  on  bodily  performance,  and 
the  disturbed  interpersonal  relations  which  ensue. 
These  are  men  who  have  experienced  unconscious 
self-contempt  and  self-rejection.  They  are  usu- 
ally self-conscious  and  inhibited  in  their  relations 
with  women.  Some  remain  single  and  have 
occasional  superficial  affairs  with  women.  How- 
ever, many  men  with  these  problems  will  marry, 
often  in  their  late  twenties  or  thirties.  Some- 
times they  can  learn  to  relate  freely  enough  to 
their  wives  to  develop  full  and  uninhibited  sexual 
relationships.  Mostly  these  problems  persist 
throughout  the  marriage  unless  some  help  is 
sought. 

The  emotional  conflicts  of  women  may  find 
expression  both  in  their  sexual  life  and  in  their 
menstrual  problems.  The  most  common  sexual 
problem  of  women,  and  a very  prevalent  one,  is 
frigidity.  This  is  an  absence  of  desire  or  a dis- 
taste for  sexual  relations.  It  would  also  include 
the  inability  to  reach  a climax  during  sexual  rela- 
tions. The  basic,  underlying,  psychologic  mech- 
anisms in  these  conditions  are  not  very  different 
from  those  described  for  men.  These  are  women 
who  have  grown  up  fearfully.  They  have  not 
developed  a full  mind-body  maturity  which 
would  permit  them  to  engage  in  a complete 
physical  and  emotional  love  relationship  with  a 
man.  There  exists  frequently  repressed  resent- 
ment and  a fear  of  deep  intimacy  with  the 
partner,  which  makes  them  dread  the  penetra- 
tion of  the  penis  as  a threat  to  their  body  unity. 
To  these  women,  full  sexual  relations  mean 
yielding  or  giving  themselves  up  to  their  male 
partner.  The  idea  of  contest  or  rivalry,  as 


occurs  between  young  boys  and  girls,  is  felt  here. 
The  frigid  woman  does  not  feel  that  she  is  grown 
up  enough  or  secure  enough  to  trust  both  herself 
and  her  partner  in  a mutually  tender  and  equal 
sexual  relationship.  The  deep  feelings  of  in- 
adequacy lead  to  self-hate  and  self-rejection 
which  may  be  projected  onto  the  male  during  the 
sexual  act.  Many  women  experience  premen- 
strual tension,  which  is  a heightened  state  of 
irritability  and  depression,  beginning  several 
days  to  a week  before  the  onset  of  the  periods. 
This  state  of  increased  tension  is  more  marked  in 
women  who  have  severe  conflicts  between  de- 
pendent and  aggressive  trends.  During  the  pre- 
menstrual phase,  the  threshold  of  repression  is 
lowered  and  the  self-hate  is  externalized  towards 
others  in  the  form  of  hostility.  The  problem  of 
amenorrhea  is  rarer.  The  psychologic  and  endo- 
crine components  of  this  disorder  are  closely 
related.  The  personality  problems  associated 
with  amenorrhea  may  be  quite  varied.  Usually 
these  women  have  strong  doubts  concerning 
their  femininity  with  unconscious  rejection  of 
their  role  as  a woman.  I recall  a twenty-six- 
year-old  girl  who  had  been  without  her  periods 
for  over  two  years  despite  persistent  endocrine 
treatments.  She  fell  in  love  with  a young  man, 
and  began  to  experience  regular,  satisfactory 
sexual  relations.  To  her  amazement  she  found 
that  her  periods  soon  reappeared  normally  and 
without  difficulty.  She  had  been  depressed  and 
lacked  confidence  in  her  attractiveness  as  a 
woman.  The  gratification  and  reassurance  she 
received  from  this  love  relationship  were  enough 
to  produce  the  deep  mind-body  changes  necessary 
for  normal  menstruation. 

Psychoanalysis  concerns  itself  with  under- 
standing the  growth  and  functioning  of  the  total 
human  organism.  It  would  follow,  therefore, 
that  any  contributions  to  our  knowledge  in  the 
fields  of  biology,  anthropology,  sociology,  physi- 
ology, and  any  of  the  other  sciences  dealing  with 
the  human  being  also  would  stimulate  newer 
developments  in  psychoanalysis.  Even  the  con- 
cepts of  the  space-time  continuum  or  four- 
dimensional space  in  physics  help  us  understand 
the  four-dimensional  nature  of  human  uncon- 
scious processes.  The  human  unconscious  is  not 
limited  by  the  conventional  three-dimensional 
boundaries  of  our  five  senses.  Our  unconscious 
thoughts  and  feelings  encompass  past,  present, 
and  future  all  in  one,  remaining  unhampered  by 
laws  of  gravity  or  geographic  distance.  Every 
human  adult  is  the  product  of  a mind-body 
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development  which  began  at  birth,  and  even 
earlier.  The  constitutional  endowment  each 
child  is  born  with  cannot  be  ignored,  for  tem- 
peramental differences  exist  even  among  children 
of  the  same  parents,  and  these  are  evident  from 
birth.  However,  the  ultimate  influence  of  con- 
stitutional temperament  is  vague  and  ill-defined. 
Of  greater  importance  is  the  fact  that  powerful 
shaping  influences  begin  to  play  on  the  infant 
from  the  time  he  utters  his  first  cry. 

The  mind-body  unity  develops  and  grows 
together  as  one.  The  original  intellectual  activ- 
ity of  the  infant  is  associated  with  primitive 
learning  of  bodily  functions.  Even  without 
much  conscious  awareness,  the  baby  begins  to 
explore  his  own  body  and  then  his  immediate 
surroundings.  The  movements  become  more 
skilled  and  the  senses  better  developed  as  he 
growls  older.  The  initial  awareness  of  himself 
becomes  developed  into  a body-image  and  even 
a self-image.  The  growing  child  has  a particular, 
unconscious  concept  not  only  of  his  surface  body, 
but  of  some  of  his  inner  organs,  his  various 
functionings,  his  moving,  and  feeling.7  The 
contact  with  the  mother  is  the  child’s  first 
relationship  and  his  introduction  to  the  world. 
This  relationship  affects  the  baby  in  a deep, 
perceptual  manner  through  the  mother’s  touch, 
the  handling  of  the  child,  and  the  sound  of  her 
voice.  Conceptual  communication  on  a con- 
scious level  has  no  place  here,  and  it  is  futile  for 
the  mother  to  pretend  that,  because  she  has 
always  tried  to  do  the  right  things,  the  baby  has 
received  nothing  but  loving  attention.  Some 
parents  will  wonder  why  a child  developed  neu- 
rotic problems  and  will  list  all  the  right  and  proper 
things  they  said  and  did.  The  conscious,  in- 
tellectually determined  efforts  to  relate  have 
much  less  effect  on  a child  than  his  unconscious 
perception  of  a parent’s  true  personality  as 
revealed  by  voice,  movements,  and  total  manner 
of  relating. 

In  healthy  growth  the  infant  learns  to  develop 
his  innate  potentialities,  to  gradually  eat  more 
complex  foods,  to  grasp  strange  objects,  to  sit  up, 
stand,  walk,  and  begin  to  talk.  He  will  relate 
socially  enough  to  eat  and  sleep  at  regular 
intervals  and  gradually  to  become  toilet-trained. 
These  physical  accomplishments  are  more  than 
physical.  They  are  accompanied  by  mental, 
social,  and,  in  sum,  personality  development. 
Infants  do  not  grow  at  the  same  speed,  nor  will 
they  try  to  learn  in  exactly  the  same  way.  If 
these  differences  are  not  respected,  a conflict 


is  created  within  the  child  which  may  result  in  j 
the  beginnings  of  anxiety.  It  has  been  observed 
countless  times  that  infants  and  children  have  I, 
universal  needs  for  love,  gratification,  physical  I 
contact,  and  warmth.  These  needs  are  best  met  [ 
by  a mother  who  has  a minimal  degree  of  hos-  |j 
tility,  self-hate,  and  insecurity.  If  the  child’s  H 
needs  are  not  fulfilled,  anxiety  reactions  occur  j 
which  lead  to  universal  negative  emotions,  such  U 
as  fear,  rage,  hostility,  and  guilt.  On  the  other  h 
hand,  a child  who  has  experienced  healthy  growth  I 
becomes  a mature  adult  who  can  feel  the  positive  I 
emotions  of  love,  confidence  in  self,  hope,  spon- 
taneous generosity,  and  a sense  of  freedom. 

Karen  Horney  used  the  term  “basic  insecurity”  I 
to  describe  the  young  child’s  initial  anxiety  I 
reactions  to  unfavorable  influences  around  him.8  uj 
She  described  the  development  of  varying  com-  a 
binations  of  three  fundamental,  defensive  life  111 
orientations,  which  are  dependency,  aggressive-  9 
ness,  or  detachment.  A child  may  move  towards,  U 
against,  or  away  from  people.  These  early  1 
personality  developments  include  body  participa-  I 
tion  and  exert  subtle  influences  on  the  pattern  of  ] 
physical  activity.  The  dependent  type  will  tend  1 
to  be  timid,  hesitant,  and  unassertive  in  his  bodily  I 
movements.  The  aggressive  individual  will  tend  I 
to  be  physically  effective,  particularly  from  the  I 
point  of  view  of  impact  on  others.  The  detached  I 
type  also  may  be  physically  effective  but  in  a 
self-contained,  calculating  manner  in  which  there  I 
will  be  very  little  involvement  with  others.  I 
These  early,  basic  orientations  are  essentially  J 
unsatisfactory  solutions  to  the  child’s  insecurity  I 
problems,  and,  in  fact,  even  lead  to  further  inner  I 
conflicts.  As  the  child’s  ability  to  conceptualize  1 
gradually  develops,  he  will  use  his  imagination 
unrealistically  to  give  himself  the  illusion  of 
coping  with  problems  for  which  he  has  no  produc- 
tive solution.  He  gradually  creates  an  idealized 
image  of  himself,  invests  it  with  pride,  and  moves 
away,  in  a process  of  alienation,  from  the  genuine 
person  he  might  have  been.9  Any  interference 
with  his  unconscious  illusions  provokes  emotional 
reactions  of  anxiety  and  rage  with  various  physi- 
cal symptoms.  These  range  from  palpitations  of 
the  heart,  elevated  blood  pressure,  or  heartburn, 
to  low  back  pain  and  dizziness. 

The  concept  of  mind-body  unit  implies  a total 
approach  to  therapy.  If  serious  medical  prob- 
lems are  present,  such  as  peptic  ulcer,  arthritis, 
hypertension,  allergies,  skin  conditions,  and  many 
others,  there  is  no  question  that  they  should 
receive  appropriate  medical  treatment.  In  fact, 
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this  should  be  the  first  approach  to  health  prob- 
lems that  have  already  seriously  involved  the 
organs  of  the  body.  From  our  present  knowledge 
of  the  effects  of  emotional  stress  and  emotional 
conflicts  on  the  body,  it  is  obvious  that  the 
medical  practitioner  must  look  more  deeply  than 
simply  to  the  presenting  physical  manifestation 
of  the  problem.  He  must  have  some  knowledge 
of  personality  development  and  the  effects  of 
anxiety.  He  should  be  free  to  judge  and  advise 
the  patient  whether  to  avail  himself  of  some 
psychotherapy  or  even  the  longer  and  more 
intensive  process  of  psychoanalysis. 

There  is  a popular  misconception  that  psycho- 
analysis is  merely  a probing  and  unearthing 
process.  Actually,  modern  psychoanalysis  is  a 
process  of  rebuilding  and  growing.  During 
psychoanalysis  the  patient  undertakes  the  task 
of  finding  himself  with  the  help,  guidance,  and 
inspiration  of  his  analyst.  The  patient  tries  to 
change  the  pattern  of  unhealthy  development 
which  began  during  infancy  and  alienated  him 
from  his  real  mind-body  potential.  In  truth, 
“mind-body”  is  too  circumscribed  a term.  The 
total  personality  also  comprises  spiritual  and 
moral  development.  A person  beset  by  conscious 
or  unconscious  conflicts  and  fears  will  also  have 
confused  moral  values  and  will  tend  to  be 
spiritually  superficial.  In  such  cases  there  is  a 
marked  decrease  in  real  or  constructive  interest  in 
oneself. 

A thirty-seven-year-old  married  man  took  pride 
in  showing  people  how  successful  he  was.  His 
attractive  wife,  his  impressive  home,  and  his  obvious 
prosperity  were  less  for  him  to  enjoy  and  more  for 
the  prestige  they  would  bring  him  in  the  eyes  of  his 
family  and  friends.  For  this  he  worked  himself  to 
exhaustion,  worried  himself  sick  about  every  vagary 
in  business,  and  developed  headaches,  chest  pains, 
and  acid  stomach  in  rotation.  He  was  also  too 
busy  to  spend  enough  time  with  his  children. 
Reading  a book  or  enjoying  music  was  completely 
out  of  the  question.  This  man’s  values  had  become 
distorted  until  he  was  slowly  destroying  himself. 
He  had  exchanged  the  possibility  of  a rich,  free,  full 
life  for  the  cramped,  miserable  existence  of  his  self- 
made  prison. 

When  a person  has  made  peace  with  himself, 
past  and  present,  conflicts  in  areas  such  as 
personal  ambition  and  relations  with  other 
people  recede.  He  develops  a clearer  sense  of 


personal  direction  in  life  and  a feeling  of  inner 
freedom.  This  is  accompanied  by  a lessening  of 
emotional  stress  and  its  harmful  physical  effects. 
The  endocrine  glands  and  the  various  nervous 
systems  become  less  charged  with  the  effects  of 
conflict. 

The  release  from  deep  emotional  conflicts,  even 
with  the  aid  of  modern  psychoanalysis,  is  far 
from  being  simple  or  easy.  There  is  much  work 
for  both  patient  and  analyst,  sometimes  tedious 
and  at  other  times  highly  rewarding.  Karen 
Horney  has  introduced  the  concept  of  Central 
Inner  Conflict  in  her  description  of  the  psycho- 
analytic process.9  This  is  the  crossroads  during 
a person’s  analysis  where  he  must  choose  def- 
initely between  his  old,  neurotic,  unrealistic  way 
of  life  and  a healthy,  real  way  associated  with 
growth  and  liberation  of  potential.  The  central, 
conflict  may  actually  increase  a patient’s  anxiety 
temporarily,  for  he  is  embarking  courageously 
on  a voyage  into  unexplored  territory.  He  is: 
finally  trying  to  become  more  the  person  he  might 
have  been  if  he  had  not  been  hampered  by  his 
neurotic  development.  This  anxiety  may  pro- 
voke physical  reactions  in  the  body  through  a 
process  of  externalization,  but  these  are  essen- 
tially temporary  effects.  I call  this  anxiety  of 
liberation  “creative  anxiety”  because  it  can  be 
utilized  for  one’s  growth  whenever  it  is  present. 
I have  seen  this  creative  anxiety  transformed  into 
the  positive  or  constructive  emotions  of  love  and 
hope,  with  immediate  relief  of  physical  symptoms. 

The  courage  and  the  freedom  to  become  truly 
oneself,  in  the  total  meaning  of  the  w^ord,  are  the 
ultimate  goals  of  psychoanalysis. 
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General  Principles  in  Management  of 
Rhinoplasty  Patients 


JOSEPH  S.  STOVIN,  M 


Physicians  in  fields  other  than  plastic  surgery 
or  rhinology  are  frequently  asked  for  their 
advice  and  counsel  by  patients  considering  such 
surgery.  This  is  especially  true  of  the  general 
practitioner  or  family  doctor  who  often  initiates 
the  thought.  This  paper  purports  to  answer 
the  questions  which  frequently  arise. 

With  the  exception  of  cases  requiring  recon- 
structive surgery  due  to  birth  defects,  an  acci- 
dent, or  disease,  what  we  commonly  call  nasal 
plastic  surgery  is  really  cosmetic  surgery.  To 
the  majority  of  people  nothing  is  more  important 
than  their  looks.  Occasionally,  the  surgery  is 
part  of  a program  to  improve  breathing  but  cos- 
metic surgery  is  done  largely  to  improve  the 
patient’s  appearance. 

In  selecting  cases  for  cosmetic  surgery  we 
must  be  guided  by  the  psychic  make-up  of  the 
individual.  1 11 -appearing  noses  are  frequently 
blamed  for  maladjustments  and  social  failure. 
Since  this  is  true  in  a surprising  number  of  cases, 
one  should  be  on  the  lookout  for  the  neurotic 
individual  who  uses  what  he  thinks  is  an  un- 
sightly nose  as  an  excuse  for  his  personality 
defects.  A total  evaluation  of  the  patient’s 
personality  must  be  made  in  order  to  discriminate 
between  the  one  who  will  get  a lift  from  the  new 
nose  and  the  one  who  will  not  be  improved 
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Fig  1 . Drawings  show  how  nose  continues  to  grow  from 
Note  how  age  brings  drooping  of  the 
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psychologically.  The  latter  will  be  doomed  to  I 
continued  disappointment  and  frustration.  In-  I 
cidentally,  this  type  individual  is  the  one  who  I 
often  blames  the  surgeon  for  what  he  considers  I 
an  unsatisfactory  result. 

A question  frequently  asked  is  what  is  the  best  li 
age  to  have  a nasal  plastic  operation.  A broad  I 
answer  would  be  between  the  time  the  nose  is  fully  I 
developed  and  the  time  the  soft  tissue  covering  it  n 
has  lost  its  elasticity.  For  practical  purposes  I 
we  consider  a nose  fully  developed  and  its  appear-  I 
ance  well  established  during  the  latter  part  of  the 
second  decade  of  life.  Actually,  however,  a nose  i 
continues  to  grow  and  undergo  changes  through- 
out life.  Figure  1 illustrates  how  age  brings  on  I 
drooping  of  the  tip,  reducing  the  nasolabial  * 
angle.  In  addition,  the  lower  part  becomes  I 
broader  or  bulbous  with  age. 

If  consulted  early  enough  I advise  that  the 
correction  be  done  after  high  school  graduation 
and  before  entrance  into  college  or  the  business 
world.  At  this  time  the  youth  goes  into  new 
surroundings,  meeting  new  people,  and  it  is  better 
to  do  so  with  an  improved  appearance. 

Young  children  and  older  persons,  especially 
in  their  fifties,  present  special  problems.  The  j 
problems  presented  by  the  former  are  chiefly 
concerned  with  growth.  Unless  they  have  very 


A (infancy),  B (youth),  C (middle  age)  and  D (old  age). 
;ip  and  reduction  in  nasolabial  angle. 
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conspicuous  deformities,  children  are  usually  not 
bothered  by  their  appearance — their  parents  are. 
As  children  grow  older  and  enter  into  a social 
life,  especially  with  the  opposite  sex,  they  become 
more  aware  of  nasal  defects. 

Many  of  the  defects  requiring  plastic  surgery 
in  young  children  are  traumatic  in  origin  and  are 
usually  accompanied  by  nasal  obstruction  due  to  a 
deviated  septum.  Such  defects  should  be 
corrected  as  soon  as  possible  after  their  occurrence. 
Familial  traits,  such  as  a prominent  hump,  long 
nose,  or  broad  base  are  not  fully  established  until 
puberty  or  later.  In  these  cases  nothing  is 
gained  by  early  correction.  Where  the  defects 
are  .ugly  or  unpleasant  to  behold  and  subject  the 
child  to  ridicule,  early  operation  becomes  advis- 
able. When  operating  on  young  children,  as 
little  as  possible  should  be  done  to  obtain  a 
pleasing  result.  It  is  more  important  to  correct 
the  septal  obstruction,  giving  the  child  normal 
nasal  breathing  and  in  turn  preventing  the  train 
of  symptoms  which  accompany  mouth  breathing. 
Since  sinusitis,  headaches,  and  otitis  media  are 
frequently  associated  with  nasal  obstruction  in 
children,  it  is  imperative  to  operate  without  delay. 

Surgery  on  the  septum  and  external  nose  in 
young  children  should  be  minimal.  If  possible, 
it  is  better  to  rearrange  the  structures  rather 
than  to  remove  them,  especially  the  cartilages, 
since  they  continue  to  grow  for  a longer  period 
than  bone,  and  to  protect  the  growth  centers. 

In  older  persons  an  important  factor  is  the 
condition  of  the  facial  skin.  If  there  is  demin- 
ished elasticity,  the  skin  will  not  drape  well  over 
the  nose,  especially  over  the  cartilaginous  portion, 
and  a favorable  result  will  not  be  obtained. 
We  also  have  to  consider  whether  or  not  the  new 
nose  will  harmonize  with  the  face. 

Occasionally  patients  with  nasal  obstruction 
due  to  a deviated  septum  in  addition  to  an  un- 
sightly nose  are  desirous  of  having  both  conditions 
corrected  at  the  same  time — an  important  factor 
being  an  economic  one.  The  hospital  stay  and 
the  entire  period  of  convalescence  are  practically 
the  same  whether  the  patient  has  the  combined 
operation  or  the  plastic  alone.  Correcting  the 
deviated  septum  is  often  the  impellent  reason  for 
the  rhinoplasty. 

These  cases  require  thorough  study  to  deter- 
mine if  one  combined  or  two  separate  operations 
are  necessary  to  obtain  the  desired  results. 
While  many  technics  have  been  devised  to  give  a 
satisfactory  result  in  the  combined  operation,  it 
is  my  opinion  that  the  most  rewarding  results 


are  obtained  if  two  separate  operations  are  done, 
one  to  correct  the  deviated  septum  and,  in  a 
reasonable  time,  a second  for  the  rhinoplasty. 
By  following  this  procedure  we  can  do  a more 
thorough  and  satisfactory  operation  on  each, 
especially  if  a septoplasty  is  done  rather  than  the 
previously  popular  submucous  resection.1  The 
septoplasty  gives  us  a more  rigid,  natural  septum, 
while  the  conventional  submucous  resection 
results  in  a flexible  septum  which  may  make  the 
plastic  technic  more  difficult.  The  type  and  loca- 
tion of  the  septal  obstruction  is  an  important 
factor.  Bony  deflections  can  often  be  straight- 
ened by  fracture  during  the  rhinoplasty.  Bony 
spurs  and  ridges  also  can  be  readily  removed  at 
that  time.  Extensive  surgery  on  the  cartilagi- 
nous portion,  requiring  complete  separation  of  the 
mucous  membrane  on  both  sides  of  the  septum, 
may  give  disappointing  results.  With  so  many 
factors  involved,  each  case  must  be  evaluated 
individually.  In  the  final  analysis  the  modus 
operandi  will  depend  on  the  surgeon’s  judgment 
and  experience.  Economic  factors  are  important 
but  are  of  secondary  consideration. 

Preliminary  preparation  and  length  of  time 
incapacitated  are  important  questions.  Natu- 
rally the  person  must  be  in  good  physical  condi- 
tion, free  from  any  acute  nasal  disorder,  such  as 
sinusitis  or  allergy.  Surgery  during  a menstrual 
period  should  be  avoided. 

Photographs  showing  each  profile,  front,  and 
base  of  the  nose  are  necessary  as  is,  on  some  occa- 
sions, a wax  cast  of  the  face.  The  patient’s 
height  must  also  be  taken.  From  these  a study 
is  made  which  includes  the  nose  in  relation  to  the 
forehead  and  chin,  nasal  width  in  relation  to  the 
width  of  the  face,  and  length  and  contour  of  upper 
lip  and  nasolabial  angle.  From  these  studies  a 
general  idea  of  what  may  be  expected  can  be 
presented,  but  no  promises  should  be  made. 
Since  we  are  dealing  with  human  tissue  and  not 
inanimate  material,  the  final  result  may  be  in- 
fluenced by  contractures  during  healing,  a situa- 
tion which  cannot  be  foreseen. 

Occasionally  we  are  asked,  “Will  this  operation 
make  me  beautiful  or  handsome?”  The  answer 
should  be  guarded.  The  nose  is  one  of  many 
features,  and  improving  it  should  better  the  looks, 
but  the  promise  of  beauty  should  not  be  given. 

For  a few  days  prior  to  surgery  the  patient 
may  be  given  a blood  coagulant,  such  as  Adrestat, 
one  of  the  cortisone  drugs,  and  an  antihistamine. 
A tranquilizer  and  sedative  also  may  be  given. 
The  latter  is  always  part  of  the  anesthesia  routine. 


December  15,  1958 


4031 


JOSEPH  S.  STOVIN 


For  adults  a local  anesthetic  is  preferable.  This 
includes  the  administration  of  Nembutal  prior 
to  the  operation,  packing  the  nose  with  cocaine 
and  adrenalin,  and  nerve  blocking  with  procaine. 
Younger  patients  require  a general  anesthetic, 
such  as  Pentothal  Sodium,  but  the  advice  of  the 
anesthesiologist  must  be  sought  and  followed. 
Nasal  packing  with  adrenalin  is  also  required  in 
cases  done  under  general  anesthesia  to  obtain  a 
dry  field. 

Will  there  be  black  and  blue  discoloration  of 
the  skin  following  surgery?  That  cannot  be 
accurately  predicted.  The  administration  of 
anti-inflammatory  enzymes  immediately  before 
and  during  the  operation  may  prevent  or  reduce 
it.  The  care  with  which  the  tissues  are  handled 
is  also  a factor. 

The  average  hospital  stay  is  three  to  four  days. 
The  nose  may  or  may  not  be  packed  during  that 
time.  If  it  is  packed,  the  patient  may  experi- 
ence some  discomfort  from  mouth  breathing. 

The  operative  procedure  depends,  of  course, 
on  the  type  of  deformity  to  be  corrected.  Practi- 
cally every  case  requires  surgery  on  the  entire 
nose.  For  instance,  removing  a hump  causes  a 
flat  surface.  A new  gable  must  be  created  by 
lateral  osteotomy.  Shortening  the  nose  would 
make  it  appear  pudgy  unless  the  entire  overlying 
skin  is  elevated  and  the  cartilages  also  modeled. 
Small  defects  require  as  much  planning  and  sur- 
gery as  large  ones  and  may,  in  fact,  be  more 
difficult  to  correct.  Therefore,  regardless  of 
where  the  defects  are,  the  entire  nose  must  be 
treated  in  order  to  obtain  the  most  pleasing 
results.  Our  technic  is  to  strive  to  avoid  giving 
the  patient  a “surgical”  or  “plastic”  look. 

The  patient’s  desires  can  not  always  be  fol- 
lowed. The  new  nose  must  be  in  harmony  with 
the  rest  of  the  face  as  determined  by  the  pre- 
liminary studies.  The  nasolabial  angle  should 
be  governed  by  the  individual’s  height.  The 
angle  for  women  of  average  height  should  be  105 
to  110  degrees.  The  taller  the  woman  the  more 
acute  the  angle.  In  men  care  should  be  taken 
not  to  make  the  nose  too  short  nor  the  nasolabial 
angle  too  obtuse. 

When  grafts  are  necessary  for  a columellar 
strut  or  a small  defect  in  the  contour,  we  can 
use  preserved  human  costal  or  septal  cartilage. 
Larger  depressions,  especially  those  over  the 
bony  dorsum,  are  best  filled  with  bone  removed 
from  the  crest  of  the  ilium.  However,  if  the  skin 


proves  to  be  too  tight  over  the  graft,  a temporary 
smaller  graft  will  have  to  be  used.  This  graft 
must  later  be  replaced  by  another  larger  tem- 
porary one  or  the  permanent  one,  depending  on 
the  condition  of  the  skin. 

Summary  and  Conclusion 

Motivation  for  cosmetic  surgery  should  be 
valid.  Improvement  of  appearance  will  not 
solve  the  deep-seated  problems  of  a neurotic 
individual. 

In  young  individuals  with  gross  deformities, 
operation  should  not  be  delayed.  However, 
minimal  surgery  is  advised. 

Young  adult  life,  when  the  nasal  pattern  is  well 
established,  is  the  most  favorable  period  for  this 
surgery. 

The  condition  of  the  skin,  especially  its  elastic- 
ity, is  an  important  factor  later  in  life. 

Two  separate  procedures  are  advisable  to  cor- 
rect a deviated  septum  and  an  external  deformity. 
Occasionally  they  can  be  combined. 

For  this  operation  of  choice  a favorable  time 
must  be  selected.  The  skin  should  be  in  good 
condition  and  the  nose  free  of  infection  and  al- 
lergy. 

A preoperative  study  is  essential.  This 
should  include  photography,  various  face  measure- 
ments, and  the  patient’s  height. 

Preoperative  promises  should  be  guarded. 
An  important  reason  for  this  is  the  uncertainty 
with  which  tissues  heal. 

The  anesthesia  of  choice  is  local  for  adults  and 
general  for  children. 

Postoperative  discoloration  of  the  skin  is 
minimized  by  avoiding  undue  surgical  trauma. 
Anti-inflammatory  drugs  are  useful. 

The  average  duration  of  incapacity  is  two 
weeks. 

Preserved  human  cartilage  is  adequate  for 
small  grafts.  The  best  graft  for  large  depressions 
is  from  the  patient’s  crest  of  the  ilium. 

Patients  contemplating  rhinoplasty  frequently 
ask  the  general  practitioner  and  other  physicians 
who  are  not  plastic  surgeons  many  pertinent 
questions.  An  attempt  has  been  made  in  this 
paper  to  answer  the  more  common  of  these 
queries. 

151  Central  Park  West,  New  York  23 
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Use  of  Prednisone  in  Myasthenia  Gravis  in  a 

Diabetic 

DAVID  B.  MONHEIT,  M.D.,  BROOKLYN,  NEW  YORK 


The  conference  on  myasthenia  gravis, 
sponsored  by  the  Myasthenia  Gravis 
Foundation  held  at  the  University  of  Penn- 
sylvania Medical  School  on  December  8 and  9, 
1954,  readily  reviewed  the  intricate  problems 
of  this  disease.  This  was  completely  covered  in 
the  American  Journal  of  Medicine  in  November, 
1955.1  The  newer  aspects  of  the  neuromuscular 
transmission  and  the  pharmacology  of  neuro- 
muscular transmission,  pathologic  physiology  of 
myasthenia  gravis,  the  relationship  of  the  thymus 
and  endocrine  glands,  and  drug  therapy  were  all 
carefully  reviewed  and  discussed.  There  is  also 
a very  fine  review  of  the  disease  by  Osserman2 
in  the  New  York  State  Journal  of  Medicine 
of  August  15,  1956. 

In  both  journals,  the  effect  of  steroids  was 
reviewed  in  the  papers  of  Schlezinger,3  Grob  and 
Harvey,4  Rand t, 5 and  Westerberg  and  Magee.6 
These  men  warned  against  the  use  of  adreno- 
corticotropic hormone  (ACTH)  because  of 
numerous  deaths  that  occurred  and  numerous 
respirator  cases  that  evolved  from  its  use. 

Torda  and  Wolff7  reasoned  that  the  thymus 
had  some  relationship  to  myasthenia  gravis  and 
that  since  ACTH  could  effect  a diminution  in 
size  of  the  thymus  gland,  it  should  be  valuable 
in  myasthenia  gravis.  They  reported  remissions. 

Currently,  the  opinion  is  that  ACTH  should 
not  be  used,  except  where  there  develops  an 
inoperable  thymic  tumor.  Here  the  doctor  is 
advised  that  careful  observation  and  increasing 
doses  of  cholinergic  drugs  be  used  when  steroids 
are  used. 

The  following  case  is  reported  to  show  an  elderly 
patient’s  fine  response  to  prednisone  (Meticorten), 
which  was  originally  used  for  an  acute  exacer- 
bation of  rheumatoid  arthritis. 

Case  Report 

A seventy-six-year-old,  white  male  was  seen  on 
March  3,  1957,  presenting  as  his  chief  complaint 
the  inability  to  raise  first  the  right  upper  eyelid 
and  then  to  open  the  left  eyelid  without  difficulty  or 
manual  aid.  He  attributed  the  ptosis  of  right  upper 
lid  to  eye  surgery  in  November,  1956,  and  noted  the 
weakness  of  the  left  eyelid  only  during  the  past 


week.  In  order  to  see  he  had  to  raise  both  upper 
lids  manually.  On  further  questioning,  the  patient 
showed  how  he  had  to  raise  his  chin  manually  in 
order  to  chew  his  food. 

Past  History. — The  patient  was  an  old,  mild 
diabetic  for  the  past  ten  years,  taking  10  units  of 
protamine  zinc  insulin  daily.  He  also  had  mild 
rheumatoid  arthritis  of  the  hands  and  neck  for 
many  years.  The  rest  of  his  past  history  was  non- 
contributory. Examination  revealed  a fairly  well- 
nourished  individual  with  both  eyelids  practically 
closed.  They  were  opened  partially  only  with  great 
difficulty.  There  were  no  disturbances  or  paresis 
of  the  muscles  of  the  eyeballs  and  no  evidence  of 
other  cranial  nerve  involvements.  The  hands 
showed  evidence  of  acute  rheumatoid  arthritis  with 
tenderness  and  some  swelling  of  metacarpal  phalan- 
geal joints.  Examination  of  the  head  and  neck 
indicated  negative  results.  The  heart  had  a regular 
sinus  rhythm  with  no  murmurs.  Examination  of  the 
lungs  gave  negative  results.  In  the  abdomen  no 
hepatosplenomegaly  or  other  masses  were  found. 
There  was  no  paresis  and  no  edema  of  the  extremities. 

Laboratory  Findings. — The  chest  x-ray  showed 
no  evidence  of  thynoma  or  enlarged  thymus.  Blood 
sugar  was  145  mg.  per  cent.  Urea  nitrogen  was  18. 
Hemoglobin  was  13.8  Gm.,  and  the  white  blood 
count  was  6,000.  Hematocrit  was  31  per  cent. 
The  red  blood  count  was  3,800,000.  Polymorpho- 
nuclears  were  60  per  cent,  and  Lymphocytes  were 
38  per  cent.  Sulfur  was  2.  Potassium  was  3.8. 
The  sedimentation  rate  was  3 mm.  in  one  hour. 

A diagnosis  of  myasthenia  gravis  was  considered. 
The  patient  was  given  2 cc.  of  1 : 2,000  Prostigmin 
Methylsulfate  subcutaneously,  and  within  ten  min- 
utes he  claimed  that  he  could  raise  his  eyelids  and 
could  see  much  better.  The  response  helped  corrob- 
orate the  diagnosis  of  myasthenia  gravis. 

The  patient  was  first  put  on  neostigmine  30  mg. 
every  four  hours  with  very  poor  response.  Mytelase 
Chloride  tablets,  a long-acting  cholinergic  drug,  25 
mg.  four  times  a day,  was  used  with  only  fair  results. 
The  patient  was  able  to  walk  a distance  of  three  to 
four  blocks  without  aid,  but  he  always  complained 
that  the  medicine  did  not  last  long  enough.  About 
one  month  after  the  diagnosis  was  made,  the  patient 
suddenly  developed  an  acute  attack  of  rheumatoid 
arthritis  of  the  hands.  There  was  no  response  to 
large  doses  of  salicylates,  Butazolidin,  codeine,  and 
aspirin.  The  use  of  steroids  was  entertained;  how- 


December  15,  1958 


4033 


DAVID  B.  MONHEIT 


ever,  the  fact  that  he  was  a mild  diabetic  causd  me 
to  delay  its  use.  Since  the  patient  was  not  improv- 
ing Meticorten,  10  mg.  four  times  a day  was  given 
for  the  severe  joint  action.  There  was  prompt  re- 
sponse to  steroids,  and  swelling  and  pain  abated  in 
the  hands.  In  addition,  the  patient  reported  that 
his  eyes  were  now  better  and  his  eyelids  no  longer 
drooped.  In  order  to  evaluate  the  effect  of  steroids 
on  myasthenia,  Mytelase  was  discontinued.  The 
patient  continued  to  feel  fine  and  had  no  ptosis  of 
lids.  Steroids  were  discontinued,  and  two  weeks 
later  the  patient  again  complained  of  weakness  in 
the  lids  and  inability  to  masticate  without  manual 
aid  in  raising  his  lower  jaw.  The  patient  at  pres- 
ent is  on  Meticorten  5 mg.  three  times  a day.  This 
has  not  aggravated  his  diabetic  condition.  The 
patient  is  still  taking  10  units  of  protamine  zinc 
insulin.  The  advice  of  the  Myasthenia  Gravis 
Conference  has  been  heeded,  and  the  patient  also 
takes  Mytelase  25  mg.  three  times  a day. 

Comment 

This  case  is  of  interest  because  of  the  sudden 
development  of  the  disease  in  an  old  diabetic. 
In  the  differential  diagnosis,  other  causes  not 
established  as  diabetic  neuropathy  had  to  be 
entertained.  However,  prompt  response  to 
Prostigmin  proved  the  diagnosis  as  myasthenia 
gravis.  There  is  great  promise  in  the  slow 
release  tablets  of  Mestinon  bromide  reported  by 
Schwab,  Osserman,  and  Tether.8  However,  my 
patient  did  not  get  much  relief  from  the  Mytelase 
tablets.  The  satisfactory  lasting  and  quick 
response  to  prednisone  was  very  gratifying  and 
surprising.  Withdrawal  of  steroids  brought 
recurrence  of  ptosis  of  the  lids  and  an  inability  to 
masticate  without  the  aid  of  raising  his  chin. 
His  diabetic  condition  has  not  been  aggravated 
until  the  present.  The  patient  is  taking  Meti- 
corten 10  mg.  daily  in  two  doses.  This  is  sufficient 
to  maintain  his  well-being  and  complete  control 
of  the  myasthenia  gravis.  Mytelase  has  been 
added  as  a safety  measure  as  suggested  by  Kane.9 

The  response  to  prednisone  was  very  sur- 
prising, considering  the  wrarning  against  the  use 
of  steroids,  especially  ACTH.  Torda  and  Wolff7 
reported  satisfactory  remissions  in  1951.  Other 
clinics  reported  that  the  administration  of 
ACTH  was  an  extremely  hazardous  procedure, 
especially  in  the  first  few  days,  and  in  some  cases 
death  ensued.  The  current  opinion  is  that 
ACTH  should  not  be  used,  according  to  reports 
by  Schlezinger,3  Grob  and  Harvey,4  Rand t, 6 
and  Westerberg  and  Magee.6 


After  using  Meticorten,  I found  one  similar 
case,  reported  by  Dittler,10  which  was  treated  with 
ACTH  with  good  response. 

The  response  to  Meticorten  suggests  that 
there  must  be  some  relationship  of  adrenals  to 
the  neuromuscular  physiology.  These  results 
suggest  that  further  studies  are  necessary.  The 
prompt  response  to  prednisone  suggests  that 
once  diagnosis  is  established  and  a case  is  rela- 
tively mild,  prednisone  should  be  used  as  a test 
for  its  quick  response.  The  use  of  prednisone 
suggests  that  there  may  be  other  pathways  by 
which  the  patient  is  aided.  Is  it  possible  that 
the  steroids  enhance  the  use  of  cholinergic 
drugs  more  than  effecting  the  actual  end  plate? 
My  patient  did  very  well  without  Mytelase. 
Howrever,  I feel  that  the  patient  felt  still  better 
with  the  use  of  both  drugs.  Another  question 
is  suggested.  Are  there  two  types  of  myasthenia 
gravis?  Is  there  a type  that  will  respond  to 
steroids  and  another  type  with  unknown  basis 
for  disease  which  will  not  respond  to  steroids? 

Kane11  suggests  the  following  precautions: 
(1)  corticotropin  is  not  justified  in  the  mild  or 
critically  ill  patient,  (2)  it  is  best  used  in  the 
moderately  severe  patient  with  radiologically 
enlarged  thymus,  and  (3)  treatment  should  be 
in  a hospital  equipped  with  adequate  facilities  for 
special  tests  and  care  of  respiratory  emergencies. 

Summary 

In  an  adult,  white,  diabetic  male  who  suddenly 
developed  myasthenia  gravis  fair  results  were 
obtained  with  large  doses  of  Mytelase.  Excellent 
results  with  Meticorten  followed.  The  patient 
is  now  on  maintenance  doses  of  Meticorten  10 
mg.  daily  and,  as  a precautionary  measure, 
takes  Mytelase  25  mg.  twice  a day. 

369  Ninety-Third  Street,  Brooklyn  9 
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Cardiac  arrest  is  a problem  of  increasing 
importance  to  all  branches  of  the  pro- 
fession and  particularly  to  the  surgeon  and  the 
anesthetist.  Judging  from  the  wide  variety  of 
figures  and  statistics  published  regarding  the 
incidence  of  this  condition,  one  seems  justified 
in  saying  that  there  has  been  a significant  in- 
crease in  its  occurrence.1-11  The  reasons  given 
for  this  increase  are  many  and  varied.  How- 
ever, the  increased  use  of  multiple  anesthetic 
agents,  the  widened  range  of  surgical  technics, 
especially  in  the  field  of  cardiac  surgery,  must 
contribute  appreciably  to  its  actual  increase. 

The  widespread  controversies  and  confusion 
among  clinicians  concerning  the  causal  genesis 
of  cardiac  arrest  stand  in  sharp  contrast  to  the 
unanimity  of  opinion  as  to  how  it  should  be 
treated  if  the  situation  arises.12-23  Therefore, 
in  order  to  have  a sound  basis  on  which  to  base 
one’s  ideas,  there  will  be  included  in  this  review 
some  very  fundamental  but  neglected  considera- 
tions of  the  structure,  function,  and  intermediary 
metabolism  of  the  heart. 

The  heart  is  an  extraordinarily  rugged  structure 
which,  according  to  Lovatt  Evans,  beats  2,600 
million  times  and  pumps  310  million  liters  or 

ThiB  work  was  supported  by  grants  from  the  Rush  H.  Kress 
Foundation  and  the  Cesare  Barbieri  Endowment. 


300  thousand  tons  of  blood  in  the  course  of  an 
average  lifetime.  This  is  the  energy  output 
required  to  elevate  10  tons  vertically  10  miles. 
For  an  organ  weighing  only  about  300  grams  this 
is  some  performance,  and  what  is  vastly  more 
important,  it  is  not  going  to  suddenly  stop 
functioning  without  definite  causes,  many  of 
which  have  been  long  in  developing.  Any 
sudden  failure,  except  that  following  the  ad- 
ministration of  agents  such  as  acetylcholine 
or  potassium  chloride  under  special  conditions, 
could  only  occur  as  the  final  result  of  a long 
series  of  antecedent  disturbances,  some  of 
which  are  not  susceptible  of  recognition  with 
present  methods  of  examination  but  which  be- 
come obvious  because  of  the  addition  of  some 
factor  which  by  itself  would  have  no  significant 
consequences  in  a normal  heart. 

Definition 

The  first  essential  feature  in  this  review  will 
be  to  have  a simple,  clear-cut  definition  of  what 
one  means  by  the  term  cardiac  arrest.  The 
necessity  for  this  definition  is  beautifully 
illustrated  by  a case  which  occurred  at  a large 
metropolitan  hospital.  A qualified  surgeon  with 
proper  assistance  was  doing  an  antecubital 
dissection  on  a young,  vigorous  male  for  a 
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severed  tendon.  While  he  was  engaged  in  this 
procedure,  a visiting  surgeon  came  in  to  watch. 
After  observing  the  procedure  for  a few  seconds, 
the  surgeon  suggested  that  it  looked  like  a 
cadaver  dissection.  On  investigation  it  was 
discovered  that  the  patient  was  dead.  An  at- 
tempt was  made  to  pass  this  case  off  as  one  of 
cardiac  arrest.  In  view  of  the  fact  that  the 
attending  surgeons  and  anesthetist  in  this  situa- 
tion were  not  aware  of  the  patient’s  condition, 
their  testimony  is  of  no  value.  It  is  almost  cer- 
tain, after  careful  review  of  all  factors,  that  this 
was  a case  of  asphyxiation,  and  the  death  was 
due  to  anoxia  producing  myocardial  failure 
which  by  no  stretch  of  the  imagination  should 
be  classified  as  a cardiac  arrest. 

Certainly  every  death  is  characterized  even- 
tually by  the  stopping  of  the  heart.  However, 
it  is  of  the  utmost  importance  to  recognize 
what  one  means  by  the  term  cardiac  arrest. 
Cardiac  arrest  is  a term  used  in  this  review  to 
mean  any  sudden  and  usually  unexpected  failure 
of  the  heart  to  maintain  circulation.  One  cannot 
stress  too  much  this  question  of  cardiac  arrest 
being  sudden  because  of  its  confusion  with 
myocardial  failure  from  anoxia  as  a result  of 
previously  existing  valvular  disease,  lesions 
within  the  myocardium,  the  action  of  an  agent 
such  as  potassium  chloride  under  special  condi- 
tions, or  any  of  many  such  disturbances  giving 
rise  to  failure.  This  is  never  sudden;  if  the 
patient  is  under  observation,  it  is  never  unex- 
pected. 

Before  embarking  on  a description  of  the 
causes  of  cardiac  arrest,  a few  important  points 
in  anatomy,  histology,  physiology,  biochemistry, 
and  pathology  will  be  reviewed.  Very  few 
clinicians  realize  that  the  heart  is  two  different 
organs  embryogenetically,  morphologically,  and 
functionally  but  which  operate  as  an  integrated 
unit.  These  considerations  are  of  crucial  im- 
portance to  a clear  understanding  of  this 
problem. 

Anatomy  of  the  Heart 

There  are  anatomically  two  different  struc- 
tures, the  specific  tissue  and  the  common  myo- 
cardium. 

Specific  Tissue. — The  specific  tissue  consists 
of  the  sinus  node  in  the  right  atrium  which  is 
small,  a few  millimeters  in  length,  and  about 
one  millimeter  in  width.  There  are  no  other 
specific  tissue  fibers  in  the  atria  except  possibly 


some  junctional  fibers  projecting  into  the  left 
atrium  from  the  atrioventricular  node.  Orig- 
inating in  the  lower  portion  of  the  right  atrium 
is  the  atrioventricular  node  which  is  connected 
with  the  bundle  of  His,  the  two  branches,  and 
all  their  ramifications  throughout  the  ventricles. 
The  only  functional  connection  between  the 
atria  and  the  ventricles  is  through  the  specific 
tissue  under  normal  conditions.  There  is  the 
so-called  bundle  of  Kent,  so  well  developed  in 
the  chicken,  which  has  a direct  pathway  from 
the  right  atrium  to  the  right  ventricle.  This 
is  a rare  condition  in  humans  and  plays  no  sig-  I 
nificant  role  in  the  problem  of  cardiac  arrest.  | 
The  specific  tissue  can  best  be  described,  at  | 
the  risk  of  oversimplification,  by  saying  that  it  r 
is  the  vestigial  remnant  of  the  first  vascular  I 
tube  and  that  it  is  phylogenetically  the  oldest  I 
tissue  in  the  heart  and  ontogenetically  the  first 
to  appear.  The  specific  tissue  is  also  a con- 
tractile muscular  structure. 

Common  Myocardium. — The  second  com- 
ponent is  the  common  myocardium,  which 
provides  over  99  per  cent  of  the  bulk  of  the  heart. 

It  is  phylogenetically  more  recent  and  appears 
later  in  embryonic  development.  It  is  respon- 
sible for  the  work  load  that  the  heart  carries. 
While  also  a muscular  structure,  in  many  ways 
it  is  very  different  from  the  specific  tissue. 

Histology  of  the  Heart 

■ The  histology  of  the  heart  shows  remarkable 
differences  between  the  common  myocardium 
and  the  specific  tissue. 

Specific  Tissue. — At  a meeting  of  the 
American  Medical  Association  in  Atlantic  City 
in  1951,  a paper  was  read  in  which  it  was  stated 
that  there  was  no  such  thing  as  specific  tissue  in 
the  heart.24  The  other  extreme  is  demonstrated 
by  the  fact  that  every  few  years  someone  an- 
nounces the  discovery  of  a new  area  or  cellular 
arrangement  characteristic  of  the  specific  tissue. 

It  seems  pertinent,  then,  to  inquire  what  are  | 
the  histologic  characteristics  of  the  specific  tissue. 
The  fibers  composing  the  specific  tissue  appear  [ 
very  different  morphologically  by  the  usual  ■ 
hematoxylin-eosin  stain  from  those  of  the  com- 
mon  myocardium.  They  are  muscle  fibers  and 
in  the  sino-auricular  node  and  bundle  they  con- 
tain more  nuclei  and  are  smaller  than  the  common 
myocardium.  In  the  larger  masses,  such  as 
the  atrioventricular  node,  these  differences  are 
not  so  prominent.  In  the  steer  heart  the  spe- 
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cific  tissue  fibers  cut  with  a tough  fibrous  quality 
and  contain  a much  higher  percentage  of  con- 
nective tissue.  In  the  steer  heart,  where  the 
main  masses  of  the  specific  tissue  are  readily 
dissected  out,  the  total  weight  on  the  average  is 
about  one  gram.  To  the  eye  the  specific  tissue 
from  the  steer  has  an  obvious  fibrillar  structure 
as  compared  to  the  common  muscle.  Special 
stains  show  it  to  contain  a much  higher  concentra- 
tion of  glycogen  and  cholinesterases  than  the 
common  myocardium.  In  fact,  when  one  sees 
a microscopic  section  in  which  there  is  an  area 
of  specific  tissue  and  common  muscle  together, 
it  is  usually  easy  to  see  that  they  are  very  dif- 
ferent. In  the  sinus  node,  the  atrioventricular 
node,  the  bundle,  and  the  main  branches,  it  is 
readily  distinguished  from  the  common  myocar- 
dium. When  one  gets  down  into  its  final 
ramifications,  these  differences  become  less 
distinct  but  nevertheless  are  susceptible  of 
recognition  microscopically.25 

Common  Myocardium. — The  common  myo- 
cardium is  a typical  cross-striated  muscle 
structure  in  which  the  auricles  are  completely 
separated  from  the  ventricles.  These  muscle 
fibers  are  arranged  in  interlacing  spiral  bundles 
and  in  the  ventricles  receive  specific  tissue 
fibers  to  all  functioning  units  of  the  common 
myocardium. 

It  has  long  been  taught  that  the  common 
myocardium  is  a syncytial  type  of  structure,26 
but  recent  observations  show  that  this  is  not  so.27 
The  intercalated  disks  are  specialized  junctions 
between  the  individual  cellular  units  of  the 
myocardium.  Convincing  evidence  for  this 
has  been  presented  recently  by  Fawcett  and 
Selby28  from  electron  microscopy  studies  on  the 
structure  of  the  atrium  of  the  turtle. 

Physiology  of  the  Heart 

The  physiology  of  the  heart  is  also  very 
different  when  one  thinks  in  terms  of  the  specific 
tissue  as  compared  to  the  common  myocardium. 

Specific  Tissue. — The  function  of  the  specific 
tissue  is  fundamentally  different  from  that  of 
the  common  myocardium  in  that  its  most 
unique  feature  is  the  capacity  to  originate  a 
stimulus  autonomously.29  While  it  may  respond 
to  a metabolite  produced  by  a contraction,  or 
the  muscular  contraction  may  lower  the  threshold 
for  this  response,  nevertheless  the  specific  tissue 
has  the  capacity  to  originate  stimuli  without 
the  receipt  of  outside  influences.  Most  impor- 


tant, nervous  connections  can  influence  but  play 
no  role  in  the  initiation  of  the  stimulus.30 

The  top  cell  of  the  sinus  node  autonomously 
originates  a stimulus,  the  rate  of  which  is  sub- 
ject to  nervous  influences  but  which  normally  is 
about  80  or  90  a minute.  The  stimulus  now  goes 
to  the  second  cell,  third  cell,  and  so  on.  The 
rate  of  stimulus  formation  decreases  as  one  goes 
downward.  This  stimulus  is  now  conveyed  to 
the  auricular  muscle  and  passes  through  the 
right  atrium  to  the  left,  then  through  the  atri- 
oventricular node  to  the  bundle,  and  then 
throughout  all  the  ramifications  of  the  bundle 
branches.  The  terminal  endings  of  the  specific 
tissue  now  transfer  this  stimulus  to  the  common 
myocardium  which  now  contracts.  The  pas- 
sage of  the  stimulus  in  the  specific  tissue  is  by 
a wave  of  muscle  contraction.  The  sequence  of 
events  then  is  contraction  of  the  right  auricle, 
then  left  auricle,  then  the  ventricles. 

These  changes  are  beautifully  shown  when  a 
dog’s  heart  is  exposed  and  a moving  picture 
made  and  subsequently  run  in  slow  motion.31 
It  is  important  to  realize  that  every  single  fiber 
of  the  specific  tissue  can  originate  a stimulus. 
The  rate  of  stimulus  formation  in  the  atrioven- 
tricular node  is  about  60  to  50  a minute,  then 
at  a still  lower  rate  in  the  main  bundle,  and 
lower  still  in  the  branches,  until  one  gets  down 
deep  in  the  connections  with  the  common 
muscle  where  the  rate  falls  to  one  or  two  per 
minute. 

Myocardium. — The  most  important  physio- 
logic feature  of  the  common  myocardium  is  its 
inability  to  contract  except  on  receipt  of  a stimu- 
lus which  normally  comes  from  the  specific  tissue. 
This  functional  characteristic  is  shown  most 
impressively  when  acetylcholine  is  injected  on  a 
bypass  into  the  aorta  of  a dog,  as  described 
later  in  this  review. 

Biochemistry  of  the  Heart 

The  biochemistry  of  the  specific  tissue  is  again 
different  from  that  of  the  common  myocardium, 
and  in  some  ways  these  distinctions  have  the 
greatest  significance  and  importance  in  terms  of 
function,  especially  to  the  vicissitudes  of  the 
various  strains  and  stresses  to  which  the  heart 
is  subject. 

Specific  Tissue. — The  biochemistry  of  the 
specific  tissue  shows  some  quite  significant 
differences  from  that  of  the  common  myocar- 
dium. The  specific  tissue  has  been  dissected 
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out  in  a large  number  of  species  and  detailed 
morphologic  studies  with  various  technics  and 
strains,  but  as  far  as  we  have  been  able  to  de- 
termine, no  studies  have  been  done  on  its  inter- 
mediary metabolism.25* 32-34  In  this  laboratory 
an  extensive  series  of  studies  has  been  done 
using  the  steer  heart  for  the  source  of  the  specific 
tissue,  since  in  the  rat,  guinea  pig,  rabbit,  dog, 
or  even  the  sheep,  the  amount  of  tissue  to  be 
procured  is  too  small  for  convenience. 

In  80  experiments  on  some  500  steer  hearts, 
the  sinus  node  where  possible,  and  always  the 
atrioventricular  node,  the  bundle  of  His,  and 
the  main  portion  of  the  branches  which  could  be 
determined  with  certainty  were  dissected  free, 
isolated,  and  intermediary  metabolic  studies 
done  on  slices,  mince,  and  homogenates  and 
compared  with  similar  preparations  from  the 
common  myocardium.  It  was  early  recognized 
that  actual  comparisons  could  only  reliably  be 
determined  by  the  use  of  homogenates  because 
with  mince  and  slices  of  the  same  weight  the 
difference  in  surface  area  when  placed  in  the 
Warburg  vessel  and  exposed  to  the  shaking 
media  produced  wride  variations  in  results. 
Accordingly,  the  results  presented  represent 
studies  on  intermediary  metabolism  of  homog- 
enates as  determined  by  the  usual  manometric 
technics  of  the  specific  tissue  as  compared  to 
the  common  myocardium  from  the  same  hearts. 
Full  details  of  this  wrork  are  in  the  course  of 
preparation  for  publication. 

Common  Myocardium. — The  biochemistry 
of  the  common  myocardium  can  best  be  sum- 
marized for  our  purpose  by  saying  that  it  will  do 
very  well  on  an  aglycemic  medium.  It  has  a 
very  limited  capacity  to  go  into  oxygen  debt. 
It  stores  glycogen  very  efficiently  and  is  higher 
in  starving  animals  than  in  well-fed  controls. 
Cardiac  glycogen  can  not  be  diminished,  much 
less  depleted,  by  insulin  or  adrenalin.  There 
is  a marked  depletion  of  cardiac  glycogen  in 
hypoglycemia  and  anoxia.  On  the  other  hand, 
no  such  changes  occur  in  skeletal  muscle.  While 
in  exercise  there  is  a marked  depletion  of  skeletal 
muscle  glycogen,  there  is  no  effect  on  cardiac 
glycogen.35 

The  common  myocardium  has  a very  unique 
and  useful  faculty  of  being  able  to  store  energy 
locally  for  future  use  as  a supplementary  energy 
supply,  in  addition  to  an  active  energy  release 
mechanism.  For  example,  the  energy  in  the 


terminal  bond  of  adenosine  triphosphate  that 
is  formed  through  the  utilization  of  oxygen  can 
be  stored  in  a readily  available  form  as  creatine 
phosphate.  Adenosine  triphosphate  plus  crea- 
tine gives  creatine  phosphate  and  adenosinedi- 
phosphate.  Then,  under  conditions  of  strain,  the 
reverse  occurs.  Creatine  phosphate  plus  adeno- 
sinediphosphate  gives  adenosine  triphosphate 
and  creatine.  By  means  of  this  biochemical 
mechanism,  the  heart  can  form  adenosine 
triphosphate,  wffiich  is  its  direct  source  of  energy, 
from  adenosinediphosphate  plus  creatine  phos- 
phate without  utilization  of  oxygen  for  the 
formation  of  this  energy  source.  This  con- 
stitutes a remarkably  useful  and  instantly 
available  source  of  energy  in  storage  or  reserve 
when  unusual  demands  are  not  readily  supplied 
by  active  energy  release  mechanisms. 

The  important  points  in  the  intermediary 
metabolism  of  the  specific  tissue  and  the  common 
myocardium  for  the  purpose  of  this  review  may 
be  summarized  as  follows.  No  significant  dif- 
ferences were  observed  between  the  oxygen 
uptake  of  hemogenates  of  specific  tissue  and 
myocardium  with  morphine,  atropine,  Nembutal 
amytal,  adrenalin,  and  potassium  iodoacetate. 
The  homogenates  of  specific  tissue  were  definitely 
more  inhibited  in  their  oxygen  uptake  with 
Atoxyl,  malonate,  trypsin,  chymotrypsin,  pro- 
pylthiouracil, and  pancreatic  extract.  The  most 
remarkable  difference  in  these  twro  tissues  wras 
observed  with  methylmalonate,  which  depressed 
oxygen  uptake  in  the  specific  tissue  about  25 
per  cent  while  it  enormously  increased  the 
oxygen  uptake  of  the  myocardial  homogenates. 
Sometimes  the  oxygen  uptake  was  doubled. 
This  evidence  may  suggest  that  the  specific 
tissue  is  unable  to  convert  methylmalonate  to 
succinate  and  use  it  as  substrate.  On  the  other 
hand,  the  common  myocardium  can  very  effi- 
ciently convert  methylmalonate  to  succinate  and 
use  it  as  substrate.36  Pentothal  Sodium  w^as  most 
depressing  to  the  specific  tissue  as  compared  to 
the  myocardium,  and  this  may  have  great 
clinical  importance  in  view  of  the  extraordinary 
high  incidence  of  cardiac  arrest  in  the  combat 
zone  in  a large  series  of  cases  in  which  Pentothal 
Sodium  was  the  exclusive  anesthetic  agent.37 

Pathology  of  the  Heart 

The  specific  tissue  has  its  own  pathology  and 
may  have  extensive  lesions  from  diseases  such 
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as  rheumatic  fever  with  no  changes  whatever 
in  the  common  myocardium.38  Indeed,  there 
may  be  quite  extensive  lesions  in  the  ventricular 
specific  tissue  without  any  known  technic  for 
their  recognition  at  the  present  time.  This  is 
due  to  the  law  of  auxomeric  conduction  which 
states  that  as  long  as  there  is  one  single  healthy 
fiber,  conduction  will  be  normal.  In  other 
words,  an  individual  can  be  an  all-American 
football  star  as  long  as  there  is  one  healthy  fiber 
in  his  bundle  of  His  which  will  remain  healthy. 
This  explains  why  a seemingly  normal  heart 
may  appear  to  suddenly  go  into  arrest  when  in 
reality  it  is  the  result  of  a long  series  of  previous 
morphologic  and  functional  changes. 

Myocardium. — Likewise,  in  the  common  mus- 
cle one  may  have  extensive  lesions  with  no 
changes  in  the  specific  tissue.  It  is  quite  re- 
markable that  the  pathologist  sometimes  sees 
extensive  degenerative  changes  strictly  localized 
to  the  circumflex  artery,  and  what  is  vastly  more 
common,  advanced  lesions  in  the  left  anterior 
descending  and  no  recognizable  changes  in  the 
rest  of  the  coronary  vessels.  Even  in  their 
pathology  there  is  considerable  difference  be- 
tween the  specific  tissue  and  the  common  myo- 
cardium.39 

The  First  Heart  Beat 

There  is  some  confusion  in  the  literature 
about  the  first  heart  beat.  There  are  even 
papers  which  describe  the  beginning  of  the  heart 
to  beat.40  The  heart  really  never  starts  to  beat 
any  more  than  the  spermatozoon  or  ovum  starts 
to  live.  It  is  always  beating.  The  contractile 
anlage  in  the  egg  evolves  through  cellular 
proliferation  into  the  smooth  muscle  and 
cardiac  muscle  of  the  mature  fetus.  In  this 
sense  the  heart  is  always  beating,  and  the  work 
of  pumping  blood  must  indeed  be  variable  and 
unimportant  compared  to  the  concept  that  the 
contractile  muscle,  like  the  dynamic  state,  is 
I essential  to  what  is  usually  defined  as  living. 
After  all,  what  is  alive  is  really  a matter  of 
definition,  particularly  when  one  gets  into  the 
I realm  of  crystalline  enzymes,  crystalline  viruses, 
and  bacteriophages.  It  is  particularly  interesting 
in  this  connection  to  mention  the  work  of  Fraenkel- 
Conrat  and  Williams,41  who  took  crystals  of 
tobacco  mosaic  virus  and  separated  them  into 
their  two  main  constituents,  protein  and  ribo- 
nucleic acid.  Separately,  neither  fragment  could 
be  considered  alive  and  certainly  would  behave  as 
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inert  matter,  but  on  being  artificially  placed 
together,  they  displayed  all  the  characteristic 
properties  of  tobacco  mosaic  virus,  such  as 
ability  to  grow  and  infect  tobacco  plant  leaves. 
Here,  indeed,  is  illustrated  the  importance  of 
recognizing  that  what  is  alive  must  be  a ques- 
tion of  definition,  as  was  pointed  out  so  long  ago 
and  very  clearly  by  Lotka.42  In  a sense  the 
first  heart  beat  is  like  what  is  living.  It  is 
important  to  realize  that  there  is  a point  or  time 
when  the  heart  actually  starts  to  pump  blood, 
but  in  a wider  sense  it  is  always  moving,  al- 
ways contracting — there  is  no  beginning. 

Further  evidence  for  considering  that  the 
heart  is  always  beating  is  the  following:  if  one 
divides  the  specific  tissue  into  the  most  minute, 
bearly  visible  fragments  from  one  of  its  main 
consolidations,  each  fragment  shows  rhythmic 
contractions,  and  if  small  enough,  this  is  true 
even  microscopically.43  In  addition,  it  was 
shown  in  1912  by  Burrows44  that  the  tiniest 
bits  of  heart  muscle  from  embryo  chicks  con- 
tinued to  beat  in  blood  plasma  for  as  long  as 
thirty  days  and  that  cells  that  wandered  off 
from  the  main  mass  continued  to  multiply  and 
always  showed  rhythmic  contractions.  Also, 
Ebert45  has  shown  in  very  early  chick  embryos 
that  the  cardiac  contractile  protein,  myosin,  is 
synthesized  throughout  all  areas  of  the  blasto- 
derm during  the  primitive  streak  stages.  In 
later  development  this  process  is  localized  to 
the  heart-forming  area  where  the  other  con- 
tractile protein,  actin,  appears.  From  the  very 
first  this  is  restricted  in  its  formation  to  this 
particular  location. 

An  important  point  to  remember  is  that  the 
heart  of  the  vertebrate  is  capable  of  rhythmic 
contractions  in  the  absence  of  all  nervous 
tissues.  As  long  ago  as  1882,  Gaskell46  showed 
that  not  only  does  the  heart  beat  arise  in  muscle 
cells,  but  transmission  of  the  impulse  in  atria 
and  from  atrium  to  ventricle  takes  place  in 
muscular  structures  such  as  the  atrioventricular 
node,  the  bundle  of  His,  and  all  its  ramifications. 
Except  for  these  connections  and  the  rare  cases 
of  the  bundle  of  Kent  there  are  no  other  con- 
nections or  tissue  continuity  between  the  atria 
and  the  ventricles.47 

Bayllis48  states  that  the  heart  beat  is  not 
initiated  by  periodic  discharges  of  ganglion 
cells,  and  if  a nerve  network  plays  any  part  in 
the  transmission  of  the  wave  of  excitation,  it 
must  be  of  a kind  never  proved  to  exist  in 
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higher  animals.  In  the  impulse  going  from 
finer  ramifications  of  the  specific  tissue  to  the 
propulsive  common  striated  muscle  one  must  be 
very  clear  that  that  is  caused  by  a wave  of 
contraction  passing  from  the  specific  tissue  to 
the  muscle,  and  any  electrical  effects  so  pro- 
duced are  the  results  of  previously  activated, 
enzymatically  catalyzed,  chemical  processes. 
The  rate  of  conduction  in  the  auricular  muscle 
is  1,000  mm.  per  second,  in  the  ventricular 
muscle  it  is  300  to  500  mm.  per  second,  and  in 
the  specific  tissue  it  is  3,000  to  5,000  mm.  per 
second.  The  slowest  rate  of  conduction  is  in 
the  atrioventricular  node,  200  mm.  per  second.49 
Pick60  has  shown  that  if  cardiac  muscle  fibers 
are  connected  with  fine  branches  of  specific 
tissue,  they  are  still  contracting  regularly  two 
to  three  days  after  death.  This  rate  can  be 
markedly  increased  if  the  fibers  are  placed  in 
warm,  oxygenated,  balanced  electrolyte  so- 
lutions. 

It  has  been  shown  that  spontaneous,  minute 
contraction  waves  occur  in  heart  muscle  long 
after  death.  In  the  case  of  the  rabbit’s  auricle 
they  occur  for  as  long  as  six  days  when  stored  at 
4 C.ftl 

Kuliabko52  was  the  first  to  work  on  the 
length  of  survival  of  the  specific  tissue.  In 
rabbits  kept  cold  he  could  regularly  show 
contractions  forty-four  hours  after  death,  and 
under  special  conditions,  for  as  long  as  one  hun- 
dred twelve  hours.  In  a three-month-old  child 
who  died  of  pneumonia,  he  demonstrated  func- 
tion twenty  hours  after  death  and  states  that 
regions  of  the  sinus  node  remain  viable  for 
seven  days  after  death.  This  continuing  func- 
tion after  death  should  not  be  so  surprising 
when  it  is  recalled  that  mitoses  of  primary 
spermatocytes  occur  sixteen  hours  postmortem 
under  real  anaerobic  conditions.63  Mitoses  have 
been  demonstrated  in  tumors  for  at  least  two 
hours  after  death.  The  only  esterase  which 
could  be  histochemically  localized  in  the  specific 
tissue  was  cholinesterase,  which  is  important  to 
the  heart.64 

Causes  of  Cardiac  Arrest 

There  are  only  two  causes  of  cardiac  arrest  as 
determined  by  this  definition.  First,  ventric- 
ular fibrillation,  a “functional  fragmentation,” 
in  which  there  is  an  incoordinated  rapid  con- 
traction of  individual  muscle  fibers  with  the 
result  that  no  blood  moves  out  of  the  heart. 


In  the  large  series  of  cases  of  cardiac  arrest 
collected  by  Stephenson,  et  al*  the  incidence  of 
ventricular  fibrillation  as  a cause  of  sudden 
failure  to  maintain  circulation  varies  between  10 
and  12  per  cent.  In  open  heart  work,  on  the 
other  hand,  the  incidence  of  ventricular  fibrilla- 
tion is  considerably  greater  than  these  figures 
would  suggest. 

The  causal  genesis  of  this  condition  is  unknown 
at  the  moment  and  can  be  described  best  by 
Churchill’s  famous  remark  about  Stalin  which 
goes  something  like  this — its  cause  is  an  “enigma 
wrapped  in  mystery  and  surrounded  by  total 
darkness.”  It  can  be  caused  by  electrical  cur- 
rents and  cured  by  electrical  currents  even  in 
the  detached  opened  heart  without  blood  flow. 
It  can  be  caused  by  cold,  even  as  slight  as  a cold 
instrument  applied  to  a dog’s  heart.66  -56  It 
is  commoner  in  low  plasma  potassium  than  high.67 
The  development  of  ventricular  fibrillation  is 
increased  by  adrenalin,  although  if  it  occurs 
from  causes,  Stephenson  is  of  the  opinion  that 
injection  of  adrenalin  makes  defibrillation  easier. 
If  it  does  occur  after  adrenalin,  it  is  not  particu- 
larly difficult  to  deal  with.  In  view  of  the  com- 
plete absence  of  any  real  knowledge  of  its  cause, 
it  can  be  dismissed  from  further  discussion 
except  under  the  heading  of  treatment. 

The  second  cause  of  cardiac  arrest  is  cardiac 
standstill,  in  which  the  heart  sits  motionless  in 
the  thorax  in  diastole,  and  no  blood  moves  out  of 
t'he  heart.  On  the  basis  of  present  experience 
we  find  that  in  order  for  this  situation  to  occur,) 
three  conditions  must  be  present.  First,  wide- 
spread lesions  in  the  ventricular  specific  tissue 
from  previous  rheumatic  fever,  diphtheria,) 
poliomyelitis,  or  other  diseases.  Second,  the 
remaining  healthy  fibers  in  the  ventricular 
specific  tissue  must  be  functionally  depressed  by 
drugs  or  anesthetic  agents.  Under  these  con- 
ditions all  may  go  well,  but  third,  if  one  suddenly, 
suppresses  stimulation  formation  in  the  sinus 
node  by  vagal  stimulation,  the  ventricular  spe- 
cific tissue,  which  was  capable  of  conduction  on 
receipt  of  a stimulus  from  above,  is  unable  to 
originate  a stimulus  with  sufficient  rapidity  to 
maintain  a heart  rate  of  something  around  22 
beats  per  minute.  That  is  the  minimum 
required  to  maintain  adequate  oxygen  and  sub- 
strate concentration  in  the  myocardium  for  it  to 
respond  to  every  stimulus.  The  result  is  a sud-i 
den,  dramatic,  unexpected  cardiac  standstill  in 
diastole  which  to  the  casual  observer  has  ap- 
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peared  out  of  the  blue.  Later  contemplation 
shows  that  all  biologic  disturbances  of  this  kind 
are  preceded  by  a series  of  events,  however 
inconspicuous  they  may  be,  which  have  made 
the  event  possible.  One  of  the  most  important 
points  to  be  clear  about  is  that  the  cause  of 
the  standstill  is  failure  to  originate  a stimulus  in 
the  ventricular  specific  tissue.  Very  soon, 
with  the  heart  in  standstill,  the  myocardium 
will  not  respond  to  a stimulus  if  one  does  arise 
because  of  the  inadequate  myocardial  circulation. 
In  other  words,  the  cause  of  the  heart  stopping  is 
very  different  from  the  reason  it  does  not  beat 
when  the  surgeon  applies  his  hand.  Under  these 
conditions  it  will  only  commence  to  beat  autono- 
mously when  sufficient  circulation  is  re-estab- 
lished in  the  myocardium  by  manual  pressure  to 
permit  clearance  of  accumulated  metabolites 
and  so  permit  response  to  the  stimulus  bf  its 
own  specific  tissue  or  the  surgeon’s  hand.  It 
would  be  very  helpful  to  describe  two  actual 
cases  to  illustrate  how  these  changes  can  come 
about. 

Case  Reports 

Case  1. — In  a large  eastern  city,  a surgeon  wanted 
to  do  a cholecystectomy  on  a woman  in  a small 
hospital  and  took  along  his  scrub  nurse  and  an 
anesthetist.  When  the  patient  was  properly  an- 
esthetized, the  abdomen  was  opened,  and  a large, 
self-retaining  retractor  was  inserted.  The  anesthe- 
tist promptly  noticed  that  there  was  no  pulse  in  the 
carotid  arteries  and  no  blood  pressure  the  moment 
the  retractor  was  in  place.  No  heart  sounds  could 
be  heard,  and  at  the  end  of  two  minutes  the  thorax 
was  opened.  The  heart  was  massaged  and  promptly 
proceeded  to  beat  spontaneously.  In  fifteen  min- 
utes from  the  time  of  the  accident  the  patient’s 
general  condition  was  excellent,  with  a normal  pulse 
rate,  normal  blood  pressure,  and  a good  color.  The 
surgeon  said,  “Now  what  are  we  supposed  to  do?” 
The  anesthetist  said,  “As  far  as  I am  concerned,  the 
patient  is  all  right.”  They  left  the  chest  open,  and 
the  anesthetist  moved  around  to  the  left  side  where 
he  could  actually  see  the  heart  beating.  The  surgeon 
then  replaced  the  retractor,  and  the  anesthetist  ob- 
served that  the  heart  immediately  developed  a 
severe  bradycardia  followed  by  standstill  in  diastole. 
He  informed  the  surgeon,  who  took  out  the  retractor. 
The  heart  promptly  proceeded  to  beat.  The  pa- 
tient’s abdomen  was  closed  up  without  any  further 
procedures  and  she  was  returned  to  the  ward.  One 
cannot  help  but  feel  that  a good  dose  of  atropine 
would  have  prevented  this  accident,  and  if  given 
after  it  occurred  the  first  time,  would  have  per- 


mitted completion  of  the  contemplated  operative 
procedure  without  incident.  This  point  is  well 
illustrated  by  the  second  case. 

Case  2. — The  second  case  was  in  a large  metropoli- 
tan hospital  in  New  York  City.  A young  child  of 
a prominent  family  was  brought  to  the  hospital  at 
7 : 00  to  have  his  adenoids  removed.  The  child  was 
prepared  at  7:30  and  taken  to  the  operating  room 
at  9:30.  After  the  patient  was  anesthetized,  the 
surgeon  put  a curette  in  the  nasopharynx.  When 
he  took  the  curette  out,  the  anesthetist  informed  him 
that  the  child’s  heart  was  not  beating  properly  and 
that  the  child  was  a poor  color.  The  surgeon 
thought  there  was  blood  going  down  the  trachea,  so 
a pack  was  placed  in  the  nasopharynx.  The 
anesthetist  said,  “Now  the  heart  is  not  going  at 
all.”  After  a proper  waiting  period,  the  chest  was 
opened,  and  the  heart  was  massaged.  Within  ten 
minutes  circulation  was  normal,  and  a discussion  was 
held  as  to  what  to  do.  It  was  decided  to  return  the 
child  to  the  ward,  and  so  that  there  would  be  no  more 
bleeding,  a second  pack  was  placed  in  the  naso- 
pharynx. A cardiac  standstill  again  occurred. 
The  beat  returned  spontaneously  when  the  child  was 
shaken  and  the  heart  area  massaged  without  open- 
ing the  chest  a second  time,  which  they  were  pre- 
pared to  do.  The  following  day  very  careful  gen- 
eral examinations  revealed  no  explanation.  Ac- 
cordingly, the  child  was  taken  back  on  the  third  day 
for  removal  of  the  packs.  By  this  time  an  electro- 
cardiograph was  in  operation,  and  on  starting  to 
remove  the  pack,  very  severe  bradycardia  de- 
veloped. It  was  suggested  at  this  time  by  the 
younger  members  of  the  staff  that  the  child  be 
given  a dose  of  atropine.  This  was  ruled  out  be- 
cause it  would  make  the  heart  go  too  fast — not  such 
a danger  when  one  considers  that  the  problem  was 
it  would  not  go  at  all  after  irritation  to  the  naso- 
pharynx. The  child  was  returned  to  the  ward 
with  the  packs  still  in  place.  On  the  morning  of 
the  fourth  day,  the  child  was  taken  to  the  oper- 
ating room,  a dose  of  atropine  was  given,  the  pack 
was  removed,  and  the  adenoids  cleaned  out  without 
any  untoward  reactions  whatsoever. 

There  are  no  vagal  fibers  in  the  mammalian 
ventricle  and,  therefore,  no  amount  of  vagal 
stimulation  can  seriously  disturb,  much  less 
cause  failure  of  the  circulation.  This  is  a fact 
that  is  frequently  forgotten  in  thinking  of  this 
problem. 

Long  ago,  Goltz  showed  that  if  you  flick  a 
frog’s  abdomen,  cardiac  standstill  immediately 
occurs  because  the  frog  has  vagal  fibers  in  the 
ventricle.  If  vagal  fibers  had  persisted  in  the 
mammalian  ventricles,  no  evolution  would 
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have  been  possible  because  every  time  one  had 
a visit  from  a mother-in-law,  sea  sickness,  or 
the  neighbor’s  pigs  got  in  the  back3’"ard,  cardiac 
arrest  would  probably  occur.  It  cannot  be 
insisted  on  too  frequently  that  no  amount  of 
vagal  stimulation  can  seriously  disturb  a healthy 
heart.  The  carotid  sinus  syndrome  can  occur 
only  when  there  are  lesions  in  the  ventricular 
specific  tissue,  which  accounts  for  the  delay  in 
forming  a stimulus  in  the  ventricle  on  vagal 
stimulation,  thus  causing  the  collapse. 

The  Role  of  Anoxia 

Anoxia  is  the  anesthetist’s  Satan  whose 
diabolic  machinations  explain  all  the  anes- 
thetist’s difficulties.  Indeed,  some  of  our  col- 
leagues would  explain  everything  from  alopecia 
to  procidentia  on  the  basis  of  inadequate  venti- 
lation. The  slightest  degree  of  anoxia  is  a real 
hazard,  and  everjdhing  possible  should  be  done 
to  prevent  it  or  to  correct  it  immediate^. 
However,  anoxia  per  se  never  causes  cardiac 
arrest.  Otherwise,  the  following  statements, 
with  which  every  experienced  clinician  is  familiar 
and  knows  to  be  facts,  could  not  be  true. 

1 . Cardiac  arrest  does  not  occur  in  asphyxia, 
hypoglycemia,  hibernation,  hypothermia  when 
it  is  allowed  to  proceed  uninterruptedly  to  the 
death  of  the  animal,  apnea  from  cerebral  lesions, 
apnea  from  oxygen  inhalation  when  the  respira- 
tory center  is  depressed  in  its  response  to  carbon 
dioxide,  apnea  that  follows  the  sudden  removal 
of  long-standing  tracheal  obstructions,  or  apnea 
from  an  overdose  of  ether. 

2.  No  cases  are  reported  as  occurring  during 
emphysema,  asthma,  or  congestive  heart  failure, 
where  acute  and  chronic  anoxia  are  too  well 
known  to  require  comment. 

3.  No  case  occurred  in  newborn  infants  in 
the  delivery  room.  A case  was  observed  by 
one  of  our  former  associates,  Dr.  Edward  M. 
Cox,  in  a premature  infant  of  twenty  weeks 
gestation  in  whom  the  heart  was  observed  to 
beat  spontaneously  for  three  hours  without  any 
evidence  of  respiration.  In  addition,  the  pul- 
monary alveoli  are  not  developed  until  twenty- 
four  weeks  and,  therefore,  anoxia  alone  must 
play  a very  minor  role,  if  any. 

4.  In  the  whale,  the  seal,  and  the  beaver, 
cardiac  arrest  does  not  result  from  the  vicissitudes 
of  submersion. 

5.  All  organs  and  tissues  react  with  an 
increased  responsiveness  to  anoxia  initially,  and 


only  later  does  function  fall  off.58  Even  nerve 
conduction  is  initially  increased,  and  functional 
failure  is  slow  and  gradual.59  This  is  also  true 
of  the  heart. 

6.  The  heart  has  the  greatest  capacity  to 
extract  oxygen  from  the  blood  of  any  organ  in 
the  body,  and  conditions  are  known  in  which 
blood  containing  no  oxj^gen  at  all  can  be  de- 
livered to  the  corona^  sinus.  The  heart  muscle 
has  the  highest  amount  of  cytochrome  of  any 
organ  in  the  bod}r.  Cytochrome  is  always 
present  in  organs  of  the  highest  respiratory 
activity.  For  example,  it  is  highest  in  pectoral 
muscles  in  birds  and  in  legs  of  grasshoppers.60,61 

7.  Anoxia  releases  adrenalin  and  noradrenalin 
which  increases  the  responsiveness  and  work 
capacity  of  the  heart. 

8.  If  a dog’s  trachea  is  tied  or  clamped,  it 
can  be  shown  b}T  the  electrocardiograph  or  by 
direct  observation  of  the  exposed  heart  that  the 
heart  initially  increases  in  rate  and  then  slowly 
and  progressively  decreases  in  rate  and  vigor. 
However,  cessation  of  cardiac  activity  does  not 
occur  suddenly.  The  heart  continues  to  beat 
for  at  least  an  hour  and  has  been  observed  to 
beat  for  an  hour  and  thirty  minutes. 

9.  In  a series  of  rats  that  were  killed  by  a 
crushing  blow  on  the  head  or  decapitated  for 
other  experimental  purposes  in  which  the  thorax 
was  opened  very  wide  and  the  heart  brought 
under  direct  observation,  the  heart  continued  to 
beat  more  than  twice  per  minute  for  as  long  as 
forty-two  minutes,  and  the  shortest  time  ob- 
served was  sixteen  minutes. 

10.  In  persons  taken  out  of  the  water  in  whom 
respiration  has  ceased,  the  heart  goes  on  beating 
for  an  appreciable  period  of  time,  and  cases  of 
survival  are  reported.  Recently  there  has  been 
a report  of  a California  anesthesiologist  lying  on 
the  bottom  of  a swimming  pool  .for  well  over 
ten  minutes  without  any  serious  circulatory 
disturbances  at  the  time  or  on  coming  to  the 
surface.62  In  some  cases  of  people  taken  out 
of  the  water  with  no  water  found  in  the  lungs, 
death  was  due  to  ventricular  fibrillation,  espe- 
cially if  the  water  was  very  cold. 

11.  If  sudden  cardiac  standstill  is  due  to 
failure  to  form  a stimulus  in  the  ventricular 
specific  tissue  and  this  goes  on  functioning 
for  many  hours  after  death  and  is  the  very  last 
tissue  in  the  body  to  die,  it  is  difficult  to  see  how 
anoxia  could  cause  its  sudden  failure  to  func- 
tion with  asystole. 
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The  role  of  oxygen  would  appear  to  be  essen- 
tial for  the  enzymatic  destruction  or  excretion 
of  drugs  and  some  anesthetic  agents.  There- 
fore, anoxia  would  well  potentiate  under  partic- 
ular conditions  the  depressant  action  of  drugs 
or  anesthetic  agents,  on  the  functioning  activity 
of  the  specific  tissue.  It  would  appear  that 
anoxia  can  be  the  straw  that  breaks  the  earners 
back,  but  the  straw  alone  does  not  seriously 
inconvenience  the  camel,  anymore  than  anoxia 
alone  could  cause  cardiac  standstill.  On  the 
other  hand,  anoxia  is  pernicious  in  the  extreme 
to  the  common  myocardium,  in  which  case, 
however  severe  the  degree  of  anoxia  may  be, 
there  is  no  sudden  failure,  and  it  should  not  be 
unexpected.  Indeed,  when  cardiac  standstill 
does  occur,  the  failure  of  the  heart  to  start 
promptly  when  massaged  is  due  to  failure  of  the 
common  myocardium,  the  functioning  of  which 
is  so  crucially  dependent  on  oxygen.  The  reason 
the  heart  stopped  suddenly,  however,  was  failure 
to  form  a stimulus  in  the  ventricular  specific 
tissue,  which  is  not  so  dependent  on  oxygen. 
Once  a standstill  has  occurred,  the  resulting 
anoxia  is  most  injurious  to  the  common  myocar- 
dium, and  it  requires  a period  of  massage  to 
clear  the  accumulated  metabolites  before  it  will 
respond  to  a stimulus. 

The  role  of  anoxia  quite  recently  has  been 
very  clearly  brought  into  perspective  by  Webb 
and  Howard.63  These  authors,  in  determining 
the  limits  of  myocardial  tolerance  to  total  coro- 
nary occlusion,  were  able  to  show  that  if  the 
heart  were  washed  out  with  an  electrolyte  solu- 
tion to  clear  out  all  clots,  then  under  re-establish- 
ment of  myocardial  circulation  good  function 
would  result  even  after  ninety  minutes  of  total 
anoxia.  This  illustrates  the  point  that  it  is  not 
the  anoxia  of  the  cardiac  arrest  which  causes  all 
the  trouble  but  the  formation  of  small  thrombi 
in  the  fine  vessels,  which  block  the  entrance  of 
subsequent  circulating  blood.  This  also  ex- 
plains Haldane’s  famous  remark  that  anoxia  not 
only  stops  the  machine  but  ruins  the  machinery. 
The  heart  is  not  nearly  so  sensitive  to  oxygen 
lack  as  is  the  brain.  Patients  with  circulatory 
failure  of  sufficient  duration  become  vegetables. 
In  the  case  of  cardiac  arrest,  severe  brain  damage 
may  be  present,  but  the  patient  will  survive  and 
have  a normal  heart  action  and  satisfactory 
circulation.  The  reason  for  failure  of  the 
myocardium  in  anoxia  recently  has  been  sug- 
gested to  be  that  the  cause  of  this  situation  is 
failure  to  pump  out  the  sodium  in  the  muscle 


cell.  In  contracting  strips  of  rat  heart,  lowering 
of  the  sodium  concentration  in  the  bath  relieved 
the  effects  of  anoxia.64  Also,  it  has  been  shown 
that  every  action  of  calcium  on  cardiac  muscle 
can  be  stimulated  by  lowering  the  concentration 
of  sodium.65  Finally,  anoxia  causes  myocardial 
failure  and  not  cardiac  arrest  as  here  defined. 

The  Role  of  Carbon  Dioxide 

That  carbon  dioxide  plays  no  role  in  the 
etiology  of  cardiac  standstill  is  clearly  shown  by 
the  fact  that  no  case  of  cardiac  standstill  has 
been  reported  in  chronic  emphysema,  one  of 
the  few  clinical  conditions  known  in  which  there 
is  both  an  acute  and  chronic  retention  of  carbon 
dioxide.  If  retained  carbon  dioxide  contributed 
to  the  danger  of  cardiac  standstill,  hibernation 
would  be  a highly  precarious  procedure  for  the 
animal  kingdom.  In  dogs  maintained  on  a 
mixture  of  20  per  cent  carbon  dioxide  and  80 
per  cent  oxygen,  the  most  powerful  vagal  stimu- 
lation slowed  the  heart  the  same  as  an  atmos- 
phere of  oxygen,  but  there  was  always  sufficient 
escape  of  ventricular  contractions  to  maintain 
an  adequate  circulation.  The  important  point 
here  is  not  the  time  it  takes  for  the  first  beat  to 
come  through  after  vagal  stimulation,  but 
the  number  of  beats  that  occur  during  the  course 
of  that  minute.  This  simple  rule  is  frequently 
forgotten.  In  fact,  carbon  dioxide  has  no 
depressant  effects  on  the  succinoxidase  enzyme 
system  unless  it  reaches  concentrations  of  over 
20  per  cent.66  In  addition,  Meduna  has  carried 
out  over  20  thousand  treatments  with  inhalation 
of  carbon  dioxide  without  any  untoward  effects. 

Reflex  Pathways 

The  pathway  by  which  a reflex  can  travel  to 
the  heart  from  those  areas  of  our  present  interest, 
such  as  the  respiratory  passages,  gallbladder, 
and  gastrointestinal  mucosa,  may  take  any  one 
of  three  routes:  first,  over  the  vagal  network  to 
the  vagal  center  and  from  there  by  an  efferent 
path  to  the  heart;  second,  by  an  axon  reflex  in 
the  vagal  system  by  passing  from  one  branch  to 
another  without  going  centrally,  and  third,  by 
irradiation  of  vagal  impulses  in  which  the 
stimulus  originates  at  vagal  nerve  endings  and 
passes  to  a ganglion  where  it  transfers  to  a 
branch  of  the  sympathetic  system  and  then  to 
the  heart.67 
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The  areas  in  which  these  impulses  can  originate 
are  wherever  there  are  vagal  nerve  endings. 
According  to  Larsell,68  in  the  lung  there  are  three 
groups  of  nerve  plexuses  with  wide  distribution: 
the  bronchial  group,  the  vascular  group,  and 
the  pleural  group. 

In  the  bronchial  group,  which  includes  the 
trachea  and  nasopharynx,  the  trigger  stimulus 
appears  most  commonly  to  be  an  intratracheal 
tube,  inflation  of  a cuff,  or  a bronchoscope. 
In  the  vascular  group  the  trigger  stimulus  seems 
to  be  stretching  of  the  vessel  wall  by  the  pres- 
ence of  an  embolism,  the  commonest  clinical 
expression  of  which  is  the  so-called  pulmo- 
coronary  reflex  so  well  described  by  Scherf.69 
The  mechanism  of  the  initiation  of  this  reflex 
may  well  be  the  stretching  of  the  wall  and  in- 
adequate clearing  of  accumulated  metabolites.70 
The  metabolites,  acting  on  local  nerve  endings, 
set  up  an  impulse.  The  theory,  of  course,  is 
speculative.  However,  the  existence  of  the 
reflex  is  reasonably  well  established,  and  certainly 
simple  occlusion  of  the  pulmonary  vessel  is  a 
harmless  affair  except  for  the  subsequent  changes 
locally. 

It  is  well  known  that  ligation  of  the  pul- 
monary artery  is  not  a serious  procedure.  In 
animals,  the  occlusion  of  small  vessels  with 
foreign  body  emboli  is  frequently  accompanied 
by  dyspnea  and  even  bronchial  spasm.  These 
effects  disappear  immediately  on  vagal  section. 
Incidentally,  the  electrocardiogram  in  pul- 
monary embolism  is  often  indistinguishable  from 
that  seen  in  coronary  thrombosis,  particularly 
if  the  latter  involves  many  small  branches.71’72 
In  this  connection  it  might  be  mentioned  that  a 
reflex  mechanism  may  well  be  involved  in  the 
death  of  some  persons  taken  from  the  water  in 
whom  no  water  is  found  in  the  lungs.  In  cases 
in  which  the  reflex  is  set  up  by  a stimulus  originat- 
ing in  the  branches  of  the  pulmonary  artery, 
the  effects  are  manifested  on  the  coronary 
circulation,  which,  as  is  well  known,  is  con- 
stricted by  vagal  stimulation.  The  small  num- 
ber of  cases  in  which  electrocardiographic  changes 
are  observed  in  pulmonary  embolism  depends 
at  least  in  part  on  the  fact  that  the  vagal  control 
of  the  coronary  circulation  is  not  very  efficient 
because  pulmonary  embolism  seems  to  be  more 
common  than  is  presently  realized.73  It  might, 
of  course,  be  more  complete  in  some  cases  than 
others.  This  might  explain  why  there  are  some 
patients  in  whom  there  is  myocardial  necrosis 


without  any  evidence  of  coronary  artery  disease 
or  in  those  relieved  of  their  pain  by  administration 
of  nitroglycerin. 

Those  impulses  originating  in  the  pleura  from 
scratching  with  a needle  or  any  other  form  of 
mechanical  irritation  travel  over  a pathway 
which  carries  them  to  the  specific  tissue.  On 
the  basis  of  present  knowledge,  one  might  well 
conclude  that  reflexes  having  their  trigger 
stimulus  in  the  mucosa  of  the  respiratory  or 
gastrointestinal  tracts,  as  well  as  in  the  pleura, 
have  their  effects  intermediated  through  the 
specific  tissue.  Those  originating  from  the 
stretching  of  the  pulmonary  vessels  are  mediated 
by  acting  on  the  coronary  circulation. 

It  is  of  the  utmost  importance  for  surgeons  to 
realize  that  the  type  of  stimulus  alone  can 
determine  the  effect  or  the  organ  to  which  it 
will  go.74  For  example,  if  a certain  frequency  of 
an  electrical  stimulus  is  applied  to  the  vagus 
nerve  in  the  neck,  one  will  see  marked  brady- 
cardia, minimal  gastric  secretion,  and  little 
bronchial  spasm.  When  the  frequency  is 
changed,  one  may  see  much  gastric  secretion  high 
in  acid  and  rich  in  enzymes  with  minimal  car- 
diac slowing.  When  the  frequency  is  changed 
again,  severe  bronchial  spasm  can  be  seen  with- 
out significant  changes  otherwise.  More  pre- 
cisely, if  one  stimulates  the  central  end  of  the 
vagus  in  the  dog  with  a current  or  frequency  of 
50  cycles  per  second,  the  result  is  apnea.  If 
the  frequency  is  10  cycles  per  second,  dyspnea 
results.  Besides  the  actual  anatomic  pathways, 
one  must  consider  the  type  of  trigger  stimulus  in 
order  to  understand  the  course  of  the  resulting 
impulse.  This  will  serve  in  some  measure  to 
explain  the  almost  bewildering  complexity  in 
the  functional  expression  of  reflexes  occurring 
in  the  autonomic  nervous  system.  Even  in 
dogs  maintained  on  100  per  cent  pure  oxygen, 
these  reflexes  are  readily  elicited  because  they 
are  due  to  mechanical  or  other  trip  mechanisms 
applied  to  vagal  nerve  endings. 

It  is  refreshing  to  read  that  vagal  stimuli 
originating  in  the  retrobulbar  branches  of  the 
trigeminus  will  initiate  bradycardia,  but  that 
no  serious  consequences  will  occur  in  the  pres- 
ence of  a normal,  healthy  heart.76 

Figure  1 illustrates  some  examples  of  the 
possible  ways  of  initiating  vagal  reflexes. 

It  has  been  suggested  by  several  authors  that 
if  vagovagal  reflexes  played  a role  in  cardiac 
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Certain  Pancreatic 
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Intratracheal  Tubes 
Esophagoscope 


Clamping  of  Vagal 
Nerve  Endings 


Needle  in  Pleura 
Biopsies  of  Bronchus 

Pharyngeal  Packs’ 


Eye  Pressure 

Carotid  Sinus 

Spraying  of  Throat 
Gastroscope 


Moving  Foreign  Bodies 
in  Respiratory  Passages 


Nasal  Irritations 
Constriction  of  Bronchus 
Bronchoscope 


Moving  Stone 
in  Biliary  Passage 

Fig.  1.  Potential  sources  of  reflexes  which  could 
affect  the  specific  tissue. 


arrest,  the  latter  should  occur  more  frequently 
during  vagotomy,  which  is  not  the  case.  How- 
ever, a moment’s  reflection  will  show  that 
reflexes  are  initiated  from  stimulation  of  nerve 
endings  and  not  nerve  trunks.  A particular 
reflex  from  stimulation  of  a nerve  trunk  can  be 
elicited  only  by  a very  precise  and  specific 
type  of  electrical  stimulation. 

The  Role  of  Anesthesia 

The  action  of  anesthesia  from  such  agents  as 
chloroform,  ether,  cyclopropane,  ethylene,  and 
nitrous  oxide  can  best  be  appreciated  by  re- 
calling what  happens  under  normal  conditions 
and  comparing  this  with  what  occurs  when 
morphologic  lesions  are  present  in  the  specific 
tissue  with  loss  of  functioning  elements.  One 
might  well  ask,  if  there  are  no  vagal  fibers  in 
the  ventricle,  how  can  one  get  cardiac  arrest 
from  vagal  stimulation?  The  point  is  that  no 
healthy,  normal  heart  can  ever  stop  from  vagal 
stimulation  in  the  sense  that  serious  symptoms 
will  arise.  One  will  never  see  a carotid  sinus 
syndrome  in  a nondiseased  heart.  If  the  heart 
has  been  the  site  of  disease  in  which  the  specific 
tissue  in  the  ventricles  has  widespread  areas  of 
destruction,  and  if  under  these  conditions  vagal 
stimulation  depresses  stimulus  formation  in  the 
sino-auricular  node,  the  automaticity  of  the 
specific  tissue  in  the  ventricles  will  have  been 
abolished,  and  a contraction  does  not  occur. 
If  it  does,  it  occurs  with  insufficient  rapidity  to 
provide  an  adequate  circulation.  Some  anes- 
thetic agents,  such  as  chloroform,  cyclopropane, 
and  some  of  the  more  toxic  barbiturates,  de- 
press the  functional  response  of  the  specific 


tissue.  In  other  words,  a normal  heart  under 
anesthesia  can  be  as  vulnerable  to  vagal  stimula- 
tion as  one  with  lesions  in  the  ventricular  specific 
tissue  would  be  without  anesthesia.  Ether  is 
an  exception,  since  it  has  no  effect  on  the  heart 
and  will  even  abolish  arrhythmias  of  cyclopro- 
pane.76 

Drugs 

The  role  of  drugs  is  best  described  by  reverting 
to  the  table  showing  the  effect  of  various  agents 
on  the  oxygen  uptake  of  homogenates  of  common 
myocardium  and  specific  tissue.  However,  a 
few  deserve  special  mention  in  their  effect  on 
the  whole  heart. 

Adrenalin. — Adrenalin  increases  enormously 
the  work  output  of  the  heart  at  a very  great  in- 
crease in  the  utilization  of  oxygen  and  glucose 
and  a marked  reduction  in  efficiency  of  the 
transfer  of  chemical  energy  to  mechanical  work. 
Adrenalin  also  renders  the  heart  much  more 
vulnerable  to  ventricular  fibrillation.  If  one 
takes  a dog’s  heart  out  of  the  chest,  opens  the 
ventricles  and  auricles  wide,  and  washes  out  the 
blood,  it  contracts  quite  regularly  for  some 
minutes.  Then  it  slowly  fails  in  rate  and  vigor 
of  the  contraction.  When  it  has  ceased  to 
beat  less  than  once  per  minute,  it  contracts 
promptly  if  adrenalin  is  injected  into  the  muscle. 
The  contractions  are  quite  regular  at  first  and 
then  they  are  rapidly  converted  into  ventric- 
ular fibrillation.31 

Noradrenalin. — Noradrenalin  does  not  affect 
the  heart  directly  and  affects  it  indirectly  only 
by  increased  stretching  as  a result  of  increased 
peripheral  resistance. 

Potassium  Chloride. — The  role  of  potassium 
chloride  is  of  great  practical  importance  because 
of  its  use  in  intracardiac  surgery.77  This  is  very 
nicely  demonstrated  by  a moving  picture  film 
of  a dog  that  is  maintained  on  a bypass  and  has 
potassium  chloride  injected  into  the  aorta 
proximal  to  a clamp.  The  heart  standstill 
occurs  immediately  and  remains  so.  No  amount 
of  stimulation  can  give  rise  to  a contraction. 
This  is  fine  during  the  operative  procedures. 
However,  the  standstill  is  due  to  the  action  of 
potassium  chloride  on  the  common  muscle  which 
prevents  it  from  responding  to  any  type  of 
stimulus.  On  washing  it  out,  difficulties  were 
encountered,  and  a switch  was  made  to  the  use 
of  acetylcholine. 

Acetylcholine. — When  acetylcholine  is  in- 
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jected  under  the  same  conditions  as  those  de- 
scribed for  potassium  chloride,  the  heart  stops 
instantly,  but  now  any  type  of  stimulus  de- 
livered to  the  heart  causes  a prompt  contraction. 
When  the  film  is  reversed,  it  is  very  interesting 
to  see  the  contraction  occur  and  then  the  stimulus 
appear.78  Here  the  action  of  acetylcholine  is  to 
suppress  stimulation  formation  in  the  specific 
tissue,  but  it  has  no  effect  whatever  on  the 
common  myocardium.  Now  a contraction  oc- 
curs with  any  type  of  stimulus  delivered  directly 
to  the  common  muscle.  This  has  its  disadvan- 
tages also  because  the  heart  beats  now  whenever 
the  surgeon  handles  it  or  touches  it  with  a 
needle. 

Acetylcholine  is  a most  actively  investi- 
gated substance  at  the  moment,  and  an  enor- 
mous amount  of  evidence  is  available  to  show  its 
action  as  a local  tissue  hormone  in  which  ac- 
tivities are  locally  regulated  by  acetylcholine 
locally  produced,  quite  independent  of  nerve 
supply.  Acetylcholine  was  well  known  long 
before  it  had  a recognizable  biologic  activity. 
Dale  and  Ewins79  had  recognized  it  in  ergot  in 
1914,  and  not  until  1929  did  they  show  it  to  be 
present  in  the  spleen  of  the  horse  and  ox.80 
Following  the  work  of  Otto  Loewi  in  its  role  in 
nerve  transmission,  acetylcholine  was  studied 
exclusively  from  this  viewpoint.  Now  interest 
in  it  is  principally  in  its  value  as  a local  tissue 
hormone  regulator. 

The  action  of  acetylcholine  is  recognizable  in 
very  dilute  solutions.  The  heart  of  the  hard- 
shelled  clam  will  beat  for  days  in  cold  sea  water, 
but  if  acetylcholine  in  a dilution  of  1:1,000 
million  is  added,  it  stops  instantly.  If  washed 
well,  it  will  resume  activity.81  In  its  action  as  a 
local  hormone,  one  of  the  earliest  leads  came 
from  clinical  electrocardiography.  Lewis82*83  rec- 
ognized in  1914  and  again  in  1921  that  if  cold 
or  pressure  were  applied  to  a portion  of  the 
auricle,  intra-auricular  conduction  stopped  there, 
and  beyond  that  area  no  impulse  was  trans- 
mitted. If  the  vagus  were  stimulated,  con- 
duction occurred.  If  a complete  block  were 
produced  by  a clamp,  vagal  stimulation  cleared 
it  up. 

Rothberger  and  Winterberg84  in  1914  also 
observed  an  increase  in  rate  in  a case  of  auricular 
flutter  on  vagal  stimulation,  but  this  was  so  out 
of  keeping  with  the  ideas  then  in  vogue  that 
this  observation  was  discarded.  It  was  not  until 
1937  that  Sachs86  suggested  that  acetylcholine 


could,  under  certain  conditions,  stimulate  the 
heart.  This  was  just  like  saying,  as  Burn  points 
out,  that  if  you  step  on  the  brake  in  your  car, 
sometimes  you  will  get  an  acceleration  instead 
of  stopping.  The  first  suggestion  that  acetyl- 
choline plays  a role  in  cardiac  contraction  was 
made  by  a Russian,  Koshtojanz,86  on  the  curious 
ground  that  fluoride  in  the  frog’s  heart  reverses 
the  effect  of  vagal  stimulation. 

In  1944  Abdon  and  Hammarskjold87  showed 
that  a rabbit's  heart  contained  a precursor  of 
acetylcholine  which  would  become  active  in 
the  presence  of  an  acid.  In  1949,  Burn  and 
Vane,88  while  studying  the  action  of  the  drug 
Paludrine  on  the  perfused  heart,  noticed  that 
the  heart  would  gradually  come  to  a stop  but 
would  start  if  acetylcholine  were  added.  Later, 
Bulbring  and  Burn89  were  able  to  have  the 
perfused  heart  come  to  a stop  at  the  end  of 
thirty-six  hours  or  so  without  the  use  of  any 
agent.  If  acetylcholine  were  added,  the  heart 
started  beating  again,  and  if  more  were  added, 
the  beat  became  more  vigorous.  If  the  beat 
were  well  established,  the  addition  of  acetyl- 
choline caused  it  to  stop.  This  suggests  that 
contractions  occur  only  as  long  as  the  muscle 
is  able  to  synthesize  acetylcholine.  An  acetone 
extract  made  from  a fresh  beating  heart  had  the 
capacity  to  synthesize  45  gamma  of  acetyl- 
choline per  gram  of  powder  per  hour.  Extracts 
from  the  exhausted  heart  were  able  to  build  only 
10  gamma.  However,  if  these  hearts  had 
ceased  to  beat  and  were  started  by  acetylcholine, 
the  extract  from  them  was  able  to  form  35  gamma 
of  acetylcholine.  If  acetylcholine  were  added  to 
the  fresh  powder,  synthesis  was  depressed;  if 
acetylcholine  were  added  to  the  exhausted  heart 
extract,  it  increased  its  capacity  to  form  acetyl- 
choline. Acetylcholine  apparently  can  be  syn- 
thesized by  the  heart  muscle. 

The  Role  of  Atropine. — In  a broad,  gen- 
eral way  it  is  reasonable  to  assume  that  all 
vagal  activity  is  the  result  of  the  release  of 
acetylcholine  from  nerve  endings,  and  the 
diffusion  of  this  substance  to  or  on  the  effector 
organ  is  the  mechanism  by  which  the  break  in 
protoplasmic  continuity  between  nerve  and 
effector  organ  is  bridged.  Acetylcholine  is 
adsorbed  on  a very  small  area  of  the  cell  surface, 
and  this  active  patch  may  well  be  described  as  a 
patterned  cell  receptor.90  Atropine  blocks  the 
action  of  acetylcholine  without  interfering  with 
its  release  at  the  nerve  endings.  This  occurs 
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because  of  the  fact  that  atropine  becomes  ad- 
sorbed on  this  patterned  cell  receptor,  and 
acetylcholine  is  unable  to  locate  on  this  area, 
the  only  place  where  an  effect  can  take  place. 
This  postulated  mechanism  is  most  useful  and 
is  of  acceptable  validity  at  the  moment.91 
Atropine  has  its  maximum  effect  in  about 
fifteen  to  twenty  minutes  and  has  adequate 
action  for  fifty-five  minutes,  with  probably 
appreciable  protection  for  ninety  minutes. 
Other  agents,  such  as  Banthine,  may  supplant 
atropine  because  of  their  longer-lasting  action. 
The  mechanism  is  the  same.  Atropine  also  will 
minimize  or  actually  prevent  the  undesirable 
reactions  potentially  present  in  autonomic  re- 
flexes. Atropine  is  an  excellent  agent  for  min- 
imizing the  likelihood  of  ventricular  fibrillation. 

Other  Factors 

The  Role  of  Endocrine  Imbalance. — To 
see  the  role  of  endocrine  imbalance  in  perspective 
it  is  necessary  to  consider  the  menopause  in 
women.  The  subject  of  similar  changes  in  men 
is  such  a controversial  one  that  no  conclusions 
can  be  drawn.  It  does  not  take  much  experience 
to  observe  sighing  respiration  in  men  as  well  as 
women,  but  it  is  certainly  commoner  in  the 
latter.  It  has  been  known  for  a long  time  that 
the  climacteric  is  associated  with  symptoms  re- 
lated to  the  heart,  and  if  there  is  organic  heart 
disease,  the  symptoms  are  accentuated  at  this 
time  and  improve  when  the  imbalance  has 
adjusted  itself.  These  observations  received 
little  attention  until  Scherf92  showed  clearly  that 
the  electrocardiographic  changes,  the  symptoms, 
and  the  respiratory  difficulties  were  all  sus- 
ceptible of  reversal  by  the  use  of  adequate  sub- 
stitution therapy.  Therefore,  any  operative 
procedures  contemplated  at  the  time  of  the 
menopause  or  during  other  periods  of  endocrine 
imbalance  should  be  covered  by  appropriate 
measures.  Even  if  this  should  be  considered 
excessively  cautious,  it  cannot  have  other  than  a 
salutary  effect  on  cardiac  dynamics  specifically 
and  on  the  endocrine  imbalance  in  general. 

Nutrition. — The  role  of  nutrition,  except  for 
vitamin  deficiencies,  plays  no  significant  role  in 
this  problem  because  in  animals  starving  to 
death,  the  heart  contains  a higher  glycogen  con- 
tent than  in  well-fed  controls.  In  other  words, 
the  body  breaks  down  its  own  tissues  and  forms 
glycogen  in  the  heart  as  a first  priority. 

Rheumatic  Fever. — Rheumatic  fever  is  un- 


doubtedly the  commonest  cause  of  lesions  in 
the  myocardium  and  the  specific  tissue.  The 
highest  incidence  of  cardiac  arrest  in  Stephen- 
son’s series  was  in  the  New  England  states,  and 
the  next  highest  was  the  eastern  slope  of  the 
Rocky  Mountains,  particularly  Colorado.  Met- 
ropolitan Life  Insurance  statistics  show  that 
these  two  areas  have  the  highest  mortality  from 
rheumatic  fever,  and  while  it  may  be  a coin- 
cidence, it  is  a significant  point.93 

Poliomyelitis. — In  a recent  epidemic  of 
poliomyelitis  12  cases  of  cardiac  arrest  occurred 
while  patients  were  in  the  hospital.94  Ex- 
tensive myocarditis  is  a frequent  finding  in  this 
disease,  and  it  would  not  be  too  difficult  to 
accept  the  point  that  lesions  which  could  cause 
severe  functional  disturbances  without  being 
readily  recognized  morphologically  might  be 
present  in  the  specific  tissue. 

Cardiac  Arrhythmia. — No  direct  role  can  be 
considered  with  cardiac  arrhythmia  unless  one 
considers  bradycardia  as  such.  Indeed,  the 
most  suspicious  heart  is  the  absolutely  regular 
one,  which  is  always  abnormal.  One  must  be 
on  guard  in  these  cases  for  deep-seated  disease 
in  the  specific  tissue,  which  does  not  respond  to 
respirations. 

Thyrotoxicosis. — -Dr.  Dinsmore  used  to  say 
that  cardiac  arrest  does  not  occur  in  hyper- 
thyroidism, which  might  be  explained  by  the 
increased  responsiveness  of  all  cardiac  tissue  to 
the  synergistic  action  of  thyroxin  and  adrenalin 
on  one  another.95 

Ateriosclerosis. — 'Here,  extensive  vascular 
lesions,  particularly  in  the  vessels  going  to  sup- 
ply ventricular  specific  tissue,  can  play  an  ex- 
ceedingly important  role  in  the  older  age  group. 

Age  Period  Changes. — In  Stephenson’s  cases, 
the  highest  incidence  of.  cardiac  arrest  was  in 
age  group  one  to  ten  years,  and  this  would  seem 
to  be  the  result  of  the  sensitivity  of  reflex 
response  in  the  very  young.  The  incidence 
then  drops  off  and  begins  to  rise  again  in  the 
fourth  and  fifth  decades  up  to  the  eighth,  and 
it  again  falls  off.  In  this  age  group,  vascular 
lesions  interfering  with  supplies  to  the  specific 
tissue  are  undoubtedly  responsible. 

Hypertension. — This  common,  widespread 
disturbance  does  not  show  any  definite  statistical 
relationship  to  cardiac  arrest. 

Stokes-Adams. — Here  there  are  definite  le- 
sions in  the  specific  tissue  and  delay  in  stimulus 
formation  with  periods  of  cardiac  asystole. 
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During  one  of  these  periods  of  asystole  a sharp 
blow  on  the  chest  will  frequently  cause  a prompt 
contraction,  which  is  convincing  evidence  that 
the  delay  in  contraction  is  due  to  failure  to 
originate  a stimulus  in  the  ventricular  specific 
tissue.  Otherwise,  it  is  difficult  to  explain  the 
prompt  contraction  which  occurs  following  the 
application  of  a stimulus. 

Pulmonary  Emboli. — Pulmonary  emboli,  par- 
ticularly numerous  small  emboli,  would  appear 
to  stimulate  whatever  vagal  nerve  control  there 
is  of  the  coronaries,  and  the  reflex  pathway  in 
this  instance  is  not  carried  to  the  specific  tissue 
but  to  the  coronaries.96 

Inheritance. — The  frequency  of  coronary 
artery  disease  in  members  of  the  same  family 
is  striking,  and  all  too  often  not  only  do  they 
have  the  same  disease,  but  they  have  it  at  the 
very  same  age.  This  pattern  of  inheritance 
could  mean  similar  types  of  vascular  tree  and 
corresponding  richness  of  the  fine  branches  in 
the  heart,  or  indeed,  be  the  result  of  a particular 
characteristic  familial  enzyme  pattern.  In  the 
cases  reported  no  evidence  is  present  of  a genetic 
factor  in  cardiac  arrest.  It  is  commoner  in  males 
than  females,  as  is  coronary  disease. 

Treatment 

Three  factors  are  of  crucial  importance. 

1.  Ventricular  fibrillation  induction  shock, 
followed  if  necessary  by  massage  until  autono- 
mous heart  beats  are  of  sufficient  frequency  and 
force  to  maintain  circulation.  The  presence 
of  oxygen  or  substrate  is  not  required  for  de- 
fibrillation. It  is  easy  to  stop  fibrillation  from 
cold  or  faradic  stimulation  with  an  induction 
shock  in  a heart  detached  from  the  body. 

2.  Cardiac  standstill.  Cardiac  massage  must 
be  initiated  within  four  minutes  of  the  stopping. 
This  is  carried  out  until  the  heart  is  able  to 
maintain  sufficient  circulation  spontaneously.97 
It  is  very  surprising  how  rugged  the  structure  of 
the  heart  is.  In  a case  some  years  ago,  Stephen- 
son, with  a team  of  four  physicians,  massaged  a 
heart  for  two  hours,  and  at  autopsy  the  pathol- 
ogist could  find  no  significant  evidence  of 
trauma.  Keeping  the  tissues  moist  is  important. 

3.  When  the  heart  has  been  in  arrest  from 
any  cause  for  four  minutes  or  more,  the  patient 
should  be  cooled.  Hypothermia  at  this  time 
has  an  enormously  beneficial  effect  on  subse- 
quent cerebral  function.  The  neurons  do  not 
die  in  four  minutes  or  even  longer,  but  if  their 
metabolism  proceeds  at  a normal  rate,  they 


never  succeed  in  catching  up  on  their  supply  of 
essential  metabolites.  If  their  metabolic  tempo 
is  lowered,  functional  recovery  is  prompt  and 
usually  complete  in  thirty-six  to  forty-eight  hours. 


Summary  and  Conclusions 

In  summary,  one  can  say  that  cardiac  arrest  is 
a surgical  emergency  of  the  utmost  urgency. 
There  are  two  causes,  ventricular  fibrillation 
and  cardiac  standstill.  The  mechanism  of 
ventricular  fibrillation  is  not  understood,  and 
atropine  is  an  excellent  agent  to  minimize  the 
chances  of  its  appearance.  Cardiac  standstill 
can  only  result  from  failure  of  the  ventricular 
specific  tissue  to  form  a stimulus,  which  in  turn 
requires  the  presence  of  three  conditions:  (1) 
disease  of  the  ventricular  specific  tissue,  (2) 
depression  of  the  remaining  functioning  elements 
by  drugs  or  anesthetic  agents,  and  (3)  the 
reflex  suppression  of  stimulus  formation  in  the 
right  atrium. 

Finally,  however  successful  or  ingenuous  the 
surgical  handling  of  a case  of  cardiac  standstill 
may  have  been,  surely  it  is  a sobering  thought 
to  realize  that  this  particular  emergency  was 
preventable,  and  preventable  by  such  an  old, 
safe,  and  reliable  therapeutic  agent  as  atropine, 
the  very  simplicity  of  which  has  contributed  to 
its  surprising  and  inexcusable  neglect.98 
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Case  History 

A five-year-old  male  was  a known  mongoloid. 
He  had  had  intermittent  fever  and  migratory 
joint  pains  for  five  months,  starting  in  the  left 
shoulder  and  gradually  spreading  to  involve 
other  joints.  He  was  bedridden  by  weakness 
and  painful  swollen  feet  for  two  and  a half 
months  and  ran  a constant  fever  for  the  last 
four  weeks.  Prior  to  these  symptoms  the 
patient  was  apparently  in  good  health.  Three 
blood  counts  performed  at  the  designated  times 
revealed  the  following  results : four  weeks 

prior  to  admission,  the  hemoglobin  was  6.2 
Gm.,  and  the  white  blood  cells  were  2,800; 
two  weeks  prior  to  admission,  the  hemoglobin 
was  4 Gm.,  and  the  white  blood  cells  were 
2,900;  on  the  day  of  admission  to  the  hospital, 
the  hemoglobin  was  3.3  Gm.,  and  the  white 
blood  cells  were  6,250. 

A differential  count  on  the  blood  smear  on 
the  day  of  admission  showed  48  per  cent  poly- 
morphonuclear leukocytes  and  52  per  cent 
lymphocytes.  At  the  time  of  admission  to  the 
hospital  his  temperature  was  100.6  F.,  pulse 
132  per  minute,  and  respirations  36  per  minute. 
Generalized  lymphadenopathy  was  noted.  Sinus 
tachycardia  was  associated  with  a diastolic 
and  systolic  to-and-fro  murmur,  best  heard 
along  the  left  sternal  border.  The  liver  edge 
and  tip  of  the  spleen  were  both  palpable.  On 
the  second  and  third  hospital  days  the  patient 
was  given  500  cc.  of  whole  blood  and  350  cc. 
of  packed  red  cells.  After  these  transfusions 
the  heart  murmur  was  not  audible.  On  the 
tenth  hospital  day,  one  day  prior  to  death, 


a firm,  suprapubic  mass  was  palpable.  Cysto- 
grams  were  done  and  were  interpreted  as  showing 
a normal  bladder  slightly  displaced  to  the  right. 

During  his  hospital  admission,  roentgenograms 
showed  demineralization  and  irregular  cortical 
formations  of  the  femur,  tibia,  and  bones  of  the 
left  elbow  joint,  both  hands,  and  both  feet. 
A roentgenogram  of  the  abdomen  taken  on  the 
day  of  death  was  interpreted  as  showing  a 
soft  tissue  mass  in  the  lower  abdomen.  His 
nonprotein  nitrogen,  blood  sugar,  serum  proteins, 
serum  potassium,  serum  sodium,  plasma  chlo- 
rides, blood  calcium,  and  blood  phosphorous 
were  within  normal  limits.  Terminally  the 
patient’s  fever  rose  to  103.8  F.  He  became 
progressively  more  restless,  dyspneic,  and  finally 
expired. 

Discussion 

Dr.  Donald  Pinkel:  The  most  common 
diseases  that  cause  intermittent  fever  and  migra- 
tory joint  pain  for  five  months  in  a young  child 
are  rheumatic  fever,  acute  leukemia,  and  neuro- 
blastoma. However,  the  following  diseases  may 
elicit  similar  symptoms : lymphosarcoma,  Hodg- 

kin’s disease,  brucellosis,  osteomyelitis,  sickle 
cell  disease,  serum  sickness,  Haverhill  fever, 
Henoch-Schonlein’s  purpura,  and  rheumatoid 
arthritis. 

Let  us  first  review  this  patient’s  physical 
findings.  On  admission  the  child  had  rapid 
pulse  and  respiratory  rales.  These  were  prob- 
ably related  to  his  severe  anemia.  The  loud 
heart  murmur  also  can  be  caused  by  that  dis- 
order, but  in  a mongoloid  child  congenital  heart 
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Fig.  1.  Demineralization  and  osteolytic  defects, 
medullary  sclerosis,  and  periosteal  proliferation  are 
present  in  both  humeri. 


disease,  particularly  atrioventricularis  communis, 
must  be  considered. 

Children  with  this  defect  may  not  have  any 
cardiac  difficulty  for  several  years,  but  eventually 
they  usually  develop  some  degree  of  cyanosis 
and  heart  failure.  On  auscultation  of  the  heart 
one  expects  to  hear  a low-pitched  systolic 
murmur  at  the  base,  not  a to-and-fro  murmur. 

The  more  obvious  explanation  for  this  patient’s 
heart  murmur  is  the  low  hemoglobin  level, 
for  the  murmur  disappeared  after  the  anemia 
was  corrected.  This  disappearance  also  excludes 
the  two  main  diseases  in  which  a to-and-fro 
murmur  at  the  base  occurs,  namely,  patent 
ductus  arteriosus  and  aortic  window,  because 
in  those  conditions  the  murmur  would  persist 
in  spite  of  correction  of  anemia. 

At  the  end  of  his  course  the  patient  suddenly 
developed  a firm,  suprapubic  mass  which  dis- 
placed his  bladder  to  one  side.  Such  a mass  may 
develop  in  children  with  neuroblastoma.  They 
may  have  bone  pain  from  metastases  before 
any  gross  tumor  is  palpable,  especially  when 
the  tumor  is  located  along  the  sympathetic 
ganglion  chain.  However,  it  would  be  unusual 
for  a neoplasm  to  grow  to  the  size  stated  in  such 
a short  period  between  the  time  of  admission 
and  the  day  of  discovery.  I am  assuming,  of 
course,  that  the  examiner  found  a normal 
abdomen  during  the  admission  physical  evalua- 
tion. Also,  this  mass  is  said  to  be  firm  rather 
than  hard,  which  indicates  that  it  is  inflammatory 
rather  than  neoplastic. 

An  abdominal  mass  may  develop  rapidly  when 
an  acutely  inflamed  appendix  becomes  per- 
forated. This  child  was  mentally  deficient. 


Fig.  2.  Vertebral  bodies  show  increased  density. 


When  infants,  young  children,  or  mentally 
deficient  older  children  develop  appendicitis, 
the  diagnosis  may  be  missed  early  in  the  course 
of  the  disease  because  they  do  not  describe  the 
abdominal  pain.  In  addition,  it  may  be  dif- 
ficult to  obtain  sufficient  cooperation  to  localize 
the  tenderness  on  examination.  For  these 
reasons,  appendiceal  perforation  is  not  uncommon 
in  older  children  who  are  mentally  deficient, 
as  well  as  in  younger  children  and  infants. 

The  laboratory  studies  revealed  a hemoglobin 
of  3.3  Gm.  and,  on  two  occasions,  a low  white 
blood  cell  count.  Such  findings  would  be  unusual 
in  a patient  with  rheumatic  fever,  but  are 
consistent  with  acute  leukemia  and  less  likely 
with  neuroblastoma. 

In  the  past  two  years  there  have  been  several 
papers  published  on  the  relationship  of  leukemia 
and  mongolism.  Krivit  and  Good1  observed 
five  mongoloid  children  with  leukemia  in  one 
year  and  determined  that  this  association 
occurred  in  Minnesota  with  a frequency  of 
statistical  significance.  They  suggested  that 
an  embryologic  defect  might  play  an  important 
role  in  the  development  of  leukemia,  pointing 
out  that  at  about  the  eighth  week  of  embryonic 
life  endogenous  hematopoiesis  begins  in  the 
embryo,  and  that  it  is  at  this  time  that  the 
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Fig.  3.  Generalized  demineralization  of  all  bony 
structures  of  the  foot  is  associated  with  destruction  of 
both  fifth  metatarsal  bones. 


embryologic  accident  presumably  occurs,  which 
is  responsible  for  the  mongoloid  picture.  May 
I see  the  roentgenograms. 

Dr.  Franz  Lessman:  The  abdominal  film 
shows  slight  enlargement  of  the  liver,  minimal 
enlargement  of  the  spleen,  and  no  evidence  of 
free  air.  The  cystogram  shows  displacement  of 
the  bladder  downward  and  posteriorly,  due  to  a 
space-consuming  mass  in  the  lower  part  of  the 
abdomen.  Film  of  the  bony  skeleton  demon- 
strate peculiar  changes  consisting  of  demineral- 
ization with  small  osteolytic  defects  of  the 
humeri  and  sclerosis  in  the  medullary  cavity 
(Fig.  1).  The  cortex  is  maintained,  but  the 
periosteal  proliferations  are  present,  more  pro- 
nounced on  the  right  than  on  the  left  side  (Fig. 
1).  The  ribs  are  more  dense,  a sign  of  osteo- 
sclerosis. Also,  the  lumbar  spine  contains 
osteosclerotic  formation,  and  the  vertebral 
bodies  appear  with  an  increased  density,  in  spite 
of  the  fact  that  they  are  overlapped  by  the  gas 
of  the  bowel  (Fig.  2).  The  bones  of  the  foot 
are  demineralized,  but  the  joint  spaces  are 
maintained.  There  is  destruction  of  the  fifth 
metatarsal  bones,  bilaterally,  noted  with  general- 
ized demineralization  throughout  the  area  and 
with  some  slight  periosteal  proliferation  (Fig.  3). 

These  radiologic  findings  are  suggestive  of 
several  entities:  neuroblastoma,  Ewing’s  tumor, 
Hodgkin’s  disease,  lymphosarcoma,  reticulum 
cell  sarcoma,  and  leukemia.  However,  before 
I discuss  these  lesions,  I should  like  to  state 
that  a number  of  diseases  that  might  be  sug- 
gested from  the  clinical  picture  can  be  excluded 
by  the  radiologic  studies. 

Mongoloid  faces  are  observed  in  children  with 


the  Mediterranean  anemia  or  sickle  cell  anemia. 
However,  in  these  anemias  perpendicular  striation 
of  the  cranial  vault  is  often  present,  the  long 
bones  are  demineralized  and  swollen,  the  spongi- 
osa  destroyed,  the  cortex  thinned,  and  usually 
the  entire  skeleton  is  affected.  In  the  later 
stage  osteosclerotic  formation  and  widening  of 
the  metaphysial  line  may  be  found.  Since 
these  findings  are  not  present,  we  can  eliminate 
these  entities. 

The  joint  pain  with  intermittent  fever  might 
suggest  rheumatoid  arthritis.  Roentgeno- 
graphically,  rheumatoid  arthritis  shows  consid- 
erable demineralization.  However,  the  findings 
in  the  joint  areas,  consisting  of  changes  in  the 
articular  surface,  subchondral  bone,  and  synovial 
membrane  are  not  present,  so  we  may  exclude 
this  group. 

The  diseases  suggested  by  the  roentgenograms 
should  be  discussed  in  more  detail. 

Neuroblastoma  may  produce  radiologic 
findings,  such  as  osteolysis  with  periosteal 
proliferation.  The  long  bones,  and  in  most  of 
the  cases  also  the  cranial  vault,  are  involved, 
showing  lesions  from  motheaten  type  of  frag- 
mentation to  the  formation  of  spicula  in  the 
more  advanced  stage.  Most  cases  of  neuro- 
blastomas, usually  arising  in  the  right  or  left 
adrenal  area,  reveal  an  abdominal  mass  which 
may  contain  calcifications.  The  abdominal 
roentgenogram  does  not  show  any  calcification. 

In  Ewing’s  tumor  the  lesions  are  usually  more 
circumscribed.  In  the  classic  form,  osteol- 
ysis with  the  typical  onionskin-like  lamination 
is  seen.  These  findings  are  not  present  in  our 
case. 

From  the  lymphoma  group,  Hodgkin’s  disease 
is  more  destructive,  proliferates  in  several  long 
bones,  and  produces  areas  of  destruction  and 
reactive  bone  formation.  Lymphosarcoma  pro- 
duces destructive  lesions  and  osteolysis  but 
seldom  shows  new  bone  formation  or  reparative 
changes.  On  the  other  hand,  the  reticulum 
cell  sarcoma  may  show  osteolysis  and  osteo- 
sclerotic formations,  resulting  in  a coarsely 
stranded  structure  which  is  typical  of  reticulum 
cell  sarcoma.  The  periosteal  proliferation  is 
only  slight.  Reticulum  cell  sarcoma  usually 
shows  more  circumscribed  areas,  and  the  sites 
of  predilection  are  the  epiphysial  and  meta- 
physial areas  of  the  long  tubular  bones. 

Leukemia  in  children  produces  the  triad  of 
central  osteolysis,  periosteal  new  bone  formation, 
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and  joint  pain.  In  rare  cases  endosteal  and 
periosteal  osteosclerosis  also  may  be  observed. 
Another  feature  often  noted  in  leukemias  con- 
sists of  a translucent  band  along  the  metaphysial 
and  epiphysial  line.  This  translucent  band  is 
not  seen  in  this  case. 

Since  the  secondary  polyostotic  destructive 
and  productive  changes  in  metastatic  neuro- 
blastomas in  some  form  of  lymphomas  and  in 
leukemias  resemble  one  another,  the  exact 
diagnosis  cannot  be  differentiated  radiologically. 

Dr.  Pinkel:  The  roentgenograms  are  helpful 
in  excluding  heart  failure  as  a cause  of  death, 
since  the  chest  film  does  not  show  cardiac  en- 
largement nor  signs  of  pulmonary  congestion. 
This  child  might  have  had  a cardiac  defect, 
but  I do  not  believe  it  was  related  to  his  death. 

No  leukemic  “blasts’’  were  described  in  the 
smear  of  the  peripheral  blood.  However,  such 
cells  may  be  missed  in  routine  examinations  of  the 
blood  unless  the  observer  is  well-trained  and 
careful.  To  make  a diagnosis  here,  the  results 
of  bone  marrow  studies  and  blood  cultures  are 
required.  I presume  they  were  done.  However, 
in  the  absence  of  this  information,  I will  still 
venture  to  say  that  this  child  had  acute  leukemia 
and  that  the  abdominal  mass  probably  rep- 
resented an  abscess  formed  by  the  perforation 
of  an  acutely  inflamed  appendix. 

Dr.  Henry  C.  Stoll:  Before  presenting  the 
autopsy  findings  on  this  case,  I would  like  to 
ask  Dr.  Holland,  who  was  the  attending  in 
charge  of  this  patient,  to  clarify  the  rapidity 
of  the  abdominal  mass,  give  the  bone  marrow 
interpretation,  and  indicate  the  therapy  given 
to  this  patient. 

Dr.  James  Holland:  This  boy  was  a patient 
on  my  service  before  a separate  Pediatric  De- 
partment was  established.  The  diagnosis  of 
mongolism  was  established  at  the  age  of  fifteen 
months.  The  marrow  consisted  of  an  almost 
pure  culture  of  lymphoblasts.  The  cells  had 
fairly  coarse  nuclear  plasm  and  small  amounts 
of  cytoplasm.  There  was  no  apparent  eryth- 
ropoiesis,  megakaryocytosis,  or  normal  my- 
elopoiesis.  The  changes  were  characteristic  of 
an  acute  lymphoblastic  leukemic  marrow. 

The  child  was  febrile  on  admission.  Blood 
cultures  performed  revealed  gram-positive  cocci 
in  one  of  two  flasks  inoculated.  Therefore,  this 
culture  was  considered  to  be  contaminated. 
He  was  treated  with  6-mercapto-purine  and 
Methotrexate  administered  in  combination. 
Without  more  evidence  of  sepsis,  we  concluded 


that  the  boy  had  a leukemic  fever.  The  fever 
had  an  immediate  response  to  an  introduction 
of  antimetabolites,  but  shortly  thereafter  he 
again  became  febrile,  although  repeated  blood 
cultures  were  sterile.  At  the  height  of  his 
temperature  elevation  on  the  day  of  death, 
a large,  lower  abdominal  mass  was  noted. 
No  mass  was  palpable  on  the  day  of  admission. 
We  agreed  with  Dr.  Pinkel  that  the  mass  was 
inflammatory,  but  felt  that  it  was  related  to 
his  bladder.  Accordingly,  catheterization  and 
cystoscopy  were  pursued,  looking  for  some 
therapeutically  remediable  circumstance  as- 
sociated with  fever,  but  we  did  not  find  any. 
He  died  before  further  procedures  could  be 
carried  out. 

Diagnoses 

Clinical. — ( 1 ) Acute  lymphoblastic  leukemia ; 
(2)  urinary  tract  infection. 

Dr.  Pinkel — ( 1 ) Acute  lymphoblastic  leukemia; 
( 2 ) acute  appendicitis  with  perforation  and 
abscess  formation. 

Anatomic.— (1)  Acute  lymphoblastic  leukemia 
with  formation  of  soft  tissue  mass  in  retroperi- 
toneum. 

Pathologic  Report 

Dr.  Stoll:  The  interpretation  of  the  bone 
marrow  examination  was  not  given  in  the  protocol 
for  self-evident  reasons.  The  examination,  how- 
ever, showed  an  acute  lymphoblastic  leukemia. 

At  autopsy  an  anatomically  patent  foramen 
ovale  was  physiologically  closed.  There  was 
no  other  cardiac  anomaly.  The  appendix  had 
an  intact  wall  without  evidence  of  inflammation. 
There  was  no  evidence  of  urinary  tract  infection. 

Two  things  in  particular  that  interested  us 
about  the  postmortem  examination  were  the 
large  retroperitoneal  mass  which  measured 
10  by  8 by  9 cm.  and  the  bone  changes.  This 
mass  felt  like  indurated  fat,  and  prior  to  the 
microscopic  study  we  seriously  considered  a 
second  malignancy.  However,  this  study  showed 
a mass  of  leukemic  cells  similar  to  the  ones  in 
the  bone  marrow  (Fig.  4). 

The  bone  changes  were  perhaps  the  most 
striking  feature  found.  Several  of  the  bones 
examined  had  either  very  definite  periosteal 
elevations  and  proliferations  or  focal  and  diffuse 
areas  of  rarefaction  and  increased  porosity 
(Fig.  5).  Pathologically  and  radiologically, 
in  children  these  changes  are  rather  characteristic 
of  acute  leukemia,  but  far  from  pathognomonic 
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Fig.  4.  The  section  of  humerus  shows  periosteal  pro- 
liferation and  fibrosis  of  the  bone  marrow. 


because  it  is  quite  a nonspecific  effect.2  The 
changes  occur  even  though  osteoblastic  and 
osteoclastic  elements  are  absent.  The  leukemic 
cells  appear  to  erode  the  bone.  Whether  this 
represents  an  enzymatic  interference,  invasion 
with  physical  erosion  of  the  bone  tissue  by  some- 
thing produced  by  the  leukemic  cells,  or  whether 
this  is  just  a pressure  phenomenon  is  not  clear. 
In  this  particular  patient  the  sections  from  the 
humerus  show  diffuse  fibrosis  of  the  marrow 
and  periosteal  proliferation  and  layering.  There 
is  focal  hemosiderosis  which  suggests,  in  part, 
that  the  picture  may  be  related  to  his  local 
hemorrhagic  tendency.  Indeed,  lesions  associ- 
ated with  scurvy,  rickets,  and  some  of  the 
hemorrhagic  disorders  have  similar  patterns. 
However,  some  of  the  other  sections  of  bone 
show  extensive  replacement  of  the  marrow  by 
lymphoblasts.  In  contrast  to  the  humerus, 
the  ribs  show  extensive  cortical  decalcification 
and  abundant  leukemic  cells  in  the  marrow. 


Fig.  5.  Section  taken  from  the  retroperitoneal  mass 
shows  leukemic  cells  and  represents  a local  soft  tissue 
manifestation  of  this  patient’s  leukemic  process.  The 
cells  are  similar  to  some  of  the  cells  seen  in  the  marrow. 

Why  extensive  demineralization  occurs  with 
little  or  no  sclerosis  in  one  field,  as  compared  to 
other  fields  of  osteoblastic  activity  is  only  con- 
jectured.3 
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The  number  of  orphans  has  dropped  from  6.4 
million  in  1920  to  2.7  million  in  1958. 


Yet  the  child  population  has  risen  from  39  to  60 
million  in  that  time.  Health  Information  Foundation 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 

From  the  Poison  Control  Center , New  York  City  Department  of  Health 

A series  prepared  by 

harold  jacobziner,  m.d.,  Assistant  Commissioner , New  York  City 
Department  of  Health 

harry  w.  raybin,  m.s.,  Technical  Director,  Poison  Control  Center 


The  following  ingestion  accidents  and  their 
mode  of  occurrence  were  recently  reported 
to  the  New  York  City  Poison  Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Chlorpromazine  30  years  Male 

The  patient,  a State  Hospital  parolee,  attacked 
his  wife,  then  ingested  an  unknown  number 
of  chlorpromazine  pills.  He  subsequently  vom- 
ited and  was  described  as  being  “comatose”  al- 
though he  always  responded  to  painful  stimuli. 
The  patient’s  stomach  was  lavaged  at  Abraham 
Jacobi  Hospital  and  later  at  Bellevue  Hospital. 
No  aspiration  was  described.  He  was  fully  reac- 
tive seven  hours  after  ingestion. 

Twenty-four  hours  after  ingestion  the  patient 
had  a fever  of  103  F.,  rales  and  diminished  breath 
sounds  in  the  right  lower  lung  field,  and  consolida- 
tion on  x-ray.  There  was  no  response  to  peni- 
cillin, streptomycin,  and  tetracycline.  He  de- 
veloped tracheal  and  mediastinal  shift  so  that 
diagnosis  of  atelectasis  was  made.  Bronchoscopy 
on  the  sixth  day  revealed  purulent  material  in  the 
superior  subdivision  of  the  right  lower  lobe  bron- 
chus. Thereafter,  the  patient  recovered  rapidly. 
Blood  culture  grew  out  pneumococcus  type 
number  5.  The  diagnosis  was  atelectasis  and 
suppuration  due  to  aspiration  during  drug  intoxi- 
cation and  pneumococcus  septicemia. 


The  patient  was  treated  with  lavage,  laxatives, 
and  supportive  therapy.  He  remained  in  the 
hospital  for  twenty  days  and  was  finally  dis- 
charged as  improved. 

Incident  2 

Toxic  Agent  Age  Sex 

Propantheline  4 years  Male 

(Anticholinergic) 

The  child  ingested  an  unknown  number  of 
tablets  which  she  obtained  from  a dresser  in  the 
bedroom.  The  following  symptoms  were  noted: 
diplopia,  generalized  flush,  excitability,  dilated 
pupils,  and  hallucinations.  The  cerebrospinal 
fluid  showed  negative  findings.  The  stomach 
was  lavaged,  and  the  patient  was  treated  with 
hydration  and  supportive  therapy.  The  patient 
recovered  quickly  from  the  propantheline  inges- 
tion but  developed  some  meningeal  irritation, 
probably  from  the  spinal  tap.  After  eight  days 
of  hospitalization  the  patient  recovered  com- 
pletely. 

In  this  case  the  spinal  tap  proved  more  haz- 
ardous to  the  patient  than  the  propantheline 
ingestion. 

Incident  3 

Toxic  Agent  Age  Sex 

J-0  Paste  29  years  Female 
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This  patient  took  two  teaspoons  of  the  paste 
in  a suicide  attempt.  Symptoms  on  admission 
were  vomiting  and  nausea.  Her  stomach  was 
lavaged  in  the  emergency  room  of  the  hospital. 
The  patient  was  treated  with  absolute  bed  rest, 
daily  infusions,  and  a high  carbohydrate  diet.  On 
the  third  day  following  admission,  the  liver  was 
palpable  for  the  first  time  and  tender.  The  liver 
tenderness  soon  disappeared,  but  the  liver  re- 
mained palpable  throughout  the  hospital  stay. 
Urine  examination  showed  phosphorous  to  be 
present. 

The  patient  remained  in  the  hospital  for  four- 
teen days  and  was  later  discharged  to  the  Tropical 
Diseases  Clinic  for  the  treatment  of  schistoso- 
miasis from  which  she  was  also  suffering.  It  is 
believed  that  the  residual  hepatomegaly  was 
possibly  due  to  schistosomiasis  rather  than  to  the 
phosphorous  intoxication. 

Incident  4 

Toxic  Agent  Age  Sex 

Glutethimide  44  years  Female 

(Nonbarbiturate  Sedative) 

The  patient  took  10.5  Gm.  of  glutethimide  in  a 
suicide  attempt.  She  was  taken  to  the  hospital 
where  the  stomach  was  lavaged  within  one  hour 
after  ingestion.  The  patient  remained  comatose 
for  fifty-eight  hours.  The  treatment  in  the  hos- 
pital consisted  of  endotracheal  oxygen,  Neo- 
Synephrine  administered  intravenously,  intra- 
venous fluids,  and  Megimide. 

After  four  days  the  patient  was  physically  well 
and  her  husband  signed  her  out  of  the  hospital 
against  the  physician’s  advice.  This  patient 
was  a psychotic  of  eight  years’  duration.  It  may 
be  well  to  point  out  that  sedative  drugs  should 
not  be  made  available  to  psychotic  patients  in 
large  amounts,  since  the  patients  may  attempt 
suicide. 

Incident  5 

Toxic  Agent  Age  Sex 

Chloroquine  10  months  Female 

(Antimalarial) 

The  child  obtained  the  medication,  which  was 
prescribed  for  the  mother,  and  ingested  four 
tablets.  The  child  became  stuporous  and  was 
taken  to  the  emergency  room  of  a hospital  in  a 
coma  about  one  and  one-half  hours  after  inges- 


tion. Her  stomach  was  lavaged.  The  blood 
count,  including  differential,  was  normal.  The 
urine  contained  several  white  blood  cells,  occa- 
sional red  blood  cells,  and  some  epithelial  cells. 
In  addition  to  the  gastric  lavage,  the  patient  was 
given  some  caffeine  sodium  benzoate  and  an  in- 
jection of  procaine  penicillin.  Recovery  was 
rapid,  but  the  patient  remained  sleepy  for  about 
two  days.  The  patient  was  discharged  fully  re- 
covered after  four  days  of  hospitalization. 

The  coma  reported  in  this  case  is  unusual  but 
it  has  been  called  to  our  attention  that  some 
fatalities  in  infants  have  occurred  in  Panama 
through  unfortunate  therapeutic  overdoses  of 
chloroquine.  If  the  reported  success  of  chloro- 
quine in  arthritis  should  be  confirmed,  its  use  will 
become  widespread.  In  that  case,  the  necessary 
precautionary  measures,  where  children  are  con- 
cerned, need  greater  emphasis. 

Incident  6 

Toxic  Agent  Age  Sex 

Ant  Button  2 years  Male 

(Insecticide) 

This  incident  was  reported  by  a physician  in 
Syosset,  New  York.  The  patient  presumably 
ingested  an  unknown  amount  of  Ant  Button,  an 
arsenical  compound.  The  physician  reported  as 
follows : 

“On  January  26, 1958,  the  mother  of  the  patient 
called  me  and  said  that  her  son,  age  2,  had  swal- 
lowed ‘ant  poison.’  The  name  of  the  product 
was  ‘Ant  Button.’  I advised  an  emetic  of  mus- 
tard and  water,  and  then  phoned  the  Poison  Con- 
trol Center.  The  information  given  was  prompt, 
informative,  and  complete.  I then  rushed  to  the 
child.  He  appeared  absolutely  normal  despite 
the  emetic,  which,  incidentally,  did  not  work.  I 
then  examined  the  Ant  Button,  which  has  a card- 
board backing  but  no  covering  on  top.  There 
was  an  indentation  of  a single  tooth.  It  is 
doubtful  whether  any  but  a very  minute  amount 
was  actually  swallowed.  The  mother  was 

calmed  and  a saline  aperient  ordered  for  the  child. 
He  is  entirely  well.  The  ‘Ant  Button’  is  dan- 
gerous because  it  has  no  covering.” 

Incident  7 

Toxic  Agent  Age  m Sex 

Perphenazine  2 years  Male 

(Potent  Tranquillizer) 
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The  child  ingested  15  tablets.  He  was  taken 
to  a hospital  emergency  room  where  his  stomach 
was  lavaged  one  hour  after  ingestion.  The  pa- 
tient was  entirely  well  for  twenty-four  hours.  He 
then  became  lethargic  and  had  to  be  rehospitalized. 
He  also  developed  tremors  which  resembled  those 
seen  in  Parkinson’s  syndrome.  The  stupor  and 
lethargy  lasted  twenty-four  hours.  He  was 
treated  with  intravenous  fluids  and  supportive 
therapy,  and  finally  made  a complete  recovery. 

Two  cases  of  perphenazine  ingestion  were  re- 
cently reported  by  Drs.  Reginald  V.  Berry,  Shel- 
don H.  Kamin,  and  Alan  Kline,  in  the  May,  1958, 
issue  of  U.  S.  Armed  Forces  Medical  Journal . 
The  cases  involved  a ten-year-old  boy  and  a six- 
year-old  girl.  Both  children  reacted  in  a bizarre 
manner,  requiring  hospitalization,  after  ingesting 
three  4-mg.  doses  of  perphenazine.  The  out- 
standing symptom  in  these  cases  was  a “peculiar 
cateleptoid  status  with  the  phenomenon  of  ‘waxy 
flexibility/  of  resistance  to  movement  in  the  head 
and  extremities.”  These  two  cases  recovered 
spontaneously  about  twelve  hours  after  admis- 
sion to  the  hospital. 

Similar  alarming  incidents  are  being  reported 
fairly  frequently  with  Compazine,  another  mem- 
ber of  the  phenothiazine  group.  One  case  re- 
cently reported  to  us  involved  a young  woman  in 
the  first  trimester  of  pregnancy.  She  reported  to 
the  hospital  with  symptoms  which  were  at  first 
suspected  as  tetanus.  Further  elucidation  of  the 
history,  however,  disclosed  that  another  less 
potent  tranquillizer  had  been  prescribed  for  the 
vomiting  of  pregnancy.  In  this  case  tetanus 
antitoxin  was  administered  unnecessarily  be- 
cause of  a lack  of  awareness  on  the  part  of  the 
staff  of  the  side  reaction  of  a drug  which  is  being 
used  with  increasing  frequency. 

Incident  8 

Toxic  Agent  Age  Sex 

Hexachlorophene  5 years  Male 

(Antiseptic  Detergent) 

Dr.  Donald  Gribetz,  the  Poison  Control  Officer 
from  Mt.  Sinai  Hospital,  reported  this  case. 
The  patient  was  admitted  on  October  6 with  30 
per  cent  second  and  third  degree  burns  of  the 
lower  portion  of  the  abdomen  and  lower  ex- 
tremities. (The  patient  had  been  burned  while 
playing  with  matches.) 

On  the  fourth  hospital  day,  his  temperature 


rose  to  104  F.  The  patient  was  started  on 
Chloromycetin,  and  Bicillin  was  added  on  the 
eighth  hospital  day.  From  the  second  week 
until  November  25,  the  patient  received  at  least 
ten  baths  of  pHisoHex.  (A  hexachlorophene 
bath  was  given  on  admission.)  On  the  twenty- 
fifth  hospital  day,  the  patient  developed  urticaria 
which  lasted  until  the  twenty-seventh  hospital 
day.  On  the  twenty-eighth  hospital  day,  the  pa- 
tient developed  periorbital  edema.  On  the 
thirtieth  hospital  day,  pyocyanea  was  found  on 
skin  culture.  Chloromycetin  and  Bicillin  therapy 
was  stopped  and  erythromycin  was  started.  On 
the  thirty-first  hospital  day,  facial  edema  was 
more  prominent.  The  blood  pressure  at  this 
time  was  140/110.  Blood  pressure  on  the  follow- 
ing day  was  110/66.  Urine  showed  many  red 
blood  cells  and  traces  of  albumin.  Neomycin 
soaks  were  started  at  this  time.  Blood  urea 
nitrogen  was  8,  sodium  161,  and  chloride  99. 
On  the  thirty-third  hospital  day,  urticaria  without 
pruritis  developed.  On  the  forty-sixth  hospital 
day,  the  patient  had  a generalized  seizure.  Blood 
urea  nitrogen  was  12,  sodium  145,  potassium  3.6, 
and  chloride  103. 

On  the  fiftieth  hospital  day,  repeated  seizures 
with  nystagmoid  motions  were  noted.  Blood 
urea  nitrogen  was  16,  and  blood  pressure  was 
180/160.  Neomycin  soaks  were  discontinued  at 
this  time.  On  the  fifty-first  hospital  day,  blood 
pressure  was  204/170.  There  were  minor  seizures 
on  the  fifty-third  and  fifty-fourth  hospital  days. 
Magnesium  sulfate  was  given  but  it  did  not 
lower  the  blood  pressure.  Serpasil  2.5  mg.  were 
given  on  November  26,  27,  28,  and  30  and  De- 
cember 1 and  4.  Apresoline,  2.5  mg.  intra- 
muscularly, was  given  on  November  28.  From 
the  sixtieth  hospital  day  on,  blood  pressure  re- 
mained low  except  for  the  first  day  (December  17) 
following  a skin  graft. 

The  urine  was  clear  on  the  sixty-sixth  day  and 
has  remained  clear  since  that  time.  Twenty- 
four-hour  urine  sample  on  November  28th  showed 
an  increased  concentration  of  abnormal  solvent 
soluble  organic  acids  and  an  increase  in  hippuric 
acids.  Aromatic  hydroxy  acids  were  significant 
in  the  complex  and  mixture  determined  by  azo 
coupling.  There  were  no  free  or  combined 
phenols  detected. 

The  patient’s  condition  on  the  eighty-sixth 
hospital  day  was  good.  Blood  pressure  was 
126/80,  urine  clear,  heart  and  lungs  clear,  blood 
count  normal,  and  burns  healing  well.  The  pa- 
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tient  was  still  in  the  hospital  at  the  time  of  report. 

This  case  is  presented  as  a possible  hexachloro- 
phene  intoxication. 

Incident  9 

Toxic  Agent  Age  Sex 

Antiseasickness  4 years  Male 

Pills 

Apparently  at  11 : 00  p.m.  on  the  day  prior  to  ad- 
mission this  child  took  from  20  to  40  tablets  of  a 
German  anti  mal-de-mer  medicine  used  by  his 
parents  for  seasickness  (the  parents  are  German 
immigrants  recently  arrived  in  this  country).  At 
2 : 30  a.m.  he  woke  up  very  restless  and  remained 
so  until  6:30  a.m.  when  a physician  gave  him 
an  injection  of  a barbiturate.  At  12:45  p.m. 
he  was  seen  in  the  hospital  emergency  room.  He 
was  then  semicomatose,  his  pupils  were  markedly 
dilated  but  reacted  to  light,  his  skin  was  warm 
and  dry,  mucosae  were  dry,  and  his  cheeks  were 
flushed.  There  were  no  abnormal  reflexes  and 
no  nuchal  rigidity.  The  patient  became  progres- 
sively more  restless  and  in  the  evening  was  having 
hallucinations. 

Sparine  (5  or  10  mg.)  was  given  intravenously 
for  reduction  with  slightly  good  results.  The 
blood  chemistry  was  as  follows : blood  urea  nitro- 
gen, 7.8;  carbon  dioxide,  21;  chloride,  105;  glu- 
cose, 98;  and  cephalin  flocculation,  negative. 
Spinal  fluid  findings  were  normal. 

After  three  days  the  patient  was  discharged  as 
improved.  He  still  had  noticeable  dilation  of  the 
pupils. 

This  call  was  received  from  a Pennsylvania  hos- 
pital and  necessitated  identification  of  a drug  not 
sold  in  this  country.  This  drug  is  a German 
preparation  made  up  of  green  and  red  tablets. 
The  green  tablets  contain  2.5  mg.  yohimbine 
hydrochloride,  10  mg.  extract  of  belladona,  10 
mg.  extract  of  anterior  pituitary,  and  10  mg. 
methyl-ethyl-phenobarbital.  The  red  tablets 
are  similar,  but  one  barbiturate  was  phenobarbi- 
tal. 

Incident  10 

Toxic  Agent  Age  Sex 

Naphthalene  16  months  Male 

(Moth  Balls) 

Dr.  Donald  Gribetz,  the  Poison  Control  Officer 
of  Mt.  Sinai  Hospital,  reported  this  case. 


The  child  was  found  playing  with  a blanket 
bag  in  which  blankets  and  moth  balls  were  stored. 
Although  he  was  found  with  moth  balls  in  his 
hand,  his  mother  did  not  see  him  swallow  any. 
Therefore,  ingestion,  if  any,  was  not  known. 
Nevertheless,  the  child  was  brought  to  the  emer- 
gency room  and  his  stomach  was  lavaged  with 
200  cc.  of  saline,  leaving  in  150  cc.  of  sodium  bi- 
carbonate solution.  The  child’s  urine  was  care- 
fully watched  for  the  next  twenty-four  hours,  and 
no  hematuria  appeared. 

Gastric  contents  were  analyzed  at  Bellevue 
Hospital.  No  metabolites  of  naphthalene  wrere 
found,  but  some  peculiar  “fatty  substances”  were 
detected.  The  child  never  developed  any 
symptoms. 

This  case  is  cited  to  illustrate  good  manage- 
ment of  naphthalene  ingestion.  Even  though  the 
child  was  fairly  well  and  asymptomatic  at  all 
times,  every  precautionary  measure  was  taken 
to  rule  out  any  untoward  eventualities.  It  is  re- 
grettable that  in  some  hospitals,  in  instances 
where  symptoms  may  be  delayed,  the  patients 
are  not  routinely  hospitalized.  Such  has  been 
the  case  in  naphthalene,  thallium,  carbon  tetra- 
chloride, and  phosphorous  poisonings. 

Incident  11 

Toxic  Agent  Age  Sex 

Tripelennamine  and  IV2  years  Female 
Methylphenidate 
' (Antiallergic  and 
Antisedative  Combination) 

The  public  health  nurse  who  visited  the  home 
reported  that  the  mother  of  the  child  has  spring 
allergies  and  carries  her  medication  in  her  hand- 
bag. She  placed  the  bag  on  the  lower  shelf  of  a 
tea  wagon  in  the  foyer.  The  baby  was  put  on 
the  floor  to  play,  and  she  helped  herself  to  the 
contents  of  the  handbag.  She  was, found  by  her 
grandmother  chewing  on  the  pills.  There  were 
also  several  partially  chewed  pills  on  the  floor. 

The  patient  immediately  complained  of  burn- 
ing in  the  mouth  and  throat  and  vomited.  She 
was  dyspneic  and  was  taken  to  a private  physi- 
cian who  treated  the  child  with  forced  fluids  and 
observation.  Even  though  there  was  a moder- 
ately severe  intoxication,  the  child  made  a com- 
plete recovery. 

This  is  our  first  reported  ingestion  of  this 
product  which  contains  25  mg.  of  tripelennamine 
and  5 mg.  of  methylphenidate. 
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Incident  12 

Toxic  Agent  Age  Sex 

Pentobarbital  13  years  Female 

This  child  was  a patient  in  Rockland  State  for 
two  years  because  of  an  emotional  disturbance. 
She  was  attacked  by  her  father  and  hence 
thought  she  may  have  been  pregnant.  Prior  to 
taking  the  pills,  however,  she  found  out  this  was 
not  true.  She  took  seven  iy2  gr.  tablets  of 
pentobarbital  presumably  to  relieve  her  menstrual 
cramps.  It  is  possible,  however,  that  the  patient 
ingested  the  drug  with  suicidal  intent. 

On  admission  to  the  hospital  the  following 
symptoms  were  noted : abdominal  pains,  nausea, 
and  stupor.  The  patient  was  still  in  the  hospital 
when  the  public  health  nurse  visited  the  home 
three  weeks  following  ingestion. 

It  was  reported  that  the  patient  finally  made  a 
complete  recovery  and  was  returned  to  the 
Rockland  State  Hospital  for  psychiatric  care. 

It  is  regrettable  that  individuals  with  a pre- 


vious psychiatric  history  have  ready  and  easy 
access  to  such  potent  drugs. 

Incident  13 

Toxic  Agent  Age  Sex 

Antiseptic  Vaginal  1V2  years  Female 

Suppositories 

A four-year-old  sister  took  the  suppositories 
from  the  refrigerator  and  gave  them  to  the  pa- 
tient who  ingested  them.  There  were  no  symp- 
toms. Although  the  patient  was  asymptomatic, 
she  was  taken  to  a hospital  emergency  room  for 
observation.  Since  the  patient  appeared  in  good 
health,  no  therapy  was  instituted. 

Suppositories  based  on  cocoa  butter  present  as 
great  an  attraction  to  children  as  chocolate. 
Physicians  are  requested,  therefore,  to  alert 
patients  to  exercise  care  in  the  storage  and  han- 
dling of  such  products,  particularly  where  more 
potent  ingredients  are  present. 
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Cancer  of  the  Larynx 

JOHN  D.  KERNAN,  M.D.,  NEW  YORK  CITY 


It  is  well-understood  that  only  early  detection 
of  cancer  makes  possible  the  arrest  of  that 
disease.  Since  in  the  majority  of  cases  a laryn- 


geal cancer  soon  gives  evidence  of  its  presence 
by  altering  the  voice,  one  would  think  that 
advanced  cancers  in  this  organ  would  rarely  be 
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seen.  Such  is  not  the  case.  All  too  often  laryn- 
geal growths  are  seen  so  large  as  to  be  inoperable. 
What  are  the  causes  of  this  situation,  and  how 
may  they  be  corrected? 

Both  patients  and  doctors  are  at  fault.  Many 
people  are  habitually  hoarse.  They  may  have 
been  so  since  childhood.  Sometimes  this  symp- 
tom develops  later  in  life,  following  repeated 
attacks  of  acute  laryngitis,  abuse  of  the  voice, 
and  overindulgence  in  tobacco.  'Whatever  its 
cause,  many  are  so  accustomed  to  huskiness 
which  comes  and  goes  that  they  pay  little  atten- 
tion to  it.  Only  when  it  becomes  unusually 
severe  and  protracted  will  they  see  a doctor 
about  it.  When  they  do,  the  doctor  in  his  turn 
may  make  a mistake.  Deceived  by  the  history 
of  repeated  loss  and  recovery  of  the  voice,  he 
may  be  content  without  laryngeal  examination 
to  prescribe  inhalations  and  expectorants. 

Only  later,  when  these  measures  have  failed 
to  relieve  the  condition,  is  the  necessary  examina- 
tion made.  This  may  be  too  late.  In  order  to 
correct  these  two  failures  of  vigilance,  education 
is  still  needed.  Suggestions  for  the  doctor  are 
made  in  this  paper. 

Laryngeal  Examination 

Three  procedures  are  necessary  in  order  to 
complete  an  examination  in  the  case  of  a laryn- 
geal neoplasm:  (1)  Examination  with  the  laryn- 
geal mirror,  (2)  examination  with  the  direct 
laryngeal  speculum,  and  (3)  the  taking  of  a 
biopsy. 

Mirror  Examination. — The  technic  of  the 
mirror  examination  is  at  first  somewhat  difficult, 
but  once  learned,  it  is  easily  carried  out.  Every 
doctor,  especially  every  general  practitioner, 
should  learn  and  practice  it.  A number  of  diffi- 
culties arise  which,  although  they  make  one  hesi- 
tate, must  be  overcome.  Many  patients  find  it 
difficult  to  cooperate.  The  pharyngeal  reflex  is 
always  active,  and  the  mere  sight  of  the  lary ngeal 
mirror  may  cause  gagging.  An  explanation 
beforehand  of  what  is  to  be  done  and  what  the 
patient  must  do  to  help  is  helpful.  The  inser- 
tion of  the  mirror  into  the  back  of  the  throat  may 
cause  vomiting.  If  at  this  time  these  difficulties 
are  encountered  and  cannot  be  quickly  overcome, 
the  examination  should  be  postponed  lest  the 
patient  become  discouraged  and  not  return. 

Since  an  efficient  examination  is  so  important, 
special  arrangements  should  be  made  for  it. 
The  patient  should  come  to  the  office  with  an 


empty  stomach.  It  is  well  to  have  the  patient 
dissolve  one  of  the  anesthetizing  tablets,  such  as 
Euphagin,  in  the  mouth.  Then  the  pharynx 
can  be  sprayed,  not  swabbed,  with  a 2 per  cent 
Pontocaine  solution.  The  spraying  causes  less 
gagging.  When  the  pharynx  is  well-anesthetized, 
the  examination  can  be  quickly  carried  out. 

It  is  important  to  see  the  whole  larynx.  In 
some  cases  the  growth  is  in  the  anterior  commis- 
sure, and  an  overhanging  epiglottis  may  conceal 
this  area.  In  these  cases  it  will  be  necessary  to 
anesthetize  the  interior  of  the  larynx,  dropping 
in  the  solution  with  a syringe.  Then  the  epi- 
glottis is  drawn  forward  with  a laryngeal  appli- 
cator. These  latter  procedures  may  be  more 
than  that  which  a general  practioner  feels  com- 
petent to  perform.  Under  such  circumstances 
the  patient  should  be  referred  to  a specialist. 

Let  us  assume  that  the  interior  of  the  larynx  is 
well-seen.  What  does  a beginning  cancer  of  the 
vocal  cords  look  like?  The  typical  early  cancer 
is  a small,  flat  tumor  at  the  junction  of  the 
anterior  and  middle  thirds  of  the  cord,  right  on 
the  edge.  The  surface  is  rough,  perhaps  slightly 
ulcerated.  Although  at  this  stage  the  movement 
of  the  cord  is  not  affected,  there  is  nevertheless  a 
suggestion  of  rigidity  which  benign  tumors  do 
not  have.  Any  rough,  flat,  sessile  tumor  must 
be  considered  malignant  till  proved  otherwise 
by  biopsy. 

One  must  remember  that  any  localized  lesion 
of  the  larynx  should  be  regarded  with  suspicion. 
At  times  one  cord  may  show  a smooth,  red  swell- 
ing for  its  whole  length,  exactly  like  a chronic 
laryngitis  but  unilateral.  There  may  even  be 
no  appearance  of  a tumor.  A useful  thing  to  do 
then  is  to  put  the  patient  on  vocal  rest.  After 
a short  time,  if  it  is  inflammatory,  the  swelling 
will  go  down.  Thus,  if  any  tumor  is  present,  it 
will  stand  out  clearly. 

Once  a tumor  which  looks  suspicious  is  seen 
in  the  larynx,  there  should  be  no>  temporizing 
with  treatment.  Irritation,  especially  with  silver 
nitrate,  appears  to  stimulate  such  growths.  The 
patient  should  be  referred  to  a laryngologist  for 
biopsy. 

There  are,  of  course,  many  laryngeal  diseases 
which  give  rise  to  hoarseness.  These  are 
the  many  forms  of  benign  tumors,  paralyses  my- 
asthenias, chronic  epithelial  thickenings  such 
as  pachydermia  laryngis,  leukoplakia,  • the 
chronic  inflammations,  syphilis,  and  tuberculosis. 
Many  of  these  diseases  have  a characteristic 
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appearance.  But  it  must  not  be  forgotten  that 
any  one  of  them,  especially  the  chronic  inflam- 
matory conditions,  may  so  closely  resemble 
carcinoma  of  the  larynx  at  any  stage  that  visual 
inspection  will  fail  to  make  the  diagnosis.  Even 
the  confirmed  presence  of  tuberculosis  or  syphi- 
lis elsewhere  in  the  body  is  no  proof  that  a laryn- 
geal lesion  is  not  cancer.  In  all  such  cases  a 
biopsy  must  be  taken  to  finally  afford  a correct 
diagnosis.  Two  or  all  three  of  these  diseases 
may  be  found  at  the  same  time  in  the  larynx. 

All  these  laryngeal  cases  of  obscure  nature 
eventually  come  to  the  laryngologist.  The 
question  then  arises  whether  the  laryngologist 
makes  mistakes.  Unfortunately  he  does.  His 
mistakes  occur  during  the  taking  of  biopsies  and 
in  connection  with  growths  developing  in  hidden 
areas  in  the  larynx  or  in  its  neighborhood.  In 
regard  to  growths,  these  lesions,  not  being  on 
the  cords,  do  not  affect  the  voice.  The  symptoms 
are  not  characteristic. 

The  patient  may  complain  only  of  a vague  irri- 
tation in  the  throat  that  exists  either  all  the  time 
or  only  on  swallowing.  Vocal  fatigue  often  is  an- 
other complaint.  Sometimes  the  patient  sud- 
denly has  fits  of  coughing  which  may  occur  at 
night,  waking  him  from  a sound  sleep.  In  the 
case  of  these  hidden  growths  the  most  careful 
mirror  examination  may  reveal  nothing  suspicious. 
Consequently,  the  danger  lies  in  making  light  of 
the  complaints  and  in  urging  the  patient  to  forget 
them.  These  reassurances  and  perhaps  a seda- 
tive carry  the  patient  along  until  the  growth  is 
so  large  that  it  cannot  be  missed. 

One  must  also  bear  in  mind  that  all  parts  of 
the  larynx  except  the  vocal  cords  are  liberally 
supplied  with  lymphatics.  This  fact  makes 
early  discovery  and  removal  of  hidden  growths 
all  the  more  important,  since  invasion  of  the 
glands  of  the  neck  makes  the  prognosis  far  worse. 
Careful  palpation  of  the  neck  should  be  part  of 
the  examination.  To  repeat:  Persistent  com- 
plaints in  connection  with  swallowing  or  talking 
should  never  be  taken  lightly. 

Direct  Laryngoscopy. — It  must  be  empha- 


sized that  direct  examination  of  the  larynx  by 
means  of  the  laryngoscope  is  far  superior  to  the 
indirect  method  using  the  laryngeal  mirror  in 
revealing  hidden  growths. 

If  nothing  is  found  in  the  larynx  itself  that 
explains  the  symptoms,  the  base  of  the  tongue, 
the  pyriform  fossae,  and  the  upper  esophagus 
must  be  inspected,  because  a lesion  in  any  of 
these  areas  gives  rise  to  symptoms  referred  to 
the  larynx. 

Biopsy. — In  taking  biopsies  the  laryngologist 
should  not  be  content  with  the  laryngeal  mirror 
and  curved  forceps.  The  best  way  to  carry  out 
this  procedure  is  through  the  direct  laryngoscope 
in  the  hospital.  The  patient  can  then  receive 
proper  sedation  and  be  properly  anesthetized. 
If  necessary,  a general  anesthetic  is  justified. 

Malignant  neoplasms  rarely  arise  on  a per- 
fectly normal  vocal  cord.  Around  them  there 
is  nearly  always  an  area  of  chronic  inflammation. 
Unless  great  care  is  taken  when  securing  a bit  of 
tissue  for  examination,  some  of  the  chronic 
inflammatory  tissue  or  a part  of  the  growth 
which  shows  only  precancerous  changes  in  the 
cells  may  be  taken.  Such  sections  may  be 
pronounced  negative  by  the  pathologist,  and 
because  of  such  a misleading  report,  valuable 
time  is  lost.  Do  not  be  lulled  into  a sense  of 
false  security  by  a negative  biopsy,  especially  in 
the  face  of  persistent  symptoms.  If  it  is  not 
possible  to  secure  the  whole  growth  and  if  the 
examined  tissue  is  reported  negative,  other 
biopsies  should  be  done  until  the  lesion  heals  or 
positive  tissue  is  secured. 

Summary 

Alertness  in  connection  with  cancer  of  the 
larynx  calls  for: 

1.  Education  of  the  public. 

2.  Skillful  examination  with  the  mirror  by 
the  general  practitioner. 

3.  Direct  laryngoscopy  by  a laryngologist 
for  examination  of  the  larynx  and  the  taking  of 
biopsies. 

103  East  78th  Street,  New  York  21 
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Positional  Hypotension 


Arterial  hypotension  during  anesthesia  may 
be  produced  by  a change  in  position  of  the 
anesthetized  patient.  Four  commonly  observed 
situations  in  which  such  positional  hypotension 
may  be  displayed  are  a change  from  supine  to  lat- 
eral position,  a change  from  lateral  to  supine  po- 
sition, lowering  of  the  head  and  feet  of  a patient  in 
lateral  position,  and  placing  a patient  in  reverse 
Trendelenburg  position.  The  following  case  re- 
ports illustrate  such  eventualities. 

Case  Reports 

Case  1. — A fifty-three-year-old,  male  physician 
required  a right  upper  lobectomy  for  carcinoma. 
He  had  been  in  good  physical  condition,  and  the 
pathologic  process  involved  had  been  discovered  on 
a chest  roentgenogram  taken  for  no  apparent 
reason. 

In  order  to  abate  the  resulting  marked  apprehen- 

Discuased  at  a conference  held  at  the  Hospital  for  Special 
Surgery,  New  York  City,  October  6,  1958.  Clinical  Anes- 
thesia Conferences  are  held  on  the  first  Monday  of  every 
month. 


sion,  rather  heavy  preanesthetic  medication  was 
given  to  this  patient.  This  consisted  of  25  mg.  of 
Phenergan  injected  intramuscularly  ninety  minutes 
before  anesthesia,  followed  by  20  mg.  of  Pantopon 
and  0.4  mg.  of  atropine  sulfate  a half  hour  later. 
On  arrival  in  the  operating  room  he  still  manifested 
severe  anxiety  without  depression  of  respiratory 
function  and  with  maintenance  of  his  arterial  blood 
pressure,  which  was  130/80. 

Anesthesia  was  induced  rapidly  and  smoothly  by 
the  intravenous  drip  infusion  of  150  mg.  of  thio- 
pental sodium  in  a 0.4  per  cent  concentration. 
Succinylcholine,  50  mg.,  was  injected  intravenously, 
and  when  paralysis  of  respiratory  muscles  became 
evident,  a cuffed  number  38  Fr.  endotracheal  tube 
was  inserted  in  place  without  difficulty.  Respira- 
tions were  controlled  by  manual  bag  pressure,  and 
cyclopropane  was  added  to  the  oxygen  in  the  breath- 
ing bag.  The  patient’s  arterial  blood  pressure  while 
he  was  still  in  the  supine  position  had  not  changed 
from  what  it  had  been  before  anesthesia.  The 
patient  was  turned  as  gently  as  possible  onto  his  left 
side.  Subcyanosis  developed  in  the  patient’s  nail 
beds,  and  the  capillary  refill  was  more  sluggish. 
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The  pulse  at  the  wrist  seemed  a little  weaker  at  a 
rate  of  90  per  minute.  The  blood  pressure  dimin- 
ished to  80/50.  Start  of  operation  was  delayed 
while  attempts  were  made  to  improve  the  circulatory 
deficiency  by  increasing  the  oxygen  content  in  the 
breathing  bag,  which  was  manually  compressed  at 
each  inspiratory  phase,  and  by  the  administration 
of  ephedrine,  12V2  mg.  intravenously  and  a similar 
amount  intramuscularly.  There  was  no  apparent 
change  from  these  maneuvers.  Nevertheless,  it 
was  decided  to  go  on  with  the  operation. 

During  the  next  two  and  one-half  hours,  while  the 
lobectomy  was  being  performed,  the  patient  was 
given  1,000  cc.  of  blood  to  compensate  for  a similar 
quantity  of  blood  lost.  Minimal  amounts  of  anes- 
thetic agent  were  required.  The  arterial  hypoten- 
sion persisted  between  80  and  70  mm.  systolic  and 
between  50  and  40  mm.  diastolic.  When  the 
operation  was  completed  and  the  patient  was  turned 
on  his  back,  the  next  blood  pressure  was  120/80. 
This  level  was  maintained  thereafter  while  the 
patient  lay  on  his  back  in  the  recovery  room. 

Case  2. — A nineteen-year-old  man  had  a clotted, 
infected  hemothorax  for  which  decortication  was 
indicated.  Before  anesthesia,  while  the  patient 
was  supine,  his  blood  pressure  was  100/60,  and  his 
pulse  rate  was  96  per  minute.  After  anesthesia,  he 
was  turned  on  his  side  on  an  elevating  chest  rest. 
Immediately  following  this,  blood  pressure  and  pulse 
rate  could  not  be  obtained.  Respirations  were 
assisted,  but  the  circulation  continued  to  be  im- 
paired, with  blood  pressure  and  pulse  unobtainable. 
The  chest  rest  was  removed,  and  the  patient  was 
turned  on  his  back.  Immediately  after  this,  the 
patient’s  blood  pressure  could  be  determined  easily 
at  90/60,  and  the  pulse  rate  was  120  per  minute. 
After  ten  minutes  the  patient  was  again  placed  in 
the  lateral  position  by  turning  him  very  slowly  and 
without  using  a chest  rest.  Circulation  was  not 
disturbed  now.  In  fact,  blood  pressure  improved  to 
110/60,  and  the  pulse  rate  diminished  to  80  per  min- 
ute. These  levels  were  maintained  for  the  duration 
of  the  operation. 

Case  3. — A twenty-nine-year-old  woman  required 
a cesarean  section  in  her  last  month  of  pregnancy. 
Her  physical  status  was  good,  and  it  was  decided  to 
secure  anesthesia  by  means  of  spinal  analgesia. 
This  woman  preferred  to  lie  on  her  side  because  she 
was  uncomfortable  on  her  back.  Her  arterial  blood 
pressure  was  120/70  and  pulse  rate  84  per  minute. 

Spinal  puncture  was  performed  easily  in  the  fourth 
lumbar  interspace.  Two  cc.  of  spinal  fluid  were 
removed  and  used  to  dissolve  10  mg.  of  Pontocaine 
crystals.  Then  l3/4  cc.  of  this  mixture  were  injected 
in  the  subarachnoid  space  in  twelve  seconds.  One 
minute  later,  while  the  patient  was  still  on  her  right 
side,  her  blood  pressure  was  determined  again  and 
was  found  to  be  unchanged.  The  patient  was 


placed  on  her  back,  and  she  again  complained  of 
being  “uncomfortable.”  Her  pulse  became  weaker 
and  quickened  somewhat,  to  104  per  minute.  A 
blood  pressure  determination  now  was  70/60.  The 
sensory  level  of  anesthesia  was  then  just  at  the  lower 
costal  margin.  The  patient  was  given  oxygen  to 
inhale  by  mask  and  12.5  mg.  of  ephedrine  were 
injected  intravenously.  After  one  minute  there  was 
only  slight  improvement,  the  blood  pressure  being 
80/70  and  the  pulse  rate  still  104  per  minute. 

Cesarean  section  was  carried  out,  and  the  baby 
was  extracted  in  eight  minutes.  Just  prior  to  re- 
moval of  the  infant,  the  same  arterial  hypotension 
was  present,  while  the  level  of  sensory  anesthesia 
was  then  at  the  eighth  thoracic  segment.  Within  a 
minute  after  the  baby  was  extracted,  the  patient’s 
pulse  strengthened  and  diminished  to  78  per  minute 
while  the  blood  pressure  rose  to  110/70  at  which 
level  it  remained  until  the  end  of  the  operation. 

Case  4. — A forty-year-old  man  required  removal 
of  a calculus  from  his  left  kidney.  He  was  anes- 
thetized with  nitrous  oxide-oxygen  and  ether  and 
then  was  turned  onto  his  right  side.  In  order  to 
better  expose  the  kidney  area  both  lower  and  upper 
parts  of  the  operating  table  were  lowered  while  a 
“kidney  bar”  was  elevated.  After  this  maneuver, 
which  was  performed  fairly  rapidly,  the  patient’s 
arterial  blood  pressure  diminished  from  130/84  to 
60/50  while  his  pulse  rate  increased  from  66  to  90 
per  minute.  After  three  minutes  there  was  no 
improvement,  and  the  table  was  then  leveled  to  its 
original  horizontal  position.  This  resulted  in  a 
prompt  return  of  the  patient’s  blood  pressure  to  the 
previous  level  of  130/80.  After  four  minutes  the 
table  was  broken  again,  but  the  lower  and  upper 
parts  of  the  table  were  lowered  very  gradually,  and 
the  kidney  bar  was  not  elevated.  There  now 
resulted  only  a slight  lowering  of  blood  pressure  to 
118/76  with  a pulse  rate  of  80  per  minute.  Surgery 
was  started  and  carried  out  without  need  of  raising 
the  kidney  bar,  although  it  was  necessary  to  resect 
the  left  twelfth  rib. 

Case  5. — A fifty-two-year-old  man  had  a recur- 
ring dislocating  right  shoulder  for  which  an  open 
reduction  was  proposed.  Anesthesia  consisted  of 
thiopental  sodium,  nitrous  oxide,  and  ether.  In 
order  to  raise  the  right  shoulder,  the  position  of  the 
operating  table  was  changed  so  that  the  head  portion 
was  raised  while  the  lower  half  of  the  table  was 
lowered.  Following  this  change  in  position,  there 
occurred  a diminution  of  the  patient’s  arterial  blood 
pressure  from  140/90  to  80/60.  This  hypotension 
persisted  during  the  next  ten  minutes.  It  was  sug- 
gested then  that  the  patient’s  legs  could  be  raised 
without  interfering  with  the  desired  surgical  ap- 
proach. Five  minutes  after  the  patient’s  legs  were 
elevated  his  blood  pressure  rose  to  110/75.  This 
level  was  maintained  and  even  improved  so  that 
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when  the  operation  ended  two  hours  later,  the  blood 
pressure  was  120/80. 

Comment 

Homeostatic  compensatory  mechanisms  com- 
prising Cannon’s  “wisdom  of  the  body”1  may  be 
depressed  by  pathologic  states,  anesthesia,  and/ 
or  autonomic  ganglion  blocking  drugs.  Compen- 
satory readjustment  of  arterial  blood  pressure 
following  positional  changes  is  one  example  of 
homeostasis  which  may  be  altered  by  anesthetic 
and  other  drugs.  When  an  individual  assumes 
the  upright  posture,  the  effect  of  gravity  is  over- 
come by  important  compensatory  mechanisms 
comprised  by  active  vasoconstrictor  ability  and 
active  vasopressor  reflexes  (such  as  the  carotid 
sinus  reflex).  In  animals,  such  as  the  rabbit  or 
sheep,  in  which  active  vasoconstrictor  reflexes  are 
not  present,  it  is  not  unusual  for  them  to  faint 
when  they  are  held  in  a vertical,  head-up,  posi- 
tion.2 In  other  animals,  such  as  snakes,  in  which 
the  carotid  sinus  and  other  pressoreceptor  reflex 
mechanisms  are  undeveloped,  the  upright  posi- 
tion causes  orthostatic  hypotension  with  decreased 
cardiac  venous  return.3 

Arterial  hypotension  may  be  observed  in  hu- 
mans when  they  are  tilted  from  the  horizontal 
position  to  an  upright  position  if  compensatory 
reflexes  of  vasoconstriction  and/or  pressoreceptor 
reflexes  are  depressed.  The  latter  effects  may  be 
due  to  spinal  cord  pathology.4  Similarly,  in  high 
spinal  anesthesia,  paralysis  of  vasoconstrictors 
can  result  in  loss  of  positional  circulatory  read- 
justment.6 General  anesthesia  does  not  cause 
such  complete  vasoconstrictor  paralysis,  but  a 
certain  degree  of  depression  of  various  reflexes 
may  occur,  and  usually  this  is  in  direct  proportion 
to  the  depth  of  general  anesthesia.  The  hypo- 
tension observed  in  the  last  case  report  illustrates 
such  an  effect  which  showed  that  improvement 
could  be  obtained  by  raising  the  patient’s  legs. 

Individuals  with  intrathoracic  pathology  may 
manifest  prolonged  arterial  hypotension  when 
they  are  turned  from  supine  to  lateral  position 
during  general  anesthesia.6-7  The  first  two  cases 
presented  here  showed  such  effects.  These  cir- 
culatory changes  are  less  pronounced  or  even  non- 
existent when  such  individuals  are  turned  from 
supine  to  lateral  position  in  the  conscious  state. 
The  mechanism  involved  in  these  cases  seems  to 


be  imposed  interference  of  cardiac  venous  return. 
In  order  to  diminish  these  effects,  it  has  been 
recommended  that  these  patients  should  be 
turned  slowly  and  gently.  Preferably,  they 
should  be  made  to  assume  the  desired  lateral 
position  before  anesthesia.  If  endotracheal  in- 
tubation is  advisable,  this  may  be  done  in  the  lat- 
eral position.8 

Other  positional  changes  may  produce  mechan- 
ical obstruction  of  venous  return  in  a large  ves- 
sel such  as  the  vena  cava  and  may  explain  the 
hypotensive  episodes  observed  in  the  third  and 
fourth  case  reports.  In  Case  3,  in  which  arterial 
hypotension  was  produced  prior  to  cesarean  sec- 
tion performed  after  spinal  anesthesia,  the  in- 
duced muscular  relaxation  of  abdomen,  trunk, 
and  pelvis  allowed  the  abdominal  mass  (the  fetus) 
to  press  directly  on  the  vena  cava.  Venous  ob- 
struction causing  leg  edema  and  hemorrhoids  are 
not  uncommon  during  pregnancy,  due  to  venous 
compression  by  the  growing  fetus.  This  also  may 
explain  the  patient’s  feeling  of  discomfort  in  the 
supine  position  even  before  spinal  anesthesia  was 
produced.  In  Case  4 arterial  hypotension  also 
can  be  explained  by  vena  cava  obstruction  when 
the  patient,  placed  on  his  right  side,  had  both  his 
feet  and  head  lowered  while  a kidney  bar  was 
pushed  up  in  his  lumbar  area.  Here  again,  such 
circulatory  changes  are  more  liable  to  occur  in 
deeper  planes  of  anesthesia  and  when  the  po- 
sitional change  is  produced  suddenly  and  swiftly. 

Drugs  which  interfere  with  vasoconstriction, 
such  as  vasodilators,  and  drugs  which  block  auto- 
nomic ganglia,  such  as  methonium  compounds, 
Arfonad,  and  many  of  the  newer  “tranquilizers,” 
tend  to  depress  homeostatic  mechanisms  involved 
in  positional  changes  so  that  when  such  drugs  are 
used,  the  various  positional  hypotensions  de- 
scribed above  would  be  enhanced. 
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T n the  years  since  World  War  II  the  treatment  of 
acute  renal  insufficiency  has  benefited  from  con- 
siderable study  of  the  subject.  Some  of  this  work  is 
basic  to  present  therapy.  Owen  et  al.1  showed 
experimentally  that  severe  renal  tubular  damage  was 
likely  when  the  urine  contained  abnormal  proteins 
and  renal  blood  flow  and  urine  flow  were  small. 
Strauss2  pointed  out  that  water  balance  was  best 
maintained  during  anuria  when  replacement  of 
insensible  water  loss  was  limited  to  about  400  ml.  per 
day.  The  extreme  danger  of  potassium  intoxication 
was  emphasized  by  Winkler,  et  al.3  and  Finch,  et  alA 
Subsequently,  the  removal  of  potassium  from  anuric 
patients  by  cation  exchange  resins  and  by  hemo- 
dialysis was  initiated  respectively  by  Elkinton  and 
coworkers6  and  Merrill  and  coworkers.6  Bull,  et  al? 
demonstrated  that  survival  was  very  dependent  on 
minimizing  protein  catabolism.  Finally,  after  years 
of  developmental  work,  removal  of  accumulated 
products  of  metabolism  by  extracorporeal  hemo- 
dialysis was  accomplished  successfully  by  Kolff.8 

The  present  case  report  deals  with  the  application 
of  these  newer  concepts  to  the  treatment  of  acute 
renal  failure  in  a badly  injured  young  man  with  both 
survival  and  the  emergence  of  a new  clinical  problem 
resulting. 

Case  Report 

On  February  2,  1957,  a twenty-one-year-old  man 
was  injured  in  a tractor-trailer  accident  in  which  the 
truck  engine  was  displaced  in  such  a way  that  it  lay 
on  his  left  side,  pinning  him  in  the  wreckage  for 
three  or  four  hours.  As  a result,  the  patient  suffered 
shock  and  numerous  in j uries : contusions  and  lacera- 
tions of  the  head  and  arms,  crushing  injuries  to  the 
left  side  of  the  abdomen  causing  avulsion  of  the 
muscles  along  the  left  side  of  the  vertebral  column, 
rupture  of  the  spleen,  avulsion  and  subsequent 
gangrene  of  the  descending  colon,  fractured  pelvis, 
crushing  injuries  of  both  thighs  and  legs,  severence 
of  the  common  iliac  vein,  and  a compound,  com- 
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Fig.  1.  Changes  in  blood  chemistries,  urine  volume, 
and  weight  during  the  course  of  renal  tubular  necrosis. 

minuted  displaced  fracture  of  the  left  ankle. 

After  administration  of  blood,  the  patient  was 
taken  to  the  operating  room  where  repair  was  begun. 
Blood  replacement  was  inadequate,  and  the  patient 
went  into  shock  which  was  complicated  by  cardiac 
arrest.  This  was  successfully  treated  by  blood 
transfusion  and  cardiac  massage. 

The  ruptured  spleen  was  then  removed,  the  left 
colon  exteriorized,  the  left  iliac  vein  tied  off,  the 
compound,  comminuted  fracture  to  the  left  ankle 
repaired  and  covered  by  a skin  graft,  and  numerous 
lacerations  were  sutured. 
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Fig.  2.  Observations  made  during  potassium  removal  by  hemodialysis. 


After  surgery  the  patient  showed  a decreasing 
urine  volume,  and  when  attempts  to  create  an 
osmotic  diuresis  had  to  be  abandoned,  the  urine 
volume  fell  practically  to  zero  for  twenty-one  days 
and  remained  under  1 L.  for  two  additional  days. 
During  the  period  of  acute  renal  failure  the  patient 
received  antibiotic  therapy,  first  with  penicillin  and 
later  Chloromycetin.  About  500  ml.  of  50  per  cent 
glucose  were  given  daily  intravenously.  Seven 
dialyses  with  the  artificial  kidney  were  necessary. 
The  first  three  dialyses  were  necessitated  by  potas- 
sium retention,  and  the  final  four  dialyses  were 
necessitated  by  uremia.  The  period  of  oliguria  was 
followed  by  ten  days  of  diuresis  with  the  daily 
urine  volume  as  high  as  7 L.  Changes  in  blood 
chemistries,  urine  volume,  and  weight  during  the 
period  is  shown  in  Figure  1. 

The  fifth  week  of  illness  was  marked  by  a peculiar 
hypermetabolic  state  resembling  hyperthyroidism, 
which  gradually  regressed  over  several  months. 

In  the  sixth  week  of  illness  an  abscess  developed 
in  the  right  thigh  which  was  accompanied  by  septi- 
cemia due  to  hemolytic  Micrococcus  pyogenes  and 
Proteus  vulgaris.  This  responded  to  surgical  drain- 
age and  the  administration  of  novobiocin,  Chloro- 
mycetin and  Gantrisin. 

After  this  the  course  was  one  of  gradual  convales- 
cence. The  colostomy  closure  was  performed  at 
the  end  of  June,  and  the  patient  is  now  quite  well 
except  for  a damaged  and  stiff  left  ankle.  Creatinine 
clearance  in  June,  four  months  after  injury,  was 


55.5  per  cent  of  normal  and  the  phenolsulfonphthal- 
ein  excretion  was  20  per  cent  excretion  in  fifteen 
minutes  and  a total  excretion  in  two  hours  of  70  per 
cent. 

Comment 

The  problems  of  water  balance,  potassium  intoxi- 
cation, uremia,  and  the  clinical  state  similar  to 
hyperthyroidism  require  further  comment. 

It  is  generally  believed  that  basal  insensible  water 
loss  is  about  12  ml.  per  Kg.  per  day,  about  1 L.  per 
day  for  this  85-Kg.  patient.  Since  metabolism  is 
increased  in  such  severely  ill  patients  and  metabolic 
water  production  is  high,  it  can  be  supposed  that 
about  500  ml.  of  water  is  replaced  each  day  by 
endogenous  water  produced  by  metabolism,  leaving 
500  ml.  of  water  to  be  replaced  by  the  oral  or  intra- 
venous route.  If  treatment  is  guided  by  accurate 
estimates,  the  patient  loses  a little  less  than  a pound 
per  day  and  serum  sodium  is  not  diluted.  This 
patient  usually  received  during  the  period  of  oliguria 
500  ml.  of  50  per  cent  glucose  daily  by  vein,  and  he 
exhibited  an  average  weight  loss  of  just  under  a 
pound  per  day  (Fig.  1).  Overhydration  neverthe- 
less was  present,  and  termination  of  diuresis  was 
associated  with  sudden  loss  of  about  7 L.  of  excess 
body  fluid  with  restoration  of  normal  hydration. 
The  weight  curve  and  serum  sodium  concentrations 
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(Fig.  1)  indicate  that  overhydration  resulted  from 
unsuccessful  attempts  to  prevent  or  minimize  tubu- 
lar damage  by  osmotic  diuresis  during  the  first  days 
of  illness  together  with  administration  of  excess 
water  and  somewhat  insufficient  sodium  during  the 
final  period  of  diuresis. 

Because  of  the  extent  of  tissue  damage  and  poor 
gastrointestinal  function,  potassium  intoxication 
was  a taxing  problem.  The  first  three  dialyses  were 
performed  chiefly  to  remove  potassium.  Figure  2 
shows  serum  and  bath  concentrations  of  potassium 
and  estimates  of  potassium  removal  during  a dialy- 
sis. We  feel  that  maximal  removal  is  achieved  with 
relative  safety  in  severe  intoxication  by  dialysis 
against  a bath  containing  no  potassium  alternating 
at  hour  intervals  with  a bath  containing  2 mEq.  per 
L.  of  potassium  per  L.  Thus,  a period  of  rapid 
removal  and  rapid  reduction  of  serum  concen- 
trations alternates  with  a period  of  slower  re- 
moval, allowing  some  equilibration  between  intra- 
cellular and  extracellular  fluid.  Approximately 
500  mEq.  of  potassium  were  removed  during  four 
dialyses.  By  the  tenth  day  after  operation  gastro- 
intestinal function  had  returned  sufficiently  to  per- 
I mit  oral  administration  of  8 Gm.  of  a sodium  cycle 
cation  exchange  resin  each  day.  This  removed 
about  8 mEq.  of  potassium  daily,  or  a total  of  100 
mEq.,  and  prevented  further  rises  in  serum  potas- 
sium. In  all,  about  600  mEq.  of  potassium,  or 
about  15  per  cent  of  the  initial  total  body  potassium, 
were  removed  by  artificial,  extrarenal  routes. 

In  contrast  to  our  relatively  clear  understanding 
of  potassium  intoxication,  the  mechanisms  by  which 
the  signs  and  symptoms  of  uremia  are  produced  are 
I but  poorly  understood.  Consequently,  dialysis  for 
I relief  of  uremia  is  based  on  the  clinical  state  of  the 
j patient  rather  than  on  the  blood  concentration  of 
t any  compound.  In  this  regard,  we  have  noted  that 
in  prolonged  acute  renal  failure,  irritability,  agita- 
tion, and  tachypnea  are  of  ominous  import  and 
| often  predominate  over  lethargy,  somnolence,  and 
| coma.  The  final  four  dialyses  were  done  for  agita- 
t tion  and  irritability  and  gave  striking  relief  of  symp- 
toms. It  is  noteworthy  that  the  final  three  dialyses 
| were  requested  by  the  patient. 

At  the  end  of  diuresis,  after  relief  of  uremia,  a 
! rather  striking  change  took  place  in  the  patient. 
I He  began  to  exhibit  marked  restlessness,  a fine 
| tremor,  a staring  expression,  and  a tachycardia  of 
I 130  or  140  per  minute.  This  clinical  state,  resem- 


bling hyperthyroidism,  was  associated  with  a tem- 
perature of  103  F.,  but  persisted  when  the  tempera- 
ture returned  to  normal  levels.  The  hyperthyroid- 
like state  of  the  patient  gradually  subsided,  but 
even  twelve  weeks  after  injury  the  patient  was  seen 
by  cardiologists  in  an  unsuccessful  effort  to  clarify 
the  nature  and  cause  of  the  tachycardia  which 
ultimately  returned  to  normal.  No  abnormality  of 
protein-bound  iodine,  serum  magnesium,  or  other 
chemical  measurement  was  demonstrated.  This 
turn  of  events  has,  to  our  knowledge,  not  been 
emphasized  in  the  literature,  but  has  been  observed 
several  times  under  similar  circumstances  by 
Schreiner,9  in  his  experience,  however,  always  in 
women. 

The  hyrperthyrroid-like  state  is  noteworthy  in  that 
it  seemed  to  presage  an  ominous  turn  after  uremia 
had  disappeared.  We  were  by  no  means  certain  at 
the  time  that  the  patient  would  survive  this  new 
complication.  Although  this  clinical  state  is  a 
striking  one,  we  do  not  at  present  understand  its 
pathogenesis.  We  have  speculated  that  the  pro- 
found catabolic  state  of  this  patient  led  to  an 
abnormality  of  protein  binding  of  thyroxin,  which 
resulted  in  the  clinical  picture  of  hypermetabolism. 
This  speculation,  however,  is  without  significant 
factual  support. 

Summary 

Present  methods  of  management  of  renal  failure 
make  survival  possible  after  twenty-one  day's  of 
marked  oliguria,  even  in  the  presence  of  severe 
trauma  and  extensive  tissue  damage.  Under  cir- 
cumstances of  extreme  catabolism,  prolonged  and 
acute  renal  failure  may  be  complicated  byr  a striking 
and  peculiar  hyrpermetabolic  state. 

References 

1.  Owen,  K.,  II,  Desautels,  R.,  and  Walter,  C.  W. : Surgical 
Forum  4:  459  (1953). 

2.  Strauss,  M.  B.:  Bull.  N.  England  M.  Center  112: 
247  (1949). 

3.  Winkler,  A.  W.,  Hoff,  H.  E.,  and  Smith,  P.  K.:  Am. 
J.  Physiol.  124:  478  (1938). 

4.  Finch*  C.  A.,  Sawyer,  C.  G.,  and  Flynn,  J.  M.:  Am. 
J.  Med.  1 : 337  (1946). 

5.  Elkinton,  J.  R.,  Clarke,  J.  K.,  Squires,  R.  D.,  Bluemle, 
L.  W.,  Jr.,  and  Crosley,  A.  P. : Am.  J.  M.  Sc.  220:  547  (1950). 

6.  Merrill,  J.  P.,  Levine,  H.  D.,  Somerville,  W.,  and 
Smith,  S.:  Ann.  Int.  Med.  33:  797  (1950). 

7.  Bull,  G.  M.,  Jokes,  A.  M.,  and  Lowe,  K.  G. : Lancet 
2:  229  (1949). 

8.  Kolff,  W.  J.:  New  Ways  of  Treating  Uremia,  Lon- 

don, J.,  and  A.  Churchill,  Ltd.,  1947. 

9.  Schreiner,  G.:  Personal  communication. 


His  imagination  resembled  the  wings  of  an  ostrich.  It  enabled  him  to  run,  though  not  to  soar . 

Lord  Macaulay 

December  15,  1958  4067 


Essential  ( Aneurysmal ) Periarteritis  Nodosa  with  Central 
Nervous  System  Involvement 

JOSEPH  JOEL  FRIEDMAN,  M.D.,  UNADILLA,  NEW  YORK 
{From  The  Hospital,  Sidney,  New  York) 


rFHE  diagnosis  of  essential  (aneurysmal)  peri- 
arteritis nodosa  is  still  made  infrequently  during 
life  and  most  usually  diagnosed  postmortem. 

This  disease  is  confused  with  many  others  be- 
cause it  is  capable  of  simulating  so  many  other  dis- 
eases. The  central  nervous  system  is  frequently 
involved,  as  in  the  case  reported  here.  It  is  esti- 
mated that  the  peripheral  nerves  are  involved  in 
about  20  per  cent  of  these  cases  and  the  cranial 
nerves  in  about  8 per  cent.  About  half  of  the  cases 
of  periarteritis  nodosa  develop  a peripheral  neuritis 
sometime  during  the  course  of  the  illness  and  in 
most  of  these  at  the  onset  or  very  early  in  the  dis- 
ease. Thus,  any  patient  with  an  obscure  neuritis 
who  later  manifests  multisystemic  symptoms  should 
be  suspected  of  having  that  disease. 

Case  Report 

The  patient  was  a thirty-eight-year-old,  white 
male,  a salesman  and  auctioneer  by  profession.  His 
chief  complaint  began  on  September  1,  1953,  with 
unsteadiness  in  gait,  instability  in  walking,  swelling 
in  the  left  foot  and  leg  to  2 plus  edema,  and  pain  and 
heaviness  in  this  leg. 

Family,  Past,  and  Social  History. — During  the 
war  he  worked  as  a lathe  operator  in  a factory. 
There  was  no  known  exposure  to  silicon  dusts  or 
beryllium.  For  the  past  ten  years  he  was  employed 
as  an  auctioneer  and  salesman.  In  the  summer  of 
1953,  while  selling  and  demonstrating  a mothproof er, 
he  was  exposed  30  to  50  times  a day  to  a spray  con- 
taining Methoxychlor  Technical  5 per  cent,  and 
orthodichlorobenzene  20  per  cent.  He  was  similarly 
exposed  from  January  to  May,  1954.  His  left  arm 
was  fractured  in  childhood  with  a resulting  deform- 
ity. At  twenty-four  years  of  age  he  had  an  opera- 
tion for  varicose  veins  in  the  right  leg. 

Review  of  Systems. — There  was  nothing  of  im- 
portance prior  to  the  onset  of  the  present  illness. 
His  general  health  was  always  excellent.  No  pul- 
monary or  neuromuscular  symptoms  occurred  before 
1953.  A chest  film  taken  in  1942  was  reported 
negative. 

Present  Illness. — The  illness  began  with  the 
chief  complaint  noted  above.  There  were  no  vari- 
cose veins,  no  history  of  injury,  phlebitis,  or  groin 
pathology.  The  swelling  subsided  on  bed  rest,  with 
elevation  of  the  leg.  On  November  1,  1953,  the 
patient  complained  of  sudden  onset  of  dizziness, 
fatigue,  nausea,  and  vomiting.  It  was  thought  that 
a very  slight  icferus  of  the  conjunctivae  was  present. 
Urines  and  stools  were  negative.  It  was  thought 
that  the  patient  had  a hepatitis,  either  on  a toxic 


or  infectious  basis.  With  prolonged  bed  rest  and 
special  diet,  he  gradually  improved.  In  January,  j 
1954,  he  felt  well  enough  to  go  to  Florida  and  worked 
there  selling  brushes.  At  this  time  his  weight  had 
decreased  from  180  to  155  pounds.  He  returned 
from  Florida  in  May,  1954,  and  this  time  was  com- 
plaining of  dizziness,  a staggering  gait,  and  loss  of 
hearing  in  the  left  ear.  These  symptoms  began  while 
he  was  in  Florida,  and  became  very  much  aggra- 
vated by  May.  During  his  stay  in  Florida  he  was 
selling  and  demonstrating  a mothproofer.  He  re-  ; 
turned  to  auctioneering  but  lost  weight  and  began 
to  stagger  more.  His  gait  became  very  unsteady  and 
he  often  staggered  as  if  drunk.  At  this  time  it  was 
thought  that  he  might  have  a possible  poisoning  or 
a possible  multiple  sclerosis.  He  was  referred  to  a , 
neurologist  for  consultation.  The  neurologist’s  im- 
pression of  the  patient  at  that  time  was  that  he  had  i 
suffered  a poisoning,  a toxic  reaction  of  some  kind  j 
involving  the  central  nervous  system. 

On  June  10,  1954,  the  patient  contracted  a cold,  a 
sore  throat,  and  a low-grade  fever,  followed  by  a J 
severe  hacking  cough  productive  of  a small  amount  ] 
of  whitish  sputum.  This  seemed  to  improve  under  ] 
treatment  with  Aureomycin.  On  July  12,  1954,  he  j 
was  complaining  of  deafness  and  tinnitus  in  the  left  1 
ear,  dizziness,  and  unstable  gait.  His  lungs  were  ] 
clear  on  physical  examination,  but  extensive  changes  1 
were  noted  in  an  x-ray  film.  On  July  16,  1954,  he  I 
was  again  examined  by  a neurologist,  who  found 
nothing  except  a slight  reduction  of  hearing  on  the  j 
left,  slightly  hyperactive  tendon  jerks,  and  a slightly  I 
positive  Romberg.  The  impression  of  the  neurolo- 
gist at  this  time  was  that  there  was  no  progressive  I 
neurologic  disease  and  that  the  symptoms  probably  I 
were  due  to  labyrinthitis  which  was  gradually  clear-  I 
ing.  His  condition  was  slowly  improving  when  he  I 
entered  the  Mary  Imogene  Bassett  hospital  in 
Cooperstown  on  July  19.  He  was  discharged  from  I 
the  hospital  on  July  23,  1954.  At  this  time,  his  I 
physical  examination  read  as  follows: 

Vital  signs  were  normal.  Blood  pressure  was  I 
110/75.  He  was  well-developed  and  well-nourished.  I 
There  was  an  old  deformity  of  the  left  arm  and  a I 
slight  nystagmus  on  looking  to  the  left  with  quick  I 
phase  to  the  left.  He  had  a slight  deafness  of  the  I 
left  ear.  Weber  was  not  lateralized.  Lungs  were  | 
clear  to  percussion  and  auscultation.  His  heart  was  1 
not  enlarged.  Cardiac  rhjdhm  was  regular  with  no  I 
murmurs.  There  were  no  enlarged  lymph  nodes.  I 
The  liver,  spleen,  and  kidneys  were  not  felt-  There  1 
were  mild  varicose  veins  on  both  legs.  There  was  I 
no  edema.  Tendon  reflexes  were  symmetrically  I 
active.  There  was  no  Babinski  or  clonus.  Romberg  I 
was  negative,  but  the  patient  tended  to  sway  toward  I 


4068 


New  York  State  J.  Med. 


ESSENTIAL  PERIARTERITIS  NODOSA  WITH  CENTRAL  NERVOUS  SYSTEM  INVOLVEMENT 


Fig.  1.  Heart:  There  is  marked  tortuosity  and  aneurysmal  dilatation  of  coronary  arteries. 


the  right  on  walking.  Abdominal  reflexes  were  pres- 
ent. There  was  no  ataxia  and  no  tremors. 

Laboratory  Data. — Urinalysis  was  normal. 
Blood  tests  showed  the  Guaiac  to  be  negative,  and 
there  were  no  ova  or  parasites.  Blood  chemistry 
showed  urea  nitrogen  to  be  5 mg.  per  cent;  protein 
6 Gm.  per  cent;  sugar  87  mg.  per  cent;  alkaline 
phosphatase  6.6.  units;  calcium  5.2  mEq.;  phos- 
phorus 3.7  mg.  per  cent;  bilirubin  prompt  direct  0.2 
mg.  per  cent;  total  1.5  mg.  per  cent;  cephalin 
flocculation  negative  after  forty-eight  hours. 

Agglutinins  showed  brucella  and  the  sheep  cell  to 
be  negative.  There  were  no  acid-fast  organisms  in 
smears  or  cultures  of  the  sputum.  There  were  no 
fungi  in  special  culture  media.  There  was  no 
growth  in  a mouse.  Smears  showed  a few  gram-posi- 
tive cocci,  and  routine  cultures  showed  alpha  strep- 
tococci and  Neisseria. 


Bronchial  washings  indicated  no  growth  in  routine 
cultures  or  on  special  media  for  fungi.  No  cells  sug- 
gestive of  malignancy  were  found  in  the  cell  block. 
The  lupus  erythematosus  preparation  was  negative. 
The  lumbar  puncture  showed  initial  pressure  of  84 
mm.  water  and  fluid  crystal  clear.  No  cells  were 
seen.  Protein  was  65  mg.  per  cent.  Serologic  test 
for  syphilis  was  negative.  Colloidal  gold  curve  was: 
2-3-4-5-5-6-5-4-3-2.  Cultures  were  negative. 
Skin  tests  with  histoplasmin,  coccidioidin,  and  first 
and  second  strength  tuberculin  were  all  negative. 
The  electrocardiogram  showed  a normal  record. 
Ear,  nose,  and  throat  consultation  indicated  a loss 
of  hearing  of  a conductive  type  in  the  left  ear. 

X-ray,  fluoroscopy,  and  posterior- anterior  and  lat- 
eral films  of  the  chest  showed  diffuse,  soft,  confluent 
infiltration  throughout  both  lungs  but  sparing  the 
apices.  In  the  skull,  internal  auditory  meatuses, 
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Heart : A microscopic  view  of  left  main  coronary  artery  shows  marked  dilatation  and  partial  occlusion  by 

a laminated  thrombus. 


sinuses,  and  mastoids  showed  no  abnormality.  The 
left  hand  was  smaller  than  the  right.  Joint  surfaces 
of  metacarpals  were  slightly  irregular.  There  were 
no  evidences  of  sarcoid.  In  the  bronchoscopic  ex- 
amination, the  mucous  membranes  of  the  bronchi 
were  somewhat  reddened  but  otherwise  normal. 

The  patient’s  course  in  the  hospital  was  unevent- 
ful. There  was  no  fever,  tachycardia,  or  tachypnea. 

Course  After  Discharge  from  the  Hospital. — 
The  patient  was  seen  at  intervals  of  two  to  three 
months  in  the  outpatient  department,  the  last  visit 
being  one  week  prior  to  death.  During  the  latter 
half  of  1954  and  throughout  1955  it  was  believed 
that  he  was  gradually  improving.  His  weight  in- 
creased about  20  pounds  to  185  pounds  in  October, 
1955.  He  had  relatively  few  respiratory  symptoms: 
slight  dyspnea  on  exertion  and  almost  no  cough. 
X-rays  of  the  chest  showed  some  shifting  of  the 
shadows  with  a tendency  to  clearing.  Liver  function 
studies  were  within  normal  limits.  Smears  and  cul- 
tures of  sputum  showed  nothing  which  was  consid- 
ered to  be  significant.  Lung  biopsy  was  recom- 
mended but  refused.  Deafness  in  the  left  ear 


gradually  increased.  He  was  able  to  continue  his 
work  as  a salesman.  In  January,  1956,  there  was 
an  episode  of  numbness  of  the  right  side  of  the  body, 
followed  by  difficulty  in  using  the  muscles  of  the 
right  side.  The  right  foot  dragged  in  walking.  The 
disability  cleared  up  in  about  two  weeks,  but  at  the 
end  of  this  period  the  tendon  reflexes  were  hyper- 
active on  the  right,  and  there  was  a positive  right 
Hoffman  and  transient  ankle  clonus.  At  about  this 
time  it  was  felt  that  the  deafness  had  taken  on  a 
neutral  component.  Early  in  February,  1956,  there 
was  double  vision  on  looking  to  the  left,  and  there 
was  evidence  of  left  sixth  nerve  paresis.  On  March 
27,  1956,  the  patient  was  seen  again  by  the  neurolo- 
gist. The  neurologist’s  impression  then  was  that  the 
most  likely  diagnosis  was  multiple  sclerosis. 

Following  this  there  was  improvement.  When 
seen  in  May,  1956,  the  pyramidal  tract  signs  had 
virtually  cleared  up,  and  there  was  only  very  slight 
weakness  of  the  sixth  nerve.  At  the  time  of  the  last 
examination  on  August  2 the  patient  felt  that  he 
was  gradually  improving.  There  was  no  more 
diplopia,  and  the  unsteadiness  in  walking  had  im- 
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Fig.  3.  Heart:  This  cross  section  through  the  base  of  the  heart  discloses  aneurysmal  dilatation  of  coronary 
I arteries  with  perivascular  fibrosis  and  with  thrombotic  occlusion.  Scarring  and  thinning  of  the  myocardium  are 
I evident. 


Fig.  4.  Heart:  Cross  sections  of  heart  from  apex  to  base  show  multiple  focal  areas  of  scarring  as  the  result  of 
isolated  thrombolic  occlusions  of  the  nutrient  arteries  involved  in  the  inflammatory  and  thrombotic  process. 
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Fig.  5.  Kidney:  Thickened,  tortuous,  dilated  and  partially  thrombosed  intrinsic  arteries  are  visible  near  each 

calyx. 


proved.  On  examination,  however,  the  following 
were  noted:  positive  Romberg  with  falling  to  the 

right,  ptosis  of  the  right  eyelid,  right  pupil  larger 
than  the  left,  possible  slight  paresis  of  the  left  sixth 
nerve,  transitory  patellar  clonus  on  both  sides,  and 
questionable  right  Babinski. 

On  August  9,  1956,  the  patient  expired  very  sud- 
denly in  his  sleep  at  10: 15  p.m. 

Anatomic  Diagnoses 

360-522 — Passive  congestion  of  lungs,  marked. 

360-931 — Perivascular  infiltrates,  in  lungs  due  to 
essential  polyangiitis. 

402-931 — Essential  poly  angiitis  (periarteritis  no- 
dosa) generalized. 

410-931.6 — Fibrosis  of  myocardium  due  to  essen- 
tial polyangiitis. 

41x-931.6 — Aneurysm  of  coronary  arteries  due  to 
essential  polyangiitis  (with  thrombosis).  (Figs.  1, 
2,  3,  and  4) 

468-931.6 — Aneurysms  of  renal  arteries  due  to 
essential  polyangiitis  (with  thrombosis).  (Fig.  5) 

473-931.6 — Aneurysms  of  internal  carotid  arteries 
due  to  essential  polyangiitis  (with  thrombosis). 


477-931.6 — Aneurysms  of  vertebral  arteries  due  to 
essential  polyangiitis  (with  thrombosis  and  rupture). 

520-522 — Passive  congestion  of  spleen. 

680-522 — Passive  congestion  of  liver. 

687-100.0 — Cholecystitis,  chronic,  slight. 

687-6 1 5 — Cholelithiasis . 

710-511 — Infarcts  of  kidneys. 

91x-931.6 — Subarachnoid  hemorrhage  due  to 
rupture  of  aneurysm  of  vertebral  arterjr.  (Fig.  6) 

945-512 — Encephalomalacia,  internal  capsule, 
due  to  embolism,  old. 

The  autopsy  disclosed  the  patient’s  principle  dis- 
ease to  be  periarteritis  nodosa.  This  was  of  the 
classic  type  and  involved  the  small  arteries  with 
muscular  coats  widely  distributed  throughout  the 
body.  Many  of  the  involved  vessels  showed  nodular 
aneurysms  at  the  site  of  inflammatory  weakening 
of  the  vessel  walls.  There  were  aneurysms  of  the 
coronary  arteries,  and  recent  thrombi  occluded  some 
of  these.  The  myocardium  was  markedly  fibrosed, 
presumably  as  the  result  of  previous  thrombotic 
occlusion  of  its  main  arteries. 

There  was  no  recent  or  acute  infarction.  The 
renal  arteries  branching  within  the  kidneys  showed  I 
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Fig.  6.  Brain:  Focal  encephalomalacia  involves  the  basal  ganglia  and  internal  capsule.  There  is  fresh  hemor- 
rhage in  the  leptomeninges. 


striking  aneurysm  formation,  thrombosis  of  aneu- 
rysms, and  associated  old  and  fresh  infarcts  of  the 
kidney  substance. 

There  were  aneurysms  of  the  internal  carotid 
arteries,  bilateral,  and  both  showed  thrombosis. 
There  were  aneurysms  of  the  vertebral  arteries  just 
before  their  juncture  to  form  the  basillar  artery. 
Both  of  these  showed  thrombosis,  and  one  apparently 
had  ruptured  recently  to  give  rise  to  extensive  sub- 
arachnoid hemorrhage.  The  site  of  rupture  was  not 
well-defined  grossly  or  microscopically.  It  is  as- 
sumed that  the  aneurysms  of  the  internal  carotid 
arteries  extending  into  the  cavernous  sinuses  im- 
pinged on  the  intracranial  portions  of  the  sixth  nerve 
with  resultant  diplopia.  There  was  an  area  of  old 
encephalomalacia  involving  the  internal  capsule  and 
adjacent  basal  ganglia  on  the  left.  I attribute  this 
to  probable  embolism  from  the  thrombosed  aneu- 
rysm of  the  internal  carotid  arter}^.  There  was  no 
evidence  of  lipoid  or  chemical  pneumonitis.  How- 
ever, the  lungs  did  show  perivascular  and  interstitial 
lymphocytic  infiltrates  which  may  be  assumed  to 
have  accounted  for  x-ray  changes.  It  is  also  to  be 
noted  that  there  was  passive  congestion  of  the  lungs 
owing  to  the  myocardial  failure.  This  could  also 
explain  transient  x-ray  changes.  The  nature  of  the 


perivascular  infiltrates  is  unique  in  my  experience. 
Periarteritis  nodosa  is  said  to  involve  the  lungs  but 
rarely  in  its  classic  form. 

Death  is  ascribed  to  acute  cardiac  decompensa- 
tion and  subarachnoid  hemorrhage. 

Comment 

It  should  be  emphasized  that  this  term,  peri- 
arteritis nodosa,  should  be  reserved  for  the  rare 
condition  which  is  found  in  the  medium-sized  arteries 
throughout  the  body  with  aneurysmal  dilatation, 
producing  a clinical  picture  so  polymorphic  in  its 
manifestations  that  these  seem  unrelated. 

The  etiology  is  not  known.  It  has  been  suggested 
that  allergic  reactions  of  various  types  may  cause 
the  necrotizing  inflammatory  lesions  in  the  blood 
vessels.  Various  infectious  agents  may  be  etiologic 
factors,  but  no  substantiating  evidence  exists. 

In  true  aneurysmal  periarteritis  nodosa  the  arterial 
lesion  consists  of  necrosis,  fibrinoid  alteration,  and 
hyalinization  of  the  media,  with  a marked  peri- 
vascular infiltration  of  mononuclear  and  poly- 
morphonuclear cells  but  without  foreign  body  giant 
cells. 


December  15,  1958 


4073 


JOSEPH  JOEL  FRIEDMAN 


The  affected  vessels  may  show  intimal  prolifer- 
ation leading  to  thrombosis  and  infarct  formation. 
The  artery  usually  becomes  distended  into  an 
aneurysmal  saccule  and  may  rupture.  Repair  and 
fibrosis  of  the  adventitial  lesions  may  produce  nod- 
ules along  the  course  of  the  arterjc 

The  disease  process  appears  to  spread  through  the 
wall  of  the  vessel,  the  intima  being  the  last  coat  to  be 
involved.  In  true  aneurysmal  periarteritis  nodosa, 
the  lesions  may  be  seen  in  all  stages  in  any  given 
case  from  acute  ones  to  those  which  are  completely 
healed. 

The  widespread  nature  of  the  vascular  lesions  may 
result  in  symptoms  and  signs  so  variable  that  no 
standard  clinical  pattern  can  be  described.  This 
patient  was  thought  to  have  had  a chemical  poison- 
ing or  a multiple  sclerosis. 

Summary 

This  case  emphasizes  that  the  diagnosis  is  made 
infrequently  in  fife,  simulates  other  diseases,  fre- 
quently has  neurologic  involvement,  has  a very 
variable  course,  and  is  usually  fatal. 


Diagnosis. — The  diagnosis  is  difficult  and  proof 
depends  on  histologic  evidence.  Biopsy  should  in- 
clude skin,  subcutaneous  tissue,  and  muscle. 

Treatment. — Treatment  is  symptomatic.  If  the 
diagnosis  can  be  established,  any  drug  that  may 
cause  a hypersensitivity  reaction  should  be  avoided. 
Steroids  may  relieve  the  signs  of  inflammation  but 
are  no  cure. 

Addendum 

The  autopsy  was  carefully  and  completely  per- 
formed by  Clinton  Van  Zandt  Hawn,  M.D.,  Pa- 
thologist-in-Chief  at  the  Mary  Imogene  Bassett  Hos- 
pital in  Cooperstown,  New  York.  It  is  noted  here 
with  his  kind  permission. 

Material  from  the  Bassett  Hospital  was  used  with 
the  kind  permission  of  James  Bordley,  III,  M.D., 
Chief  of  Medicine. 
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SCIENTIFIC  EXHIBITS 
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Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Scientific  Exhibits  Subcommittee  of  the  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  9 to  15,  1959,  at  the  Hotel  Statler,  Buffalo. 

No  applications  can  be  considered  after  January  1,  1959. 
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are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 
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Monocular  Proptosis  as  the  Initial  Finding  in  Chronic  Lymphatic 

Leukemia 


VICTOR  GOODSIDE,  M.D.,  BRONX,  NEW  YORK 
{From  the  Department  of  Ophthalmology , Lebanon  Hospital ) 


Qince  a unilateral  orbital  tumor  as  the  presenting 
sign  in  leukemia  is  rare,  the  diagnosis  of 
leukemia  is  not  promptly  considered,  especially 
when  studies  of  the  peripheral  blood  are  not  helpful. 
In  the  present  case  biopsy  of  a preauricular  gland 
and  bone  marrow  studies  established  the  presence 
of  lymphocytic  leukemia. 

According  to  Reese,1  bilateral  proptosis  due  to 
orbital  involvement  is  noted  in  2 per  cent  of  the 
cases  of  leukemia  during  the  course  of  the  disease. 
Unilateral  proptosis  is  rarer.  Appearance  of  the 
orbital  lesion  as  the  first  indication  of  leukemia  is 
extremely  rare.  Reese  and  Guy2  reported  such 
a case  in  a sixty-nine-year-old  man.  Other  reports 
have  been  made  by  Cohen3  and  O’Brien  and  Lein- 
f elder. 4 Most  recently  two  such  cases  in  children 
have  been  reported  by  Kennedy  and  Green.5  In 
one  the  diagnosis  was  made  by  bone  marrow  study 
and  in  the  other  by  biopsy  of  the  orbital  mass. 

Case  Report 

A seventy-six-year-old  woman,  whose  past  history 
included  a cataract  extraction  in  the  left  eye,  eight 
years  before,  with  postsurgical  vision  correctible  to 
20/30,  complained  in  July,  1956,  of  drooping  of  her 
left  upper  eyelid,  protrusion  and  downward  dis- 
placement of  her  left  eye,  and  swelling  about  the 
left  temporal  area  (Fig.  1).  Examination  disclosed 
a doughy  mass,  palpable  just  under  the  superior 
orbital  margin,  displacing  the  eye  downward  and 
forward.  Exophthalmometric  readings  were  13 
mm.  in  the  right  eye  and  18  mm.  in  the  left.  Ocular 
motility  was  otherwise  unimpaired.  The  right  eye 
showed  incipient  cataract,  funduscopic  evidence  of 
retinal  arteriosclerosis,  and  visual  acuity  of  20/100 
with  +0.5  spherical  lens.  The  left  eye  was  aphakic 
as  the  result  of  extracapsular  cataract  extraction. 
The  fundus  was  readily  seen  and  showed,  in  addition 
to  retinal  arteriosclerosis,  pallor  of  the  disk  and  peri- 
papillary halo.  Visual  acuity  with  aphakic  cor- 
rection was  20/100,  a drop  in  acuity  since  an  ex- 
amination in  March,  1955,  at  which  time  the  cor- 
rected vision  of  20/50  had  been  recorded.  Intra- 
ocular tension  was  normal  bilaterally.  Attempts 
at  visual  field  examination  w'ere  unsuccessful  be- 
cause of  poor  cooperation.  In  addition  to  these 
findings,  a fullness  in  the  left  temporal  area  and  one 
hard  left  preauricular  gland  were  noted. 

General  physical  examination  revealed  no  other 
lymphadenopathy  and  no  findings  other  than  those 
consistent  with  anemia  and  generalized  arteriosclero- 
sis. A blood  count  showed:  hemoglobin  10  Gm.,  red 


Fig.  1.  Displacement  down  and  forward  of  left  eye 
and  swelling  of  temporal  region. 


cell  count  3,180,000,  white  cell  count  9,600,  and  a 
differential  of  52  polymorphonuclears,  40  lympho- 
cytes, 6 monocytes,  and  2 eosinophils,  with  moderate 
hypochromia.  A subsequent  blood  count  showed 
essentially  the  same  findings.  The  urine  gave  nega- 
tive findings.  X-ray  of  the  chest  and  flat  plate  of 
the  abdomen  gave  negative  findings.  X-ray  of 
the  skull  showed,  according  to  the  radiologist, 
undulating  thickened  hyperostosis  of  the  inner  table 
of  the  frontal  bones.  The  vascular  pattern  of  the 
diploe  was  prominent  and  increased  in  the  caliber 
of  vessels.  Neurosurgic  consultation  was  obtained, 
and  no  positive  neurologic  findings  were  noted. 
The  opinion  was  given  that  this  patient’s  ptosis  and 
displacement  of  the  left  eyeball  was  due  to  a very 
slow-growing  meningioma,  most  probably  originat- 
ing in  the  squamous  portion  of  the  left  temporal 
bone  and  extending  to  the  left  orbit.  It  was 
thought  best  to  withhold  surgery. 

In  November,  1956,  the  left  preauricular  gland 
previously  noted  was  removed  at  biopsy,  and  the 
pathologic  report  stated  that  the  condition  was 
chronic  lymphadenitis.  Review  of  the  slides  in  the 
light  of  subsequent  events  has  altered  the  diagnosis 
and  confirmed  the  presence  in  this  gland  of  ly mpho- 
matosis  due  to  lymphatic  leukemia.  The  texture 
of  the  gland  at  the  time  of  its  removal  suggested  to 
the  surgeon  the  need  for  further  investigation,  and 
bone  marrow  studies  were  consequently  made. 
These  showed:  cellularity  4 plus,  megakaryocytes 
normal,  platelets  sparse,  myeloid-erythroid  ratio 
20:1,  predominant  cells  lymphocytes  and  pre- 
lymphocytes, and  a scattered  lymphoblastic  plasma 
cell  occasionally.  The  impression  was  that  the 
condition  was  lymphocytic  leukemia,  aleukemic 
phase  subacute.  Count  of  peripheral  blood  showed : 
hemoglobin  10Gm.,  red  cell  count  3, 260,000,  white  cell 
count  11,950,  polymorphonuclears  49,  lymphocytes 
44,  monocytes  3,  eosinophils  3,  and  basophils  1. 
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The  patient  was  given  radiation  therapy,  and  the 
orbital  mass  as  well  as  the  swelling  in  the  temporal 
area  rapidly  resolved.  Her  subsequent  course  was 
downhill,  and  she  expired  in  April,  1958. 

Comment 

The  features  pointing  away  from  the  actual 
diagnosis  of  leukemia  included:  (1)  rarity  of 

monocular  proptosis  as  the  initial  finding,  (2)  the 
x-ray  report  of  hyperostosis  of  the  inner  table  of 
the  frontal  bone,  (3)  a drop  in  visual  acuity  in  the 
aphakic  left  eye  over  a period  of  some  years  with 
the  appearance  of  a pale  disk  not  inconsistent  with 
pressure  from  a slow-growing  neoplasm,  and  (4) 
several  blood  counts  showing  anemia  but  no  evidence 
of  leukemia. 

In  retrospect,  one  may  state  that  the  fullness  in 
the  temporal  area  represented  leukemic  infiltration, 


the  x-ray  report  of  hyperostosis  frontalis  was  not 
significant,  and  the  gradual  diminution  in  visual 
acuity  occurred  on  the  basis  of  atherosclerotic  or 
senile  involvement  of  the  optic  nerve. 

Summary 

A case  of  lymphatic  leukemia  was  recorded 
showing  the  rare  finding  of  monocular  proptosis 
as  the  initial  symptom. 
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Health  Insurance  Among  Older  Aged  Persons  Increasing 


The  number  of  older  aged  persons  with  health 
insurance  is  growing  at  a much  faster  rate  than  the 
senior  citizen  population  itself,  according  to  a newly 
published  survey  by  the  Federal  government. 

The  Health  Insurance  Institute,  citing  a June, 
1958,  study  of  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  reported  that  a greater 
percentage  than  ever  before  of  the  older  aged  popula- 
tion is  now  protected  by  voluntary  health  insurance 
plans.  The  senior  citizen  population  is  increasing  at 
a rapid  rate.  Today,  there  are  nearly  15  million 
Americans  who  are  sixty-five  years  of  age  or  over. 
This  figure  is  expected  to  rise  to  21  million  persons 
by  1975. 

The  government  study  shows  that  the  number  of 
Americans  sixty-five  and  over  increased  by  13  per 
cent  from  March,  1952,  to  September,  1956,  while 
the  number  of  senior  citizens  covered  by  health 
insurance  went  up  56  per  cent.  These  figures  do 
not  include  persons  in  institutions,  such  as  homes 
for  indigent  care. 

The  growth  trend  held  true  over  the  1952  to  1956 
span  for  each  age  bracket  among  older  persons. 
Thus,  the  number  of  persons  in  the  sixty-five  to 
sixty-nine-age  bracket  increased  by  7 per  cent  while 
the  number  of  insured  grew  by  40  per  cent.  In  the 
seventy  to  seventy-four-age  class,  total  population 
went  up  15  per  cent  and  the  insured  increased  68  per 
cent.  The  number  of  persons  seventy-five  years  old 
and  over  climbed  18  per  cent  while  the  insured 
portion  of  that  age  group  rose  by  87  per  cent. 

The  government  study  also  pointed  out  that  26 
per  cent  of  the  population  in  their  senior  years,  or 
one  out  of  every  four  persons  sixty-five  and  older, 
had  health  insurance  in  March,  1952.  By  Septem- 


ber, 1956,  this  proportion  had  climbed  to  better 
than  one  out  of  every  three,  or  37  per  cent. 

In  recent  months,  top  U.S.  medical  and  insurance 
spokesmen  have  drawn  attention  to  the  need  for 
more  adequate  health  insurance  coverage  for  senior 
citizens.  Dr.  F.  J.  L.  Blasingame,  general  manager 
of  the  American  Medical  Association,  said  last  May 
that  financing  health  care  for  our  older  age  popula- 
tion was  the  major  problem  which  voluntary  health 
insurance  and  medicine  must  solve  jointly. 

Morton  D.  Miller,  chairman  of  the  Health  In- 
surance Council,  a federation  of  insurance  associa- 
tions, last  August  stated  that  “the  extension  of 
coverage  for  our  senior  citizens”  was  one  of  two 
major  problems  facing  health  insurance.  He  listed 
rising  medical  costs  as  the  other. 

Health  insurance,  the  Institute  reports,  is  being 
extended  to  more  and  more  older  persons  in  a variety 
of  ways. 

One  method  is  by  permitting  workers  to  continue 
their  insurance  under  group  policies  (usually  avail- 
able through  the  place  of  employment  or  union 
sponsorship)  after  retirement,  or  to  convert  their 
group  coverage  to  an  individual  policy.  Another 
is  the  issuance  of  new  insurance  to  groups  of  older 
persons  and  to  individuals  at  advanced  ages. 
Still  another  is  a type  of  health  insurance  that  be- 
comes fully  paid  up  for  life  at  the  age  of  sixty-five, 
thus  enabling  the  policyholder  to  pay  for  his  pro- 
tection during  his  younger,  more  productive  years. 

The  Health  Insurance  Institute  is  the  central 
source  of  information  for  the  nation’s  insurance 
companies  serving  the  public  through  voluntary 
health  insurance. — Health  Insurance  Institute , Oc- 
tober, 1958 
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Fibrinogenopenia  in  the  First  Trimester  of  Pregnancy 


STANLEY  FRIEDMAN,  M.D.,  AND  GEORGE  D.  ANDERSON,  M.D.,  SARATOGA  SPRINGS,  NEW  YORK 
( From  the  Department  of  Gynecology , Harlem  Hospital,  New  York  City ) 


T^ibrinogenopenia  occurring  early  in  pregnancy 
has  been  observed  on  several  occasions.  In 
most  of  the  cases,  fulminating  infection  due  to 
criminal  abortion  was  present.1-3  In  these  septic 
abortions  there  usually  was  a marked  derangement 
of  the  clotting  mechanism  resulting  from  massive 
hemolysis  and/or  liver  damage.  Depletion  of 
fibrinogen  was  only  one  of  the  abnormalities  encoun- 
tered, thrombocytopenia,  hypoprothrombinemia, 
and  increased  fibrinolytic  activity  also  being  found.3 
Overwhelming  septicemia  and  toxemia,  not  the 
fibrinogenopenia,  were  the  critical  factors  in  these 
cases  and  the  causes  of  maternal  deaths. 

In  one  case  of  a criminal  abortion  in  the  twenty- 
fourth  week  of  gestation,  septicemia  was  present, 
but  there  was  no  significant  liver  damage  or  hemoly- 
sis. The  authors  attributed  the  afibrinogenemia  to 
the  escape  of  thromboplastic  substance  from  the 
uterine  contents  into  the  maternal  circulation,  as 
may  occur  in  abruptio  placentae.4 

In  three  other  cases  of  fibrinogenopenia  in  early 
pregnancy  there  was  no  history  or  suggestion  of 
criminal  interference.6-7  Abruptio  placenta  was 
believed  to  be  the  cause  of  the  coagulation  defect. 
These  pregnancies  were  about  sixteen  to  twenty 
weeks  old,  the  earliest  length  of  time  in  which 
fibrinogenopenia  not  associated  with  septic  abor- 
tions has  been  reported. 

We  wish  to  present  a case  of  hypofibrinogenemia 
following  an  abortion  in  the  first  trimester  of  preg- 
nancy. 

Case  Report 

A forty-one-year-old,  Negro  woman,  para  6, 
gravida  7,  was  admitted  to  Harlem  Hospital  on 
September  28,  1957,  because  of  profuse  vaginal 
bleeding,  abdominal  pains,  and  bleeding  from  the 
gums  for  several  hours.  The  last  menstrual  period 
had  been  on  June  17,  1957.  The  patient  denied  any 
attempt  at  abortion.  Her  past  history  was  normal. 
She  had  had  six  normal  deliveries  previously. 

Examination  revealed  a well-nourished  female  in  a 
state  of  shock.  The  blood  pressure  was  66/40,  pulse 
120  per  minute,  and  respirations  28  per  minute.  The 
conjunctivae  were  very  pale,  and  there  was  bleed- 
ing from  the  gums.  The  heart,  lungs,  and  abdomen 
gave  negative  findings.  The  cervix  was  4 cm.  di- 
lated, and  the  uterus  was  enlarged  to  the  size  of  a 
ten  to  twelve  weeks’  gestation.  A large  amount  of 
placental  tissue  was  removed  from  the  vagina  and 
external  os  of  the  cervix.  Liquid  blood  was  also 
removed  from  the  vagina.  This  blood  failed  to  clot. 
Hemoglobin  was  8 Gm.  (50  per  cent). 


Blood  was  drawn  from  the  patient,  and  an  infusion 
was  started.  Persistent  bleeding  from  the  site  of  a 
venipuncture  occurred.  The  first  specimen  of  blood 
drawn  failed  to  show  any  clot  formation  after  thirty 
minutes.  A unit  of  fibrinogen  (3.2  Gm.)  was  ad- 
ministered. The  bleeding  from  the  gums  and  skin 
stopped  almost  immediately.  Another  clot  observa- 
tion test  was  done  and  showed  clot  formation  after 
twelve  minutes.  The  clot  dissolved  within  a half 
hour,  however.  Nonclotted  blood  continued  to  flow 
from  the  vagina,  and  another  unit  of  fibrinogen  (3.1 
Gm.)  was  given.  All  bleeding  stopped  after  this.  A 
clot  now  formed  within  five  minutes  and  remained 
stable.  The  blood  pressure  was  90/60  and  the  pulse 
was  108.  The  patient  was  then  given  500  cc.  of 
blood.  There  was  no  recurrence  of  bleeding,  and 
repeated  clot  observation  tests  the  rest  of  the  day 
showed  good  clot  formation. 

On  re-examining  the  patient  on  September  29, 
1957,  placental  tissue  was  felt  through  the  cervical 
canal.  A curettage  was  performed  the  following  day 
to  empty  the  uterus.  Hematologic  studies  at  this 
time  showed  normal  bleeding  and  clotting  times. 
The  platelet  count  was  178,000,  the  hemoglobin  7.7 
Gm.  The  patient  was  given  another  500  cc.  of 
blood  before  being  discharged  from  the  hospital. 

Comment 

The  diagnosis  of  fibrinogenopenia  in  this  case  is 
largely  a clinical  observation.  Absolute  diagnosis 
depends  on  the  finding  of  a plasma  fibrinogen  con- 
centration of  less  than  150  mg.  per  cent.  Unfortu- 
nately, facilities  for  this  test  and  for  tests  for 
fibrinolysins  were  unavailable.  However,  the  prompt 
response  of  the  patient  to  fibrinogen  justifies  this 
diagnosis.  Other  bleeding  diseases,  such  as  purpura, 
hemophilia,  and  hypoprothrombinemia,  would  not 
respond  to  this  measure,  nor  does  the  patient’s  past 
history  suggest  any  of  these  diseases. 

The  cause  of  the  hypofibrinogenemia  in  this  case 
is  obscure.  It  cannot  be  attributed  to  amniotic 
fluid  embolism  or  long-standing  retention  of  a dead 
fetus.  Shock  and  hemorrhage  have  caused  fibrino- 
genopenia, but  according  to  the  patient’s  history  the 
gingival  bleeding  started  at  the  same  time  as  the 
vaginal  bleeding,  before  any  appreciable  hemorrhage 
or  shock  could  have  occurred.  Nor  can  it  be  ex- 
plained as  being  due  to  retained  placental  fragments, 
as  has  been  reported  elsewhere.8  If  this  were  so,  one 
would  expect  the  bleeding  to  have  continued  until 
the  uterus  had  been  emptied. 

This  leaves  premature  separation  of  the  placenta 
with  the  introduction  of  thromboplastic  material 
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into  the  maternal  circulation  as  the  probable  cause 
of  the  fibrinogenopenia.  The  diagnosis  of  premature 
separation  of  the  placenta  is  not  usually  applied  to 
gestations  of  less  than  twenty  weeks’  duration.  Up 
to  that  time  such  cases  are  considered  abortions  and 
are  treated  as  such.9  But  since  the  mechanism  of 
the  fibrinogen  depletion  in  the  case  presented  here 
was  most  likely  the  same  as  in  those  cases  due  to 
abruptio  placentae,  perhaps  such  a designation  may 
be  made. 

Summary 

A case  of  fibrinogenopenia  following  the  incom- 
plete abortion  of  a ten-week-old  gestation  has  been 
reported.  This  is  the  earliest  point  in  pregnancy 
that  fibrinogenopenia  not  associated  with  over- 
whelming sepsis  has  been  reported.  It  is  suggested 


that  the  mechanism  of  fibrinogen  depletion  is  the 
same  as  in  abruptio  placenta  in  a more  advanced 
gestation. 
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Dangers  of  Drinking  “ Scrap  Iron  9 


Use  of  “scrap  iron,”  a new  bootleg  drink  com- 
posed mainly  of  rubbing  alcohol  and  mothballs, 
produces  bizarre  and  serious  mental  effects,  three 
South  Carolina  scientists  said.  Fifty  cases  of  severe 
intoxication  from  the  drink  in  a three-month  period 
were  reported  in  the  November  1,  Journal  of  the 
American  Medical  Association. 

Composed  of  yeast,  cracked  corn  or  corn  meal, 
sugar,  isopropyl  (rubbing)  alcohol,  and  mothballs,  the 
concoction  is  made  in  galvanized  drums  which  ap- 
parently give  it  a metallic  taste;  hence  the  name 
“scrap  iron.”  Clorox,  a commercial  cleaning  prep- 
aration, is  frequently  used  as  a catalyst. 

About  the  addition  of  mothballs  to  the  mixture, 
the  authors  said,  “The  only  scientific  reason  elicited 
for  this  addition  was  the  statement  of  those  patients 
consciously  aware  that  its  addition  added  some 
‘kick  to  the  drink.’  ” “Obviously  this  is  a drink  of 
voltage  rather  than  vintage,”  they  said,  urging 
that  steps  be  taken  to  hinder  the  sale  of  this  “toxic 
substance.” 

A majority  of  the  patients  exhibited  definite  symp- 
toms of  an  acute  or  chronic  mental  disturbance 
“out  of  proportion  to  the  quantity  of  alcohol  con- 
sumed.” 

“Few  patients  were  able  to  ingest  more  than  y2 
pint  of  scrap  iron  in  six  to  eight  hours  and  remain 
conscious.  Only  chronic  alcoholics  could  drink  as 
much  as  one  pint  and  remain  conscious,”  they 
noted.  This  bears  out  animal  studies  which  showed 
isopropyl  alcohol  to  be  twice  as  toxic  in  all  respects  as 
ethyl  alcohol  (the  alcohol  found  in  commercial 
liquors). 


Of  the  patients,  26  showed  symptoms  identical  to 
those  of  delirium  tremens  from  ethyl  alcohol. 
These  included  restlessness,  hallucinations,  illusions, 
extreme  apprehension,  tremor,  and  general  disorien- 
tation. 

These  acute  symptoms  are  usually  reversible  on 
abstinence  from  alcohol. 

Five  patients  had  brain  symptoms  which  were 
chronic,  while  four  had  major  psychiatric  disturb- 
ances. Nine  were  diagnosed  as  having  acute 
alcoholism  and  three  as  being  in  hypoglycemic 
shock,  which  results  from  an  abnormally  low  blood 
sugar  level.  Three  others  had  serious  gastrointesti- 
nal disturbances.  Many  of  the  patients  showed 
other  serious  medical  problems,  including  anemia, 
hypertension,  heart  trouble,  epilepsy,  diabetes,  and 
pneumonia. 

Most  of  the  symptoms  of  “toxic  psychosis”  sub- 
sided within  several  days  simply  with  the  use  of 
fluids,  vitamins,  and  sedation  or  tranquilizers,  the 
authors  said. 

In  conclusion  they  warned  that  the  consumption 
of  “scrap  iron”  could  become  more  prevalent  be- 
cause of  its  cheapness  (isopropyl  alcohol  recently 
was  sold  for  nine  cents  a pint)  and  that  its  pro- 
longed use  would  produce  effects  similar  to  those  of 
ethyl  alcohol  “but  of  a more  severe  degree  in  a 
shorter  period  of  time.” 

The  authors  are  Richard  H.  Gadsden,  Ph.D., 
assistant  professor  of  chemistry,  and  Drs.  R.  Ram- 
sey Mellette  and  William  C.  Miller,  Jr.,  assistant 
psychiatric  residents,  Medical  College  of  South 
Carolina,  Charleston. 
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Synovial  Cyst  of  the  Right  Hip  Joint 


THOMAS  C.  CASE,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery , St.  Vincent’s  Hospital) 


Jnfrequently  does  one  suspect  the  presence  of  an 
unusual  lesion  in  the  region  of  the  inguinal  area. 
One  most  often  thinks  of  hernias,  enlarged  nodes, 
and,  possibly,  aneurysms  but  rarely  of  a synovial 
cyst  connected  with  the  hip  joint. 

These  cystic  neoplasms  are  commonly  found  origi- 
nating from  joint  capsules  and  tendon  sheaths  of  the 
peripheral  extremities.  Isolated  case  reports,  how- 
ever, verify  the  fact  that  in  rare  instances  they  may 
be  encountered  elsewhere.1  Communication  with  a 
joint,  such  as  in  the  following  case  report,  is  con- 
sidered fortuitous  and  thought  to  be  due  to  degener- 
ation of  the  entire  thickness  of  the  capsule. 

Case  Report 

The  patient,  a seventy-nine-year-old,  white  male 
was  admitted  to  St.  Vincent’s  Hospital  on  January 
30,  1957,  with  the  chief  complaints  of  swelling  and  a 
sensation  of  pressure  and  pain  in  the  right  groin. 
The  mass  had  been  present  for  about  six  months. 
In  the  two  months  previous  to  admission,  it  had  in- 
creased considerably  in  size,  and  pain,  which  radi- 
ated down  the  thigh,  had  developed  in  the  groin. 
Locomotion  was  becoming  difficult,  and  the  patient 
then  sought  relief. 

Physical  examination  essentially  gave  negative 
findings  except  for  the  local  condition. 

Local  Condition. — There  was  a definite  mass 
present  below  and  behind  the  mid-portion  of  the 
right  inguinal  ligament.  The  mass  measured  about 
6 by  8 cm.,  with  the  greater  dimension  being  in  the 
long  axis  of  the  extremity.  There  was  no  suggestion 
of  inflammation,  and  no  sign  of  herniation  could  be 
noted  on  coughing.  The  mass  was  firm  and  at  times 
felt  cystic  with  a smooth  surface.  It  appeared  to  be 
at  some  depth  from  the  surface  and  could  not  be 
reduced  with  pressure.  It  was  not  tender.  There 
appeared  to  be  either  a pulsation  or  a transmission 
of  pulsation  to  the  mass.  Peripheral  arterial  pulsa- 
tions were  obtained  with  difficulty.  Motion  of  the 
right  hip  joint  was  partly  impaired,  with  definite 
limitation  and  pain  on  extreme  flexion. 

Doing  an  aortogram,  in  order  to  define  the  arterial 
pattern,  was  considered,  but  it  was  not  performed  be- 
cause of  the  possible  hazard  involved.  The  pre- 
operative diagnosis  of  a femoral  artery  aneurysm 
was  made. 

An  operation  was  performed  on  January  25,  1957, 
with  the  patient  under  general  anesthesia.  An  in- 
cision about  10  cm.  in  length  was  made  beginning  at 
the  mid-point  of  the  right  inguinal  ligament  and  ex- 
tending down  over  the  tumefaction.  It  soon  became 
obvious  that  the  mass  was  below  the  fascia,  and  as 
the  dissection  progressed,  the  femoral  artery  was 
found  to  be  displaced  anteromedially,  the  vein  dis- 


Fig.  1.  Schematic  diagram  showing  site  of  commu- 
nication of  cyst  with  hip  joint.  ( A ) Anterosuperior 
spine,  ( B ) Ileofemoral  ligament  (medial  part),  (C) 
Site  of  communication,  ( D ) Pubocapsular  ligament, 
( IL ) Ilium,  (P)  Pubis,  (IS)  Ischium,  (F)  Femur. 

placed  medially,  and  the  nerve  laterally.  By  means 
of  a careful,  blunt  dissection,  the  mass  was  deter- 
mined to  be  cystic  and  to  extend  deeply  toward  the 
hip  joint.  The  musculotendinous  portions  of  the 
iliopsoas  muscle  appeared  to  be  inferior  and  lateral 
to  the  mass,  and  its  communication  with  the  joint 
was  between  the  pubocapsular  and  the  medial  por- 
tion of  the  ileofemoral  ligament  (Fig.  1).  Superiorly, 
the  mass  extended  in  part  below  the  inguinal  liga- 
ment. 

The  entire  cyst  was  excised,  its  connection  with  the 
joint  severed,  and  the  surrounding  tissues  were 
allowed  to  fall  back  into  normal  position.  The 
fascia  and  skin  were  closed,  and  the  depth  of  the 
wound  was  drained.  Recovery  was  uneventful. 

The  postoperative  diagnosis  was  a synovial  cyst 
communicating  with  the  hip  joint.  The  pathologic 
diagnosis  was  synovial  cyst  (Fig.  2). 

Comment 

The  lesions  that  one  most  often  encounters  in  the 
inguinal  region  are  first  considered  when  a patient 
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Fig.  2.  Microphotograph  of  synovial  cyst  wall. 


presents  himself  with  an  inguinal  mass.  Hernias, 
hydroceles,  and  enlarged  nodes  are  most  common. 
When  a pulsation  is  transmitted  on  palpation,  one 


naturally  considers  the  presence  of  a vascular  lesion. 
The  latter  can  usually  be  easily  verified  with  ade- 
quate studies  of  the  patient’s  arterial  system. 

The  presence  of  a cystic  neoplasm  originating 
from  the  hip  joint  capsule  or  in  connection  with  the 
joint  usually  is  not  considered  because  of  the  rarity 
of  such  a lesion. 

The  lesion  is  of  interest  on  account  of  the  various 
hypotheses  of  its  development  which  have  been 
offered,  a result  of  its  obscure  cause  and  manner  of 
growth.  The  several  theories  advanced  by  Clark2 
and  Carp  and  Stout3  to  explain  its  etiology  describe 
it  as  originating  by  the  cystic  degeneration  of  con- 
nective tissue,  its  communication  with  the  nearby 
joint  being  fortuitous. 

Surgical  excision  is  the  only  applicable  method 
for  therapy  in  this  type  of  case. 

Summary 

A proved  case  of  synovial  cyst  of  the  hip  joint 
simulating  an  aneurysm  and  treated  by  excision  is 
presented. 

530  Park  Avenue 
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Photoscanning  Device  Detects  Brain  Cancer 


Cancers  of  the  brain,  liver,  and  thyroid  can  be  de- 
tected by  a photoscanning  device  designed  and 
developed  at  the  State  Health  Department’s  Ros- 
well Park  Memorial  Institute  in  Buffalo.  The 
device  was  developed  by  Dr.  Merrill  A.  Bender,  chief 
of  the  Department  of  Nuclear  Medicine,  and  Dr. 
Monte  Blau,  cancer  research  scientist  at  the  Insti- 
tute. 

Accuracy  of  the  tests  is  considered  satisfactory  and 
is  improving  with  additional  experience.  Of  the 
first  189  patients  with  symptoms  of  brain  tumors, 
39  were  reported  to  have  cancer. 

When  the  photoscanner  is  used  on  possible  brain 
tumor  cases,  the  patient  is  given  an  injection  of 
human  serum  albumin  combined  with  radioactive 
iodine.  Normally,  the  serum  albumin  stays  in  the 
blood  stream.  However,  when  the  brain  barrier  is 
impaired  the  radioactive  albumin  seeps  into  the 


damaged  area.  This  radiation  is  picked  up  by  the 
photoscanner  which  records  a picture  of  the  involved 
area.  The  surgeon  then  has  an  outline  with  which 
to  work  and  knows  specifically  where  to  go  to  remove 
the  tumor. 

A significant  advantage  of  the  photoscanner  is 
that  its  use  does  not  cause  a patient  discomfort  as 
is  sometimes  the  case  with  other  methods  for  diag- 
nosing brain  tumors. 

In  the  case  of  liver  cancer  tests,  a radioactive  dye 
called  “rose  bengal”  which  has  been  irradiated  is  in- 
jected into  the  patient.  The  dye  is  absorbed  only 
by  normally  functioning  liver  cells.  The  location 
of  absorbed  dye  can  be  determined  by  use  of  a 
scanner.  Areas  of  the  liver  which  have  not'  ab- 
sorbed dye  contain  abnormal  cells  which  could  indi- 
cate the  presence  of  a tumor. — New  York  State 
Department  of  Health 
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Evolution  of  the  Use  of  Ergot  in  Obstetrics 


WILLIAM  J.  FITZGERALD,  M.D.,  ALBANY,  NEW  YORK 


A major  contribution  to  medicine  was  made 
by  an  American  named  Dr.  John  Stearns, 
i In  1807  Stearns  introduced  ergot  into  the  prac- 
j tice  of  clinical  obstetrics. 

Like  many  other  discoveries  in  medicine,  this 
! was  more  of  a rediscovery  than  a discovery. 
| Barger,  in  his  survey  of  the  history  of  ergot  in 
; 1931,  included  a photostatic  copy  of  two  para- 
I graphs  in  German  from  Adam  Lonciev’s  Krauter- 
1 buch,  published  in  1582,  which  plainly  stated  that 
I the  long,  black,  hard  pegs  which  grew  on  Ger- 
| man  corn  were  considered  by  women  to  be  of 
I special  help  in  stimulating  pains  of  the  womb. 
| There  is  evidence,  however,  that  ergot  was  used 
J;  as  an  oxytocic  by  midwives  in  Germany,  France, 
: and  Italy  throughout  the  seventeenth  and  eight- 
f eenth  centuries.1 

During  the  seventeenth  and  eighteenth  cen- 
I turies  the  use  of  this  drug  was  outlawed  in  re- 
I;  gions  of  Germany,  including  Hanover  and  Pala- 
j tinate.  At  this  point,  it  must  be  recalled  that 
; prior  to  the  nineteenth  century,  ergot  was  used 
: solely  to  stimulate  labor  pains,  and,  as  its  name 
|:  implies,  was  called  pulvis  ad  partum.  (Its  use 
i in  postpartum  hemorrhage  was  to  come  at  a 
J much  later  period.)  Whether  the  employment 
I of  ergot  in  the  treatment  of  uterine  inertia 
ruptured  enough  uteri  in  those  days  and  killed 
• enough  babies  to  justify  a legal  ban  on  the  drug 
; is  still  regarded  as  a matter  of  doubt  and  specu- 
lation. The  accepted  explanation  by  all  author- 
ities is  that  prior  to  1800  ergot  was  known  for  its 
toxicologic  effects  and,  therefore,  was  held  in 
bad  repute. 

Reports  of  the  eleventh  and  twelfth  centuries 
' in  Europe,  particularly  in  France,  indicated 
J epidemic  cases  of  gangrene  of  the  feet,  legs, 
hands,  and  arms  were  associated  with  the  use  of 
ergot.  In  severe  cases  the  tissues  became  dry 


and  black  and  the  limbs  became  mummified. 
This  disease  was  known  as  “Holy  Fire.”  In  the 
thirteenth  century  it  was  called  “St.  Anthony’s 
Fire”  in  honor  of  the  Saint  at  whose  shrine 
relief  was  said  to  be  obtained. 

A frequent  complication  of  ergot  poisoning  was 
abortion.  There  was  also  a convulsive  type  of 
ergot  poisoning.  It  was  not  until  1676  that  er- 
got was  definitely  proved  to  be  the  cause  of 
destructive  epidemics  which  prevailed  in  Europe 
for  many  centuries. 

Full  credit  belongs  to  Dr.  Stearns  for  introduc- 
ing ergot  to  the  medical  profession  in  1807. 
Dr.  Stearns  was  born  in  Wilbarham,  Massachu- 
setts on  May  16,  1777,  and  died  in  New  York 
City  on  March  18,  1848.  After  graduation  from 
Yale  College  in  1789,  he  began  his  medical  prac- 
tice with  Dr.  Erastus  Sargent  of  Stockbridge, 
Massachusetts, who  had  a distinguished  career  as 
an  Army  surgeon  in  the  Revolutionary  War.  Dr. 
Stearns  was  well  educated  in  the  liberal  arts  as 
well  as  in  medicine.  In  short,  he  had  received  as 
fine  an  education  as  was  offered  by  the  country 
at  that  time.  In  1793,  Stearns  began  to  prac- 
tice medicine  in  Waterford  (Saratoga  County), 
New  York.  He  played  an  important  part  in  the 
organization  of  the  Medical  Society  of  the  State 
of  New  York  and  in  1808  his  colleagues,  who  had 
always  held  Dr.  Stearns  in  the  highest  esteem, 
elected  him  secretary  of  that  Society.2 

Dr.  Stearns’  letters  concerning  the  use  of  ergot 
were  reviewed  in  the  Medical  Repository  of  New 
York  in  1808. 3 A copy  of  one  of  those  letters 
was  sent  to  Dr.  Samuel  Akerly  of  New  York  City. 
Another  letter  concerning  the  use  of  ergot  was 
sent  to  Dr.  W.  P.  Dewees  of  Philadelphia  in  1809. 
This  letter  was  of  considerable  interest  because  of 
prejudice  that  existed  against  the  use  of  ergot  in 
Europe  and  elsewhere  throughout  the  w’orld. 
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In  his  letter  Dr.  Stearns  reported  that  he  had 
given  ergot  to  100  parturient  patients  without 
any  evidence  of  ergot  poisoning.  He  also  stated 
it  was  efficient  in  the  treatment  of  prolonged  and 
difficult  labors.  At  the  time,  Dr.  Stearns  had  no 
idea  of  the  hemostatic  properties  of  the  drug.  He 
later  fully  recognized  these  properties  in  an  article 
published  in  the  November,  1822,  issue  of  the 
Philadelphia  Journal  of  Medicine  and  Physical 
Sciences  A 

In  this  paper  he  outlined  the  indications  for  the 
use  of  ergot.  Ergot  should  be  used: 

1.  When  in  lingering  labor  the  child  has  de- 
scended into  the  pelvis,  the  parts  are  dilated  and 
relaxed,  and  the  pains  have  ceased  or  are  too  in- 
effectual to  advance  the  labor.  At  this  time 
there  is  danger  from  delay  and  from  exhaustion 
of  strength  and  vital  energy  from  hemorrhage  or 
other  alarming  symptoms. 

2.  AVhen  the  pains  are  transferred  from  the 
uterus  to  other  parts  of  the  body  or  to  the  whole 
muscular  system  producing  general  convulsions. 

3.  When  in  early  stages  of  pregnancy  abor- 
tion becomes  inevitable  and  there  is  profuse 
hemorrhage  and  feeble  uterine  contractions. 

4.  When  the  placenta  is  retained  from  a de- 
ficiency or  contraction. 

5.  WTien  the  patient  is  liable  to  hemor- 
rhage immediately  after  delivery.  (In  such 
cases,  ergot  may  be  given  as  a preventive  a few 
minutes  before  termination  of  the  labor.) 

6.  When  hemorrhage  or  lochial  discharges  are 
too  profuse  immediately  after  delivery  and  the 
uterus  continues  dilated  and  relaxed  without  any 
ability  to  contract. 

In  the  late  1920’s,  Chassar  Moir,  a young 
British  obstetrician,  read  Stearns’  theories  and 
instituted  one  of  the  most  outstanding  discoveries 
in  the  history  of  ergot.  The  discovery  led  to 
the  introduction  of  ergometrine  or  ergonovine  as 
it  is  known  in  the  United  States  today.5 

In  this  description  of  the  prompt,  powerful 
oxytocic  action  of  the  fluid  extract  of  ergot, 
Moir  referred  repeatedly  to  the  work  of  Dr. 
Stearns.  Prior  to  Moir’s  investigation,6-7  it  was 
believed  that  the  oxytocic  action  of  ergot  was  due 
to  twro  alkaloids,  ergotoxine  and  ergotamine. 
For  a great  many  years  many  of  the  therapeutic 
preparations  in  use  were  solutions  of  these  two 
substances.  As  an  example,  Gynergen,  a very 
popular  oxytocic  of  thirty  years  ago,  contained 
ergotamine  tartrate.  The  obstetricians  in  the 
nineteenth  century  used  to  simply  steep  powdered 
ergot  in  hot  wrater  and  administer  this  concoc- 


tion. The  effect  of  this  solution  on  the  uterus 
was  instantaneous. 

Moir  concluded  that  the  traditional  effect  of 
ergot  was  not  due  to  ergotoxine  or  ergotamine 
but  to  some  unidentified  substance  present  in  the 
watery  extract.  His  observations  led  to  a careful 
series  of  pharmacologic  investigations  in  both 
England  and  the  United  States.  In  1935,  the 
investigation  ended  with  the  isolation  of  the  pure 
form  of  the  substance  responsible  for  the  tradi- 
tional effect  of  the  watery  extract  of  ergot.  The  , 
substance  wras  called  ergonovine. 

Further  investigations  produced  a semi- 
synthetic oxytocic  agent  known  as  Methergine. 
Some  authorities  regarded  it  as  a refinement  of 
ergonovine.  In  1943  Stoll  and  Hoffman8  first 
synthesized  Methergine  (methylergonovine  tar- 
trate) from  d-lysergic  acid.  Since  1943,  more 
than  130  publications  covering  approximately 
19,000  cases  attest  to  the  extensive  clinical  in-  I 
vestigations  this  drug  has  received. 

The  main  advantages  of  Methergine  over  er-  j 
gonovine  are  as  follows:9 

1.  Weight  for  weight  it  is  between  one  and 
one-half  and  two  times  as  powerful  as  ergonovine. 

2.  It  exerts  a slightly  longer  pronounced  effect 
on  the  uterus  than  ergonovine. 

3.  Its  action  is  more  rapid  than  ergonovine. 
(The  reaction  time  when  given  intravenously  is 
from  thirty-five  to  forty  seconds.)10 

4.  There  is  a reduced  incidence  and  degree  of 
pressor  effect  as  compared  to  that  following  the 
use -of  ergonovine.11 

To  date,  all  authors  report  a significant  lower 
blood  loss  after  delivery  when  Methergine  is 
given  as  compared  to  when  ergonovine  is  adminis- 
tered. Also,  the  duration  of  the  third  stage  of 
labor  is  shortened  by  the  use  of  Methergine. 

In  special  reference  to  the  fourth  advantage, 
the  diminished  incident  of  pressor  effects,  Dieck-  I 
man  and  his  associates12  showed  that  a thera- 
peutic dose  of  ergonovine  given  intravenously 
could  produce  definite  distressing  symptoms  of  J 
marked  rises  in  systolic  and  diastolic  blood  pres- 
sure, even  though  they  are  transient,  within  a ( 
few  minutes  after  the  administration  of  the  drug. 

Schade11  studied  the  vasomotor  properties  of 
natural  ergonovine  as  compared  to  those  of 
Methergine.  In  two  series  of  200  patients  he  ] 
paid  special  attention  to  patients  with  clinical  j 
histories  of  hypertension  and  patients  with  blood  . 
pressure  about  140  systolic  or  80  mm.  diastolic  on 
admission  to  the  hospital.  An  increase  of  20  mm.  I 
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in  either  the  systolic  or  diastolic  pressure  was  con- 
sidered significant.  In  the  entire  series  of  cases 
studied  following  the  administration  of  Mether- 
gine  intravenously,  only  11  per  cent  showed  rises 
from  10  to  12  mm.  systolic  and  8 to  10  mm. 
diastolic  as  compared  with  29.5  per  cent  in  the 
group  administered  ergonovine.  In  patients 
showing  a history  of  hypertension,  there  were 
significant  rises  in  blood  pressure  in  22  per  cent 
of  cases  receiving  Methergine  as  compared  to 
60.6  per  cent  in  the  group  receiving  ergonovine. 
Other  side-effects,  such  as  nausea,  vomiting,  head- 
ache, and  tachycardia,  were  less  frequent  following 
Methergine  therapy  than  with  ergonovine.13 

Merthergine,  because  of  its  absence  of  unde- 
sirable effects  on  blood  pressure,  nausea,  vomit- 
ing headaches,  tachycardias,  and  its  longer  sus- 
tained effect  on  uterine  musculature  is  used  more 
widely  than  ergonovine  in  the  United  States.13 

Conclusion 

All  the  present  knowledge  of  ergot  as  repre- 
sented by  Methergine  has  been  a hard-won  in- 


vestigation through  many  centuries  of  trial  and 
error.  The  greatest  single  contribution  was  the 
introduction  of  ergot  to  the  practice  of  obstetrics 
by  Dr.  Stearns.  It  would,  therefore,  be  appropri- 
ate if  a scholarship  or  memorial  lecture  were  to  be 
endowed  in  honor  of  Dr.  Stearns  as  a long-overdue 
recognition  of  this  great  physician’s  contribu- 
tion to  the  science  of  clinical  obstetrics. 

437  Western  Avenue 
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Unusual  Fingernail  Condition 


Wearing  rubber  gloves  and  using  a detergent  while 
scrubbing  pans  may  damage  the  fingernails. 

Three  cases  of  hemorrhage  under  the  nails  of  men 
who  washed  pans  in  a hospital  kitchen  have  been 
reported  by  Dr.  Peter  I.  Long,  Jr.,  Dayton,  Ohio. 

Writing  in  the  November  1 Journal  of  the  American 
Medical  Association,  he  said  the  primary  causes  of 
the  condition  appeared  to  be  injury  from  scrubbing 
and  a change  in  the  acidity  of  detergent  solution 
trapped  in  the  gloves. 

Prompt  recognition  of  the  lesions  and  elimination 
of  the  offending  agent  is  necessary,  he  said,  to  pre- 
vent extensive  nail  bed  damage. 

Further  study  is  needed  to  determine  the  exact 
cause  of  the  condition,  since  its  occurrence  could 
have  medical  and  legal  significance  if  the  cosmetic 
and  functional  impairment  were  severe. 

In  arriving  at  the  cause  of  the  condition,  Dr. 
Long  said  in  his  preliminary  report  that  several 


factors  stood  out.  They  are: 

— Pan  scrubbing  entails  a lot  of  hard  scouring 
which  would  have  a tendency  to  separate  the  nail 
from  the  nail  bed,  injuring  the  tissue. 

— Only  men  who  wore  rubber  gloves  developed 
the  condition  although  they  showed  no  sensitivity 
to  rubber. 

— The  washing  solution  that  became  trapped  in 
the  gloves  was  more  acid  than  that  in  the  sink,  pos- 
sibly because  perspiration  became  mixed  with  it. 

Only  men  who  had  worked  as  pan  washers  for  a 
short  time  developed  the  hemorrhages.  The  fact 
that  they  were  not  accustomed  to  the  work  may  be 
an  important  factor,  Dr.  Long  said.  He  does  not 
believe  that  the  hemorrhages  resulted  simply  from 
injury  to  the  tissue.  If  injury  were  the  only  cause, 
there  would  be  more  cases. 

Dr.  Long  is  on  the  staff  at  the  Dayton  Veterans 
Administration  Center. 
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How  to  Use  Visual  Aids — Part  II 

JOSEPH  P.  HACKEL,  NEW  YORK  CITY 
{President,  Medical  Film  Guild,  Ltd.) 


There  are  many  new  and  revolutionary  ways  of 
using  film  today  with  the  emphasis  placed  on  speed  of 
production  and  convenience  of  operation. 

The  fact  that  today’s  doctor  is  con- 
sidered to  be  so  highly  individualistic  may  be 
due  to  the  fact  that  the  patient’s  demand  for  per- 
sonal attention  through  the  years  has  been  so 
great  that  these  patients  consider  an  examination 
by  an  associate  sort  of  an  imposition  on  their 
loyalty  to  their  personal  phy sician. 

The  doctor  has  reduced  the  load  of  his  practice 
of  medicine  by  adding  a secretary,  very  often  a 
nurse,  and  on  occasion,  a laboratory  or  x-ray  tech- 
nician. A photographer  on  his  staff  is  so  rare 
that  one  has  to  search  far  before  he  is  found  even 
on  a hospital  staff.  When  a hospital  photog- 
rapher is  available,  he  is  soon  loaded  down  with  so 
much  work  that  every  moment  is  accounted  for. 
To  obtain  a lantern  slide,  a photograph,  or  an  en- 
largement, the  doctor  must  place  himself  on  a 
waiting  list  for  several  days  before  his  assignment 
is  completed. 

The  impatient  doctor  who  has  a photographic 
job  to  do  in  a hurry  and  very  little  leisure  in 
which  to  do  it,  can  now  relax  without  the  aid  of 
tranquilizers.  Do-it-yourself  technics  are  now  at 
hand,  and  many  more  are  coming  up  on  the  photo- 
graphic horizon.  These  devices  are  simplifying 
the  doctor’s  daily  office  routine  and  conserving  his 
time.  These  aids  apply  from  duplicating  office 


correspondence  to  preparing  picture  material  and 
copying  lantern  slides.  Each  of  these  operations 
can  be  done  in  intervals  of  less  than  two  minutes. 
These  time-saving  materials  have  a particular  ap- 
plication to  the  doctor’s  practice  of  medicine  in 
the  preparation  of  patients’  clinical  histories. 

More  and  more  the  doctor  finds  that  both  he 
and  his  secretary  are  snowed  under  with  paper 
work.  Reports  have  to  be  made  to  insurance 
companies,  welfare  agencies,  Blue  Shield,  Blue 
Cross,  and  so  on.  If  his  is  the  usual  experience, 
every  once  in  a while  he  runs  out  of  a much  needed 
form,  and  the  delay  in  obtaining  extra  copies  is 
most  aggravating.  More  than  a half  dozen  man- 
ufacturing companies,  from  specialists  in  pho- 
tography to  those  in  the  business  machines  field, 
have  within  the  past  year  or  two  brought  out  pho- 
to-copy machines.  No  more  messy  chemicals  or 
tedious  technics  to  follow.  Copies  <can  be  made 
in  less  than  a minute  at  a cost  of  about  two  cents  a 
typewriter-size  sheet.  The  equipment  can  be 
purchased  for  as  little  as  $99.50  and  will  pay  for 
itself  in  a normal  year’s  operation  when  one  con- 
siders the  present-day  cost  of  a photostatic  copy 
of  vital  office  records  and  how  often  the  doctor 
has  occasion  to  make  a photostat. 

In  the  preparation  of  a clinical  history,  one  can 
save  considerable  time  and  future  memory  jogging 
by  photographing  the  patient’s  problem  when 
such  a circumstance  lends  itself  to  photo-copy 
methods  of  record  keeping.  One  can  make  a 
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print  in  one  minute  and  attach  it  to  the  clinical 
record  by  simply  posing  a willing  patient  before  a 
camera  and  developing  the  picture  in  the  patient’s 
presence.  This  technic  gives  the  doctor  three  dis- 
tinct advantages:  (1)  a truer  picture  of  the  pa- 
tient and  his  condition,  (2)  an  excellent  means  of 
impressing  the  patient  with  the  fact  that  the  doc- 
tor is  a most  painstaking  individual  and  uses  ex- 
ceptional care  in  diagnosing  the  patient’s  condi- 
tion, (3)  an  ideal  preventive  measure  in  any  situ- 
ation where  an  obstreperous  patient  may  have  a 
desire  to  cause  legal  trouble. 

When  a patient  and  his  attorney  realize  that  a 
doctor  has  made  a decided  attempt  to  cover  every 
eventuality  by  keeping  adequate  records,  the 
trouble-making  type  of  patient  is  generally  ad- 
vised by  his  attorney  to  think  twice  about  start- 
ing a proceeding  which  will  fall  by  the  wayside. 

Photography  has  a wide  field  of  interest  in  the 
practice  of  medicine.  Where  the  medicolegal 
problem  is  not  a great  concern  to  a physician,  but 
his  teaching  responsibilities  are  much  more  im- 
portant, it  is  interesting  to  note  how  the  ability  to 
make  an  immediate  picture  is  of  decided  advan- 
tage to  a lecturer.  As  one  example,  take  the 
physician  who  likes  to  talk  about  a tricky  diagno- 
sis and  brings  along  a series  of  x-rays  as  the  basis 
of  his  talk.  The  only  ones  who  really  see  any- 
thing of  note  are  the  individuals  in  the  front 
row.  The  others  have  to  take  the  speaker’s 
word  for  what  he  is  showing  without  being 
able  to  really  seen  anything  themselves  and 
thus  form  an  opinion.  To  tell  such  individuals 
that  the  resolving  power  of  the  eye  is  equivalent 
to  one  minute  of  arc  is  a most  disconcerting  state- 
ment to  make,  even  if  it  is  accepted  as  true.  Only 
a few  photographers,  an  architect,  or  an  engineer 
familiar  with  a transit  know  the  significance  of 
one  minute  of  arc  and  how  it  applies  to  reading 
image  detail  appearing  on  a photographic  plate  at 
a measurable  distance.  Even  20-20  vision  in  an 
audience  only  allows  it  to  read  an  11  by  17  x-ray 
at  a nominal  distance;  beyond  that,  most  detail 
is  illegible. 

How,  then,  can  a sincere  lecturer  give  an  au- 
dience an  appreciation  of  what  he  is  talking 
about?  Today  he  has  several  means  at  hand 
which  conserve  his  time  and  give  his  listeners  full 
opportunity  to  view  his  material.  There  are  a 
number  of  devices  which  can  transilluminate  an 
x-ray  and  project  portions  of  the  image,  or  the 
entire  plate,  onto  a large  screen  so  that  each  mem- 
ber of  the  audience  can  see  the  detail.  These 


units  are  called  Vu-Graphs,  Vu-Lytes,  Visual- 
Cast,  or  Overhead  projectors.  They  usually  are 
obtainable  in  your  area  from  visual  education 
dealers,  a specialized  group  in  the  photographic 
equipment  field . The  average  camera  shop  propri- 
etor would  be  unfamiliar  with  this  type  of  device. 
You  may  be  able  to  obtain  these  units  on  a trial  or 
rental  basis,  and  once  used,  you  will  soon  find  that 
such  a piece  of  equipment  is  a must  in  the  lec- 
turer’s armamentarium. 

Another  device  which  has  been  a lecturer’s 
favorite  is  the  three-way  opaque  projector  which 
will  take  an  opaque  picture,  such  as  an  illustration 
from  a book  or  printed  piece  of  literature,  and 
project  it  onto  a large  screen.  These  devices  also 
have  attachments  to  project  standard  3V4  by  4 
inch  lantern  slides  as  well  as  the  35  mm.  slide  or 
strip  films.  With  the  resurgence  of  interest  in 
making  your  own  lantern  slides  of  the  S1/^  by  4 
inch  or  21/4  by  2x/\  size,  interest  in  this  type  of 
equipment  has  risen. 

Lantern  slides  now  can  be  made  of  x-rays  or 
other  illustrative  material  right  in  your  own  office 
or  lecture  room  two  minutes  before  you  are  ready 
to  speak  and  may  be  projected  on  the  screen 
immediately.  The  slide  carrier  can  protect  the 
wet  emulsion,  or  it  may  be  left  to  dry  for  a short 
interval.  Regular  equipment  of  the  Polaroid 
type  permits  you  to  do  this,  and  the  technic  is  so 
simple  that  one  cannot  believe  it  until  he  wit- 
nesses a demonstration.  To  make  a picture,  you 
snap  the  shutter  of  a Polaroid  camera  designed 
for  this  purpose,  pull  a tab,  and  in  two  minutes 
you  have  a perfectly  developed  black  and  white 
transparency  in  your  hand. 

It  is  now  as  easy  to  make  slides  of  your  clinical, 
pathologic,  or  surgical  problems  as  it  is  to  pick  up 
a telephone  or  dictate  a clinical  history  to  a secre- 
tary. It’s  fast  and  requires  no  waiting  for  a 
photographer,  nor  is  any  special  skill  required  ex- 
cept a routine  knowledge  of  the  proper  exposure. 
Using  an  exposure  meter  or  working  by  the  nomi- 
nal trial  and  error  method  will  give  you  the  nec- 
essary know-how  to  expose  the  picture  properly. 
The  developing  chemicals  are  integrally  attached 
to  the  roll  of  film  and  function  automatically  as 
the  transparency  film  rolls  through  the  camera. 
The  only  activity  associated  with  film  processing 
as  practiced  in  the  past  is  that  concerned  with  fix- 
ing the  image.  Even  here  great  strides  have  been 
made.  The  manufacturer  supplies  the  fixer  in  a 
self-contained  and  self-sealed  polyethylene  con- 
tainer which  protects  the  operator  from  any  con- 
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tact  with  the  fixing  solution.  Each  container  of 
fixer  is  sufficient  to  produce  48  transparencies. 
The  transparencies  come  in  two  sizes,  2y4  by 
2 % inches  and  3lA  by  4 inches.  Each  size  has 
white  plastic  slide  mounts  which  can  be  assem- 
bled by  placing  the  transparency  in  the  slide 
mount.  A slight  pressure  of  the  fingers  rigidly 
clamps  the  two  frames  and  the  transparency  film 
as  one  unit. 

What  you  may  do  with  this  process  is  limited 
only  by  your  imagination.  For  example,  how 
often  have  ymu  had  a desire  to  copy  a scientific  ex- 
hibit? Both  opaque  prints  or  transparencies 
can  be  made  in  the  same  camera.  Use  one  roll  of 
film  or  the  other  at  will.  Of  course,  the  complete 
roll  of  one  type  or  another  has  to  be  run  through 
the  camera  before  you  can  use  another  type  of 
film. 

Practically  every  speciality  in  medicine  that  has 
a need  for  immediate  pictures  can  now  take  ad- 
vantage of  this  process.  By  far  the  most  pre- 
dominant use  of  this  process  is  to  make  projection 
copies  of  x-rays  or  lantern-slide  plates. 

The  instructor  who  has  set  up  an  interesting 
experiment  in  physiologic  activity  can  now  put  the 
highlights  on  the  screen  in  two  minutes  so  that 
his  entire  audience  can  see  it  clearly  and  distinctly 
at  greater  than  life-size  magnification. 

The  microbiologist,  hematologist,  and  every 
other  research-minded  individual  whose  life’s 
work  is  built  around  the  microscope  now  can  show 
his  phenomena  to  his  colleagues  at  a moment’s  no- 
tice. 

Oscilloscopic  tracings,  skin  disorders,  such  as 
papules  or  wheals  on  the  skin,  or  other  allergic 
reactions  can  be  illustrated  minutes  apart.  As 
one  is  being  studied,  the  follow-up  film  can  be  in 
the  processing  stage  ready  for  projection.  In 
fact,  by  some  of  the  copying  methods  mentioned 
previously,  any  of  these  pictures  can  be  trans- 


ferred by  the  diazo  or  similar  process  to  a positive 
paper  record  to  which  a typewritten  story  can  be 
added  and  thus  consolidated  as  a complete  office 
or  clinical  record. 

Another  innovation  in  photography  is  the  Slide- 
O-Film  method  of  making  projection  transparen- 
cies from  black  and  white  negatives  and  black  and 
white  negatives  from  color  transparencies.  The 
manufacturer  labels  this  as  an  invitation  to  a mir- 
acle because  this  process  is  carried  out  without 
chemicals,  without  a darkroom,  and  in  broad  day- 
light. This  Slide-O-Film  is  a complete  new  sys- 
tem of  photography  which  works  by  photographic 
production  of  light-scattering  “centers”  in  its 
surface  structure  rather  than  by  light-absorbing 
granules  imbedded  in  the  emulsion.  It  is  free  of 
grain;  therefore,  it  makes  copies  with  higher  res- 
olution than  that  existing  in  present  fine-grain 
materials.  Slide-O-Film  is  developed  by  heat. 
The  basic  material  consists  of  a mylar  base  on 
which  a coating  has  been  sprayed.  This  emulsion 
is  sensitive  to  the  black  ultraviolet  end  of  the  spec- 
trum. It  is  insensitive  to  light  because  it  contains 
no  silver.  After  one  minute  of  exposure  the  sur- 
face may  be  treated  by  heat  from  a hot  iron  or 
even  by  boiling.  For  convenience,  a special 
printer  has  been  developed  at  a nominal  cost. 
The  device  contains  a glass  printing  bed,  trans- 
illuminated  by  two  built-in  ultraviolet  tubes,  a 
platen  to  hold  the  film  and  the  original  in  contact, 
an  automatic  timer,  and  a thermal  roller.  After 
exposure,  the  film  is  developed  b\^  passing  it  under 
the  roller. 

A short  note  to  the  editor  requesting  further  in- 
formation will  bring  a data  sheet  on  the  proc- 
esses described.  It  would  be  interesting  to  ascer- 
tain how  this  article  may  have  stimulated  readers 
to  give  thought  to  photo-copying  some  of  their 
illustrations,  and  to  know  how  they  intend  to 
apply  these  technics. 


{Number  sixteen  of  a series  on  Visual  Education  in  Medicine) 


Diabetes  mellitus,  the  eighth  leading  cause  of 
death  in  this  country,  afflicts  one  out  of  every  80 
Americans  according  to  the  publication  “Patterns 
of  Disease,”  prepared  by  Parke,  Davis  & Company 


for  the  medical  profession. 

There  are  a million  diabetics  and  as  many  un- 
diagnosed diabetics.  In  addition,  4,750,000  persons 
are  potential  diabetics. 
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SELECTED  REPRINTS 


Editor’s  Note:  Occasionally  the  editors  of  the  Journal  find  articles  or  editorials  in 
other  medical  'publications  which  seem  to  us  so  noteworthy  that  reprinting  them  for  the  in- 
formation of  the  readers  of  the  New  York  State  Journal  of  Medicine  seems  to  be  in- 
dicated as  a function  of  good  medical  journalism.  These  reprints  will  appear  from  time  to 
time  in  this  department. 


Three  Decades:  an  Editorial* 

MOSES  EINHORN,  M.D.,  NEW  YORK  CITY 


rT,HiRTY  years  ago  a small  group  of  Jewish  physi- 
cians came  together  in  New  York  and  created  a 
link  between  Hebrew  medicine  of  the  past  to  that  in 
modern  times  and  a bridge  between  the  physicians 
of  the  United  States  and  the  Jewish  homeland. 
Ever  since,  Harofe  Haivri  has  been  that  link  and  that 
bridge. 

The  task  of  creation  was  extremely  difficult  and 
involved  considerable  pioneering  work.  No  modern 
Hebrew  medical  terminology  existed,  no  Hebrew 
medical  dictionary  was  available,  hardly  any  im- 
portant Hebrew  modern  medical  works  were  in  print. 
There  were  no  precedents  and  no  guideposts. 

The  group  met  periodically  to  consider  ways  and 
means  of  reviving  the  Hebrew  medical  tradition  and, 
in  the  first  place,  to  determine  the  basic  Hebrew 
terms  to  be  adopted.  At  about  the  same  time, 
Harefuah  began  to  appear  in  Palestine.  Thus,  the 
digging  of  the  channel  of  Hebrew  medical  revival 
began  almost  simultaneously — in  the  United  States 
as  well  as  in  the  ancient  Jewish  homeland. 

There  was,  however,  a difference  in  approach  and 
emphasis  between  the  two  groups.  The  physicians 
i in  the  Land  of  Israel  concerned  themselves  with  the 
j practice  of  medicine  in  general,  and  especially  the 
• local  problems  and  aspects.  The  American  group 
I dedicated  itself  to  the  quest  for  Hebrew  medical 
! terminology  and  to  an  intense  exploration  of  the 
! vast,  hidden  resources  of  Hebrew  literature  in  the 
field  of  medicine. 

The  importance  of  the  ancient  and  medieval 
Hebrew  tradition  cannot  be  overestimated.  Ac- 
i cording  to  Vesalius  (sixteenth  century),  the  scien- 
| tific  medical  terminology  created  in  the  Hebrew 
language  was  essential  to  all  students  of  medical 
science  because  of  the  significant  role  played  by 


Jews  in  its  development.  It  is  to  those  ancient 
and  medieval  sources  that  our  movement  for  renais- 
sance turned  its  gaze. 

The  publication  of  the  first  number  of  Harofe 
Haivri , in  1927,  was  preceded  by  the  establishment 
of  a society  which  arranged  lectures  on  medical 
subjects,  carefully  prepared  by  its  members  and 
delivered  in  Hebrew.  Until  1936,  the  Journal 
appeared  irregularly,  being  at  first  regarded  as  a 
purely  tentative  effort.  Beginning  with  1937,  it  has 
gained  increasing  encouragement  from  readers, 
subscribers,  and  advertisers  and  has  appeared  twice 
annually  with  unfailing  regularity. 

The  rise  of  the  State  of  Israel  has  vindicated  the 
policy  of  this  journal.  The  aim  of  the  Harofe 
Haivri  has  been  to  serve  not  merely  as  a medium 
for  original  contributions  to  medical  science  but 
rather  to  fill  the  void  created  in  modern  times  be- 
tween science  and  Hebrew  and  to  foster  Israel’s 
cultural  growth.  Harofe  Haivri  notes  with  pride 
the  role  it  has  played  in  fashioning  a Hebrew 
literary  tradition  in  the  field  of  modern  medicine. 

An  effective  instrument  of  cultural  revival, 
Harofe  Haivri  has  at  the  same  time  sought  to 
preserve  a high  scientific  and  literary  level.  Dis- 
tinguished authorities  have  been  invited  to  write  in 
the  language  of  their  choice.  Some  contributions 
are  written  in  Hebrew;  others  are  translated  by  us 
into  Hebrew.  All  contributions  are  rendered  in  both 
Hebrew  and  English.  As  a bilingual  publication, 
Harofe  Haivri  is  unique. 

In  its  three  decades  of  existence  this  journal  has 
shown  special  interest  in  the  following  subjects: 

1.  Hebrew  Medical  Terminology. — Remark- 
able progress  has  already  been  made  in  this  field. 
Many  of  the  terms  in  use  in  Israel  have  been  sug- 
gested by  contributors  to  this  journal  and  others 


* Reprinted  by  permission  from  Hebrew  M.  J.  2:1  (1957). 
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have  been  offered  for  the  consideration  of  our 
readers.  As  in  other  spheres  touching  the  rebirth 
of  Israel,  the  rise  of  a Hebrew  medical  literature, 
modern  in  content  and  style  and  effective  in  ex- 
pression, is  a notable  phenomenon. 

2.  Jewish  Contribution  to  Medicine. — Dur- 
ing the  last  hundred  years  unprecedented  advances 
have  been  recorded  in  the  field  of  medicine.  This 
journal  has  sought  to  show  the  considerable  role 
played  by  Jewish  physicians  and  scientists  in  the 
progress  made.  Extensive  biographic  material 
dealing  with  prominent  Jewish  physicians  of  our 
time,  as  well  as  of  the  past,  has  been  presented. 

3.  Medieval  Hebrew  Manuscripts. — We  have 
published  the  contents  of  medieval  manuscripts  by 
Jewish  physicians  which  for  centuries  had  rested  on 
dusty  bookshelves,  obscure  manuscripts  ’which  had 
been  known  only  to  a handful  of  scholars.  In  this 
way  Jewish  physicians  have  become  acquainted 
with  the  tradition  of  the  Middle  Ages. 

4.  Jewish  Tendency  to  Disease. — We  have 
given  special  attention  to  the  question  of  the  in- 
cidence of  diseases  among  Jews  in  relation  to  racial 
inheritance  or  environmental  conditions,  with 
special  reference  to  diabetes  and  Burger’s  (peripheral 
vascular)  disease. 

5.  Medicine  in  the  Bible  and  the  Talmud. — 
Since  the  Bible  provides  the  basis  on  which  Jewish 
preoccupation  with  medicine  is  founded  and  since 
health  injunctions  and  references  to  “healers” 
abound  in  the  Bible,  articles  tracing  medical  themes 
to  Biblical  references  have  been  published.  A good 
number  of  studies  on  the  Talmud  and  Medicine 
has  also  been  presented. 

6.  Reviews. — Modern  medical  literature,  es- 
pecially in  the  United  States  and  Israel,  has  periodi- 


cally been  summarized  and  presented  to  our  readers. 

7.  Special  Issues. — Certain  anniversaries,  such 
as  that  of  Maimonides,  noted  medieval  philosopher 
and  physician,  Saul  Tchernichovsky,  modern 
Hebrew  poet  and  physician,  Henrietta  Szold, 
mother  of  modern  Israel  and  organizer  of  social 
and  medical  services  in  that  land,  have  pro- 
vided the  occasion  for  the  publication  of  special 
issues  dedicated  to  their  lives  and  their  work. 

8.  The  Health  and  Medical  Problems  of 
Israel. — We  have  given  a good  deal  of  attention  to 
health  problems  confronting  the  people  of  Israel, 
the  Government  of  Israel,  and  outstanding  medical 
institutions,  such  as  the  Hadassah,  Kupat  Holim, 
the  Hebrew  University,  and  Magen  David  Adorn. 
We  also  have  presented  government  statistics  deal- 
ing with  unique  problems  arising  from  the  mass 
immigration  and  the  encounter  between  European 
and  Oriental  Jews,  two  communities  with  strikingly 
diverse  backgrounds,  dietary  habits,  and  medical 
challenges. 

9.  A Synthesis  between  the  Past  and  the 
Present. — We  have  endeavored  to  cover  the  entire 
medical  experience  of  the  Jewish  people  from  Biblical 
times  to  the  rise  of  modern  Israel.  We  have 
recorded  the  work  of  the  great  physicians  of  the 
Middle  Ages,  many  of  them  profound  thinkers  and 
beloved  sages,  who  made  a notable  contribution  to 
their  own  people  as  well  as  to  civilization  at  large. 
We  have  sought  to  relate  the  heritage  of  the  past 
with  the  problems  and  issues  of  the  present  and 
future. 

We  believe  that  our  record  of  thirty  years  and  the 
favorable  response  our  journal  has  elicited  in  the 
United  States  and  Israel  justifies  a certain  pride  in 
accomplishments  and  hope  for  further  progress. 


Not  Now  Please! 


A colleague  practicing  in  a Yorkshire  mining 
town  describes  his  most  embarrassing  moment. 
Called  in  to  give  a supporting  certificate  for  cremation, 
he  did  his  duties  quietly  and  speedily  and  expected 
that  the  undertaker  would  be  equally  circumspect 
and  would  forward  the  prescribed  fee  later  on. 

A few  days  later  he  stood  to  attention  in  the  High 


Street  as  a funeral  procession  crawled  by.  Sud- 
denly the  leading  vehicle  swerved  across  to  where  he 
stood  and  a hand  poked  out  towards  him.  “Your 
£2,  doctor — saves  a stamp,”  said  the  top-hatted 
and  black-coated  driver,  who  then  resumed  his 
place  at  the  head  of  the  dignified  procession. — The 
Lancet , London,  September  27,  1958 
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Eternal  Suffering,  wood 
sculpture  by  Joseph  Joel  Fried- 
man, M.D.,  of  Unadilla.  The 
artist  has  painted  since  1924 
and  sculpted  since  1950.  He 
has  spoken  and  demonstrated 
his  art  before  many  clubs  and 
groups  and  has  exhibited  in 
Unadilla,  Sydney,  and 
Oneonta. 
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Courage  and  Devotion  Beyond  the  Call  of  Duty,  an  oil  painting  by  L.  Albert  Thunig,  M.D.,  formerly 
of  Brooklyn,  now  of  Smithtown,  Long  Island.  This  picture  won  a $1,000  War  Bond  in  Atlantic 
City  in  1947,  on  the  occasion  of  the  largest  art  exhibit  ever  sponsored  by  the  American  Physician’s 
Art  Association. 

The  factual  element  in  this  painting  is  the  rescue  of  a puppy  by  a medic  while  under  fire  and  is 
based  on  imagination.  The  locale  is  any  village  square  in  Western  Europe  during  World  War  II. 
The  little  boy  ignores  personal  danger  to  shout  directions  for  the  rescue  of  his  dog. 

Dr.  Thunig  has  painted  since  boyhood  in  many  media  and  has  studied  with  artist  Byron  Stone 
of  Brooklyn.  Recently  he  has  completed  the  Famous  Artists  course. 


Physicians  interested  in  contributing  to  “The  Gallery”  may  secure  further  informa- 
tion from  Dr.  Walter  J.  Alexander,  333  Main  Street,  Binghamton,  New  York,  who  is 
editor  of  this  department. 
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MONTH  IN  WASHINGTON 


r Phe  86th  Congress  convenes  January  7 with  a 
top-heavy  Democratic  majority  in  both  House 
and  Senate.  This,  in  turn,  will  find  all  Congres- 
sional committees  including  those  dealing  in  health 
bills,  with  a higher  proportion  of  Democrats. 

Because  legislation  rarely  gets  to  the  floor  for  a 
vote  unless  some  committee  sends  it  there,  the 
make-up  of  committees  is  of  considerable  impor- 
tance in  any  Congress.  It  will  be  doubly  so  in 
the  86th  Congress,  wrhere  so  many  new  personalities 
and  new  ideas  promise  to  abound. 

In  the  Senate  during  the  85th  Congress  when  the 
line-up  was  49  Democrats  to  47  Republicans, 
committees  were  fairly  even  divided — generally 
only  one  more  Democrat  than  Republican.  With 
the  ratio  in  the  Senate  increased  to  62  to  34, 
committee  composition  may  run  as  much  as  ten 
to  five  or  nine  to  six  in  favor  of  the  majority  party. 
The  Reorganization  Act  of  1946  assures  each 
Senator  of  two  committee  assignments,  which 
means  26  new  places  have  to  be  found  on  Senate 
committees  in  January. 

The  party  ratio  for  House  committees  likewise  will 
run  high  in  favor  of  the  Democrats. 

Each  party  and  each  branch  of  Congress  has  its 
own  way  of  naming  members  to  the  many  com- 
mittees. 

In  the  Senate,  the  Democrats  make  appointments 
through  a standing  15-man  group  known  as  the 
Democratic  Steering  Committee.  Its  chairman  is 
Majority  Leader  Lyndon  Johnson,  and  other 
members  are  Senators  Mansfield,  Hennings,  Chavez, 
Ellender,  Frear,  Russell,  Hayden,  Holland,  Hum- 
phrey, Pastore,  McClellan,  Robertson,  and  Johnston 
of  South  Carolina. 

The  Republicans  in  the  Senate  make  their 
appointments  through  a five-man  Committee  on 
Committees  which  in  the  last  Congress  wras  made 
up  of  Senators  Knowland,  Bricker,  Saltonstall, 
Bridges,  and  Dirksen. 

In  the  House,  the  selection  of  Democratic  mem- 
bers is  done  by  the  majority  members  of  the  Ways 
and  Means  Committee  which  sits  as  a Committee 
on  Committees.  The  Republicans  have  a different 
approach.  When  Congress  convenes,  each  state 
delegation  meets  and  names  a representative  to  a 
Committee  on  Committees;  he  has  as  many  votes 
on  the  committee  as  there  are  Republicans  in  his 
delegation.  Chairman  of  the  committee  is  Minority 


Prepared  by  the  Washington  Office  of  the  American  Med- 
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Leader  Joseph  Martin. 

The  House  Ways  and  Means  Committee,  which 
undoubtedly  will  be  considering  legislation  of 
import  to  physicians  (hospitalization  of  the  aged 
under  Social  Security  and  tax  deferrals  on  money 
paid  into  annuities),  has  for  several  years  been 
divided  15  Democrats  to  10  Republicans.  This 
ratio  may  change  to  17  to  eight.  In  any  event, 
seven  members  will  not  serve  in  the  new  Congress. 
One  was  lost  through  death,  four  through  decisions 
not  to  run  for  re-election  to  the  House,  and  two  to 
defeat  at  the  polls. 

The  Senate  Finance  Committee,  which  will  be 
handling  much  the  same  legislation  as  Ways  and 
Means,  has  been  divided  eight  to  seven.  It  is 
certain  that  three  Republicans  will  not  serve  again ; 
two  retired  from  the  Senate,  and  one  was  defeated 
in  the  recent  elections. 

House  Interstate  Committee,  another  group  of 
importance  to  the  profession  because  of  its  interest 
in  Federal  aid  to  medical  schools  and  Hill-Burton 
amendments  among  other  things,  has  lost  the  three 
top  ranking  Republicans  and  the  only  physician 
serving  on  a committee  dealing  with  health.  Either 
they  did  not  seek  re-election  or  they  were  defeated 
at  the  polls. 

Senate  Labor  Committee,  which  has  jurisdiction 
over  most  of  the  major  health  proposals  in  the 
Senate  outside  of  Social  Security,  loses  three 
Republican  members.  Its  present  line-up  of  eight 
to  seven  will  be  changed  too,  probably  to  ten  to 
five. 

Physician  members  of  the  86th  Congress  number 
four.  This  is  one  less  than  in  the  85th  Congress.  Re 
turned  again  were  Drs.  Walter  Judd  of  Minnesota 
and  Thomas  Morgan  and  Ivor  Fenton,  both  of  Penn- 
sylvania. Defeated  were  Drs.  Will  Neal  of  Virginia 
and  A.  L.  Miller  of  Nebraska. 

One  new  doctor  has  been  added.  He  is  Dr. 
Thomas  Dale  Alford,  a board  ophthalmologist  of 
Little  Rock,  Arkansas,  where  he  has  been  in  active 
practice  since  1948.  Dr.  Alford,  42,  was  educated 
in  Arkansas  schools  and  received  his  medical 
degree  from  the  University  of  Arkansas.  He 
served  in  the  Army  Medical  Corps  during  World 
War  II. 

Dr.  Morgan,  who  has  been  acting  chairman  of  the 
House  Foreign  Affairs  Committee  since  last  summer, 
is  slated  to  become  chairman  when  the  new  Congress 
is  formally  organized.  He  will  thus  be  the  first 
physician  chairman  in  the  136  years  of  the  com- 
mittee. 
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FILM  REVIEWS 


The  following  films  have  been  selected  by  the  Subcommittee  on  Film  Review  of 
the  Medical  Society  of  the  State  of  New  York.  These  films  are  available  on  request 
from  the  Medical  Film  Library  of  the  New  York  State  Department  of  Health, 
84  Holland  Avenue,  Albany,  New  York.  Films  will  be  sent  on  request  to  any  quali- 
fied individuals  or  organizations.  Return  postage  is  paid  by  the  user.  Catalogs 
of  films  available  for  both  professional  and  lay  use  are  available  on  request. 

The  subcommittee  believes  that  films  are  essentially  audio-visual  aids,  and  best 
effects  are  obtained  by  preceding  or  following  a film  with  a discussion  or  question 
and  answer  period  presided  over  by  a professional  person  familiar  with  the  topic 
presented. 


We  Speak  Again — The  Rehabilitation  of  Laryn- 
gectomized  Patients.  Sound,  color,  16  minutes. 
Year  of  Production:  1949;  Sponsor:  Massachusetts 
Eye  and  Ear  Infirmary,  in  cooperation  with  Amer- 
ican Cancer  Society;  Scientific  Adviser:  LeRoy 

A.  Schall,  M.D.;  Producer:  Sturgis-Grant  Pro- 
ductions, Inc.;  Director:  Warren  Sturgis. 

A valuable  film  giving  an  explanation  of  the 
methods  used  to  facilitate  speech  of  the  laryngecto- 
mized  patient. 

It  does  much  to  stimulate  discussion.  The  time 
element  involved  is  not  emphasized.  This  film 
can  be  used  to  instruct  patients  as  well  as  physi- 
cians in  the  rehabilitation  possibilities  available 
for  these  patients. 

Suggested  Audience:  Professional,  clinical  and 

preclinical,  medical  students,  lay  groups. 

Precancer  Diagnosis  of  Cervix  by  Cytology. 

Classification:  Clinical  Pathology;  Gynecology; 

Cytology;  Oncology.  Year  of  Production:  1947; 
Country  of  Origin,  Canada;  16  mm.  color,  sound, 

I, 300  feet,  36  minutes.  Author  and  Producer: 

J.  Ernest  Ayre,  M.D.,  Director,  Gyne-Cytology 
Laboratory,  Royal  Victoria  Hospital,  McGill 
University,  Montreal,  Canada;  Camera:  James 
Telper;  Cinemicrography:  G.  G.  Grand;  Photo- 
micrography: Peter  Hayden,  Harold  Colletta. 

A film  on  the  early  detection  of  uterine  cancer 
by  means  of  cytologic  analysis,  covering  the  mor- 
phology of  normal  and  abnormal  cell  types,  the 
technic  of  securing  and  mailing  specimens,  and 
correlated  clinical,  histologic,  and  cytologic  findings 
from  a number  of  cases. 

The  author’s  views  and  methods  are  placed  in 
the  foreground,  especially  with  regard  to  the  dis- 
puted concept  of  “precancer.”  The  film  is  co- 
herent in  structure,  generally  clear  in  presentation, 
though  rather  overdone  in  its  verbal  and  visual 
emphasis. 

Suggested  Audience:  Specialists.  If  used  under 
expert  guidance,  suitable  for  medical  students 
(third  and  fourth  years),  interns,  general  practi- 
tioners, and  laboratory  technicians. 


Surgery  in  Chest  Disease.  Classification : Oncol- 
ogy; Rehabilitation;  Surgery  (Thoracic  Surgery). 
Black  and  white,  sound,  40  minutes.  Year  of 
Production:  1943;  Producer:  Gaumont-British 

Instructional,  Ltd.,  for  the  British  Council;  Tech- 
nical Advisers:  Medical  Research  Council  Com- 
mittee of  Thoracic  Surgeons,  Medical  Advisory 
Committee  of  the  Ministry  of  Health,  London. 

The  film  portrays  the  services  of  a large  British 
hospital  for  chest  diseases.  A patient  suffering  from 
lung  cancer  is  followed  through  all  stages  of  diag- 
nosis and  treatment  until  his  return  to  a suitable 
occupation.  This  case,  as  well  as  others — bron- 
chiolectasis,  chronic  empyema,  tuberculous  cavity, 
and  thoracoplasty — provide  an  opportunity  for 
studying  diagnosis,  operative,  and  rehabilitation 
technics.  The  principles  of  some  of  these  also  are 
clarified  by  animation.  The  film  not  only  surveys 
effectively  the  technics  proper  but  is  also  valuable 
as  an  account  of  the  medical  and  social  management 
of  patients  within  the  framework  of  one  institution. 
This  film  is  over  ten  years  old,  and  some  of  the  tech- 
nics shown  in  anesthesia  and  surgery  are  no  longer 
in  use.  It  is  valuable  as  a record  of  the  develop- 
ment of  thoracic  surgery  and  of  the  practice  of  this 
specialty  in  Great  Britain  in  the  past.  No  mention 
of  antibiotics  is  made. 

Suggested  Audience:  Medical  students,  nurses, 

general  practitioners,  thoracic  surgeons,  chest 
physicians,  physical  medicine  specialists,  physio- 
therapists, hospital  administrators. 

Surgical  Treatment  for  Carcinoma  of  the  Lower 
End  of  the  Esophagus.  Classification:  Oncology; 
Surgery.  Color,  silent,  38  minutes.  Year  of 
Production:  1947;  Author  and  Producer:  Philip 
Thorek,  M.D.,  Chicago;  Camera:  Jerome  J.  Moses, 
M.D. 

This  is  a record  film  of  the  transdiaphragmatic 
removal  of  a carcinoma  of  the  lower  third  of  the 
esophagus.  The  performance  of  this  difficult  opera- 
tion is  shown  with  clarity  and  in  great  detail. 

Suggested  Audience:  Residents  in  surgery,  sur- 
geons. 
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Isidore  Arons,  M.D.,  of  New  York  City,  retired, 
died  on  November  10  at  his  home  at  the  age  of 
sixty-seven.  Dr.  Arons  graduated  in  1916  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a consultant  in  radio- 
therapy at  Unity  Hospital  and  an  attending  in  radio- 
therapy at  the  Home  and  Hospital  of  the  Daughters 
of  Jacob  and  Coney  Island  Hospital.  Dr.  Arons  was 
a member  of  the  American  Association  for  Cancer 
Research,  the  American  Geriatrics  Society,  the 
Industrial  Medical  Association,  the  Radiological 
Society  of  North  America,  Inc.,  the  Harlem  Surgical 
Society,  the  Kings  County  Radiological  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nathaniel  Barnett,  M.D.,  of  Woodmere,  died  on 
November  2 at  his  home  at  the  age  of  seventy-one. 
Dr.  Barnett  graduated  in  1908  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Mount  Sinai  Hospital.  He  was  a 
consultant  in  pediatrics  to  the  county  branch  of 
the  Hospital  for  Joint  Diseases  in  Breezy  Point. 
He  was  a former  chief  of  staff  of  St.  Joseph’s 
Hospital  and  physician  to  Woodmere  Academy. 
Dr.  Barnett  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Hudson  Blauvelt,  M.D.,  of  Nyack,  retired, 
died  on  October  31  at  the  age  of  sixty-nine.  Dr. 
Blauvelt  graduated  in  1911  from  Cornell  University 
Medical  College.  He  was  a Fellow  of  the  American 
Psychiatric  Association.  He  had  been  medical 
director  of  Matteawan  State  Hospital. 

Lewis  Stanley  Budlong,  M.D.,  of  Watertown, 
retired,  died  on  November  2 at  the  age  of  eighty. 
Dr.  Budlong  graduated  in  1899  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
In  1949  he  was  honored  by  the  Medical  Society 
of  the  State  of  New  York  at  its  annual  meeting  in 
Buffalo  for  having  completed  fifty  years  of  practice. 
Dr.  Budlong  was  a member  of  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Byron  Theodore  Davey,  M.D.,  of  New  York 
City,  died  at  Midtown  Hospital  on  November  6 
at  the  age  of  eighty-three.  Dr.  Davey  graduated 
in  1905  from  the  University  of  Toronto  Faculty 
of  Medicine  and  interned  at  New  York  Post- 
Graduate  Hospital.  He  was  surgeon  emeritus 
at  Midtown  Hospital  and  for  many  years  had  been 
a member  of  the  medical  staff  of  the  Guaranty 
Trust  Company.  Dr.  Davey  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ernest  J.  Field,  M.D.,  of  Rochester,  died  on 
October  21  at  the  age  of  sixty- three.  Dr.  Field 
received  his  medical  degrees  in  1920  from  the 
University  of  Berlin  and  in  1933  from  the  University 
of  Modena.  He  was  a consulting  physician  in 
general  practice  at  Park  Avenue  Hospital.  Dr. 
Field  was  a member  of  the  American  Academy  of 
General  Practice,  the  Rochester  Academy  of 
Medicine,  the  New  York  State  Society  for  Medical 
Research,  the  Rochester  Pathological  Society,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  R.  Jeppson,  M.D.,  of  New  Rochelle,  died 
on  November  3 at  his  home  at  the  age  of  sixty- two. 
Dr.  Jeppson  graduated  in  1923  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  an 
attending  in  ophthalmology  at  New  Rochelle 
Hospital.  Dr.  Jeppson  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Abraham  J.  Julius,  M.D.,  of  the  Bronx,  died  on 
October  14  at  the  age  of  sixty.  Dr.  Julius  graduated 
in  1922  from  Long  Island  College  Hospital  Medical 
School. 

Louis  Lahn,  M.D.,  of  New  York  City,  died  on 
October  31  in  Backus  Hospital,  Norwich,  Con- 
necticut, at  the  age  of  sixty-three.  Dr.  Lahn 
graduated  in  1921  from  Fordham  University  School 
of  Medicine  and  interned  at  City  Hospital.  He 
was  an  assistant  in  obstetrics  and  gynecology  at 
Flower  and  Fifth  Avenue  Hospitals  and  New  York 
Polyclinic  Hospital,  and  an  associate  in  obstetrics 
and  gynecology  at  Metropolitan  Hospital,  and  an 
associate  in  gynecology  at  the  Hospital  for  Joint 
Diseases,  as  well  as  an  associate  professor  of  obstet- 
rics and  gynecology  at  the  New  York  Medical 
College.  Dr.  Lahn  was  a Diplomate  of  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology  and  of  the 
International  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Surgeons  and  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Oscarre  Landi,  M.D.,  of  New  York  City,  died 
in  Mount  Sinai  Hospital  on  November  10  at  the 
age  of  fifty-six.  Dr.  Landi  received  his  medical 
degree  in  1927  from  the  University  of  Turin. 
He  was  a senior  clinical  assitant  in  dermatology 
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at  Mount  Sinai  Hospital  and  an  associate  in  der- 
matology and  syphilology  at  the  Hospital  for  Joint 
Diseases  and  the  Hospital  for  Joint  Diseases 
Outpatient  Department.  Dr.  Landi  was  a Diplo- 
ma te  of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Selma  Evelyn  Meyer,  M.D.,  of  Kew  Gardens, 
died  on  November  11  at  the  age  of  seventy-seven. 
Dr.  Meyer  received  her  medical  degree  in  1917 
from  the  University  of  Berlin.  She  was  a member 
of  the  Rudolf  Virchow  Medical  Society. 

Alvin  Henry  Monroe,  M.D.,  of  Elmira,  died  on 
October  23  at  the  age  of  seventy-seven.  Dr. 
Monroe  graduated  in  1909  from  Syracuse  Uni- 
versity College  of  Medicine.  For  fifteen  years 
he  had  served  as  Chemung  County  coroner  and 
was  the  first  intern  to  serve  at  Arnot-Ogden  Hospi- 
tal. He  had  served  as  medical  examiner  for  the 
Chemung  County  Draft  Board  during  World  Wars 
I and  II  and  for  several  years  was  health  officer 
for  the  Town  of  Southport.  Dr.  Monroe  was  a 
member  of  the  Chemung  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Myrtle  Picker,  M.D.,  of  Larchmont,  died  on 
November  6 at  her  home  at  the  age  of  forty-seven. 


Dr.  Picker  graduated  in  1936  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Lenox  Hill  Hospital.  She  was  an 
attending  in  pediatrics  at  New  Rochelle  Hospital. 
Dr.  Picker  was  a member  of  the  Westchester  Academy 
of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Otto  Ernst  Runge,  M.D.,  of  Ridgewood,  died  on 
July  30  at  the  age  of  seventy.  Dr.  Runge  gradu- 
ated in  1914  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  Associated  Physicians  of  Long  Island. 

Philip  Shapiro,  M.D.,  of  New  York  City,  died  on 
October  20  at  the  age  of  fifty-six.  Dr.  Shapiro 
graduated  in  1926  from  Long  Island  College  Hospi- 
tal Medical  School.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Isidor  Robert  Tillman,  M.D.,  of  Brooklyn,  died 
on  September  15  at  the  age  of  ninety.  Dr.  Tillman 
graduated  in  1901  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 
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Dr.  Koplik  Honored — The  100th  anniversary  of 
the  birth  of  Dr.  Henry  Koplik,  one  of  New  York 
City’s  eminent  physicians,  is  being  celebrated  at  the 
New  York  Academy  of  Medicine  with  an  exhibition 
of  his  memorabilia  and  historical  accomplishments. 
The  exhibit  was  organized  by  Dr.  Murray  H.  Bass 
and  Dr.  Jerome  Kohn.  It  will  be  on  view  at  the 
Academy,  first  floor  lobby,  until  the  end  of  Decem- 
ber. The  public  is  invited.  There  is  no  charge  for 
admission. 

Brooklyn  Dermatologists  Elect  Officers — At  the 
October  meeting  of  the  Brooklyn  Dermatological 
Society  the  following  members  were  elected  to  office 
for  the  year  1958-1959:  Dr.  Morris  Rothstein, 
president;  Dr.  Benjamin  Bender,  vice-president; 
Dr.  Lawrence  Frank,  secretary-treasurer. 

The  Brooklyn  Dermatological  Society  will  hold 
its  meetings  on  the  second  Tuesday  of  each  month 
at  8:30  p.m.  from  October  to  June,  at  the  Brooklyn 
Hospital  Dispensary  at  Ashland  Place  and  DeKalb 
Avenue. 

Dinner  to  Honor  Dr.  Kellert — Dr.  Ellis  Kellert, 
Schenectady,  was  honored  at  a testimonial  dinner, 
on  October  30,  by  more  than  100  friends  and  former 
associates  in  the  medical  profession.  Dr.  Arthur 
Q.  Penta,  assisted  by  Drs.  William  Jameson,  Sr., 


Ralph  Isabella,  and  Preston  W.  Reynolds,  arranged 
the  dinner. 

Dr.  Kellert  recently  resigned  as  director  of  the 
Ellis  Hospital  laboratory,  a position  he  had  held  for 
thirty-five  years. 

Course  on  Diseases  of  the  Chest — The  Council  on 
Postgraduate  Medical  Education  of  the  American 
College  of  Chest  Physicians  will  present  the  fourth 
annual  postgraduate  course  on  diseases  of  the  chest 
at  the  Sir  Francis  Drake  Hotel,  San  Francisco, 
February  16  through  20,  1959. 

The  most  recent  advances  in  the  diagnosis  and 
treatment  of  heart  and  lung  diseases,  medical  and 
surgical  aspects,  will  be  presented.  Further  infor- 
mation may  be  obtained  by  writing  to:  Executive 
Director,  American  College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago  11,  Illinois. 

Long  Island  Doctors  Open  Home  Safety  Drive — 
Dr.  Russell  Burdge,  Hicksville,  and  Dr.  William 
C.  Battle,  Huntington,  will  act  as  chairmen  of  an 
intensive  home  safety  drive.  Statistics  compiled  by 
Nassau  and  Suffolk  County  health  authorities,  police 
and  insurance  companies  for  1955  show  that  157 
persons  died  in  home  accidents — just  slightly  fewer 
[Continued  on  page  4096] 


4094 


New  York  State  J.  Med. 


to  pull  your  diarrhea  patients  hack  in  shape  rapidly 


two  palatable  antidiarrheals 


FOR  IMMEDIATE  RELIEF  OF  SYMPTOMS  AND  A QUICKER  RETURN  TO  NORMAL 


formed  stools  are  produced  5 times  faster1 
lost  electrolytes  are  replenished 
water  loss  is  better  controlled 


AROBON  — carob  powder.., demul- 
cent and  adsorbent ..  .contains  no 
chemotherapeutics,  no  sedatives,  no 
narcotics 

Arobon  available  in  5 oz.  bottles. 


INTROMYCIN  — carob  powder 
plus  Neomycin  and  Streptomycin... 
for  infectious  diarrheas 

Intromycin  available  in  2}^  oz.  bottles. 

1.  Abella,  P.  U.:  J.  Pediat.  41:19,2,  1952. 
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than  the  180  persons  killed  in  other  accidents  out- 
side the  home,  including  the  so-called  big  killer,  the 
highway  accident. 

Dr.  Burdge  and  Dr.  Battle  said  their  first  objec- 
tive would  be  to  educate  the  doctors  of  Long  Island 
to  educate  laymen.  More  than  45,000  pamphlets 
and  leaflets  will  be  distributed  during  the  campaign. 

Doctors  Nominated  for  Silver  Anniversary  All- 
America — The  names  of  12  doctors  are  among  the 
72  senior  football  lettermen  of  the  class  of  1934, 
honored  by  their  alma  maters  with  nomination  for 
Sports  Illustrated’ s 1958  Silver  Anniversary  All- 
America.  Those  nominated  from  the  New  York 
area  are: 

Dr.  Joseph  M.  Teta,  Port  Washington,  general 
practitioner  who  devotes  much  time  to  public  health 
projects,  nominated  by  Alfred  University. 

Dr.  Paul  A.  Kennedy,  Buffalo,  physician  and  sur- 
geon, chairman  of  the  Surgical  Section  of  the  Medi- 
cal Society  of  the  State  of  New  York,  nominated  by 
Georgetown  University. 

Dr.  George  Linton  Wolcott,  New  York  City,  medi- 
cal director  and  assistant  vice-president  of  the  Bris- 
tol-Myers Company,  nominated  by  Lehigh  Univer- 
sity. 

Summer  School  of  Alcohol  Studies — An  inter- 
disciplinary study  of  problems  of  alcohol  and  alcohol- 
ism in  society  will  be  made  at  the  Yale  University 
Summer  School  of  Alcohol  Studies,  June  28  through 
July  23,  1959. 

There  will  be  lectures  and  seminars  under  the  di- 
rection of  specialists  drawn  from  the  social  sciences, 
medicine  and  psychiatry,  religion,  education,  and 
public  health.  A workshop  will  be  conducted  for 
physicians,  case  workers,  psychologists,  clergy, 
nurses,  educators,  probation,  parole  and  correctional 
officers,  personnel  directors,  and  supervisors  in  in- 
dustry. 

For  a prospectus  describing  the  course,  informa- 
tion concerning  admission  and  academic  credit  write 
to:  Registrar,  Yale  Summer  School  of  Alcohol 

Studies,  52  Hillhouse  Avenue,  Yale  Station,  New 
Haven,  Connecticut. 

Physicians  Appointed  to  1959  March  of  Dimes 
Drive — The  following  physicians  have  been  ap- 
pointed chairmen  of  the  1959  March  of  Dimes  drive: 
Dr.  Norton  S.  Brown,  president  of  the  Medical 
Society  of  the  County  of  New  York,  chairman  of  the 
Manhattan  Physicians  Division;  Dr.  Harry  H. 
Epstein,  president  of  the  Medical  Society  of  the 
County  of  Queens,  Inc.,  as  chairman  of  the  Queens 
Physicians  Division;  Dr.  David  Kershner,  president 
of  the  Medical  Society  of  the  County  of  Kings,  as 
chairman  of  the  Brooklyn  Physicians  Division,  and 
Dr.  Samuel  Wagreich,  president  of  Bronx  County 
Medical  Society,  as  chairman  of  the  Bronx  Physi- 
cians Division. 

St.  Vincent’s  Elects  Officers — Dr.  John  A.  Lawler 
was  elected  president  of  the  medical  staff  of  St. 
Vincent’s  Hospital  at  the  staff’s  annual  meeting  on 


November  3.  Also  elected  were  Dr.  Richard  J. 
Kennedy,  first  vice-president;  Dr.  Thomas  F. 
Howley,  second  vice-president,  and  Dr.  James  R. 
Nelson,  secretary. 

Mary  Putnam  Jacobi  Fellowship — The  Women’s 
Medical  Association  of  the  City  of  New  York  offers 
the  Mary  Putnam  Jacobi  Fellowship  to  a graduate 
woman  physician,  either  American  or  foreign.  This 
fellowship  will  start  October  1,  1959,  and  will 
amount  to  $2,000,  $1,000  being  available  October  1, 
1959.  The  recipient  of  the  fellowship  will  be  expected 
to  make  a report  to  the  committee  at  the  end  of 
the  fourth  month  following  which  the  second  $1,000 
will  be  awarded  subject  to  the  approval  of  the  com- 
mittee. The  fellowship  is  given  for  medical  re- 
search, clinical  investigation,  or  postgraduate  study 
in  a special  field  of  medicine. 

Applications  for  this  fellowship  may  be  obtained 
from  the  secretary,  Dr.  Ada  Chree  Reid,  118  River- 
side Drive,  New  York  24,  New  York. 

Grants-in-Aid — The  scientific  advisory  com- 
mittee of  the  National  Council  to  Combat  Blindness, 
Inc.,  has  announced  its  1958-1959  Fight  for  Sight 
Awards  totaling  $128,214  in  grants-in-aid  and  fellow- 
ships allocated  to  medical  colleges,  hospitals,  and 
individual  investigators,  for  research  in  ophthal- 
mology and  related  sciences. 

The  closing  date  for  receipt  of  completed  applica- 
tions for  grants  and  fellowships  has  been  advanced 
to  February  1,  1959,  to  allow  ample  time  for  proc- 
essing and  review.  Appropriate  forms  ma}r  be  ob- 
tained by  addressing:  Secretary,  National  Council 
to  Combat  Blindness,  Inc.,  41  West  57th  Street, 
New  York  19,  New  York. 

Health  Broadcast  Selected — The  Kings  County 
Medical  Society  and  the  New  York  City  Depart- 
ment of  Health  have  announced  that  the  program 
“On  the  Health  Front”  has  been  selected  by  the 
United  States  State  Department  to  be  rebroadcast 
over  the  Voice  of  America. 

“On  the  Health  Front”  is  heard  each  third 
Wednesday  of  the  month  at  10  :00  p.m.  over  Radio 
Station  WEVD. 

Nassau  Ophthalmological  Society — The  Nassau 
County  Ophthalmological  Society  held  its  last  meet- 
ing  of  the  year  on  November  24.  Dr.  Girolamo 
Bonaccolto,  New  York  City,  read  a paper  entitled 
‘ ‘Dacryocystorhinostomy.  ’ ’ 

Enrollment  Increases— Enrollment  in  approved 
schools  of  medical  technology  has  increased  30  per 
cent  since  the  National  Committee  for  Careers  in 
Medical  Technology  began  its  recruitment  program 
four  years  ago. 

The  recruitment  program  currently  underway  was 
made  possible  by  grants  totaling  $131,000  for  the 
past  year.  Support  came  from  the  American  Can- 
cer Society,  the  National  Cancer  Institute,  the  Vic- 
toria Foundation,  the  Doris  Duke  Foundation,  the 
Edanros  Foundation,  as  well  as  the  Ames  Company 

[Continued  on  page  4098] 
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If  you  were  to  examine  these  patients 


Upjohn 

lie  Upjohn  Company,  Kalamazoo,  Michigan 


could  you 
detect 

the  uveitis  patient  on 

P Probably  not.  Not  without  a history. 
First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in 
appearance,  behavior  or  metabolism  sometimes  associated  with 
corticotherapy. 

Even  your  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the 
advantages  of  Medrol  right  away.  Why  not  try  it? 

^TRADEMARK,  REG.  U.  S.  PAT.  OFF.  — METHYLPREDN  I SO  LONE,  UPJOHN  patidlt 


?! 


Medrol  hits 
the  disease, 

but  spares  the 
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Inc.,  Technicon  Inc.,  and  Warner-Chilcott  Labora- 
tories. 

Pathologists  Hold  Joint  Meetings — Joint  meet- 
ings of  the  College  of  American  Pathologists  and  the 
American  Society  of  Clinical  Pathologists  were  held 
in  Chicago  November  2 through  8.  Dr.  Harry  P. 
Smith,  New  York  City,  is  president  of  the  American 
Society  of  Clinical  Pathologists. 

Psychiatric  Training  for  General  Practitioners — 

The  85th  Congress  has  appropriated  $1,300,000  to 
the  National  Institute  of  Mental  Health  to  finance 
psychiatric  training  of  general  practitioners  and 
other  nonpsychiatrists.  Applications  for  grants  are 
in  order. 

$800,000  of  the  appropriation  will  be  available 
as  stipends  for  physicians  who  have  been  in  practice 
(four  years)  and  who  wish  to  take  standard  psychiat- 
ric residencies.  The  grants  for  this  phase  of  the 
General  Practitioner  Training  Program  will  be  made 
to  the  training  centers,  not  to  the  trainees.  The 
training  centers  may  receive  up  to  $12,000  to  pro- 
vide stipends  for  each  trainee. 

$500,000  of  the  appropriation  will  be  available  in 
the  form  of  grants  to  finance  individual  postgraduate 
courses  in  psychiatry  for  general  practitioners. 
These  grants,  too,  will  be  paid  to  the  training  cen- 
ters, and  it  is  assumed  that  the  money  will  be  used 
primarily  to  pay  the  cost  of  instructors.  A training 
center  may  be  a medical  school,  the  psychiatric  de- 
partment of  a hospital,  or  a psychiatric  society 
which  sets  up  a training  program  in  cooperation  with 
other  medical  societies. 

Applications  should  be  made  to:  Chief,  Training 
Section,  National  Institute  of  Mental  Health,  Be- 
thesda,  Maryland.  Special  forms  will  be  available 
for  filing  applications.  It  is  suggested  that  a well-de- 
fined training  program  be  decided  upon  before  ap- 
plication is  made. 


The  General  Practitioner  Education  Project  of 
the  American  Psychiatric  Association  is  prepared  to 
offer  its  services  in  the  following  ways:  (1)  assist- 
ance in  formulating  a program,  (2)  obtaining 
psychiatric  lecturers,  (3)  evaluating  programs,  (4) 
getting  publicity  for  programs,  (5)  establishing  liai- 
son with  other  medical  groups,  and  (6)  making  ap- 
plication for  grants. 

Film  Prize  to  be  Given— The  “Annual  Prize  for 
Medico-Surgical  Cinema”  and  various  other  awards 
will  be  given  during  the  last  session  of  the  course  of 
“Actualites  Medico-Chirurgicales”  at  the  Nouvelle  | 
Faculte  de  Medecine  de  Paris  on  March  17,  1959. 

The  jury  will  consider  the  didactic  value  of  the  film  I 
as  well  as  its  cinegraphic  quality.  Only  16-mm.  1 
film  will  be  admitted.  Candidatures  and  films  are  I 
to  be  sent  to:  Secretariat  du  Journal,  La  Presse 
Medicale,  120  Boulevard  Saint  Germain,  Paris  VI,  | 
prior  to  February  15,  1959. 

Unlike  previous  years,  all  films  may  receive  awards 
including  those  subsidized  or  produced  by  a labora-  j 
tory  or  firm. 

Palsy  Center  Dedicated — The  Queens  Cerebral 
Palsy  Center,  described  as  the  first  complete  palsy 
center  in  New  York  City,  was  dedicated  on  Novem- 
ber 9.  Dr.  Ralph  J.  Bunche,  under-secretary  of  the 
United  Nations  and  honorary  chairman  of  the  United 
Cerebral  Palsy  of  Queens,  and  Dr.  Leona  Baum- 
gartner, City  Commissioner  of  Health,  were  among 
the  speakers. 

American  Medical  Education — Contributors  to 
the  American  Medical  Education  Foundation  for  the 
month  of  October  were:  Corning:  Drs.  Parker  M. 
Hoffman  and  Thomas  J.  Nasser;  Elmhurst:  Dr. 
James  R.  Lisa;  Hawthorne:  Dr.  William  G.  Best; 
New  York  City:  Drs.  Everett  C.  Bragg,  W.  Bron- 
son, R.  Burbank,  Gorman  J.  McVeigh,  Harry 
Swartz,  and  F.  D.  Virgilio;  Troy:  Drs.  Rudolph  L. 
Coletti  and  A.  V.  Passaretti. 


Personalities 


Awarded 

Dr.  Leona  Baumgartner,  New  York  City  Com- 
missioner of  Health,  the  first  annual  Barbara  Shas- 
kan  Memorial  Award,  November  25. 

Honored 

The  late  Dr.  Janet  Sterling  Baldwin,  by  the  New 
York  City  Branch  of  the  American  Medical  Women’s 
Association,  as  medical  woman  of  the  year. 

Appointed 

Dr.  Alfred  Ingegno,  Brooklyn,  to  the  New  York 
Board  of  Medical  Examiners.  . . Dr.  Harvey  J. 
Tompkins,  New  York  City,  as  chairman  of  New 
York  City’s  nine-member  Community  Health  Board. 

Elected 

Dr.  Jere  W.  Lord,  Jr.,  re-elected  president  of  the 


New  York  Heart  Association.  . . Dr.  A.  W.  Marino, 
president  of  the  American  Board  of  Proctology.  . . 
Dr.  H.  Houston  Merritt,  vice-president  of  United 
Cerebral  Palsy  Associations,  Inc. 

Speakers 

Dr.  Wendell  R.  Ames,  Commissioner  of  Health 
for  the  County  of  Monroe,  on. the  topic  “The 
County’s  New  Health  Services”  on  November  18  be- 
fore the  quarterly  meeting  of  the  Monroe  County 
Medical  Society.  . . Dr.  Richard  W.  Egan,  assistant 
professor  of  surgery,  University  of  Buffalo  School  of 
Medicine,  on  the  subject  “Hypothermia  in  General 
Surgery”  November  18,  at  the  annual  meeting  of  the 
Jefferson  County  Medical  Society.  . Dr.  Bernard 
Locke  and  Dr.  Jerome  S.  Tobis,  November  17,  at  a 
symposium  on  aphasia  at  the  Hotel  New  Yorker  at 
the  opening  of  the  thirty-fourth  annual  convention 
of  the  American  Speech  and  Hearing  Association. 
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Successful  treatment  in  97%  of  patients  is 
reported  by  Decker.1 
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They  cannot  survive  the  wetting,  detergent  and 
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with  Vagisec  liquid  in  the  office  and  instillation  of 
Vagisec  jelly,  followed  by  home  douches  and  jelly — 
ensures  eradication  of  organisms.  Annoying  symptoms 
(leukorrhea,  pruritus,  burning)  often  disappear  after 
the  first  treatment.1  Three  to  four  weeks  of  therapy 
usually  sufficient  for  most  cases.1"3 
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References:  1.  Decker,  A.:  New  York  J.  Med.  57:2237 
(July  1)  1957.  2.  Weiner,  H.  H.:  Clin.  Med.  5:25  (Jan.)  1958. 
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BOOKS  REVIEWED 


Surgery  in  Infancy  and  Childhood.  By  Matthew 
White,  M.D.,  and  Wallace  M.  Dennison,  M.D. 
Duodecimo  of  444  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Co.,  1958.  Cloth,  $9.50. 


book  is  an  important  addition  to  the  history  of  the 
subject  and  would  be  a valuable  addition  to  the  li- 
braries of  physicians,  sociologists,  and  interested 
laymen. — Norman  Shaftel 


Although  the  surgery  of  infancy  and  childhood 
parallels  adult  surgery  in  many  respects,  it  diverges 
in  many  others.  Diseases  that  are  peculiar  to  in- 
fants and  children  have  numerous  features  that  can- 
not be  learned  from  the  usual  surgery  text.  This 
volume  is  the  outgrowth  of  a series  of  lectures  that 
were  given  to  students  and  is  intended  to  supple- 
ment rather  than  duplicate  the  works  on  general  sur- 
gery. Its  purpose  is  to  replace  many  of  the  lectures 
in  order  to  allow  more  time  for  teaching  at  the  bed- 
side. 

Writh  many  years  experience  in  the  teaching  of 
pediatric  surgery  and  its  problems,  the  authors  are 
well  qualified  to  write  this  book.  Its  emphasis  is  on 
broad  general  principles  rather  than  minute  de- 
tail. For  the  student  and  general  practitioner,  it  is 
ideal. — Alan  Kane 

A History  of  Public  Health.  By  George  Rosen, 
M.D.  Duodecimo  of  551  pages.  New  York,  MD 
Publications,  Inc.,  1958.  Cloth,  $5.75. 

Civilization  has  been  perpetually  and  sorely  beset 
by  the  ravages  of  epidemic  and  local  disease,  and  the 
control  of  such  sinister  threats  to  communal  well- 
being has  become  a community  rather  than  an  indi- 
vidual responsibility.  The  history  of  the  evolution 
of  such  preventive  measures  with  its  myriad  socio- 
economic, political,  cultural,  and  technical  rami- 
fications is  told  here  in  simple  and  chronologic  nar- 
ration. 

Heretofore  only  local  public  health  histories  or 
those  concerned  with  single  aspects  of  public  health 
have  been  written.  Rosen  has  authored  a compre- 
hensive book  which  fills  a long-standing  void.  The 
author,  eminently  qualified  for  his  task  by  virtue  of 
special  training  and  many  years  of  practical  ex- 
perience as  an  educator,  editor,  and  medical  historian 
(particularly  in  public  health),  has  traced  the  history 
of  sanitary  measures  from  the  Egyptian  and  Indian 
Era  of  2000  B.C.  down  to  the  present.  Included  are 
chapters  on  the  Greco-Roman  world,  public  health  in 
the  Middle  Ages,  a particularly  fine  chapter  on  the 
struggles  for  health  measures  during  the  “Period  of 
Enlightenment  and  Revolution  (1750-1830)”  and 
the  “Bacteriological  Era.” 

In  addition  to  an  adequate  subject  and  author  in- 
dex, the  book  is  concluded  with  several  valuable  ap- 
pendices including  a bibliography  and  lists  of  peri- 
odicals in  public  health,  public  health  societies  and 
associations,  and  schools  of  public  health. 

The  book  is  written  for  the  layman  as  well  as  the 
professional  in  public  health  and  is  at  the  same  time 
readable,  informative,  and  valuable  for  both.  This 


A Textbook  of  Clinical  Neurology.  8th  Edition. 
By  Israel  S.  Wechsler,  M.D.  Octavo  of  782  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1958.  Cloth,  $11. 

Wechsler’s  well-known  Textbook  of  Clinical  Neu- 
rology has  been  revised  for  the  eighth  time  since  the 
first  edition  appeared  thirty  years  ago.  The  con- 
tinuous acquisition  of  new  information  in  all 
branches  of  medicine  makes  it  mandatory  to  revise  a 
textbook  every  few  years.  The  current  edition  has 
accomplished  the  task  in  a thoroughgoing  and 
thought-provoking  fashion.  It  is  written  in  an 
easily  readable  but  nonetheless  comprehensive  man- 
ner and  is  well  spiced  by  Wechsler’s  wit.  The  orien- 
tation of  the  book  is  completely  clinical.  It  pro- 
vides a broad  neurologic  background  for  the  non- 
specialist as  well  as  serving  to  provide  the  neurolo- 
gist and  the  psychiatrist  with  a well-rounded  fund  of 
clinical  information.  This  book  deserves  a promi- 
nent position  in  every  physician’s  library. 

One  of  the  major  changes  since  the  last  edition 
has  been  a complete  revision  of  the  section  on  con- 
vulsive disorders.  This  area  of  neurology  has  been 
undergoing  considerable  change  in  recent  years, 
particularly  in  terms  of  a greater  understanding  of 
pathophysiology  and  of  therapy.  Current  neuro- 
logic thinking  tends  to  avoid  the  concept  of  idio- 
pathic convulsive  disorders  and  to  consider  all 
seizures  as  being  symptomatic.  There  has  also  been 
a great  increase  in  the  number  of  new  anticonvulsant 
drugs  and  in  other  methods  of  therapjr.  This 
material  is  well  covered  in  this  rewritten  section. 


Wechsler  mentions  in  the  preface  that  he  decided 
to  retain  the  section  on  the  neuroses.  The  result  of 
this  decision  provides  a very  valuable  section  to  the 
book.  His  discussion  of  the  dynamics  of  various 
psychiatric  concepts  provides  a meaningful  inter- 
pretation of  neurotic  symptomatology  which  is  ap- 
plicable to  almost  any  patient  encountered  in  a 
physician’s  office.  This  discussion  also  follows 
through  in  the  beliefs  of  the  author  that  many  of  the 
subdivisions  of  medicine  are  highly  artificial  and 
that  the  patient  must  be  evaluated  in  terms  of  a 
total  medical  approach  rather  than  that  of  a spe- 
cialist. 

The  “Introduction  to  the  History  of  Neurology” 
is  brief.  It  does,  however,  provide  the  reader  with 
much  factual  information  as  well  as  outline  the  broad 


base  upon  which  neurology  as  a specialty  rests. 

There  is  relatively  little  discussion  of  neurophys- 
iologic and  neuroanatomic  concepts  in  the  text. 
In  some  instances,  however,  as  in  the  excellent  dis- 
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[Continued  from  page  4100] 

cussion  of  “disorders  of  Motility  and  Diseases  of  the 
Basal  Ganglia,”  the  author  does  utilize  this  theoretic 
and  factual  material  to  provide  the  reader  with  a 
well-rounded  background  to  the  problems  present  in 
understanding  the  clinical  pictures.  More  discus- 
sion of  this  nature  in  other  sections  of  the  book  might 
be  helpful  to  the  general  reader. — Harold  H.  Gold- 
berg 

Biophysical  Principles  of  Electrocardiography. 

By  Robert  H.  Bay  ley,  M.D.  Octavo  of  237  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc.,  1958. 
Cloth,  $8.00. 

This  book  is  a highly  scientific  and  very  interesting 
treatise  on  electrocardiography.  It  is  devoted  to  a 
study  of  the  mathematics  of  the  electromotive  force 
generated  in  the  normal  and  the  diseased  heart. 
The  physical  basis  for  the  form  of  the  electrocardio- 
gram is  made  clear.  The  normal  tracing  indicates 
the  accession  of  the  electromotive  force  to  be  from 
right  to  left,  from  above  down  and  slightly  forward. 
Deviations  from  the  normal  are  illustrated  by  nu- 
merous electrocardiograms  which  are  explained  in 
detail  in  conjunction  with  the  clinical  findings. 
Especially  interesting  are  the  cases  which  pinpoint 
the  localization  of  the  myocardial  infarction.  The 
book  brings  the  study  of  electrocardiography  down 
to  earth. — Simon  Frucht 

Contact  Lenses.  By  Theo  E.  Obrig,  Ph.D.,  and 
Philip  L.  Salvatori.  Third  edition.  Octavo  of  780 
pages,  illustrated.  New  York,  Obrig  Laboratories, 
1957.  Cloth,  $15. 

Almost  half  of  this  800-page  book  on  contact 
lenses  is  devoted  to  copying  descriptions  of  govern- 
ment patent  reports  on  contact  lenses.  This  portion 
of  the  book  in  itself  provides  an  interesting  review 
of  claims  and  descriptions  and  problems  revolving 
around  the  contact  lens. 

The  eye  physician  seeking  reasons  for  prescribing 
contact  lenses  will  refer  to  the  author’s  review  on 
vocational  as  well  as  avocational  uses.  The  optical 
benefits  provided  by  such  lenses  are  explained. 
The  historjr  and  development  of  these  lenses  dis- 
cussed in  another  chapter  further  helps  to  introduce 
the  reader  to  newer  refinements  in  this  field.  Ma- 
terials used  in  their  manufacture  are  reviewed,  as 
well  as  the  making  of  the  mold,  the  fitting  of  contact 
lenses,  corneal  versus  sclerocorneal  contact  lenses. 
Finally,  an  extensive  bibliography  reveals  the  in- 
tense activity  in  a field  which  has  depended  for  its 
popularity  to  a large  extent  on  extensive  advertis- 
ing.— Emanuel  Krimsky 

Mineral  Nutrition  and  the  Balance  of  Life.  By 

Frank  A.  Gilbert,  Ph.D.  Octavo  of  350  pages,  il- 
lustrated. Norman,  University  of  Oklahoma  Press, 
1957.  Cloth,  $5.95. 

This  interesting  volume  should  prove  a source  of 
wonderment  even  to  those  whose  established  alliance 
with  a host  of  miracle  remedies  and/or  diagnostic 
procedures  might  be  expected  to  compromise  their 
receptivity  to  still  newer  biologic  revelations.  As  a 
well-documented  presentation  of  early  and  current 
understanding  of  the  role  of  minerals  in  plant  nutri- 


tion, it  should  fascinate  not  only  the  profession’s 
gentlemen  farmers,  but  all  physicians  concerned, 
practically  as  well  as  philosophically,  with  the  eco- 
logic  role  of  inanimate  species  above  and  beyond  the 
predominantly  patho-  and  ethylogenic.  Metabo- 
lists  and  nutritionists  particularly  will  find  floral 
counterparts  of  complex  clinical  problems,  which, 
notwithstanding  opportunities  for  relatively  inten- 
sive experimentation  rightly  denied  the  medical  in- 
vestigator, are  still  far  from  being  solved. 

Within  the  plant  kingdom,  too,  there  are  evi- 
dently nonspecific  syndromes  wherein  multiple  eti- 
ologic  factors  make  for  difficult  diagnosis.  There  also 
abound  examples  of  synergism  and  antagonism  be- 
tween essential  minerals  and  between  the  minerals 
and  vitamins,  with  relative  rather  than  absolute 
amounts  of  these  substances  determining  the  quality 
and  quantity  of  growth,  and  of  not  necessarily  re- 
lated attributes  of  survival.  It  should  occasion  no 
surprise  to  read  of  malnutrition  in  plants  resulting 
from  either  excess  or  inadequacy  of  nutrients,  and  of 
subclinical  as  well  as  clinical  deficiency  states.  For 
physicians,  however,  it  is  essential  to  reinforce  con- 
cepts generic  to  all  living  things ; to  recall  that  man- 
kind’s future,  like  his  past,  is  likely  to  be  photo- 
synthetically  mediated,  and  to  realize  that  existence 
will  always  be  an  ultimate  function  of  balance. — 
Robert  Hillman 

The  Medical  Clinics  of  North  America,  May, 
1958.  New  York  Number.  Clinical  Problems  in 
Neurology  and  Psychiatry.  By  H.  Houston  Mer- 
ritt, M.D.,  and  Lawrence  C.  Kolb,  M.D.  Phila- 
delphia, W.  B.  Saunders  Co.,  1958.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $18  net. 
Paper,  $15  net. 

This  issue  of  272  pages  is  divided  into  two  sections. 
The  first  consists  of  papers  devoted  to  “Clinical 
Problems  in  Neurology.”  Here  one  meets  with 
Merritt  as  consulting  editor  and  Wright  Browder, 
Scarff,  Rabiner,  Bender,  Wortis,  and  others,  all  out- 
standing observers  and  teachers.  They  present 
authoritative,  practical  and  timely  statements  re- 
garding certain  common  neurologic  diseases.  Sev- 
eral papers  are  unusual  since  they  deal  with  material 
not  ordinarily  available  in  non-neurologic  medical 
journals.  Included  are  “Diseases  of  the  Neopal- 
lium” and  “Psychiatric  Manifestations  of  Organic 
Diseases  of  the  Brain.”  These  papers  reflect  the 
common  meeting  ground  of  neurology  and  psychia- 
try which  is  receiving  much  attention  in  current 
neuropsychiatric  research. 

The  second  section  deals  with  psychiatric  clinical 
problems  and  is  especially  useful.  With  Kolb  as 
consulting  editor,  rich  material  is  provided  by  such 
leaders  in  psychiatry  as  Herman,  Kaufman,  Bender, 
Rosenbaum,  Hoch,  and  others.  A wide  variety  of 
practical  subjects  is  discussed  and  brought  up  to 
date.  Specific  reference  is  made  to  the  understand- 
ing of  anxiety,  psychotherapy,  psychiatric  problems 
of  treatment  of  childhood,  of  the  aged,  the  alcoholic, 
the  drug  addict,  and  the  use  of  tranquilizers.  A 
chapter  worth  reading  is  Hamilton  and  Masterson’s 
“Management  of  Psychoses  in  General  Practice.” 

[Continued  on  page  4104] 
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SEASON’S  GREETINGS 


Physicians'  Home  extends  cordial  Holiday  Greetings  to  the 
members  of  the  Medical  Society  of  the  State  of  New 
York.  With  these  go  also  the  heartfelt  thanks  from 
the  many  elderly  colleagues,  their  wives  or 
widows,  who  through  your  contributions 
have  been  assured  happiness  and 
security  throughout  the  year. 


rrtj  Christmas  to  All 
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750  Third  Avenue  New  York  17,  N.  Y. 
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While  the  paper  on  psychologic  tests  is  most  in- 
formative the  recommendation  that  the  nonpsychi- 
atric physician  consult  with  the  psychologist  is  not  in 
good  practice,  unless,  of  course,  he  is  trained  to  in- 
terpret and  to  correlate  psychologic  findings  with  the 
clinical  picture.  Reference  should  be  made  to  the 
psychiatrist.  A cumulative  index  ends  the  book. 

This  issue  is  highly  recommended  to  psychiatrists 
for  a general  review  and  certainly  to  all  physicians 
who  wish  some  insight  into  the  problems  of  psy- 
chiatry and  their  management.— George  J.  Train 

Progress  in  Arthritis.  By  John  H.  Talbott,  M.D., 
and  L.  Maxwell  Lockie,  M.D.  Octavo  of  456  pages, 
illustrated.  New  York,  Grune  & Stratton,  1958. 
Cloth,  $12.50. 

An  excellent  group  of  authorities  in  the  field  of 
rheumatic  disease  have  written  sections  in  this  new 
effort  to  bring  the  practicing  physician  up  to  date  in 
the  field  of  arthritis.  The  variety  of  subjects  cov- 
ered ranges  from  Dupuytren’s  contracture  to  a dis- 
cussion of  fibrin-like  substances  in  collagen-vascular 
diseases. 

Since  progress  in  this  field  is  proceeding  at  a pace 
which  must  of  necessity  exceed  the  delays  necessary 
in  publishing  a formal  book,  this  volume  is  most  suc- 
cessful in  such  broader  and  more  general  discussions 
as  the  section  on  “The  Treatment  and  Management 
of  Rheumatic  Fever”  by  Stollerman  and  discussions 
of  juvenile  and  adult  rheumatoid  arthritis  by  Lockie 
and  his  collaborators. 

The  book  as  a whole,  however,  is  excellent,  well 
illustrated,  and  deserves  to  be  read  by  anyone  in- 
terested in  rheumatic  disease. — Charles  M.  Plotz 

The  Impact  of  the  Antibiotics  on  Medicine  and 
Society.  Monograph  II.  By  I.  Galdston,  M.D. 
Octavo  of  222  pages,  illustrated.  New  York,  In- 
ternational Universities  Press,  Inc.,  1958.  Cloth, 
$5.00. 

This  monograph  presents  the  amazing  record  of 
the  antibiotics,  measured  in  grams  in  1943  and  now 
computed  in  hundreds  of  tons.  The  microbiologj’- 
of  the  soil  is  well  described.  The  details  of  mass 
production,  the  speculations  of  Alvarez,  and  the 
economics  of  Eli  Ginzberg  greatly  add  to  interest. 
It  has  been  a long  time  since  this  reviewer  enjoyed  a 
book  so  much. — Charles  A.  Gordon 

Modem  Clinical  Psychiatry.  Fifth  edition.  By 
Arthur  P.  Noyes,  M.D.,  and  Lawrence  C.  Kolb, 
M.D.  Octavo  of  694  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1958.  Cloth,  $8.00. 

This  is  the  latest  edition  of  what  is  used  as  a stand- 
ard textbook  of  psychiatry  in  many  teaching  in- 
stitutions in  the  United  States.  It  appears  to  rep- 
resent a comprehensive  survey  of  psychiatry  in 
this  country.  There  is  probably  no  better  book  of  its 
kind;  however,  the  definitive  American  textbook  of 
psychiatry  has  not  appeared. 

The  general  point  of  view  of  Noyes’  book  is  com- 
prehensive and  inclusive  in  this  and  previous  edi- 


tions. It  is  a necessity  for  the  library  of  every  psy- 
chiatrist and  physician  who  is  interested  in  psychia- 
try. 

The  new  chapter  entitled  “Psychiatry  and  the 
Law,”  seems  an  attempt  to  teach  by  giving  exam- 
ples of  the  variety  of  the  legal  procedures  related  to 
psychiatric  practice.  It  is  interesting  that  a medical 
textbook  has  such  a chapter.  This  appears  tradi- 
tional in  psychiatry  and  the  reasons  for  it  may  bear 
investigation. 

There  are  puzzling  aspects  to  this  work  that  do  not 
bear  directly  on  its  validity  from  the  standpoint  of 
psychiatry,  except  by  inference.  One  of  them  is  the 
custom  of  using  technical  terms  involving  compli- 
cated ideas  many  pages  before  these  terms  are  ade- 
quately defined.  Previous  editions  of  this  work  have 
had  the  same  defect. 

This  brings  up  the  question  of  how  much  or  how 
carefully  revised  each  new  edition  has  been  and  also 
what,  if  any,  is  the  contribution  of  the  added  author, 
Lawrence  C.  Kolb. 

Compared  with  the  previous  (4th)  edition  it  ap- 
pears that  this  new  edition  is  a bigger  book  with  big- 
ger type.  Two  authors  names  are  on  the  cover  and 
title  page  instead  of  one.  That  is  just  about  all  that 
is  different.  Perhaps  the  publisher  can  account 
for  this. — Edward  L.  Pinney,  Jr. 

Abortion  in  the  United  States.  By  Mary  S. 
Calderone,  M.D.  Octavo  of  224  pages.  New  York, 
Paul  B.  Hoeber,  Inc.,  1958.  Cloth,  $5.50. 

This  is  a report  of  a meeting  which  lasted  three 
days  and  two  nights.  Many  of  the  participants  were 
eminently  qualified.  One,  however,  a compulsorily 
retired  abortionist,  confessed  to  5,210  operations. 
The  author  of  a somewhat  emotional  introduction  to 
this  book  “would  think  of  him  in  terms  more  de- 
scriptive of  his  services  to  human  beings  in  trouble,” 
not  as  an  abortionist.  A colleague  of  this  abortion- 
ist in  another  effort  to  protect  women  from  the  con- 
sequences of  their  actions  had  performed  40,000 
abortions. 

Many  of  the  discussants  appeared  to  be  surprised 
that  contraception  is  not  at  all  what  they  would  like 
it  to  be.  Some  had  misgivings.  Kinsey  found  the 
highest  frequency  of  induced  abortions  in  the  group 
which  most  frequently  uses  contraceptives. 

A literate,  informative,  easily  read,  very  interest- 
ing book. — Charles  A.  Gordon 

Pye’s  Surgical  Handicraft.  By  Hamilton  Bailey, 
M.D.  17th  ed.  Octavo  of  814  pages,  illustrated. 
Baltimore,  Williams  and  Wilkins  Co.,  1957.  Cloth, 
$10. 

The  practice  of  surgery  is  becoming  extremely 
technical  and  wide  in  scope,  and  operative  proce- 
dures performed  are  bold  and  extensive.  Interns 
coming  in  contact  with  surgical  patients  need  vast 
knowledge  to  understand  the  pre-  and  postoperative 
management  of  these  cases.  Various  procedures 
performed  must  be  based  on  sound  physiologic  prin- 
ciples. 

[Continued  on  page  4106] 
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Hospital  practice 

Self-regulated  schedules 

The  newborn  may  become  a feeding  problem  if 
the  formula  is  excessive  or  if  he  is  awakened  to 
be  fed  forcefully. 

The  young  infant  may  balk  at  new  food  or  pro- 
cedure. The  older  infant,  devoted  to  his  bottle, 
may  resent  weaning— it  takes  a certain  readiness 
for  weaning  to  make  the  change  agreeable.  Later, 
the  infant  may  become  somewhat  independent 
and  arbitrary— what  he  enjoyed  yesterday  he 
rejects  today. 


WHOLE  MILK  FORMULAS 
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Months 

Whole 

Milk 

Fluid  Oz. 

Water 

Oz. 

Each 

Karo  Syrup  Feeding 
Tbsp.  Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 
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Birth 

10 

10 

2 

3 
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EVAPORATED 
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Number  of 
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Milk 

Water 
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Fluid  Oz. 

Oz. 
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Oz. 
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Calories 
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6 

12 
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6 
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9 
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5 
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14 
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3 
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15 

20 

2 

7 

5 
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10 

16 

16 

1 
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12 

16 

16 
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of  infant  feeding 


When  a feeding  problem  is  in  the  making,  sensi- 
ble decorum  will  solve  it.  Nature  invites  infant 
feeding  cooperation  through  hunger.  If  hunger  is 
appeased  on  demand  rather  than  by  clock  there 
will  be  fewer  problems— the  baby  is  the  best 
judge  of  when  he  wants  food  and  how  much. 
Feeding  must  be  adapted  to  the  infant  individu- 
ally to  make  it  a pleasurable  experience.  This  is 
the  current  objective  in  successful  infant  feeding 
formulated  for  normal  infants  in  the  charts  below: 

ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 

Concentration:  Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant  Feeding  Guide,  Box  280,  New 
♦ York  46,  N.  Y. 

" h*/  CORN  PRODUCTS  REFINING  COMPANY 
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Pye’s  Surgical  Handicraft  fills  such  a need  admi- 
rably. The  volume  contains  a complete  range  of  in- 
formation for  the  surgical  trainee.  A large  number 
of  technical  procedures  presented  pictorially  enables 
the  editor  to  cover  considerable  more  ground  than 
would  be  possible  otherwise. 

This  handbook  has  survived  through  17  editions 
starting  in  1884,  and  is  a volume  of  exceptional 
merit.  The  authors  have  brought  this  edition  up  to 
date  and  have  included  many  very  recent  proce- 
dures. 

The  section  entitled  “The  Relationship  of  the 
House  Surgeon  to  His  Chief,  Patients,  and  Nursing 
Staff,”  is  excellent  and  to  quote  “a  wise  man  who 
takes  advantage  of  his  opportunities  when  holding  a 
hospital  post  and  works  in  close  and  friendly  col- 
laboration with  the  Sisters  will  often  reap  great  bene- 
fit from  their  riper  experience.” — Alan  A.  Kane 

Laboratory  Medicine — Hematology.  By  John 
B.  Miale,  M.D.  Octavo  of  735  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Co.,  1958.  Cloth, 
$13.75. 

This  highly  readable  volume  consists  of  12  chap- 
ters and  an  appendix.  The  most  engaging  chapter 
is  that  concerned  with  hemostasis  and  blood  coagula- 
tion wherein  the  author  provides  his  chef  d’ oeuvre. 
The  appendix  is  authoritative  since  it  depicts  the  re- 
sults of  original  work  of  the  author,  and  bears  the 
stamp  of  reliability. 

This  work  is  replete  with  many  nuggets  of  hema- 
tologic wisdom  which  correctly  reflect  the  experience 
of  the  author.  Especially  commendable  is  the  spice 
which  is  fairly  well  sprinkled  throughout  the  book. 

There  is  no  doubt  that  this  quality  will  attract 
many  students  of  the  subject  by  its  sheer  brilliance 
of  approach. — Maurice  Morrison 

Milestones  in  Modem  Surgery.  By  Alfred  Hur- 
witz,  M.D. , and  George  A.  Degenshein,  M.D.  Octavo 
of  520  pages,  illustrated.  New  York,  Paul  B.  Hoe- 
ber,  Inc.,  1958.  Cloth,  $15. 

The  honor  of  the  surgical  profession  is  the  cumula- 
tive honor  of  all  in  our  profession.  It  must  include 
both  those  who  worked  in  the  past  and  those  who 
have  done  their  tasks  in  our  times.  In  every  genera- 
tion there  are  a certain  few  who  are  privileged  to 
become  pathfinders.  These  are  the  giants  of  the 
surgical  profession.  These  are  the  names  which  will 
live  in  all  generations.  They  must  not  be  permitted 
to  be  forgotten. 

The  editors  of  the  book  have  invented  nothing. 
Nevertheless  they  have  performed  a great  service  in 
that  they  have  given  under  one  cover  39  greats  in 
surgery.  In  a unique  and  very  readable  volume 
numerous  classics  are  presented.  Each  serves  a 
purpose.  Each  is  a scientific  achievement. 

The  format  of  the  book  is  good.  The  subjects  are 
divided  into  13  chapters.  The  individual  chapters 
each  depict  a different  phase  of  surgical  advance, 
beginning  with  Ambrose  Par6  and  the  ligature  and 
concluding  with  new  horizons,  the  mechanical  heart, 
and  transplantation  of  the  kidney.  The  authors 


have  presented  a photograph  of  each  of  their  surgical 
giants.  These  lend  an  intimate  touch  to  the  volume. 
A short  biography  follows,  then  an  excellent  preface 
by  the  editors.  Their  comments  are  pointed  and 
well  written.  The  surgical  classic  follows. 

The  book  is  recommended  highly.  It  makes  an 
excellent  addition  to  the  library  of  the  surgeon  and 
should  be  read  by  every  surgical  resident. — Alan  A. 
Kane 

Advances  in  Electrocardiography.  By  Charles 
E.  Kossmann,  M.D.  Octavo  of  280  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc.,  1958. 
Cloth,  $9.75. 

This  is  a valuable  treatise  for  the  serious  student  of 
electrocardiography.  It  is  a composite  of  a series  of 
lectures  given  to  a select  group  of  physicians  and 
contains  a resume  of  fundamental  data  obtained  by 
the  cellular  physiologist,  the  physiologic  engineer, 
the  biophysicist,  the  instrumentalist,  and  the  clinical 
investigator.  The  application  of  these  studies  by 
the  clinician  renders  the  interpretation  of  the  elec- 
trocardiogram more  realistic.  Despite  these  ad- 
vances, there  remain  gaps  in  our  knowledge  of  myo- 
cardial infarction,  attested  to  by  the  findings  at  au- 
topsy, in  which  7.2  to  17  per  cent  of  subjects  show 
atrial  involvement,  unrevealed  by  the  conventional 
electrocardiogram.  It  is  therefore  possible  that 
cases  under  the  label  of  coronary  insufficiency,  myo- 
cardial ischemia,  and  traumatic  angina  pectoris  are 
in  reality  attacks  of  coronary  thrombosis  which  can 
be  made  evident  by  leads  such  as  the  esophageal. 
This  volume  brings  the  study  of  electrocardiography 
up  to  date. — Simon  Frucht 

The  Essence  of  Surgery.  By  C.  Stuart  Welch, 
M.D.,  and  Samuel  R.  Powers,  Jr.,  M.D.  Octavo  of 
320  pages,  50  illustrations.  Philadelphia,  W.  B. 
Saunders  Co.,  1958.  Cloth,  $7.00. 

Although  this  book  is  small,  it  is  so  well  written 
and  covers  so  great  a number  of  surgical  problems 
that  the  reader  will  find  it  both  interesting  and  in- 
structive. 

It  is  highly  recommended,  especially  to  surgical 
residents. — Gaetano  de  Yoanna 

Regional  Ileitis.  Second  edition.  By  B.  B. 
Crohn,  M.D.,  and  H.  Yarnis,  M.D.  Duodecimo  of 
239  pages  illustrated.  New  York,  Grune  & Strat- 
ton, 1958.  Cloth,  $7.25. 

The  first  edition  of  this  monograph  (1949)  en- 
compassed approximately  300  cases.  This  second 
edition  is  based  on  over  676  cases  of  diverse  types  of 
enteritis  with  a fairly  successful  follow-up  of  their 
personally  recorded  cases. 

The  authors  desired  to  bring  up  to  date  the  follow- 
up of  medically  treated  cases  and  to  ascertain  the 
true  figure  of  recurrences  after  operation.  The  value 
of  this  book  is  greatly  enhanced  by  the  inclusion  of  a 
chapter  on  radiographic  diagnosis  of  regional  ileitis, 
ileojejunitis,  and  ileocolitis  by  Richard  H.  Marshak. 
In  addition  it  includes  a most  informative  section  on 
malabsorption  in  ileitis  by  David  A.  Turner. 

[Continued  on  page  4108] 
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[Continued  from  page  4106] 

This  edition,  written  by  authorities  in  this  field, 
admirably  presents  present  knowledge  concerning 
diagnosis,  treatment,  and  prognosis  of  regional  ilei- 
tis. It  is  highly  recommended  to  the  profession. — 
Milton  J.  Matzner 


Strabismus  Ophthalmic  Symposium  II.  By  J. 

H.  Allen,  M.D.  Octavo  of  552  pages  illustrated. 
St.  Louis.  The  C.  V.  Mosby  Co.,  1958.  Cloth,  $16. 

This  is  a fascinating  book.  It  is  based  on  the 
second  Symposium  on  Strabismus  sponsored  by  the 
New  Orleans  Academy  of  Ophthalmology,  and  the 
editor  is  Professor  and  Chairman  of  the  Department 
of  Ophthalmology,  School  of  Medicine,  Tulane  Uni- 
versity of  Louisiana. 

The  contributors  are  all  well  known  through  their 
writings  in  the  ophthalmic  journals,  and  most  of 
them  are  connected  with  teaching  institutions. 


Thus  each  is  well  qualified  to  speak  and  write  on  the 
subject  assigned  to  him.  The  result  is  a comprehen- 
sive work  on  the  subject  of  strabismus  from  many 
viewpoints  and  brings  the  thought  on  this  subject 
completely  up  to  date. 

The  coverage  is  complete  from  anatomy  and  em- 
bryology through  the  causes  and  various  factors  en- 
tering into  the  production  of  strabismus.  Treat- 
ment is  discussed  in  all  its  details,  both  from  the 
medical  and  surgical  aspects.  Thus  the  reader  with 
a specific  problem  can  find  in  this  volume  the  answer, 
for  one  or  the  other  of  the  contributors  discusses 
practically  every  tj^pe  of  case  and  either  the  proper 
treatment  or  the  proper  type  of  operation  in  the  at- 
tempt to  effect  a cure.  There  are  250  illustrations, 
numerous  references,  an  appendix  by  the  late  Walter 
D.  Lancaster,  and  a satisfactory  index. 

This  volume  is  really  too  advanced  for  medical 
students,  but  for  the  ophthalmologist  it  is  definitely 
and  highly  recommended  to  be  read  and  reread  and 
kept  as  a book  of  reference. — E.  Clifford  Place 
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International  College  of  Surgeons 

The  Southeastern  Regional  Meeting  of  the 
United  States  Section,  International  College  of 
Surgeons,  will  be  held  in  Miami  Beach,  January  4 
through  7,  1959,  at  the  Americana  Hotel. 

A special  feature  of  the  meeting  will  be  a panel  for 
general  practitioners.  This  has  been  accorded 
Category  I credit  by  the  American  Academy  of 
General  Practice.  The  panel  will  deal  with  the 
management  of  surgical  emergencies. 

Speakers  from  the  New  York  area  are  as  follows: 
New  York  City:  Drs.  Alexander  Brunschwig,  Jette 
Daniels,  William  Daniels,  Gerald  Pratt,  Alan  A. 
Scheer,  and  William  Watson;  Poughkeepsie:  Dr. 
Max  M.  Simon. 

Eastern  States  Health  Conference 

The  1959  Eastern  States  Health  Education  Con- 
ference of  the  New  York  Academy  of  Medicine  will 
be  held  on  Thursday  and  Friday,  April  23  and  24, 
1959,  at  the  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  City. 

Aero  Medical  Association 

The  30th  annual  meeting  of  the  Aero  Medical 
Association  will  be  held  at  the  Statler  Hotel,  Los 
Angeles,  April  27  through  29,  1959.  Dr.  Charles  I. 


Barron,  Lockheed  Aircraft  Corporation,  will  be 
general  chairman. 

Second  Annual  Health  Exposition 

Manufacturers  of  drug  and  medical  products, 
sanitary  aids,  foods,  and  other  health-related  prod- 
ucts and  services  will  participate  in  the  Second  An- 
nual Health  Exposition,  to  be  held  in  the  New  York 
Coliseum  August  5 through  15,  1959.  Dr.  Morey  R. 
Fields,  director  of  Public  Health  Education  for  the 
New  York  City  Department  of  Health,  heads  the 
advisory  council  for  the  exposition. 

American  Congress  of  Physical  Medicine  and 
Rehabilitation 

The  37th  annual  scientific  and  clinical  session  of 
the  American  Congress  of  Physical  Medicine  and 
Rehabilitation  will  be  held  August  30  through  Sep- 
tember 4,  1959,  at  the  Hotel  Leamington,  Minne- 
apolis. 

Scientific  and  clinical  sessions  will  be  given 
August  31  through  September  4.  All  sessions  will 
be  open  to  members  of  the  medical  profession  in  good 
standing  with  the  American  Medical  Association 
and/or  state  or  county  medical  association. 

Full  information  may  be  obtained  by  writing  to 
the  Executive  Secretary,  Dorothea  C.  Augustin, 
American  Congress  of  Physical  Medicine  and  Re- 
habilitation, 30  North  Michigan  Avenue,  Chicago  2, 
Illinois. 
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New  York  State  J.  Med. 


destroys  all  3 principal  pathogens 


Whether  vaginitis  is  caused  by  Trichomonas,  Monilia  or  Hemophilus 
vaginalis— alone  or  combined— Tricofuron  improved  swiftly  relieves 
symptoms  and  malodor,  and  achieves  a truly  high  percentage  of  cul- 
tural cures,  frequently  in  1 menstrual  cycle.  Tricofuron  Improved 
provides:  a new  specific  moniliacide  micofur®  brand  of  nifuroxime, 
the  established  specific  trichomonacide  furoxone®  brand  of  furazolidone 
and  the  combined  actions  of  both  against  Hemophilus  vaginalis. 

1.  Office  insufflation  once  weekly  of  the  Powder  (Micofur  [<m£i-5-nitro- 
2-furaldoxime]  0.5%  and  Furoxone  0.1%  in  an  acidic  water-soluble 
powder  base).  2.  Continued  home  use  twice  daily,  with  the  Supposito- 
ries (Micofur  0.375%  and  Furoxone  0.25%  in  a water-miscible  base). 


NEW  BOX  OF  24  SUPPOSITORIES  WITH  APPLICATOR 
FOR  MORE  PRACTICAL  AND  ECONOMICAL  THERAPY. 


NITROFURANS  — a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides. 
EATON  LABORATORIES,  NORWICH,  NEW  YORK 


R 


"Much  better- 
thank  you,  doctor” 

Proven  in  research 

1.  Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


CAPSULES 


ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 


(black  and  white) 

250  mg.,  125  mg. 

(for  pediatric  or  long- 
term therapy) 


( orange-flavored ) 

125  mg.  per  tsp.  (5  cc.) 
2 oz.  bottle 


(orange-flavored)  5 mg.  per 
drop,  calibrated  dropper, 

10  cc.  bottle 


COSfl  -TETRASTATIN* 

glucosamine-potentiated  tetracycline  with 
nystatin 

Antibacterial  plus  added  protection 
against  monilial  super-infection 

CAPSULES  (black  and  pink)  250  mg.  Cosa- 
Tetracyn  (with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.) 
Cosa-Tetracyn  (with  125,000  u.  nystatin), 
2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine-potentiated  tetracycline-anal- 
gesic-antihistamine compound 

For  relief  of  symptoms  and  malaise  of  the 
common  cold  and  prevention  of  secondary 
complications 

capsules  (black  and  orange)  — each  cap- 
sule contains:  Cosa-Tetracyn  125  mg.;  phen- 
acetin  120  mg. ; caffeine  30  mg. ; salicylamide 
150  mg.;  buclizine  HC1  15  mg. 


references:  1.  Carlozzi,  M.:  Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch, 
H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Antibiotic  Med.  & Clin.  Therapy  5:52  (Jan.)  1958. 
3.  Marlow,  A.  A.,  and  Bartlett,  G.  R. : Glucosamine  and  leukemia,  Proc.  Soc.  Exp.  Biol.  & 
Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch. 
Pediat.  75:251  (June)  1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Antibiotic  Med. 
& Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.,  Bamford,  J.,  and  Bradley, 
W. : Antibiotic  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15 
(July)  1958. 


Science  for  the  world's  well-being 


* Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


Psoriasis  can  destroy  the  most 
beautiful  body  in  the  world ... 

L I PA  les  added 

to  your  armamentarium  will  provide . . . 

maximum  effect  with  minimum  inconvenience  to  the  patient.  No  messy 
ointments  or  lotions.  When  following  your  prescribed  regimen  an 
impressive  percentage  of  patients  will  become  free  of  the  symptoms. 

LIPANIZE  THE  PSORIATIC 

TO  OBTAIN  SYMPTOM. FREE  PATIENTS 

Complete  LIPANIZATION  of  the  patient  is  essential  for  successful 
clinical  results.  LIPANIZATION  is  accomplished  with  saturation  doses 
of  LI  PAN  and  produces  a gradual  reduction  of  the  hypercholesteremia 
and  hyperlipemia  usually  present  in  the  psoriatic. 

Dosage:  Initial  administration  of  LIPAN  requires  twelve  (12)  to 
fifteen  (15)  capsules  daily  in  conjunction  with  food  intake.  After  com- 
plete LIPANIZATION  which  requires  about  ten  days,  dosage  is  then 
adjusted  to  the  quantity  of  food  ingested. 

Maintenance  Dosage:  After  complete  remission  of  lesions  the  dose 
is  usually  one  (1)  to  two  (2)  capsules  with  each  intake  of  food. 

LIPAN  Capsules  or  Tablets  contain:  Specialty  prepared  highly  activated, 
desiccated  and  defatted  whole  Pancreas.  Thiamin  hci.  1.5  mg.  Vitamin  0.  500  I.U. 

Available:  Bottles  i8o’s,  500's 

Samples  Literature  upon  request  Spirt  8c  C O.*  InC*  Waterbury,  Conn. 


A GOOD  BUY  IN  PUBLIC  RELATIONS 


Place  it  in  your  reception  room 

Today’s  Health  is  published  for  the  American  Family  by  the 
American  Medical  Association,  535  N Dearborn  St. — Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of  your  local 
Medical  Society  Woman's  Auxiliary , who  can  give  you  Special  Reduced  Rates. 


FOR  GASTRO  INTESTINAL  OYSFUNCTION  ANO 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


'Sedation  t Euphoria  for  Nervous, 
Irritable  Patients” 


•A  modernized  method  ol  preparing  Buro»  s 
Solution  U.S.P.  XIV" 


EUCARBON® 


Each  tablet  contains:  Extract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablet*  daily  Vi  hr.  after 
meals  — Supply:  Tins  of  100. 


VALERIANETS-DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  In 
cases  of  nervous  excitement,  depressive 
states,  menopausal  mollmena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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you  were  to  examine  these  patients 


could  you 
detect 

the  asthmatic  on 

MeHroP 

• Probably  not.  Not  without  a history. 
First,  because  he’s  more  than  likely  symptom-free. 


Second,  because  he  shows  none  of  the  disturbing  changes  in 
appearance,  behavior  or  metabolism  sometimes  associated  with 
corticotherapy. 

Even  your  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the  /:  Medrol  hits 

advantages  of  Medrol  right  away.  Why  not  try  it?  S ^ fp3®eassteh’e 


■TRADEMARK,  REQ.  U.  S.  PAT.  OFF.  — M ETHYLPREDN ISOLONE,  UPJOHN 


patient 


pjoh 

I 

HUpjohn  Company,  Kalamazoo,  Michigan 


one  of  baby  's 
first  solid  foods 

is  tasty "Junket  rennet- 
custard...  supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 

un 

RENNET  POWDER 
makes  fresh  milk  into 
rennet-  custards 

—7  tempting  flavors 

“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Salada-Shirriff-Horsey  Inc. 


bronchial  asthma 

paroxysmal  dysp 

Cheyne-Stokes 

respiration 


reliable  diuresis 

potent  myocardial 
stimulant 

bronchial  relaxant 


time-tested  thera 


tablets,  ampuls,  po 

DUBIN  LABORA 

250  East  43rd  Street 


es 


„ , • , WI  „ , , 
id  Leukoplakia  Vulvae,  Postmenopausal 

linitis,  Pruritis  Vulvae  et  Ani . . . 


THE  MOST  TRUSTED  NAME  IN  DERM ATOLOGICALS 


Supply:  With  Wt%  hydrocortisone  in  Vt  o z.  and  1 oz.  tubes 
With  1%  hydrocortisone  in  V4  oz.  tubes 
Sig:  Apply  twice  daily 


* 


DOME  CHEMICALS  INC. 


■m 


125  West  End  Avenue,  New  York  23 
Los  Angeles  • Montreal 


Stops  itching  instantly  and  completely. 
Corrects  thickening  of  skin— eliminates  scaling. 
Restores  skin  to  normal  softness  and  pliability. 
Tends  to  negate  necessity  for  surgery 
in  Kraurosis  and  Leukoplakia  Vulvae. 
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in  af! 
diarrheas 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 


Cremomycin  is  a trademark  of  Merck  & Co.,  Inc. 
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in  step  with  their  growing  needs — 

VI-PENTA® 

DROPS 

meet  the  specific  vitamin  requirements  of 
every  age  group  from  birth  to  adolescence 

VI-PENTA  No.  i Vitamins  K-E-C 
. . . for  the  first  few  days  of  life. 
VI-PENTA  No.  2 Vitamins  A-D-C-E 
. . . for  infants  and  young  children. 
VI-PENTA  No.  3 Contains  A-D-C-E 
and  6 B-complex  vitamins  . . . the  es- 
sential dietary  factors . . . for  all  ages. 

Just  0.6  cc.  of  each  Vl-PENTA  DROPS  for- 
mula provides  generous  daily  supplementa- 
tion. May  be  given  directly  from  the  dropper 
or  added  to  food  or  beverage. 


ROCHE  LABORATORIES 

DIVISION  OF  HOFFMANN-LA  ROCHE  INC. 

NUTLEY  10,  NEW  JERSEY 


4116 


simplicity  with  security 


when  tho  "jelly-alone"  method 

iS  advised/  NEW  Koromex^W 

the  outstandingly  competent 
spermatocidic  agent... 
is  now  available  j 

to  physicians.  M 


AVAILABILITY,  ANOTHER  H-R  "FIRST7'.  . . 

Large  tube  of  Koromex^y  vaginal  jelly,  125  grams,  with 
patented  measured  dose  applicator,  is  supplied  in  a 
washable,  appealingly  feminine  zippered  kit,  at  no  extra 
charge,  for  home  storage. 


ACTIVE  INGREDIENTS: 

IN  A SPECIAL  BARRIER  TYPE  BASE 
Boric  Acid i 


w*" 

ii  i srtcui  h. 


WHEN  JELLY  ALONE 
IS  ADVISED 


The  125  gram  tube  of  Koromex^y  may  also  be  bought 
separately  at  any  time. 


Polyoxyethylenenonylphenol 0.5% 

Phenylmercuric  Acetate 0.02% 

Factual  literature  sent  upon  request. 


HOLLAND-RANTOS  CO., 


INC. 


145  HUDSON 


STREET,  NEW  YORK  13,  N.Y. 


WEST  BIEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on- the- Hudson,  New  York  City 

For  nervous,  menul,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgc  9-8440 

H ALL-BROOKE  • • • an  analytical ly- 
oriented,  active  treatment  psychiatric  hospital  on 
120  acres. 

George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  CApital  7-1251 

BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams,  shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

HOLBROOK  MANOR  NJSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 

PINEWOOD  8;: tew.ffi"} >• 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 

Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mo+tdl  School  *MSrS3iyc 

Licensed  bv  the  State  of  New  York 

“I’m,  not  switching  to  you  because  I was  'personally  dissatisfied 

his  answering  service!” 


with  Dr.  Munch — I just  didn’t  care  for 
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effective,  practical! 


A specific  immunizing  antigen  (chick  embryo 
origin)  for  prevention  or  modification  of  mumps 
in  children  and  adults. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  N.  Y. 


UNIVERSITY  OF  MICHIGAN  MEDICAL  SCHOOL 

The  Department  of  Postgraduate  Medicine 
Brief  Refresher  Courses  for  Practicing  Physicians  — 1959 


Internal  Medicine 

Pulmonary  Diseases March  16-20 

Recent  Advances  in  Therapeutics March  23-27 


Diseases  of  Blood  and  Blood-forming  Organs 


March  38-April  3 

Diseases  of  the  Heart April  6-10 

Electrocardiographic  Diagnosis April  13-18 

Rheumatology April  20-24 

Metabolism  and  Endocrinology April  27-May  1 

Ophthalmology April  20-22 

Otolaryngology April  16-18 

Pediatrics,  Obstetrics  and  Gynecology January  26-30 

Radiology,  Diagnostic April  6-10 

Radioactive  Isotopes,  Clinical  Use  of As  arranged 

Further  information  and  application  blanks  may  be  ob- 

tained from: 

John  M.  Sheldon,  M.D.,  Director 
Department  of  Postgraduate  Medicine 
1610  Univeristy  of  Michigan  Medical  Center 

Ann  Arbor,  Michigan 


PSYCHIATRISTS 


California’s  long  range  mental  health  program  offers  varied 
assignments  for  well  qualified  psychiatrists. 

No  written  examination.  Interviews  twice  a month  in 
California;  periodically  in  other  states. 

Appointments  at  $11,400,  $12,000,  and  $13,200;  merit 
increases  to  $14,400  a year,-  retirement  annuities;  other 
benefits. 

Write  Medical  Personnel  Services,  State  Personnel  Board, 
Box  B,  801  Capitol  Avenue,  Sacramento,  California. 


SAVE  with  G-E  molded  cassettes! 


Molded-rubber  frame  cushions  jolts,  keeps  front  and  back  of 
cassette  in  true  alignment.  Built-in  glass-fiber  pad  gently 
squeezes  screens  and  film  for  uniform  contact  always.  “Slide- 
easy”  latches  release  at  light  finger  pressure,  resist  accidental 
opening.  Molded-rubber  seal  prevents  entry  of  light.  Exclusive 
rubber  hinge  — thoroughly  proved  in  ’/^-million  flexings  that 
left  it  bonded  as  firmly  as  at  time  of  manufacture! 

PRICES:  5x7— $14.00  7x17— $23.50  11x14— $23.25 

6V2X8V2— $1 6.50  8x10— $1 8.00  14x17 — $25.25 

10x12— $20.00 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Elk  St.  • Phone  3-4447 
BUFFALO 

960  Busti  Ave.  • GArficld  5425 
NEW  YORK  CITY 
205  E.  42nd  St.  • MUrray  Hill  9-4422 

ROCHESTER 

75  College  Ave.  • GReenfield  3-9930 
EAST  SYRACUSE 
1937  Teall  Ave.  • HEmpstead  7-8438 


RESIDENT  REPRESENTATIVES 

BINGHAMTON 

H.  J.  MILLER,  2 Elizabeth  St.  • CHenango  Bridge  4608 
CUBA 

G.  C.  REINHEIMER,  36  Maple  St.  • Phone  203 
SARANAC  LAKE 

S.  MARTIN,  24  Birch  St.  • Phone  2049 
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CLASSIFIED  ADVERTISING 


WANTED 


Neurosurgeon,  must  be  Board  qualified  or  certified.  Ex- 
cellent up-state  opening,  private  practice.  Box  808,  N.  Y. 
St.  Jr.  Med. 


WANTED 


Associate  preferably  with  some  internal  medicine  training  to 
invest  in  Westchester  County  medical  practice.  Please  state 
qualifications.  Box  812,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  29  yrs.  needs  young  man  for  full 
partnership.  Potential  unlimited.  Reasonable.  Opportu- 
nity to  eventually  take  over  entire  practice.  N.  Y.  C. 
Suburbs.  Box  814,  N.  Y.  St.  Jr.  Med. 


Internist  and  Pediatrician,  Board-qualified  or  similar  train- 
ing, for  growing  medical  group  with  all  specialties  repre- 
sented, in  a suburb  of  New  York  City.  Initial  contract  lead- 
ing to  partnership.  Box  813,  N.  Y.  St.  Jr.  Med. 


Research  fellowship  available  for  young,  scientific  minded 
physician;  clinical  experimental  work  in  field  of  chronic- 
progressive  conditions.  Eligible  New  York  license.  Full 
time.  Stipend  $7000-8000  per  anno.  Career  opportunity. 
Write  Box  811,  N.  Y.  St.  Jr.  Med. 


WANTED— GENERAL  PRACTITIONER 


M.  D.  to  work  in  a clinic.  Modern  new  building  with  the 
latest  equipment  in  a prosperous  residential  and  industrial 
community.  Permanent  association.  Salary  $7,000  to  start. 
Position  is  available  on  January  1,  1959.  No  overhead. 
Write  Box  818,  N.  Y.  St.  Jr.  Med. 


Internist,  thoroughly  trained,  Board  Eligible,  31,  married, 
family.  Military  Service  obligation  completed.  Seeks 
association  with  private  medical  group  within  50  mile  radius 
New  York  City.  Available  immediately.  Box  821,  N.  Y. 
St.  Jr.  Med. 


Pathologist — to  service  4 hospitals.  90  miles  from  New 
York  City.  Lucrative  arrangement.  Box  819,  N.  Y.  St. 
Jr.  Med. 


Long  Island,  N.Y.:  Need  an  eye  man,  and  an  ear,  nose  and 
throat  man,  to  take  over  long  established  eye,  ear,  nose  and 
throat  practice.  Ample  office  space  for  two  doctors,  good 
hospital  facilities,  and  a big  back-log  of  major  work,  as  a 
coronary  has  forced  me  to  abandon  all  surgery.  Box  795, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Home  and  office  combination  built  to  physician’s  specifica- 
tions. 7 room  house  and  attached  4 room  office  in  suburban 
community  17  miles  from  Hartford.  Conn.  Telephone 
Rockville.  Conn.  Tremont  53218  Mrs.  Rosenfeld. 


Upstate  New  York  General  Practice,  Home-Office  Combina- 
tion. Well  established.  Finger  Lakes  District.  Two  open 
staff  hospitals  nearby.  Leaving  to  specialize.  Will  intro- 
duce. $16,500.  Write  Box  799,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  general  practice,  integrated  community,  Jamaica, 
L.  I.;  fully  equipped;  200  MA  x-ray  with  spot;  ECG,  etc.; 
9 rooms,  rent  $150.  Specialising.  Box  820,  N.Y.  St.  Jr.  Med. 


Practice  Internal  Medicine  or  GP  for  sale — Attractive 
well  equipped  five  room  suite,  1st  floor,  main  street,  best 
possible  location,  established  8 years.  Booming  community 
100,000,  excellent  hospitals,  beautiful  scenic  country,  great 
lakes  area,  western  New  York.  Opportunity  unbounded. 
Box  816,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor’s  office  & practice,  Manhattan.  Lucrative  general 
practice — 26  years  at  same  location.  Reason  for  sale — to 
settle  estate.  Riverside  9-1585. 


FOR  SALE 


Rafich  type  hse.  w/Annex:  5 rms.,  I1/*  baths,  full  improve- 

ments— A 1 Health  conditions,  2 car  garage,  circular  drive, 
landscaped  in  good  taste,  Annex  approx,  area  400  sq.  ft., 
has  own  exit  and  Lav.-244'  frontage,  ever  growing  popula- 
tion, near  Hospitals,  excellent  opportunity  for  young  Doctor, 
wall  introduce.  Moderately  priced.  Write  for  details. 
G.  M.  Carey,  Bkr.  Old  Rte.  22  Dover  Plains,  N.  Y. 


NASSAU  COUNTY— LONG  ISLAND 


Professional  Suite  5 Room,  separate  entrance,  attached  to 
Solid  Brick  Colonial,  center  hall,  4 bed  rooms  2V.2  bath  rooms. 
Doctors  Row',  near  shopping  and  transportation,  splendid 
opportunity,  leaving  State — -sacrifice.  Box  823,  N.  Y.  St. 
Jr.  Med. 


PRACTICE  FOR  SALE 


Ophthalmological  practice,  estab.  30  years.  Brooklyn. 
4/2  rooms,  fully  equipped;  Long  lease,  reasonable  rent. 
Will  introduce.  Write  Box  828,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  Practice,  Brockport,  N.  Y. — for  sale  due  to  death. 
Home-office  combination  and  equipment.  51-bed  general 
hospital  in  town.  Write  Mrs.  Charles  F.  Gay,  Brockport, 
N.  Y. 
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FOR  RENT 


APPARATUS  FOR  SALE 

Approved  high  frequencies  apparatus — diathermy  etc., 
Hanovia  Alpine  Sun  lamp,  like  new  condition.  Dr.  Loope, 
125  N.  Main  St.,  Cortland,  N.  Y. 


PHYSIOLOGIST  or  PHARMACOLOGIST 

Teaching  & Research  position  in  medical  school.  N.Y.C. 
area.  M.D.  or  PhD.  required.  Training  in  neuro  physiology 
desired.  Salary  based  on  qualifications  & experience. 
Write  Box  827,  N.  Y.  St.  Jr.  Med. 


WANTED 

Wanted  association  leading  to  partnership  with  busy  GP 
within  2 hrs.  from  N.Y.C.  Box  826,  N.  Y.  St.  Jr.  Med. 


WANTED 


Young  ophthalmologist  to  join  another  in  a well  established 
practice  40  miles  from  New  York  City.  Send  full  details, 
Photograph  and  compensation  expected  to  Box  824,  N.  Y. 
St.  Jr.  Med. 


ASSOCIATION  DESIRED 

OB-GYN  37,  fully  trained,  desires  association  leading  to 
partnership  with  busy  OB-GYN  within  2 hrs.  from  N.Y.C. 
Box  825,  N.  Y.  St,  Jr.  Med. 


CLASSIFIED 

ADVERTISING 

RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times . 1.20  per  line  per  insertion 
6 Consecutive  times . 1.00  per  line  per  insertion 
12  Consecutive  times . . 90  per  line  per  insertion 

24  Consecutive  times . . 85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Copy  must  reach  us  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 


Board  Surgeon  will  sublet  new,  completely  furnished  aircon- 
ditioned  office,  midtown  east,  for  exclusive  use  mornings  to 
1:00  P.M.  and  evenings  after  7:00  P.M.  Consisting  of  2 
business  offices,  4 examining,  waiting  and  consultation  rooms 
$300.00  per  month.  Prefer  Board  Internist.  WHitehall 
4-1893. 


Morning  and  early  afternoon  hours  available.  Large  suite. 
Wickersham  Building.  TEmpleton  8-2980. 


FOR  RENT 


115  East  61  St.  Park/Lex. — exclusive  use  of  two  rooms — 
share  waiting  room.  Call  TE.  8-8570.  24  hr  telephone 

service. 


FOR  RENT 


Unusual  Opportunity — Professional  Bid.,  Montclair,  New 
Jersey.  Every  Advantage — Very  low  rental.  Dr.  Mearin- — 
PI  4-5657.  331  Claremont  Ave.,  Montclair,  N.  J. 


Excellent  location  in  fastest  growing  community  on  Long 
Island.  Town  in  need  of  general  practitioners  and/or 
specialists.  For  details  call  Main  2-1508  Tuesdays,  Thurs- 
days or  Saturdays.  Other  days  ANdrew  1-2667. 


SPECIAL  OPPORTUNITY  NEAR  NYC 


West  Nyack — 20  miles  from  NYC  in  the  state’s  fastest-grow- 
ing county — historic  building^ — centrally  located,  restored 
and  air-conditioned  for  professional  use  by  GP  or  Specialist. 
Advantageous  arrangement.  Furnished  or  unfurnished. 
Write  Riverstrip,  Nyack,  N.Y.,  or  phone  Nyack  7-0063. 


FOR  SALE 


Top  Prof.  Location;  Lovely  modern  7-room  2-bath  home. 
New  3V2-room  panelled  office-wing,  bath;  patio  barbeque 
fireplace,  extras.  All  trans.  LYnbrook  9-0948  East  Rkwy. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 26  years  of  research 
assure  results.  Free  Service  first  18  days — -rates  after  free 
service  25%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33  x/i  over  a year  and  50%  on  payments 
of  $10.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  221  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  788,  N.  Y.  St.  Jr.  Med. 
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Ill  Virtually  Every  Diet 


Authoritative  diet  manuals  list  Enriched 
Bread  as  appropriate  for  each  meal  in  virtually 
all  therapeutic  diets,  including  restricted  fiber, 
bland,  low-fat,  low-cholesterol,  purine-free,  high 
protein,  high  caloric,  and  low  caloric  diets. 

The  many  advantages  of  Enriched  Bread  qual- 
ify it  as  appropriate  for  every  meal  from  child- 
hood through  senescence,  in  health  and  disease. 


is  an  effective  provider  of  tissue- 
building protein,  readily  avail- 
> able  energy,  important  B vitamins 


(thiamine,  riboflavin,  niacin,  pan- 
tothenic acid,  choline,  folic  acid, 
and  other  B-complex  factors), 
iron,  and  calcium. 


The  delicate  flavor  and  pleasant  taste  of 
Enriched  Bread  make  it  compatible  with 
so  many  other  foods  which  complement 
bread’s  contribution  to  sound  nutrition. 


AMERICAN  BAKERS  ASSOCIATION 

20  North  Wacker  Drive  • Chicago  6,  Illinois 
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Abdominal  wall,  gas  gangrene  of  the,  following  celiotomy, 
3684 

Abortion:  current  attitude  toward  previable  fetal  wastage, 
3791 

Abortion:  fibrinogenopenia  in  the  first  trimester  of  preg- 
nancy, 4077 

Abscesses  and  fistulas,  anorectal,  single-stage  treatment  of, 
2385 

Acanthosis  nigricans:  peripheral  manifestations  of  visceral 
cancer,  3109 

Acetone:  coma  and  unconsciousness  (Symposium  and  Panel 
Discussion),  3616 

Acetylcholine:  allergy,  infection,  and  the  psyche  [Funda- 
mentals of  Modern  Allergy],  3315 
Acetylcholine:  cardiac  arrest:  a review  [Recent  Advances  in 
Medicine  and  Surgery],  4035 

Acidosis:  coma  and  unconsciousness  (Symposium  and  Panel 
Discussion),  3616 
Acne  vulgaris 

clinical  evaluation  of  an  antiseptic  medicated  cream  in  the 
treatment  of,  2674 
etiologic  factors  in,  2960 
incidence  of,  2797 
ACTH 

coma  and  unconsciousness  (Symposium  and  Panel  Dis- 
cussion), 3616 

etiologic  factors  in  acne  vulgaris,  2960 

immunologic  studies  of  a Guillain-Barr6  syndrome  follow- 
ing tetanus  antitoxin,  2647 
infections  associated  with  steroid  therapy,  3461 
medical  treatment  of  alcoholism,  [Treatment  of  Alco- 
holism], 2813 

use  of  prednisone  in  myasthenia  gravis  in  a diabetic,  4033 
see  also  Steroid  (s) 

Acute  Myositis:  A Complication  of  Varicella  (Eisenoff  and 
Marcus),  3685 

Acute  Renal  Insufficiency : Hypermetabolic  State  Develop- 
ing After  Seven  Dialyses  (Kiley,  Attarian,  Macomber, 
Van  Orden,  and  Powers),  4065 

ADH:  improvement  of  diabetes  insipidus  in  hepatitis,  2219 


Adolescence:  etiologic  factors  in  acne  vulgaris,  2960 
Adoption,  the  physician  and  [Special  Article],  3514 
Adrenal  cortical  extract:  medical  treatment  of  alcoholism 
[Treatment  of  Alcoholism],  2813 
Adrenal  cortical  hyperplasia : recent  advances  in  the  diagnosis 
and  treatment  of  hermaphroditism  and  intersexuality  [Re- 
cent Advances  in  Medicine  and  Surgery],  2801 
Adrenal  hormones:  histamine  and  processes  of  histamine 
liberation  [Fundamentals  of  Modern  Allergy],  2554 
Adrenal  insufficiency,  hypotension  and  [Clinical  Anesthesia 
Conference],  2265 

Adrenalin:  cardiac  arrest:  a review  [Recent  Advances  in 
Medicine  and  Surgery],  4035 

Adult  Suicide  Attempts  By  Poisoning  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  3326 
Aerobacter  aerogenes:  increased  resistance  to  antibiotics 

among  micro-organisms  isolated  in  a general  hospital 
(1956-1957),  3102 

Afibrinogenemia:  see  Hypofibrinogenemia 
Aged 

allergy  and  geriatrics  [Fundamentals  of  Modern  Allergy], 
2409 

dermatogeriatric  service  in  a resident  hospital,  3451 
patient,  some  psychologic  problems  of  the,  3810 
Agranulocytosis  Following  Use  of  Nartate  (Dipyrone) 
(Borelli),  3179 

Albany  Medical  College:  Three  years  of  experience  with  two- 
way  radio  conferences  [Two-Way  Radio  Conferences  for 
Postgraduate  Medical  Education],  3322 
Alcoholic,  psychiatric  treatment  of  the  [Treatment  of  Alco- 
holism], 3157 
Alcoholism 

community  approaches  to  the  problems  of  [Treatment  of 
Alcoholism],  2256 

general  hospital  care  of  mental  patients,  2943 
medical  treatment  of  [Treatment  of  Alcoholism],  2813 
social  settings  conducive  to  [Treatment  of  Alcoholism], 
3493 

Allergens,  important,  causing  ocular  eczema  [Recent  Ad- 
vances in  Medicine  and  Surgery],  2233 
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Allergic  and  collagen  disease,  pathology  of  [Fundamentals  of 
Modern  Allergy],  3140 

Allergic  edema,  local,  due  to  injected  procaine — diagnosis  by 
twenty-four  hour  skin  test  [Proceedings  of  the  New  York 
Allergy  Society],  3663 

Allergic  reaction,  severe,  to  poliomyelitis  vaccine,  2832 
Allergy  and  Geriatrics  [Fundamentals  of  Modern  Allergy] 
(Slepian),  2409 

Allergy,  Infection,  and  the  Psyche  [Fundamentals  of  Modern 
Allergy]  (Prigal),  3315 
Allergy 

auto-antibodies  and  autosensitivity.  [Fundamentals  of 
Modern  Allergy],  2980 
cashew  nut  dermatitis,  2799 

immunologic  studies  of  a Guillain-Barr6  syndrome  follow- 
ing tetanus  antitoxin,  2647 

mold,  diagnosis  of,  illustrated  by  case  presentations  [Pro- 
ceedings of  the  New  York  Allergy  Society],  3663 
proceedings  of  the  New  York  Allergy  Society,  3663 
treatment  of  bronchial  asthma  in  children,  2525 
Aminophylline:  treatment  of  bronchial  asthma  in  children, 
2525 

Amputations:  surgical  management  of  arteriosclerotic  occlu- 
sive vascular  disease  [Recent  Advances  in  Medicine  and 
Surgery],  3475 

Amyloid  tumor  [Clinicopathologic  Conference],  2683 
Amyloidosis:  pathology  of  allergic  and  collagen  disease 

[Fundamentals  of  Modern  Allergy],  3140 
Anaphylactic  antibodies:  see  Antibodies 

Anaphylactic  reactions:  histamine  and  processes  of  histamine 
liberation  [Fundamentals  of  Modern  Allergy],  2554 
Anaphylactoid  lesions:  pathology  of  allergic  and  collagen 
disease  [Fundamentals  of  Modern  Allergy],  3140 
Ancylostoma  canium:  survey  of  Toxocara  canis  and  Toxo- 
cara  cati  prevalence  in  the  New  York  City  Area,  2793 
Anemia,  idiopathic  hemolytic : large  dose  prednisone  therapy 
of  hematologic  diseases,  2950 
Anesthesia 

cardiac  arrest:  a review  [Recent  Advances  in  Medicine 
and  Surgery],  4035 

conduction,  for  obstetrics,  utilization  of  Nesacaine  in, 
3447 

mechanical  ventilators,  2653 
problems  associated  with  tracheotomy,  2658 
surgical  treatment  of  epilepsy  [Recent  advances  in  Medi- 
cine and  Surgery],  3127 

see  also  Clinical  Anesthesia  Conference  (series) 

Aneurysm:  recent  advances  in  special  fields  of  surgery,  Part  I 
(Symposium  and  Panel  Discussion),  3983 
Aneursym:  treatment  of  acute  vascular  catastrophes  [Two- 
Way  Radio  Conferences  for  Postgraduate  Medical  Educa- 
tion], 3487 

Anorectal  abscesses  and  fistulas,  single-stage  treatment  of, 
2385 

Anorexiant  compound,  study  of  the  clinical  effectiveness  of  a 
new:  phenmetrazine  hydrochloride  (Preludin),  2394 
Anoxia:  cardiac  arrest:  a review  [Recent  Advances  in  Medi- 
cine and  Surgery],  4035 
Antabuse : see  Disulfiram 

Antibiotics,  increased  resistance  to,  among  micro-organisms 
isolated  in  a general  hospital  (1956—1957),  3102 
Antibodies,  auto-,  and  autosensitivity  [Fundamentals  of 
Modern  Allergy],  2980 

Antibodies:  immunologic  studies  of  a Guillain-Barr6  syn- 
drome following  tetanus  antitoxin,  2647 
Anticoagulant  therapy:  hemopericardium  and  cardiac 

tamponade  from  rupture  of  the  heart  and  aorta,  3815 
Anticoagulants:  treatment  of  acute  vascular  catastrophes 
[Two-Way  Radio  Conferences  for  Postgraduate  Medical 
Education],  3487 

Anticoagulation:  pulmonary  thromboembolism:  an  analysis 
of  169  autopsied  cases,  2783 

Anticonvulsive  agents:  meprobamate  in  the  treatment  of 
chronic,  deteriorated,  institutionalized  epileptics,  2529 
Antidiuretic  hormone:  see  ADH 

Antigens:  auto-antibodies  and  autosensitivity  [Fundamen- 
tals of  Modern  Allergy],  2980 

Antihistamine:  allergy,  infection,  and  the  psyche  [Funda- 
mentals of  Modern  Allergy],  3315 
Antihistamines:  important  allergens  causing  ocular  eczema 
[Recent  Advances  in  Medicine  and  Surgery],  2233 
Antimicrobial  agents  in  tuberculous  patients,  use  of  steroids 
in  untoward  reactions  to  [Proceedings  of  the  New  York 
Allergy  Society],  3663 

Antispasmodic,  blind  study  of  an  artane-like,  with  and  with- 
out the  addition  of  a tranquilizing  agent  or  a second  anti- 
spasmodic, 2375 

Antitoxin,  tetanus,  immunologic  studies  of  a Guillain-Barr6 
syndrome  following,  2647 
Antivenin:  rattlesnake  poisoning,  3114 

Anxiety:  mind-body  unity  in  psychoanalysis  and  medicine, 
4023 
Aorta 

ascending,  successful  repair  of  a stab  wound  of  the,  3177 
coarctation  of  the,  massive  right  rectus  muscle  hematoma 
simulating  signs  and  symptoms  of,  3851 


heart  and,  hemopericardium  and  cardiac  tamponade  from 
rupture  of  the,  3815 

recent  advances  in  special  fields  of  surgery,  Part  I (Sym- 
posium and  Panel  Discussion),  3983 
treatment  of  acute  vascular  catastrophes  [Two-Way  Radio 
Conference  for  Postgraduate  Medical  Education],  3487 
Aortography:  surgical  management  of  arteriosclerotic  occlu- 
sive vascular  disease  [Recent  Advances  in  Medicine  and 
Surgery],  3475 

Aphthous  stomatitis,  treatment  of,  with  lactobacillus  tablets, 
2672 

Artane-like  antispasmodic,  blind  study  of  an,  with  and  with- 
out the  addition  of  a tranquilizing  agent  or  a second  anti- 
spasmodic, 2375 

Arterial  hyptension : see  Hypotension 

Arteriosclerotic  occlusive  vascular  disease,  surgical  manage- 
ment of  [Recent  Advances  in  Medicine  and  Surgery],  3475 
Arteriosus,  patent  ductus,  observations  on  the  course  and 
treatment  of,  in  infancy,  3644 
Arthritis 

chronic  ulcerative  colitis  with,  beneficial  effect  of  gold  salts 
and  phenylbutazone  (Butazolidin)  in,  3467 
peripheral  manifestations  of  visceral  cancer,  3109 
rheumatoid : use  of  iproniazid  (Marsilid)  in  nontuberculous 
diseases,  3775 

secondary  hypertrophic  osteoarthropathy,  3635 
Artificial  kidney : see  Kidney 

Ascorbic  acid:  hemorrhagic  skin  manifestations  following  use 
of  prednisone  and  prednisolone,  4019 
Asian  influenza,  urinary  symptoms  as  a complication  of, 
2231 
Asthma 

allergy  and  geriatrics  [Fundamentals  of  Modern  Allergy], 
2409 

bronchial,  treatment  of,  in  children,  2525 
bronchitis,  emphysema,  and  other  pulmonary  diseases  in 
relation  to  [Fundamentals  of  Modern  Allergy],  2688 
new  xanthine  derivative:  theophylline  with  diethylenedi- 
amine,  2391 

pathology  of  allergic  and  collagen  disease  [Fundamentals 
of  Modern  Allergy],  3140 

Atelectasis:  bronchitis,  emphysema,  and  other  pulmonary 
diseases  in  relation  to  asthma  [Fundamentals  of  Modern 
Allergy],  2688 

Atherosclerosis,  fats,  cholesterol,  lipoproteins,  and — facts, 
fallacies,  fancies,  and  formulas  for  therapy,  2199 
Atrial  tachycardia,  digitalis  overdosage  resulting  in,  3176 
Atropine:  cardiac  arrest:  a review  [Recent  Advances  in 
Medicine  and  Surgery],  4035 

Auscultation,  mediastinal  (physical  signs  in  influenza  and 
pertussis),  2796 

Auto- Antibodies  and  Autosensitivity  [Fundamentals  of 
Modern  Allergy]  (McMaster),  2980 


Bacteria:  increased  resistance  to  antibiotics  among  micro- 
organisms isolated  in  a general  hospital  (1956-1957),  3102 
Bacterial  endocarditis,  subacute,  treated  with  oral  penicillin, 
2278 

Barbiturates:  medical  treatment  of  alcoholism  [Treatment  of 
Alcoholism],  2813 
Basal  metabolic  rate:  see  BMR 

Basal  metabolism  rate:  practical  application  of  thyroid  func- 
tion tests,  3796 

Benadryl  and  Chlor-Trimeton,  comparison  of,  in  intravenous 
urography,  3304 

Beneficial  Effect  of  Gold  Salts  and  Phenylbutazone  (Buta- 
zolidin) in  Chronic  Ulcerative  Colitis  with  Arthritis 
(Granirer),  3467 

Bennett  assistor-controller:  mechanical  ventilators.  2653 
Biliary  system:  functional  evaluation  of  the  liver,  3803 
Biliarv  tract,  gastrointestinal  hemorrhage  originating  in  the, 
2397 

Bleeding,  drug-induced  gastrointestinal,  2381 
Bleeding,  prolonged  unexplained  intestinal,  leiomyoma  of  the 
ileum  causing,  2575 

Blind  Study  of  an  Artane-Like  Antispasmodic  with  and 
without  the  Addition  of  a Tranquilizing  Agent  or  a Second 
Antispasmodic  (Bauer  and  McGavack),  2375 
Blood:  auto-antibodies  and  autosensitivity  [Fundamentals 
of  Modern  Allergy],  2980 

Blood  volume:  use  of  radioisotopes  in  research,  diagnosis, 
and  therapy,  Part  I [Recent  Advances  in  Medicine  and 
Surgery],  2537 

Blue  Cross  Plan:  general  hospital  care  of  mental  patients, 
2943 

BMR:  thyrotoxicosis — its  diagnosis  and  treatment  [Clinical 
Conference] , 3482 

Brain:  surgical  treatment  of  epilepsy  [Recent  Advances  in 
Medicine  and  Surgery],  3127 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City 
(Series),  2271,  2415,  2565,  2699,  2828,  2987,  3163,  3326, 
3500,  3670,  3839,  4055 

Bronchial  asthma,  treatment  of,  in  children,  2525 
Bronchiectasis:  secondary  hypertrophic  osteoarthropathy, 

3635 

Bronchitis,  Emphysema,  and  Other  Pulmonary  Diseases  in 
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Relation  to  Asthma  [Fundamentals  of  Modern  Allergy] 
(Grossman  and  Prigal),  2688 

Bronchitis:  chronic  pulmonary  diseases  in  patients  with  lung 
cancer,  3783 

Bronchitis:  tracheal  fenestration  as  a new  method  of  treat- 
ment for  advanced  emphysema,  3607 

Bronchodilator:  new  xanthine  derivative:  theophylline  with 
diethyl  enediamine,  2391 

Butazolidin  (phenylbutazone),  beneficial  effect  of  gold  salts 
and,  in  chronic  ulcerative  colitis  with  arthritis,  3467 


Camp  Nyda,  treating  juvenile  diabetics  at,  2515 
Cancer  and  Lymphogranuloma  Venereum  [Cancer  Alerts] 
(Wright),  2570 

Cancer  of  the  Larynx  [Cancer  Alerts]  (Kernan),  4059 
Cancer  of  the  Tongue  [Cancer  Alerts]  (Catalin),  2703 
Cancer  of  the  Tonsil  [Cancer  Alerts]  (Lewis),  2994 
Cancer  Research — Does  It  Help  You?  [Cancer  Alerts] 
(Mahoney),  3171 
Cancer 

field,  New  York  City  health  department  in  the  (Cancer 
Alerts],  3846 

ileoileal  intussusception  of  a solitary  metastatic  tumor  of 
the  ileum,  2280 

latest  approach  to — the  gynecologic  viewpoint  [Health 
Forums],  2706 

lung,  chronic  pulmonary  diseases  in  patients  with,  3783 
malignant  thymus  tumor  with  liver  metastasis  in  patient 
with  myasthenia  gravis,  2422 

monocular  proptosis  as  the  initial  finding  in  chronic 
lymphatic  leukemia,  4075 
occult  carcinoma  of  the  esophagus,  2506 
patient,  home  care  of  a [Cancer  Alerts],  3509 
pulmonary:  secondary  hypertrophic  osteoarthropathy, 

3635 

recent  advances  in  special  fields  of  surgery,  Part  I (Sym- 
posium and  Panel  Discussion),  3983 
visceral,  peripheral  manifestations  of,  3109 
see  also  Carcinoma,  Tumor(s) 

Cancer  Alerts  (Series),  2419,  2570,  2703,  2994,  3171,  3509, 
3846,  4059 

Canker  sores : see  Aphthous  stomatitis 

Canine  infection:  survey  of  Toxocara  canis  and  Toxocara  cati 
prevalence  in  the  New  York  City  area,  2793 
Carbon  dioxide:  cardiac  arrest:  a review  [Recent  Advances 
in  Medicine  and  Surgery],  4035 
Carcinoma  of  the  Lung  [Recent  Advances  in  Medicine  and 
Surgery]  (Seley),  2967 
Carcinoma 

malignant  thymus  tumor  with  liver  metastasis  in  patient 
with  myasthenia  gravis,  2422 
occult,  of  the  esophagus,  2506 

of  the  esophagus:  role  of  endoscopy  in  esophageal  hiatus 
hernia  [Esophageal  Hiatal  Hernia],  3283 
of  the  lung  [Recent  Advances  in  Medicine  and  Surgery], 
2967 

peripheral  manifestations  of  visceral  cancer,  3109 
see  also  Cancer,  Tumor(s) 

Cardia:  pathogenesis  of  hiatal  hernia  and  reflux  esophagitis 
(Esophageal  Hiatal  Hernia),  3275 
Cardiac  Arrest:  a Review  [Recent  Advances  in  Medicine 
and  Surgery)  (Reid,  Del  Missier,  and  Hinton),  4035 
Cardiac,  hemopericardium  and,  tamponade  from  rupture  of 
the  heart  and  aorta,  3815 

Cardiac  muscle  electrolytes:  use  of  radioisotopes  in  re- 

search, diagnosis,  and  therapy,  Part  I [Recent  Advances  in 
Medicine  and  Surgery],  2537 

Cardioesophageal  area,  radiologic  study  of  (Esophageal 
Hiatal  Hernia),  3280 

Cardioesophageal  area,  surgical  anatomy  of  the  (Esophageal 
Hiatal  Hernia),  3271 

Carotid  sinus  reflex,  hypotension  of  [Clinical  Anesthesia  Con- 
ference], 2697 

Case  of  Volvulus  of  the  Cecum  Following  Low-Flap  Cesarean 
Section  (Giorlando,  Brandt,  and  Herrerra),  3853 
Cashew  Nut  Dermatitis  (Orris),  2799 
Cat  Scratch  Disease  (Greenfield),  2838 

Caudal  block:  utilization  of  Nesacaine  in  conduction  anes- 
thesia for  obstetrics,  3447 

Cecum,  a case  of  volvulus  of  the,  following  low-flap  cesarean 
section,  3853 

Cedilanid-D:  intramuscular  desacetyl  lanatoside  C:  a safe 
and  practical  method  of  parenteral  digitalization,  4011 
Celiac  plexus  reflex,  hypotension  of  [Clinical  Anesthesia  Con- 
ference], 2562 

Celiotomy,  gas  gangrene  of  the  abdominal  wall  following, 
3684 

Cell  membrane  transfer:  use  of  radioisotopes  in  research, 
diagnosis,  and  therapy,  Part  I [Recent  Advances  in  Medi- 
cine and  Surgery],  2537 

Central  nervous  system  involvement,  essential  (aneurysmal) 
periarteritis  nodosa  with,  4068 

Cerebral  cortex : surgical  treatment  of  epilepsy  [Recent  Ad- 
vances in  Medicine  and  Surgery],  3127 
Cerebral  ischemia,  hypotension  and  [Clinical  Anesthesia 
Conference],  2413 


Cervical  spine:  modern  concepts  of  whiplash  injury  [Recent 
Advances  in  Medicine  and  Surgery],  3306 
Cervical  spine,  roentgen  findings  in  the  asymptomatic,  3300 
Cesarean  section,  low-flap,  a case  of  volvulus  of  the  cecum 
following,  3853 

Cesarean  section:  utilization  of  Nesacaine  in  conduction 
anesthesia  for  obstetrics,  3447 

Chemotherapy  vs.  Psychotherapy  [Health  Forums]  (Brus- 
sel), 2267 

Chicken  pox:  see  Varicella 
Childhood,  ureterocele  in,  2935 
Child  (ren) 

infants,  and,  use  of  nonabsorbable  water  soluble  contrast 
media  for  gastrointestinal  radiography  in,  2223 
nephrosis  in,  4007 

neuropsychiatric  aspects  of  juvenile  delinquency,  3117 
phenylketonuria  [Recent  Advances  in  Medicine  and  Sur- 
gery], 3653 

treating  juvenile  diabetics  at  Camp  Nyda,  2515 
treatment  of  bronchial  asthma  in,  2525 
Chloral  hydrate:  medical  treatment  of  alcoholism  [Treat- 
ment of  Alcoholism],  2813 
Chloroprocaine:  see  Nesacaine 

Chlorpropamide  Therapy  in  Diabetic  Patients  (Smith  and 
Dube),  3631 

Chlor-Trimeton,  Benadryl  and,  comparison  of,  in  intra- 
venous urography,  3304 

Cholesterol,  fats,  lipoproteins,  and  atherosclerosis— facts, 
fallacies,  fancies,  and  formulas  for  therapy,  2199 
Chorea,  Sydenham’s,  an  unusual  case  of,  of  prolonged  dura- 
tion, 2834 

Chronic  Pulmonary  Diseases  in  Patients  with  Lung  Cancer 
(Finke).  3783 

Cigarets:  carcinoma  of  the  lung  [Recent  Advances  in  Medi- 
cine and  Surgery],  2967 
Cigarets:  ex-smokers,  2956 

Circulation:  coma  and  unconsciousness  (Symposium  and 

Panel  Discussion),  3616 
Cirrhosis 

of  the  liver,  medical  treatment  of  alcoholism  [Treatment  of 
Alcoholism],  2813 

coma  and  unconsciousness  (Symposium  and  Panel  Discus- 
sion), 3616 

functional  evaluation  of  the  liver,  3803 
Clinical  Anesthesia  Conference  (Series),  2265,  2413,  2562, 
2697,  2825,  2992,  3168,  3332,  3506,  3675,  3843,  4062 
Clinical  Conference:  thyrotoxicosis — its  diagnosis  and  treat- 
ment, 3482 

Clinical  Evaluation  of  an  Antiseptic  Medicated  Cream  in  the 
Treatment  of  Acne  Vulgaris  (Milberg),  2674 
Clinicopathologic  Conference 
Bellevue  Hospital 

Pulmonary  hypertension  secondary  to  multiple  pulmo- 
nary emboli;  chronic  passive  congestion  of  liver, 
spleen,  and  pancreas,  3134 
Knickerbocker  Hospital 

Calcific  aortic  stenosis,  postrheumatic;  mitral  stenosis, 
mild,  postrheumatic;  left  ventricular  hypertrophy; 
right  ventricular  dilatation;  coronary  arteriosclerosis, 
moderate,  with  interstitial  myocardial  fibrosis;  pul- 
monary arteriosclerosis;  bronchiectasis,  bilateral 
severe;  pulmonary  emphysema  and  fibrosis,  bilateral 
severe;  bronchopneumonia,  terminal;  chronic  pas- 
sive congestion  of  liver,  spleen,  kidneys;  pleural  ef- 
fusions, bilateral,  250  cc.;  benign  nephrosclerosis; 
renal  cell  carcinoma,  clear  cell  type,  right  kidney, 
peripheral;  tubular  adenoma,  left  kidney:  chronic 
cystitis,  2248 

Tuberculous  enterocolitis,  extensive,  ulcerative,  with 
multiple  (two)  perforations  and  tuberculous  peritoni- 
tis; pulmonary  tuberculosis,  right  upper  and  left 
upper  lobes  with  tuberculous  tracheobronchitis 
mediastinal  lymphadenitis,  and  tuberculous  pleuritis; 
miliary  tuberculosis  of  the  liver,  spleen,  kidneys,  and 
bone  marrow;  thrombophlebitis,  iliac  veins,  bilateral: 
fatty  liver,  2546 

Acute  bacterial  endocarditis,  tricuspid  valve,  staphylo- 
coccal, with  tricuspid  stenosis;  bacteremia,  hemolytic 
Staphylococcus  aureus;  multiple  pulmonary  infarcts, 
septic,  with  early  abscess  formation:  bilateral  sero- 

sanguineous  pleural  effusions;  fibrinous  pleuritis, 
left;  cardiac  hypertrophy,  slight;  acute  passive  con- 
gestion of  liver  and  spleen;  peptic  ulcer,  duodenum, 
repaired;  suture  abscess,  right  paramedian  incision, 
small;  embolic  thrombus,  left  pulmonary  arterial 
ramus,  in  left  upper  lobe,  recent,  secondary  to  phlebo- 
thrombosis  of  right  femoral  vein,  2805 
Roswell  Park  Memorial  Institute 

Infectious  hepatitis  and  cholemic  nephrosis,  2402 
Amyloid  tumor  of  the  mediastinum  and  supraclavicular 
regions,  2683 

Carcinoma  of  the  lung,  resected;  viral  myocarditis, 
2973 

Generalized  lymphosarcoma  with  involvement  of  the 
central  nervous  system,  3311 
Lymphosarcoma  of  the  lung,  3657 

Acute  lymphoblastic  leukemia  with  formation  of  soft 
tissue  mass  in  retroperitoneum,  4050 
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Clotting : see  Fibrinogen 

Colitis,  chronic  ulcerative,  with  arthritis,  beneficial  effect  of 
gold  salts  and  phenylbutazone  (Butazolidin)  in,  3467 
Collagen,  allergic  and,  disease,  pathology  of  [Fundamentals 
of  Modern  Allergy],  3140 

Collagen  disease:  peripheral  manifestations  of  visceral  can- 
cer, 3109 

Colon  transplantation:  recent  advances  in  special  fields  of 
surgery.  Part  I (Symposium  and  Panel  Discussion),  3983 
Coma  and  Unconsciousness  (Symposium  and  Panel  Discus- 
sion), 3616 

Common  Objective  Denominator  for  Evaluation  of  Thera- 
peutic Results  of  Treatment  of  Mental  Disorders  (Lanz- 
kron),  3826 

Community  Approaches  to  the  Problems  of  Alcoholism 
[Treatment  of  Alcoholism]  (Willard  and  Straus),  2256 
Comparison  of  Benadryl  and  Chlor-Trimeton  in  Intravenous 
Urography  (Wechsler),  3304 

Conditioned  response  therapy:  medical  treatment  of  alco- 
holism [Treatment  of  Alcoholism],  2813 
Conduction  anesthesia  for  obstetrics,  utilization  of  Nesacaine 
in,  3447 

Conjunctivitis:  important  allergens  causing  ocular  eczema 
[Recent  Advances  in  Medicine  and  Surgery],  2233 
Coronary  atherosclerosis:  see  Atherosclerosis 
Coronary  closure,  acute,  recognition  and  management  of 
complications  of,  2840 

Corticosteroid  Therapy  in  the  Treatment  of  Erythema  Solare 
(Sunburn)  (Younger,  DiPillo,  and  McGinn),  2963 
Cortisone:  see  Steroids 

Cortisone:  infections  associated  with  steroid  therapy,  3461 
Cosmetics:  important  allergens  causing  ocular  eczema  [Re- 
cent Advances  in  Medicine  and  Surgery],  2233 
Crushing  injuries:  treatment  of  acute  vascular  catastrophes 
[Two-Way  Radio  Conferences  for  Postgraduate  Medical 
Education],  3487 

Cryptectomy:  single-stage  treatment  of  anorectal  abscesses 
and  fistulas,  2385 

Current  Attitude  Toward  Previable  Fetal  Wastage  (Nesbitt), 
3791 

Cyanosis:  secondary  hypertrophic  osteoarthropathy,  3635 
Cytologic  diagnosis,  an  early  attempt  at,  in  Schenectady, 
[History  of  Medicine  in  New  York  State],  2288 


Deafness,  profound,  from  neomycin  sulfate,  2226 
Deafness : see  Ear 

Decannulation : problems  associated  with  tracheotomy, 

2658 

Delayed  Postpartum  Hemorrhage  Associated  with  Hypo- 
fibrinogenemia  (Lavietes,  Stone,  and  Salerno),  2276 
Delirium  tremens:  medical  treatment  of  alcoholism  [Treat- 
ment of  Alcoholism],  2913 

Demerol:  hypotension  of  narcotic  withdrawal  [Clinical 

Anesthesia  Conference],  3332 
Dermatitis 

cashew  nut,  2799 

important  allergens  causing  ocular  eczema  [Recent  ad- 
vances in  Medicine  and  Surgery],  2233 
measurement  and  maintenance  of  natural  skin  oil,  3292 
Dermatogeriatric  Service  in  a Resident  Hospital  (Young), 
3451 

Dermatomyositis:  pathology  of  allergic  and  collagen  disease 
[Fundamentals  of  Modern  Allergy  ],  3140 
Dermatomyositis:  peripheral  manifestations  of  visceral 

cancer,  3109 

Deserpidine,  a new  Rauwolfia  derivative,  effect  of,  in  hyper- 
tension, 3641 

Diabetes : new  oral  hypoglycemic  drug,  3824 
Desacetyl  lanatoside  C,  intramuscular:  a safe  and  practical 
method  of  parenteral  digitalization,  4011 
Diabetes  insipidus,  improvement  of,  in  hepatitis,  2219 
Diabetic  coma:  coma  and  unconsciousness  (Symposium  and 
Panel  Discussion),  3616 

Diabetic  patients,  chlorpropamide  therapy  in,  3631 
Diabetic,  use  of  prednisone  in  myasthenia  gravis  in  a,  4033 
Diabetics,  treating  juvenile,  at  Camp  Nyda,  2515 
Diabinese:  see  Chlorpropamide 

Diagnosis  of  Mold  Allergy,  Illustrated  by  Case  Presentations 
[Proceedings  of  the  New  York  Allergy  Society]  (Merksa- 
mer),  3663 

Dialyses,  seven,  acute  renal  insufficiency:  hypermetabolic 
state  developing  after,  4065 

Diet:  fats,  cholesterol,  lipoproteins,  and  atherosclerosis — 
facts,  fallacies,  fancies,  and  formulas  for  therapy,  2199 
Diethylenediamine,  theophylline  with:  a new  xanthine 

derivative,  2391 

Digitalis  Overdosage  Resulting  in  Atrial  Tachycardia 
(Bishop  and  Noble),  3176  # 

Digitalization,  parenteral,  intramuscular  desacetyl  lanatoside 
C : a safe  and  practical  method  of,  4011 
Dilution  studies:  use  of  radioisotopes  in  research,  diagnosis, 
and  therapy,  Part  I [Recent  Advances  in  Medicine  and 
Surgery],  2537 

Dipyrone  (Nartate),  agranulocytosis  following  use  of,  3179 


Disulfiram:  medical  treatment  of  alcoholism  [Treatment  of 
Alcoholism],  2913 

DOCA:  recent  advances  in  the  diagnosis  and  treatment  of 
hermaphroditism  and  intersexuality  [Recent  Advances  in 
Medicine  and  Surgery],  2801 

Doctor,  How  Can  You  Liven  Up  Next  Season’s  Medical 
Meetings  [Visual  Education  in  Medicine]  (Hackel),  3173 
Doctor-patient  relationship:  executive  health,  3455 
Doctor  Photographer,  The  [Visual  Education  in  Medicine] 
(Hackel),  2996 
Dogs:  see  Canine 

Drug-Induced  Gastrointestinal  Bleeding  (Gelfand  and  Good- 
kin),  2381 
Drug:  see  Narcotic 
Dyes:  see  Cosmetics 

Dysphagia:  occult  carcinoma  of  the  esophagus,  2506 


Ear:  mobilization  of  the  stapes,  3095 

Ear:  present  status  of  stapes  surgery  [Recent  Advances  in 
Medicine  and  Surgery],  3828 

Early  Attempt  at  Cytologic  Diagnosis  in  Schenectady  [His- 
tory of  Medicine  in  New  York  State]  (Kellert),  2288 
Eczema,  ocular,  important  allergens  causing  [Recent  Ad- 
vances in  Medicine  and  Surgery],  2233 
Effect  of  a New  Rauwolfia  Derivative,  Deserpidine,  in  Hyper- 
tension (Billow,  Spector,  Martoreha,  Paley,  and  Harris), 
3641 

Effect  on  Radioiodine  Tracer  Studies  of  Organic  Iodide  Com- 
pounds Used  in  Roentgenology  (Feibush,  Schneierson,  Sie- 
gel, and  Sherman),  3818 

Effective  Use  of  Medical  Consultation  in  Public  Welfare 
[Special  Article]  (Yerby),  3859 

Electrocardiogram:  high  RS-T  take-off  in  patients  without 
myocardial  infarction,  2213 

Electrocardiogram:  symmetrical  T-waves  in  myocardial 

infarction,  2667 

Electroencephalography:  surgical  treatment  of  epilepsy 

[Recent  Advances  in  Medicine  and  Surgery],  3127 
Electrolyte  diffusion:  use  of  radioiosotopes  in  research,  diag- 
nosis, and  therapy,  Part  I [Recent  Advances  in  Medicine 
and  Surgery],  2537 

Electrolytes:  coma  and  unconsciousness  (Symposium  and 
Panel  Discussion),  3616 

Embolism:  treatment  of  acute  vascular  catastrophes  [Two- 
Way  Radio  Conferences  for  Postgraduate  Medical  Educa- 
tion], 3487 

Embolism:  see  Thromboembolism 

Emergency  Transportation  of  the  Injured  (Kane),  2229 
Emphysema,  advanced,  tracheal  fenestration  as  a new 
method  of  treatment  for,  3607 

Emphysema,  bronchitis,  and  other  pulmonary  diseases  in  re- 
lation to  asthma  [Fundamentals  of  Modern  Allergy],  2688 
Encephalitis,  allergic:  auto-antibodies  and  autosensitivity 

[Fundamentals  of  Modern  Allergy],  2980 
Encephalitis  lethargica:  an  unusual  case  of  Sydenham's 

chorea,  2834 

Endocarditis,  subacute  bacterial,  treated  with  oral  penicillin, 
2278 

Endocarditis,  subacute  bacterial:  secondary  hypertrophic 

osteoarthropathy,  3635 

Endocrine  balance:  current  attitude  toward  previable  fetal 
wastage,  3791 

Endoscopy,  role  of,  in  esophageal  hiatus  hernia  [Esophageal 
Hiatal  Hernia],  3283 

Ephedrine:  treatment  of  bronchial  asthma  in  children,  2525 
Epidural  block:  utilization  of  Nesacaine  in  conduction 

anesthesia  for  obstetrics,  3447 

Epilepsy,  surgical  treatment  of  [Recent  Advances  in  Medi- 
cine and  Surgery],  3127 

Epileptics,  chronic,  deteriorated,  institutionalized,  Meproba- 
mate in  the  treatment  of,  2529 
Epinephrine:  treatment  of  bronchial  asthma  in  children, 
2525 

Epithelioma:  malignant  disease  of  the  facial  skin,  lips,  and 
oropharynx  [Cancer  Alerts],  2419 
Equanil:  see  Meprobamate 

Ergot,  evolution  of  the  use  of,  in  obstetrics  [History  of 
Medicine  in  New  York  State],  4081 
Erythema  solare  (sunburn),  corticosteroid  therapy  in  the 
treatment  of,  2963 

Esophageal  Hiatal  Hernia  (Symposium),  3271,  3275,  3280, 
3283,  3287,  3289 

Esophageal  hiatus  hernia,  role  of  endoscopy  in  (Esophageal 
Hiatal  Hernia),  3283 

Eosphageal  hiatus  hernia,  symptomatology  of  (Esophageal 
Hiatal  Hernia),  3287 

Esophagitis,  reflux,  hiatal  hernia  and,  pathogenesis  of  (Esoph- 
ageal Hiatal  Hernia),  3275 
Esophagus,  occult  carcinoma  of  the,  2506 
Esophagus:  recent  advances  in  special  fields  of  surgery,  Part 
I (Symposium  and  Panel  Discussion),  3983 
Essential  (Aneurysmal)  Periarteritis  Nodosa  with  Central 
Nervous  System  Involvement  (Friedman),  4068 
Etiologic  Factors  in  Acne  Vulgaris  (Warshaw),  2960 
Euphoria:  use  of  iproniazid  (Marsilid)  in  nontuberculous 
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diseases,  3775 

Evolution  of  the  Use  of  Ergot  in  Obstetrics  [History  of  Medi- 
cine in  New  York  State]  (Fitzgerald),  4081 
Excretory  methods,  extrarenal,  in  kidney  failure,  2663 
Executive  Health  (Moore),  3455 

Exophthalmos:  thyrotoxicosis — its  diagnosis  and  treatment 
[Clinical  Conference],  3482 
Ex-Smokers  (Hammond  and  Percy),  2956 
Extrarenal  Excretory  Methods  in  Kidney  Failure  (Berger), 
2663 
Eye 

hypotension  of  oculocardiac  reflex  [Clinical  Anesthesia  Con- 
ference], 2992 

monocular  proptosis  as  the  initial  finding  in  chronic 
lymphatic  leukemia,  4075 

use  of  absorbable  gelatin  film  (Gelfilm)  in  ophthalmic  sur- 
gery [Recent  Advances  in  Medicine  and  Surgery],  2399 
the  vitreous  story  (Lucien  Howe  Prize  Essay),  2503 
Eye  changes:  thyrotoxicosis — its  diagnosis  and  treatment 
[Clinical  Conference],  3482 


Fabrics:  important  allergens  causing  ocular  eczema  [Recent 
Advances  in  Medicine  and  Surgery],  2233 

Facial  skin,  lips,  and  oropharynx,  malignant  disease  of  the 
[Cancer  Alerts],  2419 

False  positive  reaction,  biologic,  significance  of  the  diagnosis, 
of,  2789 

Family  physician,  tuberculosis  and  the,  3999 

Fats,  Cholesterol,  Lipoproteins,  and  Atherosclerosis — Pacts, 
Fallacies,  Fancies,  and  Formulas  for  Therapy  (Amster- 
dam), 2199 

Fenestration,  tracheal,  as  a new  method  of  treatment  for 
advanced  emphysema,  3607 

Fenestration:  mobilization  of  the  stapes,  3095 

Fetal  wastage,  previable,  current  attitude  toward,  3791 

Fibrinogen:  delayed  postpartum  hemorrhage  associated  with 
hypofibrinogenemia,  2276 

Fibrinogenopenia  in  the  First  Trimester  of  Pregnancy  (Fried- 
man and  Anderson),  4077 

Films,  medical,  for  the  laity  [Visual  Education  in  Medicine], 
3335 

Fistulas,  abscesses  and,  single-stage  treatment  of  anorectal 
2385 

F ood : see  Diet 

Frei  test:  cancer  and  lymphogranuloma  venereum  [Cancer 
Alerts],  2570 

Functional  Evaluation  of  the  Liver  (Leevy),  3803 

Fundamentals  of  Modern  Allergy  (Series),  2409,  2554,  2688, 
2980,  3140,  3315 


Gangrene,  gas,  of  the  abdominal  wall  following  celiotomy 
3684 

Gallbladder:  gastrointestinal  hemorrhage  originating  in  the 
biliary  tract,  2397 

Gas  Gangrene  of  the  Abdominal  Wall  Following  Celiotomy 
(Case),  3684 

Gastritis:  medical  treatment  of  alcoholism  [Treatment  of 
Alcoholism],  2813 

Gastroesophageal  reflux:  see  Esophagitis 
Gastrointestinal  bleeding,  drug-induced,  2381 
Gastrointestinal  Hemorrhage  Originating  in  the  Biliary  Tract 
(Manfredi),  2397 

Gastrointestinal  radiography  in  infants  and  children,  use  of 
nonabsorbable  water  soluble  contrast  media  for,  2223 
Gelfilm  (gelatin  film),  use  of  absorbable,  in  ophthalmic  sur- 
gery [Recent  Advances  in  Medicine  and  Surgery],  2399 
General  Hospital  Care  of  Mental  Patients  (Brightman),  2943 
General  Principles  in  Management  of  Rhinoplasty  Patients 
(Stovin),  4030 

Gentle  Art  of  Medical  Criticism  [Visual  Education  in  Medi- 
cine] (Hackel),  2285 

Geriatrics,  allergy  and  [Fundamentals  of  Modern  Allergy], 
2409 

Glucose:  coma  and  unconsciousness  (Symposium  and  Panel 
Discussion),  3616 

Glutamic-oxalacetic  transaminase,  serum,  in  acute  myo- 
cardial infarction,  2520 

Gold  salts  and  phenylbutazone  (Butazolidin),  beneficial  ef- 
fect of,  in  chronic  ulcerative  colitis  with  arthritis,  3467 
Grafts:  surgical  management  of  arteriosclerotic  occlusive 

vascular  disease  [Recent  Advances  in  Medicine  and  Sur- 
gery], 3475 

Grand  mal:  see  Epilepsy 

Granuloma:  pathology  of  allergic  and  collagen  disease 

[Fundamentals  of  Modern  Allergy],  3140 
Graves’  disease:  practical  application  of  thyroid  function 
tests,  3796 

Guillain-Barr6  syndrome  following  tetanus  antitoxin,  im- 
munologic studies  of  a,  2647 

Gynecologic  viewpoint — latest  approach  to  cancer  [Health 
Forums],  2706 


Hallucinosis:  medical  treatment  of  alcoholism  [Treatment  of 
Alcoholism] , 2813 


Harlequin  Color  Change  (Deitcher),  3650 
Hashimoto’s  struma:  auto-antibodies  and  autosensitivity 
[Fundamentals  of  Modern  Allergy],  2980 
Hay  fever:  allergy  and  geriatrics  [Fundamentals  of  Modern 
Allergy] , 2409 

Head  and  neck  pain  and  mandibular  dysfunction,  mandibular 
muscule  spasms:  their  role  in,  2533 
Headache:  modern  concepts  of  whiplash  injury  [Recent 

Advances  in  Medicine  and  Surgery] , 3306 
Health  education:  medical  films  for  the  laity  [Visual  Educa- 
tion in  Medicine] , 3335 
Health,  executive,  3455 
Health  Forums  (Series),  2267,  2706, 

Health  insurance  claim  forms,  simplified  [Council  Committee 
on  Economics],  3693 

Hearing:  mobilization  of  the  stapes,  3095 
Heart  and  aorta,  hemopericardium  and  cardiac  tamponade 
from  rupture  of  the,  3815 
Heart  disease 

cardiac  arrest:  a review  [Recent  Advances  in  Medicine 
and  Surgery],  4035 
Clinicopathologie  Conference,  2248 

congenital:  secondary  hypertrophic  osteoarthropathy, 

3656 

hemopericardium  and  cardiac  tamponade  from  rupture  of 
heart  and  aorta,  3815 

intramuscular  desacetyl  lanatoside  C:  a safe  and  practical 
method  of  parenteral  digitalization,  401 1 
management  of  pericardial  effusions  by  pericardiectomy, 
2367 

observations  on  the  course  and  treatment  of  patent  ductus 
arteriosus  in  infancy,  3644 

paroxysmal  pseudoventricular  tachycardia  with  ventricular 
rate  of  290  in  a patient  with  accelerated  A-V  conduction, 
2427 

recognition  and  management  of  complications  of  acute 
coronary  closure,  2840 

subacute  bacterial  endocarditis  treated  with  oral  penicillin, 
2278 

symmetrical  T-waves  in  myocardial  infarction,  2667 
Heart  failure,  hypotension  and  [Clinical  Anesthesia  Con- 
ference], 3843 

Heart:  function:  cardiac  arrest:  a review  [Recent  Ad- 

vances in  Medicine  and  Surgery],  4035 
Heart:  Recent  advances  in  special  fields  of  surgery,  Part  I 
(Symposium  and  Panel  Discussion),  3983 
Heart-lung  pump:  recent  advances  in  special  fields  of  sur- 
gery, Part  I (Symposium  and  Panel  Discussion),  3983 
Hemagglutinating  antibodies:  see  Antibodies 
Hematologic  diseases,  large-dose  prednisone  therapy  of, 
2950 

Hemopericardium  and  Cardiac  Tamponade  from  Rupture  of 
the  Heart  and  Aorta  (Lippschutz  and  Maloney),  3815 
Hemorrhage 

delayed  postpartum,  associated  with  hypofibrinogenemia, 
2276 

drug-induced  gastrointestinal  bleeding,  2381 
gastrointestinal,  originating  in  the  biliary  tract,  2397 
treatment  of  acute  vascular  catastrophes  [Two-Way  Radio 
Conferences  for  Postgraduate  Medical  Education],  3487 
Hemorrhagic  Skin  Manifestations  Following  Use  of  Predni- 
sone and  Prednisolone  (Dordick,  Sussman,  and  Bernstein), 
4019 

Hemorrhoidectomy:  single-stage  treatment  of  anorectal 

abscesses  and  fistulas,  2385 

Heparin:  fats,  cholesterol,  lipoproteins,  and  atherosclerosis — - 
facts,  fallacies,  fancies,  and  formulas  for  therapy,  2199 
Hepatitis,  improvement  of  diabetes  insipidus  in,  2219 
Hepatitis,  infectious  [Clinicopathologie  Conference],  2402 
Hepatitis,  iproniazid  (Marsilid),  3680 
Hepatitis:  functional  evaluation  of  the  liver,  3803 
Hepatic  coma:  coma  and  unconsciousness  (Symposium  and 
Panel  Discussion),  3616 

Hermaphroditism  and  intersexuality,  recent  advances  in  the 
diagnosis  and  treatment  of  [Recent  Advances  in  Medicine 
and  Surgery],  2801 

Hernia,  esophageal,  hiatus,  role  of  endoscopy  in,  (Esophageal 
Hiatal  Hernia),  3283 

Hernia,  hiatal,  and  reflux  esophagitis,  pathogenesis  of  (Esoph- 
ageal Hiatal  Hernia),  3275 

Hernia,  hiatal,  sliding,  indications  for  repair  and  points  in 
correction  of  pathologic  physiology  of  (Esophageal  Hiatal 
Hernia),  3289 

Hernia,  hiatus,  esophageal,  symptomatology  of  (Esophageal 
Hiatal  Hernia),  3287 
Hernia,  spigelian,  2425 

Hiatal  hernia  and  reflux  esophagitis,  pathogensis  of  (Esopha- 
geal Hiatal  Hernia),  3275 

Hiatus  hernia,  esophageal,  role  of  endoscopy  in  (Esophageal 
Hiatal  Hernia),  3283 

Hiatus  hernia,  esophageal,  symptomatology  of  (Esophageal 
Hiatil  Hernia),  3287 

Hiatal  hernia,  sliding,  indications  for  repair  and  points  in 
correction  of  pathologic  physiology  of  (Esophageal  Hiatal 
Hernia).  3289 

High  RS-T  Take-Off  in  Patients  Without  Myocardial  In- 
farction (Stein  and  Weinstein),  2213 
Hip  joint,  right,  synovial  cyst  of  the,  4079 
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Histamine:  allergy,  infection,  and  the  psyche  [Fundamentals 
of  Modern  Allergy],  3315 

Histamine  and  Processes  of  Histamine  Liberation  [Funda- 
mentals of  Modern  Allergy]  (Halpern),  2554 
History  of  Medicine  in  New  York  State  (Series),  2288,  4081 
Hodgkin’s  disease:  large-dose  prednisone  therapy  of  hema- 
tologic diseases,  2950 

Home  Care  of  a Cancer  Patient  [Cancer  Alerts]  (Bianco), 
3509 

Hormone(s) 

etiologic  factors  in  acne  vulgaris,  2960 

medical  treatment  of  alcoholism  [Treatment  of  Alcohol- 
ism], 2813 

practical  application  of  thyroid  function  tests,  3796 
metabolism:  improvement  of  diabetes  insipidus  in  hepa- 
titis, 2219 

therapy:  current  attitude  toward  previable  fetal  wastage, 
3791 

Hormone  metabolism:  see  Metabolism 

Horse  serum:  immunologic  studies  of  a Guillain-Barr6  syn- 
drome following  tetanus  antitoxin,  2647 
Hospital,  dermatogeriatric  service  in  a resident,  3451 
Hospital,  general,  care  of  mental  patients,  2943 
Hospital,  general,  increased  resistance  to  antibiotics  among 
micro-organisms  isolated  in  a,  (1956-1957),  3102 
How  to  Use  Visual  Aids — Part  I [Visual  Education  in  Medi- 
cine] (Hackel),  3512 

How  to  Use  Visual  Aids — Part  II  [Visual  Education  in 
Medicine]  (Hackel),  4084 
Hydrogenated  fats:  see  Fats 
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Phenmetrazine  hydrochloride  (Preludin):  study  of  the 

clinical  effectiveness  of  a new  anorexiant  compound,  2394 
Phenobarbital : utilization  of  phenyltoloxamine  as  daytime 
sedative  or  tranquilizer,  3821 

Phenylalanine  metabolism:  phenylketonuria  [Recent  Ad- 

vances in  Medicine  and  Surgery],  3653 
Phenylbutazone  (Butazolidin),  beneficial  effect  of  gold  salts 
and,  in  chronic  ulcerative  colitis  with  arthritis,  3467 
Phenylbutazone:  drug-induced  gastrointestinal  bleeding, 

2381 

Phenylethylbiguanide : new  oral  hypoglycemic  drug,  3824 
Phenylketonuria  [Recent  Advances  in  Medicine  and  Sur- 
gery], 3653 

Phenyltoloxamine,  utilization  of,  as  daytime  sedative  or 
tranquilizer,  3821 

Photographer,  the  doctor  [Visual  Education  in  Medicine], 
2996 

Photography,  clinical,  medical  movies  and,  (Part  I)  [Visual 
Education  in  Medicine],  2430 

Photography,  clinical,  medical  movies  and  (Part  II)  [Visual 
Education  in  Medicine],  2577 

Phthalylsulfathiazole,  a Cause  of  Ureteral  Obstruction, 
(Brimberg),  2573 

Physician,  the,  and  Adoption  [Special  Article]  (Beaven), 
35;  4 

Pituitary  growth  hormone : etiologic  factors  in  acne  vulgaris, 
2960 

Pituitary:  practical  application  of  thyroid  function  tests, 
3796 

Pneumonia:  chronic  pulmonary  diseases  in  patients  with 
lung  cancer,  3783 

Pneumonia:  infections  associated  with  steroid  therapy, 

3461 

Poison  control:  see  Briefs  on  Accidental  Chemical  Poisonings 
in  New  York  City  (Series) 

Poisoning,  rattlesnake,  3114 

Poliomyelitis  vaccine,  severe  allergic  reaction  to,  2832 
Polyarteritis  nodosa : pathology  of  allergic  and  collagen  dis- 
ease [Fundamentals  of  Modern  Allergy],  3140 
Polycystic  disease,  isolated,  of  the  liver  in  an  adult,  3682 
Polyuria:  improvement  of  diabetes  insipidus  in  hepatitis, 
2219 

Positional  Hypotension  [Clinical  Anesthesia  Conference], 
4059 

Postpartum  hemorrhage,  delayed,  associated  with  hypofib- 
rinogenemia,  2276 

Postsympathectomy  Neuralgia  (Policoff),  2388 
Potassium  chloride:  cardiac  arrest:  a review  [Recent  Ad- 
vances in  Medicine  and  Surgery],  4035 
Practical  Application  of  Thyroid  Function  Tests  (Perlmut- 
ter),  3796 

Prausnitz-Kiistner  antibodies:  see  Antibodies 
Precipitins:  immunologic  studies  of  a Guillain-Barr6  syn- 
drome following  tetanus  antitoxin,  2647 
Prednisolone,  prednisone  and,  hemorrhagic  skin  manifesta- 
tions following  use  of,  4019 

Prednisone  therapy,  large-dose,  of  hematologic  diseases, 
2950 

Pregnancy 

current  attitude  toward  previable  fetal  wastage,  3791 
delayed  postpartum  hemorrhage  associated  with  hypo- 
fib  rinogenemia,  2276 

fibrinogenopenia  in  the  first  trimester  of,  4077 
Preludin  (phenmetrazine  hydrochloride)  : study  of  the  clinical 
effectiveness  of  a new  anorexiant  compound,  2394 
Premenstrual  tension,  multiphasic  management  of,  3647 
Present  Status  of  Stapes  Surgery  [Recent  Advances  in  Medi- 
cine and  Surgery]  (Rosen),  3828 
Problems  Associated  with  Tracheotomy  (Baker),  2658 
Procaine,  local  allergic  edema  due  to  injected — diagnosis  by 
tw-enty-four  hour  skin  test  [Proceedings  of  the  New  York 
Allergy  Society],  3663 

Proceedings  of  the  New  York  Allergy  Society,  3663 
Profound  Deafness  from  Neomycin  Sulfate  (Goldner),  2226 
Progesterone:  current  attitude  toward  previable  fetal  wast- 
age, 3791 

Proptosis,  monocular,  as  the  initial  finding  in  chronic  lym- 
phatic leukemia,  4075 

Prostheses:  surgical  management  of  arteriosclerotic  occlusive 
vascular  disease  [Recent  Advances  in  Medicine  and 
Surgery],  3475 

Protein-bound  iodine:  practical  application  of  thyroid  func- 
tion tests,  3796 

Protein-bound  iodine:  see  PBI 
Protein  metabolism:  see  Metabolism 
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Pseudohermaphroditism:  see  Hermaphroditism 
Psyche,  the,  allergy,  infection,  and  [Fundamentals  of 
Modern  Allergy],  3315 

Psychiatric  care:  general  hospital  care  of  mental  patients, 
2943 

Psychiatric  Treatment  of  the  Alcoholic  [Treatment  of  Alco- 
holism] (Smith),  3157 

Psychiatry:  use  of  iproniazid  (Marsilid)  in  nontuberculous 
diseases,  3775 

Psychoanalysis  and  medicine,  mind-body  unity  in,  4023 
Psychologic  problems,  some,  of  the  aged  patient,  3810 
Psychotherapy,  chemotherapy  vs.  [Health  Forums],  2267 
Psychochemistry:  chemotherapy  vs.  psychotherapy  [Health 
Forums],  2267 

Psychotherapy,  two-way  radio  conference  on  [Two-Way 
Radio  Conferences  for  Postgraduate  Medical  Education], 
3831 

Public  health:  New  York  City  Health  Department  in  the 
cancer  field  [Cancer  Alerts],  3846 
Public  welfare,  effective  use  of  medical  consultation  in 
[Special  Article],  3850 

Pudendal  block:  utilization  of  Nesacaine  in  conduction  anes- 
thesia for  obstetrics,  3447 
Pulmonary  cancer:  see  Cancer 
Pulmonary  carcinoma:  see  Lung 

Pulmonary  diseases,  chronic,  in  patients  with  lung  cancer, 
3783 

Pulmonary  infiltrations:  pathology  of  allergic  and  collagen 
disease  [Fundamentals  of  Modern  Allergy],  3140 
Pulmonary  Thromboembolism:  An  Analysis  of  169  Autopsied 
Cases  (Hanway),  2783 

Purpura,  idiopathic  benign  hyperglobulinemic,  3848 
Purpura:  pathology  of  allergic  and  collagen  diseases  [Funda- 
mentals of  Modern  Allergy],  3140 


Radiography,  gastrointestinal,  in  infants  and  children,  use  of 
nonabsorbable  water  soluble  contrast  media  for,  2223 
Radioiodine  tracer  studies  of  organic  iodide  compounds  used 
in  roentgenology,  effect  on,  3818 
Radioiodine:  see  Iodine131 

Radioisotopes,  use  of,  in  research,  diagnosis  and  therapy, 
Part  I [Recent  Advances  in  Medicine  and  Surgery],  2537 
Radioisotopes,  use  of,  in  research,  diagnosis,  and  therapy, 
Part  II  [Recent  Advances  in  Medicine  and  Surgery],  2676 
Radiologic  Study  of  the  Cardioesophageal  Area  [Esophageal 
Hiatal  Hernia]  (Heilbrun),  3280 
Rattlesnake  Poisoning  (Ruggiero),  3114 

Rauwolfia  derivative,  deserpidine,  effect  of  a new,  in  hyper- 
tension, 3641 

Recent  Advances  in  the  Diagnosis  and  Treatment  of  Hermaph- 
roditism and  Intersexuality  [Recent  Advances  in  Medicine 
and  Surgery]  (Silagy  and  Chiang),  2801 
Recent  Advances  in  Medicine  and  Surgery  (Series),  2233, 
2399,  2537,  2676,  2801,  3127,  3306,  3475,  3653,  3828,  4035 
Recent  Advances  in  Special  Fields  of  Surgery,  Part  I (Sym- 
posium and  Panel  Discussion),  3983 
Recognition  and  Management  of  Complications  of  Acute 
Coronary  Closure  (Lipson  and  Seiken),  2840 
Rectus  muscle  hematoma,  massive  right,  simulating  signs 
and  symptoms  of  coarctation  of  the  aorta,  3851 
Reflux  esophagitis,  hiatal  hernia  and,  pathogenesis  of  (Eso- 
phageal Hiatal  Hernia),  3275 
Regressive  Shock  Therapy  (Jacoby  and  Babikian),  2965 
Rehabilitation : general  hospital  care  of  mental  patients, 

2943 

Relaxants:  see  Muscle  relaxants 
Renal  disease:  see  Kidney 
Renal  failure:  see  Kidney 

Renal  insufficiency,  acute:  hypermetabolic  state  develop- 

ing after  seven  dialyses,  4065 

Research,  cancer, — -does  it  help  you?  [Cancer  Alerts],  3171 
Reserpine:  drug-induced  gastrointestinal  bleeding,  2381 

Respirators:  mechanical  ventilators,  2653 
Respiratory  disease 

allergy  and  geriatrics  [Fundamentals  of  Modern  Allergy], 
2409 

chronic  pulmonary  diseases  in  patients  with  lung  cancer, 
3783 

mediastinal  auscultation  (physical  signs  in  influenza  and 
pertussis),  2796 

tracheal  fenestration  as  a new  method  of  treatment  for  ad- 
vanced emphysema,  3607 

Retina:  the  vitreous  story  (Lucien  Howe  Prize  Essay),  2503 
Rheumatoid  arthritis:  see  Arthritis 
Rheumatoid  granuloma:  see  Granuloma 

Rhinoplasty  patients,  general  principles  in  management  of, 
4030 

Roentgen  Findings  in  the  Asymptomatic  Cervical  Spine 
(Elias),  3300 

Roentgenology,  effect  on  radioiodine  tracer  studies  of  organic 
iodide  compounds  used  in,  3818 
Role  of  Endoscopy  in  Esophageal  Hiatus  Hernia  (Esophageal 
Hiatal  Hernia),  3283 

Role  of  Statistics  in  Workmen’s  Compensation  from  the 
Viewpoint  of  an  Administrator  of  the  Law  (Parisi),  3687 
RS-T  take-off,  high,  in  patients  without  myocardial  infarc- 
tion, 2213 


St.  Vitus  Dance:  an  unusua  case  of  Sydenham’s  Chorea  of 
prolonged  duration,  2834 

Salicylates:  drug-induced  gastrointestinal  bleeding,  2381 
Salk  vaccine:  see  Poliomyelitis  vaccine 

Sardo:  measurement  and  maintenance  of  natural  skin  oil 
3292 

Saturated  fats:  see  Fats 

Schenectady,  an  early  attempt  at  cytologic  diagnosis  in 
[History  of  Medicine  in  New  York  State],  2288 
Schizophrenia:  regressive  shock  therapy,  2965 
Scleroderma:  pathology  of  allergic  and  collagen  disease 

[Fundamentals  of  Modern  Allergy],  3140 
Scleroderma:  peripheral  manifestations  of  visceral  cancer, 
3109 

Secondary  Hypertrophic  Osteoarthropathy  (Roodenburg), 
3635 

Sedative  or  tranquilizer,  daytime,  utilization  of  phenyl- 
toloxamine  as,  3821 
Senility:  see  Aged 

Septal  defects:  recent  advances  in  special  fields  of  surgery, 
Part  I (Symposium  and  Panel  Discussion),  3983 
Serologic  test  for  syphilis:  see  STP 

Serotonin:  allergy,  infection,  and  the  psyche  [Fundamentals 
of  Modern  Allergy],  3315 

Serotonin:  chemotherapy  vs.  psychotherapy  [Health 

Forums],  2267 
Serpasil:  see  Reserpine 

Serum  Glutamic-Oxalacetic  Transaminase  in  Acute  Myo- 
cardial Infarction  (Rudolph,  Lindeman,  and  Lyons),  2520 
Serum  sickness:  immunologic  studies  of  a Guillain-Barr4 
syndrome  following  tetanus  antitoxin,  2647 
Severe  Allergic  Reaction  to  Poliomyelitis  Vaccine  (Kaufman 
and  Janeway),  2832 

Sexuality:  recent  advances  in  the  diagnosis  and  treatment 
of  hermaphroditism  and  intersexuality  [Recent  Advances 
in  Medicine  and  Surgery],  2801 
SGO-T:  see  Serum  glutamic-oxalacetic  transaminase 
Shock  therapy,  regressive,  2965 

Significance  of  the  Diagnosis  of  Biologic  False  Positive  Reac- 
tion (Miller),  2789 

Simplified  Health  Insurance  Claim  Forms  [Council  Com- 
mittee on  Economics]  (Crawley),  3963 
Single-Stage  Treatment  of  Anorectal  Abscesses  and  Fistulas 
(McElwain  and  Gaines),  2385 
Skin 

dermatogeriatric  service  in  a resident  hospital,  3451 
facial,  lips,  and  oropharynx,  malignant  disease  of  the 
[Cancer  Alerts],  2419 

infection:  infections  associated  with  steroid  therapy,  3461 
manifestations,  hemorrhagic,  following  use  of  prednisone 
and  prednisolone,  4019 

oil,  natural,  measurement  and  maintenance  of,  3292 
test,  twenty-four  hour,  diagnosis  by — local  allergic  edema 
due  to  injected  procaine  [Proceedings  of  the  New  York 
Allergy  Society],  3663 

tests:  allergy  and  geriatrics  [Fundamentals  of  Modern 
Allergy],  2409 

Sliding  hiatal  hernia,  indications  for  repair  and  points  in 
correction  of  pathologic  physiology  of  (Esophageal  Hiatal 
Hernia),  3289 
Smokers,  ex-,  2956 

Smoking:  carcinoma  of  the  lung  [Recent  Advances  in  Medi- 
cine and  Surgery],  2967 
Snake:  rattlesnake  poisoning,  3114 

Soaps:  important  allergens  causing  ocular  eczema  [Recent 
Advances  in  Medicine  and  Surgery],  2233 
Social  Settings  Conducive  to  Alcoholism  [Treatment  of  Alco- 
holism] (Selden),  3493 

Some  Psychologic  Problems  of  the  Aged  Patient  (Meerloo), 
3810 

Spigelian  Hernia  (Paul  and  Sullivan),  2425 
Spine,  cervical,  roentgen  findings  in  the  asymptomatic,  3300 
Stab  wound  of  the  ascending  aorta,  successful  repair  of  a, 
3177 

Stapes,  mobilization  of  the,  3095 

Stapes  surgery,  present  status  of  [Recent  Advances  in  Medi- 
cine and  Surgery],  3828 

Staphylococci:  increased  resistance  to  antibiotics  among 

microorganisms  isolated  in  a general  hospital  (1956- 
1957),  3102 

Staphylococcus:  allergy,  infection,  and  the  psyche  [Funda- 
mentals of  Modern  Allergy],  3315 
Statistics,  role  of,  in  Workmen’s  Compensation  from  the 
viewpoint  of  an  administrator  of  the  law,  3687 
Stephenson  controlled  respiration  unit:  mechanical  ventila- 


tors, 2653 
Steroid  (s) 

allergy  and  geriatrics  [Fundamentals  of  Modern  Allergy 
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drug-induced  gastrointestinal  bleeding,  2381 
etiologic  factors  in  acne  vulgaris,  2960 

hemorrhagic  skin  manifestations  following  use  of  pred- 
nisone and  prednisolone,  4019 
hypotension  and  adrenal  insufficiency  [Clinical  Anesthesia 
Conference],  2265 

important  allergens  causing  ocular  eczema  [Recent  Ad- 
vances in  Medicine  and  Surgery],  2233 
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large-dose  prednisone  therapy  of  hematologic  diseases,  2950 
lightning  pain  of  tabes  dorsalis  treated  with  Meticorten, 
2283 

nephrosis  in  children,  4007 

recent  advances  in  the  diagnosis  and  treatment  of  her- 
maphroditism and  intersexuality  [Recent  Advances  in 
Medicine  and  Surgery],  2801 
therapy,  infections  associated  with,  3461 
use  of,  in  untoward  reactions  to  antimicrobial  agents  in 
tuberculous  patients  [Proceedings  of  the  New  York 
Allergy  Society],  3663 

use  of  prednisone  in  myasthenis  gravis  in  a diabetic,  4033 
Sterols:  fats,  cholesterol,  lipoproteins,  and  atherosclerosis — 
facts,  fallacies,  fancies,  and  formulas  for  therapy,  2199 
Stomatitis,  aphthous,  treatment  of,  with  lactobacillus  tablets, 
2672 

STP:  significance  of  the  diagnosis  of  biologic  false  positive 
reaction,  2789 

Streptomycin:  tuberculosis  and  the  family  physician,  3999 
Streptococci:  increased  resistance  to  antibiotics  among 

microorganisms  isolated  in  a general  hospital  (1956-1957), 
3102 

Study  of  the  Clinical  Effectiveness  of  a New  Anorexiant 
Compound:  Phenmetrazine  Hydrochloride  (Preludin) 

(Rossman,  Beyers,  and  Merlis),  2394 
Subacute  Bacterial  Endocarditis  Treated  with  Oral  Peni- 
cillin (Levy),  2278 

Successful  Repair  of  a Stab  Wound  of  the  Ascending  Aorta 
(McCann),  3177 

Suicide  attempts,  adult,  by  poisoning  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  3326 
Sunburn  (erythema  solare),  corticosteroid  therapy  in  the 
treatment  of,  2963 

Superego:  neuropsychiatric  aspects  of  juvenile  delinquency, 
3117 
Surgery 

cosmetic : general  principles  in  management  of  rhinoplasty 
patients,  4030 

gas  gangrene  of  the  abdominal  wall  following  celiotomy, 
3684 

hypotension  of  celiac  plexus  reflex  [Clinical  Anesthesia 
Conference],  2562 

hypotension  of  vagal  reflex  [Clinical  Anesthesia  Confer- 
ence], 2825 

indications  for  repair  and  points  in  correction  of  patho- 
logic physiology  of  sliding  hiatal  hernia  (Esophageal 
Hiatal  Hernia),  3289 

management  of  pericardial  effusions  by  pericardiectomy, 
2367 

mobilization  of  the  stapes,  3095 

observations  on  the  course  and  treatment  of  patent  ductus 
arteriosus  in  infancy,  3644 
postsympathectomy  neuralgia,  2388 
problems  associated  with  tracheotomy,  2658 
recent  advances  in  special  fields  of,  Part  I (Symposium 
and  Panel  Discussion),  3983 

single-stage  treatment  of  anorectal  abscesses  and  fistulas, 
2385 

spigelian  hernia,  2425 

stapes,  present  status  of  [Recent  Advances  in  Medicine 
and  Surgery],  3828 

tracheal  fenestration  as  a new  method  of  treatment  for 
advanced  emphysema,  3607 

treatment  of  acute  vascular  catastrophes  [Two-Way 
Radio  Conferences  for  Postgraduate  Medical  Educa- 
tion], 3487 

ureterocele  in  childhood,  2935 

use  of  absorbable  gelatin  film  (Gelfilm)  in  ophthalmic  [Re- 
cent Advances  in  Medicine  and  Surgery],  2399 
vitreous  story,  the  [Lucien  Howe  Prize  Essay],  2503 
Surgical  Anatomy  of  the  Cardioesophageal  Area  [Esophageal 
Hiatal  Hernia],  (Drapanas),  3271 
Surgical  Management  of  Arteriosclerotic  Occlusive  Vascular 
Disease  [Recent  Advances  in  Medicine  and  Surgery] 
(Nabatoff),  3475 

Surgical  Treatment  of  Epilepsy  [Recent  Advances  in  Medi- 
cine and  Surgery]  (Ralston),  3127 
Survey  of  Toxocara  Canis  and  Toxocara  Cati  Prevalence  in 
the  New  York  City  Area  (Dorman  and  Van  Ostrand),  2793 
Sydenham’s  chorea,  an  unusual  case  of,  of  prolonged  dura- 
tion, 2834 

Symmetrical  T-Waves  in  Myocardial  Infarction  (Glotzer), 
2667 

Sympathectomy,  lumbar:  surgical  management  of  arterio- 
sclerotic occlusive  vascular  disease  [Recent  Advances  in 
Medicine  and  Surgery],  3475 
Sympathectomy:  postsympathectomy  neuralgia,  2388 
Symptomatology  of  Esophageal  Hiatus  Hernia  [Esophageal 
Hiatal  Hernia]  (Hale),  3287 
Synovial  Cyst  of  the  Right  Hip  Joint  (Case),  4079 
Syphilis:  significance  of  the  diagnosis  of  biologic  false  posi- 
tive reaction,  2789 


Tabes  dorsalis,  lightning  pain  of,  treated  with  Meticorten, 
2283 


Tachycardia,  atrial,  digitalis  overdosage  resulting  in,  3176 
Tachycardia,  paroxysmal  pseudoventricular,  with  ventricular 
rate  of  290  in  a patient  with  accelerated  A-V  conduction, 
2427 

Testis:  Auto-antibodies  and  autosensitivity  [Fundamentals 
of  Modern  Allergy],  2980 

Tetanus  antitoxin,  immunologic  studies  of  a Guillain-Barr6 
syndrome  following,  2647 
TETD:  see  Disulfiram 

Tetracycline:  increased  resistance  to  antibiotics  among 

microorganisms  isolated  in  a general  hospital  (1956-1957), 
3102 

Theophylline  with  diethylenediamine : a new  xanthine 

derivative,  2391 

Three  Years  of  Experience  with  Two-Way  Radio  Con- 
ferences [Two-Way  Radio  Conferences  for  Postgraduate 
Medical  Education]  (Nelson  and  Woolsey),  3322 
Thromboembolism:  fats,  cholesterol,  lipoproteins,  and  athero- 
sclerosis— facts,  fallacies,  fancies,  and  formulas  for  therapy, 
2199 

Thromboembolism,  pulmonary:  an  analysis  of  169  autopsied 
cases,  2783 

Thrombophlebitis:  peripheral  manifestations  of  visceral 

cancer,  3109 

Thrombotic  purpura:  see  Purpura 

Thymus  tumor,  malignant,  with  liver  metastasis  in  patient 
with  myasthenia  gravis,  2422 
Thyroid 

fats,  cholesterol,  lipoproteins,  and  atherosclerosis — facts, 
fallacies,  and  formulas  for  therapy,  2199 
function:  use  of  radioisotopes  in  research,  diagnosis,  and 

therapy,  Part  I [Recent  Advances  in  Medicine  and  Sur- 
gery], 2537 

function:  use  of  radioisotopes  in  research,  diagnosis,  and 
therapy,  Part  II  [Recent  Advances  in  Medicine  and 
Surgery],  2676 

function  test:  effect  of  on  radioiodine  tracer  studies  of 
organic  iodide  compounds  used  in  roentgenology,  3818 
function  tests,  practical  application  of,  3796 
Thyroiditis  Followed  by  Hyperthyroidism  (Bien  and  Smith), 
3855 

Thyrotoxicosis — Its  Diagnosis  and  Treatment  [Clinical 
Conference],  3482 

Thyrotoxicosis:  auto-antibodies  and  autosensitivity  [Funda- 
mentals of  Modern  Allergy],  2980 
Tobacco:  ex-smokers,  2956 

Tolbutamide:  chlorpropamide  therapy  in  diabetic  patients, 
3631 

Tongue,  cancer  of  the  [Cancer  Alerts],  2703 
Tonsil,  cancer  of  the  [Cancer  Alerts],  2994 
Tonsillectomy:  treatment  of  bronchial  asthma  in  children, 
2525 

Toxocara  canis  and  Toxocara  cati  prevalence  in  the  New 
York  City  area,  survey  of,  2793 
TPI:  significance  of  the  diagnosis  of  biologic  false  positive 
reaction,  2789 

Tracheal  Fenestration  as  a New  Method  of  Treatment  for 
Advanced  Emphysema  (Rockey,  Thompson,  Blazsik,  and 
Ahn),  3607 

Tracheotomy,  problems  associated  with,  2658 
Traction:  modern  concepts  of  whiplash  injury  [Recent  Ad- 
vances in  Medicine  and  Surgery],  3306 
Tranquilizers 

chemotherapy  vs.  psychotherapy  [Health  Forums],  2267 
medical  treatment  of  alcoholism  [Treatment  of  Alco- 
holism], 2813 

sedative  or,  daytime,  utilization  of  phenyltoloxamine  as, 
3821 

Tranquilizing  agent  or  a second  antispasmodic,  blind  study 
of  an  artane-like  antispasmodic  with  and  without  the  addi- 
tion of  a,  2375 

Transfusion:  extrarenal  excretory  methods  in  kidney  fail- 
ure, 2663 

Transportation,  emergency,  of  the  injured,  2229 
Treating  Juvenile  Diabetics  at  Camp  Nyda  (Rabinowitz  and 
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SUMMIT,  N . J . 


why  all  the  fuss 
over  potassium? 


Many  physicians  will  recall  when  safe  but 
potent  organomercurials  were  first  intro- 
duced. At  the  time  there  was  considerable 
worry  about  possible  potassium  loss.  Pa- 
tients were  instructed  to  take  foods  rich 
in  this  mineral,  and  not  infrequently  potas- 
sium supplements  also  were  advised.  After 
enough  experience  was  gained,  it  became 
evident  that  only  the  exceptional  case  could 
lose  enough  potassium  to  be  concerned 
about.  And  with  oral  organomercurial  diu- 
retics this  was  practically  never  a problem. 

Why  revive  the  subject  now?  Because 
clinical  experience  with  nonmercurial  diuretics  indicates  most  of  them  have  such  a 
specific  effect  on  potassium  that  with  their  use  very  real  problems  must  be  faced.  Enough 
potassium  loss  can  lead  to  digitalis  toxicity  or  to  a classical  overt  hypopotassemia.  Since  a 
fair  percentage  of  cardiacs  who  receive  diuretics  are  also  digitalized,  this  excess  potassium 
excretion  is  clinically  serious.  Clinical  experience  is  still  too  limited  with  some  nonmercurial 
diuretics  to  say  just  how  often  such  loss  will  occur— but  warnings  already  have  been 
sounded  by  some  clinical  investigators  as  to  the  need  for  potassium  supplementation. 

Experience  in  many  patients,  for  many  years,  demonstrates  that  potassium  loss  is  never 
a problem  when  neohydrin®  is  the  oral  diuretic.  And  there  is  no  refractoriness  to  this 
effective  oral  organomercurial. 
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prevents  painful  engorgement  New  2-day 


Over  3,000  pcitieilt  studies 1,3,4  have  proved  TACE  12  mg.  unsurpassed2  in 
prevention  of  painful  breast  engorgement.  Now,  these  same  advantages  are  available 
in  a shorter  term  2-day  course  of  therapy  with  TACE  25  mg.  capsules.2 
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dose  for  both  forms:  2 capsules  every  six  hours  for  six  doses,  begin- 
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1.  Nulsen,  R.  O.  et  al.:  Am.  J.  Obst.  & Gynec.  65:1048,  1953.  2.  Nulsen,  R.  O.:  Con- 
current administration  of  TACE  and  Ergonovine,  Ohio  State  M.J.  (in  press).  3.  Bennct,  the  wm  g MERRELL  company 
E.  T.  and  McCann,  E.  C.:  J.  Maine  Med.  Assoc.  45:225,  1954.  4.  Eichner,  E.  et  al.:  now  York  . Cincinnati  • st.  Thomae,  Ontario 

Obst.  & Gynec.  6:511,  1955.  TRADEMARKS:  'TACE  with  ERGONOVINE,' TACE  Another  Exclusive  Product  of  Original  Merrell  Reeearch 
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